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                                                                                   Workforce
Update – November 20, 2012*
 
 
National Current Developments
 
U.S. Department of Education Requests Information from States on the Future Direction
of the Rehabilitation Training Program**
The U.S. Department of Education has issued a request for information from states on ways to
rejuvenate its training and technical assistance activities funded under the Rehabilitation Training
Program. In part, the Department will use the information and data gathered to ensure that
vocational rehabilitation counselors are equipped with new and emerging skills, and to support the
design and implementation of future training and technical assistance that is aligned with the
current and future economic trends. The goal of these training and technical assistance activities is
to increase the achievement of high-quality integrated employment for individuals with disabilities.
Information must be submitted on or before January 7, 2013. For more information, click here.
 
News from the States
 
Nevada Governor Signs WIB Executive Order
Nevada Governor Brian Sandoval has issued an executive order clarifying the roles of the state
workforce investment boards in building a workforce to support a diverse and evolving economy.
The Order reaffirms the guidelines originally provided by the Workforce Investment Act of 1998,
which established the Governor’s Workforce Investment Board and the two local boards;
Nevadaworks in Northern Nevada and Workforce Connections in Southern Nevada.
Among the reaffirmations noted in the order, the Department of Employment, Training and
Rehabilitation will monitor the local boards’ budget allocations and provide a report to the
Governor’s Board on spending levels. The order also reaffirms NRS 232.935, which directs the
Governor’s Workforce Investment Board to establish industry sector councils to guide the use of
workforce investment act funding for training jobseekers in the various industry sectors.
 
The order also establishes that funding provided through the local boards for training will support
new and existing training programs with the Nevada System of Higher Education and the Nevada
Department of Education.
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Kentucky State WIB Recognized as a Model for other States
Governor Steve Beshear’s reconstituted Kentucky Workforce Investment Board (KWIB) and overhaul
of the state’s workforce investment system has received high praise from the United States
Department of Labor (DOL) and become a role model for other states, according to a recently
released federal monitoring report.
 
The Employment and Training Administration’s review of Kentucky’s Workforce Investment Act
Adult program said, “The Kentucky Workforce Investment Board, over the course of the past few
years, has evolved into a model state board. Numerous inquiries and requests for technical
assistance from states such as Oklahoma, South Carolina, California, Virginia, Minnesota, Missouri
and Kansas, regarding replicating the strategic plan serve as evidence of the quality of Kentucky’s
work.”
 
For more information about KWIB and the WORKSmart Kentucky strategic plan, visit
http://www.kwib.ky.gov/index.htm.
 
Workforce Florida Launches Statewide Branding Initiative
Workforce Florida Inc., the statewide workforce investment board, has announced the launch of a
statewide branding initiative, in response to a recently enacted state law that calls for a single,
consolidated workforce brand that is customer-focused and delivers consistency across all regions.
 
The organization held a competitive process and selected IDEAS of Orlando to lead the branding
initiative. The goal of the initiative is to establish a single, identifiable brand that provides universal,
consistent access for job seekers and businesses that look to the workforce system for talent,
training and other employment resources.
 
With assistance from IDEAS and regional and state workforce partners, Workforce Florida is
developing a timetable for the branding initiative. As required in the new state law, Workforce
Florida recently submitted a letter to Governor Rick Scott outlining initial recommendations
including its plans for the collaborative process getting underway now to develop the new brand
identity, which will formally launch in 2013. A copy of the letter can be found here. More
information about the Statewide Workforce Branding Initiative can be found here.
 
Missouri Energy Solutions Industry Portal Officially Launched
The Missouri Department of Economic Development recently launched the Energy Solutions Portal
which highlights Missouri’s commitment to cultivating new energy solutions in order to secure
energy independence and move the state’s economy forward.
 
The site also provides information regarding contributions Missouri has made to the field of energy
solutions, as well as incentive programs offered by the state of Missouri to prospective companies
looking to establish energy solutions companies. In addition, the Energy Solutions Portal highlights
Missouri’s favorable location and workforce, among others, as compelling factors in enticing new
energy development businesses to the state. 
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Alabama Governor Prepares Workforce Development Group
Associated Press
Gov. Robert Bentley says he plans to appoint a task force to help provide seamless workforce
development training from the middle school through college.
http://www.wsfa.com/story/20093160/ala-govern or-prepares-workforce-development-group
 
 
News from NGA
 
NGA Launches Virtual Health Resource Center
The National Governors Association (NGA) today unveiled a new website, State Health Policy
Options. The site is a virtual resource center developed by NGA that will make it easier to explore
potential solutions to health policy problems that state policymakers face. The website also will
provide policymakers with innovative approaches from expert analysis and the experience of states
in their efforts to improve health care access, affordability and quality, as well as workforce
planning.
 
The website focuses on various topics, including:

Planning for 2014: Provides information and analysis relevant to health insurance exchanges,
Medicaid and insurance subsidy and tax credit policies that increase health insurance
coverage once the Affordable Care Act changes required by 2014 come into effect;
Cost Containment: Examines state initiatives to reduce Medicaid costs and maintain access to
quality care for beneficiaries;
Improving System Performance: Explores ways to lower health care costs, improve the
quality of care and provide access to many people as possible;
Prevention and Health Promotion: Considers how states can use their various roles to
promote better health among state residents;
Workforce: Focuses on how states can develop effective workforce planning and
development strategies to respond to the growing demand on health care; and
Health Information Technology: Shares ways to improve system performance, support
patient self-management, support widespread adoption of electronic health records and
design effective health information exchanges.

Each of the topic areas includes policy options for states; case studies of state-led efforts; federal
regulations, guidance and grant opportunities for states; and expert sources with subject matter
expertise.
To view the new website, please visit: http://statepolicyoptions.nga.org.
 
Recent Publications
 
Data Quality Campaign Shows States Need to Improve Use of Education Data
A recent report  from the Data Quality Campaign’s (DQC) shows that although states are making
progress in supporting effective data use, the hardest work remains. States collect quality data and
have enacted policy changes, but they have not yet focused on helping people, especially parents,
teachers, and students, effectively use data. 
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The DQC has identified 10 State Actions to Ensure Effective Data Use and they found that although
every state in the country collects quality data extending beyond test scores, no state has taken all
of the 10 State Actions.   For example:
 

States have laid the foundation to link P–20/workforce (P–20W) data systems but lack
governance structures with the authority necessary to share appropriate and limited critical
data. This deficiency makes it nearly impossible to provide people the data they need to
ensure that students stay on track for success in college and careers.

 
States are producing reports and dashboards using longitudinal data but are lagging in
ensuring data access by stakeholders such as parents; there is more work to do to meet all
stakeholders’ needs.

 
States are increasingly providing training to help stakeholders use data but have not done
enough to build the capacity of all education stakeholders to effectively use data, especially
teachers.

 
The report identifies how many of the 10 Actions have been accomplished by state.  It also
highlights some specific states and their accomplishments:
 

Kentucky has refined providing information to high schools about their graduates’
performance in college and used this information to increase college enrollment rates and
reduce remediation rates for Kentucky students.

 
Delaware has implemented 9 of the 10 State Actions by leveraging P–20W leadership, state
policy, federal opportunities, and resources and can now use data to answer important policy
questions like which students enroll in postsecondary institutions and whether they get jobs
in the field in which they were trained.

 
Maine collaborated with stakeholders from critical agencies to build the policy, support, and
infrastructure to link data systems across the P–20W pipeline, which ensured that data
collection, sharing, and use are aligned with the state’s broader policy priorities aimed at
improving student outcomes.

 
Indiana has made great progress ensuring that stakeholders have access to the data they
need, developing a web-based portal and college- and career- readiness reports that provide
data, resources, and tools for districts, schools, educators, and families. Indiana also achieved
the greatest growth on the 10 State Actions over the past year, from 3 to 8 State Actions.

 
Ohio has developed a strong teacher-student data link (TSDL) that has helped the state
generate teacher performance data to share with teacher preparation programs, which
provides them the data they need to improve their programs and ensure their graduates are
prepared to enter the classroom.

 
For more information on the Data Quality Campaign, to read the full report, to access individual
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state fact sheets, and a video from, visit the website at: http://www.dataqualitycampaign.org/.
 
Report Looks at Latinos and the Job Creation Policies in the South Atlantic
A new report recently released by National Council of La Raza (NCLR), “Now Hiring? Latinos and the
Job Creation Policies in the South Atlantic," analyzes how state policies aimed at creating jobs in five
South Atlantic states.  The report found the following:
 

Most Hispanic workers in the South Atlantic require additional education and skills training in
order to meet the needs of employers.
Significant public resources are spent on recruiting businesses to states that fail to invest
adequately in adult education and job training programs.
Hispanic-owned businesses lack the necessary technical support and training to ensure
sustainability and expansion.
The region’s wave of anti-immigrant legislation has hampered economic recovery.

 
NCLR’s research was based on an analysis of demographic data from the U.S. Census Bureau and
interviews with 35 stakeholders, from government officials to service providers. NCLR also convened
local leaders from the public, private and nonprofit sectors to discuss the implications of the
research for the region.
 
The author states lessons of this research indicate that job creation policies should be amenable to
business needs while cultivating an adequately trained and educated labor force prioritizing local
hiring. This research leads to the following implications for policy:
 

Align business attraction and workforce development strategies.
Build a workforce pipeline that matches industry needs.
Improve access to workforce development programs for individuals with low educational and
English-language attainment.
Integrate support for small business into job creation strategies.
Halt the progress of flawed anti-immigration and employment verification laws at the state
level.
Promote policies that strengthen businesses and preserve the hiring of the local workforce.
Examine geographic barriers and obstacles restricting access to employment.

 
State-by-State “Jobs Gap” Chart
Each month, The Hamilton Project examines the “jobs gap,” which is the number of jobs that the
U.S. economy needs to create in order to return to pre-recession employment levels while
absorbing the people who enter the labor force each month.  The latest data finds that as of
September, there is a gap of 11.1 million jobs, but the job loss that has occurred since the onset of
the Great Recession has not been evenly distributed across the country.  The project produced a
chart that shows the difference in the employment-to-population ratio (in percentage points) in
every state between the start of the recession and today. By hovering over a state, you can also see
the number of jobs each state would have to add in order to bring its employment-to-population
ratio to its pre-recession level.
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Announcements
 
Department of Education Announces New Grant for Programs that Prepare Incarcerated
Individuals to Successfully Reenter Society**
Yesterday, the Department of Education, in conjunction with the Department of Justice, announced
a new one-time grant titled “Promoting Reentry Success through Continuity of Educational
Opportunities” (PRSCEO), that will invest nearly $1 million into innovative education and workforce
training programs that prepare incarcerated individuals to reenter society. With over 700,000
incarcerated individuals reentering society every year, existing policies and programs have failed to
properly prepare these individuals to reenter society, as four out of ten released prisoners commit
new crimes or violate terms of their release within three years. While there are systemic issues
connected to recidivism rates, research has shown that expanding access to education and training
programs to prisoners has been an effective strategy to reduce recidivism. Therefore, the
Department of Education invites applicants to apply by December 26, 2012. The Department
anticipates awarding two to four grants ranging from $200,000 to $400,000, and final awards will be
made in January 2013.
 
DirectEmployers Association and NASWA Join the Social Jobs Partnership in Launching
Facebook App for Job Seekers
The Social Jobs Partnership recently launched a Facebook application that will give job seekers
access to over 1.7 million jobs. US.jobs, powered by the National Labor Exchange, a joint venture of
the National Association of State Workforce Agencies (NASWA) and DirectEmployers Association,
will contribute over one million unduplicated, verified employment opportunities to the Facebook
application.
 
The Social Jobs Partnership began in October 2011 as a collaboration between the U.S. Department
of Labor, the National Association of Colleges and Employers, DirectEmployers Association, NASWA
and Facebook. Since its creation, the partnership's goal has been to facilitate job seeking advice and
information to Americans on a social platform.
 
State Labor Market Information (LMI) Improvement Grants - Evaluation Results Webinar
In February 2009, President Obama signed the American Recovery and Reinvestment Act (Recovery
Act) into law to address the employment challenges facing America's work-force. Among other
investments, the Recovery Act included $500 million to support jobs (also known as "green jobs") in
the energy-efficiency and renewable-energy industries. While 90 percent of the U.S. Department of
Labor’s (DOL) Recovery Act green-jobs funding went to support training programs for workers, $50
million was reserved for grants to state work-force agencies for improving labor market information
(LMI). As part of that effort, 30 state LMI improvement grants were awarded to 24 individual states
and to six state consortia to improve LMI on green jobs and enhance the labor exchange
infrastructure.
 
In September 2010, the Employment and Training Administration contracted with Mathematica
Policy Research to evaluate the extent to which the State LMI Improvement (SLMII) grant programs
achieved their stated purposes. Mathematica was asked to broadly document the activities of all
grantees, provide a detailed description of the activities and partnerships for a subset of grantees,
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and to identify grantees’ challenges and promising practices. This webinar will discuss the results of
the evaluation and provide insights that will inform future workforce and economic development
decision making.
 
To register, go to: https://www.workforce3one.org/view/5001231935177980523/info
 
 

The Workforce Update will take a Thanksgiving break and return on November 30th.
 

 
 
 
* Provided as a service for states participating in the NGA Center Workforce Development TA Fee-for-Service
Program
**Excerpt from NGA’s “This Just In”
 
Prepared by Katy Cashen, NGA Consultant
Edited by Martin Simon, Director, Workforce Development Program, NGA Center for Best Practices,
Washington, DC – msimon@nga.org
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To:  Health Transition Working Group 
 
From:  Bert Marshall 
 
Date:  January 10, 2011 
 
Subject: Short and Long Term Goals 
 
 
 
Short-term goals impacting health care in Oklahoma: 
 

1) Health Insurance Exchange:  In the absence of a state exchange by 2013 the federal government 
will impose its version of an insurance exchange on the citizens of Oklahoma. 

 
BCBSOK supports the establishment of a state based exchange that: 
 - Promotes fair and open competition 
 - Excludes a public option 
 - Governed by the Oklahoma Insurance Department 
       - Allows a non exchange market 

 
2) Medicaid Funding:  Underfunding Medicaid results in cost shifting to the commercial health 

insurance market.  Therefore a permanent funding source which can sustain Medicaid at or near 
upper payment limits is vital. 

 
Long-term goals impacting health care in Oklahoma: 
 

1) Tobacco use is a behavior-based choice and major cost driver in our health care system. 
 

It is imperative that we change our culture and improve the state of the State’s health.  In 
particular, decreasing smoking will reduce costs over time and is important to growing our 
economy. 
 
BCBSOK supports a simple philosophy, if individuals wish to smoke they should be free to do 
so, but, they must pay their own way and not infringe upon others.   

 
2) Health Information Technology 

 
Electronic medical records, health information exchanges and other applications of technology 
which improve quality and lower the costs of health care should be encouraged. 

 
3) Physician and Nursing Shortages 

 
Oklahoma is on the cusp of a physician and nursing shortage which will strain access to our 
health care system.  Promoting programs designed to broaden the footprint of providers and 
increase the number of primary care physicians, particularly in rural Oklahoma, is important. 

BlueCross BlueShield 
of Oklahoma Memorandum 
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April 21, 2011 
 
The Honorable Mary Fallin 
Governor 
State of Oklahoma 
Office of Governor Mary Fallin 
State Capitol Building 
2300 Lincoln Blvd., Suite 212 
Oklahoma City, OK 73105 
 
Dear Governor Fallin: 
 
The National Business Group on Health appreciates this opportunity to present a model 
for the exchanges under the current law that underscores the need for the exchanges to 
aggressively focus on value, reduce the total cost of the coverage and care for all people 
and all payers, and improve the quality and safety of service for enrollees. 
 
The model reflects the experiences of employers both in terms of practical lessons from 
operating our own internal company-level exchanges with health plan choices for 
employees and our efforts to improve the payment and delivery of health care. 
 
As you are well aware, given the current law, having sufficient lead time and final 
guidance will be critical not only for the states, but also for employers and plans to meet 
the deadlines and assure that the exchanges run as smoothly as they can for consumers 
and all stakeholders involved.  Specifically, employers are seeking guidance on how 
retirees, unions, temporary, part-time, or seasonal workers, workers here from other 
countries for summer employment, and others will interact with and access the 
exchanges. The more lead time employers have guidance on provisions that involve 
employers and transactions affecting employees and retirees, the easier it will be for them 
to plan for the changes and implement them in time. 
 
Given the current law, wherever possible, we urge you to require exchanges to adopt 
national standards and uniform processes wherever state-by-state variation would add 
costs and complexity without adding significant incremental value.  These areas include 
risk adjustment mechanisms, plan quality and efficiency standards, and data and process 
standards for common transactions including eligibility and enrollment and all of the 
interactions with employers. 
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The National Business Group on Health represents over 325 companies, including many 
of America’s largest employers (66 of the Fortune 100) who voluntarily provide health 
benefits and other health programs to over 55 million American employees, retirees, and 
their families. 
 
We look forward to continuing to work with you on this process. Please contact me or 
Steven Wojcik, the National Business Group on Health’s Vice President of Public Policy, 
at (202) 558-3012, if you would like to discuss our comments in more detail. 
 
Sincerely, 

 
Helen Darling 
President  
 
cc:  
Oklahoma Commissioner of Insurance John Doak 
Other State Governors 
Other State and DC Insurance Commissioners  
Mr. Dan Crippen, Executive Director, National Governors Association  
Ms. Therese M. (Terri) Vaughan, Chief Executive Officer, National Association of 
Insurance Commissioners 
Mr. Steve Larsen, Director, Office of Insurance Exchanges, Center for Consumer 
Information and Insurance Oversight (CCIIO) 
Mr. Joel Ario, Director, Office of Insurance Exchanges, CCIIO 
The Honorable Donald M. Berwick, M.D., Administrator, CMS 
Ms. Marilyn B. Tavenner, Principal Deputy Administrator, CMS 
Ms. Nancy-Ann DeParle, Deputy Chief of Staff, The White House 
The Honorable Kathleen Sebelius, Secretary, U.S. Department of Health and Human 
Services 
 
Enclosure: Model for State Exchanges 
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Model for State Exchanges 
 
 

Business Group Interest in Exchanges and Relevant Experience 
 
Business Group members have experiences and lessons learned as they continually strive 
to be as effective and efficient as they can in the administration of health care benefits for 
employees and plan participants. 
 

• Expertise:  The model reflects our members’ experience in spurring plan 
innovation and operating company-level “exchanges.” The Business Group 
represents the nation's leading private- and public-sector employer purchasers of 
health care benefits who are among the nation's leading innovators driving 
improvements in quality, safety and health care outcomes. In addition, because of 
their size, many large Business Group employers have operated “exchanges” for 
their own employees as they select from among a set of plan options during 
annual open enrollment periods. 

 
• Alignment:  The Business Group has a strong interest in assuring that the 

exchanges pursue strategies that are aligned with the innovative purchasing 
approaches of its members.  For over 35 years, our large employer members have 
been strongly committed to ensuring quality, safe health care and investing in 
wellness programs, and benefits that actually improve the health of employees 
and their dependents.  Assuring that the exchanges foster these health care quality 
improvements will reinforce our efforts to positively impact the health of all 
Americans. 

 
o Business Group members provide health care benefits in the same 

markets, through many of the same plans and providers, as the future 
exchanges.  If we want to transform care and, in particular, lower spending 
and greatly improve quality, safety, and health outcomes, all participants 
in that system, employer purchasers, plans, and exchanges alike, need to 
pursue aligned strategies to reduce total costs of health care by improving 
the effectiveness and efficiency of health care delivery. 

 
o Business Group members and other employers may interact with the 

exchanges, in the short-term if they have eligible employees (full-time or 
part-time), dependents or retirees, beginning in 2014, and participate in 
later years, after 2017, if the States choose. Business Group members are 
deeply concerned about assuring that their employees and family members 
get the best, clinically appropriate care at a sustainable cost.  That 
assurance of value is particularly important as eligible employees, retirees 
and family members may qualify for coverage in the exchanges even if 
employers do not participate in the exchanges. 
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Guiding Principles for Establishing and Operating Exchanges  
 
The design of the exchanges is a critical component in the operation and ultimate success 
of the Affordable Care Act’s provisions to expand access to coverage.  It also presents an 
opportunity as a vehicle to change the payment and delivery of care to assure that all 
people, whether covered through the exchanges, other government programs, employers 
and other private payers, receive much more effective and efficient care than we currently 
receive. To achieve these aims, the Business Group proposes several principles reflected 
in this model and which we urge should guide future policy decisions. 
 
Focus on value:  If we want to make health care affordable for employers, individuals, 
families, and the government, the exchanges must adopt, as their primary mission, a 
focus on value.  That means reducing the total cost of coverage and care (for both the 
plans and the participants and for plans and people outside the exchanges) and increasing 
the effectiveness, quality and safety of patient-centered care for all. 
 
Be highly active purchasers:  HHS must ensure that exchanges do not become passive 
facilitators or only "portals" for individuals and employers to select health care coverage.  
The exchanges must assume a strong role as active purchasers, not only for the exchange 
enrollees, but to align with other purchasers in the community to help providers become 
more effective and efficient in care delivery.   
 
Standardize operations:  HHS must standardize the operations of exchanges for 
employers, individuals and health plans wherever possible.  Employers that operate in 
more than one state should not have to confront a confusing array of different rules 
among the exchanges in which their employees seek care.  In addition, the federal 
government should only certify exchanges with high quality and very capable health 
information technology systems.  
 
Provide clarity, transparency and simplification:  HHS should ensure that the exchange 
policies and the health plans are clear to consumers, employers, the States and the federal 
government.  That calls for clarity and simplicity.  HHS should not micromanage 
participating health plans; but rather, provide a clear focus on innovative purchasing and 
a value agenda for health care in the community.  
 
Ensure accountability:  HHS should also structure exchanges to promote provider and 
plan accountability for the cost and quality of the coverage and care offered.  The 
Congressional Budget Office (CBO) estimates that 29 million Americans will receive 
coverage through the exchanges by 2019, including 5 million with employment-based 
coverage, at an annual cost to federal taxpayers of more than $100 billion per year for 
premium assistance tax credits and cost sharing subsidies. That demands accountability, 
and the resources and expertise to meet that level of accountability. 
 
To assure state accountability, the States implementing exchanges should adopt a project 
manager approach typically used by large businesses implementing large-scale change 
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with lots of moving parts and long-term consequences.  Such individuals can anticipate 
lead times and provide a valuable contact point for stakeholders such as the employer 
community, and assure responsibility and ultimate accountability.   
 
Deter cost shifting onto private payers: Exchanges must fairly reflect actual costs so they 
do not shift additional costs onto employers or employees or through the exchanges’ 
assessments or user fees on participating health insurance issuers for increased provider 
costs, additional state benefits or administrative costs, particularly when the exchanges 
become self-sufficient on January 1, 2015. 
 
Practice continuous learning/improvement:  Exchanges must focus on an ongoing process 
of continuous learning and improvement subject to evaluation and adaptation.  This is 
largely a new enterprise, and even with a strong degree of national standardization, the 
States may take many different approaches in the exchanges with different capacities for 
management.  HHS needs to couple rigorous standards with a process to evaluate, learn 
lessons from the successes and failures, starting with learning from the experiences with 
already existing state, local, and private exchanges, including employers’ internal 
exchanges for their employees, and revise policy nationally and at the State level. 

 5
13



NATIONAL  BUSINESS  GROUP  ON  HEALTH 
 
 
 

Specific Recommendations for State Exchanges 
 
Organizational Form 
 
RECOMMENDATION:  STATES SHOULD SET UP NON-PROFIT ENTITIES 
TO ADMINISTER EXCHANGES RATHER THAN SET UP NEW STATE 
AGENCIES OR HOUSE EXCHANGES IN EXISTING STATE AGENCIES 
 
The Business Group's experience is that while government needs to play a strong role in 
setting and enforcing the "rules of the road," independent, non-profit entities, and 
comparable health care benefit purchasing entities, accountable to their States and staffed 
by people with specific, relevant experience relevant to operating effective model health 
insurance exchanges are best equipped to administer and implement the exchanges. 
However, non-profit exchanges may contract with for-profit entities with successful 
records performing the functions outlined in our guiding principles for establishing and 
operating exchanges. 
 
We also favor non-profit entities over state agencies because state contracting 
requirements are complex, expensive and administratively cumbersome. When states 
create new offices in state agencies, employers and others who have to deal with them 
often get passed back and forth between agencies within states’ Departments of 
Insurance, working under the constraints of a number of rules and bureaucratic 
requirements.  As a result it often takes a long time to receive a response which 
significantly impacts the cost and planning design of employer-sponsored benefits.  
 
We also base our recommendation for states to set up non-profit entities to administer the 
exchanges because of the need for strong, activist exchanges as set out in our 
principles—a role that will require flexibility and adaptability in contracting and staffing 
that is difficult for many governmental entities to achieve. Non-profit entities are also 
more immune from political influence than state agencies and the model exchange also 
needs protection from political pressures, provider interests, or pressure from advocacy 
groups. Exchanges in our model would be called on to make important but difficult 
choices, such as negotiating with powerful interests, dropping health plans, and driving a 
value agenda.   
 
RECOMMENDATION:  WHEREVER POSSIBLE STATES SHOULD ALWAYS 
CONSIDER AND ESTABLISH MULTISTATE REGIONAL EXCHANGES AND 
COORDINATE EXCHANGE FUNCTIONS WITH OTHER STATES TO 
INCREASE THE EFFICIENCY OF RESOURCE USE, SAVE MONEY AND 
ENSURE MORE SEAMLESS EXCHANGE PARTICIPATION FOR FAMILIES 
AND EMPLOYERS WHO HAVE MEMBERS IN MULTIPLE STATES OR WHO 
MOVE. 
 
Should states decide to coordinate exchange functions with other states or join regional, 
multistate exchanges; it also may be harder to do if states create new agencies or house 
the exchanges within existing state agencies. Historically, states talking to other states 
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does not work, which could complicate the regional exchange model. Non-profit entities 
may make it easier for states to work together with other states on exchanges.   
 
RECOMMENDATION:  EXCHANGE GOVERNANCE BOARDS SHOULD 
INCLUDE INDEPENDENT PLAN ADMINISTRATORS, AT LEAST 1 MULTI-
STATE LARGE EMPLOYER PLAN SPONSOR, REPRESENT MULTIPLE 
STAKEHOLDERS AND BE MULTI-DISCIPLINARY WITH EXPERTS IN THE 
DIFFERENT FUNCTIONS OF THE EXCHANGES  
 
The model exchange’s governance board should be multi-disciplinary and represent 
multiple stakeholders—similar to Massachusetts’.  Massachusetts’ Health Connector 
includes stakeholders from the actuarial and consulting fields for the health care 
financing industry, union funds, experts from the economic and public health sector, the 
state’s group insurance commission and other state government agencies. We recommend 
adding to this list of members of exchange governance boards to include, at a minimum, 
independent plan administrators with experience in managing health care plans and at 
least 1 multi-state large employer plan sponsor to assure that the exchanges are run as 
effective health care purchasers and succeed in providing effective, affordable and 
efficient coverage to exchange plan enrollees. 
 
The governance board should also include stakeholders with specific experience in the 
core functions, oversight responsibilities and criteria for the certification of health plans 
defined in the Affordable Care Act. It should include stakeholders with experience in 
certification, recertification and decertification of plans; operation of toll-free hotlines; 
presentation of enrollee satisfaction survey results; establishing open enrollment periods; 
establishing network adequacy and information on the availability of in-network and out-
of-network providers; quality improvement and reporting; and providing timely 
information to consumers.  
 
The governance board standards for conflicts of the interest should not automatically 
exclude experts vital to creating effective, efficient exchanges.  In many cases, they are 
the people who know how to operate exchanges and the functions that will be critical to 
the exchanges.  Large employer plans and insurers have a lot to offer.  Exchanges should 
take advantage of their expertise. 
 
Operating Model 
 
RECOMMENDATION:  ALL EXCHANGES SHOULD BE HIGHLY ACTIVE 
PURCHASERS OF HEALTH CARE AND REQUIRE PARTICIPATING PLANS 
TO BE HIGHLY ACTIVE PURCHASERS AS WELL 
 
Exchanges should not become passive facilitators or only "portals" or “clearinghouses” 
for individuals and small employers to select health care coverage.  The exchanges must 
assume strong roles as active purchasers, not only for the exchange enrollees, but to 
align, to the extent they can by law, with other purchasers in the community and 
encourage exchange plans to be active purchasers as well. 
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Exchanges must orient their focus on the value equation noted before.  Specifically, 
exchanges should try to improve the effectiveness and efficiency of health care providers, 
particularly hospitals and physician specialists, and encourage participating plans to do 
the same to improve efficiency and effectiveness of care for all, including enrollees, 
people covered outside the exchanges, and all other payers. 
 

• Standard setters:  HHS should provide guidance for exchanges, including setting 
national standards for the cost and quality of care and enforce those standards 
through both health plan participation requirements and encourage plans to do so 
in their payment policy.  Exchanges must not let every health plan participate—
this is not an "any willing plan" model.  However, exchanges should allow all 
plans that meet certification requirements to participate rather than limiting 
access to plans selected by the exchanges.  Exchanges should evaluate plans 
based on price, the ability of the plan and its providers to lower total costs in the 
system, eliminate waste and overuse and improve quality, safety, patient-
centeredness and service.   

 
• Negotiators:  Exchanges must adopt approaches dealing with total costs and 

benefits with plans seeking to offer coverage.  Policy leaders need to recognize 
that what is driving total costs and premiums is use of services and provider fees.  
The latter is particularly problematic in areas where some hospital systems and 
physician specialty groups hold market leverage.  Plans can have competitive 
terms for administrative services, marketing, and distribution costs and profit or 
operating margins, but until we find ways to change the use of services through 
better health and alternative services, we will not control costs.  The exchanges 
must maintain a rigorous focus, well beyond premiums and administrative costs, 
on reducing the total costs of care in the health care system by: 

 
o Driving down underlying costs; 
o Eliminating cost shifting to other payers; 
o Taking waste and overuse out of the system; 
o Focusing relentless attention on quality and safety; 
o Incorporating efficient and effective innovations in the delivery of care 

(primary care models, convenience care clinics, hospice care for end of life, 
appropriate use of nurse practitioners, etc.); and 

o Addressing administrative costs of health plans and providers. 
 

All of these actions will help reduce the “spend” for both the plan and the plan member, 
including premiums and out-of-pocket costs at the point of service. 

 
Using market leverage to reduce costs for exchange coverage by shifting costs to 
people outside the exchanges and to employer plans and insurers outside the 
exchanges would only be an illusory achievement that would do nothing to help our 
nation as a whole to reduce its unsustainable health care spending trajectory.   
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• Drivers of efficiency and preventing cost-shifting: The exchange administrators 

(governance boards) should know whether plans are meeting their premium 
targets through efficiencies or whether they are meeting them by offsetting losses 
through subsidies from other payers (cost-shifting). The exchanges should 
measure initially and on an ongoing basis changes in cost shifting as a result of 
the exchanges using a measure similar to the Commercial Index Ratio (CIR) to 
measure the degree of cost shifting onto patients, employers and other health 
plans. CIR measures the ratio of private payments to Medicare payments for 
specific services.  Whatever measures exchanges choose, they should demonstrate 
constant or declining levels of cost-shifting. In its analysis of the effectiveness of 
the exchanges, HHS should evaluate the degree to which providers shift costs 
onto private payers. Unless HHS’ analysis goes beyond the plans to the providers, 
it may not show that cost-shifting has occurred. For example, plans in the 
exchanges may have similar rates in and out of the exchanges and may not show 
any evidence of cost-shifting, but hospital systems that contract with plans’ in the 
exchange may shift costs to other payers (employer plans, etc.).  HHS’ analysis 
should also take into account the potential for cost shifting as a result of the 
impact of compliance with the medical loss ratio (MLR) requirements.  HHS 
should share the results with the public and plan administrators and take action, if 
necessary, against provider networks contracting with exchange plans or with 
delinquent plans themselves by denying them certification, assessing fines, or 
providing them with a short-window to become compliant.  

 

• Benefit design innovators: The model exchange should also emulate employer 
plan design, purchasing and consumer engagement strategies by requiring 
“qualified health plans” to do the following:  
 
1. Plan Design 
• Use plan design to drive evidence-based care and consumer engagement; 
• Cover services provided in alternative care settings, e.g., onsite clinics, retail 

clinics; 
• Use behavioral economics to support engagement strategies; and 
• Selectively use incentives, for example: 

o Based on satisfying participation requirements, e.g., participate in 
more activities (health assessment, biometric screening, disease 
management; program, etc.) and/or complete programs (health 
coaching, weight management, etc.); and 

o Impose surcharges for tobacco and inappropriate ER use. 
 

2. Purchasing 
• Source best in class providers, e.g., Centers of Excellence; 
• Emphasize primary care; 
• Promote transparency of cost and quality information; and 
• Pilot new payment models. 
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3. Consumer/Patient Information 
• Invest in patient decision aids and online decision-support tools providing 

information that can be seen by both employees and benefit advisors on their 
computers in order to support shared decision making, e.g., expert medical 
consultations and health coaches in order to create a successful exchange 
experience; 

• Rate plans for patient satisfaction using measures from the Hospital Consumer 
Assessment of Healthcare Provider and Systems (HCAHPs) survey; 

• Leverage social networks in populations, e.g., healthy pregnancy, and in 
wellness through physical activity and weight loss competitions; and 

• Utilize outreach management systems that send automated customizable 
communication materials such as welcome kits, enrollment guides, reminder 
postcards, emails, confirmation statements, and certified letters to exchange 
participants. Additionally, exchanges should use telephone systems that can 
notify participants of upcoming events with auto-dialed, pre-recorded 
messaging.  

 
Exchanges should also encourage, and where appropriate, require health plans to 
implement value-based benefit design (VBBD). VBBDs factor in the effectiveness of 
services and the effectiveness and efficiency of providers in determining coverage, 
provider payments, and plan participants’ cost-sharing.  Plans use these tools to help 
assure that plan participants receive quality services and lower cost.  For example, 
Consumer’s Medical Resources worked with one large employer to implement medical 
decision support tools to engage employees and families diagnosed with serious, complex 
illnesses (3.5% of the population, driving 51% of costs) to make more informed care 
decisions.  They wanted to reduce variation from best practices and unnecessary care 
(25% of surgeries unnecessary).  As a result, they saved an estimated $1.7 million in 
direct costs (not counting productivity savings and other potential savings). 
 
In addition, as active purchasers, the exchanges should also encourage coverage of 
evidence-based preventive services. 
 
Exchanges should also promote as much innovation as possible.  For example, reference-
based pricing is a growing benefit design that exchanges should encourage.  In addition, 
the model exchange should incorporate best practices from high performing providers—
for example, the Department of Veterans Affairs’ efforts to reduce healthcare-acquired 
infections (HAIs) and improve provider quality. 
 

• Managers of enrollment and consumer choice:  Exchanges must actively manage 
the choices available, and the processes through which employers and individuals 
participate.  Consistent with the exchange role as standard setters, exchanges must 
focus on real choice among a selected number of plans and models, and not just 
make available a large and confusing multiplicity of insurance products. We also 
recommend the exchanges permit more than two plan types—beyond just 
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individual or family—and permit plans that tier based on the number of 
dependents. In addition, exchanges should include Health Savings Account 
(HSA)-qualified consumer-directed health plans (CDHP) as plan options.   

 
• Monitors:  Exchanges must track and monitor the performance of the participating 

plans and providers and the cost and quality of the care to enrollees. The 
exchanges also need to minimize the disruption to consumers and employees who 
lose access to the providers who participated in their previous plans, but will not 
participate in the exchange plans’ provider networks and for people switching 
plans both in and out of the exchanges as their status changes.  

 
RECOMMENDATION:  STANDARDIZE ACROSS ALL STATES ALL 
PROCESSES AND TRANSACTIONS INVOLVING CONSUMERS AND 
EMPLOYERS IN THE INDIVIDUAL AND SMALL BUSINESS EXCHANGES 
 
The exchanges should be vehicles for simplification of a complex array of transactions 
for employers and consumers.  These transactions include employee and/or employer 
plan selection through a “secure portal”; plan enrollment; processing employer and 
individual contributions (including HSA payments for the unemployed and those on 
COBRA); eligibility for and processing of tax credits for small employers; processing tax 
credits and cost sharing support for qualifying individuals; determining employer free 
rider assessments; seamless enrollment in Medicaid and the State Children’s Health 
Insurance Program (SCHIP); continuity of coverage rules, and transitioning participants 
moving among Medicaid, SCHIP, and private coverage as eligibility status changes with 
changes in income or circumstance.  Employers, plans and all stakeholders would also 
find it easier to interact with the exchanges with uniform terminology, technology and 
processes. For example, the federal government should provide a standard definition and 
treatment of qualifying events for exchange coverage.  
 
Processing Employer and Individual Contributions and Tax Credits for Qualifying 
Individuals  
 
Employers support an electronic interface with a “secure portal” (preferably with one 
access point rather than 50 separate ones that state exchanges and employers can 
access)—similar to the federal government’s data collections for the Retiree Drug 
Subsidy (RDS), Early Retirement Reinsurance Program (ERRP), and other programs 
since employees’ tax subsidies will be based on their incomes, and employers will only 
be submitting a portion of the information required to determine employees’ eligibility 
(their current salaries). Without one standardized access point to act as a data integrator 
for exchanges, employers and the federal government, employers would likely need to 
create all new interfaces and departments to manage the data exchange with 50 
potentially different formats.  
 
The exchanges should use the one “secure portal” to send pertinent information back to 
employers—giving them the ability to pick up the information and load it into their 
payroll systems, take deductions and pay these funds back into the exchanges, identify 
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employees who are specifically eligible for exchange coverage and where and when 
employers would need to pay applicable free rider penalties. Most employers’ 
payroll/benefits systems include information on employers’ cost by coverage type, the 
amounts covered by employers and employees, employees’ current employment status 
and their selected coverage. The exchanges should also recognize that employees and 
dependents could elect different plans, creating reporting challenges. 
 
Employers and exchanges would also prefer to use the “secure portal” to transmit 
information back and forth in order to coordinate benefits between the exchanges and 
employers’ coverage. Employers will need to interact with the exchanges to access the 
level of coverage, coverage periods, etc. for employees to coordinate workers’ 
compensation, Family and Medical Leave Act (FMLA), disability benefits and a variety 
of other areas as well for exchange-eligible employees.  These processes too should be 
the same nationally, not differ by state. Employees could be on disability or FMLA and 
not have employees’ health care coverage because they have it through a working spouse 
or partner. Sufficient information on these benefits is vital to point employees in the 
correct directions when they have questions and to prevent dual coverage with workers’ 
compensation (since it also provides health care benefits). It will also ensure that 
employers know what elections have been made by any employees eligible for their 
coverage so that they can monitor their exposure for re-enrollment and their risk for 
shifting of claims to other programs (e.g., workers' compensation or long term disability) 
when the corporate programs offer better coverage than the exchange plans their 
employees enroll in. The federal government should consider modeling the interactions 
and benefits coordination between the exchanges and employer plans on the earlier 
employer voluntary data sharing agreements (VDSA) under the IRS/SSA/CMS Data 
Match project to eliminate the administrative burden on employers and the exchanges, 
dual payments and improve service to both employees and exchange participants. 
 
Uniform processes will also make it easier for people who move to different states, live 
part of the year in different states, or have families that straddle state borders and 
participate in more than one exchange (e.g. Maryland, Virginia, and the District of 
Columbia) to understand the coverage options available in the exchanges, how the 
exchanges work and any transitions between plans. For example, uniform processes and 
clarification from the federal government will help these employees and their employers 
determine when coverage begins (immediately or on the first of the next month) for 
employees who move from one state to another in the middle of a calendar month and 
then join exchange-based plans. 
 
RECOMMENDATION:  EMPLOYERS NEED AT LEAST 9 MONTHS OF LEAD 
TIME TO KNOW SPECIFIC REQUIREMENTS FOR COMMUNICATING 
NOTICES FOR ELIGIBILITY FOR THE EXCHANGES AND TAX CREDITS TO 
EMPLOYEES  
 
The exchanges should consult with and share communications on the exchanges with 
employers’ benefits departments.  Employees are still likely to refer to their employers’ 
benefits departments for questions on the rules for the exchanges and the exchange plans. 
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The exchanges should provide employers with FAQs and scripts for responding to 
questions so that employers can respond appropriately to questions from employees.  
Employees will still ask their employers questions even though the exchanges will 
determine eligibility for both tax credits and exchange coverage. At a minimum, 
employers will need 9 months to plan for their plans’ call centers to learn new scripts and 
Frequently Asked Questions (FAQs) to respond to questions that employees may have 
about the exchanges and their potential eligibility. 
 
They will need at least 9 months lead time to know specific requirements for notifying 
employees of their potential eligibility for tax credits and exchange coverage. The federal 
government should provide draft notices and materials well before the beginning of 
employers’ 9 month preparations.  
 
Including the notices in employers’ open enrollment materials seems like a natural time 
to notify employees of their potential eligibility for tax credits and exchange coverage 
rather than March 1, 2013 as prescribed in the law.  The early notice does not seem to 
provide any benefit to employees who are eligible since exchange coverage would not 
begin before January 1, 2014. 
 
RECOMMENDATION:  EMPLOYERS NEED TO KNOW SPECIFIC DATES 
AND REQUIREMENTS FOR PROVIDING DATA ON THE VALUE OF PLAN 
COVERAGE AND EMPLOYEE COSTS FOR COVERAGE TO EXCHANGES 
FOR CALCULATING EMPLOYEES’ ELIGIBILITY FOR TAX CREDITS AND 
ACCESS TO THE EXCHANGES  
 
Employers also need to know specific information for calculating the actuarial value of 
their plans and reporting this information along with the amounts employees pay in 
premiums so that exchanges can determine whether or not the employees qualify for tax 
credits for exchange coverage. 
 
The federal government needs to provide employers with specific guidance on what 
employers, plans or actuaries and consultants need to do to determine the value of their 
coverage. 
 
Risk Adjustment 
 
RECOMMENDATION:  THE FEDERAL GOVERNMENT SHOULD OUTLINE 
RISK ADJUSTMENT METHODS THAT ALL EXCHANGES MUST USE TO 
ASSURE ACTUARIAL SOUNDNESS.  FURTHERMORE, THE REGULATIONS 
SHOULD REQUIRE THAT EACH EXCHANGE OBTAIN INDEPENDENT 
ACTUARIAL CERTIFICATION OF THE SOUNDNESS OF THEIR PLAN 
REQUIREMENTS AND RATING RULES 
 
The future federal guidance on risk adjustment will be one of the most important factors 
in determining the ultimate success of the exchanges.  There are only a limited amount of 
ways to risk adjust correctly. Some states’ previous difficulty in applying risk adjustment 
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suggests that the federal government should develop the risk adjustment formulae options 
and not leave it up to the states. We believe that national standards and methods are 
preferable. 
 
We further advocate that HHS require each exchange to obtain independent certification 
of the actuarial soundness of its risk corridors, plan requirements, rating areas, risk 
adjustment, and reinsurance rules from the American Academy of Actuaries, the Office 
of the Actuary of the Centers for Medicare and Medicaid Services (CMS), or a similar 
independent actuarial body.  Such certification will benefit all participants, including the 
states, consumers, employers, insurers, providers, and the federal taxpayers.  We will all 
benefit in assuring the long-term viability of the exchanges. 
 
Performance Measures 
 
RECOMMENDATION:  EXCHANGES SHOULD REQUIRE THAT ALL 
EXCHANGES USE THE NATIONAL COMMITTEE FOR QUALITY 
ASSURANCE’S (NCQA) HIGHEST RATING FOR ACCREDITATION—
“EXCELLENT”—AS THE STANDARD FOR PLANS PARTICIPATING IN THE 
EXCHANGES 
 
The National Business Group on Health was pleased that the Affordable Care Act directs 
the HHS Secretary to develop a health plan rating system.  The opportunity presents itself 
to set high standards for quality and service for plans seeking access to this large new 
market.  If the Department does not focus on these standards now it will be difficult, if 
not impossible, to implement them in the exchanges in the future. NCQA implemented 
health plan ratings used by employers, individuals and government years ago.  
States should require NCQA’s highest accreditation standards - "Excellent" - for 
plans in the exchanges. 
 
Where using the highest standard permits a significant choice of plans, exchanges should 
use the NCQA “Excellent” standard as the threshold for participation.  Where using this 
standard would result in limited choice of plans in the model exchange, exchanges should 
adopt the next highest NCQA standard, but require that plans meet the “Excellent” 
standard within 2 years.  Because plans would have almost 3 years before this takes 
effect, 5 years to get to “Excellent,” such a requirement is reasonable and achievable.  
 
RECOMMENDATION:  EXCHANGE PLANS SHOULD USE THE WIDELY 
ACCEPTED NATIONAL QUALITY FORUM (NQF) ENDORSED QUALITY 
MEASURES TO EVALUATE PROVIDERS’ PERFORMANCE  
 
Plans in the model exchange should rate providers based on NQF standards for quality 
and efficiency. Exchanges must set high standards for the networks of providers that 
serve the enrollees with QHPs, to aggressively manage these total costs of care.  
 
RECOMMENDATION:  EXCHANGES SHOULD RATE PLANS FOR 
CONSUMER SATISFACTION USING THE HOSPITAL CONSUMER 
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ASSESSMENT OF HEALTHCARE PROVIDER AND SYSTEMS (HCAHPS) 
SURVEY AND REPORT RESULTS IN A USER FRIENDLY WAY 
 
The exchanges must provide consumer-friendly and easy-to-understand quality rating 
systems—otherwise consumers will not use them.  A key example comes from Utah’s 
consumer exchange into the model exchange (keep it simple, don’t overwhelm 
consumers with to many choices, make sure employers and employees understand how it 
works, etc.). CMS’ star rating system for Medicare Advantage plans may also serve as a 
useful reference. 
 
RECOMMENDATION:  THE FEDERAL GOVERNMENT SHOULD REQUIRE 
ALL EXCHANGES AND PARTICIPATING PLANS TO ADOPT HHS DATA 
AND HEALTH INFORMATION TECHNOLOGY STANDARDS, REQUIRE 
INDEPENDENT AUDITS OF EXCHANGE OPERATIONS AND 
ADMINISTRATION, AND THAT EXCHANGES WORK WITH PRIVATE 
PAYERS AND THE CENTER FOR MEDICARE AND MEDICAID 
INNOVATION (CMMI) 
 
It will be essential that exchanges and the participating plans adopt current HHS 
standards for health information technology and data collecting and sharing standards.  
This requirement will help accelerate the transition of our entire health care system to 
electronic information and facilitate improving its effectiveness and efficiency. 
 
The federal government should also require independent external audits of the state 
exchanges on their performance on quality measures, ability to minimize administrative 
costs, etc.  
 
The exchanges represent a remarkable opportunity for collaboration.  The exchanges can 
and should work with other purchasers in the community, including business and other 
government purchasers, such as the new Center for Medicare and Medicaid Innovation 
(CMMI), to assure aligned incentives for the entire health delivery community.   
 
RECOMMENDATION:  EVERY EXCHANGE SHOULD APPOINT A CHIEF 
VALUE OFFICER TO MAINTAIN ORGANIZATIONAL FOCUS ON THE 
VALUE OF EXCHANGE AND HEALTH CARE SERVICES 
 
The Chief Value Officer (CVO) will ensure that the exchanges focus on the “value” of 
health care services. The CVO should report to the governance board of the exchange or 
the HHS Secretary when no state based exchanges exist. On a quarterly basis, the CVO 
should report on the value of hospital, physician and medical services based on a cost 
value analysis and the latest clinical comparative effectiveness research. Most large 
companies use a Chief Risk Officer for audits, which exchanges should emulate for this 
new function. Small exchanges may not have the resources for a CVO and the federal 
government should allow these exchanges to independently contract out this function. 
The CVO should also provide an estimated impact of the “essential health benefit” 
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requirements and any additional state mandates on the value of plans in the model 
exchange.   
 
The CVO will have a lead role in assuring that exchanges advance the value agenda.  The 
value agenda and active purchaser model set out in the Business Group's principles 
require standards that focus on quality and the reducing total costs of care: 

 
o Estimating the Total Costs of Care: Exchanges must aggressively negotiate the 

administrative and marketing costs that command so much current attention. 
However, at the most, these costs represent 15-20 percent of premium costs in the 
current market.  It is the other 80-85 percent of costs—the cost of health care 
services, especially hospital care and certain physician specialties and subspecialties 
as well as diagnostic imaging—that require the most attention.   

 
o Utilizing Technology and Decision Support Tools to Ensure Effective Choices: CVOs 

should incorporate on-line calculators and offer plan quoting, side-by-side 
comparisons and online decision support tools (Rx, Medical out-of-pocket costs) seen 
by both employees on their computers and exchange benefit advisors working for the 
CVOs. These tools would enable participants to evaluate their choice of coverage 
based on benefits, price, prescriptions, doctor of choice, and predicted out-of-pocket 
costs.  

 
o Reducing Waste: As part of the value agenda and active purchaser model, exchanges 

should also set specific targets for the QHPs for reducing waste and overuse in the 
system.  Here again, the focus is not just administrative waste, but wasteful health 
care spending as well. 

 
State Choices 
 

• Regional exchanges or interstate coordination of certain exchange functions 
 
RECOMMENDATION:  WHEREVER POSSIBLE, STATES SHOULD 
CONSIDER AND ESTABLISH REGIONAL EXCHANGES AND COORDINATE 
EXCHANGE FUNCTIONS WITH OTHER STATES  

 
This action will not only increase the efficiency of resource use and likely save money, 
but will also ensure more seamless exchange participation for families and employers 
who have members in multiple states or who move.   

 
• Whether to establish 50 employees as the cutoff for small group plans until 2016   

 
RECOMMENDATION:  SINCE SOME STATES HAVE A 100 EMPLOYEE 
DEFINITION FOR THE SMALL GROUP MARKET, STATE FLEXIBILITY IN 
DETERMINING THE CUTOFF WOULD MINIMIZE DISRUPTION OF THE 
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MARKET FOR STATES HAVING THE HIGHER CUTOFF IN THEIR 
CURRENT SMALL GROUP MARKET 

 
In addition, the larger size limit will help assure a more stable risk pool for exchanges.   
 

• Whether to require addition benefits beyond the “essential health benefits” 
package 

 
RECOMMENDATION:  WE STRONGLY URGE THAT STATES NOT ADD 
ADDITIONAL BENEFIT REQUIREMENTS AND URGE HHS TO ESTABLISH 
A MORATORIUM ON STATE MANDATES FOR EXCHANGE COVERAGE 
FOR AT LEAST 5 YEARS AND CONSIDER A PERMANENT BAN SINCE THE 
FEDERAL GOVERNMENT WILL BE PERIODICALLY REVIEWING AND 
UPDATING “ESSENTIAL HEALTH BENEFIT” REQUIREMENTS THAT ALL 
PLANS IN EXCHANGES MUST ADOPT 
 
To the extent permitted by law, the moratorium will help exchanges focus on operational 
and startup issues without pressure from provider and other groups to add benefits.  Such 
a moratorium will also promote national uniformity.  Moreover, because the law creates 
new authority for HHS to define “essential health benefits”, state mandates would be 
unnecessary and redundant.  

 
Exchanges should also follow California’s exchange legislation which prohibits their 
exchange from creating a liability for the state’s General Fund, which effectively 
precludes it from recognizing state benefit requirements that exceed the federal 
government’s “essential health benefits.” 
 
If exchanges require plans to cover state mandated benefits, it should only do so at the 
beginning of a plan year because mid-year changes are too disruptive.  Furthermore, 
before exchanges can adopt benefit mandates, they should conduct an independent 
economic assessment of their impact on exchange participants’ and plan costs. 
 

• Whether to establish a competitive bidding process for plans 
 
RECOMMENDATION:  GIVEN THAT PLANS WILL BE OPERATING UNDER 
STRICT MINIMUM LOSS RATIO REQUIREMENTS, WITH CONSIDERABLY 
NARROWER RATING BANDS, AND WITH A HOST OF PRICE AND 
QUALITY TRANSPARENCY AND REPORTING REQUIREMENTS, AS WELL 
AS GUARANTEED ISSUE AND GUARANTEED RENEWAL, PLAN PRICES 
WILL BE REASONABLE AND COMPETITIVE BIDDING WILL BE 
UNNECESSARY 
 
Competitive bidding will be unnecessary given that the Affordable Care Act subjects 
plans to a host of quality and efficiency rating requirements—a rating system developed 
by the HHS Secretary for qualified health plans in each level of coverage (bronze, gold, 
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silver, platinum) on the basis of the relative quality and price, the MLR, and a number of 
insurance market reforms (guaranteed issue, guaranteed renewal, no rescissions, 
maximum premium variation by tobacco use (1.5:1) , age (3:1), family size, geography, 
actuarial value of the benefit, etc.) 
 
Moreover, competitive bidding could work against the goal of consumer choice if many 
plans decide to drop out because of the competitive bidding requirement. 

 
Finally, competitive bidding among plans does not get at the real cost issue in many 
places if all plans must negotiate and accept into their networks local hospital systems 
and specialty physician groups that have monopolistic positions in certain geographies.  It 
is better for exchanges and plans to focus on efficiency and effectiveness requirements 
for providers instead. 

 
• Whether to extend some or all of the exchange-specific regulations to the outside 

insurance market 
 
RECOMMENDATION:  GIVEN THE VARIABILITY AND DIFFERENT 
SPECIFICS OF EACH STATE’S INSURANCE MARKET, WE BELIEVE THAT 
THIS DECISION IS BEST LEFT TO THE STATES.  REQUIRING 
INDEPENDENT ACTUARIAL CERTIFICATION OF RULES WILL HELP 
ASSURE THE STABILITY OF BOTH THE EXCHANGES AND THE MARKETS 
OUTSIDE THE EXCHANGES AS WELL.  
 
Each state will factor in what rules are necessary to create a stable market in both the 
exchange and the outside market.   
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AGENCY RULE REPORT

1. Date Notice Was Published in Oklahoma Register:
January 18, 2012 through February 16, 2012

2. Agency Name/Address:
Oklahoma Health Care Authority
2401 N.W. 23rd St. Suite 1A
Oklahoma City, Oklahoma 73107

3. Title and Number of Rule(s):
Title 317: Oklahoma Health Care Authority
Chapter 30. Medical Providers-Fee For Service
Subchapter 5. Individual Providers and Specialties
Part 1. Physicians
317:30-5-12. [AMENDED]
Part 49. Family Planning Centers
317:30-5-465. [REVOKED]
317:30-5-466. [REVOKED]
317:30-5-467. [REVOKED]
Part 75. Federally Qualified Health Centers
317:30-5-664.5. [AMENDED]
Part 112. Public Health Clinic Services
317:30-5-1154. [AMENDED]
(Reference APA WF # 11-03A)

4. Statutory Authority for Rule:
The Oklahoma Health Care Authority Board; The Oklahoma Health
Care Authority Act, Section 5003 through 5016 of Title 63 of
Oklahoma Statutes; Section 2303 of the Patient Protection and
Affordable Care Act

5. Brief Summary of Content of Adopted Rule(s):
OHCA rules for the SoonerPlan Family Planning Program are
revised to remove references to the Family Planning Waiver.
Section 2303 of the Patient Protection and Affordable Care
Act allows individuals receiving Family Planning Waiver
services to receive those same services plus additional
family planning and family planning related services under
the Title XIX State Plan rather than a waiver program. In
addition to a broader service package, the State Plan option
allows a more efficient way of making future changes to the
SoonerPlan program. If approved, the rule change will allow
over 32,000 SoonerPlan members and future members to receive
the enhanced package of State Plan Family Planning services.
The rule revision also includes the removal of language
relating to family planning centers, clarification of
eligibility rules and other minor policy corrections.

6. Statement Explaining need for the Adopted Rule:
The Agency finds that a compelling public interest exists
which necessitates promulgation of permanent rules and
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requests approval of rule revisions to amend policy to remove
references to the Family Planning Waiver. In addition to a
broader service package, the State Plan option allows a more
efficient way of making future changes to the SoonerPlan
program. If approved, the rule change will allow over 32,000
SoonerPlan members and future members to receive the enhanced
package of State Plan Family Planning services.

7. Date/Location of meeting at which rules were adopted:
March 8, 2012
Oklahoma Health Care Authority
2401 N.W. 23rd St. Suite 1A
Oklahoma City, Oklahoma 73107

8. Summary of comments and explanation of changes or lack of any
change made in the adopted rule as a result of testimony
received at public hearings or any oral or written comments
received prior to the adoption of the rule:
A public hearing was held February 22, 2012. One written
comment was received remarking that the rule was well
drafted. There was no action to this rule from the comment.
No comments were made at the public hearing.

9. List Persons or organizations who appeared or registered for
or against the adopted rule at any public hearing held by the
agency or those who have commented in writing before or after
the hearing:
Representative Doug Cox, MD

10. Rule Impact Statement:
See Attached

11. An incorporation by reference statement if the rule
incorporates a set of rules from a body outside the state,
such as a national code:
Not applicable

12. The members of the governing board of the agency adopting the
rules and the recorded vote of each:
Lyle Roggow Aye
Tony Armstrong Aye
George Miller Aye
Carol Robison Aye
Melvin McVay Jr. Aye
Ed McFall Aye
Ann Bryant Aye

13. Any other information requested by the Governor:
SUPERSEDED EMERGENCY ACTIONS:
Superseded rules:

N/A
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TITLE 317. OKLAHOMA HEALTH CARE AUTHORITY
CHAPTER 30. MEDICAL PROVIDERS-FEE FOR SERVICE

SUBCHAPTER 5. INDIVIDUAL PROVIDERS AND SPECIALTIES
PART 1. PHYSICIANS

317:30-5-12. Family planning
(a) Pregnancy tests are covered.
(b) Reverse vasectomy is not covered.
(c) Reversal of sterilization procedures for the purpose of
conception are not covered.
(a) Adults. Payment is made for the following family planning
services:

(1) physical examination to determine the general health of
the member and most suitable method of contraception;
(2) complete general history of the member and pertinent
history of immediate family members;
(3) laboratory services for the determination of pregnancy,
detection of certain sexually transmitted infections and
detection of cancerous or pre-cancerous conditions of the
reproductive anatomy;
(4) education and counseling regarding issues related to
reproduction and contraception;
(5) annual supply of chosen contraceptive;
(6) insertion and removal of contraceptive devices;
(7) vasectomy and Tubal Ligation procedures; and
(8) additional visits for members experiencing difficulty
with a particular contraceptive method or having concerns
related to their reproductive health.

(b) Children. Payment is made for children as set forth in this
Section for adults. However payment cannot be made for the
sterilization of persons under the age of 21.
(c) SoonerPlan Members. Non-pregnant women and men ages 19 and
older not enrolled in SoonerCare may apply for the SoonerPlan
program. Eligible members receive family planning services set
forth in this Section as well as family planning related
services (vaccinations for the prevention of certain sexually
transmitted infections and male exams). SoonerPlan eligibility
requirements are found at OAC 317:35-7-48.
(d) Individuals eligible for Part B of Medicare. Payment is
made utilizing the Medicaid allowable for comparable services.
Claims for services which are not covered by Medicare should be
filed directly with the Fiscal Agent for payment within the
scope of the program.

PART 49. FAMILY PLANNING CENTERS [REVOKED]

317:30-5-465. Eligible providers [REVOKED]
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In order to be eligible for participation the family planning
center must meet the Oklahoma State Health Department Standards
and Criteria for Family Planning Centers. The center must declare
whether they will bill independently or through a computer billing
arrangement with the Oklahoma State Department of Health.

317:30-5-466. Coverage by category [REVOKED]
Payment is made to family planning centers as set forth in

this Section.
(1) Adults. Payment is made for adults on an encounter
basis. Each encounter is all inclusive of the following and
payment includes all services provided:

(A) Initial examination services. Initial examination
services that are provided to new family planning patients
include:

(i) Complete physical examination including assessment
of height, weight, blood pressure, thyroid,
extremities, heart, lungs, breasts, abdomen, pelvic
examination, including visualization of the cervix,
external genitalia, bimanual exam, and rectal exam as
indicated. (Male clients receive examination of
genitals and rectum including palpation of the prostate
in lieu of pelvic exam given females.)
(ii) Complete general history of patient and pertinent
history of immediate family members. This general
history addresses allergies, immunizations, past
illnesses, hospitalizations, surgery, review of
systems, use of alcohol, tobacco and drugs.
Reproductive function history in female patients
includes menstrual history, sexual activity, sexually
transmitted diseases, contraceptive use, pregnancies,
and in utero exposure to DES. Male reproductive
general history includes sexual activity, sexually
transmitted diseases, fertility, and exposure to DES.
(iii) Laboratory services to include hematocrit, dip
stick urinalysis, pap smear, gonorrhea culture,
serologic test for syphilis and rubella screening if
indicated.(iv) Education and counseling are offered to
provide information regarding reproductive anatomy,
range of clinic services, risks benefits and side
effects of various methods of contraception, and health
promotion/disease prevention topics as needed.
(v) Provision for an annual supply of chosen
contraceptive method to include, but not limited to,
injections (administration and medication), oral
contraceptive, IUD, diaphragm, foam, condoms or natural
family planning.
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(vi) Treatment of minor gynecological problems,
infections, and other conditions.
(vii) Referral to appropriate providers for problems or
conditions which are beyond the scope of the clinic to
treat.

(B) Annual examination services. Annual examination
services are provided to continuing patients to include:

(i) Annual update physical examination to include
height, weight, blood pressure, extremities, and
examination of breasts and pelvic organs. If required,
a complete physical examination may be provided as
described under the initial visit services above.
(ii) A medical history update is taken to update the
general history and includes noting the patient's
adaptation to and correct use of contraceptive method,
menstrual history, specific warning signs and other
side effects related to the contraceptive method. If
indicated, a complete general history of the patient
will be taken at the annual visit.
(iii) Laboratory services to include pap smear,
gonorrhea culture, hematocrit, and serologic test for
syphilis.
(iv) Education and counseling regarding specific
problems, risks and side effects of the method in use.
(v) Provision for an annual supply of chosen
contraceptive method to include, but not limited to,
injections (administration and medication), oral
contraceptive, IUD, diaphragm, foam, condoms or natural
family planning.
(vi) Treatment of minor gynecological problems,
infections, and other conditions.
(vii) Referral to appropriate providers for problems or
conditions which are beyond the scope of the clinic to
treat.

(C) Encounter visits.
(i) Encounter visits covers services provided to
patients which are not part of the initial/annual
examinations. This may include:

(I) A follow-up visit for all new patients to insure
they understand and are experiencing no problems
with their particular contraceptive method.
(II) A scheduled revisit for a new or continuing
patient who may have conditions which places the
patient in a high risk category requiring more
intensive medical management as outlined in the
program medical protocol.

(ii) Encounter visits may also be scheduled at the
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request of the patient as they are encouraged to return
to the clinic at any time they experience difficulty
with a particular contraceptive method or have concerns
related to their reproductive health. Pregnancy
diagnosis and counseling services are also provided
under this category.

(D) Vasectomy. For vasectomies, payment will be made as
an all-inclusive rate for all services provided in
connection with the surgery. Claims must have the
Federally mandated consent form properly completed and
attached.
(E) Tubal ligations. For tubal ligations, payment will be
made as an all-inclusive rate for the cost of the surgeon,
anesthesiologist, pre and post-operative care and
outpatient surgery facility. Claims must have the
properly completed Federally mandated consent form
attached.

(2) Children. Payment is made for children as set forth for
adults. However payment cannot be made for the sterilization
of persons under the age of 21.
(3) Individuals eligible for Part B of Medicare. Payment is
made utilizing the Medicaid allowable for comparable
services. Claims for services which are not covered by
Medicare should be filed directly with the Fiscal Agent for
payment within the scope of the program.

317:30-5-467. Coverage limitations [REVOKED]
(a) Sterilizations require proper consent form and are not
compensable for patients under 21 years of age.
(b) The following coverage limitations apply to services
provided by family planning centers:

(1) Service: Initial Examination; Unit: Completed Examination
and Services; Limitation: one initial examination.
(2) Service: Annual; Unit: Completed Examination and
Services; Limitation: one annual examination.
(3) Service: Encounter Visit; Unit: Completed Examination and
Services; Limitation: one per day.
(4) Service: Vasectomy; Unit: Completed Examination and
Services; Limitation: one each (required consent restricted
to persons age 21 and over, at time consent form is signed).
(5) Service: Tubal Ligation; Unit: Completed Examination and
Services; Limitation: one each (required consent restricted
to persons age 21 and over, at time consent form is signed).

PART 75. FEDERALLY QUALIFIED HEALTH CENTERS

317:30-5-664.5. Health Center encounter exclusions and
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limitations
(a) Service limitations governing the provision of all services
apply pursuant to OAC 317:30. Excluded from the definition of
reimbursable encounter core services are:

(1) Services provided by an independently CLIA certified and
enrolled laboratory.
(2) Radiology services including nuclear medicine and
diagnostic ultrasound services.
(3) Venipuncture for lab tests is considered part of the
encounter and cannot be billed separately. When a member is
seen at the clinic for a lab test only, use the appropriate
CPT code. A visit for "lab test only" is not considered a
Center encounter.
(4) Durable medical equipment or medical supplies not
generally provided during the course of a Center visit such
as diabetic supplies. However, gauze, band-aids, or other
disposable products used during an office visit are
considered as part of the cost of an encounter and cannot be
billed separately under SoonerCare.
(5) Supplies and materials that are administered to the
member are considered a part of the physician's or other
health care practitioner's service.
(6) Drugs or medication treatments provided during a clinic
visit are included in the encounter rate. For example, a
member has come into the Center with high blood pressure and
is treated at the Center with a hypertensive drug or drug
samples provided to the Center free of charge are not
reimbursable services and are included in the cost of an
encounter. Prescriptions are not included in the encounter
rate and must be billed through the pharmacy program by a
qualified enrolled pharmacy.
(7) Administrative medical examinations and report services;
(8) Emergency services including delivery for pregnant
members that are eligible under the Non-Qualified
(ineligible) provisions of OAC 317:35-5-25;
(9) Family SoonerPlan family planning services provided to
individuals enrolled in the Family Planning Waiver;
(10) Optometry and podiatric services other than for dual
eligible for Part B of Medicare;
(11) Other services that are not defined in this rule or the
State Plan.

(b) In addition, the following limitations and requirements
apply to services provided by Health Centers:

(1) Physician services are not covered in a hospital.
(2) Behavioral health case management and psychosocial
rehabilitation services are limited to Health Centers
enrolled under the provider requirements in OAC 317:30-5-240,
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and 317:30-5-595 and contracted with OHCA as an outpatient
behavioral health agency.

PART 112. PUBLIC HEALTH CLINIC SERVICES

317:30-5-1154. CHD/CCHD services/limitations
CHD/CCHD service limitations are:
(1) Child Guidance services (see OAC 317:30-3-65 through OAC
317:30-3-5-65.11 for specifics regarding program
requirements).
(2) Dental services [OAC 317:30-3-65.4(7)].
(3) Early Periodic Screening, Diagnosis, and Treatment
services (including blood lead testing and follow-up
services) (see OAC 317:30-3-65 through OAC 30-3-65.11 for
specific coverage).
(4) Environmental investigations.
(5) Family Planning services and Family Planning Waiver
Services SoonerPlan Family Planning services (see OAC 317:30-
5-465 through OAC 317:30-5-467 OAC 317:30-5-12 for specific
coverage and limitations guidelines).
(6) Immunizations (adult and child).
(7) Blood lead testing (see OAC 317:30-3-65.4 for specific
coverage).
(8) Newborn hearing screening.
(9) Newborn metabolic screening.
(10) Maternity services (see OAC 317:30-5-22 for specific
coverage).
(11) Public health nursing services.
(12) Tuberculosis case management and directly observed
therapy.
(13) Laboratory services.
(14) Targeted case management.
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STATE OF OKLAHOMA 
OKLAHOMA HEALTH CARE AUTHORITY 

 
 
TO:  Tywanda Cox 
  Policy Development 
 
From:  Brent Johnson 
 
SUBJECT: Rule Impact Statement 
  (Reference APA WF # 11-03 A) 
 

A. Brief description of the purpose of the rule:  
 

The Oklahoma Health Care Authority obtained a waiver 
from the Centers for Medicare and Medicaid Services 
(CMS) in 2005 to provide family planning services to 
men and women who do not otherwise qualify for 
SoonerCare. Section 2303 of the Patient Protection and 
Affordable Care Act allows those individuals to 
receive the same waiver services plus additional 
family planning and family planning related services 
under the Title XIX State Plan for Medicaid. In 
addition to a broader service package, the State Plan 
option allows a more efficient way of making future 
changes to the SoonerPlan program.  If approved, the 
rule change will allow over 32,000 SoonerPlan members 
and future members to receive an enhanced package of 
State Plan family planning services.   

 
 B. A description of the classes of persons who most likely 

will be affected by the proposed rule, including classes 
that will bear the cost of the proposed rule, and any 
information on cost impacts received by the agency from 
any private or public entities: 

     
  There are no specific classes of persons who will be 

affected by the proposed rule.  The cost of the proposed 
rule change, in state tax dollars, is estimated to be 
minimal and will not be borne by any specific classes of 
persons. 

  
C A description of the classes of persons who will benefit 

from the proposed rule: 
  

The specific classes of person who will benefit from 
the proposed rule change are non-pregnant women and 
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men ages 19 and older who are eligible to receive 
SoonerPlan program services.  These individuals will 
receive a broader range of family planning services as 
a result of the rule change.    

 
 D. A description of the probable economic impact of the 

proposed rule upon the affected classes of persons or 
political subdivisions, including a listing of all fee 
changes and, whenever possible, a separate justification 
for each fee change: 

 
  There is no probable economic impact of the proposed 

rules upon any classes of persons or political 
subdivisions, nor are any fees associated with this rule 
change. 

  
  E. The probable costs and benefits to the agency and to any 

other agency of the implementation and enforcement of 
the proposed rule, the source of revenue to be used for 
implementation and enforcement of the proposed rule, and 
any anticipated affect on state revenues, including a 
projected net loss or gain in such revenues if it can be 
projected by the agency:   

 
  The proposed rule change will cost an estimated $171,887 

in State tax revenue and will be matched by 
approximately 1,246,000 in federal funding.  The 
majority of family planning services will be provided 
through the Oklahoma State Department of Health and 
city/county and county health departments. The State 
Department of Health will provide the State matching 
dollars.  

 
 F. A determination of whether implementation of the 

proposed rule will have an economic impact on any 
political subdivisions or require their cooperation in 
implementing or enforcing the rule: 

 
  The proposed rule will not have an economic impact on 

any political subdivision or require their cooperation 
in implementing or enforcing the rule.   

 
 G. A determination of whether implementation of the 

proposed rule will have an adverse effect on small 
business as provided by the Oklahoma Small Business 
Regulatory Flexibility Act: 
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  The proposed rule will not have an adverse effect on 
small businesses as provided by the Oklahoma Small 
Business Regulatory Flexibility Act.  

 
 H. An explanation of the measures the agency has taken to 

minimize compliance costs and a determination of whether 
there are less costly or nonregulatory methods or less 
intrusive methods for achieving the purpose of the 
proposed rule:  

 
  There are no other legal methods to minimize compliance 

costs. 
 

I. A determination of the effect of the proposed rule on 
the public health, safety and environment and, if the 
proposed rule is designed to reduce significant risks to 
the public health, safety and environment, an 
explanation of the nature of the risk and to what extent 
the proposed rule will reduce the risk: 

 
 The proposed rule should have no effect on the public 

health, safety, or environment. 
 

J. A determination of any detrimental effect on the public 
health, safety and environment if the proposed rule is 
not implemented: 

 
 The agency does not anticipate any detrimental effects 

on the public health, safety, or environment. 
 

K.  The date the rule impact statement was prepared and if 
 modified, the date modified: 

 
This rule impact statement was prepared on August 27th, 
2011. 
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 AGENCY RULE REPORT 
 
1.  Date Notice Was Published in Oklahoma Register: 

January 18, 2012 through February 16, 2012 
2.  Agency Name/Address: 

Oklahoma Health Care Authority 
2401 N.W. 23rd St. Suite 1A 
Oklahoma City, Oklahoma 73107 

3.  Title and Number of Rule(s): 
Title 317: Oklahoma Health Care Authority 
Chapter 35. Medical Assistance For Adults And Children-
Eligibility 
Subchapter 5. Eligibility and Countable Income 
Part 1. Determination of Qualifying Categorical Relationships 
317:35-5-2. [AMENDED] 
317:35-5-8. [AMENDED] 
Subchapter 7. Medical Services  
Part 5. Determination of Eligibility for Medical Services  
317:35-7-37. [AMENDED] 
317:35-7-48. [AMENDED] 
Part 7. Certification, Redetermination and Notification 
317:35-7-60. [AMENDED] 
317:35-7-60.1. [AMENDED] 
(Reference APA WF # 11-03B) 

4.  Statutory Authority for Rule:   
The Oklahoma Health Care Authority Board; The Oklahoma Health 
Care Authority Act, Section 5003 through 5016 of Title 63 of 
Oklahoma Statutes; Section 2303 of the Patient Protection and 
Affordable Care Act  

5.  Brief Summary of Content of Adopted Rule(s): 
OHCA rules for the SoonerPlan Family Planning Program are 
revised to remove references to the Family Planning Waiver.  
Section 2303 of the Patient Protection and Affordable Care 
Act allows individuals receiving Family Planning Waiver 
services to receive those same services plus additional 
family planning and family planning related services under 
the Title XIX State Plan rather than a waiver program. In 
addition to a broader service package, the State Plan option 
allows a more efficient way of making future changes to the 
SoonerPlan program.  If approved, the rule change will allow 
over 32,000 SoonerPlan members and future members to receive 
the enhanced package of State Plan Family Planning services. 
The rule revision also includes the removal of language 
relating to family planning centers, clarification of 
eligibility rules and other minor policy corrections.  

6.  Statement Explaining need for the Adopted Rule: 
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The Agency finds that a compelling public interest exists 
which necessitates promulgation of permanent rules and 
requests approval of rule revisions to amend policy to remove 
references to the Family Planning Waiver. In addition to a 
broader service package, the State Plan option allows a more 
efficient way of making future changes to the SoonerPlan 
program.  If approved, the rule change will allow over 32,000 
SoonerPlan members and future members to receive the enhanced 
package of State Plan Family Planning services.

7.  Date/Location of meeting at which rules were adopted: 
March 8, 2012 
Oklahoma Health Care Authority 
2401 N.W. 23rd St. Suite 1A 
Oklahoma City, Oklahoma 73107 

8.  Summary of comments and explanation of changes or lack of any 
change made in the adopted rule as a result of testimony 
received at public hearings or any oral or written comments 
received prior to the adoption of the rule: 
A public hearing was held February 22, 2012. One written 
comment was received remarking that the rule was well 
drafted. There was no action to this rule from the comment. 
No comments were made at the public hearing. 

9.  List Persons or organizations who appeared or registered for 
or against the adopted rule at any public hearing held by the 
agency or those who have commented in writing before or after 
the hearing: 
Representative Doug Cox, MD 

10. Rule Impact Statement: 
See Attached 

11. An incorporation by reference statement if the rule 
incorporates a set of rules from a body outside the state, 
such as a national code: 
Not applicable 

12. The members of the governing board of the agency adopting the 
rules and the recorded vote of each: 
Lyle Roggow      Aye 
Tony Armstrong     Aye 
George Miller     Aye 
Carol Robison     Aye 
Melvin McVay Jr.    Aye 
Ed McFall      Aye 
Ann Bryant      Aye 

13. Any other information requested by the Governor: 
SUPERSEDED EMERGENCY ACTIONS: 
Superseded rules: 
 N/A 

39



 
3 

 

 

40



1

TITLE 317. OKLAHOMA HEALTH CARE AUTHORITY
CHAPTER 35. MEDICAL ASSISTANCE FOR ADULTS AND CHILDREN-ELIGIBILITY

SUBCHAPTER 5. ELIGIBILITY AND COUNTABLE INCOME
PART 1. DETERMINATION OF QUALIFYING CATEGORICAL RELATIONSHIPS

317:35-5-2. Categorically related programs
(a) Categorical relationship is established using the same
definitions of age, disability and blindness as used by the Social
Security Administration (SSA) in determining eligibility for
Supplemental Security Income (SSI) or SSA benefits. If the
individual is a SSA/SSI recipient in current payment status
(including presumptive eligibility), a TANF recipient, or is under
age 19, categorical relationship is automatically established.
Categorical relationship to pregnancy-related services is
established when the determination is made by medical evidence that
the individual is or has been pregnant. Pregnancy-related services
include all medical services provided within the scope of the
program during the prenatal, delivery and postpartum periods. For
an individual age 19 or over to be related to AFDC, the individual
must have a minor dependent child. Categorical relationship to
Refugee services is established in accordance with OAC 317:35-5-25.
Categorical relationship for the Breast and Cervical Cancer
Treatment program is established in accordance with OAC 317:35-21.
Categorical relationship for the SoonerPlan Family Planning Waiver
Program is established in accordance with OAC 317:35-5-8.
Categorical relationship for pregnancy related benefits covered
under Title XXI is established in accordance with OAC 317:35-22.
Benefits for pregnancies covered under Title XXI medical services
are provided within the scope of the program during the prenatal,
delivery and postpartum care when included in the global delivery
payment. To be eligible for SoonerCare benefits, an individual
must be related to one of the following:

(1) Aged
(2) Disabled
(3) Blind
(4) Pregnancy
(5) Aid to Families with Dependent Children
(6) Refugee
(7) Breast and Cervical Cancer Treatment program
(8) SoonerPlan Family Planning Waiver Program
(9) Benefits for pregnancies covered under Title XXI.

(b) The Authority may provide SoonerCare to reasonable categories
of individuals under age 21 who are not receiving cash assistance
under any program but who meet the income requirement of the
State's approved AFDC plan.

(1) Individuals eligible for SoonerCare benefits include
individuals between the ages of 19 and 21:

(A) for whom a public agency is assuming full or partial
financial responsibility who are in custody as reported by
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the Oklahoma Department of Human Services (OKDHS) and in
foster homes, private institutions or public facilities; or
(B) in adoptions subsidized in full or in part by a public
agency; or
(C) individuals under age 21 receiving active treatment as
inpatients in public psychiatric facilities or programs if
inpatient psychiatric services for individuals under age 21
are provided under the State Plan and the individuals are
supported in full or in part by a public agency; or

(2) Individuals eligible for SoonerCare benefits include
individuals between the ages of 18 and 21 if they are in custody
as reported by OKDHS on their 18th birthday and living in an out
of home placement.

317:35-5-8. Determining categorical relationship for the SoonerPlan
Family Planning Waiver Program

All uninsured non-pregnant women and men ages 19 and older, who
have not undergone a sterilization procedure, regardless of
pregnancy or paternity history, with family income at or below 185%
of the federal poverty level and who are otherwise ineligible for
SoonerCare benefits are categorically related to the SoonerPlan
Family Planning Waiver Program. If eligible for SoonerCare
benefits, the individual can choose to enroll only in the Family
Planning Waiver Program SoonerPlan with the option of applying for
SoonerCare at any time.

SUBCHAPTER 7. MEDICAL SERVICES
PART 5. DETERMINATION OF ELIGIBILITY FOR MEDICAL SERVICES

317:35-7-37. Financial eligibility of individuals categorically
related to AFDC, or pregnancy-related services or Family Planning
Waiver Program
(a) AFDC and/or pregnancy-related services.
(1)(a) In determining financial eligibility for an individual
related to AFDC or pregnancy-related services, the income of the
following persons (if living together or if living apart as long as
there has been no break in the family relationship) are considered.
These persons include:

(A)(1) the individual;
(B)(2) the spouse of the individual;
(C)(3) the biological or adoptive parent(s) of the individual
who is a minor dependent child. Income of the stepparent of the
minor dependent child is determined according to OAC 35-10-
26(a)(8);
(D)(4) minor dependent children of the individual if the
children are being included in the case for Medicaid. If the
individual is 19 years or older and not pregnant, at least one
minor dependent child must be living in the home and included in
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the case for the individual to be categorically related to AFDC;
(E)(5) blood related siblings, of the individual who is a minor
child, if they are included in the case for Medicaid;
(F)(6) a caretaker relative and spouse (if any) and minor
dependent children when the caretaker relative is to be included
for coverage.

(2)(b) The family has the option to exclude minor dependent
children or blood related siblings [see OAC 317:35-7-37(1)(D) and
(E)] and their income from the eligibility process. However, for
the adult to be eligible, at least one minor child and his/her
income [see OAC 317:35-7-37(a)(4)] must be included in the case.
The worker has the responsibility to inform the family of the most
advantageous consideration in regard to coverage and income. When
determining financial eligibility for an individual related to AFDC
or pregnancy-related services, consideration is not given to income
of any person who is aged, blind or disabled and is determined to
be categorically needy.
(3)(c) An individual categorized as aged, blind, or disabled who is
not an SSI recipient has an option to be categorically related to
either AFDC or ABD. The individual may be included in the AFDC
related benefit group pending determination of eligibility for ABD
or SSI if all eligibility requirements are met.
(4)(d) An individual who receives SSI cannot be included in the
AFDC related benefit group. When the only dependent child is
receiving SSI, the natural or adoptive parent(s) or caretaker
relative may be related to AFDC if all other factors of eligibility
are met. The benefit group will consist of the adult(s) only.
Applicants and recipients members are informed of their
responsibility to report to the OKDHS if any member of the benefit
group makes application for SSI or becomes eligible for SSI.
(b) Family Planning Waiver Program. In determining financial
eligibility for the FPW program the income of the individual and
spouse (if any) is considered. The individual has the option to
include or exclude minor dependent children and their income in the
eligibility process. The worker has the responsibility to inform
the individual of the most advantageous consideration in regard to
coverage and income.

317:35-7-48. Eligibility for the SoonerPlan Family Planning Waiver
Program
(a) Women Non-pregnant women and men ages 19 and above are eligible
to receive family planning services if they meet all of the
conditions of eligibility in paragraphs (1), (2), (3), and (4) of
this Subsection. This is regardless of pregnancy or paternity
history and includes women who gain eligibility for SoonerCare
family planning services due to a pregnancy, but whose eligibility
ends 60 days postpartum.

(1) The countable income is at or below 185% of the federal
poverty level. The standard deduction for work related expenses
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such as income tax payments, Social Security taxes, and
transportation to and from work, is $240 per each full-time or
part-time employed member of the benefit group. Deductions for
work related expenses for self-employed individuals are found at
OAC 317:35-10-26(b)(1).
(2) In determining financial eligibility for the SoonerPlan
Family Planning program the income of the individual and spouse
(if any) is considered. The individual has the option to
include or exclude minor dependent children and their income in
the eligibility process.
(3) SoonerPlan members with minor dependent children and a
parent absent from the home are required to cooperate with the
Oklahoma Department of Human Services, Child Support Services
Division (OCSS) in the collection of child support payments.
Federal regulations provide a waiver of this requirement when
cooperation is not in the best interest of the child.
(2) (4) Individuals eligible for SoonerCare can choose to enroll
only in the SoonerPlan Family Planning Waiver Program with the
option of applying for SoonerCare at any time.
(3) (5) The individual is uninsured. Persons who have Medicare
or creditable health insurance coverage are not eligible
precluded from applying for the SoonerPlan Family Planning
Waiver program. A stand alone policy such as dental, vision or
pharmacy is not considered creditable health insurance coverage.
(4) The individual has not undergone a sterilization procedure.

(b) All health insurance is listed on the OKDHS computer system in
order for OHCA Third Party Liability Unit to verify insurance
coverage. The OHCA is the payer of last resort.
(c) Income for the SoonerPlan Family Planning Waiver Program does
not require verification, unless questionable. If the income is
questionable the worker must verify the income.
(d) There is not an asset test for the SoonerPlan Family Planning
Waiver Program.

PART 7. CERTIFICATION, REDETERMINATION AND NOTIFICATION

317:35-7-60. Certification for Medical Services SoonerCare
(a) The rules in this Section apply to all categories of eligibles
EXCEPT:

(1) categorically needy SoonerCare Health Benefit recipients
members who are categorically related to AFDC or Pregnancy
Related Services, AND
(2) who if eligible, would be enrolled in SoonerCare, or
(3) individuals categorically related to the Family Planning
Waiver Program.

(b) An individual determined eligible for Medical Services
SoonerCare may be certified for a medical service provided on or
after the first day of the third month prior to the month of
application if all eligibility criteria are met during the three
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month period. The certification period is determined beginning
with the month the medical service was received or expected to be
received or the month of application for categorically needy cases
in which a medical service has not been received. The period of
certification may cover retroactive or future months. Assignment
of the certification period is dependent on the categorical
relationship. Form MA-2, Medical Assistance Computation Work
Sheet, is used to determine the certification period. The
certification period in family cases is assigned for the shortest
period of eligibility determined for any individual in the case.

(1) Certification as categorically needy. A categorically needy
individual who is categorically related to ABD is assigned a
certification period of 12 months. A categorically needy
individual who is determined eligible for a State Supplemental
Payment (SSP) is certified effective the month of application.
If the individual is also eligible for payment for medical
services received during the three months preceding the month of
application, the Medicaid SoonerCare benefit is certified for
the appropriate months. If the individual is not eligible for
SSP, the first month of certification is the month that a
medical service was provided or, if no medical service was
provided, the month of application.

(A) Certification of individuals categorically needy and
categorically related to ABD. The certification period for
the individual categorically related to ABD can be assigned
for up to 12 months. The individual must be determined as
categorically needy for each month of the certification
period. The certification period is 12 months unless the
individual:

(i) is certified as eligible in a money payment case
during the 12 month period;
(ii) is certified for long-term care during the 12 month
period;
(iii) becomes ineligible for medical assistance after the
initial month;
(iv) becomes ineligible as categorically needy; or
(v) is deceased.

(B) Certification period. If any of the situations listed in
subparagraph (A) of this paragraph occur after the initial
month, the case is closed by the worker.

(i) If income and/or resources change after certification
causing the case to exceed the categorically needy
maximums, the case is closed.
(ii) A pregnant individual included in an ABD case which
closes continues to be eligible for pregnancy related
services through the postpartum period.

(2) Certification of individuals categorically related to ABD
and eligible as Qualified Medicare Beneficiaries Plus. The
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Medicaid SoonerCare benefit may be certified on the first day of
the third month prior to the month of application or later. If
the individual receives Medicare and is eligible for SSP, the
effective date of certification for the Medicare Part B premium
buy-in is the month of certification for SSP. If the individual
receives Medicare and is not eligible for SSP, the effective
date of certification for the Medicare Part B premium buy-in is
the first day of the month following the month in which the
eligibility determination is made (regardless of when
application was made).

(A) An individual determined eligible for QMBP benefits is
assigned a certification period of 12 months. At any time
during the certification period that the individual becomes
ineligible, the case is closed using regular negative action
procedures.
(B) At the end of the certification period a redetermination
of QMBP eligibility is required, using the same forms and
procedures as for ABD categorically needy individuals.

(3) Certification of individuals categorically related to ABD
and eligible as Qualified Disabled and Working Individual. The
Social Security Administration is responsible for referrals of
individuals potentially eligible for QDWI. Eligibility factors
verified by the SSA are Medicare Part A eligibility and
discontinuation of disability benefits due to excessive
earnings. When the OKDHS State Office receives referrals from
SSA the county will be notified and is responsible for obtaining
an application and establishing other factors of eligibility.
If an individual contacts the county office stating he/she has
been advised by SSA that they are he/she is a potential QDWI,
the county takes a Medicaid SoonerCare application. If the
individual does not have verification of eligibility factors
determined by SSA, the county contacts OKDHS, FSSD, State
Office, for assistance in verifying those factors. The
verification will be obtained by OKDHS State Office and sent to
the county office. The effective date of certification for QDWI
benefits is based on the date of application and the date all
eligibility criteria, including enrollment for Medicare Part A,
are met. For example, if an individual applies for benefits in
October and is already enrolled in Medicare Part A, eligibility
can be effective October 1 (or up to three months prior to
October 1, if all eligibility criteria are met during the three
month period). However, if in the example, the individual's
enrollment for Part A is not effective until November 1,
eligibility cannot be effective until that date. Eligibility
can never be effective prior to July 1, 1990, the effective date
of this provision. These cases will be certified for a period
of 12 months. At the end of the 12-month period, eligibility
redetermination is required. If the individual becomes
ineligible at any time during the certification period, the case
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is closed. The reason for closure is 69, and the worker
completes the Notice to Client form.
(4) Certification of individuals categorically related to ABD
and eligible as Specified Low-Income Medicare Beneficiary
(SLMB). The effective date of certification of SLMB benefits
may begin on the first day of the third month prior to the month
of application or later. A certification can never be earlier
than the date of entitlement of Medicare Part A. An individual
determined eligible for SLMB benefits is assigned a
certification period of 12 months. At any time during the
certification period the individual becomes ineligible, the case
is closed using standard negative action procedures. At the end
of the certification period a redetermination of SLMB
eligibility is required. A redetermination of SLMB eligibility
must also be done at the same time a dually eligible individual
has a redetermination of eligibility for other Medicaid
SoonerCare benefits such as long-term care.
(5) Certification of individuals categorically related to
disability and eligible for TB related services.

(A) An individual determined eligible for TB related services
may be certified the first day of the third month prior to
the month of application or later, but no earlier than the
first day of the month the as long as verification is
received of a diagnosis of TB infection is diagnosed.
(B) A certification period of 12 months will be assigned. At
any time during the certification period that the individual
becomes ineligible, the case is closed using the regular
negative action procedures.
(C) At the end of the certification period a new application
will be required if additional treatment is needed.

(6) Certification of individuals categorically related to ABD
and eligible as Qualifying Individuals. The effective date of
certification for the QI-1 may begin on the first day of the
third month prior to the month of application or later. A
certification can never be earlier than the date of entitlement
of Medicare Part A. An individual determined eligible for QI
benefits is assigned a certification period of 12 months. At
any time during the certification period the individual becomes
ineligible, the case is closed using standard negative action
procedures. At the end of the certification period, a
redetermination of QI eligibility is required.

(A) Since the State's allotment to pay Medicare premiums for
this group of individuals is limited, the State must limit
the number of QIs so that the amount of assistance provided
during the year does not exceed the State's allotment for
that year.
(B) Persons selected to receive assistance are entitled to
receive assistance with their Medicare premiums for the
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remainder of the federal fiscal year, but not beyond, as long
as they continue to qualify. The fact that an individual is
selected to receive assistance at any time during the year
does not entitle the individual to continued assistance for
any succeeding year.

(7) Certification of individuals Related to Aid to the Disabled
for TEFRA. The certification period for individuals
categorically related to the Disabled for TEFRA is 12 months.

317:35-7-60.1. Certification for the SoonerPlan Family Planning
Waiver Program.

The effective date of certification for the SoonerPlan Family
Planning Waiver Program is the date of application or later. The
period of certification may not be for a retroactive period. An
individual determined eligible for the SoonerPlan Family Planning
Waiver Program is assigned a certification period of 12 months. At
any time during the certification period the individual becomes
ineligible, the case is closed using standard negative action
procedures. At the end of the certification period, a
redetermination of eligibility is required.
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STATE OF OKLAHOMA 
OKLAHOMA HEALTH CARE AUTHORITY 

 
 
TO:  Tywanda Cox 
  Policy Development 
 
From:  Brent Johnson 
 
SUBJECT: Rule Impact Statement 
  (Reference APA WF # 11-03 B) 
 

A. Brief description of the purpose of the rule:  
 

The Oklahoma Health Care Authority obtained a waiver 
from the Centers for Medicare and Medicaid Services 
(CMS) in 2005 to provide family planning services to 
men and women who do not otherwise qualify for 
SoonerCare. Section 2303 of the Patient Protection and 
Affordable Care Act allows those individuals to 
receive the same waiver services plus additional 
family planning and family planning related services 
under the Title XIX State Plan for Medicaid. In 
addition to a broader service package, the State Plan 
option allows a more efficient way of making future 
changes to the SoonerPlan program.  If approved, the 
rule change will allow over 32,000 SoonerPlan members 
and future members to receive an enhanced package of 
State Plan family planning services.   

 
 B. A description of the classes of persons who most likely 

will be affected by the proposed rule, including classes 
that will bear the cost of the proposed rule, and any 
information on cost impacts received by the agency from 
any private or public entities: 

     
  There are no specific classes of persons who will be 

affected by the proposed rule.  The cost of the proposed 
rule change, in state tax dollars, is estimated to be 
minimal and will not be borne by any specific classes of 
persons. 

  
C A description of the classes of persons who will benefit 

from the proposed rule: 
  

The specific classes of person who will benefit from 
the proposed rule change are non-pregnant women and 
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men ages 19 and older who are eligible to receive 
SoonerPlan program services.  These individuals will 
receive a broader range of family planning services as 
a result of the rule change.    

 
 D. A description of the probable economic impact of the 

proposed rule upon the affected classes of persons or 
political subdivisions, including a listing of all fee 
changes and, whenever possible, a separate justification 
for each fee change: 

 
  There is no probable economic impact of the proposed 

rules upon any classes of persons or political 
subdivisions, nor are any fees associated with this rule 
change. 

  
  E. The probable costs and benefits to the agency and to any 

other agency of the implementation and enforcement of 
the proposed rule, the source of revenue to be used for 
implementation and enforcement of the proposed rule, and 
any anticipated affect on state revenues, including a 
projected net loss or gain in such revenues if it can be 
projected by the agency:   

 
  The proposed rule change will cost an estimated $171,887 

in State tax revenue and will be matched by 
approximately 1,246,000 in federal funding.  The 
majority of family planning services will be provided 
through the Oklahoma State Department of Health and 
city/county and county health departments. The State 
Department of Health will provide the State matching 
dollars.  

 
 F. A determination of whether implementation of the 

proposed rule will have an economic impact on any 
political subdivisions or require their cooperation in 
implementing or enforcing the rule: 

 
  The proposed rule will not have an economic impact on 

any political subdivision or require their cooperation 
in implementing or enforcing the rule.   

 
 G. A determination of whether implementation of the 

proposed rule will have an adverse effect on small 
business as provided by the Oklahoma Small Business 
Regulatory Flexibility Act: 
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  The proposed rule will not have an adverse effect on 
small businesses as provided by the Oklahoma Small 
Business Regulatory Flexibility Act.  

 
 H. An explanation of the measures the agency has taken to 

minimize compliance costs and a determination of whether 
there are less costly or nonregulatory methods or less 
intrusive methods for achieving the purpose of the 
proposed rule:  

 
  There are no other legal methods to minimize compliance 

costs. 
 

I. A determination of the effect of the proposed rule on 
the public health, safety and environment and, if the 
proposed rule is designed to reduce significant risks to 
the public health, safety and environment, an 
explanation of the nature of the risk and to what extent 
the proposed rule will reduce the risk: 

 
 The proposed rule should have no effect on the public 

health, safety, or environment. 
 

J. A determination of any detrimental effect on the public 
health, safety and environment if the proposed rule is 
not implemented: 

 
 The agency does not anticipate any detrimental effects 

on the public health, safety, or environment. 
 

K.  The date the rule impact statement was prepared and if 
 modified, the date modified: 

 
This rule impact statement was prepared on August 27th, 
2011. 
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AGENCY RULE REPORT

1. Date Notice Was Published in Oklahoma Register:
January 18, 2012 through February 16, 2012

2. Agency Name/Address:
Oklahoma Health Care Authority
2401 N.W. 23rd St. Suite 1A
Oklahoma City, Oklahoma 73107

3. Title and Number of Rule(s):
Title 317: Oklahoma Health Care Authority
Chapter 30. Medical Providers-Fee For Service
Subchapter 3. General Provider Policies
Part 3. General Medical Program Information
317:30-3-40. [AMENDED]
317:30-3-42. [AMENDED]
317:30-3-57. [AMENDED]
Subchapter 5. Individual Providers and Specialties
Part 6. Inpatient Psychiatric Hospitals
317:30-5-96.2. [AMENDED]
Part 9. Long Term Care Facilities
317:30-5-122. [AMENDED]
Part 39. Skilled Nursing Services
317:30-5-390. [AMENDED]
Part 41. Family Support Services
317:30-5-410. [AMENDED]
Part 43. Agency Companion, Specialized Foster Care, Daily
Living Supports, Group Homes, And Community Transition
Services
317:30-5-420. [AMENDED]
317:30-5-423. [AMENDED]
Part 51. Habilitation Services
317:30-5-480. [AMENDED]
Part 53. Specialized Foster Care
317:30-5-495. [AMENDED]
Part 55. Respite Care
317:30-5-515. [AMENDED]
Part 59. Homemaker Services
317:30-5-535. [AMENDED]
Part 85. Advantage Program Waiver Services
317:30-5-760. [AMENDED]
Part 101. Targeted Case Management Services for Persons
With Mental Retardation an Intellectual Disability and/or
Related Conditions
317:30-5-1011. [AMENDED]
Part 108. Nutrition Services
317:30-5-1076. [AMENDED]
(Reference APA WF # 11-04A)

4. Statutory Authority for Rule:
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The Oklahoma Health Care Authority Board; Then Oklahoma
Health Care Authority Act, Section 5003 through 5016 of Title
63 of Oklahoma Statutes; Public Law 111-256

5. Brief Summary of Content of Adopted Rule(s):
OHCA rules are revised to change language in policy that
references "mental retardation" to "intellectual
disabilities". Revisions are necessary to comply with Public
Law 111-256 (Rosa's Law) that replaces the term mental
retardation with intellectual disability, in federal
education, health and labor laws.

6. Statement Explaining need for the Adopted Rule:
The Agency finds that a compelling public interest exists
which necessitates promulgation of permanent rules and
requests approval of rule revisions to amend policy to change
language in policy that references "mental retardation" to
"intellectual disabilities". Revisions are necessary to
comply with Public Law 111-256 (Rosa's Law).

7. Date/Location of meeting at which rules were adopted:
March 8, 2012
Oklahoma Health Care Authority
2401 N.W. 23rd St. Suite 1A
Oklahoma City, Oklahoma 73107

8. Summary of comments and explanation of changes or lack of any
change made in the adopted rule as a result of testimony
received at public hearings or any oral or written comments
received prior to the adoption of the rule:
A public hearing was held February 22, 2012. A written
comment was received asking reason why the rule did not
rename ICF/IMR facilities to comply with Rosa’s Law. It was
explained that the ICF/IMR classification has not been
changed at the Federal level so the Health Care Authority
will not be making the change until it is made at the Federal
level. No comments were presented at the public hearing.

9. List Persons or organizations who appeared or registered for
or against the adopted rule at any public hearing held by the
agency or those who have commented in writing before or after
the hearing:
Diane Spear, OKDHS/DDSD

10. Rule Impact Statement:
See Attached

11. An incorporation by reference statement if the rule
incorporates a set of rules from a body outside the state,
such as a national code:
Not applicable

12. The members of the governing board of the agency adopting the
rules and the recorded vote of each:
Lyle Roggow Aye
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Tony Armstrong Aye
George Miller Aye
Carol Robison Aye
Melvin McVay Jr. Aye
Ed McFall Aye
Ann Bryant Aye

13. Any other information requested by the Governor:
SUPERSEDED EMERGENCY ACTIONS:
Superseded rules:

N/A
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TITLE 317. OKLAHOMA HEALTH CARE AUTHORITY
CHAPTER 30. MEDICAL PROVIDERS-FEE FOR SERVICE

SUBCHAPTER 3. GENERAL PROVIDER POLICIES
PART 3. GENERAL MEDICAL PROGRAM INFORMATION

317:30-3-40. Home and Community-Based Services Waivers for
persons with intellectual disabilities (mental retardation)
or certain persons with related conditions
(a) Introduction to HCBS Waivers for Persons persons with
intellectual disabilities. The Medicaid Home and
Community-Based Services (HCBS) Waiver programs are
authorized in accordance with Section 1915(c) of the Social
Security Act.

(1) Oklahoma Department of Human Services Developmental
Disabilities Services Division (DDSD) operates HCBS
Waiver programs for persons with intellectual
disabilities (mental retardation) and certain persons
with related conditions. Oklahoma Health Care Authority
(OHCA), as the State's single Medicaid agency, retains
and exercises administrative authority over all HCBS
Waiver programs.
(2) Each waiver allows for the provision of specific
SoonerCare-compensable services that assist members to
reside in the community and avoid institutionalization.
(3) Waiver services:

(A) complement and supplement services available to
members through the Medicaid State Plan or other
federal, state, or local public programs, as well as
informal supports provided by families and
communities;
(B) can only be provided to persons who are Medicaid
eligible, outside of a nursing facility, hospital, or
institution; and
(C) are not intended to replace other services and
supports available to members.

(4) Any waiver service must be:
(A) appropriate to the member's needs; and
(B) included in the member's Individual Plan (IP).

(i) The IP:
(I) is developed annually by the member's
Personal Support Team, per OAC 340:100-5-52;
and
(II) contains detailed descriptions of services
provided, documentation of amount and frequency
of services, and types of providers to provide
services.
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(ii) Services are authorized in accordance with
OAC 340:100-3-33 and 340:100-3-33.1.

(5) DDSD furnishes case management, targeted case
management, and services to members as a Medicaid State
Plan service under Section 1915(g)(1) of the Social
Security Act in accordance with OAC 317:30-5-1010
through 317:30-5-1012.

(b) Eligible providers. All providers must have entered
into contractual agreements with OHCA to provide HCBS for
persons with mental retardation an intellectual disability
or related conditions.
(c) Coverage. All services must be included in the
member's IP. Arrangements for services must be made with
the member's case

317:30-3-42. Services in a Nursing Facility (NF)
Nursing facility services are those services furnished

pursuant to a physician's orders which require the skills
of technical or professional personnel, e.g., registered
nurses, licensed practical nurses, physical therapists,
occupational therapists, speech pathologists or
audiologists. This care is provided by nursing facilities
licensed under State law to provide, on a regular basis,
health related care and services to individuals who do not
require hospitalization but whose physical or mental
condition requires care and services above the level of
room and board which can be made available to them only
through a nursing facility.

(1) To be eligible for nursing facility services the
individual must:

(A) Require a treatment plan involving the planning
and administration of services which require skills
of licensed technical or professional personnel that
are provided directly or under the supervision of
such personnel and are prescribed by the physician;
(B) Have a physical impairment or combination of
physical and mental impairments;
(C) Require professional nursing supervision
(medication, hygiene and dietary assistance);
(D) Lack the ability to care for self or communicate
needs to others; and
(E) Require medical care and treatment in a nursing
facility to minimize physical health regression and
deterioration. A physician’s order and results from
a standardized assessment which evaluates type and
degree of disability and need for treatment must
support the individual’s need for NF level of care.
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Only standardized assessments approved by the OHCA
and administered in accordance with Medicaid approved
procedures shall be used to make the NF level of care
determination.

(2) If the individual experiences mental illness or
mental retardation an intellectual disability or a
related condition, payment cannot be made for services
in a nursing facility unless the individual has been
assessed through the Preadmission Screening and Resident
Review (PASRR) process and the appropriate MR or MI
authority has determined that nursing facility services
are required. If it is determined that the patient also
requires specialized services, the state must provide or
arrange for the provision of such services. These
determinations must be made prior to the patient's
admission to the nursing facility.
(3) Payment cannot be made for an individual who is
actively psychotic or capable of imminent harm to self
or others (i.e., suicidal or homicidal).
(4) Payment is made to licensed nursing facilities that
have agreements with the Authority.

317:30-3-57. General SoonerCare coverage - categorically
needy

The following are general SoonerCare coverage guidelines
for the categorically needy:

(1) Inpatient hospital services other than those
provided in an institution for mental diseases.

(A) Adult coverage for inpatient hospital stays as
described at OAC 317:30-5-41.
(B) Coverage for members under 21 years of age is not
limited. All admissions must be medically necessary.
All psychiatric admissions require prior
authorization for an approved length of stay.

(2) Emergency department services.
(3) Dialysis in an outpatient hospital or free standing
dialysis facility.
(4) Outpatient therapeutic radiology or chemotherapy for
proven malignancies or opportunistic infections.
(5) Outpatient surgical services - facility payment for
selected outpatient surgical procedures to hospitals
which have a contract with OHCA.
(6) Outpatient Mental Health Services for medical and
remedial care including services provided on an
outpatient basis by certified hospital based facilities
that are also qualified mental health clinics.
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(7) Rural health clinic services and other ambulatory
services furnished by rural health clinic.
(8) Optometrists' services - only as listed in
Subchapter 5, Part 45, Optometrist specific rules of
this Chapter.
(9) Maternity Clinic Services.
(10)Outpatient diagnostic x-rays and lab services.
Other outpatient services provided to adults, not
specifically addressed, are covered only when prior
authorized by the agency's Medical Authorization Unit.
(11)Medically necessary screening mammography.
Additional follow-up mammograms are covered when
medically necessary.
(12)Nursing facility services (other than services in an
institution for tuberculosis or mental diseases).
(13)Early and Periodic Screening, Diagnosis and
Treatment Services (EPSDT) are available for members
under 21 years of age to provide access to regularly
scheduled examinations and evaluations of the general
physical and mental health, growth, development, and
nutritional status of infants, children, and youth.
Federal regulations also require that diagnosis and
treatment be provided for conditions identified during a
screening whether or not they are covered under the
State Plan, as long as federal funds are available for
these services. These services must be necessary to
ameliorate or correct defects and physical or mental
illnesses or conditions and require prior authorization.
EPSDT/OHCA Child Health services are outlined in OAC
317:30-3-65.2 through 317:30-3-65.4.

(A) Child health screening examinations for eligible
children by a medical or osteopathic physician,
physician assistant, or advanced practice nurse
practitioner.
(B) Diagnostic x-rays, lab, and/or injections when
prescribed by a provider.
(C) Immunizations.
(D) Outpatient care.
(E) Dental services as outlined in OAC 317:30-3-65.8.
(F) Optometrists' services. The EPSDT periodicity
schedule provides for at least one visual screening
and glasses each 12 months. In addition, payment is
made for glasses for children with congenital aphakia
or following cataract removal. Interperiodic
screenings and glasses at intervals outside the
periodicity schedule for optometrists are allowed
when a visual condition is suspected.
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(G) Hearing services as outlined in OAC 317:30-3-
65.9.
(H) Prescribed drugs.
(I) Outpatient Psychological services as outlined in
OAC 317:30-5-275 through OAC 317:30-5-278.
(J) Inpatient Psychotherapy services and
psychological testing as outlined in OAC 317:30-5-95
through OAC 317:30-5-97.
(K) Transportation. Provided when necessary in
connection with examination or treatment when not
otherwise available.
(L) Inpatient hospital services.
(M) Medical supplies, equipment, appliances and
prosthetic devices beyond the normal scope of
SoonerCare.
(N) EPSDT services furnished in a qualified child
health center.

(14) Family planning services and supplies for members
of child-bearing age, including counseling, insertion of
intrauterine device, implantation of subdermal
contraceptive device, and sterilization for members 21
years of age and older who are legally competent, not
institutionalized and have signed the "Consent Form" at
least 30 days prior to procedure. Reversal of
sterilization procedures for the purposes of conception
is not covered. Reversal of sterilization procedures
are covered when medically indicated and substantiating
documentation is attached to the claim.
(15) Physicians' services whether furnished in the
office, the member's home, a hospital, a nursing
facility, ICF/MR, or elsewhere. For adults, payment is
made for compensable hospital days described at OAC
317:30-5-41. Office visits for adults are limited to
four per month except when in connection with conditions
as specified in OAC 317:30-5-9(b).
(16) Medical care and any other type of remedial care
recognized under State law, furnished by licensed
practitioners within the scope of their practice as
defined by State law. See applicable provider section
for limitations to covered services for:

(A) Podiatrists' services
(B) Optometrists' services
(C) Psychologists' services
(D) Certified Registered Nurse Anesthetists
(E) Certified Nurse Midwives
(F) Advanced Practice Nurses
(G) Anesthesiologist Assistants
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(17) Free-standing ambulatory surgery centers.
(18) Prescribed drugs not to exceed a total of six
prescriptions with a limit of two brand name
prescriptions per month. Exceptions to the six
prescription limit are:

(A) unlimited medically necessary monthly
prescriptions for:

(i) members under the age of 21 years; and
(ii)residents of Nursing Facilities or
Intermediate Care Facilities for the Mentally
Retarded.

(B) seven medically necessary generic prescriptions
per month in addition to the six covered under the
State Plan are allowed for adults receiving services
under the 1915(c) Home and Community Based Services
Waivers. These additional medically necessary
prescriptions beyond the two brand name or thirteen
total prescriptions are covered with prior
authorization.

(19) Rental and/or purchase of durable medical
equipment.
(20) Adaptive equipment, when prior authorized, for
members residing in private ICF/MR's.
(21) Dental services for members residing in private
ICF/MR's in accordance with the scope of dental services
for members under age 21.
(22) Prosthetic devices limited to catheters and
catheter accessories, colostomy and urostomy bags and
accessories, tracheostomy accessories, nerve
stimulators, hyperalimentation and accessories, home
dialysis equipment and supplies, external breast
prostheses and support accessories, oxygen/oxygen
concentrator equipment and supplies, respirator or
ventilator equipment and supplies, and those devices
inserted during the course of a surgical procedure.
(23) Standard medical supplies.
(24) Eyeglasses under EPSDT for members under age 21.
Payment is also made for glasses for children with
congenital aphakia or following cataract removal.
(25) Blood and blood fractions for members when
administered on an outpatient basis.
(26) Inpatient services for members age 65 or older in
institutions for mental diseases, limited to those
members whose Medicare, Part A benefits are exhausted
for this particular service and/or those members who are
not eligible for Medicare services.
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(27) Nursing facility services, limited to members
preauthorized and approved by OHCA for such care.
(28) Inpatient psychiatric facility admissions for
members under 21 are limited to an approved length of
stay effective July 1, 1992, with provision for requests
for extensions.
(29) Transportation and subsistence (room and board) to
and from providers of medical services to meet member's
needs (ambulance or bus, etc.), to obtain medical
treatment.
(30) Extended services for pregnant women including all
pregnancy-related and postpartum services to continue to
be provided, as though the women were pregnant, for 60
days after the pregnancy ends, beginning on the last
date of pregnancy.
(31) Nursing facility services for members under 21
years of age.
(32) Personal care in a member's home, prescribed in
accordance with a plan of treatment and rendered by a
qualified person under supervision of a R.N.
(33) Part A deductible and Part B Medicare Coinsurance
and/or deductible.
(34) Home and Community Based Waiver Services for the
mentally retarded intellectually disabled.
(35) Home health services limited to 36 visits per year
and standard supplies for 1 month in a 12-month period.
The visits are limited to any combination of Registered
Nurse and nurse aide visits, not to exceed 36 per year.
(36) Medically necessary solid organ and bone
marrow/stem cell transplantation services for children
and adults are covered services based upon the
conditions listed in (A)-(D) of this paragraph:

(A) Transplant procedures, except kidney and cornea,
must be prior authorized to be compensable.
(B) To be prior authorized all procedures are
reviewed based on appropriate medical criteria.
(C) To be compensable under the SoonerCare program,
all transplants must be performed at a facility which
meets the requirements contained in Section 1138 of
the Social Security Act.
(D) Finally, procedures considered experimental or
investigational are not covered.

(37) Home and community-based waiver services for
mentally retarded intellectually disabled members who
were determined to be inappropriately placed in a NF
(Alternative Disposition Plan - ADP).
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(38) Case Management services for the chronically and/or
severely mentally ill.
(39) Emergency medical services including emergency
labor and delivery for illegal or ineligible aliens.
(40) Services delivered in Federally Qualified Health
Centers. Payment is made on an encounter basis.
(41) Early Intervention services for children ages 0-3.
(42) Residential Behavior Management in therapeutic
foster care setting.
(43) Birthing center services.
(44) Case management services through the Oklahoma
Department of Mental Health and Substance Abuse
Services.
(45) Home and Community-Based Waiver services for aged
or physically disabled members.
(46) Outpatient ambulatory services for members infected
with tuberculosis.
(47) Smoking and Tobacco Use Cessation Counseling for
children and adults.
(48) Services delivered to American Indians/Alaskan
Natives in I/T/Us. Payment is made on an encounter
basis.
(49) OHCA contracts with designated agents to provide
disease state management for individuals diagnosed with
certain chronic conditions. Disease state management
treatments are based on protocols developed using
evidence-based guidelines.

SUBCHAPTER 5. INDIVIDUAL PROVIDERS AND SPECIALTIES
PART 6. INPATIENT PSYCHIATRIC HOSPITALS

317:30-5-96.2. Payments definitions
The following words and terms, when used in Sections OAC

317:30-5-96.3 through 317:30-5-96.7, shall have the
following meaning, unless the context clearly indicates
otherwise:

"Allowable costs" means costs necessary for the
efficient delivery of member care.

"Ancillary Services" means the services for which
charges are customarily made in addition to routine
services. Ancillary services include, but are not limited
to, physical therapy, speech therapy, laboratory, radiology
and prescription drugs.

"Border Status" means a placement in a state that does
not border Oklahoma but agrees to the same terms and
conditions of instate or border facilities.
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"Developmentally disabled child" means a child with
deficits in adaptive behavior originating during the
developmental period. This condition may exist
concurrently with a significantly subaverage general
intellectual functioning.

"Eating Disorders Programs" means acute or intensive
residential behavioral, psychiatric and medical services
provided in a discreet unit to individuals experiencing an
eating disorder.

"Professional services" means services of a physician,
psychologist or dentist legally authorized to practice
medicine and/or surgery by the state in which the function
is performed.

"Psychiatric Residential Treatment Facility (PRTF)"
means a non-hospital with an agreement to provide inpatient
psychiatric services to individuals under the age of 21.

"Routine Services" means services that are considered
routine in the freestanding PRTF setting. Routine services
include, but are not limited to:

(A) room and board;
(B) treatment program components;
(C) psychiatric treatment;
(D) professional consultation;
(E) medical management;
(F) crisis intervention;
(G) transportation;
(H) rehabilitative services;
(I) case management;
(J) interpreter services (if applicable);
(K) routine health care for individuals in good
physical health; and
(L) laboratory services for a substance
abuse/detoxification program.

"Specialty treatment program/specialty unit" means acute
or intensive residential behavioral, psychiatric and
medical services that provide care to a population with a
special need or issues such as developmentally disabled,
mentally retarded intellectually disabled,
autistic/Asperger's, eating disorders, sexual offenders, or
reactive attachment disorders. These members require a
higher level of care and staffing ratio than a standard
PRTF and typically have multiple problems.

"Treatment Program Components" means therapies,
activities of daily living and rehabilitative services
furnished by physician/psychologist or other licensed
mental health professionals.
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"Usual and customary charges" refers to the uniform
charges listed in a provider's established charge schedule
which is in effect and applied consistently to most members
and recognized for program reimbursement. To be considered
"customary" for reimbursement, a provider's charges for
like services must be imposed on most members regardless of
the type of member treated or the party responsible for
payment of such services.

PART 9. LONG TERM CARE FACILITIES

317:30-5-122. Levels of care
(a) This rule sets forth the criteria used to determine
whether an individual who is seeking SoonerCare payment for
long term care services needs services at the level of
Skilled Nursing Facility, or Intermediate Care Facility for
People with Mental Retardation (ICF/MR). The criteria set
forth in this Section must be used when determining level
of care for individuals seeking SoonerCare coverage of
either facility-based institutional long term care services
or Home and Community Based Services (HCBS) Waivers.
(b) The level of care provided by a long term care facility
or through a HCBS Waiver is based on the nature of the
person's needs and the care, services, and treatment
required from appropriately qualified personnel. The level
of care review is a determination of an individual's
physical, mental and social/emotional status to determine
the appropriate level of care required. In addition to
level of care requirements, other applicable eligibility
criteria must be met.

(1) Skilled Nursing facility. When total payments from
all other payers are less than the Medicaid rate,
payment is made for the Part A coinsurance for Medicare
covered skilled nursing facility care for dually
eligible, categorically needy individuals.
(2) Nursing Facility. Care provided by a nursing
facility to patients who require professional nursing
supervision and a maximum amount of nonprofessional
nursing care due to physical conditions or a combination
of physical and mental conditions.
(3) Intermediate Care Facility for the Mentally
Retarded. Care for persons with mental retardation
intellectual disabilities or related conditions to
provide health and/or habilitative services in a
protected residential setting. To qualify for ICF/MR
level of care, persons must have substantial functional
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limitations in three or more of the following areas of
major life activity:

(A) Self-care. The individual requires assistance,
training or supervision to eat, dress, groom, bathe,
or use the toilet.
(B) Understanding and use of language. The individual
lacks functional communication skills, requires the
use of assistive devices to communicate, does not
demonstrate an understanding of request or is unable
to follow two-step instructions.
(C) Learning. The individual has a valid diagnosis of
intellectual disability (mental retardation) as
defined in the Diagnostic and Statistical Manual of
Mental Disorders.
(D) Mobility. The individual requires the use of
assistive devices to be mobile and cannot physically
self-evacuate from a building during an emergency
without assistive device.
(E) Self-direction. The individual is 7 years old or
older and significantly at risk in making age
appropriate decisions or an adult who is unable to
provide informed consent for medical care, personal
safety or for legal, financial, habilitative or
residential issues and/or has been declared legally
incompetent. The individual is a danger to himself or
others without supervision.
(F) Capacity for independent living. The individual
who is 7 years old or older and is unable to locate
and use a telephone, cross the street safely or
understand that it is unsafe to accept rides, food or
money from strangers or an adult who lacks basic
skills in the areas of shopping, preparing food,
housekeeping or paying bills.

PART 39. SKILLED NURSING SERVICES

317:30-5-390. Home and Community-Based Services Waivers for
adults with mental retardation an intellectual disability
or certain adults with related conditions
(a) Introduction to waiver services. Each Home and
Community-Based Services (HCBS) Waiver that includes
services for adults with mental retardation an intellectual
disability or certain adults with related conditions allows
payment for home health care services as defined in the
waiver approved by Centers for Medicare and Medicaid
Services.
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(1) Home health care services are skilled nursing
services provided to a member by a registered nurse or a
licensed practical nurse that include:

(A) direct nursing care;
(B) assessment and documentation of health changes;
(C) documentation of significant observations;
(D) maintenance of nursing plans of care;
(E) medication administration;
(F) training of the member's health care needs;
(G) preventive and health care procedures; and
(H) preparing, analyzing, and presenting nursing
assessment information regarding the member.

(2) The first 36 visits provided by the home health care
agency are covered by the Medicaid State Plan.

(b) Eligible providers. Skilled nursing services providers
must enter into contractual agreements with the Oklahoma
Health Care Authority to provide HCBS for adults with
mental retardation an intellectual disability or certain
adults with related conditions.

(1) Individual providers must be currently licensed in
Oklahoma as a:

(A) registered nurse; or
(B) licensed practical nurse.

(2) Agency providers must:
(A) have a current Medicaid HCBS home health care
agency contract; or
(B) be certified by Oklahoma State Department of
Health as a home health care agency.

PART 41. FAMILY SUPPORT SERVICES

317:30-5-410. Home and Community-Based Services Waivers for
persons with mental retardation an intellectual disability
or certain persons with related conditions
(a) The Oklahoma Health Care Authority (OHCA) administers
Home and Community-Based Services (HCBS) Waivers for
persons with mental retardation an intellectual disability
and certain persons with related conditions that are
operated by the Oklahoma Department of Human Services
(OKDHS) Developmental Disabilities Services Division
(DDSD). Each waiver allows payment for family support
services as defined in the waiver approved by the Centers
for Medicare and Medicaid Services (CMS). Waiver services:

(1) when utilized with services normally covered by
SoonerCare, other generic services, and natural supports
provide for health and developmental needs of members
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who otherwise would not be able to live in a home or
community setting;
(2) are provided with the goal of promoting independence
through strengthening the member's capacity for self-
care and self-sufficiency;
(3) are centered on the needs and preferences of the
member and support the integration of the member within
his/her community; and
(4) do not include room and board. The costs associated
with room and board must be met by the member.

(b) The DDSD case manager develops the Individual Plan (IP)
and Plan of Care (Plan) per OAC 340:100-5-53. The IP
contains descriptions of the services provided,
documentation of the amount, frequency and duration of the
services, and types of service providers.

(1) Services:
(A) are authorized per OAC 340:100-3-33 and 100-3-
33.1.
(B) provided prior to the development of the IP or
not included in the IP are not compensable. The Plan
may not be backdated;
(C) may be provided on an emergency basis when
approved by the area manager or designee. The plan
must be revised to reflect the additional services;
and
(D) are provided by qualified provider entities
contracted with the OHCA.

(2) Members have freedom of choice of providers and in
the selection of HCBS or institutional services.

PART 43. AGENCY COMPANION, SPECIALIZED FOSTER CARE, DAILY
LIVING SUPPORTS, GROUP HOMES, AND COMMUNITY TRANSITION

SERVICES

317:30-5-420. Home and Community-Based Services Waivers for
persons with mental retardation an intellectual disability
or certain persons with related conditions

The Oklahoma Health Care Authority (OHCA) administers
Home and Community-Based Services (HCBS) Waivers for
persons with mental retardation an intellectual disability
and certain persons with related conditions that are
operated by the Oklahoma Department of Human Services
Developmental Disabilities Services Division (DDSD). The
Community Waiver and Homeward Bound Waiver allow payment
for residential supports as defined in the waiver approved
by the Centers for Medicare and Medicaid Services (CMS).
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317:30-5-423. Coverage limitations
(a) Coverage limitations for residential supports for
members with mental retardation an intellectual disability
are:

(1) Description: agency companion services (ACS); Unit:
one day; Limitation: 366 units per year;
(2) Description: specialized foster care (SFC); Unit:
one day; Limitation: 366 units per year;
(3) Description: daily living supports (DLS); Unit: one
day; Limitation: 366 units per year; and
(4) Description: group home services; Unit: one day;
Limitation: 366 units per year.

(b) Members may not receive ACS, SFC, DLS and group home
services at the same time.
(c) Community transition services (CTS) are limited to
$2,400 per eligible member.

(1) CTS is limited to one transition over the member's
lifetime. If the member's situation changes after
receipt of CTS and hospitalization or readmission to an
intermediate care facility for the mentally retarded
(ICF/MR) is necessary, CTS is not authorized upon
transition back into the community.
(2) Members moving into a group home, SFC, or ACS
arrangement in the companion's home are not eligible to
receive CTS.

PART 51. HABILITATION SERVICES

317:30-5-480. Home and Community-Based Services for persons
with mental retardation an intellectual disability or
certain persons with related conditions

The Oklahoma Health Care Authority (OHCA) administers
Home and Community-Based Services (HCBS) Waivers for
persons with mental retardation intellectual disabilities
or certain persons with related conditions that are
operated by the Oklahoma Department of Human Services
Developmental Disabilities Services Division (DDSD). Each
waiver allows Medicaid compensable services provided to
persons who are:

(1) medically and financially eligible; and
(2) not covered through the OHCA's SoonerCare program.

PART 53. SPECIALIZED FOSTER CARE

317:30-5-495. Home and Community-Based Services Waivers for
persons with mental retardation an intellectual disability
or certain persons with related conditions
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(a) Introduction to waiver services. The Oklahoma Health
Care Authority (OHCA) administers Home and Community-Based
Services (HCBS) Waivers for persons with mental retardation
an intellectual disability or certain persons with related
conditions that are operated by Oklahoma Department of
Human Services (OKDHS) Developmental Disabilities Services
Division (DDSD). The Community Waiver and Homeward Bound
Waiver allow payment for specialized foster care (SFC),
also known as specialized family care, as defined in the
waiver approved by Centers for Medicare and Medicaid
Services.
(b) Eligible providers. All SFC providers must:

(1) enter into contractual agreements with the OHCA to
provide HCBS for persons with mental retardation an
intellectual disability or certain persons with related
conditions;
(2) have an approved home profile per OAC 317:40-5-40;
(3) complete training per OAC 340:100-3-38;
(4) have the ability to implement the member's
Individual Plan (IP); and
(5) be emotionally and financially stable, in good
health, and of reputable character.

PART 55. RESPITE CARE

317:30-5-515. Home and Community-Based Services Waivers for
persons with mental retardation an intellectual disability
or certain persons with related conditions

The Oklahoma Health Care Authority administers Home and
Community-Based Services (HCBS) Waivers for persons with
mental retardation an intellectual disability or certain
persons with related conditions that are operated by the
Oklahoma Department of Human Services Developmental
Disabilities Services Division. Each waiver allows payment
for respite care as defined in the waiver approved by the
Centers for Medicare and Medicaid Services.

PART 59. HOMEMAKER SERVICES

317:30-5-535. Home and Community-Based Services Waiver for
persons with mental retardation an intellectual disability
or certain persons with related conditions
(a) Introduction to waiver services. The Oklahoma Health
Care Authority (OHCA) administers Home and Community-Based
Services (HCBS) Waivers for persons with mental retardation
an intellectual disability or certain persons with related
conditions that are operated by the Oklahoma Department of
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Human Services Developmental Disabilities Services
Division. Each waiver allows payment for homemaker or
homemaker respite services as defined in the waiver
approved by the Centers for Medicare and Medicaid Services.
(b) Eligible providers. All homemaker services providers
must enter into contractual agreements with the OHCA to
provide HCBS for persons with mental retardation an
intellectual disability or related conditions.

PART 85. ADVANTAGE PROGRAM WAIVER SERVICES

317:30-5-760. ADvantage program
The ADvantage Program is a Medicaid Home and Community

Based Services (HCBS) Waiver used to finance
noninstitutional long-term care services through Oklahoma's
Medicaid program for elderly and disabled individuals. To
receive ADvantage Program services, individuals must meet
the nursing facility (NF) level of care (LOC) criteria, be
age 65 years or older, or age 21 or older if physically
disabled and not developmentally disabled, or if
developmentally disabled and between the ages of 21 and 65,
not have mental retardation an intellectual disability or a
cognitive impairment related to the developmental
disability. ADvantage Program recipients members must be
Medicaid eligible. The number of recipients members of
ADvantage services is limited.

PART 101. TARGETED CASE MANAGEMENT SERVICES FOR PERSONS
WITH MENTAL RETARDATION AN INTELLECTUAL DISABILITY AND/OR

RELATED CONDITIONS

317:30-5-1011. Coverage by category
Payment is made for targeted case management service as

set forth in this Section.
(1) Adults. Payment is made for services to persons
with mental retardation an intellectual disability
and/or related conditions as follows:

(A) The target group for Developmental Disabilities
Services Division Targeted Case Management (DDSDTCM)
services are Medicaid eligible individuals:

(i) served by the Home and Community Based Waivers
operated by the Department of Human
Services/Developmental Disabilities Services
Division (DHS/DDSD); or
(ii) residing in institutions who:

(I) have requested Home and Community Based
Waiver services operated by DHS/DDSD, and
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(II) receive targeted case management services
during a transition period not to exceed 180
consecutive days immediately prior to entering
the Waiver; or

(iii) who are being assessed for admission to the
Home and Community Based Waiver operated by
DHS/DDSD.

(B) Targeted case management services may be provided
when the client, the client’s family as appropriate,
the client’s legal representative and case manager
have worked together to achieve a plan.

(2) Children. Services for children are the same as for
adults.
(3) Individuals eligible for Part B of Medicare. Case
Management Services provided to Medicare eligible
recipients are filed directly with the fiscal agent.

PART 108. NUTRITION SERVICES

317:30-5-1076. Coverage by category
Payment is made for Nutritional Services as set forth in

this section.
(1) Adults. Payment is made for six hours of medically
necessary nutritional counseling per year by a licensed
registered dietician. All services must be prescribed
by a physician, physician assistant, advanced practice
nurse, or nurse midwife and be face to face encounters
between a licensed registered dietitian and the member.
Services must be expressly for diagnosing, treating or
preventing, or minimizing the effects of illness.
Nutritional services for the treatment of obesity is not
covered unless there is documentation that the obesity
is a contributing factor in another illness.
(2) Children. Payment is made for medically necessary
nutritional counseling as described above for adults.
Nutritional services for the treatment of obesity may be
covered for children as part of the EPSDT benefit.
Additional services which are deemed medically necessary
and allowable under federal regulations may be covered
by the EPSDT benefit found at 317:30-3-65 and 317:30-3-
65.11.
(3) Home and Community Based Waiver Services for the
Mentally Retarded Intellectually Disabled. All
providers participating in the Home and Community Based
Waiver Services for the Mentally Retarded intellectually
disabled program must have a separate contract with OHCA
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to provide Nutrition Services under this program. All
services are specified in the individual's plan of care.
(4) Individuals eligible for Part B of Medicare.
Payment is made utilizing the Medicaid allowable for
comparable services. Services which are not covered
under Medicare should be billed directly to OHCA.
(5) Obstetrical patients. Payment is made for a maximum
of six hours of medically necessary nutritional
counseling per year by a licensed registered dietitian
for members at risk for or those who have been recently
diagnosed with gestational diabetes. The initial
consultation may be in a group setting for a maximum of
two hours of class time. Thereafter, four hours of
nutritional counseling by a licensed registered
dietitian may be provided to the individual if deemed
medically necessary, which may include a post-partum
visit, typically done at 6 weeks after delivery. All
services must be prescribed by a physician, physician
assistant, advanced practice nurse or a nurse midwife
and be face-to-face between a licensed registered
dietitian and the member(s). Services must be solely
for the prevention, diagnosis, or treatment of
gestational diabetes.
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 STATE OF OKLAHOMA 
 OKLAHOMA HEALTH CARE AUTHORITY 
 
 
TO:  Tywanda Cox 
  Policy Development 
 
From:  LeKenya Samilton 
 
SUBJECT: Rule Impact Statement 
  APA WF # 11-04 A,B,C,D 
 
 A. Brief description of the purpose of the rule:  
    

OHCA rules are revised to change language in policy that 
references "mental retardation" to "intellectual 
disabilities".  Revisions are necessary to comply with 
federal regulation Public Law 111-256(Rosa's Law) that 
replaces the term mental retardation with intellectual 
disability, in federal education, health and labor laws. 
OHCA rules are revised to change language in pole 
 

 B. A description of the classes of persons who most likely will 
be affected by the proposed rule, including classes that will 
bear the cost of the proposed rule, and any information on 
cost impacts received by the agency from any private or 
public entities: 

     
  The classes of persons most affected by this rule will be 

SoonerCare members who are diagnosed as mentally retarded. 
These individuals will be referenced as having an 
intellectual disability, which is a less offensive term.  

 
 C. A description of the classes of persons who will benefit from 

the proposed rule:   
    
  The persons who will most likely benefit from the proposed 

rule are SoonerCare members who have been diagnosed with 
intellectual disabilities.  

 
 D. A description of the probable economic impact of the proposed 

rule upon the affected classes of persons or political 
subdivisions, including a listing of all fee changes and, 
whenever possible, a separate justification for each fee 
change: 

 
  There is no probable economic impact of the proposed rule 

upon any classes of persons or political subdivisions. 
 
 E. The probable costs and benefits to the agency and to any 

other agency of the implementation and enforcement of the 
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proposed rule, the source of revenue to be used for 
implementation and enforcement of the proposed rule, and any 
anticipated affect on state revenues, including a projected 
net loss or gain in such revenues if it can be projected by 
the agency:   

   
  There is no budgetary impact as a result of this rule. 
  
 F. A determination of whether implementation of the proposed 

rule will have an economic impact on any political 
subdivisions or require their cooperation in implementing or 
enforcing the rule: 

 
  The proposed rule will not have an economic impact on any 

political subdivision or require their cooperation in 
implementing or enforcing the rule.   

 
 G. A determination of whether implementation of the proposed 

rule will have an adverse effect on small business as 
provided by the Oklahoma Small Business Regulatory 
Flexibility Act: 

 
  The proposed rule will not have an adverse effect on small 

businesses as provided by the Oklahoma Small Business 
Regulatory Flexibility Act.  

 
 H. An explanation of the measures the agency has taken to 

minimize compliance costs and a determination of whether 
there are less costly or nonregulatory methods or less 
intrusive methods for achieving the purpose of the proposed 
rule:  

 
  There agency has taken measures to determine that there is no 

less costly or non-regulatory method or less intrusive method 
for achieving the purpose of the proposed rule. 

 
 I. A determination of the effect of the proposed rule on the 

public health, safety and environment and, if the proposed 
rule is designed to reduce significant risks to the public 
health, safety and environment, an explanation of the nature 
of the risk and to what extent the proposed rule will reduce 
the risk: 

 
  The proposed rule should have no effect on the public health, 

safety, or environment. 
 
 J. A determination of any detrimental effect on the public 

health, safety and environment if the proposed rule is not 
implemented: 

 
  The agency does not anticipate any detrimental effects on the 
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public health, safety, or environment. 
 

K.  The date the rule impact statement was prepared and if 
 modified, the date modified: 

 
  This rule impact statement was prepared on October 10, 2011. 
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AGENCY RULE REPORT

1. Date Notice Was Published in Oklahoma Register:
January 18, 2012 through February 16, 2012

2. Agency Name/Address:
Oklahoma Health Care Authority
2401 N.W. 23rd St. Suite 1A
Oklahoma City, Oklahoma 73107

3. Title and Number of Rule(s):
Title 317: Oklahoma Health Care Authority
Chapter 35. Medical Assistance For Adults And Children-
Eligibility
Subchapter 9. ICF/MR, HCBW/MRID, and Individuals Age 65 or
Older In Mental Health Hospitals
Part 1. Services
317:35-9-1. [AMENDED]
317:35-9-5. [AMENDED]
Part 3. Application Procedures
317:35-9-25. [AMENDED]
Part 5. Determination of Medical Eligibility for ICF/MR,
HCBW/MRID, and Individuals Age 65 or Older In Mental Health
Hospitals
317:35-9-45. [AMENDED]
317:35-9-48.1 [AMENDED]
317:35-9-49 [AMENDED]
Part 11. Payment, Billing, and Other Administrative
Procedures
317:35-9-97. [AMENDED]
Subchapter 10. Other Eligibility Factors for Families With
Children And Pregnant Women
Part 5. Income
317:35-10-38. [AMENDED]
Subchapter 15. Personal Care Services
317:35-15-1. [AMENDED]
Subchapter 19. Nursing Facility Services
317:35-19-3. [AMENDED]
317:35-19-8. [AMENDED]
317:35-19-9. [AMENDED]
(Reference APA WF # 11-04B)

4. Statutory Authority for Rule:
The Oklahoma Health Care Authority Board; Then Oklahoma
Health Care Authority Act, Section 5003 through 5016 of Title
63 of Oklahoma Statutes; Public Law 111-256

5. Brief Summary of Content of Adopted Rule(s):
OHCA rules are revised to change language in policy that
references "mental retardation" to "intellectual
disabilities". Revisions are necessary to comply with Public
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Law 111-256 (Rosa's Law) that replaces the term mental
retardation with intellectual disability, in federal
education, health and labor laws.

6. Statement Explaining need for the Adopted Rule:
The Agency finds that a compelling public interest exists
which necessitates promulgation of permanent rules and
requests approval of rule revisions to amend policy to change
language in policy that references "mental retardation" to
"intellectual disabilities". Revisions are necessary to
comply with Public Law 111-256 (Rosa's Law).

7. Date/Location of meeting at which rules were adopted:
March 8, 2012
Oklahoma Health Care Authority
2401 N.W. 23rd St. Suite 1A
Oklahoma City, Oklahoma 73107

8. Summary of comments and explanation of changes or lack of any
change made in the adopted rule as a result of testimony
received at public hearings or any oral or written comments
received prior to the adoption of the rule:
A public hearing was held February 22, 2012. A public hearing
was held February 22, 2012. A written comment was received
asking reason why the rule did not rename ICF/IMR facilities
to comply with Rosa’s Law. It was explained that the ICF/IMR
classification has not been changed at the Federal level so
the Health Care Authority will not be making the change until
it is made at the Federal level. No comments were presented
at the public hearing.

9. List Persons or organizations who appeared or registered for
or against the adopted rule at any public hearing held by the
agency or those who have commented in writing before or after
the hearing:
Diane Spear, OKDHS/DDSD

10. Rule Impact Statement:
See Attached

11. An incorporation by reference statement if the rule
incorporates a set of rules from a body outside the state,
such as a national code:
Not applicable

12. The members of the governing board of the agency adopting the
rules and the recorded vote of each:
Lyle Roggow Aye
Tony Armstrong Aye
George Miller Aye
Carol Robison Aye
Melvin McVay Jr. Aye
Ed McFall Aye
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Ann Bryant Aye
13. Any other information requested by the Governor:

SUPERSEDED EMERGENCY ACTIONS:
Superseded rules:

N/A
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TITLE 317. OKLAHOMA HEALTH CARE AUTHORITY
CHAPTER 35. MEDICAL ASSISTANCE FOR ADULTS AND CHILDREN-

ELIGIBILITY
SUBCHAPTER 9. ICF/MR, HCBW/MRID, AND INDIVIDUALS AGE 65 OR

OLDER IN MENTAL HEALTH HOSPITALS
PART 1. SERVICES

317:35-9-1. Overview of long-term medical care services;
relationship to QMB, SLMB, and other Medicaid services
eligibility, and spenddown calculation
(a) Long Term Medical Care Services. Long-term medical
care for the categorically needy includes care in a nursing
facility (refer to OAC 317:35-19), public and private
intermediate care facility for the mentally retarded (refer
to this subchapter), persons age 65 years or older in
mental health hospitals (refer to this subchapter), Home
and Community Based Waiver Services for the Mentally
Retarded Intellectually Disabled (refer to this
subchapter), and Home and Community Based Waiver Services
for frail elderly and a targeted group of adults with
physical disabilities age 21 and over who have not been
determined to have a developmental disability, mental
retardation an intellectual disability or a related
condition (refer to OAC 317:35-17). Personal Care provides
services in the own home for categorically needy
individuals (refer to OAC 317:35-15). Any time an
individual is certified as eligible for Medicaid coverage
of long-term care, the individual is also eligible for
other Medicaid services. Another application or additional
spenddown computation is not required. Spenddown is
applied to the first long-term care claim filed. Any time
an aged, blind or disabled individual is determined
eligible for long-term care, a separate determination must
be made to see if eligibility conditions as a Qualified
Medicare Beneficiary (QMB) or Specified Low-Income Medicare
Beneficiary (SLMB) are met. Another application for QMB or
SLMB benefits is not required. Any spenddown computed for
long-term care is not applicable to QMB or SLMB coverage.
(b) Medicaid recovery. The State of Oklahoma operates a
Medicaid Recovery program to recover for services
identified in OAC 317:35-9-15. Recovery can be
accomplished in two ways: liens against real property or
claims made against estates.

317:35-9-5. Home and Community - Based Services (HCBS)
Waivers for persons with intellectual disabilities (mental
retardation) or certain persons with related conditions
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(a) Home and Community Based Services (HCBS) Waivers for
persons with intellectual disabilities (mental retardation)
or certain persons with related conditions are operated by
the Oklahoma Department of Human Services (OKDHS)
Developmental Disabilities Services Division (DDSD) per OAC
317:40-1-1. Oklahoma's Medicaid agency, the Oklahoma Health
Care Authority (OHCA), provides oversight of Waiver
operation. HCBS Waivers allow the OHCA to offer certain
home and community based services to categorically needy
members who, without such services, would be eligible for
care in an Intermediate Care Facility for persons with
Mental Retardation (ICF/MR).
(b) Members receiving HCBS Waiver services per OAC 317:40-
1-1 are subject to HCBS Waiver service conditions (1)-(11)
of this subsection. The rules in this subsection shall not
be construed as a limitation of the rights of class members
set forth in the Second Amended Permanent Injunction in
Homeward Bound vs. The Hissom Memorial Center.

(1) HCBS Waiver services are subject to annual
appropriations by the Oklahoma Legislature.
(2) DDSD must limit the utilization of the HCBS Waiver
services based on:

(A) the federally-approved member capacity for the
individual HCBS Waivers; and
(B) the cost effectiveness of the individual HCBS
Waivers as determined according to federal
requirements; and

(3) DDSD must limit enrollment when utilization of
services under the HCBS Waiver programs is projected to
exceed the spending authority.
(4) Members receiving Waiver services must have full
access to State plan services for which they are
eligible including Early and Periodic Screening,
Diagnosis and Treatment (EPSDT) services when children
participate in a Waiver.
(5) A member's room and board expenses may not be paid
through a Waiver. Room and board expenses must be met
from member resources or through other sources.
(6) A member must require at least one Waiver service
per month or monthly case management monitoring in order
to function in the community.
(7) Waiver services required by a member must be
documented in advance of service delivery in a written
plan of care.
(8) Members exercise freedom of choice by choosing
Waiver services instead of institutional services.
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(9) Members have the right to freely select from among
any willing and qualified provider of Waiver services.
(10) The average costs of providing Waiver and non-
Waiver SoonerCare services must be no more costly than
the average costs of furnishing institutional (and other
SoonerCare state plan) services to persons who require
the same level of care.
(11) Members approved for services provided in a
specific Waiver must be afforded access to all necessary
services offered in the specific Waiver if the member
requires the service.

PART 3. APPLICATION PROCEDURES

317:35-9-25. Application for ICF/MR, HCBW/MR HCBW/ID, and
persons aged 65 or over in mental health hospitals.
(a) Application procedures for long-term medical care. An
application for these types of services consists of the
Medical Assistance Application. The Medical Assistance
Application is signed by the patient, parent, spouse,
guardian or someone else acting on the patient's behalf.

(1) All conditions of eligibility must be verified and
documented in the case record. When current information
already available in the local office establishes
eligibility, such information may be used by recording
source and date of information. If the applicant also
wishes to apply for a State Supplemental Payment, either
the applicant or his/her guardian must sign the
application form.
(2) At the request of an individual in an ICF/MR or
receiving Home and Community Based Waiver Services for
the Mentally Retarded Intellectually Disabled or the
community spouse, if application for Medicaid is not
being made, an assessment of the resources available to
each spouse is made by use of DHS Form MA-11, Assessment
of Assets. Documentation of resources must be provided
by the individual and/or spouse. This assessment
reflects all countable resources of the couple (owned
individually or as a couple) and establishes the spousal
share to be protected when subsequent determination of
Medicaid eligibility is made. A copy of Form MA-11 is
provided to each spouse for planning in regard to future
eligibility. A copy is retained in the county office in
case of subsequent application.
(3) If assessment by Form MA-11 was not done at the time
of entry into the ICF/MR or HCBW/MR HCBW/ID services,
assessment by use of Form MA-11 must be done at the time
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of application for Medicaid. The spousal share of
resources is determined in either instance for the month
of entry into the ICF/MR or HCBW/MR HCBW/ID services.
If the individual applies for Medicaid at the time of
entry into the ICF/MR or HCBW/MR HCBW/ID services, Form
MA-11 is not appropriate. However, the spousal share
must be determined using the resource information
provided on the Medicaid application form and computed
using DHS Form MA-12, Title XIX Worksheet.

(b) Date of application. When application is made in the
county office the date of application is the date the
applicant or someone acting on his/her behalf signs the
application form. When the application is initiated
outside the county office, the date of application is the
date the application is stamped into the county office.
When a request for Medicaid is first made by an oral
request, and the application form is signed later, the date
of the oral request is entered in "red" above the date the
form is signed. The date of the oral request is the date
of application.

PART 5. DETERMINATION OF MEDICAL ELIGIBILITY FOR
ICF/MR, HCBW/MRID, AND INDIVIDUALS AGE 65 OR OLDER

IN MENTAL HEALTH HOSPITALS

317:35-9-45. Determination of medical eligibility for care
in a private Intermediate Care Facility for Persons with
Mental Retardation
(a) Pre-approval of medical eligibility. Pre-approval of
medical eligibility for private ICF/MR care is based on
level of care requirements per OAC 317:30-5-122. Pre-
approval is not necessary for individuals with a severe or
profound intellectual disability (mental retardation).
Pre-approval is made by Oklahoma Health Care Authority
(OHCA) Level of Care Evaluation Unit (LOCEU) analysts.
(b) Application for ICF/MR services. Within 30 calendar
days after services begin, the facility must submit:

(1) the original of the ICF/MR Level of Care Assessment
form (LTC-300) to LOCEU. Required attachments include:

(A) Current (within 90 days of requested approval
date) medical information signed by a physician.
(B) A current (within 12 months of requested approval
date) psychological evaluation by a licensed
Psychologist or State staff supervised by a licensed
Psychologist. The evaluation must include
intelligence testing that yields a full-scale
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intelligence quotient, a full-scale functional or
adaptive assessment, as well as the age of onset.
(C) A copy of the pertinent section of the Individual
Plan or other appropriate documentation relative to
the ICF/MR admission and the need for ICF/MR level of
care.
(D) A statement that the member is not an imminent
threat of harm to self or others (i.e., suicidal or
homicidal).

(2) If pre-approval was determined by LOCEU and the
above information is received, medical approval will be
entered on an electronic medical case list known as
MEDATS. Pre-approval is not needed for individuals with
a severe or profound intellectual disability (mental
retardation).

(c) Categorical relationship. Categorical relationship
must be established for determination of eligibility for
long-term medical care. If categorical relationship has
not already been established, the proper forms and medical
information are submitted to LOCEU. (Refer to OAC 317:35-
5-4). In such instances LOCEU will render a decision on
categorical relationship using the same definition as used
by the with SSA. A follow-up is required by the OKDHS
social worker with the SSA to be sure that their disability
decision agrees with the decision of LOCEU.
(d) Medical eligibility for ICF/MR services.

(1) Individuals must require active treatment per 42 CFR
483.440.
(2) Individuals must have a diagnosis of intellectual
disability (mental retardation) or a related condition
based on level of care requirements per OAC 317:30-5-122
and results of a current comprehensive psychological
evaluation by a licensed Psychologist or State staff
supervised by a licensed Psychologist.

(A) Per the Diagnostic and Statistical Manual of
Mental Disorders, intellectual disability (mental
retardation) is a condition characterized by a
significantly sub-average general intellectual
functioning existing concurrently with deficits in
adaptive behavior and originating before 18 years of
age.
(B) Per 42 CFR 435.1010, persons with related
conditions means individuals who have a severe,
chronic disability that meets the following
conditions:

(i) It is attributable to cerebral palsy or
epilepsy; or
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(ii) it is attributable to any other condition,
other than mental illness, found to be closely
related to intellectual disability (mental
retardation) because this condition results in
impairment of general intellectual functioning or
adaptive behavior similar to that of persons with
intellectual disability (mental retardation) and
requires treatment or services similar to those
required for these persons.
(iii) It is manifested before the person reaches
age 22.
(iv) It is likely to continue indefinitely.
(v) It results in substantial functional
limitations in three or more areas of major life
activity per OAC 317:30-5-122.

(C) Conditions closely related to intellectual
disability (mental retardation) include, but are not
limited to the following:

(i) autism or autistic disorder, childhood
disintegrative disorder, Rett syndrome and
pervasive developmental disorder, not otherwise
specified (only if "typical autism");
(ii)severe brain injury (acquired brain injury,
traumatic brain injury, stroke, anoxia,
meningitis);
(iii) fetal alcohol syndrome;
(iv) chromosomal disorders (Down syndrome, fragile
x syndrome, Prader-Willi syndrome);and
(v) other genetic disorders (Williams syndrome,
spina bifida, phenylketonuria).

(D) The following diagnoses do not qualify as
conditions related to intellectual disability (mental
retardation). Nevertheless, a person with any of
these conditions is not disqualified if there is a
simultaneous occurrence of a qualifying condition:

(i) learning disability;
(ii) behavior or conduct disorders;
(iii) substance abuse;
(iv) hearing impairment or vision impairment;
(v) mental illness that includes psychotic
disorders, adjustment disorders, reactive
attachment disorders, impulse control disorders,
and paraphilias;
(vi) borderline intellectual functioning,
developmental disability that does not result in
an intellectual impairment, developmental delay or
"at risk" designations;
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(vii) physical problems (such as multiple
sclerosis, muscular dystrophy, spinal cord
injuries and amputations);
(viii) medical health problems (such as cancer,
acquired immune deficiency syndrome and terminal
illnesses);
(ix) milder autism spectrum disorders (such as
Asperger's disorder and pervasive developmental
disorder not otherwise specified if not "atypical
autism");
(x) neurological problems not associated with
intellectual deficits (such as Tourette's
syndrome, fetal alcohol effects and non-verbal
learning disability);or
(xi) mild traumatic brain injury (such as minimal
brain injury and post-concussion syndrome).

317:35-9-48.1 Determining ICF/MR institutional level of
care for TEFRA children

In order to determine level of care for TEFRA children:
(1) The child must be age 18 years or younger and
expected to meet the following criteria for at least 30
days.

(A) Applicants under age three must:
(i) have a diagnosis of a developmental
disability; and
(ii) have been evaluated by the SoonerStart Early
Intervention Program and found to have severe
dysfunctional deficiencies with findings of at
least two standard deviations in at least two
developmental areas.

(B) Applicants age three years and older must:
(i) have a diagnosis of mental retardation an
intellectual disability or a developmental
disability; and
(ii) have received a psychological evaluation by a
licensed psychologist or school psychologist
certified by the Oklahoma Department of Education
(ODE) within the last 12 months. The evaluation
must include intelligence testing that yields a
full-scale intelligence quotient, and a full-scale
functional or adaptive assessment that yields a
composite functional age. Eligibility for TEFRA
ICF/MR level of institutional care requires an IQ
of 75 or less, and a full-scale functional
assessment (Vineland or Battelle) indicating a
functional age composite that does not exceed 50%
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of the child's chronological age. In no case
shall eligibility be granted for a functional age
greater than eight years.

(2) Psychological evaluations required for children who
are approved for TEFRA under ICF/MR level of care.
Children under age six will be required to undergo a
full psychological evaluation, including both
intelligence testing and adaptive/functional assessment,
by a licensed psychologist or school psychologist
certified by the ODE, at age three and again at age six
to ascertain continued eligibility for TEFRA under the
ICF/MR level of institutional care. The psychological
evaluation must be completed and submitted to the LOCEU
no later than 90 days following the child's third and
sixth birthday.

317:35-9-49. Determination of medical eligibility for Home
and Community Based Waiver Services for the Mentally
Retarded Intellectually Disabled

Determinations of medical eligibility for Home and
Community Based Waiver Services for the Mentally Retarded
(HCBW/MR) Intellectually Disabled (HCBW/ID) is made through
referral to the DHS DDSD case manager.

(1) Referral. If the county receives an application,
Form K-13 is forwarded to the DDSD case manager, who is
responsible for securing a HCBW/MR HCBW/ID medical
determination and a disability decision, if needed.
(2) Initial request. If the initial request is through
DDSD, Form K-13 is forwarded to the county for
completing the application process.
(3) Plan of care packet. The DDSD case manager submits
the necessary information to LOCEU for medical
determination and a disability decision if needed.
(4) County notification. LOCEU notifies the county and
DDSD case manager of determination by updating the
MEDATS file.
(5) Procedures for an individual returning home. If
referral is from a public ICF/MR for an individual
returning to the home, the DDSD case manager forwards to
the worker the medical eligibility determination for
HCBW/MR HCBW/ID along with the latest application form
and redetermination of eligibility form used to
determine eligibility for institutional care. A new
application will not be required. A case number will be
assigned retaining the application date, certification
date and redetermination of eligibility date.
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(6) Determination of continued eligibility for HCBW/MR
HCBW/ID. The case manager is responsible for assuring
that the individual's needs are re-evaluated and that
recertification is established annually. Determination
of continued medical eligibility is not necessary unless
there is a significant change in the client=s condition.
The DDSD cases manager will notify LOCEU if this is the
case.

PART 11. PAYMENT, BILLING, AND OTHER ADMINISTRATIVE
PROCEDURES

317:35-9-97. Payment for Home and Community Based Waiver
services for the Mentally Retarded (HCBW/MR) Intellectually
Disabled (HCBW/ID)

Payment is made to HCBW/MR HCBW/ID providers who have
been certified as eligible to provide such services by the
DHS Developmental Disabilities Services Division (DDSD).
Certification is made after the provider has completed
required training or meets the State licensing requirements
for that medical discipline. Each provider must enter into
a contract to provide HCBW/MR HCBW/ID services. Payment is
made on a procedure-based reimbursement methodology for each
service. All services must be preauthorized before payment
can be made.

SUBCHAPTER 10. OTHER ELIGIBILITY FACTORS FOR FAMILIES WITH
CHILDREN AND PREGNANT WOMEN

PART 5. INCOME

317:35-10-38. Temporary absence from the home.
An individual who is temporarily absent from the home

for the purpose of receiving training or education for
employment, certain medical services, etc., may be
considered part of the benefit group.

(1) Individuals temporarily absent from the home,
receiving training or education for employment are
considered part of the benefit group during the period
of time the training or educational activities are
taking place.
(2) Children temporarily absent from the home to attend
boarding school are considered part of the benefit group
during the school term.
(3) Individuals temporarily absent from the home because
of entrance into a private facility for counseling,
rehabilitation, behavioral problems or special training,
etc., are considered part of the benefit group. If care
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is projected for a period exceeding 90 days, the absence
is not considered temporary. At any time an absence is
determined as not temporary or no longer temporary, the
needs of the individual cannot be included in the
benefit group.
(4) Individuals temporarily absent from the home for
medical services, other than institutionalization for
treatment of mental illness, mental retardation
intellectual disability, or tuberculosis, are considered
part of the benefit group for up to six months. Six-
month extensions may be allowed when the worker's
verification indicates the individual may return to the
home within the next six months.

SUBCHAPTER 15. PERSONAL CARE SERVICES

317:35-15-1. Overview of long-term medical care services;
relationship to QMBP, SLMB and other SoonerCare services
and eligibility

Long-term medical care for the categorically needy
includes care in a nursing facility (refer to OAC 317:35-
19), public and private intermediate care facility for the
mentally retarded (refer to OAC 317:35-9), persons age 65
years or older in mental health hospitals (refer to OAC
317:35-9), Home and Community Based Waiver Services for the
Mentally Retarded Intellectually Disabled (refer to OAC
317:35-9), Home and Community Based Waiver Services for the
ADvantage program (refer to OAC 317:35-17), and Personal
Care services (refer to this subchapter). Personal Care
provides services in the member's own home. Any time an
individual is certified as eligible for SoonerCare coverage
of long-term care, the individual is also eligible for
other SoonerCare services. Another application is not
required. Any time an aged, blind or disabled individual
is determined eligible for long-term care, a separate
determination must be made to see if eligibility conditions
as a Qualified Medicare Beneficiary (QMB) or Specified Low-
Income Medicare Beneficiary (SLMB) are met. Another
application for QMB or SLMB benefits is not required.

SUBCHAPTER 19. NURSING FACILITY SERVICES

317:35-19-3. Services in a Nursing Facility (NF)
(a) Nursing facility services are those services furnished
pursuant to a physician's orders which require the skills
of technical or professional personnel, e.g., registered
nurses, licensed practical nurses, physical therapists,
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occupational therapists, speech pathologists or
audiologists. The care is provided by nursing facilities
licensed under state law to provide, on a regular basis,
health related care and services to individuals who do not
require hospitalization but whose physical or mental
condition requires care and services above the level of
room and board which can be made available to them only
through a nursing facility. To be eligible for nursing
facility services, the UCAT demonstrates the individual
must:

(1) require a treatment plan involving the planning and
administration of services which require skills of
licensed technical or professional personnel that are
provided directly or under the supervision of such
personnel and are prescribed by the physician;
(2) have a physical impairment or combination of
physical and mental impairments;
(3) require professional nursing supervision
(medication, hygiene and dietary assistance);
(4) lack the ability to care for self or communicate
needs to others; and
(5) require medical care and treatment in a nursing
facility to minimize physical health regression and
deterioration. A physician’s order and results from a
standardized assessment which evaluates type and degree
of disability and need for treatment must support the
individual’s need for NF level of care. Only
standardized assessments approved by the OHCA and
administered in accordance with Medicaid approved
procedures shall be used to make the NF level of care
determination.

(b) If the individual experiences mental illness or mental
retardation an intellectual disability or a related
condition, payment cannot be made for services in a nursing
facility unless the individual has been assessed through
the PASRR process and the appropriate MR or MI authority
has determined that nursing facility services are required.
If it is determined that the client also requires
specialized services, the state must provide or arrange for
the provision of such services. These determinations must
be made prior to the patient's admission to the nursing
facility. Payment cannot be made for an individual who is
in imminent danger of harm to self or others.
(c) Payment is made to licensed nursing facilities that
have agreements with the OHCA.
(d) Nursing facility clients are eligible for ADvantage
waiver services and must be informed by the LTC nurse of
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the ADvantage waiver and given the option to apply for
ADvantage services.

317:35-19-8. Pre-admission screening and resident review
(a) Federal Regulations govern the State's responsibility
for Preadmission Screening and Resident Review (PASRR) of
individuals with mental illness and mental retardation
intellectual disabilities. PASRR applies to the screening
or reviewing of all individuals for mental illness or
mental retardation intellectual disability or related
conditions who apply to or reside in Medicaid certified
nursing facilities regardless of the source of payment for
the nursing facility services and regardless of the
individual's or resident's known diagnoses. The NF must
independently evaluate the Level I PASRR Screen regardless
of who completes the form and determine whether or not to
admit an individual to the facility. If an individual is
admitted to the NF inappropriately, the NF is subject to
recoupment of Medicaid funds and penalties imposed by CMS.
Federal financial participation (FFP) may not be paid until
results of any needed PASRR Level II evaluations are
received. PASRR is a requirement for nursing facilities
with dually certified (both Medicare and Medicaid) beds.
There are no PASRR requirements for Medicare skilled beds
that are not dually certified, nor is PASRR required for
individuals seeking residency in an intermediate care
facility for the mentally retarded (ICF/MR).
(b) For Medicaid applicants, medical and financial
eligibility determinations are also required.

317:35-19-9. PASRR screening process
(a) Level I screen for PASRR.

(1) OHCA Form LTC-300R, Nursing Facility Level of Care
Assessment, must be completed by an authorized NF
official or designee. An authorized NF official or
designee must consist of one of the following:

(A) The nursing facility administrator or co-
administrator;
(B) A licensed nurse, social service director, or
social worker from the nursing facility; or
(C) A licensed nurse, social service director, or
social worker from the hospital.

(2) Prior to admission, the authorized NF official must
evaluate the properly completed OHCA Form LTC-300R and
the Minimum Data Set (MDS), if available, as well as all
other readily available medical and social information,
to determine if there currently exists any indication of
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mental illness (MI), mental retardation (MR)
intellectual disability (ID), or other related
condition, or if such condition existed in the
applicant's past history. Form LTC-300R constitutes the
Level I PASRR Screen and is utilized in determining
whether or not a Level II is necessary prior to allowing
the patient to be admitted.
(3) The nursing facility is responsible for determining
from the evaluation whether or not the patient can be
admitted to the facility. A "yes" response to any
question from Form LTC-300R, Section E, will require the
nursing facility to contact the Level of Care Evaluation
Unit (LOCEU) for a consultation to determine if a Level
II assessment is needed. The NF is also responsible for
consulting with the LOCEU regarding any MI/MR MI/ID
/related condition information that becomes known either
from completion of the MDS or throughout the resident's
stay. The original Form LTC-300R must be submitted to
the LOCEU by mail within 10 days of the resident's
admission. SoonerCare payment may not be made for a
resident whose LTC-300R requirements have not been
satisfied in a timely manner.
(4) Upon receipt and review of the PASRR eligibility
information packet, the LOCEU may, in coordination with
the Oklahoma Department of Human Services (OKHDS) area
nurse, re-evaluate whether a Level II PASRR assessment
may be required. If a Level II assessment is not
required, as determined by the LOCEU, the area nurse, or
nurse designee, documents this and continues with the
process of determining medical eligibility. If a Level
II is required, a medical decision is not made until the
area nurse is notified of the outcome of the Level II
assessment. The results of the Level II assessment are
considered in the medical eligibility decision. The
area nurse, or nurse designee, makes the medical
eligibility decision within ten working days of receipt
of the medical information when a Level II assessment is
not required. If a Level II assessment is required, the
area nurse makes the decision within five working days
if appropriate.

(b) Pre-admission Level II assessment for PASRR. The
authorized official is responsible for consulting with the
OHCA LOCEU in determining whether a Level II assessment is
necessary. The decision for Level II assessment is made by
the LOCEU.
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(1) Any one of the following three circumstances will
allow a patient to enter the nursing facility without
being subjected to a Level II PASRR assessment:

(A) The patient has no current indication of mental
illness or mental retardation an intellectual
disability or other related condition and there is no
history of such condition in the patient's past;
(B) The patient does not have a diagnosis of mental
retardation an intellectual disability or related
condition; or
(C) The patient has indications of mental illness or
mental retardation an intellectual disability or
other related condition, but is not a danger to self
and/or others, and is being released from an acute
care hospital as part of a medically prescribed
period of recovery (Exempted Hospital Discharge). If
an individual is admitted to an NF based on Exempted
Hospital Discharge, it is the responsibility of the
NF to ensure that the individual is either discharged
by the 30th day or that a Level II has been requested
and is in process. Exempted Hospital Discharge is
allowed only if all of the following three conditions
are met:

(i) The individual must be admitted to the NF
directly from a hospital after receiving acute
inpatient care at the hospital (not including
psychiatric facilities);
(ii) The individual must require NF services for
the condition for which he/she received care in
the hospital; and
(iii) The attending physician must certify before
admission to the facility that the individual is
likely to require less than 30 days of nursing
facility services. The nursing facility will be
required to furnish documentation to the OHCA upon
request.

(2) If the patient has current indications of mental
illness or mental retardation an intellectual disability
or other related condition, or if there is a history of
such condition in the patient's past, the patient cannot
be admitted to the nursing facility until the LOCEU is
contacted to determine if a Level II PASRR assessment
must be performed. Results of any Level II PASRR
assessment ordered must indicate that nursing facility
care is appropriate prior to allowing the patient to be
admitted.
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(3) The OHCA Level of Care Evaluation Unit authorizes
Advance Group Determinations for the MI and MR
Authorities in the categories listed in the following
categories listed in (A) through (C) of this paragraph.
Preliminary screening by the LOCEU should indicate
eligibility for nursing facility level of care prior to
consideration of the provisional admission.

(A) Provisional admission in cases of delirium. Any
person with mental illness, mental retardation an
intellectual disability or related condition who is
not a danger to self and/or others, may be admitted
to a Medicaid certified NF if the individual is
experiencing a condition that precludes screening,
i.e., effects of anesthesia, medication, unfamiliar
environment, severity of illness, or electrolyte
imbalance.

(i) A Level II evaluation is completed immediately
after the delirium clears. LOCEU must be provided
with written documentation by a physician that
supports the individual's condition which allows
provisional admission as defined in (i) of this
subparagraph.
(ii) Payment for NF services will not be made
after the provisional admission ending date. If
an individual is determined to need a longer stay,
the individual must receive a Level II evaluation
before continuation of the stay may be permitted
and payment made for days beyond the ending date.

(B) Provisional admission in emergency situations.
Any person with a mental illness, mental retardation
an intellectual disability or related condition, who
is not a danger to self and/or others, may be
admitted to a Medicaid certified nursing facility for
a period not to exceed seven days pending further
assessment in emergency situations requiring
protective services. The request for Level II
evaluation must be made immediately upon admission to
the NF if a longer stay is anticipated. LOCEU must
be provided with written documentation from Adult
Protective Services or the nursing facility which
supports the individual's emergency admission.
Payment for NF services will not be made beyond the
emergency admission ending date.
(C) Respite care admission. Any person with mental
illness, mental retardation an intellectual
disability or related condition, who is not a danger
to self and/or others, may be admitted to a Medicaid
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certified nursing facility to provide respite to in-
home caregivers to whom the individual is expected to
return following the brief NF stay. Respite care may
be granted up to 15 consecutive days per stay, not to
exceed 30 days per calendar year.

(i) In rare instances, such as illness of the
caregiver, an exception may be granted to allow 30
consecutive days of respite care. However, in no
instance can respite care exceed 30 days per
calendar year.
(ii) Respite care must be approved by LOCEU staff
prior to the individual's admission to the NF.
The NF provides the LOCEU with written
documentation concerning circumstances surrounding
the need for respite care, the date the individual
wishes to be admitted to the facility, and the
date the individual is expected to return to the
caregiver. Payment for NF services will not be
made after the respite care ending date.

(c) PASRR Level II resident review. The resident review is
used primarily as a follow-up to the pre-admission
assessment.

(1) The nursing facility's routine resident assessment
will identify those individuals previously undiagnosed
as MR intellectually disabled or MI. A new condition of
MR intellectual disabilities or MI must be referred to
LOCEU by the NF for determination of the need for the
Level II. The facility's failure to refer such
individuals for a Level II assessment may result in
recoupment of funds and/or penalties from CMS.
(2) A Level II resident review may be conducted the
following year for each resident of a nursing facility
who was found to experience a serious mental illness
with no primary diagnosis of dementia on his or her pre-
admission Level II to determine whether, because of the
resident's physical and mental condition, the resident
requires specialized services.
(3) A Level II resident review may be conducted for each
resident of a nursing facility who has mental illness or
mental retardation an intellectual disability or other
related condition when there is a significant change in
the resident's mental condition. If such a change
should occur in a resident's condition, it is the
responsibility of the nursing facility to have a
consultation with the LOCEU concerning the need to
conduct a resident review.
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(4) Individuals who were determined to have a serious
mental illness (as defined by CMS) on their last PASRR
Level II evaluation will receive a resident review at
least within one year of the previous evaluation.

(d) Results of pre-admission Level II assessment and
Resident Review. Through contractual arrangements between
the Oklahoma Health Care Authority and the Mental
Illness/Mental Retardation Authorities/Community Mental
Health Centers, individualized assessments are conducted
and findings presented in written evaluative reports. The
reports recommend if nursing facility services are needed,
if specialized services or less than specialized services
are needed, and if the individual meets the federal PASRR
definition of mental illness or mental retardation
intellectual disability or related conditions. Evaluative
reports are delivered to the OHCA's LOCEU within federal
regulatory and state contractual timelines to allow the
LOCEU to process formal, written notification to patient,
guardian, NF and significant others.
(e) Evaluation of pre-admission Level II or Resident Review
assessment to determine Medicaid medical eligibility for
long term care. The determination of medical eligibility
for care in a nursing facility is made by the area nurse
(or nurse designee) unless the individual has mental
retardation an intellectual disability or related condition
or a serious mental illness (as defined by CMS). The
procedures for obtaining and submitting information
required for a decision are outlined in this subsection.
When an active long term care patient enters the facility
and nursing care is being requested:

(1) The pre-admission screening process must be
performed and must allow the patient to be admitted.
(2) The facility will notify the local county office by
the OKDHS Form 08MA083E, Notification Regarding Patient
in a Nursing Facility, Intermediate Care Facility for
the Mentally Retarded or Hospice and Form 08MA084E,
Management of Recipient's Funds, of the member’s
admission.
(3) The local county office will send the NF the OKDHS
Form 08MA038E, Notice Regarding Financial Eligibility,
indicating actions that are needed or have been taken
regarding the member.
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 STATE OF OKLAHOMA 
 OKLAHOMA HEALTH CARE AUTHORITY 
 
 
TO:  Tywanda Cox 
  Policy Development 
 
From:  LeKenya Samilton 
 
SUBJECT: Rule Impact Statement 
  APA WF # 11-04 A,B,C,D 
 
 A. Brief description of the purpose of the rule:  
    

OHCA rules are revised to change language in policy that 
references "mental retardation" to "intellectual 
disabilities".  Revisions are necessary to comply with 
federal regulation Public Law 111-256(Rosa's Law) that 
replaces the term mental retardation with intellectual 
disability, in federal education, health and labor laws. 
OHCA rules are revised to change language in pole 
 

 B. A description of the classes of persons who most likely will 
be affected by the proposed rule, including classes that will 
bear the cost of the proposed rule, and any information on 
cost impacts received by the agency from any private or 
public entities: 

     
  The classes of persons most affected by this rule will be 

SoonerCare members who are diagnosed as mentally retarded. 
These individuals will be referenced as having an 
intellectual disability, which is a less offensive term.  

 
 C. A description of the classes of persons who will benefit from 

the proposed rule:   
    
  The persons who will most likely benefit from the proposed 

rule are SoonerCare members who have been diagnosed with 
intellectual disabilities.  

 
 D. A description of the probable economic impact of the proposed 

rule upon the affected classes of persons or political 
subdivisions, including a listing of all fee changes and, 
whenever possible, a separate justification for each fee 
change: 

 
  There is no probable economic impact of the proposed rule 

upon any classes of persons or political subdivisions. 
 
 E. The probable costs and benefits to the agency and to any 

other agency of the implementation and enforcement of the 
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proposed rule, the source of revenue to be used for 
implementation and enforcement of the proposed rule, and any 
anticipated affect on state revenues, including a projected 
net loss or gain in such revenues if it can be projected by 
the agency:   

   
  There is no budgetary impact as a result of this rule. 
  
 F. A determination of whether implementation of the proposed 

rule will have an economic impact on any political 
subdivisions or require their cooperation in implementing or 
enforcing the rule: 

 
  The proposed rule will not have an economic impact on any 

political subdivision or require their cooperation in 
implementing or enforcing the rule.   

 
 G. A determination of whether implementation of the proposed 

rule will have an adverse effect on small business as 
provided by the Oklahoma Small Business Regulatory 
Flexibility Act: 

 
  The proposed rule will not have an adverse effect on small 

businesses as provided by the Oklahoma Small Business 
Regulatory Flexibility Act.  

 
 H. An explanation of the measures the agency has taken to 

minimize compliance costs and a determination of whether 
there are less costly or nonregulatory methods or less 
intrusive methods for achieving the purpose of the proposed 
rule:  

 
  There agency has taken measures to determine that there is no 

less costly or non-regulatory method or less intrusive method 
for achieving the purpose of the proposed rule. 

 
 I. A determination of the effect of the proposed rule on the 

public health, safety and environment and, if the proposed 
rule is designed to reduce significant risks to the public 
health, safety and environment, an explanation of the nature 
of the risk and to what extent the proposed rule will reduce 
the risk: 

 
  The proposed rule should have no effect on the public health, 

safety, or environment. 
 
 J. A determination of any detrimental effect on the public 

health, safety and environment if the proposed rule is not 
implemented: 

 
  The agency does not anticipate any detrimental effects on the 

97



 

 
 
 3 

public health, safety, or environment. 
 

K.  The date the rule impact statement was prepared and if 
 modified, the date modified: 

 
  This rule impact statement was prepared on October 10, 2011. 
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 AGENCY RULE REPORT 
 
1.  Date Notice Was Published in Oklahoma Register: 

January 18, 2012 through February 16, 2012 
2.  Agency Name/Address: 

Oklahoma Health Care Authority 
2401 N.W. 23rd St. Suite 1A 
Oklahoma City, Oklahoma 73107 

3.  Title and Number of Rule(s): 
Title 317: Oklahoma Health Care Authority 
Chapter 40. Developmental Disabilities Services 
Subchapter 1. General Provisions 
317:40-1-1. [AMENDED] 
Subchapter 5. Member Services 
Part 11. Other Community Residential Supports 
317:40-5-152. [AMENDED] 
Subchapter 7. Employment Services Through Home And 
Community-Based Services Waivers 
317:40-7-4. [AMENDED] 
(Reference APA WF # 11-04C) 

4.  Statutory Authority for Rule:   
The Oklahoma Health Care Authority Board; Then Oklahoma 
Health Care Authority Act, Section 5003 through 5016 of Title 
63 of Oklahoma Statutes; Public Law 111-256  

5.  Brief Summary of Content of Adopted Rule(s): 
OHCA rules are revised to change language in policy that 
references "mental retardation" to "intellectual 
disabilities". Revisions are necessary to comply with Public 
Law 111-256 (Rosa's Law) that replaces the term mental 
retardation with intellectual disability, in federal 
education, health and labor laws.  

6.  Statement Explaining need for the Adopted Rule: 
The Agency finds that a compelling public interest exists 
which necessitates promulgation of permanent rules and 
requests approval of rule revisions to amend policy to change 
language in policy that references "mental retardation" to 
"intellectual disabilities". Revisions are necessary to 
comply with Public Law 111-256 (Rosa's Law).

7.  Date/Location of meeting at which rules were adopted: 
March 8, 2012 
Oklahoma Health Care Authority 
2401 N.W. 23rd St. Suite 1A 
Oklahoma City, Oklahoma 73107 

8.  Summary of comments and explanation of changes or lack of any 
change made in the adopted rule as a result of testimony 
received at public hearings or any oral or written comments 
received prior to the adoption of the rule: 
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A public hearing was held February 22, 2012. A written 
comment was received asking reason why the rule did not 
rename ICF/IMR facilities to comply with Rosa’s Law. It was 
explained that the ICF/IMR classification has not been 
changed at the Federal level so the Health Care Authority 
will not be making the change until it is made at the Federal 
level. No comments were presented at the public hearing. 

9.  List Persons or organizations who appeared or registered for 
or against the adopted rule at any public hearing held by the 
agency or those who have commented in writing before or after 
the hearing: 
Diane Spear, OKDHS/DDSD 

10. Rule Impact Statement: 
See Attached 

11. An incorporation by reference statement if the rule 
incorporates a set of rules from a body outside the state, 
such as a national code: 
Not applicable 

12. The members of the governing board of the agency adopting the 
rules and the recorded vote of each: 
Lyle Roggow      Aye 
Tony Armstrong     Aye 
George Miller     Aye 
Carol Robison     Aye 
Melvin McVay Jr.    Aye 
Ed McFall      Aye 
Ann Bryant      Aye 

13. Any other information requested by the Governor: 
SUPERSEDED EMERGENCY ACTIONS: 
Superseded rules: 
 N/A 
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TITLE 317. OKLAHOMA HEALTH CARE AUTHORITY
CHAPTER 40. DEVELOPMENTAL DISABILITIES SERVICES

SUBCHAPTER 1. GENERAL PROVISIONS

317:40-1-1. Home and Community-Based Services (HCBS)
Waivers for persons with intellectual disabilities (mental
retardation) or certain persons with related conditions
(a) Applicability. The rules in this Section apply to
services funded through Medicaid HCBS Waivers per OAC
317:35-9-5 and as defined in Section 1915(c) of the Social
Security Act. The specific waivers are the In-Home
Supports Waiver (IHSW) for Adults, the In-Home Supports
Waiver (IHSW) for Children, the Community Waiver, and the
Homeward Bound Waiver.
(b) Program provisions. Each individual requesting
services provided through a HCBS Waiver and his or her
family or guardian are responsible for:

(1) accessing, with the assistance of OKDHS staff, all
benefits available under Oklahoma's Medicaid State Plan
or other payment sources prior to accessing funding for
those same services under a HCBS Waiver program;
(2) cooperating in the determination of medical and
financial eligibility, including prompt reporting of
changes in income or resources; and
(3) choosing between services provided through a HCBS
Waiver and institutional care.

(c) Waiver Eligibility. To be eligible for Waiver
services, an applicant must meet the criteria established
in paragraph (1) of this Subsection and the criteria for
one of the Waivers established in Subparagraph (A), (B), or
(C) of this Subsection.

(1) Services provided through a HCBS Waiver are
available to Oklahoma residents meeting SoonerCare
eligibility requirements established by law, regulatory
authority, and policy within funding available through
State or Federal resources. To be eligible for and
receive services funded through any of the Waivers
listed in subsection (a) of this Section, a person must
meet conditions per OAC 317:35-9-5. The individual must
be determined financially eligible for SoonerCare per
OAC 317:35-9-68. The SoonerCare eligible individual may
not simultaneously be enrolled in any other Medicaid
Waiver program or receiving services in an institution
including a hospital, rehabilitation facility, mental
health facility, nursing facility, residential care
facility as described in Section 1-819 of Title 63 of
Oklahoma Statutes, or Intermediate Care facility for
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persons with mental retardation (ICF/MR). The
individual may not be receiving DDSD state-funded
services such as the Family Support Assistance Payment,
Respite Voucher Program, sheltered workshop services,
community integrated employment services, or assisted
living without waiver supports per OAC 340:100-5-22.2.
The individual must also meet other Waiver-specific
eligibility criteria.

(A) In-Home Supports Waivers. To be eligible for
services funded through the In-Home Supports Waiver
(IHSW), a person must:

(i) meet all criteria given in subsection (c) of
this Section; and
(ii) be determined to have a disability and a
diagnosis of intellectual disability (mental
retardation) by the Social Security Administration
(SSA); or
(iii) be determined to have a disability, and a
diagnosis of intellectual disability (mental
retardation) as defined in the Diagnostic and
Statistical Manual of Mental Disorders by the OHCA
Level of Care Evaluation Unit (LOCEU);
(iv) be three years of age or older;
(v) be determined by the OHCA/LOCEU to meet the
ICF/MR Institutional Level of Care requirements
per OAC 317:30-5-122;
(vi) reside in:

(I) the home of a family member or friend;
(II) his or her own home;
(III) an OKDHS Children and Family Services
Division (CFSD) foster home; or
(IV) a CFSD group home; and

(vii) have critical support needs that can be met
through a combination of non-paid, non-Waiver, and
SoonerCare resources available to the individual,
and with HCBS Waiver resources that are within the
annual per capita Waiver limit agreed between the
State of Oklahoma and the Centers for Medicare and
Medicaid Services (CMS).

(B) Community Waiver. To be eligible for services
funded through the Community Waiver, the person must:

(i) meet all criteria given in subsection (c) of
this Section;
(ii) be determined to have a disability and a
diagnosis of intellectual disability (mental
retardation) by the SSA; or
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(iii) have intellectual disability (mental
retardation) as defined in the Diagnostic and
Statistical Manual of Mental Disorders or a
related condition by the DDSD and to be covered
under the State's alternative disposition plan
adopted under Section 1919(e)(7)(E) of the Social
Security Act; or
(iv) be determined to have a disability and a
diagnosis of intellectual disability (mental
retardation) as defined in the Diagnostic and
Statistical Manual of Mental Disorders or the
OHCA/LOCEU; and
(v) be three years of age or older; and
(vi) be determined by the OHCA/LOCEU, to meet the
ICF/MR Institutional Level of Care requirements
per OAC 317:30-5-122; and
(vii) have critical support needs that can be met
by the Community Waiver and cannot be met by IHSW
services or other service alternatives, as
determined by the DDSD Division Director or
designee.

(C) Homeward Bound Waiver. To be eligible for
services funded through the Homeward Bound Waiver,
the person must:

(i) be certified by the United States District
Court for the Northern District of Oklahoma as a
member of the plaintiff class in Homeward Bound et
al. v. The Hissom Memorial Center, Case No. 85-C-
437-E;
(ii) meet all criteria for HCBS Waiver services
given in subsection (c) of this Section; and
(iii) be determined to have a disability and a
diagnosis of intellectual disability (mental
retardation) by SSA; or
(iv) have an intellectual disability (mental
retardation) as defined in the Diagnostic and
Statistical Manual o Mental Disorders or a related
condition per OAC 317:35-9-45 by DDSD and to be
covered under the State's alternative disposition
plan adopted under Section 1919(e)(7)(E) of the
Social Security Act; or
(v) have a disability (mental retardation) as
defined in the Diagnostic and Statistical Manual
of Mental Disorders by the OHCA/LOCEU; and
(vi) meet the ICF/MR Institutional Level of Care
requirements per OAC 317:30-5-122 by the
OHCA/LOCEU.
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(2) The person desiring services through any of the
Waivers listed in subsection (a) of this Section
participates in diagnostic evaluations and provides
information necessary to determine HCBS Waiver services
eligibility, including:

(A) a psychological evaluation, by a licensed
Psychologist or State staff supervised by a licensed
Psychologist, current within 12 months of requested
approval date, that includes:

(i) a full scale functional and/or adaptive
assessment; and
(ii) a statement of age of onset of the
disability; and
(iii) intelligence testing that yields a full
scale intelligence quotient.

(B) a social service summary, current within 12
months of requested approval date, that includes a
developmental history; and
(C) a medical evaluation current within 90 days of
requested approval date; and
(D) a completed ICF/MR Level of Care Assessment form
(LTC-300); and
(E) proof of disability according to SSA guidelines.
If a disability determination had not been made by
SSA, the OHCA/LOCEU may make a disability
determination using the same guidelines as SSA.

(3) The OHCA reviews the diagnostic reports listed in
paragraph (2) of this subsection and makes a
determination of eligibility for DDSD HCBS Waivers.
(4) For individuals who are determined to have
intellectual disability (mental retardation) or a
related condition by DDSD in accordance with the State's
alternative disposition plan adopted under Section
1919(e)(7)(E) of the Social Security Act, DDSD reviews
the diagnostic reports listed in paragraph (2) of this
subsection and, on behalf of the OHCA, makes a
determination of eligibility for DDSD HCBS Waiver
services and ICF/MR level of care.
(5) A determination of need for ICF/MR Institutional
Level of Care does not limit the opportunities of the
person receiving services to participate in community
services. Individuals are assured of the opportunity to
exercise informed choice in the selection of services.

(d) Request list. When State DDSD resources are
unavailable for new persons to be added to services funded
through a HCBS Waiver, persons are placed on a statewide
Request for Waiver Services List.
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(1) The Request for Waiver Services List is maintained
in chronological order based on the date of receipt of a
written request for services.
(2) The Request for Waiver Services List for persons
requesting services provided through a HCBS Waiver is
administered by DDSD uniformly throughout the state.
(3) An individual is removed from the Request for Waiver
Services List if the individual:

(A) is found to be ineligible for services;
(B) cannot be located by OKDHS;
(C) does not provide required information to OKDHS;
(D) is not a resident of the state of Oklahoma at the
time of requested Waiver approval date; or
(E) declines an offer of Waiver services

(e) Applications. When resources are sufficient for
initiation of HCBS Waiver services, DDSD ensures action
regarding a request for services occurs within 45 days. If
action is not taken within the required 45 days, the
applicant may seek resolution as described in OAC 340:2-5.

(1) Applicants are allowed 60 days to provide
information requested by DDSD to determine eligibility
for services.
(2) If requested information is not provided within 60
days, the applicant is notified that the request has
been denied, and the individual is removed from the
Request for Waiver Services List.

(f) Admission protocol. Initiation of services funded
through a HCBS Waiver occurs in chronological order from
the Request for Waiver Services List in accordance with
subsection (d) of this Section based on the date of DDSD
receipt of a completed request for services, as a result of
the informed choice of the person requesting services or
his or her legal guardian, and upon determination of
eligibility, in accordance with subsection (c) of this
Section. Exceptions to the chronological requirement may
be made when:

(1) an emergency situation exists in which the health or
safety of the person needing services, or of others, is
endangered, and there is no other resolution to the
emergency. An emergency exists when:

(A) the person is unable to care for himself or
herself and:

(i) the person's caretaker, as defined in Section
10-103 of Title 43A of the Oklahoma Statutes:

(I) is hospitalized;
(II) has moved into a nursing facility;
(III) is permanently incapacitated; or
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(IV) has died; and
(ii) there is no caretaker to provide needed care
to the individual; or
(iii) an eligible person is living at a homeless
shelter or on the street;

(B) the OKDHS finds that the person needs protective
services due to experiencing ongoing physical,
sexual, or emotional abuse or neglect in his or her
present living situation, resulting in serious
jeopardy to the person's health or safety;
(C) the behavior or condition of the person needing
services is such that others in the home are at risk
of being seriously harmed by the person. For
example, the person is routinely physically
assaultive to the caretaker or others living in the
home and sufficient supervision cannot be provided to
ensure the safety of those in the home or community;
or
(D) the person's medical, psychiatric, or behavioral
challenges are such that the person is seriously
injuring or harming himself or herself, or is in
imminent danger of doing so.

(2) the Legislature has appropriated special funds with
which to serve a specific group or a specific class of
individuals under the provisions of a HCBS Waiver;
(3) Waiver services are required for people who
transition to the community from a public or ICF/MR who
are children in the State's custody receiving services
from OKDHS. Under some circumstances Waiver services
related to accessibility may be authorized in advance of
transition, but may not be billed until the day the
member leaves the ICF/MR and enters the Waiver;
(4) individuals subject to the provisions of Public Law
100-203 residing in nursing facilities for at least 30
continuous months prior to January 1, 1989,and who are
determined by Preadmission Screening and Resident Review
(PASRR) evaluation conducted pursuant to the provisions
of 42 CFR 483.100 et seq to have intellectual disability
(mental retardation) or a related condition, who are
covered under the State's alternative disposition plan
adopted under Section 1919(e)(7)(E) of the Social
Security Act, choose to receive services funded through
the Community or Homeward Bound Waiver.

(g) Movement between DDSD HCBS Waiver programs. A person's
movement from services funded through one HCBS Waiver to
services funded through another DDSD-administered HCBS
Waiver is explained in this subsection.
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(1) When a member receiving services funded through the
IHSW for children becomes 18 years of age, services
through the IHSW for adults become effective.
(2) Change to services funded through the Community
Waiver from services funded through the IHSW occurs only
when:

(A) a member has critical support needs that cannot
be met by IHSW services, non-Waiver services, or
other resources as determined by the DDSD Director or
designee; and
(B) funding is available per OAC 317:35-9-5..

(3) Change to services funded through the IHSW from
services funded through the Community Waiver may only
occur when a member's history of annual service
utilization has been within the per capita allowance of
the IHSW.
(4) When a member served through the Community Waiver
has support needs that can be met within the per capita
Waiver allowance of the applicable IHSW and through a
combination of non-Waiver resources, the individual may
choose to receive services through the IHSW.

(h) Continued eligibility for HCBS Waiver services.
Eligibility for members receiving services provided through
the HCBS Waiver is re-determined by the OHCA/LOCEU when a
determination of disability has not been made by the Social
Security Administration. The OHCA/LOCEU determines
categorical relationship to the SoonerCare disabled
category according to Social Security Administration
guidelines. OHCA/LOCEU also approves level of care per OAC
317:30-5-122 and confirms a diagnosis of intellectual
disability (mental retardation) as defined in the
Diagnostic and Statistical Manual of Mental Disorders.
DDSD may require a new diagnostic evaluation in accordance
with paragraph (c)(2) of this subsection and re-
determination of eligibility at any time when a significant
change of condition, disability, or psychological status
determined under paragraph (c)(2) of this Section has been
noted.
(i) HCBS Waiver services case closure. Services provided
through a HCBS Waiver are terminated:

(1) when a member or the member's legal guardian chooses
to no longer receive Waiver services;
(2) when a member is incarcerated;
(3) when a member is financially ineligible to receive
Waiver services;
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(4) when a member is determined by the Social Security
Administration to no longer have a disability qualifying
the individual for services under these Waivers;
(5) when a member is determined by the OHCA/LOCEU to no
longer be eligible;
(6) when a member moves out of state, or the custodial
parent or guardian of a member who is a minor moves out
of state;
(7) when a member is admitted to a nursing facility,
ICF/MR, residential care facility, hospital,
rehabilitation facility, or mental health facility for
more than 30 consecutive days;
(8) when the guardian of a member who is a minor or
adjudicated adult fails to cooperate during the annual
review process as described in OAC 340:100-5-50 through
340:100-5-58;
(9) when the guardian of a member who is a minor or
adjudicated adult fails to cooperate in the
implementation of OKDHS policy or service delivery in a
manner that places the health or welfare of the member
at risk, after efforts to remedy the situation through
Adult Protective Services or Child Protective Services
have not been effective;
(10) when the member is determined to no longer be
SoonerCare eligible; or
(11) when there is sufficient evidence that the member
or his/her legal representative has engaged in fraud or
misrepresentation, failed to use resources as agreed on
in the Individual Plan, or knowingly misused public
funds associated with these services;
(12) when the member or his/her legal representative
either cannot be located, has not responded to, or has
not allowed case management to complete plan development
or monitoring activities as required by policy and the
member or his/her legal representative:

(A) does not respond to the notice of intent to
terminate; or
(B) the response prohibits case management (the case
manager) from being able to complete plan development
or monitoring activities as required by policy;

(13) when the member or his/her legal representative
fails to cooperate with the case manager to implement a
Fair Hearing decision;
(14) when it is determined that services provided
through a HCBS Waiver are no longer necessary to meet
the member's needs and professional documentation
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provides assurance that the member's health, safety, and
welfare can be maintained without Waiver supports;
(15) when the member or his/her legal representative
fails to cooperate with service delivery;
(16) when a family member, authorized representative,
other individual in the member's household or persons
who routinely visit, pose a threat of harm or injury to
provider staff or official representatives of OKDHS; or
(17) when a member no longer receives a minimum of one
Waiver service per month and DDSD is unable to monitor
member on a monthly basis.

(j) Reinstatement of services. Waiver services are
reinstated when:

(1) the situation resulting in case closure of a Hissom
class member is resolved;
(2) a member is incarcerated for 90 days or less;
(3) a member is admitted to a nursing facility, ICF/MR,
residential care facility, hospital, rehabilitation
facility, or mental health facility for 90 days or less;
or
(4) a member's SoonerCare eligibility is re-established
within 90 days of the date of SoonerCare ineligibility.

SUBCHAPTER 5. MEMEBER SERVICES
PART 11. OTHER COMMUNITY RESIDENTIAL SUPPORTS

317:40-5-152. Group home services for persons with mental
retardation an intellectual disability or certain persons
with related conditions
(a) General Information. Group homes provide a congregate
living arrangement offering up to 24-hour per day
supervision, supportive assistance, and training in daily
living skills to persons who are eligible 18 years of age
or older. Upon approval of the Oklahoma Department of
Human Services (OKDHS) Developmental Disabilities Services
Division (DDSD) director or designee, persons younger than
18 may be served.

(1) Group homes ensure members reside and participate in
the community. Services are provided in homes located
in close proximity to generic community services and
activities.
(2) Group homes must be licensed by DDSD in accordance
with Section 1430.1 et seq. of Title 10 of the Oklahoma
Statutes.
(3) Residents of group homes receive no other form of
residential supports.
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(4) Habilitation training specialist (HTS) services or
homemaker services for residents of group homes may be
approved only by the DDSD director or designee to
resolve a temporary emergency when no other resolution
exists.

(b) Minimum provider qualifications. Approved providers
must have a current contract with the Oklahoma Health Care
Authority (OHCA) to provide DDSD Home and Community-Based
Services (HCBS) Waiver for persons with mental retardation
an intellectual disability or related conditions.

(1) Group home providers must have a completed and
approved application to provide DDSD group home
services.
(2) Group home staff must:

(A) complete the OKDHS DDSD-sanctioned training
curriculum per OAC 340:100-3-38; and
(B) fulfill requirements for pre-employment screening
per OAC 340:100-3-39.

(c) Description of services.
(1) Group home services:

(A) meet all applicable requirements of OAC 340:100;
and
(B) are provided in accordance with each member's
Individual Plan (IP) developed per OAC 340:100-5-50
through 340:100-5-58.

(i) Health care services are secured for each
member per OAC 340:100-5-26.
(ii) Members are offered recreational and leisure
activities maximizing the use of generic programs
and resources, including individual and group
activities.

(2) Group home providers:
(A) follow protective intervention practices per OAC
340:100-5-57 and 340:100-5-58;
(B) in addition to the documentation required per OAC
340:100-3-40, must maintain:

(i) staff time sheets that document the hours each
staff was present and on duty in the group home;
and
(ii) documentation of each member's presence or
absence on the daily attendance form provided by
DDSD; and

(C) ensure program coordination staff (PCS) meet
staff qualifications and supervise, guide, and
oversee all aspects of group home services per OAC
340:100-5-22.6 and 340:100-6, as applicable.

110



11

(d) Coverage limitations. Group home services are provided
up to 366 days per year.
(e) Types of group home services. There are three types of
group home services provided through HCBS Waivers.

(1) Traditional group homes. Traditional group homes
serve no more than 12 members per OAC 340:100-6.
(2) Community living homes. Community living homes
serve no more than 12 members.

(A) Members who receive community living home
services have:

(i) needs that cannot be met in a less structured
setting; and
(ii) a diagnosis of a severe or profound mental
retardation intellectual disability requiring
frequent assistance in the performance of
activities necessary for daily living or continual
supervision to ensure the member's health and
safety; or
(iii) complex needs requiring frequent:

(I) assistance in the performance of activities
necessary for daily living, such as frequent
assistance of staff for positioning, bathing,
or other necessary movement; or
(II) supervision and training in appropriate
social and interactive skills in order to
remain included in the community.

(B) Services offered in a community living home
include:

(i) 24-hour awake supervision when a member's IP
indicates it is necessary; and
(ii) program supervision and oversight including
hands-on assistance in performing activities of
daily living, transferring, positioning, skill-
building, and training.

(3) Alternative group homes. Alternative group homes
serve no more than four members who have evidence of
behavioral or emotional challenges in addition to mental
retardation an intellectual disability and require
extensive supervision and assistance in order to remain
in the community.

(A) Members who receive alternative group home
services must meet criteria per in OAC 340:100-5-
22.6.
(B) A determination must be made by the DDSD
Community Services Unit that alternative group home
services are appropriate.
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SUBCHAPTER 7. EMPLOYMENT SERVICES THROUGH HOME AND
COMMUNITY-BASED SERVICES WAIVERS

317:40-7-4. Services provided through Waiver Employment
Services
(a) Employment Services are offered under the Medicaid Home
and Community-Based Waiver for persons with mental
retardation intellectual disabilities at rates prescribed
by the Oklahoma Health Care Authority.
(b) Types of Waiver Employment Services offered include:

(1) Vocational Habilitation Training Specialist (VHTS),
Supplemental Support;
(2) Employment Training Specialist (ETS);
(3) Center-Based Services;
(4) Community-Based Services;
(5) Enhanced Community-Based Services;
(6) Job Coaching;
(7) Enhanced Job Coaching; and
(8) Stabilization Services.

(c) State-funded services described in OAC 340:100-17-30
may supplement Employment Services funded through the
Community Waiver.
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 STATE OF OKLAHOMA 
 OKLAHOMA HEALTH CARE AUTHORITY 
 
 
TO:  Tywanda Cox 
  Policy Development 
 
From:  LeKenya Samilton 
 
SUBJECT: Rule Impact Statement 
  APA WF # 11-04 A,B,C,D 
 
 A. Brief description of the purpose of the rule:  
    

OHCA rules are revised to change language in policy that 
references "mental retardation" to "intellectual 
disabilities".  Revisions are necessary to comply with 
federal regulation Public Law 111-256(Rosa's Law) that 
replaces the term mental retardation with intellectual 
disability, in federal education, health and labor laws. 
OHCA rules are revised to change language in pole 
 

 B. A description of the classes of persons who most likely will 
be affected by the proposed rule, including classes that will 
bear the cost of the proposed rule, and any information on 
cost impacts received by the agency from any private or 
public entities: 

     
  The classes of persons most affected by this rule will be 

SoonerCare members who are diagnosed as mentally retarded. 
These individuals will be referenced as having an 
intellectual disability, which is a less offensive term.  

 
 C. A description of the classes of persons who will benefit from 

the proposed rule:   
    
  The persons who will most likely benefit from the proposed 

rule are SoonerCare members who have been diagnosed with 
intellectual disabilities.  

 
 D. A description of the probable economic impact of the proposed 

rule upon the affected classes of persons or political 
subdivisions, including a listing of all fee changes and, 
whenever possible, a separate justification for each fee 
change: 

 
  There is no probable economic impact of the proposed rule 

upon any classes of persons or political subdivisions. 
 
 E. The probable costs and benefits to the agency and to any 

other agency of the implementation and enforcement of the 
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proposed rule, the source of revenue to be used for 
implementation and enforcement of the proposed rule, and any 
anticipated affect on state revenues, including a projected 
net loss or gain in such revenues if it can be projected by 
the agency:   

   
  There is no budgetary impact as a result of this rule. 
  
 F. A determination of whether implementation of the proposed 

rule will have an economic impact on any political 
subdivisions or require their cooperation in implementing or 
enforcing the rule: 

 
  The proposed rule will not have an economic impact on any 

political subdivision or require their cooperation in 
implementing or enforcing the rule.   

 
 G. A determination of whether implementation of the proposed 

rule will have an adverse effect on small business as 
provided by the Oklahoma Small Business Regulatory 
Flexibility Act: 

 
  The proposed rule will not have an adverse effect on small 

businesses as provided by the Oklahoma Small Business 
Regulatory Flexibility Act.  

 
 H. An explanation of the measures the agency has taken to 

minimize compliance costs and a determination of whether 
there are less costly or nonregulatory methods or less 
intrusive methods for achieving the purpose of the proposed 
rule:  

 
  There agency has taken measures to determine that there is no 

less costly or non-regulatory method or less intrusive method 
for achieving the purpose of the proposed rule. 

 
 I. A determination of the effect of the proposed rule on the 

public health, safety and environment and, if the proposed 
rule is designed to reduce significant risks to the public 
health, safety and environment, an explanation of the nature 
of the risk and to what extent the proposed rule will reduce 
the risk: 

 
  The proposed rule should have no effect on the public health, 

safety, or environment. 
 
 J. A determination of any detrimental effect on the public 

health, safety and environment if the proposed rule is not 
implemented: 

 
  The agency does not anticipate any detrimental effects on the 
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public health, safety, or environment. 
 

K.  The date the rule impact statement was prepared and if 
 modified, the date modified: 

 
  This rule impact statement was prepared on October 10, 2011. 
 
   
 

115



1 
 

 AGENCY RULE REPORT 
 
1.  Date Notice Was Published in Oklahoma Register: 

January 18, 2012 through February 16, 2012 
2.  Agency Name/Address: 

Oklahoma Health Care Authority 
2401 N.W. 23rd St. Suite 1A 
Oklahoma City, Oklahoma 73107 

3.  Title and Number of Rule(s): 
Title 317: Oklahoma Health Care Authority 
Chapter 50. Home and Community Based Services Waivers 
Subchapter 1. Medically Fragile Waiver Services  
317:50-1-2. [AMENDED] 
317:50-1-3. [AMENDED] 
Subchapter 3. My Life, My Choice Waiver Services 
317:50-3-2. [AMENDED] 
Subchapter 5. Sooner Seniors Waiver Services  
317:50-5-2. [AMENDED] 
(Reference APA WF # 11-04D) 

4.  Statutory Authority for Rule:   
The Oklahoma Health Care Authority Board; Then Oklahoma 
Health Care Authority Act, Section 5003 through 5016 of Title 
63 of Oklahoma Statutes; Public Law 111-256  

5.  Brief Summary of Content of Adopted Rule(s): 
OHCA rules are revised to change language in policy that 
references "mental retardation" to "intellectual 
disabilities". Revisions are necessary to comply with Public 
Law 111-256 (Rosa's Law) that replaces the term mental 
retardation with intellectual disability, in federal 
education, health and labor laws.  

6.  Statement Explaining need for the Adopted Rule: 
The Agency finds that a compelling public interest exists 
which necessitates promulgation of permanent rules and 
requests approval of rule revisions to amend policy to change 
language in policy that references "mental retardation" to 
"intellectual disabilities". Revisions are necessary to 
comply with Public Law 111-256 (Rosa's Law). No comments were 
presented at the public hearing.

7.  Date/Location of meeting at which rules were adopted: 
March 8, 2012 
Oklahoma Health Care Authority 
2401 N.W. 23rd St. Suite 1A 
Oklahoma City, Oklahoma 73107 

8.  Summary of comments and explanation of changes or lack of any 
change made in the adopted rule as a result of testimony 
received at public hearings or any oral or written comments 
received prior to the adoption of the rule: 
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A public hearing was held February 22, 2012. A written 
comment was received asking reason why the rule did not 
rename ICF/IMR facilities to comply with Rosa’s Law. It was 
explained that the ICF/IMR classification has not been 
changed at the Federal level so the Health Care Authority 
will not be making the change until it is made at the Federal 
level. 

9.  List Persons or organizations who appeared or registered for 
or against the adopted rule at any public hearing held by the 
agency or those who have commented in writing before or after 
the hearing: 
Diane Spear, OKDHS/DDSD 

10. Rule Impact Statement: 
See Attached 

11. An incorporation by reference statement if the rule 
incorporates a set of rules from a body outside the state, 
such as a national code: 
Not applicable 

12. The members of the governing board of the agency adopting the 
rules and the recorded vote of each: 
Lyle Roggow      Aye 
Tony Armstrong     Aye 
George Miller     Aye 
Carol Robison     Aye 
Melvin McVay Jr.    Aye 
Ed McFall      Aye 
Ann Bryant      Aye 

13. Any other information requested by the Governor: 
SUPERSEDED EMERGENCY ACTIONS: 
Superseded rules: 
 N/A 
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TITLE 317. OKLAHOMA HEALTH CARE AUTHORITY
CHAPTER 50. HOME AND COMMUNITY BASED SERVICES WAIVERS

SUBCHAPTER 1. MEDICALLY FRAGILE WAIVER SERVICES

317:50-1-2. Definitions
The following words and terms when used in this subchapter

shall have the following meaning, unless the context clearly
indicates otherwise:

"ADL" means the activities of daily living. Activities of
daily living are activities that reflect the member's ability
to perform self-care tasks essential for sustaining health and
safety such as:

(A) bathing,
(B) eating,
(C) dressing,
(D) grooming,
(E) transferring (includes getting in and out of a tub,
bed to chair, etc.),
(F) mobility,
(G) toileting, and
(H) bowel/bladder control.

"Cognitive Impairment" means that the person, as determined
by the clinical judgment of the LTC Nurse or the AA, does not
have the capability to think, reason, remember or learn
required for self-care, communicating needs, directing care
givers and/or using appropriate judgment for maintenance of
their own health or safety. The clinical judgment of cognitive
impairment is based on MSQ performance in combination with a
more general evaluation of cognitive function from interaction
with the person during the UCAT assessment.

"Developmental Disability" means a severe, chronic
disability of an individual that:

(A) is attributable to a mental or physical impairment or
combination of mental and physical impairments;
(B) is manifested before the individual attains age 22;
(C) is likely to continue indefinitely;
(D) results in substantial functional limitations in
three or more of the following areas of major life
activity:

(i) self-care;
(ii) receptive and expressive language;
(iii) learning;
(iv) mobility;
(v) self-direction;
(vi) capacity for independent living; and
(vii) economic self-sufficiency; and
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(E) reflects the individual=s need for a combination and
sequence of special, interdisciplinary, or generic
services, supports, or other assistance that is of
lifelong or extended duration and is individually planned
and coordinated.

"IADL" means the instrumental activities of daily living.
"Instrumental activities of daily living" means those

activities that reflect the member's ability to perform
household chores and tasks within the community essential for
sustaining health and safety such as:

(A) shopping,
(B) cooking,
(C) cleaning,
(D) managing money,
(E) using a telephone,
(F) doing laundry,
(G) taking medication, and
(H) accessing transportation.

"Level of Care Services" To be eligible for level of care
services, meeting the minimum UCAT criteria established for SNF
or hospital level of care demonstrates the individual must:

(A) require a treatment plan involving the planning and
administration of services that require the skills of
licensed or otherwise certified technical or professional
personnel, and are provided directly or under the
supervision of such personnel;
(B) have a physical impairment or combination of
physical, mental and/or functional impairments;
(C) require professional nursing supervision (medication,
hygiene and/or dietary assistance);
(D) lack the ability to adequately and appropriately care
for self or communicate needs to others;
(E) require medical care and treatment in order to
minimize physical health regression or deterioration;
(F) require care that is not available through family and
friends, Medicare, Veterans Administration, or other
federal entitlement program with the exception of Indian
Health Services; and
(G) require care that cannot be met through Medicaid
State Plan Services, including Personal Care, if
financially eligible.

"Mental Retardation" "Intellectual Disability" means that
the person has, as determined by a PASRR level II evaluation,
substantial limitations in functional ability due to
significantly sub-average intellectual functioning related to
an event occurring before the age of 18.

"MSQ" means the mental status questionnaire.
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"Progressive degenerative disease process that responds to
treatment" means a process such as, but not limited to,
Multiple Sclerosis (MS), Parkinson's Disease, Human
Immunodeficiency Virus (HIV), or Acquired Immunodeficiency
Syndrome (AIDS), that, untreated, systematically impairs normal
body function which leads to acute illness and/or disability
but that reacts positively to a medically prescribed treatment
intervention (usually medication) which arrests or
significantly delays the destructive action of the process.

317:50-1-3. Medically Fragile Program overview
(a) The Medically Fragile Waiver program is a Medicaid Home and
Community Based Services Waiver used to finance non-
institutional long-term care services for a targeted group of
physically disabled adults when there is a reasonable
expectation that the person's health, due to disease process or
disability, would, without appropriate services, deteriorate
and require skilled nursing facility or hospital level of care
to arrest the deterioration. Medically Fragile Waiver program
members must be SoonerCare eligible and must not reside in an
institution, room and board licensed residential care facility,
or licensed assisted living facility. The number of members
who may receive Medically Fragile Waiver services is limited.

(1) To receive Medically Fragile Waiver services,
individuals must meet the following criteria:

(A) be 19 years of age or older;
(B) have a chronic medical condition which results in
prolonged dependency on medical care for which daily
skilled intervention is necessary and is characterized by
one or more of the following:

(i) a life threatening condition characterized by
reasonably frequent periods of acute exacerbation
which requires frequent medical supervision and/or
physician consultation and which, in the absence of
such supervision or consultation, would require
hospitalization;
(ii) require frequent time consuming administration of
specialized treatments which are medically necessary;
(iii) be dependent on medical technology such that
without the technology, a reasonable level of health
could not be maintained.

(2) In addition, the individual must meet the following
criteria:

(A) meet service eligibility criteria [see OAC 317:50-1-
3(d)]; and
(B) meet program eligibility criteria [see OAC 317:50-1-
3(e)].
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(b) Home and Community Based Waiver Services are outside the
scope of state plan Medicaid services. The Medicaid waiver
allows the OHCA to offer certain Home and Community Based
services to an annually capped number of persons who are
categorically needy (refer to OKDHS form 08AX001E, Schedule
VIII. B. 1) and without such services would be
institutionalized.
(c) Services provided through the Medically Fragile Waiver are:

(1) case management;
(2) respite;
(3) adult day health care;
(4) environmental modifications;
(5) specialized medical equipment and supplies;
(6) physical therapy, occupational therapy, respiratory
therapy, speech therapy or consultation;
(7) advanced supportive/restorative assistance;
(8) skilled nursing;
(9) home delivered meals;
(10) hospice care;
(11) medically necessary prescription drugs within the
limits of the waiver;
(12) personal care (state plan), Medically Fragile Waiver
personal care;
(13) Personal Emergency Response System (PERS);
(14) Self Direction; and
(15) SoonerCare medical services within the scope of the
State Plan.

(d) A service eligibility determination is made using the
following criteria:

(1) an open Medically Fragile Waiver Program waiver slot, as
authorized by the waiver document approved by the Centers
for Medicare and Medicaid Services (CMS), is available to
assure federal participation in payment for services to the
member. If it is determined that all Medically Fragile
Waiver slots are filled, the member cannot be certified as
eligible for Medically Fragile Waiver services and the
member's name is placed on a waiting list for entry as an
open slot becomes available. Medically Fragile Waiver slots
and corresponding waiting lists, if necessary, are
maintained.
(2) the member is in the Medically Fragile Waiver targeted
service group. The target group is an individual who is age
19 or older with a physical disability and may also have
mental retardation an intellectual disability or a cognitive
impairment.
(3) the individual does not pose a physical threat to self
or others as supported by professional documentation.
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(4) members of the household or persons who routinely visit
the household, as supported by professional documentation,
do not pose a threat of harm or injury to the individual or
other household visitors.

(e) The Medically Fragile Waiver program eligibility
determination is made through the service plan approval
process. The following criteria are used to make the
determination that an individual is not eligible:

(1) if the individual's needs as identified by UCAT and
other professional assessments cannot be met through
Medically Fragile Waiver program services, SoonerCare State
Plan services and other formal or informal services. The
State, as part of the waiver program approval authorization,
assures CMS that each waiver member's health, safety, or
welfare can be maintained in their home. If an individual's
identified needs cannot be met through provision of
Medically Fragile Waiver program or SoonerCare State Plan
services and other formal or informal services are not in
place or immediately available to meet those needs, the
individual's health, safety or welfare in their home cannot
be assured.
(2) if the individual poses a physical threat to self or
others as supported by professional documentation.
(3) if other members of the household or persons who
routinely visit the household who, as supported by
professional documentation, pose a threat of harm or injury
to the individual or other household visitors.
(4) if the individual's needs are being met, or do not
require Medically Fragile Waiver services to be met, or if
the individual would not require institutionalization if
needs are not met.
(5) if, after the service and care plan is developed, the
risk to individual health and safety is not acceptable to
the individual, or to the interdisciplinary service plan
team, or to the OHCA.

(f) Professional documentation is provided to support the
recommendation for redetermination of program eligibility. The
service providers continue providing services according to the
service plan as provider safety permits until the member is
removed from the Medically Fragile Waiver program. As a part
of the procedures requesting redetermination of program
eligibility, the OHCA will provide technical assistance to the
Provider for transitioning the member to other services.
(g) Individuals determined ineligible for Medically Fragile
Waiver program services are notified in writing of the
determination and of their right to appeal the decision.
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SUBCHAPTER 3. MY LIFE, MY CHOICE WAIVER SERVICES

317:50-3-2. Definitions
The following words and terms when used in this subchapter,

shall have the following meaning, unless the context clearly
indicates otherwise:

"ADL" means the activities of daily living. Activities of
daily living are activities that reflect the member's ability
to perform self-care tasks essential for sustaining health and
safety such as:

(A) bathing,
(B) eating,
(C) dressing,
(D) grooming,
(E) transferring (includes getting in and out of a tub,
bed to chair, etc.),
(F) mobility,
(G) toileting, and
(H) bowel/bladder control.

"ADLs score in high risk range" means the member's total
weighted UCAT ADL score is 10 or more which indicates the
member needs some help with 5 ADLs or that the member cannot do
3 ADLs at all plus the member needs some help with 1 other ADL.

"ADLs score at the high end of the moderate risk range"
means member's total weighted UCAT ADL score is 8 or 9 which
indicates the member needs help with 4 ADLs or the member
cannot do 3 ADLs at all.

"Cognitive Impairment" means that the person, as determined
by the clinical judgment of the LTC Nurse does not have the
capability to think, reason, remember or learn required for
self-care, communicating needs, directing care givers and/or
using appropriate judgment for maintenance of their own health
or safety. The clinical judgment of cognitive impairment is
based on MSQ performance in combination with a more general
evaluation of cognitive function from interaction with the
person during the UCAT assessment.

"Developmental Disability" means a severe, chronic
disability of an individual that:

(A) is attributable to a mental or physical impairment or
combination of mental and physical impairments;
(B) is manifested before the individual attains age 22;
(C) is likely to continue indefinitely;
(D) results in substantial functional limitations in
three or more of the following areas of major life
activity:
(E) self-care;
(F) receptive and expressive language;
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(G) learning;
(H) mobility;
(I) self-direction;
(J) capacity for independent living;
(K) economic self-sufficiency; and
(L) reflects the individual=s need for a combination and
sequence of special, interdisciplinary, or generic
services, supports, or other assistance that is of
lifelong or extended duration and is individually planned
and coordinated.

"Environment high risk" means member's UCAT Environment
score is 25 which indicates in the UCAT assessor's clinical
judgment, the physical environment is strongly negative or
hazardous.

"Environment moderate risk" means member's UCAT Environment
score is 15 which indicates in the UCAT assessor's clinical
judgment, many aspects of the physical environment are
substandard or hazardous.

"Health Assessment high risk" means member's UCAT health
assessment score is 25 which indicates in the UCAT assessor's
clinical judgment, the member has one or more chronic health
conditions, whose symptoms are rapidly deteriorating,
uncontrolled, or not well controlled and requiring a high
frequency or intensity of medical care/oversight to bring under
control and whose functional capacity is so limited as to
require full time assistance or care performed daily, by, or
under the supervision of professional personnel and has
multiple unmet needs for services available only through the My
Life, My Choice program or a Nursing Facility (NF) and requires
NF placement immediately if these needs cannot be met by other
means.

"Health Assessment low risk" means member's health
assessment score is 5 which indicates, in the UCAT assessor's
clinical judgment, the member has one or more chronic, stable,
health conditions, whose symptoms are controlled or nearly
controlled, which benefit from available, or usually available,
medical treatment or corrective measures, and may have an unmet
need for a service available only through the My Life, My
Choice program or a Nursing Facility (NF) but is not likely to
enter a NF if these needs are not met.

"Health Assessment moderate risk" means member's UCAT Health
Assessment score is 15 which indicates in the UCAT assessor's
clinical judgment, the member has one or more chronic changing
health conditions, whose symptoms are fragile or worsening and
require medical care/oversight, to bring under control or to
maintain in a stable, controlled state and has multiple unmet
needs for services available only through the My Life, My
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Choice program or a Nursing Facility (NF) and is likely to
enter a NF if these needs are not met.

"IADL" means the instrumental activities of daily living.
"IADLs score in high risk range" means member's total

weighted UCAT IADL score is 12 or more which indicates the
member needs some help with 6 IADLs or cannot do 4 IADLs at
all.

"Instrumental activities of daily living" means those
activities that reflect the member's ability to perform
household chores and tasks within the community essential for
sustaining health and safety such as:

(A) shopping,
(B) cooking,
(C) cleaning,
(D) managing money,
(E) using a telephone,
(F) doing laundry,
(G) taking medication, and
(H) accessing transportation.

"Member Support high risk" means member's UCAT Member
Support score is 25 which indicates in the UCAT assessor's
clinical judgment, excluding from consideration existing Ryan
White CARE Act, Indian Health Service, Medicaid NF, My Life, My
Choice and/or State Plan Personal Care services, very little or
no support is available from informal and formal sources and
the member requires additional care that is not available
through Medicare, Veterans Administration, or other Federal
entitlement programs.

"Member Support moderate risk" means member's UCAT Member
Support score is 15 which indicates in the UCAT assessor's
clinical judgment, excluding from consideration existing Ryan
White CARE Act, Indian Health Service, Medicaid NF, My Life, My
Choice and/or State Plan Personal Care services, support from
informal and formal sources is available, but overall, it is
inadequate, changing, fragile or otherwise problematic and the
member requires additional care that is not available through
Medicare, Veterans Administration, or other federal entitlement
programs.

"Mental Retardation" "Intellectual Disability" means that
the person has, as determined by a PASRR level II evaluation,
substantial limitations in functional ability due to
significantly sub-average intellectual functioning related to
an event occurring before the age of 18.

"MSQ" means the mental status questionnaire.
"MSQ score in high risk range" means the member's total

weighted UCAT MSQ score is 12 or more which indicates a severe
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orientation-memory-concentration impairment, or a severe memory
impairment.

"MSQ score at the high end of the moderate risk range" means
the member's total weighted UCAT MSQ score is (10) or (11)
which indicates an orientation-memory-concentration impairment,
or a significant memory impairment.

"Nutrition high risk" means a total weighted UCAT Nutrition
score is 12 or more which indicates the member has significant
eating difficulties combined with poor appetite, weight loss,
and/or special diet requirements.

"Progressive degenerative disease process that responds to
treatment" means a process such as, but not limited to,
Multiple Sclerosis (MS), Parkinson's Disease, Human
Immunodeficiency Virus (HIV), or Acquired Immunodeficiency
Syndrome (AIDS), that, untreated, systematically impairs normal
body function which leads to acute illness and/or disability
but that reacts positively to a medically prescribed treatment
intervention (usually medication) which arrests or
significantly delays the destructive action of the process.

"Social Resources high risk" means a total weighted UCAT
Social Resources score is 15 or more, which indicates the
member lives alone, combined within this subchapter, shall have
the following meaning, unless the context clearly indicates
otherwise:

"ADL" means the activities of daily living. Activities of
daily living are activities that reflect the member's ability
to perform self-care tasks essential for sustaining health and
safety such as:

(A) bathing,
(B) eating,
(C) dressing,
(D) grooming,
(E) transferring (includes getting in and out of a tub,
bed to chair, etc.), none or very few social contacts and
no supports in times of need.

SUBCHAPTER 5. SOONER SENIORS

317:50-5-2. Definitions
The following words and terms when used in this subchapter,

shall have the following meaning, unless the context clearly
indicates otherwise:

"ADL" means the activities of daily living. Activities of
daily living are activities that reflect the member's ability
to perform self-care tasks essential for sustaining health and
safety such as:

(A) bathing,
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(B) eating,
(C) dressing,
(D) grooming,
(E) transferring (includes getting in and out of a tub,
bed to chair, etc.),
(F) mobility,
(G) toileting, and
(H) bowel/bladder control.

"ADLs score in high risk range" means the member's total
weighted UCAT ADL score is 10 or more which indicates the
member needs some help with 5 ADLs or that the member cannot do
3 ADLs at all plus the member needs some help with 1 other ADL.

"ADLs score at the high end of the moderate risk range"
means member's total weighted UCAT ADL score is 8 or 9 which
indicates the member needs help with 4 ADLs or the member
cannot do 3 ADLs at all.

"Cognitive Impairment" means that the person, as determined
by the clinical judgment of the LTC Nurse does not have the
capability to think, reason, remember or learn required for
self-care, communicating needs, directing care givers and/or
using appropriate judgment for maintenance of their own health
or safety. The clinical judgment of cognitive impairment is
based on MSQ performance in combination with a more general
evaluation of cognitive function from interaction with the
person during the UCAT assessment.

"Environment high risk" means member's UCAT Environment
score is 25 which indicates in the UCAT assessor's clinical
judgment, the physical environment is strongly negative or
hazardous.

"Environment moderate risk" means member's UCAT Environment
score is 15 which indicates in the UCAT assessor's clinical
judgment, many aspects of the physical environment are
substandard or hazardous.

"Health Assessment high risk" means member's UCAT health
assessment score is 25 which indicates in the UCAT assessor's
clinical judgment, the member has one or more chronic health
conditions, whose symptoms are rapidly deteriorating,
uncontrolled, or not well controlled and requiring a high
frequency or intensity of medical care/oversight to bring under
control and whose functional capacity is so limited as to
require full time assistance or care performed daily, by, or
under the supervision of professional personnel and has
multiple unmet needs for services available only through the
Sooner Seniors program or a Nursing Facility (NF) and requires
NF placement immediately if these needs cannot be met by other
means.
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"Health Assessment low risk" means member's health
assessment score is 5 which indicates, in the UCAT assessor's
clinical judgment, the member has one or more chronic, stable,
health conditions, whose symptoms are controlled or nearly
controlled, which benefit from available, or usually available,
medical treatment or corrective measures, and may have an unmet
need for a service available only through the Sooner Seniors
program or a Nursing Facility (NF) but is not likely to enter a
NF if these needs are not met.

"Health Assessment moderate risk" means member's UCAT Health
Assessment score is 15 which indicates in the UCAT assessor's
clinical judgment, the member has one or more chronic changing
health conditions, whose symptoms are fragile or worsening and
require medical care/oversight, to bring under control or to
maintain in a stable, controlled state and has multiple unmet
needs for services available only through the Sooner Seniors
program or a Nursing Facility (NF) and is likely to enter a NF
if these needs are not met.

"IADL" means the instrumental activities of daily living.
"IADLs score in high risk range" means member's total

weighted UCAT IADL score is 12 or more which indicates the
member needs some help with 6 IADLs or cannot do 4 IADLs at
all.

"Instrumental activities of daily living" means those
activities that reflect the member's ability to perform
household chores and tasks within the community essential for
sustaining health and safety such as:

(A) shopping,
(B) cooking,
(C) cleaning,
(D) managing money,
(E) using a telephone,
(F) doing laundry,
(G) taking medication, and
(H) accessing transportation.

"Member Support high risk" means member's UCAT Member
Support score is 25 which indicates in the UCAT assessor's
clinical judgment, excluding from consideration existing Ryan
White CARE Act, Indian Health Service, Medicaid NF, Sooner
Seniors and/or State Plan Personal Care services, very little
or no support is available from informal and formal sources and
the member requires additional care that is not available
through Medicare, Veterans Administration, or other Federal
entitlement programs.

"Member Support moderate risk" means member's UCAT Member
Support score is 15 which indicates in the UCAT assessor's
clinical judgment, excluding from consideration existing Ryan
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White CARE Act, Indian Health Service, Medicaid NF, Sooner
Seniors and/or State Plan Personal Care services, support from
informal and formal sources is available, but overall, it is
inadequate, changing, fragile or otherwise problematic and the
member requires additional care that is not available through
Medicare, Veterans Administration, or other federal entitlement
programs.

"Mental Retardation" "Intellectual Disability" means that
the person has, as determined by a PASRR level II evaluation,
substantial limitations in functional ability due to
significantly sub-average intellectual functioning related to
an event occurring before the age of 18.

"MSQ" means the mental status questionnaire.
"MSQ score in high risk range" means the member's total

weighted UCAT MSQ score is 12 or more which indicates a severe
orientation-memory-concentration impairment, or a severe memory
impairment.

"MSQ score at the high end of the moderate risk range" means
the member's total weighted UCAT MSQ score is (10) or (11)
which indicates an orientation-memory-concentration impairment,
or a significant memory impairment.

"Nutrition high risk" means a total weighted UCAT Nutrition
score is 12 or more which indicates the member has significant
eating difficulties combined with poor appetite, weight loss,
and/or special diet requirements.

"Progressive degenerative disease process that responds to
treatment" means a process such as, but not limited to,
Multiple Sclerosis (MS), Parkinson's Disease, Human
Immunodeficiency Virus (HIV), or Acquired Immunodeficiency
Syndrome (AIDS), that, untreated, systematically impairs normal
body function which leads to acute illness and/or disability
but that reacts positively to a medically prescribed treatment
intervention (usually medication) which arrests or
significantly delays the destructive action of the process.

"Social Resources high risk" means a total weighted UCAT
Social Resources score is 15 or more, which indicates the
member lives alone, combined with none or very few social
contacts and no supports in times of need.
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 STATE OF OKLAHOMA 
 OKLAHOMA HEALTH CARE AUTHORITY 
 
 
TO:  Tywanda Cox 
  Policy Development 
 
From:  LeKenya Samilton 
 
SUBJECT: Rule Impact Statement 
  APA WF # 11-04 A,B,C,D 
 
 A. Brief description of the purpose of the rule:  
    

OHCA rules are revised to change language in policy that 
references "mental retardation" to "intellectual 
disabilities".  Revisions are necessary to comply with 
federal regulation Public Law 111-256(Rosa's Law) that 
replaces the term mental retardation with intellectual 
disability, in federal education, health and labor laws. 
OHCA rules are revised to change language in pole 
 

 B. A description of the classes of persons who most likely will 
be affected by the proposed rule, including classes that will 
bear the cost of the proposed rule, and any information on 
cost impacts received by the agency from any private or 
public entities: 

     
  The classes of persons most affected by this rule will be 

SoonerCare members who are diagnosed as mentally retarded. 
These individuals will be referenced as having an 
intellectual disability, which is a less offensive term.  

 
 C. A description of the classes of persons who will benefit from 

the proposed rule:   
    
  The persons who will most likely benefit from the proposed 

rule are SoonerCare members who have been diagnosed with 
intellectual disabilities.  

 
 D. A description of the probable economic impact of the proposed 

rule upon the affected classes of persons or political 
subdivisions, including a listing of all fee changes and, 
whenever possible, a separate justification for each fee 
change: 

 
  There is no probable economic impact of the proposed rule 

upon any classes of persons or political subdivisions. 
 
 E. The probable costs and benefits to the agency and to any 

other agency of the implementation and enforcement of the 
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proposed rule, the source of revenue to be used for 
implementation and enforcement of the proposed rule, and any 
anticipated affect on state revenues, including a projected 
net loss or gain in such revenues if it can be projected by 
the agency:   

   
  There is no budgetary impact as a result of this rule. 
  
 F. A determination of whether implementation of the proposed 

rule will have an economic impact on any political 
subdivisions or require their cooperation in implementing or 
enforcing the rule: 

 
  The proposed rule will not have an economic impact on any 

political subdivision or require their cooperation in 
implementing or enforcing the rule.   

 
 G. A determination of whether implementation of the proposed 

rule will have an adverse effect on small business as 
provided by the Oklahoma Small Business Regulatory 
Flexibility Act: 

 
  The proposed rule will not have an adverse effect on small 

businesses as provided by the Oklahoma Small Business 
Regulatory Flexibility Act.  

 
 H. An explanation of the measures the agency has taken to 

minimize compliance costs and a determination of whether 
there are less costly or nonregulatory methods or less 
intrusive methods for achieving the purpose of the proposed 
rule:  

 
  There agency has taken measures to determine that there is no 

less costly or non-regulatory method or less intrusive method 
for achieving the purpose of the proposed rule. 

 
 I. A determination of the effect of the proposed rule on the 

public health, safety and environment and, if the proposed 
rule is designed to reduce significant risks to the public 
health, safety and environment, an explanation of the nature 
of the risk and to what extent the proposed rule will reduce 
the risk: 

 
  The proposed rule should have no effect on the public health, 

safety, or environment. 
 
 J. A determination of any detrimental effect on the public 

health, safety and environment if the proposed rule is not 
implemented: 

 
  The agency does not anticipate any detrimental effects on the 
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public health, safety, or environment. 
 

K.  The date the rule impact statement was prepared and if 
 modified, the date modified: 

 
  This rule impact statement was prepared on October 10, 2011. 
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AGENCY RULE REPORT

1. Date Notice Was Published in Oklahoma Register:
January 18, 2012 through February 16, 2012

2. Agency Name/Address:
Oklahoma Health Care Authority
2401 N.W. 23rd St. Suite 1A
Oklahoma City, Oklahoma 73107

3. Title and Number of Rule(s):
Title 317: Oklahoma Health Care Authority
Chapter 35. Medical Assistance For Adults and Children-
Eligibility
Subchapter 6. SoonerCare for Pregnant Women and Families with
Children
Part 3. Application Procedures
317:35-6-15. [AMENDED]
Subchapter 7. Medical Services
Part 3. Application Procedures
317:35-7-15. [AMENDED]
(Reference APA WF # 11-08)

4. Statutory Authority for Rule:
The Oklahoma Health Care Authority Board; The Oklahoma Health
Care Authority Act, Section 5003 through 5016 of Title 63 of
Oklahoma Statutes

5. Brief Summary of Content of Adopted Rule(s):
Eligibility rules are revised to provide clarification
regarding dates of application for SoonerCare services.
Current rules are difficult to interpret and, in some
instances, obsolete. The revisions will make interpreting
rules easier for OHCA staff, contracted agency partners, and
applicants to understand when an application is considered
received and completed. Rules are further amended to add the
Notification of Date of Service feature for hospitals in
official agency policy.

6. Statement Explaining need for the Adopted Rule:
The Agency finds that a compelling public interest exists
which necessitates promulgation of permanent rules and
requests approval of rule revisions to amend policy to
provide clarification regarding dates of application for
SoonerCare services. The revisions will make interpreting
rules easier for OHCA staff, contracted agency partners, and
applicants to understand when an application is considered
received and completed. Furthermore, the Notification of Date
of Service feature for hospitals will be added in official
agency policy.

7. Date/Location of meeting at which rules were adopted:
March 8, 2012
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Oklahoma Health Care Authority
2401 N.W. 23rd St. Suite 1A
Oklahoma City, Oklahoma 73107

8. Summary of comments and explanation of changes or lack of any
change made in the adopted rule as a result of testimony
received at public hearings or any oral or written comments
received prior to the adoption of the rule:
A public hearing was held February 22, 2012. No comments were
received.

9. List Persons or organizations who appeared or registered for
or against the adopted rule at any public hearing held by the
agency or those who have commented in writing before or after
the hearing:
None

10. Rule Impact Statement:
See Attached

11. An incorporation by reference statement if the rule
incorporates a set of rules from a body outside the state,
such as a national code:
Not applicable

12. The members of the governing board of the agency adopting the
rules and the recorded vote of each:
Lyle Roggow Aye
Tony Armstrong Aye
George Miller Aye
Carol Robison Aye
Melvin McVay Jr. Aye
Ed McFall Aye
Ann Bryant Aye

13. Any other information requested by the Governor:
SUPERSEDED EMERGENCY ACTIONS:
Superseded rules:

N/A
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TITLE 317. OKLAHOMA HEALTH CARE AUTHORITY
CHAPTER 35. MEDICAL ASSISTANCE FOR ADULTS

AND CHILDREN-ELIGIBILITY
SUBCHAPTER 6. SOONERCARE FOR PREGNANT WOMEN AND FAMILIES

WITH CHILDREN
PART 3. APPLICATION PROCEDURES

317:35-6-15. Application for SoonerCare for Pregnant Women
and Families with Children; forms
(a) Application. An application for categorically needy
pregnant women and families with children consists of the
SoonerCare application. The application form is signed by
the individual, parent, spouse, guardian, or someone else
acting on the individual's behalf. A categorically needy
individual does not have to have received a medical service
nor expect to receive one to be certified for SoonerCare.

(1) An application may be made in a variety of
locations, for example, a physician's office, a hospital
or other medical facility, Health Department, in the
county OKDHS office, or online. A face to face
interview is not required. Applications are mailed to
the OHCA Eligibility Unit. When an individual indicates
a need for SoonerCare, the physician or facility may
forward an application to the OHCA Eligibility Unit for
processing. If the applicant is unable to sign the
application, someone acting on his/her behalf may sign
the application.
(2) OKDHS form 08MA005E, Notification of Needed Medical
Services, is required only for preauthorization of
medical services. Although not required, the form may
be submitted by the physician or facility as
notification for a need for medical service. The form
also may be accepted as medical verification of
pregnancy.
(3) Receipt of the SoonerCare Application form or OKDHS
form 08MA005E constitutes an application for SoonerCare.
(4) If OKDHS form 08MA005E is received and a SoonerCare
application cannot be completed, receipt of OKDHS form
08MA005E constitutes an application which must be
registered and subsequently denied. The applicant and
provider are notified by computer-generated notice.
(5) A hospital providing services may file an electronic
Notification of Date of Service (NODOS) form with OHCA
up to five days from the date services are rendered.
The hospital, applicant, or someone acting on the
applicant's behalf has fifteen days from the date the
NODOS form was received by OHCA to submit a completed
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SoonerCare application. Filing a Notification of Date
of Service does not guarantee coverage and if a
completed application is not submitted within fifteen
days, the NODOS is void.

(b) Date of application. When an application is made
online, the date of application is the date the application
is submitted online. When application is made in the
county office, the date of application is the date the
applicant or someone acting on his/her behalf signs the
application form. When the application is initiated
outside the county office, the date of application is the
date the application or OKDHS form 08MA005E is stamped with
the date the application was received into the OHCA
Eligibility Unit. When a request for SoonerCare is first
made by an oral request to the county office, and the
application form is signed later, the date of the oral
request is entered in "red" on the application form above
the date the form is signed. The date of the oral request
is the date of application to be used. When OKDHS form
08MA005E is received in the OHCA Eligibility Unit prior to
the completion of the application form, the date that OKDHS
form 08MA005E is received is considered as the date of
application and must be registered as an application.
Certain providers may take applications and then forward
them to the OHCA Eligibility Unit for SoonerCare
eligibility determination. Under this circumstance, the
application date is the date the applicant signed the
application form for the provider. The date of application
for a paper application is the date a signed application is
received and stamped in by contracted agency partners or
OHCA. When a request for SoonerCare is made orally, and
that request is followed within 20 days by a signed
application, the documented date of the oral request is the
date of application. When OKDHS form 08MA005E is received
by OKDHS, or received by OHCA and forwarded to OKDHS, the
earliest of the date stamps is considered the date of
request and should be honored when followed within 20 days
by a signed application for SoonerCare.

SUBCHAPTER 7. MEDICAL SERVICES
PART 3. APPLICATION PROCEDURES

317:35-7-15. Application for Medical Services; forms
(a) Application. An application for Medical Services
consists of the Medical Assistance Application. The
application form is signed by the individual, parent,
spouse, guardian or someone else acting on the individual's
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behalf. A individual does not have to have received a
medical service nor expect to receive one to be certified
for SoonerCare.

(1) An application may be made in a variety of
locations, for example, a physician's office, a hospital
or other medical facility or in the county OKDHS office.
An application may be made online by individuals who are
pregnant, have children or are applying for family
planning services only. A face to face interview is not
required. SoonerCare applications for women who are
pregnant, families with children and for family planning
services only are mailed to the OHCA Eligibility Unit.
Applications for other medical services may be mailed or
faxed to the local county OKDHS office. If faxed, it is
not necessary to send the original application. When an
individual indicates a need for health benefits, the
physician or facility may forward an application or
08MA005E to the OKDHS county office of the patient's
residence for processing. The physician or facility may
forward an application or 08MA005E for individuals who
are pregnant, have children or are applying for family
planning services only to the OHCA Eligibility Unit for
processing. If the applicant is unable to sign the
application, someone acting on his/her behalf may sign
the application.
(2) OKDHS form 08MA005E, Notification of Needed Medical
Services, is required only for preauthorization of
medical services. Although not required, the form may
be submitted by the physician or facility as
notification for a need for medical service. The form
also may be accepted as medical verification of
pregnancy.
(3) Receipt of the SoonerCare Application form or OKDHS
form 08MA005E constitutes an application for SoonerCare.
(4) If OKDHS form 08MA005E is received and an
application cannot be completed, receipt of OKDHS form
08MA005E constitutes an application which must be
registered and subsequently denied. The applicant and
provider are notified by computer-generated notice.
(5) If the applicant also wishes to apply for a State
Supplemental Payment, either the applicant or his/her
guardian must sign the Medical Assistance Application
form.

(b) Date of application. When an application is made
online, the date of application is the date the application
is submitted online. When application is made in the
county office, the date of application is the date the
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applicant or someone acting on his/her behalf signs the
application form. When the application is initiated
outside the county office, the date of application is the
date the application or OKDHS form 08MA005E is stamped into
the OHCA Eligibility Unit. When an application is faxed,
the application date is the date the fax is received. When
a request for SoonerCare is first made by an oral request
to the county office, and the application form is signed
later, the date of the oral request is entered in "red" on
the application form above the date the form is signed.
The date of the oral request is the date of application to
be used. When OKDHS form 08MA005E is received in the
county office or the OHCA Eligibility Unit prior to the
completion of the application form, the date that OKDHS
form 08MA005E is received is considered as the date of
application and must be registered as an application.
Certain providers may take applications and then forward
them to the OKDHS county office or the OHCA Eligibility
Unit for SoonerCare eligibility determination. Under this
circumstance, the application date is the date the member
signed the application form for the provider. The date of
application for a paper application is the date a signed
application is received and stamped in by contracted agency
partners or OHCA. When a request for SoonerCare is made
orally, and that request is followed within 20 days by a
signed application, the documented date of the oral request
is the date of application. When OKDHS form 08MA005E is
received by OKDHS, or received by OHCA and forwarded to
OKDHS, the earliest of the date stamps is considered the
date of request and should be honored when followed within
20 days by a signed application for SoonerCare.
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 STATE OF OKLAHOMA 
 OKLAHOMA HEALTH CARE AUTHORITY 
 
 
TO:  Tywanda Cox 
   Health Policy 
 
FROM:  Joseph Fairbanks 

Health Policy 
 
SUBJECT: Rule Impact Statement 

APA WF # 11-08 
 

A. Brief description of the purpose of the rule: 
 

 Eligibility rules are revised to provide clarification regarding 
dates of application for SoonerCare services.  Current rules are 
difficult to interpret and, in some instances, obsolete. The 
revisions will make interpreting rules easier for OHCA staff, 
contracted agency partners, and applicants to understand when an 
application is considered received and completed.  Rules are further 
amended to add the Notification of Date of Service feature for 
hospitals in official agency policy. 

 
B. A description of the classes of persons who most likely will be 

affected by the proposed rule, including classes that will bear the 
cost of the proposed rule, and any information on cost impacts 
received by the agency from any private or public entities: 
 
No classes of persons will be affected by the proposed rule and 
there is no cost associated with the proposed rule 

 
 
C. A description of the classes of persons who will benefit from the 

proposed rule: 
 
No classes of persons will benefit from the proposed rule.  The 
proposed rule merely clarifies policy. 

 
D. A description of the probable economic impact of the proposed 

rule upon the affected classes of persons or political 
subdivisions, including a listing of all fee changes and, 
whenever possible, a separate justification for each fee change: 

 
There is no economic impact and there are no fee changes 
associated with the rule change for the above classes of persons 
or any political subdivision. 

 
E. The probable costs and benefits to the agency and to any other 

agency of the implementation and enforcement of the proposed 
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rule, the source of revenue to be used for implementation and 
enforcement of the proposed rule, and any anticipated affect on 
state revenues, including a projected net loss or gain in such 
revenues if it can be projected by the agency: 

 
The rule change will not result in any additional costs or 
revenue changes to the agency. It will provide the added benefit 
of clarity in conducting business with contracted agency partners 
who use our rules to make eligibility decisions. 
 

F. A determination of whether implementation of the proposed rule 
will have an economic impact on any political subdivisions or 
require their cooperation in implementing or enforcing the rule: 

 
There is no economic impact on political subdivisions.  

 
G. A determination of whether implementation of the proposed rule 

will have an adverse effect on small business as provided by the 
Oklahoma Small Business Regulatory Flexibility Act: 

 
There is no adverse economic impact on small businesses as a 
result of this rule.  

 
H. An explanation of the measures the agency has taken to minimize 

compliance costs and a determination of whether there are less 
costly or non-regulatory methods or less intrusive methods for 
achieving the purpose of the proposed rule: 
 
The agency has taken measures to determine that there is no less 
costly or non-regulatory method or less intrusive method for 
achieving the purpose of the proposed rule. 

 
I. A determination of the effect of the proposed rule on the public 

health, safety and environment and, if the proposed rule is 
designed to reduce significant risks to the public health, safety 
and environment, an explanation of the nature of the risk and to 
what extent the proposed rule will reduce the risk: 

 
The proposed rule should have no effect on the public health, 
safety, and environment. 

 
J. A determination of any detrimental effect on the public health, 

safety and environment if the proposed rule is not implemented: 
 

OHCA does not believe there is a detrimental effect on the public 
health and safety if the rule is not passed. 

 
K. The date the rule impact statement was prepared and if modified, 

the date modified: 
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The rule impact statement was prepared November 3, 2011. 
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AGENCY RULE REPORT

1. Date Notice Was Published in Oklahoma Register:
January 18, 2012 through February 16, 2012

2. Agency Name/Address:
Oklahoma Health Care Authority
2401 N.W. 23rd St. Suite 1A
Oklahoma City, Oklahoma 73107

3. Title and Number of Rule(s):
Title 317: Oklahoma Health Care Authority
Chapter 50. Home and Community Based Services Waiver
Subchapter 3. My Life, My Choice Waiver Services
317:50-3-4. [AMENDED]
(Reference APA WF # 11-13)

4. Statutory Authority for Rule:
The Oklahoma Health Care Authority Board; The Oklahoma Health
Care Authority Act, Section 5003 through 5016 of Title 63 of
the Oklahoma Statutes; Medically Fragile 1915(c) Home and
Community Based Services (HCBS) Waiver program as approved by
The Centers for Medicare and Medicaid Services (CMS)

5. Brief Summary of Content of Adopted Rule(s):
OHCA rules for the My Life, My Choice Waiver are revised to
clarify waiting list procedures for individuals who apply for
services but cannot enter the waiver due to capacity
limitations. The rules clarify that individuals applying for
the waiver but unable receive services due to capacity
limitations are placed on a waiting list and enter the waiver
on a first on first off basis.

6. Statement Explaining need for the Adopted Rule:
The Agency finds that a compelling public interest exists
which necessitates promulgation of permanent rules and
requests approval of rule revisions to amend policy to
clarify waiting list procedures for individuals who apply for
services but cannot enter the waiver due to capacity
limitations. The rules clarify that individuals are placed on
a waiting list and enter the waiver on a first on first off
basis.

7. Date/Location of meeting at which rules were adopted:
March 8, 2012
Oklahoma Health Care Authority
2401 N.W. 23rd St. Suite 1A
Oklahoma City, Oklahoma 73107

8. Summary of comments and explanation of changes or lack of any
change made in the adopted rule as a result of testimony
received at public hearings or any oral or written comments
received prior to the adoption of the rule:
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A public hearing was held February 22, 2012. No comments were
received.

9. List Persons or organizations who appeared or registered for
or against the adopted rule at any public hearing held by the
agency or those who have commented in writing before or after
the hearing:
None

10. Rule Impact Statement:
See Attached

11. An incorporation by reference statement if the rule
incorporates a set of rules from a body outside the state,
such as a national code:
Not applicable

12. The members of the governing board of the agency adopting the
rules and the recorded vote of each:
Lyle Roggow Aye
Tony Armstrong Aye
George Miller Aye
Carol Robison Aye
Melvin McVay Jr. Aye
Ed McFall Aye
Ann Bryant Aye

13. Any other information requested by the Governor:
SUPERSEDED EMERGENCY ACTIONS:
Superseded rules:

N/A
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TITLE 317. OKLAHOMA HEALTH CARE AUTHORITY
CHAPTER 50. HOME AND COMMUNITY BASED SERVICES WAIVERS

SUBCHAPTER 3. MY LIFE, MY CHOICE WAIVER SERVICES

317:50-3-4. Application for My Life, My Choice Waiver services
(a) Within 60 days of completion of the Living Choice demonstration
program, members choosing to stay in a home and community based
setting may apply for transition into the My Life, My Choice
Waiver. In order to transition from the Living Choice demonstration
program to the My Life, My Choice Waiver, a recertification of
eligibility is required. The member must meet all financial and
medical eligibility requirements for recertification. The same
application and eligibility processes used to certify members for
SoonerCare long term care and Living Choice services will be
reviewed to ensure any changes in member status will not affect
eligibility for the My Life, My Choice Waiver. The original
application and eligibility processes are set forth in 317:50-3-
4(a)(1) through 317:50-3-6 below.

(1) The application process is initiated by the receipt of a
UCAT, Part I or by an oral request for services. A written
financial application is not required for an individual who is a
SoonerCare member at the time of application. A financial
application for My Life, My Choice Waiver services consists of
the Medical Assistance Application form. The form is signed by
the applicant, parent, spouse, guardian or someone else acting
on the applicant's behalf.

(A) All conditions of financial eligibility must be verified
and documented in the case record. When current information
is already available that establishes financial eligibility,
such information may be used by recording source and date of
information. If the applicant also wishes to apply for a
State Supplemental Payment, either the applicant or his/her
guardian must sign the application form.
(B) An individual requesting waiver services, or the
individual's community spouse may request an assessment of
resources available to each spouse by using OKDHS form MA-11,
Assessment of Assets, when SoonerCare application is not
being made. The individual and/or spouse must provide
documentation of resources. The assessment reflects all
countable resources of the couple (owned individually or as a
couple) and establishes the spousal share to be protected
when subsequent determination of SoonerCare long-term care
eligibility is made.
(C) When SoonerCare application is being made, an assessment
of resources must be completed if it was not completed when
the individual entered the NF or began receiving home and
community based services. For applicants of the My Life, My
Choice waiver, those resources owned by the couple the month
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the application was made determines the spousal share of
resources. If the individual applied for SoonerCare at the
time of entry into the Living Choice Program, Form MA-11 is
not appropriate. However, the spousal share must be
determined using the resource information provided on the
SoonerCare application form and computed using OKDHS form MA-
12, Title XIX Worksheet.

(2) The date of application is the date the signed application
is received or the date when the request for SoonerCare is made
orally and the financial application form is signed later. The
date of the oral request is noted above the date the form is
signed.

(b) My Life, My Choice Waiver waiting list procedures. My Life, My
Choice Waiver Program "available capacity in the month" capacity is
the number of additional members that may be enrolled in the
Program in a given month without exceeding, on an annualized basis,
the maximum number authorized by the waiver to be served in the
waiver year. If available waiver capacity has been realized,
requests for services are not processed as applications, but placed
on a waiting list. As available capacity permits, the OHCA selects
in chronological order (first on, first off) requests for services
from the waiting list to forward for application processing. When
waiver capacity exceeds the number on the waiting list and after
all persons on the waiting list have been processed, waiting list
procedures are suspended.
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STATE OF OKLAHOMA 
OKLAHOMA HEALTH CARE AUTHORITY 

 
 
TO:  Tywanda Cox 
  Policy Development 
 
From:  Brent Johnson 
 
SUBJECT: Rule Impact Statement 
  (Reference APA WF # 11-13) 
 

A. Brief description of the purpose of the rule:  
OHCA rules for the My Life, My Choice Waiver are 
revised to clarify waiting list procedures for 
individuals who apply for services but cannot enter 
the waiver due to capacity limitations.  The rules 
clarify that individuals applying for the waiver but 
unable receive services due to capacity limitations 
are placed on a waiting list and enter the waiver on a 
first on first off basis. 

 
 B. A description of the classes of persons who most likely 

will be affected by the proposed rule, including classes 
that will bear the cost of the proposed rule, and any 
information on cost impacts received by the agency from 
any private or public entities: 

     
  The classes of persons who will be affected by the 

proposed rule change are individuals applying for 
Medically Fragile Waiver services but unable to enter 
the waiver due to capacity limitations. There are no 
anticipated costs associated with the proposed rule 
change. 

 
C. A description of the classes of persons who will benefit 

from the proposed rule: 
 
The classes of persons who will benefit by the 
proposed rule change are individuals applying for My 
Life, My Choice Waiver services but unable to enter 
the waiver due to capacity limitations.  Those 
individuals will benefit from a waiting list procedure 
that provides priority placement through a first on 
first off basis. 
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 D. A description of the probable economic impact of the 
proposed rule upon the affected classes of persons or 
political subdivisions, including a listing of all fee 
changes and, whenever possible, a separate justification 
for each fee change: 

 
  There is no probable economic impact of the proposed 

rules upon any classes of persons or political 
subdivisions, nor are any fees associated with this rule 
change. 

  
  E. The probable costs and benefits to the agency and to any 

other agency of the implementation and enforcement of 
the proposed rule, the source of revenue to be used for 
implementation and enforcement of the proposed rule, and 
any anticipated affect on state revenues, including a 
projected net loss or gain in such revenues if it can be 
projected by the agency:   

 
  There are no probable costs to the agency or any other 

agency associated with this rule revision.   The rule 
clarification will benefit the agency through the 
elimination of potential confusion regarding the waiting 
list procedures. 

 
 F. A determination of whether implementation of the 

proposed rule will have an economic impact on any 
political subdivisions or require their cooperation in 
implementing or enforcing the rule: 

 
  The proposed rule will not have an economic impact on 

any political subdivision or require their cooperation 
in implementing or enforcing the rule.   

 
 G. A determination of whether implementation of the 

proposed rule will have an adverse effect on small 
business as provided by the Oklahoma Small Business 
Regulatory Flexibility Act: 

 
  The proposed rule will not have an adverse effect on 

small businesses as provided by the Oklahoma Small 
Business Regulatory Flexibility Act.  

 
 H. An explanation of the measures the agency has taken to 

minimize compliance costs and a determination of whether 
there are less costly or nonregulatory methods or less 
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intrusive methods for achieving the purpose of the 
proposed rule:  

 
  There are no other legal methods to minimize compliance 

costs. 
 

I. A determination of the effect of the proposed rule on 
the public health, safety and environment and, if the 
proposed rule is designed to reduce significant risks to 
the public health, safety and environment, an 
explanation of the nature of the risk and to what extent 
the proposed rule will reduce the risk: 

 
 The proposed rule should have no effect on the public 

health, safety, or environment. 
 

J. A determination of any detrimental effect on the public 
health, safety and environment if the proposed rule is 
not implemented: 

 
 The agency does not anticipate any detrimental effects 

on the public health, safety, or environment. 
 

K.  The date the rule impact statement was prepared and if 
 modified, the date modified: 

 
This rule impact statement was prepared on October 27th, 
2011. 
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AGENCY RULE REPORT

1. Date Notice Was Published in Oklahoma Register:
January 18, 2012 through February 16, 2012

2. Agency Name/Address:
Oklahoma Health Care Authority
2401 N.W. 23rd St. Suite 1A
Oklahoma City, Oklahoma 73107

3. Title and Number of Rule(s):
Title 317: Oklahoma Health Care Authority
Chapter 50. Home and Community Based Services Waiver
Subchapter 5. Sooner Seniors Waiver Services
317:50-5-4. [AMENDED]
(Reference APA WF # 11-14)

4. Statutory Authority for Rule:
The Oklahoma Health Care Authority Board; The Oklahoma Health
Care Authority Act, Section 5003 through 5016 of Title 63 of
the Oklahoma Statutes; Medically Fragile 1915(c) Home and
Community Based Services (HCBS) Waiver program as approved by
The Centers for Medicare and Medicaid Services (CMS)

5. Brief Summary of Content of Adopted Rule(s):
OHCA rules for the Sooner Seniors Waiver are revised to
clarify waiting list procedures for individuals who apply for
services but cannot enter the waiver due to capacity
limitations. The rules clarify that individuals applying for
the waiver but unable receive services due to capacity
limitations are placed on a waiting list and enter the waiver
on a first on first off basis.

6. Statement Explaining need for the Adopted Rule:
The Agency finds that a compelling public interest exists
which necessitates promulgation of permanent rules and
requests approval of rule revisions to amend policy to
clarify waiting list procedures for individuals who apply for
services but cannot enter the waiver due to capacity
limitations. The rules clarify that individuals are placed on
a waiting list and enter the waiver on a first on first off
basis.

7. Date/Location of meeting at which rules were adopted:
March 8, 2012
Oklahoma Health Care Authority
2401 N.W. 23rd St. Suite 1A
Oklahoma City, Oklahoma 73107

8. Summary of comments and explanation of changes or lack of any
change made in the adopted rule as a result of testimony
received at public hearings or any oral or written comments
received prior to the adoption of the rule:
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A public hearing was held February 22, 2012. No comments were
received.

9. List Persons or organizations who appeared or registered for
or against the adopted rule at any public hearing held by the
agency or those who have commented in writing before or after
the hearing:
None

10. Rule Impact Statement:
See Attached

11. An incorporation by reference statement if the rule
incorporates a set of rules from a body outside the state,
such as a national code:
Not applicable

12. The members of the governing board of the agency adopting the
rules and the recorded vote of each:
Lyle Roggow Aye
Tony Armstrong Aye
George Miller Aye
Carol Robison Aye
Melvin McVay Jr. Aye
Ed McFall Aye
Ann Bryant Aye

13. Any other information requested by the Governor:
SUPERSEDED EMERGENCY ACTIONS:
Superseded rules:

N/A
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TITLE 317. OKLAHOMA HEALTH CARE AUTHORITY
CHAPTER 50. HOME AND COMMUNITY BASED SERVICES WAIVERS

SUBCHAPTER 5. SOONER SENIORS WAIVER SERVICES

317:50-5-4. Application for Sooner Seniors Waiver services
(a) Within 60 days of completion of the Living Choice demonstration
program, members choosing to stay in a home and community based
setting may apply for transition into the Sooner Seniors Waiver. In
order to transition from the Living Choice demonstration program to
the Sooner Seniors Waiver, a recertification of eligibility is
required. The member must meet all financial and medical
eligibility requirements for recertification. The same application
and eligibility processes used to certify members for SoonerCare
long term care and Living Choice services will be reviewed to
ensure any changes in member status will not affect eligibility for
the Sooner Seniors Waiver. The original application and
eligibility processes are set forth in 317:50-5-4(a)(1) through
317:50-5-6 below.

(1) The application process is initiated by the receipt of a
UCAT, Part I or by an oral request for services. A written
financial application is not required for an individual who is a
SoonerCare member at the time of application. A financial
application for Sooner Seniors Waiver services consists of the
Medical Assistance Application form. The form is signed by the
applicant, parent, spouse, guardian or someone else acting on
the applicant's behalf.

(A) All conditions of financial eligibility must be verified
and documented in the case record. When current information
is already available that establishes financial eligibility,
such information may be used by recording source and date of
information. If the applicant also wishes to apply for a
State Supplemental Payment, either the applicant or his/her
guardian must sign the application form.
(B) An individual requesting waiver services, or the
individual's community spouse may request an assessment of
resources available to each spouse by using OKDHS form MA-11,
Assessment of Assets, when SoonerCare application is not
being made. The individual and/or spouse must provide
documentation of resources. The assessment reflects all
countable resources of the couple (owned individually or as a
couple) and establishes the spousal share to be protected
when subsequent determination of SoonerCare long-term care
eligibility is made.
(C) When SoonerCare application is being made, an assessment
of resources must be completed if it was not completed when
the individual entered the NF or began receiving home and
community based services. For applicants of the Sooner
Seniors waiver, those resources owned by the couple the month
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the application was made determines the spousal share of
resources. If the individual applied for SoonerCare at the
time of entry into the Living Choice Program, Form MA-11 is
not appropriate. However, the spousal share must be
determined using the resource information provided on the
SoonerCare application form and computed using OKDHS form MA-
12, Title XIX Worksheet.

(2) The date of application is the date the signed application
is received or the date when the request for SoonerCare is made
orally and the financial application form is signed later. The
date of the oral request is noted above the date the form is
signed.

(b) Sooner Seniors Waiver waiting list procedures. Sooner Seniors
Waiver Program "available capacity in the month" capacity is the
number of additional members that may be enrolled in the Program in
a given month without exceeding, on an annualized basis, the
maximum number authorized by the waiver to be served in the waiver
year. If available waiver capacity has been realized, requests for
services are not processed as applications, but placed on a waiting
list. As available capacity permits, the OHCA selects in
chronological order (first on, first off) requests for services
from the waiting list to forward for application processing. When
waiver capacity exceeds the number on the waiting list and after
all persons on the waiting list have been processed, waiting list
procedures are suspended.
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STATE OF OKLAHOMA 
OKLAHOMA HEALTH CARE AUTHORITY 

 
 
TO:  Tywanda Cox 
  Policy Development 
 
From:  Brent Johnson 
 
SUBJECT: Rule Impact Statement 
  (Reference APA WF # 11-14) 
 

A. Brief description of the purpose of the rule:  
 

OHCA rules for the Sooner Seniors Waiver are revised 
to clarify waiting list procedures for individuals who 
apply for services but cannot enter the waiver due to 
capacity limitations.  The rules clarify that 
individuals applying for the waiver but unable receive 
services due to capacity limitations are placed on a 
waiting list and enter the waiver on a first on first 
off basis.  

 
 B. A description of the classes of persons who most likely 

will be affected by the proposed rule, including classes 
that will bear the cost of the proposed rule, and any 
information on cost impacts received by the agency from 
any private or public entities: 

     
  The classes of persons who will be affected by the 

proposed rule change are individuals applying for 
Sooner Senior Waiver services but unable to enter the 
waiver due to capacity limitations. There are no 
anticipated costs associated with the proposed rule 
change. 

 
C. A description of the classes of persons who will benefit 

from the proposed rule: 
 
The classes of persons who will benefit by the 
proposed rule change are individuals applying for 
Sooner Seniors Waiver services but unable to enter the 
waiver due to capacity limitations.  Those individuals 
will benefit from a waiting list procedure that 
provides priority placement through a first on first 
off basis. 
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 D. A description of the probable economic impact of the 
proposed rule upon the affected classes of persons or 
political subdivisions, including a listing of all fee 
changes and, whenever possible, a separate justification 
for each fee change: 

 
  There is no probable economic impact of the proposed 

rules upon any classes of persons or political 
subdivisions, nor are any fees associated with this rule 
change. 

  
  E. The probable costs and benefits to the agency and to any 

other agency of the implementation and enforcement of 
the proposed rule, the source of revenue to be used for 
implementation and enforcement of the proposed rule, and 
any anticipated affect on state revenues, including a 
projected net loss or gain in such revenues if it can be 
projected by the agency:   

 
  There are no probable costs to the agency or any other 

agency associated with this rule revision.   The rule 
clarification will benefit the agency through the 
elimination of potential confusion regarding the waiting 
list procedures. 

 
 F. A determination of whether implementation of the 

proposed rule will have an economic impact on any 
political subdivisions or require their cooperation in 
implementing or enforcing the rule: 

 
  The proposed rule will not have an economic impact on 

any political subdivision or require their cooperation 
in implementing or enforcing the rule.   

 
 G. A determination of whether implementation of the 

proposed rule will have an adverse effect on small 
business as provided by the Oklahoma Small Business 
Regulatory Flexibility Act: 

 
  The proposed rule will not have an adverse effect on 

small businesses as provided by the Oklahoma Small 
Business Regulatory Flexibility Act.  

 
 H. An explanation of the measures the agency has taken to 

minimize compliance costs and a determination of whether 
there are less costly or nonregulatory methods or less 
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intrusive methods for achieving the purpose of the 
proposed rule:  

 
  There are no other legal methods to minimize compliance 

costs. 
 

I. A determination of the effect of the proposed rule on 
the public health, safety and environment and, if the 
proposed rule is designed to reduce significant risks to 
the public health, safety and environment, an 
explanation of the nature of the risk and to what extent 
the proposed rule will reduce the risk: 

 
 The proposed rule should have no effect on the public 

health, safety, or environment. 
 

J. A determination of any detrimental effect on the public 
health, safety and environment if the proposed rule is 
not implemented: 

 
 The agency does not anticipate any detrimental effects 

on the public health, safety, or environment. 
 

K.  The date the rule impact statement was prepared and if 
 modified, the date modified: 

 
This rule impact statement was prepared on October 27th, 
2011. 
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AGENCY RULE REPORT

1. Date Notice Was Published in Oklahoma Register:
January 18, 2012 through February 16, 2012

2. Agency Name/Address:
Oklahoma Health Care Authority
2401 N.W. 23rd St. Suite 1A
Oklahoma City, Oklahoma 73107

3. Title and Number of Rule(s):
Title 317: Oklahoma Health Care Authority
Chapter 35. Medical Assistance for Adults And Children-
Eligibility
Subchapter 5. Eligibility and Countable Income
Part 5. Countable Income and Resources
317:35-5-41.8 [AMENDED]
(Reference APA WF # 11-15)

4. Statutory Authority for Rule:
The Oklahoma Health Care Authority Board; The Oklahoma Health
Care Authority Act, Section 5003 through 5016 of Title 63 of
Oklahoma Statutes; Oklahoma Long-term Care Partnership Act,
63 O.S. § 1-1955.1, et seq.

5. Brief Summary of Content of Adopted Rule(s):
Oklahoma Health Care Authority long-term care eligibility
rules are revised to include a brief description of the Long-
term Care Partnership program. The Long-term Care Partnership
program (LTCP) allows individuals with qualified LTCP
insurance policies the opportunity to protect certain assets
in determining eligibility for SoonerCare long term care
services.

6. Statement Explaining need for the Adopted Rule:
The Agency finds that a compelling public interest exists
which necessitates promulgation of permanent rules and
requests approval of rule revisions to amend policy to
include a brief description of the Long-term Care Partnership
program. The Long-term Care Partnership program (LTCP) allows
individuals with qualified LTCP insurance policies the
opportunity to protect certain assets in determining
eligibility for SoonerCare long term care services.

7. Date/Location of meeting at which rules were adopted:
March 8, 2012
Oklahoma Health Care Authority
2401 N.W. 23rd St. Suite 1A
Oklahoma City, Oklahoma 73107

8. Summary of comments and explanation of changes or lack of any
change made in the adopted rule as a result of testimony
received at public hearings or any oral or written comments
received prior to the adoption of the rule:
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A public hearing was held February 22, 2012. A written
comment was received expressing that the rule was well
written. No comments were presented at the public hearing.

9. List Persons or organizations who appeared or registered for
or against the adopted rule at any public hearing held by the
agency or those who have commented in writing before or after
the hearing:
Representative Doug Cox, MD

10. Rule Impact Statement:
See Attached

11. An incorporation by reference statement if the rule
incorporates a set of rules from a body outside the state,
such as a national code:
Not applicable

12. The members of the governing board of the agency adopting the
rules and the recorded vote of each:
Lyle Roggow Aye
Tony Armstrong Aye
George Miller Aye
Carol Robison Aye
Melvin McVay Jr. Aye
Ed McFall Aye
Ann Bryant Aye

13. Any other information requested by the Governor:
SUPERSEDED EMERGENCY ACTIONS:
Superseded rules:

N/A
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TITLE 317. OKLAHOMA HEALTH CARE AUTHORITY
CHAPTER 35. MEDICAL ASSISTANCE FOR ADULTS

AND CHILDREN-ELIGIBILITY
SUBCHAPTER 5. ELIGIBILITY AND COUNTABLE INCOME

PART 5. COUNTABLE INCOME AND RESOURCES

317:35-5-41.8. Eligibility regarding long-term care services
(a) Home Property. In determining eligibility for long-term care
services for applications filed on or after January 1, 2006, home
property is excluded from resources unless the individual's equity
interest in his or her home exceeds $500,000.

(1) Long-term care services include nursing facility services
and other long-term care services. For purposes of this
Section, other long-term care services include services detailed
in (A) through (B) of this paragraph.

(A) A level of care in any institution equivalent to nursing
facility services; and
(B) Home and community-based services furnished under a
waiver.

(2) An individual whose equity interest exceeds $500,000 is not
eligible for long-term care services unless one of the following
circumstances applies:

(A) The individual has a spouse who is lawfully residing in
the individual's home;
(B) The individual has a child under the age of twenty-one
who is lawfully residing in the individual's home;
(C) The individual has a child of any age who is blind or
permanently and totally disabled who is lawfully residing in
the individual's home; or
(D) The denial would result in undue hardship. Undue
hardship exists when denial of SoonerCare long-term care
services based on an individual's home equity exceeding
$500,000 would deprive the individual of medical care such
that the individual's health or life would be endangered; or
of food, clothing, shelter, or other necessities of life.

(3) Absence from home due to nursing facility care does not
affect the home exclusion as long as the individual intends to
return home within 12 months from the time he/she entered the
facility. The OKDHS Form 08MA010E, Acknowledgment of Temporary
Absence/Home Property Policy, is completed at the time of
application for nursing facility care when the applicant has
home property. After explanation of temporary absence, the
member, guardian or responsible person indicates whether there
is or is not intent to return to the home and signs the form.

(A) If at the time of application the applicant states he/she
does not have plans to return to the home, the home property
is considered a countable resource. For members in nursing
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facilities, a lien may be filed in accordance with OAC
317:35-9-15 and OAC 317:35-19-4 on any real property owned by
the member when it has been determined, after notice and
opportunity for a hearing, that the member cannot reasonably
be expected to be discharged and return home. However, a
lien is not filed on the home property of the member while
any of the persons described in OAC 317:35-9-15(b)(1) and OAC
317:35-19-4(b)(1) are lawfully residing in the home:
(B) If the individual intends to return home, he/she is
advised that:

(i) the 12 months of home exemption begins effective with
the date of entry into the nursing home regardless of when
application is made for SoonerCare benefits, and
(ii) after 12 months of nursing care, it is assumed there
is no reasonable expectation the member will be discharged
from the facility and return home and a lien may be filed
against real property owned by the member for the cost of
medical services received.

(C) "Intent" in regard to absence from the home is defined as
a clear statement of plans in addition to other evidence
and/or corroborative statements of others.
(D) At the end of the 12-month period the home property
becomes a countable resource unless medical evidence is
provided to support the feasibility of the member to return
to the home within a reasonable period of time (90 days).
This 90-day period is allowed only if sufficient medical
evidence is presented with an actual date for return to the
home.
(E) A member who leaves the nursing facility must remain in
the home at least three months for the home exemption to
apply if he/she has to re-enter the facility.
(F) However, if the spouse, minor child(ren) under 18, or
relative who is aged, blind or disabled or a recipient of
TANF resides in the home during the individual's absence, the
home continues to be exempt as a resource so long as the
spouse or relative lives there (regardless of whether the
absence is temporary).
(G) For purpose of this reference a relative is defined as:
son, daughter, grandson, granddaughter, stepson,
stepdaughter, in-laws, mother, father, stepmother,
stepfather, half-sister, half-brother, niece, nephew,
grandmother, grandfather, aunt, uncle, sister, brother,
stepbrother, or stepsister.
(H) Once a lien has been filed against the property of an NF
resident, the property is no longer considered as a countable
resource.

(b) Promissory notes, loans, or mortgages. The rules regarding the
treatment of funds used to purchase a promissory note, loan, or

159



3

mortgage on or after February 8, 2006, are found in (1) through (2)
of this subsection.

(1) Funds used to purchase a promissory note, loan, or mortgage
on or after February 8, 2006, are treated as assets transferred
for less than fair market value in the amount of the outstanding
balance due on the note, loan, or mortgage as of the date of the
individual's application for medical assistance unless the note,
loan, or mortgage meets all of the conditions in paragraphs (A)
through (C) of this paragraph.

(A) The note, loan, or mortgage has a repayment term that is
actuarially sound (as determined in accordance with actuarial
publications of the Office of the Chief Actuary of the United
States Social Security Administration).
(B) The note, loan, or mortgage provides for payments to be
made in equal amounts during the term of the loan, with no
deferral and no balloon payments made.
(C) The note, loan, or mortgage prohibits the cancellation of
the balance upon the death of the lender.

(2) Funds used to purchase a promissory note, loan, or mortgage
for less than its fair market value are treated as assets
transferred for less than fair market value regardless of
whether:

(A) The note, loan, or mortgage was purchased before February
8, 2006; or
(B) The note, loan, or mortgage was purchased on or after
February 8, 2006, and the conditions described in paragraph
(1) of this subsection were met.

(c) Annuities. Treatment of annuities purchased on or after
February 8, 2006.

(1) The entire amount used to purchase an annuity on or after
February 8, 2006, is treated as assets transferred for less than
fair market value unless the annuity meets one of the conditions
described in (A) through (C) of this paragraph.

(A) The annuity is an annuity described in subsection (b) or
(q) of Section 408 of the United States Internal Revenue Code
of 1986.
(B) The annuity is purchased with proceeds from:

(i) An account or trust described in subsection (a), (c),
or (p) of Section 408 of the United States Internal
Revenue Code of 1986;
(ii) A simplified employee pension as defined in Section
408(k) of the United States Internal Revenue Code of 1986;
(iii) A Roth IRA described in Section 408A of the United
States Internal Revenue Code of 1986.

(C) The annuity:
(i) is irrevocable and nonassignable;
(ii) is actuarially sound as determined in accordance with
actuarial publications of the Office of the Chief Actuary
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of the United States Social Security Administration; and
(iii) provides for payments in equal amounts during the
term of the annuity, with no deferral and no balloon
payments made.

(2) In addition, the entire amount used to purchase an annuity
on or after February 8, 2006, is treated as a transfer of assets
unless the Oklahoma Health Care Authority is named as the
remainder beneficiary either:

(A) in the first position for at least the total amount of
medical assistance paid on behalf of the institutionalized
individual; or
(B) in the second position after the community spouse, child
under 21 years of age, or disabled child and in the first
position if the spouse or a representative of the child
disposes of any of the remainder for less than fair market
value.

(d) Life Estates. This subsection pertains to the purchase of a
life estate in another individual's home.

(1) The entire amount used to purchase a life estate in another
individual's home on or after February 8, 2006, is treated as
assets transferred for less than fair market value, unless the
purchaser resides in the home for at least one year after the
date of the purchase.
(2) Funds used to purchase a life estate in another individual's
home for less than its fair market value are treated as assets
transferred for less than fair market value regardless of
whether:

(A) The life estate was purchased before February 8, 2006; or
(B) The life estate was purchased on or after February, 8,
2006, and the purchaser resided in the home for one year
after the date of purchase.

(e) Oklahoma Long-Term Care Partnership (LTCP) Program. This
subsection pertains to individuals with Oklahoma Long-Term Care
Partnership policies. The Oklahoma Insurance Department approves
long-term care insurance policies as Long-term Care Partnership
Program policies. The face page of the policy document will
indicate if the insurance qualifies as a Long Term Care Partnership
Program policy.

(1) Benefits from the LTCP policy must be exhausted before the
individual can be eligible for long term care under the
SoonerCare program.
(2) Assets in an amount equal to the amount paid out under the
LTCP policy can be protected for the insured individual once the
LTCP policy benefits are exhausted. Protected assets are
disregarded when determining eligibility for the SoonerCare
program per 317:35-5-41.9(26). A record of the amount paid on
behalf of the policy holder is available through the OHCA or
insurance company holding the LTCP policy.
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(A) At the time of application for SoonerCare the individual
must determine the asset(s) to be protected. The protected
asset(s) cannot be changed. If the value of the protected
asset(s) decreases, the individual does not have the option
to select additional assets to bring the total up to the
protected amount.
(B) If the protected asset(s) are income-producing, the
income earned while on SoonerCare is counted in accordance
with 317:35-5-42.
(C) The individual can choose to transfer the protected asset
without incurring a transfer of assets penalty.
(D) When determining resource eligibility for a couple when
one of them enters the nursing home or applies for a HCBS
waiver, the LTCP protected asset(s) are disregarded in
determining the total amount of the couple's resources.
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STATE OF OKLAHOMA 
OKLAHOMA HEALTH CARE AUTHORITY 

 
TO:  Tywanda Cox 
  Health Policy 
 
From:  Brent Johnson 
 
SUBJECT: Rule Impact Statement 
  (Reference APA WF # 11-15) 
 

A. Brief description of the purpose of the rule: 
  

OHCA eligibility rules are revised to include a brief 
description of the Long-term Care Partnership program.  
The Long-term Care Partnership program (LTCP) allows 
individuals with qualified LTCP insurance policies the 
opportunity to protect certain assets in determining 
eligibility for SoonerCare long term care services. 

 
 B. A description of the classes of persons who most likely 

will be affected by the proposed rule, including classes 
that will bear the cost of the proposed rule, and any 
information on cost impacts received by the agency from 
any private or public entities: 

   
  There are no specific classes of persons who will bear 

the cost of the proposed rule change.  The rule change 
is a policy clarification and is not anticipated to 
result in a significant increase in SoonerCare 
enrollment. 

       
C A description of the classes of persons who will benefit 

from the proposed rule: 
 
 The classes of persons who will benefit by the 

proposed rule change are individuals with long term 
care needs, purchasing Long-term Care Partnership 
insurance policies.  Additionally, carriers offering  
Long-term Care Partnership insurance policies may 
benefit from the sale of such policy. 

   
 D. A description of the probable economic impact of the 

proposed rule upon the affected classes of persons or 
political subdivisions, including a listing of all fee 
changes and, whenever possible, a separate justification 
for each fee change: 
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  There is no probable economic impact of the proposed 

rules upon any classes of persons or political 
subdivisions nor is a fee change involved in the rule 
revision. 

  
  E. The probable costs and benefits to the agency and to any 

other agency of the implementation and enforcement of 
the proposed rule, the source of revenue to be used for 
implementation and enforcement of the proposed rule, and 
any anticipated affect on state revenues, including a 
projected net loss or gain in such revenues if it can be 
projected by the agency:   

 
  There is no anticipated cost to this or any other 

agency as the policy clarification is not expected to 
have a significant impact on the number of people 
qualifying for SoonerCare long term care services.  

 
 F. A determination of whether implementation of the 

proposed rule will have an economic impact on any 
political subdivisions or require their cooperation in 
implementing or enforcing the rule: 

 
  The proposed rule will not have an economic impact on 

any political subdivision or require their cooperation 
in implementing or enforcing the rule.   

 
 G. A determination of whether implementation of the 

proposed rule will have an adverse effect on small 
business as provided by the Oklahoma Small Business 
Regulatory Flexibility Act: 

 
  The proposed rule will not have an adverse effect on 

small businesses as provided by the Oklahoma Small 
Business Regulatory Flexibility Act.  

 
 H. An explanation of the measures the agency has taken to 

minimize compliance costs and a determination of whether 
there are less costly or nonregulatory methods or less 
intrusive methods for achieving the purpose of the 
proposed rule:  

 
  There are no other legal methods to minimize compliance 

costs. 
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 I. A determination of the effect of the proposed rule on 
the public health, safety and environment and, if the 
proposed rule is designed to reduce significant risks to 
the public health, safety and environment, an 
explanation of the nature of the risk and to what extent 
the proposed rule will reduce the risk: 

 
 The proposed rule should have no effect on the public 

health, safety, or environment. 
 

J. A determination of any detrimental effect on the public 
health, safety and environment if the proposed rule is 
not implemented: 

 
 The agency does not anticipate any detrimental effects 

on the public health, safety, or environment. 
 

K.  The date the rule impact statement was prepared and if 
 modified, the date modified: 

 
This rule impact statement was prepared on September 
6th, 2011. 
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AGENCY RULE REPORT

1. Date Notice Was Published in Oklahoma Register:
January 18, 2012 through February 16, 2012

2. Agency Name/Address:
Oklahoma Health Care Authority
2401 N.W. 23rd St. Suite 1A
Oklahoma City, Oklahoma 73107

3. Title and Number of Rule(s):
Title 317: Oklahoma Health Care Authority
Chapter 30. Medical Providers-Fee For Service
Subchapter 5. Individual Providers and Specialties
Part 3. Hospitals
317:30-5-42.6. [AMENDED]
Part 29. Renal Dialysis Facilities
317:30-5-306. [AMENDED]
317:30-5-307. [AMENDED]
(Reference APA WF # 11-19)

4. Statutory Authority for Rule:
The Oklahoma Health Care Authority Board; The Oklahoma Health
Care Authority Act, Section 5003 through 5016 of Title 63 of
Oklahoma Statutes; Public Law 110-275, Section 153; 42 CFR
Parts 410, 413, and 414; CMS-1418-F (Federal Register Vol.
75, No. 155)

5. Brief Summary of Content of Adopted Rule(s):
Policy, the State Plan, and reimbursement methodology will be
updated to correspond to new Medicare guidelines regarding
payment to End Stage Renal Disease (ESRD) facilities.
Currently policy and methodology utilizes Medicare's old
composite rate for a defined set of ESRD items and services,
while paying separately for services not included in the
composite rate, such as drugs and laboratory tests. This
payment system is replaced with a new bundled prospective
payment system (PPS), in which a single bundled payment to
the ESRD facility for each treatment will cover all renal
dialysis services. If the change is not made, OHCA will be
out of line with Medicare reimbursement rates for this
provider type.

6. Statement Explaining need for the Adopted Rule:
The Agency finds that a compelling public interest exists
which necessitates promulgation of permanent rules and
requests approval of rule revisions to amend policy to
correspond to new Medicare guidelines regarding payment to
End Stage Renal Disease (ESRD) facilities. The current
payment system will be replaced with a new bundled
prospective payment system (PPS), in which a single bundled
payment to the ESRD facility for each treatment will cover
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all renal dialysis services. If the change is not made, OHCA
will be out of line with Medicare reimbursement rates for
this provider type.

7. Date/Location of meeting at which rules were adopted:
March 8, 2012
Oklahoma Health Care Authority
2401 N.W. 23rd St. Suite 1A
Oklahoma City, Oklahoma 73107

8. Summary of comments and explanation of changes or lack of any
change made in the adopted rule as a result of testimony
received at public hearings or any oral or written comments
received prior to the adoption of the rule:
A public hearing was held February 22, 2012. No comments were
received.

9. List Persons or organizations who appeared or registered for
or against the adopted rule at any public hearing held by the
agency or those who have commented in writing before or after
the hearing:
None

10. Rule Impact Statement:
See Attached

11. An incorporation by reference statement if the rule
incorporates a set of rules from a body outside the state,
such as a national code:
Not applicable

12. The members of the governing board of the agency adopting the
rules and the recorded vote of each:
Lyle Roggow Aye
Tony Armstrong Aye
George Miller Aye
Carol Robison Aye
Melvin McVay Jr. Aye
Ed McFall Aye
Ann Bryant Aye

13. Any other information requested by the Governor:
SUPERSEDED EMERGENCY ACTIONS:
Superseded rules:

N/A
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TITLE 317. OKLAHOMA HEALTH CARE AUTHORITY
CHAPTER 30. MEDICAL PROVIDERS-FEE FOR SERVICE

SUBCHAPTER 5. INDIVIDUAL PROVIDERS AND SPECIALTIES
PART 3. HOSPITALS

317:30-5-42.6. Dialysis
Payment for dialysis is made at the all-inclusive

Medicare allowable composite prospective payment system
wage adjusted base rate. This rate includes all services
which Medicare has established as an integral part of the
dialysis procedure, such as routine medical supplies,
certain laboratory procedures, oxygen, etc. Payment is
made separately for injections of Epoetin Alfa (EPO or
Epogen). The physician is reimbursed separately.

SUBCHAPTER 5. INDIVIDUAL PROVIDERS AND SPECIALTIES
PART 29. RENAL DIALYSIS FACILITIES

317:30-5-306. Coverage by category
Payment is made to renal dialysis facilities as set

forth in this Section.
(1) Adults. Payment is made for outpatient renal
dialysis for adults at the composite PPS rate.
(2) Children. Coverage for children is the same as for
adults.
(3) Individuals eligible for Part B of Medicare.
Payment is made utilizing the Medicaid allowable for
comparable service.

317:30-5-307. Payment methodology
Payment of in-facility dialysis treatments and home

dialysis treatment is made under the composite PPS rate
reimbursement system as established by Medicare.

(1) All items and services included under the composite
PPS rate must be furnished by the facility, either
directly or under arrangements, to all of its dialysis
patients. If the facility fails to furnish (either
directly or under arrangements) any part of the items and
services covered under the rate, then the facility cannot
be paid any amount for the part of the items and services
that the facility does furnish. These items and services
include:

(A) medically necessary dialysis equipment and dialysis
support equipment;
(B) home dialysis support services including the
delivery, installation, maintenance, repair, and
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testing of home dialysis equipment, and home support
equipment;
(C) purchase and delivery of all necessary dialysis
supplies;
(D) routine ESRD related laboratory tests,; and
(E) all dialysis services furnished by the facility's
staff.

(2) Some examples (but not an all-inclusive list) of items
and services that are included in the composite PPS rate
and may not be billed separately when furnished by a
dialysis facility are:

(A) staff time used to administer blood;
(B) declotting of shunts and any supplies used to
declot shunts;
(C) oxygen and the administration of oxygen; and
(D) staff time used to administer nonroutine peritoneal
items.
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 STATE OF OKLAHOMA 
 OKLAHOMA HEALTH CARE AUTHORITY 
 
 
TO:  Tywanda Cox 
   Health Policy 
 
FROM:  Joseph Fairbanks 

Health Policy 
 
SUBJECT: Rule Impact Statement 

APA WF # 11-19 
 

A. Brief description of the purpose of the rule: 
 

 Policy, the State Plan, and reimbursement methodology will be 
updated to correspond to new Medicare guidelines regarding payment 
to End Stage Renal Disease (ESRD) facilities.  Currently policy and 
methodology utilizes Medicare's old composite rate for a defined set 
of ESRD items and services, while paying separately for services not 
included in the composite rate, such as drugs and laboratory tests. 
 This payment system is replaced with a new bundled prospective 
payment system (PPS), in which a single bundled payment to the ESRD 
facility for each treatment will cover all renal dialysis services. 
If the change is not made, OHCA will be out of line with Medicare 
reimbursement rates for this provider type. 

 
B. A description of the classes of persons who most likely will be 

affected by the proposed rule, including classes that will bear the 
cost of the proposed rule, and any information on cost impacts 
received by the agency from any private or public entities: 
 
No classes of persons will be affected by the proposed rule.  There 
is a projected total cost of $959,000 associated with the proposed 
rule.  Of that $959,000, it is projected the state will be 
responsible for $344,000 and the federal government will be 
responsible for the remainder. 

 
C. A description of the classes of persons who will benefit from the 

proposed rule: 
 
No classes of persons will benefit from the proposed rule. 

 
D. A description of the probable economic impact of the proposed 

rule upon the affected classes of persons or political 
subdivisions, including a listing of all fee changes and, 
whenever possible, a separate justification for each fee change: 

 
There is no economic impact. Bringing our rules and payment 
methodology in line with CMS regulations on ESRD payment—that is, 
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changing it from the composite rate to the prospective payment 
system rate—will raise the reimbursement fee from an average of 
$175 to $211, which is the estimated PPS rate set by CMS ($218) 
minus the 3.25% across-the-board rate reduction enacted by OHCA 
in 2010.   

 
E. The probable costs and benefits to the agency and to any other 

agency of the implementation and enforcement of the proposed 
rule, the source of revenue to be used for implementation and 
enforcement of the proposed rule, and any anticipated affect on 
state revenues, including a projected net loss or gain in such 
revenues if it can be projected by the agency: 

 
There will be a projected $344,000 cost to the state.  Revenue 
from state appropriations to OHCA and matching federal financial 
participation will be used to enact this change. 
 

F. A determination of whether implementation of the proposed rule 
will have an economic impact on any political subdivisions or 
require their cooperation in implementing or enforcing the rule: 

 
There is no economic impact on political subdivisions.  

 
G. A determination of whether implementation of the proposed rule 

will have an adverse effect on small business as provided by the 
Oklahoma Small Business Regulatory Flexibility Act: 

 
There is no adverse economic impact on small businesses as a 
result of this rule.  

 
H. An explanation of the measures the agency has taken to minimize 

compliance costs and a determination of whether there are less 
costly or non-regulatory methods or less intrusive methods for 
achieving the purpose of the proposed rule: 
 
The agency has taken measures to determine that there is no less 
costly or non-regulatory method or less intrusive method for 
achieving the purpose of the proposed rule. 

 
I. A determination of the effect of the proposed rule on the public 

health, safety and environment and, if the proposed rule is 
designed to reduce significant risks to the public health, safety 
and environment, an explanation of the nature of the risk and to 
what extent the proposed rule will reduce the risk: 

 
The proposed rule should have no adverse effect on the public 
health, safety, and environment. 

 
J. A determination of any detrimental effect on the public health, 

safety and environment if the proposed rule is not implemented: 
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OHCA does not believe there is a detrimental effect on the public 
health and safety if the rule is not passed. 

 
K. The date the rule impact statement was prepared and if modified, 

the date modified: 
 

The rule impact statement was prepared December 1, 2011. 
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AGENCY RULE REPORT

1. Date Notice Was Published in Oklahoma Register:
January 18, 2012 through February 16, 2012

2. Agency Name/Address:
Oklahoma Health Care Authority
2401 N.W. 23rd St. Suite 1A
Oklahoma City, Oklahoma 73107

3. Title and Number of Rule(s):
Title 317: Oklahoma Health Care Authority
Chapter 30. Providers-Fee For Service
Subchapter 3. General Provider Policies
Part 1. General Scope and Administration
317:30-3-2. [AMENDED]
(Reference APA WF # 11-20)

4. Statutory Authority for Rule:
The Oklahoma Health Care Authority Board; The Oklahoma Health
Care Authority Act, Section 5003 through 5016 of Title 63 of
Oklahoma Statutes; 42 CFR 455.414

5. Brief Summary of Content of Adopted Rule(s):
Provider agreement rules are revised to ensure clarity.
Revisions are made to reflect language in 42 CFR 455.414;
that provider agreements must be renewed at least every five
years. Additionally, revisions are made to revise the contact
information for the OHCA Provider Contracting Unit.

6. Statement Explaining need for the Adopted Rule:
The Agency finds that a compelling public interest exists
which necessitates promulgation of permanent rules and
requests approval of rule revisions to amend policy to ensure
clarity in policy and to reflect language in 42 CFR 455.414.
Additionally, revisions are made to revise the contact
information for the OHCA Provider Contracting Unit.

7. Date/Location of meeting at which rules were adopted:
March 8, 2012
Oklahoma Health Care Authority
2401 N.W. 23rd St. Suite 1A
Oklahoma City, Oklahoma 73107

8. Summary of comments and explanation of changes or lack of any
change made in the adopted rule as a result of testimony
received at public hearings or any oral or written comments
received prior to the adoption of the rule:
A public hearing was held February 22, 2012. No comments were
received.

9. List Persons or organizations who appeared or registered for
or against the adopted rule at any public hearing held by the
agency or those who have commented in writing before or after
the hearing:
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None
10. Rule Impact Statement:

See Attached
11. An incorporation by reference statement if the rule

incorporates a set of rules from a body outside the state,
such as a national code:
Not applicable

12. The members of the governing board of the agency adopting the
rules and the recorded vote of each:
Lyle Roggow Aye
Tony Armstrong Aye
George Miller Aye
Carol Robison Aye
Melvin McVay Jr. Aye
Ed McFall Aye
Ann Bryant Aye

13. Any other information requested by the Governor:
SUPERSEDED EMERGENCY ACTIONS:
Superseded rules:

N/A
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TITLE 317. OKLAHOMA HEALTH CARE AUTHORITY
CHAPTER 30. MEDICAL PROVIDERS-FEE FOR SERVICE

SUBCHAPTER 3. GENERAL PROVIDER POLICIES
PART 1. GENERAL SCOPE AND ADMINISTRATION

317:30-3-2. Provider agreements
In order to be eligible for payment, providers must have

on file with OHCA, an approved Provider Agreement. Through
this agreement, the provider certifies all information
submitted on claims is accurate and complete, assures that
the State Agency's requirements are met and assures
compliance with all applicable Federal and State regulations.
These agreements are renewed annually at least every 5 years
with each provider.

(1) The provider further assures compliance with Section
1352, Title 31 of the U.S. Code and implemented at 45 CFR
Part 93 which provides that if payments pursuant to
services provided under Medicaid are expected to exceed
$100,000.00, the provider certifies federal funds have not
been used nor will they be used to influence the making or
continuation of the agreement to provide services under
Medicaid. Upon request, the Authority will furnish a
standard form to the provider for the purpose of reporting
any non-federal funds used for influencing agreements.
(2) The provider assures in accordance with 31 USCA USC
6101, Executive Order 12549, that they are not presently
or have not in the last three years been debarred,
suspended, proposed for debarment or declared ineligible
by any Federal department or agency.
(3) For information regarding annual Provider Agreements
or for problems related to a current agreement, contact
the Oklahoma Health Care Authority, Provider Enrollment,
P.O. Box 18299, Oklahoma City, Oklahoma 73154-0299, or
call 1-800-871-9347 for out-of-state or 405-525-1092 from
within the state. P.O. Box 54015, Oklahoma City, Oklahoma
73154, or call 1-800-522-0114 option 5 toll free or 405-
522-6205 for the Oklahoma City area.
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 STATE OF OKLAHOMA 
 OKLAHOMA HEALTH CARE AUTHORITY 
 
 
TO:  Tywanda Cox 
  Policy Development 
 
From:  LeKenya Samilton 
 
SUBJECT: Rule Impact Statement 
  APA WF # 11-20 
 
 A. Brief description of the purpose of the rule:  
    

Provider agreement rules are revised to ensure clarity. 
Current rules define that provider agreements are renewed 
annually. Revisions are made to reflect language in 42 CFR 
455.414; that provider agreements must be renewed at least 
every five years. Additionally, revisions are made to revise 
provider contracts contact information. The revisions are 
necessary to align OHCA policy with federal regulations and 
ensure provider inquiries are handled promptly, without 
delay from delivery error.  
 

 B. A description of the classes of persons who most likely will 
be affected by the proposed rule, including classes that will 
bear the cost of the proposed rule, and any information on 
cost impacts received by the agency from any private or 
public entities: 

     
  The classes of persons most affected by this rule will be 

all contracted SoonerCare providers regardless of provider 
type. 

 
 C. A description of the classes of persons who will benefit from 

the proposed rule:   
    
  The persons who will most likely benefit from the proposed 

rule are both SoonerCare members and providers. Revalidating 
the enrollment of providers ensures that SoonerCare members 
receive quality health care from credentialed providers. 
Additionally, updating provider contracts contact 
information ensures that providers inquiries are delivered 
to the appropriate location which results in rapid 
resolution. 

 
 D. A description of the probable economic impact of the proposed 

rule upon the affected classes of persons or political 
subdivisions, including a listing of all fee changes and, 
whenever possible, a separate justification for each fee 
change: 
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  There is no probable economic impact of the proposed rule 

upon any classes of persons or political subdivisions. 
 
 E. The probable costs and benefits to the agency and to any 

other agency of the implementation and enforcement of the 
proposed rule, the source of revenue to be used for 
implementation and enforcement of the proposed rule, and any 
anticipated affect on state revenues, including a projected 
net loss or gain in such revenues if it can be projected by 
the agency:   

   
  There is no budgetary impact as a result of this rule. 
  
 F. A determination of whether implementation of the proposed 

rule will have an economic impact on any political 
subdivisions or require their cooperation in implementing or 
enforcing the rule: 

 
  The proposed rule will not have an economic impact on any 

political subdivision or require their cooperation in 
implementing or enforcing the rule.   

 
 G. A determination of whether implementation of the proposed 

rule will have an adverse effect on small business as 
provided by the Oklahoma Small Business Regulatory 
Flexibility Act: 

 
  The proposed rule will not have an adverse effect on small 

businesses as provided by the Oklahoma Small Business 
Regulatory Flexibility Act.  

 
 H. An explanation of the measures the agency has taken to 

minimize compliance costs and a determination of whether 
there are less costly or nonregulatory methods or less 
intrusive methods for achieving the purpose of the proposed 
rule:  

 
  There agency has taken measures to determine that there is no 

less costly or non-regulatory method or less intrusive method 
for achieving the purpose of the proposed rule. 

 
 I. A determination of the effect of the proposed rule on the 

public health, safety and environment and, if the proposed 
rule is designed to reduce significant risks to the public 
health, safety and environment, an explanation of the nature 
of the risk and to what extent the proposed rule will reduce 
the risk: 

 
  The proposed rule should have no effect on the public health, 

safety, or environment. 
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 J. A determination of any detrimental effect on the public 

health, safety and environment if the proposed rule is not 
implemented: 

 
  The agency does not anticipate any detrimental effects on the 

public health, safety, or environment. 
 

K.  The date the rule impact statement was prepared and if 
 modified, the date modified: 

 
  This rule impact statement was prepared on August 26, 2011. 
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AGENCY RULE REPORT

1. Date Notice Was Published in Oklahoma Register:
January 18, 2012 through February 16, 2012

2. Agency Name/Address:
Oklahoma Health Care Authority
2401 N.W. 23rd St. Suite 1A
Oklahoma City, Oklahoma 73107

3. Title and Number of Rule(s):
Title 317: Oklahoma Health Care Authority
Chapter 30. Providers-Fee For Service
Subchapter 5. Individual Providers and Specialties
Part 113. Living Choice Program
317:30-5-1201. [AMENDED]
(Reference APA WF # 11-21A)

4. Statutory Authority for Rule:
The Oklahoma Health Care Authority Board; The Oklahoma Health
Care Authority Act, Section 5003 through 5016 of Title 63 of
Oklahoma Statutes; Section 6071 of the Deficit Reduction Act
of 2005, Section 2403 of the Affordable Care Act, June 1,
2011 CMS guidance correspondence

5. Brief Summary of Content of Adopted Rule(s):
OHCA rules are revised to change language in policy that
references "mental retardation" to "intellectual
disabilities". Revisions are necessary to comply with Public
Law 111-256 (Rosa's Law) that replaces the term mental
retardation with intellectual disability, in federal
education, health and labor laws.

6. Statement Explaining need for the Adopted Rule:
The Agency finds that a compelling public interest exists
which necessitates promulgation of permanent rules and
requests approval of rule revisions to amend policy to change
language in policy that references "mental retardation" to
"intellectual disabilities". Revisions are necessary to
comply with Public Law 111-256 (Rosa's Law).

7. Date/Location of meeting at which rules were adopted:
March 8, 2012
Oklahoma Health Care Authority
2401 N.W. 23rd St. Suite 1A
Oklahoma City, Oklahoma 73107

8. Summary of comments and explanation of changes or lack of any
change made in the adopted rule as a result of testimony
received at public hearings or any oral or written comments
received prior to the adoption of the rule:
A public hearing was held February 22, 2012. No comments were
received.
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9. List Persons or organizations who appeared or registered for
or against the adopted rule at any public hearing held by the
agency or those who have commented in writing before or after
the hearing:
None

10. Rule Impact Statement:
See Attached

11. An incorporation by reference statement if the rule
incorporates a set of rules from a body outside the state,
such as a national code:
Not applicable

12. The members of the governing board of the agency adopting the
rules and the recorded vote of each:
Lyle Roggow Aye
Tony Armstrong Aye
George Miller Aye
Carol Robison Aye
Melvin McVay Jr. Aye
Ed McFall Aye
Ann Bryant Aye

13. Any other information requested by the Governor:
SUPERSEDED EMERGENCY ACTIONS:
Superseded rules:

N/A
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TITLE 317. OKLAHOMA HEALTH CARE AUTHORITY
CHAPTER 30. MEDICAL PROVIDERS-FEE FOR SERVICE

SUBCHAPTER 5. INDIVIDUAL PROVIDERS AND SPECIALTIES
PART 113. LIVING CHOICE PROGRAM

317:30-5-1201. Benefits for members with mental retardation
intellectual disabilities
(a) Living Choice program participants with mental retardation
intellectual disabilities may receive a range of necessary
medical and home and community based services for one year after
moving from the institution. The one year period begins the day
the member occupies a qualified residence in the community.
Once this transition period is complete, the member receives
services through the Community waiver.
(b) Services must be billed using the appropriate HCPCS or CPT
codes and must be medically necessary.
(c) All services must be necessary for the individual to live in
the community, require prior authorization, and must be
documented in the individual transition plan. The number of
units of services the member is eligible to receive is limited
to the amounts approved in the transition plan. The transition
plan may be amended as the member's needs change.
(d) Services that may be provided to members with mental
retardation intellectual disabilities are listed in paragraphs
(1) through (28) of this subsection:

(1) assistive technology;
(2) adult day health care;
(3) architectural modifications;
(4) audiology evaluation and treatment;
(5) community transition;
(6) daily living support;
(7) dental services;
(8) family counseling;
(9) family training;
(10) group home;
(11) respite care;
(12) homemaker services;
(13) habilitation training services;
(14) home health care;
(15) intensive personal support;
(16) extended duty nursing;
(17) skilled nursing;
(18) nutrition services;
(19) therapy services including physical, occupational, and
speech;
(20) psychiatry services;
(21) psychological services;
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(22) agency companion services;
(23) non-emergency transportation;
(24) pre-vocational services;
(25) supported employment services;
(26) specialized foster care;
(27) specialized medical equipment and supplies; and
(28) SoonerCare compensable medical services.
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 STATE OF OKLAHOMA 
 OKLAHOMA HEALTH CARE AUTHORITY 
 

 
TO:  Tywanda Cox 
  Policy Development 
 
From:  Brent Johnson 
 
SUBJECT: Rule Impact Statement 
  APA WF # 11-21A 
 
 A. Brief description of the purpose of the rule:  
    

OHCA rules for the Living Choice Program are revised to 
change language in policy that references "mental 
retardation".  All references to "mental retardation" will 
be changed to "intellectual disabilities".  Revisions are 
necessary to comply with Public Law 111-256(Rosa's Law) that 
replaces the term mental retardation with intellectual 
disability, in federal education, health and labor laws. 
 

 B. A description of the classes of persons who most likely will 
be affected by the proposed rule, including classes that will 
bear the cost of the proposed rule, and any information on 
cost impacts received by the agency from any private or 
public entities: 

     
  The classes of persons most affected by this rule will be 

SoonerCare members who are diagnosed as mentally retarded. 
These individuals will be referenced as having an 
intellectual disability, which is a less offensive term.  

 
 C. A description of the classes of persons who will benefit from 

the proposed rule:   
    
  The persons who will most likely benefit from the proposed 

rule are SoonerCare members who have been diagnosed with 
intellectual disabilities.  

 
 D. A description of the probable economic impact of the proposed 

rule upon the affected classes of persons or political 
subdivisions, including a listing of all fee changes and, 
whenever possible, a separate justification for each fee 
change: 

 
  There is no probable economic impact of the proposed rule 

upon any classes of persons or political subdivisions. 
 
 E. The probable costs and benefits to the agency and to any 

other agency of the implementation and enforcement of the 
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proposed rule, the source of revenue to be used for 
implementation and enforcement of the proposed rule, and any 
anticipated affect on state revenues, including a projected 
net loss or gain in such revenues if it can be projected by 
the agency:   

   
  There is no budgetary impact as a result of this rule. 
  
 F. A determination of whether implementation of the proposed 

rule will have an economic impact on any political 
subdivisions or require their cooperation in implementing or 
enforcing the rule: 

 
  The proposed rule will not have an economic impact on any 

political subdivision or require their cooperation in 
implementing or enforcing the rule.   

 
 G. A determination of whether implementation of the proposed 

rule will have an adverse effect on small business as 
provided by the Oklahoma Small Business Regulatory 
Flexibility Act: 

 
  The proposed rule will not have an adverse effect on small 

businesses as provided by the Oklahoma Small Business 
Regulatory Flexibility Act.  

 
 H. An explanation of the measures the agency has taken to 

minimize compliance costs and a determination of whether 
there are less costly or nonregulatory methods or less 
intrusive methods for achieving the purpose of the proposed 
rule:  

 
  There agency has taken measures to determine that there is no 

less costly or non-regulatory method or less intrusive method 
for achieving the purpose of the proposed rule. 

 
 I. A determination of the effect of the proposed rule on the 

public health, safety and environment and, if the proposed 
rule is designed to reduce significant risks to the public 
health, safety and environment, an explanation of the nature 
of the risk and to what extent the proposed rule will reduce 
the risk: 

 
  The proposed rule should have no effect on the public health, 

safety, or environment. 
 
 J. A determination of any detrimental effect on the public 

health, safety and environment if the proposed rule is not 
implemented: 

 
  The agency does not anticipate any detrimental effects on the 
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public health, safety, or environment. 
 

K.  The date the rule impact statement was prepared and if 
 modified, the date modified: 

 
  This rule impact statement was prepared on January 20, 2012. 
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AGENCY RULE REPORT

1. Date Notice Was Published in Oklahoma Register:
January 18, 2012 through February 16, 2012

2. Agency Name/Address:
Oklahoma Health Care Authority
2401 N.W. 23rd St. Suite 1A
Oklahoma City, Oklahoma 73107

3. Title and Number of Rule(s):
Title 317: Oklahoma Health Care Authority
Chapter 35. Medical Assistance For Adults And Children-
Eligibility
Subchapter 23. Living Choice Program
317:35-23-2. [AMENDED]
317:35-23-3. [AMENDED]
317:35-23-4. [AMENDED]
(Reference APA WF # 11-21B)

4. Statutory Authority for Rule:
The Oklahoma Health Care Authority Board; The Oklahoma Health
Care Authority Act, Section 5003 through 5016 of Title 63 of
Oklahoma Statutes; Section 6071 of the Deficit Reduction Act
of 2005, Section 2403 of the Affordable Care Act, June 1,
2011 CMS guidance correspondence

5. Brief Summary of Content of Adopted Rule(s):
OHCA rules for the Living Choice demonstration program are
revised to clarify that individuals residing in a nursing
facility or ICF/MR in lieu of incarceration are not eligible
for the Living Choice program. Rules are also revised to add
that Living Choice members who have completed their full 365
days of eligibility and are re-institutionalized for 90
consecutive days are eligible to re-apply for an additional
365 days of service. Other minor policy revisions are also
included.

6. Statement Explaining need for the Adopted Rule:
The Agency finds that a compelling public interest exists
which necessitates promulgation of permanent rules and
requests approval of rule revisions to amend policy to
clarify that individuals residing in a nursing facility or
ICF/MR in lieu of incarceration are not eligible for the
Living Choice program. Rules are also revised to add that
Living Choice members who have completed their full 365 days
of eligibility and are re-institutionalized for 90
consecutive days are eligible to re-apply for an additional
365 days of service. Other minor policy revisions are also
included.

7. Date/Location of meeting at which rules were adopted:
March 8, 2012
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Oklahoma Health Care Authority
2401 N.W. 23rd St. Suite 1A
Oklahoma City, Oklahoma 73107

8. Summary of comments and explanation of changes or lack of any
change made in the adopted rule as a result of testimony
received at public hearings or any oral or written comments
received prior to the adoption of the rule:
A public hearing was held February 22, 2012. No comments were
received.

9. List Persons or organizations who appeared or registered for
or against the adopted rule at any public hearing held by the
agency or those who have commented in writing before or after
the hearing:
None

10. Rule Impact Statement:
See Attached

11. An incorporation by reference statement if the rule
incorporates a set of rules from a body outside the state,
such as a national code:
Not applicable

12. The members of the governing board of the agency adopting the
rules and the recorded vote of each:
Lyle Roggow Aye
Tony Armstrong Aye
George Miller Aye
Carol Robison Aye
Melvin McVay Jr. Aye
Ed McFall Aye
Ann Bryant Aye

13. Any other information requested by the Governor:
SUPERSEDED EMERGENCY ACTIONS:
Superseded rules:

N/A
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TITLE 317. OKLAHOMA HEALTH CARE AUTHORITY
CHAPTER 35. MEDICAL ASSISTANCE FOR ADULTS

AND CHILDREN-ELIGIBILITY
SUBCHAPTER 23. LIVING CHOICE PROGRAM

317:35-23-2. Eligibility criteria
Adults with disabilities or long-term illnesses, members with

mental retardation intellectual disabilities and members with
physical disabilities are eligible to transition into the
community through the Living Choice program if they meet all of
the criteria in paragraphs (1) through (7) of this subsection.

(1) He/she must be at least 19 years of age.
(2) He/she must reside in an institution (nursing facility or
public ICF/MR) for at least 90 consecutive days prior to the
proposed transition date. If any portion of the 90 days
includes time in a skilled nursing facility, those days
cannot be counted toward the 90 day requirement, if the
member received Medicare post-hospital extended care
rehabilitative services.
(3) He/she must have at least one day of Medicaid paid long-
term care services prior to transition.
(4) If transitioning from an out of state institution, he/she
must be SoonerCare eligible.
(5) He/she requires at least the same level of care that
necessitated admission to the institution.
(6) He/she must reside in a qualified residence after leaving
the institution. A qualified residence is defined in (A)
through (C) of this paragraph.

(A) a home owned or leased by the individual or the
individual's family member;
(B) an apartment with an individual lease, with a locking
entrance/exit, and which includes living, sleeping,
bathing, and cooking areas over which the individual or
the individual's family has domain and control; and
(C) a residence, in a community-based residential setting,
in which no more than four unrelated individuals reside.

(7) His/her needs can be met by the Living Choice program
while living in the community.
(8) He/she must not be a resident of a nursing facility or
ICF/MR in lieu of incarceration.

317:35-23-3. Participant disenrollment
(a) Members are A member is disenrolled from the program if
he/she:

(1) is admitted to a hospital, nursing facility, ICF/MR,
residential care facility or behavioral health facility for
more than 30 consecutive days;
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(2) is incarcerated;
(3) is determined to no longer meet SoonerCare financial
eligibility for home and community based services;
(4) determined by the Social Security Administration or OHCA
Level of Care Evaluation Unit to no longer have a disability
that qualifies for services under the Living Choice program;
or
(5) moves out of state.

(b) Payment cannot be made for an individual who is in imminent
danger of harm to self or others.

317:35-23-4. Re-enrollment
(a) Members in the Living Choice Program.

(1) The member remains eligible during periods of
institutionalization as long as the stay does not exceed 30
days.
(a) (2) A member with an institutional stay longer than 30
days may re-enroll in the program without residing in an
institution for the six months prior re-establishing the 90
day institutional residency requirement if:

(1) (A) the necessity for the institutionalization is
documented in the revised individual transition plan; and
(2) (B) the member can safely return to the community as
determined by the transition coordinator, the member and
the transition planning team.

(3) The re-enrolled member is eligible to receive services
for any remaining days up to the 365 day limit.

(b) The member remains eligible during hospitalization and
convalescent care periods as long as the stay does not exceed
six months.
(b) Members no longer in the Living Choice Program.

(1) Members who have completed 365 days in the Living Choice
Program and have been re-institutionalized for a minimum of
90 consecutive days may be eligible for re-enrollment in the
Living Choice Program. Before re-enrollment of a former
member, a re-evaluation of the former member's plan of care
must be completed and a determination made if the plan of
care could not be carried out as a result of:

(A) medical and/or behavioral changes resulting in the
necessity of readmission into the inpatient facility;
(B) the lack of community services to support the member
that were identified in the original plan of care; or
(C) the plan of care was not supported by the delivery of
quality services.

(2) After determining the basis for re-institutionalization

and creation of a new plan of care that ensures the health
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and safety of the former member, he/she may be re-enrolled

for an additional 365 days.
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STATE OF OKLAHOMA 
OKLAHOMA HEALTH CARE AUTHORITY 

 
TO:  Tywanda Cox 
  Policy Development 
 
From:  Brent Johnson 
 
SUBJECT: Rule Impact Statement 
  (Reference APA WF # 11-21B)   
 

A. Brief description of the purpose of the rule:  
 

OHCA rules for the Living Choice Demonstration program 
are revised to clarify that residents of nursing 
facilities or ICFs/MR that are institutionalized in 
lieu of incarceration are not eligible for the Living 
Choice program.  Additionally rules are revised to 
clarify that Living Choice members who have completed 
their full 365 days of eligibility and are re-
institutionalized for 90 consecutive days are eligible 
to re-apply for an additional 365 days of service.  

 
 B. A description of the classes of persons who most likely 

will be affected by the proposed rule, including classes 
that will bear the cost of the proposed rule, and any 
information on cost impacts received by the agency from 
any private or public entities: 

   
  The classes of persons affected by the rule change are 

residents of nursing facilities or ICFs/MR applying to 
receive Living Choice program services who will not 
qualify due to incarceration. Additionally individuals 
who have completed 365 days in the program and are 
seeking to re-enroll may be affected by the rule change.   
There are no specific classes of person who will bear 
the cost of the proposed rule change, nor have any cost 
impacts been received by the agency from private or 
public entities. 

      
C A description of the classes of persons who will benefit 

from the proposed rule: 
 
 The classes of persons who will benefit by the rule 

change are individuals who have completed the initial 
365 days in the Living Choice program, have been re-
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institutionalized for 90 consecutive days and are 
eligible for an additional 365 days in the program. 

 
 D. A description of the probable economic impact of the 

proposed rule upon the affected classes of persons or 
political subdivisions, including a listing of all fee 
changes and, whenever possible, a separate justification 
for each fee change: 

 
  There is no probable economic impact of the proposed 

rules upon any classes of persons or political 
subdivisions nor is a fee change involved in the rule 
revision. 

  
  E. The probable costs and benefits to the agency and to any 

other agency of the implementation and enforcement of 
the proposed rule, the source of revenue to be used for 
implementation and enforcement of the proposed rule, and 
any anticipated affect on state revenues, including a 
projected net loss or gain in such revenues if it can be 
projected by the agency:   

 
  The OHCA will benefit from enforcement of the proposed 

rule through the absence of individuals who may be a 
threat to providers or the community.  A slight cost 
increase is expected due to a small number of 
individuals expected to re-enroll in the program each 
year.  The additional annual cost is estimated to be 
$112,908 in Federal dollars and $14,866 in State 
dollars. The majority of individuals re-enrolling in 
the Living Choice program would likely receive waiver 
services that require at higher State matching share, 
if not for the Living Choice re-enrollment. Therefore, 
a savings in State dollars may actually be realized as 
a result of the policy change. 

 
 F. A determination of whether implementation of the 

proposed rule will have an economic impact on any 
political subdivisions or require their cooperation in 
implementing or enforcing the rule: 

 
  The proposed rule will not have an economic impact on 

any political subdivision or require their cooperation 
in implementing or enforcing the rule.   

 
 G. A determination of whether implementation of the 

proposed rule will have an adverse effect on small 

192



business as provided by the Oklahoma Small Business 
Regulatory Flexibility Act: 

 
  The proposed rule will not have an adverse effect on 

small businesses as provided by the Oklahoma Small 
Business Regulatory Flexibility Act.  

 
 H. An explanation of the measures the agency has taken to 

minimize compliance costs and a determination of whether 
there are less costly or nonregulatory methods or less 
intrusive methods for achieving the purpose of the 
proposed rule:  

 
  There are no other legal methods to minimize compliance 

costs. 
 

 I. A determination of the effect of the proposed rule on 
the public health, safety and environment and, if the 
proposed rule is designed to reduce significant risks to 
the public health, safety and environment, an 
explanation of the nature of the risk and to what extent 
the proposed rule will reduce the risk: 

 
 The proposed rule should have no effect on the public 

health, safety, or environment. 
 

J. A determination of any detrimental effect on the public 
health, safety and environment if the proposed rule is 
not implemented: 

 
 The agency does not anticipate any detrimental effects 

on the public health, safety, or environment. 
 

K.  The date the rule impact statement was prepared and if 
 modified, the date modified: 

 
This rule impact statement was prepared on January 13th, 
2012. 
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AGENCY RULE REPORT

1. Date Notice Was Published in Oklahoma Register:
January 18, 2012 through February 16, 2012

2. Agency Name/Address:
Oklahoma Health Care Authority
2401 N.W. 23rd St. Suite 1A
Oklahoma City, Oklahoma 73107

3. Title and Number of Rule(s):
Title 317: Oklahoma Health Care Authority
Chapter 30. Medical Providers-Fee For Service
Subchapter 5. Individual Providers And Specialties
Part 32. Soonerride Non-Emergency Transportation
317:30-5-326.1. [AMENDED]
317:30-5-327. [AMENDED]
317:30-5-327.1. [AMENDED]
317:30-5-327.2. [REVOKED]
317:30-5-328. [NEW]
(Reference APA WF # 11-25A)

4. Statutory Authority for Rule:
The Oklahoma Health Care Authority Board; The Oklahoma Health
Care Authority Act, Section 5003 through 5016 and Section
5051.3 of Title 63 of Oklahoma Statutes

5. Brief Summary of Content of Adopted Rule(s):
SoonerCare non-emergency transportation rules are revised to
clarify OHCA's current policy concerning meals and lodging,
travel distance, and eligibility. This rule will assist with
future cost savings and prevent abuse of services. This rule
will also ensure services for current and future SoonerCare
members.

6. Statement Explaining need for the Adopted Rule:
The Agency finds that a compelling public interest exists
which necessitates promulgation of permanent rules and
requests approval of rule revisions to amend policy to
clarify OHCA's current policy concerning meals and lodging,
travel distance, and eligibility. This rule will assist with
future cost savings and prevent abuse of services.

7. Date/Location of meeting at which rules were adopted:
March 8, 2012
Oklahoma Health Care Authority
2401 N.W. 23rd St. Suite 1A
Oklahoma City, Oklahoma 73107

8. Summary of comments and explanation of changes or lack of any
change made in the adopted rule as a result of testimony
received at public hearings or any oral or written comments
received prior to the adoption of the rule:
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A public hearing was held February 22, 2012. Two written
comments were received. One expressed concern over
eligibility for certain waiver populations and dual
eligibles. The second comment expressed concern over the 100
miles requirement for meals and lodging as well as the
nearest appropriate facility 45 mile radius guideline for
Medical Home referrals.
Rules were revised to include the eligible waiver population
and to clarify service criteria for dual eligibles. Rules
were also revised to address factors that may be considered
when approving meal and lodging expenses. Clarification was
also provided in regards to the 45 mile radius guideline for
Medical Home referrals. No comments were presented at the
public hearing.

9. List Persons or organizations who appeared or registered for
or against the adopted rule at any public hearing held by the
agency or those who have commented in writing before or after
the hearing:
Melinda Jones, OHCA
Wanda Felty, Community Leadership and Advocacy Coordinator/OK
LEND Core Faculty Family-Parent Issues/Center for Learning
and Leadership-UCEDD

10. Rule Impact Statement:
See Attached

11. An incorporation by reference statement if the rule
incorporates a set of rules from a body outside the state,
such as a national code:
Not applicable

12. The members of the governing board of the agency adopting the
rules and the recorded vote of each:
Lyle Roggow Aye
Tony Armstrong Aye
George Miller Aye
Carol Robison Aye
Melvin McVay Jr. Aye
Ed McFall Aye
Ann Bryant Aye

13. Any other information requested by the Governor:
SUPERSEDED EMERGENCY ACTIONS:
Superseded rules:

N/A
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TITLE 317. OKLAHOMA HEALTH CARE AUTHORITY
CHAPTER 30. MEDICAL PROVIDERS-FEE FOR SERVICE

SUBCHAPTER 5. INDIVIDUAL PROVIDERS AND SPECIALTIES
PART 32. SOONERRIDE NON-EMERGENCY TRANSPORTATION

317:30-5-326.1. Definitions
The following words and terms, when used in this subchapter

have shall have the following meaning, unless context clearly
indicates otherwise.

"Attendant" means an employee of the nursing facility who is
provided by and trained by the nursing facility at the nursing
facility's expense.

"Emergency" means a serious situation or occurrence that
happens unexpectedly and demands immediate action such as a
medical condition manifesting itself by acute symptoms of
sufficient severity (including severe pain) such that the
absence of immediate medical attention could reasonably be
expected, by a reasonable and prudent layperson, to result in
placing the members' health in serious jeopardy, serious
impairment to bodily function, or serious dysfunction of any
bodily organ or part.

"Escort Medical escort" means a family member, or legal
guardian, or volunteer whose presence is required and medically
necessary to assist a member during transport and while at the
place of treatment. An A medical escort voluntarily accompanies
the member during transport and leaves the vehicle at its
destination and remains with the member. An A medical escort
must be of an age of legal majority recognized under State law.

"Member/eligible member" means any person eligible for
SoonerCare with the exception of and individuals considered to
be Medicare/SoonerCare full dually eligible. This does not
include those individuals who are categorized only as Qualified
Medicare Beneficiaries Plus (QMBP) (QMB), Specified Low Income
Medicare Beneficiaries (SLMB), Qualifying Individuals-1 (QI-1),
individuals who are in an institution for mental disease (IMD),
inpatient, institutionalized, Home and Community Based Waiver
members, with the exception of the In-home Supports Waiver for
Children and, the Advantage Waiver, the Living Choice
demonstration, the Sooner Seniors Waiver, the My Life; My
Choice Waiver and the Medically Fragile Waiver.

"Nearest appropriate facility" means a medical facility that
is generally equipped and legally permitted to provide the
needed care for the illness or injury involved that is the
closest in geographical proximity to the members' residence
with exceptions. In the case of approved hospital services, it
also means that a physician or physician specialist is
available to provide the necessary care required to treat the
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member's condition. The fact that a particular physician does
or does not have staff privileges in a hospital is not a
consideration in determining whether the hospital has
appropriate facilities. Thus, non-emergency transportation
service to a more distant hospital, clinic, practitioner or
physicians' office solely to avail a member of the service of a
specific physician or physician specialist does not make the
institution in which the physician has staff privileges the
nearest institution with appropriate facilities.

"Non-ambulance" means a carrier that is not an ambulance.
"Non-emergency" means all reasons for transportation that

are not an emergency as defined above.
"SoonerRide Non-Emergency Transportation (NET)" means non-

emergency non-ambulance transportation provided statewide
within the geographical boundaries of the State of Oklahoma.

317:30-5-327. Eligibility for SoonerRide non-emergency non-
ambulance transportation eligibility NET

Transportation must be for medically necessary treatment is
provided when medically necessary in connection with
examination and treatment to the nearest appropriate facility
in accordance with 42 CFR 441.170. As the Medicaid Agency, OHCA
is the payer of last resort, with few exceptions. When other
resources are available, those resources must first be
utilized. Exceptions to this policy are those receiving medical
treatment through Indian Health Services and those eligible for
the Crime Victims Compensation Act. Individuals considered
fully dual eligible qualify for SoonerRide. However, SoonerRide
excludes those individuals who are categorized as:

(1) Qualified Medicare Beneficiaries Plus (QMBP) (QMB);
(2) Specified Low Income Medicare Beneficiaries (SLMB);
(3) Qualifying Individuals-1 and individuals who are in an
institution for mental disease (IMD);
(4) inpatient;
(5) institutionalized (i.e. long-term care facility);
(6) Home and Community Based Waiver members, with the
exception of the In-home Supports Waiver for Children and,
the Advantage Waiver , the Living Choice demonstration, the
Sooner Seniors Waiver, the My Life; My Choice Waiver and the
Medically Fragile Waiver.

317:30-5-327.1. Access to non-emergency non-ambulance
transportation through SoonerRide SoonerRide NET Coverage
(a) SoonerRide NET is available for SoonerCare covered
admission and discharge into inpatient hospital care,
outpatient hospital care, services from physicians/approved
practitioners, diagnostic services, clinic services, pharmacy
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services, eye care and dental care under the following
conditions:

(1) Transportation is to the nearest appropriate facility or
medical provider capable of providing the necessary
services.

(A) The nearest appropriate facility or provider is not
considered appropriate if the member's condition requires
a higher level of care or specialized services available
at the more distant facility. However, a legal
impediment barring a member's admission would mean that
the institution did not have "appropriate facilities".
For example, the nearest transplant center may be in
another state and that state's law precludes admission of
nonresidents.
(B) The nearest appropriate facility is not considered
appropriate if no bed or provider is available. However,
the medical records must be properly documented.
(C) Services should be available within 45 miles of the
members' residence with exceptions. The OHCA has
discretion and the final authority to approve or deny
travel greater than 45 miles to access services.

(i) Members seeking self-referred services are limited
to the 45 mile radius.
(ii) Native Americans seeking services at a tribal or
I.H.S facility may be transported to any facility
within a 45 mile radius equipped for their medical
needs with exceptions. Trips to out-of-state
facilities require prior approval.
(iii) Veterans may be transported to the nearest
Veterans Affairs (VA) facility equipped for their
medical needs. Trips to out-of-state VA facilities
require prior approval.
(iv) Duals may be transported to any facility within a
45 mile radius equipped for their medical needs with
exceptions. Trips to out-of-state facilities require
prior approval.

(2) The service provided must be a SoonerCare covered
service provided by a medical provider who is enrolled in
the SoonerCare program; and
(3) Services requiring prior authorization must have been
authorized (e.g. travel that exceeds the 45 mile radius,
out-of-state travel, meals and lodging services).

(a)(b) Non-emergency, non-ambulance transportation services are
available through the state's SoonerRide Non-Emergency
Transportation (NET) program. SoonerRide NET is available on a
statewide basis to all eligible members.
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(b)(c) SoonerRide NET includes non-emergency, non-ambulance
transportation for members to and from SoonerCare providers of
health care services. Eligible providers are providers who
have valid OHCA contracts. The NET must be to access medically
necessary covered services for which a member has available
benefits. Additionally, SoonerRide NET may also be provided
for eligible members to providers other than SoonerCare
providers if the transportation is to access medically
necessary services covered by SoonerCare.
(c)(d) The use of SoonerCare funded transportation for any
other purpose is fraudulent activity and subject to criminal
prosecution and civil and administrative sanctions. SoonerRide
NET is available if a member is being discharged from a
facility to their home. The facility is responsible for
scheduling the transportation.
(d) The SoonerRide broker assures that NET transportation
services are provided:

(1) in a manner consistent with the best interest of the
member;
(2) similar in scope and duration state-wide, although there
will be some variation based on available resources in a
particular geographical area of the state;
(3) appropriate to available services; and
(4) appropriate for the limitations of the member.

(e) In documented medically necessary instances, a medical
escort may accompany the member.

(1) SoonerRide NET is not required to transport any
additional individuals other than the one approved
individual providing the escort services. In the event that
additional individuals request transportation, the
SoonerRide broker may charge those family members according
to the SoonerRide broker's policies which have been approved
by the OHCA.
(2) A medical escort is not eligible for direct compensation
by the SoonerRide broker or SoonerCare.

317:30-5-327.2. Service availability [REVOKED]
(a) SoonerRide NET is available for SoonerCare covered
admission and discharge into inpatient hospital care,
outpatient hospital care, services from physicians, diagnostic
devices, clinic services, pharmacy services, eye care and
dental care.
(b) SoonerRide NET is available if a member is being discharged
from a facility to home. The facility is responsible for
scheduling the transportation.
(c) In documented medically necessary instances, may wish to
accompany the member for health care services. In such
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instances, the family member or legal guardian may accompany
the member.

(1) SoonerRide is not required to transport any additional
family members other than the one family member providing
escort services. In the event that additional family
members request transportation, the SoonerRide broker may
charge those family members according to the SoonerRide
broker's policies which have been approved by the OHCA.
(2) A escort is not eligible for direct compensation by the
SoonerRide broker or SoonerCare.

317:30-5-328. Subsistence (sleeping accommodations and meals)
(a) Lodging and meals assistance for eligible members is
provided only when medically necessary in connection with
transportation to and from SoonerCare compensable services. All
efforts to secure a temporary place to stay either by the
hospital or a nonprofit organization must be exhausted prior to
seeking reimbursement for lodging.

(1) Lodging and/or meals are reimbursable when prior
authorized. The following factors may be considered by OHCA
when authorizing reimbursement:

(A) travel is to obtain specialty care; and
(B) the trip cannot be completed during SoonerRide
operating hours;
(C) the trip is more than 100 miles from the member's
city of residence; or
(D) the treatment requires an overnight stay.

(2) When a member is not required to have a PCP or when a
PCP referral is not required to obtain a SoonerCare covered
service, a member may go to any provider they choose but
SoonerCare will not reimburse for transportation, lodging,
or meals if the distance is beyond what is considered the
nearest appropriate facility.
(3) Meals will be reimbursed only if an overnight stay
occurs and the stay meets the lodging criteria.
(4) Reimbursement for meals is based on a daily per diem and
may be used for breakfast, lunch or dinner, or all three
meals, whichever is required. A member may not receive
reimbursement for lodging and meals for days the member is
an inpatient in a hospital or medical facility.
(5) During inpatient or outpatient medical stays, meals and
lodging are limited to 14 days for each medical stay unless
the OHCA prior authorizes additional days. A member may not
receive reimbursement for lodging and meals for days the
member is an inpatient in a hospital or medical facility.

(b) A member who needs lodging and/or meals assistance must
first seek services with a contracted lodging provider. If the
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lodging provider provides meals the member may not be
reimbursed for services billable by the contracted lodging
provider. If lodging and/or meals assistance with contracted
lodging providers are not available, the member may request
reimbursement assistance by submitting a travel reimbursement
form. The travel reimbursement form may be obtained by
contacting SoonerCare Care Management division. Any lodging
and/or meal expenses claimed on the travel reimbursement form
must be documented with receipts, and reimbursement must not
exceed state per diem amounts. The OHCA has discretion and the
final authority to approve or deny meals and lodging
reimbursement.
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OKLAHOMA HEALTH CARE AUTHORITY 
 
 
TO:  Tywanda Cox 
   Health Policy 
 
FROM:  Demetria Morrison 

Health Policy 
 
SUBJECT: Rule Impact Statement 

APA WF # 11-25 A&B 
 

A. Brief description of the purpose of the rule: 
 

 SoonerCare non-emergency transportation rules are 
revised to clarify OHCA's current policy concerning 
meals and lodging, travel distance, and eligibility. 
This rule will assist with future cost savings and 
prevent abuse of services.  This rule will also ensure 
services for current and future SoonerCare members. 

 
B. A description of the classes of persons who most likely 

will be affected by the proposed rule, including classes 
that will bear the cost of the proposed rule, and any 
information on cost impacts received by the agency from 
any private or public entities: 
 
There are no classes of persons that will be affected by 
the proposed rule. Further, this revision will have no 
impact on existing cost. 

 
C. A description of the classes of persons who will benefit 

from the proposed rule: 
 
The classes of persons that will most likely be affected 
by the proposed rule are the SoonerCare members that are 
eligible for SoonerRide non-emergency transportation 
services. 

 
D. A description of the probable economic impact of the 

proposed rule upon the affected classes of persons or 
political subdivisions, including a listing of all fee 
changes and, whenever possible, a separate justification 
for each fee change: 
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There is no economic impact and there are no fee changes 
associated with the proposed rule for any classes of 
persons or political subdivisions. 

 
E. The probable costs and benefits to the agency and to any 

other agency of the implementation and enforcement of 
the proposed rule, the source of revenue to be used for 
implementation and enforcement of the proposed rule, and 
any anticipated effect on state revenues, including a 
projected net loss or gain in such revenues if it can be 
projected by the agency: 

 
There is no probable budget impact for the proposed rule 
as it is to clarify policy. 
 

F. A determination of whether implementation of the 
proposed rule will have an economic impact on any 
political subdivisions or require their cooperation in 
implementing or enforcing the rule: 

 
The proposed rule will not have an economic impact on 
any political subdivisions or require their cooperation 
in implementing or enforcing the rule.  

 
G. A determination of whether implementation of the 

proposed rule will have an adverse effect on small 
business as provided by the Oklahoma Small Business 
Regulatory Flexibility Act: 

 
The proposed rule will not have an adverse effect on 
small business as provided by the Oklahoma Small 
Business Regulatory Flexibility Act.  

 
H. An explanation of the measures the agency has taken to 

minimize compliance costs and a determination of whether 
there are less costly or non-regulatory methods or less 
intrusive methods for achieving the purpose of the 
proposed rule: 
 
The agency has taken measures to determine that there is 
no less costly or non-regulatory method or less 
intrusive method for achieving the purpose of the 
proposed rule. 

 
I. A determination of the effect of the proposed rule on 

the public health, safety and environment and, if the 
proposed rule is designed to reduce significant risks to 
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the public health, safety and environment, an 
explanation of the nature of the risk and to what extent 
the proposed rule will reduce the risk: 

 
The proposed rule should have no effect on the public 
health, safety, and environment. 

 
J. A determination of any detrimental effect on the public 

health, safety and environment if the proposed rule is 
not implemented: 

 
The agency does not anticipate any detrimental effect on 
the public health or safety and environment. 

 
K. The date the rule impact statement was prepared and if 

modified, the date modified: 
 

This rule impact statement was prepared on October 18, 
2011. 
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 AGENCY RULE REPORT 
 
1.  Date Notice Was Published in Oklahoma Register: 

January 18, 2012 through February 16, 2012 
2.  Agency Name/Address: 

Oklahoma Health Care Authority 
2401 N.W. 23rd St. Suite 1A 
Oklahoma City, Oklahoma 73107 

3.  Title and Number of Rule(s): 
Title 317: Oklahoma Health Care Authority 
Chapter 35. Medical Assistance for Adults and Children-
Eligibility 
Subchapter 3. Coverage And Exclusions 
317:35-3-2. [AMENDED] 
(Reference APA WF # 11-25B) 

4.  Statutory Authority for Rule:   
The Oklahoma Health Care Authority Board; The Oklahoma Health 
Care Authority Act, Section 5003 through 5016 and Section 
5051.3 of Title 63 of Oklahoma Statutes  

5.  Brief Summary of Content of Adopted Rule(s): 
SoonerCare non-emergency transportation rules are revised to 
clarify OHCA's current policy concerning meals and lodging, 
travel distance, and eligibility. This rule will assist with 
future cost savings and prevent abuse of services.  This rule 
will also ensure services for current and future SoonerCare 
members. 

6.  Statement Explaining need for the Adopted Rule: 
The Agency finds that a compelling public interest exists 
which necessitates promulgation of permanent rules and 
requests approval of rule revisions to amend policy to 
clarify OHCA's current policy concerning meals and lodging, 
travel distance, and eligibility. This rule will assist with 
future cost savings and prevent abuse of services.

7.  Date/Location of meeting at which rules were adopted: 
March 8, 2012 
Oklahoma Health Care Authority 
2401 N.W. 23rd St. Suite 1A 
Oklahoma City, Oklahoma 73107 

8.  Summary of comments and explanation of changes or lack of any 
change made in the adopted rule as a result of testimony 
received at public hearings or any oral or written comments 
received prior to the adoption of the rule: 
A public hearing was held February 22, 2012. Two written 
comments were received. One expressed concern over 
eligibility for certain waiver populations and dual 
eligibles. The second comment expressed concern over the 100 
miles requirement for meals and lodging as well as the 
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nearest appropriate facility 45 mile radius guideline for 
Medical Home referrals.  
Rules were revised to include the eligible waiver population 
and to clarify service criteria for dual eligibles. Rules 
were also revised to address factors that may be considered 
when approving meal and lodging expenses. Clarification was 
also provided in regards to the 45 mile radius guideline for 
Medical Home referrals. No comments were presented at the 
public hearing. 

9.  List Persons or organizations who appeared or registered for 
or against the adopted rule at any public hearing held by the 
agency or those who have commented in writing before or after 
the hearing: 
Melinda Jones, OHCA 
Wanda Felty, Community Leadership and Advocacy Coordinator/OK 
LEND Core Faculty Family-Parent Issues/Center for Learning 
and Leadership-UCEDD 

10. Rule Impact Statement: 
See Attached 

11. An incorporation by reference statement if the rule 
incorporates a set of rules from a body outside the state, 
such as a national code: 
Not applicable 

12. The members of the governing board of the agency adopting the 
rules and the recorded vote of each: 
Lyle Roggow      Aye 
Tony Armstrong     Aye 
George Miller     Aye 
Carol Robison     Aye 
Melvin McVay Jr.    Aye 
Ed McFall      Aye 
Ann Bryant      Aye 

13. Any other information requested by the Governor: 
SUPERSEDED EMERGENCY ACTIONS: 
Superseded rules: 
 N/A 
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TITLE 317. OKLAHOMA HEALTH CARE AUTHORITY
CHAPTER 35. MEDICAL ASSISTANCE FOR ADULTS

AND CHILDREN-ELIGIBILITY
SUBCHAPTER 3. COVERAGE AND EXCLUSIONS

317:35-3-2. SoonerCare transportation and subsistence
(a) The Oklahoma Health Care Authority (OHCA) is
responsible for assuring that necessary transportation is
available to all eligible SoonerCare members who are in
need of SoonerCare medical services in accordance with 42
CFR 431.53. The agency contracts with a broker to provide
statewide curb to curb coverage for non-emergency
transportation under the SoonerRide program. The broker
provides the most appropriate and least costly mode of
transportation necessary to meet the individual needs of
SoonerCare members. Payment for covered services to the
broker is reimbursed under a capitated methodology based on
per member per month. As the Medicaid Agency, OHCA is the
payer of last resort, with few exceptions. When other
resources are available, those resources must first be
utilized. Exceptions to this policy are those receiving
medical treatment through Indian Health Services and those
eligible for the Crime Victims Compensation Act. The agency
contracts directly with ambulance and air providers for all
other transportation needs for eligible members not
provided by SoonerRide. SoonerRide excludes those
individuals who are categorized as:

(1) Qualified Medicare Beneficiaries Plus (QMBP)
(QMB)when SoonerCare pays only the Medicare premium,
deductible, and co-pay;
(2) Specified Low Income Medicare Beneficiaries (SLMB);
(3) Qualifying Individuals-1;
(4) individuals who are in an institution for mental
disease (IMD), inpatient;
(5) inpatient;
(5)(6) institutionalized (i.e. long-term care facility);
(6)(7) Home and Community Based Waiver members with the
exception of the In-home Supports Waiver for Children
and, the ADvantage Waiver, the Living Choice
demonstration, the Sooner Seniors Waiver, the My Life;
My Choice Waiver and the Medically Fragile Waiver.

(b) Members seeking medically necessary non-emergency
transportation will be required to contact the SoonerRide
reservation center. Contact will be made via a toll-free
phone number which is answered Monday through Saturday, 8
a.m. to 6 p.m. Whenever possible, the member is required
to notify SoonerRide at least 72 hours prior to the
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appointment. The member is asked to furnish the SoonerRide
reservation center their SoonerCare member number, home
address, the time and date of the medical appointment, the
address and phone number of the medical provider, and any
physical/mental limitations which will impact the type of
transportation needed. SoonerRide makes arrangements for
the most appropriate, least costly transportation.
SoonerRide verifies appointments when appropriate. If the
member disagrees with the transportation arranged or denied
by SoonerRide, an appeal must be filed with OHCA according
to OAC 317:2-1-2. The appropriateness of transportation
may be appealed only to the extent that the transportation
does not meet the medical needs of the member.
Dissatisfaction with the use of public transportation,
shared rides, type of vehicle, etc., is not appropriate
grounds for appeal. The Oklahoma Health Care Authority's
decision is final.

(1) Authorization for transportation by private vehicle
or bus. Transportation by private vehicle or bus is
administered through the broker when it is necessary for
an eligible member to receive medical services.
(2) Authorization for transportation by taxi. Taxi
service may be authorized at the discretion of the
broker.
(3) Transportation by ambulance (ground, air ambulance
or helicopter). Transportation by ambulance is
compensable for individuals eligible for SoonerCare
benefits when other available transportation does not
meet the medical needs of the individual. Payment is
made for ambulance transportation to and/or from a
medical facility for medical care compensable under
SoonerCare.
(4) Transportation by airplane. When an individual's
medical condition is such that transportation out-of-
state by a commercial airline is required, approval for
airfare must be secured by telephoning the OHCA who will
make the necessary flight arrangements.
(5) Subsistence (sleeping accommodations and meals). An
individual who is eligible for transportation to or from
a medical facility to obtain medical services may
receive assistance with the necessary expenses of
lodging and meals from SoonerCare funds. If the
individual needs assistance with necessary expenses of
lodging and meals, the member may pay for the lodging
and meals and then submit a travel reimbursement form
for reimbursement; if the member does not have the funds
for the necessary subsistence, authorization is made by
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the local office on the Room and Board Order form. The
travel reimbursement form may be obtained by contacting
OHCA or the local OKDHS office. Any subsistence expense
claimed on the travel reimbursement form must be
documented with receipts, and reimbursement cannot state
per diem amounts. Payment for meals is only provided for
overnight stays that are more than 50 miles from the
home and are based on a daily per diem and may be used
for breakfast, lunch or dinner, or all three meals,
whichever is required. Lodging and meals assistance for
eligible members is provided only when medically
necessary in connection with transportation to and from
SoonerCare compensable services. All efforts to secure a
temporary place to stay either by the hospital or a
nonprofit organization must be exhausted prior to
seeking reimbursement for lodging.

(A) Lodging and/or meals are reimbursable when prior
authorized. The following factors may be considered
by OHCA when authorizing reimbursement:

(i) travel is to obtain specialty care; and
(ii)the trip cannot be completed during SoonerRide
operating hours;
(iii) the trip is more than 100 miles from the
member's city of residence; or
(iv) the treatment requires an overnight stay.

(B) When a member is not required to have a PCP or
when a PCP referral is not required to obtain a
SoonerCare covered service, a member may go to any
provider they choose but SoonerCare will not
reimburse for transportation, lodging, or meals if
the distance is beyond what is considered the nearest
appropriate facility.
(C) Meals will be reimbursed only if an overnight
stay occurs and the stay meets the lodging criteria.
(D) Reimbursement for meals is based on a daily per
diem and may be used for breakfast, lunch or dinner,
or all three meals, whichever is required.
(E) During inpatient or outpatient medical stays,
meals and lodging are limited to 14 days for each
medical stay unless the OHCA prior authorizes
additional days. A member may not receive
reimbursement for lodging and meals for days the
member is an inpatient in a hospital or medical
facility.
(F) A member who needs lodging and/or meal assistance
must first seek services with an OHCA contracted
lodging provider. If the lodging provider provides
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meals the member is not eligible for separate
reimbursement and may not seek assistance for meals
obtained outside of the contracted lodging facility.
If lodging and/or meal assistance with contracted
lodging providers is not available, the member may
request reimbursement assistance by submitting a
travel reimbursement form. The travel reimbursement
form may be obtained by contacting SoonerCare Care
Management division. Any lodging and/or meal expenses
claimed on the travel reimbursement form must be
documented with receipts, and reimbursement will not
exceed established state per diem amounts. The OHCA
has discretion and the final authority to approve or
deny meals and lodging reimbursement.

(6) Escort assistance required. Payment for
transportation and subsistence of one escort may be
authorized if the service is required. Only one escort
may be authorized. It is the responsibility of the OHCA
to determine this necessity. The decision should be
based on the following circumstances:

(A) when the individual's health or disability does
not permit traveling alone; and
(B) when the individual seeking medical services is a
minor child.
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OKLAHOMA HEALTH CARE AUTHORITY 
 
 
TO:  Traylor Rains 
   Health Policy 
 
FROM:  Demetria Morrison 

Health Policy 
 
SUBJECT: Rule Impact Statement 

APA WF # 11-25 A&B 
 

A. Brief description of the purpose of the rule: 
 

 SoonerCare non-emergency transportation rules are 
revised to clarify OHCA's current policy concerning 
meals and lodging, travel distance, and eligibility. 
This rule will assist with future cost savings and 
prevent abuse of services.  This rule will also ensure 
services for current and future SoonerCare members. 

 
B. A description of the classes of persons who most likely 

will be affected by the proposed rule, including classes 
that will bear the cost of the proposed rule, and any 
information on cost impacts received by the agency from 
any private or public entities: 
 
There are no classes of persons that will be affected by 
the proposed rule. Further, this revision will have no 
impact on existing cost. 

 
C. A description of the classes of persons who will benefit 

from the proposed rule: 
 
The classes of persons that will most likely be affected 
by the proposed rule are the SoonerCare members that are 
eligible for SoonerRide non-emergency transportation 
services. 

 
D. A description of the probable economic impact of the 

proposed rule upon the affected classes of persons or 
political subdivisions, including a listing of all fee 
changes and, whenever possible, a separate justification 
for each fee change: 
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There is no economic impact and there are no fee changes 
associated with the proposed rule for any classes of 
persons or political subdivisions. 

 
E. The probable costs and benefits to the agency and to any 

other agency of the implementation and enforcement of 
the proposed rule, the source of revenue to be used for 
implementation and enforcement of the proposed rule, and 
any anticipated effect on state revenues, including a 
projected net loss or gain in such revenues if it can be 
projected by the agency: 

 
There is no probable budget impact for the proposed rule 
as it is to clarify policy. 
 

F. A determination of whether implementation of the 
proposed rule will have an economic impact on any 
political subdivisions or require their cooperation in 
implementing or enforcing the rule: 

 
The proposed rule will not have an economic impact on 
any political subdivisions or require their cooperation 
in implementing or enforcing the rule.  

 
G. A determination of whether implementation of the 

proposed rule will have an adverse effect on small 
business as provided by the Oklahoma Small Business 
Regulatory Flexibility Act: 

 
The proposed rule will not have an adverse effect on 
small business as provided by the Oklahoma Small 
Business Regulatory Flexibility Act.  

 
H. An explanation of the measures the agency has taken to 

minimize compliance costs and a determination of whether 
there are less costly or non-regulatory methods or less 
intrusive methods for achieving the purpose of the 
proposed rule: 
 
The agency has taken measures to determine that there is 
no less costly or non-regulatory method or less 
intrusive method for achieving the purpose of the 
proposed rule. 

 
I. A determination of the effect of the proposed rule on 

the public health, safety and environment and, if the 
proposed rule is designed to reduce significant risks to 
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the public health, safety and environment, an 
explanation of the nature of the risk and to what extent 
the proposed rule will reduce the risk: 

 
The proposed rule should have no effect on the public 
health, safety, and environment. 

 
J. A determination of any detrimental effect on the public 

health, safety and environment if the proposed rule is 
not implemented: 

 
The agency does not anticipate any detrimental effect on 
the public health or safety and environment. 

 
K. The date the rule impact statement was prepared and if 

modified, the date modified: 
 

This rule impact statement was prepared on October 18, 
2011. 
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AGENCY RULE REPORT

1. Date Notice Was Published in Oklahoma Register:
January 18, 2012 through February 16, 2012

2. Agency Name/Address:
Oklahoma Health Care Authority
2401 N.W. 23rd St. Suite 1A
Oklahoma City, Oklahoma 73107

3. Title and Number of Rule(s):
Title 317: Oklahoma Health Care Authority
Chapter 30. Medical Providers-Fee For Service
Subchapter 3. General Provider Policies
Part 1. General Scope and Administration
317:30-3-19.1. [NEW]
(Reference APA WF # 11-26)

4. Statutory Authority for Rule:
The Oklahoma Health Care Authority Board; The Oklahoma Health
Care Authority Act, Section 5003 through 5016 of Title 63 of
Oklahoma Statutes; 42 U.S.C § 1396a; 42 CFR 424.535

5. Brief Summary of Content of Adopted Rule(s):
OHCA’s provider agreements policy is expanded to explain
situations in which a provider agreement and billing
privileges may be revoked for improper actions. These
situations include noncompliance with enrollment
requirements, provider misconduct, and felony convictions,
among others. These rules will assist the agency in provider
integrity determinations and will align agency policy with
CMS’s Medicare regulations on provider agreements.

6. Statement Explaining need for the Adopted Rule:
The Agency finds that a compelling public interest exists
which necessitates promulgation of permanent rules and
requests approval of rule revisions to amend policy to
explain situations in which a provider agreement and billing
privileges may be revoked for improper actions. These rules
will assist the agency in provider integrity determinations
and will align agency policy with CMS’s Medicare regulations
on provider agreements.

7. Date/Location of meeting at which rules were adopted:
March 8, 2012
Oklahoma Health Care Authority
2401 N.W. 23rd St. Suite 1A
Oklahoma City, Oklahoma 73107

8. Summary of comments and explanation of changes or lack of any
change made in the adopted rule as a result of testimony
received at public hearings or any oral or written comments
received prior to the adoption of the rule:
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A public hearing was held February 22, 2012. No comments were
received.

9. List Persons or organizations who appeared or registered for
or against the adopted rule at any public hearing held by the
agency or those who have commented in writing before or after
the hearing:
None

10. Rule Impact Statement:
See Attached

11. An incorporation by reference statement if the rule
incorporates a set of rules from a body outside the state,
such as a national code:
Not applicable

12. The members of the governing board of the agency adopting the
rules and the recorded vote of each:
Lyle Roggow Aye
Tony Armstrong Aye
George Miller Aye
Carol Robison Aye
Melvin McVay Jr. Aye
Ed McFall Aye
Ann Bryant Aye

13. Any other information requested by the Governor:
SUPERSEDED EMERGENCY ACTIONS:
Superseded rules:

N/A
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TITLE 317. OKLAHOMA HEALTH CARE AUTHORITY
CHAPTER 30. MEDICAL PROVIDERS-FEE FOR SERVICE

SUBCHAPTER 3. GENERAL PROVIDER POLICIES
PART 1. GENERAL SCOPE AND ADMINISTRATION

317:30-3-19.1. Revocation of enrollment and billing
privileges in the Medicaid Program.

OHCA and providers have the right to terminate or suspend
contracts with each other. Remedies are provided in this
Section that may be used by the agency in addition to a
formal contract action against the provider. When the use
of these remedies results in a contract action, appropriate
due process protections will be afforded to the provider
for that contract action. Subsections (1) through (10) are
additional remedies under which OHCA may revoke a currently
enrolled provider or supplier's SoonerCare billing
privileges and any corresponding provider agreement or
supplier agreement.

(1) Noncompliance. The provider or supplier is
determined not to be in compliance with the enrollment
requirements described in OAC 317:30-3-2, or in the
enrollment application applicable for its provider or
supplier type. All providers and suppliers are granted
an opportunity to correct the deficient compliance
requirement before a final determination to revoke
billing privileges, except for those imposed under
subsections (2), (3), (5), or (7) of this Section.

(A) OHCA may request additional documentation from
the provider or supplier to determine compliance if
adverse information is received or otherwise found
concerning the provider or supplier.
(B) Requested additional documentation must be
submitted within 60 calendar days of request.

(2) Provider or supplier conduct. The provider or
supplier, or any owner, managing employee, authorized or
delegated official, medical director, supervising
physician, or other health care personnel of the
provider or supplier is:

(A) Excluded from the Medicare, Medicaid, or any
other Federal health care program, as defined in 42
CFR 1001.2; or
(B) Is debarred, suspended, or otherwise excluded
from participating in any other Federal procurement
or nonprocurement program or activity.

(3) Felonies. The provider, supplier, or any owner of
the provider or supplier, within the 10 years preceding
enrollment or revalidation of enrollment, was convicted
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of a Federal or State felony offense that OHCA has
determined to be detrimental to the best interests of
the program and its beneficiaries. Denials based on
felony convictions are for a period to be determined by
the OHCA, but not less than 10 years from the date of
conviction if the individual has been convicted on one
previous occasion for one or more offenses. Offenses
include but are not limited to:

(A) Felony crimes against persons, such as murder,
rape, assault, and other similar crimes for which the
individual was convicted, including guilty pleas and
adjudicated pretrial diversions;
(B) Financial crimes, such as extortion,
embezzlement, income tax evasion, insurance fraud and
other similar crimes for which the individual was
convicted, including guilty pleas and adjudicated
pretrial diversions;
(C) Any felony that placed the Medicaid program or
its beneficiaries at immediate risk, such as a
malpractice suit that results in a conviction of
criminal neglect or misconduct; and
(D) Any felonies that would result in mandatory
exclusion under 42 U.S.C. § 1320a-7a of the Social
Security Act.

(4) False or misleading information. The provider or
supplier certified as "true" misleading or false
information on the enrollment application to be enrolled
or maintain enrollment in the SoonerCare program.
Offenders may be subject to either fines or
imprisonment, or both, in accordance with current law
and regulations.
(5) On-site review. OHCA determines, upon on-site
review, that the provider or supplier is no longer
operational to furnish SoonerCare covered items or
services, or is not meeting SoonerCare enrollment
requirements under statute or regulation to supervise
treatment of, or to provide SoonerCare covered items or
services for, SoonerCare members.
(6) Provider and supplier screening requirements.

(A) A provider does not submit an application fee
that meets the requirements set forth in 42 CFR
455.460.
(B) Either of the following occurs:

(i) OHCA is not able to deposit the full
application amount.
(ii) The funds are not able to be credited to the
State of Oklahoma.
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(C) The provider or supplier lacks sufficient funds
in the account at the banking institution whose name
is imprinted on the check or other banking instrument
to pay the application fee; or
(D) There is any other reason why OHCA is unable to
deposit the application fee.

(7) Misuse of billing number. The provider or supplier
knowingly sells to or allows another individual or
entity to use its billing number. This does not include
those providers or suppliers who enter into a valid
reassignment of benefits as specified in 42 U.S.C. §
1396a (a)(32) or a change of ownership as outlined in 42
CFR 455.104(c) (within 35 days of a change in
ownership).
(8) Abuse of billing privileges. The provider or
supplier submits a claim or claims for services that
could not have been furnished to a specific individual
on the date of service. These instances include but are
not limited to situations where the beneficiary is
deceased, the directing physician or beneficiary is not
in the State or country when services were furnished, or
when the equipment necessary for testing is not present
where the testing is said to have occurred.
(9) Failure to report. The provider or supplier did not
comply with the reporting requirements specified in the
SoonerCare provider agreement or regulations.
(10) Failure to document or provide OHCA access to
documentation.

(A) The provider or supplier did not comply with the
documentation or OHCA access requirements specified
in the SoonerCare Provider Agreement.
(B) A provider or supplier that meets the revocation
criteria specified in (10)(A) of this subsection is
subject to revocation for a period of not more than 1
year for each act of noncompliance.
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 STATE OF OKLAHOMA 
 OKLAHOMA HEALTH CARE AUTHORITY 
 
TO:  Tywanda Cox 

Health Policy 
 
From: Joseph Fairbanks 
  Health Policy 
 
SUBJECT: Rule Impact Statement 

APA WF # 11-26 
 
A. Brief description of the purpose of the rule: 
 

OHCA’s provider agreements policy is expanded to explain 
situations in which a provider agreement and billing 
privileges may be revoked for improper actions.  These 
situations include noncompliance with enrollment requirements, 
provider misconduct, and felony convictions, among others.  
These rules will assist the agency in provider integrity 
determinations and will align agency policy with CMS’s 
Medicare regulations on provider agreements. 

  
B. A description of the classes of persons who most likely will 

be affected by the proposed rule, including classes that will 
bear the cost of the proposed rule, and any information on 
cost impacts received by the agency from any private or public 
entities: 

 
SoonerCare providers will be affected by this rule if they 
meet any of the conditions for revocation of enrollment and 
billing privileges. There is no cost associated with the 
proposed rule.  
 

C. A description of the classes of persons who will benefit from 
the proposed rule: 

  
 There are no specific classes of persons who will benefit from 

the proposed rule. 
 
D. A description of the probable economic impact of the proposed 

rule upon the affected classes of persons or political 
subdivisions, including a listing of all fee changes and, 
whenever possible, a separate justification for each fee 
change: 

 
 The proposed rule change will have no economic impact on any 

political subdivision.  Only providers who are in violation of 
their provider agreements or meet criteria for revocation of 
their provider agreement or billing privileges will suffer an 
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E. The probable costs and benefits to the agency and to any other 

agency of the implementation and enforcement of the proposed 
rule, the source of revenue to be used for implementation and 
enforcement of the proposed rule, and any anticipated affect 
on state revenues, including a projected net loss or gain in 
such revenues if it can be projected by the agency: 
 
There is no cost associated with this rule.  The primary 
benefit to the agency is through enhanced provider integrity 
policies, which may help prevent improper payments. 

  
F. A determination of whether implementation of the proposed rule 

will have an economic impact on any political subdivisions or 
require their cooperation in implementing or enforcing the 
rule: 

  
 The proposed rule will not have an economic impact to any 

political subdivision. 
 
G. An explanation of the measures the agency has taken to 

minimize compliance costs and a determination of whether there 
are less costly or nonregulatory methods or less intrusive 
methods for achieving the purpose of the proposed rule:  

 
 The agency has determined there is no less costly or non-

regulatory method or less intrusive method for achieving the 
purpose of the proposed rule. 

 
H. A determination of the effect of the proposed rule on the 

public health, safety and environment and, if the proposed 
rule is designed to reduce significant risks to the public 
health, safety and environment, an explanation of the nature 
of the risk and to what extent the proposed rule will reduce 
the risk: 

 
 The proposed rule should have no adverse effect on the public 

health, safety, and environment. 
 
I. A determination of any detrimental effect on the public 

health, safety and environment if the proposed rule is not 
implemented: 

 
 OHCA does not believe there is a detrimental effect on the 

public health and safety if the rule is not implemented.  
 
J. The date the rule impact statement was prepared and if 

modified, the date modified: 
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 This impact statement was prepared on December 1, 2011. 
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AGENCY RULE REPORT

1. Date Notice Was Published in Oklahoma Register:
January 18, 2012 through February 16, 2012

2. Agency Name/Address:
Oklahoma Health Care Authority
2401 N.W. 23rd St. Suite 1A
Oklahoma City, Oklahoma 73107

3. Title and Number of Rule(s):
Title 317: Oklahoma Health Care Authority
Chapter 30. Medical Providers-Fee For Service
Subchapter 5. Individual Providers And Specialties
Part 6. Inpatient Psychiatric Hospitals
317:30-5-95.24. [AMENDED]
317:30-5-95.25. [AMENDED]
317:30-5-95.26. [AMENDED]
317:30-5-95.27. [AMENDED]
317:30-5-95.28. [AMENDED]
317:30-5-95.29. [AMENDED]
317:30-5-95.30. [AMENDED]
317:30-5-95.31. [AMENDED]
Part 21. Outpatient Behavioral Health Services
317:30-5-240. [AMENDED]
317:30-5-240.1 [AMENDED]
317:30-5-240.2 [AMENDED]
317:30-5-241. [AMENDED]
317:30-5-241.1. [AMENDED]
317:30-5-241.2. [AMENDED]
317:30-5-241.3. [AMENDED]
317:30-5-241.4. [AMENDED]
317:30-5-241.5. [AMENDED]
Part 25. Psychologist
317:30-5-276. [AMENDED]
Part 26. Licensed Behavioral Health Providers
317:30-5-281. [AMENDED]
Part 67. Behavioral Health Case Management Services
317:30-5-596. [AMENDED]
317:30-5-596.1. [AMENDED]
Part 83. Outpatient Behavioral Health Services in Therapeutic
Foster Care Homes
317:30-5-741. [AMENDED]
(Reference APA WF # 11-27)

4. Statutory Authority for Rule:
The Oklahoma Health Care Authority Board; Then Oklahoma
Health Care Authority Act, Section 5003 through 5016 of Title
63 of Oklahoma Statutes; Section 308.2 of Title 75 of
Oklahoma Statutes
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5. Brief Summary of Content of Adopted Rule(s):
Agency Behavioral Health rules are revised in order to
sufficiently and accurately set forth the substantive
requirements for providing covered SoonerCare behavioral
health services. Provider credentials and coverage guidelines
will be transferred from the current Behavioral Health
Provider Manual to the Agency's Behavioral Health rules in
order to comply with rule promulgation requirements set forth
in the Oklahoma Administrative Procedures Act (APA). These
revisions will not only ensure that the Agency remains in
compliance with the APA, but also provides the Agency the
necessary legal basis to successfully maintain program
integrity. Additionally, Outpatient Behavioral Health,
Psychologist and Licensed Behavioral Health Professional
(LBHP) rules are being revised to remove the guidelines for
obtaining authorizations to provide services. Authorization
requirements will be placed in the Behavioral Health Provider
Manual and the rule revisions will reference the manual. The
authorization requirements are procedural in nature and are
more appropriate in the context of a billing manual rather
than the Agency's administrative rules.

6. Statement Explaining need for the Adopted Rule:
The Agency finds that a compelling public interest exists
which necessitates promulgation of permanent rules and
requests approval of rule revisions to amend policy to
sufficiently and accurately set forth the substantive
requirements for providing covered SoonerCare behavioral
health services. Provider credentials and coverage guidelines
will be transferred from the current Behavioral Health
Provider Manual to the Agency's Behavioral Health rules in
order to comply with rule promulgation requirements set forth
in the Oklahoma Administrative Procedures Act (APA) as well
as provide the Agency the necessary legal basis to
successfully maintain program integrity. Furthermore,
Authorization requirements will be placed in the Behavioral
Health Provider Manual and the rule revisions will reference
the manual. The authorization requirements are procedural in
nature and are more appropriate in the context of a billing
manual rather than the Agency's administrative rules.

7. Date/Location of meeting at which rules were adopted:
March 8, 2012
Oklahoma Health Care Authority
2401 N.W. 23rd St. Suite 1A
Oklahoma City, Oklahoma 73107

8. Summary of comments and explanation of changes or lack of any
change made in the adopted rule as a result of testimony
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received at public hearings or any oral or written comments
received prior to the adoption of the rule:
A public hearing was held February 22, 2012. One written
comment was received expressing concern regarding limits of
outpatient behavioral health benefits. Correspondence was
sent to provide clarification on intent of rule. It was
explained that outpatient behavioral health services are not
being reduced, that the rule’s intent is to transfer
information from the Behavioral Health Provider Manual to
agency rules. No comments were presented at the public
hearing.

9. List Persons or organizations who appeared or registered for
or against the adopted rule at any public hearing held by the
agency or those who have commented in writing before or after
the hearing:
Tonya Moore, Health Concepts Counseling Programs

10. Rule Impact Statement:
See Attached

11. An incorporation by reference statement if the rule
incorporates a set of rules from a body outside the state,
such as a national code:
Not applicable

12. The members of the governing board of the agency adopting the
rules and the recorded vote of each:
Lyle Roggow Aye
Tony Armstrong Aye
George Miller Aye
Carol Robison Aye
Melvin McVay Jr. Aye
Ed McFall Aye
Ann Bryant Aye

13. Any other information requested by the Governor:
SUPERSEDED EMERGENCY ACTIONS:
Superseded rules:
Subchapter 5. Individual Providers And Specialties
Part 6. Inpatient Psychiatric Hospitals
317:30-5-95.24. [AMENDED]
317:30-5-95.25. [AMENDED]
317:30-5-95.26. [AMENDED]
317:30-5-95.27. [AMENDED]
317:30-5-95.28. [AMENDED]
317:30-5-95.29. [AMENDED]
317:30-5-95.30. [AMENDED]
317:30-5-95.31. [AMENDED]
Part 21. Outpatient Behavioral Health Services
317:30-5-240. [AMENDED]
317:30-5-240.1 [AMENDED]
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317:30-5-240.2 [AMENDED]
317:30-5-241. [AMENDED]
317:30-5-241.1. [AMENDED]
317:30-5-241.2. [AMENDED]
317:30-5-241.3. [AMENDED]
317:30-5-241.4. [AMENDED]
317:30-5-241.5. [AMENDED]
Part 25 Psychologist
317:30-5-276. [AMENDED]
Part 26. Licensed Behavioral Health Providers
317:30-5-281. [AMENDED]
Part 67. Behavioral Health Case Management Services
317:30-5-596. [AMENDED]
317:30-5-596.1. [AMENDED]
Part 83. Outpatient Behavioral Health Services in Therapeutic
Foster Care Homes
317:30-5-741. [AMENDED]
(Reference APA WF # 11-27)
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TITLE 317. OKLAHOMA HEALTH CARE AUTHORITY
CHAPTER 30. MEDICAL PROVIDERS-FEE FOR SERVICE

SUBCHAPTER 5. INDIVIDUAL PROVIDERS AND SPECIALTIES
PART 6. INPATIENT PSYCHIATRIC HOSPITALS

317:30-5-95.24. Pre-authorization Prior Authorization of
inpatient psychiatric services for children
(a) All inpatient psychiatric services for members under 21
years of age must be prior authorized by the OHCA or its
designated agent. All inpatient acute and residential
psychiatric services will be prior authorized for an approved
length of stay. Additional information will be required for a
SoonerCare compensable approval on enhanced treatment units or
in special population programs. Residential treatment at this
level is a longer term treatment that requires a higher staff to
member ratio because it is constant, intense, and immediate
reinforcement of new behaviors to develop an understanding of
the behaviors. The environment of specialized residential
treatment centers requires special structure and configuration
(e.g., sensory centers for autistic members) and specialized
training for the staff in the area of the identified specialty.
The physician will see the child at least one time a week. A
PRTF will not be considered a specialty treatment program for
SoonerCare without prior approval of the OHCA behavioral health
unit. A treatment program that has been approved as a
specialized treatment program must maintain medical records that
document the degree and intensity of the psychiatric care
delivered to the children.
(b) Criteria for classification as a specialized PRTF will
require a staffing ratio of 1:3 at a minimum during awake hours
and 1:6 during time residents are asleep with 24 hour nursing
care supervised by a RN for management of behaviors and medical
complications. The PRTF will be a secure unit, due to the
complexity of needs and safety considerations. Admissions will
be restricted to children that meet the medical necessity
criteria for RTC and also meet at least two or more of the
following:

(1) Have failed at other levels of care or have not been
accepted at other levels of care;
(2) Behavioral, emotional, and cognitive problems requiring
secure residential treatment that includes 1:1, 1:2, or 1:3
staffing due to the member being a danger to themselves and
others, for impairments in socialization problems,
communication problems, and restricted, repetitive and
stereotyped behaviors. These symptoms are severe and
intrusive enough that management and treatment in a less
restrictive environment places the child and others in danger
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but, do not meet acute medical necessity criteria. These
symptoms which are exhibited across multiple environments
must include at least two or more of the following:

(A) Marked impairments in the use of multiple nonverbal
behaviors such as eye-to-eye gaze, facial expression, body
postures, and gestures to regulate social interaction;
(B) Inability to regulate impulse control with frequent
displays of aggression or other dangerous behavior toward
self and/or others regularly;
(C) Failure to develop peer relationships appropriate to
developmental level;
(D) Lack of spontaneously seeking to share enjoyment,
interests, or achievements with other people;
(E) Lack of social or emotional reciprocity;
(F) Lack of attachment to caretakers;
(G) Require a higher level of assistance with activities
of daily living requiring multiple verbal cues 50 percent
of the time to complete tasks;
(H) Delay, or total lack of, the development of spoken
language which is not accompanied by an attempt to
compensate through alternative modes of communication such
as gesture or mime;
(I) Marked impairment in individuals with adequate speech
in the ability to initiate or sustain a conversation with
others;
(J) Stereotyped and repetitive use of language or
idiosyncratic language;
(K) Lack of varied, spontaneous make-believe play or
social imitative play appropriate to developmental level;
(L) Encompassing preoccupation with one or more
stereotyped and restricted pattern and interest that is
abnormal in intensity of focus;
(M) Inflexible adherence to specific, nonfunctional
routines or rituals;
(N) Stereotyped and repetitive motor mannerisms (e.g.,
hand or finger flapping or twisting or complex whole body
movements);
(O) Persistent occupation with parts of objects;

(3) Member is medically stable, but has co-morbid medical
conditions which require specialized medical care during
treatment;
(4) Full scale IQ below 40 (profound mental retardation
intellectual disability).

(c) Non-authorized inpatient psychiatric services will not be
SoonerCare compensable.
(d) The designated agent will prior authorize all services for
an approved length of stay based on the medical necessity
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criteria described in in the OHCA Behavioral Health Provider
Manual OAC 317:30-5-95.25 through 317:30-5-95.31.
(e) Out of state placements must be approved by the agent
designated by the OHCA and subsequently approved by the OHCA,
Medical Services Behavioral Health Division. Requests for
admission to Psychiatric Residential Treatment Facilities or
acute care units will be reviewed for consideration of level of
care, availability, suitability, and proximity of suitable
services. A prime consideration for placements will be
proximity to the family or guardian in order to involve the
family or guardian in Active Treatment, including discharge and
reintegration planning. Out of state facilities are responsible
for insuring appropriate medical care as needed under SoonerCare
provisions as part of the per-diem rate. Out of state
facilities are responsible for insuring ensuring appropriate
medical care as needed under SoonerCare provisions as part of
the per-diem rate.
(f) Inpatient psychiatric services in all acute hospitals and
psychiatric residential treatment facilities are limited to the
approved length of stay. OHCA, or its designated agent, will
approve lengths of stay using the current OHCA Behavioral Health
medical necessity criteria and following the current OHCA
Behavioral Health Provider Manual as described in OAC 317:30-5-
95.25 through OAC 317:30-5-95.31. The approved length of stay
applies to both hospital and physician services. The Child and
Adolescent Level of Care Utilization System (CALOCUS) (CALOCUS®)
is a level of care assessment that will be used as a tool to
determine the most appropriate level of care treatment for a
member by LBHPs in the community.

317:30-5-95.25. Medical necessity criteria for acute psychiatric
admissions for children

All acute psychiatric admissions for children must meet the
medical necessity criteria for acute admission as identified in
the OHCA Behavioral Health Provider Manual.

Acute psychiatric admissions for children 13 or older must
meet the terms and conditions contained in (1), (2), (3), (4)
and two of the terms and conditions in (5)(A) to (6)(C) of this
subsection. Acute psychiatric admissions for children 12 or
younger must meet the terms or conditions contained in (1), (2),
(3), (4) and one of (5)(A) to (5)(D), and one of (6)(A) to
(6)(C) of this subsection.

(1) An Axis I primary diagnosis from the most recent edition
of "The Diagnostic and Statistical Manual of Mental
Disorders" (DSM) with the exception of V-codes, adjustment
disorders, and substance related disorders, accompanied by a
detailed description of the symptoms supporting the
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diagnosis. In lieu of a qualifying Axis I diagnosis,
children 18-21 years of age may have an Axis II diagnosis of
any personality disorder.
(2) Conditions are directly attributable to a psychiatric
disorder as the primary need for professional attention (this
does not include placement issues, criminal behavior, status
offenses). Adjustment or substance related disorder may be a
secondary Axis I diagnosis.
(3) It has been determined by the OHCA designated agent that
the current disabling symptoms could not have been managed or
have not been manageable in a lesser intensive treatment
program.
(4) Child must be medically stable.
(5) Within the past 48 hours, the behaviors present an
imminent life threatening emergency such as evidenced by:

(A) Specifically described suicide attempts, suicide
intent, or serious threat by the patient.
(B) Specifically described patterns of escalating
incidents of self-mutilating behaviors.
(C) Specifically described episodes of unprovoked
significant physical aggression and patterns of escalating
physical aggression in intensity and duration.
(D) Specifically described episodes of incapacitating
depression or psychosis that result in an inability to
function or care for basic needs.

(6) Requires secure 24-hour nursing/medical supervision as
evidenced by:

(A) Stabilization of acute psychiatric symptoms.
(B) Needs extensive treatment under physician direction.
(C) Physiological evidence or expectation of withdrawal
symptoms which require 24-hour medical supervision.

317:30-5-95.26. Medical necessity criteria for continued stay -
acute psychiatric admission for children

All acute psychiatric continued stay authorizations for
children must meet the medical necessity criteria for acute
admission as identified in the OHCA Behavioral Health Provider
Manual.

For continued stay acute psychiatric admissions for children
must meet all of the conditions set forth in (1) to (4) of this
subsection.

(1) An Axis I primary diagnosis from the most recent edition
of "The Diagnostic and Statistical Manual of Mental
Disorders" (DSM) with the exception of V-Codes, adjustment
disorders, and substance abuse related disorders, accompanied
by a detailed description of the symptoms supporting the
diagnosis. In lieu of a qualifying Axis I diagnosis,
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children 18-20 years of age may have an Axis II diagnosis of
any personality disorder. Adjustment or substance related
disorders may be a secondary Axis I diagnosis.
(2) Patient continues to manifest a severity of illness that
requires an acute level of care as defined in the admission
criteria and which could not be provided in a less
restrictive setting.

(A) Documentation of regression is measured in behavioral
terms.
(B) If condition is unchanged, evidence of re-evaluation
of treatment objectives and therapeutic interventions.

(3) Conditions are directly attributable to a mental disorder
as the primary need for professional attention (this does not
include placement issues, criminal behavior, status
offenses).
(4) Documented efforts of working with the child's family,
legal guardians and/or custodians and other human service
agencies toward a tentative discharge date.

317:30-5-95.27. Medical necessity criteria for admission -
inpatient chemical dependency detoxification for children

All admissions for inpatient chemical dependency
detoxification for children must meet the medical necessity
criteria for a detoxification admission as identified in the
OHCA Behavioral Health Provider Manual.

Inpatient chemical dependency detoxification admissions for
children must meet the terms and conditions contained in (1),
(2), (3), and one of (4)(A) through (D) of this subsection.

(1) Any psychoactive substance dependency disorder described
in the most recent edition of "The Diagnostic and Statistical
Manual of Mental Disorders" (DSM) with detailed symptoms
supporting the diagnosis and need for medical detoxification,
except for cannabis, nicotine, or caffeine dependencies.
(2) Conditions are directly attributable to a substance
dependency disorder as the primary need for professional
attention (this does not include placement issues, criminal
behavior, or status offenses).
(3) It has been determined by the OHCA designated agent that
the current disabling symptoms could not be managed or have
not been manageable in a lesser intensive treatment program.
(4) Requires secure 24-hour nursing/medical supervision as
evidenced by:

(A) Need for active and aggressive pharmacological
interventions.
(B) Need for stabilization of acute psychiatric symptoms.
(C) Need extensive treatment under physician direction.
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(D) Physiological evidence or expectation of withdrawal
symptoms which require 24-hour medical supervision.

317:30-5-95.28. Medical necessity criteria for continued stay -
inpatient chemical dependency detoxification program for
children

Authorization for admission to a chemical dependency
detoxification program is limited to up to five days.
Exceptions to this limit may be made up to seven to eight days
based on a case-by-case review, per medical necessity criteria
as identified in the OHCA Behavioral Health Provider Manual as
described in OAC 317:30-5-95.27.

317:30-5-95.29. Medical necessity criteria for admission -
psychiatric residential treatment for children

All psychiatric residential treatment admissions for children
must meet the medical necessity criteria for psychiatric
residential treatment admission as identified in the OHCA
Behavioral Health Provider Manual.

Psychiatric Residential Treatment facility admissions for
children must meet the terms and conditions in (1) to (4) and
one of the (5)(A) through (5)(D), and one of (6)(A) through
(6)(C) of this subsection.

(1) An Axis I primary diagnosis form the most recent edition
of "The Diagnostic and Statistical Manual of Mental
Disorders" (DSM) with the exception of V-codes, adjustment
disorders, and substance related disorders, accompanied by
detailed symptoms supporting the diagnosis. In lieu of a
qualifying Axis I diagnosis, children 18-20 years of age may
have an Axis II diagnosis of any personality disorder.
Adjustment or substance related disorders may be a secondary
Axis I diagnosis.
(2) Conditions are directly attributed to a mental disorder
as the primary reason for professional attention (this does
not include placement issues, criminal behavior or status
offenses).
(3) Patient has either received treatment in an acute care
setting or it has been determined by the OHCA designated
agent that the current disabling symptoms could not or have
not been manageable in a less intensive treatment program.
(4) Child must be medically stable.
(5) Patient demonstrates escalating pattern of self injurious
or assaultive behaviors as evidenced by:

(A) Suicidal ideation and/or threat.
(B) History of or current self-injurious behavior.
(C) Serious threats or evidence of physical aggression.
(D) Current incapacitating psychosis or depression.
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(6) Requires 24-hour observation and treatment as evidenced
by:

(A) Intensive behavioral management.
(B) Intensive treatment with the family/guardian and child
in a structured milieu.
(C) Intensive treatment in preparation for re-entry into
community.

317:30-5-95.30. Medical necessity criteria for continued stay -
psychiatric residential treatment center for children

All psychiatric residential treatment continued stay
authorizations for children must meet the medical necessity
criteria for continued stay for psychiatric residential
treatment admission as identified in the OHCA Behavioral Health
Provider Manual.

For continued stay Psychiatric Residential Treatment
Facilities for children, admissions must meet the terms and
conditions contained in (1), (2), (5), (6), and either (3) or
(4) of this subsection.

(1) An Axis I primary diagnosis from the most recent edition
of "The Diagnostic and Statistical Manual of Mental
Disorders" (DSM) with the exception of V codes, adjustment
disorders, and substance abuse related disorders, accompanied
by detailed symptoms supporting the diagnosis. In lieu of a
qualifying Axis I diagnosis, children 18-20 years of age may
have an Axis II diagnosis of any personality disorder.
(2) Conditions are directly attributed to a psychiatric
disorder as the primary reason for continued stay (this does
not include placement issues, criminal behavior, status
offenses).
(3) Patient is making measurable progress toward the
treatment objectives specified in the treatment plan.

(A) Progress is measured in behavioral terms and reflected
in the patient's treatment and discharge plans.
(B) Patient has made gains toward social responsibility
and independence.
(C) There is active, ongoing psychiatric treatment and
documented progress toward the treatment objective and
discharge.
(D) There are documented efforts and evidence of active
involvement with the family, guardian, child welfare
worker, extended family, etc.

(4) Child's condition has remained unchanged or worsened.
(A) Documentation of regression is measured in behavioral
terms.
(B) If condition is unchanged, there is evidence of re-
evaluation of the treatment objectives and therapeutic
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interventions.
(5) There is documented continuing need for 24-hour
observation and treatment as evidenced by:

(A) Intensive behavioral management.
(B) Intensive treatment with the family/guardian and child
in a structured milieu.
(C) Intensive treatment in preparation for re-entry into
community.

(6) Documented efforts of working with child's family, legal
guardian and/or custodian and other human service agencies
toward a tentative discharge date.

317:30-5-95.31. Pre-authorization Prior Authorization and
extension procedures for children
(a) Pre-admission Prior authorization for inpatient psychiatric
services for children must be requested from the OHCA or its
designated agent. The OHCA or its designated agent will
evaluate and render a decision within 24 hours of receiving the
request. A prior authorization will be issued by the OHCA or
its designated agent, if the member meets medical necessity
criteria. For the safety of SoonerCare members, additional
approval from OHCA, or its designated agent is required for
placement on specialty units or in special population programs
or for members with special needs such as very low intellectual
functioning.
(b) Extension requests (psychiatric) must be made through OHCA,
or its designated agent. All requests are made prior to the
expiration of the approved extension following the guidelines in
the OHCA Behavioral Health Provider Manual. Requests for the
continued stay of a child who has been in an acute psychiatric
program for a period of 15 days and in a psychiatric residential
treatment facility for 3 months will require a review of all
treatment documentation completed by the OHCA designated agent
to determine the efficiency of treatment.
(c) Providers seeking prior authorization will follow OHCA's, or
its designated agent's, prior authorization process guidelines
for submitting behavioral health case management requests on
behalf of the SoonerCare member.
(d) In the event a member disagrees with the decision by OHCA,
or its designated agent, the member receives an evidentiary
hearing under OAC 317:2-1-2(a). The member's request for such
an appeal must commence within 20 calendar days of the initial
decision.

PART 21. OUTPATIENT BEHAVIORAL HEALTH SERVICES

317:30-5-240. Eligible providers
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All outpatient behavioral health providers eligible for
reimbursement under OAC 317:30-5-240 et seq. must be an
accredited or Oklahoma Department of Mental Health and Substance
Abuse Services (ODMHSAS) certified organization/agency in
accordance with Section(s) 3-317, 3-323A, 3-306.1 and 3-415 of
Title 43A of the Oklahoma Statutes and have a current contract
on file with the Oklahoma Health Care Authority. Eligibility
requirements for independent professionals (e.g., physicians and
Licensed Behavioral Health Professionals), who provide
outpatient behavioral health services and bill under their own
national provider identification (NPI) number are covered under
OAC 317:30-5-1 and OAC 317:30-5-275. Other outpatient ambulatory
clinics (e.g. Federally Qualified Health Centers, Indian Health
Clinics, school-based clinics) that offer outpatient behavioral
health services are covered elsewhere in the agency rules.

317:30-5-240.1. Definitions
The following words or terms, when used in this Part, shall

have the following meaning, unless the context clearly indicates
otherwise:

"Accrediting body" means one of the following:
(A) Accreditation Association for Ambulatory Health Care
(AAAHC);
(B) American Osteopathic Association (AOA);
(C) Commission on Accreditation of Rehabilitation
Facilities (CARF);
(D) Council on Accreditation of Services for Families and
Children, Inc. (COA);
(E) The Joint Commission (TJC) formerly known as Joint
Commission on Accreditation of Healthcare Organizations;
or
(F) other OHCA approved accreditation.

"Adult" means an individual 21 and over, unless otherwise
specified.

"AOD" means Alcohol and Other Drug.
"AODTP" means Alcohol and Other Drug Treatment Professional.
"BH" means behavioral health, which relates to mental,

substance abuse, addictions, gambling, and other diagnosis and
treatment.

"BHAs" means Behavioral Health Aides.
"BHRS" means Behavioral Health Rehabilitation Specialist.
"Certifying Agency" means the Oklahoma Department of Mental

Health and Substance Abuse Services (ODMHSAS).
"Child" means an individual younger than 21, unless otherwise

specified.
"CM" means case management.
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"CMHC's" means Community Mental Health Centers who are state
operated or privately contracted providers of behavioral health
services for adults with severe mental illnesses, and youth with
serious emotional disturbances.

"Cultural competency" means the ability to recognize,
respect, and address the unique needs, worth, thoughts,
communications, actions, customs, beliefs and values that

reflect an individuals racial, ethnic, age group, religious,
sexual orientation, and/or social group.

"DSM" means the Diagnostic and Statistical Manual of Mental
Disorders published by the American Psychiatric Association.

"EBP" means an Evidence Based Practice per the Substance
Abuse & Mental Health Services Administration (SAMHSA).

"FBCS" means Facility Based Crisis Stabilization.
"FSPs" means Family Support Providers.
"ICF/MR" means Intermediate Care Facility for the Mentally

Retarded.
"Institution" means an inpatient hospital facility or

Institution for Mental Disease (IMD).
"IMD" means Institution for Mental Disease as per 42 CFR

435.1009 as a hospital, nursing facility, or other institution
of more than 16 beds that is primarily engaged in providing
diagnosis, treatment, or care of persons with mental diseases,
including medical attention, nursing care and related services.
The regulations indicate that an institution is an IMD if its
overall character is that of a facility established and
maintained primarily for the care and treatment of individuals
with mental diseases. Title XIX of the Social Security Act
provides that, except for individuals under age 21 receiving
inpatient psychiatric care, Medicaid (Title XIX) does not cover
services to IMD patients under 65 years of age [section
1905(a)(24)(B)].

"LBHP" means a Licensed Behavioral Health Professional.
"MST" means the EBP Multi-Systemic Therapy.
"OAC" means Oklahoma Administrative Code, the publication

authorized by 75 O.S. 256 known as The Oklahoma Administrative
Code, or, prior to its publication, the compilation of codified
rules authorized by 75 O.S. 256(A)(1)(a) and maintained in the
Office of Administrative Rules.

"Objectives" means a specific statement of planned
accomplishments or results that are specific, measurable,
attainable, realistic, and time-limited.

"ODMHSAS" means the Oklahoma Department of Mental Health and
Substance Abuse Services.

"ODMHSAS contracted facilities" means those providers that
have a contract with the ODMHSAS to provide mental health or
substance abuse treatment services, and also contract directly
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with the Oklahoma Health Care Authority to provide Outpatient
Behavioral Health Services.

"OHCA" means the Oklahoma Health Care Authority.
"OJA" means the Office of Juvenile Affairs.
"Provider Manual" means the OHCA BH Provider Billing Manual.
"RBMS" means Residential Behavioral Management Services

within a group home or therapeutic foster home.
"Recovery" means an ongoing process of discovery and/or

rediscovery that must be self defined, individualized and may
contain some, if not all, of the ten fundamental components of
recovery as outlined by SAMHSA.

"RSS" means Recovery Support Specialist.
"SAMHSA" means the Substance Abuse and Mental Health Services

Administration.
"SED" means Severe Emotional Disturbance.
"SMI" means Severely Mentally Ill.
"Trauma informed" means the recognition and responsiveness to

the presence of the effects of past and current traumatic
experiences in the lives of members.

317:30-5-240.2 Provider participation standards
(a) Accreditation and certification status. Any agency may
participate as an OPBH provider if the agency is qualified to
render a covered service and meets the OHCA requirements for
provider participation.

(1) Private, Community-based Organizations must be accredited
as a provider of outpatient behavioral health services from
one of the accrediting bodies and be an incorporated
organization governed by a board of directors or be certified
by the certifying agency in accordance with Section(s) 3-317,
3-323A, 3-306.1, or 3-415 of Title 43A of the Oklahoma
Statutes;
(2) State-operated programs under the direction of ODMHSAS
must be accredited by one of the accrediting bodies or be
certified by the certifying agency in accordance with Section
(s) 3-317, 3-323A, 3-306.1 or 3-415 of Title 43A of the
Oklahoma Statues;
(3) Freestanding Psychiatric Hospitals must be licensed and
certified by the State Survey Agency as meeting Medicare
psychiatric hospital standards and JCAHO accreditation;
(4) General Medical Surgical Hospitals must be appropriately
licensed and certified by the State Survey Agency as meeting
Medicare standards, including a JCAHO or AOA accreditation;
(5) Federally Qualified Health Centers/Community Health
Centers facilities that qualify under OAC 317:30-5-660;
(6) Indian Health Services/Tribal Clinics/Urban Tribal
Clinics facilities that qualify under Federal regulation;
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(7) Rural Health Clinics facilities that qualify under OAC
317:30-5-355;
(8) Public Health Clinics and County Health Departments;
(9) Public School Systems.

(b) Certifications. In addition to the accreditation in
paragraph (a) above or ODMHSAS certification in accordance with
Section(s) 3-317-, 3-323A, 3-306.1 or 3-415 of Title 43A of the
Oklahoma Statutes, provider specific credentials are required
for the following:

(1) Substance Abuse agencies (OAC 450:18-1-1);
(2) Evidenced Evidence Based Best Practices but not limited
to:

(A) Assertive Community Treatment (OAC 450:55-1-1);
(B) Multi-Systemic Therapy (Office of Juvenile Affairs);
and
(C) Peer Support/Community Recovery Support;

(3) Systems of Care (OAC 340:75-16-46);
(4) Mobile and Facility-based Crisis Intervention (OAC
450:23-1-1);
(5) Case Management (OAC 450:50-1-1);
(6) RBMS in group homes (OAC 377:10-7) or foster care
settings (OAC 340:75-8-4);
(7) Day Treatment - CARF, JCAHO, and or COA will be required
as of December 31, 2009; and
(8) Partial Hospitalization/Intensive Outpatient CARF, JCAHO,
and or COA will be required as of December 31, 2009.

(c) Provider enrollment and contracting.
(1) Organizations who have JCAHO, CARF, COA or AOA
accreditation or ODMHSAS certification in accordance with
Section(s) 3-317, 3-323A, 3-306.1 or 3-415 or Title 43A of
the Oklahoma Statutes will supply the documentation from the
accrediting body or certifying agency, along with other
information as required for contracting purposes to the OHCA.
The contract must include copies of all required state
licenses, accreditation and certifications.
(2) If the contract is approved, a separate provider
identification number for each outpatient behavioral health
service site will be assigned. Each site operated by an
outpatient behavioral health facility must have a separate
provider contract and site-specific accreditation and/or
certification as applicable. A site is defined as an office,
clinic, or other business setting where outpatient behavioral
health services are routinely performed. When services are
rendered at the member's residence, a school, or when
provided occasionally at an appropriate community based
setting, a site is determined according to where the
professional staff perform administrative duties and where
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the member's chart and other records are kept. Failure to
obtain and utilize site specific provider numbers will result
in disallowance of services.
(3) Effective 07/01/10, all behavioral health providers are
required to have an individual contract with OHCA in order to
receive SoonerCare reimbursement. This requirement includes
outpatient behavioral health agencies and all individual
rendering providers who work within an agency setting.
Individual contracting requirements are set forth in the OHCA
BH Provider Manual OAC 317:30-3-2 and OAC 317:30-5-280.

(d) Standards and criteria. Eligible organizations must meet
each of the following:

(1) Have a well-developed plan for rehabilitation services
designed to meet the recovery needs of the individuals
served.
(2) Have a multi-disciplinary, professional team. This team
must include all of the following:

(A) One of the LBHPs;
(B) A BHRS, if individual or group rehabilitative services
for behavioral health disorders are provided;
(C) An AODTP, if treatment of alcohol and other drug
disorders is provided;
(D) A registered nurse or physician assistant, with a
current license to practice in the state in which the
services are delivered if Medication Training and Support
service Service is provided;
(E) The member for whom the services will be provided, and
parent/guardian for those under 18 years of age.
(F) A member treatment advocate if desired and signed off
on by the member.

(3) Demonstrate the ability to provide each of the following
outpatient behavioral health treatment services as described
in OAC 317:30-5-241 et seq., as applicable to their program.
Providers must provide proper referral and linkage to
providers of needed services if their agency does not have
appropriate services.

(A) Assessments and Treatment Plans;
(B) Psychotherapies;
(C) Behavioral Health Rehabilitation services;
(D) Crisis Intervention services;
(E) Support Services; and
(F) Day Treatment/Intensive Outpatient.

(4) Be available 24 hours a day, seven days a week, for
Crisis Intervention services.
(5) Provide or have a plan for referral to physician and
other behavioral health services necessary for the treatment
of the behavioral disorders of the population served.

238



14

(6) Comply with all applicable Federal and State Regulations.
(7) Have appropriate written policy and procedures regarding
confidentiality and protection of information and records,
member grievances, member rights and responsibilities, and
admission and discharge criteria, which shall be posted
publicly and conspicuously.
(8) Demonstrate the ability to keep appropriate records and
documentation of services performed.
(9) Maintain and furnish, upon request, a current report of
fire and safety inspections of facilities clear of any
deficiencies.
(10) Maintain and furnish, upon request, all required staff
credentials including certified transcripts documenting
required degrees.

317:30-5-241. Covered Services
(a) Outpatient behavioral health services are covered for adults
and children as set forth in this Section and following the
requirements as defined in the OHCA BH Provider Manual, unless
specified otherwise, and when provided in accordance with a
documented individualized service plan, developed to treat the
identified behavioral health and/or substance abuse disorder(s).
(b) All services are to be for the goal of improvement of
functioning, independence, or well-being of the member. The
services and treatment plans are to be recovery focused, trauma
and co-occurring specific. The member must be able to actively
participate in the treatment. Active participation means that
the member must have sufficient cognitive abilities,
communication skills, and short-term memory to derive a
reasonable benefit from the treatment.
(c) All outpatient BH services will require authorization
through OHCA, or its designated agent, following established
medical necessity criteria. Providers are required to follow
these criteria and guidelines under the OHCA BH Provider Manual.
OHCA does retain final administrative review over both prior
authorization and review of services as required by 42 CFR
431.10.
(d) Unauthorized services will not be SoonerCare compensable,
unless designated by OHCA.
(c) In order to be reimbursed for services, providers must
submit a completed Customer Data Core (CDC) to OHCA or its
designated agent. The CDC must be reviewed, updated and
resubmitted by the provider every six months. Reimbursement is
made only for services provided while a current CDC is on file
with OHCA or its designated agent. For further information and
instructions regarding the CDC, refer to the Behavioral Health
Provider Manual.
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(d) All outpatient BH services must be provided following
established medical necessity criteria. Some outpatient
behavioral health services may require authorization. For
information regarding services requiring authorization and the
process for obtaining them, refer to the Behavioral Health
Provider Manual. OHCA does retain the final administrative
review over both authorization and review of services as
required by 42 CFR 431.10.

317:30-5-241.1. Screening, assessment and service plan
All providers must comply with the requirements as set forth

in the OHCA BH Provider Manual this Section.
(1) Screening.

(A) Definition. Screening is for the purpose of
determining whether the member meets basic medical
necessity and need for further BH assessment and possible
treatment services.
(B) Qualified professional. Screenings can be performed
by any credentialed staff members as listed under OAC
317:30-5-240.3.
(C) Target population. This service is compensable only
on behalf of a member who is under a PACT program.

(2) Assessment.
(A) Definition. Gathering and assessment of historical
and current bio-psycho-social information which includes
face-to-face contact with the person and/or the person's
family or other informants, or group of persons resulting
in a written summary report, diagnosis and
recommendations. All agencies must assess the medical
necessity of each individual to determine the appropriate
level of care.
(B) Qualified professional. This service is performed by
an LBHP. CADCs are permitted to provide Drug and Alcohol
assessments through June 30, 2010. Effective July 1, 2010
all assessments must be provided by LBHPs.
(C) Time requirements. The minimum face-to-face time
spent in assessment session(s) with the member and others
as identified previously in paragraph (1) of this
subsection for a low complexity Behavioral Health
Assessment by a Non-Physician is one and one half hours.
For a moderate complexity, it is two hours or more.
(D) Target population and limitations. This service is
compensable on behalf of a member who is seeking services
for the first time from the contracted agency. This
service is not compensable if the member has previously
received or is currently receiving services from the
agency, unless there has been a gap in service of more
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than six months and it has been more than one year since
the previous assessment.
(E) Documentation requirements. The assessment must
include all elements and tools required by the OHCA. In
the case of children under the age of 18, it is performed
with the direct, active face-to-face participation of the
parent or guardian. The child's level of participation is
based on age, developmental and clinical appropriateness.
The assessment must include a DSM multi-axial diagnosis
completed for all five axes from the most recent DSM
edition. The assessment must contain but is not limited
to the following:

(i) Date, to include month, day and year of the
assessment session(s);
(ii) Source of information;
(iii) Member's first name, middle initial and last
name;
(iv) Gender;
(v) Birth Date;
(vi) Home address;
(vii) Telephone number;
(viii) Referral source;
(ix) Reason for referral;
(x) Person to be notified in case of emergency;
(xi) Presenting reason for seeking services;
(xii) Start and stop time for each unit billed;
(xiii) Signature of parent of guardian participating in
face-to-face assessment. Signature required for members
over the age of 14;
(xiv) Bio-Psychosocial information which must include:

(I) Identification of the member's strengths, needs,
abilities and preferences;
(II) History of the presenting problem;
(III) Previous psychiatric treatment history,
include treatment for psychiatric; substance abuse;
drug and alcohol addiction; and other addictions;
(IV) Health history and current biomedical
conditions and complications;
(V) Alcohol, Drug, and/or other addictions history;
(VI) Trauma, abuse, neglect, violence, and/or sexual
assault history of self and/or others, include
Department of Human Services involvement;
(VII) Family and social history, include MH, SA,
Addictions, Trauma/Abuse/Neglect;
(VIII) Educational attainment, difficulties and
history;
(IX) Cultural and religious orientation;
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(X) Vocational, occupational and military history;
(XI) Sexual history, including HIV, AIDS, and STD
at-risk behaviors;
(XII) Marital or significant other relationship
history;
(XIII) Recreation and leisure history;
(XIV) Legal or criminal record, including the
identification of key contacts, (i.e. attorneys,
probation officers, etc.);
(XV) Present living arrangements;
(XVI) Economic resources;
(XVII) Current support system including peer and
other recovery supports.

(xv) Mental status and Level of Functioning
information, including questions regarding:

(I) Physical presentation, such as general
appearance, motor activity, attention and alertness,
etc.;
(II) Affective process, such as mood, affect, manner
and attitude, etc.;
(III) Cognitive process, such as intellectual
ability, social-adaptive behavior, thought
processes, thought content, and memory, etc; and
(IV) Full Five Axes DSM diagnosis.

(xvi) Pharmaceutical information to include the
following for both current and past medications;

(I) Name of medication;
(II) Strength and dosage of medication;
(III) Length of time on the medication; and
(IV) Benefit(s) and side effects of medication.

(xvii) LBHP's interpretation of findings and diagnosis;
(xviii) Signature and credentials of LBHP who performed
the face-to-face behavioral assessment;
(xix) Client Data Core Elements reported into
designated OHCA representative.
A Service Plan Development, Low Complexity is required
every 6 months and must include an update to the bio-
psychosocial assessment and re-evaluation of diagnosis.

(3) Behavioral Health Services Plan Development.
(A) Definition. The Behavioral Health Service Plan is
developed based on information obtained in the assessment
and includes the evaluation of all pertinent information
by the practitioners and the member. It includes a
discharge plan. It is a process whereby an individualized
rehabilitation plan is developed that addresses the
member’s member's strengths, functional assets, weaknesses
or liabilities, treatment goals, objectives and
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methodologies that are specific and time limited, and
defines the services to be performed by the practitioners
and others who comprise the treatment team. BH Service
Plan Development is performed with the direct active
participation of the member and a member support person or
advocate if requested by the member. In the case of
children under the age of 18, it is performed with the
participation of the parent or guardian and the child as
age and developmentally appropriate, and must address
school and educational concerns and assisting the family
in caring for the child in the least restrictive level of
care. For adults, it is focused on recovery and achieving
maximum community interaction and involvement including
goals for employment, independent living, volunteer work,
or training.
(B) Qualified professional. This service is performed by
an LBHP.
(C) Time requirements. Service Plan updates must be
conducted face-to-face and are required every six months
during active treatment. Updates can be conducted
whenever it is clinically needed as determined by the
provider LBHP and member.
(D) Documentation requirements. Comprehensive and
integrated service plan content must address the
following:

(i) member strengths, needs, abilities, and
preferences(SNAP);
(ii) identified presenting challenges, problems, needs
and diagnosis;
(iii) specific goals for the member;
(iv) objectives that are specific, attainable,
realistic, and time-limited;
(v) each type of service and estimated frequency to be
received;
(vi) the practitioner(s) name and credentials that will
be providing and responsible for each service;
(vii) any needed referrals for service;
(viii) specific discharge criteria;
(ix) description of the member's involvement in, and
responses to, the treatment plan, and his/her signature
and date;
(x) service plans are not valid until all signatures
are present (signatures are required from the member
(if 14 or over), the parent/guardian (if younger than
18 or otherwise applicable), and the primary LBHP; and
(xi) all changes in service plan must be documented in
a service plan update (low complexity) or within the
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service plan until time for the update (low
complexity).
(xii) Updates to goals, objectives, service provider,
services, and service frequency, must be documented
within the service plan until the six month
review/update is due.
(xiii) Service plan updates must address the following:

(I) update to the bio-psychosocial assessment, re-
evaluation of diagnosis service plan goals and/ or
objectives;
(II) progress, or lack of, on previous service plan
goals and/or objectives;
(III) a statement documenting a review of the
current service plan and an explanation if no
changes are to be made to the service plan;
(IV) change in goals and/or objectives (including
target dates) based upon member's progress or
identification of new need, challenges and problems;
(V) change in frequency and/or type of services
provided;
(VI) change in practitioner(s) who will be
responsible for providing services on the plan;
(VII) change in discharge criteria;
(VIII) description of the member's involvement in,
and responses to, the treatment plan, and his/her
signature and date; and
(IX) service plans are not valid until all
signatures are present. The required signatures are:
from the member (if 14 or over), the parent/guardian
(if younger than 18 or otherwise applicable), and
the primary LBHP.

(E) Service limitations:
(i) Behavioral Health Service Plan Development,
Moderate complexity (i.e., pre-admission procedure code
group) are limited to 1 per member, per provider,
unless more than a year has passed between services,
then another one can be requested and may be authorized
by OHCA or its designated agent.
(ii) Behavioral Health Service Plan Development, Low
Complexity: Service Plan updates are required every six
months during active treatment. Updates can be
conducted whenever needed as determined by the provider
and member. The date of service is when the treatment
plan is complete and the date the last required
signature is obtained. Services should always be age,
developmentally, and clinically appropriate.

(4) Assessment/Evaluation testing.
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(A) Definition. Assessment/Evaluation testing is provided
by a clinician utilizing tests selected from currently
accepted assessment test batteries. Test results must be
reflected in the Service Plan. The medical record must
clearly document the need for the testing and what the
testing is expected to achieve.
(B) Qualified professionals. Assessment/Evaluation
testing will be provided by a psychologist, certified
psychometrist, psychological technician of a psychologist
or a LBHP. For assessments conducted in a school setting,
the Oklahoma State Department of Education requires that a
licensed supervisor sign the assessment. Each qualified
professional must have a current contract with the
Oklahoma Health Care Authority.
(C) Documentation requirements. All psychological services
must be reflected by documentation in the member's record.
All assessment, testing, and treatment services/units
billed must include the following:

(i) date;
(ii) start and stop time for each session/unit billed
and physical location where service was provided;
(iii) signature of the provider;
(iv) credentials of provider;
(v) specific problem(s), goals and/or objectives
addressed;
(vi) methods used to address problem(s), goals and
objectives;
(vii) progress made toward goals and objectives
(viii) patient response to the session or intervention;
and
(ix) any new problem(s), goals and/or objectives
identified during the session.

(D) Service Limitations. Testing for a child younger than
three must be medically necessary and meet established
Child (0-36 months of Age) criteria as set forth in the
Behavioral Health Provider Manual. Evaluation and testing
is clinically appropriate and allowable when an accurate
diagnosis and determination of treatment needs is needed.
Eight hours/units of testing per patient over the age of
two, per provider is allowed every 12 months. There may be
instances when further testing is appropriate based on
established medical necessity criteria found in the
Behavioral Health Provider Manual. Justification for
additional testing beyond allowed amount as specified in
this section must be clearly explained and documented in
the medical record. Testing units must be billed on the
date the actual testing, interpretation, scoring, and
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reporting are performed. A maximum of 12 hours of therapy
and testing, per day per rendering provider are allowed. A
child who is being treated in an acute inpatient setting
can receive separate psychological services by a physician
or psychologist as the inpatient per diem is for "non-
physician" services only. A child receiving Residential
level treatment in either an therapeutic foster care home,
or group home may not receive additional individual, group
or family counseling or psychological testing unless
allowed by the OHCA or its designated agent. Psychologists
employed in State and Federal Agencies, who are not
permitted to engage in private practice, cannot be
reimbursed for services as an individually contracted
provider. For assessment conducted in a school setting the
Oklahoma State Department of Education requires that a
licensed supervisor sign the assessment. Individuals who
qualify for Part B of Medicare: Payment is made utilizing
the SoonerCare allowable for comparable services. Payment
is made to physicians, LBHPs or psychologists with a
license to practice in the state where the services is
performed or to practitioners who have completed education
requirements and are under current board approved
supervision to become licensed.

317:30-5-241.2. Psychotherapy
(a) Individual/Interactive Psychotherapy.

(1) Definition. Individual Psychotherapy is a face-to-face
treatment for mental illnesses and behavioral disturbances,
in which the clinician, through definitive therapeutic
communication, attempts to alleviate the emotional
disturbances, reverse or change maladaptive patterns of
behavior and encourage growth and development. Insight
oriented, behavior modifying and/or supportive psychotherapy
refers to the development of insight of affective
understanding, the use of behavior modification techniques,
the use of supportive interactions, the use of cognitive
discussion of reality, or any combination of these items to
provide therapeutic change.
(2) Definition. Interactive Psychotherapy is individual
psychotherapy that involves the use of play therapy
equipment, physical aids/devices, language interpreter, or
other mechanisms of nonverbal communication to overcome
barriers to the therapeutic interaction between the clinician
and the member who has not yet developed or who has lost the
expressive language communication skills to explain his/her
symptoms and response to treatment, requires the use of a
mechanical device in order to progress in treatment, or the
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receptive communication skills to understand the clinician.
The service may be used for adults who are hearing impaired
and require the use of language interpreter.
(3) Qualified professionals. With the exception of a
qualified interpreter if needed, only the member and the
Licensed Behavioral Health Professional (LBHP) or Certified
Alcohol and Drug Counselor (CADC), for substance abuse (SA)
only, should be present and the setting must protect and
assure confidentiality. Certified Alcohol and Drug Counselors
(CADC) are permitted to provide Individual/Interactive
Psychotherapy for substance abuse (SA) only through June 30,
2013. Effective July 1, 2013 all Individual/Interactive
Psychotherapy must be provided by LBHPs. Ongoing assessment
of the member's status and response to treatment as well as
psycho-educational intervention are appropriate components of
individual counseling. The counseling must be goal directed,
utilizing techniques appropriate to the service plan and the
member's developmental and cognitive abilities.
Individual/Interactive counseling must be provided by a LBHP
or CADC when treatment is for an alcohol or other drug
disorder only. CADCs are permitted to provide
Individual/Interactive counseling for an alcohol or other
drug disorders only through June 30, 2013.
(4) Limitations. A maximum of 6 units per day per member is
compensable.

(b) Group Psychotherapy.
(1) Definition. Group psychotherapy is a method of treating
behavioral disorders using the interaction between the LBHP
or the CADC when treating alcohol and other drug disorders
only, and two or more individuals to promote positive
emotional or behavioral change. CADCs are permitted to
provide group psychotherapy when treating alcohol and other
drug disorders only through June 30, 2013; effective July 1,
2013 all group psychotherapy must be provided by LBHPs. The
focus of the group must be directly related to the goals and
objectives in the individual member's current service plan.
This service does not include social or daily living skills
development as described under Behavioral Health
Rehabilitation Services.
(2) Group sizes. Group Psychotherapy is limited to a total
of eight adult (18 and over) individuals except when the
individuals are residents of an ICF/MR where the maximum
group size is six. For all children under the age of 18, the
total group size is limited to six.
(3) Multi-family and conjoint family therapy. Sessions are
limited to a maximum of eight families/units. Billing is
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allowed once per family unit, though units may be divided
amongst family members.
(4) Qualified professionals. Group psychotherapy will be
provided by a LBHP or CADC when treatment is for an alcohol
or other drug disorder only. CADCs are permitted to provide
group psychotherapy when treating alcohol and other drug
disorders only through June 30, 2013. Effective July 1, 2013
all group psychotherapy must be provided by LBHPs. Group
Psychotherapy must take place in a confidential setting
limited to the LBHP or CADC conducting the service, an
assistant or co-therapist, if desired, and the group
psychotherapy participants.
(5) Limitations. A maximum of 12 units per day per member is
compensable.

(c) Family Psychotherapy.
(1) Definition. Family Psychotherapy is a face-to-face
psychotherapeutic interaction between a LBHP or CADC and the
member's family, guardian, and/or support system. CADCs are
permitted to provide family psychotherapy through June 30,
2013; effective July 1, 2013 all family psychotherapies must
be provided by LBHPs. It is typically inclusive of the
identified member, but may be performed if indicated without
the member's presence. When the member is an adult, his/her
permission must be obtained in writing. Family psychotherapy
must be provided for the direct benefit of the SoonerCare
member to assist him/her in achieving his/her established
treatment goals and objectives and it must take place in a
confidential setting. This service may include the Evidence
Based Practice titled Family Psychoeducation.
(2) Qualified professionals. Family Psychotherapy must be
provided by a LBHP or CADC when treatment is for an alcohol
or other drug disorder only.
(3) Limitations. A maximum of 12 units per day per
member/family unit is compensable. The provider may not bill
any time associated with note taking and/or medical record
upkeep. The provider may only bill the time spent in direct
face-to-face contact. Provider must comply with documentation
requirements listed in OAC 317:30-5-248.

(d) Multi-Systemic Therapy (MST).
(1) Definition. MST intensive outpatient program services
are limited to children within an Office of Juvenile Affairs
(OJA) MST treatment program which provides an intensive,
family and community-based treatment targeting specific BH
disorders in children with SED who exhibit chronic,
aggressive, antisocial, and/or substance abusing behaviors,
and are at risk for out of home placement. Case loads are
kept low due to the intensity of the services provided.
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(2) Qualified professionals. Masters level professionals who
work with a team that may include bachelor level staff.
(3) Documentation requirements. Providers must comply with
documentation requirements in 317:30-5-248.
(4) Service limitations. Partial billing is not allowed, when
only one service is provided in a day, providers should not
bill for services performed for less than 8 minutes.

(e) Children/Adolescent Partial Hospitalization Program (PHP).
(1) Definition. Partial hospitalization services are
services that (1) Are reasonable and necessary for the
diagnosis or active treatment of the member's condition; (2)
Are reasonably expected to improve or maintain the member's
condition and functional level and to prevent relapse or
hospitalization and (3) Are provided in accordance with
services outlined in 42 CFR 410.43. Include the following:

(A) Assessment, diagnostic and treatment plan services for
mental illness and/or substance abuse disorders provided
by LBHPs.
(B) Individual/Group/Family (primary purpose is treatment
of the member's condition) psychotherapies provided by
LBHPs.
(C) Substance abuse specific services are provided by
LBHPs qualified to provide these services.
(D) Drugs and biologicals furnished for therapeutic
purposes.
(E) Family counseling, the primary purpose of which is
treatment of the member's condition.
(F) Behavioral health rehabilitation training and
education services to the extent the training and
educational activities are closely and clearly related to
the member's care and treatment, provided by a Behavioral
Health Rehabilitation Specialist (BHRS), Certified Alcohol
and Drug Counselor (CADC)or LBHP who meets the
professional requirements listed in 317:30-5-240.3.
(G) Care Coordination of behavioral health services
provided by certified case managers.

(2) Qualified professionals. All services in the PHP are
provided by a team, which must be composed of one or more of
the following participants: physician, registered nurse,
licensed behavioral health professional (LBHP), a case
manager, or other certified Behavioral Health/Substance Abuse
paraprofessional staff. Refer to OHCA BH Provider Manual for
further requirements. The treatment plan is directed under
the supervision of a physician. All services in the PHP are
provided by a clinical team which must contain at least one
of each of the professionals listed in (A) – (C) below and
may contain one or more of each of the professionals listed
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in (D) – (F) below. The treatment plan is directed under the
supervision of a physician and the number of professionals
and paraprofessionals required on the clinical team is
dependent on the size of the program.

(A)A licensed physician;
(B)Registered nurse; and
(C)One or more of the licensed behavioral health
professionals (LBHP) listed in 30-5-240.3(a).
(D)Masters or bachelors level Behavioral Health
Rehabilitation Specialist;
(E)Certified Case Manager; or
(F)Certified Alcohol and Drug Counselor (CADC).

(3)Qualified providers. Provider agencies for PHP must be
accredited by one of the national accrediting bodies; The
Joint Commission (TJC), Commission on Accreditation of
Rehabilitation Facilities (CARF) or The Council on
Accreditation (COA) for partial hospitalization and enrolled
in SoonerCare. Staff providing these services are employees
or contractors of the enrolled agency.
(4) Limitations. Services are limited to children 0-20
only. Services must be offered at a minimum of 3 hours per
day, 5 days per week. Therapeutic services are limited to 4
billable hours per day and must be prior authorized. PHP
services are all inclusive with the exception of physician
services and drugs that cannot be self-administered, those
services are separately billable. Refer to OHCA BH Provider
Billing Manual for further definition. Group size is limited
to a maximum of 8 individuals as clinically appropriate given
diagnostic and developmental functioning. Occupational,
Physical and Speech therapy will be provided by the
Independent School District (ISD).
(5) Reporting. Reporting requirements must be followed as
outlined in the OHCA BH Provider Billing Manual
(5) Service requirements.

(A) Therapeutic Services are to include the following:
(i) Psychiatrist/physician face-to-face visit 2 times
per month;
(ii) Crisis management services available 24 hours a
day, 7 days a week;

(B) Psychotherapies to be provided a minimum of four (4)
hours per week and include the following:

(i) Individual therapy – a minimum of 1 session per
week;
(ii) Family therapy – a minimum of 1 session per week;
and
(iii) Group therapy – a minimum of 2 sessions per week;

(C) Interchangeable therapies which include the following:
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(i) Case Management (face-to-face);
(ii) BHRS/ alcohol and other drug abuse education;
(iii) Medication Training and Support; and
(iv) Expressive therapy.

(6) Documentation requirements. Documentation needs to
specify active involvement of the member's family,
caretakers, or significant others involved in the
individual's treatment. A nursing health assessment must be
completed within 24 hours of admission. A physical
examination and medical history must be coordinated with the
Primary Care Physician. Service plan updates are required
every three (3) months or more frequently based on clinical
need. Records must be documented according to Section OAC
317:30-5-248.
(7) Staffing requirements. Staffing requirements must consist
of the following:

(A) RN trained and competent in the delivery of behavioral
health services as evidenced by education and/or
experience that is available onsite during program hours
to provide necessary nursing care and/or psychiatric
nursing care (1 RN at a minimum can be backed up by an LPN
but an RN must always be onsite). Nursing staff
administers medications, follows up with families on
medication compliance, and restraint assessments.
(B) Medical director must be a licensed psychiatrist.
(C) A psychiatrist/physician must be available 24 hours a
day, 7 days a week.

(f) Children/Adolescent Day Treatment Program.
(1) Definition. Day Treatment Programs are for the
stabilization of children and adolescents with severe
emotional and/or behavioral disturbances. Treatment is
designed for children who have difficulty functioning in
mainstream community settings such as classrooms, and who
need a higher intensity of services than outpatient
counseling provides. Treatment is time limited and includes
therapeutically intensive clinical services geared towards
reintegration to the home, school, and community.
(2) Qualified professionals. All services in Day Treatment
are provided by a team, which must be composed of one or more
of the following participants: physician, registered nurse,
licensed behavioral health professional (LBHP), a case
manager, or other certified Behavioral Health/Substance Abuse
paraprofessional staff. Refer to OHCA BH Provider Billing
Manual for further requirements. Services are directed by an
LBHP.
(3) Qualified providers. Provider agencies for Day
Treatment must be accredited by one of the national
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accrediting bodies; The Joint Commission (TJC), Commission on
Accreditation of Rehabilitation Facilities (CARF) or The
Council on Accreditation (COA).
(4) Limitations. Services must be offered at a minimum of 4
days per week at least 3 hours per day. Refer to OHCA BH
Provider Billing Manual for further requirements. Group size
is limited to a maximum of 8 individuals as clinically
appropriate given diagnostic and developmental functioning.
(5) Service requirements. On-call crisis intervention
services must be available 24 hours a day, 7 days a week
(When members served have psychiatric needs, psychiatric
services are available which include the availability of a
psychiatrist 24 hours a day, 7 days a week. A psychiatrist
can be available either on site or on call but must be
available at all times). Day treatment program will provide
assessment and diagnostic services and/or medication
monitoring, when necessary.

(A) Treatment activities are to include the following
every week:

(i) Family therapy at least one hour per week
(additional hours of FT may be substituted for other
day treatment services;
(ii) Group therapy at least two hours per week; and
(iii) Individual therapy at least one hour per week.

(B) Additional services are to include at least one of the
following services per day:

(i) Medication training and support (nursing) once
monthly if on medications;
(ii) BHRS to include alcohol and other drug education
if clinically necessary and appropriate
(iii) Case management as needed and part of weekly
hours for member;
(iv) Occupational therapy as needed and part of weekly
hours for member; and
(v) Expressive therapy as needed and part of weekly
hours for the member.

(6) Documentation requirements. Service plans are required
every three (3) months.

317:30-5-241.3. Behavioral Health Rehabilitation (BHR) services
(a) Definition. BHR are behavioral health rehabilitation
services which are necessary to improve the member's ability to
function in the community. They are performed to improve the
skills and abilities of members to live interdependently in the
community, improve self-care and social skills, and promote
lifestyle change and recovery practices. This service may
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include the Evidence Based Practice of Illness, Management, and
Recovery.

(1) Clinical restrictions. This service is generally
performed with only the members and the BHRS, but may include
a member and the member's family/support system group that
focuses on the member's diagnosis, management, and recovery
based curriculum.
(2) Qualified providers. A BHRS, CADC, or LBHP may perform
BHR, following a treatment curriculum approved by a LBHP.
Staff must be appropriately trained in a recognized
behavioral/management intervention program such as MANDT or
CAPE or trauma informed methodology.
(3) Group sizes. The minimum staffing ratio is fourteen
members for each BHRS, CADC, or LBHP for adults and eight to
one for children under the age of eighteen.
(4) Limitations.

(A) Transportation. Travel time to and from BHR treatment
is not compensable. Group psychosocial rehabilitation
services do not qualify for the OHCA transportation
program, but they will arrange for transportation for
those who require specialized transportation equipment. A
member who at the time of service is not able to
cognitively benefit from the treatment due to active
hallucinations, substance use, or other impairments is not
suitable for this service.
(B) Time. Breaks, lunchtime and times when the member is
unable or unwilling to participate are not compensable and
must be deducted from the overall billed time.
(C) Location. In order to develop and improve the
member's community and interpersonal functioning and self
care abilities, rehabilitation may take place in settings
away from the outpatient behavioral health agency site.
When this occurs, the BHRS, CADC, or LBHP must be present
and interacting, teaching, or supporting the defined
learning objectives of the member for the entire claimed
time.
(D) Billing. Residents of ICF/MR facilities and children
receiving RBMS in a group home or therapeutic foster home
are not eligible for this service, unless allowed by OHCA
or its designated agent.

(i) Group. The maximum is 24 units per day for adults
and 16 units per day for children.
(ii) Individual. The maximum is six units per day.
Children under an ODMHSAS Systems of Care program may
be prior authorized additional units as part of an
intensive transition period.
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(E) Documentation requirements. Progress notes for
intensive outpatient mental health, substance abuse or
integrated programs may be in the form of daily summary or
weekly summary notes and must include the following:

(i) Curriculum sessions attended each day and/or dates
attending during the week;
(ii) Start and stop times for each day attended and the
physical location in which the service was rendered;
(iii) Specific goal(s) and objectives addressed during
the week;
(iv) Type of Skills Training provided each day and/or
during the week including the specific curriculum used
with member;
(v) Member satisfaction with staff intervention(s);
(vi) Progress, or barrier to, made towards goals,
objectives;
(vii) New goal(s) or objective(s) identified;
(viii) Signature of the lead BHRS; and
(ix) Credentials of the lead BHRS.

(b) Medication training and support.
(1) Definition. Medication Training and Support is a
documented review and educational session by a registered
nurse, or physician assistant focusing on a member's response
to medication and compliance with the medication regimen.
The review must include an assessment of medication
compliance and medication side effects. Vital signs must be
taken including pulse, blood pressure and respiration and
documented within the medical or clinical record. A
physician is not required to be present, but must be
available for consult. Medication Training and Support is
designed to maintain the member on the appropriate level of
the least intrusive medications, encourage normalization and
prevent hospitalization.
(2) Limitations.

(A) Medication Training and Support may not be billed for
SoonerCare members who reside in ICF/MR facilities.
(B) One unit is allowed per month per patient without
prior authorization.
(C) Medication Training & Support is not allowed to be
billed on the same day as pharmacological management.

(3) Qualified professionals. Must be provided by a licensed
registered nurse, or a physician assistant as a direct
service under the supervision of a physician.
(4) Documentation requirements - Medication Training and
Support documented review must focus on:

(A) a member's response to medication;
(B) compliance with the medication regimen;
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(C) medication benefits and side effects;
(D) vital signs, which include pulse, blood pressure and
respiration; and
(E) documented within the progress notes/medication
record.

317:30-5-241.4 Crisis Intervention
(a) Onsite and Mobile Crisis Intervention Services (CIS).

(1) Definition. Crisis Intervention Services are face-to-
face services for the purpose of responding to acute
behavioral or emotional dysfunction as evidenced by
psychotic, suicidal, homicidal severe psychiatric distress,
and/or danger of AOD relapse. The crisis situation including
the symptoms exhibited and the resulting intervention or
recommendations must be clearly documented.
(2) Limitations. Crisis Intervention Services are not
compensable for SoonerCare members who reside in ICF/MR
facilities, or who receive RBMS in a group home or
Therapeutic Foster Home. CIS is also not compensable for
members who experience acute behavioral or emotional
dysfunction while in attendance for other behavioral health
services, unless there is a documented attempt of placement
in a higher level of care. The maximum is eight units per
month; established mobile crisis response teams can bill a
maximum of sixteen units per month, and 40 units each 12
months per member.
(3) Qualified professionals. Services must be provided by a
LBHP.

(b) Facility Based Crisis Stabilization (FBCS). FBCS services
are emergency psychiatric and substance abuse services aimed at
resolving crisis situations. The services provided are
emergency stabilization, which includes a protected environment,
chemotherapy, detoxification, individual and group treatment,
and medical assessment.

(1) Qualified professionals. FBCS services are provided
under the supervision of a physician aided by a licensed
nurse, and also include LBHPs for the provision of group and
individual treatments. A physician must be available. This
service is limited to providers who contract with or are
operated by the ODMHSAS to provide this service within the
overall behavioral health service delivery system.
(2) Limitations. The unit of service is per hour. Providers
of this service must meet the requirements delineated in the
OAC 450:23. Documentation of records must comply with OAC
317:30-5-248.

317:30-5-241.5 Support services
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(a) Program of Assertive Community Treatment (PACT) Services.
(1) Definition. PACT is provided by an interdisciplinary
team that ensures service availability 24 hours a day, seven
days a week and is prepared to carry out a full range of
treatment functions wherever and whenever needed. An
individual is referred to the PACT team service when it has
been determined that his/her needs are so pervasive and/or
unpredictable that it is unlikely that they can be met
effectively by other combinations of available community
services, or in circumstances where other levels of
outpatient care have not been successful to sustain stability
in the community.
(2) Target population. Individuals 18 years of age or older
with serious and persistent mental illness and co-occurring
disorders. PACT services are those services delivered within
an assertive community-based approach to provide treatment,
rehabilitation, and essential behavioral health supports on a
continuous basis to individuals 18 years of age or older with
serious mental illness with a self-contained multi-
disciplinary team. The team must use an integrated service
approach to merge essential clinical and rehabilitative
functions and staff expertise. This level of service is to be
provided only for persons most clearly in need of intensive
ongoing services.
(3) Qualified professionals. Providers of PACT services are
specific teams within an established organization and must be
operated by or contracted with and certified by the ODMHSAS
in accordance with 43A O.S. 319 and OAC 450:55. The team
leader must be an LBHP.
(4) Limitations. A maximum of 105 hours per member per year
in the aggregate. All PACT compensable SoonerCare services
are required to be face-to-face. SoonerCare members who are
enrolled in this service may not receive other outpatient
behavioral health services except for FBCS and CM.
(5) Service requirements. PACT services must include the
following:

(A) PACT assessments (initial and comprehensive);
(i) Initial assessment – is the initial evaluation of
the member based upon available information, including
self-reports, reports of family members and other
significant parties, and written summaries from other
agencies, including police, court, and outpatient and
inpatient facilities, where applicable, culminating in
a comprehensive initial assessment. Member assessment
information for admitted members shall be completed on
the day of admission to the PACT. The start and stop
times for this service should be recorded in the chart.
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(ii) Comprehensive assessment – is the organized
process of gathering and analyzing current and past
information with each member and the family and/or
support system and other significant people to
evaluate: 1) mental and functional status; 2)
effectiveness of past treatment; 3) current treatment,
rehabilitation and support needs to achieve individual
goals and support recovery; and 4) the range of
individual strengths (e.g., knowledge gained from
dealing with adversity or personal/professional roles,
talents, personal traits) that can act as resources to
the member and his/her recovery planning team in
pursuing goals. Providers must bill only the face-to-
face service time with the member. Non-face to face
time is not compensable. The start and stop times for
this service should be recorded in the chart.

(B) Behavioral health service plan (moderate and low
complexity by a non-physician (treatment planning and
review) is a process by which the information obtained in
the comprehensive assessment, course of treatment, the
member, and/or treatment team meetings is evaluated and
used to develop a service plan that has individualized
goals, objectives, activities and services that will
enable a member to improve. The initial assessment serves
as a guide until the comprehensive assessment is
completed. It is to focus on recovery and must include a
discharge plan. It is performed with the direct active
participation by the member. SoonerCare compensation for
this service includes only the face to face time with the
member. The start and stop times for this service should
be recorded in the chart.
(C) Treatment team meetings (team conferences with the
member present is a billable service. This service is
conducted by the treatment team, which includes the member
and all involved practitioners. For a complete description
of this service, see OAC 450:55-5-6 Treatment Team
Meetings. This service can be billed to SoonerCare only
when the member is present and participating in the
treatment team meeting. The conference starts at the
beginning of the review of an individual member and ends
at the conclusion of the review. Time related to record
keeping and report generation is not reported. The start
and stop should be recorded in the member's chart. The
participating psychiatrist/physician should bill the
appropriate CPT code; and the agency is allowed to bill
one treatment team meeting per member as medically
necessary.
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(D) Individual and family psychotherapy;
(E) Individual rehabilitation;
(F) Recovery support services;
(G) Group rehabilitation;
(H) Group psychotherapy;
(I) Crisis Intervention;
(J) Medication training and support services;
(K) Blood draws and /or other lab sample collection
services performed by the nurse.

(b) Behavioral Health Aide Services.
(1) Definition. Behavioral Health Aides provide behavior
management and redirection and behavioral and life skills
remedial training. The behavioral health aide also provides
monitoring and observation of the child's
emotional/behavioral status and responses, providing
interventions, support and redirection when needed. Training
is generally focused on behavioral, interpersonal,
communication, self help, safety and daily living skills.
(2) Target population. This service is limited to children
with serious emotional disturbance who are in an ODMHSAS
contracted systems of care community based treatment program,
or are under OKDHS or OJA custody residing within a RBMS
level of care, who need intervention and support in their
living environment to achieve or maintain stable successful
treatment outcomes.
(3) Qualified professionals. Behavioral Health Aides must be
trained/credentialed through ODMHSAS.
(4) Limitations. The Behavioral Health Aide cannot bill for
more than one individual during the same time period.
(5) Documentation requirements. Providers must follow
requirements listed in OAC 317:30-5-248.

(c) Family Support and Training.
(1) Definition. This service provides the training and
support necessary to ensure engagement and active
participation of the family in the treatment planning process
and with the ongoing implementation and reinforcement of
skills learned throughout the treatment process. Child
Training is provided to family members to increase their
ability to provide a safe and supportive environment in the
home and community for the child. Parent Support ensures the
engagement and active participation of the family in the
treatment planning process and guides families toward taking
a proactive role in their child's treatment. Parent Training
is assisting the family with the acquisition of the skills
and knowledge necessary to facilitate an awareness of their
child's needs and the development and enhancement of the
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family's specific problem-solving skills, coping mechanisms,
and strategies for the child's symptom/behavior management.
(2) Target population. Family Support and Training is
designed to benefit the SoonerCare eligible child
experiencing a serious emotional disturbance who is in an
ODMHSAS contracted systems of care community based treatment
program, are diagnosed with a pervasive developmental
disorder, or are under OKDHS or OJA custody, are residing
within a RBMS level of care or are at risk for out of home
placement, and who without these services would require
psychiatric hospitalization.
(3) Qualified professionals. Family Support Providers (FSP)
must be trained/credentialed through ODMHSAS.
(4) Limitations. The FSP cannot bill for more than one
individual during the same time period.
(5) Documentation requirements. Providers must comply with
requirements listed in OAC 317:30-5-248.

(d) Community Recovery Support (CRS).
(1) Definition. CRS (or Peer Recovery Support) services are
an EBP model of care which consists of a qualified recovery
support specialist provider (RSS) who assists individuals
with their recovery from behavioral health disorders.
Recovery Support is a service delivery role in the ODMHSAS
public and contracted provider system throughout the
behavioral health care system where the provider understands
what creates recovery and how to support environments
conducive of recovery. The role is not interchangeable with
traditional staff members who usually work from the
perspective of their training and/or their status as a
licensed behavioral health provider; rather, this provider
works from the perspective of their experimental expertise
and specialized credential training. They lend unique insight
into mental illness and what makes recovery possible because
they are in recovery.
(2) Target population. Adults 18 and over with SMI and/or
AOD disorder(s).
(3) Qualified professionals. Recovery Support Specialists
(RSS) must be trained/credentialed through ODMHSAS.
(4) Limitations. The RSS cannot bill for more than one
individual during the same time period. This service can be
an individual or group service. Groups have no restriction on
size.
(5) Documentation requirements. Providers must comply with
requirements listed in OAC 317:30-5-248.
(6) Service requirements.

(A) CRS/RSS staff utilizing their knowledge, skills and
abilities will:
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(i) teach and mentor the value of every individual's
recovery experience;
(ii) model effective coping techniques and self-help
strategies;
(iii) assist members in articulating personal goals for
recovery; and
(iv) assist members in determining the objectives
needed to reach his/her recovery goals.

(B) CRS/RSS staff utilizing ongoing training must:
(i) proactively engage members and possess
communication skills/ability to transfer new concepts,
ideas, and insight to others;
(ii) facilitate peer support groups;
(iii)assist in setting up and sustaining self-help
(mutual support) groups;
(iv) support members in using a Wellness Recovery
Action Plan (WRAP);
(v) assist in creating a crisis plan/Psychiatric
Advanced Directive;
(vi) utilize and teach problem solving techniques with
members;
(vii) teach members how to identify and combat negative
self-talk and fears;
(viii) support the vocational choices of members and
assist him/her in overcoming job-related anxiety;
(ix) assist in building social skills in the community
that will enhance quality of life. Support the
development of natural support systems;
(x) assist other staff in identifying program and
service environments that are conducive to recovery;
and
(xi) attend treatment team and program development
meetings to ensure the presence of the member's voice
and to promote the use of self-directed recovery tools.

PART 25. PSYCHOLOGISTS

317:30-5-276. Coverage by category
(a) Outpatient Behavioral Health Services. Outpatient behavioral
health services are covered for children as set forth in this
Section and following the requirements as defined in the OHCA BH
Provider Manual, unless specified otherwise, and when provided
in accordance with a documented individualized service plan
medical record, developed to treat the identified behavioral
health and/or substance abuse disorder(s).

(1) All services are to be for the goal of improvement of
functioning, independence, or wellbeing of the member. The
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services and treatment plans are to be recovery focused,
trauma and co-occurring specific. The member must be able to
actively participate in the treatment. Active participation
means that the member must have sufficient cognitive
abilities, communication skills, and short-term memory to
derive a reasonable benefit from the treatment.
(2) All outpatient BH services will require authorization
through OHCA, or its designated agent, following established
medical necessity criteria. Providers are required to follow
these criteria and guidelines under the OHCA BH Provider
Manual. OHCA does retain final administrative review over
both prior authorization and review of services as required
by 42 CFR 431.10.
(2) In order to be reimbursed for services, providers must
submit a completed Customer Data Core (CDC) to OHCA or its
designated agent. The CDC must be reviewed, updated and
resubmitted by the provider every six months. Reimbursement
is made only for services provided while a current CDC is on
file with OHCA or its designated agent. For further
information and instructions regarding the CDC, refer to the
Behavioral Health Provider Manual.
(3) Some outpatient behavioral health services may require
authorization. For information regarding services requiring
authorization and the process for obtaining them, refer to
the Behavioral Health Provider Manual. OHCA does retain the
final administrative review over both authorization and
review of services as required by 42 CFR 431.10.

(b) Adults. There is no coverage for adults for services by a
psychologist.
(c) Children. Coverage for children includes the following
services (all services, except Initial or Level of Care
Assessment, health and behavior codes and/or Crisis Intervention
services, require authorization by OHCA, or its designated
agent):

(1) Bio-Psycho-Social Assessments. Psychiatric Diagnostic
Interview Examination (PDIE) initial assessment or Level of
Care Assessment. The interview and assessment is defined as a
face-to-face interaction with the member. Psychiatric
diagnostic interview examination includes a history, mental
status, and a disposition, and may include communication with
family or other sources, ordering and medical interpretation
of laboratory or other medical diagnostic studies. Only one
PDIE is allowable per provider per member. If there has been
a break in service over a six month period, then an
additional unit of PDIE can be prior authorized by OHCA, or
their designated agent.
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(2) Individual and/or Interactive psychotherapy in an
outpatient setting including an office, clinic, or other
confidential setting. The services may be performed at the
residence of the member if it is demonstrated that it is
clinically beneficial, or if the member is unable to go to a
clinic or office. Individual psychotherapy is defined as a
one to one treatment using a widely accepted modality or
treatment framework suited to the individual's age,
developmental abilities and diagnosis. It may include
specialized techniques such as biofeedback or hypnosis.
(3) Family Psychotherapy is performed in an outpatient
setting limited to an office, clinic, or other confidential
setting. Family therapy is a face-to-face interaction
between a therapist and the patient/family to facilitate
emotional, psychological or behavioral changes and promote
communication and understanding. Family therapy must be
provided for the benefit of a SoonerCare eligible child as a
specifically identified component of an individual treatment
plan.
(4) Group and/or Interactive Group psychotherapy in an
outpatient setting must be performed in the psychologist's
office, clinic, or other confidential setting. Group therapy
is a face to face interaction between a therapist and two or
more unrelated patients (though there may be siblings in the
same group, just not siblings only) to facilitate emotional,
psychological, or behavioral changes. All group therapy
records must indicate group size. Maximum total group size
is six patients for children four years of age up to the age
of 18. Groups 18-20 year olds can include eight individuals.
Group therapy must be provided for the benefit of a
SoonerCare eligible child four years of age or older as a
specifically identified component of an individual treatment
plan. Multi-family group therapy size is limited to eight
family units.
(5) Assessment/Evaluation and testing is provided by a
psychological technician of a psychologist or a LBHP
utilizing tests selected from currently accepted assessment
test batteries. For assessments conducted in a school
setting, the Oklahoma State Department of Education requires
that a licensed supervisor sign the assessment. Eight
hours/units of testing per patient (over the age of two), per
provider is allowed with authorization every 12 months. In
circumstances where it is determined that further testing is
medically necessary, and or needed for specialty testing,
additional hours/units may be prior authorized by the OHCA or
designated agent based upon medical necessity and
consultation review. There may be instances when further
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testing is appropriate based on established medical necessity
criteria found in the Behavioral Health Provider Manual. Test
results must be reflected in the service plan or medical
record. The service must clearly document the need for the
testing and what the testing is expected to achieve. Any
testing performed for a child under three must be prior
authorized. Testing for a child younger than three must be
medically necessary and meet established criteria as set
forth in the Behavioral Health Provider Manual. Justification
for additional testing beyond allowed amount as specified in
this section must be clearly explained and documented in the
medical record. Testing units must be billed on the date the
testing, interpretation, scoring, and/or reporting was
performed and supported by documentation.
(6) Health and Behavior codes B behavioral health services are
available only to chronically and severely medically ill
children.
(7) Crisis intervention services for the purpose of
stabilization and hospital diversion as clinically
appropriate.
(8) Payment for therapy services provided by a psychologist
to any one member is limited to eight sessions/units per
month. All units/sessions, except the Initial or Level of
Care Assessments or Crisis Intervention must be authorized by
the OHCA or its designated agent. A maximum of 12
sessions/units of therapy and testing services per day per
provider are allowed. Case Management services are considered
an integral component of the behavioral health services
listed above.
(9) A child who is being treated in an acute psychiatric
inpatient setting can receive separate Psychological services
as the inpatient per diem is for "non-physician" services
only.
(10) A child receiving Residential Behavioral Management in
a foster home, also known as therapeutic foster care, or a
child receiving Residential Behavioral Management in a group
home, also known as therapeutic group home, may not receive
individual, group or family counseling or psychological
testing without prior authorization unless allowed by the
OHCA or its designated agent.

(d) Home and Community Based Waiver Services for the Mentally
Retarded Intellectually Disabled. All providers participating
in the Home and Community Based Waiver Services for the mentally
retarded intellectually disabled program must have a separate
contract with this Authority to provide services under this
program. All services are specified in the individual's plan of
care.
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(e) Individuals eligible for Part B of Medicare. Payment is
made utilizing the Medicaid allowable for comparable services.

PART 26. LICENSED BEHAVIORAL HEALTH PROVIDERS

317:30-5-281. Coverage by Category
(a) Outpatient Behavioral Health Services. Outpatient behavioral
health services are covered for children as set forth in this
Section and following the requirements as defined in the OHCA BH
Provider Manual, unless specified otherwise, and when provided
in accordance with a documented individualized service plan
and/or medical record, developed to treat the identified
behavioral health and/or substance abuse disorder(s).

(1) All services are to be for the goal of improvement of
functioning, independence, or wellbeing of the member. The
services and treatment plans are to be recovery focused,
trauma and co-occurring specific. The member must be able to
actively participate in the treatment. Active participation
means that the member must have sufficient cognitive
abilities, communication skills, and short-term memory to
derive a reasonable benefit from the treatment.
(2) All outpatient BH services will require authorization
through OHCA, or its designated agent, following established
medical necessity criteria. Providers are required to follow
these criteria and guidelines under the OHCA BH Provider
Manual. OHCA does retain final administrative review over
both prior authorization and review of services as required
by 42 CFR 431.10.
(3) Unauthorized services will not be SoonerCare compensable,
unless designated by OHCA.
(2) In order to be reimbursed for services, providers must
submit a completed Customer Data Core (CDC) to OHCA or its
designated agent. The CDC must be reviewed, updated and
resubmitted by the provider every six months. Reimbursement
is made only for services provided while a current CDC is on
file with OHCA or its designated agent. For further
information and instructions regarding the CDC, refer to the
Behavioral Health Provider Manual.
(3) Some outpatient behavioral health services may require
authorization. For information regarding services requiring
authorization and the process for obtaining them, refer to
the Behavioral Health Provider Manual. OHCA does retain the
final administrative review over both authorization and
review of services as required by 42 CFR 431.10.

(b) Adults. There is no coverage for adults for services by a
LBHP.
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(c) Children. Coverage for children includes the following
services (all services, except for the Initial or Level of Care
Assessments or Crisis Intervention, require authorization by
OHCA or its designated agent, providers listed in 317:30-5-
280(a)(1),(a)(3)and (a)(4) are exempt from authorization):

(1) Bio-Psycho-Social and Level of Care Assessments.
(A) The interview and assessment is defined as a face-to-
face interaction with the member. Assessment includes a
history, mental status, full bio-psycho-social evaluation,
a disposition, communications with family or other
sources, review of laboratory or other pertinent medical
information, and medical/clinical consultations as
necessary.
(B) Assessments for Children's Level of Care determination
of medical necessity must follow a specified assessment
process through OHCA or their designated agent. Only one
assessment is allowable per provider per member. If there
has been a break in service over a six month period, or
the assessment is conducted for the purpose of determining
a child's need for inpatient psychiatric admission, then
an additional unit can be authorized by OHCA, or their
designated agent.

(2) Individual and/or Interactive psychotherapy in an
outpatient setting including an office, clinic, or other
confidential setting. The services may be performed at the
residence of the member if it is demonstrated that it is
clinically beneficial, or if the member is unable to go to a
clinic or office. Individual psychotherapy is defined as a
one to one treatment using a widely accepted modality or
treatment framework suited to the individual's age,
developmental abilities and diagnosis. It may include
specialized techniques such as biofeedback or hypnosis.
(3) Family Psychotherapy is performed in an outpatient
setting limited to an office, clinic, or other confidential
setting. Family therapy is a face-to-face interaction between
a therapist and the patient/family to facilitate emotional,
psychological or behavioral changes and promote communication
and understanding. Family therapy must be provided for the
benefit of the member as a specifically identified component
of an individual treatment plan.
(4) Group and/or Interactive Group psychotherapy in an
outpatient setting must be performed in an office, clinic, or
other confidential setting. Group therapy is a face-to-face
interaction between a therapist and two or more unrelated
patients (though there may be siblings in the same group,
just not siblings only) to facilitate emotional,
psychological, or behavioral changes. All group therapy
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records must indicate group size. Maximum total group size is
six for ages four up to 18. Groups 18-20 year olds can
include eight individuals. Group therapy must be provided for
the benefit of the member as a specifically identified
component of an individual treatment plan. Multi-family group
therapy size is limited to eight family units.
(5) Assessment/Evaluation and testing is provided by a
psychologist, certified psychometrist, psychological
technician of a psychologist or a LBHP utilizing tests
selected from currently accepted assessment test batteries.
For assessments conducted in a school setting, the Oklahoma
State Department of Education requires that a licensed
supervisor sign the assessment. Eight hours/units of testing
per patient (over the age of two), per provider is allowed
with authorization every 12 months. There may be instances
when further testing is appropriate based on established
medical necessity criteria found in the Behavioral Health
Provider Manual. Justification for additional testing beyond
allowed amount as specified in this section must be clearly
explained and documented in the medical record. Test results
must be reflected in the service plan or medical record. The
service plan must clearly document the need for the testing
and what the testing is expected to achieve. Any testing
performed for a child under three must be prior authorized.
Testing for a child younger than three must be medically
necessary and meet established Child (0-36 months of Age)
criteria as set forth in the Behavioral Health Provider
Manual. Testing units must be billed on the date the
testing, interpretation, scoring, and/or reporting was
performed and supported by documentation.
(6) Crisis intervention services for the purpose of
stabilization and hospitalization diversion as clinically
appropriate.
(7) Payment for therapy services provided by a LBHP to any
one member is limited to eight sessions/units per month. All
units/sessions, except Assessment and Crisis Intervention
must be authorized by the OHCA or their designated agent. A
maximum of 12 sessions/units of therapy and testing services
per day per provider are allowed. Case Management services
are considered an integral component of the behavioral health
services listed above.
(8) A child receiving Residential Behavioral Management in a
foster home, also known as therapeutic foster care, or a
child receiving Residential Behavioral Management in a group
home, also known as therapeutic group home, may not receive
individual, group or family counseling or testing without
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authorization unless allowed by the OHCA or their designated
agent.

(d) Home and Community Based Waiver Services for the Mentally
Retarded Intellectually Disabled. All providers participating in
the Home and Community Based Waiver Services for the mentally
retarded intellectually disabled program must have a separate
contract with this Authority to provide services under this
program. All services are specified in the individual's plan of
care.
(e) Individuals eligible for Part B of Medicare. Payment is made
utilizing the Medicaid allowable for comparable services.

PART 67. BEHAVIORAL HEALTH CASE MANAGEMENT SERVICES

317:30-5-596. Coverage by category
Payment is made for behavioral health case management

services as set forth in this Section.
(1) Payment is made for services rendered to SoonerCare
member's members as follows:

(A) Description of behavioral health case management
services. Services under behavioral health case
management are not comparable in amount, duration and
scope. The target group for behavioral health case
management services are persons under age 21 who are in
imminent risk of out-of-home placement for psychiatric or
substance abuse reasons or are in out-of-home placement
due to psychiatric or substance abuse reasons and
chronically and/or severely mentally ill adults who are
institutionalized or are at risk of institutionalization.
All behavioral health case management services will be
subject to medical necessity criteria.

(i) Behavioral health case management services are
provided to assist eligible individuals in gaining
access to needed medical, social, educational and other
services essential to meeting basic human needs. The
behavioral health case manager provides assessment of
case management needs, development of a case management
care plan, referral, linkage, monitoring and advocacy
on behalf of the member to gain access to appropriate
community resources. The behavioral health case
manager must monitor the progress in gaining access to
services and continued appropriate utilization of
necessary community resources. Behavioral case
management is designed to promote recovery, maintain
community tenure, and to assist individuals in
accessing services for themselves following the case
management guidelines established by ODMHSAS. In order
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to be compensable, the service must be performed
utilizing the Strengths Based model of case management.
This model of case management assists individuals in
identifying and securing the range of resources, both
environmental and personal, needed to live in a
normally interdependent way in the community. The
focus for the helping process is on strengths,
interests, abilities, knowledge and capacities of each
person, not on their diagnosis, weakness or deficits.
The relationship between the service member and the
behavioral health case manager is characterized by
mutuality, collaboration, and partnership. Assistive
activities are designed to occur primarily in the
community, but may take place in the behavioral health
case manager's office, if more appropriate. The
community based behavioral health case management
agency will coordinate with the member and family (if
applicable) by phone or face-to-face, to identify
immediate needs for return to home/community no more
than 72 hours after notification that the member/family
requests case management services. For member's
discharging from a higher level of care than
outpatient, the higher level of care facility is
responsible for scheduling an appointment with a case
management agency for transition and post discharge
services. The case manager will make contact with the
member and family (if applicable) for transition from
the higher level of care than outpatient back to the
community, within 72 hours of discharge, and then
conduct a follow-up appointment/contact within seven
days. The case manager will provide linkage/referral
to physicians/medication services, counseling services,
rehabilitation and/or support services as described in
the case management service plan. Case Managers may
also provide crisis diversion (unanticipated,
unscheduled situation requiring supportive assistance,
face-to-face or telephone, to resolve immediate
problems before they become overwhelming and severely
impair the individual’s ability to function or maintain
in the community) to assist member(s) from progression
to a higher level of care. During the follow-up phase
of these referrals or links, the behavioral health case
manager will provide aggressive outreach if
appointments or contacts are missed within two business
days of the missed appointments. Community/home based
case management to assess the needs for services will
be scheduled as reflected in the case management
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service plan, but not less than one time per month. The
member/parent/guardian has the right to refuse
behavioral health case management and cannot be
restricted from other services because of a refusal of
behavioral health case management services.
(ii) An eligible member/parent/guardian will not be
restricted and will have the freedom to choose a
behavioral health case management provider as well as
providers of other medical care.
(iii) In order to ensure that behavioral health case
management services appropriately meet the needs of the
member and family and are not duplicated, behavioral
health case management activities will be provided in
accordance with an individualized plan of care.
(iv) The individual plan of care must include general
goals and objectives pertinent to the overall recovery
of the member member's (and family's family, if
applicable) needs. Progress notes must relate to the
individual plan of care and describe the specific
activities to be performed. The individual plan of care
must be developed with participation by, as well as,
reviewed and signed by the member, the parent or
guardian (if the member is under 18), the behavioral
health case manager, and a Licensed Behavioral Health
Professional as defined in OAC 317:30-5-240(d).
(v) SoonerCare reimbursable behavioral health case
management services include the following:

(I) Gathering necessary psychological, educational,
medical, and social information for the purpose of
individual plan of care development.
(II) Face-to-face meetings with the member and/or
the parent/guardian/family member for the
implementation of activities delineated in the
individual plan of care.
(III) Face-to-face meetings with treatment or
service providers, necessary for the implementation
of activities delineated in the individual plan of
care.
(IV) Supportive activities such as non face-to-face
communication with the member and/or
parent/guardian/family member.
(V) Non face-to-face communication with treatment or
service providers necessary for the implementation
of activities delineated in the individual plan of
care.
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(VI) Monitoring of the individual plan of care to
reassess goals and objectives and assess progress
and or barriers to progress.
(VII) Crisis diversion (unanticipated, unscheduled
situation requiring supportive assistance, face-to-
face or telephone, to resolve immediate problems
before they become overwhelming and severely impair
the individual’s ability to function or maintain in
the community) to assist member(s) from progression
to a higher level of care.
(VIII) Transitioning from institutions to the
community. Individuals (except individuals ages 22
to 64 who reside in an institution for mental
diseases (IMD) or individuals who are inmates of
public institutions) may be considered to be
transitioning to the community during the last 60
consecutive days of a covered, long-term,
institutional stay that is 180 consecutive days or
longer in duration. For a covered, short term,
institutional stay of less than 180 consecutive
days, individuals may be considered to be
transitioning to the community during the last 14
days before discharge. These time requirements are
to distinguish case management services that are not
within the scope of the institution's discharge
planning activities from case management required
for transitioning individuals with complex, chronic,
medical needs to the community.

(B) Levels of Case Management
(i) Basic Case Management/Resource Coordination.
Resource coordination services are targeted to adults
with serious and persistent mental illness and children
and adolescents with mental illness or serious
emotional disturbance, and their families, who need
assistance in accessing, coordination, and monitoring
of resources and services. Services are provided to
assess an individuals individual's strengths and meet
needs in order to achieve stability in the community.
Standard managers have with caseloads of 30 – 35
members.
(ii) Intensive Case Management (ICM)/Wraparound
Facilitation Case Management (WFCM).
Intensive Case Management is targeted to adults with
serious and persistent mental illness (including
member's members in PACT programs) and Wraparound
Facilitation Case Management is targeted to children
with serious mental illness and emotional disorders
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(including member's members in a System of Care
Network) who are deemed high risk and in need of more
intensive CM services. It is designed to ensure access
to community agencies, services, and people whose
functions are to provide the support, training and
assistance required for a stable, safe, and healthy
community life, and decreased need for higher levels of
care. To produce a high fidelity wraparound process, a
facilitator can facilitate between 8 and 10 families.
To ensure that these intense needs are met, case
manager caseloads are limited to 25 between 10-15
caseloads. The ICM shall be a Certified Behavioral
Health Case Manager, have a minimum of 2 years
Behavioral Health Case Management experience, crisis
diversion experience, must have attended the ODMHSAS 6
hours ICM training, and 24 hour availability is
required.

(C) Excluded Services. SoonerCare reimbursable behavioral
health case management does not include the following
activities:

(i) Physically escorting or transporting a member or
family to scheduled appointments or staying with the
member during an appointment; or
(ii) Managing finances; or
(iii) Providing specific services such as shopping or
paying bills; or
(iv) Delivering bus tickets, food stamps, money, etc.;
or
(v) Counseling, rehabilitative services, psychiatric
assessment, or discharge planning; or
(vi) Filling out forms, applications, etc., on behalf
of the member when the member is not present; or
(vii) Filling out SoonerCare forms, applications, etc.;
(viii) Mentoring or tutoring;
(ix) Provision of behavioral health case management
services to the same family by two separate behavioral
health case management agencies; or
(x) Non face-to-face time spent preparing the
assessment document and the service plan paperwork.;
(xi) monitoring financial goals;
(xii) services to nursing home residents;
(xiii) psychotherapeutic or rehabilitative services,
psychiatric assessment, or discharge; or
(xiv) services to members residing in ICF/MR
facilities.
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(D) Excluded Individuals. The following SoonerCare members
are not eligible for behavioral health case management
services:

(i) Children/families for whom behavioral health case
management services are available through OKDHS/OJA
staff without special arrangements with OKDHS, OJA, and
OHCA;
(ii) Members receiving Residential Behavior Management
Services (RBMS) in a foster care or group home setting
unless transitioning into the community;
(iii) Residents of ICF/MR and nursing facilities unless
transitioning into the community;
(iv) Members receiving services under a Home and
Community Based services (HCBS) waiver program.

(E) Case management services provided to Medicare eligible
members should be filed directly with the fiscal agent.
(F) Documentation requirements. The service plan must
include general goals and objectives pertinent to the
overall recovery needs of the member. Progress notes must
relate to the service plan and describe the specific
activities performed. Behavioral health case management
service plan development is compensable time if the time
is spent communicating with the participation by, as well
as, reviewed and signed by the member, the behavioral
health case manager, and a licensed behavioral health
professional as defined at OAC 317:30-5-240.3(a). All
behavioral health case management services rendered must
be reflected by documentation in the records. In addition
to a complete behavioral health case management service,
plan documentation of each session must include but is not
limited to:

(i) date;
(ii) person(s) to whom services are rendered;
(iii) start and stop times for each service;
(iv) original signature or the service provider
(original signatures for faxed items must be added to
the clinical file within 30 days);
(v) credentials of the service provider;
(vi) specific service plan needs, goals and/or
objectives addressed;
(vii) specific activities performed by the behavioral
health case manager on behalf of the child related to
advocacy, linkage, referral, or monitoring used to
address needs, goals and/or objectives;
(viii) progress and barriers made towards goals, and/or
objectives;
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(ix) member (family when applicable) response to the
service;
(x) any new service plan needs, goals, and/or
objectives identified during the service; and
(xi) member satisfaction with staff intervention.

(G) Case Management Travel Time. The rate for case
management services assumes that the case manager will
spend some amount of time traveling to the member for the
face-to-face service. The case manager must only bill for
the actual face-to-face time that they spend with the
member and not bill for travel time. This would be
considered duplicative billing since the rate assumes the
travel component already.

317:30-5-596.1. Prior authorization
(a) Prior authorization of behavioral health case management
services is mandatory. The provider must request prior
authorization from the OHCA, or its designated agent. Prior to
providing behavioral health case management services provider
must submit to OHCA, or its designated agent member information
which includes but is not limited to the following:

(1) Complete multi-axial DSM diagnosis with supportive
documentation and mental status examination summary;
(2) Treatment history;
(3) Current psycho social information;
(4) Psychiatric history; and
(5) Fully developed case management service plan, with goals,
objectives, and time frames for services.

(b) SoonerCare members who are eligible for services will be
considered for prior authorization behavioral health case
management services after receipt of complete and appropriate
information submitted by the provider in accordance with the
guidelines for behavioral health case management services
developed by OHCA or its designated agent. Based on diagnosis,
functional assessment, history and other SoonerCare services
being received, the SoonerCare member may be approved to receive
eligible for case management services. SoonerCare members who
reside in nursing facilities, residential behavior management
services, group or foster homes, or ICF/MR's may not receive
SoonerCare compensable case management services unless
transitioning from a higher level of care than outpatient. A
SoonerCare member may be approved for a time frame of one to
twelve months. The OHCA, or its designated agent will review
the initial request in accordance with the guidelines for prior
authorization in the Outpatient Behavioral Health Service
Provider Manual. An initial request for case management
services requires the provider to submit specific documentation
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to OHCA, or its designated agent. A fully developed individual
plan of service is not required at the time of initial request
prior to providing the service. The provider will be given a
time frame to develop the individual plan of service while
working with the child and his/her family and corresponding
units of service will be approved prior to the completion of the
service plan. Prior authorization requests will be reviewed by
licensed behavioral health professionals as defined at OAC
317:30-5-240.

PART 83. OUTPATIENT BEHAVIORAL HEALTH SERVICES IN THERAPEUTIC
FOSTER CARE HOMES

317:30-5-741. Coverage by category
(a) Adults. Outpatient Behavioral Health Services in
Therapeutic Foster settings are not covered for adults.
(b) Children. Outpatient behavioral health services are
authorized allowed in therapeutic foster care settings for
certain children and youth by the designated agent of the
Oklahoma Health Care Authority as medically necessary. The
children and youth authorized for receiving services in this
setting have special psychological, social and emotional needs,
requiring more intensive, therapeutic care than can be found in
the traditional foster care setting. The designated children and
youth must continually meet medical necessity criteria to be
eligible for coverage in this setting. The medical necessity
criteria are continually met for initial requests for services
and all subsequent requests for services/ extensions.

(1) Medical necessity criteria is delineated in the OHCA
Behavioral Health Provider Manual. as follows:

(A) An Axis I primary diagnosis from the most recent
edition of "The Diagnostic and Statistical Manual of
Mental Disorders" (DSM), with the exception of V codes and
adjustment disorders, with a detailed description of the
symptoms supporting the diagnosis. Children with a
provisional diagnosis may be admitted for a maximum of 30
days. An assessment must be completed by a Licensed
Behavioral Health Professional (LBHP) as defined in OAC
317:30-5-240.3(a) within the 30 day period resulting in an
Axis I primary diagnosis from the most recent edition of
"the Diagnostic and Statistical Manual of Mental
Disorders"(DSM), with the exception of V codes and
adjustments disorders, with a detailed description of the
symptoms supporting the diagnosis to continue RBMS in a
foster care setting.
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(B) Conditions are directly attributed to a mental
illness/serious emotional disturbance as the primary need
for professional attention.
(C) It has been determined by the inpatient authorization
reviewer that the current disabling symptoms could not
have been or have not been manageable in a less intensive
treatment program.
(D) Evidence that the child's presenting emotional and/or
behavioral problems prohibit full integration in a
family/home setting without the availability of 24 hour
crisis response/behavior management and intensive clinical
interventions from professional staff, preventing the
child from living in a traditional family home.
(E) The child is medically stable and not actively
suicidal or homicidal and not in need of substance abuse
detoxification services.
(F) The legal guardian/parent of the child (OKDHS/OJA if

custody child) agrees to actively participate in the

child's treatment needs and planning.
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 STATE OF OKLAHOMA 
 OKLAHOMA HEALTH CARE AUTHORITY 
 
 
 TO:  Tywanda Cox 
   Policy Development 
 
 From:  LeKenya Samilton 
 
 SUBJECT: Rule Impact Statement 
   APA WF # 11-27 
 
 A. Brief description of the purpose of the rule:  
    

Agency Behavioral Health rules are revised in order to 
sufficiently and accurately set forth the substantive 
requirements for providing covered SoonerCare behavioral 
health services. Provider credentials and coverage 
guidelines will be transferred from the current Behavioral 
Health Provider Manual to the Agency's Behavioral Health 
rules in order to comply with rule promulgation requirements 
set forth in Oklahoma Administrative Procedures Act (APA). 
These revisions will not only ensure that the Agency remains 
in compliance with the APA, but also provides the Agency the 
necessary legal basis to successfully maintain program 
integrity. Additionally, Outpatient Behavioral Health, 
Psychologist and Licensed Behavioral Health Professional 
(LBHP) rules are being revised to remove the guidelines for 
obtaining authorizations to provide services. Authorization 
requirements will be placed in the Behavioral Health 
Provider Manual and the rule revisions will reference the 
Manual. The authorization requirements are procedural in 
nature and are more appropriate in the context of a billing 
manual rather than the Agency's administrative rules.  
 

 B. A description of the classes of persons who most likely will 
be affected by the proposed rule, including classes that will 
bear the cost of the proposed rule, and any information on 
cost impacts received by the agency from any private or 
public entities: 

     
  The classes of persons most affected by this rule will be 

contracted Behavioral Health SoonerCare providers.  
 
 C. A description of the classes of persons who will benefit from 

the proposed rule:   
    
  The persons who will most likely benefit from the proposed 

rule are SoonerCare Behavioral Health providers. Revisions 
streamline procedural and billing requirements for 
compensable SoonerCare behavioral health services. Having 
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one centralized location for program requirements provides 
clarity for providers. 

 
 D. A description of the probable economic impact of the proposed 

rule upon the affected classes of persons or political 
subdivisions, including a listing of all fee changes and, 
whenever possible, a separate justification for each fee 
change: 

 
  There is no probable economic impact of the proposed rule 

upon any classes of persons or political subdivisions. 
 
 E. The probable costs and benefits to the agency and to any 

other agency of the implementation and enforcement of the 
proposed rule, the source of revenue to be used for 
implementation and enforcement of the proposed rule, and any 
anticipated affect on state revenues, including a projected 
net loss or gain in such revenues if it can be projected by 
the agency:   

   
  There is no budgetary impact as a result of this rule. 
  
 F. A determination of whether implementation of the proposed 

rule will have an economic impact on any political 
subdivisions or require their cooperation in implementing or 
enforcing the rule: 

 
  The proposed rule will not have an economic impact on any 

political subdivision or require their cooperation in 
implementing or enforcing the rule.   

 
 G. A determination of whether implementation of the proposed 

rule will have an adverse effect on small business as 
provided by the Oklahoma Small Business Regulatory 
Flexibility Act: 

 
  The proposed rule will not have an adverse effect on small 

businesses as provided by the Oklahoma Small Business 
Regulatory Flexibility Act.  

 
 H. An explanation of the measures the agency has taken to 

minimize compliance costs and a determination of whether 
there are less costly or nonregulatory methods or less 
intrusive methods for achieving the purpose of the proposed 
rule:  

 
  There agency has taken measures to determine that there is no 

less costly or non-regulatory method or less intrusive method 
for achieving the purpose of the proposed rule. 

 
 I. A determination of the effect of the proposed rule on the 
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public health, safety and environment and, if the proposed 
rule is designed to reduce significant risks to the public 
health, safety and environment, an explanation of the nature 
of the risk and to what extent the proposed rule will reduce 
the risk: 

 
  The proposed rule should have no effect on the public health, 

safety, or environment. 
 
 J. A determination of any detrimental effect on the public 

health, safety and environment if the proposed rule is not 
implemented: 

 
  The agency does not anticipate any detrimental effects on the 

public health, safety, or environment. 
 

K.  The date the rule impact statement was prepared and if 
 modified, the date modified: 

 
  This rule impact statement was prepared on December 23, 2011. 
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AGENCY RULE REPORT

1. Date Notice Was Published in Oklahoma Register:
January 18, 2012 through February 16, 2012

2. Agency Name/Address:
Oklahoma Health Care Authority
2401 N.W. 23rd St. Suite 1A
Oklahoma City, Oklahoma 73107

3. Title and Number of Rule(s):
Title 317: Oklahoma Health Care Authority
Chapter 50. Home And Community Based Services Waiver
Subchapter 1. Medically Fragile Waiver Services
317:50-1-4. [AMENDED]
(Reference APA WF # 11-29)

4. Statutory Authority for Rule:
The Oklahoma Health Care Authority Board; The Oklahoma Health
Care Authority Act, Section 5003 through 5016 of Title 63 of
the Oklahoma Statutes; Medically Fragile 1915(c) Home and
Community Based Services (HCBS) Waiver program as approved by
The Centers for Medicare and Medicaid Services (CMS)

5. Brief Summary of Content of Adopted Rule(s):
OHCA rules for the Medically Fragile Waiver are revised to
clarify waiting list procedures for individuals who apply for
services but cannot enter the waiver due to capacity
limitations. The rules clarify that individuals applying for
the waiver but unable receive services due to capacity
limitations are placed on a waiting list and enter the waiver
on a first on first off basis.

6. Statement Explaining need for the Adopted Rule:
The Agency finds that a compelling public interest exists
which necessitates promulgation of permanent rules and
requests approval of rule revisions to amend policy to
clarify waiting list procedures for individuals who apply for
services but cannot enter the waiver due to capacity
limitations. Individuals seeking services but are unable to
receive them due to capacity limitations will be placed on a
waiting list and enter the waiver on a first on first off
basis.

7. Date/Location of meeting at which rules were adopted:
March 8, 2012
Oklahoma Health Care Authority
2401 N.W. 23rd St. Suite 1A
Oklahoma City, Oklahoma 73107

8. Summary of comments and explanation of changes or lack of any
change made in the adopted rule as a result of testimony
received at public hearings or any oral or written comments
received prior to the adoption of the rule:
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A public hearing was held February 22, 2012. No comments were
received.

9. List Persons or organizations who appeared or registered for
or against the adopted rule at any public hearing held by the
agency or those who have commented in writing before or after
the hearing:
None

10. Rule Impact Statement:
See Attached

11. An incorporation by reference statement if the rule
incorporates a set of rules from a body outside the state,
such as a national code:
Not applicable

12. The members of the governing board of the agency adopting the
rules and the recorded vote of each:
Lyle Roggow Aye
Tony Armstrong Aye
George Miller Aye
Carol Robison Aye
Melvin McVay Jr. Aye
Ed McFall Aye
Ann Bryant Aye

13. Any other information requested by the Governor:
SUPERSEDED EMERGENCY ACTIONS:
Superseded rules:

N/A
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TITLE 317. OKLAHOMA HEALTH CARE AUTHORITY
CHAPTER 50. HOME AND COMMUNITY BASED SERVICES WAIVERS

SUBCHAPTER 1. MEDICALLY FRAGILE WAIVER SERVICES

317:50-1-4. Application for Medically Fragile Waiver services
(a) If waiver slots are available, the application process is
initiated by the receipt of a UCAT, Part I or by an oral request
for services. A written financial application is not required for
an individual who is a SoonerCare member at the time of
application. A financial application for Medically Fragile Waiver
services consists of the Medical Assistance Application form. The
form is signed by the applicant, parent, spouse, guardian or
someone else acting on the applicant's behalf.

(1) All conditions of financial eligibility must be verified and
documented in the case record. When current information is
already available that establishes financial eligibility, such
information may be used by recording source and date of
information. If the applicant also wishes to apply for a State
Supplemental Payment, either the applicant or his/her guardian
must sign the application form.
(2) An individual residing in a NF or requesting waiver
services, or the individual's community spouse may request an
assessment of resources available to each spouse by using OKDHS
form 08MA011E, Assessment of Assets, when SoonerCare application
is not being made. The individual and/or spouse must provide
documentation of resources. The assessment reflects all
countable resources of the couple (owned individually or as a
couple) and establishes the spousal share to be protected when
subsequent determination of SoonerCare long-term care
eligibility is made.
(3) When SoonerCare application is being made, an assessment of
resources must be completed if it was not completed when the
individual entered the NF or began receiving waiver services.
For applicants of the Medically Fragile waiver, those resources
owned by the couple the month the application was made
determines the spousal share of resources. If the individual
applies for SoonerCare at the time of entry into the Medically
Fragile Waiver, Form 08MA011E is not appropriate. However, the
spousal share must be determined using the resource information
provided on the SoonerCare application form and computed using
OKDHS form 08MA12E, Title XIX Worksheet.

(b) Date of application. The date of application is the date the
signed application is received or the date when the request for
SoonerCare is made orally and the financial application form is
signed later. The date of the oral request is noted above the date
the form is signed.
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(c) Medically Fragile Waiver waiting list procedures. Medically
Fragile Waiver Program "available capacity in the month" capacity
is the number of additional members that may be enrolled in the
Program in a given month without exceeding, on an annualized basis,
the maximum number authorized by the waiver to be served in the
waiver year. If available waiver capacity has been realized,
requests for services are not processed as applications, but placed
on a waiting list. As available capacity permits, the OHCA selects
in chronological order (first on, first off) requests for services
from the waiting list to forward for application processing. When
waiver capacity exceeds the number on the waiting list and after
all persons on the waiting list have been processed, waiting list
procedures are suspended.
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 OKLAHOMA HEALTH CARE AUTHORITY 
 
TO:  Tywanda Cox 
  Policy Development 
 
From:  Brent Johnson 
 
SUBJECT: Rule Impact Statement 
  (Reference APA WF # 11-29) 
 

A. Brief description of the purpose of the rule: 
 
OHCA rules for the Medically Fragile Waiver are 
revised to clarify waiting list procedures for 
individuals who apply for services but cannot enter 
the waiver due to capacity limitations.  The rules 
clarify that individuals applying for the waiver but 
unable receive services due to capacity limitations 
are placed on a waiting list and enter the waiver on a 
first on first off basis.  

 
 B. A description of the classes of persons who most likely 

will be affected by the proposed rule, including classes 
that will bear the cost of the proposed rule, and any 
information on cost impacts received by the agency from 
any private or public entities: 

     
  The classes of persons who will be affected by the 

proposed rule change are individuals applying for 
Medically Fragile Waiver services but unable to enter 
the waiver due to capacity limitations. There are no 
anticipated costs associated with the proposed rule 
change. 

  
C A description of the classes of persons who will benefit 

from the proposed rule: 
 
 The classes of persons who will benefit by the 

proposed rule change are individuals applying for 
Medically Fragile Waiver services but unable to enter 
the waiver due to capacity limitations.  Those 
individuals will benefit from a waiting list procedure 
that provides priority placement through a first on 
first off basis. 
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 D. A description of the probable economic impact of the 
proposed rule upon the affected classes of persons or 
political subdivisions, including a listing of all fee 
changes and, whenever possible, a separate justification 
for each fee change: 

 
  There is no probable economic impact of the proposed 

rules upon any classes of persons or political 
subdivisions nor is a fee change involved in the rule 
revision. 

  
  E. The probable costs and benefits to the agency and to any 

other agency of the implementation and enforcement of 
the proposed rule, the source of revenue to be used for 
implementation and enforcement of the proposed rule, and 
any anticipated affect on state revenues, including a 
projected net loss or gain in such revenues if it can be 
projected by the agency:   

 
  There are no probable costs to the agency or any other 

agency associated with this rule revision.   The rule 
clarification will benefit the agency through the 
elimination of any confusion regarding the waiting list 
procedures. 

 
 F. A determination of whether implementation of the 

proposed rule will have an economic impact on any 
political subdivisions or require their cooperation in 
implementing or enforcing the rule: 

 
  The proposed rule will not have an economic impact on 

any political subdivision or require their cooperation 
in implementing or enforcing the rule.   

 
 G. A determination of whether implementation of the 

proposed rule will have an adverse effect on small 
business as provided by the Oklahoma Small Business 
Regulatory Flexibility Act: 

 
  The proposed rule will not have an adverse effect on 

small businesses as provided by the Oklahoma Small 
Business Regulatory Flexibility Act.  

 
 H. An explanation of the measures the agency has taken to 

minimize compliance costs and a determination of whether 
there are less costly or nonregulatory methods or less 
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intrusive methods for achieving the purpose of the 
proposed rule:  

 
  There are no other legal methods to minimize compliance 

costs. 
 

 I. A determination of the effect of the proposed rule on 
the public health, safety and environment and, if the 
proposed rule is designed to reduce significant risks to 
the public health, safety and environment, an 
explanation of the nature of the risk and to what extent 
the proposed rule will reduce the risk: 

 
 The proposed rule should have no effect on the public 

health, safety, or environment. 
 

J. A determination of any detrimental effect on the public 
health, safety and environment if the proposed rule is 
not implemented: 

 
 The agency does not anticipate any detrimental effects 

on the public health, safety, or environment. 
 

K.  The date the rule impact statement was prepared and if 
 modified, the date modified: 

 
This rule impact statement was prepared on October 26th, 
2011. 
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AGENCY RULE REPORT

1. Date Notice Was Published in Oklahoma Register:
January 18, 2012 through February 16, 2012

2. Agency Name/Address:
Oklahoma Health Care Authority
2401 N.W. 23rd St. Suite 1A
Oklahoma City, Oklahoma 73107

3. Title and Number of Rule(s):
Title 317: Oklahoma Health Care Authority
Chapter 30. Medical Providers-Fee For Service
Subchapter 5. Individual Providers And Specialties
Part 103. Qualified Schools as Providers of Health Related
Services
317:30-5-1023. [AMENDED]
317:30-5-1027. [AMENDED]
(Reference APA WF # 11-30)

4. Statutory Authority for Rule:
The Oklahoma Health Care Authority Board; The Oklahoma Health
Care Authority Act, Section 5003 through 5016 and Section
5051.3 of Title 63 of Oklahoma Statutes

5. Brief Summary of Content of Adopted Rule(s):
School Based rules are revised to align current policy with
systematic and coding procedures.

6. Statement Explaining need for the Adopted Rule:
The Agency finds that a compelling public interest exists
which necessitates promulgation of permanent rules and
requests approval of rule revisions to amend policy to align
current policy with systematic and coding procedures.

7. Date/Location of meeting at which rules were adopted:
March 8, 2012
Oklahoma Health Care Authority
2401 N.W. 23rd St. Suite 1A
Oklahoma City, Oklahoma 73107

8. Summary of comments and explanation of changes or lack of any
change made in the adopted rule as a result of testimony
received at public hearings or any oral or written comments
received prior to the adoption of the rule:
A public hearing was held February 22, 2012. No comments were
received.

9. List Persons or organizations who appeared or registered for
or against the adopted rule at any public hearing held by the
agency or those who have commented in writing before or after
the hearing:
None

10. Rule Impact Statement:
See Attached

286



2

11. An incorporation by reference statement if the rule
incorporates a set of rules from a body outside the state,
such as a national code:
Not applicable

12. The members of the governing board of the agency adopting the
rules and the recorded vote of each:
Lyle Roggow Aye
Tony Armstrong Aye
George Miller Aye
Carol Robison Aye
Melvin McVay Jr. Aye
Ed McFall Aye
Ann Bryant Aye

13. Any other information requested by the Governor:
SUPERSEDED EMERGENCY ACTIONS:
Superseded rules:

N/A
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TITLE 317. OKLAHOMA HEALTH CARE AUTHORITY
CHAPTER 30. MEDICAL PROVIDERS-FEE FOR SERVICE

SUBCHAPTER 5. INDIVIDUAL PROVIDERS AND SPECIALTIES
PART 103. QUALIFIED SCHOOLS AS PROVIDERS OF

HEALTH RELATED SERVICES

317:30-5-1023. Coverage by category
(a) Adults. There is no coverage for services rendered to
adults.
(b) Children. Payment is made for compensable services rendered
by local, regional, and state educational services agencies as
defined by IDEA:

(1) Child health screening examination. An initial screening
may be requested by an eligible individual at any time and
must be provided without regard to whether the individual's
age coincides with the established periodicity schedule.
Coordination referral is made to the SoonerCare provider to
assure at a minimum, that periodic screens are scheduled and
provided in accordance with the periodicity schedule
following the initial screening.
(2) Child health encounter. The child health encounter may
include a diagnosis and treatment encounter, a follow-up
health encounter, or a home visit. A Child Health Encounter
may include a child health history, physical examination,
developmental assessment, nutrition assessment and
counseling, social assessment and counseling, genetic
evaluation and counseling, indicated laboratory and screening
tests, screening for appropriate immunizations, health
counseling and treatment of childhood illness and conditions.
any of the following:

(A) vision
(B) hearing
(C) dental
(D) a child health history
(E) physical examination
(F) developmental assessment
(G) physical examination
(H) developmental assessment
(I) nutrition assessment and counseling
(J) social assessment and counseling
(K) genetic evaluation and counseling
(L) indicated laboratory and screening tests
(M) screening for appropriate immunizations
(N) health counseling and treatment of childhood illness
and conditions

(3) Diagnostic encounters. Diagnostic encounters are defined
as those services necessary to fully evaluate defects,
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physical or behavioral health illnesses or conditions
discovered by the screening. Approved diagnostic encounters
may include the following:

(3)(A) Hearing and Hearing Aid evaluation. Hearing
evaluation includes pure tone air, bone and speech
audiometry provided by a state licensed audiologist who:

(A)(i) holds a certificate of clinical competence from
the American Speech and Hearing Association; or
(B)(ii) has completed the equivalent educational
requirements and work experience necessary for the
certificate; or
(C)(iii) has completed the academic program and is
acquiring supervised work experience to qualify for the
certificate.

(4)(B) Audiometry test. Audiometric test (Immittance
[Impedance] audiometry or tympanometry) includes bilateral
assessment of middle ear status and reflex studies (when
appropriate) provided by a state licensed audiologist who:

(A)(i) holds a certificate of clinical competence from
the American Speech and Hearing Association; or
(B)(ii) has completed the equivalent educational
requirements and work experience necessary for the
certificate; or
(C)(iii) has completed the academic program and is
acquiring supervised work experience to qualify for the
certificate.

(5)(C) Ear impression (for earmold). Ear impression (for
earmold) includes taking impression of a member's ear and
providing a finished earmold which is used with the
member's hearing aid provided by a state licensed
audiologist who:

(A)(i) holds a certificate of clinical competence from
the American Speech and Hearing Association; or
(B)(ii) has completed the equivalent educational
requirements and work experience necessary for the
certificate; or
(C)(iii) has completed the academic program and is
acquiring supervised work experience to qualify for the
certificate.

(6)(D) Vision Screening. Vision screening examination in
school children includes application of tests and
examinations to identify visual defects or vision
disorders and must be provided by a state licensed Doctor
of Optometry (O.D.) or licensed physician specializing in
ophthalmology (M.D. or D.O.). At a minimum, vision
services include diagnosis and treatment for defects in
vision.
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(7)(E) Speech Language evaluation. Speech Language
evaluation is for the purpose of identification of
children with speech or language disorders and the
diagnosis and appraisal of specific speech and language
services and must be provided by state licensed speech
language pathologist who:

(A)(i) holds a certificate of clinical competence from
the American Speech and Hearing Association; or
(B)(ii) has completed the equivalent educational
requirements and work experience necessary for the
certificate; or
(C)(iii) has completed the academic program and is
acquiring supervised work experience to qualify for the
certificate.

(8)(F) Physical Therapy evaluation. Physical Therapy
evaluation includes evaluating the student's ability to
move throughout the school and to participate in classroom
activities and the identification of movement dysfunction
and related functional problems and must be provided by a
state licensed physical therapist.
(9)(G) Occupational Therapy evaluation. Occupational
Therapy evaluation services include determining what
therapeutic services, assistive technology, and
environmental modifications a student requires for
participation in the special education program and must be
provided by a state licensed occupational therapist.
(10)(H) Psychological Evaluation and Testing.
Psychological Evaluation and Testing are for the purpose
of diagnosing and determining if emotional, behavioral,
neurological, or developmental issues are affecting
academic performance and for determining recommended
treatment protocol. Evaluation/testing for the sole
purpose of academic placement (e.g. diagnosis of learning
disorders) is not a compensable service. Psychological
Evaluation and Testing must be provided by state licensed,
Board Certified, Psychologist or School Psychologist
certified by State Department of Education (SDE).

(11) Dental Screening Examination. Screening for dental
disease by a state licensed dentist. The child may be
referred directly to a dentist for further screening and/or
treatment.
(12)(4) Child guidance treatment encounter. A child guidance
treatment encounter may occur through the provision of
individual, family, or group treatment services to children
who are identified as having specific disorders or delays in
development, emotional, or behavioral problems, or disorders
of speech, language or hearing. These types of encounters
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are initiated following the completion of a diagnostic
encounter and subsequent development of a treatment plan, or
as a result of an IEP or IFSP and may include the following:

(A) Hearing and Vision Services. Hearing and vision
services may include provision of habilitation activities,
such as auditory training, aural and visual habilitation
training, including Braille, and communication management,
orientation and mobility, counseling for vision and
hearing losses and disorders. Services must be provided
by:

(i) state licensed, Master's Degree Audiologist who:
(I) holds a certificate of clinical competence from
the American Speech and Hearing Association; or
(II) has completed the equivalent educational
requirements and work experience necessary for the
certificate; or
(III) has completed the academic program and is
acquiring supervised work experience to qualify for
the certificate;

(ii) state licensed, Master's Degree Speech Language
Pathologist who:

(I) holds a certificate of clinical competence from
the American Speech and Hearing Association; or
(II) has completed the equivalent educational
requirements and work experience necessary for the
certificate; or
(III) has completed the academic program and is
acquiring supervised work experience to qualify for
the certificate;

(iii) state certified Speech Therapist working under
the direction of a state licensed Speech Language
Pathologist;
(iv) state certified deaf education teacher;
(v) certified orientation and mobility specialists;
and
(vi) state certified vision impairment teachers.

(B) Speech Language Therapy Services. Speech Language
Therapy Services include provisions of speech and language
services for the habilitation or prevention of
communicative disorders and must be provided by a state
licensed Speech Language Pathologist who:

(i) holds a certificate of clinical competence from the
American Speech and Hearing Association; or
(ii) has completed the equivalent educational
requirements and work experience necessary for the
certificate; or
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(iii) has completed the academic program and is
acquiring supervised work experience to qualify for the
certificate; or
(iv) a Speech Therapy Assistant who has been authorized
by the Board of Examiners, working under the direction
of a state licensed speech language pathologist. The
licensed Speech Language Pathologist may not supervise
more that than two Speech Therapy assistants, and must
be on site.

(C) Physical Therapy Services. Physical Therapy Services
are provided for the purpose of preventing or alleviating
movement dysfunction and related functional problems that
adversely affects the child's education and must be
provided by state licensed physical therapist or a
Physical Therapy Assistant who has been authorized by the
Board of Examiners working under the supervision of a
licensed Physical Therapist. The licensed Physical
Therapist may not supervise more than three Physical
Therapy Assistants.
(D) Occupational Therapy Services. Occupational therapy
may include provision of services to improve, develop or
restore impaired ability to function independently and
must be provided by a state licensed Occupational
Therapist or an Occupational Therapy Assistant who has
been authorized by the Board of Examiners, working under
the supervision of a licensed Occupational Therapist.
(E) Nursing Services. Nursing Services may include
provision of services to protect the health status of
children, correct health problems and assist in removing
or modifying health related barriers and must be provided
by a registered nurse or licensed practical nurse under
supervision of a registered nurse. Services include
medically necessary procedures rendered at the school
site, such as catheterization, suctioning, administration
and monitoring of medication.
(F) Psychological Services. Psychological services are
planning and managing a program of psychological services,
including the provision of counseling for children and
parents, consulting on management of severe behavioral and
emotional concerns in school and home. All services must
be for the direct benefit of the child. Psychological
services must be provided by a state licensed
Psychologist, or School Psychologist certified by SDE.
(G)(F) Psychotherapy Counseling Services. Psychotherapy
counseling services are the provision of counseling for
children and parents. All services must be for the direct
benefit of the child. Psychotherapy counseling services
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must be provided by a state licensed Social Worker, a
state Licensed Professional Counselor, a State licensed
Psychologist or School Psychologist certified by the SDE,
a State licensed Marriage and Family Therapist or a State
licensed Behavioral Practitioner, or under Board
supervision to be licensed in one of the above stated
areas.
(H)(G) Assistive Technology. Assistive technology are the
provision of services that help to select a device and
assist a student with disability(ies) to use an Assistive
technology device including coordination with other
therapies and training of child and caregiver. Services
must be provided by a:

(i) state licensed, Speech Language Pathologist who:
(I) holds a certificate of clinical competence from
the American Speech and Hearing Association; or
(II) has completed the equivalent educational
requirements and work experience necessary for the
certificate; or
(III) has completed the academic program and is
acquiring supervised work experience to qualify for
the certificate;

(ii) state licensed Physical Therapist; or
(iii) state licensed Occupational Therapist.

(13)(H) Personal Care. Provision of personal care
services allow students with disabilities to safely attend
school; includes, but is not limited to assistance with
toileting, feeding, positioning, hygiene, and riding
school bus to handle medical or physical emergencies.
Services must be provided by registered
paraprofessionals/assistants who that have completed
training approved or provided by SDE, or Personal Care
Assistants, including Licensed Practical Nurses, who have
completed on-the-job training specific to their duties.
(14)(I) Therapeutic Behavioral Services. Therapeutic
behavioral services is an intervention are interventions
to modify the non-adaptive behavior necessary to improve
the student's ability to function in the community as
identified on the plan of care. Medical necessity must be
identified and documented through assessment and
evaluation. Services encompass behavioral management,
redirection, and assistance in acquiring, retaining,
improving, and generalizing socialization, communication
and adaptive skills. This service must be provided by a
Behavioral Health School Aide (BHSA) who has a high school
diploma or equivalent and has successfully completed the
paraprofessional training approved by the State Department

293



7

of Education and a training curriculum in behavioral
interventions for Pervasive Developmental Disorders as
recognized by OHCA. BHSA must be supervised by a bachelors
level individual with a special education certification.
BHSA must have CPR and First Aid certification. Six
additional hours of related continuing education are
required per year.
(15)(J) Immunization. Immunizations must be coordinated
with the Primary Care Physician for those Medicaid
eligible children enrolled in SoonerCare. An
administration fee, only, can be paid for immunizations
provided by the schools.

(c) Individuals eligible for Part B of Medicare. EPSDT school
health related services provided to Medicare eligible recipients
members are billed directly to the fiscal agent.

317:30-5-1027. Billing
(a) Each service has a specified unit of service (unit) for
billing purposes which represents the actual time spent
providing a direct service. Direct service must be face-to face
with the child. There is no reimbursement for time
reviewing/completing paperwork and/or documentation related to
the service or for staff travel to/from the site of service,
unless otherwise specified.

(1) Most units of service are time-based, meaning that the
service must be of a minimum duration in order to be billed.
A unit of service that is time-based is continuous minutes;
the time cannot be aggregated throughout the
day.
(2)There are no minimum time requirements for evaluation
services, for which the unit of service is generally a
completed evaluation. The only exception is the Psychological
Evaluation, which is billed in hourly increments.

(b) The following units of service are billed on the appropriate
claim form:

(1) Service: Child Health Screening; Unit: Completed
comprehensive screening.
(2) Service: Interperiodic Child Health Screening; Unit:
Completed interperiodic screening.
(3) Service: Child Health Encounter; Unit: 5-10 minutes
equals 1 unit; 11-20 minutes equals 2 units; over 21 minutes
equals 3 units; Unit: per encounter; limited to 30 units per
year, additional units must be prior authorized 3 encounters
per day.
(4) Service: Individual Treatment Encounter for IEP School
Based and School Based; Unit: 15 minutes, unless otherwise
specified.
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(A) Hearing and Vision Services, IEP School Based.
(B) Hearing and Vision Services, School Based.
(C)(B) Speech Language Therapy, IEP School Based; Unit:
per session, limited to one per day.
(D) Speech Language Therapy, School Based
(E)(C) Physical Therapy, IEP School Based.
(F) Physical Therapy, School Based.
(G)(D) Occupational Therapy, IEP School Based.
(H) Occupational Therapy, School Based.
(I)(E) Nursing Services, IEP School Based; Unit: 5 minutes
equals 1 unit; limited to 24 per dayUnit: up to 15
minutes; maximum 32 units per day.
(J) Nursing Services, School Based; Unit: 5 minutes equals
1 unit; limited to 24 per day
(K) Psychological Services, IEP School Based.
(L) Psychological Services, School Based.
(M)(F) Psychotherapy Counseling Services, IEP School
Based; maximum 8 units per day.
(N) Psychotherapy Counseling Services, School Based.
(O)(G) Assistive Technology, IEP School Based.
(P) Assistive Technology, School Based.
(Q) Dental Screening, IEP School Based.
(R) Dental Screening, School Based.
(S)(H) Therapeutic Behavioral Services, IEP School Based;
limited to 12 units per day.

(5) Service: Group Treatment Encounter for IEP School Based
and School Based; No more than 5 recipients members per
group, Unit: 15 minutes, unless otherwise specified.

(A) Hearing and Vision Services, IEP School Based.
(B) Hearing and Vision Services, School Based.
(C)(B) Speech Language Therapy, IEP School Based; Unit:
per session, limited to one per day.
(D) Speech Language Therapy, School Based.
(E)(C) Physical Therapy, IEP School Based.
(F) Physical Therapy, School Based.
(G)(D) Occupational Therapy, IEP School Based.
(H) Occupational Therapy, School Based.
(I) Psychological Services, IEP School Based.
(J) Psychological Services, School Based.
(K)(E) Psychotherapy Counseling Services, IEP School
Based; maximum 8 units per day.
(L) Psychotherapy Counseling Services, School Based.

(6) Service: Administration only, Immunization; Unit: one
administration.
(7) Service: Hearing Evaluation; Unit: Completed Evaluation.
(8) Service: Hearing Aid Evaluation; Unit: Completed
Evaluation.
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(9) Service: Audiometric Test (Impedance); Unit: Completed
Test (Both Ears).
(10) Service: Tympanometry and acoustic reflexes.
(11) Service: Ear Impression Mold; Unit: 2 molds (one per
ear).
(12) Service: Vision Screening; Unit: one examination, by
state licensed O.D., M.D., or D.O.
(13) Service: Speech Language Evaluation; Unit: one
evaluation.
(14) Service: Physical Therapy Evaluation; Unit: one
evaluation.
(15) Service: Occupational Therapy Evaluation; Unit: one
evaluation.
(16) Service: Psychological Evaluation and Testing; Unit: one
hour (with written report).
(17) Service: Personal Care Services; Unit: 10 minutes.
(18) Service: Nursing Assessment/Evaluation (Acute episodic
care); Unit: one assessment/evaluation, 18 yearly.
(19) Service: Psychological Evaluation and Testing; Unit: per
hour of psychologist time, 8 hours yearly.
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OKLAHOMA HEALTH CARE AUTHORITY 
 
 
TO:  Tywanda Cox 
   Health Policy 
 
FROM:  Demetria Morrison 

Health Policy 
 
SUBJECT: Rule Impact Statement 

APA WF # 11-30 
 

A. Brief description of the purpose of the rule: 
 

 OHCA rules for School Based services are being revised 
to align policy with Current Procedural Terminology 
(CPT) coding and guidelines. Proposed changes will 
correct references to units of service and include 
guidelines associated with the school based services. 
Additionally, rules are revised to remove Dental 
Screenings and Psychological Services to clarify that 
these services are covered in the child health encounter 
and psychotherapy services. Rules will remove references 
to IEP School Based and School Based billing, the 
billing code/rate is the same for both IEP and non-IEP 
services.   

 
B. A description of the classes of persons who most likely 

will be affected by the proposed rule, including classes 
that will bear the cost of the proposed rule, and any 
information on cost impacts received by the agency from 
any private or public entities: 
 
There are no classes of persons that will be affected by 
the proposed rule. Further, this revision will have no 
impact on existing cost. 

 
C. A description of the classes of persons who will benefit 

from the proposed rule: 
 
No classes of person will benefit from the proposed rule 
as it revises rules to align with CPT guidelines and 
OHCA systematic procedures. 

 
D. A description of the probable economic impact of the 

proposed rule upon the affected classes of persons or 
political subdivisions, including a listing of all fee 
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changes and, whenever possible, a separate justification 
for each fee change: 

 
There is no economic impact and there are no fee changes 
associated with the proposed rule for any classes of 
persons or political subdivisions. 

 
E. The probable costs and benefits to the agency and to any 

other agency of the implementation and enforcement of 
the proposed rule, the source of revenue to be used for 
implementation and enforcement of the proposed rule, and 
any anticipated effect on state revenues, including a 
projected net loss or gain in such revenues if it can be 
projected by the agency: 

 
There is no probable budget impact for the proposed rule 
as it is to clarify policy. 
 

F. A determination of whether implementation of the 
proposed rule will have an economic impact on any 
political subdivisions or require their cooperation in 
implementing or enforcing the rule: 

 
The proposed rule will not have an economic impact on 
any political subdivisions or require their cooperation 
in implementing or enforcing the rule.  

 
G. A determination of whether implementation of the 

proposed rule will have an adverse effect on small 
business as provided by the Oklahoma Small Business 
Regulatory Flexibility Act: 

 
The proposed rule will not have an adverse effect on 
small business as provided by the Oklahoma Small 
Business Regulatory Flexibility Act.  

 
H. An explanation of the measures the agency has taken to 

minimize compliance costs and a determination of whether 
there are less costly or non-regulatory methods or less 
intrusive methods for achieving the purpose of the 
proposed rule: 
 
The agency has taken measures to determine that there is 
no less costly or non-regulatory method or less 
intrusive method for achieving the purpose of the 
proposed rule. 
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I. A determination of the effect of the proposed rule on 
the public health, safety and environment and, if the 
proposed rule is designed to reduce significant risks to 
the public health, safety and environment, an 
explanation of the nature of the risk and to what extent 
the proposed rule will reduce the risk: 

 
The proposed rule should have no effect on the public 
health, safety, and environment. 

 
J. A determination of any detrimental effect on the public 

health, safety and environment if the proposed rule is 
not implemented: 

 
The agency does not anticipate any detrimental effect on 
the public health or safety and environment. 

 
K. The date the rule impact statement was prepared and if 

modified, the date modified: 
 

This rule impact statement was prepared on December 2, 
2011. 
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AGENCY RULE REPORT

1. Date Notice Was Published in Oklahoma Register:
January 18, 2012 through February 16, 2012

2. Agency Name/Address:
Oklahoma Health Care Authority
2401 N.W. 23rd St. Suite 1A
Oklahoma City, Oklahoma 73107

3. Title and Number of Rule(s):
Title 317: Oklahoma Health Care Authority
Chapter 10. Purchasing
317:10-1-1. [AMENDED]
317:10-1-12. [AMENDED]
(Reference APA WF # 11-31)

4. Statutory Authority for Rule:
The Oklahoma Health Care Authority Board; The Oklahoma Health
Care Authority Act, Section 5003 through 5016 and Section
5051.3 of Title 63 of Oklahoma Statutes

5. Brief Summary of Content of Adopted Rule(s):
Purchasing rules are revised to align policy with Department
of Central Services (DCS) rules. Rules refer to sections that
are not valid; therefore rules need to be revised to reflect
new numbering for DCS policy.

6. Statement Explaining need for the Adopted Rule:
The Agency finds that a compelling public interest exists
which necessitates promulgation of permanent rules and
requests approval of rule revisions to amend policy to align
policy with Department of Central Services (DCS) rules and
reflect new numbering for DCS policy.

7. Date/Location of meeting at which rules were adopted:
March 8, 2012
Oklahoma Health Care Authority
2401 N.W. 23rd St. Suite 1A
Oklahoma City, Oklahoma 73107

8. Summary of comments and explanation of changes or lack of any
change made in the adopted rule as a result of testimony
received at public hearings or any oral or written comments
received prior to the adoption of the rule:
A public hearing was held February 22, 2012. No comments were
received.

9. List Persons or organizations who appeared or registered for
or against the adopted rule at any public hearing held by the
agency or those who have commented in writing before or after
the hearing:
None

10. Rule Impact Statement:
See Attached
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11. An incorporation by reference statement if the rule
incorporates a set of rules from a body outside the state,
such as a national code:
Not applicable

12. The members of the governing board of the agency adopting the
rules and the recorded vote of each:
Lyle Roggow Aye
Tony Armstrong Aye
George Miller Aye
Carol Robison Aye
Melvin McVay Jr. Aye
Ed McFall Aye
Ann Bryant Aye

13. Any other information requested by the Governor:
SUPERSEDED EMERGENCY ACTIONS:
Superseded rules:

N/A
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TITLE 317. OKLAHOMA HEALTH CARE AUTHORITY
CHAPTER 10. PURCHASING

317:10-1-1. Purpose
(a) The purpose of this Chapter is to describe the rules
governing the contracting and purchasing requirements of
the Oklahoma Health Care Authority (OHCA). The Contracts
and Purchasing Divisions are internal divisions of the
OHCA. These divisions provide the mechanism for the
acquisition of goods, equipment, non-professional and
professional services for the operation of the OHCA. These
rules are superseded by the Oklahoma Department of Central
Services (DCS) Purchasing rules (OAC 580:15) (OAC 580:16)
whenever DCS has final authority on an acquisition.
(b) Different rules apply depending on which of the above
three entities is making the acquisition and whether the
purchase is for professional services or non-professional
services and products. When an acquisition is made by DCS,
the DCS Purchasing rules at OAC 580:15 580:16 apply. When
an acquisition is made by OHCA, these rules must be read in
conjunction with the DCS rules.

317:10-1-12. Protest of award
(a) Protests of awards made by the Authority under 74 Okla.
Stat. ' 85.5T are addressed at OAC 317:2-1-1 et seq.
(b) Bidders who wish to protest any other award shall
follow the process outlined in the Oklahoma Department of
Central Services rules at OAC 580:15-4-13 580:16-3-21.
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OKLAHOMA HEALTH CARE AUTHORITY 
 
 
TO:  Tywanda Cox 
   Health Policy 
 
FROM:  Demetria Morrison 

Health Policy 
 
SUBJECT: Rule Impact Statement 

APA WF # 11-31 
 

A. Brief description of the purpose of the rule: 
 

 The Department of Central Services (DCS) policy was 
revised July 1, 2011 as a result Chapter 15 Central 
Purchasing was revoked and Chapter 16 Central Purchasing 
was added. OHCA purchasing rules reference DCS Chapter 
15 rules and need to be revised to reflect the new 
corresponding Chapter 16 rules. Rules are being revised 
to ensure policy references the correct DCS rule 
citations.   

 
B. A description of the classes of persons who most likely 

will be affected by the proposed rule, including classes 
that will bear the cost of the proposed rule, and any 
information on cost impacts received by the agency from 
any private or public entities: 
 
There are no classes of persons that will be affected by 
the proposed rule. Further, this revision will have no 
impact on existing cost. 

 
C. A description of the classes of persons who will benefit 

from the proposed rule: 
 
No classes of person will benefit from the proposed rule 
as it is simply clean up to reference the new numbering 
associated with DCS rules. 

 
D. A description of the probable economic impact of the 

proposed rule upon the affected classes of persons or 
political subdivisions, including a listing of all fee 
changes and, whenever possible, a separate justification 
for each fee change: 
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There is no economic impact and there are no fee changes 
associated with the proposed rule for any classes of 
persons or political subdivisions. 

 
E. The probable costs and benefits to the agency and to any 

other agency of the implementation and enforcement of 
the proposed rule, the source of revenue to be used for 
implementation and enforcement of the proposed rule, and 
any anticipated effect on state revenues, including a 
projected net loss or gain in such revenues if it can be 
projected by the agency: 

 
There is no probable budget impact for the proposed rule 
as it is to clean up policy. 
 

F. A determination of whether implementation of the 
proposed rule will have an economic impact on any 
political subdivisions or require their cooperation in 
implementing or enforcing the rule: 

 
The proposed rule will not have an economic impact on 
any political subdivisions or require their cooperation 
in implementing or enforcing the rule.  

 
G. A determination of whether implementation of the 

proposed rule will have an adverse effect on small 
business as provided by the Oklahoma Small Business 
Regulatory Flexibility Act: 

 
The proposed rule will not have an adverse effect on 
small business as provided by the Oklahoma Small 
Business Regulatory Flexibility Act.  

 
H. An explanation of the measures the agency has taken to 

minimize compliance costs and a determination of whether 
there are less costly or non-regulatory methods or less 
intrusive methods for achieving the purpose of the 
proposed rule: 
 
The agency has taken measures to determine that there is 
no less costly or non-regulatory method or less 
intrusive method for achieving the purpose of the 
proposed rule. 

 
I. A determination of the effect of the proposed rule on 

the public health, safety and environment and, if the 
proposed rule is designed to reduce significant risks to 
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the public health, safety and environment, an 
explanation of the nature of the risk and to what extent 
the proposed rule will reduce the risk: 

 
The proposed rule should have no effect on the public 
health, safety, and environment. 

 
J. A determination of any detrimental effect on the public 

health, safety and environment if the proposed rule is 
not implemented: 

 
The agency does not anticipate any detrimental effect on 
the public health or safety and environment. 

 
K. The date the rule impact statement was prepared and if 

modified, the date modified: 
 

This rule impact statement was prepared on November 17, 
2011. 
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AGENCY RULE REPORT

1. Date Notice Was Published in Oklahoma Register:
January 18, 2012 through February 16, 2012

2. Agency Name/Address:
Oklahoma Health Care Authority
2401 N.W. 23rd St. Suite 1A
Oklahoma City, Oklahoma 73107

3. Title and Number of Rule(s):
Title 317: Oklahoma Health Care Authority
Chapter 30. Medical Providers-Fee For Service
Subchapter 5. Individual Providers And Specialties
Part 9. Long Term Care Facilities
317:30-5-123. [AMENDED]
Part 51. Habilitation Services
317:30-5-482. [AMENDED]
Part 101. Targeted Case Management Services for Persons
With Mental Retardation Intellectual Disability and/or
Related Conditions
317:30-5-1012. [AMENDED]
317:30-5-1014. [AMENDED]
(Reference APA WF # 11-32A)

4. Statutory Authority for Rule:
The Oklahoma Health Care Authority Board; The Oklahoma Health
Care Authority Act, Section 5003 through 5016 of Title 63 of
the Oklahoma Statutes; Medically Fragile 1915(c) Home and
Community Based Services (HCBS) Waiver program as approved by
The Centers for Medicare and Medicaid Services (CMS)

5. Brief Summary of Content of Adopted Rule(s):
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Companion providers based on certain background check
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background search information for Specialized Foster Care
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modification contractors to provide evidence of a lead based
paint safety certificate; the addition of Adult Day Services
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The Agency finds that a compelling public interest exists
which necessitates promulgation of permanent rules and
requests approval of rule revisions to amend policy to
clarify policy for the termination of Agency Companion
providers based on certain background check information and
to provide clarification on the limits of background search
information for Specialized Foster Care providers regarding
involvement in a court action. Additionally policy is revised
to require architectural modification contractors to provide
evidence of a lead based paint safety certificate; the
addition of Adult Day Services for members in the Homeward
Bound Waiver; Targeted Case Management to be billed weekly
rather than monthly; removal of the Physical Status Review
score as one of criteria for determining the enhanced rate
for Community Based Group services and Job Coaching Services,
and removal of Adult Day Services as an option to the
member's required employment hours. Other minor policy
revisions are also included.

7. Date/Location of meeting at which rules were adopted:
March 8, 2012
Oklahoma Health Care Authority
2401 N.W. 23rd St. Suite 1A
Oklahoma City, Oklahoma 73107
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received at public hearings or any oral or written comments
received prior to the adoption of the rule:
A public hearing was held February 22, 2012. No comments were
received.
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or against the adopted rule at any public hearing held by the
agency or those who have commented in writing before or after
the hearing:
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10. Rule Impact Statement:
See Attached

11. An incorporation by reference statement if the rule
incorporates a set of rules from a body outside the state,
such as a national code:
Not applicable
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Lyle Roggow Aye
Tony Armstrong Aye
George Miller Aye
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Melvin McVay Jr. Aye
Ed McFall Aye
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Ann Bryant Aye
13. Any other information requested by the Governor:
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TITLE 317. OKLAHOMA HEALTH CARE AUTHORITY
CHAPTER 30. MEDICAL PROVIDERS-FEE FOR SERVICE

SUBCHAPTER 5. INDIVIDUAL PROVIDERS AND SPECIALTIES
PART 9. LONG TERM CARE FACILIIES

317:30-5-123. Patient certification for long term care
(a) Medical eligibility. Initial approval of medical eligibility
for long-term care is determined by the Oklahoma Department of
Human Services (OKDHS) area nurse, or nurse designee. The
certification is obtained by the facility at the time of admission.

(1) Pre-admission screening. Federal Regulations govern the
State's responsibility for Preadmission Screening and Resident
Review (PASRR) for individuals with mental illness and mental
retardation intellectual disability. PASRR applies to the
screening or reviewing of all individuals for mental illness or
mental retardation intellectual disability or related conditions
who apply to or reside in Title XIX certified nursing facilities
regardless of the source of payment for the nursing facility
services and regardless of the individual's or resident's known
diagnoses. The nursing facility (NF) must independently
evaluate the Level I PASRR Screen regardless of who completes
the form and determine whether or not to admit an individual to
the facility. Nursing facilities which inappropriately admit a
person without a PASRR Screen are subject to recoupment of
funds. PASRR is a requirement for nursing facilities with
dually certified (both Medicare and Medicaid) beds. There are
no PASRR requirements for Medicare skilled beds that are not
dually certified, nor is PASRR required for individuals seeking
residency in an intermediate care facility for the mentally
retarded (ICF/MR).
(2) PASRR Level I screen.

(A) Form LTC-300R LTC-300, Nursing Facility Level of Care
Assessment, must be completed by an authorized NF official or
designee. An authorized NF official or designee must consist
of one of the following:

(i) The nursing facility administrator or co-
administrator;
(ii) A licensed nurse, social service director, or social
worker from the nursing facility; or
(iii) A licensed nurse, social service director, or social
worker from the hospital.

(B) Prior to admission, the authorized NF official must
evaluate the properly completed OHCA Form LTC-300R LTC-300
and the Minimum Data Set (MDS), if available. Any other
readily available medical and social information is also used
to determine if there currently exists any indication of
mental illness (MI), mental retardation (MR), intellectual
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disability or other related condition, or if such condition
existed in the applicant's past history. Form LTC-300R LTC-
300 constitutes the Level I PASRR Screen and is utilized in
determining whether or not a Level II Assessment is necessary
prior to allowing the patient to be admitted. The NF is also
responsible for consulting with the Level of Care Evaluation
Unit (LOCEU) regarding any MI/MR mental illness/intellectual
disability related condition information that becomes known
either from completion of the MDS or throughout the
resident's stay.
(C) The nursing facility is responsible for determining from
the evaluation whether or not the patient can be admitted to
the facility. A "yes" response to any question from Form
LTC-300R LTC-300, Section E, will require the nursing
facility to contact the LOCEU for a consultation to determine
if a Level II Assessment is needed. If there is any question
as to whether or not there is evidence of MI, MR, mental
illness, intellectual disability or related condition, LOCEU
should be contacted prior to admission. The original Form
LTC-300R LTC-300 must be submitted by mail to the LOCEU
within 10 days of the resident admission. SoonerCare payment
may not be made for a resident whose LTC-300R LTC-300
requirements have not been satisfied in a timely manner.
(D) Upon receipt and review of the Form LTC-300R LTC-300, the
LOCEU may, in coordination with the OKDHS area nurse, re-
evaluate whether a Level II PASRR assessment may be required.
If a Level II Assessment is not required, the process of

determining medical eligibility continues. If a Level II is
required, a medical decision is not made until the results of
the Level II Assessment are known.

(3) Level II Assessment for PASRR.
(A) Any one of the following three circumstances will allow a
patient to enter the nursing facility without being subjected
to a Level II PASRR Assessment.

(i) The patient has no current indication of mental
illness or mental retardation intellectual disability or
other related condition and there is no history of such
condition in the patient's past.
(ii) The patient does not have a diagnosis of mental
retardation intellectual disability or related condition.
(iii) An individual may be admitted to an NF if he/she
has indications of mental illness or mental retardation
intellectual disability or other related condition, but is
not a danger to self and/or others, and is being released
from an acute care hospital as part of a medically
prescribed period of recovery (Exempted Hospital
Discharge). If an individual is admitted to an NF based
on Exempted Hospital Discharge, it is the responsibility
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of the NF to ensure that the individual is either
discharged by the 30th day or that a Level II has been
requested and is in process. Exempted Hospital Discharge
is allowed only if all three of the following conditions
are met:

(I) The individual must be admitted to the NF directly
from a hospital after receiving acute inpatient care at
the hospital (not including psychiatric facilities);
(II) The individual must require NF services for the
condition for which he/she received care in the
hospital; and
(III) The attending physician must certify in writing
before admission to the facility that the individual is
likely to require less than 30 days of nursing facility
services. The NF will be required to furnish this
documentation to OHCA upon request.

(B) If the patient has current indications of mental illness
or mental retardation intellectual disability or other
related condition, or if there is a history of such condition
in the patient's past, the patient cannot be admitted to the
nursing facility until the LOCEU is contacted for
consultation to determine if a Level II PASRR Assessment must
be performed. Results of any Level II PASRR Assessment
ordered must indicate that nursing facility care is
appropriate prior to allowing the patient to be admitted.
(C) The OHCA, LOCEU, authorizes Advance Group Determinations
for the MI and MR mental illness and intellectual disability
Authorities in the following categories listed in (i) through
(iii) of this subparagraph. Preliminary screening by the
LOCEU may indicate eligibility for nursing facility level of
care prior to consideration of the provisional admission.

(i) Provisional admission in cases of delirium. Any
person with mental illness, mental retardation
intellectual disability or related condition that is not a
danger to self and or others, may be admitted to a Title
XIX certified NF if the individual is experiencing a
condition that precludes screening, i.e., effects of
anesthesia, medication, unfamiliar environment, severity
of illness, or electrolyte imbalance.

(I) A Level II evaluation is completed immediately
after the delirium clears. The LOCEU must be provided
with written documentation by a physician that supports
the individual's condition which allows provisional
admission as defined in (i) of this subparagraph.
(II) Payment for NF services will not be made after the
provisional admission ending date. If an individual is
determined to need a longer stay, the individual must
receive a Level II evaluation before continuation of
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the stay may be permitted and payment made for days
beyond the ending date.

(ii) Provisional admission in emergency situations. Any
person with a mental illness, mental retardation
intellectual disability or related condition, who is not a
danger to self and/or others, may be admitted to a Title
XIX certified nursing facility for a period not to exceed
seven days pending further assessment in emergency
situations requiring protective services. The request for
Level II evaluation must be made immediately upon
admission to the NF if a longer stay is anticipated. The
LOCEU must be provided with written documentation from
OKDHS Adult Protective Services which supports the
individual's emergency admission. Payment for NF services
will not be made beyond the emergency admission ending
date.
(iii) Respite care admission. Any person with mental
illness, mental retardation intellectual disability or
related condition, who is not a danger to self and/or
others, may be admitted to a Title XIX certified nursing
facility to provide respite to in-home caregivers to whom
the individual is expected to return following the brief
NF stay. Respite care may be granted up to 15 consecutive
days per stay, not to exceed 30 days per calendar year.

(I) In rare instances, such as illness of the
caregiver, an exception may be granted to allow 30
consecutive days of respite care. However, in no
instance can respite care exceed 30 days per calendar
year.
(II) Respite care must be approved by LOCEU staff prior
to the individual's admission to the NF. The NF
provides the LOCEU with written documentation
concerning circumstances surrounding the need for
respite care, the date the individual wishes to be
admitted to the facility, and the date the individual
is expected to return to the caregiver. Payment for NF
services will not be made after the respite care ending
date.

(4) Resident Review.
(A) The nursing facility's routine resident assessment will
identify those individuals previously undiagnosed as MR or MI
intellectally disaled or mentally ill. A new condition of MR
or MI intellectual disability or mental illness must be
referred to LOCEU by the NF for determination of the need for
the Level II Assessment. The facility's failure to refer
such individuals for a Level II Assessment may result in
recoupment of funds.
(B) A Level II Resident Review may be conducted the following
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year for each resident of a nursing facility who was found to
experience a serious mental illness with no primary diagnosis
of dementia on his or her pre-admission Level II, to
determine whether, because of the resident's physical and
mental condition, the resident requires the level of services
provided by a nursing facility and whether the resident
requires specialized services.
(C) A significant change in a resident's mental condition
could trigger a Level II Resident Review. If such a change
should occur in a resident's condition, it is the
responsibility of the nursing facility to notify the LOCEU of
the need to conduct a resident review.

(5) Results of Level II Pre-Admission Assessment and Resident
Review. Through contractual arrangements between the OHCA and
the MI/MR mental illness/intellectual disability authorities,
individualized assessments are conducted and findings presented
in written evaluations. The evaluations determine if nursing
facility services are needed, if specialized services or less
than specialized services are needed, and if the individual
meets the federal PASRR definition of mental illness or mental
retardation intellectual disability or related conditions.
Evaluations are delivered to the LOCEU to process formal,
written notification to patient, guardian, NF and interested
parties.
(6) Readmissions, and interfacility transfers. The Preadmission
Screening process does not apply to readmission of an individual
to an NF after transfer for a continuous hospital stay, and then
back to the NF. There is no specific time limit on the length
of absence from the nursing facility for the hospitalization.
Inter-facility transfers are also subject to preadmission
screening. In the case of transfer of a resident from an NF to
a hospital or to another NF, the transferring NF is responsible
for ensuring that copies of the resident's most recent LTC-300R
LTC-300 and any PASRR evaluations accompany the transferring
resident. The receiving NF must submit an updated LTC-300R LTC-
300 that reflects the resident's current status to LOCEU within
10 days of the transfer. Failure to do so could result in
possible recoupment of funds. LOCEU should also be contacted
prior to admitting out-of-state NF applicants with mental
illness or mental retardation intellectual disability or related
condition, so that PASRR needs can be ascertained. Any PASRR
evaluations previously completed by the referring state should
be forwarded to LOCEU as part of this PASRR consultation.
(7) PASRR appeals process.

(A) Any individual who has been adversely affected by any
PASRR determination made by the State in the context of
either a preadmission screening or an annual resident review
may appeal that determination by requesting a fair hearing.
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If the individual does not consider the PASRR decision a
proper one, the individual or their authorized representative
must contact the local county OKDHS office to discuss a
hearing. Forms for requesting a fair hearing (OKDHS Form
13MP001E, Request for a Fair Hearing), as well as assistance
in completing the forms, can be obtained at the local county
OKDHS office. Any request for a hearing must be made no
later than 20 days following the date of written notice.
Appeals of these decisions are available under OAC 317:2-1-2.
All individuals seeking an appeal have the same rights,

regardless of source of payment. Level I determinations are
not subject to appeal.
(B) When the individual is found to experience MI, MR, mental
illness, intellectual disability or related condition through
the Level II Assessment, the PASRR determination made by the
MR/MI intellectual disability/mental illness authorities
cannot be countermanded by the Oklahoma Health Care
Authority, either in the claims process or through other
utilization control/review processes, or by the Oklahoma
State Department of Health. Only appeals determinations made
through the fair hearing process may overturn a PASRR
determination made by the MR/MI intellectual disability
/mental illness authorities.

(b) Determination of Title XIX medical eligibility for long term
care. The determination of medical eligibility for care in a
nursing facility is made by the OKDHS area nurse, or nurse
designee. The procedures for determining Nursing Facility (NF)
program medical eligibility are found in OAC 317:35-19.
Determination of ICF/MR medical eligibility is made by LOCEU. The
procedures for obtaining and submitting information required for a
decision are outlined below.

(1) Pre-approval of medical eligibility. Pre-approval of
medical eligibility for private ICF/MR care is based on results
of a current comprehensive psychological evaluation by a
licensed psychologist or state staff psychologist, documentation
of MR intellectual disability or related condition prior to age
22, and the need for active treatment according to federal
standards. Pre-approval is made by LOCEU analysts.
(2) Medical eligibility for ICF/MR services. Within 10 30
calendar days after services begin, the facility must submit the
original of the Nursing Facility Level of Care Assessment (Form
LTC-300R) (Form LTC-300) to LOCEU. Required attachments include
current (within 90 days of requested approval date) medical
information signed by a physician, a current (within 12 months
of requested approval date) psychological evaluation, a copy of
the pertinent section of the Individual Developmental Plan or
other appropriate documentation relative to discharge planning
and the need for ICF/MR level of care, and a statement that the
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member is not an imminent threat of harm to self or others
(i.e., suicidal or homicidal). If pre-approval was determined
by LOCEU and the above information is received, medical approval
will be entered on MEDATS.
(3) Categorical relationship. Categorical relationship must be
established for determination of eligibility for long-term
medical care. If categorical relationship to disability has not
already been established, the proper forms and medical
information are submitted to LOCEU. (Refer to OAC 317:35-5-4).
In such instances, LOCEU will render a decision on categorical
relationship using the same definition as used by the Social
Security Administration (SSA). A follow-up is required by the
OKDHS worker with SSA to be sure that their disability decision
agrees with the decision of LOCEU.

PART 51. HABILITATION SERVICES

317:30-5-482. Description of services
Habilitation services include the services identified in (1)

through (15). Providers of any habilitation service must have an
applicable agreement with the Oklahoma Health Care Authority (OHCA)
to provide Developmental Disabilities Services Division (DDSD) Home
and Community Based Services (HCBS).

(1) Dental services. Dental services are provided per OAC
317:40-5-112.

(A) Minimum qualifications. Providers of dental services
must have non-restrictive licensure to practice dentistry in
Oklahoma by the Board of Governors of Registered Dentists of
Oklahoma.
(B) Description of services. Dental services include
services for maintenance or improvement of dental health as
well as relief of pain and infection. These services may
include:

(i) oral examination;
(ii) bite-wing x-rays;
(iii) prophylaxis;
(iv) topical fluoride treatment;
(v) development of a sequenced treatment plan that
prioritizes:

(I) elimination of pain;
(II) adequate oral hygiene; and
(III) restoration or improved ability to chew;

(vi) routine training of member or primary caregiver
regarding oral hygiene; and
(vii) preventive restorative, replacement and repair
services to achieve or restore functionality are provided
after appropriate review if applicable per OAC 317:40-5-
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112.
(C) Coverage limitations. Coverage of dental services is
specified in the member's Individual Plan (IP), in accordance
with applicable Waiver limits. Dental services are not
authorized when recommended for cosmetic purposes.

(2) Nutrition services. Nutrition Services are provided per OAC
317:40-5-102.
(3) Occupational therapy services.

(A) Minimum qualifications. Occupational therapists and
occupational therapy assistants must have current non-
restrictive licensure by the Oklahoma State Board of Medical
Licensure and Supervision. Occupational therapy assistants
must be employed by the occupational therapist.
(B) Description of services. Occupational therapy services
include evaluation, treatment, and consultation in leisure
management, daily living skills, sensory motor, perceptual
motor, and mealtime assistance. Occupational therapy
services may include the use of occupational therapy
assistants, within the limits of their practice.

(i) Services are:
(I) intended to help the member achieve greater
independence to reside and participate in the
community; and
(II) rendered in any community setting as specified in
the member's IP. The IP must include a physician's
practitioner's prescription.

(ii) For purposes of this Section, a physician is defined
as all licensed medical and osteopathic physicians, and
physician assistants in accordance with the rules and
regulations covering the OHCA's SoonerCare program For
purposes of this Section, a practitioner is defined as
all medical and osteopathic physicians, physician
assistants and other licensed professionals with
prescriptive authority to order occupational therapy
services in accordance with the rules and regulations
governing the SoonerCare program.
(iii) The provision of services includes written report or
record documentation in the member's record, as required.

(C) Coverage limitations. Payment is made for compensable
services to the individual occupational therapist for direct
services or for services provided by a qualified occupational
therapy therapist assistant within their employment. Payment
is made in 15-minute units, with a limit of 480 units per
Plan of Care year. Payment is not allowed solely for written
reports or record documentation.

(4) Physical therapy services.
(A) Minimum qualifications. Physical therapists and physical
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therapy therapist assistants must have a current non-
restrictive licensure with the Oklahoma State Board of
Medical Licensure and Supervision. The physical therapy
therapist assistant must be employed by the physical
therapist.
(B) Description of services. Physical therapy services
include evaluation, treatment, and consultation in locomotion
or mobility and skeletal and muscular conditioning to
maximize the member's mobility and skeletal/muscular well-
being. Physical therapy services may include the use of
physical therapy therapist assistants, within the limits of
their practice.

(i) Services are intended to help the member achieve
greater independence to reside and participate in the
community. Services are provided in any community setting
as specified in the member's IP. The IP must include a
physician's practitioner's prescription.
(ii) For purposes of this Section, a physician
practitioner is defined as all licensed medical and
osteopathic physicians, and physician assistants in
accordance with the rules and regulations covering the
OHCA's SoonerCare program.
(iii) The provision of services includes written report or
record documentation in the member's record, as required.

(C) Coverage limitations. Payment is made for compensable
services to individual physical therapists for direct
services or for services provided by a qualified physical
therapy therapist assistant within their employment. Payment
is made in 15-minute units with a limit of 480 units per Plan
of Care year. Payment is not allowed solely for written
reports or record documentation.

(5) Psychological services.
(A) Minimum qualifications. Qualification as a provider of
psychological services requires non-restrictive licensure as
a psychologist by the Oklahoma Psychologist Board of
Examiners, or licensing board in the state in which service
is provided.
(B) Description of services. Psychological services include
evaluation, psychotherapy, consultation, and behavioral
treatment. Service is provided in any community setting as
specified in the member's IP.

(i) Services are:
(I) intended to maximize a member's psychological and
behavioral well-being; and
(II) provided in individual and group, six person
maximum, formats.

(ii) A minimum of 15 minutes for each individual encounter
and 15 minutes for each group encounter and record
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documentation of each treatment session is included and
required.

(C) Coverage limitations.
(i) Limitations for psychological services are:

(I) Description: Psychotherapy services and behavior
treatment services (individual): Unit: 15 minutes; and
(II) Description: Cognitive/behavioral treatment
(group): Unit: 15 minutes.

(ii) Psychological services are authorized for a period
not to exceed six months.

(I) Initial authorization is through the Developmental
Disabilities Services Division (DDSD) case manager,
with review and approval by the DDSD case management
supervisor.
(II) Initial authorization must not exceed 192 units
(48 hours of service).
(III) Monthly progress notes must include a statement
of hours and type of service provided, and an empirical
measure of member status as it relates to each
objective in the member's IP.
(IV) If progress notes are not submitted to the DDSD
case manager for each month of service provision,
authorization for payment must be withdrawn until such
time as progress notes are completed.

(iii) Treatment extensions may be authorized by the DDSD
area manager based upon evidence of continued need and
effectiveness of treatment.

(I) Evidence of continued need of treatment, treatment
effectiveness, or both, is submitted by the provider to
the DDSD case manager and must include, at a minimum,
completion of the Service Utilization and Evaluation
protocol.
(II) When revising a protective intervention plan (PIP)
to accommodate recommendations of a required committee
review or an Oklahoma Department of Human Services
(OKDHS) audit, the provider may bill for only one
revision. The time for preparing the revision must be
clearly documented and must not exceed four hours.
(III) Treatment extensions must not exceed 24 hours (96
units) of service per request.

(iv) The provider must develop, implement, evaluate, and
revise the PIP corresponding to the relevant goals and
objectives identified in the member's IP.
(v) No more than 12 hours (48 units) may be billed for the
preparation of a PIP. Any clinical document must be
prepared within 45 days of the request. Further, if the
document is not prepared, payments are suspended until the
requested document is provided.
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(vi) Psychological technicians may provide up to 140
billable hours (560 units) of service per month to
members.
(vii) The psychologist must maintain a record of all
billable services provided by a psychological technician.

(6) Psychiatric services.
(A) Minimum qualifications. Qualification as a provider of
psychiatric services requires a non-restrictive license to
practice medicine in Oklahoma. Certification by the Board of
Psychiatry and Neurology or satisfactory completion of an
approved residency program in psychiatry is required.
(B) Description of services. Psychiatric services include
outpatient evaluation, psychotherapy, and medication and
prescription management and consultation provided to members
who are eligible. Services are provided in any community
setting as specified in the member's IP.

(i) Services are intended to contribute to the member's
psychological well-being.
(ii) A minimum of 30 minutes for encounter and record
documentation is required.

(C) Coverage limitations. A unit is 30 minutes, with a limit
of 200 units per Plan of Care year.

(7) Speech/language services.
(A) Minimum qualifications. Qualification as a provider of
speech/language services requires non-restrictive licensure
as a speech/language pathologist by the State Board of
Examiners for Speech Pathology and Audiology.
(B) Description of services. Speech therapy includes
evaluation, treatment, and consultation in communication and
oral motor/feeding activities provided to members who are
eligible. Services are intended to maximize the member's
community living skills and may be provided in any community
setting as specified in the member's IP. The IP must include
a physician's practitioner's prescription.

(i) For purposes of this Section, a physician practitioner
is defined as all licensed medical and osteopathic
physicians, and physician assistants and other licensed
professionals with prescriptive authority to order
speech/language services in accordance with rules and
regulations covering the OHCA's SoonerCare program.
(ii) A minimum of 15 minutes for encounter and record
documentation is required.

(C) Coverage limitations. A unit is 15 minutes, with a limit
of 288 units per Plan of Care year.

(8) Habilitation training specialist (HTS) services.
(A) Minimum qualifications. Providers must complete the
OKDHS DDSD sanctioned training curriculum. Residential
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habilitation providers:
(i) are at least 18 years of age;
(ii) are specifically trained to meet the unique needs of
members;
(iii) have not been convicted of, pled guilty, or pled
nolo contendere to misdemeanor assault and battery or a
felony per Section 1025.2 of Title 56 of the Oklahoma
Statutes (56 O.S. ' 1025.2), unless a waiver is granted
per 56 O.S. ' 1025.2; and
(iv) receive supervision and oversight from a contracted
agency staff with a minimum of four years of any
combination of college level education or full-time
equivalent experience in serving persons with
disabilities.

(B) Description of services. HTS services include services
to support the member's self-care, daily living, and adaptive
and leisure skills needed to reside successfully in the
community. Services are provided in community-based settings
in a manner that contributes to the member's independence,
self-sufficiency, community inclusion, and well-being.

(i) Payment will not be made for:
(I) routine care and supervision that is normally
provided by family; or
(II) services furnished to a member by a person who is
legally responsible per OAC 340:100-3-33.2.

(ii) Family members who provide HTS services must meet the
same standards as providers who are unrelated to the
member. HTS staff residing in the same household as the
member may not provide services in excess of 40 hours per
week. Members who require more than 40 hours per week of
HTS must use staff members who do not reside in the
household and are employed by the member's chosen provider
agency to deliver the balance of any necessary support
staff hours.
(iii) Payment does not include room and board or
maintenance, upkeep, and improvement of the member's or
family's residence.
(iv) For members who also receive intensive personal
supports (IPS), the member's IP must clearly specify the
role of the HTS and person providing IPS to ensure there
is no duplication of services.
(v) DDSD case management supervisor review and approval is
required.
(vi) Pre-authorized HTS services accomplish the same
objectives as other HTS services, but are limited to
situations where the HTS provider is unable to obtain
required professional and administrative oversight from an
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oversight agency approved by the OHCA. For pre-authorized
HTS services, the service:

(I) provider will receive oversight from DDSD area
staff; and
(II) must be pre-approved by the DDSD director or
designee.

(C) Coverage limitations. HTS services are authorized as
specified in OAC 317:40-5-110, 317:40-5-111, and 317:40-7-13,
and OAC 340:100-3-33.1.

(i) A unit is 15 minutes.
(ii) Individual HTS services providers will be limited to
a maximum of 40 hours per week regardless of the number of
members served.
(iii) More than one HTS may provide care to a member on
the same day.
(iv) Payment cannot be made for services provided by two
or more HTSs to the same member during the same hours of a
day.
(v) A HTS may receive reimbursement for providing services
to only one member at any given time. This does not
preclude services from being provided in a group setting
where services are shared among members of the group.
(vi) HTS providers may not perform any job duties
associated with other employment including on call duties,
at the same time they are providing HTS services.

(9) Self Directed HTS (SD HTS).
SD HTS are provided per 317:40-9-1.
(10) Self Directed Goods and Services (SD GS).
SD GS are provided per 317:40-9-1.
(11) Audiology services.

(A) Minimum qualifications. Audiologists must have licensure
as an audiologist by the State Board of Examiners for Speech
Pathology and Audiology.
(B) Description of services. Audiology services include
individual evaluation, treatment, and consultation in hearing
to members who are eligible. Services are intended to
maximize the member's auditory receptive abilities. The
member's IP must include a physician's practitioner's
prescription.

(i) For purposes of this Section, a physician practitioner
is defined as all licensed medical and osteopathic
physicians, and physician assistants in accordance with
rules and regulations covering the OHCA's SoonerCare
program.
(ii) A minimum of 15 minutes for encounter and record
documentation is required.
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(C) Coverage limitations. Audiology services are provided in
accordance with the member's IP.

(12) Prevocational services.
(A) Minimum qualifications. Prevocational services
providers:

(i) are at least 18 years of age;
(ii) complete the OKDHS DDSD sanctioned training
curriculum;
(iii) have not been convicted of, pled guilty, or pled
nolo contendere to misdemeanor assault and battery or a
felony per 56 O.S. ' 1025.2, unless a waiver is granted
per 56 O.S. ' 1025.2; and
(iv) receive supervision and oversight by a person with a
minimum of four years of any combination of college level
education or full-time equivalent experience in serving
persons with disabilities.

(B) Description of services. Prevocational services are not
available to persons who can be served under a program funded
per Section 110 of the Rehabilitation Act of 1973 or Section
602(16) and (17) of the Individuals with Disabilities
Education Act (IDEA). Services are aimed at preparing a
member for employment, but are not job-task oriented.
Services include teaching concepts, such as compliance,
attendance, task completion, problem solving, and safety.

(i) Prevocational services are provided to members who are
not expected to:

(I) join the general work force; or
(II) participate in a transitional sheltered workshop
within one year, excluding supported employment
programs.

(ii) When compensated, members are paid at less than 50
percent of the minimum wage. Activities included in this
service are not primarily directed at teaching specific
job skills, but at underlying habilitative goals, such as
attention span and motor skills.
(iii) All prevocational services will be reflected in the
member's IP as habilitative, rather than explicit
employment objectives.
(iv) Documentation must be maintained in the record of
each member receiving this service noting that the service
is not otherwise available through a program funded under
the Rehabilitation Act of 1973 or IDEA.
(v) Services include:

(I) center-based prevocational services as specified in
OAC 317:40-7-6;
(II) community-based prevocational services as
specified in OAC 317:40-7-5;
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(III) enhanced community-based prevocational services
as specified in OAC 317:40-7-12; and
(IV) supplemental supports as specified in OAC 317:40-
7-13.

(C) Coverage limitations. A unit of center-based or
community-based prevocational services is one hour and
payment is based upon the number of hours the member
participates in the service. All prevocational services and
supported employment services combined may not exceed $25,000
per Plan of Care year. The following services may not be
provided to the same member at the same time as prevocational
services:

(i) HTS;
(ii) Intensive Personal Supports;
(iii) Adult Day Services;
(iv) Daily Living Supports;
(v) Homemaker; or
(vi) therapy services such as occupational therapy,
physical therapy, nutrition, speech, psychological
services, family counseling, or family training except to
allow the therapist to assess the individual's needs at
the workplace or to provide staff training and as allowed
per 317:40-7-6.

(13) Supported employment.
(A) Minimum qualifications. Supported employment providers:

(i) are at least 18 years of age;
(ii) complete the OKDHS DDSD sanctioned training
curriculum;
(iii) have not been convicted of, pled guilty, or pled
nolo contendere to misdemeanor assault and battery or a
felony per 56 O.S. ' 1025.2, unless a waiver is granted
per 56 O.S. ' 1025.2; and
(iv) receive supervision and oversight by a person with a
minimum of four years of any combination of college level
education or full-time equivalent experience in serving
persons with disabilities.

(B) Description of services. Supported employment is
conducted in a variety of settings, particularly work sites
in which persons without disabilities are employed, and
includes activities that are outcome based and needed to
sustain paid work by members receiving services through HCBS
Waiver, including supervision and training.

(i) When supported employment services are provided at a
work site in which persons without disabilities are
employed, payment:

(I) is made for the adaptations, supervision, and
training required by members as a result of their
disabilities; and
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(II) does not include payment for the supervisory
activities rendered as a normal part of the business
setting.

(ii) Services include:
(I) job coaching as specified in OAC 317:40-7-7;
(II) enhanced job coaching as specified in OAC 317:40-
7-12;
(III) employment training specialist services as
specified in OAC 317:40-7-8; and
(IV) stabilization as specified in OAC 317:40-7-11.

(iii) Supported employment services furnished under HCBS
Waiver are not available under a program funded by the
Rehabilitation Act of 1973 or IDEA.
(iv) Documentation that the service is not otherwise
available under a program funded by the Rehabilitation Act
of 1973 or IDEA must be maintained in the record of each
member receiving this service.
(v) Federal financial participation (FFP) may not be
claimed for incentive payment subsidies or unrelated
vocational training expenses, such as:

(I) incentive payments made to an employer to encourage
or subsidize the employer's participation in a
supported employment program;
(II) payments that are passed through to users of
supported employment programs; or
(III) payments for vocational training that are not
directly related to a member's supported employment
program.

(C) Coverage limitations. A unit is 15 minutes and payment
is made in accordance with OAC 317:40-7-1 through 317:40-7-
21. All prevocational services and supported employment
services combined cannot exceed $25,000 per Plan of Care
year. The DDSD case manager assists the member to identify
other alternatives to meet identified needs above the limit.
The following services may not be provided to the same member
at the same time as supported employment services:

(i) HTS;
(ii) Intensive Personal Supports;
(iii) Adult Day Services;
(iv) Daily Living Supports;
(v) Homemaker; or
(vi) Therapy services such as occupational therapy,
physical therapy, nutrition, speech, psychological
services, family counseling, or family training except to
allow the therapist to assess the individual's needs at
the workplace or to provide staff training.

(14) Intensive personal supports (IPS).
(A) Minimum qualifications. IPS provider agencies must have
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a current provider agreement with OHCA and OKDHS DDSD.
Providers:

(i) are at least 18 years of age;
(ii) complete the OKDHS DDSD sanctioned training
curriculum;
(iii) have not been convicted of, pled guilty, or pled
nolo contendere to misdemeanor assault and battery or a
felony per 56 O.S. ' 1025.2, unless a waiver is granted
per 56 O.S. ' 1025.2;
(iv) receive supervision and oversight by a person with a
minimum of four years of any combination of college level
education or full-time equivalent experience in serving
persons with disabilities; and
(v) receive oversight regarding specific methods to be
used with the member to meet the member's complex
behavioral or health support needs.

(B) Description of services.
(i) IPS:

(I) are support services provided to members who need
an enhanced level of direct support in order to
successfully reside in a community-based setting; and
(II) build upon the level of support provided by a HTS
or daily living supports (DLS) staff by utilizing a
second staff person on duty to provide assistance and
training in self-care, daily living, recreational, and
habilitation activities.

(ii) The member's IP must clearly specify the role of HTS
and the person providing IPS to ensure there is no
duplication of services.
(iii) DDSD case management supervisor review and approval
is required.

(C) Coverage limitations. IPS are limited to 24 hours per
day and must be included in the member's IP per OAC 317:40-5-
151 and 317:40-5-153.

(15) Adult day services.
(A) Minimum qualifications. Adult day services provider
agencies must:

(i) meet the licensing requirements set forth in 63 O.S. '
1-873 et seq. and comply with OAC 310:605; and
(ii) be approved by the OKDHS DDSD and have a valid OHCA
contract for adult day services.

(B) Description of services. Adult day services provide
assistance with the retention or improvement of self-help,
adaptive, and socialization skills, including the opportunity
to interact with peers in order to promote maximum level of
independence and function. Services are provided in a non-
residential setting separate from the home or facility where
the member resides.
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(C) Coverage limitations. Adult day services are typically
furnished four or more hours per day on a regularly scheduled
basis, for one or more days per week. A unit is 15 minutes
for up to a maximum of six hours daily, at which point a unit
is one day. All services must be authorized in the member's
IP.

PART 101. TARGETED CASE MANAGEMENT SERVICES FOR PERSONS
WITH MENTAL RETARDATION INTELLECTUAL DISABILITY AND/OR

RELATED CONDITIONS

317:30-5-1012. Reimbursement
(a) Reimbursement for DDSDTCM services is a unit rate based on the
monthly weekly cost per case for documented DDSDTCM services. The
cost base consists of the annualized cost of case management staff
including all applicable overhead and indirect service cost in
accordance with the approved DHS cost allocation plan. A first
year interim rate is computed by dividing the annual cost base by
the projected number of units. Subsequent annual rates will
include an adjustment based on previous years cost versus total
billable amount. A unit of service is defined as one calendar
month week of targeted case management, provided that a minimum of
one contact which meets the description of a targeted case
management activity with or on behalf of the recipient member has
been documented during the month week claimed. Payment is made on
the basis of claims submitted for payment. The provider bills at
the monthly weekly unit rate for a documented unit of Medicaid
SoonerCare DDSDTCM services provided to each Medicaid SoonerCare
eligible recipient member during the calendar month week.
(b) Only one unit of DDSDTCM services may be billed for each
Medicaid SoonerCare eligible recipient member per month week while
the recipient member is receiving services under a DHS/DDSD HCBS
Waiver or is in the transition process to receive those services.
No more than twenty-six units of DDSDTCM may be provided and billed
for each eligible Medicaid SoonerCare recipient member during their
transition period from the institution. DHS/DDSD must provide
documentation of all such transitional DDSDTCM services provided,
indicating the date performed for each unit billed. In no case may
DHS/DDSD bill for transitional and regular DDSDTCM services
provided during the same month week (i.e., if DDSD bills
transitional DDSDTCM for the third week in June and the recipient
member is deinstitutionalized into the particular Waiver during the
third week in June, DDSD cannot also bill for regular DDSDTCM for
the third week in June). If DDSDTCM has been provided to an
individual during such a transitional period but that individual
dies before the placement into the community is made, decides to
refuse the placement or the placement falls through, reimbursement
is available.
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(c) the billing week for DDSDTCM is Monday through Sunday.

317:30-5-1014. Documentation of records
All case management services rendered must be reflected by

documentation in the records. All units of Medicaid SoonerCare
DDSDTCM services provided are documented by the case manager on the
monthly Record of Contact form weekly in Client Contact Manager.
The following conditions must be met in order for case management
services to reimbursed under Medicaid SoonerCare.

(1) The case manager must conduct a face-to-face interview with
the client member in order to determine client member needs and
develop approaches to meet these needs.
(2) The case manager with a team including the client member or
client's member's representative, must develop a plan of care
which is documented in the case record.
(3) The case manager must reassess the plan of care when
necessary but at a minimum annually.
(4) The case manager must provide documentation to supplement the
plan of care which includes:

(A) information supporting the selection of outcomes;
(B) information supporting the approaches selected;
(C) information supporting case management decisions and
actions;
(D) documentation of communication with the client member and,
as appropriate, his/her representative;
(E) documentation of linkages with resources;
(F) documentation of follow-up and monitoring of the plan; and
(G) other factual information relevant to the case.
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STATE OF OKLAHOMA 
OKLAHOMA HEALTH CARE AUTHORITY 

 
 
TO:  Tywanda Cox 
  Policy Development 
 
From:  Samantha Galloway 
 
SUBJECT: Rule Impact Statement 
  (Reference APA WF # 11-32A) 
 

A. Brief description of the purpose of the rule:  
 

SoonerCare waiver policy for individuals with 
intellectual disabilities is revised to replace 
references to mental retardation with "intellectual 
disability", to clarify the definition of physician to 
include practitioners with prescriptive authority to 
order speech/language and occupational therapy 
services, to clarify that Targeted Case Management is 
billed weekly rather than monthly and include other 
minor policy revisions.  
 

B. A description of the classes of persons who most likely 
will be affected by the proposed rule, including classes 
that will bear the cost of the proposed rule, and any 
information on cost impacts received by the agency from 
any private or public entities: 

     
 The classes of persons most likely to be affected by 

the proposed rules are Oklahomans receiving community 
supports or residential services through the Oklahoma 
Department of Human Services, Developmental 
Disabilities Services Division (DDSD), placement 
providers, community contractors, and DDSD staff.  The 
affected classes of persons will bear no costs 
associated with implementation of the rules. 

  
 C. A description of the classes of persons who will benefit 

from the proposed rule:   
    
  The classes of persons who will benefit are children, 

youth, adults, and families served by DDSD, DDSD 
staff, contract agencies, and service and placement 
providers with OKDHS, OHCA, or both, contractual 
agreements. 
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 D. A description of the probable economic impact of the 

proposed rule upon the affected classes of persons or 
political subdivisions, including a listing of all fee 
changes and, whenever possible, a separate justification 
for each fee change: 

 
The revised rules do not have a known economic impact 
on the affected entities. There are no fee changes 
associated with the revised rules. 

 
 E. The probable costs and benefits to the agency and to any 

other agency of the implementation and enforcement of 
the proposed rule, the source of revenue to be used for 
implementation and enforcement of the proposed rule, and 
any anticipated affect on state revenues, including a 
projected net loss or gain in such revenues if it can be 
projected by the agency:   

  
  There is no anticipated cost or monetary benefit to 

this or any other agency as a result of implementation 
of the rule changes.  

 
 F. A determination of whether implementation of the 

proposed rule will have an economic impact on any 
political subdivisions or require their cooperation in 
implementing or enforcing the rule: 

 
  The proposed rule will not have an economic impact on 

any political subdivision or require their cooperation 
in implementing or enforcing the rule.   

 
 G. A determination of whether implementation of the 

proposed rule will have an adverse effect on small 
business as provided by the Oklahoma Small Business 
Regulatory Flexibility Act: 

 
  The proposed rule will not have an adverse effect on 

small businesses as provided by the Oklahoma Small 
Business Regulatory Flexibility Act.  

 
 H. An explanation of the measures the agency has taken to 

minimize compliance costs and a determination of whether 
there are less costly or non-regulatory methods or less 
intrusive methods for achieving the purpose of the 
proposed rule:  

 

329



  There are no less costly or non-regulatory methods or 
less intrusive methods for complying with state or 
federal mandates.  DDSD solicited and incorporated 
suggestions from family members of service recipients, 
advisory groups, contractors, and DDSD staff regarding 
service provisions and other supportive activities in 
the proposed revisions. 

 
I. A determination of the effect of the proposed rule on 

the public health, safety and environment and, if the 
proposed rule is designed to reduce significant risks to 
the public health, safety and environment, an 
explanation of the nature of the risk and to what extent 
the proposed rule will reduce the risk: 

 
Implementation of the proposed rules will improve the 
means in which supportive services are rendered at the 
community and statewide level. 

 
J. A determination of any detrimental effect on the public 

health, safety and environment if the proposed rule is 
not implemented: 

 
 The agency does not anticipate any detrimental effects 

on the public health, safety, or environment. 
 

K.  The date the rule impact statement was prepared and if 
 modified, the date modified: 

 
This rule impact statement was prepared on September 16, 
2011.   
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AGENCY RULE REPORT

1. Date Notice Was Published in Oklahoma Register:
January 18, 2012 through February 16, 2012

2. Agency Name/Address:
Oklahoma Health Care Authority
2401 N.W. 23rd St. Suite 1A
Oklahoma City, Oklahoma 73107

3. Title and Number of Rule(s):
Title 317: Oklahoma Health Care Authority
Chapter 40. Developmental Disabilities Services
Subchapter 5. Member Services
Part 1. Agency Companion Services
317:40-5-3. [AMENDED]
317:40-5-5. [AMENDED]
317:40-5-8. [REVOKED]
317:40-5-9. [AMENDED]
317:40-5-13. [AMENDED]
Part 5. Specialized Foster Care
317:40-5-59. [AMENDED]
Part 9. Service Provisions
317:40-5-101. [AMENDED]
317:40-5-113. [AMENDED]
Subchapter 7. Employment Services Through Home and Community-
Based Services Waivers
317:40-7-12. [AMENDED]
317:40-7-15. [AMENDED]
317:40-7-21. [AMENDED]
(Reference APA WF # 11-32B)

4. Statutory Authority for Rule:
The Oklahoma Health Care Authority Board; The Oklahoma Health
Care Authority Act, Section 5003 through 5016 of Title 63 of
the Oklahoma Statutes; Medically Fragile 1915(c) Home and
Community Based Services (HCBS) Waiver program as approved by
The Centers for Medicare and Medicaid Services (CMS)

5. Brief Summary of Content of Adopted Rule(s):
Permanent rule revisions are proposed by the OKDHS
Developmental Disability Services Division (DDSD) pertaining
to clarification of policy for the termination of Agency
Companion providers based on certain background check
information and to provide clarification on the limits of
background search information for Specialized Foster Care
providers regarding involvement in a court action.
Additionally policy is revised to require architectural
modification contractors to provide evidence of a lead based
paint safety certificate; the addition of Adult Day Services
for members in the Homeward Bound Waiver; Targeted Case
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Management to be billed weekly rather than monthly; removal
of the Physical Status Review score as one of criteria for
determining the enhanced rate for Community Based Group
services and Job Coaching Services, and removal of Adult Day
Services as an option to the member's required employment
hours. Other minor policy revisions are also included.

6. Statement Explaining need for the Adopted Rule:
The Agency finds that a compelling public interest exists
which necessitates promulgation of permanent rules and
requests approval of rule revisions to amend policy to
clarify policy for the termination of Agency Companion
providers based on certain background check information and
to provide clarification on the limits of background search
information for Specialized Foster Care providers regarding
involvement in a court action. Additionally policy is revised
to require architectural modification contractors to provide
evidence of a lead based paint safety certificate; the
addition of Adult Day Services for members in the Homeward
Bound Waiver; Targeted Case Management to be billed weekly
rather than monthly; removal of the Physical Status Review
score as one of criteria for determining the enhanced rate
for Community Based Group services and Job Coaching Services,
and removal of Adult Day Services as an option to the
member's required employment hours. Other minor policy
revisions are also included.

7. Date/Location of meeting at which rules were adopted:
March 8, 2012
Oklahoma Health Care Authority
2401 N.W. 23rd St. Suite 1A
Oklahoma City, Oklahoma 73107

8. Summary of comments and explanation of changes or lack of any
change made in the adopted rule as a result of testimony
received at public hearings or any oral or written comments
received prior to the adoption of the rule:
A public hearing was held February 22, 2012. No comments were
received.

9. List Persons or organizations who appeared or registered for
or against the adopted rule at any public hearing held by the
agency or those who have commented in writing before or after
the hearing:
None

10. Rule Impact Statement:
See Attached

11. An incorporation by reference statement if the rule
incorporates a set of rules from a body outside the state,
such as a national code:
Not applicable
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12. The members of the governing board of the agency adopting the
rules and the recorded vote of each:
Lyle Roggow Aye
Tony Armstrong Aye
George Miller Aye
Carol Robison Aye
Melvin McVay Jr. Aye
Ed McFall Aye
Ann Bryant Aye

13. Any other information requested by the Governor:
SUPERSEDED EMERGENCY ACTIONS:
Superseded rules:

N/A
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TITLE 317. OKLAHOMA HEALTH CARE AUTHORITY
CHAPTER 40. DEVELOPMENTAL DISABILITIES SERVICES

SUBCHAPTER 5. MEMBER SERVICES
PART 1. AGENCY COMPANION SERVICES

317:40-5-3. Agency companion services
(a) Agency companion services (ACS):

(1) are provided by agencies that have a provider agreement with
the Oklahoma Health Care Authority (OHCA);
(2) provide a living arrangement developed to meet the specific
needs of the member that includes a live-in companion providing
supervision, supportive assistance, and training in daily living
skills provided in a shared home owned or rented by the member,
companion, or in a mutually rented or owned home;
(3) are available to members 18 years of age or older who are
eligible for services through Community or Homeward Bound
Waivers. Persons under the age of 18 years may be served with
approval from the DDSD director or designee;
(4) are based on the member's need for residential services per
OAC 340:100-5-22 and support as described in the member's
Individual Plan (IP) (Plan), per OAC 340:100-5-50 through
340:100-5-58.

(b) An agency companion:
(1) must be employed by or contract with a provider agency
approved by the Oklahoma Department of Human Services
Developmental Disabilities Services Division (DDSD);
(2) may provide companion services for one member. Exceptions
to serve as companion for two members may be granted only upon
approved by the DDSD director or designee. Exceptions may be
approved when members have an existing relationship and to
separate them would be detrimental to their well being and the
companion demonstrates the skill and ability required to serve
as companion for two members;
(3) household is limited to one individual companion provider.
Exceptions for two individual companion providers in a household
who each provide companion services to different members may be
approved by the DDSD director or designee;
(4) may not provide companion services to more than two members
at any time;
(5) household may not serve more than three members through any
combination of companion or respite services;
(6) may not have employment, volunteer activities, or personal
commitments that prevent the companion from fulfilling his or
her responsibilities to the member per OAC 317:40-5.

(A) Employment as an agency companion is the companion's
primary employment.
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(B) The companion may not have other employment when approved
to serve two members regardless of the levels of support
required by the members.
(C) The companion may have other employment when:

(i) the personal support Team documents and addresses all
related concerns in the member's IP Plan;
(ii) the other employment is approved in advance by the
DDSD area manager or designee; and
(iii) the companion's employment does not require on-call
duties and occurs during time the member is engaged in
outside activities such as school, employment or other
routine scheduled meaningful activities; and
(iv) the companion provides assurance the employment is
such that the member's needs will be met by the companion
should the member's outside activities be disrupted.

(D) If, after receiving approval for other employment,
authorized DDSD staff determines the other employment
interferes with the care, training, or supervision needed by
the member, the companion must terminate, within 30 days:

(i) the other employment; or
(ii) his or her employment as an agency companion.

(E) Homemaker, habilitation training specialist, and respite
services are not provided in order for the companion to
perform maintain other employment.

(c) Each member may receive up to 60 days per year of therapeutic
leave without reduction in the agency companion's salary.

(1) Therapeutic leave:
(A) is a SoonerCare payment made to the contract provider to
enable the member to retain services; and
(B) is claimed when:

(i) the member does not receive ACS for 24 consecutive
hours due to:

(I) a visit with family or friends without the
companion;
(II) vacation without the companion; or
(III) hospitalization, regardless of whether the
companion is present; or

(ii) the companion uses authorized respite time;
(C) is limited to no more than 14 consecutive days per event,
not to exceed 60 days per Plan of Care (POC) year; and
(D) cannot be accrued from one Plan of Care (POC) year to the
next.

(2) The therapeutic leave daily rate is the same amount as the
ACS per diem rate except for the pervasive rate which is paid at
the enhanced agency companion per diem rate.
(3) The provider agency pays the agency companion the salary
that he or she would earn if the member were not on therapeutic
leave.
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(d) The companion may receive a combination of hourly or daily
respite per POC year equal to 660 hours for respite for the
companion.
(e) Habilitation Training Specialist (HTS) services:

(1) may be approved by the DDSD director or designee when
providing ACS with additional support represents the most cost-
effective placement for the member when there is an ongoing
pattern of not:

(A) sleeping at night; or
(B) working or attending employment, educational, or day
services with documented and continuing efforts by the Team;

(2) may be approved when a time-limited situation exists in
which the ACS provider is unable to provide ACS, and the
provision of HTS will maintain the placement or provide needed
stability for the member, and must be reduced when the situation
changes;
(3) must be reviewed annually or more frequently as needed,
which includes a change in agencies or individual companion
providers.

(f) The agency receives a provider rate based on the agency's
service model. The AC rate for the:

(1) employer model includes funding for the provider agency for
the provision of benefits to the companion; or
(2) contractor model does not include funding for the provider
agency for the provision of benefits to the companion.

(d)(g) The agency receives a provider rate based on the member's
level of support. Levels of support for the member and
corresponding payment are:

(1) determined by authorized DDSD staff in accordance with
levels described in (A) through(D); and
(2) re-evaluated when the member has a change in agency
companion providers which includes a change in agencies or
individual companion providers.

(A) Intermittent level of support. Intermittent level of
support is authorized when the member:

(i) requires minimal physical assistance with basic daily
living skills, such as bathing, dressing, and eating;
(ii) may be able to spend short periods of time
unsupervised inside and outside the home; and
(iii) requires assistance with medication administration,
money management, shopping, housekeeping, meal
preparation, scheduling appointments, arranging
transportation or other activities.

(B) Close level of support. Close level of support is
authorized when the member:

(i) requires regular, frequent and sometimes constant
physical assistance and support to complete daily living
skills, such as bathing, dressing, eating, and toileting;
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(ii) requires extensive assistance with medication
administration, money management, shopping, housekeeping,
meal preparation, scheduling appointments, arranging
transportation or other activities; and
(iii) requires assistance with health, medication, or
behavior interventions that may include the need for
specialized training, equipment, and diet.

(C) Enhanced level of support. Enhanced level of support is
authorized when the member:

(i) is totally dependent on others for:
(I) completion of daily living skills, such as bathing,
dressing, eating, and toileting; and
(II) medication administration, money management,
shopping, housekeeping, meal preparation, scheduling
appointments, and arranging transportation or other
activities;

(ii) demonstrates ongoing complex medical issues requiring
specialized training courses per OAC 340:100-5-26; or
(iii) has behavioral issues that requires a protective
intervention plan (PIP) with a restrictive or intrusive
procedure as defined in OAC 340:100-1-2. The PIP must:

(I) be approved by the Statewide Behavior Review
Committee (SBRC), per OAC 340:100-3-14;
(II) be reviewed by the Human Rights Committee (HRC),
per OAC 340:100-3-6, or
(III) have received expedited approval per OAC 340:100-
5-57.

(D) Pervasive level of support. Pervasive level of support
is authorized when the member:

(i) requires additional professional level support to
remain in an agency companion setting due to pervasive
behavioral or emotional challenges. The support must be
provided:

(I) by a licensed professional counselor (LPC) or
professional with a minimum of Masters of Social Work
(MSW) degree; and
(II) as ongoing support and training to the companion,
offering best practice approaches in dealing with
specific members; and

(ii) does not have an available personal support system.
The need for this service level:

(I) must be identified by the grand staffing committee,
per OAC 340:75-8-40; and
(II) requires the provider to market, recruit, screen,
and train potential companions for the member
identified.
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(h) The Plan reflects the amount of room and board the member pays
to the companion. If the amount exceeds $450, the additional amount
must be:

(1) agreed upon by the member and, if applicable, legal
guardian;
(2) recommended by the Team; and
(3) approved by the DDSD area manager or designee.

317:40-5-5. Agency Companion Services provider responsibilities
(a) Providers of Agency Companion Services (ACS) are required to
meet all applicable standards outlined in this subchapter and
competency-based training described in OAC 340:100-3-38. The
provider agency ensures that all companions meet the criteria in
this Section.
(b) Failure to follow any rules or standards, failure to promote
the independence of the member, or failure to follow
recommendation(s) of the personal support team (Team) results in
problem resolution, as described in subsection (b) of per OAC
340:100-3-27, for the companion, and if warranted, revocation of
approval of the companion.
(c) In addition to the criteria given in OAC 317:40-5-4, the
companion:

(1) ensures no other adult or child is cared for in the home on
a regular or part-time basis including other Oklahoma Department
of Human Services (OKDHS) placements, family members, and or
friends without prior written authorization from the OKDHS
Developmental Disabilities Services Division (DDSD) area manager
or designee;
(2) meets the requirements of OAC 317:40-5-103, Transportation.
Neither the companion nor the provider agency may claim

transportation reimbursement for vacation travel;
(3) transports or arranges transportation for the member to and
from school, employment programs, recreational activities,
medical appointments, and therapy appointments;
(4) delivers services in a manner that contributes to the
member's enhanced independence, self sufficiency, community
inclusion, and well-being;
(5) participates as a member of the member's Team and assists in
the development of the member's Individual Plan (Plan) for
service provision;
(6) with assistance from the DDSD case manager and the provider
agency program coordination staff, develops, implements,
evaluates, and revises the training strategies corresponding to
the relevant outcomes for which the companion is responsible, as
identified in the Individual Plan;

(A) The companion documents and provides monthly data and
health care summaries to the provider agency program
coordination staff.
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(B) The agency staff provides monthly reports to the DDSD
case manager or nurse.

(7) delivers services at appropriate times as directed in the
Individual Plan;
(8) does not deliver services that duplicate the services
mandated to be provided by the public school district pursuant
to the Individuals with Disabilities Education Act (IDEA);
(9) is sensitive to and assists the member in participating in
the member's chosen religious faith. No member is expected to
attend any religious service against his or her wishes;
(10) participates in and supports visitation and contact with
the member's natural family, guardian, and friends, provided
this visitation is desired by the member;
(11) obtains permission from the member's legal guardian, if a
guardian is assigned, and notifies the family, the provider
agency program coordination staff, and the case manager prior
to:

(A) traveling out of state;
(B) overnight visits; or
(C) involvement of the member in any publicity;

(12) serves as the member's health care coordinator in
accordance with per OAC 340:100-5-26;
(13) ensures the monthly room and board contribution received
from the member as reflected on OKDHS Form 06AC074E, Service
Authorization Budget (SAB), is used toward the cost of operating
the household;
(14) assists the member in accessing entitlement programs for
which the member may be eligible and maintains records required
for the member's ongoing eligibility;
(15) works closely with the provider agency program coordination
staff and the DDSD case manager to ensure all aspects of the
member's program are implemented to the satisfaction of the
member, the member's family or legal guardian, when appropriate,
and the member's Team;
(16) assists the member in achieving the member's maximum level
of independence;
(17) submits, in a timely manner, to the provider agency program
coordination staff all necessary information regarding the
member;
(18) ensures that the member's confidentiality is maintained in
accordance with per OAC 340:100-3-2;
(19) supports the member in forming and maintaining friendships
with neighbors, co-workers, and peers, including people who do
not have disabilities;
(20) implements training and provides supports that enable the
member to actively join in community life;
(21) does not serve as representative payee for the member
without a written exception approval from the DDSD area manager
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or designee;
(A) The written approval exception is retained in the
member's home record.
(B) When serving as payee, the companion complies with the
requirements of OAC 340:100-3-4.

(22) ensures the member's funds are properly safeguarded.
(23) must obtain obtains prior approval from the provider agency
when making a purchase of over $50.00 with the member's funds;
(24) allows the provider agency staff and DDSD staff to make
announced and unannounced visits to the home;
(25) develops an Evacuation Plan, using OKDHS Form 06AC020E, for
the home and conducts training with the member;
(26) conducts fire and weather drills at least quarterly and
maintains documents the Fire and Weather Drill Record, OKDHS
fire and weather drills using Form 06AC021E, available for
review: ;
(27) develops and maintains a Personal Possession Inventory
personal possession inventory for personal possessions and
adaptive equipment, OKDHS using Form 06AC022E, documenting the
member's possessions and adaptive equipment;
(28) supports the member's employment program by:

(A) assisting the member to wear appropriate work attire; and
(B) contacting the member's employer only as outlined by the
Team and in the Individual Plan; and

(29) is responsible for the cost of their meals and
entertainment during recreational and leisure activities.
Activities must be affordable to the member. Concerns about
affordability are presented to the Team for resolution.
(29) (30) follows all applicable rules promulgated by the
Oklahoma Health Care Authority or and DDSD, including:

(A) OAC 340:100-3-40;
(B) OAC 340:100-5-50 through 100-5-58;
(C) OAC 340:100-5-26;
(D) OAC 340:100-5-34;
(E) OAC 340:100-5-32;
(F) OAC 340:100-5-22.1;
(G) OAC 340:100-3-27; and
(H) OAC 340:100-3-38.

317:40-5-8. Agency companion services service authorization budget
[REVOKED]

Upon approval of the home profile per OAC 317:40-5-40, the
companion, provider agency, the Oklahoma Department of Human
Services (OKDHS) Developmental Disabilities Services Division
(DDSD) case manager, agency companion services (ACS) staff, and
others as appropriate meet to develop a service authorization
budget. The service authorization budget form is used to develop
the individual service budget for the member's program and is
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updated annually by the member's Personal Support Team (Team).
(1) The companion receives:

(A) a salary based on the level of support needed by the
member. The level of support is determined by authorized
DDSD staff per OAC 317:40-5-3. The ACS rate for the:

(i) employer model includes funding for the provider
agency for the provision of benefits to the companion; and
(ii) contractor model does not include funding for the
provider agency for the provision of benefits to the
companion.

(B) any combination of hourly or daily respite per Plan of
Care year to equal 660 hours in order to provide respite to
the companion as reflected on the service authorization
budget form.
(C) Habilitation training specialist (HTS) services:

(i) may be approved by the DDSD director or designee when
providing ACS with additional support represents the most
cost-effective placement for the member and the member has
an ongoing pattern of not:

(I) sleeping at night; or
(II) working or attending employment services, with
documented and continuing efforts by the Team.

(ii) may be approved when a time limited situation exists
in which the ACS provider is unable to provide ACS and the
provision of HTS will maintain the placement or provide
needed stability to the member; and must be reduced when
the situation changes.
(iii) must be reviewed annually or more often if needed,
which includes a change in agencies or individual
companion providers.

(2) The service authorization budget form reflects the amount of
room and board the member pays to the companion. If the amount
exceeds $450, the increase must be:

(A) agreed to by the member and, if applicable, legal
guardian;
(B) recommended by the Team; and
(C) submitted with written justification attached to the
service authorization budget form to the DDSD area manager or
designee for approval.

(3) A back-up plan identifying respite staff is developed by the
provider agency program coordination staff and companion, prior
to the meeting to discuss the service authorization budget.

(A) The back-up plan:
(i) is submitted to the DDSD case manager for review and
approval;
(ii) describes expected and emergency back-up support and
program monitoring for the home; and
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(iii) is reviewed initially and annually by the SFC
specialist.

(B) The companion and provider agency program coordination
staff equally share the responsibility to identify approved
respite providers who are:

(i) knowledgeable about the member;
(ii) trained to implement the member's Individual Plan
(Plan);
(iii) trained per OAC 340:100-3-38; and
(iv) when possible, involved in the member's daily life.

(C) The spouse or other adult residing in the home may
provide ACS in the absence of the companion, when trained per
OAC 340:100-3-38.
(D) The spouse or other adult residing in the home cannot
serve as paid respite staff.

(4) The companion and respite staff are responsible for the cost
of their meals and entertainment during recreation and leisure
activities. Activities selected must be affordable to the
member and respite staff. Concerns about affordability are
presented to the Team for resolution.
(5) The member is allowed therapeutic leave per OAC 317:40-5-3.

317:40-5-9. Payment authorization for Agency Companion Services
Authorization for payment of Agency Companion Services (ACS) is

made contingent upon the completion receipt of:
(1) the letter that approves the applicant applicant's approval
letter authorizing to provide ACS for the identified service
recipient member;
(2) an approved service authorization budget (SAB) in accordance
with OAC 317:40-5-8;
(3) (2) an approved relief and emergency back-up plan;
(4) (3) revision of the revised Individual Plan;
(5) (4) revision of the service recipient's revised Plan of
Care; and
(6) (5) the placement of the service recipient member in the ACS
home.

317:40-5-13. Agency Companion Services provider agency
responsibilities
(a) The agency providing Agency Companion Services (ACS) complies
with Oklahoma Health Care Authority and Oklahoma Department of
Human Services policies and procedures governing all aspects of
service provision.
(b) The provider agency is responsible for all employee or contract
provider related activities detailed in this Subchapter.
(c) In the event the provider agency wishes to discontinue services
immediately due to an emergency, the provider agency cooperates
with the Developmental Disabilities Services Division (DDSD) to
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secure alternative services in the least restrictive environment.
(d) The provider agency ensures that services provided meet
requirements of OAC 340:100-5-22.1, unless different requirements
are stated in this Section.
(e) If the agency serves as the service recipient's member's
representative payee, the agency must adhere to the requirements of
OAC 340:100-3-4.1.
(f) The provider agency acts immediately to remedy any situation
posing a risk to the health, well-being, or provision of specified
services to the service recipient member.

(1) In the event of such a risk, the provider agency immediately
notifies DDSD of the nature of the situation and notifies DDSD
upon the resolution of the threatening situation.
(2) The provider agency's program coordination staff contacts
and informs the DDSD case manager within 24 hours of an incident
or injury. The provider agency completes and submits incident
and injury reports to DDSD in accordance with OAC 340:100-3-34.
(3) A companion is immediately terminated when a provider agency
becomes aware that a companion's name appears on the Community
Services Worker Registry per OAC 340:100-3-39.

(g) The provider agency ensures that only one service recipient
member is served in a provider home. Exceptions may be approved by
the DDSD area manager or designee.
(h) When the provider agency has knowledge of problems occurring in
the placement, the provider agency's program coordination staff
immediately schedules a meeting with the companion, the service
recipient member, the service recipient's member's legal guardian
or advocate, the DDSD case manager and other appropriate DDSD staff
to resolve the issues involved. If resolution of the issues does
not occur at the meeting, any participant is to contact the DDSD
area manager or designee and the provider agency for resolution.
(i) When a change in the provider agency is requested by the
service recipient member or the companion, all participants attempt
to resolve the issues. No change in the provider agency occurs
unless the DDSD area manager or designee agrees that all issues
have been discussed.
(j) The decision to remain or terminate services with the provider
agency is the choice of the service recipient member or his or her
legal guardian.
(k) When a service recipient member transfers from a provider
agency, the provider agency ensures that the service recipient
member has a 30-day supply of medication and a seven-day supply of
food, household supplies, and personal supplies.
(l) The responsibilities of the provider agency's program
coordination staff are:

(1) to visit the provider home daily during the first week of
placement;
(2) to visit the home a minimum of three times per month in
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accordance with per OAC 340:100-5-22.1;
(3) to allow the needs of the service recipient member to
determine the frequency of all other visits;
(4) to coordinate and submit monthly quarterly reports to the
provider agency for submission to the DDSD area office; and
(5) to communicate regularly with the DDSD case manager
regarding any changes in the household or any other program
issues or concerns.

(m) The provider agency works with the companion, member, and
guardian to develop a back-up plan identifying respite staff. The
back-up plan:

(1) is submitted to the DDSD case manager for approval;
(2) describes expected and emergency back-up support and program
monitoring for the home; and
(3) is incorporated into the member's Individual Plan (Plan).

(n) The respite provider is:
(1) knowledgeable about the member;
(2) trained to implement the member's Plan;
(3) trained per OAC 340:100-3-38;
(4) responsible for the cost of their meals and entertainment
during recreation and leisure activities. Activities selected
must be affordable to the member and respite staff. Concerns
about affordability are presented to the Team for resolution.

(o) The spouse or other adult residing in the home is considered a
natural support and may provide ACS in the absence of the
companion, when trained per OAC 340:100-3-38.12.
(p) The spouse or other adult residing in the home cannot serve as
paid respite staff.

PART 5. SPECIALIZED FOSTER CARE

317:40-5-59. Back-up Plan for persons receiving Specialized Foster
Care

Prior to a member moving into Specialized Foster Care (SFC), the
SFC provider and the SFC specialist develop a Back-up Plan. The
SFC specialist communicates the Back-Up Plan in writing to the DDSD
case manager for incorporation into the Individual Plan.

(1) The Back-up Plan identifies the person(s) who provides
emergency back-up supports.
(2) The member's natural family is considered as the first
resource for the Back-up Plan at no cost to OKDHS, unless the
member is in the custody of the Oklahoma Department of Human
Services.
(3) The Back-up Plan contains the name(s) and current telephone
number(s) of the person(s) providing back-up service.
(4) When paid providers are necessary, the Back-up Plan explains
specifically where the service is to be provided.

(A) If back-up service is to be provided outside the SFC
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home, a Home Profile must be completed for the back-up staff
per OAC 317:40-5-40.
(B) If back-up service is to be provided in the SFC home, the
person providing this service must have completed all
necessary requirements to become a paid provider, including:

(i)an Oklahoma State Bureau of Investigation (OSBI) name
and criminal records history search , including the
Department of Public Safety (DPS), Sex Offender, and Mary
Rippy Violent Offender Registries;
(ii) a Federal Bureau of Investigation (FBI) national
criminal history search, based on the fingerprints of the
applicant;
(iii) a search of any involvement as a party in a court
action; that may impact the safety or stability of the
member that includes:

(I) victims protective order; or
(II) bankruptcy;

(iv) a search of all Oklahoma Department of Human Services
(OKDHS) records, including child welfare (CW) records;
(v) a search of all applicable out-of-state child abuse
and neglect registries for any applicant who has not lived
continuously in Oklahoma for the past five years. The
applicant is not approved without the results of the out-
of-state maintained child abuse and neglect registry
checks, if a registry is maintained in the applicable
state;
(vi) Community Services Worker registry check;
(vii) Oklahoma statutorily mandated liability insurance
coverage, and a valid driver license; and
(viii) completion of required DDSD training per OAC
340:100-3-38.4.

(C) The Back-up Plan details where the member and provider
will stay if the provider's home is not habitable. If there
is a fee to stay in the alternate location, the fee is paid
by the provider and not reimbursed by DDSD.

(5) The Back-up Plan is jointly reviewed at least monthly by the
SFC specialist and the SFC provider to ensure the Back-up Plan
continues to be appropriate and current.
(6) The SFC provider is responsible to report any needed changes
in the Back-up Plan to the SFC specialist.
(7) The SFC specialist will report any changes in the Back-up
Plan to the case manager.

PART 9. SERVICE PROVISIONS

317:40-5-101. Architectural modifications
(a) Applicability. The rules in this Section apply to
architectural modification (AM) services authorized by the Oklahoma
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Department of Human Services (OKDHS) Developmental Disabilities
Services Division (DDSD) through Home and Community Based Services
(HCBS) Waivers.
(b) General information. Architectural Modification services:

(1) are provided by building contractors who have contractual
agreements with the Oklahoma Health Care Authority to provide
Home and community Based Services. Providers must meet
requirements of the International Code Council (ICC), formerly
the Building Official and Code Administrators (BOCA), for
building, electrical, plumbing and mechanical inspections;
(2) include the installation of ramps, grab-bars, widening of
doorways, modification of a bathroom or kitchen facilities,
specialized safety adaptations such as scald protection devices,
stove guards, and modifications required for the installation of
specialized equipment, which are necessary to ensure the health,
welfare and safety of the member or that enable the member to
function with greater independence in the home;
(3) must be recommended by the member's Team and included in
the member's IP. Arrangements for this service must be made
through the member's case manager;
(4) are performed on homes of eligible members who have
disabilities that limit accessibility or require modifications
to ensure health and safety;
(5) are provided based on the:

(A) assessment and Personal Support Team (Team) consideration
of the member's unique needs per OAC 317:40-5-101(b);
(B) scope of architectural modifications per OAC 317:40-5-
101;
(C) most appropriate and cost effective bid, if applicable,
ensuring the quality of materials and workmanship;
(D) lack of a less expensive equivalent, such as assistive
technology, that meets the member's needs; and
(E) safety and suitability of the home.

(6) are limited to modifications of two different residences
within any seven year period beginning with the member's first
request for an approved architectural modification service;
(7) are provided with assurance of plans for the member to
remain in the residence for at least five years;
(8) may be denied when DDSD determines the home is unsafe or
otherwise unsuitable for architectural modifications.

(A) DDSD area office resource development staff with
architectural modification experience screens a home for
safety and suitability for architectural modifications prior
to home acquisition.
(B) Members needing home modification services and provider
agencies assisting members to locate rental property identify
several homes, when possible, for screening in order to
select a home with the fewest or most cost effective
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modifications;
(9) are provided to eligible members with the homeowner's signed
permission;
(10) are not authorized to modify homes solely for family or
staff convenience or for cosmetic preference;
(11) are provided on finished rooms complete with wiring and
plumbing;
(12) services that do not meet the requirements of OAC 317:40-5-
101 may be approved by the DDSD division administrator or
designee in exceptional circumstances; and
(13) are authorized in accordance with requirements of The
Oklahoma Central Purchasing Act 74 O.S., ' 85.1 et. Seq.,
Chapter 15 of Title 580 of the Department of Central Services,
and other applicable statutory provisions.

(c) Assessment and Team process.
(1) Architectural modification assessments are performed by:

(A) DDSD area office resource development staff with
architectural modification experience, when the requested
architectural modification complies with minimum applicable
national standards for persons with physical disabilities as
applicable to private homes; or
(B) a licensed occupational therapist or physical therapist,
at the request of designated DDSD area office resource
development staff or area program supervisory staff, when the
requested architectural modification exceeds or requires a
variance to applicable national standards for persons with
physical disabilities, or when such expertise is deemed
necessary by DDSD area office resource development staff or
area program supervisory staff.

(2) The Team considers the most appropriate architectural
modifications based on the:

(A) member's needs;
(B) member's ability to access his or her environment; and
(C) possible use of assistive technology instead of
architectural modification.

(3) The Team considers architectural modifications that:
(A) are necessary to ensure the health, welfare, and safety
of the member; and
(B) provide the member increased access to the home to reduce
dependence on others for assistance in daily living
activities.

(d) Requirements and standards for architectural modification
contractors and construction. All contractors must meet applicable
federal, state and local requirements.

(1) Contractors are responsible for:
(A) obtaining all permits required by the municipality where
construction is performed;
(B) following all applicable building codes; and
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(C) taking and providing pictures to area office resource
development staff of each completed architectural
modification project within five working days of project
completion and prior to payment of the architectural
modification claim. Area office resource development staff
may take pictures of the completed architectural modification
projects when requested by the contractor.

(2) Any penalties assessed for failure to comply with
requirements of the municipality are the sole responsibility of
the contractor.
(3) New contractors must provide three references of previous
work completed.
(4) Contractors must provide evidence of:

(A) liability insurance;
(B) vehicle insurance; and
(C) worker's compensation insurance or affidavit of
exemption. ; and
(D) lead paint safety certificate.

(5) All modifications meet national standards for persons with
physical disabilities as applicable to private homes unless a
variance is required by the assessment.
(6) Contractors complete construction in compliance with written
assessment recommendations from the:

(A) DDSD area office resource development staff with
architectural modification experience; or
(B) a licensed professional.

(7) All architectural modifications must be completed by using
high standard materials and workmanship, in accordance with
industry standard.
(8) Ramps are constructed using the standards in (A) through (G)
of this paragraph.

(A) All exterior wooden ramps are constructed of number two
pressure treated wood.
(B) Surface of the ramp has a rough, non-skid texture.
(C) Ramps are assembled by the use of deck screws.
(D) Hand rails on ramps, if required, are sanded and smooth.
(E) Ramps can be constructed of stamped steel.
(F) Support legs on ramps are no more than six feet apart.
(G) Posts on ramps must be set or anchored in concrete.

(9) Roll-in showers are constructed to meet standards in (A)
through (E) of this paragraph.

(A) The roll-in shower includes a new floor that slopes
uniformly to the drain at not less than one-fourth nor more
than one-half inch per foot.
(B) The material around the drain is flush, without an edge
on which water can catch before going into the drain.
(C) Duro-rock, rather than sheet rock, is installed around
the shower area, at least 24 inches up from the floor, with
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green board above the duro-rock.
(D) Tile, shower insert, or other appropriate water resistant
material is installed to cover the duro-rock and green board.
(E) The roll-in shower includes a shower pan, or liner if
applicable.
(F) Roll in showers may also be constructed with a one piece
pre-formed material.

(10) DDSD area office resource development staff inspect any or
all architectural modification work, prior to payment of an
architectural modifications claim, to ensure:

(A) architectural modifications are completed in accordance
with assessments; and
(B) quality of workmanship and materials used comply with
requirements of OAC 317:40-5-101.

(e) Architectural modifications when members change residences.
(1) When two or more members share a home that has been modified
and the member will no longer be sharing the home, the member
whose Plan of Care authorized the modifications is given the
first option of remaining in the residence.
(2) Restoration of architectural modifications is performed only
for members of the Homeward Bound class when a written agreement
between the homeowner and DDSD director, negotiated before any
architectural modifications begin, describes in full the extent
of the restoration. If no written agreement exists between the
DDSD director and homeowner, OKDHS is not responsible to
provide, pay for, or authorize any restorative services.

(f) Services not covered under architectural modifications.
Architectural modifications do not include adaptations or
improvements to the home which are of general utility and are not
of direct medical or remedial benefit to the member, construction,
reconstruction, or remodeling of any existing construction in the
home, such as floors, sub-floors, foundation work, roof, or major
plumbing.

(1) Square footage is not added to the home as part of an
architectural modification.
(2) Architectural modifications are not performed during
construction or remodeling of a home.
(3) Modifications not authorized by the OKDHS include, but are
not limited to:

(A) roofs;
(B) installation of heating or air conditioning units;
(C) humidifiers;
(D) water softener units;
(E) fences;
(F) sun rooms;
(G) porches;
(H) decks;
(I) canopies;
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(J) covered walkways;
(K) driveways;
(L) sewer lateral lines or septic tanks;
(M) foundation work;
(N) room additions;
(O) carports;
(P) concrete for any type of ramp, deck, or surface other
than a five by five landing pad at the end of a ramp, as
described in applicable national standards for persons with
physical disabilities as applicable to private homes;
(Q) non-adapted home appliances;
(R) carpet or floor covering that is not part of an approved
architectural modification that requires and includes a
portion of the floor to be re-covered such as a roll in
shower, a door widening; or
(S) a second ramp or roll in shower in a home.

(4) A sidewalk is not authorized unless needed by the member to
move between the house and vehicle.

(g) Approval or denial of architectural modification services.
DDSD approval or denial of an architectural modification service is
determined in accordance with (1) through (3) of this subsection.

(1) The architectural modification request provided by the DDSD
case manager to DDSD area office resource development staff
includes:

(A) documentation from the member's Team confirming the need
and basis for architectural modification, including the
architectural modification assessment;
(B) documentation of current Team consensus, including
consideration of issues per OAC 317:40-5-101;
(C) lease, proof of home ownership, or other evidence that
the member is able to live in the modified residence for at
least 12 months; and
(D) an assurance by the member or legal guardian, if
applicable, that the member plans to reside in the residence
for five years.

(2) The DDSD area office:
(A) authorizes architectural modification services less than
$2500 when the plan of care is less than the state office
reviewer limit; and
(B) provides all required information to the DDSD State
Office architectural modification programs manager for
authorization of services when the plan of care is more than
the area office limit or is $2500 or more.

(3) Architectural modifications may be denied when the
requirements of OAC 317:40-5-101 are not met.

(h) Appeals. The denial of acquisition of an architectural
modification request may be appealed per OAC 340:2-5.
(i) Resolving problems with services. If the member, family
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member, or legal guardian, or Team is dissatisfied with the
architectural modification, the problem resolution process per OAC
340:100-3-27 is initiated.

317:40-5-113. Adult Day Services
(a) Introduction. Adult Day Services are provided by agencies
approved by the Developmental Disabilities Services Division (DDSD)
of the Oklahoma Department of Human Services (OKDHS) that have a
valid Oklahoma Health Care Authority contract for providing Adult
Day Services. This service is available through the Community
Waiver, Homeward Bound Waiver and through the In-Home Supports
Waiver for Adults. Adult Day Services is a structured,
comprehensive program that provides a variety of health, social,
and related support services in a protective environment for some
portion of a day. Individuals who participate in adult day
services receive these services on a planned basis during specified
hours. Adult day services are designed to work toward the goals
of:

(1) promoting the member's maximum level of independence;
(2) maintaining the member's present level of functioning as
long as possible, preventing or delaying further deterioration;
(3) assisting the member in achieving the highest level of
functioning possible;
(4) providing support, respite, and education for families and
other caregivers; and
(5) fostering socialization and peer interaction.

(b) Eligibility requirements. Adult Day Services are provided to
eligible members whose teams have determined the service is
appropriate to meet their needs. Members must:

(1) require ongoing support and supervision in a safe
environment when away from their own residence;
(2) be 18 years of age or older; and
(3) not pose a threat to others.

(c) Provider requirements. Provider agencies must:
(1) meet the licensing requirements set forth by Section 1-873
et seq of Title 63 of the Oklahoma Statutes;
(2) comply with OAC 310:605, Adult Day Care Centers;
(3) allow DDSD staff to make announced and unannounced visits to
the facility during the hours of operation;
(4) provide the DDSD case manager a copy of the individualized
plan of care;
(5) submit incident reports per OAC 340:100-3-34;
(6) maintain a copy of the member's Individual Plan (Plan);
(7) submit Oklahoma Department of Human Services (OKDHS) Adult
Day Services Progress Report Form 06WP046E to the DDSD case
manager by the tenth of each month for the previous month's
services per OAC 340:100-5-52, for each member receiving
services; and
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(8) serve as a member of the Personal Support Team and meet the
Personal Support Team requirements per OAC 340:100-5-52.

(d) Coverage. The member's Plan contains detailed descriptions of
services to be provided and documentation of hours of services.
All services must be authorized in the Plan and reflected in the
approved plan of care. Arrangements for care must be made with the
member's case manager.

SUBCHAPTER 7. EMPLOYMENT SERVICES THROUGH HOME AND
COMMUNITY-BASED SERVICES WAIVERS

317:40-7-12. Enhanced rates
An Enhanced Rate is available for both Community-Based Group

Services and Group Job Coaching Services when necessary to meet a
member's intensive personal needs in the employment setting(s).
The need for the enhanced rate is identified through the Team
process and is supported by documentation in the Individual Plan
(Plan) with consideration of risk assessment per OAC 340:100-5-56
and assessment of medical, nutritional, and mobility needs and:

(1) Team assessment per OAC 340:100-5-51, OAC 340:100-5-56, OAC
340:100-5-57, and OAC 340:100-5-26 of the member's needs.
(2) the member must:

(A) have a protective intervention plan that:
(i) contains a restrictive or intrusive procedure as
defined in OAC 340:100-1-2 implemented in the employment
setting;
(ii) has been approved by the State Behavior Review
Committee (SBRC) in accordance with OAC 340:100-3-14 or by
the Developmental Disabilities Services Division (DDSD)
staff per OAC 340:100-5-57; and
(iii) has been reviewed by the Human Rights Committee
(HRC) per OAC 340:100-3-6;

(B) have procedures included in the Individual Plan which
address dangerous behavior that places the member or others
at risk of serious physical harm but are neither restrictive
or intrusive procedures as defined in OAC 340:100-1-2. The
Team submits documentation of this risk and the procedures to
the positive support field specialist to assure that positive
approaches are being used to manage dangerous behavior;
(C) have a visual impairment that requires assistance for
mobility or safety;
(D) have two or more of the circumstances given in this
subparagraph.

(i) The member has medical support needs which are rated
at Level 4, Level 5, or Level 6 on the Physical Status
Review (PSR), explained in OAC 340:100-5-26 or a
comparable level of high medical needs as documented in
the Plan.
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(ii) (D) The member has have nutritional needs requiring tube
feeding or other dependency for food intake which must occur
in the employment setting.
(iii) (E) The member has have mobility needs, such that he or
she requires two or more people for lifts, transfers, and
personal care. Use of a mechanical lift or other assistive
technology has been evaluated for the current employment
program and determined not feasible by the DDSD division
director or designee; or
(E) (F) reside in alternative group home as described in OAC
317:40-5-152.

(3) The enhanced rate can be claimed only if the person
providing services fulfills all applicable training criteria
specified in OAC 340:100-3-38.
(4) There are no exceptions for the enhanced rate other than as
allowed in this Section.

317:40-7-15. Service requirements for employment services through
Home and Community-Based Services Waivers
(a) The Developmental Disabilities Services Division (DDSD) case
manager, member, a member's family or, if applicable, legal
guardian, and provider develop a preliminary plan of services
including:

(1) site and amount of the services to be offered;
(2) types of services to be delivered; and
(3) expected outcomes.

(b) To promote community integration and inclusion, employment
services are only delivered in non-residential sites.

(1) Employment services through Home and Community-Based
Services (HCBS) Waivers cannot be reimbursed if those services
occur in the residence or property of the member or provider-
paid staff, including garages and sheds, whether or not the
garage or shed is attached to the home.
(2) No exceptions to OAC 317:40-7-15(b) are authorized.

(c) Providers of HCBS employment services comply with OAC 340:100-
17.
(d) (c) The service provider is required to notify the DDSD case
manager in writing when the member:

(1) is placed in a new job;
(2) loses his or her job. A Personal Support Team (Team)
meeting must be held if the member loses the job;
(3) experiences significant changes in the community-based
schedule or employment schedule; or
(4) experiences other circumstances, per OAC 340:100-3-34.

(e) (d) The provider submits Oklahoma Department of Human Services
(OKDHS) Provider Progress Report per OAC 340:100-5-52, for each
member receiving services.
(f) (e) The cost of a member's employment services, excluding
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transportation and state-funded services per OAC 340:100-17-30,
cannot exceed $25,000 per Plan of Care year.
(g) (f) Each member receiving residential supports per OAC 340:100-
5-22.1 or group home services is employed for 30 hours per week or
receives a minimum of 30 hours of employment services, adult day
services per OAC 317:40-5-113, or a combination of both, each week,
excluding transportation to and from the member's residence.

(1) Thirty hours of employment service each week can be a
combination of community-based services, center-based services,
employment training specialist (ETS) intensive training
services, stabilization services, and job coaching services.
Center-based services cannot exceed 15 hours per week for
members receiving services through the Homeward Bound Waiver.
(2) Less than 30 hours of employment activities per week
requires approval per OAC 317:40-7-21.

317:40-7-21. Exception process for employment services through Home
and Community-Based Services Waivers
(a) All exceptions to rules in OAC 317:40-7 are:

(1) approved per OAC 317:40-7-21 prior to service
implementation;
(2) intended to result in the Personal Support Team (Team)
development of an employment plan tailored to meet the member's
needs;
(3) identified in the Individual Plan (Plan) process per OAC
340:100-5-50 through 340:100-5-58; and
(4) documented and recorded in the Individual Plan by the
Developmental Disabilities Services Division (DDSD) case manager
after Team approval.

(b) A request for an exception to the minimum of 30 hours per week
of employment services, adult day services per OAC 317:40-5-113, or
a combination of both, per OAC 317:40-7-15, includes documentation
of the Team's:

(1) discussion of:
(A) current specific situation that requires an exception;
(B) all employment efforts, successful and unsuccessful, made
by the member and Team in the past year; and
(C) progress toward previous exception strategies or plans;

(2) plan with specific steps and target dates to address the
situation throughout the Plan of Care year so the exception may
be lessened or no longer necessary at the end of the Plan of
Care year; and
(3) specific residential schedule to provide integrated
activities outside the home while the plan to increase to 30
hours is implemented.

(c) A request for an exception to the maximum limit of 15 hours per
week for center-based services, per OAC 317:40-7-6, or continuous
supplemental supports, per OAC 317:40-7-13, for a member receiving
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services through the Homeward Bound Waiver includes documentation
of the Team's:

(1) discussion of:
(A) current specific situation that requires an exception;
(B) all employment efforts, successful and unsuccessful, made
by the member and Team in the past year; and
(C) progress toward previous exception strategies or plans;
and

(2) plan with specific steps and target dates to address the
situation throughout the Plan of Care year so the exception may
be lessened or no longer necessary at the end of the Plan of
Care year.

(d) A request for an alternative to required community-based
activities per OAC 317:40-7-5 includes documentation of the Team's:

(1) discussion of:
(A) current specific situation that requires an exception;
(B) all employment efforts, successful and unsuccessful, made
by the member and Team in the past year; and
(C) progress toward previous exception strategies or plans;
and

(2) plan with specific steps and target dates to address the
situation throughout the Plan of Care year so the exception may
be lessened or no longer necessary at the end of the Plan of
Care year.

(e) Exception requests per OAC 340:40-7-21(f) are documented by the
DDSD case manager after Team consensus and submitted to the DDSD
area manager or designee within ten working days after the annual
IP or interim Team meeting. The area manager approves or denies
the request with a copy to the DDSD area office claims staff and
case manager based on the thoroughness of the Team's discussion of
possible alternatives and reasons for rejection of the other
possible alternatives.

(1) State dollar reimbursement for absences of a member
receiving services through the Community Waiver in excess of 10%
of authorized units up to 150 units is approved for medical
reasons only. The request includes:

(A) Team's discussion of current specific situation that
requires an exception;
(B) specific medical issues necessitating the exception
request; and
(C) a projection of units needed to complete the State fiscal
year.

(2) A request for any other exception to rules in OAC 317:40-7-
21 requires documentation of the Team's discussion of:

(A) current specific situation that requires an exception;
(B) all employment efforts, successful and unsuccessful, made
by the member and Team in the past year; and
(C) progress toward previous exception strategies or plans.
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(f) The DDSD director or designee may review exceptions granted per
OAC 317:40-7-21, directing the Team to provide additional
information, if necessary, to comply with OAC 340:100-3-33.1 and
other applicable rules.
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STATE OF OKLAHOMA 
OKLAHOMA HEALTH CARE AUTHORITY 

 
 
TO:  Tywanda Cox 
  Policy Development 
 
From:  Samantha Galloway 
 
SUBJECT: Rule Impact Statement 
  (Reference APA WF # 11-32B) 
 

A. Brief description of the purpose of the rule:  
 

SoonerCare waiver policy for individuals with 
intellectual disabilities is revised to provide 
clarification of policy for the termination of Agency 
Companion providers based on certain background check 
information and to provide clarification on the limits 
of background search information for Specialized 
Foster Care providers regarding involvement in a court 
action.  Additionally policy is revised to require 
architectural modification contractors to provide 
evidence of a lead based paint safety certificate; the 
addition of Adult Day Services for members in the 
Homeward Bound  Waiver; removal of the Physical Status 
Review score as one of criteria for determining the 
enhanced rate for Community Based Group services and 
Job Coaching Services, and removal of Adult Day 
Services as an option to the member's required 
employment hours.  Other minor policy revisions are 
also included.   
 

B. A description of the classes of persons who most likely 
will be affected by the proposed rule, including classes 
that will bear the cost of the proposed rule, and any 
information on cost impacts received by the agency from 
any private or public entities: 

     
 The classes of persons most likely to be affected by 

the proposed rules are Oklahomans receiving community 
supports or residential services through the Oklahoma 
Department of Human Services, Developmental 
Disabilities Services Division (DDSD), placement 
providers, community contractors, and DDSD staff.  The 
affected classes of persons will bear no costs 
associated with implementation of the rules. 
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 C. A description of the classes of persons who will benefit 

from the proposed rule:   
    
  The classes of persons who will benefit are children, 

youth, adults, and families served by DDSD, DDSD 
staff, contract agencies, and service and placement 
providers with OKDHS, OHCA, or both, contractual 
agreements. 

 
 D. A description of the probable economic impact of the 

proposed rule upon the affected classes of persons or 
political subdivisions, including a listing of all fee 
changes and, whenever possible, a separate justification 
for each fee change: 

 
The revised rules do not have a known economic impact 
on the affected entities. There are no fee changes 
associated with the revised rules. 

 
 E. The probable costs and benefits to the agency and to any 

other agency of the implementation and enforcement of 
the proposed rule, the source of revenue to be used for 
implementation and enforcement of the proposed rule, and 
any anticipated affect on state revenues, including a 
projected net loss or gain in such revenues if it can be 
projected by the agency:   

  
  There is no anticipated cost or monetary benefit to 

this or any other agency as a result of implementation 
of the rule changes.  

 
 F. A determination of whether implementation of the 

proposed rule will have an economic impact on any 
political subdivisions or require their cooperation in 
implementing or enforcing the rule: 

 
  The proposed rule will not have an economic impact on 

any political subdivision or require their cooperation 
in implementing or enforcing the rule.   

 
 G. A determination of whether implementation of the 

proposed rule will have an adverse effect on small 
business as provided by the Oklahoma Small Business 
Regulatory Flexibility Act: 
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  The proposed rule will not have an adverse effect on 
small businesses as provided by the Oklahoma Small 
Business Regulatory Flexibility Act.  

 
 H. An explanation of the measures the agency has taken to 

minimize compliance costs and a determination of whether 
there are less costly or non-regulatory methods or less 
intrusive methods for achieving the purpose of the 
proposed rule:  

 
  There are no less costly or non-regulatory methods or 

less intrusive methods for complying with state or 
federal mandates.  DDSD solicited and incorporated 
suggestions from family members of service recipients, 
advisory groups, contractors, and DDSD staff regarding 
service provisions and other supportive activities in 
the proposed revisions. 

 
I. A determination of the effect of the proposed rule on 

the public health, safety and environment and, if the 
proposed rule is designed to reduce significant risks to 
the public health, safety and environment, an 
explanation of the nature of the risk and to what extent 
the proposed rule will reduce the risk: 

 
Implementation of the proposed rules will improve the 
means in which supportive services are rendered at the 
community and statewide level. 

 
J. A determination of any detrimental effect on the public 

health, safety and environment if the proposed rule is 
not implemented: 

 
 The agency does not anticipate any detrimental effects 

on the public health, safety, or environment. 
 

K.  The date the rule impact statement was prepared and if 
 modified, the date modified: 

 
This rule impact statement was prepared on September 16, 
2011.   
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AGENCY RULE REPORT

1. Date Notice Was Published in Oklahoma Register:
January 18, 2012 through February 16, 2012

2. Agency Name/Address:
Oklahoma Health Care Authority
2401 N.W. 23rd St. Suite 1A
Oklahoma City, Oklahoma 73107

3. Title and Number of Rule(s):
Title 317: Oklahoma Health Care Authority
Chapter 45. Insure Oklahoma
Subchapter 1. General Provisions
317:45-1-3. [AMENDED]
317:45-1-4. [AMENDED]
(Reference APA WF # 11-33)

4. Statutory Authority for Rule:
The Oklahoma Health Care Authority Board; The Oklahoma Health
Care Authority Act, Section 5003 through 5016 of Title 63 of
Oklahoma Statutes; Sections 1009.2 and 1010.1 of Title 56 of
Oklahoma Statutes

5. Brief Summary of Content of Adopted Rule(s):
Insure Oklahoma rules are revised to clarify in-network is
defined as the highest percentage reimbursement network
approved by OHCA. The rules are also revised to clarify that
OHCA will only reimburse expenses related to the highest
percentage network.

6. Statement Explaining need for the Adopted Rule:
The Agency finds that a compelling public interest exists
which necessitates promulgation of permanent rules and
requests approval of rule revisions to amend policy to
clarify in-network is defined as the highest percentage
reimbursement network approved by OHCA. The rules are also
revised to clarify that OHCA will only reimburse expenses
related to the highest percentage network.

7. Date/Location of meeting at which rules were adopted:
March 8, 2012
Oklahoma Health Care Authority
2401 N.W. 23rd St. Suite 1A
Oklahoma City, Oklahoma 73107

8. Summary of comments and explanation of changes or lack of any
change made in the adopted rule as a result of testimony
received at public hearings or any oral or written comments
received prior to the adoption of the rule:
A public hearing was held February 22, 2012. No comments were
received.

9. List Persons or organizations who appeared or registered for
or against the adopted rule at any public hearing held by the
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agency or those who have commented in writing before or after
the hearing:
None

10. Rule Impact Statement:
See Attached

11. An incorporation by reference statement if the rule
incorporates a set of rules from a body outside the state,
such as a national code:
Not applicable

12. The members of the governing board of the agency adopting the
rules and the recorded vote of each:
Lyle Roggow Aye
Tony Armstrong Aye
George Miller Aye
Carol Robison Aye
Melvin McVay Jr. Aye
Ed McFall Aye
Ann Bryant Aye

13. Any other information requested by the Governor:
SUPERSEDED EMERGENCY ACTIONS:
Superseded rules:

N/A
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TITLE 317. OKLAHOMA HEALTH CARE AUTHORITY
CHAPTER 45. INSURE OKLAHOMA

SUBCHAPTER 1. GENERAL PROVISIONS

317:45-1-3. Definitions
The following words or terms, when used in this Chapter, will

have the following meanings unless the context clearly indicates
otherwise:

"Carrier" means:
(A) an insurance company, insurance service, insurance
organization, or group health service, which is licensed to
engage in the business of insurance in the State of Oklahoma
and is subject to State law which regulates insurance, or
Health Maintenance Organization (HMO) which provides or
arranges for the delivery of basic health care services to
enrollees on a prepaid basis, except for copayments or
deductibles for which the enrollee is responsible, or both
and is subject to State law which regulates Health
Maintenance Organizations (HMOs);
(B) a Multiple Employer Welfare Arrangement (MEWA) licensed
by the Oklahoma Insurance Department;
(C) a domestic MEWA exempt from licensing pursuant to Title
36 O.S., Section 634(B) that otherwise meets or exceeds all
of the licensing and financial requirements of MEWAs as set
out in Article 6A of Title 36; or
(D) any entity organized pursuant to the Interlocal
Cooperation Act, Section 1001 et seq. of Title 74 of the
Oklahoma Statutes as authorized by Title 36 Section 607.1 of
the Oklahoma Statutes and which is eligible to qualify for
and hold a certificate of authority to transact insurance in
this State and annually submits on or before March 1st a
financial statement to the Oklahoma Insurance Department in a
form acceptable to the Insurance Commissioner covering the
period ending December 31st of the immediately preceding
fiscal year.

"Child Care Center" means a facility licensed by OKDHS which
provides care and supervision of children and meets all the
requirements in OAC 340:110-3-1 through OAC 340:110-3-33.3.

"College Student" means an Oklahoma resident between the age of
19 through 22 that is a full-time student at an Oklahoma accredited
University or College.

"Dependent" means the spouse of the approved applicant and/or
child under 19 years of age or his or her child 19 years through 22
years of age who is attending an Oklahoma qualified institution of
higher education and relying upon the insured employee or member
for financial support.

"Eligibility period" means the period of eligibility extending
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from an approval date to an end date.
"Employee" means a person who works for an employer in exchange

for earned income. This includes the owners of a business.
"Employer" means the business entity that pays earned income to

employees.
"Employer Sponsored Insurance" means the program that provides

premium assistance to qualified businesses for approved applicants.
"EOB" means an Explanation of Benefits.
"Explanation of Benefit" means a statement issued by a carrier

that indicates services rendered and financial responsibilities for
the carrier and Insure Oklahoma member.

"Full-time Employment" means a normal work week of 24 or more
hours.

"Full-time Employer" means the employer who employs an employee
for 24 hours or more per week to perform work in exchange for wages
or salary.

"Gross Household Income" or "Annual Gross Household Income"
means the countable income (earned or unearned) that is computed
pursuant to OHCA's waiver and/or state plan using rules found in
OAC 317:35.

"Individual Plan" means the safety net program for those
qualified individuals who do not have access to Insure Oklahoma
ESI.

"In-network" means providers or health care facilities that are
part of a health plan's network of providers with which it has
negotiated a discount, and services provided by a physician or
other health care provider with a contractual agreement with the
insurance company paid at the highest benefit level.

"Insure Oklahoma" means a health plan purchasing strategy in
which the State uses public funds to pay for a portion of the costs
of health plan coverage for eligible populations.

"Insure Oklahoma IP" means the Individual Plan program.
"Insure Oklahoma ESI" means the Employer Sponsored Insurance

program.
"Member" means an individual enrolled in the Insure Oklahoma ESI

or IP program.
"OESC" means the Oklahoma Employment Security Commission.
"OHCA" means the Oklahoma Health Care Authority.
"OKDHS" means the Oklahoma Department of Human Services.
"PCP" means Primary Care Provider.
"PEO" or "Professional Employer Organization" means any person

engaged in the business of providing professional employer
services. A person engaged in the business of providing
professional employer services shall be subject to registration
under the Oklahoma Professional Employer Organization Recognition
and Registration Act as provided in Title 40, Chapter 16 of
Oklahoma Statutes, Section 600.1 et.seq.
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"Primary Care Provider" means a provider under contract with the
Oklahoma Health Care Authority to provide primary care services,
including all medically necessary referrals.

"Premium" means a monthly payment to a carrier for health plan
coverage.

"Qualified Health Plan (QHP)" means a health plan that has been
approved by the OHCA for participation in the Insure Oklahoma
program.

"Qualifying Event" means the occurrence of an event that permits
individuals to join a group health plan outside of the "open
enrollment period" and/or that allows individuals to modify the
coverage they have had in effect. Qualifying events are defined by
the employer's health plan and meet federal requirements under
Public Law 104-191 (HIPAA), and 42 U.S.C. 300bb-3.

"State" means the State of Oklahoma, acting by and through the
Oklahoma Health Care Authority.

317:45-1-4. Reimbursement for out-of-pocket medical expenses
(a) Out-of-pocket medical expenses for all approved and eligible
members (and/or their approved and eligible dependents) will be
limited to 5 percent of their annual gross household income. The
OHCA will provide reimbursement for out-of-pocket medical expenses
in excess of the 5 percent annual gross household income. A
medical expense must be for an allowed and covered service by a
qualified health plan (QHP) to be eligible for reimbursement. For
the purpose of this Section, an allowed and covered service is
defined as an in-network service covered in accordance with a
qualified health plan's benefit summary and policies. For instance,
if a QHP has multiple in-network reimbursement percentage
methodologies (80% for level 1 provider and 70% for level 2
provider) the OHCA will only reimburse expenses related to the
highest percentage network.
(b) For all eligible medical expenses as defined above in OAC
317:45-1-4(a), the member must submit the OHCA required form and
all OHCA required documentation to support that the member incurred
and paid the out-of-pocket medical expense. The required
documentation must be submitted no later than 90 days after the
close of the member's eligibility period. The OHCA required
documentation must substantiate that the member actually incurred
and paid the eligible out-of-pocket expense. The OHCA may request
additional documentation at any time to support a member's request
for reimbursement of eligible out-of-pocket medical expenses.

364



1 
 

OKLAHOMA HEALTH CARE AUTHORITY 
 
 
TO:  Tywanda Cox 
   Health Policy 
 
FROM:  Demetria Morrison 

Health Policy 
 
SUBJECT: Rule Impact Statement 

APA WF # 11-33 
 

A. Brief description of the purpose of the rule: 
 

 Insure Oklahoma approves “Out of Pocket” claims for in-
network services and approves health plans based on the 
highest reimbursement methods for in-network providers. 
Some approved health plans have multiple reimbursement 
methods for in-network services; the proposed revisions 
will define in-network policy and clarify the 
reimbursement methods associated with the services and 
providers. 

 
B. A description of the classes of persons who most likely 

will be affected by the proposed rule, including classes 
that will bear the cost of the proposed rule, and any 
information on cost impacts received by the agency from 
any private or public entities: 
 
There are no classes of persons that will be affected by 
the proposed rule. Further, this revision will have no 
impact on existing cost. 

 
C. A description of the classes of persons who will benefit 

from the proposed rule: 
 
No classes of person will benefit from the proposed rule 
as it is simply clarify in-network reimbursement 
methodology. 

 
D. A description of the probable economic impact of the 

proposed rule upon the affected classes of persons or 
political subdivisions, including a listing of all fee 
changes and, whenever possible, a separate justification 
for each fee change: 
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There is no economic impact and there are no fee changes 
associated with the proposed rule for any classes of 
persons or political subdivisions. 

 
E. The probable costs and benefits to the agency and to any 

other agency of the implementation and enforcement of 
the proposed rule, the source of revenue to be used for 
implementation and enforcement of the proposed rule, and 
any anticipated effect on state revenues, including a 
projected net loss or gain in such revenues if it can be 
projected by the agency: 

 
There is no probable budget impact for the proposed rule 
this measure is to ensure OHCA "Out of Pocket" budget 
does not exceed anticipated projections. 
 

F. A determination of whether implementation of the 
proposed rule will have an economic impact on any 
political subdivisions or require their cooperation in 
implementing or enforcing the rule: 

 
The proposed rule will not have an economic impact on 
any political subdivisions or require their cooperation 
in implementing or enforcing the rule.  

 
G. A determination of whether implementation of the 

proposed rule will have an adverse effect on small 
business as provided by the Oklahoma Small Business 
Regulatory Flexibility Act: 

 
The proposed rule will not have an adverse effect on 
small business as provided by the Oklahoma Small 
Business Regulatory Flexibility Act.  

 
H. An explanation of the measures the agency has taken to 

minimize compliance costs and a determination of whether 
there are less costly or non-regulatory methods or less 
intrusive methods for achieving the purpose of the 
proposed rule: 
 
The agency has taken measures to determine that there is 
no less costly or non-regulatory method or less 
intrusive method for achieving the purpose of the 
proposed rule. 

 
I. A determination of the effect of the proposed rule on 

the public health, safety and environment and, if the 
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proposed rule is designed to reduce significant risks to 
the public health, safety and environment, an 
explanation of the nature of the risk and to what extent 
the proposed rule will reduce the risk: 

 
The proposed rule should have no effect on the public 
health, safety, and environment. 

 
J. A determination of any detrimental effect on the public 

health, safety and environment if the proposed rule is 
not implemented: 

 
The agency does not anticipate any detrimental effect on 
the public health or safety and environment. 

 
K. The date the rule impact statement was prepared and if 

modified, the date modified: 
 
 This rule impact statement was prepared on December 14, 
 2011. 
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AGENCY RULE REPORT

1. Date Notice Was Published in Oklahoma Register:
January 18, 2012 through February 16, 2012

2. Agency Name/Address:
Oklahoma Health Care Authority
2401 N.W. 23rd St. Suite 1A
Oklahoma City, Oklahoma 73107

3. Title and Number of Rule(s):
Title 317: Oklahoma Health Care Authority
Chapter 35. Medical Assistance For Adults And Children-
Eligibility
Subchapter 18. Programs of All-Inclusive Care for the Elderly
317:35-18-1. [AMENDED]
317:35-18-2. [AMENDED]
317:35-18-3. [AMENDED]
317:35-18-4. [AMENDED]
317:35-18-5. [AMENDED]
317:35-18-6. [AMENDED]
317:35-18-7. [AMENDED]
317:35-18-9. [AMENDED]
317:35-18-10. [AMENDED]
317:35-18-11. [AMENDED]
(Reference APA WF # 11-35)

4. Statutory Authority for Rule:
The Oklahoma Health Care Authority Board; Then Oklahoma
Health Care Authority Act, Section 5003 through 5016 of Title
63 of Oklahoma Statutes

5. Brief Summary of Content of Adopted Rule(s):
PACE rules are revised to remove pilot specific requirements
and replace with language that is applicable to all PACE
providers. Additional revisions include revising the Nursing
Facility Level of Care criteria to be more specific to PACE
eligibility criteria and cleaning up rules for clarity.

6. Statement Explaining need for the Adopted Rule:
The Agency finds that a compelling public interest exists
which necessitates promulgation of permanent rules and
requests approval of rule revisions to amend policy to remove
pilot specific requirements and replace with language that is
applicable to all PACE providers. Additional revisions
include revising the Nursing Facility Level of Care criteria
to be more specific to PACE eligibility criteria and cleaning
up rules for clarity.

7. Date/Location of meeting at which rules were adopted:
March 8, 2012
Oklahoma Health Care Authority
2401 N.W. 23rd St. Suite 1A
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Oklahoma City, Oklahoma 73107
8. Summary of comments and explanation of changes or lack of any

change made in the adopted rule as a result of testimony
received at public hearings or any oral or written comments
received prior to the adoption of the rule:
A public hearing was held February 22, 2012. No comments were
received.

9. List Persons or organizations who appeared or registered for
or against the adopted rule at any public hearing held by the
agency or those who have commented in writing before or after
the hearing:
None

10. Rule Impact Statement:
See Attached

11. An incorporation by reference statement if the rule
incorporates a set of rules from a body outside the state,
such as a national code:
Not applicable

12. The members of the governing board of the agency adopting the
rules and the recorded vote of each:
Lyle Roggow Aye
Tony Armstrong Aye
George Miller Aye
Carol Robison Aye
Melvin McVay Jr. Aye
Ed McFall Aye
Ann Bryant Aye

13. Any other information requested by the Governor:
SUPERSEDED EMERGENCY ACTIONS:
Superseded rules:

N/A
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TITLE 317. OKLAHOMA HEALTH CARE AUTHORITY
CHAPTER 35. MEDICAL ASSISTANCE FOR ADULTS

AND CHILDREN-ELIGIBILITY
SUBCHAPTER 18. PROGRAMS OF ALL-INCLUSIVE CARE FOR THE

ELDERLY

317:35-18-1. Programs of All-Inclusive Care for the Elderly
(PACE)

This chapter establishes the requirements for the
Cherokee Nation Pilot Program approved SoonerCare
contracted Program of All-Inclusive Care for the Elderly
(PACE) providers to provide services to eligible elderly
clients individuals through the Oklahoma Health Care
Authority's (OHCA) Programs of All-Inclusive Care for the
Elderly (PACE) PACE program.

317:35-18-2. Introduction
(a) Programs of All-Inclusive Care for the Elderly (PACE)
provide home and community-based acute and long-term care
services to eligible individuals who meet the medical
requirements for nursing facility care and can be served
safely and appropriately in the community. PACE is
optional in a State Medicaid program. PACE is jointly
funded and administered by the Centers for Medicare and
Medicaid Services and the state of Oklahoma. The PACE
provider receives a monthly capitation payment and is at
full risk for the delivery of all medically necessary
services for the recipient individual. For eligible
individuals who elect to participate in the PACE program,
the OHCA will make capitation payments for individuals who
are only eligible for Medicaid or who are dually eligible
for Medicaid and Medicare. OHCA will contract with the
Cherokee Nation providers for a the PACE pilot program in
the geographic areas as specified and approved in the
Cherokee Nation provider PACE application. The Cherokee
Nation PACE pilot The PACE program will provide medically
necessary services to both American Indian/Alaska Native
(AI/AN) and non-Indian Medicaid eligible recipients
individuals.
(b) Rules applicable to the operation of the PACE program
are contained in 42 Code of Federal Regulations (CFR), Part
460. These regulations, as currently written or amended in
the future, are incorporated by reference as the rule base
for operating the PACE program in Oklahoma.

317:35-18-3. Definitions
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The words and terms used in this Subchapter have the
following meanings, unless the context clearly indicates
otherwise:

(1) "American Indian/Alaska Native (AI/AN)" means an
individual of Native American descent who has or is
eligible for a Certificate of Degree of Indian Blood
(CDIB) card;
(2) "Capitation" means the per member per month (pmpm)
amount that the Oklahoma Health Care Authority pays to
the PACE provider providers for PACE compensable
services.
(3) "Interdisciplinary Team (IDT)" means the team of
persons who interact and collaborate to assess PACE
clients participants and plan for their care as set
forth in 42 CFR 460:102 460.102. The IDT may also
include the PACE client's participant's personal
representative or advocate.
(4) "Participant" means an individual enrolled in a PACE
program.
(5) "Program agreement" means the three-party agreement
between the PACE provider, CMS Centers for Medicare &
Medicaid Services (CMS), and OHCA.
(6) "Provider" means the non-profit entity established
by the Cherokee Nation that delivers required PACE
services under an agreement with OHCA and CMS.
(7) "Service area" means the geographic area served by
the provider agency, according to the program agreement.
(8) "State Administering Agency (SAA)" means the
Oklahoma Health Care Authority.

317:35-18-4. Provider regulations
(a) The provider must comply with provisions of this
Subchapter, and the regulations in 42 CFR, Part 460.
(b) The provider agency must be licensed by the State of
Oklahoma as an adult day care center.
(c) The provider must meet all applicable local, state, and
federal regulations.
(d) The provider must maintain an inquiry log of all
individuals requesting Programs of All-Inclusive Care for
the Elderly (PACE) services. This log will be available to
the OHCA at all times. The log must include:

(1) type of contact;
(2) date of contact;
(3) name and phone number of the individual requesting
services;
(4) name and address of the potential client
participant; and
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(5) date of enrollment, or reason for denial if the
individual is not enrolled.

317:35-18-5. Eligibility criteria
(a) To be eligible for participation in PACE, the applicant
must:

(1) meet categorical relationship to disability
(reference OAC 317:35-5-4);
(2) meet medical and financial criteria for the
ADvantage program (reference OAC 317:35-17-2, 317:35-17-
10, and 317:35-17-11);
(3) be age 55 years or older
(4) live in a PACE service area;
(5) be determined by the PACE Interdisciplinary team as
able to be safely served in the community. If the PACE
provider denies enrollment because the IDT determines
that the applicant cannot be served safely in the
community, the PACE provider must:

(A) notify the applicant in writing of the reason for
the denial;
(B) refer the individual applicant to alternative
services as appropriate;
(C) maintain supporting documentation for the denial
and notify CMS and OHCA of the denial and make the
supporting documentation available for review; and
(D) advise the client applicant orally and in writing
of the grievance and appeals process.

(b) To be eligible for Medicaid SoonerCare capitated
payments, the participant individual must:

(1) be eligible for Title XIX services if
institutionalized as determined by the Oklahoma
Department of Human Services;
(2) be eligible for Medicaid SoonerCare State Plan
services;
(3) be eligible for the Medicaid SoonerCare ADvantage
program per OAC 317:35-17-3 and 317:35-17-5.

(c) To obtain and maintain eligibility, the participant
individual must agree to accept the PACE providers and its
contractors as the participant's individual's only service
provider. The participant individual may be held
financially liable for services received without prior
authorization except for emergency medical care.

317:35-18-6. Program benefits
(a) A provider agency must provide a participant all the
services listed in 42 CFR 460.92 that are approved by the
IDT. The PACE benefit package for all participants,
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regardless of the source of payment, must include but is
not limited to the following:

(1) All Medicaid-covered SoonerCare-covered services, as
specified in the State's approved Medicaid SoonerCare
plan.
(2) Interdisciplinary assessment and treatment planning.
(3) Primary care, including physician and nursing
services.
(4) Social work services.
(5) Restorative therapies, including physical therapy,
occupational therapy, and speech-language pathology
services.
(6) Personal care and supportive services.
(7) Nutritional counseling.
(8) Recreational therapy.
(9) Transportation.
(10) Meals.
(11) Medical specialty services including, but not
limited to the following:

(A) Anesthesiology.
(B) Audiology.
(C) Cardiology.
(D) Dentistry.
(E) Dermatology.
(F) Gastroenterology.
(G) Gynecology.
(H) Internal medicine.
(I) Nephrology.
(J) Neurosurgery.
(K) Oncology.
(L) Ophthalmology.
(M) Oral surgery.
(N) Orthopedic surgery.
(O) Otorhinolaryngology.
(P) Plastic surgery.
(Q) Pharmacy consulting services.
(R) Podiatry.
(S) Psychiatry.
(T) Pulmonary disease.
(U) Radiology.
(V) Rheumatology.
(W) General surgery.
(X) Thoracic and vascular surgery.
(Y) Urology.

(12) Laboratory tests, x-rays and other diagnostic
procedures.
(13) Drugs and biologicals.
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(14) Prosthetics, orthotics, durable medical equipment,
corrective vision devices, such as eyeglasses and
lenses, hearing aids, dentures, and repair and
maintenance of these items.
(15) Acute inpatient care, including the following:

(A) Ambulance.
(B) Emergency room care and treatment room services.
(C) Semi-private room and board.
(D) General medical and nursing services.
(E) Medical surgical/intensive care/coronary care
unit.
(F) Laboratory tests, x-rays and other diagnostic
procedures.
(G) Drugs and biologicals.
(H) Blood and blood derivatives.
(I) Surgical care, including the use of anesthesia.
(J) Use of oxygen.
(K) Physical, occupational, respiratory therapies,
and speech-language pathology services.
(L) Social services.

(16) Nursing facility care including:
(A) Semi-private room and board;
(B) Physician and skilled nursing services;
(C) Custodial care;
(D) Personal care and assistance;
(E) Drugs and biologicals;
(F) Physical, occupational, recreational therapies,
and speech-language pathology, if necessary;
(G) Social services; and
(H) Medical supplies and appliances.

(17) Other services determined necessary by the
interdisciplinary team to improve and maintain the
participant's overall health status.

(b) The following services are excluded from coverage under
PACE:

(1) Any service that is not authorized by the
interdisciplinary team, even if it is a required
service, unless it is an emergency service.
(2) In an inpatient facility, private room and private
duty nursing services (unless medically necessary), and
non-medical items for personal convenience such as
telephone charges and radio or television rental (unless
specifically authorized by the interdisciplinary team as
part of the participant's plan of care).
(3) Cosmetic surgery, which does not include surgery
that is required for improved functioning of a malformed

374



6

part of the body resulting fran from an accidental
injury or for reconstruction following mastectomy.
(4) Experimental medical, surgical, or other health
procedures.
(5) Services furnished outside of the United States,
except as follows:

(A) in accordance with 42 CFR 424.122 through 42 CFR
424.124, and
(B) as permitted under the State's approved Medicaid
plan.

317:35-18-7. Appeals process
(a) Internal appeals

(1) Any client individual who is denied program services
is entitled to an appeal through the provider.
(2) If the client individual also chooses to file an
external appeal, the provider must assist the client
individual in filing an external appeal.

(b) External appeals may be filed by any client individual
covered by:

(1) Medicaid SoonerCare through the OHCA legal division.
(2) Medicare but not Medicaid SoonerCare through the
Centers for Medicare and Medicaid Services hearing
process.

317:35-18-9. Continuation of enrollment
(a) At least annually, OHCA must reevaluate whether a
participant needs the level of care for nursing facility
services.
(b) At least annually, OKDHS will reevaluate the
participant's financial eligibility for Medicaid
SoonerCare.
(c) If the individual meets the state's medical eligibility
criteria and the individual has an irreversible or
progressive diagnosis or a terminal illness that could
reasonable reasonably be expected to result in death in the
next six months, and OHCA determines that there is no
reasonable expectation of improvement or significant change
in the condition because of severity of a chronic condition
or the degree of impairment of functional capacity, OHCA
will permanently waive the annual recertification
requirement and the client participant may will be deemed
to be continually eligible for PACE. The assessment form
must have sufficient documentation to substantiate the
participant's prognosis and functional capacity.
(d) If OHCA determines that a PACE participant no longer
meets the medical criteria for nursing facility level of
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care, the participant may will be deemed to continue to be
eligible for PACE until the next annual reassessment, if,
in the absence of PACE services, it is reasonable to expect
that the client participant would meet the nursing facility
level of care criteria within the next six months.
(e) Participant enrollment continues when OHCA in
consultation with the PACE organization, makes a
determination of continued eligibility based on a review of
the participant's medical record and plan of care. The
participant's medical record and plan of care must support
deemed continued eligibility.

317:35-18-10. Disenrollment (voluntary and involuntary)
(a) The member A participant may voluntarily disenroll from
PACE at any time without cause but however, the effective
date of disenrollment must be the last day of the month
that the participant elects to disenroll.
(b) A participant may be involuntarily disenrolled for any
of the following reasons:

(1) The participant/caregiver or guardian fails to pay,
or to make satisfactory arrangements to pay, any premium
due the PACE organization after a 30-day grace period.
(2) The participant/caregiver or guardian engages in
disruptive or threatening behavior, as described in
subsection (c) of this section.
(3) The participant moves out of the PACE program
service area or is out of the service area for more than
30 consecutive days, unless the PACE organization agrees
to a longer absence due to extenuating circumstances.
(4) The participant is determined to no longer meet the
State Medicaid SoonerCare nursing facility level of care
requirements and is not deemed eligible.
(5) The PACE program agreement with CMS and the State
administering agency OHCA is not renewed or is
terminated.
(6) The PACE organization is unable to offer health care
services due to the loss of State licenses or contracts
with outside providers.

(c) A participant may be involuntarily disenrolled for
disruptive or threatening behavior. For purposes of this
section, a participant who engages in disruptive or
threatening behavior refers to a participant who exhibits
either of the following:

(1) A participant whose behavior jeopardizes his or her
health or safety, or the safety of others; or
(2) A participant with decision-making capacity who
consistently refuses to comply with his or her
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individual plan of care or the terms of the PACE
enrollment agreement.

(d) If a PACE organization proposes to disenroll a
participant who is disruptive or threatening, the
organization must document the following information in the
participant's medical record:

(1) The reasons for proposing to disenroll the
participant.
(2) All efforts to remedy the situation.

(e) A participant may be disenrolled involuntarily for
noncompliant behavior.

(1) PACE organization may not disenroll a PACE
participant on the grounds that the participant has
engaged in noncompliant behavior if the behavior is
related to a mental or physical condition of the
participant, unless the participant's behavior
jeopardizes his or her health or safety, or the safety
of others.
(2) For purposes of this section, noncompliant behavior
includes repeated noncompliance with medical advice and
repeated failure to keep appointments.

(f) Before an involuntary disenrollment is effective, the
State administering agency must OHCA will review it the
participant's medical record and determine in a timely
manner that the PACE organization has adequately documented
acceptable grounds for disenrollment.

317:35-18-11. Data collection and reporting
The PACE provider must:
(1) collect and enter data to comply with reporting
requirements in provider application into the DATA PACE
system.;
(2) generate and maintain monthly reports from the DATA
PACE system. collected data;
(3) make the reports available to the OHCA.; and
(4) comply with all data requests as specified by the
OHCA within 30 days of such requests.

377



 

 
 
 1 

 STATE OF OKLAHOMA 
 OKLAHOMA HEALTH CARE AUTHORITY 
 
 
TO:  Tywanda Cox 
  Policy Development 
 
From:  LeKenya Samilton 
 
SUBJECT: Rule Impact Statement 
  APA WF # 11-35 
 
 A. Brief description of the purpose of the rule:  
    

Program of All-Inclusive Care for the Elderly (PACE) rules 
are revised to remove pilot specific requirements and 
replace with language that is applicable to all PACE 
providers. Additional revisions include revising the Nursing 
Facility Level of Care criteria to be more specific to PACE 
eligibility criteria and cleaning up rules for clarity. 
 

 B. A description of the classes of persons who most likely will 
be affected by the proposed rule, including classes that will 
bear the cost of the proposed rule, and any information on 
cost impacts received by the agency from any private or 
public entities: 

     
  The classes of persons most affected by this rule will be 

elderly individuals who are potentially eligible for PACE.  
 
 C. A description of the classes of persons who will benefit from 

the proposed rule:   
    
  The persons who will most likely benefit from the proposed 

rule are both PACE providers and participants. Revising the 
Nursing Facility Level of Care criteria increases 
flexibility for eligibility for the PACE program.  As a 
results PACE providers will see an increase in the numbers 
of individuals eligible for PACE.  

 
 D. A description of the probable economic impact of the proposed 

rule upon the affected classes of persons or political 
subdivisions, including a listing of all fee changes and, 
whenever possible, a separate justification for each fee 
change: 

 
  There is no probable economic impact of the proposed rule 

upon any classes of persons or political subdivisions. 
 
 E. The probable costs and benefits to the agency and to any 

other agency of the implementation and enforcement of the 
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proposed rule, the source of revenue to be used for 
implementation and enforcement of the proposed rule, and any 
anticipated affect on state revenues, including a projected 
net loss or gain in such revenues if it can be projected by 
the agency:   

   
  There is no budgetary impact as a result of this rule. 
  
 F. A determination of whether implementation of the proposed 

rule will have an economic impact on any political 
subdivisions or require their cooperation in implementing or 
enforcing the rule: 

 
  The proposed rule will not have an economic impact on any 

political subdivision or require their cooperation in 
implementing or enforcing the rule.   

 
 G. A determination of whether implementation of the proposed 

rule will have an adverse effect on small business as 
provided by the Oklahoma Small Business Regulatory 
Flexibility Act: 

 
  The proposed rule will not have an adverse effect on small 

businesses as provided by the Oklahoma Small Business 
Regulatory Flexibility Act.  

 
 H. An explanation of the measures the agency has taken to 

minimize compliance costs and a determination of whether 
there are less costly or nonregulatory methods or less 
intrusive methods for achieving the purpose of the proposed 
rule:  

 
  There agency has taken measures to determine that there is no 

less costly or non-regulatory method or less intrusive method 
for achieving the purpose of the proposed rule. 

 
 I. A determination of the effect of the proposed rule on the 

public health, safety and environment and, if the proposed 
rule is designed to reduce significant risks to the public 
health, safety and environment, an explanation of the nature 
of the risk and to what extent the proposed rule will reduce 
the risk: 

 
  The proposed rule should have no effect on the public health, 

safety, or environment. 
 
 J. A determination of any detrimental effect on the public 

health, safety and environment if the proposed rule is not 
implemented: 

 
  The agency does not anticipate any detrimental effects on the 
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public health, safety, or environment. 
 

K.  The date the rule impact statement was prepared and if 
 modified, the date modified: 

 
  This rule impact statement was prepared on December 7, 2011. 
 
   
 

380



1

AGENCY RULE REPORT

1. Date Notice Was Published in Oklahoma Register:
January 18, 2012 through February 16, 2012

2. Agency Name/Address:
Oklahoma Health Care Authority
2401 N.W. 23rd St. Suite 1A
Oklahoma City, Oklahoma 73107

3. Title and Number of Rule(s):
Title 317: Oklahoma Health Care Authority
Chapter 30. Medical Providers-Fee For Service
Subchapter 5. Individual Providers And Specialties
Part 79. Dentists
317:30-5-696. [AMENDED]
317:30-5-698. [AMENDED]
(Reference APA WF # 11-36)

4. Statutory Authority for Rule:
The Oklahoma Health Care Authority Board; The Oklahoma Health
Care Authority Act, Section 5003 through 5016 of Title 63 of
Oklahoma Statutes

5. Brief Summary of Content of Adopted Rule(s):
Agency dental policy is revised to allow for permanent
restoration of a tooth when done as part of a Cvek Pulpotomy.
The Cvek Pulpotomy is a procedure that better maintains the
vitality of exposed pulps, especially in young patients.
Allowing permanent restoration with the Cvek Pulpotomy will
reduce the need for root canals. Finally, rules are revised
to allow dentists to choose the proper type of crown that
best serves the member’s oral environment.

6. Statement Explaining need for the Adopted Rule:
The Agency finds that a compelling public interest exists
which necessitates promulgation of permanent rules and
requests approval of rule revisions to amend policy to allow
for permanent restoration of a tooth when done as part of a
Cvek Pulpotomy. Allowing permanent restoration with the Cvek
Pulpotomy will reduce the need for root canals. Finally,
rules are revised to allow dentists to choose the proper type
of crown that best serves the member’s oral environment.

7. Date/Location of meeting at which rules were adopted:
March 8, 2012
Oklahoma Health Care Authority
2401 N.W. 23rd St. Suite 1A
Oklahoma City, Oklahoma 73107

8. Summary of comments and explanation of changes or lack of any
change made in the adopted rule as a result of testimony
received at public hearings or any oral or written comments
received prior to the adoption of the rule:
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A public hearing was held February 22, 2012. There were a
total of 2 written comments received. One comment suggested
changes in formatting to dental rule. The other expressed
concern that the OHCA does not cover caps but did not comment
on the content of the rule itself. Changes in format were
made. No comments were presented at the public hearing.

9. List Persons or organizations who appeared or registered for
or against the adopted rule at any public hearing held by the
agency or those who have commented in writing before or after
the hearing:
Matthew Berg
Valerie Ann Brown

10. Rule Impact Statement:
See Attached

11. An incorporation by reference statement if the rule
incorporates a set of rules from a body outside the state,
such as a national code:
Not applicable

12. The members of the governing board of the agency adopting the
rules and the recorded vote of each:
Lyle Roggow Aye
Tony Armstrong Aye
George Miller Aye
Carol Robison Aye
Melvin McVay Jr. Aye
Ed McFall Aye
Ann Bryant Aye

13. Any other information requested by the Governor:
SUPERSEDED EMERGENCY ACTIONS:
Superseded rules:

N/A
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TITLE 317. OKLAHOMA HEALTH CARE AUTHORITY
CHAPTER 30. MEDICAL PROVIDERS-FEE FOR SERVICE

SUBCHAPTER 5. INDIVIDUAL PROVIDERS AND SPECIALTIES
PART 79. DENTISTS

317:30-5-696. Coverage by category
Payment is made for dental services as set forth in this

Section.
(1) Adults.

(A) Dental coverage for adults is limited to:
(i) emergency extractions;
(ii) Smoking and Tobacco Use Cessation Counseling; and
(iii) medical and surgical services performed by a
dentist, to the extent such services may be performed
under State law either by a doctor of dental surgery or
dental medicine, when those services would be covered if
performed by a physician.

(B) Payment is made for dental care for adults residing in
private Intermediate Care Facilities for the Mentally
Retarded (ICF/MR) and who have been approved for ICF/MR level
of care, similar to the scope of services available to
individuals under age 21.
(C) Pregnant women are covered under a limited dental benefit
plan (Refer to (a)(4)of this Section).

(2) Home and community based waiver services (HCBWS) for the
mentally retarded intellectually disabled. All providers
participating in the HCBWS must have a separate contract with
the OHCA to provide services under the HCBWS. Dental services
are defined in each waiver and must be prior authorized.
(3) Children. The OHCA Dental Program provides the basic
medically necessary treatment. The services listed below are
compensable for members under 21 years of age without prior
authorization. ALL OTHER DENTAL SERVICES MUST BE PRIOR
AUTHORIZED. Anesthesia services are covered for children in the
same manner as adults. All providers performing preventive
services must be available to perform needed restorative
services for those members receiving any evaluation and
preventive services.

(A) Comprehensive oral evaluation. This procedure is
performed for any member not seen by any dentist for more
than 12 months.
(B) Periodic oral evaluation. This procedure may be provided
for a member of record if she or he has not been seen for
more than six months.
(C) Emergency examination/limited oral evaluation. This
procedure is not compensable within two months of a periodic
oral examination or if the member is involved in active
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treatment unless trauma or acute infection is the presenting
complaint.
(D) Radiographs (x-rays). To be SoonerCare compensable, x-
rays must be of diagnostic quality and medically necessary. A
clinical examination must precede any radiographs, and chart
documentation must include member history, prior radiographs,
caries risk assessment and both dental and general health
needs of the member. The referring dentist is responsible for
providing properly identified x-rays of acceptable quality
with a referral, if that provider chooses to expose and
submit for reimbursement prior to referral. Panoramic films
are allowable once in a three year period and must be of
diagnostic quality. Panoramic films are only compensable when
chart documentation clearly indicates the test is being
performed to rule out or evaluate non-caries related
pathology. Prior authorization and a detailed medical need
narrative are required for additional panoramic films taken
within three years of the original set.
(E) Dental sealants. Tooth numbers 2, 3, 14, 15, 18, 19, 30
and 31 must be caries free on the interproximal and occlusal
surfaces to be eligible for this service. This service is
available through 18 years of age and is compensable only
once per lifetime. Replacement of sealants is not a covered
service under the SoonerCare program.
(F) Dental prophylaxis. This procedure is provided once
every 184 days including topical application of fluoride.
(G) Composite restorations.

(i) This procedure is compensable for primary incisors as
follows:

(I) tooth numbers O and P to age 4 years;
(II) tooth numbers E and F to age 6 years;
(III) tooth numbers N and Q to 5 years; and
(IV) tooth numbers D and G to 6 years.

(ii) The procedure is also allowed for use in all vital
and successfully treated non-vital permanent anterior
teeth.
(iii) Class I and II composite restorations are allowed in
posterior teeth; however, the OHCA has certain
restrictions for the use of this restorative material.
(See OAC 317:30-5-699).

(H) Amalgam. Amalgam restorations are allowed in:
(i) posterior primary teeth when:

(I) 50 percent or more root structure is remaining;
(II) the teeth have no mobility; or
(III) the procedure is provided more than 12 months
prior to normal exfoliation.

(ii) any permanent tooth, determined as medically
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necessary by the treating dentist.
(I) Stainless steel crowns for primary teeth. The use of any
stainless steel crowns is allowed as follows:

(i) Stainless steel crowns are allowed if:
(I) the child is five years of age or under;
(II) 70 percent or more of the root structure remains;
or
(III) the procedure is provided more than 12 months
prior to normal exfoliation.

(ii) Stainless steel crowns are treatment of choice for:
(I) primary teeth with pulpotomies or pulpectomies, if
the above conditions exist;
(II) primary teeth where three surfaces of extensive
decay exist; or
(III) primary teeth where cuspal occlusion is lost due
to decay or accident.

(iii) Stainless steel crowns are the treatment of choice
on posterior permanent teeth that have completed
endodontic therapy, if more than three surfaces of
extensive decay exist or where cuspal occlusion are lost
due to decay prior to age 16 years.
(iv) (iii) Preoperative periapical x-rays and/or written
documentation explaining the extent of decay must be
available for review, if requested.
(v) (iv) Placement of a stainless steel crown includes all
related follow up service for a period of two years. No
other prosthetic restorative procedure on that tooth is
compensable during that period of time. A stainless steel
crown is not a temporizing treatment to be used while a
permanent crown is being fabricated.

(J) Stainless steel crowns for permanent teeth. The use of
any stainless steel crowns is allowed as follows:

(i) Stainless steel crowns are the treatment of choice
for:

(I) posterior permanent teeth that have completed
endodontic therapy if three or more surfaces of tooth
is destroyed;
(II) posterior permanent teeth that have three or more
surfaces of extensive decay; or
(III) where cuspal occlusion is lost due to decay prior
to age 16 years.

(ii) Preoperative periapical x-rays and/or written
documentation explaining the extent of decay must be
available for review, if requested.
(iii) Placement of a stainless steel crown includes all
related follow up service for a period of two years. No
other restorative procedure on that tooth is compensable
during that period of time. A stainless steel crown is
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not a temporizing treatment to be used while a permanent
crown is being fabricated.

(J)(K) Pulpotomies and pulpectomies.
(i) Therapeutic pulpotomies are allowable for molars and
teeth numbers listed below. Pre and post operative
periapical x-rays must be available for review, if
requested.

(I) Primary molars having at least 70 percent or more
of their root structure remaining or more than 12
months prior to normal exfoliation;
(II) Tooth numbers O and P before age 5 years;
(III) Tooth numbers E and F before 6 years;
(IV) Tooth numbers N and Q before 5 years; and
(V) Tooth numbers D and G before 5 years.

(ii) Pulpectomies are allowed for primary teeth if
exfoliation of the teeth is not expected to occur for at
least one year or if 70 percent or more of root structure
is remaining.

(K)(L)Anterior root canals. Payment is made for the services
provided in accordance with the following:

(i) This procedure is done for permanent teeth when there
are no other missing anterior teeth in the same arch
requiring replacement.
(ii) Acceptable ADA filling materials must be used.
(iii) Preauthorization is required if the member's
treatment plan involves more than four anterior root
canals.
(iv) Teeth with less than 50 percent of clinical crown
should not be treatment-planned for root canal therapy.
(v) Pre and post operative periapical x-rays must be
available for review.
(vi) Pulpotomy may be performed for the relief of pain
while waiting for the decision from the OHCA.
(vii) Providers are responsible for any follow-up
treatment required due to a failed root canal therapy for
24 month post completion.
(viii) Endodontic treated teeth should be restored to
limited occlusal function and all contours should be
replaced. These teeth are not automatically approved for
any type of crown.
(ix) If there are three or more missing teeth in the arch
that requires replacement, root therapy will not be
allowed.

(L)(M) Space maintainers. Certain limitations apply with
regard to this procedure. Providers are responsible for
recementation of any maintainer placed by them for six months
post insertion.

(i) Band and loop type space maintenance. This procedure
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must be provided in accordance with the following
guidelines:

(I) This procedure is compensable for all primary
molars where permanent successor is missing or where
succedaneous tooth is more than 5mm below the crest of
the alveolar ridge or where the successor tooth would
not normally erupt in the next 12 months.
(II) First primary molars are not allowed space
maintenance if the second primary and first permanent
molars are present and in cuspal interlocking occlusion
regardless of the presence or absence of normal
relationship.
(III) If there are missing teeth bilaterally in the
same arch, under the above guidelines, bilateral space
maintainer is the treatment of choice.
(IV) The teeth numbers shown on the claim should be
those of the missing teeth.
(V) Post operative bitewing x-rays must be available
for review.
(VI) Bilateral band and loop space maintainer is
allowed if member does not have eruption of the four
mandibular anterior teeth in position or if sedation
case that presents limitations to fabricate other space
maintenance appliances.

(ii) Lingual arch bar. Payment is made for the services
provided in accordance with the following:

(I) Lingual arch bar is used when permanent incisors
are erupted and multiple missing teeth exist in the
same arch.
(II) The requirements are the same as for band and loop
space maintainer.
(III) Multiple missing upper anterior primary incisors
may be replaced with the appliance to age 6 years to
prevent abnormal swallowing habits.
(IV) Pre and post operative x-rays must be available.

(iii) Interim partial dentures. This service is for
anterior permanent tooth replacement or if the member is
missing three or more posterior teeth to age 16 years.

(M)(N) Analgesia. Analgesia services are reimbursable in
accordance with the following:

(i) Inhalation of nitrous oxide. Use of nitrous oxide is
compensable for four occurrences per year and is not
separately reimbursable, if provided on the same date by
the same provider as IV sedation, non-intravenous
conscious sedation or general anesthesia. The need for
this service must be documented in the member's record.
This procedure is not covered when it is the dentist's
usual practice to offer it to all patients.
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(ii) Non-intravenous conscious sedation. Non-intravenous
conscious sedation is not separately reimbursable, if
provided on the same date by the same provider as
analgesia, anxiolysis, inhalation of nitrous oxide, IV
sedation or general anesthesia. Non-intravenous conscious
sedation is reimbursable when determined to be medically
necessary for documented handicapped members,
uncontrollable members or justifiable medical or dental
conditions. The report must detail the member's
condition. No services are reimbursable when provided
primarily for the convenience of the member and /or the
dentist, it must be medically necessary.

(N)(O) Pulp caps. Indirect and direct pulp cap must be ADA
accepted materials, not a cavity liner. Indirect and direct
pulp cap codes require specific narrative support addressing
materials used, intent and reasons for use. Application of
chemicals used for dentinal hypersensitivity is not allowed
as indirect pulp cap. Utilization of these codes is verified
by post payment review.
(O)(P) Sedative restorations. Sedative restorations include
removal of decay, if present, and direct or indirect pulp
cap, if needed. These services are reimbursable for the same
tooth on the same date of service. Permanent restoration of
the tooth is allowed after 30 days unless the tooth becomes
symptomatic and requires pain relieving treatment.
(P)(Q) History and physical. Payment is made for services
for the purpose of admitting a patient to a hospital for
dental treatment.
(Q)(R) Local anesthesia. This procedure is included in the
fee for all services.
(R)(S) Smoking and Tobacco Use Cessation Counseling. Smoking
and Tobacco Use Cessation Counseling is covered when
performed utilizing the five intervention steps of asking the
member to describe his/her smoking, advising the member to
quit, assessing the willingness of the member to quit,
assisting with referrals and plans to quit, and arranging for
follow-up. Up to eight sessions are covered per year per
individual who has documented tobacco use. It is a covered
service when provided by physicians, physician assistants,
nurse practitioners, nurse midwives, and Oklahoma State
Health Department and FQHC nursing staff in addition to other
appropriate services rendered. Chart documentation must
include a separate note, separate signature, and the member
specific information addressed in the five steps and the time
spent by the practitioner performing the counseling.
Anything under three minutes is considered part of a routine
visit.
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(4) Pregnant Women. Dental coverage for this special
population is provided regardless of age.

(A) Proof of pregnancy is required (Refer to OAC 317:35-5-6).
(B) Coverage is limited to a time period beginning at the
diagnosis of pregnancy and ending upon 60 days post partum.
(C) In addition to dental services for adults, other services
available include:

(i) Comprehensive oral evaluation must be performed and
recorded for each new member, or established member not
seen for more than 24 months;
(ii) Periodic oral evaluation as defined in OAC 317:30-5-
696(3)(B);
(iii) Emergency examinations/limited oral evaluation.
This procedure is not allowed within two months of an oral
examination by the same provider for the same member, or
if the member is under active treatment;
(iv) Radiographs as defined in OAC 317:30-5-696(3)(D);
(v) Dental prophylaxis as defined in OAC 317:30-5-
696(3)(F);
(vi) Composite restorations:

(I) Any permanent tooth that has an opened lesion that
is a food trap will be deemed medically necessary for
this program and will be allowed for all anterior
teeth.
(II) Class I posterior composite resin restorations are
allowed in posterior teeth that qualify;

(vii) Amalgam. Any permanent tooth that has an opened
lesion that is a food trap will be deemed as medically
necessary and will be allowed; and
(viii) Analgesia. Analgesia services are reimbursable in
accordance with OAC 317:30-5-696(iii)(M)(3)(N).

(D) Services requiring prior authorization (Refer to OAC
317:30-5-698).
(E) Periodontal scaling and root planing. Required that 50%
or more of six point measurements be 5 millimeters or
greater. This procedure is designed for the removal of
cementum and dentin that is rough, and/or permeated by
calculus or contaminated with toxins and microorganism and
requires anesthesia and some soft tissue removal.

(5) Individuals eligible for Part B of Medicare.
(A) Payment is made based on the member's coinsurance and
deductibles.
(B) Services which have been denied by Medicare as non-
compensable should be filed directly with the OHCA with a
copy of the Medicare EOB indicating the reason for denial.

317:30-5-698. Services requiring prior authorization
(a) Providers must have prior authorization for certain specified
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services before delivery of that service, unless the service is
provided on an emergency basis (See OAC 317:30-5-695(d)(2).
Requests for dental services requiring prior authorization must be
accompanied by sufficient documentation. X-rays, six point
periodontal charting and comprehensive treatment plans are
required. Study models and narratives may be requested by OHCA or
representatives of OHCA. If the quality of the supporting material
is such that a determination of authorization cannot be made, the
material is returned to the provider. Any new documentation must
be provided at the provider's expense. Submitted documentation
used to base a decision will not be returned.
(b) Requests for prior authorization are filed on the currently
approved ADA form. OHCA notifies the provider on the determination
of prior authorization using OHCA Prior Authorization Request
Decision form. Prior authorized services must be billed exactly as
they appear on the prior authorization. Payment is not made for
any services provided prior to receiving authorization except for
the relief of pain.
(c) Prosthodontic services provided to members who have become
ineligible mid-treatment are covered if the member was eligible for
SoonerCare on the date the final impressions were made.
(d) Listed below are examples of services requiring prior
authorization for members under 21 and eligible ICF/MR residents.
Minimum required records to be submitted with each request are
right and left mounted bitewing x-rays and periapical films of
tooth/teeth involved or the edentulous areas if not visible in the
bitewings. X-rays must be submitted with x-ray film mounts and
each film or print must be of good readable quality. X-rays must
be identified by left and right sides with the date, member name,
member ID, provider name, and provider ID. All x-rays, regardless
of the media, must be placed together in the same envelope with a
completed comprehensive treatment plan and a completed current ADA
form requesting all treatments requiring prior authorization. The
film, digital media or printout must be of sufficient quality to
clearly demonstrate for the reviewer, the pathology which is the
basis for the authorization request. If radiographs are not taken,
provider must include in narrative sufficient information to
confirm diagnosis and treatment plan.

(1) Endodontics. Pulpotomy may be performed for the relief of
pain while waiting for the decision from the OHCA on request for
endodontics. A permanent restoration is not billable to the
OHCA when performing pulpotomy or pulpal debridement on a
permanent tooth.

(A) Anterior root canals. This procedure is for members who
have a treatment plan requiring more than four anterior
and/or posterior root canals. Payment is made for services
provided in accordance with the following:
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(i) Permanent teeth numbered 6, 7, 8, 9, 10, 11, 22, 23,
24, 25, 26 and 27 are eligible for therapy if there are no
other missing teeth in the same arch requiring
replacement, unless numbers 6 , 11 , 22, or 27 are
abutments for prosthesis.
(ii) Accepted ADA materials must be used.
(iii) Pre and post operative periapical x-rays must be
available for review.
(iv) Providers are responsible for any follow-up treatment
required by a failed endodontically treated tooth within
24 months post completion.
(v) A tooth will not be approved if it appears there is
not adequate natural tooth structure remaining to
establish good tooth/restorative margins or if crown to
root ratio is poor.
(vi) An endodontic procedure may not be approved if the
tooth requires a post and core to retain a crown.
(vii) If there are three or more missing teeth in the arch
that requires replacement, root therapy will not be
authorized.

(B) Posterior endodontics. The guidelines for this procedure
are as follows:

(i) The provider documents that the member has improved
oral hygiene and flossing ability in this member's
records.
(ii) Teeth that would require pre-fabricated post and
cores to retain a restoration due to lack of natural tooth
structure should not be treatment planned for root canal
therapy.
(iii) Pre and post operative periapical x-rays must be
available for review.
(iv) Providers are responsible for any follow-up treatment
required by a failed endodontically treated tooth within
24 months post completion.
(v) A tooth will not be approved if it appears there is
not adequate natural tooth structure remaining to
establish good tooth/restorative margins or if there is a
poor crown to root ratio or weakened root furcation area.
Approval of second molars is contingent upon proof of
medical necessity.
(vi) Only ADA accepted materials are acceptable under the
OHCA policy.
(vii) Posterior endodontic procedure is limited to a
maximum of five teeth. A request may not be approved if
the tooth requires a post and core in order to present
adequate structure to retain a crown.
(viii) Endodontics will not be considered if:
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(I) there are missing teeth in the same arch requiring
replacement;
(II) an opposing tooth has super erupted;
(III) loss of tooth space is one third or greater;
(IV) opposing second molars are involved unless prior
authorized; or
(V) the member has multiple teeth failing due to
previous inadequate root canal therapy or follow-up.

(ix) Endodontically treated teeth must be restored to
limited occlusal function and all contours must be
replaced. Core build-up code is only available for use if
other restorative codes are not sufficient. These teeth
will not be approved for a crown if it appears the apex is
not adequately sealed.
(x) a failing root canal is determined not medically
necessary for re-treatment.

(2) Cast metal crowns or ceramic-based crowns. Crowns for
permanent teeth. These procedures Crowns are compensable for
restoration of natural teeth for members who are 16 years of age
or older and adults residing in private Intermediate Care
Facilities for the Mentally Retarded(ICF/MR) and who have been
approved for (ICF/MR) level of care. Certain criteria and
limitations apply.

(A) The following conditions must exist for approval of this
procedure.

(i) The tooth must be fractured or decayed to such an
extent to prevent proper cuspal or incisal function.
(ii) The clinical crown is fractured or destroyed by the
above elements by one-half or more.
(iii) Endodontically treated teeth must have three or more
surfaces restored or lost due to carious activity to be
considered.

(B) The conditions listed in (A)(i) through (A)(iii) of this
paragraph should be clearly visible on the submitted x-rays
when a request is made for any type of crown.
(C) Routine build-up(s) for authorized crowns are included in
the fee for the crown.
(D) A crown will not be approved if adequate tooth structure
does not remain to establish cleanable margins, there is
invasion of the biologic width, poor crown to root ratio, or
the tooth appears to retain insufficient amounts of natural
tooth structure. Cast dowel cores are not allowed for molar
or pre-molar teeth.
(E) Preformed post(s) and core build-up(s) are not routinely
provided with crowns for endodontically treated teeth.
(F) Ceramic-metal based crowns will be considered only for
tooth numbers 4 through 13 and 21 through 28.
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(G) Porcelain/Ceramic substrate crowns are allowed on
maxillary and mandibular incisors only.
(H) Full cast metal crowns are treatment for all posterior
teeth,
(I) (F) Provider is responsible for replacement or repair of
all cast crowns if due to failure is caused by poor
laboratory processes or procedure by provider for 48 months
post insertion.

(3) Cast frame partial dentures. This appliance is the
treatment of choice for replacement of three or more missing
permanent teeth in the same arch for members 16 through 20 years
of age. Provider must indicate tooth number to be replaced and
teeth to be clasped.
(4) Acrylic partial. This appliance is the treatment of choice
for replacement of missing anterior permanent teeth or three or
more missing teeth in the same arch for members 12 through 16
years of age and adults residing in private Intermediate Care
Facilities for the Mentally Retarded (ICF/MR) and who have been
approved for ICF/MR level of care. Provider must indicate tooth
numbers to be replaced and teeth to be clasped. This appliance
includes all necessary clasps and rests.
(5) Occlusal guard. Narrative of clinical findings must be sent
with prior authorization request.
(6) Fixed cast non-precious metal or porcelain/metal bridges.
Only members 17 through 20 years of age where the bite
relationship precludes the use of removable partial dentures are
considered. Members must have excellent oral hygiene documented
in the requesting provider's records. Provider is responsible
for any needed follow up for a period of five years post
insertion.
(7) Periodontal scaling and root planing. This procedure
requires that 50% or more of the six point measurements be five
millimeters or greater and must involve two or more teeth per
quadrant for consideration. This procedure is allowed on
members 12 to 20 years of age and requires anesthesia and some
soft tissue removal. The procedure is not allowed in
conjunction with any other periodontal surgery. Allowance may
be made for submission of required authorization data post
treatment if the member has a medical or emotional problem that
requires sedation.
(8) Additional prophylaxis. The OHCA recognizes that certain
physical conditions require more than two prophylaxes. The
following conditions may qualify a member for one additional
prophylaxis per year:

(A) dilantin hyperplasia;
(B) cerebral palsy;
(C) mental retardation intellectual disabilities;
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(D) juvenile periodontitis.
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 STATE OF OKLAHOMA 
 OKLAHOMA HEALTH CARE AUTHORITY 
 
 
TO:  Tywanda Cox 
   Health Policy 
 
FROM:  Joseph Fairbanks 

Health Policy 
 
SUBJECT: Rule Impact Statement 

APA WF # 11-36 
 

A. Brief description of the purpose of the rule: 
 

Agency dental policy is revised to allow for permanent restoration 
of a tooth when done as part of a Cvek Pulpotomy.  The Cvek 
Pulpotomy is a procedure that better maintains the vitality of 
exposed pulps, especially in young patients.  Allowing permanent 
restoration with the Cvek Pulpotomy will reduce the need for root 
canals.  Finally, rules are revised to allow dentists to choose the 
proper type of crown that best serves the member’s oral environment. 

 
B. A description of the classes of persons who most likely will be 

affected by the proposed rule, including classes that will bear the 
cost of the proposed rule, and any information on cost impacts 
received by the agency from any private or public entities: 
 
SoonerCare members and their dentists will be affected.  The rule 
will allow dentists to perform a relatively new procedure on their 
patients that helps maintain exposed pulps and reduces the need for 
root canals. 

 
C. A description of the classes of persons who will benefit from the 

proposed rule: 
 
SoonerCare members and their dentists will be benefit.  The rule 
will allow dentists to be reimbursed when they perform the Cvek 
Pulpotomy and a permanent restoration on their patients. Members 
benefit from a comparatively advanced procedure that better 
maintains the vitality of the pulp. 

 
D. A description of the probable economic impact of the proposed 

rule upon the affected classes of persons or political 
subdivisions, including a listing of all fee changes and, 
whenever possible, a separate justification for each fee change: 

 
There is no economic impact and there are no fee changes 
associated with the rule change for the above classes of persons 
or any political subdivision. 
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E. The probable costs and benefits to the agency and to any other 

agency of the implementation and enforcement of the proposed 
rule, the source of revenue to be used for implementation and 
enforcement of the proposed rule, and any anticipated affect on 
state revenues, including a projected net loss or gain in such 
revenues if it can be projected by the agency: 

 
The rule change is budget neutral. 
 

F. A determination of whether implementation of the proposed rule 
will have an economic impact on any political subdivisions or 
require their cooperation in implementing or enforcing the rule: 

 
There is no economic impact on political subdivisions.  

 
G. A determination of whether implementation of the proposed rule 

will have an adverse effect on small business as provided by the 
Oklahoma Small Business Regulatory Flexibility Act: 

 
There will be no adverse economic impact on small businesses as a 
result of this rule.  

 
H. An explanation of the measures the agency has taken to minimize 

compliance costs and a determination of whether there are less 
costly or non-regulatory methods or less intrusive methods for 
achieving the purpose of the proposed rule: 
 
The agency has taken measures to determine that there is no less 
costly or non-regulatory method or less intrusive method for 
achieving the purpose of the proposed rule.  

 
I. A determination of the effect of the proposed rule on the public 

health, safety and environment and, if the proposed rule is 
designed to reduce significant risks to the public health, safety 
and environment, an explanation of the nature of the risk and to 
what extent the proposed rule will reduce the risk: 

 
The proposed rule should have no effect on the public health, 
safety, and environment. 

 
J. A determination of any detrimental effect on the public health, 

safety and environment if the proposed rule is not implemented: 
 

OHCA does not believe there is a detrimental effect on the public 
health and safety if the rule is not passed. 

 
K. The date the rule impact statement was prepared and if modified, 

the date modified: 
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The rule impact statement was prepared December 14, 2011. 
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AGENCY RULE REPORT

1. Date Notice Was Published in Oklahoma Register:
January 18, 2012 through February 16, 2012

2. Agency Name/Address:
Oklahoma Health Care Authority
2401 N.W. 23rd St. Suite 1A
Oklahoma City, Oklahoma 73107

3. Title and Number of Rule(s):
Title 317: Oklahoma Health Care Authority
Chapter 30. Medical Providers-Fee For Service
Subchapter 5. Individual Providers And Specialties
Part 17. Medical Suppliers
317:30-5-211.10. [AMENDED]
(Reference APA WF # 11-38)

4. Statutory Authority for Rule:
The Oklahoma Health Care Authority Board; The Oklahoma Health
Care Authority Act, Section 5003 through 5016 of Title 63 of
Oklahoma Statutes

5. Brief Summary of Content of Adopted Rule(s):
Policy is revised to remove the requirement for a certificate
of medical necessity for positive airway pressure devices
(BiPAP and CPAP) as such CMNs are no longer used for
authorization decisions. The agency’s Medical Authorization
Unit and physicians rely on documentation from sleep studies
and other medical records to prior authorize.

6. Statement Explaining need for the Adopted Rule:
The Agency finds that a compelling public interest exists
which necessitates promulgation of permanent rules and
requests approval of rule revisions to amend policy to remove
the requirement for a certificate of medical necessity for
positive airway pressure devices (BiPAP and CPAP) as such
CMNs are no longer used for authorization decisions. The
agency’s Medical Authorization Unit and physicians rely on
documentation from sleep studies and other medical records to
prior authorize.

7. Date/Location of meeting at which rules were adopted:
March 8, 2012
Oklahoma Health Care Authority
2401 N.W. 23rd St. Suite 1A
Oklahoma City, Oklahoma 73107

8. Summary of comments and explanation of changes or lack of any
change made in the adopted rule as a result of testimony
received at public hearings or any oral or written comments
received prior to the adoption of the rule:
A public hearing was held February 22, 2012. No comments were
received.
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9. List Persons or organizations who appeared or registered for
or against the adopted rule at any public hearing held by the
agency or those who have commented in writing before or after
the hearing:
None

10. Rule Impact Statement:
See Attached

11. An incorporation by reference statement if the rule
incorporates a set of rules from a body outside the state,
such as a national code:
Not applicable

12. The members of the governing board of the agency adopting the
rules and the recorded vote of each:
Lyle Roggow Aye
Tony Armstrong Aye
George Miller Aye
Carol Robison Aye
Melvin McVay Jr. Aye
Ed McFall Aye
Ann Bryant Aye

13. Any other information requested by the Governor:
SUPERSEDED EMERGENCY ACTIONS:
Superseded rules:

N/A
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TITLE 317. OKLAHOMA HEALTH CARE AUTHORITY
CHAPTER 30. MEDICAL PROVIDERS-FEE FOR SERVICE

SUBCHAPTER 5. INDIVIDUAL PROVIDERS AND SPECIALTIES
PART 17. MEDICAL SUPPLIERS

317:30-5-211.10. Durable medical equipment (DME)
(a) DME. DME includes, but is not limited to: medical supplies,
orthotics and prosthetics, custom braces, therapeutic lenses,
respiratory equipment and other qualifying items when acquired from
a contracted DME provider.
(b) Certificate of medical necessity. Certain items of DME require
a CMN/OHCA CMN which should be submitted with the request for prior
authorization. These items include but are not limited to:

(1) hospital beds;
(2) support surfaces;
(3) continuous positive airway pressure devices (BiPAP and
CPAP);
(4) (3) patient lift devices;
(5) (4) external infusions pumps;
(6) (5) enteral and parenteral nutrition; and
(7) (6) pneumatic compression devices.

(c) Prior authorization.
(1) Rental. Rental of hospital beds, support surfaces,
continuous positive airway pressure devices (CPAP and BiPAP),
pneumatic compression devices, and lifts require prior
authorization and, except for CPAP and BiPAP devices, a
completed CMN/OHCA CMN; medical necessity must be documented in
the member's medical record and be signed by the physician.
(2) Purchase. Equipment will be purchased when a member
requires the equipment for an extended period of time. During
the prior authorization review the PA consultant may change the
authorization from a rental to a purchase or a purchase to a
rental based on the documentation submitted. The provider must
indicate whether the DME item provided is new or used.

(d) Backup equipment. Backup equipment is considered part of the
rental cost and not a covered service without prior authorization.
(e) Home modification. Equipment used for home modification is not
a covered service.

400



 
 1 

 STATE OF OKLAHOMA 
 OKLAHOMA HEALTH CARE AUTHORITY 
 
 
TO:  Tywanda Cox 
   Health Policy 
 
FROM:  Joseph Fairbanks 

Health Policy 
 
SUBJECT: Rule Impact Statement 

APA WF # 11-38 
 

A. Brief description of the purpose of the rule: 
 

 Policy is revised to remove the requirement for a certificate of 
medical necessity for positive airway pressure devices (BiPAP and 
CPAP) as such CMNs are no longer used for authorization decisions.  
The agency’s Medical Authorization Unit and physicians rely on 
documentation from sleep studies and other medical records to prior 
authorize. 

 
B. A description of the classes of persons who most likely will be 

affected by the proposed rule, including classes that will bear the 
cost of the proposed rule, and any information on cost impacts 
received by the agency from any private or public entities: 
 
No classes of persons will be affected by the proposed rule. 

 
C. A description of the classes of persons who will benefit from the 

proposed rule: 
 
Durable medical equipment providers and their SoonerCare customers 
will benefit as unnecessary paperwork will no longer be required. 

 
D. A description of the probable economic impact of the proposed 

rule upon the affected classes of persons or political 
subdivisions, including a listing of all fee changes and, 
whenever possible, a separate justification for each fee change: 

 
There is no economic impact and there are no fee changes 
associated with the rule change for the above classes of persons 
or any political subdivision. 

 
E. The probable costs and benefits to the agency and to any other 

agency of the implementation and enforcement of the proposed 
rule, the source of revenue to be used for implementation and 
enforcement of the proposed rule, and any anticipated affect on 
state revenues, including a projected net loss or gain in such 
revenues if it can be projected by the agency: 
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The rule change will have no budget impact. 
 

F. A determination of whether implementation of the proposed rule 
will have an economic impact on any political subdivisions or 
require their cooperation in implementing or enforcing the rule: 

 
There is no economic impact on political subdivisions.  

 
G. A determination of whether implementation of the proposed rule 

will have an adverse effect on small business as provided by the 
Oklahoma Small Business Regulatory Flexibility Act: 

 
There should be no adverse economic impact on small businesses as 
a result of this rule.  

 
H. An explanation of the measures the agency has taken to minimize 

compliance costs and a determination of whether there are less 
costly or non-regulatory methods or less intrusive methods for 
achieving the purpose of the proposed rule: 
 
The agency has taken measures to determine that there is no less 
costly or non-regulatory method or less intrusive method for 
achieving the purpose of the proposed rule.  

 
I. A determination of the effect of the proposed rule on the public 

health, safety and environment and, if the proposed rule is 
designed to reduce significant risks to the public health, safety 
and environment, an explanation of the nature of the risk and to 
what extent the proposed rule will reduce the risk: 

 
The proposed rule should have no effect on the public health, 
safety, and environment. 

 
J. A determination of any detrimental effect on the public health, 

safety and environment if the proposed rule is not implemented: 
 

OHCA does not believe there is a detrimental effect on the public 
health and safety if the rule is not passed. 

 
K. The date the rule impact statement was prepared and if modified, 

the date modified: 
 

The rule impact statement was prepared December 8, 2011. 
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 STATE OF OKLAHOMA 
 OKLAHOMA HEALTH CARE AUTHORITY 
 
 
TO:  Tywanda Cox 
  Policy Development 
 
From:  Brent Johnson 
 
SUBJECT: Rule Impact Statement 
  (Reference APA WF # 11-39 A) 
 

A. Brief description of the purpose of the rule:  
 

OHCA rules for the ADvantage Waiver are revised to remove 
language allowing Hospice when the member is in a nursing 
facility receiving ADvantage Facility Based Extended Respite 
and remove respiratory therapy as an allowable service 
within the waiver. These services are removed due to lack of 
utilization.   Additionally, rules are revised to remove 
language allowing for reimbursement to providers of case 
management transition services when the member fails to 
transition into the ADvantage waiver program. Finally, 
language is removed requiring transportation to be required 
by Adult Day Health Centers, as members have access to 
SoonerRide services.  The majority rule revisions are 
necessary to align OHCA policy with revised operational 
procedures required by the Centers for Medicare and Medicaid 
Services.  

 
 B. A description of the classes of persons who most likely will 

be affected by the proposed rule, including classes that will 
bear the cost of the proposed rule, and any information on 
cost impacts received by the agency from any private or 
public entities: 

     
  The classes of persons who will be affected by the proposed 

rule change are providers of transition case management 
services who will not be reimbursed for provision of those 
services if the member fails to transition into the waiver 
program. 

  
C A description of the classes of persons who will benefit from 

the proposed rule: 
  

There are no specific classes of persons who will benefit 
from the proposed rule.  

 
 D. A description of the probable economic impact of the proposed 

rule upon the affected classes of persons or political 
subdivisions, including a listing of all fee changes and, 
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whenever possible, a separate justification for each fee 
change: 

 
  There is no probable economic impact of the proposed rules 

upon any classes of persons or political subdivisions nor is 
a fee change associated with this rule revision. 

  
  E. The probable costs and benefits to the agency and to any 

other agency of the implementation and enforcement of the 
proposed rule, the source of revenue to be used for 
implementation and enforcement of the proposed rule, and any 
anticipated affect on state revenues, including a projected 
net loss or gain in such revenues if it can be projected by 
the agency:   

 
  The Oklahoma Department of Human Services oversees the 

operation of the ADvantage waiver and will benefit from the 
proposed rule change through realization of lower 
operational costs. An estimated $15,000 in savings annually 
will be realized through implementation of the rule change.  

 
 F. A determination of whether implementation of the proposed 

rule will have an economic impact on any political 
subdivisions or require their cooperation in implementing or 
enforcing the rule: 

 
  The proposed rule will not have an economic impact on any 

political subdivision or require their cooperation in 
implementing or enforcing the rule.   

 
 G. A determination of whether implementation of the proposed 

rule will have an adverse effect on small business as 
provided by the Oklahoma Small Business Regulatory 
Flexibility Act: 

 
  The proposed rule will not have an adverse effect on small 

businesses as provided by the Oklahoma Small Business 
Regulatory Flexibility Act.  

 
 H. An explanation of the measures the agency has taken to 

minimize compliance costs and a determination of whether 
there are less costly or nonregulatory methods or less 
intrusive methods for achieving the purpose of the proposed 
rule:  

 
  There are no other legal methods to minimize compliance 

costs. 
 
 I. A determination of the effect of the proposed rule on the 

public health, safety and environment and, if the proposed 
rule is designed to reduce significant risks to the public 
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health, safety and environment, an explanation of the nature 
of the risk and to what extent the proposed rule will reduce 
the risk: 

 
  The proposed rule should have no effect on the public health, 

safety, or environment. 
 
 J. A determination of any detrimental effect on the public 

health, safety and environment if the proposed rule is not 
implemented: 

 
  The agency does not anticipate any detrimental effects on the 

public health, safety, or environment. 
 

K.  The date the rule impact statement was prepared and if 
 modified, the date modified: 

 
This rule impact statement was prepared on January 10th, 
2012. 
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AGENCY RULE REPORT

1. Date Notice Was Published in Oklahoma Register:
January 18, 2012 through February 16, 2012

2. Agency Name/Address:
Oklahoma Health Care Authority
2401 N.W. 23rd St. Suite 1A
Oklahoma City, Oklahoma 73107

3. Title and Number of Rule(s):
Title 317: Oklahoma Health Care Authority
Chapter 30. Medical Providers-Fee For Service
Subchapter 5. Individual Providers And Specialties
Part 85. ADvantage Program Waiver Services
317:30-5-763. [AMENDED]
(Reference APA WF # 11-39A)

4. Statutory Authority for Rule:
The Oklahoma Health Care Authority Board; The Oklahoma Health
Care Authority Act, Section 5003 through 5016 of Title 63 of
the Oklahoma Statutes; Medically Fragile 1915(c) Home and
Community Based Services (HCBS) Waiver program as approved by
The Centers for Medicare and Medicaid Services (CMS)

5. Brief Summary of Content of Adopted Rule(s):
OHCA rules for the ADvantage Waiver are revised to remove
language allowing Hospice when the member is in a nursing
facility receiving ADvantage Facility Based Extended Respite
and remove respiratory therapy as an allowable service within
the waiver. These services are removed due to lack of
utilization. Additionally, rules are revised to remove
language allowing for reimbursement to providers of case
management transition services when the member fails to
transition into the ADvantage waiver program. Finally,
language is removed requiring transportation to be required
by Adult Day Health Centers, as members have access to
SoonerRide services. The majority of rule revisions are
necessary to align OHCA policy with revised operational
procedures required by the Centers for Medicare and Medicaid
Services.

6. Statement Explaining need for the Adopted Rule:
The Agency finds that a compelling public interest exists
which necessitates promulgation of permanent rules and
requests approval of rule revisions to amend policy to remove
language allowing Hospice when the member is in a nursing
facility receiving ADvantage Facility Based Extended Respite
and remove respiratory therapy as an allowable service within
the waiver. Additionally, rules are revised to remove
language allowing for reimbursement to providers of case
management transition services when the member fails to
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transition into the ADvantage waiver program. Finally,
language is removed requiring transportation to be required
by Adult Day Health Centers, as members have access to
SoonerRide services.

7. Date/Location of meeting at which rules were adopted:
March 8, 2012
Oklahoma Health Care Authority
2401 N.W. 23rd St. Suite 1A
Oklahoma City, Oklahoma 73107

8. Summary of comments and explanation of changes or lack of any
change made in the adopted rule as a result of testimony
received at public hearings or any oral or written comments
received prior to the adoption of the rule:
A public hearing was held February 22, 2012. No comments were
received.

9. List Persons or organizations who appeared or registered for
or against the adopted rule at any public hearing held by the
agency or those who have commented in writing before or after
the hearing:
None

10. Rule Impact Statement:
See Attached

11. An incorporation by reference statement if the rule
incorporates a set of rules from a body outside the state,
such as a national code:
Not applicable

12. The members of the governing board of the agency adopting the
rules and the recorded vote of each:
Lyle Roggow Aye
Tony Armstrong Aye
George Miller Aye
Carol Robison Aye
Melvin McVay Jr. Aye
Ed McFall Aye
Ann Bryant Aye

13. Any other information requested by the Governor:
SUPERSEDED EMERGENCY ACTIONS:
Superseded rules:

N/A
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TITLE 317. OKLAHOMA HEALTH CARE AUTHORITY 
CHAPTER 30. MEDICAL PROVIDERS-FEE FOR SERVICE 

SUBCHAPTER 5. INDIVIDUAL PROVIDERS AND SPECIALTIES 
PART 85. ADVANTAGE PROGRAM WAIVER SERVICES 

 
317:30-5-763. Description of services   

Services included in the ADvantage Program are as follows: 
(1) Case Management. 

(A) Case Management services are services that assist a 
member in gaining access to medical, social, educational 
or other services, regardless of payment source of 
services, that may benefit the member in maintaining 
health and safety. Case managers initiate and oversee 
necessary assessments and reassessments to establish or 
reestablish waiver program eligibility.  Case managers 
develop the member's comprehensive plan of care, listing 
only services which are necessary to prevent 
institutionalization of the member, as determined through 
assessments.  Case managers initiate the addition of 
necessary services or deletion of unnecessary services, as 
dictated by the member's condition and available support.  
Case managers monitor the member's condition to ensure 
delivery and appropriateness of services and initiate plan 
of care reviews.  If a member requires hospital or nursing 
facility services, the case manager assists the member in 
accessing institutional care and, as appropriate, 
periodically monitors the member's progress during the 
institutional stay and helps the member transition from 
institution to home by updating the service plan and 
preparing services to start on the date the member is 
discharged from the institution.  Case Managers must meet 
ADvantage Program minimum requirements for qualification 
and training prior to providing services to ADvantage 
members.  Prior to providing services to members receiving 
Consumer-Directed Personal Assistance Services and 
Supports (CD-PASS), Case Managers are required to receive 
training and demonstrate knowledge regarding CD-PASS 
service delivery model, "Independent Living Philosophy" 
and demonstrate competency in Person-centered planning. 
(B) Providers may only claim time for billable Case 
Management activities described as follows: 

(i) A billable case management activity is any task or 
function defined under OAC 317:30-5-763(1)(A) that only 
an ADvantage case manager because of skill, training or 
authority, can perform on behalf of a member; 
(ii) Ancillary activities such as clerical tasks like 
mailing, copying, filing, faxing, drive time or 
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supervisory/administrative activities are not billable 
case management activities, although the administrative 
cost of these activities and other normal and customary 
business overhead costs have been included in the 
reimbursement rate for billable activities. 

(C) Case Management services are prior authorized and 
billed per 15-minute unit of service using the rate 
associated with the location of residence of the member 
served. 

(i) Standard Rate:  Case Management services are billed 
using a Standard rate for reimbursement for billable 
service activities provided to a member who resides in 
a county with population density greater than 25 
persons per square mile. 
(ii) Very Rural/Difficult Service Area Rate:  Case 
Management services are billed using a Very 
Rural/Difficult Service Area rate for billable service 
activities provided to a member who resides in a county 
with population density equal to or less than 25 
persons per square mile.  An exception would be 
services to members that reside in Oklahoma Department 
of Human Services/Aging Services Division (OKDHS/ASD) 
identified zip codes in Osage County adjacent to 
metropolitan areas of Tulsa and Washington Counties.  
Services to these members are prior authorized and 
billed using the Standard rate. 
(iii) The latest United States Census, Oklahoma 
Counties population data is the source for 
determination of whether a member resides in a county 
with a population density equal to or less than 25 
persons per square mile, or resides in a county with a 
population density greater than 25 persons per square 
mile. 

(2) Respite. 
(A) Respite services are provided to members who are 
unable to care for themselves.  They are provided on a 
short-term basis because of the absence or need for relief 
of the primary caregiver.  Payment for respite care does 
not include room and board costs unless more than seven 
hours are provided in a nursing facility.  Respite care 
will only be utilized when other sources of care and 
support have been exhausted.  Respite care will only be 
listed on the plan of care when it is necessary to prevent 
institutionalization of the member.  Units of services are 
limited to the number of units approved on the plan of 
care. 
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(B) In-Home Respite services are billed per 15-minute unit 
service.  Within any one-day period, a minimum of eight 
units must be provided with a maximum of 28 units 
provided.  The service is provided in the member's home. 
(C) Facility-Based Extended Respite is filed for a per 
diem rate, if provided in Nursing Facility.  Extended 
Respite must be at least eight hours in duration. 
(D) In-Home Extended Respite is filed for a per diem rate.  
A minimum of eight hours must be provided in the member's 
home. 

(3) Adult Day Health Care. 
(A) Adult Day Health Care is furnished on a regularly 
scheduled basis for one or more days per week in an 
outpatient setting.  It provides both health and social 
services which are necessary to ensure the optimal 
functioning of the member.  Physical, occupational, 
respiratory and/or speech therapies may only be provided 
as an enhancement to the basic Adult Day Health Care 
service when authorized by the plan of care and billed as 
a separate procedure.  Meals provided as part of this 
service do not constitute a full nutritional regimen.  
Transportation between the member's residence and the 
service setting is provided as a part of Adult Day Health 
Care.  Personal Care service enhancement in Adult Day 
Health Care is assistance in bathing and/or hair washing 
authorized by the plan of care and billed as a separate 
procedure.  Most assistance with activities of daily 
living, such as eating, mobility, toileting and nail care, 
are services that are integral to the Adult Day Health 
Care service and are covered by the Adult Day Health Care 
basic reimbursement rate.  Assistance with bathing and/or 
hair care is not a usual and customary adult day health 
care service.  Enhanced personal care in adult day health 
care for assistance with bathing and/or hair washing will 
be authorized when an ADvantage waiver member who uses 
adult day health care requires assistance with bathing 
and/or hair washing to maintain health and safety. 
(B) Adult Day Health Care is a 15-minute unit.  No more 
than 6 hours are authorized per day.  The number of units 
of service a member may receive is limited to the number 
of units approved on the member's approved plan of care. 
(C) Adult Day Health Care Therapy Enhancement is a maximum 
one session per day unit of service. 
(D) Adult Day Health Personal Care Enhancement is a 
maximum one per day unit of bathing and/or hair washing 
service. 

(4) Environmental Modifications. 
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(A) Environmental Modifications are physical adaptations 
to the home, required by the member's plan of care, which 
are necessary to ensure the health, welfare and safety of 
the individual, or which enable the individual to function 
with greater independence in the home and without which, 
the member would require institutionalization.  
Adaptations or improvements to the home which are not of 
direct medical or remedial benefit to the waiver member 
are excluded. 
(B) All services require prior authorization. 

(5) Specialized Medical Equipment and Supplies. 
(A) Specialized Medical Equipment and Supplies are 
devices, controls, or appliances specified in the plan of 
care, which enable members to increase their abilities to 
perform activities of daily living, or to perceive, 
control, or communicate with the environment in which they 
live.  Also included are items necessary for life support, 
ancillary supplies and equipment necessary to the proper 
functioning of such items, and durable and non-durable 
medical equipment not available under the Medicaid state 
plan.  This service excludes any equipment and/or supply 
items which are not of direct medical or remedial benefit 
to the waiver member.  This service is necessary to 
prevent institutionalization. 
(B) Specialized Medical Equipment and Supplies are billed 
using the appropriate HCPC procedure code.  Reoccurring 
supplies which are shipped to the member are compensable 
only when the member remains eligible for waiver services, 
continues to reside in the home and is not 
institutionalized in a hospital, skilled nursing facility 
or nursing home.  It is the provider's responsibility to 
verify the member's status prior to shipping these items.  
Payment for medical supplies is limited to the Medicare 
rate, or the SoonerCare rate, or actual acquisition cost 
plus 30 percent.  All services must be prior authorized. 

(6) Advanced Supportive/Restorative Assistance. 
(A) Advanced Supportive/Restorative Assistance services 
are maintenance services to assist a member who has a 
chronic, yet stable, condition.  These services assist 
with activities of daily living which require devices and 
procedures related to altered body functions.  This 
service is for maintenance only and is not utilized as a 
treatment service. 
(B) Advanced Supportive/Restorative Assistance service is 
billed per 15-minute unit of service.  The number of units 
of this service a member may receive is limited to the 
number of units approved on the plan of care. 
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(7) Nursing. 
(A) Nursing services are services listed in the plan of 
care which are within the scope of the Oklahoma Nursing 
Practice Act and are provided by a registered professional 
nurse, or licensed practical or vocational nurse under the 
supervision of a registered nurse, licensed to practice in 
the State.  Nursing services includes skilled nursing 
and/or private duty nursing.  Skilled nursing is provided 
on an intermittent or part-time basis.  Private duty 
nursing is individual and continuous care provided to a 
participant at home by licensed nurses.  The provision of 
the nursing service will work to prevent or postpone the 
institutionalization of the member. 
(B) Nursing services are services of a maintenance or 
preventive nature provided to members with stable, chronic 
conditions.  These services are not intended to treat an 
acute health condition and may not include services which 
would be reimbursable under either Medicaid or Medicare's 
Home Health Program.  This service primarily provides 
nurse supervision to the Personal Care Assistant or to the 
Advanced Supportive/Restorative Assistance Aide and 
assesses the member's health and prescribed medical 
services to ensure that they meet the member's needs as 
specified in the plan of care.  A skilled nursing 
assessment/evaluation on-site visit is made to each member 
for whom Advanced Supportive/Restorative Assistance 
services are authorized to evaluate the condition of the 
member and medical appropriateness of services.  An 
assessment/evaluation visit report will be made to the 
ADvantage Program case manager in accordance with review 
schedule determined in consultation between the Case 
Manager and the Skilled Nurse, to report the member's 
condition or other significant information concerning each 
advanced supportive/restorative care member. 

(i) The ADvantage Program case manager may recommend 
authorization of Skilled Nursing services as part of 
the interdisciplinary team planning for the member's 
service plan and/or assessment/evaluation of: 

(I) the member's general health, functional ability 
and needs and/or 
(II) the adequacy of personal care and/or advanced 
supportive/restorative assistance services to meet 
the member's needs including providing on-the-job 
training and competency testing for personal care or 
advanced supportive/restorative care aides in 
accordance with rules and regulations for delegation 
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of nursing tasks as established by the Oklahoma 
Board of Nursing. 

(ii) In addition to assessment/evaluation, the 
ADvantage Program case manager may recommend 
authorization of Skilled Nursing services for the 
following: 

(I) preparing a one-week supply of insulin syringes 
for a blind diabetic who can safely self-inject the 
medication but cannot fill his/her own syringe.  
This service would include monitoring the member's 
continued ability to self-administer the insulin; 
(II) preparing oral medications in divided daily 
compartments for a member who self-administers 
prescribed medications but needs assistance and 
monitoring due to a minimal level of disorientation 
or confusion; 
(III) monitoring a member's skin condition when a 
member is at risk for skin breakdown due to 
immobility or incontinence, or the member has a 
chronic stage II decubitus ulcer requiring 
maintenance care and monitoring; 
(IV) providing nail care for the diabetic member or 
member with circulatory or neurological compromise; 
(V) providing consultation and education to the 
member, member's family and/or other informal 
caregivers identified in the service plan, regarding 
the nature of the member's chronic condition.  
Provide skills training (including return skills 
demonstration to establish competency) to the 
member, family and/or other informal caregivers as 
specified in the service plan for preventive and 
rehabilitative care procedures.  

(C) Nursing service can be billed for service plan 
development and/or assessment/evaluation services or, for 
other services within the scope of the Oklahoma Nursing 
Practice Act including private duty nursing. Nursing 
services are billed per 15-minute unit of service.  A 
specific procedure code is used to bill for 
assessment/evaluation/service plan development skilled 
nursing services and other procedure codes are used to 
bill for all other authorized nursing services.  A maximum 
of eight units per day of skilled nursing for 
assessment/evaluation and/or service plan development are 
allowed.  An agreement by a provider to perform a nurse 
evaluation is also an agreement, to provide the nurse 
assessment identified in the Medicaid in-home care 
services for which the provider is certified and 
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contracted. Reimbursement for a nurse evaluation is denied 
if the provider that produced the nurse evaluation fails 
to provide the nurse assessment identified in the Medicaid 
in-home care services for which the provider is certified 
and contracted. 

(8) Home Delivered Meals. 
(A) Home Delivered Meals provide one meal per day.  A home 
delivered meal is a meal prepared in advance and brought 
to the member's home.  Each meal must have a nutritional 
content equal to at least one third of the Recommended 
Daily Allowance as established by the Food and Nutrition 
Board of the National Academy of Sciences.  Meals are only 
provided to members who are unable to prepare meals and 
lack an informal provider to do meal preparation. 
(B) Home Delivered Meals are billed per meal, with one 
meal equaling one unit of service.  The limit of the 
number of units a member is allowed to receive is limited 
on the member's plan of care.  The provider must obtain a 
signature from the member or the member's representative 
at the time the meals are delivered.  In the event that 
the member is temporarily unavailable (i.e., doctor's 
appointment, etc.) and the meal is left, the provider must 
document the reason a signature is not obtained.  The 
signature logs must be available for review. 

(9) Occupational Therapy service Services. 
(A) Occupational Therapy services are those services that 
increase functional independence by enhancing the 
development of adaptive skills and performance capacities 
of members with physical disabilities and related 
psychological and cognitive impairments.  Services are 
provided in the member's home and are intended to help the 
member achieve greater independence to reside and 
participate in the community.  Treatment involves the 
therapeutic use of self-care, work and play activities and 
may include modification of the tasks or environment to 
enable the member to achieve maximum independence, prevent 
further disability, and maintain health.  Under a 
physician's order, a licensed occupational therapist 
evaluates the member's rehabilitation potential and 
develops an appropriate written therapeutic regimen.  The 
regimen utilizes paraprofessional occupational therapy 
assistant services, within the limits of their practice, 
working under the supervision of the licensed occupational 
therapist.   The regimen includes education and training 
for informal caregivers to assist with and/or maintain 
services, where appropriate.  The therapist will ensure 
monitoring and documentation of the member's 
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rehabilitative progress and will report to the member's 
case manager and physician to coordinate necessary 
addition and/or deletion of services, based on the 
member's condition and ongoing rehabilitation potential. 
(B) Occupational Therapy services are billed per 15-minute 
unit of service.  Payment is not allowed solely for 
written reports or record documentation. 

(10) Physical Therapy services Services. 
(A) Physical Therapy services are those services that 
prevent physical disability through the evaluation and 
rehabilitation of members disabled by pain, disease or 
injury.  Services are provided in the member's home and 
are intended to help the member achieve greater 
independence to reside and participate in the community.  
Treatment involves use of physical therapeutic means such 
as massage, manipulation, therapeutic exercise, cold or 
heat therapy, hydrotherapy, electrical stimulation and 
light therapy.  Under a physician's order, a licensed 
physical therapist evaluates the member's rehabilitation 
potential and develops an appropriate, written therapeutic 
regimen.  The regimen utilizes paraprofessional physical 
therapy assistant services, within the limits of their 
practice, working under the supervision of the licensed 
physical therapist.  The regimen includes education and 
training for informal caregivers to assist with and/or 
maintain services, where appropriate.  The therapist will 
ensure monitoring and documentation of the member's 
rehabilitative progress and will report to the member's 
case manager and physician to coordinate necessary 
addition and/or deletion of services, based on the 
member's condition and ongoing rehabilitation potential. 
(B) Physical Therapy services are billed per 15-minute 
units of service.  Payment is not allowed solely for 
written reports or record documentation. 

(11) Speech and Language Therapy Services. 
(A) Speech/Language Therapy services are those that 
prevent speech and language communication disability 
through the evaluation and rehabilitation of members 
disabled by pain, disease or injury.  Services are 
provided in the member's home and are intended to help the 
member achieve greater independence to reside and 
participate in the community.  Services involve use of 
therapeutic means such as evaluation, specialized 
treatment, and/or development and oversight of a 
therapeutic maintenance program.  Under a physician's 
order, a licensed Speech/Language Pathologist evaluates 
the member's rehabilitation potential and develops an 
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appropriate, written therapeutic regimen.  The regimen 
utilizes paraprofessional therapy assistant services 
within the limits of their practice, working under the 
supervision of the licensed Speech/Language Pathologist.  
The regimen includes education and training for informal 
caregivers to assist with and/or maintain services, where 
appropriate.  The Pathologist will ensure monitoring and 
documentation of the member's rehabilitative progress and 
will report to the member's case manager and physician to 
coordinate necessary addition and/or deletion of services, 
based on the member's condition and ongoing rehabilitation 
potential. 
(B) Speech/Language Therapy services are billed per 15-
minute unit of service.  Payment is not allowed solely for 
written reports or record documentation. 

(12) Respiratory Therapy Services. 
(A) Respiratory therapy services are provided for a member 
who, but for the availability of in-home respiratory 
services, would require respiratory care as an inpatient 
in a hospital or nursing facility.  Services are provided 
in the member's home under the care of a physician who is 
familiar with the technical and medical components of home 
ventilator support and the physician must determine 
medically that in-home respiratory care is safe and 
feasible for the member.  Treatment involved use of 
therapeutic means such as: evaluation, respiratory 
treatments, chest physiotherapy, and/or development and 
oversight of a therapeutic maintenance program.  Under a 
physician's order, a registered respiratory therapist 
evaluates the member and develops an appropriate, written 
therapeutic regimen.  The regimen includes education and 
training for informal caregivers to assist with and/or 
maintain services, where appropriate.  The therapist will 
ensure monitoring and documentation of the member's 
progress and will report to the member's case manager and 
physician to coordinate necessary addition and/or deletion 
of services, based on the member's condition and ongoing 
rehabilitation potential. 
(B) Respiratory Therapy services are billed per 15-minute 
unit of service.  Payment is not allowed solely for 
written reports or record documentation. 

(13) (12) Hospice Services.  
(A) Hospice is palliative and/or comfort care provided to 
the member and his/her family when a physician certifies 
that the member has a terminal illness and has six months 
or less to live and orders hospice care.  ADvantage 
Hospice Care is authorized for a six month period and 

416



10 
 

requires a physician certification of a terminal illness 
and orders of hospice care.  If the member requires more 
than six months of hospice care, a physician or nurse 
practitioner must have a face-to-face visit with the 
member thirty days prior to the initial hospice 
authorization end date and re-certify that the member has 
a terminal illness and has six months or less to live and 
orders additional hospice care.  After the initial 
authorization period, additional periods of ADvantage 
Hospice may be authorized for a maximum of 60 day 
increments with physician certification that the member 
has a terminal illness and has six months or less to live.  
A member's service plan that includes hospice care must 
comply with waiver requirements to be within total service 
plan cost limits.  
(B) A hospice program offers palliative and supportive 
care to meet the special needs arising out of the 
physical, emotional and spiritual stresses which are 
experienced during the final stages of illness and during 
dying and bereavement. The member signs a statement 
choosing hospice care instead of routine medical care that 
has the objective to treat and cure the member's illness.  
Once the member has elected hospice care, the hospice 
medical team assumes responsibility for the member's 
medical care for the terminal illness in the home 
environment.  Hospice care services include nursing care, 
physician services, medical equipment and supplies, drugs 
for symptom control and pain relief, home health aide and 
personal care services, physical, occupational and/or 
speech therapy, medical social services, dietary 
counseling and grief and bereavement counseling to the 
member and/or family. A Hospice plan of care must be 
developed by the hospice team in conjunction with the 
member's ADvantage case manager before hospice services 
are provided.  The hospice services must be related to the 
palliation or management of the member's terminal illness, 
symptom control, or to enable the individual to maintain 
activities of daily living and basic functional skills. 
ADvantage Hospice may be provided to the member in a 
Nursing Facility (NF) only when the member is placed in 
the NF for ADvantage Facility Based Extended Respite.  
Hospice provided as part of Facility Based Extended 
Respite may not be reimbursed for more than five days 
during any 30 day period.  A member that is eligible for 
Medicare Hospice provided as a Medicare Part A benefit, is 
not eligible to receive ADvantage Hospice services. 
(C) Hospice services are billed per diem of service for 
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days covered by a Hospice plan of care and during which 
the hospice provider is responsible for providing hospice 
services as needed by the member or member's family.  

(14) (13) ADvantage Personal Care. 
(A) ADvantage Personal Care is assistance to a member in 
carrying out activities of daily living such as bathing, 
grooming and toileting, or in carrying out instrumental 
activities of daily living, such as preparing meals and 
doing laundry, to assure personal health and safety of the 
individual or to prevent or minimize physical health 
regression or deterioration.  Personal Care services do 
not include service provision of a technical nature, i.e. 
tracheal suctioning, bladder catheterization, colostomy 
irrigation, and operation/maintenance of equipment of a 
technical nature. 
(B) ADvantage Home Care Agency Skilled Nursing staff 
working in coordination with an ADvantage Case Manager are 
responsible for development and monitoring of the member's 
Personal Care plan. 
(C) ADvantage Personal Care services are prior authorized 
and billed per 15-minute unit of service with units of 
service limited to the number of units on the ADvantage 
approved plan of care. 

(15) (14) Personal Emergency Response System. 
(A) Personal Emergency Response System (PERS) is an 
electronic device which enables certain individuals at 
high risk of institutionalization to secure help in an 
emergency. The individual may also wear a portable "help" 
button to allow for mobility.  The system is connected to 
the person's phone and programmed to signal, in accordance 
with member preference, a friend, a relative or a response 
center once a "help" button is activated.  The response 
center is staffed by trained professionals.  For an 
ADvantage Program member to be eligible to receive PERS 
service, the member must meet all of the following service 
criteria: 

(i) a recent history of falls as a result of an 
existing medical condition that prevents the individual 
from getting up from a fall unassisted; 
(ii) lives alone and has no regular caregiver, paid or 
unpaid, and therefore is left alone for long periods of 
time; 
(iii) demonstrates capability to comprehend the purpose 
of and activate the PERS; 
(iv) has a health and safety plan detailing the 
interventions beyond the PERS to assure the member's 
health and safety in his/her home; 
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(v) has a disease management plan to implement medical 
and health interventions that reduce the possibility of 
falls by managing the member's underlying medical 
condition causing the falls; and, 
(vi) the service avoids premature or unnecessary 
institutionalization of the member. 

(B) PERS services are billed using the appropriate HCPC 
procedure code for installation, monthly service or 
purchase of PERS.  All services are prior authorized in 
accordance with the ADvantage approved plan of care. 

(16) (15) Consumer-Directed Personal Assistance Services and 
Support (CD-PASS). 

(A) Consumer-Directed Personal Assistance Services and 
Supports are Personal Services Assistance and Advanced 
Personal Services Assistance that enable an individual in 
need of assistance to reside in their home and in the 
community of their choosing rather than in an institution 
and to carry out functions of daily living, self care, and 
mobility.  CD-PASS services are delivered as authorized on 
the service plan. The member employs the Personal Services 
Assistant (PSA) and/or the Advanced Personal Services 
Assistant (APSA) and is responsible, with assistance from 
ADvantage Program Administrative Financial Management 
Services (FMS), for ensuring that the employment complies 
with State and Federal Labor Law requirements.  The member 
may designate an adult family member or friend, an 
individual who is not a PSA or APSA to the member, as an 
"authorized representative" to assist in executing these 
employer functions.  The member: 

(i) recruits, hires and, as necessary, discharges the 
PSA or APSA; 
(ii) provides instruction and training to the PSA or 
APSA on tasks to be done and works with the Consumer 
Directed Agent/Case Manager to obtain ADvantage skilled 
nursing services assistance with training when 
necessary.  Prior to performing an Advanced Personal 
Services Assistance task for the first time, the APSA 
must demonstrate competency in the tasks in an on-the-
job training session conducted by the member and the 
member must document the attendant's competency in 
performing each task in the ASPA's personnel file; 
(iii) determines where and how the PSA or APSA works, 
hours of work, what is to be accomplished and, within 
Individual Budget Allocation limits, wages to be paid 
for the work; 
(iv) supervises and documents employee work time; and, 
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(v) provides tools and materials for work to be 
accomplished. 

(B) The service Personal Services Assistance may include: 
(i) assistance with mobility and with transfer in and 
out of bed, wheelchair or motor vehicle, or both; 
(ii) assistance with routine bodily functions that may 
include: 

(I) bathing and personal hygiene; 
(II) dressing and grooming; 
(III) eating including meal preparation and cleanup; 

(iii) assistance with homemaker type services that may 
include shopping, laundry, cleaning and seasonal 
chores; 
(iv) companion type assistance that may include letter 
writing, reading mail and providing escort or 
transportation to participate in approved activities or 
events.  "Approved activities or events" means 
community civic participation guaranteed to all 
citizens including but not limited to, exercise of 
religion, voting or participation in daily life 
activities in which exercise of choice and decision 
making is important to the member that may include 
shopping for food, clothing or other necessities, or 
for participation in other activities or events that 
are specifically approved on the service plan. 

(C) Advanced Personal Services Assistance are maintenance 
services provided to assist a member with a stable, 
chronic condition with activities of daily living when 
such assistance requires devices and procedures related to 
altered body function if such activities, in the opinion 
of the attending physician or licensed nurse, may be 
performed if the individual were physically capable, and 
the procedure may be safely performed in the home.  
Advanced Personal Services Assistance is a maintenance 
service and should never be used as a therapeutic 
treatment.  Members who develop medical complications 
requiring skilled nursing services while receiving 
Advanced Personal Services Assistance should be referred 
to their attending physician who may, if appropriate, 
order home health services.  The service of Advanced 
Personal Services Assistance includes assistance with 
health maintenance activities that may include: 

(i) routine personal care for persons with ostomies 
(including tracheotomies, gastrostomies and colostomies 
with well-healed stoma) and external, indwelling, and 
suprapubic catheters which includes changing bags and 
soap and water hygiene around ostomy or catheter site; 
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(ii) remove external catheters, inspect skin and 
reapplication of same; 
(iii) administer prescribed bowel program including use 
of suppositories and sphincter stimulation, and enemas 
(Pre-packaged only) with members without 
contraindicating rectal or intestinal conditions; 
(iv) apply medicated (prescription) lotions or 
ointments, and dry, non-sterile dressings to unbroken 
skin; 
(v) use lift for transfers; 
(vi) manually assist with oral medications; 
(vii) provide passive range of motion (non-resistive 
flexion of joint) delivered in accordance with the plan 
of care, unless contraindicated by underlying joint 
pathology; 
(viii) apply non-sterile dressings to superficial skin 
breaks or abrasions; and 
(ix) use Universal precautions as defined by the Center 
for Disease Control. 

(D) The service Financial Management Services are program 
administrative services provided to participating CD-PASS 
employer/members by the OKDHS/ASD.  Financial Management 
Services are employer related assistance that provides 
Internal Revenue Service (IRS) fiscal reporting agent and 
other financial management tasks and functions including, 
but not limited to: 

(i) employer payroll, at a minimum of semi monthly, and 
associated withholding for taxes, or for other payroll 
withholdings performed on behalf of the member as 
employer of the PSA or APSA; 
(ii) other employer related payment disbursements as 
agreed to with the member and in accordance with the 
member's Individual Budget Allocation; 
(iii) responsibility for obtaining criminal and abuse 
registry background checks, on behalf of the member, on 
prospective hires for PSAs or APSAs; 
(iv) providing to the member, as needed, assistance 
with employer related cognitive tasks, decision-making 
and specialized skills that may include assistance with 
Individual Budget Allocation planning and support for 
making decisions including training and providing 
reference material and consultation regarding employee 
management tasks such as recruiting, hiring, training 
and supervising the member's Personal Services 
Assistant or Advanced Personal Services Assistant; and 
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(v) for making available Hepatitis B vaccine and 
vaccination series to PSA and APSA employees in 
compliance with OSHA standards. 

(E) The service of Personal Services Assistance is billed 
per 15-minute unit of service.  The number of units of PSA 
a member may receive is limited to the number of units 
approved on the Service Plan. 
(F) The service of Advanced Personal Services Assistance 
is billed per 15-minute unit of service.  The number of 
units of APSA a member may receive is limited to the 
number of units approved on the Service Plan. 

(17) (16) Institution Transition Services. 
(A) Institution Transition Services are those services 
that are necessary to enable an individual to leave the 
institution and receive necessary support through 
ADvantage waiver services in their home and/or in the 
community. 
(B) Institution Transition Case Management Services are 
services as described in OAC 317:30-5-763(1) required by 
the individual's plan of care, which are necessary to 
ensure the health, welfare and safety of the individual, 
or to enable the individual to function with greater 
independence in the home, and without which, the 
individual would continue to require institutionalization.  
ADvantage Transition Case Management Services assist 
institutionalized individuals that are eligible to receive 
ADvantage services in gaining access to needed waiver and 
other State plan services, as well as needed medical, 
social, educational and other services to assist in the 
transition, regardless of the funding source for the 
services to which access is gained.  Transition Case 
Management Services may be authorized for periodic 
monitoring of an ADvantage member's progress during an 
institutional stay, and for assisting the member 
transition from institution to home by updating the 
service plan, including necessary Institution Transition 
Services to prepare services and supports to be in place 
or to start on the date the member is discharged from the 
institution.  Transition Case Management Services may be 
authorized to assist individuals that have not previously 
received ADvantage services but have been referred by the 
OKDHS/ASD to the Case Management Provider for assistance 
in transitioning from the institution to the community 
with ADvantage services support. 

(i) Institution Transition Case Management services are 
prior authorized and billed per 15-minute unit of 
service using the appropriate HCPC and modifier 
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associated with the location of residence of the member 
served as described in OAC 317:30-5-763(1)(C). 
(ii) A unique modifier code is used to distinguish 
Institution Transition Case Management services from 
regular Case Management services. 

(C) Institutional Transition Services may be authorized 
and reimbursed under the following conditions: 

(i) The service is necessary to enable the individual 
to move from the institution to their home; 
(ii) The individual is eligible to receive ADvantage 
services outside the institutional setting; 
(iii) Institutional Transition Services are provided to 
the individual within 180 days of discharge from the 
institution; 
(iv) Transition Services provided while the individual 
is in the institution are to be claimed as delivered on 
the day of discharge from the institution. 

(D) If the member has received Institution Transition 
Services but fails to enter the waiver, any Institution 
Transition Services authorized and provided are reimbursed 
as "Medicaid administrative" costs and providers follow 
special procedures specified by the OKDHS/ASD to bill for 
services provided not reimbursable.   

(18) (17) Assisted Living Services. 
(A) Assisted Living Services are personal care and 
supportive services that are furnished to waiver members 
who reside in a homelike, non-institutional setting that 
includes 24-hour on-site response capability to meet 
scheduled or unpredictable resident needs and to provide 
supervision, safety and security.  Services also include 
social and recreational programming and medication 
assistance (to the extent permitted under State law).  The 
assisted living services provider is responsible for 
coordinating services provided by third parties to 
ADvantage members in the assisted living center.  Nursing 
services are incidental rather than integral to the 
provision of assisted living services.  ADvantage 
reimbursement for Assisted Living Services includes 
services of personal care, housekeeping, laundry, meal 
preparation, periodic nursing evaluations, nursing 
supervision during nursing intervention, intermittent or 
unscheduled nursing care, medication administration, 
assistance with cognitive orientation, assistance with 
transfer and ambulation, planned programs for 
socialization, activities and exercise and for arranging 
or coordinating transportation to and from medical 
appointments.  Services, except for planned programs for 
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socialization, activities and exercise, are to meet 
specific needs of the participant as determined through 
individualized assessment and documented on the 
participant's service plan. 
(B) The ADvantage Assisted Living Services philosophy of 
service delivery promotes service member choice, and to 
the greatest extent possible, service member control.  
Members have control over their living space and choice of 
personal amenities, furnishing and activities in their 
residence.  The Assisted Living Service provider's 
documented operating philosophy, including policies and 
procedures, must reflect and support the principles and 
values associated with the ADvantage assisted living 
philosophy and approach to service delivery that 
emphasizes member dignity, privacy, individuality, and 
independence. 
(C) ADvantage Assisted Living required policies for 
Admission/Termination of services and definitions. 

(i) ADvantage-certified Assisted Living Centers (ALCs) 
are required to accept all eligible ADvantage members 
who choose to receive services through the ALC subject 
only to issues relating to: 

(I) unit availability; 
(II) the compatibility of the participant with other 
residents; and 
(III) the center's ability to accommodate residents 
who have behavior problems, wander, or have needs 
that exceed the services the center provides. 

(ii) The ALC may specify the number of units the 
provider is making available to service ADvantage 
participants. 
(iii) Mild or moderate cognitive impairment of the 
applicant is not a justifiable reason to deny ALC 
admission.  Centers are required to specify whether 
they are able to accommodate individuals who have 
behavior problems or wander.  Denial of admission due 
to a determination of incompatibility must be approved 
by the case manager and the ADvantage Administration 
(AA).  Appropriateness of placement is not a unilateral 
determination by the ALC.  The ADvantage Case Manager, 
the member and/or member's designated representative 
and the ALC in consultation determine the 
appropriateness of placement. 
(iv) The ALC is responsible for meeting the member's 
needs for privacy and dignity.  Inability to meet those 
needs will not be recognized as a reason for 
determining that an ADvantage participant's placement 
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is inappropriate.  The ALC agrees to provide or arrange 
and coordinate all of the services listed in the 
description of assisted living center services in the 
Oklahoma State Department of Health regulations (OAC 
310:663-3-3) except for specialized services. 
(v) In addition, the ADvantage participating ALC agrees 
to provide or coordinate the following services: 

(I) Provide an emergency call system for each 
participating ADvantage member; 
(II) Provide up to three meals per day plus snacks 
sufficient to meet nutritional requirements, 
including modified special diets, appropriate to 
members' needs and choices; and 
(III) Arrange or coordinate transportation to and 
from medical appointments. 

(vi) The provider may offer any specialized service or 
unit for residents with Alzheimer's disease and related 
dementias, physical disabilities or other special needs 
that the facility intends to market. 
(vii) If the provider arranges and coordinates services 
for members, the provider is obligated to assure the 
provision of those services. 
(viii) Under OAC 310:663-1-2, "personal care" is 
defined as "assistance with meals, dressing, movement, 
bathing or other personal needs or maintenance, or 
general supervision of the physical and mental well-
being of a person".  For ADvantage Assisted Living 
Services, assistance with "other personal needs" in 
this definition includes assistance with toileting, 
grooming and transferring and the term "assistance" is 
clarified to mean hands-on help in addition to 
supervision. 
(ix) The specific Assisted Living Services assistance 
provided along with amount and duration of each type of 
assistance is based upon the individual member's 
assessed need for service assistance and is specified 
in the ALC's service plan which is incorporated as 
supplemental detail into the ADvantage comprehensive 
service plan.  The ADvantage Case Manager in 
cooperation with the Assisted Living Center 
professional staff develops the service plan to meet 
member needs.  As member needs change, the service plan 
is amended consistent with the assessed, documented 
need for change in services. 
(x) Definition of Inappropriate ALC Placement.  
Placement or continued placement of an ADvantage member 
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in an ALC is inappropriate if any one or more of the 
following conditions exist: 

(I) The member's needs exceed the level of services 
the center provides.  Documentation must support ALC 
efforts to provide or arrange for the required 
services to accommodate participant needs; 
(II) The member exhibits behavior or actions that 
repeatedly and substantially interferes with the 
rights or well being of other residents and the ALC 
has documented efforts to resolve behavior problems 
including medical interventions, behavioral 
interventions and increased staffing interventions.  
Documentation must support that ALC attempted 
interventions to resolve behavior problems; 
(III) The member has a medical condition that is 
complex, unstable or unpredictable and treatment 
cannot be appropriately developed and implemented in 
the assisted living environment.  Documentation must 
support that ALC attempted to obtain appropriate 
care for the member; or 
(IV) The member fails to pay room and board charges 
and/or the OKDHS determined vendor payment 
obligation. 

(xi) Termination of residence when inappropriately 
placed. Once a determination is made that a member is 
inappropriately placed, the assisted living center must 
inform the member and/or the member's representative, 
if any, and the member's ADvantage Case Manager.  The 
ALC must develop a discharge plan in consultation with 
the member, the member's support network and the 
ADvantage Case Manager.  The ALC and Case Manager must 
ensure that the discharge plan includes strategies for 
providing increased services, when appropriate to 
minimize risk and meet the higher care needs of members 
awaiting a move out of the ALC, if reason for discharge 
is inability to meet member needs.  If voluntary 
termination of residency is not arranged, the ALC must 
provide written notice to the member and to the 
member's representative, with a copy to the member's 
ADvantage Case Manager, giving the member 30 days 
notice of the ALC's intent to terminate the residency 
agreement and move the member to a more appropriate 
care provider.  The 30 day requirement shall not apply 
when emergency termination of the residency agreement 
is mandated by the member's immediate health needs or 
when termination of the residency agreement is 
necessary for the physical safety of the member or 

426



20 
 

other residents of the ALC.  The written notice of 
involuntary termination of residency for reasons of 
inappropriate placement must include: 

(I) a full explanation of the reasons for the 
termination of residency; 
(II) the date of the notice; 
(III) the date notice was given to the member and 
the member's representative; 
(IV) the date by which the member must leave the 
ALC; and 
(V) notification of appeal rights and process for 
submitting appeal of termination of Medicaid 
Assisted Living services to the OHCA. 

(D) ADvantage Assisted Living Services provider standards 
in addition to licensure standards. 

(i) Physical environment 
(I) The ALC must provide lockable doors on the entry 
door of each unit and a lockable compartment within 
each member unit for valuables.  Member residents 
must have exclusive rights to their units with 
lockable doors at the entrance of their individual 
and/or shared unit except in the case of documented 
contraindication.  Units may be shared only if a 
request to do so is initiated by the member 
resident. 
(II) The ALC must provide each unit with a means for 
each member resident to control the temperature in 
the individual living unit through the use of a 
damper, register, thermostat, or other reasonable 
means that is under the control of the resident and 
that preserves resident privacy, independence and 
safety, provided that the Oklahoma State Department 
of Health may approve an alternate means based on 
documentation that the design of the temperature 
control is appropriate to the special needs of each 
member who has an alternate temperature control. 
(III) For ALCS built prior to January 1, 2008, each 
ALC individual residential unit must have a minimum 
total living space (including closets and storage 
area) of 250 square feet; for ALCs built after 
December 31, 2007, each ALC individual residential 
unit must have a minimum total living space 
(including closets and storage area) of 360 square 
feet. 
(IV) The ALC shall provide a private bathroom for 
each living unit which must be equipped with one 

427



21 
 

lavatory, one toilet, and one bathtub or shower 
stall. 
(V) The ALC must provide at a minimum a kitchenette, 
defined as a space containing a refrigerator, 
cooking appliance (microwave is acceptable), and 
adequate storage space for utensils. 
(VI) The member is responsible for furnishing their 
rental unit.  If a member is unable to supply basic 
furnishings defined as a bed, dresser, nightstand, 
chairs, table, trash can and lamp, or if the member 
supplied furnishings pose a health or safety risk, 
the member's Case Manager in coordination with the 
ALC must assist the member in obtaining basic 
furnishings for the unit. 
(VII) The ALC must meet the requirements of all 
applicable federal and state laws and regulations 
including, but not limited to, the state and local 
sanitary codes, state building and fire safety codes 
and laws and regulations governing use and access by 
persons with disabilities. 
(VIII) The ALC must ensure the design of common 
areas accommodates the special needs of their 
resident population and that the residential unit 
accommodates the special needs of the individual in 
compliance with ADA Accessibility Guidelines (28 CFR 
Part 36 Appendix A). 
(IX) The ALC must provide adequate and appropriate 
social and recreational space for residents and the 
common space must be proportionate to the number of 
residents and appropriate for the resident 
population. 
(X) The ALC must provide appropriately monitored 
outdoor space for resident use. 

(ii) Sanitation 
(I) The ALC must maintain the facility, including 
its individual units, that is clean, safe, sanitary, 
insect and rodent free, odorless, and in good repair 
at all times. 
(II) The ALC must maintain buildings and grounds in 
a good state of repair and in a safe and sanitary 
condition, and in compliance with the requirements 
of applicable regulations, bylaws and codes. 
(III) The ALC stores clean laundry in a manner that 
prevents contamination and changes linens at time 
intervals necessary to avoid health issues. 
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(IV) The  ALC must provide housekeeping in member 
units that maintains a safe, clean and sanitary 
environment. 
(V) The ALC must have policies and procedures for 
members' pets. 

(iii) Health and Safety 
(I) The ALC must provide building security that 
protects residents from intruders with security 
measures appropriate to building design, environment 
risk factors and the resident population. 
(II) The ALC must respond immediately and 
appropriately to missing residents, accidents, 
medical emergencies or deaths. 
(III) The ALC must have a plan in place to prevent, 
contain and report any diseases that are considered 
to be infectious and/or are listed as diseases that 
must be reported to the Oklahoma State Department of 
Health. 
(IV) The ALC must adopt policies for prevention of 
abuse, neglect and exploitation that include 
screening, training, prevention, investigation, 
protection during investigation and reporting. 
(V) The ALC must provide services and facilities 
that accommodate the needs of resident to safely 
evacuate in the event of fires or other emergencies. 
(VI) The ALC must ensure that staff are trained to 
respond appropriately to emergencies. 
(VII) The ALC staff must ensure that fire safety 
requirements are met. 
(VIII) The ALC must offer meals that provide 
balanced and adequate nutrition for residents. 
(IX) The ALC must adopt safe practices for the 
preparation and delivery of meals; 
(X) The ALC must provide a 24-hour response to 
personal emergencies that is appropriate to the 
needs of the resident population. 
(XI) The ALC must provide safe transportation to and 
from ALC sponsored social/recreational outings. 

(iv) Staff to resident ratios 
(I) The ALC must ensure that a sufficient number of 
trained staff be on duty, awake, and present at all 
times, 24 hours a day, seven days a week, to meet 
the needs of residents and to carry out all the 
processes listed in the ALC's written emergency and 
disaster preparedness plan for fires and other 
natural disasters. 
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(II) The ALC must ensure that staffing is sufficient 
to meet the needs of the ADvantage Program residents 
in accordance with each individual's ADvantage 
Service Plan. 
(III) The ALC must have plans in place to address 
situations where there is a disruption to the ALC's 
regular work force. 

(v) Staff training and qualifications 
(I) The ALC must ensure that all staff have 
qualifications consistent with their job 
responsibilities. 
(II) All staff assisting in, or responsible for, 
food service must have attended a food service 
training program offered or approved by the Oklahoma 
Department of Health; 
(III) The ALC must provide staff orientation and 
ongoing training to develop and maintain the 
knowledge and skills of staff.  All direct care and 
activity staff receive at least eight hours of 
orientation and initial training within the first 
month of their employment and at least four hours 
annually thereafter.  Staff providing direct care on 
a dementia unit must receive four additional hours 
of dementia specific training.  Annual first aid and 
CPR certification do not count towards the four 
hours of annual training. 

(vi) Staff supervision 
(I) The ALC must ensure delegation of tasks to non-
licensed staff must be consistent and in compliance 
with all applicable State regulations including, but 
not limited to, the Oklahoma Nurse Practice Act and 
the OSDH Nurse Aide Certification rules. 
(II) The ALC must ensure that, where the monitoring 
of food intake or therapeutic diets is provided at 
the prescribed services level, a registered 
dietitian monitors the member's health and 
nutritional status. 

(vii) Resident rights 
(I) The ALC must provide to each member and member's 
representative, at the time of admission, a copy of 
the resident statutory rights listed in O.S. 63-1-
1918 amended to include additional rights and 
clarification of rights as listed in the ADvantage 
Consumer Assurances.  A copy of the resident rights 
must be posted in an easily accessible, conspicuous 
place in the facility.  The facility must ensure 
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that its staff is familiar with, and observes, the 
resident rights. 
(II) The ALC must conspicuously post for display in 
an area accessible to residents, employees and 
visitors, the assisted living center's complaint 
procedures and the name, address and telephone 
number of a person authorized to receive complaints.  
A copy of the complaint procedure must also be given 
to each resident, the resident's representative, or 
where appropriate, the court appointed guardian.  
The ALC must ensure that all employees comply with 
the ALC's complaint procedure. 
(III) The ALC must provide to each member and 
member's representative, at the time of admission, 
information about Medicaid grievance/appeal rights 
including a description of the process for 
submitting a grievance/appeal of any decision that 
decreases Medicaid services to the member. 

(viii) Incident reporting 
(I) The ALC must maintain a record of incidents that 
occur and report incidents to the member's ADvantage 
Case Manager, to the ADvantage Program AA and to 
other entities as required by law or regulation. 
(II) Incidents requiring report by licensed Assisted 
Living Centers are those defined by the Oklahoma 
State Department of Health (OSDH) in OAC 310:663-19-
1. 
(III) Reports of incidents must be made to the 
member's ADvantage Case Manager via facsimile or by 
telephone within one business day of the reportable 
incident's discovery.  A follow-up report of the 
incident must be submitted via facsimile or mail to 
the member's ADvantage Case Manager within five 
business days after the incident.  The final report 
must be filed with the member's ADvantage Case 
Manager and to the ADvantage Administration when the 
full investigation is complete not to exceed ten 
business days after the incident. 
(IV) Each ALC having reasonable cause to believe 
that a member is suffering from abuse, neglect, 
exploitation, or misappropriation of member property 
must make a report to either the Oklahoma Department 
of Human Services, the office of the district 
attorney in the county in which the suspected abuse, 
neglect, exploitation, or property misappropriation 
occurred or the local municipal police department or 
sheriff's department as soon as the person is aware 
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of the situation, in accordance with Section 10-
104.A of Title 43A of Oklahoma Statutes.  Reports 
should also be made to the OSDH, as appropriate, in 
accordance with the ALC's licensure rules. 
(V) The preliminary incident report must at the 
minimum include who, what, when and where and the 
measures taken to protect the resident(s) during the 
investigation.  The follow-up report must at the 
minimum include preliminary information, the extent 
of the injury or damage, if any, and preliminary 
findings of the investigation.  The final report at 
the minimum includes preliminary and follow-up 
information, a summary of investigative actions 
representing a thorough investigation, investigative 
findings and conclusions based on findings; and 
corrective measures to prevent future occurrences.  
If necessary to omit items, the final report must 
include why items were omitted and when they will be 
provided. 

(ix) Provision of or arrangement for necessary health 
services 

(I) The ALC must arrange or coordinate 
transportation for members to and from medical 
appointments. 
(II) The ALC must provide or coordinate with the 
member and the member's ADvantage Case Manager for 
delivery of necessary health services.  The 
ADvantage Case Manager is responsible for monitoring 
that all health-related services required by the 
member as identified through assessment and 
documented on the service plan are provided in an 
appropriate and timely manner. 

(E) Assisted Living Services are billed per diem of 
service for days covered by the ADvantage member's service 
plan and during which the Assisted Living Services 
provider is responsible for providing Assisted Living 
serviced as needed by the member.  The per diem rate for 
the ADvantage assisted living services for a member will 
be one of three per diem rate levels based upon individual 
member's need for service - type intensity and frequency 
to address member ADL/IADL and health care needs.  The 
rate level is based upon UCAT assessment by the member's 
ADvantage Case Manager employed by a Case Management 
agency that is independent of the Assisted Living Services 
provider. 
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AGENCY RULE REPORT

1. Date Notice Was Published in Oklahoma Register:
January 18, 2012 through February 16, 2012

2. Agency Name/Address:
Oklahoma Health Care Authority
2401 N.W. 23rd St. Suite 1A
Oklahoma City, Oklahoma 73107

3. Title and Number of Rule(s):
Title 317: Oklahoma Health Care Authority
Chapter 35. Medical Assistance For Adults
And Children-Eligibility
Subchapter 17. ADvantage Waiver Services
317:35-17-1. [AMENDED]
317:35-17-2. [AMENDED]
317:35-17-3. [AMENDED]
317:35-17-4. [AMENDED]
317:35-17-5. [AMENDED]
317:35-17-11. [AMENDED]
317:35-17-12. [AMENDED]
317:35-17-14. [AMENDED]
317:35-17-15. [AMENDED]
317:35-17-16. [AMENDED]
317:35-17-17. [AMENDED]
317:35-17-18. [AMENDED]
317:35-17-19. [AMENDED]
317:35-17-21.1. [AMENDED]
317:35-17-24. [AMENDED]
(Reference APA WF # 11-39B)

4. Statutory Authority for Rule:
The Oklahoma Health Care Authority Board; The Oklahoma Health
Care Authority Act, Section 5003 through 5016 of Title 63 of
the Oklahoma Statutes; Medically Fragile 1915(c) Home and
Community Based Services (HCBS) Waiver program as approved by
The Centers for Medicare and Medicaid Services (CMS)

5. Brief Summary of Content of Adopted Rule(s):
OHCA rules for the ADvantage Waiver are revised to add
language clarifying member reauthorization, recertification
and redetermination, clarification regarding the member's
level of need in order to be eligible for waiver services,
clarification about the types of living arrangements
allowable for ADvantage members, and clarification regarding
the member's health, safety and welfare. Additionally,
changes include the addition of language regarding plan of
care documentation when more than one member of a household
receives waiver services, clarification regarding the use of
family members as paid providers, clarification of conditions
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requiring a member's service plan goals, the removal of
policy allowing a financial eligibility assessment for
individuals not applying for services, removal of policy
regarding the expedited eligibility determination process
(SPEED) and other minor revisions.

6. Statement Explaining need for the Adopted Rule:
The Agency finds that a compelling public interest exists
which necessitates promulgation of permanent rules and
requests approval of rule revisions to amend policy to add
language for clarification regarding the member's level of
need in order to be eligible for waiver services,
clarification about the types of living arrangements
allowable for ADvantage members, and clarification regarding
the member's health, safety and welfare. Additional
clarification revisions are needed in order to clarify
program.

7. Date/Location of meeting at which rules were adopted:
March 8, 2012
Oklahoma Health Care Authority
2401 N.W. 23rd St. Suite 1A
Oklahoma City, Oklahoma 73107

8. Summary of comments and explanation of changes or lack of any
change made in the adopted rule as a result of testimony
received at public hearings or any oral or written comments
received prior to the adoption of the rule:
A public hearing was held February 22, 2012. No comments were
received.

9. List Persons or organizations who appeared or registered for
or against the adopted rule at any public hearing held by the
agency or those who have commented in writing before or after
the hearing:
None

10. Rule Impact Statement:
See Attached

11. An incorporation by reference statement if the rule
incorporates a set of rules from a body outside the state,
such as a national code:
Not applicable

12. The members of the governing board of the agency adopting the
rules and the recorded vote of each:
Lyle Roggow Aye
Tony Armstrong Aye
George Miller Aye
Carol Robison Aye
Melvin McVay Jr. Aye
Ed McFall Aye
Ann Bryant Aye
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13. Any other information requested by the Governor:
SUPERSEDED EMERGENCY ACTIONS:
Superseded rules:

N/A
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TITLE 317. OKLAHOMA HEALTH CARE AUTHORITY
CHAPTER 35. MEDICAL ASSISTANCE FOR ADULTS

AND CHILDREN-ELIGIBILITY
SUBCHAPTER 17. ADVANTAGE WAIVER SERVICES

317:35-17-1. Overview of long-term medical care services;
relationship to QMBP, SLMB, and other Medicaid services eligibility
(a) Long-term medical care for the categorically needy includes:

(1) care in a nursing facility (refer to OAC 317:35-19);
(2) care in a public or private intermediate care facility for
the mentally retarded intellectually disabled(refer to OAC
317:35-9);
(3) care of persons age 65 years or older in mental health
hospitals (refer to OAC 317:35-9);
(4) Home and Community Based Services Waivers for the Mentally
Retarded persons with intellectual disabilities (refer to OAC
317:35-9);
(5) Personal Care services (refer to OAC 317:35-15); and
(6) the Home and Community Based Services Waiver for frail
elderly, and a targeted group of adults with physical
disabilities age 21 and over who do not have mental retardation
intellectual disability or a cognitive impairment (ADvantage
Waiver).

(b) Any time an individual is certified as eligible for SoonerCare
coverage of long-term care, the individual is also eligible for
other SoonerCare services. ADvantage Waiver members do not have a
copayment for ADvantage services except for prescription drugs.
For members residing in an ADvantage Assisted Living Center, any
income beyond 150% of the federal benefit rate is available to
defray the cost of the Assisted Living services received. The
member is responsible for payment to the Assisted Living Services
Center provider for days of service from the first day of each full
month in which services have been received until the vendor pay
obligation is met. Any time an individual is aged, blind or
disabled individual and is determined eligible for long-term care,
a separate eligibility determination must be made for Qualified
Medicare Beneficiary Plus (QMBP) or Specified Low-Income Medicare
Beneficiary (SLMB) benefits. An ADvantage program member may
reside in a licensed assisted living facility only if the assisted
living center is a certified ADvantage Assisted Living Services
provider from whom the member is receiving ADvantage Assisted
Living services.

317:35-17-2. Level of care medical eligibility determination
The OKDHS area nurse, or nurse designee, determines medical

eligibility for ADvantage program services based on the Long Term
Care (LTC) nurse's Uniform Comprehensive Assessment Tool (UCAT) III
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assessment and the determination that the client member has unmet
care needs that require ADvantage or NF services to assure client
member health and safety. ADvantage services are initiated to
support the informal care that is being provided in the client's
member's home, or, that based on the UCAT, can be expected to be
provided in the client's members's home upon discharge of the
client member from a NF or hospital. These services are not
intended to take the place of regular care and general maintenance
tasks or meal preparation typically shared or done for one another
by spouses or other adults and who live in the same household.
Additionally, services are not furnished if they principally
benefit the family unit provided by family members and/or by
significant others. When there is an informal (not paid) system of
care available in the home, ADvantage service provision will
supplement the system within the limitations of ADvantage Program
policy to enable the family and/or significant others to continue
caregiving over extended periods. When the ADvantage personal care
attendant and member live within the same household, personal care
will only be approved by agreement of the interdisciplinary service
planning team and OKDHS AA approval that the personal care tasks
are consistent with plan goals and have beneficial outcomes for the
member.

(1) Definitions. The following words and terms when used in
this subchapter, shall have the following meaning, unless the
context clearly indicates otherwise:

(A) "ADL" means the activities of daily living. Activities
of daily living are activities that reflect the client's
member's ability to perform self-care tasks essential for
sustaining health and safety such as:

(i) bathing,
(ii) eating,
(iii) dressing,
(iv) grooming,
(v) transferring (includes getting in and out of a tub,
bed to chair, etc.),
(vi) mobility,
(vii) toileting, and
(viii) bowel/bladder control.

(B) "ADLs score in high risk range" means the client's
member's total weighted UCAT ADL score is 10 or more which
indicates the client member needs some help with 5 ADLs or
that the client member cannot do 3 ADLs at all plus the
client member needs some help with 1 other ADL.
(C) "ADLs score at the high end of the moderate risk range"
means client's member's total weighted UCAT ADL score is 8 or
9 which indicates the client member needs help with 4 ADLs or
the client member cannot do 3 ADLs at all.
(D) "CHC" means Comprehensive Home Care.
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(E) (D) "Client Support high risk" means client's member's
UCAT Client Support score is 25 which indicates in the UCAT
assessor's clinical judgment, excluding from consideration
existing Ryan White CARE Act, Indian Health Service, Medicaid
NF, ADvantage and/or State Plan Personal Care services, very
little or no support is available from informal and formal
sources and the overall total support is entirely inadequate
to meet a high degree of medically complex needs. Functional
capacity is so limited as to require full time assistance and
the stability of the care system is likely to fail. The
client member requires additional care that is not available
through Medicare, Veterans Administration, or other Federal
entitlement programs to prevent an imminent risk of life
threatening health deterioration or institutional placement.
(E) "Client Support low risk" means member's UCAT Client
Support score is 5 which indicates in the UCAT assessor's
clinical judgment, excluding from consideration existing Ryan
White CARE Act, Indian Health Service, Medicaid NF, ADvantage
and/or State Plan Personal Care services, support from
informal and formal sources is nearly sufficient/stable with
minimal or few needs for formal services (i.e. some
housekeeping only). The member/family/ informal supports are
meeting most needs typically expected for family/household
members to share or do for one another, i.e. general
household maintenance. There is little risk of institutional
placement even with a loss of current supports.
(F) "Client Support moderate risk" means client's member's
UCAT Client Support score is 15 which indicates in the UCAT
assessor's clinical judgment, excluding from consideration
existing Ryan White CARE Act, Indian Health Service, Medicaid
NF, ADvantage and/or State Plan Personal Care services,
support from informal and formal sources is available, but
overall, it is inadequate, changing, fragile or otherwise
problematic and the client member requires additional care
that usually includes personal care assistance with one or
more activity of daily living tasks and is not available
through Medicare, Veterans Administration, or other federal
entitlement programs. Support provided by informal caregivers
is of questionable reliability due to one or more of the
following:

(i) Care/support is required continuously with no relief
or backup available, or
(ii) Informal support lacks continuity due to conflicting
responsibilities such as job and/or child care, or
(iii) Care/support is provided by persons with advanced
age and/or disability, and
(iv) Institutional placement can reasonably be expected
with any loss of existing support.
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(G) "Cognitive Impairment" means that the person individual,
as determined by the clinical judgment of the LTC OKDHS Nurse
or the AA, does not have the capability to think, reason,
remember or learn skills required for self-care,
communicating needs, directing care givers and/or using
appropriate judgment for maintenance of their own health or
safety. The clinical judgment of cognitive impairment is
based on MSQ performance in combination with a more general
evaluation of cognitive function from interaction with the
person individual during the UCAT assessment.
(H) "Developmental Disability" means a severe, chronic
disability of an individual that:

(i) is attributable to a mental or physical impairment or
combination of mental and physical impairments;
(ii) is manifested before the individual attains age 22;
(iii) is likely to continue indefinitely;
(iv) results in substantial functional limitations in
three or more of the following areas of major life
activity:

(I) self-care;
(II) receptive and expressive language;
(III) learning;
(IV) mobility;
(V) self-direction;
(VI) capacity for independent living; and
(VII) economic self-sufficiency; and

(v) reflects the individual?s need for a combination and
sequence of special, interdisciplinary, or generic
services, supports, or other assistance that is of
lifelong or extended duration and is individually planned
and coordinated.

(I) "Environment high risk" means client's member's UCAT
Environment score is 25 which indicates in the UCAT
assessor's clinical judgment, the physical environment is
strongly negative or hazardous.
(J) "Environment low risk" means member's UCAT Environment
score is 5 which indicates in the UCAT assessor's clinical
judgment that, although aspects of the physical environment
may need minor repair/improvement, the physical environment
poses little risk to member's health and/or safety.
(J) (K) "Environment moderate risk" means client's member's
UCAT Environment score is 15 which indicates in the UCAT
assessor's clinical judgment, many aspects of the physical
environment are substandard or hazardous.
(K) (L) "Health Assessment high risk" means client's member's
UCAT health assessment score is 25 which indicates in the
UCAT assessor's clinical judgment, the client member has one
or more chronic health conditions, whose symptoms are rapidly
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deteriorating, uncontrolled, or not well controlled and
requiring a high frequency or intensity of medical
care/oversight to bring under control and whose functional
capacity is so limited as to require full time assistance or
care performed daily, by, or under the supervision of
professional personnel and has multiple unmet needs for
services available only through the ADvantage program or a
Nursing Facility (NF) and requires NF placement immediately
if these needs cannot be met by other means.
(L) (M) "Health Assessment low risk" means client's member's
health assessment score is 5 which indicates, in the UCAT
assessor's clinical judgment, the client member has one or
more chronic, stable, health conditions, whose symptoms are
controlled or nearly controlled, which benefit from
available, or usually available, medical treatment or
corrective measures, and may have an unmet need for a service
available only through the ADvantage program or a Nursing
Facility (NF) but is not likely to enter a NF if these needs
are not met.
(M) (N) "Health Assessment moderate risk" means client's
member's UCAT Health Assessment score is 15 which indicates
in the UCAT assessor's clinical judgment, the client member
has one or more chronic changing health conditions, whose
symptoms are fragile or worsening and require medical
care/oversight, to bring under control or to maintain in a
stable, controlled state and has multiple unmet needs for
services available only through the ADvantage program or a
Nursing Facility (NF) and is likely to enter a NF if these
needs are not met.
(N) (O) "IADL" means the instrumental activities of daily
living. that reflect household chores and tasks within the
community essential for sustaining health and safety such as:

(i) shopping,
(ii) cooking,
(iii) cleaning,
(iv) managing money,
(v) using a telephone,
(vi) doing laundry,
(vii) taking medication, and
(viii) accessing transportation.

(O) (P) "IADLs score in high risk range" means client's
member's total weighted UCAT IADL score is 12 or more which
indicates the client member needs some help with 6 IADLs or
cannot do 4 IADLs at all.
(P) "Instrumental activities of daily living" means those
activities that reflect the client's ability to perform
household chores and tasks within the community essential for
sustaining health and safety such as:
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(i) shopping,
(ii) cooking,
(iii) cleaning,
(iv) managing money,
(v) using a telephone,
(vi) doing laundry,
(vii) taking medication, and
(viii) accessing transportation.

(Q) "Mental Retardation" "Intellectual Disability" means that
the person individual has, as determined by a standardized
testing by trained professionals, substantial limitations in
functional ability due to significantly sub-average
intellectual functioning related to an event occurring before
the age of 18.
(R) "MSQ" means the mental status questionnaire.
(S) "MSQ score in high risk range" means the client's
member's total weighted UCAT MSQ score is 12 or more which
indicates a severe orientation-memory-concentration
impairment, or a severe memory impairment.
(T) "MSQ score at the high end of the moderate risk range"
means the client's member's total weighted UCAT MSQ score is
(10) or (11) which indicates an orientation-memory-
concentration impairment, or a significant memory impairment.
(U) "Nutrition high risk" means a total weighted UCAT
Nutrition score is 12 or more which indicates the client
member has significant eating difficulties combined with poor
appetite, weight loss, and/or special diet requirements.
(V) "Progressive degenerative disease process that responds
to treatment" means a process such as, but not limited to,
Multiple Sclerosis (MS), Parkinson's Disease, Human
Immunodeficiency Virus (HIV), or Acquired Immunodeficiency
Syndrome (AIDS), that, untreated, systematically impairs
normal body function which leads to acute illness and/or
disability that results in rapid and/or advanced effects
beyond those of regular chronic disease degeneration but that
reacts positively to a medically prescribed treatment
intervention (usually medication) which arrests or
significantly delays the destructive action of the process.
(W) "Reauthorization" means the official approval by the AA
of an ADvantage member's Service Plan after the
approval/authorization of the member's initial, or first
year, Service Plan. At a minimum, reauthorization of an
ADvantage member's Service Plan is required every 12 months.
(X) "Recertification" means the formal certification of
medical and/or financial eligibility for an ADvantage member
by OKDHS within ELDERS and IMS upon completion of the annual
review.
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(Y) "Redetermination of eligibility" means a subsequent
determination of eligibility for an ADvantage member after
the initial eligibility decision. Redetermination of
financial and medical eligibility for ADvantage members is
required at a minimum of once every 12 months. A
redetermination of Program Eligibility, although not
required, may occur when a significant change in the service
plan is authorized or a significant change in the living
arrangement occurs.
(W) (Z) "Social Resources high risk" means a total weighted
UCAT Social Resources score is 15 or more, which indicates
the client member lives alone, combined with none or very few
social contacts and no supports in times of need.

(2) Minimum UCAT criteria. The minimum UCAT criteria for NF
level of care criteria are:

(A) Care need: The UCAT documents need for assistance to
sustain health and safety as demonstrated by:

(i) either the ADLs or MSQ score is in the high risk
range; or
(ii) any combination of two or more of the following:

(I) ADLs score is at the high end of moderate risk
range; or,
(II) MSQ score is at the high end of moderate risk
range; or,
(III) IADLs score is in the high risk range; or,
(IV) Nutrition score is in the high risk range; or,
(V) Health Assessment is in the moderate risk range,
and, in addition;

(B) Loss of independence: The UCAT documents absence of
support or adequate environment to meet the needs to sustain
health and safety as demonstrated by:

(i) Client Member Support is moderate risk; or,
(ii) Environment is high risk; or,
(iii) Environment is moderate risk and Social Resources is
in the high risk range; or, regardless of whether criteria
under (A) of Care need and (B) of absence of support are
met Loss of independence;

(C) Expanded criteria: The UCAT documents that:
(i) the client member has a clinically documented
progressive degenerative disease process that will produce
health deterioration to an extent that the person
individual will meet OAC 317:35-17-2(2)(A) criteria if
untreated; and
(ii) the client member previously has required Hospital or
NF level of care services for treatment related to the
condition; and
(iii) a medically prescribed treatment regimen exists that
will significantly arrest or delay the disease process;
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and
(iv) only by means of ADvantage Program eligibility will
the individual have access to the required treatment
regimen to arrest or delay the disease process.

(3) NF Level of Care Services. To be eligible for NF level of
care services, meeting the minimum UCAT criteria demonstrates
the individual must:

(A) require a treatment plan involving the planning and
administration of services that require the skills of
licensed or otherwise certified technical or professional
personnel, and are provided directly or under the supervision
of such personnel;
(B) have a physical impairment or combination of physical,
mental and/or functional impairments;
(C) require professional nursing supervision (medication,
hygiene and/or dietary assistance);
(D) lack the ability to adequately and appropriately care for
self or communicate needs to others;
(E) require medical care and treatment in order to minimize
physical health regression or deterioration;
(F) require care that is not available through family and
friends, Medicare, Veterans Administration, or other federal
entitlement program with the exception of Indian Health
Services; and
(G) require care that cannot be met through Medicaid State
Plan Services, including Personal Care, if financially
eligible.

317:35-17-3. ADvantage program services
(a) The ADvantage program is a Medicaid Home and Community Based
Waiver used to finance noninstitutional non-institutional long-term
care services for elderly and a targeted group of physically
disabled adults when there is a reasonable expectation that within
a 30 day period, the person's health, due to disease process or
disability, would, without appropriate services, deteriorate and
require nursing facility care to arrest the deterioration.
ADvantage program members must be SoonerCare eligible and must not
reside in an institution, room and board, licensed residential care
facility, or licensed assisted living facility, unless the facility
is an ADvantage Assisted Living Center. Individuals may not be
enrolled in ADvantage for the sole purpose of enabling them to
obtain Mediciad eligibility. Eligibility for ADvantage is
contingent on an individual requiring one or more of the services
offered in the waiver at least monthly in order to avoid
institutionalization.
(b) The number of individuals who may receive ADvantage services is
limited.

(1) To receive ADvantage services, individuals must meet one of
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the following categories:
(A) be age 65 years or older, or
(B) be age 21 or older if physically disabled and not
developmentally disabled or if age 21 or older and not
physically disabled, the person has a clinically documented,
progressive degenerative disease process that responds to
treatment and previously has required hospital or nursing
facility (NF) level of care services for treatment related to
the condition and requires ADvantage services to maintain the
treatment regimen to prevent health deterioration, or
(C) if developmentally disabled and between the ages of 21
and 65, not have mental retardation intellectual disability
or a cognitive impairment related to the developmental
disability.

(2) In addition, the individual must meet the following
criteria:

(A) require nursing facility level of care [see OAC 317:35-
17-2];
(B) meet service eligibility criteria [see OAC 317:35-17-3(d)
OAC 317:35-17-3(f)]; and
(C) meet program eligibility criteria [see OAC 317:35-17-3(e)
317:35-17-3(g)].

(c) ADvantage members are eligible for limited types of living
arrangements. The specific living arrangements are set forth
below.

(1) ADvantage program members are not eligible to receive
services while residing in an institutional setting, including
but not limited to licensed facilities such as a hospital, a
nursing facility, a licensed residential care facility, or a
licensed assisted living facility, (unless the facility is an
ADvantage Assisted Living Center), or in an unlicensed
institutional living arrangement such as a room and board
home/facility.
(2) ADvantage program members may receive services in a
contracted ADvantage Assisted Living Center; an ADvantage
Assisted Living Center is the only housing-with-nursing-
supervised personal care services option in which a person may
appropriately receive ADvantage services.
(3) Additional living arrangements in which members may receive
ADvantage services are the member's own home, apartment or
independent living apartment or a family or friend's home or
apartment. A home/apartment unit is defined as a self-contained
living space having a lockable entrance to the unit and
including a bathroom and food storage/preparation amenities in
addition to bedroom/living space.
(4) ADvantage program members may receive services in a shelter
or similar temporary housing arrangement which may or may not
meet the definition of home/apartment, in emergency situations,
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for a period not to exceed sixty (60) days during which location
and transition to permanent housing is being sought.
(5) For ADvantage members who are full-time students, a
dormitory room qualifies as an allowable living arrangement in
which to receive ADvantage services for the period during which
the member is a student.
(6) Members may receive ADvantage respite services in a nursing
facility for a continuous period not to exceed thirty (30) days.

(b) (d) Home and Community Based Waiver Services are outside the
scope of Medicaid State Plan services. The Medicaid waiver allows
the OHCA to offer certain Home and Community Based services to an
annually capped number of persons who are categorically needy
(refer to OKDHS form 08AX001E (Appendix C-1), Schedule VIII. B. 1.)
and without such services would be institutionalized. The
estimated cost of providing an individual's care outside the
nursing facility cannot exceed the annual cost of caring for that
individual in a nursing facility. When determining the ADvantage
service plan cost cap for an individual, the comparable SoonerCare
cost to serve that individual in a nursing facility is estimated.
If the individual has Acquired Immune Deficiency Syndrome (AIDS) or
if the individual requires ventilator care, the appropriate
SoonerCare enhanced nursing facility rate to serve the individual
is used to estimate the ADvantage cost cap.
(c) (e) Services provided through the ADvantage waiver are:

(1) case management;
(2) respite;
(3) adult day health care;
(4) environmental modifications;
(5) specialized medical equipment and supplies;
(6) physical therapy/occupational therapy/respiratory/speech
therapy or consultation;
(7) advanced supportive/restorative assistance;
(8) skilled nursing;
(9) home delivered meals;
(10) hospice care;
(11) medically necessary prescription drugs within the limits of
the waiver;
(12) personal care (state plan) or ADvantage personal care;
(13) Personal Emergency Response System (PERS);
(14) Consumer-Directed Personal Assistance Services and Supports
(CD-PASS);
(15) Institution Transition Services;
(16) assisted living; and
(17) SoonerCare medical services for individuals age 21 and over
within the scope of the State Plan.

(d) (f) The OKDHS area nurse or nurse designee makes a
determination of service eligibility prior to evaluating the UCAT
assessment for nursing facility level of care. The following
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criteria are used to make the service eligibility determination:
(1) an open ADvantage Program waiver slot, as authorized by the
waiver document approved by the Centers for Medicare and
Medicaid Services (CMS), is available to assure federal
participation in payment for services to the individual. If the
OKDHS/ASD determines all ADvantage waiver slots are filled, the
individual cannot be certified on the OKDHS computer system as
eligible for ADvantage services and the individual's name is
placed on a waiting list for entry as an open slot becomes
available. ADvantage waiver slots and corresponding waiting
lists, if necessary, are maintained for persons that have a
developmental disability and those that do not have a
developmental disability.
(2) the individual is in the ADvantage targeted service group.
The target group is an individual who is frail and 65 years of
age or older or age 21 or older with a physical disability and
who does not have mental retardation intellectual disability or
a cognitive impairment.
(3) the individual does not pose is not eligible if he/she poses
a physical threat to self or others as supported by professional
documentation.
(4) members of the household or persons who routinely visit the
household, as supported by professional documentation, do not
pose a threat of harm or injury to the individual or other
household visitors.
(5) the individual is not eligible if his/her living environment
poses a physical threat to self or others as supported by
professional documentation where applicable, and measures to
correct hazardous conditions or assist the person to move are
unsuccessful or not feasible.

(e) (g) The State, as part of the waiver program approval
authorization, assures CMS that each member's health, safety or
welfare can be maintained in their home. If a member's identified
needs cannot be met through provision of ADvantage program or
Medicaid State Plan services and other formal or informal services
are not in place or immediately available to meet those needs, the
individual's health, safety or welfare in their home cannot be
assured. The OKDHS/ASD AA determines ADvantage program eligibility
through the service plan approval process. The following criteria
are used to make the ADvantage program eligibility determination
that an individual is not eligible: An individual is deemed
ineligible for the ADvantage program based on the following
criteria:

(1) if the individual's needs as identified by UCAT and other
professional assessments cannot be met through ADvantage program
services, Medicaid State Plan services and other formal or
informal services. The State, as part of the waiver program
approval authorization, assures CMS that each waiver
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individual's health, safety, or welfare can be maintained in
their home. If a member's identified needs cannot be met
through provision of ADvantage program or Medicaid State Plan
services and other formal or informal services are not in place
or immediately available to meet those needs, the individual's
health, safety or welfare in their home cannot be assured.
(2) if the individual poses a physical threat to self or others
as supported by professional documentation.
(3) if other members of the household or persons who routinely
visit the household who, as supported by professional
documentation, pose a threat of harm or injury to the individual
or other household visitors.
(4) if the individual's needs are being met, or do not require
ADvantage services to be met, or if the individual would not
require institutionalization if needs are not met.
(5) (4) if, after the service and care plan is developed, the
risk to individual's health and safety is not acceptable to the
individual, or to the interdisciplinary service plan team, or to
the OKDHS/ASD.
(5) the individual's living environment poses a physical threat
to self or others as supported by professional documentation,
where applicable and measures to correct hazardous conditions or
assist the person to move are unsuccessful or are not feasible.
(6) the individual's health safety or welfare in their home
cannot be assured due to continued refusal of planned services.
(7) the individual does not require at least one ADvantage
service monthly.

(f) (h) The case manager provides the OKDHS/ASD AA with
professional documentation to support the recommendation for
redetermination of program eligibility. The service providers
continue providing services according to the service plan as
provider safety permits until the individual is removed from the
ADvantage program. As a part of the procedures requesting
redetermination of program eligibility, the OKDHS/ASD will provide
technical assistance to the Provider for transitioning the
individual to other services.
(g) (i) Individuals determined ineligible for ADvantage program
services are notified in writing by OKDHS of the determination and
of their right to appeal the decision.

317:35-17-4. Application for ADvantage services
(a) Application procedures for ADvantage services. If waiver slots
are available, the application process is initiated by the receipt
of a UCAT, Part I or by an oral request for services. A written
financial application is not required for an individual who has an
active Medicaid case. A financial application for ADvantage
services consists of the Medical Assistance Application form. The
form is signed by the applicant, parent, spouse, guardian or
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someone else acting on the applicant's behalf.
(1) All conditions of financial eligibility must be verified and
documented in the case record. When current information already
available in the local office establishes financial eligibility,
such information may be used by recording source and date of
information. If the applicant also wishes to apply for a State
Supplemental Payment, either the applicant or his/her guardian
must sign the application form.
(2) An individual residing in an NF or requesting waiver
services, or the individual's community spouse may request an
assessment of resources available to each spouse by using OKDHS
form MA-11, Assessment of Assets, when Medicaid application is
not being made. The individual and/or spouse must provide
documentation of resources. The assessment reflects all
countable resources of the couple (owned individually or as a
couple) and establishes the spousal share to be protected when
subsequent determination of Medicaid long-term care eligibility
is made.
(3) (2) When Medicaid application is being made, an assessment
of resources must be completed if it was not completed when the
individual entered the NF or began receiving waiver services.
For applicants of the ADvantage waiver, those resources owned by
the couple the month the application was made determines the
spousal share of resources. If the individual applies for
Medicaid at the time of entry into the ADvantage waiver, Form
MA-11 is not appropriate. However, the spousal share must be
determined using the resource information provided on the
Medicaid application form and computed using OKDHS form MA-12,
Title XIX Worksheet.

(b) Date of application.
(1) The date of application is:

(A) the date the applicant or someone acting in his/her
behalf signs the application in the county office; or
(B) the date the application is stamped into the county
office when the application is initiated outside the county
office; or
(C) the date when the request for Medicaid is made orally and
the financial application form is signed later. The date of
the oral request is entered in "red" above the date the form
is signed.

(2) An exception is when OKDHS has contracts with certain
providers to take applications and obtain documentation. After
the documentation is obtained, the contracted provider forwards
the application and documentation to the OKDHS county office of
the client's applicant's county of residence for Medicaid
eligibility determination. The application date is the date the
client applicant signed the application form for the provider.

(c) ADvantage waiting list procedures. ADvantage Program
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"available capacity" is the number of clients members that may be
enrolled in the Program without exceeding, on an annualized basis,
the maximum number authorized by the waiver to be served in the
waiver year. Upon notification from the AA that 90% of the
available capacity has been exceeded, OKDHS Aging Services Division
(OKDHS/ASD) notifies OKDHS county offices and contract agencies
approved to complete the UCAT, Parts I and II that, until further
notice, requests for ADvantage services are not to be processed as
applications, but referred to AA to be placed on a waiting list of
requests for ADvantage services. As available capacity permits, but
remaining in compliance with waiver limits of maximum capacity, and
until an increase in ADvantage available capacity occurs, the AA
selects in chronological order (first on, first off) requests for
ADvantage from the waiting list to forward to the appropriate
OKDHS county office for processing the application. When the waiver
capacity exceeds the number on the waiting list and after all
persons on the waiting list have been processed, waiting list
procedures are suspended.

317:35-17-5. ADvantage program medical eligibility determination
The OKDHS area nurse, or nurse designee, makes the medical

eligibility determination utilizing professional judgment, the
Uniform Comprehensive Assessment Tool (UCAT) I, Part III, and other
available medical information.

(1) When ADvantage care services are requested or the UCAT is
received in the county office:

(A) the LTC OKDHS nurse is responsible for completing the
UCAT III.
(B) the social worker is responsible for contacting the
individual within three working days to initiate the
financial eligibility application process.

(2) Categorical relationship must be established for
determination of eligibility for ADvantage services. If
categorical relationship to disability has not already been
established, the local social worker submits the same
information described in OAC 317:35-5-4(2) to the Level of Care
Evaluation Unit (LOCEU) to request a determination of
eligibility for categorical relationship. LOCEU renders a
decision on categorical relationship to the disabled using the
same definition used by SSA. A follow-up is required by the
OKDHS social worker with the Social Security Administration to
be sure their disability decision agrees with the decision of
LOCEU.
(3) Community agencies complete the UCAT, Part I and forwards
the form to the county office. If the UCAT, Part I indicates
that the applicant does not qualify for Medicaid long-term care
services, the applicant is referred to appropriate community
resources.
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(4) The LTC OKDHS nurse completes the UCAT, Part III assessment
visit with the client member within 10 working days of receipt
of the referral for ADvantage services for a client who is
Medicaid eligible at the time of the request. The LTC OKDHS
nurse completes the UCAT, Part III assessment within 20 working
days of the date the Medicaid application is completed for new
clients applicants.
(5) During the assessment visit, the LTC OKDHS nurse informs the
client applicant of medical eligibility and provides information
about the different long-term care service options. If there
are multiple household members applying for the ADvantage
program, the UCAT assessment is done for the applicant household
members during the same visit. The LTC OKDHS nurse documents
whether the client member chooses NF program services or
ADvantage program services. In addition, the LTC nurse makes a
level of care and service program recommendation.
(6) The LTC OKDHS nurse informs the client member and family of
agencies certified to deliver ADvantage case management and in-
home care services in the local area to obtain the client's
primary and secondary informed choices.

(A) If the client member and/or family declines to make a
provider choice, the LTC OKDHS nurse documents that decision
on the client member choice form.
(B) The AA uses a rotating system to select an agency for the
client member from a list of all local certified case
management and in-home care agencies.

(7) The LTC OKDHS nurse documents the names of the chosen
agencies and the agreement (by dated signature) of the client
member to receive services provided by the agencies.
(8) If the needs of the client member require an immediate
interdisciplinary team (IDT) meeting with home health agency
nurse participation to develop a care plan and service plan, the
LTC OKDHS nurse documents the need for priority processing.
(9) The LTC OKDHS nurse scores the UCAT, Part III. The LTC
OKDHS nurse forwards the UCAT, Parts I and III, documentation of
financial eligibility, and documentation of the client's
member's case management and in-home care agency choices to the
area nurse, or nurse designee, for medical eligibility
determination.
(10) If, based upon the information obtained during the
assessment, the LTC OKDHS nurse determines that the client
member may be at risk for health and safety, OKDHS Adult
Protective Services (APS) staff are notified immediately and the
referral is documented on the UCAT.
(11) Within ten working days of receipt of a complete ADvantage
application, the area nurse, or nurse designee, determines
medical eligibility using NF level of care criteria and service
eligibility criteria [refer to OAC 317:35-17-2 and OAC 317:35-
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17-3] and enters the medical decision on the system. The
original documents are sent with the MS-52 to the AA.
(12) Upon notification of financial eligibility from the social
worker, medical eligibility (MS-52) and approval for ADvantage
entry from the area nurse, or nurse designee, the AA
communicates with the client and case management provider to
begin care plan and service plan development. The AA
communicates to the client's case management provider the
client's member's name, address, case number and social security
number, the units of case management and, if applicable, the
number of units of home health agency nurse evaluation
authorized for care plan and service plan development, whether
the needs of the client require an immediate IDT meeting with
home health agency nurse participation and the effective date
for client entry into ADvantage. If the member requires an
immediate home visit to develop a service plan within 24 hours,
the AA contacts the case management provider directly to confirm
availability and then sends the new case packet information to
the case management provider via facsimile.
(13) If the services must be in place to ensure the health and
safety of the client member upon discharge to the home from the
NF or Hospital, the AA provides administrative case management
to develop and implement the care plan and service plan. For
administrative case management, the AA, or a nurse case manager
from an ADvantage case management provider selected by the
client and referred by the AA follows ADvantage Institution
Transition case management procedures for care plan and service
plan development and implementation. If the AA has provided
transition case management services, when the client returns
home, the AA begins transitioning case management to the
ADvantage case management provider chosen by the client.
(14) If a client in a hospital requests ADvantage services, the
hospital initiates a request for Medicaid ADvantage services by
contacting the AA for intake and screening.

(A) The AA, or a nurse case manager from an ADvantage case
management provider selected by the client and referred by
the AA completes the UCAT, Part III assessment visit, if
possible, with the hospitalized applicant. If the local
OKDHS office receives the request for Medicaid ADvantage
services for a client in a hospital it is referred to the AA.
During the assessment visit, the AA, or ADvantage nurse case
manager informs the client of financial and medical
eligibility criteria and provides information about the
different long-term care service options. The AA, or
ADvantage nurse case manager documents the client's choice on
the UCAT, Part III. The AA, or ADvantage nurse case manager
will review forms documenting the selection of provider(s),
agreement with the service plan and release of information
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with the client and obtain the client's dated signature on
the forms.
(B) If the UCAT indicates the client is eligible for
ADvantage services and financial eligibility has been
determined, the AA, or ADvantage nurse case manager, in
consultation with the hospital discharge planner provides
administrative case management. The AA, or ADvantage nurse
case manager develops a temporary care plan and service plan
if services must be in place to ensure the health and safety
of the client upon discharge from the hospital. When the
client returns home, the AA, or ADvantage nurse case manager
transitions case management to the ADvantage case management
provider chosen by the client.
(C) The completed assessment forms are submitted to the OKDHS
area nurse who makes the medical eligibility decision, enters
it on the system and notifies the AA of the decision.
(D) If the applicant is determined not eligible for
ADvantage, providers follow special procedures specified by
the AA to bill for services provided. If authorized by the
AA, case management providers may bill using an
administrative case management procedure code for services
delivered and not reimbursable under any other ADvantage case
management procedure code.

(15) (14) If the client has a current certification and requests
a change from Personal Care Services to ADvantage services, a
new UCAT is required. The UCAT is updated when a client
requests a change from ADvantage services to Personal Care
services, or when a client requests a change from the nursing
facility to ADvantage services. If a client is receiving
ADvantage services and requests to go to a nursing facility, a
new medical level of care decision is not needed. A new medical
level of care determination is required when a member requests
any of the following changes in service program:

(A) from State Plan Personal Care to ADvantage services.
(B) from ADvantage to State Plan Personal Care services.
(C) from Nursing Facility to ADvantage services.
(D) from ADvantage to Nursing Facility services.

(15) A new medical level of care determination is not required
when a member requests re-activation of ADvantage services after
a short-term stay (90 days or less) in a Nursing Facility when
the member has had previous ADvantage services and the ADvantage
certification period has not expired.
(16) When a UCAT assessment has been completed more than 90 days
prior to submission to the area nurse or nurse designee for a
medical decision, a new assessment is required.

317:35-17-11. Determining financial eligibility for ADvantage
program services
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Financial eligibility for individuals in ADvantage program
services is determined according to whether or not a spouse remains
in the home.

(1) Individual without a spouse. For an individual without a
spouse, the following rules are used to determine financial
eligibility.

(A) Income eligibility. To determine the income of the
individual, the rules in (i) through (iii) of this
subparagraph apply.

(i) If payment of income is made to the individual and
another person(s), the income is considered in proportion
to the individual's interest.
(ii) If a legal instrument exists which specifies terms of
payment, income is considered according to the terms of
the instrument.
(iii) After determination of income, the gross income of
the individual cannot exceed the categorically needy
standard in OKDHS form 08AX001E, Schedule VIII. B. 1., to
be eligible for ADvantage services. If the individual's
gross income exceeds that standard, refer to SoonerCare
rules for establishing a Medicaid Income Pension Trust
[OAC 317:35-5-41.6(a)(6)(B)].

(B) Resource eligibility. In order for an individual without
a spouse to be eligible for ADvantage services, his/her
countable resources cannot exceed the maximum resource
standard for an individual listed in OKDHS form 08AX001E,
Schedule VIII. D.
(C) Vendor payment. For individuals in the ADvantage program
who live in a house, an apartment, or other independent
living setting, there is not a spenddown calculation as the
member does not pay a vendor payment. For individuals in the
ADvantage program who reside in an ADvantage Assisted Living
Services Center, a vendor payment must be computed if the
income exceeds 150% of the federal benefit rate. The member
is responsible for payment to the Assisted Living Services
Center provider for days of service from the first day of
each month in which services have been received until the
vendor payment obligation is met.
(D) Equity in capital resources. If the equity in the
individual's capital resources is in excess of the maximum
resource standards, certification is delayed up to 30 days
providing plans are made for the applicant to utilize the
excess resource. Certification is made at the point the
excess resources have been exhausted, with the effective date
of certification being shown as the date on which the
resources came within the standard. If the excess capital
resources can not reasonably be expected to come within
standards in one month, the application is denied.
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(2) Individual with a spouse who receives ADvantage or HCBW/MR
services, or is institutionalized in a NF or ICF/MR, or is 65 or
over and in a mental health hospital. For an individual with a
spouse who receives ADvantage or HCBW/MR services, or is
institutionalized in a NF or ICF/MR, or is 65 or over and in a
mental health hospital, resources are determined for each
individual as the amount owned by each individual plus one-half
of the jointly owned resources of the couple. Once this
separation of assets is made, a resource of either spouse is not
considered available to the other during the receipt of
ADvantage program services.

(A) Income eligibility. Income is determined separately for
an individual and his/her spouse if the spouse is in the
ADvantage or HCBW/MR program, or is institutionalized in a NF
or ICF/MR, or is 65 or older and in a mental health hospital.
The income of either spouse is not considered as available

to the other during the receipt of ADvantage services. The
rules in (i) - (v) of this subparagraph apply in this
situation:

(i) If payment of income is made solely to one or the
other, the income is considered available only to that
individual.
(ii) If payment of income is made to both, one-half is
considered for each individual.
(iii) If payment of income is made to either one or both
and another person(s), the income is considered in
proportion to either spouse's interest (if payment is to
that spouse) or one-half of the joint interest if no
interest is specified.
(iv) If a legal instrument exists which specifies terms of
payment, income is considered according to the terms of
the instrument.
(v) After determination of income, the gross income of the
individual cannot exceed the categorically needy standard
in OKDHS form 08AX001E, Schedule VIII. B. 1., to be
eligible for ADvantage services. If the individual's
gross income exceeds this standard, refer to SoonerCare
rules for establishing a Medicaid Income Pension Trust
[OAC 317:35-5-41.6(a)(6)(B)].

(B) Resource eligibility. In order for an individual with a
spouse who receives ADvantage or HCBW/MR services, or is
institutionalized in a NF or ICF/MR, or is 65 or older and in
a mental health hospital to be eligible for ADvantage
services, his/her countable resources cannot exceed the
maximum resource standard for an individual listed in OKDHS
form 08AX001E, Schedule VIII. D.
(C) Vendor payment. For individuals in the ADvantage program
who live in a house, an apartment, or other independent
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living setting, there is not a spenddown calculation as the
member does not pay a vendor payment. For individuals in the
ADvantage program who reside in an ADvantage Assisted Living
Services Center, a vendor payment must be computed if the
income exceeds 150% of the federal benefit rate. The member
is responsible for payment to the Assisted Living Services
Center provider for days of service from the first day of
each month in which services have been received until the
vendor payment obligation is met.
(D) Equity in capital resources. If the equity in the
individual's capital resources is in excess of the maximum
resource standards, certification is delayed up to 30 days
providing plans are made for the applicant to utilize the
excess resource. Certification is made at the point the
excess resources have been exhausted, with the effective date
of certification being shown as the date on which the
resources came within the standard. If the excess capital
resources can not reasonably be expected to come within
standards in one month, the application is denied.

(3) Individual with a spouse in the home who is not in the
ADvantage or HCBW/MR program. When only one individual of a
couple in their own home is in the ADvantage or HCBW/MR program,
income and resources are determined separately. However, the
income and resources of the individual who is not in the
ADvantage or HCBW/MR program (community spouse) must be included
on the application form. At redetermination of eligibility, the
community spouse's income must be included in the review
process. During any month that the individual is in ADvantage
program services, the income of the community spouse is not
considered available to that individual. The following rules
are used to determine the income and resources of each:

(A) Income eligibility. To determine the income of both
spouses, the rules in (i) - (v) of this subparagraph apply.

(i) If payment of income is made solely to one or the
other, the income is considered available only to that
individual.
(ii) If payment of income is made to both, one-half is
considered for each individual.
(iii) If payment of income is made to either one or both
and another person(s), the income is considered in
proportion to either spouse's interest (if payment is to
that spouse) or one-half of the joint interest if no
interest is specified.
(iv) If a legal instrument exists which specifies terms of
payment, income is considered according to the terms of
the instrument.
(v) After determination of income, the gross income of the
individual in the ADvantage program services cannot exceed
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the categorically needy standard in OKDHS form 08AX001E,
Schedule VIII. B. 1., to be eligible for care. If the
individual's gross income exceeds this standard, refer to
SoonerCare rules for establishing a Medicaid Income
Pension Trust [OAC 317:35-5-41.6(a)(6)(B)].

(B) Resource eligibility. To determine resource eligibility,
it is necessary to determine the amount of resources for both
spouses for the month of the individual's application for the
ADvantage program. Of the resources available to the couple
(both individual and joint ownership) an amount will be
protected for the community spouse which will not be
considered available to the spouse receiving ADvantage
program services. The amount determined as the spousal share
is used for all subsequent applications for SoonerCare,
regardless of changes in the couple's resources. The
protected spousal share cannot be changed for any reason.
When application for SoonerCare is made at the same time the
individual begins receiving ADvantage program services, OKDHS
Form 08MA012E, Title XIX Worksheet, is used.

(i) The first step in the assessment process is to
establish the total amount of resources for the couple
during the month of application of the spouse into the
ADvantage program services (regardless of payment source).
(ii) The community spouse's share is equal to one-half of
the total resources of the couple not to exceed the
maximum amount of resource value that can be protected for
the community spouse, as shown on OKDHS form 08AX001E,
Schedule XI.
(iii) The minimum resource standard for the community
spouse, as established by the OHCA, is found on OKDHS form
08AX001E, Schedule XI. When the community spouse's share
is less than the minimum standard, an amount may be deemed
from the other spouse's share to ensure the minimum
resource standard for the community spouse. If the
community spouse's share equals or exceeds the minimum
resource standard, deeming cannot be done.
(iv) If deeming is necessary to meet the minimum resource
standard for the community spouse, the amount that is
deemed must be legally transferred to the community spouse
within one year of the effective date of certification for
SoonerCare. At the first redetermination of eligibility,
the worker must document that the resources have been
transferred. After the first year of SoonerCare
eligibility, resources of the community spouse will not be
available to the other spouse and resources cannot be
deemed to the community spouse.
(v) After the month in which the institutionalized spouse
and community spouse have met the resource standard and
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the institutionalized spouse is determined eligible for
benefits, no resources of the community spouse, regardless
of value, will be considered available to the
institutionalized spouse. If the resources of the
community spouse grow to exceed the original deemed
amount, the State cannot require the community spouse to
apply any of these excess resources toward the cost of the
care of the institutionalized spouse.
(vi) When determining eligibility for SoonerCare, the
community spouse's share of resources is protected and the
remainder considered available to the spouse receiving
ADvantage program services.
(vii) The resources determined in (i) - (vi) of this
subparagraph for the individual receiving ADvantage
program services cannot exceed the maximum resource
standard for an individual as shown in OKDHS form
08AX001E, Schedule VIII. D.
(viii) Once the dollar value of the community spouse's
share of resources is established for the month of the
other spouse's entry into the ADvantage program service,
that amount is used when determining resource eligibility
for a subsequent SoonerCare application for Long-Term Care
for either spouse.
(ix) Once a determination of eligibility for SoonerCare is
made, either spouse is entitled to a fair hearing. A fair
hearing regarding the determination of the community
spouse's resource allowance is held within 30 days of the
date of the request for the hearing. Either spouse is
entitled to a fair hearing if dissatisfied with a
determination of:

(I) the community spouse's monthly income allowance;
(II) the amount of monthly income otherwise available
to the community spouse;
(III) determination of the spousal share of resource;
(IV) the attribution of resources (amount deemed); or
(V) the determination of the community spouse's
resource allowance.

(x) The rules on determination of income and resources are
applicable only when an individual receiving ADvantage
program services is likely to remain under care for 30
consecutive days. The 30-day requirement is considered to
have been met even if a hospital stay interrupts it or the
individual is deceased before the 30-day period ends.

(C) Vendor payment. For individuals in the ADvantage program
who live in a house, an apartment, or other independent
living setting, there is not a spenddown calculation as the
member does not pay a vendor payment. For individuals in the
ADvantage program who reside in an ADvantage Assisted Living
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Services Center, after allowable deeming to the community
spouse, a vendor payment must be computed if the income
exceeds 150% of the federal benefit rate. The member is
responsible for payment to the Assisted Living Services
Center provider for days of service from the first day of
each month in which services have been received until the
vendor payment obligation is met.
(D) Excess resources. If the equity in the individual's
capital resources is in excess of the maximum resource
standards, certification is delayed up to 30 days providing
plans are made for the applicant to utilize the excess
resource. Certification is made at the point the excess
resources have been exhausted, with the effective date of
certification being shown as the date on which the resources
came within the standard. If the excess capital resources
cannot reasonably be expected to come within standards in one
month, the application is denied.

317:35-17-12. Certification for ADvantage program services
(a) Application date. If the applicant is found eligible for
SoonerCare, certification may be effective the date of application.
The first month of the certification period must be the first
month the member was determined eligible for ADvantage, both
financially and medically.

(1) As soon as eligibility or ineligibility for ADvantage
program services is established, the worker updates the computer
form and the appropriate notice is computer generated to the
member and the ADvantage Administration (AA). Notice
information is retained on the notice file for county use.
(2) An applicant approved for ADvantage program services is
mailed a Medical Identification Card.

(b) Financial certification period for ADvantage program services.
The financial certification period for the ADvantage program
services is 12 months. Although "medical eligibility number of
months" on the computer input record will show 99 months,
redetermination of eligibility is completed according to the
categorical relationship.
(c) Medical Certification period for ADvantage program services.
The medical certification period for the ADvantage program services
is up to 12 months. Reassessment and redetermination
Redetermination of medical eligibility is completed by OKDHS in
coordination with the annual recertification reauthorization of the
member's service plan by the case manager. In addition, an An
independent evaluation redetermination of medical eligibility is
completed by the OKDHS Nurse at least every third year when,
depending upon the needs of the member, the medical certification
is determined to be less than 12 months, or, at any time. If
documentation supports a reasonable expectation that the member
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will may not continue to meet medical eligibility criteria or have
a need for long term care services for more than 12 months, the
OKDHS Nurse does an independent evaluation of medical eligibility
before the end of the current medical certification period.

317:35-17-14. Case management services
(a) Case management services involve ongoing assessment, service
planning and implementation, service monitoring and evaluation,
member advocacy, and discharge planning.

(1) Within one working day of receipt of an ADvantage referral
from the ADvantage Administration (AA), the case management
supervisor assigns a case manager to the member. Within three
working days of being assigned an ADvantage member, the The case
manager makes a home visit to review the ADvantage program (its
purpose, philosophy, and the roles and responsibilities of the
member, service provider, case manager, AA and OKDHS in the
program), and review, update and complete the UCAT assessment,
and to discuss service needs and ADvantage service providers.
The Case Manager notifies in writing the member's UCAT
identified primary physician that the member has been determined
eligible to receive ADvantage services. The notification is via
a preprint form that contains the member's signed permission to
release this health information and requests physician's office
verification of primary and secondary diagnoses and diagnoses
code obtained from the UCAT.
(2) Within 14 calendar days of the receipt of an ADvantage
referral, the case manager completes and submits to the AA an
individualized care plan and service plan for the member, signed
by the member and the case management supervisor. The case
manager completes and submits to the AA the annual reassessment
service plan documents no sooner than 60 days before the
existing service plan end date but sufficiently in advance of
the end date to be received by the AA at least 30 calendar days
before the end date of the existing service plan. Within 14
calendar days of receipt of a Service Plan Review Request (SPR)
from the AA, the Case Manager provides corrected care plan and
service plan documentation. Within five calendar days of
assessed need, the case manager completes and submits a service
plan addendum to the AA to amend current services on the care
plan and service plan. The care plan and service plan are based
on the member's service needs identified by the UCAT, Part III,
and includes only those ADvantage services required to sustain
and/or promote the health and safety of the member. The case
manager uses an interdisciplinary team (IDT) planning approach
for care plan and service plan development. If in-home care is
the primary service, the IDT includes, at a minimum, the member,
a nurse from the ADvantage in-home care provider chosen by the
member, and the case manager. Otherwise, the member and case

459



manager constitute a minimum IDT.
(3) The case manager identifies long-term goals, challenges to
meeting goals, and service goals including plan objectives,
actions steps and expected outcomes. The ADvantage case manager
documents on the care plan the presence of two or more ADvantage
members residing in the same household and/or when the member
and personal care provider reside together. The case manager
documents on the IVRA system in the member record any instance
in which a member's health or safety would be "at risk" if even
one personal care visit is missed. The case manager identifies
services, service provider, funding source, units and frequency
of service and service cost, cost by funding source and total
cost for ADvantage services. The member signs and indicates
review/agreement with the care plan and service plan by
indicating acceptance or non-acceptance of the plans. The
member, the member's legal guardian or legally authorized
representative shall sign the service plan in the presence of
the case manager. The signatures of two witnesses are required
when the member signs with a mark. If the member refuses to
cooperate in development of the service plan, or, if the member
refuses to sign the service plan, the case management agency
refers the case to the AA for resolution. In addition, based on
the UCAT and/or case progress notes that document chronic
uncooperative or disruptive behaviors, the LTC OKDHS nurse or AA
may identify members that require AA intervention.

(A) For members that are uncooperative or disruptive, the AA
case manager develops an individualized Addendum to the
Rights and Responsibilities Agreement plan to overcome
challenges to receiving services to try to modify the
member's uncooperative/disruptive behavior. The Rights and
Responsibilities addendum focuses focusing on behaviors, both
favorable and those that jeopardize the member's well-being
and includes a design approach of incremental plans and
addenda that allow the member to achieve stepwise successes
in the modification of their behavior.
(B) The AA may implement a service plan without the member's
signature if the AA has developed an Addendum to the Rights
and Responsibilities Agreement for the member. For when, for
these members, the presence of a document that "requires"
their signature may itself trigger a "conflict". In these
circumstances, mental health/behavioral issues may prevent
the member from controlling their behavior to act in their
own interest. Since the person by virtue of level of care
and the IDT assessment, needs ADvantage services to assure
their health and safety, the AA may implement authorize the
service plan if the AA case manager demonstrates effort to
work with and obtain the member's agreement through an
individualized Addendum to the Rights and Responsibilities
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Agreement. Should negotiations not result in agreement with
the care plan and service plan, the member may withdraw their
request for services or request a fair hearing.

(4) CD-PASS Planning and Supports Coordination.
(A) The ADvantage Case Management provider assigns to the CD-
PASS member a Case Manager that has successfully completed
training on CD-PASS, Independent Living Philosophy, and
Person-Centered Planning and the individual budgeting process
and process guidelines. Case Managers that have completed
this specialized CD-PASS training are referred to as
Consumer-Directed Agent/Case Managers (CDA/CM) with respect
to their CD-PASS service planning and support role in working
with CD-PASS members. The CDA/CM educates the member about
their rights and responsibilities as well as about community
resources, service choices and options available to the
member to meet CD-PASS service goals and objectives.
(B) The member may designate a family member or friend as an
"authorized representative" to assist in the service planning
process and in executing member employer responsibilities.
If the member chooses to designate an "authorized
representative", the designation and agreement identifying
the "willing adult" to assume this role and responsibility is
documented with dated signatures of the member, the designee
and the member's Case Manager or the AA staff.

(i) A person having guardianship or power of attorney or
other court sanctioned authorization to make decisions on
behalf of the member has legal standing to be the member's
designated "authorized representative".
(ii) An individual hired to provide Personal Services
Assistance to a member may not be designated the
"authorized representative" for the member.
(iii) The case manager reviews the designation of
Authorized Representative, Power of Attorney and Legal
Guardian status on an annual basis and this is included in
the reassessment packet to AA.

(C) The CDA/CM provides support to the member in the Person-
Centered CD-PASS Planning process. Person-Centered Planning
is a process directed by the participant, with assistance as
needed from an "authorized representative" or support team.
The process supports the member to exercise choice and
control and to assume a responsible role in developing,
implementing and managing their services and supports. The
process is intended to identify the strengths, capacities,
preferences, needs and desired outcomes of the participant
and it may enlist assistance from individuals freely chosen
by the participant to serve as important contributors. The
Person-Centered Planning process enables the participant to
identify and access a personalized mix of paid and non-paid
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services and supports to help him/her achieve personally-
defined outcomes in the most inclusive community setting.
The focus of Person-Centered Planning is on the individual's
development of personal relationships, positive roles in
community activities, and self-empowerment skills. Decisions
are made and outcomes controlled by the participant.
Strengths, preferences and an individualized system of
support are identified to assist the individual to achieve
functional and meaningful goals and objectives. Principles
of Person-Centered Planning are as follows:

(i) The person is the center of all planning activities.
(ii) The member and their representative, or support team,
are given the requisite information to assume a
controlling role in the development, implementation and
management of the member's services.
(iii) The individual and those who know and care about him
or her are the fundamental sources of information and
decision-making.
(iv) The individual directs and manages a planning process
that identifies his or her strengths, capacities,
preferences, desires, goals and support needs.
(v) Person-Centered Planning results in personally-defined
outcomes.

(D) The CDA/CM encourages and supports the member, or as
applicable their designated "authorized representative", to
lead, to the extent feasible, the CD-PASS service planning
process for Personal Services Assistance. The CDA/CM helps
the member define support needs, service goals and service
preferences including access to and use of generic community
resources. Consistent with member-direction and preferences,
the CDA/CM provides information and helps the member locate
and access community resources. Operating within the
constraints of the Individual Budget Allocation (IBA) units,
the CDA/CM assists the member in translating the assessment
of member needs and preferences into an individually
tailored, personalized service plan.
(E) To the extent the member prefers, the CDA/CM develops
assistance to meet member needs using a combination of
traditional Personal Care and CD-PASS PSA services. However,
the CD-PASS IBA and the PSA unit authorization will be
reduced proportional to agency Personal Care service
utilization.
(F) The member determines with the PSA to be hired, a start
date for PSA services. The member coordinates with the
CDA/CM to finalize the service plan. The start date must be
after authorization of services, after completion and
approval of the background checks and after completion of the
member employee packets.
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(G) Based on outcomes of the planning process, the CDA/CM
prepares an ADvantage service plan or plan amendment to
authorize CD-PASS Personal Service Assistance units
consistent with this individual plan and notifies existing
duplicative Personal Care service providers of the end date
for those services.
(H) If the plan requires an APSA to provide assistance with
Health Maintenance activities, the CDA/CM works with the
member and, as appropriate, arranges for training by a
skilled nurse for the member or member's family and the APSA
to ensure that the APSA performs the specific Health
Maintenance tasks safely and competently;

(i) If the member's APSA has been providing Advanced
Supportive Restorative Assistance to the member for the
same tasks in the period immediately prior to being hired
as the PSA, additional documentation of competence is not
required;
(ii) If the member and APSA attest that the APSA has been
performing the specific Health Maintenance tasks to the
member's satisfaction on an informal basis as a friend or
family member for a minimum of two months in the period
immediately prior to being hired as the PSA, and no
evidence contra-indicates the attestation of safe and
competent performance by the APSA, additional
documentation is not required.

(I) The CDA/CM monitors the member's well being and the
quality of supports and services and assists the member in
revising the PSA services plan as needed. If the member's
need for services changes due to a change in
health/disability status and/or a change in the level of
support available from other sources to meet needs, the
CDA/CM, based upon an updated assessment, amends the service
plan to increase modify CD-PASS service units appropriate to
meet additional member's need and forwards the plan amendment
to the AA for authorization and update of the member's IBA.
(J) The CDA/CM uses the ADvantage Risk Management process the
results of which are binding on all parties to resolve
service planning or service delivery disagreements between
members and ADvantage service providers under the following
circumstances:

(i) A claim is formally registered with the CDA/CM by the
member (or the member's family or "authorized
representative"), the AA, or a provider that the
disagreement poses a significant risk to the member's
health or safety; and
(ii) The disagreement is about a service, or about the
appropriate frequency, duration or other aspect of the
service; or
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(iii) The disagreement is about a behavior/action of the
member, or about a behavior/action of the provider.

(K) The CDA/CM and the member prepare an emergency
backup/emergency response capability for CD-PASS PSA services
in the event a PSA provider of services essential to the
individual's health and welfare fails to deliver services.
As part of the planning process, the CDA/CM and member define
what failure of service or neglect of service tasks would
constitute a risk to health and welfare to trigger
implementation of the emergency backup. Any of the following
may be used in planning for the backup:

(i) Identification of a qualified substitute provider of
PSA services and preparation for their quick response to
provide backup services when called upon in emergency
circumstances (including execution of all qualifying
background checks, training and employment processes);
and/or,
(ii) Identification of one or more qualified substitute
ADvantage agency service providers (Adult Day Care,
Personal Care or Nursing Facility Respite provider) and
preparation for their quick response to provide backup
services when called upon in emergency circumstances.

(L) If the emergency backup fails, the CDA/CM is to request
the AA to authorize and facilitate member access to Adult Day
Care, Agency Personal Care or Nursing Facility Respite
services.

(5) The case manager submits the care plan and service plan to
the case management supervisor for review. The case management
supervisor documents the review/approval of the plans within two
working days of receipt from the case manager or returns the
plans to the case manager with notations of errors, problems,
and concerns to be addressed. The case manager re-submits the
corrected care plan and service plan to the case management
supervisor within two working days. The case management
supervisor returns the approved care plan and service plan to
the case manager. Within one working day of receiving
supervisory approval, the case manager forwards, via postal
mail, a legible copy of the care plan and service plan to the
AA. Case managers are responsible for retaining all original
documents for the member's file at the agency. Only priority
service needs and supporting documentation may be faxed to the
AA with the word, "PRIORITY" being clearly indicated and the
justification attached. "Priority" service needs are defined as
services needing immediate authorization to protect the health
and welfare of the member and/or avoid premature admission to
the nursing facility. Corrections to service conditions set by
the AA are not considered to be a priority unless the health and
welfare of the member would otherwise be immediately jeopardized
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and/or the member would otherwise require premature admission to
a nursing facility.
(6) Within one working day of notification of care plan and
service plan authorization, the case manager communicates with
the service plan providers and with the member to facilitate
service plan implementation. Within one working day of receipt
of a copy or the computer-generated authorized service plan from
the AA, the case manager sends (by mail or fax) copies of the
authorized service plan or computer-generated copies to
providers. Within five working days of notification of an
initial service plan or a new reassessment service plan
authorization, the case manager visits the member, gives the
member a copy of the service plan or computer-generated copy of
the service plan and evaluates the progress of the service plan
implementation. The case manager evaluates service plan
implementation on the following minimum schedule:

(A) within 30 calendar days of the authorized effective date
of the service plan or service plan addendum amendment; and
(B) monthly after the initial 30 day follow-up evaluation
date.

(b) Authorization of service plans and amendments to service plans.
The ADvantage Administration (AA) certifies authorizes the
individual service plan and all service plan amendments for each
ADvantage member. When the AA verifies member ADvantage
eligibility, plan cost effectiveness, that service providers are
ADvantage authorized and SoonerCare contracted, and that the
delivery of ADvantage services are consistent with the member's
level of care need, the service plan is authorized. Except as
provided by the process described in OAC 317:30-5-761(6), family
members may not receive payment for providing ADvantage waiver
services. A family member is defined as an individual who is
legally responsible for the member (spouse or parent of a minor
child).

(1)_Except as provided by the process described in OAC 317:30-5-
761(6), family members may not receive payment for providing
ADvantage waiver services. A family member is defined as an
individual who is legally responsible for the member (spouse or
parent of a minor child).
(2) The OKDHS/ASD may under criteria described in OAC 317:35-15-
13 authorize personal care service provision by an Individual
PCA (an individual contracted directly with OHCA). Legally
responsible family members are not eligible to serve as
Individual PCA's.
(1) (3) If the service plan authorization or amendment request
packet received from case management is complete and the service
plan is within cost effectiveness guidelines, the AA authorizes
or denies authorization within five working days of receipt of
the request. If the service plan authorization or amendment
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request packet received from case management is complete and the
service plan is not within cost-effectiveness guidelines, the
plan is referred for administrative review to develop an
alternative cost-effective plan or assist the member to access
services in an alternate setting or program. If the request
packet is not complete, the AA notifies the case manager
immediately and puts a "hold" on authorization until the
required additional documents are received from case management.
(2) (4) The AA authorizes the service plan by entering the
authorization date and signing the submitted service plan
assigning a control number that internally identifies the OKDHS
staff completing the authorization. Notice of authorization and
a computer-generated copy of the authorized plan or a computer-
generated copy of the authorized plan are provided to case
management. AA authorization determinations are provided to
case management within one working day of the certification
authorization date. A service plan may be authorized and
implemented with specific services temporarily denied. The AA
communicates to case management the conditions for approval of
temporarily denied services. The case manager submits revisions
for denied services to AA for approval within 5 working days.
(3) (5) For audit purposes (including SURS Program Integrity
reviews), the computer-generated copy of the authorized service
plan is documentation of service authorization for ADvantage
waiver and State Plan Personal Care services. State or Federal
quality review and audit officials may obtain a copy of specific
service plans with original signatures by submitting a request
to the AA member's case manager.

(c) Change in service plan. The process for initiating a change in
the service plan is described in this subsection.

(1) The service provider initiates the process for an increase
or decrease in service to the member's service plan. The
requested changes and justification for them are documented by
the service provider and, if initiated by a direct care
provider, submitted to the member's case manager. If in
agreement, the case manager requests the service changes on a
care plan and service plan amendment submitted to the AA within
five calendar days of assessed need. The AA approves authorizes
or denies the care plan and service plan changes within five
calendar days of receipt of the plan per 317:35-17-14.
(2) The member initiates the process for replacing Personal Care
services with Consumer-Directed Personal Services and Supports
(CD-PASS) in geographic areas in which CD-PASS services are
available. The member may contact the AA using a CD-PASS
services request form provided by the Case Manager or by calling
the toll-free number established to process requests for CD-PASS
services.
(3) A significant change in the member's physical condition or
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caregiver support, one that requires additional goals, deletion
of goals or goal changes, or requires a four-hour or more
adjustment in services per week, requires a an updated UCAT
reassessment by the case manager. The case manager, in
consultation with AA, makes the determination of need for
reassessment. Develops develops an amended or new service plan
and care plan, as appropriate, and submits the new amended plans
for authorization.
(4) One or more of the following changes or service requests
require an Interdisciplinary Team review and service plan goals
amendment:

(A) the presence of two or more ADvantage members residing in
the same household, or
(B) the member and personal care provider residing together,
or
(C) a request for a family member to be a paid ADvantage
service provider, or
(D) a request for an Individual PCA service provider.

(5) Based on the reassessment and consultation with the AA as
needed, the member may, as appropriate, be authorized for a new
service plan or be eligible for a different service program. If
the member is significantly improved from the previous
assessment and does not require ADvantage services, the case
manager obtains the member's dated signature indicating
voluntary withdrawal for ADvantage program services. If unable
to obtain the member's consent for voluntary closure, the case
manager requests assistance from the AA. The AA requests that
the OKDHS area nurse initiate a reconsideration of level of
care. If the member's service needs are different or have
significantly increased, the case manager develops an amended or
new service plan and care plan, as appropriate, and submits the
new/amended plans for authorization.

317:35-17-15. Redetermination of eligibility for ADvantage services
(a) The worker must complete a redetermination of financial
eligibility prior to the end of the certification period. A notice
is generated only if there is a change which affects the member's
financial responsibility.
(b) The ADvantage case manager or the OKDHS nurse must complete a
an annual UCAT reassessment that is reviewed for redetermination of
medical eligibility prior to the end of the certification period.

317:35-17-16. Member annual level of care re-evaluation and annual
re-authorization of service plan
(a) Annually, the case manager reassesses the member's needs using
the UCAT Part I, III and then evaluates the current service plan,
especially with respect to progress of the member toward service
plan goals and objectives. Based on the reassessment, the case
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manager develops a new service plan with the member and service
providers, as appropriate, and submits the new service plan to the
AA for authorization. The case manager initiates the UCAT
reassessment and development of the new service plan at least 40
days, but not more than 55 60 days, prior to the current service
plan authorization end date. The case manager provides the AA the
new reassessment service plan packet no less than 30 days prior to
the end date of the existing plan. The new reassessment service
plan packet includes the reassessed service plan, UCAT Parts I and
III, Nurse Evaluation and any supporting documentation.
(b) OKDHS reviews the ADvantage case manager UCAT for a level of
care redetermination. If policy defined criteria for Nursing
Facility level of care cannot be determined or cannot be justified
from documentation available or via direct contact with the case
manager, a UCAT is completed in the home by the local OKDHS nurse.
The local OKDHS nurse submits the UCAT evaluation to the area
nurse, or nurse designee, to make the medical eligibility level of
care determination.
(c) If medical eligibility redetermination is not made prior to
current medical eligibility expiration, the existing medical
eligibility certification is automatically extended until level of
care redetermination is established. If the member no longer meets
medical eligibility the area nurse, or nurse designee, updates the
system=s "medical eligibility end date" and simultaneously notifies
AA electronically.
(d) If OKDHS determines a member no longer meets medical
eligibility, the AA communicates to the member=s case manager that
the member has been determined to no longer meet medical
eligibility for ADvantage as of the effective date of the
eligibility determination. The case manager communicates with the
member and if requested, assists the member to access other
services.

317:35-17-17. Supplemental process for expedited eligibility
determination (SPEED) [REVOKED]
(a) When the ADvantage Administration (AA) determines that a person
requires ADvantage services to begin immediately to prevent nursing
facility admission or to ensure the person's health or safety and
the UCAT, Part I documents that the person is expected to be
eligible for ADvantage, either the OKDHS nurse or the AA will
complete the assessment for medical eligibility determination. The
completed assessment forms are submitted to the area nurse who
makes the medical eligibility decision, enters it on the system and
notifies the AA of the decision.
(b) If the applicant fails to meet financial eligibility, providers
follow special procedures specified by the AA to bill for services
provided. If authorized by the AA, case management providers may
bill using an administrative case management procedure code for
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SPEED services delivered and not reimbursable under any other
ADvantage case management procedure code.

317:35-17-18. ADvantage services during hospitalization or NF
placement

When the member's OKDHS social worker, ADvantage case manager,
or the AA is informed (by the member, family or service provider)
of a member's hospitalization or placement in a nursing facility,
that party determines the date of the member's institutionalization
and communicates the date, name of the institution, reason for
placement and expected duration for placement, to the other
ADvantage Program Administrative partners. If a member requires
hospital or nursing facility services, the case manager assists the
member in accessing institutional care, periodically monitors the
member's progress during the institutional stay and, as
appropriate, updates the service plan and prepares services to
start on the date the member is discharged from the institution and
returns home. All case management units for "institution
transition" services to plan for and coordinate service delivery
and to assist the member to safely return home, even if provided
while the person is in an institution, are to be considered
delivered on and billed for the date the member returns home from
institutional care. When the case manager is informed (by the
member, family or service provider) of a member's hospitalization
or placement in an NF, the case manager determines the date of the
member's institutionalization and communicates the date, name of
institution, reason for placement and expected duration of
placement to the ADvantage Administration (AA) and the member's
OKDHS worker.

(1) Hospital discharge. When the member returns home from a
hospital or when notified of the member's anticipated discharge
date, the case manager notifies relevant providers and the AA
and coordinates the resumption of services.
(2) NF placement of less than 30 days. When the member returns
home from a NF stay of 30 days or less or when notified of the
member's anticipated discharge date the case manager notifies
relevant providers, the member's OKDHS worker and the AA of the
discharge and coordinates the resumption of ADvantage services
in the home.
(3) NF placement greater than 30 days. When the member is
scheduled to be discharged and return home from a NF stay that
is greater than 30 days, the member's OKDHS worker, ADvantage
case manager, or the AA (whoever first receives notification of
the discharge), notifies other ADvantage Program Administrative
partners to expedite the restart of ADvantage services for the
member. In these circumstances, the SPEED process may be used
to re-establish ADvantage eligibility to coincide with the date
of discharge from the NF. The member's case manager provides
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"institution transition" case management services to assist the
member to re-establish him or herself safely in the home.

317:35-17-19. Closure or termination of ADvantage services
(a) Voluntary closure of ADvantage services. If the client member
requests a lower level of care than ADvantage services or if the
client member agrees that ADvantage services are no longer needed
to meet his/her needs, a medical decision by the area nurse, or
nurse designee, is not needed. The closure request is completed
and signed by the client member and the case manager and sent to
the AA to be placed in the client's member's case record. The AA
notifies the OKDHS county office of the voluntary closure and
effective date of closure. The case manager documents in the case
record all circumstances involving the reasons for the voluntary
termination of services and alternatives for services if written
request for closure cannot be secured.
(b) Closure due to financial or medical ineligibility. The process
for closure due to financial or medical ineligibility is described
in this subsection.

(1) Financial ineligibility. Anytime the local OKDHS office
determines a client member does not meet the financial
eligibility criteria, the local OKDHS office notifies the
client, member provider, and AA of financial ineligibility. A
medical eligibility redetermination is not required when a
financial ineligibility period does not exceed the medical
certification period.
(2) Medical ineligibility. Any time the local OKDHS office is
notified through MEDATS of a decision that the individual is no
longer medically eligible for ADvantage services, the local
office notifies the individual, AA and provider of the decision.

(c) Closure due to other reasons. Refer to OAC 317:35-17-3(e) -
(h).
(d) Resumption of ADvantage services. If a client member approved
for ADvantage services has been without services for less than 90
days and has a current medical and financial eligibility
determination, services may be resumed using the previously
approved service plan. If a client member decides he/she desires
to have his/her services restarted after 90 days, the client member
must request the services as a new referral through the county
office. If an individual is determined to be eligible for
Advantage services and is transitioning from a hospital or a
nursing facility to a community setting, an ADvantage case manager
may provide Institution Transition case managemet services to
assist the individual to establish or re-establish him or herself
safely in the home.

317:35-17-21.1. ADvantage and agency Personal Care provider
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certification
Either Aging Services or the ADvantage Administration (AA)

forwards information on all certified ADvantage and Personal Care
agency providers providing services in the specific OKDHS area to
the area nurse and OKDHS county director. The provider information
includes agency name, address, contact person for
ADvantage/Personal Care programs, provider number, a list of
ADvantage/Personal Care services the provider is certified to
deliver, and other information as needed by OKDHS staff to achieve
efficient service delivery. The AA certifies ADvantage case
managers and case management supervisors. The AA maintains a
master registry of certified ADvantage case management supervisors
and case managers. Case manager certifications are based on
successful completion of ADvantage case management training and
demonstration of competency in case management and, for
supervisors, case management supervision. As additional providers
are certified in an OKDHS area or if a provider loses
certification, Aging Services or the AA provides appropriate notice
to the area nurse and OKDHS county director in counties affected by
the certification changes. The OHCA may execute agreements to
provide care only with qualified individuals and agencies and
facilities which are properly licensed or certified by the state
licensing or certification agency and, as applicable, Title XIX
certified. The agreement is initiated by application from the
individual agency or facility. The agreement expires on a
specified date, with termination of the agency license or
certification, or automatically terminated on notice, with
appropriate documentation, to OHCA that the individual agency or
facility is not in compliance with Title XIX (or other federal
long-term care) requirements. The AA certifies Title XIX providers
of ADvantage services with the exception of pharmacy and medical
equipment and supply providers.

317:35-17-24. Referral for social services
In many situations, social services are needed by adults who are

receiving medical services through Medicaid. The LTC OKDHS nurse
may make referrals for social services to the social worker in the
local office. In addition to these referrals, a request for social
services may be initiated by a client member or by another
individual acting upon behalf of a client member.

(1) The social worker is responsible for providing the indicated
services or for referral to the appropriate resource outside the
Department if the services are not available within the
Department.
(2) Among the services provided by the social worker are:

(A) Services which will enable individuals to attain and/or
maintain as good physical and mental health as possible;
(B) Services to assist patients who are receiving care
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outside their own homes in planning for and returning to
their own homes or to other alternate care;
(C) Services to encourage the development and maintenance of
family and community interest and ties;
(D) Services to promote maximum independence in the
management of their own affairs;
(E) Protective services, including evaluation of need for and
arranging for guardianship; and
(F) Appropriate family planning services which include
assisting the family in acquiring means to responsible
parenthood. Services are offered in making the necessary
referral and follow-up.
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 STATE OF OKLAHOMA 
 OKLAHOMA HEALTH CARE AUTHORITY 
 
 
TO:  Tywanda Cox 
  Policy Development 
 
From:  Brent Johnson 
 
SUBJECT: Rule Impact Statement 
  (Reference APA WF # 11-39B) 
 

A. Brief description of the purpose of the rule:  
 

OHCA rules for the ADvantage Waiver are revised to add 
language clarifying member reauthorization, recertification 
and redetermination, clarification regarding the member's 
level of need in order to be eligible for waiver services, 
clarification about the types of living arrangements 
allowable for ADvantage members, and clarification regarding 
the member's health, safety and welfare.  Additionally, 
changes include the addition of language regarding plan of 
care documentation when more than one member of a household 
receives waiver services, clarification regarding the use of 
family members as paid providers, clarification of 
conditions requiring a member's service plan goals, the 
removal of policy allowing a financial eligibility 
assessment for individuals not applying for services, 
removal of policy regarding the expedited eligibility 
determination process (SPEED) and other minor revisions. 

 
 B. A description of the classes of persons who most likely will 

be affected by the proposed rule, including classes that will 
bear the cost of the proposed rule, and any information on 
cost impacts received by the agency from any private or 
public entities: 

   
  There are no specific classes of persons affected by the rule 

change nor are any costs anticipated as a result of the rule 
change. 

       
C A description of the classes of persons who will benefit from 

the proposed rule: 
 
 There are no specific classes of persons who will benefit 

from the proposed rule change.  ADvantage waiver providers 
and individuals obtaining information about the program 
through OHCA policy will benefit from policy clarifications.  

 
 D. A description of the probable economic impact of the proposed 

rule upon the affected classes of persons or political 
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subdivisions, including a listing of all fee changes and, 
whenever possible, a separate justification for each fee 
change: 

 
  There is no probable economic impact of the proposed rules 

upon any classes of persons or political subdivisions nor is 
a fee change involved in the rule revision. 

  
  E. The probable costs and benefits to the agency and to any 

other agency of the implementation and enforcement of the 
proposed rule, the source of revenue to be used for 
implementation and enforcement of the proposed rule, and any 
anticipated affect on state revenues, including a projected 
net loss or gain in such revenues if it can be projected by 
the agency:   

 
  There is no anticipated cost to this or any other agency as 

a result of the rule changes, nor is the rule change 
anticipated to have any affect on state revenues.  

 
 F. A determination of whether implementation of the proposed 

rule will have an economic impact on any political 
subdivisions or require their cooperation in implementing or 
enforcing the rule: 

 
  The proposed rule will not have an economic impact on any 

political subdivision or require their cooperation in 
implementing or enforcing the rule.   

 
 G. A determination of whether implementation of the proposed 

rule will have an adverse effect on small business as 
provided by the Oklahoma Small Business Regulatory 
Flexibility Act: 

 
  The proposed rule will not have an adverse effect on small 

businesses as provided by the Oklahoma Small Business 
Regulatory Flexibility Act.  

 
 H. An explanation of the measures the agency has taken to 

minimize compliance costs and a determination of whether 
there are less costly or nonregulatory methods or less 
intrusive methods for achieving the purpose of the proposed 
rule:  

 
  There are no other legal methods to minimize compliance 

costs. 
 

 I. A determination of the effect of the proposed rule on the 
public health, safety and environment and, if the proposed 
rule is designed to reduce significant risks to the public 
health, safety and environment, an explanation of the nature 
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of the risk and to what extent the proposed rule will reduce 
the risk: 

 
  The proposed rule should have no effect on the public health, 

safety, or environment. 
 

J. A determination of any detrimental effect on the public 
health, safety and environment if the proposed rule is not 
implemented: 

 
  The agency does not anticipate any detrimental effects on the 

public health, safety, or environment. 
 

K.  The date the rule impact statement was prepared and if 
 modified, the date modified: 

 
This rule impact statement was prepared on January 10th, 
2012. 
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AGENCY RULE REPORT

1. Date Notice Was Published in Oklahoma Register:
January 18, 2012 through February 16, 2012

2. Agency Name/Address:
Oklahoma Health Care Authority
2401 N.W. 23rd St. Suite 1A
Oklahoma City, Oklahoma 73107

3. Title and Number of Rule(s):
Title 317: Oklahoma Health Care Authority
Chapter 35. Medical Assistance For Adults And Children-
Eligibility
Subchapter 5. Eligibility and Countable Income
Part 1. Determination of Qualifying Categorical Relationships
317:35-5-4. [AMENDED]
Part 5. Countable Income and Resources
317:35-5-43. [AMENDED]
Subchapter 22. Pregnancy Related Benefits Covered Under Title
XXI
317:35-22-1. [AMENDED]
(Reference APA WF # 11-40)

4. Statutory Authority for Rule:
The Oklahoma Health Care Authority Board; The Oklahoma Health
Care Authority Act, Section 5003 through 5016 of Title 63 of
Oklahoma Statutes

5. Brief Summary of Content of Adopted Rule(s):
Eligibility policy is revised for clarity and updates. All
changes are minor and will not affect programs or budget. The
revisions include changing a form number and altering
punctuation to ensure the meaning and intention of the policy
is clear.

6. Statement Explaining need for the Adopted Rule:
The Agency finds that a compelling public interest exists
which necessitates promulgation of permanent rules and
requests approval of rule revisions to amend policy to
clarify and update eligibility policy. All changes are minor
and will not affect programs or budget.

7. Date/Location of meeting at which rules were adopted:
March 8, 2012
Oklahoma Health Care Authority
2401 N.W. 23rd St. Suite 1A
Oklahoma City, Oklahoma 73107

8. Summary of comments and explanation of changes or lack of any
change made in the adopted rule as a result of testimony
received at public hearings or any oral or written comments
received prior to the adoption of the rule:
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A public hearing was held February 22, 2012. No comments were
received.

9. List Persons or organizations who appeared or registered for
or against the adopted rule at any public hearing held by the
agency or those who have commented in writing before or after
the hearing:
None

10. Rule Impact Statement:
See Attached

11. An incorporation by reference statement if the rule
incorporates a set of rules from a body outside the state,
such as a national code:
Not applicable

12. The members of the governing board of the agency adopting the
rules and the recorded vote of each:
Lyle Roggow Aye
Tony Armstrong Aye
George Miller Aye
Carol Robison Aye
Melvin McVay Jr. Aye
Ed McFall Aye
Ann Bryant Aye

13. Any other information requested by the Governor:
SUPERSEDED EMERGENCY ACTIONS:
Superseded rules:

N/A
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TITLE 317. OKLAHOMA HEALTH CARE AUTHORITY
CHAPTER 35. MEDICAL ASSISTANCE FOR ADULTS

AND CHILDREN-ELIGIBILITY
SUBCHAPTER 5. ELIGIBILITY AND COUNTABLE INCOME

PART 1. DETERMINATION OF QUALIFYING CATEGORICAL RELATIONSHIPS

317:35-5-4. Determining categorical relationship to the
disabled

An individual is related to disability if he/she is
unable to engage in any substantial gainful activity by
reason of any medically determinable physical or mental
impairment which can be expected to result in death, or
which has lasted (or can be expected to last) for a
continuous period of not less than 12 months.

(1) Determination of categorical relationship to the
disabled by SSA. The procedures outlined in (A) through
(G) of this paragraph are applicable when determining
categorical relationship based on a SSA disability
decision:

(A) Already determined eligible for Social Security
disability benefits. If the applicant states he/she
is already receiving Social Security benefits on the
basis of disability, the information is verified by
seeing the applicant's notice of award or the Social
Security benefit check. If the applicant states an
award letter approving Social Security disability
benefits has been received but a check has not been
received, this information is verified by seeing the
award letter. Such award letter or check establishes
categorical relationship. The details of the
verification used are recorded in the case record.
(B) Already determined eligible for SSI on
disability. If the applicant, under age 65, states
he/she is already receiving SSI on the basis of
his/her disability (or that a written notice of SSI
eligibility on disability has been received but has
not yet received a check) this information is
verified by seeing the written notice or check. If
neither are available, the county clears on the
terminal system for the Supplemental Data Exchange
(SDX) record. The SDX record shows, on the terminal,
whether the individual has been approved or denied
for SSI. If the individual has been approved for
such benefits, the county uses this terminal
clearance to establish disability for categorical
relationship. The details of the verification used
are recorded in the case record.
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(C) Pending SSI/SSA application or has never applied
for SSI. If the applicant says he/she has a pending
SSI/SSA application, an SDX record may not appear on
the terminal. Therefore, it is requested that the
applicant bring the notice regarding the action taken
on his/her SSI/SSA application to the county office
as soon as it is received. The other conditions of
eligibility are established while awaiting the
SSI/SSA decision. When the SSI/SSA notice is
presented, the details of the verification are
recorded in the case record and the indicated action
is taken on the Title XIX application. If the
applicant says he/she has never applied for SSI/SSA
but appears potentially eligible from the standpoint
of unearned income and has an alleged disability
which would normally be expected to last for a period
of 12 months, he/she is referred to the SSA office to
make SSI/SSA application immediately following the
filing of the Title XIX application.
(D) Already determined ineligible for SSI. If the
applicant says he/she has been determined ineligible
for SSI, the written notice of ineligibility from SSA
is requested to determine if the denial was based on
failure to meet the disability definition. If the
SSI notice shows ineligibility was due to not meeting
the disability definition, and the applicant says the
medical condition has not worsened since the SSI
denial, the Title XIX application is denied for the
same reason. If written notice is not available, the
SDX record on the terminal system is used. This
record shows whether the individual has been
determined eligible or ineligible for SSI. If he/she
has been determined ineligible, the payment status
code for ineligibility is shown. The definition of
this code is found on OKDHS Appendix Q in order to
determine the reason for SSI ineligibility. If the
reason for SSI ineligibility was based on failure to
meet the disability definition, the Title XIX
application is denied for the same reason and the
details of the verification are recorded in the case
record. If the reason for SSI ineligibility was
based on some reason other than failure to meet the
disability definition (and therefore, a determination
of disability was not made), the Level of Care
Evaluation Unit (LOCEU) must determine categorical
relationship. In any instance in which an applicant
who was denied SSI on "disability" states the medical
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condition has worsened since the SSI denial, he/she
is referred to the SSA office to reapply for SSI
immediately following the filing of the Title XIX
application.
(E) Already determined ineligible for Social Security
disability benefits. If the applicant says he/she
has been determined ineligible for Social Security
disability benefits, he/she is requested to provide
written notice of ineligibility to determine if the
denial was based on failure to meet the disability
definition. If the SSA notice shows ineligibility
was due to not meeting the disability definition, and
the applicant says the medical condition has not
worsened since the denial, the Title XIX application
is denied for the same reason. The details of the
verification used are recorded in the case record.
If the written notice is not available, TPQY
procedure is used to verify the denial and the reason
for ineligibility. If the reason for ineligibility
was based on failure to meet the disability
definition, the Title XIX application is denied for
the same reason and the details of the verification
are recorded in the case record. If the reason for
ineligibility was based on some reason other than
failure to meet the disability definition (and a
determination of disability was, thus, not made), the
LOCEU must determine categorical relationship. In
any instance in which an applicant who was denied
Social Security benefits on disability states the
medical condition has worsened since the denial,
he/she is referred to the SSA office to reapply
immediately following the filing of the Title XIX
application.
(F) Determined retroactively eligible for SSA/SSI due
to appeal. If an individual becomes retroactively
eligible for SSA/SSI due to a decision on an appeal,
categorical relationship is established as of the
effective date of the retroactive disability
decision. Payment will be made for medical services
only if the claim is received within 12 months from
the date of medical services. If the effective date
of the retroactive disability decision does not cover
the period of the medical service because the SSA/SSI
application was made subsequent to the service, a
medical social summary with pertinent medical
information is sent to the LOCEU for a categorical
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relationship decision for the time period of the
medical service.
(G) SSA/SSI appeal with benefits continued. A Title
XIX recipient who has filed an appeal due to SSA's
determination that he/she is no longer disabled may
continue to receive SSA benefits. The recipient has
the option to have Title XIX benefits continued until
the appeal decision has been reached. After the
decision has been reached, the appropriate case
action is taken. If SSA's decision is upheld, an
overpayment referral is submitted for any Title XIX
benefits the recipient received beginning with the
month that SSA/SSI determined the recipient did not
meet disability requirements.
(H) Applicant deceased. Categorical relationship to
the disabled is automatically established if an
individual dies while receiving a medical service or
dies as a result of an illness for which he/she was
hospitalized if death occurs within two months after
hospital release. The details of the verification
used are recorded in the case record.

(2) Determination of categorical relationship to the
disabled by the LOCEU.

(A) A disability decision from the LOCEU to determine
categorical relationship to the disabled is required
only when SSA makes a disability decision effective
after medical services were received or when the SSA
will not make a disability decision. The LOCEU is
advised of the basis for the referral. SSA does not
make disability decisions on individuals who:

(i) have been determined ineligible by SSA on some
condition of eligibility other than disability,
(ii) have unearned income in excess of the SSI
standard and, therefore, are not referred to SSA,
or
(iii) do not have a disability which would
normally be expected to last 12 months but the
applicant disagrees.

(B) A disability decision from the LOCEU is not
required if the disability obviously will not last 12
months and the individual agrees with the short term
duration. The case record is documented to show the
individual agrees with the short term duration.
(C) The local OKDHS office is responsible for
submitting a medical social summary on OKDHS form
ABCDM-80-B ABCDM-80-D 08MA022E with pertinent medical
information substantiating or explaining the
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individual's physical and mental condition. The
medical social summary should include relevant social
information such as the worker's personal
observations, details of the individual's situation
including date of onset of the disability, and the
reason for the medical decision request. The worker
indicates the beginning date for the categorical
relationship to disability. Medical information
submitted might include physical exam results,
psychiatric, lab, and x-ray reports, hospital
admission and discharge summaries, and/or doctors'
notes and statements. Copies of medical and hospital
bill and OKDHS Form MS-MA-5 08MA005E are not normally
considered pertinent medical information by
themselves. Current (less than 90 days old) medical
information is required for the LOCEU to make a
decision on the client's current disability status.
If existing medical information cannot be obtained
without cost to the client, the county administrator
authorizes either payment for existing medical
information or one general physical examination by a
medical or osteopathic physician of the client's
choice. The physician cannot be in an intern,
residency or fellowship program of a medical
facility, or in the full-time employment of Veterans
Administration, Public Health Service or other
Agency. Such examination is authorized by use of
OKDHS form ABCDM-16 08MA016E, Authorization for
Examination and Billing. The OKDHS worker sends the
ABCDM-16 08MA016E and OKDHS form ABCDM-80 08MA080E,
Report of Physician's Examination, to the physician
who will be completing the exam.

(i) Responsibility of Medical Review Team in the
LOCEU. The responsibilities of the Medical Review
Team in the LOCEU include:

(I) The decision as to whether the applicant is
related to Aid to the Disabled.
(II) The effective date (month and year) of
eligibility from the standpoint of disability.
(This date may be retroactive for any medical
service provided on or after the first day of
the third month prior to the month in which the
application was made.)
(III) A request for additional medical and/or
social information when additional information
is necessary for a decision.
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(IV) Authorizing specialists' examinations as
needed.
(V) Setting a date for re-examination, if
needed.

(ii) Specialist's examination. If, on receipt of
the medical information from the county office,
the LOCEU needs additional medical information,
the LOCEU may, at their discretion, make an
appointment for a specialist's examination by a
physician selected by the medical member of the
team and authorize it on Form M-S-32, Request to
Physician for Examination and Authorization for
Billing, routing the original of the form to the
examining physician and a copy to the county
office. As soon as the county receives a copy of
Form M-S-32, the worker immediately notifies the
individual of the appointment and explains that
failure to keep the appointment with the
specialist without good cause will result in
denial of the application (or closure of the case
in instances of determination of continuing
disability). The worker assists the individual in
keeping the appointment, if necessary.

(I) If the specialist requires additional
laboratory work or X-rays, he/she should call
the LOCEU for authorization. The LOCEU is
responsible for making the decision regarding
the request. If additional medical services
are authorized, another Form M-S-32 will be
completed.
(II) If the individual notifies the worker at
least 24 hours prior to the date of the
examination that he/she cannot keep the
appointment, this constitutes good cause. In
such an instance, the worker cancels the
appointment, makes a new appointment, and
submits information regarding the cancellation
and the date of a new appointment to the LOCEU.
(III) When the individual fails to keep the
appointment without advance notice, good cause
must be determined. The worker determines the
reasons and submits a memorandum to the LOCEU
for a decision on good cause.
(IV) If the appointment was missed due to
illness, the illness must be supported by a
written statement from a physician. If missed
for some reason other than illness, the reason
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must be supported by an affidavit signed by
someone other than the individual or his/her
representative and sworn to before a notary
public or other person authorized to administer
oaths. If, in the opinion of the LOCEU, good
cause is established, the LOCEU and the county
follow the same procedures as outlined in
(2)(C)(ii) of this Section for any other
specialist's examination. If, in the opinion
of the LOCEU, good cause is not established,
the LOCEU notifies the local office. The local
office is responsible for denying the
application or closing the case with
notification to individual in accordance with
OHCA and Department policy.

(D) When the LOCEU has made a determination of
categorical relationship to disability and SSA later
renders a different decision, the county uses the
effective date of the SSA approval or denial as their
date of disability approval or denial. No
overpayment will occur based solely on the SSA denial
superseding the LOCEU approval.
(E) Public Law 97-248, the Tax Equity and Fiscal
Responsibility Act (TEFRA) of 1982, provides coverage
to certain disabled children living in the home if
they would qualify for Medicaid as residents of
nursing facilities, ICF/MRs, or inpatient acute care
hospital stays expected to last not less than 60
days. In addition to disability LOCEU determines the
appropriate level of care and cost effectiveness.

(3) Determination of categorical relationship to the
disabled based on TB infection. Categorical
relationship to disability is established for
individuals with a diagnosis of tuberculosis (TB). An
individual is related to disability for TB related
services if he/she has verification of an active TB
infection established by a medical practitioner.
(4) Determination of categorical relationship to the
disabled for TEFRA. Section 134 of TEFRA allows states,
at their option, to make Medicaid benefits available to
children, under 19 years of age, living at home who are
disabled as defined by the Social Security
Administration, even though these children would not
ordinarily be eligible for SSI benefits because of the
deeming of parental income or resources. Under TEFRA, a
child living at home who requires the level of care
provided in an acute care hospital (for a minimum of 60
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days), nursing facility or intermediate care facility
for the mentally retarded, is determined eligible using
only his/her income and resources as though he/she were
institutionalized.

PART 5. COUNTABLE INCOME AND RESOURCES

317:35-5-43. Third party resources; insurance, workers'
compensation and Medicare

Federal Regulations require that all reasonable measures
to ascertain legal liability of third parties to pay for
care and services be taken. In instances where such
liability is found to exist after SoonerCare has been made
available, reimbursement to the extent of such legal
liability must be sought. The applicant or member must
fully disclose to OHCA that another resource may be
available to pay for care. If OKDHS obtains information
regarding other available resources from a third party, the
worker must complete OKDHS Form 08AD050E, and submit to
OHCA, Third Party Liability Unit. Certification or payment
in behalf of an eligible individual may not be withheld
because of the liability of a third party when such
liability or the amount cannot be currently established or
is not currently available to pay the individual's medical
expense. The rules in this Section also apply when an
individual categorically related to pregnancy-related
services plans to put the child up for adoption. Any
agreement with an adoption agency or attorneys shall
include payment of medical care and must be considered as a
possibly liable third party, regardless of whether
agreement is made during prenatal, delivery or postpartum
periods.

(1) Insurance.
(A) Private insurance. An individual requesting
SoonerCare is responsible for identifying and
providing information on any private medical
insurance. He/she is also responsible for reporting
subsequent changes in insurance coverage.
(B) Government benefits. Individuals requesting
SoonerCare who are also eligible for Civilian Health
and Medical Programs for Uniformed Services
(CHAMPUS), must disclose that the coverage is
available. They are considered a third party
liability source.

(2) Workers' Compensation. An applicant for SoonerCare
or a SoonerCare member that requires medical care
because of a work injury or occupational disease must
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notify OHCA/TPL immediately and assist OHCA in
ascertaining the facts related to the injury or disease
(such as date, details of the accident, etc.). The OHCA
periodically matches data with the Worker's Compensation
Court on all cases under its jurisdiction. When any
information regarding an applicant for SoonerCare or a
SoonerCare member is obtained, the member must assist
OHCA with the subrogation claim with the
employer/insurer.
(3) Third party liability (accident or injury). When
medical services are required for an applicant of
SoonerCare or a SoonerCare member as the result of an
accident or injury known to the worker, the member is
responsible for reporting to OHCA/TPL the persons
involved in the accident, date and details of the
accident and possible insurance benefits which might be
made available. If an automobile accident involves more
than one car it is necessary to report liability
insurance on all cars involved.

(A) If OKDHS receives information regarding a
SoonerCare member or applicant seeking medical
services due to an accident, the worker submits any
information available to OHCA/TPL.
(B) If OHCA receives a claim for payment from
SoonerCare funds and the diagnosis indicates the need
for services may have resulted from an accident or
injury involving third party liability, OHCA will
attempt to contact the member to obtain details of
the incident. If additional contact is necessary
with the member, the local OKDHS office or OHCA
representative may be requested by the OHCA/TPL Unit
to submit the appropriate information.

(4) Medicare eligibility. If it appears the applicant
may be eligible for Medicare but does not have a
Medicare card or other verification, the information is
cleared with the Social Security Office and the findings
entered with the date of the verification in the record.
If the applicant did not enroll for Part A or Part B at
the time he/she became eligible for Medicare and is now
subject to pay an escalated premium for Medicare
enrollment, he/she is not required to do so. Payment
can be made for services within the scope of SoonerCare.
(5) Absent parent.

(A) Applicants are required to cooperate with the
Oklahoma Department of Human Services Oklahoma Child
Support Services (OCSS) in the assignment of
child/spousal support rights. The families involved
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are those with a minor child(ren) in the home. The
child(ren) must be related to AFDC, AB or AD and have
a parent(s) absent from the home. Any support
collected on behalf of these families will be paid to
them as if they were receiving non-public assistance
child support services, with one exception. The
exception is regarding child support collected for
foster care child(ren) in OKDHS temporary custody.
This support is paid to OKDHS Children and Family
Services Division (CFSD). The child support income
continues to be counted in determining SoonerCare
eligibility. The rules in OAC 317:10 are used, with
the following exceptions:

(i) In the event the family already has an
existing child support case, the only action
required is a memo to the appropriate OCSS
district office notifying them of the
certification.
(ii) Child/spousal support is always counted as
income less any applicable income disregard. This
income inclusion applies whether it is redirected
to the CFSD or retained by the member.
(iii) Children who are in custody of OKDHS may be
exempt from referral to OCSS. Should the pursuit
of the OCSS services be determined to be
detrimental to the OKDHS CFSD service plan, an
exemption may be approved.

(B) Cash medical support may be ordered to be paid to
the OHCA by the non-custodial parent if there is no
access to health insurance at a reasonable cost or if
the health insurance is determined not accessible to
the child according to OCSS Rules. Reasonable is
deemed to be 5% or less of the non-custodial parent's
gross income. The administration and collection of
cash medical support will be determined by OKDHS OCSS
and will be based on the income guidelines and rules
that are applicable at the time. However, at no time
will the non-custodial parent be required to pay more
than 5% of his/her gross income for cash medical
support unless payment in excess of 5% is ordered by
the Court. The disbursement and hierarchy of
payments will be determined pursuant to OKDHS/OCSS
guidelines.

SUBCHAPTER 22. PREGNANCY RELATED BENEFITS COVERED
UNDER TITLE XXI
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317:35-22-1. Pregnancy related benefits covered under Title
XXI
(a) The revision of the definition of child at 42 CFR
457.10, allows states to cover pregnancy related services
under Title XXI, individuals who would not otherwise
qualify for services under SoonerCare. This coverage is
intended to benefit newborn children who are Oklahoma
residents at birth.
(b) To receive pregnancy related services under Title XXI,
the pregnant woman must:

(1) be otherwise ineligible for any other categorically
SoonerCare eligibility group;
(2) reside in Oklahoma with the intent to remain, at the
time services are rendered;
(3) have household income at or below 185% FPL; and
(4) not be covered by creditable insurance, the term
creditable insurance means coverage under a group health
plan or other health insurance as defined in the Health
Insurance Portability and Accountability Act (HIPAA).

(c) All services are subject to post payment review by the
OHCA or its designated agent.
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 STATE OF OKLAHOMA 
 OKLAHOMA HEALTH CARE AUTHORITY 
 
 
TO:  Tywanda Cox 
   Health Policy 
 
FROM:  Joseph Fairbanks 

Health Policy 
 
SUBJECT: Rule Impact Statement 

APA WF # 11-40 
 

A. Brief description of the purpose of the rule: 
 

 Eligibility policy is revised for clarity and updates.  All changes 
are minor and will not affect programs or budget.  The revisions 
include changing a form number and altering punctuation to ensure 
the meaning and intention of the policy is clear.   

 
B. A description of the classes of persons who most likely will be 

affected by the proposed rule, including classes that will bear the 
cost of the proposed rule, and any information on cost impacts 
received by the agency from any private or public entities: 
 
There is no class of persons who will be affected by this rule.  
Changes are minor and only for purposes of clarity. 

 
 
C. A description of the classes of persons who will benefit from the 

proposed rule: 
 
No classes of persons will benefit from the proposed rule.  The 
proposed rule merely clarifies policy. 

 
D. A description of the probable economic impact of the proposed rule 

upon the affected classes of persons or political subdivisions, 
including a listing of all fee changes and, whenever possible, a 
separate justification for each fee change: 

 
There is no economic impact and there are no fee changes associated 
with the rule change. 

 
E. The probable costs and benefits to the agency and to any other 

agency of the implementation and enforcement of the proposed rule, 
the source of revenue to be used for implementation and enforcement 
of the proposed rule, and any anticipated affect on state revenues, 
including a projected net loss or gain in such revenues if it can be 
projected by the agency: 
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The rule change will not result in any additional costs or revenue 
changes to the agency.  
 

F. A determination of whether implementation of the proposed rule will 
have an economic impact on any political subdivisions or require 
their cooperation in implementing or enforcing the rule: 

 
There is no economic impact on political subdivisions.  

 
G. A determination of whether implementation of the proposed rule will 

have an adverse effect on small business as provided by the Oklahoma 
Small Business Regulatory Flexibility Act: 

 
There is no adverse economic impact on small businesses as a result 
of this rule.  

 
H. An explanation of the measures the agency has taken to minimize 

compliance costs and a determination of whether there are less 
costly or non-regulatory methods or less intrusive methods for 
achieving the purpose of the proposed rule: 
 
The agency has taken measures to determine that there is no less 
costly or non-regulatory method or less intrusive method for 
achieving the purpose of the proposed rule. 

 
I. A determination of the effect of the proposed rule on the public 

health, safety and environment and, if the proposed rule is designed 
to reduce significant risks to the public health, safety and 
environment, an explanation of the nature of the risk and to what 
extent the proposed rule will reduce the risk: 

 
The proposed rule should have no effect on the public health, 
safety, and environment. 

 
J. A determination of any detrimental effect on the public health, 

safety and environment if the proposed rule is not implemented: 
 

OHCA does not believe there is a detrimental effect on the public 
health and safety if the rule is not passed. 

 
K. The date the rule impact statement was prepared and if modified, the 

date modified: 
 

The rule impact statement was prepared December 15, 2011. 
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AGENCY RULE REPORT

1. Date Notice Was Published in Oklahoma Register:
January 18, 2012 through February 16, 2012

2. Agency Name/Address:
Oklahoma Health Care Authority
2401 N.W. 23rd St. Suite 1A
Oklahoma City, Oklahoma 73107

3. Title and Number of Rule(s):
Title 317: Oklahoma Health Care Authority
Chapter 35. Medical Assistance For Adults And Children-
Eligibility
Subchapter 13. Member Rights and Responsibilities
317:35-13-7. [AMENDED]
(Reference APA WF # 11-42)

4. Statutory Authority for Rule:
The Oklahoma Health Care Authority Board; The Oklahoma Health
Care Authority Act, Section 5003 through 5016 of Title 63 of
Oklahoma Statutes

5. Brief Summary of Content of Adopted Rule(s):
Eligibility policy is revised to address sanctioning of
members who abuse SoonerCare benefits. For members who OHCA
has determined to have abused their benefits, sanctions are
put in place such that on the first violation, the member’s
eligibility will be suspended for up to six months; for the
second violation, the member’s eligibility will be suspend
for up to twelve months; and for the third violation, the
member’s eligibility will be suspended indefinitely. All
sanctions, including the length of the penalty period, are
subject to administrative due process.

6. Statement Explaining need for the Adopted Rule:
The Agency finds that a compelling public interest exists
which necessitates promulgation of permanent rules and
requests approval of rule revisions to amend policy to
address sanctioning of members who abuse SoonerCare benefits.
The rule outlines consequences for members who abuse
SoonerCare benefits. All sanctions, including the length of
the penalty period, are subject to administrative due
process.

7. Date/Location of meeting at which rules were adopted:
March 8, 2012
Oklahoma Health Care Authority
2401 N.W. 23rd St. Suite 1A
Oklahoma City, Oklahoma 73107

8. Summary of comments and explanation of changes or lack of any
change made in the adopted rule as a result of testimony
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received at public hearings or any oral or written comments
received prior to the adoption of the rule:
A public hearing was held February 22, 2012. One written
comment was received supporting rule. No comments were
presented at the public hearing.

9. List Persons or organizations who appeared or registered for
or against the adopted rule at any public hearing held by the
agency or those who have commented in writing before or after
the hearing:
James W. Greenawalt III, Oklahoma Society of
Anesthesiologists

10. Rule Impact Statement:
See Attached

11. An incorporation by reference statement if the rule
incorporates a set of rules from a body outside the state,
such as a national code:
Not applicable

12. The members of the governing board of the agency adopting the
rules and the recorded vote of each:
Lyle Roggow Aye
Tony Armstrong Aye
George Miller Aye
Carol Robison Aye
Melvin McVay Jr. Aye
Ed McFall Aye
Ann Bryant Aye

13. Any other information requested by the Governor:
SUPERSEDED EMERGENCY ACTIONS:
Superseded rules:

N/A
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TITLE 317. OKLAHOMA HEALTH CARE AUTHORITY
CHAPTER 35. MEDICAL ASSISTANCE FOR ADULTS

AND CHILDREN-ELIGIBILITY
SUBCHAPTER 13. MEMBER RIGHTS AND RESPONSIBILITIES

317:35-13-7. Program Abuse and Administrative Sanctions
(a) Definitions. The following words and terms, when used in this
Section, shall have the following meaning, unless the context
clearly indicates otherwise.

(1) "Abuse" means recipient member actions that defraud the
Oklahoma Health Care Authority (OHCA), cause unnecessary medical
expenses to the program or over-utilize services provided by the
OHCA. It shall also mean causing unnecessary or excessive
claims to be submitted to the OHCA.
(2) "Conviction" or "Convicted" means a judgment of conviction
has been entered by a Federal, State or local court, regardless
of whether an appeal from that judgment is pending.
(3) "Exclusion" means not being able to be certified for
Medicaid benefits under the State Plan or Waivered services in
Oklahoma.
(4) "Fraud" means an intentional deception or misrepresentation
made by a person with the knowledge that the deception could
result in some unauthorized benefit to himself or some other
person. It includes any act that constitutes fraud under
applicable Federal or State law.
(5) "Knowingly" means that a person, with respect to
information:

(A) has actual knowledge of the information;
(B) acts in deliberate ignorance of the truth or falsity of
the information; or
(C) acts in reckless disregard of the truth or falsity of the
information, and no proof of specific intent to defraud is
required.

(6) "Medical Services Providers" means:
(A) "Practitioner" means a physician or other individual
licensed under State law to practice his or her profession or
a physician who meets all requirements for employment by the
Federal Government as a physician and is employed by the
Federal Government in an IHS facility or affiliated with a
638 Tribal facility.
(B) "Supplier" means an individual or entity, other than a
provider or practitioner, who furnishes health care services
under Medicaid or other medical services programs
administered by the OHCA.
(C) "Provider" means:

(i) a hospital, skilled nursing facility, comprehensive
outpatient rehabilitation facility, home health agency, or
a hospice that has in effect an agreement to participate
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in Medicaid, or any other medical services program
administered by the OHCA, or
(ii) a clinic, a rehabilitation agency, or a public health
agency that has a similar agreement.

(D) "Laboratories" means any laboratory or place equipped for
experimental study in science or for testing or analysis
which has an agreement with the OHCA to receive Medicaid
monies.
(E) "Pharmacy" means any pharmacy or place where medicines
are compounded or dispensed or any pharmacist who has an
agreement with OHCA to receive Medicaid monies for the
dispensing of drugs.
(F) "Any other provider" means any provider who has an
agreement with OHCA to deliver health services, medicines, or
medical services for the receipt of Medicaid monies.

(7) "OIG" means the Office of Inspector General of the
Department of Health and Human Services.
(8) "Recipient" "Member" means a beneficiary, patient or person
served by the OHCA.
(9) "Sanctions" means any administrative decision by OHCA to
suspend or exclude a recipient member from the ability to be
certified for medical assistance. A sanction may include a
decision to use the remedy provided in OAC 317:30-3-14(b) or to
require payment by the recipient member of the service.
(10) "Suspension" means an administrative action to suspend
temporarily the certification of a case for medical assistance.
(11) "Willfully" means proceeding from a conscious motion of the
will; voluntary, intending the result which comes to pass;
intentional.

(b) Basis for sanctions.
(1) The OHCA may sanction a recipient member who has or has had
a certified medical assistance case with OHCA for the following
reasons:

(A) Knowingly or willfully made, or causing to be made, any
false statement or misrepresentation of material fact to get
a case certified or causing services to be rendered to the
recipient member;
(B) Caused or ordered services under Medicaid that are
substantially in excess of the recipient’s member's needs or
that fail to meet professionally recognized standards for
health care;
(C) Submitted or caused to be submitted to the Medicaid
program, bills or requests for payment containing charges or
costs that are substantially in excess of customary charges
or costs; or
(D) Threatened harm to medical providers or state officials.

(2) The agency may base its determination that services are
excessive or unnecessary based upon reports, including sanction
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reports, from any of the following sources:
(A) The PRO for the area served by the provider or the PRO
contracted by OHCA;
(B) State or local law enforcement agencies and licensing or
certification authorities;
(C) Peer review committees of fiscal agents or contractors;
(D) State or local professional societies;
(E) Surveillance and Utilization Review Section Reports done
by OHCA;
(F) Medicaid Fraud Control Unit;
(G) Other sources, including internal investigations, deemed
appropriate by the Medicaid agency or the OIG.

(3) OHCA must suspend from the Medicaid program any recipient
member who has been suspended from participation in Medicare or
Medicaid due to a conviction of a program related crime. This
suspension must be at a minimum, the same period as the Medicare
suspension.

(c) Procedures for imposing sanctions.
(1) Notice of proposed administrative sanction.

(A) If the OHCA proposes to sanction, it will send the
recipient member a written notice stating:

(i) the reasons for the proposed sanction;
(ii) the date upon which the sanction will be effective;
(iii) the result of the sanction should it be imposed; and
(iv) a statement that the recipient member has a right to
an evidentiary hearing prior to the imposition of the
sanction.

(B) A copy of this section of the rules will be attached to
the letter of proposed action.

(2) Notice of sanction.
(A) After an evidentiary hearing is conducted under OAC
317:2-1-2, the Agency will make a final administrative
decision regarding the decision to sanction.
(B) Based upon its final decision, the Agency shall send a
notice to the recipient member that provides:

(i) the reasons for the decision;
(ii) the effective date of the sanction;
(iii) the effect of the sanction on the party's
participation in the Medicaid program;
(iv) the recipient’s member’s right to request a
reconsideration of the Agency's final decision;
(v) the earliest date in which the Agency will accept a
request for reinstatement;
(vi) the requirements and procedures for reinstatement;
and
(vii) instructions on how to ask for reconsideration.

(d) Effect of sanction. OHCA will advise its eligibility agent of
the closure or suspension of the case and when the recipient member
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can be recertified. The sanctions are as follows:
(1) For the first violation in which the agency finds a member
has abused SoonerCare benefits or SoonerCare waiver benefits,
the member's eligibility may be suspended for a period of up to
6 months.
(2) For the second violation in which the agency finds a member
has abused SoonerCare benefits or SoonerCare waiver benefits,
the member's eligibility may be suspended for a period of up to
12 months.
(3) For the third violation in which the agency finds a member
has abused SoonerCare benefits or SoonerCare waiver benefits,
the member's eligibility may be suspended indefinitely.
(4) All members' sanctions, including the length of the penalty
period, are subject to administrative due process as described
in this section.

(e) Criteria for reinstatement.
(1) Upon the request for reinstatement made by the recipient
member, OHCA may consider the following factors to reinstate the
recipient member;

(A) The number and nature of the program violations and other
related offenses.
(B) The nature and extent of any adverse impact the
violations have had on providers or other recipients members;
(C) The amount of any damages;
(D) Any mitigating circumstances;
(E) Other facts bearing on the nature and seriousness of the
program violations and related offenses;
(F) Convictions in a federal, state, or local court of other
offenses related to participation in the Medicare or Medicaid
program which were not considered during the development of
the exclusion; and
(G) Whether the state or local licensing authorities have
taken any adverse action against the party for offenses
related to participation in the Medicare or Medicaid program
which were not considered during the development of the
exclusion.

(2) Regardless of the applicability of one or many of the
factors in paragraph (1) of this subsection, reinstatement shall
not be granted unless it is reasonably certain that the
violation(s) that led to the exclusion will not be repeated.
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 STATE OF OKLAHOMA 
 OKLAHOMA HEALTH CARE AUTHORITY 
 
 
TO:  Tywanda Cox 
   Health Policy 
 
FROM:  Joseph Fairbanks 

Health Policy 
 
SUBJECT: Rule Impact Statement 

APA WF # 11-42 
 

A. Brief description of the purpose of the rule: 
 

 Eligibility policy is revised to address sanctioning of members who 
abuse SoonerCare benefits.  For members who OHCA has determined to 
have abused their benefits, sanctions are put in place such that on 
the first violation, the member’s eligibility will be suspended for 
up to six months; for the second violation, the member’s eligibility 
will be suspend for up to twelve months; and for the third 
violation, the member’s eligibility will be suspended indefinitely. 
 All sanctions, including the length of the penalty period, are 
subject to administrative due process. 

 
B. A description of the classes of persons who most likely will be 

affected by the proposed rule, including classes that will bear the 
cost of the proposed rule, and any information on cost impacts 
received by the agency from any private or public entities: 
 
SoonerCare members who OHCA has determined to have abused their 
benefits will be affected by the proposed rule, as they are subject 
to sanctions. There is no cost associated with the proposed rule. 

 
 
C. A description of the classes of persons who will benefit from the 

proposed rule: 
 
No classes of persons will benefit from the proposed rule.  

 
D. A description of the probable economic impact of the proposed rule 

upon the affected classes of persons or political subdivisions, 
including a listing of all fee changes and, whenever possible, a 
separate justification for each fee change: 

 
There is no economic impact and there are no fee changes associated 
with the rule change for the above classes of persons or any 
political subdivision. 
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E. The probable costs and benefits to the agency and to any other 
agency of the implementation and enforcement of the proposed rule, 
the source of revenue to be used for implementation and enforcement 
of the proposed rule, and any anticipated affect on state revenues, 
including a projected net loss or gain in such revenues if it can be 
projected by the agency: 

 
The rule change will not result in any additional costs or revenue 
changes to the agency.  
 

F. A determination of whether implementation of the proposed rule will 
have an economic impact on any political subdivisions or require 
their cooperation in implementing or enforcing the rule: 

 
There is no economic impact on political subdivisions.  

 
G. A determination of whether implementation of the proposed rule will 

have an adverse effect on small business as provided by the Oklahoma 
Small Business Regulatory Flexibility Act: 

 
There is no adverse economic impact on small businesses as a result 
of this rule.  

 
H. An explanation of the measures the agency has taken to minimize 

compliance costs and a determination of whether there are less 
costly or non-regulatory methods or less intrusive methods for 
achieving the purpose of the proposed rule: 
 
The agency has taken measures to determine that there is no less 
costly or non-regulatory method or less intrusive method for 
achieving the purpose of the proposed rule. 

 
I. A determination of the effect of the proposed rule on the public 

health, safety and environment and, if the proposed rule is designed 
to reduce significant risks to the public health, safety and 
environment, an explanation of the nature of the risk and to what 
extent the proposed rule will reduce the risk: 

 
The proposed rule should have no effect on the public health, 
safety, and environment. 

 
J. A determination of any detrimental effect on the public health, 

safety and environment if the proposed rule is not implemented: 
 

OHCA does not believe there is a detrimental effect on the public 
health and safety if the rule is not passed. 

 
K. The date the rule impact statement was prepared and if modified, the 

date modified: 
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The rule impact statement was prepared December 14, 2011. 
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AGENCY RULE REPORT

1. Date Notice Was Published in Oklahoma Register:
January 18, 2012 through February 16, 2012

2. Agency Name/Address:
Oklahoma Health Care Authority
2401 N.W. 23rd St. Suite 1A
Oklahoma City, Oklahoma 73107

3. Title and Number of Rule(s):
Title 317: Oklahoma Health Care Authority
Chapter 30. Medical Providers-Fee For Service
Subchapter 5. Individual Providers And Specialties
Part 1. Physicians
317:30-5-7. [AMENDED]
(Reference APA WF # 11-43)

4. Statutory Authority for Rule:
The Oklahoma Health Care Authority Board; The Oklahoma Health
Care Authority Act, Section 5003 through 5016 of Title 63 of
Oklahoma Statutes

5. Brief Summary of Content of Adopted Rule(s):
Agency policy on anesthesia is revised to allow reimbursement
for a pain management procedure when performed during an
anesthesia session.

6. Statement Explaining need for the Adopted Rule:
The Agency finds that a compelling public interest exists
which necessitates promulgation of permanent rules and
requests approval of rule revisions to amend policy to allow
reimbursement for a pain management procedure when performed
during an anesthesia session.

7. Date/Location of meeting at which rules were adopted:
March 8, 2012
Oklahoma Health Care Authority
2401 N.W. 23rd St. Suite 1A
Oklahoma City, Oklahoma 73107

8. Summary of comments and explanation of changes or lack of any
change made in the adopted rule as a result of testimony
received at public hearings or any oral or written comments
received prior to the adoption of the rule:
A public hearing was held February 22, 2012. One comment was
presented at the public hearing expressing support for rule.
No written comments were received. No written comments
received.

9. List Persons or organizations who appeared or registered for
or against the adopted rule at any public hearing held by the
agency or those who have commented in writing before or after
the hearing:
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Mohanad Shukry MD, University of Oklahoma Health Sciences
Center

10. Rule Impact Statement:
See Attached

11. An incorporation by reference statement if the rule
incorporates a set of rules from a body outside the state,
such as a national code:
Not applicable

12. The members of the governing board of the agency adopting the
rules and the recorded vote of each:
Lyle Roggow Aye
Tony Armstrong Aye
George Miller Aye
Carol Robison Aye
Melvin McVay Jr. Aye
Ed McFall Aye
Ann Bryant Aye

13. Any other information requested by the Governor:
SUPERSEDED EMERGENCY ACTIONS:
Superseded rules:

N/A
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TITLE 317. OKLAHOMA HEALTH CARE AUTHORITY
CHAPTER 30. MEDICAL PROVIDERS-FEE FOR SERVICE

SUBCHAPTER 5. INDIVIDUAL PROVIDERS AND SPECIALTIES
PART 1. PHYSICIANS

317:30-5-7. Anesthesia
(a) Procedure codes. Anesthesia codes from the Physicians' Current
Procedural Terminology should be used. Payment is made only for
the major procedure during an operative session.
(b) Modifiers. All anesthesia procedure codes must have a
modifier. Without the modifier, the claim will be denied.
(c) Qualifying circumstances. Certain codes in the Medicine
section of the CPT are used to identify extraordinary anesthesia
services. The appropriate modifiers should be added to these
codes. Additional payment can be made for extremes of age, total
body hypothermia, and controlled hypertension.
(d) Hypothermia. Hypothermia total body or regional is not covered
unless medical necessity is documented and approved through review
by the Authority's Medical Consultants.
(e) Anesthesia with Blood Gas Analysis. Blood gas analysis is part
of anesthesia service. Payment for anesthesia includes payment for
blood gas analysis.
(f) Steroid injections. Steroid injections administered by an
anesthesiologist are covered as nerve block. The appropriate CPT
procedure code is used to bill services.
(g) Local anesthesia. If local anesthesia is administered by
attending surgeon, payment is included in the global surgery fee,
except for spinal or epidural anesthesia in conjunction with
childbirth.
(h) Stand by anesthesia. This is not covered unless the physician
is actually in the operating room administering medication, etc.
If this is indicated, claim will be processed as if anesthesia was
given. Use appropriate anesthesia code.
(i) Other qualifying circumstances. All other qualifying
circumstances, i.e., physical status, emergency, etc. have been
structured into the total allowable for the procedure.
(j) Central venous catheter and anesthesia. Payment for placement
of central venous catheter, injection of anesthesia substance or
similar procedures will be made only when the procedure is
distinctly separate from the anesthesia procedure.
(k) Pain management. Pain management procedures performed during
the anesthesia session will be covered when medically necessary to
adequately control anticipated post-operative pain.
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 STATE OF OKLAHOMA 
 OKLAHOMA HEALTH CARE AUTHORITY 
 
 
TO:  Tywanda Cox 
   Health Policy 
 
FROM:  Joseph Fairbanks 

Health Policy 
 
SUBJECT: Rule Impact Statement 

APA WF # 11-43 
 

A. Brief description of the purpose of the rule: 
 

 Agency policy on anesthesia is revised to allow reimbursement for a 
pain management procedure when performed during an anesthesia 
session.    

 
B. A description of the classes of persons who most likely will be 

affected by the proposed rule, including classes that will bear the 
cost of the proposed rule, and any information on cost impacts 
received by the agency from any private or public entities: 
 
There is no class of persons who will be affected by or bear the 
cost of the proposed rule. 

 
C. A description of the classes of persons who will benefit from the 

proposed rule: 
 
No classes of person will benefit from this proposed rule.  This 
rule, however, will allow physicians to perform a pain management 
procedure during anesthesia, which will be beneficial primarily to 
children who require such a procedure. 

 
D. A description of the probable economic impact of the proposed rule 

upon the affected classes of persons or political subdivisions, 
including a listing of all fee changes and, whenever possible, a 
separate justification for each fee change: 

 
There is no economic impact and there are no fee changes associated 
with the rule change for the above classes of persons or any 
political subdivision. 

 
E. The probable costs and benefits to the agency and to any other 

agency of the implementation and enforcement of the proposed rule, 
the source of revenue to be used for implementation and enforcement 
of the proposed rule, and any anticipated affect on state revenues, 
including a projected net loss or gain in such revenues if it can be 
projected by the agency: 
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The rule change is budget neutral. 
 

F. A determination of whether implementation of the proposed rule will 
have an economic impact on any political subdivisions or require 
their cooperation in implementing or enforcing the rule: 

 
There is no economic impact on political subdivisions.  

 
G. A determination of whether implementation of the proposed rule will 

have an adverse effect on small business as provided by the Oklahoma 
Small Business Regulatory Flexibility Act: 

 
There is no adverse economic impact on small businesses as a result 
of this rule.  

 
H. An explanation of the measures the agency has taken to minimize 

compliance costs and a determination of whether there are less 
costly or non-regulatory methods or less intrusive methods for 
achieving the purpose of the proposed rule: 
 
The agency has taken measures to determine that there is no less 
costly or non-regulatory method or less intrusive method for 
achieving the purpose of the proposed rule. 

 
I. A determination of the effect of the proposed rule on the public 

health, safety and environment and, if the proposed rule is designed 
to reduce significant risks to the public health, safety and 
environment, an explanation of the nature of the risk and to what 
extent the proposed rule will reduce the risk: 

 
The proposed rule should have no effect on the public health, 
safety, and environment. 

 
J. A determination of any detrimental effect on the public health, 

safety and environment if the proposed rule is not implemented: 
 

OHCA does not believe there is a detrimental effect on the public 
health and safety if the rule is not passed. 

 
K. The date the rule impact statement was prepared and if modified, the 

date modified: 
 

The rule impact statement was prepared December 21, 2011. 
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TITLE 317. OKLAHOMA HEALTH CARE AUTHORITY 

CHAPTER 35. MEDICAL ASSISTANCE FOR ADULTS 

AND CHILDREN-ELIGIBILITY 

 

RULEMAKING ACTION: 

EMERGENCY adoption 

RULES: 

Subchapter 5. Eligibility and Countable Income 

Part 5. Countable Income and Resources 

OAC 317:35-5-41.6. [AMENDED] 

(Reference APA WF # 12-06) 

AUTHORITY: 

 The Oklahoma Health Care Authority Board; The Oklahoma Health 

Care Authority Act, Section 5003 through 5016 of Title 63 of 

Oklahoma Statutes; Section 1917 of the Social Security Act 

DATES: 

Adoption: 

 November 1, 2012 

Effective: 

Immediately upon Governor's approval 

Expiration: 

 Effective through July 14, 2013, unless superseded by another 

rule or disapproved by the Legislature 

SUPERSEDED EMERGENCY ACTIONS: 

N/A 

INCORPORATIONS BY REFERENCE: 

N/A 

FINDING OF EMERGENCY: 

 The Agency finds that a compelling public interest exists which 

necessitates promulgation of emergency rules and requests emergency 

approval of rule revisions to the Agency's eligibility guidelines.  

 In order to protect the public health, safety and welfare, the 

Agency finds it necessary to amend certain eligibility guidelines 

for long term care services. Changes in the cost of nursing home 

care require the Agency to amend eligibility policy in order to 

maintain access to care for individuals in need of long term care 

services. 

 The income cap for the Medicaid Income Pension Trust (a.k.a. 

Miller Trust) in current rules is $3,000 per month. As of September 

1, 2012, the average cost of nursing home care increases to $4,235 

per month (as published in OKDHS Appendix C-1 Schedule VIII.B). 

Increasing the cap to the cost of care will help to eliminate the 

gap in coverage for people who have more than $3,000 in income per 

month but not enough to afford the full out-of-pocket cost of long 

term care services. If the rule is not implemented, the health, 

safety and welfare of Oklahoma residents with income between $3,001 

and $4,235 who are in need of long term care services will be in 

505



2 

 

jeopardy because they will not have access to medically necessary 

care. 

ANALYSIS: 

SoonerCare financial eligibility rules for Long Term Care 

services are amended to increase the income cap for the Medicaid 

Income Pension Trust (or Miller Trust) to the average monthly cost 

of nursing home care. This change affects financial eligibility 

rules for all long term care programs, including the 1915(c) waiver 

programs for Home and Community Based Services. 

 

CONTACT PERSON: 

   Tywanda Cox at (405)522-7153 

 

PURSUANT TO THE ACTIONS DESCRIBED HEREIN, THE FOLLOWING EMERGENCY 

RULES ARE CONSIDERED PROMULGATED AND EFFECTIVE UPON APPROVAL BY THE 

GOVERNOR AS SET FORTH IN 75 O.S., SECTION 253(D): 

 

TITLE 317. OKLAHOMA HEALTH CARE AUTHORITY 

CHAPTER 35. MEDICAL ASSISTANCE FOR ADULTS AND CHILDREN-

ELIGIBILITY 

SUBCHAPTER 5. ELIGIBILITY AND COUNTABLE INCOME 

PART 5. COUNTABLE INCOME AND RESOURCES 

 

317:35-5-41.6. Trust accounts 

Monies held in trust for an individual applying for or receiving 

SoonerCare must have the availability of the funds determined.  

Funds held in trust are considered available when they are under 

the direct control of the individual or his/her spouse, and 

disbursement is at their sole discretion.  Funds may also be held 

in trust and under the control of someone other than the individual 

or his/her spouse, such as the courts, agencies, other individuals, 

etc., or the Bureau of Indian Affairs (BIA). 

(1) Availability determinations.  The worker should be able to 

determine the availability of a trust using the definitions and 

explanations listed in (2) of this subsection. However, in some 

cases, the worker may wish to submit a trust to the OKDHS State 

Office for determination of availability.  In these instances, 

all pertinent data is submitted to Family Support Services 

Division, Attention:  Health Related and Medical Services 

Section, for a decision. 

(2) Definition of terms.  The following words and terms, when 

used in this paragraph, have the following meaning, unless the 

context clearly indicates otherwise: 

(A) Beneficiary.  Beneficiary means the person(s) who is to 

receive distributions of either income or principal, or on 

behalf of whom the trustee is to make payments. 

(B) Corpus/principal.  Corpus/principal means the body of the 
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trust or the original asset used to establish the trust, such 

as a sum of money or real property. 

(C) Discretionary powers.  Discretionary powers means the 

grantor gives the trustee the power to  make an independent 

determination whether to distribute income and/or principal 

to the beneficiary(ies) or to retain the income and add it to 

the principal of the trust. 

(D) Distributions.  Distributions means payments or 

allocations made from the trust from the principal or from 

the income produced by the principal (e.g., interest on a 

bank account). 

(E) Grantor (trustor/settlor).  Grantor (trustor/settlor) 

means the individual who establishes the trust by 

transferring certain assets. 

(F) Irrevocable trust.  Irrevocable trust means a trust in 

which the grantor has expressly not retained the right to 

terminate or revoke the trust and reclaim the trust principal 

and income. 

(G) Pour over or open trust.  Pour over or open trust means a 

trust which may be expanded from time to time by the addition 

to the trust principal (e.g., a trust established to receive 

the monthly payment of an annuity, a workers' compensation 

settlement, a disability benefit or other periodic 

receivable).  The principal may accumulate or grow depending 

upon whether the trustee distributes the receivable or 

permits it to accumulate.  Generally, the terms of the trust 

will determine the availability of the income in the month of 

receipt and the availability of the principal in subsequent 

months. 

(H) Primary beneficiary.  Primary beneficiary means the first 

person or class of persons to receive the benefits of the 

trust. 

(I) Revocable trust.  Revocable trust means a trust in which 

the grantor has retained the right to terminate or revoke the 

trust and reclaim the trust principal and income.  Unless a 

trust is specifically made irrevocable, it is revocable.  

Even an irrevocable trust is revocable upon the written 

consent of all living persons with an interest in the trust. 

(J) Secondary beneficiary.  Secondary beneficiary means the 

person or class of persons who will receive the benefits of 

the trust after the primary beneficiary has died or is 

otherwise no longer entitled to benefits. 

(K) Testamentary trust.  Testamentary trust means a trust 

created by a will and effective upon the death of the 

individual making the will. 

(L) Trustee.  Trustee means an individual, individuals, a 

corporation, court, bank or combination thereof with 
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responsibility for carrying out the terms of the trust. 

(3) Documents needed.  To determine the availability of a trust 

for an individual applying for or receiving SoonerCare, copies 

of the following documents are obtained: 

(A) Trust document; 

(B) When applicable, all relevant court documents including 

the Order establishing the trust, Settlement Agreement, 

Journal Entry, etc.; and 

(C) Documentation reflecting prior disbursements (date, 

amount, purpose). 

(4) Trust accounts established on or before August 10, 1993.  

The rules found in (A) - (C) of this paragraph apply to trust 

accounts established on or before August 10, 1993. 

(A) Support trust.  The purpose of a support trust is the 

provision of support or care of a beneficiary.  A support 

trust will generally contain language such as "to provide for 

the care, support and maintenance of ...", "to provide as 

necessary for the support of ...", or "as my trustee may deem 

necessary for the support, maintenance, medical expenses, 

care, comfort and general welfare."  Except as provided in 

(i)-(iii) of this subparagraph, the amount from a support 

trust deemed available to the beneficiary is the maximum 

amount of payments that may be permitted under the terms of 

the trust to be distributed to the beneficiary, assuming the 

full exercise of discretion by the trustee(s) for 

distribution of the maximum amount to the beneficiary.  The 

beneficiary of a support trust, under which the distribution 

of payments to the beneficiary is determined by one or more 

trustees who are permitted to exercise discretion with 

respect to distributions, may show that the amounts deemed 

available are not actually available by: 

(i) Commencing proceedings against the trustee(s) in a 

court of competent jurisdiction; 

(ii) Diligently and in good faith asserting in the 

proceedings that the trustee(s) is required to provide 

support out of the trust; and 

(iii) Showing that the court has made a determination, not 

reasonably subject to appeal, that the trustee must pay 

some amount less than the amount deemed available.  If the 

beneficiary makes the showing, the amount deemed available 

from the trust is the amount determined by the court.  Any 

action by a beneficiary or the beneficiary's 

representative, or by the trustee or the trustee's 

representative, in attempting a showing to make the Agency 

or the State of Oklahoma a party to the proceeding, or to 

show to the court that SoonerCare benefits may be 

available if the court limits the amounts deemed available 
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under the trust, precludes the showing of good faith 

required. 

(B) Medicaid Qualifying Trust (MQT).  A Medicaid Qualifying 

Trust is a trust, or similar legal device, established (other 

than by will) by an individual or an individual's spouse, 

under which the individual may be the beneficiary of all or 

part of the distributions from the trust and such 

distributions are determined by one or more trustees who are 

permitted to exercise any discretion with respect to 

distributions to the individual.  A trust established by an 

individual or an individual's spouse includes trusts created 

or approved by a representative of the individual (parent, 

guardian or person holding power of attorney) or the court 

where the property placed in trust is intended to satisfy or 

settle a claim made by or on behalf of the individual or the 

individual's spouse.  This includes trust accounts or similar 

devices established for a minor child pursuant to 12 O.S. 83. 

In addition, a trust established jointly by at least one of 

the individuals who can establish an MQT and another party or 

parties (who do not qualify as one of these individuals) is 

an MQT as long as it meets the other MQT criteria.  The 

amount from an irrevocable MQT deemed available to the 

individual is the maximum amount of payments that may be 

permitted under the terms of the trust to be distributed to 

the individual assuming the full exercise of discretion by 

the trustee(s).  The provisions regarding MQT apply even 

though an MQT is irrevocable or is established for purposes 

other than enabling an individual to qualify for SoonerCare, 

and, whether or not discretion is actually exercised. 

(i)  Similar legal device.  MQT rules listed in this 

subsection also apply to "similar legal devices" or 

arrangements having all the characteristics of an MQT 

except that there is no actual trust document.  An example 

is the member petitioning the court to irrevocably assign 

all or part of his/her income to another party (usually 

the spouse).  The determination whether a given document 

or arrangement constitutes a "similar legal device" should 

be made by the OKDHS Office of General Counsel, Legal 

Unit. 

(ii) MQT resource treatment.  For revocable MQTs, the 

entire principal is an available resource to the member.  

Resources comprising the principal are subject to the 

individual resource exclusions (e.g., the home property 

exclusion) since the member can access those resource 

items without the intervention of the trustee.  For 

irrevocable MQTs, the countable amount of the principal is 

the maximum amount the trustee can disburse to (or for the 

benefit of) the member, using his/her full discretionary 
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powers under the terms of the trust.  If the trustee has 

unrestricted access to the principal and has discretionary 

power to disburse the entire principal to the member (or 

to use it for the member's benefit), the entire principal 

is an available resource to the member.  Resources 

transferred to such a trust lose individual resource 

consideration (e.g., home property transferred to such a 

trust is no longer home property and the home property 

exclusions do not apply).  The value of the property is 

included in the value of the principal.  If the MQT 

permits a specified amount of trust income to be 

distributed periodically to the member (or to be used for 

his/her benefit), but those distributions are not made, 

the member's countable resources increase cumulatively by 

the undistributed amount. 

(iii) Income treatment.  Amounts of MQT income distributed 

to the member are countable income when distributed.  

Amounts of income distributed to third parties for the 

member's benefit are countable income when distributed. 

(iv) Transfer of resources.  If the MQT is irrevocable, a 

transfer of resources has occurred to the extent that the 

trustee's access to the principal (for purposes of 

distributing it to the member or using it for the member's 

benefit) is restricted (e.g., if the trust stipulates that 

the trustee cannot access the principal but must 

distribute the income produced by that principal to the 

member, the principal is not an available resource and 

has, therefore, been transferred). 

(C) Special needs trusts.  Some trusts may provide that trust 

benefits are intended only for a beneficiary's "special 

needs" and require the trustee to take into consideration the 

availability of public benefits and resources, including 

SoonerCare benefits.  Some trusts may provide that the trust 

is not to be used to supplant or replace public benefits, 

including SoonerCare benefits.  If a trust contains such 

terms and is not an MQT, the trust is not an available 

resource. 

(5) Trust accounts established after August 10, 1993.  The rules 

found in (A) - (C) of this paragraph apply to trust accounts 

established after August 10, 1993. 

(A) For purposes of this subparagraph, the term "trust" 

includes any legal document or device that is similar to a 

trust. An individual is considered to have established a 

trust if assets of the individual were used to form all or 

part of the principal of the trust and if the trust was 

established other than by will and by any of the following 

individuals: 

(i) the individual; 
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(ii) the individual's spouse; 

(iii) a person, including a court or administrative body, 

with legal authority to act in place of or on behalf of 

the individual or the individual's spouse; or 

(iv) a person, including a court or administrative body, 

acting at the direction or upon the request of the 

individual or the individual's spouse. 

(B) Where trust principal includes assets of an individual 

described in this subparagraph and assets of any other 

person(s), the provisions of this subparagraph apply to the 

portion of the trust attributable to the assets of the 

individual.  This subparagraph applies without regard to the 

purposes for which the trust is established, whether the 

trustees have or exercise any discretion under the trust, and 

restrictions on when or whether distributions may be made 

from the trust, or any restrictions on the use of the 

distribution from the trust. 

(C) There are two types of trusts, revocable trusts and 

irrevocable trusts. 

(i) In the case of a revocable trust, the principal is 

considered an available resource to the individual.  Home 

property in a revocable trust under the direct control of 

the individual, spouse or legal representative retains the 

exemption as outlined in OAC 317:35-5-41.8(a)(2).  

Payments from the trust to or for the benefit of the 

individual are considered income of the individual.  Other 

payments from the trust are considered assets disposed of 

by the individual for purposes of the transfer of assets 

rule and are subject to the 60 months look back period. 

(ii) In the case of an irrevocable trust, if there are any 

circumstances under which payments from the trust could be 

made to or for the benefit of the individual, the portion 

of the principal of the trust, or the income on the 

principal, from which payment to the individual could be 

made is considered available resources.  Payments from the 

principal or income of the trust is considered income of 

the individual.  Payments for any other purpose are 

considered a transfer of assets by the individual and are 

subject to the 60 months look back period.  Any portion of 

the trust from which, or any income on the principal from 

which no payment could under any circumstances be made to 

the individual is considered as of the date of 

establishment of the trust (or if later, the date on which 

payment to the individual was foreclosed) to be assets 

disposed by the individual for purposes of the asset 

transfer rules and are subject to the 60 months look back 

period. 
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(6) Exempt trusts.  Paragraph (5) of this subsection does not 

apply to the following trusts: 

(A) A trust containing the assets of a disabled individual 

under the age of 65 which was established for the benefit of 

such individual by the parent, grandparent, legal guardian of 

the individual or a court if the State receives all amounts 

remaining in the trust on the death of the individual up to 

an amount equal to the total medical assistance paid on 

behalf of the individual.  This type of trust requires: 

(i) The trust may only contain the assets of the disabled 

individual. 

(ii) The trust must be irrevocable and cannot be amended 

or dissolved without the written agreement of the Oklahoma 

Department of Human Services or the Oklahoma Health Care 

Authority. 

(iii) Trust records must be open at all reasonable times 

to inspection by an authorized representative of the OHCA 

or OKDHS. 

(iv) The exception for the trust continues after the 

disabled individual reaches age 65.  However, any addition 

or augmentation after age 65 involves assets that were not 

the assets of an individual under age 65; therefore, those 

assets are not subject to the exemption. 

(v) Establishment of this type of trust does not 

constitute a transfer of assets for less than fair market 

value if the transfer is made into a trust established 

solely for the benefit of a disabled individual under the 

age of 65. 

(vi) Payments from the trust are counted according to SSI 

rules.  According to these rules, countable income is 

anything the individual receives in cash or in kind that 

can be used to meet the individual's needs for food, 

clothing and shelter.  Accordingly, any payments made 

directly to the individual are counted as income to the 

individual because the payments could be used for food, 

clothing, or shelter for the individual.  This rule 

applies whether or not the payments are actually used for 

these purposes, as long as there is no legal impediment 

which would prevent the individual from using the payments 

in this way.  In addition, any payments made by the 

trustee to a third party to purchase food, clothing, or 

shelter for the individual can also count as income to the 

individual.  For example, if the trustee makes a mortgage 

payment for the individual, that payment is a shelter 

expense and counts as income. 

(vii) A corporate trustee may charge a reasonable fee for 

services in accordance with its published fee schedule. 
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(viii) The OKDHS Form 08MA018E, Supplemental Needs Trust, 

is an example of the trust.  Workers may give the sample 

form to the member or his/her representative to use or for 

their attorney's use. 

(ix) To terminate or dissolve a Supplemental Needs Trust, 

the worker sends a copy of the trust instrument and a 

memorandum to OKDHS Family Support Services Division, 

Attention: Health Related and Medical Services (HR&MS) 

explaining the reason for the requested termination or 

dissolution of the Supplemental Needs Trust, and giving 

the name and address of the trustee.  The name and address 

of the financial institution and current balance are also 

required.  Health Related and Medical Services notifies 

OHCA/TPL to initiate the recovery process. 

(B) A trust (known as the Medicaid Income Pension Trust) 

established for the benefit of an individual if: 

(i) The individual is in need of long-term care and has 

countable income above the categorically needy standard 

for long-term care (OKDHS Appendix C-1 Schedule VIII.B) 

but less than $3000the average cost of nursing home care 

per month (OKDHS Appendix C-1 Schedule VIII.B). 

(ii) The Trust is composed only of pension, social 

security, or other income of the individual along with 

accumulated income in the trust.  Resources can notcannot 

be included in the trust. 

(iii) All income is paid into the trust and the applicant 

is not eligible until the trust is established and the 

monthly income has been paid into the trust. 

(iv) The trust must retain an amount equal to the member's 

gross monthly income less the current categorically needy 

standard of OKDHS Appendix C-1.  The Trustee distributes 

the remainder. 

(v) The income disbursed from the trust is considered as 

the monthly income to determine the cost of their care, 

and can be used in the computations for spousal diversion. 

(vi) The trust must be irrevocable and cannot be amended 

or dissolved without the written agreement of the OHCA.  

Trust records must be open at all reasonable times to 

inspection by an authorized representative of the OHCA or 

OKDHS. 

(vii) The State will receive all amounts remaining in the 

trust up to an amount equal to the total SoonerCare 

benefits paid on behalf of the individual subsequent to 

the date of establishment of the trust. 

(viii) Accumulated funds in the trust may only be used for 

medically necessary items not covered by SoonerCare, or 

other health programs or health insurance and a reasonable 

cost of administrating the trust.  Reimbursements cannot 
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be made for any medical items to be furnished by the 

nursing facility.  Use of the accumulated funds in the 

trust for any other reason will be considered as a 

transfer of assets and would be subject to a penalty 

period. 

(ix) The trustee may claim a fee of up to 3% of the funds 

added to the trust that month as compensation. 

(x) An example trust is included on OKDHS Form 08MA011E.  

Workers may give this to the member or his/her 

representative to use or for their attorney's use as a 

guide for the Medicaid Income Pension Trust. 

(xi) To terminate or dissolve a Medicaid Income Pension 

Trust, the worker sends a memorandum with a copy of the 

trust to OKDHS Family Support Services Division, 

Attention:  HR&MS, explaining the reason and effective 

date for the requested termination or dissolution of the 

Medicaid Income Pension Trust, and giving the name and 

address of the trustee.  The name and address of the 

financial institution, account number, and current balance 

are also required.  Health Related and Medical Services 

notifies OHCA/TPL to initiate the recovery process. 

(C) A trust containing the assets of a disabled individual 

when all of the following are met: 

(i) The trust is established and managed by a non-profit 

association; 

(ii) The trust must be made irrevocable; 

(iii) The trust must be approved by the Oklahoma 

Department of Human Services and may not be amended 

without the permission of the Oklahoma Department of Human 

Services; 

(iv) The disabled person has no ability to control the 

spending in the trust; 

(v) A separate account is maintained for each beneficiary 

of the trust but for the purposes of investment and 

management of funds, the trust pools these accounts; 

(vi) The separate account on behalf of the disabled person 

may not be liquidated without payment to OHCA for the 

medical expenses incurred by the members; 

(vii) Accounts in the trust are established by the parent, 

grandparent, legal guardian of the individual, the 

individual, or by a court; 

(viii) To the extent that amounts remaining in the 

beneficiary's account on the death of the beneficiary are 

not retained by the trust, the trust pays to the State 

from such remaining amounts an amount equal to the total 

medical assistance paid on behalf of the individual.  A 

maximum of 30% of the amount remaining in the 

beneficiary's account at the time of the beneficiary's 
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death may be retained by the trust. 

(7) Funds held in trust by Bureau of Indian Affairs (BIA). 

Interests of individual Indians in trust or restricted lands are 

not considered in determining eligibility for assistance under 

the Social Security Act or any other federal or federally 

assisted program. 

(8) Disbursement of trust.  At any point that disbursement occurs, 

the amount disbursed is counted as a non-recurring lump sum payment 

in the month received.  Some trusts generate income on a regular 

basis and the income is sent to the beneficiary.  In those 

instances, the income is treated as unearned income in the month 

received. 
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RULE IMPACT STATEMENT 

TO:  Tywanda Cox 

   Health Policy 

 

FROM:  Cara Norris-Ramirez 

Health Policy 

 

SUBJECT: Rule Impact Statement 

APA WF # 12-06 

 

A. Brief description of the purpose of the rule: 

 

The income cap for the Medicaid Income Pension Trust in 

current rules is $3,000 per month. As of September 1, 

2012, the average cost of nursing home care increased to 

$4,235 per month (as published in OKDHS Appendix C-1 

Schedule VIII.B). Increasing the cap to the cost of care 

will help to eliminate the gap in coverage for people who 

have more than $3,000 in income per month but not enough 

to afford the full out-of-pocket cost of long term care 

services. The difference between a member's income (up to 

the income cap for the trust) and the eligibility income 

limit (currently $2,094) is placed into the Medicaid 

Income Pension trust.  

 

B. A description of the classes of persons who most likely 

will be affected by the proposed rule, including classes 

that will bear the cost of the proposed rule, and any 

information on cost impacts received by the agency from 

any private or public entities: 

 

SoonerCare members, applicants and long term care 

service providers will be affected by the rule, but 

there will be no added cost to any of these parties.  
 

C. A description of the classes of persons who will benefit 

from the proposed rule: 

 

SoonerCare members, applicants and long term care 

service providers will benefit from the rule as it 

affords Oklahomans greater access to long term care. 

 

D. A description of the probable economic impact of the 

proposed rule upon the affected classes of persons or 

political subdivisions, including a listing of all fee 

changes and, whenever possible, a separate justification 

for each fee change: 
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There is no economic impact and there are no fee changes 

associated with the rule change for the above classes of 

persons or any political subdivision. 

 

E. The probable costs and benefits to the agency and to any 

other agency of the implementation and enforcement of 

the proposed rule, the source of revenue to be used for 

implementation and enforcement of the proposed rule, and 

any anticipated effect on state revenues, including a 

projected net loss or gain in such revenues if it can be 

projected by the agency: 
 

The rule change is estimated to cost the Agency $2.15 

million in state fiscal year 2013 and $4.3 million in 

state fiscal year 2014. The cost is the state share of 

the cost of long term care services for the additional 

members who will become eligible as a result of the 

rule. The source of the revenue is appropriations to 

OHCA. The Agency estimates that $3.85 million in federal 

matching funds will be received in state fiscal year 

2013 and $7.7 million in federal matching funds will be 

received in state fiscal year 2014 as a result of the 

rule. The additional payments to long term care 

providers as a result of more people gaining access to 

care should result in increased tax revenues to the 

state, as should the income tax generated through the 

additional jobs created out of the need for additional 

staff to care for more members.  

 

F. A determination of whether implementation of the 

proposed rule will have an economic impact on any 

political subdivisions or require their cooperation in 

implementing or enforcing the rule: 

 

There is no economic impact on political subdivisions, 

and cooperation by political subdivisions in 

implementing or enforcing the rule is not required.  

 

G. A determination of whether implementation of the 

proposed rule will have an adverse effect on small 

business as provided by the Oklahoma Small Business 

Regulatory Flexibility Act: 

 

There is no adverse economic impact on small businesses 

as a result of this rule.  
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H. An explanation of the measures the agency has taken to 

minimize compliance costs and a determination of whether 

there are less costly or non-regulatory methods or less 

intrusive methods for achieving the purpose of the 

proposed rule: 

 

The agency has taken measures to determine that there is 

no less costly, non-regulatory method or less intrusive 

method for achieving the purpose of the proposed rule. 

 

I. A determination of the effect of the proposed rule on 

the public health, safety and environment and, if the 

proposed rule is designed to reduce significant risks to 

the public health, safety and environment, an 

explanation of the nature of the risk and to what extent 

the proposed rule will reduce the risk: 

 

The proposed rule should have a positive effect on 

public health and safety, and should have no effect on 

the environment. The risk to the public which is reduced 

by the rule is that people in need of long term care 

services will not have access to medically necessary 

care. 

 

J. A determination of any detrimental effect on the public 

health, safety and environment if the proposed rule is 

not implemented: 

 

If the rule is not implemented, the health and safety of 

Oklahoma residents with income between $3,001 and $4,235 

who are in need of long term care services will be in 

jeopardy.  

 

K. The date the rule impact statement was prepared and if 

modified, the date modified: 

 

The rule impact statement was prepared September 10, 2012. 
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TITLE 317. OKLAHOMA HEALTH CARE AUTHORITY 
CHAPTER 30. MEDICAL PROVIDERS-FEE FOR SERVICE 

 
RULEMAKING ACTION: 

EMERGENCY adoption 
RULES: 

Subchapter 5. Individual Providers and Specialties 
Part 27. Independent Licensed Physical Therapists 
317:30-5-291. [AMENDED] 
Part 28. Occupational Therapy Services 
317:30-5-296. [AMENDED] 
Part 77. Speech and Hearing Services 
317:30-5-676. [AMENDED] 
(Reference APA WF # 12-07) 

AUTHORITY: 
 The Oklahoma Health Care Authority Board; The Oklahoma Health 
Care Authority Act, Section 5003 through 5016 of Title 63 of 
Oklahoma Statutes; 42 CFR 440.110 
DATES: 
Adoption: 

December 13, 2012 
Effective: 

Immediately upon Governor's approval 
Expiration: 
 Effective through July 14, 2013, unless superseded by another 
rule or disapproved by the Legislature 
SUPERSEDED EMERGENCY ACTIONS: 

N/A 
INCORPORATIONS BY REFERENCE: 

N/A 
FINDING OF EMERGENCY: 
 The Agency finds that a compelling public interest exists and 
finds that an imminent peril exists to the preservation of the 
public health, safety, or welfare which necessitates promulgation 
of emergency rules and requests emergency approval of rule 
revisions to the agency's individual providers and specialties 
guidelines.  Federal law requires a prescription or referral be in 
place prior to rendering therapy services in accordance with 42 CFR 
440.110.  These emergency rule revisions will ensure OHCA policy is 
in compliance with Federal law and ensure services are rendered to 
only those who are in need of the services. 
ANALYSIS: 
 Agency policy on therapy services is revised to comply with 
federal law, which requires a prescription or referral from a 
physician or practitioner of the healing arts before therapy 
services are rendered.  Policy is also revised to require a prior 
authorization for speech therapy services. 
CONTACT PERSON: 
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   Tywanda Cox at (405)522-7153 
 
PURSUANT TO THE ACTIONS DESCRIBED HEREIN, THE FOLLOWING EMERGENCY 
RULES ARE CONSIDERED PROMULGATED AND EFFECTIVE UPON APPROVAL BY THE 
GOVERNOR AS SET FORTH IN 75 O.S., SECTION 253(D): 

 
SUBCHAPTER 5. INDIVIDUAL PROVIDERS AND SPECIALTIES 
PART 27. INDEPENDENT LICENSED PHYSICAL THERAPISTS 

 
317:30-5-291. Coverage by category 

Payment is made to registered physical therapists as set forth 
in this Section. 

(1) Children.  Initial therapy evaluations do not require prior 
authorization.  All therapy services following the initial 
evaluation must be prior authorized for continuation of service. 
Prior to the initial evaluation, the therapist must have on file 
a signed and dated prescription or referral for the therapy 
services from the member's physician or other licensed 
practitioner of the healing arts. The prescribing or referring 
provider must be able to provide, if requested, clinical 
documentation from the member's medical record that supports the 
medical necessity for the evaluation and referral.  
(2) Adults.  There is no coverage for adults for services 
rendered by individually contracted providers. Coverage for 
adults is permitted in an outpatient hospital setting as 
described in 30-5-42.1. 
(3) Individuals eligible for Part B of Medicare.  Services 
provided to Medicare eligible recipients are filed directly with 
the fiscal agent. 

 
PART 28. OCCUPATIONAL THERAPY SERVICES 

 
317:30-5-296. Coverage by category 

Payment is made for occupational therapy services as set forth 
in this Section. 

(1) Children.  Initial therapy evaluations do not require prior 
authorization.  All therapy services following the initial 
evaluation must be prior authorized for continuation of service. 
Prior to the initial evaluation, the therapist must have on file 
a signed and dated prescription or referral for the therapy 
services from the member's physician or other licensed 
practitioner of the healing arts. The prescribing or referring 
provider must be able to provide, if requested, clinical 
documentation from the member's medical record that supports the 
medical necessity for the evaluation and referral. 
(2) Adults.  There is no coverage for adults for services 
rendered by individually contracted providers. Coverage for 
adults is permitted in an outpatient hospital setting as 
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described in 30-5-42.1. 
(3) Individuals eligible for Part B of Medicare.  Services 
provided to Medicare eligible recipients are filed directly 
with the fiscal agent. 

 
PART 77. SPEECH AND HEARING SERVICES 

 
317:30-5-676. Coverage by category 

Payment is made for speech and hearing services as set forth in 
this Section. 

(1) Children.  Coverage for children is as follows: 
(A) Preauthorization required.  Initial therapy evaluations 
and the first three therapy visits do not require prior 
authorization.  All therapy services following the initial 
evaluation and first three visits must be preauthorized prior 
to continuation of service. All therapy services, including 
the initial evaluation, must be prior authorized.  Prior to 
the initial evaluation, the therapist must have on file a 
signed and dated prescription or referral for the therapy 
services from the member's physician or other licensed 
practitioner of the healing arts. The prescribing or 
referring provider must be able to provide, if requested, 
clinical documentation from the member's medical record that 
supports the medical necessity for the evaluation and 
referral. 
(B) Speech/Language Services. Speech/language therapy 
services may include speech/language evaluations, individual 
and group therapy services provided by a state licensed 
speech/language pathologist. 
(C) Hearing aids.  Hearing and hearing aid evaluations 
include pure tone air, bone and speech audiometry by a state 
licensed audiologist.  Payment is made for a hearing aid 
following a recommendation by a Medical or Osteopathic 
physician and a hearing aid evaluation by a state licensed 
audiologist.  

(2) Adults.  There is no coverage for adults for services 
rendered by individually contracted providers. Coverage for 
adults is permitted in an outpatient hospital setting as 
described in 30-5-42.1. 
(3) Individuals eligible for Part B of Medicare. Services 
provided to Medicare eligible recipients are filed directly 
with the fiscal agent. 
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 STATE OF OKLAHOMA 
 OKLAHOMA HEALTH CARE AUTHORITY 
 
 
TO:  Tywanda Cox 
   Health Policy 
 
FROM:  Joseph Fairbanks 

Health Policy 
 
SUBJECT: Rule Impact Statement 

APA WF # 12-07 
 

A. Brief description of the purpose of the rule: 
 

 Agency policy on therapy services is revised to comply with federal 
law, which requires a prescription or referral from a physician or 
practitioner of the healing arts before therapy services are 
rendered.  Policy is also revised to require a prior authorization 
for speech therapy services. 

 
B. A description of the classes of persons who most likely will be 

affected by the proposed rule, including classes that will bear the 
cost of the proposed rule, and any information on cost impacts 
received by the agency from any private or public entities: 
 
Therapy providers will now be required to ensure a signed and dated 
prescription or referral for their services is on file prior to 
rendering their services. 

 
C. A description of the classes of persons who will benefit from the 

proposed rule: 
 
No classes of person will receive benefit from this proposed rule.   

 
D. A description of the probable economic impact of the proposed rule 

upon the affected classes of persons or political subdivisions, 
including a listing of all fee changes and, whenever possible, a 
separate justification for each fee change: 

 
There is no economic impact and there are no fee changes associated 
with the rule change for the above classes of persons or any 
political subdivision. 

 
E. The probable costs and benefits to the agency and to any other 

agency of the implementation and enforcement of the proposed rule, 
the source of revenue to be used for implementation and enforcement 
of the proposed rule, and any anticipated affect on state revenues, 
including a projected net loss or gain in such revenues if it can be 
projected by the agency: 
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The rule change will result in a budget savings of approximately 
$25,000. 
 

F. A determination of whether implementation of the proposed rule will 
have an economic impact on any political subdivisions or require 
their cooperation in implementing or enforcing the rule: 

 
There is no economic impact on political subdivisions.  

 
G. A determination of whether implementation of the proposed rule will 

have an adverse effect on small business as provided by the Oklahoma 
Small Business Regulatory Flexibility Act: 

 
There is no adverse economic impact on small businesses as a result 
of this rule.  

 
H. An explanation of the measures the agency has taken to minimize 

compliance costs and a determination of whether there are less 
costly or non-regulatory methods or less intrusive methods for 
achieving the purpose of the proposed rule: 
 
The agency has taken measures to determine that there is no less 
costly or non-regulatory method or less intrusive method for 
achieving the purpose of the proposed rule. We have consulted with 
therapy providers during the rule formulation process and sought 
their input. 

 
I. A determination of the effect of the proposed rule on the public 

health, safety and environment and, if the proposed rule is designed 
to reduce significant risks to the public health, safety and 
environment, an explanation of the nature of the risk and to what 
extent the proposed rule will reduce the risk: 

 
The proposed rule should have no effect on the public health, 
safety, and environment. 

 
J. A determination of any detrimental effect on the public health, 

safety and environment if the proposed rule is not implemented: 
 

OHCA does not believe there is a detrimental effect on the public 
health and safety if the rule is not passed. 

 
K. The date the rule impact statement was prepared and if modified, the 

date modified: 
 

The rule impact statement was prepared September 21, 2012. 
 
 
 

 

523



TRANSMJ:TTAL SHEET 

NAME OF AGENCY: 
Oklahoma Health Care Authority Board 

TYPE OF DOCUMENT: 
Emergency rule 

LJ:AJ:SON VERJ:FJ:CATJ:ON: 
I verify that I have reviewed the attached document and that it 

substantially conforms to filing and format requirements of the APA 
and the rules of the Secretary of State. Additional information 
may be obtained by contacting me at 405-522-7153. 

~~~~~~ T a Cox 
D1rector, Health Policy 
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TITLE 317. OKLAHOMA HEALTH CARE AUTHORITY 
CHAPTER 30. MEDICAL PROVIDERS-FEE FOR SERVICE 

 
RULEMAKING ACTION: 

EMERGENCY adoption 
RULES: 

Subchapter 5. Individual Providers and Specialties 
Part 1. Physicians 
317:30-5-2. [AMENDED] 
(Reference APA WF # 12-08) 

AUTHORITY: 
 The Oklahoma Health Care Authority Board; The Oklahoma Health 
Care Authority Act, Section 5003 through 5016 of Title 63 of 
Oklahoma Statutes; 10A Oklahoma Statute, Sections 1-3-10 and 1-3-
102 
DATES: 
Adoption: 

December 13, 2012 
Effective: 

Immediately upon Governor's approval 
Expiration: 
 Effective through July 14, 2013, unless superseded by another 
rule or disapproved by the Legislature 
SUPERSEDED EMERGENCY ACTIONS: 

N/A 
INCORPORATIONS BY REFERENCE: 

N/A 
FINDING OF EMERGENCY: 

The Agency finds that a compelling public interest exists and 
finds that an imminent peril exists to the preservation of the 
public health, safety, or welfare which necessitates promulgation 
of emergency rules and requests emergency approval of rule 
revisions to the agency's parental consent policy. OHCA has 
identified numerous instances of non-compliance with this 
regulation. These emergency rule revisions will ensure OHCA 
providers follow OHCA operational policy and state law that 
requires parental or legal guardian consent prior to rendering 
services on a minor child.  
ANALYSIS: 

Policy is amended to match state law and current agency 
operational requirements that parental or legal guardian consent 
must be given prior to rendering services to a minor child. 
CONTACT PERSON: 

Tywanda Cox at (405)522-7153 
 
PURSUANT TO THE ACTIONS DESCRIBED HEREIN, THE FOLLOWING EMERGENCY 
RULES ARE CONSIDERED PROMULGATED AND EFFECTIVE UPON APPROVAL BY THE 
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GOVERNOR AS SET FORTH IN 75 O.S., SECTION 253(D): 
 

SUBCHAPTER 5. INDIVIDUAL PROVIDERS AND SPECIALTIES 
PART 1. PHYSICIANS 

 
317:30-5-2. General coverage by category 
(a) Adults.  Payment for adults is made to physicians for medical 
and surgical services within the scope of the Oklahoma Health Care 
Authority's (OHCA's) SoonerCare program, provided the services are 
reasonable and necessary for the diagnosis and treatment of illness 
or injury, or to improve the functioning of a malformed body 
member. Coverage of certain services must be based on a 
determination made by the OHCA's medical consultant in individual 
circumstances. 

(1) Coverage includes the following medically necessary 
services: 

(A) Inpatient hospital visits for all SoonerCare covered 
stays.  All inpatient services are subject to post-payment 
review by the OHCA, or its designated agent. 
(B) Inpatient psychotherapy by a physician. 
(C) Inpatient psychological testing by a physician. 
(D) One inpatient visit per day, per physician. 
(E) Certain surgical procedures performed in a Medicare 
certified free-standing ambulatory surgery center (ASC) or a 
Medicare certified hospital that offers outpatient surgical 
services. 
(F) Therapeutic radiology or chemotherapy on an outpatient 
basis without limitation to the number of treatments per 
month for members with proven malignancies or opportunistic 
infections. 
(G) Direct physician services on an outpatient basis.  A 
maximum of four visits are allowed per month per member in 
office or home regardless of the number of physicians 
providing treatment.  Additional visits per month are allowed 
for those services related to emergency medical conditions 
and for services in connection with Family Planning. 
(H) Direct physician services in a nursing facility for those 
members residing in a long-term care facility.  A maximum of 
two nursing facility visits per month are allowed.  To 
receive payment for a second nursing facility visit in a 
month denied by Medicare for a Medicare/SoonerCare member, 
attach the EOMB from Medicare showing denial and mark 
"carrier denied coverage". 
(I) Diagnostic x-ray and laboratory services. 
(J) Mammography screening and additional follow-up 
mammograms. 
(K) Obstetrical care. 
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(L) Pacemakers and prostheses inserted during the course of a 
surgical procedure. 
(M) Prior authorized examinations for the purpose of 
determining medical eligibility for programs administered by 
OHCA.  A copy of the authorization, OKDHS form 08MA016E, 
Authorization for Examination and Billing, must accompany the 
claim. 
(N) If a physician renders direct care to a member on the 
same day as a dialysis treatment, payment is allowed for a 
separately identifiable service unrelated to the dialysis. 
(O) Family planning includes sterilization procedures for 
legally competent members 21 years of age and over who 
voluntarily request such a procedure and execute the 
federally mandated consent form with his/her physician.  A 
copy of the consent form must be attached to the claim form. 
Separate payment is allowed for the insertion and/or 
implantation of contraceptive devices during an office visit. 
Certain family planning products may be obtained through the 
Vendor Drug Program.  Reversal of sterilization procedures 
for the purposes of conception is not allowed.  Reversal of 
sterilization procedures are allowed when medically indicated 
and substantiating documentation is attached to the claim. 
(P) Genetic counseling. 
(Q) Laboratory testing (such as complete blood count (CBC), 
platelet count, or urinalysis) for monitoring members 
receiving chemotherapy, radiation therapy, or medications 
that require monitoring during treatment. 
(R) Payment for ultrasounds for pregnant women as specified 
in OAC 317:30-5-22. 
(S) Payment to the attending physician in a teaching medical 
facility for compensable services when the physician signs as 
claimant and renders personal and identifiable services to 
the member in conformity with federal regulations. 
(T) Payment to clinical fellow or chief resident in an 
outpatient academic setting when the following conditions are 
met: 

(i) Recognition as clinical faculty with participation in 
such activities as faculty call, faculty meetings, and 
having hospital privileges; 
(ii) Board certification or completion of an accredited 
residency program in the fellowship specialty area; 
(iii) Hold unrestricted license to practice medicine in 
Oklahoma; 
(iv) If Clinical Fellow, practicing during second or 
subsequent year of fellowship; 
(v) Seeing members without supervision; 
(vi) Services provided not for primary purpose of medical 
education for the clinical fellow or chief resident; 
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(vii) Submit billing in own name with appropriate Oklahoma 
SoonerCare provider number. 
(viii) Additionally if a clinical fellow practicing during 
the first year of fellowship, the clinical fellow must be 
practicing within their area of primary training.  The 
services must be performed within the context of their 
primary specialty and only to the extent as allowed by 
their accrediting body. 

(U) Payment to the attending physician for the services of a 
currently Oklahoma licensed physician in training when the 
following conditions are met. 

(i)  Attending physician performs chart review and signs 
off on the billed encounter; 
(ii) Attending physician is present in the clinic/or 
hospital setting and available for consultation; 
(iii) Documentation of written policy and applicable 
training of physicians in the training program regarding 
when to seek the consultation of the attending physician. 

(V) Payment to the attending physician for the outpatient 
services of an unlicensed physician in a training program 
when the following conditions are met: 

(i) The member must be at least minimally examined by the 
attending physician or a licensed physician under the 
supervision of the attending physician; 
(ii) The contact must be documented in the medical record. 

(W) The payment to a physician for medically directing the 
services of a CRNA or for the direct supervision of the 
services of an Anesthesiologist Assistant (AA) is limited. 
The maximum allowable fee for the services of both providers 
combined is limited to the maximum allowable had the service 
been performed solely by the anesthesiologist. 
(X) One pap smear per year for women of child bearing age. 
Two follow-up pap smears are covered when medically 
indicated. 
(Y) Medically necessary solid organ and bone marrow/stem cell 
transplantation services for children and adults are covered 
services based upon the conditions listed in (i)-(iv) of this 
subparagraph: 

(i) Transplant procedures, except kidney and cornea, must 
be prior authorized to be compensable. 
(ii) To be prior authorized all procedures are reviewed 
based on appropriate medical criteria. 
(iii) To be compensable under the SoonerCare program, all 
organ transplants must be performed at a facility which 
meets the requirements contained in Section 1138 of the 
Social Security Act. 
(iv) Procedures considered experimental or investigational 
are not covered. 
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(Z) Donor search and procurement services are covered for 
transplants consistent with the methods used by the Medicare 
program for organ acquisition costs. 

(i) Donor expenses incurred for complications are covered 
only if they are directly and immediately attributable to 
the donation procedure. 
(ii) Donor expenses that occur after the 90 day global 
reimbursement period must be submitted to the OHCA for 
review. 

(AA) Total parenteral nutritional therapy (TPN) for 
identified diagnoses and when prior authorized. 
(BB) Ventilator equipment. 
(CC) Home dialysis equipment and supplies. 
(DD) Ambulatory services for treatment of members with 
tuberculosis (TB).  This includes, but is not limited to, 
physician visits, outpatient hospital services, rural health 
clinic visits and prescriptions.  Drugs prescribed for the 
treatment of TB beyond the prescriptions covered under 
SoonerCare require prior authorization by the University of 
Oklahoma College of Pharmacy Help Desk using form "Petition 
for TB Related Therapy".  Ambulatory services to members 
infected with TB are not limited to the scope of the 
SoonerCare program, but require prior authorization when the 
scope is exceeded. 
(EE) Smoking and Tobacco Use Cessation Counseling for 
treatment of individuals using tobacco. 

(i) Smoking and Tobacco Use Cessation Counseling consists 
of the 5As: 

(I) Asking the member to describe their smoking use; 
(II) Advising the member to quit; 
(III) Assessing the willingness of the member to quit; 
(IV) Assisting the member with referrals and plans to 
quit; and 
(V) Arranging for follow-up. 

(ii) Up to eight sessions are covered per year per 
individual. 
(iii) Smoking and Tobacco Use Cessation Counseling is a 
covered service when performed by physicians, physician 
assistants, advanced registered nurse practitioners, 
certified nurse midwives, dentists, and Oklahoma State 
Health Department and FQHC nursing staff. It is reimbursed 
in addition to any other appropriate global payments for 
obstetrical care, PCP care coordination payments, 
evaluation and management codes, or other appropriate 
services rendered.  It must be a significant, separately 
identifiable service, unique from any other service 
provided on the same day. 
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(iv) Chart documentation must include a separate note and 
signature along with the member specific information 
addressed in the five steps and the time spent by the 
practitioner performing the counseling. Anything under 
three minutes is considered part of a routine visit. 

(FF) Immunizations as specified by the Advisory Committee on 
Immunization Practices (ACIP) guidelines. 

(2) General coverage exclusions include the following: 
(A) Inpatient admission for diagnostic studies that could be 
performed on an outpatient basis. 
(B) Services or any expense incurred for cosmetic surgery. 
(C) Services of two physicians for the same type of service 
to the same member on the same day, except when supplemental 
skills are required and different specialties are involved.   
(D) Refractions and visual aids. 
(E) Pre-operative care within 24 hours of the day of 
admission for surgery and routine post-operative care as 
defined under the global surgery guidelines promulgated by 
Current Procedural Terminology (CPT) and the Centers for 
Medicare and Medicaid Services (CMS). 
(F) Payment to the same physician for both an outpatient 
visit and admission to hospital on the same date. 
(G) Sterilization of members who are under 21 years of age, 
mentally incompetent, or institutionalized or reversal of 
sterilization procedures for the purposes of conception. 
(H) Non-therapeutic hysterectomies. 
(I) Medical services considered experimental or 
investigational. 
(J) Payment for more than four outpatient visits per month 
(home or office) per member, except those visits in 
connection with family planning or related to emergency 
medical conditions. 
(K) Payment for more than two nursing facility visits per 
month. 
(L) More than one inpatient visit per day per physician. 
(M) Physician services which are administrative in nature and 
not a direct service to the member including such items as 
quality assurance, utilization review, treatment staffing, 
tumor board review or multidisciplinary opinion, dictation, 
and similar functions. 
(N) Charges for completion of insurance forms, abstracts, 
narrative reports or telephone calls. 
(O) Payment for the services of social workers, licensed 
family counselors, registered nurses or other ancillary 
staff, except as specifically set out in OHCA rules. 
(P) Induced abortions, except when certified in writing by a 
physician that the abortion was necessary due to a physical 
disorder, injury or illness, including a life-endangering 
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physical condition caused by or arising from the pregnancy 
itself, that would place the woman in danger of death unless 
an abortion is performed, or that the pregnancy is the result 
of an act of rape or incest.  (Refer to OAC 317:30-5-6 or 
317:30-5-50.) 
(Q) Speech and Hearing services. 
(R) Mileage. 
(S) A routine hospital visit on the date of discharge unless 
the member expired. 
(T) Direct payment to perfusionist as this is considered part 
of the hospital reimbursement. 
(U) Inpatient chemical dependency treatment. 
(V) Fertility treatment. 
(W) Payment for removal of benign skin lesions unless 
medically necessary. 

(b) Children.  Payment is made to physicians for medical and 
surgical services for members under the age of 21 within the scope 
of the Authority's SoonerCare program, provided the services are 
medically necessary for the diagnosis and treatment of illness or 
injury, or to improve the functioning of a malformed body member.  
Medical and surgical services for children are comparable to those 
listed for adults. For services rendered to a minor child, the 
child's parent or court-appointed legal guardian must provide 
written authorization prior to the service being rendered, unless 
there is an explicit state or federal exception to this 
requirement. In addition to those services listed for adults, the 
following services are covered for children. 

(1) Pre-authorization of inpatient psychiatric services.  All 
inpatient psychiatric services for members under 21 years of age 
must be prior authorized by an agency designated by the Oklahoma 
Health Care Authority.  All psychiatric services are prior 
authorized for an approved length of stay.  Non-authorized 
inpatient psychiatric services are not SoonerCare compensable. 

(A) All residential and acute psychiatric services are 
authorized based on the medical necessity criteria as 
described in OAC 317:30-5-95.25,317:30-5-95.27 and 317:30-5-
95.29. 
(B) Out of state placements are not authorized unless it is 
determined that the needed medical services are more readily 
available in another state or it is a general practice for 
members in a particular border locality to use resources in 
another state.  If a medical emergency occurs while a member 
is out of the State, treatment for medical services is 
covered as if provided within the State.  A prime 
consideration for placements is proximity to the family or 
guardian in order to involve the family or guardian in 
discharge and reintegration planning. 
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(2) General acute care inpatient service limitations.  All 
general acute care inpatient hospital services for members under 
the age of 21 are not limited.  All inpatient care must be 
medically necessary. 
(3) Procedures for requesting extensions for inpatient services. 
The physician and/or facility must provide necessary 
justification to enable OHCA, or its designated agent, to make a 
determination of medical necessity and appropriateness of 
treatment options.  Extension requests for psychiatric 
admissions must be submitted to the OHCA or its designated 
agent.  Extension requests must contain the appropriate 
documentation validating the need for continued treatment in 
accordance with the medical necessity criteria described in OAC 
317:30-5-95.26, 317:30-5-95.28 and 317:30-5-95.30.  Requests 
must be made prior to the expiration of the approved inpatient 
stay.  All decisions of OHCA or its designated agent are final. 
(4) Utilization control requirements for psychiatric beds.  
Utilization control requirements for inpatient psychiatric 
services for members under 21 years of age apply to all 
hospitals and residential psychiatric treatment facilities. 
(5) Early and periodic screening diagnosis and treatment 
program.  Payment is made to eligible providers for Early and 
Periodic Screening, Diagnosis, and Treatment (EPSDT) of members 
under age 21.  These services include medical, dental, vision, 
hearing and other necessary health care.  Refer to OAC 317:30-3-
65.2 through 317:30-3-65.11 for specific guidelines. 
(6) Child abuse/neglect findings.  Instances of child abuse 
and/or neglect discovered through screenings and regular exams 
are to be reported in accordance with State Law.  Section 7103 
of Title 10 of the Oklahoma Statutes mandates reporting 
suspected abuse or neglect to the Oklahoma Department of Human 
Services.  Section 7104 of Title 10 of the Oklahoma Statutes 
further requires reporting of criminally injurious conduct to 
the nearest law enforcement agency. 
(7) General exclusions.  The following are excluded from 
coverage for members under the age of 21: 

(A) Inpatient admission for diagnostic studies that could be 
performed on an outpatient basis. 
(B) Services or any expense incurred for cosmetic surgery 
unless the physician certifies the procedure emotionally 
necessary. 
(C) Services of two physicians for the same type of service 
to the same member on the same day, except when supplemental 
skills are required and different specialties are involved.   
(D) Pre-operative care within 24 hours of the day of 
admission for surgery and routine post-operative care as 
defined under the global surgery guidelines promulgated by 
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Current Procedural Terminology (CPT) and the Centers for 
Medicare and Medicaid Services (CMS). 
(E) Payment to the same physician for both an outpatient 
visit and admission to hospital on the same date. 
(F) Sterilization of members who are under 21 years of age, 
mentally incompetent, or institutionalized or reversal of 
sterilization procedures for the purposes of conception. 
(G) Non-therapeutic hysterectomies. 
(H) Medical Services considered experimental or 
investigational. 
(I) More than one inpatient visit per day per physician. 
(J) Induced abortions, except when certified in writing by a 
physician that the abortion was necessary due to a physical 
disorder, injury or illness, including a life-endangering 
physical condition caused by or arising from the pregnancy 
itself, that would place the woman in danger of death unless 
an abortion is performed, or that the pregnancy is the result 
of an act of rape or incest.  (Refer to OAC 317:30-5-6 or 
317:30-5-50.) 
(K) Physician services which are administrative in nature and 
not a direct service to the member including such items as 
quality assurance, utilization review, treatment staffing, 
tumor board review or multidisciplinary opinion, dictation, 
and similar functions. 
(L) Payment for the services of social workers, licensed 
family counselors, registered nurses or other ancillary 
staff, except as specifically set out in OHCA rules. 
(M) Direct payment to perfusionist as this is considered part 
of the hospital reimbursement. 
(N) Charges for completion of insurance forms, abstracts, 
narrative reports or telephone calls. 
(O) Mileage. 
(P) A routine hospital visit on date of discharge unless the 
member expired. 

(c) Individuals eligible for Part B of Medicare.  Payment is made 
utilizing the OHCA allowable for comparable services.  Claims filed 
with Medicare Part B should automatically cross over to OHCA.  The 
explanation of Medicare Benefits (EOMB) reflects a message that the 
claim was referred to SoonerCare.  If such a message is not 
present, a claim for coinsurance and deductible must be filed with 
the OHCA within 90 days of the date of Medicare payment or within 
one year of the date of service in order to be considered timely 
filed.  

(1) In certain circumstances, some claims do not automatically 
"cross over". Providers must file a claim for coinsurance and/or 
deductible to SoonerCare within 90 days of the Medicare payment 
or within one year from the date of service. 
(2) If payment was denied by Medicare Part B and the service is 
a SoonerCare covered service, mark the claim "denied by 
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Medicare" and attach the Medicare EOMB showing the reason for 
the denial. 
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 STATE OF OKLAHOMA 
 OKLAHOMA HEALTH CARE AUTHORITY 
 
 
TO:  Tywanda Cox 
   Health Policy 
 
FROM:  Joseph Fairbanks 

Health Policy 
 
SUBJECT: Rule Impact Statement 

APA WF # 12-08 
 

A. Brief description of the purpose of the rule: 
 

 Policy is amended to match state law and current agency operational 
requirements that parental or legal guardian consent must be given 
prior to rendering services to a minor child. 

 
B. A description of the classes of persons who most likely will be 

affected by the proposed rule, including classes that will bear the 
cost of the proposed rule, and any information on cost impacts 
received by the agency from any private or public entities: 
 
All providers rendering services to minor children will be affected 
in that they must ensure they have proper parental or legal guardian 
consent prior to rendering services. 

 
C. A description of the classes of persons who will benefit from the 

proposed rule: 
 
No classes of person will receive benefit from this proposed rule.   

 
D. A description of the probable economic impact of the proposed rule 

upon the affected classes of persons or political subdivisions, 
including a listing of all fee changes and, whenever possible, a 
separate justification for each fee change: 

 
There is no economic impact and there are no fee changes associated 
with the rule change for the above classes of persons or any 
political subdivision. 

 
E. The probable costs and benefits to the agency and to any other 

agency of the implementation and enforcement of the proposed rule, 
the source of revenue to be used for implementation and enforcement 
of the proposed rule, and any anticipated affect on state revenues, 
including a projected net loss or gain in such revenues if it can be 
projected by the agency: 

 
The rule change will have no impact on the budget. 
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F. A determination of whether implementation of the proposed rule will 

have an economic impact on any political subdivisions or require 
their cooperation in implementing or enforcing the rule: 

 
There is no economic impact on political subdivisions.  

 
G. A determination of whether implementation of the proposed rule will 

have an adverse effect on small business as provided by the Oklahoma 
Small Business Regulatory Flexibility Act: 

 
There is no adverse economic impact on small businesses as a result 
of this rule.  

 
H. An explanation of the measures the agency has taken to minimize 

compliance costs and a determination of whether there are less 
costly or non-regulatory methods or less intrusive methods for 
achieving the purpose of the proposed rule: 
 
The agency has taken measures to determine that there is no less 
costly or non-regulatory method or less intrusive method for 
achieving the purpose of the proposed rule. 

 
I. A determination of the effect of the proposed rule on the public 

health, safety and environment and, if the proposed rule is designed 
to reduce significant risks to the public health, safety and 
environment, an explanation of the nature of the risk and to what 
extent the proposed rule will reduce the risk: 

 
The proposed rule should have no effect on the public health, 
safety, and environment. 

 
J. A determination of any detrimental effect on the public health, 

safety and environment if the proposed rule is not implemented: 
 

OHCA does not believe there is a detrimental effect on the public 
health and safety if the rule is not passed. 

 
K. The date the rule impact statement was prepared and if modified, the 

date modified: 
 

The rule impact statement was prepared September 27, 2012. 
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TITLE 317. OKLAHOMA HEALTH CARE AUTHORITY 
CHAPTER 30. MEDICAL PROVIDERS-FEE FOR SERVICE 

 
RULEMAKING ACTION: 

EMERGENCY adoption 
RULES: 

Subchapter 3. General Provider Policies 
Part 1. General Scope and Administration 
317:30-3-25. [AMENDED] 
Subchapter 5. Individual Providers and Specialties 
Part 9. Long Term Care Facilities 
317:30-5-122. [AMENDED] 
(Reference APA WF # 12-09) 

AUTHORITY: 
 The Oklahoma Health Care Authority Board; The Oklahoma Health 
Care Authority Act, Section 5003 through 5016 of Title 63 of 
Oklahoma Statutes; Section 1902 of the Social Security Act 
DATES: 
Adoption: 

December 13, 2012 
Effective: 

Immediately upon Governor's approval 
Expiration: 
 Effective through July 14, 2013, unless superseded by another 
rule or disapproved by the Legislature 
SUPERSEDED EMERGENCY ACTIONS: 

N/A 
INCORPORATIONS BY REFERENCE: 

N/A 
FINDING OF EMERGENCY: 
 The Agency finds that a compelling public interest exists and 
finds that an imminent peril exists to the preservation of the 
public health, safety, or welfare which necessitates promulgation 
of emergency rules and requests emergency approval of rule 
revisions to the agency's Medicare Crossover payment policy. These 
emergency rule revisions will ensure OHCA policy allows proper 
funding for skilled nursing facilities and ensure services will be 
maintained for SoonerCare members residing in the facilities. 
ANALYSIS: 
 Policy will be amended to allow 100% payment of Medicare 
Crossover deductibles and coinsurance at skilled nursing 
facilities.  Current policy allows payment at the Medicaid rate, 
which was previously adjusted to 0%. The rationale behind current 
policy is based on a federal policy that allowed federal 
reimbursement/write-offs for bad debts.  That federal policy is no 
longer in effect and has prompted the policy amendment request. 
CONTACT PERSON: 
   Tywanda Cox at (405)522-7153 
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PURSUANT TO THE ACTIONS DESCRIBED HEREIN, THE FOLLOWING EMERGENCY 
RULES ARE CONSIDERED PROMULGATED AND EFFECTIVE UPON APPROVAL BY THE 
GOVERNOR AS SET FORTH IN 75 O.S., SECTION 253(D): 

 
SUBCHAPTER 3. GENERAL PROVIDER POLICIES 
PART 1. GENERAL SCOPE AND ADMINISTRATION 

 
317:30-3-25. Crossovers (coinsurance and deductible) 
(a) Medicare Part B.  Payment is made for Medicare deductible and 
coinsurance on behalf of eligible individuals. 
(b) Medicare Part A.  Payment is made for Medicare deductible and 
coinsurance on behalf of eligible individuals. limited to the 
Medicaid allowable reimbursement for services in a skilled nursing 
facility. 
(c) Medicare Advantage Plans.  Payment is made for Medicare HMO co-
payments.  For services offered by Medicare Advantage Plans that 
revert to traditional Medicare type benefits, payment is made for 
coinsurance and deductibles according to subsection (a) and (b) in 
this section. 
 

SUBCHAPTER 5. INDIVIDUAL PROVIDERS AND SPECIALTIES 
PART 9. LONG TERM CARE FACILITIES 

 
317:30-5-122. Levels of care 
(a) This rule sets forth the criteria used to determine whether an 
individual who is seeking SoonerCare payment for long term care 
services needs services at the level of Skilled Nursing Facility, 
or Intermediate Care Facility for People with Mental Retardation 
(ICF/MR). The criteria set forth in this Section must be used when 
determining level of care for individuals seeking SoonerCare 
coverage of either facility-based institutional long term care 
services or Home and Community Based Services (HCBS) Waivers. 
(b) The level of care provided by a long term care facility or 
through a HCBS Waiver is based on the nature of the person's needs 
and the care, services, and treatment required from appropriately 
qualified personnel. The level of care review is a determination of 
an individual's physical, mental and social/emotional status to 
determine the appropriate level of care required. In addition to 
level of care requirements, other applicable eligibility criteria 
must be met.  

(1) Skilled Nursing facility.  When total payments from all 
other payers are less than the Medicaid rate, payment Payment is 
made for the Part A coinsurance and deductible for Medicare 
covered skilled nursing facility care for dually eligible, 
categorically needy individuals. 
(2) Nursing Facility.  Care provided by a nursing facility to 
patients who require professional nursing supervision and a 
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maximum amount of nonprofessional nursing care due to physical 
conditions or a combination of physical and mental conditions. 
(3) Intermediate Care Facility for the Mentally Retarded.  Care 
for persons with intellectual disabilities or related conditions 
to provide health and/or habilitative services in a protected 
residential setting. To qualify for ICF/MR level of care, 
persons must have substantial functional limitations in three or 
more of the following areas of major life activity: 

(A) Self-care. The individual requires assistance, training 
or supervision to eat, dress, groom, bathe, or use the 
toilet.  
(B) Understanding and use of language. The individual lacks 
functional communication skills, requires the use of 
assistive devices to communicate, does not demonstrate an 
understanding of request or is unable to follow two-step 
instructions. 
(C) Learning. The individual has a valid diagnosis of 
intellectual disability as defined in the Diagnostic and 
Statistical Manual of Mental Disorders.  
(D) Mobility. The individual requires the use of assistive 
devices to be mobile and cannot physically self-evacuate from 
a building during an emergency without assistive device. 
(E) Self-direction. The individual is 7 years old or older 
and significantly at risk in making age appropriate decisions 
or an adult who is unable to provide informed consent for 
medical care, personal safety or for legal, financial, 
habilitative or residential issues and/or has been declared 
legally incompetent. The individual is a danger to himself or 
others without supervision. 
(F) Capacity for independent living. The individual who is 7 
years old or older and is unable to locate and use a 
telephone, cross the street safely or understand that it is 
unsafe to accept rides, food or money from strangers or an 
adult who lacks basic skills in the areas of shopping, 
preparing food, housekeeping or paying bills.  
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 STATE OF OKLAHOMA 
 OKLAHOMA HEALTH CARE AUTHORITY 
 
 
TO:  Tywanda Cox 
  Health Policy 
 
From:  Joseph Fairbanks 
  Health Policy 
 
SUBJECT: Rule Impact Statement 
  APA WF # 12-09 
 

A. Brief description of the purpose of the rule: 
 

Policy will be amended to allow 100% payment of Medicare 
Crossover deductibles and coinsurance at skilled nursing 
facilities.  Current policy allows payment at the Medicaid 
rate, which was previously adjusted to 0%. The rationale 
behind current policy is based on a federal policy that 
allowed federal reimbursement/write-offs for bad debts.  
That federal policy is no longer in effect and has prompted 
the policy amendment request. 
 

B. A description of the classes of persons who most likely will 
be affected by the proposed rule, including classes that will 
bear the cost of the proposed rule, and any information on 
cost impacts received by the agency from any private or 
public entities: 

 
The classes of persons affected will be skilled nursing and 
regular nursing clients, via enhanced funding for these 
facilities. 

 
C. A description of the classes of persons who will benefit from 

the proposed rule: 
 
The classes of persons affected will be skilled nursing and 
regular nursing clients, via enhanced funding for these 
facilities. 

 
D. A description of the probable economic impact of the proposed 

rule upon the affected classes of persons or political 

subdivisions, including a listing of all fee changes and, 
whenever possible, a separate justification for each fee 
change: 
 
The impact will be to enhance funding of services in nursing 
facilities.  The percentage change in the amount of crossover 
that is paid is increased from 0% to 100%. 
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E. The probable costs and benefits to the agency and to any 

other agency of the implementation and enforcement of the 
proposed rule, the source of revenue to be used for 
implementation and enforcement of the proposed rule, and any 
anticipated affect on state revenues, including a projected 
net loss or gain in such revenues if it can be projected by 
the agency: 
 
The benefits will be to ensure access for these clients 
through sustaining the financial viability of these 
facilities. The annual cost is estimated at $24 million 
($8.64 million in state funds). 

 

F. A determination of whether implementation of the proposed 
rule will have an economic impact on any political 
subdivisions or require their cooperation in implementing or 
enforcing the rule: 
 
No other political subdivisions will be affected. 

 
G. A determination of whether implementation of the proposed 

rule will have an adverse effect on small business as 
provided by the Oklahoma Small Business Regulatory 
Flexibility Act: 
 
This change will provide funds for the nursing facilities and 
their vendors.  

 
H. An explanation of the measures the agency has taken to 

minimize compliance costs and a determination of whether 
there are less costly or nonregulatory methods or less 
intrusive methods for achieving the purpose of the proposed 
rule:  
 
This change will take no added efforts from the facilities or 
the state. 

 
I. A determination of the effect of the proposed rule on the 

public health, safety and environment and, if the proposed 
rule is designed to reduce significant risks to the public 
health, safety and environment, an explanation of the nature 

of the risk and to what extent the proposed rule will reduce 
the risk: 
 
There will be no effect on the public health, safety, or 
environment. 

 
 

J. A determination of any detrimental effect on the public 
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health, safety and environment if the proposed rule is not 

implemented: 
 
The primary detriment could be a lack of funding for the 
facilities and the effects of cutting back on necessary 
supplies and services for their clients. 

 
K. The date the rule impact statement was prepared and if 

modified, the date modified:  
 
This rule impact statement was prepared September 24

th
, 2012. 
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TITLE 317. OKLAHOMA HEALTH CARE AUTHORITY 
CHAPTER 30. MEDICAL PROVIDERS-FEE FOR SERVICE 

 
RULEMAKING ACTION: 

EMERGENCY adoption 
RULES: 

Subchapter 5. Individual Providers and Specialties 
Part 21. Outpatient Behavioral Health Services 
317:30-5-240.1. [AMENDED] 
317:30-5-241. [AMENDED] 
317:30-5-241.3. [AMENDED] 
(Reference APA WF # 12-19) 

AUTHORITY: 
 The Oklahoma Health Care Authority Board; The Oklahoma Health 
Care Authority Act, Section 5003 through 5016 of Title 63 of 
Oklahoma Statutes; 42 CFR 440.230.  
DATES: 
Adoption: 

December 13, 2012 
Effective: 

Immediately upon Governor's approval or January 15, 2013, 
whichever is later 
Expiration: 
 Effective through July 14, 2013, unless superseded by another 
rule or disapproved by the Legislature 
SUPERSEDED EMERGENCY ACTIONS: 

N/A 
INCORPORATIONS BY REFERENCE: 

N/A 
FINDING OF EMERGENCY: 
 The Agency finds that a compelling public interest exists which 
necessitates promulgation of emergency rules and requests emergency 
approval of rule revisions to the Agency's outpatient behavioral 
health rules in order to avoid imminent reduction to the budget of 
the Oklahoma Department of Mental Health and Substance Abuse 
Services (ODMHSAS), the state agency responsible for administering 
the State's Medicaid outpatient behavioral health program. 
Utilization of Behavioral Health Rehabilitation (BHR) services has 
increased over the last several years at an alarming rate, 
increasing from 14% of the outpatient behavioral health budget in 
SFY 2008, to 24% of the budget in SFY 2012. Proposed rule revisions 
would impose limits on the amount of BHR services available to 
SoonerCare members in order to ensure appropriateness of the 
services provided as well as contain program costs. The Agency also 
finds that promulgation of emergency rules is necessary to protect 
the public health, safety or welfare by ensuring that services are 
of high quality and delivered in the most appropriate manner to the 
intended populations. 
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ANALYSIS: 
 Over the past two years, the Agency has observed a dramatic 
increase in the amount of Behavioral Health Rehabilitation Services 
delivered to SoonerCare members, prompting the Agency to examine 
the appropriateness and quality of the services being delivered. It 
was discovered that an overwhelming amount of Psychosocial 
Rehabilitation Services (PSR), a type of BHR, were being delivered 
to children under the age of 6 while research shows that PSR is not 
an effective treatment modality for children in this age range 
experiencing emotional or behavioral disorders. The Agency is 
proposing rule revisions to deny reimbursement for PSR services for 
children below age 6 unless services are medically necessary and 
required pursuant to Federal Early and Periodic Screening 
Diagnostic and Treatment (EPSDT) laws. The Agency is also proposing 
rule revisions which will control utilization of Rehabilitation 
services by imposing limits on the number of units that qualified 
providers will be reimbursed. The utilization limits will be prior 
authorized by OHCA or its designated agent and will be directly 
correlated to the individual member's level of need.  
CONTACT PERSON: 

Tywanda Cox at (405)522-7153 
 
PURSUANT TO THE ACTIONS DESCRIBED HEREIN, THE FOLLOWING EMERGENCY 
RULES ARE CONSIDERED PROMULGATED AND EFFECTIVE UPON APPROVAL BY THE 
GOVERNOR AS SET FORTH IN 75 O.S., SECTION 253(D), AND EFFECTIVE 
UPON APPROVAL BY THE GOVERNOR OR JANUARY 15, 2013, WHICHEVER IS 
LATER: 

 
SUBCHAPTER 5. INDIVIDUAL PROVIDERS AND SPECIALTIES 
PART 21. OUTPATIENT BEHAVIORAL HEALTH SERVICES 

 
317:30-5-240.1. Definitions 

The following words or terms, when used in this Part, shall have 
the following meaning, unless the context clearly indicates 
otherwise: 

"Accrediting body" means one of the following: 
(A) Accreditation Association for Ambulatory Health Care 
(AAAHC); 
(B) American Osteopathic Association (AOA); 
(C) Commission on Accreditation of Rehabilitation Facilities 
(CARF); 
(D) Council on Accreditation of Services for Families and 
Children, Inc. (COA); 
(E) The Joint Commission (TJC) formerly known as Joint 
Commission on Accreditation of Healthcare Organizations; or 
(F) other OHCA approved accreditation. 

"Adult" means an individual 21 and over, unless otherwise 
specified. 

546



 3 

"AOD" means Alcohol and Other Drug. 
"AODTP" means Alcohol and Other Drug Treatment Professional. 
"ASAM" means the American Society of Addiction Medicine. 
"ASAM Patient Placement Criteria (ASAM PPC)" means the most 

current edition of the American Society of Addiction Medicine's 
published criteria for admission to treatment, continued services, 
and discharge. 

"BH" means behavioral health, which relates to mental, substance 
abuse, addictions, gambling, and other diagnosis and 
treatment."Behavioral Health (BH) Services" means a wide range of 
diagnostic, therapeutic, and rehabilitative services used in the 
treatment of mental illness, substance abuse, and co-occurring 
disorders. 

"BHAs" means Behavioral Health Aides. 
"BHRS" means Behavioral Health Rehabilitation Specialist. 
"Certifying Agency" means the Oklahoma Department of Mental 

Health and Substance Abuse Services (ODMHSAS). 
 "Child" means an individual younger than 21, unless otherwise 
specified. 
 "Client Assessment Record (CAR)" means the standardized tool 
recognized by OHCA and ODMHSAS to evaluate the functioning of the 
member.  

"CM" means case management. 
"CMHC's""CMHCs" means Community Mental Health Centers who are 

state operated or privately contracted providers of behavioral 
health services for adults with severeserious mental illnesses, and 
youth with serious emotional disturbances. 

"Cultural competency" means the ability to recognize, respect, 
and address the unique needs, worth, thoughts, communications, 
actions, customs, beliefs and values that reflect an individual's 
racial, ethnic, age group, religious, sexual orientation, and/or 
social group. 

"DSM" means the most current edition of the Diagnostic and 
Statistical Manual of Mental Disorders published by the American 
Psychiatric Association. 

"EBP" means an Evidence Based Practice per the Substance Abuse & 
Mental Health Services Administration (SAMHSA). 

"EPSDT" means the Medicaid Early and Periodic Screening, 
Diagnostic and Treatment benefit for children. In addition to 
screening services, EPSDT also covers the diagnostic and treatment 
services necessary to ameliorate acute and chronic physical and 
mental health conditions. 

"FBCS" means Facility Based Crisis Stabilization. 
"FSPs" means Family Support Providers. 
"ICF/MR" means Intermediate Care Facility for the Mentally 

Retarded. 
"Institution" means an inpatient hospital facility or 

Institution for Mental Disease (IMD). 
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"IMD" means Institution for Mental Disease as per 42 CFR 
435.1009 as a hospital, nursing facility, or other institution of 
more than 16 beds that is primarily engaged in providing diagnosis, 
treatment, or care of persons with mental diseases, including 
medical attention, nursing care and related services.  The 
regulations indicate that an institution is an IMD if its overall 
character is that of a facility established and maintained 
primarily for the care and treatment of individuals with mental 
diseases.  Title XIX of the Social Security Act provides that, 
except for individuals under age 21 receiving inpatient psychiatric 
care, Medicaid (Title XIX) does not cover services to IMD patients 
under 65 years of age [section 1905(a)(24)(B)]. 

"Level of Functioning Rating" means a standardized mechanism to 
determine the intensity or level of services needed based upon the 
severity of the member's condition. The CAR level of function 
rating scale is the tool that links the clinical assessment to the 
appropriate level of treatment. The CAR level of functioning rating 
scale is to be utilized in conjunction with the clinical judgment 
of the Licensed Behavioral Health Professional. 

"LBHP" means a Licensed Behavioral Health Professional. 
"MST" means the EBP Multi-Systemic Therapy. 
"OAC" means Oklahoma Administrative Code, the publication 

authorized by 75 O.S. 256 known as The Oklahoma Administrative 
Code, or, prior to its publication, the compilation of codified 
rules authorized by 75 O.S. 256(A)(1)(a) and maintained in the 
Office of Administrative Rules. 

"Objectives" means a specific statement of planned 
accomplishments or results that are specific, measurable, 
attainable, realistic, and time-limited. 

"ODMHSAS" means the Oklahoma Department of Mental Health and 
Substance Abuse Services. 

"ODMHSAS contracted facilities" means those providers that have 
a contract with the ODMHSAS to provide mental health or substance 
abuse treatment services, and also contract directly with the 
Oklahoma Health Care Authority to provide Outpatient Behavioral 
Health Services. 

"OHCA" means the Oklahoma Health Care Authority. 
"OJA" means the Office of Juvenile Affairs. 
"Provider Manual" means the OHCA BH Provider Billing Manual. 
"RBMS" means Residential Behavioral Management Services within a 

group home or therapeutic foster home. 
"Recovery" means an ongoing process of discovery and/or 

rediscovery that must be self defined, individualized and may 
contain some, if not all, of the ten fundamental components of 
recovery as outlined by SAMHSA. 

"RSS" means Recovery Support Specialist. 
"SAMHSA" means the Substance Abuse and Mental Health Services 

Administration. 
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 "SED" means Severe Emotional Disturbance."Serious Emotional 
Disturbance (SED)" means a condition experienced by persons from 
birth to 18 that show evidence of points of (1), (2) and (3) below: 

(1) The disability must have persisted for six months and be 
expected to persist for a year or longer. 
(2) A condition or serious emotional disturbance as defined by 
the most recently published version of the DSM or the 
International Classification of Disease (ICD) equivalent with 
the exception of DSM "V" codes, substance abuse, and 
developmental disorders which are excluded, unless they co-occur 
with another diagnosable serious emotional disturbance. 
(3) The child must exhibit either (A) or (B) below: 

(A) Psychotic symptoms of a serious mental illness (e.g. 
Schizophrenia characterized by defective or lost contact with 
reality, often hallucinations or delusions); or 
(B) Experience difficulties that substantially interfere with 
or limit a child or adolescent from achieving or maintaining 
one or more developmentally appropriate social, behavioral, 
cognitive, communicative, or adaptive skills. There is 
functional impairment in at least two of the following 
capacities (compared with expected developmental level): 

(i) Impairment in self-care manifested by a person's 
consistent inability to take care of personal grooming, 
hygiene, clothes and meeting of nutritional needs.  
(ii) Impairment in community function manifested by a 
consistent lack of age appropriate behavioral controls, 
decision-making, judgment and value systems which result 
in potential involvement or involvement with the juvenile 
justice system. 
(iii) Impairment of social relationships manifested by the 
consistent inability to develop and maintain satisfactory 
relationships with peers and adults. 
(iv) Impairment in family function manifested by a pattern 
of disruptive behavior exemplified by repeated and/or 
unprovoked violence to siblings and/or parents, disregard 
for safety and welfare or self or others (e.g., fire 
setting, serious and chronic destructiveness, inability to 
conform to reasonable limitations and expectations which 
may result in removal from the family or its equivalent). 
(v) Impairment in functioning at school manifested by the 
inability to pursue educational goals in a normal time 
frame (e.g., consistently failing grades, repeated 
truancy, expulsion, property damage or violence toward 
others). 

 "SMI" means Severely Mentally Ill."Serious Mental Illness (SMI)" 
means a condition experienced by persons age 18 and over that show 
evidence of points of (1), (2) and (3) below: 

(1) The disability must have persisted for six months and be 
expected to persist for a year or longer. 
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(2) A condition or serious mental illness as defined by the most 
recently published version of the DSM or the International 
Classification of Disease (ICD) equivalent with the exception of 
DSM "V" codes, substance abuse, and developmental disorders 
which are excluded, unless they co-occur with another 
diagnosable serious mental illness. 
(3) The adult must exhibit either (A) or (B) below: 

(A) Psychotic symptoms of a serious mental illness (e.g. 
Schizophrenia characterized by defective or lost contact with 
reality, often hallucinations or delusions); or 
(B) Experience difficulties that substantially interfere with 
or limit an adult from achieving or maintaining one or more 
developmentally appropriate social, behavioral, cognitive, 
communicative, or adaptive skills. There is functional 
impairment in at least two of the following capacities 
(compared with expected developmental level): 

(i) Impairment in self-care manifested by a person's 
consistent inability to take care of personal grooming, 
hygiene, clothes and meeting of nutritional needs. 
(ii) Impairment in community function manifested by a 
consistent lack of appropriate behavioral controls, 
decision-making, judgment and value systems which result 
in potential involvement or involvement with the criminal 
justice system. 
(iii) Impairment of social relationships manifested by the 
consistent inability to develop and maintain satisfactory 
relationships with peers. 
(iv) Impairment in family function manifested by a pattern 
of disruptive behavior exemplified by repeated and/or 
unprovoked violence, disregard for safety and welfare of 
self or others (e.g., fire setting, serious and chronic 
destructiveness, inability to conform to reasonable 
limitations and expectations. 
(v) Impairment in functioning at school or work manifested 
by the inability to pursue educational or career goals. 

"Trauma informed" means the recognition and responsiveness to 
the presence of the effects of past and current traumatic 
experiences in the lives of members. 
 
317:30-5-241. Covered Services 
(a) Outpatient behavioral health services are covered for adults 
and children as set forth in this Section unless specified 
otherwise, and when provided in accordance with a documented 
individualized service plan, developed to treat the identified 
behavioral health and/or substance abuse disorder(s).  
(b) All services are to be for the goal of improvement of 
functioning, independence, or well-being of the member.  The 
services and treatment plans are to be recovery focused, trauma and 
co-occurring specific.  The member must be able to actively 
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participate in the treatment.  Active participation means that the 
member must have sufficient cognitive abilities, communication 
skills, and short-term memory to derive a reasonable benefit from 
the treatment. 
(c) In order to be reimbursed for services, providers must submit a 
completed Customer Data Core (CDC) to OHCA or its designated agent. 
The CDC must be reviewed, updated and resubmitted by the provider 
every six months. Reimbursement is made only for services provided 
while a current CDC is on file with OHCA or its designated agent. 
For further information and instructions regarding the CDC, refer 
to the Behavioral Health Provider Manual. 
(d) All outpatient BH services must be provided following 
established medical necessity criteria. Some outpatient behavioral 
health services may require authorization. For information 
regarding services requiring authorization and the process for 
obtaining them, refer to the Behavioral Health Provider Manual. 
Authorization of services is not a guarantee of payment. The 
provider is responsible for ensuring that the eligibility, medical 
necessity, procedural, coding, claims submission, and all other 
state and federal requirements are met. OHCA does retain the final 
administrative review over both authorization and review of 
services as required by 42 CFR 431.10. 
 
317:30-5-241.3. Behavioral Health Rehabilitation (BHR) services 
(a) Definition.  BHR are behavioral health rehabilitation services 
which are necessary to improve the member's ability to function in 
the community.  They are performed to improve the skills and 
abilities of members to live interdependently in the community, 
improve self-care and social skills, and promote lifestyle change 
and recovery practices.  This service may include the Evidence 
Based Practice of Illness, Management, and Recovery.Behavioral 
Health Rehabilitation (BHR) services are goal oriented outpatient 
interventions that target the maximum reduction of mental and/or 
behavioral health impairments and strive to restore the members to 
their best possible mental and/or behavioral health functioning. 
BHR services must be coordinated in a manner that is in the best 
interest of the member and may be provided in a variety of 
community and/or professional settings. For purposes of this 
Section, BHR includes Psychosocial Rehabilitation, Outpatient 
Substance Abuse Rehabilitation, and Medication Training and 
Support. 
(b) Psychosocial Rehabilitation (PSR). 

(1) Definition. PSR services are face-to-face Behavioral Health 
Rehabilitation services which are necessary to improve the 
member's ability to function in the community. They are 
performed to improve the skills and abilities of members to live 
interdependently in the community, improve self-care and social 
skills, and promote lifestyle change and recovery practices. For 
adults, this service may include the Evidence Based Practice of 
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Illness Management and Recovery. For children, PSR services 
include two levels of intervention: Children's Psychosocial 
Rehabilitation - Intensive (CPSR-I) and Children's Psychosocial 
Rehabilitation – Skills Training (CPSR-ST). 

(A) CPSR-I. CPSR-I is a level of support designed to help 
children with Serious Emotional Disturbance (SED) who are 
experiencing an acute psychiatric condition, alleviating or 
eliminating the need to admit them into a psychiatric 
inpatient or residential setting. It is a comprehensive, 
time-limited, community-based service delivered to children 
with SED who are exhibiting symptoms that interfere with 
their individual lives in a highly disabling or 
incapacitating manner. 
(B) CPSR-ST. CPSR-ST is a level of support designed to help 
children/adolescents who have been diagnosed with serious 
social, behavioral and/or emotional issues that substantially 
interfere with functioning in the home, school or community. 
The service plan is focused toward age-appropriate 
rehabilitation. Primary emphasis is to develop stabilization 
in the community and home. CPSR-ST services teach members a 
variety of life skills. 

(1)(2) Clinical restrictions. This service is generally 
performed with only the members and the BHRSqualified provider, 
but may include a member and the member's family/support system 
group that focuses on the member's diagnosis, management, and 
recovery based curriculum. A member who at the time of service 
is not able to cognitively benefit from the treatment due to 
active hallucinations, substance abuse, or other impairments is 
not suitable for this service. Family involvement is allowed for 
support of the member and education regarding his/her recovery, 
but does not constitute family therapy, which requires a 
licensed provider. 
(2)(3) Qualified providers.  A BHRS, CADC, or LBHP may perform 
BHRPSR and CPSR, following development of a service plan and 
treatment curriculum approved by a LBHP.  Staff CPSR staff must 
be appropriately trained in a recognized behavioral/management 
intervention program such as MANDT or CAPE or trauma informed 
methodology. 
(3)(4) Group sizes.  The minimummaximum staffing ratio is 
fourteen members for each BHRS, CADC, or LBHP for adults and 
eight to one for children under the age of eighteen. 
(4)(5) Limitations. 

(A) Transportation.  Travel time to and from BHRPSR treatment 
is not compensable. Group psychosocial rehabilitationPSR 
services do not qualify for the OHCA transportation program, 
but theyOHCA will arrange for transportation for those who 
require specialized transportation equipment. A member who at 
the time of service is not able to cognitively benefit from 
the treatment due to active hallucinations, substance use, or 
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other impairments is not suitable for this service. 
(B) Time. Breaks, lunchtime and times when the member is 
unable or unwilling to participate are not compensable and 
must be deducted from the overall billed time. 
(C) Location.  In order to develop and improve the member's 
community and interpersonal functioning and self care 
abilities, rehabilitationPSR services may take place in 
settings away from the outpatient behavioral health agency 
site.  When this occurs, the BHRS, CADC, or LBHP must be 
present and interacting, teaching, or supporting the defined 
learning objectives of the member for the entire claimed 
time. 
(D) Eligibility for PSR services. PSR services are intended 
for adults with Serious Mental Illness (SMI) and children 
with emotional or behavioral disorders. The following members 
are not eligible for PSR services: 

(i) Residents of ICF/MR facilities, unless authorized by 
OHCA or its designated agent; 
(ii) children under age 6, unless a prior authorization 
has been granted by OHCA or its designated agent based on 
a finding of medical necessity; 
(iii) children receiving RBMS in a group home or 
therapeutic foster home, unless authorized by OHCA or its 
designated agent; 
(iv) inmates of public institutions; 
(v) members residing in inpatient hospitals or IMDs; and 
(vi) members residing in nursing facilities. 

(D)(E) Billing limits.  Residents of ICF/MR facilities and 
children receiving RBMS in a group home or therapeutic foster 
home are not eligible for this service, unless allowed by 
OHCA or its designated agent.PSR/CPSR services are time-
limited services designed to be provided over the briefest 
and most effective period possible and as adjunct (enhancing) 
interventions to compliment more intensive behavioral health 
therapies. Service limits are based on the member's needs 
according to the CAR or other approved tool, the requested 
placement based on the level of functioning rating, medical 
necessity, and best practice. Service limitations are 
designed to help prevent rehabilitation diminishing return by 
remaining within reasonable age and developmentally 
appropriate daily limits. PSR/CPSR services authorized under 
this Section should not duplicate the structured services 
required for children residing in group home or therapeutic 
foster care settings, or receiving services in Day Treatment 
or Partial Hospitalization Programs. PSR/CPSR is billed in 
unit increments of 15 minutes with the following limits: 

(i) Group PSR/CPSR.  The maximum is 24 units per day for 
adultsPSR and CPSR-I and 16 units per day for 
childrenCPSR-ST. 
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(ii) Individual PSR/CPSR.  The maximum is six units per 
day.  Children under an ODMHSAS Systems of Care program 
may be prior authorized additional units as part of an 
intensive transition period. 
(iii) Per-Member service levels and limits. CPSR-I is only 
authorized as a Level 4 service. Group and/or individual 
CPSR-ST and adult PSR services provided in combination may 
not exceed the following monthly limits depending upon 
which level for which the member has been approved: 

(I) Level 1: 32 units. 
(II) Level 2: 48 units. 
(III) Level 3: 64 units. 

(iv) EPSDT. Pursuant to OAC 317:30-3-65 et seq., billing 
limits may be exceeded or may not apply if documentation 
demonstrates that the requested services are medically 
necessary and are needed to correct or ameliorate defects, 
physical or behavioral illnesses or conditions discovered 
through a screening tool approved by OHCA or its 
designated agent. The OHCA has produced forms for 
documenting an EPSDT child health checkup screening which 
the provider can access on the OHCA website. 

(E)(F) Documentation requirements. In accordance with OAC 
317:30-5-241.1, the behavioral health service plan developed 
by the LBHP must include the member's strengths, functional 
assets, weaknesses or liabilities, treatment goals, 
objectives and methodologies that are specific and time-
limited, and defines the services to be performed by the 
practitioners and others who comprise the treatment team. 
When PSR/CPSR services are prescribed, the plan must address 
objectives that are specific, attainable, realistic, and 
time-limited. The plan must include the appropriate treatment 
coordination to achieve the maximum reduction of the mental 
and/or behavioral health disability and to restore the member 
to their best possible functional level. Progress notes for 
intensive and skills training outpatient mentalbehavioral 
health, substance abuse or integrated programs may be in the 
form of daily summary or weekly summary notes and must 
include the following: 

(i) Curriculum sessions attended each day and/or dates 
attending during the week; 
(ii) Start and stop times for each day attended and the 
physical location in which the service was rendered; 
(iii) Specific goal(s) and objectives addressed during the 
week; 
(iv) Type of Skills Training provided each day and/or 
during the week including the specific curriculum used 
with member; 
(v) Member satisfaction with staff intervention(s); 
(vi) Progress, or barrier to, made towards goals, 
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objectives; 
(vii) New goal(s) or objective(s) identified; 
(viii) Signature of the lead BHRSqualified professional; 
and 
(ix) Credentials of the lead BHRSqualified professional. 

(G) Non-Covered Services. The following services are not 
considered BHR and are not reimbursable: 

(i) Room and board;  
(ii) educational costs;  
(iii) supported employment; and 
(iv) respite. 

(c) Outpatient Substance Abuse Rehabilitation Services. 
(1) Definition. Covered outpatient substance abuse 
rehabilitation services are provided in non-residential settings 
in regularly scheduled sessions intended for individuals not 
requiring a more intensive level of care or those who require 
continuing services following more intensive treatment regimes. 
The purpose of substance abuse rehabilitation services is to 
begin, maintain, and/or enhance recovery from alcoholism, 
problem drinking, drug abuse, drug dependency addiction or 
nicotine use and addiction. Rehabilitation services may be 
provided individually or in group sessions. 
(2) Limitations. Group sessions may not be provided in the home. 
(3) Eligibility. Members eligible for substance abuse 
rehabilitation services must meet the criteria for ASAM PCC 
Treatment Level 1, Outpatient Treatment. 
(4) Qualified providers. Services may be provided by a LBHP, 
BHRS or CADC within the scope of their practice under state law 
for adults and children. 
(5) Billing limits. Group rehabilitation is limited to two (2) 
hours per session. Group and/or individual outpatient substance 
abuse rehabilitation services provided in combination may not 
exceed the following monthly limits depending upon which level 
for which the member has been approved:  

(A) Level 1: 32 units. 
(B) Level 2: 48 units. 
(C) Level 3: 64 units. 

(6) Documentation requirements. Documentation requirements are 
the same as for PSR services as set forth in 30-5-
241.3(b)(5)(F). 

(b)(d) Medication training and support. 
(1) Definition.  Medication Training and Support is a documented 
review and educational session by a registered nurse, or 
physician assistant focusing on a member's response to 
medication and compliance with the medication regimen.  The 
review must include an assessment of medication compliance and 
medication side effects.  Vital signs must be taken including 
pulse, blood pressure and respiration and documented within the 
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medical or clinical record.  A physician is not required to be 
present, but must be available for consult.  Medication Training 
and Support is designed to maintain the member on the 
appropriate level of the least intrusive medications, encourage 
normalization and prevent hospitalization. 
(2) Limitations. 

(A) Medication Training and Support may not be billed for 
SoonerCare members who reside in ICF/MR facilities. 
(B) One unit is allowed per month per patient. 
(C) Medication Training & Support is not allowed to be billed 
on the same day as pharmacological management. 

(3) Qualified professionals.  Must be provided by a licensed 
registered nurse, or a physician assistant as a direct service 
under the supervision of a physician. 
(4) Documentation requirements - Medication Training and Support 
documented review must focus on: 

(A) a member's response to medication; 
(B) compliance with the medication regimen; 
(C) medication benefits and side effects; 
(D) vital signs, which include pulse, blood pressure and 
respiration; and 
(E) documented within the progress notes/medication record. 
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STATE OF OKLAHOMA 
OKLAHOMA HEALTH CARE AUTHORITY 

 
 
TO:  Tywanda Cox 
   Health Policy 
 
FROM:  Traylor Rains 

Policy & Planning/OKDMHSAS 
 
SUBJECT: Rule Impact Statement 

APA WF # 12-19 
 

A. Brief description of the purpose of the rule: 
 
Outpatient Behavioral Health rules are revised to: (1) 
Clarify that behavioral health rehabilitative services 
are adjunct (enhancing) interventions designed to 
complement more intensive behavioral health therapies 
and interventions; (2) Limit BHRS services to age 
appropriate target populations for children and 
eliminate coverage to children under the age of 6 unless 
medical necessity requires an exception pursuant to 
EPSDT requirements; and (3) Impose limits on BHRS 
services which will be based on the individual's level 
of need as determined by standardized assessment tools 
recognized by the Oklahoma Department of Mental Health 
and Substance Abuse Services (ODMHSAS) and OHCA. 

 
B. A description of the classes of persons who most likely 

will be affected by the proposed rule, including classes 
that will bear the cost of the proposed rule, and any 
information on cost impacts received by the agency from 
any private or public entities: 
 
SoonerCare members in need of behavioral health 
rehabilitative services and behavioral health providers 
will be affected by the rule, but there will be no added 
cost to any of these parties.  

 
C. A description of the classes of persons who will benefit 

from the proposed rule: 
 
SoonerCare members in need of behavioral health 
rehabilitative services will benefit from this rule, as 
the changes are intended to improve the quality of the 
services provided. 
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D. A description of the probable economic impact of the 

proposed rule upon the affected classes of persons or 
political subdivisions, including a listing of all fee 
changes and, whenever possible, a separate justification 
for each fee change: 

 
There is potential for economic impact on Outpatient 
Behavioral Health Agencies that provide Psychosocial 
Rehabilitation Services. The proposed rule changes are 
focused on creating a behavioral health rehab service 
delivery model designed to help prevent rehabilitation 
diminishing return by remaining within reasonable age 
and developmentally appropriate daily limits. The limits 
placed on utilization in some instances will have a 
direct effect on a provider agency's total reimbursement 
potentially resulting in a loss of revenue.  

 
E. The probable costs and benefits to the agency and to any 

other agency of the implementation and enforcement of 
the proposed rule, the source of revenue to be used for 
implementation and enforcement of the proposed rule, and 
any anticipated effect on state revenues, including a 
projected net loss or gain in such revenues if it can be 
projected by the agency: 

 
The changes implemented by the proposed rule are 
expected to yield a total budget savings for the 
Oklahoma Department of Mental Health and Substance Abuse 
Services (ODMHSAS) in the amount of $7,823,775 
($2,814,994 State) in SFY 2013 and $18,777,062 
($6,755,986) in SFY 2014.  
 

F. A determination of whether implementation of the 
proposed rule will have an economic impact on any 
political subdivisions or require their cooperation in 
implementing or enforcing the rule: 

 
There is no economic impact on political subdivisions, 
and cooperation by political subdivisions in 
implementing or enforcing the rule is not required.  

 
G. A determination of whether implementation of the 

proposed rule will have an adverse effect on small 
business as provided by the Oklahoma Small Business 
Regulatory Flexibility Act: 
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The Agency has determined that there will be potential 
adverse effects on small businesses in Oklahoma. In 
order to ensure proper utilization of services, the 
Agency is proposing to impose reimbursement limits on 
Psychosocial Rehabilitation services. The limits placed 
on utilization in some instances will have a direct 
effect on a provider Agency's total reimbursement 
potentially resulting in a loss of revenue.  
  

 
H. An explanation of the measures the agency has taken to 

minimize compliance costs and a determination of whether 
there are less costly or non-regulatory methods or less 
intrusive methods for achieving the purpose of the 
proposed rule: 
 
The Agency has taken measures to determine that there is 
no less costly, non-regulatory method or less intrusive 
method for achieving the purpose of the proposed rule. 

 
I. A determination of the effect of the proposed rule on 

the public health, safety and environment and, if the 
proposed rule is designed to reduce significant risks to 
the public health, safety and environment, an 
explanation of the nature of the risk and to what extent 
the proposed rule will reduce the risk: 

 
The proposed rule should have a positive effect on 
public health and safety, and should have no effect on 
the environment. The proposed rule will ensure that 
individuals in need of behavioral health rehabilitative 
services have access to quality healthcare services in 
the appropriate amount, duration and scope. 

 
J. A determination of any detrimental effect on the public 

health, safety and environment if the proposed rule is 
not implemented: 

 
The Agency does not believe that there will be a 
detrimental effect on the public health, safety or 
environment if the proposed rule is not implemented.  

 
K. The date the rule impact statement was prepared and if 

modified, the date modified: 
 

The rule impact statement was prepared November 7, 2012. 
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Exchange Recommendations 

The centerpiece of the Patient Protection and Affordable Care Act (ACA) is the development of American 
Health Benefit Exchanges (HIX).  Billed by HHS to “provide competitive marketplaces for individuals and 
small employers to directly compare available private health insurance options on the basis of price, 
quality, and other factors… (HIX) enhance competition in the health insurance market, improve choice of 
affordable health insurance, and give small businesses the same purchasing power as large businesses."i  
HHS Secretary Sebelius indicates “Exchanges offer Americans competition, choice, and clout…Insurance 
companies will compete for business on a transparent, level playing field, driving down costs; and 
Exchanges will give individuals and small businesses the same purchasing power as big businesses and a 
choice of plans to fit their needs.”ii 

Despite these overarching goals, the recent NGA meeting and CCIIO State Exchange Grantee meeting 
left states with notable concerns.  With less than two years remaining for HIX to be operational, HHS 
leadership has not provided the necessary guidance and critical information needed for states to make 
decisions around Exchanges.    HHS has not released a model of the federal HIX or addressed the 
underlying policies that will govern such an Exchange.   The proposed regulations depict an unfavorable 
model of state-based Exchanges and leave many critical questions unanswered.   Currently, there is 
limited information on how federal information technology (IT) systems will work and how these 
systems will interface with state systems.   Essential to state Exchange planning but yet to be released by 
HHS:  proposed rules, final regulations, and the essential benefits.   Finally, there is no timeline for when 
these regulations will be finalized and when the lingering questions will be answered.  This distinct lack 
of direction results in deep disquiet about the federal state of preparation and the confusion that may 
ensue in 2013.    

States are placed in a challenging situation and must make a decision between two dubious options:(1) 
implement the ACA and develop a state-based Exchange or (2) yield  control of a large portion of their 
historically state regulated insurance market to the federal government.    With no federal model to 
review, states cannot evaluate if ceding control of an Exchange to the federal government is in their best 
interest.  Yet, the current environment makes it difficult for any state to establish an Exchange.  
Establishment requires implementing an unpopular law, around a largely untested concept, and 
attempting to conform to unrealistic implementation timelines.   

Limited state staffing due to budget restraints, state procurement laws and timelines, the limited 
schedules of State Legislatures, and the required complex IT system development needs make 
implementation of an effective, efficient Exchange by 2014, out of reach for many states.  The federal 
government has yet to provide details around how a federal model will be constructed or how the new 
eligibility "data" hub will work.  Additionally, none of the proposed regulations have been finalized, 
making planning and preparations impractical.   Moving too quickly may prove to be a wasted effort, as 
looming Supreme Court decisions may render the entire law void or limit its effectiveness.   Even if a 
state is successful in standing up an Exchange, the necessary swift implementation puts the state at high 
risk for early systems failures.  Finally, but arguably most importantly, by operating an Exchange states 
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are also placed in the middle of wide public outcry when premiums  rise; the increase in premiums is 
inevitable given ACA's changes to  insurance laws and the risk pooliii.   

 

Insurance Cost Will Increase  

Evidence is mounting to suggest that the cost of insurance will rise as a result of the ACA regulations.  
While new insurance rating rules expand access to health insurance, they also have the consequence of 
increasing premium cost for many Americans.  The new insurance rating rules will increase premium 
cost in the following ways: 

1. By adding required benefits.  The essential benefits will contribute to an increase in the basic 
cost of insurance and potentially force some Americans to buy coverage they do not need.    

2. Demographic and risk profile changes in the marketplace will also contribute to increased costs.  
For example, if employers drop coverage, especially early retiree programs, older more costly 
individuals may enter the risk pools.   Increased premium costs  and the relatively weak penalty 
for not having health insurance will result in a high propensity for less healthy individuals to 
purchase insurance.     Additionally, little is known about the health status and risk profiles of 
the currently uninsured population; experience shows that uninsured populations have pent-up 
demands for health care services resulting in higher than expected initial costsiv. 

3. High risk pools relieve some of the uncertainty about unknown risks in uninsured populations 
and put downward pressure on premium cost by removing the highest risks from the general 
risk pool.  Over the last three decades, 35 states have implemented high risk pools. These pools 
segment the highest cost individuals from the traditional marketplace.  While high risk pool 
enrollees typically account for between 2% and 8% of individually insured lives, the population 
represents approximately 15% to 30% of total claim expense within the individual market.  The 
ACA allows states to continue high risk pools but contains no supporting provisions or 
explanations of how high risk pools fit in the post 2014 environment. If, in the face of this 
inconsistency, states disband these pools in 2014, this population will join the commercial 
marketplace.  This result will drive up costs for all Americans.   

4. Additional upward pressure on premium costs comes from new provider and carrier 
assessments created to pay for the ACA tax credits and Medicaid expansion. These new costs 
will be included in premiums and passed on to consumers.   

5. Finally, the expansion of the Medicaid program will exacerbate provider cost-shifting as the ACA 
did not sufficiently address adequate reimbursement for Medicaid providers.    

All of these factors could both individually and collectively drive up costs.  
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Exchanges will not impact cost trends: 

An Exchange, either federal or state-based is not likely to impact the cost trajectory.   The ACA requires 
that pricing be the same both on and off the Exchange and requires combined risk pools on and off 
Exchanges.  Thus, an Exchange cannot offer prices different than the general market and should not be 
billed to lower insurance premiums.  HHS offers states the option of operating an ‘active purchaser’ 
Exchange that would ‘negotiate prices with carriers’; however, such a model is likely to backfire.  It will 
reduce the overall number of carriers and thus reduce competition.    

America must preserve a competitive marketplace to ensure choice, maximize quality and lower costs.   
An Exchange, state or federal, provides value to consumers.  It provides a venue to obtain streamlined 
cost and quality data, and as specified in the ACA, provides lower income individuals with subsidies to 
purchase health insurance; the increase in individuals purchasing insurance should promote competition 
and drive pricing among plans.  However, HIX as envisioned by HHS have a questionable future in our 
states.    

The federal government has no enforcement authority over the Exchange.  It does not fund the 
Exchanges past implementation and the first year of operations.  Yet, to monitor Exchanges HHS 
proposes to expand the subservient relationship between states and the federal government used in 
Medicaid Programs.   If a state chooses to create an Exchange, it accepts liability for the operational 
costs into perpetuity and therefore states must have maximum, uncompromised flexibility under the 
law.  Recognizing that a framework of maximum state flexibility is essential to proper functioning of 
Exchanges, we offer the following recommendations. 

Exchange Structure: 

Exchanges should serve as a conduit to the market place and provide cost and quality information.  
Exchanges, both state and federal should be a channel for the free market to work appropriately.  They 
should not attempt to impose price controls or negotiate prices with health plans. Such an approach 
may limit the number of choices for consumers and thwart competition over the long term.   

With the Supreme Court decision pending, states cannot be expected to rush consideration of a state-
based HIX.   Under the current circumstances, the entire law may be voided.  If the law is upheld, 
Congress and HHS should consider providing states with more time for implementation and should allow 
establishment funding to continue after 2015.  In the meantime, HHS should reconsider options and, as 
the funding timeline is not defined in the ACA, should not impose a deadline of June 2012 on Exchange 
grant funding.   States cannot prepare grant applications when so many large issues are unanswered and 
states do not have the tools to determine what model best suits their needs.  Implementation timelines 
and funding cycles should be extended.   For example, states that choose to allow the federal 
government to establish an Exchange on their behalf may still need funding to prepare for a federal 
Exchange.  However, with no information available on what those needs will be, states cannot 
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adequately prepare a grant application. HHS has yet to provide a model of a federal HIX, final 
regulations, or cost models for the federal partnership options.  States need these items to strategically 
plan their Exchanges and HHS needs to indicate the expected released dates for all essential Exchange 
documentation.         
 
In the absence of federal guidance, we offer these suggestions: 
 
The current regulations disallow the possibility of privately operated HIXs.  Similar to the way states 
contract for Medicaid managed care services, states should have the flexibility to contract with private 
HIXs to carry out non-eligibility HIX functions.  Additionally, states should have the flexibility to ‘license’ 
private HIX that meet state requirements to allow consumers to have a choice of Exchanges.   There are 
many vendors in the private market that are already performing Exchange type functions.  State 
governments should not be forced to compete with the private market and should instead leverage the 
experience of the private market to improve quality for consumers.  A federal exchange should also 
consider this operational model. 
 
An additional burden in the proposed regulations is the imposition of the Medicaid State Plan process as 
the process for the approval of Exchange plans, forms, and any significant modifications to Exchange 
operating procedure.  The Medicaid State Plan amendment process has not worked well for Medicaid 
Programs and should not be replicated for Exchanges.  States should not have to seek permission for 
every change made to state-based Exchanges.  Exchanges must be able rapidly to respond to market 
fluctuations; requirements to seek federal permission for changes through a lengthy approval process 
threaten Exchange effectiveness.  
 
State Flexibilities: 
 

1. Essential Benefits 
HHS should release the essential benefit regulation without further delay.  However, no state 
should be forced to comply with a one-size fits all federal approach and the essential benefits 
should be treated as guidelines for states to consider.  In Secretary Sebelius’s letter to 
republican governors, she indicates that a state can add benefits to the list of essential benefits.  
We do not consider that to be an acceptable approach, states should be able to add or subtract 
from the essential benefits, based on local values and concerns.  Congress and HHS should work 
together to address this issue.  

 
2. State Insurance Department Authority 

States have vast experience through their insurance departments to assess the viability of 
carriers.  States should determine the types of carriers that can offer health plans through their 
Exchanges and should be allowed to develop their own criteria.  Federal guidelines, including 
quality guidelines, should be optional for states.    To sell insurance in a state-based or federally 
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facilitated Exchange, federal multi-state plans should be required to be certified by state 
departments of insurance. 

 
3. Plan Selection 

State-based HIX should have the flexibility to determine the types of plans offered through their 
Exchanges.   States should be allowed to provide consumers and subsidized individuals access to 
the full range of choices that will be provided off Exchanges, including plans that do not meet 
the metallic structure outlined in the ACA.   Additionally, Congress should move quickly, and 
HHS should be prepared to grant waivers, to remove restrictions from the ACA that thwart the 
offering of consumer directed health plans.  Specifically, similar to the individual market, there 
should not be limitations on the dollar value of deductibles in the small group market. 

 
4. Enrollment Periods 

We recognize the importance of limited open enrollment periods to mitigate risk, but state-
based Exchanges should be allowed to determine the timing of their open enrollment periods.  
The HHS proposed structure could create eligibility and staffing issues for states, as states’ 
systems are not set up to handle large volumes during defined periods.  Additionally, the open 
enrollment periods proposed by HHS will force states to bring in additional resources to 
complete eligibility for Medicaid and other assistance programs during those high volume 
periods.   This will occur whether states are operating Exchanges or not.  States should be 
allowed to staff this effort with temporary workers.   Requiring the use state employees to 
complete eligibility does not allow states to downsize their workforce after open enrollment 
periods and will result in unnecessary costs.    

 
5. Navigators 

States should be able to design their own Navigator programs and should be allowed to leverage 
current volunteer programs, as they see fit.   Without a long-term federal funding source, there 
should be no requirement of states to fund navigator programs. 

6. Premium Collection 
Premium collection is not specifically required in the ACA and HHS should not require premium 
collection functionality in the SHOP Exchange.  Employers and insurers currently have effective 
premium payment and collection processes in place.  Requiring Exchanges to collect premiums 
in the small group market duplicates functionality already present in the market and will 
increase Exchange operational costs and Exchange liability, potentially at state expense. 

7. Maximum State Flexibility 
A pillar of flexibility is that there are certain functions that no state should be required to take 
on.  These functions may include determining the premium tax credits, processing and enforcing 
individual mandate exemptions, and related reporting functionality.  A state may determine that 
it is more efficient for these functions to be included on the federal side of the equation for a 
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state-based exchange.  To serve these cases, tools could be developed at the federal level in a 
way that each state's exchange could interface with the federal system and overall costs could 
be reduced. There may be little value in developing 50 different tools to administer and enforce 
a federal program; especially when the federal government is developing these tools to be used 
as part of the federal exchange.   

 
Federal Exchange Options: 
States need information on the federally facilitated Exchange(s).  Despite requests from states over the 
past 18 months, we have limited understanding of how a federally facilitated Exchange will operate.   To 
make strategic decisions around Exchange implementation, we must clearly understand the underlying 
policies that will govern a federally facilitated Exchange.  States that elect a federally facilitated 
Exchange must have direct representation on any federal Exchange governing Board.  States that are not 
operating an Exchange need to understand the resources required to coordinate state agencies with a 
federal Exchange.  
 
States need to prepare their eligibility systems and HHS must provide, without further delay, the 
specifications for the federal data hub.   Regardless of whether a state establishes an Exchange, these 
systems must be upgraded to support eligibility based on Modified Adjusted Gross Income (MAGI).    
States must also understand any intention to charge states to access the federal hub, so that we can 
consider this in our planning and decision making.  If there is a cost to access the federal hub, then 
states should not be required to use it.    
 
States are not aware of any databases that include information on which employers offer health 
insurance.  Guidance is needed on how to determine if an employee has employer sponsored coverage 
available and on how a state is supposed to assess affordability of employer sponsored insurance.  HHS 
must provide, without delay, processes describing how these functions will be accomplished. 
 
The federal partnership options outlined at the CCIIO meeting departed from the options previously 
discussed with states; these options do not constitute partnerships.   Instead they put forth rigid 
requirements that offer little benefit.  For example, in the case of eligibility functions, states should have 
the choice of maintaining their Medicaid eligibility.  
 
HHS must provide more options for states through a menu of choices.   States also need assistance in 
understanding the costs involved for a partnership model and how state integration costs will be 
addressed before any commitments can be made.    
 
Exemptions from the federally created individual mandate should be performed and funded by the 
federal government and should not be required of state-based Exchanges.   This is a federal mandate 
that should not be enforced by states.   
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A federal Exchange should not duplicate state functions.  States should remain responsible for insurance 
markets and should have control over which carriers offer plans in their state. 

For a state that does risk adjustment and reinsurance no federal allpayer database is needed.  States 
should not be required to turn over data.  

                                                           
i Department of Health and Human Services Notice of Proposed Rulemaking. 45 CFR 155 and 156.  July 11, 2011. 

ii HHS Press release July 11, 2011.  http://www.hhs.gov/news/press/2011pres/07/20110711a.html  

iii  ACA Impact on Premium Rates in the Individual and Small Group Markets.  Milliman Health Care Exchange Issue 
Brief: Indiana Exchange Policy Committee. http://in.gov/aca/files/ACAImpactonPremiumRates_v_June_2011.pdf 

Higher Costs and the Affordable Care Act. The Case of the Premium Tax.  American Action Forum March, 2011.  
http://americanactionforum.org/sites/default/files/Case%20of%20the%20Premium%20Tax.pdf  

iv Milliman Health Reform Briefing Paper.  Experience under the Healthy Indian Plan: The short-term cost 
challenges of expanding coverage to the uninsured. August, 2009. 
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A
T the 2011 Conservative Political Action Conference,

Indiana governor Mitch Daniels observed that to

turn the United States into a european-style social

democracy, the Left “need only play good defense.

The federal spending commitments now in place will bring

about the leviathan state they have always sought. The health-

care travesty now on the books will engulf private markets and

produce a single-payer system or its equivalent, and it won’t

take long to happen.” We even know the drop-dead date: Jan. 1,

2014. That’s when Obamacare takes full effect, and it’s less

than three years away. 

On that date, the feds will compel you to purchase health

coverage, dictate the content of that health insurance, slap

government price controls on it, and begin handing out hun-

dreds of billions of dollars in new entitlement spending. The

relatively minor provisions of the law that have taken effect

to date are already killing jobs, increasing premiums and

taxes, reducing take-home pay, causing private-insurance

markets to collapse, and throwing Americans out of their

health plans. Yet today’s cost increases and other dislocations

will look like the good old days compared with what Amer -

icans will suffer when—if—they allow Obamacare to take

full effect. The nonpartisan Congressional Budget Office

projects, for example, that Obamacare will permanently

eliminate 800,000 jobs by 2021. That’s not to mention any

temporary job losses.

even more ominous: Obamacare is already creating con-

stituencies dedicated to its preservation. For months, the

Obama administration has been writing checks to states,

seniors, and employers, and trumpeting the implicit subsidies

that flow from the law’s price controls, all with the goal of pro-

tecting Obamacare by making more and more people depen-

dent on it. 

Such efforts have so far failed to make the law popular. Polls

still show that a majority or plurality of the public opposes the

law, as has been the case since the first draft of Obamacare was

introduced in Congress in June 2009. The latest Rasmussen

poll finds that 84 percent of Republicans and 59 percent of

independents favor repeal. Not even the $250 checks that the

legislation is sending seniors have won them over: The latest

Kaiser Family Foundation poll shows that their opposition is

now higher than at any point since enactment (59 percent).

That will change if Obamacare is still on the books in 2014.

Tens of millions of Americans will begin to receive thousands

of dollars each in government subsidies, whether through

an expanded Medicaid program or Obamacare’s new health-

insurance “exchanges.” Medicare’s chief actuary predicts that

these state-based exchanges will slowly crowd out other pri-

vate coverage (such as through employers) until “essentially

all” Americans get their health insurance through them. Just as

important, whatever private insurance companies are still

standing in 2014 will begin enrolling tens of millions of cus-

tomers through the same channels. With boots on the ground

and deep pockets, these two constituencies will quash any

effort to eliminate their new subsidies. Public opinion may

even turn in favor of the law—not because Obamacare works,

but because tens of millions of people will be dependent on it

for their health insurance. 

What this means is that opponents may never have more

power to chart Obamacare’s course than they do right now. In

particular, the decisions that federal and state officials make

today could determine whether the 2012 elections produce a

Congress and president who are willing to repeal the law.

In other words, the iron is hot.

Congressional Republicans appear to grasp the weight of

this moment. They are doing everything they can to ensure that

Obamacare never sees the year 2014: forcing votes on repeal-

ing and defunding the law, and undertaking a two-year cam-

paign to expose its harmful effects. Unfortunately, their efforts

are being undercut by their friends back home.

R
ATheR than beat their plowshares into swords, Obama -

care opponents in most state capitols are laying the

bureaucratic foundations for the law’s new entitlement

spending and lending it legitimacy by accepting its debt-

financed federal grants. Secretary of health and human

Services Kathleen Sebelius boasts that 48 states have already

accepted at least $1 million each from the federal government

to help them plan their exchanges. 

It’s not just Democrats who have taken the money. Wis -

consin governor Scott Walker has won plaudits for staring

down government-worker unions and returning a $637,000

Obamacare grant. Yet Walker accepted a $38 million Obama -

care grant to help get Wisconsin’s exchange up and running.

Kansas governor Sam Brownback voted against Obamacare

when he was in the U.S. Senate. Yet he has accepted a $32 mil-

lion Obamacare grant and is allowing his Republican insur-

ance commissioner, Sandy Praeger, to forge ahead with creating

a Kansas exchange. 

Wisconsin and Kansas are two of the 26 plaintiff states in

Florida v. HHS, the case in which a federal court ruled that

Obamacare is unconstitutional and void. In response to that

ruling, Walker’s attorney general, J. B. Van hollen, declared

the law “dead” in Wisconsin, a reality no less true in the other

plaintiff states. Yet Brownback and Walker accepted their $30

million–plus Obamacare grants after the ruling. Some gover-

nors, including Idaho Republican Butch Otter, have said that

the fact that they are accepting Obamacare grants and holding

exchange-planning meetings does not mean they have decided

to create an exchange. But taking the money lends legitimacy

to a law that Otter himself is suing to overturn as unconstitu-

tional. To date, only two governors—Florida’s Rick Scott and
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Alaska’s Sean Parnell, both Republicans—have refused to

accept any Obamacare money or create any Obamacare

bureaucracies. 

While Obamacare takes a beating in Congress, the federal

courts, and the court of public opinion, why are so many

opponents acting as its agents? Some state officials say they

are hedging their bets. “Some legislators think the state ver-

sion of the exchange is their only option, even if they don’t

want it,” explains Twila Brase, president of the Minnesota-

based Citizens’ Council for Health Freedom. “They think the

federal exchange is an absolute certainty and that they’ll have

more power over it if it’s a state-built exchange.” But that

rationale rests on the false premise that Obamacare can be

fixed, or its damage mitigated, if it is implemented the right

way. 

Obamacare confronts states with a veiled Hobson’s choice.

The law provides that in 2014, each state will have its own

health-insurance exchange where individuals who don’t have

job-based coverage may purchase a federally regulated and

subsidized (but “private”) health plan. States that develop and

obtain federal approval of an exchange blueprint by 2013 may

administer their own exchanges in 2014. In states that choose

not to create an exchange, HHS will step in to create and

administer one. 

The veil is the assurance that states will be able to tailor their

exchanges. Sebelius audaciously claims that Obamacare “is

built on the belief that states understand their health-insurance

markets better than anyone else. As such, it puts the states in

the driver’s seat to lead the process.” Other supporters have

sought to frighten Republican governors into implementing

the law by holding out the nightmare scenario of the federal

government’s administering the exchanges. Who administers

the exchanges, however, is unimportant. What counts is who

writes the rules that govern them. Those rules will be written

entirely in Washington. 

Unfortunately, many Republican governors have taken the

bait. “We cannot let the insurance exchange default to federal

control,” says a spokesman for Ohio governor John Kasich,

“so we are moving forward with the planning that is required

to make the exchange work best for Ohio.” A spokesman for

Georgia governor Nathan Deal put it more forcefully: “The

state cannot halt midstream, because that would be irrespon -

sible. It would put us too far behind if our litigation is not

successful in the end.” But federal control is not just the

exchanges’ default setting—it’s the only setting.

In a February 24 letter to the nation’s governors, Sebelius

extolled the four types of flexibility that Obamacare allows

states in shaping their exchanges: 1) States can restrict insurers

from participating; 2) states can add even more benefit man-

dates than Obamacare requires; 3) come 2017, states can

opt out of Obamacare by creating a single-payer health-care

system; and 4) states can adopt their own “governance struc-

ture” and “operational philosophy.” In sum, states can impose

harsher regulations than Obamacare requires and can choose

who sits on their exchange’s board. That’s it. The only addi-

tional latitude the Obama administration has offered came

when President Obama told the National Governors Asso -

ciation that he is open to letting them launch single-payer

systems in 2014 rather than 2017. (Vermont governor Peter

Shumlin is champing at the bit.) States already had all these

powers, of course, and would continue to possess them if

Obamacare were repealed tomorrow. What states need, and

Obamacare denies them, is the power to remove the law’s

harmful regulations, which will block market competition and

cost-saving innovations.

Running their own exchanges won’t empower states to pre-

vent both the most economical and the most comprehensive

health plans from disappearing from their markets. Affordable

plans will disappear because Obamacare requires all pur-

chasers to buy whatever coverage Sebelius mandates as

“essential,” a definition that will grow ever broader, as such

definitions always do. The law’s price controls will require

insurers to charge everyone of a given age the same premium,

regardless of whether an actuarially fair premium might be

$5,000 or $50,000. Even state-run exchanges would see

comprehensive health plans crumble under the weight of too

many patients who cost $50,000 but pay far less. Nor can state-

run exchanges prevent other dimensions of quality from erod-

ing. Even in state-run exchanges, the sickest patients would

struggle to get their claims paid by insurers who are trying to

avoid, mistreat, and dump them, because that is what Obama -

care’s price controls reward.

States that run their own exchanges will likewise be power-

less to prevent HHS from loading health-savings-account

(HSA) plans down with mandated benefits. They will have no

power to save HSAs from Obamacare’s “medical-loss ratio”

and “minimum actuarial value” requirements, both of which

threaten to destroy health savings accounts. 

Twenty-one Republican governors recently told Sebelius

that she should prepare to administer their states’ exchanges

unless HHS 1) provides them “complete flexibility” in running

their exchanges; 2) waives all of Obamacare’s benefit man-

dates; 3) waives the provisions that threaten HSAs; and

4) gives states “blanket discretion” to move non-disabled

Medicaid enrollees into the exchanges. There is zero chance

that Sebelius will accede, because she cannot. Granting the

first three demands would mean repealing most of Obama -

care’s central requirements: the price controls on health in -

surance, the individual mandate, and the medical-loss-ratio

requirements, for starters. That would require an act of

Congress. Obamacare vests vast discretionary power in the

HHS secretary, but not this much.

3 5

Affordable plans will disappear because Obamacare
requires all purchasers to buy whatever coverage

Kathleen Sebelius mandates as ‘essential.’
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I
T’S the fall of 2006. John Partilla, an Upper West Side adver-

tising executive, meets Carol Anne Riddell, a local news

anchor. Like-minded and both brimming with energy, they

hit it off; within five years, they’re exchanging vows. But

when the New York Times covers their wedding, it sparks a blaze

of controversy. Why? 

Partilla and Riddell were already married when they met—at

their children’s pre-kindergarten. In fact, their families became

friends. But rather than “deny their feelings and live dishonestly,”

they decided to abandon their spouses and children. As the Times

put it, “All they had were their feelings, which Ms. Riddell

described as ‘unconditional and all-encompassing. . . . It was a

gift . . . but I had to earn it. Were we brave enough to hold hands

and jump?’” 

Just days before Partilla and Riddell’s story appeared in the

Times, Robert P. George, Ryan T. Anderson, and I posted online

an article to be published in the Harvard Journal of Law and

Public Policy defining and defending what we called the “conju-

gal view” of marriage, according to which marriage is inherently

the union of one man and one woman. We showed how redefin-

ing civil marriage to include same-sex romantic partnerships

would speed the cultural currents that led Partilla and Riddell to

“jump,” and thus seriously harm the common good. Recently in

these pages (“Two Views of Marriage,” Feb. 7), Jason Steorts

published a counterargument that, while not mentioning Riddell

and Partilla, amounts to a brief in their defense. 

That counterargument is false in almost every dimension.

Steorts builds a faulty theory of marital love on a confused

account of the human person. He construes marriage as “maxi-

mal experiential union”—a goal that, to the extent that it is in -

telligible at all, would put undue strain on spouses, obscure the

value of norms specific to marriage (like permanence and exclu-

sivity), and bulldoze the topography of non-marital relationships.

It would thus tend to undermine the marriage culture, and with it

the welfare of spouses and children. But it would also affect the

unmarried, by obscuring the special value and social prestige of

other forms of intimacy. Steorts’s view, imbued with sentimen-

talism, is in fact less humane than the view it would displace. 

Steorts wrote his argument with enough acuity to flag certain

common philosophical errors, but not enough care to avoid

A
nd even that act of Congress would not fix

Obamacare. The new entitlement spending, in

Medicaid and the exchanges, would begin flowing

in 2014 as scheduled. The law would still impose an enor -

mous unfunded Medicaid mandate on states. My colleague

Jagadeesh Gokhale estimates that new York State would get

hit the hardest, being forced to shell out an additional $66 bil-

lion over the first ten years. Indeed, the “blanket discretion”

these governors seek to move Medicaid enrollees into the

exchanges, aside from being a fairly shameless ploy to shift

the cost of their Medicaid programs to taxpayers in other

states, would entrench Obamacare by making millions of

current Medicaid enrollees dependent on the exchange sub -

sidies.

Sebelius’s official response to the governors was, effec-

tively, “drop dead.” Having received this answer, the 21

governors should stick to their guns and join Scott and

Parnell by refusing any additional Obamacare funds, return-

ing the funds they have heretofore received, and declaring

that they will not create any Obamacare exchanges. Brase

argues that such a move might doom the exchanges because

HHS likely cannot create that many without the help of state

officials. “The future is uncertain about a federal ex -

change,” she explains. “Why should we do the feds’ work

when they might never achieve the exchange without our

help?” 

There is simply no rationale for implementing an exchange

that stands up to scrutiny. Some governors have indulged the

fantasy that they can create a better exchange, one that does

not comply with Obamacare. It’s an audacious stratagem. But

ask yourself: What insurance company will participate in an

exchange that flouts federal law? Before you answer, remem-

ber that the federal government is some insurance companies’

largest customer. 

And remember that every new bureaucracy is itself a con-

stituency for more government. 

It would be better that states not create exchanges at all.

“Anytime you can keep a government from setting up any

bureaucracy of any sort,” writes Charlie Arlinghaus of new

Hampshire’s free-market Josiah Bartlett Center for Public

Policy, “it is a victory.”

There is no good way, or even a less-bad way, for states or

the feds to implement Obamacare’s exchanges or other central

elements. Permitted to stand, Obamacare will reduce Amer -

icans’ incomes, harm their health, and decrease their freedom.

The only way to fix it is to demolish it.

“Collaboration in setting up exchanges only encourages the

corporate interests who will profit from them and sends a sig-

nal that ‘repeal and replace’ is not serious,” writes the Pacific

Research Institute’s John R. Graham. Rather than spend any

time, money, or energy creating constituencies for Obamacare,

Graham writes, “we have to discourage implementation,

totally and immediately.” 

In The Bridge on the River Kwai, the British POW Colonel

nicholson recognizes that his collaboration with his Japanese

captors was madness, and gives his life to undo it. State law-

makers need to have a similar epiphany about Obamacare,

before things reach the point where correcting their mistakes

will cost them their political lives. Unlike soldiers, politicians

aren’t into self-sacrifice.

|   w w w. n a t i o n a l r e v i e w. c o m M A R C H 2 1 , 2 0 1 13 6

Mr. Girgis is a Ph.D. candidate in philosophy at Princeton University and a
2008 Rhodes Scholar. He can be reached at sgirgis@princeton.edu. Portions of this
essay are adapted from his article “What Is Marriage?” (co-authored with Robert P.
George and Ryan T. Anderson), which appeared in the Winter 2011 issue of the
Harvard Journal of  Law and Public Policy and is available at
http://tinyurl.com/realmarriage.
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No Exchanges, No Excuses 
  

By Michael F. Cannon 
  
President Barack Obama’s government takeover of health care is vulnerable.  One year after 
enactment, it has suffered two major defeats in the courts and enjoys the support of just 38 
percent of Americans. The furious assaults that opponents are mounting in Congress and the 
courts are being undercut, however, by well-meaning yet misguided opponents who are building 
the architecture of ObamaCare in their states. 
 
Today, the key battleground in the fight to repeal ObamaCare is the struggle to prevent states 
from creating health insurance “Exchanges.”  That law’s insurance regulations will make health 
care more costly and scarce.  Its subsidies to private insurance companies will add trillions to the 
national debt.  Exchanges are the government bureaucracies that will enforce those regulations 
and dole out that cash. 
 
States have the option of creating their own Exchanges.  If a state doesn’t, Washington will 
create one.  Yet state-run Exchanges would have no meaningful autonomy.  As evidence, the 
Obama administration recently announced it will commandeer any state-run Exchange that falls 
short of full compliance with ObamaCare. 
 
The administration wants Exchanges set up yesterday, in part because Exchange employees 
would owe their power and paychecks to ObamaCare, and would therefore immediately join the 
fight against repeal.  Moreover, if Exchanges are allowed to start doling out billons of taxpayer 
dollars in 2014, insurers will plow much of that money back into fighting repeal.   
 
The administration could create only a few Exchanges itself by 2014, and is therefore intensely 
lobbying governors and state legislatures to do the heavy lifting.  Private insurers (who want 
their subsidies) and state insurance commissioners (who fear for their jobs) are doing the same.  
The administration is even tapping one of ObamaCare’s infamous “slush funds,” which allows 
them to spend unlimited taxpayer dollars to encourage states to create Exchanges.   
 
Fortunately, the ObamaCare lobby is meeting significant resistance from governors, tea-party 
activists, and rank-and-file Republicans.  “Creating any kind of Exchange is just throwing a 
lifeline to an unconstitutional law that’s a disaster for patients, for taxpayers, and for businesses,” 
says Gov. Rick Scott (R-FL), the first governor to refuse to create an Exchange.  “We’re not 
going to do that in Florida.”  Governors Sean Parnell (R-AK), Bobby Jindal (R-LA), and Rick 
Perry (R-TX) soon joined him.   
 
Gov. Susana Martinez (R-NM) vetoed legislation to create an Exchange, while legislators in 
Arkansas, Colorado, Georgia, Montana, Missouri, New Hampshire, and South Carolina have 
also defeated Exchanges, at least temporarily.   
 
Yet some ObamaCare opponents, including Governors Bob McDonnell (R-VA), Sam 
Brownback (R-KS), are creating Exchanges despite their conviction that the law is 
unconstitutional and illegitimate.   
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No less troubling are Governors Butch Otter (R-ID), Mary Fallin (R-OK), Scott Walker (R-WI), 
and others who make a show of rejecting ObamaCare funds but flirt with creating an Exchange 
anyway.  The theory, advanced by the conservative Heritage Foundation, is that “market-
friendly” Exchanges will offer an “alternative vision to ObamaCare.”   
 
These governors are following Heritage scholars into the same trap former Massachusetts Gov. 
Mitt Romney (R) did.  By the time Romney’s “market-friendly” Exchange reached his desk in 
2006, it was so anti-market that Congress used it as the blueprint for ObamaCare.   
 
Not even conservative states can resist the forces that cause these government bureaucracies to 
metastasize.  In 2005, Heritage scholars helped Utah create a “market-friendly” Exchange that 
has since grown increasingly regulatory.  If that Exchange isn’t already an arm of ObamaCare by 
2014, it will become so when Washington commandeers it.   
 
The idea that states can strike a blow against big government by creating new government 
bureaucracies is just plain nutty.  Free-market advocates who think they are creating market-
friendly government bureaucracies are merely giving the Obama administration the rope it will 
use to hang them.   
 
This week, the House voted to repeal ObamaCare’s Exchange-creation slush fund.  The 
Congressional Budget Office estimates that bill would reduce federal deficits by $14 billion over 
10 years.  Yet eliminating the administration’s ability to buy rope would not affect states that are 
giving it away for free.   
 
There is no such thing as a non-ObamaCare Exchange.  Americans who seek better, more 
affordable health care need to adopt a simple rule: no Exchanges, no excuses.  
 
Michael F. Cannon is director of health policy studies at the Cato Institute and coauthor of 
Healthy Competition: What’s Holding Back Health Care and How to Free It. 
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Exhibit A 

RULE IMPACT STATEMENT 

 

TITLE 310.  OKLAHOMA STATE DEPARTMENT OF HEALTH 

CHAPTER 667.  HOSPITAL STANDARDS 

 

 

1.   DESCRIPTION:  The proposed new rule language ensures that all live 

infants born in Oklahoma are protected against Hepatitis B disease by 

receiving the birth dose of Hepatitis B vaccine within twelve hours of 

birth.  This change is necessary because not all pregnant women at 

risk of transmitting the Hepatitis B virus to their newborn during 

birth are identified prior to delivery. The effect of this new rule 

language will be to help prevent perinatal Hepatitis B infection in 

infants born in licensed hospitals in Oklahoma. 

 

2.   DESCRIPTION OF PERSONS AFFECTED AND COST IMPACT RESPONSE: Persons most likely 

to be impacted are all live infants born in Oklahoma. The federally 

funded Vaccines for Children (VFC) Program currently provides hepatitis 

B vaccine to infants and children who are uninsured, underinsured, 

Native American, or Alaskan Indian.  This vaccine is required by state 

law for admission into school or daycare and is covered by private 

insurance and Medicaid, as well as VFC. 

 

3.   DESCRIPTION OF PERSONS BENEFITING, VALUE OF BENEFIT, AND EXPECTED HEALTH 

OUTCOMES:  All Oklahomans will benefit from the proposed rule change 

because vaccination of all infants will provide lifelong protection from 

the disease, eventually leading to the eradication of the transmission 

of disease to others and will eliminate costs associated with chronic 

liver disease, cancer, and death related to hepatitis B. 

 

4.   ECONOMIC IMPACT, COST OF COMPLIANCE AND FEE CHANGES:  The federally funded 

Vaccines for Children (VFC) Program currently provides hepatitis B 

vaccine to infants and children who are uninsured, underinsured, Native 

American, or Alaskan Indian.  This vaccine is required by state law for 

admission into school or daycare and is covered by private insurance and 

Medicaid, as well as VFC.  Because the vaccine is already administered 

as a required vaccine, there should not be any additional financial 

impact to the general public from this rule change. 

 

5.   COST AND BENEFITS OF IMPLEMENTATION AND ENFORCEMENT TO THE AGENCY:  The cost 

to the Department to implement the amendments will be approximately 

$1,250.00 to cover the costs of rule drafting, adoption, publication, 

distribution, and education. The proposed rules will be implemented and 

enforced by existing Department personnel and will have no anticipated 

effect on state revenues. 

 

6. IMPACT ON POLITICAL SUBDIVISIONS: There will be no cost to political 

subdivisions. Any costs to political subdivisions will be covered by the 

federally funded Vaccines for Children (VFC) Program, private insurance, 

and Medicaid.  

 

7. ADVERSE EFFECT ON SMALL BUSINESS:  None 
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8.   EFFORTS TO MINIMIZE COSTS OF RULE:  The HIV/STD Service has been working 

with individual hospitals to ensure utilization of readily available VFC 

vaccine for their patients.  These vaccines are free of charge to the 

hospital.  Also, by mandating the use of standard orders, the hospital 

eliminates the inefficiency of requiring individual physician orders for 

each live birth.  After years of working with facilities, we believe 

that the proposed rule change is the only means to effectively achieve 

universal hepatitis B vaccine administration of Oklahoma infants. 

 

9. EFFECT ON PUBLIC HEALTH AND SAFETY:  Transmission of hepatitis B disease 

is greatly reduced by administering hepatitis B vaccine to 

individuals.  The efficacy of the vaccine is approximately 98% to 

infants after three doses.  The vaccine administered within 12 hours 

of birth is 70-95% effective at preventing transmission to the infant 

when the mother is infected with hepatitis B. 

 The following excerpt is from the December 23, 2005, issue of the 

Centers For disease Control's Morbidity and Mortality Weekly Report: 

Hepatitis B virus (HBV) is a bloodborne and sexually 

transmitted virus. Rates of new infection and acute disease are 

highest among adults, but chronic infection is more likely to 

occur in persons infected as infants or young children. Before 

hepatitis B vaccination programs became routine in the United 

States, an estimated 30%–40% of chronic infections are believed 

to have resulted from perinatal or early childhood transmission, 

even though <10% of reported cases of hepatitis B occurred in 

children aged <10 years (1). Chronically infected persons are at 

increased lifetime risk for cirrhosis and hepatocellular 

carcinoma (HCC) and also serve as the main reservoir for 

continued HBV transmission. 

Hepatitis B vaccination is the most effective measure to 

prevent HBV infection and its consequences. Since they were first 

issued in 1982, recommendations for hepatitis B vaccination have 

evolved into a comprehensive strategy to eliminate HBV 

transmission in the United States. A primary focus of this 

strategy is universal vaccination of infants to prevent early 

childhood HBV infection and to eventually protect adolescents and 

adults from infection. Other components include routine screening 

of all pregnant women for hepatitis B surface antigen (HBsAg) and 

postexposure immunoprophylaxis of infants born to HBsAg-positive 

women, vaccination of children and adolescents who were not 

previously vaccinated, and vaccination of unvaccinated adults at 

increased risk for infection.  

Source: Centers for Disease Control and Prevention. A 

comprehensive immunization strategy to eliminate transmission of 

hepatitis B virus infection in the United States: recommendations 

of the Advisory Committee on Immunization Practices (ACIP); Part 

1: Immunization of Infants, Children, and Adolescents. MMWR 

2005;54(No. RR-16):[inclusive page numbers], 

http://www.cdc.gov/mmwr/pdf/wk/mm5506.pdf. 

The Department's Perinatal Hepatitis B Program identified 83 babies 

born to hepatitis B surface antigen (HbsAg) positive women in Oklahoma 

in 2010. The Centers for disease Control recommends that infants born 

to HbsAg positive women be given hepatitis B immune globulin (HBIG) 
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and hepatitis B vaccine within 12 hours of birth. Seventy (85.4%) of 

the babies born in Oklahoma hospitals received both injections within 

12 hours, seventy-five (91.5%) received both injections within 24 

hours and seventy-seven (93.9%) received both injections within 48 

hours of birth. Fifty-two (63.4%) of the infants had received HBIG and 

all three hepatitis B vaccines by 12 months of age. 

The effect of this new rule language will be to help prevent 

perinatal Hepatitis B infection in infants born in licensed hospitals 

in Oklahoma. 

 

10. DETRIMENTAL EFFECTS ON PUBLIC HEALTH AND SAFETY WITHOUT ADOPTION:  If this 

rule change did not occur, there will continue to be infants born to 

mothers who are infected with hepatitis B, who will not receive 

hepatitis B vaccine at birth.  There is as high as a 90% rate of 

infection to those infants with 90% of infected infants becoming 

chronic carriers, with potential to infect others throughout their 

lifetime and risk of early complications and death related to 

hepatitis B disease. 

 

11. This rule impact statement was prepared August 23, 2011. 
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ADMINISTRATIVE AGENCY RULE REPORT 

75 O.S. Supp. 2000, § 303.1 

SUBMITTED TO THE GOVERNOR AND TO THE LEGISLATURE 

 

1. Date the Notice of Intended Rulemaking was published in the Oklahoma Register:   
 December 1, 2011, Vol. 29, No. 6 Ok Reg 82, Docket No. 11-1050 

 

2. Name and address of the Agency: 

Oklahoma State Department of Health 

1000 N.E. Tenth Street 

Oklahoma City, Oklahoma  73117-1299 

 

3. Title and Number of the Rule: 

Title 310. Oklahoma State Department of Health 

Chapter 667. Hospital Standards 

 

4. Citation to the Statutory Authority for the Rule: 

Title 63 O.S. Sections 1-104 (B)(2), 1-705(a), and 1-707(A)(9) 

 

5. Brief Summary of the Content of the Adopted Rule: 

The proposed new rule language ensures that all live infants born in Oklahoma are protected 

against Hepatitis B disease by receiving the birth dose of Hepatitis B vaccine within twelve 

hours of birth except on grounds of medical reasons or that such vaccination conflicts with 

their religious tenets or personal beliefs. 

 

6. Statement explaining the Need for the Adopted Rule: 

This change is necessary because not all pregnant women at risk of transmitting the Hepatitis 

B virus to their newborn during birth are identified prior to delivery. The effect of this new 

rule language will be to help prevent perinatal Hepatitis B infection in infants born in 

licensed hospitals in Oklahoma. 

 

7. Date and Location of the Meeting at which such Rules Were Adopted: 

Adopted February 14, 2012, in the offices of the Oklahoma State Department of Health. 

 

8. Summary of the Comments and Explanation of Changes or Lack of any Change Made in 

the Adopted Rules as a Result of Testimony Received at Public Hearings: 

No comments were received during the comment period or during the public hearing. 

 

9. List of Persons or Organizations Who Appeared or Registered For or Against the 

Adopted Rule at Any Public Hearing Held by the Agency or Those Who Have 

Commented in Writing Before or After the Hearing: 

No comments were received during the comment period or during the public hearing. 

 

10. Rule Impact Statement:  Hereto annexed as Exhibit A. 

 

11. Incorporation by Reference Statement:  "n/a" 
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12. Members of the Governing Board of the Agency Adopting the Rules and the Recorded 

Vote of Each Member: 

 

Jenny Alexopulos, D.O. – President – absent 

Alfred Baldwin, - aye 

Martha Burger - aye 

Richard G. Davis, D.D.S. - aye 

Terry R. Gerard, D.O. - absent 

Murali Krishna, Vice-President, M.D. – aye 

Barry Smith, J.D. – aye 

Cris Hart-Wolfe, Secretary-Treasurer – aye 

Ronald Woodson, M.D. - aye 

 

13. Additional information: Information regarding this rule may be obtained by contacting Tom 

Welin, Chief, Medical Facilities, Protective Health Services, Oklahoma State Department of 

Health, 1000 N.E. 10th Street, Oklahoma City, OK 73117-1299; telephone: (405) 271-6576; 

electronic mail: tomw@health.ok.gov. 
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TITLE 310. OKLAHOMA STATE DEPARTMENT OF HEALTH 

CHAPTER 667.  HOSPITAL STANDARDS 

 

 SUBCHAPTER 13.  INFECTION CONTROL 

 

310:667-13-5.  Universal birth dose hepatitis B vaccination. 

 All Oklahoma birthing hospitals shall implement a procedure to ensure 

that the hepatitis B vaccination is administered to all live infants 

within twelve hours of birth and recorded in the Oklahoma State 

Immunization Information System.  A parent or guardian may refuse 

hepatitis B vaccination of their newborn on the grounds of medical 

reasons or that such vaccination conflicts with their religious tenets 

or personal beliefs.  A refusal based on medical reasons shall include a 

statement in the medical record by a physician stating that the physical 

condition of the newborn is such that the vaccination would endanger the 

life or health of the child and that the child should be exempt from the 

vaccination requirement.  A refusal based on the parent’s or guardian’s 

religious tenets or personal beliefs shall be documented in the 

newborn’s medical record. 
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NAME OF AGENCY: 
Oklahoma State Department of Health 

TYPE OF DOCUMENT: 
Statement of submission for gubernatorial and legislative 

review 
LIAISON VEIUFICATION: 

I verify that I have reviewed the attached document and that it 
substantially conforms to filing and format requirements of the 
APA and the rules of the Secretary of State. Additional 
information may be obtained by contacting me at 405-271-9444, 
extension 57209. 

~-£~ 
Health Resources Development Service and 
Agency Rule Liaison 

(date) -------------------------
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TITLE 360. OKLAHOMA STATE AND EDUCATION EMPLOYEES GROUP 
INSURANCE BOARD 

CHAPTER 1. ADMINISTRATIVE OPERATIONS 

SUBCHAPTER 1. GENERAL PROVISIONS 

360:1-1-1.5. Definitions 
The following words and terms as defined by the Oklahoma State and Education 

Employees Group Insurance Board shall have the following meaning unless the content clearly 
indicates otherwise: 

"Adverse determination" means a determination by or on behalf of the Board or its 
designee utilization review organization that an admission, availability of care, continued stay or 
other healthcare service is a covered benefit but, after review, based upon the information 
provided, does not meet the Board's requirements for medical necessity, appropriateness, 
health care setting, level of care or effectiveness, and the requested service is therefore denied, 
reduced, or terminated. 
fat __ "The Board" means the eight [8] members designated by statute [74 O.S. §1303(1)]. 

"Grievance Panel" means the Board's independent constitutionally created 
administrative court. [Con st. Art. 7. § 1.] 

"Independent review organization" means the Board's Grievance Panel with exclusive 
authority and jurisdiction to conduct independent external reviews of all adverse determinations 
rendered by or on behalf of the Board or its designee utilization review organization. 
tb) __ "OSEEGIB" means the Oklahoma State and Education Employees Group Insurance 
Board. 

SUBCHAPTER 3. THE BOARD 

360:1-3-8. Confidentiality of medical records 
(a) All information, documents, medical reports and copies thereof contained in a member's 
insurance file held by OSEEGIB shall be confidential and shall not be reviewed by unauthorized 
parties, without written permission of the individual or provider, or by court order. The 
confidentiality of a member's information is maintained when the member's information held by 
OSEEGIB is utilized for health management and communicated among: 

(1) employees of OSEEGIB; 
(2) OSEEGIB's contracted third party administrators and consultants; 
(3) providers to the member~ and 
(4) the member, according to statutory provisions for privilege and confidentiality or 
written agreements to protect the confidentiality and non-disclosure of the information. 

(b) OSEEGIB will honor only medical Authorizations signed by a covered employee or 
dependent within one [1] year of the date the Authorization was signed, unless rescinded or a 
shorter period of time has been specified. 
(c) A member's health information is protected by this rule and the Health Insurance 
Portability and Accountability Act of 1996 (HIPAA) privacy regulations as codified in 45 Code of 
Federal Regulations Parts 160 and 164. 

SUBCHAPTER 5. GRIEVANCE PANEL AUTHORITY AND HEARING PROCEDURES 

360:1-5-1. Access to Grievance Panel; request for hearing 
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(a) Grievance Panel Authority. The Board has established a grievance procedure by 
which an independently appointed three [3] member Grievance/review Panel shall act as an 
appeals body and the exclusive remedy: 

(1) For complaints by insured employees regarding the allowance and payment of 
claims, eligibility, benefits, provision of services, or other matters; 
(2) To conduct independent external reviews of all adverse determinations rendered 
by or on behalf of the Board or its designee utilization review organization. 

(b) Court Administrator Appointees. The Court Administrator shall designate Grievance 
Panel members as shall be necessary. The members of the Grievance Panel shall consist of 
two [2] retired active Judges licensed to practice law in this state and one [1] state licensed 
health care professional or health care administrator who has at least three [3] years practical 
experience, has had or has admitting privileges to a State of Oklahoma hospital, has a working 
knowledge of prescription medication, or has worked in an administrative capacity at some point 
in their career. 
(c) Governor Appointees. The state health care professional shall be appointed by the 
Governor. At the Governor's discretion, one or more qualified individuals may also be 
appointed as an alternate to serve on the Grievance Panel in the event the Governor's primary 
appointee becomes unable to serve. 
(d) Right to a Hearing. Except for grievances settled to the satisfaction of both parties prior 
to a hearing, any aggrieved covered member who requests in writing a hearing before the 
Grievance Panel shall receive a hearing before the panel. 
(e) Exclusive remedy. The grievance procedure provided by this subchapter shall be the 
exclusive remedy available to insured employees having complaints against the Board. Such 
grievance procedure shall be subject to the Oklahoma Administrative Procedures Act, including 
provisions thereof for review of agency decisions by the district court. 
Will Aggrieved covered member.Timely request for a Hearing. Any covered member 
aggrieved regarding the allowance and payment or denial of claims, eligibility, benefits and 
provision of services, adverse determinations, or other matters may request a hearing before 
the Grievance Panel [hereinafter referred to as Panel] to determine the validity of the grievance. 
All requests for hearings must be filed within one [1] year from the date the member is notified of 
a denial of the claim, benefit or coverage. After more than one [1] year from the date the 
member was first notified of an allowance, payment, or denial of a claim, benefit, coverage, or 
other matter, the matter shall be deemed finally resolved. 
f91.{g} Aggrieved member covered by an HMO. Any member covered by an HMO is entitled 
to a hearing before the Panel in the same manner as all other covered members. The member 
must exhaust the HMO's internal grievance procedure, except for an emergency or if the HMO 
fails to timely respond, before requesting a grievance panel hearing. The member must file, 
along with his request for hearing, a written certification from the HMO that the member has 
exhausted said procedure, or a detailed explanation of the emergency or of the HMO's failure to 
respond. 
fetih.l Submission of Request for Hearing. The Request for Hearing shall be in writing on a 
form provided by OSEEGIB for such purpose or in writing by the employee if in substantial 
compliance with the form and shall contain the following information: 

(1) Name of employee, Social Security Number and address; 
(2) Name of dependent for whom claim was submitted, if not the covered employee; 
(3) Name of employee's employing entity, location, and identifying number; 
(4) Nature of claim: Health, Dental, Life, Eligibility, Disability, HIPAA or HMO; 
(5) Date claim submitted for payment, claim number; 
(6) The reason given, if any, by the claims administration contractor for denying the 
claim in whole or in part; and 
(7) A short statement as to the nature of the illness or injury giving rise to the claim. 

2 
581



tdtill Mailing address for submission of Request for Hearing. The Request for Hearing 
shall be mailed or delivered to OSEEGIB to the attention of Attorney- Grievance Procedures, at 
3545 N. W. 58th Street, Suite 110, Oklahoma City, Oklahoma 73112. 

360:1-5-7. Final order; appeals 
(a) Final Order. The Panel shall enter a Final Order within no more than forty-five [451 days 
after the date of the hearing in all cases in which evidence and testimony has been offered and 
admitted.in all cases heard. The Final Order shall separately state all Findings of Fact, 
Conclusions of Law and an Order approving or denying the claim. 
(b) District Court appeals. The Panel's Final Order shall be considered a final decision of 
OSEEGIB for purposes of appeal. Any party to the hearing has the right to appeal to District 
Court from Final Orders entered by the Panel. This appeal shall be governed by the 
Administrative Procedures Act, 75 O.S. §301, et seq., and by other pertinent statutes such as 
740.S. §1301,etseq. 

360:1-5-8. Scheduling of hearings 
All requests for hearings regarding the allowance and payment or denial of claims. 

eligibility, benefits, provision of services, adverse determinations, or other matters shall be 
presented to, and heard by the Grievance Panel in open court within sixty [60] days of receipt of 
the properly submitted written request, unless the matter is: settled to the satisfaction of both 
parties; continued by agreement of the parties; or the Panel orders a continuance for good 
cause shown. 
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TITLE 360. OKLAHOMA STATE AND EDUCATION EMPLOYEES GROUP 
INSURANCE BOARD 

CHAPTER 10. STATE AND EDUCATION EMPLOYEES HEALTH, 
DENTAL, VISION AND LIFE PLANS 

SUBCHAPTER 1. GENERAL PROVISIONS 

360:10-1-2. Definitions 
The following words and terms as defined by OSEEGIB, when used in this chapter, shall 

have the following meaning, unless the content clearly indicates otherwise: 
"Administrative error" occurs when the coverage elections the member makes are not 

the same as those entered into payroll for deduction from the member's paycheck. This does 
not include untimely member coverage elections or member misrepresentation. When such an 
administrative error results in underpaid premiums, full payment to OSEEGIB shall be required 
before coverage elected by the member can be made effective. If overpayment occurs, 
OSEEGIB shall refund overpaid funds to the appropriate party. 

"Administrator" means the Administrator of the Oklahoma State and Education 
Employees Group Insurance Program or his designee. 

"Allowable fee" means the maximum allowed amount based on the Health Choice 
Network Provider Contracts payable to a provider by OSEEGIB and the member for covered 
services. 

"Attorney representing OSEEGIB" means any attorney designated by the 
Administrator to appear on behalf of OSEEGIB. 

"The Board" means the eight [8] members designated by statute [74 O.S. §1303(1)]. 
"Business Associate" shall have the meaning given to "Business Associate" under the 

Health Insurance Portability and Accountability Act of 1996, Privacy Rule, including, but not 
limited to, 45 CFR §160.103. 

"Carrier" means the State of Oklahoma. 
"Comprehensive benefits" means benefits which reimburse the expense of facility 

room and board, other hospital services, certain out-patient expenses, maternity benefits, 
surgical expense, including obstetrical care, in-hospital medical care expense, diagnostic 
radiological and laboratory benefits, providers' services provided by house and office calls, 
treatments administered in providers' office, prescription drugs, psychiatric services, Christian 
Science practitioners' services, Christian Science nurses' services, optometric medical services 
for injury or illness of the eye, home health care, home nursing service, hospice care and such 
other benefits as may be determined by OSEEGIB. Such benefits shall be provided on a 
copayment or coinsurance basis, the insured to pay a proportion of the cost of such benefits, 
and may be subject to a deductible that applies to all or part of the benefits as determined by 
OSEEGIB. [74 O.S. §1303 (14)] 

"Cosmetic procedure" means a procedure that primarily serves to improve 
appearance. 

"Current employee" means an employee in the service of a participating entity who 
receives compensation for services actually rendered and is listed on the payrolls and personnel 
records of said employer, as a current and present employee, including employees who are 
otherwise eligible who are on approved leave without pay, not to exceed twenty-four [24] 
months. An education employee absent from employment, not to exceed eight [8] years, 
because of election or appointment as local, state, or national education association officer who 
is otherwise eligible prior to taking approved leave without pay will be considered an eligible, 
current employee. A person elected by popular vote will be considered an eligible employee 
during his tenure of office. Eligible employees are defined by statute. [74 O.S. §1303 and 
§1315] 
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"Custodial care" means treatment or services regardless of who recommends them or 
where they are provided, that could be given safely and reasonably by a person not medically 
skilled. These services are designed mainly to help the patient with daily living activities. These 
activities include but are not limited to: personal care as in walking, getting in and out of bed, 
bathing, eating by spoon, tube or gastrostomy, exercising, dressing, using toilet, preparing 
meals or special diets, moving the patient, acting as companion or sitter, and supervising 
medication which can usually be self-administered. 

"Dependent" means the primary member's spouse (if not legally separated by court 
order), including common-law. Dependents also include a member's daughter, son, 
stepdaughter, stepson, eligible foster child, adopted child or child legally placed with the primary 
member for adoption up to the child's twenty-sixth [261hl birthday. In addition other unmarried 
children up to age twenty-six [26] may be considered dependents if the child lives with the 
member and the member is primarily responsible for the child's support.unmarried child up to 
the child's twenty fifth [2511'\] birthday, regardless of residence, provided that the primary member 
is primarily responsible for the child's support. This includes a stepchild or child who lives with 
the member in a regular parent child relationship, or a child living with the member in a normal 
parent child relationship where the member has adopted the child, or has been appointed 
guardian by a court. It also includes a stepchild who does not live with the member, when the 
primary member's spouse is covered by the Plan and has been ordered by a court to provide 
health insurance for his/her children, regardless of residence. A child may also be covered 
regardless of age if the child is incapable of self-support because of mental or physical 
incapacity that existed prior to reaching age tvt'enty five [25]twenty-six [26]. Coverage is not 
automatic and must be approved with a review of medical information. A disabled dependent 
deemed disabled by Social Security does not automatically mean that this disabled dependent 
will meet the Plan requirements. [74 O.S. §1303(13)]. See additional eligibility criteria for 
disabled dependents over the age of twenty fi\'e [25]twenty-six [26] at 360:10-3-24.1. 

"Durable medical equipment" means medically necessary equipment, prescribed by a 
provider, which serves a therapeutic purpose in the treatment of an illness or an injury. Durable 
medical equipment is for the exclusive use of the afflicted member and is designed for 
prolonged use. Specific criteria and limitations apply. 

"Emergency" means a sudden and unexpected symptom that a prudent lay person, 
who possesses an average knowledge of health and medicine, could reasonably expect that the 
absence of immediate medical attention would result in placing the health of the individual or 
others in serious jeopardy. 

"Enrollment period" means the time period in which an individual may make an 
election of coverage or changes to coverage in effect. 

"Facility" means any hospital, rehabilitation facility, skilled nursing facility, midwifery 
center, ambulatory surgical center, home health agency, infusion therapy entity, hospice 
program, durable medical equipment vendor, radiology facility, dialysis facility, or laboratory 
which is duly licensed under the laws of the state of operation, Medicare certified as applicable, 
and accredited by a nationally recognized accreditation organization that is approved by state or 
federal guidelines, for example, The Joint Commission (formerly JCAHO) or The Commission 
on Accreditation of Rehabilitation Facilities (CARF). 

"Fee schedule" means a listing of one or more allowable fees. 
"Former participating employees and dependents" means eligible former employees 

who have elected benefits within thirty [30] days of termination of service and includes those 
who have retired, or vested through an eligible State of Oklahoma retirement system, or who 
have completed the statutory required years of service, or who have other coverage rights 
through Consolidated Omnibus Budget Reconciliation Act (COBRA) or the Oklahoma Personnel 
Act. An eligible dependent is covered through the participating former employee or the 
dependent is eligible as a survivor or has coverage rights through COBRA. 
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"Health information" means any information, whether oral or recorded in any form or 
medium: (1) that relates to the past, present or future physical or mental condition of a member; 
the provision of health care to a member; or the past, present or future payment for the 
provision of health care to a member; and (2) that identifies the member or with respect to which 
there is a reasonable basis to believe the information can be used to identify the member. 

"Home health care" means a plan of continued care of an insured person who is under 
the care of a provider who certifies that without the Home health care, confinement in a hospital 
or skilled nursing facility would be required. Specific criteria and limitations apply. 

"Hospice care" means a concept of supportive care for terminally ill patients. 
Treatment focuses on the relief of pain and suffering associated with a terminal illness. Specific 
criteria and limitations apply. 

"Initial enrollment period" means the first thirty [30] days following the employee's 
entry-on-duty date. A group initial enrollment period is defined as the thirty [30] days following 
the enrollment date of the participating entity. 

"Insurance Coordinator" means Insurance/Benefits Coordinator for Education, Local 
Government, and State Employees. 

"Maintenance care" means there is no measurable progress of goals achieved, no 
skilled care required, no measurable improvement in daily function or self-care, or no change in 
basic treatment or outcome. 

"Medically necessary" means services or supplies which are provided for the diagnosis 
and treatment of the medical and/or mental health/substance abuse condition and complies with 
criteria adopted by OSEEGIB. Direct care and treatment are within standards of good medical 
practice within the community, and are appropriate and necessary for the symptoms, diagnosis 
or treatment of the condition. The services or supplies must be the most appropriate supply or 
level of service, which can safely be provided. For hospital stays, this means that inpatient 
acute care is necessary due to the intensity of services the member is receiving or the severity 
of the member's condition, and that safe and adequate care cannot be received as an outpatient 
or in a less intensified medical setting. The services or supplies cannot be primarily for the 
convenience of the member, caregiver, or provider. The fact that services or supplies are 
medically necessary does not, in itself, assure that the services or supplies are covered by the 
Plan. 

"Members" means all persons covered by one or more of the group insurance plans 
offered by OSEEGIB including eligible current and qualified former employees of participating 
entities and their eligible covered dependents. 

"Mental health and substance abuse" means conditions including a mental or 
emotional disorder of any kind, organic or inorganic, and/or alcoholism and drug dependency. 

"Network provider" means a practitioner who or facility that is duly licensed under the 
laws of the state in which the "Network provider" operates and/or is accredited by a nationally 
recognized accrediting organization such as The Joint Commission (formerly JCAHO) or The 
Commission on Accreditation of Rehabilitation Facilities (CARF) approved by state or federal 
guidelines, and has entered into a contract with OSEEGIB to accept scheduled reimbursement 
for covered health care services and supplies provided to members. 

"Non-Network out-of-pocket" means the member's expenses include the total of the 
member's deductibles and co-insurance costs plus all amounts that continue to be charged by 
the non-Network provider after the Health Choice allowable fees have been paid. 

"Open enrollment period" means a limited period of time as approved by either the 
Board or the Legislature in which a specified group of individuals are permitted to enroll. 

"Option period" means the time set aside at least annually by OSEEGIB in which 
enrolled plan members may make changes to their enrollments. Eligible but not enrolled 
employees may also make application for enrollment during this time. Enrollment is subject to 
approval by OSEEGIB. 
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"Orthodontia limitation" means an individual who enrolls in the Dental Plan without 
prior group dental coverage being in effect the day before Dental Plan coverage begins will not 
be eligible for any orthodontia benefits for services occurring within the first twelve [12] months 
after the effective date of coverage. Services continuing or occurring after the twelve [12] month 
waiting period will be paid by prorating or according to plan benefits. 

"OSEEGIB" means the Oklahoma State and Education Employees Group Insurance 
Board. 

"Other hospital services and supplies" means services and supplies rendered by the 
hospital that are required for treatment, but not including room and board nor the professional 
services of any provider, nor any private duty, special or intensive nursing services, by whatever 
name called, regardless of whatever such services are rendered under the direction of the 
hospital or otherwise. 

"Participating entity" means any employer or organization whose employees or 
members are eligible to be participants in any plan authorized by or through the Oklahoma State 
and Education Employees Group Insurance Act. 

"The Plan or Plans" means the self-insured Plans by the State of Oklahoma for the 
purpose of providing health benefits to eligible members and may include such other benefits as 
may be determined by OSEEGIB. Such benefits shall be provided on a coinsurance basis and 
the insured pays a proportion of the cost of such benefits. 

"Primary insured" means the member who first became eligible for the insurance 
coverage creating eligibility rights for dependents. 

"Prosthetic appliance" means an artificial appliance that replaces body parts that may 
be missing or defective as a result of surgical intervention, trauma, disease, or developmental 
anomaly. Said appliance must be medically necessary. 

"Provider" means a physician or other practitioner who is duly licensed or certified 
under the laws of the state in which the Provider practices and is recognized by this Plan, to 
render health and dental care services and/or supplies. 

"Schedule of benefits" means the OSEEGIB plan description of one or more covered 
services. 

"Skilled care" means treatment or services provided by licensed medical personnel as 
prescribed by a provider. Treatment or services that could not be given safely or reasonably by 
a person who is not medically skilled and would need continuous supervision of the 
effectiveness of the treatment and progress of the condition. Specific criteria and limitations are 
applied. 

SUBCHAPTER 3. ADMINISTRATION OF PLANS 

360:10-3-24. Dependents 
Eligible dependents may be enrolled by new employees with their coverage effective 

concurrently with the employee's coverage if the member has signed the insurance change form 
requesting such coverage within the member's initial thirty [30] day enrollment period. 
Dependent coverage not elected at that time shall not become available until the next 
enrollment period. Dependents are not eligible for any coverage in which the member is not 
enrolled. When one eligible dependent is covered, all eligible dependents must be covered for 
all elected coverage. The spouse or dependent may elect not to be covered when the spouse or 
dependent is covered by other verifiable group health, dental or vision coverage. The member 
can elect not to cover dependents who do not reside with the member, are married, are not 
financially dependent on the member for support, have other group coverage or are eligible for 
Indian or military health benefits. The spouse may elect not to be covered provided a statement 
signed by the employee and the spouse is submitted to the Insurance/Benefits Coordinator. 
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Dependent's benefits shall only be covered under one primary insured except in the case of 
dependent life. 

(1) When the parent is covered by health insurance, in order for an employee to 
retain coverage after the first forty-eight [48] hours (vaginal delivery) or ninety-six [96] 
hours (caesarian delivery) for his or her own newborn child, a completed insurance 
change form and any appropriate premium for the month of birth must be furnished to 
the Insurance/Benefits Coordinator within thirty [30] days after the date of birth of the 
newborn. Claims incurred for inpatient hospital treatment beyond the first forty-eight [48] 
or ninety-six [96] hours may not be processed or paid for the newborn until the newborn 
has been properly enrolled in the Plan. 
(2) If optional coverage is not selected until after the employee's effective date, but 
within the member's initial thirty [30] day enrollment period, the optional coverage will be 
effective the first [1 51

] day of the month following the date the optional coverage was 
selected. 
(3) In the event a dependent is hospital confined on the day his health coverage 
would otherwise become effective, health coverage for that dependent is not effective 
until the day following his or her final discharge from the hospital. 
(4) Eligible dependents who lose other group health, dental or vision insurance 
coverage may be added to the equivalent health, dental or vision coverage offered 
through OSEEGIB within thirty [30] days after the loss of other group insurance 
coverage without penalty for preexisting conditions or orthodontia limitations if those 
dependents have been continuously covered by other group dental insurance, or have 
been eligible for treatment at military or Indian health facilities. Notice and proof of the 
loss of other coverage and termination date of other coverage must be submitted within 
thirty [30] days after the loss of the other coverage. At the insured's option, in order to 
avoid a break in coverage and the application of the orthodontia limitations, coverage 
under this Plan shall become effective on the first [1 51

] day of the month during which the 
insured actually lost previous coverage, provided the insured pays the full premium for 
that month. Otherwise, coverage shall become effective under this Plan on the first [1 51

] 

day of the month following notice of the loss of other coverage, and any break in 
coverage will result in the application of the orthodontia limitations. 
(5) Newly acquired dependents may be added if the election is made within thirty 
[30] days after the qualifying event, or during the annual enrollment period as 
established by OSEEGIB. Documentation proving the qualifying event may be required. 
The effective date of coverage will be the first [1 51

] day of the month following notification 
to OSEEGIB of the qualified event except for newborn or adopted dependent children. 
(6) Provided all other eligibility requirements are satisfied, newly born or adopted 
eligible dependent children, eligible children for which guardianship has been newly 
granted to the insured or the insured's spouse, or eligible children of which the insured 
has been newly granted physical custody pending adoption, guardianship, or other legal 
custody, may be covered from the first [1 51

] day they are placed in the insured's physical 
custody, only upon payment of the full monthly premium for that individual, not prorated, 
and only after written notice has been given to OSEEGIB within thirty [30] days after 
obtaining physical custody. Copies of all documents relating to the matter are also 
required. 
(7) At the insured's option, coverage for eligible dependent children newly placed in 
the insured's physical custody may become effective on the first [1 51

] day of the second 
month following placement, if written notice is provided within thirty [30] days after the 
date of placement, or at the next option period as established by OSEEGIB. 
(8) If the spouse of a member is insured by this Plan as a dependent and such 
spouse has been ordered by a court to pro'lide health insurance for his children, such 
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children may be insured when they meet all requirements of and provide positive 
evidence in accordance with Board policy within thirty [30] days after the official filing 
date of the court order. 
f9±@2 In the absence of a court order indicating adoption, guardianship, legal 
separation or divorce, an insured may apply for coverage on other unmarried minor 
children living with the insured provided: (1) the insured submits a copy of his most 
recent federal income tax return showing the child was listed as the insured's dependent 
for income tax deduction purposes; and (2) if the last federal income tax form requested 
above does not list the child, the insured shall be required to provide a Declaration of 
Dependency an Application for Coverage for Other Dependent Children form prescribed 
by the Plan; and (3) coverage, wMf:llf approved, shall begin on the first [1s1

] day of the 
month following approval, and will never apply retroactively; and (4) all other applicable 
eligibility requirements must be satisfied; and (5) all necessary premiums have been 
paid. OSEEGIB shall have the right to verify the dependent's status, to request copies of 
the insured's federal income tax returns from time to time, and to discontinue coverage 
for such dependents if they are found to be ineligible for any reason. 

360:10-3-24.1. Eligibility criteria for disabled dependent children over the age of twenty 
five [26]twentv-six [261 

Eligibility criteria for covering a disabled dependent child over the age of twenty five 
~twenty-six [26] pursuant to 74 0. S. §1303(13) are as follows, provided all other eligibility 
requirements are also satisfied: 

(1) It is intended that the following dependent children over the age of t\'t'enty 
five [25]twenty-six [26] are eligible for coverage under this provision: 

(A) A child who has been medically determined to be incapable of 
self-support because of mental or physical incapacity that currently exists 
and has continuously existed since before reaching the age of twenty five 
~twenty-six [26] years; and 
(B) The child is the primary member's natural child, an adopted child, 
a child for whom the primary member has been granted guardianship, or 
a child of the primary member's spouse when the spouse has been 
ordered by a Court to provide health insurance for the child; and 

(i) Eligibility through court appointed guardianship will be 
accepted only for individuals considered to be the primary 
member's immediate family members (such as a child or 
grandchild). Guardianship for others not listed herein will not be 
considered as documentation supporting eligibility for coverage as 
a disabled dependent. The assessment/application for coverage 
must be submitted within thirty [30] days of obtaining legal 
guardianship. Power of attorney, including durable power of 
attorney, does not qualify as guardianship; and 
(ii) Coverage ceases at the end of the month in which the 
primary member's appointment as guardian is terminated. 

(2) Other criteria required for disabled dependent status are: 
(A) For an individual who is a new hire or a re-hire, 
assessment/application for disabled dependent status must be completed 
and submitted to OSEEGIB within thirty [30] days of primary member's 
initial enrollment; 
(B) Primary members must submit a copy of their federal and/or state 
income tax returns for the prior year reflecting their support of the 
dependent. 
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(C) Dependents are eligible only for the coverage in which the primary 
insured is enrolled. Only dependent life insurance can be carried by both 
parents if each is a primary member under the plan; and 
(D) Primary members must apply for disabled dependent status for an 
eligible child at least thirty [30] days prior to the dependent's twenty fifth 
{2&11l}twenty-sixth [26th] birthday. 

(3) Disabled dependent status must be continued for a minimum of one [1] 
year. If the dependent having the disabled status is dropped from coverage, the 
primary member may not reapply for disabled dependent status for the 
dependent for a period of twelve [12] months. The twelve [12] month 
requirement does not apply when the dependent has lost other group coverage. 

360:10-3-25. Termination of dependent coverage 
(a) Waiting period of twelve [12] months. If coverage is discontinued for dependents, the 
employee cannot reapply for the discontinued coverage for any dependents again for at least 
twelve [12] months. Reinstated coverage shall be subject to penalty for orthodontia limitations. 
(b) Loss of other group health, dental, vision or life insurance coverage. The twelve 
[12] month requirement does not apply when the dependent has lost other group health, dental, 
vision and/or life insurance coverage and is seeking reinstatement pursuant to Rule 360:10-3-
24(4). 
(c) Dependent reaches age ~~~enty five [26]twentv-six [26]. Coverage will be terminated 
for dependents reaching age twenty five [25]twenty-six [26] on the first [1st] day of the month 
following their twenty fifth [2511l}twenty-sixth [26th] birthday, except disabled dependents who are 
incapable of self-support and who have been deemed eligible for coverage by OSEEGIB. 
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Est Cost of Health Care Services - 100% of all eligibles (6, 7)

FFY 2014 2015 2016 2017 2018 2019 2020

Federal Matching Rate 100% 100% 100% 95% 94% 93% 90%

Federal Reimbursement 502,200,000$   512,244,000$   522,488,880$   506,291,725$   510,981,585$   515,656,523$    509,002,890$    

State Share -$                   -$                   -$                   26,646,933$     32,615,846$     38,812,857$      56,555,877$      

Oklahoman's with Health Care 

Expansion of Medicaid to Cover Adults 

Healthier Oklahoma 

Reduced 
Uncompensated Care 

for Providers 

Additional State Tax / 
Personal Tax 
Collections 

More Jobs 

Other State Dollars 
Available for Re-

Investment 

• 0 to 138% FPL 

• 200,000 currently eligible 

• Family of three income - $25,268  
Adult Eligibility (1) 

• State Share - 0% 

• Federal Share 100% 

• Estimated Annual Fed Reimb - $500 + million 

Cost of Services  (2) 

(for 2014 to 2016) 

• 16,397 Jobs 

• $495 million in payroll 

• $52 million in state / personal tax revenues 

Additional Economic Growth 
(3) 

•Estimated reduction of $324 million 

•Estimated reduction of > 50% 

Reduced Uncompensated 
Care for Providers / Cost 
Shift to the Insured (4) 

•ODMHSAS - $34 million 

•ODOC - $11.2 million 

•OSDH - $2.4 million 

Estimated Other State 
Dollars Available for Re-
Investment (annually) (5) 
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Notes:
(1)  200,000 eligibles assumes that everyone eligible would enroll.  The Congressional Budget Office (CBO) and others have estimated

  that the more realistic % of enrollees would be between 57% and 75%.

(2)  The federal government will participate with 100% FFP through FFY2016; at that time the matching rate begins dropping until

  it levels off at 90% in 2020.

(3)  Economic impacts are based on IMPLAN values used in the "Economic Impact of the Medicaid Program on Oklahoma's Economy,"

  National Center for Rural Health Works, Oklahoma State University, January 2007.    Once again,  this economic impact is based on 100% 

  of all eligibles being enrolled into SoonerCare (Medicaid).

(4)  RWJF / Urban Institute study reported a reduction of uncompensated care of $609 million stemming from the reduction of 338,000

  uninsured Oklahoma's.  If all eligibles enrolled, we would estimate that there would be $324,000 in uncompensated care reduction / 

  cost shift to the insured.

(5)  Currently, other state agencies pay for medical costs for Oklahomans, with 100% state dollars, who under the expansion scenario would 

  be eligible for the new Medicaid with federal participation.

(6)  This represents the estimated costs of services if all eligibles enrolled in the program.  The growth estimate of new eligibles

  per year was calculated at 2%.

(7)  Administrative costs are not included in these calculations.  We would estimate administrative costs to be consistent with

  current administrative costs which are about 3% of program costs.  The federal match on most administrative costs are 50 / 50.  

  There are some exceptions, such as infrastructure costs for new technology is generally at a 90 / 10 match.
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Committees: SENATOR TOM ADELSON 
District 33 
Capitol: 
2300 N. Lincoln Blvd. Room 527A 
Oklahoma City, Oklahoma 73 105-4885 
(405) 521 -555 1 

Business & Labor 
Finance 

Health & Human Services 

E-mail: adelson@okscnate.gov 

Decen1ber 15, 2011 

Governor Mary Fallin 
2300 N. Lincoln Blvd 
Room 212 

Oklahoma City, OK 73105 

Dear Governor Fallin: 

I am writing to request a copy of a lette r you received from Commissioner John 
Doak dated October 15u', 2011 to the Honorable Ka thleen Sebelius, the Secretary of 
the United Sta tes Department of Health and H uman Services. The subject of the 
letter is a Request for Adjustment to the Medical Loss Ration (MLR) for the State of 
Oklahoma. Please include copies of all the original attachments mailed with the 
letter. Thank you for your assistance. 

3~ 
Sena tor Tom Adelson 
District 33 

592



 
Making Effective Connections: With or without Health Benefits Exchanges 
(draft) 
By Tom Miller  
American Enterprise  Institute 
 
The version of health benefits exchanges envisioned in the Affordable Care Act (ACA) is a 
classic example of a limited, but potentially good, idea mutating into a politically driven gateway 
to overregulation, income redistribution, and greater federal government control of health care 
decisions. The more benign concept of exchanges envisioned them as mechanisms to help 
coordinate a common marketplace in which willing insurance buyers and sellers might choose to 
reach private agreements. Exchanges could expand the range of limited choices available to most 
workers employed by smaller firms, as well as to individuals seeking coverage outside the 
workplace. They might serve as impartial clearinghouses for information comparing the features 
and performance of various health insurance plans in a particular market area. Finally, they could 
help connect individuals with taxpayer subsidies available for their insurance choices and even 
consolidate multiple sources of financial contributions for someone’s coverage (multiple 
employers, public subsidies, personal funds) into a single payment platform. 
 

The original case for establishing health insurance exchanges pointed to clear problems 
of affordability, access, and choice in current private insurance markets for individuals and small 
businesses. Although individual insurance markets could not possibly perform as badly as the 
health policy elites (who recoil from them like vampires avoid garlic) commonly believed, their 
customers have been burdened by high loading costs for marketing and administration by 
insurers. The limited role of individual insurance as a residual market product for customers 
lacking better options elsewhere in the pre-ACA insurance world also strained its ability to pool 
and manage risk consistently. The small-group insurance market was, and still is, whipsawed by 
counterproductive state-government regulation, a shrinking base of overburdened small-
employer customers, and a shortage of competitive insurance choices.  
 

Health insurance exchanges are not new ideas. Various types have been proposed for 
years as intermediaries to manage the relationship between insurers and their customers and 
perhaps to better organize insurance markets.  However, finding consensus in identifying 
problems is not the same as agreeing on the actual terms of sustainable solutions. Exchanges can 
be dialed up or down the regulatory spectrum. At one end, they might simply provide some 
standardized comparative information on the benefits, premiums, and service quality offered by 
insurers in a particular market. A little further up the scale, they might distribute private 
payments and public subsidies, simplify insurance purchasing and enrollment, and reduce 
transaction costs. At the other end, they could become the exclusive engineers charged with 
redesigning and overseeing most, if not all, insurance sales and purchases.  

 
 The policy parameters involving the role and power of an insurance exchange include 
whether it is voluntary or mandatory. Does it have an exclusive franchise, or must it compete for 
customers? Over what geographic territory and for which market segments does it operate? Does 
it exercise substantial market power as a purchaser or even more political power as a regulator? 
Does it try to pool similar risks or cross-subsidize very different ones? Does it limit or expand 
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choices of carriers, plans, and benefits? The more you want to try to do, the more regulatory 
complexity you have. You risk overloading each decision with another more sweeping one down 
the road until the exchange starts looking like a public utility commission.     
 

The ACA designed its version of state exchanges to play a much greater, and more 
controversial, role. Their duties include 
 

• Ensuring compliance with tighter federal regulation of health insurance; 
• Expanding state Medicaid programs; 
• Enforcing the individual coverage mandate; 
• Administering the new health law’s income-based subsidies; 
• Policing insurers’ premium prices; and  
• Eventually controlling a much larger share of the private insurance market. 

 
In just about every case under the ACA, the decision was made to go for more rather than 

less, under the assumption that state-run or federally run exchanges would not be able to 
adequately “reform” the insurance marketplace if they left too many stray sheep outside their 
fences. The ACA rules interpreted a level playing field and common rules regarding pricing and 
benefit design as requiring the rest of the private insurance market to conform to the exchange’s 
politically designated operating rules, rather than the other way around. Competing against what 
is most commonly done in the rest of the marketplace and leaving consumers to choose what 
they prefer apparently would be too hard and fail to deliver the desired political outcome.  Of 
course, whether any resulting selection by consumers is called “adverse” depends on whether the 
criterion used is political or personal.  
 

The ACA’s statutory text and subsequent regulatory guidance are full of limits and 
specifications for the range of the required “essential” and other permitted tiers of qualified 
benefits, along with tight restrictions on cost sharing. The main factor in setting some eligibility 
limits (individuals without offers of employer coverage or participating small firms with no more 
than 100 employees) was budgetary. The on-budget costs to taxpayers for moving even more 
millions of Americans into new, more heavily subsidized, exchange-based coverage on a faster 
timetable would be too transparently unaffordable, administratively daunting, and politically 
disruptive.1 In any case, the ACA’s rules for guaranteed-issue and not-so-adjusted community 
rating will be applied nationwide, even to fully insured (if not yet self-insured) private plans 
operating outside the ACA’s exchanges.  

 
The ACA exchanges initially were marketed as a means to provide new choices to those 

largely shut out of the traditional employer-sponsored group health insurance market, as well as 
to smaller businesses struggling to offer or maintain group coverage for their workers. But the 
law authorizes states to expand offers of exchange-based coverage to businesses with more than 
100 employees, starting in 2017. Critics of the expanding role of federal regulation, mandates, 
and subsidies under the ACA regime would argue that this would open the door wider for 
Washington’s dominant market share and more complete regulatory control in whatever remains 
of “private” insurance markets later this decade. When combined with narrow grandfathering 
and grace periods for many existing insurance benefits plans (temporarily protecting them from 
the newer ACA requirements for fully insured health plans)2 that are biased toward an early 
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expiration date, the real goal of the federally directed exchanges appears to be to construct a 
roach motel of centralized regulation, where private plans and their enrollees might check in but 
are not allowed to check out. 
  
 It turns out that to control one thing, and then another thing, and then more and more 
unanticipated things, many congressional legislators and their designated bureaucrats believe 
they will have to control almost everything.    
 
 Not surprisingly, many state officials balked at participating in the ACA’s model for 
“state-run” exchanges, which appeared to be part of a top-down bureaucratic approach for taking 
control of state insurance markets under the guise of implementing the new health law, rather 
than offering a more decentralized, market-driven alternative. Several dozen state governors and 
state legislatures either opposed outright the creation of ACA-compliant exchanges or urged a 
cautious, go-slow approach to further implementation until more details were provided (or the 
Supreme Court decided to overturn the health law as unconstitutional).  
 
 At this point, it appears that a large majority of states will not meet the ACA’s initial 
deadline of January 1, 2013, for federal certification that their state-based exchanges will be 
ready to operate one year later, when the law’s expansion of exchange-based health insurance 
coverage is supposed to begin. HHS has proposed several alternative ways to establish health 
exchanges by that date, including state-federal partnerships (in which states perform at least 
some of the required exchange functions) and federally facilitated exchanges (mostly a new 
name for federally run exchanges).3 However, any of those approaches to developing functional 
health benefits exchanges under the ACA faces major obstacles: 
 

1. Most states will either refuse to set up their own exchanges or prove unable to do so 
for political or technical reasons. 

  
2. The administrative challenges in orchestrating necessary data streams from multiple 

sources (to determine applicants’ eligibility for federal subsidies), creating essentially “new” 
insurance markets, and handling a potential surge in demand for such coverage remain daunting 
and unprecedented. 

  
3. Serious legal questions about the actual statutory authority of federally run exchanges 

to administer premium subsidies remain unresolved, and they are likely to dilute the power of 
any arguments that states must set up their own exchanges to avoid losing control over a 
federally run exchange in their state.4 
 
 What should states do? One option is to simply stand back and hope that federally run 
exchanges will be unsuccessful and collapse for a combination of political, legal, and 
administrative reasons. This is politically appealing in states where opposition to this part of the 
ACA runs strong, although it leaves unaddressed what other sorts of health insurance reforms 
may still be needed within states. 
 

Another option is to approve initial versions of their own state-based exchanges that 
operate under very different and more market-friendly rules not likely to comply with current 
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Obama administration regulatory guidance.5 5   For example, such state-run exchanges would be 
likely to adopt an “any willing seller” approach to insurer eligibility, rather than operate as an 
active, exclusive purchaser that prescreens participating insurers to gain bargaining leverage and 
ensure their compliance with standardized coverage benefits and premium rate limits. They 
would operate more like a market facilitator of new coverage options (for state residents seeking 
individual coverage and for small businesses looking for alternatives to traditional group 
coverage), rather than as administrators of an expanded “public” insurance program similar to 
Medicaid. Flexibility, choice, and open competition would be more important than 
standardization, selective contracting, and compulsion.  

 
Such exchange-like mechanisms would involve willing consumers, private providers, and 

employer sponsors as partners rather than as subjects. Administrators would focus on normal 
oversight to ensure compliance with existing state and federal laws, without trying to expand 
them further. Exchange rules would be adopted to mesh with current state rules for the rest of the 
state-regulated market, rather than the opposite. Health benefits guarantees would be kept to a 
minimum, with a broad interpretation of rough actuarial equivalence ensuring opportunities for 
innovation and preference-sensitive variation.  

 
Such state exchanges would rely much more on developing and disseminating consumer-

empowering, impartial information about coverage options, rather than on enacting and 
enforcing choice-limiting regulation. Once a state sets the very basic parameters for insurance 
plans, it would allow carriers to innovate and differentiate their products, as long as they 
adequately inform potential consumers at the point of purchase. State administrators would focus 
on enhancing consumer education, engagement, and empowerment with information tools. They 
would contractually outsource most of the technical operations to private vendors and maintain 
the difference between providing a single shopping point for convenience and requiring an 
exclusive destination for political control.     
 
 Nevertheless, political suspicion remains widespread in many states that the temptation 
for regulatory overreach in exchange-like mechanisms cannot be kept in check, given the ACA’s 
underlying plan to use them primarily as an enforcement arm for its insurance rules and a 
distribution channel for its income-based premium subsidies. Quite simply, any state officials 
involved in establishing a state-run exchange in jurisdictions opposed to most of the ACA’s 
mandates and regulations will be seen as aiding and abetting the latter, rather than vigorously 
resisting them.  
 
  Hence, many states wanting to improve their insurance markets for individuals and small 
firms will need to consider establishing a different type of mechanism. It would operate 
primarily to ensure that beneficiaries can be connected seamlessly with taxpayer subsidies for 
health insurance and useful information for making their coverage choices. To avoid the pitfalls 
of setting up an exclusive political franchise, states should provide these subsidy connectors only 
as a competitive option within the larger insurance marketplace. They may also encourage the 
further growth of nonexclusive private exchanges as either competitors or replacements for state-
sponsored ones. If any such nonexchange exchanges serve a useful role and provide competitive 
advantages, consumers will choose voluntarily to purchase insurance through them. Their market 
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share would be determined by the decisions of willing buyers, rather than the designs of political 
brokers. Consumers can redesign their local insurance markets by voting with their own money.  
 
                                                        
1 As the Obama administration’s principles for health reform were converted into legislative language, the White 
House had to master a difficult political balancing act. This involved reassuring many Americans anxious about 
disruptions to their current health coverage and care arrangements or about mounting federal budget deficits, while 
offering more generously subsidized health benefits to lower-income constituents. The reassurance component 
necessitated reaching an initial truce with employer-sponsored insurance plans. Keeping employers’ “private” 
money on the table also helped limit the net budget cost of the first installment of insurance coverage growth. 
Relying on expanded Medicaid eligibility as a less expensive way to accomplish about half of the total targeted 
coverage expansion allowed federal dollars to be stretched further, given Medicaid’s very low reimbursement rates 
for providers. The public-plan option was politically radioactive to highly energized grassroots opponents, who 
feared that the legislation would quickly lead to a single-payer system. Moreover, the combination of vastly 
expanded “public plan” Medicaid coverage and much tighter political regulation of “private” insurers in subsidized 
health insurance exchanges accomplished most of the larger political objective of increasing dependency on 
politically brokered health care, with fewer of the red lights signaling a more direct and expensive expansion of 
Medicare-like coverage to displace private insurance intermediaries. The final law relied on ambiguity, deferred 
decision making, and administrative complexity to dampen political concerns about a federal takeover of 
traditionally private spheres of health care decision making. However, gaining permanent regulatory authority over a 
vast expanse of health care operations and decisions—regardless of how many blanks needed to be filled in later—
fulfilled a crucial political imperative for Democratic party leaders. It also facilitated the continued, less-threatening 
appearance of private operation of most current health care arrangements, albeit under tighter—and potentially 
expanding—political management. See Thomas P. Miller, “Health Reform: Only a Cease-Fire in a Political Hundred 
Years’ War,” Health Affairs 29, no. 6 (2010): 1–5. 
2 Annie L. Mach and Bernadette Fernandez, “Private Health Insurance Market Reforms in the Patient Protection and 
Affordable Care Act,” Congressional Research Service, November 1, 2011. See Appendix B, “Applicability of 
Market Reforms to Health Plans” (19). 
3 Health and Human Services Department, Patient Protection and Affordable Care Act; Establishment of Exchanges 
and Qualified Health Plans; Exchange Standards for Employers (Final Rule March 27, 2012), 
www.federalregister.gov/articles/2012/03/27/2012-6125/patient-protection-and-affordable-care-act-
establishment-of-exchanges-and-qualified-health-plans. 
4 Critics of an Internal Revenue Service final rule issued in May 2012 argue that it directly contradicts the actual 
statutory language of the Affordable Care Act for exchange-based health insurance. See Jonathan H. Adler and 
Michael F. Cannon, “Taxation without Representation: The Illegal IRS Rule to Expand Tax Credits under the 
PPACA” (Case Research Paper Series in Legal Studies Working Paper 2012-27, July 2012), 
http://papers.ssrn.com/sol3/papers.cfm?abstract_id=2106789; State of Oklahoma ex rel Scott E. Pruitt v. 
Kathleen Sebelius and Timothy Geithner (Case No. CIV-11-030-RAW, Amended Complaint for Declaratory and 
Injunctive Relief), www.healthreformgps.org/wp-content/uploads/Amended_complaint.pdf; and James F. 
Blumstein, Testimony before House Committee on Ways and Means, Health Subcommittee, September 12, 2012, 
http://waysandmeans.house.gov/uploadedfiles/house_ways_and_means_testimony92112.pdf. 
5 Scott Gottlieb and Tom Miller, “How to Reform ObamaCare Starting Now,” Wall Street Journal October 14, 
2010. 
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RGPPC HEALTHCARE WORKING GROUP 
LOCATION TBD  BATON ROUGE, LA 

SUNDAY, NOVEMBER 18 – MONDAY, NOVEMBER 19, 2012 
 

SCHEDULE OF EVENTS 
 
SUNDAY, NOVEMBER 18  
7:00 p.m. – 9:00 p.m.  Early Arrival Dinner 
    Location:  TBD 
 
 
MONDAY, NOVEMBER 19 
8:00 a.m. – 9:00 a.m. Breakfast  

Location: TBD 
 
9:00 a.m. – 12:00 p.m. Working Policy Discussion 

Agenda: TBD 
 
12:00 p.m. – 1:00 p.m. Working Lunch  

Location: TBD 
 
1:00 p.m. – 3:00 p.m. Working Policy Discussion 

Agenda: TBD 
 
3:00 p.m. Meeting concludes  

 
 

   

 

ACCOMMODATIONS 

Hilton Baton Rouge Capitol Center  
201 Lafayette Street 
Baton Rouge, LA 70801 
Telephone: 225-344-5866 
 

TRAVEL INFORMATION 
The Hotel is approximately 12 minutes/ 8 miles from Baton Rouge Metropolitan Airport (BTR). 
 
We can arrange to have you picked up at the airport or taxis are available from a cost of approximately $20.   
 

ATTIRE 
Business casual  
 

RSVP 
Please complete the response form by clicking HERE no later than Tuesday, November 13, 2012.  
For questions Contact Dustin Huffman at or 202-340-8838. 
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RGPPC STAFF 
 
Marie Sanderson  
RGPPC Policy Director 
Email:                         
 
Seth Levey  
RGPPC Policy Advisor     
Email:   
Office:  (202) 662-4157    

 
 
 
 
 
Dustin Huffman 
RGPPC Policy Advisor 
Email:    
Office:  (202) 662-4927 
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From: Rebecca Frazier
To: Denise Northrup; Steve Mullins
Subject: Another Execution
Date: Thursday, February 23, 2012 8:58:19 AM

The execution date for Michael Selsor will likely be scheduled in April or May.  I will let you
know when the date is set. 
 
McAlester News-Capital – Execution date requested for Okla. death row inmate
http://mcalesternews.com/local/x1058961213/Execution-date-requested-for-Okla-death-row-
inmate
 
 

From: Alex Gerszewski 
Sent: Thursday, February 23, 2012 7:50 AM
Subject: 2/23/12 Daily News Clips
 
GOVERNOR MARY FALLIN NEWS
 
Associated Press – Legislative task force recommends creating state health insurance
exchange in Oklahoma
http://www.therepublic.com/view/story/4e1109982b394bb997faf2947fad6734/OK--Health-
Care-Law/
 
McAlester News-Capital – Execution date requested for Okla. death row inmate
http://mcalesternews.com/local/x1058961213/Execution-date-requested-for-Okla-death-row-
inmate
 
The Oklahoman… Editorial – Oklahoma governor’s tax plan neither simple nor universally
endorsed
http://newsok.com/oklahoma-governors-tax-plan-neither-simple-nor-universally-
endorsed/article/3651271
 
The Oklahoman – Oklahoma urged to form its own health insurance exchange
http://newsok.com/oklahoma-urged-to-form-its-own-health-insurance-
exchange/article/3651314
 
Tulsa World – Oklahoma’s response to ‘obamacare’ recommends partial step toward health
exchange
http://www.tulsaworld.com/news/article.aspx?
subjectid=11&articleid=20120223_16_A1_OKLAHO387921
 
Other Oklahoma news
 
The Oklahoman – Rapid-fire attacks across Iraq kill 50 people
http://newsok.com/rapid-fire-attacks-across-iraq-kill-50-people/article/feed/351068
 
The Oklahoman – Medical examiners unable to find cause for Oklahoma State University
plane crash
http://newsok.com/medical-examiners-unable-to-find-cause-for-oklahoma-state-university-
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plane-crash/article/3651484
 
The Oklahoman – Power plant officials deny bribing former Oklahoma state senator
http://newsok.com/power-plant-officials-deny-bribing-former-oklahoma-state-
senator/article/3651265
 
The Oklahoman – Oklahoma should sell unneeded properties, House panel says
http://newsok.com/oklahoma-should-sell-unneeded-properties-house-panel-
says/article/3651337
 
The Oklahoman – Presidential candidate Ron Paul to speak Saturday in Oklahoma City
http://newsok.com/presidential-candidate-ron-paul-to-speak-saturday-in-oklahoma-
city/article/3651331
 
The Oklahoman – Oklahoma City education leaders say they will fight state takeover of
schools
http://newsok.com/okc-education-leaders-say-they-will-fight-state-takeover-of-
schools/article/3651309
 
The Oklahoman – Oklahoma Capitol updates
http://newsok.com/feed/oklahoma-capitol-updates/article/3651344?
custom_click=pod_headline_news
 
The Oklahoman – Oklahoma business briefs
http://newsok.com/oklahoma-business-briefs/article/3651351?
custom_click=pod_headline_business
 
The Oklahoman – Enid company adds Bakken acreage
http://newsok.com/enid-company-adds-bakken-acreage/article/3651324?
custom_click=pod_headline_business
 
The Oklahoman – Debate over Oklahoma pseudoephedrine legislation way over the top
http://newsok.com/debate-over-oklahoma-pseudoephedrine-legislation-way-over-the-
top/article/3651270?custom_click=pod_headline_opinion-oklahoman-editorials
 
The Oklahoman – Gains in Oklahoma foster care system will require help from many
http://newsok.com/gains-in-oklahoma-foster-care-system-will-require-help-from-
many/article/3651269?custom_click=pod_headline_opinion-oklahoman-editorials
 
The Oklahoman – It’s time to unify on goals for Indian cultural center in Oklahoma city
http://newsok.com/gains-in-oklahoma-foster-care-system-will-require-help-from-
many/article/3651269?custom_click=pod_headline_opinion-oklahoman-editorials
 
The Oklahoman – Newest member of the House takes office in the Oklahoma Legislature
http://newsok.com/newest-member-of-the-house-takes-office-in-the-oklahoma-
legislature/article/3651333
 
The Oklahoman – Public asked to comment on new Oklahoma school grading system
http://newsok.com/public-asked-to-comment-on-new-oklahoma-school-grading-
system/article/3651310
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The Oklahoman – Focus schools
http://newsok.com/focus-schools/article/3651311
 
The Oklahoman – Morning Examiner: Santorum takes one for the team
http://newsok.com/morning-examiner-santorum-takes-one-for-the-team/article/feed/351540
 
The Oklahoman – Panel approves eliminating Oklahoma’s pet breeders licensing board
http://newsok.com/panel-approves-eliminating-oklahomas-pet-breeders-licensing-
board/article/3651307
 
The Oklahoman – Edmond planning chairman is unhappy over handling of Fairfax housing
proposal
http://newsok.com/edmond-planning-chairman-is-unhappy-over-handling-of-fairfax-
housing-proposal/article/3651288
 
The Oklahoman – President Barak Obama seeks overhaul of corporate tax rates
http://newsok.com/president-barak-obama-seeks-overhaul-of-corporate-tax-
rates/article/3651315
 
The Oklahoman – Oklahoma lawmakers wants House staff to testify in workers’
compensation case
http://newsok.com/oklahoma-lawmaker-wants-house-staff-to-testify-in-workers-
compensation-case/article/3651312
 
Tulsa World – John Hope Franklin portrait installed at Capitol dome
http://www.tulsaworld.com/news/article.aspx?
subjectid=336&articleid=20120223_16_A1_CUTLIN770071
 
Tulsa World – Bill on regulating Oklahoma pet breeders would restart process
http://www.tulsaworld.com/news/article.aspx?
subjectid=11&articleid=20120223_16_A1_ULNSbr590990
 
Tulsa World – After bitter debate, Romney and Santorum eye Michigan
http://www.tulsaworld.com/news/article.aspx?
subjectid=688&articleid=20120223_688_0_hrimgs425415
 
Tulsa World – Gas price jumps to $3.38 a gallon in Tulsa
http://www.tulsaworld.com/business/article.aspx?
subjectid=49&articleid=20120223_49_E1_Themos255870
 
Tulsa World – American Airlines to trim New York service during travel peak
http://www.tulsaworld.com/business/article.aspx?
subjectid=49&articleid=20120223_45_E1_CUTLIN257678
 
Tulsa World – New York court bolsters opponents of ‘fracking’
http://www.tulsaworld.com/business/article.aspx?
subjectid=49&articleid=20120223_49_E3_ALBANY381974
 
Tulsa World – Obama to address gas prices, pitch energy policy
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http://www.tulsaworld.com/news/article.aspx?
subjectid=13&articleid=20120223_13_0_WASHIN190939
 
Tulsa World – Inhofe signs off on federal judicial nominee Dowdell
http://www.tulsaworld.com/news/article.aspx?
subjectid=335&articleid=20120223_16_A5_CUTLIN485736
 
Tulsa World – Oklahoma U.S. Rep. Dan Boren says weeklong Taiwan trip to foster U.S.
relations
http://www.tulsaworld.com/news/article.aspx?
subjectid=335&articleid=20120223_16_A5_CUTLIN768351
 
The Journal Record – Morgan trial: Bill failed in committee
http://journalrecord.com/2012/02/22/morgan-trial-bill-failed-in-committee-law/
 
The Journal Record – Cracking the pink ceiling
http://journalrecord.com/2012/02/22/cracking-the-pink-ceiling-general-news/
 
The Journal Record – Committee calls for Okla. insurance exchange
http://journalrecord.com/2012/02/22/committee-calls-for-okla-insurance-exchange-capitol/
 
The Journal Record – Lawsuit prompts Okla. lawmaker to seek amendment
http://journalrecord.com/2012/02/22/lawsuit-prompts-okla-lawmaker-to-seek-amendment-
capitol/
 
The Journal Record – Group’s water lawsuit could help tribes
http://journalrecord.com/2012/02/22/group%e2%80%99s-water-lawsuit-could-help-tribes-
capitol/
 
The Journal Record – Morgan trial: Herbert calls FBI discussions casual
http://journalrecord.com/2012/02/21/morgan-trial-herbert-calls-fbi-discussions-casual-law/
 
 
 
 
Alex Gerszewski
Deputy Press Secretary
Office of Governor Mary Fallin
Phone - (405)522-8858
Cell - (405)568-1319
Alex.Gerszewski@gov.ok.gov
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ATTESTATION 

I, the undersigned, do hereby attest that the copy enclosed herewith is a true and correct 
copy of amendments to Chapter 1, Administrative Operations, which were finally adopted by the 
State and Education Employees Group Insurance Board on February 25, 2011, under 
permanent rulemaking provisions of the Administrative Procedures Act, 75 O.S., Sections 250 
et seq. 

I, the undersigned, do hereby attest that such rules were finally adopted in substantial 
compliance with the Administrative Procedures Act. 

;/ 
' 

r..---~----

x' / r ,.._ 

Assistan or 
Oklahoma State and Education Employees Group Insurance Board 

Date 
ft;qJ , 2 5"'

7
, do I I 
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ATTESTATION 

I, the undersigned, do hereby attest that the copy enclosed herewith is a true and correct 
copy of amendments to Chapter 10, State and Education Employees Health, Dental, Vision and 
Life Plans, which were finally adopted by the State and Education Employees Group Insurance 
Board on February 25, 2011, under permanent rulemaking provisions of the Administrative 
Procedures Act, 75 O.S., Sections 250 et seq. 

I, the undersigned, do hereby attest that such rules were finally adopted in substantial 
compliance with the dministrative Procedures Act. 

a orn 
Assistant Administrator 
Oklahoma State and Education Employees Group Insurance Board 

Date 1 
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Bua15ct Worksheet and Narrative- Grant Year Two 

Object 
OCIIO Non-

Class Total 
Grant 

OCIIO Justification 
Category Funds 

Fringe $281,424 $281,424 N/A 
CATEGORY 

. FTETotal 
Rate 

Annual Fringe • OCIIO 
Benefits • Salary . Benefits · Funds 

Retirement 16.5% ....•. $102,960 ; $102,960 .. 
FICA 7.7% $48,048 $48,048 
Insurance • 

$624,000 19.9% J124,176 . .. ___ J}24,176 ,,_ .. ··--·•·····-- •~••• •••-••w--••••••-•••--"---•• 

Workers Comp 0.7% $4,368 $4,368 
Unemployment 

• 

0.3% $1,872 
• 

$1,872 
Grant Year Two 45.1% 

. 

$281,424 • $281,424 

The fringe benefits rate is applied to salaried Oklahoma employees only. Total salaries for Grant Year 
One is $624,000 * 45.1% = $281,424 inFringe Benefits. 

Consultant $1,248,000 $1,248,000 N/A Annual Number Consultant's Annual 
of Hours Rate Dedicated FTE Expenses OCIIOFunds 

2,080 $300 2 $1,248,000 $1,248,000 

The rate for the consultant will be all inclusive and be comprised of all materials, travel, equipment, 
and other costs associated with the fulfillment of the contract. 

Name of-Consultant: To be determined 
-~ 

Organizational Affiliation: N/ A 
Nature of Services to Be Rendered: Provide expertise and objective development of solutions and 

alternative options for the OHIEP. Provide guidance and develop the RFPs necessary to the 
project; research and provide information to facilitate the planning and technical design of the 
project including conducting JAD (Joint Application Design) sessions; and develop standards 
documentation. The consultant will be responsible for activities such as project evaluation, report 
compiling, monitoring, etc. 

Relevance of Service to the Project: Provides technical expertise, experience, objectivity and 
independence to the process. 

The Number of Hours of consultation: 2,080 
The Expected Rate of Compensation: $300 

Equipment $48,125 $48,125 N/A I Equipment : Number · Rate Annual OCIIO -

11 
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DEPARTMENT OF HEALTH AND HUMAN SERVICES 

45 CFR Parts 155, 156, and 157  

[CMS-9989-F] 

RIN 0938-AQ67 

Patient Protection and Affordable Care Act; Establishment of Exchanges and Qualified 

Health Plans; Exchange Standards for Employers 

AGENCY:  Department of Health and Human Services. 

ACTION:  Final rule, Interim final rule. 

SUMMARY:  This final rule will implement the new Affordable Insurance Exchanges 

(“Exchanges”), consistent with title I of the Patient Protection and Affordable Care Act of 2010 

as amended by the Health Care and Education Reconciliation Act of 2010, referred to 

collectively as the Affordable Care Act.  The Exchanges will provide competitive marketplaces 

for individuals and small employers to directly compare available private health insurance 

options on the basis of price, quality, and other factors.  The Exchanges, which will become 

operational by January 1, 2014, will help enhance competition in the health insurance market, 

improve choice of affordable health insurance, and give small businesses the same purchasing 

clout as large businesses.   

DATES:  Effective Date:  These regulations are effective on [[OOFFRR::  IInnsseerrtt  ddaattee  6600  ddaayyss  aafftteerr  tthhee  

ddaattee  ooff  ppuubblliiccaattiioonn  iinn  tthhee  FFeeddeerraall  RReeggiisstteerr]]      

Comment Date:  Certain provisions of this final rule are being issued as interim final.  We will 

consider comments from the public on the following provisions: §§ 155.220(a)(3); 155.300(b); 

155.302; 155.305(g); 155.310(e); 155.315(g); 155.340(d); 155.345(a); and, 155.345(g).  To be 

assured consideration, comments must be received at one of the addresses provided below, no 
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later than 5 p.m. Eastern Standard Time(EST) on [[OOFFRR::  IInnsseerrtt  ddaattee  4455  ddaayyss  ffrroomm  ddaattee  ooff  

ppuubblliiccaattiioonn  iinn  tthhee  FFeeddeerraall  RReeggiisstteerr]]  

ADDRESSES:  In commenting, please refer to file code CMS–9989–F.  Because of staff and 

resource limitations, we cannot accept comments by facsimile (FAX) transmission. You may 

submit comments in one of four ways (please choose only one of the ways listed): 

1.  Electronically.  You may submit electronic comments on this regulation to 

http://www.regulations.gov.  Follow the "Submit a comment" instructions. 

 2.  By regular mail.  You may mail written comments to the following address ONLY: 

 Centers for Medicare & Medicaid Services, 

Department of Health and Human Services, 

Attention:  CMS-9989-F, 

P.O. Box 8010, 

Baltimore, MD  21244-8010. 

Please allow sufficient time for mailed comments to be received before the close of the 

comment period. 

3.  By express or overnight mail.  You may send written comments to the following 

address ONLY: 

 Centers for Medicare & Medicaid Services, 

 Department of Health and Human Services, 

 Attention:  CMS-9989-F, 

 Mail Stop C4-26-05, 

 7500 Security Boulevard, 

Baltimore, MD 21244-1850. 
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4. By hand or courier.  If you prefer, you may deliver (by hand or courier) your 

written comments before the close of the comment period to either of the following addresses:  

 a.  For delivery in Washington, DC-- 

 Centers for Medicare & Medicaid Services, 

Department of Health and Human Services, 

Room 445-G, Hubert H. Humphrey Building, 

 200 Independence Avenue, SW., 

 Washington, DC  20201 

(Because access to the interior of the Hubert H. Humphrey Building is not readily 

available to persons without Federal government identification, commenters are encouraged to 

leave their comments in the CMS drop slots located in the main lobby of the building.  A stamp-

in clock is available for persons wishing to retain a proof of filing by stamping in and retaining 

an extra copy of the comments being filed.)  

b.  For delivery in Baltimore, MD-- 

 Centers for Medicare & Medicaid Services, 

Department of Health and Human Services, 

7500 Security Boulevard, 

Baltimore, MD  21244-1850.  

If you intend to deliver your comments to the Baltimore address, please call telephone 

number (410) 786-9994 in advance to schedule your arrival with one of our staff members. 

FOR FURTHER INFORMATION CONTACT: 

Alissa DeBoy at (301) 492-4428 for general information and matters related to part 155. 

Michelle Strollo at (301) 492-4429 for matters related to part 155 subparts D and E.  
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Pete Nakahata at (202) 680-9049 for matters related to part 156. 

Rex Cowdry at (301) 492-4387 for matters related to part 155 subpart H and part 157. 

SUPPLEMENTARY INFORMATION:  Inspection of Public Comments:  All comments 

received before the close of the comment period are available for viewing by the public, 

including any personally identifiable or confidential business information that is included in a 

comment.  We post all comments received before the close of the comment period on the 

following Web site as soon as possible after they have been received:  http://regulations.gov.  

Follow the search instructions on that Web site to view public comments.  

 Comments received timely will be also available for public inspection as they are 

received, generally beginning approximately 3 weeks after publication of a document, at the 

headquarters of the Centers for Medicare & Medicaid Services, 7500 Security Boulevard, 

Baltimore, Maryland 21244, Monday through Friday of each week from 8:30 a.m. to 4 p.m.  To 

schedule an appointment to view public comments, phone 1-800-743-3951. 

This final rule incorporates provisions originally published as two proposed rules, the 

July 15, 2011 rule titled Establishment of Exchanges and Qualified Health Plans (“Exchange 

establishment proposed rule”), and the August 17, 2011 rule titled Exchange Functions in the 

Individual Market: Eligibility Determinations and Exchange Standards for Employers 

(“Exchange eligibility proposed rule”).  These proposed rules are referred to collectively as the 

Exchange establishment and eligibility proposed rules.  While originally published as separate 

rulemaking, the provisions contained in these proposed rules are integrally linked, and together 

encompass the key functions of Exchanges related to eligibility, enrollment, and plan 

participation and management.  In addition, several sections in this final rule are being issued as 

interim final rules and we are soliciting comment on those sections.  Given the highly connected 
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nature of these provisions, we are combining both proposed rules and the interim final rule into a 

single final rule for reader ease and consistency with the note that, even though the final rule is 

shorter than the sum of the two proposed rules, it is longer than each individually. 

 An updated Regulatory Impact Analysis associated with this final rule is available at 

http://cciio.cms.gov under “Regulations and Guidance.”  A summary of the aforementioned 

analysis is included as part of this final rule. 

Abbreviations 

Affordable Care Act - The Affordable Care Act of 2010 (which is the collective term for the 

Patient Protection and Affordable Care Act (Pub. L. 111-148) and the Health Care and Education 

Reconciliation Act (Pub. L. 111-152)) 

<EXTRACT> 

BHP  Basic Health Program 

CAHPS Consumer Assessment of Healthcare Providers and Systems 

CHIP  Children’s Health Insurance Program 

CMS  Centers for Medicare & Medicaid Services 

DOL  U.S. Department of Labor 

ERISA  Employee Retirement Income Security Act (29 U.S.C. section 1001, et seq.) 

FEHBP Federal Employees Health Benefits Program (5 U.S.C 8901, et seq.) 

HEDIS  Healthcare Effectiveness Data and Information Set 

HHS  U.S. Department of Health and Human Services 

HIPAA Health Insurance Portability and Accountability Act of 1996 (Pub.  L. 104-191) 

HMO  Health Maintenance Organization 

IHS  Indian Health Service 

615



  6 

IRS  Internal Revenue Service 

LEP  Limited English Proficient 

MAGI  Modified Adjusted Gross Income 

MEWA Multiple Employer Welfare Arrangement 

NAIC  National Association of Insurance Commissioners 

OMB  Office of Management and Budget 

OPM  U.S. Office of Personnel Management 

PBM  Pharmacy Benefit Manager 

PHS Act Public Health Service Act 

PRA  Paperwork Reduction Act of 1985 

QHP  Qualified Health Plan 

SHOP  Small Business Health Options Program 

SSA  Social Security Administration 

SSN  Social Security Number 

The Act Social Security Act 

The Code Internal Revenue Code of 1986 

TIN  Taxpayer Identification Number</EXTRACT> 

Table of Contents 

I. Background 

 A. Legislative Overview 

  1. Legislative Requirements for Establishing Exchanges 

  2. Legislative Requirements for Related Provisions 

 B. Structure of the Final Rule 
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II. Provisions of the Proposed Regulation and Analysis of and Responses to Public Comments 

A. Part 155 - Exchange Establishment Standards and Other Related Standards under the 

Affordable Care Act  

  1. Subpart A - General Provisions 

2. Subpart B - General Standards Related to the Establishment of an Exchange by a State 

  3. Subpart C - General Functions of an Exchange 

4. Subpart D - Exchange Functions in the Individual Market: Eligibility Determinations 

for Exchange Participation and Insurance Affordability Programs 

5. Subpart E - Exchange Functions in the Individual Market: Enrollment in Qualified 

Health Plans 

  6. Subpart H – Exchange Functions: Small Business Health Options Program (SHOP) 

  7. Subpart K - Exchange Functions: Certification of Qualified Health Plans 

B. Part 156 - Health Insurance Issuer Standards under the Affordable Care Act, Including 

Standards Related to Exchanges 

  1. Subpart A - General Provisions 

  2. Subpart C - Qualified Health Plan Minimum Certification Standards  

 C. Part 157 - Employer Interactions with Exchange and SHOP Participation 

 1. Subpart A – General Provisions 

 2. Subpart C – Standards for Qualified Employers 

III. Provisions of the Final Regulations  

IV. Waiver of Proposed Rulemaking 

V. Collection of Information Requirements  

VI. Summary of Regulatory Impact Analysis 
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VII. Regulatory Flexibility Act 

VIII. Unfunded Mandates 

IX. Federalism 

X. Regulations Text</EXTRACT> 

Executive Summary:  Beginning in 2014, individuals and small businesses will be able to 

purchase private health insurance through competitive marketplaces called Affordable Insurance 

Exchanges, or “Exchanges.”  Exchanges will offer Americans competition, choice, and clout.  

Insurance companies will compete for business on a level playing field, driving down costs.  

Consumers will have a choice of health plans to fit their needs, and Exchanges will give 

individuals and small businesses the same purchasing clout as big businesses.   

This final rule: (1) Sets forth the minimum Federal standards that States must meet if they 

elect to establish and operate an Exchange, including the standards related to individual and 

employer eligibility for and enrollment in the Exchange and insurance affordability programs; 

(2) outlines minimum standards that health insurance issuers must meet to participate in an 

Exchange and offer qualified health plans (QHPs); and (3) provides basic standards that 

employers must meet to participate in the Small Business Health Options Program (SHOP).  The 

intent of this final rule is to afford States substantial discretion in the design and operation of an 

Exchange, with greater standardization provided where directed by the statute or where there are 

compelling practical, efficiency or consumer protection reasons.  Consistent with the scope of 

the Exchange establishment and eligibility proposed rules, this final rule does not address all of 

the Exchange provisions in the Affordable Care Act; rather, more details will be provided in 

forthcoming guidance and future rulemaking, where appropriate.   
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A portion of this rule is issued on an interim final basis.  As such, we will consider comments 

from the public on the following provisions:    

• §155.220(a)(3) – Related to the ability of a State to permit agents and brokers to assist 

qualified individuals in applying for advance payments of the premium tax credit and 

cost-sharing reductions for QHPs.   

• §155.300(b) – Related to Medicaid and CHIP regulations;  

• §155.302 – Related to options for conducting eligibility determinations;  

• §155.305(g) – Related to eligibility standards for cost-sharing reductions;  

• §155.310(e) – Related to timeliness standards for Exchange eligibility determinations;  

• §155.315(g) – Related to verification for applicants with special circumstances; 

• §155.340(d) – Related to timeliness standards for the transmission of information for the 

administration of advance payments of the premium tax credit and cost-sharing 

reductions; and 

• §155.345(a) and §155.345(g) – Related to agreements between agencies administering 

insurance affordability programs.  

I.  Background 

A.  Legislative Overview 

1.  Legislative Requirements for Establishing Exchanges 

Section 1311(b) and section 1321(b) of the Affordable Care Act provide that each State 

has the opportunity to establish an Exchange(s) that: (1) Facilitates the purchase of insurance 

coverage by qualified individuals through qualified health plans (QHPs); (2) assists qualified 

employers in the enrollment of their employees in QHPs; and (3) meets other standards specified 

in the Affordable Care Act.   
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Section 1321 of the Affordable Care Act discusses State flexibility in the operation and 

enforcement of Exchanges and related policies.  Section 1311(k) specifies that Exchanges may 

not establish rules that conflict with or prevent the application of regulations promulgated by the 

Secretary.  Section 1311(d) describes the minimum functions of an Exchange, including the 

certification of QHPs. 

Section 1321(c)(1) directs the Secretary to establish and operate such Exchange within 

States that either: (1) Do not elect to establish an Exchange, or (2) as determined by the Secretary 

on or before January 1, 2013, will not have an Exchange operable by January 1, 2014.  Section 

1321(a) also provides broad authority for the Secretary to establish standards and regulations to 

implement the statutory standards related to Exchanges, QHPs, and other components of title I of 

the Affordable Care Act.   

Section 1401 of the Affordable Care Act creates new section 36B of the Internal Revenue 

Code (the Code), which provides for a premium tax credit for eligible individuals who enroll in a 

QHP through an Exchange.  Section 1402 establishes provisions to reduce the cost-sharing 

obligation of certain eligible individuals enrolled in a QHP offered through an Exchange, 

including standards for determining Indians eligible for certain categories of cost-sharing 

reductions.  

Under section 1411 of the Affordable Care Act, the Secretary is directed to establish a 

program for determining whether an individual meets the eligibility standards for Exchange 

participation, advance payments of the premium tax credit, cost-sharing reductions, and 

exemptions from the individual responsibility provision.   

Sections 1412 and 1413 of the Affordable Care Act and section 1943 of the Social 

Security Act (the Act), as added by section 2201 of the Affordable Care Act, contain additional 
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provisions regarding eligibility for advance payments of the premium tax credit and cost-sharing 

reductions, as well as provisions regarding simplification and coordination of eligibility 

determinations and enrollment with other health programs.   

Unless otherwise specified, the provisions in this final rule related to the establishment of 

minimum functions of an Exchange are based on the general authority of the Secretary under 

section 1321(a)(1) of the Affordable Care Act.   

<HD3>2.  Legislative Requirements for Related Provisions 

Subtitle K of title II of the Affordable Care Act, Protections for American Indians and 

Alaska Natives, section 2901, extends special benefits and protections to Indians including limits 

on cost sharing and payer of last resort requirements for health programs operated by the Indian 

Health Service (IHS), Indian tribes, tribal organizations, and urban Indian organizations.  We are 

finalizing special Exchange enrollment periods and the reductions in cost sharing for Indians 

authorized, respectively, by sections 1311(c)(6) and 1402(d) of the Affordable Care Act under 

this authority in subparts D and E of part 155, and we expect to address others in future 

rulemaking.   

Section 6005 of the Affordable Care Act creates new section 1150A of the Act, which 

directs QHP issuers, and sponsors of certain plans offered under part D of title XVIII of the Act 

to provide data on the cost and distribution of prescription drugs covered by the plan. We are 

codifying these standards under this authority in subpart C of part 156. 

<HD2>B.  Structure of the Final Rule 

The regulations outlined in this final rule are codified in the new 45 CFR parts 155, 156, 

and 157.  Part 155 outlines the standards relative to the establishment, operation, and minimum 

functionality of Exchanges, including eligibility standards for insurance affordability programs.  
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Part 156 outlines the standards for health insurance issuers with respect to participation in an 

Exchange, including the minimum certification standards for QHPs.  Many provisions in part 

155 have parallel provisions under part 156 because the Affordable Care Act creates 

complementary responsibilities for Exchanges and QHP issuers.  Where possible, there are cross-

references between parts 155 and 156 to avoid redundancy.  Part 157 establishes the participation 

standards for employers in the Small Business Health Options Program (SHOP).  

Subjects included in the Affordable Care Act to be addressed in separate rulemaking 

include but are not limited to: (1) Standards outlining the Exchange process for issuing 

certificates of exemption from the individual responsibility policy and payment under section 

1411(a)(4); (2) defining essential health benefits, actuarial value and other benefit design 

standards; and (3) standards for Exchanges and QHP issuers related to quality. 

We note that the health plan standards set forth under this final rule are, for the most part, 

strictly related to QHPs certified to be offered through the Exchange and not the entire individual 

and small group market.  Such policies for the entire individual and small and large group 

markets have been, and will continue to be, addressed in separate rulemaking issued by HHS, 

and the Departments of Labor and the Treasury. 

<HD2>C.  Alignment with Related Rules and Published Information 

The Exchange eligibility proposed rule was published in conjunction with “Medicaid 

Program; Eligibility Changes under the Affordable Care Act of 2010 - CMS-2349-P,” which will 

be referred to throughout this final rule as the “Medicaid proposed rule” and the proposed rule 

published by the Department of the Treasury, “Health Insurance Premium Tax Credits – REG 

131491-10,” which will be referred to throughout this final rule as the “Treasury proposed rule”. 

This regulation includes numerous cross-references to the Medicaid final rule, which is expected 
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to be finalized shortly after this final rule. The Treasury final rule is expected to be published 

soon after this Exchanges final rule.   

HHS published a document titled “State Exchange Implementation Question and 

Answers” on November 29, 20111. We reference this document throughout the preamble where 

the information complements policies in this final rule.  

II.  Provisions of the Proposed Regulation and Analysis and Responses to Public Comments 

 The Exchange establishment and eligibility proposed rules were published in the Federal 

Register on July 15, 2011 and August 17, 2011, respectively, with comment periods ending 

October 31, 2011. In total, we received approximately 24,781 comments on both proposed rules.  

Of the comments received, about 23,000 were a collection of letter campaigns related to 

women’s services, or general public comments on the Affordable Care Act and the government’s 

role in healthcare, but not specific to the proposed rules.  We also received a number of 

comments on essential health benefits and preventive services. We have not addressed such 

comments, and others that are not directly related to the proposed rule, because they are outside 

the scope of this final rule.  

 Before the proposed rules, HHS also published a Request for Comment (the RFC) on 

August 3, 2010 (75 FR 45584) inviting the public to provide input regarding the rules that will 

govern the Exchanges.  In this final rule, we have responded to comments submitted in response 

to the Exchange establishment and eligibility proposed rules and the RFC, where relevant. These 

comments are not separately identified, but instead are incorporated into each substantive section 

of the final rule as appropriate. For the most part, we address issues according to the numerical 

order of the regulation sections. 

                                                 
1 State Exchange Implementation Questions and Answers, published November 29, 2011:  
http://cciio.cms.gov/resources/files/Files2/11282011/exchange_q_and_a.pdf.pdf.  
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 Comments represented a wide variety of stakeholders, including but not limited to States, 

tribes, tribal organizations, health plans, consumer groups, healthcare providers, industry experts, 

and members of the public.  In addition, we held consultation sessions on August 22, 2011, 

September 7, 2011, and September 15, 2011 to provide an overview of the proposed rule where 

Tribal governments were afforded an opportunity to ask questions and make comments.  The 

public was reminded to submit written comments before the close of the public comment period 

that was announced in the proposed rule and we extended the comment period by 30 days to 

ensure ample opportunity for comments. 

 Many commenters addressed the balance between flexibility for States and Exchanges 

and standardization and predictability for consumers nationwide. Commenters also expressed 

concerns about differences between Exchange and Medicaid policies and about various aspects 

of the eligibility verification and redetermination process. 

 While we recognize that consumers may benefit from national standards, we continue to 

believe that States are best equipped to adapt the minimum Exchange functions to their local 

markets and the unique needs of their residents.  Further, States already have significant 

experience performing many key functions, including oversight and enforcement of health plans, 

and determining eligibility for health benefit programs.  Therefore, where possible we finalized 

provisions of the proposed rule that provided significant discretion for States to go beyond the 

minimum standards in implementing and designing an Exchange.  We believe this approach 

leverages local expertise and experience to provide a positive experience for consumers. Since 

functions within an Exchange will be handled consistently, consumers comparing plans within 

an Exchange will benefit from standardization.  In addition, based on comments received, we 

provide States with additional options for determining eligibility under a State-based and 
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Federally-facilitated Exchange in this final rule. 

A. Part 155 - Exchange Establishment Standards and Other Related Standards under the 

Affordable Care Act 

1. Subpart A - General Provisions 

a. Basis and Scope (§155.10) 

Proposed §155.10 of subpart A specified the general statutory authority for and scope of 

standards proposed in part 155, which establish minimum standards for the State option to 

establish an Exchange; minimum Exchange functions; eligibility and enrollment of qualified 

individuals, including for advance payments of the premium tax credit and cost-sharing 

reductions; enrollment periods; minimum SHOP functions; eligibility and enrollment of qualified 

employers and employees in a SHOP; and certification of QHPs.  We did not receive specific 

comments on this section and are finalizing the provision as proposed.  

b. Definitions (§155.20) 

Under §155.20, we set forth definitions for terms that are used throughout part 155.  For 

the most part, the definitions presented in §155.20 were taken directly from the Affordable Care 

Act or from existing regulations, though some new definitions were created when necessary.  

We proposed definitions or interpretations for “Exchange,” “advance payments of the 

premium tax credit,” “annual open enrollment period,” “applicant,” “cost-sharing reductions,” 

“initial enrollment period,” and “special enrollment period.” In addition, in the Exchange 

Eligibility proposed rule, we included a definition for “application filer.” 

Comment: A few commenters suggested that the term “applicant” only apply to 

individuals seeking coverage for themselves. Another commenter sought clarification as to 

whether the term applies only to modified adjusted gross income (MAGI)–based Medicaid 
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applicants or to all Medicaid applicants. 

Response: We have revised the definition of the term “applicant” to apply only to 

individuals who are seeking eligibility for coverage for themselves or their family. The proposed 

definition included an individual who is seeking eligibility for advance payments of the premium 

tax credit and cost-sharing reductions who might not be seeking coverage for himself or herself 

(for example, in a situation in which a parent is seeking coverage only for his or her children); 

we have removed these programs from the definition of applicant as part of this clarification. 

Revising this definition is important to clarify that certain provisions of subpart D (for example, 

verification of citizenship and lawful presence) only apply to individuals who are seeking 

coverage.  

We also note that this term applies regardless of the results of an individual’s eligibility 

determination. Consequently, if an individual is seeking coverage and he or she is ultimately 

determined eligible for Medicaid in a non-MAGI category, he or she was still an “applicant.” We 

further clarify that the term “applicant” applies regardless of whether an application was 

submitted directly to the Exchange, or if an application was submitted to an agency 

administering an insurance affordability program (for example, the State Medicaid or CHIP 

agency) and then transmitted to the Exchange. 

Comment: We received comments suggesting that the definition of “application filer,” 

described in §155.300(a), incorporate language included in Medicaid proposed regulations at 42 

CFR 435.907, allowing that applications be completed by “the applicant, an authorized 

representative, or someone acting responsibly for the applicant.” 

Response: In the final rule, we amend the definition of “application filer” in proposed 

§155.300 to align with the description of individuals who may submit an application according 
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to §155.405(c) of this final rule as well as the Medicaid final rule, and to include: applicants; an 

adult who is in the applicant’s household, as defined in 42 CFR 435.603(f), or family, as defined 

in section 36B(d)(1) of the Code; authorized representatives; or, if the applicant is a minor or 

incapacitated, someone acting responsibly on behalf of the applicant.   

 Comment: A few commenters suggested that defining “benefit year” as a calendar year 

may be confusing to some industries where such term is not used in the same way. Others asked 

how this definition impacts the calculation of deductibles and out-of-pocket limits. 

 Response: The term “benefit year” is defined only for the purposes of this regulation and 

does not change the industry’s use of the term. In this final rule, as in the proposed rule, we use 

“benefit year” to refer to the calendar year of coverage provided through the Exchange.  The 

calculation of deductibles and cost-sharing limits described in section 1302(c) of the Affordable 

Care Act will be addressed in future regulations. 

Comment: One commenter recommended we should define “consumer” to include 

enrollees, qualified employers, qualified individuals and qualified employers. One commenter 

requested that “person” be more clearly defined to be limited to individuals acting as brokers or 

agents, because in some States the word “person” is defined to include entities such as a 

company, insurer, association, or an organization.  

Response: In response to the comments, we have tried to limit the use of the terms 

“consumer” and “person” to reduce ambiguity and any confusion. When possible, we say 

“individual” when the terms “applicant, qualified individual, or enrollee” are not suitable. The 

definition of agent or broker is inclusive of individuals, companies, insurers, associations, 

organizations, and any other entity that holds a license as an agent, broker, or insurance 

producer. This final rule does not define “person.” 
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 Comment: Some commenters suggested that we codify the definition of “educated health 

care consumer in section 1304(e) of the Affordable Care Act.  

 Response: We have added this definition to §155.20.   

 Comment: Two commenters sought clarification on whether the term “Exchange” 

includes both the individual market and SHOP components of an Exchange.  

 Response: The definition of “Exchange” includes the phrase “makes QHPs available to 

qualified individuals and qualified employers” and thus incorporates the Exchange functions that 

serve both the individual and small group markets. Governance of an independent SHOP is 

addressed in §155.110(e) and unique standards for the SHOP are outlined in subpart H of this 

final rule.  

Comment: One commenter suggested that we define what it means for an Exchange to 

“make available” QHPs. 

Response: We believe that this regulation in its entirety defines what it means to “make 

available” QHPs in terms of certifying QHPs, displaying comparative QHP information, 

determining eligibility for enrollment, facilitating enrollment, and providing consumer 

assistance. 

 Comment: One commenter requested that we define the term “entities eligible to carry 

out Exchange functions.”  

 Response: We define what entities are eligible to carry out Exchange functions in 

§155.110(a) of this final rule, and believe that a definition in §155.20 would be duplicative.  

Comment: Several commenters recommended that the final rule include a definition of 

“family” and that it be based on definitions used by Office of Personnel Management or the 

Department of Labor, or as defined under the Family and Medical Leave Act. Commenters urged 
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the definition to capture the diversity and variety of family structures. Several commenters noted 

that a definition will promote clarity and consistency in the implementation of proposed 

§156.255. 

Response: For purposes of the administration of advance payments of the premium tax 

credit and cost-sharing reductions, this final rule cross-references and incorporates from section 

36B of the Code the definition of “household income.”  That definition relies on an identification 

of members of the “family” that is based on section 36B of the Code, which will be finalized as 

part of the Treasury rule. We intend this final rule to align with the Code as implemented by the 

Secretary of the Treasury’s final rules. This final rule, at §155.320(c)(2)(i), provides that an 

application filer must provide an attestation to the Exchange regarding the individuals that 

comprise his or her household for purposes of Medicaid and CHIP eligibility (within the 

meaning of 42 CFR 435.603(f)).  Please refer to part 155 subpart D for a more detailed 

discussion of this topic. We note that we are not finalizing the provisions of §156.255(c). 

Comment: Several commenters stated that the definition of “qualified employer” should 

include a multi-employer plan as defined in ERISA Section 3(37), and that “qualified employee” 

should include individuals who are participants in a multi-employer plan, not just individuals 

who are employed by a qualified employer.  

Response: We do not think that the law supports accepting the commenters’ suggested 

changes in the definitions of “qualified employer” and “qualified employee.”  Accordingly, we 

have not changed the definitions in the final rule. We intend to address commenters’ concerns 

surround multi-employer and church plans in future guidance.  

 Comment: We received numerous comments regarding the types of plans that should be 

considered health plans eligible for certification as QHPs. A few commenters suggested that 
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multiple employer welfare arrangements (MEWAs) be allowed to offer plans through the 

Exchange, be allowed to offer plans only in the SHOP and not the individual market, and be 

allowed to restrict enrollment to specific industry members or associations. A small number of 

commenters also suggested that Taft-Hartley plans and church plans be available through the 

Exchange. Other commenters urged HHS to ensure that all QHPs offered through the Exchange 

meet the same standards to ensure a level playing field and questioned the ability of self-insured 

employer groups to comply. 

Response: We finalize the definition of a health plan as codified from section 1301(b)(1) 

of the Affordable Care Act, and the standards set forth for participation in an Exchange are 

equally applicable to any health insurance issuer seeking certification of health plans as QHPs.  

We intend to address issues related to multi-employer and church plans in future guidance. 

Comment: Many commenters recommended HHS adopt an expansive definition of 

“lawfully present” that includes all prospective qualified individuals.  A few commenters 

suggested that our definition be based on the current definition in section 214 of the Children’s 

Health Insurance Program Reauthorization Act (CHIPRA, P.L. 111-3) or definitions proposed by 

the National Immigration Law Center and Asian and Pacific Islander American Health 

Foundation. Several commenters recommended that States have flexibility to continue using 

existing standards for lawfully present, as long as the rules are no more restrictive than Federal 

law. Many commenters recommended that we clarify that any list of “lawfully present” 

immigration categories is not exhaustive, as statuses and documents are constantly evolving.  

Many commenters also suggested a range of additional categories to be included in the 

lawfully present definitions, including individuals whose immigration status makes them eligible 

to apply for an Employment Authorization Document regardless of whether they have secured a 
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work permit under 8 CFR 274a.12; certain victims of trafficking who have been granted 

“continued presence”; individuals granted a stay of removal/deportation by administrative or 

court order, statute, or regulations; individuals who are lawfully present in the Commonwealth of 

the Mariana Islanders and American Samoa; individuals Permanently Residing in the U.S. under 

Color of Law; and asylum applicants (including pending applicants for asylum under section 

208(a) of the Immigration and Nationality Act (INA), or for withholding of removal under 

section 241(b)(3) of the INA or Convention Against Torture).  

Response: We maintain the definition of “lawfully present” as used in the Pre-Existing 

Condition Insurance Plan, which is consistent with the definition of “lawfully present” used in 

section 214 of CHIPRA, and included in the proposed rule. HHS will consider commenters’ 

recommendations in developing future rulemaking on this definition as it relates to Medicaid, 

CHIP, and the Exchanges. 

Comment: Several commenters recommended we adopt the broad, U.S. Census data 

definition for “limited English proficient” which is “an individual whose primary language is not 

English and who speaks English less than very well.” 

Response: In the final rule, we do not adopt a definition for the phrase “limited English 

proficient.” We anticipate issuing future guidance that will interpret this term and will provide 

best practices and advice related to meaningful access standards for limited English proficient 

individuals. 

Comment: One commenter recommended that the definition for “minimum essential 

coverage” include both defined contribution and defined benefit plans, allowing individuals to 

use any health care funds to maximize their purchasing power. Another commenter suggested 

that the Federal definition of “eligible employer sponsored plan” be such that in circumstances 
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that an employer is not able to provide a threshold of quality coverage, a defined contribution 

combined with premium tax credits should be provided in the individual market Exchange. 

Response: The definitions of “minimum essential coverage” and “eligible employer 

sponsored plan” are provided in section 5000A(f) of the Code  and will be interpreted in 

Treasury guidance. The provisions of the Affordable Care Act that we implement through this 

final rule rely on those definitions from the Code. 

Comment: One commenter believes that Navigators should not be an individual person, 

but rather a regulated entity/institution, noting that awarding Navigator grants to individuals will 

increase the potential for fraud and consumer protection violations.  

Response: We maintain the definition for “Navigator” from the proposed rule. However, 

we have added Navigator standards in §155.210(b) that are intended to reduce the potential for 

fraud and increase consumer protection.  

Comment: Regarding the definition of “plain language,” one commenter recommended 

that all communications be provided in the individual’s primary language. Several commenters 

recommended that we align with the National Institutes of Health’s definition of “plain 

language,” including standards that communications be written between a fourth and sixth grade 

reading level, include non-written visuals, and reflect the likelihood that a proportion of 

individuals accessing the Exchange will not be familiar with utilizing online technologies. 

Response: We maintain the definition of “plain language” as codified from section 

1311(e)(3)(B) of the Affordable Care Act, which directs HHS and the Department of Labor to 

jointly develop and issue guidance on best practices of plain language writing. 

 Comment: One comment voiced concern that the definition of “qualified health plan” 

might potentially undermine a State that wanted to implement a standard that QHP issuers offer 
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their QHPs outside of an Exchange.   

 Response: We note that, consistent with the Affordable Care Act provisions that address 

how issuers of QHP may offer their products, nothing in this final rule precludes a QHP issuer 

from offering a QHP outside of an Exchange, which we believe leaves flexibility for States to 

establish the offering of QHPs outside of the Exchange as a condition of certification. 

Comment: We received comments throughout to add the phrase “and stand-alone dental 

plans providing the pediatric dental essential health benefit” when referring to QHPs. One 

commenter requested that we define “stand-alone dental plan.” 

Response: In general, with some exception as noted in new §155.1065(a)(3) of this final 

rule, we consider stand-alone dental plans to be a type of “qualified health plan,” and therefore 

believe that the addition of the suggested text is unnecessary. We believe that §155.1065 

sufficiently defines “stand-alone dental plan” for the purposes of participation in an Exchange, 

and a definition in §155.20 would be duplicative. 

Comment: We received several comments about the applicability of Medicare Secondary 

Payer (MSP) rules regarding coverage of End Stage Renal Disease (ESRD) and their 

applicability to QHPs as group health plans.  These comments were received within the context 

of several sections, including: §155.20, which defines the terms “health plan” and “qualified 

health plan”; §155.705 (Functions of a SHOP); §155.1000 (Certification Standards for QHPs); 

and §156.200 (QHP Participation Standards).  Commenters recommended that MSP rules 

regarding coverage of ESRD apply to QHPs as group health plans.   

Response: We clarify that QHPs offered in the small group market fall under the 

definition of a group health plan subject to MSP provisions codified in section 1862(b)(1) of the 

Social Security Act.  This would result in parity between the SHOP and non-Exchange small 
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group market regarding the applicability of MSP rules that pertain to ESRD coverage.   

 Comment: A few commenters suggested that the definition of “State” include the 

Territories.  

Response: The definition of State is based on section 1304 of the Affordable Care Act, 

which does not include Territories.  Section 1323 of the Affordable Care Act addresses 

Territories in the context of Exchanges and is not within the scope of this regulation. 

Summary of Regulatory Changes 

 We are finalizing the definitions proposed in §155.20, with the addition of the term 

“educated healthcare consumer,” which references the statutory definition for such term. As 

discussed in later sections, we also add a definition for “application filer” and “Exchange 

Blueprint” to provide more detail for the purposes of eligibility and enrollment and approval of 

State-based Exchanges. We also clarified the definition of “applicant.” Finally, we have replaced 

the text of definitions copied from the Affordable Care Act with a direct reference instead, 

including: “eligible-employer sponsored plan,” “grandfathered health plan,” “health plan,” 

“individual market,” “plain language,” and “small group market.”  

<HD3>2. Subpart B - General Standards Related to the Establishment of an Exchange  

The Affordable Care Act sets forth general standards related to the establishment of an 

Exchange and identifies a number of areas where States that choose to operate an Exchange may 

exercise operational discretion. This subpart sets forth approval standards for State-based 

Exchanges, as well as the process by which HHS will determine whether a State-based Exchange 

meets those standards.   

a. Establishment of a State Exchange (§155.100) 

 We proposed to codify the option for States to elect to establish an Exchange to serve 
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qualified individuals and qualified employers, provided that the Exchange is a governmental 

agency or non-profit entity established by the State and that the governance structure of the 

Exchange is consistent with §155.110. Furthermore, we introduced the concept of a State 

Partnership model that would allow States to leverage work done by other States and the Federal 

government.  

Comment: Many commenters supported the general approach of State flexibility in the 

Exchange establishment proposed rule, while some urged additional flexibility and others 

requested more uniformity to decrease administrative complexity. Some topics where more 

uniformity was suggested include: minimum numbers of board meetings, conflict of interest 

standards, stakeholder consultation, call centers outside of normal hours, types of consumer 

outreach, notices, and access for limited English proficient individuals. Several commenters 

urged HHS to establish a menu of systems, functions, standard operating procedures, educational 

materials, reporting formats, and other tools that States could adopt for their Exchanges. One 

commenter suggested that States that use the HHS templates should receive an accelerated 

review process. 

 Response: Decreasing administrative complexity will assist States in Exchange 

establishment. States are encouraged to make use of materials available to them from other 

States and on HHS’s Collaborative Application Lifecycle Tool (CALT). HHS is also developing 

a web portal that will allow continued sharing of information, business process flows, and 

templates to aid States in the establishment of their Exchange.   

Comment: One commenter requested clarification on proposed §155.100(a) regarding 

whether a State could only establish a SHOP, and not an Exchange to serve the individual 

market. Other commenters urged HHS not to allow administrative separation of the small group 
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and individual markets between a State-based and Federally-facilitated Exchange.  

Response: HHS will approve a State-based Exchange upon determining that all minimum 

functions of an Exchange are met, which includes providing access to QHPs to qualified 

individuals and to qualified employers through a SHOP. 

 Comment: In relation to proposed §155.100(b), several commenters voiced support of the 

option for Exchanges to be operated through a non-profit or governmental entity. One 

commenter requested clarification on what is encompassed in “governmental.” Some 

commenters were concerned about accountability of non-profit entities and encouraged States to 

establish governmental or quasi-governmental entities. Several commenters requested 

clarification that stakeholders would still need to be consulted regardless of the governance 

entity. 

 Response: The discretion afforded States outlined in section 1311(d)(1) of the Affordable 

Care Act is critical. We do not provide additional clarification regarding what would be 

considered “governmental” in deference to existing State classifications. We note that §155.130 

of this final rule applies to all Exchanges.  

Summary of Regulatory Changes 

 We are finalizing the provisions proposed in §155.100 of the proposed rule without 

modification. 

b. Approval of a State Exchange (§155.105) 

 In §155.105, we proposed that the Secretary must determine by January 1, 2013 whether 

a State’s Exchange will be fully operational by January 1, 2014 and outlined the proposed 

standards based upon which HHS will approve a State Exchange.  Please refer to the preamble of 

the Exchange establishment proposed rule, at 76 FR 41870-41871, for a detailed discussion of 
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these standards. 

Specifically, we outlined the process through which HHS will approve a State-based 

Exchange. We proposed that to initiate the State Exchange approval process, a State must submit 

an Exchange Plan to HHS. We noted that we planned to issue a template outlining the 

components of the Exchange Plan, subject to the notice and comment process under the 

Paperwork Reduction Act.  We proposed that each State receive written approval or conditional 

approval of its Exchange Plan in order to operate and to constitute an agreement between HHS 

and the Exchange to adhere to the contents of the Exchange Plan. We also proposed that a State 

must notify HHS and receive written approval from HHS before significant changes are made to 

the Exchange Plan. We sought comment on whether the State Plan Amendment process offered 

an appropriate model for change submission and approval.   

Finally, we proposed to codify the provision in the Affordable Care Act that if a State 

elects not to establish an Exchange - or if the State’s Exchange is not approved - HHS must 

establish an Exchange in that State, and we proposed standards of the proposed rule that would 

apply to a Federally-facilitated Exchange. 

Comment: Many commenters were concerned that the approval date of January 1, 2013 

for State-based Exchanges, as described in proposed §155.100(a), will be difficult for many 

States to meet and suggested that HHS allow more flexibility or issue waivers for States that 

cannot meet the timeframes. One commenter suggested that HHS approve an Exchange if a State 

has passed enabling legislation, or has the necessary regulatory process for Exchange creation 

underway by January 1, 2013, and can provide HHS with a detailed plan and timeline for 

Exchange development.  In contrast, several commenters supported the January 1, 2013 approval 

deadline and requested that HHS closely monitor and enforce the implementation timeline.  
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Several commenters also supported conditional approval and noted that it could help 

States meet the timelines for Exchange development. One commenter requested additional 

information on conditional approval, including the latest date when HHS could revoke 

conditional approval and interim deadlines and benchmarks. Another commenter did not support 

conditional approval and felt it diluted Federal scrutiny, while others expressed concern that 

conditional approval would result in States beginning open enrollment late, in a diminished 

capacity, or in a way that impairs HHS’s ability to implement a Federally-facilitated Exchange. 

Response: We believe that in order to meet the October 1, 2013 open enrollment date, a 

State-based Exchange must be approved or conditionally approved by January 1, 2013, as called 

for in section 1321(c)(1)(B) of the Affordable Care Act.  HHS may conditionally approve a 

State-based Exchange upon demonstration that it is likely to be fully operationally ready by 

October 1, 2013, which provides States with flexibility in meeting Exchange development 

timelines. HHS will provide additional details in future guidance. 

Comment: One commenter suggested that proposed §155.105(b) include additional 

confidentiality standards, including that an Exchange comply with section 1411(g) of the 

Affordable Care Act and the Privacy Act (5 U.S.C. 552a).  

Response: HHS is committed to ensuring that security and privacy standards are in place 

in an Exchange. Security and privacy standards are addressed in §155.260 and §155.270 of this 

final rule. We believe it is duplicative to include these standards in §155.105(b).  

Comment: Several commenters requested that the rule regarding the geographic area 

described in proposed §155.105(b)(4) be modified to clearly indicate that where there are 

multiple Exchanges, with each Exchange serving a distinct geographic area, that consumers 

could only use one Exchange. Several commenters suggested that HHS establish that the distinct 
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geographic areas be consistent with premium rating areas in the State as determined under 

section 2701(a)(2) of the PHS Act.  

Response: In the preamble to the Exchange establishment proposed rule for §155.105, we 

clarified that only one Exchange may operate in each geographically distinct area and that a 

subsidiary Exchange must be at least as large as a rating area. We maintain this position in the 

final rule, which we believe provides States with discretion to ensure that subsidiary Exchange 

service areas are consistent with rating areas.   

Comment: Several commenters requested that the proposed Exchange Plan described in 

proposed §155.105(c)(1) be subject to a public comment period before HHS approval. One 

commenter asked that HHS post documents related to the proposed Exchange Plan and 

operational readiness on the HHS website. 

Response: We believe that accelerating timeframes to accommodate a period for public 

comment on what we now refer to as “Exchange Blueprints” would put unreasonable pressure on 

what is already perceived as a tight timeline. Therefore, in order to maintain flexibility and 

because of timeframe concerns, the final rule does not call for a State’s Exchange Blueprint to be 

made public and open to comment prior to approval by HHS.  

Comment: One commenter supported the proposal that the operational readiness 

assessment conducted by HHS, as described in proposed §155.105(c)(2), be coordinated with the 

monitoring process of the State Establishment Grants provided under section 1311 of the 

Affordable Care Act.  

Response: We believe that the operational readiness assessment should be coordinated 

with the grants monitoring process and are currently developing guidance for the evaluation 

process. 
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Comment: In relation to proposed §155.105(d) and (e), several commenters supported 

using a process modeled from the Medicaid and CHIP State Plan review process for the approval 

of the initial Exchange and subsequent changes, including the 90-day review timeframe and 

posting of changes on the Internet, and because they believe that the process ensures sufficient 

Federal oversight and transparency. In contrast, many other commenters urged HHS to use a 

review plan other than the Medicaid and CHIP model, contending that the State Plan review 

process would delay State implementation while waiting for an HHS review that could 

potentially take up to 180 days. The commenters suggested that the proposed approach would be 

unwieldy, especially where HHS requests for additional information from States would restart 

the 90-day period, and would inhibit States from being able to effectively establish an Exchange 

and respond to changing circumstances over time. 

Response: We believe that initial approval of an Exchange and approval of subsequent 

changes should not cause unnecessary delay in Exchange implementation or future operations. 

Therefore, HHS will not model the review of the initial proposed Exchange Plan or future 

changes after the Medicaid and CHIP State Plan process. Additionally, we have changed 

reference of the “Exchange Plan” to “Exchange Blueprint” to avoid confusion with the Medicaid 

and CHIP review process. Finally, we amended §155.105(e) to provide that when a State makes 

a written request for approval of a significant change to Exchange Blueprint, the change may be 

effective on the earlier of 60 days after HHS receipt of a completed request, or upon approval by 

HHS.   For good cause, HHS may extend the review period an additional 30 days to a total of 90 

days. We note that during the review period, HHS may deny the significant change to the 

Exchange Blueprint.  
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Comment: Several commenters sought more information and provided suggestions on the 

establishment and operation of the Federally-facilitated Exchange described in proposed 

§155.100(f), including: the overall structure, governance, oversight, and standards; how it would 

differ from State to State; the approach to certification of QHPs (“active purchaser” versus “any 

willing plan”); and, what the relationship would be between a Federally-facilitated Exchange and 

Partnership model.  One commenter expressed concern about consumer advocates’ ability to 

engage in the governance and oversight of a Federally-facilitated Exchange, while other 

commenters requested that the Federally-facilitated Exchange’s planning documents and updates 

should be subject to public notice and comment.  

Response: Information regarding the Federally-facilitated Exchange will be provided in 

future guidance.  

Summary of Regulatory Changes 

 We are finalizing the provisions proposed in §155.105 of the proposed rule, with the 

following modifications: in paragraph (a), we added clarifying language regarding the timeframe 

for Exchange approval, and clarified that HHS may consult with other relevant Federal agencies 

to approve a State-based Exchange. Throughout §155.105, we changed “Exchange Plan” to 

“Exchange Blueprint.” We included subpart D in the list of Exchange functions in paragraph 

(b)(2) because we are finalizing the Exchange establishment and eligibility rules together, and 

removed the policy that States agree to perform responsibilities related to the reinsurance 

program because we are not finalizing the operation of the reinsurance program  in connection 

with  Exchange establishment. We amended paragraph (e) to provide timeframes for the 

approval of significant changes to the Exchange Blueprint.  

c.  Election to operate an Exchange after 2014 (§155.106) 
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 We proposed to give States the opportunity to seek approval to operate an Exchange after 

the statutory date of January 1, 2013. Specifically, we proposed that a State electing to operate an 

Exchange after 2014 must have in effect an approved or conditionally approved Exchange Plan 

at least 12 months prior to the first effective date of coverage, or January 1 of the prior year.  

Further, a State must work with HHS to develop a plan to transition from a Federally-facilitated 

Exchange (including a Partnership) to a State-based Exchange.  

 We also proposed a process to allow a State-based Exchange to cease its operations after 

January 1, 2014 and to elect to have the Federal government establish and operate an Exchange 

within the State, provided that the State notifies HHS of this determination 12 months prior to 

ceasing its operations and collaborates with HHS on the development and execution of a 

transition plan.   

Comment: One commenter stated that the deadlines set by the Affordable Care Act for 

setting up a State-based Exchange are not realistic and that HHS should extend them.  

Response: We understand the concerns regarding the deadlines for setting up a State-

based Exchange. While we do not believe authority exists in section 1321(c) of the Affordable 

Care Act to alter the January 1, 2014 Exchange implementation date, we proposed §155.106 to 

alleviate some of the timing pressure. We maintain that approach in this final rule. 

Comment: Numerous commenters supported the flexibility for a State to elect to operate 

an Exchange after 2014, and several requested more detail on the transition plans in proposed 

§155.106(a)(3). Suggestions for the transition plan included: demonstration of consumer input 

and tribal consultation; process for educating consumers about potential changes; process for 

ensuring QHP issuers have sufficient time to comply with new standards (such as a one-year 

grace period); and, a plan to protect enrollees from lapses of coverage. A number of commenters 
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recommended a State-based Exchange starting after 2014 must have similar or better levels of 

insured rates, affordability, covered benefits, and administrative simplicity or quality of services. 

Response: We believe that it is important to develop a seamless transition plan for 

consumers and issuers alike, and will provide future guidance on transition plans. 

Comment: Several commenters requested clarification on the process for transitioning to 

a Federally-facilitated Exchange in proposed §155.106(b) when a State terminates Exchange 

operations with less than twelve months notice to HHS. One commenter urged HHS to establish 

an alternative process for providing interim coverage to consumers if a State does not provide 

sufficient notice.  

Response: We understand concerns regarding the transition timeframes. HHS will 

develop an approach to transitioning Exchanges in various circumstances when it becomes 

clearer what such circumstances would entail.  

Comment: One commenter requested information as to the availability of funding options 

for States electing to operate an Exchange after 2014. 

Response: As described in the State Exchange Implementation Questions and Answers 

released by HHS on November 29, 2011, establishment grants may be awarded through the end 

of 2014 for approved and permissible establishment activities. The process of “establishing” an 

Exchange may extend beyond the first date of operation and may include improvements and 

enhancements to key functions over a limited period of time. Generally, grants can be used to 

establish Exchange functions and operating systems and to test and improve systems and 

processes. We have determined that a State that does not have a fully approved State Exchange 

on January 1, 2013 may continue to qualify for and receive a grant award, subject to the Funding 

Opportunity Announcement (FOA) eligibility criteria. 
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Summary of Regulatory Changes 

 We are finalizing the provisions in §155.106 of the proposed rule, with a conforming, 

technical change that replaced “Exchange Plan” with “Exchange Blueprint” in paragraph (a)(2) 

and removed the word initial from paragraph (a) to make the provision more broad. 

d. Entities eligible to carry out Exchange functions (§155.110) 

In §155.110, we proposed to codify an Exchange’s authority to contract with eligible 

entities, and requested comment on conflict of interest standards. We noted that the Exchange 

remains responsible for meeting all Federal rules related to contracted functions. 

If the Exchange is an independent State agency or not-for-profit entity established by the 

State, we proposed that its governing board meet the standards outlined in §155.110(c)(1) 

through §155.110(c)(4) of  the proposed rule, which included: the Exchange accountability 

structure must be administered under a formal, publicly-adopted operating charter or by-laws;  

the Exchange board must hold regular public meetings; representatives of health insurance 

issuers, agents, brokers, or other individuals licensed to sell health insurance may not constitute a 

majority of the governing board; and, all members of the governing board must meet conflict of 

interest and qualifications standards. We invited comment on several topics related to conflict of 

interest and Exchange governance.   

We also proposed that the Exchange governing body ensure that a majority of members 

have relevant experience in a number of areas and invited comment on the types of 

representatives that could best ensure successful Exchange operations. We solicited comment on 

ethics and disclosure standards. 

Additionally, we proposed to allow a State to operate its individual market Exchange and 

SHOP under separate governance or administrative structures, provided that the State 
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coordinates and shares relevant information between the two Exchange bodies and that it ensures 

adequate resources to assist both individuals and small employers.  

Finally, we proposed that HHS retain the option to review the accountability structure 

and governance principles of an Exchange and requested comment on the appropriate frequency 

for these reviews. 

Comment: A number of commenters requested clarification on whether State departments 

of insurance would be considered eligible contracting entities under proposed §155.110(a), citing 

the importance of such expertise in the operation of an Exchange. 

Response: We clarify in §155.110(a)(2) of this final rule that, in addition to State 

Medicaid agencies, other State agencies that meet the qualifications in (a)(1) would be 

considered eligible contracting entities. For purposes of this final rule and Exchange operations, 

we interpret the term “incorporated” in (a)(1)(i) to include State agencies, such as departments of 

insurance, that have been established under and are subject to State law. 

Comment: Several commenters urged HHS to apply conflict of interest standards to 

eligible contracting entities.  

Response: We generally defer to States to establish conflict of interest standards for 

eligible contracting entities beyond the prohibition of health insurance issuers being eligible 

contracting entities, as established in section 1311(f)(3) of the Affordable Care Act and codified 

in §155.110(a)(1)(iii). We believe that many States have existing conflict of interest laws, have 

appropriate expertise in this area, and can support Exchanges in the development of conflict of 

interest standards for such entities.   

Comment: Several commenters agreed with the governance provisions in proposed 

§155.110(c) and requested further guidance on governance, while others recommended that HHS 
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defer to States on governance citing concerns of burden. Another commenter suggested that all 

Exchanges, including an Exchange that is a State agency, needed a governing board. One 

commenter requested that all Exchanges post their policies and procedures on the Internet.  

Response: We have afforded States substantial discretion regarding governance and do 

not believe that the governance standards are burdensome from an operational or systems 

standpoint. Additionally, to lessen the burden on States, an Exchange may use the State’s 

conflict of interest standards, regulations, or laws for governance of the Exchange.  An existing 

State agency would already have an accountability structure, unlike an independent agency or 

nonprofit entity.  Therefore, we believe that a governing board is not necessary for an existing 

State agency, although we note that a State may choose to establish one anyway. Section 

155.110(d) of this final rule directs Exchanges to make publicly available a set of guiding 

governance principles, which it may do through the Internet. We also create minimum standards 

for consumer representation on Exchange Boards to protect consumers and the interests of the 

Exchange without adding burden on States or Exchanges. 

Comment: With respect to proposed §155.110(c)(3), a few commenters requested HHS 

define “represents consumer interests” and “conflict of interest.” Many commenters 

recommended that all Exchange boards must have at least one consumer representative or 

advocate and a formal consumer advisory committee. A few commenters recommended 

increasing the threshold for voting members that do not have a conflict of interest to something 

higher than a simple majority.  

Response: We accept the suggestion that at least one voting member be a consumer 

advocate, and have amended in §155.110(c)(3)(i) of this final rule accordingly. We do not 

believe this change will conflict with any current Exchange boards. We have also maintained the 
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minimum standard that a simple majority of board members not have a conflict of interest, but a 

State can choose to establish an Exchange with a higher threshold of non-conflicted board 

members. 

Comment: Commenters suggested broadening the list of groups identified as having a 

conflict of interest in proposed §155.110(c)(3)(ii) to include: health care providers; anyone with 

a financial interest; anyone with a spouse or immediate family with a conflict of interest; major 

vendors, subcontractors, or other financial partners of conflicted parties; members of health trade 

associations and providers; and, health information technology companies. Commenters 

recommended that such groups be limited or prohibited from participation in an Exchange. Other 

commenters recommended that individuals with ties to the insurance industry participate through 

technical panel or advisory group instead of through board membership. 

Response: As proposed, §155.110(c)(3)(ii) ensures as a minimum standard that the 

groups with the most direct conflict of interest cannot form a majority of voting members on a 

governing board. We believe that further definition of conflict of interest may create 

inconsistencies with State law and other existing State standards, but note that Exchanges may 

expand the list or further define conflict of interest. For example, a State may elect to prohibit 

any conflicted members from serving on the board.   

Comment: Several commenters suggested areas in addition to those listed in proposed 

§155.110(c)(4) in which governing board members should have experience, including: minority 

health; mental health; pediatric health; consumer education or outreach; public coverage 

programs; health disparities; or represent or be American Indian and Alaska Natives. A few 

commenters suggested that the Exchange board include members that reflected the cultural, 

ethnic and geographical diversity of the State.  
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Response: Each of the suggested groups could add value to an Exchange governance 

board. However, we believe that a State can determine the expertise it believes would be most 

beneficial for the needs of its community. We note that the list in §155.110(c)(4) is a minimum; 

thus, States may establish governing boards standards that include expertise in other areas, or 

may set up advisory committees to achieve another mechanism for specialized input.   

 Comment: Regarding proposed §155.110(f), some commenters suggested that HHS limit 

review of an Exchange’s governance to every three or four years, while several commenters 

voiced concerns about the administrative burden of an annual review. One commenter 

recommended an annual review but only for the first few years of Exchange operation.   

Response: We have maintained language in the final rule but clarify that any changes to 

the accountability structure and governing principles of the Exchange will likely be reviewed 

under §155.105(e) of this final rule or at the discretion of HHS through a process that may not 

occur annually under §155.110(f). 

Summary of Regulatory Changes 

 We are finalizing the provisions proposed in §155.110, with the following modifications: 

in paragraph (a)(1)(iii)(2), we clarified that any State entity that meets the qualifications of 

paragraph (a)(1) is an eligible contracting entity to include State departments of insurance. We 

established in new paragraph (c)(3)(i) that at least one member of the Exchange’s board must 

include one voting member who is a consumer representative, and renumbered proposed 

paragraph (c)(3)(i) as (c)(3)(ii).  

e. Non-interference with Federal law and non-discrimination standards (§155.120) 

 In §155.120, we proposed that an Exchange may not establish rules that conflict with or 

prevent the application of Exchange regulations promulgated by HHS.  We also proposed to 
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codify that nothing in title I may be construed to preempt any State law that does not prevent the 

application of the provisions set forth under title I of the Affordable Care Act.  In addition, we 

proposed that a State must comply with any applicable non-discrimination statutes, specifically 

that a State must not operate an Exchange in such a way as to discriminate on the basis of race, 

color, national origin, disability, age, sex, gender identity, or sexual orientation.   

Comment: One commenter suggested that HHS ensure that contractors comply with the 

non-discrimination provisions of proposed §155.120. One commenter recommended HHS 

amend §155.120(c) to explicitly name specific activities of the Exchange, including marketing, 

outreach, and enrollment in the Exchange. 

Response: We clarify that §155.120 applies to Exchange contractors and believe this 

notion is conveyed in §155.110(b) for contractors. We believe that §155.120 already applies to 

all activities of the Exchange, and thus do not explicitly list marketing, outreach, and enrollment.   

Comment: Several commenters recommended that HHS specify that proposed 

§155.120(b) functions as a floor for protection against discrimination. The commenters stated 

that in the event a State law provides additional consumer protections in an Exchange, the final 

rule should make clear that such a State law will prevail over the minimum protections codified 

in Federal law.  

Response:  We believe the proposed approach of codifying section 1321(d) of the 

Affordable Care Act does not preclude the application of stronger protections in the Exchange 

provided by State law. Therefore, we do not make any further changes in the regulations to make 

this clarification. 

Comment: A number of commenters requested that HHS provide clarification on 

proposed §155.120(c)(1) and specify which statutes would be considered “applicable non-

649



  40 

discrimination statutes,” with suggestions including the Americans with Disabilities Act, section 

504 of the Rehabilitation Act, section 1557 of the Affordable Care Act, provider non-

discrimination in accordance with section 2706 of the PHS Act. One commenter recommended 

that HHS ensure that States and Exchanges comply with existing State provider non-

discrimination laws and another recommended that we amend the §155.120(c)(1) to include 

consumer protection laws.  

Response: We clarify that by “applicable non-discrimination statutes,” we mean any 

statute that would apply to Exchange activities by its clear language or as consistent with any 

rulemaking that has been established in accordance with such statutes. We acknowledge that the 

some non-discrimination statutes apply to specific activities and situations, and an Exchange 

must comply with such statutes to the extent its activities or circumstances would be subject to 

these standards.  

Comment: We received a comment on the preamble to the proposed §155.120(c)(2). The 

commenter recommended that HHS delete the phrase “operating in such a way as to 

discriminate” or revise the nondiscrimination standard to prohibit discrimination based “solely” 

on the listed grounds.  

Response: To clarify, we believe that Exchanges should not discriminate in any way on 

the basis of groups listed in §155.120(c)(2). We believe that the regulatory text conveys that 

intent.  

Comment: A number of commenters recommended HHS amend proposed §155.120(c)(2) 

to add categories to the proposed list, including Indians or individuals in the Lesbian, Gay, 

Bisexual, and Transgender (LGBT) community, individuals with limited English proficiency, 

and people with disabilities. 
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Response:  We recognize the commenters’ concerns but we are maintaining the 

categories specified in §155.120(c) because we believe that categories not listed in 

§155.120(c)(2) are already protected by existing laws that apply to Exchanges.  

Comment: A number of commenters requested that HHS provide clarification on the 

oversight and enforcement of the non-discrimination standards, including recommendations for 

strong oversight, the establishment of a clear complaints process, and mandatory public 

dissemination of an acknowledgement by QHP issuers that they comply with the non-

discrimination standards in section 1557 of the Affordable Care Act.   

Response: We acknowledge the commenters’ concerns regarding the monitoring and 

enforcement of the non-discrimination policies. We plan to issue future guidance on the 

oversight and enforcement of the non-discrimination standards.  

Summary of Regulatory Changes 

 We are finalizing the provisions proposed in §155.120 of the proposed rule, with a 

technical change to include part 157 in paragraph (b).  

f. Stakeholder consultation (§155.130) 

Consistent with the Affordable Care Act, we proposed that Exchanges consult with 

certain groups of stakeholders on an ongoing basis.  The list of stakeholders identified were the 

following: educated health care consumers who are enrollees in QHP; individuals and entities 

with experience in facilitating enrollment in health care coverage; advocates for enrolling hard to 

reach populations; small businesses and self employed individuals; State Medicaid and CHIP 

agencies; Federally-recognized Tribes; public health experts; health care providers, large 

employers; health insurance issuers; and agents and brokers.  For a more complete list of 

stakeholders and for a discussion of how Exchanges may interact with tribes, please refer to page 
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41873 of the Exchange establishment proposed rule. 

Comment: Some commenters requested clarification on what it means to “regularly 

consult on an ongoing basis,” as described in proposed §155.130, and suggested that we clarify 

that an Exchange must consult with stakeholders beyond establishment of the Exchange, 

outlining specific processes for consultation (including public meetings and input sessions), and 

specifying that Exchange activities must be topics of consultation (including the call center, 

website, consumer assistance functions and Navigators).  

Response: We recognize that it is important to utilize various methods of consultation to 

ensure the Exchange meets the diverse needs of the State’s population and seeks input on a broad 

set of issues. However, we believe that States are in the best position to determine what will be 

the most efficient and effective methods of stakeholder consultation for meeting the State’s 

unique needs and, therefore, we do not establish additional standards in the final rule.  

Comment: Many commenters recommended that HHS add additional categories of 

stakeholder groups to proposed §155.130, including: a nonprofit community organization; 

unions; representatives of individuals with disabilities; minorities; advocates for individuals with 

limited English proficiency; essential community providers; employees of small businesses; 

stand-alone dental plans; health care consumer advocates; experts in low income tax policy; 

experts in privacy policy; and professional organizations representing specific health care 

providers. Several commenters requested clarification on what types of health insurance issuers 

and providers fall under the categories for consultation. A few commenters suggested that we 

narrow the list of stakeholders. 

Response: We recognize that Exchange consultation with the above groups would help 

the Exchange ensure it can meet the needs of the population it serves. However, we believe that 
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the categories proposed in §155.130 are broad enough to encapsulate a wide variety of 

stakeholders, and encourage Exchanges to consult with any other stakeholders that will add 

perspective to the development of an Exchange. Similarly, we did not accept suggestions to 

make the stakeholder categories narrower and believe the minimum list proposed will stimulate 

stakeholder participation. Exchanges have the flexibility to determine what types of stakeholders 

would fall under each of the categories.  

Comment: Regarding proposed §155.130(a), one commenter was concerned that 

including “educated health care consumer” as a stakeholder unfairly excludes people of a certain 

education level. Another commenter recommended that HHS delete the word “educated” from 

“educated health care consumer” to avoid multiple interpretations. Numerous commenters 

recommended that HHS replace “educated health care consumer” with “health care consumer 

experienced with the system.” One commenter suggested that the definition of “educated health 

care consumers” take into account the diversity in the age, background, and health status of 

consumer stakeholders. A few commenters suggested that HHS expand the stakeholder group to 

include consumers who are eligible or likely to enroll in a QHP in addition to those consumers 

enrolled in QHPs. 

Response: We note that the term “educated health care consumer” is defined in section 

1304(e) of the Affordable Care Act to mean an individual who is knowledgeable about the health 

care system, and has background or experience in making informed decisions regarding health, 

medical, and scientific matters; we have codified this definition in §155.20 of this final rule. An 

Exchange can interpret and apply the term in the way that is most appropriate for its environment 

consistent with this definition. 

Comment: Regarding proposed §155.130(f), commenters recommended that the final rule 
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prohibit States from delegating consultation with Federally-Recognized Tribes to the governing 

bodies operating the Exchange. Commenters noted that establishing Exchanges as independent 

public entities would make stakeholder consultation difficult to monitor consultation with Tribes. 

Several commenters suggested that a tribal consultation policy be developed and approved by the 

State, the Exchange, and tribal governments prior to the submission of approval of an Exchange 

Blueprint.  Some commenters also recommended that States must utilize a process for seeking 

advice from the Indian Health Service, tribal organizations, and urban Indian organizations as 

outlined in section 5006(e) of the American Recovery and Reinvestment Act.  Also, one 

commenter requested HHS to expand the tribal consultation standard to include any tribal 

organization or inter-tribal consortium as defined in the Indian Self-Determination and Education 

Assistance Act and the Indian Health Care Improvement Act.  

Response: Section 1311(d)(6) of the Affordable Care Act directs the Exchange to carry 

out consultation with stakeholders, and §155.130(f) codifies this provision with respect to 

Federally-recognized Tribes. We note that Exchange tribal consultation reflects a government-to-

government relationship, as Exchanges would conduct consultation on behalf of States.  Future 

guidance will be provided to States regarding key milestones, including tribal consultation, for 

approval of a State-based Exchange.  Because of the government-to-government nature of tribal 

consultation, we did not include a provision similar to section 5006(e) of the American Recovery 

and Reinvestment Act in the proposed rule or in this final rule, and did not expand the tribal 

consultation standard to include tribal organizations, programs, or commissions. In the final rule, 

Exchanges must consult with Federally-recognized Tribes; however, this does not preclude 

Exchanges from engaging in discussions or consulting with tribal and Urban Indian 

organizations. It should be noted that when a tribal or Urban Indian organization is a stakeholder 
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as defined in §155.130 - for example, the tribal or Urban Indian organization is a health care 

provider - then consultation may be necessary.  We therefore encourage States to consult with 

tribal and Urban Indian organizations. 

Comment: Some commenters recommend that as a component to the ongoing tribal 

consultation standard in proposed §155.130(f), the Exchange should establish an “Indian desk” 

with the lead person identified and contact information provided, and extend the authority of 

CMS Native American Contacts to include facilitating and interacting with the State Exchange 

governing bodies. 

Response: We did not accept the suggestion that all Exchanges must establish an “Indian 

Desk.”  States have discretion to determine appropriate approaches and mechanisms for 

interacting with the Tribes, providing information to Indian Country and for meeting the needs of 

American Indians/Alaska Natives, which can be determined during the tribal consultation 

process. We also did not accept the suggestion related to the CMS Native American Contacts.   

While we recognize that the Native American Contacts have a critical role in working with 

States and Tribes, structuring the responsibilities of CMS staff positions is not within the scope 

of this final rule.   

Comment: A few commenters suggested that the final rule enforce tribal consultation by 

Exchanges in the planning, implementation and operation of State-based Exchanges, and ensure 

adequate funding for the technical assistance provided by tribal entities to States and Exchanges. 

One commenter expressed a concern that Exchanges may not be able to process eligibility and 

enrollment information regarding American Indians/Alaska Natives unless they are included in 

policy and regulation development. Some commenters strongly urge CMS to work with Tribes to 

undertake a thorough education of State insurance commissioners on issues related to Indian law, 
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the structure of the Indian health care delivery system, and protocols for consulting with Tribes, 

since many Tribes do not have experience working with insurance commissioners.  

Response: We did not accept the suggestion for Exchanges to obligate State grant 

funding for technical assistance provided by tribal entities to States and Exchanges. We believe 

that the concern regarding Exchange inclusion of American Indians and Alaska Natives in policy 

development is addressed in the final rule and the Exchange Establishment Grant, which directs 

Exchanges to consult with Federally-recognized Tribes.  We note that education of State health 

insurance commissioners on Indian law will be addressed at the operational level of CMS. 

Comment: We received a number of comments stating that HHS should limit the number 

of consultations with health insurance issuers, agents, and brokers described in proposed 

§155.130(j) and (k) to minimize any potential conflicts of interest. One commenter 

recommended that consultation with a health insurance issuer be made fully transparent, while 

several other commenters recommended that the consultation only include agents and brokers 

that enroll qualified individuals, employers, or employees. 

Response: We understand the concerns of commenters, but also acknowledge that health 

insurance issuers and agents and brokers are likely to play a significant role in the Exchange. We 

encourage Exchanges to be transparent in the consultation process.  Furthermore, in States where 

the Exchange is not housed in the department of insurance, we expect there to be regular 

consultation between the Exchange and the department of insurance, given the need for 

coordination between the two entities. 

Comment: One commenter recommended that stakeholder input should contribute to both 

State-based Exchanges and Federally-facilitated Exchanges. 

Response: As indicated in §155.105(f), the stakeholder standards of §155.130 apply to 
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both Federally-facilitated Exchanges and State-based Exchanges.  

Summary of Regulatory Changes 

 We are finalizing the provisions proposed in §155.130 of the proposed rule without 

modification. 

g. Establishment of a regional Exchange or subsidiary Exchange (§155.140) 

 In §155.140, we outlined several proposed features of regional Exchanges, including that 

a regional Exchange would encompass two or more States and could submit a single Exchange 

Blueprint, and the criteria that the Secretary will use to approve such an Exchange. 

Specifically, we proposed that a State may establish one or more subsidiary Exchanges if 

each such Exchange serves a geographically distinct area that is at least as large as a rating area 

described in section 2701(a) of the PHS Act. We invited comment on operational or policy 

concerns related to subsidiary Exchanges that cross State lines. We also requested comment on 

the extent to which we should allow more flexibility in the structure of a subsidiary Exchange.  

Finally, we proposed basic standards for a regional or subsidiary Exchange. For a 

complete discussion of the proposed standards, please see pages 41873-41874 and 41914 of the 

Exchange establishment proposed rule. 

Comment: Regarding proposed §155.140(a), several commenters supported the flexibility 

to establish regional Exchanges so that States could share Exchange infrastructure and systems. 

However, other commenters had concerns regarding the applicability of State standards across a 

regional Exchange. Some were concerned about coordinating the regulation of  QHP issuers in a 

regional Exchange to ensure each State’s insurance standards were met, especially regarding 

licensure and solvency, and others raised concerns about coordination between the Medicaid 

agencies of multiple States regarding consistency of eligibility determinations and provider 

657



  48 

payments. Other commenters were concerned that consumer protections, including State non-

discrimination laws, minimum benefit standards, network adequacy, complaints processes, and 

tribal consultation, would be potentially undermined by a regional Exchange (particularly one 

that crosses non-contiguous States). Some commenters suggested that States must provide a 

compelling reason to establish a regional Exchange to help preserve consumer protections.  

Response: We acknowledge the commenters’ concerns regarding coordination across 

States. We note that in §155.140(c)(1), we establish that a regional or subsidiary Exchange must 

meet all Exchange standards, which would include, for example, the standard in §156.200(b)(4) 

that a QHP issuer be licensed and in good standing in each State in which it offers coverage. We 

believe that this and other provisions in the final rule provide some clarity on coordination. We 

recognize the concerns regarding consumer protection, and HHS will take those into account on 

a case-by-case basis during review of a regional Exchange Blueprint.  

 Comment: With regard to proposed §155.140(a), one commenter requested clarification 

on whether a regional Exchange would need to cover the entirety of each State, and another 

requested clarification on whether two States could share administrative resources without 

sharing governance.  

 Response: We note that in §155.140(c)(1), a regional Exchange would have to comply 

with all Exchange standards, including §155.105(b)(3), which directs a State to ensure that the 

entire geographic area of a State is covered by an Exchange. A State has flexibility in the way it 

meets this standard. We believe that States are able to share administrative and operational 

resources to the extent practicable, and would not be considered a regional Exchange unless they 

also shared governance, consumer assistance, enrollment and eligibility processes, QHP 

certification authority, and the SHOP.   
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 Comment: Regarding proposed §155.140(b), a number of commenters did not support the 

proposed rules regarding subsidiary Exchanges out of concern for consumer protections, 

consumer confusion, administrative complexity, the effect of smaller risk pools, and the ability 

for subsidiary Exchanges to exacerbate adverse selection. Commenters suggested that a State 

must demonstrate a compelling justification as to how a subsidiary Exchange would be in the 

best interest of consumers. Some commenters suggested that subsidiary Exchanges should 

remain under centralized State governance and policy decisions to provide some consistency 

across the State. A number of commenters supported the provision in proposed §155.140(b)(2) 

that ensures a subsidiary Exchange is as large as a rating area because they believe it would 

prevent risk selection. Several commenters urged HHS not to allow subsidiary Exchanges to 

cross State lines while others supported the concept. 

 Response: We recognize the concerns of commenters related to the consumer experience 

under subsidiary Exchanges, but we believe that such Exchanges may be valuable and 

appropriate in some marketplaces. In reviewing a State’s Exchange Blueprint, HHS will consider 

how best to protect the consumer experience.  

 Comment: A few commenters requested clarification on whether an Exchange can be 

statewide for the individual market with several SHOPs operated through subsidiary Exchanges. 

Several commenters supported the alignment of SHOP and individual market Exchange service 

areas to ensure consistency for consumers and insurers, and for a more robust insurance market.  

 Response: In this final rule, we maintain the standard in §155.140(c)(2)(ii) that the 

service areas of a SHOP and individual market Exchange must match.  

Summary of Regulatory Changes 

 We are finalizing the provisions proposed in §155.140 of the proposed rule without 
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modification. 

h. Transition process for existing State health insurance exchanges (§155.150)   

 In §155.150, we proposed that, unless determined to be non-compliant, a State operating 

a pre-Affordable Care Act exchange is presumed to be in compliance with the standards set forth 

in this part if: (1) The exchange was operating before January 1, 2010; and (2) the State has 

insured a percentage of its population not less than the percentage of the population projected to 

be covered nationally after the implementation of the Affordable Care Act. We invited comment 

on which proposed threshold should be used and on alternative data sources. We also proposed 

that any State that is currently operating a health insurance exchange that meets these criteria 

must work with HHS to identify areas of non-compliance with the standards of this part. 

Comment: A small number of commenters had suggestions for proposed §155.150(a). A 

few commenters suggested that we use the Congressional Budget Office estimates for projected 

coverage in 2016 and others recommended the Census Bureau’s American Community Survey 

or the Current Population Survey estimates of State coverage on January 1, 2010. A number of 

commenters suggested using a source that included Urban Indian-specific data, while another 

commenter suggested the coverage numbers be based on non-elderly State residents only. One 

commenter raised concerns that coverage numbers are calculated inaccurately at the State level.  

Response: We have amended proposed §155.150(a)(2) to reference the Congressional 

Budget Office projected coverage numbers published on March 30, 2011. HHS will work with 

any State that believes it would fall into this category to determine if its State coverage numbers 

were equal to or above that threshold in January of 2010.  

Comment: Several commenters suggested that proposed §155.150(b) should provide 

additional information, provide for an expedited review process, make corrective action plans 
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publicly available, establish that determining compliance will occur by fall 2012, and otherwise 

remain consistent with the January 1, 2013 timeframe for Exchange approval.  

 Response: We believe that any State that qualifies under §155.150(a) would continue to 

generally meet all standards for Exchange approval as established elsewhere in the final rule, 

including the process for review and timeframes, so we do not believe it necessary to outline 

standards in this section.  

Summary of Regulatory Changes 

 We are finalizing the provisions proposed in §155.150 of the proposed rule, with the 

exception of specifying the database for the projected coverage numbers upon implementation. 

i. Financial support for continued operations (§155.160) 

In §155.160, we proposed to codify the statutory provision that a State ensure its 

Exchange has sufficient funding to support ongoing operations beginning January 1, 2015 and 

develop a plan for ensuring funds will be available.  Specifically, we proposed to allow a State 

Exchange to fund its ongoing operations by charging user fees or assessments on participating 

issuers or by generating other forms of funding, provided that any such assessments are 

announced in advance of the plan year.  We invited comment on whether the final regulation 

should otherwise limit how and when user fees may be charged, and whether such fees should be 

assessed on an annual basis. 

Comment: In response to proposed §155.160, several commenters stated that an 

Exchange must not be approved by HHS unless a clear plan to achieve financial sustainability 

has been articulated. Further, commenters recommended that an Exchange also address the 

implications of its selected fee structure with respect to adverse selection and identify strategies 

to mitigate this risk. 
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Response: A clearly defined plan for financial sustainability is essential to Exchange 

success and in §155.160(b), we codify section 1311(d)(5)(A) of the Affordable Care Act, which 

establishes that a State ensure that its Exchange has sufficient funding to support its operations 

beginning January 1, 2015.  As noted in the preamble to the proposed rule, a funding plan is 

necessary for Exchange approval. States should conduct an analysis of various user fee structures 

as well as other financial support options before making a decision. This analysis could include, 

among other factors, the potential impact on risk selection, issuer participation, consumer 

experience, and provider contracting. We maintain the codification in this final rule.  

Comment: With respect to proposed §155.160(b), many commenters offered specific 

recommendations on how Exchanges should generate revenue, including methods for calculating 

assessments, such as percent of premium with or without a cap; per-policy fees; or establishing 

fees at a specified amount. Commenters also recommended uniform notice standards, such as 10 

or 12 months in advance of the relevant plan or benefit year, or in March of each year. A few 

commenters recommended specific frequencies of collection, such as monthly.  

Response: The Affordable Care Act directs Exchanges to be self-sustaining and provides 

flexibility for Exchanges to generate support for continued operation in a variety of ways, such 

as through user fees. Accordingly, we do not limit Exchanges’ options in the final rule by 

prescribing or prohibiting certain approaches. We believe that user fees parameters, as well as 

the need for other revenue-generating strategies, may vary by State depending upon several 

factors such as the number of potential enrollees and the Exchange’s operational costs.  

Consistent with this flexibility, we have not finalized the proposal that the Exchange announce 

user fees in advance of the applicable plan year, and instead look to Exchanges that opt to charge 

user fees to establish a deadline and vehicle for such announcement, as well as the frequency 
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with which the Exchange will collect such fees.   

Comment: Some commenters expressed support for the flexibility provided with respect 

to funding for ongoing operations as specified in proposed §155.160(b).  Others recommended a 

centralized approach to assessments or raised concerns about specific approaches for generating 

revenue, such as a provider or general tax. A few commenters requested that HHS provide 

technical assistance to States in developing assessment structures. 

Response: Exchange flexibility in funding ongoing operations is critical, as we believe 

that the ability to pursue specific funding strategies may vary by State.  We encourage 

Exchanges to consider the implications of various fee structures on all stakeholders before 

making a selection, but note that the Exchange has discretion to set parameters related to 

assessments. As we have noted previously, HHS is committed to working with States on a 

variety of Exchange features, including but not limited to financial sustainability. 

Comment: In response to the reference to the definition of “participating issuer” in 

proposed §156.50, many commenters made recommendations regarding the types of issuers that 

should be subject to any assessments established by the Exchange. The majority of commenters 

advocated for a broad-based approach in which all issuers would be subject to the assessment. 

Fewer commenters recommended a narrower approach or that certain plans, such as excepted 

benefit plans, be excluded. Finally, several commenters requested that the final rule clarify that 

Exchanges will identify the issuers subject to any assessment. 

Response: The Exchange should identify the issuers that are subject to any user fees or 

other assessments, if applicable. This could include all participating issuers, as defined in 

§156.50 of this final rule, or a subset of issuers identified by the Exchange. Similarly, an 

Exchange could exempt certain issuers from assessments. We believe that Exchange discretion is 
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important with respect to issuer participation so that Exchanges can consider a broad range of 

user fee and assessment alternatives.  We anticipate that Exchanges will consider a variety of 

factors, such as the projected operating costs of the Exchange, and the number of issuers and 

consumers who are expected to participate, if and when establishing a fee structure. 

Comment: A few commenters expressed concern that user fees or assessments charged in 

accordance with proposed §155.160 will be shifted to consumers and providers. These 

commenters variously recommended that any user fees passed on to the consumer be treated as 

rate increases, that user fees be reported separately on consumer bills, and that the final rule 

prohibit direct assessments on consumers. Conversely, several commenters recommended that 

the Exchange must report on user fees and other assessments; specifically, the amount collected 

and how the fees were used. 

Response: Any user fees or other assessments collected by the Exchange would be 

reflected in issuers’ premiums, consistent with current industry practice, and would thus be 

considered as part of any rate review conducted by the State. We believe that having issuers 

report separately any user fees is unnecessary, as we expect that the Exchange will announce 

user fees in advance of each plan year. With respect to having Exchanges report on user fees, we 

recognize that transparency is important, but defer to State flexibility to establish a process to 

notify issuers and report on the assessment of user fees, if this is the approach taken to 

supporting continued operations. We encourage States to be transparent in this process. 

Comment: A handful of commenters on proposed §155.160 recommended that 

Exchanges establish uniform user fees for issuers in the individual Exchange and SHOP. 

Response: We believe that the decision about whether to charge uniform user fees for 

issuers in the individual and small group markets is best made by the Exchange, within the 
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context of the local market and the Exchange operational structure. Therefore, we are not 

limiting Exchange flexibility in this area. 

Comment: A few commenters on proposed §155.160(b) requested that HHS clarify the 

statement in the proposed rule that no Federal funds will be available to Exchanges after 2014. A 

few other commenters suggested that Exchanges secure funding from State Medicaid and CHIP 

agencies to support functions performed on behalf of individuals eligible for Medicaid and CHIP 

(for example, eligibility screenings and referrals). 

Response: The Affordable Care Act specifies that the State ensure that its Exchange is 

self-sustaining by January 1, 2015. Further, as noted in the Department’s State Exchange 

Implementation Questions and Answers released on November 29, 2011, section 1311 grant 

funding to establish an Exchange will only be awarded through 2014. This funding is available to 

States pursuing State-based Exchanges, or preparing to partner with HHS on specific functions, 

and can be used to fund State activities to establish Exchange functions and operating systems 

and to test and improve systems and processes over time. In addition, we note that nothing in this 

final rule prohibits an Exchange from executing agreements with other State agencies to provide 

funding for certain functions that also assist or support those other State agencies. As noted in 

the November 29, 2011 Q&A document, HHS has provided additional help to States to build and 

maintain a shared eligibility service that allows for the Exchange, the Medicaid agency, and the 

CHIP agency to share common components, technologies, and processes to evaluate applications 

for insurance affordability programs. This includes enhanced funding under Medicaid and 

opportunities for other State programs to reuse the information technology infrastructure without 

having to contribute funding for development costs related to shared services.  

Comment: Several commenters on proposed §155.160 made recommendations with 
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respect to how user fees or other assessments collected by the Exchange should be incorporated 

into issuers’ medical loss ratios. Some commenters suggested that user fees should be treated as 

administrative costs, while others recommended that user fees be excluded from the calculation. 

Response: We clarify that all calculations and reporting of user fees must be consistent 

with HHS’s medical loss ratio rule, published at 45 CFR 158. 

Summary of Regulatory Changes 

We are finalizing the provisions in proposed §155.160, with limited exceptions: first, in 

revised paragraph (b)(1), we consolidated the description of how Exchange revenue may be 

generated to simplify the regulatory language. We deleted proposed paragraph (b)(3) and instead 

clarified in revised paragraph (b)(2) that no Federal grant funding to establish an Exchange will 

be awarded after January 1, 2015. Finally, we removed the proposal that an Exchange announce 

user fees in advance of the plan year and instead defer to State notification processes for 

assessing user fees, if applicable. 

<HD3>3. Subpart C - General Functions of an Exchange 

Subpart C outlines the minimum functions of an Exchange, with cross-references in some 

cases to more detailed standards that are described in subsequent subparts (specifically, subparts 

D, E, H and K).  The minimum functions are designed to provide State flexibility. Uniform 

standards are established where specified by the statute or where there were compelling practical, 

efficiency or consumer protection reasons. This subpart also outlines standards for consumer 

tools and assistance, including the Internet Web site to facilitate consumer comparison of QHPs, 

the Navigator program, notices, the involvement of agents and brokers, premium payment, and 

privacy and security. 

a. Functions of an Exchange (§155.200) 

666



  57 

We proposed that an Exchange must perform the minimum functions outlined in subparts 

E, H, and K related to enrollment, SHOP, and QHP certification, respectively. We also proposed 

that the Exchange grant certifications of exemptions from the individual responsibility 

requirement.  The proposed rule established that each Exchange would perform eligibility 

determinations; establish a process for appeals of eligibility determinations; perform functions 

related to oversight and financial integrity; evaluate quality improvement strategies; and oversee 

implementation of enrollee satisfaction surveys, assessment and ratings of health care quality and 

outcomes, information disclosures, and data reporting. We invited comments regarding these and 

other functions that should be performed by an Exchange.   

Comment: Several commenters suggested that HHS establish objective and public 

performance measures to determine how well an Exchange is executing the minimum functions. 

Examples provided by commenters include monitoring the percent of consumers enrolled in a 

QHP in a timely fashion, or monitoring the change in premiums over time in relation to health 

plans offered outside of an Exchange. Other commenters suggested that performance should be 

measured against benchmarks that change over time. The commenters further suggested that 

HHS employ remedies to address any State-based Exchange that is not performing the minimum 

functions adequately, particularly the processing of applications for advance payments of the 

premium tax credit and cost-sharing reductions.  

 Response: Ongoing compliance with regulatory standards is critical to the effective 

operation of Exchanges and HHS is currently exploring mechanisms for performance measures 

and oversight tools available under section 1313 of the Affordable Care Act. We also note that 

the Government Accountability Office is also directed by section 1313(b) of the Affordable Care 

Act to conduct a study of Exchanges, including a comparison of premiums inside and outside of 
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an Exchange. 

 Comment: Several commenters urged HHS to clarify that the minimum functions in 

proposed §155.200 are a floor and not a ceiling. Similarly, some commenters suggested other 

minimum functions, including but not limited to: coordinating with public programs and entities; 

monitoring and addressing adverse selection; creating ombudsman office to handle complaints 

and appeals related to Exchange functions; and minimizing wrongful denials of eligibility. 

Response: The minimum functions presented in §155.200 represent a floor that can be 

exceeded by an Exchange, but we do not believe we need to revise our proposed regulation text 

for that clarification. In response to the specific functions suggested by commenters, we believe 

that many of the suggested additional minimum functions are already encompassed in the final 

rule. For example, subpart D addresses coordination with other public programs and entities as 

well as the accuracy of eligibility determinations.  We also note that subpart K of this part equips 

the Exchange with the ability to establish certification standards that mitigate adverse selection, 

while other sections of this subpart outlines various forms of consumer support.  

Comment: A number of commenters suggested that the final rule include the standard to 

fulfill the United States’ Trust Responsibility to provide health care for American Indian/Alaska 

Native individuals regardless of where they reside.  

Response: We believe Congress has acknowledged the Federal government’s historical 

and unique legal relationship with Indian tribes by providing additional benefits for American 

Indians and Alaska Natives to increase access to health care coverage in rural and urban areas.  

Those benefits include the waiver of cost-sharing amounts and the special enrollment period.  

We believe that the provisions in this final rule implementing these benefits will supplement the 

services and benefits that are provided by the Indian Health Service.   
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Comment: Numerous commenters recommended standards related to the certificates of 

exemption described in §155.200(b) of the proposed rule.  

Response: As noted in the preamble to the proposed rule, we intend to address certificates 

of exemption and implement section 1311(d)(4)(H) and 1411 of the Affordable Care Act through 

future rulemaking. 

 Comment: Many commenters urged HHS to provide more details on the eligibility 

appeals minimum function in §155.200(d) of the proposed rule, and several specifically 

commented on the need for appeals processes to accommodate limited English proficient 

individuals.  

 Response: As noted in the preamble to the proposed rule, we intend to address the content 

and manner of appeals of individual eligibility determinations in future rulemaking. We have 

removed this from the list of minimum functions at this time. We note, however, that §155.355 

provides that Exchange eligibility notices include notice of the right to an appeal.  In addition, 

Exchange notices must meet certain minimum standards in §155.230.  Both of these provisions 

are discussed in more detail in response to comments on those specific sections. 

Comment: Many commenters urged HHS to provide more details on the standards for 

oversight and financial integrity of an Exchange in §155.200(e) of the proposed rule.   

 Response:  Section 1313 of the Affordable Care Act describes the steps the Secretary 

may take to oversee Exchanges and ensure their financial integrity, including conducting 

investigations and annual audits and partially rescinding Federal financial support from a State in 

which the Exchange has engaged in serious misconduct.  We may publish regulations or other 

guidance in the future describing specific parameters of this oversight. 
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Comment: Several commenters submitted comments in response to our proposals in 

§155.200(f) supporting the use of national quality standards, State flexibility in implementation, 

reporting quality information to consumers and the evaluation of Exchanges as well as QHPs.  

Response: As noted in the preamble to the proposed rule, we intend to address the content 

and manner of quality reporting under this section in future rulemaking. In addition, the State 

Exchange Implementation Question and Answers published by HHS on November 29, 2011 

discusses the implementation of the quality rating system for QHPs at question 11. 

Comment: Some commenters requested clarification on whether an Exchange is 

considered a business associate under HIPAA.  

 Response: In response to commenters’ requests for clarification regarding Exchanges and 

HIPAA, we have added language to section §155.200 clarifying the relationship between 

Exchanges and QHP issuers, which are HIPAA covered entities, to help States determine the 

applicability of HIPAA to their Exchange. The final rule provides States with a breadth of 

options for designing and implementing Exchange functions and operations. Therefore, it is not 

possible to state the applicability of the HIPAA Privacy and Security Rules to all Exchanges. We 

have added §155.200(e) to clarify that an Exchange is not acting on behalf of a QHP when the 

Exchange engages in the minimum functions outlined in this final rule.   

Because the Exchange, in performing functions under §155.200, is not operating on 

behalf of a particular QHP issuer, but rather is acting on its own behalf in performing statutorily-

required responsibilities to determine an individual’s eligibility for enrollment in a QHP through 

the Exchange, it is not a HIPAA business associate of the QHP issuer in regard to its 

performance of these functions.  However, an Exchange that chooses to perform functions other 

than or in addition to those in §155.200 may be a HIPAA covered entity or business 
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associate. For instance, a State may need to consider whether the Exchange performs eligibility 

assessments for Medicaid and CHIP, based on MAGI, or conducts eligibility determinations for 

Medicaid and CHIP as described in §155.302(b).   

As stated in the Exchange establishment proposed rule, each Exchange should engage in 

an analysis of its functions and operations to determine whether the Exchange is a covered entity 

or business associate, based on the definitions in 45 CFR 160.103.  However, we believe that 

clarifying our conceptualization of the relationship between an Exchange and QHP issuers will 

assist Exchanges in their independent evaluation of the applicability of HIPAA. Please see 

further discussion of privacy and security in §155.260. 

Summary of Regulatory Changes 

In the final rule, we made the following changes to §155.200: we have removed the 

proposed paragraph (c), and instead included eligibility determinations as a minimum function 

through reference to subpart D in paragraph (a). We have also removed the proposed paragraph 

(d) related to appeals of eligibility determinations. In the final rule, paragraphs (c) and (d) now 

reflect the minimum functions related to oversight/financial integrity and quality activities, 

respectively. We have added a new paragraph (e) to clarify our intent that in carrying out its 

responsibilities under subpart C, an Exchange would not be considered to be operating on behalf 

of a QHP. 

b.  Partnership 

In the Exchange establishment proposed rule, HHS introduced the concept of a 

Partnership model in which HHS and States work together on the operation of an Exchange.  At 

a State grantee meeting on September 19, 2011, HHS provided additional information regarding 

the Partnership model.  
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A Partnership Exchange would be a variation of a Federally-facilitated Exchange. Section 

1321(c) of the Affordable Care Act establishes that if a State does not have an approved 

Exchange, then HHS must establish an Exchange in that State; the statute does not authorize 

divided authority or responsibility. This means that HHS would have ultimate responsibility for 

and authority over the Partnership Exchange. In a Partnership Exchange, we intend to provide 

opportunities for a State to help operate the plan management function, some consumer 

assistance functions, or both.  For successful operation of the Exchange in this model, we expect 

that States would agree under the terms of section 1311 grants to ensure cooperation from the 

State’s insurance, Medicaid, and CHIP agencies to coordinate business processes, systems, 

data/information, and enforcement. Under such an arrangement, States could use section 1311 

Exchange grant funding to pay for activities related to establishment of these Exchange 

functions, thereby maintaining existing relationships and allowing for easier transitions to State-

based Exchanges in future years if a State elects to pursue Exchange approval.  

Comment: Many commenters supported the goal of a Partnership, but voiced concerns 

about the potentially negative implications for a seamless consumer experience. Commenters 

urged HHS to ensure that consumers would not be able to differentiate an Exchange operated by 

a single entity from a Partnership Exchange. Other commenters recommended a highly 

transparent process so consumers would know where to file appeals and voice complaints and 

health insurance issuers would know which standards are enforced by which entity. Some 

commenters raised concerns about separating Exchange functionality at all, and urged HHS not 

to sacrifice a seamless consumer experience for State flexibility.  
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Response: A seamless consumer experience is a cornerstone to an effective Exchange, 

and we plan to structure any Partnership in such a way that will not undermine a smooth process 

for individuals and employers.  

Comment: Several commenters suggested other functions for State involvement in a 

Partnership instead of the plan management and consumer assistance, in particular suggesting 

that States perform Medicaid eligibility determinations. Some commenters recommended 

allowing a State to retain responsibility for making Medicaid eligibility determinations in order 

to avoid duplicating existing State systems or curtailing traditional State responsibilities. A few 

commenters suggested that there be specific process to handle disputes between HHS and 

Medicaid regarding Medicaid eligibility if States retained that function in a Federally-facilitated 

Exchange, and one suggested that consumers be held harmless and enrolled in coverage during 

eligibility disputes. Meanwhile, other commenters urged HHS not to bifurcate eligibility 

determinations between Federal and State entities out of concerns about the negative 

implications for the consumer experience and the complications such bifurcation would create. A 

small number also suggested that a State with a Federally-facilitated Exchange must accept 

Federal eligibility determinations.  

Other proposed functions for Partnership included: the certificates of exemption 

described in §155.200(b), quality rating system, enrollee satisfaction tools, determination of 

affordability and minimum value of employer-sponsored coverage, or eligibility determinations 

for advance payments of the premium tax credit. Other commenters suggested areas that should 

specifically be retained by a State in any circumstance, including State responsibility for 

overseeing licensure, solvency, market conduct, form approval and other operations of QHPs, 

overseeing licensed agents, and responding to consumer complaints.  
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Response: In this final rule, we address leveraging existing State resources and expertise 

regarding Medicaid in subpart D. Exchange responsibilities related to the quality rating system 

and enrollee satisfaction survey will be outlined in future rulemaking. In addition, HHS 

continues to explore how to leverage existing State insurance activities in several areas, 

including licensure, solvency, and network adequacy. The State Exchange Implementation 

Questions and Answers published on November 29, 2011 provide additional discussion in this 

area. 

Comment: Some commenters suggested that we allow States to have a variety of options 

under a Partnership Exchange, while other commenters recommended that a standardized set of 

limited options would be the most effective way to ensure that a Partnership does not create 

significant administrative burden.  

Response: We recognize that an unlimited number of options for organization of a 

Federally-facilitated Exchange would be extremely complicated to implement and operate, and 

believe that the options and flexibilities HHS has laid out will balance flexibility with 

administrative feasibility.  

Comment: Many commenters, citing concerns about accountability, supported the 

approach of the Partnership being a form of a Federally-facilitated Exchange, while others 

preferred that States retain ultimate authority in a Partnership. Some of the commenters urged 

HHS to oppose any Partnership that would confuse or blur lines of authority and responsibility. 

A few commenters suggested that HHS have readiness assessments or performance metrics to 

measure how a State will perform, or is performing, a function under Partnership.  One 

commenter suggested that HHS have no role in plan management if a State decides to operate 

this function, while another voiced concerns about how HHS would enforce certain decisions if a 
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State is operating one or more Exchange functions. 

Response: Section 1321(c) of the Affordable Care Act does not contemplate divided 

authority over an Exchange. In all organizations of a Federally-facilitated Exchange, the 

Secretary will retain ultimate responsibility and authority over operations and all inherently 

governmental functions.  A State wishing to enter into a Partnership must agree to perform the 

function(s) within certain parameters, as agreed upon by the State and HHS.  

Comment: Some commenters urged HHS not to allow a State to operate only an 

individual market or SHOP component of an Exchange through a Partnership. 

Response: We believe that splitting the SHOP through a Partnership is not a reasonable 

or feasible option at this time and have not established that as an option. 

Comment: Many commenters urged HHS to consult with stakeholders during the 

development of a Partnership with a given State.  

Response: Section 155.105(f) clarifies that the Federally-facilitated Exchange must 

follow the stakeholder consultation standards in §155.130. The Federally-facilitated Exchange 

will consult with a variety of stakeholders to ensure that the needs of the States in which it 

operates are met.  

Comment: A few commenters requested that Tribal governments be eligible to participate 

in a Partnership.   

Response: Currently, only States would be eligible to enter into a Partnership with HHS, 

as States are the entities designated in the Affordable Care Act as responsible for setting up an 

Exchange (see discussion of the Exchange establishment proposed rule for more detail (76 FR 

41870). However, HHS will continue ongoing tribal consultation to ensure that Exchanges 

address the needs of tribal populations. 

675



  66 

Summary of Regulatory Changes 

We did not propose regulations on Partnership and have not added any in this final rule. 

Rather, further information will be provided in the context of future guidance on the Federally-

facilitated Exchange. 

c. Consumer assistance tools and programs of an Exchange (§155.205) 

In proposed §155.205, we established that the Exchange must provide for the operation 

of a consumer assistance call center that is accessible via a toll-free telephone number, and 

outlined capabilities and suggested infrastructure as well as types of information we think will be 

most critical to consumer experience and informed decision-making. The proposed rule sought 

comment on ways to streamline and prevent duplication of effort by the Exchange call center and 

QHP issuers’ customer call centers while ensuring that consumers have a variety of ways to learn 

about their coverage options and receive assistance.   

We further proposed that an Exchange must maintain an Internet Web site that contains 

the following information on each available QHP: the premium and cost sharing information; the 

summary of benefits under section 2715 of the PHS Act; the identification of the QHP coverage 

(“metal”) level; the results of the enrollee satisfaction survey; the assigned quality ratings; the 

medical loss ratio; the transparency of coverage measures reported to the Exchange, and the 

provider directory.   

We noted that we were evaluating the extent to which the Exchange Web site may satisfy 

the need to provide plan comparison functionality using HealthCare.gov, and invited comment 

on this issue. We also requested comment on a Web site standard that would allow applicants, 

enrollees, and individuals assisting them to store and access their personal account information 

and make changes. 
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We also proposed that the Exchange Web site be accessible to persons with disabilities 

and provide meaningful access to persons with limited English proficiency. In addition, we 

proposed that the Exchange post certain QHP financial information, and that an Exchange 

establish an electronic calculator to assist individuals in comparing the costs of coverage in 

available QHPs after the application of any advance payments of the premium tax credit and 

cost-sharing reductions.  We invited comment on the extent to which States would benefit from a 

model calculator and suggestions on its design. 

Finally, we proposed that the Exchange have a consumer assistance function, and  that 

the Exchange conduct outreach and education activities to educate consumers about the 

Exchange and encourage participation separate from the implementation of a Navigator program 

described in §155.210.   

Comment: Several commenters supported the significant flexibility in structuring a call 

center provided in proposed §155.205(a). Other commenters suggested that HHS establish more 

detailed standards such as establishing key areas of competency for a call center service, 

including being able to provide information about QHPs, the categories of available assistance, 

and the application process. Some commenters recommended that an Exchange call center 

address additional topics, ranging from the ability to make appropriate referrals to other sources 

of information, to the capacity to provide enrollment assistance to hospitals and other providers 

encountering the uninsured. One commenter said that the call center should be able to respond to 

online chat.  

Response: We accept the recommendation of commenters that Exchange discretion in 

establishing a call center should be maintained, and therefore have not established additional 

standards in §155.205(a) of the final rule. The final rule does not preclude an Exchange from 
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adopting additional standards or implementing the specific suggestions from commenters to 

provide more robust consumer assistance. 

Comment: HHS received many comments regarding an Exchange’s ability to make 

appropriate referrals through the call center in proposed §155.205(a). Commenters specifically 

recommended that Exchanges have the capacity to refer consumers to Medicaid, Indian Health 

Service/Tribal/Urban (I/T/U) providers, Navigators and assisters, oral translation services, and 

family planning services. A commenter also suggested that the call center be able to 

appropriately address the special issues facing families with mixed immigration status. Several 

commenters asked that the call center refer consumers who were ineligible for coverage through 

the Exchange to safety net health providers and other low-cost, non-Exchange options. Some 

commenters suggested that the call center be able to appropriately refer discrimination 

complaints. 

Response: We believe §155.205(a) addresses this issue with the phrase “address the 

needs of consumers requesting assistance.” In the preamble to the proposed rule, we noted that 

the Exchange call center should be a conduit to services like Navigators and State consumer 

programs (76 FR 41875). We maintain this expectation under this final rule and note that 

Exchanges have discretion to establish more specific standards. 

Comment:  Many commenters recommended that the call center be able to provide oral 

communication to people with limited English proficiency (LEP), and several suggested 

standards that assure service to those with hearing disabilities.  

Response: We have amended the final rule to apply the meaningful access standards 

specified in the redesignated §155.205(c)(1), (c)(2)(i), and (c)(3) to an Exchange call center. 

HHS will also issue further guidance on language access and such guidance will coordinate our 
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accessibility standards with insurance affordability programs, and across HHS programs, as 

appropriate, providing more detail regarding literacy levels, language services and access 

standards. 

Comment: HHS received comments about ways a call center can assure quality service, 

including training on important topics, establishing performance standards on topics like call 

wait times, abandonment rates, and call return time; or modeling call center performance 

standards on existing call centers, with 1-800 Medicare and the Michigan Health Insurance 

Consumer Assistance Program mentioned as positive examples. Commenters also suggested 

testing the call center with consumer focus groups, developing analytics on call center service 

issues, and updating an Exchange customer’s account with a record of any services provided by 

call center personnel. 

Response: We believe that §155.205(a) as proposed outlines general standards to address 

the needs of consumers and we retain this language in the final rule. We did not propose and are 

not adding specific performance standards for Exchange call centers in this final rule, but we 

note that in connection with the operation of Federally-facilitated Exchanges, we will take these 

specific performance recommendations into consideration. 

Comment: HHS received many comments on the need to coordinate call center services 

with other entities. Several commenters recommended that service issues handled by an 

Exchange call center versus those handled by a QHP issuer call center should be clearly 

delineated to avoid consumer confusion and unnecessary duplication, a topic for which we 

requested comment in the proposed rule. One commenter recommended limiting the Exchange 

call center services to pre-enrollment, leaving QHP issuers to provide customer service for QHP 

enrollees. Another commenter recommended a “no wrong number” approach to customer 
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service, advising that State flexibility would best foster a solution. One commenter spoke of the 

need to integrate the call center with the Exchange Web site in order to provide personal service 

without having callers repeat information already entered via an online account. Another 

commenter asked that HHS clarify the different roles of eligibility workers and the call center. 

Response: An Exchange must balance the need to prevent duplication against ensuring 

that consumers have a variety of ways to learn about their coverage options, an imperative 

supported by the flexibility in paragraph §155.200(a). In regard to the differing roles between 

eligibility workers and the call center, we believe this is an operational issue that each Exchange 

must address.  Thus, we are finalizing this provision as proposed.  

Comment: Related to proposed §155.200(b), many commenters remarked that the Web 

site www.Healthcare.gov’s “Find Insurance Options” would work as a model for health plan 

comparison for the Exchange, though often with the caveat that this feature should be fully 

integrated into the Exchange Web site. A commenter also noted that Healthcare.gov provides a 

foundation but would need changes to be used for an Exchange. Some commenters opposed 

Healthcare.gov as a model because it does not have transactional functionality or a precise 

premium calculator. Another commenter urged HHS to also consider eHealthInsurance.com and 

Medicare.gov as models. 

Response: HHS considered comments on the appropriateness of Healthcare.gov as a 

model for presenting comparative plan information, as well as comments suggesting consulting 

other models such as eHealthInsurance.com and Medicare.gov. We will take these 

recommendations into account in development of the model Internet Web site template and in 

future guidance. 

Comment: With respect to the preamble discussion related to proposed §155.205(b), 
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commenters were generally supportive of the concept that Exchange Web sites allow applicants 

and enrollees to store and access their personal information in an online account or allow 

eligibility and enrollment application assisters to maintain records of an individual’s application 

process. Some commenters raised privacy and security concerns, and one commenter suggested 

applying a privacy and security standard like that used by the Financial Industry Regulatory 

Authority (FINRA) in its self-regulation of the securities industry, ensuring that actions by 

authorized representatives are recorded for consumer protection purposes.  

Response: We believe that applicants, enrollees, and authorized third party assisters 

should have access to an online personal account with strong privacy and security protections 

and will consider these comments when developing the model Internet Web site template and 

guidance. We encourage Exchanges to consider the benefit of accounts, but are not establishing 

account functionality as a minimum Exchange Web site standard in this final rule.  

Comment: Many commenters supported the proposal in §155.205(b)(1)(ii) that the 

Exchange display the summary of benefits and coverage established in section 2715 of the PHS 

Act. Several noted that the summary of benefits should be searchable, not necessitate additional 

software to view, and include drug formulary information. 

Response: Enrollees, consumers, and other stakeholders need access to a variety of cost 

and benefit information via the Exchange Web site to make an informed plan selection. 

Accordingly, we are finalizing the provisions in paragraphs §155.205(b)(1)(i) and (ii), which 

direct an Exchange Web site to display premium and cost-sharing information and a summary of 

benefits and coverage for each QHP. We clarify that paragraphs (b)(1)(i) and (b)(1)(ii) are 

separate standards because the premium and cost-sharing information needs for an Exchange 

surpass those included in the summary of benefits and coverage document. We note that 
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paragraph (b)(1)(ii) allows an Exchange the option of collecting the summary of benefits from 

issuers in a manner supporting a searchable format. The content of the summary of benefits and 

coverage is outside of the scope of this final rule and refer readers to the Summary of Benefits 

and Coverage and Uniform Glossary final rule, codified at §147.200 of this title, published at 77 

FR 8668 (Feb. 14, 2012). 

Comment: With respect to the provider directory standard in proposed 

§155.205(b)(1)(viii), a number of commenters recommended that an Exchange provide an up-to-

date consolidated provider directory to enable consumers to see which QHPs a given provider 

participates in from the Exchange Web site. A few other commenters advised HHS to ensure that 

the Exchange link to a QHP’s Web site provider directory for timely and accurate information. 

Another commenter asked that the final rule clarify that an online directory meets the standard in 

paragraph (b)(1)(viii), and that Exchanges do not need to provide paper provider directories.  

Response: HHS considered the comments received on the Internet Web site’s display of 

provider directory information. To maintain maximum flexibility for an Exchange, the final rule 

does not specify whether an Exchange should collect a consolidated provider directory or link to 

a QHP’s Web site in order to meet the standards in paragraph (b)(1)(viii). Additional comments 

on the provider directories are addressed in §156.230. 

Comment: One commenter indicated that our proposed standard in §155.205(b)(1)(vi) to 

display medical loss ratio on the Exchange Web site was inappropriate, comparing it to a 

manufacturer’s cost to produce. Another commenter suggested dropping the proposed MLR 

display for the individual market Exchange, stating that it was too technical a concept to be 

useful for consumers.  

Response: Issuers are already report this data under the Affordable Care Act in 
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accordance with section 2718 of the PHS Act, and displaying the medical loss ratio on the 

Exchange Web site makes this information accessible to consumers. 

Comment: Several commenters noted that an Exchange should track which Web site 

features were most used, or caused consumers difficulty, in order to continually improve the 

Web site. Some of these commenters asked that usage information be publicly disclosed. 

Response: Statistics on Web site usage may be helpful for Exchange quality assurance, 

and we will consider these comments when developing best practice guidelines for Exchanges. 

We make no modifications in the final rule to specifically regulate collection or dissemination of 

statistics on Web site usage. 

Comment: Many commenters supported the proposed §155.205(b)(2) standards regarding  

meaningful access to people with disabilities and persons with limited English proficiency, with 

some suggesting that HHS further clarify that the Web site must be fully accessible, with Web 

site materials and notices available in alternative formats. One commenter noted that the 

Exchange calculator and other online tools should be accessible and independently usable as 

much as possible for people with disabilities.  Commenters suggested that all Web site language 

be at a sixth grade proficiency level.  A number of commenters suggested that the Web site be 

available in Spanish and one or more languages prevalent in the Exchange service area. Many 

suggested that the Web site clearly display taglines in up to 15 different languages explaining 

how to access oral translation in those languages. In contrast, one commenter requested that HHS 

defer to a State on meaningful access standards because a State is best situated to determine local 

needs. Finally, several commenters suggested that meaningful access standards apply to 

information presented on the Web site on premiums, premium tax credits, individual 

responsibility exemptions, and the appeals process. 
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Response: We have made several changes in this final rule. We added paragraph 

§155.205(c) to establish that communications be in plain language to help applicants and 

enrollees understand the information presented; the definition of “plain language” is discussed in 

§155.20 of this final rule. We added §155.205(c)(1) to specify that auxiliary aids and services be 

provided at no cost to the individual. Provisions on access for those with limited English 

proficiency are modified in new paragraph §155.205(c)(2) to include oral translation, written 

translation, and taglines in non-English languages indicating the availability of language 

services. Finally, we added paragraph (c)(3) to establish that the Exchange must inform 

applicants and enrollees of the services in paragraph (1) and (2). We note that in this final rule, at 

§155.230(b) and §156.250, we apply the meaningful access standards to Exchange notices and 

QHP issuer notices, respectively. We note that the standards in this section do not preempt 

current guidance issued by the Office of Civil Rights. 

We are not adding specific accessibility standards in this final rule, but intend to issue 

such standards in future guidance, seeking input first from States and other stakeholders about 

appropriate standards. Such guidance will coordinate our accessibility standards with insurance 

affordability programs, and across HHS programs, as appropriate, providing more detail 

regarding literacy levels, language services and access standards.  

We retained the standard that Web sites must be accessible to people with disabilities and 

encourage States to review WCAG 2.0 level AA Web site standards, which have been 

considered for adoption as Section 508 standards in the recent proposed rule issued by the 

Architectural and Transportation Barriers Compliance Board (Access Board)76 FR 76640, 

December 8, 2011). See also Section 5.1.3 of the Guidance for Exchange and Medicaid 
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Information Technology (IT) Systems 1.0 published in November 20102. We intend to publish 

future guidance on these standards.  

Comment: With respect to the financial information described in proposed 

§155.205(b)(3)(i), one commenter sought clarification on what HHS means by licensing costs. 

Another commenter recommended dropping the proposal in §155.205(b)(3)(v) that Exchanges 

display losses due to waste, fraud and abuse, arguing that it would be speculative and 

inflammatory.  Alternatively, several other commenters asked for more detail on Exchange 

reporting, and asked that HHS direct an Exchange to include all costs, including costs incurred in 

making a Medicaid eligibility determination, in the administrative cost of the Exchange. 

Response: We did not accept the recommendations to establish additional standards and 

have maintained the proposed policy in the final rule, which is redesignated as subparagraph 

(b)(6). Section 1311(d)(7) of the Affordable Care Act directs the Exchange Web site to display 

losses due to waste, fraud and abuse. HHS will consider the request for greater clarity on 

licensing costs as we develop guidance to interpret and implement this standard. 

Comment: Many commenters supported our proposal that the Exchange Web site provide 

information about Navigators and other assisters in §155.205(b)(4). Several commenters 

suggested that HHS explicitly include the display of contact information for other assisters, 

especially the Exchange call center. Another commenter asked that brokers and agents only be 

listed if they are also Navigators. One tribal entity remarked that consumer assistance should 

include services provided by Indian Health Service/Tribal/Urban (I/T/U) organizations. 

Response:  We maintain the standard in redesignated §155.205(b)(3) of this final rule. 

Exchanges have the flexibility to establish additional standards regarding posting information 

                                                 
2 Guidance for Exchange and Medicaid Information Technology (IT) Systems 1.0 published in November 2010: 
http://cciio.cms.gov/resources/files/joint_cms_ociio_guidance.pdf. 
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relating to Navigators and other assisters.  

Comment: Many commenters were supportive of a Exchange Web site that facilitates a 

“one-stop” eligibility determination as described in §155.205(b)(5) of the proposed rule. 

Commenters were supportive of the Web site allowing for enrollment in coverage. Another 

commenter stated that the Exchange should not be the only access point for coverage, and that 

HHS should address the need for consumer assistance for Web site-related purchasing mistakes. 

Response: Exchange Web sites will not be the only access point for an individual to 

apply for coverage through the Exchange. Standards for enrollment initiated by an applicant 

through a non-Exchange Web site are described in an amended §155.220 and §156.265, which 

provide additional details about eligibility determinations and protections against an applicant’s 

personal data from being inappropriately shared with other parties. Applications are also 

described in §155.405(c) of the final rule. We have also modified the Web site’s function in 

enrollment in the proposed §155.205(b)(1), by clarifying in redesignated §155.205(b)(5) that an 

Exchange Web site facilitates the selection of a QHP by a qualified individual since enrollment 

is effectuated by the QHP issuer in a process described in §156.265(b).  

Comment: Many commenters expressed support for a Web site calculator proposed in 

§155.205(c) that displays the estimated cost of coverage after the application of any expected 

advance payments of the premium tax credit and cost-sharing reductions.  In general, these 

commenters urged simplicity and requested no additional calculation from the consumer. Several 

commenters recommended that HHS provide a national model calculator for efficiency and 

consistency across Exchanges. One commenter in particular asked that the calculator make cost-

sharing reductions available to American Indians/Alaska Natives readily apparent.  Another 

commenter suggested that the Web site provide a standard way for a consumer to take less than 
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the available advance payment of the premium tax credit. A few other commenters suggested 

that the Web site have decision support to help a consumer see how a change in income would 

affect advance payments of the premium tax credit and make a plan selection accordingly. 

Several commenters suggested that the Exchange specify that an “out-of-pocket” estimate be part 

of the Exchange calculator in order to help consumers avoid evaluating cost by premium alone. 

Finally, one commenter suggested that the calculator account for the variation in cost sharing for 

“in-network” versus “out-of-network” services. 

Response: We will consider these recommendations as we develop guidance, best 

practices, and the model Web site template, but we are not finalizing more specific standards for 

the electronic calculator in this final rule as we are codifying the statutory provision related to the 

calculator. 

Comment:  Commenters were generally supportive of Exchanges providing consumer 

assistance as described in §155.205(d) of the proposed rule. Many asked that an Exchange 

complete a consumer needs assessment before designing its consumer assistance program. HHS 

received many comments on the need to conduct outreach and education for hard to reach 

populations described in proposed §155.205(e).  Many commenters remarked that assistance 

should be able to serve those with disabilities or limited English proficiency, suggesting 

standards for consumer assistance such as oral translation for all limited English proficient 

individuals, or simply that such services be culturally and linguistically appropriate. Some 

commented that consumer assistance workers should be knowledgeable of the Indian Health 

System. One commenter remarked that consumer assistance should be accessible across multiple 

channels, including Web site, telephone, and in-person. Several commenters remarked on the 

need for in-person assistance, with one commenter suggesting the Internal Revenue Service’s 
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Volunteer Income Tax Assistance Program as a model, another commenter recommending 

agents and brokers for consumer assistance, and a third suggesting that assistance be provided as 

much as possible by nonprofit organizations. Others suggested that an outreach program be 

coordinated with public programs because of the likely overlap in eligibility, or with providers 

like Federally Qualified Health Centers and essential community providers. Other commenters 

pointed to existing enrollment campaigns for lessons learned, such as the need to build in time to 

“ramp up” an enrollment campaign.  

Response: We will consider comments we received on consumer assistance in 

§155.205(d) in the development of guidance. In this final rule, we maintain this provision as 

proposed and believe that it provides sufficient discretion to further develop the consumer 

assistance function. We have modified §155.205(e) in this final rule to direct Exchanges to 

provide education regarding insurance affordability programs to ensure coordination with public 

programs. HHS received many helpful comments on how to ensure effective consumer 

assistance and outreach and will consider these as we develop guidance. 

Summary of Regulatory Changes 

 We are finalizing the provisions proposed in §155.205 of the proposed rule, with the 

following modifications: we renumbered proposed paragraphs (b)(3) through (b)(6) as (b)(2) to 

(b)(5) in the final rule. We clarified in paragraph (b)(5) of this final rule that a qualified 

individual may select a QHP on the Exchange Web site to initiate the enrollment process, rather 

than completing the entirety of the enrollment process on the Web site. We moved the standard 

regarding the calculator to paragraph (b)(6) of this final rule. We redesignated paragraph (c)(1) 

and clarified standards for persons with disabilities, including the provision of auxiliary aids and 

services at no cost to the individual and that Exchange Web sites must be accessible. We added 
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paragraph (c)(2) to outline standards for limited English proficient persons, including that oral 

translation be available, written translation be available, and that the availability of language 

services be displayed with taglines written in each respective language, and in paragraph (c)(3) 

that individuals must be made aware of the availability of these services. Finally, we made 

several minor technical and non-substantive changes.  

d. Navigator program standards (§155.210) 

In §155.210, we proposed Navigator program standards for both the individual market 

Exchange and SHOP. We first proposed that Exchanges must award grant funds to public or 

private entities or individuals to serve as Navigators, and described the eligibility standards for 

and the types of entities to which the Exchange may award Navigator grants.  We also identified 

the minimum duties of Navigators, including standards for the information and services provided 

by Navigators. We sought comment on how best to ensure that the information provided by 

Navigators is accurate and complete and whether HHS should identify additional standards for 

Navigators in future guidance.  

We further proposed that a Navigator must meet any licensing, certification or other 

standards prescribed by the State or Exchange, as appropriate, and may not have a conflict of 

interest during the term as Navigator. We sought comment on whether we should propose 

additional standards on Exchanges to make determinations regarding conflicts of interest.   

In addition, we proposed that the Exchange include at least two types of Navigators from 

the list of eligible entities included in the Affordable Care Act. We sought comment as to 

whether we should ensure that at least one community and consumer-focused non-profit 

organization be designated as a Navigator by an Exchange, or whether we should provide that 

Navigator grantees reflect a cross-section of stakeholders.  
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We also proposed to codify the statutory prohibitions on Navigator conduct in the 

Exchange, specifically that health insurance issuers are prohibited from serving as Navigators 

and that Navigators must not receive any compensation from any health insurance issuer in 

connection with the enrollment of any qualified individuals or qualified employees in a QHP.  

We sought comment on this issue and whether there are ways to manage any potential conflicts 

of interest that might arise.   

Finally, we proposed to codify the statutory restriction that the Exchange cannot support 

the Navigator program with Federal funds received by the State for the establishment of 

Exchanges.  For a more detailed discussion of how this statutory prohibition applies in States 

where Navigators address Medicaid and CHIP administrative functions, please refer to the 

preamble of the Exchange establishment proposed rule (76 FR 41878).  We also noted that we 

were considering a standard that the Navigator program be operational with services available to 

consumers no later than the first day of the initial open enrollment period.  

General Standards 

Comment: Regarding proposed §155.210(a), several commenters had specific 

recommendations regarding the types of and content of contractual agreements that should exist 

between Navigators and Exchanges.  

Response: The final rule does not specify the type of or contents of the contractual 

agreements between Exchanges and Navigators, other than codifying the statutory provision that 

Navigators receive grants.  Exchanges can design the grant agreements as they deem appropriate 

so long as they ensure that Navigators are completing, at least, the minimum duties outlined in 

§155.210(e) of the final rule.  

Comment:  Several commenters recommended additional standards for Navigator 
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programs established under proposed §155.210(a), including a needs assessment of the 

population in the geographic areas in which Navigators will serve consumers and an ongoing 

evaluation system to gauge Navigator performance. 

Response:  While a needs assessment is likely to yield useful information in developing 

the Navigator program, we do not accept the commenters’ suggestion that Navigator programs 

conduct such assessments. We note that many States have already begun research on the needs of 

the populations an Exchange could serve. To the extent that needs assessments undertaken as 

part of Exchange establishment and planning do not inform which types of Navigators to select 

and how Navigators can best serve potential Exchange enrollees, we encourage States to conduct 

them. But the final rule does not direct States to conduct additional research. Additionally, we 

strongly encourage Exchanges to implement regular reviews and assessments of their 

Navigators. 

Comment: A significant number of commenters expressed the importance of mitigating 

Navigator conflict of interest and of ensuring Navigator accountability. Many commenters asked 

that HHS issue specific conflict of interest standards that would apply to all entities interested in 

serving as Navigators, and some made specific recommendations regarding what should be 

included in such standards. Several commenters, including consumer and patient advocacy 

groups and State agencies, also requested that we define “conflict of interest” as used in 

§155.210(b)(1)(iv) of the proposed rule, while another commenter suggested that States should 

have the flexibility to determine if a conflict of interest exists for Navigators. 

Response:  The final rule contains restrictions on Navigator conduct that are intended to 

eliminate possible sources of conflicts of interest. However, the baseline standards that we have 

specified will likely not be sufficient to comprise a robust set of conflict of interest standards in 
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all Exchanges. As such, §155.210(b)(1) of the final rule establishes that Exchanges develop and 

disseminate a set of conflict of interest standards to ensure appropriate integrity of Navigators. 

Exchanges will be best-equipped to determine what additional conflict of interest standards are 

appropriate for their markets, and we strongly urge Exchanges to develop standards that are 

sufficient to help ensure that consumers receive accurate and unbiased information at all times 

from all Navigators. We also clarify here that “conflict of interest,” as used in §155.210(c)(1)(iv) 

of the final rule, means that a Navigator has a private or personal interest sufficient to influence, 

or appear to influence, the objective exercise of his or her official duties; for purposes of this 

rule, it includes the conflict of interest standards developed by each Exchange. 

We urge Exchanges to develop conflict of interest standards that include, but are not 

limited to, areas such as financial considerations; non-financial considerations; the impact of a 

family member’s employment or activities with other potentially conflicted entities; Navigator 

disclosures regarding existing financial and non-financial relationships with other entities; 

Exchange monitoring of Navigator-based enrollment patterns; legal and financial recourses for 

consumers that have been adversely affected by a Navigator with a conflict of interest; and 

applicable civil and criminal penalties for Navigators that act in a manner inconsistent with the 

conflict of interest standards set forth by the Exchange. Additionally, we will be releasing model 

conflict of interest standards in forthcoming guidance. 

 Comment: We requested comment on standards related to training in the proposed rule 

and received a large number of responses on this issue. Several commenters suggested that HHS 

establish minimum standards for Navigator training, including templates for the format and 

content of Navigator training materials. Some commenters suggested that Navigators be trained 

to specifically serve the needs of varying groups, including but not limited to: low-income 
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individuals; limited English proficient individuals; tribal organizations; individuals with 

disabilities; and individuals with mental health or substance abuse needs. Other commenters 

urged HHS to defer to States in relation to Navigator training and standards beyond those 

established in the proposed rule.  

 Response: Due in part to the sensitivity of information that will be available to 

Navigators, newly added §155.210(b)(2) of the final rule directs Exchanges to establish training 

standards that apply to all persons performing Navigator duties under the terms of a Navigator 

grant, including both paid and unpaid staff of entities serving as Navigators. We plan to issue 

training model standards in forthcoming guidance to supplement, not replace, the need for 

Navigator applicants to demonstrate that they can carry out the minimum duties of a Navigator 

as listed in §155.210(e) of the final rule. We encourage Exchanges to conduct ongoing and 

recurring training for Navigators. 

Comment: One comment from a consumer advocacy organization requested that HHS 

specifically indicate that the Gramm-Leach-Bliley Act (Pub. L. 106-102) does not apply to the 

Navigator program as Navigators will not be selling insurance. 

Response: The Gramm-Leach-Bliley Act (GLBA) is intended to enhance competition in 

the financial services industry by providing a prudential framework for the affiliation of banks, 

securities firms, insurance companies, and other financial service providers, and for other 

purposes. To the extent a Navigator is not licensed to sell insurance, we believe the GLBA would 

not apply. The GLBA will apply to agents and brokers as it currently does, including agents and 

brokers that choose to serve as Navigators. However, other Navigator grantees will not be 

affected. Navigators must meet other training, conflict of interest, and privacy and security 

standards established by the Exchange. 
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Comment: We received many comments expressing support for a standard that Navigator 

programs be operational with services available to consumers no later than the first day of the 

initial open enrollment period.  Some commenters noted that while they support the proposed 

start date, they prefer an earlier operational start date.   

Response:  We have not directed Navigator programs to be operational by the first day of 

the initial open enrollment period.  However, we encourage Navigator programs to be 

operational with services available to consumers by October 1, 2013, for State-based Exchanges 

that are approved or conditionally approved by January 1, 2013, or the start of any annual open 

enrollment period in subsequent years for State-based Exchanges certified after January 1, 2013.     

Entities Eligible to be a Navigator 

Comment: Many commenters proposed that States, Exchanges, or HHS should set 

appropriate certification or licensing standards for Navigators. A few commenters proposed that 

HHS set a broad range of certification or licensing standards that States or Exchanges could 

tailor to meet their own needs, while others suggested specific programs upon which Exchanges 

could model Navigator certification standards, such as the Medicare State Health Insurance 

Assistance Programs, ombudsman programs, area agencies on aging, and Promotoras, a 

community health worker model that has been adopted into many Latino communities in the 

United States. 

Response: We understand and appreciate the concerns of commenters that recommended 

certification or licensure standards for Navigators; we have finalized in this rule a primary role 

for Exchanges and States in the creation, development and enforcement of such standards. We 

encourage Exchanges to set certification or licensing standards for Navigators in accordance with 

the guidelines set forth in this final rule and any State law(s) that may apply. However, without 
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some minimum standards, significant variability may develop that could put consumers at a 

disadvantage. Therefore, HHS has added §155.210(b)(2) of the final rule to indicate that 

Exchanges must develop a set of training standards to ensure Navigator competency in the needs 

of underserved and vulnerable populations, eligibility and enrollment procedures, and the range 

of public programs and QHP options available through the Exchange. Additionally, given the 

policy set forth in §155.210(c)(1)(v) that Navigators comply with the privacy and security 

standards adopted by the Exchanges under §155.260, the training standards must also ensure that 

Navigators are trained in the proper handling of tax data and other personal information. HHS 

also plans to issue additional guidance on the model standards for Navigator training and best 

practices for certification or licensure standards. 

Comment: A majority of commenters proposed that Navigators should not have to hold 

an agent or broker license or errors and omissions liability coverage in order to be certified or 

licensed as a Navigator. Conversely, a small number of commenters suggested that Navigators 

hold an agent or broker license as well as errors and omissions coverage and that Navigators 

should be subject to the same licensing and education standards established for agents and 

brokers. 

Response: We accept the commenters’ suggestion that States and Exchanges should not 

be able to stipulate that Navigators hold an agent or broker license, and we clarify that States or 

Exchanges are prohibited from adopting such a standard, including errors and omissions 

coverage. “Agent or broker” is defined in §155.20 as “a person or entity licensed by the State as 

an agent, broker, or insurance producer.” Thus, establishing licensure standards for Navigators 

would mean that all Navigators would be agents and brokers, and would violate the standard set 

forth §155.210(c)(2) of the final rule that at least two types of entities must serve as Navigators. 
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Additionally, we do not think that holding an agent or broker license is necessary or sufficient to 

perform the duties of a Navigator as these licenses generally do not address training, among 

other things, about public coverage options. 

Comment: Several commenters addressed the need for Navigators to have expertise in 

serving American Indian/Alaska Native communities and on the ability of Navigators to 

adequately address the needs of American Indians/Alaska Natives. In addition, a few 

commenters suggested we modify the language proposed in §155.210(b)(1)(iii) such that 

Navigators serving tribal communities should be exempt from any State licensing or certification 

standards, as well as from conflict of interest standards. 

Response: Exchanges that include one or more Federally-recognized tribes within their 

geographic area must engage in regular and meaningful consultation and collaboration with 

tribes in accordance with §155.130(f) of this final rule. In section 155.210(c)(2), we have 

identified Tribes, Tribal organizations, and urban Indian organizations as eligible entities to serve 

as Navigators. Development of the Navigator program should be an important element of 

Exchanges’ consultation with Tribal governments.  The Navigator program will help ensure that 

American Indians/Alaska Natives participate in Exchanges.  

 Comment: Commenters recommended that when the geographic area of an Exchange 

includes an Indian Tribe, tribal organization, or Urban Indian organization, that at least one of 

these organizations must be included as a Navigator within this Exchange. Another commenter 

recommended that HHS include directives to Navigator programs and contractors to provide 

resources directly to Tribes so they can conduct Navigator tasks within their own communities. 

Response: Although Indian Tribes, tribal organizations, or Urban Indian organizations are 

listed in §155.205(c)(2)(viii) as potential Navigators, we believe that the Exchange should have 
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flexibility regarding the granting of Navigator awards.  However, as noted previously, 

development of the Navigator program should be a critical element of an Exchange’s 

consultation with tribal governments, and tribal governments should have the opportunity to 

provide early input on the development of the Navigator program. 

Comment: Several commenters articulated the need for Navigators to be non-

discriminatory in performing their duties. Commenters recommended that Navigators should 

comply with the non-discrimination standards that apply to the Exchange as a whole. 

Response: We clarify that because Navigators are third parties under agreement (that is, 

the grant agreement) with the Exchange, the non-discrimination standards that apply to 

Exchanges in §155.120(c) will also apply to entities seeking to become Navigators. 

Comment: Regarding §155.205(b)(2), a majority of commenters supported the provision 

suggested in the proposed rule to establish that at least one of the two types of entities eligible to 

serve as Navigators must be a community or consumer-focused non-profit entity (76 FR 41877). 

Several commenters recommended expanding the list of categories to include additional entities. 

A small number of commenters thought States should have sole discretion over the 

determination of which entities may serve as Navigators.  One commenter favored allowing 

States to determine the need for a Navigator program; another recommended using licensed 

insurance professionals to facilitate enrollment; and a small number stated that the standard that 

two types of entities must be Navigators was unnecessary and counterproductive. 

Response: We accept the commenters’ suggestion that at least one entity that serves as a 

Navigator should be a community or consumer-focused non-profit, and have amended 

§155.210(c)(2) to convey this policy. The categories listed in the final rule in §155.210(c)(2) 

represent a broad spectrum of organizations, but are not meant to be an exhaustive list of 
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potential Navigators. As stated in §155.210(c)(2)(viii), other public or private entities that meet 

the standards of the Navigator program may be eligible to receive a Navigator grant. When 

establishing a Navigator program, Exchanges should plan to have a sufficient number of 

Navigators available to assist qualified individuals and employers from various geographic areas 

and with varying needs who wish to enroll in QHPs within their State.  

Comment: One comment stated that a Navigator should never be an individual person, 

but instead a verifiable and appropriately regulated entity or institution. 

 Response: We believe that the standard to meet licensure and certification standards in 

§155.210(c), and the prohibition against health insurance issuers, and those who receive any 

consideration directly or indirectly from any health insurance issuer in connection with the 

enrollment in the Exchange, from receiving Navigator grants in §155.210(d) will serve as 

sufficient regulation against fraud by individuals or organizations who qualify to be Navigators.  

Prohibitions on Navigator Conduct 

Comment: Many commenters discussed the impact that Navigator compensation, or 

“consideration” as used in §155.210(c)(2) of proposed rule, would have on a Navigator’s 

obligation to provide impartial assistance and avoid conflicts of interest. The majority of these 

commenters recommended that Navigators be prohibited from receiving compensation from 

health insurance issuers for enrolling individuals in plans outside of the Exchange, while some 

commenters expressed support for the compensation restrictions as proposed. Several 

commenters requested that a prohibition on enrollment-based compensation from a health issuer 

not prohibit Navigator programs from utilizing Medicaid or CHIP funds for appropriate 

Navigator activities. Some commenters also recommended that such a prohibition not preclude 

Navigators from receiving grants from health insurance issuers for activities unrelated to 
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enrolling individuals in plans inside of the Exchange. Many commenters requested clarification 

of the term “consideration.” 

 Response: Prohibiting Navigators from receiving compensation from health insurance 

issuers for enrolling individuals in health insurance plans is an important way to mitigate 

potential conflict of interest, and we have amended the final rule in §155.210(d)(4) to establish 

this prohibition. Permitting Navigators to receive such compensation would introduce a financial 

conflict of interest which would run counter to the focus of the Navigator program as a 

consumer-centered assistance resource. We clarify that this prohibition applies to Navigators 

broadly, including staff of an entity serving as a Navigator or entities that serve as Navigators for 

one Exchange while simultaneously serving in another capacity for another Exchange. 

Additionally, we clarify that this prohibition does not preclude Navigators from receiving grants 

from the Exchange that are funded through the collection of user fees. 

We note that the final rule does not inherently prohibit Navigators from receiving grants 

and other consideration from health insurance issuers for activities unrelated to enrollment into 

health plans, although we remain concerned that such relationships – financial and otherwise – 

may present a significant conflict of interest for Navigators. We urge Exchanges to consider the 

ramifications of such relationships when developing conflict of interest standards for their 

Navigator programs.  

 We also clarify that “consideration,” as used in §155.210(d)(4) of the final rule, should be 

interpreted to both mean financial compensation – including monetary or in-kind of any type, 

including grants – as well as any other type of influence a health insurance issuer could use, 

including but not limited to things such as gifts and free travel, which may result in steering 

individuals to particular QHPs offered in the Exchange or plans outside of the Exchange. 
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Duties of a Navigator 

Comment: Many commenters supported the Navigator duties proposed in §155.210(d), 

and some suggested that the duty to “maintain expertise in eligibility, enrollment, and program 

specifications” should include knowledge about Exchanges, Medicaid, CHIP, other private and 

public health insurance programs, appeals, and rules related to cost-sharing. Other commenters 

recommended other specific minimum duties for Navigators, including providing information 

about total plan costs, assisting consumers with applying for advance payments of premium tax 

credit and other cost-sharing reductions, and making consumers aware of the tax implications of 

their enrollment decisions. 

Response: The final rule maintains most of the duties set forth in the proposed rule, 

except as re-assigned as §155.210(e) and reflecting edited language in §155.210(e)(3). The 

change in §155.210(e)(3) is a technical correction to ensure consistency with our clarification in 

§155.205(b)(7). Similarly, a Navigator facilitating a QHP selection for a consumer initiates the 

enrollment process, which is then conducted by the Exchange. Section 155.400(a)(2) of this final 

rule describes the subsequent step in the enrollment process, and directs Exchanges to transmit 

the QHP selection to the appropriate QHP issuer. 

We believe that Navigators should make consumers aware of the tax implications of their 

enrollment decisions, and consider this to be included in §155.210(e)(1) of the final rule. 

Navigators should also provide information about the costs of coverage and assist consumers 

with applying for advanced payments of the premium tax credit and cost-sharing reductions, and 

we clarify that §155.210(e)(2) and §155.210(e)(3) of the final rule are intended to include such 

activities. We also clarify that such assistance could result in an individual receiving an 

eligibility determination for other insurance affordability programs. Additionally, we note that 

700



  91 

Exchanges can establish additional minimum Navigator duties and encourage Exchanges to 

determine whether additional Navigator duties may be appropriate. 

Comment: A significant number of commenters recommended that Navigators be 

accessible to all consumers, including those with disabilities, and that all information provided 

under §155.210(d)(5) of the proposed rule by Navigators be provided orally as well as in writing. 

Response: Navigators need to be accessible to individuals with disabilities, and 

redesignated §155.210(e)(5) of the final rule establishes that Navigators must ensure accessibility 

and usability for individuals with disabilities, which we believe includes accessibility by 

individuals with hearing or visual impairments and using enrollment tools, written in plain 

language, that are easily accessible by consumers. We believe this provision will help ensure that 

Navigators minimize obstacles to access for all potential enrollees and remain accessible to 

consumers. Exchanges have the flexibility to develop materials or to assign the responsibility to 

Navigators.  

Comment: Many commenters expressed the need for Navigators to be linguistically and 

culturally competent, as described in §155.210(d)(5) of the proposed rule, and a significant 

number recommended training in this area. Commenters had numerous specific 

recommendations regarding how Navigators would be able to best accomplish this duty, and 

other commenters wanted additional clarity regarding this standard.  Some commenters 

recommended that Navigator programs select diverse Navigators as a method of reinforcing 

linguistic and cultural competence. One commenter suggested that having a consumer’s family 

members or friends serve as interpreters should not be permitted to fulfill the obligation to 

provide culturally and linguistic appropriate services. 

Response: Redesignated §155.210(e)(5) establishes that Navigators must provide 
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information in a way that is culturally and linguistically accessible to ensure that as many 

consumers as possible can benefit from Navigator programs. The linguistic and cultural 

accessibility standard applies broadly across the duties of a Navigator, including public 

education and outreach activities. We encourage Exchanges to undertake cultural and linguistic 

analysis of the needs of the populations they intend to serve and to develop training programs 

that ensure Navigators can meet the needs of such populations. We note that we do not believe 

that this standard can be met by simply having consumers’ family members or friends serve as 

interpreters. As previously stated, future guidance will set forth model standards related to 

linguistic and cultural competency. 

Comment: Regarding the duties of a Navigator outlined in §155.210(d) of the proposed 

rule, several commenters expressed the importance of data and the use of information technology 

for Navigator programs, including Navigator collection of data and narratives regarding 

consumer experiences. Some consumers also stated that Navigators should collaborate with other 

programs and entities, including other consumer assistance programs and State governments, so 

that all groups could mutually share information.  

Response: The final rule does not establish that Navigators or the Navigator program 

must collect data or to ensure compatibility with existing information systems. However, 

Exchanges have the flexibility to use such tools to ensure that Navigators and Exchanges are best 

serving consumers.  

Funding for Navigators 

Comment: One commenter recommended that Navigator compensation by an Exchange 

described in §155.210(e) of the proposed rule be only in the form of block grants, while another 

commenter recommended that Navigator grants include distribution on a per capita basis for 
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enrolling individuals in QHPs offered through the Exchange. 

Response: We do not outline a specific compensation structure for Navigators, and we 

maintain the proposed approach to funding in §155.210(f) of the final rule. This approach does 

not alter section 1311(i)(6) of the Affordable Care Act that establishes that all funds for 

Navigator grants come from the operational funds of the Exchange.  We note, however, that 

operational funds of the Exchange may be revenue received by the Exchange through user fees 

or other revenue sources, so long as the Exchange is self-sustaining.  We anticipate that there 

may be public or private grants available to support certain Exchange functions, such as 

education and outreach; once received for the purposes of funding Exchange operations, these 

funds would be operational funds. 

Comment: We received numerous comments suggesting that we monitor Navigator 

programs to ensure that they have sufficient funding under proposed §155.210(e) to meet the 

needs of all potential enrollees, and several commenters recommended that we issue guidance on 

minimum funding levels needed to operate sustainable Navigator programs. 

Response: While States and Exchanges should ensure that Navigator programs have 

sufficient funds to ensure that all potential enrollees are capable of being assisted and guided in 

eligibility and decision-making for coverage in the Exchanges, we believe that minimum funding 

level for Navigator program needs will vary by State and by populations and therefore do not 

establish a minimum in §155.210(f) of the final rule. 

Comment: We received several comments regarding the use of Medicaid or CHIP funds 

when Navigators perform administrative functions for those programs. The majority of 

commenters, primarily consumer and patient advocacy groups, were supportive of using Federal 

Medicaid and CHIP funds for this purpose, while a small minority was opposed to such an 
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approach. One commenter recommended that Navigators not perform Medicaid or CHIP 

administrative functions, stating that these activities are the purview of the State Medicaid 

program. 

 Response: We continue to support the position that if a State chooses to permit 

Navigators to perform or assist with Medicaid and CHIP administrative functions, Medicaid or 

CHIP agencies may claim Federal funding for a share of expenditures incurred for such 

activities. A more detailed discussion of this position is in the proposed rule (76 FR 41878). 

Summary of Regulatory Changes 

 We are finalizing the provisions proposed in §155.210 of the proposed rule, with the 

following modifications. In new paragraph (b), we provide that an Exchange must develop and 

publicly disseminate conflict of interest and training standards for all entities that serve as 

Navigators. In paragraph (c)(1)(v), we apply the privacy and security standards adopted by the 

Exchange, as established in §155.260, to Navigators. In paragraph (c)(2), we provided that at 

least one entity serving as a Navigator must be a community and consumer-focused non-profit. 

We clarified in paragraphs (d)(2) and (d)(3) that subsidiaries of health insurance issuers and 

associations that include members of or lobby on behalf of the insurance industry are prohibited 

from serving as Navigators. In paragraph (d)(4) we clarified that Navigators may not receive 

compensation from a health insurance issuer in connection with the enrollment of individuals or 

employees in any health plan, including both QHPs and non-QHPs. Finally, in paragraph (e)(3) 

we clarified that Navigators must assist consumers in selecting a QHP, thereby initiating the 

enrollment process. 

e.  Ability of States to permit agents and brokers to assist qualified individuals, qualified 

employers, or qualified employees enrolling in QHPs (§155.220)  
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Based on comments and feedback to the proposed rule, we are revising the rule to include 

paragraph (a)(3) of this section as an interim final provision, and we are seeking comments on it.  

In §155.220, we proposed to codify section 1312(e) of the Affordable Care Act that gives 

States the option to permit agents or brokers to enroll individuals and employers in QHPs.  To 

ensure that individuals and small groups have access to information about agents and brokers 

should they wish to use one, we proposed to permit an Exchange to display information about 

agents and brokers on its Web site or in other publicly available materials. Additionally, 

recognizing that that an Exchange may wish to work with web-based entities and other entities 

with experience in health plan enrollment, we sought comment on the functions that such entities 

could perform, the potential scope of how these entities would interact with the Exchange, and 

the standards that should apply to an entity performing functions in place of, or on behalf of, an 

Exchange while acknowledging and meeting the statutory limitation that premium tax credits and 

cost-sharing reductions be limited to enrollment through the Exchange.  We also sought 

comment on the practical implications, costs, and benefits to an Exchange that coordinates with 

such entities, as well as any implications for security or privacy of such an arrangement. 

Comment: A number of commenters sought clarification on whether and how the 

involvement of agents and brokers described in proposed §155.220 may serve as Navigators 

under §155.210. Many commenters sought further clarification as to the distinction between the 

role of agents or brokers and the role of Navigators in the Exchange. 

Response: In general, the responsibilities of a Navigator differ from the activities that an 

agent or broker. For example, the duties of a Navigator described under §155.210(e) of the final 

rule include providing information regarding various health programs, beyond private health 

insurance plans, and providing information in a manner that is culturally and linguistically 
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appropriate to the needs of the population being served by the Exchange. Moreover, any 

individual or entity serving as a Navigator may not be compensated for enrolling individuals in 

QHPs or health plans outside of the Exchange; as such, an agent or broker serving as a Navigator 

would not be permitted to receive compensation from a health insurance issuer for enrolling 

individuals in particular health plans. That said, nothing precludes an Exchange’s Navigator 

program from including agents and brokers, subject to the conditions of §155.210. 

Comment: Several commenters expressed support for the proposed §155.220(a) and the 

level of flexibility it affords State Exchanges to determine the role of agents and brokers and 

web-based entities in the Exchange marketplace. Several commenters specifically expressed 

support for the manner in which the accompanying preamble to the proposed rule described the 

Exchange as accountable for the actions of web-based entities. 

Response: We accept the recommendation that Exchanges have the flexibility to 

determine the role of agents and brokers, including web-based entities, in their marketplaces. We 

have retained the language in §155.220(a), which codifies the statutory flexibility that States may 

determine whether agents and brokers may enroll individuals, employers and employees in 

QHPs and provide assistance to qualified individuals applying for financial assistance.  

Comment: HHS received several comments urging us to prohibit agents and brokers, 

including web-based brokers, from performing eligibility determinations.   

Response: The Exchange must perform eligibility determinations, subject to the standards 

and flexibility outlined in subpart D of this final rule.  We note that an individual cannot enroll in 

a QHP through the Exchange, nor can a QHP issuer enroll a qualified individual in a QHP 

through the Exchange, unless such individual completes the single streamlined application to 

determine eligibility as described in §155.405 and is determined eligible. We have clarified in 
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§156.265(b)(1) that that enrollment by QHP issuer may be considered “enrollment through the 

Exchange” only after the Exchange notifies the QHP issuer that the individual has received an 

eligibility determination, the individual is qualified to enroll in a QHP through the Exchange, and 

the Exchange transmits enrollment information to the QHP issuer consistent with §155.400(a). In 

§155.220(c)(1), we also specify that an individual can be enrolled in a QHP through the 

Exchange with the assistance of  an agent or broker only if the agent or broker ensures that the 

individual completes the application and eligibility verification process through the Exchange 

Web site. We acknowledge and clarify that nothing in this final rule prohibits a QHP issuer from 

selling QHP coverage directly or through an agent or broker, so long as the standards of 

§156.255(b) are met; however, such sales and enrollment are not “enrollment through the 

Exchange” and such enrollees are not eligible for the benefits that are tied to enrollment through 

the Exchange.  

Comment: With respect to proposed §155.220(a), several commenters sought 

clarification of the role agents and brokers in enrolling individuals in QHPs. Several commenters 

urged us to strengthen the role of agents and brokers in the Exchange by further clarifying their 

ability to participate in the Exchange marketplace. With respect to the preamble discussion of 

web-based entities, several commenters urged HHS to permit web-based entities in particular to 

enroll individuals eligible for advance payments of the premium tax credit and cost-sharing 

reductions in QHPs so that such individuals may have access to the same avenues for QHP 

enrollment as those individuals who do not receive financial assistance.   

Response: We accept the recommendation that we provide Exchanges with discretion to 

leverage the market presence of agents and brokers, including web-based entities that are 

licensed by the State (web-brokers), to draw consumers to the Exchange and to QHPs.  We have 
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amended §155.220 to include minimum standards for the process by which an agent or broker 

may help enroll an individual in a QHP in a manner that constitutes enrollment through the 

Exchange. This is intended to include traditional agents and brokers, as well as web-brokers.  

This process must include the completion by the individual of a single streamlined application to 

determine eligibility through the Exchange’s Web site, as described in §155.405; the 

transmission of enrollment information by the Exchange to the QHP issuer to allow the issuer to 

effectuate enrollment of qualified individuals in the QHP; and any standards set forth in an 

agreement between the agent or broker and the Exchange. We note that there may be various 

means a State may choose to integrate agents, brokers and web-brokers consistent with the 

standards described in this section for enrollment through the Exchange. Agents and brokers may 

assist individuals enrolling directly through the Exchange Web site and may serve as Navigators 

consistent with standards described in §155.210.  We also afford Exchanges discretion to allow 

agents and brokers to use their own Web sites to assist individuals in completing the QHP 

selection process, as long as such a Web site conforms to the standards identified in 

§155.220(c)(3).  While Exchanges that pursue this option would be able to leverage the market 

presence of web-brokers in drawing consumers to the Exchange and QHPs, we note that the 

Exchanges will also have to share data and coordinate closely with such entities.   

Comment: With respect to proposed §155.220(a), many commenters urged us to set 

standards around the use of agents and brokers in order to ensure certain consumer protections. 

These suggestions included having Exchanges to monitor and oversee all agents and brokers 

enrolling individuals and small groups in QHPs; establishing provisions to mitigate agents' and 

brokers' incentives to steer consumers to enroll in certain QHPs or to non-QHPs; setting uniform 

commissions for agents and brokers or establishing that issuers must compensate agents and 
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brokers the same amount for Exchange and non-Exchange plans; prohibiting commissions for 

agents and brokers in the Exchange altogether; establishing certain disclosures by agents and 

brokers, including disclosure of their commission and whether or not the agent or broker has 

been the subject of any sanctions; applying privacy and confidentiality standards to agents and 

brokers; prohibiting Exchanges from directing individuals or small groups to enroll only through 

an agent or broker; prohibiting advertising by agents or brokers; or prohibiting agents and 

brokers from the Exchange altogether. 

A number of commenters also expressed concern regarding the role of third-party web-

based entities enrolling individuals in QHPs. Several commenters emphasized that such external 

entities should be held to the same standards as the Exchange; should not be permitted to 

perform eligibility determinations; or should be held to certain consumer protection standards to 

prevent steering.  

Response: We recognize the importance of consumer protections with respect to agents 

and broker interactions. We also recognize the States’ role in licensing and overseeing agents 

and brokers and have allowed States to determine which standards would apply to agents and 

brokers acting in the Exchange, if the State chooses to permit agents and brokers to enroll 

individuals and small groups in QHPs through the Exchange.  In order to address commenters’ 

concerns while maintaining the State’s primary role in overseeing agents and brokers, we have 

added paragraph (d) to ensure that agents and brokers must comply with an agreement with the 

Exchange under which the agent or broker would comply with the Exchange’s privacy and 

security standards that are adopted consistent with §155.260 and §155.270. We have also added 

paragraph (e) to ensure that agents and brokers comply with applicable State law.  

We also recognize that the role of web-brokers may evolve upon implementation of 
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Exchanges, and that Exchanges may seek to involve web-brokers in the enrollment process using 

a variety of technologies. We have set forth standards in this rule to ensure that consumers enjoy 

a seamless experience with appropriate consumer protections if an Exchange chooses to allow 

web-brokers to participate in Exchange enrollment activities. In order to address commenters’ 

particular concerns around the role of web-based entities, we note that eligibility determinations 

must be conducted by the Exchange and enrollment information must be transmitted to the QHP 

issuer by the Exchange.  We have added paragraph (c)(3) to §155.220 to ensure that Web sites 

used by agents or brokers to enroll individuals in a manner that constitutes enrollment through 

the Exchange provide consumers with access to the same information as they would if they used 

the Exchange Web site instead. Based on several commenters’ suggestion that we address 

agents’ and brokers’ ability to steer or incentivize consumers to enroll in certain QHPs, and 

commenters’ general concern about the fact that the existence of such Web sites may confuse 

consumers, we have inserted standards under paragraph (c)(3) of this section to prevent such 

web-brokers from providing financial incentives and to establish that such Web sites must allow 

consumers to withdraw from the web-broker’s process and use the Exchange Web site instead at 

any time. Furthermore, the web-brokers would also be subject to the standards inserted under 

paragraph (d) and (e) regarding compliance with an agreement with the Exchange and State law, 

respectively.  

Summary of Regulatory Changes 

 We are finalizing the provisions proposed in §155.220 of the proposed rule, with several 

modifications.  In the new paragraph (a)(2), we clarify that agents and brokers may enroll 

qualified individuals in a QHP in a manner that constitutes enrollment through the Exchange. In 

new paragraph (a)(3), we clarify that agents and brokers may assist individuals in applying for 
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advance payments of the premium tax credit and cost-sharing reductions for QHPs.  As noted 

elsewhere in this rule, paragraph (a)(3) is being published as interim.  We outline the parameters 

of what is considered enrollment through the Exchange in the newly added paragraph (c), 

including that an agent or broker must ensure that an individual completes the eligibility 

verification process through the Exchange and that the Exchange transmits enrollment 

information to the QHP issuer consistent with §155.400(a).  In paragraphs (d) and (e), 

respectively, we establish that agents or brokers must comply with the terms of an agreement 

with the Exchange as well as applicable State laws. New paragraph (c)(3) establishes standards 

that would apply for an agent or broker’s Internet Web site were to be used to assist individuals 

in selecting a QHP within the framework of enrollment through the Exchange.  

f. General standards for Exchange notices (§155.230)  

In §155.230, we proposed standards for any notice sent by an Exchange in accordance 

with part 155. We additionally proposed that all applications, forms, and notices be provided in 

plain language, and be written in a manner that provides meaningful access to individuals with 

limited English proficiency and ensures effective communication for people with disabilities. We 

sought comment on whether we should codify specific examples of meaningful access in the 

final rule. We also proposed that the Exchange annually re-evaluate the appropriateness and 

usability of all applications, forms, and notices and consult with HHS when changes are made.  

Comment: Several commenters expressed support for proposed §155.230(a) that provides 

that any notice sent by the Exchange in accordance with part 155 must be in writing and include 

the information described in paragraphs (a)(1) through (a)(3). Many commenters further 

specified that the Exchange should send a second notice, or multiple notices, when the action 

taken in a notice (of eligibility determination) will result in a termination of coverage or another 
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adverse action. Some commenters provided other specific recommendations about the content, 

timing, and formatting of notices, particularly for the purpose of clarity and applicability of 

relevant information on the part of the consumer. For example, some commenters specified that 

notices should include the relevant and appropriate range of customer service resource contact 

information based on the specific individual’s location or circumstances. Some commenters 

suggested that HHS issue model notices or best practices for crafting notices for States, and 

commenters suggested that HHS develop templates or minimum standards of forms and notices. 

Response: We believe that notices should be in writing, electronically whenever possible, 

and we are taking specific content, timing, and format-related recommendations we received 

from commenters into consideration as we move forward with development of model Exchange-

issued notices. While §155.230(a)(1) through (a)(3) outline some specific content standards for 

notices, we plan to issue model notices. In addition to the content specific standards described 

under §155.230(a), we expect that notices will also include the date on which the notice is sent. 

In §155.230(a)(3) we add that a notice must include the reason for the intended action.  

Comment: Several commenters recommended that applicants and enrollees should be 

able to specify their preferred method of communication for notices, including the option to 

receive duplicative notices, and that electronic notices should fulfill the Exchanges’ obligation to 

provide notices in writing in accordance with §155.230(a). A few commenters requested 

clarification concerning whether Medicaid/CHIP will provide future guidance on the use of 

electronic communications.  

Response: In the final rule, we do not make changes to address the use of electronic 

notices. In coordination with Medicaid and CHIP, we will address standards related to electronic 

notices and coordination of notices between the Exchange, Medicaid, and CHIP in future 
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rulemaking. We note that our goal is to allow for electronic notices wherever practical.  Future 

rulemaking in coordination with Medicaid and CHIP will also increase our ability to align 

standards across programs.  

Comment: One commenter recommended that HHS consider whether it is necessary to 

set a specific timeline or clarify how quickly applications and notices must be processed by the 

Exchange. Another commenter suggested that the language for §155.230 be expanded to refer to 

“applications, forms, notices and any other documents sent by an Exchange.” 

Response: We have not included general timeliness standards in §155.230 of this final 

rule, as we did not propose them.  However, subpart D contains timeliness standards related to 

eligibility determinations as interim final rules. In addition, as we develop model notices and 

future guidance, we will consider both notice timeliness standards and the applicability of 

§155.230 to other documents issued by the Exchange.  

Comment: A few commenters recommended that HHS remove “if applicable” from 

proposed §155.230(a)(2) that reads: “An explanation of appeal rights, if applicable.”  

Response: Section 155.230 applies to all notices in accordance with part 155. However, 

in some cases, a notice of appeal rights is not relevant. For example, the notice of the annual 

open enrollment period in accordance with §155.410(d) does not provide information specific to 

an individual and is not appealable. In contrast, the Exchange must include the notice of the right 

to appeal and instructions regarding how to file an appeal in any determination notice issued to 

the applicant in accordance with §155.310(g), §155.330(e), or §155.335(h) of subpart D. We 

intend to address appeal rights and procedures in future rulemaking.  

Comment:  A majority of commenters supported the approach described in §155.230(b) 

of the proposed rule, while others suggested that HHS add more detail to accessibility standards. 
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Many commenters recommended that we provide specific standards and thresholds for 

translation of written information, and be understandable to limited English proficient 

populations. One common suggested threshold was to provide written translations where 5 

percent or 500 limited English proficient individuals reside in the State or Exchange service area, 

whichever is less. Many commenters also recommended we add specific standards with respect 

to oral interpretation, including at no cost to the individual, and informing individuals how to 

access these services through use of “taglines” in at least 15 languages. A few commenters asked 

for flexibility for States in developing language services standards as States’ populations and 

needs differ, and one commenter expressed concern that a specific, uniform standard could pose 

an unreasonable burden.  

Response: In response to these comments, we have modified our proposed regulation at 

§155.230(b) to cross-reference the accessibility, readability, and translation and oral 

interpretation standards outlined in §155.205(c). We plan to put forth guidelines relating to these 

standards in upcoming guidance. 

Comment:  Many commenters noted the importance of health literacy and the need to 

provide information that is readable and understandable. A few commenters suggested that the 

reading level of informational materials should be not greater than the 6th grade reading level.  

Response:  We recognize the importance of health literacy and significance of providing 

readable and understandable information.  We will take these comments into consideration as we 

develop guidance that sets more specific standards and thresholds for readability, and as we 

develop joint guidance with the Department of Labor related to “plain language.” However, we 

have decided not to add specific reading level standards in the final rule. 

Comment: While some commenters expressed support for the proposed §155.230(c) that 
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the Exchange review notices on an annual basis, other commenters were concerned about the 

burdensome and costly nature of an annual review. Some commenters instead suggested that 

such a review occur every three years or “periodically.”  Several commenters recommended that 

Exchanges have flexibility in how they implement provision of notices and provided specific 

examples (that is, flexibility in content), while one commenter advised that Federal standards 

should provide a floor for notices but not diminish stronger standards that the State may have for 

notices. Commenters who supported an annual review also suggested that Exchanges seek 

consumer and stakeholder input as notices are developed and changes to notices are made. Some 

commenters also expressed support for or sought clarification related to how a State must consult 

with HHS when changes are made to notices, particularly regarding the scope of such a 

consultation. A few commenters suggested that notices should be reviewed annually as a part of 

the recertification process. 

Response: In §155.230(c) of the final rule, we revise the language from the proposed rule 

to provide that the Exchange must re-evaluate the appropriateness and usability of applications, 

forms, and notices without specifying the interval at which such review must occur. Due to 

commenters’ concerns about the feasibility and burden of an annual review and the request for 

flexibility regarding notices implementation, we removed the standard that this review must 

occur on an annual basis. We anticipate that the model notices developed by HHS will help to 

ensure that Exchanges include the appropriate content for their notices and reduce administrative 

burden and cost to Exchanges. We will consider the feasibility of reviewing notices, and notably 

any proposed changes made to notices, and will consider stakeholder input, particularly 

Exchanges and State Medicaid programs, as the model notices are developed.  
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Summary of Regulatory Changes 

We are finalizing the provisions proposed in §155.230 of the proposed rule, with several 

modifications: we clarify in paragraph (b) that applications, forms and notices must comply with 

the readability and accessibility standards established in §155.205(c) for the Exchange Internet 

Web site. In paragraph (c), we removed the proposed provision that the Exchange must re-

evaluate applications, forms, and notices on an annual basis and also removed that the Exchange 

must consult with HHS when changes are made. In §155.230(a)(3), we add that a notice must 

include the reason for the intended action.  

g. Payment of premiums (§155.240) 

In §155.240, we proposed that Exchanges must always allow an individual, at his or her 

option, to pay the premium directly to the QHP issuer. In addition, we proposed that an 

Exchange may permit Indian tribes, tribal organizations and urban Indian organizations to pay 

the QHP premiums on behalf of qualified individuals, subject to the terms and conditions 

determined by the Exchange. We solicited comment on how such an approach might work in an 

Exchange.  We also invited comment on how to distinguish between individuals eligible for 

assistance under the Affordable Care Act and those who are not in light of the different 

definitions of “Indian” that apply for other Exchange provisions. With respect to the operation of 

a SHOP, we proposed that an Exchange must accept payment of an aggregate premium by a 

qualified employer.  

Finally, we proposed that an Exchange may facilitate electronic collection and payment 

of premiums. We sought comment concerning Exchange flexibility in establishing the premium 

payment process and what Federal regulatory standards would be appropriate to ensure fiduciary 

accountability when an Exchange collects premiums.   
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 Comment: One commenter suggested that QHP issuers report to an Exchange if an 

individual pays the issuer directly under the option described in §155.240(a).  

 Response: We believe that this information will be transmitted from a QHP issuer and an 

Exchange through the process of effectuating enrollment through the Exchange and through the 

process to initiate advance payments of the premium tax credit and cost-sharing reductions. We 

outline reporting standards related to enrollment and notification if an individual stops payment 

in §155.400, §155.430, and §156.270.  

Comment: One commenter suggested that issuers should be responsible for collecting 

premiums directly from individuals, as described in proposed §155.240(a), but that the Exchange 

should be permitted to garnish wages or undertake other legal means to collect unpaid premiums 

owed to QHP issuers.  

 Response: We clarify that nothing in the final rule imposes a responsibility on Exchanges 

to pursue unpaid premiums on behalf of a QHP issuer. We do not believe the Exchange should 

take on debt collection responsibilities for issuers. 

  Comment: With regard to proposed §155.240(a), one commenter suggested that a 

possible interpretation of section 1312(b) of the Affordable Care Act is that payment facilitation 

by an Exchange could be considered direct payment by the individual to the QHP issuer.  

 Response: We interpret section 1312(b) of the Affordable Care Act to mean that 

individuals always have the option to pay a QHP issuer directly, and therefore, we maintain this 

policy as proposed.  

Comment: In response to §155.240(b) of the proposed rule, several commenters 

recommended that Exchanges must allow Indian tribes, tribal organizations, and urban Indian 

organizations to pay the unsubsidized portion of QHP premiums on behalf of enrollees. Some 
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commenters noted that Indian tribes have a right to use Federal funds to pay insurance premiums 

on behalf of their members and a sovereign right to use their own funds for that purpose. Other 

commenters recommended that the Exchange accepts aggregated payments from employers so it 

should also accept aggregated payments from tribes, tribal organizations, and urban Indian 

organizations. A few commenters recommended that HHS eliminate the qualifier, “subject to the 

terms and conditions determined by the Exchange,” in the final rule. 

Response: We did not accept the recommendation that Exchanges must permit Indian 

tribes, tribal organizations and urban Indian organizations to pay premiums on behalf of 

enrollees.  Premium aggregation is a unique function of the SHOP Exchange, and is not 

identified as a function of the individual market Exchange. However, we recognize that some 

Exchanges may wish to work with tribal governments to facilitate payment on behalf of 

enrollees, including aggregated payment.  We encourage Exchanges to include this option as part 

of its consultation with tribal governments. This rule does not prohibit a QHP issuer from 

accepting third-party payments of premiums from tribal governments, tribal organizations, or 

urban Indian organizations for enrollees through the Exchange. 

 Comment: Many commenters supported the option for an Exchange to act as a premium 

facilitator or aggregator for the individual market, as permitted under §155.240(d). Several 

commenters suggested strengthening the standard by establishing that Exchanges must have the 

capacity to facilitate payments in the individual market citing benefits such as ease for consumer, 

consistent source of payments for QHP issuers, program integrity, and provision of real-time 

enrollment and payment data for Exchange monitoring. Others suggested a standard that 

Exchanges set a default payment, and suggested that Exchanges provide multiple avenues for 

payment including premium facilitation, direct to issuer, in person, online, by phone, by mail, 
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and through cash, debit, credit, check, or automatic electronic transfers.  One commenter 

suggested that the Exchange Blueprint address how complexity added by multiple payment 

options would be mitigated and another commenter recommended that an individual select the 

payment methodology at the time of enrollment for that benefit year.  

 Response: Premium aggregation has potential benefits for individuals, but we also do not 

think that there are sufficient disadvantages in having individuals pay QHP issuers directly to 

warrant establishing premium aggregation as a minimum standard. We believe that the final rule 

balances the potential benefits of premium collection in the individual market with State 

flexibility. We encourage all Exchanges to provide consumers with multiple payment options 

that facilitate enrollment and avoid creating payment processes that create barriers. We note that 

Exchanges have the flexibility to create a default payment mechanism through the Exchange, and 

to direct individuals to select a payment option for a year at the time of enrollment.  

Comment: Several commenters oppose proposed §155.240(d) that allows for an 

Exchange to facilitate the collection and payment of premiums for the individual market. 

Commenters were concerned with several areas including cost, the timeliness of payments 

getting from consumers to the issue, and the additional complexity in the case of errors. 

 Response: We believe that premium aggregation may add value to an Exchange for 

consumers through ease of payment and to QHP issuers through having a single source of 

payment. Without premium aggregation in the small group market, a single entity would have to 

pay a variety of QHP issuers to administer its group health plan. However, the burden for paying 

premiums directly to QHP issuers is much less for individuals and families who are likely to be 

enrolled in a single QHP. Thus, premium aggregation is a minimum function of a SHOP, while it 

is optional for the individual market. We note that because an Exchange will need to establish 
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premium aggregation functionality for a SHOP, it may be able to offer this option to individuals 

without additional up-front costs.  

 Comment: One commenter suggested that proposed §155.240(d) ban paperwork for 

financial transactions and, instead, call for the use of electronic methods exclusively to lower 

administrative costs and allow quick feedback between Exchanges, qualified individuals, 

qualified employers, and QHP issuers. 

 Response: We believe that electronic payment methods have many benefits, and 

encourage Exchanges to use them where possible, but also acknowledge that electronic payment 

methods may not always be optimal for all consumers and may not be possible for all 

Exchanges. Therefore, it is not a minimum standard in this final rule. 

Comment: Most commenters supported the proposed §155.240(e) to adopt electronic 

means of collecting premium payments by individuals and employers, and the accompanying 

application of the privacy and standards outlined in §155.260 and §155.270. One commenter 

recommended deleting the cross reference to §155.260, because this section related to privacy 

and security, not electronic transaction standards.  

Response: We have maintained the cross-reference to §155.260 in this final rule. Section 

155.240(e) is meant to establish compliance with both electronic transactions standards in 

§155.270 and privacy and security provisions of §155.260.  Because personally identifiable 

information may be exchanged in the process of premium payment, we believe the protections 

for collection, use and disclosure of information contained in standard transactions for premium 

payments are as vital as the format of these transactions.  

Summary of Regulatory Changes 

  We are finalizing the provisions proposed in §155.240 with the exception of the removal 
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of proposed paragraph (c), as we believe that payment of premiums by qualified employers is 

sufficiently addressed in §155.705. The other paragraphs have been re-numbered accordingly in 

the final rule. 

h. Privacy and security of information (§155.260) 

In proposed §155.260, we addressed the privacy and security standards Exchanges must 

establish and follow.  Specifically, we proposed that the Exchange apply appropriate security and 

privacy protections when collecting, using, disclosing or disposing of any personally identifiable 

information. In addition, we proposed that an Exchange apply these standards on contractors or 

sub-contractors through contracts or agreements with the Exchange.  

We defined personally identifiable information (PII) and proposed prohibiting the 

collection, use, or disclosure of PII by the Exchanges unless: (1) required or permitted by 

§155.260 of this subpart or other applicable law, and (2) the collection, use, or disclosure is made 

in accordance with subpart E of this part, §155.200(c) of this subpart and section 1942 of the 

Act. We invited comment as to whether and how we should restrict the method of disposal in this 

section. 

We also proposed that the security standards of the Exchange be consistent with HIPAA 

security rules described at 45 CFR 164.306, 164.308, 164.310, 164.312, and 164.314.  We 

solicited comment on the aptness of adopting the HIPAA Privacy Rule’s standards for 

Exchanges. Alternatively, we proposed to provide States with the flexibility to create a more 

appropriate and tailored standard, given the varied types of information to which the Exchange 

would have access. We noted that we were considering directing each Exchange to adopt privacy 

policies that conform to the Fair Information Practice Principles (FIPPs), and sought comment on 

the appropriateness of FIPPs in this context and the best means to integrate FIPPs into the 
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privacy policies and operating procedures of individual Exchanges.  We listed examples of 

FIPPs-based principles derived from the Nationwide Privacy and Security Framework for the 

Electronic Exchange of Individually Identifiable Health Information, which is a model developed 

by the Office of the National Coordinator for Health IT. These are not purely FIPPs principles, 

but examples of how they may be used to develop robust privacy and security standards. 

We also proposed that security policies and procedures must be in writing and available 

to the Secretary of HHS, and must identify any applicable laws that the Exchange will need to 

follow.  In addition, we proposed that any data matching arrangements between the Exchange 

and agencies that administer Medicaid and CHIP for the exchange of eligibility information be 

consistent with all applicable laws.  We also proposed that return information is kept confidential 

under section 6103 of the Code.   

Finally, we proposed that any person that knowingly and willfully uses or discloses 

personally identifiable information inappropriately would be subject to a civil money penalty of 

not more than $25,000 per disclosure and any other applicable penalties that may be prescribed 

by law.   

Comment: Many commenters recommended that HHS set a national minimum standard 

for use and disclosure of personally identifiable information (PII) under proposed §155.260(b) 

rather than allow each Exchange flexibility to develop and implement standards customized to its 

operations. One commenter stated that HHS should harmonize State and Federal laws for the 

development and operation of information technology systems across all States. Commenters 

suggested adopting different existing privacy and/or security standards alone or in various 

combinations, including the Fair Information Practice Principles (FIPPs) model adopted by the 

Office of the National Coordinator for Health Information Technology, HIPAA Privacy, HIPAA 
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Security, the Privacy Act, Medicaid standards at section 1902(a)(7) of the Act, the confidentiality 

and disclosure provisions of the Department of Homeland Security’s Systematic Alien 

Verification for Entitlements (SAVE) program (42 U.S.C. 1320b-7), the HITECH Act, and the 

Gramm-Leach-Bliley Act (GLBA).  

Response: We recognize that there should be robust minimum privacy and security 

standards to ensure the confidentiality and integrity of PII created, collected, used, or disclosed 

by an Exchange.  We also accept the comment that each Exchange will need to consider any 

State and Federal laws governing individuals’ privacy and security rights for the geographic 

area(s) in which it operates in order to ensure PII is protected against any reasonably anticipated 

uses or disclosures that are not permitted or required by law.  We acknowledge the current 

variance among States’ laws governing privacy and security, but believe that eliminating this 

variance would, in many cases, apply Federal standards to existing State privacy and security 

frameworks. This would be prohibitively expensive for many States, and could be detrimental to 

the goal of maintaining the confidentiality of PII.  In addition, multiple security frameworks 

increase the complexity of the technological environment—if a State must follow two different 

frameworks, there is an increased risk of applying the wrong security controls to the Exchange. 

Finally, but equally important, we recognize the need for flexibility in the implementation of 

these standards in order to minimize implementation costs. The imposition of uniform standards 

would increase costs related to re-training staff, engaging contractors, investing in additional 

physical and technological infrastructure, and other tasks related to implementation of the new 

standards. We believe it would increase the complexity of State operations, with associated risks 

and costs, without providing meaningful improvements to the protection of PII.  

In the final rule, we do not establish a single, baseline standard. We direct an Exchange to 
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put in place safeguards that ensure a set of critical security outcomes, and we present a 

framework within which an Exchange must create its privacy and security policies and protocols. 

We specify that an Exchange establish and implement privacy and security standards that are 

consistent with the FIPPs-based principles identified in the “Nationwide Privacy and Security 

Framework for Electronic Exchange of Individually Identifiable Health Information,” the model 

adopted by the Office of the National Coordinator for Health Information Technology3.  In 

addition to these FIPPs-based principles, §155.260(a)(4) of this final rule directs Exchanges to 

establish and implement operational, technical, administrative, and physical safeguards that will 

ensure a set of defined privacy and security outcomes. We believe the standards in this final rule 

will minimize burden by allowing HHS and the States to leverage existing security infrastructure 

and allow Exchanges to tailor their privacy and security approaches to the types of information 

Exchanges will create, collect, use, and disclose, while providing a baseline set of standards and 

critical outcomes upon which all States must base their privacy and security policies and 

protocols.  

 We plan to release guidance to assist States in developing and implementing privacy and 

security policies and protocols that fulfill the standards of this section. In addition, HHS will 

assist States in the development of policies and protocols as part of the reviews and technical 

assistance provided to grantees under the section 1311(a) of the Affordable Care Act. 

Comment: A large group of commenters requested that HHS codify sections 1411(g), 

1413(c)(2), and 1414(a) of the Affordable Care Act. Several commenters recommended 

amending the language in proposed §155.260(b)(1)(i) to explicitly establish that, based on  

section 1411(g) of the Affordable Care Act, information may not be created, collected, used, or 

                                                 
3 Nationwide Privacy and Security Framework for Electronic Exchange of Individually Identifiable Health 
Information: 
http://healthit.hhs.gov/portal/server.pt/community/healthit_hhs_gov__privacy___security_framework/1173.  
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disclosed unless “strictly necessary.” One commenter recommended that we remove the 

reference to “other applicable law” and replace it with specific references to sections 1411(g) and 

1557 of the Affordable Care Act, sections 1942 and 1137 of the Act, and the Privacy Act of 

1974.  

Response: We believe that privacy and security of PII is of utmost importance. 

Accordingly, in the final rule, we have made major changes to the Exchange privacy and security 

standards, both to give more specific guidance to States as they implement the Exchange 

program, and to ensure confidentiality for individuals who may interact with Exchanges. As 

stated in the preamble to the proposed rule, we looked to sections 1411(g), 1413(c)(2), and 

1414(a) of the Affordable Care Act as the basis for many of the provisions in the proposed 

regulatory text. First, we removed proposed paragraph (a), which defined personally identifiable 

information in the context of the Exchange program. This is a broadly used term across Federal 

agencies, and has been defined in the Office of Management and Budget Memorandum M-07-

16. In order to reduce duplicative guidance or potentially conflicting regulatory language, we 

have removed this portion of the proposed rule, and point to the aforementioned memorandum as 

the source of this definition. 

Paragraph (a)(1) of the final rule specifically addresses PII that is created or collected for 

the purposes of determining eligibility for enrollment in a QHP, determining eligibility for other 

insurance affordability programs, or determining eligibility for exemptions from the individual 

responsibility provisions in section 5000A of the Code.  This paragraph limits the purposes for 

which the Exchange can use this information to those outlined in §155.200 of this subpart.  

Paragraph (a)(2) is broader in scope than paragraph (a)(1), and includes all information 

collected for the purposes of carrying out Exchange minimum functions described in §155.200.  
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This paragraph prohibits the creation, collection, use or disclosure of PII unless the manner in 

which the Exchange does so is consistent with the privacy and security standards outlined in 

§155.260(a).  

Paragraphs (a)(3) through (a)(4) outline the privacy and security principles and critical 

outcomes, and set expectations for development of privacy and security protocols by Exchanges, 

and new paragraph (a)(5) specifies that the Exchange must monitor, periodically assess, and 

update the security controls and related system risks to ensure the continued effectiveness of 

those controls.  We also inserted the provision from section 1413(c)(1) of the Affordable Care 

Act that an Exchange must develop and utilize secure electronic interfaces when sharing PII in 

§155.260(a)(6).  

We are not amending the final rule to codify section 1414(a) of the Affordable Care Act, 

because it falls under the jurisdiction of the Department of the Treasury.  We are not codifying 

section 1557 of the Affordable Care Act because it is outside the scope of this rule. We are not 

codifying section 1137 of the Act, which includes standards for States’ income and eligibility 

verification systems, in this final rule because it does not impose any additional privacy or 

security standards. In addition, section 1413(c)(3) of the Affordable Care Act simply directs that 

an Exchange can only determine eligibility on the basis of reliable, third party data, which is 

outside the scope of this section.  We note that while the final rule does not propose to codify 

these listed provisions, Exchanges will need to comply with applicable laws that are outside the 

scope of this rulemaking. 

Comment: A number of commenters requested clarification regarding HIPAA and 

Exchanges. One commenter requested that HHS declare that HIPAA applies to all Exchanges, 

but many commenters discouraged the use of this standard. A few commenters specifically 
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requested that HHS not use HIPAA as the privacy standard. One commenter stated that applying 

HIPAA Privacy to non-HIPAA entities might permit broader collection, use, and disclosure of 

data than was intended by Congress in statutory limits set forth in section 1411(g) of the 

Affordable Care Act. Another commenter added that HIPAA lacks controls associated with new 

technologies.  

Response: We believe HIPAA is not broad enough to adequately protect the various 

types of PII that will be created, collected, used, and disclosed by Exchanges and individuals or 

entities who have access to information created, collected, used, and disclosed by Exchanges.  

We recognize that there will be aspects of Exchanges, as health insurance marketplaces, that will 

not be reached by the HIPAA regulations governing health plans, certain providers, and 

clearinghouses (that is, “HIPAA covered entities”). In clarifying these points, however, it is 

important to recognize that the privacy and security standards that are adopted in this rule do not 

obviate the need for HIPAA covered entities to meet the HIPAA Privacy and Security Rules’ 

standards.  The Exchange sections of the Affordable Care Act did not alter the applicability of 

HIPAA to HIPAA covered entities.   

To avoid any further confusion on this point, we believe that it is advisable to remove any 

specific regulatory references to HIPAA in proposed §155.260(b), which we have redesignated 

as §155.260(a) of this final rule.  We replaced such references with the standards outlined in the 

first response in this section. We believe that the privacy and security standards in the final rule 

are analogs of the HIPAA policies in the proposed rule, with similar standards and restrictions. 

As stated in the preamble discussion to §155.260 in the proposed rule, each State will need to 

conduct an analysis of its operations and functions to determine its HIPAA status based on the 

definitions in 45 CFR 160.103, and, when applicable, meet any and all obligations under those 
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regulations in addition to any Exchange standards. For instance, a State may need to consider 

whether the Exchange performs eligibility assessments for Medicaid and CHIP, based on MAGI, 

or conducts eligibility determinations for Medicaid and CHIP as described in §155.302(b).  

We have inserted language in § 155.200 of the final rule that will clarify the relationship 

between an Exchange and a QHP—as noted therein, nothing in this final rule should be 

construed to create a relationship between an Exchange and a QHP whereby an Exchange 

performs functions on behalf of a QHP.  Further, we intend to release guidance that will assist 

States in determining the applicability of HIPAA and other Federal laws to Exchanges.  

Comment: Several commenters suggested that HHS encourage States to apply privacy 

and security standards that are stricter than the minimum standard set forth by HHS regulations. 

Others asked that HHS make clear in the final rule that, even if an Exchange is covered by a 

single standard, it will continue to be subject to additional rules set by HHS and the States. 

Commenters asserted that State law regarding privacy and security should remain applicable. 

One commenter stated that HHS should provide States with the flexibility to enact more stringent 

standards based on those States' determination of the most appropriate standard. 

Response: We accept commenters’ suggestion that States retain the discretion to apply 

more stringent standards than the minimum privacy and security standards imposed by this 

section. Nothing in this final rule prevents or otherwise impairs the applicability of more 

stringent State law.  Equally, we note that nothing in this final rule obviates the need to meet any 

other applicable Federal privacy and security laws. 

Comment: One commenter asserted that HHS does not have the authority to require 

Exchanges to provide access to its data protection policies and procedures to HHS. The 

commenter requested that HHS provide an explanation of why it wants or needs access to an 
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Exchange’s data protection policies and procedures and what it plans to do with that information. 

The commenter also stated that HHS has no enforcement authority over State-based Exchanges 

and therefore may not take “action” against an Exchange with data protection policies and 

procedures the Secretary deems “inadequate.” In contrast, several commenters supported the 

provision in the proposed rule that Exchanges develop policies and procedures regarding the use, 

disclosure, and disposal of PII. Many commenters asked that these policies and procedures be 

available to the public, and that HHS ensure that Exchanges engage stakeholders, including 

consumers, in the development of these policies and allow for public comment prior to 

submission to the Secretary. A few commenters asserted that these policies and procedures be 

part of the written Exchange Blueprint, in accordance with §155.105 of the proposed rule, or 

another similar document that is available to the public.  

Response: The Secretary has broad authority under section 1321(a) of the Affordable 

Care Act to issue appropriate regulations and standards with respect to the operation of 

Exchanges. Due to the private nature of the information provided to Exchanges, we believe that a 

process that allows the Secretary to ensure continued compliance with the privacy and security 

standards of §155.260 is not only appropriate, but necessary.  According to section 1321(c) of 

the Affordable Care Act, the Secretary has the authority to determine whether a State Exchange 

meets the requisite standards to operate. If the Exchange fails to meet these standards, the 

Secretary may establish and operate a Federally-facilitated Exchange in that State. 

 In addition, the Affordable Care Act also gives HHS an audit enforcement mechanism 

under section 1313. We believe the Secretary has broad authority to ensure the submission of 

these policies in accordance with 1313(a)(3) of the Affordable Care Act. This information is 

necessary to ensure the integrity of the Exchange and its related activities and to protect 
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confidential consumer information. However, Exchanges do not have to release these policies 

and protocols to the public because this disclosure might reveal information that could damage 

the State’s ability to maintain the integrity and security of its systems. Finally, while we have not 

included the privacy and security policies and protocols in the Exchange Blueprint, we believe 

we have the authority to do so if deemed appropriate by the Secretary.  

Comment: Many commenters recommended that the privacy and security standards in 

proposed §155.260 apply to application assisters, Navigators, contractors, other individuals who 

have access to PII gathered from individuals or available through an Exchange.  One commenter 

asserted that the final rule should clearly affirm the obligation of these parties to abide by all 

Federal confidentiality and privacy laws.  

Response: Individuals who have agreements with an Exchange that can collect, use, or 

disclose PII as part of their Exchange-related activities should comply with the final rule’s 

privacy and security standards. However, we do not believe the Affordable Care Act grants the 

Secretary the authority to regulate all individuals and entities directly.  Such authority is limited 

to the Exchange, who can impose these standards on individuals and entities that enter into 

agreements with the Exchange, such as contractors, agents, and brokers, and HHS grantees, such 

as Navigators. We have added §155.260(b) of the final rule, which ensures that Exchanges 

impose privacy and security standards that are the same or more stringent than the privacy and 

security standards in §155.260(a) as a condition of the agreement with other individuals or 

entities that will receive information through the Exchange.  

Comment: Several commenters asked that HHS provide notice to individuals who share 

PII with an Exchange. Commenters also asked that HHS direct Exchanges to notify individuals 

of their privacy rights and note why the information is being collected prior to asking individuals 
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to submit PII. One commenter said HHS should not share protected health information (PHI) 

without written consent before each disclosure.  

Response: We believe the FIPPs-based principles in the final rule ensure that an 

Exchange will make individuals aware of the purpose of any information collection as well as 

the privacy policies that affect individuals and their PII. We have added language to new section 

§155.260(a)(3)(iv) that an Exchange must develop privacy and security policies and protocols 

that are consistent with the FIPPs-based principle of “Individual Choice,” which states that 

individuals should be provided a reasonable opportunity and capability to make informed 

decisions about the collection, use, and disclosure of their personally identifiable information. In 

addition, in new §155.260(a)(3)(iii), we establish that an Exchange’s policies and protocols must 

be consistent with the principle of “Openness and Transparency,” which states that there should 

be openness and transparency about policies, procedures, and technologies that directly affect 

individuals and/or their personally identifiable health information.  In addition, if a State 

determines that its Exchange is a HIPAA covered entity or business associate, as defined in 45 

CFR 160.103, that Exchange must adhere to any applicable HIPAA privacy and security 

standards, including those regarding the protection of protected health information (PHI). The 

final rule addresses only personally identifiable information, as defined in §155.260(a) and does 

not modify HIPAA. 

Comment: A handful of commenters stated that Exchanges should obtain specific 

authorization from individuals prior to using any PII for marketing purposes. Some commenters 

requested that HHS prohibit Exchanges from sharing any information for marketing or 

fundraising purposes altogether. One commenter stated that HHS should specifically prohibit 

Exchanges from selling data, or allowing access to PII collected for Exchange purposes for data 
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mining. Another commenter stated that HHS should specifically prohibit any secondary uses of 

PII that are not specifically authorized. 

Response: Section 155.260(a) does not permit the use or disclosure of PII for marketing 

or fundraising purposes.  The final rule clarifies that PII collected for those purposes of 

determining eligibility for enrollment in a QHP, determining eligibility for other insurance 

affordability programs, or determining eligibility for exemptions from the individual 

responsibility provisions in section 5000A of the Code, can only be used to the extent such 

information is necessary to carry out minimum functions in §155.200 of this subpart. 

Comment: Two commenters stated that HHS should be able to collect demographic 

information on a voluntary basis through the Exchange. Commenters believe that collection of 

demographic information would help to provide essential health information on vulnerable or 

underserved populations, facilitate tailored outreach and aid in enrollment activities, and provide 

input in the development of prevention and health care programming that address disparities.  

Response: Section 1411(g) of the Affordable Care Act does not prohibit the collection of 

demographic data. We respond to this issue in greater depth in the preamble to §155.405, which 

addresses the single, streamlined application. 

Comment: Several commenters requested that HHS specify in the final rule that Social 

Security numbers should be collected for limited purposes. These commenters stated that Social 

Security numbers should be shared only for the purposes of determining eligibility for advance 

payments of the premium tax credit and cost-sharing reductions. Two commenters stated that 

Social Security numbers should be shared only for the purpose of identification of an individual.  

Response: Sections 1411(b) and (c) of the Affordable Care Act give the Secretary the 

authority to ensure that applicants for enrollment in a QHP offered through an Exchange provide 
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a Social Security number so that an Exchange can perform the requisite eligibility determination. 

While we believe that an individual’s Social Security number should be collected and used for 

limited purposes, the use of an individual’s Social Security number is essential to complete 

functions beyond identification—for example, the verifications described in sections 1411(c), 

(d), and (e) of the Affordable Care Act. 

Comment: One commenter stated that HHS should establish criteria for the collection and 

retention of information when a consumer is a survivor or victim of domestic violence based on 

policies of child support collection programs. 

Response: We do not believe that the final rule should contain the specific data collection 

for vulnerable populations for purposes other than those defined in the statute.  

Comment: Two commenters asked that HHS ensure that Exchanges promptly notify 

potentially affected enrollees in the event of a data breach or unauthorized access to PII. One 

commenter suggested that HHS ensure that an Exchange conducts an investigation and hold the 

breaching party accountable, both legally and financially, for notification and investigation 

following the breach or unauthorized access. 

Response: We do not plan to include the specific notification procedures in the final rule. 

Consistent with this approach, we do not include specific policies for investigation of data 

breaches in this final rule. We do, however, plan to release guidance that addresses breach 

procedures. 

Comment: One commenter requested that the final rule include privacy and security 

standards for storage, retention, and response to legal and civil matters. Another commenter 

stated that HHS should not retain PII longer than is necessary to carry out an authorized 

Exchange function. 
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Response: While the rule does not specifically mention storage, retention, or response to 

legal and civil matters, we believe that the final rule adequately addresses privacy and security 

standards for all potential uses of data, including storage and retention.  We therefore do not 

include these elements in the final rule. We expect privacy and security standards developed by 

the Exchange will address the storage of information when it is not in use. Also, the Exchange 

policies and protocols must apply to all requests for information from outside sources, including 

governmental bodies, the courts, or law enforcement officials.  We also believe that Exchanges 

should not retain PII longer than necessary. Retention times for Federally-facilitated Exchanges 

will be approved by the National Archives and Records Administration. As these retention times 

have not yet been issued for these Exchanges, and as we believe that a single standard for 

retention should apply to all Exchanges, we plan to release guidance on this topic at a later date. 

Comment: One commenter asserted that HHS should not create one central location for 

personal information. The commenter challenged the government’s ability to protect personal 

information. 

Response: This comment regarding the storage of personal information is operational in 

nature and outside the scope of this rule. We plan to release guidance describing the approach for 

collection and storage of PII. We believe that the privacy and security standards in the final rule 

are sufficiently robust to protect the types of PII that will be created, collected, used, and 

disclosed by Exchanges. 

Comment: A few commenters suggested that HHS should define the operational 

solutions for Exchange policies and protocols for privacy and security. One commenter said that 

Exchanges should create usage logs that are subject to audit to ensure the data are being accessed 

appropriately and only for business purposes. Another commenter stated that HHS should 
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implement procedures related to identity theft to address cases where an applicant or enrollee 

reports that someone has fraudulently submitted information in his or her name. One commenter 

recommended that HHS collect data in a manner that allows for de-identification so that data can 

be made available for other purposes, such as research and analysis. 

Response: We believe that having policies and protocols to protect against identify theft 

and fraudulent enrollment is critical.  However, setting operational solutions for complying with 

regulatory standards in this section is outside the scope of the rule. HHS will release guidance 

identifying potential operational solutions for storing and tracking data, identifying and 

preventing fraudulent submissions to the Exchange, and de-identifying data. 

Comment: A number of commenters recommended that HHS address the issue of 

authentication of individuals who access PII through the Exchange. One commenter asserted that 

HHS should ensure that Exchanges authenticate all entities and individuals interacting with the 

Exchanges. Commenters also cautioned HHS to develop authentication procedures that are 

minimally burdensome and do not discourage or prevent lawful consumer access to the 

Exchange. One commenter stated that authentication procedures should be proportionate to the 

risks associated with the corresponding activities. This commenter also stated that authentication 

procedures should leverage commercially available database sources, a method currently in use 

by States to authenticate identity.  

Response: Exchanges will need robust authentication procedures that are effective, 

efficient, and minimally burdensome for both States and individuals. We have added language to 

the final rule that Exchanges must implement safeguards to ensure that personally identifiable 

information is disclosed only to those authorized to receive or view it. In addition, we expanded 

the scope of the privacy and security standards by stating explicitly that these standards must 
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apply, as a condition of contract or agreement with an Exchange, to individuals or entities, 

including but not limited to Navigators, agents, and brokers, that: (1) gain access to personally 

identifiable information submitted to an Exchange; or (2) create, collect, use or disclose 

personally identifiable information gathered directly from applicants, qualified individuals, or 

enrollees while that individual or entity is performing the functions outlined in the agreement 

with the Exchange.   

Summary of Regulatory Changes 

We are finalizing the provisions proposed in §155.260 of the proposed rule regarding 

privacy standards, with the following modifications: in an effort to prevent confusion and 

duplication in terminology, we removed paragraph (a), which defined personally identifiable 

information (PII) in the context of the Exchange program. This is a term used broadly by all 

Federal agencies, and the term is defined in a 2007 OMB Memorandum, which we point to in the 

preceding preamble discussion. 

We redesignated proposed paragraph (b) as new paragraph (a). In paragraph (a)(1) of the 

final rule, we added that, where the Exchange creates or collects personally identifiable 

information for the purposes of determining eligibility for enrollment in a QHP, determining 

eligibility for other insurance affordability programs, as defined in §155.20; determining 

eligibility for enrollment in a qualified health plan; determining eligibility for other insurance 

affordability programs, as defined in 155.20; or determining eligibility for the exemptions from 

individual responsibility provisions described in section 5000A of the Code, the Exchange may 

only use or disclose such personally identifiable information only to the extent such information 

is necessary to carry out the functions described in §155.200 of this subpart.  This paragraph 

limits the purposes for which the Exchange can use this information to those outlined in 
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§155.200 of this subpart. Paragraph (a)(2) is broader in scope than the type of PII described in 

(a)(1), and includes all personally identifiable information collected for the purposes of carrying 

out Exchange minimum functions described in §155.200.  This paragraph prohibits the creation, 

collection, use or disclosure of PII unless the manner in which the Exchange does so is consistent 

with the privacy and security standards outlined in §155.260. In the final rule, we removed the 

provision from proposed paragraph (b)(2) for Exchanges to establish and follow operational, 

administrative, physical and technical security standards that, if carried out by a HIPAA covered 

entity would meet the standards at 45 CFR 164.306, 164.308, 164.310, 164.312 and 164.314. In 

its place we clarify that the Exchange must not create, collect, use or disclose PII unless the 

manner in which they do so is consistent with the standards of §155.260.  In new sections 

(a)(3)(i) through (viii), we outlined the principles that an Exchange must use in the development 

of its privacy and security standards. These include individual access; correction; openness and 

transparency; individual choice; collection, use, and disclosure limitations; data quality and 

integrity; safeguards; and accountability.  

As described in new text added to (a)(4)(i) through (vi), an Exchange must establish and 

implement a set of operational, technical, administrative and physical safeguards that ensure the 

confidentiality, integrity, and availability of PII created, collected,  used, and disclosed by the 

Exchange;  that personally identifiable information is only used by or disclosed to those 

authorized to receive or view it;  return information, as such term is defined by section 

6103(b)(2) of the Code, is kept confidential under section 6103 of the Code; personally 

identifiable information is protected against any reasonably anticipated threats or hazards to the 

confidentiality, integrity, and availability of such information; and personally identifiable 

information is protected against any reasonably anticipated uses or disclosures of such 
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information that are not permitted or established by law.  

New paragraph (a)(5) directs the Exchange monitor, periodically assess, and update the 

security controls and related system risks to ensure the continued effectiveness of the controls.  

In new paragraph (a)(6), we added a standard that the Exchange develop and utilize secure 

electronic interfaces when sharing personally identifiable information electronically.  

In new paragraph (b), we added that, except for tax return information, when creation, 

collection, use, or disclosure is not otherwise required by law, an Exchange must establish the 

same or more stringent privacy and security standards (as those in §155.260(a)) as a condition of 

contract or agreement with individuals or entities, such as Navigators, agents, and brokers, that 

gain access to personally identifiable information submitted to an Exchange; or create, collect, 

use or disclose personally identifiable information gathered directly from applicants, qualified 

individuals, or enrollees while that individual or entity is performing the functions outlined in the 

agreement with the Exchange. 

New paragraph (c) directs the Exchange to ensure its workforce complies with the 

policies and procedures developed and implemented by the Exchange to comply with this 

section.  

In new paragraph (e), we added language to clarify that the standards for data matching 

and sharing between the Exchanges and Medicaid, CHIP, and BHP, where applicable, are 

triggered when these entities share PII.  In addition, we added paragraph (e)(1) through (e)(4), 

which state that data matching or sharing agreements must: meet any applicable requirements 

described in this section; meet any applicable requirements described in sections 1413(c)(1) and 

(c)(2) of the Affordable Care Act;  be equal to or more stringent that the requirements for 
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Medicaid programs under section 1942 of the Act; and, for those matching agreements that meet 

the definition of “matching program” under 5 USC 552a(a)(8), comply with 5 USC 552a(o).   

In paragraph (g), we added that the civil penalty applies to each instance of knowing and 

willful improper use or disclosure of information. We redesignated proposed paragraph (b)(4) as 

new paragraph (d), and redesignated proposed paragraph (d) as new paragraph (f). 

i. Use of standards and protocols for electronic transactions (§155.270) 

In §155.270 of the proposed rule, we proposed that the Exchange apply the HIPAA 

administrative simplification standards adopted by the Secretary in accordance with 45 CFR 

parts 160 and 162 when the Exchange performs electronic transactions with a covered entity. In 

addition, we proposed to codify the Health Information Technology (HIT) enrollment standards 

and protocols that were developed in accordance with section 3021 of the PHS Act, which was 

added by section 1561 of the Affordable Care Act, and that were adopted by the Secretary.4 

Specifically, we proposed that these aforementioned standards and protocols be incorporated 

within Exchange information technology systems. 

Comment: HHS received several comments supporting our proposal to apply HIPAA 

administrative simplification standards, including the use of national standards and protocols for 

electronic transactions in §155.270. However, one commenter expressed concern about the 

potential for gaps in the 005010 standard adopted by the Secretary in accordance with HIPAA. 

Another commenter, who supported the application of the administration simplification 

standards, added that HHS should apply any new transaction standards or protocols developed to 

supplement the HIPAA transactions consistently across all State-based Exchanges to promote 

administrative simplification among QHP issuers and eligibility services integrated with 

Exchanges.   
                                                 
4 http://healthit.hhs.gov/portal/server.pt?open=512&mode=2&objID=3161. 
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Response: HIPAA administrative simplification standards are the appropriate standards 

for transactions that occur between the Exchange and covered entities, such as issuers, to 

continue the promotion of uniformity in administration and information interoperability of the 

Exchange activities as part of the larger health insurance industry. If Exchanges choose to 

implement standards in addition to those established in 45 CFR parts 160 and 162, they will 

continue to be in compliance with the final rule. As we work with Exchanges in connection with 

the information reporting standards for enrollment purposes to QHP issuers and/or Medicaid and 

CHIP agencies, we will be mindful of the potential for gaps in the 005010 standard adopted by 

the Secretary in accordance with HIPAA and will fully adhere to privacy and security standards 

in §155.260 and §155.270   

Comment: One commenter recommended that “operating rules” be included in the phrase 

“the Exchange must use standards, implementation specifications, and code sets adopted by 

DHHS” in §155.270(a), noting that proposed §155.240(e) contains language that an Exchange 

must use “the standards and operating rules referenced in §155.260 and §155.270” when 

conducting electronic transactions with QHPs involving premium payments or electronic fund 

transfers.  

Response: We accept the commenter’s recommendation to add the phrase “operating 

rules” to the proposed regulation text.  In the final rule, we amended §155.270(a) to include the 

term “operating rules” to address communications involving Exchanges that are subject to 

HIPAA administrative simplification.  

Comment: Several commenters supported §155.270(b) of the proposed rule, which 

directs an Exchange to incorporate standards developed by the Secretary in accordance with 

section 1561 of the Affordable Care Act, which amends the PHS Act and directs HHS to develop 

740



  131 

interoperable and secure standards and protocols for electronic enrollment transactions in 

consultation with the HIT Policy and HIT Standards committees. However, some commenters 

expressed concern about the ongoing usefulness of the committees’ recommendations. Two 

commenters stated that the recommendations of those committees are now outdated. Another 

stated that a weakness in the cited HIT enrollment standards and protocols is the fact that these 

standards are not applicable to web services. Commenters noted that these standards and 

protocols facilitate the transfer of consumer eligibility, enrollment, and disenrollment 

information, but do not fill the need for standards that would apply to web services versions of 

HIPAA transactions. One commenter said it is critical that Exchanges design electronic data 

formatting and transmission standards that are uniform, easily implemented by QHP issuers, and 

leverage electronic data formatting and transmission standards that are already in use by health 

insurance carriers. Commenters also suggested that HHS recommend that Exchanges use specific 

data exchange formats and transmission standards such as those already established under the 

Health Insurance Portability and Accountability Act of 1996 and by CMS (for example, the 834 

Enrollment, Online Enrollment Center (OEC) file format, and Health Plan Management System 

(HPMS) reporting).  

Response: It will be important to leverage electronic data formatting and transmission 

standards that are already in use. However, we also believe that adhering to the broad standards 

and protocols developed by the Secretary, in collaboration with the HIT Policy and Standards 

committees, in accordance with section 3021 of the PHS Act, will provide standardization while 

allowing for the flexibility to leverage existing standards. We plan to issue guidance to help 

States determine appropriate transmission standards and data exchange formats for their 

Exchanges. We will also be consulting with the HIT Policy and HIT Standards committees at 
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regular intervals to update the cited HIT enrollment standards and protocols to be more 

applicable to web services and to incorporate updates from Exchange electronic data formatting 

and transmission standards to broader standardization efforts. We also note that §155.270 

controls only how the Exchange sends information electronically to HIPAA covered entities. 

Section §155.260 addresses privacy and security standards. 

Comment: A few commenters expressed concern about the privacy and security of 

information being shared via electronic transactions in accordance with proposed §155.270.  

Some commenters requested that this section reference the limitations on use and disclosure in 

§155.260 of this subpart, which sets privacy and security standards for Exchanges. These 

commenters also recommended codifying section 1413(c)(1) of the Affordable Care Act, which 

directs States to develop secure interfaces for electronic data sharing. Another group of 

commenters expressed concern that co-mingling of data used for different purposes would create 

threats to the privacy of PII. These commenters requested that HHS ensure that Exchanges 

maintain a division between information that is stored and information that is used for eligibility 

determinations and redeterminations, with strict standards for disclosure or release of stored data.  

Response: We believe the commenter’s suggestion to include a regulatory citation to 

§155.260 would be redundant because the privacy and security standards and protections in 

§155.260 will apply to all transactions in which data are created, used, collected, stored, or 

disposed of by Exchanges. We also note that section 1413(c) of the Affordable Care Act is 

codified in section §155.260(b)(3) and §155.260(c).  In addition, we note that the privacy and 

security standards cited in §155.260 apply to both stored information and information used for 

eligibility determinations and redeterminations.  Finally, while we acknowledge that stored data 

and data in active use warrant different privacy and security protocols, we believe that the 
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privacy and security standards in §155.260 direct Exchanges to have safeguards in place to 

prevent improper use, collection, or disclosure of information, whether the data are at rest or in 

transit. We therefore do not think it is necessary to address this distinction in our final regulation. 

Comment: One commenter recommended that HHS adopt an operating rule that would 

apply to web services versions of the HIPAA transactions. This commenter encouraged HHS to 

consider the CORE Phase II rules, which have significant industry support, and to develop new 

standards that are not addressed in the CORE Phase II rules.  

Response: It is important for HHS to adopt a standard for web-based transactions; 

however, detailed discussion on the adoption of such standards is outside the scope of this final 

rule. In this final regulation, we maintain the policy that Exchanges must apply and follow 

HIPAA standard transactions when engaging in electronic exchanges of information with 

Covered Entities. 

Comment: One commenter requested clarification about whether it was in the intention of 

HHS to ensure that all electronic transactions with covered entities be consistent with the 

standards of 45 CFR parts 160 and 162. The commenter stated that this would direct all 

Medicaid agencies and issuers to use only standard transactions when conducting electronic 

transactions with Exchanges. Further, if it is the intent of HHS to permit, rather than require, 

these entities to conduct standard transactions with Exchanges, the commenter expressed that 

proposed §155.270(a) should be rewritten to state this clearly. In addition, this commenter 

requested that HHS clarify whether Exchanges must conduct standard transactions with non-

covered entities, such as employers and banks or their respective agents that request to do so. 

This clarification would ensure that employers and others that are now conducting (or may in the 

future conduct) such standard transactions as eligibility for a health plan, enrollment or 
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disenrollment in a health plan, or health plan premium payments may be assured they can do so 

as standard transactions with exchanges. 

Response: It is the intention of HHS to require, rather than to permit, adherence to the 

standards, implementation specifications, and code sets adopted by the Secretary in 45 CFR parts 

160 and 162, but only to the extent that the Exchange is performing electronic transactions with a 

covered entity. It is not the intention of HHS to establish standardized HIPAA transactions when 

Exchanges perform electronic transactions with non-covered entities, such as employers or 

banks. However, the Exchange has the flexibility to choose to use those standards, even if they 

are not minimum standards. 

Summary of Regulatory Changes 

 We are finalizing the provisions proposed in §155.270 of the proposed rule, with the 

following modification: in paragraph (a), we added a provision for Exchanges to use the 

operating rules adopted by the Secretary in 45 CFR parts 160 and 162. 

4. Subpart D -- Exchange Functions in the Individual Market: Eligibility Determinations for 

Exchange Participation and Insurance Affordability Programs 

In this subpart, we proposed standards that the Exchange will use to determine eligibility 

for Exchange participation and insurance affordability programs. In the proposed rule and in this 

final rule, we organized the standards as follows: eligibility standards, eligibility determination 

process, and applicant information verification process.   

a. Definitions and general standards for eligibility determinations (§155.300) 

In §155.300, we proposed definitions for this subpart. Virtually all of the definitions 

proposed in this section were taken from other proposed regulations, including the Exchange 

establishment proposed rule which was published prior to the Exchange eligibility proposed rule. 

744



  135 

Specifically, in this section, we proposed definitions or interpretations for “adoption taxpayer 

identification number,” “applicable Medicaid modified adjusted gross income (MAGI)-based 

income standard,” “applicable CHIP modified adjusted gross income (MAGI)-based income 

standard,” “application filer,” “Federal Poverty Level,” “Indian,” “insurance affordability 

programs,” “minimum value,” “non-citizen,” “primary taxpayer,” “State CHIP Agency,” “State 

Medicaid Agency,” and “tax dependent.” We also proposed rules related to the applicability of 

Medicaid and CHIP rules and the acceptance of attestations. 

Comment: A few commenters discussed the use of the term “MAGI” in the proposed 

rule.  A commenter recommended referencing the term “MAGI-based standard for Medicaid and 

CHIP,” as defined in the Medicaid proposed rule, and the term “MAGI,” as defined in the 

Treasury proposed rule.  One commenter also asked that the differences in the use of MAGI for 

Medicaid eligibility, such as income exemptions described in the Medicaid proposed rule, be 

specified in §155.300. 

Response: We recognize the need to reference the definitions of “MAGI” and “MAGI-

based income” in §155.300(a), and in this final rule include a reference to MAGI, as defined in 

36B(d)(2)(B) of the Code, and MAGI-based income, as defined in 42 CFR 435.603(e). To 

clarify, we use “MAGI” with respect to household income for advance payments of the premium 

tax credit and cost-sharing reductions, and “MAGI-based income” with respect to household 

income for Medicaid and CHIP.  We note that to further clarify this, we have added cross-

references whenever “household income” is used throughout this subpart to specify whether it is 

in reference to household income for purposes of advance payments of the premium tax credit 

and cost-sharing reductions, as defined in section 36B(d)(2) of the Code, or household income 

for purposes of Medicaid and CHIP, as defined in 42 CFR 435.603(d). 
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Comment: We received a number of comments regarding the definition of Federal 

Poverty Level (FPL), as proposed in §155.300(a).  The definition, as proposed, specified that the 

FPL table used for eligibility for advance payments of the premium tax credit and cost-sharing 

reductions for a coverage year must be the table published as of the first day of Exchange open 

enrollment for the coverage year; commenters recommended that this definition be aligned with 

the definition of FPL used for Medicaid and CHIP eligibility, which uses the FPL table available 

at the time of an eligibility determination. 

Response: We acknowledge the commenters’ concerns. However, section 36B(d)(3) of 

the Code, as added by section 1401(a) of the Affordable Care Act, clearly defines the FPL table 

that must be used for eligibility determinations for advance payments of the premium tax credit 

and cost-sharing reductions in such a way that it is distinct from the FPL table that is used for 

Medicaid and CHIP eligibility during much of the year. Therefore, HHS will maintain the 

proposed definition of FPL in the final rule.  To the definition of “Federal poverty level”, we also 

included “ or FPL”; throughout the final rule we also remove references to Treasury regulations 

when using the term FPL since the term is defined in this section using the same definition as in 

section 36B of the Code. 

Comment: We received many comments asking HHS to define “incarcerated, other than 

pending the disposition of charges” in proposed §155.300.  Several commenters also 

recommended that such a definition be similar to the definition of “inmate of a public 

institution,” as used by the Medicaid program (42 CFR 435.1010).   

Response: We acknowledge commenters’ suggestion that we further define the term 

“incarcerated, other than pending the disposition of charges,” as used in §155.305(a)(2), and we 

intend to clarify this term in future guidance.  We note that 42 CFR 435.1010 defines the term 
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“inmate of a public institution”, which is broader than the term “incarcerated” as used in this 

part; therefore, we do not have the authority or reason to adopt the broader definition, as the term 

“incarcerated” is used in the statute. 

Comment: Commenters asked that we amend our definitions of “State Medicaid Agency” 

and “State CHIP Agency” to explicitly include those offices that administer them in the U.S. 

Territories.  

Response:  We acknowledge the suggestion, but are maintaining the proposed definitions 

in the final rule.  These definitions reference Medicaid and CHIP regulations, which address 

Territories separately.  Furthermore, the definition of “State” as included in section 1304(d) of 

the Affordable Care Act does not include Territories, and since this final rule implements only 

certain provisions of Title I of the Affordable Care Act that relate to States and Exchanges, we 

do not include Territories in these definitions. 

Comment: We received several comments providing alternative interpretations of the 

definition of “Indian” than that which was included in the Exchange establishment and eligibility 

proposed rules. Some commenters suggested our definition is too narrow and inconsistent with 

Federal law.  One commenter recommended that Indian be defined as a person who is a member 

of an Indian tribe or any person who is a member of an Indian tribe as defined in subsection (d) 

of the Indian Health Care Improvement Act (IHCIA), not limited to only Federally-recognized 

tribes. Other commenters stated that they believed that HHS’s interpretation is not supported by 

the plain language of section 4 of IHCIA or section 4(d) of the Indian Self-Determination and 

Education Assistance Act (ISDEAA) and believe that it is contrary to general principles of 

Indian law. Several commenters recommend that at a minimum HHS recognize that the 

definitions under the ISDEAA and IHCIA are operationally the same. Several commenters 
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recommend that this rule align its definition with the Medicaid/CHIP definition found in 42 CFR 

447.50.   

Response:  Since the Affordable Care Act statutory provisions identifying the specific 

benefits available to Indians incorporate section 4 of the IHCIA (for purposes of the special 

enrollment period described in §155.420(d)(8)) and section 4(d) of the ISDEAA (for purposes of 

the cost-sharing provisions described in §155.300(a) and (b)) for the definition of Indian, we are 

unable to adopt the Medicaid/CHIP definition under 42 CFR 447.50. Therefore, we maintain our 

proposed definition in this final rule. However, since both the ISDEAA and IHCIA operationally 

mean the same thing, there is uniformity among the definition of Indian for purposes of the 

Exchange-related benefits described in this final rule.  We accept that the definitions of “Indian” 

as provided under section 4(d) of ISDEAA (codified at 25 U.S.C. 450 et. seq.) and section 4 of 

IHCIA (codified at 25 U.S.C. 1603) operationally mean the same thing: an individual who is a 

member of an Indian tribe. In their definitions of an “Indian tribe,” both of these acts have nearly 

identical language that refers to a number of Indian entities (tribes, bands, nations, or other 

organized groups or communities) that are included in this definition on the basis that they are 

“recognized as eligible for the special programs and services provided by the United States to 

Indians because of their status as Indians.”  

 Comment: One commenter asked that we clarify that the use of “attestation” does not 

prohibit the Exchange from obtaining electronic data and then asking an applicant to validate it, 

with the goal of increasing the efficiency and accuracy of the eligibility process.  

Response:  A key principle in our approach to the eligibility process is to streamline this 

verification process and maximize the use of electronic data. In many cases, we anticipate that 

the dynamic, electronic application process will take the approach that is recommended by the 
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commenter. In other cases, it will be necessary to obtain information prior to verifying it. In 

general, the language of the final rule does not mandate a specific sequencing of activities, and is 

designed to allow flexibility within standards to ensure that the eligibility process can evolve to 

align with changes in technology and the availability of authoritative data. We also note that we 

will be providing a model application, which will include sequencing for the various steps 

needed in the eligibility process. Consequently, we are maintaining the language from the 

proposed rule. We look forward to working closely with States to achieve our shared goal of a 

streamlined eligibility process, including through the many areas in which we are providing 

flexibility to allow for continuous quality improvement in access to affordable health insurance. 

We note that we have removed the language that specified that additional individuals, 

including a parent, caretaker or someone acting responsibly on behalf of such an individual, 

could provide attestations.  The definition of application filer, which is now located in §155.20, 

includes references to all individuals who may provide attestations; applicants, authorized 

representatives, and if the applicant is a minor or incapacitated, someone acting responsibly on 

behalf of the applicant. We have also replaced all references in this subpart regarding application 

filers providing attestations with references to applicants providing attestations, since the 

language in §155.300(c) provides overarching clarification that attestations for applicants can be 

provided by application filers. 

Comment: We received comment regarding our definition of primary taxpayer.  A 

commenter expressed concern that an individual may not know his future filing status. 

Response:  While this final rule revises the term “primary taxpayer” to “tax filer,” to 

incorporate both spouses in a situation in which a married couple is filing jointly, we keep the 

proposed definition with minor revisions. Section 36B of the Code governs eligibility for the 
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premium tax credit and advance payments of the premium tax credit, and specifies that it is 

based on the annual household income for a tax family for the year for which coverage is 

requested, which necessitates an understanding of an applicant’s expected tax household for such 

year.  We acknowledge challenges in communicating with individuals during the application 

process, including regarding tax filing status, and intend to work closely with stakeholders to 

develop effective communication strategies and tools. 

Summary of Regulatory Changes 

 We are finalizing the definitions proposed in §155.300 of the proposed rule, with the 

following modifications:  

 We removed the definition of “application filer,” and moved the definition to §155.20, as 

a definition applicable for all of part 155; we address this change in comment response for 

§155.20.  In the definition of “applicable CHIP MAGI-based income standard,” we changed the 

reference from 42 CFR 457.05(a) to 42 CFR 457.310(b)(1) to align with the Medicaid final rule. 

For the definition of “minimum value”, we clarified that the definition is used to describe 

coverage in an eligible employer-sponsored plan, and that minimum value means that an eligible 

employer-sponsored plan meets the standards with respect to coverage of the total allowed costs 

of benefits set forth in section 36B(c)(2)(C)(ii) of the Code. We added language to the definition 

of “State Medicaid agency” to clarify that the State Medicaid agency may be established or 

designated by the State in accordance with Medicaid regulations. For the definition of “insurance 

affordability program” we cross-referenced 42 CFR 435.4, but clarify that those programs 

included in this definition are the State Medicaid program under Title XIX of the Act, CHIP 

under Title XXI of the Act, the BHP under section 1331 of the Affordable Care Act, advance 

payments of the premium tax credit under section 36B of the Code, and cost-sharing reductions 
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under section 1402 of the Affordable Care Act.   

 As further explained in response to comments later in §155.305, we also changed the 

definition of “primary taxpayer” to “tax filer,” which reflects that the role includes either spouse 

in a joint-filing situation, and changed the term throughout the subpart.  Within the definition, we 

also added “or a married couple,” to clarify that a tax filer may be an individual or a married 

couple, and deleted subparagraph (1)(iv), which included language clarifying that a primary 

taxpayer could be either spouse in a married couple, as this language is now redundant.  In 

paragraph (a), we added a definition for “modified adjusted gross income” and a definition of 

“MAGI-based income.”  We also change the rule described in paragraph (b) to clarify that the 

Medicaid and CHIP regulations referred to in this subpart will be implemented in accordance 

with the policies and procedures as applied by the State Medicaid or State CHIP agency or as 

approved by the agency in the agreement described in 155.435(a).  In response to comments, we 

also added new paragraph (d), which describes a rule for the Exchange when determining 

whether information is “reasonably compatible”; this clarification is discussed in more detail in 

§155.315 comment response.   

 We also made technical changes to this section.  In paragraph (c), we changed the 

reference to §155.310(e)(2)(ii) to §155.310(d)(2)(ii).  For the definition of “applicable Medicaid 

MAGI-based income standard,” we changed the reference to 42 CFR 435.1200(c)(3) to 42 CFR 

435.1200(b)(2).  

 Lastly, throughout this subpart, we have removed cross-references to the Treasury 

proposed rule and replaced them with cross-references to the applicable language in section 36B 

of the Code, as added by section 1401(a) of the Affordable Care Act, as the Treasury proposed 

rule will not be finalized as of the publication of this rule. Upon publication of the Treasury final 
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rule, we intend to replace the statutory references with the appropriate regulatory references. 

b. Options for conducting eligibility determinations (§155.302) 

 Based on comments and feedback to the proposed rule, we are revising the rule to include 

this section as an interim final provision, and we are seeking comments on it.  

Comment:  We received a number of comments expressing support for a policy in which 

eligibility processes were integrated across the Exchange, Medicaid, and CHIP in order to ensure 

a seamless experience for consumers.  Commenters further stressed the importance of a single 

entity conducting all eligibility determinations.  We also received comments asking that States be 

permitted to rely on the Federal government for certain eligibility functions, and that State 

Medicaid and CHIP agencies be permitted to exercise final control over eligibility 

determinations for Medicaid and CHIP based on applications submitted to the Exchange, 

particularly when the State does not operate an Exchange.  In particular, commenters asked that 

the Federal government offer to perform eligibility determinations for advance payments of the 

premium tax credit and cost-sharing reductions, based on an argument that this is not a current 

part of State processes, should be uniform across States, and is connected to the advance 

payment of premium tax credits with Federal funds.  Another commenter suggested that rather 

than have the Federal government assume responsibility for an entire eligibility function, we 

should isolate certain components of the eligibility function.  

 Response:  While a fully-integrated eligibility process will best achieve a seamless 

experience for applicants, we adopt the suggestion of the commenters who requested a more 

flexibility for States regarding Medicaid and CHIP eligibility determinations.  With appropriate 

standards, this approach could both maintain the seamless consumer experience while allowing 

States to design the eligibility process to best match their current systems and capacity. 
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Accordingly, while the majority of subpart D continues to refer to all functions being carried out 

by the Exchange, in new §155.302 of this final rule, we specify that the Exchange may fulfill 

these provisions through different options or combinations of options, subject to standards 

described in §155.302(d). The standards in §155.302(d) are intended to ensure that this approach 

to eligibility determinations still affords applicants a seamless path to enrollment in coverage and 

that it does not increase administrative burden and costs; we use certain performance standards 

identified in paragraphs (b), (c) and (d) and the agreements among the relevant agencies to 

achieve this.  We clarify that these options are separate and distinct from the “State Partnership” 

model described in the preamble of §155.200 of this final rule. We intend to provide further 

guidance on the implementation of these options, including the roles and responsibilities of the 

various parties, in the future.   

First, in §155.302(a), we clarify that the Exchange may fulfill its minimum functions 

under this subpart by either executing all eligibility functions, directly or through contracting 

arrangements described in §155.110(a), or through one or both of the approaches identified in 

paragraphs (b) and (c) when other entities determine the eligibility of applicants for insurance 

affordability programs.  

Second, in §155.302(b), we identify that the Exchange may conduct an assessment of 

eligibility for Medicaid and CHIP rather than an eligibility determination for Medicaid and 

CHIP.  Such an arrangement is permissible provided that the Exchange makes such an 

assessment based on the applicable Medicaid and CHIP MAGI-based income standards and 

citizenship and immigration status, using verification rules and procedures consistent with 

Medicaid and CHIP regulations, without regard to how such standards are implemented by the 

State Medicaid and CHIP agencies. That is, the assessment must follow verification rules and 
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procedures that could be adopted by a State Medicaid or CHIP agency, although the use of this 

option is not contingent on the State Medicaid or CHIP agency doing so.  

In paragraph (b)(2), we provide that notices and other activities that must be conducted in 

connection with an eligibility determination for Medicaid or CHIP are conducted by the 

Exchange consistent with the standards identified in this subpart or by the applicable State 

Medicaid or State CHIP agency consistent with applicable law.   

In paragraph (b)(3), we outline the procedures the Exchange must follow when, based on 

the assessment conducted consistent with the standards in paragraph (b)(1), the Exchange finds 

an applicant potentially eligible for Medicaid or CHIP.  We note that “potentially eligible” does 

not mean that the individual’s income, as determined by the Exchange, necessarily is at or below 

the applicable Medicaid or CHIP MAGI-based income standard.  We would expect in the 

interagency agreements between the State Medicaid and CHIP agencies and the Exchange, the 

Exchange’s determination of which applications will be transferred for further action by the 

Medicaid and CHIP agencies will depend in part on the extent to which their verification 

procedures are consistent with those followed by the State Medicaid and CHIP agencies. The 

Exchange would transmit such an individual’s information to the State Medicaid or CHIP agency 

in accordance with paragraph (b)(3) for additional processing, although the Exchange would 

consider him or her as ineligible for Medicaid or CHIP for purposes of eligibility for advance 

payments of the premium tax credit and cost-sharing reductions until the State Medicaid or CHIP 

agency notified the Exchange that the individual was eligible for Medicaid or CHIP.  We will 

work with Exchanges to establish a reasonable application of the term “potentially eligible” 

taking into account an Exchange’s assessment procedures.  
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In paragraph (b)(4), we describe the procedures that the Exchange must follow when, 

based on an assessment conducted in accordance with paragraph (b)(1), the Exchange finds that 

an applicant is not potentially eligible for Medicaid or CHIP based on the applicable Medicaid 

and CHIP MAGI-based income standards.  The Exchange must consider such an applicant as 

ineligible for Medicaid or CHIP for purposes of determining eligibility for advance payments of 

the premium tax credit and cost-sharing reductions, and notify the applicant and provide him or 

her with the opportunity to withdraw his or her application for Medicaid and CHIP.  To the 

extent that an applicant withdraws his or her application for Medicaid and CHIP (for example, if 

he or she is approved for advance payments based in part on an assessment that he or she is not 

potentially eligible for Medicaid and CHIP), the applicant would not receive a formal approval 

or denial of Medicaid and CHIP; the alternative is for the applicant to request that the Exchange 

transmit the application to the State Medicaid and CHIP agency for additional processing. 

As noted above, in addition to providing the applicant with the opportunity to withdraw 

his or her application for Medicaid and CHIP, in paragraph (b)(4)(i)(B), the Exchange must 

notify and provide the applicant with the opportunity to request a full determination of eligibility 

for Medicaid and CHIP by the applicable State Medicaid and CHIP agencies.  For an applicant 

who requests a full Medicaid and CHIP determination, the Exchange must transmit all 

information as provided as part of the application, update, or renewal that initiated the 

assessment and any information obtained or verified by the Exchange to the State Medicaid and 

CHIP agency.  The Exchange must also consider such an applicant as ineligible for Medicaid or 

CHIP for purposes of determining eligibility for advance payments of the premium tax credit and 

cost-sharing reductions until the State Medicaid or CHIP agency notifies the Exchange that the 

applicant has been determined eligible for Medicaid or CHIP. 
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The arrangement under paragraph (b) would also provide that the Exchange must adhere 

to the eligibility determination made by the Medicaid or CHIP agency, and that the Exchange 

and the applicable State Medicaid and CHIP agencies enter into an agreement specifying their 

respective responsibilities in connection with eligibility determinations for Medicaid and CHIP.  

We expect that these agreements will establish the responsibilities across the parties, and we will 

work with States to help develop such agreements. We note that we include rules related to 

assessments of eligibility for Medicaid and CHIP in paragraph (b)(1), to reinforce this concept.  

The standards and responsibilities of the Exchange, which we include for this agreement, 

complement the standards in 42 CFR 435.1200(d) of the Medicaid final rule. In accordance with 

these standards, we expect that when an assessment is conducted by the Exchange and 

transmitted to the State Medicaid or CHIP agency, and the Exchange is providing advance 

payments pending an eligibility determination for Medicaid and CHIP, the Exchange will receive 

a notification of the final determination of eligibility for Medicaid and CHIP made by the 

receiving agency.  Together, these standards aim to avoid the duplication of requests for 

information from applicants and verification of information, and ensure timely eligibility 

determinations despite the ‘hand-offs’ to different agencies or entities.  Furthermore, we believe 

the inclusion of the functions and the standards for the agreements described in §155.302 are 

consistent with our goal of ensuring a seamless eligibility process. We also note that while 

defining what constitutes eligibility for minimum essential coverage for purposes of eligibility 

for advance payments of the premium tax credit and cost-sharing reductions is outside the scope 

of this regulation, we clarify that our understanding is that if the Exchange conducts an 

assessment in accordance with paragraph (b) of this section and does not find that an applicant is 
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eligible for Medicaid and CHIP, such finding is sufficient to meet the eligibility criteria specified 

in §155.305(f)(1)(ii)(B) with respect to Medicaid and CHIP. 

Third, in §155.302(c) of the final rule, we describe that the Exchange must implement a 

determination of eligibility for advance payments of the premium tax credit and cost-sharing 

reductions made by HHS.  We also describe that such an arrangement must provide that all 

verifications, notices, and other activities conducted in connection with determining eligibility 

for advance payments of the premium tax credit and cost-sharing reductions are conducted by 

either the Exchange in accordance with all of the applicable standards described in this subpart 

or by HHS in accordance with the agreement between HHS and the Exchange.  We also direct 

that the Exchange transmit all applicant information and other information obtained or verified 

by the Exchange to HHS.  The Exchange would then adhere to HHS’s determination for advance 

payments of the premium tax credit and cost-sharing reductions.  The Exchange and HHS would 

also need to enter into an agreement specifying their respective responsibilities in connection 

with eligibility determinations for advance payments of the premium tax credit and cost-sharing 

reductions.  As with the option described in §155.302(b), we include particular standards and 

responsibilities which are designed to eliminate duplicative requests for information from 

applicants and ensure timely eligibility determinations. 

In §155.302(d) we outline the standards to which the Exchange must adhere when 

assessments of eligibility for Medicaid and CHIP based on MAGI and eligibility determinations 

for advance payments of the premium tax credit and cost-sharing reductions are made in 

accordance with paragraphs (b) and (c); such standards include that all eligibility processes are 

streamlined and coordinated across applicable agencies, that such arrangement does not increase 

administrative costs and burden on applicants, enrollees, beneficiaries, or application filers, or 
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increase delay, and that applicable requirements under part 155 and section 6103 of the Code are 

met. 

Lastly, we note that all of the above configuration options will necessitate coordination 

between the Exchange, HHS, and the State Medicaid and CHIP agency. We will work closely 

with States to develop operational solutions that will result in a high-quality eligibility process, 

which in turn will result in achievement of our shared coverage goals and a sustainable 

Exchange. 

Summary of Regulatory Changes 

We are finalizing the following provisions at §155.302 and requesting comment.  In 

paragraph (a), we provided that the Exchange may choose to satisfy the standards of subpart D 

directly or through contracting arrangements, or through one or a combination of options 

described in paragraphs (b) and (c), subject to additional standards outlined in paragraph (d).   

If the Medicaid or CHIP agency retains final control of eligibility determinations for 

Medicaid and CHIP, in paragraph (b), we described that notwithstanding the standards of this 

subpart the Exchange may conduct assessments of eligibility for Medicaid and CHIP based on 

MAGI rather than the eligibility determinations for Medicaid and CHIP provided that: the 

Exchange makes such an assessment based on the applicable Medicaid and CHIP MAGI-based 

income standards and citizenship and immigration status, using verification rules and procedures 

consistent with 42 CFR parts 435 and 457, without regard to how such standards are 

implemented by the State Medicaid and CHIP agencies; notices and other activities conducted in 

connection with an eligibility determination for Medicaid or CHIP are performed by the 

Exchange consistent with the standards identified in this subpart or the State Medicaid or CHIP 

agency consistent with applicable law; when the Exchange assesses an individual as potentially 
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eligible for Medicaid or CHIP, the Exchange transmits all information provided as a part of the 

application, update, or renewal that initiated the assessment, and any information obtained or 

verified by the Exchange to the State Medicaid or CHIP agency via secure electronic interface; 

when the Exchange finds an individual not potentially eligible for Medicaid and CHIP, the 

Exchange considers the applicant as ineligible for Medicaid and CHIP for purposes of 

determining eligibility for advance payments of the premium tax credit and cost-sharing 

reductions and must notify such applicant, and provide him or her with the opportunity to either 

withdraw his or her application for Medicaid and CHIP or request a full determination of 

eligibility for Medicaid or CHIP by the State Medicaid and CHIP agencies.  When an applicant 

requests a full determination of eligibility for Medicaid and CHIP, the Exchange must transmit 

all information obtained or verified by the Exchange to the State Medicaid and CHIP agencies 

promptly and without undue delay and consider such an applicant as ineligible for Medicaid and 

CHIP for purposes of determining eligibility for advance payments of the premium tax credit and 

cost-sharing reductions until the State Medicaid or CHIP agency notifies the Exchange that the 

applicant is eligible for Medicaid or CHIP.  Furthermore, under the arrangement described in 

paragraph (b), the Exchange must adhere to the eligibility determination for Medicaid or CHIP 

made by the State Medicaid or CHIP agency, and the Exchange and the State Medicaid and 

CHIP agencies must enter into an agreement specifying their respective responsibilities in 

connection with eligibility determinations for Medicaid and CHIP.  We note that in such an 

arrangement if the Exchange the State Medicaid and CHIP agencies are using the same 

information technology infrastructure formal transmissions may not be needed.  

In paragraph (c), we establish that notwithstanding the standards of this subpart the 

Exchange may implement a determination of eligibility for advance payments of the premium 

759



  150 

tax credit and cost-sharing reductions made by HHS.  Under such option we provide: that 

verifications, notices, and other activities necessary in connection with an eligibility 

determination for advance payments of the premium tax credit and cost-sharing reductions are 

performed by the Exchange in accordance with the standards identified in this subpart or by 

HHS, in accordance with the agreement between the Exchange and HHS; the Exchange transmits 

all information provided as a part of the application, update, or renewal that initiated the 

eligibility determination, and any information obtained or verified by the Exchange, to HHS via 

secure electronic interface, promptly and without undue delay; the Exchange adheres to the 

eligibility determination for advance payments of the premium tax credit and cost-sharing 

reductions made by HHS; and the Exchange and HHS enter into an agreement specifying their 

respective responsibilities in connection with eligibility determinations for advance payments of 

the premium tax credit and cost-sharing reductions.   

In paragraph (d), we outline the standards to which assessments and eligibility 

determinations described in paragraph (b) and (c) must adhere, including that eligibility 

processes are streamlined and coordinated across insurance affordability programs; such 

arrangement does not increase administrative costs and burdens on individuals or increase delay; 

and any applicable standards under §155.260 or §155.270, §155.315(i), and section 6103 of the 

Code with respect to the confidentiality, disclosure, maintenance, or use of information will be 

met. All such changes adopted for this section of the final rule are described in responses to 

comments for §155.302. 

c.  Eligibility standards (§155.305) 

 Based on comments and feedback to the proposed rule, we are revising the rule to include 

paragraph (g) of this section as an interim final provision, and we are seeking comments on it.  
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In §155.305, we proposed to codify the eligibility standards for enrollment in a QHP and 

for insurance affordability programs. Specifically, we proposed that the Exchange determine an 

applicant eligible for enrollment in a QHP if he or she meets the basic standards for enrollment 

in a QHP outlined in the Affordable Care Act, including that the individual must be a citizen, 

national, or a non-citizen who is lawfully present, not incarcerated, and be reasonably expected 

to remain so for the entire period for which enrollment is sought.  We solicited comments 

regarding the language that an individual be “reasonably expected,” for the entire period for 

which enrollment is sought, to be a citizen, national, or non-citizen lawfully present, and on how 

this policy can be implemented in a way that is straightforward for individuals to understand and 

for the Exchange to implement.   

We also proposed that in order to be eligible to enroll in a QHP, an individual must 

intend to reside in the State in the service area of the Exchange.  We clarified that this residency 

standard is designed to apply to all Exchanges, including regional and subsidiary Exchanges.  In 

general, we proposed to align the Exchange residency standard with the Medicaid residency 

standards proposed in 42 CFR 435.403 of the Medicaid proposed rule (76 FR 51148).  We 

clarified that this residency standard does not require an individual to intend to reside for the 

entire benefit year.  We also proposed that the Exchange follow additional Medicaid residency 

standards (which were proposed in the August 17, 2011 Medicaid rule at 42 CFR 435.403) and 

the policy of the State Medicaid or CHIP agency to the extent that an individual is specifically 

described in that section and not under paragraphs (a)(3)(i) or (ii).    

We proposed that for a spouse or a tax dependent who resides outside the service area of 

the tax filer’s Exchange, the spouse or tax dependent will be permitted to either: (1) enroll in a 

QHP through the Exchange that services the area in which he or she resides or intends to reside; 
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or (2) enroll in a QHP through the Exchange that services the area in which his or her tax filer 

intends to reside or resides, as applicable.  We also solicited comment on any standards 

regarding in-network adequacy for out-of-State dependents that we should consider in a different 

section of the proposed rule.  We also noted that that HHS intends to allow State Medicaid 

agencies to continue to have State-specific rules with respect to residency for students under the 

Medicaid program, and solicited comments on whether different residency rules should be 

maintained for enrollment in a QHP or whether a unified approach should be adopted. 

We proposed that the Exchange determine an applicant eligible for an enrollment period 

if he or she meets the criteria for an enrollment period, as specified in §155.410 and §155.420. 

We also proposed that the Exchange determine applicants’ eligibility for Medicaid and CHIP. 

Specifically, we proposed that the Exchange determine eligibility for Medicaid based on 

categories utilizing the applicable Medicaid MAGI-based income standard, and that the 

Exchange determine eligibility for CHIP if an applicant meets the standards of 42 CFR 457.310 

through 457.320 and has a household income within the applicable CHIP MAGI-based income 

standard.  Additionally, we proposed to codify that if a BHP is operating in the service area of 

the Exchange, the Exchange will determine an applicant’s eligibility for the BHP, using the 

statutory criteria for eligibility.   

We also proposed that the Exchange determine eligibility for advance payments of the 

premium tax credit based on eligibility standards proposed in paragraph (f)(1) and (f)(2), and that 

the Exchange may provide advance payments of the premium tax credit only for an applicant 

who is enrolled in a QHP through the Exchange.  Additionally, we clarified that the Exchange 

must determine a tax filer ineligible to receive advance payments of the premium tax credit if 

HHS notifies the Exchange that the tax filer or his or her spouse received advance payments for a 
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prior year for which tax data would be utilized for income verification and did not comply with 

the requirement to file a tax return and reconcile the advance payments of the premium tax credit 

for such year.  In the event the Exchange determines that a tax filer is eligible to receive advance 

payments of the premium tax credit, we proposed that the Exchange calculate advance payments 

of the premium tax credit in accordance with 26 CFR 1.36B-3 of the Treasury proposed rule (76 

FR 50931).   

We also proposed that the Exchange require an application filer to provide the social 

security number (SSN) of the tax filer if an application filer attests that the tax filer has a SSN 

and filed a tax return for the year for which tax data would be utilized for verification of 

household income and family size.  We solicited comments on how the Exchange can maximize 

the accuracy of the initial eligibility determination and establish a robust process for individuals 

to report changes in income to alleviate stakeholder concerns about income fluctuations during 

the year that may result in large reconciliation payments. 

Finally, we proposed  that the Exchange must determine applicants eligible for cost-

sharing reductions based on eligibility standards described in paragraph (g), and we note that 

special eligibility standards for cost-sharing reductions based on Indian status are described in 

§155.350 of this subpart. Specifically, we clarified in the proposed rule that an individual with 

household income that exceeds 250 percent of the FPL who is not an Indian is not eligible for 

cost-sharing reductions. We codified the statute such that an applicant must be enrolled in a QHP 

in the silver level of coverage in order to receive cost-sharing reductions.  Lastly, we proposed 

three eligibility categories for cost-sharing reductions, and proposed that the Exchange transmit 

information about an enrollee’s category to his or her QHP issuer in order to enable the QHP 

issuer to provide the correct level of reductions.   
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Comments: We received comments regarding the provision in proposed §155.305(a)(1) 

which states that an individual must be “reasonably expected” to be a citizen, national, or a non-

citizen who is lawfully present for the entire period for which enrollment is sought.  One 

commenter recommended that the final rule remove the “reasonably expected” standard as it 

would limit non-citizens’ eligibility to enroll in a QHP.  

Response: The final rule maintains the “reasonably expected” standard in accordance 

with section 1312(f)(3) of the Affordable Care Act. We do not interpret this provision to mean 

that an applicant must be lawfully present for an entire coverage year; rather, we anticipate that 

the verification process will address whether an applicant’s lawful presence is time-limited, and 

if so, the Exchange will determine his or her eligibility for the period of time for which his or her 

lawful presence has been verified. We anticipate providing future guidance on this topic, with a 

focus on minimizing administrative complexity and burden. 

Comment: We received a number of comments related to and in support of the eligibility 

standard in proposed §155.305(a)(2) that in order to be eligible for enrollment in a QHP, an 

individual must not be incarcerated, with the exception of incarceration pending the disposition 

of charges.  Several commenters expressed concerns and provided recommendations about how 

to coordinate and promote continuity of care for individuals who will be transitioning from 

incarceration, and some commenters expressed this concern in regard to specific populations of 

incarcerated individuals. One commenter recommended that prisoners should be able to apply 

for coverage through the Exchange in advance of their release so that coverage can be effective 

on their release date, while another commenter noted that we should provide that Exchanges 

must accept applications in the event they are submitted on behalf of an inmate of a correctional 

facility. Also, one commenter suggested that prisoners should not be held responsible for 
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reporting changes if they become incarcerated, and prisoners should not be held liable for 

repayment of advance payments of the premium tax credit for which they would be liable if they 

are receiving them and then become incarcerated. 

Response: In §155.305(a)(2) of the proposed rule, we codified section 1312(f)(1)(B) of 

the Affordable Care Act, which specifies that in order to be eligible for enrollment in a QHP, an 

individual must not be incarcerated, other than incarceration pending the disposition of charges. 

HHS will consider commenters’ recommendations related to promoting continuity of care for 

individuals leaving incarceration in future guidance. Since the Exchange will accept applications 

and make eligibility determinations throughout the year, an inmate would not be precluded from 

applying for coverage through the Exchange in an effort to coordinate an effective date of 

coverage with his or her release date. We also note that §155.420(d)(7) provides a special 

enrollment period (“A qualified individual or enrollee who gains access to new QHPs as a result 

of a permanent move”) which covers individuals who are released from incarceration.  

The final rule maintains the provision specifying that an enrollee must report any change 

with respect to the eligibility standards in §155.305, which includes when an enrollee becomes 

incarcerated, other than incarceration pending the disposition of charges, as it is important for the 

Exchange to be able to discontinue the enrollment and recompute any advance payments or cost-

sharing reductions to account for the change in eligibility. As with other changes that affect 

eligibility for enrollment in a QHP, not reporting such a change so that advance payments of the 

premium tax credit can be adjusted accordingly exposes a tax filer to the risk of repayment of 

advance payments of premium tax credits at tax filing.  

In addition, we note that we clarify in §155.330(b)(4) of the final rule that an application 

filer may report a change on behalf of an enrollee, which, for example, allows a member of an 
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enrollee’s household to report the enrollee’s incarceration. Also, in §155.330(d)(2) of this final 

rule, we allow for flexibility for Exchanges to periodically check trusted data sources, provided 

that the data matching program meets certain standards; this provision could allow an Exchange 

to engage in data matching on incarceration to provide an additional avenue to capture changes.  

Comment: We received a number of comments related to the residency standards for 

enrollment in a QHP, described in proposed §155.320(a)(3).  Several commenters recommended 

that the residency standards across the Exchange, Medicaid and CHIP be aligned and uniform so 

as to limit States' discretion in precluding certain transient populations from having continuous 

coverage throughout the year.  Several commenters recommended that we align with the 

Medicaid “intent to reside” standard, and include the two provisions from the residency standard 

as proposed in the Medicaid proposed rule at 42 CFR 435.403(h)(1)(ii). One commenter 

suggested that we add the following alternative as a means of satisfying the residency standard: 

“Has entered the State with a job commitment (whether or not he or she is currently employed).”  

A few commenters recommended that we should adopt a more stringent residency standard than 

included in the Medicaid proposed rule.  

Response: We intend to align the residency standards with those of the Medicaid 

regulations; therefore, we are revising §155.305(a)(3) in this final rule in response to 

commenters’ recommendations that we align residency standards with Medicaid and CHIP and 

in consideration of changes made from the Medicaid proposed rule to the Medicaid final rule.  

For example, in §155.305(a)(3)(i)(B), this final rule provides that an applicant age 21 and over 

also meets the residency standard if he or she has entered the service area of the Exchange with a 

job commitment or seeking employment (whether or not the applicant is currently employed). 

This provision was included in the Medicaid proposed rule and is included in the Medicaid final 
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rule; we include it here to provide consistency between these rules.  We add language throughout 

§155.305(a)(3) to clarify that individuals must be “living” in the service area of the Exchange in 

addition to the prior standards, to clarify that an individual must be physically present in the 

service area of the Exchange in order to be eligible for enrollment in a QHP through that 

Exchange. We note, however, that this does not preclude an individual from submitting an 

application and receiving an eligibility determination in advance of relocating to a new State; in 

such a situation, his or her eligibility will not be effective until he or she is “living” in the new 

State. We have also restructured paragraph (a)(3)(i) and (ii) for clarity, and have added specific 

references to the Medicaid final rule.   

Comment: We received a number of comments related to the proposal in 

§155.305(a)(3)(iv) related to residency standards for family members who meet the applicable 

residency standard for a different Exchange service area than of one or both of the tax filers.  

While several commenters supported the provision in the proposed rule that dependents and 

spouses may enroll in a QHP offered through the Exchange in the service area where they reside 

or through the Exchange serving the area where a tax filer meets the applicable residency 

standard (or in the case of a spouse who is married filing jointly, another tax filer meets the 

applicable residency standard), several commenters opposed this provision. If this policy is 

maintained, one commenter recommended that HHS develop a system for Exchanges to easily 

apportion premium tax credits among family members. Several commenters expressed concern 

that a person who purchases coverage from a QHP offered through the Exchange where he or she 

does not live would likely encounter difficulties in finding care as well as significant additional 

costs from the use of out-of-network providers. In addition, the QHP issuer would be limited in 

its ability to facilitate use of the highest quality and most efficient providers and coordinate care 
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across providers and settings. Commenters encouraged HHS to consider limiting this option. 

Several commenters recommended that HHS establish an electronic mechanism for Exchanges 

to communicate with each other, as well as sought clarification about how the Exchanges will 

coordinate tax credits for members of the same tax household purchasing coverage in QHPs 

through different Exchanges and other specific operational details around verification and the 

eligibility process. One commenter noted that this would be a simpler process if a tax filer could 

purchase coverage for a dependent or spouse in the other State’s Exchange through the tax filer’s 

Exchange via a link or web portal. 

Response: We maintain the residency standard in §155.305(a)(3)(iv) of the final rule with 

limited modifications. All of the modifications result from a change in our terminology from 

“primary taxpayer” to “tax filer” in an effort to reduce confusion that could be associated with 

the term “primary taxpayer,” notably since primary taxpayer generally refers to the first name on 

the tax return of two individuals who are married, but both individuals are tax filers and there is 

no significance to which is the primary taxpayer for purposes of the premium tax credit (this 

change has been made throughout the final rule). The remaining changes are to clarify that any 

member of a tax household that has members in multiple Exchange service areas may enroll in a 

QHP through any of the Exchanges for which one of the household’s tax filers meets the 

applicable residency standard; the exception to this standard is that when both tax filers enroll in 

a QHP through the same Exchange, the tax filers’ dependents may choose either the Exchange 

through which the tax filers are enrolled or an Exchange for which the dependents meet the 

applicable residency standard in paragraphs (a)(3)(i)-(iii).  Taken together, we expect that these 

residency standards will ensure that enrollees in QHPs through the Exchange have appropriate 

access to services. 
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Regarding comments suggesting that Exchanges should be able to apportion premium tax 

credits among family members, we will provide additional information in the future in 

coordination with the IRS.  We note that the apportionment of advance payments will need to 

occur when a single tax household is covered by more than one QHP. Regarding comments we 

received related to network adequacy, a more detailed response is provided in §156.230 of this 

final rule. We also note that multi-State plans certified by and under contract with the Director of 

the Office of Personnel Management may provide another option in such scenarios. In response 

to comments recommending that we create an electronic mechanism by which Exchanges can 

communicate with each other and other operational details of the eligibility process, HHS is 

considering commenters’ recommendations regarding how best to coordinate cross-Exchange 

activities.  

Comment: A few commenters strongly supported limiting enrollment to a single open 

enrollment period per year.  

Response: The language in §155.305(b) of the proposed rule specified that the Exchange 

determine an applicant eligible for an enrollment period in accordance with the provisions 

regarding enrollment periods in §155.410 and §155.420.  

Comment: A number of commenters expressed overall support for the Exchange 

conducting Medicaid and CHIP eligibility determinations, and some suggested that the 

regulation be amended to include a standard that an Exchange determine eligibility for Medicaid 

on any basis of eligibility offered in that State (such as optional eligibility categories and 

categories that do not use the MAGI standard). Some commenters expressed support for 

uniformity and standardization around eligibility and enrollment in general. Several commenters 

recommended that HHS provide that the Exchange must collect information related to non-
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MAGI eligibility to ensure that applicants can truly avail themselves of a “no wrong door” 

application process for Medicaid. A few commenters supported the clarification that eligibility 

for emergency Medicaid services does not count as Medicaid eligibility for purposes of 

eligibility for premium tax credit and cost-sharing reductions through the Exchange. Another 

recommended that there should be an emphasis on child-only plans through the Exchange for 

those children who are not eligible for Medicaid. 

Response: Sections 155.345(b) and (d) of the final rule specify that the Exchange must 

assess information provided by an applicant who is not eligible for Medicaid based on standards 

specified in §155.305(c) to determine whether he or she is potentially eligible for Medicaid in a 

category that does not use the MAGI standard, and refer any potentially eligible individuals to 

the Medicaid agency for an eligibility determination. In addition, §155.345(c) of the final rule 

specifies that the Exchange must provide an opportunity for an applicant to request a full 

Medicaid eligibility determination based on factors not considered in §155.305(c). We believe 

that this proposal creates a streamlined eligibility process for the vast majority of applicants, 

while also allowing applicants who may be eligible for a category that does not use the MAGI 

standard to access a more streamlined process than is available today, without requiring the 

Exchange to accommodate all of the complexity associated with the categories of Medicaid that 

were not modified by the Affordable Care Act.  

In order to maintain a single, streamlined application, and in accordance with section 

1413(b)(2) of the Affordable Care Act, applicants will not be asked for more information than is 

needed for the Exchange to make an eligibility determination for insurance affordability 

programs based on MAGI, apart from collecting basic information to assess individuals for 

potential Medicaid eligibility on a non-MAGI basis, for example a single triggering question. 
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Applicants will always have the opportunity to request a full determination of eligibility for 

Medicaid. We also note that we know that several States are considering leveraging a single 

Exchange/Medicaid/CHIP technology platform in future years to also accommodate non-MAGI 

Medicaid applicants, which is permitted under the statute and final rule. In response to 

commenters requesting clarification about whether eligibility for Medicaid coverage that is 

limited to emergency services counts as minimum essential coverage for purposes of eligibility 

for advance payments of the premium tax credit and cost-sharing reductions, this determination 

is subject to other rulemaking. We note, however, that individuals who are not lawfully 

present, are not eligible for enrollment in a QHP, let alone for enrollment in a QHP that is 

supported by advance payments and cost-sharing reductions. We also note that immigration 

status is not a factor for emergency Medicaid eligibility.  In this final rule, we also revise 

§155.305(c) to streamline references to Medicaid citizenship and immigration status and 

residency eligibility standards, and align with the Medicaid MAGI-based assessment described 

under 42 CFR 435.911(c)(1). Lastly, regarding child-only plans, we note that the Exchange will 

inform an applicant of all of the QHPs for which he or she is eligible, including any child-only 

plans. 

Comment: We received a range of comments related to performance measurement and 

oversight tools related to eligibility and enrollment.  One commenter recommended a 

modification of Federal audit tools to ensure that States are evaluated based on the number of 

eligible people they correctly enroll for coverage. Some commenters recommended that QHP 

issuers should not be held responsible for any errors that the Exchange may make in the 

eligibility determination process, while some commenters sought clarification of an Exchange’s 

liability for inaccurate eligibility determinations. Other commenters requested State flexibility 
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when operational challenges impede a seamless eligibility and enrollment process (including, for 

example, transitioning enrollees from one insurance affordability program to another). 

Response: We plan to regulate in the future on oversight tools and performance 

measurements in future rulemaking and guidance.  We will consider commenters’ 

recommendations regarding oversight tools and performance measurement as we develop future 

guidance on this topic. 

Comment: Several commenters strongly supported the Exchange sharing common 

eligibility standards with Medicaid, CHIP, and the BHP, and determining eligibility for the BHP. 

Several commenters suggested that the Exchange should conduct eligibility determinations for 

other programs that are not related to health insurance coverage, such as the Supplemental 

Nutrition Assistance Program and the National School Lunch Program. Other commenters stated 

that individuals who are served by those programs should also be enrolled in the appropriate 

health care program if they are not already enrolled. At least one commenter recommended that 

those applying for unemployment insurance also be directed towards health benefits for which 

they might be eligible.  

Response: In the final rule, we do not require the level of integration between the 

Exchange and other human services programs that some commenters recommended. This would 

not preclude a State from leveraging the technology platform and supporting infrastructure for 

insurance affordability programs for other health and human services programs in the future, 

provided that privacy and security standards (and applicable cost allocation rules) are met, 

particularly regarding the use and disclosure of information provided to the Exchange by 

applicants and Federal agencies. To this end, on August 10, 2011 and January 23, 2012, CMS, 

the Administration for Children and Families (ACF), and the Food and Nutrition Service (FNS) 
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issued joint letters providing guidance on the limited exception to cost allocation guidelines 

which allows Federally-funded human services programs to benefit from Medicaid, CHIP, and 

Exchange technology investments. 

Comment: We received a number of comments related to eligibility standards for 

advance payments of the premium tax credit, in particular regarding compliance with the filing 

requirement described in proposed §155.305(f)(4).  Some commenters recommended that the 

final rule clarify that if a tax filer is determined eligible for advance payments of the premium 

tax credit but opts not to take advance payments, his or her ability to file for the credit at the end 

of the tax year is not affected; commenters also asked whether such a scenario would adversely 

affect his or her eligibility for cost-sharing reductions. One commenter requested clarification 

regarding the length of time for which a taxpayer would be deemed ineligible for advance 

payment of premium tax credit following a failure to file a tax return. Some commenters 

suggested States should have the flexibility to discontinue eligibility for advance payments of the 

premium tax credit and Medicaid if Federal tax filings are not current.  

Response: We clarify that when a tax filer is determined eligible for advance payments of 

the premium tax credit but opts to not have advance payments made on his or her behalf, the tax 

filer may still claim the premium tax credit on his or her tax return; further, such action does not 

adversely affect his or her eligibility for cost-sharing reductions. Regarding §155.305(f)(4), we 

note that the language of the proposed rule, which we maintain in the final rule, specifies that the 

Exchange may not determine a tax filer eligible for advance payments if advance payments of 

the premium tax credit were made on behalf of the tax filer, or either spouse if the tax filer is a 

married couple, for a year for which tax data would be utilized for verification of household 

income and family size, and the tax filer or his or her spouse did not comply with the 
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requirement to file an income tax return for that year as required by 26 USC 6011, 6012, and 

implementing regulations and reconcile the advance payments of the premium tax credit for that 

period.  

We also note that a tax filer faced with this bar to eligibility may be able to regain 

eligibility by filing a tax return and reconciling the advance payments of the premium tax credit. 

Lastly, we do not have authority to discontinue Medicaid eligibility based on a failure to file a 

tax return.  In the final rule, we also make a correction to the eligibility criteria for advance 

payments of the premium tax credit at §155.305(f)(1)(ii) to align with the statutory requirement 

in section 36B(c)(1)(A) of the Code; the Exchange must generally determine that the tax filer is 

expected to have a household income of greater than or equal to 100 percent of the FPL.  

Comment: We received several comments requesting clarification as to how eligibility 

will be determined for specific household composition scenarios.  One comment, for example, 

asked for clarification regarding situations in States that recognize same-sex marriages or civil 

unions.  

Response: In §155.305(f) in this final rule, we use a number of cross-references to section 

36B of the Code which governs the premium tax credit; these rules are the same rules that are 

used to determine eligibility for advance payments of the premium tax credit. Consequently, we 

refer commenters to those rules for details regarding family and family size. Similarly, in 

§155.305(c) and (d), we use a number of cross-references to 42 CFR parts 435 and 457, which 

contain the Medicaid and CHIP rules for household composition; we refer commenters to those 

rules for details regarding these provisions.  

Comment:  We received a comment asking that we address the issue of deeming a 

sponsor’s income to non-citizen applicants for Federal means tested public benefits; specifically, 
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the commenter asked whether that policy is applicable to calculation of annual household income 

for purposes of determining eligibility for advance payments of the premium tax credit and cost-

sharing reductions.  The same commenter suggested that for applicants who are determined 

ineligible for Medicaid as a result of accounting for sponsor income and whose annual household 

income is below 100 percent FPL, we should apply the special rule described in §155.305(f)(2) 

that would allow such applicants to be determined eligible for advance payments of the premium 

tax credits. 

Response: We intend to work closely with Treasury to address the applicability of 

sponsor deeming in the calculation of annual household income for purposes of determining 

eligibility for advance payments of the premium tax credit and cost-sharing reductions through 

future rulemaking or guidance.  Such rulemaking or guidance will also address the relationship 

between sponsor deeming and the special rule described in §155.305(f)(2). 

Comment: Several commenters expressed concern about the affordability of coverage for 

low-income individuals, notably lawfully present immigrants who are eligible for advance 

payments of the premium tax credit but ineligible for Medicaid. Some commenters requested 

clarification that lawfully present non-citizens with incomes below 100 percent FPL could be 

determined eligible for cost-sharing reductions in the 100 to 150 percent FPL eligibility category.   

Response: In response to comments received regarding lawfully present non-citizens with 

incomes below 100 percent FPL and eligibility for cost-sharing reductions, we are clarifying in 

§155.305(g)(2)(i) of the final rule that an individual who is eligible for advance payments of the 

premium tax credit under §155.305(f)(2) (non-citizens who are lawfully present and are 

ineligible for Medicaid) fall within the 100 to 150 percent FPL eligibility category for purposes 

of determining eligibility for cost-sharing reductions.  We also correct §155.305(f)(1)(i) to 
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provide that an applicant who expects to have a household income of greater than or equal to 100 

percent FPL may be determined eligible for advance payments of the premium tax credit; this is 

a technical correction to comply with section 36B(c)(1)(A) of the Code.   

 Comment: Several commenters suggested we clarify the relationship between advance 

payments of the premium tax credit and other forms of coverage, such as CHIP or Medicare, for 

determining eligibility as well as for the calculation of the premium tax credit.  

 Response: We note that comments of this nature are outside the scope of this rule and are 

within the jurisdiction of the Secretary of the Treasury.  

Summary of Regulatory Changes 

We are finalizing the provisions proposed in §155.305 of the proposed rule, with several 

modifications: we added language throughout §155.305(a)(3) of the final rule to clarify that 

individuals must be “living” in the service area of the Exchange in addition to the prior 

standards. In addition, in §155.305(a)(3)(i)(B), we include in the final rule that an applicant age 

21 and over also meets the residency standard if he or she has entered the service area of the 

Exchange with a job commitment or seeking employment (whether or not currently employed).  

We have also restructured paragraph (a)(3)(i) and (ii) for clarity, and have added specific 

references to the Medicaid final rule.  In paragraph (c)(1), we also added a standard that the 

Exchange must determine an applicant eligible for Medicaid if he or she meets the non-financial 

eligibility criteria for Medicaid for populations whose eligibility is based on MAGI (that is, 

citizenship or immigration status, residency, etc.), as certified by the Medicaid agency at 

435.1200(b)(2), and added a cross-reference to 42 CFR 435.603(d) for household income, in 

addition to the other criteria described under this paragraph.  In paragraph (d), we added a cross-

reference to 42 CFR 435.603(d) for household income.  
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In paragraph (f)(1)(i), we have changed “at least 100 percent” to “greater than or equal to 

100 percent” to align with statutory language. In paragraph (f)(1)(ii)(B), we codified the 

exception for coverage in the individual market.  In paragraph (f)(4), we have added, “or either 

spouse if the tax filer is a married couple,” and clarified that applicable Treasury provisions 

requires a tax filer on whose behalf advance payments are made to both file an income tax return, 

and as a part of that return, to reconcile the advance payments made. 

We have combined and restructured paragraphs (g) and (h) of the proposed rule into 

paragraphs (g)(1) and (g)(2) of the final rule. In paragraph (g)(2)(i) we have added a provision to 

implement section 1402(b) of the Affordable Care Act, which provides a special rule for non-

citizens who are lawfully present; this revision clarifies that individuals who are expected to have 

a household income of less than 100 percent of the FPL for the benefit year for which coverage 

is requested and who are also eligible for advance payments of the premium tax credit under 

paragraph (f)(2) are eligible for cost-sharing reductions. 

In paragraph (g)(3), we have added language implementing section 1402 of the 

Affordable Care Act, which provides cost-sharing reductions at a policy level, in situations 

where multiple tax households are covered by a single policy. In this paragraph, we specify a 

hierarchy of available cost-sharing provisions, and explain that when multiple tax households are 

covered on a single policy, the Exchange will apply only the first category of cost-sharing 

reductions listed in this paragraph.  The categories are listed such that the lowest level of cost-

sharing reductions will be provided to the combined households. We note that the tax households 

are always free to purchase separate policies, and in doing so, receive the benefit of all cost-

sharing provisions for which they are eligible. 

Lastly, in paragraph (g)(4) we added language to clarify that household income for the 
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purposes of eligibility for cost-sharing reductions is defined in accordance with section 

36B(d)(2) of the Code, which is the same definition used for advance payments of the premium 

tax credit. We also clarified that the time period for measuring income for cost-sharing 

reductions is the same as for advance payments of the premium tax credit. 

We also made technical changes to the final rule.  In §155.305(c), we changed the 

reference to 42 CFR 435.1200(c)(1) to 42 CFR 435.1200(b)(2), and throughout the section, as in 

the rest of the subpart, we replaced language regarding application filers providing attestations 

with references to applicants providing attestations, since the language in §155.300(c) provides 

overarching clarification that attestations for applicants can be provided by application filers. 

d. Eligibility determination process (§155.310) 

Based on comments and feedback to the proposed rule, we are revising the rule to include 

paragraph (e) of this section as an interim final provision, and we are seeking comments on it. 

In §155.310, we proposed the process by which the Exchange will determine an 

individual’s eligibility for enrollment in a QHP through the Exchange and for insurance 

affordability programs.  Specifically, we proposed that the Exchange must accept applications 

from individuals in the form and manner described in §155.405, and included standards around 

the collection of information from non-applicants.  We also proposed that the Exchange permit 

an individual to decline an eligibility determination for insurance affordability programs.  In 

addition, we proposed that the Exchange accept an application and make an eligibility 

determination for an applicant seeking an eligibility determination at any point in time during a 

benefit year.  After the Exchange has collected and verified all necessary data, we proposed that 

the Exchange conduct an eligibility determination in accordance with the standards described in 

§155.305 of this part. 
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 We also proposed that the Exchange allow an applicant who is determined eligible for 

advance payments of the premium tax credit to accept less than the expected annual amount of 

advance payments authorized.  We clarified that the Exchange may provide advance payments 

on behalf of a tax filer only if the tax filer first attests that he or she will meet the tax-related 

provisions discussed in the definition of tax filer, including that he or she will claim a personal 

exemption deduction on his or her tax return for the applicants identified as members of his or 

her tax family.  

 We also proposed that if the Exchange determines an applicant is eligible for Medicaid or 

CHIP, the Exchange will notify the State Medicaid or CHIP agency and transmit relevant 

information, including information from the application and the results of verifications, to the 

relevant agency promptly and without undue delay. We also proposed that effective dates for 

enrollment in a QHP through the Exchange, advance payments of the premium tax credit and 

cost-sharing reductions be implemented in accordance with the dates specified in §155.410(c) 

and (f) and §155.420(b).     

We proposed that the Exchange provide an applicant with a timely, written notice of his 

or her eligibility determination, including the applicant’s eligibility for insurance affordability 

programs, as appropriate.  We also proposed that when the Exchange determines an applicant is 

eligible to receive advance payments of the premium tax credit or cost-sharing reductions based, 

in part, on a finding that the applicant’s employer does not provide minimum essential coverage, 

provides coverage that is not affordable, or provides coverage that does not meet the minimum 

value standard, the Exchange must notify the employer and identify the employee.   

Finally, we proposed rules regarding the duration of an eligibility determination for an 

applicant who is determined eligible for enrollment in a QHP but does not select a QHP within 
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his or her enrollment period in accordance with subpart E of this part. We solicited comments on 

whether a new determination should be conducted after a specific period of time has passed and 

whether the application process should begin anew in some or all situations. 

Comment:  We received a few comments recommending the adoption of a timeliness 

standard within which the Exchange would need to complete an eligibility determination.  Most 

of these commenters recommended requiring that the Exchange adhere to the Medicaid 

timeliness standard as outlined in 42 CFR 435.911(a)(2), which provides that the Medicaid 

agency must establish a standard for determining an individual’s eligibility and informing the 

individuals of his or her eligibility determination that does not exceed 45 days.   

Response:  We recognize that there is a need for a timeliness standard for Exchange 

eligibility determinations.  We add paragraph (e) which states that the Exchange must conduct an 

eligibility determination promptly and without undue delay. We also include that the Exchange 

must assess the timeliness of eligibility determinations based on the period from the date of 

application or transfer from an agency administering an insurance affordability program to the 

date the Exchange notifies the applicant of its decision or the date the Exchange transfers the 

application to another agency administering an insurance affordability program, when 

applicable.  We intend to further interpret this timeliness standard in future guidance in 

coordination with standards established for the Medicaid and CHIP programs.   

We note that we think it is reasonable that the majority of eligibility determinations will 

be completed in a very short period of time and encourage the Exchange to continuously monitor 

and identify ways to shorten the time it takes to process an application and notify an applicant of 

his or her eligibility determination.  We plan to work closely with States to establish a more 
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detailed understanding of the timing needed for an eligibility determination as well as how the 

length of time needed can be reduced, and will provide future guidance on timeliness standards.  

Comment:  We received a substantial number of comments in support of our proposed 

policy, as described in §155.310(a)(2), that the Exchange may not require an individual who is 

not seeking coverage for himself or herself to provide a SSN except as provided in proposed 

§155.305(f)(6) (when he or she is the tax filer and the application filer attests that the tax filer 

has a SSN and has filed a tax return for the year for which the tax data would be utilized for 

verification of household and family size).  While the majority of commenters supported the 

policy on the collection of SSNs, as proposed in §155.310(a)(2) and §155.305(f)(6), a few 

commenters suggested adding language to reinforce the applicability of guidance on the 

collection of SSNs issued on September 21, 2000 by CMS (then HCFA), the Administration of 

Children and Families, and the Food and Nutrition Service (the ‘Tri-Agency guidance’); others 

asked that we cross-reference the companion provision in the Medicaid proposed regulation (42 

CFR 435.907(e)(1)). 

Response:  First, in new §155.310(a)(3)(i), we have clarified that the Exchange must 

collect a SSN from an applicant who has a SSN. We have also moved the proposed provision in 

§155.310(a)(2) to §155.310(a)(3)(ii). We clarify that this provision only provides that the 

Exchange must collect SSNs from a non-applicant if he or she is the tax filer, has a SSN, and has 

filed a tax return for the year for which tax data would be utilized.  We believe this provision is 

necessary given the standards for determining eligibility for advance payments of the premium 

tax credit and cost-sharing reductions, as described in sections 1402(f)(3), 1411(b)(3) and 

1412(b) of the Affordable Care Act, which provide that the most recent tax data available be the 

basis for determining eligibility for these benefits to the extent such tax data is available.   
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In addition, we note that section 36B(d)(2)(A)(ii)(II) of the Code specifies that household 

income for purposes of premium tax credits includes the MAGI of any individuals who have a 

filing requirement. As previously noted, a SSN must be used to obtain tax data from the IRS, and 

the IRS will not provide the tax data of a dependent who had a filing requirement without the 

dependent’s SSN. As noted above, while the Exchange will require an individual who is seeking 

coverage for himself or herself who has a SSN to provide it, the Exchange will only require an 

individual who is not seeking coverage for himself or herself to provide a SSN if he or she is a 

tax filer who meets the standard described in paragraph (f)(6). That is, in the limited number of 

cases in which a dependent is not seeking coverage for himself or herself, the Exchange will not 

require such a dependent to provide his or her SSN, although the dependent may provide it on a 

voluntary basis. However, we believe that §155.305(f)(6), as proposed, is permissible under 

section 1412, given that a) whether a dependent has a filing requirement may change frequently, 

resulting in a change in circumstances that allows the Exchange to use an alternate verification 

process; and b) we believe that it will be challenging for an applicant to determine whether a 

dependent was or will be required to file (versus a voluntary filing). Further, we do not believe 

that it is appropriate to add a provision to require the Exchange to collect the SSN for every 

dependent who is not seeking coverage for himself or herself, regardless of whether he or she 

had a filing requirement, because this would go beyond what is needed to obtain tax data for 

those who had a requirement to file. As such, we maintain this provision in the final rule. To the 

extent that a dependent who is not seeking coverage for himself or herself has income that needs 

to be considered for purposes of determining eligibility for advance payments of the premium tax 

credit and cost-sharing reductions, the Exchange will verify it through an alternate verification 

process. 
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We believe that these provisions also comply with the statutory standards contained in 

section 1411(g)(1) of the Affordable Care Act, which specifies that the Exchange must not 

require an applicant to provide information beyond what is necessary to support the eligibility 

and enrollment process.  Given the statutory standards, we believe these are the appropriate 

application of the Tri-Agency guidance. We intend to continue to review these issues in the 

context of all insurance affordability programs and to develop a single, streamlined application 

that accommodates these policy and eligibility differences. 

In addition, we have added §155.315(b), which clarifies that in accordance with section 

1411 of the Affordable Care Act, the Exchange will transmit SSNs to HHS for validation with 

SSA. This is separate from the provision regarding citizenship verification, and only serves to 

ensure that SSNs provided to the Exchange can be used for subsequent transactions, including 

for verification of family size and household income with IRS. We clarify that in accordance 

with section 1411(e)(3) of the Affordable Care Act, which governs inconsistencies regarding 

SSNs, to the extent that the Exchange is unable to validate a SSN, the Exchange will follow the 

inconsistency procedures specified in §155.315(f). 

Comment:  We received a number of comments in support of our proposed policy to 

allow applicants to opt out of an eligibility determination for insurance affordability programs 

but to not allow applicants to choose among a subset of insurance affordability programs in 

proposed §155.310(b).  Only one commenter did not support the provision to allow individuals 

to opt out of screening for insurance affordability programs, citing that it is more important to 

provide a uniform eligibility determination for all applicants to increase the likelihood that 

individuals have access to affordable coverage options.  One commenter also suggested that the 

final rule provide certain exceptions to the provision barring individuals from selecting among 

783



  174 

insurance affordability programs. 

Response:  We believe it is important to preserve the option for an applicant to bypass the 

examination of his or her household income and other information that may result in a lengthier 

eligibility process, and allow him or her to enroll directly in a QHP without financial assistance 

if he or she so chooses. Therefore, in the final rule, we are maintaining the provision in 

§155.310(b) with some clarification; the Exchange must permit an applicant to request only an 

eligibility determination for enrollment in a QHP through the Exchange, but that the Exchange 

may not permit an applicant to request an eligibility determination for less than all insurance 

affordability programs. We expect that an Exchange could implement this provision by allowing 

an applicant to opt-out of an eligibility determination for all insurance affordability programs. 

We also maintain that an applicant may not choose between insurance affordability 

programs since section 36B(c)(2)(B) of the Code specifies that a tax filer is ineligible for 

advance payments of the premium tax credit for any applicant who is eligible for other minimum 

essential coverage.   

Comment: A number of commenters, particularly consumer groups, noted support for the 

provision in proposed §155.310(d)(2), which would allow an enrollee to accept less than the full 

amount of advance payments of the premium tax credit for which he or she is determined 

eligible; however, the majority of these commenters recommended that HHS complement this 

provision with a standard that the Exchange must provide detailed consumer education and tools 

regarding the premium tax credit and reconciliation.  We also received a number of comments 

which raised concerns that individuals may not fully understand the responsibilities associated 

with receiving advance payments of the premium tax credit; such commenters recommended that 

HHS provide more detail concerning what information will be provided to consumers about 
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reconciliation. 

Response:  We amended the final rule in §155.310(d)(2)(ii) to state that the Exchange 

may authorize advance payments of the premium tax credit on behalf of a tax filer only if the 

Exchange obtains certain attestations regarding advance payments of the premium tax credit 

from a tax filer.  We intend to provide further guidance regarding the additional attestations that 

may be asked of individuals, which may include an attestation from a tax filer acknowledging 

that he or she understands the potential impact of reconciliation.   

Comment:  We received a number of comments regarding the standards for Exchanges to 

notify the State Medicaid or CHIP agency upon determining an applicant eligible for Medicaid 

or CHIP and transmit relevant information promptly and without undue delay described in 

proposed §155.310(d)(3).  Commenters recommended that HHS provide a timeliness standard 

that is more specific than “promptly and without undue delay,” and suggested adding language to 

provide the Exchange must transmit the relevant information “within no more than 24 hours.”   

A few commenters also recommended aligning with Medicaid language to clarify that 

“relevant information” transmitted to Medicaid or CHIP agencies include “the electronic account 

containing the finding of Medicaid or CHIP eligibility, all information provided on the 

application, and any information obtained or verified by the Exchange in making such a finding.” 

Response:  We considered the recommendation to adopt a specific time standard for the 

transmittal of information between the Exchange and State Medicaid or CHIP agencies; 

however, we believe that the timeliness standard in the regulation text at paragraph (e) provides 

the necessary flexibility to accommodate technological advances.  We anticipate that we will 

interpret and clarify this standard in guidance.  Furthermore, this standard is aligned with the 

Medicaid standard described in 42 CFR 435.911(c)(1); CMS also plans to issue guidance to 
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clarify this standard.   

We also considered comments asking HHS to specify the meaning of “relevant 

information.”  We recognize that clarification is necessary, and in the final rule, replace the 

phrase “relevant information” in §155.310(d)(3), with “all information necessary to effectuate 

coverage in Medicaid or CHIP.” Although this is not the identical language used in Medicaid 

regulations, we believe it is the appropriate standard to adequately address the concern raised by 

the commenter.   

Comment:  We received a variety of comments related to the notification of eligibility 

determination, described in proposed §155.310(g).  Several commenters asked that we amend the 

language in this provision to provide that such a notice must be “written,” as we specified in the 

proposed rule governing general notice standards in §155.230(a).  One commenter suggested 

adding language to allow applicants or enrollees to choose to have notices sent to other parties, 

such as application assisters or authorized representatives; another recommended adding a notice 

to individuals when an application is incomplete. 

Response:  Because paragraph §155.230(a) of the proposed rule specifies that notices 

issued by the Exchange must be “written,” this general notice standard would apply to the 

notification of eligibility determination, which we clarify in §155.310(g) in this final rule.  We 

will further address notices and the roles of application assisters and authorized representatives 

in future rulemaking and guidance. 

Comment:  We received a large number of comments on proposed §155.310(g) regarding 

the content and scope of employer notices of an employee’s eligibility for advance payments of 

the premium tax credit and cost-sharing reductions. These commenters suggested that HHS limit 

employer notices to a subset of employers to provide greater privacy protections for consumers.  
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Most commenters stated that the employer should be notified of an employee’s receipt of 

advanced payment of the premium tax credit or cost-sharing reductions only if this determination 

might trigger an employer responsibility payment.  Some commenters asserted that the 

appropriate trigger for an employer to receive notification is if the employer has 50 or more full 

time equivalent employees and the employer has full-time employees that receive advanced 

payment of the premium tax credit or cost-sharing reductions through the Exchange. One 

commenter said that only employers that offer unaffordable coverage should receive a 

notification and employers that offer no coverage should not receive any employee information. 

Response: While we recognize that the employer responsibility provisions of section 

4980H of the Code apply only to employers with 50 or more full-time equivalent employees, 

section 1411(e)(4)(B)(iii) of the Affordable Care Act imposes the obligation to provide the 

notice  regardless of the size of the employer.  Therefore, we are not limiting the scope of the 

notice standard in this final rule to a subset of employers.  We anticipate that HHS may provide 

additional guidance regarding how the content of the notice can be structured so as to minimize 

potential employer confusion associated with whether a determination will have implications 

under section 4980H of the Code.  

Further, we are aware that employer contact information may not always be available, 

because a person fails to provide it, or provides incorrect information, or that person changed 

employers, or a host of other reasons. We will work with Exchanges and employers on this to 

develop a solution for situations in which the Exchange does not have a seamless way to reach 

the correct employer for the purposes of delivering the notice. 

Comment: Other commenters raised additional privacy concerns regarding the content of 

notices sent to employers under proposed §155.310(g). Several commenters suggested that the 
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Exchange provide the employer with the minimum amount information necessary to evaluate 

liability for the employer responsibility payment. One commenter suggested that the Exchange 

should only transmit information necessary under law—the employee name and taxpayer 

identification number. This commenter stressed that the regulation should specify that the 

taxpayer identification number (TIN) should be used, and not the SSN, in accordance with 

section 1311(d)(4)(I)) of the Affordable Care Act. One commenter suggested that even the 

employee name should not be disclosed.  Finally, a few commenters noted that HHS should be 

sensitive to the fact that some employees do not want their employers to know their household 

income.  

Response: For the purposes of the employer notice under section 1411(e)(4)(B)(iii) of the 

Affordable Care Act, we believe that only the minimum necessary personally identifiable 

information should be released to an employer. The Affordable Care Act provides that the 

Exchange must notify an employer that his or her employee has been determined eligible for 

advance payments of the premium tax credit and that the employer may appeal such eligibility 

determination.  The proposed rule provided only that the notice identify the employee. However, 

based on sections 1411(e)(4)(B)(iii), 1411(e)(4)(C), and 1411(f)(2)(B) of the Affordable Care 

Act, our final regulation provides that if an enrollee is eligible for a premium tax credit or cost-

sharing reductions because that enrollee’s employer does not provide minimum essential 

coverage through an eligible employer-sponsored plan, or that the employer provides coverage 

but it is not affordable or does not meet minimum value, the Exchange must notify the employer, 

identifying the employee, relating the opportunity to appeal, indicating that the employee has 

been determined eligible for advance payments of the premium tax credit, and indicating that the 

employer may be liable for a shared responsibility payment under section 4980H of the Code if 
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the employer has 50 or more full-time workers. We note that we do not expect the Exchange to 

relay to the employer the exact reason for which the applicant was determined eligible, or to 

provide any tax return information to the employer. Rather, the notice should indicate the list 

(above) of potential reasons for the determination. We have amended the final rule, redesignating 

proposed section (g) as section (h) and adding sections (h)(2) and (h)(3) to §155.310 to clarify 

these standards. 

The notice will not disclose an enrollee’s household income or any other taxpayer 

information, except the enrollee’s name or other personal identifier.  We anticipate that 

additional guidance regarding the content of the notification will be released in the future. 

Comment: One commenter expressed concern about potential HIPAA violations that may 

occur if an applicant provides the wrong employer contact information, and an incorrect 

employer receives the notification, with respect to the notices sent in accordance with proposed 

§155.310(g).  

Response: To the extent the Exchange is not a HIPAA covered entity or business 

associate, the Exchange would be subject only to the privacy and security standards of 155.260.  

If a State has determined that its Exchange is a HIPAA covered entity or business associate, to 

the extent the Exchange was merely acting on incorrect information provided to the Exchange by 

an applicant, there would be no HIPAA violation. In addition, we do not expect that the notice 

will result in a violation of applicable privacy and security standards in this section. We 

acknowledge that the notices outlined under this section will contain personally identifiable 

information, such as the name of enrollees. However, we think any inadvertent disclosure would 

be mitigated by the fact that only minimal information about the individual will be included in 

the employer notice; thus, we do not believe that this standard poses a substantial threat to 
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individual privacy. In addition, we plan to disseminate guidance to Exchanges on practices 

designed to minimize the instances of individuals or entities other than the enrollee’s actual 

employer receiving the notice.  

Comment: A number of commenters asked that Exchanges inform employers that 

retaliation based on the notices sent in accordance with §155.310(g) is prohibited and that 

evidence of retaliation could subject the employer to a penalty.  

Response: We note that section 1558 of the Affordable Care Act, which amends the Fair 

Labor Standards Act and is within the jurisdiction of the Department of Labor, includes a 

prohibition on an employer discharging or discriminating against an employee because the 

employee has received a premium tax credit or cost-sharing reductions.  Because of this statutory 

provision, we do not believe additional standards are necessary in this final rule. 

Comment: One commenter suggested that IRS, and not HHS, effectuate the notice 

described in §155.310(h) because (1) IRS has information about employers subject to free rider 

assessments, and (2) IRS maintains a database of employer contacts for the transmission of 

sensitive personal information.  Another commenter suggested that reporting to employers 

should be consolidated and centralized into a Federal process, with information provided on a 

monthly or quarterly basis. 

Response: Section 1411(e)(4)(B)(iii) provides that this notice must be provided to 

employers by Exchanges in connection with certain eligibility determinations.  It is not within 

the discretion of the Secretary to shift responsibility for provision of this notice to the IRS. We 

do support reducing reporting burden by consolidating and streamlining reporting, if feasible. In 

addition, we plan to issue guidance to help Exchanges develop an operational strategy for 

reporting.   
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Summary of Regulatory Changes 

 We are finalizing the provisions proposed in §155.310 of the proposed rule, with a few 

modifications. In paragraph (b), we clarified that the choice of an applicant is whether to allow 

the Exchange to determine his or her eligibility for insurance affordability programs. In 

paragraph (d)(2)(ii), we added language specifying that attestations from the tax filer will be 

attestations regarding advance payments of the premium tax credits.  In paragraph (d)(3), we 

removed the reference to “relevant” information and further clarified that the Exchange must 

transmit all information from the records of the Exchange promptly and without undue delay to 

such agency that is necessary for the State Medicaid or CHIP agency to provide the applicant 

with coverage. In paragraph (e), we adopted a provision which provides that the Exchange must 

conduct eligibility determinations promptly and without undue delay.   

In paragraph (f), we clarified in the header that the effective dates outlined are effective 

dates for eligibility, and not for coverage.  Consistent with changes we discuss in §155.420, we 

also added language in paragraphs (f)(1) and (f)(2) to differentiate between effective dates for 

initial eligibility determinations, which will be implemented in accordance with §155.410(c) and 

(f) and §155.420(b), as applicable, and effective dates for redeterminations, which will be 

implemented in accordance with the dates specified in §155.330(f) and 155.335(i), as applicable.  

In paragraph (g), we added language to specify that the notice of eligibility determination must 

be written, consistent with other notice standards. We redesignated proposed paragraph (g) as 

new paragraph (h). In new paragraph (h), we added three additional standards, in accordance 

with section 1411(e)(4) of the Affordable Care Act, for the content of the notice to employers. In 

addition to identifying the employee, the notice must indicate that the employee has been 

determined eligible for advance payments of the premium tax credit; that, if the employer has 50 
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or more full-time employees, the employer may be liable for the payment assessed under section 

4980H of the Code; and that the employer has the right to appeal the determination.  

 Also included in this final rule are several technical corrections from the proposed text.  In 

paragraph (a)(1), we removed the reference to 45 CFR and changed the phrase to “specified in 

§155.405 of this chapter.”  In paragraph (b), we added the words “insurance affordability” before 

“programs” as a clarification. 

e. Verification process related to eligibility for enrollment in a QHP (§155.315) 

Based on comments and feedback to the proposed rule, we are revising the rule to include 

paragraph (g) of this section as an interim final provision, and we are seeking comments on it. 

In §155.315, we proposed the general standard that the Exchange must verify or obtain 

information to determine that an applicant is eligible for enrollment in a QHP, unless a request 

for modification is granted in accordance with proposed paragraph (f) of this section.   

To verify whether an applicant for coverage through the Exchange is a citizen, national, 

or otherwise lawfully present individual in accordance with section 1312(f)(3) of the Affordable 

Care Act, we proposed to codify the role of the Secretary (through HHS) as an intermediary 

between the Exchange and other Federal officials, specifically the Social Security Administration 

and the Department of Homeland Security. In the case of an inconsistency related to citizenship, 

status as a national, or lawful presence, we proposed that the time period for the resolution is 90 

days from the date on which the notice of inconsistency is received. We also clarified that the 

date on which the notice is received means 5 days after the date on the notice, unless the 

applicant shows that he or she did not receive the notice within the 5 day period.   

We also proposed that the Exchange verify an applicant’s residency by accepting an 

applicant’s attestation without further verification or following the procedures of the State 
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Medicaid or CHIP agency, if such agency examines electronic data sources for all applicants. We 

also proposed that the Exchange may examine data sources regarding residency to the extent that 

information provided by an applicant regarding residency is not reasonably compatible with 

other information provided by the applicant or in the records of the Exchange.  In addition, we 

proposed that a document that provides evidence of immigration status may not be used alone to 

determine State residency.  We also proposed that the Exchange verify an applicant’s attestation 

that he or she is not incarcerated.  We solicited comment as to what electronic data sources are 

available and should be authorized by HHS for Exchange purposes, including whether access to 

such data sources should be provided as a Federally-managed service like citizenship and 

immigration status information from SSA and DHS.   

Further, we proposed that when an individual attests to information and such attestation is 

inconsistent with other data in the records of the Exchange, the Exchange must make a 

reasonable effort to identify and resolve the issues.  If the Exchange is unable to resolve the 

inconsistencies, we proposed that the Exchange notify the applicant of the inconsistency.  After 

providing this notice, we proposed that the Exchange provide 90 days from the date on which the 

notice is sent for the applicant to resolve the issues, either with the Exchange or with the agency 

or office that maintains the data source that is inconsistent with the attestation.  We also 

proposed that the period during which an applicant may resolve the inconsistency may be 

extended by the Exchange if the applicant can provide evidence that a good faith effort has been 

made to obtain additional documentation.   

We further proposed that the Exchange allow an individual who is otherwise eligible for 

enrollment in a QHP, advance payments of the premium tax credit or cost-sharing reductions to 

receive such coverage and financial assistance during the resolution period, provided that the tax 
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filer attests to the Exchange that he or she understands that any advance payments of the 

premium tax credit received during the resolution period are subject to reconciliation.  We also 

proposed that if after the conclusion of the resolution period, the Exchange is unable to verify the 

applicant’s attestation, the Exchange must determine the applicant’s eligibility based on the 

information available from the data sources specified in this subpart and notify the applicant of 

such determination.  We clarified that the Exchange must make effective this eligibility 

determination no earlier than 10 days after and no later than 30 days after the date on which such 

notice is sent.   

Finally, we also proposed that HHS may approve an Exchange Blueprint to change the 

methods used to collect and verify information, within certain standards.  We also proposed that 

the Exchange must not require an applicant to provide information beyond the minimum 

necessary to support eligibility and enrollment processes. 

Comment: We received a few comments asking that we establish standards for the 

collection, use and safeguarding of data used to verify applicant information, as described 

throughout proposed §155.315.  We received a few comments suggesting that we incorporate 

specific safeguards and protections for information used in the verification of citizenship and 

immigration status, proposed in §155.315(b).  Commenters suggested including language stating 

that information related to the verification of citizenship and immigration status be used only for 

purpose of verifying eligibility for enrollment in a QHP and that pending such verification, 

coverage should not be delayed, denied, reduced or terminated. 

Response:  We address the privacy and security of information and the specific standards 

and protocols for the transmission of data in §155.260 and §155.270 of this final rule and note 

that these provisions apply to the transactions described throughout subpart D, including 
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§155.315. Language in §155.260 provides that information must provided to or obtained by the 

Exchange for the purposes of determining eligibility for enrollment in a QHP, advance payments 

of the premium tax credit, and cost-sharing reductions, under sections 1411(b) through(e) of the 

Affordable Care Act, or exemptions from the individual responsibility provisions in section 

5000A of the Code, may only be used to carry out those minimum functions of the Exchange 

described in §155.200; we believe this language addresses these concerns and establishes 

appropriate safeguards.     

Regarding comments asking that coverage not be delayed, denied, reduced or terminated,  

pending verification of citizenship and immigration status, we addressed these concerns in 

§155.315(f), which allows an applicant to enroll in coverage with financial assistance pending 

such verification. We also amend §155.315(c) in order to be consistent throughout this subpart 

and clarify that an applicant and not an application filer receives the notice of inconsistency.   

Comment: A number of comments addressed the process for resolving inconsistencies 

between applicant information and data obtained by the Exchange, as proposed in §155.315(e).  

Commenters requested that we provide details on the types of documentation that the Exchange 

may use to verify applicant information; specifically, commenters asked for details on 

documents that the Exchange will be permitted to use in verifying citizenship and immigration 

status.  Others commenters asked that we clarify the ways in which individuals will be able to 

submit documentation to the Exchange when attempting to resolve such inconsistencies.  

Furthermore, in response to the Medicaid eligibility proposed rule, HHS received a number of 

comments requesting adoption of an exception for agencies administering insurance affordability 

programs to accept attestations alone from certain applicants, who are part of at-risk populations 

and who may not have access to necessary documentation to resolve inconsistencies. 
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Response:  While we acknowledge commenters’ requests for details regarding 

documentation used during the inconsistency process, we believe that this level of specificity is 

most appropriate for guidance. Therefore, we maintain that the applicant may “present 

satisfactory evidence” in §155.315(f)(2)(ii) of the final rule. We intend to issue future guidance 

with details on documents which may be used to support verification, in coordination with 

Medicaid and CHIP and in accordance with the statutory standard for the Exchange to follow the 

procedures specified in section 1902(ee) of the Act.   

We accept commenters’ suggestions that we specify the ways in which an applicant will 

be able to submit documentation to the Exchange; accordingly, we adopt language in the final 

rule at §155.315(f)(2)(ii) that the Exchange must provide the applicant with the opportunity to 

present satisfactory documentary evidence via the channels available for the submission of an 

application, as described in §155.405, except for by telephone.   

We also proposed a provision in §155.315(g) to provide a case-by-case exception for 

applicants for whom documentation does not exist or is not reasonably available.  We proposed 

this language to account for situations which documentation cannot be obtained, and to achieve 

consistency with the Medicaid program; examples of individuals for whom this provision may 

apply include homeless individuals, victims of domestic violence or natural disasters, and 

sporadic earners.  We believe that adding this provision is permissible within the Secretary’s 

statutory authority to change verification methods as provided under sections 1411(c)(4) and 

1321(a)(1) of the Affordable Care Act. We note also that if at the conclusion of the 90 day 

period, the Exchange is unable to verify the applicant’s attestation and the data from the data 

sources specified in §155.315 are unavailable, the Exchange must notify that applicant that the 

Exchange finds the applicant ineligible for the eligibility standard in question. In 
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§155.320(c)(3)(vi)(F), we also describe the procedures for the Exchange to discontinue advance 

payments and cost-sharing reductions in the event that the applicant’s attestation is not verified 

by the conclusion of the 90 day period. 

We also make several changes throughout verification provisions of the final rule at 

§155.315 and §155.320 where information is found by the Exchange to be not reasonably 

compatible with an applicant’s attestation and where the inconsistency process is triggered; we 

change the language in a number of places to state that the Exchange “must,” rather than “may,” 

examine electronic data sources or supporting documentation, when applicable.  The proposed 

rule did not consistently require that the Exchange examine other data sources or documentary 

evidence for all verification processes.  

Comment:  We received several comments regarding our use throughout §155.315 of the 

term “reasonably compatible.”  Many commenters asked that we define the term and provided a 

number of suggested definitions; one common approach to clarifying the term was to provide the 

Exchange must only consider material differences between an attestation and available electronic 

data as not reasonably compatible.   

Response:  We believe that the common approach suggested by commenters is a sensible 

one, and in §155.300(d) of this final rule, provide that the Exchange must consider information 

to be reasonably compatible with an applicant’s attestation if the difference or discrepancy does 

not have an impact on the eligibility of the applicant, including the amount of advance payments 

of the premium tax credit or category of cost-sharing reductions.  This provision would provide, 

for example, that if an individual attested to one address within an Exchange service area, but 

Exchange-obtained data demonstrated a different address within the same Exchange service area, 

he or she must be considered to meet the residency eligibility standard.  We note that while we 
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provide this clarification in the final rule, Exchanges may still exercise flexibility in defining 

what is considered reasonably compatible.  We expect that definitions will vary depending on the 

types of information subject to verification, and that States will use this flexibility to enhance the 

eligibility process. We intend to provide future guidance on this issue.  We also clarify that to the 

extent that income information provided by an application filer and income information obtained 

through electronic data sources both indicate that the applicant is eligible for Medicaid or CHIP, 

such information must be considered reasonably compatible; this provision aligns with the 

provision of the Medicaid eligibility final rule at 42 CFR 435.952(c)(1).  We also clarify that this 

rule does not mean that an applicant’s attestation regarding annual household income must be 

identical to that of the tax return information in order to be considered reasonably compatible.  

The standard for household income is discussed in more detail in §155.320.   

Comment:  We received a few comments which asked that we explicitly state that an 

applicant has the ability to access and amend the data used to determine his or her eligibility.  

 Response:  Section 155.330 of the proposed rule allowed an enrollee to report changes 

affecting his or her eligibility to the Exchange, which must then be verified by the Exchange.  

We maintain this provision in this final rule. We anticipate that the Exchange will make the 

information used in an eligibility determination available to the applicant and enrollee, including 

through a web-based self-service tool with appropriate safeguards.  In addition, we direct the 

commenter to the final rule at §155.260(b)(3)(i), which provides the Exchange must incorporate 

a principle of individual access to personally identifiable information as part of the Exchange’s 

privacy and security policies and procedures. 

Comment: We received comments asking that we specify the content of the eligibility 

determination notice provided to applicants, which is described in proposed §155.315(e)(2)(i).  
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Commenters also suggested certain content standards for such a notice, including clear 

procedures for the inconsistency process.  

Response:  As noted in the notice of proposed rulemaking, we intend to provide content 

and timing standards for notices in future rulemaking and guidance.  We have made a minor edit 

to the final rule at §155.315(f)(2)(i) to clarify that this notice is sent to the applicant by the 

Exchange. 

Comment:  We received a number of comments regarding the process to resolve 

inconsistencies, as described in proposed §155.315(b)(3) and (e).  A few comments asked that 

the inconsistency periods described in proposed §155.315(b)(3) and (e) begin when the 

application is submitted, not when the notice of inconsistency is sent or received by the 

applicant.  Other commenters asked that we align inconsistency periods for the Exchange with 

the inconsistency period described in section 1902(ee) of the Act. 

Response:  Section 1411(e)(3) of the Affordable Care Act states that for inconsistencies 

related to citizenship and immigration status, the Exchange must follow procedures described in 

section 1902(ee) of the Act.  Section 1902(ee) provides that the applicant must be given a period 

of 90 days from the date of the receipt of the notice to present satisfactory documentation.  

Because such a receipt date is difficult to pinpoint, we have adopted language specifying that the 

date on which the notice is received is 5 days from the date the notice is sent, unless the applicant 

demonstrates that he or she did not receive the notice within the 5 day period. This standard is 

also utilized by the SSA.  Alternatively, for inconsistencies not related to citizenship and 

immigration status, section 1411(e)(4)(A)(ii)(II) of the Affordable Care Act provides that the 90 

day period must begin on the date on which the notice is sent to the applicant.  Due to these 

statutory standards, we are unable to change the point at which the inconsistency period is 
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triggered, and unable to further align the provision in proposed §155.315(e) with the process 

described in section 1902(ee) of the Act.  Therefore, we maintain the provisions in 

§155.315(c)(3) and (f) in the final rule.  

We neglected to include the statutory language found in section 1411(e)(4)(A)(i) of the 

Affordable Care Act which provides that the Exchange must address “typographical or clerical 

errors” in order to address causes of inconsistencies, prior to accepting documentation or other 

evidence from the applicant; we adopt this language in the final rule at §155.315(f)(1). 

Comment:  We received a number of comments which expressed concern over the 

potential for increased liability for QHP issuers as applicants are provided coverage during the 

inconsistency period described in proposed §155.315(e).  We also received comments suggesting 

that issuers should not be required to enroll, nor continue enrollment of, individuals for whom 

the Exchange is still verifying eligibility during the resolution period. 

Response:  The standard to determine eligibility based on the information on the 

application (that is, an individual’s attestation) during the inconsistency period is specified in 

section 1411(e)(3) and (e)(4) of the Affordable Care Act. We note that this final rule does not 

prohibit QHPs from requiring premium payment prior to providing coverage.  We also expect 

that the Exchange and an applicant’s selected QHP issuer will provide notice to an applicant to 

ensure that the enrollee is aware of liability for premium payment.   

Comment: One commenter suggested that the Exchange be given more flexibility to 

decrease the length of the inconsistency period. 

Response: The period of time during which an applicant is permitted to provide 

documentation in order to resolve an inconsistency is specified in sections 1411(e)(3) and 

1411(e)(4)(A)(ii)(II) of the Affordable Care Act; therefore, we maintain provisions 
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§155.315(c)(3) and (f)(2)(ii) the final rule. 

Comment:  A few commenters asked that we explicitly allow certain application 

assisters, Navigators, and application filers to help applicants navigate the inconsistency process, 

described in proposed §155.315(e).   

Response:  As described in §155.210, part of the duties of a Navigator will be to educate 

the consumer, facilitate enrollment, and assist with any part of the application process. We also 

anticipate that agents and brokers will provide such assistance. In addition, we expect that 

application assisters who are not Navigators, agents, or brokers will provide support for 

consumers during the application process, and we anticipate providing additional guidance 

regarding this role, including on appropriate privacy and security protections. 

Comment: We received a number of comments on proposed §155.315(e)(3), in which we 

proposed that the Exchange may extend the inconsistency period if the applicant demonstrates a 

good faith effort to obtain the documentation.  Commenters asked that the Exchange must 

provide such an extension 

Response: We adopted the provision regarding the extension of the inconsistency period 

in order to align with Medicaid guidance, which provides States the flexibility to allow a good 

faith extension.  Therefore, we are maintaining the proposed text in the final rule. 

 Comment:  We received a comment asking that we include timeliness standards for 

processing inconsistencies. 

 Response: We adopt a timeliness standard of “promptly and without undue delay” for 

eligibility determinations made by the Exchange in the final rule at §155.310(e), but intend to 

provide future guidance about best practices for an Exchange to make the best use of the 90 day 

inconsistency period.   
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Comment: We received a number of comments on proposed §155.315(g), in which we 

proposed that the Exchange may not require the applicant to provide information beyond the 

minimum necessary to support the eligibility and enrollment process.  Commenters asked us to 

define “minimum necessary”; others suggested that we include language describing how HHS 

will conduct oversight to ensure compliance with this provision.   

Response:  We acknowledge the importance of oversight to ensure compliance with the 

provision described in §155.315(g) of the proposed rule, which is finalized in §155.315(i), and 

intend to provide additional detail regarding oversight in future rulemaking and guidance. HHS 

will also consider this in the context of evaluating alternate applications developed by States, as 

described in §155.405(b), and will continue to work with States on the issue of information 

collection. 

Comment: We received a number of comments related to the proposed process for 

verification of citizenship and immigration status, described in proposed §155.315(b).  A few 

commenters found the process unclear, and asked for more information regarding the verification 

process for other individuals listed on the application, such as spouses and tax dependents.   

We also received a number of comments related to the services that will be provided by a 

Federally–managed data services hub to support verification of citizenship and immigration 

status.  Several comments recommended that we utilize the DHS Systematic Alien Verification 

for Entitlements (SAVE) system to verify immigration status.  Comments on the proposed rule 

asked for information on the impact of services available through the Federally-managed data 

services hub on existing State agency connections with Federal data sources used for verification 

of citizenship and immigration status.  Commenters recommended that Exchanges not use “E-

verify” to verify immigration status and others asked that we provide details on the format of 
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data provided to the State agency or Exchange.  We also received comments asking whether it 

would be legally permissible for the Exchange to transmit information to DHS, via HHS, when 

an individual has attested to being a citizen.  Another commenter asked how the Exchange will 

know whether an individual has documentation at the point of application that can be verified 

through DHS, as described in the provision proposed at §155.315(b)(2).   

 Response:  Section 1312(f)(3) of the Affordable Care Act, as codified in §155.305(a)(1) 

in this final rule, states that an individual may only enroll in a QHP through the Exchange if he 

or she is a citizen, national, or a non-citizen who is lawfully present, and is reasonably expected 

to be so for the entire period for which enrollment is sought.  Because citizenship, status as a 

national, or lawful presence is an eligibility standard for any applicant seeking coverage through 

the Exchange for him or herself, the verification process described in §155.315(c) applies to each 

applicant, regardless of whether he or she is a tax filer or dependent.   

While we do not specify a level of operational detail in the final rule that includes the 

specific services or data formats which will be used in supporting verification, we are working 

closely with our Federal partners to develop and provide details on the verification services 

provided by the Federally-managed data services hub; we expect to provide such details in 

guidance.  However, we believe that the final rule supports the use of SAVE. We also note that 

we do not intend to use the E-verify service, as it is designed for employers to check the work 

authorization of employees, rather than to verify eligibility for benefits.  Regarding existing State 

connections used in verification, we anticipate that Medicaid agencies, CHIP agencies, and 

Exchanges will leverage the Federally-managed data services hub for connections to SSA and 

DHS to support verification of citizenship and immigration status.  

With regard to the Exchange transmitting information to DHS via HHS, when an 
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individual has attested to being a citizen, section 1411(c)(2) of the Affordable Care Act specifies 

that in such cases when an individual who attests that he or she is a citizen but for whom 

citizenship cannot be verified through SSA, the Secretary of HHS shall submit to DHS the 

applicant’s information and other identifying information for verification of immigration status.  

Based on this statutory standard, we maintain §155.315(b)(2) in the final rule as §155.315(c)(2).  

Lastly, we intend to work with DHS to provide Exchanges with the information needed 

to identify whether an applicant can likely be matched through DHS.  DHS has existing 

verification relationships with many State Medicaid and CHIP agencies, as well as other Federal, 

State, and Local government entities, which means that many States will already be familiar with 

this information.  

Comment:  We received several comments recommending the inclusion of language in 

proposed §155.315(b) describing the verification process as to whether an applicant is 

“reasonably expected” to be lawfully present for the entire period for which enrollment is sought. 

The “reasonably expected” standard is part of the standard for determining whether an applicant 

is a citizen, national or non-citizen who is lawfully present, which is described in §155.305(a)(1).  

Commenters’ specific recommendations for such a verification process varied.  One requested 

that as long as an applicant’s residency is verified, that he or she be considered reasonably 

expected to be lawfully present for the entire period for which enrollment is sought.  Others 

suggested that self-attestation alone be used in verification. 

 Response:  In the final rule, we address our interpretation of the term “reasonably 

expected” in §155.305.  We intend to provide additional interpretation of this standard, including 

how it applies in specific scenarios, in future guidance.  

Comment:  We received a few comments asking that we specify in regulation that an 
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applicant is permitted to provide his or her A-number for verification of immigration status 

through the records of DHS.    

 Response:  In §155.315(b), we proposed that for purposes of verifying citizenship and 

immigration status through the records of DHS, the Exchange must transmit information from 

the applicant’s documentation and other identifying information to HHS.  We intend the phrase 

“information from the applicant’s documentation and other identifying information” to 

encompass information such as A-numbers; therefore, we maintain the provision in the final rule. 

This approach incorporates other types of identifying information (for example, I-94 numbers) 

that are used by DHS, as well as preserves the intent and applicable of this regulation if DHS 

changes its process in the future. 

Comment: We received a number of comments regarding the connections between the 

Exchange and Federal data sources needed to support verification of applicant information.  

Comments expressed concern that each Exchange would need to develop separate data sharing 

arrangements and interfaces with Federal agencies maintaining information for use in 

verification.  Comments responding to the proposed rule, which identified HHS as a conduit for 

information transmitted between the Exchange and Federal agencies, asked that we specifically 

refer to the Federally-managed data services hub, or electronic service, throughout §155.315, 

rather than refer to HHS as the entity through which data will be transmitted.   

Response:  Acknowledging comments to the RFC and specific direction from section 

1411(c) of the Affordable Care Act, we proposed that HHS would be the entity through which 

information would be transmitted to and from Exchanges and Federal data sources to support the 

verification process.  In the final rule, we maintain HHS’ role in supporting verification.  

However, in order to remain flexible to the technology used to transmit such data, we do not 
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specifically mention in the final rule the “electronic service” or “data services hub”.  Instead, the 

final rule focuses on HHS’ role as the entity which will facilitate the transfer of information, 

rather than how such information will be transferred. We anticipate that as technological 

advances are made, there may be changes in the procedures used by HHS to receive information 

from the Exchange and to communicate with other Federal agencies involved in the verification 

process.  

Comment:  We received a number of comments on the process for verification of 

residency, proposed in §155.315(c).  A significant number of commenters asked that self-

attestation of residency be accepted without further verification.  A smaller number of 

commenters recommended always allowing the Exchange to verify residency through electronic 

data sources, not only when the State Medicaid or CHIP agency operating in the State of the 

Exchange opts to examine such data sources. 

 Response:  We are redesignating proposed §155.315(c) as §155.315(d), and amending it 

to state that an Exchange may accept an attestation of residency from an applicant or examine 

electronic data sources which have been approved by HHS.  This flexibility would allow an 

Exchange, should it choose, to align with the verification procedures of the State Medicaid or 

CHIP agency.  Such alignment may facilitate integration across insurance affordability programs 

and result in a more streamlined process.  We amend §155.315(d)(3), as well as equivalent 

provisions throughout this subpart, to specify that if the Exchange finds that information 

provided by an applicant is not reasonably compatible, it must examine any information 

available through other electronic data sources. The proposed rule was inconsistent, and used, 

“may,” instead of, “must,” in this paragraph and in several other areas. This change was made to 

create consistency throughout the subpart, and because the rationale for the reasonably 
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compatible concept, as described in the proposed rule, is that it is a threshold for when additional 

verification (for example, examining other electronic data sources) is necessary to complete the 

verification process. For example, in the event the Exchange accepts self-attestation without 

further verification, in accordance with paragraph (d)(1), and such attestation is found to be not 

reasonably compatible with other information provided by the individual or in the records of the 

Exchange, the Exchange would continue the verification process by examining available 

electronic data sources in order to verify the attestation.  If the Exchange is still unable to 

complete the verification after examining information in electronic data sources, the Exchange 

would then follow procedures to resolve the inconsistency, in accordance with §155.315(f).  As 

discussed in the proposed rule, examining data sources, when available, prior to moving through 

the inconsistency process will help minimize the need to request paper documentation from 

applicants, and the burden for Exchanges to process such documentation.   

Comment: We received a few comments regarding the provision in proposed 

§155.315(c)(4) in which we propose that a document that provides evidence of immigration 

status may not be used alone to determine State residency.  A commenter requested that we 

remove the word “alone” from this phrase.  Another asked that we allow the Exchange to use 

documentation of immigration status to positively verify residency. 

 Response:  We are removing the word “alone” from §155.315(d)(4)  in the final rule 

because we do not intend for documents that provide evidence of immigration status to be used 

to determine State residency either alone or together with other documentation.  We have also 

amended the phrase to allow the Exchange to positively verify residency using immigration 

documentation, which aligns with Medicaid regulations. 

Comment:  We received a number of comments regarding the verification of 

807



  198 

incarceration status, as proposed in §155.315(d).  Several commenters recommended that self-

attestation of incarceration be accepted without further verification.  Others believed that 

information or an attestation regarding incarceration should never be requested of an applicant, 

since such a request may be a deterrent to consumers applying for coverage through the 

Exchange.  A smaller number of commenters questioned the availability of recent, accurate data 

with which Exchanges may verify incarceration status. One commenter stated that by not 

defining “release date,” incarceration status will be difficult to verify.   

Response:  We acknowledge that there are challenges regarding the availability of 

electronic data on incarceration.  However, we believe it is important for the Exchange to utilize 

any such data sources that are available and have been approved by HHS for this purpose, and, at 

the very least, accept self-attestations of incarceration status since such status is a statutory 

standard for eligibility to enroll in a QHP.  In addition, we believe that this attestation can be 

collected with minimal burden on an applicant, and we expect that it will be paired with a clear 

explanation as to why the information is being requested.  We believe that allowing for 

verification of incarceration status through paper documentation would increase administrative 

burden on the Exchange and applicants, and for these reasons, allow for the examination of paper 

documentation only in the event that the applicant’s self-attestation is not reasonably compatible 

with other information provided by the individual or information in the records of the Exchange.  

For greater detail about the definition of incarceration, please see comment response for 

§155.300.   

Summary of Regulatory Changes 

 We are finalizing the provisions proposed in §155.315 of the proposed rule, with the 

following modifications. We added paragraph (b), which clarifies that the Exchange will validate 
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SSNs that are provided by individuals. In paragraph (c)(3), we changed the word “shows” to 

“demonstrates” in referring to what the applicant must do if the if he or she did not receive the 

notice within the 5 day period; this change was made to more accurately describe the obligation 

of the applicant.  In paragraph (d)(1) and (2), we allowed the Exchange may choose whether it 

accepts an attestation from applicants regarding residency without further verification or 

examines electronic data sources for all applicants, and we clarify that the standard for approval 

of electronic data sources for verification of residency will be based on whether such sources are 

sufficiently current and accurate, and minimize administrative costs and burdens.   

 In paragraph (d)(3), we clarify that by referring to data sources, we mean those data 

sources that are available to the Exchange and that have been approved by HHS for this purpose.  

In paragraph (d)(3), we remove the reference to “a document that provides” before “evidence” so 

as not to limit the acceptable types of such evidence.  We also remove the word “alone” in order 

to clarify that the Exchange may not use evidence of immigration status alone or together with 

other evidence to determine State residency.  In paragraph (d)(3), we also change the term “may” 

to “must” to specify that if the applicant’s attestation is not reasonably compatible with 

information in the records of the Exchange, the Exchange must examine available, approved data 

sources in order to verify the attestation.  We also change the phrase in paragraph (d)(4) to state 

that evidence of immigration status may not be used to determine that an applicant is not resident 

of the Exchange service area.  

 We clarified in paragraph (f) that an inconsistency may result when electronic data is 

necessary for verification but is not available.  We also included in paragraph (f)(1), “including 

through typographical or other clerical errors” to describe the causes of inconsistency.  In 

paragraph (f)(2)(i), we changed “notify” to “provide notice to the applicant regarding” in order to 
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clarify the Exchange’s notice standard.  Also, we added language to paragraph (f)(2)(ii) to 

specify that all channels described in §155.405(c) of this part are acceptable for the submission 

of documentation to resolve inconsistencies, except for by telephone.  In paragraph (f)(5)(i), we 

specify that the Exchange must determine the applicant’s eligibility based on the information 

available unless such applicant qualifies for the exception provided under paragraph (g).  We 

also add, on an interim final basis, paragraph (g), which provides a case-by-case approach to 

resolving inconsistencies for applicants for whom documentation does not exist or is not 

reasonably available.   

 We also made technical corrections. We redesignated paragraphs (b) through (g) as 

paragraphs (c) through (i). In paragraph (a), we changed the reference to paragraph (e) to 

paragraph (g). In paragraph (d), we changed “by” to “as follows,” and changed verb tenses in 

(d)(1) and (d)(2). In paragraph (f)(3), we corrected the reference to paragraph (f)(3) and changed 

it to (f)(2)(ii). In paragraph (f)(5)(ii), we changed the word “implement” to “effectuate.”   We 

also add, on an interim final basis, paragraph (g) to provide a case-by-case exception for 

applicants for whom documentation does not exist or is not reasonably available.   

 In paragraph (h), we changed the word “plan” to “Blueprint.” Throughout the section, as 

in the rest of the subpart, we replaced language regarding application filers providing attestations 

with references to applicants providing attestations, since the language in §155.300(c) provides 

overarching clarification that attestations for applicants can be provided by application filers.  

f. Verification process related to eligibility for insurance affordability programs (§155.320) 

In §155.320, we proposed that the Exchange verify information in accordance with this 

section only for an applicant who is requesting an eligibility determination for insurance 

affordability programs.   

810



  201 

We proposed standards related to the verification of eligibility for minimum essential 

coverage other than through an eligible employer-sponsored plan. 

We also proposed standards for the verification of household income and family and 

family/household size and solicited comments regarding how best to ensure a streamlined 

eligibility process given underlying differences between the Treasury proposed rule and the 

Medicaid proposed rule. We proposed standards for the Exchange to obtain tax return data for 

individuals whose income is counted in calculating a tax filer’s household income, and to obtain 

MAGI-based income for all individuals whose income is counted in calculating a tax filer’s 

household income, in accordance with 26 CFR 1.36B-1(e), or an applicant’s household income, 

in accordance with 42 CFR 435.603(d).   

We proposed the verification process for income and household size for Medicaid and 

CHIP and solicited comments as to how this process could work most smoothly for both 

electronic and paper applications.  We proposed that the Exchange must verify household size by 

obtaining an attestation from the application filer and accepting the attestation without further 

verification unless the attestation is not reasonably compatible with other information in the 

records of the Exchange.  We also proposed the process for the Exchange to verify MAGI-based 

household income by referring to the procedures described in Medicaid proposed regulations at 

42 CFR 435.948 and 42 CFR 435.952 and CHIP regulations at 42 CFR 457.380. We solicited 

comments as to how the Exchange process and the Medicaid and CHIP processes can be 

streamlined to ensure consistency and maximize the portion of eligibility determinations that can 

be completed in a single session. 

Similar to Medicaid and CHIP, we proposed that for advance payments of the premium 

tax credit and cost-sharing reductions, the Exchange direct an application filer to attest to the 
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specific individuals who comprise an applicant’s family for advance payments of the premium 

tax credit and cost-sharing reductions, and that the Exchange accept an application filer’s 

attestation of family size without further verification, unless the attestation and any other 

information in the records of the Exchange are not reasonably compatible.  We further proposed 

the basic verification process for annual household income.  We proposed that the Exchange 

compute, in accordance with specific rules for Medicaid and CHIP and specific rules for 

eligibility for advance payments of premium tax credits and cost-sharing reductions, annual 

household income for the family defined by the application filer and that the application filer 

validate this information by attesting whether it represents an accurate projection of the family’s 

household income for the benefit year for which coverage is requested. We proposed that if tax 

data are unavailable, or if an application filer attests that the Exchange’s computation based on 

available tax data does not represent an accurate projection of the family’s household income for 

the benefit year for which coverage is requested, the Exchange direct the application filer to 

attest to the family’s projected household income.  We proposed that if such an attestation is not 

reasonably compatible with the data obtained by the Exchange or if the data is unavailable, the 

Exchange must follow procedures for the alternate verification process. We also proposed that 

the Exchange use an alternate process for determining income for purposes of advance payments 

of the premium tax credit and cost-sharing reductions for tax filers in certain situations.  We 

proposed that in situations in which an application filer attests that a tax filer’s annual household 

income has increased or is reasonably expected to increase from the information obtained from 

his or her tax return, the Exchange accept the application filer’s attestation without further 

verification, with limited exceptions. We also proposed to codify the minimum standards for 

circumstances under which an application filer who is attesting to a decrease in income for a tax 
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filer, or is attesting to income because tax return data is unavailable, may utilize an alternate 

income verification process that includes annualized data from MAGI-based income sources and 

other electronic data sources approved by HHS. We solicited comment on what situations should 

justify use of the alternate process.   

We also proposed the verification process the Exchange must follow for a tax filer whose 

annual household income decreases by a certain amount.  We proposed that if the Exchange 

requests additional documentation to resolve an inconsistency and the application filer has not 

responded to a request for additional information from the Exchange within a 90 day period and 

data sources indicate that an applicant in the tax filer’s family is eligible for Medicaid or CHIP, 

the Exchange may not provide the applicant with eligibility for advance payments of the 

premium tax credit or cost-sharing reductions.  We proposed that if at the end of the 90 day 

period the Exchange is unable to verify the application filer’s attestation, the Exchange must 

determine the applicant’s eligibility based on available data, in accordance with the process 

proposed in §155.310(g) and §155.330(f).  In addition to the above standards, we proposed that 

the Exchange provide education and assistance to an application filer regarding the verification 

process for income and family/household size and solicited comments on strategies that the 

Exchange can employ to ensure that application filers understand the validation process and 

provide well-informed validations and attestations.   

For other situations in which the Exchange remains unable to verify an application filer’s 

attestation, we proposed that the Exchange determine eligibility for advance payments of the 

premium tax credit and cost-sharing reductions for tax filers who do not meet the criteria for the 

alternate income verification process based on the tax filer’s tax data.  We also proposed that if 

an application filer does not respond to a request for additional information from the Exchange 
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and data sources described in paragraph (c)(1) indicate that an applicant in the primary tax filer’s 

family is eligible for Medicaid or CHIP, the Exchange will not provide the applicant with 

eligibility for advance payments of the premium tax credit or cost-sharing reductions based on 

the application. 

We proposed that the Exchange verify whether an applicant who requested an eligibility 

determination for advance payments of the premium tax credit or cost-sharing reductions is 

enrolled in an eligible employer-sponsored plan by accepting his or her attestation without 

further verification, except in cases in which information is not reasonably compatible with other 

data provided by the applicant or in the records of the Exchange.  We solicited comments as to 

whether the Exchange could assume that an applicant would understand whether or not he or she 

is enrolled in an eligible employer-sponsored plan, and therefore rely upon applicant attestation 

in this area. We proposed that the Exchange may request additional information regarding 

whether an applicant is enrolled in an eligible employer-sponsored plan if an applicant’s 

attestation is where an applicant’s information is not reasonably compatible with other 

information provided by the applicant or in the records of the Exchange.  We solicited comments 

regarding the best data sources for this element of the process. 

In addition, we proposed that the Exchange must request from an applicant who requests 

an eligibility determination for advance payments of the premium tax credit or cost-sharing 

reductions to attest to his or her eligibility for qualifying coverage in an eligible employer-

sponsored plan. We further proposed that the Exchange verify this information.  We solicited 

comments regarding how the Exchange may handle a situation in which it is unable to gain 

access to authoritative information regarding an applicant’s eligibility for qualifying coverage in 

an eligible employer-sponsored plan. We invited comment on the timing and reporting of 
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information needed to verify whether an employed applicant is eligible for qualifying coverage 

in an eligible employer-sponsored plan, and the best methods for facilitating interaction among 

Exchanges for this purpose. Specifically, we solicited comment regarding two specific methods 

for the submission and collection of information regarding eligibility for qualifying coverage in 

an eligible employer-sponsored plan—the employee template and the employer central database. 

Comment:  Many commenters questioned the criteria for using the alternative verification 

process to verify household income; in particular, commenters argued against the standard 

proposed §155.320(c)(3)(iv) that limits the ability of the Exchange to follow the alternative 

verification process to situations in which tax data is not available, family size or filing status has 

changed or is reasonably expected to change, an applicant has filed for unemployment benefits, 

or when an application filer attests that the tax filer’s annual household income has decreased or 

is reasonably expected to decrease from tax data obtained by the Exchange by 20 percent or 

more.  Comments focused on the 20 percent threshold, which commenters believed was too high, 

particularly given the relatively low incomes of the population likely to request an eligibility 

determination for financial assistance, and would thus result in a substantial group of tax filers 

being unable to obtain advance payments of the premium tax credit commensurate with their 

household income, regardless of whether they were able to substantiate a lower income. 

Commenters supported a percentage threshold lower than 20 percent or a different measure 

altogether.     

Response:  We recognize that utilizing the 20 percent minimum would result in a 

substantial number of tax filers who are unable to afford coverage due to significant changes in 

income and that we should modify our proposed rule so that an eligibility determination matches, 

as closely as possible, a tax filer’s true circumstances.  We note that section 1412(b)(2) of the 
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Affordable Care Act describes that the Secretary must provide procedures for making eligibility 

determinations for advance payments of the premium tax credit, “in cases where information 

included with an application demonstrates substantial changes in income…or other significant 

changes affecting eligibility”. The statute outlines a minimum set of circumstances that meet this 

standard; we interpret the statutory 20 percent or more decrease as congressional direction that 

any decrease of that magnitude must trigger an alternate verification process, but not to limit the 

Secretary’s discretion to identify other significant changes in income that trigger an alternate 

verification process.  We codified this provision in the proposed rule at §155.320(c)(3)(iv), along 

with the other minimum standards, and solicited comments as to whether this was an appropriate 

standard, or whether we should establish a different threshold.   

Based on an analysis performed by the Secretary5, a family of four with household 

income of 200 percent of the FPL ($47,018 using projected 2014 figures) is projected to have a 

total premium, after advance payments, of $247 per month. A five percent decrease in income 

from $47,018 is $44,667 (190 percent of the FPL), would correspond to a total premium, after 

advance payments, of $217 per month, for a total difference in premium of around $360 per year.  

In addition, while advance payments are sensitive to every dollar of income, cost-sharing 

reductions are not; consequently, even very small changes that move a person across a threshold 

(150 percent FPL, 200 percent FPL, or 250 percent FPL) can be very significant. For example, 

based on the same figures cited above, the difference in cost-sharing between a family at 190 

percent FPL and a family at 200 percent FPL is $1,000 per year, due to the change in eligibility 

for cost-sharing reductions at 200 percent FPL. The difference is $2,000 around 250 percent 

FPL, which is the upper limit for cost-sharing reductions based solely on household income. We 

believe that these are significant changes, which will be critical to recognize in order to ensure 
                                                 
5 http://www.healthcare.gov/law/resources/reports/premiums01282011a.pdf 
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that eligible individuals can afford coverage. 

Therefore, in this final rule, we specify that the Exchange must use information other 

than tax data to verify income in cases in which an applicant attests that a change has occurred or 

is reasonably expected to occur, and as such, a tax filer’s annual household income has decreased 

or is reasonably expected to decrease from his or her tax data.  As noted above, we believe that 

any change in household income constitutes a change in circumstances that meets the 

“significant changes affecting eligibility” standard identified in section 1412(b)(2) of the 

Affordable Care Act, given the sensitivity of the advance payment formula and the potential for 

large variations in cost-sharing reductions with small shifts in income. This approach to 

implementing section 1412(b)(2) is further reinforced by the fact that requiring the Exchange to 

conduct an individualized analysis as to whether each tax filer’s circumstances constitute a 

“significant change” in accordance with the statute would place a substantial administrative 

burden on the Exchange; to conduct such case-by-case analyses, the Exchange would need to 

apply different procedures to subgroups of tax filers, specifically around cost-sharing reduction 

thresholds.  Overall, we believe that using this standard will increase the accuracy of income 

verification, the accuracy of eligibility determinations, and the equity of the process for tax filers 

without significantly increasing the administrative burden on the Exchange.  

We also make a change to another criterion for the alternate verification process 

described in §155.320(c)(3)(iv)(B); we include that when an applicant attests that members of 

the tax filer’s family have changed or are reasonably expected to change, he or she qualifies for 

an alternate verification process.  We add this provision in order to account for a situation in 

which the family members are different but the number of family members remains the same. 

In §155.320(c)(3)(v), we describe the alternate verification process for decreases in 
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household income or situations in which tax data are unavailable. We move the language from 

§155.320(c)(3)(ii)(C) of the proposed rule, which specified that the Exchange accept an 

applicant’s attestation of projected annual household income, unless it was not reasonably 

compatible with tax data, to this section, and replace “reasonably compatible” with a standard of 

a decrease of ten percent or less from the tax data. We redesignate §155.320(c)(3)(v) of the 

proposed rule as §155.320(c)(3)(vi), which specifies the verification process for larger decreases 

and situations in which tax data are unavailable. Taken together, these revisions address 

commenters’ concerns regarding inequities in the proposed verification process by ensuring that 

there are procedures under which a tax filer can obtain advance payments of the premium tax 

credit commensurate with their household income when changes have occurred or are reasonably 

expected to occur, regardless of the size of any such changes.  

Comment:  We received many comments recommending that HHS further define the 

term “reasonably compatible”, as used throughout proposed §155.320(c) as the standard for 

assessing whether verification can be considered complete, or if additional information is 

necessary.  Commenters suggested various approaches to establishing a more detailed standard, 

including, in the case of income, the use of an acceptable percentage of deviation between the 

amount reflected by the data and an application filer’s attestation.  Others recommended that the 

Exchange should consider an application filer’s attestation to income reasonably compatible with 

electronic data even if there is a difference in the data and an application filer’s attestation, as 

long as the difference does not significantly impact eligibility.  Some commenters recommended 

that Exchanges maximize the use of self-attestation without further verification, which would 

speak to setting the “reasonably compatible” threshold at a higher level. Other commenters 

requested that HHS establish a standard that allows for flexibility in implementation, and a few 
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commenters recommended removing the “reasonably compatible” standard altogether.  A few 

commenters recommended providing that the Exchange must always request additional evidence 

with the goal of achieving a more accurate projection of income or family size. 

Response:  When assessing comments recommending that HHS define the “reasonably 

compatible” standard proposed in §155.320(c), we weighed our desire for Exchange flexibility 

with the goal of providing greater consistency in income verification for applicants across 

Exchanges and a more streamlined process, in order to reduce burden for applicants and 

Exchanges.  However, based on the comments received, we recognize that there is a need to 

define a specific threshold within which the Exchange would accept an applicant’s attestation 

regarding projected annual household income, as opposed to engaging in a more burdensome 

process.  Accordingly, as discussed in the previous response, the final rule specifies that the 

Exchange will accept an applicant’s attestation to projected annual household income without 

further verification if it is no more than ten percent below his or her tax data. We believe that 

using this threshold will result in eligibility determinations that are accurate while limiting the 

administrative burden associated with completing additional verification processes for smaller 

decreases in income. We believe that this is particularly important given the age of available tax 

return information at the point of open enrollment, as well as the volatility in income among 

households that are likely to request an eligibility determination for insurance affordability 

programs. In particular, we believe that it is critical to focus the limited resources of Exchanges 

on ensuring that larger changes are subjected to additional scrutiny. 

In addition, we clarify that the process proposed in §155.320(c)(3)(i) for verification of 

family size for purposes of eligibility for advance payments of the premium tax credit and cost-

sharing reductions follows the process specified in section 1411 of the Affordable Care Act, 
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which specifies that the Secretary verify family size with the Secretary of the Treasury, and then 

implement alternative procedures to the extent that a change has occurred or tax data are 

unavailable.  

First, in paragraph (c)(1)(i)(A), the Exchange will request tax return data including data 

regarding family size. In paragraph (c)(3)(i)(A), we specify that an applicant will attest to the 

individuals that comprise an applicant’s family for advance payments of the premium tax credit 

and cost-sharing reductions. We add paragraph (c)(3)(i)(B) to clarify that if an applicant attests 

that tax data represents an accurate projection of a tax filer’s family size for the benefit year for 

which coverage is requested (that is, that no change has occurred or is reasonably expected to 

occur), the Exchange must use the family size information from the tax data to determine the tax 

filer’s eligibility for advance payments of the premium tax credit and cost-sharing reductions. 

And in paragraph (c)(3)(i)(C), we specify that if tax data are unavailable, or an applicant attests 

that a change has occurred or is reasonably expected to occur, and as such, it does not represent 

an accurate projection of a tax filer’s family size for the benefit year for which coverage is 

requested, the Exchange must accept his or her attestation to family size without further 

verification, unless it is not reasonably compatible with other information provided by the 

applicant or in the records of the Exchange.   

In paragraph (c)(3)(i)(C), we clarify that the assessment of reasonable compatibility is not 

with respect to the tax data, as paragraph (c)(3)(i)(C) is designed to address situations in which it 

is already clear that tax data are unavailable or not representative. We then maintain the 

provisions from the proposed rule specifying that if information regarding family size is not 

reasonably compatible, the Exchange must first utilize data obtained through other electronic 

data sources, and if that is unsuccessful, follow the inconsistency process in §155.315(f). 
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Comment:  We received comments suggesting that HHS clarify aspects of the income 

verification process in proposed §155.320; in particular, commenters asked that the final rule 

specify the sequencing of the process, so that a clear order for the execution of steps for 

Medicaid, CHIP, and advance payments of the premium tax credit and cost-sharing reductions is 

established.  Commenters also asked that HHS allow Exchanges greater flexibility around the 

use of electronic data to verify household income.  For example, one commenter recommended 

that in the event an applicant’s current income data places them well below the income level for 

eligibility for advance payments of the premium tax credit or cost-sharing reductions, the 

Exchange not be required to also obtain the applicant’s tax return data.  Others questioned the 

overall usefulness of available tax return data given its age, and asked that Exchanges be 

permitted to look only at available current income data sources to verify household income for 

all insurance affordability programs.  

Response:  We acknowledge commenters’ desire to further streamline and simplify the 

eligibility and enrollment process by avoiding unnecessary steps to verify applicant information.  

Sections 1402(f)(3), 1411(b)(3) and 1412(b)(1) of the Affordable Care Act provide that data 

from the most recent tax return information available must be the basis for determining eligibility 

for advance payments of the premium tax credit and cost-sharing reductions to the extent such 

tax data is available. HHS is working closely with Treasury and IRS to ensure that such data is 

readily accessible by the Exchange, to assist in facilitating the completion of an eligibility 

determination in a single, online session. We believe that the regulation is not the place to lay out 

detailed, sequenced steps for verifying household income.  As such, in §155.320(c)(3)(ii), we 

have made changes to allow the Exchange flexibility when sequencing the verification of annual 

household income; we altered the text such that the Exchange may present the applicant with his 
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or her projected annual household income computed from the tax return information prior to 

requiring an attestation from the applicant or, in the alternative, to allow the Exchange to take an 

attestation from the applicant regarding a tax filer’s projected annual household income and then 

verify whether the attestation is supported by the tax return information described in 

§155.320(c)(3)(i).  Overall, we intend for the regulation to be neutral with regard to the 

sequencing of operations, and will provide such operational details through guidance. 

 Comment:  Commenters asked HHS to clarify whether, when verifying annual household 

income as described in proposed §155.320, the Exchange must rely on a tax filer’s attestation to 

make a final determination of household income when the attestation and tax data are reasonably 

compatible, or whether the Exchange must rely on tax data. 

Response:  We acknowledge commenters’ concerns that the proposed regulation text at 

§155.320(c)(3)(ii) does not clearly describe the process the Exchange must follow in the event 

that the applicant attests that the income in the tax data represents an accurate projection of the 

household’s projected annual household income.  In this final rule, we include a provision in 

§155.320(c)(3)(ii)(B) which describes that, in this situation, the Exchange must determine the tax 

filer’s eligibility for advance payments of the premium tax credit and cost-sharing reductions 

based on the income data from his or her tax return. 

Comment:  A few commenters asked for clarification as to when it is appropriate to 

accept self-attestation of income.  We also received comments asking for clarification on our use 

of self-attestations throughout the verification processes described in §155.315 and §155.320.   

Response:  The Exchange may accept an applicant’s attestation of her or her projected 

annual household income in a number of instances during the income verification process; 

however, it is important to note, that for purposes of verification of income for determining 
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eligibility for advance payments of the premium tax credit and cost-sharing reductions, the 

Exchange will never accept such an attestation without attempting to acquire tax data. 

Those instances in which the Exchange may accept an attestation without further verification 

when an application attests that as a result of a change or an expected change, a tax filer’s 

income has increased, by any amount, above the projected annual household income calculated 

by the Exchange based on tax data, as described in §155.320(c)(3)(iii); and when an applicant 

attests that as a result of a change or an expected change, a tax filer’s projected annual household 

income has decreased or is reasonably expected to decrease from the projected annual household 

income calculated based on tax data by ten percent or less, as described in §155.320(c)(3)(v).   

In response to comments regarding the use of self-attestation in the verification process, 

the processes described are designed to confirm information to the extent necessary to provide 

eligibility.  In situations in which the Exchange uses self-attestation without further verification 

as the basis of eligibility, we have determined that this approach yields valid data and does not 

pose unacceptable levels of risk. We believe that this approach is particularly important in order 

to promote a seamless, real-time experience for as many applicants as possible.  It is also 

important to note that strong program integrity protections will be in place and that all 

attestations will be provided under penalty of perjury.   

Comment:  We received comments asking which procedures the Exchange must follow 

when an individual’s unverified income meets the Medicaid or CHIP income threshold. 

Response:  As indicated in §155.320(c)(2)(ii) of the proposed rule, if an individual’s 

unverified current income meets the Medicaid or CHIP income threshold, the Exchange would 

verify his or her household income in accordance with Medicaid or CHIP rules specified in 42 

CFR 435.948 and 42 CFR 435.952.  Similarly, if an individual attests to income in the Medicaid 
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or CHIP eligibility range, the Exchange would need to follow the procedures outlined in 42 CFR 

435.948 and 42 CFR 435.952, since such individual would not be eligible for the alternative 

verification process, as indicated in §155.320(c)(3)(iv). We maintain these provisions in this 

final rule. 

Comment:  We received several comments requesting greater integration and alignment 

in standards and processes for verifying family/household size and household income across 

insurance affordability programs.  Some asked for States to be given flexibility to align standards 

across insurance affordability programs.  Commenters also recommended specific changes 

facilitating a closer alignment of the rules for determining family/household size and household 

income between Medicaid, CHIP and advance payments of the premium tax credit and cost-

sharing reductions.  Some recommended full integration, utilizing identical standards across 

insurance affordability programs.   

Response:  Throughout §155.320(c), the standards for verification of family size and 

income for determining eligibility for advance payments of the premium tax credit and cost-

sharing reductions closely follow the rules set forth in sections 1411 and 1412 of the Affordable 

Care Act and section 36B of the Code.  We sought to align as closely as possible with the 

standards established for Medicaid and CHIP, but given statutory standards, we were limited in 

the degree of alignment we could achieve.  

With respect to family/household income and household size, we note that 

Medicaid/CHIP and advance payments both start with the family size and income counting rules 

in section 36B of the Code. From there, there are three key differences in how income must be 

measured in Medicaid/CHIP and for advance payments and cost-sharing reductions.   First, as 

noted in the proposed rule, section 1902(e)(14)(H) of the Social Security Act, as added by 
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section 2002 of the Affordable Care Act, specifies that Medicaid eligibility will continue to be 

based on “point-in-time”, or current monthly income, while eligibility for advance payments of 

the premium tax credit and cost-sharing reductions is based on annual income. This is reflected 

in 42 CFR 435.603(h)(1). Second, 42 CFR 435.603(b) and (f) specifies that in certain situations, 

Medicaid and CHIP follow different household composition rules from those in section 36B of 

the Code, which then lead to counting income for a different group than would be counted for 

advance payments of the premium tax credit and cost-sharing reductions. These situations are 

discussed in detail in the preamble associated with 42 CFR 435.603. 

Third, 42 CFR 435.603(e) specifies that there are some exceptions to the use of the 

income counting rules of section 36B of the Code for purposes of eligibility for Medicaid and 

CHIP. These include special treatment for lump sum payments, scholarships, awards, or 

fellowship grants used for educational purposes and not for living expenses, and certain types of 

American Indian and Alaska Native income. 

Aside from the different time standard, in the majority of cases, the rules for counting 

household income and household/family size are the same across insurance affordability 

programs. In addition, we note that 42 CFR 435.603(i) specifies that in a situation in which an 

applicant is over the income threshold for Medicaid, but is under the income threshold for 

advance payments of the premium tax credit, the Medicaid agency will determine Medicaid 

eligibility using section 36B rules, which would likely result in Medicaid eligibility in most 

situations. We have also added an additional provision in §155.345(e), which is discussed in the 

comment and response associated with that section. 

Lastly, we note that throughout subpart D, we use “household size” for purposes of 

Medicaid and CHIP, in order to align with Medicaid and CHIP regulations, and “family size” for 
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purposes of advance payments of the premium tax credit and cost-sharing reductions, in order to 

align with Treasury regulations. To clarify this, we added §155.320(c)(3)(viii), which specifies 

that for purposes of advance payments of the premium tax credit and cost-sharing reductions, 

“family size” means family size as defined in section 36B(d)(1) of the Code.  

Comment:  We received a number of comments related to current income sources to be 

used by the Exchange in verifying household income.  Commenters asked us to define those 

current income sources that the Exchange will use in the process proposed in §155.320(c)(1)(ii).  

Others asked whether current income information would be available via the Federally-managed 

data services hub. 

Response: Under §155.320(c)(1)(ii) of the proposed and this final rule, the Exchange 

must obtain the most current income data from those data sources described in existing Medicaid 

regulations at 42 CFR 435.948(a).  In order to access this current income data, we anticipate that 

the Exchange will leverage State Medicaid and CHIP agencies’ existing relationships with 

current income sources, but we are also exploring the potential for supporting connections to 

sources of current income data through the data services hub.  

Comment:  Several commenters had specific questions related to services available to 

support the income verification process through the data services hub.  Specifically, commenters 

asked which data elements from the tax return would be available from the IRS via the data 

services hub, and recommended that individual data elements (for example, wages, profit and 

loss from business, deductions) would be more useful in verifying household income than a 

single MAGI data element.  

Response:  We are working to identify those services which will be available to 

Exchanges to support the income verification process and will provide further detail in future 
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guidance.  We note that the section 6103(l)(21) of the Code identifies general categories of tax 

data that will be available for purposes of determining eligibility in insurance affordability 

programs.  In addition, these categories are discussed in the response to question 8 in HHS’ 

November 29, 2011 document titled “State Exchange Implementation Questions and Answers”.6 

Comment:  We received comments related to the treatment of American Indian and 

Alaska Native income.  Some asked whether current State arrangements around the treatment of 

such income will be allowed to stand under the Exchange; others asked that the exemption for 

American Indian and Alaska Native income be referenced in the Exchange final rule and that 

materials be available to consumers so they can understand the availability of such exemptions. 

Response:  In §155.320(c)(1)(ii) of the proposed rule, we reference 42 CFR 435.603(d) 

for purposes of income eligibility for Medicaid, which incorporates the applicable income 

exemptions for American Indians and Alaska Natives described under 42 CFR 435.603(e)(3).  

This regulatory reference addresses the treatment of these exemptions and the future of existing 

arrangements with regard to American Indian and Alaska Native income with respect to 

Medicaid.  We note that these income exemptions do not apply when verifying annual household 

income for advance payments of the premium tax credit and cost-sharing reductions, because the 

Affordable Care Act establishes specific definitions of “household income” and “MAGI” to use 

for determining eligibility for these benefits.  Because of the statutory limits on the definition of 

household income for advance payment of premium tax credits and cost-sharing reductions, this 

final rule maintains the proposal to follow the rules described in section 36B of the Code. 

 Comment:  We received a comment recommending that HHS clarify that, for purposes of 

obtaining data regarding MAGI-based income for purposes of Medicaid and CHIP eligibility, the 

Exchange will initially request data from data sources described in 42 CFR 435.948(a), not from 
                                                 
6 http://cciio.cms.gov/resources/files/Files2/11282011/exchange_q_and_a.pdf.pdf 
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the applicant. 

Response:  The specific sequencing of the process for collecting and verifying relevant 

information is subject to future operational analysis, and that we anticipate providing future 

guidance on this topic, including through the model electronic application.  

Comment:  We received a number of comments related to proposed §155.320(c)(4), 

which provides that the Exchange must provide education and assistance to an application filer 

regarding the family/household size and household income verification process.  Several 

commenters suggested specific standards for the format and content of consumer education and 

assistance materials.  Some commenters asked that a Federal standard for such materials be 

developed for Exchanges, and others advised that HHS encourage Exchanges to provide 

information specific to the alternative income verification process to ensure a smooth verification 

process.  

Response: There are several provisions throughout this final rule which provides that the 

Exchange must provide consumer tools and education related to the eligibility and enrollment 

process, in addition to the standard described in §155.320(c)(4), including a calculator and other 

tools, described in §155.205, and information regarding advance payments of the premium tax 

credit, described in §155.310(d)(2)(iii). We expect to issue future guidance on this topic. 

Comment:  We received comments asking if the Exchange would have access to all child 

support data; and if so, suggesting that the Exchange must abide by specific data safeguards. 

Response:  The Exchange would not be required to have access to child support data for 

purposes of verifying annual household income. Regardless, for data collected by the Exchange, 

privacy and security protections, described in §155.260 of this final rule, and standards for 

electronic transactions, described in §155.270 of this final rule, would also apply.   
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Comment: Several commenters supported the proposal in §155.320(d) for the Exchange 

to utilize self-attestation by the employee to verify enrollment in an eligible employer-sponsored 

plan. One commenter stated that HHS should give States the flexibility to use self-attestation or 

to use other methods of verification. 

Response: We accept these comments and maintain this provision in the final rule. 

Section 1411(d) gives authority to the Secretary to determine the appropriate means to verify 

certain information that the applicant must submit in accordance with section 1411(b)(4). We 

note that §155.315(h) of this subpart allows State flexibility, subject to approval by HHS, based 

on a finding that the alternative approach meets certain standards described in that section. 

Comment: Several commenters asserted that individuals enrolled in continuation 

coverage under the Consolidated Omnibus Budget Reconciliation Act (COBRA) or in an eligible 

employer-sponsored plan should have the opportunity to be conditionally determined eligible for 

advance payments of the premium tax credit and cost-sharing reductions, subject to termination 

prior to enrollment in a QHP. These commenters reasoned that individuals should not be forced 

into uninsured status in order to obtain a determination of eligibility for tax credits and risk 

remaining uninsured if they are found ineligible and the enrollment period for electing COBRA 

or coverage in an eligible employer-sponsored plan passes. 

Response: Section 36B(c)(2)(C)(iii) of the Code states that an individual who is enrolled 

in an eligible employer-sponsored plan is not eligible for advance payments of the premium tax 

credit; because of the statutory prohibition on providing cost-sharing reductions for any month 

that is not a month for which the enrollee is eligible for premium tax credits, this bar also applies 

to eligibility for cost-sharing reductions. However, while an individual must terminate coverage 

in his or her employer-sponsored plan prior to the period for which he or she actually receives 
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advance payments of the premium tax credit and/or cost-sharing reductions, we clarify that the 

individual need not terminate coverage to receive an eligibility determination that he or she is 

eligible to receive these payments and reductions. Accordingly, we have amended the language 

in §155.320(d)(1) of this final rule to clarify that an attestation regarding enrollment in 

qualifying coverage in an eligible employer-sponsored plan should be based on the applicant’s 

reasonable expectation of enrollment in the benefit year for which coverage is requested. 

Comment: One commenter noted that the language in proposed §155.320(d) seems to 

indicate that the decision whether or not the Exchange must verify beyond an applicant’s 

attestation regarding enrollment in an eligible employer-sponsored plan is within the discretion 

of an Exchange, and requested clarification regarding whether this was an intentional wording. 

Response: We have amended the regulatory text to reflect the standard that an Exchange 

must verify an applicant’s attestation using electronic data sources to the extent that an 

applicant’s attestation is not reasonably compatible with other information provided by the 

applicant or in the records of the Exchange.  

This change is consistent with equivalent amendments made in this subpart, and provides 

that, if the Exchange finds that information provided by an applicant is not reasonably 

compatible, it must examine any information available through electronic data sources. As 

discussed in the proposed rule, examining data sources, when available, will help minimize the 

need to request paper documentation from applicants, and the burden for Exchanges to process 

such documentation.  A more detailed explanation of the change from “may” to “must” can be 

found in the comment and response to §155.315.  We also plan to release guidance for States 

regarding electronic data sources to support this verification. 

Comment: Commenters suggested a variety of operational solutions for carrying out the 
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verification of an applicant’s eligibility for and/or enrollment in an eligible employer-sponsored 

plan. These comments were largely in response to the accompanying preamble discussion 

regarding the two potential data sources an Exchange may use to support this verification - the 

employer/employee template and the central database. Several commenters expressed support for 

or against the template and central database options. A large group consisting of consumer 

advocacy groups, a labor union and a think tank expressed support for the standard template 

option. Each of these commenters added that employees should not be required to provide 

information regarding minimum value because this information is not readily accessible to 

employees. One commenter requested that HHS provide that employers must submit information 

regarding eligibility for and enrollment in employer-sponsored plans to Exchanges on an annual 

basis. One commenter said HHS should provide States with the option to develop algorithms to 

determine who can be expected to have access to qualifying coverage in an eligible employer-

sponsored plan using the size of the applicant’s employer and industry type instead of creating a 

new database.  Commenters also supported the goal of leveraging existing data sources for the 

purposes of verifying eligibility for qualifying coverage in an eligible employer-sponsored plan. 

One commenter said that HHS should give States the flexibility to verify eligibility for 

qualifying coverage in an eligible employer-sponsored plan using already-existing data. One 

commenter stated that HHS should have employee W-2 forms available as a verification source.  

Response: We continue to consult with the Departments of Labor and Treasury regarding 

the optimal solution for gathering information for the purposes of verification of eligibility for 

qualifying coverage in an eligible employer-sponsored plan and will issue guidance on this topic. 

Both the template and database options we described in the proposed rule are being considered 

as operational solutions.  We are also considering ways in which an individual could gather 
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information from his or her employer for the purposes of this verification.  A combination of 

these methods could provide the most accurate and reliable results, while gathering information 

from both of the relevant information sources—employees and employers. We are also 

considering additional options in which employees seeking coverage could provide other sources 

of documentation from his or her employer that could verify eligibility. We plan to issue 

guidance outlining one or more possible methods for comment that will help guide the collection 

of information necessary to verify eligibility for qualifying coverage in an eligible employer-

sponsored plan. However, it should be noted that any database option may rely on voluntary 

submission of information regarding employee eligibility for qualifying employer-sponsored 

coverage by employers. Further, HHS acknowledges that building the functionality required to 

collect and retain information regarding employer-sponsored insurance coverage will be time 

and resource-intensive, and is therefore is considering options for an interim approach for 

verification of eligibility for qualifying coverage in an eligible employer-sponsored plan. We 

plan to describe these interim options in forthcoming guidance. We also note that it is anticipated 

that initial guidance under 6103(l)(21) of the Code will not provide for sharing the contents of an 

applicant’s Form W-2 with the Exchange.  

Comment: Some commenters said the Federal government should perform verification of 

eligibility for qualifying coverage in an eligible employer-sponsored plan as a service to States. 

These commenters cited limitations on the ability of States to perform this verification. One 

commenter said that States with no individual income tax, specifically, would have difficulty 

making affordability determinations. 

Response: In the State Exchange Implementation Questions and Answers released on 

November 29, 2011, we indicated that we are exploring how the Federal government could 
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manage services for verification of employer-sponsored minimum essential coverage. We note, 

though, that we do not believe that the absence of an individual State income tax return poses an 

obstacle to computing affordability, since the income verification process in §155.320(c)(3) of 

this final rule does not require the use of State income tax information. 

Comment: One commenter stated that, in the case of an inconsistency between an 

applicant’s attestation and internal Exchange records, the burden to produce further 

documentation should be on the employee, not the employer.  

Response: We believe our proposed regulation followed the commenter’s 

recommendation because the employee is the applicant. Section 155.315(f)(2)(ii) of this final 

rule describes that an applicant must provide further documentation if the applicant’s attestation 

is inconsistent with other information sources. 

Comment: One commenter requested that HHS must establish two distinct processes for 

the determination of eligibility for advance payments of the premium tax credit by Exchanges 

under proposed §155.320 and for the assessment of employer penalties by the Treasury. 

Response: The statute makes clear that the two processes are distinct.  Under sections 

1411 and 1412 of the Affordable Care Act, the Exchange will make eligibility determinations for 

advance payments of the premium tax credit and cost-sharing reductions, notify employers that a 

payment may be assessed and that the employer has a right to appeal to the Exchange, and 

provide information to the Treasury.  The assessment of shared responsibility payments under 

section 4980H of the Code is within the jurisdiction of the Treasury.  

Comment: One commenter concurred with the language of §155.320 of the Exchange 

Eligibility proposed rule, which provides that the Exchange must verify information for only 

those applicants seeking eligibility determinations for insurance affordability programs in order 
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to minimize multiple employer interactions with the Exchange.  

Response: Verification of eligibility for qualifying coverage in an eligible employer-

sponsored plan is necessary only when indicated as necessary in accordance with the statute. An 

Exchange is not required to verify eligibility for qualifying coverage in an eligible employer-

sponsored plan for an applicant who did not request an eligibility determination for all insurance 

affordability programs. 

Comment: One commenter asserted that HHS should declare that all employer-sponsored 

insurance offered to American Indians and Alaska Natives fails the affordability and minimum 

value standards.  The commenter reasoned that information regarding affordability and minimum 

value will be difficult for this type of applicant to provide. In addition, the commenter stated that 

if an individual is eligible to receive services through the Indian Health Service (IHS), including 

eligibility for services from an IHS facility, or for services from a tribe or tribal organization, or 

Urban Indian Organization, the Exchange should not attempt to verify an attestation regarding 

eligibility for qualifying coverage in an eligible employer-sponsored plan because this 

population is exempt from the standard to maintain minimum essential coverage. 

Response: While we recognize that certain data elements requested from applicants for 

the purposes of this verification may be challenging to obtain, we believe that a wholesale 

exception for American Indians and Alaska Natives is not warranted or permissible under the 

statute, and are not providing for such an exception in this final rule.  

Comment: One commenter requested clarification on the issue of full-time employment 

and its relationship to eligibility for qualifying coverage in an eligible employer-sponsored plan. 

Specifically, the commenter asked whether full-time status will be requested during the 

verification process, whether the Exchange will consider it when making eligibility 
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determinations for advance payments of the premium tax credit, and whether the affordability 

test depends on whether the applicant is a full-time employee. In addition, the commenter 

requested clarification regarding notification and how an Exchange should manage eligibility 

determinations for applicants with multiple employers.   

Response: Section 1411(b)(4)(B) of the Affordable Care Act specifies that an applicant 

must provide information including, “whether the enrollee or individual is a full-time employee.” 

With that said, the affordability test and the determination of whether an applicant is eligible to 

receive advance payments of the premium tax credit and/or cost-sharing reductions is not 

dependent on the full-time status of the employee. Rather, this information is relevant for 

Treasury’s determination as to whether a shared responsibility payment under section 4980H of 

the Code applies to an employer. Also, we note that in the case of an applicant who has more 

than one employer, the Exchange will evaluate information from existing data sources regarding 

all of the applicant’s employers to determine eligibility for qualifying coverage in an eligible 

employer-sponsored plan. 

Comment: One commenter requested clarification regarding whether the Exchange will 

use tax data to ensure affordability of coverage for employees under proposed §155.320. The 

commenters asked whether the employer may use wage data, instead of household income data, 

in its affordability determination. 

Response: The Exchange will use the projected annual household income verified 

through the process described in §155.320(c)(3) of this final rule to compute the affordability of 

available coverage through an eligible employer-sponsored plan. The question of whether an 

employer may use wage data in determining whether its offered coverage meets affordability 

criteria is beyond the scope of this rule, and is within the authority of the Department of the 
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Treasury.  In September 2011, the Department of the Treasury released IRS Notice 2011-73 

(2011-40 I.R.B. 474) requesting comments on a potential safe harbor permitting employers to 

use an employee’s W-2 wages in determining the affordability of employer-sponsored minimum 

essential coverage for purpose of the employer shared responsibility provisions under Code 

section 4980H. In February 2012, the Department of the Treasury released Notice 2012-17 

(issued jointly with HHS and the Department of Labor) confirming that it intends to issue 

proposed regulations or other guidance providing for this safe harbor7.  

Summary of Regulatory Changes 

  We are finalizing the provisions proposed in §155.320 of the proposed rule, with the 

following modifications. In paragraph (c)(2)(i)(A), we adopted new language to describe the 

verification of household size for Medicaid and CHIP, in order to align with the Medicaid 

Eligibility final rule.  We redesignated paragraph (c)(3)(i)(B) as paragraph (c)(3)(i)(C), and 

added paragraph (c)(3)(i)(B), which clarifies that if an applicant attests that tax data represents an 

accurate projection of a tax filer’s family size for the benefit year for which coverage is 

requested, the Exchange must use the family size information from the tax data to determine the 

tax filer’s eligibility for advance payments of the premium tax credit and cost-sharing reductions.   

We also added paragraphs (c)(3)(i)(C) and (D), which clarifies that this paragraph applies when 

tax data are unavailable or when a change has occurred or is reasonably expected to occur such 

that the data does not represent an accurate projection of family size; and clarifies that the 

assessment of reasonable compatibility is with respect to data other than that from the tax return.   

We also make a technical change to §155.320(c)(2)(i)(B) to state that the Exchange 

“must,” rather than “may,” examine electronic data sources if information is found to be not 

                                                 
7 Frequently Asked Questions from Employers Regarding Automatic Enrollment, Employer Shared Responsibility, 
and Waiting Periods. February 9, 2012: http://www.dol.gov/ebsa/newsroom/tr12-01.html   
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reasonably compatible. This change was made in order to align with verification of other 

applicant information, and so that in the event the Exchange accepts an applicant’s attestation 

without further verification but such attestation is not reasonably compatible with other 

information provided by the application filer or contained in the records of the Exchange, the 

Exchange must examine available data sources to verify the attestation.  If the information in the 

data sources cannot be used to verify the attestation, the Exchange must request additional 

documentation in accordance with Medicaid regulations at 42 CFR 435.952.  This change was 

also made in order to align with changes made to the Medicaid regulations regarding verification 

of household size. 

We redesignated paragraph (c)(3)(ii)(B) as paragraph (c)(3)(ii)(C), and removed the 

phrase “is requested and accept the application filer’s attestation without further verification, 

except as provided in paragraph (c)(3)(ii)(C) of this section” in order to clarify that the Exchange 

must proceed in accordance with the procedures in paragraph (c)(3)(ii)(C) after receiving such an 

attestation.   

 We also added paragraph (c)(3)(ii)(B), which provides that the Exchange must request the 

applicant to attest regarding his or her projected annual household income.  We have also added 

paragraph (c)(3)(ii)(C) which clarifies that if an applicant’s attestation indicates that the tax data 

represents an accurate projection of a family’s household income for the benefit year for which 

coverage is requested, the Exchange must use the household income information from the tax 

data to determine his or her eligibility for advance payments of the premium tax credit and cost-

sharing reductions.  In paragraph (c)(3)(iii)(B), we changed the term “may” to “must” to specify 

that if the Exchange finds that information provided by an applicant is not reasonably 

compatible, it must examine any information available through other electronic data sources.  In 
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paragraph (c)(3)(iv)(A), we replaced the phrase “this is as a result of an individual not being 

required to file” with “an individual was not required to file.”  In paragraph (c)(3)(iv)(B), we 

added that the alternate verification process is also available for a tax filer whose family 

composition has changed or is reasonably expected to change; we also added the phrase “or 

members of the tax filer’s family have changed or are reasonably expected to change.”  In 

paragraph (c)(3)(iv)(C), we removed, “by more than 20 percent,” and clarified that this criterion 

is based on an applicant’s attestation that a change has occurred or is reasonably expected to 

occur.  We added a paragraph (c)(3)(iv)(D) to allow a tax filer to qualify for the alternative 

verification process if the applicant attests that the tax filer’s filing status has changed or is 

reasonably expected to change for the benefit year for which the applicants in his or her family 

are requesting coverage. Omitting this provision from the proposed rule was an oversight; this 

basis for use of an alternate income determination process is authorized in section 1412(b)(2) of 

the Affordable Care Act.    

 We removed proposed paragraph (c)(3)(vi); given changes made to this section of the 

regulation, this paragraph was no longer necessary.  We redesignated proposed paragraph 

(c)(3)(v) as paragraph (c)(3)(vi), and added a new paragraph (c)(3)(v).  In paragraph (c)(3)(v) of 

the final rule, we specified that if a tax filer qualifies for an alternate verification process and the 

applicant’s attestation to projected annual household income is no more than ten percent below 

the annual household income computed from tax data, the Exchange must accept his or her 

attestation without further verification.  In revised paragraph (c)(3)(vi), we specified that the 

process in proposed paragraph (c)(3)(vi) applies if a tax filer qualifies for an alternate 

verification process and the applicant’s attestation to projected annual household income is 

greater than ten percent below the annual household income computed from tax data, or if tax 
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data are unavailable. 

 In paragraph (c)(3)(vi)(C), we clarified a reference to §155.315(f) to include paragraphs 

(f)(1)-(4), which includes the 90 day period during which an individual may either present 

satisfactory documentary evidence or otherwise resolve the inconsistency.  We also added 

paragraph (c)(3)(vi)(F), to describe that if, at the end of the 90 day period the Exchange is unable 

to verify the applicant’s attestation and the tax data described in (c)(3)(ii)(A) is unavailable, the 

Exchange must notify that applicant and discontinue the advance payments and cost-sharing 

reductions.  We added this paragraph in order to explicitly describe the procedures the Exchange 

must follow when there is no data on which to rely at the conclusion of the 90 day period. 

 We also added paragraphs (c)(3)(vii) and (c)(3)(viii), which clarify that the terms 

“household income” and “family size” in paragraph (c)(3) mean household income as specified 

in section 36B(d)(2) of the Code, and family size as specified in section 36B(d)(1) of the Code, 

respectively. To clarify the process for verifying eligibility for qualifying coverage in an eligible 

employer-sponsored plan tracks, we amended paragraph (d)(1) to state that the Exchange must 

also verify whether an applicant reasonably expects to be enrolled in an eligible employer-

sponsored plan for the benefit year for which coverage is requested. We amended paragraph 

(d)(2) by changing “may” to “must”, which provides that an Exchange must obtain data from 

electronic data sources to verify an applicant’s attestation that he or she is not enrolled in an 

eligible employer-sponsored plan when an applicant’s attestation is not reasonably compatible 

with other information provided by the applicant or in the records of the Exchange.  We also 

added the word “electronic” in paragraph (d)(2) to create consistency with equivalent provisions 

in the subpart. 

 We made several technical corrections.  In paragraph (a)(2), we also changed the reference 
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in §155.315 from paragraph (e) to (h).  In paragraphs (c)(3)(i)(C) and (c)(3)(ii)(C), we clarified 

that when an applicant attests that tax return data is not representative of family size or 

household income for the benefit year for which coverage is requested, it is as a result of a 

change in circumstances, which aligns with section 1412 of the Affordable Care Act. In 

paragraph (c)(3)(iii)(A), we added “in accordance with paragraph (c)(3)(ii)(B).  Proposed 

paragraph (c)(3)(iv)(D) was redesignated as paragraph (c)(3)(iv)(E).  In paragraph (c)(3)(vi)(E), 

we renumbered the reference to §155.310(f) to §155.310(g), and the reference to §155.330(e)(1) 

through (e)(2) to §155.330(f). Throughout paragraph (c)(3), we changed references to ensure that 

the paragraph consistently referred to the tax filer for verification of household income for 

purposes of advance payments of the premium tax credit and cost-sharing reductions, in order to 

align with the eligibility standards. We made several changes to paragraph (f) to align with the 

Medicaid final rule.  In paragraph (c)(2)(i)(A), we changed  references to the Medicaid 

Eligibility final rule to account for renumbering.  We also added the reference to 42 CFR 

435.945 to paragraph (c)(2)(ii). Throughout the section, as in the rest of the subpart, we replaced 

language regarding application filers providing attestations with references to applicants 

providing attestations, since the language in §155.300(c) provides overarching clarification that 

attestations for applicants can be provided by application filers. 

g. Eligibility redetermination during a benefit year (§155.330) 

In §155.330, we outlined procedures for redeterminations during a benefit year.  We 

proposed to rely primarily on the enrollee to provide the Exchange with updated information 

during the benefit year, and solicited comments as to whether there should be an ongoing role for 

Exchange-initiated data matching beyond what was proposed in the proposed rule.  We also 

solicited comments on whether the Exchange should offer an enrollee an option to be 
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periodically reminded to report any changes that have occurred. 

We proposed that the Exchange redetermine the eligibility of an enrollee in a QHP during 

the benefit year in two situations: first, if an enrollee reports updated information and the 

Exchange verifies it; and second, if the Exchange identifies updated information through limited 

data matching to identify individuals who have died or gained eligibility for a public health 

insurance program.   

We also proposed that an individual who enrolls in a QHP with or without advance 

payments of the premium tax credit or cost-sharing reductions must report any changes to the 

Exchange with respect to the eligibility standards specified in §155.305 within 30 days of such 

change.  Additionally, we proposed that the Exchange use the verification procedures at the point 

of initial application for any changes reported by an individual prior to using the self-reported 

data in an eligibility determination.  We solicited comments on whether to allow the Exchange to 

limit those changes on which an individual must report, to changes in income of a certain 

magnitude.  We noted that this provision would have no effect on whether an individual was 

liable for repayment of excess advance payments of the premium tax credit at reconciliation. 

We also proposed that the Exchange periodically examine certain data sources that are 

used to support the initial eligibility process to identify death and eligibility determinations for 

Medicare, Medicaid, CHIP, or the BHP, if applicable. We proposed to generally limit proactive 

examination to these pieces of information because of the reliability of these data sources and 

because the identified information provides clear-cut indications of ineligibility for enrollment in 

a QHP and advance payments of the premium tax credit and cost-sharing reductions.   

We further proposed to allow the Exchange to make additional efforts to identify and act on 

changes that may affect an enrollee’s eligibility to enroll in a QHP to the extent that HHS 
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approves a plan to modify the process.8  We indicated that such approval would be granted if 

HHS finds that a modification would reduce the administrative costs and burdens on individuals 

while maintaining accuracy and minimizing delay, that such changes would not undermine 

coordination with Medicaid and CHIP, and that any applicable provisions related to the 

confidentiality, disclosure, maintenance, or use of information will be met.  

We solicited comments regarding whether and how we should approach additional data 

matching, whether the Exchange should modify an enrollee’s eligibility based on electronic data 

in the event that he or she did not respond to a notice regarding the updated information, and 

whether there are other procedures that could support the goals of the redetermination process for 

changes during the benefit year. 

To the extent that the Exchange verifies updated information reported by an enrollee or 

identifies updated information through data matching, we proposed that the Exchange determine 

the enrollee’s eligibility and provide an eligibility notice in accordance with the process 

described in §155.305 and §155.310, respectively.  Additionally, we proposed that changes 

resulting from a redetermination during the benefit year be effective for the first day of the 

month following the notice of eligibility determination, and proposed to allow for an exception, 

subject to the authorization of HHS, in which the Exchange could establish a “cut-off date” for 

changes resulting from a redetermination during the coverage year.  We solicited comment as to 

whether this should or should not necessitate an authorization from HHS, and if there should be a 

uniform timeframe across all Exchanges.  In addition, we solicited comment as to whether this is 

the appropriate policy for the effective date for changes.   

 Finally, we proposed that if the eligibility determination results in an individual being 

                                                 
8 This provision is proposed in the Exchange proposed rule at 76 FR 41866 (July 15, 2011) and is addressed in this 
final rule at §155.330(d)(2), 
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ineligible to continue his or her enrollment in a QHP through the Exchange, the Exchange 

maintain his or her eligibility for enrollment in a QHP through the Exchange for a full month 

after the month in which the determination notice is sent.  However, as soon as eligibility for 

insurance affordability materially changes, we proposed that the Exchange discontinue advance 

payments of the premium tax credit and cost-sharing reductions in accordance with the effective 

dates specified in paragraphs (e)(1) and (e)(2).  We solicited comment on this topic, as well as on 

approaches to ensuring that transitions between insurance affordability programs do not create 

coverage gaps for individuals. 

Comment:  We received a number of comments regarding redeterminations conducted 

during the benefit year, as proposed in §155.330.  While several commenters were supportive of 

the opportunity for an enrollee to have his or her eligibility redetermined prior to the annual 

redetermination, other commenters suggested that we limit or eliminate eligibility 

redeterminations during the benefit year in order to limit movement for enrollees between 

different insurance affordability programs and QHPs.   

Response:  We feel it is important for the Exchange to accept and identify changes to 

help ensure that an enrollee’s eligibility reflects his or her true circumstances, which will help 

minimize repayment of excess advance payments at reconciliation when income increases, 

increase the affordability of coverage when income decreases, and improve program integrity. 

Therefore, we maintain in the final rule the opportunity for eligibility redeterminations during the 

benefit year.   

Comment: Of those entities that commented on the process for handling changes during 

the benefit year described in proposed §155.330, a number suggested limiting the scope of 

changes on which enrollees must report; these commenters stated that requiring reporting of any 
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and all changes potentially impacting eligibility would substantially increase the administrative 

burden on both the Exchange and on enrollees.  Many commenters recommended clarifying that 

an enrollee in a QHP who is not receiving advance payments of the premium tax credit or cost-

sharing reductions would not be required to report changes in their household income or access 

to minimum essential coverage, as these are not considered when financial assistance is not 

present.  Other commenters suggested limiting the reporting of changes in income; some 

recommended that enrollees be allowed and encouraged, but never required, to report changes in 

income, while others were in favor of a establishing a threshold for the reporting of income 

changes.  Generally, those commenters who suggested limiting the changes that individuals must 

report also suggested that enrollees should be encouraged but not required to report all other 

changes impacting eligibility, such as changes in income and family size.   

Response: In response to commenters’ suggestions, we have altered §155.330 in this final 

rule regarding the policy of reporting of changes during the benefit year.  First, we clarify that 

the Exchange may not require an enrollee who did not request an eligibility determination for 

insurance affordability programs to report changes related to eligibility for insurance 

affordability programs, including changes in income or access to minimum essential coverage. 

We clarify that that we mean an enrollee who, as of his or her most recent interaction with the 

Exchange, has not requested an eligibility determination for insurance affordability programs. In 

response to comments regarding which changes an enrollee must report, we amended the 

regulation text in the final rule to reflect different standards for changes related to income.  As a 

result, we maintain that an individual must report a change related to eligibility for enrollment in 

a QHP through the Exchange (that is a change in residence, incarceration or citizenship and 

lawful presence) within 30 days of such change; however, we allow the Exchange to establish a 
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reasonable threshold below which an individual is not required to report a change in income.  We 

believe that allowing the Exchange to limit the changes the enrollee must report will reduce 

confusion for enrollees and administrative burden on the Exchange, while still ensuring that 

significant changes are captured.  With that said, we clarify that this provision does not allow the 

Exchange to not process changes in income that are reported by enrollees, regardless of whether 

they meet the threshold. 

Comment:  In response to our request for comment in this area, we received comments 

asking that Exchanges periodically remind individuals to report changes impacting their 

eligibility.  We also received comments recommending that the Exchange provide education 

regarding what changes must be reported and how the reporting of changes may impact 

reconciliation. 

Response:  We have added a provision at paragraph §155.330(c)(2) of this final rule 

specifying that the Exchange must provide periodic electronic notifications regarding the 

standards for reporting changes to an enrollee who has elected to receive electronic notifications, 

unless he or she has declined to receive such periodic electronic notifications. We believe this 

will complement the provision allowing Exchanges to limit those changes in income an enrollee 

must report, by helping ensure that consumers are informed of the impact and importance of 

reporting any change to the Exchange during the benefit year. In addition, we believe that 

electronic communications will be minimally burdensome for the Exchange and for enrollees. 

Exchanges can determine the timing and frequency of such notices. 

Comment:  A large number of commenters supported our policy proposed at §155.330(c) 

directing Exchanges to periodically initiate limited data matches to identify changes in enrollees’ 

eligibility. A few commenters asked that we preserve Exchange flexibility to expand the scope of 
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data matches and others asked that we provide that Exchanges must expand data matches to 

include income and other data; these commenters noted that such an expansion would help 

decrease the burden on enrollees to report changes and to decrease inaccuracy when enrollees 

fail to report. However, some commenters were against any Exchange-initiated data matches, 

including the proposal to allow Exchanges flexibility to expand the scope of data matches with 

HHS approval. These commenters stated that such data matches would increase movement 

between programs for enrollees; they also believe that enrollees are in the best position to report 

changes impacting their eligibility.   

Response:  While we acknowledge commenters’ calls for Exchange flexibility to expand 

data matching, we believe that allowing for unlimited data matching without the application of 

specific standards would be undesirable.  Therefore, in the final rule, we maintain the flexibility 

provision we proposed in the paragraph redesignated in this final rule as §155.330(d)(2), with 

one change: we do not require HHS approval to expand data matching, but provide that the 

Exchange must adhere to specific standards.  We also adopt new procedures in this final rule 

around the verification of data obtained through such expanded data matches, which is explained 

in more detail in comment response below. Together, these changes will reduce burden for the 

Exchange and allow the Exchange to take steps to increase the accuracy of eligibility 

determinations as technology and data sources evolve; furthermore, the Exchange must ensure 

that such data matches would reduce administrative costs and burdens on individuals, maintain 

accuracy, minimize delay and would not undermine coordination with Medicaid and CHIP.   

Comment: We received a number of comments on the provision proposed in 

§155.330(d), related to the verification process and enrollee notification following the Exchange 

identifying a change that affects eligibility.  As noted previously, some commenters objected to 
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any Exchange-initiated data matching; these concerns were based in part on discomfort with the 

Exchange making changes to an enrollee’s eligibility in cases in which the enrollee did not 

respond to a notice regarding the change. Some suggested that the Exchange verify changes 

reported or identified through data matching in accordance with the standards proposed in 

§155.315 and §155.320.  Several commenters suggested that enrollees be given advance notice 

of changes identified through data matching and that they be able to affirm all changes prior to 

the Exchange using the new information.  A number of commenters recommended that the 

notice proposed in §155.330(d) contain a right to appeal.   

Response:  For changes in eligibility identified by the Exchange through data matching, 

the procedures for notifying the enrollee should be more clearly outlined in the final rule. 

Therefore, in §155.330(e)(2) of this final rule we provide that for changes identified through 

data-matching that do not impact household income, family size, or family composition, the 

Exchange must notify the enrollee of the new data and his or her projected eligibility 

determination, and allow the enrollee 30 days to notify the Exchange if the information is 

inaccurate.  If the enrollee responds that the information is inaccurate, the Exchange must 

proceed with the inconsistency process described in §155.315(f); if the enrollee responds that the 

information is accurate or does not respond, the Exchange must redetermine the enrollee’s 

eligibility based on the verified data obtained through the data matching process.    

For changes to household income, family size and family composition identified through 

data matching, we provide in §155.330(e)(3) of this final rule that the Exchange must notify the 

enrollee of the new data and his or her projected eligibility determination (including the amount 

of advance payments of the premium tax credit and the level of cost-sharing reductions), and 

allow the enrollee 30 days to respond to the notice.  If the enrollee does respond confirming the 
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information obtained by the Exchange or responds by providing more up to date information, the 

Exchange must redetermine the enrollee’s eligibility based on the data obtained through the data 

matching process or by verifying the updated information provided by the enrollee.  However, if 

the enrollee does not respond, the Exchange must maintain the enrollee’s eligibility without 

considering the new information.  Because data related to income, family size and family 

composition has the potential to impact both the amount of financial assistance received by the 

enrollee and his or her tax liability at reconciliation, we believe the procedures for acting on such 

information should be different from the procedures for acting on data that do not have an impact 

on income and family size, and that enrollees must actively confirm such changes. We also note 

that the Exchange must notify the enrollee of the determination made as a result of a 

redetermination conducted during the benefit year, as indicated in (e)(1)(ii), and that such notice 

will include the right to appeal, in accordance with §155.355(a).  

Comment:  Several commenters suggested clarification of our policies related to effective 

dates, as proposed in §155.330(d).  A number of commenters suggested that we align effective 

dates across part 155; among those suggestions was one to align the effective dates for 

redeterminations with effective dates for coverage under special enrollment periods, as described 

in §155.420.  Further, we received comments which suggested that we establish a uniform cut-

off date.   

Response: We recognize the need for greater alignment between the effective dates for 

redeterminations of eligibility with effective dates for coverage, as described in §155.420 of this 

final rule.  As such, in the final rule, we provide in §155.330(f) of this final rule that changes 

resulting from redeterminations during the benefit year must be implemented for the first day of 

the month following the date of the redetermination notice; however, we allow the Exchange to 
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establish a cut-off date after which redeterminations would be implemented in the following 

month, as long as the cut-off date is no earlier than the date established under §155.420(b)(1), 

(which is the 15th of the month) in order to effectuate coverage on the first of the following 

month.  We believe that allowing the Exchange to establish such a cut-off date aligning with the 

cut-off date for coverage effective dates will facilitate administrative efficiency for the 

Exchange, if it chooses to align.  Regarding comments requesting a uniform cut-off date, we 

wish to maintain Exchange flexibility to establish such a cut-off date, which is the same 

approach taken in subpart E, and so do not change the policy reflected in §155.330(f)(2) in this 

final rule.  In the paragraph newly designated as §155.310(f) in this final rule, we also include 

the effective dates of eligibility for redeterminations, since these were inadvertently not included 

in the proposed rule.  We also clarify that when we state that the effective date is the date on 

which the Exchange must implement an eligibility determination, we mean the date on which the 

applicant’s eligibility, for example his or her advance payments of the premium tax credit or 

cost-sharing reduction, is or can be applied to the cost of his or her coverage.   

Comment:  We received a number of comments regarding the policy proposed in 

§155.330(e)(3), which provides that the Exchange must extend an enrollee’s eligibility for 

enrollment in a QHP for a full month, without advance payments of the premium tax credit or 

cost-sharing reductions, following a notice of redetermination terminating his or her eligibility 

for enrollment.  Several commenters expressed concern regarding this provision citing a 

potential for liability to issuers when enrollees neglected to or were unable to pay premiums 

without financial assistance.  Some commenters suggested that individuals must pay premiums 

in order to receive such coverage, or that the redetermination notice clearly indicate when 

coverage will be terminated and that the enrollee will be liable for premiums not paid.  Others 
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asked that we make clear that an enrollee may always choose to terminate his or her enrollment 

in a QHP sooner than the termination date included in paragraph (e)(3).   

Response: We acknowledge commenters concerns regarding the potential for QHP 

liability during the available extension of coverage described in proposed §155.330(e)(3), 

redesignated as §155.330(f)(3).  We will take into consideration such comments when 

developing the notice of eligibility determination sent to an enrollee when he or she loses 

advance payments of the premium tax credit after redetermination and ensure that an enrollee is 

aware of their responsibility to pay for his or her premium.  Furthermore, the provision 

§155.430(d)(3) of this final rule, which allows the enrollee to maintain eligibility for enrollment 

in a QHP without advance payments or cost-sharing reductions until the last day of the month 

following the notice of termination of coverage is sent, also makes clear that an enrollee may 

terminate his or her enrollment sooner than such date.  We also clarify that the final rule does not 

provide that an enrollee must pay a premium if he or she does terminate coverage sooner than the 

date described in §155.430(d)(3), but we acknowledge that this provision would not prevent an 

issuer from seeking out premiums owed.   

Summary of Regulatory Changes 

 We are finalizing the provisions proposed in §155.330 of the proposed rule, with several 

modifications: we specified in paragraph (b)(1), that an enrollee must report any change with 

respect to the eligibility standard specified in §155.305 within 30 day of such change; however, 

we added in paragraph (b)(1) exceptions to this standard as described in new paragraphs (b)(2) 

and (b)(3).  In new paragraph (b)(2), we provide that individuals who did request an eligibility 

determination for all insurance affordability programs must not be required to report changes 

related to eligibility for insurance affordability programs. In new paragraph (b)(3), we specified 
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that for changes in income, the Exchange may establish a reasonable threshold for such changes 

below which enrollees are not required to report.  Also, in new paragraph (b)(4), we added that 

the Exchange must allow an enrollee, or an application filer on behalf of the enrollee, to report a 

change via all channels available for the submission of an application, which are described in 

§155.405(c).   

 We also created new paragraph (c), which describes the standards for the Exchange to 

verify changes reported by enrollees. We moved proposed paragraph (b)(2) and redesignated it 

as paragraph (c)(1) and added paragraph (c)(2), which describes that the Exchange must provide 

enrollees with periodic notifications regarding standards for reporting changes and the 

opportunity to report any change, to the extent the enrollee has elected to receive electronic 

notifications and has not opted out of periodic notifications regarding change reporting.  

 In new paragraph (d)(2), we added the opportunity for the Exchange to make additional 

efforts to identify and act on changes related to eligibility for insurance affordability programs, 

in addition to eligibility for enrollment in a QHP as previously proposed.  We also removed the 

language that provided the Exchange with flexibility to conduct data matching during the benefit 

year, contingent upon HHS approval of a change to the Exchange Blueprint and instead included 

that this flexibility is subject to compliance with specific standards, including that such efforts 

would reduce the administrative costs and burdens on individuals while maintaining accuracy 

and minimizing delay, that it would not undermine coordination with Medicaid and CHIP, and 

that applicable standards under §155.260, §155.270, §155.315(i) of this section, and section 6103 

of the Code with respect to the confidentiality, disclosure, maintenance, or use of such 

information will be met.  We also add that such efforts must comply with the newly designated 

paragraphs (e)(2) and (3). 
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 In newly designated paragraph (e), we added paragraphs (e)(2) and (e)(3) to describe the 

procedures for redeterminations that Exchanges must follow upon identifying new information 

through data matching.  In newly designated paragraph (e)(2), we specified that for all changes 

identified by the Exchange that are not related to income, family size and family composition, 

the Exchange must notify the enrollee of his or her projected eligibility determination and allow 

the enrollee 30 days from the date of the notice to inform the Exchange that such information is 

inaccurate.  If the information is inaccurate, the Exchange must follow procedures related to 

resolving inconsistencies described in §155.315(f). If the enrollee does not respond within the 30 

day period, the Exchange must redetermine his or her eligibility using the new information.  In 

newly designated paragraph (e)(3), we specify that for changes identified by the Exchange that 

are related to income, family size and family composition, the Exchange must notify the enrollee 

of his or her projected eligibility determination and allow the enrollee 30 days from the date of 

the notice to respond to the notice.  If the enrollee responds within the 30 day period, the 

Exchange must redetermine his or her eligibility in accordance with the procedures for 

redetermining enrollee-reported data.  If the enrollee does not respond within the 30 day period, 

we specified that the Exchange must maintain the enrollee’s eligibility determination without the 

updated information. 

 In newly designated paragraph (f), we amended the provisions related to effective dates 

for redeterminations made in accordance with this section.  In newly designated paragraph (f)(1), 

we clarified the exceptions to the provision regarding effective dates for implementing changes 

resulting from a redetermination.  In newly designated paragraph (f)(2), we added that while an 

Exchange may determine a reasonable point in a month after which a change captured through a 

redetermination will not be effective until the first day of the month after the month specified in 
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newly designated paragraph (f)(1). We clarify that such reasonable point must be no earlier than 

the cut-off date described in §155.420(b)(1) of this part.  In newly designated paragraph (f)(3), 

we also added a new reference to the effective dates described in subpart E to accommodate for 

renumbering.   

 We renumbered several paragraphs in this section to accommodate changes to the final 

rule.  Also, in paragraph (d), which was previously designated as paragraph (c), we changed the 

title to “periodic examination of data sources.”   

h. Annual eligibility redetermination (§155.335) 

 In §155.330, we proposed that the Exchange redetermine the eligibility of an enrollee in a 

QHP during a benefit year if it receives and verifies new information reported by an enrollee or 

identifies updated information through data matching.  We solicited comments on whether the 

redetermination based on changes reported or identified during the year should satisfy the annual 

redetermination as well, and if so, whether this should be a Federal standard or an Exchange 

option.  We also solicited comment on how the interaction between Exchange eligibility and 

updated tax data can be streamlined, and at what point annual redeterminations should occur.  

Finally, we solicited comment regarding whether and how we should approach data matching 

related to redeterminations, and whether there were alternatives that could support the goals of 

this process. 

We also proposed that the Exchange provide an enrollee with an annual redetermination 

notice and identified specific data elements that should be contained in the notice and solicited 

comment regarding the contents of the notice.  In addition, we proposed that the Exchange direct 

an individual to report any changes relative to the information listed on the redetermination 

notice within 30 days of the date of the notice, and specified that the Exchange must verify any 
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changes reported by the individual in response to the notice using the same verification 

procedures used at the point of initial application, including the provisions regarding 

inconsistencies. 

 We also proposed that an enrollee must sign and return the redetermination notice. We 

solicited comment on policy and operational strategies to improve the accuracy of 

redeterminations.  We also solicited comment as to what steps the Exchange could take to ensure 

that redetermination minimizes burden on individuals, QHPs, and the Exchange without 

increasing inaccuracies. 

 After the conclusion of the 30 day notice period, we proposed that the Exchange 

determine an enrollee’s eligibility based on the information provided to the enrollee in the 

redetermination notice, along with any information that an enrollee has provided in response to 

such notice that the Exchange has verified; notify the enrollee; and, if applicable, notify the 

enrollee’s employer. If an enrollee does not sign and return the notice, we proposed that the 

Exchange redetermine an enrollee’s eligibility based on the information provided in the notice.  

In addition, we proposed that to the extent that the Exchange is unable to verify a change 

reported by an enrollee as of the close of the 30 day period, the Exchange redetermine the 

enrollee’s eligibility as soon as possible after completing verification.   

 We solicited comment as to whether the effective dates for changes made as a result of an 

annual redetermination should be different from the effective dates for changes made as a result 

of a redetermination that occurs during the coverage year. 

Finally, we proposed that if an enrollee remains eligible for coverage in a QHP upon 

annual redetermination, the enrollee will remain in the QHP selected the previous year unless the 

enrollee takes action to select a new QHP or terminate coverage. 
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Comment: A number of commenters supported the provision in proposed §155.335(a) to 

conduct eligibility redeterminations on an annual basis. Many commenters highlighted that this 

would avoid administrative burden, costs, and loss of eligibility. Several commenters suggested 

that HHS not provide for more frequent redeterminations.  

Response: In the final rule, we maintain the standard in §155.335(a) to redetermine 

eligibility on an annual basis. We address redeterminations during the coverage year in our 

responses to §155.330.  

Comment: The majority of commenters recommended that the timing of annual 

redetermination as described in proposed §155.335 align with the annual open enrollment period 

as specified in §155.410. Some commenters suggested combining the annual open enrollment 

notice with the annual redetermination notice. Many commenters recommended that the annual 

redetermination notice be distributed prior to the start of the annual open enrollment period. One 

commenter suggested sending the annual redetermination notice no later than 45 days prior to 

annual open enrollment. Another commenter recommended that HHS provide that Exchanges 

must send annual redetermination notices to enrollees no later than June 15th of each year. 

Commenters also suggested giving Exchanges flexibility to determine the best way to conduct 

redeterminations. 

Response: In response to the large number of comments we received on this topic, we 

have set a timing standard in §155.335(d) of this final rule for annual redetermination to align 

with annual open enrollment.  In §155.335(d)(1), we provide that the Exchange must provide the 

annual redetermination notice and the notice of annual open enrollment in a single, coordinated 

notice for the 2015 and 2016 benefit year.  We believe this will reduce confusion among 

consumers and reduce administrative burden.  In §155.410(d), we specify that the notice of 
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annual open enrollment will be provided no earlier than September 1 and no later than 

September 30. We expect that as the program matures, States may have a better understanding of 

the best time to release the annual redetermination notice, and therefore in §155.335(d)(2) of this 

final rule, starting with annual redeterminations for coverage effective on January 1, 2017, we 

provide flexibility for Exchanges to adjust the timing and coordination of the redetermination 

notice in future years.  The Exchange may exercise this flexibility to provide separate notices, 

provided that the timing of the redetermination notice is no earlier than the date of the notice of 

annual open enrollment specified in 155.410(d) and allows a reasonable amount of time for the 

enrollee to review the notice, provide a timely response, and for the Exchange to implement any 

changes in coverage elected during the annual open enrollment period; this is to ensure that the 

enrollee has adequate time to review available plans and change plans, if applicable.  

Comment: We solicited comment regarding whether a redetermination during the benefit 

year should satisfy the annual redetermination standard. Several commenters opposed this 

concept. One commenter recommended that allowing a redetermination of eligibility during the 

coverage year to serve as a household’s annual redetermination should be a State option.  Several 

commenters recommended that HHS should not give Exchanges the flexibility to conduct 

redeterminations on a rolling basis.  Commenters suggested that annual redetermination should 

occur at a consistent point in the year for all individuals when new tax data becomes available, 

regardless if eligibility was redetermined during the coverage year.  

Response:  We decided not to allow redeterminations during the benefit year to satisfy 

the annual redetermination for an enrollee.  Due to the fixed coverage period and a set annual 

open enrollment period, we believe allowing for a rolling annual redetermination would create a 

situation where the Exchange may redetermine an enrollee’s eligibility but the enrollee would 
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not be able to switch plans because they would not qualify for an enrollment period.  

Additionally, we believe that because the annual redetermination relies on tax data which is 

updated at a specific time each year, rolling annual redetermination would add unnecessary 

complexity to the streamlined redetermination process. Finally, we also believe that this 

approach will increase the predictability of Exchange staffing and other resource needs. 

Comment: Some commenters suggested HHS clarify that enrollees do not have to submit 

a new application to complete the annual redetermination process. Several commenters 

recommended that an individual’s information from initial enrollment should be retained and 

used during the redetermination process. Accordingly, commenters suggested that an enrollee 

should never have to re-enter any information during the annual redetermination process that has 

not changed.  A few commenters specified that States should use an “ex parte” redetermination 

process, in which the Exchange attempts to redetermine the enrollee’s eligibility using 

information from external data sources; under such a process, the Exchange only contacts the 

enrollee if additional information is needed.  Commenters also suggested that Exchanges and 

States should use a “passive” redetermination process, through which an enrollee notifies the 

Exchange that he or she agrees with the information included in a redetermination notice by not 

responding. Several commenters suggested that pre-populated forms or applications be used for 

annual redeterminations. Many commenters expressed support for the proactive role of the 

Exchange in obtaining data from external data sources to assist in annual redetermination.  

Response: We have maintained the provisions in §155.335(c) of this final rule that 

outline information to be presented on the annual redetermination notice. We believe this will 

increase retention rates by helping to minimize the risk of individuals losing coverage when they 

remain eligible. We also believe this process will reduce administrative burden on the Exchange 
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by reducing the steps necessary to redetermine eligibility.  Furthermore, we add language to 

paragraph (c)(3) providing  that the notice of annual redetermination must include eligibility for 

Medicaid, CHIP or BHP, if applicable, since the updated tax return information and data 

regarding MAGI-based income may indicate eligibility for Medicaid, CHIP or BHP, in addition 

to eligibility for advance payments of the premium tax credit and cost-sharing reductions.   

  Comment: Several commenters recommended specific information for the content of the 

annual redetermination notice as specified in proposed §155.335(c). Items suggested include the 

date the redetermination will become effective, procedures to correct errors in data obtained or 

used in the enrollee’s most recent eligibility determination, including the 30 day requirement to 

report changes specified in §155.335(e), or where individuals may obtain additional information 

or assistance, including the Exchange website, call center, Navigators and other consumer 

assistance tools. One commenter felt that notices regarding annual redeterminations may be 

confusing to many consumers. Some commenters recommended that notices comply with 

standards in §155.230 to ensure meaningful access for limited English proficient enrollees. 

Others recommended that annual redetermination notices include information about rights to 

appeal.  

Response: We provide general standards for all notices from the Exchange in §155.230, 

which include accessibility and readability standards outlined in §155.205(b)(2) and (b)(3). We 

intend to provide further interpretation regarding issuance of the annual redetermination notice in 

future guidance which may include a model of the annual redetermination notice and detail on 

content. 

In response to comments, we would also like to clarify the differences between the 

notices outlined in §155.335(c) and §155.310(g) of this final rule. The redetermination notice in 
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§155.335(c) is the pre-populated form which includes the enrollee’s updated information, 

including —in the case of an enrollee who allowed the Exchange to determine his or her 

eligibility for insurance affordability programs— updated tax return information and updated 

current income information. In accordance with §155.335(e), this notice will be signed and 

returned by each enrollee to confirm information is up-to-date. After information on this notice 

has been verified and a final eligibility determination has been made, the Exchange will send a 

second notice described in §155.310(g), as finalized in this rule, to notify the enrollee of the final 

eligibility determination for the upcoming benefit year.  

Comment: Many commenters recommended that the final rule should specify that 

enrollees can report changes through the same channels available for the submission of an 

application (online, by phone, by mail, in person), as specified in proposed §155.405. 

 Response: In 155.335(e)(2) of this final rule, we clarify that an enrollee or an application 

filer, on behalf of the enrollee, may report a change online, by phone, by mail, or in person. We 

identify these channels for an enrollee to provide additional information based on section 

1413(b) of the Affordable Care Act and §155.405, which identify how an applicant may submit 

an application.  As the annual redetermination will be functionally the same as a new application 

for the next benefit year, the use of the same procedures is appropriate.  We have also added this 

provision to §155.330(b)(4), to allow an enrollee, or application filer on the enrollee’s behalf, to 

report changes via the channels described in §155.405. 

 Comment: Some commenters supported the standard set forth in the proposed rule that 

the verification processes related to changes reported as a part of the annual redetermination 

process specified in proposed §155.335(e) be consistent with the processes specified in proposed 

§155.315 and §155.320. Many commenters suggested HHS specify timeframes by which the 
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Exchange must verify changes reported by the enrollee in response to the annual redetermination 

notice. One commenter suggested a time period of 10 days by which to conduct the verification. 

Another commenter believed States should have the flexibility to be able to determine any time 

constraints or verification processes related to changes reported in response to the annual 

redeterminations. 

Response: We support the standard to use the same verification processes for initial 

applications and for annual redeterminations. We believe that the timeliness standards for 

verification should be consistent with the standards §155.310(e); we intend to provide more 

guidance on the interpretation of the timeliness standard. 

Additionally, we would like to clarify that in order to conduct a redetermination as 

outlined in §155.335, the Exchange must obtain an authorization from an enrollee to request his 

or her tax data. We anticipate that this authorization will be obtained during the initial 

application process, and that such authorization could be accomplished, for example, by allowing 

enrollees a chance to opt out of authorizing the use of tax data.  An enrollee must provide an 

authorization for the Exchange to obtain tax data for annual redeterminations only if he or she 

chooses to allow the Exchange to determine his or her eligibility for insurance affordability 

programs.  We also clarify that without such authorization, the Exchange will be unable to access 

tax return information and, subsequently, conduct an eligibility redetermination for insurance 

affordability programs.  

The Secretary of Treasury will allow an individual to authorize the release of his or her 

tax data for use by the Exchange in verification of household income for a period of up to five 

years.  In 155.335(k), we specify that the Exchange must have authorization from an enrollee in 

order to obtain his or her updated tax return information for purposes of conducting an annual 
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redetermination.  We specify that the Exchange may obtain this tax return information for a 

period of no more than five years, based on a single authorization.  The Exchange must allow the 

individual to decline a five-year authorization or to authorize the Exchange to obtain tax return 

data for annual redetermination for a period of less than five years.  We also specify that the 

Exchange must allow an individual to discontinue, change, or renew the authorization at any 

time.  We expect that an enrollee will have an opportunity to reauthorize the Exchange to obtain 

tax return data whenever he or she reports changes, at annual redetermination, and in the course 

of other interactions with the Exchange. We believe this process will be minimally burdensome 

on the individual and on the Exchange.   

In 155.335(l), we clarify that to the extent that an enrollee has requested an eligibility 

determination for all insurance affordability programs and has not authorized the request of tax 

data, the Exchange will redetermine the enrollee’s eligibility for enrollment in a QHP, but must 

notify the enrollee that the Exchange will not proceed with the redetermination process until such 

authorization has been obtained or the enrollee discontinues his or her request for an eligibility 

determination for insurance affordability programs.  

We also clarify that for purposes of providing updated data described in §155.335(b), we 

expect that the Exchange will obtain the updated information for enrollees who, as of their most 

recent interaction with the Exchange, has requested an eligibility determination for all insurance 

affordability programs; as such, for an enrollee who requested an eligibility determination for 

insurance affordability programs but who was determined ineligible for advance payments of the 

premium tax credits or cost-sharing reductions, the Exchange would obtain updated information 

at annual redetermination, to the extent that the applicable authorization was in place. 

Comment: We received a large number of comments expressing concern over the 
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requirement for enrollees to sign and return the annual redetermination notice when no changes 

have occurred, as specified in proposed §155.335(f)(1). Commenters suggested the sign and 

return requirement was an unnecessary burden on consumers and Exchanges, since the Exchange 

is instructed to redetermine eligibility using the information on the notice even if the notice is not 

returned. A few commenters highlighted the current practice in Medicaid where annual 

redeterminations are completed without a signature required from the enrollee.  

Response: While signing and returning the redetermination notice will add an additional 

step in the redetermination process, due to the financial responsibility imposed on an individual 

accepting an advance payment of the premium tax credit as part of the reconciliation process, we 

believe it is important to collect a signature from an enrollee as a means of ensuring that he or 

she accepts this responsibility.  

Comment: Several commenters supported proposed §155.335(e), which provided that an 

enrollee correct any erroneous information on the redetermination notice and report changes to 

the information on the annual redetermination notice within 30 days. A few commenters urged 

HHS to consider extending the period enrollees are given to return the notice with reported 

changes consistent with the language in the Medicaid proposed rule, which provides States with 

the authority to increase this time period to more than 30 days. 

Response: In the final rule, we maintain the standard of 30 days for an individual to 

report changes and believe this standard provides a reasonable amount of time for individuals to 

review the annual redetermination notice and submit changes as appropriate.  

Comment: Commenters recommended adopting the effective dates outlined for the 

annual open enrollment periods in proposed §155.410(f) as the effective dates for annual 

redeterminations, except for enrollees who become eligible for Medicaid as a result of an annual 
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redetermination.  In those cases, commenter recommended that Medicaid eligibility and 

coverage be effective on the first day of the month in which the eligibility determination is made.  

Response: In §155.335(i) of the final rule, we have modified the language in the 

regulation text to clarify that the effective date for the annual redetermination will be the first day 

of the coverage year following the year in which the Exchange provided the annual 

redetermination notice in §155.335(c) or on the first day of the month following the eligibility 

notice to the enrollee in accordance with §155.330(f), whichever is later.  The latter part of this 

clarification addresses situations in which the eligibility determination is made by the Exchange 

in the benefit year for which the applicant is seeking coverage.  The effective dates for annual 

redetermination should not be confused with the dates by which the Exchange must make a QHP 

selection effective during the annual open enrollment period as specified in §155.410(f). 

Regarding commenters suggestions for the effective dates for individual determined eligible for 

Medicaid at annual redetermination, we clarify that coverage effective dates for Medicaid 

eligibility are governed by those standards found in Medicaid regulations at 42 CFR 435.915.  In 

accordance with §155.310(d)(3), the Exchange must transmit enrollee information promptly and 

without undue delay to the State Medicaid or CHIP agency so that he or she may be enrolled in 

Medicaid or CHIP.  We note that in accordance with section 36B(c)(2) of the Code, eligibility 

for premium tax credits (including the advance payments) and cost-sharing reductions will 

terminate when an individual is eligible for minimum essential coverage, including Medicaid and 

CHIP coverage. 

Comment: Several commenters supported the provision specified in proposed 

§155.335(i) to allow an enrollee who remains eligible for enrollment in a QHP upon annual 

redetermination to remain in his or her QHP without the need to re-select it. One commenter 
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suggested the provision aligns with the goal of a simple and consumer-friendly Exchange. 

Another commenter emphasized that no enrollee should be removed from coverage until the 

enrollee has been given notice of an eligibility determination and the right to appeal. 

Response: We are finalizing without change the provision to allow an enrollee who 

remains eligible for enrollment in a QHP upon annual redetermination to remain in his or her 

QHP without the need to re-select it. We believe this provision will minimize disruptions in 

coverage for eligible enrollees and administrative burden for the Exchange, QHP issuers, and 

enrollees. We also clarify that references to termination in this provision only relate to 

termination initiated by the enrollee, which we believe addresses the commenter’s concern about 

notices and appeals. 

Summary of Regulatory Changes 

 We are finalizing the provisions proposed in §155.335 of the proposed rule, with the 

following modifications: in paragraph (a), we noted that annual redeterminations are limited 

based on the new language in paragraph (l) of this section. In paragraph (b), we clarified that in 

the case of an enrollee who has requested an eligibility determination for all insurance 

affordability programs in accordance with §155.310(b) of this subpart, the Exchange must 

request updated tax return information, if the enrollee has authorized the request of such tax 

return information.  In paragraph (c), we added that the notice must also include an enrollee’s 

projected eligibility determination, including eligibility for insurance affordability programs.  In 

paragraph (d), we clarified the timing of the annual redetermination. For coverage effective 

January 1, 2015 and January 1, 2016, the Exchange must satisfy the notice provisions of 

paragraph (c) of this section and §155.410(d) of this part through a single, coordinated notice. In 

paragraph (d)(2), we provided that for coverage effective January 1, 2017, the Exchange may 
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send the annual redetermination notice separately from the notice of annual open enrollment, 

provided that certain restrictions on the timing of such notices are met. 

 In paragraph (e) of this section we clarified that the Exchange must allow an enrollee or an 

application filer, on the enrollee’s behalf, to report changes via the channels available for the 

submission of an application, as described in §155.405(c) of this part.  We also added to 

paragraph (g)(1), that an application filer may sign and return the annual redetermination notice 

on an enrollee’s behalf.  In paragraph (i), we modified the standard for effective dates of annual 

redetermination to clarify that the Exchange must ensure that the annual redetermination is 

effective on the first day of the coverage year following the year in which the Exchange provided 

the notice in paragraph (c) of this section or in accordance with the rules specified in 

§155.330(f), regarding effective dates, whichever is later. In new paragraph (k), we added 

language to specify that the Exchange must have authorization from an enrollee in order to 

obtain updated tax return information for purposes of conducting an annual redetermination.  We 

also describe that any single authorization will extend for a period of no more than five years, 

and that an individual may authorize the Exchange to obtain tax data for a period of less than five 

years, or not at all.  We also provide that the enrollee must be able to discontinue, change or 

renew an authorization at any time.  In new paragraph (l), we added language to specify that to 

the extent that an enrollee who has requested an eligibility determination for insurance 

affordability programs in accordance with §155.310(b) has not authorized the request of data 

described in paragraph (b), the Exchange must notify the enrollee in accordance with the timing 

described in paragraph (d), and not proceed with the redetermination process described in 

paragraphs (c) and (e) through (j) until such authorization has been obtained or the enrollee 

discontinues his or her request for an eligibility determination for insurance affordability 
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programs in accordance with §155.310(b).    

 We also made a few technical corrections to this section including renumbering 

paragraphs (d) through (k) to account for additional regulation text and updated cross-references 

based on similar renumbering in other parts of this final rule. In paragraph (e)(1) we clarified that 

the reference to a notice is referring to the notice in paragraph (c) of this section. We also 

clarified that changes reported at annual redetermination must be verified according to the 

processes specified in §155.315 and §155.320.  Finally, we clarified that the verification referred 

to in paragraph (h)(2) of this section is the same verification specified in paragraph (f) of this 

section.  

i.  Administration of advance payments of the premium tax credit and cost-sharing reductions 

(§155.340) 

 In §155.340, we proposed reporting provisions for the Exchange related to advance 

payments of the premium tax credit and cost-sharing reductions.  We proposed that in the event 

of a determination of an individual’s eligibility or ineligibility for advance payments of the 

premium tax credit or cost-sharing reductions, including a change in the level of advance 

payments of the premium tax credit or cost-sharing reductions for which he or she is eligible, the 

Exchange provide information to the issuer of the QHP selected by the individual or in which the 

individual is enrolled.   

We also proposed that the Exchange provide eligibility and enrollment information to 

HHS to enable HHS to begin, end, or adjust advance payments of the premium tax credit and 

cost-sharing reductions.  We solicited comment on whether the information could be used by 

HHS to support any reporting necessary for monitoring, evaluation, and program integrity.  We 

solicited comment as to how this interaction can work as smoothly as possible and the scope of 
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information that should be transmitted among the relevant agencies. 

We further proposed that the information transmitted to issuers include the information 

necessary to enable the issuer of the QHP to implement or discontinue the implementation, or 

modify the level of an individual’s advance payment of the premium tax credit or cost-sharing 

reductions. 

We proposed to codify the reporting rules in sections 1311(d)(4)(I)(ii) through (iii) and 

1311 (d)(4)(J), which support the employer responsibility provisions of the Affordable Care Act. 

We proposed that when the Exchange determines that an applicant is eligible to receive advance 

payments of the premium tax credit based in part on a finding that his or her employer does not 

provide minimum essential coverage, or provides minimum essential coverage that is 

unaffordable as described in 26 CFR 1.36B-2(c)(3)(v) of the Treasury proposed rule, or does not 

meet the minimum value standard, as described in 26 CFR 1.36B-2(c)(3)(vi) of the Treasury 

proposed rule, the Exchange will provide this information to the Secretary of the Treasury.  We 

proposed that the Exchange transmit such applicant’s name and SSN to HHS, which will 

transmit it to the Secretary of the Treasury.   

In the event that an enrollee for whom advance payments of the premium tax credit are 

made or who is receiving cost-sharing reductions notifies the Exchange that he or she has 

changed employers, we proposed that the Exchange transmit the enrollee’s name and SSN to 

HHS, which will transmit it to the Treasury.  We also proposed that in the event an enrollee for 

whom advance payments of the premium tax credit are made or who is receiving cost-sharing 

reductions terminates coverage in a QHP through the Exchange during a benefit year, the 

Exchange transmit his or her name and SSN and the effective date of the termination of coverage 

to HHS, which will transmit it to the Treasury. We proposed that the Exchange will also transmit 
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his or her name and the effective date of the termination of coverage to his or her employer. 

Finally, we proposed that the Exchange must comply with the standards related to reconciliation 

of the advance payments of the premium tax credit specified in section 36B(f)(3) of the Code and 

26 CFR 1.36B-5 regarding reporting to the IRS and to taxpayers.   

Comment: We received a number of comments asking that we clarify how advance 

payments of the premium tax credit will be administered. Many comments suggested the use of 

electronic funds transfers, as well as electronic communications that are compatible with existing 

issuer infrastructure. Several commenters noted the importance of transparency and flexibility in 

establishing the standards regarding administration of the advance payment of the premium tax 

credit and cost-sharing reductions. Commenters suggested the need for further guidance on this 

topic.  

Response: In §155.340 of this final rule, we provide general standards for the exchange 

of information necessary for administration of advance payments of the premium tax credit and 

cost-sharing reductions, as well as to support the employer responsibility and reconciliation 

provisions of the Affordable Care Act. We anticipate providing more operational and procedural 

detail about these processes in future guidance. 

Comment: Several commenters recommended that the proposed §155.340(a) include a 

specific timeliness standard for the Exchange to transmit information to facilitate the 

administration of advance payments of the premium tax credit and cost-sharing reductions to the 

applicable QHP and HHS. Commenters recommended that the timeliness standard reflect the 

“real-time” expectation, but to provide for exceptions in instances when systems are not 

functioning properly. Some commenters suggested that the regulation specify that all 

transactions be completed within one business day from the initiating event (for example, the 
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completion of an eligibility determination). 

Response: In paragraph (d), we adopt, on an interim final basis, a timeliness standard that 

the Exchange must perform actions outlined in §155.340(a) to enable advance payment of 

premium tax credits and cost-sharing reductions “promptly and without undue delay.”  We also 

adopt this standard for transmission of information described in §155.340(b).  We intend to 

interpret this standard in future guidance. 

Comment: Several commenters raised various privacy concerns in response to proposed 

§155.340(b)(2) and §155.340(b)(3)(i) prescribing that the Exchange transmit information to HHS 

when an enrollee changes employers and in the event that an individual for whom advance 

payments of the premium tax credit are made or who is receiving cost-sharing reductions 

terminates coverage from a QHP through the Exchange during a benefit year. Some commenters 

raised concerns over the amount of burden placed on Exchanges to provide this information to 

HHS and the Secretary of Treasury. A large number of commenters suggested that the 

information provided be limited to a minimum amount of information, only name and taxpayer 

ID number. Many commenters recommended striking, “Social Security number,” and replacing 

it with, “taxpayer identification number.”  

Response: We codified the transactions specified in §155.340(b)(2) and §155.340(b)(3)(i) 

from section 1311(d)(4)(I) of the Affordable Care Act, which specifies that they include name 

and taxpayer identification number. Accordingly, we have replaced, “Social Security number,” 

with “taxpayer identification number.” We note that we have limited the information to be sent 

to HHS and to the Secretary of Treasury to be the information that is explicitly mentioned in 

section 1311(d)(4)(I). In addition, like all other activities related to personally identifiable 

information, the transactions specified in this section are subject to the privacy and security 
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protections specified in §155.260 of this final rule. Regarding concerns of burden on the 

Exchange, in addition to this being a statutory standard, we believe that this will largely be an 

automated process and that the submission of information to HHS and the Secretary of Treasury 

will not be overly burdensome. 

Comment: A number of commenters sought more guidance on how cost-sharing 

reductions will be implemented and monitored. Commenters suggested HHS provide flexibility 

and transparency in establishing standards related to cost-sharing reductions. 

Response: In §155.340 of this final rule, we specify that the Exchange will transmit 

information about an enrollee’s eligibility to his or her QHP issuer in order to enable the QHP 

issuer to provide the correct level of cost-sharing reductions. We intend to provide future 

guidance on this issue and identify what we interpret to be the minimally necessary information 

for this purpose. 

Summary of Regulatory Changes 

 We are finalizing the provisions proposed in §155.340 of the proposed rule, with the 

following modifications: in §155.340(a) we replaced the terms applicant and enrollee with tax 

filer in connection with advance payments of premium tax credits because the tax filer is the 

eligible person for that benefit; we have retained the use of the terms applicant and enrollee in 

connection with cost-sharing reductions because that statute does not limit eligibility for that 

benefit to tax filers or tax payers.  In §155.340(a)(2), we clarified that the Exchange must notify 

and transmit information necessary to enable the issuer of the QHP to implement, discontinue the 

implementation, or modify the level of an individual’s advance payments of the premium tax 

credit or cost-sharing reductions, as applicable.  In §155.340(b)(2) and (b)(3)(i) of this section, 

we removed the standard that the Exchange transmit the enrollee’s SSN and replaced it with 
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taxpayer identification number.  We also replaced the term “disenrolls” with “terminates 

coverage” to align with language used in §155.430 of this part.  We note that coverage 

terminations by the Exchange are limited to enrollment through the Exchange.  For a more 

detailed discussion, please see the comment and response for § 155.430.  We also add in 

paragraph (d) a timeliness standard for the transmissions of information described in paragraphs 

(a) and (b).   

j.  Coordination with Medicaid, CHIP, the Basic Health Program, and the Pre-Existing Condition 

Insurance Plan (§155.345) 

Based on comments and feedback to the proposed rule, we are revising the proposed rule 

to include paragraphs (a) and (g) of this section, and we are seeking comments on these 

provisions. 

In §155.345, we proposed standards for coordination across insurance affordability 

programs in order to implement a streamlined, simplified system for eligibility determinations 

and enrollment  as part of the implementation of section 1413 of the Affordable Care Act.  In this 

section, we also proposed standards for coordination between the Exchange and the Pre-Existing 

Condition Insurance Plan (PCIP), established in accordance with section 1101 of the Affordable 

Care Act.     

Specifically, we proposed that the Exchange enter into agreements with the State 

Medicaid or CHIP agencies as necessary to fulfill the Exchange responsibilities identified in this 

subpart. We proposed that as part of the eligibility determination process, the Exchange 

determine an applicant’s eligibility for Medicaid and CHIP, in accordance with standards 

described in §155.305 of this subpart, notify the State agency administering Medicaid or CHIP of 

that determination, and transmit relevant information necessary for the timely enrollment of the 
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eligible individual into coverage.  Upon making a determination of eligibility for Medicaid or 

CHIP, we indicated that the Exchange must also notify the applicant of the determination. We 

suggested that the Exchange may also facilitate delivery system and health plan selection for 

Medicaid and CHIP and solicited comments regarding whether and how this integration of 

delivery system selection could best work for the Exchange, Medicaid, and CHIP.   

We also proposed that the Exchange perform a “screen and refer” function for those 

applicants who may be eligible for Medicaid in a MAGI-exempt category or an applicant that is 

potentially eligible for Medicaid based on factors not otherwise considered in this subpart. We 

proposed that the Exchange transmit eligibility information related to such application to the 

applicable State agencies promptly and without undue delay.  In addition, we proposed that the 

Exchange provide advance payments of the premium tax credit and cost-sharing reductions to an 

individual who is found to be otherwise eligible while the agency administering Medicaid 

completes a more detailed determination.   

We also noted, based on our interpretation of proposed Treasury §1.36B-2(c)(2) 

published on the same day in the Federal Register, that an applicant who is referred to the 

Medicaid agency for additional screening and is enrolled in a QHP receiving advance payments 

of the premium tax credit in the interim would not be liable to repay advance payments if he or 

she is ultimately determined eligible for Medicaid and for any period of retroactive eligibility. 

We proposed that the Exchange provide an opportunity for an applicant who is not 

automatically referred to the State Medicaid agency for an eligibility determination to request a 

full screening of eligibility for Medicaid by such agency. We proposed that to the extent that an 

applicant requests such a determination, the Exchange will transmit the applicant’s information 

to the State Medicaid agency promptly and without undue delay.    
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We also proposed that the Exchange work with the agencies administering Medicaid and 

CHIP to establish procedures through which an application that is submitted directly to an 

agency administering Medicaid or CHIP initiates an eligibility determination for enrollment in a 

QHP, advance payments of the premium tax credit, and cost-sharing reductions.  In addition, we 

proposed that the Exchange utilize a secure, electronic interface for the exchange of data for the 

purpose of determining eligibility, including verifying whether an applicant requesting an 

eligibility determination for advance payments of the premium tax credit and cost-sharing 

reductions has been determined eligible for Medicaid or CHIP, and other functions specified 

under this subpart.  We also proposed that the Exchange utilize any model agreements 

established by HHS for the purpose of sharing data as described in this section.  We solicited 

comment as to the content of these model agreements. 

Finally, we proposed to develop procedures for the transition of PCIP enrollees to 

coverage in QHPs offered through the Exchanges to ensure that PCIP enrollees do not 

experience a lapse in coverage.  We solicited comment on additional responsibilities that should 

be assigned to an Exchange as part of this process, such as providing dedicated customer service 

staff for PCIP enrollees or actions that may accelerate or further streamline eligibility 

determinations for PCIP enrollees. 

Comment: A large number of commenters supported a streamlined and coordinated 

eligibility determination process for all insurance affordability programs.  A number of 

commenters also supported close alignment of policies between the Exchange and other 

insurance affordability programs to facilitate this streamlining and coordination.  Commenters 

supported the standard specified in proposed §155.345(a) that the Exchange enter into 

agreements with Medicaid and CHIP agencies.  A few commenters suggested that language be 
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added to regulation text to ensure that the Exchange eligibility determinations for Medicaid and 

CHIP comply with State plans and interpretive policies and procedures of the State agency or 

agencies administering the Medicaid or CHIP programs. 

Response: We believe that agreements between the Exchange and other insurance 

affordability programs are important for ensuring such alignment and coordination across 

programs.  We also note that in §155.300(b) of this final rule, we specify that, in general, 

references to Medicaid and CHIP regulations in this subpart refer to those regulations as 

implemented in accordance with policies and procedures as applied by the State Medicaid or 

State CHIP agency or as approved by the State Medicaid or State CHIP agency.  With that said, 

we have also added new §155.302 in this final rule that describes in greater detail the options 

available for configuring responsibilities related to eligibility determinations, which clarifies that 

there is an option under which the Exchange does not make Medicaid or CHIP eligibility 

determinations but is considered to be compliant with this final rule; in such situations, the State 

Medicaid and CHIP agencies exercise final control over eligibility determinations for Medicaid 

and CHIP for applications submitted to the Exchange. 

Additionally, we further clarify standards for coordination in §155.345(a) of this final 

rule to align with those outlined in the Medicaid final rule. Such standards are set to provide a 

clear delineation of responsibilities of each program to minimize burden on individuals, ensure 

prompt determinations of eligibility, enroll eligible individuals into the program promptly and 

without undue delay, and ensure compliance with the standards set forth in subpart D.  We 

encourage States to work closely across the Exchange, Medicaid, and CHIP to simplify and 

streamline eligibility processes to maximize efficiency and minimize administrative costs. 

874



  265 

In addition, in response to comments regarding coordinating policies across insurance 

affordability programs to avoid negative outcomes for consumers, we have added new 

155.345(f), which provides a special rule for the limited number of situations in which a tax 

filer’s household income, as defined in section 36B(d)(2) of the Code, is less than 100 percent of 

the FPL for the benefit year for which coverage is requested, the Exchange determines that the 

tax filer is not eligible for advance payments of the premium tax credit based on §155.305(f)(2), 

and one or more applicants in the tax filer’s household has been determined ineligible for 

Medicaid and CHIP based on income.  This provision describes that the Exchange must provide 

information and explanation to the applicant and tax filer in such situations; we clarify that this 

language is new text, but that it is a means to address gaps in eligibility rules and procedures.  

This provision will only have an impact after the Medicaid rule in 42 CFR 435.603(i) is applied, 

which specifies that the Medicaid agency will determine Medicaid eligibility using section 36B 

rules, which should result in Medicaid eligibility in most cases.  As such, we believe that the 

provision in paragraph (f) will be used in a very limited set of cases, but will ensure individuals 

are not affected by gaps in eligibility rules.  

Comment: Several commenters highlighted the importance of coordinating eligibility and 

enrollment for individuals who are determined eligible for Medicaid based on factors other than 

MAGI, for example those qualifying based on disability status. Many commenters to the 

proposed rule expressed concern that the Exchange standards in proposed §155.345(b) through 

(d), which relate to those individuals potentially eligible for Medicaid based on factors not 

otherwise mentioned in this subpart were overly vague.  Commenters requested that HHS 

provide further details and guidance on the “basic screening” standard specified in proposed 

paragraph §155.345(b)(1).  Several commenters urged HHS to strengthen the standard and others 
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suggested the Exchange should ask a question or a set of questions to assess whether a person is 

eligible for Medicaid on a non-MAGI basis. Some commenters suggested striking a balance 

between gathering relevant information and not overburdening applicants with unnecessary 

questions.  A few commenters suggested that States implement oversight mechanisms and 

protections to ensure that each applicant is directed to the most comprehensive benefits package 

to which he or she is entitled. 

Response: We clarified that the Exchange must assess the information provided by the 

applicant on his or her application to determine whether he or she is potentially eligible for 

Medicaid based on factors not otherwise considered in this subpart.  We believe the term 

“screening” may have been misleading as the intention of the provision was to simply check the 

application for an indication that an applicant may be potentially eligible for Medicaid based on 

factors not otherwise considered, such as disability or age.  We appreciate commenters’ concerns 

that the Exchange only gather relevant information and not overburden applicants, and we 

believe that this approach will meet these standards.   

Comment:  Many commenters raised concerns that individuals may be unaware of 

coverage that may be available to them and suggested that HHS clarify how an individual who is 

not found eligible for Medicaid based on MAGI will be notified of the opportunity to request a 

full eligibility determination for Medicaid.  One commenter suggested that we provide example 

scenarios in the final rule to show when an applicant may be determined ineligible in a screening 

but eligible after a full screening. Another commenter suggested the basic screening on factors 

other than MAGI could be confused as an eligibility determination. Some commenters suggested 

amending language in proposed §155.345(c) such that the Exchange must notify applicants of 

the Medicaid programs that may be available to them so the applicant can request an appropriate 
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determination of Medicaid eligibility from the State agency.  

Response: To address this concern, in §155.345(b) of this final rule, we specify that the 

Exchange will assess the information provided by the applicant on his or her application to 

determine whether he or she is potentially eligible for Medicaid based on factors other than 

MAGI. While not every individual who is potentially eligible for Medicaid based on non-MAGI 

factors will be identified through the assessment in §155.345(b), we believe that this provision 

will help identify a substantial portion of those individuals.  

We also clarify in §155.345(c) of this final rule that the Exchange will notify an applicant 

of his or her opportunity to request a full determination of eligibility for Medicaid and provide 

the applicant such opportunity.  We anticipate that Exchanges will work with State Medicaid 

agencies to craft notice text that reflects the options available in specific States for Medicaid 

eligibility based on factors other than MAGI. We have added to paragraph §155.345(d) that the 

Exchange must notify the applicant during the application process that his or her application has 

been transmitted to the State Medicaid agency.  We anticipate that such notices will be the 

subject of future guidance. 

Comment:  Many commenters highlighted the importance of seamless transmissions 

between coverage programs.  Some commenters suggested clarifying, “promptly and without 

undue delay,” and adding language providing that the Exchange must transmit the relevant 

information within 24 hours.  A few commenters suggested that HHS establish standards for the 

State Medicaid agency to follow up on referrals it receives from the Exchange. 

Response: We believe it would be more appropriate to interpret such a standard in 

guidance, which will allow it to evolve with technology and supporting business processes.  

Comment: A few commenters also recommended aligning with Medicaid language to 
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clarify that relevant information transmitted to Medicaid or CHIP agencies includes the 

electronic account containing the finding of Medicaid or CHIP eligibility, all information 

provided on the application, and any information obtained or verified by the Exchange in making 

such a finding. 

Response:  We adopt the following standard to implement such a standard:  the Exchange 

must transmit all information provided on the application and any information obtained or 

verified by, the Exchange to the State Medicaid agency. As discussed in more detail above, this 

Exchange final rule does not use the term “electronic account” but we believe that the scope of 

our standard appropriately aligns with the language in the Medicaid final rule on this point. 

Comment: The majority of commenters supported the standard to provide advance 

payments of the premium tax credit to individuals seeking a determination of Medicaid 

eligibility on a basis other than MAGI until the State Medicaid agency notifies the Exchange that 

the applicant is eligible for Medicaid.  Commenters highlighted that this standard encourages 

applicants to obtain the most comprehensive coverage for which they are eligible. Commenters 

also noted this standard is vital to ensuring that consumers have access to continuous health 

coverage while they navigate the eligibility and enrollment process in their State. One 

commenter recommended that applicants be able to waive enrollment in a QHP while awaiting a 

Medicaid/CHIP determination. 

Response: We maintain this provision in the final rule. We clarify that this provision 

applies both when an applicant has not been determined eligible for Medicaid based on MAGI 

and either is referred by the Exchange to the State Medicaid agency based on screening, or 

requests a full Medicaid eligibility determination. We also clarify that an applicant is never 

required to enroll in a QHP while a full Medicaid determination is underway; the Exchange must 
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provide eligibility, but it is the choice of the applicant whether to actually select a QHP.  We also 

clarify that this provision would apply only to the extent that the responsibility to conduct a 

determination for Medicaid eligibility on bases other than MAGI has not been delegated to the 

Exchange, through an agreement between the Exchange and the State Medicaid agency.  

Comment: A few commenters said that the proposed process in §155.345(d) for 

applications submitted directly to Medicaid, CHIP, or BHP was vague and should be clarified to 

specify that such agencies will screen applicants to determine whether they are eligible for 

enrollment in a QHP with or without advance payments of the premium tax credit and cost-

sharing reductions, and then “enroll” eligible applicants. Many commenters supported the 

provisions in proposed §155.345(d) that specified that an Exchange may not be required to 

duplicate any eligibility or verification findings that have already been made by agencies 

administering Medicaid, CHIP, or the BHP, where applicable.  A few commenters suggested that 

language be added to clarify that Exchanges are not permitted, not simply “not required,” to 

duplicate eligibility and verification findings made by the Medicaid or CHIP agency 

Response: In §155.345(g) of this final rule, we clarify our intention to maintain a 

streamlined eligibility determination process for consumers. Consistent with the Medicaid final 

rule, we add standards for how agencies administering Medicaid, CHIP, and BHP will transmit 

an application to the Exchange and how the Exchange will take the necessary steps to process 

such applications. We note that the Medicaid final rule provides additional information regarding 

the responsibilities of the Medicaid agency with regards to applications submitted directly to 

Medicaid. In §155.345(g)(2), we clarify that the Exchange must not duplicate any eligibility and 

verification findings already made by the transmitting agency, to the extent such findings are 

made in accordance with this subpart and in §155.345(g)(3). We also clarify that the Exchange 
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must not request information or documentation from the individual already provided to 

Medicaid, CHIP, or BHP that was included in the transmission to the Exchange. Additionally, in 

§155.345(g)(6) of this final rule, we specify that the Exchange must provide for following a 

streamlined process for eligibility determinations regardless of the agency that initially received 

an application.  This provision is intended to ensure that an application that is submitted to a 

State Medicaid or CHIP agency follows the same processes for a complete MAGI-based 

determination of eligibility to enroll in a QHP, advance payments of the premium tax credit, and 

cost-sharing reductions.  

Comment: Commenters supported the provisions in proposed §155.345(e) to use of a 

secure electronic interface to transmit data among the various agencies responsible for 

determining eligibility for the insurance affordability programs.  

Response: We maintain these provisions in the final rule. In addition to these standards, 

we have also further specified standards for data sharing in §155.260 in this final rule. More 

information can be found in the responses to comments found in that section. 

Comment: Several commenters requested guidance or standards in proposed §155.345(i) 

regarding the transition of Pre-existing Condition Insurance Plan (PCIP) enrollees into the 

Exchange, and many commenters provided specific suggestions as to what this guidance should 

consider. Some specific recommendations provided include that the Exchange should develop an 

agreement with PCIP; the Exchange and PCIP should coordinate to develop a letter informing 

PCIP enrollees of what they need to do to transition to the Exchange; customer service resources 

should be dedicated and trained to assist these enrollees to transition smoothly; and others 

provided recommendations regarding outreach, education, and information that should be 

provided to PCIP enrollees, frequently citing provider directories as an example of information 
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that needs to be clearly provided to PCIP enrollees. Some commenters recommended that 

information be transferred between the PCIP and Exchange programs to reduce the need for the 

Exchange to request duplicative information from PCIP enrollees and to ease their transition into 

the Exchange.   

Several commenters emphasized that flexibility be given to States to accommodate the 

transition of PCIP enrollees due to concerns related to the influx of large numbers of high-risk 

people. Some of these commenters recommended that HHS consider allowing the Exchange to 

transition PCIP enrollees into 2014 and years beyond. One commenter recommended that the 

Federal government should not assign specific responsibilities to State-operated Exchanges 

relating to transitioning PCIP enrollees into Exchanges, while another commenter suggested that 

HHS evaluate mechanisms to ensure that a distribution of enrollees is balanced among QHPs in 

the Exchange. 

Response: We will consider these comments as we develop future guidance to support a 

smooth transition of PCIP enrollees into the Exchange that minimizes disruption in the insurance 

marketplace to the greatest extent possible, while also ensuring that this population has access to 

affordable, high-quality health insurance.   

Summary of Regulatory Changes 

 We are finalizing the provisions proposed in §155.345 of the proposed rule, with several 

modifications: in §155.345(a), we clarified that the Exchange must provide HHS with copies of 

any agreements made with other agencies administering insurance affordability programs upon 

request. We clarified that agreements must include a clear delineation of the responsibilities of 

each program to minimize burden on individuals, ensure prompt determinations of eligibility and 

enrollment, including redeterminations, and ensure compliance with paragraphs (c), (d), (e), and 
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(g) of this section. We also modified language in §155.345(b) to specify that for an applicant 

who is not eligible for Medicaid based on the standards specified in §155.305 of this subpart, the 

Exchange must assess the information provided on the application to determine whether he or 

she is potentially eligible for Medicaid based on factors included in the streamlined application, 

but not otherwise considered in this subpart.  

 In §155.345(c) of this final rule, we added that the Exchange must provide, and notify an 

applicant of, the opportunity to request a full determination of eligibility for Medicaid.  We also 

add that the Exchange must provide notification and opportunity for a full determination of 

eligibility for Medicaid when making a determination in accordance with §155.330 and §155. 

335.  We modified language in §155.345(d) to specify that if the Exchange identifies an 

applicant as potentially eligible for Medicaid or an applicant requests a full determination for 

Medicaid, the Exchange must transmit all information provided on the application and any 

information obtained or verified by the Exchange to the State Medicaid agency promptly and 

without undue delay.  

 In addition, we clarified language in §155.345(e) to provide that if an applicant potentially 

eligible for Medicaid is otherwise eligible for advance payments of the premium tax credit and 

cost-sharing reductions, the Exchange must provide the applicant with such advance payments of 

the premium tax credit or cost-sharing reductions until Medicaid notifies the Exchange that the 

applicant is eligible for Medicaid. We amended §155.345(f) to add a special rule to address 

situations in which a tax filer’s household income is below 100 percent of the FPL for the benefit 

year for which coverage is requested, the tax filer is not eligible for advance payments of the 

premium tax credit based on §155.305(f)(2), and one or more applicants in the tax filer’s 

household is ineligible for Medicaid and CHIP based on income, in which case the Exchange 
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must provide the income information used in the Medicaid and CHIP determination to the 

applicant, and then repeat the verification process. We modified §155.345(g)(1) to include the 

standards set forth in the Medicaid final rule and outline that the Exchange must-- (1) Accept, via 

secure electronic interface, all information provided on the application and any information 

obtained or verified by, the agency administering Medicaid, CHIP, or the BHP, if a BHP is 

operating in the service area of the Exchange, for the individual, and not require submission of 

another application; (2) not duplicate any eligibility and verification findings already made by 

the transmitting agency, to the extent such findings are made in accordance with this subpart; (3) 

not request information or documentation from the individual already provided to another 

insurance affordability program; (4) promptly and without undue delay determine eligibility of 

the individual for enrollment in a QHP, advance payments of the premium tax credit and cost-

sharing reductions, in accordance with this subpart; and (5) provide for following a streamlined 

process for eligibility determinations regardless of the agency that initially received an 

application.  Additionally, we renumbered paragraphs (c) through (i) to account for the changes 

described above.  

 We also made two technical corrections. First, we amended the phrase “providing advance 

payments of the premium tax credit” to “providing eligibility for advance payments of the 

premium tax credit”. Second, we changed, “Pre-Existing Condition Insurance Program” to “Pre-

Existing Condition Insurance Plan” to match the actual name of the plan. 

k.  Special eligibility standards and process for Indians (§155.350) 

In accordance with section 1402(d)(1) of the Affordable Care Act, in §155.350(a), we 

proposed that the Exchange determine eligibility for cost-sharing reductions for an applicant who 

is an Indian if he or she meets the standards related to eligibility for enrollment in a QHP and has 
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household income that does not exceed 300 percent of the FPL.  We also proposed to clarify that 

the Exchange may only provide cost-sharing reductions to an individual who is an Indian if he or 

she is enrolled in a QHP.  In addition, in §155.350(b) we provided that the Exchange must 

determine an applicant eligible for the special Indian cost-sharing rule in accordance with section 

1402(d)(2) of the Affordable Care Act if he or she is an Indian, without requiring the applicant to 

request an eligibility determination that provides for collection or verification of income.   

We further proposed a two-phase process by which the Exchange must verify an 

individual’s attestation that he or she is an Indian for purposes of determining whether he or she 

qualifies for these cost-sharing rules.  In paragraph (c)(1), we proposed that the Exchange must 

verify an applicant’s attestation that he or she is an Indian if an applicant submits satisfactory 

documentation to support their attestation of citizenship or lawful presence in accordance with 

§155.315(e). In paragraph (c)(2), we proposed that the Exchange must rely on any available 

electronic data sources that have been authorized by HHS. Lastly, if the process under (c)(1) 

does not occur or data sources are unavailable, the individual is not represented in the source, or 

the source is not reasonably compatible with the applicant’s attestation, we proposed that the 

Exchange follow the standard inconsistency procedures under §155.315(e). We solicited 

comment on the availability and usability of electronic data sources, as well as best practices for 

accepting and verifying documentation related to Indian status.   

Comment: One commenter sought clarification about proposed §155.350(b), which 

codifies section 1402(d)(2) of the Affordable Care Act. The commenter noted that this section 

appears to apply only to those services received at the IHS, and the commenter asked if it also 

applies to referrals to outside specialists, etc. The commenter further suggested that the proposed 

regulations appear to go beyond what the statute asks and recommends that the special cost-
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sharing provisions be limited to those services furnished through Indian Health Providers. 

Response: Our intent is to adhere to the statute. In accordance with section 1402(d)(2) of 

the Affordable Care Act, the cost-sharing rule described in §155.350(b) of this final rule is 

limited to only to an item or service furnished directly by the Indian Health Service, an Indian 

Tribe, Tribal Organization, or Urban Indian Organization or through referral under contract 

health services. 

Comment: Several commenters generally requested that all applicants and potential 

applicants be given notice that there may be benefits and protections that apply if the applicant is 

an Indian. One commenter recommended that determining Indian status should be a one-time 

occurrence, and the commenter further requested that any data matching system used to identify 

eligible American Indians or Alaska Natives should only provide information essential to 

establish whether an individual is an Indian in order to protect the privacy of the individual from 

unwarranted intrusions. The commenter acknowledged that there will be cases in which further 

verification is necessary or where there is a gap in information available through data matching, 

and that there should be other vehicles by which an individual can establish qualifications for 

benefits and protections as an American Indian or Alaska Native. Another commenter suggested 

that any reasonable documentation be accepted, and lists a number of potential documents that 

would satisfy this policy. One commenter recommended that Indians with tribal enrollment cards 

should be able to submit their tribal enrollment number on their application.  

Response: We anticipate that verification of Indian status for purposes of determining 

eligibility for Exchange-related benefits will only be a one-time occurrence for applicants. 

Additionally, the utilization of any electronic data sources for purposes of verification of Indian 

status will be subject to the privacy and security standards outlined in §155.260 and §155.270 of 
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this final rule, as is the case for all data acquired and used by the Exchange in the eligibility 

determination process. Lastly, under §155.350(c)(3) of this final rule, we reference section 

1903(x)(3)(B)(v) of the Act for standards for acceptable documentation, which includes 

documents issued by Federally-recognized tribes. These standards for acceptable documentation 

provide uniformity in process for applicants claiming Indian status. 

Comment: A few commenters recommended that the Exchange accept self-attestation for 

verification of Indian status, stating that self-attestation should be sufficient if the application 

questions are framed in a way that can be used to determine eligibility. One commenter 

suggested that verification of Indian status only be conducted when there are inconsistencies that 

cannot be resolved through simple explanation and attestation by the individual, or if there is 

some indication of fraud on the part of the individual, and further recommended that if electronic 

data sources are utilized to verify Indian status, that the only appropriate data source is the 

registration database used by Indian Tribe, Tribal Organization, or Urban Indian Organization 

programs. 

Response: We are maintaining the verification process described under §155.350 in this 

final rule. This verification is tied to a full exemption from cost-sharing, which could involve a 

substantial expenditure for the Federal government; consequently, we are specifying a more 

stringent process for verification though we note that §155.315(h) allows the Exchange 

flexibility to modify this and other verification processes with HHS approval. In addition, we 

note that the documentation process described under §155.350(c)(3) is similar to the 

documentation process utilized by the IHS when determining eligibility for American 

Indians/Alaska Natives who seek services at IHS facilities. The standard for Exchanges is 

slightly different from the standard for such services, however, which means that the registration 
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database for Indian Tribe, Tribal Organization, or Urban Indian Organization programs may not 

be a one-to-one match. With that in mind, we are working closely with the IHS and intend to 

work with States and tribes to determine whether and how electronic data can support this 

process. 

Comment: Several commenters recommended that American Indians be determined 

eligible for advance payments of the premium tax credit and cost-sharing reductions through the 

Exchange even if they have access to qualifying coverage in an eligible employer-sponsored 

plan, notably because cost-sharing may be more costly for the employer-sponsored plan in 

comparison to that for a QHP through the Exchange given the special cost-sharing benefits 

provided for Indians under section 1402(d) of the Affordable Care Act. Other commenters 

recommended that American Indians under 300 percent of the FPL should be exempt from both 

cost-sharing and premiums for QHPs through the Exchange. 

Response: The comment regarding eligibility for advance payments of the premium tax 

credit and cost-sharing reductions based on eligibility for qualifying coverage in an eligible 

employer-sponsored plan is addressed in responses associated with §155.320(e). Additionally, in 

accordance with section 1302(c)(3) of the Affordable Care Act, the definition of “cost-sharing” 

as provided does not include premiums; therefore, HHS does not interpret this statutory 

provision to say that the special cost-sharing benefits provided to Indians under section 1402 of 

the Affordable Care Act includes an exemption from premiums for a QHP through the 

Exchange. Nothing in this final rule impacts an Indian’s ability to access IHS facilities at no 

cost-sharing. 

Summary of Regulatory Changes 

 For the reasons described in the proposed rule and considering the comments received, we 
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are finalizing the provisions proposed in §155.350 of the proposed rule, with the following 

modifications: in paragraph (a)(1)(i), we clarify that in accordance with section 1402(f)(2) of the 

Affordable Care Act, an applicant must be eligible for advance payments of the premium tax 

credit in order to receive cost-sharing reductions based in part on household income.  In 

paragraph (a)(1)(ii), we add a citation to clarify that for purposes of cost-sharing reductions 

under  paragraph (a)(1), household income is defined in section 36B(d)(2) of the Code and FPL 

is defined in section 36B(d)(3) of the Code.  

l.  Right to appeal (§155.355) 

 In §155.355, we proposed that an individual may appeal any eligibility determination or 

redetermination made by the Exchange, including determinations of eligibility for enrollment in 

a QHP, advance payments of the premium tax credit, and cost-sharing reductions.  We noted that 

we intend to propose the details of the individual eligibility appeals processes, including 

standards for the Federal appeals process, in future rulemaking. 

Comment:  We received a number of comments in support of our proposal that the 

Exchange must provide a notice of the right to appeal and instructions on how to file an appeal of 

any aspect of an eligibility determination in accordance with proposed §155.310(g), §155.330(d), 

or §155.335(g).  However, several commenters recommended that we provide greater detail 

around the appeals process in the final rule, including specific standards for the notice, 

coordination or integration with the Medicaid and CHIP appeals processes, and alignment of 

standards with Medicaid.   

Response:  We acknowledge the importance of providing greater detail regarding the 

appeals process, and will do so in future rulemaking. 

 

888



  279 

Summary of Regulatory Changes 

 We are finalizing the provisions proposed in §155.355 of the proposed rule, with the 

following technical modifications: in paragraph (a), we added “eligibility” to describe the 

determination notice.  We also edited the references to other sections of subpart D to account for 

renumbering. 

5. Subpart E – Exchange Functions in the Individual Market: Enrollment in Qualified Health 

Plans 

In subpart E, we outline the initial, annual, and special enrollment periods as well as the 

enrollment process and the termination of coverage process.  

a. Enrollment of qualified individuals into QHPs (§155.400). 

In §155.400, we proposed that the Exchange must: (1) accept a QHP selection from an 

applicant who is determined eligible for enrollment in a QHP; (2) notify the issuer of the 

applicant’s selected QHP; and (3) transmit information necessary to enable the QHP issuer to 

enroll the applicant.  We also proposed that the Exchange send QHP issuers enrollment 

information on a timely basis, and sought comment as to whether we should establish a specific 

frequency for enrollment transactions, such as in real time or daily, in our final rule.  Finally, to 

ensure that the Exchange and QHP issuers have identical plan enrollment records, we proposed 

that the Exchange maintain records of enrollment, submit enrollment information to HHS, and 

reconcile the enrollment files with the QHP issuers no less than monthly.   

Comment: With respect to proposed §155.400(a), several commenters recommended 

adding the limitation that the Exchange transmit “only” information necessary to effectuate 

enrollment. Commenters further recommended HHS identify the information that Exchanges 

should transmit to QHP issuers. 
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Response: We outline the limitations for information the Exchange may collect, use or 

receive in §155.260 of this final rule, which addresses privacy and security of information. 

Across all functions, the Exchange will only acquire, maintain, and disclose information that is 

necessary for Exchange operations.  Specific data elements for transmission to QHP issuers will 

be identified at a later date.  

Comment:  One commenter recommended allowing Exchanges to contract with safety 

net providers to conduct enrollment activities, similar to the activities they perform for Medicaid. 

Response:  In general, the Exchange has discretion to contract with an eligible 

contracting entity to perform Exchange functions on its behalf, as outlined in §155.110 of this 

final rule. Furthermore, §155.210(c)(2)(viii) of this final rule allows for “other public or private 

entities that meet the standards of this section,” to serve as Navigators, including “State or local 

human service agencies.”  

Comment:  One commenter encouraged the Exchanges to initiate what it referred to as a 

preliminary "pipeline" reporting under proposed §155.400(a), so that QHP issuers would have a 

sense of the enrollment volume they might expect over the next month, particularly during, and 

leading up to open enrollment periods. 

Response: Exchanges have the flexibility to notify QHP issuers of the number of 

individuals who have received eligibility determinations for coverage through the Exchange, as 

well as to work with QHP issuers to define other operational communications that would 

streamline administration. We do not believe it is necessary or within statutory authority for 

Exchanges to share any personally identifiable information with QHPs about individuals who 

have not selected the QHP issuer’s offering. 
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Comment: Several commenters noted that the success of health reform hinges on 

individuals’ ability to easily enroll in, and retain coverage. They generally recommended 

instituting enrollment processes that do not overburden individuals with paperwork and 

documentation.  

Response: We believe the streamlined application discussed in §155.405 and the Internet 

Web site discussed in §155.205 of this final rule will help to achieve a streamlined process for all 

applicants.  In addition, in §155.315(g) of this final rule, we codify a provision of the Affordable 

Care Act that specifies that an applicant does not have to provide information beyond the 

minimum necessary to support the eligibility and enrollment process. 

Comment: One commenter recommended that QHP issuers be responsible for the 

enrollment of participants in the Exchange in accordance with proposed §155.400(a), since they 

currently facilitate the enrollment process, and will continue to do so for products outside of the 

Exchange.  

Response:  Prior to enrollment by the QHP issuer, the Exchange will need to transmit 

enrollment information to the QHP issuer because the individual must have an eligibility 

determination for coverage, and, if interested, for advance payments of the premium tax credit 

and cost-sharing reductions. Furthermore, the Exchange must report enrollment information to 

HHS in order to initiate advance payments of the premium tax credit and cost-sharing reductions. 

Once enrollment information has been provided by the Exchange, the QHP issuer is ultimately 

responsible for effectuating enrollment.  

Comment:  One commenter noted that the proposed provision in §155.400(a)(2) for  the 

Exchange to transmit information necessary to enable the QHP issuer to enroll the applicant, 

appears to be inconsistent with the proposed §155.205(b)(6), now redesignated in this final rule 
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as §155.205(b)(5), which established that the Exchange Web site must have the capacity to allow 

enrollment.  The commenter asked HHS to clarify whether these are intended as alternatives.   

Response:  We have clarified language in this final rule at §155.205(b)(5) to ensure that 

the Exchange Web site allows consumers to make a QHP selection, thereby initiating the 

enrollment process. Section 155.400(a)(2) of this final rule describes the subsequent step in the 

enrollment process, and establishes that Exchanges must transmit the QHP selection to the 

appropriate QHP issuer.  

Comments:  Many commenters requested clarification on the definition of a “timely” 

transmittal of enrollment information from the Exchange to QHP issuers, as discussed in 

proposed §155.400(b)(1). Some suggested specifying “daily,” “real-time,” or leaving the 

definition to State flexibility.   

Response:  In this final rule, we have modified the regulatory text in §155.400(b)(1) to be 

consistent §155.340(d), which states that Exchanges must send eligibility information to both 

QHP issuers and to HHS promptly and without undue delay. We expect Exchanges will send 

each QHP issuer an automated file of applicable eligibility and enrollment transactions, and 

simply include HHS on the transmission. HHS will issue future guidance outlining standards and 

timing for these transmissions. We further expect Exchanges to use the monthly reconciliation 

standards outlined in §155.400(c) and §155.400(d) to ensure consistency in enrollment records.  

Comment: A few health insurance issuers cautioned that the QHP issuer's 

acknowledgement of the receipt of an enrollment transaction under proposed §155.400(b)(2) is 

not a confirmation that the information is complete. The commenters stated that it should be the 

responsibility of the Exchange to ensure that the eligibility and enrollment information being 

sent to the QHP issuer is complete and accurate. One commenter recommended a strong file 

validation protocol, so that any incomplete or conflicting records were identified prior to submission.  
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Response: The intent of the acknowledgement standard in §155.400(b)(2) is to ensure 

that QHP issuers accept responsibility for completing an individual’s enrollment. We expect 

Exchanges will establish a process by which the QHP issuer signifies that it has received 

complete and accurate enrollment information, and if it does not, promptly notifies the Exchange 

that the information is insufficient to complete enrollment.   

Comment: One commenter recommended that QHP issuers acknowledge the receipt of 

eligibility and enrollment information, as described in proposed §155.400(b)(2), to both the 

Exchange and the applicant, while one health insurance issuer recommended that State laws 

govern communication between QHP issuers and enrollees. 

Response:  We clarify in part 156 the information that QHP issuers must provide to 

enrollees.  As finalized in §156.260(b), the QHP issuer must provide notice of the effective date 

of coverage and must provide new enrollees an enrollment information package as an 

acknowledgement of enrollment as described in §156.265(e). However, we note that Exchanges 

may apply additional rules to ensure an optimal consumer experience, such as notifying the 

applicant that the Exchange has transmitted enrollment information to the QHP issuer.  

Comments:  Several commenters requested clarification on reporting standards under 

proposed §155.400(c), including timing, format, and content. Some commenters requested that 

the HHS reporting standard be omitted. One State agency recommended that State regulators 

have unfettered access to all data sets used for and by Exchanges. 

Response:  As noted above, HHS plans to provide guidance on timing, format, and 

content of the enrollment information transmissions required under §155.400 of this final rule. 

We have removed the standard in proposed §155.400(c) for Exchanges to submit enrollment 

information to HHS on a monthly basis, because §155.400(b)(2) of this final rule directs 
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Exchanges to send eligibility and enrollment information to HHS “promptly and without undue 

delay.” With respect to the comment on the ability of State regulators to have access to all data 

collected and used by Exchanges, we note that data sets that contain personally identifiable 

information, and that are used by an Exchange while the Exchange is fulfilling its responsibilities 

in accordance with §155.200(c), may only be disclosed if such disclosure is consistent with 

§155.260. Disclosures for other purposes must be consistent with applicable Federal and State 

laws.  

Comment:  For the reporting and reconciliation standards outlined in proposed 

§155.400(c) and §155.400(d), one commenter requested clarification to ensure that Exchanges 

may collect monthly enrollment and termination data directly from insurers. The commenter 

sought to eliminate the need for the Exchange to collect this information on a case by case basis, 

compile it, and then reconcile it with issuers; all activities that the commenter stated are not 

feasible under a free market model where the Exchange Web site may not be tracking 

individual's coverage choices. 

Response:  Per subpart D of both the proposed and final rules, the Exchange must make a 

determination of an individual’s eligibility in order for a person to enroll in a QHP through the 

Exchange. In addition, per §155.340(a), the Exchange must know which QHP a qualified 

individual has selected in order to make any advance payments of the premium tax credit. We do 

not believe that collection of enrollment data from issuers on a monthly basis would be sufficient 

to meet these standards, and therefore maintain the policy in §155.400 of this final rule.  

Comment:  Most commenters supported a minimum monthly reconciliation under 

§155.400(d), as long as Exchanges retained flexibility to reconcile more frequently. One health 
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insurance issuer recommended reconciling only the cases with changes on a more frequent basis, 

while reconciling the full case load on a quarterly basis.  

Response: In this final rule, we maintain the requirement in §155.400(d) for monthly 

reconciliation, and require Exchanges to reconcile enrollment information with HHS in addition 

to QHP issuers. Exchanges have flexibility to reconcile some or all cases more frequently. We 

expect that Exchanges will work to minimize enrollment discrepancies, to automate 

reconciliation where possible, and to streamline any manual reconciliation activities that remain 

necessary. 

Summary of Regulatory Changes 

 We are finalizing the standards proposed in §155.400 of the proposed rule with the 

following modifications: in §155.400(b) regarding the timing of data exchanges, we specify in 

the final rule that the Exchange must send enrollment information to both QHP issuers and HHS 

promptly and without undue delay. In §155.400(c) we remove the standard that Exchanges 

submit enrollment information to HHS on a monthly basis. In §155.400(d), we establish that 

Exchanges must reconcile enrollment information with both QHP issuers and HHS no less than 

on a monthly basis. We also made a few non-substantive edits to streamline the regulatory text. 

b. Single streamlined application (§155.405)  

 In §155.405, we proposed to codify that a QHP issuer must use the single streamlined 

application for qualified individuals and employers to enroll in QHPs through the Exchange.  We 

also offered States the option to develop an alternative application, subject to approval by HHS. 

We sought comment regarding whether we should establish that applicants do not have to answer 

questions that are not pertinent to the eligibility and enrollment process.    

 We further proposed that the Exchange must accept applications from multiple sources 
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including the applicant, an authorized representative (as defined by State law), or someone acting 

responsibly for the applicant; and that an individual must be able to file an application online, by 

telephone, by mail, or in person. We solicited comment on whether an individual must be able to 

file an application in person.  

 Comment:  A handful of commenters urged that the application described in proposed 

§155.405(a) enable eligibility determinations for other human services programs such as the 

Supplemental Nutritional Assistance Program (SNAP) and Temporary Assistance for Needy 

Families (TANF) in addition to Medicaid, CHIP, and BHP.  

 Response: In this final rule, we are only establishing that the application support 

eligibility for Exchange coverage and insurance affordability programs. With that said, States 

can decide to use HHS-approved alternative applications that include human services programs.   

 Comment:  Some commenters suggested that all States should use the HHS-created 

application and requested that we strike proposed §155.405(b) from this section, which pertains 

to alternative applications. Issuers were concerned that they could be subjected to too much 

variation in Exchange applications. Other commenters supported our proposal to give States 

flexibility to create an alternative application should they desire. 

 Response:  Section 1413(b)(1)(B) of the Affordable Care Act directs HHS to allow a 

State to develop and use its application, subject to compliance with standards. We do not believe 

that variations in applications will place a burden on QHP issuers since the necessary enrollment 

information will be consistent across Exchanges. In addition, we reiterate our position in the 

proposed rule that the single streamlined application has been developed to meet the requirement 

for a uniform enrollment form, as set forth in section 1311(c)(1)(F) of the Affordable Care Act. 

We further clarify that the single streamlined application, or an HHS-approved Exchange 
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alternative application, must be used for enrollment in a QHP through the Exchange only. Per 

§156.265 of the final rule, a QHP can satisfy the standard regarding use of the single streamlined 

application by directing the individual to file the single streamlined application with the 

Exchange, or ensuring the applicant received an eligibility determination for coverage through 

the Exchange through the Exchange Internet Web site. 

 Comment:  Numerous commenters urged HHS to add language to proposed §155.405 

stating that the standard single streamlined application should not include questions that are not 

pertinent to the eligibility and enrollment process. Other commenters wanted to ensure that the 

application will collect demographic information beyond what is established in the statute.  

 Response:  The Exchange eligibility proposed rule and this final rule at §155.315(g) 

prohibit Exchanges from requiring information beyond the minimum necessary to support 

eligibility determinations for the Exchange and insurance affordability programs. This provision 

limits  the application to information that is pertinent to the eligibility and enrollment process. 

 Comment:  Numerous commenters expressed support for allowing an applicant to file an 

application in person, as described in the preamble to §155.405 in the proposed rule. A handful 

of commenters also urged HHS to go further and establish that Exchanges must allow individuals 

to submit, change, or renew coverage at numerous locations, including social service offices, 

welfare offices, community-based organizations, and any other pathway that accepts applications 

for government health benefit programs. Some commenters expressed concern that the proposed 

regulation did not ensure effective communication for individuals with disabilities because it did 

not provide for  assistance when filing an application in person. Other commenters suggested 

that HHS establish that Exchanges must provide in-person assistance in a number of different 

locations throughout States. 
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 Response:  We are maintaining the standard that applicants should be able to file an 

application for an eligibility determination through the Exchange and other insurance 

affordability programs in person. We have added to regulation text in §155.405(c)(2)(iv) to 

establish that the facilities where someone files an application in person comply with the 

Americans with Disabilities Act. However, Exchanges have the flexibility to determine the 

venues at which applicants may file in person, which will allow Exchanges to configure staffing 

to meet the specific characteristics of each State. We encourage Exchanges to consider allowing 

enrollees to submit changes or complete the annual redetermination process at an in-person 

location. We are not, however, amending this in the final rule. 

 Comment:  A handful of commenters suggested that an Exchange could fulfill the 

standard to accept applications in person in accordance with proposed §155.405(c)(2) through its 

Navigator program. These commenters stated that in-person assistance may be burdensome for 

the States, but Navigators are a natural venue for such assistance. 

 Response:  An Exchange has flexibility in how it structures it Navigator program and 

may use such a program to meet the standard for in-person application filing and to provide 

assistance to individuals applying for coverage through the Exchange. 

 Comment:  Some commenters requested that the application provide meaningful access 

for individuals who are LEP, provide effective communication for individuals with disabilities, 

and also that the application be translated into a number of different languages.  Some 

commenters recommended the application be translated into no fewer than 15 languages. 

 Response:  We address meaningful access issues and concerns in §155.205(c) as well as 

in §155.230(b) of this final rule. Additional guidance issued at a later date will coordinate our 

accessibility standards with insurance affordability programs, and across HHS programs, as 
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appropriate, providing more detail regarding literacy levels, language services and access 

standards. 

 Comment:  A significant number of commenters asked for clarification on who can 

qualify as an authorized representative to file an application on behalf of an applicant under 

proposed §155.405(c)(1) and, in particular, on what HHS meant by “someone acting responsibly 

for the applicant” and how this role is different from an authorized representative.  Other 

commenters asked for more details on the privacy standards that will be applied to authorized 

representatives and others assisting with the application process. Additionally, commenters 

thought that the final rule should specify that a Navigator cannot apply on behalf of the 

individual without the signed consent of an individual or an individual's parent, guardian, court-

designated representative or legally-approved family member.    

 Response:  We expect to provide future guidance regarding who may serve as an 

authorized representative; we intend for this to track against who can serve as an authorized 

representative under Medicaid. We also note that a single application may have both an 

application filer and an authorized representative. In paragraph §155.405(c) of this final rule, we 

state that an “application filer” may file the application, and we have added a corresponding 

definition in §155.20 in this final rule that notes that an application filer includes authorized 

representatives as well as someone acting  responsibly for the applicant, if the applicant is a 

minor or incapacitated. This change clarifies situations when someone acting responsibly for the 

applicant might file an application. In addition, the privacy and security standards addressed in 

§155.260 apply to any person or entity that views or receives personally identifiable information 

from or on behalf of an applicant through the Exchange. Therefore, we believe that these 

standards will ensure appropriate privacy standards for authorized representatives and others 
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assisting applicants.  Further, the application process will include an authentication process. HHS 

expects to issue future guidance on the authentication process to verify an individual’s identity. 

In addition, we expect that application assisters who are not Navigators, agents, or brokers will 

provide support for consumers during the application process, and we anticipate providing 

additional guidance regarding this role, including on appropriate privacy and security 

protections. 

   Comment:  Several commenters asked for clarification regarding whether mobile devices 

could be used to apply for coverage under proposed §155.405(c)(2). Many of these commenters 

recommended that the final rule establish that the single streamlined application must be 

available through mobile devices or mobile applications.  

 Response:  In this final rule, Exchanges must only provide an online application at this 

time (see §155.405(c)(2)(i)). Although it may be beneficial for applicants to be able to complete 

the application and the plan selection process using a mobile device,  Exchanges do not have to 

provide this functionality given the short implementation timeframe.  

Summary of Regulatory Changes 

 We are finalizing the definitions proposed in §155.405 of the proposed rule, with a few 

small modifications: we changed final rule in §155.405(b) from “request” to “collect” for 

consistency with other parts of the final rule. We replaced (c)(1)(i) through (c)(1)(iii) of the 

proposed rule with (c)(1) “application filer,” which incorporates the previous categories included 

in the proposed rule. In paragraph (c)(2), we have made minor clarifying edits.  We codified the 

standard that an individual may file an application for coverage in person and clarified that 

reasonable accommodations must be made for individuals with disabilities. 

c. Initial and annual open enrollment periods (§155.410) 
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In §155.410, we proposed that the Exchange adhere to specified initial and annual open 

enrollment periods and indicated that qualified individuals and enrollees may begin or change 

coverage in a QHP at such times. We sought comment on the duration of the initial open 

enrollment period, which we proposed to be from October 1, 2013 to February 28, 2014. We also 

requested comment on the proposed annual open enrollment period (October 15 to December 7 

of each year) and whether we should consider an alternative annual enrollment period from 

November 1 through December 15 of each year. 

We also proposed standards for effective dates based on the date when an individual’s 

QHP selection is received. To coordinate coverage in a QHP with the advance payments of the 

premium tax credit, we proposed that coverage in a QHP may only begin on the first of the 

month.  We sought comment as to whether we should consider twice monthly or flexible 

effective dates of coverage for individuals who forgo advance payment of the premium tax credit 

for the first partial month or who are not eligible for  advance payments of the premium tax 

credit. 

 We also proposed that the Exchange must send written notification to enrollees about the 

annual open enrollment period and sought comment on whether we should codify specific 

elements that must be included in the notification and timing of the notification. We further 

proposed that the Exchange must ensure coverage is effective as of the first day of the following 

benefit year for a qualified individual who has made a QHP selection during the annual open 

enrollment period. 

 Finally, we sought comment on whether Exchanges should automatically enroll 

individuals who received advance payments of the premium tax credit and then have coverage 

terminated from a QHP because the QHP is no longer offered, if such individual does not make a 
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new QHP selection. We also sought comment on whether we should allow for automatic 

enrollment of individuals in specific circumstances, such as mergers between issuers or when 

one QHP offered through a specific issuer is no longer offered, but there are other options 

available to the individual through the same issuer. Lastly, we sought comment as to how far 

such automatic enrollment should extend if we were to allow it.  

Comment:  Several commenters expressed concern about adverse selection with respect 

to the enrollment periods in proposed §155.410 and §155.420. The commenters supported 

limited enrollment periods and opposed any flexibility for States to implement longer or more 

frequent enrollment periods.  

Response: In both the proposed and final rules, we have attempted to balance the risk of 

adverse selection with the need to ensure that consumers have adequate opportunity to enroll in 

QHPs through an Exchange. We believe that the enrollment periods described in §155.410 and 

§155.420 of this final rule achieve that balance. As we describe later in this section, we believe 

that additional time is needed for the initial enrollment period, given that Exchanges are a new 

coverage option under the Affordable Care Act, and significant education and outreach will be 

needed to make individuals aware of this coverage opportunity.  

Comment:  Several commenters requested more State flexibility with respect to the 

enrollment periods identified under proposed §155.410 and §155.420. The commenters 

recommended States have flexibility to set their own enrollment periods and effective dates, 

especially those States already operating Exchanges. A few commenters requested State 

flexibility to extend enrollment periods, particularly for vulnerable populations.  

Response: Section 1311(c)(6) of the Affordable Care Act specifically directs the 

Secretary to provide for initial, annual and special enrollment periods. In both the proposed and 
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final rule, we have tried to provide State flexibility while adhering to our responsibility under the 

statute to establish the enrollment periods identified under section 1311(c). Therefore, we have 

proposed and finalized in this rule the minimum uniform enrollment periods across all 

Exchanges, including a special enrollment period for individuals experiencing an exceptional 

circumstance.  

Comment:  Almost all commenters supported the proposed start date of October 1, 2013 

under proposed §155.410(b) for the initial open enrollment period. One State agency believed it 

was unrealistic to expect Exchanges to be operational prior to January 1, 2014, given the systems 

development challenges ahead. A few commenters requested flexibility to begin enrollment, or a 

“pre-qualification” period before October 1, 2013. Commenters recommended an initial open 

enrollment period lasting as few as two months and as long as three years. The majority of 

commenters recommended a six-month initial open enrollment period, ending on March 31, 

2014, one month later than in the proposed rule. Most commenters suggested that the longer 

initial open enrollment period would allow more time for individuals and families to learn about 

their coverage options, and more time for them to select a QHP. Finally, commenters 

recommended that individuals who enroll during the initial open enrollment period be permitted 

to change plans at least once without penalty during the Exchanges’ first year of operation. 

Response:  In this final rule, we maintain the start date of October 1, 2013 for the start of 

the initial open enrollment period.  Although coverage will not be effective until January 1, 2014, 

we believe that individuals and families need time to explore their coverage options and QHPs 

need time to process plan selections. We have extended the initial open enrollment period by one 

month – from February 28, 2014 to March 31, 2014. HHS’s experience with the initial open 

enrollment period for Medicare’s Prescription Drug Benefit Program supports an extended 
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period. We have not extended the initial open enrollment period past March 31 in order to limit 

the risk of adverse selection, as expressed by commenters.  

Comment:  Several commenters recommended a robust outreach campaign prior to the 

initial open enrollment period. One group recommended that health insurance issuers notify all 

individual market subscribers about their potential eligibility for financial assistance through an 

Exchange under this section. 

Response:  We encourage Exchanges to leverage existing resources in their marketing 

efforts, including working with issuers to determine how they can participate most effectively. 

Section 155.205(e) of this final rule directs Exchanges to conduct outreach and education 

activities to educate consumers about the Exchange and to encourage participation.  

Comments:  Several commenters representing State agencies and health insurance issuers 

expressed concern about effective dates proposed in §155.410(c). The commenters asserted that 

the specified minimum of eight days between plan selection and coverage effective date was too 

short, and that they needed as many as 30 days to make coverage effective. Commenters 

recommended that we ensure there is sufficient lag time between QHP selection and effective 

dates. 

Response:  Based on the commenters’ recommendation to allow more time between QHP 

selection and effective dates, we have modified the proposed QHP selection cutoff date in this 

final rule from the 22nd to the 15th of the month. As described in more detail below, we have also 

provided flexibility for Exchanges to work with QHP issuers to make coverage effective more 

quickly.  

Comment:  Many commenters, namely consumer and patient advocates, were concerned 

that the proposed effective dates under §155.410(c) and §155.410(f) would lead to coverage gaps 
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for individuals losing coverage mid-month. The commenters offered alternative effective dates, 

including twice monthly, continuous, and retroactive. Many commenters responded positively to 

our solicitation for comments on whether to allow mid-month or flexible effective dates for 

qualified individuals willing to forgo advance payments of the premium tax credit until the 1st of 

the following month, or who are ineligible for such payments. Others requested that coverage be 

guaranteed for the 1st of the month for all qualified individuals, even when they select a QHP on 

the last day of the previous month. Finally, a few commenters recommended printable, 

temporary insurance cards that individuals could use until the enrollment process was completed. 

Response:  We recognize the need to minimize coverage gaps, especially for vulnerable 

populations. However, the suggested alternatives could have negative consequences for 

Exchanges and QHP issuers, by increasing costs and administrative burden. Because the initial 

open enrollment period will be the Exchanges’ first experience with enrollment, and many 

newly-eligible individuals will be seeking to enroll at the same time, we believe it is important to 

maintain administrative processes consistent with health insurance issuers’ experience, while at 

the same time including flexibility for improvement as Exchanges and QHP issuers enhance their 

capabilities.  

In response to commenters’ concerns, we have added two new options for earlier initial 

open enrollment period effective dates in §155.410(c)(2) of this final rule. We have also added 

the same options for special enrollment period effective dates in §155.420(b)(3) of this final rule. 

An Exchange may adopt one or both options, provided that it demonstrate to HHS that all of the 

participating QHP issuers agree to effectuate coverage in a timeframe shorter than discussed in 

§155.410(c)(1)(ii) through §155.410(c)(1)(iii). We include this qualification because QHP 

issuers may need to implement administrative changes to accommodate the modified effective 
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dates. We note that individuals seeking the earlier effective date described in 

§155.410(c)(2)(i)(B) must waive the benefit of advance payments of the premium tax credit and 

cost-sharing reductions if coverage is effectuated mid-month. However, individuals do not have 

to accept this earlier effective date. As an example, if all QHP issuers in State X agree that they 

can effectuate coverage eight days after QHP selection, and individual A makes a QHP selection 

on January 17th, 2014, the issuer may effectuate the coverage on January 25th, provided that the 

individual is willing to forgo advance payment of the premium tax credit for the seven days of 

coverage in January.  

Comment:  In response to our request for comment in the preamble of proposed 

§155.410(d) on whether we should set a standard for the timing of the annual open enrollment 

notice, most commenters supported a standard for the Exchange to send a notice of annual open 

enrollment 30 days prior to the start of enrollment, though one patient advocacy organization 

recommended 60 days’ notice.  

Response:  We have added a standard in this final rule in §155.410(d) that the Exchange 

send the notice no earlier than September 1st, and no later than September 30th of each year, in 

preparation for an October 15th annual open enrollment. Because subpart D of this final rule 

directs the annual redetermination notice to be combined with the annual open enrollment notice, 

we have allowed a 30 day window for States to produce and mail the combined notice. We 

believe that 60 days is too far in advance of annual open enrollment for enrollees to remember to 

take action.  

Comment:  Many commenters representing patient and consumer advocacy groups 

recommended that proposed §155.410(d) establish an additional notice to be sent 30 days before 

the end of the annual open enrollment period to enrollees who had not yet selected a QHP.  Some 
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commenters recommended the use of social media and mass media to increase awareness of 

annual open enrollment. 

Response:  We note that Exchanges may send additional notices and conduct outreach to 

assist consumers with enrollment, but we do not establish such notices as a minimum standard.  

Comment:  A few commenters recommended that HHS provide a model annual open 

enrollment notice and a process for deviating from that notice. Suggestions for the notice’s 

content included: meaningful access standards, information about how to access brokers and 

application assisters, an explanation of the once-a-year nature of an annual enrollment period, the 

implications of going uninsured, and the criteria for qualifying for a special enrollment period. 

Several commenters recommended that the notice of annual eligibility redetermination described 

in proposed §155.335(c) be combined with the notice of annual open enrollment described in 

§155.410(d), into a single, streamlined notice.  

Response:  HHS intends to provide Exchanges with a model notice in future guidance. 

The model will consider the content recommended above. In response to commenters’ 

recommendation to combine and streamline notices, we have added timing standards to the 

notice of annual redetermination notice in §155.335(d) of this final rule. 

Comment:  One commenter noted that health insurance issuers already send a notice of 

annual open enrollment. The commenter stated that if Exchanges did the same, as described in 

proposed §155.410(d), it would be duplicative and unnecessarily burdensome for Exchanges.  

Response:  While it is possible that an Exchange or a State insurance regulator might 

direct health insurance issuers to send a notice of annual open enrollment, HHS is not imposing 

such a standard. We therefore do not believe §155.410(d) is duplicative, and we maintain it in 

the final rule. Issuers may continue to send such notices at their discretion. 
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Comment:  Several commenters, namely health insurance issuers, recommended a shorter 

annual open enrollment period under proposed §155.410(e), lasting between 30 and 45 days, to 

discourage adverse selection. Conversely, several other commenters recommend extending the 

annual open enrollment period until at least December 15th (for a total of at least 60 days), to 

give individuals and families more time to explore their coverage options. One commenter 

recommended quarterly instead of annual open enrollment periods, to increase opportunities for 

consumers to enroll. Commenters recommended annual open enrollment periods lasting between 

30 and 90 days, with several recommending continuous open enrollment. 

Response:  As noted above, the rule seeks to balance flexibility for consumers with the 

need to limit adverse selection. The 53-day length of the annual open enrollment period balances 

these competing interests, and gives individuals and families ample time to explore coverage 

options. Therefore we maintain the annual open enrollment start and end dates in §155.410(e) of 

this final rule.  

 Comment:  One health insurance issuer suggested limiting an enrollee’s QHP selection 

during annual open enrollment in proposed §155.410(e) to only one metal level higher. For 

example, the commenter believed that enrollees should not be permitted to move from a bronze 

level QHP to a gold or platinum level QHP. In response to a similar proposal in §155.420(f) of 

the proposed rule to limit movement between QHPs during special enrollment periods, most 

commenters, with the exception of a few health insurance issuers, either objected to the provision 

outright, or recommended additional exceptions to allow movement between QHPs. One 

commenter noted that because the special enrollment periods were generally not tied to changes 

in an individual’s health status, they did not pose a risk of adverse selection.  

Response:  We have removed §155.420(f) from the final rule. We do not believe it is 
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appropriate to limit enrollee movement between QHPs during the annual open enrollment period 

in §155.410(e), and we have not added the restriction requested by the commenter. 

Comment:  With respect to the proposed annual open enrollment period under 

§155.410(e), many commenters were concerned that its overlap with the open enrollment periods 

for SHOP, Medicare and other Federal programs would create an unmanageable administrative 

workload at the end of each year. Some commenters suggested moving the Exchange’s open 

enrollment until after the first of the year to better align it with tax filing season and with many 

employers’ annual open enrollment periods. Others recommended staggered, individual-specific 

open enrollment periods. For example, periods could be linked to birthdays, to spread out 

enrollment over the course of the year. Others recommended that the annual open enrollment 

period reflect the current enrollment practices in the individual and small-group market, and at 

the least, align inside and outside the Exchange. Some commenters representing senior citizens 

supported the alignment with Medicare.  

Response:  We recognize that the annual open enrollment period overlaps with that of 

other Federal programs.  However, we believe that the alternatives suggested by commenters 

would lead to undesirable outcomes. For instance, aligning the annual open enrollment period 

with the tax season would mean that the coverage year and the tax year no longer align, and in 

the first year consumers could have more than 12 months of coverage before receiving an 

opportunity to change QHPs. Further, the updated tax return information may not yet be 

available via the data services hub. We believe that a rolling open enrollment period, with 

individual-specific dates would add complexity for families and increase risk selection. It would 

also eliminate the ability to conduct a single enrollment campaign when consumers could take 

action.  We therefore maintain the proposed open enrollment period in §155.410(e) of this final 
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rule. With respect to the comment on aligning the enrollment period inside and outside the 

Exchange, we clarify that this rule only sets standards for Exchanges. 

Comment:  In response to our request for comment on the issue of auto-enrollment, 

several State agencies supported the rule’s lack of auto-enrollment standards, because they 

perceived it as permitting flexibility. A few commenters explicitly opposed auto-enrollment. The 

remainder of the commenters supported the option for Exchanges to auto-enroll individuals who 

become unintentionally uninsured, but they expressed concerns over limiting an individual’s 

right to choose his or her own QHP. Most commenters recommended that an Exchange send 

multiple notices to individuals facing potential auto-enrollment, and provide a 30 to 90-day 

period for individuals to change QHPs after being auto-enrolled.  

Response: We have established flexibility for the Exchange to auto-enroll qualified 

individuals when the Exchange demonstrates to HHS that it has good cause to do so under 

§155.410(g) of this final rule. We expect to issue guidance outlining generally the circumstances 

under which HHS will approve Exchange auto-enrollment. HHS will also monitor auto-

enrollment practices across Exchanges for appropriateness and effectiveness. 

Comment:  A few commenters stressed that any QHP into which qualified individuals are 

auto-enrolled must meet women’s reproductive needs, as well as the need for local providers. 

The commenters recommended that the QHP in which an individual is auto-enrolled resemble 

any previous QHP coverage the qualified individual had.  

Response:  All QHPs must offer the essential health benefits established under section 

1302(b) of the Affordable Care Act, which includes coverage of maternity and newborn care. 

Also, all QHPs must comply with Exchange network adequacy standards that ensure a sufficient 

number and type of providers to assure that all services will be accessible without unreasonable 
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delay, per §156.230.  HHS will consider other commenter suggestions in developing guidance 

for §155.410(g) of this final rule.  

Summary of Regulatory Changes 

 We are finalizing the definitions proposed in §155.410 of the proposed rule, with the 

following modifications: in §155.410(b), we extended the end date of the initial enrollment 

period from February 28, 2014 to March 31, 2014. In §155.410(c)(2), we modified the initial 

enrollment period effective date such that a QHP selection must be received by the Exchange by 

the 15th of the month to secure an effective date of the first day of the following month. We also 

provided Exchanges flexibility to effectuate coverage more quickly if all QHP issuers offering 

coverage through the Exchange agree with the earlier dates, but noted that advance payments of 

the premium tax credit and cost-sharing reductions cannot begin until the first of the month. We 

further specified in §155.410(d) that the Exchange must send the notice of annual open 

enrollment no earlier than September 1st, and no later than September 30th of each year. Finally, 

in §155.410(g) we added an option for Exchanges to automatically enroll qualified individuals at 

such time and in such manner as HHS may specify, and subject to the Exchange demonstrating 

to HHS that it has good cause to perform such automatic enrollments. 

d. Special enrollment periods (§155.420) 

 In §155.420, we proposed that the Exchange must allow a qualified individual or enrollee 

to enroll in a QHP or change from one QHP to another outside of the annual open enrollment 

period if such individual qualifies for a special enrollment period. We proposed special 

enrollment period effective dates that generally followed the proposed initial enrollment period 

effective dates in §155.410. 

For each special enrollment period we proposed a standard length of 60 days from the 
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date of the triggering event, unless the regulation specified otherwise. We requested comment on 

whether special enrollment periods, particularly those described in paragraphs §155.420(d)(4), 

§155.420(d)(6), and §155.420(d)(7), should have an alternate trigger or start date.  The special 

enrollment periods we proposed were triggered by the following events: 

• A qualified individual and any dependents losing other minimum essential coverage. We 

provided several examples of loss of coverage, and we sought comment on our proposal 

to limit this special enrollment period to the loss of minimum essential coverage, rather 

than loss of any coverage.  

• A qualified individual gaining or becoming a dependent through marriage, birth, 

adoption, or placement for adoption. We solicited comment on whether States might 

consider expanding the special enrollment period to include gaining dependents through 

other life events. 

• An individual, not previously lawfully present, gaining status as a citizen, national, or 

lawfully present individual in the U.S. 

• Consistent with the Medicare Prescription Drug Program, a qualified individual 

experiencing an error in enrollment.  

• An individual enrolled in a QHP adequately demonstrating to the Exchange that the QHP 

in which he or she is enrolled substantially violated a material provision of its contract.  

• An individual becoming newly eligible or newly ineligible for advance payments of the 

premium tax credit or experiencing a change in eligibility for cost-sharing reductions.   

• New QHPs offered through the Exchange becoming available to a qualified individual or 

enrollee as a result of a permanent move. 

• The individual is an Indian, as defined by the Indian Health Care Improvement Act.  We 
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solicited comment on the potential implications on the process for verifying Indian 

status for purposes of this special enrollment period. 

• A qualified individual or enrollee meeting other exceptional circumstances, as 

determined by the Exchange or HHS.  Similar to section 9801 of the Code, we proposed 

that loss of coverage does not include failure to pay premiums on a timely basis, 

including COBRA premiums prior to expiration of COBRA coverage. We also proposed 

that loss of coverage not include situations allowing for a rescission as specified in 45 

CFR 147.128.  

We proposed that the Exchange allow an existing enrollee who qualifies for a special 

enrollment period to only change plans within the same metal level of coverage, as defined by 

section 1302(d) of the Affordable Care Act. We proposed a single exception for new eligibility 

for advance payments of the premium tax credit or change in eligibility for cost-sharing 

reductions.  We requested comment as to whether we should provide an exception for 

catastrophic plan enrollees who become pregnant.  

Comment:  Several commenters sought clarification on the types of documents needed to 

qualify for a special enrollment period, as described in proposed §155.420(a). Some requested 

that the same verifications used for determining eligibility for coverage also be used to verify 

eligibility for a special enrollment period. Others, namely State agencies, requested State 

flexibility for determining special enrollment period eligibility.  

Response:  Exchanges must verify information outlined in §155.315 of the rule in order 

to make an eligibility determination, which includes a determination of eligibility for enrollment 

periods, per §155.305(b). Exchanges will be able to determine eligibility for most special 

enrollment periods using the information available through verifications outlined in §155.315. 
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However, given that the eligibility criteria for some of the special enrollment periods in §155.420 

do not directly align with the criteria to establish eligibility for coverage through the Exchange or 

insurance affordability programs in §155.315, we expect Exchanges will use other verification 

standards and processes to determine eligibility for those particular special enrollment periods.  

Comment:  Several commenters recommended adding standards for Exchanges, QHP 

issuers and employers to notify an individual about his or her potential eligibility for a special 

enrollment period under proposed §155.420(a). For example, commenters recommended that 

employers include a notice about employees’ potential eligibility for a special enrollment period 

with any health benefit change materials, or that QHP issuers notify enrollees who report a 

change in address.   

Response: HHS will issue guidance pertaining to notices that may include information on 

special enrollment periods. We expect that Exchanges will include information about all 

enrollment periods both on their Web site and other informational resources. 

Comment:  Many commenters expressed general concerns about adverse selection. The 

commenters requested that individuals be limited to only one special enrollment period per 

month, and recommended limiting individuals’ movement between QHPs during some or all 

special enrollment periods.  

Response:  While we recognize the need to limit the risk of adverse selection, we do not 

believe it is necessary to limit special enrollment periods, given the nature of the types of special 

enrollment periods. We received similar comments on the issue of limiting enrollees’ movement 

between QHPs during open and special enrollment periods, and have responded to them in 

preamble for §155.410(e) and §155.420(f), respectively.    

Comment:  A few commenters suggested that the special enrollment periods described in 
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this section be aligned more closely with HIPAA rules for consistency inside and outside the 

Exchange. A few other commenters instead recommended aligning the special enrollment 

periods more closely with Medicare’s special enrollment periods. 

Response:  Section 1311(c)(6) of the Affordable Care Act establishes that Exchange 

special enrollment periods follow those specified in section 9801 of the Code (the HIPAA 

special enrollment periods) and reflect those available under part D of title XVIII of the Act. The 

final rule balances these two parameters by adopting relevant provisions from each. In response 

to comments requesting closer alignment with HIPAA rules, we have added regulatory text to 

§155.420(b)(2) to ensure first-of-the-month effective dates for qualified individuals who gain or 

become dependents through marriage, and for qualified individuals who lose minimum essential 

coverage. We have also aligned more closely with HIPAA rules by clarifying what is included 

under loss of minimum essential coverage in §155.420(e). 

Comment:  Many commenters made suggestions for effective dates under §155.420(b) 

similar to those made for the proposed §155.410(c) and §155.410(f) on effective dates during the 

initial and annual open enrollment periods.  

Response:  With the exception of the cases noted above in §155.420(b)(2), we have 

modified the special enrollment period effective dates in proposed §155.420(b) to align with 

initial enrollment period effective dates in §155.410(c) of this final rule. Our reasoning follows 

the same logic for both sections of the rule.  

Comment:  Several commenters recommended 30-day special enrollment periods, under 

proposed §155.420(c), consistent with the HIPAA standard, while several others supported the 

proposed 60-day periods, consistent with several special enrollment periods under the Medicare 

Prescription Drug Benefit Program. Several commenters recommended extending the periods for 
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as long as 120 days, particularly for vulnerable populations.  

Response:  Regarding the length of Exchange special enrollment periods outlined in 

§155.420(c) of the final rule, our experience with the Medicare Prescription Drug Benefit 

Program informs our decision to adopt the 60-day window, which generally conforms with 

several special enrollment periods in the Medicare Prescription Drug Benefit Manual that extend 

for two months beyond the month of a triggering event. We believe that this approach will give 

consumers the time they need to explore their coverage options through the Exchange, following 

a change in life circumstances. We have not extended the length of the enrollment period due to 

concerns about adverse selection. Exchanges may grant special enrollment periods in advance of 

a triggering event, so long as the effective date of coverage does not occur before the triggering 

event, and so long as there is no overlap in coverage for which the individual receives advance 

payments of the premium tax credit or cost-sharing reductions while enrolled in other minimum 

essential coverage.   

Comment:  Several commenters, namely health insurance issuers, asked HHS not to add 

any additional special enrollment periods to those listed in proposed §155.420(d). Several other 

commenters recommended additions to the rule, including special enrollment periods for certain 

changes in plan provider networks, exhaustion of the COBRA disability extension, denial of 

services due to a provider’s moral or religious opposition, and pregnancy.  

Response:  The Affordable Care Act establishes that Exchange special enrollment periods 

follow those specified in section 9801 of the Code and part D of title XVIII of the Act. The 

additional special enrollment periods suggested by commenters are not specified in the Code, nor 

are they similar enough to those available under the Act for HHS to include them in the final 

rule. Therefore the final rule implements the statute without additions. We note, however, that 
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the special enrollment period for exceptional circumstances in §155.420(d)(9) of this final rule 

provides an additional opportunity for enrollment when unforeseen circumstances arise.  

Comment:  Regarding proposed §155.420(d)(1), for individuals losing minimum 

essential coverage, many commenters sought clarification about what coverage it included. 

Several commenters questioned whether an individual would be eligible for this special 

enrollment period if offered COBRA, and how the policy related to proposed §155.420(e) and 

the Treasury proposed rule. Many commenters also sought assurance that loss of coverage 

included loss of coverage through Medicaid, CHIP and the BHP.  One health insurance issuer 

recommended that loss of Medicaid or CHIP only be included if it is the result of a reported 

change in household income to an Exchange that disqualifies the individual or family from 

Medicaid or CHIP. A few health insurance issuers supported the language in proposed 

§155.420(d)(1) specifying loss of “minimum essential coverage,” as opposed to any coverage, 

because it limits adverse selection by prohibiting individuals from dropping their substandard 

coverage when they became sick or injured. A few other commenters recommended Exchange 

flexibility to offer special enrollment periods to individuals losing non-minimum essential 

coverage.  

Response:  The Exchange establishment proposed rule preamble provides several 

examples of loss of coverage, including loss of Medicaid and CHIP, in accordance with section 

9801(f)(3) of the Code. The examples remain accurate for this final rule. We have further 

clarified §155.420(e) in this final rule by specifying that loss of coverage includes those 

circumstances described in 26 CFR 54.9801-6(a)(3)(i) through (iii). This clarification aligns the 

special enrollment more closely with section 9801 of the Code. An individual could lose 

eligibility for Medicaid or CHIP as a result of a reported change in household income, or as a 
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result of other circumstances.  

Qualified individuals are eligible for the loss of minimum essential coverage special 

enrollment period described in §155.420(d)(1), even if offered COBRA. The Treasury proposed 

rule defines COBRA coverage as minimum essential coverage only if the individual enrolls in 

such coverage. Therefore, if an individual elects and enrolls in COBRA, he or she cannot qualify 

for this special enrollment period until exhausting COBRA, as described in §155.420(e), but if 

the individual does not elect COBRA, he or she may take advantage of the Exchange special 

enrollment period. Regarding the recommendation to allow Exchanges to offer this special 

enrollment period to individuals losing non-minimum essential coverage, we have not adopted 

this policy in deference to the status the statute gives to minimum essential coverage.   

Comment:  Regarding the special enrollment period for individuals gaining or becoming 

a dependent as described in proposed §155.420(d)(2), many commenters made arguments for 

either limiting or for expanding the list of life events through which an individual becomes or 

gains a dependent. Several commenters recommended adding domestic partners, partners joined 

in civil unions, or dependents gained through guardianship. Several other commenters 

recommended that State law determine the types of dependents allowed.  

Response:  For the same reasons as described above, we do not find legal grounds for 

expanding the definition of dependents for the purpose of the special enrollment period described 

in §155.420(d)(2). Therefore, we retain this provision in this final rule without modification. 

Comment:  Regarding the special enrollment period for individuals becoming lawfully 

present, outlined in proposed §155.420(d)(3), several commenters questioned whether an 

individual moving from one lawfully present category to another would be granted this special 

enrollment period if it affected his or her eligibility for certain types of coverage.  
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Response:  To qualify for coverage without advance payments of the premium tax credit 

or cost-sharing reductions through an Exchange under the special enrollment period described in 

both the proposed and final rule at §155.420(d)(3), the individual cannot have been previously 

lawfully present.  

Comment:  Regarding the special enrollment periods for errors in enrollment, and for 

contract violations, outlined in proposed §155.420(d)(4) and §155.420(d)(5) respectively, several 

commenters sought clarification on the kinds of events that would trigger them, and how 

individuals would demonstrate such events. A few health insurance issuers recommended 

appeals processes, either in conjunction with, or instead of these special enrollment periods. 

They recommended various limitations on the special enrollment period for errors in enrollment, 

and one commenter recommended that it be removed from the rule all together. Several other 

commenters sought clarification as to which entities are considered “agents of the Exchange or 

HHS,” and recommended that at least QHPs be included as such agents.  

Response:  The special enrollment periods in §155.420(d)(4) and §155.420(d)(5) of this 

final rule are generally consistent with those offered under the Medicare Prescription Drug 

Program, as noted above. We expect Exchanges to develop guidance and standard operating 

procedures for considering requests for this special enrollment period. We encourage Exchanges 

to do so in consultation with health insurance issuers and other stakeholders. HHS may also 

provide future guidance to help Exchanges in operationalizing this special enrollment period.  

Comment:  Regarding the special enrollment period for individuals newly eligible or 

ineligible for advance payments of the premium tax credit, outlined in proposed §155.420(d)(6), 

a couple of commenters sought clarification as to whether an individual newly released from 

incarceration would qualify for the special enrollment period, even if he or she did not qualify 
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for advance payments of the premium tax credit or did not experience a change in cost-sharing 

reductions.  

Response:  Qualified individuals newly released from incarceration are eligible for the 

special enrollment period afforded to individuals who gain access to a new QHP as a result of a 

permanent move, as outlined in §155.420(d)(7) of this final rule and as described further below.  

Comment:  A couple of commenters recommended that the special enrollment period for 

individuals newly eligible or ineligible for advance payments of the premium tax credit, outlined 

in proposed §155.420(d)(6), clarify that individuals may not qualify for this special enrollment 

period if they become eligible for an increase or decrease in their existing advance payments of 

the premium tax credit. Conversely, one commenter responding to HHS’ request for comment 

recommended that this kind of special enrollment period be offered to all individuals who 

experience a change in income resulting in recalculation of their advance payments of the 

premium tax credit.  

Response:  The final rule specifies that individuals may only qualify for this special 

enrollment period in §155.420(d)(6) if they are newly eligible or ineligible for advance payments 

of the premium tax credit, and we do not believe clarification is necessary, as requested by the 

commenter. That said, if an individual experiences a change in his or her existing payments of 

the premium tax credit in tandem with a change in level of cost-sharing reductions, the individual 

could qualify for this special enrollment period.  

Comment:  One commenter recommended dividing the special enrollment period in 

proposed §155.420(d)(6) into two distinct periods – one for individuals gaining eligibility for 

advance payments of the premium tax credit or experiencing a change in cost-sharing reductions, 

and a second for individuals whose employer-sponsored coverage ceases to meet affordability or 
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minimum value standards.  

Response:  While we have not added a special enrollment period specifically for 

individuals whose employer-sponsored coverage ceases to meet affordability or minimum value 

standards, as recommended by the commenter, we clarify in §155.420(e) that loss of minimum 

essential coverage includes those circumstances described in 26 CFR 54.9801-6(a)(3)(i) through 

(iii). We believe that between the special enrollment periods offered for loss of minimum 

essential coverage in §155.420(d)(1) and for employer-sponsored coverage becoming 

unaffordable in §155.420(d)(6), individuals will have ample opportunities to enroll in coverage 

through the Exchange.   

Comment:  Regarding the special enrollment period for permanent moves, outlined in 

proposed §155.420(d)(7), one health insurance issuer recommended that the provision be revised 

so that it would only be a triggering event if an enrollee moves permanently outside the service 

area of his or her existing QHP.  Several health insurance issuers also recommended that 

individuals who move across State lines receive an eligibility determination from the Exchange 

in their new State.  

Response:  The special enrollment period in §155.420(d)(7) is similar to the special 

enrollment period under part D of title XVIII of the Act, as directed by section 1311(c)(6) of the 

Affordable Care Act. Both are intended to afford individuals the full range of plan options when 

they relocate. Individuals moving to a new State should receive an eligibility determination from 

their new State’s Exchange. Qualified individuals are responsible for reporting a permanent 

move.  

Comment:  Several commenters recommended that a special enrollment period be 

triggered by the date of a permanent move described in §155.420(d)(7), while others 
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recommended it be triggered by the date the individual reports the move to the Exchange, with a 

time-limited time window in which to report it. In cases where an individual’s eligibility for 

employer-sponsored coverage terminates or changes, in response to proposed §155.420(d)(1) and 

(d)(6) respectively, several commenters recommended that the period be triggered by the date the 

employee learns of the termination or change. Other commenters recommended that it be 

triggered by the actual date of the termination of or change in coverage. In cases where an 

individual becomes newly eligible for advance payments of the premium tax credit or 

experiences a change in cost-sharing reductions, in response to proposed §155.420(d)(6), several 

commenters recommended that the period be triggered by the date the individual experienced a 

change in circumstances, while others recommended it be triggered by the date of the 

Exchange’s official eligibility determination. Several other commenters recommended less 

structured approaches, such as leaving the trigger up to the consumer with the change in 

circumstances, or allowing the particular circumstances to dictate the trigger. Many commenters 

also recommended that individuals be permitted to seek special enrollment periods in advance of 

a known triggering event. 

Response: We expect to issue guidance to help Exchanges determine how to define the 

triggering events and consider the recommendations received. We believe it is critical to 

establish a balance between minimizing gaps in coverage and the need to avoid coverage 

overlaps when premium tax credits are involved. Exchanges may grant special enrollment 

periods in advance of a triggering event, so long as the effective date of coverage does not occur 

before the triggering event, and so long as there is no overlap in coverage for which the 

individual receives advance payments of the premium tax credit or cost-sharing reductions while 

enrolled in other minimum essential coverage.   
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Comment:  Regarding the special enrollment period for Indians, outlined in proposed 

§155.420(d)(8), some commenters expressed support, while others either opposed it or 

recommended that States have flexibility to adopt their own special Indian provisions. Many 

commenters sought further clarification on how the Exchange would verify an individual’s status 

as an Indian. Some disagreed with the definition of Indian outlined by HHS in proposed 

§155.420(d)(8), and some provided a detailed legal analysis to support their position. Others 

recommended allowing special enrollment periods more frequently than once per month in cases 

where any QHP network excludes Indian Health Service, tribal, or urban Indian providers or 

when a QHP drops such providers from its network.  

Response:  Consistent with the proposed rule, HHS is codifying the special monthly 

enrollment period for Indians in accordance with section 1311(c)(6)(D) of the Affordable Care 

Act. Sections 155.300 and 155.350(c) of this final rule address comments submitted regarding 

the definition of Indian and verification of an individual’s status as an Indian as it relates to 

eligibility for cost-sharing reductions. The same verification rules apply to eligibility for this 

special enrollment period. As stated above, we do not believe that there is legal flexibility to 

include additional special enrollment periods.  

Comment:  Regarding the special enrollment period for individuals with exceptional 

circumstances, outlined in proposed §155.420(d)(9), many commenters supported the broad 

language, while several others recommended more specificity. A few commenters recommended 

that States, not HHS, determine the exceptional circumstances.  

Response: We have modified the language in §155.420(d)(9) to permit individuals to 

request a special enrollment period by demonstrating to their Exchange that they meet 

exceptional circumstances. The modified language establishes that individuals must demonstrate 
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such circumstances in accordance with guidelines issued by HHS. Consistent with examples 

outlined in the proposed rule preamble, HHS’s guidance for this special enrollment period will 

outline circumstances when HHS may grant special enrollment periods directly, such as in cases 

of natural disasters.  

Comment:  A few commenters supported the exclusion from special enrollment periods 

when individuals failed to pay their premiums on a timely basis, outlined in proposed 

§155.420(e), while several other commenters explicitly opposed this provision. Several 

commenters only opposed the exclusion for individuals who failed to pay their COBRA 

premium on a timely basis, noting that many people are likely to elect COBRA without realizing 

that there are more affordable coverage options through the Exchange.  

Response:  The limitation described in §155.420(e) reflects similar limitations in both 

section 9801 of the Code, and part D of title XVIII, as directed by section 1311(c)(6) of the 

Affordable Care Act. As stated in the response to comments on §155.420(d)(1) (for individuals 

losing minimum essential coverage) individuals are free to decline COBRA and instead enroll in 

a QHP through the Exchange. We have also added clarification to §155.420(e) to indicate which 

circumstances are included under loss of minimum essential coverage.   

Comment:  While a few health insurance issuers supported the limits on special 

enrollment periods outlined in proposed §155.420(f), most commenters either opposed the 

provision outright, or recommended additional exceptions, such as exceptions for pregnant 

women, or for the special enrollment periods described in proposed §155.420(d)(2), 

§155.420(d)(4), §155.420(d)(5), and §155.420(d)(8). One commenter noted that because the 

special enrollment periods were generally not tied to changes in an individual’s health status, 

they did not pose a risk of adverse selection.  
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Response:  We have removed §155.420(f) from the final rule because special enrollment 

periods are generally not tied to changes in an individual’s health status, and are unlikely to 

increase the potential for adverse selection. Just as qualified individuals are free to move 

between metal levels during the initial and annual open enrollment periods, they are also free to 

do so during special enrollment periods.  

Summary of Regulatory Changes 

 We are finalizing the standards proposed in §155.420 of the proposed rule, with several 

modifications: in §155.420(b) related to effective dates, we modified the special enrollment 

period effective dates such that a QHP selection must be received by the Exchange by the 15th of 

the month to secure an effective date of the first day of the following month. We provided 

Exchanges flexibility to effectuate coverage more quickly by demonstrating to HHS that all QHP 

issuers offering coverage through the Exchange agree with the earlier dates, but noted that 

advance payments of the premium tax credit and cost-sharing reductions cannot begin until the 

first of the month. This limitation on advance payments of the premium tax credit and cost-

sharing reductions also applies to individuals enrolling mid-month as a result of birth, adoption 

or placement for adoption. As an exception to the effective dates above, we specified in 

§155.420(b)(2)(ii) that in the case of marriage or in the case where a qualified individual loses 

minimum essential coverage, the Exchange must always ensure coverage is effective on the first 

day of the following month, consistent with HIPAA rules. We clarify that to qualify for the 

special enrollment period under §155.420(d)(9) individuals must demonstrate their exceptional 

circumstances to the Exchange, in accordance with guidelines issued by HHS. In §155.420(e) we 

clarify that loss of coverage includes those circumstances described in 26 CFR 54.9801-

6(a)(3)(i) through (iii). Finally, we remove the restrictions in §155.420(f) that had previously 
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prohibited individuals from moving between metal levels during special enrollment periods.  

e. Termination of coverage (§155.430) 

We proposed that the Exchange must permit an enrollee to terminate his or her coverage 

in a QHP with appropriate notice to the Exchange or the QHP. We proposed that the Exchange 

may initiate termination of an enrollee’s coverage in a QHP, and must permit a QHP issuer to 

terminate such coverage under a specific list of circumstances: the enrollee is no longer eligible 

for coverage; the enrollee obtains other minimum essential coverage; payment of premiums 

cease; the enrollee’s coverage is rescinded in accordance with §147.128 of this title; the 

enrollee’s QHP is terminated or decertified; or the enrollee changes from one plan to another 

during the annual open enrollment or a special enrollment period in accordance with sections 

§155.410 and §155.420.  

We also proposed that the Exchange establish maintenance of records procedures for 

termination of coverage, track the number of individuals for whom coverage has been terminated 

and submit that information to HHS promptly and without undue delay, establish terms for 

reasonable accommodations for individuals with mental or cognitive conditions, and retain 

records in order to facilitate audit functions.   

Additionally, we proposed that in the case of a termination requested by an enrollee, the 

last day of coverage for an enrollee is the termination date specified by the enrollee, provided 

that the Exchange and QHP receive reasonable notice. We proposed that if the Exchange or the 

QHP do not receive reasonable notice, the last day of coverage is the first day after a reasonable 

amount of time has passed. We proposed that in the case of a termination by the Exchange or a 

QHP as a result of an enrollee obtaining new minimum essential coverage, the last day of 

coverage is the day before the effective date of the new coverage. We solicited comments 
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regarding how Exchanges can work with QHP issuers to implement this proposal. We also 

proposed standards for termination effective dates in the case of a termination by the Exchange 

or a QHP as a result of an enrollee changing QHPs. Finally, we proposed that for individuals not 

covered by the previous termination effective dates, the last day of coverage would be either the 

fourteenth or the last day of the month, depending on when termination of coverage was 

initiated. 

 Comment:  A handful of commenters asked us to clarify what length of time would 

qualify as “reasonable notice,” as referenced in the proposed rule in §155.430(b)(1). Some 

commenters suggested 24 hours while others suggested 30 days. The most common suggestion 

was 14 days. Other commenters requested that the final rule specify the methods consumers may 

use to notify their intent to terminate coverage. 

 Response:  In this final rule, we clarify in §155.430(d)(1) that “reasonable notice” is 

defined as 14 days from the requested date of termination. We want to ensure that individuals 

who have access to other coverage sources do not need to maintain Exchange coverage longer 

than necessary. In §155.430(d)(2)(ii) of the final rule, we further state that the date of termination 

of coverage is 14 days from the request if the enrollee does not give reasonable notice to 

terminate coverage. We also note in §155.430(d)(2)(iii) that coverage may be terminated in 

fewer than 14 days, per the request of the individual, if his or her QHP issuer is able to effectuate 

terminations more quickly.  We do not specify how an individual will notify the Exchange that 

they wish to terminate coverage; rather, we leave this up to States to define how such 

transmissions may be received. This is in part because a request for termination may be received 

through either the Exchange or the QHP, and also because we wish to allow maximum flexibility 

to Exchanges.  
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 Comment:  Several commenters requested clarification regarding how the grace period 

for non-payment of premiums would work for individuals receiving advance payments of the 

premium tax credit and whether these policies differ for those who are not. 

 Response:  We clarify in §155.430(b)(2)(ii)(A) and (B) of this final rule that the grace 

periods for non-payment of premiums are not the same for individuals receiving advance 

payments of the premium tax credit and other enrollees.. The 90-day grace period for non-

payment of premiums for individuals receiving advance payments of the premium tax credit is 

addressed in §156.270(d).  In §155.430(d)(5) of the final rule, we clarify that the last day of 

coverage for individuals not receiving advance payments of the premium tax credit should be 

consistent with existing State laws regarding grace periods for non-payment. 

 Comment:  One commenter suggested that Exchanges be allowed to designate either the 

Exchange or the QHP to receive termination notifications in order to reduce duplication. A few 

commenters did not support the proposed standard in §155.430(c) that QHP issuers report 

termination of coverage data to HHS because of privacy concerns. 

 Response:  We did not accept the commenter’s recommendation. Regardless of which 

entity the enrollee contacts to terminate coverage, the Exchange and QHP issuers will need to 

notify the other entity of the enrollee’s coverage status to keep updated enrollment records. In 

addition, HHS needs to know when coverage is terminated to stop advance payments of the 

premium tax credit. As such, we maintain the reporting standards in §155.430(c) in this final 

rule.  

 Comment:  A few commenters asked that language in proposed §155.430(c)(3), which 

directs QHP issuers to make reasonable accommodations when terminating coverage for 

individuals with mental or cognitive conditions,  be broadened to include all individuals with 
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disabilities, not just individuals with mental or cognitive disabilities. 

 Response: We broaden the final rule in §155.430(c)(3) to state that reasonable 

accommodations must be undertaken when terminating coverage for individuals with disabilities 

as defined by the Americans with Disabilities Act. 

 Comment:  A handful of commenters thought that provisions of section 2703 of the PHS 

Act were in conflict with the termination provisions contained in the Exchange establishment 

proposed rule in §155.430(d)(2) because the proposed rule outlined dates of termination when an 

enrollee gains other minimum essential coverage. Commenters interpreted this to mean that an 

individual must terminate his or her Exchange coverage and said that issuers cannot terminate an 

individual’s coverage because they gain access to other minimum essential coverage.  

 Response:  We removed language indicating that a QHP must terminate an enrollee’s 

coverage should they gain access to other minimum essential coverage in the final rule. 

Therefore, we do not believe there is a conflict with section 2703 of the PHS Act.  We note, 

however, that the enrollee would no longer be eligible for advance payments of the premium tax 

credit or cost-sharing reductions if they have access to other minimum essential coverage.   

 Comment:  Several commenters requested that CMS put in place “safeguards” so as to 

minimize or eliminate coverage gaps for individuals who become newly eligible for Medicaid, 

CHIP, or the BHP. Other commenters requested that individuals not have their Exchange 

coverage terminated when they become eligible but do not enroll in Medicare. 

Many other commenters recommended that the final rule state that individuals cannot be 

automatically terminated from Exchange coverage should they be found eligible for Medicaid, 

CHIP, or the BHP.  

 Response:  In order to address these concerns, we have added §155.430(d)(2)(iv) to the 
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final rule to specify that if an individual enrolls in Medicaid, CHIP, or the BHP and wishes to 

terminate his or her Exchange coverage, then the last day of Exchange coverage is the day before 

such other coverage begins. We note that neither the proposed nor the final rule state that 

individuals will automatically be terminated from Exchange coverage should they be found 

eligible for Medicare. We also note that we remove proposed §155.430(d)(4) from this final rule 

because the provisions are no longer necessary given the termination dates outlined in 

§155.430(d)(1-6) of the final rule. 

 Comment:  Some commenters requested that the Exchange establish a broad definition of 

“minimum essential coverage,” as well as flexibility in terms of when coverage is terminated 

because an enrollee gains access to other minimum essential coverage.  

 Response:  We do not define minimum essential coverage in this final rule as this 

definition is included in section 5000A(f) of the Code. Individuals do not have to terminate 

coverage and QHP issuers must not terminate coverage when an individual becomes enrolled in 

other minimum essential coverage unless such individual requests a termination.  In 

§155.430(d)(2) of this final rule, we clarify that the last day of coverage when an enrollee gains 

access to other minimum essential coverage is the date requested by the enrollee, should they 

give reasonable notice unless the QHP issuer can effectuate the termination earlier, or, the day 

before new coverage begins if the enrollee becomes eligible for Medicaid, CHIP, or the Basic 

Health Program. Individuals and QHP issuers do not have to terminate coverage when an 

individual becomes enrolled in other minimum essential coverage. However, if an individual is 

eligible for or enrolled in other minimum essential coverage, such individual may no longer be 

included in the coverage family, as indicated in §155.305(f)(1)(B) and can no longer receive 

advance payments of the premium tax credit or cost-sharing reductions. 
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 Comment:  A few commenters asked that HHS track reasons for termination of coverage. 

 Response:  Additional details regarding data that must be submitted to HHS will be 

addressed in future guidance.  

 Comment:  Several commenters noted that the proposed termination effective date in 

§155.430(d)(3) was inaccurate as it was prospective, when rescission is by definition 

retrospective. 

 Response: We removed §155.430(d)(3) in the final rule to eliminate a date of termination 

for a rescission in accordance with §147.128. The termination of coverage date will vary based 

on the situation. 

Summary of Regulatory Changes 

 We are finalizing the definitions proposed in §155.430 of the proposed rule, with the 

following modifications: we clarified paragraph (b)(1) to specify that an enrollee must be 

permitted to terminate his or her coverage, including as a result of obtaining other minimum 

essential coverage. In new paragraph (b)(2)(A), we clarified that enrollees receiving advance 

payments of the premium tax credit will be terminated from coverage when the grace period 

described in §156.270 is exhausted. In §155.430(c)(2) we clarified that the Exchange must 

transmit data on terminations to QHP issuers and HHS promptly and without undue delay. We 

also broadened the regulation text in §155.430(c)(3) regarding individuals with disabilities to 

state that QHP issuers must create standards to accommodate all individuals with disabilities 

when terminating such individuals’ coverage, and defined individuals with disabilities as those 

groups identified under the Americans with Disabilities Act. In addition, in paragraph 

§155.430(d)(1) we defined “reasonable notice” given by the enrollee to the Exchange or QHP 

issuer to terminate coverage as 14 days. 
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 In paragraph §155.430(d)(2), we  described the last day of coverage as the date specified 

by the enrollee; fourteen days after the termination date requested by the enrollee, if the enrollee 

does not provide reasonable notice; or fewer than 14 days if the individual’s QHP issuer is able 

to terminate coverage more quickly. Paragraph (d)(3) was added to clarify that for an enrollee 

who is no longer eligible for coverage through the Exchange, the last day of coverage is the last 

day of the month following the month in which notice described by §155.330(e) is sent by the 

QHP.  We noted in new paragraph (d)(4) that for an enrollee receiving advance payments of the 

premium tax credit, the last day of coverage will be the last day of the first month of the grace 

period. In paragraph (d)(5) we noted that the last day of coverage for non-payment of premiums 

for enrollees not receiving advance payment of the premium tax credit is in accordance with 

State law.  

6. Subpart H – Exchange Functions: Small Business Health Options Program (SHOP) 

 The Affordable Care Act directs each State that chooses to operate an Exchange to 

establish insurance options for small businesses through a Small Business Health Options 

Program (SHOP). States that choose to operate an Exchange may also merge SHOP with the 

individual market Exchange.  

a. Standards for the establishment of a SHOP (§155.700) 

In §155.700, we proposed the general standard that an Exchange must provide for the 

establishment of a SHOP that meets the standards of this subpart.  

 Comment: Some commenters requested that, in the case of a State that establishes either a 

SHOP or an Exchange serving the individual market, but not both, the Secretary certify this as an 

Exchange in accordance with the Affordable Care Act. 

 Response: Section 1311(b) of the Affordable Care Act envisions an Exchange that both 
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facilitates the purchase of QHPs and provides for the establishment of a SHOP. We interpret this 

to mean that a State that fails to fulfill both standards has not established an Exchange in 

accordance with the Affordable Care Act.  

 Comment: Some commenters proposed that the SHOP may want to fulfill additional 

functions outside the scope of the proposed rule in order to offer employers a streamlined 

experience when managing their employee benefits. These commenters proposed that the SHOP 

sell other types of insurance, administer COBRA on behalf of participating employers, 

administer flexible spending accounts, assist small employers in setting up Section 125 plans, 

and oversee wellness programs.  

 Response: Section 155.1000(b) directs the Exchanges to only offer health plans that have 

been certified as QHPs. We will take these comments into account as we consider future 

guidance on the offering of other products on the Exchange.  

 Comment: One commenter requested that we clarify the meaning of “coordination” and 

sharing of information between the Exchange and the SHOP as described in the preamble to the 

proposed rule. 

 Response: As discussed in the proposed rule, there are many economies of scale that may 

arise from integrated Exchange and SHOP establishment. We believe that there are natural 

opportunities for the Exchange and the SHOP to benefit from shared data sources and 

coordinated activities.  

 Comment: One commenter discussed the possible use of health reimbursement 

arrangements from multiple employers as a means of purchasing coverage through the SHOP, 

aggregating premium contributions from multiple employers to support the employee’s purchase 

of a QHP. 
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 Response: The possible use of different forms of health reimbursement arrangement to 

purchase coverage through the Exchange or the SHOP is beyond the scope of this final rule, and 

will be addressed in future guidance. 

Summary of Regulatory Changes 

 We are finalizing the provisions proposed in §155.700 of the proposed rule, with one 

modification: in new paragraph (b), we added a definition of “group participation rule.” 

b. Functions of a SHOP (§155.705) 

 In §155.705, we proposed the minimum functions of a SHOP. The SHOP must carry out 

all the functions of an Exchange described in this subpart and in subparts C, E,  and K of this 

part, except for standards related to individual eligibility determinations, enrollment standards 

related to qualified individuals, standards related to the premium tax credit calculator, standards 

related to exemptions from the individual coverage requirement, and standards related to the 

payment of premiums by individuals, Indian tribes, tribal organizations, and urban tribal 

organizations.  

We also proposed that a SHOP must adhere to additional enrollment and eligibility 

standards described in §155.710, §155.715, §155.720, §155.725, and §155.730. In addition, the 

SHOP must at a minimum facilitate the special enrollment periods described in §156.285(b)(2). 

Specifically, we proposed that all of the special enrollment periods that apply to individual 

market coverage in the Exchange also apply in the SHOP, with the exception of special 

enrollment periods associated with a change in citizenship status or lawful presence or eligibility 

for advance payments of the premium tax credit or cost-sharing reductions. We noted that the 

proposed rule did not eliminate any special enrollment periods established by other laws 

(including, but not limited to, HIPAA (Pub. L. 104-191)). We also clarified that the two 
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exceptions described above also apply to qualified employees in a SHOP. We invited comment 

on special enrollment periods for the SHOP and how they might differ from those that would 

apply to the Exchange for the individual market.  

We proposed that a qualified employer may choose a level of coverage under section 

1302(b) of the Affordable Care Act, within which a qualified employee may choose an available 

plan at that level of coverage. We also provided flexibility for a SHOP to choose additional ways 

for qualified employers to offer one or more plans to their employees and listed several potential 

options. We sought comment on our proposed approach, which established a standard for 

employee choice within a level of cost sharing while providing SHOPs the option to offer 

broader employee choices among plans of different levels of cost sharing.  

We also invited comment on whether QHPs offered in the SHOP should  waive 

application of minimum participation rules at the level of the QHP or issuer; whether a minimum 

participation rule applied at the SHOP level is desirable; and if so, how the rate should be 

calculated, what the rate should be, and whether the minimum participation rate should be 

established in Federal regulation. 

 To simplify the administration of health benefits among small employers, we proposed 

that the SHOP allow qualified employers to receive a single monthly bill for all QHPs in which 

their employees are enrolled and to pay a single monthly amount to the SHOP. We further 

proposed that the SHOP collect from employers offering multiple coverage options a single 

cumulative premium payment. 

We proposed three unique criteria for certification for a SHOP: rate setting and premium 

payment standards; enrollment period standards; and enrollment process standards. Specifically, 

we proposed that the SHOP direct all QHP issuers to make any changes to rates at a uniform 
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interval that is either monthly, quarterly, or annually. As described in §155.725, we proposed to 

permit rolling enrollment in a SHOP, which allows qualified employers to purchase coverage in 

QHPs at any point during the year. We invited comment on whether we should allow a more 

permissive or restrictive timeframe than monthly, quarterly, or annually. We also invited 

comment on what rates should be used to determine premiums during the plan year. 

We also proposed that if a State merges the individual and small group risk pools, the 

Exchange may only offer QHPs to employers and employees that meet the deductibles set forth 

in section 1302(c)(2)(A) of the Affordable Care Act. If a State does not merge the individual and 

small group risk pools, we proposed that a SHOP may only make small group QHPs available to 

qualified employees.  

 Finally, we proposed to codify the statutory option for States to allow insurers in the large 

group market to sell large group products to large groups through the SHOP beginning in 2017. 

Comment: We received several comments regarding the proposed exclusion of a 

premium calculator from the minimum functions for the SHOP in proposed §155.705(a)(3). 

Some commenters requested that a premium calculator be included, arguing that it assists 

employers in estimating their total costs. Other commenters noted that instead of providing 

individuals with an estimation of their cost of coverage after any applicable tax credits or cost 

sharing reductions, a premium calculator in the SHOP may show employees their premiums after 

any applicable employer contributions.  

Response: We believe that a premium calculator will assist employees in determining 

their cost of coverage after any applicable employer contribution at little to no additional burden 

on SHOPs or employers. Therefore, we have added new §155.705(b)(11) in this final rule to 

clarify that a SHOP must provide a premium calculator to qualified employers. To support States 
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in developing a premium calculator for the SHOP, HHS will provide model computer code.  

Comment: In response to the proposed §155.705(b)(1), which stated that a SHOP must 

facilitate the special enrollment periods described in §156.285(b)(2), many commenters 

expressed concern about the preamble discussion regarding a lack of a special enrollment period 

in SHOP based on change in immigration or citizenship status. These commenters recommended 

that, rather than clarifying that a SHOP would not need to offer a special enrollment period based 

on a change in immigration or citizenship status, HHS should clarify that special enrollment 

periods in SHOP should be based on whether an individual is newly hired by a “qualified” 

employer or whether an individual becomes a newly eligible “qualified employee.” Further, 

commenters recommended that HHS clarify that new hires or newly eligible qualified employees 

should not need a special enrollment period because the qualified employers should allow them 

to enroll at any time during the plan year. 

Response: We have modified the language in §155.725(g) and §156.285(b) in this final 

rule to clarify the provision of an enrollment period for an employee who becomes a “qualified 

employee” rather than just new hires. We believe this clarification more accurately reflects the 

intent that enrollment periods will be provided to those who become qualified employees outside 

of the initial or annual open enrollment period, such as employees who have, for example, 

completed an employer’s waiting period for benefits, changed from part time to full time status, 

or are newly hired. 

Comment: We received numerous comments in response to proposed §155.705(b)(2) and 

(3) on the employee and employer choice provisions. Many commenters supported additional 

employee choice options, such as offering plans across cost-sharing levels. Other commenters 

supported more limited employee choice options, often expressing concern that allowing 
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employee choice across cost-sharing levels and even within a cost-sharing level would result in 

substantial risk selection. Some commenters supported broad employer choice to offer either a 

wider or narrower range of employee choices, including offering a single QHP. Several 

commenters suggested that the Affordable Care Act directs the SHOP to give employers the 

option to offer a single QHP. One commenter suggested initially implementing a pure employer 

choice model with no employee choice. A few commenters suggested adding a defined 

contribution model to the list of additional choice options from the preamble to the proposed 

rule. 

Response: We believe the proposed rule appropriately balances the employee choice 

standards of the Affordable Care Act with flexibility for SHOPs to allow employers greater 

choice in their plan offering options. Under this model, employees will likely have more plan 

choice than they currently have in the small group market, where traditionally an employer offers 

only one plan to its employees.9 However, nothing in the Affordable Care Act limits a SHOP’s 

ability to offer an employer additional options, including choice across cost-sharing levels. We 

believe that States and SHOPs are best positioned to strike the proper balance among competing 

priorities: flexibility, meaningful consumer choice, and protection of the market against risk 

selection. Thus, we have retained the proposed wording of §155.705(b)(2) and (b)(3) in the final 

rule. 

We also note specifically that the SHOP may allow employers to offer only one plan to 

its employees. We believe this is supported by section 1312 of the Affordable Care Act, which 

defines a “qualified employer” as a small employer that elects to make all full-time employees 

eligible for one or more QHPs offered in the small group market through the Exchange. 

                                                 
9 Exhibit 4.2: Among Firms Offering Health Benefits, Percentage of Covered Workers in Firms Offering One, Two, 
or Three or More Plan Types, by Firm Size, 2011, Employer Health Benefits 2011 Annual Survey. Kaiser Family 
Foundation.  

938



  329 

However, we do not believe that this definition establishes that the SHOP must give employers 

the option to offer only a single plan. 

With regard to the comments on defined contribution, we note that the method through 

which an employer offers QHPs to its employees is independent of how the employer chooses to 

contribute toward the premium cost of coverage.  

Comment: One commenter expressed concern that allowing employers to enroll their 

qualified employees into a single QHP may trigger the application of ERISA, and that the 

Affordable Care Act was intended to supersede ERISA and provide stronger Federal and State 

protections to consumers. 

Response: Issues on the application of ERISA are within the purview of Department of 

Labor. In this rule, we clarify that a SHOP may permit employers to offer employees a single 

QHP. 

Comment: One commenter on proposed §155.705 requested that HHS clarify whether the 

employer or the SHOP will be responsible for maintaining records on employee QHP selections, 

and further expressed concern that the employer would be unable to monitor its employees’ QHP 

selections. 

Response: As described in §155.705(b)(4)(i) of this final rule, the SHOP is responsible 

for providing each qualified employer with a bill listing the employees enrolled under that 

employer, the QHP each employee is enrolled in, and the cost of the QHP. 

Comment: We received several comments regarding the proposed §155.705(b)(4), which 

stated that a SHOP must provide a “single bill” to qualified employers and aggregate premium 

payments from employers. Many commenters supported this proposal, noting that it was 

essential to the effective operation of providing employees with a choice of QHP and should ease 
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the burden on small employers of administering group health benefits. Some commenters 

recommended that the single bill list for each employee the portion of the premium the employee 

is responsible for and the portion of the premium for which the employer is responsible, while 

others suggested that the SHOP assist employers in calculating an average premium for its 

employees. In contrast, other commenters suggested that premium aggregation should not be a 

minimum function of the SHOP or should be optional for employers not providing their 

employees with a choice of QHP. Some commenters noted that health plans currently provide 

their own the billing services and that a standard on the SHOP to aggregate premiums may add 

to the administrative cost of selling QHPs through the SHOP.  

Response: We believe that premium aggregation dramatically decreases the burden on an 

employer of participating in the SHOP by permitting the employer to write a single check for the 

total premium amount due. We do not believe that SHOP premium aggregation will increase the 

administrative burden on issuers who already perform billing services, because such issuers will 

no longer have to submit, track, and support a large number of paper bills to individual 

employers. Further, we believe that the process of resolving discrepancies will be simplified, 

since the issuer only needs to reconcile with one entity – the SHOP.  

Additionally, we believe that bills provided by the SHOP should contain in addition to 

the total amount due by the employer, the portion of each employee’s premium for which the 

employer is responsible and the portion for which the employee is responsible, and have revised 

paragraph §155.705(b)(4)(i) of this final rule to reflect this clarification. We note that this 

information may be collected on the SHOP single employer application. The SHOP may also 

include an average premium on the billing statement to assist employers in smoothing premium 

costs between employees. 
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Comment: Some commenters responding to proposed §155.705 requested clarification 

regarding procedures for dispute resolution for potential scenarios where the SHOP failed to 

remit payment to QHP issuers in a timely manner or failed to collect the correct amount from 

employers. One commenter recommended that proposed §155.720(d) allow a grace period for 

employees and employers for making premium payments based on evidence of a “good faith” 

effort. 

Response: Because States vary dramatically in statutory and regulatory standards related 

to non-payment or late payment of premiums, we do not believe a Federal uniform standard and 

process could effectively prevent such errors. Instead, we encourage SHOPs to create standard 

operating procedures regarding the payment and remittance of premiums. We also recommend 

that SHOPs standardize grace periods across QHPs. Because proper oversight of the flow of 

funds is essential, we direct the SHOP to maintain records and evidence of standard accounting 

procedures in order to allow for effective auditing of the premium aggregation service.  

 Comment: Commenters generally supported the option for a State to merge the individual 

and small group markets subject to the provisions of proposed §155.705(b)(7).While 

commenters had a variety of views on the advisability of merging the markets, most commenters 

agreed that, if a State merges the markets, QHPs offered to small employers in the merged 

market must meet the maximum deductible provision in section 1302(c) of the Affordable Care 

Act. One commenter said that QHPs in a merged market should not be subject to a maximum 

deductible, and another commenter stated that there should be no restrictions on the deductible in 

the small group market.  

 Response: We do not believe that the statute allows issuers who participate in a merged 

market to be exempted from offering small businesses the maximum deductible in the 
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Affordable Care Act; therefore, we are finalizing §155.705(b)(7) as proposed. 

 Comment: Commenters expressed concern that limiting employees to small group market 

QHPs rather than in any QHP that meets the maximum deductible provision in section 1302(c) 

of the Affordable Care Act may make it more difficult to achieve portability of coverage across 

employment situations, including periods of unemployment and self-employment, and may 

complicate the aggregation of employer contributions from different employers. The commenters 

asked that the standard be changed or removed in the final rule. 

 Response: While we understand the concern about portability between small group and 

individual market products, section 1311(b)(1)(B) of the Affordable Care Act clearly states that 

the SHOP is “designed to assist qualified employers in the State who are small employers in 

facilitating the enrollment of their employees in QHPs offered in the small group market in the 

State.” We have therefore retained the language in §155.705(b)(8) in this final rule. 

 Comment: Several commenters expressed concerns about the possibility of adverse 

selection and other market disruptions that might result from a State’s choice to allow large 

group market issuers to offer QHPs in the large group market through the SHOP. Two 

commenters specifically expressed concern about an automatic SHOP expansion to the large 

group market. Several commenters recommended that States not expand the SHOP; one 

commenter suggested that HHS delay the expansion; and one commenter asked that HHS create 

safeguards to prevent adverse selection. Finally, one commenter asked that we interpret section 

1312(f)(2)(b) of the Affordable Care Act to allow States the latitude to expand the SHOP earlier 

than 2017. 

 Response: Section 2701(a)(5) of the PHS Act provides that if the State exercises the 

option of offering large group market QHPs in the SHOP, the rating rules in section 2701 that 
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apply to the small group market will also apply to all coverage offered in that State’s large group 

market, except for self-insured group health plans. A State must specifically elect the expansion. 

We also do not believe that we have the authority to delay – or to allow earlier implementation of 

– the State’s ability to make this election. Accordingly, we are not modifying the final rule to 

provide for any such modifications. 

Summary of Regulatory Changes  

 We are finalizing the provisions proposed in §155.705 of the proposed rule, with the 

following modifications: in paragraph (b)(4)(i), we clarified the data elements that must be 

included in the monthly bill sent by the SHOP. In new paragraph (b)(4)(iii), we added a standard 

for the SHOP to maintain books, records, documents, and other evidence of accounting 

procedures and practices of the premium aggregation program for each benefit year for at least 

10 years, to conform to the standards for the individual Exchange. We also clarified in paragraph 

(b)(5) that the SHOP must ensure that each QHP meets the certification standards in §156.285. 

In new paragraphs (b)(10) and (11), we noted that the SHOP may authorize minimum 

participation standards on certain conditions, and established that the SHOP must develop a 

premium calculator to assist qualified employers and employees. Finally, we made several 

technical clarifications and modifications. 

c. Eligibility standards for SHOP (§155.710) 

 In §155.710, we proposed the eligibility standards for qualified employers and qualified 

employees seeking to purchase coverage through a SHOP, and proposed to codify the general 

standard that the SHOP make QHPs available to qualified employers. Specifically, we proposed 

that the SHOP ensure that an entity is a small employer, or an employer with no fewer than one 

employee and no more than 100 employees, unless a State elects to limit enrollment in the small 
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group market to employers with no more than 50 employees until January 1, 2016.  

We also proposed to define “employer,” “small employer,” and “large employer” based 

on the PHS Act, and to adopt the PHS Act methodology for counting employees, where 

employees are counted equally regardless of their status as a part time employee or full time 

employee. Noting that States use a variety of methods to determine employer size for purposes of 

determining eligibility for the small group market, we solicited comment on this approach. 

We further proposed that the SHOP must ensure a qualified employer provides an offer 

of coverage through a SHOP to all of its full-time employees, and that the employer can elect to 

cover all employees through the SHOP serving the employer’s principal business address or by 

providing coverage to each eligible employee through the SHOP serving the employee’s primary 

worksite. In cases where the employer elects to cover all employees through the SHOPs serving 

their worksites, we proposed that a SHOP must accept the application of such an employer, 

subject to any minimum participation rules authorized by the SHOP. In addition, we proposed to 

allow an employer participating in the SHOP to continue its participation if the number of 

workers employed fluctuates after the employer’s initial eligibility determination. We also 

clarified that only an employee who receives an offer of coverage through the SHOP from a 

qualified employer may be a qualified employee.  

Comment: Many commenters addressed the question of whether businesses consisting 

entirely of sole proprietors, 2 percent S-corporation shareholders, and their family members, with 

no common law employees, should be eligible to purchase coverage through a SHOP. Several 

commenters were in favor of either including sole proprietors in the definition of eligible 

employer or allowing States to decide whether to expand their definition of a small group to 

encompass sole proprietors, stating that this would be analogous to the HIPAA interpretation that 
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States could extend HIPAA protections to more employers. Other commenters suggested 

deferring to State definitions of small group to avoid confusion and minimize possible 

differences between the SHOP and the outside market.  

Many commenters supported allowing sole proprietors to choose either Exchange 

individual market or SHOP coverage. Some commenters suggested deferring to State law to 

allow those States to continue offering small group coverage to sole proprietors. Many other 

commenters supported the proposed rule’s exclusion of sole proprietors from the small group 

market, noting that the current rationale for allowing sole proprietors to purchase in the small 

group market — to provide access to a guaranteed issue product with modified community rating 

— will not be relevant in 2014 because of individual market reforms. Several of these 

commenters suggested that the final rule make clear that sole proprietors are eligible for 

coverage in the Exchange. Two commenters suggested using the COBRA standard to determine 

the number of employees, which would also exclude sole proprietors. Other commenters who 

supported the rule as proposed suggested that allowing sole proprietors and S-corporation owners 

a choice between markets would create possible adverse risk selection. 

Response: The Affordable Care Act and the proposed rule base their definitions of 

“employer,” “employee,” “small employer,” and “large employer” on the definitions in the 

Public Health Service Act (PHS Act). Section 2791 of the PHS Act incorporates by reference the 

definition of employee in section 3(6) of ERISA. Further, section 2791 provides that an 

employer is defined by reference to section 3(5) of ERISA. To be an employer eligible to 

purchase coverage through the SHOP, the employer must employ at least one common law 

employee. Under 29 CFR 2510.3-3, an employee would not include a sole proprietor or the sole 

proprietor’s spouse.  
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We find no authority to interpret what constitutes a group health plan differently than set 

forth in the proposed rule. And, we note that even though both markets will have guaranteed 

issue and similar rating rules, enrollment of individuals is limited to the annual open enrollment 

period while enrollment of groups can occur throughout the year. We have therefore retained the 

definitions in proposed §155.20, and our interpretation of what constitutes a group health plan. 

Comment: A number of commenters addressed the issue of how employees should be 

counted in determining employer size. Commenters noted that States use different methods to 

calculate employer group size when determining small group market eligibility. Several 

commenters noted that there are also different Federal methods for determining employer size 

for different purposes, and that these differing methods may be confusing to small employers. 

While some commenters supported the proposed approach, to count all full time and part time 

employees, other commenters suggested specific alternatives, including but not limited to a full-

time equivalent method like that used in section 4980H of the Code, as added by section 1513 of 

the Affordable Care Act, to determine whether an employer is a large employer; the full-time 

equivalent method used to determine whether Federal COBRA continuation of coverage 

standards apply; or counting full-time employees only. Finally, a number of commenters 

suggested that each Exchange defer to the applicable State’s method of determining group size or 

transitioning from current State methods of counting employees to a Federal method. 

Response: CMS has previously issued guidance on determining employer size that 

includes part-time employees in the count.10 For example, the method described in the preamble 

to the proposed rule would count part-time employees as full employees. A second method 

proposed in a 2004 proposed rule issued by the Department of the Treasury, the Department of 

                                                 
10 HCFA Insurance Standards Bulletin Series No. 99-03 (September 1999), posted online at 
https://www.cms.gov/HealthInsReformforConsume/downloads/HIPAA-99-03.pdf . 
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Labor, and HHS, in which the number of full-time equivalent employees is determined.11 

Because of the range of comments received to the proposed rule and because the method of 

counting employees has implications that extend beyond the operation of the SHOP, we are not 

finalizing at this time a rule for determining employer size. We are considering future 

rulemaking to address the method of determining employer size for purposes of deciding 

whether an employer is a small employer or a large employer. 

Comment: Several commenters suggested that the proposed rule articulate the method of 

determining whether a small employer is subject to or exempt from the shared responsibility 

standards, since that determination is different from the determination of eligibility for 

participation in the SHOP. 

Response: Formal guidance about the method of determining whether a small employer is 

subject to the shared responsibility provisions is outside the scope of this final rule. 

Comment: Several commenters supported the flexibility of the employer and employee 

eligibility standards in proposed §155.710, including allowing employers with worksites in the 

service areas of multiple SHOPs to offer coverage to their employees through the SHOP serving 

the employees’ worksites. Some commenters requested clarification regarding the coordination 

of information necessary for the effective implementation of such an eligibility standard. Other 

commenters requested clarification of how employer groups can calculate premiums in a way 

that mitigates the effects of age rating in instances where workers obtain coverage through more 

than one Exchange. Finally, one commenter recommended that employee eligibility be limited to 

the State in which the employer’s headquarters is located.  

Response: We recognize the benefits of allowing employers in multiple States flexibility 

                                                 
11 Notice of Proposed Rulemaking for Health Coverage Portability: Tolling Certain Time Periods and Interaction 
with the Family and Medical Leave Act Under HIPAA Titles I and IV, 69 CFR 78000-78825, 
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regarding the SHOPs in which they may opt to enroll. We believe this eligibility standard does 

not establish a significant level of coordination between SHOPs, though nothing in this section 

would preclude a SHOP from establishing processes or standard operating procedures to 

coordinate across service areas. Employers electing to participate in multiple SHOPs must meet 

the eligibility standards of each SHOP in which they wish to participate and prior to 2017 may 

not employ more than 100 employees in total in accordance with section 1312(f)(2) of the 

Affordable Care Act. We acknowledge, however, that standards related to the calculation of 

premiums in the small group market may vary from State to State in a manner that does not 

allow differences in cost due to age or location to be spread easily among all employees across 

State lines.  

Comment: One commenter objected to the proposed §155.710(b)(2), which stated that 

the SHOP must ensure that a qualified employer provides an offer of coverage through the 

SHOP to all full-time employees because it places an administrative burden on the SHOP and 

would be difficult to enforce. Other commenters suggested that a multi-employer plan should be 

able to offer coverage to its participants through the SHOP only to the employees of a 

participating small employer covered under a collective bargaining agreement.  

Response: Our eligibility process allows the SHOP to accept an attestation by an 

employer that it will offer coverage to all of its full-time employees, minimizing the 

commenter’s concern about burden. Multiemployer plans that qualify as QHPs may offer 

coverage in SHOP but, like other QHPs, must follow rules applicable to QHPs.  Additionally, we 

intend to address commenters’ concerns surrounding multi-employer plans in future guidance. 

 Comment: One commenter suggested that additional guidance might be needed with 

regard to multi-employer plans purchasing coverage through the SHOP, particularly with regard 
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to determining the work site, establishing eligibility and enrollment procedures, billing and 

premium collection, and other administrative procedures. 

 Response: Multiemployer plans can play a role as an aggregator of premium contributions, 

and an arranger of coverage, and intend to address commenters’ concerns in future guidance. 

Summary of Regulatory Changes 

 We are finalizing the provisions proposed in §155.710 of the proposed rule without 

substantive modification. 

d. Eligibility determination process for SHOP (§155.715) 

 In §155.715, we proposed that a SHOP determine eligibility consistent with the standards 

described in §155.710. Specifically, we proposed that a SHOP must verify either through the 

attestation of the employer or through additional methods developed by the SHOP, that a 

qualified employer has fulfilled all of the standards specified in §155.710, including that the 

employer is a small employer, it is offering coverage through the SHOP to all full-time 

employees, as well as verifying that at least one employee works in the SHOP’s service area.  

Consistent with the statutory directive for HHS to provide a single, streamlined 

application form, we also proposed that the SHOP use only two application forms: one for 

qualified employers and one for qualified employees. We further proposed that for the purpose 

of determining eligibility in the SHOP, the SHOP may use the information attested to by the 

employer or employee on the application but must, at a minimum, verify that an individual 

attempting to enter the SHOP as an employee is listed on the qualified employer’s roster of 

employees to whom coverage is offered. We also proposed that the SHOP have processes to 

resolve occasions when the SHOP has a reason to doubt the information provided through the 

employer and employee applications. In addition, similar to the individual market Exchange 
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standards, we proposed that the SHOP notify an employer or employee seeking coverage of the 

SHOP’s eligibility determination and the employer or employee’s right to appeal.  

Finally, we proposed that if a qualified employer ceases to purchase any coverage 

through the SHOP, the SHOP must ensure that: (1) each QHP terminates the coverage of the 

employer’s qualified employees enrolled in QHPs through the SHOP; and (2) each of the 

employer’s qualified employees enrolled in a QHP through the SHOP is notified of the 

employer’s withdrawal and its termination of coverage prior to such withdrawal and termination. 

We solicited comments on whether this notification must inform the employee about his or her 

eligibility for a special enrollment period in the Exchange and about the process of being 

determined eligible for insurance affordability programs. 

Comment: We received several comments regarding the eligibility determination process 

for employees proposed in §155.715. Some commenters opposed the processes for individual 

employee verification, stating that the process may increase the administrative burden on 

businesses. Others suggested that the SHOP should not verify employee eligibility and 

questioned the Secretary’s authority for such verifications. Commenters recommended that any 

SHOP eligibility process conform to the standards of sections 1411(g) and 1411(h) of the 

Affordable Care Act. Some additionally proposed an alternative process whereby employers 

applying for coverage in a SHOP present a list of qualified employees with reference to 

associated Employment Identification Numbers (EIN) in order to prevent employer and 

employees applicants from gaming the eligibility process. Commenters additionally 

recommended that the final rule prohibit the SHOP from collecting information for verification 

of citizenship status or eligibility for the advance payment of the premium tax credit, as 

described in sections 1411(b)(2) or 1411(c) of the Affordable Care Act.  
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Response: We note that in accordance with §155.705(a), SHOPs must comply with the 

standards of part 155 subpart C including the privacy and security standards of §155.260 and 

§155.270. These sections implement section 1411(g) of the Affordable Care Act.  

The employee eligibility process as proposed would direct the SHOP to verify only that 

an employee applying for coverage through the SHOP is a qualified employee – an employee 

offered coverage by a qualified employer. We believe that such verification is necessary to 

ensure the effective operation of the SHOP and the prevention of abuse. An employee applying 

to the SHOP for coverage may easily be both verified and determined to be a qualified employee 

by the SHOP solely on the list of qualified employees provided to the SHOP by the employer.  

 Because citizenship verification is the responsibility of the employer at the time of hiring, 

we have added language in this final rule to clarify that the SHOP will not perform re-

verification of citizenship status.  

Summary of Regulatory Changes 

 We are finalizing the provisions proposed in §155.715 of the proposed rule, with the 

following modifications: in new paragraph (c)(3), we clarified that a SHOP may only collect the 

minimum information necessary to verify the information provided in an application. In new 

paragraph (c)(4) we reiterated that the SHOP may not perform individual eligibility 

determinations as described in sections 1411(b)(2) or 1411(c) of the Affordable Care Act. In 

paragraph (d)(1)(iv)(A), we established that the SHOP must mention an employer’s right to 

appeal in any notice of denial of eligibility. In paragraph (g)(2), we specified that the SHOP must 

ensure that any employees affected by a qualified employer’s withdrawal from the SHOP are 

notified and receive information about other coverage options. Finally, we made several changes 

throughout this section to improve the precision of the language used.  
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e. Enrollment of employees into QHPs under SHOP (§155.720) 

 In §155.720, we proposed that the SHOP establish a uniform enrollment timeline and 

process, standardized to a plan year, for all employers and QHPs in the SHOP. In addition, we 

proposed that the SHOP must ensure that qualified employees who select a QHP are notified of 

the effective date of coverage, whether such notice is executed by the QHP or by the SHOP. 

 We also proposed that information maintained by the SHOP must include records of 

qualified employer participation and qualified employee enrollment, and that reconciliation of 

enrollment information with QHPs occur at least monthly. We invited comments on whether we 

should establish target dates or guidelines so that multi-State qualified employers are subject to 

consistent rules. 

 Finally, we proposed that if a qualified employee voluntarily terminates coverage from a 

QHP, the SHOP must notify the individual’s employer.  

Comment: Several commenters suggested that proposed §155.720(a) clarify the duties of 

the SHOP and QHP issuers when facilitating employee enrollment into QHPs. 

 Response: Section 155.705 directs a SHOP to carry out the minimum functions in other 

subparts of the part. Consistent with the proposed rule, §155.720(c)(2) of the final rule directs a 

SHOP to fulfill the standards of §155.400, which establishes standards related to enrollment of 

individuals into QHPs.  

Comment: One commenter requested clarification that QHP issuers do not have to 

participate in both the SHOP and individual Exchanges. 

Response: Nothing in this part establishes that an issuer must participate in both the 

SHOP and the individual Exchange. However, we note that Exchanges may wish to establish 

such participation in both markets as a condition of certification. 
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 Comment: One commenter to this section recommended automatic enrollment of 

employees into new QHPs when there are mergers between QHP issuers or when one QHP 

offered by a specific QHP issuer is no longer offered, but there are other options available to the 

individual through the same QHP issuer. 

 Response: We believe that States may wish to take variable approaches to managing the 

enrollment; and therefore, we are not establishing a standard to offer automatic enrollment in this 

final rule.  

 Comment: Several commenters to proposed §155.720(b) recommended that the final rule 

afford States further flexibility with respect to enrollment timelines. A few commenters 

suggested that the SHOP base its timelines on eligibility rules for enrollment on the current 

market practices. A few commenters recommended that the final rule exclude any target dates 

and guidelines in §155.720, while another commenter recommended that the rule establish basic 

guidelines and leave the selection of exact dates to the SHOP. Yet another commenter expressed 

concern that the proposed rule did not provide sufficient flexibility for industries that typically 

begin coverage on October 1 and recommended that SHOPs be permitted to provide special 

group enrollment for those groups or amend the rule to afford States greater flexibility to address 

those circumstances. Conversely, another commenter proposed that §155.720 include target 

dates and guidelines so that multi-State employers are subject to consistent rules. One 

commenter supported similar enrollment processes and timelines across QHPs to allow qualified 

employees the greatest opportunity to select preferred plans and ease administrative burden for 

multi-State employers.  

 Response: We believe that §155.720 provides adequate flexibility for a State to develop 

its process in a way that is most suitable to local situations. Thus, we have not included specific 
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dates in the section and have allowed States flexibility to address specific needs or concerns, 

including current market environment and special industries. 

 Comment: Two commenters responding to this section and §155.725 recommended that 

HHS develop a transaction standard with respect to collected enrollment information. 

Response: We plan to provide guidance on the timing, format, and content of the 

enrollment information transmissions to QHP issuers. 

Comment: Several commenters suggested proposed §155.720(e) specify how SHOPs can 

ensure that QHPs provide notices to employees of effective coverage dates. One commenter 

supported the policy that SHOPs be held accountable for employees receiving notices of 

effective dates of coverage. One commenter recommended that QHPs transmit confirmation of 

enrollment to the SHOP, and another urged HHS not to add a standard that the SHOP must send 

a duplicate notification to the enrollee. 

 Response: SHOPs must be able to enforce the notification standard; we believe that 

§155.720 provides a State with the flexibility to establish its SHOP enrollment timeline, 

procedures, and enforcement mechanisms that work best for the particular State. The QHP 

should be responsible for sending notification; we have clarified in §155.720(e) of this final rule 

that a QHP, and not the SHOP, must send the notification.  

Comment: In response to proposed §155.720(f) and (g), one commenter opposed the 

policy for the SHOP to reconcile information and keep records, noting that it is unclear under the 

Affordable Care Act why SHOP should maintain records. 

 Response: The reconciliation of information and the retention of records of participants 

and participant information by the SHOP is a necessary standard for the smooth operation of the 

SHOP and effective oversight of the SHOP.  
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 Comment: Several commenters to proposed §155.720(g) supported the idea of 

reconciliation of enrollment information but disagreed on the frequency and on who should 

determine the frequency. One recommended that this paragraph establish monthly reconciliation 

and that SHOPs allow QHPs to query a SHOP at any time for information on qualified 

employers and employees. A few commenters recommended flexibility for States to establish 

reporting and auditing standards. 

 Response: We recognize the need for periodic reconciliation of enrollment information 

between the SHOP and the QHPs. However, States should have the flexibility to determine how 

often such reconciliation is necessary, provided that reconciliation is completed no less 

frequently than once per month. Therefore, we are not adding a more specific standard in the 

final rule.  

 Comment: In response to the standards in proposed §155.720(h) related to termination of 

a qualified employee, some commenters recommended allowing SHOPs to ensure that 

disenrollment requests from current employees to come through the employer because such a 

process would ensure the employer receives notification and is able to communicate to the 

employee the potential consequences of disenrollment. One commenter recommended that an 

employee who ends employment should consult with the employer regarding available coverage 

options after employment ends. Another commenter recommended the notification standard be 

placed on the QHP issuer and not on the SHOP. 

 Response: We believe that §155.720(h) of this final rule ensures that an employer will 

receive appropriate notification while preserving an employee’s ability to terminate coverage 

without the added step of consulting with the employer or creating an additional administrative 
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burden on the employer. We believe that the notification standard should remain with the SHOP 

and that the associated administrative burden will be minimal.  

Summary of Regulatory Changes 

We are finalizing the provisions proposed in §155.720 of the proposed rule, with the 

following modification: in paragraph (f), we clarified that SHOPs must retain records for ten 

years, which is changed from the proposed seven years. We added new paragraph (i), which 

directs the SHOP to report to the IRS employer participation and employee enrollment 

information for tax administration purposes. Finally, we made a few technical modifications to 

streamline the regulation text. 

f. Enrollment periods under SHOP (§155.725) 

 In §155.725, we proposed that the SHOP adhere to the start of the initial open enrollment 

period for the Exchange, which is October 1, 2013 for coverage effective January 1, 2014, and 

ensure that QHP issuers adhere to coverage effective dates in accordance with §156.260. We 

noted that the initial open enrollment date represents the first date employers may begin 

participating in the SHOP. In addition, to align enrollment processes between the SHOP and the 

small group market, we proposed a rolling enrollment process in the SHOP whereby qualified 

employers may begin participating in the SHOP at any time during the year.  

 We invited comment on two provisions related to SHOP enrollment: that qualified 

employers may enroll or change plans once per year or during an applicable special enrollment 

period; and that an employer’s plan may not align with the calendar year. 

 We also proposed an annual employer election period in advance of the annual open 

enrollment period, during which time a qualified employer could modify the employer 

contribution towards the premium cost of coverage and the plans it intended to offer to 
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employees during the next plan year. We noted that this annual election period may be specific 

to each qualified employer and therefore must occur at a fixed point in the plan year, not at a 

fixed point during the calendar year. In addition, we proposed that the SHOP must notify 

participating employers that their annual election period is approaching, and solicited comment 

on this standard and whether we should establish that the notice be sent at a specified interval 

(for example, 30 days before the relevant election period).  

 We solicited comment on our proposal that the SHOP establish an annual employee open 

enrollment period for qualified employees, to occur at a fixed point during the plan year, during 

which the employee would have the option to renew or change coverage. We proposed that a 

qualified employee who is hired outside of the initial or annual open enrollment period would 

have a specified window set by the SHOP to seek coverage in a QHP beginning on the first day 

of employment. We also proposed that the SHOP establish effective dates of coverage for 

qualified employees consistent with §155.720. Finally, we proposed that if an enrollee remains 

eligible for coverage in a QHP through the SHOP, the individual will remain in the QHP selected 

during the previous plan year with limited exceptions, in which case the individual would be 

disenrolled at the end of the coverage year. We invited comments on our approach to 

differentiating individual and small group market enrollment and the proposed structure for 

initial, rolling, and annual open enrollment through the SHOP. 

  Comment: In response to proposed §155.725(a), some commenters opposed aligning the 

enrollment periods in §155.725 with the individual Exchange and recommended that SHOP 

enrollment should be aligned with other group markets. 

Response: In §155.725(a), we align the SHOP initial open enrollment period with an 

individual Exchange for the first opportunity when coverage may be purchased through the 
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SHOP. Under §155.725(b), we establish rolling enrollment in the SHOP, which we believe is 

consistent with current practice in the small group market where plan years do not necessarily 

correspond to calendar years. We have retained these provisions in the final rule. 

Comment: In response to the standards in proposed §155.725(a)(2), one commenter 

requested clarification that effective dates depend on the completion of eligibility and enrollment 

standards, and recommend that such standards must be met by December 7, 2013 to secure a 

coverage effective date of January 1, 2014. 

Response: A SHOP must permit an individual to enroll in a QHP only after a qualified 

employee has been determined eligible and has completed any enrollment standards. We believe 

that the standards in §155.410 of this final rule provide sufficient time for QHP issuers to 

effectuate enrollment. 

Comment: A few commenters on this section recommended adding a standard that 

SHOPs develop a plan to encourage maximum enrollment during the initial open enrollment 

period, noting concerns about adverse selection if certain employers wait to enroll until health 

care needs make it more advantageous. One commenter recommended allowing employers to 

pro-rate their initial year of participation and then begin their next plan year on January 1st of the 

following year to minimize public confusion and aid implementation. 

Response: We believe that States have the flexibility under the rule to best assess their 

local market environment and to develop plans to encourage enrollment and discourage adverse 

selection. 

Comment: Many commenters on proposed §155.725(e) recommended that the annual 

employee open enrollment period last at least 30 days. Some commenters recommended that 

open enrollment should be standardized for all QHPs. Several supported a notification period for 
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employees before the annual enrollment period. One commenter recommended the employer, 

and not the SHOP, decide the open enrollment period, and a few commenters recommended the 

Federal government defer to States to establish open enrollment periods. 

 Response: We have added language to §155.725(e) of this final rule establishing a 

standardized open enrollment period of at least 30 days. We note that States will have the 

flexibility to establish open enrollment periods based on the specific market landscape of the 

State, and believe that §155.725 provides that flexibility. We further believe that employees 

should receive a notification in advance of the open enrollment period and have added a standard 

in new §155.725(f) that the SHOP provide notification to qualified employees of the open 

enrollment period in advance of the period. 

Comment: Several commenters on proposed §155.725(d) supported the policy that the 

SHOP must notify the employer in advance of the annual employer election period. A few 

supported a notification period of 30 days or at least 30 days, one requested flexibility in 

determining when employers must be notified, and one recommended that the notification period 

align with the outside market to prevent additional administrative burden on QHPs. Conversely, 

one commenter opposed a notification standard for the SHOP, stating that this function is 

currently handled by health insurance issuers. 

Response: We believe that the SHOP should provide notification of the open enrollment 

period but do not believe that we should prescribe specific timing for the notification. We believe 

that §155.725 of the proposed rule provides the SHOP with the requested flexibility for 

notification timing. Finally, we note that the SHOP is the appropriate entity to notify employers 

because a single employer could have employees enrolled in QHPs across several issuers. 

Therefore, we are not changing this standard in the final rule.  
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Comment: A few commenters on proposed §155.725(c) recommended that the annual 

employer election period last at least 30 days. One commenter recommended that an employer 

must submit an application to participate in SHOP at least 120 days prior to the start of the plan 

year. 

 Response: We recognize the importance of an annual employer election period of at least 

30 days and have added language to §155.725(c) to that effect. However, we note that States 

have the flexibility to establish longer annual employer election periods if they so choose.  

Comment: In response to proposed §155.725(h), one commenter requested clarification 

on the auto-enrollment process where a QHP ceases to exist and an individual does not select 

another QHP. 

Response: Auto-enrollment in the SHOP is only applicable per redesignated §155.725(i) 

of this final rule in situations in which a qualified employee enrolled in a QHP through the 

SHOP remains eligible for coverage. In such cases, the employee will remain in the QHP 

selected during the previous year unless the qualified employee terminates coverage, enrolls in 

another QHP, or the QHP is no longer available. We note that if a QHP ceases to exist, resulting 

in a loss of minimum essential coverage for the enrollee, the enrollee will be eligible for a special 

enrollment period per §155.725(a)(3). We also note that under §156.290(b), a QHP issuer that 

does not seek recertification with the Exchange for a QHP must provide written notice to each 

enrollee. However, in these cases where an enrollee’s former QHP is no longer available, there is 

no auto-enrollment standard in the SHOP should the individual not select another QHP during a 

special enrollment period or open enrollment period. 

Comment: Many commenters offered feedback on the proposed §155.725(g), which 

stated that the SHOP must establish effective dates of coverage for enrollees in the SHOP. A few 
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commenters requested that the final rule clarify the SHOP’s obligation to establish coverage 

effective dates. One commenter recommended that coverage take effect on the first day of the 

month following the date of enrollment for enrollment transactions completed by the 20th of the 

month. In cases where enrollment is completed after the 20th, the commenter recommended that 

coverage take effect on the first day of the month that follows the next month. In contrast, some 

commenters disagreed with the policy that SHOPs must establish effective dates of coverage, 

noting that employers and carriers currently perform this function. 

Response: Per redesignated §155.725(h) of this final rule, the SHOP must establish 

coverage effective dates consistent with §155.720. We believe that a single policy of effective 

dates in the SHOP ensures consistency and note that we proposed using the same effective dates 

as the individual Exchange for the initial enrollment period in order to increase the 

administrative simplicity for Exchanges and issuers. We believe the §155.410 standards provide 

sufficient time for processing enrollment information before the effective date of coverage. 

Therefore, we are finalizing redesignated §155.725(h), as proposed. We further note that a SHOP 

must not only establish effective dates but must also ensure notification of the effective dates in 

accordance with §155.720. 

Comment: Some commenters to §155.725 recommended that employees receive advance 

notice if the QHP in which they are enrolled will no longer be offered through the SHOP for the 

upcoming plan year. Another commenter recommended that employees in this circumstance 

receive advanced notice of other affordable options, including insurance affordability programs. 

Response: We note that §156.285(d)(1)(ii) of this final rule directs any QHP issuer that 

chooses not to renew its participation in the SHOP to notify affected enrollees and qualified 

employers. We believe that this notification standard, combined with the annual open enrollment 
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period, provides sufficient opportunity for enrollees to review their coverage options and make a 

new plan selection. Therefore, we are not adding a notification standard in this section. 

Comment: Several commenters on proposed §155.725(f) supported the policy that 

SHOPs provide coverage to any new employees hired outside of the initial or annual open 

enrollment period and that SHOPs be able to make that coverage available on the employee’s 

first day of employment. One commenter recommended a predetermined, regulated length of 

time for the enrollment period. One commenter expressed concern with the limited ability to 

amend an employee’s coverage and recommended that employees have an opportunity to state a 

case for needing to change coverage similar to special enrollment rules. One commenter 

suggested that there should be a special enrollment period if an employer reduces its 

contribution. Other commenters questioned how this standard relates to probationary periods, 

specifically the Affordable Care Act provision that permits group plans to impose waiting 

periods of no more than 90 days for coverage of new employees. 

Response: In general, we recognize the importance of providing coverage to new 

employees hired outside of the initial or annual open enrollment. Thus, we have clarified in 

redesignated §155.725(g) of this final rule to assure that the SHOP provides an employee who 

becomes a qualified employee a period to seek coverage that would be effective on the first day 

of becoming a qualified employee rather than on the first day of employment. This revision 

refines the standard to encompass not only new employees, but also situations where an 

employee moves from part to full time status or completes a waiting period. In the case of a 

waiting period, an employee could become a qualified employee under §155.710(e) when the 

qualified employer makes an offer of coverage after the waiting period is over. It still retains the 

ability for a new and qualified employee to seek coverage on the first day of employment. States 
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will be able to set a time for this period under §155.720. We believe that §155.725 does not 

preclude a State from creating special enrollment periods in addition to the ones established by 

the rule. 

Comment: One commenter on proposed §155.725(h) recommended that because 

eligibility of a qualified employee to enroll in a QHP through the SHOP is available on the basis 

of employment by a qualified employer, the employer should be responsible for renewing its 

employees’ coverage at the end of a plan year. 

Response: We believe that §155.725(c) adequately addresses that concern by specifically 

establishing that a SHOP must provide qualified employers with an annual election period in 

which a qualified employer may change its participation in the SHOP for the next year, including 

the method it makes QHPs available to qualified employees, the level of employer contribution, 

the level of coverage offered, and the QHP or plans offered. Therefore, we are finalizing this 

provision as proposed. 

Summary of Regulatory Changes 

 We are finalizing the provisions proposed in §155.725 of the proposed rule, with the 

following modifications: in new paragraph (a)(3) we clarified that a SHOP must provide the 

special enrollment periods described in §155.420, with the exception of those described in 

paragraphs (d)(3) and (6) of that section. We provided in paragraph (c) that the SHOP must 

allow qualified employers a period of no less than 30 days to alter plan selections prior to the 

open enrollment period. We established in paragraph (e) that the annual employee open 

enrollment period must be standardized, and must be at least 30 days. In new paragraph (f), we 

direct the SHOP to provide notification to a qualified employee of the annual open enrollment 

period. In redesignated paragraph (g) we clarified that the SHOP must offer an enrollment period 
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to newly qualified employees. Finally, we redesignated proposed paragraphs (f), (g), and (h) as 

paragraphs (g), (h), and (i), respectively, and made several minor changes throughout this section 

to make the regulation text more precise and to add clarity. 

g. Application standards for SHOP (§155.730) 

 In 155.730, we outlined the proposed application-related standards for participation in the 

SHOP. Specifically, we proposed that the SHOP use a single employer application and the 

information the application should collect (that is, employer name and address, number of 

employees, employer identification number, list of qualified employees and SSNs). We sought 

comment on what, if any, other employer information SHOPs should collect via the employer 

application. 

 Similarly, we proposed that the SHOP must use a single employee application for each 

employee to collect eligibility information and QHP selection. We noted that a SHOP may 

modify or reduce the individual Exchange application for SHOP applicants, if desired and 

subject to approval by the Secretary. We also proposed that a SHOP may also use a model single 

employer application and model single employee application created by HHS or an alternative 

application approved by HHS. Finally, we proposed that the SHOP must allow employers and 

employees to submit their eligibility and enrollment information consistent with §155.405(c). 

Comment: We received several comments regarding the preamble discussion in the 

proposed rule that the SHOP should not make eligibility determinations for Medicaid or CHIP. 

Many commenters recommended that the final rule outline a role for the SHOP in providing 

information about these programs.  

Response: There are a number of ways that employees can learn about insurance 

affordability programs. We do not think that the application for SHOP is the most effective 
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venue for providing this information. 

Comment: We received several comments related to the limitations on the information 

that may be collected on SHOP applications in accordance with proposed §155.730(a). Some 

commenters requested that the final rule not impose any limitations on the information that the 

SHOP may request of employees, noting that such restrictions could limit how well the SHOP 

can serve qualified employers and qualified employees. Other commenters supported the 

proposed rule’s focus on a simple application standard and limiting the information collected to 

information necessary to facilitate applications, eligibility determinations, and enrollment.  

Response: We believe that limiting the collection of information on the application to 

data relevant for eligibility determinations, enrollment, and reporting by the SHOP or by QHP 

issuers balances the need to minimize the burden placed on applicants with the information needs 

of the SHOP and QHP issuers. Therefore, we are finalizing the provisions of §155.730(a) as 

proposed.  

Comment: One commenter suggested that the application collect the NAIC code of each 

employer applying to the SHOP under proposed §155.730(a). 

Response: We do not believe that it is essential for the SHOP application to collect each 

employer’s NAIC code, since it is beyond what is minimally necessary for the purpose of the 

SHOP. 

Comment: Some commenters were strongly opposed to the standard that the SHOP 

collect the social security number (SSN) of employees on the employer application in 

accordance with proposed §155.730(a)(4). These commenters stated that effective alternate 

methods of authenticating employees exist, recommended that this standard be removed from the 

final rule.  
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Response: While employees may be effectively authenticated without the employer 

providing employee SSN on the employer application, employee taxpayer identification numbers 

(most commonly an employee’s SSN) are needed for QHP issuers to comply with the standards 

of section 1502 of the Affordable Care Act. Although we retain the employees’ names and 

taxpayer identification numbers as elements of the employer application, we have clarified in 

§155.715(c)(4), that the SHOP may not re-verify the citizenship status of the employee or make a 

determination of eligibility for an advance payments of the premium tax credit. We note that 

employees already provide their Social Security number to employers for a variety of purposes 

and this information is disclosed by the employer to both State and Federal agencies of for such 

purposes as unemployment insurance and tax purposes.  

Comment: Some commenters requested that the SHOP be permitted to adopt an 

alternative employer or employee application without obtaining formal approval from HHS, as 

proposed in §155.730(e), in order to prevent the delay in the adoption of such applications. Other 

commenters agreed with the proposed policy that HHS approve any alternative application to 

ensure it meets the standards of this section.  

Response: The HHS review of any proposed alternative application is intended to ensure 

that it conforms to the standards proposed in this section. Therefore, we are maintaining the 

standard under §155.730(e), as proposed. 

Summary of Regulatory Changes 

 We are finalizing the definitions proposed in §155.730 of the proposed rule, with two 

modifications. In paragraph (e) we clarified that a SHOP may develop and submit for HHS 

approval an alternative application for employers and employees. Additionally, in new paragraph 

(g) we provide for additional safeguards to address commenters concern regarding the collection 
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and use of dependent information for purposes other than processing enrollment in a QHP and 

made several minor changes throughout this section to make the regulation text more precise and 

to add clarity. 

7.  Subpart K - Exchange Functions: Certification of Qualified Health Plans 

 This subpart codifies section 1311(d)(4)(A) of the Affordable Care Act, which establishes 

that Exchanges, at a minimum, implement procedures for the certification, recertification, and 

decertification of health plans as QHPs, consistent with guidelines developed by HHS.  This 

subpart also clarifies the Exchanges’ responsibility related to the inclusion in the Exchange of 

certain multi-State plans.  We note that as States establish Exchanges, each State has choices 

related to certification of QHPs for the Exchange through the piece of legislation, executive 

order, or charter that creates the Exchange. Alternatively, the Exchange itself may be able to 

exercise discretion under existing State and Federal law.   

a. Certification standards for QHPs (§155.1000) 

 In §155.1000, we proposed the overall responsibilities of an Exchange to certify QHPs.  

We proposed that QHPs must have in effect a certification issued or recognized by the Exchange 

as QHPs and that an Exchange may only make available as a QHP a health plan that has in effect 

a certification issued or recognized by the Exchange as a QHP.  We proposed to define a multi-

State plan as a plan under contract with OPM to offer a multi-State plan that offers a benefits 

package that is uniform in each State and consists of the benefit design standards described in 

section 1302 of the Affordable Care Act; meets all standards for QHPs; and meets Federal rating 

standards in accordance with section 2701 of the PHS Act, or a State’s more restrictive rating 

standards, if applicable. 
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 We proposed that an Exchange may certify a QHP if the QHP meets minimum 

certification standards described in subpart C of part 156 and if the Exchange determines the 

QHP is in the interest of qualified individuals and qualified employers in the State. We noted 

than an Exchange could adopt an “any qualified plan” certification, engage in selective 

certification, or negotiate with plans on a case-by-case basis; the proposal also permitted an 

Exchange to establish additional certification criteria.  

Comment: A few commenters requested that HHS redefine a multi-State plan in proposed 

§155.1000(a) as a plan that is described under section 1334 of the Affordable Care Act to ensure 

continuous alignment between this final rule and forthcoming regulations on multi-State plans 

promulgated by the U.S. Office of Personnel Management (OPM). 

Response: We believe the commenters’ approach would better align this final rule with 

forthcoming regulations on multi-State plans. Therefore, we are revising the regulation text in 

final §155.1000 to reference section 1334 of the Affordable Care Act. The final rule in this 

subpart has been revised throughout to acknowledge the role of OPM in certifying multi-State 

plans. 

Comment: Several commenters requested additional information on how the Office of 

Personnel Management will administer multi-State plans. Commenters proposed specific 

recommendations, including that OPM deem existing health plans that operate in multiple States 

as multi-State plans, or that multi-State plans include protections for certain types of benefits (for 

example, benefits related to end-stage renal disease). 

Response: The standards and processes related to multi-State plans will be addressed in 

forthcoming regulations implementing section 1334 of the Affordable Care Act promulgated by 

OPM. These issues are outside the scope of this final rule, which only addresses multi-State 
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plans in connection with Exchange obligations to recognize multi-State plans as certified by 

OPM. 

Comment: Several commenters requested that HHS clarify the language in proposed 

§155.1000(c)(2) permitting an Exchange to certify a QHP if the Exchange determines that such 

QHP is in the interest of qualified individuals and qualified employers. 

Response: We interpret §155.1000(c)(2), as proposed and as finalized, as providing an 

Exchange with broad discretion to certify health plans that otherwise meet the QHP certification 

standards specified in part 156 in a way that best meets the needs of local consumers and 

businesses. We refer commenters to pages 41891 and 41892 of the Exchange establishment 

proposed rule for a more comprehensive discussion of the strategies an Exchange could use to 

apply the “interest” test, including consideration of the reasonableness of the expected costs 

supporting the QHP’s premium and cost-sharing structure, past performance of the QHP issuer, 

quality improvement activities, enhancements of provider networks, the QHP service area, or 

past rate increases. 

Comment: A few commenters requested that HHS clarify the meaning of the exclusions 

in proposed §155.1000(c)(2)(i) through (iii), which place certain limits on an Exchange’s ability 

to exercise the “interest” test described in proposed §155.1000(c)(2).  

Response: As proposed and as finalized, §155.1000(c)(2)(i)-(iii) codifies sections 

1311(e)(1)(B)(i)-(iii) of the Affordable Care Act, which limits an Exchange’s ability to apply the 

“interest” test in certifying qualified QHPs. Specifically, we clarify that an Exchange cannot 

exclude an otherwise eligible QHP on the sole basis that it is a fee-for-service plan, through the 

use of premium price controls, or because the QHP covers treatments or services necessary to 

prevent patient deaths that the Exchange determines are inappropriate or too costly.   
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Comment: One commenter requested that the final rule clarify that any certification 

standards or processes developed in accordance with this section apply uniformly to any 

subsidiary Exchanges. Another commenter requested that a QHP issuer be permitted to operate 

statewide, even where subsidiary Exchanges cover smaller service areas. 

Response: There may be multiple compelling and appropriate reasons for a State to create 

additional standards, or to take a different approach to certification, in different market regions. 

For example, a State may wish to employ different contracting strategies in a highly competitive, 

urban service area versus a rural service area. Further, we believe that the definition of an 

Exchange in §155.20 and the authority to have a regional or subsidiary Exchange provided in 

§155.140 establish that a subsidiary or regional Exchange not only must meet all Exchange 

responsibilities, but also have the same authority and discretion as an Exchange that serves an 

entire State. Therefore, we are not establishing uniform standards for subsidiary Exchanges 

within a State; we note, however, that HHS must review and approve subsidiary Exchanges. We 

expect that States will consider the implications of developing subsidiary Exchanges, including 

the potential effects on issuer participation in the State. 

 Comment: One commenter generally expressed concern about aligning market rules and 

consumer protections inside and outside of the Exchange. 

Response: We note that nothing in the final rule limits a State’s ability to adjust market 

and other rules outside of the Exchange to better align with the rules and protections that exist 

within the Exchange. 

Summary of Regulatory Changes 

 We are finalizing the provisions proposed in §155.1000 of the proposed rule, with the 

following modification: we revised the definition of a multi-State plan in paragraph (a) to mean a 
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QHP that is offered in accordance with section 1334 of the Affordable Care Act, to ensure 

ongoing consistency with forthcoming regulations implementing this section. In paragraph (b), 

we amended the provision to clarify the language.  

b. Certification process for QHPs (§155.1010)  

 In §155.1010, we proposed that the Exchange establish procedures for the certification of 

QHPs that are consistent with the certification criteria outlined in §155.1000(c). We also 

proposed that a multi-State plan offered through OPM be deemed certified by an Exchange and 

noted that multi-State plans will need to meet all the standards for a QHP, as determined by 

OPM.  To ensure consumers have a robust selection of QHPs during the open enrollment period, 

we further proposed that the Exchange complete the certification of QHPs prior to the open 

enrollment periods established in §155.410.  Finally, we proposed that the Exchange monitor 

QHP issuers for demonstration of ongoing compliance with certification standards. 

Comment: In response to proposed §155.1010(a) on QHP certification, a number of 

commenters expressed support for Exchange flexibility in designing the certification process. 

Conversely, several commenters recommended a uniform, national set of certification standards 

and processes and proposed specific features, such as that the certification process consider past 

premium increases, an issuer’s medical loss ratio, quality information, or provider payment 

standards. Several commenters requested that the final rule provide additional detail on the 

certification standards that Exchanges will use to evaluate QHPs.  

Response: We recognize the importance of ensuring a basic set of uniform consumer 

protections across all Exchange markets through the setting of minimum certification standards 

for QHP issuers. We believe that States are best positioned to adapt and expand on these 

standards to meet the needs of consumers served by the Exchange, given local market conditions. 
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Therefore, while Exchanges have discretion to identify certification standards above and beyond 

those provided for in the final rule, including the features suggested by commenters, we are not 

specifying additional elements in this final rule. 

Comment: Many commenters expressed support for a specific contracting model the 

Exchange could adopt in accordance with proposed §155.1010(a); of these, approximately half 

endorsed an “any willing plan” approach, in which the Exchange would contract with all QHPs 

that meet the relevant certification criteria. The other half of the commenters favored more 

proactive forms of “active purchasing,” including selective contracting with QHPs. 

Response: As we noted in the preamble to the Exchange establishment proposed rule, we 

believe that an Exchange’s certification approach may vary based upon market conditions and 

the needs of consumers in the service area.  Accordingly, in this final rule, we offer flexibility to 

Exchanges on several elements of the certification process, including the contracting model, so 

that Exchanges can appropriately adjust to local market conditions and consumer needs. An 

Exchange could adopt its contracting approach from a variety of contracting strategies, including 

an any-qualified plan approach, a selective contracting model based on predetermined criteria, or 

direct negotiation with all or a subset of QHPs. Therefore, we are not prescribing a specific 

contracting model in this final rule. 

Comment: Many commenters expressed support for the provisions in §155.1010(b) of the 

proposed rule related to the deemed certification of multi-State plans and emphasized the 

importance of creating a level playing field for all QHPs within an Exchange. Several 

commenters recommended that the final rule clarify that multi-State plans and CO-OPs will be 

treated identically to other plans; for example, multi-State plans and CO-OPs would  comply 
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with any additional certification criteria established by an Exchange, and could be excluded in 

States that selectively contract. 

Response: The final rule establishing the CO-OP program, “Patient Protection and 

Affordable Care Act; Establishment of Consumer Operated and Oriented Plan (CO-OP) 

Program,” published at 76 FR 77392 (December 13, 2011) directs CO-OPs to comply with all 

standards generally applicable to QHP issuers. We anticipate that specific standards for multi-

State plans will be described in future rulemaking by OPM in accordance with section 1334 of 

the Affordable Care Act. 

We note that the Affordable Care Act specifically provides a deeming process for multi-

State plans and CO-OPs. Based on this fact, we do not believe these plans can be excluded from 

participation, including in Exchanges that adopt selective certification approaches.    

Comment: Several commenters supported flexibility for States to establish a certification 

timeline for QHPs, as provided in proposed §155.1010(c). In contrast, some commenters 

recommended that the final rule specify a certification timeline or suggested specific times by 

which health plans must be certified as QHPs, such as 10 months prior to the beginning of the 

relevant open enrollment period. 

Response: In developing the certification timeframe, an Exchange may need to consider 

market conditions in the State, including the potential for participation by new QHP issuers. As a 

result, we are not establishing a specific deadline by which an Exchange must complete 

certification, other than that certification must be completed prior to the open enrollment period 

for those QHPs that will be made available during open enrollment. We have revised the 

regulation text by replacing the proposal that all QHPs must be certified before the beginning of 

the relevant open enrollment period with a standard that all QHPs offered during an open 
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enrollment period must be certified before the beginning of such period. We encourage 

Exchanges to certify QHPs before the open enrollment period to the extent possible, and to 

consider the needs of consumers, issuers, and other stakeholders when establishing certification 

timelines. 

Comment: Multiple commenters requested clarification as to how Exchanges will 

continually monitor compliance with certification standards as described in proposed 

§155.1010(d). Several commenters offered specific recommendations related to ongoing 

monitoring, including that HHS establish a national complaint tracking database; that QHPs 

demonstrate compliance rather than placing the burden of proof on Exchanges; that HHS 

establish penalties for non-compliance; and that Exchanges consider network adequacy and 

provider payment practices. 

Response: The Exchange is generally responsible for monitoring ongoing QHP 

compliance with certification standards. There are existing and variable mechanisms for 

monitoring health plan performance; therefore, we believe Exchanges are best positioned to 

develop a process and infrastructure for monitoring QHP performance in the Exchange. This 

could include coordination with State departments of insurance, reviews of health plan 

performance, and other approaches. We note that the final rule gives Exchanges the express 

authority to decertify a QHP at any time for non-compliance with certification standards, 

including the discretion to establish sanctions for non-compliance. 

Comment: Several commenters requested that the final rule clarify whether a multi-State 

plan may cover non-excepted abortion services if its service area includes one or more States 

where coverage of such services is prohibited by State law. 
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Response: Specific standards for multi-State plans will be described in future rulemaking 

published by OPM in accordance with section 1334 of the Affordable Care Act. 

Comment: A few commenters requested that Exchanges be permitted to contract with 

other State agencies, such as the State department of insurance, to certify, recertify, and decertify 

QHPs for participation in the Exchange. 

Response: Exchanges may enter into agreements with eligible entities in accordance with 

§155.110, including other State agencies, to perform Exchange functions such as QHP 

certification.  The Exchange is responsible for establishing processes for QHP certification, 

recertification, and decertification. The Exchange may choose to carry out these functions by 

contracting with the State department of insurance or another appropriate entity, but must retain 

ultimate accountability for the certification and review of QHPs in accordance with §155.110. 

Comment: A few commenters addressed the certification processes for the individual 

Exchange and SHOP under proposed §155.1010(a). While some commenters recommended that 

the certification process be identical for both Exchanges, others supported two distinct processes 

in States where the individual Exchange and SHOP are separately administered. 

Response: The administrative structure of the individual Exchange and SHOP may vary 

by State. Further, the final rule offers significant flexibility to Exchanges in designing the 

certification process and does not prescribe a particular approach. Therefore, the final rule 

neither prescribes a single, uniform process nor two complementary processes for certification.  

Summary of Regulatory Changes 

 We are finalizing the provisions proposed in §155.1010 of the proposed rule, with the 

following modifications: we redesignated proposed paragraphs (c) and (d) as final paragraphs 

(a)(1) and (a)(2) to clarify that the certification timeline and the direction for Exchanges to 
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monitor QHPs for ongoing compliance are considered part of the certification process. In 

paragraph (a)(1), we added language to increase flexibility for an Exchange to certify a QHP 

during the benefit year by replacing the proposal that all QHPs must be certified before the 

beginning of the relevant open enrollment period with a standard that all QHPs offered during an 

open enrollment period must be certified before the beginning of such period. We revised the 

language in paragraph (b) to clarify that both multi-State plans and CO-OPs must be recognized 

by the Exchange as certified (we have previously finalized that Exchanges must recognize CO-

OP QHPs in 45 C.F.R. §156.520(e)(1), published at 76 FR 77414). 

c. QHP issuer rate and benefit information (§155.1020) 

 In §155.1020, we proposed that Exchanges must receive a QHP issuer’s justification for a 

rate increase prior to the implementation of such an increase, and ensure that the QHP issuer 

posts the justification on its Web site.  Specifically, we proposed to codify the statutory direction 

in section 1311(e)(2) of the Affordable Care Act that an Exchange consider the following factors 

related to health plan rates when determining whether to certify QHPs: (1) the justification of a 

rate increase prior to the implementation of the increase; (2) the recommendations provided to 

the Exchange by the State under section 2794(b)(1)(B) of the PHS Act; and (3) any excess rate 

growth outside the Exchange as compared to the rate of growth inside the Exchange, including 

information reported by the States.  We also solicited comment on how to best align section 2794 

of the PHS Act and section 1311(e)(2) of the Affordable Care Act with respect to review of rates.  

Finally, we proposed that the Exchange must, at least annually, receive from QHP issuers 

information on rates, covered benefits, and cost sharing for each QHP, in a form and manner 

specified by HHS.  
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Comment: Many commenters expressed support for the standard in proposed 

§155.1020(a) that an Exchange ensure that any rate increase justification is prominently posted 

on the QHP issuer’s Web site. Several commenters requested clarification of the meaning of 

“prominently” posted or made specific recommendations that, for example, the Exchange Web 

site link to the justification on the issuer’s Web site, that the Exchange Web site separately post 

the justification, or that the Exchange Web site include a pop-up “warning” to enrollees who 

select a QHP for which there was a recent rate increase. 

Response: In the final rule, we have amended §155.1020(a) to direct the Exchange to 

provide access to the rate increase justification posted on the issuer’s Web site.  We believe that 

this additional standard would provide greater transparency, and make it easier for consumers to 

access information about rate increases when considering QHPs. We note that nothing in this 

final rule would preclude an Exchange from separately posting an issuer’s justification or 

otherwise informing consumers about rate increase justifications, as suggested by commenters. 

Comment: A few commenters recommended that the final rule specify that the Exchange 

must collect rate justifications in accordance with proposed §155.1020(a) in a timely manner.  

Response: The Exchange must collect rate justifications in advance of the annual 

certification or recertification process, so that the Exchange can meaningfully consider the 

information when determining whether to make a QHP available through the Exchange. This is 

implicit in the operation of §155.1010 and §155.1020.  However, recognizing that Exchanges 

may establish different timelines for certification and recertification within the parameters 

described in §155.1010, we do not establish a separate uniform date for the collection of such 

justifications in the final rule.   
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Comment: One commenter requested that HHS clarify that any discussion of the State 

Insurance Commissioner or State department of insurance in the preamble to the proposed rule 

encompasses any relevant State regulator. 

 Response: While the statute gives the Exchange this authority, we believe that that the 

intent of §155.1020 is that the Exchange consider recommendations from the State agency or 

official responsible for complying with section 2794(b) of the PHS Act.   

Comment: Many commenters suggested ways Exchanges could consider rate increase 

justifications under proposed §155.1020(b). Some commenters favored a rigorous rate review 

process that would go beyond the functions currently performed by State regulators, such as by 

collecting additional information from QHP issuers implementing rate increases (for example, 

evidence of efforts to control costs through value-based benefit designs). 

In contrast, several other commenters recommended that the final rule reaffirm the 

traditional role of States in reviewing rates. Commenters further urged HHS to minimize the 

potential for duplication and inconsistency by encouraging the Exchange to leverage a State’s 

program under section 2794 of the PHS Act to review rates. One commenter requested that the 

final rule clarify that an Exchange’s ability to act in response to a rate increase would be limited 

to deciding whether to make a QHP available through the Exchange. 

 Response: We encourage the Exchange to leverage existing State rate review processes to 

the extent appropriate. As we highlighted in the preamble to the proposed rule, such coordination 

could include posting or adopting the same format used for rate justifications submitted to the 

State. However, we note that in some cases an Exchange may engage in more in-depth 

consideration of QHP issuers’ justifications when determining whether to make a QHP available 

on the Exchange. As a result, we do not limit the ability of Exchanges to conduct additional 
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reviews of rate increase justifications, although we recommend that Exchanges consider the 

administrative burden on issuers associated with any such reviews. We note that an Exchange’s 

consideration of rate increases is limited to whether a QHP should be made available on the 

Exchange. 

Comment: In response to the provision in proposed §155.1020(b) that an Exchange 

consider rate increases, many commenters requested that HHS clarify how the Exchange must 

incorporate such review into the QHP certification process. A few commenters recommended 

that excessive rate increases be considered cause for refusal of certification or decertification. 

Conversely, one commenter recommended that Exchanges initially not consider rate increases in 

the certification of QHPs, and that in later years the level or review would be proportional to the 

size of the rate increase. Finally, a few commenters requested that the final rule clarify how HHS 

will oversee Exchange review of rate increases. 

Response:  An Exchange may choose from a variety of approaches with respect to QHP 

issuer rate increases. For example, an Exchange may exercise the discretion provided in 

§155.1000(c)(2) by opting to not make available QHPs implementing rate increases that the 

Exchange determines are not sufficiently justified. Other Exchanges may choose to rely more 

heavily on the process and determinations made by the applicable State regulator. Therefore, we 

are not prescribing a specific process or standard that the Exchange must follow in its 

consideration of rate increase justifications in this final rule. 

 Comment: One commenter requested that the final rule clarify the applicability of the 

provisions in this section to multi-State plans. 

 Response:  Standards and processes related to multi-State plans will be addressed in 

future rulemaking by OPM in accordance with section 1334 of the Affordable Care Act. Because 
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OPM will administer contracts with multi-State plans, we anticipate that OPM may collect 

certain data, including rate and benefit data, from multi-State plans. To avoid duplicate reporting 

and minimize administrative burden, we have amended proposed §155.1020(b) and (c) to clarify 

that OPM will provide a process for rate increase consideration of multi-State plans and a 

process for multi-State plans to submit rate and benefit information, respectively.    

Comment: Two commenters requested the meaning of the standard in proposed 

§155.1020(b)(1)(iii) that an Exchange consider any excess of rate growth outside versus inside 

the Exchange. One commenter requested clarification of whether HHS will establish a uniform, 

national limit on rate increases. Another commenter requested that HHS clarify the meaning of 

premium price controls. One commenter recommended that the final rule discourage or prohibit 

the Exchanges from holding down rates and creating “spillover” increases outside the Exchange 

or in other States, for multi-State plans. Finally, one commenter recommended that the rate 

review function inside and outside of the Exchange be combined. 

 Response: As indicated in the preamble to the proposed rule, we encourage Exchanges to 

work closely with State departments of insurance when considering issuer rate increases. With 

respect to §155.1020(b)(1)(iii), we note that an Exchange should consider the rate of growth in 

rates for similar products that are offered outside versus inside the Exchange, which may help the 

Exchange in its consideration of rate increase justifications.   

 The term premium price controls is not defined in section 1311(e) of the Affordable Care 

Act, which this provision implements.  We note that review of rate information in accordance 

with this section is the responsibility of the Exchange; therefore, we are not defining the term 

“premium price controls” or setting a national limit in this final rule. 
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 Comment: A few commenters requested that the final rule clarify the content and timing 

of reporting of the rate and benefit information described in proposed §155.1020(c). One 

commenter recommended that the information be reported twice per year. Several commenters 

urged HHS to direct the Exchange also collect information on benefit exclusions.  

 Response: We intend to clarify the format and content of data submission in accordance 

with this section in future guidance. Because the purpose of the collected information is to 

support the QHP certification process, the timing is implicit in the operation of this provision in 

conjunction with §155.1010(a). We note that we interpret §155.1020(c)(1) to direct Exchanges to 

collect rate information for pediatric dental benefits offered in accordance with section 

1302(b)(1)(J) of the Affordable Care Act, and for any benefits in excess of the other benefits 

offered under section 1302(b) of the Affordable Care Act. Exchanges will need to be able to 

identify such information to support the administration of advance payments of the premium tax 

credit.   

Summary of Regulatory Changes 

 We are finalizing the provisions proposed in §155.1020 of the proposed rule, with a few 

exceptions.  In paragraph (a), we added that the Exchange must provide access to rate 

justification information on its Internet Web site. We also clarified throughout this section that 

the U.S. Office of Personnel Management will determine the process by which OPM will 

consider rate increases and by which multi-State plans submit rate and benefit information to the 

Exchange. 

d. Transparency in coverage (§155.1040) 

 In §155.1040, we proposed how section 1311(e)(3) would be implemented: that 

Exchanges direct health plans seeking certification as QHPs to submit transparency information 
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outlined in §156.220 to the Exchange, HHS, and other entities.  We also proposed to direct the 

Exchange to monitor the use of plain language by QHP issuers when making available QHP 

transparency data, consistent with guidance developed jointly by the Secretary of HHS and the 

Secretary of Labor.  In addition, we proposed that the Exchange direct QHP issuers to make cost-

sharing information available to enrollees.   

Comment: With respect to proposed §155.1040(a), several commenters recommended 

that Exchanges serve as data aggregators for transparency information. One commenter 

requested that Exchanges be permitted to contract with other entities to collect and analyze 

transparency data. 

Response: While we believe some Exchanges may wish to aggregate transparency data 

across QHPs to facilitate the comparison of plans, other Exchanges may prefer not to take on this 

function, and others may contract with another entity to collect and analyze transparency data 

consistent with §155.110.  Regardless, by law, we note that the Exchange must condition 

certification of a QHP on its submission of such transparency data in accordance with §156.220. 

Comment: A few commenters recommended that HHS consult with consumers and other 

stakeholders in developing plain language guidance in accordance with proposed §155.1040(b). 

Other commenters suggested specific elements to include (for example, translation services). 

One commenter recommended that QHP issuers be permitted to attest to the use of plain 

language to reduce the administrative burden on the Exchange. 

Response: We note that “plain language” is defined in §155.20. HHS and the Department 

of Labor will jointly develop and issue guidance on best practices of plain language writing, and 

will inform the public about the process for developing such guidance.   
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Comment: Several commenters recommended that the Exchange Web site inform 

consumers of their ability to request cost-sharing information from QHP issuers in accordance 

with proposed §155.1040(c) of this section. 

Response: We will consider including sample language to this effect in the Exchange 

Web site template.  

Comment: Multiple commenters requested that HHS clarify the oversight and 

enforcement process for data reporting in accordance with proposed §155.1040(a), including by 

specifying any sanctions that the Exchange may impose on QHP issuers for failure to report the 

data. One commenter specifically recommended that QHP issuers be directed to prepare 

compliance reports addressing transparency data and consumer inquiries regarding cost sharing. 

Response: We expect that each Exchange will develop a compliance and enforcement 

approach that will apply to this and other certification standards.   

Summary of Regulatory Changes 

 We are finalizing the provisions proposed in §155.1040 of the proposed rule, with the 

following modification: in paragraph (a) we clarified that the U.S. Office of Personnel 

Management will determine the process through which multi-State plans submit transparency 

data. 

e. Accreditation timeline (§155.1045) 

 In §155.1045, we proposed that the Exchange establish the time period within which any 

QHP issuer that is not already accredited must become accredited following certification of a 

QHP.  This provision is consistent with §156.275, in which we proposed that all QHP issuers 

must be accredited with respect to their QHPs within the timeframe established by the Exchange.   

Comment: We received many comments in response to our proposed standard to allow 
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Exchanges to determine a uniform period following certification by which QHP issuers must be 

accredited.  A number of commenters agreed with our proposal that the States should be given 

flexibility to determine this timeline. Several other commenters disagreed with our proposal to 

allow Exchanges to set the timeline for accreditation for QHPs and requested that HHS establish 

a Federal timeline for accreditation that all Exchanges must follow.  Several commenters 

suggested appropriate accreditation timelines for HHS to establish.  Another commenter 

suggested that allowing QHP certification without accreditation runs counter to the intent of the 

law and State autonomy in determining the accreditation timeline fails to offer adequate 

consumer protection. 

Response:  We maintain our regulation text as stated in the proposed rule. We believe 

that this proposal is consistent with our efforts to ensure that Exchanges have the discretion to 

implement QHP issuer standards that best meet the needs of their Exchange enrollees.   To draw 

new issuers to the Exchange, we note that an Exchange may want to provide issuers with 

additional time beyond initial certification to become accredited.  Section 1311(c)(1)(D)(ii) of 

the Affordable Care Act clearly provides for the Exchange to establish the timeframe. 

Comment: We received a single comment to our proposed provision in §155.1045 

requesting that plans be allowed to select their own accrediting entity. We also received a 

comment suggesting criteria that the Secretary should use to recognize accrediting entities.  

Response: We expect to engage in future rulemaking to adopt a process and criteria for 

the recognition of accrediting entities.  

Summary of Regulatory Changes 

 We are finalizing the provisions proposed in §155.1045 of the proposed rule with the 

clarification that the Office of Personnel Management will establish the accreditation period for 
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multi-State plans as part of the certification of those plans.   

f. Establishment of Exchange network adequacy standards (§155.1050)   

To ensure that Exchange network adequacy standards are appropriate for QHP issuers 

and reflect local patterns of care, we proposed in §155.1050 that each Exchange ensure that 

enrollees of QHPs have a sufficient choice of providers. We discussed, in preamble, different 

measures of network adequacy and solicited comment on whether the final rule should set 

Federal minimum network adequacy standards or direct the Exchanges to set specific types of 

standards, including additional qualitative or quantitative standards.  We also requested comment 

on an additional standard that the Exchange ensure that QHPs’ provider networks provide 

sufficient access to care for all enrollees, including those in medically underserved areas.  

 Comment: A few commenters requested that HHS clarify how the network adequacy 

standards will be monitored and enforced. Commenters recommended that the Exchange  report 

on oversight of network adequacy, or use specific tactics to monitor network adequacy (for 

example, secret shopper events, monitoring of appointment wait times). 

 Response: Many States direct health insurance issuers to evaluate the adequacy of their 

provider networks on an ongoing basis and monitor network adequacy in their traditional role of 

regulating health insurance. We encourage Exchanges to coordinate with State departments of 

insurance in monitoring QHP networks for sufficient access, and this final rule provides 

Exchanges with discretion to establish their own monitoring procedures to assure ongoing 

compliance. We anticipate that Exchanges will identify a variety of tools and strategies to 

monitor QHP compliance with all certification standards, including standards related to network 

adequacy. Accordingly, we are not prescribing specific oversight and enforcement strategies in 

this final rule.  
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Summary of Regulatory Changes 

 We are finalizing the provisions proposed in §155.1050 of the proposed rule, except that 

we are revising the regulation text to clarify that an Exchange must ensure that each QHP 

complies with network adequacy standards established in accordance with §156.230.We are 

reorganizing the regulation text for increased clarity and flow by moving the network adequacy 

standard to §156.230.  In addition, the regulation text is revised to clarify that the U.S. Office of 

Personnel Management will ensure compliance with network adequacy standards for multi-State 

plans as part of the certification of those plans. Finally, for reasons described in §156.230, we 

clarified that a QHP issuer may not be prohibited from contracting with any essential community 

provider. For a complete discussion of the comments on network adequacy standards, please 

refer to §156.230. 

g. Service area of a QHP (§155.1055)  

 In §155.1055, we proposed that Exchanges have a process to establish or evaluate the 

service areas of QHPs to determine whether the following criteria are met: (1) The service area 

covers a minimum geographical area that meets certain conditions, and (2) has been established 

without regard to racial, ethnic, language, health status-related factors listed in section 2705(a) of 

the PHS Act, or other factors that exclude specific high utilizing, high cost, or medically-

underserved populations. 

Comment: Many commenters supported the service area standard in proposed 

§155.1055(a). However, several commenters recommended alternative standards, such as that all 

QHPs must serve the entire Exchange service area, the entire State, areas smaller than a county, 

or contiguous areas. Some commenters suggested that HHS refrain from requiring QHPs to offer 

coverage Statewide to ensure that local health plans may participate, while others encouraged 
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Exchanges to align standards with market-wide standards.  

Response: Under the proposed and final rule policy, Exchanges have the ability to 

establish or evaluate QHP service areas in such a way that would allow for participation by local 

health plans, provided that such standard is established without regard to the factors listed in 

§155.1055(b).  We recommend that Exchanges consider aligning QHP service areas with rating 

areas established by the State in accordance with section 2701(a)(2) of the PHS Act.  To the 

extent QHPs operate within such uniform service areas, this policy would facilitate consumers’ 

ability to compare premiums of QHPs, promoting competition within the Exchange market.  

Furthermore, aligning QHP service areas with rating areas may simplify consumer understanding 

and Exchange administration of eligibility determinations for premium tax credits, which may be 

complex if QHP service areas are highly individualized.   

Comment: Several commenters expressed concern that allowing Exchanges to set unique 

service area standards would conflict with existing State standards that are meant to prevent 

against discriminatory service areas.  

Response: We acknowledge that some States already have in place service area standards 

that protect against red-lining and other “cherry-picking” practices where the issuer only offers 

plans to geographic areas that are expected to have lower risk. We believe that §155.1055 of this 

final rule provides a sufficiently broad standard such that an Exchange operating in a State with 

equally or more protective service area standards that prevent discrimination could use those 

standards for QHP issuers as well.  To the extent that the broad standard here is more protective 

than existing State law, however, the Exchange must apply this regulatory standard to QHPs.   

Comment: One commenter requested examples of the “necessary” or 

“nondiscriminatory” standards in proposed §155.1055(b). Another commenter suggested that the 
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Medicare Advantage precedent would be useful in determining whether service of part of a 

county would fall under necessary or non-discriminatory standards. Two commenters suggested 

that HHS specifically incorporate the parameters relating to a small geographic service area 

contained in the Medicare manual. 

 Response: We believe that the Medicare Advantage “county integrity rule” described in 

42 CFR 422.2 (defining service area) is a useful resource for evaluating service areas, and we 

noted in the preamble to the proposed rule that the service area standard in §155.1055 mirrors the 

standard established by Medicare Advantage (76 FR 41866, at 41894 (July 15, 2011)). While we 

believe that the standards set forth by Medicare Advantage guidance provide examples of how to 

apply this standard, we note that States have discretion to interpret “necessary, non-

discriminatory, and in the best interest of qualified individuals and qualified employers.” For 

example, if a State has an existing service area standard that ensures service areas are not 

discriminatory and are in the best of the consumer, then the Exchange could decide to establish 

its service areas to be the same as the existing State standard. However, this provision provides 

authority for an Exchange to set stricter QHP standards if it observes service areas that 

specifically exclude certain areas.  

Comment: A number of commenters requested clarification on the difference between a 

service area and a rating area.  

 Response: A rating area, as described in §156.255(a) and section 2701(a)(2) of the PHS 

Act, is a geographic area established by a State that provides boundaries by which issuers can 

adjust premiums in accordance with section 2701(a)(1)(A)(ii) of the PHS Act. In contrast, a 

service area is the geographic area in which an individual must reside or be employed (in 

accordance with standards outlined in §155.305 and §155.710) in order to enroll in a given QHP.  
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As noted previously, we recommend that Exchanges consider aligning QHP service areas with 

rating areas to foster competition, promote consumer understanding, and reduce administrative 

complexity.  

Comment: One commenter recommended that HHS encourage States to establish service 

areas in accordance with proposed §155.1055 as soon as possible using county or other existing 

area boundaries, noting that new regional boundaries will increase administrative and logistical 

complexity of assembling a provider network.   

 Response: QHP issuers will need to understand QHP standards as early as practicable, 

and we encourage Exchanges to be transparent and clear about standards as far in advance of 

QHP certification as possible. As noted above, Exchanges do not need to establish new service 

area boundaries if existing service areas are not discriminatory.  

 Comment: Several commenters voiced concern about the lack of an overarching standard 

that Exchanges ensure a sufficient number of health plans in all geographic areas of an 

Exchange.  

 Response: In general, we clarify that the expectation of §155.105(b)(3) is that, to the 

extent possible, an Exchange must ensure that QHPs are available throughout the entire State. 

We encourage Exchanges to establish or negotiate service areas with QHP issuers to ensure that 

residents living in the Exchange service area have access to QHPs.   

Comment: A few commenters suggested that the final rule specifically establish that 

service areas of QHPs cannot be drawn to avoid dividing Tribal communities and reservations, 

or former reservations, into different service areas.  

Response: We note that §155.1055(b) establishes that QHP service areas be established 

in a non-discriminatory manner.  We encourage the Exchange to consider the impact of QHP 
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service areas on Tribal communities when evaluating or developing service areas and to initiate 

Tribal consultation in connection with these issues.  

 Comment: A few commenters recommended the final rule add “economic factors” to the 

list of factors by which a QHP issuer cannot establish service areas in proposed §155.1055(b). 

Another set of commenters were concerned that the proposed rule only prevented discriminatory 

service areas within counties, but not between counties. 

 Response: We believe that this provision adequately addresses the underlying causes of 

“red-lining,” which is to exclude populations that are high utilizing, high cost, or medically-

underserved. In addition, while §155.1055(a) addresses discriminatory service area practices 

within a county, §155.1055(b) establishes that the general service area delineations must be 

established without regard to a variety of factors that could be used to “cherry-pick” healthy 

from unhealthy risk by geography.  

Summary of Regulatory Changes 

 We are finalizing the provisions proposed in §155.1055 of the proposed rule with a 

modification to strengthen the language that directs Exchanges to ensure that the service area 

standards are met.  

h. Stand-alone dental plans (§155.1065)   

 In §155.1065, we proposed that an Exchange allow limited scope stand-alone dental 

plans to be offered  as stand-alone plans or in conjunction with a QHP, provided that the plans 

furnish at least the pediatric essential dental benefit described under section 1302(b)(1)(j) of the 

Affordable Care Act.  We also proposed that the stand-alone dental plan comply with section 

9832(c)(2)(A) of the Code and section 2791(c)(2)(A) of the PHS Act.  We also proposed to 

allow an Exchange to certify a health plan as a QHP if it does not offer the pediatric essential 
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dental benefit, provided that a stand-alone dental plan is offered through the Exchange.   

 We requested comment on whether some of the QHP certification standards and 

consumer protections, such as a network adequacy, should also apply to stand-alone dental plans 

as a Federal minimum and what limits Exchanges may face on placing certification standards on 

dental plans given that they are excepted benefits. We also invited comment on whether we 

should set specific operational minimum standards related to allocation of advance payments of 

the premium tax credit, calculating actuarial value, and ensuring the availability of pediatric 

dental coverage in the Exchange.  Lastly, in response to comments to the RFC, we requested 

comment on whether we should establish that all dental benefits must be offered and priced 

separately from medical coverage, even when offered by the same QHP issuer.  

 Comment: With respect to proposed §155.1065(b), one commenter interpreted section 

1311(d)(2)(B)(ii) of the Affordable Care Act to mean that an Exchange must allow a stand-alone 

dental plan to offer coverage in an Exchange. The commenter requested clarification on whether 

the partnering of a QHP with stand-alone dental plans as their subcontractors for pediatric dental 

care would be consistent with this provision.  

 Response: We interpret the phrase regarding the offering of stand-alone dental plans 

“either separately or in conjunction with a QHP” to mean that the Exchange must allow stand-

alone dental plans to be offered either independently from a QHP or as a subcontractor of a QHP 

issuer, but cannot limit participation of stand-alone dental products in the Exchange to only one 

of these options.  

 Comment: A number of commenters expressed concern regarding the applicability of 

cost-sharing limits and annual and lifetime limits to stand-alone dental plans. Commenters 

requested clarity on whether such limits applied, and cautioned that if stand-alone dental plans 
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do not have to comply with the same out-of-pocket, annual, and lifetime limit standards that 

would apply QHPs, then there would be an unlevel playing field.  

 Response: We accept the recommendation of commenters that cost-sharing limits and the 

restrictions on annual and lifetime limits should apply to stand-alone dental plans for coverage of 

the pediatric dental essential health benefit. The Affordable Care Act directs any issuer that must 

meet the coverage standards in section 1302(a) to cover each of the ten categories; thus, any 

issuer covering pediatric dental services as part of the essential health benefits must do so 

without annual or lifetime limits as defined under the Affordable Care Act and its implementing 

guidance, even if such issuers are otherwise exempt from the provisions of Subparts I and II of 

Part A of Title XXVII of the PHS Act (including PHS Act section 2711) under PHS Act section 

2722.  We note that for any benefit offered by a stand-alone dental plan beyond those established 

under section 1302(b)(1)(J) of the Affordable Care Act, standards specific to the essential health 

benefits would not apply. We plan to provide more detail in the future regarding how a 

separately offered pediatric dental essential health benefit would be considered under standards 

that apply to a full set of essential health benefits.  

 Comment: With respect to proposed §155.1065(b), several commenters specifically 

recommended that stand-alone dental plans be directed to offer a child-only pediatric dental plan. 

The commenters were concerned that an Exchange with only family dental coverage options and 

QHPs that do not have to cover the pediatric dental benefit would decrease the enrollment of 

children in dental coverage, as the advance payment of the premium tax credit would only be 

applicable to the pediatric dental essential health benefit. Others were concerned that the stand-

alone dental plans would not have capacity to cover all potential enrollees which, combined with 
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the exemption for QHPs to not offer the pediatric dental coverage when stand-alone dental plans 

are available, would create insufficient access to child-only options.   

 Response: In this final rule, §155.1065(a)(3) would apply the standard of §156.200(c)(2) 

to offer child-only plan to stand-alone dental plans certified to be offered through the Exchange. 

In the new paragraph §155.1065(d), we direct an Exchange to consider the collective capacity of 

stand-alone dental plans during certification to ensure sufficient access to pediatric dental 

coverage. By “sufficient access,” we mean to convey that Exchanges should ensure that, when 

combined, stand-alone dental plans have the capacity (in terms of solvency and provider 

network) to provide child-only coverage to all potential children enrolling in coverage through 

the Exchange.  

 Comment: A set of commenters addressed the request for comment in the proposed rule 

on whether the final rule should establish that QHPs must separately offer and price coverage for 

the pediatric dental essential health benefit so that consumers have the potential to enroll in 

dental coverage that is different from the dental benefits offered by the QHP they selected. Some 

suggested a standard for QHPs to separately price and offer pediatric dental coverage so 

consumers could make direct comparisons based on premium, cost-sharing, and benefits. Other 

commenters stated that it would be easier for consumers if the benefits were bundled. A number 

of commenters also recommended that HHS direct QHPs to offer medical-only options without 

pediatric dental coverage.  

 Response: If an Exchange determines that having QHPs separately offer and price 

pediatric dental coverage is in the interest of the consumer, as described in §155.1000(c), then 

the Exchange may establish such standard that as a condition of QHP certification. Otherwise, 
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QHPs are not uniformly directed to separately price and offer pediatric dental coverage under 

this final rule.  

 Comment: A few commenters urged HHS to allow health plans outside of the Exchange 

to have the same exemption as QHPs inside the Exchange, in that health plans would not have to 

cover pediatric dental if a stand-alone plan existed in the market.  

 Response: This request is outside the scope of this final rule, which addresses explicitly 

the standards for QHPs. Section 1302(b)(4)(F) of the Affordable Care Act specifically addresses 

the exemption in terms of QHPs offered through an Exchange.  

 Comment: With respect to proposed §155.1065(b), a small number of commenters 

requested that Exchanges ensure that stand-alone dental plans are offered as both fee-for-service 

plans and managed care plans.  

 Response: Section 1311(e)(1)(B)(i) prohibits the Exchange from excluding a plan from 

the Exchange because it is a fee-for-service plan.   

 Comment: Several commenters suggested that a way to indicate to QHPs that they will 

not have to cover pediatric dental coverage would be to issue a request for proposals to stand-

alone dental plans in advance of the QHP certification process. 

 Response: We have not set any operational standards in §155.1065. Each Exchange has 

discretion in determining how to implement this provision.  

Comment: With respect to proposed §155.1065(c), many commenters voiced support for 

allowing an Exchange to direct issuers of stand-alone dental plans to comply with any QHP 

certification standards and consumer protections, with some specifying network adequacy and 

cost-sharing standards. Many commenters stated that certification standards are necessary to 

ensure a level playing field between pediatric dental coverage offered through QHPs or stand-
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alone products. A few commenters requested that HHS direct Exchanges to establish uniform 

certification and recertification standards for medical and stand-alone dental plans.  A small 

number of commenters recommended that HHS not establish standards for stand-alone dental 

plans, or specified certain standards that should not apply, such as quality and accreditation. One 

commenter suggested that QHP issuers not have to comply with any standard that does not apply 

to stand-alone dental plans for the offering of pediatric dental coverage. 

 Response: We are persuaded by comments suggesting that stand-alone dental plans 

comply with QHP certification standards, as such standards will help ensure a consistent level of 

consumer protections as QHPs.  Accordingly, we have added a new provision to §155.1065(a)(3) 

establishing that stand-alone dental plans must comply with QHP certification standards, except 

for those certification standards that cannot be met because the stand-alone dental plans covers 

only pediatric dental benefits. For example, to the extent that accreditation standards specific to 

stand-alone dental plans do not exist, such plans would not have to meet §155.1045. We also 

note that the Exchange may establish certification standards that are specific to the unique nature 

of stand-alone dental plans. For example, an Exchange can set a different network adequacy 

standard for stand-alone dental plans than for medical plans. For the purposes of this provision, 

any application of QHP standards to stand-alone dental plans by the Exchange would only apply 

to stand-alone dental plans offered through the Exchange.  

Comment: A small number of commenters sought clarification on whether stand-alone 

vision plans could be offered through the Exchanges. Other commenters also sought clarification 

about the offering of other types of insurance that are not health plans, such as disability 

insurance. 
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 Response: HHS is still evaluating this issue and plans to provide more details regarding 

the offering other coverage through an Exchange in future guidance.  

Summary of Regulatory Changes 

 We are finalizing the provisions proposed in §155.1065 of the proposed rule, with three 

modifications: in paragraph (a)(2), we clarify that section 2711 of the PHS Act would apply to 

the pediatric dental essential health benefit covered by a stand-alone dental plan. In new 

paragraph (a)(3), we established that stand-alone dental plans must comply with all QHP 

certification standards subject to certain exceptions. In new paragraph (c) we directed Exchanges 

to consider whether stand-alone dental plans will provide sufficient access to the pediatric dental 

essential health benefit during certification of stand-alone dental plans. Finally, we redesignated 

proposed paragraph (c) as paragraph (d). 

i. Recertification of QHPs (§155.1075)  

 In §155.1075, we proposed that the Exchange implement procedures for the 

recertification of health plans as QHPs that include a review of the general certification criteria 

outlined in §155.1000(c).  We also proposed to permit the Exchange to determine the frequency 

for recertifying QHPs.  We invited comment on whether we should outline specific standards 

associated with the term length for recertification.  In addition, we proposed that, after reviewing 

all relevant information and determining whether to recertify a QHP, the Exchange must notify a 

QHP issuer of its recertification status and take appropriate action.  Finally, we solicited 

comments on the appropriateness of the proposed recertification deadline of September 15 of the 

applicable calendar year.   

Comment: With respect to the recertification process described in proposed 

§155.1075(a), many commenters provided feedback on our proposal to permit Exchanges to 
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establish the frequency of recertification. While some commenters supported the flexibility 

provided in the proposed rule, others recommended that HHS establish the frequency for 

recertification and offered specific recommendations about the recertification interval, such as 

every one year, three years, or as-needed based on certain “triggering” events. 

Response: We believe that Exchanges are best positioned to establish the frequency of or 

other parameters for recertification that reflect local market conditions or existing State 

regulatory processes. We believe varying intervals for recertification and approaches could be 

appropriate in some circumstances, and therefore are not establishing a uniform frequency for 

recertification in this final rule. 

Comment: Multiple commenters recommended that specific elements be considered 

during the recertification process described in proposed §155.1075(a), such as a QHP issuer’s 

complaint history, sanctions imposed by State regulators, or interaction with tribes and/or 

American Indian/Alaska Native populations. Commenters also suggested that the recertification 

process include a review of the QHP’s network and engagement with essential community 

providers. 

Response: An Exchange must establish a recertification process that includes a review of 

the minimum certification criteria outlined in §155.1000(c) of the final rule, and must monitor 

QHPs for ongoing compliance with certification criteria, as specified in §155.1010(d). At its 

discretion, an Exchange may establish additional recertification criteria or review processes, if 

the Exchange believes such criteria will improve the consumer experience. 

Comment: While some commenters supported the proposed recertification deadline of 

September 15th of the applicable calendar year as indicated in proposed §155.1075(b), others 
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recommended greater flexibility for States or an alternate deadline, such as August 15 of each 

year. 

Response: Recertification should be completed, and the appropriate parties notified, in 

advance of the open enrollment period so that consumers, issuers, and Exchanges have sufficient 

time to prepare for and make decisions about the upcoming plan year. In the proposed rule, we 

set forth the dates for the initial and annual open enrollment periods. In this final rule, we believe 

it is also appropriate to establish the annual deadline for recertification. We believe that the 

proposed deadline of September 15th   provides sufficient time for Exchanges and issuers to 

participate in a robust recertification process, and also ensures that consumers will be fully 

informed of their plan choices at the start of each open enrollment period. Therefore, we are 

finalizing the proposed recertification deadline of September 15th in this rule. 

Summary of Regulatory Changes 

 We are finalizing the provisions proposed in §155.1075 of the proposed rule, except that 

in paragraph (a) we clarified that, consistent with the revisions to §155.1010, multi-State plans 

and CO-OPs are not subject to the Exchange recertification process. 

j. Decertification of QHPs (§155.1080)  

 In §155.1080, we proposed that the Exchange implement procedures for the 

decertification of health plans as QHPs, which we defined as the termination by the Exchange of 

the certification status and offering of a QHP. We also proposed that the Exchange must 

establish an appeals process for health plans that have been decertified.  We requested comments 

generally on the proposed decertification process and asked specifically whether there were other 

appropriate authorities that could assist Exchanges in the decertification process.   Finally, we 

proposed that if a QHP is decertified, the Exchange must provide notice of the decertification to 
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parties who may be affected, including the QHP issuer, enrollees of the decertified QHP, HHS, 

and the State department of insurance.  

Comment: With respect to the decertification process proposed in §155.1080(b), some 

commenters supported the flexibility given to Exchanges to design the decertification process in 

the proposed rule, while other commenters suggested specific approaches to decertification. A 

few commenters requested that the final rule identify “triggering events” for decertification, such 

as a determination that a QHP’s network is inadequate; others requested that HHS provide 

additional clarification on when decertification would be appropriate. 

Response: We continue to provide Exchanges discretion in designing the decertification 

process and making decertification decisions. The final rule establishes that an Exchange may 

decertify a QHP at any time for failure to comply with the minimum certification standards 

described in §155.1000(c), and any additional certification standards established by the 

Exchange. We believe that this flexibility is necessary to allow an Exchange to tailor its process 

for compliance and decertification to be appropriate for the market conditions in the State.  The 

Exchange is responsible for establishing the decertification process, including the approach used 

to identify plans that are out of compliance with certification standards or the associated 

sanctions. 

Comment: One commenter requested additional information on whether multi-State plans 

may be decertified through the process described in proposed §155.1080(b). 

Response: The Affordable Care Act establishes a deeming process for multi-State plans; 

as a result, we clarify that multi-State plans are exempt from the Exchange’s recertification and 

decertification processes. 
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Comment: Several commenters requested that HHS clarify the consequences of an 

Exchange’s failure to decertify plans that are out of compliance with certification standards as 

described in proposed §155.1080(c), and recommended that Exchanges be directed to decertify 

non-compliant QHPs. 

Response: QHPs with persistent or significant compliance issues should be decertified 

and removed from the Exchange; however, we recognize that Exchanges may, for example, wish 

to pursue intermediate sanctions for minor violations of certification standards that do not 

adversely impact consumers, so long as such actions are consistent with applicable law. While it 

is our expectation that an Exchange would decertify a QHP that is not compliant with 

certification standards or where the health and safety of an enrollee may be at-risk, this final rule 

permits Exchanges to explore a variety of oversight and enforcement strategies, up to and 

including decertification. We intend to address oversight of Exchanges through future 

implementation and rulemaking under section 1313 of the Affordable Care Act. 

Comment: One commenter recommended that an Exchange be permitted to certify new 

plan(s) to replace decertified QHP(s) during the benefit or plan year in accordance with proposed 

§155.1080(c). 

Response: We believe it is important for QHPs to be certified prior to the open 

enrollment period to ensure all consumers have the same plan options, and are aware of those 

options before they make their plan selections. However, we believe that an Exchange should 

have the option to replace a decertified QHP with another QHP in certain cases, for example if 

the decertification of a QHP resulted in no or few QHP choices in some regions of an 

Exchange’s service area. We have revised the regulation text in §155.1010(a)(1) to provide 

additional flexibility for an Exchange to certify QHPs during the benefit year by replacing the 
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proposal that all QHPs must be certified before the beginning of the relevant open enrollment 

period with a standard that all QHPs offered during an open enrollment period must be certified 

before the beginning of such period. 

Comment: A few commenters requested that the final rule clarify that QHPs decertified 

in accordance with proposed §155.1080(c) may retain non-Exchange membership. 

Response: Decertification would not affect enrollees who purchased QHP coverage 

directly or not through the Exchange, because such members’ enrollment occurred outside the 

Exchange. However, such a plan could no longer be marketed as a QHP following decertification 

and the population enrolled in that plan through the Exchange would be provided a special 

enrollment period to transfer to a different QHP in accordance with §155.420(d) and  

§155.430(b)(2)(iv).  While the Exchange regulates enrollment through the Exchange, any 

sanctions or other actions related to a QHP’s non-Exchange membership would be at the 

discretion of the State insurance commissioner. 

Comment: A few commenters requested additional information on the appeals process 

described in proposed §155.1080(d) or suggested specific parameters, such as 30 days to file and 

30 days to hear an appeal. 

Response: Consistent with the authority to design the decertification process, the 

Exchange is responsible for outlining the parameters of the appeals process, including timing, 

what entity will hear appeals, and other factors. 

Comment: Several commenters endorsed a special enrollment period for individuals 

whose QHP has been decertified under proposed §155.1080(c), and advocated that enrollees be 

permitted to change levels of coverage during such special enrollment period. One commenter 

recommended that consumers receive a special enrollment period if the QHP in which they are 
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enrolled appeals a decertification. One commenter recommended that enrollees be given 63 days 

to enroll in other coverage, while another suggested that coverage by the decertified QHP 

continue until enrollees make new plan selections. 

Response: Enrollees would have an opportunity to select a new QHP once a QHP has 

been decertified. Allowing enrollees to switch plans in advance of a formal determination could 

create unnecessary disruption in the Exchange. 

Consistent with §155.410, enrollees whose QHP is decertified would have access to a 

special enrollment period lasting 60 days from the date of the decertification. We believe that 60 

days is a sufficient amount of time to select a new QHP. Finally, as described in the comment 

and response to §155.410, we are revising the regulation text to permit enrollees to change levels 

of coverage during a special enrollment period. 

Comment: One commenter requested clarification on why HHS needs to receive 

information on decertified QHPs, as in proposed §155.1080(e)(3). 

Response: HHS needs access to information on decertification of QHPs for a number of 

policy and operational reasons. For example, HHS will need to administer a termination of 

advance payments of the premium tax credit and payment of cost-sharing reductions to issuers of 

decertified QHPs.  

Comment: Several commenters proposed standards for notices related to decertification 

and non-renewal identified in proposed §155.1080(e), such as that the notices be available in 

multiple languages, identify appropriate consumer resources, or include information targeted to 

specific populations such as American Indians and Alaska Natives. Alternatively, a few 

commenters recommended that HHS publish model notices. Finally, one commenter 
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recommended that the final rule direct Exchanges and QHP issuers to confirm receipt of notices 

related to decertification and non-renewal. 

Response: Under this final rule, all notices to consumers issued by the Exchange must 

conform to the minimum standards outlined in §155.230, while notices issued by a QHP issuer 

must conform to standards established by §156.250. These include protections for individuals 

with limited English proficiency or disabilities, and establish that all notices be written in plain 

language. Further, to the extent that State law or Exchange policies provide for greater 

accessibility or additional content, an Exchange may provide notices that exceed the minimum 

standards in this final rule. 

We believe that establishing a standard that Exchanges and QHP issuers confirm that 

each notice of decertification or non-renewal has been received by the appropriate enrollee 

would place a significant burden on Exchanges and issuers and could demand resources that are 

better used for other customer service functions. Further, we believe it is consistent with the 

current practices of many other programs to rely upon the contact information provided by each 

enrollee without confirming that each mailing has been successfully received. 

Comment: One commenter requested that HHS clarify that in the case of a SHOP, each 

enrollee, and not each employer, must receive a notice of decertification or non-renewal 

described in proposed §155.1080(e), as appropriate. 

Response: For purposes of SHOP, each enrollee must receive a notice of decertification 

or non-renewal. We note that §156.285(d)(1)(ii) directs QHP issuers offering QHPs through a 

SHOP to provide notices to both enrollees and qualified employers. 

Summary of Regulatory Changes 

 We are finalizing the provisions proposed in §155.1080 of the proposed rule, except that 
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in paragraph (b) we clarified that, consistent with the revisions to §155.1010, multi-State plans 

and CO-OPs are not subject to the Exchange decertification process. 

B.  Part 156 - Health Insurance Issuer Standards under the Affordable Care Act, Including 

Standards Related to Exchanges 

Part 156 contains the proposed standards for QHPs and QHP issuers that are intended to 

promote robust and meaningful consumer choice.   

1.  Subpart A - General Provisions 

a. Basis and scope (§156.10) 

Proposed §156.10 of subpart A specified the general statutory authority for the ensuing 

regulation and noted that the scope of part 156 is to establish standards for health plans and 

health insurance issuers related to the benefit design standards and in regard to offering QHPs 

through an Exchange.  We did not receive specific comments on this section and are finalizing 

the provisions as proposed. 

b. Definitions (§156.20) 

 Most of the terms that we proposed to define in this section refer to terms proposed in 

§155.20. Beyond these terms, we proposed that the term “benefit design standards” mean the 

“essential health benefits package” defined in section 1302(a) of the Affordable Care Act.  

We did not receive comments on this section that were not addressed elsewhere, and are 

finalizing the definitions as proposed. 

c. Financial support (§156.50) 

In §156.50, we proposed that participating issuers pay user fees to support ongoing 

operations of an Exchange, if a State chooses to impose such fees.  We proposed to define the 

term “participating issuer” to mean an issuer offering plans that participate in the specific 
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function that is funded by the user fee.  We further proposed that participating issuers pay any 

fees assessed by a State-based Exchange, consistent with Exchange authority outlined in 

§155.160.   

Comment: Several commenters on proposed §156.50 recommended that HHS modify the 

definition of “participating issuer” by simplifying and broadening the proposed definition. 

Specifically, two commenters requested that HHS clarify whether the proposed definition would 

mean that Exchanges would charge user fees in proportion to an issuer’s participation in specific 

Exchange functions. 

Response: The definition proposed in §156.50 is structured to accommodate the variety 

of functions that an Exchange could perform. We note that the proposed definition does not 

direct an Exchange to pro-rate or otherwise tailor user fees to the specific functions in which an 

issuer participates. Rather, an Exchange could, but is not directed to, charge uniform user fees to 

all participating issuers. We note that the Affordable Care Act suggests user fees charged to 

participating issuers as a means for States to ensure that an Exchange is self-sustaining. We track 

that statutory language in this final rule when using the term participating issuer. 

Comment: A few commenters recommended that §156.50(b) of the final rule clarify that 

participating issuers must pay all assessments established by an Exchange, whether structured as 

user fees or otherwise. 

Response: We believe that participating issuers are responsible for paying any 

assessments established by an Exchange irrespective of how such assessments are structured. 

Therefore, we are revising the regulation text in §156.50 of this final rule to reflect this 

clarification. 

Summary of Regulatory Changes 
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 We are finalizing the provisions proposed in §156.50 of the proposed rule, with the 

following modifications: in paragraph (b), we clarified that a participating issuer must remit user 

fees to a State-based or a Federally-facilitated Exchange. We further clarified in paragraph (b) 

that a QHP issuer must remit any fees charged by the Exchange in accordance with §155.160, 

whether structured as user fees or otherwise. 

2.  Subpart C - Qualified Health Plan Minimum Certification Standards 

Section 1311(c)(1) of the Affordable Care Act authorizes the Secretary, by regulation, to 

establish criteria for the certification of health plans as QHPs; we implement that authority  in 

this subpart. The proposed rule clarified that, unless otherwise noted, the standards for QHPs 

proposed in this subpart do not supersede existing State laws or regulations applicable to the 

health insurance market generally, apply specifically to the certification of QHPs for 

participation in the Exchange, and do not exempt health insurance issuers from any generally 

applicable State laws or regulations.   

a. QHP issuer participation standards (§156.200) 

In §156.200, we outline the proposed standards on QHP issuers as a condition of 

participation in the Exchange.  These include: (1) complying with the standards in this subpart; 

(2) complying with the proposals established in accordance with subpart K of part 155, and in 

the small group market, §156.705; (3) ensuring that each QHP complies with the benefit design 

standards defined in  §156.20; (4) being licensed and in good standing to offer health insurance 

in the State; (5) implementing and reporting on quality improvement strategies consistent with 

section 1311(g) of the Affordable Care Act; (6) paying applicable user fees; and (7) complying 

with standards related to risk adjustment under part 153.  We noted that States may choose to 

establish additional conditions for participation beyond the minimum standards established by 
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the Secretary. We also proposed that to participate in an Exchange, a health insurance issuer 

must have in effect a certification issued or recognized by the Exchange to demonstrate that each 

health plan it offers in the Exchange is a QHP and that the issuer meets all applicable standards.   

We also outlined the set of proposed standards with which a QHP issuer must comply 

related to the offering of a QHP, and specified that the QHP issuer must comply with the 

standards set forth in this subpart on an ongoing basis.  The offering standards included: (1) 

offering at least one QHP in the silver and gold coverage level; (2) offering a child-only plan at 

the same level of coverage; and (3) offering the QHP at the same premium rate when the QHP is 

offered directly by the issuer or through an agent or broker (implemented through §156.255(b)). 

Finally, we proposed that a QHP issuer not discriminate on the basis of race, color, national 

origin, disability, age, sex, gender identity or sexual orientation. 

Comment: Several commenters requested that HHS clarify the standard that a QHP issuer 

be in “good standing” to offer health insurance in proposed §156.200(b)(4). While many 

commenters supported the proposed provision as written, a few suggested that HHS strengthen 

the standard. Conversely, one commenter recommended that “in good standing” be defined to 

exclude minor violations. One commenter recommended that QHP issuers be held accountable 

for demonstrating good standing, such as by providing an attestation from the relevant State 

regulator. 

Response: As described in the preamble to the proposed rule, we interpret “good 

standing” to mean that an issuer faces no outstanding sanctions imposed by a State’s department 

of insurance. Therefore, the specific violations or infractions that would jeopardize standing may 

vary by State. With respect to determining licensure and standing, Exchanges may wish to use a 

number of means, such as attestation or verifying the information directly with State departments 
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of insurance. Accordingly, we do not prescribe a specific process in this final rule, but instead 

allow Exchanges discretion in determining the best way to substantiate licensure and standing.   

Comment: Several commenters requested that HHS harmonize quality reporting 

standards in proposed §156.200(b)(5) with other public programs, suggested quality measures 

HHS could consider to evaluate QHPs, and made specific recommendations regarding both the 

quality improvement strategy and quality rating system. Commenters also requested that national 

quality standards be utilized and quality used as a factor in QHP certification decisions. Other 

commenters requested that quality information be publicly reported to consumers to inform QHP 

selection.   

Response: We will provide additional detail on the content and manner of quality 

reporting under this section in future guidance.  

Comment: In response to proposed §156.200(c)(1), one commenter recommended that 

plans be permitted to achieve the bronze level of coverage over time, while participating in an 

Exchange as a QHP. 

Response: Section 1301(a)(1)(B) of the Affordable Care Act directs a QHP to provide the 

essential health benefits package, which includes compliance with the level of coverage 

standards outlined in section 1302; therefore, a health plan that does not meet the bronze level of 

coverage cannot be certified as a QHP and made available through the Exchange.  HHS will 

issue future rulemaking on section 1302, but the Affordable Care Act does not provide for a 

transitional process to achieving the coverage levels.   

Comment: Many commenters offered feedback on the standard for QHP issuers to offer a 

corresponding child-only plan for any QHP offered through the Exchange, described in proposed 

§156.200(c)(2). Several commenters recommended that HHS permit individuals up to age 26 to 
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enroll in child-only coverage; two commenters recommended that instead of offering a separate 

child-only plan, QHP issuers be directed or permitted to accept enrollees of any age into a QHP 

offered to single qualified applicants. 

Response: Section 1302(f) of the Affordable Care Act directs a QHP issuer that offers a 

non-catastrophic plan on the Exchange to offer an identical child-only plan.  We clarify that a 

QHP issuer could satisfy this standard by offering a single QHP to qualified applicants seeking 

child-only coverage, as long as the QHP includes rating for child-only coverage in accordance 

with applicable premium rating rules. Section 1302(f) further specifies that for purposes of this 

standard, a child-only plan is available to individuals under age 21 at the beginning of the benefit 

year. We lack the authority to alter the age limitation for enrollment into a child-only plan.   

Comment: In response to this section, a few commenters requested that HHS confirm 

whether a QHP may contract with providers that serve specific populations, such as tribal health 

care providers, without violating the anti-discrimination provisions in proposed §156.200(e).  

Response: The anti-discrimination provisions included in §156.200(e) are intended to 

protect enrollees and potential enrollees from discriminatory practices on the basis of race, color, 

national origin, disability, age, sex, gender identity, or sexual orientation.   A QHP issuer may 

contract with health care providers that are authorized or directed by law to serve specific 

populations, such as Indian health providers, without violating these provisions. We note that a 

QHP issuer must meet all standards related to network adequacy and essential community 

providers specified in §156.230 and §156.235, respectively. 

Comment: With respect to proposed §156.200 in general, several commenters 

recommended that certain issuers, such as Medicaid managed care organizations, church plans 

and union plans, be permitted to offer certified QHPs on a limited-issue basis. 
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Response: As established in section 1301(a) of the Affordable Care Act, all QHPs must 

be offered by licensed health insurance issuers that are subject to the guaranteed issue provisions, 

effective January 1, 2014.  Under section 2702 of the PHS Act, these issuers must issue coverage 

to any individual who applies for coverage in a particular health plan.  Though the statute allows 

issuers to stop accepting new enrollees to preserve financial solvency or due to provider network 

capacity under section 2702(c) and (d), respectively, the issuer must close off enrollment, or 

begin accepting new enrollees again, uniformly rather than selectively. We note that HHS will 

address the authority under 2702 under separate rulemaking.   

We recognize the potential for significant movement of individuals between the 

Exchanges and Medicaid, as well as the potential for members of a family to be covered 

separately under the Exchange, Medicaid, and CHIP.  We recognize that QHPs offered by 

Medicaid managed care organizations (MMCOs) may be able to play an important role in 

keeping family members covered under a common issuer and in the same provider network, 

promoting continuity of coverage, and mitigating the potential negative effects of “churning” 

between Medicaid and the Exchanges.   HHS may provide additional guidance on this topic in 

the future. Additionally, we intend to address commenters’ concerns surround multi-employer 

plans in future guidance.  

Comment: A few commenters recommended that each Exchange include at least one 

QHP that is also a Medicaid MCO to minimize enrollee churn. A handful of commenters 

recommended that the Exchange be directed to deem Medicaid MCOs and other safety net health 

plans as QHPs. Similarly, one commenter recommended that safety net health plans be permitted 

to achieve licensure gradually while participating in the Exchange. 
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Response:  Medicaid MCOs must meet the same standards as other plans to become 

QHPs. However, we note that Exchanges have discretion to develop specific certification criteria 

in a manner that might facilitate participation by Medicaid MCOs, including the establishment of 

the accreditation timeline as specified in §155.1045 and the setting of QHP service areas in 

§155.1055.  We also note that there may be opportunities to leverage the Exchange Web site in a 

manner that would allow the Exchange to identify issuers that participate in both the Exchange 

and Medicaid managed care.     

Comment: A few commenters requested that HHS clarify States’ ability to develop 

additional certification and participation standards for QHPs. 

Response: We clarify that nothing in this section precludes an Exchange from 

establishing additional certification criteria or issuer participation standards beyond those 

specified in the final rule if in the interest of qualified individuals and qualified employers served 

by the Exchange, per final §155.1000(c) and the preamble discussion for that section in this final 

rule. 

Summary of Regulatory Changes 

 We are finalizing the provisions proposed in §156.200 with the following modification: 

we have removed proposed paragraph (c)(3) related to offering a QHP at the same premium rate 

inside and outside of the Exchange to avoid duplication of §156.255(b). 

b. QHP rate and benefit information (§156.210) 

In §156.210, we proposed that a QHP’s rates must be applicable for an entire benefit year 

or, for the SHOP, plan year. We also proposed that QHP issuers submit rate and benefit 

information to the Exchange and that a QHP issuer submit a justification for a rate increase prior 

to the implementation of such increase for purposes described more fully in §155.1020.  
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Additionally, we proposed that QHP issuers post rate increase justifications on their Web sites so 

they can be viewed by consumers, enrollees, and prospective enrollees.   

Comment: Several commenters supported the provision in proposed §156.210(a) that 

QHP issuers set rates for an entire benefit or plan year. Conversely, some commenters 

recommended an exception for plans participating in the SHOP, or to accommodate Federal or 

State regulatory changes. 

 Response: All QHPs, including those participating in the SHOP, must offer a set rate for 

an entire benefit or plan year.  We note that while QHP issuers in SHOP may establish new rates 

quarterly or annually, issuers must charge the same contract rate for a plan year.  We note that 

most Federal and State regulatory changes are proposed well in advance of becoming effective, 

so the number of regulatory changes that would take effect in the middle of a benefit or plan year 

will be limited. Therefore, no exceptions are provided in the final rule. 

Comment: One commenter recommended that QHP issuers notify enrollees in advance of 

any rate increase. 

 Response: The final rule strengthens the transparency standards regarding rate increases.  

In §155.1020, QHP issuers must submit to the Exchange a justification for a rate increase prior to 

the implementation of the rate increase.  Potential and current enrollees will be able to compare 

QHPs and rates through the Exchange Web site. Accordingly, we are not adding an additional 

notice obligation to this section.  

Comment: Several commenters offered feedback on the scope of the standard to post rate 

increase justifications in proposed §156.210(c). While some commenters recommended posting 

of all rate increases, others recommended that posting be limited to rate increases determined 

unreasonable by a State’s program for the review of rates under section 2794 of the PHS Act. 
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 Response: The Affordable Care Act, at section 1311(e), demands the posting of all rate 

increase justifications submitted by a QHP issuer. Therefore, §156.210(c) establishes that all rate 

increase justifications must be posted, irrespective of whether the increase is subject to review by 

a State’s program under section 2794 of the PHS Act to determine if it is an unreasonable 

increase or the determination of such review. We continue to encourage Exchanges to leverage 

existing State processes, including a State’s program under section 2794 of the PHS Act, to 

minimize the potential burden on QHP issuers associated with this section.  

 Comment: In response to the provision in proposed §156.210(c) that QHP issuers submit 

and post rate increase justifications, a few commenters recommended that HHS clarify that such 

justifications must be written in plain language and must not be deceptive. 

Response: We encourage Exchanges to use the rate increase justifications submitted as 

part of the State’s program under section 2794 of the PHS Act, because the format for these 

justifications were developed with input from the National Association of Insurance 

Commissioners and incorporates consumer-friendly language.    

Summary of Regulatory Changes 

 We are finalizing the provisions proposed in §156.210 of the proposed rule without 

modification. 

c. Transparency in coverage (§156.220) 

 In §156.220, we proposed a transparency standard as a condition for certification of 

QHPs in accordance with section 1311(e)(3) of the Affordable Care Act.  The proposed rule 

listed specific data elements that issuers must provide, from the Affordable Care Act: (1) claims 

payment policies and practices; (2) periodic financial disclosures; (3) data on enrollment; (4) 

data on disenrollment; (5) data on the number of claims that are denied; (6) data on rating 
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practices; (7) information on cost sharing and payments with respect to any out-of-network 

coverage; and (8) information on enrollment rights under title I of the Affordable Care Act.  We 

sought comment on whether QHP issuers should be directed to submit this information to the 

Exchange and other entities, or to make such information available to the Exchange and other 

entities.  We also proposed that QHP issuers provide the specified information in plain language.  

Finally, we proposed that QHP issuers make available to the enrollee information on cost-sharing 

responsibilities for a specific service by a participating provider under that enrollee’s particular 

plan.   

Comment: Many groups commented on the data elements included in §156.220(a) of the 

proposed rule. Several commenters supported the proposed rule as written, with one commenter 

recommending that HHS maintain the list as proposed without additional elements. However, 

other commenters, suggested specific enhancements or clarifications to the proposed approach or 

requested that HHS establish uniform standards and methodologies. A few commenters 

recommended that HHS include reporting of additional data elements, such as information about 

condition-based exclusions. Some commenters requested that HHS provide sample forms, define 

key terms, or outline a specific reporting format (for example, a summary statement 

accompanied by data tables).  

Other commenters recommended elements or approaches to transparency reporting, such 

as segmenting data by enrollee demographics, collecting information at the issuer level, or 

reporting at the product level. A few commenters provided recommendations on where 

transparency information should be submitted and where the information should be made 

available. One commenter encouraged HHS to apply the same standards to all plan types, 

including catastrophic plans. Several commenters recommended that HHS collect transparency 
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data annually. Finally, one commenter stated that these standards should be extended to 

Medicaid and CHIP populations. 

Response: We believe that QHP issuers should submit transparency information in a 

manner and timeframe that maximizes the utility of such information to the Exchange, HHS, and 

individuals. HHS intends that the reporting obligations established in this section and §155.1040 

will be aligned with the transparency reporting standards under section 2715A of the PHS Act.  

HHS, together with the Departments of Labor and the Treasury, will coordinate guidance on the 

transparency in coverage standards. As a result, we are not describing specific data formats, 

definitions, or frequency of reporting with respect to §155.1040 in this final rule. We note that 

data reporting for Medicaid and CHIP plans is outside the scope of this final rule. 

Comment: Several commenters agreed with the plain language provision in proposed 

§156.220(c) as written. In addition, several commenters requested that HHS clarify how it will 

enforce plain language standards, with some expressing concern about the Exchange or HHS 

being able to check the accuracy of the plain language information submitted by QHP issuers. 

The commenters recommended that HHS direct QHP issuers to provide data with plain language 

information.  

Response: We note that each Exchange will be responsible for ensuring QHP issuer 

compliance with this standard.  HHS and the Department of Labor will jointly develop and issue 

guidance on best practices of plain language writing, which will assist Exchanges in determining 

whether issuers are using plain language, as defined in §155.20.    

Comment: We received a number of comments supporting the cost-sharing transparency 

in proposed §156.220(d).  Several commenters recommended that the provision be amended to 

allow the consumer to be able to request information by phone, fax, email, or online. One 
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commenter requested that HHS clarify whether the obligation to provide enrollee cost-sharing 

information is prospective or retrospective in nature. Several commenters recommended that 

HHS establish that the cost-sharing information be provided free of charge by QHP issuers to the 

enrollees.  

 Response: As noted previously, HHS will coordinate with the Departments of Labor and 

Treasury on guidance for the transparency in coverage standards.  

Summary of Regulatory Changes 

 We are finalizing the provisions proposed in §156.220 of the proposed rule without 

modification. 

d. Marketing and Benefit Design of QHPs (§156.225) 

To preserve a level playing field within and outside of the Exchange and to leverage 

existing State activities, we proposed in §156.225 that QHP issuers must to comply with any 

applicable State laws and regulations regarding marketing by health insurance issuers as a 

certification standard, as established by section 1311(c)(1)(A) of the Affordable Care Act.  We 

also proposed to prohibit QHP issuers from employing marketing practices that have the effect of 

discouraging enrollment of individuals with significant health needs and sought comment on the 

best means for an Exchange to monitor QHP issuers’ marketing practices to determine whether 

such activities are taking place.  Additionally, we invited comment on a broad prohibition against 

unfair or deceptive marketing practices by all QHP issuers and their officials, agents, and 

representatives, and on whether HHS should establish a standard that QHP issuers not 

misrepresent the benefits, advantages, conditions, exclusions, limitations or terms of a QHP.   

 Comment: Many commenters offered feedback on whether the final rule should include 

a broad prohibition against deceptive marketing practices. A number of commenters supported 
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such a prohibition and suggested specific Federal standards that HHS could adopt, such as 

Medicare Advantage, Medicare Prescription Drug Program, or Medicaid standards. Conversely, 

many commenters supported State flexibility with respect to marketing rules and oversight. A 

few commenters expressed concern that a Federal standard could be overly restrictive. 

Response: States have significant experience with, and existing infrastructure to support, 

monitoring and oversight of health plan marketing activities. The National Association of 

Insurance Commissioners (NAIC) has provided guidance to the States in the form of the Model 

Unfair Trade Practices Act. The Model Act has been adopted by 45 States and the District of 

Columbia.  The NAIC has also issued an Advertisements of Accident and Sickness Insurance 

Model Regulation, which has been adopted by 42 States.  Both the Model Act and Model 

Regulation are extensive and position States to address misleading or deceptive practices.  As a 

result, we are finalizing the marketing standards with the flexibility afforded in the proposed 

rule. 

Comment: Many commenters offered standards or clarifications for inclusion in proposed 

§156.225(b), such as a list of discriminatory versus acceptable marketing practices; a prohibition 

on inducements and other tactics prone to abuse; secret shopper events; focus group testing of 

marketing materials; and standardized compensation for agents and brokers in the Exchange. 

Response: We note that the above tactics could be appropriately included in an 

Exchange’s monitoring and oversight activities, as well as its marketing rules. While we are not 

establishing that an Exchange implement specific standards for the reasons described in the 

preceding response, we encourage Exchanges to consider a variety of standards, tools, and 

strategies to promote transparent and consumer-oriented conduct in the Exchange. 
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Comment: Many commenters urged HHS to codify the statutory prohibition against 

benefit designs that have the effect of discouraging enrollment of higher-need consumers in 

§156.225(b) of the final rule. 

Response: We note that section 1311(c)(1)(A) specifically prohibits QHP issuers from 

utilizing benefit designs that have the effect of discouraging enrollment by higher-need 

individuals.  We have modified §156.225(b) in this final rule to codify the statutory prohibition. 

Comment: A few commenters recommended that the Exchange be permitted to decertify 

QHPs based on improper marketing practices. 

Response: Section 155.1080 of the final rule gives the Exchange the authority to decertify 

a QHP at any time for failure to comply with certification standards, including standards related 

to marketing practices. 

Comment: Several commenters recommended that HHS repeat the anti-discrimination 

standards established in §156.200(e) in this section. 

Response: We believe that the broad prohibition on discrimination in §156.200(e) clearly 

bars discrimination in marketing practices as well as other operations of the QHP issuer, and that 

repeating this language in §156.225 is unnecessary. 

Comment: Several commenters encouraged HHS to establish a level playing field with 

respect to marketing inside and outside of the Exchange. Specifically, a few commenters 

recommended that the final rule clarify that QHP issuers must comply with all State laws and 

regulations that govern marketing other health insurance products, such as statutes prohibiting 

unfair or deceptive acts or practices. 
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Response: We note that adopting the proposed rule’s approach would ensure QHPs 

conform to any standards, laws, or regulations that govern the marketing of non-QHP health 

insurance products in a State. 

Comment: Several commenters recommended that HHS direct Exchanges to report on 

oversight activities related to marketing. A few commenters additionally recommended that an 

Exchange Blueprint detail the Exchange’s proposed approach to marketing oversight. 

Response: Exchanges are responsible for ensuring compliance with the marketing 

standards of this section.  States have significant experience in regulating marketing of health 

insurance issuers, and Exchanges may leverage the current monitoring practices of States with 

respect to marketing of health insurance.  As a result, we are not imposing an additional 

reporting obligation for Exchanges in this area.  

Comment: In response to the concern expressed in the proposed rule preamble that 

certain groups (for example, Medicare beneficiaries) may be vulnerable to deceptive marketing 

tactics, one commenter suggested that the Exchange electronically verify whether QHP enrollees 

are also enrolled in other coverage.  

Response: We encourage Exchanges to develop a variety of strategies to identify 

improper marketing practices. We note that subpart D of this final rule provides for electronic 

verification of some types of other coverage in §155.320(b).  

Comment: A handful of commenters recommended that HHS establish a mechanism to 

receive consumer complaints related to marketing practices. 

Response: Consumers who encounter marketing practices that they believe are deceptive 

or improper should be able to report such practices to the Exchange or State regulator, as 

appropriate. Because the Exchange is responsible for monitoring marketing of QHPs and taking 
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any appropriate action, we believe that establishing a separate Federal complaint reporting 

mechanism is unnecessary.  

Summary of Regulatory Changes 

 We are finalizing the provisions proposed in §156.225 of the proposed rule, with the 

following modifications: in paragraph (b) we codified statutory language prohibiting QHP 

issuers from employing benefits designs that could discourage enrollment of individuals with 

significant health needs. Accordingly, we added “and Benefit Design” to the title of this section. 

e. Network adequacy standards (§156.230)  

In §156.230, we proposed the minimum criteria for network adequacy in order for health 

plans to be certified as QHPs. We proposed that QHP issuers meet network adequacy standards 

established by the Exchange in accordance with §155.1050 and consistent with the provisions of 

section 2702(c) of the PHS Act as amended by the Affordable Care Act. In the proposed rule, the 

network adequacy standard, stated in proposed §155.1050, established “sufficient choice of 

providers” as the touchstone of whether a provider network is adequate.  The preamble 

discussion identified several different measures of network adequacy and sought comment on 

whether to include additional qualitative and quantitative standards to measure network 

adequacy. 

We proposed that a QHP issuer make its health plan provider directory available to the 

Exchange electronically and to potential enrollees and current enrollees in hard copy upon 

request, and that the directory identify providers who are no longer accepting new patients. We 

sought comment on standards we might set to ensure that QHP issuers maintain up-to-date 

provider directories.  We refer commenters to the summary of proposed §155.1050 in this final 

rule and to the preamble to the proposed rule for additional discussion of the proposed policy. 
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Comment: Many commenters offered feedback on the network adequacy standard, 

initially included in proposed §155.1050. Some commenters supported the flexibility provided to 

States in the proposed rule, noting that such flexibility could facilitate the alignment of markets 

inside and outside of the Exchange. Conversely, many commenters recommended that HHS 

establish a national, uniform standard for network adequacy. These commenters offered 

numerous standards HHS could adopt, including the NAIC Managed Care plan Network 

Adequacy Model Act, or the current standards for Medicare Advantage plans, Medicaid 

managed care plans, or TRICARE plans. Finally, a few commenters generally requested that 

HHS clarify the meaning of “sufficient number” of providers. 

Response: A number of competing policy goals and considerations come into play with 

examinations of network adequacy:  that QHPs must provide sufficient access to providers; that 

Exchanges should have discretion in how to ensure sufficient access; that a minimum standard in 

this regulation would provide consistent consumer protections nationwide; that network 

adequacy standards should reflect local geography, demographics, patterns of care, and market 

conditions; and that a standard in regulation could misalign standards inside and outside of the 

Exchange. In balancing these considerations, we have modified §156.230(a)(2) in this final rule 

to better align with the language used in the NAIC Model Act. Specifically, the final rule 

establishes a minimum standard that a QHP’s provider network must maintain a network of a 

sufficient number and type of providers, including providers that specialize in mental health and 

substance abuse, to assure that all services will be available without unreasonable delay. We 

believe this modification provides additional protection for consumers by communicating our 

expectations with respect to the number and variety of providers that should be present in a 

QHP’s provider network. Further, the modified standard establishes a baseline (“all 
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services…without unreasonable delay”) against which network adequacy can be measured. We 

note that nothing in the final rule limits an Exchange’s ability to establish more rigorous 

standards for network adequacy.  We also believe that this minimum standard allows sufficient 

discretion to Exchanges to structure network adequacy standards that are consistent with 

standards applied to plans outside the Exchange and are relevant to local conditions. Finally, 

placing the responsibility for compliance on QHP issuers, rather than directing the Exchange to 

develop standards, is more consistent with current State practice.   

Comment: Several commenters urged HHS to codify the potential additional standards 

listed in the preamble to the proposed rule (access without unreasonable delay, reasonable 

proximity or providers to enrollees’ homes or workplaces, ongoing monitoring process, and out-

of-network care at no additional cost when in-network care is unavailable), with the largest 

number of commenters expressing support for the provision of out-of-network care at no 

additional cost when in-network care is unavailable. Other commenters recommended specific 

alternatives to these elements, such as a “60 minutes or 60 miles” or “15-20 minutes” standard. 

Response: Based on comments, we have modified §156.230(a)(2) in this final rule to 

codify the standard that services must be available without unreasonable delay. With respect to 

the other specific suggestions offered by commenters, we are concerned that the proposed 

standards may not be compatible with existing State regulation and oversight in this area. We 

believe that the modification to final §156.230(a)(2) strikes the appropriate balance between 

assuring access for consumers and recognizing the historical flexibility and responsibility given 

to States in this area. 

Comment: Several commenters recommended that the final rule strengthen access 

protections in medically underserved, rural, or professional shortage areas, and for vulnerable 
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populations, such as limited English proficient individuals or individuals with disabilities. With 

respect to medically underserved areas, some commenters suggested approaches that HHS could 

take, such as supporting higher payment rates in these areas. Others advocated for State 

flexibility to develop local solutions. One commenter requested that the final rule clarify that a 

QHP’s network cannot be deemed inadequate in a professional shortage area. 

Response: We did not accept comments recommending specific, national standards given 

that network adequacy is typically – and diversely – regulated by States.  As described above, we 

amended §156.230(a)(2) in this final rule to clarify that the provider networks maintained by 

QHP issuers must offer access to all services without unreasonable delay. We believe that this 

modified standard enhances protections for all Exchange consumers, including vulnerable 

populations, while preserving flexibility for States to develop local solutions to ensure access.  

Furthermore, we believe that the standards for inclusion of essential community providers in 

QHP provider networks in proposed §156.235 will also help to strengthen access in medically-

underserved areas and for vulnerable populations.    

Comment: Many commenters recommended that the network adequacy provisions 

include specific provider types, such as pediatricians, tribal health care providers, mental health 

professionals, teaching hospitals, or women’s health care providers. 

Response: While QHP networks should provide access to a range of health care 

providers, we are concerned that mandating inclusion of a list of specified provider types would 

detract from the larger issue of broadly ensuring access to the full range of covered services (that 

is, essential health benefits). Accordingly, we have modified §156.230(a)(2) of this final rule to 

require QHP issuers to maintain networks that include sufficient numbers and types of providers, 

including providers that specialize in mental health and substance abuse, to ensure access to all 
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services. We specifically highlight mental health and substance abuse services because we 

recognize that the essential health benefits will create new demands for access to mental health 

and substance abuse services, and that such services have traditionally been difficult to access in 

low-income and medically underserved communities.  By highlighting mental health and 

substance abuse providers in the network adequacy standard, we seek to encourage QHP issuers 

to provide sufficient access to a broad range of mental health and substance abuse services, 

particularly in low-income and underserved communities. In addition, we are clarifying in 

§155.1050 of this final rule that, because inclusion of essential community providers is related to 

network adequacy, a QHP issuer may not be prohibited from contracting with any essential 

community provider described in final §156.235(c). We urge States to consider local 

demographics, among other elements, when developing network adequacy standards and note 

that nothing in the final rule would preclude an Exchange from identifying specific provider 

types that are particularly essential in a State. 

Comment: A few commenters recommended that the final rule direct QHP networks to 

maintain growth capacity, or the ability to accept additional enrollees or utilization. 

Response: We believe that the higher standard in §156.230(a)(2) of this final rule helps 

address the commenters’ concerns. Further, we believe that the reference to section 2702(c)(2) of 

the PHS Act, included in section 1311(c)(1) of the Affordable Care Act, implies Congressional 

intent to protect current enrollees from unreasonable delays in access to care if QHPs expand 

enrollment too quickly. Therefore, we are not prescribing a uniform growth capacity standard for 

all Exchanges in the final rule, though we note that an individual Exchange would be able to set 

such a standard. 
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Comment: A few commenters supported the language in the preamble to the proposed 

rule encouraging Exchanges and QHP issuers to consider broadly defining the providers that can 

furnish primary care services. However, other commenters raised concerns about this broader 

definition and noted that other programs, such as Medicare and Medicaid, identify a limited set 

of providers who may be considered primary care providers. 

Response: We continue to encourage Exchanges to consider a broader definition of the 

types of providers who may furnish primary care services, because this should improve access to 

such services for consumers, particularly those in medically underserved or rural areas. We also 

recognize that the definition of a “primary care provider” should be consistent across health 

insurance programs to the extent possible, and we encourage Exchanges to be mindful of 

existing definitions and approaches in other health insurance programs when outlining 

corresponding standards for QHP issuers participating in the Exchange. All provider contracts 

executed by QHP issuers participating in the Exchange must be fully compliant with State scope 

of practice laws.  

Comment:  A few commenters requested that HHS provide technical assistance on the 

various network adequacy benchmarks that are available (for example, NAIC, Medicare 

Advantage, TRICARE, Medicaid managed care) as States develop Exchange standards. 

Response: We continue to work with States on a variety of issues related to Exchange 

establishment and operations, and will consider providing more specific technical assistance on 

existing network adequacy standards in the future. 

Comment: Several commenters recommended that additional items be included in QHP 

provider directories described under proposed§156.230(b), such as each provider’s specialty, 

affiliation, licensure, or languages spoken. A few commenters requested that HHS establish that 
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the provider directory must be easily searchable for Indian Health Service/Tribal/Urban (I/T/U) 

providers. Finally, a few commenters recommended that provider directories include non-

physician providers. 

Response: Consistent with current industry practice, we expect QHP issuers’ provider 

directories to include information on each provider’s licensure or credentials, specialty, and 

contact information, which could include any institutional affiliation. The Exchange may 

establish additional data elements that QHP issuers must include, such as identifying Indian 

Health Service/Tribal/Urban (I/T/U) providers.  

We note that while a provider directory could include appropriate non-physician 

providers, we afford Exchanges discretion regarding their inclusion in the provider directory. A 

provider directory that includes providers whose scope of practice is limited should generally 

identify the services that the provider is contracted to perform, for example, by displaying such 

providers only when consumers search for certain services (for example, primary care).   

Comment: Multiple commenters recommended that the Exchange consolidate QHP 

provider directories as described in the preamble to the proposed rule. Conversely, some 

commenters recommended maximum flexibility for QHP issuers to submit provider information. 

Response: We encourage, but do not direct, Exchanges to consolidate QHP provider 

directories to make it easier for consumers to locate the QHPs in which their providers 

participate.  Exchanges may also want to establish links to the provider directory on a QHP 

issuer’s Web site.  

Comment: Several commenters requested that HHS clarify how frequently QHP issuers 

must update provider directories under proposed §156.230(b). Recommendations offered by 

commenters ranged from in real time to annually. A few commenters raised concerns about the 
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proposed standard that directories identify providers who are not accepting new patients, noting 

that this could result in continuous updates. 

Response: We afford each Exchange with discretion to provide guidance to QHP issuers 

with respect to the updating of provider directories, including how frequently issuers must 

identify providers who are no longer accepting new patients. We urge Exchanges to consider the 

appropriate balance between supporting consumer choice and the burden on QHP issuers 

associated with this standard (which we should be lower for electronic directories than for hard 

copy directories). Further, in establishing such standards, we expect Exchanges to consider the 

information needs of current versus potential enrollees. 

Comment: A few commenters recommended that HHS establish that provider directories 

developed in accordance with proposed §156.230(b) must offer meaningful access to individuals 

with limited English proficiency and/or disabilities, for example by making directories available 

by phone. 

Response: We note that, because they are made available to enrollees, provider 

directories must meet the standards for applications, forms, and notices established in §155.230 

of this final rule, which include accommodations for individuals with limited English proficiency 

and/or disabilities. 

Comment: A few commenters suggested that QHP issuers be directed to notify enrollees 

if their particular provider drops out of the network. 

Response: Although a provider’s contracting status has significant implications for 

patients - especially those who regularly see a particular provider for treatment of a chronic or 

complex condition - we do not set a uniform standard for notification of individual patients if 
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their providers drop out of the QHP’s network. Such a uniform standard on QHPs might not be 

consistent with practices in the non-Exchange market, and would raise QHP administrative costs.   

Comment: HHS received comments that section 408 of the Indian Health Care 

Improvement Act (IHCIA), should be interpreted to obligate QHPs to include health programs 

operated by the IHS, Tribes, Tribal organizations, and Urban Indian organizations as providers in 

their networks. Several commenters also recommended that HHS clarify the applicability of 

section 206 of the ICHIA to QHPs. 

Response: The primary purpose of section 408 of IHCIA is to deem Indian health 

providers as eligible to receive payment from Federal Health Care Programs for health care 

services provided to Indians if certain standards are met.  Eligibility to receive payment under 

section 408 of IHCIA does not depend on in-network status with a QHP.  Section 206 of IHCIA 

provides that all Indian providers have the right to recover from third party payers, including 

QHPs, up to the reasonable charges billed for providing health services, or, if higher, the highest 

amount an insurer would pay to other providers to the extent that the patient or another provider 

would be eligible for such recoveries.  We believe that section 206 will foster network 

participation because it benefits QHPs to contract with Indian health providers to establish the 

payment terms to which the parties agree.  Accordingly, we are not modifying the regulation text 

to reflect this comment.  

Summary of Regulatory Changes 

 We are finalizing the provisions proposed in §156.230 of the proposed rule with the 

following modification: in new paragraph (a)(2), we modified the standard previously proposed 

in §155.1050 to clarify that a QHP issuer must maintain a provider network that is sufficient in 

number and types of providers to assure that all services will be accessible without unreasonable 
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delay. We also specifically include providers that specialize in mental health and substance 

abuse, because mental health and substance abuse services are essential health benefits and 

because mental health parity applies to QHPs.  

f. Essential community providers (§156.235) 

In §156.235, we proposed that a health plan’s network must include a sufficient number 

of essential community providers who provide care to predominantly low-income and medically-

underserved populations to be certified as a QHP.  We solicited comment on how to define a 

sufficient number of essential community providers. We also defined the types of providers 

included in the definition of essential community providers consistent with the Affordable Care 

Act, which specifically identifies all health care providers defined in section 340B(a)(4) of the 

PHS Act and providers described in section 1927(c)(1)(D)(i)(IV) of the Act. We also solicited 

comment on the extent to which the definition should include other similar types of providers 

that serve predominantly low-income, medically-underserved populations and furnish the same 

services as the providers referenced in section 340B(a)(4) of the PHS Act.   

In the preamble to this section, we acknowledged that two provisions of the Affordable 

Care Act regarding payment of essential community providers and payment of Federally 

Qualified Health Centers (FQHCs) may conflict and invited comment on this issue. We also 

invited comment on specific payment and contracting issues related to Indian health providers.   

Finally, we requested comment on other special accommodations that should be made when 

contracting with Indian health providers, such as the use of a standardized Indian health provider 

contract addendum.   

Comment: HHS received many comments seeking clarity on the proposed standard in 

§156.235(a) that QHPs include in their provide networks a “sufficient” number of essential 
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community providers. Many commenters recommended that QHP issuers include in their 

provider networks all essential community providers in the area; contract with any willing 

essential community provider; or contract with certain types of providers, such as family 

planning providers. Some commenters suggested HHS define sufficiency based on specific ratios 

of enrollees to providers, maximum travel times, or the Need for Assistance worksheet used by 

the Health Resources and Services Administration12. One commenter suggested that HHS base 

the sufficiency standard in part on the Health Professions Shortage Areas, Medically 

Underserved Areas and Medically Underserved Populations designated by the Health Resources 

and Services Administration.  

In contrast, other commenters supported the proposed rule and urged HHS to maintain a 

broad definition of “sufficient” that allows Exchanges to establish standards appropriate for their 

States. A number of commenters urged HHS to strike a balance between having QHP issuers 

provide enrollees with adequate access to care from essential community providers and allowing 

QHP issuers to employ innovative network designs that improve quality and contain costs.  

Response: Based on comments received, we believe that additional clarification of the 

“sufficiency” standard is necessary.  Accordingly, we have modified final §156.235(a) to direct 

that each QHP’s network have a sufficient number and geographic distribution of essential 

community providers, where available, to ensure reasonable and timely access to a broad range 

of such providers for low-income, medically underserved individuals in the QHP’s service area, 

in accordance with the Exchange’s network adequacy standards. We believe that this approach 

more clearly articulates our expectations with respect to sufficiency than the standard included in 

the proposed rule with respect to essential community providers while continuing to balance the 

accessibility of essential community providers with network flexibility for issuers.  We 
                                                 
12 Available at: http://www.hrsa.gov/grants/apply/assistance/NAP/forms/9needforassistance.pdf.  
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emphasize that Exchanges have the discretion to set higher, more stringent standards with respect 

to essential community provider participation, including a standard that QHP issuers offer a 

contract to any willing essential community provider. HHS intends to monitor the effectiveness 

of this provision in ensuring access to essential community providers, and it may be subject to 

further modification.  

Comment: HHS received several comments suggesting that QHP issuers be exempt from 

the standard in proposed §156.235(a) to include essential community providers in their provider 

networks if the Exchange’s service area does not include low-income or medically-underserved 

populations.  

Response: Section 1311(c)(1)(C) of the Affordable care Act directs all QHP issuers to 

include essential community providers in their provider networks; therefore, we have not 

amended the regulation to provide the exemption suggested by the commenter. Further, we note 

that the statute and final rule acknowledge that essential community providers may not be 

available throughout a QHP’s service area. We believe that the inclusion of “where available” in 

both places creates flexibility for QHP issuers to contract with essential community providers in 

a manner that reflects the relative availability of these providers and the needs of local 

communities. 

Comment: A number of commenters urged us to address the services that a QHP issuer 

should cover when provided by an essential community provider in its provider network, as 

described in proposed §156.235(a)(1). Some commenters suggested that QHP issuers be directed 

to cover all services furnished by the essential community provider. Some commenters expressed 

concern that QHP issuers might contract with essential community providers for a few services, 
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thus fulfilling the essential community provider “sufficiency” standard but prohibiting access to 

the full breadth of services through such providers.  

Response: While we believe the statutory directive to include essential community 

providers in QHP provider networks must translate to meaningful access to care for low-income 

and medically underserved populations, section 1311(c)(1)(C) of the Affordable Care Act 

provides that nothing in the standard to include essential community providers obligates a QHP 

to cover any specific medical procedure. We generally anticipate and expect QHP issuers will 

contract with essential community providers for all services furnished by the provider that are 

otherwise covered by the QHP.  

Comment: Several commenters supported an exemption from the standards in this section 

for staff-model health plans or integrated delivery system-based health plans, though one 

commenter urged HHS to make such an exemption contingent upon the organization 

demonstrating that its provider network still provides meaningful access to all forms of care to 

potential enrollees in the service area. One commenter suggested that HHS establish a provision 

similar to Medicaid’s “freedom of choice” provision in 42 U.S.C. 1396(a)(23) in order to allow 

enrollees in staff-model QHPs to receive covered services from other providers if needed at no 

additional cost to the enrollee; the commenter specifically cited concerns that a religiously-

sponsored integrated delivery health plan may not offer a full range of reproductive health 

services. Conversely, several commenters opposed any exemption for staff-model or integrated 

delivery system plans. 

Response: Based on comments, we are persuaded that the obligation to contact with 

essential community providers should address the unique contracting structure of staff-model 

health plans and integrated delivery system-based health plans that provide a majority of services 
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“in-house.”  We are concerned that establishing a standard for such plans to contract with 

essential community providers would result in these plans having to alter their business models, 

which may obviate the benefits of integration.  In the proposed rule, we noted that we were 

weighing whether to provide consideration for plans that solely provide services “in-house”.  In 

light of comments, however, we recognize that staff model and highly integrated delivery system 

plans do not provide services solely “in house”; rather, as a practical matter, they must provide 

some level of out-of-network services (for example, emergency services) and often must contract 

with Centers of Excellence or certain specialists to provide patients with access to highly 

specialized services. As a result, we have added under final §156.235(b) a provision directing 

Exchanges to offer an alternate standard for plans with a majority of services furnished by “in-

house” providers.  Under the alternate standard, health insurance issuers that provide a majority 

of covered professional services through employed physicians or through a single contracted 

medical group may demonstrate their ability to provide an equivalent level of service 

accessibility for low-income and medically underserved individuals.  We note that this alternate 

standard does not permit an Exchange to grant any QHP issuer a wholesale exception to 

standards related to essential community providers. 

Comment: In response to the discussion in the preamble to the proposed rule, many 

commenters urged HHS to clarify the term “generally applicable payment rates” and ensure that 

essential community providers are reimbursed at a reasonable level by establishing minimum 

reimbursement standards for all essential community providers. Suggestions for such a 

benchmark included the Medicaid prospective payment system (PPS) rate under 42 USC 

1396a(bb), Medicare rates, or a reimbursement rate at least equal to the issuer’s negotiated rate 

with a similarly situated non-essential community provider. Commenters also recommended that 
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QHPs offer “generally applicable payment rates” by service line to ensure that plans do not mask 

low rates for particular services by providing higher rates for less-utilized service, or otherwise 

discriminate against essential community providers in contract negotiations. 

Response: QHP issuers should not discriminate against essential community providers 

through contract negotiations, or otherwise attempt to circumvent the obligation to include such 

providers in-network by offering unfavorable rates. In this final rule, we are not specifically 

establishing that a generally applicable payment rate be based on a particular benchmark or be 

calculated using a particular method (for example, by service line), but clarify that “generally 

applicable payment rate” means, at a minimum, the rate offered to similarly situated providers 

who are not essential community providers as defined in this section.   

Comment: In response to the discussion in the preamble to the proposed rule, many 

commenters offered feedback on the appropriate payment rates for Federally-qualified health 

centers, or FQHCs. Several commenters supported payment of Medicaid PPS rates to all FQHCs 

some commenters advocated that Exchange provide wrap-around payments to FQHCs, as is 

currently the practice in State Medicaid programs. Other commenters supported payment of the 

issuer’s generally applicable payment rates, while other commenters recommended allowing 

payment of mutually agreed upon rates. A few commenters offered unique suggestions not 

explicitly contemplated in the proposed rule, such as negotiating based on Medicare rates or 

permitting States to establish payment rates for essential community providers.  

Response: The Affordable Care Act, at section 1302(g), establishes payment of FQHCs at 

the applicable Medicaid PPS rate.  However, the Affordable Care Act also supports, at section 

1311(c)(2),  payment of essential community providers, including FQHCs, at the QHP issuer’s 

generally applicable payment rate.  We are amending the regulation text in final §156.235(e) to 
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codify both sections 1302(g) and 1311(c)(2) of the Affordable Care Act. We interpret these two 

provisions to mean that a QHP issuer must pay an FQHC the relevant Medicaid PPS rate, or may 

pay a mutually agreed upon rate to the FQHC, provided that such rate is at least equal to the 

QHP issuer’s generally applicable payment rate. 

Comment: Several commenters suggested that, rather than direct QHP issuers to contract 

with essential community providers under proposed §156.235(a), Exchanges should provide 

incentives for QHP issuers to contract with essential community providers.  

Response: Including essential community providers in QHP provider networks is a 

minimum certification standard specifically established by Section 1311(c)(1)(B) of the 

Affordable Care Act. This does not preclude Exchanges from offering incentives to QHP issuers 

(such as priority placement on the Exchange Internet Web site) to contract with more essential 

community providers than the Federal minimum standard.  

 Comment: In response to the list of essential community providers in proposed 

§156.235(b), many commenters recommended inclusion of specific provider types, including but 

not limited to rural health clinics, community mental health centers, family planning clinics, 

Ryan White Care Act providers, pediatricians and children’s hospitals, tribal health care 

providers, providers that serve limited English proficient populations, school-based clinics, or the 

entirety of a health system that includes a 340(B) or disproportionate share hospital. Some 

commenters also expressed concern about the potential for exclusion of or discrimination against 

specific types of essential community providers, such as those that are academic medical centers, 

by issuers, States or Exchanges. Conversely, a few commenters recommended that each State 

define essential community providers. 
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Response: We acknowledge that a wide variety of health care providers and institutions 

serve low-income and medically underserved individuals, and we note that the definition of 

essential community providers contained in the proposed rule encompasses a broad range of 

providers that serve low income and underserved communities, including FQHCs, 

disproportionate share hospitals, Ryan White Care Act Title II and III grantees, and urban Indian 

organizations. We clarify that the list of essential community providers provided in paragraphs 

(c)(1) and (c)(2) are not an exhaustive list and are not meant to exclude QHP issuers from 

contracting with other providers that serve predominantly low-income, medically underserved 

individuals. 

In §156.235(c) of the final rule, we are finalizing the proposed rule definition, with a 

slight modification. Based upon comments regarding the potential for exclusion of or 

discrimination against essential community providers and consistent with the intent explicit in 

section 1311(c)(1)(C) of the Affordable Care Act that access to essential community providers 

be maximized in QHPs, we clarify that any provider that meets the criteria for an essential 

community provider in §156.235(c), or met the criteria on the publication date of this regulation 

unless the provider lost its status under §156.235(c)(1) or (c)(2) thereafter as a result of violating 

Federal law, must be considered an essential community provider. We intend to monitor this 

policy and revisit as necessary.  

We note that the definition in the final rule, taken from the section 1311(c)(1)(C) of the 

Affordable Care Act, provides a test to determine whether a provider is an essential community 

provider and a non-exhaustive list of examples. An Exchange may apply the test contained in the 

definition (providers that serve predominantly low-income, medically underserved individuals) 

to a particular service area to identify additional essential community providers. Finally, we note 
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that each QHP provider network must be sufficient in number and types of providers to assure 

that all services, including mental health and substance abuse services, will be accessible without 

unreasonable delay.  

Comment: A few commenters recommended that HHS develop a standard Indian 

Addendum for contracting with tribal health care providers. 

Response: We recognize that furnishing QHP issuers with a standard Indian Addendum 

to a provider contract may make it easier for QHP issuers to contract with Indian providers.  We 

note that QHP issuers may not be aware of the various Federal authorities that govern 

contracting with Indian health providers, and such an Addendum may lower the perceived barrier 

of contracting with Indian providers.  We plan to develop a template for contracting between 

QHP issuers and tribal health care providers.  While we do not uniformly mandate that QHP 

issuers use the template, we believe that QHP issuers will find it in their interest to adopt such a 

template when contracting with Indian providers.  We also note that Exchanges may elect to 

direct QHP issuers to use the Indian Addendum when contracting with Indian providers.   

Comment: One commenter recommended that all entities designated as essential 

community providers qualify for special drug pricing under section 340B(a)(4) of the Public 

Health Service Act. Conversely, another commenter requested that the final rule clarify that QHP 

issuers are not obligated to contract with all 340(B) pharmacies. One commenter suggested that 

HHS work with States and Exchange governing boards to ensure that providers have a clear 

understanding of how key 340(B) principles apply in the Exchange context in order to avoid 

confusion and violation of 340(B) anti-diversion rules.    

Response: This rule concerns the establishment and operation of Exchanges and the 

certification standards for QHPs; nothing in this final rule changes or affects the operation of 
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section 340(B) of the Public Health Service Act.  As a result, requests to interpret section 340B 

of the Public Health Service Act are outside the scope of this final rule.   

Summary of Regulatory Changes 

 We are finalizing the provisions proposed in §156.235 of the proposed rule, with the 

following modifications: in paragraph (a)(1) we modified QHP issuer’s contracting 

responsibilities with respect to essential community providers to reflect a reasonable access 

standard and a broad range of providers standard. In new paragraph (a)(2) we added an alternate 

standard for QHP issuers that provide a majority of professional services with “in-house” 

providers. In paragraph (c), we clarified the definition of an essential community provider. We 

also added new paragraphs (d) and (e) to interpret and implement Affordable Care Act section 

1311(c)(2) (regarding payment rates to essential community providers) and section 1302(g) 

(regarding payment of FQHCs); in doing so we indicate that QHP issuers and FQHCs may 

negotiate rates and mutually agree on a payment rate other than the Medicaid PPS rate.  

g. Treatment of direct primary care medical home (§156.245)  

In §156.245, we proposed to permit QHP issuers to provide coverage through a direct 

primary care medical home (PCMH) that meets the standards established by HHS, provided that 

the QHP meets all standards otherwise applicable. We requested comment on what standards 

HHS should establish under this section. 

Comment: Multiple commenters recommended that direct PCMHs described in proposed 

§156.245 be accredited, or comply with existing industry standards such as the Joint Principles 

of the Patient-Centered Medical Home13 developed by the Patient Centered Primary Care 

Collaborative. Other commenters expressed general support for PCMHs or provided data on the 

effectiveness of the PCMH model. 
                                                 
13 Available at: http://www.pcpcc.net/content/joint-principles-patient-centered-medical-home. 
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Response: We believe that Exchanges offer an opportunity to advance innovative models 

of delivery that can improve the care experience for patients and providers. Consistent with this 

overall goal, we have structured the direct PCMH provision to encourage, rather than limit, 

innovative care models. While we recognize the importance of accreditation and quality 

assurance, we are not establishing that direct PCMHs be accredited in order to participate in 

QHP networks. We encourage QHP issuers to consider the accreditation, licensure, or 

performance of all network providers. 

Comment: Several commenters suggested that the definition of direct PCMHs in 

proposed §156.245 be expanded to include accountable care organizations or specialists who 

serve as a patient’s “health home.” 

Response: While non-primary care clinicians can play a significant role in care 

coordination, particularly for patients with multiple or complex conditions, the statute 

specifically provides for inclusion of primary care medical homes. We do not interpret that 

phrase as including providers of non-primary care services, such as specialists. However, we 

note that nothing in this section prohibits or limits a QHP issuer’s ability to pursue other 

innovative care models or contracting structures, such as increasing payments to specialists who 

coordinate an individual’s care, or contracting with accountable care organizations. 

Comment: A few commenters requested that HHS clarify what coordination is 

contemplated between a QHP and a contracted direct PCMH under proposed §156.245. 

Response: QHP issuers that choose to contact with direct PCMHs for primary care 

services will need to consider how to promote a seamless consumer experience. For example, the 

QHP issuer should ensure that enrollees understand how to use the direct PCMH model, identify 
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which services will be provided by the direct PCMH and which will not, and have clear 

information on how to access specialists and other non-primary care providers.  

Comment: Several commenters generally recommended that HHS encourage QHP 

issuers to contract with direct PCMHs, direct issuers to contact with a specific number of direct 

PCMHs, establish that a certain percentage of network providers must be affiliated with direct 

PCMHs, or direct QHP issuers to report on the number of in-network direct PCMHs. 

Response: While we believe that an Exchange could create incentives for QHP issuers to 

contract with direct PCMHs, such incentives are more appropriately considered within the 

context of local provider market conditions, including the relative availability of direct PCMHs. 

As a result, we are not directing Exchanges to create incentives for contracting with direct 

PCMHs. We encourage Exchanges to promote, and QHP issuers to explore, innovative models 

of delivery along the care spectrum. 

Summary of Regulatory Changes 

 We are finalizing the provisions proposed in §156.245 of the proposed rule without 

modification. 

h. Health plan applications and notices (§156.250) 

In §156.250, we proposed basic standards for the format of applications and notices 

provided by the QHP issuer to the enrollee, specifically that QHP issuers must adhere to the 

standards established for notices in §155.230.   

 We received a number of comments on this section. Because §156.250 cross-references to 

§155.230, we have responded to all comments on applications and notices in §155.230. 

Accordingly, we are finalizing §156.250 as proposed. 

i. Rating variation (§156.255)   
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 Consistent with the rating rules established in the Affordable Care Act, we proposed 

§156.255 to codify the statutory provision that allows QHP issuers to vary premiums by the 

rating areas established under section 2701(a)(2) of the PHS Act. We further proposed that each 

QHP issuer offer a QHP at the same premium rate without regard to whether the plan is offered 

through an Exchange or whether the plan is offered directly from the issuer or through an agent.  

We also proposed that a QHP issuer cover all the following groups using some combination of 

the following categories: (1) individuals; (2) two-adult families; (3) one-adult families with a 

child or children; and (4) all other families. We sought comment on how we might structure 

family rating categories while adhering to section 2701(a)(4) of the PHS Act, which establishes 

that any family rating using age or tobacco rating may only apply those rates to the portion of the 

premium that is attributable to each family member.   

 Additionally, we requested comment on how to apply four family categories when 

performing risk adjustment.  We also invited comment on alternatives to the four categories for 

defining family composition, and how to balance potential consumer confusion associated with 

more categories while maintaining plan offerings and rating structures that are similar to those 

that are currently available in the health insurance market.  Finally, we noted that we were also 

considering whether to direct QHP issuers to cover an enrollee’s tax household, including for 

purposes of applying individual and family rates, and sought comment on the potential 

considerations of this approach.   

 Comment: A few commenters asked why the proposed rule did not address section 

1312(c) of the Affordable Care Act related to a single risk pool. 

 Response: The proposed rule and this final rule only address standards that are unique to 

Exchanges, QHP issuers and QHPs. The single risk pool provision applies to health insurance 
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issuers in the individual and small group market and to enrollees who do not enroll in health 

plans through the Exchange. Therefore, it is outside the scope of this final rule. We anticipate 

future rulemaking on other Affordable Care Act provisions that apply to insurance markets 

generally.  

 Comment: One commenter suggested that the final rule establish a process whereby a 

State demonstrates that existing State laws related to rating outside of the Exchange will not 

undermine the Exchange. 

 Response: We are continuing to evaluate the relationship and interaction of State rating 

laws, the market reform provisions in section 2701 of the PHSA, and the provisions to 

implement the Exchange standards.  We may issue further guidance in the future.  

 Comment: In response to the proposed §156.255(a) on rating areas, one commenter 

suggested that we codify the standard that rating areas must be applied consistently inside and 

outside of the Exchange, which we discussed in preamble of the proposed rule (76 FR 41901). A 

few commenters requested that HHS establish a standard set of criteria for rating area boundaries 

that reflect actual differences in health costs within a State.  

 Response: Section 2701(a)(2) of the PHS Act directs States to establish rating areas, 

which will be reviewed by the Secretary of HHS. Section 1301(a)(4) of the Affordable Care Act 

directly references the rating areas outlined in section 2701(a)(2) of the PHS Act, which ensures 

that the rating areas are applied consistently both inside and outside the Exchange. The requested 

provision is outside the scope of this final rule; we anticipate future rulemaking on other 

Affordable Care Act provisions that apply to insurance markets generally. 

 Comment: Several commenters requested that HHS more clearly define what “same 

plans” would need to be offered at the same premium rate for proposed §156.255(b). The 
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commenters raised concerns that issuers would offer two plans with very minor differences and 

then charge a different premium for what is essentially the same plan, which could result in 

adverse selection against the Exchange.  

 Response: We believe that, generally, this provision means that health plans that are 

substantially the same as a QHP should charge the same premium and encourage States to use 

this standard when evaluating compliance with this provision. HHS may further clarify this 

standard in future rulemaking or guidance.  

 Comment: Several commenters voiced support for proposed §156.255(b), while others 

had questions regarding whether user fees charged for enrollment would undermine the same 

premium provision. Some commenters suggested that HHS direct Exchanges to apply user fees 

to QHPs offered outside of the Exchange in order to ensure pricing parity.  

 Response: We clarify that States have substantial flexibility in establishing a funding 

mechanism for an Exchange to meet the self-sustaining provision of section 1311(d)(5) of the 

Affordable Care Act, implemented in this final rule at §155.160. As noted in the statute and the 

regulation text, user fees on QHPs are one mechanism to achieve this status.  Such fees may be 

set based on a broad or narrow set of issuers, on enrollment volume, including enrollment that is 

not through the Exchange, or be set without regard to enrollment.  

 Comment: Several commenters suggested that we direct QHP issuers to offer QHPs 

outside of the Exchange.  

 Response: Nothing in Federal law prohibits a QHP issuer from offering the QHP for sale 

directly to an individual or through an agent/broker in addition to through the Exchange. We note 

that a State law may address this issue. Further, enrollees in such a plan would not qualify for 

advanced payments of premium tax credits, among other Exchange benefits.   

1043



  434 

 Comment: In response to proposed §156.255(c), several commenters raised issues 

regarding rating rules that were discussed in the proposed rule, including the incorporation of the 

tobacco rating factor described in section 2701(a)(1)(A)(iv) of the PHS Act (76 FR 41901). 

Other commenters made suggestions about the application of a rating structure to a tax 

household.  

 Response: In the final rule, we have removed proposed §156.255(c), which addresses 

rating categories. We anticipate that implementation of section 2701(a)(1)(A) of the PHS Act 

will establish standards that apply to health insurance issuers in the individual and small group 

market, including QHP issuers.  

Summary of Regulatory Changes 

 We are finalizing the provisions proposed in §156.255 of the proposed rule, with the 

exception of removing paragraph (c). 

j. Enrollment periods for qualified individuals (§156.260) 

In §156.260, we proposed that QHP issuers must accept and enroll qualified individuals 

during the initial open enrollment period, during the annual open enrollment period thereafter, 

and during  special enrollment periods, as applicable. We further proposed that QHP issuers 

adhere to the effective dates of coverage established in §155.410 for all enrollment periods in the 

Exchange, and provide enrollees with notice of effective dates of coverage.  

Comment: HHS received many comments about enrollment periods in accordance with 

§155.410 and §155.420, which are summarized and addressed in those sections of the final rule. 

One commenter remarked specifically on proposed §156.260 and requested that HHS clarify 

whether a QHP could refuse enrollment to an applicant previously proven to have committed 

fraud.  
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Response: A QHP issuer may not refuse enrollment to a new applicant who has 

previously proven to have committed fraud. We note that section 2703(b) of the PHS Act, with 

which QHP issuers must comply, includes an exception to the guaranteed renewability standard 

in certain instances of fraud, but includes no parallel exception for new coverage. We further 

note that §156.270(a) permits QHP issuers to rescind coverage under certain circumstances. 

Summary of Regulatory Changes 

 We are finalizing the provisions proposed in §156.260 of the proposed rule, with a minor 

technical modification and no substantive changes. 

k. Enrollment process for qualified individuals (§156.265) 

 In §156.265, we proposed that QHP issuers adhere to the Exchange’s process for 

enrollment in QHPs, which includes standards for the collection and transmission of enrollment 

information.  Additionally, we proposed that QHP issuers use the application adopted in 

accordance with §155.405 when accepting applications from individuals seeking to enroll in a 

QHP through the Exchange enrollment process. After collecting the uniform enrollment 

information from an applicant, we proposed that the QHP issuer send the information to the 

Exchange, in accordance with the standards established in §155.260 and, as applicable, 

§155.270.   

Consistent with the standards established in accordance with §155.260 and in §155.270, 

we proposed that QHP issuers receive enrollment information electronically from the Exchange.  

We sought comment on the frequency with which plans should receive electronic enrollment 

information. We also proposed that QHP issuers abide by the premium payment process 

established by the Exchange and described in §155.240.   

1045



  436 

We further proposed that QHP issuers provide enrollees in the Exchange with an 

enrollment package, and the summary of benefits and coverage document. We solicited comment 

on what should be included in an enrollment package. Finally, we proposed that QHP 

issuers reconcile enrollment files with the Exchange no less than once a month, and that QHP 

issuers acknowledge the receipt of enrollment information in accordance with Exchange 

standards established in §155.400.  

Comment: Some commenters recommended that proposed §156.265(b) prohibit agents, 

brokers and web-based entities from performing eligibility determinations. 

Response: An agent, broker, or web-based entity cannot perform eligibility 

determinations as part of enrollment through the Exchange. We note that section (b)(2)(A) of 

36B of the Internal Revenue Code as amended by the Affordable Care Act establishes that an 

individual must enroll “through the Exchange” in order to access advance payments of the 

premium tax credit and cost-sharing reductions. However, in §155.220(c)(1), we specify that an 

individual can be enrolled in a QHP through the Exchange with the assistance of an agent or 

broker only if the agent or broker ensures that the individual receives an eligibility determination 

through the Exchange Web site.  

Comment: In response to the provisions described in proposed §156.265(b), several 

commenters suggested that an individual have an eligibility determination before enrolling in a 

QHP.  Other commenters expressed concern regarding the privacy of individuals’ information 

when a QHP issuer facilitates the enrollment of an individual through the Exchange as described 

in proposed §156.265(b), particularly when the individual seeks an eligibility determination. One 

commenter suggested that the QHP issuer refer individuals to the Exchange to carry out activities 

related to eligibility and enrollment.  
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Response: An individual must receive an eligibility determination from the Exchange 

before enrolling in a QHP through the Exchange. Accordingly, we have added new paragraph 

§156.265(b)(1) to clarify that the QHP issuer may only enroll a qualified individual after the 

Exchange has notified the QHP issuer that the individual has been determined eligible consistent 

with the standards identified in part 155 subpart D, and on the basis of enrollment information 

sent from the Exchange to the QHP issuer. In addition, in §156.265(b)(2), we specify that QHP 

issuers must direct the individual to file an application with the Exchange or ensure the applicant 

receives an eligibility determination for coverage through the Exchange through the Exchange 

internet Web site. These provisions ensure that the applicant’s information is collected only by 

the Exchange and thus firewalled from issuers and agents and brokers and accordingly protected.  

We do not provide regulatory standards for enrollment in a QHP that is not enrollment through 

the Exchange and defer to issuers as to their business practices for that. We reiterate that the 

assistance and protections described in part 155 apply to Exchange enrollment. 

Protecting the personal health and other information provided by potential enrollees 

during the eligibility and enrollment process is critical. Further, we note that when the QHP 

issuer conducts relevant enrollment functions on its own behalf, that appears to be an activity 

covered by the HIPAA privacy and security rules in part 164. 

Comment: HHS received a few comments in response to proposed §156.265(d), which 

obligates issuers to follow the premium payment process established in §155.240. One issuer 

recommended that payment directly to the QHP serve as the last resort for enrollees, another 

commenter requested that enrollees retain this option in the final rule. One commenter suggested 

that the enrollee pay only one entity (that is, the Exchange or the QHP issuer) for the entire 
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benefit year. Finally, one commenter suggested that the Exchange be directed to aggregate 

premiums to avoid unpredictable administrative costs for issuers. 

Response: As this option is statutorily established under section 1312(b) of the 

Affordable Care Act, consumers must have the option to remit premium payments directly to 

QHP issuers. Therefore, we are maintaining the language in §155.240(a), which directs an 

Exchange to allow enrollees to pay premiums directly to QHP issuers. For a full discussion of 

issues related to premium payment, please refer to the responses to comment in §155.240.  

Comment: Many commenters offered suggestions related to the enrollment package 

described under proposed §156.265(e). Many commenters recommended that HHS establish 

meaningful access standards; standards suggested by commenters included language written at 

the 6th grade level, in-language “taglines” in fifteen languages directing enrollees to oral 

translation services, or existing HHS Limited English Proficiency guidance. Other commenters 

recommended that the package include information about how to file a complaint. Some 

commenters suggested that HHS direct issuers to follow existing State and Federal law 

governing the contents of enrollment packages. 

Response: The enrollment information package is subject to the accessibility and 

readability standards established in §156.250, which cross-references the access standards set 

forth in section §155.230(b); therefore, we have not amended the regulation text in this section 

because it would be duplicative.  States have the flexibility to establish that the enrollment 

package include information on grievance and appeal rights, but we note that this information is 

already described in the summary of benefits and coverage as specified in guidance published by 

the Departments of HHS, Labor, and the Treasury under PHS Act section 2715, which an 
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enrollee would receive at essentially the same time. We also note that issuers must continue to 

follow existing law regarding the content of the enrollment package. 

Comment: One commenter suggested that QHP issuers be able to attach the individual’s 

choice of QHP to the individual’s application to determine eligibility when that application 

originates with the QHP issuer.   

Response: HHS will consider comments recommending that an individual’s QHP 

selection be included in an application that is initiated with the QHP issuer as we develop 

guidance.  

Summary of Regulatory Changes 

 We are finalizing the provisions proposed in §156.265 of the proposed rule, with the 

following modifications: we have rewritten paragraph (b) to describe more clearly the process to 

enroll an applicant through the Exchange when the applicant approaches the QHP issuer directly. 

We modified paragraph (e) to state that the enrollment information package must comply with 

accessibility and readability standards in §155.230(b). We eliminated paragraph (f) referencing 

the summary of benefits and coverage document. Because of the elimination of the paragraph on 

summary of benefits and coverage, the remaining provisions have redesignated numbers.  

l. Termination of coverage for qualified individuals (§156.270) 

In §156.270, we proposed standards for QHP issuers regarding the termination of 

coverage of individuals enrolled in QHPs through the Exchange, and proposed that a QHP issuer 

may terminate coverage for non-payment of premium, fraud and abuse, and relocation outside of 

the service area, among other situations permitted by the Exchange.  Additionally, we proposed 

that QHP issuers provide a notice of termination of coverage to the enrollee and the Exchange, 
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consistent with the standards for effective dates in §155.430. We solicited comment on the 

information that should be included in the termination notice.  

 We also proposed standards for QHP issuers regarding the application of the grace 

period for non-payment of premiums by individuals receiving advance payments of the premium 

tax credit. Specifically, we proposed that a QHP issuer must provide a grace period of at least 

three consecutive months if an enrollee receiving advance payments of the premium tax credit 

has previously paid at least one month’s premium. During the grace period, we clarified that the 

QHP issuer must pay all appropriate claims, apply any payment received to the first billing cycle 

in which payment was delinquent, and continue to collect the advance payments of the premium 

tax credit on behalf of the enrollee from the department of the Treasury. 

We also proposed to direct QHP issuers to provide a notice to enrollees who are 

delinquent on premium payments and sought comment on the potential elements of such a 

notice.  Additionally, we proposed that QHP issuers maintain records of terminations of 

coverage in accordance with Exchange standards as established in §155.430.  Finally, we 

proposed that QHP issuers abide by the effective dates for termination of coverage as described 

in §155.430. 

Comment: Many commenters were concerned that the notices described in proposed 

§156.270(b) and (e) should meet meaningful access standards and are accessible for LEP 

individuals and for individuals with disabilities.  

Response: QHP notices must meet standards for LEP individuals and for individuals with 

disabilities. Section 156.250 of the final rule states that all notices from a QHP issuer must meet 

the standards outlined in §155.230(b). 
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Comment: Some commenters were concerned that a QHP issuer could terminate 

coverage under this section without sufficient notice. Other comments urged HHS to track 

reasons for termination of coverage for oversight purposes. Finally, a few commenters asked us 

to clarify how QHP issuers and the Exchange would share information about termination of 

coverage.  

Response: In response to comments, we have added paragraph (b)(1) to the final rule to 

state that QHP issuers must notify enrollees at least 30 days prior to terminating coverage, and 

further that the notice must include a reason for termination. We also added 156.270(b)(2) to the 

final rule to state that the QHP issuer must notify the Exchange of the termination effective date 

and reason for termination. 

Comment: A significant number of commenters voiced concerns that the proposed policy 

in §156.270(d) that directed QHP issuers to pay all appropriate claims during the 3-month grace 

period would exacerbate adverse selection and increase premiums across enrollees. Several 

commenters representing the insurance industry specifically noted that under the proposed 

policy, rates would be built with an assumption that some portion of enrollees would pay 9 

months of premium for 12 months of full coverage.   

Several alternatives were suggested, such as allowing QHP issuers to pend claims after 

the first 30 days of non-payment, which would allow the issuer to put a hold on claims until the 

end of the grace period, at which point such claims would be paid if the premiums were paid, or 

denied if the premiums were not paid. Another commenter suggested allowing QHP issuers to 

deny coverage for certain categories of services, such as elective, non-emergency procedures, 

additions of new household members, or new prescription drugs. Other commenters suggested 

that each Exchange be allowed to determine the payment policy, and some recommended that 
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Exchanges be responsible for helping to pay outstanding premiums or for seeking payment of 

outstanding premiums from an individual.  

 Response: We did not accept the recommendation that each Exchange set its own 

standard. Advance payments of the premium tax credit are directly tied to the grace period.  Thus 

the grace period’s parameters will have an impact on potential Federal tax liability of consumers 

and on Federal administration of the advance payments of the premium tax credit.  As a result, it 

is critical that the Federal government establish a uniform grace period policy to balance the 

potential impacts on the consumer’s tax liability, coverage liability for issuers and providers, and 

appropriate administration of advance payments of the premium tax credit.   

However, we are persuaded that the proposed standards should be adjusted in this final 

rule to decrease the opportunities for risk manipulation, adverse selection, and premium 

increases. In §156.270(d)(1) and (d)(2) of the final rule, we now direct QHP issuers to pay all 

appropriate claims for services provided during the first month of the grace period. We believe 

that the first month of non-payment is the month in which an enrollee is the most likely to 

resume timely payments, and thus is the time period in which it is most important to ensure 

seamless coverage. As such, issuers should adjudicate claims as they would for any enrollee that 

pays his or her premium in full. However, we acknowledge that as the amount owed by an 

enrollee increases during the 3-month grace period, the risk of non-payment increases as well. To 

decrease the financial risk to issuers, and to individuals as described below, the final rule now 

permits QHP issuers to pend claims in the second and third months. We note that QHP issuers 

may still decide to pay claims for services rendered during that time period in accordance with 

company policy or State laws, but the option to pend claims exists. If the individual settles all 

outstanding premium payments by the end of the grace period, then the pended claims would be 
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paid as appropriate. If not, the claims for the second and third months could be denied. The grace 

period under this final rule represents an extended time for enrollees to catch up on premium 

payments before coverage is terminated. Several considerations informed this amended 

approach.  

First, the statutory 3-month grace period is substantially longer than many current grace 

periods and only applies to recipients of advance payments of the premium tax credit, assuming 

they have paid at least one monthly premium. In light of this fact, a grace period policy that is 

significantly different from the rest of the market could produce markedly different premiums 

between the Exchange and non-Exchange markets. The final rule approach helps mitigate these 

concerns by aligning the grace period claims payment standards more closely with current 

industry practices.  

Second, in accordance with section 36B of the Code, individuals may incur a tax liability 

for any advance payments of the premium tax credit that are paid on their behalf for a month that 

such individual did not pay his or her portion of the premium. Under the policy in the proposed 

rule, an individual would potentially be liable for three months of advance payments of the 

premium tax credit, which could be substantial in some instances. Given the potential for a large 

tax liability on the part of enrollees receiving advance premium tax credits that fail to pay their 

residual premiums to QHP issuers, we believe that a retroactive termination date is appropriate to 

mitigate excessive individual financial exposure. Under the final rule policy, an individual’s 

financial exposure would be limited to the first month’s advance payment of the premium tax 

credit if the individual did not pay his or her portion of the premium for that month. We have 

provided several examples below to illustrate how the new grace period policy would work: 

Grace Period Examples: 

1053



  444 

Assumptions for a monthly premium: 

- Premium: $500 

- Advance premium tax credit share of premium: $450 

- Enrollee share of premium: $50 

- First month of grace period: March  

- Individual pays enrollee share of premium for January and February coverage. 

 

Example #1: Individual misses $50 payment that is due February 28 for March coverage. 

Individual realizes mistake and pays $100 on March 31st for March and April coverage, 

satisfying all obligations for premium payments through the end of March. 

o Issuer adjudicates claims for March consistent with normal practices (that is, for non-

grace periods) 

o Individual will have full coverage for March and April 

o Individual has paid full premium for March and April as is eligible for premium tax 

credit for March and April. 

Example #2: Individual misses $50 payment that is due February 28 for March coverage and 

misses $50 payment that is due March 31st for April coverage. Individual Pays $150 on April 30 

for March, April and May coverage. 

o Issuer adjudicates claims for March 

o Coverage continues for April and May (2nd and 3rd months of the grace period), but: 

 Providers are notified of the potential for a denied claim  

 Issuer pends claims for services performed in April and May until individual pays 

outstanding premiums. 
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 Individual has paid full premium for March, April and May as is eligible for premium 

tax credit for March, April and May. 

Example #3:   Same facts as Example #2 except that individual does not pay enrollee’s share of 

premium for March, April or May. 

o Coverage terminated retroactively to March 31 

o Issuer can deny claims for services rendered during April and May.  Providers could then 

seek payment directly from the individual for any services provided during that time. 

o Individual may have additional tax liability attributable to the $450 for the advance 

payment of the premium tax credit paid on his or her behalf for March’s coverage.  The 

exact amount of additional tax liability would be determined in accordance with the rules 

for tax credit reconciliation under section 36B of the Code. 

Comment: Several commenters supported the proposed standards in §156.270(d) that 

QHP issuers pay all appropriate claims during the 3-month grace period for enrollees receiving 

advance payments of the premium tax credit. Commenters said this would protect providers that 

render services to such enrollees during the grace period. A few commenters were also 

concerned about the timing of claims, and suggested that QHP issuers be obligated to pay claims 

based on the date the service was rendered, and not the date the claim was submitted.  

Response: We understand that pended claims increase uncertainty for providers and 

increase the burden of uncompensated care. The obligation to pay all appropriate claims 

established in the proposed rule was intended to protect providers during an extended grace 

period. However, given the significant concerns regarding premium increases and the potential 

tax liability to consumers, we were concerned that this approach did not strike the right balance. 

Because we share providers’ concerns about incurring claims during the grace period that are not 

1055



  446 

ultimately paid, we now establish in §156.270(d)(3) of the final rule that QHP issuers notify 

providers who submit claims for services rendered during the second and third months of the 

grace period that any such claims will be pended, and potentially not reimbursed by the QHP 

issuer if the individual does not settle outstanding premium payments. We believe that there are 

technology-based approaches to provide this notification. We also clarify in §156.270(d)(1) that 

the application of the grace period to claims is based on the date the service was rendered, and 

not the date the claim was submitted.  

 Comment: Some commenters suggested that the 3-month grace period proposed in 

§156.270(d) should be shorter, and that HHS refrain from establishing additional rules. Other 

commenters suggested extending the grace period to 6 months, at least for the first few years. 

 Response: As stated in the proposed rule, section 1412(c)(2)(B)(iv)(II) of the Affordable 

Care establishes that QHP issuers “receiving advance payments of the premium tax credit with 

respect to an individual enrolled in the plan shall… allow a 3-month grace period for non-

payment of premiums before discontinuing coverage”(76 FR 41902). We do not believe that the 

statute provides the flexibility to alter the grace period timeframe.   

 Comment: Several commenters requested clarification on whether the grace period 

described in proposed §156.270(d) would be triggered by a full non-payment of premium or a 

partial non-payment of premium.  

Response: The 3-month grace period applies whenever the QHP issuer has received 

payment of less than the full amount of the enrollee’s share of the premium for a given month. It 

is our understanding that issuers have varying practices related to the triggering of a grace 

period, with some issuers initiating a grace period for any payment that is not the full premium 

and others initiating a grace period only if the individual has not submitted an amount above 
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some threshold. However, in order to be consistent with policy related to the advance payments 

of the premium tax credit, the enrollee must pay the full amount of his or her portion of the 

premium or the grace period would be triggered.   

 Comment: Several commenters voiced concerns about the potential for gaming during 

the grace period described in proposed §156.270(d). Commenters suggested that we take action 

to prevent people from habitually paying 9 months of premiums, stopping premium payment for 

3 months, and then enrolling in a new QHP to start the process over again. Commenter 

suggestions included: requiring payment of all outstanding premiums before enrollees can 

change issuers, enroll in a different QHP, or re-enroll in a QHP; establishing a 60-day waiting 

period for individuals who have been terminated for coverage due to non-payment of premiums 

but seeking re-enrollment in another QHP; allowing issuers to seek reimbursement for claims 

paid during the grace period from enrollee after termination; issuing a late enrollment penalty or 

establish a pre-existing condition exclusion period for individuals seeking re-enrollment after 

termination due to non-payment of premiums; prohibiting enrollment in a QHP until the 

following open enrollment period; prohibiting someone who has been terminated due to non-

payment of premiums from qualifying for a special enrollment period later in the year; imposing 

penalties for repeat offenders, increasing premiums; allowing QHP issuers to collect the first and 

last month’s premium at the time of application; and finally, limiting grace periods to one year. 

Other commenters recommended that States have the flexibility to establish their own 

protections against opportunistic consumer behavior. 

Response: We did not adopt the recommendations regarding non-issuance of coverage 

for individuals who have outstanding premium payments for a previous QHP because we believe 

that there are implications for rescissions, guaranteed issue, and pre-existing condition policies. 
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HHS will continue to explore options for incentivizing appropriate use of the grace period, either 

through future rulemaking or in the context of general insurance market reforms. We will also 

consider the implications for automatic redeterminations and reenrollment in instances where 

individuals have had their coverage terminated for non-payment of premiums.  Gaming will not 

only affect issuers, but also represents potential for misuse of the advance payments of the 

premium tax credits. Given the compelling Federal financial stake in grace period, HHS will 

monitor this issue moving forward and will continue to work on the development of policies to 

prevent misuse of the grace period. 

 Comment: Many commenters voiced support of the continued issuance of advance 

payments of the premium tax credit on behalf of enrollees during the 3-month grace period, as 

proposed in §156.270(e). Some commenters suggested that if QHP issuers were allowed to 

terminate coverage retroactively, then QHP issuers should be directed to return the advance 

payments of the premium tax credits.  

Response: We have maintained the proposed rule policy that QHP issuers must continue 

to receive advance payments of the premium tax credit being paid on behalf of an enrollee in a 

grace period. In addition, we included in §156.270(e)(2) an instruction for QHP issuers to return 

advance payments of the premium tax credit for the second and third months of the grace period 

for individuals who exhaust the grace period without paying outstanding premiums, because 

such individuals will have their coverage terminated retroactively to the end of the first month of 

the grace period. We note that, consistent with section 36B of the Code, individuals may owe a 

tax liability as a result of advance payments of the premium tax credit paid on their behalf during 

a month in which they did not pay their portion of the premium. Under the final rule, individuals 

will have a liability as a result of the advance payment of the premium tax credit for the first 
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month of the grace period if they never pay their portion of the first month’s premium. If an 

individual exhausts the grace period without paying all outstanding premiums, QHP issuers can 

terminate coverage retroactive to the end of the first month of the grace period and deny claims 

that were pended.  An issuer who terminated coverage in this fashion would be obligated to 

return the advance payments of the premium tax credit made on behalf of the individual for the 

second and third months of the grace period. 

 Comment: Some commenters requested clarification of the proposed policy in 

§156.270(g) regarding whether a partial payment could extend the grace period once it has 

already been triggered, or if only full payment of all outstanding premiums would allow an 

individual to resolve a grace period. Commenters supported the resetting of the grace period only 

when all outstanding payments are made. 

Response: The grace period may only be reset be if an individual has paid all outstanding 

premiums. We believe that a “rolling” grace period that moves the initial date of the grace period 

in correlation with any payment made by an individual would be not only confusing to 

consumers but administratively burdensome, particularly in light of the revised payment policy 

described in paragraph (d). Therefore, in this final rule, we have added language to clarify this 

policy in §156.270(g). Once a grace period has been initiated by a QHP issuer, the individual has 

three months to settle all outstanding premium payments, at which time the grace period is either 

resolved and pended claims are paid or the individual’s coverage is terminated.  

Comment: Commenters requested clarification on the proposed policy in §156.270(g) 

regarding whether a QHP issuer could terminate coverage retroactively to the last date of 

payment, or whether the termination was prospective from the end of the 3-month grace period. 
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Commenters also requested clarification regarding how advance payments of the premium tax 

credit and payments to providers would be reconciled if the date of termination were retroactive. 

Response: We clarify in final §156.270(g) that if an individual exhausts the grace period 

without settling all outstanding premium payments, then the QHP issuer can terminate coverage 

retroactively to the first day of the second month in the grace period. We understand that many 

States allow issuers to terminate to the last paid date of coverage. In addition, HHS issued rules 

concerning rescissions of health insurance coverage, under which issuers are permitted to cancel 

coverage retroactively due to a failure to timely pay premiums (PHS Act section 2712; 45 CFR 

§147.128).  However, the final Exchange standards for QHP issuers add more consumer 

protections than the generally applicable PHS Act’s standards. During the first month, full 

coverage will be provided and the QHP issuer will be able to keep the advance payment of the 

premium tax credit. As a result, we treat the last day of the first month of the grace period as the 

“last paid date.” We note that the enrollee may be obligated to repay the advance payment of the 

premium tax credit for the first month in the form of an additional tax liability if the individual 

does not pay the enrollee’s portion of the premium.  For purposes of claims payment, the QHP 

issuer must treat the first month of the grace period as if the full premium has been paid. 

However, the QHP issuer may pursue collection of the individual’s portion of the premium; if 

the individual pays the unpaid enrollee portion of the premium, the individual would retain the 

potential to be eligible for the premium tax credit for that month.  

Summary of Regulatory Changes 

 We are finalizing the provisions proposed in §156.270 of the proposed rule, with the 

following modifications: we added paragraph (b)(1) to note that a QHP issuer must provide the 

enrollee with a notice of termination of coverage at least 30 days prior to effectuating 

1060



  451 

termination. We added paragraph (b)(2) to clarify that the QHP issuer must give reason for 

termination in a notice. We have also amended the proposed policy regarding the statutory 3-

month grace period for individuals receiving advance payments of the premium tax credit. As 

described in paragraphs (d) through (g), QHP issuers will now be directed to pay appropriate 

claims in the first month only of the grace period, and will be able to pend claims in the second 

and third months. QHP issuers must notify providers who submit claims that an enrollee is in the 

second or third month of the grace period and that a claim may be denied if the outstanding 

premiums are not paid in full. Finally, QHP issuers must retain advance payments of the 

premium tax credit made on behalf of an individual for the first month, and must return such 

payments for the second and third months to the Department of the Treasury. Finally, we 

redesignated proposed paragraphs (g) and (h) as (h) and (i), respectively, to accommodate other 

changes to this section. 

m. Accreditation of QHP issuers (§156.275)  

 In §156.275, we proposed to codify the statutory provision that a QHP issuer be 

accredited on the basis of local performance in each of the nine categories listed in the 

Affordable Care Act, where “local performance” means performance of the QHP issuer in the 

State in which it is licensed.  We further specified that a QHP issuer must be accredited by an 

entity recognized by HHS.  We also proposed that a QHP issuer must obtain its accreditation 

within a time period established by the Exchange under §155.1045.   

Comment: In general, commenters supported accreditation as a condition of QHP 

certification. One commenter voiced concern over the over the cost of private accreditation and 

the impact on participation of issuers in Exchanges. Commenters also suggested additional areas 

that HHS should include in standards for accreditation beyond those specified in the proposed 
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rule, including specific clinical measure sets that should be included, among others. Another 

commenter asked that new accreditation models be reviewed that are specifically developed for 

the individual and small group market. One commenter asked for clarification if States would be 

able to establish more stringent accreditation standards beyond the Federal minimum. 

 Response:  While we understand that accreditation can be a costly and resource-intensive 

process for issuers, it is established in the Affordable Care Act for certification of QHPs. At this 

time we are also not adding any additional standards for accreditation beyond what is specified 

in the Affordable Care Act. The Affordable Care Act is clear as to which criteria should be 

included in accreditation standards and we are codifying the statute in this regard.  We clarify 

that Exchanges may impose accreditation standards that are more stringent than those contained 

in the Affordable Care Act.  

Comment: Several commenters suggested specific entities that should be recognized by 

HHS and asked that more than one accrediting entity be recognized. Other commenters asked 

HHS to specify which accreditation entities would be selected and requested including both 

private and public entities. 

Response: We will be issuing future rulemaking to establish a process by which 

accrediting entities will be recognized.  Comments that requested specific products be considered 

for accreditation are beyond the scope of this rule.   

Comment: A commenter did not support the proposal to direct issuers to authorize the 

release of their accreditation survey.  

Response: We codify the obligation that issuers authorize the release of their 

accreditation survey to the Exchange and HHS. We believe that this is necessary to monitor the 

accreditation of QHP issuers beyond what can be learned from a simple reporting of 
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accreditation status. We are also exploring the extent to which data submitted on the 

accreditation survey may be used to fulfill quality reporting standards, which may help alleviate 

potential reporting burden on Exchanges and issuers.  

Comment: In general, commenters supported establishing a timeline for accreditation of 

QHP issuers under proposed §156.275(b). However, several commenters disagreed with our 

proposal to allow Exchanges to set the timeline and requested that HHS establish a Federal 

timeline for accreditation that all Exchanges must follow. Commenters also provided 

recommendations on appropriate accreditation timelines for HHS to establish, ranging from one 

to several years. Other commenters suggested that there should be a transition period for new 

plans to become accredited.  

Response:  The Affordable Care Act, at section 1311(c)(1)(D)(ii) clearly provides for the 

Exchange to establish the timeframe.  Consistent with the statute, we believe that Exchanges are 

in the best position to determine the accreditation timeline for QHP issuers operating in their 

States.  Exchanges are familiar with local market conditions and the needs of their constituents.   

Therefore, we are maintaining the regulation text as proposed. 

Summary of Regulatory Changes 

 We are finalizing §156.275 as proposed. 

n. Segregation of funds for abortion services (§156.280)  

In §156.280, we proposed to implement section 1303 of the Affordable Care Act by 

codifying the statutory provisions. This codification includes the non-discrimination clause for 

providers and facilities, a voluntary choice clause for issuers with respect to abortion services, 

the standards for the segregation of funds for QHP issuers that elect to cover abortion services 

for which public funding is prohibited, and the associated communication standards related to 
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such services. We solicited comment on the related model guidelines issued by HHS and the 

Office of Management and Budget on September 20, 201014, noting that we intended the model 

guidelines to serve as the basis for the final rule. 

Comment: A large number of commenters offered feedback on proposed §156.280. Of 

these, many expressed general support for or opposition to abortion coverage in Exchanges. A 

number of commenters supported specific provisions of the proposed rule and recommended that 

they be finalized; for example, the voluntary choice provision for QHP issuers and the provision 

on the applicability of emergency services laws. Conversely, a few commenters recommended 

changes to the proposed provisions – such as that each Exchange be directed to include one QHP 

that covers non-excepted abortion services. A few commenters requested that HHS provide 

additional technical guidance on the provisions in section 1303 of the Affordable Care Act; for 

example, a few commenters suggested specific clarifications to the pre-regulatory model 

guidelines that describe high-level principles for QHP issuers’ segregation plans, while other 

commenters recommended that Exchanges be directed to review the actuarial value of abortion 

coverage calculated by QHP issuers. Commenters also recommended that HHS clarify the 

provisions regarding separate payments for non-excepted abortion and all other services, 

specifically whether QHP issuers must collect separate payments from all enrollees or only from 

those receiving Federal financial assistance, whether QHP issuers may satisfy the separate 

payment provision by providing each enrollee with an itemized bill, and whether an enrollee’s 

coverage would be terminated for failure to comply with the separate payment provision. A few 

commenters requested that HHS strengthen anti-discrimination protections for providers or 

expand the conscience protection. Finally, a few commenters raised concerns regarding 

provisions that HHS believes are addressed elsewhere in the final rule, such as privacy of 
                                                 
14 Available at: http://www.whitehouse.gov/sites/default/files/omb/assets/financial_pdf/segregation_2010-09-20.pdf. 
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individuals’ QHP selections, and accessibility standards and other protections for QHP notices 

and plan information. 

Response: We considered the comments received on this section, and are finalizing the 

provisions of proposed §156.280 without modification, with the exception of finalizing the pre-

regulatory model guidelines on issuer segregation plans released by HHS and the Office of 

Management and Budget.15  Where future guidance is issued on this section, these comments 

will be taken into account. 

Summary of Regulatory Changes 

 We are finalizing the provisions proposed in §156.280 of the proposed rule, with the 

following modifications: we redesignated paragraph (e)(5)(ii) as (e)(5)(iv). In new paragraphs 

(e)(5)(ii) and (e)(5)(iii), we codified the pre-regulatory model guidelines on segregation of funds 

published by the Office of Management and Budget and the Assistant Secretary for Financial 

Resources as proposed.  

o. Additional standards specific to the SHOP (§156.285) 

In §156.285, we proposed rating and premium payment standards for QHP issuers 

participating in the SHOP, including a proposal that the QHP issuer accept aggregated 

premiums, abide by the rate setting timeline established by the SHOP, and charge the same 

contract rate for a plan year. We also proposed that QHP issuers must accept and enroll 

applicants during the annual open enrollment period described in §155.725 and the special 

enrollment periods described in §155.420 (excluding paragraphs (d)(3) and (d)(6)), and they 

must ensure effective dates of coverage in accordance with §155.410(c).  We solicited comment 

on whether to direct QHPs in the SHOP to allow employers to offer dependent coverage. 

                                                 
15 Available at: http://www.whitehouse.gov/sites/default/files/omb/assets/financial_pdf/segregation_2010-09-20.pdf. 
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 We also proposed that QHP issuers abide by the SHOP enrollment timeline process 

standards, including the standards that QHP issuers must frequently accept electronic 

transmission of enrollment information from the SHOP, provide all new enrollees with the 

enrollment information package, and provide qualified employers and employees with the 

summary of cost and coverage document.  We further proposed that QHP issuers reconcile 

enrollment files with the SHOP at least monthly. Additionally, we proposed that QHP issuers 

abide by the SHOP standards for acknowledgement of the receipt of enrollment information and 

issue qualified employees a policy that aligns with the qualified employer’s plan year and 

contract.  

We also proposed general standards related to termination of coverage in the SHOP that 

are largely similar to the standards for the Exchange with respect to their enrollees from the 

individual market.  We noted that the QHP issuer would be directed to provide the qualified 

employers and employees with a notice of termination of coverage of enrollees and QHP non-

renewal to ensure that the qualified employer is aware of the changes in coverage for its 

employees and the availability of coverage in the SHOP.  We indicated that a QHP issuer must 

terminate all enrolled qualified employees of the withdrawing employer if the employer chooses 

to stop participating in the SHOP.   

Comment:  In response to proposed §156.285(b), one commenter recommended that the 

employer, and not the SHOP, establish the specific standards and dates for open enrollment and 

special enrollment periods. 

Response:  We believe that States should have the flexibility in establishing their 

enrollment periods based on the specific market and employer circumstances in the State, as it 

often does today for the small group market.  
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Comment:  One commenter recommended that proposed §156.285(b)(2) specify that 

employees who enroll during a special enrollment period should be allowed to purchase 

coverage at the same rates as those employees who enrolled during the annual open enrollment 

period for that plan year. 

 Response:  We note that §156.210 directs an issuer to set rates for an employer that will 

remain in effect for the employer’s entire plan year. 

 Comment:  One commenter suggested that the preamble text, which states that the rule 

would direct issuers to provide all new enrollees with an enrollment information package as 

described in §156.265(e), is inconsistent with the proposed regulation text in §156.285(c)(3), 

which states that the enrollment information package is described in §156.265(f). 

 Response:  We have modified the final rule to correctly reference §156.265(e). 

Comment: One commenter requested clarification of the definition of a QHP for the 

SHOP.  

Response: We note that all of the standards in part 156, including definitions, pertaining 

to QHPs also apply to the QHPs offered through the SHOP in the small group market unless the 

regulation text explicitly indicates that a specific standard pertains only to QHPs offered to 

qualified individuals, or are otherwise exempted.  

Summary of Regulatory Changes 

 We are finalizing the provisions proposed in §156.285 of the proposed rule, with the 

following modifications in conformance with changes to part 155 subpart H: in new paragraph 

(b)(3) we clarified that a SHOP must offer an enrollment period to a newly qualified employee 

who becomes qualified outside of the initial or annual open enrollment period. In new paragraph 

(b)(4) we established that a SHOP must conform to the effective dates of coverage described in 
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§156.260 and §155.720. In new paragraph (e) we clarified that QHP issuers participating in the 

SHOP may not impose minimum participation rules with respect to a QHP unless the SHOP 

authorizes the minimum participation rule in accordance with 155.705(b)(10). Finally, we made 

a limited number of technical changes to clarify the language in this section. 

p. Non-renewal and decertification of QHPs (§156.290) 

 In §156.290, we proposed standards for QHP issuers that voluntarily do not renew 

participation of a QHP in the Exchange, including notification, benefit coverage standards, and 

reporting standards.  Specifically, we proposed to direct QHP issuers that do not renew QHP 

participation to provide written notice to each enrollee. We solicited comment on the potential 

content of the non-renewal notice and any other information that we should consider including. 

We also proposed that if an Exchange decertifies a QHP, the QHP issuer must terminate 

coverage for enrollees only after the Exchange has notified the QHP’s enrollees as described in 

§155.1080 and enrollees have had the opportunity to enroll in other coverage. We requested 

comment on the extent to which enrollees should continue to receive coverage from a decertified 

plan. 

Comment: One commenter recommended that HHS or Exchanges attach penalties to the 

decision not to seek recertification described in proposed §156.290(a), such as barring the QHP 

from participating in the Exchange for one year following the non-renewal. Conversely, a few 

commenters requested that HHS prohibit Exchanges from imposing penalties or sanctions on 

plans that voluntarily non-renew. 

Response: HHS lacks authority under the Affordable Care Act to impose any penalties 

for non-renewal of a QHP in an Exchange.  Exchanges may take varied approaches to voluntary 
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non-renewal; for example, some Exchanges may establish criteria for re-entry, while other 

Exchanges may utilize the standard certification process.  

Comment: One commenter recommended that the final rule direct QHPs that choose not 

pursue recertification to complete data reporting 6 to 12 months after exiting the market. 

Response: Obtaining data from non-renewing QHPs will be important for Exchanges. We 

note that §156.290(a)(3) expressly obligates a non-renewing QHP to complete its reporting 

through the end of the plan or benefit year. 

Comment: A few commenters suggested that HHS establish more advanced notice for 

non-renewal than the proposed deadline of September 15th. 

Response: We believe that a deadline of September 15th is sufficiently far in advance of 

the annual open enrollment period to provide adequate notice for Exchanges and enrollees. 

Accordingly, we are finalizing that deadline as proposed. 

Comment: Several commenters suggested that HHS direct QHPs to notify participating 

providers of a decision not to renew. These commenters further suggested that the QHP pay all 

incurred claims until participating providers have been notified. 

Response: Section 156.290 of the final rule establishes that QHPs that choose not to 

pursue recertification must cover benefits for enrollees for the duration of the plan or benefit 

year. Similarly, QHPs must pay all claims incurred while certified and participating in the 

Exchange, subject to the terms and conditions of the QHP’s contracts with providers. While 

participating providers have a significant interest in a QHP’s decision not to seek recertification 

with the Exchange, we believe that establishing a standard for QHP issuers to notify participating 

providers would impose a significant burden on QHPs. Therefore, we are not adding such a 

standard in the final rule. 
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Summary of Regulatory Changes 

 We are finalizing §156.290 as proposed. 

q. Prescription drug distribution and cost reporting (§156.295) 

In accordance with section 6005 of the Affordable Care Act, we proposed in §156.295 

that QHP issuers  provide the following information related to prescription drug distribution--(1) 

the percentage of all prescriptions that were provided under the contract through retail 

pharmacies compared to mail order pharmacies, and the percentage of prescriptions for which a 

generic drug was available and dispensed compared to all drugs dispensed, broken down by 

pharmacy type, that is paid by the QHP issuer or pharmacy benefit manager (PBM) under the 

contract;  (2) the aggregate amount, and the type of rebates, discounts, or price concessions, with 

certain exceptions, that the PBM negotiates that are attributable to patient utilization under the 

plan, and the aggregate amount of the rebates, discounts, or price concessions that are passed 

through to the plan sponsor, and the total number of prescriptions that were dispensed; and (3) 

the aggregate amount of the difference between the amount the QHP issuer pays the PBM and 

the amount that the PBM pays retail pharmacies, and mail order pharmacies, and the total 

number of prescriptions that were dispensed.  We sought comment on how a QHP issuer whose 

contracted PBM operates its own mail order pharmacy can meaningfully report on element (3).  

We also requested comment on potential definitions for “rebates,” “discounts” and “price 

concessions”; and noted that we were considering using the term “direct and indirect 

remuneration,” to encompass these various arrangements.  We also requested comment on our 

proposed definition of PBM and whether we should define PBMs as any entities that perform 

specific functions on behalf of a health insurance issuer.  We sought comment on how to 

minimize the burden of these reporting standards. 
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Finally, we also proposed to codify the statutory penalties for noncompliance, including 

$10,000 per day that information is not provided; contract termination if the information is not 

reported within 90 days of the deadline; and $100,000 per piece of false information provided. 

Comment: In response to proposed §156.295(a)(1) – (3) and the discussion in the 

preamble to the proposed rule, many commenters requested clarification of key terms used in 

this section, such as “PBM,” “generic drug,” “bona fide service fees,” and “rebates, discounts, or 

price concessions.” One commenter requested that stakeholders have future opportunities to 

review and comment on the technical specifications of this section. Some commenters supported 

the proposed definition of “PBM,” while others recommended a broader definition that would 

encompass all entities that provide management services but do not negotiate directly with 

manufacturers. A few commenters requested clarification of this definition with respect to 

medical benefit and physician-administered drugs. With respect to the definition of “generic 

drug,” commenters offered numerous alternate definitions that HHS could adopt, including the 

definition provided in the Social Security Act, single source versus multiple source drugs, or 

therapeutically and bioequivalent. Several commenters responded to HHS’ request for comment 

on the definition of “rebates, discounts, or price concessions.” Some urged HHS to codify the 

statute as written, or proposed specific definitions for these terms. Other commenters 

recommended use of the term “direct and indirect remuneration” and recommended that CMS 

maintain consistent definitions across the Exchange and the Medicare program. 

Response:  Section 6005 of the Affordable Care Act includes similar standards for both 

the Medicare program and the Exchange. We believe that many of the entities and issuers that 

will report these data may participate in both programs. Therefore, we will align definitions with 

the Medicare program to the extent possible. We note that we are maintaining the proposed 
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definition of “PBM”, which we believe encompasses a sufficiently broad spectrum of entities 

and activities. We are similarly maintaining the proposed interpretations of “generic drug” and 

“rebates, discounts, or price concessions.” Finally, we are revising the description of “bona fide 

service fees” to better align with the definition included by the Medicare program in a proposed 

rule released on October 11, 2011, and to provide for greater flexibility with respect to this 

definition, given that bona fide services are subject to change as new ones are developed or other 

bona fide services are discontinued. Accordingly, we are not finalizing the specific examples of 

bona fide service fees included in the proposed rule. 

As we noted in the preamble to the proposed rule, we intend to clarify these standards 

through forthcoming guidance.  We anticipate continuing to work with stakeholders to refine 

these standards.  

Comment: One commenter requested that HHS clarify the standard in proposed 

§156.295(a)(1) that QHP issuers report generic dispending rates “broken down by pharmacy 

type.” 

Response: We clarify that paragraph (a)(1) directs QHP issuers to report generic 

dispensing rates separately for each of four types of pharmacies: mail order pharmacies, 

independent pharmacies, supermarket pharmacies, and mass merchandiser pharmacies. 

Comment: In response to HHS’ request for comment on how a QHP issuer whose 

contracted PBM operates its own mail order pharmacy can meaningfully report on the aggregate 

difference between what the issuer pays the PBM and what the PBM pays the pharmacy, several 

commenters suggested that mail order pharmacies owned by PBMs do not present unique 

challenges with respect to this reporting activity. 
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Response:  As noted in the preamble to the proposed rule, we expect to issue further 

guidance on this section, and will continue to engage stakeholders to refine these reporting 

activities.  

Comment: In response to HHS’ request for comment on how to minimize the burden 

associated with proposed §156.295(a)(1) – (3), several commenters recommended that HHS 

limit the collection of information to those data elements listed in the Affordable Care Act. 

Commenters also suggested that HHS harmonize reporting standards across programs to the 

extent possible, such as by using the PDE reporting format currently used in the Medicare Part D 

program. Multiple commenters recommended that HHS monitor compliance with this section 

through audits only, either of QHP issuers or of PBMs. 

Response: We clarify that HHS will only collect those data elements specified in the 

Affordable Care Act. We further intend to be consistent across programs to minimize burden and 

promote consistency, and are aligning the definitions of key terms used in this section with the 

Medicare Part D program. We expect to provide additional detail on the exact format and content 

of this reporting in future guidance. 

Comment: In response to the reporting standards identified in proposed §156.295(a), a 

few commenters requested more detailed information on why HHS needs to receive the data and 

how the data will be used. Conversely, some commenter favored greater transparency of 

prescription drug cost information and recommended that the information be reported to the 

Exchange. 

Response: Section 6005 of the Affordable Care Act directs HHS to collect the data 

elements listed in the statute. We note that the Affordable Care Act limits the disclosure of these 
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data, which we codify in paragraph (b). At this time we are still refining the process for reporting 

and uses for these data, and expect to provide additional guidance on this section in the future. 

Comment: A few commenters raised concerns about QHP issuers’ ability to comply with 

the reporting standards in proposed §156.295(a)(1) through (3), noting that current contracts 

between issuers and PBMs do not typically cover these data elements. 

Response: We believe that issuers and PBMs will have sufficient time to renegotiate or 

modify these contracts before reporting becomes necessary. 

Comment: One commenter recommended that HHS establish some flexibility in the 

application of penalties to accommodate delays in the realization of price concessions and 

exceptional circumstances such as IT failure or human error. 

Response:  HHS intends to issue further guidance on these reporting standards, including 

how the statutory penalties may be applied.  

Summary of Regulatory Changes 

 We are finalizing the provisions proposed in §156.295 of the proposed rule, with the 

following modification: in paragraph (a)(2)(i) we revised the description of “bona fide service 

fees” to better align with the definition included by the Medicare program in a proposed rule 

released on October 11, 2011, published at 76 FR 63018, and to provide for greater flexibility 

with respect to this definition, given that bona fide services are subject to change as new ones are 

developed or other bona fide services are discontinued.   

1.  Subpart F - Consumer Operated and Oriented Plan Program. 

Definitions (§156.505). 

Section 156.505 sets forth definitions for terms that are used throughout subpart F for the 

CO-OP program.  In the final rule, “Establishment of Consumer Operated and Oriented Plan 
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(CO-OP) Program (76 FR 77392), we revised the definitions of several terms to remove 

references to the “Establishment of Exchanges and QHPs” rule (76 FR 41866), because it had 

not yet been finalized.  We also added definitions for several terms as they were proposed in the 

rule, “Establishment of Exchanges and QHPs” (76 FR 41866), because those terms were referred 

to within the revised definitions.   

In the CO-OP Program Final Rule, we stated that once the “Establishment of Exchanges 

and QHPs” rule (76 FR 77392) was finalized, we would revise the definitions in section 156.505 

to incorporate the definitions adopted in the new part 155.  Consistent with this intent, we have 

revised the definitions for the terms “CO OP QHP,” “Exchange,” “individual market,” “issuer,” 

“small group market,” “SHOP,” and “State” from the CO-OP Program Final Rule to reference 

the definitions in the new part 155. As explained later in this preamble, the changes in this 

section are being issued on an interim basis. These revisions ensure that the definitions used in 

subpart F of section 156 are consistent with the definitions in the new part 155.  We also 

removed the definitions of “group health plans,” “health insurance coverage,” “small employer,” 

“qualified employer,” and “QHP” because these terms are no longer referenced in the 

aforementioned definitions.   

We made a technical change to section 156.510(b)(2)(ii).  When referring to an applicant 

that “has as a sponsor a nonprofit, not-for-profit, public benefit, or similarly organized entity that 

is also a sponsor for a pre-existing issuer,” we inadvertently used the defined term “sponsor.” 

Our intent was to refer to an entity that sponsors a pre-existing issuer and not an entity that 

serves as a CO-OP’s sponsor.  Therefore, we revised this provision to refer to an applicant that 

“has as a sponsor a nonprofit, not-for-profit, public benefit, or similarly organized entity that also 

sponsors a pre-existing issuer.”  
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C. Part 157—Employer Interactions with Exchange and SHOP Participation 

In part 157, we proposed standards that address qualified employer participation in 

SHOP. Also, we briefly outlined employer interactions with Exchanges related to the verification 

of employees’ eligibility for qualifying coverage in an eligible employer-sponsored plan.  

1. Subpart A—General Provisions. 

 Subpart A outlines the basis and scope for part 157 and defines terms used throughout 

part 157.  

a. Basis and scope (§157.10) 

 In §157.10, we proposed the general statutory authority for the proposed regulations and 

outlined the scope of part 157, which is to establish the standards for employers in connection 

with Exchanges.  We did not receive specific comments on this section and are finalizing the 

provisions as proposed. 

b. Definitions (§157.20) 

 In §157.20, we proposed definitions for terms used in part 157 that need clarification. 

The definitions presented in §157.20 are taken directly from the statute or based on definitions 

we proposed in part 155 or part 156. For instance, we stated that the terms “qualified employer,” 

“qualified employee” and “small employer” have the meaning given to the terms in §155.20.  

We did not receive specific comments on this section and are finalizing the provisions as 

proposed.  Furthermore, we are finalizing the definitions proposed in §157.20 of the proposed 

rule without modification. 

2. Subpart C – Standards for Qualified Employers 
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Subpart C of this part outlines the general provisions for employer participation in 

SHOPs. As we noted in the preamble to the proposed rule, this subpart substantially mirrors and 

complements subpart H of part 155. 

a. Eligibility of qualified employers to participate in the SHOP (§157.200) 

In §157.200, we proposed the standards for an employer that seeks to offer health 

coverage to its employees through a SHOP. We proposed that only qualified employers may 

participate in a SHOP. In the preamble to the proposed rule, we noted that some small employers 

may have employees in multiple States or SHOP service areas, referencing proposed §155.710, 

which would allow multi-State employers flexibility in offering coverage to their employees. We 

did not receive specific comments on this section and are finalizing the provisions as proposed.  

b. Employer participation process in the SHOP (§157.205) 

 In §157.205, we proposed the process for employer participation in the SHOP. 

Specifically, we proposed that a qualified employer make available QHPs to employees in 

accordance with the process developed by the SHOP pursuant to §155.705, and that a qualified 

employer participating in a SHOP disseminate information to its employees about the methods 

for selecting and enrolling in a QHP. We also proposed that a qualified employer submit 

premium payments according to the process proposed in §155.705. Additionally, we proposed 

that a qualified employer must provide an employee hired outside of the initial enrollment or 

annual open enrollment period with specific information.  

We further proposed that a qualified employer provide the SHOP with information about 

individuals or employees whose eligibility to purchase coverage through the employer has 

changed.  We also proposed that a qualified employer adhere to the annual employer election 
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period to change program participation for the next plan year. In §155.725, we proposed that a 

qualified employer may begin participating in the SHOP at any time.  

 Finally, we proposed that if a qualified employer remains eligible for coverage and does 

not take action during the annual employer election period, the employer would continue to offer 

the same plan, coverage level or plans selected the previous year for the next plan year unless the 

QHP or QHPs are no longer available. We invited comments regarding the feasibility of the 

processes established in this section and the implications for small employers and their 

employees.  

Comment: Some commenters requested that the final rule direct the SHOP to create a 

specific timeline for employers to notify their employees regarding their coverage options. Some 

commenters strongly supported the suggestion that the SHOP create a toolkit to help qualified 

employers explain the enrollment process and the choices available to employees.   

Response: SHOPs may support employers through electronic means and through 

informational packages in communicating with their employees about available coverage 

options, and note that nothing in this section would preclude a SHOP from developing such 

resources. We do not codify an employer notification standard because we think it unnecessary. 

Comment: One commenter stated that HHS should clarify that qualified employers 

offering coverage through the SHOP should be able to choose which QHPs they will offer their 

employees rather than allowing SHOPs to potentially decide employer offerings.  

Response: Section 1311 of the Affordable Care Act directs a SHOP to, at a minimum, 

offer coverage to qualified employees as follows: qualified employers select a cost sharing level, 

within which qualified employees may select any available QHP. We recognize the need to 

balance the extent of employer and employee choice against the potential for risk selection 
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resulting from those choices.  As discussed more fully in the comment and response section of 

§155.705(b)(2) and (3), we have neither specified nor restricted the range of additional employer 

options a SHOP may offer. Therefore, we are finalizing the provisions of this section as 

proposed with minor edits for better clarity and precision. 

Summary of Regulatory Changes  

 We are finalizing the definitions proposed in §157.205 of the proposed rule with the 

following modification: in paragraph (e)(1) we clarify that a SHOP must offer an enrollment 

period to a newly qualified employee beginning on the first day of such employee becoming 

qualified. 

IV. Waiver of Proposed Rulemaking 

We ordinarily publish a notice of proposed rulemaking in the Federal Register and 

invite public comment on the proposed rule.  The notice of proposed rulemaking includes a 

reference to the legal authority under which the rule is proposed, and the terms and substance of 

the proposed rule or a description of the subjects and issues involved.  This procedure can be 

waived, however, if an agency finds good cause that a notice-and-comment procedure is 

impracticable, unnecessary, or contrary to the public interest and incorporates a statement of the 

finding and its reasons in the rule issued.  

Based on the comments that we received on the Exchange establishment and eligibility 

proposed rules, we believe that there are new options and specific standards that should be 

implemented in connection with eligibility determinations.  Specifically, we finalize here the 

ability of an Exchange to fulfill minimum functions without making eligibility determinations for 

Medicaid or CHIP, advance payments of premium tax credits, or cost-sharing reductions, 

provided that certain conditions and performance standards are met.    As this option for a 
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bifurcation of the responsibility to determine eligibility was not included in the proposed rule, 

the proposal also did not address the regulatory framework and standards necessary under this 

option to achieve a system of streamlined and coordinated eligibility and enrollment, the major 

goal underpinning our proposals in the Exchange eligibility proposed rule (76 FR 51204).  In this 

rule, in part 155 subpart D in the sections identified below, we outline the options and approach 

to maintain the seamless consumer experience while allowing States to design the eligibility 

process to best match their current systems and capacity and State policy goals.   

A compliant system for eligibility determination is critical to the establishment and 

implementation of Exchanges.  In this final rule, we provide additional flexibility for how and by 

which eligibility for various insurance affordability programs will be made than was proposed in 

the Exchange proposed rules released in the summer of 2011.  We also outline certain timeliness 

standards and agreements to permit a non-integrated approach to eligibility determination that 

still affords applicants a seamless path to enrollment in coverage but would not increase 

administrative burden and costs. 

In addition, we finalize on an interim basis certain eligibility standards for cost-sharing 

reductions for multi-state households, Exchange timeliness standards for eligibility 

determinations, Exchange timeliness standards for administration of cost-sharing reduction and 

advance payments of premium tax credit, and a limited exception to the general verification rules 

for individuals in special circumstances.  Although the proposed rule did not clearly and 

consistently address these timeliness provisions, commenters indicated the importance of such 

standards and we recognize the importance of providing finality for these standards at this time.  

We finalize an interim provision, at §155.315(g), to provide a process by which the Exchange 

must complete verifications of information for applicants without documentation; this interim 
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provision is also included in the Medicaid final rule.  This provision was not proposed but 

several commenters raised the need for such a limited exception to the verification procedures 

otherwise required in subpart D.   Further, HHS and CMS received comments in response to the 

Exchange Eligibility proposed rule and the Medicaid proposed rule related to better alignment of 

the Exchange and Medicaid and CHIP programs.  Interim final provisions to set parameters for 

cooperation and coordination of these programs are included here at §155.345(a) and (g).   

The process for approval of State-based Exchanges must begin prior to January 1, 2013, a 

date by which HHS must approve (or conditionally-approve) States-based Exchanges for the 

2014 coverage year.  States that elect to establish an Exchange must make and implement critical 

decisions in order to seek approval of a State-based Exchange, including those about how 

eligibility determinations will be made.  As they make these decisions, it is essential that States 

know the standards and necessary agreements associated with the new bifurcation alternatives 

for making eligibility determinations, the additional parameters for cooperation and alignment 

with Medicaid and CHIP programs, and the new rules governing Exchange eligibility 

determinations.  Like the new bifurcation options described above, the new standards associated 

with Exchange determinations are also integral to developing and establishing an Exchange – 

and the systems to support it – in order to meet the January 1, 2013 deadline for HHS approval.  

For example, the timeliness and verification standards for Exchange eligibility determinations 

need to be part of the eligibility determination system that is developed.  Similarly, the timeliness 

standards associated with administration of cost sharing reductions and premium tax credits are 

necessary to include in the initial establishment of Exchange systems.  Accordingly, we believe 

we need to finalize these provisions as soon as possible to provide States the information they 

need for Exchange establishment.   
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As a result, based on the comments to the 2011 Exchange proposed rules regarding these 

policies, we believe it would be contrary to the public interest to delay issuing new eligibility 

determination and timeliness standards rules.  Further, providing public notice and additional 

comment periods for these policies would not provide States with sufficient lead time to take 

advantage of and incorporate these additional policies, prepare their State Exchange Blueprints, 

and complete the State Exchange readiness assessments process as set out in the proposed and 

this final rule.  In light of the timing constraints, we are soliciting additional comment and 

issuing as interim final the following provisions: 

• §155.300(b) – Related to Medicaid and CHIP regulations;  

• §155.302 – Related to options for conducting eligibility determinations;  

• §155.305(g) – Related to eligibility standards for cost-sharing reductions;  

• §155.310(e) – Related to timeliness standards for Exchange eligibility determinations;  

• §155.315(g) – Related to verification for applicants with special circumstances; 

• §155.340(d) – Related to timeliness standards for the transmission of information for the 

administration of advance payments of the premium tax credit and cost-sharing 

reductions; and 

• §155.345(a) and §155.345(g) – Related to agreements between agencies administering 

insurance affordability programs.  

We also received comments on the Exchanges establishment proposed rule regarding the 

need for performance and training standards that should be developed by HHS or required by 

HHS for agent and brokers who are assisting individuals with applications for insurance 

affordability programs.  The proposed rule discussed and solicited comment about how to 

incorporate agents and brokers in the process of enrolling qualified individuals and qualified 
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employers through the Exchange; provisions to achieve that policy goal are finalized in this rule 

in light of the comments received to the proposed rule.16  We did not propose or solicit comment 

on specific standards related to the provision of application assistance by agents and brokers.  To 

provide useful assistance, agents and brokers should be fully aware of the complex eligibility and 

verification standards that will be used to determine eligibility for advance payment of premium 

tax credits and cost-sharing reductions.  Also, in connection with this assistance, agents and 

brokers may gain access to a potential enrollee’s income information, including access to 

sensitive tax data.  Because the proposed rule did not apply training or performance standards to 

agents and brokers in connection with providing assistance to applicants, we did not address the 

regulatory framework supporting standards to ensure that agents and brokers are cognizant of the 

eligibility determination standards and process, maintain the confidentiality of such data, and 

operate in a manner that support their access to such data.  In §155.220, we describe these 

standards in more detail and outline their importance and connection to privacy and security 

standards described elsewhere in this rule. 

Agent and brokers, where permitted to operate in a State, may serve an important role in 

assisting individuals in applying for coverage in the Exchange and with assisting individuals in 

gaining access to health insurance affordability programs. Because open enrollment for 

Exchanges will begin on October 1, 2013, and Exchanges require lead time to develop and 

implement privacy and security standards, agreements, training programs for  agent and brokers, 

as well as systems to support agents and brokers working with Exchanges.  As a result, we find 

that providing public notice and additional comment periods for these policies would not provide 

States with sufficient lead time to take advantage of and incorporate these additional policies 

prior to Exchange approval under the processes as set out in the proposed and this final rule.  In 
                                                 
16 We direct attention to §155.220(a)(2) and the preamble for that section for a more detailed discussion. 
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light of the timing constraints, we are also soliciting additional comment and issuing as interim 

final the following provision:  

• §155.220(a)(3) – Related to the ability of a State to permit agents and brokers to assist 

qualified individuals in applying for advance payments of the premium tax credit and 

cost-sharing reductions for QHPs.   

For the reasons stated above, we find good cause to waive the notice of proposed 

rulemaking and to issue these specific portions of this final rule on an interim basis.  We are 

providing a 45-day public comment period in connection with these provisions. 

Finally, this final rule makes a small number of technical changes to the provisions 

relating to CO-OPs, 45 C.F.R. part 156 subpart F.  We find there is good cause to waive notice 

and comment rulemaking for these changes because soliciting comment on them is unnecessary.  

These changes do not alter the substance of the CO-OP regulations and are therefore being 

finalized in this rule.  As discussed the preamble above, they are being made principally to 

minimize duplicative definitions within parts 155 and 156. 

IV.  Provisions of the Final Regulations 

For the most part, this final rule incorporates the provisions of the proposed rule.  Those 

provisions of this final rule that differ from the proposed rule are as follows: 

Changes to §155.20 

• Changes full definitions to statutory and regulatory definitions, where applicable, including 

the definitions of “applicant,” “eligible employer-sponsored plan,” “health plan,” “plain 

language,” “individual market,” and “small group market.” 

• Added definitions for “application filer,” “educated health care consumer,” and “Exchange 

Blueprint.” 
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Changes to §155.105 

• Adds that HHS would consult with other relevant Federal agencies in approval of State 

Exchanges. 

• Establishes timeframe for review of significant changes to one where any change would 

receive written approved or denial within 60 days, or the approval would be automatic after 

60 days (which may be extended by 30 days by HHS). 

Changes to §155.110 

• Establishes that other State agencies are eligible contracting entities (such as departments of 

insurance). 

• Establishes that Exchange boards must have at least one consumer representative on a 

governing board. 

Changes to §155.160 

• Streamlines language regarding user fees, and removed policy that States announce user fees 

annually. 

Changes to §155.200 

• Removes appeals of eligibility determinations as a minimum Exchange function. 

• Adds a clarification that in carrying out its statutorily-required responsibilities, the Exchange 

is not construed to be acting on behalf of a QHP to convey that Exchanges are not 

automatically considered HIPAA business associates. 

Changes to §155.205 

• Adds more detail regarding meaningful access standards.  

• Clarifies standards for persons with disabilities, including the provision of auxiliary aids at 

no cost to the individual. 
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• Outlines standards for limited English proficient individuals, including oral and written 

translations and the use of taglines on the Exchange Web site.  

Changes to §155.210 

• Directs Exchanges to develop and publicly disseminate conflict of interest standards and 

training standards for entities to be awarded Navigator grants. 

• Applies privacy and security standards to Navigators. 

• Establishes that at least one Navigator entity must be a community and consumer-focused 

non-profit group. 

• Clarifies entities that are not eligible to serve as Navigators. 

• Prohibits Navigators from receiving compensation by issuers for enrollment into plans 

outside of the Exchange. 

Changes to §155.220 

• Establishes standards related to the ability of a State to permit agents and brokers to assist 

qualified individuals enrolling in QHPs through an Exchange; as described elsewhere in this 

rule, this provision is being published as interim. 

• Establishes participation standards for agents and brokers to facilitate QHP selection through 

a non-Exchange website. 

Changes to §155.230 

• Aligns notices with expanded meaningful access standards in §155.205. 

• Maintains standard that the Exchange must re-evaluate the appropriateness and usability of 

applications, forms, and notices, but removes the policy that this must occur “on an annual 

basis and in consultation with HHS in instances when significant changes are made.” 

• Adds that a notice must include a reason for intended action. 
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Changes to §155.240 

• Removes duplicative standard for the Exchange to accept aggregated payments from 

qualified employers; §155.705(b)(4) retains the premium aggregation function for the SHOP. 

Changes to §155.260 

• Removed definition of “personally identifiable information.” 

• Includes more specific standards for privacy and security of personally identifiable 

information. 

• Includes privacy and security principles based on the Fair Information Practice Principles 

(FIPPs) framework adopted by ONCHIT and a list of critical security outcomes. 

• Clarifies that the privacy and security standards of this section apply only to information 

created or collected for the purposes of carrying out Exchange minimum functions. 

• Expands the scope of information to which the standards apply to information created, 

collected, used, or disclosed by an Exchange or other individual or entity that has an 

agreement with the Exchange 

• Adds the standard that the Exchange workforce complies with the privacy and security 

policies and procedures developed and implemented by the Exchange. 

• Establishes that Exchanges must develop and utilize secure electronic interfaces when 

sharing personally identifiable information electronically. 

• Adds standards for data matching and sharing arrangements that facilitate the sharing of 

personally identifiable information between the Exchange and agencies administering 

Medicaid, CHIP or the BHP.  

Changes to §155.300 

• Adds that references to Medicaid and CHIP regulations in this subpart refer to those 
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regulations as implemented in accordance with rules and procedures which are the same as 

those applied by the State Medicaid or State CHIP agency or approved by such agency in the 

agreement described in §155.435(a), and as described elsewhere in this rule, this provision is 

being published as interim final. 

Adds §155.302 

• Adds section outlining options for (1) the Exchange to conduct assessments of eligibility for 

Medicaid and CHIP rather than an eligibility determination for Medicaid and CHIP, and; (2) 

the Exchange to implement a determination of eligibility for advance payments of the 

premium tax credit and cost-sharing reductions for the Exchange, and as described elsewhere 

in this rule, this provision is being published as interim. 

• Includes standards for such assessments and eligibility determinations, and as described 

elsewhere in this rule, this provision is being published as interim. 

Changes to §155.305 

• Adds language throughout to clarify that individuals must be “living” in the service area of 

the Exchange in addition to the prior standards for residency, in order to align with changes 

to Medicaid residency standards. 

• Adds that an applicant age 21 and over also meets the residency standard if he or she has 

entered the service area of the Exchange with a job commitment or seeking employment 

(whether or not currently employed), in order to align with changes to Medicaid residency 

standards. 

• Adds language clarifying how to address cost-sharing reductions in situations in which 

multiple tax households are covered by a single policy, and as described elsewhere in this 

rule, this provision is being published as interim. 
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• Clarifies that cost-sharing reductions use the same household income and FPL definitions as 

advance payments of the premium tax credit. 

Changes to §155.310 

• Adds language directing Exchanges to obtain attestations from a tax filer regarding advance 

payments of the premium tax credit, with flexibility to identify specific attestations in future 

guidance. 

• Adds language clarifying that applicants must provide social security numbers. 

• Adds a standard that the Exchange must determine eligibility promptly and without undue 

delay, and as described elsewhere in this rule, this provision is being published as interim. 

• Adds content, consistent with the statute, to the notice to an employer regarding an 

employee’s eligibility for the advanced payment of tax credits.   

• Adds the standard to provide employer with an indication the employee has been determined 

eligible for advance payments of the premium tax credit, that the employer may be liable for 

the payment assessed under section 4980H of the Code if they have more than 50 full-time 

employees, and that the employer has the right to appeal the determination. 

Changes to §155.315 

• Provides flexibility for the Exchange to accept attestation of residency or examine electronic 

data sources, regardless of the choices made by the State Medicaid or CHIP agencies. 

• Adds provision specifying that the Exchange will validate all social security numbers with 

SSA. 

• Allows applicants and application filers to submit documentation to resolve inconsistencies 

via channels available for submission of application. 

• Includes a new provision which specifies that the Exchange will accept an applicant’s 
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attestation if documentation with which to resolve an inconsistency does not exist or is not 

reasonably available, with the exception of inconsistencies related to citizenship and 

immigration status, and as described elsewhere in this rule, this provision is being published 

as interim. 

Changes to §155.320 

• Sets forth that if an applicant’s attestation to projected annual household income is no more 

than ten percent below his or her prior tax data, the Exchange must rely on the attestation 

without further verification as part of the alternate verification process, and specifies that if 

his or her attestation is greater than ten percent below his or her prior tax data, the Exchange 

will conduct further verification. 

• Allows the use of the alternate income verification process when a tax filer’s filing status has 

changed, as directed by statute. 

• Allows the use of the alternate income verification process when a tax filer’s family 

composition has changed or is reasonably expected to change. 

• Clarifies that if there is no tax data, the Exchange must discontinue advance payments of the 

premium tax credit and cost-sharing reductions at the end of the 90 day inconsistency period. 

• Clarifies that the Exchange verify whether an applicant reasonably expects to be enrolled in 

employer-sponsored insurance the year for which he or she is seeking coverage, in addition 

to whether the applicant is currently enrolled. 

Changes to §155.330 

• Allows the Exchange to establish a reasonable threshold for changes in income that an 

enrollee must report. 

• Allows the Exchange to expand data matching during the benefit year within certain 
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standards and without HHS approval. 

• Adds procedures for notifying and redetermining an enrollee’s eligibility upon obtaining data 

via data matches; outlines different procedures for data related to income, family size, or 

family composition and data not related to income, family size, or family composition. 

• Allows the Exchange to align eligibility effective dates for redeterminations with coverage 

effective dates in Subpart E. 

Changes to §155.335 

• Adds timing standard for annual redetermination notice and provides that the annual 

redetermination notice be combined with the annual notice of open enrollment into a single, 

coordinated notice in the first two years. 

• Provides flexibility to States on timing of notice starting with redeterminations of coverage 

effective on or after January 1, 2017, and sets forth standards for such flexibility. 

• Clarifies effective dates of annual redetermination. 

• Adds that the Exchange is authorized to obtain tax data for a period of up to five years, 

unless the individual declines this authorization or chooses to authorize for a period of less 

than five years. 

• Adds limitation to redetermination if an individual requests eligibility determination for 

insurance affordability programs but does not have an authorization for the Exchange to 

obtain tax data as part of annual redetermination process; Exchange must notify enrollee and 

not proceed with redetermination until authorization has been obtained or enrollee declines 

financial assistance.  

Changes to §155.340 

• Replaces “Social Security number” with “taxpayer identification number,” in accordance 
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with statute. 

• Adds the standard that the Exchange must transmit promptly and without undue delay 

information to enable advance payments of the premium tax credits and cost-sharing 

reductions, and as described elsewhere in this rule, this provision is being published as 

interim. 

Changes to § 155.345 

• Adds standards for agreements between the Exchange and other insurance affordability 

programs, and as described elsewhere in this rule, this provision is being published as 

interim. 

• Clarifies responsibilities of the Exchange when applicants are found potentially eligible for 

Medicaid based on factors other than MAGI which includes notifying the applicant; clarifies 

standards for providing advance payments of the premium tax credit and cost-sharing 

reductions to such individuals. 

• Adds standards for the Exchange when accepting applications from other insurance 

affordability programs and sending applications to agencies administering other insurance 

affordability programs, and as described elsewhere in this rule, this provision is being 

published as interim. 

• Adds a special rule providing that if the Exchange finds a tax filer’s household income is less 

than 100 percent of the FPL and one or more applicant in the tax filer’s household is found 

ineligible for Medicaid or CHIP, the Exchange follow the procedures in §155.320(c)(3). 

Changes to §155.350 

• Clarifies that an individual must be eligible for advance payments of the premium tax credit 

in order to be eligible for cost-sharing reductions, in accordance with statute. 
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• Clarifies that cost-sharing reductions use the same household income and FPL definitions as 

advance payments of the premium tax credit. 

Changes to §155.400 

• Adds policy in §155.400(b)(2) for Exchanges to submit eligibility and enrollment 

information to HHS and QHP issuers promptly and without undue delay.  

• Removes policy from §155.400(c) that the Exchange must submit enrollment information to 

HHS on a monthly basis. 

• Adds policy in §155.400(d) that the Exchange must reconcile enrollment information with 

HHS and QHP issuers on a monthly basis. 

Changes to §155.410 

• Extends the initial open enrollment period from February 28, 2014 to March 31, 2014. 

• Modifies the standards in this section such that an enrollment transaction must be received by 

the 15th of the month to secure an effective date of the first of the following month.  

• Gives the Exchange flexibility to negotiate earlier effective dates and/or later plan selection 

cutoff dates, but notes that the Exchange must secure agreement from all participating QHP 

issuers. Further, an earlier effective date can only be offered to an individual who is not 

determined eligible for or forgoes advance payments of the premium tax credit/cost-sharing 

reductions for the first partial month of coverage. 

• Gives the Exchange the option to automatically enroll individuals contingent upon 

demonstrating good cause to HHS. 

Changes to §155.420 

• Aligns coverage effective dates for special enrollment periods with the new dates for the 

initial open enrollment periods as described in §155.410, except in the case of marriage or 
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loss of minimum essential coverage. 

• Removes the limits on special enrollment periods formerly in §155.420(f). 

Changes to §155.430 

• Defines reasonable notice, for the purposes of effectuating a termination, as 14 days.  

• Clarifies the effective dates of terminations for enrollees under various scenarios, including 

individuals newly eligible for Medicaid, CHIP, or CHIP; and individuals receiving advance 

payments of the premium tax credit. 

Changes to §155.700 

• Adds a definition for minimum participation rules. 

Changes to §155.705 

• Permits the SHOP to impose minimum participation rules at the SHOP level. 

• Adds a standard that the SHOP develop and offer a premium calculator. 

Changes to §155.715 

• Clarifies that SHOPs may not use section 1411(b)(2) or 1411(c) verification processes for the 

SHOP eligibility determination process. 

• Clarifies that for eligibility determination purposes, the SHOP may collect only the minimum 

information necessary to make such a determination. 

Changes to §155.720 

• Adds a standard that the SHOP must report to the IRS employer participation and employee 

enrollment information in a form and manner specified by HHS. 

Changes to §155.725 

• Adds a standard that the SHOP offer the same special enrollment periods as the individual 

Exchange, with the exception of changes in citizenship status or eligibility for insurance 
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affordability programs.  

• Clarifies that the annual election/open enrollment periods for employers/employees must be 

at least 30 days. 

• Clarifies that the SHOP provide newly qualified employees with a specified enrollment 

period. 

Changes to §155.730 

• Adds safeguards to protect information collected on application. 

Changes to §155.1010 

• Clarifies that multi-State plans and CO-OPs are recognized as QHPs. 

• Allows Exchanges to certify QHPs during the plan/benefit year if necessary. 

Changes to §155.1020 

• Clarifies that multi-State plans are exempt from the Exchange process for receiving and 

considering rate increase justifications, and from the Exchange process for receiving 

annual rate and benefit information. 

• Establishes that the Exchange must post rate increase justifications on its Web site. 

Changes to §155.1040 

• Clarifies that multi-State plans must submit transparency data in a time and manner 

determined by the U.S. Office of Personnel Management. 

Changes to §155.1045 

• Clarifies that the U.S. Office of Personnel Management will establish the accreditation 

timeline for multi-State plans. 

Changes to §155.1050 

• Clarifies that the U.S. Office of Personnel Management will ensure compliance with 
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network adequacy standards by multi-State plans. 

• Clarifies that a QHP issuer in an Exchange may not be prohibited from contracting with 

any essential community provider designated under §156.235(c). 

Changes to §155.1065 

• Clarifies that stand-alone dental plans must meet most QHP certification standards, including 

§155.1020(c) and that stand-alone dental plans must offer the pediatric dental essential health 

benefit without annual and lifetime limits as applied to the essential health benefits in section 

1302(b) of the Affordable Care Act. 

• Adds a standard for the Exchange to ensure sufficient access to pediatric dental coverage. 

Changes to §155.1075 

• Exempts multi-State plans and CO-OPs from the Exchange recertification process. 

Changes to §155.1080 

• Exempts multi-State plans and CO-OPs from the Exchange decertification process. 

Changes to §156.50 

• Clarifies that participating issuers must remit user fees, as defined by an Exchange, and other 

assessments, if applicable, to a State-based or Federally-facilitated Exchange. 

Changes to §156.225 

• Codifies the statutory prohibition against QHP benefit designs that have the effect of 

discouraging enrollment by higher-need individuals. 

Changes to §156.230 

• Expands the proposed standard such that a QHP must maintain a network that is sufficient in 

number and types of providers, including providers that specialize in mental health and 

substance abuse, to assure that all services will be accessible without unreasonable delay. 
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Changes to §156.235 

• Sets minimum standards that a QHP must have a sufficient number and geographic 

distribution of essential community providers to ensure reasonable and timely access to a 

broad range such providers for low-income, medically underserved individuals in the QHP’s 

service area. 

• Clarifies the definition of essential community provider to include providers that met the 

criteria to be an essential community provider on the publication date of this regulation 

unless the provider lost its status as an essential community provider as a result of violating 

Federal law. 

• Establishes an alternate standard for integrated delivery systems and staff model plans. 

• Clarifies payment policy with respect to FQHCs and all other essential community providers.  

Changes to §156.255 

• Removes provision related to covering specific rating categories or groups. 

Changes to §156.265 

• Clarifies the role of the QHP issuer in the enrollment process for enrollment through the 

Exchange.  

Changes to §156.270 

• Adds a standard that the QHP issuer must notify the affected individual 30 days in advance 

of a termination. 

• Clarifies that for individuals receiving advance payments of the premium tax credit who are 

terminated for non-payment, the QHP issuer must pay all claims for the first month of the 

grace period. The issuer may pend claims during the second and third months, but must 

notify providers. Finally, the issuer must return to Treasury any advance payment of the 
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premium tax credit for the second and third months at the conclusion of the grace period and 

effectuate termination of coverage at the end of the first month of the grace period. 

Changes to §156.280 

• Codifies the pre-regulatory model guidelines on issuer segregation plans. 

Changes to §156.285 

• Clarifies that QHP issuers must provide newly qualified employees with a specified 

enrollment period. 

• Clarifies that QHP issuers participating in the SHOP may not set minimum participation 

rules for offering health coverage in connection with a QHP. 

Changes to §156.295 

• Modifies definition of “bona fide service fees.” 

Changes to §157.205 

• Removes requirement for SHOP to continue coverage if employer fails to take action during 

election period. 

V. Collection of Information Requirements 

Paperwork Reduction Act 

As noted above, this final rule incorporates provisions originally published as two 

proposed rules, the July 15, 2011 rule titled Establishment of Exchanges and Qualified Health 

Plans, and the August 17, 2011 rule titled Exchange Functions in the Individual Market: 

Eligibility Determinations and Exchange Standards for Employers.  These proposed rules are 

referred to collectively as the Exchange establishment and eligibility proposed rules.  In the 

Exchange establishment proposed rule published on July 15, 2011, we sought comment on 

certain information collection requirements associated with that proposed rule.  We received one 
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comment that stated a concern regarding the adequacy of the burden estimates stated in the 

Collection of Information Requirements section. We considered the commenter’s concern and 

plan to issue more detail regarding the collection of information requirements in this rule.  

In the Exchange establishment proposed rule, we explained that we would seek 

comments on the standards associated with §155.105, which are finalized in this rule as the 

standards for the Exchange Blueprint.  On November 10, 2011, we issued a 60-day Federal 

Register Notice seeking comments on a template for the Exchange Blueprint.  For more 

information, please see page 70418 of Vol. 76, No. 218 of the Federal Register. 

In the Exchange eligibility proposed rule published on August 17, 2011, we did not seek 

comment on the associated information collection requirements.  In accordance with the 

Paperwork Reduction Act (PRA), we will issue a Federal Register Notice in the coming weeks to 

seek public comments on these provisions. 

In addition, this final rule includes certain regulatory provisions that differ from those 

included in the Exchange establishment proposed rule.  Some of those provisions involve 

changes from the information collection requirements described in the Exchange establishment 

proposed rule.  These changes include the following: 

• Exchange up-to-date Internet website (§155.205); 

• Standard for Exchanges to maintain records of enrollment (§155.400); 

• Standard for Exchanges to submit eligibility and enrollment information to QHP issuers 

and HHS promptly and without undue delay and reconcile enrollment information with 

QHP issuers and HHS on at least a monthly basis (§155.400); 

• Notice of eligibility to applicant (§155.405); 

• Notice of annual open enrollment period to applicant (§155.410); 
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• Standard for Exchanges to maintain records of coverage terminations (§155.430); 

• Notice to employers (§155.715); 

• Notice to individual of inability to substantiate employee status (§155.715); 

• Notice of employer eligibility (§155.715);  

• Notice of employee eligibility (§155.715);  

• Notice of employer withdrawal from SHOP (§155.715);  

• Notice of effective date to employees (§155.720); 

• Notice of employee termination of coverage to employer (§155.720); 

• Standard for the SHOP to maintain records of enrollment (§155.720); 

• Standard for the SHOP to reconcile enrollment information (§155.720); 

• Notice of annual employer election period (§155.725);  

• Notice to employee of open enrollment period (§155.725); 

• Standard for Exchanges to collect QHP issuer reports on covered benefits, rates, and cost 

sharing requirements (§155.1020); 

• Notice to the QHP issuer, enrollees, HHS, and the State insurance department of the 

decertification of a QHP (§155.1080); 

• Issuer reporting of benefit and rate information (§156.210); 

• Issuer reporting of rate increase justifications (§156.210); 

• Issuer reporting of transparency in coverage information (§156.220); 

• Standard for QHP issuers to make available enrollee cost sharing information (§156.220); 

• Notice to applicants and enrollees that includes the provider directory (§156.230); 

• Notice of effective date of coverage to individuals (§156.260); 

• Standard for QHP issuers to collect enrollment information and submit the enrollment 
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information to the Exchange (§156.265); 

• Standard for QHP issuers to provide an enrollment package to enrollee (§156.265); 

• Summary of cost and coverage document(§156.265); 

• Standard for QHP issuers to reconcile enrollment information with the Exchange 

(§156.265); 

• Notice to the enrollee of the termination of coverage (§156.270); 

• Notice to the enrollee of payment delinquency (§156.270); 

• Standard for QHP issuers to maintain records of coverage terminations (§156.270); 

• Standard for QHP issuers to provide enrollment information package to SHOP enrollees 

(§156.285); 

• Summary of cost and coverage document  for employees and employers (§156.285); 

• Standard for QHP issuers to reconcile enrollment information with the SHOP (§156.285); 

• Notice to SHOP enrollee of the termination of coverage (§156.285); 

• Notice of QHP issuer non-renewal of certification to Exchange (§156.290); 

• Notice of QHP issuer non-renewal of certification to enrollees (§156.290); and 

• Standard for QHP issuers to submit prescription drug distribution and cost reporting 

(§156.295); 

This final rule also includes some information collection requirements for which we did 

not seek comment in the Exchange establishment proposed rule.  In accordance with the 

Paperwork Reduction Act (PRA), we will issue a Federal Register Notice in the coming weeks to 

seek public comments on these provisions. 

Finally, this final rule describes some information collections for which CMS plans to 

seek approval at a later date.  For these information collections, CMS will issue future Federal 
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Register notices to seek comments on those information collections, as required by the PRA.  

This includes, among other collections: 

• Navigator standards (§155.210); 

• Single streamlined application to determine eligibility and collect information for 

enrollment (§155.405); 

• SHOP single employer application (§155.715); 

• SHOP single employee application (§155.715); 

• Alternative employer application (§155.730); 

• Collection of rates, covered benefits, and cost sharing information (§155.200); 

• Collection of transparency of coverage information (§155.1040); 

• Evaluation of service area (§155.1055); 

• Standards for the certification of stand-alone dental plans (§155.1065); 

• Submission of rates, covered benefits, and cost sharing information (§156.210); and 

• Submission of transparency of coverage information (§156.220). 

VI. Summary of Regulatory Impact Analysis 

The summary analysis of benefits and costs included in this rule is drawn from the 

detailed Regulatory Impact Analysis.  That impact analysis evaluates the impacts of this rule and 

a second rule, “Patient Protection and Affordable Care Act; Standards Related to Reinsurance, 

Risk Corridors and Risk Adjustment.”  The second final rule will be published separately. The 

following summary focuses on the benefits and costs of this final rule. 

A. Introduction 

HHS has examined the impacts of this final rule under Executive Orders 

12866 and 13563, the Regulatory Flexibility Act (5 U.S.C. 601-612), the Unfunded 
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Mandates Reform Act of 1995 (Public Law 104-4), and the Executive Order 13132 on 

Federalism. Executive Orders 13563 and 12866 direct agencies to assess all costs and benefits 

(both quantitative and qualitative) of available regulatory alternatives and, if regulation is 

necessary, to select regulatory approaches that maximize net benefits (including potential 

economic, environmental, public health and safety effects, distributive impacts, and equity). 

Executive Order 13563 emphasizes the importance of quantifying both costs and benefits, of 

reducing costs, of harmonizing rules, and of promoting flexibility. This rule has been designated 

an “economically” significant rule, under section 3(f)(1) of Executive Order 12866. Accordingly, 

the rule has been reviewed by the Office of Management and Budget. 

The Regulatory Flexibility Act requires agencies to analyze regulatory options that would 

minimize any significant impact of a rule on small entities. Using the Small Business 

Administration (SBA) definitions of small entities for issuers, agents and brokers, and 

employers, HHS concludes that a significant number of firms affected by this final rule are not 

small businesses. 

Section 202(a) of the Unfunded Mandates Reform Act of 1995 requires that agencies 

prepare a written statement, which includes an assessment of anticipated costs and benefits, 

before promulgating “any rule that includes any Federal mandate that may result in the 

expenditure by State, local, and tribal governments, in the aggregate, or by the private sector, of 

$100,000,000 or more (adjusted annually for inflation) in any one year.” The current threshold 

after adjustment for inflation is approximately $136 million, using the most current (2011) 

Implicit Price Deflator for the Gross Domestic Product. HHS does not expect this final rule to 

result in one-year expenditures that would meet or exceed this amount.  

Executive Order 13132 establishes certain requirements that an agency must meet when it 

1103



  494 

promulgates a final rule that imposes substantial direct costs on State and local governments, 

preempts State law, or otherwise has Federalism implications. Specifically, an agency must act in 

strict accordance with the governing law, consult with State officials, and address their concerns. 

B. Need for This Regulation 

This final rule implements standards related to the Establishment of Exchanges and 

Qualified Health Plans and standards for Qualified Employers consistent with the Affordable 

Care Act.  The Exchanges will provide competitive marketplaces for individuals and small 

employers to directly compare available private health insurance options on the basis of price, 

quality, and other factors. The Exchanges, which will become operational by January 1, 2014, 

will help enhance competition in the health insurance market, improve choice of affordable 

health insurance, and give small business the same purchasing power as large businesses. 

C.  Summary of Costs and Benefits of the Regulation  

This summary focuses on the benefits and costs of the requirements in this Exchange 

final rule that combines the policies in the Exchange establishment proposed rule and the 

Exchange eligibility proposed rule.  

Benefits in response to the regulation:  

 The Exchanges and their associated policies, according to CBO’s letter to Evan Bayh 

from November 30, 2009, reduce premiums for the same benefits compared to prior law.  CBO 

estimated that, in 2016, people purchasing non-group coverage through the Exchanges would 

pay 7 to 10 percent less due to the healthier risk pool that results from the coverage expansion.  

An additional 7 to 10 percent in savings would result from gains in economies of scale in 

purchasing insurance and lower administrative costs from elimination of underwriting, decreased 

marketing costs, and the Exchanges’ simpler system for finding and enrolling individuals in 
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health insurance plans.17   

CBO also estimates that premiums for small businesses purchasing through the 

Exchanges would be to 2 percent lower than they would be without the Affordable Care Act, for 

comparable reasons.  CBO estimated that the administrative costs to health plans (described in 

greater detail below) would be more than offset by savings resulting from lower overhead due to 

new policies to limit benefit variation, and end underwriting.  Premium savings to individuals 

and small businesses allow for alternative uses of income and resources, such as increasing 

retirement savings for families or investing in new jobs for small businesses.  

Simplified eligibility processes will increase take-up of health insurance leading to 

improved health. In a recent study, compared to the uninsured group, the insured received more 

hospital care, more outpatient care, had lower medical debt, better self-reported health, and other 

health related benefits. The evaluation concluded that for low-income uninsured adults, coverage 

has the following benefits: (1) significantly higher utilization of preventive care (mammograms, 

cholesterol monitoring, blood tests for high blood sugar related to diabetes, etc.); (2) a significant 

increase in the probability of having a regular office or clinic for primary care; and, (3) 

significantly better self-reported health. In addition, the use of electronic records among State 

and Federal agencies with information to verify eligibility will minimize the transaction costs 

associated with purchasing health insurance improving market efficiency and minimizing time 

cost for enrollees on enrollment. 

Costs in response to the regulation 

Meeting the requirements of this rule will have costs affecting Exchanges and issuers of 

qualified health plans (QHPs).  The administrative costs of operating an Exchange will almost 

                                                 
17 Congressional Budget Office, "Letter to the Honorable Evan Bayh: An Analysis of Health Insurance Premiums 
Under the Patient Protection and Affordable Care Act " (Washington2009). 
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certainly vary by the number of enrollees in the Exchange due to economies of scale, variation in 

the scope of the Exchange’s activities, and variation in average premium in the Exchange service 

areas. However, we believe major cost components for Exchanges will include: IT infrastructure, 

Navigators, notifications, enrollment standards, application process, SHOP, certification of 

QHPs, and quality reporting. The major costs on issuers of QHPs will include: accreditation, 

network adequacy standards, and quality improvement strategy reporting.  CBO estimates that 

the administrative costs to QHP issuers would be more than offset by savings resulting from 

lower overhead due to new policies to limit benefit variation, prohibit “riders,” and end under-

writing. 

To support the new eligibility structure, States are expected to build new or modify 

existing information technology systems. How each State constructs and assembles the 

components necessary to support its Exchange and Medicaid infrastructure will vary and depend 

on the level of maturity of current systems, current governance and business models, size, and 

other factors. Administrative costs to support the vision for a streamlined and coordinated 

eligibility and enrollment process will also vary for each State depending on the specific 

approaches taken regarding the integration between programs and its decision to build a new 

system or use existing systems; while the Affordable Care Act requires a high level of 

integration, States have the option to go beyond the requirements of the Act.  

We also believe that overall administrative costs may increase in the short term as States 

build information technology systems; however, in the long-term States will see savings through 

the use of more efficient systems. As noted in the preamble, we believe the approach we are 

taking to supporting the verification of applicant information with SSA, IRS, and DHS reduces 

administrative complexity and associated costs. Administrative costs to States incurred in the 

1106



  497 

development of information technology infrastructure to support the Exchange are funded 

wholly through State Exchange Planning and Establishment Grants. Costs for information 

technology infrastructure that will also support Medicaid must be allocated to Medicaid, but are 

eligible for a time-limited 90 percent Federal matching rate to assist in development. 

 Methods of analysis 

This impact analysis references both estimates from the Congressional Budget Office 

(CBO), as well as Center for Medicare & Medicaid Services (CMS) estimates from the FY 2013 

President’s Budget. The CBO estimate remains the most comprehensive accounting of all the 

interacting provisions pertaining to the Affordable Care Act, and contains cost estimates of some 

provisions that have not been independently estimated by CMS. Based on our review, we expect 

that the requirements in these final rules will not significantly alter CBO’s estimates of the 

budget impact of Exchanges or enrollment. The requirements are well within the parameters used 

in the modeling of the Affordable Care Act. Our review and analysis of the requirements indicate 

that the impacts are within the model’s margin of error.  In the regulatory impact analysis that 

accompanied the proposed Exchange establishment rule, we displayed CBO estimates of 

Exchange grant outlays.  The estimates in this analysis reflect the most up-to-date estimates from 

the FY 2013 President’s Budget for State Planning and Establishment Grants. 

 Table 1 includes the estimates of grants to States for Exchange start up from 2012 to 

2016.  It does not include costs related to reduced Federal revenues from refundable premium tax 

credits, which are administered by the Department of the Treasury subject to IRS rulemaking, the 

Medicaid effects, which are subject to separate rulemaking, or the policies whose offsets led 

CBO to estimate that the Affordable Care Act would reduce the Federal budget deficit by over 

$100 billion over the next 10 years. As this is a summary of the final impact analysis, for further 
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information on the expected benefits and costs of this rule, please see the final regulatory impact 

analysis.   

Table 1. Estimated Outlays for the Affordable Insurance Exchanges FY 2012 - FY2016, in 

billions of dollars  

Year 2012 2013 2014 2015 2016 2012-

2016 

Grant 
Authority for 

Exchange 
Start upa 

0.9 1.1 0.8 0.4 0.1 3.4 

 
a FY 2013 President’s Budget, Analytical Perspectives, Table 32-1 
 

Regulatory Options Considered 

In addition to a baseline, HHS has identified three regulatory options for this final rule as 

required by Executive Order 12866 for Exchange establishment and eligibility. 

(1) Uniform Standard for Operations of an Exchange.  

Under this alternative HHS would require a single standard for State operations of Exchanges. 

The regulation offers States the choice of whether to establish an Exchange, how to structure 

governance of the Exchange, whether to join with other States to form a regional Exchange, and 

how much education and outreach to engage in, among other factors. This alternative model 

would restrict State flexibility, requiring a more uniform standard that States must enact in order 

to achieve approval of an Exchange. 

(2)  Uniform Standard for Health Insurance Coverage 

Under this alternative, there would be a single uniform standard for certifying QHPs. QHPs 

would need to meet a single standard in terms of benefit packages, network adequacy, premiums, 

etc.  HHS would set these standards in advance of the certification process and QHPs would 
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either meet those standards and thereby be certified or would fail to meet those standards and 

therefore would not be available to enrollees. 

 (3) Require a Paper-Driven Process for Conducting Eligibility Determinations 

In this final rule, to verify applicant information used to support an eligibility determination, we 

generally require the Exchange first use electronic data, where available, prior to requesting 

paper documentation. Under this rule, individuals will be asked to provide only the minimum 

amount of information necessary to complete an eligibility determination, and will only be 

required to submit paper if electronic data cannot be used to complete the verification process. 

Under this alternative, the Exchange would require individuals to submit paper documentation to 

verify information necessary for an eligibility determination. This would not only increase the 

amount of burden placed on individuals to identify and collect this information, which may not 

be readily available to the applicant, but would also necessitate additional time and resources for 

Exchanges to accept and verify the paper documentation needed for an eligibility determination.  

Summary of costs for each option 

HHS notes that Option 1, which promotes uniformity, could produce a benefit of reduced 

Federal oversight cost; however this option would reduce innovation and therefore limit 

diffusion of successful policies and furthermore interfere with Exchange functions and needs. 

HHS also notes that while Option 2 could produce administrative burdens on Exchanges, this 

approach could reduce Exchanges’ and QHP issuers’ ability to innovate. These costs and benefits 

are discussed more fully in the detailed Regulatory Impact Analysis.  

The paper-driven process in option 3 would ultimately increase the amount of time it 

would take for an individual to receive health coverage, would reduce the number of States likely 

to operate an Exchange due to increased administrative costs, and would dissuade individuals 
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from seeking coverage through the Exchange. We believe using technology to minimize burden 

on individuals and States will help increase access to coverage by streamlining the eligibility 

process, and will reduce administrative burden on Exchanges, while increasing accuracy by 

relying on trusted data for eligibility. 

VIII. Accounting Statement 

 Estimates   Units   
Category Primary 

Estimate 
Low 

Estimate 
High 

Estimate 
Year 

Dollar 
Discount 

Rate 
Period 

Covered 
Benefits   
Annualized    
Monetized 
($millions/year) 

 Not 
Estimated  

$  
-  

$  
-  

2011 7% 2012-2016 

  Not 
Estimated  

$  
-  

$  
-  

2011 3% 2012-2016 

Qualitative The Exchanges, combined with other actions being taken to implement the 
Affordable Care Act, will improve access to health insurance, with numerous 
positive effects, including earlier treatment and improved morbidity, fewer 
bankruptcies and decreased use of uncompensated care.  The Exchange will also 
serve as a distribution channel for insurance reducing administrative costs as a part 
of premiums and providing comparable information on health plans to allow for a 
more efficient shopping experience. 

Costs        
Annualized    
Monetized 
($millions/year) 

 $  
690.55  

 Not 
Estimated  

 Not 
Estimated  

2011 7% 2012-2016 

  $  
673.50  

 Not 
Estimated  

 Not 
Estimated  

2011 3% 2012-2016 

Qualitative  These costs include grant outlays to States to establish Exchanges 
Transfers        
Federal 
Annualized 
Monetized 
($millions/year) 

0 $  
-  

$  
-  

2011 7% 2012-2016 

 0  $0.00 $0.00 2011 3% 2012-2016 

From/To From: To:  

Other 
Annualized 
Monetized 
($millions/year) 

0.0  0.0 0.0  

 0.0  0.0 0.0  

From/To From: To:  
 

VII. Regulatory Flexibility Act 
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The Regulatory Flexibility Act (5 U.S.C. 601 et seq.) (RFA) requires agencies to prepare 

an regulatory flexibility analysis to describe the impact of the final rule on small entities, unless 

the head of the agency can certify that the rule will not have a significant economic impact on a 

substantial number of small entities.   The Act generally defines a “small entity” as (1) a 

proprietary firm meeting the size standards of the Small Business Administration (SBA), (2) a 

not-for-profit organization that is not dominant in its field, or (3) a small government jurisdiction 

with a population of less than 50,000.  States and individuals are not included in the definition of 

“small entity.”  HHS uses as its measure of significant economic impact on a substantial number 

of small entities a change in revenues of more than 3 to 5 percent. 

As discussed above, this final rule is necessary to implement standards related to the 

Establishment of Exchanges and Qualified Health Plans as authorized by the Affordable Care 

Act.   For purpose of the Regulatory Flexibility Analysis, we expect the following types of 

entities to be affected by this final rule: (1) QHP issuers; (2) agents and brokers; (3) employers.  

We believe that health insurers and agents and brokers would be classified under the North 

American Industry Classification System (NAICS) Codes 524114 (Direct Health and Medical 

Insurance Carriers) and 524210 (Insurance Agencies and Brokers).  According to SBA size 

standards, entities with average annual receipts of $7 million or less would be considered small 

entities for both of these NAICS codes.  Health issuers could possibly be classified in 621491 

(HMO Medical Centers) and, if this is the case, the SBA size standard would be $10 million or 

less.     

As discussed in the Web Portal interim final rule (75 FR 24481), HHS examined the 

health insurance industry in depth in the Regulatory Impact Analysis we prepared for the 

proposed rule on establishment of the Medicare Advantage program (69 FR 46866, August 3, 
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2004). In that analysis we determined that there were few, if any, insurance firms underwriting 

comprehensive health insurance policies (in contrast, for example, to travel insurance policies or 

dental discount policies) that fell below the size thresholds for “small” business established by 

the SBA (currently $7 million in annual receipts for health insurers, based on North American 

Industry Classification System Code 524114)18. 

Additionally, as discussed in the Medical Loss Ratio interim final rule (75 FR 74918), the 

Department used a data set created from 2009 National Association of Insurance Commissioners 

(NAIC) Health and Life Blank annual financial statement data to develop an updated estimate of 

the number of small entities that offer comprehensive major medical coverage in the individual 

and group markets.  For purposes of that analysis, the Department used total Accident and Health 

(A&H) earned premiums as a proxy for annual receipts.  The Department estimated that there 

were 28 small entities with less than $7 million in accident and health earned premiums offering 

individual or group comprehensive major medical coverage; however, this estimate may 

overstate the actual number of small health insurance issuers offering such coverage, since it 

does not include receipts from these companies’ other lines of business. 

This rule finalizes Exchange standards related to offering the QHPs.  These standards and 

the associated certification process will impose costs on issuers, but these costs will vary 

depending on a number of factors, including the operating model chosen by the Exchange, their 

current accreditation status, and the variation between these standards and current practice.  

Some QHP issuers will be more prepared to meet the standards than others and will incur fewer 

costs.  For example, if data reporting functions required for certification already exist at the QHP 

issuer, there would be no additional cost.   Exchanges also have the flexibility in some cases to 

                                                 
18 ‘Table of Size Standards Matched To North American Industry Classification System Codes,’’ effective November 5, 2010, U.S. Small 
Business Administration, available at http://www.sba.gov. 
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set requirements. For example, the rule provides discretion for Exchanges in setting network 

adequacy standards for participating health insurance issuers. The cost to the issuer will depend 

on whether the Exchange determines that compliance with relevant State law and licensure 

requirements is sufficient for a QHP issuer to participate in the Exchange or whether they decide 

to set additional standards in accordance with current provider market characteristics and 

consumer needs.  

The cost of participating in an Exchange is an investment for QHP issuers, with benefits 

expected to accrue to QHP issuers. The Exchange will function as an important distribution 

channel for QHPs. QHP issuers currently fund their own sales and marketing efforts.  As a 

centralized outlet to attract and enroll consumers, the Exchanges will supplement and reduce 

incremental health plan sales and marketing costs with their consumer assistance, education and 

outreach functions.    

We anticipate that the agent and broker industry, which is comprised of large brokerage 

organizations, small groups, and independent agents, will play a critical role in enrolling 

qualified individuals in QHPs.  We are codifying section 1312(e) of the Affordable Care Act, 

which gives States the option to permit agents or brokers to assist individuals in enrolling in 

QHPs through the Exchange.  If a State chooses to allow agents and brokers to assist individuals 

in enrolling in QHPs through the Exchange, we establish standards that would apply for such 

enrollment.  Agents and brokers must meet these standards and any conditions imposed by the 

State and, as a result, could incur costs.  In addition, agents and brokers who become Navigators 

will also agree to comply with associated requirements and are likely to incur some costs.  

Because the States and the Exchanges will make these determinations, we cannot provide an 

estimate of the potential number of small entities that will be affected or the costs associated with 
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these decisions.    

This final rule establishes requirements on employers that choose to participate in a 

SHOP.  As discussed above, the SHOP is limited by statute to employers with at least one but 

not more than 100 employees.  For this reason, we expect that many employers would meet the 

SBA Standard for Small entities.  We do not believe that the regulation imposes requirements on 

employers offering health insurance through SHOP that are more restrictive than the current 

requirements on employers offering employer sponsored health insurance.  For this reason, we 

also believe the processes that we have established constitute the minimum amount of 

requirements necessary to implement statutory mandates and accomplish our policy goals, and 

that no appropriate regulatory alternatives could be developed to lessen the compliance burden.  

We also expect that for some employers, risk pooling and economies of scale will reduce the 

administrative cost of offering coverage through the SHOP and that they will, therefore, benefit 

from participation.  

VIII. Unfunded Mandates 

Section 202 of the Unfunded Mandates Reform Act of 1995 (UMRA) requires that 

agencies assess anticipated costs and benefits and take certain other actions before issuing a final 

rule that includes any Federal mandate that may result in expenditures in any one year by a State, 

local, or tribal governments, in the aggregate, or by the private sector, of $100 million in 1995 

dollars, updated annually for inflation.  In 2011, that threshold is approximately $136 

million. Because States are not required to set up an Exchange, and because grants are available 

for funding of the establishment of an Exchange by a State, we anticipate that this final rule 

would not impose costs above that $136 million UMRA threshold on State, local, or tribal 

governments.  
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IX. Federalism 

Executive Order 13132 establishes certain requirements that an agency must meet when it 

promulgates a final rule that imposes substantial direct costs on State and local governments, 

pre-empts State law, or otherwise has Federalism implications. Because States have flexibility in 

designing their Exchange, State decisions will ultimately influence both administrative expenses 

and overall premiums. States are not required to establish an approved Exchange. For States 

electing to create an Exchange, much of the initial costs to the creation of Exchanges will be 

funded by Exchange Planning and Establishment Grants.  After this time, Exchanges will be 

financially self-sustaining with revenue sources at the discretion of the State. Current State 

Exchanges charge user fees to issuers. 

In the Department’s view, while this final rule does not impose substantial direct 

requirement costs on State and local governments, this regulation has Federalism implications 

due to direct effects on the distribution of power and responsibilities among the State and Federal 

governments relating to determining standards relating to health insurance coverage (that is, for 

QHPs) that is offered in the individual and small group markets.  Each State electing to establish 

an Exchange must adopt the Federal standards contained in the Affordable Care Act and in this 

final rule, or have in effect a State law or regulation that implements these Federal standards.  

However, the Department anticipates that the Federalism implications (if any) are substantially 

mitigated because under the statute, States have choices regarding the structure and governance 

of their Exchanges.  Additionally, the Affordable Care Act does not require States to establish an 

Exchange; if a State elects not to establish an Exchange or the State’s Exchange is not approved, 

HHS, either directly or through agreement with a non-profit entity, must establish and operate an 

Exchange in that State.   
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In compliance with the requirement of Executive Order 13132 that agencies examine 

closely any policies that may have Federalism implications or limit the policy making discretion 

of the States, the Department has engaged in efforts to consult with and work cooperatively with 

affected States, including participating in conference calls with and attending conferences of the 

National Association of Insurance Commissioners, and consulting with State insurance officials 

on an individual basis. 

Throughout the process of developing this rule, the Department has attempted to balance 

the States’ interests in regulating health insurance issuers, and Congress’ intent to provide access 

to Affordable Insurance Exchanges for consumers in every State.  By doing so, it is the 

Department’s view that we have complied with the requirements of Executive Order 13132. 

Pursuant to the requirements set forth in section 8(a) of Executive Order 13132, and by 

the signatures affixed to this regulation, the Department certifies that CMS has complied with the 

requirements of Executive Order 13132 for the attached regulation in a meaningful and timely 

manner. 
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List of Subjects 

45 CFR Part 155 

Administrative practice and procedure, Advertising, Brokers, Conflict of interest, 

Consumer protection, Grant programs-health, Grants administration, Health care, Health 

insurance, Health maintenance organization (HMO), Health records, Hospitals, Indians, 

Individuals with disabilities,  Loan programs-health, Organization and functions (Government 

agencies), Medicaid, Public assistance programs, Reporting and recordkeeping requirements, 

Safety, State and local governments, Technical assistance, Women, and Youth. 

45 CFR Part 156 

Administrative practice and procedure, Advertising, Advisory committees, Brokers, 

Conflict of interest, Consumer protection, Grant programs-health, Grants administration, Health 

care, Health insurance, Health maintenance organization (HMO), Health records, Hospitals, 

Indians, Individuals with disabilities, Loan programs-health, Organization and functions 

(Government agencies), Medicaid, Public assistance programs, Reporting and recordkeeping 

requirements, Safety, State and local governments, Sunshine Act, Technical Assistance, Women, 

and Youth. 

45 CFR Part 157 

Employee benefit plans, Health insurance, Health maintenance organization (HMO), 

Health records, Hospitals, Indians,  Individuals with disabilities, Organization and functions 

(Government agencies), Medicaid, Public assistance programs, Reporting and recordkeeping 

requirements, Safety, State and local governments, Sunshine Act, Technical Assistance, Women, 

and Youth. 
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For the reasons set forth in the preamble, the Department of Health and Human Services amends 

45 CFR subtitle A, subchapter B, as set forth below: 

Subchapter B – Requirements Relating to Health Care Access 

PART 155 – EXCHANGE ESTABLISHMENT STANDARDS AND OTHER RELATED 

STANDARDS UNDER THE AFFORDABLE CARE ACT 

1. The authority citation for part 155 is revised to read as follows: 

 Authority: Title I of the Affordable Care Act, sections 1301, 1302, 1303, 1304, 1311, 

1312, 1313, 1321, 1322, 1331, 1334, 1402, 1411, 1412, 1413. 

2.  Revise the part 155 heading to read as set forth above. 

3.  Add subparts A through E to read as follows: 

Subpart A – General Provisions 

Sec.  

155.10 Basis and scope. 

155.20 Definitions. 

Subpart B – General Standards Related to the Establishment of an Exchange  

155.100 Establishment of a State Exchange. 

155.105 Approval of a State Exchange. 

155.106 Election to operate an Exchange after 2014. 

155.110 Entities eligible to carry out Exchange functions.   

155.120 Non-interference with Federal law and non-discrimination standards. 

155.130 Stakeholder consultation. 

155.140 Establishment of a regional Exchange or subsidiary Exchange.  

155.150 Transition process for existing State health insurance exchanges. 
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155.160 Financial support for continued operations. 

Subpart C – General Functions of an Exchange  

155.200 Functions of an Exchange. 

155.205 Consumer assistance tools and programs of an Exchange.  

155.210 Navigator program standards. 

155.220 Ability of States to permit agents and brokers to assist qualified individuals, qualified 

employers, or qualified employees enrolling in QHPs. 

155.230 General standards for Exchange notices. 

155.240 Payment of premiums.  

155.260 Privacy and security of personally identifiable information. 

155.270 Use of standards and protocols for electronic transactions. 

Subpart D – Exchange Functions in the Individual Market: Eligibility Determinations for 

Exchange Participation and Insurance Affordability Programs 

155.300 Definitions and general standards for eligibility determinations. 

155.302 Options for conducting eligibility determinations. 

155.305 Eligibility standards. 

155.310 Eligibility process. 

155.315 Verification process related to eligibility for enrollment in a QHP through the Exchange. 

155.320 Verification process related to eligibility for insurance affordability programs. 

155.330 Eligibility redetermination during the benefit year. 

155.335 Annual eligibility redetermination. 

155.340 Administration of advance payments of the premium tax credit and cost-sharing 

reductions. 
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155.345 Coordination with Medicaid, CHIP, the Basic Health Program, and the Pre-existing 

Condition Insurance Plan. 

155.350 Special eligibility standards and process for Indians. 

155.355 Right to appeal. 

Subpart E – Exchange Functions in the Individual Market: Enrollment in Qualified Health 

Plans  

155.400 Enrollment of qualified individuals into QHPs. 

155.405 Single streamlined application. 

155.410 Initial and annual open enrollment periods. 

155.420 Special enrollment periods. 

155.430 Termination of coverage. 

Subpart A – General Provisions. 

§155.10 Basis and scope.   

 (a) Basis.  This part is based on the following sections of title I of the Affordable Care 

Act: 

 (1) 1301.  Qualified health plan defined 

 (2) 1302.  Essential health benefits requirements 

 (3) 1303.  Special rules 

 (4) 1304.  Related definitions 

 (5) 1311.  Affordable choices of health benefit plans. 

 (6) 1312.  Consumer choice 

 (7) 1313.  Financial integrity. 
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 (8) 1321.  State flexibility in operation and enforcement of Exchanges and related 

requirements. 

(9) 1322.  Federal program to assist establishment and operation of nonprofit, member-

run health insurance issuers. 

(10) 1331.  State flexibility to establish Basic Health Programs for low-income 

individuals not eligible for Medicaid. 

(11) 1334.  Multi-State plans. 

(12) 1402.  Reduced cost-sharing for individuals enrolling in QHPs. 

(13) 1411.  Procedures for determining eligibility for Exchange participation, advance 

premium tax credits and reduced cost sharing, and individual responsibility exemptions. 

(14) 1412.  Advance determination and payment of premium tax credits and cost-sharing 

reductions. 

(15) 1413.  Streamlining of procedures for enrollment through an exchange and State 

Medicaid, CHIP, and health subsidy programs. 

 (b) Scope.  This part establishes minimum standards for the establishment of an 

Exchange, minimum Exchange functions, eligibility determinations, enrollment periods, 

minimum SHOP functions, certification of QHPs, and health plan quality improvement. 

§155.20  Definitions. 

The following definitions apply to this part: 

Advance payments of the premium tax credit means payment of the tax credits specified 

in section 36B of the Code (as added by section 1401 of the Affordable Care Act) which are 

provided on an advance basis to an eligible individual enrolled in a QHP through an Exchange in 

accordance with sections 1402 and 1412 of the Affordable Care Act.  
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Affordable Care Act means the Patient Protection and Affordable Care Act of 2010 (P.L. 

111-148), as amended by the Health Care and Education Reconciliation Act of 2010 (P.L. 111-

152). 

Agent or broker means a person or entity licensed by the State as an agent, broker or 

insurance producer.   

Annual open enrollment period means the period each year during which a qualified 

individual may enroll or change coverage in a QHP through the Exchange.  

Applicant means:  

(1) An individual who is seeking eligibility for him or herself through an application 

submitted to the Exchange or transmitted to the Exchange by an agency administering an 

insurance affordability program for at least one of the following:  

(i) Enrollment in a QHP through the Exchange; or 

(ii) Medicaid, CHIP, and the BHP, if applicable.  

(2) An employer or employee seeking eligibility for enrollment in a QHP through the 

SHOP, where applicable. 

Application filer means an applicant, an adult who is in the applicant’s household, as 

defined in 42 CFR 435.603(f), or family, as defined in section 36B(d)(1) of the Code, an 

authorized representative, or if the applicant is a minor or incapacitated, someone acting 

responsibly for an applicant. 

Benefit year means a calendar year for which a health plan provides coverage for health 

benefits. 

 Code means the Internal Revenue Code of 1986.   
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 Cost sharing means any expenditure required by or on behalf of an enrollee with respect 

to essential health benefits; such term includes deductibles, coinsurance, copayments, or similar 

charges, but excludes premiums, balance billing amounts for non-network providers, and 

spending for non-covered services. 

 Cost-sharing reductions means reductions in cost sharing for an eligible individual 

enrolled in a silver level plan in the Exchange or for an individual who is an Indian enrolled in a 

QHP in the Exchange.   

 Educated health care consumer has the meaning given the term in section 1304(e) of the 

Affordable Care Act.  

 Eligible employer-sponsored plan has the meaning given the term in section 5000A(f)(2) 

of the Code.    

 Employee has the meaning given to the term in section 2791 of the PHS Act. 

Employer has the meaning given to the term in section 2791 of the PHS Act, except that 

such term includes employers with one or more employees. All persons treated as a single 

employer under subsection (b), (c), (m), or (o) of section 414 of the Code are treated as one 

employer. 

Employer contributions means any financial contributions towards an employer 

sponsored health plan, or other eligible employer-sponsored benefit made by the employer 

including those made by salary reduction agreement that is excluded from gross income.   

 Enrollee means a qualified individual or qualified employee enrolled in a QHP.  

Exchange means a governmental agency or non-profit entity that meets the applicable 

standards of this part and makes QHPs available to qualified individuals and qualified 
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employers.  Unless otherwise identified, this term refers to State Exchanges, regional Exchanges, 

subsidiary Exchanges, and a Federally-facilitated Exchange. 

Exchange Blueprint means information submitted by a State, an Exchange, or a regional 

Exchange that sets forth how an Exchange established by a State or a regional Exchange meets 

the Exchange approval standards established in §155.105(b) and demonstrates operational 

readiness of an Exchange as described in §155.105(c)(2). 

 Exchange service area means the area in which the Exchange is certified to operate, in 

accordance with the standards specified in subpart B of this part. 

 Grandfathered health plan has the meaning given the term in §147.140. 

Group health plan has the meaning given to the term in §144.103.  

 Health insurance issuer or issuer has the meaning given to the term in §144.103.   

Health insurance coverage has the meaning given to the term in §144.103. 

Health plan has the meaning given to the term in section 1301(b)(1) of the Affordable 

Care Act.  

Individual market has the meaning given the term in section 1304(a)(2) of the Affordable 

Care Act. 

Initial open enrollment period means the period during which a qualified individual may 

enroll in coverage through the Exchange for coverage during the 2014 benefit year.  

Large employer means, in connection with a group health plan with respect to a calendar 

year and a plan year, an employer who employed an average of at least 101 employees on 

business days during the preceding calendar year and who employs at least 1 employee on the 

first day of the plan year.  In the case of plan years beginning before January 1, 2016, a State 

may elect to define large employer by substituting ‘‘51 employees’’ for ‘‘101 employees.’’ 
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 Lawfully present has the meaning given the term in §152.2. 

Minimum essential coverage has the meaning given in section 5000A(f) of the Code.  

Navigator means a private or public entity or individual that is qualified, and licensed, if 

appropriate, to engage in the activities and meet the standards described in §155.210. 

Plan year means a consecutive 12 month period during which a health plan provides 

coverage for health benefits.  A plan year may be a calendar year or otherwise.  

Plain language has the meaning given to the term in section 1311(e)(3)(B) of the 

Affordable Care Act.  

Qualified employee means an individual employed by a qualified employer who has been 

offered health insurance coverage by such qualified employer through the SHOP. 

Qualified employer means a small employer that elects to make, at a minimum, all full-

time employees of such employer eligible for one or more QHPs in the small group market 

offered through a SHOP.  Beginning in 2017, if a State allows large employers to purchase 

coverage through the SHOP, the term “qualified employer” shall include a large employer that 

elects to make all full-time employees of such employer eligible for one or more QHPs in the 

large group market offered through the SHOP.   

Qualified health plan or QHP means a health plan that has in effect a certification that it 

meets the standards described in subpart C of part 156 issued or recognized by each Exchange 

through which such plan is offered in accordance with the process described in subpart K of part 

155.  

Qualified health plan issuer or QHP issuer means a health insurance issuer that offers a 

QHP in accordance with a certification from an Exchange. 
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Qualified individual means, with respect to an Exchange, an individual who has been 

determined eligible to enroll through the Exchange in a QHP in the individual market. 

SHOP means a Small Business Health Options Program operated by an Exchange 

through which a qualified employer can provide its employees and their dependents with access 

to one or more QHPs. 

Small employer means, in connection with a group health plan with respect to a calendar 

year and a plan year, an employer who employed an average of at least 1 but not more than 100 

employees on business days during the preceding calendar year and who employs at least 1 

employee on the first day of the plan year.  In the case of plan years beginning before January 1, 

2016, a State may elect to define small employer by substituting ‘‘50 employees’’ for ‘‘100 

employees.” 

Small group market has the meaning given to the term in section 1304(a)(3) of the 

Affordable Care Act.  

Special enrollment period means a period during which a qualified individual or enrollee 

who experiences certain qualifying events may enroll in, or change enrollment in, a QHP through 

the Exchange outside of the initial and annual open enrollment periods. 

State means each of the 50 States and the District of Columbia. 

Subpart B – General Standards Related to the Establishment of an Exchange. 

§155.100 Establishment of a State Exchange. 

(a) General requirements. Each State may elect to establish an Exchange that facilitates 

the purchase of health insurance coverage in QHPs and provides for the establishment of a 

SHOP. 
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(b) Eligible Exchange entities. The Exchange must be a governmental agency or non-

profit entity established by a State, consistent with §155.110. 

§155.105 Approval of a State Exchange. 

(a) State Exchange approval requirement. Each State Exchange must be approved by 

HHS by no later than January 1, 2013 to offer QHPs on January 1, 2014, and thereafter required 

in accordance with §155.106. HHS may consult with other Federal Government agencies in 

determining whether to approve an Exchange.  

(b) State Exchange approval standards. HHS will approve the operation of an Exchange 

established by a State provided that it meets the following standards:  

(1) The Exchange is able to carry out the required functions of an Exchange consistent 

with subparts C, D, E, H, and K of this part;  

(2) The Exchange is capable of carrying out the information reporting requirements in 

accordance with section 36B of the Code; 

(3) The entire geographic area of the State is in the service area of an Exchange, or 

multiple Exchanges consistent with §155.140(b).  

(c) State Exchange approval process. In order to have its Exchange approved, a State 

must: 

(1) Elect to establish an Exchange by submitting, in a form and manner specified by 

HHS, an Exchange Blueprint that sets forth how the Exchange meets the standards outlined in 

paragraph (b) of this section; and 

(2) Demonstrate operational readiness to execute its Exchange Blueprint through a 

readiness assessment conducted by HHS.  
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(d) State Exchange approval. Each Exchange must receive written approval or 

conditional approval of its Exchange Blueprint and its performance under the operational 

readiness assessment consistent with paragraph (c) of this section in order to be considered an 

approved Exchange. 

(e) Significant changes to Exchange Blueprint. The State must notify HHS in writing 

before making a significant change to its Exchange Blueprint; no significant change to an 

Exchange Blueprint may be effective until it is approved by HHS in writing or 60 days after 

HHS receipt of a completed request. For good cause, HHS may extend the review period by an 

additional 30 days to a total of 90 days. HHS may deny a request for a significant change to an 

Exchange Blueprint within the review period. 

(f) HHS operation of an Exchange. If a State is not an electing State under §155.100(a) or 

an electing State does not have an approved or conditionally approved Exchange by January 1, 

2013, HHS must (directly or through agreement with a not-for-profit entity) establish and operate 

such Exchange within the State.  In the case of a Federally-facilitated Exchange, the 

requirements in §155.130 and subparts C, D, E, H, and K of this part will apply. 

§155.106 Election to operate an Exchange after 2014. 

(a) Election to operate an Exchange after 2014. A State electing to seek approval of its 

Exchange later than January 1, 2013 must:  

(1) Comply with the State Exchange approval requirements and process set forth in 

§155.105; 

(2) Have in effect an approved, or conditionally approved, Exchange Blueprint and 

operational readiness assessment at least 12 months prior to the Exchange’s first effective date of 

coverage; and 
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(3) Develop a plan jointly with HHS to facilitate the transition from a Federally-

facilitated Exchange to a State Exchange. 

(b) Transition process for State Exchanges that cease operations. A State that ceases 

operations of its Exchange after January 1, 2014 must:   

(1) Notify HHS that it will no longer operate an Exchange at least 12 months prior to 

ceasing operations; and 

(2) Coordinate with HHS on a transition plan to be developed jointly between HHS and 

the State.  

§155.110 Entities eligible to carry out Exchange functions. 

(a) Eligible contracting entities. The State may elect to authorize an Exchange established 

by the State to enter into an agreement with an eligible entity to carry out one or more 

responsibilities of the Exchange. Eligible entities are:   

(1) An entity: 

(i) Incorporated under, and subject to the laws of, one or more States; 

(ii) That has demonstrated experience on a State or regional basis in the individual and 

small group health insurance markets and in benefits coverage; and 

(iii) Is not a health insurance issuer or treated as a health insurance issuer under 

subsection (a) or (b) of section 52 of the Code of 1986 as a member of the same controlled group 

of corporations (or under common control with) as a health insurance issuer; or 

(2) The State Medicaid agency, or any other State agency that meets the qualifications of 

paragraph (a)(1) of this section.   
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(b) Responsibility. To the extent that an Exchange establishes such agreements, the 

Exchange remains responsible for ensuring that all Federal requirements related to contracted 

functions are met.   

(c) Governing board structure. If the Exchange is an independent State agency or a non-

profit entity established by the State, the State must ensure that the Exchange has in place a 

clearly-defined governing board that:   

(1) Is administered under a formal, publicly-adopted operating charter or by-laws;  

(2) Holds regular public governing board meetings that are announced in advance; 

(3) Represents consumer interests by ensuring that overall governing board membership: 

(i) Includes at least one voting member who is a consumer representative; 

(ii) Is not made up of a majority of voting representatives with a conflict of interest, 

including representatives of health insurance issuers or agents or brokers, or any other individual 

licensed to sell health insurance; and 

(4) Ensures that a majority of the voting members on its governing board have relevant 

experience in health benefits administration, health care finance, health plan purchasing, health 

care delivery system administration, public health, or health policy issues related to the small 

group and individual markets and the uninsured. 

(d) Governance principles.  (1) The Exchange must have in place and make publicly 

available a set of guiding governance principles that include ethics, conflict of interest standards, 

accountability and transparency standards, and disclosure of financial interest.   

(2) The Exchange must implement procedures for disclosure of financial interests by 

members of the Exchange board or governance structure. 

1130



  521 

(e) SHOP independent governance. (1) A State may elect to create an independent 

governance and administrative structure for the SHOP, consistent with this section, if the State 

ensures that the SHOP coordinates and shares relevant information with the Exchange operating 

in the same service area. 

(2) If a State chooses to operate its Exchange and SHOP under a single governance or 

administrative structure, it must ensure that the Exchange has adequate resources to assist 

individuals and small employers in the Exchange. 

(f) HHS review. HHS may periodically review the accountability structure and 

governance principles of a State Exchange. 

§155.120 Non-interference with Federal law and non-discrimination standards. 

 (a) Non-interference with Federal law.  An Exchange must not establish rules that 

conflict with or prevent the application of regulations promulgated by HHS under subtitle D of 

title I of the Affordable Care Act.  

 (b) Non-interference with State law.  Nothing in parts 155, 156, or 157 of this subchapter 

shall be construed to preempt any State law that does not prevent the application of the 

provisions of title I of the Affordable Care Act.  

 (c) Non-discrimination. In carrying out the requirements of this part, the State and the 

Exchange must: 

(1) Comply with applicable non-discrimination statutes; and 

(2) Not discriminate based on race, color, national origin, disability, age, sex, gender 

identity or sexual orientation.   

§155.130 Stakeholder consultation. 
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The Exchange must regularly consult on an ongoing basis with the following 

stakeholders: 

(a) Educated health care consumers who are enrollees in QHPs; 

 (b) Individuals and entities with experience in facilitating enrollment in health coverage; 

 (c) Advocates for enrolling hard to reach populations, which include individuals with 

mental health or substance abuse disorders; 

 (d) Small businesses and self-employed individuals; 

(e) State Medicaid and CHIP agencies; 

(f) Federally-recognized Tribes, as defined in the Federally Recognized Indian Tribe List 

Act of 1994, 25 USC 479a, that are located within such Exchange’s geographic area; 

(g) Public health experts; 

(h) Health care providers; 

(i) Large employers;  

(j) Health insurance issuers; and 

(k) Agents and brokers. 

§155.140 Establishment of a regional Exchange or subsidiary Exchange.   

(a) Regional Exchange. A State may participate in a regional Exchange if: 

(1) The Exchange spans two or more States, regardless of whether the States are 

contiguous; and 

(2) The regional Exchange submits a single Exchange Blueprint and is approved to 

operate consistent with §155.105(c). 

(b) Subsidiary Exchange. A State may establish one or more subsidiary Exchanges within 

the State if: 
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 (1) Each such Exchange serves a geographically distinct area; and 

(2) The area served by each subsidiary Exchange is at least as large as a rating area 

described in section 2701(a) of the PHS Act. 

 (c) Exchange standards. Each regional or subsidiary Exchange must: 

 (1) Otherwise meet the requirements of an Exchange consistent with this part; and  

 (2) Meet the following standards for SHOP: 

 (i) Perform the functions of a SHOP for its service area in accordance with subpart H of 

this part; and 

 (ii) If a State elects to operate its individual market Exchange and SHOP under two 

governance or administrative structures as described in §155.110(e), the SHOP must encompass 

a geographic area that matches the geographic area of the regional or subsidiary Exchange. 

§155.150 Transition process for existing State health insurance exchanges. 

(a) Presumption. Unless an exchange is determined to be non-compliant through the 

process in paragraph (b) of this section, HHS will otherwise presume that an existing State 

exchange meets the standards under this part if: 

(1) The exchange was in operation prior to January 1, 2010; and 

(2) The State has insured a percentage of its population not less than the percentage of the 

population projected to be covered nationally after the implementation of the Affordable Care 

Act, according to the Congressional Budget Office estimates for projected coverage in 2016 that 

were published on March 30, 2011. 

 (b) Process for determining non-compliance. Any State described in paragraph (a) of this 

section must work with HHS to identify areas of non-compliance with the standards under this 

part.  
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§155.160 Financial support for continued operations. 

(a) Definition. For purposes of this section, participating issuers has the meaning 

provided in §156.50. 

(b) Funding for ongoing operations. A State must ensure that its Exchange has sufficient 

funding in order to support its ongoing operations beginning January 1, 2015, as follows:  

(1) States may generate funding, such as through user fees on participating issuers, for 

Exchange operations; and 

(2) No Federal grants under section 1311 of the Affordable Care Act will be awarded for 

State Exchange establishment after January 1, 2015. 

Subpart C – General Functions of an Exchange 

§155.200 Functions of an Exchange. 

(a) General requirements. The Exchange must perform the minimum functions described 

in this subpart and in subparts D, E, H, and K of this part.  

(b) Certificates of exemption. The Exchange must issue certificates of exemption 

consistent with sections 1311(d)(4)(H) and 1411 of the Affordable Care Act. 

(c) Oversight and financial integrity. The Exchange must perform required functions 

related to oversight and financial integrity requirements in accordance with section 1313 of the 

Affordable Care Act. 

(d) Quality activities. The Exchange must evaluate quality improvement strategies and 

oversee implementation of enrollee satisfaction surveys, assessment and ratings of health care 

quality and outcomes, information disclosures, and data reporting in accordance with sections 

1311(c)(1), 1311(c)(3), and 1311(c)(4) of the Affordable Care Act. 
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(e)  Clarification. In carrying out its responsibilities under this subpart, an Exchange is 

not operating on behalf of a QHP. 

§155.205 Consumer assistance tools and programs of an Exchange. 

(a) Call center. The Exchange must provide for operation of a toll-free call center that 

addresses the needs of consumers requesting assistance and meets the requirements outlined in 

paragraphs (c)(1), (c)(2)(i), and (c)(3) of this section. 

 (b) Internet Web site. The Exchange must maintain an up-to-date Internet Web site that 

meets the requirements outlined in paragraph (c) of this section and:  

(1) Provides standardized comparative information on each available QHP, including at a 

minimum: 

(i) Premium and cost-sharing information; 

(ii) The summary of benefits and coverage established under section 2715 of the PHS 

Act;   

(iii) Identification of whether the QHP is a bronze, silver, gold, or  platinum level plan as 

defined by section 1302(d) of the Affordable Care Act, or a catastrophic plan as defined by 

section 1302(e) of the Affordable Care Act;  

(iv) The results of the enrollee satisfaction survey, as described in section 1311(c)(4) of 

the Affordable Care Act; 

(v) Quality ratings assigned in accordance with section 1311(c)(3) of the Affordable Care 

Act; 

(vi) Medical loss ratio information as reported to HHS in accordance with 45 CFR part 

158;  
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(vii) Transparency of coverage measures reported to the Exchange during certification in 

accordance with §155.1040; and 

(viii) The provider directory made available to the Exchange in accordance with 

§156.230. 

(2) Publishes the following financial information: 

(i) The average costs of licensing required by the Exchange; 

(ii) Any regulatory fees required by the Exchange;  

(iii) Any payments required by the Exchange in addition to fees under paragraphs 

(b)(2)(i) and (ii) of this section; 

(iv) Administrative costs of such Exchange; and 

(v) Monies lost to waste, fraud, and abuse. 

(3) Provides applicants with information about Navigators as described in §155.210 and 

other consumer assistance services, including the toll-free telephone number of the Exchange 

call center required in paragraph (a) of this section. 

(4) Allows for an eligibility determination to be made in accordance with subpart D of 

this part. 

 (5) Allows a qualified individual to select a QHP in accordance with subpart E of this 

part.   

 (6) Makes available by electronic means a calculator to facilitate the comparison of 

available QHPs after the application of any advance payments of the premium tax credit and any 

cost-sharing reductions. 

 (c) Accessibility. Information must be provided to applicants and enrollees in plain 

language and in a manner that is accessible and timely to--  
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 (1) Individuals living with disabilities including accessible Web sites and the provision of 

auxiliary aids and services at no cost to the individual in accordance with the Americans with 

Disabilities Act and section 504 of the Rehabilitation Act.  

 (2) Individuals who are limited English proficient through the provision of language 

services at no cost to the individual, including  

 (i) Oral interpretation; 

 (ii) Written translations; and 

 (iii) Taglines in non-English languages indicating the availability of language services. 

  (3) Inform individuals of the availability of the services described in paragraphs (c)(1) 

and (2) of this section and how to access such services.   

 (d) Consumer assistance. The Exchange must have a consumer assistance function that 

meets the standards in paragraph (c) of this section, including the Navigator program described 

in §155.210, and must refer consumers to consumer assistance programs in the State when 

available and appropriate. 

(e) Outreach and education. The Exchange must conduct outreach and education 

activities that meet the standards in paragraph (c) of this section to educate consumers about the 

Exchange and insurance affordability programs to encourage participation. 

§155.210 Navigator program standards. 

(a) General Requirements. The Exchange must establish a Navigator program consistent 

with this section through which it awards grants to eligible public or private entities or 

individuals described in paragraph (c) of this section.   

(b) Standards. The Exchange must develop and publicly disseminate –  
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(1) A set of standards, to be met by all entities and individuals to be awarded Navigator 

grants, designed to prevent, minimize and mitigate any conflicts of interest, financial or 

otherwise, that may exist for an entity or individuals to be awarded a Navigator grant and to 

ensure that all entities and individuals carrying out Navigator functions have appropriate 

integrity; and 

(2) A set of training standards, to be met by all entities and individuals carrying out 

Navigator functions under the terms of a Navigator grant, to ensure expertise in: 

(i) The needs of underserved and vulnerable populations;  

(ii) Eligibility and enrollment rules and procedures;  

(iii) The range of QHP options and insurance affordability programs; and, 

(iv) The privacy and security standards applicable under §155.260.  

(c) Entities and individuals eligible to be a Navigator.  (1) To receive a Navigator grant, 

an entity or individual must – 

(i) Be capable of carrying out at least those duties described in paragraph (e) of this 

section; 

(ii) Demonstrate to the Exchange that the entity has existing relationships, or could 

readily establish relationships, with employers and employees, consumers (including uninsured 

and underinsured consumers), or self-employed individuals likely to be eligible for enrollment in 

a QHP;  

(iii) Meet any licensing, certification or other standards prescribed by the State or 

Exchange, if applicable;  

(iv) Not have a conflict of interest during the term as Navigator; and, 
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(v) Comply with the privacy and security standards adopted by the Exchange as required 

in accordance with §155.260.  

(2) The Exchange must include an entity as described in paragraph (c)(2)(i) of this 

section and an entity from at least one of the other following categories for receipt of a Navigator 

grant:  

(i) Community and consumer-focused nonprofit groups; 

(ii) Trade, industry, and professional associations;  

(iii) Commercial fishing industry organizations, ranching and farming organizations; 

(iv) Chambers of commerce;  

(v) Unions; 

(vi) Resource partners of the Small Business Administration; 

(vii) Licensed agents and brokers; and  

(viii) Other public or private entities or individuals that meet the requirements of this 

section. Other entities may include but are not limited to Indian tribes, tribal organizations, urban 

Indian organizations, and State or local human service agencies.    

(d) Prohibition on Navigator conduct. The Exchange must ensure that a Navigator must 

not – 

(1) Be a health insurance issuer;  

(2) Be a subsidiary of a health insurance issuer;  

(3) Be an association that includes members of, or lobbies on behalf of, the insurance 

industry; or, 

(4) Receive any consideration directly or indirectly from any health insurance issuer in 

connection with the enrollment of any individuals or employees in a QHP or a non-QHP.   
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(e) Duties of a Navigator. An entity that serves as a Navigator must carry out at least the 

following duties:  

(1) Maintain expertise in eligibility, enrollment, and program specifications and conduct 

public education activities to raise awareness about the Exchange; 

(2) Provide information and services in a fair, accurate and impartial manner. Such 

information must acknowledge other health programs; 

(3) Facilitate selection of a QHP; 

(4) Provide referrals to any applicable office of health insurance consumer assistance or 

health insurance ombudsman established under section 2793 of the PHS Act, or any other 

appropriate State agency or agencies, for any enrollee with a grievance, complaint, or question 

regarding their health plan, coverage, or a determination under such plan or coverage; and 

(5) Provide information in a manner that is culturally and linguistically appropriate to the 

needs of the population being served by the Exchange, including individuals with limited English 

proficiency, and ensure accessibility and usability of Navigator tools and functions for 

individuals with disabilities in accordance with the Americans with Disabilities Act and section 

504 of the Rehabilitation Act. 

(f) Funding for Navigator grants. Funding for Navigator grants may not be from Federal 

funds received by the State to establish the Exchange. 

§155.220 Ability of States to permit agents and brokers to assist qualified individuals, 

qualified employers, or qualified employees enrolling in QHPs.   

(a) General rule. A State may permit agents and brokers to – 

(1) Enroll individuals, employers or employees in any QHP in the individual or small 

group market as soon as the QHP is offered through an Exchange in the State;  
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(2) Subject to paragraphs (c), (d), and (e) of this section, enroll qualified individuals in a 

QHP in a manner that constitutes enrollment through the Exchange; and  

(3) Subject to paragraphs (d) and (e) of this section, assist individuals in applying for 

advance payments of the premium tax credit and cost-sharing reductions for QHPs. 

(b) Web site disclosure. The Exchange may elect to provide information regarding 

licensed agents and brokers on its website for the convenience of consumers seeking insurance 

through that Exchange. 

(c) Enrollment through the Exchange.  A qualified individual may be enrolled in a QHP 

through the Exchange with the assistance of an agent or broker if — 

(1) The agent or broker ensures the applicant’s completion of an eligibility verification 

and enrollment application through the Exchange Web site as described in §155.405; 

(2) The Exchange transmits enrollment information to the QHP issuer as provided in 

§155.400(a) to allow the issuer to effectuate enrollment of qualified individuals in the QHP.   

(3) When an Internet website of the agent or broker is used to complete the QHP 

selection, at a minimum the Internet Web site must: 

(i) Meet all standards for disclosure and display of QHP information contained in 

§155.205(b)(1) and (c); 

(ii) Provide consumers the ability to view all QHPs offered through the Exchange; 

(iii) Not provide financial incentives, such as rebates or giveaways;  

(iv) Display all QHP data provided by the Exchange; 

(v) Maintain audit trails and records in an electronic format for a minimum of ten years; 

and 
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(vi) Provide consumers with the ability to withdraw from the process and use the 

Exchange Web site described in §155.205(b) instead at any time.  

(d) Agreement. An agent or broker that enrolls qualified individuals in a QHP in a 

manner that constitutes enrollment through the Exchange or assists individuals in applying for 

advance payments of the premium tax credit and cost-sharing reductions for QHPs must comply 

with the terms of an agreement between the agent or broker and the Exchange under which the 

agent or broker at least: 

(1) Registers with the Exchange in advance of assisting qualified individuals enrolling in 

QHPs through the Exchange; 

(2) Receives training in the range of QHP options and insurance affordability programs; 

and 

(3) Complies with the Exchange’s privacy and security standards adopted consistent with 

§155.260. 

(e) Compliance with State law. An agent or broker that enrolls qualified individuals in a 

QHP in a manner that constitutes enrollment through the Exchange or assists individuals in 

applying for advance payments of the premium tax credit and cost-sharing reductions for QHPs 

must comply with applicable State law related to agents and brokers, including applicable State 

law related to confidentiality and conflicts of interest. 

§155.230 General standards for Exchange notices.  

(a) General requirement. Any notice required to be sent by an Exchange to applicants, 

qualified individuals, qualified employees, qualified employers, and enrollees must be written 

and include: 

(1) Contact information for available customer service resources; 
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(2) An explanation of appeal rights, if applicable; and 

(3) A citation to or identification of the specific regulation supporting the action, 

including the reason for the intended action.  

(b) Accessibility and readability requirements. All applications, forms, and notices, 

including the single, streamlined application described in §155.405 and notice of annual 

redetermination described in §155.335(c), must conform to the standards outlined in 

§155.205(c).  

(c) Re-evaluation of appropriateness and usability. The Exchange must re-evaluate the 

appropriateness and usability of applications, forms, and notices. 

§155.240 Payment of premiums. 

(a) Payment by individuals. The Exchange must allow a qualified individual to pay any 

applicable premium owed by such individual directly to the QHP issuer.   

             (b) Payment by tribes, tribal organizations, and urban Indian organizations. The 

Exchange may permit Indian tribes, tribal organizations and urban Indian organizations to pay 

aggregated QHP premiums on behalf of qualified individuals, including aggregated payment, 

subject to terms and conditions determined by the Exchange.  

 (c) Payment facilitation. The Exchange may establish a process to facilitate through 

electronic means the collection and payment of premiums to QHP issuers. 

(d) Required standards. In conducting an electronic transaction with a QHP issuer that 

involves the payment of premiums or an electronic funds transfer, the Exchange must comply 

with the privacy and security standards adopted in accordance with §155.260 and use the 

standards and operating rules referenced in §155.270.  

§155.260 Privacy and security of personally identifiable information. 
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(a) Creation, collection, use and disclosure.  (1) Where the Exchange creates or collects 

personally identifiable information for the purposes of determining eligibility for enrollment in a 

qualified health plan; determining eligibility for other insurance affordability programs, as 

defined in 155.20; or determining eligibility for exemptions from the individual responsibility 

provisions in section 5000A of the Code, the Exchange may only use or disclose such personally 

identifiable information to the extent such information is necessary to carry out the functions 

described in §155.200 of this subpart.   

(2) The Exchange may not create, collect, use, or disclose personally identifiable 

information while the Exchange is fulfilling its responsibilities in accordance with §155.200 of 

this subpart unless the creation, collection, use, or disclosure is consistent with this section. 

(3) The Exchange must establish and implement privacy and security standards that are 

consistent with the following principles: 

(i) Individual access. Individuals should be provided with a simple and timely means to 

access and obtain their personally identifiable health information in a readable form and format; 

(ii) Correction. Individuals should be provided with a timely means to dispute the 

accuracy or integrity of their personally identifiable health information and to have erroneous 

information corrected or to have a dispute documented if their requests are denied; 

(iii) Openness and transparency. There should be openness and transparency about 

policies, procedures, and technologies that directly affect individuals and/or their personally 

identifiable health information; 

(iv) Individual choice. Individuals should be provided a reasonable opportunity and 

capability to make informed decisions about the collection, use, and disclosure of their 

personally identifiable health information; 
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(v) Collection, use, and disclosure limitations. Personally identifiable health information 

should be created, collected, used, and/or disclosed only to the extent necessary to accomplish a 

specified purpose(s) and never to discriminate inappropriately; 

(vi) Data quality and integrity. Persons and entities should take reasonable steps to ensure 

that personally identifiable health information is complete, accurate, and up-to-date to the extent 

necessary for the person’s or entity’s intended purposes and has not been altered or destroyed in 

an unauthorized manner; 

(vii) Safeguards. Personally identifiable health information should be protected with 

reasonable operational, administrative, technical, and physical safeguards to ensure its 

confidentiality, integrity, and availability and to prevent unauthorized or inappropriate access, 

use, or disclosure; and, 

(viii) Accountability. These principles should be implemented, and adherence assured, 

through appropriate monitoring and other means and methods should be in place to report and 

mitigate non-adherence and breaches.   

(4) For the purposes of implementing the principle described in paragraph (a)(3)(vii) of 

this section, the Exchange must establish and implement operational, technical, administrative 

and physical safeguards that are consistent with any applicable laws (including this section) to 

ensure— 

(i) The confidentiality, integrity, and availability of personally identifiable information 

created, collected, used, and/or disclosed by the Exchange;  

(ii) Personally identifiable information is only used by or disclosed to those authorized to 

receive or view it; 
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(iii) Return information, as such term is defined by section 6103(b)(2) of the Code, is 

kept confidential under section 6103 of the Code; 

(iv) Personally identifiable information is protected against any reasonably anticipated 

threats or hazards to the confidentiality, integrity, and availability of such information;  

(v) Personally identifiable information is protected against any reasonably anticipated 

uses or disclosures of such information that are not permitted or required by law; and 

(vi) Personally identifiable information is securely destroyed or disposed of in an 

appropriate and reasonable manner and in accordance with retention schedules;  

(5) The Exchange must monitor, periodically assess, and update the security controls and 

related system risks to ensure the continued effectiveness of those controls. 

(6) The Exchange must develop and utilize secure electronic interfaces when sharing 

personally identifiable information electronically. 

(b) Application to non-Exchange entities. Except for tax return information, which is 

governed by section 6103 of the Code, when collection, use or disclosure is not otherwise 

required by law, an Exchange must require the same or more stringent privacy and security 

standards (as §155.260(a)) as a condition of contract or agreement with individuals or entities, 

such as Navigators, agents, and brokers, that: 

(1) Gain access to personally identifiable information submitted to an Exchange; or 

(2) Collect, use or disclose personally identifiable information gathered directly from 

applicants, qualified individuals, or enrollees while that individual or entity is performing the 

functions outlined in the agreement with the Exchange. 

1146



  537 

(c) Workforce compliance. The Exchange must ensure its workforce complies with the 

policies and procedures developed and implemented by the Exchange to comply with this 

section. 

(d) Written policies and procedures. Policies and procedures regarding the collection, use, 

and disclosure of personally identifiable information must, at minimum: 

(1) Be in writing, and available to the Secretary of HHS upon request; and 

(2) Identify applicable law governing collection, use, and disclosure of personally 

identifiable information. 

(e) Data sharing. Data matching and sharing arrangements that facilitate the sharing of 

personally identifiable information between the Exchange and agencies administering Medicaid, 

CHIP or the BHP for the exchange of eligibility information must:  

(1) Meet any applicable requirements described in this section; 

(2) Meet any applicable requirements described in section 1413(c)(1) and (c)(2) of the 

Affordable Care Act;  

(3) Be equal to or more stringent than the requirements for Medicaid programs under 

section 1942 of the Act; and 

(4) For those matching agreements that meet the definition of “matching program” under 

5 USC 552a(a)(8), comply with 5 USC 552a(o). 

 (f) Compliance with the Code. Return information, as defined in section 6103(b)(2) of 

the Code,  must be kept confidential and disclosed, used, and maintained  only in accordance 

with section 6103 of the Code. 

(g) Improper use and disclosure of information. Any person who knowingly and willfully 

uses or discloses information in violation of section 1411(g) of the Affordable Care Act will be 
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subject to a civil penalty of not more than $25,000 per person or entity, per use or disclosure, in 

addition to other penalties that may be prescribed by law. 

 

§155.270 Use of standards and protocols for electronic transactions. 

(a) HIPAA administrative simplification. To the extent that the Exchange performs 

electronic transactions with a covered entity, the Exchange must use standards, implementation 

specifications, operating rules, and code sets adopted by the Secretary in 45 CFR parts 160 and 

162. 

(b) HIT enrollment standards and protocols. The Exchange must incorporate 

interoperable and secure standards and protocols developed by the Secretary in accordance with 

section 3021 of the PHS Act. Such standards and protocols must be incorporated within 

Exchange information technology systems. 

Subpart D – Exchange Functions in the Individual Market: Eligibility Determinations for 

Exchange Participation and Insurance Affordability Programs 

§155.300 Definitions and general standards for eligibility determinations. 

(a) Definitions.  In addition to those definitions in §155.20, for purposes of this subpart, 

the following terms have the following meaning:  

Adoption taxpayer identification number has the same meaning as it does in 26 CFR 

301.6109-3(a).  

Applicable Children’s Health Insurance Program (CHIP) MAGI-based income standard 

means the applicable income standard as defined at 42 CFR 457.310(b)(1), as applied under the 

State plan adopted in accordance with title XXI of the Act, or waiver of such plan and as 
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certified by the State CHIP Agency in accordance with 42 CFR 457.348(d), for determining 

eligibility for child health assistance and enrollment in a separate child health program. 

Applicable Medicaid modified adjusted gross income (MAGI)-based income standard 

has the same meaning as “applicable modified adjusted gross income standard,” as defined at 42 

CFR 435.911(b), as applied under the State plan adopted in accordance with title XIX of the Act, 

or waiver of such plan, and as certified by the State Medicaid agency in accordance with 42 CFR 

435.1200(b)(2) for determining eligibility for Medicaid. 

Federal poverty level or FPL means the most recently published Federal poverty level, 

updated periodically in the Federal Register by the Secretary of Health and Human Services 

under the authority of 42 USC 9902(2), as of the first day of the annual open enrollment period 

for coverage in a QHP through the Exchange, as specified in §155.410. 

Indian means any individual as defined in section 4(d) of the Indian Self-Determination 

and Education Assistance Act (P. L. 93-638). 

Insurance affordability program has the same meaning as “insurance affordability 

program,” as specified in 42 CFR 435.4. 

MAGI-based income has the same meaning as it does in 42 CFR 435.603(e). 

Minimum value, when used to describe coverage in an eligible employer-sponsored plan, 

means that the plan meets the requirements with respect to coverage of the total allowed costs of 

benefits set forth in section 36B(c)(2)(C)(ii) of the Code. 

Modified Adjusted Gross Income (MAGI) has the same meaning as it does in section 

36B(d)(2)(B) of the Code. 

Non-citizen means an individual who is not a citizen or national of the United States, in 

accordance with section 101(a)(3) of the Immigration and Nationality Act. 
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Qualifying coverage in an eligible employer-sponsored plan means coverage in an 

eligible employer-sponsored plan that meets the affordability and minimum value standards 

specified in section 36B(c)(2)(C) of the Code. 

State CHIP Agency means the agency that administers a separate child health program 

established by the State under title XXI of the Act in accordance with implementing regulations 

at 42 CFR 457. 

State Medicaid Agency means the agency established or designated by the State under 

title XIX of the Act that administers the Medicaid program in accordance with implementing 

regulations at 42 CFR parts 430 through 456. 

Tax dependent has the same meaning as the term dependent under section 152 of the 

Code. 

Tax filer means an individual, or a married couple, who indicates that he, she or they 

expects – 

(1) To file an income tax return for the benefit year, in accordance with 26 USC 6011, 

6012, and implementing regulations; 

(2) If married (within the meaning of 26 CFR 1.7703-1), to file a joint tax return for the 

benefit year;  

(3) That no other taxpayer will be able to claim him, her or them as a tax dependent for 

the benefit year; and 

(4) That he, she, or they expects to claim a personal exemption deduction under section 

151 of the Code on his or her tax return for one or more applicants, who may or may not include 

himself or herself and his or her spouse. 
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(b) Medicaid and CHIP.  In general, references to Medicaid and CHIP regulations in this 

subpart refer to those regulations as implemented in accordance with rules and procedures which 

are the same as those applied by the State Medicaid or State CHIP agency or approved by such 

agency in the agreement described in §155.345(a). 

(c) Attestation.  (1) Except as specified in paragraph (c)(2) of this section, for the 

purposes of this subpart, an attestation may be made by the application filer. 

(2) The attestations specified in §155.310(d)(2)(ii) and §155.315(f)(4)(ii) must be 

provided by the tax filer. 

(d) Reasonably compatible. For purposes of this subpart, the Exchange must consider 

information obtained through electronic data sources, other information provided by the 

applicant, or other information in the records of the Exchange to be reasonably compatible with 

an applicant’s attestation if the difference or discrepancy does not impact the eligibility of the 

applicant, including the amount of advance payments of the premium tax credit or category of 

cost-sharing reductions. 

§155.302 Options for conducting eligibility determinations. 

(a) Options for conducting eligibility determinations.  The Exchange may satisfy the 

requirements of this subpart— 

(1) Directly or through contracting arrangements in accordance with §155.110(a); or 

(2) Through a combination of the approach described in paragraph (a)(1) of this section 

and one or both of the options described in paragraph (b) or (c) of this section, subject to the 

standards in paragraph (d) of this section. 
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(b) Medicaid and CHIP.  Notwithstanding the requirements of this subpart, the Exchange 

may conduct an assessment of eligibility for Medicaid and CHIP, rather than an eligibility 

determination for Medicaid and CHIP, provided that – 

(1) The Exchange makes such an assessment based on the applicable Medicaid and CHIP 

MAGI-based income standards and citizenship and immigration status, using verification rules 

and procedures consistent with 42 CFR parts 435 and 457, without regard to how such standards 

are implemented by the State Medicaid and CHIP agencies.  

(2) Notices and other activities required in connection with an eligibility determination 

for Medicaid or CHIP are performed by the Exchange consistent with the standards identified in 

this subpart or the State Medicaid or CHIP agency consistent with applicable law. 

(3) Applicants found potentially eligible for Medicaid or CHIP. When the Exchange 

assesses an applicant as potentially eligible for Medicaid or CHIP consistent with the standards 

in subparagraph (b)(1) of this section, the Exchange transmits all information provided as a part 

of the application, update, or renewal that initiated the assessment, and any information obtained 

or verified by the Exchange to the State Medicaid agency or CHIP agency via secure electronic 

interface, promptly and without undue delay. 

(4) Applicants not found potentially eligible for Medicaid and CHIP.  (i) If the Exchange 

conducts an assessment in accordance with paragraph (b) of this section and finds that an 

applicant is not potentially eligible for Medicaid or CHIP based on the applicable Medicaid and 

CHIP MAGI-based income standards, the Exchange must consider the applicant as ineligible for 

Medicaid and CHIP for purposes of determining eligibility for advance payments of the premium 

tax credit and cost-sharing reductions and must notify such applicant, and provide him or her 

with the opportunity to – 
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(A) Withdraw his or her application for Medicaid and CHIP; or 

(B) Request a full determination of eligibility for Medicaid and CHIP by the applicable 

State Medicaid and CHIP agencies. 

(ii) To the extent that an applicant described in paragraph (b)(4)(i) of this section requests 

a full determination of eligibility for Medicaid and CHIP, the Exchange must – 

(A) Transmit all information provided as a part of the application, update, or renewal that 

initiated the assessment, and any information obtained or verified by the Exchange to the State 

Medicaid agency and CHIP agency via secure electronic interface, promptly and without undue 

delay; and 

(B) Consider such an applicant as ineligible for Medicaid and CHIP for purposes of 

determining eligibility for advance payments of the premium tax credit and cost-sharing 

reductions until the State Medicaid or CHIP agency notifies the Exchange that the applicant is 

eligible for Medicaid or CHIP. 

(5) The Exchange adheres to the eligibility determination for Medicaid or CHIP made by 

the State Medicaid or CHIP agency;  

(6) The Exchange and the State Medicaid and CHIP agencies enter into an agreement 

specifying their respective responsibilities in connection with eligibility determinations for 

Medicaid and CHIP. 

 (c) Advance payments of the premium tax credit and cost-sharing reductions. 

Notwithstanding the requirements of this subpart, the Exchange may implement a determination 

of eligibility for advance payments of the premium tax credit and cost-sharing reductions made 

by HHS, provided that – 
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 (1) Verifications, notices, and other activities required in connection with an eligibility 

determination for advance payments of the premium tax credit and cost-sharing reductions are 

performed by the Exchange in accordance with the standards identified in this subpart or by HHS  

in accordance with the agreement described in paragraph (c)(4) of this section;  

(2) The Exchange transmits all information provided as a part of the application, update, 

or renewal that initiated the eligibility determination, and any information obtained or verified by 

the Exchange, to HHS via secure electronic interface, promptly and without undue delay; 

(3) The Exchange adheres to the eligibility determination for advance payments of the 

premium tax credit and cost-sharing reductions made by HHS; and 

(4) The Exchange and HHS enter into an agreement specifying their respective 

responsibilities in connection with eligibility determinations for advance payments of the 

premium tax credit and cost-sharing reductions. 

 (d) Standards. To the extent that assessments of eligibility for Medicaid and CHIP based 

on MAGI or eligibility determinations for advance payments of the premium tax credit and cost-

sharing reductions are made in accordance with paragraphs (b) or (c) of this section, the 

Exchange must ensure that – 

(1) Eligibility processes for all insurance affordability programs are streamlined and 

coordinated across HHS, the Exchange, the State Medicaid agency, and the State CHIP agency, 

as applicable;  

(2) Such arrangement does not increase administrative costs and burdens on applicants, 

enrollees, beneficiaries, or application filers, or increase delay; and 
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(3) Applicable requirements under 45 CFR 155.260, 155.270, and 155.315(i), and section 

6103 of the Code with respect to the confidentiality, disclosure, maintenance, and use of 

information are met. 

§155.305 Eligibility standards.   

(a) Eligibility for enrollment in a QHP through the Exchange.  The Exchange must 

determine an applicant eligible for enrollment in a QHP through the Exchange if he or she meets 

the following requirements:  

(1) Citizenship, status as a national, or lawful presence.  Is a citizen or national of the 

United States, or is a non-citizen who is lawfully present in the United States, and is reasonably 

expected to be a citizen, national, or a non-citizen who is lawfully present for the entire period 

for which enrollment is sought;  

(2) Incarceration.  Is not incarcerated, other than incarceration pending the disposition of 

charges; and 

(3) Residency.  Meets the applicable residency standard identified in this paragraph 

(a)(3).  

(i) For an individual who is age 21 and over, is not living in an institution as defined in 42 

CFR 435.403(b), is capable of indicating intent, and is not receiving an optional State 

supplementary payment as addressed in 42 CFR 435.403(f), the service area of the Exchange of 

the individual is the service areas of the Exchange in which he or she is living and – 

(A) Intends to reside, including without a fixed address; or 

(B) Has entered with a job commitment or is seeking employment (whether or not 

currently employed).   
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(ii) For an individual who is under the age of 21, is not living in an institution as defined 

in 42 CFR 435.403(b), is not eligible for Medicaid based on receipt of assistance under title IV-E 

of the Social Security Act as addressed in 42 CFR 435.403(g), is not emancipated, is not 

receiving an optional State supplementary payment as addressed in 42 CFR 435.403(f), the 

Exchange service area of the individual – 

(A) Is the service area of the Exchange in which he or she resides, including without a 

fixed address; or 

(B) Is the service area of the Exchange of a parent or caretaker, established in accordance 

with paragraph (a)(3)(i) of this section, with whom the individual resides. 

(iii) Other special circumstances.  In the case of an individual who is not described in 

paragraphs (a)(3)(i) or (ii) of this section, the Exchange must apply the residency requirements 

described in 42 CFR 435.403 with respect to the service area of the Exchange. 

(iv) Special rule for tax households with members in multiple Exchange service areas. 

(A) Except as specified in paragraph (a)(3)(iv)(B) of this section if all of the members of a tax 

household are not within the same Exchange service area, in accordance with the applicable 

standards in paragraphs (a)(3)(i), (ii), and (iii) of this section, any member of the tax household 

may enroll in a QHP through any of the Exchanges for which one of the tax filers meets the 

residency standard. 

(B) If both spouses in a tax household enroll in a QHP through the same Exchange, a tax 

dependent may only enroll in a QHP through that Exchange, or through the Exchange that 

services the area in which the dependent meets a residency standard described in paragraphs 

(a)(3)(i), (ii), or (iii) of this section. 
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(b) Eligibility for QHP enrollment periods.  The Exchange must determine an applicant 

eligible for an enrollment period if he or she meets the criteria for an enrollment period, as 

specified in §§ 155.410 and 155.420. 

(c) Eligibility for Medicaid.  The Exchange must determine an applicant eligible for 

Medicaid if he or she meets the non-financial eligibility criteria for Medicaid for populations 

whose eligibility is based on MAGI-based income, as certified by the Medicaid agency in 

accordance with 42 CFR 435.1200(b)(2), has a household income, as defined in 42 CFR 

435.603(d),  that is at or below the applicable Medicaid MAGI-based income standard as defined 

in 42 CFR 435.911(b)(1) and –  

(1) Is a pregnant woman, as defined in the Medicaid State Plan in accordance with 42 

CFR 435.4; 

(2) Is under age 19;  

(3) Is a parent or caretaker relative of a dependent child, as defined in the Medicaid State 

plan in accordance with 42 CFR 435.4; or 

(4) Is not described in paragraph (c)(1), (2), or (3) of this section, is under age 65 and is 

not entitled to or enrolled for benefits under part A of title XVIII of the Social Security Act, or 

enrolled for benefits under part B of title XVIII of the Social Security Act.  

(d) Eligibility for CHIP.  The Exchange must determine an applicant eligible for CHIP if 

he or she meets the requirements of 42 CFR 457.310 through 457.320 and has a household 

income, as defined in 42 CFR 435.603(d), at or below the applicable CHIP MAGI-based income 

standard. 

(e) Eligibility for BHP.  If a BHP is operating in the service area of the Exchange, the 

Exchange must determine an applicant eligible for the BHP if he or she meets the requirements 
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specified in section 1331(e) of the Affordable Care Act and regulations implementing that 

section.   

(f) Eligibility for advance payments of the premium tax credit.  (1) In general. The 

Exchange must determine a tax filer eligible for advance payments of the premium tax credit if 

the Exchange determines that – 

(i) He or she is expected to have a household income, as defined in section 36B(d)(2) of 

the Code, of greater than or equal to 100 percent but not more than 400 percent of the FPL for 

the benefit year for which coverage is requested; and 

(ii) One or more applicants for whom the tax filer expects to claim a personal exemption 

deduction on his or her tax return for the benefit year, including the tax filer and his or her 

spouse -- 

(A) Meets the requirements for eligibility for enrollment in a QHP through the Exchange, 

as specified in paragraph (a) of this section; and 

(B) Is not eligible for minimum essential coverage, with the exception of coverage in the 

individual market, in accordance with section 36B(c)(2)(B) and (C) of the Code. 

(2) Special rule for non-citizens who are lawfully present and who are ineligible for 

Medicaid by reason of immigration status.  The Exchange must determine a tax filer eligible for 

advance payments of the premium tax credit if the Exchange determines that – 

(i) He or she meets the requirements specified in paragraph (f)(1) of this section, except 

for paragraph (f)(1)(i);  

(ii) He or she is expected to have a household income, as defined in section 36B(d)(2) of 

the Code, of less than 100 percent of the FPL for the benefit year for which coverage is 

requested; and 
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(iii) One or more applicants for whom the tax filer expects to claim a personal exemption 

deduction on his or her tax return for the benefit year, including the tax filer and his or her 

spouse, is a non-citizen who is lawfully present and ineligible for Medicaid by reason of 

immigration status, in accordance with section 36B(c)(1)(B) of the Code. 

(3) Enrollment required.  The Exchange may provide advance payments of the premium 

tax credit on behalf of a tax filer only if one or more applicants for whom the tax filer attests that 

he or she expects to claim a personal exemption deduction for the benefit year, including the tax 

filer and his or her spouse, is enrolled in a QHP through the Exchange. 

(4) Compliance with filing requirement.  The Exchange may not determine a tax filer 

eligible for advance payments of the premium tax credit if HHS notifies the Exchange as part of 

the process described in §155.320(c)(3) that advance payments of the premium tax credit were 

made on behalf of the tax filer or either spouse if the tax filer is a married couple for a year for 

which tax data would be utilized for verification of household income and family size in 

accordance with §155.320(c)(1)(i), and the tax filer or his or her spouse did not comply with the 

requirement to file an income tax return for that year as required by 26 USC 6011, 6012, and 

implementing regulations and reconcile the advance payments of the premium tax credit for that 

period. 

(5) Calculation of advance payments of the premium tax credit.  The Exchange must 

calculate advance payments of the premium tax credit in accordance with section 36B of the 

Code.   

(6) Collection of Social Security numbers. The Exchange must require an application 

filer to provide the Social Security number of a tax filer who is not an applicant only if an 
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applicant attests that the tax filer has a Social Security number and filed a tax return for the year 

for which tax data would be utilized for verification of household income and family size.  

(g) Eligibility for cost-sharing reductions. (1) Eligibility criteria. (i) The Exchange must 

determine an applicant eligible for cost-sharing reductions if he or she – 

 (A) Meets the requirements for eligibility for enrollment in a QHP through the Exchange, 

as specified in paragraph (a) of this section; 

 (B) Meets the requirements for advance payments of the premium tax credit, as specified 

in paragraph (f) of this section; and 

(C) Is expected to have a household income that does not exceed 250 percent of the FPL, 

for the benefit year for which coverage is requested. 

(ii) The Exchange may only provide cost-sharing reductions to an enrollee who is not an 

Indian if he or she is enrolled through the Exchange in a silver-level QHP, as defined by section 

1302(d)(1)(B) of the Affordable Care Act. 

 (2) Eligibility categories.  The Exchange must use the following eligibility categories for 

cost-sharing reductions when making eligibility determinations under this section – 

(i) An individual who is expected to have a household income greater than or equal to 

100 percent of the FPL and less than or equal to 150 percent of the FPL for the benefit year for 

which coverage is requested, or for an individual who is eligible for advance payments of the 

premium tax credit under paragraph (f)(2) of this section, a household income less than 100 

percent of the FPL for the benefit year for which coverage is requested; 

(ii) An individual is expected to have a household income greater than 150 percent of the 

FPL and less than or equal to 200 percent of the FPL for the benefit year for which coverage is 

requested; and 
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(iii) An individual who is expected to have a household income greater than 200 percent 

of the FPL and less than or equal to 250 percent of the FPL for the benefit year for which 

coverage is requested. 

(3) Special rule for multiple tax households. To the extent that an enrollment in a QHP 

under a single policy covers individuals who are expected to be in different tax households for 

the benefit year for which coverage is requested, the Exchange must apply only the first category 

of cost-sharing reductions listed below for which the Exchange has determined that one of the 

applicants in the tax households is eligible.  

(i) §155.350(b); 

(ii) Paragraph (g)(2)(iii) of this section; 

(iii) Paragraph (g)(2)(ii) of this section; 

(iv) Paragraph (g)(3)(i) of this section; 

(v) §155.350(a). 

(4) For the purposes of paragraph (g) of this section, “household income” means 

household income as defined in section 36B(d)(2) of the Code.  

§155.310 Eligibility process. 

(a) Application.  (1) Accepting applications. The Exchange must accept applications from 

individuals in the form and manner specified in §155.405.   

(2) Information collection from non-applicants.  The Exchange may not request 

information regarding citizenship, status as a national, or immigration status for an individual 

who is not seeking coverage for himself or herself on any application or supplemental form.  

(3) Collection of Social Security numbers.  (i) The Exchange must require an applicant 

who has a Social Security number to provide such number to the Exchange. 
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(ii) The Exchange may not require an individual who is not seeking coverage for himself 

or herself to provide a Social Security number, except as specified in §155.305(f)(6).  

(b) Applicant choice for Exchange to determine eligibility for insurance affordability 

programs.  The Exchange must permit an applicant to request only an eligibility determination 

for enrollment in a QHP through the Exchange; however, the Exchange may not permit an 

applicant to request an eligibility determination for less than all insurance affordability programs. 

(c) Timing.  The Exchange must accept an application and make an eligibility 

determination for an applicant seeking an eligibility determination at any point in time during the 

year.  

(d) Determination of eligibility.  (1) The Exchange must determine an applicant’s 

eligibility, in accordance with the standards specified in §155.305.  

(2) Special rules relating to advance payments of the premium tax credit. (i) The 

Exchange must permit an enrollee to accept less than the full amount of advance payments of the 

premium tax credit for which he or she is determined eligible.   

(ii) The Exchange may authorize advance payments of the premium tax credit on behalf 

of a tax filer only if the Exchange first obtains necessary attestations from the tax filer regarding 

advance payments of the premium tax credit, including, but not limited to attestations that — 

(A) He or she will file an income tax return for the benefit year, in accordance with 26 

USC 6011, 6012, and implementing regulations;                                                                               

(B) If married (within the meaning of 26 CFR 1.7703-1), he or she will file a joint tax 

return for the benefit year;  

(C) No other taxpayer will be able to claim him or her as a tax dependent for the benefit 

year; and 
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(D) He or she will claim a personal exemption deduction on his or her tax return for the 

applicants identified as members of his or her family, including the tax filer and his or her 

spouse, in accordance with §155.320(c)(3)(i). 

(3) Special rule relating to Medicaid and CHIP.  To the extent that the Exchange 

determines an applicant eligible for Medicaid or CHIP, the Exchange must notify the State 

Medicaid or CHIP agency and transmit all information from the records of the Exchange to the 

State Medicaid or CHIP agency, promptly and without undue delay, that is necessary for such 

agency to provide the applicant with coverage. 

(e) Timeliness standards. (1) The Exchange must determine eligibility promptly and 

without undue delay.   

(2) The Exchange must assess the timeliness of eligibility determinations based on the 

period from the date of application or transfer from an agency administering an insurance 

affordability program to the date the Exchange notifies the applicant of its decision or the date 

the Exchange transfers the application to another agency administering an insurance affordability 

program, when applicable. 

(f) Effective dates for eligibility.  Upon making an eligibility determination, the 

Exchange must implement the eligibility determination under this section for enrollment in a 

QHP through the Exchange, advance payments of the premium tax credit, and cost-sharing 

reductions as follows— 

(1) For an initial eligibility determination, in accordance with the dates specified in 

§155.410(c) and (f) and §155.420(b), as applicable,  

(2) For a redetermination, in accordance with the dates specified in §155.330(f) and 

§155.335(i), as applicable. 
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(g) Notification of eligibility determination. The Exchange must provide timely written 

notice to an applicant of any eligibility determination made in accordance with this subpart.   

(h) Notice of an employee’s eligibility for advance payments of the premium tax credit 

and cost-sharing reductions to an employer.  The Exchange must notify an employer that an 

employee has been determined eligible for advance payments of the premium tax credit or cost-

sharing reductions upon determination that an employee is eligible for advance payments of the 

premium tax credit or cost-sharing reductions.  Such notice must: 

(1) Identify the employee; 

(2) Indicate that the employee has been determined eligible for advance payments of the 

premium tax credit; 

(3) Indicate that, if the employer has 50 or more full-time employees,  the employer may 

be liable for the payment assessed under section 4980H of the Code; and 

(4) Notify the employer of the right to appeal the determination.  

(i) Duration of eligibility determinations without enrollment.  To the extent that an 

applicant who is determined eligible for enrollment in a QHP does not select a QHP within his or 

her enrollment period in accordance with subpart E, and seeks a new enrollment period -- 

(1) Prior to the date on which his or her eligibility would have been redetermined in 

accordance with §155.335 had he or she enrolled in a QHP, the Exchange must require the 

applicant to attest as to whether information affecting his or her eligibility has changed since his 

or her most recent eligibility determination before determining his or her eligibility for an 

enrollment period, and must process any changes reported in accordance with the procedures 

specified in §155.330.   
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(2) On or after the date on which his or her eligibility would have been redetermined in 

accordance with §155.335 had he or she enrolled in a QHP, the Exchange must apply the 

procedures specified in §155.335 before determining his or her eligibility for an enrollment 

period. 

§155.315 Verification process related to eligibility for enrollment in a QHP through the 

Exchange. 

(a) General requirement.  Unless a request for modification is granted in accordance with 

paragraph (h) of this section, the Exchange must verify or obtain information as provided in this 

section in order to determine that an applicant is eligible for enrollment in a QHP through the 

Exchange.   

(b) Validation of Social Security number. (1) For any individual who provides his or her 

Social Security number to the Exchange, the Exchange must transmit the Social Security number 

and other identifying information to HHS, which will submit it to the Social Security 

Administration. 

(2) To the extent that the Exchange is unable to validate an individual’s Social Security 

number through the Social Security Administration, the Exchange must follow the procedures 

specified in paragraph (f) of this section, except that the Exchange must provide the individual 

with a period of 90 days from the date on which the notice described in paragraph (f)(2)(i) of this 

section is received for the applicant to provide satisfactory documentary evidence or resolve the 

inconsistency with the Social Security Administration. The date on which the notice is received 

means 5 days after the date on the notice, unless the individual demonstrates that he or she did 

not receive the notice within the 5 day period. 
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(c) Verification of citizenship, status as a national, or lawful presence.  (1) Verification 

with records from the Social Security Administration.  For an applicant who attests to citizenship 

and has a Social Security number, the Exchange must transmit the applicant’s Social Security 

number and other identifying information to HHS, which will submit it to the Social Security 

Administration. 

(2) Verification with the records of the Department of Homeland Security.  For an 

applicant who has documentation that can be verified through the Department of Homeland 

Security and who attests to lawful presence, or who attests to citizenship and for whom the 

Exchange cannot substantiate a claim of citizenship through the Social Security Administration, 

the Exchange must transmit information from the applicant’s documentation and other 

identifying information to HHS, which will submit necessary information to the Department of 

Homeland Security for verification. 

(3) Inconsistencies and inability to verify information.  For an applicant who attests to 

citizenship, status as a national, or lawful presence, and for whom the Exchange cannot verify 

such attestation through the Social Security Administration or the Department of Homeland 

Security, the Exchange must follow the procedures specified in paragraph (f) of this section, 

except that the Exchange must provide the applicant with a period of 90 days from the date on 

which the notice described in paragraph (f)(2)(i) of this section is received for the applicant to 

provide satisfactory documentary evidence or resolve the inconsistency with the Social Security 

Administration or the Department of Homeland Security, as applicable. The date on which the 

notice is received means 5 days after the date on the notice, unless the applicant demonstrates 

that he or she did not receive the notice within the 5 day period. 
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(d) Verification of residency.  The Exchange must verify an applicant’s attestation that he 

or she meets the standards of §155.305(a)(3) as follows – 

(1) Except as provided in paragraphs (d)(3) and (4) of this section, accept his or her 

attestation without further verification; or 

(2) Examine electronic data sources that are available to the Exchange and which have 

been approved by HHS for this purpose, based on evidence showing that such data sources are 

sufficiently current and accurate, and minimize administrative costs and burdens. 

(3) If information provided by an applicant regarding residency is not reasonably 

compatible with other information provided by the individual or in the records of the Exchange 

the Exchange must examine information in data sources that are available to the Exchange and 

which have been approved by HHS for this purpose, based on evidence showing that such data 

sources are sufficiently current and accurate. 

(4) If the information in such data sources is not reasonably compatible with the 

information provided by the applicant, the Exchange must follow the procedures specified in 

paragraph (f) of this section. Evidence of immigration status may not be used to determine that 

an applicant is not a resident of the Exchange service area. 

(e) Verification of incarceration status.  The Exchange must verify an applicant’s 

attestation that he or she meets the requirements of §155.305(a)(2) by – 

(1) Relying on any electronic data sources that are available to the Exchange and which 

have been approved by HHS for this purpose, based on evidence showing that such data sources 

are sufficiently current, accurate, and offer less administrative complexity than paper 

verification; or 
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(2) Except as provided in paragraph (e)(3) of this section, if an approved data source is 

unavailable, accepting his or her attestation without further verification. 

(3) To the extent that an applicant’s attestation is not reasonably compatible with 

information from approved data sources described in paragraph (e)(1) of this section or other 

information provided by the applicant or in the records of the Exchange, the Exchange must 

follow the procedures specified in §155.315(f).   

(f) Inconsistencies. Except as otherwise specified in this subpart, for an applicant for 

whom the Exchange cannot verify information required to determine eligibility for enrollment in 

a QHP, advance payments of the premium tax credit, and cost-sharing reductions, including 

when electronic data is required in accordance with this subpart but not available, the Exchange: 

(1) Must make a reasonable effort to identify and address the causes of such 

inconsistency, including through typographical or other clerical errors, by contacting the 

application filer to confirm the accuracy of the information submitted by the application filer; 

(2) If unable to resolve the inconsistency through the process described in paragraph 

(f)(1) of this section, must –  

(i) Provide notice to the applicant regarding the inconsistency; and  

(ii) Provide the applicant with a period of 90 days from the date on which the notice 

described in paragraph (f)(2)(i) of this section is sent to the applicant to either present 

satisfactory documentary evidence via the channels available for the submission of an 

application, as described in §155.405(c), except for by telephone through a call center, or 

otherwise resolve the inconsistency.  
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(3) May extend the period described in paragraph (f)(2)(ii) of this section for an applicant 

if the applicant demonstrates that a good faith effort has been made to obtain the required 

documentation during the period. 

(4) During the period described in paragraph (f)(2)(ii) of this section, must:  

(i) Proceed with all other elements of eligibility determination using the applicant’s 

attestation, and provide eligibility for enrollment in a QHP to the extent that an applicant is 

otherwise qualified; and  

(ii) Ensure that advance payments of the premium tax credit and cost-sharing reductions 

are provided on behalf of an applicant within this period who is otherwise qualified for such 

payments and reductions, as described in §155.305, if the tax filer attests to the Exchange that he 

or she understands that any advance payments of the premium tax credit paid on his or her behalf 

are subject to reconciliation.   

(5) If, after the period described in paragraph (f)(2)(ii) of this section, the Exchange 

remains unable to verify the attestation, must – 

(i) Determine the applicant’s eligibility based on the information available from the data 

sources specified in this subpart, unless such applicant qualifies for the exception provided under 

paragraph (i) of this section, and notify the applicant of such determination in accordance with 

the notice requirements specified in §155.310(g), including notice that the Exchange is unable to 

verify the attestation; and 

(ii) Effectuate the determination specified in paragraph (f)(5)(i) of this section no earlier 

than 10 days after and no later than 30 days after the date on which the notice in paragraph 

(f)(5)(i) of this section is sent. 
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(g) Exception for special circumstances. For an applicant who does not have 

documentation with which to resolve the inconsistency through the process described in 

paragraph (f)(2) of this section because such documentation does not exist or is not reasonably 

available and for whom the Exchange is unable to otherwise resolve the inconsistency, with the 

exception of an inconsistency related to citizenship or immigration status, the Exchange must 

provide an exception, on a case-by-case basis, to accept an applicant’s attestation as to the 

information which cannot otherwise be verified along with an explanation of circumstances as to 

why the applicant does not have documentation. 

(h) Flexibility in information collection and verification.  HHS may approve an Exchange 

Blueprint in accordance with §155.105(d) or a significant change to the Exchange Blueprint in 

accordance with §155.105(e) to modify the methods to be used for collection of information and 

verification of information as set forth in this subpart, as well as the specific information required 

to be collected, provided that HHS finds that such modification would reduce the administrative 

costs and burdens on individuals while maintaining accuracy and minimizing delay, that it would 

not undermine coordination with Medicaid and CHIP, and that applicable requirements under 

§155.260, §155.270, paragraph (i) of this section, and section 6103 of the Code with respect to 

the confidentiality, disclosure, maintenance, or use of such information will be met.   

(i) Applicant information.  The Exchange must not require an applicant to provide 

information beyond the minimum necessary to support the eligibility and enrollment processes of 

the Exchange, Medicaid, CHIP, and the BHP, if a BHP is operating in the service area of the 

Exchange, described in this subpart. 
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§155.320 Verification process related to eligibility for insurance affordability programs. 

(a) General requirements.  (1) The Exchange must verify information in accordance with 

this section only for an applicant or tax filer who requested an eligibility determination for 

insurance affordability programs in accordance with §155.310(b). 

(2) Unless a request for modification is granted in accordance with §155.315(h), the 

Exchange must verify or obtain information in accordance with this section before making an 

eligibility determination for insurance affordability programs, and must use such information in 

such determination. 

(b) Verification of eligibility for minimum essential coverage other than through an 

eligible employer-sponsored plan.  (1) The Exchange must verify whether an applicant is eligible 

for minimum essential coverage other than through an eligible employer-sponsored plan, 

Medicaid, CHIP, or the BHP, using information obtained by transmitting identifying information 

specified by HHS to HHS. 

(2) The Exchange must verify whether an applicant has already been determined eligible 

for coverage through Medicaid, CHIP, or the BHP, if a BHP is operating in the service area of 

the Exchange, within the State or States in which the Exchange operates using information 

obtained from the agencies administering such programs. 

(c) Verification of household income and family/household size. (1) Data. (i) Tax return 

data.  (A) For all individuals whose income is counted in calculating a tax filer’s household 

income, in accordance with section 36B(d)(2) of the Code, or an applicant’s household income, 

in accordance with 42 CFR 435.603(d), and for whom the Exchange has a Social Security 

number or an adoption taxpayer identification number, the Exchange must request tax return data 
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regarding MAGI and family size from the Secretary of the Treasury by transmitting identifying 

information specified by HHS to HHS.   

(B) If the identifying information for one or more individuals does not match a tax record 

on file with the Secretary of the Treasury that may be disclosed in accordance with section 

6103(l)(21) of the Code and its accompanying regulations, the Exchange must proceed in 

accordance with §155.315(f)(1). 

(ii) Data regarding MAGI-based income.  For all individuals whose income is counted in 

calculating a tax filer’s household income, in accordance with section 36B(d)(2) of the Code, or 

an applicant’s household income, in accordance with 42 CFR 435.603(d), the Exchange must 

request data regarding MAGI-based income in accordance with 42 CFR 435.948(a). 

(2) Verification process for Medicaid and CHIP. (i) Household size. (A) The Exchange 

must verify household size in accordance with 42 CFR 435.945(a) or through other reasonable 

verification procedures consistent with the requirements in 42 CFR 435.952. 

(B) The Exchange must verify the information in paragraph (c)(2)(i)(A) of this section by 

accepting an applicant’s attestation without further verification, unless the Exchange finds that 

an applicant’s attestation to the individuals that comprise his or her household for Medicaid and 

CHIP is not reasonably compatible with other information provided by the application filer for 

the applicant or in the records of the Exchange, in which case the Exchange must utilize data 

obtained through electronic data sources to verify the attestation.  If such data sources are 

unavailable or information in such data sources is not reasonably compatible with the applicant’s 

attestation, the Exchange must request additional documentation to support the attestation within 

the procedures specified in 42 CFR 435.952.  
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(ii) Verification process for MAGI-based household income. The Exchange must verify 

MAGI-based income, within the meaning of 42 CFR 435.603(d), for the household described in 

paragraph (c)(2)(i) in accordance with the procedures specified in Medicaid regulations 42 CFR 

435.945, 42 CFR 435.948, and 42 CFR 435.952 and CHIP regulations at 42 CFR 457.380. 

(3) Verification process for advance payments of the premium tax credit and cost-sharing 

reductions. (i) Family size.  (A) The Exchange must require an applicant to attest to the 

individuals that comprise a tax filer’s family for advance payments of the premium tax credit and 

cost-sharing reductions.  

(B) To the extent that the applicant attests that the information described in paragraph 

(c)(1)(i) of this section represents an accurate projection of a tax filer’s family size for the benefit 

year for which coverage is requested, the Exchange must determine the tax filer’s eligibility for 

advance payments of the premium tax credit and cost-sharing reductions based on the family size 

data in paragraph (c)(1)(i) of this section. 

(C) To the extent that the data described in paragraph (c)(1)(i) of this section is 

unavailable, or an applicant attests that a change in circumstances has occurred or is reasonably 

expected to occur, and so it does not represent an accurate projection of a tax filer’s family size 

for the benefit year for which coverage is requested, the Exchange must verify the tax filer’s 

family size for advance payments of the premium tax credit and cost-sharing reductions by 

accepting an applicant’s attestation without further verification, except as specified in paragraph 

(c)(3)(i)(D) of this section. 

(D)  If Exchange finds that an applicant’s attestation of a tax filer’s family size is not 

reasonably compatible with other information provided by the application filer for the family or 

in the records of the Exchange, with the exception of the data described in paragraph (c)(1)(i) of 
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this section, the Exchange must utilize data obtained through other electronic data sources to 

verify the attestation.  If such data sources are unavailable or information in such data sources is 

not reasonably compatible with the applicant’s attestation, the Exchange must request additional 

documentation to support the attestation within the procedures specified in §155.315(f).  

(ii) Basic verification process for annual household income. (A) The Exchange must 

compute annual household income for the family described in paragraph (c)(3)(i)(A) of this 

section based on the tax return data described in paragraph (c)(1)(i) of this section;  

(B) The Exchange must require the applicant to attest regarding a tax filer’s projected 

annual household income; 

(C) To the extent that the applicant’s attestation indicates that the information described 

in paragraph (c)(3)(ii)(A) of this section represents an accurate projection of the tax filer’s 

household income for the benefit year for which coverage is requested, the Exchange must 

determine the tax filer’s eligibility for advance payments of the premium tax credit and cost-

sharing reductions based on the household income data in paragraph (c)(3)(ii)(A) of this section. 

(D) To the extent that the data described in paragraph (c)(1)(i) of this section is 

unavailable, or an applicant attests that a change in circumstances has occurred or is reasonably 

expected to occur, and so it does not represent an accurate projection of the tax filer’s household 

income for the benefit year for which coverage is requested, the Exchange must require the 

applicant to attest to the tax filer’s projected household income for the benefit year for which 

coverage is requested. 

(iii) Verification process for increases in household income. (A) If an applicant’s 

attestation, in accordance with paragraph (c)(3)(ii)(B) of this section, indicates that a tax filer’s 

annual household income has increased or is reasonably expected to increase from the data 
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described in paragraph (c)(3)(ii)(A) of this section to the benefit year for which the applicant(s) 

in the tax filer’s family are requesting coverage and the Exchange has not verified the applicant’s 

MAGI-based income through the process specified in paragraph (c)(2)(ii) of this section to be 

within the applicable Medicaid or CHIP MAGI-based income standard, the Exchange must 

accept the applicant’s attestation for the tax filer’s family without further verification, except as 

provided in paragraph (c)(3)(iii)(B) of this section. 

(B) If the Exchange finds that an applicant’s attestation of a tax filer’s annual household 

income is not reasonably compatible with other information provided by the application filer or 

available to the Exchange in accordance with paragraph (c)(1)(ii) of this section, the Exchange 

must utilize data obtained through electronic data sources to verify the attestation.  If such data 

sources are unavailable or information in such data sources is not reasonably compatible with the 

applicant’s attestation, the Exchange must request additional documentation using the procedures 

specified in §155.315(f). 

(iv) Eligibility for alternate verification process for decreases in annual household income 

and situations in which tax return data is unavailable. The Exchange must determine a tax filer’s 

annual household income for advance payments of the premium tax credit and cost-sharing 

reductions based on the alternate verification procedures described in paragraph (c)(3)(v) of this 

section, if an applicant attests to projected annual household income in accordance with 

paragraph (c)(3)(ii)(B) of this section, the tax filer does not meet the criteria specified in 

paragraph (c)(3)(iii) of this section, the applicants in the tax filer’s family have not established 

MAGI-based income through the process specified in paragraph (c)(2)(ii) of this section that is 

within the applicable Medicaid or CHIP MAGI-based income standard, and one of the following 

conditions is met – 
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(A) The Secretary of the Treasury does not have tax return data that may be disclosed 

under section 6103(l)(21) of the Code for the tax filer that is at least as recent as the calendar 

year two years prior to the calendar year for which advance payments of the premium tax credit 

or cost-sharing reductions would be effective; 

(B) The applicant attests that the tax filer’s applicable family size has changed or is 

reasonably expected to change for the benefit year for which the applicants in his or her family 

are requesting coverage, or the members of the tax filer’s family have changed or are reasonably 

expected to change for the benefit year for which the applicants in his or her family are 

requesting coverage;  

(C) The applicant attests that a change in circumstances has occurred or is reasonably 

expected to occur, and so the tax filer’s annual household income has decreased or is reasonably 

expected to decrease from the data described in paragraph (c)(1)(i) of this section for the benefit 

year for which the applicants in his or her family are requesting coverage;  

(D) The applicant attests that the tax filer’s filing status has changed or is reasonably 

expected to change for the benefit year for which the applicants in his or her family are 

requesting coverage; or 

(E) An applicant in the tax filer’s family has filed an application for unemployment 

benefits. 

(v) Alternate verification process.  If a tax filer qualifies for an alternate verification 

process based on the requirements specified in paragraph (c)(3)(iv) of this section and the 

applicant’s attestation to projected annual household income, as described in paragraph 

(c)(3)(ii)(B) of this section, is no more than ten percent below the annual household income 
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computed in accordance with paragraph (c)(3)(ii)(A) of this section, the Exchange must accept 

the applicant’s attestation without further verification.   

(vi) Alternate verification process for decreases in annual household income and 

situations in which tax return data is unavailable. If a tax filer qualifies for an alternate 

verification process based on the requirements specified in paragraph (c)(3)(iv) of this section 

and the applicant’s attestation to projected annual household income, as described in paragraph 

(c)(3)(ii)(B) of this section, is greater than ten percent below the annual household income 

computed in accordance with paragraph (c)(3)(ii)(A), or if data described in paragraph (c)(1)(i) 

of this section is unavailable, the Exchange must attempt to verify the applicant’s attestation of 

the tax filer’s projected annual household income for the tax filer by -- 

(A) Using annualized data from the MAGI-based income sources specified in paragraph 

(c)(1)(ii) of this section; 

(B) Using other electronic data sources that have been approved by HHS, based on 

evidence showing that such data sources are sufficiently accurate and offer less administrative 

complexity than paper verification; or 

(C) If electronic data are unavailable or do not support an applicant’s attestation, the 

Exchange must follow the procedures specified in §155.315(f)(1) through (4).   

(D)  If, following the 90-day period described in paragraph (c)(3)(vi)(C) of this section, 

an applicant has not responded to a request for additional information from the Exchange and the 

data sources specified in paragraph (c)(1) of this section indicate that an applicant in the tax 

filer’s family is eligible for Medicaid or CHIP, the Exchange must not provide the applicant with 

eligibility for advance payments of the premium tax credit, cost-sharing reductions, Medicaid, 

CHIP or the BHP, if a BHP is operating in the service area of the Exchange.   
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(E) If, at the conclusion of the period specified in paragraph (c)(3)(vi)(C) of this section, 

the Exchange remains unable to verify the applicant’s attestation, the Exchange must determine 

the applicant’s eligibility based on the information described in paragraph (c)(3)(ii)(A) of this 

section, notify the applicant of such determination in accordance with the notice requirements 

specified in §155.310(g), and implement such determination in accordance with the effective 

dates specified in §155.330(f). 

(F) If, at the conclusion of the period specified in paragraph (c)(3)(vi)(C) of this section, 

the Exchange remains unable to verify the applicant’s attestation for the tax filer and the 

information described in paragraph (c)(3)(ii)(A) of this section is unavailable, the Exchange must 

determine the tax filer ineligible for advance payments of the premium tax credit and cost-

sharing reductions, notify the applicant of such determination in accordance with the notice 

requirement specified in §155.310(g), and discontinue any advance payments of the premium tax 

credit and cost-sharing reductions in accordance with the effective dates specified in §155.330(f). 

(vii) For the purposes of this paragraph (c)(3), “household income” means household 

income as specified in section 36B(d)(2) of the Code.  

(viii) For purposes of paragraph (c)(3) of this section, “family size” means family size as 

specified in section 36B(d)(1) of the Code. 

(4) The Exchange must provide education and assistance to an applicant regarding the 

process specified in this paragraph. 

(d) Verification related to enrollment in an eligible employer-sponsored plan.  (1) Except 

as provided in paragraph (d)(2) of this section, the Exchange must verify whether an applicant 

who requested an eligibility determination for insurance affordability programs is enrolled in an 

eligible employer-sponsored plan or reasonably expects to be enrolled in an eligible employer-
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sponsored plan for the benefit year for which coverage is requested by accepting an applicant’s 

attestation without further verification. 

(2) If the Exchange finds that an applicant’s attestation regarding enrollment in an 

eligible employer-sponsored plan is not reasonably compatible with other information provided 

by the applicant or in the records of the Exchange, the Exchange must utilize data obtained 

through electronic data sources to verify the attestation.  If such data sources are unavailable or 

information in such data sources is not reasonably compatible with the applicant’s attestation, the 

Exchange may request additional documentation to support the attestation within the procedures 

specified in §155.315(f). 

(e) Verification related to eligibility for qualifying coverage in an eligible employer-

sponsored plan.  (1) The Exchange must require an applicant to attest to an applicant’s eligibility 

for qualifying coverage in an eligible employer-sponsored plan for the benefit year for which 

coverage is requested for the purposes of eligibility for advance payments of the premium tax 

credit and cost-sharing reductions, and to provide information identified in section 1411(b)(4) of 

the Affordable Care Act. 

(2) The Exchange must verify whether an applicant is eligible for qualifying coverage in 

an eligible employer-sponsored plan for the purposes of eligibility for advance payments of the 

premium tax credit and cost-sharing reductions. 

(f) Additional verification related to immigration status for Medicaid and CHIP.  (1) For 

purposes of determining eligibility for Medicaid, the Exchange must verify whether an applicant 

who does not attest to being a citizen or a national has satisfactory immigration status to be 

eligible for Medicaid, as required by 42 CFR 435.406 and, if applicable under the State Medicaid 

plan, section 1903(v)(4) of the Act. 
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(2) For purposes of determining eligibility for CHIP, the Exchange must verify whether 

an applicant who does not attest to being a citizen or a national has satisfactory immigration 

status to be eligible for CHIP, in accordance with 42 CFR 457.320(b) and if applicable under the 

State Child Health Plan, section 2107(e)(1)(J) of the Act.  

§155.330 Eligibility redetermination during a benefit year.   

(a) General requirement.  The Exchange must redetermine the eligibility of an enrollee in 

a QHP through the Exchange during the benefit year if it receives and verifies new information 

reported by an enrollee or identifies updated information through the data matching described in 

paragraph (d) of this section.   

(b) Requirement for individuals to report changes.  (1) Except as specified in paragraphs 

(b)(2) and (3) of this section, the Exchange must require an enrollee to report any change with 

respect to the eligibility standards specified in §155.305 within 30 days of such change. 

(2) The Exchange must not require an enrollee who did not request an eligibility 

determination for insurance affordability programs to report changes that affect eligibility for 

insurance affordability programs. 

(3) The Exchange may establish a reasonable threshold for changes in income, such that 

an enrollee who experiences a change in income that is below the threshold is not required to 

report such change. 

(4) The Exchange must allow an enrollee, or an application filer, on behalf of the 

enrollee, to report changes via the channels available for the submission of an application, as 

described in §155.405(c). 

(c) Verification of reported changes.  The Exchange must – 
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(1) Verify any information reported by an enrollee in accordance with the processes 

specified in §§ 155.315 and 155.320 prior to using such information in an eligibility 

redetermination; and   

(2) Provide periodic electronic notifications regarding the requirements for reporting 

changes and an enrollee’s opportunity to report any changes as described in paragraph (b)(3) of 

this section, to an enrollee who has elected to receive electronic notifications, unless he or she 

has declined to receive notifications under this paragraph (c)(2). 

(d) Periodic examination of data sources.  (1) The Exchange must periodically examine 

available data sources described in §155.315(b)(1) and §155.320(b) to identify the following 

changes: 

(i) Death; and 

(ii) Eligibility determinations for Medicare, Medicaid, CHIP, or the BHP, if a BHP is 

operating in the service area of the Exchange. 

(2) Flexibility.  The Exchange may make additional efforts to identify and act on changes 

that may affect an enrollee’s eligibility for enrollment in a QHP through the Exchange or for 

insurance affordability programs, provided that such efforts – 

(i) Would reduce the administrative costs and burdens on individuals while maintaining 

accuracy and minimizing delay, that it would not undermine coordination with Medicaid and 

CHIP, and that applicable requirements under §§ 155.260, 155.270, 155.315(i), and section 6103 

of the Code with respect to the confidentiality, disclosure, maintenance, or use of such 

information will be met; and 

(ii) Comply with the standards specified in paragraphs (e)(2) and (3) of this section. 
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(e) Redetermination and notification of eligibility.  (1) Enrollee-reported data. If the 

Exchange verifies updated information reported by an enrollee, the Exchange must – 

(i) Redetermine the enrollee’s eligibility in accordance with the standards specified in 

§155.305; 

(ii) Notify the enrollee regarding the determination in accordance with the requirements 

specified in §155.310(g); and  

(iii) Notify the enrollee’s employer, as applicable, in accordance with the requirements 

specified in §155.310(h). 

(2) Data matching not regarding income, family size and family composition. If the 

Exchange identifies updated information through the data matching taken in accordance with 

paragraph (d)(1) or through other data matching under paragraph (d)(2) of this section, with the 

exception of data matching related to income, the Exchange must -- 

(i) Notify the enrollee regarding the updated information, as well as the enrollee’s 

projected eligibility determination after considering such information;  

(ii) Allow an enrollee 30 days from the date of the notice to notify the Exchange that such 

information is inaccurate; and 

(iii) If the enrollee responds contesting the updated information, proceed in accordance 

with §155.315(f). 

(iv) If the enrollee does not respond within the 30-day period specified in paragraph 

(e)(2)(ii), proceed in accordance with paragraphs (e)(1)(i) and (ii) of this section. 

(3) Data matching regarding income, family size and family composition.  If the 

Exchange identifies updated information regarding income, family size and composition through 

the data matching taken in accordance with paragraph (c)(2) of this section, the Exchange must – 
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(i) Follow procedures described in paragraph (e)(2)(i) and (ii) of this section; and 

(ii) If the enrollee responds confirming the updated information or providing more up to 

date information, proceed in accordance with paragraphs (e)(1)(i) and (ii) of this section. 

(iii) If the enrollee does not respond within the 30-day period specified in paragraph 

(e)(2)(ii) of this section, maintain the enrollee’s existing eligibility determination without 

considering the updated information. 

(f) Effective dates.  (1) Except as specified in paragraphs (f)(2) or (3) of this section, the 

Exchange must implement changes resulting from a redetermination under this section on the 

first day of the month following the date of the notice described in paragraph (e)(1)(ii) of this 

section.  

 (2) The Exchange may determine a reasonable point in a month after which a change 

captured through a redetermination will not be effective until the first day of the month after the 

month specified in paragraph (f)(1) of this section. Such reasonable point in a month must be no 

earlier than the date described in §155.420(b)(2). 

(3) In the case of a redetermination that results in an enrollee being ineligible to continue 

his or her enrollment in a QHP through the Exchange, the Exchange must maintain his or her 

eligibility for enrollment in a QHP without advance payments of the premium tax credit and 

cost-sharing reductions, in accordance with the effective dates described in §155.430(d)(3).   

§155.335 Annual eligibility redetermination.   

(a) General requirement.  Except as specified in paragraph (l) of this section, the 

Exchange must redetermine the eligibility of an enrollee in a QHP through the Exchange on an 

annual basis.   
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(b) Updated income and family size information.  In the case of an enrollee who 

requested an eligibility determination for insurance affordability programs in accordance with 

§155.310(b), the Exchange must request updated tax return information, if the enrollee has 

authorized the request of such tax return information, and data regarding MAGI-based income as 

described in §155.320(c)(1) for use in the enrollee’s eligibility redetermination.  

(c) Notice to enrollee. The Exchange must provide an enrollee with an annual 

redetermination notice including the following:  

(1) The data obtained under paragraph (b) of this section, if applicable; and 

(2) The data used in the enrollee’s most recent eligibility determination; and 

(3) The enrollee’s projected eligibility determination for the following year, after 

considering any updated information described in paragraph (c)(1) of this section, including, if 

applicable, the amount of any advance payments of the premium tax credit and the level of any 

cost-sharing reductions or eligibility for Medicaid, CHIP or BHP.  

(d) Timing. (1) For redeterminations under this section for coverage effective January 1, 

2015, the Exchange must satisfy the notice provisions of paragraph (c) of this section and 

§155.410(d) through a single, coordinated notice. 

(2) For redeterminations under this section for coverage effective on or after January 1, 

2017, the Exchange may send the notice specified in paragraph (c) of this section separately from 

the notice of annual open enrollment specified in §155.410(d), provided that – 

(i) The Exchange sends the notice specified in paragraph (c) of this section no earlier than 

the date of the notice of annual open enrollment specified in §155.410(d); and  

(ii) The timing of the notice specified in paragraph (c) of this section allows a reasonable 

amount of time for the enrollee to review the notice, provide a timely response, and for the 
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Exchange to implement any changes in coverage elected during the annual open enrollment 

period. 

(e) Changes reported by enrollees.  (1) The Exchange must require an enrollee to report 

any changes with respect to the information listed in the notice described in paragraph (c) of this 

section within 30 days from the date of the notice. 

(2) The Exchange must allow an enrollee, or an application filer, on behalf of the 

enrollee, to report changes via the channels available for the submission of an application, as 

described in §155.405(c)(2).  

(f) Verification of reported changes.  The Exchange must verify any information reported 

by an enrollee under paragraph (e) of this section using the processes specified in §155.315 and 

§155.320, including the relevant provisions in those sections regarding inconsistencies, prior to 

using such information to determine eligibility. 

(g) Response to redetermination notice.  (1) The Exchange must require an enrollee, or an 

application filer, on behalf of the enrollee, to sign and return the notice described in paragraph 

(c) of this section. 

(2) To the extent that an enrollee does not sign and return the notice described in 

paragraph (c) of this section within the 30-day period specified in paragraph (e) of this section, 

the Exchange must proceed in accordance with the procedures specified in paragraph (h)(1) of 

this section. 
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(h) Redetermination and notification of eligibility.  (1) After the 30-day period specified 

in paragraph (e) of this section has elapsed, the Exchange must – 

(i) Redetermine the enrollee’s eligibility in accordance with the standards specified in 

§155.305 using the information provided to the individual in the notice specified in paragraph 

(c), as supplemented with any information reported by the enrollee and verified by the Exchange 

in accordance with paragraphs (e) and (f) of this section; 

(ii) Notify the enrollee in accordance with the requirements specified in §155.310(g); and 

(iii) If applicable, notify the enrollee’s employer, in accordance with the requirements 

specified in §155.310(h). 

(2) If an enrollee reports a change with respect to the information provided in the notice 

specified in paragraph (c) of this section that the Exchange has not verified as of the end of the 

30-day period specified in paragraph (e) of this section, the Exchange must redetermine the 

enrollee’s eligibility after completing verification, as specified in paragraph (f) of this section. 

(i) Effective date of annual redetermination.  The Exchange must ensure that a 

redetermination under this section is effective on the first day of the coverage year following the 

year in which the Exchange provided the notice in paragraph (c) of this section, or in accordance 

with the rules specified in §155.330(f) regarding effective dates, whichever is later.   

(j) Renewal of coverage.  If an enrollee remains eligible for coverage in a QHP upon 

annual redetermination, such enrollee will remain in the QHP selected the previous year unless 

such enrollee terminates coverage from such plan, including termination of coverage in 

connection with enrollment in a different QHP, in accordance with §155.430. 

(k) Authorization of the release of tax data to support annual redetermination.  (1) The 

Exchange must have authorization from an enrollee in order to obtain updated tax return 
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information described in paragraph (b) of this section for purposes of conducting an annual 

redetermination.   

(2) The Exchange is authorized to obtain the updated tax return information described in 

paragraph (b) of this section for a period of no more than five years based on a single 

authorization, provided that – 

(i) An individual may decline to authorize the Exchange to obtain updated tax return 

information; or  

(ii) An individual may authorize the Exchange to obtain updated tax return information 

for fewer than five years; and  

(iii) The Exchange must allow an individual to discontinue, change, or renew his or her 

authorization at any time.  

(l) Limitation on redetermination.  To the extent that an enrollee has requested an 

eligibility determination for insurance affordability programs in accordance with §155.310(b) 

and the Exchange does not have an active authorization to obtain tax data as a part of the annual 

redetermination process, the Exchange must notify the enrollee in accordance with the timing 

described in paragraph (d) of this section. The Exchange may not proceed with the 

redetermination process described in paragraphs (c) and (e) through (j) of this section until such 

authorization has been obtained or the enrollee discontinues his or her request for an eligibility 

determination for insurance affordability programs in accordance with §155.310(b).  

§155.340 Administration of advance payments of the premium tax credit and cost-sharing 

reductions.   

(a) Requirement to provide information to enable advance payments of the premium tax 

credit and cost-sharing reductions.  In the event that the Exchange determines that a tax filer is 
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eligible for advance payments of the premium tax credit , an applicant is eligible for cost-sharing 

reductions, or that such eligibility for such programs has changed, the Exchange must, 

simultaneously – 

(1) Transmit eligibility and enrollment information to HHS necessary to enable HHS to 

begin, end, or change advance payments of the premium tax credit or cost-sharing reductions; 

and 

(2) Notify and transmit information necessary to enable the issuer of the QHP to 

implement, discontinue the implementation, or modify the level of advance payments of the 

premium tax credit or cost-sharing reductions, as applicable, including: 

(i) The dollar amount of the advance payment; and 

(ii) The cost-sharing reductions eligibility category. 

(b) Requirement to provide information related to employer responsibility.  (1) In the 

event that the Exchange determines that an individual is eligible for advance payments of the 

premium tax credit or cost-sharing reductions based in part on a finding that an individual’s 

employer does not provide minimum essential coverage, or provides minimum essential 

coverage that is unaffordable, within the standard of section 36B(c)(2)(C)(i) of the Code, or does 

not meet the minimum value requirement specified in section 36B(c)(2)(C)(ii) of the Code, the 

Exchange must transmit the individual’s name and taxpayer identification number to HHS. 

 (2) If an enrollee for whom advance payments of the premium tax credit are made or 

who is receiving cost-sharing reductions notifies the Exchange that he or she has changed 

employers, the Exchange must transmit the enrollee’s name and taxpayer identification number 

to HHS. 
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(3) In the event that an individual for whom advance payments of the premium tax credit 

are made or who is receiving cost-sharing reductions terminates coverage from a QHP through 

the Exchange during a benefit year, the Exchange must – 

(i) Transmit the individual’s name and taxpayer identification number, and the effective 

date of coverage termination, to HHS, which will transmit it to the Secretary of the Treasury; 

and, 

(ii) Transmit the individual’s name and the effective date of the termination of coverage 

to his or her employer.   

 (c) Requirement to provide information related to reconciliation of advance payments of 

the premium tax credit.  The Exchange must comply with the requirements specified in section 

36B(f)(3) of the Code regarding reporting to the IRS and to taxpayers.   

 (d) Timeliness standard. The Exchange must transmit all information required in 

accordance with paragraphs (a) and (b) of this section promptly and without undue delay. 

§155.345 Coordination with Medicaid, CHIP, the Basic Health Program, and the Pre-

existing Condition Insurance Plan. 

(a) Agreements.  The Exchange must enter into agreements with agencies administering 

Medicaid, CHIP, and the BHP as are necessary to fulfill the requirements of this subpart and 

provide copies of any such agreements to HHS upon request.   Such agreements must include a 

clear delineation of the responsibilities of each program to –  

(1) Minimize burden on individuals; 

(2) Ensure prompt determinations of eligibility and enrollment in the appropriate program 

without undue delay, based on the date the application is submitted to or redetermination is 

initiated by the agency administering Medicaid, CHIP, or the BHP, or to the Exchange; and 
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(3) Ensure compliance with paragraphs (c), (d), (e), and (g) of this section. 

(b) Responsibilities related to individuals potentially eligible for Medicaid based on other 

information or through other coverage groups. For an applicant who is not eligible for Medicaid 

based on the standards specified in §155.305(c), the Exchange must assess the information 

provided by the applicant on his or her application to determine whether he or she is potentially 

eligible for Medicaid based on factors not otherwise considered in this subpart. 

 (c) Individuals requesting additional screening.  The Exchange must notify an applicant 

of the opportunity to request a full determination of eligibility for Medicaid based on eligibility 

criteria that are not described in §155.305(c), and provide such an opportunity.  The Exchange 

must also make such notification to an enrollee and provide an enrollee such opportunity in any 

determination made in accordance with §155.330 or §155.335. 

(d) Notification of applicant and State Medicaid agency. If an Exchange identifies an 

applicant as potentially eligible for Medicaid under paragraph (b) of this section  or an applicant 

requests a full determination for Medicaid under paragraph (c) of this section, the Exchange must 

– 

(1) Transmit all information provided on the application and any information obtained or 

verified by, the Exchange to the State Medicaid agency, promptly and without undue delay; and 

(2) Notify the applicant of such transmittal. 

(e) Treatment of referrals to Medicaid on eligibility for advance payments of the 

premium tax credit and cost-sharing reductions. The Exchange must consider an applicant who is 

described in paragraph (d) of this section and has not been determined eligible for Medicaid 

based on the standards specified in §155.305(c) as ineligible for Medicaid for purposes of 
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eligibility for advance payments of the premium tax credit or cost-sharing reductions until the 

State Medicaid agency notifies the Exchange that the applicant is eligible for Medicaid. 

(f) Special rule. If the Exchange verifies that a tax filer’s household income, as defined in 

section 36B(d)(2) of the Code, is less than 100 percent of the FPL for the benefit year for which 

coverage is requested, determines that the tax filer is not eligible for advance payments of the 

premium tax credit based on §155.305(f)(2), and one or more applicants in the tax filer’s 

household has been determined ineligible for Medicaid and CHIP based on income, the 

Exchange must – 

(1) Provide the applicant with any information regarding income used in the Medicaid 

and CHIP eligibility determination; and  

(2) Follow the procedures specified in §155.320(c)(3). 

(g) Determination of eligibility for individuals submitting applications directly to an 

agency administering Medicaid, CHIP, or the BHP.  The Exchange, in consultation with the 

agencies administering Medicaid, CHIP, or the BHP, if a BHP is operating in the service area of 

the Exchange, must establish procedures to ensure that an eligibility determination for 

enrollment in a QHP, advance payments of the premium tax credit and cost-sharing reductions is 

performed when an application is submitted directly to an agency administering Medicaid, CHIP, 

or the BHP, if a BHP is operating in the service area of the Exchange.  Under such procedures, 

the Exchange must – 

 (1) Accept, via secure electronic interface, all information provided on the application 

and any information obtained or verified by, the agency administering Medicaid, CHIP, or the 

BHP, if a BHP is operating in the service area of the Exchange, for the individual, and not 

require submission of another application; 
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(2) Not duplicate any eligibility and verification findings already made by the 

transmitting agency, to the extent such findings are made in accordance with this subpart; 

(3) Not request information of documentation from the individual already provided to 

another insurance affordability program and included in the transmission of information 

provided on the application or other information transmitted from the other program; 

(4) Determine the individual’s eligibility for enrollment in a QHP, advance payments of 

the premium tax credit, and cost-sharing reductions, promptly and without undue delay, and in 

accordance with this subpart; and 

(5) Provide for following a streamlined process for eligibility determinations regardless 

of the agency that initially received an application.  

(h) Standards for sharing information between the Exchange and the agencies 

administering Medicaid, CHIP, and the BHP.  (1) The Exchange must utilize a secure electronic 

interface to exchange data with the agencies administering Medicaid, CHIP, and the BHP, if a 

BHP is operating in the service area of the Exchange, including to verify whether an applicant 

for insurance affordability programs has been determined eligible for Medicaid, CHIP, or the 

BHP, as specified in §155.320(b)(2), and for other functions required under this subpart. 

(2) Model agreements.  The Exchange may utilize any model agreements as established 

by HHS for the purpose of sharing data as described in this section.   

(i) Transition from the Pre-existing Condition Insurance Plan (PCIP).  The Exchange 

must follow procedures established in accordance with 45 CFR 152.45 to transition PCIP 

enrollees to the Exchange to ensure that there are no lapses in health coverage. 

§155.350 Special eligibility standards and process for Indians. 
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(a) Eligibility for cost-sharing reductions.  (1) The Exchange must determine an applicant 

who is an Indian eligible for cost-sharing reductions if he or she – 

 (i) Meets the requirements specified in §155.305(a) and §155.305(f);  

(ii) Is expected to have a household income, as defined in section 36B(d)(2) of the Code, 

that does not exceed 300 percent of the FPL for the benefit year for which coverage is requested. 

(2) The Exchange may only provide cost-sharing reductions to an individual who is an 

Indian if he or she is enrolled in a QHP through the Exchange. 

(b) Special cost-sharing rule for Indians regardless of income.  The Exchange must 

determine an applicant eligible for the special cost-sharing rule described in section 1402(d)(2) 

of the Affordable Care Act if he or she is an Indian, without requiring the applicant to request an 

eligibility determination for insurance affordability programs in accordance with §155.310(b) in 

order to qualify for this rule. 

(c) Verification related to Indian status.  To the extent that an applicant attests that he or 

she is an Indian, the Exchange must verify such attestation by –   

(1) Utilizing any relevant documentation verified in accordance with §155.315(f);  

(2) Relying on any electronic data sources that are available to the Exchange and which 

have been approved by HHS for this purpose, based on evidence showing that such data sources 

are sufficiently accurate and offer less administrative complexity than paper verification; or 

(3) To the extent that approved data sources are unavailable, an individual is not 

represented in available data sources, or data sources are not reasonably compatible with an 

applicant’s attestation, the Exchange must follow the procedures specified in §155.315(f) and 

verify documentation provided by the applicant in accordance with the standards for acceptable 

documentation provided in section 1903(x)(3)(B)(v) of the Social Security Act. 
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§155.355 Right to appeal. 

Individual appeals.  The Exchange must include the notice of the right to appeal and 

instructions regarding how to file an appeal in any eligibility determination notice issued to the 

applicant in accordance with §155.310(g), §155.330(e)(1)(ii), or §155.335(h)(1)(ii). 

Subpart E – Exchange Functions in the Individual Market: Enrollment in Qualified Health 

Plans 

§155.400 Enrollment of qualified individuals into QHPs. 

(a) General requirements. The Exchange must accept a QHP selection from an applicant 

who is determined eligible for enrollment in a QHP in accordance with subpart D, and must – 

(1) Notify the issuer of the applicant’s selected QHP; and 

(2) Transmit information necessary to enable the QHP issuer to enroll the applicant. 

(b) Timing of data exchange. The Exchange must: 

(1) Send eligibility and enrollment information to QHP issuers and HHS promptly and 

without undue delay; and  

(2) Establish a process by which a QHP issuer acknowledges the receipt of such 

information.  

(c) Records. The Exchange must maintain records of all enrollments in QHP issuers 

through the Exchange. 

 (d) Reconcile files. The Exchange must reconcile enrollment information with QHP 

issuers and HHS no less than on a monthly basis. 

§155.405 Single streamlined application. 

(a) The application. The Exchange must use a single streamlined application to determine 

eligibility and to collect information necessary for: 
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(1) Enrollment in a QHP; 

(2) Advance payments of the premium tax credit; 

(3) Cost-sharing reductions; and 

(4) Medicaid, CHIP, or the BHP, where applicable. 

(b) Alternative application.  If the Exchange seeks to use an alternative application, such 

application, as approved by HHS, must request the minimum information necessary for the 

purposes identified in paragraph (a) of this section. 

(c) Filing the single streamlined application.  The Exchange must-  

(1) Accept the single streamlined application from an application filer;  

(2) Provide the tools to file an application – 

(i) Via an Internet Web site; 

(ii) By telephone through a call center; 

(iii) By mail; and 

(iv) In person, with reasonable accommodations for those with disabilities, as defined by 

the Americans with Disabilities Act.  

§155.410 Initial and annual open enrollment periods. 

(a) General requirements.  (1) The Exchange must provide an initial open enrollment 

period and annual open enrollment periods consistent with this section, during which qualified 

individuals may enroll in a QHP and enrollees may change QHPs.   

(2) The Exchange may only permit a qualified individual to enroll in a QHP or an 

enrollee to change QHPs during the initial open enrollment period specified in paragraph (b) of 

this section, the annual open enrollment period specified in paragraph (e) of this section, or a 
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special enrollment period described in §155.420 of this subpart for which the qualified individual 

has been determined eligible. 

(b) Initial open enrollment period.  The initial open enrollment period begins October 1, 

2013 and extends through March 31, 2014.   

(c) Effective coverage dates for initial open enrollment period.  (1) Regular effective 

dates. For a QHP selection received by the Exchange from a qualified individual –  

(i) On or before December 15, 2013, the Exchange must ensure a coverage effective date 

of January 1, 2014;    

(ii) Between the first and fifteenth day of any subsequent month during the initial open 

enrollment period, the Exchange must ensure a coverage effective date of the first day of the 

following month; and  

(iii) Between the sixteenth and last day of the month for any month between December 

2013 and March 31, 2014, the Exchange must ensure a coverage effective date of the first day of 

the second following month.   

(2) Option for earlier effective dates. Subject to the Exchange demonstrating to HHS that 

all of its participating QHP issuers agree to effectuate coverage in a timeframe shorter than 

discussed in paragraphs (c)(1)(ii) and (iii) of this section, the Exchange may do one or both of 

the following for all applicable individuals:  

(i) For a QHP selection received by the Exchange from a qualified individual in 

accordance with the dates specified in paragraph (c)(1)(ii) or (iii) of this section, the Exchange 

may provide a coverage effective date for a qualified individual earlier than specified in such 

paragraphs, provided that either— 
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(A) The qualified individual has not been determined eligible for advance payments of 

the premium tax credit or cost-sharing reductions; or  

(B) The qualified individual pays the entire premium for the first partial month of 

coverage as well as all cost sharing, thereby waiving the benefit of advance payments of the 

premium tax credit and cost-sharing reduction payments until the first of the next month.  

(ii) For a QHP selection received by the Exchange from a qualified individual on a date 

set by the Exchange after the fifteenth of the month for any month between December 2013 and 

March 31, 2014, the Exchange may provide a coverage effective date of the first of the following 

month. 

(d) Notice of annual open enrollment period.  Starting in 2014, the Exchange must 

provide a written annual open enrollment notification to each enrollee no earlier than September 

1, and no later than September 30. 

 (e) Annual open enrollment period.  For benefit years beginning on or after January 1, 

2015, the annual open enrollment period begins October 15 and extends through December 7 of 

the preceding calendar year. 

(f) Effective date for coverage after the annual open enrollment period.  The Exchange 

must ensure coverage is effective as of the first day of the following benefit year for a qualified 

individual who has made a QHP selection during the annual open enrollment period. 

(g) Automatic enrollment. The Exchange may automatically enroll qualified individuals, 

at such time and in such manner as HHS may specify, and subject to the Exchange 

demonstrating to HHS that it has good cause to perform such automatic enrollments.  

§155.420 Special enrollment periods. 
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(a) General requirements. The Exchange must provide special enrollment periods 

consistent with this section, during which qualified individuals may enroll in QHPs and enrollees 

may change QHPs. 

(b) Effective dates.  (1) Regular effective dates. Except as specified in paragraphs (b)(2) 

and (3) of this section, for a QHP selection received by the Exchange from a qualified individual 

–   

 (i) Between the first and the fifteenth day of any month, the Exchange must ensure a 

coverage effective date of the first day of the following month; and  

(ii) Between the sixteenth and the last day of any month, the Exchange must ensure a 

coverage effective date of the first day of the second following month. 

(2) Special effective dates. (i) In the case of birth, adoption or placement for adoption, the 

Exchange must ensure that coverage is effective on the date of birth, adoption, or placement for 

adoption, but advance payments of the premium tax credit and cost-sharing reductions, if 

applicable, are not effective until the first day of the following month, unless the birth, adoption, 

or placement for adoption occurs on the first day of the month; and 

(ii) In the case of marriage, or in the case where a qualified individual loses minimum 

essential coverage, as described in paragraph (d)(1) of this section, the Exchange must ensure 

coverage is effective on the first day of the following month. 

(3) Option for earlier effective dates. Subject to the Exchange demonstrating to HHS that 

all of its participating QHP issuers agree to effectuate coverage in a timeframe shorter than 

discussed in paragraph (b)(1) or (b)(2)(ii) of this section, the Exchange may do one or both of the 

following for all applicable individuals:  
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(i) For a QHP selection received by the Exchange from a qualified individual in 

accordance with the dates specified in paragraph (b)(1) or (b)(2)(ii) of this section, the Exchange 

may provide a coverage effective date for a qualified individual earlier than specified in such 

paragraphs, provided that either— 

(A) The qualified individual has not been determined eligible for advance payments of 

the premium tax credit or cost-sharing reductions; or  

(B) The qualified individual pays the entire premium for the first partial month of 

coverage as well as all cost sharing, thereby waiving the benefit of advance payments of the 

premium tax credit and cost-sharing reduction payments until the first of the next month.  

(ii) For a QHP selection received by the Exchange from a qualified individual on a date 

set by the Exchange after the fifteenth of the month, the Exchange may provide a coverage 

effective date of the first of the following month. 

(c) Length of special enrollment periods.  Unless specifically stated otherwise herein, a 

qualified individual or enrollee has 60 days from the date of a triggering event to select a QHP. 

(d) Special enrollment periods.  The Exchange must allow qualified individuals and 

enrollees to enroll in or change from one QHP to another as a result of the following triggering 

events:  

(1) A qualified individual or dependent loses minimum essential coverage; 

(2) A qualified individual gains a dependent or becomes a dependent through marriage, 

birth, adoption or placement for adoption; 

(3) An individual, who was not previously a citizen, national, or lawfully present 

individual gains such status; 
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(4) A qualified individual's enrollment or non-enrollment in a QHP is unintentional, 

inadvertent, or erroneous and is the result of the error, misrepresentation, or inaction of an 

officer, employee, or agent of the Exchange or HHS, or its instrumentalities as evaluated and 

determined by the Exchange.  In such cases, the Exchange may take such action as may be 

necessary to correct or eliminate the effects of such error, misrepresentation, or inaction; 

(5) An enrollee adequately demonstrates to the Exchange that the QHP in which he or she 

is enrolled substantially violated a material provision of its contract in relation to the enrollee; 

(6) An individual is determined newly eligible or newly ineligible for advance payments 

of the premium tax credit or has a change in eligibility for cost-sharing reductions, regardless of 

whether such individual is already enrolled in a QHP.  The Exchange must permit individuals 

whose existing coverage through an eligible employer-sponsored plan will no longer be 

affordable or provide minimum value for his or her employer’s upcoming plan year to access this 

special enrollment period prior to the end of his or her coverage through such eligible employer-

sponsored plan;  

(7) A qualified individual or enrollee gains access to new QHPs as a result of a 

permanent move;  

(8) An Indian, as defined by section 4 of the Indian Health Care Improvement Act, may 

enroll in a QHP or change from one QHP to another one time per month; and 

(9) A qualified individual or enrollee demonstrates to the Exchange, in accordance with 

guidelines issued by HHS, that the individual meets other exceptional circumstances as the 

Exchange may provide.  
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(e) Loss of minimum essential coverage.  Loss of minimum essential coverage includes 

those circumstances described in 26 CFR 54.9801-6(a)(3)(i) through (iii). Loss of coverage does 

not include termination or loss due to –  

 (1) Failure to pay premiums on a timely basis, including COBRA premiums prior to 

expiration of COBRA coverage, or 

(2) Situations allowing for a rescission as specified in 45 CFR 147.128.  

§155.430 Termination of coverage. 

(a) General requirements. The Exchange must determine the form and manner in which 

coverage in a QHP may be terminated.   

(b) Termination events. (1) The Exchange must permit an enrollee to terminate his or her 

coverage in a QHP, including as a result of the enrollee obtaining other minimum essential 

coverage, with appropriate notice to the Exchange or the QHP.  

(2) The Exchange may initiate termination of an enrollee’s coverage in a QHP, and must 

permit a QHP issuer to terminate such coverage, in the following circumstances: 

(i) The enrollee is no longer eligible for coverage in a QHP through the Exchange; 

(ii) Non-payment of premiums for coverage of the enrollee, and 

(A) The 3-month grace period required for individuals receiving advance payments of the 

premium tax credit has been exhausted as described in §156.270(g); or,  

(B) Any other grace period not described in paragraph (b)(2)(ii)(A) of this section has 

been exhausted; 

(iii) The enrollee’s coverage is rescinded in accordance with §147.128 of this subtitle;  

(iv) The QHP terminates or is decertified as described in §155.1080; or 
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(v) The enrollee changes from one QHP to another during an annual open enrollment 

period or special enrollment period in accordance with §155.410 or §155.420. 

(c) Termination of coverage tracking and approval.  The Exchange must – 

(1) Establish mandatory procedures for QHP issuers to maintain records of termination of 

coverage; 

(2) Send termination information to the QHP issuer and HHS, promptly and without 

undue delay, at such time and in such manner as HHS may specify, in accordance with 

§155.400(b). 

(3) Require QHP issuers to make reasonable accommodations for all individuals with 

disabilities (as defined by the Americans with Disabilities Act) before terminating coverage for 

such individuals; and   

(4) Retain records in order to facilitate audit functions. 

(d) Effective dates for termination of coverage.  (1) For purposes of this section, 

reasonable notice is defined as fourteen days from the requested effective date of termination.  

(2) In the case of a termination in accordance with paragraph (b)(1) of this section, the 

last day of coverage is –  

(i) The termination date specified by the enrollee, if the enrollee provides reasonable 

notice;  

(ii) Fourteen days after the termination is requested by the enrollee, if the enrollee does 

not provide reasonable notice; or 

(iii) On a date determined by the enrollee’s QHP issuer, if the enrollee’s QHP issuer is 

able to effectuate termination in fewer than fourteen days and the enrollee requests an earlier 

termination effective date.  
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 (iv) If the enrollee is newly eligible for Medicaid, CHIP, or the BHP, if a BHP is 

operating in the service area of the Exchange, the last day of coverage is the day before such 

coverage begins. 

(3) In the case of a termination in accordance with paragraph (b)(2)(i) of this section, the 

last day of coverage is the last day of the month following the month in which the notice 

described in §155.330(e)(1)(ii) is sent by the Exchange unless the individual requests an earlier 

termination effective date per paragraph (b)(1) of this section. 

(4) In the case of a termination in accordance with paragraph (b)(2)(ii)(A) of this section, 

the last day of coverage will be the last day of the first month of the 3-month grace period.  

(5) In the case of a termination in accordance with paragraph (b)(2)(ii)(B) of this section, 

the last day of coverage should be consistent with existing State laws regarding grace periods. 

(6) In the case of a termination in accordance with paragraph (b)(2)(v) of this section, the 

last day of coverage in an enrollee’s prior QHP is the day before the effective date of coverage in 

his or her new QHP. 

4.  Add subpart H to read as follows: 

Subpart H – Exchange Functions: Small Business Health Options Program (SHOP) 

Sec. 

155.700 Standards for the establishment of a SHOP. 

155.705 Functions of a SHOP. 

155.710 Eligibility standards for SHOP.   

155.715 Eligibility determination process for SHOP. 

155.720 Enrollment of employees into QHPs under SHOP. 

155.725 Enrollment periods under SHOP. 
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155.730 Application standards for SHOP. 

Subpart H – Exchange Functions: Small Business Health Options Program (SHOP).  

§155.700 Standards for the establishment of a SHOP.   

(a) General requirement. An Exchange must provide for the establishment of a SHOP that 

meets the requirements of this subpart and is designed to assist qualified employers and facilitate 

the enrollment of qualified employees into qualified health plans.   

(b) Definition. For the purposes of this subpart: 

Group participation rule means a requirement relating to the minimum number of 

participants or beneficiaries that must be enrolled in relation to a specified percentage or number 

of eligible individuals or employees of an employer. 

 §155.705 Functions of a SHOP. 

(a) Exchange functions that apply to SHOP. The SHOP must carry out all the required 

functions of an Exchange described in this subpart and in subparts C, E, and K of this part, 

except:  

(1) Requirements related to individual eligibility determinations in subpart D of this part; 

(2) Requirements related to enrollment of qualified individuals described in subpart E of 

this part; 

(3) The requirement to issue certificates of exemption in accordance with §155.200(b); 

and 

(4) Requirements related to the payment of premiums by individuals, Indian tribes, tribal 

organizations and urban Indian organizations under §155.240. 

(b) Unique functions of a SHOP. The SHOP must also provide the following unique 

functions:  
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(1) Enrollment and eligibility functions. The SHOP must adhere to the requirements 

outlined in §§ 155.710, 155.715, 155.720, 155.725, and 155.730.  

(2) Employer choice requirements. With regard to QHPs offered through the SHOP, the 

SHOP must allow a qualified employer to select a level of coverage as described in section 

1302(d)(1) of the Affordable Care Act, in which all QHPs within that level are made available to 

the qualified employees of the employer. 

(3) SHOP options with respect to employer choice requirements. With regard to QHPs 

offered through the SHOP, the SHOP may allow a qualified employer to make one or more 

QHPs available to qualified employees by a method other than the method described in 

paragraph (b)(2) of this section.   

(4) Premium aggregation. The SHOP must perform the following functions related to 

premium payment administration:  

(i) Provide each qualified employer with a bill on a monthly basis that identifies the 

employer contribution, the employee contribution, and the total amount that is due to the QHP 

issuers from the qualified employer; 

 (ii) Collect from each employer the total amount due and make payments to QHP issuers 

in the SHOP for all enrollees; and  

(iii) Maintain books, records, documents, and other evidence of accounting procedures 

and practices of the premium aggregation program for each benefit year for at least 10 years. 

(5) QHP Certification. With respect to certification of QHPs in the small group market, 

the SHOP must ensure each QHP meets the requirements specified in §156.285 of this 

subchapter. 

(6) Rates and rate changes. The SHOP must – 
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(i) Require all QHP issuers to make any change to rates at a uniform time that is either 

quarterly, monthly, or annually; and 

(ii) Prohibit all QHP issuers from varying rates for a qualified employer during the 

employer’s plan year. 

(7) QHP availability in merged markets. If a State merges the individual market and the 

small group market risk pools in accordance with section 1312(c)(3) of the Affordable Care Act, 

the SHOP may permit a qualified employee to enroll in any QHP meeting the following 

requirements of the small group market: 

(i) Deductible maximums described in section 1302(c) of the Affordable Care Act; and 

(ii) Levels of coverage described in section 1302(d) of the Affordable Care Act.  

(8) QHP availability in unmerged markets. If a State does not merge the individual and 

small group market risk pools, the SHOP must permit each qualified employee to enroll only in 

QHPs in the small group market. 

(9) SHOP expansion to large group market. If a State elects to expand the SHOP to the 

large group market, a SHOP must allow issuers of health insurance coverage in the large group 

market in the State to offer QHPs in such market through a SHOP beginning in 2017 provided 

that a large employer meets the qualified employer requirements other than that it be a small 

employer.  

(10) Participation rules. The SHOP may authorize uniform group participation rules for 

the offering of health insurance coverage in the SHOP.  If the SHOP authorizes a minimum 

participation rate, such rate must be based on the rate of employee participation in the SHOP, not 

on the rate of employee participation in any particular QHP or QHPs of any particular issuer. 
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(11) Premium calculator. In the SHOP, the premium calculator described in 

§155.205(b)(6) must facilitate the comparison of available QHPs after the application of any 

applicable employer contribution in lieu of any advance payment of the premium tax credit and 

any cost-sharing reductions. 

§155.710 Eligibility standards for SHOP. 

(a) General requirement. The SHOP must permit qualified employers to purchase 

coverage for qualified employees through the SHOP. 

(b) Employer eligibility requirements. An employer is a qualified employer eligible to 

purchase coverage through a SHOP if such employer – 

(1) Is a small employer;   

(2) Elects to offer, at a minimum, all full-time employees coverage in a QHP through a 

SHOP; and 

(3) Either – 

(i) Has its principal business address in the Exchange service area and offers coverage to 

all its full-time employees through that SHOP; or 

(ii) Offers coverage to each eligible employee through the SHOP serving that employee’s 

primary worksite.  

(c) Participating in multiple SHOPs. If an employer meets the criteria in paragraph (b) of 

this section and makes the election described in (b)(3)(ii) of this section, a SHOP shall allow the 

employer to offer coverage to those employees whose primary worksite is in the SHOP’s service 

area. 

(d) Continuing eligibility. The SHOP must treat a qualified employer which ceases to be 

a small employer solely by reason of an increase in the number of employees of such employer 
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as a qualified employer until the qualified employer otherwise fails to meet the eligibility criteria 

of this section or elects to no longer purchase coverage for qualified employees through the 

SHOP.   

(e) Employee eligibility requirements.  An employee is a qualified employee eligible to 

enroll in coverage through a SHOP if such employee receives an offer of coverage from a 

qualified employer.  

§155.715 Eligibility determination process for SHOP. 

(a) General requirement. Before permitting the purchase of coverage in a QHP, the SHOP 

must determine that the employer or individual who requests coverage is eligible in accordance 

with the requirements of §155.710.  

(b) Applications. The SHOP must accept a SHOP single employer application form from 

employers and the SHOP single employee application form from employees wishing to elect 

coverage through the SHOP, in accordance with the relevant standards of §155.730. 

(c) Verification of eligibility. For the purpose of verifying employer and employee 

eligibility, the SHOP – 

(1) Must verify that an individual applicant is identified by the employer as an employee 

to whom the qualified employer has offered coverage and must otherwise accept the information 

attested to within the application unless the information is inconsistent with the employer-

provided information;  

(2) May establish, in addition to or in lieu of reliance on the application, additional 

methods to verify the information provided by the applicant on the applicable application; 

(3) Must collect only the minimum information necessary for verification of eligibility in 

accordance with the eligibility standards described in §155.710; and 
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(4) May not perform individual eligibility determinations described in sections 

1411(b)(2) or 1411(c) of the Affordable Care Act. 

(d) Eligibility adjustment period.   (1) When the information submitted on the SHOP 

single employer application is inconsistent with the eligibility standards described in §155.710, 

the SHOP must – 

(i) Make a reasonable effort to identify and address the causes of such inconsistency, 

including through typographical or other clerical errors; 

(ii) Notify the employer of the inconsistency; 

(iii) Provide the employer with a period of 30 days from the date on which the notice 

described in paragraph (d)(1)(ii) of this section is sent to the employer to either present 

satisfactory documentary evidence to support the employer’s application, or resolve the 

inconsistency; and 

(iv) If, after the 30-day period described in paragraph (d)(1)(iii) of this section, the SHOP 

has not received satisfactory documentary evidence, the SHOP must – 

(A) Notify the employer of its denial of eligibility in accordance with paragraph (e) of 

this section and of the employer’s right to appeal such determination; and 

(B) If the employer was enrolled pending the confirmation or verification of eligibility 

information, discontinue the employer’s participation in the SHOP at the end of the month 

following the month in which the notice is sent. 

(2) For an individual requesting eligibility to enroll in a QHP through the SHOP for 

whom the SHOP receives information on the application inconsistent with the employer 

provided information, the SHOP must – 
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(i) Make a reasonable effort to identify and address the causes of such inconsistency, 

including through typographical or other clerical errors;  

(ii) Notify the individual of the inability to substantiate his or her employee status;  

(iii) Provide the employee with a period of 30 days from the date on which the notice 

described in paragraph (d)(2)(ii) of this section is sent to the employee to either present 

satisfactory documentary evidence to support the employee’s application, or resolve the 

inconsistency; and 

(iv) If, after the 30-day period described in paragraph (d)(2)(iii) of this section, the SHOP 

has not received satisfactory documentary evidence, the SHOP must notify the employee of its 

denial of eligibility in accordance with paragraph (f) of this section. 

(e) Notification of employer eligibility. The SHOP must provide an employer requesting 

eligibility to purchase coverage with a notice of approval or denial of eligibility and the 

employer’s right to appeal such eligibility determination. 

(f) Notification of employee eligibility. The SHOP must notify an employee seeking to 

enroll in a QHP offered through the SHOP of the determination by the SHOP whether the 

individual is eligible in accordance with §155.710 and the employee’s right to appeal such 

determination.  

(g) Notification of employer withdrawal from SHOP.  If a qualified employer ceases to 

purchase coverage through the SHOP, the SHOP must ensure that – 

(1) Each QHP terminates the coverage of the employer’s qualified employees enrolled in 

the QHP through the SHOP; and 

(2) Each of the employer’s qualified employees enrolled in a QHP through the SHOP is 

notified of the termination of coverage prior to such termination.  Such notification must also 
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provide information about other potential sources of coverage, including access to individual 

market coverage through the Exchange. 

§155.720 Enrollment of employees into QHPs under SHOP. 

(a) General requirements. The SHOP must process the SHOP single employee 

applications of qualified employees to the applicable QHP issuers and facilitate the enrollment of 

qualified employees in QHPs.  All references to QHPs in this section refer to QHPs offered 

through the SHOP. 

(b) Enrollment timeline and process. The SHOP must establish a uniform enrollment 

timeline and process for all QHP issuers and qualified employers to follow, which includes the 

following activities that must occur before the effective date of coverage for qualified 

employees: 

(1) Determination of employer eligibility for purchase of coverage in the SHOP as 

described in §155.715; 

(2) Qualified employer selection of QHPs offered through the SHOP to qualified 

employees, consistent with §155.705(b)(2) and (3);  

(3) Provision of a specific timeframe during which the qualified employer can select the 

level of coverage or QHP offering, as appropriate; 

(4) Provision of a specific timeframe for qualified employees to provide relevant 

information to complete the application process;  

(5) Determination and verification of employee eligibility for enrollment through the 

SHOP; 

(6) Processing enrollment of qualified employees into selected QHPs; and 

(7) Establishment of effective dates of employee coverage. 
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(c) Transfer of enrollment information. In order to enroll qualified employees of a 

qualified employer participating in the SHOP, the SHOP must – 

(1) Transmit enrollment information on behalf of qualified employees to QHP issuers in 

accordance with the timeline and process described in paragraph (b) of this section; and 

(2) Follow requirements set forth in §155.400(c) of this part. 

(d) Payment.  The SHOP must – 

(1) Follow requirements set forth in §155.705(b)(4) of this part; and 

(2) Terminate participation of qualified employers that do not comply with the process 

established in §155.705(b)(4). 

(e) Notification of effective date.  The SHOP must ensure that a QHP issuer notifies a 

qualified employee enrolled in a QHP of the effective date of coverage consistent with 

§156.260(b). 

(f) Records.  The SHOP must receive and maintain for at least 10 years records of 

enrollment in QHPs, including identification of – 

(1) Qualified employers participating in the SHOP; and 

(2) Qualified employees enrolled in QHPs. 

(g) Reconcile files.  The SHOP must reconcile enrollment information and employer 

participation information with QHPs on no less than a monthly basis.  

(h) Employee termination of coverage from a QHP.  If any employee terminates coverage 

from a QHP, the SHOP must notify the employee’s employer. 

(i) Reporting requirement for tax administration purposes. The SHOP must report to the 

IRS employer participation, employer contribution, and employee enrollment information in a 

time and format to be determined by HHS. 
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§155.725 Enrollment periods under SHOP. 

(a) General requirements. The SHOP must –   

(1) Adhere to the start of the initial open enrollment period set forth in §155.410; 

(2) Ensure that enrollment transactions are sent to QHP issuers and that such issuers 

adhere to coverage effective dates in accordance with §156.260 of this subchapter; and 

(3) Provide the special enrollment periods described in §155.420 excluding paragraphs 

(d)(3) and (6). 

 (b) Rolling enrollment in the SHOP.  The SHOP must permit a qualified employer to 

purchase coverage for its small group at any point during the year.  The employer’s plan year 

must consist of the 12-month period beginning with the qualified employer’s effective date of 

coverage. 

(c) Annual employer election period.  The SHOP must provide qualified employers with 

a period of no less than 30 days prior to the completion of the employer’s plan year and before 

the annual employee open enrollment period, in which the qualified employer may change its 

participation in the SHOP for the next plan year, including – 

 (1) The method by which the qualified employer makes QHPs available to qualified 

employees pursuant to §155.705(b)(2) and (3); 

(2) The employer contribution towards the premium cost of coverage; 

(3) The level of coverage offered to qualified employees as described in §155.705(b)(2) 

and (3); and 

(4) The QHP or QHPs offered to qualified employees in accordance with §155.705. 

(d) Annual employer election period notice.  The SHOP must provide notification to a 

qualified employer of the annual election period in advance of such period.  
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(e) Annual employee open enrollment period.  The SHOP must establish a standardized 

annual open enrollment period of no less than 30 days for qualified employees prior to the 

completion of the applicable qualified employer’s plan year and after that employer’s annual 

election period.  

(f) Annual employee open enrollment period notice.  The SHOP must provide 

notification to a qualified employee of the annual open enrollment period in advance of such 

period. 

 (g) Newly qualified employees. The SHOP must provide an employee who becomes a 

qualified employee outside of the initial or annual open enrollment period an enrollment period 

to seek coverage in a QHP beginning on the first day of becoming a qualified employee.   

(h) Effective dates.  The SHOP must establish effective dates of coverage for qualified 

employees consistent with the effective dates of coverage described in §155.720. 

(i) Renewal of coverage.  If a qualified employee enrolled in a QHP through the SHOP 

remains eligible for coverage, such employee will remain in the QHP selected the previous year 

unless – 

(1) The qualified employee terminates coverage from such QHP in accordance with 

standards identified in §155.430;  

(2) The qualified employee enrolls in another QHP if such option exists; or 

(3) The QHP is no longer available to the qualified employee. 

§155.730 Application standards for SHOP. 

(a) General requirements.  Application forms used by the SHOP must meet the 

requirements set forth in this section. 
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(b) Single employer application. The SHOP must use a single application to determine 

employer eligibility and to collect information necessary for purchasing coverage. Such 

application must collect the following – 

(1) Employer name and address of employer’s locations; 

(2) Number of employees;  

(3) Employer Identification Number (EIN); and 

(4) A list of qualified employees and their taxpayer identification numbers. 

(c) Single employee application.  The SHOP must use a single application for eligibility 

determination, QHP selection and enrollment for qualified employees and their dependents. 

(d) Model application.  The SHOP may use the model single employer application and 

the model single employee application provided by HHS. 

(e) Alternative employer and employee application. The SHOP may use an alternative 

application if such application is approved by HHS and collects the following: 

(1) In the case of the employer application, the information in described in paragraph (b); 

and 

(2) In the case of the employee application, the information necessary to establish 

eligibility of the employee as a qualified employee and to complete the enrollment of the 

qualified employee and any dependents to be enrolled. 

(f) Filing. The SHOP must allow an employer to file the SHOP single employer 

application and employees to file the single employee application in the form and manner 

described in §155.405(c).  
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(g) Additional safeguards. The SHOP may not provide to the employer any information 

collected on the employee application with respect to spouses or dependents other than the name, 

address, and birth date of the spouse or dependent. 

5.  Subpart K is added to read as follows: 

Subpart K – Exchange Functions: Certification of Qualified Health Plans 

Sec. 

155.1000 Certification standards for QHPs. 

155.1010 Certification process for QHPs. 

155.1020 QHP issuer rate and benefit information.  

155.1040 Transparency in coverage. 

155.1045 Accreditation timeline. 

155.1050 Establishment of Exchange network adequacy standards. 

155.1055 Service area of a QHP. 

155.1065 Stand-alone dental plans. 

155.1075 Recertification of QHPs. 

155.1080 Decertification of QHPs. 

Subpart K – Exchange Functions: Certification of Qualified Health Plans 

§155.1000 Certification standards for QHPs. 

(a) Definition. The following definition applies in this subpart: 

Multi-State plan means a health plan that is offered in accordance with section 1334 of 

the Affordable Care Act. 
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 (b) General requirement. The Exchange must offer only health plans which have in 

effect a certification issued or are recognized as plans deemed certified for participation in an 

Exchange as a QHP, unless specifically provided for otherwise.  

(c) General certification criteria. The Exchange may certify a health plan as a QHP in the 

Exchange if – 

(1) The health insurance issuer provides evidence during the certification process in 

§155.1010 that it complies with the minimum certification requirements outlined in subpart C of 

part 156, as applicable; and 

(2) The Exchange determines that making the health plan available is in the interest of the 

qualified individuals and qualified employers, except that the Exchange must not exclude a 

health plan –  

(i) On the basis that such plan is a fee-for-service plan;  

(ii) Through the imposition of premium price controls; or   

(iii) On the basis that the health plan provides treatments necessary to prevent patients’ 

deaths in circumstances the Exchange determines are inappropriate or too costly. 

§155.1010 Certification process for QHPs. 

(a) Certification procedures. The Exchange must establish procedures for the certification 

of QHPs consistent with §155.1000(c).  

(1) Completion date. The Exchange must complete the certification of the QHPs that will 

be offered during the open enrollment period prior to the beginning of such period, as outlined in 

§155.410.  

(2) Ongoing compliance. The Exchange must monitor the QHP issuers for demonstration 

of ongoing compliance with the certification requirements in §155.1000(c).    
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 (b) Exchange recognition of plans deemed certified for participation in an Exchange. 

Notwithstanding paragraph (a) of this section, an Exchange must recognize as certified QHPs:   

(1) A multi-State plan certified by and under contract with the U.S. Office of Personnel 

Management. 

(2) A CO-OP QHP as described in subpart F of part 156 and deemed as certified under 

§156.520(e).  

§155.1020 QHP issuer rate and benefit information.  

(a) Receipt and posting of rate increase justification.  The Exchange must ensure that a 

QHP issuer submits a justification for a rate increase for a QHP prior to the implementation of 

such an increase, except for multi-State plans, for which the U.S. Office of Personnel 

Management will provide a process for the submission of rate justifications. The Exchange must 

ensure that the QHP issuer has prominently posted the justification on its website as required 

under §156.210.  To ensure consumer transparency, the Exchange must also provide access to 

the justification on its Internet Web site described in §155.205(b).  

(b) Rate increase consideration.  (1) The Exchange must consider rate increases in 

accordance with section 1311(e)(2) of the Affordable Care Act, which includes consideration of 

the following: 

(i) A justification for a rate increase prior to the implementation of the increase;  

(ii) Recommendations provided to the Exchange by the State in accordance with section 

2794(b)(1)(B) of the PHS Act; and 

(iii) Any excess of rate growth outside the Exchange as compared to the rate of such 

growth inside the Exchange. 

1218



  609 

(2) This paragraph does not apply to multi-State plans for which the U.S. Office of 

Personnel Management will provide a process for rate increase consideration. 

(c) Benefit and rate information. The Exchange must receive the information described in 

this paragraph, at least annually, from QHP issuers for each QHP in a form and manner to be 

specified by HHS. Information about multi-State plans may be provided in a form and manner 

determined by the U.S. Office of Personnel Management. The information identified in this 

paragraph is: 

(1) Rates;  

(2) Covered benefits; and 

(3) Cost-sharing requirements.     

§155.1040 Transparency in coverage. 

(a) General requirement. The Exchange must collect information relating to coverage 

transparency as described in §156.220 of this subtitle from QHP issuers, and from multi-State 

plans in a time and manner determined by the U.S. Office of Personnel Management. 

 (b) Use of plain language. The Exchange must determine whether the information 

required to be submitted and made available under paragraph (a) of this section is provided in 

plain language. 

(c) Transparency of cost-sharing information. The Exchange must monitor whether a 

QHP issuer has made cost-sharing information available in a timely manner upon the request of 

an individual as required by §156.220(d) of this subtitle. 

§155.1045 Accreditation timeline. 

The Exchange must establish a uniform period following certification of a QHP within 

which a QHP issuer that is not already accredited must become accredited as required by 
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§156.275 of this subtitle, except for multi-State plans. The U.S. Office of Personnel Management 

will establish the accreditation period for multi-State plans.  

§155.1050 Establishment of Exchange network adequacy standards.   

(a) An Exchange must ensure that the provider network of each QHP meets the standards 

specified in §156.230 of this subtitle, except for multi-State plans.  

(b) The U.S. Office of Personnel Management will ensure compliance with the standards 

specified in §156.230 of this subtitle for multi-State plans.   

(c) A QHP issuer in an Exchange may not be prohibited from contracting with any 

essential community provider designated under §156.235(c) of this subtitle. 

§155.1055 Service area of a QHP. 

The Exchange must have a process to establish or evaluate the service areas of QHPs to 

ensure such service areas meet the following minimum criteria:  

(a) The service area of a QHP covers a minimum geographical area that is at least the 

entire geographic area of a county, or a group of counties defined by the Exchange, unless the 

Exchange determines that serving a smaller geographic area is necessary, nondiscriminatory, and 

in the best interest of the qualified individuals and employers. 

(b) The service area of a QHP has been established without regard to racial, ethnic, 

language, health status-related factors specified under section 2705(a) of the PHS Act, or other 

factors that exclude specific high utilizing, high cost or medically-underserved populations. 

§155.1065 Stand-alone dental plans.   

(a) General requirements.  The Exchange must allow the offering of a limited scope 

dental benefits plan through the Exchange, if – 
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(1) The plan meets the requirements of section 9832(c)(2)(A) of the Code and 

2791(c)(2)(A) of the PHS Act; and 

(2) The plan covers at least the pediatric dental essential health benefit as defined in 

section 1302(b)(1)(J) of the Affordable Care Act, provided that, with respect to this benefit, the 

plan satisfies the requirements of section 2711 of the PHS Act; and 

(3) The plan and issuer of such plan meets QHP certification standards, including 

§155.1020(c), except for any certification requirement that cannot be met because the plan 

covers only the benefits described in paragraph (a)(2) of this section. 

(b) Offering options.  The Exchange may allow the dental plan to be offered – 

(1) As a stand-alone dental plan; or  

(2) In conjunction with a QHP. 

(c) Sufficient capacity. An Exchange must consider the collective capacity of stand-alone 

dental plans during certification to ensure sufficient access to pediatric dental coverage.    

 (d) QHP Certification standards.  If a plan described in paragraph (a) of this section is 

offered through an Exchange, another health plan offered through such Exchange must not fail to 

be treated as a QHP solely because the plan does not offer coverage of benefits offered through 

the stand-alone plan that are otherwise required under section 1302(b)(1)(J) of the Affordable 

Care Act.  

§155.1075 Recertification of QHPs.   

(a) Recertification process. Except with respect to multi-State plans and CO-OP QHPs, 

an Exchange must establish a process for recertification of QHPs that, at a minimum, includes a 

review of the general certification criteria as outlined in §155.1000(c). Upon determining the 

recertification status of a QHP, the Exchange must notify the QHP issuer.   
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 (b) Timing. The Exchange must complete the QHP recertification process on or before 

September 15 of the applicable calendar year. 

§155.1080 Decertification of QHPs. 

(a) Definition.  The following definition applies to this section: 

Decertification means the termination by the Exchange of the certification status and 

offering of a QHP.    

(b) Decertification process. Except with respect to multi-State plans and CO-OP QHPs, 

the Exchange must establish a process for the decertification of QHPs, which, at a minimum, 

meet the requirements in this section.   

 (c) Decertification by the Exchange. The Exchange may at any time decertify a health 

plan if the Exchange determines that the QHP issuer is no longer in compliance with the general 

certification criteria as outlined in §155.1000(c).  

(d) Appeal of decertification. The Exchange must establish a process for the appeal of a 

decertification of a QHP. 

(e) Notice of decertification. Upon decertification of a QHP, the Exchange must provide 

notice of decertification to all affected parties, including: 

(1) The QHP issuer; 

(2) Exchange enrollees in the QHP who must receive information about a special 

enrollment period, as described in §155.420;  

(3) HHS; and 

(4) The State department of insurance.   
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PART 156 – HEALTH INSURANCE ISSUER STANDARDS UNDER THE 

AFFORDABLE CARE ACT, INCLUDING STANDARDS RELATED TO EXCHANGES  

6.  The authority citation for part 156 continues to read as follows: 

Authority: Title I of the Affordable Care Act, Sections 1301-1304, 1311-1312, 1321, 

1322, 1324, 1334, 1341-1343, and 1401-1402, Pub. L. 111-148, 124 Stat. 119 (42 U.S.C. 

18042). 

7.  Revise the part 156 heading to read as set forth above. 

8.  Add subpart A to read as follows: 

Subpart A – General Provisions 

Sec. 

156.10 Basis and scope. 

156.20 Definitions. 

156.50 Financial support. 

Subpart A – General Provisions 

§156.10 Basis and scope. 

(a)  Basis.  (1) This part is based on the following sections of title I of the Affordable 

Care Act: 

(i) 1301.  QHP defined. 

(ii) 1302.  Essential health benefits requirements. 

(iii) 1303.  Special rules. 

(iv) 1304.  Related definitions. 

(v)  1311.  Affordable choices of health benefit plans. 

(vi)  1312.  Consumer choice. 
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(vii) 1313.  Financial integrity. 

(viii) 1321.  State flexibility in operation and enforcement of Exchanges and related 

requirements. 

(ix) 1322.  Federal program to assist establishment and operation of nonprofit, member-

run health insurance issuers. 

(x) 1331.  State flexibility to establish Basic Health Programs for low-income individuals 

not eligible for Medicaid. 

(xi) 1334.  Multi-State plans. 

(xii) 1402.  Reduced cost-sharing for individuals enrolling in QHPs. 

(xiii) 1411. Procedures for determining eligibility for Exchange participation, advance 

premium tax credits and reduced cost sharing, and individual responsibility exemptions. 

(xiv) 1412.  Advance determination and payment of premium tax credits and cost-sharing 

reductions. 

(xv) 1413. Streamlining of procedures for enrollment through an Exchange and State, 

Medicaid, CHIP, and health subsidy programs.  

(2)  This part is based on section 1150A, Pharmacy Benefit Managers Transparency 

Requirements, of title I of the Act: 

(b) Scope.  This part establishes standards for QHPs under Exchanges, and addresses 

other health insurance issuer requirements. 

§156.20 Definitions.   

The following definitions apply to this part, unless the context indicates otherwise: 

Applicant has the meaning given to the term in §155.20 of this subchapter. 

Benefit design standards means coverage that provides for all of the following: 
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(1) The essential health benefits as described in section 1302(b) of the Affordable Care 

Act;  

(2) Cost-sharing limits as described in section 1302(c) of the Affordable Care Act; and 

(3) A bronze, silver, gold, or platinum level of coverage as described in section 1302(d) 

of the Affordable Care Act, or is a catastrophic plan as described in section 1302(e) of the 

Affordable Care Act.   

Benefit year has the meaning given to the term in §155.20 of this subtitle. 

Cost-sharing has the meaning given to the term in §155.20 of this subtitle. 

Cost-sharing reductions has the meaning given to the term in §155.20 of this subtitle. 

Group health plan has the meaning given to the term in §144.103 of this subtitle. 

Health insurance coverage has the meaning given to the term in §144.103 of this subtitle. 

Health insurance issuer or issuer has the meaning given to the term in §144.103 of this 

subtitle. 

Level of coverage means one of four standardized actuarial values as defined by section 

1302(d)(2) of the Affordable Care Act of plan coverage. 

Plan year has the meaning given to the term in §155.20 of this subchapter. 

Qualified employer has the meaning given to the term in §155.20 of this subchapter. 

Qualified health plan has the meaning given to the term in §155.20 of this subchapter.  

Qualified health plan issuer has the meaning given to the term in §155.20 of this 

subchapter.  

Qualified individual has the meaning given to the term in §155.20 of this subchapter. 

§156.50  Financial support. 

(a) Definitions.  The following definitions apply for the purposes of this section: 
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Participating issuer means any issuer offering a plan that participates in the specific 

function that is funded by user fees.  This term may include: health insurance issuers, QHP 

issuers, issuers of multi-State plans (as defined in §155.1000(a) of this subchapter), issuers of 

stand-alone dental plans (as described in §155.1065 of this subtitle), or other issuers identified by 

an Exchange.  

(b) Requirement for Exchanges user fees.  A participating issuer must remit user fee 

payments, or any other payments, charges, or fees, if assessed by the Federally-facilitated 

Exchange under 31 USC 9701 or a State-based Exchange under §155.160 of this subchapter.  

9.  Add subpart C to read as follows:  

Subpart C – Qualified Health Plan Minimum Certification Standards 

Sec. 

156.200 QHP issuer participation standards. 

156.210 QHP rate and benefit information.   

156.220 Transparency in coverage.   

156.225 Marketing and Benefit Design of QHPs. 

156.230 Network adequacy standards. 

156.235 Essential community providers. 

156.245 Treatment of direct primary care medical homes. 

156.250 Health plan applications and notices. 

156.255 Rating variations. 

156.260 Enrollment periods for qualified individuals. 

156.265 Enrollment process for qualified individuals. 

156.270 Termination of coverage for qualified individuals. 
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156.275 Accreditation of QHP issuers.   

156.280 Segregation of funds for abortion services. 

156.285 Additional standards specific to SHOP. 

156.290 Non-renewal and decertification of QHPs. 

156.295 Prescription drug distribution and cost reporting.  

Subpart C – Qualified Health Plan Minimum Certification Standards 

§156.200 QHP issuer participation standards.   

(a) General requirement.  In order to participate in an Exchange, a health insurance issuer 

must have in effect a certification issued or recognized by the Exchange to demonstrate that each 

health plan it offers in the Exchange is a QHP.  

(b) QHP issuer requirement.  A QHP issuer must –  

(1) Comply with the requirements of this subpart with respect to each of its QHPs on an 

ongoing basis; 

(2) Comply with Exchange processes, procedures, and requirements set forth in 

accordance with subpart K of part 155 and, in the small group market, §155.705 of this 

subchapter; 

(3) Ensure that each QHP complies with benefit design standards, as defined in §156.20; 

(4) Be licensed and in good standing to offer health insurance coverage in each State in 

which the issuer offers health insurance coverage; 

(5) Implement and report on a quality improvement strategy or strategies consistent with 

the standards of section 1311(g) of the Affordable Care Act, disclose and report information on 

health care quality and outcomes described in sections 1311(c)(1)(H) and (I) of the Affordable 
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Care Act, and implement appropriate enrollee satisfaction surveys consistent with section 

1311(c)(4) of the Affordable Care Act;  

(6) Pay any applicable user fees assessed under §156.50; and 

(7) Comply with the standards related to the risk adjustment program under 45 CFR part 

153. 

(c) Offering requirements.  A QHP issuer must offer through the Exchange:   

(1) At least one QHP in the silver coverage level and at least one QHP in the gold 

coverage level as described in section 1302(d)(1) of the Affordable Care Act; and, 

(2) A child-only plan at the same level of coverage, as described in section 1302(d)(1) of 

the Affordable Care Act, as any QHP offered through the Exchange to individuals who, as of the 

beginning of the plan year, have not attained the age of 21. 

(d) State requirements. A QHP issuer certified by an Exchange must adhere to the 

requirements of this subpart and any provisions imposed by the Exchange, or a State in 

connection with its Exchange, that are conditions of participation or certification with respect to 

each of its QHPs.   

(e) Non-discrimination. A QHP issuer must not, with respect to its QHP, discriminate on 

the basis of race, color, national origin, disability, age, sex, gender identity or sexual orientation.  

§156.210 QHP rate and benefit information.  

(a) General rate requirement. A QHP issuer must set rates for an entire benefit year, or for 

the SHOP, plan year.   

(b) Rate and benefit submission. A QHP issuer must submit rate and benefit information 

to the Exchange.   
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(c) Rate justification.  A QHP issuer must submit to the Exchange a justification for a rate 

increase prior to the implementation of the increase.  A QHP issuer must prominently post the 

justification on its website.   

§156.220 Transparency in coverage.   

(a) Required information.  A QHP issuer must provide the following information in 

accordance with the standards in paragraph (b) of this section: 

(1) Claims payment policies and practices; 

(2) Periodic financial disclosures; 

(3) Data on enrollment; 

(4) Data on disenrollment; 

(5) Data on the number of claims that are denied; 

(6) Data on rating practices; 

(7) Information on cost-sharing and payments with respect to any out-of-network 

coverage; and 

(8) Information on enrollee rights under title I of the Affordable Care Act. 

(b) Reporting requirement.  A QHP issuer must submit, in an accurate and timely 

manner, to be determined by HHS, the information described in paragraph (a) of this section to 

the Exchange, HHS and the State insurance commissioner, and make the information described 

in paragraph (a) of this section available to the public. 

(c) Use of plain language.  A QHP issuer must make sure that the information submitted 

under paragraph (b) is provided in plain language as defined under §155.20 of this subtitle. 

(d) Enrollee cost sharing transparency.  A QHP issuer must make available the amount of 

enrollee cost sharing under the individual’s plan or coverage with respect to the furnishing of a 
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specific item or service by a participating provider in a timely manner upon the request of the 

individual.  At a minimum, such information must be made available to such individual through 

an Internet website and such other means for individuals without access to the Internet. 

§156.225 Marketing and Benefit Design of QHPs. 

A QHP issuer and its officials, employees, agents and representatives must – 

(a) State law applies.  Comply with any applicable State laws and regulations regarding 

marketing by health insurance issuers; and 

(b) Non-discrimination.  Not employ marketing practices or benefit designs that will have 

the effect of discouraging the enrollment of individuals with significant health needs in QHPs.  

§156.230 Network adequacy standards.   

(a) General requirement. A QHP issuer must ensure that the provider network of each of 

its QHPs, as available to all enrollees, meets the following standards – 

(1) Includes essential community providers in accordance with §156.235;  

(2) Maintains a network that is sufficient in number and types of providers, including 

providers that specialize in mental health and substance abuse services, to assure that all services 

will be accessible without unreasonable delay; and, 

(3) Is consistent with the network adequacy provisions of section 2702(c) of the PHS Act.  

(b) Access to provider directory. A QHP issuer must make its provider directory for a 

QHP available to the Exchange for publication online in accordance with guidance from the 

Exchange and to potential enrollees in hard copy upon request.  In the provider directory, a QHP 

issuer must identify providers that are not accepting new patients.   
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§156.235 Essential community providers.  

(a) General requirement.  (1) A QHP issuer must have a sufficient number and 

geographic distribution of essential community providers, where available, to ensure reasonable 

and timely access to a broad range of such providers for low-income, medically underserved 

individuals in the QHP’s service area, in accordance with the Exchange’s network adequacy 

standards.  

(2) A QHP issuer that provides a majority of covered professional services through 

physicians employed by the issuer or through a single contracted medical group may instead 

comply with the alternate standard described in paragraph (b) of this section. 

(3) Nothing in this requirement shall be construed to require any QHP to provide 

coverage for any specific medical procedure provided by the essential community provider.   

(b) Alternate standard. A QHP issuer described in paragraph (a)(2) of this section must 

have a sufficient number and geographic distribution of employed providers and hospital 

facilities, or providers of its contracted medical group and hospital facilities to ensure reasonable 

and timely access for low-income, medically underserved individuals in the QHP’s service area, 

in accordance with the Exchange’s network adequacy standards.   

(c) Definition.  Essential community providers are providers that serve predominantly 

low-income, medically underserved individuals, including providers that meet the criteria of 

paragraph (c)(1) or (2) of this section, and providers that met the criteria under paragraph (c)(1) 

or (2) of this section on the publication date of this regulation unless the provider lost its status 

under paragraph (c)(1) or (2) of this section thereafter as a result of violating Federal law: 

(1) Health care providers defined in section 340B(a)(4) of the PHS Act; and 
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(2) Providers described in section 1927(c)(1)(D)(i)(IV) of the Act as set forth by section 

221 of Pub. L. 111-8. 

(d) Payment rates.  Nothing in paragraph (a) of this section shall be construed to require a 

QHP issuer to contract with an essential community provider if such provider refuses to accept 

the generally applicable payment rates of such issuer.   

(e) Payment of federally-qualified health centers.  If an item or service covered by a QHP 

is provided by a federally-qualified health center (as defined in section 1905(l)(2)(B) of the Act) 

to an enrollee of a QHP, the QHP issuer must pay the federally-qualified health center for the 

item or service an amount that is not less than the amount of payment that would have been paid 

to the center under section 1902(bb) of the Act for such item or service. Nothing in this 

paragraph (e) would preclude a QHP issuer and federally-qualified health center from mutually 

agreeing upon payment rates other than those that would have been paid to the center under 

section 1902(bb) of the Act, as long as such mutually agreed upon rates are at least equal to the 

generally applicable payment rates of the issuer indicated in paragraph (d) of this section.  

§156.245 Treatment of direct primary care medical homes. 

 A QHP issuer may provide coverage through a direct primary care medical home that 

meets criteria established by HHS, so long as the QHP meets all requirements that are otherwise 

applicable and the services covered by the direct primary care medical home are coordinated 

with the QHP issuer. 

§156.250 Health plan applications and notices.  

QHP issuers must provide all applications and notices to enrollees in accordance with the 

standards described in §155.230(b) of this subtitle.  
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§156.255 Rating variations. 

(a) Rating areas. A QHP issuer, including an issuer of a multi-State plan, may vary 

premiums by the geographic rating area established under section 2701(a)(2) of the PHS Act. 

(b) Same premium rates. A QHP issuer must charge the same premium rate without 

regard to whether the plan is offered through an Exchange, or whether the plan is offered directly 

from the issuer or through an agent. 

§156.260 Enrollment periods for qualified individuals.  

(a) Individual market requirement.  A QHP issuer must:  

(1) Enroll a qualified individual during the initial and annual open enrollment periods 

described in §155.410(b) and (e) of this subchapter, and abide by the effective dates of coverage 

established by the Exchange in accordance with §155.410(c) and (f) of this subchapter; and  

(2) Make available, at a minimum, special enrollment periods described in §155.420(d) 

of this subchapter, for QHPs and abide by the effective dates of coverage established by the 

Exchange in accordance with §155.420(b) of this subchapter. 

(b) Notification of effective date.  A QHP issuer must notify a qualified individual of his 

or her effective date of coverage. 

§156.265 Enrollment process for qualified individuals.   

(a) General requirement. A QHP issuer must process enrollment in accordance with this 

section.  

(b) Enrollment through the Exchange for the individual market.  (1) A QHP issuer must 

enroll a qualified individual only if the Exchange –  

(i) Notifies the QHP issuer that the individual is a qualified individual; and  
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(ii) Transmits information to the QHP issuer as provided in §155.400(a) of this 

subchapter.   

(2) If an applicant initiates enrollment directly with the QHP issuer for enrollment 

through the Exchange, the QHP issuer must either –  

(i) Direct the individual to file an application with the Exchange in accordance with 

§155.310, or 

(ii) Ensure the applicant received an eligibility determination for coverage through the 

Exchange through the Exchange Internet Web site.   

(c) Acceptance of enrollment information.  A QHP issuer must accept enrollment 

information consistent with the privacy and security requirements established by the Exchange in 

accordance with §155.260 and in an electronic format that is consistent with §155.270.  

 (d) Premium payment.  A QHP issuer must follow the premium payment process 

established by the Exchange in accordance with §155.240.  

(e) Enrollment information package.  A QHP issuer must provide new enrollees an 

enrollment information package that is compliant with accessibility and readability standards 

established in §155.230(b).  

(f) Enrollment reconciliation.  A QHP issuer must reconcile enrollment files with the 

Exchange no less than once a month in accordance with §155.400(d).  

(g) Enrollment acknowledgement. A QHP issuer must acknowledge receipt of enrollment 

information transmitted from the Exchange in accordance with Exchange standards established 

in accordance with §155.400(b)(2) of this subchapter.  

§156.270 Termination of coverage for qualified individuals. 
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(a) General requirement. A QHP issuer may only terminate coverage as permitted by the 

Exchange in accordance with §155.430(b) of this subchapter.  

(b) Termination of coverage notice requirement.  If an enrollee’s coverage in a QHP is 

terminated for any reason, the QHP issuer must: 

(1) Provide the enrollee  with a notice of termination of coverage that includes the reason 

for termination at least 30 days prior to the last day of coverage, consistent with the effective 

date established by the Exchange in accordance with §155.430(d) of this subchapter.  

(2) Notify the Exchange of the termination effective date and reason for termination.  

(c) Termination of coverage due to non-payment of premium.  A QHP issuer must 

establish a standard policy for the termination of coverage of enrollees due to non-payment of 

premium as permitted by the Exchange in §155.430(b)(2)(ii) of this subchapter. This policy for 

the termination of coverage:  

(1) Must include the grace period for enrollees receiving advance payments of the 

premium tax credits as described in paragraph (d) of this section; and 

(2) Must be applied uniformly to enrollees in similar circumstances. 

(d) Grace period for recipients of advance payments of the premium tax credit.  A QHP 

issuer must provide a grace period of three consecutive months if an enrollee receiving advance 

payments of the premium tax credit has previously paid at least one full month’s premium during 

the benefit year.  During the grace period, the QHP issuer must: 

(1) Pay all appropriate claims for services rendered to the enrollee during the first month 

of the grace period and may pend claims for services rendered to the enrollee in the second and 

third months of the grace period;  

 (2) Notify HHS of such non-payment; and, 
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(3) Notify providers of the possibility for denied claims when an enrollee is in the second 

and third months of the grace period. 

(e) Advance payments of the premium tax credit. For the 3-month grace period described 

in paragraph (d) of this section, a QHP issuer must: 

(1) Continue to collect advance payments of the premium tax credit on behalf of the 

enrollee from the Department of the Treasury. 

(2) Return advance payments of the premium tax credit paid on the behalf of such 

enrollee for the second and third months of the grace period if the enrollee exhausts the grace 

period as described in paragraph (g) of this section. 

(f) Notice of non-payment of premiums.  If an enrollee is delinquent on premium 

payment, the QHP issuer must provide the enrollee with notice of such payment delinquency.   

(g) Exhaustion of grace period. If an enrollee receiving advance payments of the 

premium tax credit exhausts the 3-month grace period in paragraph (d) of this section without 

paying all outstanding premiums, the QHP issuer must terminate the enrollee’s coverage on the 

effective date described in §155.430(d)(4) of this subchapter, provided that the QHP issuer meets 

the notice requirement specified in paragraph (b) of this section.    

(h) Records of termination of coverage.  QHP issuers must maintain records in 

accordance with Exchange standards established in accordance with §155.430(c) of this 

subchapter.    

(i) Effective date of termination of coverage.  QHP issuers must abide by the termination 

of coverage effective dates described in §155.430(d) of this subchapter.   

§156.275 Accreditation of QHP issuers.   

(a) General requirement.  A QHP issuer must: 
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(1) Be accredited on the basis of local performance of its QHPs in the following 

categories by an accrediting entity recognized by HHS: 

(i) Clinical quality measures, such as the Healthcare Effectiveness Data and Information 

Set; 

(ii) Patient experience ratings on a standardized CAHPS survey; 

(iii) Consumer access; 

(iv) Utilization management; 

(v) Quality assurance; 

(vi) Provider credentialing;  

(vii) Complaints and appeals; 

(viii) Network adequacy and access; and 

(ix) Patient information programs, and 

(2) Authorize the accrediting entity that accredits the QHP issuer to release to the 

Exchange and HHS a copy of its most recent accreditation survey, together with any survey-

related information that HHS may require, such as corrective action plans and summaries of 

findings. 

(b) Timeframe for accreditation.  A QHP issuer must be accredited within the timeframe 

established by the Exchange in accordance with §155.1045 of this subchapter.  The QHP issuer 

must maintain accreditation so long as the QHP issuer offers QHPs.   

§156.280 Segregation of funds for abortion services. 

(a) State opt-out of abortion coverage. A QHP issuer must comply with a State law that 

prohibits abortion coverage in QHPs. 
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 (b) Termination of opt out.  A QHP issuer may provide coverage of abortion services 

through the Exchange in a State described in paragraph (a) of this section if the State repeals 

such law. 

(c) Voluntary choice of coverage of abortion services.   Notwithstanding any other 

provision of title I of the Affordable Care Act (or any other amendment made under that title): 

(1) Nothing in title I of the Affordable Care Act (or any amendments by that title) shall 

be construed to require a QHP issuer to provide coverage of services described in paragraph (d) 

of this section as part of its essential health benefits, as described in section 1302(b) of the 

Affordable Care Act, for any plan year.  

(2) Subject to paragraphs (a) and (b) of this section, the QHP issuer must determine 

whether or not the QHP provides coverage of services described in paragraph (d) of this section 

as part of such benefits for the plan year.  

(d) Abortion services.  (1) Abortions for which public funding is prohibited. The services 

described in this paragraph are abortion services for which the expenditure of Federal funds 

appropriated for HHS is not permitted, based on the law in effect 6 months before the beginning 

of the plan year involved. 

(2) Abortions for which public funding is allowed.  The services described in this 

paragraph are abortion services for which the expenditure of Federal funds appropriated for HHS 

is permitted, based on the law in effect 6 months before the beginning of the plan year involved. 

(e) Prohibition on the use of Federal funds.  (1) If a QHP provides coverage of services 

described in paragraph (d)(1) of this section, the QHP issuer must not use any amount 

attributable to any of the following for the purposes of paying for such services:  
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 (i) The credit under section 36B of the Code and the amount (if any) of the advance 

payment of the credit under section 1412 of the Affordable Care Act;  

(ii) Any cost-sharing reduction under section 1402 of the Affordable Care Act and the 

amount (if any) of the advance payments of the reduction under section 1412 of the Affordable 

Care Act. 

(2) Establishment of allocation accounts.  In the case of a QHP to which paragraph (e)(1) 

of this section applies, the QHP issuer must: 

(i) Collect from each enrollee in the QHP (without regard to the enrollee’s age, sex, or 

family status) a separate payment for each of the following: 

(A) An amount equal to the portion of the premium to be paid directly by the enrollee for 

coverage under the QHP of services other than services described in (d)(1) of this section (after 

reductions for credits and cost-sharing reductions described in paragraph (e)(1) of this section); 

and 

(B) An amount equal to the actuarial value of the coverage of services described in 

paragraph (d)(1) of this section . 

(ii) Deposit all such separate payments into separate allocation accounts as provided in 

paragraph (e)(3) of this section. In the case of an enrollee whose premium for coverage under the 

QHP is paid through employee payroll deposit, the separate payments required under this 

subparagraph shall each be paid by a separate deposit.  

(3) Segregation of funds. (i) The QHP issuer to which paragraph (e)(1) of this section 

applies must establish allocation accounts described in paragraph (e)(3)(ii) of this section for 

enrollees receiving the amounts described in paragraph (e)(1) of this section. 
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(ii) Allocation accounts.  The QHP issuer to which paragraph (e)(1) of this section 

applies must deposit:  

 (A) All payments described in paragraph (e)(2)(i)(A) of this section into a separate 

account that consists solely of such payments and that is used exclusively to pay for services 

other than the services described in paragraph (d)(1) of this section;  

 (B) All payments described in paragraph (e)(2)(i)(B) of this section into a separate 

account that consists solely of such payments and that is used exclusively to pay for services 

described in paragraph (d)(1) of this section. 

(4) Actuarial value.  The QHP issuer must estimate the basic per enrollee, per month cost, 

determined on an average actuarial basis, for including coverage under the QHP of services 

described in paragraph (d)(1) of this section.  In making such an estimate, the QHP issuer:   

(i) May take into account the impact on overall costs of the inclusion of such coverage, 

but may not take into account any cost reduction estimated to result from such services, 

including prenatal care, delivery, or postnatal care; 

(ii) Must estimate such costs as if such coverage were included for the entire population 

covered; and 

(iii) May not estimate such a cost at less than one dollar per enrollee, per month. 

(5) Ensuring compliance with segregation requirements.  (i) Subject to paragraph 

(e)(5)(iv) of this section, the QHP issuer must comply with the efforts or direction of the State 

health insurance commissioner to ensure compliance with this section through the segregation of 

QHP funds in accordance with applicable provisions of generally accepted accounting 

requirements, circulars on funds management of the Office of Management and Budget and 

guidance on accounting of the Government Accountability Office.   
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(ii) Each QHP issuer that participates in an Exchange and offers coverage for services 

described in paragraph (d)(1) of this section should, as a condition of participating in an 

Exchange, submit a plan that details its process and methodology for meeting the requirements 

of section 1303(b)(2)(C), (D), and (E) (hereinafter, “segregation plan”) to the State health 

insurance commissioner. The segregation plan should describe the QHP issuer’s financial 

accounting systems, including appropriate accounting documentation and internal controls, that 

would ensure the segregation of funds required by section 1303(b)(2)(C), (D), and (E), and 

should include: 

(A) The financial accounting systems, including accounting documentation and internal 

controls, that would ensure the appropriate segregation of payments received for coverage of 

services described in paragraph (d)(1) of this section from those received for coverage of all 

other services; 

 (B) The financial accounting systems, including accounting documentation and internal 

controls, that would ensure that all expenditures for services described in paragraph (d)(1) of this 

section are reimbursed from the appropriate account; and 

 (C) An explanation of how the QHP issuer’s systems, accounting documentation, and 

controls meet the requirements for segregation accounts under the law. 

 (iii) Each QHP issuer participating in the Exchange must provide to the State insurance 

commissioner an annual assurance statement attesting that the plan has complied with section 

1303 of the Affordable Care Act and applicable regulations. 

(iv) Nothing in this clause shall prohibit the right of an individual or QHP issuer to appeal 

such action in courts of competent jurisdiction.  
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 (f) Rules relating to notice. (1) Notice.  A QHP that provides for coverage of services in 

paragraph (d)(1) of this section, must provide a notice to enrollees, only as part of the summary 

of benefits and coverage explanation, at the time of enrollment, of such coverage.  

(2) Rules relating to payments.  The notice described in paragraph (f)(1) of this section, 

any advertising used by the QHP issuer with respect to the QHP, any information provided by 

the Exchange, and any other information specified by HHS must provide information only with 

respect to the total amount of the combined payments for services described in paragraph (d)(1) 

of this section and other services covered by the QHP.  

(g) No discrimination on basis of provision of abortion. No QHP offered through an 

Exchange may discriminate against any individual health care provider or health care facility 

because of its unwillingness to provide, pay for, provide coverage of, or refer for abortions. 

(h) Application of State and Federal laws regarding abortions.  (1) No preemption of 

State laws regarding abortion. Nothing in the Affordable Care Act shall be construed to preempt 

or otherwise have any effect on State laws regarding the prohibition of (or requirement of) 

coverage, funding, or procedural requirements on abortions, including parental notification or 

consent for the performance of an abortion on a minor.  

(2) No effect on Federal laws regarding abortion.  Nothing in the Affordable Care Act 

shall be construed to have any effect on Federal laws regarding:  

(i) Conscience protection; 

(ii) Willingness or refusal to provide abortion; and 

(iii) Discrimination on the basis of the willingness or refusal to provide, pay for, cover, or 

refer for abortion or to provide or participate in training to provide abortion. 
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(3) No effect on Federal civil rights law. Nothing in section 1303(c) of the Affordable 

Care Act shall alter the rights and obligations of employees and employers under Title VII of the 

Civil Rights Act of 1964.  

(i) Application of emergency services laws. Nothing in the Affordable Care Act shall be 

construed to relieve any health care provider from providing emergency services as required by 

State or Federal law, including section 1867 of the Act (popularly known as “EMTALA”).  

 

§156.285 Additional standards specific to SHOP. 

(a) SHOP rating and premium payment requirements.  QHP issuers offering a QHP 

through a SHOP must: 

(1) Accept payment from the SHOP on behalf of a qualified employer or an enrollee in 

accordance with §155.705(b)(4) of this subchapter;  

(2) Adhere to the SHOP timeline for rate setting as established in §155.705(b)(6) of this 

subchapter; and 

(3) Charge the same contract rate for a plan year.   

(b) Enrollment periods for the SHOP.  QHP issuers offering a QHP through the SHOP 

must: 

(1) Enroll a qualified employee in accordance with the qualified employer’s annual 

employee open enrollment period described in §155.725 of this subchapter;  

(2) Provide special enrollment periods described in §155.420 excluding paragraphs (d)(3) 

and (6);   
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(3) Provide an enrollment period for an employee who becomes a qualified employee 

outside of the initial or annual open enrollment period as described in §155.725(g) of this 

subchapter; and 

(4) Adhere to effective dates of coverage in accordance with §156.260 and those 

established through §155.720 of this subchapter. 

(c) Enrollment process for the SHOP.  A QHP issuer offering a QHP through the SHOP 

must: 

(1) Adhere to the enrollment timeline and process for the SHOP as described in 

§155.720(b) of this subchapter; 

(2) Receive enrollment information in an electronic format, in accordance with the 

requirements in §§ 155.260 and 155.270 of this subchapter, from the SHOP as described in 

§155.720(c); 

(3) Provide new enrollees with the enrollment information package as described in 

§156.265(e);  

(4) Reconcile enrollment files with the SHOP at least monthly; 

(5) Acknowledge receipt of enrollment information in accordance with SHOP standards; 

and   

(6) Enroll all qualified employees consistent with the plan year of the applicable qualified 

employer.  

(d) Termination of coverage in the SHOP.  QHP issuers offering a QHP through the 

SHOP must: 

(1) Comply with the following requirements with respect to coverage termination of 

enrollees in the SHOP: 
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(i) General requirements regarding termination of coverage established in §156.270(a);  

(ii) Requirements for notices to be provided to enrollees and qualified employers in 

§156.270(b) and §156.290(b); and 

(iii) Requirements regarding termination of coverage effective dates as set forth in 

§156.270(i).   

(2) If a qualified employer chooses to withdraw from participation in the SHOP, the QHP 

issuer must terminate coverage for all enrollees of the withdrawing qualified employer.   

(e) Participation rules.  QHP issuers offering a QHP through the SHOP may impose 

group participation rules for the offering of health insurance coverage in connection with a QHP 

only if and to the extent authorized by the SHOP in accordance with §155.705 of this subchapter. 

  

§156.290 Non-renewal and decertification of QHPs. 

(a) Non-renewal of recertification. If a QHP issuer elects not to seek recertification with 

the Exchange, the QHP issuer, at a minimum, must – 

(1) Notify the Exchange of its decision prior to the beginning of the recertification 

process and procedures adopted by the Exchange in accordance with §155.1075 of this 

subchapter;  

(2) Fulfill its obligation to cover benefits for each enrollee through the end of the plan or 

benefit year;  

(3) Fulfill data reporting obligations from the last plan or benefit year of the certification;   

(4) Provide notice to enrollees as described in paragraph (b) of this section; and 

(5) Terminate coverage for enrollees in the QHP in accordance with §156.270, as 

applicable.   
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(b) Notice of QHP non-renewal.  If a QHP issuer elects not to seek recertification with 

the Exchange for its QHP, the QHP issuer must provide written notice to each enrollee. 

(c) Decertification.  If a QHP is decertified by the Exchange, the QHP issuer must 

terminate coverage for enrollees only after: 

(1) The Exchange has made notification as described in §155.1080 of this subchapter; 

and 

(2) Enrollees have an opportunity to enroll in other coverage.   

§156.295 Prescription drug distribution and cost reporting.   

(a) General requirement.  In a form, manner, and at such times specified by HHS, a QHP 

issuer must provide to HHS the following information:  

 (1) The percentage of all prescriptions that were provided under the QHP through retail 

pharmacies compared to mail order pharmacies, and the percentage of prescriptions for which a 

generic drug was available and dispensed compared to all drugs dispensed, broken down by 

pharmacy type, which includes an independent pharmacy, supermarket pharmacy, or mass 

merchandiser pharmacy that is licensed as a pharmacy by the State and that dispenses medication 

to the general public, that is paid by the QHP issuer or the QHP issuer’s contracted PBM;  

(2) The aggregate amount, and the type of rebates, discounts or price concessions 

(excluding bona fide service fees) that the QHP issuer or its contracted PBM negotiates that are 

attributable to patient utilization under the QHP, and the aggregate amount of the rebates, 

discounts, or price concessions that are passed through to the QHP issuer, and the total number 

of prescriptions that were dispensed. 

(i) Bona fide service fees means fees paid by a manufacturer to an entity that represent 

fair market value for a bona fide, itemized service actually performed on behalf of the 
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manufacturer that the manufacturer would otherwise perform (or contract for) in the absence of 

the service arrangement, and that are not passed on in whole or in part to a client or customer of 

an entity, whether or not the entity takes title to the drug.  

(ii) [Reserved] 

(3) The aggregate amount of the difference between the amount the QHP issuer pays its 

contracted PBM and the amounts that the PBM pays retail pharmacies, and mail order 

pharmacies, and the total number of prescriptions that were dispensed.  

(b) Confidentiality.  Information disclosed by a QHP issuer or a PBM under this section 

is confidential and shall not be disclosed by HHS or by a QHP receiving the information, except 

that HHS may disclose the information in a form which does not disclose the identity of a 

specific PBM, QHP, or prices charged for drugs, for the following purposes: 

(1) As HHS determines to be necessary to carry out section 1150A or part D of title 

XVIII of the Act; 

(2) To permit the Comptroller General to review the information provided; 

(3) To permit the Director of the Congressional Budget Office to review the information 

provided; or 

(4) To States to carry out section 1311 of the Affordable Care Act. 

(c) Penalties.  A QHP issuer that fails to report the information described in paragraph (a) 

of this section to HHS on a timely basis or knowingly provides false information will be subject 

to the provisions of subsection (b)(3)(C) of section 1927 of the Act.  

9.  Section 156.505 is amended by-- 

A. Revising the definitions of “CO-OP qualified health plan,” “Exchange,” Individual market,” 

“Issuer,” “SHOP,” “Small group market,” and “State.” 
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B.  Removing the definitions of “Group health plan,” “Health insurance coverage,” “Qualified 

employer,” “Qualified health plan,” and “Small employer.” 

The revisions read as follows: 

§156.505 Definitions. 

* * * * * 

CO-OP qualified health plan means a health plan that has in effect a certification that it meets the 

standards described in subpart C of this part, except that the plan can be deemed certified by 

CMS or an entity designated by CMS as described in §156.520(e). 

Exchange has the meaning given to the term in §155.20 of this subchapter. 

* * * * * 

Individual market has the meaning given to the term in §155.20 of this subchapter. 

Issuer has the meaning given to the term in §155.20 of this subchapter. 

* * * * * 

SHOP has the meaning given to the term in §155.20 of this subchapter. 

Small group market has the meaning given to the term in §155.20 of this subchapter. 

* * * * * 

State has the meaning given to the term in §155.20 of this subchapter. 

10. Section 156.510 is amended by revising paragraph (b)(2)(i) to read as follows: 

§156.510 Eligibility.  

* * * * * 

(b)  * * * 

(2)  * * * 
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(i) Has as a sponsor a nonprofit, not-for-profit, public benefit, or similarly organized entity that 

also sponsors a pre-existing issuer but is not an issuer, a foundation established by a pre-existing 

issuer, a holding company that controls a pre-existing issuer, or a trade association comprised of 

pre-existing issuers and whose purpose is to represent the interests of the health insurance 

industry, provided that the pre-existing issuer sponsored by the nonprofit organization does not 

share any of its board or the same chief executive with the applicant; or 

* * * * * 

§156.520 [Amended] 

11.  Section 156.520 is amended by removing paragraph (e)(1), and redesignating paragraphs 

(e)(2), (3), and (4) as paragraphs (e)(1), (2), and (3) respectively.   

12.  Part 157 is added to read as follows: 

PART 157 – EMPLOYER INTERACTIONS WITH EXCHANGES AND SHOP 

PARTICIPATION 

Subpart A – General Provisions  

Sec. 

157.10 Basis and scope. 

157.20 Definitions. 

Subpart B – [Reserved] 

Subpart C – Standards for Qualified Employers 

157.200 Eligibility of qualified employers to participate in a SHOP. 

157.205 Qualified employer participation process in a SHOP. 

 Authority: Title I of the Affordable Care Act, Sections 1311, 1312, 1321, 1411, 1412, 

Pub L. 111-148, 124 Stat. 199. 
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Subpart A – General Provisions 

§157.10 Basis and scope. 

(a) Basis.  This part is based on the following sections of title I of the Affordable Care: 

(1) 1311.  Affordable choices of health benefits plans. 

(2) 1312.  Consumer Choice 

(3) 1321.  State flexibility in operation and enforcement of Exchanges and related 

requirements. 

(4) 1411.  Procedures for determining eligibility for Exchange participation, advance 

payments of the premium tax credit and cost-sharing reductions, and individual responsibility 

exemptions. 

(5) 1412.  Advance determination and payment of the premium tax credit and cost-

sharing reductions. 

 (b) Scope.  This part establishes the requirements for employers in connection with the 

operation of Exchanges. 

§157.20 Definitions. 

The following definitions apply to this part, unless otherwise indicated: 

Qualified employee has the meaning given to the term in §155.20 of this subchapter. 

Qualified employer has the meaning given to the term in §155.20 of this subchapter. 

Small employer has the meaning given to the term in §155.20 of this subchapter. 

Subpart B – [Reserved] 

Subpart C – Standards for Qualified Employers 

§157.200 Eligibility of qualified employers to participate in a SHOP. 
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(a) General requirement.  Only a qualified employer may participate in the SHOP in 

accordance with §155.710 of this subchapter. 

(b) Continuing participation for growing small employers.  A qualified employer may 

continue to participate in the SHOP if it ceases to be a small employer in accordance with 

§155.710 of this subchapter. 

(c) Participation in multiple SHOPs.  A qualified employer may participate in multiple 

SHOPs in accordance with §155.710 of this subchapter. 

§157.205 Qualified employer participation process in a SHOP. 

(a) General requirements.  When joining the SHOP, a qualified employer must comply 

with the requirements, processes, and timelines set forth by this part and must remain in 

compliance for the duration of the employer’s participation in the SHOP.   

(b) Selecting QHPs.  During an election period, a qualified employer may make coverage 

in a QHP available through the SHOP in accordance with the processes developed by the SHOP 

in accordance with §155.705 of this subchapter. 

(c) Information dissemination to employees.  A qualified employer participating in the 

SHOP must disseminate information to its qualified employees about the process to enroll in a 

QHP through the SHOP. 

(d) Payment.  A qualified employer must submit any contribution towards the premiums 

of any qualified employee according to the standards and processes described in §155.705 of this 

subchapter. 

(e) Employees hired outside of the initial or annual open enrollment period.  Qualified 

employers must provide employees hired outside of the initial or annual open enrollment period 

with: 
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(1) A period to seek coverage in a QHP beginning on the first day of becoming a 

qualified employee; and  

(2) Information about the enrollment process in accordance with §155.725 of this 

subchapter. 

(f) New employees and changes in employee eligibility.  Qualified employers 

participating in the SHOP must provide the SHOP with information about dependents or 

employees whose eligibility status for coverage purchased through the employer in the SHOP 

has changed, including: 

(1) Newly eligible dependents and employees; and 

(2) Loss of qualified employee status.    

(g) Annual employer election period.  Qualified employers must adhere to the annual 

employer election period to change their program participation for the next plan year described 

in §155.725(c) of this subchapter.

1252



CMS-9989-F 
 

 

 

Dated:  March 1, 2012 

 

 

      ___________________________________ 
 Marilyn Tavenner, 

 Acting Administrator, 

 Centers for Medicare & Medicaid Services.  

 

Approved:  March 2, 2012 

 

 

       ___________________________________ 
 Kathleen Sebelius, 

 Secretary.                 

 

 

 

 

 

 

BILLING CODE 4120-01-P 

 

 

1253



CMS-9989-F 
 

 

 

 

 

[FR Doc. 2012-6125 Filed 03/12/2012 at 11:15 am; Publication Date: 03/27/2012] 

1254



 
CHARLES D. KEY 
State Capitol Building, Room 405 
2300 North Lincoln 
Oklahoma City, OK  73105 
Office:  (405) 557-7354    
Fax:  (405) 962-7617 
charles.key@okhouse.gov 

 
 

 
 
 
 
 

 

 
January 25, 2012 
 
 Health Exchanges have become a controversial issue as they are mandated by The Affordable 
Care Act, aka ObamaCare.  Many states have challenged their constitutionality and others have 
passed laws nullifying implementation of the Affordable Care Act, or parts of it, in their state. 

These exchanges are the cornerstone of The Affordable Care Act and without the exchanges 
ObamaCare cannot be fully implemented.  Understanding our options as a state are very 
important not only because this law is a major piece of legislation but because it will 
fundamentally change our way of life. 

I have been working with The Heartland Institute on this subject and want to extend an 
invitation to you to attend one or all of three presentations to learn about Health Care 
Exchanges, The Affordable Care Act, and what we can do in Oklahoma to protect our citizens. 

Benjamin Domenech, managing editor of Health Care News and a research fellow at The 
Heartland Institute, has agreed to come to the State Capitol and share his expertise on this 
subject.   Kendal Antekier of the Heartland Institute will also be in attendance.   The Heartland 
Institute is a 27-year-old national nonprofit research organization dedicated to finding and 
promoting ideas that empower people. Founded in Chicago in 1984, its mission is to discover, 
develop, and promote free-market solutions to social and economic problems. The Heartland 
Institute distributes six monthly public policy newspapers addressing the major domestic public 
policy issues to every national and state elected official in the U.S. plus 8,400 county and local 
officials and thousands of civic and business leaders. It also produces books, policy studies, and 
booklets. Approximately 130 academics and professional economists participate in its peer 
review process, and more than 200 elected officials currently serve on its Legislative Forum. A 
telephone survey of randomly selected state and local elected officials conducted in 2011 found 
79% of state legislators and 63% of local elected officials read at least one of Heartland’s 
publications, and 45% of state legislators say a Heartland publication changed their mind or led 
to a change in public policy. Approximately 1,800 support an annual budget of $6 million. 
Heartland does not accept government funding.  

Mr. Domenech joined The Heartland Institute in 2009 after several years working and writing on 
national health care policy, beginning with a political appointment as speechwriter to U.S. 
Health and Human Services Secretary Tommy Thompson, and continuing as chief speechwriter  
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Page Two 
January 25, 2012 
 
 
for U.S. Senator John Cornyn during the Medicare Part D debate on Capitol Hill.  In addition to 
his work with Heartland, Benjamin is currently editor of The City, an academic journal of faith, 
politics, and culture, published by Houston Baptist University. He previously worked as a book 
editor for Eagle Publishing, where he edited multiple New York Times bestsellers in the arenas 
of politics, history, and sports. He was a founding board member of Redstate, a prominent 
conservative activist community site, and co-hosts Coffee & Markets, an award-winning daily 
podcast focused on politics, policy, and the marketplace.  Educated at the College of William & 
Mary and University of Nebraska-Lincoln, Benjamin regularly writes opinion columns for the 
Washington Examiner and RealClearWorld, and in 2009 he was chosen as a Journalism Fellow by 
the Peter Jennings Project for Journalists and the Constitution.  
For your convenience and because of demanding schedules, there will be three different events 
to make it possible for you to attend.  Each presentation will not be the same although each will 
include discussion of the effect of Health Care Exchanges & Reform information.  The times and 
locations are: 
 
Tuesday, February 7th @ approximately 9:30am (following session), House Chamber 
Wednesday, February 8th @ 9:00am in the State Capitol, room 512A 
Wednesday, February 8th @ noon @ OCPAC @ Italiano’s, 4801 N. Lincoln Boulevard 
 
The general public is invited to any of these events. 
 
I hope you will attend. 
 
Sincerely, 

 
Charles Key 
 
CK:sb 
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From: Stateline Daily
To: Wendy Gregory
Subject: Courts block efforts at public pension change
Date: Wednesday, February 15, 2012 8:26:02 AM

Wednesday, February 15, 2012

STATELINE
REPORTING

Courts block efforts at public pension change 
By Stephen C. Fehr, Stateline Staff Writer

Two judges have ruled that their states cannot make existing employees contribute more toward their

retirement benefits.

Report finds 80 percent recidivism rate in Connecticut 
By John Gramlich, Stateline Staff Writer

TODAY'S TAKE: A detailed state report to be released today (February 15) finds that nearly 80 percent of

men released from Connecticut prisons in 2005 were arrested again by 2010.

States struggle with prescription drug abuse 
By Maggie Clark, Stateline Staff Writer

PUBLIC SAFETY BEAT: Legislators are looking for ways to deal with a problem that keeps getting worse.

Physicians in some states are starting to work with them.

Here are Stateline's picks for today's most important news from state capitols around
the country.

US: $5 billion in grants offered to revisit teacher policies
By Winnie Hu, The New York Times
The Obama administration will propose a $5 billion competitive grant program to encourage states to

overhaul the teaching profession, federal education officials said Tuesday, using its Race to the Top school

improvement competition as a model.

US: Efforts lag to improve care for National Guard
By Lauren Everitt, Andrew Theen and Gulnaz Saiyed, The Washington Post
Despite years of efforts to improve health care and support networks for the National Guard and military

reserves, these service members report higher rates of mental health problems and related ills than active-

duty troops, according to current and former officials, troops, experts and government studies.
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FL: Prison privatization dies in Senate 21-19
By Steve Bousquet, St. Petersburg Times
A massive expansion of private prisons in Florida collapsed in the Senate Tuesday as nine Republicans

joined a dozen Democrats in handing a setback to Senate leaders and a victory to state workers.

AL: Rally at State House protests Alabama's immigration law
By David White, The Birmingham News
Several hundred people from Albertville to Mobile rallied in front of the State House today to ask legislators

to repeal the state's immigration law. 'You know you are being reckless with other people's lives. Turn this

deadly, grief-bearing ship around," said one of the speakers, Rev. Ellin Jimmerson, minister to the

community at Weatherly Heights Baptist Church in Huntsville.

NJ: In honor of Whitney Houston, Gov. Christie ordering flags flown at
half-staff in N.J.
By Staff, The Star-Ledger (Newark)
Gov. Chris Christie plans to sign an executive order requesting flags on public buildings in New Jersey to

fly at half-staff on the day of Jersey native Whitney Houston's funeral.

MI: Mitt Romney faces major test in Michigan primary, once thought
an easy win
By Rosalind S. Helderman, The Washington Post
DETROIT — Once thought to be an easy win for native son Mitt Romney, the Michigan primary has instead

turned into one of the stiffest tests for the Republican presidential front-runner — and an unexpected

opportunity for the surging campaign of Rick Santorum.

WI: Walker to join Obama for Wisconsin visit
By The Associated Press, Daily Herald (Arlington Heights)
Republican Gov. Scott Walker plans to greet President Barack Obama in Milwaukee on Wednesday and

accompany him on a visit to Master Lock.

AZ: Birthday bummer -- Arizona still doesn't own its capitol 
By Howard Fischer, Capitol Media Services, East Valley Tribune
Jan Brewer did not get what she wanted for the state's 100th birthday. In her State of the State speech last

month, the governor pointed out that Arizona does not currently own the House, the Senate and the

Executive Tower. They were essentially mortgaged off two years ago as part of $1 billion in borrowing to

balance the budget.

NM: Legislative standoff dooms immigrant license bill
By Barry Massey, The Associated Press, Santa Fe New Mexican
Republican Gov. Susana Martinez isn't giving up on her proposal to stop New Mexico from granting

licenses to illegal immigrants, but her top House ally predicts the issue is dead for this year's legislative

session.

OR: Oregon Senate passes health reform with a switch by Betsy
Johnson
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By Nick Budnick, The Oregonian (Portland)
A bill considered the foundation of Oregon's health reform jumped a major hurdle Tuesday in the state

Senate, bypassing Republican efforts to attach a limit on medical lawsuit awards.

AK: Alaska takes biggest step yet toward exchange
By Annie Feidt, APRN, Kaiser Health News
Alaska has opposed the federal health law so adamantly that it is the only state that chose not to even

apply for a $1 million grant the federal government was passing out to states to plan a health insurance

exchange. But that doesn't necessarily mean there won't be an online marketplace to buy insurance in

Alaska.

ID: Idaho gives Oregon 'apology,' gets no snarling over wolf
By Valerie Richardson, The Washington Times
Gov. C.L. "Butch" Otter feels so bad about an Oregon gray wolf killed in Idaho that he has offered to repay

his neighbors 150-fold. In a tongue-in-cheek letter this week to Oregon Gov. John Kitzhaber, Mr. Otter

"apologized" for the loss of the wolf and said he would happily replace it with 150 wolves from Idaho, just to

make things right.
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From: Craig Perry
To: Andrew Silvestri; Katie Altshuler
Cc: Craig Perry
Subject: daily report for thursday
Date: Thursday, March 17, 2011 10:33:45 PM

Agenda Item:

HB 2130, by Speaker Steele, is the health insurance exchange bill.  The vote was: 51 to 34.  Title on.

Government Reform:

HB 1601, by Rep. Aaron Stiles (R-Norman), creates the Oklahoma State Government Business Licensing
One-Stop Program and directs the state’s Chief Information Officer (CIO) to adopt procedures for state
agencies to enter into a shared services arrangement with the Office of State Finance for the provision
of real-time, web-based licensing and permitting services.  The measure requires the CIO to
demonstrate a cost savings of at least 15% to state agencies as a result of the program and requires
agencies to lower licensure fees correspondingly.  The vote was: 90 to 7.

HB 1208, by Rep. Scott Martin (R-Noble), gives the Governor the power, subject to Senate
confirmation, to appoint and replace any gubernatorial appointments on any board or commission.  The
vote was: 60 to 35.  Title on.

Workers’ Compensation:

HB 2038, by Rep. Dan Sullivan (R-Tulsa), authorizes the Workers’ Compensation Court Administrator to
compile annual reports relating to characteristics of cases including amount of surgeries, length of
temporary total disability, permanent partial disability, and other medical treatments and therapies.  The
vote was: 62 to 21.

Energy:

HB 1821, by Rep. John Trebilcock (R-Broken Arrow), Section 3 in the bill basically gives the oil and gas
industry (exploration/mineral rights owners) the ability to veto wind production on surface land. It
allows them to refuse wind production for any reason or no reason at all.  Title is off.  The vote was: 58
to 30.

Miscellaneous:

HB 1802, by Rep. Sue Tibbs (R-Tulsa), modifies the sentencing powers of the court to allow the court
to sentence a non-violent offender to home confinement to be supervised by electronic monitoring
administered by the sheriff of the county if all correctional facilities are at maximum capacity.  The vote
was: 85 to 6.

HB 1255, by Rep. Wade Rousselot (R-Wagoner), allows any United States Attorney or Assistant United
States Attorney to carry a firearm on his or her person anywhere in the State of Oklahoma if the person
has successfully completed an approved course of firearm training.  The bill passed: 79 to 4.

HB 1062, by Rep. Dustin Roberts (R-Durant), allows legislators to opt out of state-provided health
insurance benefits if the legislator is covered by another health insurance plan.  The vote was: 70 to
26.  Title on.

HB 1439, by Rep. Steve Vaughan ( R-Ponca City), expands the right to use deadly force when in fear of
imminent peril of death or great bodily harm to a persons place of business.  A person or owner,
manager or employee of a business is presumed to have held a reasonable fear of imminent peril of
death or great bodily harm to themselves or others when using defensive force that is likely to cause
death.  The vote was: 87 to 6.
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HB 1442, by Rep. George Faught (R-Muskogee), prohibits conducting on an embryo research that kills
or injures the embryo.  Violation is a misdemeanor. The measure also prohibits buying, selling or
transferring an embryo or gamete for such research. It excludes certain procedures such as in vitro
fertilization.  The vote was: 86 to 8.

HJR 1028, by Rep Richard Morrissette (D-Oklahoma City), sends to a vote of the people a proposed
amendment to the State Constitution prohibiting a former member of the Legislature from being
employed by, or receiving any form of compensation or expense reimbursement from any state
governmental entity for two years following the end of the member’s term in office.  Further, the bill
provides that the prohibition does not apply to receipt of retirement benefits or distributions from a
governmental tax-qualified retirement plan nor does it apply if a former legislator returns to employment
with a school district, career tech or college or university if the legislator worked in such a position for at
least three years previously.  Jeff Hickman (R-Dacoma), amended the bill so that the language will
allows the Governor to appoint a former legislator to a cabinet position.  The vote was: 80 to 10.

HB 1058, by Rep. Charles Key (R-Oklahoma City), modifies the requirement for establishing a political
party from requiring the signatures of registered voters equal to at least five percent of the total votes
cast in the last General Election to requiring the signatures of at least 22,500 registered voters.  The
vote was: 69 to 17.

Bills that failed in the full House:

HB 1316, by Rep. Danny Morgan (D-Prague), outlaws texting while driving.  The bill failed by a vote of:
47 to 40.

HB 1749, by Rep. Jason Nelson (R-Oklahoma City), In divorce proceedings based on incompatibility
with minor children, the Committee Substitute to HB 1749 requires the parties to attend a private or
court created program to educate the parties on the impact of divorce upon children. The measure
directs judicial districts to offer such programs frequently and to recruit adults who were minors when
their parents divorced as volunteers to speak at the programs. The bill failed by a vote of: 47 to 39.

HB 1737, by Rep. Lewis Moore (R-Harrah), reforms some state and education employee benefit
provisions.  Amends provisions of the State and Education Employees Group Insurance Act by removing
certain benefit and premium uniformity requirements. The measure also adds language stipulating that
for plan year 2012, the OSSEGIB begin a pilot project using a vendor who offers a web-based healthcare
cost containment program. The bill failed by a vote of: 49 to 29.
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Health Insurance Exchange-
Plan Management 
Day 1 Summary 
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Defining Plan 
Management 

Unit of Analysis: 
Agreed that this is the 
plan and the definition is: 

A unique set of 
benefits and 
services purchased 
by a consumer.  
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What’s in  a Plan? 

Insurer 

Benefits-Cost-sharing, Network 
Adequacy, Formulary, Deductibles 

Rates 

Identifies Geographic Area 

Covered Services which includes 
EHBs + Possible Other Services 
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Identifying Plan Management 
Processes 

Value Chain 

•Certify Insurer 

•Certify Plan 

•Plan Renewal 

•Plan Availability Changes 

•Plan Decertification 

•Rates/Forms Review 

•Monitor Compliance 

Management of Data 
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Detailing Plan Management 
Processes 

Value Chain Details 

•Certify Plan 

•Plan Renewal 

•Plan Availability Changes 

•Plan Decertification 

•Rates/Forms Review 
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Some Things We Heard 

•Must be flexible 

•States want to leverage 
SERFF even if they use a 
federal plan 

•DOI will do essential 
functions but will do more 
for exchange plans 

•Insurers want to minimize 
duplicative data entry-takes 
time, costly, error-prone 
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Health Insurance Exchange-
Plan Management 

Day 2 Summary 
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• Reviewed Value Chain from Day 1 

• Items not to be reviewed in detail: 

• Publish & Communicate standards  

• Certify Insurer  

• Certify for Inclusion on the Exchange 

• Grouped following together: 

• QHP Initial Certification 

• Plan Renewal & Recertification 

• Plan Availability Changes 

• Rate/Form increase Requests 
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Process: QHP Initial Certification 
- Inputs 

 Determine Type of Exchange – outside SERFF 

 Publish standards – Developed outside of SERFF but may 
be included in SERFF under filing rules  

 Apply for Exchange – Outside of SERFF, except for flag 

 File Qualified Plans – Within SERFF 

 Review – In SERFF today may look different in the future 

 Approved/? – In SERFF 

 Grading, if needed  
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Process: QHP Initial Certification 
- Outputs 

• Grade (for some states) 

• Final State disposition 

• Meets requirements for state 

• Can sell on states exchange 

• Benefit, Rate and other data pass through to 
Exchange 

• Plan identifier  

• Service area for the Plan – Geographic info. 
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SHOP Discussion 

Enrollment occurs all the time not just annually 

Employer choice or Individual choice – occurs on 
the Exchange.  

Timing of Filing is different - no open enrollment 
period. 

Distinction between Individual and group products.  

No subsidies when Employers choose for 
employees. If employee gets Individual plan may 
be eligible for subsidies. 

Cross State Boarder Workers? 

Validation of affordability and employer 
contribution. Some states would prefer that this 
not be handled within SERFF. 
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SERFF Plan Management exercise 

• No direct connection to SERFF: 

Alternate Exchange 

Consumer 

Navigator 

Producers/Agents 

Complaints Systems  
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SERFF Plan Management  

•Data into or out of SERFF: 

•Licensing Systems 

•Accreditation Vendors 

•Other State regulators  

•State DOI regulator 

•HIX/Exchange Vendor  

•Insurer 

•CCIIO includes HIOS 
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Wrap Up 

Participants were asked to 
provide information regarding 
burning questions or information 
they wanted to get to during the 
forum. 
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Health Insurance Exchange-
Plan Management 

Day 3 Summary 
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• Summary of Day 2  

• General comments received on day 2 
evaluations 

 

 

 

 

Morning Session 
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 Compliance Mgmt Process 

 No determination as to in or out of scope 

 

 Brian James of CCIIO spoke about HIOS  

 Provided overview of HIOS and intended flexibility. 

 Expressed interest in continuing to work with NAIC and 
SERFF team 

 Reviewed Rate and Benefit Information System (RBIS)  

 Reviewed public facing API that is due for release in Feb. 

Morning Session cont. 
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Rate Data for 2014 market 

• Brainstormed on data template 

• Discussed rates VS premiums 

• Discussed base rates VS calculated rates 

• Discuss rate tables VS calculated rates 

 

SERFF Exchange Workflow Modifications 

• Building plan using existing filing 
submissions 

• Brainstormed options 

 

 

 

Morning Session cont. 
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Afternoon Session 

• Burning Questions 

• Reviewed and discussed all of the questions that were 

submitted on the Day 2 comment sheets. 

• Will provide the questions and comments in Forum 
Summary document 

• Next steps 

• Meeting summary including January touch points and 
draft scope document by end of the year. 
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DCS/PURCHASING - FORM 019 (07/2010) PAGE 1 OF 1 
 

 

State of Oklahoma 
Department of Central Services 
Central Purchasing 

Nondisclosure Statement for 
Evaluation Team 

 
Instructions 
This form is to be completed by all Evaluation Team Members when deemed necessary. All statements should be 
maintained in the contract file. 

ITB/RFP No. 3400000941  
 
I, the undersigned, hereby certify that I will not disclose or release any confidential information prior to award of the 
contract resulting from the above referenced ITB/RFP. Confidential information includes, but is not limited to, the 
contents of all bids or proposals submitted in response to the referenced ITB/RFP and any analysis or 
evaluation thereof. I agree to disclose to appropriate officials of the acquiring state agency and/or the State 
Purchasing Director all contacts I have had with the vendors listed below. I agree to disqualify myself from 
participation in the Evaluation Team should officials of the acquiring state agency or the State Purchasing Director 
find any of said contacts as potentially being perceived to compromise my independent judgment in the 
solicitation evaluation process. I further agree and understand that failure to abide by the terms of this statement may 
subject me to adverse actions as authorized by law. 

List of Vendors for Evaluation 
1.        7.       
2.        8.       
3.        9.       
4.        10.       
5.        11.       
6.        12.       

Describe all current personal, business and/or government relationships between yourself or your family 
members and any of the vendors listed above. Include in your comments, the name of the vendor and a brief 
description of the nature of the relationship. 
      

        
Evaluator Signature  Date 

             
Printed Name  Printed Title 
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Dear Governor: 

THE SECRETARY OF HEALTH AND HUMAN SERVICES 

WASHINGTON, D.C. 20201 

February 24, 20 ll 

Thank you for your letter urging more flexibility in implementing the Affordable Care Act, and 
in particular the provisions of the law that call for the establishment of state-based health 
insurance exchanges. I appreciate the opportunity to address your concerns. 

As a former governor, I can appreciate your interest in having flexibility to establish an exchange 
that meets the unique needs of your state and its residents. In my former role, I saw up close the 
urgent need for health care reform, but I also recognized that some of the problems in my state 
were not the same as those in other states, and I sought solutions that were tailored to the specific 
interests of my state. 

The Affordable Care Act is built on the belief that states understand their health insurance 
markets better than anyone else. As such, it puts the states in the driver's seat to lead the 
process. 

States have tremendous new opportunities to build on this foundation with the establishment of 
health insurance exchanges, the state-based marketplaces that will allow individuals and small 
businesses to pool their purchasing power and expand their benefit choices, much as large 
employers do today. The Affordable Care Act also establishes common-sense consumer 
protections, some of which have already been implemented, and requires insurers to operate in a 
more transparent manner than they do today. Fair rules and transparency are the foundation to 
an insurance market in which consumers rather than insurers are in charge. 

These rules, coupled with the health insurance exchanges, give states a strong foundation upon 
which to increase competition and expand consumer choices. When they are implemented in 
2014, the exchanges will be dynamic new marketplaces in which health insurers will compete on 
price and quality. Consumers will be able to compare and select the best deal for their families, 
and states will be able to shape their exchanges to local market conditions, with a governance 
structure and operational philosophy that is unique to each state. 

Your letter identified four areas for greater state flexibility. Specifically, you called for the 
ability to ( 1) exercise maximum flexibility to operate exchanges, and in particular to select the 
insurers that will participate in the exchange, (2) give states authority to determine essential 
health benefits that participating plans must offer, (3) waive provisions that might inhibit the 
availability of consumer-driven plans and health savings accounts (HSAs), and (4) enroll 
Medicaid beneficiaries into private plans without HHS approval. In each of these areas, the 
Affordable Care Act offers better opportunities than the current marketplace and gives governors 
and legislatures broad flexibility to capitalize on those opportunities in reshaping state 
marketplaces for the 21st century. 
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February 24, 2011 
Page 2 

• Selection of Qualified Plans in the Exchanges. In a majority of states today, a small 
number of health insurance issuers dominate the market, sometimes offering only a single 
plan or product. In implementing their exchanges, states have the option to allow all 
insurers to participate in the exchanges (the Utah model), or they can be more active 
purchasers in shaping available choices (the Massachusetts model). Either way, the 
exchanges will stimulate broader competition, and consumers will end up with more and 
better choices. 

• Essential Health Benefits. In today's market, many individuals and families have limited 
health insurance options available to them. The number and quality of options typically 
depend on applicants' age and health status, and employees of small businesses often 
have only a single choice. Exchanges will expand consumer choice and give consumers 
the information they need to comparison shop among their expanded choices. All plans 
in the individual and small group markets inside or outside of the exchanges -will 
provide essential health benefits, which, by law, will be modeled after what a typical 
employer currently provides today in the private sector. But the law and how states 
implement it allow a diversity of plan types and benefit designs in exchanges, and states 
continue to have the option to require coverage of specific, additional benefits. 

• Consumer-Driven Plans. Low-cost, high-deductible plans, including those coupled with 
HSAs, are growing in popularity. The cost sharing limits required by the essential health 
benefits package mirror the current out-of-pocket maximum for HSAs under the Internal 
Revenue Code. Exchanges will offer new choices for consumers because health 
insurance issuers may offer a variety of plans with broad parameters; consumers who are 
willing to accept higher cost-sharing in exchange for lower premiums may purchase 
different levels of coverage. The "bronze" plans and catastrophic coverage for young 
adults will provide opportunities for expanding enrollment in consumer-driven plans 
coupled with HSAs. At the same time, exchanges will also improve consumer awareness 
of options by making it easier to compare plans. 

• Medicaid Flexibility. The Affordable Care Act expands and simplifies Medicaid 
coverage and provides states with more opportunities to align Medicaid with private 
health insurance. More specifically, the law permits states to restructure Medicaid 
coverage to look more like typical private employer coverage, as Medicaid managed care 
organizations and commercial insurers move into each other's markets and create new 
opportunities to enhance continuity of care across Medicaid and commercial populations. 

In addition to the four areas you mention in your letter regarding state flexibility, states have 
broad discretion in the operation of their exchanges. Further, Section 1332 of the Affordable 
Care Act provides states with the ability to seek a waiver for state innovation. Guidance on this 
section is forthcoming. 

Your letter also asks for assurances that the federal government will fund the development of 
exchange eligibility systems. The law is clear that the federal government is responsible for all 
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February 24, 2011 
Page3 

state expenses to establish state exchanges through 2014, including information technology (IT) 
expenses related to eligibility and other exchange functions, by authorizing significant grants to 
states for these purposes. Already, 48 states and the District of Columbia have applied for and 
received $1 million exchange planning grants, and today a 49th state application has been 
approved. On January 20, we announced the opportunity for states to apply for a new round of 
grants to move from planning exchanges to implementation. We also recently awarded $241 
million in "early innovator'' IT grants to seven states that will develop prototypes that will be 
shared with other states. At the same time, the federal government is developing a "data services 
hub" that will provide one-stop service for states to verify income and manage other data-related 
exchange functions. Finally, we have proposed a 90 percent federal match for Medicaid 
eligibility systems that enhance state efficiency in implementing the Affordable Care Act. 

Your letter also asks for "objective" information on coverage expansions and costs under the 
Affordable Care Act. The traditional source for objective information about the costs of federal 
legislation is the non-partisan Congressional Budget Office, which has estimated that the 
Affordable Care Act will extend health coverage to 32 million uninsured Americans and reduce 
the federal deficit by $230 billion over the next I 0 years. 

I continue to welcome ideas about how to improve the law and implement it more effectively, 
and I look forward to working with you to take the next steps toward building a strong insurance 
marketplace in your state. I encourage you to take the initiative to use the resources and options 
in the Affordable Care Act to provide affordable and accessible health coverage to the citizens of 
your state. 

Sincerely, 

~a 
Kathleen Sebelius 
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From: Grace-Marie Turner
To: Travis Brauer
Subject: Dec. 10 call on Exchanges and Medicaid expansion
Date: Tuesday, December 04, 2012 1:29:14 PM

Register now for December 10 State Leaders Call Is this email not displaying correctly?
View it in your browser.

State Leaders Call

Please join us for a conference call for state leaders
on Exchanges and Medicaid expansion

Monday, December 10, 12pm EST

Many states are still deciding whether to set up ObamaCare-compliant state health

exchanges and expand Medicaid, while others are wondering what their decisions to go

forward — or not — will mean. Please join us at noon on Monday, December 10, for a

conference call for state leaders to discuss these and other issues facing the states. Our

speakers will be Jim Capretta and Yuval Levin, both of the Ethics and Public Policy

Center, who co-authored a recent commentary in The Wall Street Journal entitled, “Why
ObamaCare is Still No Sure Thing.”

To register for this call, please contact Jena Persico at jena@galen.org. You will
receive the call numbers when you register, and your registration will ensure that
you receive any follow-up materials from the call.

www.galen.org | www.spn.org | www.ipi.org

Galen Institute

P.O. Box 320010

Alexandria, VA 22320

www.galen.org

twitter.com/GalenInstitute

facebook.com/GalenInstitute

 unsubscribe from this list | update subscription preferences 
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February 28, 2011   

 

 

Sustainability of Medicaid: 
Action Steps for Governors to Achieve Meaningful Reform 

 

 

By Douglas Holtz-Eakin and Michael Ramlet* 

 

INTRODUCTION: Medicaid is a budgetary threat to 

states and a barrier to consistent, quality care for the 

neediest Americans. To prevent fiscal crises and 

improve access to care, States can act now to secure a 

better, more sustainable future for the Medicaid 

program. This paper outlines immediate and long-term 

steps governors can take to achieve meaningful 

Medicaid reform. 

 

***** 

 

THE DIAGNOSIS: UNSUSTAINABLE BUDGETS 

 

The Centers for Medicare and Medicaid Services 

(CMS) recently released the 2010 Actuarial Report on 

the Financial Outlook for Medicaid.
i
  This report 

describes the projected trends for Medicaid 

expenditures and enrollment over the next 10 years.  

Its findings paint a grim picture for the more than 45 

states and the District of Columbia that have projected 

budget shortfalls for fiscal year 2012:
ii
 

 

 Total Medicaid expenditures for medical 

assitance and adminsitration are expected to 

reach $840.4 billion by FY 2019, increasing at 

an average rate of 8.3 percent per year. 

 Federal spending on Medicaid is projected to 

reach $512.9 bilion by FY 2019, or about 67 

percent of total Medicaid expenditures. 

 State Medicaid medical assitance payments and 

administration costs are projected to reach 

$327.6 billion by FY 2019, increasing at an 

average rate of 9.8 percent per year (twice the 

historical rate). 

 The Patient Protection and Affordable Care Act 

(PPACA) will add $26 billion in new 

administrative costs to Medicaid over the next 

decade, with $14 billion to be paid by the 

Federal government and $12 billion by states. 

States & Medicaid: Action Needed 

Washington is passing the buck on budget 

leadership and entitlement reform.  Governors 

must rise to the challenge of Medicaid reforms 

that achieve short-term flexibility and  

long-term structural improvements: 

 

Medicaid Eligibility 

 Use maintenance of effort waivers to 

maintain flexibility 

 Modernize and integrate administrative 

systems for determining eligibility and 

enrollment 

 

Benefits Package 

 Implement cost sharing mechanisms like 

copayments, deductibles, and coinsurance 

 Launch demonstrations that reward better 

resource utilization and lifestyle choices 

 

Service Delivery 

 Expand existing managed care programs 

and introduce new eligibility groups 

 Start managed long-term care programs to 

reduce costs and enable home care 

 

Financing 

 Review prescription drug prices and pass 

generic substitution laws 

 Update payment systems to allow electronic 

claims submission and processing 
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Table 1 – Historical and Projected Medicaid Enrollment (Millions of Person-Year Equivalents) and 

Expenditures for Medical Assistance Payments and Administration (Billions of Dollars)
iii

 

 

  
 

 

THE RESPONSE: STATE-DRIVEN MEDICAID REFORMS 

 

Washington is passing the buck on budget leadership and entitlement reform.  Thus, governors must rise 

to the challenge of Medicaid reforms that achieve short-term budget flexibility and enable long-term 

structural change. Bending the unsustainable budget trajectory will require innovative and solutions-based 

policies that address eligibility, benefits packages, service delivery, and financing.   

 

Long-term care merits special emphasis.  Reducing the anticipated budget costs for long-term care 

services will be critical to the overall sustainability of the Medicaid program.  Medicaid has become the 

country’s largest payer of long-term care services, funding approximately 50 percent of all long-term care 

spending and nearly two-thirds of all nursing home residents.  Several policies could enhance the ability 

of Medicaid to prepare for the dramatic expansion of the long-term care market.  Moreover, it is 

important to recognize that beneficiaries view quality as the chance to stay at home in their communities 

in the least restrictive or most integrated setting appropriate to their long-term care needs.
iv
 

 

Every state and every Medicaid program is different, dictating that governors implement solutions that 

best address their state’s needs.  In this setting, it is desirable that state officials begin by conducting a 

comprehensive assessment of their respective Medicaid programs.  Such an assessment should include the 

current or “baseline” outlooks for enrollment, the per capita spending by category and income, and the 

cost of the PPACA’s Medicaid expansion (including administrative costs not provided in the temporary 

federal funding).
 v
  This will allow state officials to project the potential impact of a specific proposal and 

best determine the overall action plan needed to achieve meaningful reform. 

Historical State Medicaid  

Annual Growth Rate: 4.0 Percent 

Projected PPACA State Medicaid  

Annual Growth Rate: 9.4 Percent 
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MEDICAID ELIGIBILITY  

 

Short-Term Budget Flexibility: Maintenance of Effort (MOE) Waivers 

 

To maintain short-term budget flexibility, states should submit MOE waivers to Health and Human 

Services (HHS) requesting PPACA’s MOE provisions be lifted. The PPACA included two MOE 

provisions intended to maintain existing Medicaid and CHIP enrollment levels until the Secretary of HHS 

determines that an insurance exchange is fully operational (the CHIP provision must be maintained until 

October 1, 2019).  MOE provisions prevent states from adopting more restrictive income eligibility 

standards, methodologies, or procedures that would substantially alleviate budget deficits through reduced 

Medicaid expenditures. 

 

As evidence of the need for this flexibility, on January 7, 2011, thirty-three governors sent a letter to the 

Obama Administration requesting the removal of the MOE provisions.  Governor Brewer of Arizona has 

already submitted a formal MOE waiver to the Secretary of HHS, and the Administration is reviewing the 

Secretary’s legal options.  As more governors and state officials submit formal MOE waiver requests, the 

efforts may expedite the Secretary’s decision and ensure that states have every policy option at their 

disposal to address budget crises.
vi
 

 

In addition, States have the option of letting existing Medicaid demonstrations expire to reduce total 

committed Medicaid expenditures.  Secretary Sebelius approved this option in a letter to Governor 

Brewer, “Waivers are time-limited commitments – both for a state and for HHS – and neither the 

Affordable Care Act nor Medicaid law or regulations prior to its enactment require a state to renew a 

demonstration beyond its expiration.”  Consequently, any reduction in eligibility associated with the 

expiration of a Medicaid demonstration, whose eligibility derives from the demonstration, would not 

constitute an MOE violation.
vii

 

 

 

Long-Term Structural Change: Modernize Medicaid Eligibility and Enrollment Systems 
 

States should invest in improved technology and capabilities for determining Medicaid eligibility and 

tracking enrollment. PPACA’s dramatic expansion of the Medicaid program in 2014 and the launch of 

state health insurance exchanges will place substantial stress on administrative systems.   

 

The structure of PPACA’s insurance expansion creates a costly challenge for states to track individuals 

and families who are expected to move frequently throughout the year between Medicaid and the 

federally-subsidized state health insurance exchanges.  The “churning” between Medicaid and state 

exchanges is estimated to impact more than 50 percent of all adults; this includes 28 million Americans, 

with family incomes below 200 percent of the federal poverty level.
viii

  Accordingly, there will be a 

particular benefit to integrated systems that simultaneously track eligibility and enrollment in both 

programs. 

 

Among the investments available to improve technological capabilities for determining Medicaid 

eligibility and tracking enrollment are: 

 

 Integrated Databases for Medicaid and State Exchange Enrollment – Combining enrollment data 

for both programs will reduce paperwork, staff overhead, and technology operating expenses  

 Enrollment Data Management Systems –Managing real-time enrollment data will inform better 

public policy decisions related to Medicaid benefit design and service delivery. 
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 Predictive Modeling Analytics– Adopting predictive modeling will allow states to identify high-

cost beneficiaries and enroll them in aggressively managed, quality care programs. 

 Front-End Statistical Fraud Analysis – Building statistical fraud analysis into eligibility and 

enrollment systems will empower states to better prevent and deter the estimated $18.6 billion in 

annual improper Medicaid payments.
ix
 

 

 

MEDICAID BENEFITS PACKAGE 

 

Short-Term Budget Flexibility: Increase Medicaid Cost Sharing 

 

States should study the implications of implementing Medicaid copayments, deductibles, coinsurance, 

and other similar cost sharing mechanisms.  The Deficit Reduction Act of 2005 authorized greater cost 

sharing for many Medicaid eligible groups above 100 percent of the poverty level, as long as the family’s 

cost sharing does not exceed 5 percent of their income.  The following table summarizes the maximum 

allowable cost sharing amounts for different types of services. 

 

Table 2 – Maximum Allowable Cost Sharing
x
 

Services and Supplies  

(Cost Sharing Subject to a Per-Beneficiary Limit)a 

Eligible Populations by Family Income b,c 

<100% FPL 101-150% FPL >150% FPL 

Institutional Care  
(inpatient hospital care, rehab care, etc.) 

50% of cost for 1st day 

of care 

50% of cost for 1st day 

of care, 

10% of cost 

50% of cost for 1st day 

of care, 

20% of cost 

Non-Institutional Care  
(physician visits, physical therapy, etc.) 

$3.65 10% of cost 20% of cost 

Non-emergency use of the ER $3.65 $7.30 No limit 

Preferred drugs $3.65 $3.65 $3.65 

Non-preferred drugs $3.65 $3.65 20% of cost 

a. Emergency services, family planning, and preventive services for children are exempt from copayments. 
b. Some groups of beneficiaries, including most children, pregnant women, terminally ill individuals, and most institutionalized individuals, 

are exempt from copays except nominal copays for non-emergency use of an emergency room and non-preferred drugs.  American Indians 

who receive services from the Indian Health Service, tribal health programs, or contract health service programs are exempt from all copays. 
c. In some cases for beneficiaries with income above 100 percent of FPL, States may deny services for nonpayment of cost sharing. 

 

 

Long-Term Structural Change: Alternative Medicaid Benefits Packages 

 

States have an incentive to launch demonstrations designed to test programs that reward beneficiaries who 

make prudent purchasing, resource utilization, and lifestyle decisions. For example in 2007, Indiana 

launched the Healthy Indian Plan (HIP), which extends high deductible health plans and health savings 

accounts to low-income parents of children covered by Medicaid and SCHIP, as well as childless adults. 

To assist with out-of-pocket costs incurred prior to meeting the deductible, both the individual and the 

state make contributions to the POWER account.  Participant contributions to the POWER account are set 

on a sliding scale based on ability to pay, but at no more than 5 percent of gross family income.  Funds 

that remain in the account at the end of the year can be rolled over and used the following year, assuming 

preventative services are obtained. 
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Indiana and Mercer Consulting have found significant changes in behavior, and consequently lower total 

costs.  In 2009, state workers with the HSA visited emergency rooms and physicians 67 percent less 

frequently than co-workers with traditional healthcare.  HIP enrollees were also more likely to use generic 

drugs resulting in an annual lower cost per prescription of $18. 

 

Alternative demonstrations that reward beneficiaries could focus on disease management or wellness 

programs like diabetes management and weight reduction. 

 

 

MEDICAID SERVICE DELIVERY 

 

Short-Term Budget Flexibility: Expand Existing Managed Medicaid Programs 

 

PPACA increases Medicaid enrollment by a projected 16 million beneficiaries in 2014, exacerbating 

already-serious access concerns for beneficiaries.  In 2008, fee-for-service (FFS) Medicaid 

reimbursements averaged only 72 percent of the rates paid by Medicare, which are in turn well below the 

rates paid by private insurers.
xi
  The unsustainably low reimbursement rate, even with the pending 

increase to Medicare levels, has led many primary physicians and specialists to stop accepting Medicaid 

enrollees.  The end result is an expectation for lower quality care, delivered in more costly care setting: 

 

 A June 2010 nationwide survey of physicians found that 54.5 percent of primary care physicians, 

45.6 percent of medical specialists, and 49.3 percent of surgical specialists are no longer 

accepting new Medicaid patients
xii

  

 In a separate 2010 survey of 1,800 emergency room physicians, 71 percent of respondents expect 

emergency visits to increase, and 47 percent anticipate conditions will worsen for patients
xiii

 

 Increased overutilization of America’s emergency departments by Medicaid enrollees could cost 

states, hospitals and physicians as much as $35.8 billion over the next decade in unaccounted for 

expenditures
xiv

 

 

States should examine expanding existing managed Medicaid programs, experiment with managed care in 

new care settings and extend enrollment requirements to new eligibility groups.  Prominent academic 

studies show that compared to traditional FFS Medicaid, managed Medicaid consistently delivers greater 

access to medical provider networks
xv

, better quality care, and cost savings.
xvi

  While percentage savings 

vary by state and targeted eligibility group, nearly all of the 24 state reports or peer reviewed studies in 

the last decade have shown demonstrated savings from the use of managed care.
xvii

  The evidence is clear 

and governors should act immediately as only seventeen states currently require Medicaid enrollees to 

sign up for managed Medicaid care.  The projected cost savings and potential for improved access to 

better care will be essential when enrollment increases exponentially in 2014. 

 

 

Long-Term Structural Change: Start Managed Long-Term Care Programs 

 

States would benefit from managed long-term care programs that lower budget costs and allow more 

beneficiaries to stay at home.  Traditionally, Medicaid pays doctors and nursing homes directly for 

individual services, but under long-term managed care, states pay health insurers a fixed monthly fee for 

each Medicaid patient.  The fixed monthly fee includes all of the patient’s costs, including physician and 

potential nursing home costs. Conversely, managed care companies use care coordinators to monitor 

patients to help ensure they are getting the right care in the most appropriate setting. 
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USA Today reports that in 2009, about 90 percent of Tennessee’s Medicaid long-term care funding went 

to nursing homes, according to the state’s Medicaid agency.  As a result, there were long waiting lists for 

enrollees who wanted home and community-based services.  But after Tennessee awarded long-term care 

contracts to three Medicaid health plans, those waiting lists shrank sharply.
xviii

 

 

Tennessee last year became the sixth state to require elderly and disabled beneficiaries to enroll in 

managed care plans.  California plans to require its Medicaid long-term care enrollees to sign up for plans 

later this year.  An additional 10 other states, including Florida, Maryland, New Jersey, and Rhode Island, 

are considering introducing or expanding the use of managed long-term care. 

 

 

MEDICAID FINANCING 

 

Short-Term Budget Flexibility: Review Prescription Drug Prices and Pass Generic Substitution Laws 

 

States should review prescription drug pricing and implement generic substitution laws.  Pharmacy costs 

account for 8 percent of the Medicaid program spending, with states spending $7 billion on prescription 

drugs in 2009.
xix

 

 

Too many states continue to pay pharmaceutical prices near the Average Wholesale Price (AWP), which 

is significantly higher than the price actually paid by purchasers of the drug (e.g. pharmacies, etc).  

Instead, it is beneficial to shift to reimbursing the Average Manufacturer Price (AMP), which is closer to 

the actual acquisition costs of the drugs, to establish pharmaceutical prices.  In Alabama, the first state to 

adopt use of actual acquisition costs as the benchmark for drug reimbursement rates, savings in the first 

year of implementation are expected to reach six percent ($30 million) of the state’s total pharmacy 

spend.
 xx

  CMS has stated that it intends to undertake a national survey of pharmacies to create a database 

of actual acquisition costs for states this year, but states should not wait on the Federal government.  

Governors considering immediate formulary reviews should begin with high-volume and high-margin 

Medicaid prescriptions.
 
 

 

To stem further increases in state pharmacy costs, governors could also implement generic substitution 

laws that require pharmacists to substitute a generic drug for a brand-name medication, if the prescriber 

did not specify that the brand-name drug should be dispensed.  Thirty eight states and the District of 

Columbia have yet to implement generic substitution laws, and as a result, have 25 percent lower generic 

use rate than the 12 states that did not require patient consent.  If generic substitution laws had been 

implemented nationally in 2011, state Medicaid programs could have saved more than $100 million in 

coverage alone from three top selling medications that are nearing patent protection (Lipitor, Plavix, and 

Xyprexa).  If applied to the entire Medicaid drug formulary, governors could enact tremendous savings 

from generic substation alone.
xxi

 

 

 

Long-Term Structural Change: Update Medicaid Payment Systems to Save Money and Innovate 

 

States have the option to update payment systems to allow for electronic claims submission and 

processing.  Electronic claims processing is essential for the entire healthcare system, McKinsey and 

Company estimates that more than half of the transactions between providers and payers, like Medicaid, 

are still paper-based.  The current annual volume of 2.5 billion claims across the healthcare system leads 

to an estimated administrative waste of $15 billion to $20 billion per year in postage, item processing, and 

accounting.
xxii
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For State Medicaid programs, electronic processing is essential to efficiently and effectively capture an 

estimated $18.6 billion in annual improper Medicaid payments.
xxiii

  Using advanced statistical modeling 

fraud management programs can identify and investigate suspect electronic claims prior to Medicaid 

making a payment.  This preemptive approach to combating fraud, waste and abuse is less invasive for 

medical providers, reduces staff overhead costs for states, and can better protect sensitive patient 

information. 

 

In addition to the waste and fraud concerns, electronic claims processing will be required for any of the 

innovative healthcare payment reforms like, bundled payment and pay-for-performance.  Governors and 

states interested in launching Medicaid provider pilots or encouraging state providers to pursue 

Accountable Care Organizations designs should begin this initiative immediately. 

 

 

THE CURE: A FIXED DEAL FOR THE NECESSARY REFORM RESOURCES 

 

States should look forward to negotiating a block, or capped, grant from the Federal government to gain 

the financial and regulatory autonomy necessary to carry out meaningful Medicaid reform that addresses 

state-specific needs.  The current waiver system is too time consuming and costly for states to attempt, 

and inhibits innovative reforms that address the pending budgetary nightmare and break down barriers to 

consistent, quality care for the neediest Americans. 

 

A blocked, or capped, wavier provides states with fixed, upfront funding over a predetermined period of 

time.  Preparing to negotiate for the block or capped grant and reaching an agreement to streamline the 

waiver approval process will infuses a sense of urgency into the Medicaid program and enables states to 

unilaterally modify benefits, competitively contract, and pay for performance. The upfront funding 

encourages states to tackle more complex and costly problems through information technology 

investments and process re-engineering, which is central to achieving sustainable Medicaid reform.   

 

In January 2009, Rhode Island took the lead on this aspect of reform and became the first state in the 

nation to cap its entire Medicaid program.  The state received approval to operate the Rhode Island 

Medicaid program under an aggregate budget ceiling of $12.075 billion through 2013. The approved 

Global Consumer Choice Compact Waiver established an expedited 45 day approval process for any 

changes to benefits or the Medicaid program during; set new levels of care for determination of long term 

care eligibility; allowed for benefits in any optional or mandatory program to be customized; placed a 

priority on preventative services; created a healthy choice account to reward healthy behavior; and 

implemented new purchasing strategies that focused on quality and competition. 

 

In the first 18 months of Rhode Island’s global waiver yielded $100 million in savings, staving off 

eligibility limitations.  The state projects that it will have saved $146 million by June 2011 with an 

additional $50 million gained through program integrity efforts and aggressively tracking fraud, waste, 

and abuse.  Concurrent with the substantial savings, new expenditure growth in the Rhode Island 

Medicaid program has declined from over 8 percent to 3 percent in the past 18 months.
xxiv

 

 

Governors have the opportunity to build on Rhode Island’s lead and begin to implement innovative 

Medicaid reform plans that address the short-term and long-term needs of their state.  The time is now to 

prevent state fiscal crises and ensure consistent quality care is available to the neediest Americans. 
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From: Katie Altshuler
To: Brian Downs; Mike Thompson
Cc: Alex Weintz; Denise Northrup; Andrew Silvestri; Craig Perry
Subject: DRAFT exchange endorsement letter...
Date: Thursday, March 17, 2011 9:58:07 AM
Importance: High

We will be making a few changes, please provide us with any feedback you may have.
Thanks, Katie
 
Dear Colleague,         

I would like to take this opportunity to visit with you about the extraordinary
opportunity Oklahoma has to be a national leader in designing and implementing a
conservative, free-market based health insurance exchange.
            As you know, the idea of an Oklahoma Health Insurance Exchange is not a new one.
In 2009, the legislature passed a bill that authorized the creation of a health insurance
exchange portal where consumers could compare and research various private health
insurance plans in one online location. That online hub was designed to affect the health
insurance industry in Oklahoma the same way travel websites like Travelocity and Expedia
have empowered consumers across the globe.

As I told lawmakers in my State of the State address, our goal is now to fund the
creation of that website and expand its role further, by creating an insurance exchange where
small businesses and individuals can pool their money to expand their purchasing power,
increase competition and ultimately reduce costs.  

To build the IT infrastructure necessary for that exchange, the Oklahoma Health Care
Authority applied for and received an Early Innovator Grant in the sum of $54 million. The
state needs this money to develop the kind of high quality, free market, patient-centered
exchange program that our citizens expect and deserve. Using this money will make
Oklahoma one of 48 states that have already accepted such federal aid in order to begin the
creation of a state exchange.

I believe the creation of this Oklahoma Health Insurance Exchange represents a great
opportunity for our state to develop a national model for providing citizens with quality
private health insurance. I also believe it represents an important opportunity for conservative
policymakers to offer a positive agenda for Oklahoma families. 

I invite you to read more about our Oklahoma Health Insurance Exchange, and I’ve
attached what I believe to be a thoughtful and informative article penned by OCPA’s Jason
Sutton entitled, “Health Insurance Exchanges Done Right.” In it, Sutton outlines the
conservative case for health insurance exchanges. He writes, “The Heritage Foundation
envisioned exchanges as a centralized online marketplace that was lightly regulated, where
transaction costs were reduced, where all types of health products could be bought and sold,
where all insurers could participate and compete, and where competition would promote real
choices for consumers.”

This is the exchange that that my administration, the Speaker, the Pro Tem and others
are dedicated to creating. We hope you are as excited by this opportunity as we are.

Please do not hesitate to call my office if you have questions about this issue, at 405-
522-xxxx.

 
Sincerely,
 
Governor Mary Fallin
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Katie Altshuler, Policy Director
Office of Governor Mary Fallin
2300 North Lincoln Boulevard, Suite 212
Oklahoma City, Oklahoma 73105
405.521.2342
katie.altshuler@gov.ok.gov
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From: Katie Altshuler
To: Alex Weintz; Andrew Silvestri
Subject: DRAFT Summary for GMF re/ PPACA & Supreme Court Ruling
Date: Monday, July 02, 2012 12:10:00 PM

After my call this afternoon , I hope to add some time frames/deadlines that are pending –
what else can you think of that I need to include?

 
PPACA Supreme Court Ruling Summary

 
·         The U.S. Supreme Court today upheld the constitutionality of a vast majority of

the Affordable Care Act.
 

·         Individual Mandate:  The court upheld the constitutionality of the mandate as a
permissible tax under the tax and spending clause.  Chief Justice Roberts wrote, “The
Commerce power does not authorize the mandate…instead the government asks us
to read the mandate not as ordering individuals to buy insurance, but rather as
imposing a tax on those who do not buy that product.” (Roberts, 30-31)

 
·         Medicaid Expansion:  The Medicaid expansion was found unconstitutional because

it threatens existing Medicaid funding for failure to comply.  “When Congress
threatens to terminate other grants as a means of pressuring states to accept a
spending clause program, the legislation runs counter to this nation’s system of
federalism.” (Roberts, 47)

 
·         State Impact:  The invalidation of the Medicaid expansion does not invalidate the

law.  It does, however, mean that states will have a new choice as to whether or not
to participate in the Medicaid expansion.  

 
Outstanding Major Policy Decisions

 
1)       Expand Medicaid under the PPACA provisions or opt out?

 
 

·         Expanding Oklahoma’s SoonerCare program under the federal guidance would make
health care benefits available to an estimated 200,000 newly qualified adults, aged
19 to 64, with household incomes at or below 133 percent of the federal poverty
level. (For example, a single adult could make up to $15,414 a year, or a family of
three would qualify with a household income at or below $26,344).

·         If the state chooses to expand SoonerCare in 2014, the first three years of benefits
for the new population would be paid primarily by the federal government.

·         Beginning in 2017, the federal government’s share would be 95 percent and would
taper to 90 percent in 2020. The federal government currently pays for about 64
percent of the SoonerCare and Insure Oklahoma programs – in state fiscal year 2012
this equates to about $3.25 billion of the total $5.2 billion budget.

·         The Oklahoma Health Care Authority estimates that the Obamacare Medicaid
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expansion will cost an additional $4.6 billion in state and federal funding 2014-2020.
 
·         In SFY12, SoonerCare and Insure Oklahoma has provided health care benefits to

more than 990,000 Oklahomans.

·         Under the initial law the plan was to force states to comply with the Medicaid
expansion, but the Supreme Court decision ruled that the federal government cannot
withhold existing Medicaid funds for this purpose. We are awaiting additional federal
guidance on what it will mean for a state to opt out.

·         The RGA and most conservative think tanks are encouraging states not to expand
Medicaid or at least to hold off on making a final decision until after the election. 
They maintain accurately that Medicaid is a broken system and that until it is
reformed giving states flexibility it should not be expanded.

 
2)       Create a state based exchange?

 
·         If we do not develop a state based exchange we will have a federally run exchange. 

The federal government is preparing to deploy in approximately thirty states.

·         Given time and money, we have relatively few options for developing a state based
or private exchange. The RGA, along with the Galen Institute, and many Republican
US Senators and Congressmen (see letter ATTACHED) are urging states not to take
any action and to wait until the November election.  The State Chamber, many of the
private sector groups including BCBS, OK Hospital Association, OCPA and the Daily
Oklahoman support creating a state based exchange to keep the Federal government
out of Oklahoma.

·         We could potentially use the existing Insure Oklahoma program as a framework for
the exchange, however it will take cooperation from the OHCA, the Insurance
Department and likely legislators to provide funding.  We are working with the Health
Dept., the OHCA, the Insurance Department and the CIO to determine our options.

Attachments: Letter from Congress, Daily Oklahoman Editorial, OHCA Medicaid Expansion
figures
 
 
 
Katie Altshuler, Policy Director
Office of Governor Mary Fallin
2300 North Lincoln Boulevard, Suite 212
Oklahoma City, Oklahoma 73105
405.521.2342
katie.altshuler@gov.ok.gov
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From: Alex Weintz
To: Katie Altshuler; Denise Northrup; Glenn Coffee (  Glenn Coffee
Cc: Aaron Cooper; Andrew Silvestri
Subject: draft: exchange/medicaid press release
Date: Friday, November 16, 2012 1:09:38 PM

Draft of exchange/medicaid expansion press release. We have not reached a decision on timing. Still
waiting on some policy content in last paragraph.
 

Governor Fallin today released the following statement, announcing that Oklahoma would
not pursue the creation of a state-based exchange or participate in the proposed Medicaid
expansion under the Affordable Care Act:
 
For the past few months, my staff and I have worked with other lawmakers and health care
experts across the country to determine the best course of action for Oklahoma in regards to
both the possible creation of a health insurance exchange and the expansion of Medicaid
under the Affordable Care Act (ACA). Our priority has been to ascertain what can be done to
increase quality and access to health care, contain costs, and do so without placing an undue
burden on taxpayers or to the state. As I have stated many times before, it is my firm belief
that the ACA fails to further these goals, and will in fact decrease the quality of health care
across the U.S. while contributing to the nation’s growing deficit crisis.
 
Nevertheless, the ACA remains the law of the land, and Oklahoma has now been placed in a
highly undesirable position by the Obama Administration. We are being asked either to join
the federal government in helping to implement the ACA by creating a state based exchange
approved by the Obama Administration, or else to accept one created and run by the federal
government. This choice has been forced on the people of Oklahoma despite the fact that
voters have overwhelmingly expressed their opposition to the ACA through their support of
State Question 756 in 2010. 
 
As I do not believe an ACA-compliant state based exchange will further the health care goals
of the state of Oklahoma, and because our citizens have spoken loudly and clearly on this
issue, I have today informed the federal government that Oklahoma will not be pursuing the
creation of a state-based exchange.
 
After careful consideration, I have also informed the federal government that Oklahoma will
not be participating in the Obama Administration’s proposed expansion of Medicaid. Such an
expansion would increase the burden on our state budget and would further our reliance on
federal money that may or may not be available in the future. Massive new costs associated
with the Medicaid expansion would also require cuts to other important government
priorities, such as education and public safety. Furthermore, the proposed Medicaid
expansion offers no meaningful reform to a system that people of all ideological stripes have
criticized as inflexible and inefficient.
 
Moving forward, the state of Oklahoma will pursue two actions simultaneously. The first will
be to continue our support for Oklahoma Attorney General Scott Pruitt ongoing legal
challenge of the ACA. Our second, and equally important task, will be to pursue state-based
solutions that offer families better access to more affordable and high quality health care in
the private sector [looking for more concrete language from Health Dept/policy shop].  I look
forward to working with legislative leaders and lawmakers in both parties to pursue
Oklahoma health care solutions for Oklahoma families.
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From: Alex Weintz
To: Katie Altshuler; Denise Northrup; Glenn Coffee (  Glenn Coffee
Cc: Aaron Cooper; Andrew Silvestri
Subject: draft: exchange/medicaid press release
Date: Friday, November 16, 2012 1:09:38 PM

Draft of exchange/medicaid expansion press release. We have not reached a decision on timing. Still
waiting on some policy content in last paragraph.
 

Governor Fallin today released the following statement, announcing that Oklahoma would
not pursue the creation of a state-based exchange or participate in the proposed Medicaid
expansion under the Affordable Care Act:
 
For the past few months, my staff and I have worked with other lawmakers and health care
experts across the country to determine the best course of action for Oklahoma in regards to
both the possible creation of a health insurance exchange and the expansion of Medicaid
under the Affordable Care Act (ACA). Our priority has been to ascertain what can be done to
increase quality and access to health care, contain costs, and do so without placing an undue
burden on taxpayers or to the state. As I have stated many times before, it is my firm belief
that the ACA fails to further these goals, and will in fact decrease the quality of health care
across the U.S. while contributing to the nation’s growing deficit crisis.
 
Nevertheless, the ACA remains the law of the land, and Oklahoma has now been placed in a
highly undesirable position by the Obama Administration. We are being asked either to join
the federal government in helping to implement the ACA by creating a state based exchange
approved by the Obama Administration, or else to accept one created and run by the federal
government. This choice has been forced on the people of Oklahoma despite the fact that
voters have overwhelmingly expressed their opposition to the ACA through their support of
State Question 756 in 2010. 
 
As I do not believe an ACA-compliant state based exchange will further the health care goals
of the state of Oklahoma, and because our citizens have spoken loudly and clearly on this
issue, I have today informed the federal government that Oklahoma will not be pursuing the
creation of a state-based exchange.
 
After careful consideration, I have also informed the federal government that Oklahoma will
not be participating in the Obama Administration’s proposed expansion of Medicaid. Such an
expansion would increase the burden on our state budget and would further our reliance on
federal money that may or may not be available in the future. Massive new costs associated
with the Medicaid expansion would also require cuts to other important government
priorities, such as education and public safety. Furthermore, the proposed Medicaid
expansion offers no meaningful reform to a system that people of all ideological stripes have
criticized as inflexible and inefficient.
 
Moving forward, the state of Oklahoma will pursue two actions simultaneously. The first will
be to continue our support for Oklahoma Attorney General Scott Pruitt ongoing legal
challenge of the ACA. Our second, and equally important task, will be to pursue state-based
solutions that offer families better access to more affordable and high quality health care in
the private sector [looking for more concrete language from Health Dept/policy shop].  I look
forward to working with legislative leaders and lawmakers in both parties to pursue
Oklahoma health care solutions for Oklahoma families.
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  OOkkllaahhoommaa  HHeeaalltthh  IInnssuurraannccee  EExxcchhaannggee  SStteeeerriinngg  CCoommmmiitttteeee  
 

 
 

 

Thursday, March 10, 2011 
1:00 p.m. – 2:30 p.m. 

  

OSDH / Rm. 307 
Dr. Otho Whiteneck Boardroom 

1000 NE 10th Street 
Oklahoma City, OK  73117 

  

Exchange Project Managers: 
Derek Lieser 

Nicole Prieto Johns  

 
 
 
 

A g e n d a  

I. Welcome – Julie Cox-Kain 

II. Discussion of Project Charter – Julie Cox-Kain 

III. Discussion of HUB Bill, HB2130– Katie Altshuler 

IV. Exchange Business Process Flowchart – Derek and Nicole  
 

V. Exchange Assumptions Review – Buffy Heater 
a) Key considerations 
b) Design options   

VI. Stakeholder Meeting: March 16, 2011 – Derek and Nicole  
a) Proposed Agenda 
b) Organizational meetings for workgroups 

VII. Next Steering Committee Meeting – Derek and Nicole  
c) March 17, 2011 – 1pm OSDH 
d) Call for agenda Items for next meeting 

VIII. Adjournment  
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Application title: Oklahoma Health Infrastructure and Exchange Project (OHIEP) 
Applicant organization name: Oklahoma Health Care Authority  
Program applying under: Cooperative Agreements to Support Innovative Exchange Information 
Technology Systems, CFDA: 93.525 
Project Director: Buffy Heater 
Address: Shepherd Mall, 2401 N.W. 23rd Street, Suite 1A, Oklahoma City, OK  73107   
Contact Information: Phone- 405-522-7545; Fax- 405-530-3431 email- Buffy.Heater@okhca.org  
Congressional district(s) served: OK 001- 005 
Organizational Website address: www.okhca.org 
Type of project(s): Cooperative Agreement for IT Infrastructure Development 
Projected date(s) for project(s) completion: October 2012 
The Oklahoma Health Infrastructure and Exchange Project (OHIEP) will create a plan for the 
design and implementation of an exchange for the purpose of connecting all Oklahomans with 
appropriate, affordable, and high quality health insurance coverage. The development of a model 
for eligibility and enrollment via an exchange is the primary goal of this grant initiative. The 
OHIEP aims to develop Oklahoma’s exchange by addressing several key areas of technological 
advancement. There are several critical activities described in this OHIEP proposal, for which a 
total of $55,656,108 grant funds are being requested. These activities include and are not limited 
to: 
(1) Selecting (through competitive bid) a consultant contractor to provide expertise and objective 

development of solutions and alternative options for the OHIEP. The consultant will be 
responsible for activities such as project evaluation, report compiling, monitoring, etc. This 
contract will span the 2 year project period and is anticipated to cost $2,496,000. 

(2) Selecting (through competitive bid) a fiscal agent contractor to provide technical expertise 
and development of systematic solutions for the interfaces with public programs and the 
OHIEP exchange. The contractor will be responsible for activities such as comprehensive 
gap analysis of existing systems such as the Medicaid online enrollment system, 
identification of necessary modifications to integrate pathways of enrollment such as 
Medicaid and non-Medicaid consumers, and creation of standardized formats for data 
exchanges with technological players. This contract will span the 2 year project period and is 
anticipated to cost $31,249,680. 

(3) Selecting (through competitive bid) a fiscal agent contractor to provide technical expertise 
resulting in the establishment of an Oklahoma exchange for the OHIEP. The contractor will 
be responsible for activities such as identification of detailed exchange requirements 
including connectivity with public entities and private health plans, creation of systems to 
track and process tax credits and cost sharing for consumers, development of data sharing 
with federal interfaces, and operational aspects to support the exchange such as call centers 
and field support. This contract will span the 2 year project period and is anticipated to cost 
$19,910,000 

(4) Hiring three project managers to oversee the OHIEP efforts. The project managers will each 
responsibility in the areas of exchange coordination with private health plans, technical 
coordination with contractors, and operational coordination for ancillary support.  

(5) Hiring five data processing analysts to coordinate technical requirements and coding 
performed by the fiscal agent contractor(s). 

(6) Hiring one administrative assistant to perform clerical and organizational duties. 
(7) Hiring one financial analyst to assist with accounting and reporting of grant funds. 
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Kathleen Sebelius, Secretary 

Brad Henry 
Office of the Governor 

State of Oklahoma 
December 7. 2010 

U.S. Department of Health & Human Services 
200 Independence Avenue, S.W. 
Washington, D.C. 20201 

Re: Health Insurance Exchange Information Technology Early Innovators Grant 
CFDA: 93.525 

Dear Federal Review Team: 

On behalf of the State of Oklahoma, I am writing to express my strong support fo r the 
Oklahoma Health Care Authority's request for the Health Insurance Exchange Information 
Technology Early Innovators Grant. These funds will allow Oklahoma to continue building the 
technical framework for our health information technology infrastructure. 

Oklahoma's leadership has demonstrated a commitment to building a comprehensive 
system to provide affordable health care to all Oklahomans. The foundation was laid when the 
Oklahoma Legislature's vision led to the development of Insure Oklahoma, an innovative 
insurance premium assistance program. Through the State Health Information Exchange (HIE) 
Cooperative Agreement, our state is developing a secure HIE system and OHCA is preparing to 
implement the Oklahoma EHR Incentive Program in January, 2011. A State Planning and 
Establishment Grant has been awarded to Oklahoma. Along with OHCA 's newly designed and 
implemented real-time, online Medicaid eligibility determination and enrollment system, it 
strategically posit ions Oklahoma to significantly advance health care technology in our state. 

Oklahoma is committed to improving the health outcomes of all our citizens by 
establishing a gateway to easily access health care in formation and coverage. I believe this grant 
initiative will provide a means to build on our current efforts and move us closer to reaching that 
goal. I fully support this grant. appli cation. The plan ensures Oklahoma's continuing 
advancement in health care technology and anticipates working with other states looking to us 
for leadership in this area. 

Sincerely, 

lhJ_ 
Brad Henry 
Governor 

STATE CAPn OL BUUDINC • 2300 N. UNCOLN BOULEVARD. SUTf'E 212 • OK/ .AHOMA CITY. OKlAHOMA 73105 • (105) 521·2342 • (405) 521·.1153 1306



MIKE RX~ARn' 
C!l!EF EXEClT!VE OFFICE!{ 

December 22, 2010 

Michelle Feagins 
Terence Kane 

STATE OF OKLAHOMA 

OKLAHOMA HEALTH CARE AUTHORITY 

Office of Consumer Information and Insurance Oversight 
Department of Health and Human Services 

Re: Cooperative Agreements to Support Innovative Exchange Information Technology Systems 
CFDA 93.525 

Dear Ms. Feagins and Mr. Kane, 

BRADIIE!\:RY 
GOVFR'\:OR 

On behalf of the Oklahoma Health Care Authority (ORCA), the single state Medicaid agency, this is a letter 
introducing Oklahoma's grant proposal for the Cooperative Agreements to Support Innovative Exchange Information 
Technology Systems. The ORCA recognizes the importance of health insurance coverage in improving health 
outcomes and removing barriers many Oklahomans face when accessing and retaining comprehensive coverage. The 
grant funds will allow the ORCA, in collaboration with others across Oklahoma, to work together to design and 
implement the Information Technology infrastructure needed to operate Health Insurance Exchanges. 

It is the goal of the Oklahoma Health Care Authority to enroll Oklahoma's uninsured population in appropriate 
and affordable health care coverage. The Oklahoma Health Infrastructure and Exchange Project shares this common 
interest and is dedicated to the establishment of an operational exchange for Oklahoma. The ORCA fully supports the 
implementation activities mentioned within this grant application. Oklahoma is well poised to build upon the 
technological foundation already created by our recently released online enrollment system. Hundreds of thousands of 
Oklahomans will benefit from streamlined enrollment in affordable health insurance coverage as a result of this effort. 

Project Title: Cooperative Agreements to Support Innovative Exchange Information Technology Systems 
CFDA 93.525 
Oklahoma Health Infrastructure and Exchange Project (OHIEP) 

Applicant Name: Oklahoma Health Care Authority 
Principal Investigator I Project Director Name: Buffy Heater, MPH, Planning & Development Manager 

(405) 522-7545 

Thank you for your leadership and continued efforts to improve the health of all Oklahomans. 
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MIKE FOGARTY 
Cll!EF EXECC~!WE OFFICER 

December 22, 20 I 0 

Michelle Feagins 
Terence Kane 

STATE OF OKLAHOMA 

OKLAHOMA HEALTH CARE AUTHORITY 

Office of Consumer Information and Insurance Oversight 
Department of Health and Human Services 

Re: Cooperative Agreements to Support Innovative Exchange Information Technology Systems 
CFDA 93.525 

Dear Ms. Feagins and Mr. Kane, 

BRAD I IENRY 
COVER'\:OR 

On behalf of the Oklahoma Health Care Authority (OHCA), the single state Medicaid agency, this is a letter 
introducing Oklahoma's grant proposal for the Cooperative Agreements to Support Innovative Exchange Information 
Technology Systems. The OHCA recognizes the importance of health insurance coverage in improving health 
outcomes and removing barriers many Oklahomans face when accessing and retaining comprehensive coverage. The 
grant funds will allow the OHCA, in collaboration with others across Oklahoma, to work together to design and 
implement the Information Technology infrastructure needed to operate Health Insurance Exchanges. 

The OHCA acknowledges that multiple partners must work together in an effective and efficient manner to 
create a well-thought-through and highly functional Oklahoma exchange. Therefore the OHCA agrees not to duplicate 
efforts between the exchange and the State Medicaid agency. The OHCA looks forward to working with other partners 
to develop shared functionalities that are tailored to the needs of Oklahomans. 

It is the goal of the Oklahoma Health Care Authority to enroll Oklahoma's uninsured population in appropriate 
and affordable health care coverage. The Oklahoma Health Infrastructure and Exchange Project shares this common 
interest and is dedicated to the establishment of an operational exchange for Oklahoma. 

Thank you for your leadership and continued efforts to improve the health of all Oklahomans. 

Sincerely, 

~~~--£} 
Garth Splinter, M.D. 
Oklahoma State Medicaid Director 
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fHfs 
IUINOIS D!,AifM[Nf OF 

Heal the arc and 
Family Services 

201 South Grand Avenue East 
Springfield, Illinois 62763-0002 

December 22, 20 10 

Secretary Kathleen Sebelius 
Department of Health and Human Services 
200 Independence Ave., S.W. 
Washington, D.C. 20201 

Dear Secretary Sebelius: 

Pat Quinn, Governor 
Julie Hamos, Director 

Telephone: (217) 782-1200 
TTY: (800) 526-5812 

On behalf of the lllinois Department of Healthcare and Family Services, the state's Medicaid agency, 
I offer this letter of support for the Oklahoma application for a Cooperative Agreement to Support 
Innovating Exchange Information Technology Systems. 

illinois is committed to implementing a Health Insurance Exchange that serves the individuals and 
small employers seeking eligibility determination, health plan shopping and insurance enrollment. 
We are very interested in and supportive of other states' efforts to develop technology solutions that 
will support streamlined medical eligibility and enrollment that works for people of all income levels. 
Dlinois is committed to working with one (or more) of the Early Innovator grant recipients and are 
talking to several. We have not had a chance to discuss specifics with Oklahoma, but are more than 
willing to engage them in serious conversation. We do not believe we can meet a 2014 timeframe 
without material borrowing from other states. Nevertheless, until more details about Oklahoma's 
direction and core operating assumptions have been discussed, it would be premature to commit to 
working with them. Once we commit, we wi ll commit actively and aggressively. Not only are there 
inherently powerful reasons to partner with other states, but we don't believe there is any way we can 
achieve our 20 14 goals without partnering people who are ahead of us .. 

As we develop our own technology solution, we expect to continue to engage with some other state 
(or group of states) and learn from one another's efforts to improve our process and system solutions. 
We are encouraged by Oklahoma's invitation for illinois to continue to engage with this process. We 
are eager to learn more about this development work and to consider how such a solution can be 
transferred for use in our state. 

SNl~~ 
Mike Koetting ~ 
Deputy-Director for Planning and Reform Implementation 

XC: Kate Gross, Assistant Director for Health Planning 
fllinois Department of Insurance 

Ivan Handler, CIO 
Illinois Department of Healthcarc and Family Services 

E-mail: hfs.webmaster@ illinois.qov 

Doug Kasamis, CIO 
Illinois Department of Human Services 

Greg Wass, CIO 
State of lllinois 

Internet: http://www.hfs.illinois.gov/ 
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GEORGIA DEPARTMENT OF 
COMMUNITY :HEALTH 

Clyde L. Reese, III, Esq., Commissioner Sonny Perdue, Governor 

December 17, 2010 

Department of Health and Human Services 
Office of Consumer Information and Insurance Oversight 

Re: Cooperative Agreements to Support Innovative Exchange Information 
Technology Systems 
CFDA: 93.525 

Dear Federal Review Team: 

2 Peachtree Street, NW 
Atlanta, GA 30303-3159 
www.dch.georgia.gov 

On the behalf of the state of Georgia, this is a letter expressing our interest in 
Oklahoma's application for Cooperative Agreements to Support Innovative Exchange 
Information Technology Systems. Oklahoma, through the state's Medicaid agency, the 
Oklahoma Health Care Authority, has positioned itself as a leader in technological 
advances in the health care field. 

Most recently the agency launched an online enrollment system which allows residents 
of their state to apply for state health care services from any computer with Internet 
access. This system has gained national attention and Oklahoma has demonstrated an 
openness to share their experience and technical knowledge with other states. 

As Oklahoma already has an enrollment system in place for state provided health care, 
tying the system into the development of an Exchange IT system seems to be a natural 
progression. We believe the OHCA is committed to assisting their counterparts in other 
states by sharing knowledge and technical components and we will be excited to see 
their final product. 

Jerry Dubberly, Chief 
Medicaid Division 

Equal Opportunity Employer 
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STATE OF WASHINGTON 
DEPARTMENT OF SOCIAL AND HEALTH SERVICES 

Medicaid Purchasing Administration 
626 8th Avenue, S.E. • P.O. Box 45502 

Olympia, Washington  98504-5502 
 
December 9, 2010 
 
 
Department of Health and Human Services 
Office of Consumer Information and Insurance Oversight 
 
Re:  Cooperative Agreements to Support Innovative Exchange Information 

Technology Systems 
CFDA: 93.525 

 
Dear Federal Review Team: 
 
On behalf of the state of Washington, this letter expresses our interest and support of 
Oklahoma’s application for Cooperative Agreements to Support Innovative Exchange 
Information Technology Systems.  Oklahoma, through the state’s Medicaid agency, the 
Oklahoma Health Care Authority, has demonstrated their commitment to technological 
advances in the health care field.  
 
Most recently the State of Oklahoma launched an online enrollment system which allows 
residents of the State to apply for state health care services from any computer with 
Internet access.  This system has gained national attention and Oklahoma has 
demonstrated an openness to share their experience and technical knowledge with other 
states.  Since this online enrollment system is already in place for state provided health 
care, it appears to be a natural progression to utilize the same solution as a starting point 
for development of an Exchange IT system.  From our discussions with the State of 
Oklahoma, we believe that the technical solutions they have already implemented may 
have applicability to our State and we are interested in continued collaboration with them.    
 
The State of Washington has observed Oklahoma’s commitment to assisting other states 
by sharing knowledge and technical components.  We look forward to collaborating with 
the State of Oklahoma and are excited to see their final product.   
 
Sincerely, 
 
 
Cathie Ott, Deputy Chief Information Officer 
Washington Medicaid and Health Care Authority 
626 8th Avenue SE 
Olympia, Washington 98504-5502 
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Project Narrative 
Background and Commitment 

Oklahoma is a state in great need of transformational health insurance and system access 
initiatives.  The state has a history of investment in the information technology (IT) 
infrastructure needed to operate Health Insurance Exchanges and has made it a priority to 
connect individuals and families to both the private insurance marketplaces and public options.  
The Oklahoma Health Care Authority (OHCA) developed the Insure Oklahoma Employer-
Sponsored Insurance plan in 2005, working in partnership with private insurance carriers to 
make health insurance accessible and affordable. OHCA has transformed Oklahoma’s publicly 
funded health coverage to operate much like other third party insurers.  This type of transition is 
happening across the country as state Medicaid programs are being viewed more as health 
coverage products.  After all, it is health care, not welfare.  

Previous state initiatives to improve access to health insurance have targeted those most 
at risk of losing or going without health coverage. These efforts have primarily focused on 
Oklahomans working for small businesses, who earn moderate wages under 200 percent of the 
Federal Poverty Level (FPL).  The effect of these initiatives has been overwhelmingly positive as 
demonstrated by the fact the state did not see an overall significant increase in the uninsured last 
year.  The Cooperative Agreement to Support Innovative Exchange Information Technology 
Systems presented by the Patient Protection and Affordable Care Act (ACA) provides Oklahoma 
the opportunity to explore more widespread system access and market based changes. The 
development of the Cooperative Agreement in Oklahoma will be referred to as the “Oklahoma 
Health Infrastructure and Exchange Project (OHIEP)”. The following list of recent statewide 
initiatives serves to demonstrate foundational commitment as well as an achieved and advanced 
state of knowledge and readiness upon which the OHIEP will be built.  
 In 2003 and 2004, Oklahoma received Health Resources and Services Administration State 

Planning Grant funds.  With unprecedented support from the Governor and State Legislature, 
Oklahoma’s initiative was to comprehensively collect and analyze the availability of health 
insurance across the state, as well as to develop and implement a premium assistance 
program. The state, alongside the University of Minnesota SHADAC staff, used this process 
to develop new health care coverage information regarding Oklahoma businesses, individual 
attitudes, and opinions on the accessibility and affordability of health insurance and health 
care. 

 In 2005, Oklahoma successfully launched Insure Oklahoma (IO), the state’s first premium 
assistance program. IO serves two populations, employees of small businesses through 
employer sponsored insurance (ESI), and workers without attainable ESI coverage through 
an Individual Plan (IP). The Oklahoma Legislature subsequently authorized a significant 
expansion of the IO program for children in 2007.  

 The state was selected for a State Coverage Initiative (SCI) grant in 2007.  Funded by the 
Robert Wood Johnson Foundation, this grant formed the basis for broad, statewide, public-
private studies to understand and address the health care needs of the state.  The process 
involved broad stakeholder input and led to a set of recommendations which spawned 
additional attention and work to legislative and appropriated needs for health system change. 
The SCI grant ended on July 31, 2009.  

 In 2007, OHCA, the single state Medicaid agency, began developing SoonerCare Online 
Enrollment (OE) in an effort to reach those potentially qualified for coverage and improve 
the efficiency of SoonerCare.  The OE process creates a single-point-of-entry intake that 
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results in the applicant’s real-time eligibility determination. This project was made possible 
by a Transformation Grant from the Centers for Medicare and Medicaid Services (CMS), in 
October of 2007. OE went live in September 2010.  Over 500,000 SoonerCare members now 
have the opportunity to enroll for coverage in the privacy of their own home, or in a variety 
of community partner locations where they may also obtain technical assistance. 

 In 2008, the Legislature enacted Oklahoma Senate Joint Resolution 41 requiring the 
development of an Oklahoma Health Improvement Plan. Work has been completed on the 
plan which is oriented towards the goals and objectives of Healthy People 2010 and includes 
a series of recommendations for Oklahoma health leaders to undertake in an effort to 
improve the health status of Oklahomans. http://www.ok.gov/health    

 In 2009, the Legislature passed House Bill 2026 authorizing (but not funding), the creation of 
the Health Care for the Uninsured Board (HUB) that is intended to oversee development of 
an OHIEP. The legislation required that the Insurance Commissioner in collaboration with 
OHCA shall advise and aid the HUB in its duties.  The SCI grant initiated in 2007 helped 
stimulate passage of the legislation authorizing formation of the Oklahoma HUB.  

The OHIEP seeks to build upon the infrastructure and system development of the above 
initiatives. Areas in which design and implementation of IT infrastructure may assist the 
proposed project include Portal Service, Forms Management, and External Data Interchange Hub 
Services.  It is the goal of the OHIEP to create a system that will promote an environment that 
supports flexibility, adaptability, and rapid responses to changes in program and technology. 

 
Stakeholder Involvement 

As the primary entity in the State of Oklahoma charged with controlling costs of state-
purchased health care, the mission of  OHCA is to purchase state and federally funded health 
care in the most efficient and comprehensive manner possible and to study and recommend 
strategies for optimizing the accessibility and quality of health care.  OHCA served over 886,000 
Oklahomans in 2010, managing 10 product lines (or broad eligibility categories and benefit 
plans).  

Oklahoma has a strong history of stakeholder involvement in health care, especially over 
the past five years.  Key state governmental leaders have created a collaborative environment in 
the health and health system arenas, engaging a broad base of stakeholder groups.  Over the 
years of working with stakeholders, our health leadership team has created an atmosphere of 
trust, collaboration and achievement.  Statewide initiatives like IO and various grant seeking 
efforts (i.e. CHIPRA, HIE, Transformation, etc) have brought critical and diverse agencies and 
organizations together with a commitment to pursue the common goal of achieving better, 
affordable healthcare for all Oklahomans.  

Development and implementation of this grant will follow these successful and tested 
models.  The OHIEP grant stakeholder group consists of professionals representing the following 
entities:   

Health plans (insurers, brokers, etc.) A fully functional integrated Exchange will tie into 
systems of commercial insurance companies and may serve to increase profit in these health 
plans.  Publically held meetings will provide open forums, enabling commercial insurance 
companies and HMOs to contribute to the IT infrastructure development.  
Health care providers The Oklahoma Hospital Association (OHA), the Oklahoma Primary 
Care Association (OKPCA), the Oklahoma State Medical Association (OSMA), and the 
Oklahoma Osteopathic Association (OOA) have communicated their desire to participate.  
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All of the organizations will keep their members and stakeholders informed of Exchange 
development and share their members’ concerns.  
Patient or consumer organizations that represent the population to be served (AARP, 
Chambers Of Commerce) For an Exchange to be successful in Oklahoma it is important to 
gain consumer trust and cooperation. Oklahoma also intends to provide patient education via 
the internet and the distribution of printed materials to be provided at stakeholder meetings.  
Health care purchasers and employers OHCA is the state’s largest health care purchaser as 
well as the state’s Medicaid Agency.  There are other organizations within Oklahoma that are 
self-insured, such as Chesapeake Energy and Norman Regional Hospital Network.  The 
cooperation and input of these private health care purchasers to contribute to the OHIEP is 
also needed.  
Public health agencies Public health has a statewide service delivery network in Oklahoma. 
The role of public health in Oklahoma is to provide core public services as well as serve as a 
safety net for the low-income, uninsured and underserved population. The Governor’s 
Secretary of Health, OHCA, the Oklahoma Department of Mental Health and Substance 
Abuse Services (ODMHSAS), as well as the Oklahoma State Department of Health (OSDH) 
will provide input.   
 Health professions schools, universities and colleges Representatives from the Oklahoma 
State University Center for Health Sciences (OSU-CHS) and the University of Oklahoma 
Health Sciences Center (OUHSC) are stakeholders.  These organizations comprise 
Oklahoma’s medical schools and academic health centers, thereby providing representation 
for a large number of health care professionals including physicians, physician assistants, and 
nurses.  
Oklahoma’s Health Information Exchange (HIE) task force, advisory board, and working 
groups, as well as the state’s first Chief Information Officer In order to plan for a well 
integrated IT development, the stakeholder group must consider any new developments 
currently underway. 
 

Stakeholder Engagement  
The OHIEP meetings will be conducted as public meetings in accordance with 

Oklahoma’s Open Meetings Act.  Meetings will be open to the public and held at specified times 
and places that are convenient to the public.  Meeting schedules, objectives and agendas will be 
publicized in advance via public notice and on the OHIEP website at 
www.okhca.org/OKHealthcareExchange.  At the OHIEP meetings and forums, attendees will be 
able to make comments publicly.  Additionally a list-serve will be created to further facilitate 
information sharing and dissemination.  

Oklahoma will utilize telecommunication resources, to ensure transparency and provide 
broader opportunity for participation for people who cannot attend the meetings in person.  The 
OHIEP has also developed a website where public comments can be submitted via an electronic 
form as well as view comments made by others.  

The OHIEP project will consist of three phases: planning, development of a public 
infrastructure, and Exchange administration and implementation.  The planning phase of this 
project began in October of 2010, with the receipt of the Planning Exchange Grant. This 
innovative Exchange IT grant will advance the OHIEP project in many ways.  The OHIEP 
project includes a broad representative group of healthcare stakeholders assembled to provide 
oversight and approval for the activities and products of the project. Oklahoma has received 
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inquiries and engaged in discussion with other states in multiple, previous projects concerning 
the advancement of IT. Two recently completed projects, namely OE and premium assistance, 
have received national attention and thus spurred relationships between Oklahoma and other 
states considering pursuit of similar initiatives.  

 
Opportunities to Share, Leverage and Re-Use Exchange IT System’s Components  

Oklahoma has already demonstrated its leadership in developing cutting-edge and cost 
effective consumer-based technologies and will continue to be a leader as it seeks to develop and 
share models for insurance eligibility and enrollment for the OHIEP.   Oklahoma is committed to 
coordinating with other states seeking opportunities for re-use of Exchange IT systems and 
modular components, helping all states to save money as they share resources and work together 
to develop new competitive health care marketplaces.   

Oklahoma will serve as a model for other states by sharing system designs, 
implementation approaches, modular components and specifications as well as test 
methodologies and results of our Exchange IT system solutions.  Other states will then be able to 
select and tailor modular components of the OHIEP, as needed or desired, and incorporate them 
into their own Exchange environments. Oklahoma will make products available for evaluation 
and adaptability throughout the process, allowing non-grantee states the opportunity to test for 
adaptability into their own systems as Oklahoma’s project progresses.  

Oklahoma takes pride in being responsive, accurate and timely with information shared 
with other states, and anticipates that the same high-quality partnerships, created for previous 
projects, will continue to be developed and strengthened throughout this innovative Exchange IT 
grant process.  Examples of Oklahoma’s previous projects include a Durable Medical Equipment 
Recycle Project with Kansas; Medical Home with North Carolina; and Telemedicine with 
Arkansas.  Oklahoma will communicate with intrastate and interstate project stakeholders, using 
a variety of methods such as onsite meetings, conference calls, video conferencing and webinars.  
Conscientious compliance with Oklahoma’s Open Meetings Act and Open Records Act as 
stakeholder meetings are held will ensure transparency, public access and opportunity for input 
and involvement in the OHIEP’s efforts to develop an Exchange.  Subgroups or ad-hoc 
committees will be formed as needed to explore specific topics for development of the public 
infrastructure as well as Exchange governance, administration and implementation.  Open lines 
of communication will be initiated and maintained with other states throughout the project and 
will be utilized as a means to encourage other states to join us as development moves forward.   

Several other states have already communicated their interest in tracking Oklahoma’s IT 
infrastructure development closely in an effort to either obtain modular components for their 
own exchange or to replicate the Oklahoma project.  One of the contractors for the OHIEP will 
be Hewlett Packard Enterprise Systems (HPES).  HPES operates the Medicaid Management 
Information System (MMIS) Interchange product including OE, which can be compatible with 
other HPES Interchange client implementations.  Other HPES Interchange clients have expressed 
interest in becoming involved with Oklahoma’s efforts in a consultative role. Areas of specific 
interest to other states include eligibility, enrollment, premium tax credit and cost sharing 
assistance. Letters of interest from Washington, Georgia and Illinois can be found in the 
attachments section of this proposal. 

 
Readiness to Establish an Exchange IT System   
Advanced State of Readiness and Readiness Assessment 
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1. Technical Architecture 
ORCA software holdings include a robust MMIS, RPES Interchange. The Interchange 

utilizes a web interface and web se1vice technology to perfonn the general business processes to 
se1ve the Medicaid population. The Oklahoma MMIS also includes a collection of software that 
enhances ORCA's ability to manage the care of our members, assist our providers, identify 
quality and perf01mance metrics and provide transparency to our stakeholders. ORCA 
implemented web based real time claims processing through a provider se1vice portal in 2003. 
Providers may now emoll or re-emoll with SoonerCare online using the provider se1vice portal. 
Predictive modeling capabilities were added in 2008 along with a health management program to 
assist our providers and members with quality outcomes. ORCA has an in-house care 
management nursing staff utilizing Atlantes case management software. 

Table 1. Online Enrollment 

Traditional vs. Online Enrollment 
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August September October November 

1- online Enrollment 0 57 66 71 
I- Traditional 100 43 34 29 

In September of2010, ORCA's OE portal became operational as a web based emollment 
p01tal utilizing a collection of se1vices and Commercial Off the Shelf Software Products (COTS) 
to perform consumer intake, eligibility dete1mination and eligibility administration ftmctions. 
OE is seamlessly integrated with the Oklahoma MMIS recipient data using the same web se1vice 
architecture. Oklahoma's OE web has enjoyed measurable success in the short amount of time it 
has been in production. Oklahoma went to great lengths to use wire frames, focus group 
reviews, agency, community and provider prutnerships, as well as other techniques to enable 
citizen input as to how the web should be developed. The methodology chosen has yielded a 
product that is highly consumer oriented. Prior to September 7, 2010 the traditional county 
welfare operations took 100% of applications for Medicaid through face to face meetings and the 
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submission of paper applications. This process provided limited access hours and incomplete, 
inaccurate applications. Within just a three-month period of time, OE has totally reversed the 
way citizens apply for benefits. By the end of November, only 28% of applications came 
through the traditional welfare environment. The traditional welfare system is now only one of 
many ways in which the applicant can apply. By the end of November, only 7% of the 
applications were paper, with 43% applying online from home, and 22% online at agency 
patiners. For the applications that do remain in paper fmm, OHCA has convetied to an optical 
character recognition product that allows most of the fields to be scanned, and the remaining 
fields added with data entry clerks. Most applications can be entered in less than 3 
minutes. Once a paper application has completed scanning and data ently, the data is submitted 
directly into the mles engine just like the electt·onic application data. 

This change in delivety is a pm·adigm shift in citizen perception that cannot be overstated. 
Anyone looking for demonstrable proof that "If you build it they will come," needs look no 
fmiher than the proven track record of OE in Oklahoma. 

Tables specifying the "As Is" MMIS softwm·e and hardware servers are included as 
attachments to the application. Pati of the MMIS reprocurement process includes a full hardware 
refresh, that infmmation is not reflected here due to timing of the award process. 

The following table identifies system components that m·e required to complete or raise 
the functionality of OE (as pati of the OHIEP effort) to a higher capability level than cunently 
exists. Additionally, within the attachments section of this proposal is a figure which flow charts 
the intercom1ectivity of these items, relative to existing Oklahoma state technological effotis. 

Consumer Web The Health Benefit Exchange (HBX) 
Portal requires a centralized Web Portal 

that is accessible by all consumers. 
The Portal is the main landing and 
navigation point for all consumers 
seeking eligibility for a public 
program or seeking private 
insurance coverage through the 
exchange. 

The Web Portal must contain a plan 
selection application for consumers 
to make an informed decision about 
plan choice. cost. tax credits and 
providers. 

Personal Health Empowering consumers to be active 
Record participants is one of the key 

components of reforming health 
Cre a Personal Health Record 

l"''liW:'·'~"r.. 

~~j~~ '.' .' 

Web Portal needs to support: 
Web service architecture; 
User friendly design; 
Meet or exceed state and federal 
accessibility laws; 
Ability to call additional services for 
other applications. COTS and 
enhancements; 
Support Single-Sign On. 

Ability to compare costs. premiums 
and benefits of plans as well as out-
of-pocket expenses. 
Ability to enroll in multiple health 
benefit program types. such as 
dental. medical. vision and drug 
plans. 

Create a PHR that empowers 
consumers with knowledge of their 
health status. goals. risks. and 
needs. 

Core component of the HBX 
framework. Presentation 
of data. access to other 
services. and navigation of 
workflow components is 
required. 

Currently PHRs have little 
to no national adoption. 
Improved adoption of PHRs 
could be achieved 

6 

1317



(PHR) as part of the Consumer Web 
Portal provides one place for 
consumers to go for not only 
management of their benefit choices 
but understanding and better 
managing their health status.  The 
Oklahoma MMIS reprocurement 
provides all SoonerCare members a 
PHR.   

 
- Include medical and medication 

claims history to provide 
transparency of costs and assist 
the patient with understanding 
his/her health needs. 

 
-  Use “care gaps” list as a list of 

healthcare to do items. 
 

the use of model to cost 
savings on healthcare 
premiums.  In doing so, 
consumers would be 
empowered with knowledge 
to improve their care and 
seek preventative services, 
improving individual care, 
safety, and lowering costs.   

Connectivity 
services, 
interfaces, and 
gateways 

Collection of Service Oriented 
Architecture based components, 
services, and capabilities that 
facilitate standards based 
connectivity with external 
stakeholders and data exchange 
partners. 

Work with state and federal entities 
to define and create standard 
interfaces based on reusable web 
services. 

Creates the common HBX 
framework architecture for 
connecting.   

HIPAA Gateway 
(EDI) 

Support of ANSI X12 transactions 
including 270/271, 834, 837.   

Transfer data between payers, 
Medicare intermediaries, Medicaid, 
and other public and private payers. 

Standard Transaction Sets. 

HL7  
Gateway  

Supports capability to exchange data 
with individual providers, facilities, 
and the statewide HIE. 

Provides capability to enhance 
understanding of patient health 
status and conditions.  Admission 
Discharge and Transfer (ADT) 
messages may carry insurance 
segments containing individual 
patient insurance information.  
HL7 gateways will permit the HBX to 
communicate with HIE and PHR 
solutions.   

Standard Transaction Sets 
and nomenclature. 
 

Workflow 
Services 

A series of component services that 
support the HBX workflow process.   

Key components include the central 
repository, workflow processing, call 
center flow services and document 
management.   

Similar business processes 
identified and documented 
using standard notation. 

Electronic 
Master Patient 
Index (eMPI) 

The eMPI will enumerate and prevent 
duplications of members across the 
HBX.  Stakeholder entities can use 
the eMPI key for matching and de-
duplicating records in their own 
internal systems. 

Address validation and scrubbing. 
Client matching and duplicate record 
identification. 
 

Created as either a feed to 
the Statewide HIE eMPI or 
the Public Entities HIE. 

Qualified  
Health Plan 
Repository and 

The component is the repository of 
Qualified Health Plan (QHP) 
information.   

The repository contains key plan 
information: 
Plan certification requirements;  

Use standard data set 
created by 45 C.F.R. §158 
(2010) with QPHs to 
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Enrollment Benefit plan information; 
Drug formularies; 
Plan cost out of pocket information; 
QHP Report Cards which provide 
consumers plan quality information, 
cost transparency and program 
evaluation. 

exchange and store data. 

Rules Engine  Create eligibility determination rules 
and enrollment steps.  Control 
workflow processes. 

- Rules engine stand alone service. 
- Rules need to be flexible and 

configurable. 

Rules are documented 
using standard business 
process notation methods 
and can be ported. 

Mobile Enhanced  
User Interface 
Support Service 

Extend the Business Services 
platform to the growing Smart Phone 
platform.   

Mobile applications extend the 
presentation layer beyond the web.  
Provides new means of driving 
adoption and usage of the system. 

Standard Interface 
available to smart phone 
developers. 

Financial Portal 
for Banking 
Transactions 

Enrollment card can be used to 
purchase WIC products. 

Accept and process Visa banking 
standards. 

Standard Banking 
Transactions. 

 
Oklahoma has recently submitted a request for proposal (RFP) that will create a gap 

analysis for Oklahoma. The contractor will review and summarize existing information and 
resources for Oklahoma's existing systems and business processes. This gap analysis will also 
assess and discuss resources and expertise currently available at the Oklahoma Insurance 
Department (OID), ODMHSAS, OHCA, and other state entities that may contribute the state's 
ability to operate and/or oversee an exchange.  This may include: 
 Analyze Oklahoma’s current health insurance market, including both public and private 

health insurance plans and how that market will be affected by the Exchange;  
 Medicaid/CHIP eligibility, enrollment and outreach functions; 
 Insurance Department regulatory tools, processes and working relationships; 
 Existing web portals for insurance consumer assistance, including those at OHCA, OID, and 

the Oklahoma State Employees Group Insurance Board; 
 Existing data sharing processes and agreements between state, federal and private entities. 
 
2. Applicable Standards  

1561 Recommendations- The OHIEP will incorporate all of the core Section 1561 
recommendations.  OE provides the foundation for the consumer-friendly online process.  
Oklahoma has already implemented such a process that has proven easy for the public to use and 
that incorporates functionality for multiple modes of accessing assistance with the application.  
Consumers receive real-time eligibility determinations, receive notices when additional 
verification is required, and can access and change their information as necessary. Standard 
procedures remain in place for formal appeals of eligibility decisions. OE also includes an 
interface called Agency View, which partner organizations and agencies use to help people apply 
for benefits.  This interface can serve as a model for providing similar accessibility to Exchange 
functions.  OHCA’s call center is another resource available to consumers that has already 
shown itself able to accommodate the public’s additional need for assistance with OE.  These 
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consumer friendly capacities are already in place and operational in Oklahoma, and will serve as 
the foundation for the customer service orientation of the Exchange.  
 OHCA is already practiced in the use of existing data standards like X12 and in identity 
management processes.  The rules engine driving OE already incorporates a functional library of 
business rules and standardized definitions that accommodate differences in program definitions 
of income, household composition and other eligibility factors for members with differing 
categorical relationships for Medicaid.  The design of these features of OE lends itself to the 
needs of the Exchange: a household can enter information for all household members, and 
depending on categorical relationships, the rules engine determines for which program, if any, 
the applicant is eligible. OE has the additional capability of notifying applicants, based on their 
information that they may also be eligible for other human services programs. OHCA has 
already incorporated data exchanges for verification of member information with several state 
and federal agencies into OE, and so is well poised to include that functionality in the Exchange 
IT.  The Oklahoma Exchange will continue to use National Information Exchange Model 
compliant data standards. 

HIPAA- It is important that the Exchange provide the utmost discretion when dealing 
with consumers’ personal medical information while making sure that members feel educated in 
understanding the transfer of their information. The Exchange will comply with all Federal 
standards of the Health Insurance Portability and Accountability Act of 1996 (HIPAA). The 
Exchange will create a clear, easy-to-understand privacy notice as part of both the paper 
application and electronic OE process that the member will need to sign off on.  The privacy 
notice will educate the member on the confidentiality of their information, excepting the 
disclosure to certain person/entities for necessary patient care (i.e. - primary care physicians, 
specialists, designated family members as approved by the member, etc.).  For security purposes, 
the Exchange will notify all members when there has been a significant update to the member 
identification system or there have been changes to the Exchange interface. The Exchange will 
adhere to all HIPAA compliance standards when setting up the Exchange IT interface to protect 
the member’s identity and health information during transfers.  

Accessibility for Individuals with Disabilities- The public interface of the Exchange 
will be fully compliant with accessibility standards created by Section 508 of the Rehabilitation 
Act, the World Wide Web Consortium Accessibility Guidelines and the Oklahoma Electronic 
and Information Technology Act, which sets compliance standards for Oklahoma state agencies.  
The functionality of the web based Exchange will be equally accessible to people using a 
keyboard to access the site, and the site will be designed with screen readers in mind. As is the 
case with SoonerCare OE, the Exchange will provide for navigation using the tab key, use Alt 
Text for images and figures, provide tooltips for form fields, use cascading style sheets 
and provide direct navigation to the main sections of each page. OHCA is committed to 
integrating best practices for accessibility at all levels of the Exchange.  
 The Exchange will also be in compliance with Title II of the Americans with Disabilities 
Act, which allows all individuals with disabilities to participate in state and local programs. The 
Exchange will adhere to all standards for waiving unnecessary eligibility standards for 
individuals and will modify policies and procedures on an as-needed basis to ensure access to 
programs. In administering benefit services to students, the Exchange will comply with section 
504 of the Rehabilitation Act, developed by the Office of Civil Rights and the U.S. Department 
of Education, which allows all students to participate in any program receiving federal financial 
assistance, regardless of disability. The Exchange utility, along with public school systems, 
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institutions of higher education and other state education agencies, will determine qualified 
students and provide them free access to all educational services within the appropriate school 
district.  

Security- OHCA’s privacy and security policies will be in force for the Exchange.  One 
principle of those policies is that OHCA only collects the minimum necessary information, and 
only collects information individuals freely agree to provide. The rules engine used for OE, 
which will be further developed for the Exchange, is adaptable in terms of the information 
requested.  Rather than collecting all information possibly needed on a paper application, the 
rules engine has the capability to choose the questions presented to a given user based on that 
user’s previous answers, thereby avoiding the collection of irrelevant personal information. 

The systems and infrastructure developed for OE use data standards, including data 
transaction standards, that allow for probabilistic matching of data originating from different 
state and federal agencies.  These standards ensure that when OHCA sends a request to the 
Social Security Administration (SSA), both agencies are requesting and receiving information 
about the same individual.  In the event that a match is made incorrectly, controls are in place 
that will allow individuals to provide accurate information to correct their records.  For example, 
if data received in a match with the Oklahoma Employment Security Commission (OESC) 
contradicts data a user reported about him or herself, a notice will be generated advising the 
member and OHCA personnel that verification is necessary for validation of the information.  

Security measures in place will comply with federal standards.  During the development 
of the Exchange, security protocols will be implemented and extensively tested at each phase. 
Given that the information and design necessary to recreate each module of the IT infrastructure 
of the Exchange will be made available to the public and other states developing their own 
Exchange, OHCA is committed to reducing and mitigating the risks reverse engineering could 
potentially pose to the security of the data in motion through the Exchange and the data held in 
the servers at the foundation of the Exchange.  The Systems Development Life Cycle (SDLC) for 
the Exchange project will include integrated testing and assessments of security systems and risk 
management protocols.  

OHCA HIPAA information security policy is readily available online; all electronic 
information regulated by HIPAA is maintained and destroyed according to regulations.  Before 
individuals access the OE service, they must agree to the statement of rights and responsibilities, 
which explains that by completing the enrollment process, they are giving OHCA permission to 
verify the information given with other agencies. The system also includes a timing out feature, 
which requires users to log in again if the session has been idle; that feature helps protect the 
security of information users are in the process of entering. 

Federal Information Processing Standards (FIPS) - Oklahoma State Agencies are 
already familiar with certain compliance regulations because of our current OE and IO programs.  
The FIPS, for example, is already being utilized by the Oklahoma Department of Human 
Services (OKDHS) and OHCA.  When a consumer visits either one of these state agency 
websites, the privacy statement is clear; all consumer/health information is considered private 
and transferred through secure electronic transactions (i.e. - OHCA uses the SoonerCare Secure 
Site service). The privacy notice also states that electronic actions of visitors to the site (i.e. – 
date and time, web pages visited, etc.) will be tracked. The FIPS will be easily transferred over to 
the Exchange. The IT implementation team will make sure that all privacy standards are met for 
all stages of the Exchange Interface. The Exchange will use a format similar to the OKDHS’ and 
OHCA’s privacy notices to educate the public about the privacy guidelines. The Exchange will 
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use the National Institute of Standards and Technology compliant encryption methods for the 
transferring of all personally identifiable information.  When transmitting information within 
large Exchange interfaces, the Exchange will create a secure, interoperable network designed to 
disclose all privacy notifications and establish discretion within electronic systems. 

 
3. Stakeholder Engagement  

Stakeholder buy-in is crucial for the success of the project. The Exchange, by its nature, 
will coordinate services among many parties from the public and private sectors.  All parties will 
need to make use of the Exchange and provide information to others through it in order for the 
Exchange to function properly.  An early innovator is tasked with the responsibility of 
accelerating stakeholder engagement to gain support for early planning, testing and 
implementation efforts. OHCA has already secured the support of the Governor, the State 
Medicaid Director, and other states (WA, GA, and IL).  Through OE and IO, Oklahoma is in an 
advanced state of readiness with regard to involving stakeholders such as private health plans, 
health care providers, patient and consumer organizations, health care purchasers and employers, 
public health agencies, human services agencies, health professions schools, universities and 
colleges and Oklahoma’s HIE task force and working groups. 

Among Oklahoma’s plans for engaging stakeholders are holding public meetings, hosting 
conference calls and webinars and providing a web site that will serve as a forum for progress 
reports and stakeholder input (www.okhca.org/OKHealthcareExchange). The meetings will not 
only allow public attendance, but will include opportunities for people attending to make 
comments and ask questions.  In order to enhance the level of stakeholder participation in these 
meetings, OHCA will publicize the time, place, objectives and agenda of the meeting, and will 
hold meetings at times that are convenient to the public.  OHCA provided extensive training 
materials, progress reports and preparatory information to partner agencies to support the 
implementation of OE; those efforts will serve as a foundation for the services OHCA will 
provide to stakeholders in support of their involvement in the Exchange.  The Exchange website 
will act as an information clearinghouse for public notices and will supplement the meetings by 
providing online forums for commentary and debate. Recent major OHCA projects and 
programs like OE and IO relied on a variety of stakeholders for their implementation and 
continuing success; OHCA will leverage those existing relationships into support for and 
engagement in building the Exchange. 

 
4. Governance  
 Governance for the Exchange is in the developmental phase, but governance will be 
developed in accordance with the Guidance for Exchange and Medicaid Information Technology 
System.  As such, the IT Guidance and health insurance exchange core functions will be 
governed through a SDLC-type model that will include life-cycle phases and transition stage 
gate reviews for items such as business service descriptions/definitions, requirements 
specifications, system design specifications, data models, interface control documents, and 
integration test cases.   

The Secretary of Health with input from stakeholder groups will present 
recommendations for the organizational structure and roles and responsibilities for all parties to 
the Exchange, considering the policies and incentives most conducive to creating an Exchange 
that will best serve Oklahomans.  Initial targets have been set for the makeup of the governing 
institution for the Exchange; for example, public and private sector stakeholders will be equally 
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represented; OHCA, the State Medicaid agency, will have a designated role and will develop the 
IT infrastructure for the Exchange; and government, public health, hospitals, employers, 
providers, payers and consumers will all be represented in the governing organization.  While 
Oklahoma has a rubric in place for developing the necessary elements of the governing 
institution, more work must be done to be fully ready for the Exchange environment.  Through 
analysis of existing strengths and capabilities of stakeholders, including OHCA and other 
agencies, and of the critical roles to be filled, Oklahoma will put a plan in place to create a 
governing institution for the Exchange that enjoys all the legitimacy and support of an 
organization built with broad stakeholder and public support at each phase of its development.   

 
5. Planning and Resource Capabilities 

Our current fiscal agent uses the SDLC lifecycle framework for project implementation 
tracking. Oklahoma will utilize the SDLC methodology for the life of the project.  The Technical 
Project manager will be responsible for ensuring that this methodology is followed by all 
contractors. Included below are the first five activities of the SDLC framework.  An attachment 
contains all nineteen activities which are the crucial milestones for the implementation of the 
OHIEP.  

 
Table 3. SDLC Lifecycle Framework 
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Dashboard - Phase I Mar-11 Mar-11 Apr-11 Apr-11 May-11 Jun-11 Jun-11 Jul-11 Aug-11 
OE Business Rules, Use Case & 

Process Documentation Gap and 
Remediation 

Mar-11 Mar-11 
Mar-11    
thru    

Apr-11 
Apr-11 

Apr-11   
thru   

May-11 
May-11 May-11 May-11 May-11 

OE Core Data Gap Analysis & 
Required Remediation Mar-11 Mar-11 

Apr-11    
thru    

May-11 

May-11 
thru    

Jun-11 

Apr-11   
thru   

Sep-12 

Oct-12   
thru   

Nov-12 
Dec-12 Jan-13 Jan-13 

Rules Engine & Process 
Development for Commercial 

Carriers 
Mar-11 Mar-11 

Apr-11    
thru    

May-11 

May-11 
thru    

Jun-11 

Apr-11   
thru   

Sep-12 

Oct-12   
thru   

Nov-12 
Dec-12 Jan-13 Jan-13 

Dashboard Phase II Mar-11 Mar-11 
Apr-11    
thru    

May-11 

May-11 
thru    

Jun-11 

Apr-11   
thru 

Sep-12 

Oct-12   
thru   

Nov-12 
Dec-12 Jan-13 Jan-13 

 

6. Collecting Data and Information 
It is essential to generate various financial and program analysis reports to assist with 

budgetary controls and to ensure that the benefits and programs that are established are meeting 
the needs of the population and are performing according to the intent of the legislation and 
federal reporting requirements. The reporting system is a comprehensive management tool which 
will have the ability to analyze historical trends and predict the impact of policy changes on 
programs and entities. This system will use key information from other entities and functions to 
generate standard reports. The reporting function will provide programmatic, financial, and 
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statistical reports to assist the state and federal government and other entities with fiscal 
planning, control, monitoring, program and policy development and evaluation of programs. 

The major inputs for reports will be data from all processing functions, business 
operations, and external sources as well as all communication and data functions. The major 
process is the generation of reports and program data, and the major outputs are the financial, 
statistical, and summary reports and data required by federal regulations, and other reports and 
data that assist the state in the management and administration of programs. This function is 
flexible enough to meet both existing and proposed changes in format and data requirements of 
federal and state management statistical reporting without major reprogramming or expense, and 
it provides maximum flexibility to accommodate future changes to meet the unique reporting 
needs of Oklahoma's programs. Through this system, users of all experience levels can generate 
reports that range from simple queries to more complex reporting and data analysis. By 
facilitating data analysis and reporting, the system will help manage the Oklahoma program.  

The Grievance and Appeal business process handles appeals of adverse decisions or 
communications of a grievance. A grievance or appeal is received by the Communication 
process via the Inbound Transaction process. The grievance or appeal is logged and tracked; 
triaged to appropriate reviewers; researched; additional information may be requested; a hearing 
may be scheduled and conducted in accordance with legal requirements; and a ruling is made 
based upon the evidence presented. Results of the hearing are documented and relevant 
documents are distributed and stored in the information file. The grieved party is formally 
notified of the decision via the outbound transaction Process. 

The reporting process supports quality goals by providing data about the types of 
grievances and appeals it handles; grievance and appeals issues; parties that file or are the target 
of the grievances and appeals; and the dispositions. This data is used to discern program 
improvement opportunities, which may reduce the issues that give rise to grievances and appeals. 
If the grieved party does not agree with the Agency’s disposition, a second appeal can be filed 
requesting a review of the disposition. If the health status or medical need of the applicant or 
member is urgent, the appeal may be expedited.  This process supports grievances and appeals 
for both prospective parties and current parties. A non-enrolled entity can file a grievance or 
appeal, for example, when an application for enrollment is denied. 

Given the complexity of today’s healthcare coverage environment, keeping track of 
information and coverage available to members and coordinating benefits accordingly is not 
easy. Data mining techniques can help to locate valid other coverage options available to 
members as well as certain information necessary for insurance companies and other entities. 

The communication business process receives requests for information.  Information 
includes: appointments and assistance from prospective and current member’s communications 
such as inquiries related to eligibility, redetermination, benefits, providers; health plans and 
programs, and provides requested assistance and appropriate responses and information packages 
as well as provider publications, and assistance from prospective and current providers’ 
communications such as inquiries related to eligibility of provider, covered services, 
reimbursement, enrollment requirements etc. Communications are researched, developed and 
produced for distribution via an outbound transaction process 

Inquires from applicants, prospective and current members, small businesses and health 
plans are handled by the communication management process by providing assistance and 
responses to individuals and entities, i.e., bi-directional communication. Also included are 
scheduled communications such as Member ID cards, redetermination notifications, or formal 
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program notifications such as the dispositions of grievances and appeals.  
 

7. Meeting Consumer Needs  
 OHCA has valuable experience in meeting consumer needs related to use of OE, 
including inquiries about Medicaid eligibility, enrollment, and operations, inquiries related to 
participation in IO by employers or individuals, and inquiries from health care providers.  
Oklahoma is fully ready to meet the following consumer needs, among others: 
1. The need for timely, accurate information about programs, eligibility, and plan benefits; 
2. The need for technical assistance in completing online business related to applying for or 

choosing a health plan and a primary care provider; 
3. The need for an individual to maintain access to his or her information and be able to make 

changes to it; 
4. The need for clarification and simplification of complex plans and benefits that allows 

individuals to make informed choices; and 
5. The need for flexible intake processes in order to facilitate coverage of emergency medical 

services. 
The public, online face of the Exchange will be designed with clarity and ease of access 

to crucial information in mind. Important notices will be prominently displayed, making 
consumers aware of how and why their information may be used, and by whom.  The 
navigational design of the site will point visitors to the information relevant to their needs, 
questions and concerns.  OHCA has already accomplished these goals in the design and 
implementation of OE.  The web portal of the Exchange will be one source of information for 
consumers and the public; they will also have access to a call center much like the one already 
serving members of SoonerCare and IO. The call center will be easy to reach through one 
central, well-publicized phone number, and will be structured into two tiers: the first will answer 
simpler inquiries and will transfer calls to the second tier for assistance with more complex 
questions and troubleshooting. The Exchange will also continue to leverage the assistance and 
support provided by community organizations and state agencies with local offices. These 
centralized resources will be able to help consumers at every stage of the process, from their 
initial contact with the Exchange to benefit renewals and claims processing. 

As is the case in OE, after creating a logon, individuals will be able to begin the 
application process, logout, and complete the process later.  As their circumstances change, 
people will be able to access their account to enter changes and submit verifications of their new 
information. These functionalities are already in place, and easily adaptable to the future 
Exchange environment. 

In addition to the presentation of information on the Exchange and the plans available 
through it online, in printed materials, and through the call center, the interactive design of the 
Exchange will assist consumers in navigating the health care options available to them; including 
consideration of the ways other variables like the premium tax credit affect affordability.  The 
rules engine used in OE can also be leveraged in the Exchange to gather an individual’s 
information the way a wizard does, compiling the person’s needs and preferences in order to 
reach the best plans for the individual, and providing comparison matrix that will allow 
consumers to further narrow down the choices.  
 While OHCA is currently serving 1 in 3 Oklahomans, the Exchange will significantly 
expand the population served, potentially to every state resident.  That expansion will require an 
increase in call center resources serving the Exchange, including staffing. In terms of the 
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infrastructure and design necessary to support successful consumer interaction with the 
Exchange, however, OHCA is in an advanced state of readiness. 
 
Program Requirements  
 Governance Oklahoma is in the process of developing the organizational and governance 
structure of the Exchange. The exact form will depend upon the Oklahoma Constitution, legal 
advice and the guidance of legislators who will sponsor any needed enabling legislation. The 
Secretary of Health with advice from the stakeholder group will present the governance 
recommendations for Oklahoma’s Exchange and develop the organizational structure, roles and 
responsibilities for all involved. The Oklahoma stakeholders must consider the specific 
institutional structures, regulatory policies and incentives that will impact and promote a 
successful and sustainable Exchange. There are many possible models to be explored. A few 
examples may include:  
Model 1 – Government-Led Model: Direct government provision of the Exchange and 
oversight of its use. Government (both federal and state) has significant interest in promoting an 
Exchange. In the case of Oklahoma we have a limited infrastructure for Exchange and state 
government may be the most influential source for promoting this venture.   
Model 2 – Public Trust Model: Oklahoma may wish to develop a “quasi-governmental” or 
institutional arrangement that provides oversight and regulatory authority over the project 
without the responsibility for provision of the Exchange, but state officials would be responsible 
for governance.  

Additionally, Oklahoma has taken strides forward building the leadership infrastructure 
necessary to oversee parallel technological projects.  In 2004, Oklahoma took an initial step to 
address HIE through its participation in the Health Information Security and Privacy 
Collaborative (HISPC) program. Through HISPC, a broad base of stakeholders from Oklahoma's 
health care community, including providers, payers, government agencies, professional trade 
organizations and private consumer advocates, collectively identified and studied how to 
eliminate barriers to HIE and promote secure exchange.  The initial collaborative program 
culminated with the enactment of the Oklahoma HIE Act, through which Oklahoma adopted a 
Standard Authorization Form for sharing protected health information. The form can support 
exchange of either paper or electronic medical records and serves as a valuable education 
resource for consumers concerning the scope of exchanges requiring authorization under federal 
and state privacy law. The initial HISPC collaborative workgroup continues to exist as a council 
pursuant to a 2008 executive order issued by Oklahoma Governor Brad Henry. In 2005, the 
Secure Medical Records Transfer Network became one of Oklahoma's first operational regional 
health information organizations.  Since that time, a number of other exchanges have emerged or 
become operational within the state, including Heartland HealthNet, Oklahoma Physicians 
Health Exchange, Greater Oklahoma City Hospital Council Exchange, and Greater Tulsa Health 
Access Network and Tulsa Community Service Council.  These exchanges have connected 
health care providers from both urban and rural areas, health systems and public partners for 
purposes of data exchange.  In 2009, the Oklahoma legislature demonstrated Oklahoma's 
commitment to HIE amongst government agencies by enacting legislation that created the Health 
Information Infrastructure Advisory Board.  The board is comprised of a number of state 
agencies involved in various aspects of public health.  The legislation directed the board to assist 
OHCA, in developing strategic approaches for adoption of electronic medical records 
technologies and HIE.  The legislation also directed OHCA to serve as the hub for exchange 
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amongst state agencies.  Finally, in 2008, Oklahoma received notice of its selection as one of 12 
communities to participate in the CMS Electronic Health Records Demonstration Project.  
Although CMS cancelled this project in 2009 to align funding opportunities with those passed 
under the American Recovery and Reinvestment Act of 2009 (ARRA), Oklahoma's selection 
reflected the state's record for advancing HIE through multi‐stakeholder involvement and 
readiness for adoption and exchange using Health Information Technology (HIT).  The funding 
opportunity under the State Health Information Exchange Cooperative Agreement Program 
(SHIECAP), along with additional funding through Meaningful Use, Regional Extension Center, 
Beacon Community and broadband initiatives, will allow Oklahoma to expand its existing 
resources and leverage new and increasing resources in promoting future HIE activities.  The 
Oklahoma Health Information Exchange Trust (OHIET) will serve as the organizational 
structure and eventual state‐designated entity (SDE) through which Oklahoma will achieve its 
objectives of expanding existing resources and leveraging new resources to promote HIE under 
SHIECAP.  The OHIET is a state‐beneficiary public trust created under legislation expressly 
aimed at establishing an entity capable of serving not only as Oklahoma's permanent SDE during 
the SHIECAP grant period, but that could also continue into the future to advance HIE in the 
state. 

 
Importance of IT Standards 
 The importance of IT standards was explained in the section on IT standards in the 
Readiness Assessment.  As the Medicaid agency, OHCA understands the importance of using IT 
Standards.  Some examples of that understanding include, Medicaid Information Technology 
Architecture (MITA), the HIPAA Electronic Data Interchange transactions, and the HL7 
standards required for HIE.  Additionally, all recent Advanced Planning Documents (APD) 
submissions have adhered to MITA principles.  These standards allow for portability of data and 
systems between disparate entities which also gains reuse of business processes and software.  
Outputs of use of IT standards include common understanding of business processes, data and 
software yielding efficiencies. 
 
Extent to Which the Program May Be Applicable to and/or Replicable in Other States  
 During the project development lifecycle OHIEP will develop modular products that can 
be rearranged, replaced, combined or interchanged easily so that others can pick what works best 
for their state.  Oklahoma will develop an infrastructure to connect both individuals and families 
to private insurance and public options with the goal to promote flexibility and adaptability.  
Oklahoma will retool their OE program so that their rules engine can adapt to new eligibility 
standards such as modified adjusted gross income.  This rules engine logic can be applied to any 
state Medicaid program even though eligibility differences between states may be present.  The 
rules engine will allow for simple modifications to eligibility rules which other states may find 
useful when tailoring to their specific programs.  Likewise, non-Medicaid populations will also 
undergo eligibility screening to determine their coverage of best fit.  Non-Medicaid eligibility 
screening will also be handled by the adaptable rules engine.  Oklahoma will also standardize 
transactions with agencies such as SSA, Internal Revenue Service (IRS) and other State or 
Federal validation processes.  These standardizations will provide a template which other states 
may use for their own transactions.  Our current infrastructure, our adherence to federal IT 
standards and our progressive way of thinking makes Oklahoma the perfect place to develop 
exchange IT infrastructure that can be widely shared.  
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Plan for Compliance with IT Guidance Issued by HHS  
 Oklahoma’s plan for compliance with IT guidance issued by HHS will be implemented 
as an essential component to the OHIEP grant project.  The compliance plan will be used as a 
vehicle to provide clear guidance to all staff and entities on federal guidance as well as new 
regulation, as it is made available.  The compliance plan will ensure the OHIEP develops 
effective internal controls and program requirements leading to adherence to all applicable 
Federal and State guidance and law.  The OHIEP compliance plan will include: the purposeful 
activity of project staff to seek out the recently released IT guidance from HHS shortly after its 
release; acknowledgement and commitment by the project leaders to design and implement a 
product that complies with all HHS guidance; the creation of written 
standards/policies/procedures which follow the guidance; the distribution of written 
standards/policies/procedures to all involved with OHIEP (i.e. project staff, contractors, etc); the 
education and training of all project staff on IT guidance; the identification of key personnel at 
OHCA who are responsible for objectively assessing the compliance with guidance (i.e. audit 
staff); the use of periodic audits of the OHIEP system to monitor compliance; and the continuous 
feedback loop of identified problematic areas being improved and resolved. Oklahoma 
anticipates the IT guidance received from HHS will strengthen the OHIEP project to provide a 
dependable method of ensuring the project utilizes sound practices when implemented.      
  
Summary of Advanced Planning Document  

OHCA has received approval for four primary APDs over the past three years.  The first 
APD is entitled MMIS Consultant Services and requests enhanced federal funds for consultant 
services to assist OHCA staff with all phases of MMIS reprocurement.  This APD was followed 
by a subsequent APD Update which requested additional funds.  The second APD is entitled 
Fiscal Agent Contract Extension and requests enhanced federal funds for the HPES (formerly 
EDS) Fiscal Agent contract extension time period of January 1, 2011 through December 31, 
2011.  The third APD is a Planning APD entitled HIT and P-APD and requests resources needed 
to prepare a State Medicaid HIT Plan (SMHP) and to determine how to implement a Provider 
Incentive Program as required by ARRA.  The fourth APD is an Implementation APD seeking 
enhanced federal funds for the takeover, enhancement and operations of OHCA's MMIS.  A 
table containing the abovementioned information as well as CMS approval codes, dates of 
approval, and dollar amounts can be found within the attachments section. 

 
Technical Architecture 
Linkage Between Grants  

Oklahoma’s approach to systems architecture is to concurrently develop a roadmap for 
multiple federal- and state-level initiatives.  Shared services applicable to multiple projects will 
be designed and developed in the most rational arena. This statewide approach allows grant 
funds to be maximized by developing portions of subsystems one time and then reusing for more 
than one project. Shared services and data sharing agreements will span and link the projects 
together. Wherever possible, standardized transactions, code sets and data sets will be used in 
development of new projects.  Diagram 4 below shows the logical architectural model.  
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The projects that relate to and are influenced by the health benefit exchange are as 
follows: 

1. Health benefit exchange; 
2. New populations defined by the Affordable Care Act; 
3. Provisions of the HITECH Act; 
4. Medicaid MMIS re-procurement; and 
5. Health infmmation exchange cooperative agreement program. 

Diagram 5. Multiple Related and Overlapping Initiatives 

Health Benefit Exchange 
The SoonerCare OE project will become the baseline foundation for the model insurance 

emollment and eligibility intake functionality. This system went into production September 7, 
2010 for celtain Medicaid populations. The OE system provides choices in methods and 
locations to apply, and standardizes processes and policy across the state. The product engages 
partner agencies and community organizations as eligibility brokers. This partnership has 
provided ORCA with experience and opportunities to develop a product that is pmiable and 
flexible to interface with different agencies and systems. Two of the agency partners supply an 
HTML file from their respective environments (intake systems) directly into the OE application 
and mles engine. This capability maps common fields between the systems, and addresses 
double data entry which reduces time and mistakes. 

OE provides a comprehensive application for multiple state sponsored medical 
programs. The application requires the family to enter household demographics only one time, 
and applies that data to accurately qualify individuals within the household to the most robust 
product available. OE SoonerCare qualification is perfonned completely automatically with a 
rules engine. The applicant is infmmed of a decision, and if qualified emolled in real-time. The 
decision page can be printed and functions as a temporaty ID card tmtil the member receives a 
permanent card a few days later. The member can seek services immediately. OE empowers and 
equips the applicants and members to manage their own infmmation. The product offers a 
"Manage My Accotmt'' ftmction that allows the adults in the family to make changes at anytime 
to the household's demographics. 

Beyond method and location, ORCA took the oppotiunity to implement date specific 
qualification/emollment, and a process to review and renew at any point in the cettification 
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period. This feature expanded the renewal period from one month to any point of eligibility, 
thereby reducing the risk of a loss of benefits and addressing continuity of care. OE verifies data 
with state and federal data exchanges. Social Security Numbers are verified with the SSA, 
pregnancy with any of our state pa11ners, income with the OESC, and citizenship with the 
OSDH, the Electronic Verification ofVital Events system, and Systematic Alien Verification for 
Entitlements. 

The product also includes an electronic tool for hospital emergency rooms to reserve an 
application date for a patient who is unable to complete an application due to a medical 
condition. Another feature is a process to generate an ID for behavioral health patients who are 
in crisis. This process assigns an ID to non-Medicaid applicants that can be utilized as a 1mique 
identifier when a full application is received. 

See Table 6 below for populations in production and the populations to be added. The 
additional populations represent the most frequently accessed public sector programs within the 
Health Cabinet in Oklahoma. The integration of these public sector populations will require 
interagency agreements with three state agencies: OHCA, ODMHSAS and the OSDH along with 
an interlocal agreement with the OHIET. 

Eligibility and emollment requires robust identity management. Identity management 
uniquely detemrines a person so the same individual gets only one set of insurance services. HIE 
will also require similar software. The approach in tllls proposal moves the Electronic Master 
Patient index ( eMPi) from the SHIECAP, to the Health Benefit Exchange Cooperative 
Agreement Project (HBXCAP), which seems to be a more rational approach. Under the 
SHIECAP, the data would have been retrospective data with no oppm1unity to conect. Moving 
the development to the HBXCAP allows prospective data nmmalization. Oklahoma will 
investigate if this can be a shared service or if it needs to be a data set used in the two 
environments. Doing thus will generate a more accurate and reliable end product for both the 
SHIECAP and HBXCAP projects. OE uses a state of the ru1 product to 1miquely and accurately 
identify and assign ID numbers. 

OE aligns a member with a selected provider. The cunent OE system uses a flexible and 
robust search tool for selection of a Primaty Cru·e Provider (PCP). Tins product was originally 
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developed for the IO program, enhanced for Electronic Newborn Registry, and further enhanced 
for the OE program.  This feature allows an applicant to search for a PCP by name, specialty, 
language, gender, and location (closest to home, city, county, or zip).  The SoonerCare provider 
data is a limitation to this approach using Medicaid as the baseline. The SHIECAP requires a 
provider directory that is universal, i.e., an all inclusive and statewide data set.  Developing a 
true insurance exchange will also need a universal provider directory. The approach in this 
proposal moves the Electronic Master Provider index (eMPx) from the SHIECAP to the 
HBXCAP, which again seems to be a more rational approach.  Oklahoma will investigate if this 
can be a shared service or if it needs to be a data set used in the two environments. It also allows 
the enrollment and eligibility functions to have access to a richer provider directory.  

OE will need a dashboard. The OE dashboard will report data to state officials, federal 
reporting, grant reporting and management - monitoring statistical data. Data collected will be 
limited to only those data elements required for qualification into either the public products or 
hand-off to the Health Benefit Exchange for qualification with commercial insurance products.  

Oklahoma will conduct a gap analysis of the X12N HIPAA 834 transaction code set 
against the data elements required for enrollment into the public products proposed. SoonerCare 
used contracted health plans from 1995 until 2004 for delivery of health care to Medicaid 
members. OHCA had ten (10) years of experience using the X12N 834 to send enrollment data 
to the health plans. This proposal will leverage that experience in the gap analysis. Any deficits 
will turn into a companion guide to the X12N 834 and serve federal officials as a 
recommendation for future enhancements to the X12N 834.  

The OE system takes in multiple state level data sets. These data sets are used for 
validation of qualification for Title XIX and Title XXI programs. OHCA experience indicates 
this is a feasible approach to gain real time eligibility determinations. As federal data sets 
become available, either incrementally or all at once, OE will use the federal information in the 
qualification process. This approach is low risk and can be done as data is made available to 
states.  

Citizens will have access to call center support. Our experience during the OE 
implementation indicates that the call center will have significant increases in call volumes. Call 
volumes jumped by over 30% and have remained at that level since September 7, 2010. Any 
state implementing either a Medicaid enrollment system or a benefit exchange needs to be 
adequately prepared to handle all types of citizen inquiry and a significantly increased volume of 
calls. OE currently utilizes a tiered level call center approach.  The first tier is a call center with 
primary assistance capabilities.  All members start at this level.  More complicated and lengthier 
calls are transferred to a tier II call center, which is staffed by customer service staff who have 
more knowledge relative to policy and operations. 

The IRS requires retailers, including supermarkets, grocery, discount stores, wholesale 
clubs, and mail-order merchants, to implement an Inventory Information Approval System in 
order for consumers with Flexible Spending Account and Health Reimbursement Arrangement 
cards to be able to make purchases of eligible healthcare products or prescriptions.  This IRS 
requirement means that credit cardholders must have cards compatible with the standards in 
order to be able to use their credit card. A SoonerCare member using their ID card often 
accomplishes portage into health care delivery organizations with their cards. Oklahoma 
Medicaid uses a plastic card having two magnetic stripes and the card might be non-compliant 
with current standards. As health delivery moves into new models of care delivery, the 
compatibility of the medical ID card with other standards need to converge. This proposal would 
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allow a re-issuance of all SoonerCare ID cards (~885,000 cards) and all future cards into a more 
compliant format.  This proposal would allow Oklahoma to contract with a bank for future 
functions involving tax credits, premium assistance, collections of fees and other banking 
transactions.  Oklahoma proposes using the Workgroup for Electronic Data Interchange (WEDI) 
proposal for health plan ID cards as a standard.  The ID cards currently being used by OHCA 
utilize 3 tracks and could be expanded to include this additional functionality and data. 

This proposal divides development into two phases. Phase I develops the enrollment and 
eligibility qualification rules engine. Phase II develops the rules engine for the interface into the 
commercial insurance carriers. Phase I will last twelve (12) months from grant award. Phase II 
will last ten to fourteen months. The requirements for Phase II will occur under the planning 
grant awarded to all states. That planning grant will develop requirements for Phase II. 
Concurrent to the Phase II planning will be the actual development efforts for Phase I. 
Conclusion of the planning grant dovetails nicely with Phase I ending. The two phase approach 
helps with resources that will roll from Phase I onto Phase II.  
 
Affordable Care Act  

A commercial rules engine, InRule, is a set or collection of Boolean logic that has all of 
the SoonerCare requirements. These rules take the web data elements and then flow the data 
through the determination. The COTS software would require another state to get a licensure for 
the COTS products; however, the collection of Boolean logic can easily be made available to any 
state free of charge. This approach can be a model that other states take as a solution in part or in 
whole. The Oklahoma package will be made available upon request. 

The OE qualification rules engine can be modified for new populations. Changes to FPL, 
categorical relationship, residency and many other items are adaptable and done by state 
personnel. Changes coming in the ACA, state legislation, or other waivers will be done easily in 
a rules engine environment.  Deployment time for new populations is reduced by 90% after a 
baseline is implemented into production.  

 
MMIS Reprocurement  
 OHCA awarded the next MMIS fiscal agent contract to HPES.  The design and 
development for the contract runs from now until December 2011. One of the key items in the 
contract award is a Personal Health Record (PHR).  The deliverable requested licensure for one 
million citizens (1,000,000).  

This proposal recommends that the same electronic master patient index be used for: 
enrollment qualification, PHR and the HIE.  This proposal further recommends that the PHR be 
expanded to cover anyone who comes through the enrollment qualification process.  The current 
licensure agreement should be re-negotiated to either a higher limit (population of Oklahoma 
~3.6M) or for a statewide licensure. 
Health Information Exchange  

The approach taken by the OHIET is to allow standard X12N standard transactions.  This 
approach will allow X12N 270-271 to coexist across the statewide HIE implementation. 
Development of a common eMPi and eMPx with OE would be mutually beneficial to both 
efforts and help contain cost.  

 
Resources and Capabilities 
Ability to Lead, Manage and Implement 
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Recognizing the need for specific expertise in the administration of Oklahoma’s 
Medicaid programs, and as a result of recommendations from broad-based citizens’ committees, 
the State Legislature established OHCA in 1993 through authorizing state legislation.  The 
OHCA authorizing law can be found in Oklahoma Statutes Title 63, Sec. 5004. OHCA leads the 
effort to oversee the supplementation of state dollars with available and appropriate federal 
dollars.  OHCA staff performs an array of critical functions necessary for program 
administration. These functions include member and provider relations and education; 
developing SoonerCare payment policies; managing programs to fight waste, fraud and abuse; 
etc. A board of directors meets monthly to direct and oversee the operations of OHCA. Board 
members are appointed by the governor, president pro tempore of the Oklahoma Senate and the 
speaker of the Oklahoma House of Representatives. OHCA also has numerous oversight boards, 
advisory committees, and task forces, which all ensure that decisions are made to best serve 
members’ needs while maintaining the fiscal integrity of the agency.   

OHCA is capable of operating a multi-billion dollar agency with a total budget exceeding 
$4 billion dollars. In state fiscal year 2010, over 885,000 Oklahomans (1 in 4 Oklahomans) were 
served by Oklahoma Medicaid (namely SoonerCare) programs. OHCA is among the top 
Medicaid agencies in terms of members served and total operating budget.  OHCA is seen as a 
leader among other state Medicaid agencies and is often asked to share best-practices in terms of 
policy, process, and systems with other states across the nation.  In 2010 OHCA set a new record 
for claims processing, processing over 1,000,000 claims and paying over $101,000,000 in one 
week.  In order for OHCA to successfully process such tremendous volume, well-designed and 
high-functioning information systems must already be in place to support the citizens of 
Oklahoma and the care they seek.  OHCA has created and maintained an agency culture of being 
proactive and innovative.  At every level of staff, value is placed in producing high quality work.    

OHCA has gained national recognition as a leader in the development of new, innovative 
programs and information systems to support such programs.  Most recently, two projects have 
been successfully implemented which required substantial modification and creation of 
information systems, business processes, and monitoring systems:  OE and IO. These two OHCA 
projects have had significant visibility and impact upon the Oklahoma Medicaid program.  

The first project, Online Enrollment (OE), is the state’s first electronic enrollment system 
for Oklahoma Medicaid members.  The OE project is seen largely as the ‘front-end’ eligibility 
piece necessary within a health benefit exchange system.  The OE project creates the capability 
to do OE and real-time eligibility determinations and provides the flexibility to support rapid 
rates of change that exist in the current environment. The OE project was made possible by a 
Transformation Grant from CMS.  OE enables potential members to apply for Oklahoma 
Medicaid via the internet.  The OE process creates a single-point-of-entry intake that determines 
whether the applicant is qualified for SoonerCare.  This process is highly-adaptable and removes 
many of the enrollment obstacles for thousands of Oklahomans.    

The second project, Insure Oklahoma (IO), is the state’s first premium assistance 
program.  The IO program was implemented under the federal Health Insurance Flexibility and 
Accountability waiver and is a unique product designed to provide affordable health coverage to 
adults and their families who are either uninsured or at risk of losing their coverage due to high 
premium costs.  Coverage can take one of two forms.  The first form of coverage is the ESI 
where the member works for an Oklahoma small business, has access to qualified group 
insurance products, and meets income eligibility limits.  The second form of coverage is the IP 
where the member is either unemployed, or working for a small business which does not offer a 
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qualified group insurance product.  Individuals in the IO IP program purchase limited coverage 
directly from the OHCA for a reduced premium.  

The IO program is seen largely as a first step towards the establishment of an exchange-
type system. Changes will be required to the OE project to expedite enrollment of IO members. 
These changes will include automation of the employer enrollment and invoice payment 
processes, automation of the social security verification process, and implementation of an online 
credit card payment module for premium payments. OHCA’s preparations for implementing 
these changes to the OE system for IO place it in a unique position to be ready to expand the OE 
system for the proposed Exchange expansion. 

OHCA’s reputation of successfully implementing and managing new programs has been 
validated by several independent, external reports.  Surveys and reports conducted by the 
University of Oklahoma for the IO program have indicated very high satisfaction levels by 
members, for both services received as well as systems used to enroll and gain information. IO 
reports can be found at http://www.insureoklahoma.org/WorkArea/showcontent.aspx?id=4424.  
OHCA also publishes a comprehensive quality report, Minding Our P’s & Q’s – Performance 
and Quality. This report includes information on recent updates and new quality initiatives such 
as the electronic newborn-1 enrollment system, interagency data matching, and the patient-
centered medical home, which are prime examples of successfully implemented information 
systems projects. In addition, OHCA produces an annual Service Efforts and Accomplishments 
(SEA) report which includes outcomes data related to OHCA’s six overarching goals.  OHCA 
annually monitors where it is and where it is heading in the coming years.  This SEA report 
essentially provides the agency with a snapshot of strengths and weaknesses that can be 
addressed both systematically and programmatically. Each of the above reports can be found at 
http://www.okhca.org/research.aspx?id=84&parts=7447.   

 
Authority to Oversee Effort and Ensure Collaboration / Engaging Stakeholders 

OHCA employs a strong, multi-faceted organizational approach as exemplified in the 
organizational chart found within the attachments.  OHCA is led by an appointed board of 
directors, and an executive staff comprised of a chief executive officer, state Medicaid director, 
deputy state Medicaid director, two deputy chief executive officers, general counsel, chief 
medical officer, chief information officer, chief of staff and chief financial officer.  The agency’s 
management structure is divided by areas of expertise and include directors in the areas of 
behavioral health, pharmacy, long-term care, premium assistance, member and provider services, 
care management and authorization, quality assurance, administration, finance, information 
services, legal, communications and reporting, and policy, planning and integrity divisions. The 
agency, in all areas of expertise, provides input into the strategic plan of the agency. OHCA, its 
health partners, advocacy groups, legislators and other stakeholders meet annually to discuss the 
agency’s upcoming enhancements, goals and challenges.  These meetings help guide and set the 
strategic plan for that specific year. Leading up to the annual strategic planning event, OHCA 
staff conducts numerous formal and informal discussions with stakeholders across the state.  
These interactions allow OHCA to maintain and create relationships with stakeholders, gaining 
their valuable input as to the design and implementation of projects and programs serving the 
citizens of our state.  

The planning and development unit of the agency, on a daily basis, conducts large and 
small workgroups, ad hoc meetings, task oriented small groups, open meetings, etc all for the 
purpose of seeing the planning process through to implementation. The planning and 
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development unit is comprised of project managers tasked with gathering experts both inside and 
outside the agency to design and oversee implementation of high priority projects. This effort 
requires substantial buy-in and involvement of various other agencies. In Oklahoma the key state 
health agencies playing a key role in the health care system include but are not limited to the 
OKDHS, ODMHSAS, OSDH, and Oklahoma medical schools including the University of 
Oklahoma (OU) and Oklahoma State University (OSU).  Many other for-profit and non-profit 
health centers are partnering with the OHCA’s efforts some of which include the OKPCA, 
Tribal/Indian Health Centers, Indian Health Services, OHA, Oklahoma Chapters of the American 
Medical Association, OID and numerous private health carriers for the IO program.  Engagement 
of partner agencies occurs at many levels through the executive staff, management, and solicited 
involvement for specific projects where efforts can be streamlined and maximized.  It is 
anticipated that this project will seek out involvement of partners by invitation to an initial 
meeting to discuss the opportunity, then following the processes already set forth by OHCA, 
convening a large working group, smaller sub-groups tasked with specific solution gathering, 
and ad hoc discussions.  All workgroups agree to meet monthly, and more frequently if needed.  
OHCA’s planning and development unit staff of project managers will develop agenda’s for each 
meeting (with input from key personnel) and update task lists / action plans accordingly.  A 
website for distribution of meeting information (i.e. agendas, minutes, action plans, outstanding 
questions, etc) will be created to ensure transparency in the design and development process.   

   
Qualification of Staff and Contractors 

The key program personnel for this grant project will include OHCA staff.  Descriptions 
of their qualifications, training/education and years of experience are detailed in an attachment to 
the grant application.  Other project staff will be hired after the grant is awarded.  The project 
staff will work under the direction of the OHCA key program personnel, in accordance with their 
area of expertise.  Descriptions of duties and qualifications for the proposed staff members are as 
follows: 

The Exchange Project Manager will work with the diverse groups (e.g. insurance agent 
associations, trade associations, state and federal agencies, local agencies and advocacy groups) 
necessary to the development of an exchange infrastructure. This position will have the 
responsibility of coordinating with other stakeholders to provide services and support to the 
project. The Exchange Project Manager will be required to have a Bachelors degree and a 
minimum of five years experience in a related field.  The qualifications for this position include: 
Coordinating large complex projects; creating consensus among stakeholders; communicating 
effectively; knowledge of analytical, statistical and evaluative methods; and knowledge of theory 
and methods of statistical research; 

The Operations Project Manager will oversee the assessment, policy development, 
program planning, and research and evaluation activities of the infrastructure project.  This 
position will develop, strengthen and coordinate a strategic approach to policy development; 
introduce economic analysis as a routine component of assessment; and build capacity for 
program evaluation.  The Operations Project Manager will be required to have a Bachelors 
degree and a minimum of five years experience in a related field.  The qualifications for this 
position include: interpreting regulations and applying them; effective oral and written 
communication; ability to organize one’s work; interpreting the impact and implementation of 
decisions; and advanced level skills in management and public health concepts. 

The Technical Project Manager will oversee the development and implementation of the 
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IT systems architecture, network and databases necessary for the Exchange.  This position is 
responsible for ensuring that recommended standards and frameworks are adhered to including 
the use of iterative and incremental development methodologies. The Technical Project 
Manager is also responsible for the coordination and monitoring of multiple vendors contracted 
for various technical sections of the project. The Technical Project Manager will be required to 
have a Bachelors degree and a minimum of five years experience in a related field.  The 
qualifications for this position include: Advanced level skills in project management; planning 
and staff coordination; knowledge of network architecture and design; identity management 
processes; MMIS systems; methods of interfacing multiple state level data sets; and InRule. 

Five Senior Systems Analysts will be responsible for oversight of the development and 
implementation of the business processes necessary for the infrastructure. They will also 
oversee and participate in the gathering, development and analysis of data required to ensure 
successful results, providing research and project design support. The Senior Systems Analysts 
will be required to have a Bachelors degree and five years experience in a related field with 
qualifications in network architecture and design; knowledge of standard X12N transaction 
codes; experience interfacing multiple state level data sets; proficiency using InRule to create 
rules engines; knowledge of identity management processes; and knowledge of and experience 
in MMIS systems. 

The Financial Analyst will perform the technical work involving review and analysis 
related to the operations and administration of the grant. This position plans and organizes the 
financial function for operation of the Exchange and works with grant staff to ensure 
appropriate classification, payment, problem resolution, tracking and reporting of expenditures. 
The Financial Analyst performs research and presents financial information as requested and 
assists in the tracking and reporting of performance information related to financial program and 
project evaluation. The Financial Analyst will be required to have a Bachelors degree and three 
years experience in budgeting, accounting, auditing, or finance with qualifications to apply 
analytical methodologies, cost allocation and interpret financial and technical reports. 

The final position identified for the project is an Administrative Assistant, who will act as 
office manager.  This position will be responsible for setting up meetings, copying, faxing and 
other necessary administrative duties. Other duties include preparing the analytical and statistical 
reports and documentation necessary for conferences and meetings, transcribing and utilizing the 
appropriate software to effectively communicate documentation to the necessary parties. The 
Administrative Assistant will be required to have a Bachelors degree with one year of 
experience.  Qualifications for this position include: Effective oral and written communication; 
interpersonal skills; ability to read/analyze/interpret reports; ability to prioritize tasks.  The full 
description of qualifications and skills required for each position can be found in the full job 
description of each position within the attachments. 

At this time the known contractor for this grant project will be HPES, OHCA’s current 
fiscal agent for all Medicaid programs.  HPES has a confirmed breadth and depth of experience 
and knowledge in the health care industry, and is a vendor with the demonstrated ability to bring 
innovative solutions paired with leading-edge technology. The strong relationship between 
OHCA and HPES and the shared history of success with the Oklahoma Medicaid program 
presents an opportunity to build on HPES’s industry-shaping accomplishments. HPES has nearly 
34 years of fiscal agent experience, signing its first contract in this capacity in October 1976 for 
the State of Texas. Since then, HPES has served as MMIS provider for 32 states, fiscal agent for 
24 states, and has successfully performed13 MMIS takeovers. In its national role as the number 
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one Medicaid fiscal agent, HPES is responsible for claims processing for 46 percent of the 
nation’s Medicaid population. As evidence of HPES’s dedication to quality and service 
excellence, 88 percent of customers when surveyed rated HPES as “excellent” or “good.” Since 
2002, HPES has implemented the interchange system in 11 states, including five in 2008. These 
states include Oklahoma, Alabama, Connecticut, Florida, Kansas, Kentucky, Massachusetts, 
Oregon, Pennsylvania, Tennessee, and Wisconsin, and are under way with MMIS 
implementations in Georgia and Ohio. As a business and technology partner to 21 state Medicaid 
programs and a fiscal agent to 17 of them, HPES has tremendous depth of understanding of the 
MMIS business and what it takes to support and administer these services.  

Other contractors for this grant will be determined as the project progresses and their 
specific scope of work is defined. The federal Office of Consumer Information and Insurance 
Oversight will be consulted for comment on the proposed scope of work for the contractor 
charged with developing an exchange in Oklahoma. In addition, the OHIET will be given the 
opportunity to review any scope of work and subsequent RFPs that are created for this grant 
project.  This review will take place prior to the RFPs being released for formal response and 
will ensure the grant project development is coordinated with existing technological efforts 
underway in Oklahoma. The OHIET is a state‐beneficiary public trust created under Oklahoma 
Senate Bill 1373, expressly serving as Oklahoma's permanent SDE through which Oklahoma 
will achieve its objectives of expanding existing resources and leveraging new resources to 
promote HIE, not only during the current SHIECAP grant period, but well into the future. 

 
Capabilities of Partners to Engage in the Program 

OHCA, its health partners, advocacy groups, legislators, and other stakeholders meet 
annually to discuss the agency’s upcoming enhancements, goals and challenges.  This effort 
requires substantial buy-in and involvement of various other agencies. OHCA continues to 
commit substantial time and energy in the relationships with its stakeholders.  Engagement of 
stakeholders occurs at many levels through the executive staff, management, and solicited 
involvement for specific projects where efforts can be streamlined and maximized.  The 
previously mentioned partner entities have demonstrated, through previous experience, a 
dedication to partnership with the OHCA and project of significant importance to Oklahoma’s 
health care system.  Ways in which stakeholders have engaged with OHCA include writing 
letters of support; attendance, representation and participation at workgroup meetings; 
contribution of opinions/ideas/solutions for high priority projects; identification of key personnel 
to act as point person of representation from each entity; commitment of in-kind effort such as 
policy writers, information systems technicians, temporary operational staff, and staff training 
time; and expertise of key staff. The same level of commitment and capabilities are anticipated to 
be utilized for this project.  

 
Cooperative Agreements with Other Entities 

OHCA has both formal and informal agreements in place with various other entities. 
Formal agreements include the OKDHS, ODMHSAS, OID and the OESC.  These formal 
agreements allow OHCA to share information as well as personnel and certain processing 
functions. 

Informal agreements exist between OHCA and private entities such as insurance carriers, 
independent insurance brokers/agents, business groups such as state and local chambers of 
commerce, as well as trade organizations. The informal agreements facilitate planning and 
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development of new programs as well as providing an efficient method of transmitting 
information concerning completed/operational programs.  

As a result of the planning and development processes already in place, the agency is 
poised to “hit the ground running” once cooperative agreements and contracts are in place for 
this grant effort. OHCA’s experienced staff of project managers, as well as tracking/monitoring 
systems already in place to provide indication of progress, will benefit the project.  OHCA will 
use the experience gained through the development of large-scale projects such as IO and OE 
and apply lessons learned to this grant project.   

 
Ability to Act Quickly and Focus on Cost-Effectiveness 
 This grant project, like any other business transaction, will benefit from the market-
driven competition among contractors to vie for best price. Oklahoma currently operates within 
an environment of limited state resources which has resulted in the agency having to maximize 
productivity while minimizing financial expense. This grant project will utilize three contractors 
primarily for the development of the exchange. Competitive bidding processes from a formal 
RFPs release will return the most qualified and economical contractor for the job.  Key staff 
members will be salaried at the state-agency rate, based upon their skill set, qualifications, 
experience, and level of functions to be performed on the job. 

There are key components of this proposal that offer value to citizens. Citizens will use 
the OE system if, and only if, there is tangible value given. Small businesses have a high 
satisfaction with the IO product line. This proposal will add the IO/IP.  This is a public product 
option that is aimed at individual proprietor businesses meeting qualifications.  

The PHR will be integrated into the web hosting OE.  This will yield a single logon for 
citizen access into both systems. Future enhancements would add even greater value. The 
personal health record will interface into the statewide HIE when available. This would generate 
additional value as the system can then tap into a greater set of data that citizens would access. 
The issuance of a WEDI standard ID card would help facilitate health care access at any entry 
point into health care delivery.  

The transition in conducting eligibility and enrollment for the Exchange conducted 
whether in-house or by contractor, will require changes in current operations by OHCA. OHCA 
has plans to operate a call center and web portal. All phone calls and printed materials regarding 
eligibility will direct members/applicants to a central number.  
 
Evaluation Plan  

The Early Innovator’s performance plan will be a critical component of the successful 
completion of this project.  The magnitude of the desired outcome and the coordination of the 
many “moving parts” necessary to carry out the planning, development and implementation of 
this multidimensional system will require consistent tracking and monitoring of performance.  
Communication of objectives and project progress to stakeholders means careful attention must 
be paid to the development of relevant measures and timely reporting. 

The plan for building the infrastructure to support Oklahoma’s Health Insurance 
Exchange allows for multiple points of program and project evaluation. Basic beginning 
measures will be developed as teams are assembled, tasks assigned, decisions made and 
resources identified.   

The evaluation plan has a twofold purpose.  One is to track and manage the project 
process to ensure milestones, cost objectives and grant requirements are being met. The other 
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will be designed to address the outcomes desired for the system itself. For each objective and 
measure, an owner will be assigned to ensure responsibility for tracking and monitoring 
performance is clearly identified.  Each measure will be assigned a reporting period to ensure 
that information is available for timely monitoring.  With these goals in mind, the following 
objectives and performance measures will be set and monitored for a variety of purposes: 

1. Report progress to federal government and interested states. 
2. Inform project managers and staff of progress. 
3. Quickly and easily identify deficiencies for immediate problems solving, such as 

redistributing resources, notifying affected project task owners and communicating with 
appropriate stakeholders. 

4. Inform Oklahoma administration and stakeholders of project progress and program 
performance. 
Cost is always a major concern of a project of this magnitude.  Setting strategic cost 

objectives and monitoring the related measures will be one of the main functions of the project 
management. This information will be tracked and reported separately to evaluate overall cost.  
Cost information will also be tracked and reported by project structure for ease of evaluating cost 
compared to benefit.  In addition to assisting in managing our own project, evaluation of project 
costs will also provide educational assistance to states that may utilize our results in their policy 
and infrastructure decisions. 

Stakeholder involvement is a valuable resource to OHCA, and the health care community 
has many active members interested in developing a strong health IT infrastructure to support a 
healthy Oklahoma.  Consumers, private sector entities and health care providers will all be 
included in the process of identifying what information exchange should look like.  This process 
will result in specific qualitative elements that will be incorporated into the design and become 
part of the performance measurement process. 

Eventually, consumer (citizens, providers, small businesses and other private sector 
entities, and government entities) satisfaction measurement strategies will be designed to gauge 
the value of the system.  This will become part of the infrastructure itself to ensure continuous 
quality assessment and improvement. 

Tracking and reporting on such a large project with diverse requirements and 
stakeholders will necessitate placing a priority on the monitoring of performance data.  Due to 
the complexity, the plan will be developed and monitored internally and the collection of data 
and statistical analysis will be performed by the OUHSC and the OSU-CHS Center for Rural 
Health in an effort to eliminate any bias in the process and help guarantee the accuracy of results.  
Both OUHSC and OSU-CHS have previously successfully performed similar support and 
analytical services for Oklahoma’s state agencies and health care providers. 
Project Evaluation 

In conjunction with the milestones reported in the timeline, OHCA will identify specific 
objectives with corresponding performance measures for each phase of the project.  The project 
as defined by the grantor sets specific reporting requirements and timelines which will be 
incorporated into the project performance plan.  These include project timeliness based on the 
SDLC reviews, cost tracking compared to budget expectations, and measures based on objectives 
and deliverables assigned to each phase.  OHCA’s work plan will also be utilized as a 
performance tracking instrument. 

The SDLC methodology lends itself well to measurement and tracking.  The framework 
is divided into clearly defined phases with specific deliverables which will drive completion 

  29 
 

1340



  30 
 

targets and output expectations.  Objectives will be set for the project process to ensure progress 
is monitored and reported in a timeframe that allows for adjustment, appropriate reporting and 
problem solving when issues arise. 

In addition to performance measures based on the SDLC framework, teams tasked with 
specific parts of the project will add performance measures reflecting design decisions.  This will 
ensure that accountability and reporting levels for each phase have specific measures based on 
objectives, individuals own those measures for monitoring and reporting, and project 
management staff is constantly informed of progress. 
Program Evaluation 

The expectation of modular products lends itself well to performance evaluation, creating 
natural outcome-based performance points.  For each of the four core exchange modules 
(Eligibility, Enrollment, Premium Tax Credits Administration and Cost Sharing Assistance 
Administration), objectives relating to functionalities specified by the project plan will be set. 
Many system interoperability and security standards have been clearly expressed in the Section 
1561 and will be used to develop broad measures for the core modules.  These measures can be 
shared across states and allow comparability across the nation and provide for national 
performance results. In addition, state-specific objectives identified for the project will also be 
shared with all interested states or other stakeholders who express an interest.  It is anticipated 
that basic measures will be set and additional measures added as functionality is fully defined, 
system integration goals identified, and stakeholder input is provided.   
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Budget Worksheet and Narrative – Grant Year One 

Object 
Class 

Category 
Total OCIIO 

Grant 
Non-

OCIIO
Funds 

Justification 

Salaries and 
Wages 

$624,000 $624,000 N/A FTE 
POSITION Qty Annual 

Salary OCIIO Funds 

Exchange Project Manager 1 $73,000 $73,000 
Operations Project Manager 1 $73,000 $73,000 
Technical Project Manager 1 $73,000 $73,000 
Senior Systems Analyst 5 $325,000 $325,000 
Financial Analyst  1 $40,000 $40,000 
Administrative Support 1 $40,000 $40,000 

Grant Year One 10 $624,000 $624,000 
 
Exchange Project Manager:  The EPM will build collaborative working relationships with diverse 
groups (e.g. insurance agent associations, trade associations, state and federal agencies, local agencies 
and advocacy groups) necessary to the development of an exchange infrastructure that meets the 
requirements of the grant and the needs of Oklahoma. The EPM will develop an infrastructure to 
oversee/coordinate with other stakeholders and provide services and support to the Oklahoma Health 
Insurance Exchange project.  Coordinates with the OPM and TPM to ensure stakeholder input is 
communicated and included in planning, development and implementation of the project. 
 
Operations Project Manager: Provides oversight and guidance in the planning and development of the 
infrastructure necessary for the Oklahoma Health Insurance Exchange project. Oversees the assessment, 
policy development, program planning, research, and evaluation activities of the infrastructure project.  
The OPM will develop, strengthen and coordinate a strategic approach to policy development; introduce 
economic analysis as a routine component of assessment, evaluation and policy development activities; 
and build capacity for program evaluation.   
 
Technical Project Manager: Oversees the development and implementation of the IT systems 
architecture, network and databases necessary for the infrastructure. Responsible for ensuring that the 
Office of the National Coordinator’s (ONC) recommended standards and Systems Development Life 
Cycle (SDLC) frameworks are adhered to including the use of iterative and incremental development 
methodologies. Responsible for the coordination and monitoring of multiple vendors contracted for 
various technical sections of the project. Oversees and participates in the gathering, development and 
analysis of data required to ensure successful results; for recognizing and resolving problems at all 
phases of development and implementation; ensuring the interoperability and standardization necessary 
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Budget Worksheet and Narrative – Grant Year One 

Object 
Class 

Category 
Total OCIIO 

Grant 
Non-

OCIIO
Funds 

Justification 

for systems use by other states; providing research and project design support and training to other States 
and agency partners. 
 
Senior Systems Analyst: Oversees the development and implementation of the business processes 
necessary for the infrastructure. Oversees and participates in the gathering, development and analysis of 
data required to ensure successful results; for recognizing and resolving problems at all phases of 
development and implementation; providing research and project design support and training to other 
States and agency partners. 
 
Financial Analyst: Performs technical work involving review and analysis related to the operations and 
administration of the grant.  Works with grant staff to ensure appropriate classification, payment, 
problem resolution, tracking and reporting of expenditures.  Performs research and presents financial 
information as requested.  Assists in the tracking and reporting of performance information related to 
financial program and project evaluation. 
 
Administrative Support. Acts as office manager for the project. Responsibilities include setting up 
meetings, copying, faxing and other necessary administrative duties. This position prepares the analytical 
and statistical reports and documentation necessary for conferences and meetings, both internal and 
external, transcribes and utilizes the appropriate software to effectively communicate documentation to 
the necessary parties. The Administrative Assistant is responsible for other documentation needed by the 
Exchange. Responsible for researching and analyzing inquires from internal and external factions and 
delivering timely responses. 
 

Fringe 
Benefits 

$281,424 $281,424 N/A CATEGORY FTE Total 
Salary Rate Annual Fringe 

Benefits 
OCIIO 
Funds 

Retirement 16.5% $102,960 $102,960 
FICA 7.7% $48,048 $48,048 
Insurance 19.9% $124,176 $124,176 
Workers Comp 0.7% $4,368 $4,368 
Unemployment 

$624,000 

0.3% $1,872 $1,872 
Grant Year One  45.1% $281,424 $281,424 

 
The fringe benefits rate is applied to salaried Oklahoma employees only.  Total salaries for Grant Year 
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Budget Worksheet and Narrative – Grant Year One 

Object 
Class 

Category 
Total OCIIO 

Grant 
Non-

OCIIO
Funds 

Justification 

One is $624,000 * 45.1% = $281,424 in Fringe Benefits. 
 

Consultant $1,248,000 $1,248,000 N/A Annual Number 
of Hours Rate Consultant’s 

Dedicated FTE 
Annual 

Expenses OCIIO Funds 

2,080 $300 2 $1,248,000 $1,248,000 
 
The rate for the consultant will be all inclusive and be comprised of all materials, travel, equipment, and 
other costs associated with the fulfillment of the contract. 
 
Name of Consultant:  To be determined 
Organizational Affiliation:  N/A 
Nature of Services to Be Rendered:  Provide expertise and objective development of solutions and 

alternative options for the OHIEP. Provide guidance and develop the RFPs necessary to the project; 
research and provide information to facilitate the planning and technical design of the project 
including conducting JAD (Joint Application Design) sessions; and develop standards 
documentation. The consultant will be responsible for activities such as project evaluation, report 
compiling, monitoring, etc. 

Relevance of Service to the Project:  Provides technical expertise, experience, objectivity and 
independence to the process. 

The Number of Hours of consultation: 2,080 
The Expected Rate of Compensation:  $300 

 
Equipment $48,125 $48,125 N/A Equipment Number 

Needed Rate Annual 
Expenses 

OCIIO 
Funds 

Copier 1 $275.00 $2,475 $2,475 
Fax Server 1 $125.00 $1,125 $1,125 
Fileserver 1 $250.00 $2,250 $2,250 
Laptop 5 $100.00 $4,500 $4,500 
Printer – b/w 2 $100.00 $1,800 $1,800 
Printer – Color 1 $200.00 $1,800 $1,800 
Smart board 1 $200 $1,800 $1,800 
Telephone –Cell 5 $120.00 $5,400 $5,400 
Telephone- Equipment 5 $50.00 $2,250 $2,250 
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Budget Worksheet and Narrative – Grant Year One 

Object 
Class 

Category 
Total OCIIO 

Grant 
Non-

OCIIO
Funds 

Justification 

Workstation – hardware 5 $100 $4,500 $4,500 
Workstation – Software 5 $100 $4,500 $4,500 
Network Router 1 $150.00 $1,350 $1,350 
Video reproductions 1,250 $7.50 $9,375 $9,375 
Projectors 1 $1,000 $5,000 $5,000 

Grant Year Two   $48,125 $48,125 
 
Equipment includes office equipment to accommodate the staff of the project.  The costs have been 
prorated for the first year.  Workstation Software is a yearly subscription fee for the Microsoft Office 
Suite.  Copier, Printer and Fax Server are leased yearly at the monthly rate shown. All supplies (toner, 
ink cartridges, etc) are included in the lease.  Projects are overhead projectors and displays to be used at 
conferences, outreach events and meeting rooms. 
 

Supplies $15,390 $15,390 N/A Supplies Number 
Needed Rate Annual 

Expenses 
OCIIO 
Funds 

Educational pamphlets 2,000 ea. $2.75 $5,500 $5,500 
General office supplies 5 FTE $750.00 $3,750 $3,750 
Mailing envelopes 2,000 ea. $0.19 $380 $380 
Post office box 12 months $75.00 $900 $900 
Postage 2,000 ea. $0.43 $860 $860 
Video artist fees 20 hours $200.00 $4,000 $4,000 

Grant Year One   $15,390 $15,390 
 
Supplies include general office supplies and office equipment to accommodate the staff of the project. 
The costs have been prorated for the first year. The video artist will assist with creation of training and 
outreach video materials. 
 

Travel $31,275 $31,275 N/A OK TRAVEL FTE # 
Trip Rate Annual 

Expenses 
OCIIO 
Funds 

Mileage Reimbursement 20 20 $0.50 $1,800 $1,800 
Overnight 2 3 $82.00 $500 $500 
Per diem 2 3 $66.00 $400 $400 

4 
1345



Budget Worksheet and Narrative – Grant Year One 

Object 
Class 

Category 
Total OCIIO 

Grant 
Non-

OCIIO
Funds 

Justification 

Annual In-State     $2,700 $2,700 
Annual Out-of-State *    $25,875 $25,875 

Grant Year One    $31,275 $31,275 
 
Oklahoma Travel includes local travel for outreach to various stakeholder groups across the state. 
Oklahoma is a large land mass state and the average round trip is 180 miles. A total of twenty (20) one 
(1) person trips are budgeted with two of the trips being overnight stays. 
 
*Out-of-State Travel    
  Local Transportation                 $25 
  Registration                              $200 
  Airfare  (Coach)                       $900 
  Hotel (2 nights @ $211)          $422 
  Per diem (2.5 days @ $71)      $178  
  Total Per Trip                        $1,725 x 3 people = $5,175 
 
Five Trips Annually               $5,175 x 5 trips = $25,875  
 
Out-of-state travel is budgeted for a total of three (3) FTE to make five (5) trips to Washington DC each 
including a two night stay to account for flight time requirements. Registration is calculated at three (3) 
FTE registering for five (5) at $200 per FTE per conference.   
 

Contractual $19,406,856 $19,406,856 N/A CONTRACTUAL 
OBLIGATIONS * 

Annual 
Contract 
Amount 

OCIIO 
Funds 

Exchange Fiscal Agent $6,535,000 $6,535,000 
Enrollment Fiscal Agent $12,871,856 $12,871,856 

Grant Year One $19,406,856 $19,406,856 
 
Exchange Fiscal Agent  
     Name of Contractor:     To be decided 
     Method of Selection:     RFP / Bid Process 
     Period of Performance:  Grant Year One 
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Budget Worksheet and Narrative – Grant Year One 

Object 
Class 

Category 
Total OCIIO 

Grant 
Non-

OCIIO
Funds 

Justification 

     Scope of Work:  Contract with a fiscal agent to assist with the analysis, design and 
development of a web portal and rules sets for private insurance carriers for the exchange, 
create a qualified plan repository, interface with the HL7 gateway planned by the 
SoonerCare Health Information Technology project, interface with the SoonerCare EDI 
gateway, required federal and state interfaces and provide administration for the (1) 
qualified health plans, (2) tax credits, and (3) cost-sharing.   

     Method of Accountability: Performance contract and project evaluation plan 
     Justification:  To obtain the capacity and technical knowledge to create the infrastructure for 

the exchange. 
     Itemized Budget: 

Exchange Fiscal Agent Hours Rate Cost 
Impact to 
Current 

Funding Sources 
Exchange Hardware, Software, Rules 

Development and Workflow 1 ea.  $6,000,000 No Prior Funding 

Plan Interface Development 350 hrs. $100 $35,000 No Prior Funding 
Required Data Feeds (Exchange): State 

and Federal 
2,000 
hrs. $100 $200,000 No Prior Funding 

Required Data Feeds (Exchange): Cost 
Sharing 

3,000 
hrs. $100 $300,000 No Prior Funding 

Grant Year One   $6,535,000  
 
Enrollment Fiscal Agent 
     Name of Contractor:     HP Enterprise Systems 
     Method of Selection:     Fiscal Agent responsible for the existing online enrollment product. 
     Period of Performance:  Grant Year One 
     Scope of Work:  Contract with HP Enterprise Systems, OHCA fiscal agent to modify and 

enhance the current online enrollment system and develop an integrated intake system for 
WIC (Women, Infants and Children program) and the private insurance carriers 
participating in the Exchange.  Review current rule set structure and mitigate any 
variations from standard. Document standard rule sets and business functions using 
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Budget Worksheet and Narrative – Grant Year One 

Object 
Class 

Category 
Total OCIIO 

Grant 
Non-

OCIIO
Funds 

Justification 

recommended standards. Enhance existing EDI gateway transactions for the exchange of 
insurance information with private carriers and public programs.  Coordinate 
implementation with the HBX of an HL7 gateway with the SoonerCare Health 
Information Technology project.  Create WIC Visa interchange for purchase of WIC 
products at approved retailers. 

     Method of Accountability: Performance contract and project evaluation plan 
     Justification:  To utilize the current Fiscal Agent who developed the initial iteration of the 

Online Enrollment product to design and implement the enhancement. 
     Itemized Budget: 

Enrollment Fiscal Agent Unit Rate Cost Impact to Current 
Funding Sources 

Enhancements to EDI Gateway 
to Exchange Roster & Eligibility 
Data 

1 ea.  $75,000 No Prior Funding 

HL7 Gateway Design, 
Development & Implementation 1 ea.  $100,000 No Prior Funding 

eMPI Electronic Master Patient 
Index 1 ea.  $500,000 Remove from SHIECAP 

eMPx  Electronic Master 
Provider Index 1 ea.  $500,000 Remove from SHIECAP 

InRule rules engine License & 
Hardware per month 12 mo. $7,588 $91,056 Remove from MMIS FA 

APD Reprocurement 
Online Enrollment Application, 
Workflow and Rules 
Modifications: IO & BCC 
Programs 

3,425 hrs. $100 $342,500 Remove from MMIS FA 
APD Reprocurement 

Online Enrollment Application, 
Workflow & Rules 
Modifications: ACA 

1,500 hrs. $100 150,000 No Prior Funding 

3 FTE – Resolution Analyst 36 mo. $5,600 $201,600 Remove from SHIECAP 
1 FTE – Rules Analyst 12 mo. $5,886 $70,632 Remove from SHIECAP 
Existing Rules & Business 320 hrs. $100 $32,000 No Prior Funding 
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Budget Worksheet and Nanative- Grant Year One 

Object 
OCIIO 

Non-
Class Total 

Grant 
OCIIO Justification 

Catei!Ol'Y Funds 

Processes document to standard 

ID Cards - Use WEDI standard 1,200,000 
$1.50 $1 ,800,000 No Prior Ftmding 

& encode e-MPI number on card cards 
MMIS ACA & State Option 

450 hrs. $100 $45,000 No Prior Funding 
. Medicaid Expansion - 1- -
Required Data Feeds (Medicaid): 

800 lus. $100 $80,000 No Prior Funding 
State & Federal 
PHR and Hardware for Public & 

1,000,000 $2.4 $2,400,000 Remove from MMIS FA 
Ptivate Consumers ADP Reprocmement 

Dashboard Software & Hardware 1 ea. $350,000 
Remove from MMIS FA 

ADP Reprocmement 

Call Center Expansion: 

Customer Service Reps 288 $5,886 $1,695,168 No Prior Funding 

Call Center Charges 9mo $60,100 $540,900 
Remove from MMIS FA 

Contract 

Lan/Telecom 9mo $160,000 $1,440,000 
Remove from MMIS FA 

Contract 

Postage 12mo $184,000 $2,208,000 
Remove from MMIS FA 

Contract 
HPES Online Enrolhnent 
Application, Workflow & Rules 

1,000 hrs $100 $100,000 No Prior Flmding 
modifications for Non-Medicaid 
Consumers 
Enrollment Intake P011al, 
Workflow & Rule Engine 1,000 hrs $100 $100,000 No Prior Ftmding 
Modifications for WIC 
Intetface to OSDH System 500 lus $100 $50,000 No Prior Funding 

Grant Year One 
$12,871,85 

6 

Total Grant 
$21,655,070 $21,655,070 N/A 

Year One 
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Budget Worksheet and Narrative – Grant Year Two 

 
Object 
Class 

Category 
Total OCIIO 

Grant 
Non-

OCIIO 
Funds 

Justification 

Salaries and 
Wages 

$624,000 $624,000 N/A FTE 
POSITION Qty Annual 

Salary OCIIO Funds 

Exchange Project Manager 1 $73,000 $73,000 
Operations Project Manager 1 $73,000 $73,000 
Technical Project Manager 1 $73,000 $73,000 
Senior Systems Analyst 5 $325,000 $325,000 
Financial Analyst 1 $40,000 $40,000 
Administrative Support 1 $40,000 $40,000 

Grant Year Two 6 $624,000 $624,000 
 
Exchange Project Manager:  The EPM will build collaborative working relationships with diverse 
groups (e.g. insurance agent associations, trade associations, state and federal agencies, local agencies 
and advocacy groups) necessary to the development of an exchange infrastructure that meets the 
requirements of the grant and the needs of Oklahoma. The EPM will develop an infrastructure to 
oversee/coordinate with other stakeholders and provide services and support to the Oklahoma Health 
Insurance Exchange project.  Coordinates with the OPM and TPM to ensure stakeholder input is 
communicated and included in planning, development and implementation of the project. 
 
Operations Project Manager: Provides oversight and guidance in the planning and development of the 
infrastructure necessary for the Oklahoma Health Insurance Exchange project. Oversees the 
assessment, policy development, program planning, and research and evaluation activities of the 
infrastructure project.  The OPM will develop, strengthen and coordinate a strategic approach to policy 
development; introduce economic analysis as a routine component of assessment, evaluation and 
policy development activities; and build capacity for program evaluation.   
 
Technical Project Manager Oversees the development and implementation of the IT systems 
architecture, network and databases necessary for the infrastructure. Responsible for ensuring that the 
Office of the National Coordinator’s (ONC) recommended standards and Systems Development Life 
Cycle (SDLC) frameworks are adhered to including the use of iterative and incremental development 
methodologies. Responsible for the coordination and monitoring of multiple vendors contracted for 
various technical sections of the project. Oversees and participates in the gathering, development and 
analysis of data required to ensure successful results; for recognizing and resolving problems at all 
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Budget Worksheet and Narrative – Grant Year Two 

Object 
Class 

Category 
Total OCIIO 

Grant 
Non-

OCIIO 
Funds 

Justification 

phases of development and implementation; ensuring the interoperability and standardization 
necessary for systems use by other states; providing research and project design support and training 
to other States and agency partners. 
 
Senior Systems Analyst: Oversees the development and implementation of the business processes 
necessary for the infrastructure. Oversees and participates in the gathering, development and analysis 
of data required to ensure successful results; for recognizing and resolving problems at all phases of 
development and implementation; providing research and project design support and training to other 
States and agency partners. 
 
Financial Analyst: Performs technical work involving review and analysis related to the operations 
and administration of the grant.  Works with grant staff to ensure appropriate classification, payment, 
problem resolution, tracking and reporting of expenditures.  Performs research and presents financial 
information as requested.  Assists in the tracking and reporting of performance information related to 
financial program and project evaluation. 
 
Administrative Support. Acts as office manager for the project. Responsibilities include setting up 
meetings, copying, faxing and other necessary administrative duties. This position prepares the 
analytical and statistical reports and documentation necessary for conferences and meetings, both 
internal and external, transcribes and utilizes the appropriate software to effectively communicate 
documentation to the necessary parties. The Administrative Assistant is responsible for other 
documentation needed by the Exchange. Responsible for researching and analyzing inquires from 
internal and external factions and delivering timely responses. 
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Budget Worksheet and Narrative – Grant Year Two 

Object 
Class 

Category 
Total OCIIO 

Grant 
Non-

OCIIO 
Funds 

Justification 

Fringe 
Benefits 

 
 

$281,424 $281,424 N/A CATEGORY FTE Total 
Salary Rate Annual Fringe 

Benefits 
OCIIO 
Funds 

Retirement 16.5% $102,960 $102,960 
FICA 7.7% $48,048 $48,048 
Insurance 19.9% $124,176 $124,176 
Workers Comp 0.7% $4,368 $4,368 
Unemployment 

$624,000 

0.3% $1,872 $1,872 
Grant Year Two  45.1% $281,424 $281,424 

 
The fringe benefits rate is applied to salaried Oklahoma employees only.  Total salaries for Grant Year 
One is $624,000 * 45.1% = $281,424 in Fringe Benefits. 
 

Consultant $1,248,000 $1,248,000 N/A Annual Number 
of Hours Rate 

Consultant’s 
Dedicated FTE 

Annual 
Expenses OCIIO Funds 

2,080 $300 2 $1,248,000 $1,248,000 
 
The rate for the consultant will be all inclusive and be comprised of all materials, travel, equipment, 
and other costs associated with the fulfillment of the contract. 
 
Name of Consultant:  To be determined 
Organizational Affiliation:  N/A 
Nature of Services to Be Rendered:  Provide expertise and objective development of solutions and 

alternative options for the OHIEP. Provide guidance and develop the RFPs necessary to the 
project; research and provide information to facilitate the planning and technical design of the 
project including conducting JAD (Joint Application Design) sessions; and develop standards 
documentation. The consultant will be responsible for activities such as project evaluation, report 
compiling, monitoring, etc. 

Relevance of Service to the Project:  Provides technical expertise, experience, objectivity and 
independence to the process. 

The Number of Hours of consultation: 2,080 
The Expected Rate of Compensation:  $300 

 
Equipment $48,125 $48,125 N/A Equipment Number Rate Annual OCIIO 
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Budget Worksheet and Narrative – Grant Year Two 

Object 
Class 

Category 
Total OCIIO 

Grant 
Non-

OCIIO 
Funds 

Justification 

Needed Expenses Funds 
Copier 1 $275.00 $2,475 $2,475 
Fax Server 1 $125.00 $1,125 $1,125 
Fileserver 1 $250.00 $2,250 $2,250 
Laptop 5 $100.00 $4,500 $4,500 
Printer – b/w 2 $100.00 $1,800 $1,800 
Printer – Color 1 $200.00 $1,800 $1,800 
Smart board 1 $200 $1,800 $1,800 
Telephone –Cell 5 $120.00 $5,400 $5,400 
Telephone- Equipment 5 $50.00 $2,250 $2,250 
Workstation – hardware 5 $100 $4,500 $4,500 
Workstation – Software 5 $100 $4,500 $4,500 
Network Router 1 $150.00 $1,350 $1,350 
Video reproductions 1,250 $7.50 $9,375 $9,375 
Projectors 1 $1,000 $5,000 $5,000 

Grant Year Two   $48,125 $48,125 
 
Equipment includes office equipment to accommodate the staff of the project.  The costs have been 
prorated for the first year.  Workstation Software is a yearly subscription fee for the Microsoft Office 
Suite.  Copier, Printer and Fax Server are leased yearly at the monthly rate shown. All supplies (toner, 
ink cartridges, etc) are included in the lease.  Projects are overhead projectors and displays to be used 
at conferences, outreach events and meeting rooms. 
 

Supplies $15,390 $15,390 N/A Supplies Number 
Needed Rate Annual 

Expenses 
OCIIO 
Funds 

Educational pamphlets 2,000 ea. $2.75 $5,500 $5,500 
General office supplies 5 FTE $750.00 $3,750 $3,750 
Mailing envelopes 2,000 ea. $0.19 $380 $380 
Post office box 12 months $75.00 $900 $900 
Postage 2,000 ea. $0.43 $860 $860 
Video artist fees 20 hours $200.00 $4,000 $4,000 

Grant Year Two   $15,390 $15,390 
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Budget Worksheet and Narrative – Grant Year Two 

Object 
Class 

Category 
Total OCIIO 

Grant 
Non-

OCIIO 
Funds 

Justification 

 
Supplies include general office supplies and office equipment to accommodate the staff of the project. 
The costs have been prorated for the first year. The video artist will assist with creation of training and 
outreach video materials. 
 

Travel $31,275 $31,275 N/A OK TRAVEL FTE # 
Trip Rate Annual 

Expenses 
OCIIO 
Funds 

Mileage Reimbursement 20 20 $0.50 $1,800 $1,800 
Overnight 2 3 $82.00 $500 $500 
Per diem 2 3 $66.00 $400 $400 
Annual In-State     $2,700 $2,700 
Annual Out-of-State *    $25,875 $25,875 

Grant Year One    $31,275 $31,275 
 
Oklahoma Travel includes local travel for outreach to various stakeholder groups across the state. 
Oklahoma is a large land mass state and the average round trip is 180 miles. A total of twenty (20) one 
(1) person trips are budgeted with two of the trips being overnight stays. 
 
 
*Out-of-State Travel    
  Local Transportation                 $25 
  Registration                             $200 
  Airfare  (Coach)                       $900 
  Hotel (2 nights @ $211)          $422 
  Per diem (2.5 days @ $71)      $178  
  Total Per Trip                        $1,725 x 3 people = $5,175 
 
Five Trips Annually               $5,175 x 5 trips = $25,875  
 
Out-of-state travel is budgeted for a total of three (3) FTE to make five (5) trips to Washington DC 
each including a two night stay to account for flight time requirements. Registration is calculated at 
three (3) FTE registering for five (5) at $200 per FTE per conference.   
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Budget Worksheet and Narrative – Grant Year Two 

Object 
Class 

Category 
Total OCIIO 

Grant 
Non-

OCIIO 
Funds 

Justification 

Contractual $31,752,824 $31,752,824 N/A CONTRACTUAL 
OBLIGATIONS * 

Annual 
Contract 
Amount 

OCIIO 
Funds 

Exchange Fiscal Agent $13,375,000 $13,375,000
Enrollment Fiscal Agent $18,377,824 $18,377,824

Grant Year Two $31,752,824 $31,752,824
 
Exchange Fiscal Agent  
     Name of Contractor:     To be decided 
     Method of Selection:     RFP / Bid Process 
     Period of Performance:  Grant Year One 
     Scope of Work:  Contract with a fiscal agent to assist with the analysis, design and 

development of a web portal and rules sets for private insurance carriers for the 
exchange, create a qualified plan repository, interface with the HL7 gateway planned 
by the SoonerCare Health Information Technology project, interface with the 
SoonerCare EDI gateway, required federal and state interfaces and provide 
administration for the (1) qualified health plans, (2) tax credits, and (3) cost-sharing.   

     Method of Accountability: Performance contract and project evaluation plan 
     Justification:  To obtain the capacity and technical knowledge to create the infrastructure 

for the exchange. 
     Itemized Budget: 

Exchange Fiscal Agent Hours Rate Cost 
Impact to 

Current Funding 
Sources 

Exchange Hardware, Software, Rules 
Development and Workflow 1 ea.  $13,000,000 No Prior Funding 

Plan Interface Development 750 hrs. $100 $75,000 No Prior Funding 
Required Data Feeds (Exchange): State 
and Federal 2,000 hrs. $100 $200,000 No Prior Funding 

Required Data Feeds (Exchange): Cost 
Sharing 1,000 hrs. $100 $100,000 No Prior Funding 
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Budget Worksheet and Narrative – Grant Year Two 

Object 
Class 

Category 
Total OCIIO 

Grant 
Non-

OCIIO 
Funds 

Justification 

Grant Year Two   $13,375,000  
 
Enrollment Fiscal Agent 
     Name of Contractor:     HP Enterprise Systems 
     Method of Selection:     Fiscal Agent responsible for the existing online enrollment 

product. 
     Period of Performance:  Grant Year One 
     Scope of Work:  Contract with HP Enterprise Systems, OHCA fiscal agent to modify and 

enhance the current online enrollment system and develop an integrated intake system 
for WIC (Women, Infants and Children program) and the private insurance carriers 
participating in the Exchange.  Review current rule set structure and mitigate any 
variations from standard. Document standard rule sets and business functions using 
recommended standards. Enhance existing EDI gateway transactions for the exchange 
of insurance information with private carriers and public programs.  Coordinate 
implementation with the HBX of an HL7 gateway with the SoonerCare Health 
Information Technology project.  Create WIC Visa interchange for purchase of WIC 
products at approved retailers. 

     Method of Accountability: Performance contract and project evaluation plan 
     Justification:  To utilize the current Fiscal Agent who developed the initial iteration of the 

Online Enrollment product to design and implement the enhancement. 
     Itemized Budget: 

Enrollment Fiscal Agent Unit Rate Cost Impact to Current 
Funding Sources 

Enhancements to EDI 
Gateway to Exchange 
Roster & Eligibility Data 

1 ea.  $75,000 No Prior Funding 

HL7 Gateway Design, 
Development & 
Implementation 

1 ea.  $125,000 No Prior Funding 

eMPI Electronic Master 
Patient Index 1 ea.  $500,000 Remove from SHIECAP 
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Budget Worksheet and N anative - Grant Year Two 

Object 
OCIIO Non-

Class Total Grant 
OCIIO Justification 

Category Funds 

eMPx Electronic Master 
1 ea. $200,000 Remove from SHIECAP 

Provider Index 
InRule mles engine License 

12mo. $7,588 $91 ,056 Remove from MMIS FA 
& Hardware per month APD Reprocurement 
Online Enrollment 
Application, Workflow and 

1,000 hrs. $100 $100,000 
Remove from MMIS FA 

Rules Modifications: IO & APD Reprocurement 
BCC Programs 
Online Enrollment 
Application, Workflow & 8,000 hrs. $100 $800,000 No Prior Funding 
Rules Modifications: ACA 
3 FTE - Resolution Analyst 36mo. $5,600 $201,600 Remove from SHIECAP 

1 FTE - Rules Analyst 12mo. $5,886 $70,632 Remove from SHIECAP 
Existing Rules & Business 
Processes document to 0 $100 $0 No Prior Flmding 
standard 
ID Cards - Use WEDI 

1,700,000 
standard & encode e-MPI $1.50 $2,550,000 No Prior Funding 
munber on card 

cards 

MMIS ACA & State Option 
750 Ius. $100 $75,000 No Prior Flmding 

Medicaid Expansion 
Required Data Feeds 

300 Ius. $100 $30,000 No Prior Flmding 
(Medicaid): State & Federal 
PHR and Hardware for 

2,000,000 $2.4 $4,800,000 
Remove from MMIS FA 

Public & Private Consumers ADP Reprocurement 
Dashboard Software & 

1 ea. $350,000 
Remove from MMIS FA 

Hardware ADP Reprocurement 
Call Center Expansion: J 

Customer Service Reps 576 $5,886 $3 ,390,336 No Prior Flmding 
Remove from MMIS FA 

1-- Call Center Charg_es 12mo $60,100 $721,20Q_ Contract r- -
Lan/T elecom 12mo $160,000 $1,920,000 Remove from MMIS FA 
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Budget Worksheet and Narrative – Grant Year Two 

17 

Object 
Class 

Category 
Total OCIIO 

Grant 
Non-

OCIIO 
Funds 

Justification 

Contract 

Postage 12 mo $184,000 $2,208,000 
Remove from MMIS FA 

Contract 
HPES Online Enrollment 
Application, Workflow and 
Rules modifications for 
Non-Medicaid Consumers 1,100 hrs $100 $110,000 

No Prior Funding 

Enrollment Intake  Portal, 
Workflow and Rule Engine 
Modifications for WIC 300 hrs $100 $30,000 

No Prior Funding 

Interface to OSDH System 300 hrs $100 $30,000 No Prior Funding 
Grant Year Two   $18,377,824  

     
Total Grant 
Year Two $34,001,038 $34,001,038 N/A  

 
 
Grant Year One 

 
$21,655,070 

Grant Year One $34,001,038 
Total Grant $55,656,108 
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Attachment A: 
Hardware-Servers & Current MMIS Software 

HARDWARE - SERVERS 

Purpose Manufacturer Model D/S Total 
Processor Name CPUs 

Total 
Memory Cores 

Atlantes' Model Office 
Dell Computer 

PowerEdge 2850 
Microsoft(R) Windows(R) Server 

2.00 GB 
lntei(R) Xeon(TM) CPU 

2 4 Corporation 2003. Standard Edition 3.SOGHz 

Atlantes' Production Dell Computer PowerEdge 2850 
Microsoft(R) Windows(R) Server 

2.00 GB 
lntei(R) Xeon(TM) CPU 

2 4 Corporation 2003. Standard Edition 3.SOGHz 

COLO Production 
Dell Computer 

PowerEdge 2850 
Microsoft(R) Windows(R) Server 

2.00 GB 
lntei(R) Xeon(TM) CPU 

2 4 Corporation 2003. Standard Edition 3.SOGHz 

COLD Test Environment Compaq Proliant DL3SO 
Microsoft(R) Windows(R) Server 

2.00 GB 
lntei(R) Pentium(R) Ill CPU 

2 2 
2003. Standard Edition -s 12SSMHz 

COLO Test Environment VMware. Inc. 
VMware Virtual Microsoft(R) Windows(R) Server 

511MB 
lntei(R) Xeon(R) CPU 

I I Platform 2003. Standard Edition E7330 liD 2.4DGHz 

Domain Controller Compaq Proliant OL580 
Microsoft(R) Windows(R) Server 

1.50GB 
lntei(R) Pentium(R) Ill 

I I 
2003. Enterprise Edition Xeon processor 

Domain Controller 
Dell Computer 

PowerEdge 2850 
Microsoft(R) Windows(R) Server 

1023MB 
lntei(R) Xeon(TM) CPU 

I 2 Corporation 2003. Standard Edition 3.SOGHz 

Domain controller HP Proliant OLI40 
Microsoft(R) Windows(R) Server 

1023MB 
lntei(R) Xeon(TM) CPU 

2 4 
2003. Standard Edition 3.20GHz 

Domain security and Dell Computer 
PowerEdge 2850 

Microsoft(R) Windows(R) Server 
4.00 GB 

lntei(R) Xeon(TM) CPU 
2 4 

monitorinQ Corporation 2003. Standard Edition 3.SOGHz 

OSS Production (2) Dell Computer PowerEdge 2850 
Microsoft(R) Windows(R) Server 

2.00 GB 
lntei(R) Xeon(TM) CPU 

2 4 
Corporation 2003. Standard Edition 3.SOGHz 

OSS Test Environment IBM S79021U 
Microsoft(R) Windows(R) Server 

254MB 
lntei(R) Pentium(R) 4 CPU 

I I 
2003. Standard Edition 1.80GHz 

OSS Test Environment Compaq Proliant OL320 
Microsoft(R) Windows(R) Server 

1.50GB 
lntei(R) Pentium(R) Ill CPU 

I I 
2003. Standard Edition fami ly II 33M Hz 

Extra net Dell Computer PowerEdge 2850 
Microsoft(R) Windows(R) Server 

4.00 GB 
lntei(R) Xeon(TM) CPU 

2 4 Corporation 2003. Standard Edition 3.SDGHz 

Extra net Compaq 
Proliant DL380 Microsoft(R) Windows(R) Server 

2.00 GB 
lntei(R) Pentium(R) Ill CPU 

2 2 
G2 2003. Standard Edition fami ly II 33M Hz 
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Attachment A: 
Hardware-Servers & Current MMIS Software 

HARDWARE - SERVERS 

Purpose Manufacturer Model D/S Total 
Processor Name CPUs 

Total 
Memory Cores 

Extranet Test 
IBM 679021U 

Microsoft(R) Windows(R) Server 
1022MB 

lntei(R) Pentium(R) 4 CPU 
1 I 

Environment 2003. Web Edition 1.80GHz 

Fax Server HP 
Proliant Dl380 Microsoft(R) Windows(R) Server 

3.25 GB 
lntei(R) Pentium(R) Ill 

2 4 
G5 2003. Standard Edition Xeon processor 

File server for internet 
Compaq 

Proliant Dl380 Microsoft(R) Windows(R) Server 
3.72 GB 

lntei(R) Pentium(R) Ill CPU 
1 2 

servers G2 2003. Standard Edition fami ly 1400MHz 
File server for internet 

Compaq 
TaskSmart Microsoft Windows 2000 

1023MB Intel Pentium Ill processor 2 2 
servers N2400 Advanced Server 

File storage repository 
Dell Computer 

PowerEdge 2850 
Microsoft(R) Windows(R) Server 

4.00 GB 
lntei(R) Xeon(TM) CPU 

2 4 
Corporation 2003. Standard Edition 3.60GHz 

Firewall support and Dell Computer PowerEdge 2850 
Microsoft(R) Windows(R) Server 

2.00 GB 
lntei(R) Xeon(TM) CPU 

I 2 control Corporation 2003. Standard Edition 3.60GHz 

iCE Development 
Dell Computer 

PowerEdge 2850 
Microsoft(R) Windows(R) Server 

4.00 GB 
lntei(R) Xeon(TM) CPU 

2 4 Corporation 2003. Standard Edition 3.60GHz 

iCE ITF Environment Dell Inc. PowerEdge 2950 
Microsoft(R) Windows(R) Server 

3.99 GB 
lntei(R) Xeon(R) CPU 

2 2 
2003. Standard Edition 5150 ® 2.66GHz 

iCE Model Office Compaq 
Proliant Dl380 Microsoft(R) Windows(R) Server 

3.00 GB 
lntei(R) Pentium(R) Ill CPU 

I 2 
G2 2003. Standard Edition fami ly 1400MHz 

iCE Production (3) HP 
Proliant Dl580 Microsoft@ Windows Server@ 

64.00 GB 
lntei(R) Xeon(R) CPU 

4 16 
G5 2008 Datacenter E7440 ® 2.40GHz 

iCE Test Environment - - Ob Not Assigned 0 

Internet front end Compaq 
Proliant Dl380 Microsoft(R) Windows(R) Server 

3.75 GB 
lntei(R) Pentium(R) Ill CPU 

I 2 
G2 2003. Standard Edition fami ly 1400MHz 

Internet front end Dell Computer PowerEdge 2850 
Microsoft(R) Windows(R) Server 

2.00 GB 
lntei(R) Xeon(TM) CPU 

2 4 
Corporation 2003. Standard Edition 3.60GHz 

Intrusion Prevention VMware. Inc. 
VMware Virtual Microsoft(R) Windows(R) Server 

3.62 GB 
lntei(R) Xeon(R) CPU 

I 1 
Platform 2003. Standard Edition E7330 @ 2.40GHz 

K2 Production Dell Inc. PowerEdge 2950 
Microsoft(R) Windows(R) Server 

3.99 GB 
lntei(R) Xeon(R) CPU 

I 2 
2003. Standard Edition 5160 ® 3.00GHz 

2 
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Attachment A: 
Hardware-Servers & Current MMIS Software 

HARDWARE - SERVERS 

Purpose Manufacturer Model D/S Total 
Processor Name CPUs 

Total 
Memory Cores 

K2 Test Compaq 
Proliant DL38D Microsoft(R) Windows(R) Server 

3.75 GB 
lntei(R) Pentium(R) Ill CPU 

2 2 
G2 2DD3. Standard Edition fami ly 14DDMHz 

Medai Web Server HP 
Proliant DL36D Microsoft(R) Windows(R) Server 

3.25 GB 
lntei(R) Pentium(R) Ill 

2 8 
G5 2DD3. Enterprise Edition Xeon processor 

MMIS front end support 
Dell Computer 

PowerEdge 2850 
Microsoft(R) Windows(R) Server 

1023MB 
lntei(R) Xeon(TM) CPU 

I 2 Corporation 2003. Standard Edition 3.60GHz 

Network monitoring Intel S28 
Microsoft(R) Windows(R) Server 

2.00 GB 
lntei(R) Xeon(TM) CPU 

2 4 
2003. Web Edition 2.80GHz 

Network server backup 
Dell Computer 

PowerEdge 2850 
Microsoft(R) Windows(R) Server 

1023MB 
lntei(R) Xeon(TM) CPU 

I 2 Corporation 2003. Standard Edition 3.60GHz 

Online Enrollment (3) HP 
Proliant DL380 Microsoft(R) Windows(R) Server 

3.99 GB 
lntei(R) Pentium(R) Ill 

2 8 
GS 2003. Standard Edition Xeon processor 

Patch server for 
VMware. Inc. 

VMware Virtual Microsoft(R) Windows(R) Server 
1023MB 

lntei(R) Xeon(R) CPU 
I I maintaining servers Platform 2003. Standard Edition E7330 00 2.40GHz 

Phone system support IBM 679021U 
Microsoft(R) Windows(R) Server 

1022MB 
lntei(R) Pentium(R) 4 CPU 

I I 
2003. Standard Edition 1.80GHz 

Phone voice response American 
Atlantis Microsoft Windows 2000 Server 1023MB Intel Pentium Ill processor 2 2 (2) Meqatrends Inc. 

Remote dial in for Compaq Ob Not Assigned 0 -
website 

RRI (6) 
Dell Computer 

PowerEdge 2850 
Microsoft(R) Windows(R) Server 

2.00 GB 
lntei(R) Xeon(TM) CPU 

2 4 
Corporation 2003. Standard Edition 3.60GHz 

SUL server 
Dell Computer PowerEdge 6850 

Microsoft(R) Windows(R) Server 
20.00 GB 

lntei(R) Xeon(TM) CPU 
4 16 Corporation 2003. Enterprise Edition 3.00GHz 

SUL server VMware. Inc. 
VMware Virtual Microsoft(R) Windows(R) Server 

3.75 GB 
lntei(R) Xeon(R) CPU 

2 4 
Platform 2003. Enterprise Edition X7350 @ 2.93GHz 

Terminal Server for 
VMware. Inc. 

VMware Virtual Microsoft(R) Windows(R) Server 
383MB 

lntei(R) Xeon(TM) CPU 
I I 

OHCA field staff Platform 2003. Standard Edition 3.60GHz 
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Attachment A: 
Hardware-Servers & Current MMIS Software 

HARDWARE - SERVERS 

Purpose Manufacturer Model D/S Total 
Processor Name CPUs 

Total 
Memory Cores 

Terminal server for Dell Computer 
PowerEdge 285D 

Microsoft(R) Windows(R) Server 
4.DD GB 

lntei(R) Xeon(TM) CPU 
2 4 remote user access Corporation 2D03. Standard Edition 3.SOGHz 

Text to Speech server 
Dell Computer PowerEdge 

Microsoft Windows 20DO Server 1023MB Intel Pentium Ill processor I I Corporation SDOSC 

SOFTWARE 
Software Vendor Version Function 

Oracle Oracle 10.2.0.3 ROBMS 
ETG lnQenix 6 Episode Treatment Grouper 
Map Info Pitney Bowes 14.2 Address to lonQ/lat conversion 
ACG John Ho~kins 8.1 Adjusted Clinical Grouper 
Autosys CA 4.5 Batch Job Scheduler 
ORG MedAssets v27 OiaQnosis code Qrouper 
HBOC McKesson 8.5.43.1 Claim Check 
C Compiler Sun Studio II 
COBOL Compiler Micorofocus 4.0.1 sp2 
Otsort Optech 2003a 
Pkware PKWARE 3 Zip and UNZIP utilities 
Xl2 Translator Svbase 4.2.3 
Atlantes HP 9 Care ManaQement 
RRI SunGard Formworks 4 Optical Recognition 
Business Objects SAP 
Excelcius 
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Attachment B:  
Performance Measures 

Examples of Preliminary Project Performance Measures: 
Objective Measure Methods/Data Sources Measure Owner Initial Target 

Complete each identified phase 
within timeline 

Percent of phase completed Two week reporting of phase 
status to project manager 

Phase coordinator To be decided 

Complete each individual project 
phase deliverable 

Percent completion of risk 
analysis 

Weekly reporting of risk analysis 
status to project manager 
through completion of analysis 

Phase coordinator To be decided 

Begin SDLC reviews within 
timeline 

Date review started Report start date to project 
manager 

Phase Coordinator To be decided 

Remain within cost estimate for 
phase 

Percent of budget used for phase Cost of phase divided by cost 
budgeted for phase 

Phase Coordinator To be decided 

 
Examples of Preliminary Program Performance Measures 

Objective Measure Methods/Data Sources Measure Owner Initial Target 
Connect with state and federal 
resources for data verification 
and validation purposes 

Cooperative agreements executed 
with:  OSDH, ODMHSAS, IRS, OID, 
Private Contractors, OHIET, etc. 

Contracts Development Project Manager To be decided 

Transparent communication with 
stakeholders 

Number of individuals entering the 
web portal 

Systems Enrollment Report Project Manager To be decided 

Efficient consumer service 
through online transactions 

Percent of individuals completing 
application online 

Completed applications divided 
by number of individuals entering 
the web portal 

HBX Enrollment Manager To be decided 

 

Percent of applicants who receive 
an eligibility determination online 
at the time of application 
submission 

System design will include 
reporting mechanism to capture 
this data 

HBX Enrollment Manager 100% 

Promote private sector 
participation through ease of use 
and accuracy 

Number of participating health 
plans 

Systems Third Party 
Participation Report HBX Program Manager To be decided 

 Number of individuals who utilize 
third party assistance 

Systems Individual Applications 
Report 

HBX Program Manager To be decided 
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Attachment C: 
Organizational Chart 

Oklahoma Health Infrastructure And Exchange Project 

E OKLAHOMA HEALTH CAR 
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• • • • • • • • • • • • • • • 
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Buffy Heater 

I • I I • • • • • . • • • 
Financial Analyst • Administrative Assistant • • • • • • • • • • • • . 

Technical Project Manager 

SeniorS 
Anal 

Senior Systems Senior Systems 
Analyst Analyst 

ystems 
yst 

• • • • • • • 

Exchange Project Manager 

Senior Systems 
Analyst 

Senior Systems 
Analyst 
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Attachment D:  
Work Plan 

Task & Action Steps Time Table 
Responsible 

Agency/Person Anticipated Results 
Evaluation/ 

Measurement 
Task 1: Hire project staff & complete contractual arrangements    
Action Step 1.1 
Hire project staff & 
complete contracts with 
consultants & IT 
contractors.. 

Notice of grant award 
February 15, 2011 

OHIEP project managers 
& OHCA Staff 

Qualified staff will be 
hired   & specialized 
consultants & 
contractors sought via 
RFP. 

Staff positions filled by 
March 31, 2011, contracts 
completed by April 30, 
2011. 

 

Task & Action Steps Time Table 
Responsible 

Agency/Person 
Anticipated Results 

Evaluation/ 
Measurement 

Task 2: Complete Project Startup Review (PSR)*    
Action Step 2.1 
Identify acquisition 
sources for the project.  

Notice of grant award 
February 15, 2011 

OHIEP project managers 
& OHCA Staff 

Sources for project 
supplies, commercial 
products sought via RFP. 

Necessary RFPs issued to 
fulfill project acquisition 
needs.   

Action Step 2.2 
Define high-level 
overview of the business 
process.  Identify basic 
business & technical 
risks/ issues. 

Notice of grant award 
February 15, 2011 

OHIEP project managers 
& OHCA Staff 

Business processes that 
may be impacted are 
outlined & risk categories 
for the project defined.  

Consensus reached for 
establishment of business 
processes.  Risk issues 
such as cost, scope, 
security & technology 
named. 

Action Step 2.3 
The issue that the project 
will address & 
alternatives identified.  
Initial performance 
measures developed.  

Notice of grant award 
February 15, 2011 

OHIEP project managers 
& OHCA Staff 

The purpose, goals, 
options & scope of the 
project defined; 
performance measures 
written. 

The entities & people 
impacted by the project 
clearly identified; 
measurable outcomes 
written,  

Action Step 2.4 
PSR briefings presented 
to OCIIO. 

TBD OHIEP project managers  
OCIIO provided with clear, 
concise reporting on 
project progress. 

OCIIO has clear 
understanding of goals, 
plans & status. 

 

Task & Action Steps Time Table 
Responsible 

Agency/Person 
Anticipated Results 

Evaluation/ 
Measurement 

Task 3: Conduct gap analysis of current status of OHIEP  & complete Architectural Review (AR)* 
Action Step 3.1 

Research public & private 
plan options; Identify 
needed regulatory 
changes 

February 15th through 
February 15th through 
March, 2011 

OHIEP project managers 
& consultants 

Public & private coverage 
options with current 
premiums created; 
Proposed legislative 
changes identified 

Availability & costs of 
public & private plans 
reported to group. 
Requests for needed 
legislation forwarded to 
appropriate government 
officials. 

Action Step 3.2 
OE core data gap analysis 
& required remediation  

February 15th through 
March, 2011 

OHIEP project managers 
& consultants 

“As is” overview of 
current OE system 
created.  

Initial systems change 
needs identified. 

Action Step 3.3 
Develop business process 
models, architectural 
diagrams & begin project 

February 15- March 16, 
2011 

OHIEP project managers 
& consultants 

Business process models 
of project infrastructure 
& scope developed; 
Implementation 

Business process models 
& requirements are 
approved by 
stakeholders.  
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Attachment D:  
Work Plan 

requirements document.  requirements defined. Architectural diagrams 
provide for efficient 
progress 

Action Step 3.4 
AR briefings presented to 
OCIIO 

March 16, 2011 OHIEP project managers  
OCIIO provided with clear, 
concise reporting on 
project progress. 

OCIIO has clear 
understanding of goals, 
plans & status. 

 

Task & Action Steps Time Table 
Responsible 

Agency/Person 
Anticipated Results 

Evaluation/ 
Measurement 

Task 4: Create project taskforce for steering committee & conduct Product Baseline Review (PBR)* 
Action Step 4.1 
Initial meeting held to 
form steering committee; 
Hold quarterly meetings 
to keep committee 
engaged & informed. 

February 28, 2011 
OHIEP project managers, 
consultants & OHCA staff 

Formal workgroup 
created & will 
productively participate 
in developing options for 
project success 

Workgroup will refine 
work plan to assist 
meeting project goals. 

Action Step 4.2 

Create project process 
agreement & conduct IS 
risk assessment 

March to April 13, 2011 
Project steering 
committee 

Charter agreement 
between stakeholders 
written.  Evaluation of 
security controls & risk 
levels acknowledged. 

Stakeholders are in 
agreement about the 
project focus.  Accurate 
List of threats with 
recommended 
safeguards.   

Action Step 4.3 
 Develop project 
management plan, 
schedule & release plan 

March to April 13, 2011 
OHIEP project managers, 
consultants & OHCA staff 

Detailed plans, & 
procedures for managing 
the life cycle of the 
project developed.   

Processes & approaches 
for managing the project 
clearly defined.  Modules 
released as developed. 

Action Step 4.4  
PBR briefings presented 
to OCIIO 

April 13, 2011 OHIEP project managers  
OCIIO provided with clear, 
concise reporting on the 
progress of the project. 

OCIIO has clear 
understanding of project 
goals, plans & status. 

 

Task & Action Steps Time Table 
Responsible 

Agency/Person Anticipated Results 
Evaluation/ 

Measurement 
Task 5: Collect, analyze & report data regarding the current status of OHIEP 
Action Step 5.1 
Conduct insurance 
carrier focus groups & 
survey. Present findings 
to steering committee. 

April 16, 2011 through 
October 31, 2011 

OHIEP Project managers, 
consultants & OHCA staff 

Focus group studies 
conducted, survey 
responses informative. 

Interim findings do assist 
in developing options to 
create Health Benefit 
Exchange 

Action Step 5.2 
Develop options, & models 
to provide access to the 
Health Benefit Exchange 
to all citizens. 

October 1, 2011 through 
January 31, 2012 

OHIEP project managers, 
consultants & OHCA staff 

Options, strategies & 
models for access to the 
Health Benefit Exchange 
are finalized 

Options, strategies & 
models for the Health 
Benefit Exchange remove 
identified barriers to 
access. 

 

Task & Action Steps Time Table 
Responsible 

Agency/Person 
Anticipated Results 

Evaluation/ 
Measurement 

Task 6: Create systems strategy analysis & conduct Preliminary Design Review (PDR)*    
Action Step 6.1 April to May 2011 OHIEP project managers, Necessary changes to OE Requirements analysis of 
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Review OE business rules, 
use case, documentation 
gap & remediation.  
Perform rules engine 
alignment. 

consultants & OHCA staff rules identified.  
Standards aligned with 
new requirements 

OE conducted.  Rules 
engine standards meet 
necessary regulations for 
implementation. 

Action Step 6.2 

Create system security 
plan, test plan & 
traceability matrix.  

April 17, 2011 to June 8, 
2011 

OHIEP Project managers, 
consultants & OHCA staff 

Overall approach to be 
used to test all functions 
& requirements of the 
system.  Strategy for 
security plan devised. 

All aspects of the system 
are successfully tested & 
federal standards are 
met. 

Action Step 6.3 

Develop logical data 
model, technical 
architecture diagrams & 
data use agreements. 

April 17, 2011 to June 8, 
2011 

OHIEP Project managers, 
consultants & OHCA staff 

Scope of the system 
development project 
defined. Technical 
architecture diagrams 
created.  Data use 
agreements approved by 
all partners. 

Logical Data Model is 
initiated.  Diagrams depict 
needed interfaces & 
connections.  Data use 
policies & procedures 
clearly represented. 

Action Step 6. 4 

PDR briefings presented 
to OCIIO 

June 8, 2011 OHIEP Project managers 
OCIIO provided with clear, 
concise reporting on the 
progress of the project. 

OCIIO has clear 
understanding of project 
goals, plans & status. 

 

Task & Action Steps Time Table 
Responsible 

Agency/Person 
Anticipated Results 

Evaluation/ 
Measurement 

Task 7: Define system detail requirements & conduct Detailed Design Review (DDR)*    
Action Step 7.1 

Create system design, 
interface control & 
database design 
documents 

June to September 2011 
OHIEP project managers, 
consultants & OHCA staff 

Technical system design 
specifications created.  
Source & target systems 
for the interface are 
identified. Impact from 
other systems noted.  

High-level overview of the 
system architecture 
created.  Preliminary 
interface requirements 
clearly defined.  The basic 
design approach is 
analyzed.  

Action Step 7.2 

Develop physical data 
model & review 
automated code review 
results 

June to September 2011 OHIEP project managers, 
consultants & OHCA staff 

Artifacts required to 
achieve performance 
goals defined.  Source 
code checks for 
compliance are reviewed. 

Data design takes into 
account the facilities & 
constraints of the 
system.  Areas of 
compliance & non- 
compliance are identified. 

Action Step 7.3 

Define data management 
& data conversion plans.  

June to September 2011 
OHIEP project managers, 
consultants & OHCA staff 

Strategy created for data 
management to provide 
accurate information. 
Rationale & boundaries 
for the data conversion 
effort defined.  

Data management plan 
provides guidance for 
resource management & 
protection. Successful 
mapping of the data  to be 
converted to the new 
system accomplished.  

Action Step 7.4 
Begin development of 
Phase I dashboard, 
federal & state level data 

February to October 2011 OHIEP project managers, 
consultants & OHCA staff 

Requirements analysis of 
Phase I systems 
development conducted. 
Database migration 

Requirements approved & 
system coding begins. 
Requirements for eMPI & 
eMPx meet standards & 
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feeds & SoonerCare  ACA 
integration. Develop 
harmonized eMPI & eMPx 

designed & analyzed. requirements. 

Action Step 7.5 
DDR briefings presented 
to OCIIO 

September 14, 2011 OHIEP project managers 
OCIIO provided with clear, 
concise reporting on the 
progress of the project. 

OCIIO has clear 
understanding of project 
goals, plans & status. 

 

Task & Action Steps Time Table 
Responsible 

Agency/Person 
Anticipated Results 

Evaluation/ 
Measurement 

Task 8: Finalize system detail requirements & conduct Final Detailed Design Review (DDR)*   
Action Step 8.1 

Create system design, 
interface control & 
database design 
documents 

September to December 
2011 

OHIEP project managers, 
consultants & OHCA staff 

Technical system design 
specifications created.  
Source & target systems 
for the interface are 
identified. Impact from 
other systems noted.  

System architecture 
created.  Interface 
requirements clearly 
defined.  The basic design 
approach is analyzed.  

Action Step 8.2 

Develop physical data 
model, data management 
& data conversion plans 

September to December 
2011 

OHIEP project managers, 
consultants & OHCA staff 

Artifacts required to 
achieve performance 
goals defined.  Strategy 
created for data 
management & 
conversion defined. 

Final design takes into 
account the facilities & 
constraints of the 
system. Data 
management plan 
provides guidance for 
management & 
protection. 

Action Step 8.3 
Create call center 
enhancement Develop 
rules engine & process 
for commercial carriers. 

June to December 2011 
OHIEP project managers, 
consultants & OHCA staff 

Systems for call center 
improved. Rules & 
process for commercial 
products defined. 

Call center system meets 
standards. Requirements 
for interface with 
commercial products 
successful. 

Action Step 8.4 
Define online application 
remediation & create 
enrollment application for 
commercial products. 

June to December 2011 OHIEP project managers, 
consultants & OHCA staff 

Changes to OE identified 
to allow for integration of 
enrollment application for 
commercial products. 

Smooth transition for 
commercial carrier 
enrollment visualized & 
defined.  

Action Step 8.5 
Develop approved benefit 
package system 

June to December 2011 OHIEP project managers, 
consultants & OHCA staff 

Benefit tiers & 
qualifications identified. 

Consensus reached for 
development of tier 
system. 

Action Step 8.6 

Review automated code 
review results  

September to December 
2011 

OHIEP project managers, 
consultants & OHCA staff 

Source code checks for 
compliance within rules 
are reviewed. 

Areas of compliance & 
non- compliance are 
identified for project 
development. 

Action Step 8.7 
DDR briefings presented 
to OCIIO 

September to December 
2011 

OHIEP project managers, 
consultants & OHCA staff 

OCIIO provided with clear, 
concise reporting on the 
progress of the project. 

OCIIO has clear 
understanding of project 
goals, plans & status. 

 

Task & Action Steps Time Table 
Responsible 

Agency/Person Anticipated Results 
Evaluation/ 

Measurement 
Task 9: Begin phase II system development    
Action Step 9.1 July 2011 to January 2012 OHIEP project managers, Process for commercial System capable of 
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  5 

Commercial premium 
process & IRS interface 
defined. 

consultants & OHCA staff premium identification & 
IRS tax credit notification 
outlined. 

integrating premium & 
IRS information. 

Action Step 9.2 

Dashboard Phase II with 
potential WIC integration, 
federal & state level data 
feeds created 

August 2011 to February 
2012 

OHIEP project managers, 
consultants & OHCA staff 

Requirements analysis of 
Phase II systems 
development & data 
exchange with state & 
federal sources 
completed. 

Requirements approved & 
system coding begins. 

Action Step 9.3 
Integrate Insure 
Oklahoma Individual Plan 
(IP) with OE. 

September 2011 to July 
2012 

OHIEP project managers, 
consultants & OHCA staff 

Roadmap to merge IP 
members into OE defined. 

Insure Oklahoma IP 
members transitioned 
into OE. 

 

Task & Action Steps Time Table 
Responsible 

Agency/Person 
Anticipated Results 

Evaluation/ 
Measurement 

Task 10: Conduct Pre-Operational Readiness Review (Pre-ORR) & Operational Readiness Review (ORR)*   

Action Step 10.1 

Create contingency & 
implementation plans.  
Conduct Final Review 

December 2011 to October 
2012 

OHIEP project managers, 
consultants & OHCA staff 

Strategy to be used to 
respond to any 
interruption to the 
system planned & ready.  

System is capable of 
operating without 
interruption. 

Action Step 10.2 

Complete Inter/Intra-
agency Agreement(s) 
(IAs) & Finalize Test Case 
Specification 

December 2011 to October 
2012 

OHIEP project managers, 
consultants & OHCA staff 

Agreements between 
partner agencies are 
finalized.  Final 
requirements for specific 
tests identified. 

Consensus reached by all 
& agreements ready to be 
signed. Testing 
procedures implemented. 

Action Step 10.3 

 Create Training Plan & 
Finalize user, operations 
& maintenance manuals. 

December 2011 to October 
2012 

OHIEP project managers, 
consultants & OHCA staff 

Manuals receive final 
approval. Training plan 
for users implemented. 

Manuals are ready & 
available for distribution 
to users. Training of core 
users achieved. 

Action Step 10.4 

 Integration & end-to-end 
testing cycles completed.  
Defect reports complete. 

December 2011 to June 
2012 

OHIEP project managers, 
consultants & OHCA staff 

Testing is complete 
according to 
requirements.  Defects 
reports reviewed. 

System confirmation that 
the solution works 
correctly from end to 
end. System defects 
corrected for smooth 
implementation. 

Action Step 10.5 

 Test summary & security 
testing results reviewed. 

December 2011 to June 
2012 

OHIEP project managers, 
consultants & OHCA staff 

Completed report of 
testing process & results. 
Evaluation of system 
security completed. 

Successful testing cycle 
reported. System 
security meets standards 
& requirements.  

Action Step 10.6 

Pre-ORR briefings 
presented to OCIIO 

June 13, 2012 OHIEP project managers 
OCIIO provided with clear, 
concise reporting on the 
progress of the project. 

OCIIO has clear 
understanding of project 
goals, plans & status. 
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Attachment E: Job Descriptions 
 

Operations Project Manager 
Position Purpose: The Operations Project Manager (OPM) provides oversight & guidance in the 
planning & development of the infrastructure necessary for the Oklahoma Health Insurance 
Exchange project. Oversees the assessment, policy development, program planning, & research 
& evaluation activities of the infrastructure project. The OPM will develop, strengthen & 
coordinate a strategic approach to policy development; introduce economic analysis as a routine 
component of assessment, evaluation & policy development activities; & build capacity for 
program evaluation. Participates in the identification of key strategic opportunities & interfaces 
with executive staff, staff &/or government agency officials in the representation & development 
of strategic planning. The OPM will develop an infrastructure to oversee & coordinate with other 
agency functions & provide services & support to the Oklahoma Health Insurance Exchange 
project.  
Principle Activities:  
 Develops, leads, directs & evaluates the strategic direction/overall business plan.  
 Works in close collaboration with partners & stakeholders, health care professionals & 

participating agencies in developing & facilitating a political understanding of the principles 
& practices underlying Federally funded health care delivery systems. 

 Writes reports for Federal & State purposes on project status, developments & challenges 
encountered to date. Interacts with State & Federal officials to ensure the necessary 
quantitative, qualitative & required Federal reporting is filed timely. 

 Assists in identifying groups, agencies & individuals that could be impacted in the planning 
process & facilitates participation of interested groups. Meets with State & Federal officials 
in the development & approval of strategies & options. 

 Directs the development of new outreach material; ensures that these materials are in 
compliance with existing State & Federal regulations. 

o Conducts research in order to compile & analyze data on economic & social 
regulatory factors that may affect the feasibility & scope of proposed initiatives. 

 Coordinates with HHS, CMS & other regulatory agencies on grants, new initiatives & other 
special projects to ensure adherence to laws & policy.  

 Establishes timeframes needed to complete projects according to Federal, State &/or agency 
management deadlines.  

 Maintains knowledge of current trends & developments (internal/external educational 
programs or professional meetings); revising existing practices as necessary. 

 Coordinates, facilitates & leads groups in the completion of projects, including workgroups 
comprised of personnel, at all levels, from other units, divisions or agencies for the purpose 
of discussion &/or consensus concerning specific projects. 

 Reviews proposed legislation & recommends changes; may act as a legislative liaison.  
 Oversees contractual agreements; monitors contractor performance & productivity. 
Qualifications: Skills in interpreting regulations & applying them, effective oral & written 
communication, ability to organize one’s work or that of others so that established time frames 
can be met with available resources; skills in interpreting the impact & implementation of 
decisions within the organization’s structure.  Able to develop & maintain effective working 
relationships with other public & private service providers, affiliates & the general public. 
Advanced level skills in management & public health concepts. Must have various technical 
software experience. 
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Education &/or Experience: Bachelors Degree required in a related field (e.g. Health, Social 
work/service, Public Administration) or advanced education & 7 years of work experience in 
program development & implementation, strategic planning, project development or program 
management, preference given to those with at least 5 years of general supervisory experience; 
or an equivalent combination of education & experience. 
 

Exchange Project Manager 
Position Purpose: The Exchange Project Manager (EPM) will build collaborative working 
relationships with diverse groups (e.g. insurance agent associations, trade associations, state & 
federal agencies, local agencies & advocacy groups) necessary to the development of an 
exchange infrastructure that meets the requirements of the grant & the needs of Oklahoma. The 
EPM will develop an infrastructure to oversee/coordinate with other stakeholders & provide 
services & support to the Oklahoma Health Insurance Exchange project. The EPM is responsible 
for acting as a liaison to other States, State officials, the Governor, State & Federal legislators, 
partner State & Federal agencies, stakeholder groups & private health insurers; for identifying & 
recommending appropriate action on policy & legislative issues as needed for development & 
implementation of the Exchange; & for coordinating timely implementation of planning 
activities & establishing timeframes needed to complete phases of the project according to 
Federal, State &/or agency management deadlines. 
Principle Activities:  
 Garners support for the Exchange from other States, legislators, State officials, stakeholder 

groups & the general public. Oversees communications & outreach efforts.  
 Ensures that innovative advances accomplished in Oklahoma are made available to other 

States in a timely manner.  
 Identifies & recommends appropriate action on legislative & policy issues for the Exchange 

as needed & assists in the development of policy & procedures for the Exchange. Schedules 
projects to support legislation & regulations that enable & maintain the Exchange. 

 Maintains expertise in all OHCA, State & Federal laws, regulations, policies & procedures 
related to the Exchange. 

 Conducts meetings to present, explain & discuss the development of the Exchange with 
individuals & groups who have varying degrees of familiarity with its purpose, goals & 
impact on health insurance marketplaces. 

 Maintains knowledge of current trends & developments & applies pertinent new knowledge 
to the design & implementation of the Exchange.  

 Attends internal & external educational programs & professional meetings as available for 
collaboration at a national level toward development of Exchange technology. 

Qualifications: Skills in coordinating large complex projects & managing a team; in creating 
consensus among stakeholders; in communicating effectively with legislators, State & Federal 
officials; & in report analysis & coordination duties. Knowledge of analytical, statistical & 
evaluative methods; of theory & methods of statistical research; & of the sources of statistical 
data. Knowledge of & experience in MMIS systems, or in medical claims & claims processing 
systems.  Knowledge of & experience in the use of PC systems & software applications 
including but not limited to: Access, Excel, Word, PowerPoint, Project Manager &/or Business 
Objects & of various applications of technology including spreadsheets, databases, graphical 
presentations, PowerPoint, & query.  
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Education &/or Experience: Bachelor’s degree; two years of experience in Medicaid, a 
managed care program or related health care program; five years of work experience in planning, 
project development or project management; two years of experience as coordinator or director 
of a department/unit. Preference will also be given to individuals with experience in Medicaid 
programs, Centers for Medicare & Medicaid Services, State or Federal Government program 
management experience, project management &/or planning. 
 

Technical Project Manager 
Position Purpose: The Technical Project Manager (TPM) oversees the development & 
implementation of the IT systems architecture, network & databases necessary for the 
infrastructure. The TPM is responsible for ensuring that the Office of the National Coordinator’s 
(ONC) recommended standards & Systems Development Life Cycle (SDLC) frameworks are 
adhered to, including the use of iterative & incremental development methodologies. 
Responsible for the coordination & monitoring of multiple vendors contracted for various 
technical sections of the project; for recognizing & resolving problems at all phases of 
development & implementation; for ensuring the interoperability & standardization necessary for 
use of the systems by other states; for providing research & project design support & training to 
other States & agency partners. The TPM will develop, strengthen & coordinate a strategic 
approach to IT design & development & build capacity for program testing, troubleshooting & 
evaluation.  The TPM will build collaborative working relationships with IT leaders from diverse 
groups (e.g. insurance agent associations, trade associations, other State & Federal agencies, 
local agencies & advocacy groups) leading to the development of a plan forward for the 
Oklahoma Health Insurance Exchange project. 
Principle Activities:  
 Develops, leads, directs & evaluates the strategic direction/overall technology plan for the 

Exchange.  
 Works in close collaboration with partners & stakeholders in developing & facilitating a 

technical understanding of the principles, practices & standards underlying the technology 
infrastructure for the Exchange. 

 Formulates & oversees technical implementation of the Oklahoma Health Insurance 
Exchange project.  Prepares written reports & recommendations regarding the technical 
status & progress of the program.   

 Oversees the technical strategic planning efforts & assists in formulating & implementing 
technology standards, practices, design, architecture, planning & long-term goals. Reviews & 
researches “best practices” of other States for applicability & inclusion in the program.  

 Accountable for the fulfillment of data processing performed by the contracted fiscal agent, 
including equipment selection & purchase, systems analysis, programming, machine room 
operations & data entry. 

 Oversees & participates in the coordination of the gathering, development, analysis & 
interpretation of technical data & error reports required for planning purposes to ensure 
reliable & accurate performance.  

o Conducts research in order to compile & analyze technical data that may affect the 
feasibility & scope of proposed initiatives. 

 Establishes milestones & timeframes needed to complete projects according to Federal, State 
&/or agency management deadlines.  
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Qualifications: Advanced level skills in project management, planning & staff coordination. 
Knowledge of network architecture & design; identity management processes; MMIS systems; 
methods of interfacing multiple state level data sets; & InRule. Ability to define problems, 
collect data, establish facts & draw valid conclusions.  Ability to interpret an extensive variety of 
technical instructions in mathematical or diagram form & deal with several abstract & concrete 
variables. Ability to create & edit documents & reports using spreadsheet, database, statistical 
analysis & word processing software. Ability to effectively present information & respond to 
questions from groups of managers, clients, customers & the general public.  
Education &/or Experience: Bachelors Degree required in a related field (e.g. Computer 
Science) or advanced education & 5 years experience in computer programming, system analysis 
or defining technical specifications for a large health care related system, program development 
& implementation, strategic planning, project development or program management, preference 
given to those with at least 5 years of general supervisory experience; or an equivalent 
combination of education & experience. 
 

Senior Systems Analyst 
Position Purpose: The Senior Systems Analyst oversees & assists in the development & 
implementation of the IT systems architecture, network & databases necessary for the Exchange. 
The senior systems analyst is responsible for overseeing & participating in the gathering, 
development & analysis of data required for planning purposes to ensure successful results; for 
recognizing & resolving problems at all phases of Exchange development & implementation; for 
performing research, analyzing & evaluating data & compiling information from a wide variety 
of sources; for preparing material pertinent to the evaluation of development of the Exchange; & 
for providing research & project design support & training to other States & agency partners. 
Principle Activities:  
 Oversees & assists in the design, development & maintenance of the technology & network 

systems, including data exchanges with third parties, which support the Exchange.  
 Researches & investigates special areas of concern, including interoperability of Exchange 

technology modules with varied enrollment & eligibility systems. Reviews technical 
literature, laws & regulations & makes recommendations for changes to the Exchange. 

 Conducts frequent evaluations of Exchange issues & provides problem-solving assistance to 
ensure timely achievement of project goals & milestones.  

 Interprets technical guidance from the Centers for Medicare & Medicaid Services & the 
Department of Health & Human Services & collaborates & consults with other States to 
incorporate shared knowledge & innovations into design & problem solving for the 
Exchange project.  

 Acts as liaison between the Exchange & State & Federal agencies providing access to data, 
such as the Oklahoma Employment Security Commission, the Social Security 
Administration, the Internal Revenue Service & US Citizenship & Immigration Services, 
among others, in order to develop a common understanding of how best to operate data 
exchanges. 

 Designs & performs troubleshooting processes that detect & prevent errors in the 
developmental & testing stages of the Exchange. 

Qualifications: Skills in network architecture & design; knowledge of standard X12N 
transaction codes; experience interfacing multiple state level data sets; proficiency using InRule 
to create rules engines; knowledge of identity management processes; & knowledge of & 

4 
1373



Attachment E: Job Descriptions 
 

experience in MMIS systems. Ability to work with mathematical concepts such as probability & 
statistical inference, & to apply concepts to practical situations. Ability to interpret an extensive 
variety of technical instructions in mathematical or diagram form & deal with several abstract & 
concrete variables. Ability to design, create & use database application & reporting programs, as 
well as extraction programs using Medicaid MMIS.  
Education &/or Experience: Bachelor’s degree, five years of work experience in web 
development &/or systems architecture; & two years of experience in Health Care Procedures 
(e.g. Federal/State Health Policy) or Medicaid, Medicare or private health insurance data 
systems.  
 

Financial Analyst 
Position Purpose: The Financial Analyst (FA) plans & organizes the financial functions for 
operation of the Oklahoma Exchange. The FA has direct oversight & accountability for all 
administrative & financial programs related to the Exchange, including the preparation of 
financial statements & federal reports. Performs technical work involving review & analysis 
related to the operations & administration of the grant.  Works with grant staff to ensure 
appropriate classification, payment, problem resolution, tracking & reporting of expenditures.  
Performs research & presents financial information as requested.  Assists in the tracking & 
reporting of performance information related to financial program & project evaluation.  
Principle Activities: 
 Prepares financial documents in accordance with state & federal accounting & reporting 

requirements & in accordance with generally accepted accounting principles.   
 Assists in the preparation of fiscal impact analysis; prepares summary data & justification of 

budgetary programs for the Exchange. 
 Assists in long-range fiscal planning & in the development & implementation of fiscal 

policies & procedures related to the Exchange. 
 Assists & maintains financial documents relating to cost reports of long-term facilities & 

develops accounting procedures to monitor any federal requirements or restrictions of 
expenditures. 

 Maintains control of transactions initiated which interface with the fiscal agent’s computer 
system. Monitors accuracy of processing & ensures transactions are completed in accordance 
with agency policy & state & federal guidelines. 

 Responds to oral & written inquiries & assists in training other staff on finance issues related 
to the Exchange. 

Qualifications: Ability to read, analyze & interpret common technical, financial & legal reports 
or documents.  Ability to effectively present information to top management &/or public groups. 
Ability to apply analytical methodologies, including computation of rate, ratio, cost allocation, & 
percent & to draw & interpret bar graphs. Ability to define problems, collect data, establish facts 
& draw valid conclusions. Knowledge of & experience in the use of PC systems & software 
applications including but not limited to Access, Excel & Word. 
Education &/or Experience: BA/BS in accounting, finance, business administration or a 
closely related field which must have included 12 semester hours in accounting; & 3 years of 
professional level experience in budgeting, accounting, auditing, or finance. 

 
Administrative Assistant 
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6 

Position Purpose: The Administrative Assistant acts as office manager for the Oklahoma Health 
Insurance Exchange. Communicates with State officials, State agencies, stakeholders & other 
health care professionals to set up meetings & gather documentation for meeting participants. 
Transcribes meeting communication & develops organizational method to outsource the 
documentation to meeting participants. Maintains the Exchange’s central files & records & 
retrieves/prepares relevant information for administrative personnel. Oversees the office 
resources, monitors all office machines & provides maintenance resolution when needed. 
Provides other administrative & clerical duties.  
Principle Activities:  

 Initiates oral &/or written communication with State officials, State agencies, 
stakeholders & other health care professionals concerning conference calls, meeting 
times, etc. Aggressively responds to questions & responses following the Oklahoma 
Health Insurance Exchange polices & procedures & HIPAA regulations.  

 Prepares agendas, analytical & statistical reports, graphs, overhead presentations & other 
necessary documentation for conferences & meetings, both internal & external.  

 Ensures timely transcription of meeting commentary & organizes the information to the 
appropriate software in order to effectively communicate documentation to the necessary 
meeting participants. 

 Maintains the Exchange’s central files, using the Oklahoma Health Insurance Exchange’s 
polices & procedures & in accordance with HIPAA regulations. 

 Coordinates the purchasing & inventory of office resources; monitors all office copy 
machines, fax machines, black & white printers, color printers, telephone systems, 
computer hardware & other office machines; provides or contacts the appropriate 
maintenance consultant(s) as needed. 

 Answers telephones, utilizes software calendar settings to set up meetings, & other 
necessary administrative & clerical functions. 

Qualifications: Skills in applying & upholding office polices & procedures; effective oral & 
written communication; ability to organize one’s work & that of others so that established time 
frames can be met with available resources; able to develop & maintain effective working 
relationships with public & private sectors. Must be able to demonstrate a high degree of 
discretion & interpersonal skills in both verbal & written communication.  
Education &/or Experience: Bachelors of Science degree & one year of professional or 
technical administrative support experience in business or public administration.  
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Acronyms 

Advanced Planning Documents APD 

American Recovery and Reinvestment Act of 2009 ARRA 

Centers for Medicare and Medicaid Services CMS 

Commercial Off the Shelf Software Products COTS 

Electronic Master Patient index eMPi 

Electronic Master Provider index eMPx 

Employer Sponsored Insurance ESI 

Federal Information Processing Standards FIPS 

Federal Poverty Level FPL 

Fiscal Agent FA 

Health Benefit Exchange Cooperative Agreement Project HBXCAP 

Health Care for the Uninsured Board HUB 

Health Information Exchange HIE 

Health Information Security and Privacy Collaborative HISPC 

Health Information Technology HIT 

Health Insurance Portability and Accountability Act of 1996 HIPAA 

Hewlett Packard Enterprise Systems HPES 

Individual Plan IP 

Information Technology IT 

Insure Oklahoma IO 

Internal Revenue Service  IRS 

Medicaid Management Information System MMIS 

Medicaid Information Technology Architecture MITA 

Oklahoma Department of Mental Health and Substance Abuse Services ODMHSAS 

Oklahoma Health Care Authority OHCA 

Oklahoma Health Information Exchange Trust OHIET 

Oklahoma Health Infrastructure and Exchange Project OHIEP 

Oklahoma Hospital Association OHA 

Oklahoma Insurance Department OID 

Oklahoma State Department of Health OSDH 

Oklahoma State University-Center for Health Sciences OSU-CHS 

Online Enrollment OE 

Patient Protection and Affordable Care Act ACA 

Personal Health Record PHR 

Request For Proposal RFP 

Service Efforts and Accomplishments SEA 

Social Security Administration SSA 

State Coverage Initiative SCI 

State Health Information Exchange Cooperative Agreement Program SHIECAP 

State Medicaid Health Information Technology Plan SMHP 

State-Designated Entity SDE 

Systems Development Life Cycle SDLC 

University of Oklahoma Health Sciences Center OUHSC 

Workgroup for Electronic Data Interchange WEDI 
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Dashboard - Phase I Mar-11 Mar-11 Apr-11 Apr-11 May-11 Jun-11 Jun-11 Jul-11 Aug-11 
OE Business Rules, Use Case & 
Process Documentation Gap and 
Remediation 

Mar-11 Mar-11 
Mar-11    
thru    

Apr-11 
Apr-11 

Apr-11   
thru   

May-11 
May-11 May-11 May-11 May-11 

OE Core Data Gap Analysis & 
Required Remediation  Mar-11 Mar-11 

Apr-11    
thru    

May-11 

May-11 
thru    

Jun-11 

Apr-11   
thru   

Sep-12 

Oct-12   
thru   

Nov-12 
Dec-12 Jan-13 Jan-13 

Rules Engine & Process 
Development for Commercial 
Carriers 

Mar-11 Mar-11 
Apr-11    
thru    

May-11 

May-11 
thru    
Jun-11 

Apr-11   
thru   

Sep-12 

Oct-12   
thru   

Nov-12 
Dec-12 Jan-13 Jan-13 

Dashboard Phase II Mar-11 Mar-11 
Apr-11    
thru    

May-11 

May-11 
thru    

Jun-11 

Apr-11   
thru 

Sep-12 

Oct-12   
thru   

Nov-12 
Dec-12 Jan-13 Jan-13 

Federal Level Data Feeds Phase II Mar-11 Mar-11 
Apr-11    
thru    

May-11 

May-11 
thru    

Jun-11 

Apr-11   
thru   

Sep-12 

Oct-12   
thru   

Nov-12 
Dec-12 Jan-13 Jan-13 

State Level Data Feeds Phase II Mar-11 Mar-11 
Apr-11    
thru    

May-11 

May-11 
thru    

Jun-11 

Apr-11   
thru   

Sep-12 

Oct-12   
thru   

Nov-12 
Dec-12 Jan-13 Jan-13 

Carrier Enrollment Application 
Interfaces Mar-11 Mar-11 

Apr-11    
thru    

May-11 

May-11 
thru    

Jun-11 

Apr-11   
thru   

Sep-12 

Oct-12   
thru   

Nov-12 
Dec-12 Jan-13 Jan-13 

Approved Benefit Package System Mar-11 Mar-11 
Apr-11    
thru    

May-11 

May-11 
thru    

Jun-11 

Apr-11   
thru   

Sep-12 

Oct-12   
thru   

Nov-12 
Dec-12 Jan-13 Jan-13 

Commercial Premium Process Mar-11 Mar-11 
Apr-11    
thru    

May-11 

May-11 
thru    

Jun-11 

Apr-11   
thru   

Sep-12 

Oct-12   
thru   

Nov-12 
Dec-12 Jan-13 Jan-13 

Online Enrollment Enhancement for 
Private Carrier Intake Oct-11 Nov-11 

Dec-11    
thru     

Jan-12 

Feb-12   
thru   

Mar-12 

Apr-11   
thru   

Sep-12 

Oct-12   
thru   

Nov-12 
Dec-12 Jan-13 Jan-13 

IRS  Processes Mar-11 Apr-11 
Apr-11   
thru    

Jun-11 
Jul-11 

Aug-11   
thru   

Sep-11 

Oct-11   
thru   

Nov-11 
Jan-13 Dec-12 Jan-13 

WIC Integration Mar-11 Apr-11 
Mar-11    
thru    

Apr-11 

May-11    
thru    

Jun-11 

Jul-11   
thru   

Mar-12 

Apr-12   
thru     

Jun-12 
Jul-12 Aug-12 Aug-12 
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Insure Oklahoma Individual Plan 
integration with OE Feb-11 Feb-11 Mar-11 

Mar-11   
thru   

Apr-11 

May-11   
thru   

Dec-11 

Dec-11   
thru   

Feb-12 
Mar-12 May-12 Jun-12 

Call Center for Exchange Jul-11 Jul-11 Mar-12 Apr-12 
May-12   
thru   

Oct-12 
Nov-12 Dec-13 Jan-13 Jan-13 

Phase I Federal Level Data Feeds Jul-11 Aug-11 Aug-11 Sep-11 
Oct-11    
thru    

Jan-12 

Feb-12   
thru   

Mar-12 
Apr-12 May-12 Jun-12 

Phase I State Level Data Feeds Jul-11 Aug-11 Aug-11 Sep-11 
Oct-11    
thru    

Jan-12 

Feb-12   
thru   

Mar-12 
Apr-12 May-12 Jun-12 

Harmonized eMPI Mar-11 Mar-11 
Apr-11    
thru    

May-11 

Jun-11   
thru   

Aug-11 

Sep-11   
thru   

Nov-11 

Dec-11   
thru     

Jan-12 
Feb-12 Mar-12 Mar-12 

Harmonized eMPx Mar-11 Mar-11 
Apr-11    
thru    

May-11 

Jun-11   
thru   

Aug-11 

Sep-11   
thru   

Nov-11 

Dec-11   
thru     

Jan-12 
Feb-12 Mar-12 Mar-12 
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Key Personnel  

Name Title Division Agency Education Experience* 

Lynn Puckett 
Contract Services 

Director 
Information 

Services OHCA BS 19 yrs 6 mos 

QUALIFICATIONS / SKILLS**: accountable for the fulfillment of data processing performed by the contracted fiscal agent, 
including equipment selection and purchase, systems analysis, programming, machine room operations and data entry, 
establishes priorities for systems development and data processing projects in accordance with departmental 
requirements; develops plans for future utilization of data processing services in the overall agency program, provide 
for liaison with users of data processing services; develops improved techniques and methods for agency activities 
making more efficient use of data processing techniques to complement other processes 

Richard Evans 

Eligibility 
Automation and 
Data Integrity 

Manager 

Information 
Services OHCA BA 13 yrs 8 mos 

QUALIFICATIONS / SKILLS**: create, implement, and manage a new automated Information Technology (IT) eligibility 
system for Title XIX and Title XXI Medicaid programs, provide advanced program and technical leadership, represent a 
state agency on various internal and external working committees, provide expert advice and recommendation on 
integrating IT programs with other business programs, track performance metrics including solution performance, 
capacity and other key metrics through the lifecycle of eligibility products developed by the unit   

Andy Chase 
Data Processing 

Analyst / Planning 
Specialist IV 

Information 
Services OHCA BS 11 yrs 5 mos 

QUALIFICATIONS / SKILLS**: supervises a group of DP Analyst/Planning Specialist I and II and fiscal agent system 
engineers and business analysts that performs planning and analysis and implementation of various data processing 
plans,  performs a wide range of analysis related to a complete operating system which involves the coordination of 
multiple projects to completion, strong emphasis is placed on coordinating policy and identifying user needs, then 
developing adequate systems design and implementation plans to meet those needs 

Matt Lucas 
Director of Insure 

Oklahoma 
Program 

Insure Oklahoma OHCA MBA 20 yrs 5 mos 

QUALIFICATIONS / SKILLS**: builds collaborative working relationships with diverse groups (e.g. insurance agent 
associations, trade associations, other state agencies, local agencies and advocacy groups), develops and implements 
long term goals, programs and initiatives that will have statewide impact, develops infrastructure within OHCA in order 
to oversee and coordinate with other interagency functions, coordinates with other state, federal and community 
agencies 

Derek Lieser 
Chief Project 

Manager 

CMS 
Establishment 

Grant for 
Exchanges 

ODMHSAS grantee MPH 6 yrs 10 mos 
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QUALIFICATIONS / SKILLS**: provides oversight and guidance in planning and the development of projects, participates 
in the identification of key strategic opportunities, and interfaces with executive staff, staff, and/or government agency 
officials in the representation and development of strategic projects, planning, and programs, participates in the 
establishment of integrated strategies and policies  

Nicole 
Prieto Johns 

Chief Project 
Manager 

CMS 
Establishment 

Grant for 
Exchanges 

ODMHSAS grantee MPA 7 yrs 1 mos 

QUALIFICATIONS / SKILLS**: provides oversight and guidance in planning and the development of projects, participates 
in the identification of key strategic opportunities, and interfaces with executive staff, staff, and/or government agency 
officials in the representation and development of strategic projects, planning, and programs, participates in the 
establishment of integrated strategies and policies  

Adolph Maren 
Senior Planning 
Coordinator / 

Project Manager 

Policy, Planning 
and Integrity OHCA MA 3 yrs 9 mos 

QUALIFICATIONS / SKILLS**: responsible for coordinating the systematic planning and development of projects as well 
as their prioritization in such areas as policy impact, information systems needs, and reporting by the unit and division 
for data analysis and statistical reporting,  facilitates the development of complex projects  

Buffy Heater 
Planning and 
Development 

Manager 

Policy, Planning 
and Integrity OHCA MPH 8 yrs 4 mos 

QUALIFICATIONS / SKILLS**: provides oversight and guidance in planning and the development of projects for the 
agency, participates in the identification of key strategic opportunities, and interfaces with executive staff, staff, and/or 
government agency officials in the representation and development of strategic projects, planning, and programs, 
participates in the establishment of integrated strategies and policies for the agency, manages and leads a team of 
professionals in performing planning services for the agency, coordinates the strategic planning efforts of the agency 
with the planning efforts of the unit 

* Years of experience include those consecutive years working at the OHCA. Additional experience outside of the OHCA 
may apply. 

** Qualifications and skills listed are applicable to the person's current position. Additional qualifications and skills may 
apply. 
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From: Nico Gomez
To: Katie Altshuler; Denise Northrup; Glenn Coffee; Terry Cline (TerryC@health.ok.gov); Alex Weintz;

"juliek@health.ok.gov"
Cc: Cindy Roberts; Mike Fogarty; Buffy Heater
Subject: Early Innovator Questions
Date: Thursday, April 07, 2011 1:54:05 PM
Attachments: questions for OHCA.doc

All~

Here is a list of questions (attached and below) we just received from the Tulsa World related to the
Early Innovator grant. We will draft a response for your review but please understand that your review
time might be short. Please let me know if you have any thoughts or suggestions related to any of the
questions as soon as possible.

Thanks,
Nico

-----Original Message-----
From: Ziva Branstetter [mailto:Ziva.Branstetter@tulsaworld.com]
Sent: Thursday, April 07, 2011 1:17 PM
To: Nico Gomez
Subject: Re: Instructions for Grantees: Restriction of Funds for IT Innovator Grantees

OK thanks. It looks like the first gate review period has passed. What percentage of the grand funds
have been drawn down? My questions are attached. I asked OSDH many of the same questions but
since OHCA wrote the grant, they are probably more appropriate to address to you guys. Thanks again.

Ziva Branstetter
Enterprise Editor
Tulsa World
ziva.branstetter@tulsaworld.com
918.581.8306 (office)
918.520.0406 (cell)
918.581.8353 (fax)

>>> Nico Gomez <Nico.Gomez@okhca.org> 4/7/2011 1:01 PM >>>
Ziva,

Here are the specific federal drawdown instructions for this grant.

Thanks,
Nico
________________________________

Dear IT Innovator Grantees,

Drawing Down Funds:  Instructions to Grantees:

Background:
The Center for Consumer Information and Insurance Oversight (CCIIO) will perform four (4) Gate
Reviews during the course of each year of early innovator grant funding consistent the Systems
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1. If the legislature does not approve acceptance of the grant, will the state return it to the federal government?


2. What will become of the exchange that is outlined in the grant proposal that the state submitted – will the state continue with its plans along the same lines?


3. Who wrote the grant proposal and when was it submitted? How many state employees are now tasked or assigned to this project? 

4. The grant application says the exchange ``will expand the population served potentially to every state resident.’’ How would that be?

5. The application also appears to call for a network that would hold a Personal Health Record and medical records of people who use the exchange. It also appears to have interfaces with other electronic medical records in the state. This has been publicly discussed as a place people can go to comparison shop for insurance policies. Do you think people are aware that the state is proposing to store medical records in the exchange?


6. The application also calls for something called an eMPI, an electronic master patient index, to validate patients’ addresses and says “stakeholder entities can use the eMPI key for matching and de-duplicating records in their own internal systems.’’ What sources of data would be kept in this network to identify patients’ addresses? What other agencies would the health benefits exchange interface with to verify identity?


7. The application states that ``one of the contractors for the OHIEP will be Hewlett Packard Enterprise Systems.’’ Shouldn’t that be something that is put out to competitive bid? How were they chosen? What other contractors were considered?

8. HP and its lobbyists gave $8,100 to lawmakers and also spent $1,000 on meals for lawmakers and other state officials last year. Was that lobbying an attempt to win the contract for this exchange?


9. The application also calls for 10 employees to work under OHCA and eventually for a call center to be developed. How would that be funded and how much would it cost?

10. What is the drawdown schedule for the grant and at what point does OHCA have to either return the grant or start spending it?

11. In general, what are the benefits of creating the exchange in this way for the state’s uninsured?




Development Life Cycle practices to monitor, assess, and guide grantees to ensure the highest quality
results are attained.

Gate Review 1:          Architecture Review (AR):                                   March 30 -April 1, 2011
Gate Review 2:          Project Baseline Review (PBR)                          May/June 2011
Gate Review 3:          Pre-Operational Readiness Review (PORR)                 September 2011
Gate Review 4:          Operational Readiness Review (ORR)            September/October 2012

Summary of Requirements:
CCIIO will review requests for a draw-down of funds to support the SDLC activities at the time of the
Gate Reviews.  The request is prospective for the obligations needed to get the grantee through to the
next gate review. Grantees may in the interim request a draw-down of funds to support the activities of
the Early Innovator IT Cooperative Agreement award.  Grantees will be required to submit to their
requests to their project officer via email:

1.       A brief description of how the draw-down request supports the goals of the approved
application's scope of work and the specific SDLC cycle
2.      Standard Form (SF) 424, a SF 424A, and a Budget Justification specific to the draw down
request.   Use the link and attach the form to your request for draw down. 
http://intranet.hhs.gov/forms/PHS/SF-424__Forms__SF-LLL__Forms_.pdf;  and
3.      A description of fiscal accountability of funds. Specifically, address:
a.       Name of Contractor or proposed contractor.
b.      Method of Selection: How was the contractor selected? State whether the contract is sole source
or competitive bid. If an organization is the sole source for the contract, include an explanation as to
why this institution is the only one able to perform contract services.
c.       Period of Performance: How long is the contract period? Specify the beginning and ending dates
of the contract.
d.      Scope of Work: What will the contractor do? Describe the specific services/tasks to be performed
by the contractor as related to the accomplishment of program objectives. Deliverables should be clearly
defined.
e.       Method of Accountability: How will the contractor be monitored? Describe how the progress and
performance of the contractor will be monitored during and on close of the contract period. Identify
who will be responsible for supervising the contract.

Timeline for Review and Release of Grant Funds:
CCIIO will perform an internal review of draw down requests.  That review is expected to take up to
two weeks, assuming documentation is sufficient to support the request for draw down of funds. The
Division of Grants Management Operations will notify grantees by email of CCIIO's decision regarding
the draw down request.

Susan Lumsden
Office of Consumer Information and Insurance Oversight
Department of Health and Human Services
(301) 492-4347

==================================================DISCLAIMER - This e-
mail message, including any attachments,
is for the sole use of the intended recipient(s) and may contain
confidential and privileged information.

If you are not the named addressee you should not disseminate,
distribute or copy this e-mail. Please notify the sender
immediately by e-mail if you have received this e-mail by
mistake and delete this e-mail from your system.
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The sender does not accept liability for any errors or omissions in
the contents of this message, which arise as a result of e-mail
transmission. If verification is required please request a
hard-copy version.

-------------------------------------------------------------------------------------
Each week 70% of Tulsa area adults read the Tulsa World (Scarborough Research 2010 R2).
To subscribe, call (918) 582-0921.
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transmission. If verification is required please request a
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Essential Health Benefits: Illustrative List of the Largest Three Small Group Products by State 

Summary 
This document provides illustrative information to complement the bulletin on essential health benefits (EHB) 
under the Affordable Care Act released on December 16, 2011.  Specifically, it provides a list of the products 
with the three largest enrollments in the small group market in each State using data from HealthCare.gov.  It 
provides the names of the three largest products in each State ranked by enrollment.  In addition, we are providing 
a list of the top three nationally available Federal Employee Health Benefit Program (FEHBP) plans based on 
enrollment. This information is being provided to facilitate a better understanding of the intended approach to 
EHBs. 

Background 
Non-grandfathered plans in the individual and small group markets both inside and outside of the Exchanges 
along with certain other types of plans must cover EHBs beginning in 2014.1  Section 1302(b)(1) of the 
Affordable Care Act provides that EHB include items and services within 10 statutorily defined benefit 
categories.  Section 1302(b)(2) instructs the Secretary that the scope of EHB shall equal the scope of benefits 
provided under a typical employer plan.  

On December 16, 2011, the U.S. Department of Health and Human Services (HHS) released a bulletin describing 
its intended approach to defining the essential health benefits under the Affordable Care Act. Under the 
Department’s intended approach, States would have the flexibility to select an existing health plan to set the 
“benchmark” for the items and services included in the EHB package.  All 10 statutory categories in section 
1302(b)(1) of the Affordable Care Act must be included as a part of EHB; if the benchmark does not initially 
cover a category, the benchmark must be supplemented.  States could choose a benchmark from among the 
following health insurance plans: 

• the largest plan by enrollment in any of the three largest small group insurance products in the State’s 
small group market; 

• any of the largest three State employee health benefit plans by enrollment; 
• any of the largest three national FEHBP plan options by enrollment; or 
• the largest insured commercial non-Medicaid Health Maintenance Organization (HMO) operating in the 

State. 

Purpose 
To provide consumers, employers, issuers, States, and other stakeholders with additional information about the 
small group products in each State, HHS is releasing a list of the largest three small group products in each State 

                                                           

1 Self-insured group health plans, health insurance coverage offered in the large group market, and grandfathered health 
plans are not required to cover the essential health benefits.   
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according to data collected by HealthCare.gov based on June 30, 2011 enrollment.2  HHS collects data from 
issuers of individual and small group major medical insurance on their products, as required by the Affordable 
Care Act. The information in this document is provided for illustrative purposes and is not an official list of 
products that will be benchmark options for State consideration.  HHS is still collecting and reviewing public 
comment on the EHB bulletin and will subsequently release regulations.   

The list below includes small group products that are open for enrollment as well as products that are closed but 
still active.  Any products that are association products or that are not major medical plans are not included.   

Additionally, we are providing a list of the top three nationally available Federal Employee Health Benefit 
Program (FEHBP) plans based on March 31, 2011 enrollment data. 

Limitations of Small Group Market Data from HealthCare.gov 
This list is provided solely for informational purposes, and does not represent any endorsement by HHS of any 
particular products.  Further information on many of these products can be found on HealthCare.gov.  However 
the benefits information presented on the HealthCare.gov website is not intended to represent the full scope or 
definition of benefits of potential benchmarks. 

The Essential Health Benefits Bulletin issued on December 16, 2011 indicates that one option for EHB 
benchmarks will be determined by the largest plan in any of the three largest small group products based on 
enrollment. While product information is collected, enrollment information on each specific combination of 
benefits and cost sharing that make up a plan is not collected for display on HealthCare.gov.  In the future, HHS 
intends to provide this additional information on the actual benchmark options.  

                                                           

2 The HealthCare.gov enrollment data is collected as of a point in time. For the October 2011 data collection, issuers 
submitted enrollment data as of June 30, 2011. These numbers were collected during the first detailed small group 
submission for HealthCare.gov. 
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Largest Three National FEHBP Plan Options for March 31, 2011 
NOTE: Covered services are the same for BCBS Standard Option and BCBS Basic Option 

Issuer Name Plan Name Network Type 2012 Plan Benefit Brochure 

Blue Cross Blue Shield Standard Option PPO 

http://www.opm.gov/insure/health/planinfo/2
012/brochures/71-005.pdf 

Blue Cross Blue Shield Basic Option PPO 

http://www.opm.gov/insure/health/planinfo/2
012/brochures/71-005.pdf 

Government Employees 
Health Association (GEHA) Standard Option PPO 

http://www.opm.gov/insure/health/planinfo/2
012/brochures/71-006.pdf 

Source:  U.S. Office of Personnel Management. 
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Largest Three Small Group Products in Each State, as of June 30, 2011 
[Includes Closed Products; Excludes Association Plans] 
NOTE: This list is presented in rank order by enrollment. 

State Rank Product ID Issuer Name Product Name 
Network 
Type 

AK 1 
38344AK015 Premera Blue Cross Blue Shield of Alaska 

Alaska Heritage Select 
Envoy PPO 

AK 2 
38344AK012 Premera Blue Cross Blue Shield of Alaska Alaska Heritage Plus Envoy PPO 

AK 3 
62637AK007 John Alden Life Insurance Company REAL CHOICES PPO 

AL 1 
46944AL003 Blue Cross and Blue Shield of Alabama 320 Plan PPO 

AL 2 
46944AL006 Blue Cross and Blue Shield of Alabama Healthy Blue PPO 

AL 3 
46944AL001 Blue Cross and Blue Shield of Alabama 300 Plan PPO 

AR 1 
75293AR018 Arkansas Blue Cross and Blue Shield PPO PPO 

AR 2 
70525AR001 QCA Health Plan, Inc. PreferredChoice POS 

AR 3 
13262AR001 HMO Partners, Inc. Open Access POS POS 

AZ 1 
84251AZ001 Aetna Life Insurance Company 

Aetna Preferred Provider 
Organization PPO 

AZ 2 
82011AZ001 UnitedHealthcare Insurance Company Choice Plus POS 

AZ 3 
51485AZ002 Health Net Life Insurance Company PPO PPO 

CA 1 
40513CA035 Kaiser Foundation Health Plan, Inc. Small Group HMO HMO 

CA 2 
48962CA106 Anthem BC Life & Health Co(Anthem BC) PPO PPO 

CA 3 
27603CA101 Blue Cross of California(Anthem BC) PPO PPO 

CO 1 
67879CO001 UnitedHealthcare Insurance Company Choice Plus POS 

CO 2 
21032CO038 Kaiser Foundation Health Plan of Colo. HMO HMO 

CO 3 
87269CO096 

Rocky Mountain Hospital and Medical 
Service, Inc. (Anthem BCBS) PPO PPO 

CT 1 
29462CT003 Oxford Health Insurance, Inc. PPO Plan PPO 

CT 2 
75091CT108 ConnectiCare, Inc. HMO HMO 

CT 3 
86545CT100 Anthem Health Plans Inc(Anthem BCBS) BLUECARE HMO HMO 
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State Rank Product ID Issuer Name Product Name 
Network 
Type 

DC 1 
78079DC008 GHMSI (Carefirst, Inc.) BluePreferred PPO 

DC 2 
86052DC008 CareFirst BlueChoice, Inc. BlueChoice HMO HMO 

DC 3 
41842DC001 UnitedHealthcare Insurance Company Choice Plus POS 

DE 1 
76168DE025 Blue Cross Blue Shield of Delaware Simply Blue EPO EPO 

DE 2 
67190DE001 Aetna Health Inc. (a PA corp.) 

Aetna Health Maintenance 
Organization POS 

DE 3 
81914DE044 Coventry Health Care of Delaware, Inc. 

$1,000 Deductible OA HRA 
w/Integrated Rx HMO 

FL 1 
16842FL001 Blue Cross and Blue Shield of Florida BlueOptions PPO 

FL 2 
43839FL002 UnitedHealthcare Insurance Company Choice Plus POS 

FL 3 
18628FL001 Aetna Health Inc.  (a FL corp.) 

Aetna Health Maintenance 
Organization HMO 

GA 1 
49046GA028 BCBS Healthcare Plan of Georgia, Inc. POS POS 

GA 2 
49046GA025 BCBS Healthcare Plan of Georgia, Inc. POS POS 

GA 3 
49046GA027 BCBS Healthcare Plan of Georgia, Inc. HMO HMO 

HI 1 
18350HI029 Hawaii Medical Service Association Preferred Provider Plan 2010 PPO 

HI 2 
60612HI009 Kaiser Foundation Health Plan, Inc. Small Group Plans HMO 

HI 3 
18350HI027 Hawaii Medical Service Association Health Plan Hawaii Plus HMO 

IA 1 
72160IA001 Wellmark Inc. Alliance Select PPO 

IA 2 
56610IA001 

UnitedHealthcare Plan of the River Valley, 
Inc. Select Advantage HMO 

IA 3 
50735IA001 Medical Associates Health Plans HMO HMO 

ID 1 
61589ID080 Blue Cross of Idaho Health Service Inc. Preferred Blue PPO 

ID 2 
44648ID020 Regence Blue Shield of Idaho Regence Innova PPO 

ID 3 
60597ID001 PacificSource Health Plans Preferred Codeduct PPO 

IL 1 
36096IL027 Blue Cross Blue Shield of Illinois 

BlueAdvantage Entrpreneur 
PPO PPO 

IL 2 
36096IL043 Blue Cross Blue Shield of Illinois BlueEdge HSA    PPO 
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State Rank Product ID Issuer Name Product Name 
Network 
Type 

IL 3 
36096IL031 Blue Cross Blue Shield of Illinois BluePrint PPO PPO 

IN 1 
17575IN054 Anthem Ins Companies Inc(Anthem BCBS) PPO PPO 

IN 2 
17575IN055 Anthem Ins Companies Inc(Anthem BCBS) LUMENOS PPO 

IN 3 
72850IN001 UnitedHealthcare Insurance Company Choice Plus POS 

KS 1 
18558KS015 Blue Cross and Blue Shield of Kansas 

Comprehensive Major 
Medical - Blue Choice PPO 

KS 2 
18558KS013 Blue Cross and Blue Shield of Kansas AffordaBlue - Blue Choice PPO 

KS 3 
94968KS001 UnitedHealthcare Insurance Company Choice Plus POS 

KY 1 
36239KY047 

Anthem Health Plans of KY(Anthem 
BCBS) PPO PPO 

KY 2 
36239KY048 

Anthem Health Plans of KY(Anthem 
BCBS) LUMENOS PPO 

KY 3 
15411KY039 Humana Health Plan, Inc. KY COPAY 10 PPO 

LA 1 
97176LA018 Blue Cross and Blue Shield of Louisiana GroupCare PPO PPO 

LA 2 
97176LA017 Blue Cross and Blue Shield of Louisiana Blue Saver PPO 

LA 3 
19636LA008 HMO Louisiana, Inc. HMOLA-POS POS 

MA 1 
29125MA003 Tufts Associated Health Maintenance Org HMO Value Plan HMO 

MA 2 
42690MA126 Blue Cross Blue Shield of Mass HMO Blue HMO Blue HMO 

MA 3 
36046MA002 Harvard Pilgrim  Health Care Inc. Best Buy HMO HMO 

MD 1 
28137MD008 CareFirst BlueChoice, Inc. 

BlueChoice HMO HSA 
Open Access HMO 

MD 2 
28137MD007 CareFirst BlueChoice, Inc. BlueChoice HMO HMO 

MD 3 
94084MD007 GHMSI (Carefirst, Inc.) BluePreferred HSA PPO 

ME 1 
48396ME046 

Anthem Health Plans of ME(Anthem 
BCBS) PPO PPO 

ME 2 
53357ME001 Aetna Life Insurance Company 

Aetna Preferred Provider 
Organization PPO 
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State Rank Product ID Issuer Name Product Name 
Network 
Type 

ME 3 
48396ME047 

Anthem Health Plans of ME(Anthem 
BCBS) Lumenos PPO 

MI 1 
15560MI001 Blue Cross Blue Shield  of Michigan Community Blue  PPO 

MI 2 
98185MI005 Blue Care Network of Michigan BCN 10 Deductible Option HMO 

MI 3 
63631MI001 UnitedHealthcare Insurance Company Choice Plus POS 

MN 1 
79888MN021 HealthPartners, Inc. Small Group Product PPO 

MN 2 
49316MN074 Blue Cross and Blue Shield of Minnesota CMM Non-Mandated PPO 

MN 3 
49316MN071 Blue Cross and Blue Shield of Minnesota Options Blue HSA PPO 

MO 1 
32753MO065 Healthy Alliance Life Co(Anthem BCBS) Blue Access Choice  PPO 

MO 2 
95426MO001 UnitedHealthcare Insurance Company Choice Plus POS 

MO 3 
58696MO001 Mercy Health Plans PPO Small Group PPO 

MS 1 
11721MS002 Blue Cross & Blue Shield of Mississippi Network Blue PPO 

MS 2 
98805MS001 UnitedHealthcare Insurance Company Choice Plus POS 

MS 3 
97560MS002 UnitedHealthcare of Mississippi, Inc. Choice Plus POS 

MT 1 
30751MT007 Blue Cross and Blue Shield of Montana Blue Solutions PPO 

MT 2 
64206MT020 John Alden Life Insurance Company REAL CHOICES PPO 

MT 3 
42133MT001 Allegiance Life & Health Insurance, Inc. ALH MASTER POLICY PPO 

NC 1 
11512NC002 Blue Cross and Blue Shield of NC Blue Options PPO 

NC 2 
69347NC002 UnitedHealthcare Insurance Company Choice Plus POS 

NC 3 
11512NC004 Blue Cross and Blue Shield of NC Blue Options HSA  PPO 

ND 1 
37160ND215 Blue Cross Blue Shield of North Dakota CompChoice PPO 

ND 2 
37160ND217 Blue Cross Blue Shield of North Dakota SelectChoice POS 

ND 3 
37160ND214 Blue Cross Blue Shield of North Dakota Classic Blue PPO 

NE 1 
29678NE001 Blue Cross and Blue Shield of Nebraska Blue Pride PPO 

NE 2 
29678NE002 Blue Cross and Blue Shield of Nebraska Blue Freedom PPO 

NE 3 
73102NE001 UnitedHealthcare Insurance Company Choice Plus POS 

1390



8 

State Rank Product ID Issuer Name Product Name 
Network 
Type 

NH 1 
96751NH003 

Matthew Thornton Hlth Plan(Anthem 
BCBS) HMO Blue New England HMO 

NH 2 
96751NH005 

Matthew Thornton Hlth Plan(Anthem 
BCBS) Matthew Thornton Blue HMO 

NH 3 
96751NH001 

Matthew Thornton Hlth Plan(Anthem 
BCBS) Access Blue New England HMO 

NJ 1 
91661NJ004 Horizon Blue Cross Blue Shield of NJ 

Advantage Direct Access 
100/80/60 $30/$50 Copay POS 

NJ 2 
48834NJ001 Oxford Health Plans (NJ), Inc. HMO Plan HMO 

NJ 3 
82884NJ001 Aetna Health Inc.  (a NJ corp.) 

Aetna Health Maintenance 
Organization HMO 

NM 1 
97132NM009 Lovelace Health System, Inc. PREMIER 2500 COINS HMO 

NM 2 
75605NM014 Blue Cross Blue Shield of New Mexico BlueNet PPO 

PPO, EPO, 
and HSA 

NM 3 
90762NM001 UnitedHealthcare Insurance Company Choice Plus POS 

NV 1 
33670NV087 

Rocky Mountain Hospital and Medical 
Service, Inc. (Anthem BCBS) PPO PPO 

NV 2 
95865NV002 Health Plan of Nevada, Inc. POS POS 

NV 3 
95865NV001 Health Plan of Nevada, Inc. HMO HMO 

NY 1 
85629NY001 Oxford Health Insurance, Inc. EPO EPO 

NY 2 
44113NY001 Empire HealthChoice Assurance, Inc. PRISM EPO  EPO 

NY 3 
26420NY002 Oxford Health Plans (NY), Inc. HMO Plan POS 

OH 1 
29276OH050 

Community Insurance Company(Anthem 
BCBS) PPO PPO 

OH 2 
80627OH005 Medical Mutual of Ohio SuperMed Plus PPO 

OH 3 
29276OH051 

Community Insurance Company(Anthem 
BCBS) LUMENOS PPO 

OK 1 
87571OK006 Blue Cross Blue Shield of Oklahoma BlueOptions PPO PPO 

OK 2 
87571OK016 Blue Cross Blue Shield of Oklahoma BlueOptions PPO PPO 

1391



9 

State Rank Product ID Issuer Name Product Name 
Network 
Type 

OK 3 
87571OK004 Blue Cross Blue Shield of Oklahoma BlueChoice PPO 

OR 1 
77969OR012 Regence BlueCross BlueShield of Oregon Regence Innova PPO 

OR 2 
77969OR036 Regence BlueCross BlueShield of Oregon Regence Innova PPO 

OR 3 
77969OR061 Regence BlueCross BlueShield of Oregon Regence Innova PPO 

PA 1 
26522PA001 

Highmark Health Insurance Company - 
West PPO Blue  PPO 

PA 2 
64844PA001 Aetna Health Inc. (a PA corp.) 

Aetna Health Maintenance 
Organization POS 

PA 3 
57900PA002 QCC (Independence BC) Personal Choice  PPO 

RI 1 
15287RI004 Blue Cross & Blue Shield of Rhode Island HealthMate Coast-to-Coast  PPO 

RI 2 
90117RI001 UnitedHealthcare Insurance Company Choice Plus POS 

RI 3 
15287RI025 Blue Cross & Blue Shield of Rhode Island VantageBlue PPO 

SC 1 
26065SC015 BlueCross BlueShield of South Carolina Business Blue Complete PPO 

SC 2 
49532SC001 BlueChoice HealthPlan of SC, Inc. CarolinaADVANTAGE PPO 

SC 3 
26065SC020 BlueCross BlueShield of South Carolina HDHP-HSA PPO 

SD 1 
50305SD001 Wellmark of South Dakota Blue Select PPO 

SD 2 
62210SD125 DAKOTACARE Choice Group HMO 

SD 3 
62210SD092 DAKOTACARE Choice Group HMO 

TN 1 
14002TN013 BlueCross BlueShield of Tennessee PPO PPO 

TN 2 
14002TN016 BlueCross BlueShield of Tennessee HDHP PPO 

TN 3 
69443TN001 UnitedHealthcare Insurance Company Choice Plus POS 

TX 1 
33602TX034 Blue Cross Blue Shield of Texas BestChoice PPO PPO 

TX 2 
98809TX002 UnitedHealthcare Insurance Company Choice Plus POS 

TX 3 
33602TX024 Blue Cross Blue Shield of Texas BestChoice PPO PPO 

UT 1 
22013UT013 Regence BlueCross BlueShield of Utah Regence Innova PPO 

UT 2 
22013UT039 Regence BlueCross BlueShield of Utah Regence Innova PPO 
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State Rank Product ID Issuer Name Product Name 
Network 
Type 

UT 3 
22013UT065 Regence BlueCross BlueShield of Utah Regence Innova PPO 

VA 1 
16064VA115 

Anthem Health Plans of VA(Anthem 
BCBS) PPO PPO 

VA 2 
88380VA065 HealthKeepers, Inc(Anthem BCBS) Anthem HealthKeepers HMO 

VA 3 
20507VA017 Optima Health Plan Optima Vantage  HMO 

VT 1 
95943VT001 The Vermont Health Plan HSA BlueCare HMO 

VT 2 
92802VT006 MVP Health Insurance Company 

VECOC - Preferred Suite HD 
EPO EPO 

VT 3 
95943VT003 The Vermont Health Plan BlueCare HMO 

WA 1 
87718WA014 Regence BlueShield Regence Innova PPO 

WA 2 
87718WA034 Regence BlueShield Regence Innova PPO 

WA 3 
87718WA054 Regence BlueShield Regence Innova PPO 

WI 1 
59158WI001 UnitedHealthcare Insurance Company Choice Plus POS 

WI 2 
79475WI028 

Compcare Health Serv Ins Co(Anthem 
BCBS) POS POS 

WI 3 
64772WI001 Medical Associates Health Plans HMO HMO 

WV 1 
31274WV006 

Highmark Blue Cross Blue Shield West 
Virginia Super Blue Plus 2000 PPO 

WV 2 
31274WV008 

Highmark Blue Cross Blue Shield West 
Virginia Super Blue Plus 2010 PPO 

WV 3 
31274WV007 

Highmark Blue Cross Blue Shield West 
Virginia Super Blue Plus 2008 PPO 

WY 1 
11269WY002 Blue Cross Blue Shield of Wyoming Blue Choice Business 

Fee for 
Service 

WY 2 
72208WY015 John Alden Life Insurance Company REAL CHOICES PPO 

WY 3 
11269WY004 Blue Cross Blue Shield of Wyoming Wyoming Choice Network PPO 

Source:  Centers for Medicare & Medicaid Services, Center for Consumer Information and Insurance Oversight 
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From: Alex Weintz
To: Katie Altshuler; Denise Northrup; Glenn Coffee
Cc: Andrew Silvestri; Aaron Cooper
Subject: enid news and eagle likes us on health insurance exchanges
Date: Friday, April 08, 2011 8:44:29 AM

So for whats its worth (not much apparently), we now have editorials from the Enid paper,
Muskogee paper, Tulsa World and Oklahoman supporting our position. That’s two traditionally
conservative papers and 2 Democratic ones. I have not seen any criticizing our position.
 
If we wanted to put together a document, which I don’t think would be particularly helpful, it would
read something like:
 
“Fallin is right” –Tulsa World
“Senate is wrong” – Enid News and Eagle
“Senate Misses Mark” – Muskogee Phoenix
“Everyone who disagrees with Mary on this issue is a total nut job” – Kirk Humphreys

Senate is wrong

Turning down grant to build health insurance exchange is a bad idea

Enid News and Eagle

Although the entire state government is controlled by the Republicans, that doesn’t mean the
leaders in the party are going to agree on everything.

A first ripple was demonstrated last week when the Oklahoma Senate announced it will not
consider a bill to help establish a state health insurance exchange. In doing so, they are
turning down a federal grant of $54 million to build a health insurance exchange.

Gov. Mary Fallin had promoted the exchange, saying the state’s establishing such an
exchange is the best way for the state to have control over health care costs.

The governor is right and the Senate Republicans are wrong on this issue.

The Senate Republicans are afraid the federally-funded health insurance exchange is too
much like the President Barack Obama’s health care reform law. Many Republicans
campaigned on their opposition to the federal health care plan.

Fallin has been very clear she doesn’t support Obama’s health care plan either. Yet, she also
believes if the state does not have an exchange in place by 2013, the federal government will
step in and create its own.

We agree, overall, most voters in the state do not approve of the Obama health care plan.
Yet, we also are realistic at least parts, if not all, of that plan eventually will come to pass,
despite court fights.

Fallin is right in that the state has to be ready for what comes down the pike.
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The state Senate totally missed an opportunity to have better control over any kind of federal
health care mandates that come our way, and in doing so, has done a disservice to
Oklahomans.

 
 
Alex Weintz
Communications Director
Office of Governor Mary Fallin
phone: (405) 522-8819
cell: (405) 535-7317
Alex.Weintz@gov.ok.gov
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CROWE&DUNLEVY 
ATTORNEYS AND COUNSELORS AT LAW 

M E M O R A N D U M 

TO:  SHIECAP Governance Committee 

FROM:  Karen S. Rieger, Kevin D. Gordon, Cori H. Loomis, Christopher B. Keim 

DATE:  April 12, 2010 

RE:  Entity Analysis Matrix 

 
 
 Law State 

Agency 
Public Trust Not-for-Profit, Tax-

Exempt Corporation 

Procedure/Transparency Oklahoma Open Meetings 
Act1 
 

Yes2 Yes3 
 

Generally N/A, unless receiving 
public funds and exercising 
decision-making authority. 
 

 Oklahoma Open Records 
Act4 
 

Yes5 Yes6 
 

Generally N/A, unless receiving 
public funds and exercising 
decision-making authority. 
 

 Administrative Procedures Yes8 Yes9 No 

                                                 
1 25 O.S. §§ 301-312. 
2 25 O.S. § 304. 
3 25 O.S. § 304 (definition of public body); see also Okla. A.G. Op. No. 2010-01. 
4 51 O.S. §§ 24A.1-24A.29. 
5 51 O.S. § 24A.3. 
6 51 O.S. §24A.3; see also Okla. A.G. Op. No. 2010-1. 
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 Law State 
Agency 

Public Trust Not-for-Profit, Tax-
Exempt Corporation 

Act7 

Limits on Liability Governmental Tort Claims 
Act10 
 

Yes11 Yes12 
 

No 

Taxation Sales and Use Taxes 
 

Exempt13 Exempt14 
 

Exempt only in certain 
circumstances.15 
 

 Ad Valorem Taxes 
 

Exempt16 Exempt if 
property held in 
compliance with 
Oklahoma Public 
Trust Act.17 
 

Exempt on property used 
exclusively for charitable 
purposes; not exempt on property 
used for proprietary purposes or 
leased to for profit persons or 
entities 
 

 IRS Excess Benefit 
Transaction Provisions18 
 

N/A Yes, to the extent  
public trust has 
outstanding tax-

Yes 

                                                                                                                                                                                                                                        
8 75 O.S. § 250.3. 
9 75 O.S. § 250.3; see also Okla. A.G. Op. No. 2010-1. 
7 75 O.S. §§ 250-323. 
10 51 O.S. §§ 151-200. 
11 51 O.S. § 152. 
12 See generally 51 O.S. § 152(13). 
13 68 O.S. § 1356(1). 
14 Okla. A.G. Op. No. 1977-106. 
15 See generally 68 O.S. § 1356. 
16 68 O.S. § 2887. 
17 See 60 O.S. § 178.5. 
18 26 U.S.C. § 4958. 
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 Law State 
Agency 

Public Trust Not-for-Profit, Tax-
Exempt Corporation 

exempt bonds 
 

Creation/Governance Creation by statute. Yes Not expressly 
required under 
Public Trust Act, 
but may be 
desirable.19  

No 

 Board Composition Set by 
statute 

5 member board 
appointed by 
Governor with 
advice and 
consent of 
Senate.20 

Flexible 

Capital/Expenditures/Operations Public Competitive Bidding 
Act21 
 

Yes22 Yes23 
 

No 
 

 Public Trust Competitive 
Bidding Requirements24 

N/A Yes25 
 

N/A 
 

 Conflict of Interest 
Prohibition – Oklahoma 

Yes Unlikely27 No 

                                                 
19 See generally 60 O.S. § 176(A); Okla. A.G. Op. No. 1990-23. 
20 60 O.S. § 178(B).  
21 61 O.S. §§ 101-138. 
22 61 O.S. § 102. 
23 61 O.S. § 102; see also Okla. A.G. Op. No. 2010-1. 
24 60 O.S. § 176(H). 
25 60 O.S. § 176(H). 
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 Law State 
Agency 

Public Trust Not-for-Profit, Tax-
Exempt Corporation 

Constitution26 
 Conflict of Interest 

Provisions – Oklahoma 
Public Trust Act28 

N/A Yes29 No 

 Joint Venture Activities 
 

No Yes, except to 
extent the public 
trust is supported 
by tax revenues; 
public trusts with 
outstanding tax-
exempt bonds 
subject to the 
same limitations 
as not for profit, 
tax-exempt 
corporations 
 

Yes, subject to guidelines to 
assure tax-exempt entity 
maintains sufficient control to 
further its charitable purposes 
 

 Debt and Contracting 
Limitations – Oklahoma 
Constitution30  

Yes No31 No 

 Oklahoma Central 
Purchasing Act32 

Yes33 Unlikely, 
clarifying 

No 

                                                                                                                                                                                                                                        
27 See Okla. A.G. Op. No. 1996-47. 
26 Okla. Const. Art. X, § 11. 
28 60 O.S. § 178.8. 
29 60 O.S. § 178.8. 
30 Okla. Const. Art. X, §§ 23-25. 
31 See 60 O.S. § 176; Okla. AG Op. No. 1990-23. 
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 Law State 
Agency 

Public Trust Not-for-Profit, Tax-
Exempt Corporation 

language 
desirable.34 

 Issuing Bonds By 
statutory 
authority 

Yes35 Not directly, but may be issued 
by a public trust on behalf of not 
for profit corporation 

 Funds held on deposit by 
Oklahoma State Treasurer36 

Yes37 No, to extent 
funds generated 
by non-state 
contributions and 
trust revenues.38 

No 

                                                                                                                                                                                                                                        
32 74 O.S. §§ 85.1-85.44C.  
33 74 O.S. § 85.2. 
34 See Okla. A.G. Op. No. 1996-47; see generally Okla. A.G. Op. No. 1984-135 (concluding state-beneficiary public trust subject to Central Purchasing 
Act).  This Attorney General Opinion is substantially dated and may no longer apply to a public trust analysis. 
35 60 O.S. § 176(A). 
36 See generally 74 O.S. § 362. 
37 See 74 O.S. § 362. 
38 Okla. A.G. Op. No. 1986-70; see also Okla. A.G. Op. No. 1990-23. 
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 Law State 
Agency 

Public Trust Not-for-Profit, Tax-
Exempt Corporation 

 Restriction on use of public 
funds as gifts or for non-
public purposes - Oklahoma 
Constitution39 

Yes No, to extent 
funds generated 
by non-state 
contributions and 
trust revenues.40  

No 

 Receipt of state grant funds Agency 
typically 
administers 
grant 
funds. 

Yes, when 
satisfy grant 
objective (likely 
need legislative 
act creating grant 
program) and not 
inconsistent with 
trust 
documents.41  

Possibly, if satisfy grant 
objective and exempt purposes of 
entity. 

 Receipt of state 
appropriations 

Yes Possibly, if 
appropriation 
accomplishes 
governmental 
purpose with 
appropriate 
controls over 
entity receiving 
funds.42  

Generally no 

                                                 
39 See generally Okla. Const. Art. X, §§ 14, 15, 17. 
40 Okla. A.G. Op. No. 1986-131. 
41 See Okla. AG Op. No. 2004-20. 
42 See generally Okla. A.G. Op. No. 2007-41.  Although the test cited above reflects the general law governing appropriations – and would presumably 
apply to govern a direct appropriation to a public trust – there is no precedent we are aware of specifically approving of such action. 
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 Law State 
Agency 

Public Trust Not-for-Profit, Tax-
Exempt Corporation 

 Interlocal Cooperation Act43 Yes44 Yes45 Generally no46 

 Oklahoma Personnel Act47  Yes48 No49 No 

 

                                                 
43 74 O.S. §§ 1001-1008. 
44 74 O.S. § 1003. 
45 74 O.S. § 1003. 
46 See 74 O.S. § 1003. 
47 74 O.S. §§ 840-1.1-840.2-27. 
48 74 O.S. § 840-1.3. 
49 Okla. A.G. Op. No. 1996-47. 

1403



Copyright © National Academy of Sciences. All rights reserved.

Essential Health Benefits:  Balancing Coverage and Costs

  

PREPUBLICATION COPY: UNCORRECTED PROOFS 

  
 
 

Essential Health Benefits 
 

Balancing Coverage and Cost  
 

 
 

 
 
 
Cheryl Ulmer, John Ball, Elizabeth McGlynn, and Shadia Bel Hamdounia, Editors 

 
 

 
 

 Committee on Defining and Revising an Essential Health Benefits Package 
for Qualified Health Plans  

 
Board on Health Care Services 

 
 
 

 
 
 

 
 

 

1404



Copyright © National Academy of Sciences. All rights reserved.

Essential Health Benefits:  Balancing Coverage and Costs

 

PREPUBLICATION COPY: UNCORRECTED PROOFS 

THE NATIONAL ACADEMIES PRESS        500 Fifth Street, N.W.             Washington, DC   20001 
 

NOTICE: The project that is the subject of this report was approved by the Governing Board of the 
National Research Council, whose members are drawn from the councils of the National Academy of 
Sciences, the National Academy of Engineering, and the Institute of Medicine.  

 
This study was supported by Contract No. HHSP 23320042509XI, Task Order HHSP23337027T between 
the National Academy of Sciences and the Assistant Secretary for Planning and Evaluation of the U.S. 
Department of Health and Human Services. Any opinions, findings, conclusions, or recommendations 
expressed in this publication are those of the author(s) and do not necessarily reflect the view of the 
organizations or agencies that provided support for this project. 
 
International Standard Book Number 0-309-XXXXX-X (Book) 
International Standard Book Number 0-309- XXXXX –X (PDF) 
Library of Congress Control Number: 00 XXXXXX 
 
Additional copies of this report are available from the National Academies Press, 500 Fifth Street, N.W., 
Lockbox 285, Washington, DC 20055; (800) 624-6242 or (202) 334-3313 (in the Washington 
metropolitan area); Internet, http://www.nap.edu.  
 
For more information about the Institute of Medicine, visit the IOM home page at: www.iom.edu.  
 
Copyright 2011 by the National Academy of Sciences. All rights reserved. 
 
Printed in the United States of America 
 
The serpent has been a symbol of long life, healing, and knowledge among almost all cultures and 
religions since the beginning of recorded history. The serpent adopted as a logotype by the Institute of 
Medicine is a relief carving from ancient Greece, now held by the Staatliche Museen in Berlin. 
 
Suggested citation: IOM (Institute of Medicine). 2011. Essential Health Benefits: Balancing 
Coverage and Cost. Washington, DC: The National Academies Press.

1405



Copyright © National Academy of Sciences. All rights reserved.

Essential Health Benefits:  Balancing Coverage and Costs

 

PREPUBLICATION COPY: UNCORRECTED PROOFS 

''J(rwTving is not enough)· we must apply. 
Willing is not enough; we must do.)) 

- :~oethe 

INSTITU1TE OF MEDICINE 
OF THE NATIONAL ACADEMIES 

Advising the Nation. Improving Health. 

1406



Copyright © National Academy of Sciences. All rights reserved.

Essential Health Benefits:  Balancing Coverage and Costs

  

PREPUBLICATION COPY: UNCORRECTED PROOFS 

 

The National Academy of Sciences is a private, nonprofit, self-perpetuating society of distinguished scholars engaged in 
scientific and engineering research, dedicated to the furtherance of science and technology and to their use for the general 
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Foreword 
 

 
The Patient Protection and Affordable Care Act marks a milestone on a path toward substantially 

reducing the number of un-and underinsured individuals in this nation. The lack of health insurance is 
harmful to health, and equity in access to needed health care is one measure of a just society. But in 
creating the conditions for expanded insurance coverage, how, exactly, should one go about deciding 
what to include as essential in a health insurance plan?  

This Institute of Medicine report Essential Health Benefits: Balancing Coverage and Cost answers 
this question. The Patient Protection and Affordable Care Act sets out parameters and guidance that serve 
as a point of departure and a constant reference for the committee’s deliberations. This report lays out 
criteria and methods to define and update the essential health benefits package. The committee’s 
recommendations aim at promoting evidence-based practices and prudent stewardship of resources. They 
encourage innovation and suggest ways to remain sensitive over time to evolving public preferences for 
coverage. This study was initiated at the request of the Assistant Secretary for Planning and Evaluation at 
the Department of Health and Human Services, and we sincerely hope the report will prove useful in the 
implementation of broader insurance coverage. 

I am grateful for the support of our sponsors and to the committee, led by John Ball, which grappled 
with the complexity of balancing coverage needs of individuals, and sustainability of the Essential Health 
Benefits package. Their work was reinforced by staff working under the direction of Cheryl Ulmer and 
including Shadia Bel Hamdounia, Cassandra Cacace, and Ashley McWilliams. I commend both 
committee and staff for this product and believe it provides a sound basis for the defining, and future 
refining, of an essential health benefits package.  

 
Harvey V. Fineberg, M.D., Ph.D. 
President, Institute of Medicine 
July 2011 
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Preface  
 

A critical element of the Patient Protection and Affordable Care Act (ACA) is the set of health 
benefits—termed “essential health benefits” (EHB)—that must be offered to individuals and small groups 
in state-based purchasing exchanges and the existing market. If the package of benefits is too narrow, 
health insurance might be meaningless; if it is too broad, insurance might become too expensive. The 
Institute of Medicine (IOM) Committee on Defining and Revising an Essential Health Benefits Package 
for Qualified Health Plans concluded that the major task of the Secretary of Health and Human Services 
(HHS) in defining the EHB will be balancing the comprehensiveness of benefits with their cost. 

Not surprisingly, the work of this committee drew intense public interest. Opportunity for public 
input was offered through testimony at two open hearings and through the web. The presentations at the 
hearings reinforced for the committee the difficulty of the task of balancing comprehensiveness and 
affordability. On the one hand, groups representing providers and consumers urged the broadest possible 
coverage of services. On the other, groups representing both small and large businesses argued for 
affordability and flexibility. The committee thus viewed its principal task as helping the Secretary 
navigate these competing goals and preferences in a fair and implementable way. 

The ACA sets forth only broad guidance in defining essential health benefits, and that guidance is 
ambiguous—some would say contradictory. First, EHB “shall include at least” ten named categories of 
health services per Section 1302.  Second, the scope of the EHB shall be “equal to the scope of benefits 
provided under a typical employer plan.” Third, there are a set of “required elements for consideration” in 
establishing the EHB, such as balance and nondiscrimination. Fourth, there are several specific 
requirements regarding cost sharing, preventive services, proscriptions on limitations on coverage, and 
the like. Taken together, these provisions complicate the task of designing an EHB package that will be 
affordable for its principal intended purchasers—individuals and small businesses. 

The committee’s solution is this: build on what currently exists, learn over time, and make it better. 
That is, the initial EHB package should be a modification of what small employers are currently offering.  
All stakeholders should then learn enough over time—during implementation and through 
experimentation and research—to improve the package. The EHB package should be continuously 
improved and increasingly specific, with the goal that it is based on evidence of what improves health and 
that it promotes the appropriate use of limited resources. The committee’s recommended modifications to 
the current small employer benefit package are (1) to take into account the ten general categories of the 
ACA; (2) to apply committee-developed criteria to guide aggregate and specific EHB content and on the 
methods to determine the EHB; and (3) to develop an initial package within a premium target. 

Defining a premium target, which is a way to address the affordability issue, became a central tenet of 
the committee. Why the Secretary should take cost into account, both in defining the initial EHB package 
and in updating it, is straightforward: if cost is not taken into account, the EHB package becomes 
increasingly expensive, and individuals and small businesses will find it increasingly unaffordable. If this 
occurs, the principal reason for the ACA—enabling people to purchase health insurance, and covering 
more of the population—will not be met. At an even more fundamental level, health benefits are a 
resource and no resource is unlimited. Defining a premium target in conjunction with developing the EHB 
package simply acknowledges this fundamental reality. How to take cost into account became a major 
task. The committee’s solution in the determination of the initial EHB package is to tie the package to 
what small employers would have paid, on average, for their current packages of benefits in 2014, the 
first year the ACA will apply to insurance purchases in and out of the exchanges. This “premium target” 
should be updated annually, based on medical inflation. Since, however, this does little to stem health 
care cost increases, and since the committee did not believe the DHHS Secretary had the authority to 
mandate premium (or other cost) targets, the committee recommends a concerted and expeditious attempt 
by all stakeholders to address the problem of health care cost inflation.
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An additional task related to that part of the committee’s charge directing it to address “medical 
necessity.” Medical necessity is a means by which insurers and health plans determine whether it is 
appropriate to reimburse a specific patient for an eligible benefit. For example, the insurance contract may 
specify that diabetes care is a covered benefit; whether it is paid for depends on whether that care is 
medically necessary for the particular patient—whether, for example, the patient has diabetes. The 
committee believes that medical necessity determinations are both appropriate and necessary and serve as 
a context within which the EHB package is developed by a health insurer into a specific benefit design 
and that benefit design is subsequently administered. The committee favored transparency both in the 
establishment of the rules used in making those determinations and in their application and appeals 
processes. Indeed, since the design and administration of health benefits rather than the scope of benefits 
themselves are what appear to differentiate small employer plans from each other and from large 
employer plans, monitoring benefit administration is an important step in the learning process and 
updating of the EHB. 

Further, the committee stated that a goal of the updated EHB package is that its content becomes 
more evidence-based. The committee wishes to emphasize the importance of research about the 
effectiveness of health services and to emphasize that the results of this research, including costs, should 
be taken into account in designing the EHB package. New and alternative treatments, in the view of the 
committee, should meet the standard of providing increased health gains at the same or lower cost. 

Since the committee saw balancing comprehensiveness and affordability as the Secretary’s major 
task, it also recognized that any such balancing affected, and was affected by, individual and societal 
values and preferences. Thus, the committee recommends that both in the determination of the initial 
EHB package and in its updates, structured public deliberative processes be established to identify the 
values and priorities of those citizens eligible to purchase insurance through the exchanges, as well as 
members of the general public. Such processes will enhance both public understanding of the tradeoffs 
inherent in establishing an EHB package and public acceptance of what emerges.  

The committee recommended that the Secretary develop a process that facilitates discovery and 
implementation of innovative practices over time. A key source for this information will come from what 
states are observing or enabling in their own exchanges. Moreover, the committee recommends that for 
states that operate insurance exchanges, requests to adopt alternatives to the federal essential health 
benefits package be granted  only if these are consistent with ACA requirements and the criteria specified 
in the report and they are not significantly more or less generous than the federal package. State packages 
also should be supported by meaningful public input. 

The committee hopes that its work will be useful in assisting the Secretary of HHS to determine and 
update the essential health benefits and that its deliberations will be informative to the public. As with 
most issues of importance, the committee’s work involved balancing tradeoffs among competing interests 
and ideas. We hope this work is a positive step toward effective implementation of a key provision of the 
ACA. 

On a personal note, the chair wishes to thank the members of the committee for their tireless efforts in 
the work of the committee. In the chair’s experience, the input—extensive and intensive—of the members 
of the committee is unprecedented. When qualified people of good intent, of whatever political 
persuasion, come together for a common purpose, the process is full of learning and enjoyable. Thus it 
was with this committee, and I thank its members for the experience. In addition, no work of this sort can 
be done without a highly qualified professional staff. On behalf of the committee, the chair thanks Cheryl 
Ulmer and her staff for their efforts to capture the substance of the committee’s deliberations, their 
provision of the most detailed background material, and their logistical acumen, especially in designing 
the public hearings. 
 
 
John R. Ball 
Chair 
September 2011 
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Abstract 
 

The principal intent of the Patient Protection and Affordable Care Act (ACA) is to enable 
previously uninsured Americans to obtain health insurance. To accomplish this, in part, 
subsidized plans will be offered to low- and moderate-income individuals and small employers 
through health insurance exchanges. Plans qualified to be offered through exchanges must at 
minimum include “essential health benefits” (EHB). The ACA is not very specific on the 
definition of EHB, except that such benefits shall include at least ten enumerated general 
categories and that the scope of the EHB shall be equal to the scope of benefits provided under a 
typical employer plan. The ACA requires the Secretary of the Department of Health and Human 
Services to define the essential health benefits. 

The Institute of Medicine (IOM) was asked by the Secretary to make recommendations on 
the methods for determining and updating the essential health benefits. Notably, the request was 
to focus on criteria and policy foundations for the determination of the EHB, not to develop the 
list of benefits. The IOM formed a committee of volunteers with varied perspectives and 
professional backgrounds; the committee held four face-to-face meetings and numerous 
conference calls. Broad public input was obtained. In two open workshops, the committee heard 
from more than 50 witnesses, and 345 comments were received in response to questions posted 
on the Web. The consensus report then underwent rigorous external review in accordance with 
procedures established by the Report Review Committee of the National Research Council. 

As the committee examined its charge, it saw two main questions for the Secretary: (1) how 
to determine the initial EHB package and (2) how to update the EHB package. 

  Defining the initial EHB package. In considering how to determine the initial EHB package, 
the committee was struck by two compelling facts: (1) if the purpose of the ACA was to provide 
access to health insurance coverage, that coverage had to be affordable; and (2) the more 
expansive the benefit package was, the more it was likely to cost and the less affordable it would 
be. How to balance the competing goals of comprehensiveness of coverage and affordability was 
key.  

The committee concluded that it was best to begin simply by defining the EHB package as 
reflecting the scope and design of packages offered by small employers today, modified to 
include the ten required categories. This package would then be assessed by criteria and a 
defined cost target recommended by the committee. The committee considered how four policy 
domains—economics, ethics, population-based heath, and evidence-based practice—could guide 
the Secretary in determining the EHB package in general. From these policy foundations, the 
committee recommends: criteria to guide the aggregate EHB package; criteria to guide specific 
EHB inclusions and exclusions; and criteria to guide methods for defining and updating the 
EHB.  

To ensure affordability and to protect the intent of the ACA, the committee concluded that 
costs must be considered both in the determination of the initial EHB package and in its 
updating. Thus, the cost of the initial EHB package resulting from the previous steps should be 
compared to a premium target, defined by the committee as what small employers would have 
paid, on average, in 2014. Committee members believe that absent a premium target, there would 
be no capacity to acknowledge the realities of limited resources and the ongoing need for 
affordability of the package. The EHB package should be modified as necessary to meet this 
estimated premium, including using a structured public deliberative process. In addition, the 
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committee recommends that states operating their own exchanges be able to design a variant of 
the EHB package if certain standards are met. 

Updating the EHB package. Both medical science and our understanding of how best to 
design insurance products will change over time. Thus, the committee recommends creating a 
framework and infrastructure for collecting data and analyzing implementation of the initial 
EHB; a National Benefits Advisory Council is recommended to give the Secretary advice on the 
research plan and on updates to the EHB package. The committee believes that the EHB package 
should become more fully evidence-based, specific, and value-based over time. In addition, as 
with the initial package, costs must be taken into account such that any service added to the 
package should be offset by savings, through either medical management or the elimination of 
inappropriate or outmoded services. 

Finally, the committee noted that even with the use of a premium target, the affordability of 
the EHB package is threatened by rising medical costs in the United States overall and 
recommends that the Secretary, in collaboration with others, develop a strategy to reduce health 
care spending growth across all sectors. 
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Summary 
 

The Patient Protection and Affordable Care Act (ACA) authorized the largest expansion of 
health insurance coverage since the development of Medicare and Medicaid. As a result, by 
2016, an estimated 30 million individuals, who would otherwise have been uninsured, are 
expected to obtain insurance through the private health insurance market or state expansion of 
Medicaid programs. To ensure a consistent level of benefits, the ACA calls for certain types of 
private and public insurance to incorporate a federally determined essential health benefits 
(EHB) package. The ACA gives the Secretary of the U.S. Department of Health and Human 
Services (HHS) sole authority to define the EHB. 

HHS asked the Institute of Medicine (IOM) to recommend a process by which the Secretary 
could define and subsequently update the EHB. As part of its work, the committee sought the 
views of many experts and stakeholders. Presentations from the committee’s two public 
workshops are available as a separate publication, Perspectives on Essential Health Benefits: 
Workshop Report.1 Additionally, 10 questions were posted online on the IOM website for 6 
months to obtain wider public input. The committee developed its recommendations from this 
information, additional research, and its own deliberations. 

WHO IS COVERED BY THE ESSENTIAL HEALTH BENEFITS? 
Guidance by the Secretary on the definition of essential health benefits will determine the 

minimum benefit package that must be offered to individuals and small employers purchasing 
insurance, and by certain Medicaid expansion plans known as benchmark or benchmark-
equivalent plans and state basic insurance plans. The committee estimates that more than 68 
million people will obtain insurance that must meet the EHB requirements.  

MULTIPLE POLICY FOUNDATIONS WERE INTEGRATED TO 
FRAME THE PROCESS FOR DEVELOPING THE EHB 

The Secretary of HHS asked the IOM committee to develop an explicit framework for 
developing the EHB package that would serve HHS now and in the future (Glied, 2011). Finding 
that no single policy foundation was sufficient, the committee integrated perspectives from 
economics, ethics, evidence-based practice, and population health (Figure S-1) to create an 
overarching framework (Chapter 3). 

                                                 
1 The workshop report can be accessed on the committee website: http://www.iom.edu/Reports/2011/Perspectives-on-Essential-Health-

Benefits-Workshop-Report.aspx.  
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FIGURE S-1 Policy foundations to guide HHS. 

 

EXPLICIT CRITERIA WERE DEVELOPED TO GUIDE THE OVERALL 
PACKAGE, CHOICES OF COMPONENTS, AND THE METHODS FOR 

UPDATING 
The Committee used the integrated policy foundations to develop criteria that could guide 

decisions about the EHB, as the Secretary of HHS requested. As shown in Figure S-2, the 
committee developed criteria to guide the EHB content in the aggregate and to guide EHB 
content on specific elements.
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SUMMARY 

Criteria to Guide Content of the 
Aggregate EHB Package 

In the aggregate. the EHB must: 

• Be affordable for consumers, employers, and 
taxpayers. 

• Maximize the number of people with 
insurance coverage. 

• Protect the most vulnerable by addressing 
the particular needs of those patients and 
populations. 

• Encourage better care practices by 
promoting the right care to the right patient in 
the right setting at the right time. 

• Advance stewardship of resources by 
focusing on high value services and reducing 
use of low value services. Value is defined as 
outcomes relative to cost. 

• Address the medical concerns of greatest 
importlnce to enrollees In EHB-related plans, 
as identifl8d through a public deliberative 
process. 

• Protect against the greal8st financial risks 
due to catastrophic events or ilnesses. 

Criteria to Guide EHB Content on 
Specific Components 

The individual service, device, drug for the EHB 
must: 

• Be safe-expected be nefb should be 
greater than expected harms. 

• Be medically effective and supported by a 
suffiCient evidence base, or In the absence of 
evidence on effectiveness, a credible standard 
of care Is used. 

• Demonstrate meaningful Improvement In 
outcomes over current effective 
services/treatments. 

• Be a medical service, not serving primarily a 
social or educational function. 

• Be cost effective, so that the health gain for 
individual and population health Is sufficient to 
justify the additional cost to taxpayers and 
consumers. 

Caveats: 

Failure to meet any of the criteria should result 
in exdusion or significant limits on coverage. 

Each component would stil be subject to the 
criteria for assembling the aggregate EHB 
package. 

Inclusion does not mean that It Is appropriate 
for every person to receive every component 

S-3 

Criteria to Guide Methods for Defining 
and Updating the EHB 

Methods for defining, updatilg, and prioritizing 
must be 

• Transparent. The rationale for al decisions 
about benefits, benefit design, and changes Is 
made publidy available. 

• Participatory. Current and future enrollees 
have a role in helping define the priorities for 
coverage. 

• Equitable and consistent. Enrollees should 
feel confident that benefits will be developed 
and administered fairly. 

• Sensitive to value. To be accountable to 
taJCpayers and plan members, the covered 
service must provide a meaningful heaHh 
benefit 

• Responsive to new information. EHB will 
change over time as new scientific information 
becomes available. 

• Attentive to stewardship. For judicious use 
of pooled resources, budgetary constraints are 
necessary to keep the EHB a !'fordable. 

• Encouraging to innovation. The EHB 
should allow for innovation in covered services, 
service delivery, medical management, and 
new payment models to improve value. 

• Data-driven. An evaluation of the care 
included in the EHB is based on objective 
clinical evidence and actuarial reviews. 

FIGURE S-2 Criteria for assess ing content ofEHB in the aggregate, for specific components, and for methods. 
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The committee recognized that the process by which the EHB are initially defined and 

updated is critical to establishing trust in the results. The committee’s recommended criteria to 
guide the process for establishing and updating the EHB is shown in Figure S-2. 

 

A MULTI-STEP PROCESS IS RECOMMENDED FOR DEVELOPING 
THE INITIAL EHB 

As background, the report reviews the relationships between the benefits that are eligible for 
coverage, the design of covered benefits, and how benefits are administered and discusses 
various approaches that have been taken by states and private insurers regarding each of these 
aspects of insurance (Chapter 2).  The report also reviews how some of the conflicting or 
ambiguous issues in the ACA were interpreted by the committee to provide a common 
understanding from which to develop its recommendations (Chapter 4). 

Balancing Coverage and Cost 
Congress provided guidance to the Secretary in the ACA about the contents of the essential 

health benefits by listing 10 categories of care that must be included (Box S-1) and by indicating 
that coverage should be consistent with the typical employer plan. Given the ACA’s focus on 
providing access to health insurance for workers of small firms and individuals in the first years 
of the health insurance exchanges, the committee concluded that the EHB should be defined 
initially by what is typical in the small employer market. The committee noted that the insurance 
plans offered by small versus large employers differ primarily in their benefit design and 
administration rather than in what benefits are covered. The committee also concluded that 
current state-mandated benefits should not receive any special treatment in the definition of the 
EHB and should be subject to the same evaluative method as all other parts of the EHB.  

The committee’s vision for the EHB is that only medically necessary (or appropriate) 
services for individuals should be covered (Chapter 5). The committee believes that the concepts 
of individualizing care, ensuring value, and having medical necessity decisions strongly rooted in 
evidence should be reemphasized in any guidance on medical necessity. Inflexibility in the 
application of medical necessity, clinical policies, medical management, and limits without 
consideration of the circumstances of an individual case is undesirable and potentially 
discriminatory. The committee believes transparency in a rigorous appeals monitoring process is 
the primary approach to addressing the nondiscrimination provisions in benefit design and 
implementation, including medical necessity reviews.  
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BOXS-1 

Essential Benefits Categories in ACA 

Essential Health Benefits 

• Ambulatory patient services 
• Emergency services 
• Hospitalization 
• Maternity and newborn care 
• Mental health and substance use disorder services, including 

behavioral health treatment 
• Prescription drugs 
• Rehabilitative and habilitative services and devices 
• Laboratory services 
• Preventive and wellness services and chronic disease 

management 
• Pediatric services, including oral and vision care 

SOURCE: §1302(b)(1)(A-J). 

S-5 

Early in its deliberations the committee recognized that to achieve the ACA's goal of 
improving access to health care services by maximizing the number of people with meaningful 
health insmance benefits, the cost of the package needed to be included in the defmition of the 
EHB (Chapter 5). As the scope of benefits expands, individuals who are pmchasing plans by 
themselves or through employers face higher premimns. A benefit package that is more 
expensive also places greater demand on the federal budget to provide subsidies for low-income 
pmchasers and on state budgets to cover some newly eligible Medicaid emollees. 

The EHB can be viewed as a "market basket" of goods and services (i.e. , benefit options) 
that emollees who need those goods and services are eligible to have covered. The price for 
access to the services covered by that market basket is the premium. The committee considered 
two basic approaches the Secretary could take to establish the initial cost of the EHB: select the 
market basket of benefit options and then estimate what it would cost or set a cost target and 
determine what could be purchased within that constraint. The committee endorsed the latter 
approach and recommends using as the cost target the estimated national average premium that 
would have been paid by small employers in 2014 for a silver level-equivalent plan if the ACA 
had not been enacted? This does not mean that the Secretaty is setting a single premimn for all 
silver plans pmchased in the counhy but rather that the estimated average cost of the EHB does 
not exceed the national average premium for a silver plan. Premiums faced by consumers and 
employers will vmy as they do today by region of the cmmhy , design and administration of the 
insmance plan, whether benefits beyond the EHB are included in the package, and other factors. 

2 The ACA establishes four "metal" levels of plans to be offered on exchanges: platinum, gold. silver. and bronze. The plans all must 
include the EHB. The plans are distinguished by their actuarial value. that is. by the average proportion of eligible expenses that is paid by the 
plan. The actuarial values for the metal levels are 90% for platinum, 80% for gold. 70% for silver. and 60% for bronze. Premium subsidies are 
calculated based on the average cost of the second lowest premium for a silver plan in a market. 
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Public Input Should Be Obtained to Inform the Tradeoffs Between Covered 
Elements 

The process recommended by the committee to define the EHB explicitly requires that 
tradeoffs be made between competing elements of the benefit package in order to meet the 
premium target. Setting priorities among benefit options necessitates integrating scientific 
evidence about effectiveness with value judgments about relative importance. Thus, the 
committee recommends that the Secretary undertake a public deliberative process to obtain input 
on the tradeoffs. The process that the committee supports is described in greater detail in Chapter 
6. 

Secretarial Guidance Should Be as Explicit as Possible 
In examining coverage documents used by insurers today, the committee found that they 

frequently lacked specificity. The committee further observed that specificity increases the 
likelihood that consumers will be offered a uniform set of benefits no matter where or from 
whom they purchase insurance. The committee recommends that the Secretary be as explicit as 
possible to ensure that the ACA intent of a consistent package of benefits is achieved. 

 

Recommendation 1: By May 1, 2012, the Secretary should establish an initial essential health 
benefits (EHB) package guided by a national average premium target. 

A. The starting point in establishing the initial EHB package should be the scope of 
benefits and design provided under a typical small employer plan in today’s market. 
To specify the initial EHB package, this scope of benefits should then be modified to 
reflect 
• The 10 general categories specified in Section 1302(b)(1) of the Affordable Care 

Act (ACA); and 
• The criteria specified in this report for the content of specific components and 

aggregate EHB package. 
B.  Once a preliminary EHB list is developed as described in (A), the package should 

be adjusted so that the expected national average premium for a silver plan with the 
EHB package is actuarially equivalent to the average premium that would have 
been paid by small employers in 2014 for a comparable population with a typical 
benefit design.  

C. The Secretary should sponsor a public deliberative process to assist in determining 
how the adjustments to the EHB package should be made. 

D. Initial guidance by the Secretary on the contents of the EHB package should list 
standard benefit inclusions and exclusions at a level of specificity at least 
comparable to current best practice in the private and public insurance market. 
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CREATING A FOUNDATION FOR UPDATING THROUGH 
MONITORING AND RESEARCH 

The committee expects that the EHB will change over time based on a variety of factors and 
stakeholder input. The Secretary should have a mechanism for learning how the priorities and 
tradeoffs made by the public are changing, what states are learning about the uptake of new 
insurance products in the exchanges and reductions in the number of people who are uninsured, 
what research suggests are the approaches to care delivery and benefit design that improve 
outcomes, and about innovations in insurance design that promote high value care. To make 
certain that the Secretary can systematically learn from the implementation experience in the 
exchanges and the changing science base, a process for identifying data needs and developing a 
coordinated research agenda to support monitoring and updating the EHB should begin 
immediately (Chapter 7). The committee offers a two-part recommendation regarding a 
framework for data collection and coordinated research efforts.  

A Framework Should be Developed to Guide Data Collection for Monitoring 
Implementation and Updating of the EHB  

The state health insurance exchanges will determine which health plans are qualified to 
operate in the exchange, and can provide information about the progress of implementing the 
EHB. The ability of the states to provide consistent and usable information to the Secretary will 
be enhanced if a framework for collecting and analyzing data is developed in advance. The 
exchanges and other health care-related entities (insurers, providers) will be important sources of 
data for monitoring and updating the EHB. The committee recommends that the Secretary obtain 
guidance from expert groups on setting standards for uniform reporting of state-based data.  

 

Recommendation 2a: By January 1, 2013 the Secretary should establish a framework for 
obtaining and analyzing data necessary for monitoring implementation and updating of the 
EHB. The framework should account for: 

• Changes related to providers such as payment rates, contracting mechanisms, financial 
incentives, scope and organization of practice; 

• Changes related to patients and consumers such as demographics, health status, disease 
burden, problems with access;  

• Changes related to health plans such as characteristics of plans (inclusions, exclusions, 
limitations), cost sharing practices, patterns of enrollment and disenrollment, network 
configuration, medical management programs, value based insurance design, and types 
of external appeals, risk selection, solvency, impact of the ACA-mandated limits on 
deductibles, copayments, out-of-pocket spending on the ability of plans to offer 
acceptable products. 

 

A Coordinated Research Agenda Will Enhance Assessments of the EHB 
HHS’s component agencies, the Department of Labor, and other non-federal organizations 

routinely collect data that will be pertinent to assessing the EHB over time. In particular, the 
Secretary should examine how the scope of benefits contributes to expanded coverage and access 
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to quality care, and how the EHB package can be updated to become more evidence-based and 
value promoting. The committee recommends that, prior to implementation of the exchanges in 
2014, HHS coordinates the development of a research plan to evaluate the implementation of the 
EHB and identify the data necessary to support this plan. Furthermore, the committee believes 
that, to the extent patient privacy can be assured, public access to these data for analysis should 
be enabled, just as HHS has sponsored access to other departmental data (e.g., www. 
health.data.gov).  
 

Recommendation 2b:  The Secretary should establish an appropriate infrastructure for 
implementing this framework that engages and coordinates the efforts of all of the appropriate 
HHS and other federal agencies in producing and analyzing the necessary data. These data 
should be made easily accessible and affordable for public use.  

 

ALLOWANCE FOR STATE-BASED INNOVATION 
The committee acknowledges that some flexibility is necessary to encourage innovation. It is 

the committee’s intention that the initial design of the EHB continue to support innovation in the 
design of insurance products offered (Chapter 8). The ACA is clear that the Secretary of HHS 
has sole authority to define the EHB. The authority granted to HHS to define EHB does not, 
however, preclude the Secretary from using that authority to approve state-specific variations of 
the EHB definition. Those variations must be consistent with the requirements specified in the 
ACA, should produce a package that is of equivalent comprehensiveness and value, and should 
have undergone a systematic process for obtaining public input. 

 

Recommendation 3: For states administering their own exchanges that wish to adopt a variant 
of the federal EHB package, the Secretary should use statutory authority to grant such 
requests, provided that the state-specific EHB definition is consistent with the requirements of 
Section 1302 of the ACA and the criteria specified in this report, that they produce a package 
that is actuarially equivalent to the national package established by the Secretary, and that the 
request is supported by a process that has included meaningful public input. To best achieve 
this, the Secretary should encourage a public deliberative process as described in this report 
and should provide technical assistance to the states for implementing that process.  

 

UPDATING THE EHB  

The Secretary asked the IOM to provide guidance on a process for updating the EHB over 
time. Congress also requires HHS to monitor whether the essential benefits package is being 
implemented appropriately for all eligible enrollees. As required in Section 1302, the Secretary 
must periodically update the EHB and provide a report to Congress and the public that addresses 
the following: 
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• whether enrollees are facing any difficulty accessing needed services for reasons of 
coverage or cost; 

• whether the EHB needs to be modified or updated to account for changes in medical 
evidence or scientific advancement; 

• how the EHB will be modified to address any such gaps in access or changes in the 
evidence base; and 

• an assessment of the potential of additional or expanded benefits to increase costs and 
the interactions between the addition or expansion of benefits and reductions in 
existing benefits to meet actuarial limitations.3  

 
The committee recommends that the Secretary undertake an approach to updating the EHB that 
incorporates the advances in medical science and insurance design within a cost target that is 
defined by the national average premium for a silver plan offered on the exchanges (Chapter 9). 
The committee offers a three-part recommendation for the updating process: first, set goals for 
the updated EHB package; second, propose a method for using costs to frame modifications to 
the EHB; third, call attention to the need to develop a strategy to address increases in health care 
spending that threaten the long term integrity of the EHB as a meaningful package.  

Goals for Updating the EHB 
The committee believes that over time the EHB package should become more explicitly 

based on evidence of effectiveness and should promote better outcomes for both individuals and 
the U.S. population relative to the cost of insurance coverage. The committee believes this will 
require more detailed specification of included and excluded services than will initially 
characterize the Secretary’s guidance. The report provides some examples available today of the 
desirable level of detail in future EHB definitions (Chapter 9). 

  
Recommendation 4a: Beginning in 2015, for implementation in 2016 and annually thereafter, 
the Secretary should update the EHB package, with the goal that it becomes more fully 
evidence-based, specific, and value-promoting.  

 

Incorporating Costs into Updates 
The committee considered multiple methods of updating the initial national average premium 

in Recommendation 1. Based on the current Secretarial authority and other factors, the 
committee recommends that any changes to the EHB result in a package that is no more 
expensive than the estimated subsequent year cost of the base year package. This ensures that the 
EHB will not accelerate the increase in spending for those whose insurance is subject to the 
EHB. Further, it provides a mechanism for incorporating new categories or services within the 
cost target (premium), requiring tradeoffs be made explicitly between existing and new elements 
of coverage. 

  

 

 

                                                 
3 § 1302 (b)(4)(H). 
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Recommendation 4b: The Secretary should explicitly incorporate costs into updates to the 
EHB package. 

• The Secretary should obtain an actuarial estimate of the national average premium for 
a silver-level plan with the existing EHB package in the next year; the estimate will 
account for trends in medical prices, utilization, new technologies, and population 
characteristics. 

• Any changes to the EHB package should not result in a package that exceeds the 
actuarially estimated cost of the current package in the next year. A public deliberative 
process should be used to inform choices about inclusions to or exclusions from the 
updated package, with specific attention to how inclusion of new benefits could affect 
the availability of existing covered benefits. 

 

A Strategy Should Be Developed to Address Rising Costs 
From the beginning of its deliberations, the Committee unanimously agreed that if the 

country does not address the problem of health care costs growing faster than the gross domestic 
product, it will undermine the ACA’s goal of substantially reducing the number of people 
without health insurance. In Recommendation 4b, the committee endorsed allowing the cost of 
the EHB to increase with medical inflation because that would enhance the likelihood of 
maintaining the initial level of comprehensiveness established by the Secretary. Unfortunately, 
this means that the cost of the EHB will likely continue to increase faster than wages and faster 
than the growth in the economy. In turn, the number of people who will be able to afford to 
purchase the EHB-defined insurance will decline. As the premiums increase, subsidies will take 
a larger share of the federal budget. As premiums rise, many more people will choose to enroll in 
Medicaid rather than a private plan on the exchange increasing the strain on state budgets. All of 
these consequences violate one of the criteria established by the committee: the EHB should be 
affordable for consumers, employers, and taxpayers. The committee further envisioned that the 
pressure on federal and state budgets might lead to repeal of the EHB requirement. This threat to 
the long-term integrity of the EHB caused the committee to consider what could be done in order 
to mitigate these adverse consequences.  

Achieving an appropriate balance between comprehensiveness and affordability of the EHB 
cannot be accomplished through actions taken only on behalf of EHB enrollees or only through 
the contents of the EHB. Effective efforts to change the rate of increase in health spending 
require a strategy that addresses all of the drivers of health care costs. The committee considered 
whether complementary, Medicare-only, or federal-only approaches to reducing rising health 
care costs would be sufficient and concluded they would not be. An all stakeholder strategy is 
required across the public and private sectors. Unless a strategy for containing costs throughout 
the healthcare system is adopted, the definition of an essential health benefits package will 
ultimately fail to achieve congressional intent to establish an appropriate basic package that is 
affordable. Consequently, the committee recommends: 

 

Recommendation 4c: To ensure over time that EHB-defined packages are affordable and 
offer reasonable coverage, the Secretary of HHS, working in collaboration with others, 
should develop a strategy for controlling rates of growth in health care spending across all 
sectors in line with the rate of growth in the economy.  
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The committee believes desirable attributes of an approach to developing such a strategy are 
for it to be nonpartisan, to include public and private sector collaboration, to integrate activities 
across all sectors, and to be able to act on the recommendations. For example, the Secretary 
could co-convene a commission with a representative of the private sector experienced in 
purchasing health services to develop and implement meaningful actions to control costs. 
Because coordinated federal action would increase the likelihood of success in the public sector, 
the Secretary of HHS could coordinate federal participation in a commission and oversee federal 
implementation of such a commission’s recommendations. The committee considered whether 
an existing entity could take up this charge and specifically assessing the Independent Payment 
Advisory Board (IPAB), and decided it was less appropriate for the work envisioned by the 
committee as it is currently constituted. 

While it may appear that addressing the rate of growth in health care spending is beyond the 
scope of the EHB provisions, the committee views its Recommendations 4b and 4c as necessary 
complements. The committee’s Recommendation 4b is designed to preserve the scope of 
benefits over time and to ensure that the EHB package itself will not accelerate the increase in 
spending by keeping the package equivalent in content. But without making concerted progress 
in stemming rising health care costs (Recommendation 4c), it will cost more to purchase the 
same package of benefits each year, eroding the purchasing power of the estimated 68 million 
people who will depend on EHB coverage. Eventually, the EHB package will become a hollow 
promise of coverage. The committee’s charge was to develop a viable approach to defining the 
EHB that would work now and into the future, and this requires a two-pronged approach.  

 

THE SECRETARY SHOULD OBTAIN ONGOING EXTERNAL ADVICE 
ON UPDATING THE EHB 

Having identified a set of recommendations for updating the EHB and addressing the sector-
wide challenges with rising health care costs, the committee next considered whether the 
Secretary would benefit from forming a new advisory group focused on updates to the EHB. The 
committee refers to this advisory group as the National Benefits Advisory Council (NBAC).  

The committee recommends that the NBAC advise the Secretary on (1) the research 
framework and scope of the data collection for monitoring implementation (Chapter 7), (2) 
updates to the overall benefit package and related benefit design issues, (3) changes to the cost 
target, and (4) appropriate mechanisms for evaluating new interventions. The IOM committee 
thought that while the NBAC might ideally have a role in defining the initial EHB, it would not 
be practical to get the NBAC appointed and operational in a timely enough fashion to be useful 
in this process. However, the public input obtained by the IOM committee and its own 
deliberations about defining the initial EHB is consistent with what the NBAC will be doing over 
time. 

The NBAC should ensure that the EHB protect the most vulnerable members of society, 
encourage appropriate use of services, be evidence-based, encourage cost-effective use of 
resources. Further, the NBAC is a mechanism to ensure that the process to define and apply 
decisions about updates to the EHB be fair and transparent.  

The committee considered whether an existing entity could fulfill the functions envisioned 
for the NBAC and specifically considered the U.S. Preventive Services Task Force, the Medicare 
Evidence Development and Coverage Advisory Committee (MEDCAC), the Patient Centered 
Outcomes Research Institute (PCORI), and the Consumer Operated and Oriented Plan (CO-OP) 
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Program Advisory Board. The report describes the current functions of these groups and the 
extent to which they could undertake the NBAC mission. The committee concluded that none of 
these entities is designed to or could easily be modified to perform the necessary functions. 

 
Recommendation 5: As soon as is feasible, the Secretary should establish a National Benefits 
Advisory Council (NBAC), staffed by HHS but appointed through a nonpartisan process, 
such as the Office of the Comptroller General of the United States. The NBAC should 
• By January 1, 2013, advise the Secretary on a research plan and data requirements for 

updating the EHB package; 
• Starting in 2015 for implementation in 2016, make recommendations annually to the 

Secretary regarding (1) any changes to the EHB package by applying the committee’s 
recommended criteria, (2) any changes to the premium target, and (3) any mechanisms 
that would enhance the evidence base of the EHB package and its potential for 
promoting value; and  

• Advise the Secretary on conducting and using the results of a periodic national public 
deliberative process to inform its recommendations around updates to the EHB.  

CONCLUSION 
ACA establishes an essential health benefits package and defines 10 general categories that 

must be included in that package. The ACA, however, left considerable discretion to the 
Secretary of HHS to design this package. The Secretary, in turn, asked the IOM to provide input 
on the process that might be undertaken to develop the EHB. In its deliberations, the most critical 
issue identified by the committee was the need to explicitly address the tradeoff between the cost 
of a benefit package and the comprehensiveness of coverage. If that tradeoff is not addressed, a 
number of consequences are possible:  
 

• If the benefits are not affordable, fewer people will buy insurance. 
• If the benefit design makes access too difficult, people will not get the care they need. 
• If health care spending continues to rise faster than GDP, the value of the EHB is likely 

to be eroded. 
 

The committee concluded that the benefit package should be designed within the context of 
financial constraints, using a structured public process to establish priorities. The committee 
developed a set of criteria to guide the process for designing and updating the EHB.  The EHB 
must be affordable, maximize the number of people with insurance, protect the most vulnerable 
individuals, promote better care, ensure stewardship of limited financial resources by focusing on 
high value services of proven effectiveness, promote shared responsibility for improving our 
health, and address the medical concerns of greatest importance to us all.  
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1 
 

Introduction 
 

The scope of work for the study is to advise on a process to define and update the 
essential health benefits (EHB) package, which is a central element in the implementation of 
current health insurance reform efforts. The EHB will apply to a variety of private and public 
heath insurance programs and affect 68 million people or more. The content of the EHB will 
influence insurance product design, take up rates by individuals and employers, and the 
comprehensiveness of insurance coverage. Balancing the comprehensiveness of coverage 
with affordability emerged as a key issue in the committee’s deliberation around essential 
benefits.  
 
The Patient Protection and Affordable Care Act (herein known as the ACA)1 seeks to reduce 

the number of uninsured people in this country by providing access to affordable health 
insurance. As a result of implementation of ACA, an estimated 30 million currently uninsured 
individuals are anticipated to obtain insurance through the private health insurance market or 
state expansion of Medicaid programs.2 Central to the development of private insurance 
packages under ACA is the definition of what the law calls the essential health benefits (EHB). 
In the simplest terms, the EHB are a minimum standard set of benefits that insurers must offer, 
starting in 2014, in new plans for individual and small group purchasers. Insurers may offer and 
purchasers may buy plans with additional benefits.  

ACA requires the Secretary of the U.S. Department of Health and Human Services (HHS) to 
define the EHB. At the request of the Secretary, the Office of the Assistant Secretary for 
Planning and Evaluation (ASPE) contracted with the Institute of Medicine (IOM) to provide 
guidance on the methods and criteria by which HHS should establish and update the essential 
health benefits. This report offers the committee’s conclusions, and recommendations, starting in 
this chapter with review of the committee’s charge, an overview of key issues that emerged 
during the public input phase, a description of insurance coverage today and transitions under 
ACA, the applicability of the EHB to various forms of public and private insurance, and choices 
in stakeholders’ decisions about participating in the new insurance landscape. The legislative 
foundation for the EHB is Section 1302 of the ACA, and that guidance is available in Appendix 
A. 

                                                 

1 Patient Protection and Affordable Care Act of 2010. Public Law 111-148 § 1501 111th Cong., 2d sess. (March 23, 2010).  
2 The Congressional Budget Office estimates 13.8 million by 2014, 31 million by 2016 (CBO, 2011b), and 30 million by 2018 (CBO, 

2010a). RAND predicts 33 million by 2016 (Eibner et al., 2010).    
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COMMITTEE CHARGE  

Statement of Task 
It is important to note that the IOM Committee on Defining and Revising an Essential Health 

Benefits Package for Qualified Health Plans was not formed to detail the specific services and 
items that should be included in the benefit package (see Statement of Task in Box 1-1). Instead, 
the committee was asked to provide guidance on policy foundations, criteria, and methods the 
Secretary should consider in determining and updating the essential health benefit package for 
qualified health plans, particularly in light of the 10 required categories of care outlined in 
Section 1302(b)(1) and the requirement in Section 1302(b)(2)(A) for the EHB to be “equal to the 
scope of benefits provided under a typical employer plan.” State-based health insurance 
exchanges (HIEs) are being established to provide a competitive market through which 
individuals as well as employees of small businesses will be able to obtain private health 
insurance coverage. Purchasers are allowed but not obliged to buy their coverage through newly 
established health insurance exchanges; however, subsidies will be available through the 
exchanges on the basis of a sliding scale for individuals whose incomes are 139-400 percent of 
the federal poverty level.3 

A qualified health plan is a plan that meets the requirements to be sold in an HIE, such as 
including the EHB, being offered by a licensed insurer that charges the same premium inside and 
outside the exchange, and other insurance reform elements.4 Discussions with HHS further 
indicated that the committee should also recognize the applicability of these benefits to plans 
beyond the QHPs (i.e., Medicaid benchmark, benchmark-equivalent, state basic insurance plans, 
and certain private plans sold outside the exchanges). The Secretary is expected to issue 
guidance on the essential benefits package during 2012 because Section 1321(c) of ACA 
requires the Secretary to make an assessment by January 2013 that the states will have 
operational exchanges by January 1, 2014.5  

 
 

 

 

 

 
 

 

                                                 

3 Individuals whose incomes are below 133 percent of the federal poverty level (FPL) will be eligible for Medicaid, with an additional five 
percent income disregard, effectively raising to 138 percent of FPL (§ 1004(e)). 

4 § 1301. 
 5 Personal communication with ASPE staff, October 26, 2010; updated by personal communication with Caroline Taplin, ASPE, June 14, 
2011. 
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BOX 1-1 
Statement of Task for the 10M Committee 

The Patient Protection and Affordable Care Act (Affordable Care Act) established criteria for 
qualified health plans (QHPs) to participate in exchanges as defined in Section 1301 of the 
statute. An ad hoc 10M committee will make recommendations on the methods for determining 
and updating essential health benefits for QHPs based on examination of the subject matter 
below. 

In so doing, the committee will identify the criteria and policy foundations for determination of 
the essential health benefits offered by QHPs taking into account benefits as described in 
Sections 1302(b)(1) and 1302(b)(2)(A), and the committee will assess the methods used by 
insurers currently to determine medical necessity and will provide guidance on the "required 
elements for consideration" taking into account those outlined in Section 1302(b)(4)(A-G), 
including ensuring appropriate balance among the categories of care covered by the essential 
health benefits, accounting for the health care needs of diverse segments of the population, and 
preventing discrimination against age, disability, or expected length of life. The committee will 
also take into account language in Section 1302 on periodic review of essential health benefits, 
and other sections of the Affordable Care Act: for example, coverage of preventive health 
services (Section 2713), utilization of uniform explanation of coverage documents and 
standardized definitions (Section 2715), and other relevant tasks found in the Affordable Care Act 
for the Secretary HHS. The committee will provide an opportunity for public comment on the 
tasks of defining and revising the essential health benefits 

Public Comment 

Per the last sentence in the statement of task, the public was afforded oppornmities to provide 
advice directly to the committee and then to have that inf01mation shared with HHS. The 
committee began its work by gathering comments in response to a set of 10 online questions 
derived from its contract with ASPE, which were posted on the IOM project website (Appendix 
A). This involved a wider group of respondents than could be afforded an opportunity to speak in 
person with the committee, thus allowing their input to assist the committee in its deliberations 
and to identify vmy ing perspectives related to the stl1dy topics. During the six months that the 
questions were posted, the committee received about 345 online responses from a variety of 
interested stakeholders, including provider groups, purchasers, insurers, consumer advocates, 
individual respondents, and govenunent officials. These responses were analyzed and made 
available to the committee and provided to HHS as submitted; the responses have been open to 
public review at the IOM through its public access file, as have many other submissions received 
via e-mail and letters. 6 

Fifty-nine speakers were invited to present at open sessions of the first and second committee 
meetings, held Janumy 13-14, 2011, in Washington, DC, and March 2, 2011, in Costa Mesa, 
Califomia. Because of widespread interest in the topic ofEHB, the first workshop was 
simultaneously audiocast and audio files posted on the project website. Initially, a single day 
workshop was planned, but additional time was allotted on day two of the Januaty meeting and a 
second workshop was held. A companion workshop rep01t surmnm·izes the presentations from 

6 Request to view the public access file can be made at http://www8.nationalacademies.org/cp/ManageRequest.aspx?key=49299. 
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the two workshops: Perspectives on Essential Health Benefits: Workshop Report.7 The workshop 
report is distinct from this consensus report in that it summarizes the individual perspectives of 
the speakers, rather than including any conclusions or recommendations from the IOM 
committee. During its deliberations, the committee took into account all of the comments 
received, not just those received through the workshop venue, as it formulated its approach to 
identifying and addressing key issues.    

 

MAJOR ISSUES  
Learning from the major themes raised in the workshops, other public comment, and 

additional research, the committee identified key issues surrounding the EHB that required its 
attention:  

 
• Setting a balance between comprehensiveness and affordability. The basic tension was 

how comprehensive the EHB could be and still be affordable for consumers and payers 
and sustainable as a program over time (Gruber, 2011).   

• Defining what “typical” should mean in typical employer. Section 1302 of ACA requires 
the EHB to be equal to the scope of benefits provided under a typical employer plan. 
Congressional staff presented contrasting opinions regarding Congress’ intent. One 
perspective was that the EHB should be a minimum, basic plan affordable for small 
employers (Hayes, 2011; Spangler, 2011). An alternate perspective was that the essential 
benefits should be a more comprehensive plan, more like one that large employers offer, 
that would still be affordable to all participants in the exchange (Bowen, 2011; Schwartz, 
2011). These opposing views were voiced by a variety of other stakeholders.  

• Determining whether state mandates should be included. ACA does not require the EHB 
to include the myriad existing benefits mandated by individual states.8 Proponents argued 
for inclusion of particular mandates based on the strength of evidence and/or 
consideration of popular support for mandates. Opponents noted their potential 
cumulative additive cost. 

• Considering how specific EHB guidance should be and when variation from state to state 
might be allowable. The Secretary is required to define the national EHB package. 
Specificity in that benefit definition was variously viewed as bringing more uniformity to 
implementation across states, and more general guidance as promoting flexibility.  

• Developing criteria and methods that address calls for the best evidence, patient 
protection, opportunities for innovation, and fair processes. Submissions across 
stakeholder groups emphasized the need for using evidence to make decisions on covered 
benefits, to determine medial necessity, to set priorities, or to place limits on service. At 
the same time, there were calls to ensure there would be opportunities for innovation both 
in medical care and insurance design. The need for fair processes was seen as applying 
not only to the definition of benefits, but also ensuring that patients are able to receive the 
coverage that is intended.   

 

                                                 

7 The workshop report is available at www.iom.edu/EHBperspectives. 
8 Section 1311(d)(3)(B). 
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The committee kept these issues in mind as it developed its recommendations on the criteria and 
methods for defining and updating the EHB package. 

STATUS OF CURRENT HEALTH INSURANCE COVERAGE 
Before embarking upon a more detailed discussion of the issues related to EHB, it is useful to 

understand what health insurance is, who has and does not have health insurance now, and 
transitions in insurance status under health reform. In 2014, each nonelderly individual in the 
country will be required to have health insurance or face a penalty9 (with a few exceptions such 
as financial hardship10)—this is known as the individual mandate. Among the rationales for the 
individual mandate are that it would broaden the risk pool and seek to stop cost shifting for 
health care services from the uninsured to those who have insurance. 

Like other forms of insurance, health insurance is a mechanism for pooling risk—spreading 
health care costs over many individuals or families (IOM, 2001). Premiums, the dollar amount 
paid for the insurance package, are collected in advance, and those who get sick and obtain care 
will be covered from the collected premiums. Baicker and Chandra elaborate: “Uncertainty about 
when we may fall sick and need more health care is the reason we purchase insurance—not just 
because health care is expensive (which it is)” (Baicker and Chandra, 2008). It is important to 
recognize that in addition to serving the typical functions of risk insurance, health insurance was 
developed as a mechanism for financing or pre-paying a variety of health care benefits, including 
routine preventive services or chronic disease care, whose use is neither rare nor unexpected 
(IOM, 2001; Mariner, 2010).  

Population With and Without Insurance 
Insurance coverage in this country for people under 65 years old is primarily employer-

sponsored insurance (ESI)—approximately 60 percent of the nonelderly had this type of 
coverage in 2011 (KFF and HRET, 2011); employer-sponsored insurance figures include 
employers in the private market and public sector employers, including those that self-insure 
rather than purchase insurance who often self-insure. Figure 1-1 shows the 2009 distribution of 
coverage by type of coverage or uninsurance. According to the Commonwealth Fund’s 2010 
Biennial Health Insurance Survey, of the 26 million people who bought or tried to obtain private 
coverage in the past three years, 19 million faced significant barriers—either they were refused 
coverage (9 million), found it very difficult or impossible to find an affordable plan (16 million); 
or no plan was affordable for their needs (11 million) (Collins et al., 2011). A portion of the 
uninsured reflects unemployment during the recent recession (AON Hewitt, 2010; Collins et al., 
2011; DeNavas-Walt et al., 2011).  

Studies reveal that approximately 52 million individuals were uninsured in the United States 
for some period of time during 2010, up from 38 million in 2001 (Collins et al., 2011).11 
Through a combination of individually purchased policies, employer-based coverage, Medicaid 

                                                 

9 § 1501 and § 10106; adding Internal Revenue Code §5000A(c).  
10 Exemptions will be granted for financial hardship, religious objections, American Indians, those without coverage for less than three 

months, undocumented immigrants, incarcerated individuals, those for whom the lowest cost plan option exceeds 8% of an individual’s income, 
and those with incomes below the tax filing threshold (in 2009 the threshold for taxpayers under age 65 was $9,350 for singles and $18,700 for 
couples). § 1501 and § 10106; adding Internal Revenue Code §5000A(c). 

11 The U.S. Census Bureau reports 49.9 million without coverage in 2010; although this is a larger number than 2009, the percentage of the 
population without insurance remains at 16.3 percent (DeNavas-Walt et al., 2011). 
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expansion, and federal subsidies, 30 million more Americans are expected to have insurance than 
would have in the absence of the law (CBO, 2010a, 2011b; Eibner et al., 2010; IOM, 2009). 

Employer 159.0% 

Individual 0 6.3% 

Medicare 02.8% 

Medicaid 116.7% 

Tricare/CHAMPVA t:J 3.1% 

Uninsured 118.9% 

0% 10% 20% 30% 40% 50% 60% 70% 

FIGURE 1-1 Nonelderly population with selected sources of health insurance coverage, 2009. 
NOTE: Details may not add to total because individuals may receive coverage fi"om more than one 
source. 
SOURCE: Fronstin, 2010. 
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Transitions in Insurance Status Under Health Reform 
As millions become newly insured and others look for more affordable coverage, people will 

obtain insurance from new sources. For example, a Kaiser Family Foundation (KFF) study looks 
at where individual non-group enrollees will transition from, while a RAND microsimulation 
illustrates the complexity of movement across different forms of insurance or from a state of 
uninsurance. KFF estimates a total of 24 million would enroll in the individual non-group 
market,12 comprised of 16 million individuals otherwise uninsured, 3.5 million who lost their 
ESI, 1.5 million whose previous ESI took more than 9.5 percent of their total family income and 
are looking for more affordable coverage,13 2 million adults above 138 percent of the federal 
poverty level (FPL) who lose Medicaid coverage, and 1 million who would have purchased 
individual coverage anyway (KFF, 2011a). Table 1-1 illustrates the outcomes of the RAND 
microsimulation using 2016 projections, and shows movement of about 16 percent of employees 
into the exchanges from employer insurance, 78 percent of the individual non-group market 
taking advantage of the exchanges, and the uninsured participating in a variety of forms of 
insurance.    

 
 
 

TABLE 1-1 Transitions from Status Quo Insurance Status to Post-Reform Insurance Status (N in millions) 
 Post-reform Insurance Status 
Insurance in the 
Status Quo (N) 

ESI: 
Traditional 
(N) 

ESI: 
Exchanges 
(N) 

Individual 
Exchanges 
(N) 

Medicaid 
 
(N) 

Uninsured 
 
(N) 

Other 
 
(N) 

Employer (154) 118 25   4   5   2   0 
Medicaid (37)     1   2   0 34   0   0 
Non-group (18)     1   3 14   0   0   0 
Other (16)     0   0   0   0   0 16 
Uninsured (52)     6   6 14 10 16   0 
Total (277) 126 36 33 49 18 16 
NOTE: Numbers may not total due to rounding.  
SOURCE: Eibner et al., 2010. 
 

                                                 

12 This is a KFF projected 2019 figure. 
13 Note: these are individuals who are eligible for premium tax credits, because the insurance they are offered by their employers is 

inadequate. 
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Accessing Subsidized Health Insurance 
Exchanges, functioning as state-based government entities or a nonprofit organization will be 

the major conduit for offering subsidized health insurance plans that contain the EHB. However, 
when a state opts not to open an exchange, the federal government will have the responsibility to 
operate an exchange directly or through a nonprofit organization. ACA provides for two types of 
exchanges, one for individual purchasers (American Health Benefits Exchange) and one for 
small employers (Small Business Health Options Program [SHOP] Exchanges), but states may 
combine operations into one exchange (KFF, 2010). Furthermore, ACA requires the federal 
Office of Personnel Management (OPM) to enter into contracts with health insurers to offer at 
least two multi-state qualified health plans through the exchanges to offer access to EHB plans14; 
these are distinct from the Federal Employees Health Benefits Program (FEHBP), which OPM 
also administers. 

 

IMPACT OF EHB ACROSS INSURANCE PROGRAMS 
The reach of the EHB is extensive, both in terms of the type of insurance markets and the 

products it applies to, and ultimately in terms of the projected number of people who would 
obtain coverage that includes this defined benefit package.  

EHB Requirement Applies to Some But Not All Insurance Products 
The EHB will be incorporated into to a variety of insurance program products—new private 

health insurance plans offered to individuals and to employers with 100 or fewer employees 
either in or outside of the exchange, and certain public programs but not traditional Medicaid 
(Box 1-2). However, all private plans are not subject to the EHB, including those offered by any 
small employer that self-insures, any “grandfathered” plan, and at this time, any one sponsored 
by employers in the large group market.15 Exchanges can open to larger employers starting in 
2017.16 Individual and employer plans in existence at the time of enactment of ACA (March 23, 
2010) qualify for the grandfathered status, whereby the EHB does not apply as long as no 
changes are made in the plan. For most of these plans, the grandfathered status will not endure; 
approximately 49-80 percent of small employer plans and 34-64 percent of large employer plans 
will relinquish grandfather status by the end of 2013 (U.S. Department of the Treasury et al., 
2010a). Other estimates include a Mercer study projection that 53 percent of firms would lose 
grandfather status for one or more plans in 2011 and an additional 48 percent by 2014 (Mercer, 
2010), while a Hewitt study estimated that 51 percent of self-insured and 46 percent of fully 
insured plans would lose grandfathered status in 2011(Hewitt Associates LLC, 2010). HHS 
estimates that even if a mid-range estimate of plans were to “relinquish” their grandfather status, 
perhaps as many as 66 percent of small employer plans would be affected. Similarly, 
grandfathered individual plans would have a high rate of turnover (U.S. Department of the 
Treasury et al., 2010b). 

                                                 

14 § 1334 and § 10104. 
15 Self-insured employers are not exempt from ACA, its provisions simply do not apply because the self-insured are not insurance 

companies (by operation of ERISA §514) and do not offer insurance policies on the exchange. 
16 §1311(b)(i). 
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Although not applying to the traditional Medicaid program, the EHB will apply to some 
public insurance expansion programs for individuals over the Medicaid income eligibility 
threshold. The Deficit Reduction Act of 2005 permitted states to vary Medicaid benefit to 
designated populations, often designed to more closely resemble benefits in the private sector. 
The benefit plans do not need to follow all Medicaid rules and can be modeled on “benchmark” 
or “benchmark-equivalent” plans in the private sector such as a FEHBP standard plan.17,18 State 
basic health insurance programs are another optional vehicle for states to develop coverage for 
persons whose income falls between 133 and 200 percent FPL and for low-income legal resident 
immigrants who are not eligible to receive Medicaid.19 These expansions will be administered by 
a state agency but are not necessarily offered through the exchanges. 

 
 
 
 
 
 
 

                                                 

17 Benchmark plans are based on (1) the standard Blue Cross Blue Shield preferred provider option under the Federal Employee Health 
Benefit Plan, (2) the HMO (health maintenance organization) plan with the largest commercial, non-Medicaid enrollment in the state, (3) any 
generally available state employee plan (regardless of whether any state employees select the plan), (4) any plan that the Secretary of HHS 
determines to be appropriate. Benchmark-equivalent plans must include inpatient and outpatient hospital services, physician services, laboratory 
and X-ray services, well-baby and child care (including immunizations), and “other appropriate preventive services” designated by the Secretary 
of HHS (Deficit Reduction Act of 2005 § 6044 and SSA § 1937).                                                                

18Section 2001 of ACA describes the Medicaid expansion. Section 2001(c) stipulates that by January 1, 2014, any benchmark or 
benchmark-equivalent plan as outlined in Section 1937 of the Social Security Act must offer the EHB package. As of 2009, eight states offered 
these types of plans. 

19 § 1331. 
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BOX 1-2 
Which Programs Incorporate EHB? 

EHB Apply to Multiple Insurance Programs, Starting in 2014 

Individual Private Market 
• Qualified health plans (QHPs) purchased through the exchanges at any of the four actuarial defined 

"metal" levels (platinum, gold, silver, and bronze)(§ 1301 (B)(2)); 
• Catastrophic health plans for eligible persons (e.g., persons under age 30 before the beginning of the 

plan year or for financial hardship when premiums exceed 8 percent of income) purchased in the 
exchanges(§ 1302(e)); 

• Individual and family policies or plans purchased outside the exchange in the individual market (§ 2707); 
• Plans offered through Interstate Health Care Choice Compact (§ 1333); 
• Multistate Plans, offered by the federal Office of Personnel Management (OPM) (§ 1334); and 
• QHPs offered by Consumer Operated and Oriented Plans (CO-OPs) (nonprofit, member-run health 

insurance)(§ 1322) 

Small Group Private Market 
• QHPs for purchase by small firms in the exchanges; a small firm or employer is defined as one with 100 

or fewer employees(§ 1304(b)(2)); however, unti12016, states may opt to define small firms as those 
with 50 or fewer employees(§ 1304(b)(3)), and starting in 2017, exchanges can open to larger firms with 
101 or more employees(§ 1312(f)(2)(B)). 

• Small employer-sponsored insurance policies or plans purchased outside the exchange(§ 2707 of the 
Public Health Service Act). 

• QHP offered by CO-OPs (nonprofit, member-run health insurance)(§ 1322). 

Public Programs Expansions 
• Medicaid Benchmark and Benchmark-Equivalent programs, which states may use to provide newly 

eligible Medicaid beneficiaries with coverage. States will also be given the authority to provide certain 
other groups of Medicaid beneficiaries with this coverage who qualify under existing rules(§ 2001 (y)(2)). 

• State-Run Basic Health Plans, which provide coverage for persons with incomes between 133 and 200 
percent of the federal poverty level (FPL) and for legal resident immigrants who are not eligible for 
Medicaid; premiums cannot exceed those in the exchanges(§ 1331). 

Programs Not Subject to EHB 

Self-insured employer-sponsored plans 
Grandfathered employer-sponsored plans 
Grandfathered plans in the small group market 
Grandfathered individual plans in the non-group market 
Existing Medicaid plans 

Millions Affected by the EBB 

Estimates vary for the number of persons affected by the implementation of health ref01m, 
and thereby the number of persons whose policies incorporate the EHB in 2014 and in later 
years. By 2016, RAND estimates that 68 million will obtain insurance in the exchanges (35 
million through ESI and 33 million purchasing as individuals) and when opened to larger fums 
with 100 or more employees, exchange pruticipation grows as high as 139 million (Eibner et al., 
2010). In contrast, the Congressional Budget Office (CBO) projects that 26 million will 
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participate in exchanges in 2016 (21 million individuals and 5 million through employer-
sponsored plans) (CBO, 2010b).20 The actual number of affected plans and individuals 
additionally covered outside the exchange can be influenced by the percentage of plans that have 
status as grandfathered plans or employers that choose to self-insure.  

Medicaid benchmark or benchmark-equivalent plans might cover another 17 million persons 
by 2021 (CBO, 2011a). Since the development of new state basic health insurance programs is 
up to individual states, it is unclear what the reach of those programs might eventually be.  

Characteristics of New Individual Purchasers Under ACA 
Although ACA provides for individual purchase, ESI, and Medicaid options for reducing the 

number of uninsured, the characteristics of the individual non-group market participants have 
been most closely studied.21 KFF expects many persons eligible to be individual (non-group) 
purchasers in the exchanges to have characteristics of uninsured populations, predicting new 
exchange enrollees to be “relatively older, less educated, lower income, and more racially 
diverse” and “in worse health but have fewer diagnosed chronic conditions” (KFF, 2011b). The 
Center for Studying Health System Change (HSC) similarly finds that 40 percent of the 
uninsured, who are eligible for premium subsidies, have chronic conditions or report fair or poor 
health status, and another 28 percent report they have experienced problems in accessing care or 
paying their medical expenses (Cunningham, 2010).  

STAKEHOLDER DECISIONS WILL RESHAPE HEALTH INSURANCE 
MARKETS 

The ACA lays out a broad set of 10 categories of care for the essential health benefit package 
in an attempt to rectify deficiencies in insurance instruments available today22 and to ensure a 
broad set of benefits, all while placing caps on premiums and cost-sharing to make plans 
affordable for individual and small employers and eliminate financial barriers to access 
preventive care services.23 At present, because the EHB have yet to be defined and 
implementation does not start until 2014, less is known about what the full scope of covered 
services or exclusions will be, what premium would be required to obtain coverage of those 
services, who will choose to enroll in the exchanges, whether employers and insurers will 
participate or withdraw from the market, and how these and other decisions will determine the 
sustainability of the program for public funds. The definition of essential health benefits can 
ultimately influence each of these areas, particularly with respect to determining the affordability 
of the package for consumers, employers, and government as well as the adequacy of 
reimbursement for providers of care.  

Figure 1-2 outlines different considerations various stakeholders will take into account for 
these decisions and the effects of these decisions can be interactive. Each of these topics is more 
fully explored in Appendix B, with identification of key financial triggers set in ACA for 
eligibility to specific programs and decisions on participation. A comparison of the cost of 

                                                 

20 For 2019, CBO estimates that 29 million individuals will access coverage in the exchange as individuals: 24 million unaffiliated 
individual purchasers and 5 million individuals whose employers encouraged them to access insurance individually through the exchange (CBO, 
2010b). 

21 A study to examine the ESI population is under way by RAND for the Commonwealth Fund, but the results were not available. 
22 Deficiencies include, for example, specific disease and fixed dollar indemnity policies. 
23 The Patient Protection and Affordable Care Act of 2010, Public Law 111-148§1302(d)(1)(A-D) 111th Cong., 2d sess. (March 23, 2010).  
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premiums, which will be influenced by the comprehensiveness of the EHB package among other 
benefit design features, with the penalty for not purchasing insurance is not sti·ictly a fmancial 
one because having health insurance confers an advantage to the consumer whereas paying a 
penalty does not. While the impact of some of these choices faced by the various stakeholders 
are infotmed by past experience and research simulations, the effect of initial EHB defmition 
during implementation on stakeholder response will have to be monitored to infotm updates to 
the EHB package. 

Individuals 

• Take-up 
decisions 

• Choice of 
insurance 

• Out of pocket 
costs 

Firms 

• Decision to offer 

• Self-insure vs 
fully insure 

• Level of subsidy 

• Costs 

State 
Governments 

• Medicaid costs 

• Additional 
subsidy costs 

• Coverage for 
state workers 

• Exchanges 

• Mandated 
benefits 

Federal 
Government 

• Medicaid costs 

• Subsidies 

• Enforcement 

FIGURE 1-2 Different stakeholder considerations dming implementation of the ACA. 
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The individual consumer is less likely steeped in the details of the ACA than other 
stakeholder groups and might wonder what does the EHB mean for me.  

 
• Will the ACA/EHB cover any service I want/need to get? The EHB will set a 

minimum set of standard benefits to include in health insurance plans offered initially 
to individuals and small businesses. Just as in current health insurance practice, plans 
developed with the EHB will not pay for anything the consumer wants, unless it is a 
covered benefit and it is medically appropriate for the particular patient. Plans may 
add additional benefits beyond those in the EHB package, and consumers could 
choose to purchase a plan with additional benefits if that best suits their needs, 
although purchasing additional benefits could mean a higher premium.  

• Will the ACA/EHB provide access to any provider I want to see? ACA does not 
change current practice; which providers the consumer sees will depend on the health 
insurance you buy. Insurers now offer a variety of options for consumer choice of 
plans and choice of the network of providers. For example, if enrolled in a plan with a 
preferred provider network, the consumer can see those preferred providers and after 
paying the premium, only be responsible for the deductible and co-payment amounts. 
The consumer could see an out-of-network provider, but it would cost more than the 
deductible and usual copayment share if there is a difference between the provider’s 
bill and the approved level of reimbursement for in-network providers.  

• If the EHB is a standard set of benefits, does that mean that everyone will pay the 
same premium? The ACA encourages a variety of plans to be offered in the 
exchanges so that there will likely be a variety of choices of premiums, deductibles 
and co-payment levels, just as there is now. Chapter 2 discusses the topic of benefit 
design.  

ORGANIZATION OF THE REPORT 
 This report is organized in the following way. This chapter establishes the context for how 

the EHB, as a new legislative requirement, will significantly impact the health insurance system. 
Chapter 2 focuses on approaches to covered benefit definition and design, summarizing a 
sampling of different approaches that emphasize evidence, priority-setting, and value-based 
insurance design. Chapter 3 provides a set of policy foundations and criteria that the committee 
used to guide its own deliberations and recommends to the Secretary for use in defining and 
updating benefits. Chapter 4 presents the committee’s conclusions about provisions in ACA that 
provide possible conflicting direction for essential benefits, such as the meaning of typical, both 
in terms of employer size and benefit offerings, and the meaning of essential. These first four 
chapters provide the background foundation for the committee’s recommendations.  

The committee organized its thinking about definition and updating as separate phases in a 
learning cycle, as outlined in Figure 1-3. Chapter 5 provides guidance for the definition of the 
EHB package and the nature of the Secretary’s guidance to insurers and exchanges. Chapter 6 
explicates an approach to public deliberation for tradeoffs among benefits. Chapter 7 outlines the 
importance of learning from implementation in Phase II, but planning in advance for that 
learning through thoughtful data collection and research with guidance from an appointed 
National Benefits Advisory Council. Chapter 8 allows for the possibility of alternative ways of 
defining essential health benefits through a state initiated process. In Phase III, the learning 
culminates with updating the EHB. Chapter 9 outlines the updating process, accounting for 
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medical inflation in the cost of the EHB package, growth in its premium price, and a call for 
action on reducing the growth of health care spending across all payers. 
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Phase I 
Definition of EHB 

Secretary def~nes EHB package based on 

• Data about scope of typical smal 
employer plan, 

• Ten categories of care, 
• 10M criteria, 
• Expected national average premium 

for a silver plan, and 
• Public deliberative process on 

priorities within a cost target. 

Secretary provides guidance: 

• Expectations on inclusions and 
exclusions In the EHB package: 

• Framework for obtaining and 
analyzing data monitoring, updating, ~=~=~~ 
and assessing impact ofEHB: and 'l ~ 

• Standards for state innovation around 
EHB. 

Secretary establishes National Benefits 
Advisory Council (NBAC) staffed by HHS, 
but appointed through a nonpartisan 
process to 

• Advise on data requirements and 
research plan and 

• Over time, to advise on changes to 
EHB package and premium target 

Secretary develops a strategy for 
developing recommendations of actions to 
address rate of growth in health care 
spending. 

ESSENTIAL HEALTH BENEFITS 

Phase II 
Implementation 

Health insurance exchanges {HIEs) 
receive guidance from HHS. 

Insurers develop Insurance products to 
offer in HI E. 

States developing an HIE determine 
whether they should apply for a state
specified refinement of the EHB that will 
support goals to be more evidence
based, specific, and value-promoting. 

HIE evaluates insurer's offering to 
determine if qualified according to HHS 
guidance 

HIE or state provides Implementation 
data in accord with the HHS plan (e.g., 
characteristics of plan products 
[inclusions, exclusions, limitations], 
enrollment or disenrollment, and 
appeals). 

HHS coordinates research efforts to 
obtain data to fulfil research plan {e.g. 
survey, research studies) and eases 
access to data for quaified researchers. 

Secretary oversees federal 
implementation of health care spending 
recommendations. 

NBAC 

Phase Ill 
Updating 

• Makes annual recommendation for 
updating EHB and/or national 
premium target 

• Determines if any changes necessary 
for entry of large employer group 

• Makes assessments for the Report to 
Congress 

• Institutes periodic public deliberations 
on priorities 

• Updates research plan as needed 

Secretary updates EHB package to 
become more fully evidence-based, 
specific, and value-promoting based on 

• Recommendations of the standing 
NBAC regarding prioritization and 
acceptable variation among states, 

• 10M policy foundations and criteria, 
• Collected implementation data and 

other research, and 
• Changes in medical evidence and 

scientifiC advancement 

Secretary amually updates the premium 
target. 

Secretary provides report to Congress on 

• DiffiCulties in enrolment. 
• Need for changes due to changes In 

medical evidence and scientifiC 
advancement, 

• ModifiCations to EHB. and 
• Assessment of tradeoffs in view of 

actuarial limits. 

Secretary updates EHB guidance to field. 

FIGURE 1-3 Learning cycle for defining and revising essential health benefits. 

PREPUBLICATION COPY: UNCORRECTED PROOFS 

1452



Copyright © National Academy of Sciences. All rights reserved.

Essential Health Benefits:  Balancing Coverage and Costs

1-16  ESSENTIAL HEALTH BENEFITS 

PREPUBLICATION COPY: UNCORRECTED PROOFS 

REFERENCES 
AON Hewitt. 2010. U.S. health care cost rate increases reach highest levels in five years, 

according to new data from Hewitt Associates: Rate of increase rises significantly as 
companies struggle to keep up with the rapidly evolving health care landscape 
http://aon.mediaroom.com/index.php?s=114&item=89 (accessed July 13, 2011). 

Baicker, K. and A. Chandra. 2008. Myths and misconceptions about U.S. health insurance. 
Health Affairs 27(6):w534. 

Bowen, D. 2011. Testimony to the IOM Committee on the Determination of Essential Health 
Benefits by David Bowen, Deputy Director for Global Health Policy and Advocacy, 
Gates Foundation, Washington, January 13, 2011, Washington, DC. 

CBO (Congressional Budget Office). 2010a. CBO’s August 2010 baseline: health insurance 
exchanges. 
http://www.cbo.gov/budget/factsheets/2010d/exchangesaugust2010factsheet.pdf 
(accessed June 10, 2011). 

CBO. 2010b. Letter to the Honorable Nancy Pelosi, Speaker, U.S. House of Representatives 
from Douglas W. Elmendorf, Director, Congressional Budget Office, March 20, 2010. 

CBO. 2011a. CBO’s analysis of the major health care legislation enacted in March 2010. 
Statement by Director Douglas W. Elmendorf before the U.S. House of Representatives 
Subcommittee on Health Committee on Energy and Commerce, March 30, 2011. 
Washington, DC: Congressional Budget Office. 

CBO. 2011b. Letter to Honorable John Boehner, Speaker of the U.S. House of Representatives 
from Douglas W. Elmendorf, Director, Congressional Budget Office, February 18, 2011. 

Collins, S. R., M. M. Doty, R. Robertson, and T. Garber. 2011. Help on the horizon: How the 
recession has left millions of workers without health insurance, and how health reform 
will bring relief. Findings from the Commonwealth Fund Biennial Health Insurance 
Survey of 2010. New York: The Commonwealth Fund. 

Cunningham, P. J. 2010. Who are the uninsured eligible for premium subsidies in the health 
insurance exchanges. Washington, DC: Center for Studying Health System Change. 

DeNavas-Walt, C., B. D. Proctor, and J. C. Smith. 2011. Income, poverty, and health insurance 
coverage in the United States: 2010. Washington, DC U.S. Census Bureau. 

Eibner, C., F. Girosi, C. C. Price, A. Cordova, P. S. Hussey, A. Beckman, and E. A. McGlynn. 
2010. Establishing state health insurance exchanges: Implications for health insurance 
enrollment, spending, and small businesses. Santa Monica, CA: RAND Corporation. 

Fronstin, P. 2010. Sources of health insurance and characteristics of the uninsured: Analysis of 
the March 2010 Current Population Survey. Washington, DC: Employee Benefit 
Research Institute. 

Gruber, J. 2011. Economic and Political Considerations in Setting Essential Benefits. 
PowerPoint Presentation by Jonathan Gruber to the IOM Committee on the 
Determination of Essential Health Benefits, January 13, 2011, Washington, DC. 

Hayes, M. 2011. Essential health benefits requirements under section 1302. PowerPoint 
Presentation by Mark Hayes, Health & FDA Business Practice Group, Greenberg 
Traurig, to the IOM Committee on the Determination of Essential Health Benefits, 
January 13, 2011, Washington, DC. 

Hewitt Associates LLC. 2010. Employer reaction to health care reform: Grandfathered Status 
Survey. 

1453



Copyright © National Academy of Sciences. All rights reserved.

Essential Health Benefits:  Balancing Coverage and Costs

INTRODUCTION  1-17 

PREPUBLICATION COPY: UNCORRECTED PROOFS 

IOM (Insitute of Medicine). 2001. Coverage matters: Insurance and health care. Washington, 
DC: National Academy Press. 

IOM. 2009. America’s uninsured crisis: Consequences for health and health care. Washington, 
DC: The National Academies Press. 

KFF (Kaiser Family Foundation). 2010. Explaining health care reform: Questions about health 
insurance exchanges. Washington, DC: Kaiser Family Foundation.  

KFF. 2011a. Determining income for adults applying for Medicaid and exchange coverage 
subsidies: How income measured with a prior tax return compares to current income at 
enrollment. Focus on health reform. Washington, DC: Kaiser Family Foundation. 

KFF. 2011b. A profile of health insurance exchange enrollees. Washington, DC: Kaiser Family 
Foundation. 

KFF and HRET (Health Research Education Trust). 2011. Employer Health Benefits 2011 
Annual Survey. Menlo Park, CA and Chicago, IL: Kaiser Family Foundation and Health 
Research Education Trust  

Mariner, W. K. 2010. Health reform: What’s insurance got to do with it? Recognizing health 
insurance as a separate species of insurance. American Journal of Law & Medicine 
36(2/3):436-451. 

Mercer. 2010. Even as reform pushes up benefit cost, employers will take steps to hold 2011 
increase to 5.9%. http://www.mercer.com/press-releases/1391585 (accessed September 
19, 2011). 

Schwartz, D. 2011. Testimony to the IOM Committee on the Determination of Essential Health 
Benefits by David Schwartz, Senate Finance Committee Democratic Staff, U.S. Senate, 
January 13, 2011, Washington, DC. 

Spangler, K. 2011. Testimony to the IOM Committee on the Determination of Essential Health 
Benefits by Katy Spangler, Senior Health Policy Advisor, Senate Health, Education, 
Labor and Pensions (HELP) Committee, U.S. Senate, January 13, 2011, Washington, 
DC. 

U.S. Department of the Treasury, DOL (Department of Labor), and HHS (Department of Health 
and Human Services). 2010a. Group health plans and health insurance coverage relating 
to status as a grandfathered health plan under the Patient Protection and Affordable Care 
Act; Interim final rule and proposed rule. Federal Register 75(116):34538-34570. 

U.S. Department of the Treasury, DOL, and HHS. 2010b. Interim final rules for group health 
plans and health insurance issuers relating to coverage of preventive services under the 
patient protection and Affordable Care Act. Federal Register 75(137):41726-41760. 

 
 
 

1454



Copyright © National Academy of Sciences. All rights reserved.

Essential Health Benefits:  Balancing Coverage and Costs

 

1455



Copyright © National Academy of Sciences. All rights reserved.

Essential Health Benefits:  Balancing Coverage and Costs

PREPUBLICATION COPY: UNCORRECTED PROOFS 

 2  
 

Approaches to Determining Covered Benefits 
and Benefit Design 

 
This chapter reviews approaches to deciding benefit coverage. Insurance terms such as 

covered benefit, benefit design, utilization management, and medical management are 
defined and related to the scope of the committee’s task. A discussion of the shared 
responsibility for achieving the goals of ensuring that care is safe, effective, and appropriate, 
while using resources wisely, sets the stage for a brief overview  of the main cost drivers for 
health care spending and insurance premium growth. Various approaches to insurance 
design (e.g., use of evidence, prioritization, value-based insurance design) are noted with 
illustrative applications.  
 
This chapter provides background information on how insurers and employers make 

decisions about benefit coverage and clinical policies, and highlights several illustrative 
approaches to making decisions. Key to understanding what constitutes the essential health 
benefits (EHB) package are the complementary concepts of covered benefits and benefit design. 
These as well as other insurance terms are defined. Goals for coverage determination and 
medical necessity decisions are for safe, effective, and appropriate care while using pooled 
resources wisely. The committee comments on the shared responsibility among insurers, 
providers of care, and patients for the effective stewardship of shared, limited resources. Finally, 
the committee highlights some specific approaches to decision making: use of evidence, 
prioritization practices, and innovation through value-based design. This background material 
helped to inform the committee’s development of policy foundations and criteria in the next 
chapter. 

UNDERSTANDING TERMS  
The committee’s charge is to advise on the definition and updating of the essential health 

benefits, and the committee noted that this task incorporates three aspects: the content of the 
covered benefits, the elements of benefit design, and the administration of those benefits. The 
committee defines those terms among others (see Box 2-1) and, given the legislative guidance 
for a typical employer plan, examines how employers and insurers approach development of a 
benefit package.  

Choosing a Policy 
When employers offer health insurance coverage to their employees, they begin by outlining 

to an insurer, insurance broker, or benefit consultant the scope of benefits that they would like to 
offer. Insurers have standard plans, which they can customize to employer needs and the 
requirements of specific markets (e.g., state mandates for inclusion of specific benefits). The 
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benefit package has to meet what the employer considers an affordable premium for the 
company and the employees. The overall premium will reflect which setv ices are included, 
included but with limits, or excluded; deductible and copayment levels or co-insurance 
requirements; the network of providers; the insured group's risk profile; the degree of medical 
management in the policy; and health plan administrative expenses, overhead, and profits. A plan 
with more excluded setvices, a nanower network of providers, more restrictive visit limits, and 
higher employee deductible and cost-sharing will tend to have a less expensive premium for a 
comparable set of covered benefits. 

BOX 2-1 
Understanding Basic Terms Used in This Chapter and Report 

Actuarial value. The percentage of charges paid by a health plan, calculated using the medical 
claims from a standard population, along with a plan's cost-sharing provisions (McDevitt, 2008). 

Benefit administration. The insurers' application of the benefit design outlined in the subscriber 
contract for its subscribers. Elements of benefit administration include subscriber enrollment and 
disenrollment, processing of claims, making medical necessity decisions, processing appeals of 
coverage determinations, and application of any federal or state mandates. 

Benefit design. Rules governing the terms under which medical care items or services obtained 
by subscribers are considered covered benefits. Examples include the expected amount of 
enrollee or member payments for deductibles and other copayments or co-insurance, the network 
of providers a subscriber may see, and the nature and extent of medical management (e.g., prior 
authorization or primary care physician referral requirements). 

Categories of care. Ten categories listed in Section 1302 of ACA: ambulatory patient services; 
emergency services; hospitalization; maternity and newborn care; mental health and substance 
use disorder services, including behavioral health treatment; prescription drugs; rehabilitative and 
habilitative services and devices; laboratory services; preventive and wellness services and 
chronic disease management; and pediatric services, including oral and vision care. 

Coverage determination. The decision on whether a medical care item or service obtained by a 
subscriber is a covered benefit. Coverage determinations may be appealed by the subscriber 
under rules set forth by state law and the Patient Protection and Affordable Care Act (ACA). 

Covered benefits. The medical care items or services obtained by a subscriber that a health 
insurance plan agrees to pay for, under certain terms and limitations. Covered benefits and 
excluded services, and the terms and limitations of coverage, are defined in the health insurance 
plan's coverage documents or the subscriber contract. 

Deductible. The amount you must pay for covered care before your health insurance begins to 
pay. Insurers apply and structure deductibles differently. 

Exclusions. Lists of specific medical items or services in a subscriber contract that are not 
covered benefits. 

Health insurance. A method of pooling risk of financial loss across a group or population, in which 
a contract or policy under which a third party (i.e., an insurer) agrees to assume the financial risk 
for the costs of a set of services defined in the contract in return for a premium. 
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Inclusions. Lists of specific covered benefits in subscriber contracts. 

Medical management systems. Systems designed to ensure that members receive appropriate 
[covered] health care services. Medical management systems include, but are not limited to, 
utilization management, quality improvement, case management, and complaint resolution 
(NCQA, 2007). • 

Medical necessity determination. A specific type of coverage determination about whether a 
medical item or service, which is a covered benefit, is medically necessary for an individual 
patient's circumstances, and thus a covered benefit. Typically this determination is made by the 
insurer. 

Medically necessary. A condition of benefit coverage frequently found in subscriber contracts. 
Under the terms of most subscriber contracts, the receipt of a medical care item or service does 
not in and of itself indicate that the item or service was medically necessary. 

2-3 

Out of Pocket Cost. Your expenses for medical care that aren't reimbursed by insurance. These 
include: deductibles, coinsurance, and copayments for covered services in addition to all costs for 
non-covered services. 

Premium. The dollar amount paid for an insurance policy. Premiums can be paid by employers, 
unions, employees or individuals or shared among different payers. 

Qualified health plan. Under the ACA, starting in 2014, an insurance plan that is certified by an 
exchange, provides essential health benefits, follows established limits on cost-sharing (e.g., 
deductibles, copayments, out-of-pocket maximum amounts), and meets other requirements. A 
qualified health plan will have a certification by each exchange in which it is sold (HHS, 2010b). 

Subscriber. A person and his or her dependents for whom a premium has been paid to a health 
insurer. Also called an enrollee. 

Utilization management. The process of evaluating and determining coverage for and 
appropriateness of medical care services, as well as providing needed assistance to clinician or 
patient, in cooperation with other parties, to ensure appropriate use of resources (NCQA, 2007). 

Utilization review. A formal evaluation (preservice, concurrent, or post-service) of the coverage, 
medical necessity, efficiency, or appropriateness of health care services and treatment plans 
(NCQA, 2007). Terms such as retrospective and prospective review are often used. 

* [covered] added for clarification to the NCQA definition. 

What Does It Mean? 

Covered Benefits 

The scope of covered benefits is outlined in an insurance contract or explanation of coverage 
document (altemately, called evidence of coverage or summaty of benefits). Documents differ in 
the level of detail used to describe the services and items that are covered and may include 
general categories of care, specific items and setv ices, or circumstances under which benefits are 
included or expressly excluded. One usual contract exclusion is of any setv ice not considered 
medically necessary by the payer. Section 1302 of ACA guides the Secretruy to define the EHB 
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to include at least 10 specific categories of care (Summary Box S-1) and to be equal to the scope 
of benefits provided under a typical employer plan. While this Institute of Medicine (IOM) 
committee is not requested to specify the detailed inclusions and exclusions in the EHB package, 
the committee examined legislative guidance for different programs and numerous sample plan 
documents to learn about the level of detail in them and the implications these might hold for 
secretarial guidance on the EHB (see Chapters 4 and 5).  

Benefit Design 
Benefit design sets out the parameters by which patients can obtain services and their 

financial liability for deductibles and copayments or co-insurance. The Patient Protection and 
Affordable Care Act (ACA) eliminates some past benefit design options, specifically the use of 
annual and lifetime dollar limits; puts in place some boundaries on how high deductibles and 
cost-sharing can be; requires that provider networks be adequate; and requires that the design be 
nondiscriminatory. ACA is permissive of the use of other benefit design options, specifically 
utilization management techniques commonly employed as of the date of passage of the act.1 
These practices help hold down premiums, as do choices of higher levels of deductibles and cost-
sharing.  

Research on insurance-induced use shows that covered services will be provided at higher 
rates than those that are not covered (Card et al., 2008, 2009; Dafny and Gruber, 2005); this can 
result in improved access to care as well as the potential increased utilization of unnecessary 
services (Flynn et al., 2002; Wickizer and Lessler, 2002). As a result, for example, insurers may 
put prior authorization requirements or limits on the number of visits for certain services. By the 
same token, services that can potentially lead to reduced costs as well as better patient outcomes, 
such as some preventive care and early interventions, lead some plans to adopt medical 
management programs to encourage use of these services (e.g., some value-based insurance 
design plans). 

Benefit design will have a significant impact on what can be included in the EHB package at 
a given premium level, so the committee found that benefit design was not readily separable 
from the contents of the benefits and considered it within the scope of study. Indeed, Dr. Sherry 
Glied, Assistant Secretary for Planning and Evaluation (ASPE), in her presentation before the 
committee said that when the Chief Actuary of Centers for Medicare and Medicaid Services 
(CMS) certifies the EHB package, the actuary will look at both the content of benefits and the 
benefit design “in practice in the world and make estimates on that basis” (Glied, 2011).  

Most readers will have some general understanding through their own experience with health 
insurance of the basic terms in Box 2-1, but they are likely less familiar with the terms—
actuarial estimate, actuarial value, and actuarial equivalence. Understanding the difference in the 
meaning of these terms and how they relate to benefit design will become important to 
understanding some aspects of the committee’s recommendations:  

 
• Actuarial estimates project the expected cost of each individual benefit category or 

service for a standard population. Knowing these expected costs, an insurer can 
estimate the impact on premium. Then purchasers—whether individuals, employers, 

                                                 

1 Patient Protection and Affordable Care Act of 2010. Public Law 111-148 § 1563, 111th Cong., 2d sess. (March 23, 2010).  
 

1459



Copyright © National Academy of Sciences. All rights reserved.

Essential Health Benefits:  Balancing Coverage and Costs

COVERED BENEFITS AND BENEFIT DESIGN   2-5 

PREPUBLICATION COPY: UNCORRECTED PROOFS 
 

state governments, or the federal process of defining the EHB—can look at the 
actuarial estimate for certain benefits to determine if they are a priority for inclusion 
for the premium price that will need to be paid. As noted above, employers might 
start by looking at an insurer’s standard or typical plan offering and then decide to 
customize by adding or subtracting benefits, and/or by applying benefit design 
choices such as requiring more stringent limits rather than cut a benefit category out 
(e.g., limit to 10 versus 20 physical therapy visits).   

• Actuarial value is the percent of covered expenses that a plan is likely to pay on 
average for a standard population rather than being paid out-of-pocket by the 
consumer. In the health insurance exchanges, a range of plans will be offered, and 
ACA provides a way to ease comparisons among them—the use of Actuarial Value1 
(AV) to provide a sense of the relative protection offered by plans. Four tiers or levels 
of coverage are differentiated in ACA based on a specified actuarial value percentage: 
platinum 90 percent, gold 80 percent, silver 70 percent, and bronze 60 percent. Plans 
at each actuarial level will contain the EHB, but the plans will be differentiated by 
benefit design choices. Insurers are not required to offer all four “metal” levels, but at 
least one plan at each of the silver and gold levels of coverage (excluding dental-only 
plans).2

• Actuarial equivalence is a not a concept for consumers to use in deciding which plan 
to buy even though “actuarial equivalence calculations provide a means to compare 
the relative generosity of different benefit packages” (AAA, 2009). Furthermore, 
plans can be actuarially equivalent and still have different premiums because 
premiums will take into account the health status and utilization patterns of the local 
population to be enrolled, payments negotiated with providers, breadth of provider 
network, various degrees of medical management, administrative costs and company 
profits. The concept of actuarial equivalence, however, will be useful for the CMS 
Actuary to apply to determine if the EHB are equal in scope to the typical employer 
plan, and for the Secretary to determine if any state-specified package is equivalent to 
the nationally defined EHB package. Actuarial equivalence calculations generally 
consider covered benefits, cost-sharing requirements (deductibles, coinsurance, 
copayments (including by service type), out-of-pocket cost limits, and benefit limits) 
as applicable to an in-network benefit level.  

 Under ACA, premium subsidies for low income individuals are linked to the 
second lowest priced silver plan available in their exchange. Thus, the silver plan is 
likely to be the dominant plan sold, as it must be purchased by all individuals at or 
below 400 percent of the poverty level. To re-emphasize, the actuarial value is an 
average. Within any insured population group, there will individuals, in let’s say the 
silver plan (on average 70 percent actuarial value) whose percentage of return could 
be from 0 to 100 percent. For example, a person who never spends more than is 
required by their deductible will have a low percentage return, while a very sick 
person who uses many services, will have a higher return rate.  

 

                                                 

1 Section 1302 (d) 
2 § 1301(c)(ii)  
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The committee offers an example of the type of benefit design data that would inform the 
monitoring and updating of the EHB as well as provide more detail to inform consumers about 
their plans. Chapter 7 further discusses the need for data collection such as in Box 2-2. 

Benefit design and its subsequent administration can be instrumental in addressing the cost 
and quality of services and care delivered. Insurers and employers are experimenting with an 
array of medical management and cost-sharing designs (e.g., value-based insurance design). The 
committee believes the intent of ACA was to view utilization management (UM) in a broader 
medical management context to ensure appropriateness and quality and not simply to limit 
access to care. The National Committee for Quality Assurance (NCQA) defines UM as a 
“process of evaluating and determining coverage for and appropriateness of medical care 
services, as well as providing needed assistance to clinician or patient, in cooperation with other 
parties, to ensure appropriate use of resources” (NCQA, 2007). URAC, another accreditation 
body, uses a similar definition and cites the continued need for traditional utilization 
management techniques (e.g., precertification, concurrent review) as tools for controlling costs 
(URAC, 2011). 

About 15 years ago, Milstein wrote, “Utilization management (UM) and the reduced volume 
of health care services it typically fosters have struck a nerve” feeling that it “may be 
jeopardizing patients’ well-being” (Milstein, 1997, p. 87). He called for better evidence-based 
utilization standards for decision making and accreditation standards and certification for UM 
programs such as URAC and NCQA now provide, among other things. Today, purchasers and 
insurers, while still using UM often with more sophisticated claims analytics, employ a broader 
array of techniques called medical management to seek to improve quality and cost of care 
through designation of high-performing networks, patient and provider supports, and more 
transparent evidence-based clinical policies (Figure 2-1). However, despite this progress, much 
work remains to be done to ensure the appropriateness of care.  
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FIGURE 2-1 Illustration of multiple medical management tools used by UnitedHealthcare.  
NOTE: ACO = Accountable Care Organization.  
SOURCE: Sam Ho, UnitedHealthcare. 
 

Benefit Administration 
Elements of benefit administration also fall into the committee’s purview because the 

statement of task specifically calls for the committee to assess implementation-related issues 
such as medical necessity, safeguards for nondiscrimination (which can entail appeals 
processes), and making choices that are understandable to consumers. The contents of the EHB 
and the benefit design limits placed upon them can enhance or impede access to care, as well as 
encourage or discourage enrollment in a plan. Chapter 7 also speaks to assessment of the impact 
of the EHB on implementation.  
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Benefit design includes 

BOX 2-2 
Description of Benefit Design 

1. A description of the covered benefits: services, drugs, devices 

ESSENTIAL HEALTH BENEFITS 

a. Identification of those covered services, drugs, and devices that are variably covered 
(tiering) 

b. Identification of those covered services, drugs, and devices that are limited in quantity, 
frequency, or some other way 

2. A description of the cost-sharing process 
a. Specific definition of and dollar amounts related to deductibles, copayment, coinsurance, 

and out-of-pocket maximum 
b. Specific identification of any covered services, drugs, or devices having no cost-sharing 
c. Specific definition of any covered services, drugs, or devices in which cost-sharing does 

not accrue to the out-of-pocket maximum 
d. Specific definition of those services, drugs, or devices whose cost is not included in the 

out-of-pocket maximum when they are not covered 
e. The actuarial value 

3. A list of coverage exclusions 
4. Definitions of key terms affecting coverage, including whether the definition is consistent with an 

external standard 
a. Definition of medical service 
b. Medical necessity 
c. Experimental, investigational 
d. Cosmetic 
e. Dental 

5. Identification of benefit design innovations 
a. Value-based insurance designs that align cost-sharing with value 

6. Identification of provider networks, incentives, and care delivery options 
a. Incentives and disincentives for providers at individual and organizational levels 
b. Network design: types of networks (e.g., narrow networks, tiered or concentric networks, 

broad networks) and level of care or site of service for specific procedures or conditions 
within networks 

c. Centers of excellence (without any out-of-network coverage for specific conditions) 
d. Identification of delivery arrangements that could affect care 

i. Medical homes 
ii. Disease management 
iii. Care coordination 
iv. Specialty referral requirements 

7. Identification of approaches designed to influence the use of services, including specific services 
that need to be authorized prior to provision, to be provided in specific sites (such as surgery in 
an ambulatory surgery center), or to be provided at a specific level of care (such as "skilled" 
services in a nursing home 

8. Identification of medical policies that could affect coverage including an explicit statement that 
these policies may apply to all covered services on an individual patient basis 

a. Access to specific medical policies affecting coverage 
b. A description of the process for administering these policies including complaint, request 

for review, and appeal processes 
9. Medical management and/or utilization management programs (e.g., when prior authorization is 

required for specific services; site of service, level of care, or preferred providers) 
10. Payment policies that affect coverage or cost-sharing. 

a. Hold-harmless arrangements 
b. Pricing arrangements that may affect cost-sharing and out-of-pocket maximums 
c. Reference pricing for drugs and medical or surgical services 

11. Quality and cost transparency reports on variation by provider, condition, procedure, faci lity, and 
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geography 
12. Overall description of how benefits are administered, including description of the complaint, 

request for review, and appeals processes 

Deciding Covered Benefits vs. Medical Necessity Determination 

2-9 

During a presentation to the committee, Dr. Alan Garber distinguished coverage 
determination (i.e., what an insurer decides to offer in a plan as a covered general benefit 
catego1y or service for a pariicular price) and a medical necessity determination (i.e. , whether the 
care is deemed appropriate for a particular· person for a particular condition and circumstar1ce) 
(Gar·ber, 201 1). While physicians may make an initial recommendation of se1vice for the patient, 
its necessity is subject to review and approval by the payer. Insurers indicated that these 
decisions ar·e based on specific established criteria, such as safety, clinical evidence, relative cost 
of se1vices with compar·able outcomes (Ka1niniski, 2007; Singer et al., 1999), and compliance 
with state or federal laws, as applicable. 

From the practitioner and patient perspective, a significant issue has been that these 
determinations ar·e opaque and knowledge of decisions overtumed is not always accessible. Their 
perspective is that these dete1minations are not always evidence-driven, but could also be driven 
by attempts to raise baniers to payment for covered car·e. This contributes to the problem patients 
have comprehending why some things their physician recommends are not reimbursable. While 
a medical necessity dete1mination should most imp01iantly take into account the individual 
patient's condition and needs, one perspective is that these dete1minations may, instead, reflect a 
clinical policy which the health insurer feels is most appropriate (i.e. the treatment they feel is 
most appropriate for a given condition versus an individual patient). The well-documented public 
backlash against managed care in the 1990s was driven by patient, provider, and public concem 
that insurers were not applying their conditions fairly. Speakers before the committee related 
stories about denials of care, with Anthony Wright, executive director of Health Access 
Califomia, noting consumers' fear ofthe fine print of insurance contracts (Wright, 2011). 

The committee concludes that while medical management techniques, with appropriate 
checks and balances, are necessruy to ensure that the package of EHB benefits can be delivered 
at the most affordable cost. A fair and reasonable appeals process for adverse deteiminations
including independent medical review will be implemented under ACA, and the results should 
be monitored to info1m the updating of the EHB.4 The committee reviews insurers' medical 
necessity defmitions and clinical policy guidelines and advises on possible secretarial guidance 
in chapter 5 and the need to monitor appeals in Chapter 7. 

UNDERSTANDING CONTRIBUTORS TO COSTS 

Goals for coverage decisions and medical necessity dete1minations are for safe, effective, and 
appropriate care while using resources wisely. Despite such lofty goals, we know, for example, 
that unnecessruy care is delivered (NEHI, 2008; Schuster et al. , 2005), recommended cal'e for 
adults is delivered just 55 percent of the time (McGlynn et al., 2003), and some care when 

4 It is important to note that under the ACA. contested medical necessity determinations can be appealed to an independent external appeals 
reVle\v. 
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delivered inappropriately can actually be unsafe (Rosen, 2010). Furthermore, major drivers for 
health care costs include our growing chronic disease burden and demand for the newest 
technologies, even if they do not produce greater value than existing less costly technologies. 
Insurers, providers of care, and patients all have a shared responsibility for appropriate utilization 
of shared health care resources. While individuals have the right to spend their own resources as 
they see fit, spending from a shared pool of funds confers a degree of accountability for effective 
stewardship of those funds. 

Shared Responsibility 
Ideally, insurers make their coverage decisions based on evidence, are consistent in the 

application of evidence, provide meaningful benefits with an acceptable level of risk, and 
discourage the use of unnecessary or even harmful services. For example, one study suggests that 
perhaps one-third of computed tomography (CT) scans are unnecessary and could be replaced by 
alternative approaches or avoided altogether (Brenner and Hall, 2007). CT scans have a radiation 
dose about 50 times that of conventional X-rays and are implicated in the development of 
cancers that could have been avoided without this treatment (Brenner and Hall, 2007). On 
discovering a 25 to 35 percent annual increase in the utilization of advanced imaging tests 
(including variations in prescribing and duplicative tests with the potential exposure of patients 
to unnecessary radiation), Highmark Blue Cross Blue Shield established an advanced imaging 
program to better manage the appropriate utilization of these tests, a privileging program 
requiring providers to meet quality and safety standards, and a prior authorization program for 
patients. These were implemented with the aim of reducing duplicate tests and enhancing 
adherence to safety standards (Highmark Blue Cross Blue Shield, 2011).  

Multiple insurers indicated to the committee that they were committed to applying standards 
of evidence in making benefit coverage decisions and in developing clinical policies (Calega, 
2011; Levine, 2011; McDonough, 2011; Nussbaum, 2011). At the same time, they 
acknowledged that there are often gaps in available evidence. Furthermore, it is “very difficult” 
to remove coverage unless there is documentation that a service is no longer of value, and there 
is a need for the nation to devote funding to develop more evidence to support coverage 
decisions (Calega, 2011). Other examples of inappropriate—not only unnecessary but also 
potentially harmful—use, cited by others, include inappropriate use of single-photon emission 
computed tomography (SPECT) cardiac scans (14 percent) (Hendel et al., 2010) or cardiac 
catheterization (Ko et al., 2010), which themselves not only add unnecessary costs but also can 
lead to further unnecessary and potentially dangerous surgery for patients; unnecessary 
diagnostic testing such as $3,000 BRCA-1 genetic tests in patients for whom such testing is not 
clinically indicated (White et al., 2008); and inappropriate treatment for breast cancer patients 
(e.g., autologous bone marrow transplant) (Jacobson et al., 2007). 

Ideally, physicians too make decisions about necessary care based on evidence; however, 
there is often significant geographic practice variation (Wennberg, 2011). Unwarranted 
differences in effective care—that is, “interventions for which the benefits far outweigh the 
risks”—can reflect underuse of guideline-supported care. Preference- and supply-sensitive care 
variations reflect differences in professional opinion and response to the capacity of the health 
care system, resulting in low utilization in some areas and overuse in others. Uncertainty plays a 
role in variation; when in doubt, there is a tendency to perform a procedure, and the incentives 
are certainly in place to do so. According to Eddy, “The losers are patients, consumers, and 
taxpayers—–anyone who has to undergo a valueless procedure or pay the bill” (Eddy, 1984).  

1465



Copyright © National Academy of Sciences. All rights reserved.

Essential Health Benefits:  Balancing Coverage and Costs

COVERED BENEFITS AND BENEFIT DESIGN  2-11 

PREPUBLICATION COPY: UNCORRECTED PROOFS 

Ideally, patients also make decisions in their own best interests, but this is not always the 
case. The process for deciding among “preference-sensitive” options must be based on informed 
understanding of treatment alternatives, an element that is sorely lacking in many situations 
(Baker et al., 2010). To engage consumers in informed decision making, more insurers and 
employers are encouraging the use of specialized decisions aids (O’Connor et al., 2003, 2007). 

Evolution of Insurance Coverage and Cost Drivers 
The contents of health insurance policies today reflect their historical development, but 

health insurance is not static and is adapting to today’s health burdens, emerging evidence, and 
cost drivers in the market. Health insurance grew out of a movement to protect against disability 
due to accidents or catastrophic illnesses; over time, hospital pre-payment insurance policies 
developed and then policies to protect against other types of medical expenses (Abraham, 1986; 
IOM, 1993; Rosenblatt et al, 1997). More recently, coverage for preventive health care services 
and prescription drugs has emerged—emphasizing ongoing care, not just acute or emergency 
situations. Indeed, Medicare did not add prescription drug coverage until Part D went into effect 
in 2006, 41 years after the Medicare program was established.  

Major Expenditure Categories 
Health care expenditures for persons under 65 years can be categorized into three major 

expense categories: hospital inpatient, ambulatory care services (e.g., physician office services, 
hospital outpatient services), and prescription drugs, comprising about 84 percent of health care 
spending for non-elderly adults and about 70 percent for children (note that this is all spending, 
not just insurance) (Kashihara and Carper, 2010). Among those under 65 who are privately insured, 
about 10 percent of the population accounts for 60 percent of all health care spending (Yu and 
Ezzati-Rice, 2005). The growth in overall inflation-adjusted spending for all ages in these 
categories over time is shown in Figure 2-2.  

 
 

 
FIGURE 2-2 Real spending on health care in selected categories, 1965-2005.  
NOTE: Spending amounts are adjusted for inflation using the gross domestic product implicit price 
deflator from the Bureau of Economic Analysis.  
SOURCE: CBO, 2008. 
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Cost Drivers 
The major drivers of health care costs are recognized as new technologies, more intensive 

testing, growing chronic disease burden, increased utilization (growing and aging population), 
and consumer or provider demand for state-of-the-art care (KFF, 2010; PwC Health Research 
Institute, 2011). Unit prices for medical care—that is, price per unit of service— are another 
driver, with one recent estimate attributing 5-19 percent of the annual growth rate between 1960 
and 2007 to unit price increases (Smith et al., 2009). Unit prices for a new service vary 
dramatically by geographic region and volume. Accordingly, all of these cost drivers have 
implications for the cost of purchasing health insurance as well as benefit design and 
administration. Health insurance premiums are also affected by federal and state mandates 
requiring the addition of specific types of benefits, however the degree of that effect depends on 
various factors, such as size of the population affected, utilization, and the contents of existing 
coverage.  

 
 

TABLE 2-1 Estimated Contributions of Selected Factors to Growth in Real Health Care Spending per Capita, 
1940 to 1990 
Percentage Smith et al. (2000) a Cutler (1995) b Newhouse (1992) c 
Aging of the population 2 2 2d 
Changes in third-party payment 10 13 10e 
Personal income growth 11-18 5 <23 
Prices in the health care sector 11-22 19 * 
Administrative costs 3-10 13 * 
Defensive medicine and supplier-induced 
demand 

0 * 0 

Technology-related changes in medical 
practice 

38-62 49 >65 

NOTE: Amounts in the table represent the estimated percentage share of long-term growth that each factor 
accounts for. < = less than; > = greater than; * = not estimated. 
aCongressional Budget Office based on Sheila D. Smith, Stephen K. Heffler, and Mark S. Freeland, 2000, 
“The Impact of Technological Change on Health Care Cost Increases: An Evaluation of the Literature” 
(working paper). 
 bDavid M. Cutler, 1995, “Technology, Health Costs, and the NIH” (paper prepared for the National Institutes 
of Health Economics Roundtable on Biomedical Research, September 1995).  
cJoseph P. Newhouse, 1992, “Medical Care Costs: How Much Welfare Loss?” Journal of Economic 
Perspectives, 6(3)Summer:3-22. 
dRepresents data for 1950 to 1987. 
eRepresents data for 1950 to 1980. 
SOURCE: CBO, 2008.  
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Innovation has helped advance medical science and prolong lives, but the Congressional 
Budget Office (CBO) estimates that the addition of new technologies accounts for about half of 
the per capita growth in health care spending (CBO, 2008). CBO further notes that some of those 
advances can be very costly while others, although relatively inexpensive, can drive up spending 
because their use becomes widespread, and finally some may reduce aggregate costs (CBO, 
2008). A more recent study finds lower estimates of medical technology’s contribution, 27-48 
percent of the annual growth rate (average 4.8 percent annually) from 1960 to 2007, and a 
similar level of 29-43 percent attributable to aggregate income (real per capita gross domestic 
product [GDP]) (Smith et al., 2009). Emerging technologies such as personalized medicine and 
biologics will continue to have an impact on spending and insurance premiums. While there is 
not a desire to stifle innovation in medical science, rising costs will affect the affordability of 
coverage in the private sector and in public programs, including subsidization of insurance in the 
health insurance exchanges. As new technologies become available, important questions are not 
just whether something is safe and effective, but whether it will provide benefits beyond 
comparable treatments and which patients will benefit. Another question to consider will be how 
best to stimulate the development and dissemination of technologies that may reduce costs.  

The huge but often preventable chronic disease burden in this country calls for a greater 
emphasis on prevention, given that about half of all deaths in the United States are considered 
attributable to modifiable health behaviors (Mokdad et al., 2005). The change in handling of 
preventive health services is illustrative of evolving insurance policy, realigning incentives, and 
making positive use of medical management to promote preventive services and disease 
management programs to improve care and maintain a healthy workforce (Nussbaum, 2011). 

As noted in Table 2-1, administrative costs, including profits for insurers and their 
shareholders, contribute to premium costs. ACA has new provisions for the medical-loss ratio, 
which sets the minimum percentage of premiums that insurers may spend on actual medical care 
(e.g., 80 percent for individuals and small group insurance and 85 percent for larger group 
insurance).5  

ILLUSTRATIVE APPROACHES TO COVERAGE DECISIONS 
Benefit design is “an iterative process,” taking into account what employers and consumers 

in the marketplace want and are willing to pay for. Thus, what is typical in the market today 
becomes a base for consideration of the EHB package. Similarly, any insurer benefit package 
tends to build on what is already covered. In updating packages, insurers told the committee they 
might conduct focus groups, hold field satisfaction surveys, and receive feedback from insurance 
brokers on market demand as well as survey advances in medical technology (Calega, 2011).  

The committee heard from numerous stakeholders about making coverage decisions; most of 
the methods presented deal with assessment of whether an individual technology should be 
included for coverage rather than looking at the package of benefits as a whole or making 
medical necessity determinations. The committee presents three general approaches that reflect a 
range of current practices: (1) use of evidence for adding individual technologies to the benefit 
package, (2) prioritization among benefits, and (3) value-based insurance design. Illustrative 
examples are given.  

                                                 

5 § 2718 (1)(A)(i)-(ii). 
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Evidence-Based Approaches 

Examples of the criteria and methods insurers use to develop their evidence-base for covered 
benefit and medical management decisions follow. Insurers seek to apply the best standru·d of 
evidence available. In some cases, for example, Medicare allows coverage in conjunction with 
evidence development in clinical trials and Washington state has shown some flexibility in cases 
where a rare condition is less likely to have a sufficiently developed evidence base. 

Receiving and Analyzing Multiple Sources of Input 

Insurers keep abreast of medical trends, clinical practice guidelines, approvals by CMS and 
the Food and Dmg Administration (FDA) of new technologies and phatmaceuticals, and 
evidence-based reviews from the Blue Cross Blue Shield Teclmology Evaluation Center (TEC) 
and others. From these vru·ious inputs and intemal analyses, insurers examine whether this 
information should lead to chru1ges in covered benefits and development of clinical policies 
applied in medical necessity detenninations, as illustrated for Wellpoint's process in Figure 2-3. 

Annual Policy Review 

Changing Practice Patterns 

FDA Decisions 

Posting 
Policy 

Positions 
on the 

Specialty 
Societies 

Academic 
Medical 
Centers 

Practicing 
Experts 

' 

- External Engagement 

• - Decision Making 

Policy 
Formation 

·-----------------------------------~ 

MPTAC 
Adoption of 

Policyor +-----------' 
Guideline 
Position 

'The Hematology/Oncology Committee' (HEM/ONC). Medical Policy & 
Technology Assessment Committee• (MPTAC) and Behavioral Health 
Committee• include external physician representation 

FIGURE 2-3 WellPoint approach to making medical policy decisions, illustrated as related to 
hematology and oncology. 
SOURCE: Nussbaum, 2011. 
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Aetna similarly selects new and existing technologies for detailed review based on contextual 
considerations including the quantity of use and the importance of questions that have arisen 
regarding the specific medical technology; the potential impact of the technology on the 
company and its members; the availability of evidence in the peer-reviewed literature, 
guidelines, and consensus statements; changes in regulatoty status; or other infotmation that is 
material to the status of the medical teclmology (McDonough, 2011). Through this process, the 
need for medical management (e.g., whether the service might best be perfotmed in centers of 
excellence) is detennined. Thus, rather than exclude a specific service, a clinical policy could 
define under what circmnstances it would be covered. Like WellPoint, Aetna's clinical coverage 
criteria are derived in pali from the Blue Cross Blue Shield TEC (Box 2-3). In addition to these 
criteria, Aetna considers indications in major dtug compendia recognized by CMS, the approval 
status of technologies from relevant government regulatoty bodies (e.g., CMS, FDA), and 
technology assessments from other reliable sources of information such as the Califomia 
Technology Assessment Fomm and Health Technology Assessment Intemational (HTAi). 

BOX 2-3 
The Blue Cross Blue Shield Technology Evaluation Center's 

Clinical Coverage Criteria 

The following criteria are considered in evaluating a medical technology: 

• The technology must have final approval from the appropriate governmental 
regulatory bodies, when required. 

• The scientific evidence must permit conclusions concerning the effect of the 
technology on health outcomes. 

• The technology must improve net health outcome. 
• The technology must be as beneficial as any established alternatives. 
• The improvement must be attainable outside investigational settings. 

SOURCE: BCBSA, 2011. 
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Medicare established the Medicare Evidence Development & Coverage Advismy Committee 
(MEDCAC) in 1998 to provide CMS with independent guidance and expett advice, "based upon 
the reasoned application of scientific evidence" on specific clinical topics, including issues 
relevant to coverage policy development (HHS, 2010a). Service-level assessments have included 
things such as assessing the strength of the evidence for multifactorial, noninvasive, "lifestyle" 
modifying interventions to treat cardiac disease and clarifying what constitutes the standard of 
care in wound therapy (HHS, 2010a). Pre-meeting materials considered include extemal health 
technology assessment(s) (TAs) conducted by the Agency for Healthcare Research and Quality 
(AHRQ) or an Evidence-Based Practice Center (EPC) under contract with that agency; any other 
relevant TAs; an evidence summaty prepared by CMS staff; and copies of relevant ruticles 
reviewed by CMS. 

Applying a Hierarchy of Evidence 

UnitedHealthcare uses processes similar to the insurers above, applying a hierru·chy of 
criteria and evidence for coverage detennination; a first step is consideration of mandatmy 
requirements from federal or state sources and then application of a hierarchical standard for 
evidence to potential interventions considered for coverage (Box 2-4). 

BOX2-4 
UnitedHealthcare's Hierarchy of Criteria for Benefit or Coverage Determination 

Federal and state mandates (e.g., CMS National Coverage Decisions [NCDs] are the highest criteria for 
Medicare beneficiaries) 

Standards of Evidence: 

• Statistically robust, well-designed randomized controlled trials 

• Statistically robust, well-designed cohort studies 

• Large, multisite observational studies 

• Single-site observational studies 

• In the absence of incontrovertible scientific evidence, medical policies may be based upon 
national consensus statements by recognized authorities. The following stratification describes the 
hierarchy of use of medical policies and clinical guidelines within UnitedHealthcare: 

o National guidelines and consensus statements (e.g. United States Preventive Services Task 
Force (USPSTF], National Institutes of Health [NIH] clinical statements, Agency for Health 
Care Research and Quality [AHRQ] clinical statements) 

o Evidence-based nationally recognized clinical guidelines 

o CMS NCDs 
o Clinical position papers of professional specialty societies (e.g. American College of 

Physicians [ACP], American College of Cardiology [ACC], American College of Chest 
Physicians [ACCP]) when their statements are based on referenced clinical evidence 

• Expert opinion using Cochrane grading 
• Particularly for new or emerging medical technologies, no health service will be deemed unproven 

solely on the basis of a lack of randomized controlled trials. Similarly, UnitedHealthcare will develop 
no medical policies based solely on expert opinion. 

SOURCE: Personal communication with committee member Sam Ho, UnitedHealthcare, 2011. 
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Washington State similarly uses a hierarchy of evidence (Box 2-5), embedded in its 
administrative code,6 to define benefits across the state 's coverage programs (i.e., Medicaid, state 
employee benefit program, and state basic health plan [a coverage program for lower-income 
populations not eligible for Medicaid]). The key principles for the design process-with 
stakeholders pmticipating including legislators, providers, and beneficiaries-are consistency of 
decisions, transparency, hierm·chy of decision criteria, evidence basis, and focus on patient 
safety. These benefits use "the best evidence of proven value to the population, while respecting 
the appropriateness of setvices and the authority of the treating provider" (Thompson, 2011). 

BOX 2-5 
Hierarchy of Evidence Employed by Washington State 

Definition: (a) The hierarchy (in descending order with Type I given the greatest weight) is: 

(i) Type 1: Meta-analysis done with multiple, well-designed controlled studies; 

(ii) Type //: One or more well-designed experimental studies; 

(iii) Type Ill: Well-designed, quasi-experimental studies such as nonrandomized controlled, single group 
pre-post, cohort, time series, or matched case-controlled studies; 

(iv) Type IV: Well-designed, nonexperimental studies, such as comparative and correlation descriptive, 
and case studies (uncontrolled); and 

(v) Type V: Credible evidence submitted by the provider. 

Classification: (b) Based on the quality of available evidence, the department determines if the requested 
service is effective and safe for the client by classifying it as an "A," "B," "C," or "D" level of evidence: 

(i) "A" level evidence: Shows the requested service or equipment is a proven benefit to the client's condition 
by strong scientific litera-

ture and well-designed clinical trials such as Type I evidence or multiple Type II evidence or combinations 
of Type II, Ill or IV evi-

dence with consistent results (An "A" rating cannot be based on Type Ill or Type IV evidence alone). 

(ii) "8" level evidence: Shows the requested service or equipment has some proven benefit supported by: 
(A) Multiple Type II or Ill evidence or combinations of Type II, Ill or IV evidence with generally consistent 

findings of effectiveness 
and safety (A "B" rating cannot be based on Type IV evidence alone); or 

(B) Singular Type II, Ill , or IV evidence in combination with department-recognized: 

(I) Clinical guidelines; or 
(II) Treatment pathways; or 
(Ill) Other guidelines that use the hierarchy of evidence in establishing the rationale for existing 

standards. 

(iii) "C" level evidence: Shows only weak and inconclusive evidence regarding safety and/or efficacy such 
as: 

(A) Type II, Ill, or IV evidence with inconsistent findings; or 
(B) Only Type V evidence is available. 

(iv) "D" level evidence: Is not supported by any evidence regarding its safety and efficacy, for example that 
which is considered investigational or experimental. 

6 Washington Administrative Code, 388-501-0165 (1994). 
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Application: (c) After classifying the available evidence, the department: 

(i) Approves "A" and "B" rated requests if the service or equipment: 

(A) Does not place the client at a greater risk of mortality or morbidity than an equally effective alternative 
treatment; and 

(B) Is not more costly than an equally effective alternative treatment. 
(ii) Approves a "C" rated request only if the provider shows the requested service is the optimal intervention 
for meeting the client's specific condition or treatment needs, and: 

(A) Does not place the client at a greater risk of mortality or morbidity than an equally effective alternative 
treatment; and 

(B) Is less costly to the department than an equally effective alternative treatment; and 

(C) Is the next reasonable step for the client in a well-documented tried-and-failed attempt at evidence
based care. 
(iii) Denies "D" rated requests unless: 

(A) The requested service or equipment has a humanitarian device exemption from the Food And Drug 
Administration (FDA); or 

(B) There is a local institutional review board (IRS) protocol addressing issues of efficacy and safety of the 
requested service that satisfies both the department and the requesting provider. 

SOURCE: Washington Administrative Code, 388-501-0165. 

This hierarchy of evidence and its application are used to defme covered benefits and to 
establish the basis for medical necessity decisions. In testimony before the committee, Dr. 
Jeffrey Thompson, chief medical officer, State ofWashington Medicaid Program, illustrated 
changes in coverage and improvements in care and outcomes using this evidence-based 
approach. Before the introduction of evidence-based benefit design, cardiac rehabilitation was 
not a covered benefit; but once reviewed, A-level evidence revealed this se1vice contributed to 
avoiding fmther surge1y, hospitalization, and recmTence--so the benefit is now covered 
(Thompson, 2011). Similarly, bariatric surge1y was previously covered for numerous indications, 
and the mortality rate reached 40 percent at some hospitals. Review of the evidence revealed that 
surge1y is indicated for this program in some instances (e.g., BMI > 35 with diabetes and/or joint 
replacement) but not all. By limiting coverage to specific evidence-based indications, the 
depaltment self-reports that it has reduced case costs by half ($36,000 to $17,000) and improved 
outcomes-no bariatric surge1y-related death in seven years among individuals enrolled in state
covered plans (Thompson, 2011). 

While the department generally approves benefits supported by A- and B-level evidence, it 
does not necessarily reject benefits with only C- and D-level evidence. For example, if a provider 
can prove that a se1vice supported by inconsistent, C-level evidence is "less costly, less risky, 
and is the next step in reasonable care," then coverage may be considered. For example, a PET 
(positron emission tomography) scan for cancer diagnosis may have limited or no outcome 
studies but in special cases can reduce the costs and risks of a surgical procedure. Additionally, 
recognizing that ce1tain rare conditions may never have A-level studies, state-covered plans have 
been willing to cover some experimental D-level treatments.7 Its evidence hierarchy has also 
been extended to phrumaceutical benefits in a tiered f01mulruy, with the state's basic health plan 

7 Provided the treatment is approved by an internal review board (IRB), the treating physician is in the study, and the patient has provided 
infonned consent. 
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having a $10 copay for dmgs "above the line" (e.g., omeprazole) and a 16 percent copay for 
dmgs "below the line" (e.g., Prevacid) (Thompson, 2011). 

Prioritization Approach 

2-19 

Individuals and employers have budgets that limit what they are willing to pay, leading to the 
exclusion of cettain benefits and the adoption of multiple benefit design options discussed 
earlier. Whether private or public funds are spent, questions arise about what people think shared 
resomces should be spent on. To date, insmers and pmchasers have made some decisions on 
which things should be excluded, such as no coverage of medical procedmes solely for Cosmetic 
smgety or other procedmes perfonned solely for beautification or to improve appearance. The 
State of Oregon has gone a step further to defme in much more detail which services are 
included and excluded, and setting priorities among them so that as budget levels change, it is 
transparent which things are covered. 

Oregon detennines a detailed list of prioritized condition-treatment pairs (originally totaling 
more than 700; cmTently at 679) (Oregon Health Services Commission, 2011b) for its Medicaid 
program, known as the Oregon Health Plan (Box 2-6). Services necessary to determine a 
diagnosis are covered. Ancillary services such as prescription dmgs and DME are covered for 
conditions in the ftmded region. 

BOX2-6 
Oregon Treatment-Condition Pair Examples 

Examples of Treatment/Condition Pairs 

Diagnosis: TYPE I DIABETES MELLITUS 
Treatment: MEDICAL THERAPY 

ICD-9: 260.01,250.03,250. 11 ,250. 13,260.21 ,250.23,250.31,250.33.250.61 .260.63.260.91 ,260.93, 251.3,V53.91. V65.46 
CPT: 9091 B-90997,93990,95250-95251,9816CJ..98162,99024,99070.99078,99201·99362.9937 4·99375, 99379-99440 
HCPCS: G0245,G0246.G0308, G0309,G0310,G0311 ,G0312,Go313,G0314,G0315,G0316,G0317 .G0318.G0319, 

G0320.G0321 ,G0322.G0323,G0324.G0325.Go326,G0327,S9145 
Une: 2 

Diagnosis: DISLOCATION KNEE AND HIP, OPEN 
Treatment: SURGICAL TREATMENT 

ICD-9: 835.1 ,836.2,836.4,836.6 
CPT: 27253-27258,27275,27350,27430,27435,2749B-2749a,27556·27558,27560,27562.27566.27830-27832,27892·27894,29861· 

29863,29882,97001·97004,97012·97014.97022,97032.971 10-97124. 97140·97535,97542,97602,9776CJ..97762 
Line: 286 

Diagnosis: ALLERGIC RHINmS AND CONJUNCTIVITIS, CHRONIC RHINITIS 
Treatment: MEDICAL THERAPY 

IC0-9: 37Ul1·372.05.372.14.372.64.372.56,472,477,995.3,V07.1 
CPT: 30420,92002-92060,92070-92353.92358-92371,95004·95180,99024,99070.99076,99201·99362, 99374·99375,99379-99440 
Line: 597 

SOURCE: Santa and Gibson, 2006. 
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In 2006, the commission revised its methodology to have a population focus. “Greater 
emphasis is [now] placed on preventive services and chronic disease management, reflecting the 
fact that providing health care before reaching crisis mode will prevent avoidable morbidity and 
mortality” (DiPrete and Coffman, 2007). The following five impact measures are considered: 
impact on (1) healthy life-years, (2) suffering, (3) population effects, (4) vulnerability of 
population, and (5) tertiary prevention combined with two factors effectiveness and need for 
medical service under the current formula (DiPrete and Coffman, 2007). 

The resulting prioritized list is used by the legislature to allocate funding for Medicaid and 
the State Children’s Health Insurance Program (SCHIP), but the legislature cannot change the 
priorities set by the independent Health Services Commission (DiPrete and Coffman, 2007). 
Rather, the legislature “draws a line” on the list beyond which it cannot pay—in 2011 at line 502 
(Oregon Health Services Commission, 2011a)—based on the cumulative actuarial estimates of 
the cost for each condition-treatment pair for the covered population. Approximately 75 percent 
of the more than 600 condition-treatment pairs are funded (Table 2-2). The list is updated every 
two years, and whereas such a process of prioritization is frequently cited as being too time- and 
labor-intensive for wider adoption, this is done by a staff of four in Oregon.8 Approximately one-
third of the state has benefited from the expanded access made possible by setting explicit health 
service priorities (DiPrete and Coffman, 2007). 
 
 
TABLE 2-2 The State of Oregon Uses a Prioritized List of Services to Make Coverage Decisions 
Line Number Examples of Services Coverage 
1 Maternity care Covered 

 101 Medical treatment of acute lymphocytic leukemia 
201 Surgical treatment of brain hemorrhage  
301 Treatment for rheumatic heart disease 
401 Laser therapy to prevent retinal tear 
501 Treatment for noninflammatory vaginal disorders 
551 Treatment for back pain without neurologic impairment  Not Covered 

 651  Treatment for calcium deposits 
SOURCE: Oregon Health Services Commission, 2011b. 
 

 

                                                 

8 Personal communication with Mark Gibson, Center for Evidence-Based Policy, Oregon Health and Science University, February 9, 2011.  
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Value-Based Insurance Design Approach 
Value-based insurance design (VBID) seeks to align patient cost-sharing with the value of 

clinical services, including how they are provided (e.g., most appropriate setting and health care 
provider). VBID identifies those services whose benefits relative to their costs represent an 
efficient use of resources for patients, comparing the cost-effectiveness of one intervention to 
alternatives, including no intervention (Garber, 2011). The use of these services is then 
incentivized, traditionally through two mechanisms: (1) minimal cost barriers and (2) financial 
incentives. Approaches to VBID call for lowering cost-sharing for high-value services and 
raising costs through higher copays on services with low value. Chernew et al. (2010) outlined 
other mechanisms by which VBID programs can impact spending, including designating in- and 
out-of-network providers based on high performance value, not just price; and/or providing 
incentives for enrollees to adopt healthier behaviors and/or achieving better biometric results, 
such as blood pressure, cholesterol, blood sugar levels, or body mass index (Chernew et al., 
2010; MedPAC, 2011). One challenge is that as one seeks to align coverage with more specific 
cost-effective services and health outcomes, the more complex benefit design and 
implementation can become. While barriers to each VBID approach exist, they all have the 
potential to improve the efficiency of the health care system. Given the differences across 
approaches, it is suggested that regulators allow for flexibility when designing such programs 
(Chernew et al., 2010).  

Consequently, innovative programs to improve health and lower long-term costs have been 
developed and studied to determine the benefits of VBID. For example, one study comparing the 
results of identical disease management programs found that when one employer reduced copays 
for five classes of drugs, adherence increased in four classes and overall nonadherence was 
reduced by 7-14 percent (Chernew et al., 2008). Similarly, Choudhry et al. (2010) found that 
when a large employer, Pitney Bowes, eliminated copayments for statins, adherence improved 
2.8 percent, and when they reduced copayments for medication inhibiting blood clotting, patient 
adherence improved by 4 percent. Maciejewski et al. (2010) also found that adherence to 
diabetes, hypertension, hyperlipidemia, and congestive heart failure medications improved 
between 1.5 and 3.8 percent when employees were offered the medications at a reduced cost, 
compared to employees not offered that option.  

Assessing the financial impacts of VBID implementation can be challenging, because many 
programs are new and “even if a strategy is effective, how that translates into costs or savings 
may vary from one organization to another” (MedPAC, 2011). This lack of generalizability 
requires an individualized analysis of programs. The State of Minnesota reported a savings of 7 
percent after instituting an incentive program in 2002 for enrollees to see efficient providers; 
primary care clinics are ranked annually on overall claims-based cost and divided into four tiers, 
with patients facing higher cost-sharing when utilizing clinics with the highest overall costs 
(MedPAC, 2011). Also, actuarial modeling of an Oregon value-based plan suggests “the 
potential to produce savings of three percent to five percent initially” when applied in the state’s 
Oregon Educators Board plan (MedPAC, 2011; Smith and Saha, 2011). By these indications, 
VBID is an approach to control health care spending—with a focus on value, using copayment 
rates that are based on the value of clinical services (benefits and costs), rather than solely on the 
costs of delivering those services (Fendrick et al., 2001).  

Oregon has a long history of incorporating value into its decisions about health coverage, 
having rank-ordered its benefits since 1989 as discussed previously. It is now translating lessons 
learned from its Medicaid program to the private sector. Identifying over time, per inclusion 
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criteria (Box 2-7), a set of 20 value-based services (VBS) applicable to a set of diagnoses, the 
Health Services Commission determined that these should be promoted, and hence offered at no 
cost-sharing with a waived deductible in the state's Medicaid program (e.g., the provision of 
diagnostic spiromehy and medications according to the National Institute for Health and Clinical 
Excellence (NICE) 2008 stepwise treahnent protocol for asthma (Oregon Health Services 
Commission, 2010). Finding that many Medicaid recipients already receive these services with 
little or no cost-sharing, the expectation is that this will have a more significant effect when 
adopted in the private sector. Impmtantly for the continued role ofVBS, the Health Services 
Commission plans to update this list a1mually to ensme that the most cunent high-quality 
suppmting evidence (such as Cocluane systematic reviews of randomized controlled clinical 
trials and evidence-based guidelines) is used for designing coverage (Oregon Health Services 
Administration, 2011). 

BOX 2-7 
Inclusion Criteria for Oregon's Value-Based Services (VBS) 

• Ambulatory services (i.e., outpatient), including medications, diagnostic tests, procedures, and 
some office visits 

• Primarily offered in the medical home 
• Primarily focused on chronic illness management, preventive care, and/or maternity care 
• Of clear benefit, strongly supported by evidence 
• Cost-effective 
• Reduce hospitalizations or emergency department visits, reduce future exacerbations or illness 

progression, or improve quality of life 
• Low cost up front 
• High utilization desired 
• Low risk of inappropriate utilization 

SOURCE: Oregon Health Services Administration, 2011. 
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One additional proposal for a state-specific essential benefits package to cover all 
Oregonians, since sidelined in anticipation of federal guidance on EHB, was to include among 
value-based services offered with 0-5 percent cost-sharing: routine vaccinations, prenatal care, 
chronic illness management, and smoking cessation treatment. Less effective care and care for 
minor injury and self-limited illness (e.g., chronic back pain, viral sore throat, seasonal allergies, 
acne) would have the highest cost-sharing (Saha et al., 2010). Currently, a separate effort through 
the Oregon Health Leadership Council (OHLC), an organization of business leaders, health 
plans, and providers seeking to reduce the rate of increase of health care costs, is actively leading 
efforts to incorporate value-based design in the private sector. With an estimated 8-12 percent 
premium reduction, the OHLC proposed a benefit package with three tiers of service, in which 
the middle one—level 2—resembles most traditional plans with a deductible and coinsurance for 
most services, but the level 1 tier would cover prescription drugs, some lab, imaging, and other 
ancillary services related to six chronic conditions—coronary disease, congestive heart failure, 
chronic obstructive pulmonary disease, diabetes, asthma, and depression—with minimal or no 
cost-sharing. On the other hand, several types of surgeries (for example, coronary artery bypass 
grafting [CABG] and angioplasty) have significant cost-sharing. OHLC originally wanted to 
include primary care visits in the tier without cost-sharing; however, administrative barriers, such 
as the inability of billing systems to distinguish primary care visits from those for a specific 
chronic condition, may not make it feasible for all insurers (MedPAC, 2011).  

As of January 1, 2011, a plan based on the VBS model, which includes no cost-sharing for 
cholesterol and blood pressure medications, is being offered to employees of Evraz Inc., which 
operates steel mills in Oregon and Delaware. Furthermore, while some workers have the option 
of staying in their current plan, the company is waiving the employee premium contribution for 
individuals who opt for the value-based plan. Finally, a similar plan has been rolled out to the 
employees of the health insurer ODS, further indicating that value-based insurance design is 
being recognized as an attractive approach to plan design. 

Summary 
This chapter provides the committee’s review of considerations in benefit choices, benefit 

design, cost drivers, and a sample of illustrative approaches to deciding benefit coverage and its 
application in clinical policies—setting the stage for developing the policy foundations and 
criteria for designing the EHB package in the next chapter. 
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3 
 

Policy Foundations and Criteria for the EHB  
 
The Institute of Medicine committee was tasked with developing a framework for the 

Secretary to use when explicitly defining and revising the essential health benefits (EHB). 
Upon integrating its research and public input from its workshop and online public comment 
form, the committee established four policy foundations to guide its work: economics, ethics, 
evidence-based practice, and population health. Related criteria are outlined for three 
purposes: (1) assessment of the aggregate EHB package, (2) evaluation of individual 
services to be included in the EHB package, and (3) guidance on fair processes.  
 
The Secretary asked the Institute of Medicine (IOM) committee to develop an explicit 

framework for considering the EHB package that would serve the Department of Health and 
Human Services (HHS) now and in the future (Glied, 2011). This chapter outlines the resulting 
framework, including the specific policy foundations and criteria that the committee used to 
guide its own work. The committee later recommends that the Secretary use this framework 
when defining the EHB package and updating it in the years to come (see Chapters 5 and 9).  

The committee specifically queried the public via its online public comment form about what 
principles, criteria, and processes the Secretary might use for defining and revising the EHB. The 
many suggestions made, as well as information gleaned from the committee’s research, could be 
classified into four main policy foundation domains: economics, ethics, evidence-based medical 
practice, and population health. What follows is a general discussion of these domains, 
principles associated with these domains, and a list of criteria that emerged common to these 
policy areas to direct evaluation of the aggregate EHB package, to assess individual technologies 
for inclusion, and to establish appropriate characteristics of processes. The committee’s 
framework of policy foundations and related criteria is consistent with the goals of the ACA and 
those initiatives contained within it, such as HHS’s National Quality Strategy1—to expand 
access to health insurance, to improve the quality of care, to improve the health of individuals 
and communities, and to reduce the cost of care. It also reflects previous IOM work related to 
improving the quality of care, such as Crossing the Quality Chasm’s six aims (IOM, 2001).   

POLICY FOUNDATIONS 
The committee finds that no single policy lens is sufficient or comprehensive enough for 

explicitly framing decisions about the EHB. Figure 3-1 graphically illustrates the four domains 
and principles associated with those domains. Each of these distinct perspectives—
                                                 

1 Patient Protection and Affordable Care Act of 2010. Public Law 111-148 § 3011, 111th Cong., 2d sess. (March 23, 2010). The current 
version of HHS National Quality Strategy is available at http://www.healthcare.gov/center/reports/quality03212011a.html#na  (accessed June 27, 
2011); it adopts the Institute for Healthcare Improvement’s “Triple Aim” (Berwick et al., 2008). 
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complementary in some cases, overlapping in others, conflicting at times—influences how we 
think about what health insurance should cover and be implemented.  
 

 
FIGURE 3-1 Four policy domains, with associated foundational principles for thinking about essential 
health benefits development and implementation. 
NOTE: EBP = evidence-based practice. 
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Economics 
A benefit design framework rooted in economics primarily conceives of coverage as 

insurance—protecting individuals and their families against the risk of unforeseen health care 
needs, particularly those associated with large expenses (Santerre and Neun, 2010). An 
economics approach uses markets to promote value and efficiency, relying heavily on these 
markets to find the equilibrium between price and demand. With respect to the ACA, new 
markets are being developed for health insurance products that will include the EHB. Decisions 
about the scope of coverage in the EHB package and product benefit design will affect its 
success in the market—both whether it can be sustained with private and public funds over time 
and as discussed in Chapter 1, whether a sufficient number of insurers will participate in the 
exchange, or otherwise opt to exclusively sell plans not subject to the EHB (e.g., those with a 
grandfathered status, or self-insured in the large employer market). Insufficient participation of 
willing purchasers or willing suppliers of insurance products may affect competitiveness as well 
as require government intervention in the content of packages offered or their price. Ideally, 
insurers will compete for the estimated 68 million EHB-related purchasers and will do so in a 
way that provides multiple insurance options at competitive prices. 

While markets reflect the preferences of purchasers, economists recognize the risks of moral 
hazard and adverse selection. Moral hazard refers to the situation in which consumers alter their 
behavior when provided with health insurance (Santerre and Neun, 2010) such as in the case of 
insurance-induced use in which individuals with insurance seek more care—both appropriate 
and inappropriate—than they otherwise would (Pauly, 1968). An insurance market is hard to 
sustain when induced use exceeds premium income, particularly when the benefits do not justify 
the costs. To remedy this, insurers have implemented cost-sharing, but this often reduces 
appropriate and inappropriate use equally (Siu et al., 1986), or they may opt for managed care 
arrangements. Yet if the moral hazard is too great, and the cost of mitigating it too high for a 
given service, private insurers may drop the service from coverage because customers do not 
want to pay for the moral hazard in a higher premium 

Nonrandom enrollment can result from both adverse selection and risk selection. Benefit 
choice and design elements by insurers can result in these consequences; consumer choice to 
enroll or not enroll similarly affects the pool of purchasers and the potential to spread financial 
risk across a broader-based population. For example, adverse selection occurs “when individuals 
at greater risk of high health spending are more likely to need and seek coverage, while low-risk 
individuals are more likely to opt out of coverage.” A premium spiral typically ensues as the 
average insured risk increases and results in higher premiums, which, in turn, may lead to more 
low-risk individuals opting out of coverage, which consequently results in even higher 
premiums. Avoiding such spirals requires minimizing adverse selection by attracting a broad 
base of low-risk individuals, over which the costs of high-risk individuals can be spread (AAA, 
2011). The individual mandate was envisioned as the most effective means to broaden the 
insured population base to help address the current state of cross-subsidization of the uninsured 
by the insured, while gaining insurance industry acceptance for the insurance reforms contained 
in the ACA (McGlynn et al., 2010). Furthermore, the ACA also provides three risk adjustment 
programs to help address risk selection:2 

 
                                                 

2 § 1343. 
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• temporary reinsurance,3 which reimburses insurers for the cost of individuals who 
have unusually high claims;  

• temporary risk corridors,4 which mitigate the pricing risk insurers face, when their 
data on health spending for potential enrollees are limited, by providing a government 
subsidy if insurer losses exceed a threshold—set at three percent in this case 
(conversely, excess gains are also limited with the requirement for plans to pay the 
government if their gains exceed this threshold); and  

• a permanent risk-adjustment program that requires a transfer of funds between health 
plans that disproportionately enroll low-risk individuals to those that enroll a greater 
percentage of high-risk individuals, thus eliminating any incentive for competing 
plans to avoid enrolling these.   

 
Notably, while this reduces the effects of adverse selection between plans based on the relative 
risk of their enrollees, it cannot, however, mitigate the effects of adverse selection against the 
market as a whole if a disproportionate share of low-risk individuals choose not to purchase 
coverage from any health plan (AAA, 2011). Without a large pool of enrollees, all health costs 
cannot be fairly distributed or amortized across an entire population.  

Risk selection (aka “cherry picking” or “cream skimming”), in contrast to patient-driven 
adverse selection is insurer-driven, and refers to the use of benefit package design (or other tools) 
to disproportionately attract healthy individuals. This can result in greater profits for insurers and 
the potential for insufficient access for the sick in the non-guaranteed issue market; ACA 
addresses this potential by incorporating consumer protections (no preexisting condition 
exclusions, guaranteed issue, limiting the medical loss ratio5, etc.) and prohibiting the Secretary 
from making any coverage decisions or designing benefits for the EHB in a way that would 
discriminate against individuals because of their age, disability, or expected length of life. 
Implementation bears watching to ensure that benefit design at the plan level does not 
inadvertently breach these non-discrimination provisions or create barriers to accessing care.  

A variety of benefit design approaches and value-based incentives are being used, as noted in 
Chapter 2. Cautions have been raised to ensure that incentives have their intended consequences. 
For example, cost-sharing is a means for insurers to involve enrollees in the cost burden of their 
care and seeks to align incentives with purchase price. Network tiering is a method that 
encourages enrollees to seek care from designated “high-value” providers, with a lower 
corresponding copayment than for “out-of-network” care. Network tiering can increase 
disparities if the number of designated high-value providers cannot accommodate the patient 
load (i.e., they do not accept new patients) or if lack of proximity (in rural areas especially) 
creates an unreasonable travel burden (Tackett et al., 2011). A similar mechanism applying to 
pharmaceutical use is formulary tiering. A three-tier plan, for example, could have three 
copayment levels; the lowest for generic drugs, the next for formulary (preferred) drugs, and the 
highest for nonformulary brand name drugs (Joyce et al., 2002). However, if the tiers are based 
on price alone, it is not a value-based design. In a variant pharmaceutical benefit design called 
reference pricing, “insurers cover only the low-cost, benchmark drugs in a therapeutic class, and 

                                                 

3 From 2014 to 2016, per § 1341. 
4 From 2014 to 2016, per § 1342. 
5 The medical loss ratio informs consumers and regulators about the percentage of the premium being spent on fees, administration, and 

profits. 
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patients pay the difference in price if they want higher-cost alternatives” (Kanavos and 
Reinhardt, 2003). Similarly, such a pricing model is being considered to put the burden on 
offerers of new technologies to convey why any price increases would be justified over currently 
available technologies in terms of better outcomes for patients.  

Porter remarks, “If value improves, patients, payers, providers, and suppliers can all benefit 
while the economic sustainability of the health care system increases. Cost reduction without 
regard to the outcomes achieved is dangerous and self-defeating, leading to false ‘savings’ and 
potentially limiting effective care” (Porter, 2010). The committee defines value as outcomes 
relative to costs. In Chapter 2, there is a brief overview of cost drivers for health care spending 
and insurance premium growth, as well as discussion of unwarranted preference and supply-
sensitive variations in care. Market pressures can lead to unnecessary utilization of high-cost 
services and items without a commensurate benefit—for example, marketing by vendors directly 
to patients of profitable services that have low health gains over alternatives (e.g., virtual 
physical exams, high-cost pharmaceuticals). Similarly, interest groups can be potent in trying to 
force through benefits which evidence does not support. Comparative effectiveness and cost- 
effectiveness analyses are tools that can be used to compare relative outcomes.  

Ethics 
A framework rooted in ethics recognizes that no set of metrics can provide a guarantee of 

ethical actions, but promotes theoretical reflection and conceptual analysis in support of 
adherence to “ethical norms.” Public examination of clinical effectiveness and setting of 
priorities among benefits, combined with application of ethically guided benefit management 
processes, will contribute to preserving access to benefits that are the safest and most effective 
and eliminating interventions that have been proven to be without benefit or even harmful (Hole-
Curry, 2011). Thus, an ethical framework requires consideration of stewardship of shared 
population-wide resources and, at the same time, fidelity to the needs of the individual (Daniels 
and Sabin, 1997; Daniels and Sabin, 2008). Stewardship is not just a matter of living within a 
budget, but of having a broader obligation for the judicious use of resources so that they are 
available when people who contribute to the resource pool most need them.  

The AMA’s Ethical Force Program proposed five content areas directly related to the 
fairness of a health benefits design and subsequent administration, stating that health care 
coverage decisions should be (1) transparent, (2) participatory, (3) equitable and consistent, (4) 
sensitive to value, and (5) compassionate (Box 3-1). Of note, these are not listed in order of 
importance, but rather in the logical order in which they may be considered in the decision-
making process (AMA, 2004).  

 
 
 
 
 
 
 
 
 
 

1488



Essential Health Benefrts: Balancing Coverage and Costs 

3-6 ESSENTIAL HEALTH BENEFITS 

BOX 3-1 
The AMA's Ethical Force Program Five Content Areas for Performance Measurement in 

Designing and Administering Health Benefits 

Transparency: The processes for designing and administering health benefits should be fully 
transparent to those affected by these processes. 

Participatory: Organizationsa should purposefully and meaningfully involve all stakeholders in 
creating and overseeing the processes for designing and administering health benefits. 

Equity and consistency: Processes for designing and administering health benefits should 
result in similar decisions under similar circumstances. 

Sensitivity to value: Processes for designing and administering health benefits should take into 
account the net health outcomes of services or technologies under consideration and the 
resources required to achieve these outcomes. 

Compassion: The design and administration of health benefits should be flexible, responsive to 
individual values and priorities, and attentive to the most vulnerable individuals and those with 
critical needs. 

8For example, health insurance exchanges. 

SOURCE: AMA, 2004. 

The five areas suggested are to be advocated for because 

1. Transparency is necessaty for market accmmtability; 
2. Participatory processes ensure that public concems are understood and 

considered, foster a heightened sense of faitness and legitimacy among 
stakeholders, and additionally promote quality improvement by drawing attention 
to grievances; 

3. Equity and consistency safeguard against inappropriate discrimination (both for 
legal reasons in setting and enforcing precedents and for promoting public 
acceptability of a system); 

4. Sensitivity to value is rooted in the consequentialist approach of promoting the 
greatest good; and 

5. Compassion is consistent with the health insurance ftmction of protecting against 
an imbalance in individual risk, requirit1g that health care resource allocation 
transcend the f01mulaic by incorporating flexibility and responsiveness to 
extraordinary individual cit·cumstances and inf01ming itself on such individual 
variations (AMA, 2004). 

The five areas identified by the AMA represent aspit·ational targets. They are not easy to 
achieve in full measure. With transparency, it is not possible to convey allillfOimation 
(pmiicularly with regm·d to additions or revisions) to all people; participatory processes are often 
skewed to those who are already empowered, so attention must be placed on minorities (such as 
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those with rare diseases) who may have been heard less often. A focus on consistency requires 
meticulous record-keeping, which can be challenging and should not hinder progress in 
incorporating developments when previous decisions are determined to be incorrect or new 
circumstances are encountered. Sensitivity to value requires a modality for assessment that must 
ensure the intended effect of the service is considered. Finally, beyond the difficulty of gauging 
compassion lies the challenge of balancing individual need with stewardship of societal 
resources, while avoiding inequity in the distribution of those resources (AMA, 2004). The IOM 
committee concluded that in a large, pluralistic society like the United States, there are no shared 
principles by which to assign fixed weights to the values the AMA identified. For that reason, as 
discussed in Chapter 6, the Committee posited a central role for a fair process to guide EHB 
design and administration, and described the role of public deliberation and “accountability for 
reasonableness” (Daniels and Sabin, 2008) in creating that process. 

Evidence-Based Practice 
 Evidence drives the evolution of medical practice—from its origins rooted in mythology, to 

observation, randomized trial, systematic review, and large-scale personalized modeling. In 
directing this move from the “usual and customary” and “standard of practice” to mixed models 
of evidence- or expert-based practice, evidence-based medical practice improves the quality of 
clinical decision making. In addition to positively impacting the health of the population, there is 
also the potential to reduce the use of marginal services and control some of the variation in 
utilization among providers (Santa and Gibson, 2006). Yet current incentives in the health care 
system—whether related to physician behavior, patient behavior, hospital behavior, or 
manufacturer behavior—are not necessarily aligned with evidence-based practice (Jacques, 
2011), contributing to unexplained and/or unintended variation in medical and health care 
quality.  

Evidence-based practice (EBP) could be fostered through EHB design. In practice, “evidence 
based medicine is the conscientious, explicit, and judicious use of current best evidence in 
making decisions about the care of individual patients” (Sackett et al., 1996, p. 71). The use of 
evidence helps both to define coverage and to determine medical necessity for individual 
patients. The IOM has published a number of studies stressing the “imperative for change” to 
improve the quality of health care through the use of evidence and incentives to support its use in 
practice—noting unsustainable rates of increase in costs, unwarranted variation in the use of 
services, shortcomings in the health care system’s ability to translate knowledge into practice, 
and too frequent lapses in applying new technology safely and appropriately (IOM, 2001, 2008, 
2011a, 2011b). Numerous studies support findings that unnecessary care is delivered (NEHI, 
2008; Schuster et al., 2005), recommended care is not (McGlynn et al., 2003), and that care when 
delivered inappropriately can be unsafe (Rosen, 2010).  

Recognizable gaps in the evidence base and in the strength of evidence mean that uncertainty 
remains around decision making for numerous services. Opportunities for coverage with 
evidence development, as Medicare does (e.g., pancreatic islet cell transplantation), can help if 
there is a mechanism to collect rigorous treatment and outcomes data. The expected 
technological explosion from multiple fields may fuel growth in what is known as personalized 
medicine and will add further challenges to applying EBP as the tension between studies based 
on populations and treatment decisions at the individual level increases. As important as 
evidence is, care must be taken to ensure that the absence of evidence (different from negative 
evidence) does not have more impact on specific groups. For example, given the directive to 
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“take into account the health care needs of diverse segments of the population,” if evidence gaps 
selectively disadvantage particular groups, such as children, disabled, minorities or women, 
special effort should be taken to avoid discrimination. 

EBP is understood by clinicians, but has variable acceptability among the general public on a 
conceptual level, with one study finding “many of these consumers’ beliefs, values, and 
knowledge to be at odds with what policy makers prescribe as evidence-based health care” 
(Carman et al., 2010). Furthermore, “When science or the evidence flies in the face of people's 
desires or their personal health beliefs,” there can be a backlash from both medical professionals 
and patients (Good, 2010). However, evidence should clarify decisions in a more transparent 
way to the public; in the context of making tradeoffs among benefits, when the choice is living 
within evidence-based guidelines versus paying more, or giving up a covered category, people 
accept the guidelines (Ginsburg et al., 2006). Furthermore, aligning coverage with scientific 
evidence can be a safeguard against inappropriate discrimination (Rosenbaum, 2011) in the 
practice of individualized, condition-specific care.  

Evidence-based medical practice is an ever-evolving effort that requires analysis—which can 
be costly—to develop standards that will guide clinical decision making—often through one or a 
number of entities charged with reviewing and analyzing evidence (e.g., U.S. Preventive 
Services Task Force, Cochrane, Agency for Healthcare Research and Quality [AHRQ]).  

Given the broad range of EBP’s potential applications, it is important to consider how 
evidence is currently used for decision making within health care (Table 3-1). As noted by 
Clancy and Cronin (2005), “Increasing the relevance of scientific evidence to clinical and policy 
decisions relies on both a transparent approach to evaluating the quality of scientific studies and 
a broad debate about the interpretation of scientific findings and their optimal application” 
(Clancy and Cronin, 2005, p. 152). One research area of considerable interest is the question of 
“appropriate use”—because it is possible to establish that a service has credible evidence for 
efficacy, with conditions of coverage (e.g., higher versus lower cost-sharing, participation in 
research to generate evidence) as opposed to considering benefits independently, absolutely, and 
unconditionally covered.  
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TABLE 3-1 Uses of Evidence for Decision Making 
Type of Decision Decision Maker Role of 

Evidence 
Product approval  FDA Level I 
Product purchasing, for example, formulary selection Health plans, PBMs Level II 
Clinical decisions   
     Practice guidelines Clinicians Level II 
     Shared decisions Clinicians, patients Level III 
Assess and improve health care quality   
     Internal improvement Health care organizations Level II 
     Public reporting Payers or purchasers; states Level II 
     Pay for performancea Payers or purchasers  Level II 
Choice of plans or providers Consumers; employers Level III 
Selection of benefits and coverage Insurers; employers Levels II-III 
Organizational and management decisions Health care organization 

leaders 
Level IV 

Care optionsb Individuals; patient and disease 
groups  

Level III-IV 

NOTES: Level I: rigorous evidence required (absolute requirement); level II: evidence is predominant 
input when available, supplemented by expert judgment; level III: available evidence is one but not the 
only input to decisions; level IV: available evidence is limited, other considerations are important. FDA = 
U.S. Food and Drug Administration; PBM = pharmacy benefit manager. 
aPilot programs. 
bEmerging focus. 
SOURCE: Clancy and Cronin, 2005. Copyrighted and published by ProjectHOPE/Health Affairs as 
Clancy and Cronin, Evidence-based decision making: Global evidence, local decisions. Health Aff 
(Millwood):2005; 1(24):151-162. 

 
 
Obstacles to increased use of evidence in health benefits design include a perceived lack of 

sufficient evidence, inability to communicate—with  credibility and transparency—to consumers 
the rationale behind perceived limitations on coverage, inadequate benefit design description, 
financial and administrative considerations, and resistance to change among providers, vendors, 
and consumers (Bernstein, 2010; Santa and Gibson, 2006). Among these, lack of adequate 
information—either because the issue has not been studied or because no positive results have 
been found—is the most significant challenge encountered in EBP. A related difficulty that 
arises is in the interpretation of the information available, particularly with regard to cases where 
there is equivalence, conflicting evidence, treatment heterogeneity (variable response based on 
some other factor6), or no consensus about relative effectiveness among services. Indeed, the 
quality of all evidence must be evaluated—for risk of bias, consistency, precision, directness, 
and reporting bias. In 2011, the IOM published Clinical Practice Guidelines We Can Trust and 
Finding What Works in Health Care: Standards for Systematic Reviews, each of which set 
standards to improve the quality of clinical practice guidelines (CPG) and systematic reviews 
(SR), respectively. When the Secretary of HHS and insurers use evidence to make benefit design 

                                                 

6 Co-morbid condition, gender, metabolic ability, etc.  
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decisions, they will be working in an evidence environment that is far from ideal, but they should 
use the best evidence available (IOM, 2011a, 2011b).  

Population Health 
The IOM has long highlighted the need for a greater focus on population health alongside 

individual health (IOM, 1988, 2002). The committee agrees that it is necessary to consider the 
needs of both the individual and the overall population when setting priorities (Sabin, 1998) and 
acknowledges the tension this places on policy makers when making coverage decisions. 
Population health focuses on improving the overall health status of a community, thus departing 
from the predominant late 20th century medical care model of focusing interventions only on the 
individual (Kindig, 2007). The function of health insurance, in this framework, is to encourage 
access to health-promoting care services, both through primary and secondary prevention (e.g., 
immunizations to reduce transmission of communicable diseases; screenings for conditions such 
as high blood pressure, type 2 diabetes mellitus, or certain cancers, in which a delay in the 
initiation of treatment is associated with increased mortality.  

The ACA changes the paradigm for preventive health services, because preventive and 
wellness services (including chronic disease management) are one of the 10 categories of care 
required for EHB. Furthermore, services that have been rated highly effective by the U.S. 
Preventive Services Task Force must be offered without patient cost-sharing (currently 45 
preventive services have received a high evidence grade of A or B) (USPSTF, 2010). 

In 2006, amid efforts to develop an essential benefits package, Oregon’s Health Services 
Commission changed its prioritized list’s ranking methodology (discussed in Chapter 2) to 
incorporate a population focus, moving certain preventive services higher on the list (MedPAC, 
2011). The ACA reflects this value by stipulating the inclusion of a set of highly effective 
preventive health services, without cost-sharing in the benefit package7 (HHS, 2010). 
Additionally, one study by Thornton and Rice (2008) suggests that population health can be 
improved when health insurance coverage is extended to the uninsured (a 10 percent increase in 
insurance coverage of a state’s population was estimated to reduce mortality by 1.69-1.92 
percent). Such an effect may not be seen in national statistics if the proportion of the population 
becoming newly insured is small or the extension of life is minimal, but the expansion of health 
coverage under ACA and the insureds’ response to care provide an opportunity to study these 
effects. Finally, efforts to identify and then eliminate the disparities experienced while accessing 
health care must accompany any population health approach.    

A few states also explicitly assess the impact on the health of their overall population when 
considering whether certain health benefits should be mandated for insurance packages. Among 
these, California, by law, undertakes a public health impact analysis of proposed mandated 
health benefits by collecting data from state registries, state-specific population-based surveys, 
and national surveys to determine disease prevalence and incidence, impact of benefit coverage 
on health outcomes (including morbidity, mortality, disability, and quality of life), health care 
utilization, and how it will reduce premature health and economic loss (CHBRP, 2011; 
McMenamin et al., 2006). Furthermore, a focus on and improvement of population health is 
considered to positively influence economic growth (Bloom and Canning, 2000 ; Mirvis and 

                                                 

7 Only when these services are delivered by a network provider.  
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Bloom, 2008), while having the potential to save money in the long term (Murphy and Topel, 
2003).  

CRITERIA 
After considering these policy foundations for explicitly designing coverage, the committee 

derived criteria for determination of EHB as the Secretary of HHS requested. Individual criteria 
go across multiple policy domains—for example, the concept of stewardship is as much of an 
ethical as an economic criterion. A need for distinction among criteria for three purposes became 
apparent: first, criteria for assessing the EHB package’s content in the aggregate; second, criteria 
for assessing individual services for possible inclusion or exclusion in the package; finally, 
separate criteria for the methods employed in deliberations over composition, whether employed 
by the Secretary, states, any advisory body, or the public. These criteria promote responsible 
oversight of the EHB.  

Guidance on Content   
Figure 3-2 lists the criteria for the aggregate package and individual service assessments for 

the EHB. These criteria are part of the process, defined by the committee, to define the initial 
EHB package (Recommendation 1 in Chapter 5) and updating the package (Recommendation 5 
in Chapter 9). 

With respect to the application of criteria for the overall package, the committee 
acknowledges that the expected effects for each of these criteria can be along a continuum and 
multiple metrics could be applied to measure that effect. For example, estimates by the 
Congressional Budget Office, RAND, and others give guidance on expected enrollment 
numbers, reductions in the uninsured, and changes in average premium prices (CBO, 2011a, 
2011b; Eibner et al., 2010; KFF, 2011), which, along with actuarial estimates of specific benefit 
categories, can be applied in estimating the impact of the contents of various benefit package 
options. The committee was acutely aware that the affordability of the EHB package would 
affect market response, and has more to say in Chapter 5 on how a projected national average 
premium can guide benefit package development. The committee recognizes the intent of ACA 
to maximize the number of people who are meaningfully insured and thereby, the implicit goal 
embedded in the CBO scoring of the health reform bill on the potential for reduction in the 
number of uninsured and take up of coverage through private means. Monitoring of 
implementation will inform these and other metrics. The committee recommends development of 
a monitoring and research agenda in Chapter 7, which should include identification of metrics to 
monitor the criteria. 

ACA and HHS’s National Quality Strategy underline the need for better care practices. The 
committee believes that decisions on covered benefits and benefit design choices can support 
better care practices. The committee supports an evidence-based and value-based approach to 
coverage of health services as desirable to maximize the health gains of such services as well as 
provide patients with the best choice of safe and effective treatments. This argues for 
development of a shared EHB evidence base, monitoring of access to designated EHB coverage 
so that benefits supported by evidence are available to those who need them, and being 
encouraging to new modes of delivery or insurance design that foster value. How one evaluates 
an entire package or even one of the 10 categories of care as being fully evidence-based will be 
challenging but also argues for more detail in benefit specification (see Chapters 5 and 9) and 
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improvement in the quality of evidence over time. Currently, each insurer, whether public or 
private, is making decisions on effectiveness of services separately, at times duplicating efforts 
that might be better directed in cooperative evaluation of research and establishment of clinical 
policies.   

Insurance is a method of pooling the risk of financial loss across a group or a population. 
This prompts the question of “Which medical services should be paid for using a limited pool of 
shared funds?” Insurance policies exclude certain benefits; HHS will certainly have to exclude 
benefits that might be important to certain stakeholders, and these may even be services that have 
an evidence-base that shows at some level they are effective. Most of us will be paying into 
insurance pools, directly through purchasing insurance and/or indirectly through taxes. Thus, we 
all depend on the possibility of spending from these shared pools and should want financial 
protections against catastrophic illnesses and conditions and assurances that care paid for out of 
shared resources is medically necessary. In contrast to other policy foundations, an 
insurance/economic frame emphasizes mitigation of short-term risk. Thus, relying on this frame 
alone is insufficient for establishing EHB; coverage of prevention services, which are often 
relatively low cost and whose use can be anticipated, would tend not to be covered under an 
insurance frame solely.  

ACA puts an emphasis on prevention, and it will be necessary to invest in effective 
prevention and treatment practices for leading causes of morbidity and mortality to advance 
population health. In setting that as a goal, however, there must always be, as ACA requires, 
attention to diverse segments of society and a spectrum of needs throughout the lifecycle and 
across a variety of conditions to prevent discrimination in the choice of benefits.  

The committee criteria on evaluating individual components reflect current practice of 
evaluating such services as discussed in Chapter 2. There are many existing groups that evaluate 
specific services (e.g., Blue Cross Blue Shield Technology Evaluation Center, AHRQ Evidence-
Based Practice Centers) for effectiveness, although not always using cost and comparative 
effectiveness as the committee endorses. The committee also emphasizes that the EHB insurance 
package should focus on medical services (Chapter 4), but that some nonmedical services may 
add value (i.e., promote health gain for the cost) and are supported by an evidence base of 
effectiveness. Several caveats are added to this list of criteria; services that fail to meet all of the 
criteria might be subject to restriction if they are included, for example, through the setting of 
limits on their duration and scope. Services that meet all of the criteria must still be subject to 
review as part of a package of benefits. And even when included as a covered benefit, if it is not 
medically necessary for an individual, it should not be covered (Chapter 5).  
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Criteria to Guide Content of the 
Aggregate EHB Package 

In the aggregate, the EHB must: 

• Be affordable for consumers. employers, and 
taxpayers. 

• Maximize the number of people with 
insurance coverage. 

·Protect the most vulnerable by addressing 
the particular needs of those patients and 
populations. 

• Encourage better care practices by 
promoting the right care to the right patient in 
the right setting at the right time. 

• Advance stewardship of resources by 
focusing on high value services and reducing 
use of low value services. Value is defined as 
outcomes relative to cost. 

• Address the medical concerns of greatest 
importance to enrollees in EHB-related plans, 
as identified through a public deliberative 
process. 

• Protect against the greatest financial risks 
due to catastrophic events or illnesses. 

Criteria to Guide EHB Content on 
Specific Components 

The individual service, device, drug for the EHB 
must: 

• Be saf~xpected benefits should be 
greater than expected harms. 

·Be medically effective and supported by a 
sufficient evidence base, or in the absence of 
evidence on effectiveness, a credible standard 
of care is used. 

• Demonstrate meaningful improvement in 
outcomes over current effective 
services/treatments. 

• Be a medical service, not serving primarily a 
social or educational function. 

• Be cost effective, so that the health gain for 
individual and population health is sufficient to 
justify the additional cost to taxpayers and 
consumers. 

Caveats: 

Failure to meet any of the criteria should result 
in exclusion or significant limits on coverage. 

Each component would still be subject to the 
criteria for assembling the aggregate EHB 
package. 

Inclusion does not mean that it is appropriate 
for every person to receive every component. 

FIGURE 3-2 Criteria for assessing content ofEHB. 
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Criteria to Guide the Methods  
Repeatedly emphasized to the committee was the importance of having a trustworthy method 

for defining and updating the EHB. In developing these criteria, the committee identified the 
following as key (Box 3-2)—that the methods be transparent, participatory, equitable and 
consistent, sensitive to value, responsive to new information, attentive to stewardship, 
encouraging to innovation, and data-driven. These attributes of methods can apply at many 
levels, not only the national definition of EHB, but also how states may make decisions about 
benefits in their states (Chapter 8 on innovation) and insurer decisions on medical necessity and 
any subsequent appeals. 

The transparency of the EHB process at the national level extends to making the rationale 
behind choices made for the EHB package public (Chapter 5). Participation can take many 
forms, but in the context of making tradeoffs among benefits, the committee recommends going 
beyond usual stakeholder public comment to have formalized deliberation on tradeoffs (Chapter 
5, 6, and 9). Equity and consistency are particularly important to ensure that medical necessity 
decisions are conducted fairly and with transparency, at a minimum, in external appeals (Chapter 
5 and 7). 
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Criteria to Guide Methods for Defining 
and Updating the EHB 

Methods for defining, updating, and prioritizing 
must be 

• Transparent. The rationale for all decisions 
about benefits, benefrt design, and changes is 
made publicly available. 

• Participatory. Current and future enrollees 
have a role in helping define the priorities for 
coverage. 

• Equitable and consistent. Enrollees should 
feel confident that benefits will be developed 
and administered fairly. 

• Sensitive to value. To be accountable to 
taxpayers and plan members, the covered 
service must provide a meaningful health 
benefit. 

• Responsive to new information. EHB will 
change over time as new scientific information 
becomes available. 

• Attentive to stewardship. For judicious use 
of pooled resources, budgetary constraints are 
necessary to keep the EHB affordable. 

• Encouraging to innovation. The EHB 
should allow for innovation in covered services, 
service delivery, medical management, and 
new payment models to improve value. 

• Data-driven. An evaluation of the care 
included in the EHB is based on objective 
clinical evidence and actuarial reviews. 

FIGURE 3-3 Criteria to guide methods for defming and updating the EHB. 

3-15 

Together, these policy foundations, principles, and criteria comprise the committee's 
framework for defining and revising the EHB package, in a manner consistent with the A CA. 
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4  
 

Resolving ACA Intent  
 

At times, provisions in Patient Protection and Affordable Care Act (ACA) send 
conflicting signals, requiring the committee members to come to a common understanding 
about what these provisions should mean for the essential health benefits (EHB). 
Specifically, the committee reached the following conclusions before offering 
recommendations in subsequent chapters: (1) the EHB package should first be constructed 
as a basic plan that meets statutory requirements before additions, and any addition should 
be subject to the same evaluative process the committee recommends; (2) every service or 
item that might be classified within the 10 categories or a typical employer plan is not 
essential be subject to evaluation; (3) due to data limitations on benefits, the scope of typical 
employer benefits needs to be thought of as equivalent to a typical premium and the EHB 
package should be built up to fit within such a predefined premium target; (4) initial 
secretarial definition of the benefits should be as detailed as data permit; (5) typical 
employer should be defined as small firms and the constraints they face taken into account; 
(6) state mandates should not receive special treatment but should be subject to the same 
inclusion criteria as any other service or item; (7) benefits should be focused on medical 
ones.  
 
 
Through an array of statutory provisions involving the ten categories of care, the typical 

employer plan, consideration of state mandates, and various other requirements, the Patient 
Protection and Affordable Care Act (ACA) provides legislative guidance for the contents of the 
essential health benefits (EHB). Yet the committee’s review of this language revealed some 
conflicting and ambiguous direction with respect to the definition of the EHB. Furthermore, 
presentations during the committee’s public workshops and responses to its public comment 
form revealed a spectrum of views on foundational issues that needed resolution.  

The foundational areas explored in this chapter involve the following questions: 
 

• Does essential mean a basic or very expansive package? 
• Are the 10 categories of care covered in typical employer plans? 
• Is everything within the 10 categories of care or a typical employer plan essential? 
• Within what boundaries, if any, are the covered benefits meant to be defined? 
• How specific should the Secretary be when defining the package?  
• What is a typical employer in the context of ACA? 
• How should state mandates be considered? 
• Should medical and nonmedical services be distinguished in the context of the EHB? 
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Thus, the committee thought it wise to step back from the details of the statutory language to 
consider elaborating on the underpinnings of the approach that the Department of Health and 
Human Services (HHS) should take in determining what, in fact, is an essential benefit. After all, 
this is the package of benefits that many individuals will be required to purchase, and the 
meaning of essential can take on different connotations and result in benefit packages of diverse 
degrees of comprehensiveness and affordability. 

FINDING THE MEANING OF ESSENTIAL 
To many, essential in common parlance means basic, a minimum “floor” of benefits yet 

others differ, seeing the intent of ACA for the EHB package to provide robust and 
comprehensive coverage. To complicate matters, the word essential was often used 
interchangeably by people providing comments to the committee, but to mean different things. 

For example, at the committee’s first workshop, presentations by a bipartisan panel of former 
and current Senate staff members expressed some disagreement about what the ultimate package 
would look like—whether the desire was to create a “robust” benefit package versus a 
“minimum” benefit package. Mr. David Schwartz said that Congress intended the EHB package 
to be “meaningful” and comprehensive and thus, linked it to the benefits of a typical large 
employer plan (Schwartz, 2011). In contrast, Mr. Mark Hayes pointed out that the ACA uses the 
term essential because the legislature intended these to be basic not comprehensive benefits 
(Hayes, 2011). Although the ACA lays out a more comprehensive set of benefits than in the 
Federal Employee Health Benefit Program (FEHBP) statute, Ms. Katy Spangler emphasized that 
the committee should “look at the least robust version of the benefit package as meeting” the 
standard of minimum essential coverage; otherwise, she said, fewer people will be able to afford 
coverage thus defeating the purpose of ACA to expand coverage to those who cannot now afford 
it (Spangler, 2011). Other presenters and commentators similarly presented diverse visions of the 
EHB package.1 

Previous mandatory coverage requirements have similarly been couched in terms such as 
“minimum” or “basic,” and these provided floors that could be supplemented at the individual, 
employer, or plan option. For example, the 1973 Health Maintenance Organization (HMO) Act 
required “a comprehensive package of basic benefits, including essential preventive services, 
along with a list of supplemental benefits for which the enrollees would make an extra payment” 
(Bergthold, 2010; The American Presidency Project, 2011). In 1990, the American Medical 
Association (AMA) proposed a minimum health care benefit package for a program proposal 
requiring employers to offer insurance coverage that included a limited set of covered benefits 
(for example, including no more than a specific number of doctor visits per year), the result of 
making what the AMA described as difficult choices to provide a degree of benefits to those who 
previously had no coverage.2 In 1993 with the objective of providing small employers access to 
affordable health insurance and thus be better able to compete with larger employers, the State of 
Maryland set standards for all insurance carriers participating in the small employer market, 
establishing a “floor”—actuarial equivalency to the minimum benefits required to be offered by 
federally qualified HMOs —and a “ceiling”—the average premium for the standard benefit plan 
could not exceed 12 percent of Maryland’s average annual wage. Subsequently, this amount was 

                                                 

1 See the committee’s workshop publication for further discussion, Perspectives on Essential Health Benefits. 
2 This benefit package idea was rescinded as AMA policy in 2005. 
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reduced to 10 percent. Approximately 98 percent of those participating in that market add 
benefits, “buying up” from the basic plan3 (MHCC, 2007; Sammis, 2011; Wicks, 2002). Utah 
NetCare, which is Utah’s “version of a EHB package,” was designed to be a third less expensive 
than the average employer-based premium in the market. While the basic benefit package is 
currently available and being purchased, “most people purchase benefit packages in excess of the 
basic requirements.”4 Others pointed to the basic mandatory versus optional services under 
Medicaid, as an example of differentiating between levels of basic and enriched service choices 
in benefit packages. Section 1302 of the ACA specifically allows health plans to add benefits 
beyond whatever is defined as the essential health benefit package; however, individuals 
accessing coverage by virtue of exchange subsidies may not be able to afford supplementary 
coverage beyond what is offered in the exchange plan.  

Having as many benefits incorporated in a plan as possible provides consumers protection for 
unforeseen expenditures, but it does so at the risk of raising the overall premium substantially, 
constituting an initial barrier to obtaining coverage for many and raising the total amount of 
federal subsidization. On the other hand, if the benefit package is not comprehensive enough or 
deductibles and co-payments too high, patients may be underinsured. The major issue 
confronting the committee was how to balance the expansiveness of the benefit package with its 
affordability, while preserving the intent of ACA to expand coverage to millions. 

10 CATEGORIES OF CARE VERSUS TYPICAL 
The 10 categories of care designated in Section 1302 for inclusion in the essential health 

benefit package are a mix of condition-specific care (maternity and newborn care), types of 
services (laboratory services), facility-based care (hospitalization), and age-based services 
(pediatric services)5: Consequently, some categories overlap; for example, if maternity care was 
not a separate category, those services could be classified among the others. 

 
• Ambulatory patient services  
• Emergency services  
• Hospitalization  
• Maternity and newborn care 
• Mental health and substance use disorder services, including behavioral health treatment  
• Prescription drugs  
• Rehabilitative and habilitative services and devices  
• Laboratory services  
• Preventive and wellness services and chronic disease management  
• Pediatric services, including oral and vision care. 
 

Congress, however, sought to remediate what it saw as shortcomings in current coverage by 
pulling out certain categories to ensure that they were covered, such as maternity services, 
                                                 

3 The Maryland Insurance Association also surveyed the largest carriers in 2008 regarding the top five benefit plans sold to small 
employers. These results were not published.  

4 According to Utah’s largest commercial insurer with about 50 percent of the market, the enrollment or uptake in the minimum NetCare 
among their members represents about 0.005 percent of the overall market. Personal communication with James Dunnigan, Utah State 
Legislature, May 4, 2011. 

5 The ACA expressly prohibits listing abortion as an EHB (Section 1303(b)(1)(A)(i). 
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mental health and substance abuse disorder services, and habilitative services. Habilitative 
services are distinct from rehabilitation, in that it is designed to help a person first attain a 
particular function, versus restoring a function. As was remarked during one of the committee’s 
workshops, a separate listing of mental health and substance abuse disorder services would not 
be required if parity had truly been achieved. Others noted that coverage of maternity care has 
frequently not been a standard offering in the individual market; instead, until the ACA 
requirement goes into effect, it must be purchased as an additional policy rider that is frequently 
“expensive and limited in scope” (NWLC, 2008).  

The EHB are to reflect typical employer plans, and the U.S. Department of Labor (DOL) 
conducted a review of plan documents in fulfillment of ACA’s requirement for a “survey of 
employer-sponsored coverage to determine the benefits typically covered by employers. The 
results of the “survey” can best be characterized as a survey of plan documents and their degree 
of specificity, which does not fully reflect whether plans actually offer a specific benefit. For 
example, the DOL reports 67 percent of plan documents list coverage of durable medical 
equipment, while one Mercer survey (2011) suggests that 97 percent of employers actually cover 
this benefit to some degree.  

While most of the broader categories of ACA are in typical plans, it is less clear whether 
habilitation, wellness and chronic disease management programs, and pediatric oral and vision 
are, and even if they are, what services are affected. The committee asked 3 insurers to report on 
whether they covered these and other categories and services in the small group market 
(Appendix C).  

 
• Habilitation and early intervention services were not included by two of the three 

reporting, with the third including these in most plans but with coverage criteria 
determined by state mandates.  

• Case management and diabetes care management,6 possible components of wellness 
and chronic disease management, were “available” from two with the other 
responding that these were not covered benefits.  

• Full pediatric oral and vision care have not been standard benefits, instead these are 
available as riders.7  

• Depending on the particular mental health and substance abuse disorder service, 
coverage was indicated as almost universal, while some services such as inpatient or 
outpatient substance abuse detoxification is less frequently covered and that coverage 
may be in response to state mandates.8  

 
The plans offered by large employers are considered the most inclusive of benefits, yet even in 
these plans, services such as wellness services and pediatric oral and vision services may only be 
available as supplements to a standard medical plan and habilitation not specifically designated 
as a covered benefit (Kang, 2011; Mercer, 2011). How these categories, and the services within 
them, are defined may change insurer response about whether they are currently covered services 
                                                 

6 The DOL report indicated that diabetes care management was listed in 27 percent of plan documents that they reviewed, but 73 percent do 
not mention coverage (see Appendix F).  

7 Mercer reported that 46 percent of all employers offer plans that provide pediatric dental and 44 percent provide pediatric vision (see 
Appendix F). 

8 The DOL report list less frequent mention of some services in plan documents with respect to substance abuse services. The services 
reported on in the IOM committee’s request were limited to those listed in the DOL survey (See Appendix F). 
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or not. Nonetheless, it appears the typical employer plan will have to be expanded to 
accommodate the 10 categories of care.  

The statute permits the Secretary to add more categories, by saying the EHB package must 
include “at least” the 10 broad categories of care. It was beyond the committee’s charge to 
specify the addition of categories and services, but the committee wanted to conceptually explore 
how to think about inclusions as the Secretary would have to do. As Congress did in drafting the 
legislation, the committee examined legislative guidance for other health insurance programs 
(e.g., Federal Employee Health Benefit Program [FEHBP], Medicare, Medicaid, private plans) to 
see what other categories are required under those programs. For example, hospice and home 
health care are separately designated services for inclusion under Medicare Part A and B, 
respectively.9 Home care is “mandatory” under Medicaid (Appendix D). But neither is 
specifically drawn out in the FEHBP statute, or the Massachusetts creditable coverage 
requirements. Next, the committee explored if they might be considered typical benefits. For 
hospice care, DOL found it to be mentioned in 67 percent of plans, Mercer reported 91 percent 
of employers were offering this benefit, and the 3 insurers polled by the committee indicated it 
was covered. For home health care, DOL found 73 percent of plans mention coverage, Mercer 93 
percent of employers offer, and the 3 insurers that provided information to the committee 
indicated it was covered (Appendix C). For both services, coverage was subject to certain criteria 
and limits. Thus, the typical employer plan is likely to have to add additional services to meet the 
statutorily required 10 categories as well as likely to have some categories or services that are 
already beyond those 10 categories.  

 
Conclusion: The committee concludes that the contents of the EHB package should first be 
constructed as a basic plan that will meet the statutory requirements of typical employer plan 
and its expansion to the 10 categories before considering any other additions. Adding more 
benefits would necessitate raising premiums and/or further modifying benefit design and 
administration factors, such as network design and medical management criteria and 
programs. As a result, the committee does not recommend additions to the 10 categories of care 
at the outset but would require any additions to be considered within the broader evaluative 
process outlined in this report’s recommendation 1 for defining essential health benefits (see 
Recommendation 1 in Chapter 5).  
  

ESSENTIAL VERSUS NONESSENTIAL 
The decision about what is essential or nonessential is likely more complex than a binary one 

of determining whether a benefit is essential or not, but of being more or less essential, thus 
requiring an element of prioritization in the definition of essential benefits. Employers and 
insurers already deem some things excluded from coverage based solely on the impact on 
premiums or because offering such coverage would expose the insurer to the risk of adverse 
selection. Other times a decision is made according to a “social insurance test”: is it is reasonable 
to ask others in the risk pool to subsidize the cost of providing the benefit (Levine, 2011)? 
Section 1302 states that the EHB shall include the 10 general categories and “the items and 
services covered within the categories.” However within these 10 general categories, as well as 
in typical employer plans, are services and items that should be excluded or limited in coverage 

                                                 

9 Social Security Act of 1965, Public Law 89-97 Title XVIII § 1812.  

1506



Copyright © National Academy of Sciences. All rights reserved.

Essential Health Benefits:  Balancing Coverage and Costs

4-6    ESSENTIAL HEALTH BENEFITS                           

PREPUBLICATION COPY: UNCORRECTED PROOFS 

because they can be deemed less essential. Additionally, there may be services that have been 
excluded in the past that should be reconsidered.  

   
Conclusion: The committee concludes, that the Section 1302 language that says “the items and 
services covered within the categories,” should not be read to mean that every service that is 
within one of the 10 categories or is covered by a typical employer plan should automatically be 
included within the definition of the EHB.  

 

BOUNDARIES OR NOT 
ACA provides further guidance that suggests that the EHB cannot be approached with an 

open wallet, but must fall within a cost range that is affordable for likely purchasers and 
sustainable by the government. The exchange products are to be based on a typical employer 
model. Employers buy insurance products on behalf of their employees and under budgetary 
constraints, and are acutely aware of the fact that each dollar spent on health insurance premiums 
is a dollar that cannot be allocated to wages or other benefits (Emanuel and Fuchs, 2008). 
Therefore, operating under a budget and considering tradeoffs among inclusion and exclusion of 
benefits as well as benefit design options is typical among employers.  

Before passage of ACA, the Congressional Budget Office (CBO) scored the impact of the 
bill’s provisions on the federal budget and on premiums for individuals and small employers, 
using as a starting point the average employer premium from the Medical Expenditure Panel 
Survey (MEPS) but with subsequent adjustment based on consideration of the KFF-HRET 
employer benefit survey and consultation with benefit consultants on premium trends. The scope 
of benefits was considered to be reflected in the scope of the average employer plan premium 
(with the average weighted by enrollment). Thus, the average employer premium was factored 
into the calculations used in assessing the ultimate cost impact of health reform on individuals, 
small business, and the federal government (CBO, 2009a, 2009b).10 Finally, the ACA requires a 
report to Congress on updating the EHB, that specifically assesses the impact of any additions to 
benefits that might increase costs, and identifies corresponding reductions to meet the actuarial 
limitation of the scope of a typical employer plan.  

The legislative language can be interpreted to mean that the EHB will not be more costly 
than “typical” employer-based insurance, and this provides a fiscal restraint on the expansiveness 
of the EHB package and its cost,11 and by extension, the federal subsidy amount paid over time. 
The lack of specificity in available data about benefit inclusions also argues for the scope of the 
benefit package to thought about in dollar terms of what a plan subscriber is typically paying. 
The reference to “scope of benefits” in Section 1302 may, therefore, have to be interpreted to 
refer to an equivalent to what can be obtained by a typical premium amount.  

 
Conclusion: The committee concludes that scope of benefits of a typical employer plan 
needs to be thought of not only as the listing of benefits but also as what is paid by the 

                                                 

10 Personal communication with Phil Ellis, Congressional Budget Office, February 2, 2011. 
11 Former legislative and current White House staff conveyed to the IOM committee that the typical employer language in Section 1302 was 

considered to be a reasonable restraint on the expansiveness of benefits. Personal communication with Yvette Fontenot, formerly of the Senate 
Committee on Finance, December 6, 2010. 
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subscriber for those benefits. Without some constraint on the size of the EHB package, the 
premium prices faced by individuals seeking to obtain coverage both inside and outside of 
the exchanges in the individual and small business market may prove unaffordable to the 
target population and diminish access to health insurance coverage. The committee 
concludes that the EHB should be defined as a package that will fall under a predefined cost 
target rather than building a package and then finding out what it would cost.  

 

UNDERSTANDING TYPICAL SPECIFICITY IN SCOPE OF BENEFITS 
The study sponsor asked the IOM how best to reconcile a federal standard for benefits 

coverage under the EHB package with state and regional variations in practices and benefits 
coverage patterns (Glied, 2011). The statute guides EHB definition to include at least 10 broad 
benefit categories of care and be equal in scope to the benefits provided under a typical employer 
plan. The committee considered how much variance could be permissible across the country with 
regard to the defining and implementation of EHB—and consequently how specific secretarial 
guidance should be to states and insurers.  

Specificity of Inclusions in Existing Documents 
Several reports have sought to identify covered benefit inclusions to describe the scope of a 

typical employer plan, each one variously reporting by the portion of workers covered, the 
portion of employers providing coverage, or whether the benefits are standard or not. National 
data remain limited in specificity regardless of source. 

Insurance policies vary in the degree of specificity with which they describe covered 
benefits; some health plan documents are very general while others are more highly detailed. The 
DOL, for its legislatively required “survey” of employer-sponsored coverage, examined 3,200 
plan documents and found it difficult to describe with much precision the benefits of typical 
employer plans. Attempts were made to abstract 19 types of services or items from plans—
finding, depending on the service, that from 9 to 73 percent of plans do not mention whether the 
service is included; for example, 9 percent of plans do not specifically list coverage of 
emergency room visits, while 73 percent of plans do not specifically list coverage of kidney 
dialysis or diabetes care management (DOL, 2011). Thus, the usefulness of plan documents, as 
the DOL and the IOM committee in similar exercises found, is limited in informing about 
whether a benefit is covered as a typical benefit (Appendix C, Table D-1, column 2). It is 
unusual for every possible service to be explicitly listed as included; Oregon’s prioritized list for 
Medicaid, including each of the 679 condition-treatment pairs that are covered, was the most 
specific list encountered (Oregon Health Services Commission, 2011).  

 
Conclusion: As a result of the finding of lack of specificity, the committee believes that if a 
requested medical service can reasonably be construed to fall within one of the 10 covered 
benefit categories12 and is not expressly excluded, it should be considered eligible for coverage 
as long as it is judged medically necessary for a particular patient.  

 
 
                                                 

12 This conclusion references the 10 categories because that is identified by the law; the conclusion could be extended to benefit categories 
once identified by the Secretary as part of the EHB. 
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For example, radiation therapy for cancer treatment might not be listed explicitly as a covered 
service but could reasonably be considered to fall within the general category of ambulatory 
patient services and, therefore, covered if judged medically necessary. The medical necessity of a 
particular treatment would be based on the specific type and state of the patient’s cancer, as well 
as previous treatments applied to the individual’s diagnosis. However, greater specificity in 
listing which classes of services are covered within in plan documents (e.g., listing of radiation 
therapy) would provide greater clarity and consistency across plan documents.  

Balancing Flexibility and Specificity in Guidance 
The committee considered whether using the 10 broad categories of care in Section 1302 

would be sufficient for secretarial guidance for the inclusion content of the EHB or if that alone 
would result in too much state-by-state variation in what is considered essential. If more 
specificity in a list of benefits is desired, then how detailed should it be? With increasing 
specificity, comes greater uniformity in the EHB, and with this the advantages of 
standardization: clarification of price differences among plan options, for greater consumer 
confidence in picking plans with lower costs; minimization of adverse selection; ease in risk 
adjustment; and help in ensuring the adequacy of the lowest-cost plan (Bergthold, 1993). It might 
also be implied from HHS’ request to DOL to examine specific services that HHS expects to 
have to include some additional specificity beyond the 10 required categories.  

If specificity has these advantages, what degree of regional or local variation in EHB 
definition should be allowable? In testimony to the committee, the director of the California 
Department of Managed Health Care cautioned, based on experience with state requirements for 
managed care, that very broad categories in the authorizing Knox-Keene Act left too much 
undetermined and thus resulted in many state mandates to clarify intent (DMHC, 2011). 
Conversely, the National Governors Association, among other proponents of secretarial guidance 
promoting a high degree of flexibility, felt that generality would better enable market 
competition and innovation (Salo, 2011). 

The committee examined the legislative guidance for a number of programs and the plan 
documentation that resulted in those programs (e.g., the Federal Employee Health Benefit 
Program [FEHBP], the Massachusetts and Utah exchanges, managed health care in California, 
the Maryland plan for the small group market). The committee finds that the legislative guidance 
for these programs at least outlines broad general categories of care as does ACA but may go 
beyond general categories to list more discrete services (e.g., coverage for transplants in 
Maryland’s requirements for its small business Comprehensive Standard Health Benefit Plan) 
(Appendix D). Regardless of statutory descriptions, resulting plans, as reflected in evidence of 
coverage documents that consumers receive, generally go on to specify services in greater detail. 
However, plans even under the same legislative authority can vary in their degree of specificity 
within the same state. Moreover, in each of these programs (whether a state-specific program or 
the FEHBP), there is one entity providing oversight, while the EHB package will be 
administered across the 50 states by many different bodies. Individual states are opting for 
differing structures (i.e., quasi-governmental structure, nonprofit corporation, state government 
operated) and modes of contracting; some states will be active purchasers and will selectively 
decide which plans may participate in the exchange, while others will take a clearinghouse 
approach, accepting all comers (KFF, 2011). This multijurisdictional approach increases the 
likelihood that use of broad categories by the Secretary would result in variation even within 
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local markets, compromising consumer protections unless there was increased specification 
beyond the 10 categories of care in ACA.  

 
Conclusion: To ensure better national comparability, the committee concluded that initial 
secretarial guidance should include as much specificity as can be developed from current best 
practices in plan documentation. More specificity is needed than the 10 categories outlined in 
ACA due to the disseminated implementation of the EHB program across multiple 
jurisdictions, each with its own individual state-based oversight bodies. 

 

TYPICAL EMPLOYER: SMALL VERSUS. LARGE 
Several questions arise with respect to typical employer. First, how should typical employer 

be defined? Sherry Glied, Assistant Secretary for Planning and Evaluation, indicated that she 
would welcome the committee’s advice on the meaning of typical (Glied, 2011). As noted above, 
there were different perspectives on whether the benefit plan should reflect that of the small- or 
large-sized employer. Consequently, the committee wanted to review the landscape of employer 
sponsorship of insurance and examine different attributes of plans offered by small and large 
employers:  

 
• What is a typical employer in general and in the context of ACA? 
• What are the typical cost of premiums, amount of employee cost-sharing, and trends 

in plan type by employers of different sizes?  
• What benefit differences are there for employers of different sizes?  

What Is a Typical Employer? 
Several approaches can be taken to defining typical employer, as they may lead to different 

results in terms of benefit coverage and design. If one defines it based on number of firms or 
employers, then typical looks more like small employers (98 percent of all employer firms in the 
United States are classified as small) (U.S. Census Bureau, 2008),13 and if it is defined based on 
the number of covered employees, typical looks more like the large employer (65 percent of all 
employees in the country) (U.S. Census Bureau). Beyond this simple distinction are more 
nuanced differences in the degree to which employers offer health insurance coverage, whether 
the EHB package will apply to the plans offered by firms of different sizes, and the degree of 
uninsurance among their employees, all of which can be important to defining typical in the 
context of health insurance expansion under ACA.  

 In 2011, just 60 percent of employers nationwide offered health insurance, including 99 
percent of large firms (with 200 or more employees) and 59 percent of small firms (with 3 to 199 
employees). Smaller firms, particularly those with less than 10 workers (48 percent offered in 
2011) and those with 10-24 workers (71 percent), are less likely to offer health insurance 
coverage (KFF and HRET, 2011) (see Table 4-1). Thus, the workers of these smaller firms are a 
target of health reform coverage. 

                                                 

13 Note: the number of non-employer firms (21,351,320) is much greater than employer firms (5,930,132). KFF and HRET (2010) reported 
that 91.2 percent of employers in 2007 were small employers. 

1510



Copyright © National Academy of Sciences. All rights reserved.

Essential Health Benefits:  Balancing Coverage and Costs

4-10    ESSENTIAL HEALTH BENEFITS                           

PREPUBLICATION COPY: UNCORRECTED PROOFS 

TABLE 4-1 Percentage of Firms Offering Health Benefits, by Firm Size, 1999-2011   
Firm Size 1999 2000 2001 2002 2003 2004 2005 2006 2007 2008 2009 2010 2011
3-9 Workers 55 57 58 58 55 52 47 49 45 50 47 59a 48a 
10-24 Workers 74 80 77 70a 76a 74 72 73 76 78 72 76 71 
25-49 Workers 88 91 90 87 84 87 87 87 83 90a 87 92 85a 
50-199 Workers 97 97 96 95 95 92 93 92 94 94 95 95 93 
All small firms  
(3-199 Workers) 65 68 67 65 65 62 59 60 59 62 59 68a 59a 
All large firms  
(200 or More 
Workers) 99 99 99 98a 97 98 97 98 99 99 98 99 99 
All firms 66 68 68 66 66 63 60 61 59 63 59 69 a 60 a 
NOTE: These results are from the Kaiser-HRET Survey of Employer-Sponsored Health Benefits, 1999-2011. Results 
based on sample of both firms that completed the entire survey and those that answered just one question regarding 
whether they offered health insurance. 
a Estimate is statistically significant from estimate for the previous year shown (p < .05). 
 SOURCE: KFF and HRET, 2011. 

 
 
Employers might obtain insurance through insurance brokers, directly from insurers, or 

decide to self-insure; understanding the extent of self-insurance in small and large firms is of 
interest because self-insured plans are not required to incorporate the EHB. Self-insured means 
that the employer acts as its own insurer and accepts the associated risk; “fully insured” 
arrangements means the employer and employee pay a per capita premium to an insurance 
company that accepts the risk. In 2010, 16 percent of workers in smaller firms (3-199 
employees) were in self-insured arrangements; there is also a type of insurance that is a blend of 
insurance and self-insurance, in which some small employers choose insurance plans that have 
very high deductibles, such as $5000, and the employer might self-fund the deductible amount. 
In contrast to the significantly lower percentage of small firms that are currently self-insured, 58 
percent of firms with 200-999 workers are self-insured, 80 percent of firms with 1,000-4,900 
workers, and 93 percent of firms with more than 5,000 workers (KFF and HRET, 2010). Thus, 
workers in smaller firms are more likely to obtain health insurance that would include the EHB 
package, whether they access it through the exchange or not. The insurance landscape, however, 
is in flux, with more small employers considering whether to self-insure to avoid requirements to 
provide an EHB package if it is more expansive than they desire or alternately, provide 
employees with a fixed dollar contribution to have them purchase plans as individuals (Eibner et 
al., 2011).  

Uninsured workers are a prime target for insurance expansion; substantial numbers of 
workers are uninsured and need affordable insurance. Among the 29.3 million uninsured workers 
in 2009, 48 percent worked in firms with fewer than 100 employees and an additional 13 percent 
were self-employed (KFF and HRET, 2009).14 Others emphasize that the portion of uninsured or 
“underinsured” in small firms of fewer than 50 workers is twice that in larger firms—that is, 
more than half of those at small firms versus about a quarter of those in large firms (Collins et 
al., 2010). The rates of firms offering insurance  are low for worker populations at or below the 
25th percentile in hourly wages (Blumberg and McMorrow, 2009). Although often employed by 
                                                 

14 About one-third of the uninsured are in firms with fewer than 100 workers (U.S. Census Bureau, 2009).. 
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large firms, these uninsured low-income workers would need an affordable benefit package, and 
their needs are likely more similar to employees in small firms.  

What Are Typical Premium, Deductibles, and Plan Types? 
The main reasons given for smaller firms not offering insurance are primarily economic: the 

employer cannot afford it, the employee share would be too high, employees prefer the monetary 
benefit in terms of wages, and the benefit is not needed to retain employees (Holve et al., 2003; 
KFF and HRET, 2007). Because employers are making purchasing decisions on behalf of their 
employees and health benefits offered by employers represent a tradeoff between benefits and 
wages for employees, employees too have an interest in the level of expenditures. Increases in 
health insurance premiums, in general, have been implicated in decreased coverage rates 
(Chernew et al., 2005). The committee explored whether there were differences in premiums, 
deductibles, and plan types between small and large employers 

Premiums 
It is useful to understand similarities and differences in the premiums paid by employers and 

workers in small and large firms, particularly if premium equivalence is used in defining a scope 
of benefits due to lack of definitiveness in plan documents. Unadjusted premium data show little 
difference by employer size; however, an often-cited article indicates that in 2002, small 
employers paid 18 percent more, on average, for the same benefits as those offered by the largest 
firms (Gabel et al., 2006; Miller, 2011). The amount was 25 percent higher for indemnity plans 
and 18 percent higher for preferred provider organization (PPO) arrangements. Assuming similar 
health status and demographics between the small and large employers studied, higher premiums 
for smaller firms versus larger ones could be attributed to higher insurance broker commissions, 
a smaller population base over which to spread administrative costs, insurer profit/risk charges, 
and weaker market power of individual and small group purchasing on their own (Executive 
Office of the President Council of Economic Advisors, 2009; Gabel et al., 2006). More up-to-
date adjusted figures were not available to the committee, but the ACA medical loss ratio (MLR) 
provisions should help address this. The medical loss ratio informs consumers and regulators 
about the percentage of the premium being spent on fees, administration, and profits.15  

A consistent relationship of firm size to premium price is not apparent across single and 
family coverage. MEP-IC (MEPS-insurance component) data define a small firm as one with 50 
employee full-time equivalents (FTEs). Data on 2009 private sector premiums do not show much 
difference in premiums for individual policies ($4,652 for small firms under 50 versus $4,674 for 
larger firms), and for a family of four, larger firms pay more ($12,041 for small firms, and 
$13,210 for large). Premiums for “plus 1” policies show a higher premium for small firms over 
large ($9,124 versus $9,042) (Branscome and Davis, 2011; Davis and Branscome, 2011). Older 
MEPS data for 2006 show that private sector small firms paid 4.5 percent more than larger firms 
for single coverage policies, but 3.0 percent less for family policies (Branscome, 2008).16  
                                                 

15 Small group must meet a loss ratio of at least 80 percent and large group must meet a loss ratio of at least 85 percent, or rebates must be 
paid (§ 1011). These requirements, effective on January 1, 2011, are designed to make sure that 85 cents on the dollar is spent on claims costs, 
while the remaining fifteen cents are allocated to administrative expenses in the large group market. In the small group and individual markets, 
eighty cents on the dollar are spent on claims cost, while the remaining twenty cents are allocated to administrative expenses. If a carrier fails to 
meet this benchmark, a portion of the premium must be refunded to subscribers.” (McGraw Wentworth, 2011, p. 1).  

16 For premium per enrolled employee, $4,260 for small firms (less than 50 employees) and $4,077 for large. For employee plus one, $8,105 
and $7,969 respectively, and for family coverage, $11,095 and $11,438, respectively. 
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Employers have to determine what portion of the premium the employer and the employee 
will contribute. Some employers do not require employees to contribute (AHRQ, 2009a). On 
average, employee contributions in the private sector are 20.4 percent of individual policy 
premiums and 26.7 percent for family policies, with 2009 MEPS-IC data showing that 
employees of small firms contributed a lower percentage than those of larger firms for individual 
policies, but the reverse relationship for family policies (Branscome and Davis, 2011; Davis and 
Branscome, 2011). Though employer contributions have an apparent impact on the premium cost 
seen by an individual employee, in fact, the entire cost of health insurance premiums—like all 
other employee benefits—are ultimately taken from employee wages. Thus, both employers and 
employees have a strong interest in ensuring restrained premium growth. 

Deductibles 
Differentials in deductible levels suggest that benefits purchased by employees of small firms 

already require greater out-of-pocket payment for deductibles, raising the question of how much 
more emphasis could be placed on the benefit design factor of deductibles versus other 
approaches to balance the breadth of EHB coverage with an affordable premium. For example, 
the 2009 total average deductible for an employee-only policy in a larger firm is $822 compared 
with $1,283 for firms of fewer than 50 employees, and for families the difference is $1,610 
versus $2,652, respectively (AHRQ, 2009b, 2009c). Workers in small firms have seen 
deductibles increase much faster than workers in large firms. The average deductible for 
employee-only PPO coverage increased from $469 to $1,146 between 2005 and 2010 among 
workers in firms with 3-199 workers, while increasing from $254 to $460 among larger firms 
(KFF and HRET, 2005, 2006, 2007, 2008, 2009, 2010). Little variation by firm size is now 
observed in the percentage of workers enrolled in a plan with a deductible, with an average for 
all plans of 73.8 percent (AHRQ, 2009a). This is in contrast to the practice in 2002 when larger 
firms were less likely to have a deductible.  

Plan Types 
The majority of firms only offer one type of plan, with only 15 percent of small firms and 44 

percent of large ones offering more choice (KFF and HRET, 2010).17 Gabel’s study found that 
benefits were less comprehensive for small firms, regardless of their enrollment in indemnity or 
PPO plans (2006) (Gabel et al., 2006).  

Different plan types have more or less stringent medical management to administer benefits, 
and regardless of firm size there has been tendency over time for an increasing degree of medical 
management as shown by data about plan types. At opposite ends of the spectrum are the 
traditional fee-for-service indemnity plan, with no managed care elements, and the staff model 
HMO, with the most. Between these two extremes lie PPOs, HMOs that permit greater choice of 
physicians, and point-of-service (POS) plans that combine elements of the HMO and PPO in an 
attempt to balance freedom of choice for the employee and financial control for the employer 
(Fronstin, 1998). Indemnity plans have virtually disappeared, while there is growth in PPO 
arrangements and different forms of managed care. Consumer-driven health plans or high-
deductible health plans with a savings account option (HDHP/SO) have been introduced to 
                                                 

17 Note: this survey defines small as 3-199 workers and large as 200 or more. 
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better engage individuals in their own health care choices. These plans are typically offered 
through a PPO, but enrollment data are often shown separately because of the distinct nature of 
the cost-sharing arrangement. 

DOL data only report on percentage use of fee-for-service (FFS) and HMO arrangements, 
and their recent data do not show a difference by firm size (BLS, 2011), but this may be 
attributed in part to the fact that DOL FFS data include both PPO and POS data. KFF and HRET 
(2010) data suggest a gradient of less participation in PPO FFS arrangements from larger firms 
to small but increasing participation in POS plans (a type of managed care arrangement); there is 
a less clear pattern for choice of a high-deductible health plan.  

What Benefits Are Offered by the Typical Employer? 
Attempts to distinguish differences in benefits by employer size met data limitations beyond 

that experienced by DOL’s survey of plan documents, but what data are available show little 
difference in the scope of benefits by firm size instead benefit design factors play a larger role. 
The DOL Bureau of Labor Statistic’s National Compensation Survey, collected from a sample of 
3,900 employers, was able to yield data on coverage of 10 different services by employer size—
outpatient and inpatient surgery, physician office visits, hospital room and board, chiropractic, 
home health care, skilled nursing facility, hospice care, biofeedback, and homeopathy (BLS, 
2009); in most instances, the frequency with which the employer pool offers each of these 
benefits is very similar regardless of the size of employer (Appendix C, Table C-1 columns 3 and 
4). For example, outpatient surgery is offered by 97 and 98 percent of large and small employers, 
respectively, and hospice is offered by 66 and 69 percent, respectively. Other data from the 2009 
Mercer National Survey of Employer-Sponsored Health Plans are not reported by the most 
relevant firm size in the context of ACA (Mercer, 2009) but show that employers with fewer 
than 500 workers are less likely to cover some specific services such as alternative medicine 
therapies (e.g., acupuncture, chiropractic) and infertility services (Table C-1 columns 5 and 6).  

Because of the limitations of the DOL survey of plan documents in revealing the contents of 
employer plans to inform a typical profile of benefits, the committee obtained data from 3 major 
health insurers—CIGNA, UnitedHealthcare, and WellPoint—on the benefits that they offer in 
the small employer and individual markets. The profile of services covered by all of their 
standard plans, covered by some due to state mandates, or excluded is very similar for the small 
group market across these insurers (Appendixes C and F). The committee does not have a basis 
to assert that these plans are “typical” of all insurers, but finds that they are potentially 
informative to HHS for developing a preliminary list of services and actuarial estimates to 
consider when defining the EHB in accord with the steps in the committee’s recommendation 1 
(Chapter 5).  

Both WellPoint and UnitedHealthcare report that little of the variation in customizing 
coverage in either the large and small group market is due to differences in covered benefits as 
opposed to benefit design options. Employers and insurers told the committee that tighter 
provider networks and tighter medical management are a feature of products selected in the 
smaller firm market (Calega, 2011; Turpin, 2011). WellPoint conveyed that its small group 
market is very standardized, and even in the large group market, only 5 percent of customization 
requests relate to adding coverage and 2 percent to removing coverage (e.g., when an employer 
becomes self-insured and does not want to include a state mandate), with the remainder of 
customization requests pertaining to adjusting cost-sharing or limit setting (Appendix E). 
WellPoint reported in detail on the benefits covered by 99.7 percent of its small group products 
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through Anthem Blue Standard Coverage Plans (small group = 1 or 2 to 50 employees); only a 
very small percentage of plans (0.3 percent) excluded specific services such as allergy testing 
and injections, cardiac and pulmonary rehabilitation, and durable medical equipment (Appendix 
E).  

To further illustrate the influence of benefit design as opposed to differences in covered 
benefits, UnitedHealthcare offered a comparison of covered benefits in the large and small firm 
markets, using plans offered in Virginia—a low-mandate state—as an example (Figure 4-1). The 
single covered benefit difference is that the Federal Employees Health Benefits Program 
(FEHBP) has limited coverage of infertility services, while none of the small business products 
include infertility services. The resulting cost difference based on that service alone is a 1.6 
percent lower price in the small group market. However the major differential in pricing comes 
from benefit design choices, including the level of deductible, cost-sharing, and out-of-pocket 
maximums desired—a 12 to 35 percent lower price.  

Benefit profiles are also very similar between the small group and individual markets 
according to these three insurers; the primary differences, reported by CIGNA, UnitedHealthcare 
and WellPoint, have been: (1) maternity care has not been a feature of the individual plans unless 
purchased as a rider or mandated by the state, but ACA requires its inclusion, (2) coverage for 
mental health and substance abuse services in individual plans has varied more than the small 
group market plans, with its coverage criteria being more influenced by state mandates 
(Appendix C). 

 
FIGURE 4-1 Comparison of UnitedHealthcare (UHC) Federal Employee Health Benefit Program 
(FEHBP) plan offered in Virginia versus other UHC small business plans offered in the state.  
SOURCE: Sam Ho, UnitedHealthcare. 
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In summary, health insurance premiums are determined by a number of factors including the 
population covered by a plan, the expansiveness of coverage, the benefit design, and underlying 
medical and insurance prices depending on the competitiveness of the local market. Based on 
available data, small and large employers offering insurance, on average, are paying similar 
premiums, yet small employers would appear to have more limits on coverage. For example, 
employees of smaller firms are paying higher deductibles. Thus, benefit design considerations 
have been an important factor in what coverage is available to small-size firms and at what price. 
An advantage of exchange participation is that it will bring the purchasing power of larger 
groups to the marketplace and, ideally, offer more comprehensive coverage for what small 
employers are now paying, and through subsidies, allow additional persons to obtain coverage 
that they could not afford previously. Notably, when the state-based health insurance exchanges 
begin operations in 2014, the focus will be on serving individual purchasers and firms with fewer 
than 100 employees. Beginning in 2017, states can choose to allow those in the large group 
market (100+ employees) to purchase coverage in the exchanges.18  

 
Conclusion: Available data suggest the profile of covered benefits among large and small 
employers and the average premium paid is often not great; benefit design choices play a 
greater role. Given the ACA’s focus on providing access to health insurance for workers of 
small firms and individuals in the opening years of the health insurance exchanges, the 
committee concluded that the initial focus of the EHB definition be one that would be 
typical in the small employer market. Thus, when there is sufficient information to inform a 
choice between the scope of benefits between small and large employers (whether specified 
in service type, premium amount, or limits on services), the emphasis should be on the 
choice that would reflect the typical small employer market as long as that is consistent with 
meeting the statutory requirements (e.g., 10 categories).  

 

STATE MANDATES 
An extension of thinking about what is essential is consideration of the disposition of state 

mandates and how they fit within an EHB package. The term “state-mandated health benefits” 
(also referred to simply as “mandates,” “state mandates,” or “mandated benefit laws”) refers to 
state laws that require health insurance contracts to cover specific treatments or services or 
medically necessary care provided by a specific type of provider.19 Prior to the passage of ACA, 
states were the primary regulators of the content of health insurance policies. The committee was 
asked to consider what role, if any, existing state mandates should play in defining essential 
health benefits. ACA obligates each state to subsidize the benefits it mandates above and beyond 
EHB requirements. 

Applicability of State Mandates 
Although all states have some mandates in place, they differ dramatically with respect to the 

total number in each state. Estimates of the number of existing mandates vary significantly, in 
                                                 

18 § 1312(f)(2)(b). 
19 Some states also have laws requiring health insurers to offer coverage for certain types of benefits or providers. Those laws are omitted 

from this discussion. 
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part because they vary in terms of what they define as a “mandate” and also whether they count 
multiple laws requiring the same type of coverage in different market segments as distinct 
mandates. The Council for Affordable Health Insurance found an average of 42 mandates per 
state, with a high of 69 in Rhode Island and a low of 13 in Idaho (Bunce and Wieske, 2010). 
These numbers include, however, not only treatment and provider mandates, but also 
“population” mandates (requirements to cover specific populations such as newborns or 
grandchildren) and “offer” mandates (requirements simply to offer certain coverage for 
purchase). Other studies have found much lower numbers. For example, a 2007 study found an 
average of 18 mandates per state, with a high of 35 in California and a low of 2 in Idaho. These 
numbers do not include offer mandates, but do include population mandates (Monahan, 2007). 
Certain types of mandates are very common. For example in 2010, 50 states require coverage for 
mammograms, 47 states currently have mandates requiring coverage for diabetes-related 
supplies, 45 require coverage for treatment in an emergency room, and 36 require coverage for 
off-label drug use (Bunce and Wieske, 2010); some are less frequent, congenital defect (1 state), 
early intervention services (7), hospice care (12). With respect to provider mandates, 44 states 
require coverage for the services of chiropractors, 44 require coverage for the services of 
psychologists, and 41 require coverage for the services of optometrists, while 19 states mandate 
speech/hearing therapists, 12 acupuncturist, and 7 drug abuse counselor (Bunce and Wieske, 
2010).  

State mandates do not apply to every type of health insurance arrangement. Importantly, they 
do not apply to any employer-provided health plans that are self-insured by the employer. Given 
the high rates of self-insurance among larger employers, the result is that more than half (59 
percent) of the individuals with employer-provided coverage are covered by plans that are not 
subject to state regulation, including state mandates (KFF and HRET, 2010) and the proportion is 
higher among very large firms (MacDonald, 2009). Whether mandates apply to state Medicaid 
programs, or other state programs designed to provide coverage to low-income individuals, 
depends on the particular statute enacting the mandate. Legislatures may include such programs 
within a mandate, but often they do not (Hyman, 2000). Typically the greatest impact of 
mandates is on privately financed health insurance sold through the individual and small group 
markets within a state. Additionally, the FEHBP national fee-for-service plans do not have to 
incorporate state mandates, but can pick up state mandates as a negotiated benefit.  

Debate Over State Mandates 
State mandates have been a controversial element of health insurance regulation. Proponents 

of mandates argue that there are situations in which market intervention, in the form of 
mandates, is necessary to meet various health policy goals or to correct market failure. For 
example, mandates can be used to make coverage available that insurance companies would not 
voluntarily offer due to concerns about adverse selection. Additionally, mandates can be used to 
increase utilization of effective medical services thereby improving population health. Mandates 
can also be used to enforce principles of justice or fairness by requiring the risk of loss of certain 
medical conditions to be shared within an insured community. 

Critics of mandates tend to focus on two distinct issues. The first is the restraint that 
mandates place on the ability of two willing parties to contract freely. The objection based on 
freedom to contract is a normative argument based on the position that individuals should have 
the right to choose which risks they want to insure against and which they do not, and that it is 
unfair to require individuals to purchase coverage they do not value or desire.  
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The second primary critique of mandated benefit laws is that they increase the cost of health 
insurance and therefore lead to fewer individuals being able to afford insurance. Essentially, the 
argument is that it is unjust to increase the cost of coverage by requiring coverage for a broad 
range of services when it results in some individuals being unable to afford and purchase basic 
insurance coverage. There is, however, no consensus regarding the price impact of mandates or 
the effect that any price increase has on coverage rates. 

Finally, concerns have been expressed that mandates are not evidence-based and do not 
always reflect clinical best practices. Thirty-two states have some type of mandated benefit 
review procedure in place (CHBRP, 2009). However, very few of these laws actually require 
prospective, expert analysis of a mandate before it can be voted on by the legislature. Even in 
states with robust review procedures, there is little evidence that the review procedure leads to 
evidenced-based mandates that significantly improve health outcomes. One recent study of the 
mandate processes in Connecticut and California concluded that “without a specific structure in 
place to provide legislators with appropriate data (e.g., on costs, medical effectiveness) very little 
evidence is provided to legislators. And even when there is a structure in place to ensure such 
data are available, those data appear to have only a modest impact on bill passage”; as a result, 
“even where there is an independent, expert commission providing robust data on proposed 
regulation, bills with virtually no impact on either health insurance coverage or treatment 
utilization are passed” (Monahan, 2012). 

These concerns were echoed in comments the committee received, including numerous 
arguments that state mandates are not evidence-based, increase variability across states, and 
contribute to increasing insurance premiums (Bocchino, 2010; Darling, 2011; U.S. Chamber of 
Commerce, 2010). Indeed, well-known examples among several mandates of questionable 
clinical value that have been passed prematurely include those requiring coverage for high-dose 
chemotherapy and autologous bone marrow transplant for breast cancer and for hormone 
replacement therapy (Jacobson, 2008). Others were concerned that “benefit mandate choices 
should be kept outside the purview of elected officials” (Jones, 2010) and that, after passage, 
state mandates may crowd out the introduction of alternative services, while remaining “static.” 
The consumer advocate group Health Access said that although it supports some (such as mental 
health parity and coverage of prenatal care in the individual market), it does not regularly 
endorse benefit mandates because they are often related to specific drugs, devices, or tests and do 
not tend to evolve as treatments change (Wright, 2011). 

Options Considered by the Committee 

The committee was asked to consider what role, if any, existing state mandates should play 
in defining essential health benefits. The committee considered several different options, 
discussed below. 

 
1. Incorporate all existing state mandates into the definition of “essential health 

benefits” that apply to a particular state. 
 
One option considered by the committee was to recommend that in defining essential health 

benefits the Secretary should incorporate all state mandates that were in effect on March 23, 
2010, in a particular state. The advantage of this approach is that it would preserve the coverage 
requirements that a state had in place prior to the passage of the ACA, without requiring the state 
to bear any increased cost that might otherwise result from mandating a benefit not included in 
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the definition of essential health benefits. However, doing so may be seen as being contrary to 
ACA’s statutory language, which clearly contemplates requiring states to pay the increased 
premium cost that results from state mandates that exceed essential health benefit requirements. 
It would also result in drastically unequal definitions of essential health benefits among the states 
and would essentially require the federal government to subsidize state policy choices. 

 
2.  Incorporate mandates that exist in a majority or supermajority of states into the 

definition of essential health benefits that applies in all states. 
 
Another option considered by the committee was to recommend that in defining essential 

health benefits, the Secretary include coverage for any treatments or services that are required to 
be covered by either a majority or a supermajority of the states. Doing so would allow for a 
uniform definition of essential health benefits, but would also subject minority states to the 
legislative actions of the majority states, and would likely drive up the cost of coverage in states 
without many existing mandates. As above, the federal government would be forced to subsidize 
state policy decisions, although under this option only those decisions made by a majority of 
states. In addition, because very few states have legislative decision-making processes that 
reliably incorporate evidence, the committee was concerned that incorporating even 
supermajority mandates would undercut the overall approach to EHB advocated by the 
committee, and as set forth in this report, by potentially including mandates that could not be 
justified under the committee’s framework. 

 
3. Do not explicitly incorporate existing state mandates into the essential health benefits 

framework, but rather subject coverage for all types of treatments and services to the 
same framework, principles, criteria, and methods used to determine essential health 
benefits generally. 

 
Finally, the committee considered giving no special preference to existing state mandates, but 

rather requiring the potential coverage of any treatment or service to be governed by the same 
criteria, with none receiving special consideration by virtue of its status as a state mandate. This 
option would result in states’ being required to pay the increased costs associated with any 
mandates that exceed the EHB requirements. While disadvantageous to states, the result is 
clearly contemplated by the statutory language of ACA. This approach also has the significant 
advantage of allowing for consistency in all EHB coverage decisions and in providing federal 
uniformity. Given the lack of evidence that existing state mandates result from a sound evidence-
based process, the committee concluded that this third option was the most desirable alternative.  

 
Conclusion: Because state mandates are not typically subjected to a rigorous evidence-based 
review or cost analysis, cornerstones of the committee’s criteria, the committee does not believe 
that state-mandated benefits should receive any special treatment in the definition of the EHB 
and should be subject to the same evaluative method (see Recommendation 1 in Chapter 5). 
This interpretation is consistent with the language in ACA regarding state mandates; that is, 
Congress did not require their inclusion. 
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MEDICAL VERSUS NONMEDICAL 
ASPE asked the committee to consider the corollary question of what distinguishes a medical 

service from a nonmedical service and how that distinction might apply in the context of 
defining what is essential. The propensity has been not to define what a medical service is 
specifically, but to say what is not for covered because it is not medical (e.g., custodial care is 
not considered a medical service), is provided by a non-health care provider, or requires an 
assessment of whether a service is medically necessary. The committee explored various ways of 
defining: (1) by provider, (2) by specific services, and (3) by medical necessity determination.  

Defining medical services as those delivered only by physicians, nurses, and physician 
assistants is more restrictive than most employer policies. A broader range of health services 
provided by other types of health professionals (e.g., physical therapy, speech therapy, 
occupational therapy) is often included in employer policies. Some plans both in the United 
States and elsewhere limit the providers they include as covered—for example, requiring a 
supplementary policy be purchased to have access to physical therapy services rather than as part 
of a basic policy (British Columbia Ministry of Health, 2011). The inclusion of rehabilitation and 
habilitation in the l0 required categories suggests that such health professionals would provide 
“medical” services relevant to the EHB (Ford, 2011; Thomas, 2011). Acupuncturists and 
naturopaths are frequently excluded provider categories in standard insurance policies, on the 
basis that their practice falls into a “nonmedical” category, except in states where there is state-
mandated coverage inclusion. The ACA prohibits insurers from discriminating on the basis of 
type of provider as long as the provider is operating within its scope of practice; however, this is 
a separate issue from defining specific types of services as being part of the EHB package.20   

Insurers make distinctions about whether services or specific items are nonmedical and 
whether that alone is a sufficient reason for exclusion. For example, while interventions such as 
the teaching of Braille and American Sign Language can improve functioning and productivity 
in persons who are blind or hearing impaired, these have been classified as primarily educational 
and not part of health care delivery. Similarly, exercise-related services and items (e.g., 
exercycles, gym memberships, personal trainers) are beneficial to health, but insurers reach 
different conclusions about whether to support such services (e.g., certain Medicare Advantage 
plans support gym memberships, while Kaiser Permanente does not) (Empire Blue Cross Blue 
Shield, 2011). However, some educational services such as diabetes or asthma self-management 
training are covered services by insurers because they are directly related to a medical condition 
and improve clinical outcomes, plus they are time limited. The introduction of habilitation as a 
category for the EHB raises questions about where to draw the line between habilitation and 
social/educational services that is not easily resolvable.  

Other presenters and online questionnaire respondents advocated for inclusion of the full 
spectrum of Early and Periodic Screening, Diagnosis, and Treatment (EPSDT) Program services, 
such as the Medicaid optional service of primary care case management, (Booth, 2011; 
Courselle, 2011; Jezek, 2010; KFF and HRET, 2005; Maves, 2010) or, given the large turnover 
factor from Medicaid to the exchanges, other types of support services offered in federally 
qualified health centers to ensure patient access to care (some of these services are included by 
insurers as part of medical management, but others such as transportation may not be). For tax 
purposes, the Internal Revenue Service (IRS) takes a broad view of expenditures that could be 

                                                 

20 § 1201, amending Public Health Service Act § 2706. 
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included as medical expenses (Harmon, 2011; Pratt, 2004),21 but this seems less applicable to the 
context of defining the EHB given that the IRS definition goes well beyond the kinds of 
expenses that are typically covered by any type of private health insurance plan. 

As one of its criteria for the EHB, the committee concludes that inclusions in the EHB be 
based on being a medical service, not serving primarily a social or educational function. Because 
the boundaries of what is medical and nonmedical are not always distinct, the committee 
acknowledges that the decision of what is medical and nonmedical will for the time being need 
to rest at the health plan level with oversight by state regulators and HHS to document what 
services are offered or excluded, particularly in the area of habilitation. Many insurers are 
engaging in innovative programs to improve care practices and the appropriateness of services 
for individuals, and these might include some components that might be considered nonmedical 
yet they better help patients achieve medical goals, often in a less costly way. Thus, they may 
serve other committee criteria to be cost effective and to support innovation. In Chapter 5, the 
committee reviews components of medical necessity definitions.  

 
Conclusion: As one of its criteria for the EHB, the committee concludes that included benefits 
should be a medical service or item, not serving primarily a social or educational function. This 
conclusion does not preclude coverage of some educational or support services with that and the 
other committee criteria in mind (e.g., supported by a sufficient evidence-base of effectiveness 
and promoting a health gain to justify the cost). However, like other services and items to be 
included as an EHB, such service must meet the test of Recommendation 1 (see Chapter 5).  

 
The next chapter outlines a process for defining the initial set of essential health benefits that 

builds on the conclusions reached in this chapter.  
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5 
 

Defining the EHB  
 

 
 
The Secretary is charged to define the essential health benefits (EHB) and asked the 

Institute of Medicine (IOM) for advice on a process for this task. The committee outlines 
steps and criteria to achieve the initial set of essential health benefits: first, building from the 
statutory requirements of a typical employer plan (with the committee recommending that 
small employer be used to define typical) and 10 categories of care; next, applying the 
committee’s recommended criteria to assess the package as a whole and for individual 
components (Summary Figure S-1); and then, adjusting the content so that it could be 
accommodated under the expected national average premium for a silver plan for a small 
employer in 2014. The final adjustments should be informed by a public deliberative process 
that advises on preferences in tradeoffs. The committee’s advice for the Secretary’s guidance 
to insurers and the exchanges on the content of the EHB is to give the greatest degree of 
specificity that current national data and best practices in subscriber contracts allow. 
Additionally, the committee offers suggestions for secretarial guidance with respect to the 
required elements for consideration and medical necessity.  
 

 
Before insurance products that are required to incorporate the essential health benefits (EHB) 

can be developed, the Secretary of the Department of Health and Human Services (HHS) must 
define which benefits constitute the EHB package. The Patient Protection and Affordable Care 
Act (ACA) directs that the scope of this package should reflect benefits offered in typical 
employer plans and the 10 broad categories of care listed in Section 1302. In the previous 
chapter, the committee reached several conclusions related to the legislative language:  

 
• The scope of a typical employer plan should be based on what is typically offered by 

small employers.  
• Because the specificity of national data on covered benefits in the small employer 

market is limited, scope should also be interpreted to mean equal financial value to a 
typical small employer premium. 

• Every service or item that might be classified within the 10 categories or the typical 
employer plan is not essential. 

• To ensure a more consistent national benefit package, initial secretarial guidance 
should include as much specificity as can be developed from current best practices in 
plan documentation because the EHB will be implemented in policies and programs 
across multiple jurisdictions each with its own state-based oversight body. 
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These conclusions and the committee's previously listed criteria frame the process, outlined 
in tllis chapter, by wlllch tllls Institute of Medicine (IOM) committee recommends that the 
Secretary defme the EHB. The process starts with the content and stmcture of the typical small 
employer plan and then broadens the coverage to incotporate ACA-required categories that ar·e 
not usually found in those packages (Box 5-l ). Since the package must be affordable to 
individual pmchasers, employees of small firms, and public funders, the committee recommends 
balancing the comprehensiveness of the package offered against its potential cost and explores 
several options for incotporating costs into the EHB defimtion before recommending a specific 
approach. Additionally, the committee comments on the issue of secretarial guidance regarding 
the specificity of the EHB package, "required elements for consideration" as stipulated by 
Section 1302 (b) ( 4)(A) through (E), and the defmition of medical necessity. 

BOX 5-1 
Recommended Process for Defining an EHB Package 

1. Develop the Starting Point for the EHB 
a. Start with a typical small employer plan based on available knowledge 
b. Develop preliminary service list (with inclusions and exclusions) to fulfill10 categories 
c. Apply the committee-developed criteria and adjust the preliminary list as necessary 

2. Incorporate Cost into the Development of the Initial EHB 
a. Assess the cost of the package developed in the first step 
b. Develop a target budget for the EHB (e.g., national premium target based on typical 

small employer plan) 
3. Reconcile Preliminary List to the Premium Target 

a. Publicly identify actuarial expenditures for components for possible tradeoffs 
b. Receive guidance on priorities from public deliberation processes and other public 

participatory processes 
c. Review final list by reapplying IOM committee criteria to evaluate the aggregate 

package 
4. Issue Guidance on Inclusions and Permissible Exclusions 
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STEP 1: DEVELOP THE STARTING POINT  

Typical Small Employer Policy 
 The ACA calls for the scope of benefits to reflect those typical of employers today; the 

committee recommends that the small employer market define what is typical at the outset. The 
level of specificity in benefit definition varies across insurance plan documents, often making it 
difficult to assess if a benefit is covered or simply not listed in a plan document. Given the 
paucity of data to determine typical benefits, the Secretary will likely have to be guided by the 
contents of plans which are able to provide more detailed coverage information. To make 
concrete the level of coverage that characterizes current contracts covering millions of 
employees working for small firms, the committee collected information provided from three 
major insurers to illustrate which covered benefit inclusions are national in scope and which are 
covered only in some states due to market conditions and state mandates (Appendix C). The 
committee was not able to assess whether these are “typical” of the entire small group market, 
but this plan coverage detail provides a starting point for developing a list of EHB content that 
can be refined by both additions and deletions during the following steps.  

Meeting the 10-Category Requirement 
The committee noted that the typical employer plan in either the small or large group market 

does not include all of the 10 categories of care specified in the ACA; therefore, the Secretary 
must next identify the gaps. In its review, the committee found that some areas—habilitation, 
mental health and substance use disorder services, some wellness services and chronic disease 
management, and pediatric oral and vision care—appear less likely to be covered in standard 
commercial subscriber contracts. Pediatric oral and vision care have been available as policy 
riders and the contents of those policies can be examined. Habilitation and much of mental 
health, substance abuse, and behavioral services have largely been left to the public sector. The 
committee is guided by the unambiguous direction of Section 1302 to start with a commercial 
health insurance benefit; however, it suggests that the Secretary compare, in particular, how 
Medicaid plan benefits for habilitation and mental health and substance abuse services compare 
with commercial plans that currently include such services. For example, Maryland has 
requirements to cover habilitation services in children under age 19 in its small business 
standards for health insurance (Maryland Insurance Administration, 2009). On the basis of this 
review, the Secretary would add selected services to the preliminary list to fulfill the 10-category 
requirement.  

Consistency between the exchange-defined benefits and traditional Medicaid program 
benefits would reduce the benefit gaps experienced by the large number of people who move 
between the two types of insurance (Sommers and Rosenbaum, 2011). The testimony received 
by the committee was mixed as to whether such consistency should occur by making exchange 
benefits look like Medicaid or by changing Medicaid to look like the new exchange policies. The 
EHB requirement only applies to the Medicaid expansion benchmark and benchmark equivalent 
programs, which are designed to more closely resemble private sector plans, not traditional 
Medicaid.  

The committee did not recommend expanding beyond the 10 categories required by the ACA 
because these were seen as sufficiently broad and that adding categories beyond these 10, 
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although not precluded, might prove difficult under the committee process that requires 
consideration of the overall cost of the package.  

Applying Committee Criteria 
The committee expects that at this point in the process the Secretary will have a long and 

varied list of potential categories and specific services for inclusion. The description will in all 
likelihood be a mix of services, conditions, and treatments that range in the level of specificity. 
This heterogeneity reflects current practice, but the committee recommends that the definitions 
of covered services become more specific over time, as HHS monitors implementation (Chapter 
7) and updates the EHB (Chapter 9).  

 The committee recommends a set of criteria for evaluating both the specific elements for 
inclusion and the overall package, as well as criteria to guide the process by which the package is 
defined (See Figure S-2 in Summary). Specifically, in considering whether particular categories 
or services are included, the committee recommends evaluating each to determine whether it is 
safe, effective, likely to enhance patient outcomes when compared with available alternatives, 
and cost-effective to justify the health gain. Included elements should perform acceptably on all 
of these criteria. The committee also recommends evaluating the overall set of benefits to 
determine whether the package is affordable, likely to maximize the number of people with 
insurance, able to protect the most vulnerable, likely to encourage best practices, consistent with 
the principle of advancing stewardship of finite resources, addressing the medical concerns of 
greatest importance for the eligible populations, and likely to protect people against the greatest 
financial risks.  

To accomplish the initial evaluation in the time frame required for implementation, the 
committee recognizes that a formal value-based analysis cannot be conducted for each possible 
service in each benefit category. However, resources are available that can help the Secretary in 
assessing the relative merits of potential categories or services. Some of these have been used by 
states in building benefit structures for existing public insurance programs, by insurance 
companies in developing clinical policies, and in the research literature. For example in Chapter 
2, the committee reviews how the State of Washington applies graded evidence to its decisions 
on service inclusions for insurance benefits in its public programs (e.g., insurance coverage for 
state employees). Value-based insurance design and the Oregon prioritized list, as now being 
adapted for the commercial sector, provide other examples of how the relative values of different 
services have been evaluated (CMS, 2010; Oregon Health Services Commission, 2011; Saha et 
al., 2010). Using existing assessments, where available, will facilitate the evaluation of 
categories and services for initial prioritization for inclusion in or exclusion from the EHB based 
on available evidence. 

STEP 2: INCORPORATE COST INTO THE DEVELOPMENT OF THE 
INITIAL EHB 

Early in its deliberations, the committee concluded that the costs associated with offering the 
EHB would materially affect the likelihood that the ACA would achieve its goal of significantly 
reducing the number of people without health insurance. The committee, therefore, incorporated 
into its recommended process, consideration of overall costs to frame choices about what would 
ultimately be included in the EHB package. This section examines the committee’s rationale for 
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including cost as a criterion and the various approaches considered before arriving at its 
recommended approach.  

Rationale for Incorporating Costs into the Definition of Essential Health 
Benefits 

The committee had a series of robust conversations about whether to incorporate cost 
considerations into the definition of essential health benefits and ultimately decided that costs 
were a critical component of the definition for five reasons. 

First, and most importantly, cost provides a useful mechanism to help frame tradeoffs 
between competing options for inclusion in a benefit package. In fact, the law makes clear that 
the essential health benefits should reflect the scope of a typical employer plan, and typical 
employers commonly use premiums as a key element in deciding on the benefit package they 
will offer employees. For employers, establishing a budget creates one way to explicitly consider 
benefit package tradeoffs when resources are limited.  

Second, in examining the legislative history of the ACA and in testimony received from 
congressional staff involved in the development of the law, it is clear that improving access to 
care by expanding the number of people with health insurance was the primary goal of the 
legislation. Because one important determinant of the number of people who have health 
insurance is the cost of obtaining coverage (Abraham and Feldman, 2010), the price of the 
essential health benefits package will influence the ability to achieve the law’s goal. 

Third, the committee observed that the cost estimates developed by the Congressional 
Budget Office (CBO) for the ACA were a key element in its ultimate passage. Those cost 
projections incorporated an estimate of the average premium price of health insurance to be 
purchased on the exchanges, which in turn affected the total cost of the subsidy and the cost of 
the federal portion of Medicaid.  

Fourth, the committee reflected on the current concern around the deficit and the impact of 
existing open-ended entitlements, such as Medicare, on the manageability of the federal budget. 
From a pragmatic viewpoint, requiring a benefit package that was more expensive than typical 
packages was not regarded by the committee as consistent with today’s fiscal realities.  

Fifth, the committee recommends three cost-related criteria—affordability of insurance, 
stewardship of resources and maximizing access to care—for the Secretary to use to assess the 
overall EHB package. The idea of having an explicit budget has been recognized as both an 
ethical and practical precondition for expanding access to care in medicine (Levine et al., 2007).  
For these reasons, the committee concluded that the Secretary must use cost to provide guidance 
in developing the essential health benefits package.  

Sources and Approaches to Setting the Initial Cost Target 
The committee examined different sources and approaches that the Secretary might use in 

setting the initial cost target, including (1) CBO’s estimate of premium prices that was used in 
evaluating the overall cost of the legislation; (2) an analysis done by the RAND Corporation for 
the Department of Labor (DOL) that evaluated the effect of design choices in the exchanges on 
premiums in the individual and small group markets; and (3) a competitive bidding process such 
as is currently used for Part D in Medicare. These are discussed below to illustrate how the 
Secretary can incorporate costs into the definition of the EHB. 
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Fixed Target Approach Based on CBO Estimates for ACA 
The CBO, in a letter to Senator Bayh on November 30, 2009, noted that premiums are set to 

cover the average amount the insurer expects to pay for services that are eligible for coverage 
under a plan, plus an amount for administrative expenses, overhead, and profit (CBO, 2009). The 
costs for covered services reflect the following: 

 
• The scope of covered benefits (the essential health benefits) 
• Cost-sharing requirements (deductibles, copays) 
• The health status of the covered population and the propensity of that population to 

use health services 
• Provider payment rates 
• Degree of medical management 
 

These factors interact with one another. For example, research has demonstrated that cost-
sharing can affect the propensity of people to use services (Newhouse et al., 1981; Rosenthal et 
al., 2009; Rowe et al., 2008). Provider payment rates may affect both the mix and volume of 
services offered (Buntin et al., 2009). 

The CBO then considered the effect of the proposed legislation on changes to premiums in 
the small group market and identified differences in three major areas: (1) the amount (e.g., 
comprehensiveness of benefits, level of cost-sharing) of insurance purchased due to changes in 
the scope of benefits; (2) the price for a specific amount of coverage for a particular group of 
enrollees; and (3) the characteristics of people obtaining coverage. Table 5-1 shows the CBO-
estimated effect on premiums, compared to projected premiums without the law, in the small 
group market from each of these factors before accounting for subsidies or small business tax 
credits. The committee noted that the average aggregate effect on premiums in the small group 
market was small. 

 
 

TABLE 5-1 CBO Estimates of the Effect of the Law on Premiums in the Small Group Market, in 
November 2009 Letter to Senator Bayh 
 
 
Component Affecting Premiums 

Expected Difference Between Premiums in 
Small Group Market After the Law Compared 
to Premiums Projected Without the Law 

Difference in amount of coveragea 0 to +3% 
Difference in price paid for a given amount of 
insurance coverageb 

–1 to –4% 

Differences in characteristics of insured –1 to +2% 
Total (before subsidies) +1 to –2% 
aThis includes both the expanded scope of benefits and lower cost-sharing. 
bThis takes into account both lower administrative costs and higher fees. 
SOURCE: CBO, 2009. 
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Although the committee selected the small group market as the basis for establishing the 
essential health benefits, it is worth noting that the EHB definition will also apply to policies in 
the individual market. Based on its microsimulation model, CBO also estimated the effects of the 
law on premiums for individual policies, as shown in Table 5-2. The expanded scope of benefits 
in the individual market, coupled with reduced patient cost-sharing, is the main factor 
contributing to higher premiums in that market under the new law compared to projections of 
premiums that would have prevailed had the law not been enacted. The committee noted that the 
effect on premiums in the individual market is much larger than for the small group market. 

 
 

TABLE 5-2 CBO Estimates of the Effect of the Law on Premiums in the Individual Market, in 
November 2009 Letter to Senator Bayh 
 
 
Component Affecting Premiums 

Expected Difference Between Premiums in 
Non-group Market After the Law Compared to 
Premiums Projected Without the Law 

Difference in amount of coveragea +27 to +30% 
Difference in price paid for a given amount of 
insurance coverageb 

 
–7 to –10% 

Differences in characteristics of insured –7 to –10% 
Total (before subsidies) +10 to +13% 
aThis includes both the expanded scope of benefits and lower cost-sharing. 
bThis takes into account both lower administrative costs and higher fees. 
SOURCE: CBO, 2009. 
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For illustrative purposes, the committee converted the CBO estimates, which were presented 
in 2016 dollars, to 2014 dollars because that is the year the EHB policy will take effect. The 
resulting premiums, compared to premiums if the law had not passed, show little to no change in 
the small group market but an increase in the individual market premiums (Table 5-3). 

 
 

TABLE 5-3 CBO Estimated Premiums for Individual and Family Policies in Exchange Markets, 
in Letter to Senator Bayh, Converted to 2014 Dollars 
 
Type of Policy 

Premiums in the Absence of 
ACA (2014 $) 

Premiums After Implementation of 
ACA (2014 $) 

Small Group Market   
     Individual   6,933   6,933 
     Family 17,156 17,067 
Individual Market   
     Individual   4,889   5,156 
     Family 11,645 13,511 
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Fixed Target Approach Based on RAND Estimates in Department of Labor Study 
RAND conducted a study for the Department of Labor examining, among other issues, how 

some of the design features of the exchanges might affect coverage, health care spending, and 
choice of insurance (Eibner et al., 2010). The RAND study, which utilized microsimulation 
modeling, also took a more detailed approach to defining and projecting the behavior of the 
small group market than had previously been undertaken by any research group. Table 5-4 shows 
the premiums used in the RAND analysis (which generates premiums within the model rather 
than using an externally selected price).1 Unlike the CBO analysis, which used a single national 
average premium, the RAND analysis provides premiums by precious metal tier, 2  which 
demonstrates the effect of the cost-sharing element on the premium. The committee also 
converted the RAND estimates from 2010 dollars to 2014 dollars because that is the year the 
EHB policy will take effect. 

 
 

TABLE 5-4 Premiums for Single Coverage in the Exchange Market in the Absence of ACA 
Compared with After Implementation of the ACA (in 2014 dollars)a 

 
 
Market 

 
Premiums in the Absence of 
ACA (2014 $) 

Premiums Projected After 
Implementation of ACA 
(2014 $) 

Employer-sponsored insuranceb 7,022 6,902 
Exchange bronze N/A 4,600 
Exchange silverc N/A 5,474 
Exchange gold N/A 6,831 
Exchange platinum N/A 7,323 
Non-group (individual market) 7,426 N/A 
aAssumes combined individual and small group market risk pools, employers with fewer than 100 
full-time equivalent employees able to enroll, 12% administrative load. 
b Includes both small and large group markets. 
cSubsidy connected to premium of this plan. 

 

                                                 
1 This enables an explicit accounting for health status and change in utilization as a result of newly acquiring insurance. 
2 ACA Section 1302 (d) describes four “precious” metal tiers of actuarial value (AV): bronze, silver, gold, and platinum; see chapter 2 for 

further description of actuarial value and the metal tiers. The EHB are required in each metal tier. 
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In designing their exchanges, states have the option to either keep the individual and small 
group markets in separate risk pools or combine them into a single risk pool. Table 5-5 shows the 
difference in premiums if the risk pools are separated.3 Because people who are enrolled in the 
exchanges as individuals tend to be less healthy than those who are enrolled through an 
employer, the premiums for the individually enrolled population are about 40 percent higher. 
RAND found that if the risk pools were combined, fewer small employers would offer coverage 
and many of those who would have otherwise been covered through employer-sponsored 
insurance (ESI) would choose to enroll in Medicaid. 

 
 

TABLE 5-5 Individual and Small Group Premiums in Exchange Markets When Risk Pools Are 
Split or Combined (in 2014 dollars) 
 Split Risk Pools (2014 $) Combined Risk 

Pool (2014 $)  Individual Small Group 
Bronze 5,379 3,855 4,600 
Silver 6,401 4,588 5,474 
Gold 7,462 5,348 6,381 
Platinum 8,561 6,138 7,323 

 

                                                 
3 Each metal level contains the EHB. 
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This analysis suggests that the Secretary may have to take into account some of the design 
choices being made by states in incorporating costs into the determination of essential health 
benefits. It also suggests that an estimated national average premium price for a particular metal 
level, such as the silver plan, would be reasonable because this is the premium price that is used 
to determine the amount of subsidy for which an individual is eligible.4  

Competitive Bidding Approach 
Rather than the fixed target approaches described above, the committee also considered a 

competitive bidding approach similar to that being used for Medicare Part D (prescription drug 
coverage). Under Medicare Part D, the broad elements of the basic benefit package design are 
established (e.g., the amount of the deductible, the cost-sharing portion, the level at which 
catastrophic coverage begins). Plans may offer alternative coverage structures as long as the 
alternative is actuarially equivalent to the standard plan. Plans may also offer coverage that goes 
beyond the basic benefit package, but such supplemental coverage is not subsidized by 
Medicare.  

The Centers for Medicare and Medicaid Services (CMS) obtains bids annually from plans 
wishing to offer coverage in this program. The bids are based on covering a standard Medicare 
population. CMS calculates a national average premium based on the bids received. Enrollees 
pay a base premium plus any difference between the bid of the plan they enroll in and the 
national average. Those electing more expensive plans pay higher-than-average premiums, while 
those electing less expensive plans pay lower-than-average premiums. 

A competitive approach in the context of the exchanges would have to be administered at the 
state level, and the committee believes that considerable variability exists in the ability of states 
to execute this function. On the one hand, states are already responsible for reviewing many 
aspects of plan operations, so this requirement would increase the burden on states that do not 
have an adequate infrastructure in place to review bids. On the other hand, many states are 
already involved with competitive bidding in Medicaid managed care programs and Medicaid 
pharmacy programs, so the existing infrastructure may be available for this option. Given the 
considerable pressure on state budgets, variability in the states’ infrastructure necessary to 
support reviews of competitive bids, and the relatively tight time frame for implementation of the 
EHB, the committee concluded that this approach was likely not feasible in all states and thus 
was not an approach the committee recommends to the Secretary. 

How Costs Could Be Incorporated into Determining the Essential Health 
Benefits Package 

The committee considered how the Secretary might use the sources of data above to set the 
initial essential health benefits package within a target cost. Table 5-6 illustrates the steps in the 
process: 

 
 
 
 

                                                 
4 Section 1302 (b) (4) (B) non-discriminatory coverage decisions, (D) denials on the basis of age, etc., and (E) (i) emergency department 

services without prior authorization (ii) cost-sharing parity. 
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TABLE 5-6 Sample Approach to Incorporating Costs into the Definition of Essential Health 
Benefits 
Step in Process Result from Step Updated Result 
Starting amount from fixed 
target sources estimated to 
reflect a silver plan 

$5,474-$6,933 $5,474-$6,933 

 
Change due to expanding scope 
of benefits to categories not 
included in small employer plans 
today 

 
+$168 

 
$5,642-$7,101 

 
Obtain actuarial estimates of the 
incremental cost of each 
included element in the scope of 
benefits 

 
Dollar amounts by 
individual areas of coverage 

 
Components of overall 
premium price provided as an 
actuarial “price list” 

 
Conduct public deliberative 
process to set prioritiesa 

 
Package selected to fall 
within range 

 
Final description of the scope 
of essential health benefits 
eligible for coverage 

 
Final result: benefit package with 
a estimated national average 
premium 

  
$5,474-$6,933 

aSee Step 3 for a description of this step. 
 

 
 
The Secretary could start with the aggregate CBO estimate for the small group market 

($6,933 for an individual policy) or the RAND estimate for a silver plan ($5,474 for an exchange 
policy in which the risk pools are combined). Since neither the RAND nor the CBO analyses 
considered in any detail the potential effect of the 10 categories of coverage on the premiums for 
those policies, the Secretary could obtain estimates of the incremental costs of expanding the 
scope of benefits for a typical small group plan from the CMS Chief Actuary. The committee 
discussed this approach with actuarial experts and determined that it was a feasible approach.5 
Then, the Secretary could obtain estimates from the CMS Chief Actuary on the incremental costs 
of all included elements, along with approaches to controlling those costs 

The premium target is created as a mechanism for bounding decisions about what will be 
included in the EHB. The alternative rejected by the committee would have been to define the 
EHB without considering the cost of the resulting package. The committee does not intend for 
the premium target to be used to specify the premiums that can be established by qualified health 
plans. In fact, the committee does not believe that the Secretary has the authority to specify a 
premium for any plan. The premiums set by plans in the market that offer the EHB will vary as 
they do today. The distribution of resulting premium prices will reflect the other elements that 

                                                 
5 For example, these estimates could be expressed either as a percentage of current premiums or as a dollar amount per member per month. 

Overall, the experts estimated for illustrative purposes that under one assumption about expanded scope, premiums might increase by 
approximately $130 per member per year in 2014 dollars. Removing limits that exist today (lifetime and annual dollar amounts) might increase 
premiums by $40 per member per year in 2014 dollars. Similar estimates could be obtained by the Secretary from an actuarial consultant. 
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determine the cost of health insurance: health status of enrollees, propensity to use services, 
provider payment rates, network design, and medical management. However, the committee’s 
guidance to the Secretary is to establish the initial package of essential health benefits that are 
actuarially equivalent to a national average premium estimate. Each exchange will then set the 
mechanisms by which it evaluates whether qualified plans are offering the EHB and whether the 
premiums proposed by the plans are reasonable.  

STEP 3: RECONCILE INITIAL LIST TO THE PREMIUM TARGET 
The central debate in constructing the EHB packages has been balancing the 

comprehensiveness of benefits with their costs so as to promote value. This is not an academic 
exercise but one that has real repercussions for how many people will be able to afford the 
premium—because the essential health benefits apply to individual and small group policies both 
inside and outside the exchanges. Furthermore, it will have an impact on state and federal 
budgets through subsidies and whether people are able to obtain commercial insurance or need to 
remain fully on public programs. The committee envisions that the Secretary will be able to 
calculate the estimated national average premium from step 2, as well as obtain the actuarial 
estimates for the categories and services that comprise the list in step 1. These may then be 
compared in step 3. 

From an ethical standpoint, if constraints are real and must be acknowledged, this should 
occur in as fair and just a fashion as possible per the committee’s criteria on methods  
(Figure S-2). In evaluating the individual components of the EHB and the overall package, the 
committee encourages the Secretary to engage in public processes that are transparent, 
participatory, equitable and consistent, sensitive to value, responsive to new information, 
attentive to stewardship, encouraging of innovation, and data-driven.  

The use of a public deliberative process for setting priorities, as described in Chapter 6, 
provides an effective method for meeting many of these requirements. Thus, the committee 
recommends, in this step of the process, that a structured, public deliberation be conducted to set 
priorities within the concept of a budgetary constraint. Actuarial estimates of different 
components of benefits or choices in benefit design should be publicly available for 
consideration in the context of public processes. Recognizing the time limitations for 
development of implementation guidance to the states and insurers, the committee envisioned 
that a total of 10-15 of these small-group meetings could be conducted in different areas of the 
country by a non-governmental organization funded by HHS or through philanthropic means. 
Although the results of this process are advisory only, they must be well structured to permit full 
dialogue and consideration of possible tradeoffs. These deliberations differ from simply 
receiving comments through stakeholder meetings, in which individuals or groups promote 
particular benefits. The deliberations will also serve an important public education function, 
allowing the public to see the cost tradeoffs among benefits as well as the impact of different co-
insurance and co-payment structures. The Secretary should seek public comment through the 
publication of a notice of proposed options for inclusion in the EHB and actuarial estimates 
associated with those options simultaneously with the public deliberation exercise. The 
availability of actuarial information will enrich the content of public input through both 
mechanisms. Starting with a national public deliberation effort, even with a limited number of 
participants, also has the advantage of modeling for the states if they wish to replicate the 
process locally.  
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While the committee believes there should be sufficient time to conduct these public 
deliberations before finalizing an EHB package by May 2012, the committee is also aware that 
time pressures may preclude the design and execution of a credible process prior to HHS issuing 
initial EHB details. If so, then the Secretary should arrange for the national public deliberation 
process to be conducted within the first year following the release of the initial EHB design 

The Secretary is ultimately responsible for the final definition of the EHB. Before finalizing 
the list, the Secretary should reassess how well it conforms to the committee’s criteria for the 
contents of the aggregate package referenced in step 1 (see also Figure S-2). The Secretary 
should publicly identify the rationale behind choices in the final package of EHB that emerges 
for plans in 2014.  

STEP 4: ISSUE GUIDANCE ON INCLUSIONS AND PERMISSIBLE 
EXCLUSIONS 

Once the EHB from Step 3 has been determined, the Secretary must communicate these 
decisions in the form of guidance and/or regulation. Again, the committee recommends a 
pragmatic approach, acknowledging the reality of mixed methodologies that currently exist in 
coverage descriptions and working to improve them over time. Ideally, a description of a benefits 
package should provide clear and consistent guidance to consumers, providers, and insurers, 
resulting in fair, consistent, and easily understood coverage decisions. As discussed in Chapters 4 
and 9, the reality falls well short of this ideal. The committee notes that when guidance lacks 
specificity, considerable variation will result. The committee urges the Secretary to be as specific 
as best practices and time allow.  

Defining Inclusions and Permissible Exclusions 
Consistent with the structure of employer policies, guidance from the Secretary on the EHB 

must contain explicit direction about categories and services that must be included and those that 
it is “permissible to exclude.” The categories and services included in the EHB are the only ones 
that count toward limits on deductibles and copayments and the only ones to which annual and 
lifetime dollar limits can be applied. In the absence of specific secretarial guidance on coverage, 
the resulting packages offered in exchanges will likely vary considerably with respect to what is 
considered an essential benefit. In contrast, benefit design considerations (e.g., provider network 
arrangements, medical management, deductibles) will vary and are expected to under ACA’s 
metal levels. While insurers may offer additional benefits in their packages and states may 
mandate additional benefits, those are not subject to all of the ACA limitations.  

The HHS guidance on inclusions and permissible exclusions should be designed to achieve 
consistent benefit interpretations by qualified health plans, exchange authorities, state-based 
regulators, medical care providers, and patients. In anticipation of the EHB definitions being 
issued by the Secretary, various insurers today are coming to different conclusions about what 
might be excluded as nonessential (Anthem, 2011; UnitedHealthcare, 2011). Plan documents 
vary in how they address exclusions as well as listed inclusions. For example, exclusions might 
be defined as specific services (e.g., a plan does not cover cosmetic surgery, bariatric surgery, 
infertility services, or orthodontic care for temporomandibular joint syndrome) or more generally 
stated (e.g., no coverage for services, drugs, or supplies that are not medically necessary; no 
coverage for services, drugs, or supplies not required according to accepted standards of medical, 
dental, or psychiatric practice in the United States; no coverage for services not specifically 
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listed as covered).6 Appendix E presents exclusions in the small group market for one insurer, 
Appendix F lists exclusions from a broader spectrum of plans.  

At the outset, the committee does not expect that the Secretary’s list will delineate every 
service that is covered, as this would require annotation with the medical condition and perhaps 
circumstances in which it would be appropriate for use (i.e., deemed medically necessary). 
However, the Secretary will need to identify permissible exclusions. Exchanges need to know if 
it is permissible to exclude certain services when qualifying a health plan. Guidance should 
provide the most comprehensive description possible that makes such variables clear and permits 
reasonable judgments (both substantive and actuarial) of what is covered. As noted previously, 
even if a service is listed as permissible to exclude from the minimum set of benefits that 
constitute the EHB and the related EHB limits, an insurer could offer the benefit in one of an 
array of plans they develop for the market. 

The state exchanges and state regulators have an important role in monitoring submitted plan 
documents to ensure that they do not contain outlier practices that would undermine the intent of 
EHB coverage; although external appeals data and patient satisfaction surveys will provide 
important after-the-fact detail, this initial review and comparison of plans seeking to be qualified 
is critical and knowledge of what has been typical in the state should inform what detail is 
missing from the national list for most categories of care.  

In Chapter 7, the committee discusses the degree of ambiguity in classifying different 
services and whether certain services are part of the 10 categories or fall outside. There will be 
considerable pressure on HHS from many stakeholders to have services classified as falling 
within the 10 categories of care as well as in being within typical small employer plans; while 
the committee’s process allows for inclusion of services that are beyond the 10 categories of care 
or the typical employer plan, realistically, the premium constraint may not allow additions.  

The committee’s direction on specificity in Secretarial guidance and movement toward more 
uniformity is focused on what is covered or permissibly excluded by a plan not the level and 
features of deductibles, copayments, coinsurance, and out-of-pocket maximums other than those 
set by ACA. Some states are considering limits on the number of plans that could be offered in 
an exchange. It was outside the committee’s task to comment on whether exchanges should be 
allowed to limit the number of plan selections offered in an exchange.  

Presenting General Exclusionary Language 
Besides listing service-specific and general exclusions in plan evidence of coverage 

documents, the committee found the idea of having a standard set of general exclusions attractive 
so that the simplified six-page documents for consumer comparisons of plans on the exchanges 
could list whether a plan adopted or varied from a standard set of general exclusions. General 
exclusion language is often too voluminous to fit in the small space allotted on those consumer 
documents; for example, the committee found plan documents with seven pages of exclusions. 
Box 5-2 lists the general exclusions set out by the Office of Personnel Management (OPM) for 
fee-for-service plans operating within the Federal Employee Health Benefits Program (FEHBP). 
Plans are allowed to add to the list of general exclusions. For example, the Blue Cross and Blue 
Shield Service Benefit Plan expands the OPM general exclusions list to contain 30 general and 
specific exclusions. OPM offers a similar but slightly different set for health maintenance 
organization (HMO) plans. 
                                                 

6 The committee is not recommending specific exclusions, because that was outside its task; these are illustrative of exclusions in existing 
plans listed in the Appendixes.  
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Because it was not the committee's charge to defme the EHB, the pmpose of Box 5-2 is to 
illustrate the types of general exclusions that are common today. Under "Required Elements for 
Consideration" later in this chapter, the committee raises issues smTounding nondiscrimination 
and exclusiomuy language in plans. 

BOX 5-2 
General Exclusions: FEHBP Fee-for-Service 

• Services, drugs, or supplies you receive while you are not enrolled in this plan; 
• Services, drugs, or supplies not medically necessary; 
• Services, drugs, or supplies not required according to accepted standards of medical, dental, 

or psychiatric practice; 
• Experimental or investigational procedures, treatments, drugs, or devices; 
• Services, drugs, or supplies related to abortions, except when the life of the mother would be 

endangered if the fetus were carried to term, or when the pregnancy is the result of an act of 
rape or incest; 

• Services, drugs, or supplies related to sex transformations; 
• Services, drugs, or supplies you receive from a provider or facility barred from the FEHB 

Program; 
• Services, drugs, or supplies you receive without charge while in active military service; 
• Services or supplies for which no charge would be made if the covered individual had no 

health insurance coverage; 
• Services or supplies furnished by immediate relatives or household members, such as 

spouse, parents, children, brothers or sisters by blood, marriage or adoption; 
• Services or supplies furnished or billed by a non-covered facility, except that medically 

necessary prescription drugs and physical, speech, and occupational therapy rendered by a 
qualified professional therapist on an outpatient basis are covered subject to plan limits; 

• Charges that the enrollee or plan has no legal obligation to pay, such as excess charges for 
an annuitant age 65 or older who is not covered by Medicare Parts A and/or B, doctor's 
charges exceeding the amount specified by the Department of Health and Human Services 
when benefits are payable under Medicare, or state premium taxes however applied. 

SOURCE: Personal communication with Dean Schleicher, Office of Personnel and Management, July 15, 2011. 
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COMMITTEE RECOMMENDATION ON DEFINING THE EHB 
In summary, the process for defining the aggregate EHB package must derive from its 

legislative foundations. In designing the EHB package, the committee recommends that the 
Secretary be guided by the offerings of the small group market, then modify them to take into 
account the more expansive 10 categories of care in the ACA. To balance the comprehensiveness 
of the total package against its cost, the Secretary will have to evaluate whether the package as a 
whole meets the committee’s criteria, reflects public priorities, and can be accommodated within 
the budgetary constraint defined by an estimated national average silver plan premium. As noted 
earlier, premiums are not based solely on the contents of the package, but reflect other elements 
of benefit design and administration. The Secretary will have to be explicit about the 
assumptions about benefit design and administration that should be used in developing the 
national average premium. These assumptions will influence the content of the benefit package 
that is consistent with the premium target that the committee recommends.  

 
Recommendation 1: By May 1, 2012, the Secretary should establish an initial essential health 
benefits (EHB) package guided by a national average premium target. 
 

A. The starting point in establishing the initial EHB package should be the scope of 
benefits and design provided under a typical small employer plan in today’s market. 
To specify the initial EHB package, this scope of benefits should then be modified to 
reflect 

 
• The 10 general categories specified in Section 1302(b)(1) of the Affordable Care 

Act (ACA); and 
• The criteria specified in this report for the content of specific elements and 

aggregate EHB package (see Summary Figure S-2). 
 

B. Once a preliminary EHB list is developed as described in (A), the package should be 
adjusted so that the expected national average premium for a silver plan with the 
EHB package is actuarially equivalent to the average premium that would have 
been paid by small employers in 2014 for a comparable population with a typical 
benefit design.  

 
C. The Secretary should sponsor a public deliberative process to assist in determining 

how the adjustments to the EHB package should be made. 
 

D. Initial guidance by the Secretary on the contents of the EHB package should list 
standard benefit inclusions and exclusions at a level of specificity at least 
comparable to current best practice in the private and public insurance market. 

 
The committee’s criteria on methods should apply to the overall process of defining the package. 
When the Secretary decides something should or should not be covered, those specific 
determinations should be transparent and the rationale made public. Whether the goal of 
balancing coverage and costs is met by initial definition of the EHB will ultimately be tested 
during implementation: for example, are projected reductions in the number of uninsured, 
participation rates in the exchanges, and increased access to appropriate care achieved? In the 
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meantime, the average premium amount serves as a proxy against which benefit coverage is 
assessed. 

OTHER AREAS FOR THE SECRETARIAL GUIDANCE RELATED TO 
EHB 

This section discusses the required "elements for consideration" (balance, nondiscrimination) 
and determination of medical necessity. Toward this end, the committee considered in what areas 
the Secretaty could provide additional guidance at the outset beyond the defmition of the EHB to 
help exchanges protect at-risk groups and ensme the adequacy of plans. Although Secretarial 
guidance will be inf01mative, it is monitoring implementation that is the key featme to protect 
against untoward consequences related to these provisions. 

Required Elements for Consideration 

The "required elements for consideration" provisions of Section 1302 are designed to address 
the issue of insmer discretion to design benefits, make coverage decisions, detennine 
reimbmsement rates, and establish incentive programs in ways that could potentially 
discriminate against cettain conditions, degrees of illness, or population groups. Per its charge, 
the committee examined the first fom of the required elements for consideration in Section 1302, 
finding that (1) "balance among categories" and taking "into account the health care needs of 
diverse segments of the population" require the EHB package to have a focus on population 
rather than individual needs (e.g., including traditionally underserved populations), while (2) the 
references to nondiscritnination and to individual wishes focus on individual needs (Box 5-3). If 
the Secretaty defmes the EHB in accord with committee's policy foundations (Chapter 3), these 
dual interests will be accounted for, but dming implementation at the state level, monitoring will 
be necessaty to ensure that practice meets principles. 

BOX 5-3 
Selected Required Elements for Consideration 

Section 1302 (b) (4) REQUIRED ELEMENTS FOR CONSIDERATION.-In defining the essential 
health benefits under paragraph (1 ), the Secretary shall-

(A) ensure that such essential health benefits reflect an appropriate balance among the 
categories described in such subsection, so that benefits are not unduly weighted 
toward any category; 

(B) not make coverage decisions, determine reimbursement rates, establish incentive programs, 
or design benefits in ways that discriminate against individuals because of their age, disability, or 
expected length of life; 

(C) take into account the health care needs of diverse segments of the population, including 
women, children, persons with disabilities, and other groups; 

(D) ensure that health benefits established as essential not be subject to denial to individuals 
against their wishes on the basis of the individuals' age or expected length of life or of the 
individuals' present or predicted disability, degree of medical dependency, or quality of life; 
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(E) provide that a qualified health plan shall not be treated as providing coverage for the essential 
health benefits described in paragraph (1) unless the plan provides that-

(i) coverage for emergency department services will be provided without imposing any 
requirement under the plan for prior authorization of services or any limitation on 
coverage where the provider of services does not have a contractual relationship with the 
plan for the providing of services that is more restrictive than the requirements or 
limitations that apply to emergency department services received from providers who do 
have such a contractual relationship with the plan; and 
(ii) if such services are provided out-of-network, the cost-sharing requirement (expressed 
as a copayment amount or coinsurance rate) is the same requirement that would apply if 
such services were provided in-network; 

SOURCE: Patient Protection and Affordable Care Act,§ 1302 (b)(4)(A)-(E). 

Balance Across Categories, and Diverse Segments 

5-19 

"The Secretaty is to ensure that the EHB reflect an appropriate balance among the categories 
... so that benefits m·e not unduly weighted toward any categmy." The committee concluded that 
there is no simple way to address this element. The EHB should incorporate a spectrmn of cm·e 
that meets the evidence-based needs of the vm·ied medical conditions and services that a diverse 
population of patients requires. 

In response to the committee's online quety about balance and diversity, various approaches 
to assessing perfotmance on these dimensions were suggested. Both employers and insurers 
tended to suppoti having balance across categories defined by a marketplace notm of typical 
employer plans. The committee believes this is a reasonable approach at the outset, and any 
information the Secretaty has obtained which describes such notms regm·ding limits and cost
shm·ing practices would likely be infmmationalnot regulatmy. Another suggestion, provided by 
both WellPoint and the American Medical Association (AMA), was that the goal of balance 
should be to ensure parity in access to health care services by having "equal access to providers 
in each of the 10 categories, as detetmined by network adequacy standm·ds" (AMA, 2010; 
Walter-Dumm, 2010). 

Utilization pattems were most often offered as a way to measure and set nonns of practice 
and identify diverse patient needs (Wojcik, 2010). This infonnation may be helpful in actuarial 
estimation but there m·e limits to the utility of this approach given ACA's addition of new service 
categories to the standm·d benefit package. Consumers atld providers that provided input to the 
committee were wmy of depending solely on existing utilization atld coverage pattems to assess 
balance. They argued that current utilization data or even the experience in typical employer 
plans cannot identify previously unaddressed needs related to some of the 10 categories of care, 
such as habilitation, mental health and substance abuse parity, and expanded access to preventive 
services. Others raised the problem of using utilization pattems to identify appropriate 
multidisciplinaty cm·e. Arguments were also presented against traditional "utilization" 
detetminants for pediatric populations, pointing out that this population typically has consumed 
fewer resources than adults and that investing in preventive services for children presents an 
oppotimlity for life-long impact. Nevertheless, the committee suppotis measures of use as 
guidance to assess balance. For example, if emollees of a given plan were systemically not using 
services considered high value (e.g., not managing their chronic disease adequately), the 
Secretaty might examine the benefit offerings or design for evidence of inappropriate 
"imbalance." 
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The concern raised by the diverse segments clause is that benefit packages could be 
established that would, in effect, enable plans to attract the healthiest enrollees (“cherry 
picking”). This might happen through benefit design, for example, by having a provider network 
that did not include specific specialists, primary care physicians in certain geographic locations, 
or selected medications. Respondents to the committee’s online question about diverse segments 
of the population frequently interpreted the provision as addressing the question of disparities in 
access across racial, ethnic, language, and socioeconomic lines. If a plan failed to attract a 
reasonable number of beneficiaries in a given clinical or demographic group, it might be 
evidence of an imbalance in benefit design. 

Nondiscrimination Provisions  
Congressional guidance to safeguard against the potential for discrimination based on age, 

disability, or expected length of life, as stipulated through Section 1302 (b)(4)(B) and (D), 
reflects concern about past practices by some insurers. One interpretation of this portion of the 
law provided in testimony to the committee was that “what Congress is trying to get at is the 
notion … if there’s no objective evidence, if we have an absence of clinical evidence to suggest 
that the treatment does not work for persons with certain disabilities, then the [condition-
specific] limitation should not stand” (Rosenbaum, 2011; Rosenbaum et al., 2011). The 
committee interprets the congressional intent of these provisions as primarily to ensure that 
insurers do not make arbitrary and discriminatory decisions based on certain characteristics of 
people rather than assessing the individuality of each case when making medical necessity 
decisions and applying clinical policies.  

 
Effect of benefits’ exclusionary language and required elements for consideration. The 
committee examined the scope of exclusions considered typical across the industry (Appendix 
F). Among those deemed to be “industry typical,” the committee questioned whether some 
would be considered to discriminate by disability. The committee did not have the time or 
resources to research the legal repercussions, nor was it to address specific services; as a result, it 
does not take a position with respect to any of the items listed below or others on the expanded 
list (Appendix F). The committee brings the following illustrative examples to the Secretary’s 
attention as perhaps needing further evaluation to see if they should be allowable; for example, 
exclusions encompassed 
 

• Any disease or injury resulting from a war, declared or not, … or any release of 
nuclear energy;  

• Treatment of injuries sustained while committing a crime; a voluntary participant 
in disorderly conduct, riot, or other breach of the peace;  

• Treatment of dementia, except for treatment of psychological symptoms; 
• Nutritional supplements and formulas needed for the treatment of inborn errors; 

and 
• Sexual reassignment surgery.7 

 

                                                 
7 Sexual reassignment surgery is a frequent exclusion in plans; of note in FEHBP plans, it is considered a procedure-based exclusion rather 

than a condition-based one. Personal communication with Dean Schleicher, U.S. Office of Personnel Management, July 13, 2011. 
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The first two items might be considered situational exclusions, not disability-based exclusions. 
Should it be allowable for a plan to deny treatment if a person was exposed to environmental 
radiation?8 Should it be allowable for a plan to deny treatment to a person who needed treatment 
incident to a crime; what if the individual involved in the crime or action was exceeding a legal 
limit on blood alcohol level? The committee was advised during its first workshop that 
intoxication exclusionary clauses, once prevalent when alcoholism was considered a behavioral 
choice rather than a medical condition (Rosenbaum, 2011; Rosenbaum et al., 2004), are less 
common today. Still the committee found exclusionary language in one plan, for example, that a 
person would not be covered if injured while intoxicated above a certain blood alcohol level and 
driving a car, scooter, or off-road vehicle.9  

The remaining items raise debatable points about whether people are being denied treatment 
based on a disability as opposed to a decision made about the design of benefits—that is, the 
service is not elected to be among the priorities to be paid for out of shared resources.  

 
Setting benefit limits. Could benefit limits also be discriminatory? Respondents to the 
committee’s online question about the issue of setting limits on benefit categories could be 
simplistically split into two groups: those in favor of benefit limits and those against benefit 
limits. Those in favor of limits noted that they are an important component of value-based 
benefit design and are necessary to ensure quality and affordability. Benefit limits are often cited 
as an effective means of lowering premium costs. Those who did not support limits frequently 
expressed concern that nonmonetary medical management limits (e.g., step therapy, visit limits, 
prior authorization) would increasingly be utilized by insurers as a “loophole” to get around the 
prohibition against lifetime and annual dollar limits. The National Partnership for Women and 
Families stated that “non-dollar service limits can be just as detrimental [as lifetime and annual 
limits] as insurers can simply substitute non-dollar limits, like annual service limits, nullifying 
the effect of this important consumer protection” (Monahan, 2010). Specifically, the following 
were raised as areas of most concern: 
 

• Generic only drug coverage, because certain drugs are not available in a generic-
only formulary, leaving patients liable for needed high-priced pharmaceuticals 
and perhaps affecting their adherence to drug regimens (Fung et al., 2008) 

• Condition-specific restrictions10 
• Dollar or visit limits on specific benefit categories, services, or drug classes (e.g., 

therapy caps) even though ACA prohibits annual and lifetime dollar limits  
• Nonnormative limits such as very low numbers of allowed inpatient hospital days 

or coverage of the second day of hospitalization but not the first. 
 
The committee notes that there is a balance between setting arbitrary limits and those that reflect 
best practices and/or scientific evidence. Others have pointed out that limits, when undisclosed 
and not scientifically based, are problematic: “These normative, undisclosed, and fixed limits on 
treatment do not allow for any deviation based on underlying condition … are often not based on 

                                                 
8 Subrogation clauses allow insurers to recoup medical expenses the insurer paid from third parties who are legally responsible for an injury.  
9 Personal communication with Tanji Northrup, Health Division Director, Utah Insurance Department. 
10 An interim final rule related to limits was issued in June 2010 and explicitly stated that “the rules of this section do not prevent a group 

health plan, or a health insurance issuer offering group health insurance coverage, from excluding all benefits for a condition.” (U.S. Department 
of the Treasury et al., 2010, p. 37223). Additional guidance on limits can be found on CCIIO’s website: 
http://cciio.cms.gov/resources/regulations/index.html#alw.  
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evidence; they are simply conclusory statements by actuarial firms” (Rosenbaum, 2011). The 
committee affirms its desire for evidence-based limits and medical necessity assessments 
considering the individuality of the particular case. This needs to be coupled with protections for 
vulnerable patients, such that any limit should have the right of appeal.  

 
Conclusion: With respect to the required elements for consideration, the committee 
concludes that congressional and secretarial direction on the contents of the 10 categories of 
care and the scope of the typical small employer plan provides the best a priori guidance. 
One supplementary a priori approach that the Secretary could employ would be to require 
that contracts submitted to an exchange to become a qualified health plan (QHP) include an 
attestation in its subscriber contracts that the plan will abide by the required elements for 
consideration in Section 1302 (b) (4) (A)-(D) or incorporate the required elements language 
fully in the contracts. As all small group and individual coverage, not just QHPs, is subject 
to the EHB, this approach could also be applied by state insurance commissioners to non-
exchange plans. 
 

It is impossible that HHS guidance will anticipate every circumstance that might be a 
possible violation of the required elements. It is the job of the exchanges and state insurance 
commissioners to identify insurer practices that will not provide meaningful coverage and 
consumer protection. Because states are on the frontline of review, they are likely sources to 
identify practices that are either problematic or possibly innovative through monitoring (see 
Chapter 7). Having a systematic way to communicate those findings across the exchanges and 
states in real time could help other states. 

Chapter 7 outlines the importance of planning for data collection on benefits, benefit design, 
limits imposed, and monitoring implementation. At the outset, state health exchanges and state 
regulators will be able to compare what is being typically offered in their states under the EHB 
requirements and identify outlier practices for covered benefits, exclusions, and benefit design 
limits and networks. Over time, evaluation of these elements, appeals, and utilization patterns 
can help identify if any areas need further evaluation to determine if they are out of balance, do 
not serve diverse population segments, discriminate, or reflect desirable innovative practices. 
The purpose of well-developed internal and external appeals processes as required by the ACA is 
to allow consistency in benefit interpretation to emerge from the review of specific cases. The 
right to appeal provides only a limited check on contract benefit limits and exclusions, since any 
external review will generally be bound by coverage limits imposed by the insurance policy. 
While, in some appeals cases, medical necessity may “trump” a visit limit, medical necessity 
may not apply to some strict benefit design limitations in commercial insurers and some 
Medicare provisions.  

 Emergency Room Coverage 
The fifth required element has very specific language related to accessing emergency room 

services (Box 5-3), and a prohibition against a plan being qualified unless it follows the outlined 
practices.  

 
Conclusion: The Secretarial guidance could require that the legislative language of the fifth 
required element be incorporated directly into contract provisions in order to participate as 
a qualified health plan. Similarly, state insurance commissioners could require this for 
plans outside the exchange that incorporate the EHB. 
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Medical Necessity  
Medical necessity is a condition of benefit coverage usually found in insurance contracts, 

allowing health insurers to review the appropriateness of any intervention a patient receives. In 
an evidence of coverage contract documents, there will be services listed that the subscriber is 
eligible to receive and that qualify for coverage contingent on a finding of medical necessity for 
the individual patient. Moreover, there will be non-listed services that are medically necessary, 
based on the patient’s specific condition, and unless expressly excluded in the plan documents, 
insurance coverage for the services will be determined by medical necessity review. Therefore, 
determination of medical necessity is used to ensure that each individual patient receives the 
most appropriate care; this is particularly important when every “inclusion” and “exclusion” is 
not listed, and as medical science changes, it allows for flexibility before lists can be updated.  

Per the committee’s Statement of Task to “assess the methods used by insurers currently to 
determine ‘medical necessity,’” the committee undertook an analysis of existing definitions and 
stakeholders concerns, and examined the use of evidence in the application of medical necessity 
and the related issue of clinical policy determination. Opportunity for public input—particularly 
on the advantages or disadvantages of current definitions, the need (if any) for secretarial 
guidance on medical necessity, and approaches to help formulate such guidance—was provided 
through the committee’s online questionnaire. Based on these public findings, additional 
testimony, and committee research into various options, the committee identified the following 
major issues:  

 
• The term “necessity” can lead to misunderstandings—with patients asking how 

something their provider prescribes could not be considered necessary or physicians 
inquiring how an insurer can question their judgment. Such responses imply that the 
medical necessity process is established to deny coverage, rather than being built on a 
scientific evidence base, according to the National Business Group on Health 
(Wojcik, 2010). In insurance practice, the insurer makes the final assessment of 
medical necessity for uncontested cases; patients and providers have the right to an 
independent external appeal under many current polices and more will under ACA.11  

• Multiple definitions of medical necessity exist, and respondents were split in their 
views about whether the IOM or HHS should establish a national standard definition 
of medical necessity. Responses from consumers and providers tended to support a 
national definition (Baker, 2010; Gascho, 2010; Metz, 2010; Morgan, 2010; Sacco, 
2010; Smith, 2010; Zollar and Kendrick, 2010), and insurers tended to be opposed 
saying medical necessity is not a “tool for determining what items and services 
should make up a benefit package” which they viewed as the task assigned to the 
Secretary. Furthermore, they noted that ACA in Section 1563 allows insurers 
“flexibility to employ appropriate medical review and determination of medical 
necessity” (Bocchino, 2010; Fox, 2010; Walter-Dumm, 2010).  

• Safeguards in the application of medical necessity may be needed, particularly for 
special populations (e.g., children; individuals with disabilities, mental illness, or rare 
diseases) both in the definition of what medical necessity means and in monitoring its 
implementation.  

 
                                                 

 
11 29 CFR 2590.715-2719(c)(2)(i). 
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Some commented that they preferred the term medical appropriateness, but the committee 
acknowledges that the term medical necessity is widespread in the vernacular and in regulatory 
guidance. Medical necessity has been historically and continually referenced in federal and state 
statute, and is a familiar term in commercial medical insurance products. The committee believes 
the Secretary has the opportunity through the EHB definition process to educate the public on the 
meaning of medical necessity—why it is consistent with individualized assessments of the 
appropriateness of care, with keeping coverage affordable, and with ensuring patients’ rights of 
appeal if they view care as inappropriately denied (see additional discussion in Chapter 2 of 
medical management, of which medical necessity is one element).  

Key Elements in Definitions 
The committee considered multiple definitions of medical necessity across Medicare, in 

sample Medicaid programs, and in use by private insurers (Appendix G). In the late 1990s, a 
research team at Stanford developed a more “evidence-based” definition of medical necessity 
that has now been incorporated in a number of contracts of insurers and state Medicaid programs 
(e.g., Hawaii, Kansas, Blue Cross Blue Shield of Arkansas) (Coding Institute, 2000). Key 
elements were that an intervention could be considered medically necessary if first recommended 
by the treating physician and then determined by the insurer to have met conditions pertaining to 
each of the following elements: medical purpose, scope, evidence, and value (as illustrated in 
Table 5-7 and outlined in more detail in Appendix G). These five categories were identified as 
those into which most existing and proposed criteria at the time fell into, from the Stanford 
workshop members’ analysis. Notably, it was pointed out at the time that “it was clear that most 
definitions have criteria that address purpose and scope, and closely following those criteria in 
frequency are criteria about authority and evidence. At the time, few definitions addressed value 
or cost effectiveness” (Singer et al., 1999).  

Similarly, a major national legal settlement between insurers (e.g., CIGNA, Health Net, 
Prudential, Anthem/WellPoint, Humana) and 900,000 physicians created a standard followed by 
many in the insurance industry. Starting with a “prudent physician” standard (the primary 
component of the AMA definition of medical necessity), the settlement directs that if “the plan 
administrator presents sufficient evidence that a treatment is not necessary in the usual case it is 
up to the patient and his or her physician to show that this individual patient is different from the 
usual in ways that make the treatment medically necessary for him or her.” As in the Stanford 
definition, purpose, scope, evidence, and value are part of the medical necessity definition (Table 
5-7).  
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TABLE 5-7 Key Elements in Definitions of Medical Necessity 
Terms Under Stanford Definitiona National Legal Settlementb 

Medical purpose A health intervention for the 
purpose of treating a medical 
condition (i.e., to treat 
meaning to prevent, diagnose, 
detect, treat, or palliate) or to 
maintain or restore functional 
ability 

Health care services for the purpose of 
preventing, evaluating, diagnosing, or 
treating an illness, injury, disease, or 
its symptoms 

 
Scope 

 
The most appropriate supply 
or level of service, considering 
potential benefits and harms to 
the patient 

 
Clinically appropriate in terms of type, 
frequency, extent, site, and duration 
and considered effective for the 
patient’s illness, injury, or disease 

 
Evidence 

 
Known to be effective in 
improving health outcomes. 
For new interventions, 
effectiveness is determined by 
scientific evidence. For 
existing interventions, 
effectiveness is determined 
first by scientific evidence, 
then by professional standards, 
then by expert opinion 

 
Generally accepted standards of 
medical practice—meaning standards 
that are based on credible scientific 
evidence, generally recognized by the 
relevant medical community, or 
otherwise consistent with standards of 
clinical judgment  

 
Value 

 
Cost-effective for this 
condition compared to 
alternative interventions, 
including no intervention, with 
application of the cost-
effectiveness criterion in the 
case of the individual patient 
being determinative  

 
Intervention should not be more costly 
than an alternative service or sequence 
of services at least as likely to produce 
equivalent therapeutic or diagnostic 
results 

a Singer et al., 1999. 
b Kaminiski, 2007. 

 
 
Additionally, the National Association of Insurance Commissioners, as part of its effort to 

define consumer-friendly insurance terms, conveyed to HHS a number of sample medical 
necessity definitions from subscriber contracts in six states (NAIC, 2010). Most of those 
samples reference prudent physician judgment, clinically appropriate care and best practice, and 
a scientific evidence base. Few sample definitions explicitly mention individualizing care or 
addressing value, efficiency, or cost-effectiveness of care but those elements could be 
encompassed within the construct of delivering clinically appropriate care depending on how the 
definition is applied in practice.  

The committee observed, based on the definitions from plans from these six states as well as 
plans in other states, that individual states do not require health insurers operating within a 
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single state to have a uniform definition of medical necessity. Nor does the Federal Employee 
Health Benefits Program require participating plans to have a single definition.12  

Medical Purpose 
Additionally, in light of the importance of medical necessity determinations during 

implementation of the EHB package and concerns about inappropriate denials of care, the 
committee examined the element of “medical purpose of the intervention,” which had been 
raised as particularly problematic because its phrasing in medical necessity definitions and, more 
importantly, in its interpretation as applied to patient cases can result in limitations of care. 
Although the committee heard anecdotal accounts of denials of care based on narrow 
interpretations of the wording of definitions of medical necessity, the extent of the problem was 
not well documented. Illustrative examples of medical necessity approvals confined to 
interventions that only “cure” a person’s condition or only “restore” their function were 
presented as discriminatory against conditions for which there may be no recovery (e.g., multiple 
sclerosis for which maintenance of function or prevention of worsening of infirmity is more 
pertinent) or conditions whose initial lack of attainment of developmentally appropriate 
functioning would effectively preclude the concept of such restoration (e.g., an individual with 
developmental disabilities who has never attained speech or movement) (Ford, 2011; 
Rosenbaum, 2011).  

A congressional floor statement called attention to having a broadly based interpretation for 
the category of rehabilitative and habilitative services and devices, including “items and services 
used to restore functional capacity, minimize limitations on physical and cognitive functions, and 
maintain or prevent deterioration of functioning.”13 Advocates for children, such as the American 
Academy of Pediatrics, suggested modeling medical necessity requirements after early and 
periodic screening, diagnosis and treatment (EPSDT) coverage rules,14 stating that a 
disadvantage of typical insurance approaches is that they do not take into account developmental 
stages or the need for habilitative services that do not treat a disease but rather allow a child to 
accommodate to a condition and reach his or her highest level of functioning (American 
Academy of Pediatrics, 2005; Racine, 2011). On the other hand, concern was raised that the 
Medicaid EPSDT requirement to address any diagnosed condition was far more extensive than 
any typical employer insurance plan (O’Connell and Watson, 2001).  

Evaluations of medical necessity will have to comply with inclusion of the 10 categories of 
care as well as prohibitions against discrimination based on age, disability, and expected length 
of life in the ACA and secretarial guidance. As noted in testimony to the committee with regard 
to potential discrimination in the application of medical necessity to persons with disabilities, 
“The central question is whether the treatment is medical in nature and whether the individual 
can be expected to medically benefit from it.”15  

                                                 
12 Personal communication with Dean Schleicher, U.S. Office of Personnel Management, July 13, 2011. 
13 Floor statement of the Honorable Bill Pascrell, Jr., (NJ) in the U.S. House of Representatives. Congressional Record—House Extension 

of Remarks. (March 21, 2010): E 462. Congressman Pascrell, a co-chair of the Congressional Brain Injury Task Force, included the following in 
his House floor statement: “The term rehabilitative and habilitative services includes items and services used to restore functional capacity, 
minimize limitations on physical and cognitive functions, and maintain or prevent deterioration of functioning as a result of an illness, injury, 
disorder or other health condition. Such services also include training of individuals with mental and physical disabilities to enhance functional 
development” [Congressional Record, E462 (March 23, 2010)]. 

14 “Screening and diagnostic services to determine physical or mental defects in recipients under age 21; and health care, treatment, and 
other measures to correct or ameliorate any defects and chronic conditions discovered” (42 CFR 440.40).  

15 See Chapter 8 in Perspectives on Essential Health Benefits  Workshop Report to be released in August 2011. 
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Clinical Policies 
Insurers’ clinical policies help address ambiguity about coverage that is not specifically 

addressed in listings of included and excluded services, and are often applied in medical 
necessity decision making. Chapter 2 presents a hierarchy of medical evidence that is used in 
developing coverage decisions and clinical policies; most services do not have randomized 
controlled trials to support them, and clinical policies are designed to identify the most objective, 
credible, and scientifically based heuristic or hierarchy of medical evidence.  

Clinical policies are not available for all conditions but are usually developed in areas where 
additional clarity is needed, a high volume of services might be anticipated, the services have 
associated high expenditures, and/or medical benefit for patients is found only under certain 
limited clinical scenarios. For example, the Massachusetts Medicaid program publishes 16 
separate guidelines for determination of medical necessity that are specific to different kinds of 
services (e.g., organ transplant, bariatric surgery). In the instance of organ transplant, the 
guidelines indicate the possibility for coverage in the case of a congenital maldevelopment, 
primary malignancy, and failure of vital organ function, among others, but do not “ordinarily” 
consider transplants necessary under certain circumstances, such as when a patient has ongoing 
systematic bacterial infection or presence of an irreversible disease (Massachusetts Department 
of Health, 2011). Many commercial plans similarly publish their clinical policies; Aetna, once 
unique in doing so, publishes hundreds of clinical policies online (Aetna, 2011). The “vast 
majority of technologies” are not selected for evaluation and are not subject to utilization 
management (e.g., pre-authorization, limits on visits) (McDonough, 2011). 

Medical necessity reviews are where the tough decisions on coverage are made, and having 
more light shed on clinical policies and review criteria would enhance understanding of whether 
EHB coverage needs to be updated and if there are areas potentially subverting the intentions of 
the required elements for consideration. It was beyond the committee’s time and resources to 
mount a systematic examination of available clinical policies, but such an evaluation could 
reveal similarities and differences in clinical policies for specific conditions, and thereby 
interpretations of the strength of the evidence basis. This could inform where evidence supports 
additional specificity on EHB inclusions, as well as could reveal whether specific limits on 
services are based on evidence and should not be considered discriminatory based on age, 
disability, and expected length of life.  

Secretarial Guidance on Medical Necessity 
The committee believes that medical necessity evaluation is an important part of benefit 

design, with the potential to enhance appropriateness of care for individuals and through that 
mechanism to enhance the value and affordability of care. The committee considered that any 
definition of medical necessity is but one aspect of helping to ensure access to appropriate care 
and that promoting transparency in medical necessity definitions, clinical policies, and appeals 
monitoring would further understanding.  
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Conclusion: The committee’s vision for the EHB is that only medically necessary (or 
appropriate) services for individuals should be covered. The committee believes that the 
concepts of individualizing care, ensuring value, and having medical necessity decisions 
strongly rooted in evidence should be reemphasized in any guidance on medical necessity. 
Inflexibility in the application of medical necessity, clinical policies, medical management, 
and limits without consideration of the circumstances of an individual case is undesirable 
and potentially discriminatory. The committee believes transparency in a rigorous appeals 
monitoring process is the primary approach to addressing the nondiscrimination provisions 
in benefit design and implementation, including medical necessity reviews.  

 
 
Rather than requiring a uniform national definition of medical necessity, the committee 

suggests the following areas for guidance to states and health plans: 
 
• A requirement for transparency in its medical necessity definition in all plans containing 

the EHB, and the disposition of at least external review case data;  
• The components of the Stanford and national settlement definitions address areas that 

should be considered part of medical necessity definitions and criteria for application 
(i.e., medical purpose, scope, evidence and value). Secretarial guidance should inform the 
breadth of the medical purposes of interventions possible under EHB; interpretation of 
the medical purpose of interventions must be broad enough to address the services 
encompassed in the 10 categories of care (e.g., habilitation, rehabilitation, prevention). 
Specifically, the criteria used for medically necessary services or services that conform to 
medical necessity are medical services that are (1) clinically appropriate for the 
individual patient, (2) based on the best scientific evidence, taking into account the 
available hierarchy of medical evidence and (3) likely to produce incremental health 
benefits relative to the next best alternative that justify any added cost. In some cases, the 
next best alternative may be no treatment at all.16 

 
These elements for the definition of medical necessity are consistent with best practices and 
supported by legal precedent (Kaminiski, 2007). The committee also encourages the development 
of new evidence; the Stanford definition language “known to be effective in improving health 
outcomes” should not preclude opportunities for innovation such as coverage with evidence 
development. 

The committee view is that there can be variation in the wording of medical necessity 
definitions, but it is the interpretation of the definitions that is most important. The new national 
requirement for an independent external review is an important step in protecting the rights of 
patients; external review will begin de novo and will be binding on the insurer. Thus, in 
contested cases, external reviewers will ultimately make the final medical necessity 
determination. Since monitoring and learning from implementation are important, the committee 
further suggests  

                                                 
16 For example, in Washington State’s administrative code (WAC 388-500-0005), “medically necessary” is a term for describing requested 

service which is reasonably calculated to prevent, diagnose, correct, cure, alleviate or prevent worsening of conditions in the client that endanger 
life, or cause suffering or pain, or result in an illness or infirmity, or threaten to cause or aggravate a handicap, or cause physical deformity or 
malfunction. There is no other equally effective, more conservative or substantially less costly course of treatment available or suitable for the 
client requesting the service. For the purpose of this section, "course of treatment" may include mere observation or, where appropriate, no 
treatment at all (MRSC, 2011). 
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• Standardized data collection and evaluation of appeals (see Chapter 7 discussion of 

planning for such data collection) and   
• Examination of clinical policies (see Chapter 7 discussion of data collection and research 

the committee supports). 
• Transparency and disclosure of data and rationale on these decisions, while protecting 

individual confidentiality. 
 

In Chapter 9, the committee recommends the establishment of a National Benefits Advisory 
Council (NBAC) to advise the Secretary on updating the EHB; as one of its functions, the NBAC 
should evaluate the nature of appeals to understand if more specific guidance is required on 
particular services. 
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6 
 

Public Deliberation  
 

Beginning with an overview of public engagement and the venues through which that is 
sought, the committee highlights the need for the public’s role in making sure that the 
essential health benefits (EHB) are responsive to user needs and in identifying the core 
societal values to guide priority setting. The unique features of “public deliberation” and its 
suitability for decision making around the EHB, per the committee’s Recommendations 1, 3, 
and 5, are explored. Examples of the use of a public deliberation process in both the private 
and the public sectors are presented. A set of guidelines for public deliberation is offered that 
the Secretary could use for informing the Department of Health and Human Services (HHS) 
about priorities and in directing states for their own application. 

  
 

The purpose of this chapter is to provide the rationale for the committee’s support of the 
general public having a meaningful role in the design, implementation, evaluation, and updating 
of the essential health benefits (EHB) package through two important functions: (1) oversight of 
the EHB and (2) identification of social values to help guide decisions on what and how 
coverage is provided within the EHB. Most of the information here relates to this second 
function. 

THE PUBLIC VOICE 
In considering how best to capture the public voice in meaningful ways for the determination 

of the EHB package, this section explores the potential roles of the public, offers guidance to 
ensure that public processes are reasonable, and defines the value of public deliberation as a 
distinct approach that incorporates choices among covered benefits and benefit design in a 
prioritized fashion. 

In recent years there has been growing emphasis on patient engagement in health care—
helping individual patients become more active in health promotion and self-care, and 
encouraging a partnership with their physicians and other providers in planning for the services 
they receive. These efforts are especially important for managing chronic illness and facilitating 
sound treatment decisions that depend on informed patient preference. Individuals have also 
been encouraged to become informed consumers when making decisions about their health 
plans, health care services, and benefit design alternatives. Given the dramatic expansion of 
health care options, these types of patient or consumer engagement are important and necessary.  
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The Consumer Adviser 
Less evident is the role of the public in advising about health care policy decisions that affect 

society as a whole. As health care has grown in complexity, appointments of patients, 
consumers, and advocates to boards, committees, task forces, and other advisory bodies are a 
testament to the recognition that an array of stakeholder perspectives is needed on issues that 
profoundly affect people’s lives.  

There are numerous examples in which national and state bodies provide opportunities for 
consumers to comment, respond to, and offer suggestions that may affect health policy. Medicare 
has a public process for reviewing specific technologies individually. The Medicare Evidence 
Development and Coverage Advisory Committee (MEDCAC) meets in an open forum 
approximately four to eight times a year to review submitted evidence, listen to testimony, and 
deliberate about the quality of the evidence. Of the 94 at-large member positions, selected by the 
Secretary, six are reserved for patient advocates (HHS, 2010), and previously six also were 
reserved for consumer interest representatives—with one of each participating in every meeting 
(HHS, 2010). Further opportunities for public input in the service coverage determination 
process exist, as illustrated in the case of health technology assessment for Medicare decisions as 
well as in Oregon and Washington State (Table 6-1).  
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While opportunities for input are essential, they are not a substitute for formal representation 

on governing and advisory bodies. The committee believes formal representation will be 
important for the EHB if it is to attain and maintain the trust and confidence of those it serves. 

The Citizen Deliberator 
There is a third role for the public, distinct from the others: helping to reconcile the tension 

between comprehensiveness and affordability. Finding the balance between them requires strong 
political and social will, efforts that can be helped with public deliberation: “the use of critical 
thinking and reasoned argument as a way for citizens to make decisions on public policy” 
(McCoy and Scully, 2002). Deliberation does not assume consensus, but “it brings into 
consideration knowledge and judgments coming from various perspectives so that participants 
develop understandings that are informed by other views” (NRC, 1996). 

A structured interactive process can elucidate the core values by which the public ultimately 
reaches societal decisions. As long as there are far more ways to spend health care dollars than 
there are dollars to spend, these core values must play a role in deciding the coverage obligations 
of insurance and the personal obligations of individual consumers (Fleck, 2009).  

These two roles—consumer adviser and citizen deliberator—are not intended to replicate, 
substitute for, or undermine the work of legislative, regulatory, or professional bodies. The 
complexity of health care and the uncomfortable financial precipice on which it hangs requires a 
different level of discussion than those that are typically part of policy formation or rulemaking. 
A public deliberative process on tradeoffs among benefits and benefit design can help political 
and health care leaders arrive at better decisions, and going through the process of gathering 
input can help garner public support, trust and buy-in (Wynia and Schwab, 2006). 

Accountability for Reasonableness  
Using public deliberation as a component of the EHB is wholly consistent with the concept 

of “accountability for reasonableness” as described in Setting Limits Fairly (Daniels and Sabin, 
2008) and the literature on “voice” as described in Exit, Voice and Loyalty (Hirschman, 1970). In 
a pluralistic society such as the United States, there are often decisions that cannot be answered 
by science or logic, where different perspectives are competing. When deeply held values point 
to different policy decisions, the way in which these decisions are made becomes an ethical 
imperative. Daniels and Sabin’s contention is that if the decision process is fair and transparent, 
the subsequent results are more likely to be ethically justifiable and accepted as legitimate and 
fair. While some may be unhappy with the results, they should nonetheless be satisfied that the 
process for reaching those results was reasonable, participatory, and transparent. 

Four conditions contribute to being accountable for reasonableness: 

1. Publicity: Decisions that establish priorities in allocating resources for health needs 
and their rationales must be publicly accessible. 

2. Relevance: The rationales for priority-setting decisions should aim to provide a 
reasonable explanation of why the priorities selected were determined to be the best 
approach. Specifically, a rationale is reasonable if it appeals to evidence, reasons, and 
principles accepted as relevant by fair-minded people. Closely linked to this condition 
is the inclusion of a broad range of stakeholder perspectives in decision making. It is 
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crucial that both individual needs and preferences and population needs and 
preferences should be considered. 

3. Revision and appeals: There must be mechanisms for challenge and dispute and, 
more broadly, opportunities for revision and improvement of policies in light of new 
evidence or arguments. 

4. Regulative: There must be mechanisms to ensure that conditions 1, 2, and 3 are met. 
The publicity condition exposes the rationales of decision makers. 

 
These components are reflected in the recommendations of this committee, which also 
recognizes that the general public must be part of that “broad range of stakeholders in decision 
making.” 

Why Public Deliberation? 
The usual avenues for citizen input (e.g., petitions, elections, town hall meetings, telephone 

surveys) capture public opinion. However when issues are complex, are multifaceted, and 
require tradeoffs among desirable (or undesirable) approaches to a problem, understanding the 
public’s informed perspectives cannot be achieved simply by gathering public opinion (Abelson, 
2010). Not only does the content of the issue require more background information than a survey 
can provide, but the deliberative process itself takes the average citizen to a level of judgment 
that many have not experienced, moving from “What is in the best interest of me and my 
family?” to “What is in the best interest of all who are sharing in the cost and the use of these 
services?”  

There are many reasons for engaging the public on issues such as health care benefits—as a 
basis for policy development; to educate the public on the challenges of allocating finite 
resources; to give purchasers information on how their constituents respond to tradeoffs; to study 
the impact that deliberation has on the public’s views; and to motivate individuals to greater 
civic participation. It is also a powerful tool for conveying the message, “Your values count.”   

The elements of health care coverage and decision making are broad and deep. Many 
components fall under the purview of other players, such as professional associations that set 
standards for ethical practice; expert panels that develop and recommend clinical guidelines; 
researchers who study clinical effectiveness; and health plan administrators who determine if a 
treatment falls within the defined benefits package. The players most central to the use of 
medical care—physicians and patients—also have specific roles. Physicians diagnose the 
medical conditions and identify potential treatments for their individual patients. Patients 
determine which of the recommended and available treatments best meet their particular needs, 
weighing such aspects as risk-benefit tradeoffs and cost-sharing requirements.  

Yet none of these stakeholders have a unique claim on deciding what insurance should pay 
for. Insurers, legislators, and purchasers have typically been the ones to define the boundaries of 
coverage, yet as the options for coverage expand and available dollars do not, their perspectives 
cannot be assumed to reflect the views of the public, especially those to whom coverage 
decisions apply. These circumstances call for a societal perspective of how citizens get the most 
value for their health care dollar (Fleck, 2009).  

When coverage is excluded or cost-sharing is prohibitive, some will be disadvantaged. 
People with sufficient discretionary funds still will be able to pay out-of-pocket for uncovered 
services, while individuals without those resources will not. If the process for determining where 
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the lines for coverage are drawn is reasonable and transparent, the results may be unfortunate for 
some, but they are not unfair. 

COMPONENTS OF PUBLIC DELIBERATION PROCESSES 
Productive processes for identifying public values as a component of determining the benefit 

package require attention to four elements: (1) specifying the issues that the public is being asked 
to address; (2) developing and conducting an effective process; (3) interpreting and using the 
findings to inform policy decisions; and (4) integrating transparency and accountability.  

Specifying the Issues for the Public to Address 
Public deliberation processes can be applied to a wide variety of coverage, policy, and 

practice issues. For the purpose of the EHB, the committee believes that certain deliberative 
questions are particularly relevant:  

• When considering the many types of medical problems that could be covered by health 
insurance, what makes some a higher priority than others? 

• How should we determine the limits to when, how, and what medical treatments should 
be covered?  

• What is the preferred balance between various cost-controlling measures, such as 
comprehensiveness of coverage, cost-sharing, utilization management, extent of provider 
network, et cetera? 

• What role should incentives play in encouraging high-value care and discouraging low-
value interventions?  

• If disadvantaged groups have different needs and priorities than others, what is society’s 
responsibility to address those needs?  

• When assessing the benefit of a medical treatment, how should the cost of the treatment 
be factored into coverage policy? When resources are limited, what is considered a “good 
value”?  

• If the costs of life-extending interventions are prohibitive, is it acceptable to insist on 
lower prices as a condition of coverage inclusion? 

• If research shows that some physicians or hospitals deliver lower-quality care than others, 
should this be relevant to benefits design?   

• What should we expect of individuals in terms of their personal health care 
responsibility? 

• If some treatments are proven to be ineffective, what impact should this have on coverage 
policy? 

 
Many of the questions refer to priority-setting that directly impacts patients or consumers. 

There are additional ways to tackle cost inflation that do not involve consumer compromises so 
directly. However, the issues most appropriate for public deliberation about coverage are those 
that present tradeoffs affecting consumers directly. In essence, the process is stating that “some 
choices have to be made about what we are going to pay for using the limited funds in our 
insurance pool. Because you are part of this pool, we need you to be involved in making these 
choices.” 
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Although this focus is on consumer tradeoffs, priority-setting by the public should not be in 
lieu of other stakeholders—providers, insurers, pharmaceutical companies, device 
manufacturers, and others—taking necessary actions to reduce their own costs for the sake of a 
more efficient and responsible system. The concept of shared responsibility must apply 
throughout the EHB program, and to expect sacrifice solely by the public is both unrealistic and 
unfair.  

Developing and Conducting an Effective Deliberative Process 
There are components of deliberation that distinguish it from focus groups, town hall 

meetings, and other means of public input. These latter methods elicit public opinion, reflecting 
general perspectives and level of knowledge at a certain time. However, public opinion does not 
capture public values—those core beliefs and convictions that surface when people have the time 
and opportunity to probe their reflexive judgments and weigh difficult options carefully (Abelson 
et al., 2003).  

The credibility of a deliberative process relies on careful attention to its design and 
execution. A commonly used format for deliberative processes is a group session with multiple 
interactive segments. Participants learn the issue or dilemma, consider alternative approaches, 
choose options, voice perspectives, hear the views of others, debate choices, and identify 
common ground (Abelson, 2010). Since the alternative approaches all have advantages and 
disadvantages, deliberation means taking the time to weigh and discuss each, uncovering 
personal and societal convictions about what can and cannot be compromised.  

When conducted by skilled, impartial facilitators, deliberation is always interactive, where 
demographically represented members have a chance to give their own perspectives and hear the 
views of others. Most important, deliberation deals with explicit tradeoffs, where decisions to 
accept one course of action invariably mean giving up a different one. Thus, a deliberative 
process for EHB must be structured around a finite budget or specific ranking where 
participants’ decisions explicitly reveal a hierarchy of evaluation. It is this hierarchy requirement 
that encourages participants to consider carefully what has most value and why.  

The discussion process incorporates common vernacular and experiences of the lay public. 
Seeing how these options apply in real-life situations allows people to grasp their relevance and 
assess the impact on themselves and on others. Developing the discussion protocol—how 
participants are introduced to the dilemmas, the examples of situations that illustrate the 
“conflict,” the process of individual and group decisions—is generally done by experts skilled in 
deliberative methods. The legitimacy of the process hinges on the extent to which these sessions 
are (and are perceived to be) factually accurate, balanced, unbiased, representative, and designed 
commensurate with the knowledge and abilities of the lay public (Fleck, 2009). Other parameters 
that also speak to the credibility of the process include the following: 

 
• Number of sessions. These sessions are far more labor-intensive than phone surveys, 

so the number of participants will likely be smaller. While 10 small group sessions 
(totaling about 120 people) can provide the full range of views, some stakeholders 
may feel that more sessions are needed for the process and results to be credible to the 
wider public. Available time and funding often dictate the number of groups that can 
be conducted.  

• Location of sessions. Geographic diversity is especially important given the variety of 
populations that reside within states and the nation as a whole. 
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• Length of sessions. Two- to three-hour discussions are common; more extensive 
meetings (half-day to multi-day) yield more and richer results but are not always 
practical. 

• Participant sample. The target population needs to be defined, whether it is those 
who are expected to use insurance defined by the EHB, the general public, or 
particular subsets of the population. Diversity of other demographic features (age, 
gender, insurance status, ethnicity, education, household income, etc.) is also 
important. Although most groups are heterogeneous, at times homogeneous group 
discussions (such as all Spanish-language or adult disabled groups) are needed to 
truly capture some unique perspectives. With fewer participants than in a phone 
survey, attention to representative sampling will help instill confidence in the 
integrity of the effort.  

• Recruitment strategies. These vary from asking the help of local organizations to 
posting notices, using professional recruitment firms, and other methods. The more 
professional the recruitment process, the more likely is demographic representation to 
be achieved.  

• Facilitation. Sessions should be facilitated by experienced, neutral professionals who 
have no vested interest in the outcome or ties to stakeholder groups. While the 
discussion protocol is the building block for a credible process, it is the facilitation 
that determines how participants engage and the impartiality with which the sessions 
are conducted.  

• Respecting privacy of participants. For participants to feel that they can speak freely 
and openly, they must know that their words will not be publicly attributed to them. 
While the names of all participants and the transcripts should be publicly available, 
individual comments should not be identified by name or demographic 
characteristics. 

• Participant feedback. There are a variety of ways to assess the success of deliberative 
sessions, including the reactions of the participants themselves. Post-discussion 
surveys can determine how participants responded to the process and their assessment 
of whether it met the goals of being inclusive and balanced.  

 
While the target groups for deliberative participation are typically those most likely to be 

subject to the coverage limits, other stakeholders can benefit by observing the deliberative 
sessions or being participants in separate sessions.1 Policy and health care leaders usually have 
no more experience in having to prioritize health care benefits than does the general public. 
Experiencing the challenges—and noting where these elites do and do not make decisions 
differently from others—can be an eye-opener for policy experts.  

                                                 

1 For example, a deliberative prioritization process (CHAT) was conducted as a two-hour educational program with 18 business and health 
care groups in 2009-2010 totaling 250 people. In response to this post-discussion question, Which statement most closely represents your view 
about participating in this CHAT session, 32 percent responded, This will affect how I consider coverage policy in the future; 63 percent 
responded, This has given me something to think about; 5 percent responded, No new information but it was enjoyable; none responded, This was 
not a good use of my time (Source: Center for Healthcare Decisions, unpublished data). 
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 Interpreting and Using the Findings to Inform Policy Decisions 
When deliberative sessions involve larger numbers of participants, quantitative data can be 

collected and analyzed, but the most meaningful findings from sessions of any size are 
qualitative: the reasoning and rationale for participants’ choices. These qualitative data are 
derived from transcripts (audio and/or video) of session recordings.  

Just as the development of the discussion protocol and the facilitation of the sessions should 
be objective and nonpartisan, so should the interpretation of the findings and the development of 
conclusions or recommendations. The group given this task could include different players, those 
intimately involved with the deliberations and those who might bring “fresh eyes” to reviewing 
the transcripts and conclusions.  

Most importantly, these findings should be used to inform policy decisions and public 
education (Sabik and Lie, 2008). This does not mean that everything the public values takes 
precedence over all other considerations, but the results should not be ignored or given only 
token attention. The success of the EHB structure will depend to a large extent on trust by the 
public—as those whose insurance is defined by the EHB, as taxpayers, and as interested and 
concerned citizens—and this trust will be damaged if deliberation is viewed as window-dressing. 
Building public deliberation into the EHB process can also contribute to public understanding of 
the need to make tough choices about the allocation of health care resources.  

An effective process will have a public communication plan for both the process and its 
findings, with targeted audiences including the decision makers, the participants, the general 
public, and the entities to which the decision makers are accountable. Inattentiveness to the 
communication plan can jeopardize the acceptance of the findings, but an effective 
communication plan can help to build consensus. 

Integrating Transparency and Accountability  
The need for transparency extends beyond a communication plan. Indeed it should be 

embedded in the deliberative process as a “way of doing work.” The three components of public 
deliberation—specifying the issue, developing and conducting the process, and interpreting and 
using the findings—each must be fully transparent to those participating and those on the 
periphery. Transparency and accountability are the responsibility of the authority ultimately 
charged with making the EHB determination—the Secretary or the designated state unit. 
Specifically, these may be manifested in actions such as the following:  

 
• Forming an advisory committee—with representatives of various stakeholders, 

including consumers and consumer advocates—to provide oversight to the public 
deliberation process; 

• Publicizing information on why public deliberation processes are being conducted; 
• Providing opportunities for others to offer suggestions for deliberative topics;  
• Making available transcripts and qualitative data (redacted to maintain confidentiality 

of participants’ individual comments) to the public on request; 
• Making available a draft version of the analysis for review and comment prior to the 

final version; and  
• Conducting a public session at the completion of the analysis to present it to and get 

feedback from policy leaders.  
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EXAMPLES OF PUBLIC PARTICIPATION AND DELIBERATIVE 
PROCESSES 

For many years, a number of organizations in this country have developed and/or conducted 
civic deliberation on a wide variety of public policy issues. The academic community also 
studies civic deliberation, learning how the public reaches informed decisions, the strength of 
those decisions, and the impact this has on individuals’ sense of civic duty. However the most 
noteworthy use of public deliberation to help inform new health care policy was in Oregon in 
1989.  

Oregon Health Plan 
As part of the Oregon Health Plan to expand Medicaid to more Oregon residents, Oregon’s 

Senate Bill 27 of 1989 required the Health Services Commission to “actively solicit public input 
through a community meetings process” (Oregon Health Decisions, 1990). The architects of the 
plan recognized that defining a “basic” level of care “must be based on criteria that are publicly 
debated, reflect a consensus of social values, and consider the good of society as a whole” (DHS, 
2006). Although a variety of tools were used to gain public input, the initial citizen discussion 
groups provided the commission with a set of core values to help guide the prioritization process. 
These discussion groups used a vignette approach, illustrating a range of health care situations 
and the impact they had on individuals. In 47 small group discussions around the state, skilled 
facilitators asked participants to rank-order the vignettes by their importance for health care 
coverage and then to discuss their rationale for the rankings. The purpose was not to ascertain a 
numerical score but to identify the reasoning people used in considering their prioritizations. 
Understanding the relative importance of various states of health and the significance of different 
medical problems for individuals and for society helped the Health Services Commission craft its 
initial set of coverage categories.  

These community discussions, while thoughtfully and professionally constructed and 
analyzed, were subject to much criticism because they did not include the necessary 
demographic diversity. This failure to meet the criterion of an appropriate participant sample was 
the consequence of insufficient funding to support the effort needed to find, recruit, and provide 
stipends to those on Medicaid or those who would qualify under the new state health plan. Thus, 
these meetings were overrepresented by well-educated, higher-income individuals, many of 
whom were health care professionals. 

Nevertheless, Oregon’s long-standing commitment to public participation at all stages and 
organizational levels is well demonstrated. There is consumer representation on the commission, 
and meetings are held publicly at least once a month, with the opportunity for both public 
testimony and review of draft reports and recommendations (Menon and Stafinski, 2011; Oregon 
Health Policy Board, 2011). 

One of the most unique aspects of the Oregon Health Plan, however, was not public 
engagement per se. It was that the Oregon legislation required that a process to identify public 
values be a component and that the results were incorporated into the structure of the plan. Other 
known instances where public deliberation was instrumental in effecting coverage expansion 
plans were in the communities of Muskegon, Michigan (Fronstin and Lee, 2005),2 and 

                                                 

2 Personal communication with Vondie Woodbury, Muskegon County Health Project, February 2007. 
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Galveston, Texas (Danis et al., 2010). They both used public prioritization processes in 
establishing plans for low-income employees of small businesses.  

Both of these communities had separate funding to help underwrite the costs of the 
deliberative processes. To avoid situations like Oregon’s where the meetings were conducted on 
a shoestring budget, national and state leaders may have to ask the philanthropy community to 
help fund these efforts. In most cases, deliberative sessions are held episodically, so the funding 
needed is usually short term.  

Public Sector Interest  
In the past five years, prior to the passage of the ACA, several states have sponsored, 

organized, and conducted public deliberation sessions to help inform coverage expansion plans 
in their states.  

The state departments of insurance of Oklahoma, Ohio, Montana, and North Dakota, under 
the direction of their state commissioners, all sponsored statewide discussion groups to identify 
core values and priorities for coverage for the uninsured. Although implementation of these 
health care expansion programs was stalled because of the economic downturn, the results of the 
deliberative sessions were useful in providing direction for policy leaders (Danis et al., 2010; 
North Dakota Insurance Department, 2011; Ohio Department of Insurance, 2009; State of 
Oklahoma, 2009).  

In California in 2004, a public deliberation project was conducted with adult disabled 
Medicaid beneficiaries (Danis et al., 2006; Ginsburg and Glasmire, 2004). This was designed to 
see how recipients themselves would construct a benefits package that had to incorporate a 15 
percent cut in the cost of coverage, the projected size of the proposed Medi-Cal budget reduction 
that year. State officials watched this project with interest, which provided them with important 
information and insights regarding recipients’ views and priorities.3  

Private Sector Interest 
A deliberative tool called CHAT (see details below) opened up opportunities for employers 

to engage their employees in priority-setting for health plan benefits. The early 2000s brought 
rapidly rising premiums, and anxious employers were seeking ways both to educate their 
employees about the challenges of maintaining affordable health coverage and to gain input on 
the coverage issues that were especially critical to them. Allina Foundation in Minnesota 
sponsored a statewide project with the Minnesota Chamber of Commerce in 2001 (Minnesota 
Chamber of Commerce and The Allina Foundation, 2001). The Center for Healthcare Decisions 
conducted two projects in the greater Sacramento region in 2002 (Danis et al., 2007) and 2006 
(Ginsburg et al., 2006), engaging diverse groups of employees in decisions on, respectively, what 
aspects of coverage were most important for their company’s health insurance and what 
constitutes the elements of a basic health plan for the uninsured. While the primary intent of the 
first project was to help employees gain knowledge and insights about health plan coverage 
limits, at least two employers used the results to help inform their own health plan changes 
(Danis et al., 2010).  

                                                 

3 Personal communication with Kim Belshe, former Secretary, California Department of Health and Human Services, July 5, 2011.  
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CHAT (Choosing Healthplans All Together)  
One particular tool for decision making has received considerable attention in the past 10 

years. Developed in 1998 by two bioethicists—Drs. Susan Dorr Goold at the University of 
Michigan and Marion Danis at the National Institutes of Health—CHAT is a simulation exercise 
for designing a benefits package when there are more options than there are available funds 
(Goold et al., 2005). This small group process requires participants (as individuals and as a 
group) to make choices among competing health care priorities. It is typically conducted with 
each participant using an individual laptop before coverage decisions must be made as a group. 
The flexibility of the CHAT software allows the options to be modified as needed to expose 
participants to the specific choices and tradeoffs that are relevant to the policy issues being 
explored. An actuarial analysis is incorporated into the CHAT model to ensure that choices are a 
realistic representation of actual costs.  

Among the tradeoffs that can be represented are such competing priorities as ranges of 
provider choice, degrees of cost-sharing, types of cost-sharing, extent of coverage categories, 
types of treatment available, utilization oversight, and standards of treatment effectiveness, 
among others. The descriptions use terms and concepts that are understood by the average 
consumer. Quantitative data are easy to capture, but the dominant feature of the process is the 
interactive dialogue, debate, and negotiation that takes place when a group of 12-15 participants 
seeks agreement on what aspects of coverage are most important and why. In the United States, 
CHAT has been used in at least 10 states to help inform state and community leaders about 
covered benefits and benefit design, including those mentioned previously under the 
Departments of Insurance. In California, CHAT has been used with insured employees, 
Medicaid beneficiaries, the uninsured, health care professionals, and policy leaders and as an 
educational program for health care and business leadership development (CHCD, 2011; 
Ginsburg and Glasmire, 2007; NIH, 2011).  

CHAT is not the only way to conduct public deliberation about benefits. Less time-intensive 
and technology-dependent formats can be developed, and other processes have been used for 
topics related to resource allocation decisions (CHCD, 2009; CHCD and Sacramento HealthCare 
Decisions, 2001, 2006; Gold et al., 2007). Deliberative processes on other aspects of health care 
(and other public policy issues) are conducted in communities across the country by Public 
Agenda, National Issues Forum, AmericaSpeaks, Viewpoint Learning, and other organizations.  

Participants’ Reaction 

Policy leaders may wonder if the public might regard its participation in coverage decisions 
with suspicion or resentment. This was a particular concern when the Center for Healthcare 
Decisions (CHCD) conducted deliberative sessions with adult disabled Medi-Cal beneficiaries, 
as referenced earlier in this chapter. CHCD thought that participants would be outraged at the 
idea of being asked to make decisions that would reduce their own benefits (which, in fact, was 
their assignment using the CHAT process). Surprisingly, the general response was, We know the 
state is talking about cutting Medi-Cal; we’d rather have a say in this than be ignored. A post-
CHAT survey question reflected this sentiment:   
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TABLE 6-2 CHAT Results from Medi-Cal Survey of Users’ Views on Public Input in Areas of Budget 
Cut 

Agree or Disagree: If the Medi-Cal budget is cut, I think it is important for Medi-Cal users to have a role 
in deciding how the cuts are made (N = 131) 

   Agree strongly 89% 
   Agree somewhat  5% 
   Disagree somewhat   2% 
   Disagree strongly   2% 
   Not sure  1% 

SOURCE: Ginsburg and Glasmire, 2004. 
 

SUMMARY OF GUIDELINES FOR PUBLIC PARTICIPATION 
At every step of their work, national and state entities responsible for the definition and 

refining of EHB should ensure meaningful and visible public participation. There are two broad 
areas in which guidelines regarding public participation are relevant: (1) in the oversight of the 
EHB program and (2) in the identification of social values to help guide decisions on what and 
how coverage is provided within the EHB. These guidelines are consistent with the criteria 
outlined in Figure S-2 and include the following: 

 
• State EHB governing bodies, also known as the state exchanges, ensure that the 

consumer or citizen voice is an active one in the development, operations, and evaluation 
of the EHB. This may be best achieved through advisory committees and/or other means 
of public input and participation.  

• A credible process for establishing the EHB includes a public deliberation component. 
These structured, interactive group sessions identify the values and priorities of key 
constituents (such as people whose insurance is defined by the EHB) and are germane to 
establishing the EHB.  

• A public deliberation process is also recommended when seeking approval of state 
waivers, and at other times when meaningful changes in benefits structure are being 
considered. When these are conducted at the state level, these processes are under the 
direction of the exchange governing body or its designate. 

• Public deliberation processes follow protocols that ensure they will be nonpartisan, 
reasonably representative and inclusive, and professionally designed, executed, and 
analyzed. The deliberative sessions are in sufficient number so as to produce meaningful 
and trustworthy findings. 

• The findings and recommendations of deliberative sessions are made public (and open to 
public comment) prior to final reporting. 

• Development of or changes in the EHB are accompanied by an explanation of how they 
relate to the findings of the relevant deliberative processes. 
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The values of an informed public are not always determinative. The concerns of public health 
and legislative leaders and issues of social justice (particularly relating to vulnerable populations) 
may take precedence over some of the priorities identified by the general public. Ultimately, 
policy leaders are responsible for balancing the needs and interests of multiple stakeholders with 
diverse concerns. Yet the inevitability of limit-setting requires a nonpartisan, transparent process 
for eliciting the core values of key players, including taxpayers and health plan enrollees. Health 
care has always been steeped in tradeoffs; this fact is simply more apparent now. Incorporating 
an informed citizen perspective can make these tradeoffs more responsible, responsive, and 
acceptable to the public.  
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7 
 

Program Monitoring and Research 
 

 Anticipating the need for data collection and research to support the process of 
updating the essential health benefits (EHB), the committee recommends that planning and 
development of a research strategy begin now. HHS in collaboration with groups such as (1) 
the National Association of Insurance Commissioners (NAIC) can help promote 
standardization to enhance comparisons of state-based data (such as categories of benefits, 
design elements, medical necessity processes, and appeals) and (2) Department of Health 
and Human Services (HHS) component agencies, the Department of Labor, and others can 
develop a complementary research agenda to enable updates to the EHB to be more specific, 
evidence-based, and value promoting. This chapter explores some aspects of data collection 
for program monitoring and development of a research agenda, with a call for development 
of the infrastructure to support the strategy and public access to data for analytic purposes.  

 

 
An effective strategy for updating the essential health benefits (EHB) will require that the 

Department of Health and Human Services (HHS) be prepared to respond to the changing health 
care environment. Over time, new medical care technologies will be introduced, clinical research 
will gain new insights, provider practices and patient needs will change, what is affordable will 
have to be considered, and societal preferences will shift. Furthermore, the design of insurance 
company products, employer offer rates, and consumer preferences will all affect the future 
private insurance landscape. An effective EHB updating process must be able to identify the key 
changes that are occurring and develop approaches to respond to those changes. This will require 
coordinated and thoughtful monitoring and research. The Institute of Medicine (IOM) committee 
draws a distinction between monitoring—efforts to describe what is occurring as the EHB are 
implemented into insurance offerings—and research—efforts to create generalizable knowledge 
about the implications of the varied responses in markets across the states. Additionally, 
emerging evidence on medical advances needs to be evaluated to determine whether specific 
changes to the EHB definition are warranted, that is, whether new evidence changes the relative 
value of a particular drug, device, service, or category of care delivery. The committee envisions 
that this type of monitoring and research will be used directly by the Secretary in considering 
updates to the EHB. The committee calls on the Secretary to ensure that the necessary 
infrastructure is in place to answer the key questions. 

The committee recognizes that the Patient Protection and Affordable Care Act (ACA) 
contains numerous elements that require monitoring, research, and oversight, such as the 
implementation of health insurance exchanges or expansion of the traditional Medicaid program. 
The EHB are just one of many areas requiring attention by HHS. Although the committee 
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focuses here on the monitoring and research needs relevant to the EHB, it recognizes that the 
optimal strategy within HHS is likely to be a coordinated approach across all areas. With respect 
to the EHB, monitoring and research can 

 
• Provide input into the process of updating the EHB, 
• Contribute to addressing questions in the Section 1302 required reports to 

Congress and the public,  
• Monitor for discriminatory practices and balance as a result of initial EHB 

definition and its implementation, and  
• Assess the impact of the EHB on consumers, employers, health care providers, 

insurers, and governments at the state and local levels.  
 

Congress, in Section 1302 of the ACA in particular, calls out an interest in any problems 
related to access, methods for incorporating evidence of medical advances into the EHB, ideas 
about how best to close any gaps observed in access or changes to evidence, and assessing the 
cost implications of potential changes to the EHB. The committee also believes that HHS will 
want to know whether initial guidance on the EHB is achieving an appropriate balance between 
cost and coverage; how specific design elements and medical necessity determination processes 
can affect care delivered, outcomes and value; whether rates of participation by consumers, 
employers, and insurers are affected by the EHB; how the EHB package can be updated to 
become more evidence-based and value promoting; and the impact on the composition of 
exchange participation on premiums (e.g., greater or lesser participation by employers and 
individuals). 

SETTING A RESEARCH FRAMEWORK FOR DATA COLLECTION 
AND ANALYSIS  

The committee believes the monitoring and research strategy related to the EHB should be 
articulated thoughtfully as soon as possible to enhance planning efforts, allocate necessary 
resources, and align priorities for collecting comparable data among different stakeholders. A 
systematic pursuit of this strategy is consistent with creating a learning health care system (IOM, 
2007, 2011). Such a strategy should engage stakeholders in ensuring that the right questions are 
being asked, that the purposes for the collected data are clear, that modifications to the EHB are 
justified and fair, that the EHB are becoming increasingly evidence-based over time, and that the 
country is spending its tax dollars (and enrollees their premium dollars) effectively and 
efficiently.  

State oversight is important during approval of plan offerings, implementation, and through 
appeals. The state and federal health insurance exchanges are responsible for determining which 
health plans are qualified to operate in the exchange and can serve as a primary data source for 
what is happening across states and over time in response to the Secretary’s guidance. The EHB 
are also required for incorporation in all non-grandfathered individual and small employer 
policies offered outside the exchange; such plan oversight would be outside of exchange 
operations, but under the aegis of state insurance commissioners. Thus, oversight responsibility 
cannot lay solely with exchanges. Ideally, state departments of insurance will actively take on the 
responsibility to protect against adverse selection and discriminatory practices in their 
jurisdiction; it important that health plans, in and out of the exchanges, are complying with 
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requirements of the EHB package and not using benefit design and administration to risk select 
or deny access to care. Additionally, EHB are to be incorporated in new Medicaid benchmark, 
benchmark equivalent, and state basic health insurance instruments; these will be under a 
separate state agency, also reporting to Centers for Medicare and Medicaid Services [CMS]. 

Leveraging these potential state level data resources will require providing clarity and 
standardization in data collection (e.g., categorization of included benefits; descriptions of plan 
limits, types of treatments and conditions that are the subject of appeals), which will in turn 
improve opportunities for the analysis of comparative data. State collection and reporting of data 
can be a condition of states receiving federal funding to establish the exchanges; notably, federal 
funding of state exchanges is time limited. Insurer reporting of plan content however, will be a 
condition of a qualified health plan. This will also offer insight beyond the exchange due to the 
requirement that for insurers participating in the exchange, the same plans be offered outside as 
in. Insurers will likely be contracting with one or more external independent review 
organizations; these could be required to report appeals data. If state regulatory systems will not 
already for example, compile and publicly report appeals data, in a way that is useful for 
evaluating EHB implementation and nondiscrimination, then additional support may be 
necessary for data provided to the Secretary. There is urgency in having guidance on required 
data collection for exchanges, regulatory agencies, and insurance companies. These expectations 
must be incorporated into planning in preparation for operation starting on January 1, 2014.  

Tradeoffs are inevitable in setting the degree of data mining against the available resources 
(both cost and administrative burden) to collect and analyze data in order to ensure that 
implementation is achieving its goals and consumers are protected. Thus, priorities need to be set 
for available state and federal spending on monitoring and analysis. Some of the data collection 
and reporting would be part of normal state operations, but others might require additional 
resources. The exchanges and state insurance regulators will not be the only repositories of 
pertinent data; other state and federal sources might have to be mined to assess factors such as 
the size of the uninsured population, consumer satisfaction, health care utilization, quality of 
care, health status, and employer characteristics.  

In Recommendation 2a, the committee calls on the Secretary to establish a framework for 
data collection and research; this framework should be developed with advice from the National 
Benefits Advisory Council (Recommendation 5 in Chapter 9).  
 

Recommendation 2a: By January 1, 2013, the Secretary should establish a framework for 
obtaining and analyzing data necessary for monitoring implementation and updating of the 
EHB. The framework should account for 
 

• Changes related to providers such as payment rates, contracting mechanisms, financial 
incentives, and scope and organization of practice; 

• Changes related to patients and consumers such as demographics, health status, disease 
burden, and problems with access; and  

• Changes related to health plans such as characteristics of plans (inclusions, exclusions, 
limitations), cost-sharing practices, patterns of enrollment and disenrollment, network 
configuration, medical management programs (including medical necessity 
determination processes), value-based insurance design, and types of external appeals, 
risk selection, solvency, and impact of the ACA-mandated limits on deductibles, 
copayments, and out-of-pocket spending on the ability of plans to offer acceptable 
products. 
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Creating a Responsive and Efficient Research Infrastructure 
Furthermore, the committee recommends that the Secretary establish an infrastructure for this 

enterprise by engaging appropriate HHS components (e.g., CMS, Agency for Healthcare 
Research and Quality [AHRQ], Food and Drug Administration [FDA], National Institutes of 
Health [NIH], Office of the Assistant Secretary for Planning and Evaluation [ASPE], Centers for 
Disease Control and Prevention [CDC]) and other federal agencies (e.g., Department of Labor 
[DOL], Office of Personnel Management [OPM], U.S. Census Bureau) and coordinating their 
expertise, data, and resources to fulfill research needs within and outside government (IOM, 
2002, 2009). CMS is the likely repository for exchange data as well as data from benchmark 
plans. Others such as Kaiser/HRET Employer Health Benefits Survey monitor employer benefit 
changes over time (KFF and HRET, 2010). Additionally, these activities will generate many 
questions of comparative effectiveness. Close collaboration with the Patient-Centered Outcomes 
Research Institute (PCORI) will help to ensure that its research agenda considers these questions. 

The Secretary must make the essential information needed for research by outside parties, 
including the standardized data collected from the EHB implementation processes as well as 
utilization and outcomes data from federal payers (Medicare, Medicaid), available in a timely, 
open, and streamlined way, just as HHS has sponsored access to other departmental data (e.g., 
www. health.data.gov). Private insurers must be encouraged and incentivized to collaborate in a 
similarly streamlined and open fashion. Strict attention to issues of data security and 
confidentiality, including compliance with all federal and state laws and regulations, must be 
maintained throughout the process.  

To ensure research is conducted in accord with the highest scientific standards, the 
committee suggests that the Secretary charge the Agency for Healthcare Research and Quality 
with responsibility for managing the processes of soliciting, reviewing, funding, and overseeing 
this research agenda.  

 
Recommendation 2b: The Secretary should establish an appropriate infrastructure for 
implementing this framework that engages and coordinates the efforts of all of the appropriate 
HHS and other federal agencies in producing and analyzing the necessary data in a timely 
manner. These data should be made easily accessible and affordable for public use.  

 

PROGRAM MONITORING AND RESEARCH  
The committee offers some guidance for the implementation of these recommendations in 

terms of data collection via the exchanges and other sources, as well as some illustrative research 
questions. 

Learning from the Exchanges and State Regulators 
The EHB package will become a standard setter for the content of health insurance beyond 

the health exchange, but HHS can learn from those operating exchanges and state regulators how 
the EHB are incorporated into health insurance products, what benefit design components are 
utilized to meet the coverage and premium requirements, how consumer preferences in the 
market (e.g., for high-deductible plans) would relate to the scope and inclusiveness of the benefit 
package and its associated benefit design and premiums, and through the benefit determination 
and appeals process, concerns about access to specific benefits or for diverse segments of the 

1581



Copyright © National Academy of Sciences. All rights reserved.

Essential Health Benefits:  Balancing Coverage and Costs

MONITORING AND RESEARCH  7-5 

 

PREPUBLICATION COPY: UNCORRECTED PROOFS 

population. Standardized approaches to defining data elements and collecting data from insurers 
will be essential for HHS to be able to analyze trends. The health insurance exchanges (HIEs) 
will also be better able to understand and improve the benefit design and administration process 
if they can compare their experiences with those of other exchanges.  

A second objective for the exchanges is to determine whether consumers understand the 
choices they are being offered. The ACA calls for designing plan materials that are simple and 
easy for most people to understand.1 A key aspect of the information that is to be communicated 
in these materials is the scope of benefits, inclusions and exclusions, and premiums. 

Improving Standardization  
The EHB definition process offers HHS an opportunity to lead the standardization of 

categories of benefits and to increase the specificity with which inclusions and exclusions of 
services are presented. The methods of data collection and EHB articulation can and will set 
standards for commercial industry practices—which will be subject to intense scrutiny and 
pressure. Like DOL, the committee found it difficult to make side-by-side comparisons among 
plans because of a lack of consistency in categories and degree of specificity. This is the same 
challenge faced by consumers who are trying to choose between health plans and was likely part 
of the impetus for the ACA requiring work to improve consumers’ ability to understand their 
choices. 

If reporting by the 10 categories is considered desirable (e.g., utilization or expenditures 
patterns), several issues arise. First, the essential health benefits list would have to identify what 
services fall within each category. Secondly, the 10 ACA categories do not match other payer 
methodologies, such as those used by Medicare or commercial providers. For example, insurance 
contracts, provider agreements, and current data tracking typically are based on location (e.g., 
inpatient versus ambulatory) and type of provider (e.g., hospital versus physician). However, the 
10 EHB categories also include treatment, condition, and age, which will bridge multiple 
categories. It may prove difficult within the current coding conventions used by public and 
private payers to categorize services offered or delivered into the 10 EHB categories reliably.  

The Secretary, in conjunction with the National Benefits Advisory Council (NBAC), should 
engage state insurance commissioners and the National Association of Insurance Commissioners 
(NAIC) to facilitate setting standards for collection and uniform reporting of state-based data 
from subscriber contracts approved by states, just as HHS is working with insurance 
commissioners, health plans, and actuaries to standardize the collection of premium information 
and the disclosure of insurance contract information to consumers.2  

                                                 

1 § 2715. 
2 The Center for Consumer Information & Insurance Oversight (CCIIO) oversees ACA Consumer Assistance Program Grants, grants to 

assist states in establishing, expanding, or supporting consumer assistance programs. These grant funds must be used to support activities such as 
assisting consumers in filing complaints and appeals, collecting data on problems and inquiries encountered by consumers, educating consumers 
regarding the their rights and responsibilities in health plans and insurance coverage, and resolving problems with obtaining the tax credits 
specified by the law (CCIIO, 2010). NAIC has an online portal, Insure U, which provides consumers with an array of easily understandable 
resources for assistance in purchasing health insurance (NAIC, 2011). 
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Types of State-Based Data for Oversight 
States currently review subscriber contracts (or “forms”) to ascertain whether licensed health 

insurers are complying with state laws. The scope and nature of those reviews varies by state. 
HHS should work with states to standardize and collect information from these contracts, 
including at a minimum 

 
1. Benefits covered and excluded at the plan level, with particular attention to the level 

of specificity at which those services and items are described, future approaches to 
categorization as specificity increases, and how the specificity of coverage varies 
across insurers now and over time;  

2. Objective limits to services within covered categories—usually defined as service 
limits (e.g., number of office visits) to reveal general norms; 

3. Exception language; 
4. Coverage of new approaches to prevention, diagnosis, treatment, and management; 
5. Categories and levels of cost-sharing and state or health insurer innovations such as 

value-based insurance design; 
6. Terms and conditions including medical necessity,3 network limitation, and prior 

authorization; and 
7. Rates of review and approval related to medical necessity, and specification of types 

of medical necessity review (e.g., by condition, treatment, coverage categories). 
 
Items 1 through 4 will assist the Secretary in updating the EHB definition and ensuring balance 
and nondiscrimination by describing current variation in EHB implementation, coverage limits, 
exceptions, and trends in covering new technologies or other interventions. Items 5 and 6 will 
make clearer the landscape in benefit design, an important consideration in understanding trends 
in premium prices related to the EHB and measuring the impact of such benefit designs; 
although the Secretary is not to preclude insurers from using various utilization management 
techniques, there is a requirement in Section 1302 to ensure that coverage decisions, 
reimbursement rates, incentive programs, or designs of benefits are not discriminatory on the 
basis of age, disability, or expected length of life, while Section 1557 explicitly pertains to 
nondiscrimination based on race, national origin, and gender. Furthermore, item 7 uses the 
strengthened appeals process in the ACA as a source of information for monitoring the various 
nondiscrimination factors in the required elements for consideration of Section 1302. Finally, to 
the extent feasible, any information collected in the monitoring and oversight process should 
include demographic data so that disparities and discrimination can be identified and 
rectified. Box 2-2 in chapter 2 additionally elaborates on the type of data that should be collected 
from plans, including quality, utilization, and outcomes data to fully understand benefit design as 
implemented. 

ACA leaves most oversight of health plans to the states, as is true today. As such, the 
exchanges and regulators are likely to derive considerable utility themselves from the 
information collected in each of these items. The Secretary will provide a significant service by 
collecting and compiling this information and supplying analyses back to these local entities. 
                                                 

3 Ideally, data collection should include data on all medical necessity determinations, or at least on all denials, not just those that result in an 
appeal, but that may depend on the willingness of insurers to share such data and state requirements. Insurers elect to have a different number of 
review levels internally; Colorado requires public reporting on all internal second level reviews (State of Colorado, 2010). 
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This work should be closely coordinated with other work set forth by the ACA and currently 
being done by HHS in two areas: 

 
1. Efforts by the HHS Center for Consumer Information and Insurance Oversight 

(CCIIO), the NAIC, and state insurance departments to articulate standards for 
disclosure to consumers of subscriber contract elements. These standards should 
incorporate elements required for EHB specification.4 

2. The monitoring of state-based exchanges to be conducted by CCIIO for purposes 
other than EHB definition, such as governance and administrative operations, 
certification of qualified health plans, the development of plan levels (e.g., gold, 
silver metal levels), and risk adjustment. Exchanges should not have to deal with 
multiple monitoring requests from multiple HHS program areas.  

 
Standardization of terms and classification of services into categories is designed to improve 

comparisons. The committee anticipates that innovation in insurance products will continue and 
that classifying and analyzing these changes will be facilitated by the use of standardized 
definitions. Over time, some innovations may require updates to the nature and detail of the 
information being collected. As with the EHB, the committee does not believe the research and 
monitoring enterprises will be static. 

External Appeals Information 
Although the states are charged with monitoring and taking action with respect to appeals, 

this information would be useful to the Secretary in signaling whether frequently denied 
treatments indicate uncertainty due to a lack of evidence, changing medical indications that may 
require study, or lack of clarity about whether the treatment is included as part of the EHB. In 
addition, the committee recommends that data on appeals serve as the best approach for 
monitoring the “required elements for consideration” for nondiscrimination. Given its charge, the 
IOM committee was most interested in understanding coverage denials related to the medical 
necessity/appropriateness for services and complaints that would inform lack of access.  

A March 2011 GAO report evaluated the current national availability of data on coverage 
denial rates, finding significant variability in these rates due to methodological issues in what is 
counted (billing errors, duplicate claims, missing data, eligibility, satisfaction of deductible 
amount, and necessity of the service, as well as pre-authorization vs. coverage denials), and 
methods of reporting (i.e., paper-based vs. electronic claims) (GAO, 2011). Coverage denial 
rates varied across four states examined in detail (11 percent in Ohio and 24 percent in California 
for 2009) and across insurers within a single state (4 percent to 29 percent for the seven largest 
insurers in Connecticut). About one in 10 of the coverage denials according to California and the 
American Medical Association data dealt with the appropriateness of services. 

States are providing greater consumer protections related to how coverage decisions and 
medical necessity determinations are made and how they may be appealed. Section 2719 of ACA 
seeks to bring more consistency to what consumers can expect with respect to internal and 
external claims and appeals processes through new requirements for group health plans and 
                                                 

4 § 2715. 
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health insurance companies.5 In particular, all subscriber contracts must have a final level of 
“external appeal” to an independent outside party. The GAO report also calls attention to the 
frequency of reversal of coverage denials when such appeals are undertaken: from 30 to 59 
percent of internal appeals across four states, and of those appealed to an external source across 
six states, from 23 to 54 percent were overturned or revised (GAO, 2011). The GAO report also 
referenced an earlier study showing a difference by type of coverage denial in California 
managed care (42 percent of medical necessity cases overturned versus 20 percent of 
experimental and investigational cases in 2002) (Gresenz and Studdert, 2005); more recent data 
presented to the committee was not so proportionally disparate, showing 40 percent of medical 
necessity cases and 37 percent of experimental and investigational cases were overturned on 
independent external review (See Table 7-1).  

 
 

TABLE 7-1 Comparison of 2010 IMR Results  
 Upheld by  

Review 
Number (%) 

Overturned by 
Review 
Number (%) 

Reversed by Plan 
Before Review 
Number (%) 

Qualified IMRs 
 
Total Number 

Medical Necessity 
 

467 (41%) 452 (40%) 222 (19%) 1141 

Experimental & 
Investigational 
 

269 (51%) 195 (37%) 67 (13%) 531 

Emergency Room 
Reimbursement 
 

55 (53%) 14 (13%) 35 (34%) 104 

TOTALS 791 661 324 1776 
SOURCE: DMHC, 2011. 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

                                                 

5 NAIC released a model law that will apply to insurers subject to state law (NAIC, 2010). Interim final rules with request for comment 
were published July 22, 2010, and amendments issued June 24, 2011 (U.S. Department of Labor, 2011). 

1585



Copyright © National Academy of Sciences. All rights reserved.

Essential Health Benefits:  Balancing Coverage and Costs

MONITORING AND RESEARCH  7-9 

 

PREPUBLICATION COPY: UNCORRECTED PROOFS 

Notably, the Director of the California Department of Managed Health Care (DMHC), when 
testifying before the committee, pointed out another compelling statistic—the percentage of 
reversals by health plans of externally appealed cases even before they were reviewed: 19 
percent of medical necessity cases, 13 percent of experimental and investigational, and 34 
percent of emergency room reimbursements. Staff of the DMHC felt these reversals were not the 
result of new clinical information because the pertinent clinical information should have surfaced 
during the insurer’s internal review. To help visualize the overall degree of claims overturned, 
one insurer self-reported to the committee that of 91 million claims in the United States, 
approximately 99 percent of those were paid without a required pre-authorization (Figure 7-1). 
At intermediate steps, 29 percent of initial denials were overturned as additional clinical 
information was obtained, and 3 percent were overturned on the same clinical information. 
Overall, .006 percent of total eligible claims were not ultimately approved (Kang, 2011). 

 

 
FIGURE 7-1 CIGNA Coverage Decisions and Appeals for Pre-authorization of Health Benefits 
(2010).  
SOURCE: Provided to the IOM in response to its question about pre-authorization and appeals volume by 
Dr. Jeffrey Kang, CIGNA's Chief Medical Officer, February 17, 2011. 

 
 
 
 
 

1586



Copyright © National Academy of Sciences. All rights reserved.

Essential Health Benefits:  Balancing Coverage and Costs

7-10  ESSENTIAL HEALTH BENEFITS              

PREPUBLICATION COPY: UNCORRECTED PROOFS 

 
The committee agrees with HHS’s observation on the GAO report that “very little 

information is available to help analysts understand the causes or sources of variation in the 
data” (GAO, 2011). Besides helping consumers shopping for insurance, improved data, 
including developing a standardized appeals database and requirements for reporting of this data, 
would facilitate recognition of potential problem areas in EHB definition. Once collected, the 
information would be analyzed appropriately to detect and understand meaningful trends, thus 
effectively also serving to monitor the changes in insurer behavior as part of the monitoring 
recommended in this chapter.  

Standardization includes classifying individual appeals in a way that facilitates analysis. For 
example, appeals could be classified by condition and treatment, by groupings such as types of 
contractual coverage exclusions (e.g., cosmetic, experimental), and by reasons of medical 
necessity), as well as by characteristics of the individual making the appeal (e.g., age, disability, 
English language ability, race, income). The California DMHC, which currently classifies and 
analyzes appeals, showed that most treatment-related appeals in descending order were for 
pharmacy, mental health, durable medical equipment, autism, cancer care, and surgery. DMHC 
also gave the committee a report on the frequency of appeals by condition: orthopedic, mental 
disorders, central nervous system or neuromuscular, and cancer (DMHC, 2011). Discussion with 
other states suggests that the reasons for appeals may vary by state and over time.6 These data 
can point to the areas of care that are most contentious and require more detailed investigation 
into the specific services and conditions which need clarification in the EHB set. It is yet unclear 
the extent to which recent amendments to the interim final external review rules would present a 
barrier to accessing more detailed diagnostic and treatment code data for analysis of adverse 
benefit determinations; plans are required to provide diagnostic and treatment code data for 
individual cases on request (HHS, 2011a, 2011b; Jost, 2011). Administrative burden and 
confidentiality concerns were identified as reasons for limiting this specific data. While it would 
be advisable for insurers to make their clinical policies available in advance, for example, on the 
Web as multiple insurers do, the committee would support having, at least during the appeals 
process, the applicable clinical policies be made transparent. Enhanced transparency of clinical 
policies would allow analysis of whether interpretation of the existing evidence-base is similar or 
different across insurers and what areas need advancement. 

Other Types and Possible Sources of Data 
Research related to the EHB is likely to include developing explanatory and predictive 

analyses of the relationship between the nature and characteristics of the benefit package and the 
decisions made by consumers about which plans to select, which services to use, the cost trends 
associated with these plans, and the effects on individual and population health. The data 
mentioned above, if well standardized, provide a necessary starting point for these types of 
studies. However, many research questions will require linking these data with other sources of 
information such as claims, hospital discharge data, and enrollee surveys, such as the Consumer 
Assessment of Healthcare Providers and Systems (CAHPS) survey. For specific questions, 
researchers may require additional data sources such as clinical data from electronic health 

                                                 

6 Personal communication with Mary Kempker, Missouri Department of Insurance, Financial Institutions and Professional Registration, 
February 18, 2011. 

 

1587



Copyright © National Academy of Sciences. All rights reserved.

Essential Health Benefits:  Balancing Coverage and Costs

MONITORING AND RESEARCH  7-11 

 

PREPUBLICATION COPY: UNCORRECTED PROOFS 

records or primary data collected via interviews or surveys. These data sources would be more 
useful if they could be linked at the individual enrollee level. Individual-level data provide 
greater opportunities to adjust and control for potential case-mix differences between the covered 
populations being compared. However, if individual-level data are not available or cannot be 
accessed, analyses relating aspects of EHB definition or benefits design across multiple 
population units (e.g., exchanges, insurers) to aggregate population measures such as utilization 
rates, appeal rates, or average costs for those same population units will sometimes be helpful.  

New Approaches to Delivering Health Services 
New approaches to prevention, diagnosis, treatment, and management are continually 

emerging. Health insurers have developed greatly varying methods for assessing the safety and 
efficacy of these interventions. Similarly, many have coverage policies for when they will pay 
for participation in clinical trials. While the focus of most current work relates to new 
technologies, the committee believes it is important to consider the broader range of changes in 
the ways services are delivered. The committee heard testimony on these coverage components 
and the importance of developing policies prospectively to guide complex coverage decisions for 
vulnerable enrollees (Hole-Curry, 2011; Levine, 2011; Nussbaum, 2011). Some evaluations of 
the effectiveness of new approaches are public—such as the State of Washington’s—and some 
are proprietary. The results of these assessments may prove useful for the Secretary in updating 
the EHB, and the committee recommends they be systematically collected for that purpose.  

A variety of existing organizations routinely produce systematic reviews of emerging 
technologies; the comparative effectiveness of alternative approaches to diagnosis, treatment, or 
management; and the methods for ensuring that care is delivered safely. Using clear and 
transparent methods for assessment according to a hierarchy of evidence, they provide 
physicians, health plans, policy makers, and the public with evidence syntheses on which to 
consider changes in medical practice and coverage policy. However, different insurers, whether 
private or public, using the same evidence, after consideration of other criteria, may reach 
different conclusions about whether a specific service should be covered (Figure 7-2). Factors 
might involve criteria related to the specific population served or to budget constraints, or even 
the different degree of pressure received by stakeholders depending on the nature of the process 
employed. HHS can facilitate access to and understanding of this evidence for states, insurers, 
practitioners, and consumers, particularly as it applies to the EHB package.  
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WA HTA Comparison with Insurer Policies Reference Sources 

WAHTA Private Insurer 

Upright MRI May-07 Not covered Less No Same 
restrictive decision 

Ped Batiatric Aug-07 Not covered Less Less Same 
Surgery <18 restrictive restrictive 

Ped Batiatric Conditional Same Same Less 

Surgery 18-21 restrictive 

Lumbar Fusion for Nov-07 Conditional More No Same 
DOD restrictive decision 

Discography for Feb-08 Not covered Less Same No 
DOD restrictive decision 

Virtual Colonoscopy Feb-08 Not covered Same• Same Same 
(CTC}- Cancer 
screening 

• Summary Comparison of HTA Decisions and Private Insurers: 

• Same as Private (some occur before, some after) 47% 

• Private Insurer is Less Restrictive 22% 

• Private Insurer is More Restrictive 9% 

• Private Insurer does not have published policy 18% 

Medicare 

Same No decision 

Same n/a 

Less Less 
restrictive restrictive 

Same No decision 
# 

No No decision 
decision 

Same Same• 

BCBS 
TEC 

No 
decision 

No 
decision 

Same 

No 
decision 

No 
decision 

Less 
restrictive 

FIGURE 7-2 Coverage decisions va1y among public and private insurers, with a sunnnruy of how 
Washington State Health Technology Assessment decisions compare with others. 
SOURCE: Hole-Cuny, 2011. 

Medical Cost and Premium Information 

The committee calls for updates to the EHB to fit within a budget that is defined by the 
average national silver plan premium offering the cmTent EHB package next year. In this 
recommendation the committee anticipates that the premium costs will increase based on 
medical inflation, demographic changes in the population, the inclusion of new technologies, and 
other factors. The Chief Acturuy of CMS produces the standard trend data used in tracking these 
trends. If the Secreta1y or the Chief Actumy determines that additional, more detailed data can be 
obtained from the experience of the states with certain elements of the cost calculations that will 
be required, this should be specified. In pmticular, costs associated with new services that are 
being considered for inclusion in the EHB might be obtained from this process. 

BROAD AREAS OF RESEARCH 

Here the committee mentions four broad m·eas of a comprehensive resem·ch agenda, 
recognizing that within each area a rich set of questions will m·ise. 

Understanding EHB definitions and their relationship to benefit design. The committee 
expects variation in the implementation of the EHB by different insurance companies and in 
different states, and this vm·iation can be useful for evaluating what is working a11d what is not. 
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This may be useful for understanding the impact of variations in the EHB package on 
subsequent benefit design decisions and costs. Does specifying a more expansive EHB package 
lead to greater use of limits or caps on visits or other services, to higher premiums and cost-
sharing requirements, or to more restrictive networks of care? Are there specific inclusions or 
exclusions to the EHB that are particularly costly when offered in real-world settings? Is the 
relationship between benefits and premium costs consistent across settings, or does it vary 
widely? If it varies, how are some exchanges managing to offer broader benefits without driving 
prices up? How will the addition or expansion of benefits influence the actuarial value of benefit 
packages—and the availability of existing covered benefits? 

Sources of data for addressing these questions include the standardized data on benefit 
content and design collected from insurers and from state health insurance exchanges. 
Information on benefits and benefit design being offered by employers (e.g., DOL survey), from 
the Medical Expenditures Panel Survey’s Insurance-Employer Component (MEPS-IC), and from 
surveys conducted by Kaiser Family foundation and Mercer), although currently limited for this 
purpose, can track changes in employer practices across a wider employer landscape than the 
exchanges alone unless statewide data are forthcoming on all forms of coverage. Data on costs 
and utilization patterns could be provided by national insurers active in multiple exchanges and 
by Medicaid, as well as data collected directly by state exchanges. Additional primary data 
collection, including patient and provider surveys and qualitative patient interviews in selected 
settings, would be needed to fully address some questions. In addition to these empirical studies, 
studies that blend empirical data with modeling approaches may also be valuable.  

Relationships of EHB content and benefit design to patient outcomes and cost. Decisions 
related to the content and administration of the EHB package will affect the care that is offered 
to enrolled patients and may in turn affect clinical outcomes. A decision by some states or 
exchanges to include an additional category of services to the 10 categories (e.g., adult dental, 
hospice if they are not in the initially defined package) would create natural experiments that 
could quantify the costs of adding such coverage for a population, as well as the consequences—
both monetary and clinical—to patients. Such information will be needed by the NBAC and the 
Secretary as refinements to the EHB are contemplated.  

In the process of updating the EHB, questions about specific therapies and services within 
covered categories will arise. Decision making on coverage of specific treatments typically starts 
with consideration of evidence from randomized controlled trials (RCTs) and syntheses of results 
when multiple trials have been conducted. Because controlled trials minimize risks of selection 
bias, they are essential for establishing treatment efficacy, as well as superiority, and are 
foundational in making coverage decisions. However, RCTs often leave questions remaining 
about the effect of these treatments in typical patients getting care from community practice 
settings. Trials generally do not include the entire spectrum of patients who are subsequently 
offered the treatment. Trials may not include all relevant outcomes, including monetary 
outcomes or satisfaction for patients, and they may not have followed patients long enough to 
observe longer-term outcomes. Thus, if insurance exchanges or specific insurers systematically 
differ in coverage of specific treatments, rigorous evaluation of patient outcomes and costs 
related to this variation would provide a valuable addition to the public deliberative process.  

Many historical benefit design strategies, including cost-sharing and restricted provider 
networks, lower costs to insurers and purchasers. Others, such as pay-for-performance initiatives, 
drive quality improvement efforts. Some of these approaches, however, can adversely affect 
patients. High prices for needed medications through cost-sharing lead to decreases in adherence 
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to chronic medications, with subsequent deterioration of disease control and increased utilization 
and adverse events. Refinements such as value-based insurance designs endeavor to use evidence 
on the health benefits of different interventions in designing financial incentives that encourage 
patients to make the most effective and cost-effective treatment choices by removing financial 
barriers to those choices and/or by raising these or other barriers to less appropriate options. 
They hold great promise for improving the effectiveness and efficiency with which health 
insurance dollars are spent. The emphasis on cost restraints under the ACA will undoubtedly 
lead to a proliferation of new insurance products with further evolution in benefit design. 
Systematic evaluation of this variation will ensure that good practices are recognized and spread 
quickly and that adverse effects are minimized.  

Data for studying the impact of EHB content and benefit design on patient outcomes come 
from the same sources mentioned above. Specific research questions will require augmentation 
through linkage of these data sources with insurer data on health care utilization (e.g., from 
Medicaid and private insurers), clinical records from the electronic health records and other data 
sources of health care delivery systems, or data collected from surveys or qualitative interviews 
with patients selected for specific characteristics such as the presence of a chronic condition. 

Possible impact of EHB and benefit design decisions on the required elements for 
consideration. The ACA includes a number of “required elements for consideration” that must 
be monitored and may require updating of the EHB. These include concerns that there be balance 
among the covered categories; that there be no discrimination based on age, disability, or 
expected length of life; that benefits take into account and cover the diverse needs of various 
population segments; and that emergency care not be restricted (e.g., by requirements for prior 
authorization).  

The monitoring process should include assessing the required elements for consideration 
specified in the ACA. However, further research will be required to determine whether trends 
identified in monitoring require action. If variation is found across states or exchanges, not only 
in appeals but also in other areas, outcomes studies based on utilization and clinical data as well 
as patient survey data may be needed to establish links between practices and outcomes and to 
identify best practices.  

Attention may focus initially on variation in the absolute and relative expenditures by 
category across jurisdictions. Outliers, especially on the low side, may signal problematic 
coverage or implementation. Areas of particular complexity include issues such as mental health 
services, habilitative services, and orphan diseases. Research approaches of particular value here 
would include analyses of appeals; the impact of state mandates for services not broadly included 
in the EHB; and surveys of beneficiaries from various population segments and the providers 
who care for them.  

Comparative effectiveness of specific preventive and therapeutic options. The research 
discussed above, which uses implementation data to study variation in EHB content and benefits 
design, will contribute greatly to understanding how inclusion or exclusion of broad categories of 
services affects patient outcomes and costs. It will also deepen understanding of the effects of 
various benefits design strategies on these outcomes. However, as the Secretary and the NBAC 
seek to define EHB more specifically over time, more information will be needed on specific 
treatments and preventive and diagnostic services, including newly introduced 
pharmacotherapies, procedures, and devices. These therapies may not yet be covered by any 
policies in the exchanges, and definitive information on their effectiveness can therefore not 
come from these data.  
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The needed information will come from a variety of sources. These include the ongoing 
publication of original research studies, especially clinical trials; syntheses of previously reported 
research; recent technology assessments from sources such as Blue Cross Blue Shield’s 
Technology Evaluation Centers (TECs), AHRQ’s Evidence-Based Practice Centers and 
Developing Evidence to Inform Decisions about Effectiveness (DEcIDE) research program and 
the U.S. Preventive Services Task Force (for screening and prevention services), as well as the 
Medicare Evidence Development and Coverage Advisory Committee (MEDCAC) and 
professional society guidelines. The Patient-Centered Outcomes Research Institute (PCORI) is 
expected to fund comparative effectiveness research (CER) and summaries with a particular 
emphasis on patient perspectives—yet cannot employ a dollars per-quality adjusted life year 
threshold in its determinations.7 These studies will evaluate both specific preventive and 
therapeutic choices as well as system-level interventions for improving care. The FDA, 
Department of Defense, CMS, and state Medicaid agencies also generate reports that will 
deserve consideration. The Secretary and the NBAC will require staffing and a process for 
ensuring that all relevant data are identified and considered.  

In this work, studies that follow the principles of CER will be particularly valuable and 
should be emphasized. CER principles include comparisons between meaningful therapeutic 
alternatives, conduct of studies in typical clinical settings and involving a broad range of 
patients, consideration of multiple outcomes including outcomes of particular importance of 
patients, and attention to possible differences in treatment effectiveness in patient subgroups.  
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Allowance for State Innovation 
 

 
Under section 1302 of the Patient Protection and Affordable Care Act, the Secretary of 

Health and Human Services is granted the authority to define essential health benefits 
provided the definition takes into account and complies with various requirements provided 
in the statute. This grant of authority would allow the Secretary to approve state-specific 
variations of the EHB definition, provided that any such state-specific definition complied 
with the relevant statutory language and was reviewed and approved by the Secretary. The 
committee provides guidance on the rationale and standards the Secretary should use in 
approving state-specific definitions of essential health benefits, and recommends that the 
Secretary consider state-specific definitions as soon as administratively feasible. Such state-
specific variations would only be available to states operating their own exchanges.  
 
 
The insurance provisions in the Patient Protection and Affordable Care Act (ACA) balance 

federal and state authority. For example, while federal law will regulate certain aspects of the 
individual and small group market through various pricing and issuance requirements, states are 
given relatively broad authority to operate their own health benefit exchanges and to regulate 
other aspects of health insurance such as premium increases. This balancing of authority is not 
surprising, given the role that states have traditionally1 played in regulating health insurance 
(Pierron, 2008). 

AUTHORITY FOR STATE VARIATION 
The ACA is clear that the Secretary shall define the essential health benefits (EHB), within 

certain statutory guidelines. The statute is silent, however, regarding whether the Secretary could 
approve more than one EHB definition, provided that the statutory requirements are otherwise 
met. The committee believes that the Secretary therefore has the authority to approve 
refinements of the national EHB definition, if she chooses to do so, provided such definitions 
otherwise meet the requirements of section 1302. 

There is also explicit authority in section 1332 of the ACA for the Secretary to grant waivers 
of the EHB requirements (along with other provisions in ACA) beginning in 2017. The 
committee considered and was favorable to this statutory authority as an option for promoting 
innovation on the EHB as long as the waiver with respect to the EHB met the standards that the 
committee outlines later in this chapter. There has been some interest expressed in amending this 
statutory authority to allow waivers to begin before 2017 (HHS, 2011b; The White House, 

                                                 
1 Traditional was defined in the McCarran-Ferguson Act, which allowed the states to regulate the business of insurance (15 U.S.C. §§ 1011-

1015). 
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2011); as it has not passed, waivers are not yet a viable option at this time.2 As a result, this 
chapter does not focus on such waivers. Rather, this chapter addresses the ability of the Secretary 
to approve state-specific variations of the EHB definition that meet each of the requirements set 
forth in section 1302. 

FLEXIBILITY IN DETERMINING EHB  
Although the committee notes the deference given to states as they set up their health 

insurance exchanges (HIEs) (HHS, 2011a) and proceed with rate review enhancement (HHS, 
2010), those situations are not analogous to the EHB determination process. The Secretary’s 
responsibilities to lead and define the EHB determination process are clearer, greater, and more 
direct than those the Secretary has with respect to the health insurance exchanges. For 
establishment and implementation of health benefit exchanges, the ACA is clear that states have 
primary responsibility, and it is only if a state opts out or fails to meet the requirements to 
establish an exchange, that the federal government will become involved.3  Conversely, with 
respect to defining essential health benefits, the ACA is clear that the Secretary of Health and 
Human Services (HHS) has sole authority to define the EHB. The authority granted to HHS to 
define EHBs does not, however, preclude the Secretary from using that authority to approve 
state-specific variations of the EHB definition.  

State Flexibility  
The committee believes some state flexibility in defining the EHB package is important from 

a public policy and practical standpoint. While informed by clinical evidence and economics, the 
judgments of what constitutes an essential health benefit are social value decisions and reflect, at 
their core, a set of decisions regarding which medical expenses must be shared within a 
community. As discussed above, the committee believes that the Secretary has the authority to 
approve refinements of the EHB definition, and that there will be some circumstances under 
which the Secretary should approve state-specific EHB definitions that allow states to make their 
own social value prioritizations and deviate from the federal standard definition of essential 
health benefits. The committee believes the definition of benefits should become more evidence-
based, specific, and value-promoting over time and believes state-based innovation should 
support these goals, as it charges the Secretary to act (see Recommendation 4a). The committee 
proposes guiding principles that HHS should consider in determining whether or not to approve a 
state-specific variation of the federal EHB definition.  

The committee’s recommendation focuses solely on guidance for when the Secretary should 
consider state-specific variations of the national essential health benefits definition. The White 
House has indicated its support of state empowerment and innovation under ACA. Furthermore, 
President Obama has supported bipartisan legislation to make waivers available starting in 
2014—the “Empowering States to Innovate Act.”4 It should be noted that nothing in the 
committee’s recommendation negates the direction in Section 1302 for inclusion of the ten 
categories of care or observance of the required elements for consideration. Furthermore, the 
committee believes that the Secretary’s approval of a state-specific variation of the EHB 

                                                 
2 The White House has indicated its support of state empowerment and innovation under ACA. President Obama has indicated support for 

bipartisan legislation to make waivers available starting in 2014—the “Empowering States to Innovate Act”2 (HHS, 2011b; The White House, 
2011). 

3 Patient Protection and Affordable Care Act of 2010.  Public Law 111-148 § 1311(b) and 1321(c), 111th Cong., 2d sess. (March 23, 2010).  
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definition should be contingent on the state’s developing a package with content that is 
actuarially equivalent to the national package established by the Secretary during initial 
definition or updating; otherwise, state-specific variations of EHB could either substantially 
increase aggregate package costs or significantly reduce the intended scope of packages covered 
by the EHB.  

From a practical standpoint, state-specific EHB developed locally and with a credible, 
accountable public deliberation process are even more likely to gain sustained state-based public 
support than a single federal definition with no possibility of state-based innovation. The 
committee suggests guidelines for public deliberation on priorities in Chapter 6. Additionally, the 
committee believes that state-specific EHB definitions are appropriate only where a state has 
made a commitment to operating its own health insurance exchange, as the alternative is a de 
facto agreement to federal involvement5—which is inconsistent with a desire for a state-specific 
EHB definition, hence the distinction. In other words, the rationale for not allowing the variation 
option for states, who do not operate their own exchange, is that their program would revert to 
the federal exchange. A state that develops its own definition should be accountable for it; the 
federal exchange should not have to monitor multiple state-based definitions through the 
exchange.  

Also, in making decisions regarding requests for state-specific EHB definitions, deference 
should be given to states that have already undertaken significant efforts to establish 
comprehensive state-based processes for defining a basic health benefit package. Massachusetts 
has developed a comprehensive process regarding the content of coverage in the individual and 
small group markets. Several states have also engaged in efforts to define essential health 
benefits in other market segments—for example, Oregon’s Medicaid program (Oregon Health 
Services Commission, 2011). Provided that these programs and processes meet the minimum 
requirements set forth below, the committee believes that such preexisting, comprehensive 
processes with meaningful public input should be afforded deference as the Secretary considers 
whether to grant a request for a state-specific EHB definition.  

 
Recommendation 3: For states administering their own exchanges that wish to adopt a variant 
of the federal EHB package, the Secretary should use statutory authority to grant such 
requests, provided that the state-specific EHB definition is consistent with the requirements of 
Section 1302 of the ACA and the criteria specified in this report, that they produce a package 
that is actuarially equivalent to the national package established by the Secretary, and that the 
request is supported by a process that has included meaningful public input. To best achieve 
this, the Secretary should encourage a public deliberative process as described in this report 
and should provide technical assistance to the states for implementing that process.  
 

CRITERIA FOR APPROVING A STATE-SPECIFIC EHB DEFINITION 

In determining the more general criteria that must be established in order for a state-specific 
EHB definition to be approved, the committee focused on two primary goals: (1) clear guidance 
to the states regarding the circumstances under which a state-specific EHB definition will be 
considered and (2) ensuring that the state EHB definition is consistent with the broader goals of 
ACA. The committee envisions that proposals for state-specific EHB definitions will be 

                                                 
5 § 1311(b) and 1321(c). 
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proposed and generated by the states themselves, and submitted to the Secretary for approval in 
accordance with the criteria presented below: 

 
• Consistency of process and standards. If the elements of the process and the 

standards recommended by the committee to be used to develop the EHB are 
appropriate for the federal definition, coverage of at least the ten categories of 
care, including public deliberation, and the criteria defined in Summary Figure   
S-2, then they must also be ensured by HHS to be integral in any state process. 

• State authority. Such an EHB process must be conducted by an executive or 
legislative branch office or agency with the legislatively designated authority to 
make the request to HHS for a state-specific EHB definition and implement the 
results of the process. The committee takes no position on what state entity is best 
positioned to do this work, as long as such entities are clearly designated by the 
legislature. 

• No “race to the bottom.” The Secretary must ensure that state-specific EHB 
definitions provide coverage that is actuarially equivalent to the national package 
established by the Secretary—neither significantly higher nor lower. The state-
based process should allow for a different set of social values to emerge regarding 
covered benefits, but the overall actuarial make of that coverage locally should be 
equivalent to that provided under the federal definition of EHB. The ACA 
guarantees both a right and a responsibility for a basic health benefit for all 
Americans—which should not be significantly compromised depending on the 
place of one’s residence. However, states that can more efficiently offer 
additional benefits by becoming more evidence-based and value-promoting within 
the premium target are encouraged to do so.  

• Updating. The state would be held accountable for implementing its state-specific 
EHB definition, reporting to HHS on the results of implementation, updating the 
package at least every two years, and submitting the results of the updating, along 
with any requests to modify the state-specific EHB definition at least every two 
years. The goals for state updating should be in accord with the national goals of 
having the state-specific EHB become more specific, evidence-based, and value-
promoting. 

• Oversight, compliance, and consequences. HHS shall have the authority to 
terminate any state-specific EHB definitions where necessary to comply with the 
requirements of section 1302, or where the state has failed to comply with any 
requirements imposed by HHS as a condition of approving a state-specific EHB 
definition. 

• Innovation. Finally, the HHS set of standards for a state-based process should 
encourage state-level innovation in the way those standards are met and require an 
evaluation plan to document outcomes. HHS could encourage state participation 
in an HHS evaluation as a condition of granting a state-specific EHB definition. 
States should be encouraged to learn from one another as they set about creating a 
proposal for a state-specific EHB definition.6  

                                                 
6 There many examples of state-based learning facilitated by federal authorities at the Center for Consumer Information and Insurance 

Oversight (CCIIO) and the Centers for Medicare and Medicaid Services (CMS) in partnership with private nonprofits such as the National 
Academy for State Health Policy and Robert Wood Johnson’s State Coverage Initiatives Program.  
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These criteria would form the framework for a set of standards articulated by HHS that a 
state would have to meet for it to embark on its own process for creating a proposal for a state-
specific EHB definition to submit to HHS for approval. In developing these standards, the 
committee believes HHS would best meet its oversight obligations by recognizing the primary 
importance of states’ demonstrating that they have the structures and processes in place to meet 
the standards, rather than the degree to which the resultant state package matches the federal 
package. For example, as HHS develops and applies these standards, the committee, as noted 
previously, has concluded that if a state already has established comprehensive basic benefit 
definition processes, as long as the results are consistent with the legislative requirements of 
Section 1302 and the committee’s recommendation, the state program should be granted 
deference in the state-specific approval process.  

Chapter 6 documents the importance the committee attaches to a public deliberation process 
to elicit the social values that are important in developing the EHB definition and to build 
necessary public trust. The committee believes that HHS should provide technical assistance on 
public deliberation to states interested in incorporating this process into their application.    

POLITICAL IMPLICATIONS 
The determination of the EHB is a politically and socially charged endeavor. The committee 

believes the definition of an essential health benefits package is integral if the Affordable Care 
Act is to attain its promise. In meeting this promise, HHS is well advised to develop a process to 
consider state-specific EHB definitions that maximizes the likelihood of success by ensuring the 
right balance between local engagement, support and flexibility, and national protection of all 
citizens and legal residents. 
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Updating the EHB 
 

The Secretary is charged to periodically update the essential health benefits (EHB) and 
to report to Congress and the public whether enrollees have had difficulty accessing needed 
services, whether advances in medicine and scientific evidence need to be accounted for, and 
whether updates will increase costs relative to actuarial limitations. With these 
considerations in mind, the committee sets a goal for the EHB package to become more fully 
evidence-based, specific, and value-promoting over time. To ensure that updates to the EHB 
do not accelerate health-spending growth beyond medical inflation, the committee 
recommends that any changes to the EHB be no more expensive than the actuarially 
equivalent future year cost of the base year package. Further, to preserve the intent of 
Congress in extending coverage for a basic set of benefits to most Americans, the committee 
recommends that the Secretary, in collaboration with others, develop a strategy to restrain 
healthcare spending. A standing multidisciplinary National Benefits Advisory Council 
(NBAC) is also proposed to be established to advise the Secretary on updating the EHB.  

 
 

 
The coming decades will bring advances in medical science, the emergence of new health 

problems, changes in the way health care services are delivered, changes in the way existing 
technologies are used, and new insights into how to help patients manage their health problems 
more effectively. As the environment in which health care services are delivered changes, the 
essential health benefits (EHB) will also have to change in order to continue to facilitate access 
to quality care for a broad population. Responsible stewardship of public funds must be a key 
consideration during updates to the EHB. Difficult choices will have to be made about the 
categories and specific services that are eligible for coverage under the EHB. In developing its 
recommended approach to updating, the committee was guided by the requirements in the 
Patient Protection and Affordable Care Act’s (ACA’s) charge for the Secretary to report to 
Congress and the public.  

ACA DIRECTION TO THE SECRETARY ON UPDATING THE EHB 
The Secretary is charged to periodically update the EHB to address any gaps in access to 

coverage or changes in the evidence base that the Secretary identifies during the review of EHB 
for the mandated Department of Health and Human Services (HHS) report to Congress and the 
public. Section 1302 of the ACA requires that the report contain 

 
• An assessment of whether enrollees are facing any difficulty accessing needed 

services for reasons of coverage or cost; 
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• An assessment of whether the EHB need to be modified or updated to account for 
changes in medical evidence or scientific advancement; 

• Information on how the EHB will be modified to address any such gaps in access or 
changes in the evidence base; and 

• An assessment of the potential for additional or expanded benefits to increase costs 
and the interactions between the addition or expansion of benefits and reductions in 
existing benefits to meet actuarial limitations.1  

 
In Chapter 7, the committee recommends developing a framework to guide the data 

collection and research infrastructure necessary to identify problems with access and advances in 
science (the first two required elements of the report to Congress). The information developed 
through this recommendation provides the starting point for the process of updating the EHB. In 
this chapter, the committee recommends an approach to updating the EHB, using the criteria 
discussed earlier. The committee also recommends an approach to incorporating costs into the 
update process (responding to the fourth bullet in the report to Congress).  

GOALS FOR UPDATING 
In its deliberations, the committee recognized that Congress intended the EHB to be similar 

in structure to existing employer benefit packages. However, the committee believes that over 
time, the Secretary will have an opportunity to provide leadership through the EHB updating 
process to improve the content and structure of the EHB to better reflect the scientific evidence 
base, to reflect societal priorities in providing a basic set of benefits, to ensure greater clarity 
about what services are and are not eligible for coverage in those policies covered by the EHB 
definition, and to promote high-value utilization.  

Evidence-Based Science Should Be the Guiding Force 
The committee concluded that the scope of benefits eligible for coverage should be guided by 

scientific evidence about which screening, diagnosis, treatment, management, and monitoring 
interventions are effective in improving or maintaining people’s health and functioning. For 
example, physician specialty societies, independent research organizations, health plans, and 
other organizations that focus on particular health problems increasingly incorporate the results 
of scientific studies into their treatment and payment guidelines. The Institute of Medicine (IOM) 
has recently released reports on strengthening standards for developing trustworthy clinical 
guidelines and systematic reviews, and the committee believes that these standards should 
inform the way medical evidence is used to shape future iterations of the EHB (IOM, 2011a, 
2011b). This means that the EHB would make eligible for coverage those interventions that are 
effective and would not make eligible for coverage those aspects of care that have not been 
shown to be effective. In Chapters 2 and 3, the committee discusses application of hierarchies of 
evidence in defining the scope of benefit inclusions and the need to strengthen medical practice 
to be more evidence-based.  

                                                 

1 § 1302 (b)(4)(G).  
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Greater Specificity Required in Defining EHB 
If the EHB are to be guided by scientific evidence in the future, the definitions and 

descriptions of what is included and excluded must become more specific, consistent with the 
way scientific evidence is structured. There are few methods of diagnosis or treatment that are 
either always or never effective. More commonly, interventions such as medications, surgeries, 
or screening tests are investigated for their effectiveness with specific groups of patients such as 
those with a particular diagnosis (e.g., hypertension), a certain level of disease severity (e.g., 
Class IV heart failure), gender or age (e.g., women over 50), and so on. Thus, the committee 
concluded that as the EHB evolve, greater specificity than is typical of evidence of coverage 
documents today will be required along with more transparency in clinical policies.  

Most health insurance plan documents today provide general statements about what is 
covered (e.g., ambulatory services) and what is not covered (e.g., experimental treatments). 
Increased specificity in defining the EHB (inclusions and exclusions) should be designed to 
reduce uncertainty for patients and doctors about the likelihood that insurance coverage will be 
available for a course of diagnosis or treatment (versus the patient being responsible for paying 
for a selected therapeutic option).  

The committee considered several options for improving the degree of specificity to guide 
the contents of the package of EHB and data collection over time: having the Secretary make an 
increasingly more specific list of included services, making a more specific list of exclusions and 
nonessential services, and leaving inclusions more general and depending on insurers’ 
publication of clinical policies and the application of medical necessity. These options are not 
mutually exclusive. With regard to specificity on inclusions, the Oregon prioritized list, 
organized by condition-treatment pairs (e.g., medical therapy for hypertensive disease), is the 
only one the committee encountered with a high degree of specificity of services that matches 
the way scientific evidence is structured (Oregon Health Services Commission, 2011). In 
general, the committee believes that the EHB should evolve toward the level of specificity 
characterized by the Oregon approach. Additionally, as discussed in Chapter 7, health plans 
should provide greater specificity and transparency around clinical policies and the operation of 
medical necessity determination processes. 

Structure of Benefits Should Promote High-Value Utilization 

Finally, the committee concluded that the financial structure of benefit packages should be 
consistent with and reinforce the use of high-value, necessary care. Today, it is common for 
policies to treat all interventions (e.g., medication) within the same cost structure (e.g., 
copayments relate to whether the drug is generic or name brand but may not make distinctions 
between medications for different conditions). The use of value-based insurance design has been 
growing, and the committee believes that this trend should be incorporated into future EHB 
packages. The principle of value-based insurance design is to provide financial incentives to 
encourage people to use what is effective and to discourage people from using services when 
they are not effective. For example, research has demonstrated that cost-sharing is associated 
with lower utilization of services than no cost-sharing (Newhouse and the Insurance Experiment 
Group, 1993). This is appropriate if one is seeking to control utilization, but these incentives 
affect both appropriate and less appropriate uses of services similarly. Thus, if a service is 
critical to maintain health (e.g., medications for the treatment of high blood pressure), a policy 
that creates a disincentive for appropriate use may result in poor adherence to a high-value 
intervention. Value-based insurance design would reduce or eliminate cost-sharing in these 
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instances in order to promote high levels of adherence to the use of necessary medications; in 
many instances, improved adherence to routinely required medications and other services may 
contribute to avoiding high cost services such as hospitalization. In implementing value-based 
insurance design packages, insurers will have to comply with the actuarial value limits specified 
in the ACA. In this regard, it is important that computation of actuarial value not impede 
inclusions of some services with high cost-sharing (as opposed to excluding them).  

Table 9-1 illustrates how these three principles for updating could be incorporated into future 
versions of the EHB as implemented by health plans in response to guidance from the Secretary. 
The goal is that over time, the package becomes more evidence-based, defined with greater 
specificity, and constructed to encourage the use of high-value care. Plans could further these 
goals by including incentives for consumers to engage in other healthy behaviors. 

 
 
Recommendation 4a: Beginning in 2015, for implementation in 2016 and annually thereafter, 
the Secretary should update the EHB package, with the goal that it becomes more fully 
evidence-based, specific, and value-promoting.  

 
 

TABLE 9-1 Illustrative Comparison of Current and Future Scope of Benefits for the EHB 
Scope of Benefits Eligible for Coverage in Typical 
Policies Today 

Illustration of How Scope of Benefits Might Be 
Described in Future Policies 

Ambulatory care Annual visit to a primary care or specialty 
physician for monitoring of hypertension 
 

Prescription drugs 
 

Antihypertensive medications for persons with an 
established diagnosis of hypertension 
 

Cost-sharing: $10 for generic, $25 for name brand 
medications, and $20 for an office visit 

No cost-sharing for annual visit 
 
No copayment for generic medications for 
treatment of hypertension for patients with JNC 
stage 1 hypertension or higher 

NOTE: JNC = Joint National Committee on Prevention, Detection, Evaluation, and Treatment of High 
Blood Pressure. 
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CONSIDERING TYPICAL EMPLOYER IN THE FUTURE 
Section 1302 of ACA2 also requires that the Secretary of HHS’ report to Congress on 

revising benefits contain a certification from the Chief Actuary of the Centers for Medicare and 
Medicaid Services (CMS) indicating the essential benefits are equal to the scope of benefits 
provided under a typical employer plan.3 The committee’s first recommendation includes 
guidance that the Secretary interpret “typical employer” as a small employer. Because the EHB 
will be incorporated into individual and small group policies both in and out of the exchanges, 
the typical small employer plan over time will be defined by the EHB making an independent 
reference to typical employer less meaningful over time. As referenced in Chapter 1, how 
employers respond to the new options available through the ACA could change the way 
insurance is offered. In addition to employers, insurers may change their behavior and practices 
in response to experience with the exchanges and the EHB. It will be important to monitor the 
changes in insurer behavior and plan offerings as part of the monitoring recommended in 
Chapter 7. Further, states in the future will have the option to open exchanges to businesses of all 
sizes, and firms that choose to offer insurance through an exchange will have those policies 
defined by the EHB. Because the method for updating recommended by the committee is 
designed to keep the costs of the EHB in line with the expected growth in premiums for small 
employers, the committee believes that the Chief Actuary will have to rely primarily on the cost 
of the package to certify that the updated EHB is consistent with the intent of the ACA. The 
committee believes that in going forward, the cost of the EHB should continue to be built on the 
scope of benefits and premiums of small employers.  

METHODS FOR INCORPORATING COSTS INTO UPDATES TO THE 
ESSENTIAL HEALTH BENEFITS 

The committee has concluded that the updating process must explicitly consider the cost of 
the EHB and its potential to escalate over time, whether due to technological advances or other 
medical price increases. The alternative would have been for the committee to recommend that 
the Secretary not address cost issues in making changes to the EHB over time. The committee 
believes that it is unacceptable for the Secretary to ignore the costs associated with proposed 
updates to the EHB. This chapter section explores various options considered and selected for 
updating to maintain an affordable and sustainable premium level.  

In considering how the costs associated with the EHB could be incorporated into updates, the 
committee discussed a number of design choices: the level at which costs would be considered, 
the unit by which costs are characterized, the way in which cost information would be used, the 
approach to enforcement, and the mechanism for achieving any cost target. The pros and cons of 
each of these are discussed in turn along with the committee’s understanding of the current 
authority available to the Secretary. 

Level of Consideration of Costs 
The committee considered three potential levels at which costs could be incorporated into 

decisions in subsequent years: (1) federal, (2) state, or (3) health plan.  
                                                 

2 § 1302 (b)(4)(H). 
3 § 1302 (b)(2)(A)-(B). 

1604



Copyright © National Academy of Sciences. All rights reserved.

Essential Health Benefits:  Balancing Coverage and Costs

9-6                                                                                                         ESSENTIAL HEALTH BENEFITS 

PREPUBLICATION COPY: UNCORRECTED PROOFS 

At the federal level, costs would be considered at an aggregate level—without explicit efforts 
to address regional variation in wages, prices, population characteristics; variations in the 
intensity and use of technology; and other potential cost drivers. For example, the Secretary 
could obtain an actuarial estimate from the CMS Chief Actuary of the expected cost to purchase 
the EHB package in the coming year based on a national standard population,4 with explicit 
assumptions about the degree of medical management, network configuration, and other factors 
typically included in pricing plans for employers. The committee believes that taking cost into 
account at a national average level is analogous to the strategy used for setting the initial EHB 
and is within the purview of the Secretary. 

If cost was considered at the state level, differences in the cost structure of health care 
delivery in states would have to be explicitly addressed. For example, an actuarial estimate could 
be obtained for the cost of offering the EHB in each state based on a standard population that 
reflects the characteristics of state residents that are eligible to purchase policies defined by the 
EHB. State-level consideration of costs might also be used to give states flexibility in making 
adjustments to the EHB package to account for state-level health care costs, state-specific health 
problems, and resident preferences (Branscome, 2011). The committee believes that an 
assessment of costs at the state level is consistent with the required guidance from the Secretary 
about rates of premium growth considered to be excessive (HHS, 2010). The committee also 
concludes that few states today have undertaken such assessments and that it might be difficult 
for most states to conduct this work. 

If costs were considered at the health plan level, estimates would have to be derived for plans 
within states or for types of plans within states. These cost estimates would be designed to make 
explicit how tradeoffs are made among the prevailing costs of care, comprehensiveness of 
benefits, medical management, network design, and other factors. Plans might be asked to 
produce packages to offer on the exchanges that fall within the cost guidance and the required 
EHB design. Alternatively, if the focus of costs is at the plan level, the Secretary might consider 
a competitive bidding process similar to that conducted under Medicare Part D. The committee 
noted that the Secretary does not currently have clear authority to direct or influence pricing of 
plans, with the possible exception of plans that might be offered in a national or federally 
directed exchange. 

The committee concluded that costs should be incorporated into updates at the federal level 
consistent with the level at which the EHB are defined and aligned with its approach in the 
committee’s first recommendation in this report. 

Unit at Which Costs Are Characterized 

The committee considered three possible ways in which costs might be characterized:   
(1) estimated premiums, (2) total federal spending (by category), or (3) rates of change. 

The use of premiums as a budget mechanism to incorporate costs into updates is consistent 
with the committee’s recommended method for establishing the initial health benefits package. 
Estimated premiums are also one factor incorporated into the cost estimates produced by the 
Congressional Budget Office (CBO) during debate over the ACA.5 Premiums are the unit by 

                                                 

4 The national standard population in this case would be those eligible to purchase policies defined by the EHB, that is, the individual and  
small group market. This is the group that the RAND microsimulation used for its analyses.  
5 The others being the expected number of newly insured and their distribution by type of insurance, including the number eligible for 

federal subsidies (CBO, 2009). 

1605



Copyright © National Academy of Sciences. All rights reserved.

Essential Health Benefits:  Balancing Coverage and Costs

UPDATING THE EHB  9-7 

PREPUBLICATION COPY: UNCORRECTED PROOFS 

which costs are characterized for most purchasers, whether employers or individuals. Premiums 
are a familiar way to express the average expected cost of a package of benefits being offered 
and are the “price” at which comparative shopping for plans takes place. There are, of course, 
many factors (e.g., benefit design, population) besides the EHB that go into actuarial calculations 
of premiums; the committee considered whether all of the inputs to premiums should be 
accounted for in policy decisions around incorporating costs into the updates.  

Another option the committee considered was to use the federal budget for subsidies and for 
Medicaid spending as the unit of cost focus. Similar to premiums, the total cost to the federal 
government was a significant element of the debate over the law, and design choices were made 
in order to achieve an overall spending target set by the President and Congress. This federal 
budget amount accounts both for the unit costs (e.g., premiums) of health insurance and for the 
number of people opting for Medicaid or public subsidies for private insurance. The committee 
has concluded, however, that because the EHB definition is just one component of determining 
the total federal budget amount for subsidies and Medicaid, this is a less useful way of 
characterizing costs in updating the EHB. 

A third option is to use the rates of increase in health care spending or in premiums in 
incorporating costs into updates to the EHB package. In deciding on the package of benefits to 
offer each year, employers typically receive an estimate of the cost of purchasing a package of 
benefits in the next year that reflects changes in medical prices, utilization of services, 
incorporation of new drugs and devices, and characteristics of the population. Because the 
growth in premium prices has exceeded growth in both the purchasing power of the individual 
(wages) and the economy (gross domestic product, GDP), health care spending is consuming an 
increasing share of economic output. To control total costs to firms, employers have introduced 
new products such as high-deductible health plans and other methods for increasing the share of 
costs paid by individual employees, have changed provider network design, and have reduced 
the scope of benefits (Claxton et al., 2010).  

Within this option, the committee noted that the Secretary could either use information about 
trends to establish the new cost target within which the scope of benefits would be defined or 
establish targets around the rate of growth in premiums that are designed to help slow or reverse 
the growth in health spending (e.g., limiting the allowable growth of premiums to the growth in 
GDP plus 1 percentage point). In other parts of the ACA, Congress called for ways to address 
health spending growth. For example, the ACA requires that between 2014 and 2018, 
adjustments be made to the calculation of premium subsidies that reflect the relative change in 
premiums compared to changes in household income (known as the regular indexing approach).6 
After 2018, an additional adjustment factor is included that accounts for the excess in premium 
growth compared to the growth in the Consumer Price Index in urban areas.7 These indexing 
methods are designed to ensure that the intent of the original subsidy structure is maintained. The 
report that the Secretary must deliver to Congress annually includes the impact of changes in the 
EHB on costs as well as the interaction between additions or expansions to the EHB and 
concomitant reductions in existing benefits in order to meet actuarial limits required by the law. 
The ACA also established an Independent Payment Advisory Board (IPAB) to identify 

                                                 

6 § 1401(b)(3)(ii)(I). 
7 § 1401(b)(3)(ii)(II). 
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mechanisms for keeping the growth in Medicare spending linked to the growth of the economy 
(GDP plus 1 percentage point).8   

The committee noted that the Secretary could consider trends on an annual basis or within a 
longer time frame but ultimately recommends an annual update. The committee concludes that 
premiums should be the unit at which costs are characterized and that the Secretary should use 
the average national premium estimate for a silver-level plan as a tool for setting a budget 
constraint within which updates to the EHB are evaluated. 

Use of Cost Information 
The committee considered three ways in which information about cost could be used to 

inform updates to the EHB package: (1) for guidance, (2) to establish voluntary goals, or (3) as a 
binding constraint. 

If cost information were used for guidance, the Secretary might issue an annual report noting 
the increased cost to purchase the EHB package and the cost implications of proposed changes to 
the package of benefits. There would be no explicit incorporation of costs into updates; changes 
would be based solely on evidence about the effectiveness of new categories of service. The 
Secretary could provide some guidance about how changes in the EHB package (e.g., the 
addition of a new category of coverage or a new set of services within an existing category) 
would affect changes in the premiums, total costs, or rates of change in health care spending. 

Using cost information to establish voluntary goals would encourage states and health plans 
to take action to achieve the goal. For example, the Secretary could justify changes to the EHB in 
terms of a desire to voluntarily keep premium prices within some limit, to ensure federal 
spending is capped at a particular level, or to maintain a predetermined rate of growth in health 
care spending. Voluntary goals could be set for states or for health plans. Voluntary goals have 
been used many times in the past in an effort to avoid more directed federal action in the area of 
cost containment. These efforts have largely been unsuccessful in achieving goals in the long 
run, although they have slowed growth of spending in the short run (Block et al., 1987; 
Raphaelson and Hall, 1978).  

Using cost information as a binding constraint would be done in the context of authority to 
enforce a consideration of cost in future updates to the EHB package. In this case, the Secretary 
would impose a cost target as part of the update, and changes to the benefit package would have 
to fall within the established target. The target could range from one that reflects the current 
trend in medical spending to one that seeks to decelerate the rate of growth. The impact on the 
scope of EHB depends on the extent to which the selected cost target is lower than general 
medical cost trends. For example, if medical cost trends are increasing at 8 percent annually and 
the Secretary were to set a goal of a 6 percent increase, the EHB would have to be scaled back to 
achieve the target. In this case, a binding constraint should not be interpreted to mean that the 
Secretary is setting premium prices in local markets but rather that the actuarial price of updates 
to the EHB cannot exceed a pre-established target.  

The committee has concluded that costs should be a binding constraint on updates to the 
EHB but that the cost target should be linked to the rate of medical inflation so as not to create a 
relative disadvantage for the EHB. The committee recognizes that using cost as a binding 

                                                 

8 § 3403 (c)(6)(C)(ii). 
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constraint is challenging and later suggests some mechanisms to assist the Secretary in 
implementing this approach. 

Approaches to Enforcement 
The discussion around the use of cost information then led the committee to consider 

approaches to enforcement, including none, incentives (rewards), penalties, and a binding 
constraint. 

Guidance and voluntary goals do not require enforcement. These approaches rely on the 
shared willingness of other actors in the health care system to pursue a joint set of goals; all 
actors extends to health insurers, hospitals, physicians, other care providers, manufacturers of 
drugs and devices, regulators, purchasers, employer sponsors, and consumers. The committee 
agreed that without enforcement, health care spending would continue to increase at a rate that 
exceeds growth in the economy. 

If costs were incorporated at a level other than the federal level, using incentives or rewards 
would provide some financial benefit to complying with the policy goals. For example, cost-of-
living increases could be tied to achieving some target cost growth; this is analogous to the 
approach taken to public reporting for hospitals under the Medicare “pay-for-reporting” 
initiative, which was successful in encouraging high rates of participation for a relatively small 
investment of money. Many pay-for-performance initiatives link annual cost increases to 
achieving specific performance or activity goals. 

A variety of penalties from financial (fines) to restrictions (e.g., no new subsidized enrollees 
in a plan) could be considered to enforce consideration of cost targets at levels other than the 
federal level. Two key challenges were identified in this area: the statutory authority currently 
held by the Secretary and balancing an effective enforcement approach against ensuring an 
adequate number of plans offered in the market. If too few plans are available as a result of strict 
enforcement practices or if too few providers are willing to contract with these plans over time, 
people might encounter difficulties in complying with the individual mandate or in accessing 
care. 

Finally, if the Secretary required that a cost target be a binding constraint on updates to the 
EHB at the federal level, this would constitute an effective enforcement mechanism. The 
committee has concluded that this approach is the preferred strategy given its focus on 
incorporating costs at the federal level although the committee recognizes the political and 
technical challenges in enforcing this constraint. Further, the committee notes that under this 
approach the constraint is applied only to the contents of the EHB package. 

Mechanism for Achieving the Cost Target 

The committee considered three mechanisms by which cost targets could be achieved: (1) no 
mechanism; (2) change only what is included in the essential health benefits; or (3) allow factors 
other than the scope of EHB to be adjusted. 

The first approach acknowledges that for certain options, no mechanism to achieve the target 
is required.  

The second approach is to focus on making adjustments to the EHB that are “cost neutral.” 
As updates are considered, in order for a new benefit area or new services to be added within an 
existing area, some other benefit or service would have to be reduced or eliminated to produce a 
package that falls within the cost target. In the future, the Secretary may be asked to consider 
categories other than those initially covered. Such inclusions would have to be considered within 
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the context of the budget constraint. Because a major driver of cost increases is medical 
technology (Smith et al., 2009), whether new technologies are treated as part of the underlying 
trend or treated as a new benefit area will significantly affect how much this approach 
contributes to restraining cost growth. This approach is intended to be consistent with ensuring 
that the EHB package does not become an ever-expanding entitlement over time, resulting in a 
price that makes the package increasingly unaffordable. The committee notes that in the next few 
years, because the EHB is likely to lack specificity, there will be limited opportunities for the 
Secretary to explicitly consider whether certain new technologies should be included or not. 
They will likely be included in the general categories that define the EHB at the outset. Going 
forward, however, the committee intends that the specificity of the EHB will increase such that 
the Secretary can address the role of new technology more explicitly and require that inclusion of 
such changes meet the process below. The committee believes that this option is within the 
authority currently held by the Secretary. 

The third approach is to allow all factors that can influence health care costs to be available 
for achieving the cost target. This would allow levers such as network design, value-based 
purchasing, medical management, and similar tools to be used to achieve a cost target. While 
benefit design would be one of those tools (though limited by the actuarial value rules), it would 
not be the only available option. The committee believes that this approach is most effectively 
executed at the state and health plan levels and would anticipate that the implementation of the 
EHB would incorporate these strategies. 

The committee has concluded that adjustments to the EHB should be cost neutral, that is, any 
changes could not result in a package that is more expensive than the estimated cost of the 
existing package in the next year. Putting the design choices together, the committee 
recommends that costs be incorporated into updates to the EHB at the federal level, using 
premiums as the unit at which the costs of the EHB are characterized, using cost information to 
create a binding constraint on the content of future year packages, enforcing a cost-neutral 
approach to updates, and achieving the premium target only through changes in the EHB. The 
committee believes that the public deliberative process described previously in this report should 
be used to inform priorities for making tradeoffs within the cost constraints.  

 
Recommendation 4b: The Secretary should explicitly incorporate costs into updates to the EHB 
package. 

• The Secretary should obtain an actuarial estimate of the national average premium for 
a silver-level plan with the existing EHB package in the next year; the estimate will 
account for trends in medical prices, utilization, new technologies, and population 
characteristics. 

• Any changes to the EHB package should not result in a package that exceeds the 
actuarially estimated cost of the current package in the next year. A public deliberative 
process should be used to inform choices about inclusions to or exclusions from the 
updated package, with specific attention to how inclusion of new benefits could 
affect the availability of existing covered benefits. 

 

Consequences for EHB and the ACA of Failing to Address Rising Health 
Care Costs 

Congress clearly signaled a concern about the impact of changes to the EHB over time on the 
costs of the package and on existing coverage by calling these items out as specific required 
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aspects in the annual rep01i to Congress and the public. From the beginning of its deliberations, 
the committee unanimously agreed that if the country does not address the problem of health 
care costs growing faster than the GDP, the effectiveness of the ACA in achieving its goal of 
substantially reducing the number of people without a basic level ofhealth insmance will be 
undennined. This is necessmy to ensme the integrity of the EHB in the futme. The committee 
offers two concrete illustrations of the problem. 

As Figme 9-1 shows, U.S. health cm·e spending is increasing in all sectors at an exponential 
rate. The Chief Actuaty for the Centers for Medicare and Medicaid Services estimates that the 
ACA will not result in a deceleration in the spending growth rate, but likely will contribute to a 
small increase (0.9 percent between 2010 and 2019) (CMS, 2010a). 
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FIGURE 9-1 U.S. health care expenditure trends. 
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Rapid growth in health spending by itself would not be a problem if the U.S. economy were 
growing at the same rate, but this is not the case, as shown in Figure 9-2. Since 1990, the growth 
in national health care spending consistently has exceeded the growth in GDP by 2 to 3 
percentage points. The effect of this pattern is that an increasing share of national spending goes 
to health care, which crowds out spending on other goods and services by individuals, 
businesses, and governments, such as support for public education, investment in infrastructure 
(e.g., transportation and utilities), and provision of social services for vulnerable populations. 

 

 
 
   
FIGURE 9-2 U.S. national health care spending relative to growth in GDP.  
SOURCE: Catlin, 2007. Copyrighted and published by Project HOPE/Health Affairs as Catlin et al., 
National health spending in 2005: The slowdown continues. Health Aff (Millwood):2007; 26(1):142-153. 
The published article is archived and available online at www.healthaffairs.org. 
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How does this affect the definition and updating of essential health benefits? Among other 
things, it means that each year it will cost relatively more of everyone’s income to purchase the 
same package of benefits, reducing both individual and social capacity to spend and invest in 
other areas. The committee’s recommendation 4b is designed to ensure that the EHB not 
accelerate the increase in spending above the rate of medical inflation for the 68 million 
Americans whose terms of purchase are governed by the EHB definition. However the 
committee also recognized that the EHB should not be held to a different standard than the rest 
of the public and private health care sectors—for example, by limiting the growth in spending on 
the EHB alone. If the committee had recommended that the growth in the estimated average 
premium to purchase the EHB be held to a lower rate of growth than overall medical spending, 
the result would have been to make the EHB cover less and less over time—clearly at odds with 
the intent of Congress.  

Since the committee’s recommendation in 4b allows the cost of the EHB to increase with 
medical inflation, this enhances the likelihood of maintaining the initial level of 
comprehensiveness established by the Secretary. Unfortunately, this also means that the cost of 
the EHB will likely continue to increase faster than wages and faster than the growth in the 
economy. In turn, the number of people who will be able to afford to purchase the EHB-defined 
insurance will decline. As the premiums increase, subsidies will take a larger share of the federal 
budget. As premiums rise, many more people will choose to enroll in Medicaid, rather than a 
private plan on the exchange, increasing the strain on state budgets. All of these consequences 
violate one of the criteria established by the committee:  the EHB should be affordable for 
consumers, employers, and taxpayers. The committee further envisioned that the pressure on 
federal and state budgets might lead to repeal of the EHB requirement. This threat to the long-
term integrity of the EHB caused the committee to consider what could be done in order to 
mitigate these adverse consequences.  

Serious efforts to change the rate of increase in health spending will have to go beyond the 
definition of essential health benefits—the cost trend cannot be moderated through this 
mechanism alone. Mindful of its focus on EHB integrity, the committee considered a variety of 
strategies for addressing this problem and came to some conclusions about desirable attributes of 
an approach the Secretary might adopt. First, the committee considered whether a Medicare-only 
strategy for reducing health spending growth might be enough to change the country’s health 
care spending trajectory. Although Medicare represents a significant portion of the U.S. health 
market (20 percent) (CMS, 2010b), Medicare is the only sector that is not directly subject to the 
EHB, and it is not clear that changes in this segment of the market alone would be enough to 
affect overall spending. The committee was also concerned that Medicare-only strategies might 
result in responses in other segments that include higher rates of increase in prices in the non-
Medicare market and changes in the quantity and quality of services offered to all patients, which 
might undermine the effectiveness of this particular cost control strategy. In fact, in a hearing on 
the 2011 Medicare Trustees Report, representatives from the American Academy of Actuaries 
indicated that “when evaluating proposals to improve Medicare’s financial condition, it is 
important to recognize that improving the sustainability of the health system as a whole requires 
slowing the growth in overall health spending rather than shifting costs from one payer to 
another” (American Academy of Actuaries, 2011). 

The committee then considered whether a federal-only or government-only strategy would be 
adequate to control health spending and preserve the intended scope of health benefits. Federal 
sources of spending (Medicare, Medicaid, Department of Defense [DOD], Department of 
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Veterans Affairs [VA], Federal Employees Health Benefits Program [FEHBP], Indian Health 
Service, community health centers, Title X clinics) combined represent a substantial portion of 
the health care market (27 percent according to the CMS Actuary). State spending, dominated by 
Medicaid, adds another 16 percent to the overall share accounted for by the public sector. 
Although this approach would contribute to changes in a larger portion of the market, the 
committee expects that adverse effects on prices in the private sector are possible and that the 
failure to coordinate strategies with the private sector, which is also affected by the EHB, would 
limit the effectiveness of this approach.  

There are a variety of payers and different payment mechanisms in the market today; changes 
in one payer can affect the others in many different ways including choices made about which 
plan to enroll in (Medicaid versus exchange), access to providers willing to take patients with 
different types of insurance, changes in the site of care (hospital versus office or stand-alone 
center), changes in the quantity of services ordered, and changes in the quality of care provided. 
A private-public strategy can ensure that the approaches in each sector are not in conflict with 
one another.  

Having concluded that a strategy that involves all payers is essential to ensure serious 
attention to the problem of rising health care costs and a set of strategies that would not result in 
market distortions, the committee considered whether any existing body could take on this 
charge. None of the examined entities explicitly engages the private sector although IPAB will 
ultimately make recommendations that relate to the private sector.  

Much of the impetus for establishing IPAB was to provide an alternative to Congressional 
deliberation on technical proposals for improving the sustainability of Medicare and this 
influenced the structure and function of IPAB. IPAB has not yet been constituted and has a full 
agenda. Without engagement of the private sector in a meaningful way, the committee believed 
that it is less likely that actions recommended by IPAB for the private sector will be accepted 
and acted upon. The committee believes that IPAB’s structure (i.e., full time, federal employees) 
is not optimal for purposes of engaging the private sector in implementation. Furthermore, the 
IPAB is not required to start making advisory recommendations about spending outside of 
Medicare until 2015. The committee believed that the legislative language for composition, 
function, and timeline of activities for IPAB would have to be changed at least in the following 
ways: (1) have private sector representation, (2) be able to address provider payments before 
2020, and (3) have a unified approach addressing both Medicare and the private sector 
simultaneously (see Ebeler et al., 2011). Because IPAB is seen by some as taking away 
Congressional authority, the committee was concerned that its future might be compromised by 
ongoing political debate over whether it should exist at all, and the prospect for legislative 
change is unpredictable at best. 

Unless a strategy for containing costs throughout the healthcare system is adopted, the 
definition of an essential health benefits package will ultimately fail to achieve congressional 
intent to establish an appropriate basic package that is affordable and extends coverage to 
millions.  

 
Recommendation 4c:   To ensure over time that EHB-defined packages are affordable and 
offer reasonable coverage, the Secretary of HHS, working in collaboration with others, 
should develop a strategy for controlling rates of growth in health care spending across all 
sectors in line with the rate of growth in the economy.  
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The committee concluded that any meaningful approach to developing a strategy for 
controlling cost should include the following attributes: the approach should (1) be nonpartisan, 
(2) include public and private sector collaboration, (3) integrate activities across all sectors, and 
(4) be able to act on the recommendations. For example, the Secretary could co-convene a 
commission with a representative of the private sector experienced in purchasing health services 
to develop and implement meaningful actions to control costs. Because coordinated federal 
action would increase the likelihood of success in the public sector, the Secretary of HHS could 
coordinate federal participation in a commission and oversee federal implementation of such a 
commission’s recommendations.  

In summary, while it may appear that addressing the rate of growth in health care spending is 
beyond the scope of the EHB provisions, the committee views its Recommendations 4b and 4c 
as necessary complements. The committee’s Recommendation 4b is designed to preserve the 
scope of benefits over time and to ensure that the EHB package itself will not accelerate the 
increase in spending by keeping the package equivalent in content. But without making 
concerted progress in stemming rising health care costs (Recommendation 4c), it will cost more 
to purchase the same package of benefits each year, eroding the purchasing power of the 
estimated 68 million people who will depend on EHB coverage. Eventually, the EHB package 
will become a hollow promise of coverage. The committee’s charge was to develop a viable 
approach to defining the EHB that would work now and into the future, and this requires a two-
pronged approach.  

 

NATIONAL BENEFITS ADVISORY COUNCIL 
Having identified a set of recommendations for updating the EHB and addressing the sector-

wide challenges with rising health care costs, the committee next considered whether the 
Secretary would benefit from forming a new advisory group focused on updates to the EHB. The 
committee refers to this advisory group as the National Benefits Advisory Council (NBAC). The 
Public respondents to questions posed about updates to the EHB often noted that this activity 
should not be solely a staff function within HHS because it requires making tradeoffs based on 
science, values, and diverse viewpoints and doing so in a transparent and fair manner. This led 
the committee to agree with numerous commenters that prefer a process to provide the Secretary 
with ongoing, structured external advice, such as through an advisory body. As envisioned by the 
committee, the advisory group, would be 

 
• Comprised of a diverse group of stakeholders and 
• Free from political influences (e.g., by ensuring that benefit decisions are evidence-based 

and that proposed changes are reviewed by an independent, nonpolitical body). 
 

Public comments suggested two main advisory body approaches: an HHS panel or “an 
independent, nonpartisan” advisory body. An HHS panel was variously referred to as an 
oversight body or standing committee (Baker, 2010; Metz, 2010). Before considering whether 
any existing entities could serve this function, the committee identified the functions of an 
external advisory committee. 
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Functions of the NBAC 
The NBAC should advise the Secretary on (1) the research framework and scope of the data 

collection  discussed earlier (Chapter 7), (2) updates to the overall benefit package and related 
benefit design issues, (3) changes to the premium target, and (4) appropriate mechanisms for 
evaluating new interventions. The IOM committee considered whether the NBAC should have a 
role in defining the initial EHB package; while the committee was not opposed to the NBAC 
having a role, the members thought that it would not be practical to get the NBAC appointed and 
operational in a timely enough fashion to be useful in the initial definition process. The 
committee viewed its own activities as contributing to this initial process, and believes the initial 
EHB package will have to rely more on the scope of the typical employer plan than it will in the 
future. Additionally, the recommendation for structured public deliberation and making available 
the actuarial value of possible tradeoffs in rulemaking notices will contribute to a more 
transparent process during the initial definition of the EHB.  

The NBAC approach to updating should conform to the criteria that the committee offers to 
guide the methods for defining and updating the EHB (Figure S-2). The policy foundations that 
the committee used to frame its approach reflect the need to find a balance among competing 
societal goals. The EHB should ensure that the most vulnerable members of society are protected, 
the structure of the EHB encourages appropriate use of services, decisions be made on the best 
available science, available resources are used in the most cost-effective manner, and the process 
to define and apply decisions about the EHB be fair and transparent. The committee has defined 
an explicit approach to developing the updated national average premium to incorporate cost into 
the updating process. This approach is intended to ensure that changes to the EHB are cost-
neutral. The NBAC can provide the Secretary guidance on the considerations in updating that 
premium. Over time, medical trend inflation and other factors in the economy may require 
reexamination of the IOM committee’s recommended approach. In addition, the NBAC should 
ensure that a national public deliberative process is conducted periodically to inform debates on 
tradeoffs. If state-based public deliberations are widespread, sufficient information may be 
gathered and there may be no need to duplicate the process.  

The NBAC is to focus on what is appropriate for subsidized coverage in insurance programs 
that incorporate essential health benefits, not what should be covered in every public or private 
insurance program. Indeed, Section 1302 points out that ACA does not prohibit a health plan 
from providing benefits in excess of the EHB if individuals and/or employers choose to pay the 
additional costs.  

Consideration of Existing Entities 
Having identified the functions of the external advisory committee, the IOM committee 

considered a variety of existing entities to see if they might serve this advisory function as 
summarized in Table 9-2.
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The committee concluded that the USPSTF, MEDCAC, and PCORI would all likely produce 
scientific information that would be useful in considering updates but that none is constituted to 
provide the Secretary with the full range of advice required for updating. Thus, the committee 
recommends that a new body, a National Benefits Advisory Council, be established. The NBAC 
would be staffed by HHS. 

Appointment, Conflict of Interest, and Composition 
The IOM committee recommends that the appointment process for membership to this 

proposed NBAC be coordinated through a nonpartisan entity, such as the Comptroller General of 
the GAO. As part of any selection process, consultation could take place with a range of 
stakeholders on possible nominees, including Congress and the White House, and should include 
a process for disclosure of any real or perceived conflict of interest related to EHB, particularly 
any financial interests and professional or intellectual biases (Guyatt et al., 2010; IOM, 2011a, 
2011b).9 The GAO should take conflicts into account in the selection process and attempt to 
select a council as free of conflicts as possible. The council should be balanced with respect to 
intellectual and professional biases.  

The conflict of interest process should be repeated at the initial meeting of the NBAC and 
repeated periodically. Members should not be participating as representatives of stakeholder 
organizations, but rather as independent individuals. In general, members should divest financial 
investments that could be affected by recommendations, but given the breadth of possible EHB 
recommendations this may not be possible in all circumstances. Allowances can be made for 
exceptions, such as, when the group is not able to perform its work without members who have a 
conflict of interest. In all cases, members should recuse themselves from voting on selected 
topics with specific conflicts.  

Various health care advisory bodies are appointed by the U.S. Government Accountability 
Office (GAO) because of its own nonpartisan status. It provides Congress with reports, 
testimonies, correspondence, and legal decisions and opinions (GAO, 2011b). At its head, the 
Comptroller General of the United States has also been mandated to appoint certain health care-
related commissions, advisory groups, and governing boards (GAO, 2011a), and such 
responsibilities have increased substantially with the passage of the ACA. GAO is responsible 
for the appointments of members of six different bodies, including the Medicare Payment 
Advisory Commission (MedPAC), the Medicaid and CHIP (Children’s Health Insurance 
Program) Payment and Access Commission (MACPAC), the Patient-Centered Outcomes 
Research Institute (PCORI) Governing Board, the PCORI Methodology Committee, the National 
Health Care Workforce Commission, and the Consumer Operated and Oriented Plan (CO-OP) 
Program Advisory Board. The committee intends the NBAC to be advisory to the Secretary, not 
an operational body.10 

The NBAC should be multidisciplinary and balanced, comprising a variety of 
methodological experts and clinicians, as well as populations expected to be affected. This body 
will need sufficient expertise to fulfill its functions, including, for example, persons 
                                                 

9 Recent IOM standards for conflict of interest (COI) regarding clinical practice guideline development include the following elements: 
disclosure of potential conflicts prior to appointment, disclosure within the convened group, and divesture of financial investments whose interest 
could be affected by recommendations, but allowances made for exceptions, such as, when the group is not able to perform its work without 
members who have COI (IOM, 2009). 

10 To be in compliance with the Appointments Clause of the U.S. Constitution. See Buckley v. Valeo, 424 U.S. 1 (1976).  
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knowledgeable about the concerns of small employers, consumers, health professionals, and the 
insurance industry and persons with sufficient understanding of technical aspects of the tasks 
(e.g., economics, health services research, actuarial science). Members’ terms of appointment 
should be staggered to avoid turnover of the entire council at one time.  

Timeline 
Annual updates of the scope of benefits in health insurance contracts are the norm. Such 

updates reflect continuous review processes conducted throughout the year by insurers to 
consider evidence in the peer-reviewed literature, guidelines, and consensus statements; changes 
in regulatory agency approvals or in medical protocols that may necessitate a modification in 
benefits; or other information that is material to the status of a medical technology such as the 
quantity of use and importance of questions that have arisen regarding specific technologies 
(McDonough, 2011).  

Periodicity 
The IOM considered whether an annual update or some other interval was preferable. 

Respondents to the committee’s online questionnaire offered a variety of suggestions—that HHS 
establishing a “six-month monitoring process” (Wojcik, 2010), that the review occur annually 
(Edgington, 2010; Monahan, 2010), every two to three years (Bocchino, 2010; Keller, 2010; 
Mahoney, 2010), or as infrequently as every five years (Hafner, 2010). On the one hand, the 
process needs to be responsive to changes in public priorities and advances in clinical 
medicine—for example, some noted the importance of any time line for review having 
“sufficient flexibility to incorporate new information/breakthroughs” (Bocchino, 2010; Sacco, 
2010). On the other hand, insurers, in particular, raised concerns that the frequency of reviews 
“should be balanced with administrative burdens related to the incorporation of new services in a 
benefit package” (Bocchino, 2010). “It will take time for insurers to adopt any new changes 
made by HHS, and consumers have an interest in stable, predictable benefits and costs. 
Unnecessarily adjusting benefit packages will only serve to increase costs for insurers and 
consumers” (Kelmar, 2010). 

Other respondents suggested that updates correspond to updates in the FEHBP, which uses 
an annual contracting process. The committee concluded that annual update was best to be 
consistent with standard contracting practices. It is not expected that the entire EHB must be 
updated annually; however, the Secretary would have the flexibility to update whatever should 
be updated within a reasonable time after finding credible evidence of the need for change. 

The FEHBP cycle illustrates the amount of time required between identifying the need for 
change and getting that change implemented. In the context of updating, it suggests that 2016 
may be the earliest year that a revised benefit package would be offered in exchanges, and 
annually thereafter. Reporting from states on their operations during 2014 will likely not occur 
until at least 2 months into 2015, leaving the balance of that calendar year for consideration of 
revisions. Thus, the first year in which the Secretary would have to identify a premium target is 
for 2016.  

The NBAC provides an important forum for a transparent, public dialogue about how best to 
update the EHB in light of advances in science, information about the trends in health care 
spending, current societal assessments about the relative importance of newly available 

1618



Copyright © National Academy of Sciences. All rights reserved.

Essential Health Benefits:  Balancing Coverage and Costs

9-20                                                                                                         ESSENTIAL HEALTH BENEFITS 

PREPUBLICATION COPY: UNCORRECTED PROOFS 

interventions compared to the existing set, and results from research about the effects of the 
current EHB on access to appropriate care. 

 
Recommendation 5: As soon as is feasible, the Secretary should establish a National Benefits 
Advisory Council (NBAC), staffed by HHS but appointed through a nonpartisan process, such 
as the Office of the Comptroller General of the United States. The NBAC should 

• By January 1, 2013, advise the Secretary on a research plan and data requirements for 
updating the EHB package; 

• Starting in 2015 for implementation in 2016, make recommendations annually to the 
Secretary regarding (1) any changes to the EHB package by applying the committee’s 
recommended criteria (Summary Figure S-2), (2) any changes to the premium target, 
and (3) any mechanisms that would enhance the evidence base of the EHB package and 
its potential for promoting value; and 

• Advise the Secretary on conducting and using the results of a periodic national public 
deliberative process to inform its recommendations around updates to the EHB. 

 

CONCLUSION 
ACA provides for a comprehensive set of categories, within which there are many potential 

services and items eligible to be deemed essential and thereby qualify for public subsidy of 
coverage, thus using pooled public resources. A tradeoff exists between the inclusiveness of 
benefits, the cost of the insurance product for the consumer, and the sustainability of subsidies 
for the taxpayer. If the appropriate balance between comprehensiveness and affordability is not 
attained, there are tangible repercussions: 

 
• If the benefits are not affordable, fewer people will get adequate coverage. 
• If the benefit design puts excessive impediments to access, people will not get the care 

they need. 
• If health care spending continues to rise disproportionately to GDP, the EHB could end 

up being substantially cut.  
 
The committee concluded that any determination of scope of the benefit package should be 

thought about within the context of national, state, and consumer budget constraints and public 
examination of priorities. The committee’s aims for the EHB mirror the criteria for assessing the 
package’s content. The EHB must be affordable, maximize the number of people with insurance 
coverage, protect the most vulnerable individuals, promote better care, ensure stewardship of 
limited financial resources by focusing on high-value services of proven effectiveness, promote 
shared responsibility for improving our health, and address the medical concerns of greatest 
importance to the nation.  
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Appendix A 
 
This appendix includes: (1) the Section of the Patient Protection and Affordable Care Act 

that provides the legislative foundation for the essential health benefits,1 and (2) 10 questions 
that were posted online for public comment to inform the committee on various perspectives. 

 
Patient Protection and Affordable Care Act, 

Section 1302  
 
SEC. 1302. ESSENTIAL HEALTH BENEFITS REQUIREMENTS. 
(a) ESSENTIAL HEALTH BENEFITS PACKAGE.—In this title, the term “essential health 
benefits package” means, with respect to any health plan, coverage that— 
(1) provides for the essential health benefits defined by the Secretary under subsection (b); 
(2) limits cost-sharing for such coverage in accordance with subsection (c); and 
(3) subject to subsection (e), provides either the bronze, silver, gold, or platinum level of 
coverage described in subsection (d). 
(b) ESSENTIAL HEALTH BENEFITS.— 
(1) IN GENERAL.—Subject to paragraph (2), the Secretary shall define the essential health 
benefits, except that such benefits shall include at least the following general categories and the 
items and services covered within the categories: 
(A) Ambulatory patient services. 
(B) Emergency services. 
(C) Hospitalization. 
(D) Maternity and newborn care. 
(E) Mental health and substance use disorder services, including behavioral health treatment. 
(F) Prescription drugs. 
(G) Rehabilitative and habilitative services and devices. 
(H) Laboratory services. 
(I) Preventive and wellness services and chronic disease management. 
(J) Pediatric services, including oral and vision care. 
(2) LIMITATION.— 
(A) IN GENERAL.—The Secretary shall ensure that the scope of the essential health benefits 
under paragraph (1) is equal to the scope of benefits provided under a typical employer plan, as 
determined by the Secretary. To inform this determination, the Secretary of Labor shall conduct 
benefits typically covered by employers, including multiemployer plans, and provide a report on 
such survey to the Secretary. 
(B) CERTIFICATION.—In defining the essential health benefits described in paragraph (1), and 
in revising the benefits under paragraph (4)(H), the Secretary shall submit a report to the 
appropriate committees of Congress containing a certification from the Chief Actuary of the 

                                                 
1 To access the full text of the law: http://docs.house.gov/energycommerce/ppacacon.pdf. In addition, several organizations have published 

summary documents of the law. One example, published by the Kaiser Family Foundation can be found at: 
http://www.kff.org/healthreform/upload/8061.pdf.  
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Centers for Medicare & Medicaid Services that such essential health benefits meet the limitation 
described in paragraph (2). 
(3) NOTICE AND HEARING.—In defining the essential health benefits described in paragraph 
(1), and in revising the benefits under paragraph (4)(H), the Secretary shall provide notice and an 
opportunity for public comment. 
(4) REQUIRED ELEMENTS FOR CONSIDERATION.—In defining the essential health 
benefits under paragraph (1), the Secretary shall— 
(A) ensure that such essential health benefits reflect an appropriate balance among the categories 
described in such subsection, so that benefits are not unduly weighted toward any category; 
(B) not make coverage decisions, determine reimbursement rates, establish incentive programs, 
or design benefits in ways that discriminate against individuals because of their age, disability, or 
expected length of life; 
(C) take into account the health care needs of diverse segments of the population, including 
women, children, persons with disabilities, and other groups;  
(D) ensure that health benefits established as essential not be subject to denial to individuals 
against their wishes on the basis of the individuals’ age or expected length of life or of the 
individuals’ present or predicted disability, degree of medical dependency, or quality of life; 
(E) provide that a qualified health plan shall not be treated as providing coverage for the essential 
health benefits described in paragraph (1) unless the plan provides that— 
(i) coverage for emergency department services will be provided without imposing any 
requirement under the plan for prior authorization of services or any limitation on coverage 
where the provider of services does not have a contractual relationship with the plan for the 
providing of services that is more restrictive than the requirements or limitations that apply to 
emergency department services received from providers who do have such a contractual 
relationship with the plan; and 
(ii) if such services are provided out-of-network, the cost-sharing requirement (expressed as a 
copayment amount or coinsurance rate) is the same requirement that would apply if such services 
were provided in-network;  
(F) provide that if a plan described in section 1311(b)(2)(B)(ii) (relating to stand-alone dental 
benefits plans) is offered through an Exchange, another health plan offered through such 
Exchange shall not fail to be treated as a qualified health plan solely because the plan does not 
offer coverage of benefits offered through the standalone plan that are otherwise required under 
paragraph 
(1)(J); and 
(G) periodically review the essential health benefits under paragraph (1), and provide a report to 
Congress and the public that contains— 
(i) an assessment of whether enrollees are facing any difficulty accessing needed services for 
reasons of coverage or cost; 
(ii) an assessment of whether the essential health benefits needs to be modified or updated to 
account for changes in medical evidence or scientific advancement; 
(iii) information on how the essential health benefits will be modified to address any such gaps in 
access or changes in the evidence base; 
(iv) an assessment of the potential of additional or expanded benefits to increase costs and the 
interactions between the addition or expansion of benefits and reductions in existing benefits to 
meet actuarial limitations described in paragraph (2); and 
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(H) periodically update the essential health benefits under paragraph (1) to address any gaps in 
access to coverage or changes in the evidence base the Secretary identifies in the review 
conducted under subparagraph (G). 
(5) RULE OF CONSTRUCTION.—Nothing in this title shall be construed to prohibit a health 
plan from providing benefits in excess of the essential health benefits described in this 
subsection. 
(c) REQUIREMENTS RELATING TO COST-SHARING.— 
(1) ANNUAL LIMITATION ON COST-SHARING.— 
(A) 2014.—The cost-sharing incurred under a health plan with respect to self-only coverage or 
coverage other than self-only coverage for a plan year beginning in 2014 shall not exceed the 
dollar amounts in effect under section 223(c)(2)(A)(ii) of the Internal Revenue Code of 1986 for 
self-only and family coverage, respectively, for taxable years beginning in 2014. 
(B) 2015 AND LATER.—In the case of any plan year beginning in a calendar year after 2014, 
the limitation under this paragraph shall— 
(i) in the case of self-only coverage, be equal to the dollar amount under subparagraph (A) for 
self only coverage for plan years beginning in 2014, increased by an amount equal to the product 
of that amount and the premium adjustment percentage under paragraph (4) for the calendar 
year; and 
(ii) in the case of other coverage, twice the amount in effect under clause (i). If the amount of 
any increase under clause (i) is not a multiple of $50, such increase shall be rounded to the next 
lowest multiple of $50. 
(2) ANNUAL LIMITATION ON DEDUCTIBLES FOR EMPLOYERSPONSORED 
PLANS.— 
(A) IN GENERAL.—In the case of a health plan offered in the small group market, the 
deductible under the plan shall not exceed— 
(i) $2,000 in the case of a plan covering a single individual; and 
(ii) $4,000 in the case of any other plan. The amounts under clauses (i) and (ii) may be increased 
by the maximum amount of reimbursement which is reasonably available to a participant under a 
flexible spending arrangement described in section 106(c)(2) of the 
Internal Revenue Code of 1986 (determined without regard to any salary reduction arrangement). 
(B) INDEXING OF LIMITS.—In the case of any plan year beginning in a calendar year after 
2014— 
(i) the dollar amount under subparagraph (A)(i) shall be increased by an amount equal to the 
product of that amount and the premium adjustment percentage under paragraph (4) for the 
calendar year; and  
(ii) the dollar amount under subparagraph (A)(ii) shall be increased to an amount equal to twice 
the amount in effect under subparagraph (A)(i) for plan years beginning in the calendar year, 
determined after application of clause (i). If the amount of any increase under clause (i) is not a 
multiple of $50, such increase shall be rounded to the next lowest multiple of $50. 
(C) ACTUARIAL VALUE.—The limitation under this paragraph shall be applied in such a 
manner so as to not affect the actuarial value of any health plan, including a plan in the bronze 
level. 
(D) COORDINATION WITH PREVENTIVE LIMITS.—Nothing in this paragraph shall be 
construed to allow a plan to have a deductible under the plan apply to benefits described in 
section 2713 of the Public Health Service Act. 
(3) COST-SHARING.—In this title— 
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(A) IN GENERAL.—The term “cost-sharing” includes— 
(i) deductibles, coinsurance, copayments, or similar charges; and 
(ii) any other expenditure required of an insured individual which is a qualified medical expense 
(within the meaning of section 223(d)(2) of the Internal Revenue Code of 1986) with respect to 
essential health benefits covered under the plan. 
(B) EXCEPTIONS.—Such term does not include premiums, balance billing amounts for non-
network providers, or spending for non-covered services. 
(4) PREMIUM ADJUSTMENT PERCENTAGE.—For purposes of paragraphs (1)(B)(i) and 
(2)(B)(i), the premium adjustment percentage for any calendar year is the percentage (if any) by 
which the average per capita premium for health insurance coverage in the United States for the 
preceding calendar year (as estimated by the Secretary no later than October 1 of such preceding 
calendar year) exceeds such average per capita premium for 2013 (as determined by the 
Secretary).  
(d) LEVELS OF COVERAGE.— 
(1) LEVELS OF COVERAGE DEFINED.—The levels of coverage described in this subsection 
are as follows:  
(A) BRONZE LEVEL.—A plan in the bronze level shall provide a level of coverage that is 
designed to provide benefits that are actuarially equivalent to 60 percent of the full actuarial 
value of the benefits provided under the plan. 
(B) SILVER LEVEL.—A plan in the silver level shall provide a level of coverage that is 
designed to provide benefits that are actuarially equivalent to 70 percent of the full actuarial 
value of the benefits provided under the plan. 
(C) GOLD LEVEL.—A plan in the gold level shall provide a level of coverage that is designed 
to provide benefits that are actuarially equivalent to 80 percent of the full actuarial value of the 
benefits provided under the plan. 
(D) PLATINUM LEVEL.—A plan in the platinum level shall provide a level of coverage that is 
designed to provide benefits that are actuarially equivalent to 90 percent of the full actuarial 
value of the benefits provided under the plan. 
(2) ACTUARIAL VALUE.— 
(A) IN GENERAL.—Under regulations issued by the Secretary, the level of coverage of a plan 
shall be determined on the basis that the essential health benefits described in subsection (b) shall 
be provided to a standard population (and without regard to the population the plan may actually 
provide benefits to). 
(B) EMPLOYER CONTRIBUTIONS.—The Secretary may issue regulations under which 
employer contributions to a health savings account (within the meaning of section 
223 of the Internal Revenue Code of 1986) may be taken into account in determining the level of 
coverage for a plan of the employer. 
(C) APPLICATION.—In determining under this title, the Public Health Service Act, or the 
Internal Revenue Code of 1986 the percentage of the total allowed costs of benefits 
provided under a group health plan or health insurance coverage that are provided by such plan 
or coverage, the rules contained in the regulations under this paragraph shall apply. 
(3) ALLOWABLE VARIANCE.—The Secretary shall develop guidelines to provide for a de 
minimis variation in the actuarial valuations used in determining the level of coverage of a plan 
to account for differences in actuarial estimates. 
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(4) PLAN REFERENCE.—In this title, any reference to a bronze, silver, gold, or platinum plan 
shall be treated as a reference to a qualified health plan providing a bronze, silver, gold, or 
platinum level of coverage, as the case may be. 
(e) CATASTROPHIC PLAN.— 
(1) IN GENERAL.—A health plan not providing a bronze, silver, gold, or platinum level of 
coverage shall be treated as meeting the requirements of subsection (d) with respect to any plan 
year if— 
(A) the only individuals who are eligible to enroll in the plan are individuals described in 
paragraph (2); and 
(B) the plan provides— 
(i) except as provided in clause (ii), the essential health benefits determined under subsection (b), 
except that the plan provides no benefits for any plan year until the individual has incurred cost-
sharing expenses in an amount equal to the annual limitation in effect under subsection (c)(1) for 
the plan year (except as provided for in section 2713); and 
(ii) coverage for at least three primary care visits. 
(2) INDIVIDUALS ELIGIBLE FOR ENROLLMENT.—An individual is described in this 
paragraph for any plan year if the individual— 
(A) has not attained the age of 30 before the beginning of the plan year; or 
(B) has a certification in effect for any plan year under this title that the individual is exempt 
from the requirement under section 5000A of the Internal Revenue Code of 1986 by reason of— 
(i) section 5000A(e)(1) of such Code (relating to individuals without affordable coverage); or  
(ii) section 5000A(e)(5) of such Code (relating to individuals with hardships). 
(3) RESTRICTION TO INDIVIDUAL MARKET.—If a health insurance issuer offers a health 
plan described in this subsection, the issuer may only offer the plan in the individual market. 
(f) CHILD-ONLY PLANS.—If a qualified health plan is offered through the Exchange in any 
level of coverage specified under subsection (d), the issuer shall also offer that plan through the 
Exchange in that level as a plan in which the only enrollees are individuals who, as of the 
beginning of a plan year, have not attained the age of 21, and such plan shall be treated as a 
qualified health plan. 
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Web Questions for Public Input on Determination 
of Essential Health Benefits 

 
What is your interpretation of the word “essential” in the context of an essential benefit package?  
 
How is medical necessity defined and then applied by insurers in coverage determinations? What 
are the advantages and disadvantages of current definitions and approaches?  
 
What criteria and methods, besides medical necessity, are currently used by insurers to determine 
which benefits will be covered? What are the advantages and disadvantages of these current 
criteria and methods?  
 
What principles, criteria, and process(es) might the Secretary of HHS use to determine whether 
the details of each benefit package offered will meet the requirements specified in the Affordable 
Care Act?  
 
What type of limits on specific or total benefits, if any, could be allowable in packages given 
statutory restrictions on lifetime and annual benefit limits? What principles and criteria could or 
should be applied to assess the advantages and disadvantages of proposed limits? 
 
How could an “appropriate balance” among the ten categories of essential care be determined so 
that benefit packages are not unduly weighted to certain categories? The ten categories are 
ambulatory patient services; emergency services; hospitalization; maternity and newborn care; 
mental health and substance use disorders services, including behavioral health treatment; 
prescription drugs; rehabilitative and habilitative services and devices; laboratory services; 
preventive and wellness services and chronic disease management; pediatric services, including 
oral and vision care. 
 
How could it be determined that essential benefits are “not subject to denial to individuals 
against their wishes” on the basis of age, expected length of life, present or predicted disability, 
degree of medical dependency, or quality of life? Are there other factors that should be 
determined? 
 
How could it be determined that the essential health benefits take into account the health care 
needs of diverse segments of the population, including women, children, persons with 
disabilities, and other groups?  
 
By what criteria and method(s) should the Secretary evaluate state mandates for inclusion in a 
national essential benefit package? What are the cost and coverage implications of including all 
current state mandates in requirements for a national essential benefit package?  
 
What criteria and method(s) should HHS use in updating the essential package? How should 
these criteria be applied? How might these criteria and method(s) be tailored to assess whether  
(1) enrollees are facing difficulty in accessing needed services for reasons of cost or coverage, 
(2) advances in medical evidence or scientific advancement are being covered, (3) changes in 
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public priorities identified through public input and/or policy changes at the state or national 
level?  
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Appendix B 
 

Stakeholder Decisions on Health Insurance 
 
 
This appendix expands upon Figure 1-2 in Chapter 1 with a discussion of how various 

stakeholder (individual, employer and employee, state, and health insurance company) decisions 
in the course of ACA implementation might individually, and together, impact the health 
insurance landscape.   

INDIVIDUAL CHOICE  
The individual purchaser must decide whether to buy insurance or not, which type of plan to 

participate in, and given a choice of plans, how much out-of pocket expenditures (premiums, 
deductible, co-pays) are considered affordable. 

Take-up Decisions 
Because of the individual mandate, individuals will have to decide whether to purchase 

insurance or accept the penalty.1 Depending on their financial circumstances, employment status, 
and attitudes toward having insurance, they will have choices among employer-sponsored 
insurance, subsidized coverage on the exchange, Medicaid, or even to remain uninsured. The key 
dollar triggers for individual take up are outlined in Box B-1. 

 
 
 
 
 
 
 
 
 
 
 

                                                 

1 Those without health insurance coverage will be required to pay a penalty in the form of a tax. This penalty will be the greater of $695 per 
year up to a maximum of three times that amount ($2,085) per family, or 2.5 percent of household income. It will be phased in: $95 in 2014, $325 
in 2015, and $695 in 2016; or 1.0 percent of taxable income in 2014, 2.0 percent in 2015, and 2.5 percent in 2016. Beginning after 2016, the 
penalty will be increased annually by the cost-of-living adjustment. Exemptions will be granted for financial hardship, religious objections, to 
American Indians, those without coverage for less than three months, undocumented immigrants, incarcerated individuals, those for whom the 
lowest-cost plan option exceeds 8 percent of an individual’s income, and those with incomes below the tax filing threshold (in 2009 the threshold 
for taxpayers under age 65 was $9,350 for singles and $18,700 for couples) (§ 1501 and § 10106).  
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BOX B-1 
Key Dollar Triggers for Individuals (in 2011 dollars) 

Medicaid Eligibility 
Eligibility: 138 percent federal poverty level (FPL) [$15,028 for individual, $30,843 for family of four 

in 2011] 
* No premium and nominal cost-sharing 

Penalty for Not Having Insurance in 2016 
Is greater of 

o $695 per person, up to $2,085 family OR 
o 2.5 percent adjusted gross income share of premium for lowest-cost option 

Exemption for financial hardship: 

o Share of premium for lowest-cost option 2:: 8 percent of income ($3,551 for median 
income), AND 

o Those with incomes below tax filing threshold ($9,350 for single; $18,700 for couples in 
2009) 

Exchange Subsidy 
*Eligibility: 139-250 percent FPL ($15, 137-$27,225 for an individual or $31 ,067-$55,875 for a family 

of4in 2011] 
o Sliding scale tax credits limit premium costs to 3-8.05 percent of income; sliding scale 

cost-sharing credits 

*Eligibility: 251-400 percent FPL [$27,334-$43,560 for an individual; $56,099-$89,400 for a family of 
four in 2011] 

o Sliding scale tax credits limit premium costs to 8.05-9.5 percent of income; no cost
sharing credits 

Exchange Nonsubsidized: 
*Eligibility: > 400 percent FPL 

o No sliding scale tax credit and no cost-sharing credits. 
o No annual limit on deductibles specified in legislation 

NOTE: The FPL ranges are in current 2011 dollars. The triggers will be in 2014 dollars. 

With implementation of ACA, those cun ently uninsured will have to decide if they want to 
purchase coverage to obtain the financial protection and access that insurance provides or violate 
the mandate and pay the penalty. While some pmiies have criticized the mandate that eve1yone 
has to buy insurance, others have been critical that the imposed penalty ammmt is too low to 
motivate many to buy insurance, pmiicularly if the premiums associated with the EHB are high 
(Kaiser Health News, 2010). 

Choice of Insurance 

Consumers purchasing private plans will retain their choice of insurer m1d type of plan 
purchased, and they aTe not required to purchase plans through the health insurance exchanges. 
The EHB will set a minimum set of standard benefits for health insurance plans offered to 
individuals and small businesses. Plans may add additional benefits beyond those in the EHB 
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package, and an individual could choose to purchase the plan that best suits their individual or 
family needs, although purchasing additional benefits can mean a higher premium.   

Out-of-Pocket Cost 
Out-of-pocket costs include premiums, deductible payments, and co-payments (see Chapter 2 

for further discussion). Just as now, insurers will offer a variety of consumer plan options; 
having a more standardized benefit set should help consumers more easily comparison shop for 
the best value for them. Besides the initial premium, most plans have a deductible that the 
consumer must pay before insurance coverage begins. If enrolled in a plan that is a health 
maintenance organization (HMO), the consumer would have a primary care physician, be 
limited to the health care providers in that network, and would need a referral from the assigned 
primary care physician to see a specialist. If consumers choose a plan with a preferred provider 
network, they can see those preferred providers and only be responsible for the deductible and 
co-payment. It is possible to see an out-of-network provider, but it will cost you more if there is a 
difference between the provider’s bill and the approved level of coverage for in-network 
providers. Prospective patients have to consider, when seeking care, whether the “value of the 
care exceeds the out-of-pocket costs” (Baicker and Chandra, 2008).  

Research has shown that people without health insurance are more likely to experience 
financial burdens associated with utilization of health care services or to avoid the use of needed 
care due to the cost barrier. Yet, even among the insured, underinsurance has emerged as a 
barrier to care. For the healthy uninsured, those medical out-of-pocket (MOOP) costs may be 
minimal, but for the less healthy person they can be substantial. For example, 27 percent of the 
uninsured with chronic conditions spend more than 10 percent of their family income on MOOP 
expenses; similarly 30 percent of those who are poor spend more than 10 percent on MOOP 
expenses (Banthin, 2011; Banthin et al., 2008).2  

Because about 80 percent of individuals using the exchange are expected to be lower income 
(CBO, 2009), they will qualify for subsidies on a sliding scale when their income falls between 
133 and 400 percent FPL (U.S. Census Bureau, 2011).3 The subsidies are designed to hold 
enrollee spending on premiums at 3-9.5 percent of their household income (KFF, 2011b), in the 
form of an advanceable tax credit available at the time of purchase and paid to the insurer 
monthly rather than as a refund on a person’s tax return after the year is over.4 Households with 
incomes from 139-250 percent of the FPL will also receive subsidies for cost-sharing (KFF, 
2011a). The poorest citizens with incomes up to 138 percent of the FPL will qualify for 
Medicaid (KFF, 2011a).5 Persons who buy outside the exchange will pay the entire premium, as 
will those buying in the exchange whose income is over 400 percent of the FPL. 

CBO estimated the impact of health reform on premiums under the Senate Bill H. R. 3590, 
which is similar to the final ACA provisions, based on an average employer premium. The cost 
for individuals to buy in the exchange on their own is likely to result in a premium that is 10-13 

                                                 

2 Note: Medical Expenditure Panel Survey (MEPS) data include premiums in MOOP calculations (Banthin et al , 2008). 
3 In 2011, 133 percent of the FPL was $29,725,50 for a family of four; 400 percent of the FPL was $89,400 for a family of four (HHS, 

2011). The subsidies are designed to hold enrollee spending on premiums at 3 to 9.5 percent of their household income (KFF, 2011b), in the form 
of an advanceable tax credit available at the time of purchase paid to the insurer monthly rather than as a refund on a person’s tax return after the 
year is over. §1412(c)(2)(A). 

4 § 1412(c)(2)(A). 
5 The Medicaid eligibility level is set at 133 percent of the FPL, but a 5 percent disregard effectively raises it to 138 percent (§ 1004(e)). 
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percent higher than without ACA requirements due to the more comprehensive nature of the 
required essential health benefits and the constraints on out-of-pocket costs. On the other hand, 
premiums would be effectively reduced by 56-59 percent for individuals who qualify for 
subsidies (CBO, 2009). 

EMPLOYERS AND EMPLOYEES 

Decision to Offer 

Businesses, whether small or large fums, must first consider the value of offering insurance, 
not only in tenns of recmiting and retaining their workforce, but also as a mechanism to meet 
employee expectations, promoting wellness and productivity. They must also consider the law's 
individual mandate, and the subsequent increased demand for insurance by their employees 
(Eibner et al., 2010). Uninsured employees who do not want to pay a penalty will acquire 
insurance. Similarly, although not explicitly a mandate, beginning in 2014, fnms with 50 or more 
employees that do not offer insurance and have one or more employee who obtains a tax credit 
on the exchanfe (excluding the fn·st 30 employees), will have to pay a "fee" (penalty) of$2,000 
per employee (Section 1513). If employees are older and sicker, an employer may find it more 
financially advantageous to pay the penalty than to offer health insurance. This and other dollar 
considerations for employers and employees are outlined in Box B-2. 

BOX B-2 
Key Dollar Considerations for Employers and Employees 

Employer "Fees" 
• Firms with more than 50 employees that do not offer coverage are subject to a "fee" of $2,000 per 

employee if one or more employees obtains a tax credit on the exchange (excludes first 30 
employees) 

• Firms with more than 50 employees that DO offer coverage are subject to a "fee" of the lesser of 
$3,000 per employee receiving a tax credit on the exchange or $2,000 per full-time employee 

Employee Eligibility for Tax Credit 
• Employees are eligible for tax credit if actuarial value of employer plan is less than 60 percent 

OR if employee share of premium exceeds 9.5 percent of income 

Employee Deductible Limit in ESI 
• Maximum deductible of $2,000 for individual and $4,000 for others (Section 1302(c)(2)(A)). 

Insurer Cadillac Tax 
• Excise tax on insurers of employer-sponsored health plans with aggregate values greater than 

$10,200 for individuals and $27,500 for families starting in 2018 

6 Note the penalty does not apply to the first 30 employees. 
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Self-Insure or Fully Insure 
A second decision facing employers is whether to self-insure or fully insure. With the 

implementation of ACA, research by RAND estimates little impact on employers that self-fund 
their insurance—that is, the employer provides health benefits to its employees with its own 
funds; these are typically but not always larger employers. However, RAND also found that a 
third of small businesses may self-insure if use of low attachment-point stop-loss insurance is 
allowable as a form of self-insurance,7 enabling them to avoid the EHB requirement (Eibner et 
al., 2011). Self-insured employers are exempt from ACA requirements on essential health 
benefits and from state-mandated benefits. Even though exchanges are not open to large 
employers initially, the National Business Group on Health, which represents large employers, 
still expressed concern about the content of EHB since “many employers will see anything the 
federal government does to define essential benefits as the floor for all benefits and that will have the 
effect of driving up costs” (Darling, 2011). In fully insured ESI, on the other hand, an employer 
contracts for insurance coverage through an insurance company rather than taking the risk 
directly. About half of the employees participating in this form of ESI are considered likely to 
purchase insurance through state-based health insurance exchanges because of a combination of 
better coverage options and lower costs.  

Level of Subsidy 
In making decisions to offer and/or to self-insure, firms will have to take into account tax 

credits, the applicable fees or penalties when not participating, and the availability of tax credits 
for employees, currently and into the future. ACA authorized a temporary tax credit beginning in 
tax year 2010 for businesses with less than the equivalent of 25 full-time employees with average 
annual wages of $50,000 or less8 (IRS, 2011b; Peterson and Chaikind, 2010). These small firms 
will receive a tax credit up to 35 percent of the employer premium contribution (employers must 
be contributing at least half of the premium), and this tax credit portion will rise to 50 percent in 
2014 at the time employers are required to offer health plan options through the exchange. How 
small the firm is (e.g., 10 or fewer, or larger), the average salary of the workforce, and whether 
the firm is a for-profit or nonprofit entity will determine the actual amount of the credit and how 
long the credit is available.  

Costs 
CBO analyses suggest that small firms with fewer than 50 employees could experience a 

premium change by 2016 of +1 percent to –2 percent without the small business tax credit; 
however, the tax credit would reduce premiums 8-11 percent for eligible firms (CBO, 2009).  

                                                 

7  Stop-loss insurance is a “form of reinsurance that provides protection for annual medical expenses above a certain limit. It can take the 
form of specific stop loss, where the insurance coverage reimburses all claims above a certain deductible (such as $100,000 per individual); 
or aggregate stop loss, where the the coverage reimburses a percentage of claims if a group’s claims exceed a certain percentage of the 
expected level (such as 120 percent)” (SOA, 2009).  Sixteen states have regulations that prohibit insurers from selling stop-loss policies 
with attachment points below specified limits, which range from $5,000 to $25,000 (Eibner et al., 2011). Jost further comments, when small 
employers “purchase “self-insured” packages from insurers, including stop-loss coverage with very low attachment points and 
administrative services, they are essentially purchasing conventional health insurance, except that it is free from state regulation” (Jost, 
2011). 
8  § 1421. 
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STATES 
States are concerned about their fiscal picture, taking into consideration the population that 

will be newly eligible for Medicaid, any impact the scope of the EHB package might have for 
their state employee benefit programs, and the extent to which the EHB will include current state 
mandates.  

Medicaid Costs 
Figure B-1 illustrates how states’ current Medicaid coverage levels stack up against the new 

ACA eligibility standard of 133 percent of the FPL for adults (with a 5 percent income 
disregard). While the EHB does not apply to this Medicaid expansion program, it forms the 
backdrop against which other decisions may affect state financial resources. Some states have 
expressed concern that the Medicaid expansion will be detrimental to their already tight budgets; 
others are finding that there may be choices in how they implement the ACA Medicaid 
provisions that may be beneficial once they take into account federal match provisions. They will 
have to consider the proportion and amount of Medicaid spending that they must cover versus 
what portion is paid by the federal government; this will vary considerably by state.  

 

 
FIGURE B-1 States vary in potential size of newly eligible Medicaid population.  
SOURCE: § 2001(a)(1)(C); KFF, 2011d.  
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States will also have to make decisions about how the exchange program intersects with any 
existing or other newly planned state programs, and how continuity of administration, continuity 
of care, and alignment of benefits across programs can be best ensured, since individuals and 
families frequently face eligibility changes (Washington State Health Benefit Exchange Project 
Health Care Authority, 2010). The EHB package will not apply to traditional Medicaid, which 
has its own set of federal mandatory benefits as well as optional benefits states can elect under 
Title XIX of the Social Security Act.9  

Questions have been raised about whether there will be a smooth transition or a disruption 
for those who sit at the interface between Medicaid and subsidy eligibility (i.e., 139 percent of 
the FPL), in terms of disruption in both the benefits covered and the network of available 
providers. Experience demonstrates that individuals “churn” in and out of Medicaid eligibility 
and enrollment frequently; Sommers and Rosenbaum estimate that 35 percent will have their 
eligibility change from Medicaid to the exchanges or the reverse within six months, and 50 
percent will experience a change within one year (Sommers and Rosenbaum, 2011). Addition-
ally, 401 percent of the FPL presents another “cliff;” in this case, where the affordability of the 
EHB package falls solely on the individual.10  

EHB Applicability to State Programs 
As noted in Chapter 1, the EHB will apply to the new Medicaid benchmark and benchmark-

equivalent plans and state basic health insurance plans for low-income persons not eligible for 
Medicaid, unless the plans are grandfathered in with their current arrangements because they 
were operational when ACA passed. The EHB will also apply to state employee benefit 
programs unless they are self-insured.  

 Medicaid benchmark and benchmark-equivalent plans were initiated under the Deficit 
Reduction Act of 2005 to give flexibility to states to define a different scope of services than that 
of Title XIX, although programs are held to a benchmark (i.e., FEHBP preferred provider 
equivalent coverage, state employee coverage, a health maintenance organization [HMO] with 
the largest insured commercial population in the state, or any other HHS Secretary’s approved 
benefits coverage). Certain groups of individuals are exempt from being enrolled in benchmark 
plans (Families USA, 2010).11  

The State Basic Health Program is an optional insurance plan that states elect to develop in 
order to cover persons whose income falls between 133 and 200 percent FPL and for low-income 
legal resident immigrants who are not eligible to receive Medicaid. Federal subsidies to the states 
for this type of program would be at a level equivalent to 95 percent of the federal subsidy if the 
person had participated in the exchange. Other requirements besides the EHB include that the 
premium not exceed what would have been paid in the exchange; the plan, to the extent available 
in the area, is a managed care system; and innovations in care coordination are fostered (Dorn, 
2011).  

                                                 

9 Social Security Act § 1902(a)(10)(A).  
10 Personal communication with Carolyn Ingram, State Medicaid Directors Conference Call, February 16, 2011. 
11 Categories exempt from mandatory enrollment in a benchmark program include: “pregnant women, dual eligibles, blind and disabled 

individuals, children in foster care, TANF [Temporary Assistance for Needy Families] and Section 1931 (mandatory parents, women in the breast 
or cervical cancer eligibility categories, terminally ill hospice patients, some institutionalized populations, medically frail and special needs 
populations, beneficiaries who quality for long-term care, and medically needy individuals and those who spend down to qualify for Medicaid” 
(Families USA, 2010). 
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State Mandates 
States are also concerned about what the relationship will be between mandates required by 

each state’s own legislature and the EHB. States must pay the cost of mandates that are above 
and beyond the EHB, having repercussions for state budgets12. On the other hand, if the EHB 
was set to mirror the requirements of a state with many mandates, then a state with a history of 
few mandates would expect that newly resulting commercial insurance products might far 
exceed what the state thinks is an acceptable premium for its residents. For example, if the EHB 
package is more comprehensive than that currently offered for state employees, the state will 
incur additional expenses. 

HEALTH INSURANCE COMPANIES 
Insurers must decide which markets to enter, which products they will offer, and at what 

premium price levels.  

Products 
Insurers participating in the exchanges must offer at least one gold and one silver plan, each 

of which must meet certain standards—on benefits, sufficient provider choice in networks 
(including essential community providers), cost-sharing, premiums, rating restrictions, uniform 
quality improvement strategy, and measurements of plan performance—that are the same for 
new enrollees whether the plan is offered in or out of the exchange.13,14

 Up to now, it has been at 
the discretion of insurance companies to decide what benefits to offer in their policies or plans 
and adjust benefits and prices according to the market demand. ACA requires individual and 
small group plans to incorporate the EHB; however, it also says that insurers can offer benefits 
“in excess of the essential health benefits.”15

  

Pricing 
Under ACA, there is guaranteed issue, meaning an individual cannot be turned down based 

on health or risk status, nor can an employer be turned down for the health status of its 
employees. Only a few demographic characteristics can still be factored into the premium rates: 
geographic region, age, and tobacco use, but the latter two have restrictions (i.e., premiums for 
older individuals can only be three times higher than the premium for younger individuals; 1.5 
times higher for users of tobacco16). ACA still allows insurers to employ utilization management 
practices in common use by group health plans and health insurance issuers at the time of 
enactment and bars the issuance of regulations that would prohibit their use.17  

Deductibles and cost-sharing arrangements are other elements factored into premium prices. 
For example, when two policies have the same benefits, typically the one with the higher 
deductible and higher cost-sharing provisions will have a lower premium, although some 

                                                 

12 § 1311(d)(3).  
13 Requirement to offer at least one gold and one silver plan levels (§ 1301(a)(1)(C)(ii)); benefits (§ 1302(b)(1)(A)-(J)); sufficient provider 

choice in networks (§1311(c)(1)(B)-(C)); premium assistance tax credits for individuals (§ 1401)l reduced cost-sharing for individuals (§ 1402);  
rating restrictions (§ 1311 (c)(3)); quality improvement strategy (§1311(c)(1)(E); and measurements of plan performance, (§1311(c)(1)(D)(i)). 

14 Health insurance coverage already in force before January 1, 2014, will be grandfathered and not subject to the restrictions. 
15 § 1302(b)(5). 
16 § 2701(a)(1)(A)(iii)-(iv). 
17 § 1563(d). 
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exceptions do exist. ACA set limits on deductibles for employer plans ($2,000 for single 
coverage, $4,000 for others) but not individual plans, as well as annual limits on cost-sharing for 
both employer and individual plans. Annual cost-sharing cannot exceed thresholds applicable to 
Health Savings Account (HSA)-qualified high-deductible health plans ($6,050 for individuals 
and $12,100 for families for 2012; (IRS, 2011a). The scope of benefits as well as other benefit 
design and administration elements will have an impact on the ultimate premium; these are 
discussed further in Chapter 2.  
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Appendix C 

Examples of Degrees of Specificity of Inclusions 

 
This appendix first provides illustrative information on health plan inclusions as reported 

through surveys (BLS, 2009; Mercer, 2009, 2010), plan documents (DOL, 2011), and a listing of  
Maryland’s guidance on comprehensive standard health plan requirements for plans offered to 
small businesses (Table C-1). Subsequent tables provide detailed inclusion information for 
standard small group and individual policies for three insurers: CIGNA (Table C-2),1 
UnitedHealthcare (Table C-3),2 and WellPoint (Table C-4).3 Each of these insurers responded in 
their own words and their own understanding of the terms, so the manner in which they 
responded varies slightly. Also it should be noted that while some services are listed under 
headings using the 10 categories of care, this does not mean that the other services listed later in 
the table could not be classified under one of those headings. 

                                                 
1 Personal communication, Rosemary Lester, CIGNA Product, September 9, 2011. 
2 Personal communication, Sam Ho, UnitedHealthcare, September 13, 2011. 
3 Personal communication, Ruth Raskas, WellPoint, September 9, 2011. 
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C-4 ESSENTIAL HEALTH BENEFITS 

Categor~ (Section l>OL BLS BLS Mercer Mercer Mercer Mar~ land's Standard Health 
1302category) 1 ('Y.•)2 Lar~e Small 2009 2009 2011 Benefit Plan Requirements for 

Emplo~er Emplo~er Large Small All Small Businesses 
(%)1 (o/.1)4 (%)' (%)6 (%)7 

Mental health and substance Covered 
abuse 

Inpatient 99%9 Covered 
Outpatient 85% Covered 
Inpatient substance abuse 98% Covered 
detoxification 
Inpatient substance abuse 78% 
rehabilitation 
Outpatient substance abuse 79% 
rehabilitation 

Prescription drui!S 
Covered (generic and brand 
name drugs) 

Pharmacy (full generic+ brand 
coverage) 
Pharmacy (generic only to full 
generic + brand coverage) 
Pharmacy (generic + 1 to full 
generic + brand coverage) 
Specific types of drugs 

Smoking cessation drugs 64% (for 
nicotine 
addiction) 

Weight loss drugs 
Infertility drugs 
Contraceptives 88% 
Sexual dysfunction drugs 

Rehabilitative and habilitafh'e services and devices 
Habilitative services Habilitative: covered (for 

children 0-19 for treatment of 
congenital or genetic birth 
defe.cts) 

9 DOL data predate implementation of the Mental Health Parity and Addiction Act. 
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Laboratory and diagnostic 
setvices 
Blood and blood products 

setvices 
Nutritional counseling 

10 33% of plans reviewed by DOL do not mention coverage. 
11 30% of plans reviewed by DOL do not mention coverage. 
12 54% of plans reviewed by DOL do not mention coverage. 
13 73% of plans reviewed by DOL do not mention coverage. 
14 40% of plans reviewed by DOL do not mention coverage. 
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C-6 ESSENTIAL HEALTH BENEFITS 

Categor~ (Section l>OL BLS BLS Mercer Mercer Mercer Mar~ land's Standard Health 
1302category) 1 ('Y.•)2 Lar~e Small 2009 2009 2011 Benefit Plan Requirements for 

Emplo~er Emplo~er Large Small All Small Businesses 
(%)1 (o/.1)4 (%)' (%)6 (%)7 

vascular disease, or kidney 
disease) 

Medical nutritional therapy 
(diabetes-related) 
Medical nutritional therapy 
( obesitv-related) 
Preventive care services Covered (services rated by the 

USPSTF as A or B) 
Well child and immunization Covered (well child visits 
benefits children 0-24 months and visits 

including immunizations in 
children 24 months to 13 years) 

Pediatric services includinl! oral and vision care 
Pediatric dental 46% 
Pediatric vision 44% 
Soecific O' DCS of services 
Advanced imaging 
Alternative medicine 
(acupuncture, acupressure, 
massage therapy, etc.) 

Acupuncture 35% 24% 41% 
Massage therapy 22% 18% 

Bariatric surgery and treatment 60% 
of morbid obesity (bariatric 

surgery) 
Biofeedback 7% 6% 
Chiropractic 89% 72% 94% Covered 
Adult dental care- preventive 
and basic 
Elective abortion 
Family planning services Covered 
Home health care 71% 75% 93% Covered 
Homeotherapy 12% 11% 
Hospice care 66% 69% 91% Covered 
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Categor~ (Section l>OL BLS 
1302category) 1 ('Y.•)2 Lar~e 

Emplo~er 
(%)1 

Infertility and assisted 27%15 
reproduction services 

Evaluation by specialist 
Drug therapy 
Artificial insemination 
In vitro fertilization 
Advanced reproductive 
procedures 

Medical food 

Orthodontia 
Private duty nursing 
Skilled nursing care 
Skilled nursing facility 69% 
Sterilization 26%16 

TMJ treatment and appliances 
Therapy services (radiation, 
chemo, non-preventive infusion 
and injection) 
Vision exam, refraction 
Vision therapy 

15 53% of plans reviewed by DOL do not mention coverage. 
16 73% of plans reviewed by DOL do not mention coverage. 

BLS Mercer Mercer Mercer 
Small 2009 2009 2011 
Emplo~er Large Small All 
(o/.1)4 (%)' (%)6 (%)7 

(hospice 
and 
palliative 
care) 

58% 34% 51% 

53% 29% 
35% 20% 
24% 9% 
23% 9% 
12% 3% 

49% 

93% 
72% 

55% 

42% 
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Mar~ land's Standard Health 
Benefit Plan Requirements for 
Small Businesses 

Covered (after diagnosis of 
infertility) 

Excluded 

Covered (for persons with 
metabolic disorders) 

Covered 
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APPEND/XC C-9 

TABLE C-2 CIGNA Inclusions 

In some instances, the plan language in the "Category" column 1 varies slightly from CIGNA's plan language. The information is being provided with the 
understanding that the intent of the request is to identifY service Benefits and not to validate plan language. 

Inpatient physician services (general medical care, surgery) 

Benefit (inpatient) 

Benefit (hospital physician's 
visits/consultations) and professional 
services (surgeon, radiologist, 

Normal pregnancy/delivery is Not a 
Benefit unless mandated; ONLY 
complications of pregnancy as defmed in 

17 With the exception of'other types of categories/services' 
13 Typical Small Group Employer plans provide broad health care coverage while including limits on certain services, but that would meet the majority of the overall population's healthcare 

needs. 
19 Also covers (organ transplants- travel, with benefit limits). 
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C-10 ESSENTIAL HEALTH BENEFITS 

TABLE C-2 CIGNA Inclusions 

In some instances, the plan language in the "Category" column 1 varies slightly from CIGNA's plan language. The information is being provided with the 
understanding that the intent of the request is to identifY service Benefits and not to validate plan language. 

Benefit, unless state mandates 

Benefit, unless state mandates Benefit, unless state mandates 

Outpatient substance abuse rehabilitation Benefit, unless state mandates Benefit, unless state mandates 
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APPEND/XC C-11 

TABLE C-2 CIGNA Inclusions 

In some instances, the plan language in the "Category" column 1 varies slightly from CIGNA's plan language. The information is being provided with the 
understanding that the intent of the request is to identifY service Benefits and not to validate plan language. 

Hearing tests and hearing aids Benefit, unless state mandates Benefit, unless state mandates 

Hearing aids Benefit, unless state mandates Benefit, unless state mandates 

Orthotics Benefit, unless state mandates Benefit, unless state mandates 
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C-12 ESSENTIAL HEALTH BENEFITS 

TABLE C-2 CIGNA Inclusions 

In some instances, the plan language in the "Category" column 1 varies slightly from CIGNA's plan language. The information is being provided with the 
understanding that the intent of the request is to identifY service Benefits and not to validate plan language. 
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APPEND/XC C-13 

TABLE C-2 CIGNA Inclusions 

In some instances, the plan language in the "Category" column 1 varies slightly from CIGNA's plan language. The information is being provided with the 
understanding that the intent of the request is to identifY service Benefits and not to validate plan language. 

non-preventive infusion and 
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C-14 ESSENTIAL HEALTH BENEFITS 

TABLE C-3 UnitedHealthcare Inclusions 

Categor~ ( 1302 ca tegor~ shaded in gre~ 20
) 111\ote: organization of table does not l'nited T~ pica11•1an 

endorse classification of sen ice into categor~ I Small lndhidual 
Ambulato a tient serv1ces 
Dialysis/hemodialysis Covered Covered 
Outpatient facility charges Covered Covered 
Outpatient surgery Covered Covered 
Physician office visits (primary care, specialist, pre and post natal) Covered Covered, except pre post natal Excluded 
Urgent care facility services Covered Covered 
Allergy testing and injections Covered Covered 
Outpatient hospital professional services (surgeon, radiologist, pathologist, Covered Covered 
anesthesiologist) 
E mereency services 
Ambulance services Covered Covered ground and air 
Emergency room visits Covered Covered 
Facility charge Covered Covered 
Hospitalization 
Hospital room and board Covered Covered 
Inpatient physician services (general medical care surgery) Covered Covered 
Inpatient surgery Covered Covered 
Organ and tissue transplantation Covered Covered 
Maternity and newbo rn care 
Maternity care Covered Routine Maternity and Newborn Excluded 

Complications ofPregnancv Covered 
Mental health and substance use disorder services includinl! behavioral health treatment 
Autism services Covered , for Limited Coverage 

eligible services 
Applied behavioral analysis for autism Covered-only in Limited Coverage 

states where 
mandated 

Speech occupational and physical therapies for autism Covered Limited Coverage 
Mental health and substance abuse Covered Excluded, unless Optional benefit purchased 

Inpatient Covered Excluded, unless Optional benefit purchased 

20 With the exception of "other types of categories/services" 
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Weight loss drugs 

Infertility drugs 

Covered-only in Excluded 
states where 
mandated 
Covered-only in Excluded 
states where 
mandated 

Excluded 
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C-16 ESSENTIAL HEALTH BENEFITS 

Categor~ ( 1302 ca tegor~ shaded in gre~ 20
) I (1\ote: organization of table does not l'nited T~ picall'lan 

endorse classification of sen ice into categor~ I Small lndhidual 
Prosthetics Covered Limited Coverage 
Pulmonary rehabilitation Covered Covered Inpatient, Outpatient, must be 

covered provider 
Laboratory services 
Laboratory and diagnostic services Covered Covered 

Other diagnostic tests (hearing, EKG) Covered Covered 
Other facility charges (diagnostic lab/x-ray/supplies) Covered Covered 

Advanced imaging (MRI, CT Scan, etc) Covered Covered 
Blood and blood products Covered Excluded 
Preventive and wellness services and chronic disease manaeement 
Case management Program available Excluded 
Diabetes care management Program available Covered 
Gynecological exams and services Covered Covered 
Nutritional counseling Covered - for Excluded 

management of 
specific clinical 
conditions 

Medical nutritional therapy (diabetes-related) Covered Excluded 
Medical nutritional therapy (obesity- related) Weight loss Excluded 

programs 
excluded 

Preventive care services Covered Covered subject to HCR Guidelines 
Well child and immunization benefits Covered Covered subject to HCR Guidelines 
Pediatric services includinl! oral and vision care 
Pediatric dental Excluded Excluded 
Pediatric vision Covered- Excluded 

refractive exams 
only, every other 
year 

Specific Types of Services 
Advanced imaging Covered Covered 
Alternative medicine (acupuncture acupressure massage therapy, etc.) Excluded Excluded 

Acupuncture Excluded Excluded 
Massage Therapy Excluded Excluded 
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Infertility and assisted reproduction services 

Evaluation by specialist 

Drug therapy 

Artificial insemination 

In vitro fertilization 

Advanced reproductive procedures 

Covered through 
to the point of 
diagnosis. 
Assisted 
reproductive 

Assisted Excluded 
reproductive 
services excluded. 
Assisted Excluded 
reproductive 

Excluded 

Excluded 

Excluded 
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C-18 ESSENTIAL HEALTH BENEFITS 

Categor~ ( 1302 ca tegor~ shaded in gre~ 20
) I (1\ote: organization of table does not l'nited T~ picall'lan 

endorse classification of sen ice into categor~ I Small lndhidual 
Medical food Excluded Excluded 
Orthodontia Excluded Excluded 
Private duty nursing Excluded Excluded 
Residential treatment center Covered for Excluded 

MHSA 
SkiUed nursing care Covered Excluded 
SkiUed nursing facility Covered Limited Coverage 
Sterilization Covered Excluded 
TMJ Treatment and Appliances Some services Surgical Treatment Only, $10,000 Limit 

excluded 
Therapy services (radiation, chemo, non-preventive infusion and injection) (inpatient Covered Covered 
and outpatient) 
Vision exam/refraction Covered Excluded 
Vision therapy Covered Excluded 

TABLE C-4 Wellpoint Inclusions 
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Maternity care 

Mental bealtb and substance use disorder services, including behavioral health 

Autism services 

21 With the exception of"other types of categories/services" 
22 Home dialysis is also a covered service. 

Covered* 

Covered* 

C-19 

Covered*except for pre and post maternity 
visits as maternity not covered in most plans 
unless purchase maternity rider or state 

Complications ofPregnancy Covered* by 
most plans; otherwise Not Covered unless 
purchase maternity rider or state 
mandated 

Autism diagnosis is Covered* according to service type; Coverage 
criteria may be determined by mandate 
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C-20 ESSENTIAL HEALTH BENEFITS 

Inpatient 

Outpatient 

Inpatient substance abuse detoxification 

Inpatient substance abuse rehabilitation 

Outpatient substance abuse rehabilitation Covered* 

Covered* non grand fathered plans 

Pharmacy (full generic + brand coverage) 

Pharmacy (generic only to full generic+ brand coverage) 

Pharmacy (generic+ 1 to full generic + brand coverage) 

• Covered subject to terms and conditions of the contract. For example, there may be network limitations, medical policy limitations, cost-sharing requirements, dollar caps, visit limits, etc. 
23 WeHPoint defined few as generally less than S;_some is 5 through 10; and more is greater than 10. 
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Categor~ ( 1302 categor~ shaded in gre~ 21
) I {1\ote: organization of table does \\ell point \\ell point 

not endorse classification of sen ice into categor~ I Anthem Blue Anthem Blue Standard 
Standard For lndh idual Business 
For Small 
Business 

Infertility drugs Covered* by some plans as required by mandates 
Contraceptives Covered* 
Sexual dysfunction drugs Covered* by most plans 

R ehabilitative and habilitative sen 'ices and devices 
Habilitative services~ Covered* by most plans 

Coverage criteria mav be determined bv mandates 
Cardiac rehabilitation Covered* 
Durable medical equipment Covered* 
Early intervention services Covered* by most plans 

Coverage criteria may be determined by mandates 
Hearing tests and bearing aids Covered* by most plans as required by mandates 

Hearing aids Covered* by some plans as required by mandates 
Medical devices Covered* 
Medical supplies received from supplier Covered* 
Orthotics Covered* by most plans 
Occupational therapy Covered• 
Speech therapy (general) Covered* 
Physical therapy Covered* 
Prosthetics Covered* 
Pulmonary rehabilitation Covered* 
Laboratory services 
Laboratory and diagnostic services Covered* 
Other diagnostic tests (hearing, EKG) Covered* 
Advanced imaging (MRI, CT Scan) Covered* 

2' Habilitation: This is a broad category and there is likely to be variation in what an insurer defmes as habilitative. We do not have a specific habilitation benefit or exclusion but we do have 
"habilitative" services that may be covered. We were defming habilitative care as a category that include services such as (I) early intervention; (2) autism mandates (i.e. improving language skills); 
(3) congenital defect mandates; and (4) home health care services provided by a licensed home health agency (i.e. skilled nursing and physical therapy) not services such as meal preparation, bathing, 
and medication management). 

• Covered subject to terms and conditions of the contract. For example, there may be network limitations, medical policy limitations, cost-sharing requirements, dollar caps, visit limits, etc. 
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Gynecological exams and services 

Nutritional counseling 

Medical nutritional therapy (diabetes-related) 

Medical nutritional therapy (obesity- related) 

Preventive care services 

Well child and immunization benefits 

Pediatric vision 

Pediatric oral health 
screening Covered* 
for all non 
grandfuthered plans 
post 9/23/2010 
Full Dental coverage 
offered as Rider 
Pediatric Vision 
Screening Covered* 
for all non 
grandfathered plans 
post 9/32/2010 
Vision 

ESSENTIAL HEALTH BENEFITS 

9/23/2010, and for 

9/23/2010 and for 

9/23/2010 and for 

9/23/2010 and for 

9/23/2010 and for 

Pediatric oral health screening Covered* 
for all non grandfathered plans post 
9/23/2010 and for some grandfathered 
plans 
Full Dental coverage offered as Rider 
with most plans 

Pediatric Vision Screening Covered* for 
all non grandfathered plans post 
9/32/2010 and for some grandfathered 
plans 
Vision Exam/Refraction/Eyewear 
coverage in few plans 
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Categor~ ( 1302 categor~ shaded in gre~ 21
) I {1\ote: organization of table does \\ell point \\ell point 

not endorse classification of sen ice into categor~ I Anthem Blue Anthem Blue Standard 
Standard For lndh idual Business 
For Small 
Business 

wear coverage varies 
across states 
Full Vision coverage 
offered as Rider 

Specific Types of Services 
Advanced imaging Covered• 
Alternative medicine (acupuncture, acupressure, massage therapy, etc.) Covered* by few plans 

Acupuncture Covered* by some Covered* by few plans 
plans 

Massage Therapy Covered* by few Not Covered 
plans 

Bariatric surgery and treatment of morbid obesity Covered * by some plans mostly as required by mandates 
Biofeedback Covered* by some plans 
Chiropractic Covered* (spinal manipulation) 
Adult Dental care - preventive and basic Covered* by very few plans 

Full Dental coverage offered as Rider 
Dental services related to an accident Covered* 
Elective abortion Coverage varies across plans 
Family planning services Covered* (counseling) by most plans 
Home health care Covered* 
Homeotherapy Not Covered 
Hospice care Covered* 
Infertility and assisted reproduction services 

Evaluation by specialist Covered* by most plans to diagnose and to treat underlying cause 
Drug therapy Covered* by some plans as required by mandates 
Artificial insemination Covered* by some plans as required by mandates 
In vitro fertilization Covered* by some plans as required by mandates 

• Covered subject to tenns and conditions of the contract. For example, there may be network limitations, medical policy limitations, cost-sharing requirements, dollar caps, visit limits, etc. 
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C-24 ESSENTIAL HEALTH BENEFITS 

Categor~ ( 1302 categor~ shaded in gre~ 21
) I {1\ote: organization of table does \\ell point \\ell point 

not endorse classification of sen ice into categor~ I Anthem Blue Anthem Blue Standard 
Standard For lndh idual Business 
For Small 
Business 

Advanced reproductive procedures Covered* by some plans as required by mandates 
Medical food Covered* by most plans 
Orthodontia Full Dental (including orthodontia) offered as Rider 
Private duty nursing Covered* by some plans 
Residential treatment center Covered* by most plans 
Skilled nursing care Covered* as part of Home Health Care or Inpatient 
Skilled nursing facility Covered• 
Sterilization Covered* except plans in one state 
TMJ Treatment and Appliances Covered* by some plans 
Therapy services (radiation, chemo, non-preventive infusion, including home Covered* 
infusion, and in jection) 
Vis ion exam/refraction Covered* bv some plans 
Vision therapy Not Covered by most I Not Covered 

plans 

• Covered subject to tenns and conditions of the contract. For example, there may be network limitations, medical policy limitations, cost-sharing requirements, dollar caps, visit limits, etc. 
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Appendix D 
  

Examples of Benefit Package Statutory Guidance  
 

This appendix includes a display of benefit categories in statute for various health insurance 
programs.
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APPENDIXD 

Year C reated 

Categorization 
of Benefits 

D-3 

Federal Knox-Keene Health 
Emplo~ees Care Sen ice Plan Massachusetts 
Health Benefits Medicare Medicaid Act (CA) Mar~ land Exchange 
t•rogr.tm 
( FEIIBI•) 
1959 

Service Benefit 
Plan 

• Hospital 
benefits 
• Surgical 
benefits 
• In-hospital 
medical benefits 
• Ambulatory 
patient benefits 
• Supplemental 
benefits 
• Obstetrical 
benefits 

1965 1965 1975 1993 

Comprehensive 
Part A Mandatory Services Basic Health Care Standard Health Benefit 

Sen ' ices Plan (CSHBP) 

• Inpatient hospital • Physician services • Hospital inpatient • Ambulance service 
• Skilled nursing • Lab and X -ray services • Audiology screening for 
facility services • Physician services newborns 
• Home health • Inpatient hospital • Outpatient and • Blood and blood 
• Hospice services ambu Ia tory care products 
• Inpatient • Outpatient hospital • Lab and radiology • Case management 
psychiatric hospital services • Home health program 

• Early & Periodic • Preventive health • Chiropractic serv ices 
Screening, Diagnosis. services • Durable medical 
And Treatment • Emergency services equipment 
(EPSDT) services for (including ambulance • Emergency room 
children under 21 and out-of-area • Fam ily p lanning 
• Family planning coverage) services 

services • Hospice (section • Habilitative services 
• Federally qualified 1368.2-only for • Hearing aids 
health center group coverage) • Home health care 
services • Hospice 

• Rural health clinic • Hospitalization, includes 
services detoxification 

• Nurse midwife • Infertility services 
services • Medical food 
• Certified nurse • Mental health and 
practitioner services substance abuse 

• Nursing facility • Nutritional services 
services for those • Outpatient hospital 
ages 21 and over services & surgery 
• Home health care • Outpatient laboratory & 

services diagnostic services 
• Outpatient short-term 
rehabilitative services 

PREPUBLICATION COPY: UNCORRECTED PROOFS 

2006 

Minimum C reditable 
Coverage Standa rds 

• Ambulatory patient 
services (including 
outpatient day 
surgery and related 
anesthesia) 
• Diagnostic imaging 
and screening 
procedures (including 
X-rays) 
• Emergency services 
• Hospitalization 
(including at a 
minimum, inpatient 
acute care services, 
which are generally 
provided by an acute 
care hospital for 
covered benefits in 
accordance with the 
member's subscriber 
certificate or plan 
description) 
• Maternity and 
newborn care 
• Medical or surgical 
care (including 
preventative and 
primary care) 
• Mental health and 
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D-4 ESSENTIAL HEALTH BENEFITS 

Federal Knox-Keene Health 
Emplo~ees Care Sen ice Plan Massachusetts 
Health Benefits Medicare Medicaid Act (CA) Mar~ land Exchange 
t•rogr.tm 
( FEIIBI•) 

Indemnity 
Benefit Plan 

• Hospital care 
• Surgical care 
and treatment 
• Medical care 
and treatment 
• Obstetrical 
benefits 
• Prescribed 
drugs, medicines, 
and prosthetic 
devices 
• Other medical 
supplies and 
services 

PartB 

• Physician and 
other medical 
services 
• Outpatient 
hospital care 
• Ambulatory 
surgical services 
• Diagnostic tests, 
X-rays, and lab 
services 
• Durable medical 
equipment 
• Physical, 
occupational, and 
speech therapy 

• Clinical 
laboratory services 
• Home health care 
• Outpatient mental 

• Pregnancy and maternity 
• Prescription drugs 
• Preventive services rated 
by the U.S. Preventive 
Services Task Force as 
A orB not subject to 
deductible & no cost
sharing if provided in
network 
• Skilled nursing fac ility 
• Transplants 
• Well child & 
immunizat ion benefits 
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substance abuse 
services 
• Prescription drugs 

• Radiation therapy 
and chemotherapy 

• Doctor visits for 
preventive care, 
without a deductible 
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APPENDIXD D-5 

Federal Knox-Keene Health 
Emplo~ees Care Sen ice Plan Massachusetts 
Health Benefits Medicare Medicaid Act (CA) Mar~ land Exchange 
t•rogr.tm 
( FEIIBI•) 

health services 
• One-time 
"Welcome to 
Medicare" 

physical exam 
• Preventive 
service sa 

Par t C (Medicare 
Advantage') 

Is required to 
provide all 
Medicare-covered 
benefits to 
enrollees, with at 
least one plan with 
basic drug 
coverage (MA-PD 
plan) 

Pa rt D 

• Prescription 
Drugs 

O ptional • Medical care, • Outpatient 
Services remedial care by prescription drugs 

licensed practitioners (42.7, Rule 
• Prescription drugs 300.67.24] 
• Diagnostic, • Chiropractic 
screening, preventive services 
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D-6 ESSENTIAL HEALTH BENEFITS 

Federal Knox-Keene Health 
Emplo~ees Care Sen ice Plan Massachusetts 
Health Benefits Medicare Medicaid Act (CA) Mar~ land Exchange 
t•rogr.tm 
( FEIIBI•) 

and rehabilitative • Dental care 
services • Hearing aids 
• Clinic services 
• Primary care case 
management 

() • Dental services and 
0 dentures -o 
'< 
::::!. • Physical therapy (C 

;:?; • Prosthetic devices @ 
z and eyeglasses 
Q) 

• Tuberculosis-related t:t. g 
services !!!. 

)> • Other specified (") 

~ medical and remedial 
CD 
3 
'< 

care 
0 - • Intermediate care 
(/) fac il ity for the (") 

10' 
mentally retarded :::! 

(") 
CD (lCF/MR) services !" 

~ • Institute for mental 
::::!, diseases services for (C 

~ those ages 65 and 
m over (/) 
CD • Inpatient psychiatric < CD care for children 0. 

under 21 
• Home- and 
community-based 
care waiver services 
• Other home health 
care servtces 
• Targeted case 
management 
• Respiratory care 
services for 
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StatutOr)' 
Authority 

D-7 

Federal Knox-Keene Health 
Emplo~ees Care Sen ice Plan Massachusetts 
Health Benefits Medicare Medicaid Act (CA) Mar~ land Exchange 
J>rogr.tm 
( FEIIBI•) 

U.S. Code: Title 
5-Government 
Organization & 
Employees 
Partlli
Employees 
Subpart a
Insurance & 
Annuities 
-Chapter 89-
Health Insurance 
-Section 8904 

ventilator-dependent 
individuals 
• Personal care 
services 
• Hospice care 

Title XVIII of the Title XIX of the 
Social Security Act Social Security Act 

• Section 1345(b) 
• Section 1367(i), 
rule 1300.67 

Chapter 58- 956 
CMR5.00 

a Flu shot, pneumococcal shot (no coinsurance); limit of one flu shot per flu season; hepatitis B shot, colo rectal and prostate cancer screening, pap smear, 
mammogram, cardiovascular screening, abdominal aortic aneurysm (AAA) screening, bone mass measurement, diabetes screening and monitoring, glaucoma 
screening, smoking cessation. 
b Private health plans that receive payments from Medicare to provide Medicare-covered benefits to enrollees. 

SOURCE: Families USA, 2006; GPO, 2007; KFF, 2010; 0' Malley et al., 2009; State of California, 2011; State of Massachusetts, 2008. 
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Appendix E 
 

Description of Small Group Market Benefits 
Provided by WellPoint 

 
 

The IOM committee found the WellPoint analysis of their products helpful in understanding 
benefit inclusions and exclusions in the small group market to complement the listing of covered 
services and exclusions found in Appendix C and F, respectively.   
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The Determination of Essential Health Benefits 

Background

As outlined in our comments submitted to the Institute of Medicine (IOM) on December 6, 2010, 
WellPoint believes that when determining what benefits are essential, it will be imperative to balance 
the need for comprehensive, evidence-based coverage with the need to ensure access to affordable 
coverage for consumers.  If “essential” is defined too broadly, such as by including benefits without a 
sound evidence base or items that are currently not included in many individual or employer benefit 
packages, consumers’ access to affordable coverage will be compromised.   

In order to better understand what benefits should be considered essential, WellPoint has undertaken a 
process to evaluate our fully-insured, small group market (where a small group is defined as one with 1 
or 2 to 50 employees) product offerings across the country to identify where there is consistency across 
our products, where there might be differences, and the cost impacts of these differences.  The 
attached exhibits illustrate our findings.  As you will see, there is little variation in our typical small group 
plans within and across states.  However, the cost impact of those benefits that vary can be substantial, 
especially when taken in sum.  We share this information in the hopes that it may be helpful as the IOM 
makes its recommendations to the Department of Health and Human Services regarding the 
determination of essential health benefits. 

Large Group Benefits

Plans offered in the small group market are standardized and provide little or no flexibility to add or 
remove coverage for services.  These standard plans are offered in all markets, small, mid-size and 
large, but large groups (those with over 100 employees) have the flexibility to customize their plans.  
Thus, because large groups also start with the same standard product portfolios in each state as 
offered to small groups, large group products generally cover the same services as the small group 
products in any given state.  The level of flexibility a large group has to customize their benefits is 
determined by funding type (fully-insured versus self-insured) and the size of the account.  For 
example, a 150 life fully-insured group has less flexibility to customize benefits than a 1,000 life self-
insured group.   

Most customization for large groups is around benefit cost share or benefit limits, not 
coverage/exclusions.  Less than 5% of customization requests deal with adding coverage.  Examples 
include requests to add coverage for specific non-covered prescription drugs or over-the-counter 
medications (majority), coverage for hearing aids, coverage for bariatric surgery, and coverage for 
infertility.  Very few (only about 2%) of the large group customization requests are to remove coverage, 
and most of these are self-insured groups requesting to remove state mandated coverage (as such 
mandates generally apply only to fully-insured products). 

Helpful Definitions for Exhibit A

� “Anthem/Blue Standard Coverage/Typical SG Plans” cover a standard set of medically necessary 
services including inpatient and outpatient hospital services, diagnostic services, physician visits 
and medical care, maternity care, surgical services, mental health and substance abuse services, 
therapy services, skilled nursing facility services, home health care services, preventive care 
services, and medical equipment and supplies.  For more details on inclusions and exclusions to 
the standard plan, please see Exhibits B and C, respectively.  

o Most variation across these standard plans is driven by differences in cost-sharing, not 
covered services. 
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The Determination of Essential Health Benefits 

o There is some variation across these standard plans in the "amount" of benefit provided 
(for example, the number of visits or services covered). 

o Some variation exists across these standard plans regarding site of care requirements or 
limitations (for example, coverage may be limited to outpatient setting or coverage only 
provided if Center of Excellence used). 

o Some variation in medical management exists across these plans across states. 
o While the standard set of covered services in “Typical SG Plans” is generally consistent 

across plans in each state, regardless of the size of the small group, there are some 
differences across our plans from state to state resulting from state mandate 
requirements and/or market demand and competitor standards.  The key differences are 
documented in Exhibit A. 

o As the membership numbers included in the Exhibit A indicate, the majority of 
WellPoint’s small group membership (90%+) are enrolled in standard coverage plans. 

� In several states, we offer plans, “Anthem/Blue Limited Coverage”, in the small group market that 
provide for a more restricted set of covered services.  These plans are low cost options that 
primarily cover hospital and surgical services, and provide limited or no coverage for other medical 
services that are generally covered under the more standard plans.  

� The response in the “State Mandated Benefit” column indicates whether or not states require 
coverage of this service under state law and should provide some indication as to why a service 
may be covered. 
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Essential Health Benefrts: Balancing Coverage and Costs 

~ 
WELLPOINT. 

Health. Care. Va lue~ 

Benefit 

Small Group Membership Allocalion 
(Groups with up to 50 employees for 
all states) 

Small Group Membership Allocation 
(Groups with up to 50 employees only 
for states where AnthemlBiue Limited 
Coverage is currently marketed) 

Allergy Testing and Injections 

Alternative Medicine (Acupuncture, 
acupressure, massage therapy, 
etc.) 

Autism Services 

Barlatric Surgery and Treatment of 
Morbid Obesity (Rider pricing can 
be 3 to 10 times higher) 

Cardiac Rehabilitation 

Dental Care - Preventive and Basic 
(Beyond oral health screening) 

Durable Medical Equipment 

Early Intervention Services 

Elective Abortion 

The Determination of Essential Health Benefits 

Exhibit A: Standard Plan Variances 

Range of 
Impact 

0-1% 

0-1% 

0-1% 

0-1% 

0-1% 

1-3% 

1-3% 

0-1% 

0-1% 

State Mandated 
Benefit? 

(Fully Insured Group 
Market 

No 

In few states 

In several states 

In a few states 

No 

No 

No 

In several states 

In a few states the 
mandate prohibits 

embedding coverage for 
fully insured products, 
but allows coverage to 
be offered via optional 

rider 

Anthem/Blue 
Standard Coverage/ . . 

Typical Plan in the Small Ant~~~~~~u: ~;;~ted 
Group and Large Group g 

Markets 

99.70% 

99.25% 

Covered 

Coverage varies across, 
but not within, states 

Coverage varies across, 
but not within, states 

Coverage varies across, 
but not within, states 

Some change to coverage 
for services related to 
obesity resulting from 

PPACA preventive care 
implementation. 

Covered 

With very few exceptions, 
offered as optional rider 

coverage 

Covered 

Coverage varies across, 
but not within, states 

Coverage varies across, 
but not within, states 

0.30% 

0.75% 

Not covered 

Not covered 

Coverage varies 
across, but not within, 

states 

Coverage varies 
across, but not within, 

states 

Some change to 
coverage for services 

related to obesity 
resulting from PPACA 

preventive care 
implementation. 

Not covered 
(optional coverage 

available) 

Not covered 

Not covered 
except if related to 

diabetes 
Coverage varies 

across, but not within, 
states 

Not covered 
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Essential Health Benefrts: Balancing Coverage and Costs 

~ 
WELLPOINT. 

Health. Care. Va lue~ 

Benefit 

Small Group Membership Allocation 
(Groups with up to 50 employees for 
all states) 

Small Group Membership Allocation 
(Groups with up to 50 employees only 
for states where Anthem/Blue Limited 
Coverage is currently marketed) 

Hearing Tests and Hearing Aids 

Infertility and Assisted 
Reproduction Services 

Medical Nutrition Therapy 
(Diabetes-related) 

Medical Nutritional Therapy 
(Obesity-related) 

Mental Health and Substance 
Abuse Services 

Orthotics and Special Footwear 

Outpatient Physical Therapy, 
Occupational Therapy, Speech 
Therapy and Manipulation Services 

Pharmacy (Full Generic + Brand 
Coverage) 

Pharmacy (Generic Only to Full 
Generic+ Brand Coverage) 

Pharmacy (Generic+1 to Full 
Generic + Brand Coverage) 

The Determination of Essential Health Benefits 

State Mandated 
Benefit? 

Range of (Fully Insured Group 
Impact Market) 

0-1% In several states 

1-3% In a few states 

0-1% In several states 

0-1% No 

1-3% In several states 

0-1% in a few states 

3-5% No 

10+% No 

10+% No 

5-10% No 

Anthem/Blue 
Standard Coverage/ . . 

Typical Plan in the Small Ant~~~~~~u: ~;;~ted 
Group and Large Group g 

Markets 

99.70% 

99.25% 

Coverage varies across, 
but not within, states 

Coverage varies across, 
but not within, states 

Coverage varies across, 
but not within, states 

Coverage varies across, 
but not within, states 

Some change to coverage 
for services related to 
obesity resulting from 

PPACA preventive care 
implementation. 

Covered 

Coverage varies across, 
but not within, states 

Covered 

Generally generic and 
brand covered 

Generally generic and 
brand covered 

Generally generic and 
brand covered 

0.30% 

0.75% 

Not covered 

Not covered 

Not covered 

Not covered 

Not covered 
(optional coverage 

available) 

Not covered 

Not covered 

Generic only coverage 
(with some exceptions) 

Generic only coverage 
(with some exceptions) 

Generic only coverage 
(with some exceptions) 
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Essential Health Benefrts: Balancing Coverage and Costs 

~ 
WELLPOINT. 

Health. Care. Va lue~ 

Benefit 

Small Group Membership Allocation 
(Groups with up to 50 employees for 
all states) 

Small Group Membership Allocation 
(Groups with up to 50 employees only 
for states where Anthem/Blue Limited 
Coverage is currently marketed) 

Specific Types of Drugs (Not 
included in pharmacy impacts 
above): 

Smoking Cessation Drugs 

Weight Loss Drugs 

Infertility Drugs 

Contraceptives 

Sexual Dysfunction Drugs 

Preventive Care Services Including 
Specific Screenings (Excludes 
vision exam cost listed below) 

Private Duty Nursing 

Prosthetics 

Pulmonary Rehabilitation 

TMJ Treatment and Appliances 

The Determination of Essential Health Benefits 

Range of 
Impact 

0-1% 

0-1% 

0-1% 

0-1% 

0-1% 

3-5% 

0-1% 

0-1% 

0-1% 

0-1% 

State Mandated 
Benefit? 

(Fully Insured Group 
Market) 

In a few states except 
corrtraceptive mandates 

in most states 

All states mandate at 
least some preverrtive 

services 

No 

In several states 

No 

In several states 

Anthem/Blue 
Standard Coverage/ . . 

Typical Plan in the Small Ant~~~~~~u: ~;;~ted 
Group and Large Group g 

Markets 

99.70% 

99.25% 

Coverage varies across, 
but not within, states 

Coverage varies across, 
but not within, states 

This has changed to 
comply with PPACA and 

standard non 
grandfathered plans now 

include full preventive care 
coverage 

Coverage varies across, 
but not within, states 

Covered 

Covered 

Coverage varies across, 
but not within, states 

0.30% 

0.75% 

Coverage varies 
across, but not within, 

states 

Coverage varies 
across, but not within, 

states 

This has changed to 
comply with PPACA 
and standard non 

grandfathered plans 
now include full 
preventive care 

coverage 

Not covered 

Not covered 
(with some exceptions) 

Not Covered 
(optional coverage 

available) 

Coverage varies 
across, but not within, 

states 
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Essential Health Benefrts: Balancing Coverage and Costs 

~ 
WELLPOINT. 

Health. Care. Va lue~ 
The Determination of Essential Health Benefits 

Anthem/Blue 
State Mandated 

Benefit? 
(Fully Insured Group 

Market) 

Standard Coverage/ . . 
Typical Plan in the Small Ant~~~~~~u: ~;;~ted 
Group and Large Group g 

Benefit 

Small Group Membership Allocation 
(Groups with up to 50 employees for 
all states) 

Small Group Membership Allocation 
(Groups with up to 50 employees only 
for states where Anthem/Blue Limited 
Coverage is currently marketed) 

Urgent Care Facility Services 

Range of 
Impact 

0-1% No 

Markets 

99.70% 0.30% 

99.25% 0.75% 

Covered Not covered 

Vision Exam/Refraction 0-1% No 
Coverage varies across, 

but not within, states 

Coverage varies 
across, but not within, 

states 

Actuarial Pricing Assumptions 
All cost impacts were trended to 1/1/2011 based on HAUS or Cost of Care Trends projections through 1/1/2011. 
WeiiPoint's commercial group pricing model was utilized to value cost impacts where claims experience was not readily 
available. 
Network discounts used to value claims impacts were averaged across the company. 

• Impact estimates are relative to discounted allowed amounts (exclude impacts of member cost-sharing). 
• These assumptions are only estimates of the impact and cannot be relied upon for the purpose of setting rates. 
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Essential Health Benefits:  Balancing Coverage and Costs

The Determination of Essential Health Benefits 

Exhibit B:  Standard Plan Inclusions

� Preventive Care 

� Outpatient Care (In a Clinician’s Office) 
o Primary Care Office Visit 
o Specialist Office Visit 
o Pre and Post Natal Visits 
o Counseling (Family Planning, Nutritional, Other) 
o Allergy Testing 
o Allergy Shots 
o Diagnostic Lab (Non-Preventive) 
o Diagnostic X-Ray (Non-Preventive) 
o Other Diagnostic Tests (Hearing, EKG, etc.) (Non-Preventive) 
o Advanced Imaging (MRI, CT Scan, etc.) 
o Office Surgery 
o PT / OT / ST 
o Chiropractic Care / Spinal Manipulation  
o Therapy:  Radiation / Chemo / Non-Preventive Infusion & Injection 
o Prescription Drugs and Administration (For the Drug Itself Dispensed In-Office via Infusion / Injection) 
o Dialysis / Hemodialysis
o Outpatient Mental Health and Substance Abuse (Psychotherapy, etc.)

� Emergency Room (ER) Care 
o Facility ER Charge
o Other Facility Charges (Diagnostic Lab, X-Ray, Supplies, etc.)
o Facility Advanced Diagnostic Imaging (CT Scan, etc.)
o Physician Services (ER Physician, Radiologist, Anesthesiologist, Surgeon, etc.)  

� Outpatient Care in a Hospital, Free-Standing Facility or Urgent Care Facility  
o Facility Surgery Charge (Surgery Suite)
o Other Facility Surgery Charges (Diagnostic Lab / X-Ray, Supplies, etc.)
o Physician Surgery Charges
o Facility Charge (Charge for Procedure Room, Other Ancillary Facility Services)
o Physician Charges (Radiologist, Pathologist, Anesthesiologist, etc.)
o Outpatient Mental Health and Substance Abuse (Facility)
o Outpatient Mental Health and Substance Abuse (Professional)
o Diagnostic Lab
o Diagnostic X-Ray
o Other Diagnostic (EKG, EEG, etc.)  
o Advanced Diagnostic Imaging (MRI, CT Scan, etc.)
o PT / OT / ST / Spinal Manipulation
o Therapy:  Radiation / Chemo / Non-Preventive Infusion / Injection
o Prescription Drugs and Administration (Drug Dispensed in Outpatient Facility via Infusion / Injection)
o Dialysis / Hemodialysis
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Essential Health Benefits:  Balancing Coverage and Costs

The Determination of Essential Health Benefits 

� Inpatient Care 
o Facility Room and Board Charge for:

� Hospital (Acute Care Facility)
� Skilled Nursing Facilities (SNF)
� Mental Health / Substance Abuse Facility
� Residential Treatment Center

o Facility Other Charges (Diagnostics Lab / X-Ray, Supplies, etc.)
o Physician Services for:

� General Medical Care
� Surgery
� Maternity
� Mental Health
� Substance Abuse

� Home Care 
o Home Health Care Services
o Home Dialysis
o Home Infusion Therapy

� Other 
o Ambulance (Ground and Air)
o Durable Medical Equipment (DME), Prosthetics, Medical Devices, Medical Supplies Received 

from Supplier
o Hospice
o Dental Services related to an Accident (Dentist’s Office)
o Vision Services (Exam)
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Essential Health Benefits:  Balancing Coverage and Costs

The Determination of Essential Health Benefits 

Exhibit C:  Standard Plan Exclusions

� Charges for Administrative Services 
o Exclude charges for administration or other service fees when not directly providing medical care.  

This includes, but is not limited to: completion of claim forms, charges for medical records or reports, 
missed or canceled appointments, storage or other administrative actions. 

� Commercial Weight Loss 
o Exclude Commercial Weight Loss Programs from core medical benefit. 

� Complications of Experimental Services 
o Exclude services related to complications resulting or arising from excluded services except where 

mandated or where DOI agreements have been made to cover.  

� Cosmetic Surgery 
o Exclude cosmetic surgery or other procedures performed solely for beautification or to improve 

appearance.

� Custodial Care
o Exclude custodial care (such as feeding, dressing, bathing, transferring, and activities of daily living).  

Does not apply to hospice. 

� Dental Services
o Exclude routine dental services, including topical and oral fluoride preparations, from standard 

medical and pharmacy benefits except where mandated.  
o This does not apply to products with embedded dental coverage. 
o Exclusion does not apply to:    

� Anesthesia and associated facility charges as a result of age and/or disability criteria. 
� Dental accidents - treatment, sought within 12 months, of an injury to natural teeth and when 

a treatment plan submitted for prior approval.  Injuries resulted from biting and/or chewing are 
not considered a dental accident.  

� Radiation - dental services to prepare the mouth for radiation therapy to treat head and/or 
neck cancer.    

� Educational Services; Self-Training; Vocational Services 
o Exclude educational services, self management / help training services, and vocational services 

except where mandated for diabetes and asthma, or where explicitly covered by another benefit.

� Experimental or Investigational Services 
o Exclude services deemed to be experimental or investigational unless specifically covered (e.g., 

Clinical Cancer Trials). 

� Food and Dietary Supplements 
o Exclude benefits for food or food supplements, except formulas and/or food products that are:

� Prescribed, ordered or supervised by a physician; and 
� Medically necessary as defined by medical policy. 

� Foot Care 
o Exclude routine or palliative foot care (comfort or cosmetic) unless medically necessary.
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Essential Health Benefits:  Balancing Coverage and Costs

The Determination of Essential Health Benefits 

� Gastric Bypass or Bariatric Surgery 
o Exclude Gastric Bypass and Bariatric surgery except where mandated.

� Gynecomastia 
o Exclude surgical treatments of gynecomastia for cosmetic purposes.  

� Health Club Memberships 
o Exclude Health Club Memberships from core medical benefit.  

� Hearing Aids and Routine Hearing Tests 
o Exclude coverage for hearing aids.  Cover routine hearing screenings as a part of preventive care.  

Cochlear implants are not included in the exclusion.

� Infertility Services
o Exclude all assisted reproductive technologies (ART) and the associated diagnostic testing and Rx 

treatments to support ART.  Examples include: 
� Artificial insemination 
� In-vitro fertilization 
� ZIFT – Zygote Intrafallopian Transfer 
� GIFT – Gamete Intrafallopian Transfer 

� Legal Liability 
o Exclude services for which the member has no liability to pay in the absence of this plan's coverage.  

This includes, but is not limited to: government programs; incarceration; workers compensation; and 
free clinics.

� Not Medically Necessary
o Exclude services deemed not medically necessary. 

� Oral Surgery 
o Exclude teeth extractions, surgical removal of impacted teeth, and other oral surgical services (not to 

include pharmacy services) for care of the teeth or of the bones and gums directly supporting the 
teeth.  These services are dental in nature and not covered under medical.  

o Other Oral Surgical Services are covered, including: 
� Treatment of medically diagnosed cleft lip, cleft palate, or ectodermal dysplasia;  
� Orthognathic surgery that is required because of a medical condition or injury which prevents 

normal function of the joint or bone and is deemed medically necessary to attain functional 
capacity of the affected part; 

� Oral/surgical correction of accident related injuries 
� Treatment of lesions, removal of tumors and biopsies 
� Incision and drainage of infection of soft tissue not including tooth-related cysts or abscesses. 

� Private Duty Nursing 
o Exclude private duty nursing provided in an inpatient setting (acute care or skilled nursing facility).  
o Nursing services in a home or hospice setting are covered as a part of Home Health Care benefits 

and Hospice benefits.
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11

The Determination of Essential Health Benefits 

� Provider Not Recognized by Plan 
o Exclude services, supplies, or devices if they are not prescribed, performed, or directed by a provider 

or facility not defined by us as such, or not licensed to do so.

� Reversal of Sterilization
o Exclude reversal of elective sterilization. 

� Services from Relatives or Members of Immediate Family 
o Exclude services (applies to medical and pharmacy services) performed by a provider who is a family 

member by birth, marriage, or adoption, or by the provider to self.

� Services Related to Surrogacy 
o Exclude services related to surrogacy.  

� Sexual Dysfunction 
o Exclude drugs and devices used for the treatment of sexual dysfunction.
o Exclude services related to sexual transformations.

� Smoking Cessation Programs 
o Exclude smoking cessation programs that are not affiliated with WellPoint.

� Standby Physician Charges 
o Exclude all standby physician service charges.

� Unlisted Services 
o Exclude services not explicitly listed as covered.

� Vein Surgery 
o Exclude treatments of all varicose and spider vein surgeries for cosmetic purposes.

� Vision Services 
o Exclude the following: 

� Vision Correction Surgery (e.g. Lasik, radial keratotomy, etc.) to correct refractive error, 
including near sightedness, far sightedness, and/or astigmatism; 

� Orthoptics and vision therapy/training; and 
� Prescription and non-prescription eyewear. 

o Exclusion does not apply to medical and surgical services for the treatment of injuries and diseases 
affecting the eye (examples include eye exams for diabetics, eyewear/contacts and related services 
to replace human lenses following surgery or injury, etc.).   
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Appendix F 
 

 

Exclusions 
 

This table presents a sampling of general exclusions, beginning with a set of what was 
presented as typical of industry wide practices, followed by an Federal Employee Health Benefit 
(FEHB) program product, and then exclusions among CIGNA,1 UnitedHealthcare,2  Wellpoint 
individual and small group products3 (see Appendix E for more detail on the latter), and the 
Medicare program.4 The FEHB program develops a short list of general exclusions for both its 
fee-for-service and managed care plans (see, for example, Chapter 5, Box 5-2), which individual 
insurers can expand upon.  
 
 

                                                 
1 Personal communication, Rosemary Lester, CIGNA Product, September 9, 2011. 
2 Personal communication, Sam Ho, UnitedHealthcare, September 13, 2011. 
3 Personal communication, Ruth Raskas, WellPoint, September 9, 2011. 
4 Responses were compiled exactly as submitted, explaining any variance in style.  
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APPENDIXF F-3 

TABLE F 1 G lE b H lth Pl 
Exclusions lndustn FEHB- CJGI\A6 l nitcd \\ell point ' Medicare 

T~ pical·, BCBS Hcalthcarc 
General Exclusions 
Service, drugs, or supplies you receive while you not enrolled in this plan y y X y Not Covered 
Services, drugs, or supplies not required according to accepted standards of y 

X 
y Not Covered 

medical, dental, or psychiatric practice in the United States 
Services, drugs, or supplies billed by Preferred and Member fucilities for y N Not addressed 
inpatient care related to specific medical errors and hospital-acquired conditions 
known as never events8 

X in contracts 

Services not specifically/explicitly listed as covered y X y Not Covered 
All services, drugs, or supplies related to the non-covered service are excluded y y Not Covered 
from coverage, except serv ices we would otherwise cover to treat complications X 
ofthe non-covered service 
Services, drugs, or supplies not required to prevent, diagnose, or treat a medical y 

X 
y Not Covered 

condition 
Services for conditions that a plan physician determines are not responsive to y 

X 
y Not Covered 

therapeutic treatment 
Services or supplies for which no charge would be made if the covered individual y 

X 
y Not Covered 

had no health insurance coverage 
Services related to and required as a result of services which are not covered N Not addressed 
under Medicare in contracts 
M edical Necessity Not Covered 
Services deemed not medically necessary X y 
Services, drugs, or supplies that are not medically necessary y X y 
Services not reasonable and necessary 

X 
N, Eligible 

Exp. 
Abortion 
Services, drugs, or supplies related to abortions, except when the life of the y y Varies across 

5 Approximately 25 percent of customers will accept these exclusion as listed. About 50 percent of customers will add exclusions to the list, while the other 25 percent will remove some exclusions. Those 
customers who add or remove exclusions typically only make changes to a small number of services. This list of exclusions is typical for both self-funded plans as well as traditionally insured plans. Selffunded 
plans, however, tend to customize this list more than fully insured plans. 

6 This table reflects exclusions for CI GN A's Typical Small Group Employer Plan. 
7 This table reflects exclusions for Anthem/Blue Standard Coverageffypical small group and individual plans. 
8 Never events are errors in medical care that are clearly identifiable, preventable, and serious in their consequences, such as surgery performed on a wrong body part, and specific conditions that are 

acquired during your hospital stay, such as severe bed sores. 
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F-4 ESSENTIAL HEALTH BENEFITS 

Research costs (costs related to conducting a clinical trial such as research 
physician and nurse time, analysis of results, and clinical tests performed only for 
research 
Extra care costs related to taking part in a clinical trial such as additional tests 
that a patient might may need as part ofthe trial, but not as part of the patient's 

y 

y 

y 

y 

y Not Covered 
X 

X 
y 

X 

y 

y Not Covered 
X 

Not a Benefit y Not Covered 
unless 

mandated 
Not a Benefit y Not Covered 

unless 
mandated 

9 Exception: Benefits are provided for actively employed partners and small business owners not covered under a Workers' Compensation Act or similar law, if elected by the group and additional 
premium is paid. Services or supplies for injuries or diseases related to you or your dependent' s job to the extent you or your dependent is required to be covered by a workers ' compensation law. 

10 Coordination of benefits provided 
11 Except expenses for administration and processing of blood and blood products (except blood factors) covered as part of inpatient and outpatient services. 
12 Except as otherwise specified for services covered under "reconstructive surgery." 
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APPENDIXF 

Religious, personal growth counseling or marriage counseling including services 
and treatment related to religious, personal growth counseling or marriage 
counseling, unless the primary patient has a DSM IV diagnosis 

(such as feeding, dressing, bathing, transferring, and activities of 

Custodial care means assistance with activities of daily living (e.g., walking, 
getting in and out of bed, bathing, dressing, feeding, toileting, and taking 
medicine), or care that can be performed safely and effectively by people who, in 
order to provide the care, do not require medical licenses or certificates or the 

of a licensed nurse14 

.OentaVOral Services 

13 Does not apply to hospice. 
14 This exclusion does not apply to services covered under "hospice care." 

y 

y 

y 
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by most plans 

Dental services 
Not Covered 

with some 
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F-6 ESSENTIAL HEALTH BENEFITS 

Exclusions lmJustn FEIIB- CIGI\A6 l 'nited \\ell point 
, 

Medicare 
T~ pica!·, BCBS llealthl·are 

and for TMJ 
treatment and 

appliances 
Any dental or oral surgical procedures or drugs involving orthodontic care, the y y 
teeth, dental implants, periodontal disease, or preparing the mouth for the fitting 
or continued use of dentures15 

X 

Orthodontic care for malposition of the bones of the jaw or for y 
X 

y 
temporomandibular joint (TMJ) syndrome 
Dental procedures and appliances to correct disorders of the temporomandibular y Y, except 
Oaw) joint (also known as TMD or TMJ disorders) X surgery is 

covered 
Routine dental services, including topical and oral fluoride preparations, from y 
standard medical and pharmacy benefits except where mandated (does not apply X 
to products with embedded dental coverage)1 

Teeth extractions, surgical removal of impacted teeth, and other oral surgical y 
services (not to include pharmacy services )for care of the teeth or of the bones 

X 
and gums directly supporting the teeth. These services are dental and nature and 
not covered under medical17 

Extractions, treatment of cavities, care of the gums or structures directly y 
X 

y 
supporting the teeth18

•
19 

Treatment of periodontal abscess, removal of impacted teeth, orthodontia y y 
(including braces), false teeth, or any other dental services or supplies, except as X 
otherwise covered under the plan 
Items and services in connection with the care, treatment, fill ing, removal, or 

X 
y 

replacement of teeth, or structures supporting the teeth20 

15 Except as specifically described in Section S(g), Dental benefits and Section S(b) under Oral and nUIXillofacial surgery. 
16 Exclusion does not apply to: anesthesia and associated facility charges as a result of age and/or disability criteria; dental accidents- treatment, sought within 12 months, of an injury to natm:al teeth and 

when a treatment plan submitted for prior approval. Injuries resulted from biting and/or chewing are not considered a dental accident; radiation- dental services to prepare the mouth for radiation therapy to treat 
head and/or neck cancer. 

17 Other oral surgical services are covered, including treatment of medically diagnosed cleft lip, cleft palate, or ectodennal dysplasia; orthognathic surgery that is required because of a medical condition or 
injury which prevents normal function of the joint or bone and is deemed medically necessary to attain functional capacity of the affected part; oraVsurgical correction of accident related injuries; treatment of 
lesions, removal of tumors and biopsies; incision and drainage of infection of soft tissue not including teeth-related cysts or abscesses. 

13 Structures supporting the teeth mean the periodontium, which includes the gingivae. 
19 This exclusion does not apply to accidental injury to sound and natural teeth. 
20 Structures directly supporting the teeth mean the periodontium, which includes the gingivae, dentogingival junction, periodontal membrane, cementum of the teeth, and alveolar process. 
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Exclusions lmJustn FEIIB- CIGI\A6 l 'nited \\ell point 
, 

Medicare 
T~ pica!·, BCBS llealthl·are 

Any dental procedures involving orthodontic care, inlays, gold or platinum y 
fi llings, bridges, crowns, pin/post reduction, dental implants, surgical periodontal 

X 
procedures, or the preparation of the mouth for the fitting or continued use of 
dentures 
Educational Services; Self-Traininl!; Vocational Services Not Covered 
Self-care or self-help training y Not a Benefit y 

unless 
mandated 

Educational services, self management/help training services, and vocational Not a Benefit y 
services except where mandated for diabetes and asthma, or where explicitly unless 
covered by another benefit mandated 
Any educational services and programs or therapies for behavioral/conduct Not a Benefit y 
problems2 1 unless 

mandated 
Coverage does not include services other than self management of a medical y Not a Benefit y 
condition as determined by the Health Plan to be primarily educational in nature unless 

mandated 
Equipment 
Equipment that basically serves comfort or convenience functions or is primarily y y Not Covered 
for the convenience of a person caring for you or your dependent, i.e., exercycle 
or other physical fitness equipment, elevators, hoyer lifts, shower/bath bench. Air X 
conditioners, air purifiers and filters, batteries and charges, dehumidifiers, 
humidifiers, air cleaners and dust collection devices 
ExperimentaVI nvestil!ational Procedures Not Covered 
Experimental or investigational servicei!! y X y 
Experimental or investigational procedures, treatments drugs, or devices y X y 
Services related to complications resulting or arising from excluded services X N 

21 This exclusion does not apply to coverage for medication management. 
22 A Service is experimental or investigational if the health plan in consultation with medical group, determine that: generally accepted medical standards do not recognize it as safe and effective for 

treating the condition in question (even if it has been authorized by law for use in testing or other studies on human patients); it requires government approval that has not been obtained when Service is to be 
provided; it cannot be legally performed or marketed in the United States without FDA approval; it is the subject of a current new drug or device application on file with the FDA; it is provided as part of a 
research trial; see specific section for clinical trials; it is provided pursuant to a written protocol or other document that lists an evaluation of the service' s safety, toxicity or efficacy as among its objectives; it is 
subject to approval or review of an IRB or other body that approves or reviews re-search; it is provided pursuant to informed consent documents that describe the services as experimental or investigational, or 
indicate that the services are being evaluated for their safety, toxicity or efficacy; or the prevailing opinion among experts is that use of the services should be substantially confined to research settings or 
further research is necessary to determine the safety, toxicity or efficacy of the service. 
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X 

X 

Not a Benefit 
unless 

Not a Benefit 
unless 

X 

X 

X 

y 

N, eligible 

y 

y 

N, we cover 
one pair foot 

orthotics 

y 

Not Covered 

Covered· 

Not Covered 
by most plans 

Not Covered 

Not Covered 
by most plans 

except as 
required by 

mandate 
Treatment where payment is made by any local, state, or federal government 
(except Medicaid), or for which payment would be made if the Participant had 

y N 
X 

for such benefits. Services that can be 

• Covered subject to terms and conditions of the contract. For example, there may be network limitations, medical policy limitations, cost-sharing requirements, dollar caps, visit limits, etc. 
23 Except when medically necessary. 
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program for which you as a member of the community are eligible for 
participation. Such programs include, but are not limited to, school speech and 
reading programs 
Items and services furnished, paid for or authorized by governmental entities-

X 
N y 

Federal, state, or local governments 
Health Club Memberships Not Covered 

by most plans 
Health club memberships from core medical benefit X y 
Membership costs or fees associated with health clubs weight loss programs y X y 
Hearing Aids and Routine Hearing Tests Generally not 

covered by 
plans unless 

mandated 
Hearing aid~4 X y 
Hearing aids bearing devices and related examinations and services y X y 
Hearing aids and auditory implants y y 
Hypnotherapy 
Hypnotherapy (hypnosis) y X y Not Covered 
Infertility Services 
See Reproductive Services See 

Reproductive 
Services 

Leeat Liability Not Covered 
Charges which the enrollee or Plan has no legal obligation to pay, such as excess y y 
charges for an annuitant age 65 or older who is not covered by Medicare Parts A 

X 
and/or B, doctor's charges exceeding the amount specified by the HHS when 
benefits are payable under Medicare or State premium taxes however applied 
Services for which the member has no liability to pay in the absence of this y 
p lan's coverage. This includes, but is not limited to: government programs; X 
incarceration· workers compensation· and free clinics 
No legal obligation to pay for or provide services X N y 
Location Covered· 

24 CQchlear implants are not included in the exclusion. Cover routine hearing screenings as a part of preventive care. 
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Setvices, other than Emergency Services, received outside the United States y 

X 
y 

whether or not the services are available in the United States 
Setvices not provided within the United States y 
Massage Ther.tpy 
Massage therapy:!.) y 

X 
y Not Covered 

by most plans 
Medical Reports 
Completion of specific medical reports, including those not directly related to y y Not Covered 
treatment of the Participant, e.g., employment or insurance physicals, and reports X 
prepared in connection with litigation 
Medical Supplies Criteria for 

coverage 
varies across 

plans 
Disposable supplies for home use y X y 
Obesit)•/Weight Loss Services 
Setvices, drugs, or supplies for the treatment of obesity, weight reduction, or y y Generally Not 
dietary control, except for office visits and diagnostic tests for the treatment of 

X 
Covered by 

morbid obesity; gastric restrictive procedures, gastric malabsorptive procedures, plans unless 
and combination restrictive and malabsorotive orocedure~6 mandated 
Nutritional counseling when billed by a covered provider such as a physician, y y Covered as 
nurse, nurse practitioner, licensed certified nurse, nurse practitioner, licensed part of 
certified nurse midwife, dietician or nutritionist, who bills independently_for Preventative 
nutritional counseling services setvices for 

non 
X grandfathered 

plans after 
9/23/2010 if 
setvices are 

rendered by a 
covered 

• Covered subject to terms and conditions of the contract. For example, there may be network limitations, medical policy limitations, cost-sharing requirements, dollar caps, visit limits, etc. 
25 Except when provided as a procedure during a covered therapy. 
u A condition in which an individual has a BMJ of 40 or more, or an individual with a BMJ of35 or more with co-morbidities who has failed conservative treatment. 
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provider. 

Otherwise, Not 
Covered for 
most plans 

Commercial weight loss programs from core medical benefit X y Not Covered 
Weight reduction programs: fees and charges relating to fitness programs, weight y 

X 
y Not Covered 

loss or weight control programs 
Gastric bypass and bariatric surgery except where mandated 

Not a Benefit 
y Generally Not 

unless 
Covered by 

Mandated 
plans unless 

mandated 
Outpatient Prescription Drues27 

Compounded products unless the drug is listed on our drug formulary or one of y y Compound 
the ingredients requires a prescription by law Covered· only 

X if one of 
ingredients 
requires a 

prescription 
Drugs prescribed for cosmetic purposes y X y Not Covered 

Drugs that shorten the duration of the common cold y N Covered ifa 
prescription is 

required 
Drugs used to enhance athletic performance y X y Not Covered 
Drugs whjcb are available over the counter and prescriptions for which drug y 

X 
y Not Covered 

strength may be realized by the over the counter product by most plans 
Experimental or investigational drugs y X y Not Covered 

If a service is not covered, any drugs or supplies needed in connection with that y 
X 

y Not Covered 
service are not covered 
Prescription drugs for which there is an over the counter drug equivalent y X y Not Covered 
Replacement of lost, damaged or stolen drugs y X N Not Covered 

27 Kaiser outlines drugs that should be reviewed based on employer selection: drugs used in the treatment of infertility, sexual dysfunction, weight control, smoking cession, and growth hormone. 
• Covered subject to terms and conditions of the contract. For example, there may be network limitations, medical policy limitations, cost-sharing requirements, dollar caps, visit limits, etc. 
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by most plans 
Special packaging; packaging of prescription medications is limited to Kaiser y N Not app licable 
Permanente standard packaging 
Drugs and supplies needed solely for travel y 

X 
N Not Covered 

by most plans 
Personal Care Items Not Covered 
Personal comfort items X y y 
Personal comfort items such as beauty and barber services, radio, television, or y 

X 
y 

telephone 
Personal comfort items such as those that are furnished primarily for your y y 
personal comfort or convenience, including those services and supplies not 
directly related to medical care, such as guest's meals and accommodations, 

X 
hospital admission kit, barber services, telephone charges, radio and television 
rentals, homemaker services, travel expenses, over the counter convenience items 
and take-home supplies 
Providers/Facilities 
Services, drugs, or supplies you receive from a provider or facility barred or y y Not app licable 
suspended from the FEHB Program 
Services or supplies furnished by immediate relatives or household members, y y Not Covered 
such as spouse, parents, children, brothers or sisters by blood, marriage or X by most plans 
adoption 
Services (applies to medical and phannacy services) performed by a provider 

X 
y Not Covered 

who is a family member bv birth marriage or adoption or bv the provider to self bv most plans 
Services rendered by a provider who is a close relative or member of your y y Not Covered 
household. Close relative means wife or husband, parent, child, brother or sister, X by most plans 
by blood, marriage or adoption 
Charges imposed by immediate relatives of the patient or members of the 

X 
y Not Covered y 

patient's households by most plans 
Services or supplies furnished or billed by a noncovered facility, except that y Y, except Not Covered 
medically necessary prescription drugs; oxygen; and physical, speech and speech and 
occupational therapy rendered by a qualified professional therapist on an occupational 
outpatient basis are covered subject to plan limits therapy 

Excluded in 
most cases 
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Setvices, drugs, or supplies you receive from noncovered providers except in y Y, except Not Covered 
medically underserved area~8 we do not 

allow in 
underserved 
areas either 

Setvices you receive from a provider that are outside the scope of the provider's y 
X 

y Not Covered 
licensure or certification 
Setvices/setvice charges of standby physicians y 

X 
y Not Covered 

bv some plans 
Care by non-plan providers except for authorized referrals or emergencies29 y Not Covered 

under certain 
plan types 

Care by non-plan providers except for authorized referrals, emergencies and out y y Not Covered 
of area urgent care under certain 

plan types 
Private duty nursing 

X 
y Not Covered 

by some plans 
Private duty nursing provided in an inpatient setting (acute care or skilled nursing 

X 
y Not Covered 

facility )30 bv some plans 
Private duty nursing as a registered bed patient unless a plan physician y 

X 
y Not Covered 

determines medical necessity by some plans 
Private duty nursing in home or long term facility y 

X 
y Not Covered 

by some plans 
Setvices, supplies, or devices if they are not prescribed, performed, or directed by 

X 
y Not Covered 

a provider or facility not defmed by us as such, or not licensed to do so 
Inpatient hospital or SNF setvices not delivered directly or under arrangement by N Not addressed 
the provider in contracts 
Care in halfway house y y Not Covered 
Private room unless medically necessary or if a semi-private room is not y 

X 
y Generally Not 

available Covered 

23 For 20 II, the states are: Alabama, Arizona, Idaho, Illinois, Kentucky, Louisiana, Mississippi, Missouri, Montana, New Montana, North Dakota, Oklahoma, South Carolina, South Dakota, and Wyoming. 
19 A medical emergency is the sudden and unexpected onset of a condition or an injury that you believe endangers your life or could result in serious injury or disability, and requires immediate medical or 

surgical care. 
30 Nursing services in a home or hospice setting are covered as a part of home health care benefits and hospice benefits. 
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Recreational Thera y/ Actn •ties Not Covered 
Recreational or educational therapy and any related diagnostic testing, except as y 

X 
y 

provided by a hospital during a covered inpatient stay 
Recreational, diversional and play activities y X y 
Reproductive Services 
Fetal reduction surgecy y Generally not 

X addressed in 
contracts 

The reversal of voluntary/elective sterilization y X y Not Covered 
Infertility services when the infertility is caused by or related to voluntacy y y Not Covered 
sterilization by most p lans 

X except as 
required by 

mandate 
All assisted reproductive technologies (ART) and the associated diagnostic y Not Covered 
testing and Rx treatments to support ART (e.g., artificial insemination, in-vitro by most plans 
fertilization, ZIFT [zygote intrafallopian transfer], GIFT [gamete intrafallopian X except as 
transfer]) required by 

mandate 
In vitro fertilization services y Not Covered 

by most p lans 
X except as 

required by 
mandate 

Infertility services related to advanced reproductive technologies including but y Not Covered 
not limited to in vitro fertilization (IVF); gamete intrafallopian transfer (GIFT); by most plans 
zygote intrafallopian transfer (ZIFT) and variations of these procedures X except as 

required by 
mandate 

Donor charges and services y y Not Covered 
by most p lans 

X except as 
required by 

mandate 
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Cryopreservation of donor sperm and eggs y y Not Covered 

by most plans 
X except as 

required by 
mandate 

Anv experimental investigational or unproven infertility procedures or therapies y X y Not Covered 
Routine Sen'ices Not Covered 

under some 
grandfathered 

plans 
Routine services and appliances Unable to N 

determine 
defmition of 

category, 
therefore no 

comment 
Routine services, such as periodic physical examinations; screening y N 
examinations; immunizations; and services or tests not related to a specific 
diagnosis, illness, injury, set of symptoms, or maternity care31 

Sexual Transformations/Dysfunction/Inadequacy 
Sexual reassignment surgery y X y Not Covered 
Services related to sexual transformations X y Not Covered 
Services, drugs, or supplies related to sex transformations X y Not Covered 
Services, drugs, or supplies related to sex transformations, sexual dysfunction, or y y See above and 
sexual inadequacy (except for surgical placement of penile prostheses to treat X below 
erectile dysfunction) 
Drugs and devices used for the treatment of sexual dysfunction 

X 
y Not Covered 

by some plans 
Shift Differentials 
Professional charges for shift differentials y 

X 
y Not addressed 

in contract 
Smokine Cessation 

31 Certain services are exempted, including those preventive services specifically covered under preventive care (adult and child), preventive screenings specifically listed on pages 33-36 and 71 of plan 
b~hure; and certain routine services associated with covered clinical trials. 
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Smoking cessation programs that are not affiliated with Wellpoint Y, except Not Covered 

we do not in most plans 
X cover if by 

Wellpoint 
either 

Surrogacy Services 
provided to an 
individual not 
covered under 

the plan are 
Not Covered 

Surrogate parenting X y 
Services related to surrogacy X y 
Services related to conception, pregnancy or delivery in connection with a y y 
surrogate arrangement. A surrogate arrangement is one in which a woman agrees 

X 
to become pregnant and to surrender the baby to another person or persons who 
intend to raise the child32 

Testin~r 
Testing for ability, aptitude, intelligence or interest y 

X 
y Not Covered 

by some plans 
T hird-party Req uests or Requirements 
Physical examinations and other services, and related reports and paperwork, in y y Generally Not 
connection with third-party requests or requirements, such as those for: 

X 
Covered with 

employment, participation in employee programs, insurance, disability, licensing, some nuances 
or on court order or for parole or probation across plans 
Topical Hyperbaric Oxyf!en T herapy (TfffiO) 
Topical Hyperbaric Oxygen Therapy (THBO) y 

Not a Benefit 
N Not addressed 

in contract 
T ravel or T ransportation 
Travel or transportation (other than a state licensed professional ambulance y 

X 
y Generally not 

service) expenses even though prescribed bv a physician except as noted under addressed in 

32 The plan can choose alternative wording for this exclusion: in situations where you receive monetary compensation to act as a surrogate, health plan wiU seek reimbursement of aU charges for covered 
services you receive that are associated with conception, pregnancy and/or delivery of the child. A surrogate arrangement is one in which a woman agrees to become pregnant and to surrender the baby to 
another person or persons who intend to raise the child. 
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trans )ants contract 
Treatment of Dementia, Amnesia, or Mental Retardation 
Treatment of dementia, amnesia or mental retardation, except for treatment of y Y, no mental Not Covered 
psychological symptoms related to these conditions covered by some plans 

unless 
optional is 
purchased 

Vein Sureerv 
Treatments of all varicose and spider vein surgeries for cosmetic purposes X y Not Covered 
Vision Services Vision services 

generally Not 
Covered with 
some nuances 
across plans 

Eye glasses and contact lenses for individuals at least 18 years of age. 
X 

Y, excluded 
any age 

Vision correction surgery (e.g., Lasik, radial keratotomy) to correct refractive y 
error, including near sightedness, far sightedness, and/or astigmatism; orthoptics 
and vision therapy/training; prescription and non-prescription eyewear33 

X 

Radial keratotomy; and surgery, services, evaluations or supplies for the surgical y y 
correction of nearsightedness and/or astigmatism or any other correction ofvision X 
due to a refractive problem 
Orthoptics (a technique of eye exercises designed to correct the visual axes of y 

X 
y 

eyes not properly coordinated for binocular vision) or visual training 
Vision-medical benefits for low vision aids, eyeglasses, contact lenses for y y 
prescription or fitting and follow-up care thereof, except that covered expenses 
will include the purchase of the first pair of eyeglasses, lenses, frames or contact X 
lenses that follows cataract surgery or loss of lens due to eye disease for aphakia 
or aniridia 
War Not Covered 

by most plans 
Any disease or injury resulting from a war declared or not or any military duty y X y 

33 Exclusion does not apply to medial and surgical services for the treatment of injuries and diseases affecting the eye (e.g., eye exams for diabetics, eyewear/contacts and related services to replace lenses 
following surgery or injury, etc). 
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or any release of nuclear energy. Also excluded are charges for services directly 
related to military service provided or available from the Veterans' 
Administration or military medical facilities as required by law 
Services resulting from war X 

y 

SOURCES: Bevtlacqua, 2011; CMS, 2010; OPM, 2011a, 2011 b; Wellpomt, 2011. 
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Appendix G 
 

Medical Necessity 
 

ELEMENTS OF DEFINITIONS 
As part of its task, the committee reviewed a variety of definitions of medical necessity (a 

sampling is given at the end of this appendix), identifying key elements, listed here singly for 
comparison purposes, but meant to be combined with other elements. The committee’s 
conclusion with respect to medical necessity guidance can be found in Chapter 5.  
 
Authority, Prudent Physician 

• Health care services or products that a prudent physician would provide to a patient 
(AMA, 2005; Harmon, 2011; Maves, 2010)  

• “Medically necessary” or “medical necessity” shall mean health care services that a 
physician, exercising prudent clinical judgment, would provide to a patient (Kaminiski, 
2007) 

• An intervention is medically necessary if, as recommended by the treating physician and 
determined by the health plan’s medical director or physician designee, it is… (Singer et 
al., 1999) 

 
Medical Purpose 

• A health intervention for the purpose of treating a medical condition—a research project 
at Stanford further defined a health intervention as an item or service delivered or 
undertaken primarily to treat (i.e., prevent, diagnose, detect, treat, palliate) a medical 
condition (i.e., disease; illness; injury; genetic or congenital defect; pregnancy; biological 
or psychological condition that lies outside the range of normal, age-appropriate human 
variation) or to maintain or restore functional ability (Singer et al., 1999)  

• Health care services or products … for the purpose of preventing, diagnosing, or treating 
an illness, injury, disease, or its symptoms in a manner (AMA, 2005; Harmon, 2011; 
Maves, 2010)  

• Health care…for the purpose of preventing, evaluating, diagnosing, or treating an illness, 
injury, disease, or its symptoms (Kaminiski, 2007) 

• “Medically necessary” is a term for describing a requested service that is reasonably 
calculated to prevent, diagnose, correct, cure, alleviate, or prevent worsening of 
conditions in the client that endanger life, cause suffering or pain, result in an illness or 
infirmity, threaten to cause or aggravate a handicap, or cause physical deformity or 
malfunction. There is no other equally effective, more conservative or substantially less 
costly course of treatment available or suitable for the client requesting the service. For 
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the purpose of this section, “course of treatment” may include mere observation or, where 
appropriate, no treatment at all (Washington Administrative Code, 2011).1 

• To prevent the onset or worsening of an illness, condition, or disability; to establish a 
diagnosis; to provide palliative, curative, or restorative treatment for physical and/or 
mental health conditions; and/or to assist the individual to achieve or maintain maximum 
functional capacity in performing daily activities, taking into account both the functional 
capacity of the individual and those functional capacities that are appropriate for 
individuals of the same age (Dhillon, 2011; NHeLP, 2011) 

• To acquire, retain, and improve the self-help, socialization, and adaptive skills necessary 
to reside successfully in home and community-based settings (Medicaid per [Ford, 2011]) 

• Screening and diagnostic services to determine physical or mental defects in recipients 
under age 21; and health care, treatment, and other measures to correct or ameliorate any 
defects and chronic conditions discovered2 

• For the diagnosis, cure, mitigation, treatment, or prevention of disease or for the purpose 
of affecting any structure or function of the body3  

• Health care provided to correct or diminish the adverse effects of a medical condition or 
mental illness; to assist an individual in attaining or maintaining an optimal level of 
health; to diagnose a condition, or prevent a medical condition from occurring4  

• For the diagnosis or treatment of illness or injury or to improve the functioning of a 
malformed body member5 

• Necessary to prevent, diagnose, correct, or cure conditions in the person that cause acute 
suffering, endanger life, result in illness or infirmity, interfere with such person’s 
capacity for normal activity, or threaten some significant handicap6  

Scope 

• Clinically appropriate in terms of type, frequency, extent, site, and duration (AMA, 2005) 
• Clinically appropriate, in terms of type, frequency, extent, site, and duration, and 

considered effective for the patient’s illness, injury, or disease (Kaminiski, 2007)  
• The most appropriate supply or level of service, considering potential benefits and harms 

to the patient (Singer et al., 1999)  

Evidence 

• In accordance with generally accepted standards of medical practice (AMA, 2005; 
Harmon, 2011)  

• In accordance with generally accepted standards of medical practice; this means 
standards that are based on credible scientific evidence published in peer-reviewed 
medical literature, generally recognized by the relevant medical community, or otherwise 
consistent with the standards set forth in policy issues involving clinical judgment 
(Kaminiski, 2007) 

                                                 
1 Revised Code of Washington,  § 71.34.020.(2011). 
2 Code of Federal Regulations, Title 42, Chapter IV, § 440.40 (current as of August 3, 2011). 
3 Internal Revenue Tax Code, § 26(A)(1)(b)(VII)(213)(d)(1)(A)(B). 
4 Connecticut Agency Regulations, § 17b-134d-63, et seq. 
5 Social Security Act , Title XVIII, Section 1862 (a)(1)(a). 42 U.S.C.  
6 New York State Social Services Law, Title 1, Article 5, § 365 (a). 
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• Generally accepted standards of medical practice—standards that are based on credible 
scientific evidence published in peer-reviewed medical literature generally recognized by 
the relevant medical community, physician specialty society recommendations, and the 
views of physicians practicing in relevant clinical areas and any other relevant factors 
(Kaminiski, 2007)  

• In accordance with standards of medical practice that are based on credible scientific 
evidence published in peer-reviewed medical literature generally recognized by the 
relevant medical community, physician specialty society recommendations, and the 
views of physicians practicing in relevant clinical areas and any other relevant factors 
(Bocchino, 2010) 

• Known to be effective in improving health outcomes. For new interventions, 
effectiveness is determined by scientific evidence. For existing interventions, 
effectiveness is determined first by scientific evidence, then by professional standards, 
then by expert opinion (Singer et al., 1999) 

Value 

• Not more costly than an alternative service or sequence of services at least as likely to 
produce equivalent therapeutic or diagnostic results as to the diagnosis or treatment of 
that patient’s illness, injury, or disease (Kaminiski, 2007)  

• Cost-effective for this condition compared to alternative interventions, including no 
intervention; “cost-effective” does not necessarily mean lowest price (Singer et al., 1999)  

• That the item or service be the “least costly” alternative course of diagnosis or treatment 
for which there is adequate “clinical scientific evidence” of its safety and effectiveness7  

• There is no other equally effective, more conservative, or substantially less costly course 
of treatment available or suitable for the client requesting the service; for the purpose of 
this section, “course of treatment” may include mere observation or, where appropriate, 
no treatment at all8  

• The least costly among similarly effective alternatives, where adequate scientific 
evidence exists; and efficient in regard to the avoidance of waste and refraining from 
provision of services that, on the basis of the best available scientific evidence, are not 
likely to produce benefit9   

Not Primarily Convenience 

• Not primarily for the convenience of the patient, treating physician, or other health care 
provider (AMA, 2005) 

• Not primarily for the convenience of the patient, physician, or other health care provider 
(Kaminiski, 2007) 

• Not primarily for the convenience of the patient, physician, or other health care provider 
(Bocchino, 2011) 

• Not primarily for the economic benefit of the health plans and purchasers (AMA, 2005) 
 

                                                 
7 Tennessee Code Annotated, § 71-5-144. 
8 Washington Administrative Code, § 388-500-0005. 
9 Connecticut Agency Regulations,§ 17b-192-2(14). 
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G -4                                                                                               ESSENTIAL HEALTH BENEFITS 
 

PREPUBLICATION COPY: UNCORRECTED PROOFS  

Individuality of Application 

• Unless the contrary is specified, the term “medical necessity” must refer to what is 
medically necessary for a particular patient, and hence entails an individual assessment 
rather than a general determination of what works in the ordinary case. But where, as 
here, the plan administrator presents sufficient evidence to show that a treatment is not 
medically necessary in the usual case, it is up to the patient and his or her physician to 
show that this individual patient is different from the usual in ways that make the 
treatment medically necessary for him or her (Kaminiski, 2007) 
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APPENDIX G                                                                                                                                          G-7 
 

PREPUBLICATION COPY: UNCORRECTED PROOFS 

National Settlement Language 
A class action court case clarified that medical necessity decisions must be individualized, 

also affirming that consideration of cost or comparative effectiveness was acceptable. The 
associated definition agreed to by more than 900,000 physicians and major insurance companies 
resulted in a definition in widespread practice in the private market (Kaminiski, 2007): 

 
“Medically Necessary” or “Medical Necessity” shall mean health care services that a 
physician, exercising prudent clinical judgment, would provide to a patient for the 
purpose of preventing, evaluating, diagnosing or treating an illness, injury, disease or its 
symptoms, and that are: a) in accordance with generally accepted standards of medical 
practice; b) clinically appropriate, in terms of type, frequency, extent, site and duration, 
and considered effective for the patient's illness, injury or disease; and c) not primarily 
for the convenience of the patient, physician or other health care provider, and not more 
costly than an alternative service or sequence of services at least as likely to produce 
equivalent therapeutic or diagnostic results as to the diagnosis or treatment of that 
patient's illness, injury or disease. For these purposes, “generally accepted standards of 
medical practice” means standards that are based on credible scientific evidence 
published in peer-reviewed medical literature generally recognized by the relevant 
medical community or otherwise consistent with the standards set forth in policy issues 
involving clinical judgment.  

Selected Medical Definitions 

American Medical Association 
The AMA defines “medical necessity” as (AMA, 2005): 

 
Health care services or products that a prudent physician would provide to a patient for 
the purpose of preventing, diagnosing or treating an illness, injury, disease or its 
symptoms in a manner that is (a) in accordance with generally accepted standards of 
medical practice; (b) clinically appropriate in terms of type, frequency, extent, site, and 
duration; and (c) not primarily for the economic benefit of the health plans and 
purchasers or for the convenience of the patient, treating physician, or other health care 
provider. 

Medicare  
For Medicare, its authorizing legislation defines “medically necessary” rather than “medical 

necessity”: 
 
Notwithstanding any other provisions of this file, no payment may be made under Part A 
or Part B for any expenses incurred for items or services, which are not reasonable and 
necessary for the diagnosis or treatment of illness or injury or to improve the functioning 
of a malformed body member.9 
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G -8                                                                                               ESSENTIAL HEALTH BENEFITS 
 

PREPUBLICATION COPY: UNCORRECTED PROOFS  

As presented on the Medicare website glossary for patients, “medically necessary” 
means:  
 

Services or supplies that are needed for the diagnosis or treatment of your medical 
condition, meet the standards of good medical practice in the local area, and aren’t 
mainly for the convenience of you or your doctor (CMS, 2011). 

Medicaid 
The Medicaid statute does not define “medically necessary” or “medical necessity,” and each 

state is allowed to develop its own definition (Sindelar, 2002). However, the Early and Periodic 
Screening, Diagnosis, and Treatment (EPSDT) program’s coverage rules providing guidance for  
definitions in pediatric cases are more inclusive of concepts applicable to the ACA category of 
habilitation (O’Connell and Watson, 2001):  
 

Under EPSDT, state Medicaid programs must cover “necessary health care, diagnostic 
services, treatment and other measures...to correct or ameliorate defects and physical and 
mental illnesses and conditions.” Services must be covered if they correct, compensate 
for, or improve a condition, or prevent a condition from worsening-even if the condition 
cannot be prevented or cured.  
  

TennCare adopted, what was controversial at the time, for its Medicaid definition—
“including a requirement that the item or service be the ‘least costly’ alternative course of 
diagnosis or treatment for which there is adequate ‘clinical scientific evidence’ of its safety and 
effectiveness” (Blumstein and Sloan, 2000). Such wording is also now seen in other Medicaid-
related programs (e.g., see SAGA below). 

A recent examination of Medicaid definitions used by Medicaid programs in Connecticut, 
Massachusetts, New York, and Rhode Island illustrates the diversity of approaches to definition, 
with variation even within a single state depending on the applicable population (Kaminiski, 
2007). 

For Connecticut Medicaid, as administered through its Department of Social Services 
(DSS)10 (State of Connecticut Department of Social Services): 

 
Health care provided to correct or diminish the adverse effects of a medical condition or 
mental illness; to assist an individual in attaining or maintaining an optimal level of 
health; to diagnose a condition or prevent a medical condition or prevent a medical 
condition from occurring. 
 

Connecticut’s State-Administered General Assistance (SAGA) program (State of Connecticut 
Department of Social Services, 2009), a cash assistance program for adults without children who 
are unable to work, uses11: 

                                                 
10 Connecticut Agency Regulations, § 17b-134d-63, et seq. 
11 Connecticut Agency Regulations, § 17b-192-2(14).  
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PREPUBLICATION COPY: UNCORRECTED PROOFS 

Health services required to prevent, identify, diagnose, treat, rehabilitate, or ameliorate a 
health problem or its effects, or to maintain health and functioning, provided such 
services are:  

1. Consistent with generally accepted standards of medical practice;  
2. Clinically appropriate in terms of type, frequency, timing, site, and duration;  
3. Demonstrated through scientific evidence to be safe and effective and the least 

costly among similarly effective alternatives, where adequate scientific evidence 
exists; and  

4. Efficient in regard to the avoidance of waste and refraining from provision of 
services that, on the basis of the best available scientific evidence, are not likely to 
produce benefit.  

For MassHealth, a service, regardless of whether in fee-for-service or managed care 
arrangements, is considered “medically necessary” if12: 

1. It is reasonably calculated to prevent, diagnose, prevent the worsening of, 
alleviate, correct, or cure conditions in the MassHealth member that endanger life, 
cause suffering or pain, cause physical deformity or malfunction, threaten to 
cause or to aggravate a handicap, or result in illness of infirmity; and 

2. There is no other comparable, available, and suitable medical service or site of 
service that is more conservative or less costly to the MassHealth agency. 
Services that are less costly to the MassHealth agency including health care 
reasonably known by the provider or identified by the MassHealth agency 
pursuant to a prior authorization request to be available to the member through a 
third party.  

It is notable that the Medicaid agency is able to impose sanctions on providers, who (1) 
provide or prescribe a service or (2) admit a member to an inpatient facility when the services or 
admission are not medically necessary (Kaminiski, 2007), and Massachusetts publishes on its 
website specific guidelines for medical necessity for 16 services (e.g., bariatric surgery, organ 
transplant, physical therapy) (Massachusetts Department of Health, 2011).  

Fee-for-service and managed care arrangements through Medicaid in New York define 
medically necessary as:13  

 
Necessary to prevent, diagnose, correct, or cure conditions in the person that cause 
acute suffering, endanger life, result in illness or infirmity, interfere with such 
person's capacity for normal activity, or threaten some significant handicap and 
which are furnished an eligible person in accordance with state law.  
 

RIte Care, Rhode Island’s Medicaid managed health care program uses the national 
settlement language referenced above (Kaminiski, 2007). 

                                                 
12 130 Massachusetts Code Regulations, § 450. 204 (2009). 
13 New York State Social Services Law, § 365-a.  
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Establishment of Exchanges and Qualified Health Plans 
 
I. Requirements for certification of health plans to be sold in Exchanges  
 
Exchanges must only offer Qualified Health Plans (QHPs) in Exchanges. They must 
ensure that QHP: 

• Comply with Exchange processes, procedures, and requirements set forth 
pursuant to data collection and reporting described in subpart K of part 155 
(covered benefits, rates, and cost-sharing requirements); 

• Comply with benefit design standards, including essential health benefits 
(section 1302(b) of ACA), cost-sharing limits (Section 1302 of ACA), a bronze, 
silver, gold or platinum level of coverage (Section 1302 (d) of ACA) or is a 
catastrophic plan (Section 1302 (e) of ACA); 

• Be licensed and in good standing to offer health insurance coverage in each State 
in which the issuer offers health insurance coverage; 

• Implement and report on a quality improvement strategy or strategies 
consistent with the standards of section 1311(g) of the Affordable Care Act, 
disclose and report information on health care quality and outcomes described 
in sections 1311(c)(1)(H) and (I) of the Affordable Care Act, and implement 
appropriate enrollee satisfaction surveys consistent with section 1311(c)(4) of 
the Affordable Care Act;  

• Pay any applicable user fees assessed under §156.50; 
• Comply with the standards related to the risk adjustment program under 45 CFR 

part 153; and 
• Submit to the Exchange and HHS on annual basis information on drug 

distribution and costs. 
  
Among the other requirements discussed (this is not intended to be exhaustive): 
 

• Accreditation (§156.275)A QHP issuer must obtain its accreditation within a time 
period established by the Exchange under §155.1045. CMS states, “Allowing 
these issuers extra time to meet the standards proposed in this section may 
encourage a wider variety of health insurance issuers to seek to offer QHPs 
through the Exchange.” CMS seeks comment on the standards by which HHS 
should recognize accrediting bodies. 
 

• Network adequacy (§156.230): The rule proposes discretion for Exchanges in 
setting network adequacy standards for participating health insurance issuers. 
 

• Enrollment information (§156.265): CMS proposes to require that QHP issuers 
receive enrollment information electronically from the Exchange. CMS seeks 
comment on the frequency with which plans should receive electronic 
enrollment information. 
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• Termination of Coverage (§156.270): QHP issuers must develop a policy that is 

uniform as permitted by the Exchange for the termination of coverage due to 
non-payment of premium, irrespective of Exchange standards, uniformly to all 
enrollees in similar circumstances. 
 

• QHPs leaving Exchanges (§156.290): QHP issuers must continue covering 
benefits for each enrollee until the completion of the benefit year or plan year 
for the SHOP.  
 

• Decertifying Plans (§156.290): If an Exchange decertifies a QHP, the QHP issuer 
must terminate coverage for the QHP’s enrollees only after the Exchange has 
notified the those enrollees and enrollees have had the opportunity to enroll in 
other coverage. CMS seeks comment on the extent to which enrollees should 
continue to receive coverage from a decertified plan. 
 

• Essential Community Providers (§156.235): QHP issuers include in their provider 
networks a sufficient number of essential community providers, where available, 
that serve low income, medically underserved individuals. CMS seeks comment 
on how to define a sufficient number of essential community providers. 

 
II. Governance and conflict of interest provisions 
 
Summary:  

• Governance and conflict of interest guidance is spelled out in §155.110  
• The voting members of an Exchange governing board will represent consumer 

interests by ensuring that membership may not consist of a majority of 
representatives of health insurance issuers, agents, or brokers, or any other 
individual licensed to sell health insurance.  

• A State may wish to adopt more stringent or specialized conflict of interest 
requirements than those used in connection with regular governmental 
operations. 

• Each Exchange shall publish a set of guiding governance principles that includes 
ethical and conflict of interest standards and disclosure of financial interests that 
are posted for public consumption.  

• An Exchange must have in place procedures for disclosure of financial interest by 
members of the governing body or governance structure of the Exchange.  

• SHOP exchange governance: A state may operate its individual market Exchange 
and SHOP under separate governance or administrative structures and if it 
chooses to do so, it must, where applicable, coordinate and share relevant 
information between the two Exchange bodies. If a state does choose to operate 
its individual market Exchange and SHOP under a single governance or 
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administrative structure, it must ensure that the Exchange has adequate 
resources to assist individuals and small employers. (paragraph (e) 

 
Comment is invited as to the extent to which these categories of representatives with 
potential conflicts of interest should be further specified and on the types of 
representatives who have potential conflicts of interest.  
 
III. Federally-operated Exchanges 
 
The NPRM describes the potential for states to pursue “a flexible State partnership 
model combining State-designed and operated business functions with Federally-
designed and operated business functions. Examples of such shared business functions 
might include eligibility and enrollment, financial management, and health plan 
management systems and services. We note that States have the option to operate an 
exclusively State-based Exchange. HHS is exploring different partnership models that 
would meet the needs of States and Exchanges.” (Page 19)  
 
 “As States, and the Federal government in connection with the Federally-facilitated 
Exchange, develop expertise and implement the infrastructure for Exchange operations, 
we anticipate sharing of information and ideas.” (Page 26) 
 
There is no further detailed information about how a federally-run Exchange would 
operate in a state, or a timeline for implementation.   
 
IV. Changes to requirements set forth in the original timeline 
 
Conditional Approval: CMS proposes to add an option for Conditional Approval of 
exchanges. 155.105 paragraph (d) notes that “although the statute requires HHS to 
approve State Exchanges no later than January 1, 2013, there will be systems 
development and contracting activities that continue to occur in 2013 after the 
statutory deadline for approval. In order to accommodate States that are making 
progress towards the operational date of January 1, 2014, HHS may issue a conditional 
approval.” 
 
Establishment of Exchanges After 2014: CMS proposes to allow states to elect to 
operate an Exchange after 2014. §155.106 paragraph proposes to “allow States the 
flexibility of seeking approval to operate an Exchange even if a State is not approved to 
operate by January 1, 2013. A state electing to operate an Exchange after 2014 must 
have in effect an approved or conditionally approved Exchange Plan at least 12 months 
prior to the first effective date of coverage. It is assumed that first effective date of 
coverage will fall on January 1 of any given year because of the standardized annual 
open enrollment periods, so the approval or conditional approval would have to be in 
effect by January 1 of the prior year. 
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V. Navigator program 
 
Summary:  

• The requirements for Navigators are described in §155.210.  
• To be eligible for a Navigator grant an entity must: 

• Be capable of carrying out at least those duties described below; 
• Demonstrate to the Exchange that the entity has existing relationships, or 

could readily establish relationships, with employers and employees, 
consumers (including uninsured and underinsured consumers), or self-
employed individuals likely to be eligible for enrollment in a QHP; 

• Meet any licensing, certification or other standards prescribed by the State 
or Exchange, if applicable; and 

• Not have a conflict of interest during the term as Navigator. 
 
The Exchange must include entities from at least two of the following categories for 
receipt of a Navigator grant: 

• Community and consumer-focused nonprofit groups; 
• Trade, industry, and professional associations; 
• Commercial fishing industry organizations, ranching and farming 

organizations; 
• Chambers of commerce; 
• Unions; 
• Resource partners of the Small Business Administration; 
• Licensed agents and brokers; and 
• Other public or private entities that meet the requirements of this section. 

Other entities may include but are not limited to Indian tribes, tribal 
organizations, urban Indian organizations, and State or local human service 
agencies. 

 
An entity that serves as a Navigator must carry out at least the following duties: 

• Maintain expertise in eligibility, enrollment, and program specifications and 
conduct public education activities to raise awareness about the Exchange; 

• Provide information and services in a fair, accurate and impartial manner. Such 
information must acknowledge other health programs; 

• Facilitate enrollment in Qualified Health Plans; 
• Provide referrals to any applicable office of health insurance consumer 

assistance or trusted state agency or organization for any enrollee with a 
grievance, complaint, or question regarding their health plan, coverage, or a 
determination under such plan or coverage; and 

• Provide information in a manner that is culturally and linguistically appropriate 
to the needs of the population being served by the Exchange, including 
individuals with limited English proficiency, and ensure accessibility and usability 
of Navigator tools and functions for individuals with disabilities in accordance 
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with the Americans with Disabilities Act and section 504 of the Rehabilitation 
Act. 
 

Other key points: 
• The Navigator must not receive any consideration directly or indirectly from any 

health insurance issuer in connection with the enrollment of any qualified 
individuals or qualified employees in a QHP. 

• The Exchange is prohibited from supporting the Navigator program with Federal 
funds received by the State for the establishment of Exchanges. 

• The federal government is considering a requirement that the Exchanges ensure 
that the Navigator program is operational with services available to consumers 
no later than the first day of the initial open enrollment period. ** CMS seeks 
comment on this timeframe.  

• The Exchange must ensure that a Navigator must not be a health insurance 
issuer, or receive any consideration directly or indirectly from any health 
insurance issuer in connection with the enrollment of any qualified individuals or 
qualified employees in a qualified health plan. 

 
VI. State Plan Amendment Process 
 
CMS is considering the establishment of a review process for states’ Exchange Plans that 
is similar to Medicaid and CHIP for which there would be 90 days to review the plan 
for either approval or denial, or to request comment. If additional information is 
requested and received from the State, HHS would have 90 days to either approve or 
disapprove the plan.  **Comments are sought on the appropriateness of this process 
and timeline. 
 
VII. Interaction with Medicaid agencies 
 
Exchanges and the Medicaid and CHIP agencies are expected to execute data use 
agreements that prevent the unauthorized use or disclosure of personally identifiable 
information and prohibit the Exchange or State agency from seeking to obtain or 
provide information that it will not, or does not reasonably expect to, use. CMS 
proposes to adopt these same requirements as data privacy and security requirements 
for Exchanges. 
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From: Michael Cannon
To: Andrew Silvestri
Subject: Even if Obama wins, states should not create Exchanges
Date: Tuesday, October 23, 2012 12:15:15 PM

Shameless self-promotion aside, two takeaways:
 

1.      Even if Obama wins, states will want to hold off on creating Exchanges until the
courts resolve Oklahoma’s lawsuit and any similar lawsuits.

 
2.      Like Chris Christie, any state-level GOP official with national ambitions has an

added reason not to create an Exchange.
 
Michael
 
------------------
 

Will Chris Christie wing it on health-
care reform?
 
Updated: Tuesday, October 23, 2012, 6:07 AM
 
By Paul Mulshine/The Star Ledger 
 
Looks like our governor’s got a dead parrot on his hands.

At least that’s how Michael Cannon sees it. And Cannon should know. He’s the one who’s
killing the bird in question.

Cannon is a health care analyst at the free-market Cato Institute in Washington, D.C. After
the health care reform bill known as “Obamacare” was adopted, Cannon began looking
through its 2,700 pages for flaws. He claims to have found a fatal one.

It seems that in their haste to get the bill signed into law, the Democrats had no choice but to
accept the Senate version. And that version is structured in such a way that individual states
can decide to opt out of those state health insurance exchanges that are central to Obamacare.

Just how all this works would require this entire page to explain. So I’ll let Cannon explain
it:

“I feel like I’m in the Dead Parrot Sketch,” Cannon said.

You’ll get the reference immediately if you’re a Monty Python fan. The sketch involves a pet
shop customer, played by John Cleese, who is sold a “Norwegian blue parrot” by a pet shop
owner played by Michael Palin. When Cleese realizes the parrot is dead, he returns it to the
shop for a refund. Palin insists the obviously dead bird is simply sleeping and “pining for the
fjords.”
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Advocates of Obamacare may soon be pining for the fjords as well, Cannon said.
Oklahoma’s attorney general recently sued in federal court to block Internal Revenue Service
regulations essential to Obamacare. Those regs impose tax penalties on employers that fail to
provide insurance for their workers.

The AG argues that the Affordable Care Act permits the feds to collect such taxes only in
states with exchanges. No exchange, no tax.

Whether the court will agree remains to be seen. But for the moment, Cannon’s argument is
accepted among conservatives. Republican governors are being urged to thwart Obamacare
by refusing to sign on to those exchanges.

The political implications are obvious for the governor whom many Republicans see as the
front-runner for the 2016 presidential nomination in the event Barack Obama is re-elected.
That’s Chris Christie, and last week, the Democrats acted to force his hand on Obamacare.
They passed a new version of a bill they passed last spring that would have created an
insurance exchange in New Jersey.

Christie vetoed that bill in May on the grounds that the court had not yet decided on the
constitutionality of the individual mandate. That has since been decided in Obama’s favor.
But Christie’s stalling for time again.

“I won’t make a decision until I have to,” Christie said last week. He has to by Nov. 16, if he
wants to meet a federal deadline for creating that exchange.

But the real question is what will happen on Nov. 6. Mitt Romney has promised that if he’s
elected, feathers will fly. He has pledged to reverse Obamacare.

That’s pretty funny. It was Romney who hatched that egg in the first place. When he was
governor of Massachusetts, Romney set up a state exchange that became the model for the
Obamacare exchanges — right down to those tax penalties. If Romney wins, he’ll be forced
to kill his own bird, thus sparing Christie the trouble.

But if Obama wins, the real fun begins. Republicans all around the country will proclaim
Christie the front-runner for the 2016 GOP presidential nomination. They’ll expect him to
lead the fight to dismantle Obamacare. Vetoing that bill would be a solid first step, according
to Cannon.

“If Christie signs that bill and then Oklahoma wins its lawsuit, well, it sure doesn’t look like
Pennsylvania is going to create an exchange,” Cannon said.

And that would mean we’d see Washington’s crossing in reverse: “All the employers in New
Jersey are going to hop in their boats and head across the river to Pennsylvania, where they
can avoid that tax penalty,” he said.

So that Nov. 16 deadline won’t get the governor off the hook if Obama remains in the White
House. He’d still have to make a tough decision.

Of course, conservatives could always hope that Christie would veto the bill simply because
of his deep-seated belief that forcing people to buy health insurance is wrong.

That was a joke, of course.
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I’ve been watching too many Monty Python clips on YouTube.

ALSO: Here's a good piece by Keith Hennessey that ran in the Wall Street Journal on the
prospects for repeal of Obamacare assuming Romney wins.

http://blog.nj.com/njv_paul_mulshine/2012/10/health-care_exchange_bill_is_a.html
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The next issue of Capitol Journal will be available on April 2nd. 
TOP STORY  
 
GOP presidential candidates say they are anxious to overturn the Affordable Care Act. But 
Republican state lawmakers are torn between defeating what they call "Obamacare" and 
making the law work.  
TOP OF PAGE 

SNCJ Spotlight  

Repeal 'Obamacare' or help it succeed?  
 
Republican presidential candidates and GOP members of Congress 
are eager to repeal the Affordable Care Act (ACA) that President 
Obama pushed through Congress on a party-line vote in 2010. But 
their Republican counterparts in the nation's statehouses are torn 
between resisting what they call "Obamacare" and making it work.  
 
"The sands in the hourglass are slipping away across the country," 
Alabama State Rep. Gregory D. Wren (R) recently told The New 
York Times.  
 
Wren, co-chair of the health reform task force of the National Conference of State Legislatures, 
was referring to the narrowing window available to states for creating the health insurance 
exchanges that are a centerpiece of the federal law. The exchanges would be online supermarkets 
in which uninsured individuals could shop for a health plan. As envisioned, government 
subsidies and competition among insurance companies would make the health plans offered on 
the exchanges more affordable than current plans. Through these exchanges and expansion of 
Medicaid, the federal-state plan that provides health care for the poor, the Obama administration 
hopes to insure 30 million of the approximately 50 million Americans who lack health insurance.  
 
The states, however, face a practical problem; if they fail to present a plan to set up the 
exchanges by Jan. 1, 2013, the law allows the U.S. Department of Health and Human Services 
(HHS) to create federal exchanges over which the states would have no control. Wren cited this 
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prospect, opposed by governors of both parties, in introducing HB 245, a bill to set up an 
Alabama exchange. But in a pattern repeated in several Republican-controlled states, the bill 
stalled because Gov. Robert Bentley (R) wants to wait until the U.S. Supreme Court rules on the 
constitutionality of the health care legislation. The high court is scheduled to hold three days of 
hearings on the law beginning March 26, with a ruling expected by July 1.  
 
There's a case to be made for waiting. But as various foes of the ACA, including Republican 
Gov. Tom Corbett of Pennsylvania, have pointed out, waiting also entails risks. Setting up the 
exchanges is no easy matter, and the plans states are required to submit by the Jan. 1, 2013, 
deadline are supposed to include a standardized application form and a consumer-friendly online 
presentation. HHS on March 12 issued a 642-page document providing guidance for the states on 
the exchanges and granting flexibility on the minimum requirements of a health plan.  
 
Even so, setting up the exchanges will take time. Massachusetts and Utah, the two states with 
functioning exchanges under state laws, took nearly a year to make them operational. The 
Massachusetts exchange started in 2006, as the product of a law proposed by then-Gov. Mitt 
Romney who as the leading Republican candidate for president now promises to repeal the 
federal law, which was largely modeled after his Massachusetts plan.  
 
The Obama administration has given states financial incentives to create exchanges; HHS has 
doled out $600 million to 34 states that have done preliminary spadework plus a $1 million 
planning grant to every state. A dozen states and the District of Columbia have fully embraced 
the federal law with laws or executive orders creating state exchanges. California, the first to 
implement the federal law by creating the California Health Benefit Exchange, is especially 
advanced. If the Supreme Court invalidates the federal law, California is positioned to launch its 
own health care system should Gov. Jerry Brown (D) and the Legislature decide they want one. 
At the other extreme, a dozen states, notably Texas and Florida, have refused to spend their own 
money — or accept federal funds — to build the exchanges. Several other states, like undecided 
voters, don't know which way to turn. Most have taken small steps and are running in place until 
the court rules.  
 
There is a partisan overlay to this activity or lack thereof. With the exception of Nevada, the 
states that have done the most to implement the exchanges are governed by Democrats, and the 
states that have done the least have Republican governors. But many Republicans are conflicted. 
In Michigan, Republican Gov. Rick Snyder proposed an exchange that stalled in the Republican-
controlled House. In Wisconsin, Republican Gov. Scott Walker issued an executive order 
creating an exchange and then, under pressure from conservatives, canceled his order. In 
Pennsylvania, Gov. Corbett, opposes the health reform law while following the Boy Scout 
maxim of being prepared. He has accepted $34 million in federal funds to build an exchange.  
 
Republicans such as Gov. Corbett and Rep. Wren believe that states that wait until the Supreme 
Court rules are fooling themselves. If the law is upheld, they will have to scramble to meet the 
Jan. 1, 2013 deadline. It's also possible — perhaps likely — that the exchanges will survive a 
ruling that strikes down the most disputed element of the 905-page law: a requirement that all 
uninsured Americans purchase health insurance. Legal analysts disagree about whether the high 
court will find this mandate constitutional, but most doubt that the court will invalidate the entire 
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law.  
 
Insurance companies, divided during the congressional debate over the law, prefer state to 
federal regulation and generally support creation of the state exchanges. "We hope the law is 
ruled constitutional in its entirety," said Tom Epstein of Blue Shield of California, a large non-
profit insurer that has long favored state exchanges. Insurers will benefit if the law is upheld 
because they will receive federal subsidies for people who purchase health plans through an 
exchange.  
 
And what if the Supreme Court rejects the mandate requiring purchase of health insurance while 
leaving the rest of the law intact? It's been widely forecast that such a ruling would sound the 
death knell for Obamacare, as it would remove the principal financing source for subsidizing the 
exchanges and the expansion of Medicaid. But a mandate may not be the only recourse. Kim 
Belshe, a high-ranking health care official for two previous California governors, suggests that 
insurance companies, aided by federal subsidies, could induce the uninsured to purchase health 
insurance by offering low-priced plans during their annual open-enrollment months. Belshe is 
now a director of the California Health Benefit Exchange, whose executive director, Victor Lee, 
calls the mandate "just one tool in the kit" of reforming health care. Although it's a tool he wants, 
Lee says that "a revolution in health care" will continue in any case. This revolution, if that is 
what it is, is driven by the costs of health care, which are more expensive in the United States 
than in any other industrialized nation in the world.  
 
The American people, like their representatives, have been divided on the merits of the federal 
health care law ever since it was passed. A recent Gallup Poll found that 45 percent of 
Americans thought the law a "good thing" and 44 percent "a bad thing." (Interestingly, a vast 
majority — 72 percent — believes that requiring individuals to purchase health insurance is 
unconstitutional.) Because of this division, the political debate over health care is likely to 
continue no matter what the Supreme Court decides. It is also likely that insurance exchanges 
will proliferate, with or without the mandate. Gov. Corbett and Rep. Wren are right in saying that 
it makes good sense for the states to be prepared.  

— By Lou Cannon 
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To: Mary Fallin
Cc: Alex Weintz; Glenn Coffee; Denise Northrup; Andrew Silvestri
Subject: PPACA/Supreme Court Ruling MEMO & Materials ATTACHED
Date: Monday, July 02, 2012 4:58:40 PM
Importance: High

I have ATTACHED a memo regarding the Supreme Court ruling on PPACA, major decision points and
a timeline. I have also ATTACHED a number of materials (including news articles and press
statements) in relation to the memo.
 
For your information we have staff level and agency director meetings scheduled for July 9 and 10
with the Health Dept., OHCA, Insurance Dept. and CIO to walk through options and next steps. We
will keep you posted with regard to any new developments.
 
 
Thank you, Katie
 
Katie Altshuler, Policy Director
Office of Governor Mary Fallin
2300 North Lincoln Boulevard, Suite 212
Oklahoma City, Oklahoma 73105
405.521.2342
katie.altshuler@gov.ok.gov
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From: Alex Weintz
To: Katie Altshuler
Cc: Glenn Coffee; Denise Northrup; Andrew Silvestri; Glenn Coffee; Steve Mullins
Subject: statement RE: PPACA/Supreme Court Ruling MEMO & Materials ATTACHED
Date: Tuesday, July 03, 2012 3:51:54 PM

Here is an updated no-statement statement designed to get us through the next few days if no
decision is reached. Look ok to show to the gov?
 
Governor Fallin  was disappointed and frustrated with the Supreme Court’s decision to uphold the
bulk of the Affordable Care Act (ACA). She believes the law is unaffordable and unworkable, and that
many aspects of the bill—including the individual mandate – grant Congress power that was not
intended by the authors of the Constitution. She voted against the bill as a Congresswoman and
supported the lawsuit filed by Oklahoma’s attorney general as governor. She continues her adamant
opposition to the law, and will actively campaign for conservative candidates, including the
Republican presidential nominee, who pledge to overturn and replace the ACA.
 
However, in light of the Supreme Court’s decision to uphold most of the ACA, Governor Fallin
believes it is her responsibility to thoroughly and thoughtfully review the state of Oklahoma’s
options regarding the future of both Medicaid and the creation of a health insurance exchange. In
the coming weeks, the governor will continue to study the issues with the Oklahoma Health Care
Authority, which overseas Medicaid in Oklahoma.  She and her staff are also continuing to meet with
experts in the private and public sector regarding the potential creation of an exchange. Next week,
she will visit with dozens of governors at the National Governor’s Association meetings, where
health care will be discussed at length. Additionally, her administration continues to communicate
with doctors, health care providers and Oklahoma families about these issues.
 
Governor Fallin believes these conversations and meetings are necessary to making an informed
decision about health care policies that will affect hundreds of thousands of Oklahomans. Her
priority is not to make a decision soon; it is to make the right decision. The governor will continue to
review how the state of Oklahoma can best meet the health care needs of its citizens. Our office will
proactively relay these decisions to Governor Fallin’s constituents and to the media as they are
made.
 
 

From: Katie Altshuler 
Sent: Monday, July 02, 2012 5:05 PM
To: Mary Fallin
Cc: Alex Weintz; Glenn Coffee; Denise Northrup; Andrew Silvestri
Subject: PPACA/Supreme Court Ruling MEMO & Materials ATTACHED
Importance: High
 
I have ATTACHED a memo regarding the Supreme Court ruling on PPACA, major decision points and
a timeline. I have also ATTACHED a number of materials (including news articles and press
statements) in relation to the memo.
 
For your information we have staff level and agency director meetings scheduled for July 9 and 10
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with the Health Dept., OHCA, Insurance Dept. and CIO to walk through options and next steps. We
will keep you posted with regard to any new developments.
 
 
Thank you, Katie
 
Katie Altshuler, Policy Director
Office of Governor Mary Fallin
2300 North Lincoln Boulevard, Suite 212
Oklahoma City, Oklahoma 73105
405.521.2342
katie.altshuler@gov.ok.gov
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From: Katie Altshuler
To: Craig Perry
Subject: Fw: Ronald Myers
Date: Monday, June 13, 2011 10:32:36 AM

 
From: Keili McEwen 
Sent: Monday, June 13, 2011 10:31 AM
To: Rebecca Frazier; Andrew Silvestri; Katie Altshuler 
Subject: RE: Ronald Myers 
 
I did speak to Mr. Myers on Thursday, although we didn’t have much of a conversation.  He asked a
few questions about Medicaid and Obamacare.  I tried to explain to him what I knew off the top of
my head, as Brett has actually written a letter to this constituent.  He unfortunately was unwilling to
listen to me and mostly seemed like he wanted to pick a fight.  After he called me names and told
me how stupid I was for about 15 minutes, I gave up and told him I was going to hang up if he didn’t
calm down.  He continued to call me names, so I finally said good-bye and hung up.    I couldn’t even
really gather what he was concerned about.
 

From: Rebecca Frazier 
Sent: Monday, June 13, 2011 10:14 AM
To: Andrew Silvestri; Katie Altshuler
Cc: Keili McEwen
Subject: RE: Ronald Myers
 
I think it is. 
 

From: Andrew Silvestri 
Sent: Monday, June 13, 2011 10:07 AM
To: Katie Altshuler; Rebecca Frazier
Cc: Keili McEwen
Subject: RE: Ronald Myers
 
Is this the guy Jessica spoke with who had his license revoked?  If so – The guy seems shady based
on the research we’ve done.
 

From: Katie Altshuler 
Sent: Monday, June 13, 2011 10:06 AM
To: Rebecca Frazier; Andrew Silvestri
Cc: Keili McEwen
Subject: Re: Ronald Myers
 
I am still going to check with Health Care Authority because if a waiver is possible it would go thru
them
 
From: Rebecca Frazier 
Sent: Monday, June 13, 2011 10:04 AM
To: Katie Altshuler; Andrew Silvestri 
Cc: Keili McEwen 
Subject: RE: Ronald Myers 
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Nevermind.  Keili just said she spoke with him.
 

From: Katie Altshuler 
Sent: Monday, June 13, 2011 10:03 AM
To: Rebecca Frazier; Andrew Silvestri
Cc: Keili McEwen
Subject: Re: Ronald Myers
 
I did not speak with him. I will check with Health Care Authority
 
From: Rebecca Frazier 
Sent: Monday, June 13, 2011 10:01 AM
To: Andrew Silvestri 
Cc: Katie Altshuler; Keili McEwen 
Subject: Ronald Myers 
 
Ronald Myers
 
He said he spoke with a woman in our office that said nothing can be done.  Said he spoke with the
media (Tulsa World) and researched the law which says the Governor can file a waiver.  Did anyone
speak with him?
 

-          By July 1st if patients under Sooner Care have a prescription for Schedule II drugs, it must be
filled by Medicare physician.

 
-          State Representative Bennett
 
Rebecca R. Frazier
Deputy General Counsel
Office of Governor Mary Fallin
2300 North Lincoln Boulevard, Suite 212
Oklahoma City, Oklahoma 73105
(405) 522-8836
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From: Dana Wolpert
To: Denise Northrup; Mary Fallin; Glenn Coffee; Alex Weintz; Aaron Cooper; Alex Gerszewski
Subject: FW: Schedule UPDATE for Aspen
Date: Thursday, July 26, 2012 11:33:22 AM

FYI, Romney will be at RGA next week. Details below.
 
Dana Wolpert
Director of Scheduling
Governor Mary Fallin
2300 N. Lincoln Boulevard, Suite 212
Oklahoma City, OK 73105
 

From: Monica Block [mailto:mblock@RGA.ORG] 
Sent: Wednesday, July 25, 2012 5:14 PM
To: Dana Wolpert
Subject: Schedule UPDATE for Aspen
 
Dana,
 
We are excited that Governor Romney will now be joining us in Aspen next week.  Due to his
attendance, there are going to be a few changes to the RGA schedule that I wanted to make you
aware of as well as an additional ask that we’d like your Governor to attend.   I’ve pasted
below our schedule, and highlighted where we would now like your Governor to join Governor
Romney.  His attendance is not public, but we wanted the Governors to know.  Can you please
review this and let me know if your Governor will participate in these new events?
 
Please let me know if you have any questions!
 
Sincerely,
Monica 
 
 
WEDNESDAY, AUGUST 1, 2012
 
6:00 PM – 7:00 PM                The Aspen Institute: A Conversation with Republican
Governors - PLEASE NOTE THAT THIS EVENT IS OPEN TO THE PRESS

The 2012 Aspen Institute McCloskey Speaker Series welcomes
Republican governors in conversation with Aspen Institute
President and CEO Walter Isaacson.
Location:         The Aspen Institute – Greenwald Pavilion

1000 North Third Street
                                                                        Aspen, CO 81611

Speakers:         Governor Bob McDonnell, Virginia, RGA
Chairman

Governor Scott Walker, Wisconsin
Governor Nikki Haley, South Carolina

                                                                        Governor Bobby Jindal, Louisiana
                                                                        Governor Chris Christie, New Jersey, RGA Vice
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Chairman
Walter Isaacson, President and CEO, The Aspen
Institute,

Washington, DC
 
7:30 PM                                  Welcome Reception & Dinner

Location:         The St. Regis Aspen Resort – Fountain Courtyard
Speakers:         Governor Susana Martinez, New Mexico

Governor Rick Perry, Texas
Governor Scott Walker, Wisconsin

 
THURSDAY, AUGUST 2, 2012
 
8:30 AM – 9:30 AM               Breakfast and 2012 Political Update

RGA Executive Director Phil Cox will provide a political update on
the 2012 election cycle and attendees will hear from candidates for
governor from Montana and Washington.
Location:         The St. Regis Aspen Resort – Astor II
Speakers:         Phil Cox, RGA Executive Director
                        The Honorable Rick Hill, 2012 Candidate for

Governor,
Montana

                        Attorney General Rob McKenna, 2012 Candidate
for

Governor, Washington
 

9:45 AM – 10:45 AM             Panel Discussion I: Obamacare After the SCOTUS Decision:
What’s Next?

On June 28, the Supreme Court ruled on the Patient Protection and
Affordable Care Act (PPACA) upholding the individual mandate as
a tax, but limiting the power of the federal government to coerce
state Medicaid expansions. Regarding the Medicaid expansion, the
court ruled that the government could not compel states to expand
Medicaid by threatening to withhold federal money to existing
Medicaid programs. This presents an opportunity for governors to
opt out of the expansion without losing their existing share of
federal Medicaid funding. Within hours of the decision, Republican
governors in several states said they were likely to oppose
expanding the program. In addition to the Medicaid piece,
governors must also decide whether to establish a state-
administered health insurance exchange. This panel examines the
decisions confronting governors, along with the remaining political,
regulatory and legal uncertainties surrounding the law and its
impact on businesses.
Location:         The St. Regis Aspen Resort – Astor II
Speakers:         Governor Gary Herbert, Utah

                                                            Governor Bobby Jindal, Louisiana
Michael Neidorff, Chairman and CEO, Centene

Corporation, St. Louis, MO
                                                                        Dr. George Rapier, Chairman and CEO, WellMed
Medical

Management, Inc., San Antonio, TX
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11:00 AM – 12:00 PM            Panel Discussion II: State Solutions: Economic Growth in the
Obama Era

Republican governors are providing a clear contrast to the failed
economic policies of the Obama administration.  Under President
Obama, the nation has endured 41 consecutive months with the
unemployment rate over 8 percent and the most recent quarter was
the worst quarter of job creation in 2 years.  Despite the national
headwinds, GOP-led states are experiencing economic success.
States with Republican governors are adding jobs at a faster pace
than their Democratic counterparts and states that elected new
Republican governors in 2010 have seen their unemployment rates
drop nearly 50 percent more than states with new Democratic
governors. In July, CNBC released its annual list of best states for
business, and Republican governors led the way.  CNBC found that
12 of the 15 top states for business have GOP governors. Instead of
emulating the policies of Republican governors which encourage
entrepreneurship and job creators, the Obama administration
continues to impede upon the states with overregulation and the
threat of higher taxes.  This panel explores how governors can
work with business leaders to ensure the private sector adds jobs
despite the federal government’s overreach.
Location:         The St. Regis Aspen Resort – Astor II
Speakers:         Governor Bob McDonnell, Virginia, RGA

Chairman
Governor Mary Fallin, Oklahoma

                        Governor Rick Perry, Texas

Alan Gocha, Managing Partner, ETC Capital, LLC

Ross Perot, Jr., Chairman, Hillwood Development
Company,

Dallas, TX

 
12:15 PM – 1:15 PM              Luncheon: Governors’ Races and the 2012 Battlegrounds

With 11 states holding governors’ races this November, the RGA is
in position to expand its majority and make a major impact on the
2012 elections. Many of the states where RGA will engage are also
critical Presidential and Senate battleground states.  As shown in
the Wisconsin recall election, the RGA and ideologically-aligned
groups are able to work together, and their efforts benefit
candidates up and down the ballot. This panel will explore the 2012
political landscape and the interplay between gubernatorial and
federal races.
Location:         The St. Regis Aspen Resort – Fountain Courtyard
Speakers:         Phil Cox, RGA Executive Director

Ed Gillespie, Founder, Ed Gillespie Strategies;
Senior Advisor,

Romney for President; Chairman, RSLC;
 Former Chairman, RNC; Former
Chairman, Republican Party of Virginia,
Alexandria, VA

Karl Rove, Former Deputy Chief of Staff and Senior
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Advisor
to President George W. Bush; Author,
Courage and Consequence; Fox News
Contributor; Wall Street Journal Columnist,
Washington, DC

 
1:45 PM – 4:45 PM                 Optional Activities

Location:         Off-site; Departing from The St. Regis Aspen Resort
 
4:00 PM – 5:00 PM               Romney for President Roundtable with Governor Mitt
Romney and RGA Governors - PLEASE NOTE THAT THIS EVENT IS OPEN TO THE
PRESS
                                                Location:         TBD (30 minutes away from the St. Regis)
Please hold this on your Governor’s schedule for now.  We hope to have more details
shortly!  Due to the timing, we do not believe that any of the Governors will be able to
participate in the optional activities
 
5:30 PM – 6:15 PM               Romney for President Fundraiser
                                                Location:         The St. Regis Aspen Resort – Room TBD
Please have your Governor plan to stop by this fundraiser prior to going to their assigned
Parlor at 5:45 PM.
 
5:45 PM – 6:30 PM                Governors Parlors

Please join our Republican governors for a newly created reception
opportunity to mix and mingle in a more intimate setting before we
depart for Pine Creek Cookhouse. Each of the two parlors will host
three to four governors, and attendees are welcome and
encouraged to visit both parlors.

                                                Location:         The St. Regis Aspen Resort – Aspen, Highlands and
Buttermilk

 
7:00 PM                                  Reception & Dinner

Location:         Pine Creek Cookhouse
11399 Castle Creek Road 
Aspen, CO 81611

Speakers:         Governor Mitt Romney
Governor Bob McDonnell, Virginia, RGA

Chairman
Governor Chris Christie, New Jersey, RGA Vice

Chairman
Fred Malek, Founder and Chairman, Thayer
Lodging

Group, McLean, VA; Executive Roundtable
Chairman

 
 
Monica Block
Governors Liaison
Republican Governors Association
1747 Pennsylvania Avenue, NW, Suite 250, Washington, DC 20006
202.662.4159 direct | 757.897.9811 cell | 202.662.4926 fax
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mblock@rga.org
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From: Rebecca Frazier
To: Cody Inman
Cc: Audrey Rockwell
Subject: FW: status regarding OETA open records request?
Date: Wednesday, November 28, 2012 12:16:44 PM

Cody,
 
   I think Audrey spoke with you about this.  Please see below.
 
Audrey – we should redact personal information. 
 
Thanks!
 

From: Audrey Rockwell 
Sent: Wednesday, November 28, 2012 11:21 AM
To: Rebecca Frazier
Subject: FW: status regarding OETA open records request?
 
 
 

From: Alex Weintz 
Sent: Wednesday, November 28, 2012 11:01 AM
To: Steve Mullins; Audrey Rockwell
Subject: status regarding OETA open records request?
 
Bob Sands from OETA is running his story on the Medicaid expansion/health insurance exchange
tomorrow. Can we get him the phone logs  /email logs he requested today?
 
Alex Weintz
Communications Director
Office of Governor Mary Fallin
phone: (405) 522-8819
cell: (405) 535-7317
Alex.Weintz@gov.ok.gov
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From: Rebecca Frazier
To: Alex Weintz
Cc: Cody Inman; Steve Mullins; Audrey Rockwell
Subject: FW: status regarding OETA open records request?
Date: Wednesday, November 28, 2012 12:36:05 PM

Alex,
 
   Public Affairs is working on this and will have the information compiled this afternoon.  Thanks.
 

From: Audrey Rockwell 
Sent: Wednesday, November 28, 2012 11:21 AM
To: Rebecca Frazier
Subject: FW: status regarding OETA open records request?
 
 
 

From: Alex Weintz 
Sent: Wednesday, November 28, 2012 11:01 AM
To: Steve Mullins; Audrey Rockwell
Subject: status regarding OETA open records request?
 
Bob Sands from OETA is running his story on the Medicaid expansion/health insurance exchange
tomorrow. Can we get him the phone logs  /email logs he requested today?
 
Alex Weintz
Communications Director
Office of Governor Mary Fallin
phone: (405) 522-8819
cell: (405) 535-7317
Alex.Weintz@gov.ok.gov
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From: Katie Altshuler
To: Craig Perry
Subject: Fw: Undeliverable: PPACA/Supreme Court Ruling Information ATTACHED
Date: Thursday, July 19, 2012 5:38:37 PM
Attachments: PPACASupreme Court Ruling Information ATTACHED.msg

This email to Speaker Designate Shannon was returned to me...can you please resend tomorrow?
Thanks, Katie
 
From: Microsoft Exchange 
Sent: Thursday, July 19, 2012 05:31 PM
To: TW Shannon (tw.shannon@okhouse.gov ) <tw.shannon@okhouse.gov> 
Subject: Undeliverable: PPACA/Supreme Court Ruling Information ATTACHED 
 

Delivery has failed to these recipients or distribution lists:

TW Shannon (tw.shannon@okhouse.gov )
The format of the recipient's e-mail address isn't valid. A valid address looks like this:
username@contoso.com. Microsoft Exchange will not try to redeliver this message for you. Please check
the e-mail address and try sending the message again, or provide the following diagnostic text to your
system administrator.

Sent by Microsoft Exchange Server 2007 

Diagnostic information for administrators:

Generating server: EML-EXH01.agency.OK.local

tw.shannon@okhouse.gov 
#550 5.1.3 STOREDRV.Submit; invalid recipient address #SMTP#

Original message headers:

Received: from Exch01.agency.OK.local ([199.190.129.148]) by
 EML-EXH01.agency.OK.local ([172.16.10.58]) with mapi; Thu, 19 Jul 2012
 17:31:40 -0500
MIME-Version: 1.0
Content-Type: text/plain
Date: Thu, 19 Jul 2012 17:31:40 -0500
Message-ID:
 <1756328F8267774EB0D7E691D0B1FF1240534F2007@EXCH01.agency.OK.local>
Subject: PPACA/Supreme Court Ruling Information ATTACHED
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From: Denise Northrup
To: Glenn Coffee
Subject: Fwd: Attorney General"s Healthcare Lawsuit
Date: Friday, November 16, 2012 3:08:24 PM
Attachments: Letter from AG Pruitt re Health Care lawsuit.pdf

ATT00001.htm

So how did the discussion go this am, this letter seems to me to be political and
purely self serving and does nothing to change the situation we're in...why did they
send?

Begin forwarded message:

From: "Rebecca Frazier" <Rebecca.Frazier@gov.ok.gov>
To: "Mary Fallin" <Mary.Christensen@gov.ok.gov>,
"maryfallin " <maryfallin t>
Cc: "Steve Mullins" <Steve.Mullins@gov.ok.gov>, "Katie Altshuler"
<Katie.Altshuler@gov.ok.gov>, "Denise Northrup"
<Denise.Northrup@gov.ok.gov>, "Glenn Coffee"
<Glenn.Coffee@gov.ok.gov>
Subject: Attorney General's Healthcare Lawsuit 

Governor,

Our office just received this letter sent to you from Attorney General
Pruitt regarding implementation of a state health insurance exchange and
its impact on the Attorney General’s lawsuit.

Thank you.

Rebecca R. Frazier
Deputy General Counsel
Office of Governor Mary Fallin
2300 North Lincoln Boulevard, Suite 212
Oklahoma City, Oklahoma 73105
(405) 522-8836
Rebecca.Frazier@gov.ok.gov
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From: Monica Block
To: Monica Block
Cc: Larissa Ziemann
Subject: Fwd: Governors" Call- July 3, 11:30 AM-12:00 PM (EDT)
Date: Tuesday, June 26, 2012 4:25:38 PM

Please see below and RSVP:

Begin forwarded message:

From: Marie Sanderson < >
Date: June 26, 2012 2:13:37 PM PDT
To: Marie Sanderson < < >>
Cc: Phil Cox <pcox@RGA.ORG<mailto:pcox@RGA.ORG>>, Monica Block
<mblock@RGA.ORG<mailto:mblock@RGA.ORG>>, Larissa Ziemann
<lziemann@RGA.ORG<mailto:lziemann@RGA.ORG>>, Mike Schrimpf
<mschrimpf@RGA.ORG<mailto:mschrimpf@RGA.ORG>>
Subject: Governors' Call- July 3, 11:30 AM-12:00 PM (EDT)

Dear Chief of Staff:

CC: Action Officers

CC: Schedulers

CC: Healthcare advisors

A RGPPC Governors’ Only conference call will be held on Tuesday, July 3rd: 11:30 AM - 12:00 PM (EDT)
to discuss the PPACA Supreme Court decision. A copy of this email is being sent to your schedulers. On
this call, a brief summary  of the decision will be provided, and governors will discuss what the decision
means for their state as well as next steps. Please have your schedulers RSVP for your governor to
Larissa Ziemann at LZiemann@rga.org<mailto:LZiemann@rga.org>. A conference line and agenda will
be provided at that time.

A reminder that it is likely that a SCOTUS PPACA decision will occur on Thursday.  Your communication
teams have been provided talking points and information regarding our rapid response communication
line.  In addition, RGPPC will forward materials and interpretations of the decision as we get them.

As previously noted, please make every accommodation possible to have your governor join the July 3rd
call with other governors.  As always, don’t hesitate to contact us if you need more information.

Best,

Marie
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From: Cody Inman
To: Cody Inman
Subject: Fwd: health policy
Date: Wednesday, November 14, 2012 12:34:05 AM

Cody Inman

Sent from my iPhone

Begin forwarded message:

From: Katie Altshuler <Katie.Altshuler@gov.ok.gov>
Date: November 13, 2012, 1:09:38 PM CST
To: Alex Weintz <Alex.Weintz@gov.ok.gov>, "'rcodyinman '"
<rcodyinman >
Subject: RE: health policy

Maybe not!
�
Katie Altshuler, Policy Director
Office of Governor Mary Fallin
2300 North Lincoln Boulevard, Suite 212
Oklahoma City, Oklahoma 73105
405.521.2342
katie.altshuler@gov.ok.gov

�
�
From: Alex Weintz 
Sent: Tuesday, November 13, 2012 12:55 PM
To: 'rcodyinman
Cc: Katie Altshuler
Subject: Fw: health policy
�
Statements below. Will be out of date in a maximum of 4 days 
�
From: Alex Weintz 
Sent: Friday, November 09, 2012 05:38 PM
To: Zeke Campfield <ZCampfield@opubco.com>; Michael McNutt
<MMcNutt@opubco.com> 
Subject: FW: health policy 
�
Whoops! I typed this several hours ago and forgot to hit send. have a great weekend.
�
Zeke, expanding on our conversation the other day. Including Michael as well.
All statements attributable to me.
�
Exchanges:
�
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�Governor Fallin is continuing to explore the state�s options as they relate to
health insurance exchanges. Her priority is to ensure the people of Oklahoma are
best served by a system that increases access to health care, controls health care
costs and does so in a way that is fiscally responsible. Oklahoma is not in a
unique position; many other states are continuing to weigh what options best
serve their citizens, as is responsible.
�
�However, like other states, Oklahoma�s decision making process has been
significantly hampered by the failure of the federal government to provide further
guidance regarding its own rules and regulations. In a letter dated July 10 of this
year (available here),� Governor Bob McDonnell, acting on behalf of
Republican governors, asked the White House dozens of questions concerning
the implementation of insurance exchanges as well as the administration�s
proposed Medicaid expansion. To date, these questions have not been answered.
Governor Fallin is extremely frustrated that states have been asked to make
important decisions regarding the health outcomes of their citizens with little or
no information provided by the administration. Basic questions such as �how
much will an insurance exchange cost the state of Oklahoma?� have still been
left unanswered. It is disappointing and frustrating that so little information has
been provided to states. �
�
Regarding the impending Nov 16 deadline to submit a plan for a health insurance
exchange:
�
�The November 16 �deadline� to submit a plan for an insurance exchange is
an internal agency deadline, not in statute, with no obvious penalties for states
that do not meet it. After reviewing ACA guidelines and conferring with other
states, our policy staff does not believe it is true that Oklahoma will necessarily
be subject to a federal exchange if it misses the November 16 deadline. Obama
administration officials have confirmed that, calling the deadline a �rolling
deadline.� Again, much of the confusion surrounding the ACA and health
insurance exchanges is the result of the federal government refusing to answer
simple questions about its own law.� �
�
Medicaid expansion:
�
�The governor did say she would make a decision sometime after the election,
when it was clearer what the future of the ACA would be. The election ended a
very short time ago, as you know. Her priority is not to make this decision as
quickly as possible; it is to make the right decision. Governor Fallin is still
conferring with other lawmakers, her cabinet, and health care experts in
Oklahoma and around the country as to what course of action best serves the
people of Oklahoma.�
�
�
Alex Weintz
Communications Director
Office of Governor Mary Fallin
phone: (405) 522-8819
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cell: (405) 535-7317
Alex.Weintz@gov.ok.gov
�
�
�
�
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From: Aaron Cooper
To: Marcia Crawford; Kandi Batts; Cody Inman; Sean Rose
Subject: FYI - health care exchange deadline extended
Date: Friday, November 16, 2012 8:56:37 AM
Attachments: image002.png

FYI – the deadline on the health insurance change has been extended by the federal
government; we will not have an announcement on it today.  If you have questions, let me
know.  Thanks.
 

States get another stay on health insurance exchange deadline

November 16, 2012 | Mary Mosquera

In a second delay in one week, Health and Human Services Secretary Kathleen Sebelius has
extended the deadline for one month for states to not only submit their blueprints for a state-
based health insurance exchange but to even decide if they plan to establish their own
exchange.

The original deadline for states to submit their blueprint and a declaration letter to establish a
state-based exchange was Nov. 16.

Last week, Sebelius explained in a letter that states could delay assembling and sending in
their documentation until Dec. 14, but they still had to at least notify HHS of their decision
on a state-based exchange by Nov. 16.

[See also: How the campaigns cast a shadow on HIX, Medicaid —any why they're now
poised for the forefront]

On the eve of that deadline, Nov. 15, Sebelius sent a letter to the Republican Governors
Association, in which she offered more decision-making time. 

The extension delays accommodate primarily Republican governors, who were waiting until
the election outcome to decide whether to move ahead on the exchanges and other features of
the health reform law.

Originally, if states did not meet the Nov. 16 deadline, the federal government would proceed
to set up an exchange for them. HHS wants to be sure that the exchanges can be ready to
start accepting open enrollment in October 2013 and start operations Jan. 1, 2014.

The latest letter responds to a request from Republican Governors Association leaders
Virginia Gov. Bob McDonnell and Louisiana Gov. Bobby Jindal for more time to declare
whether states will decide to run a state-based exchange.

“While receiving a letter of intent now will help us assist states in finalizing their application,
a state may submit both a letter of intent and an application to operate its own exchange by
December 14,” Sebelius said.  

HHS also will accept plans from states that have decided to establish a state-federal
partnership exchange by Feb. 15, 2013. States will also be able to apply to run exchanges in
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future.

[Related: Why the initial HIX delay means more to some states than others]

“We are confident governors will have enough time to decide whether they want to establish
an exchange, work in partnership with the federal government or have a federally-facilitate
exchange in their state,” she said.

Sebelius said HHS is “committed to providing states with the flexibility, resources, and time
they need to deliver the benefits of the healthcare law to the American people.”

To date, 17 states and the District of Columbia have decided to build their own exchanges.
Five states — Nebraska, South Carolina, Kansas, Alabama and Florida — have said the
federal government can build their exchanges.

 
 
______________________________________
Aaron Cooper
Press Secretary
Governor Mary Fallin
aaron.cooper@gov.ok.gov
t - (405) 522-8878
c - (405) 759-0468
 
Find Gov. Fallin on:
 

   
 
On the Web:  www.governor.ok.gov
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From : 
To: 
Cc: 
Subject: 
Date: 

baxte 
Dana Wolpert 
MG(R) Lee Baxter 
Gov Lawton Trip April 15th 

Friday, April 08, 2011 3:21:57 PM 

Dana, see below. I think the governor finishes up about 11 and we have lunch at 12. Would like about 
15 minutes with her between these events. What is the best way to do that? Could go to a room in the 
country club before lunch or do at sill after the ceremony. Who is coming with her also, so we can plan 
for lunch ? Lee 

-----Original Message-----
From: "Denise Northrup" <Denise.Northrup@gov.ok.gov> 
Sent: Thursday, Apri l 7, 2011 5 
To: "MG(R) Lee Baxter" <baxte 
Subject: RE: Talk with Gov ref ho:>::.Uhr·::.r"' 

I received, you can visit with her next Friday and perhaps by then we have some sort of agreement 
with the legislature worked out 

-----Original Message-----
From: MG(R) Lee Baxter [mailto 
Sent: Thursday, Apri l 07, 2011 12:02 
To: Denise Northrup 
Cc: Baxter MG (R) Lee 
Subject: FW: Talk with Gov ref healthcare funding 

Did you receive? Shall I talk with the governor? 

MG(R) Lee Baxter 
President 
Signal Mountain Associates, Inc 
608 SW D Ave; Suite #1 
Lawton, Oklahoma 73501 
580-581-1 

-----Original Message-----
From: MG(R) Lee Baxter [mailto 
Sent: Wednesday, April 06, 2011 4:16 
To: Denise Northrup 
Cc: Baxter MG Lee 
Subject: Talk with Gov ref healthcare funding 

Denise, thanks for call ing: 

1. Gov will be in Lawton on the 15th at 10 for Army Reserve Center opening. 
Appears she then has a break til the lunch I am hosting at 12. Can I arrange 
to talk to her after the ceremony and before the luncheon ? Could even do it 
sitting in the car. 

2. Did some checking last night after we spoke. According to Michael 
Camuccio,both Bob Sullivan and Dan Zalodeck have placed calls in the last 
couple of weeks to Mary but Katie is the one returning the calls ... not a 
great practice I don't think 
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3. Just so you know, on two or three occasions, last one yesterday, I have

left voicemail for Katie and she does not return my calls. That is

frustrating

4. Despite all intentions and all efforts , the Governor is facing being

labeled as "bringing Obamacare to Oklahoma" if we stay with the federal

money. She will be perceived, even tho it is NOT TRUE of abandoning the anti

Obamacare position.

5. I have NEVER seen pushback like OCPA is getting from it's members and

large donors like they are getting on this issue and they are insistent in

their positions. House and Senate repubs are pushing daily for the OCPA

position.....

Despite the financial pressures, I believe the Governor must withdraw from

the $54m and do so soon in favor of other ways to fund the exchange

initiative, which I fully and completely support . 

I think you are right and I would like to talk to Mary on it. If I can do so

before the 15th, please let me know .

Governor Fallin and Denise Northrup do not have stronger supporters than me.

But the potential damage her and house and senate members is both severe

and long lasting I think.

OCPA fully supports that the governor is trying to do....fully...but can't

support using federal money to do it. We (you and I) should be working hard

to ensure OCPA And gov work hand in hand.

Look forward to hearing from you. Lee

MG(R) Lee Baxter=
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From: GOVERNING
To: Denise Northrup
Subject: GOVERNING Data: Report Finds 21 States" Pension Systems Not Fiscally Sound
Date: Thursday, November 29, 2012 3:18:18 PM

Welcome to GOVERNING Data, our newest monthly
newsletter with the latest data releases, analysis and
graphics. This is the second of three preview
editions.

Confirm your free subscription here to continue to
receive the monthly newsletter.

Report: 21 States’ Pension Systems Not
Fiscally Sound  

State pension systems suffered a significant blow during the

recession, but it didn’t hit all  systems equally; some fared much

worse than others. A study by investment research firm

Morningstar, Inc., published earlier this week assesses the financial

health of each state system, highlighting a wide disparity in the

actuarial adequacy of funding levels.

An alarming number of funds face a steep uphill  climb in fully

funding their plans. The report found 21 states’ aggregate funded

ratios fell below 70 percent, which Morningstar considers the

threshold for “fiscally sound” systems. Illinois (43.4 percent),

Kentucky (50.5 percent) and Connecticut (53.4 percent) registered

the lowest funding levels of all funds examined.

Morningstar also appraised states’ fiscal health by calculating the

unfunded actuarial accrued liability per capita, approximating the

amount for which taxpayers would be on the hook if each had to

ante up to make the systems whole. By this measure, Alaska tops

all other states with an unfunded liability of $10,235 per resident for

its plans, followed by Illinois and Hawaii.

Other states have managed to largely shore up their funds. Eight

states recorded unfunded liabilities of less than $1,000 per capita,

while seven systems’ aggregate funding ratios exceeded 90

percent. The report lauded Wisconsin – with a 99.8 percent funded

ratio for its system -- as the nation’s strongest.

Read full story and view data for each state

Analysis: Redistricting Mostly Protected
Incumbents in Congressional Races
The 2012 elections – the first since redistricting – saw few

competitive House races in a year when the nation remained mostly

evenly split. Some incumbents benefited from high name

recognition and weak challengers. Others, though, had the scales

tipped in their favor when party officials drew new Congressional

Sponsor: GOVERNING

FEATURED DATA SETS

Economy and Finance
Most states won't be seeing much additional tax

revenue from Black Friday sales. View use tax

collections for each state.

Public Workforce and Salaries
Track monthly changes in state and local

government employment with our chart of Labor

Department data.

Transportation 

Our interactive map shows changes in bicycle

commuting for more than 400 communities.

Education
View education levels for metro areas, as

estimated by the Census Bureau.

Health
Our map shows how far along states are in

establishing health insurance exchanges.

Census
Where do baby boomers live? View our

interactive map of boomers across the U.S..

Politics
How gerrymandered is your state or

congressional district? View our maps and data.
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maps intended to limit their vulnerability. 

Only 64 of the 435 House races were decided within a 10 
percentage-point margin, according to a Governing review of 
elections data. Of all incumbents vying to retain their seats in the 
general election, just 21 had been defeated as of Tuesday. In 2010, 
79 House races had margins of victory less than 1 0 percent and 54 

incumbents lost. 

Read more and view partisan comoosition of states' members 
ADVERTISEMENT 

Sponsor: IBM 

~ 

Overcoming Challenges of Asset Management Amid 
Declining Federal Budgets 

Modem asset management solutions are often no longer 
included in large program budgets and logistics 
professionals and engineers at federal agencies are 
being tasked to do more with less and extend the service 
life of existing assets. Without the ability to piggy-back 
modem asset management solutionson to large program 
budgets, agencies must find other ways to modernize 
their asset management solutions. Learn more. 

OTHER HEADLINES 
2012 Elections Leave Few State Leaislatures with Split Control 
Personal Incomes Rise in All Metro Areas Most Counties 
Unemployment Rates Drop in 37 States 
Jobs Report: Public Sector Employment Drops Slightly After 
Rebound 

MAP OF THE MONTH: Personal Income Per Capita 

Personal incomes rose in nearly all counties, but Great Plains 
states registered the largest jumps in yearly per capita rates, 
according to data released this week by the U.S. Bureau of 
Economic Analysis. View a map with current and historical data for 
each county. 

MORE DATA: View a complete list of new databases, maps, 
visualizations and other tools on the GOVERNING DATA 

Safety and Justice 
Eighteen states now have laws legalizing 
marijuana in some form. 

Environment 
View top nuclear-producing states and countries. 

UPCOMING RELEASES 

Dec. 4: 2011 Annual Survey of State Government 
Finances (Census) 
Dec. 6: 2007-2011 American Community Survey 
5-Year Estimates (Census) 
Dec. 7: Monthly Jobs Report (BLS) 
Dec. 18: Work Experience of Population (BLS) 

Dec. 19: State Quarterly Personal Income, 1st 
quarter, 2012-3rd quarter 2012 (BEA) 
Dec. 21: Monthly Regional and State 
Employment, Unemployment (BLS) 
Dec. 27: Updated National and State Population 
Estimates (Census) 

DAILY DIGIT 

6,968 

Illinois has 6,968 units of local government, the 
most of any state, followed by Pennsylvania and 
Texas. View detailed totals for each state from the 

2012 Census of Governments. 

More Digits 

1752



This email was sent to: denise northrup@gov.ok.gov.
Unsubscribe | Opt out of all  e.Republic email | Privacy Statement

© e.Republic.  All  rights reserved. 100 Blue Ravine Road, Folsom, CA 95630. Phone: 916-932-1300

homepage.

Find an interesting data set or have a good idea for a story?

Contact GOVERNING Data Editor M ke Maciag:

mmaciag@governing.com

1753



From: Katie Altshuler
Subject: Governor Fallin Letter to Lawmakers in Support of HB 2130, Oklahoma Health Insurance Exchange
Date: Tuesday, March 22, 2011 3:53:30 PM
Attachments: insurance exchange ltr.pdf
Importance: High

The letter (attached and in text below) explains that an Oklahoma based health insurance exchange:
-          Will help to avoid the forced implementation of a federal exchange run by the Obama

administration and  Washington, D.C.
-          Will be run using conservative, free market principles
-          Will empower consumers by providing them with more information and ultimately lower

health insurance costs in Oklahoma
 
 
Dear Lawmaker,

As you may know, this Wednesday, March 23, will represent the one year
anniversary of the enactment of President Obama’s Patient Protection and Affordable Care
Act (PPACA). I believe, as I know many of our legislators and the majority of our citizens
do, that the PPACA is unconstitutional, fatally flawed and ultimately harmful to our economy
and the health of our citizens. That is exactly what I told both the Obama administration and
our federal lawmakers, in no uncertain terms, when I voted against the law as a United States
Congresswoman.

As governor of Oklahoma and as a citizen, it is my great hope that the PPACA is
either repealed by federal legislators or else is struck down by the United States Supreme
Court. Our Oklahoma Congressional delegation has my full support as they work towards the
former option, and Attorney General Scott Pruitt has my support and encouragement as he
leads Oklahoma’s legal challenge.  As governor, I have sent multiple letters to the White
House explaining the unreasonable economic burdens the PPACA places on Oklahoma and
have requested that the White House fast track the lawsuits against President Obama’s health
care law to the Supreme Court. In short, I have been proud to be part of a united conservative
front in Oklahoma opposing what I believe to be one of the most dangerous and
counterproductive pieces of legislation to come out of Washington in decades.

I remain deeply concerned, however, that the PPACA will remain the law of the
land for some time to come. As long as that is the case, the president’s law will continue to
actively assault both the rights of our citizens and the tenth amendment rights of our states.
For that reason, I believe Oklahoma’s lawmakers must continue to find new ways to prevent
a federal takeover of our health care system in Oklahoma.

One of the most important ways we can fight that federal takeover is to
implement an Oklahoma-based, free-market health insurance exchange so that
Washington does not force its own model on the state. While we have already begun to
create that exchange, the next step in the process is the passage of HB 2130, which
creates a governing board for the program. I am writing now to ask you to support that
legislation.

Under current law as outlined by the PPACA, the federal government will begin
establishing a federally designed and run health insurance exchange in 2013 in all 50 states
except those that have begun implementing their own state-based exchanges. If we do not
develop our own exchange, if we instead do nothing, then we will be powerless to oppose the
creation of a federally run program in Oklahoma.

As you may know, health insurance exchanges, when done right, have long been
a conservative idea. In 2009, our Legislature authorized the creation of such an exchange
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based on a proposal introduced by the conservative Heritage Foundation.
Using that model, the Oklahoma Health Insurance Exchange we are seeking to

create will be an online health insurance market that empowers consumers by providing
vastly improved access to information on private insurance products and expanding the
purchasing power of individuals and small businesses. Private insurance products will be sold
to meet individual needs, insurers will compete to promote real choices for consumers and
the free-market will work to lower costs. Unlike the federal exchange Washington may try to
force on us, the exchange we are trying to build offers a positive, free-market alternative to
the big government, tax-and-spend plan that is the PPACA.

If we do not pass HB 2130 and implement an Oklahoma-based exchange, the
results will be devastating for those of us who oppose ObamaCare and the federal intrusion it
represents. Without an Oklahoma exchange, the state is virtually guaranteed to be subject to
a federally run, Washington D.C. substitute. And unlike the one we develop here in
Oklahoma, that federal exchange will rely on public health care plans and be funded by
public debt for many years to come.

For that reason, a vote against an Oklahoma Health Insurance Exchange and HB
2130 is a vote to leave Oklahoma defenseless against a federal takeover, as mandated by
ObamaCare, beginning in the year 2013.

As a conservative, I hope the PPACA is long gone by then. I join the majority of
our lawmakers, as well as the majority of our citizens, in being passionately opposed to the
federal health care law. It is my great hope to see it overturned or repealed. But I believe we
have an obligation to plan for a future where that may not happen. And in the event the
federal health care law is not overturned by 2013, I am not willing to allow the federal
government to seize what has been a conservative idea and turn it into something
unrecognizable and harmful to the state of Oklahoma and its citizens.

For all these reasons, I hope you will join me in supporting a free-market,
conservative exchange and defend Oklahoma against the federalization of our health
insurance by voting for HB 2130.
 
Sincerely,
 
Governor Mary Fallin
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From: Alex Weintz
To: Denise Northrup
Cc: Monica Houston; Tammie Wright; Dana Wolpert; Governor Fallin Press
Subject: Greta
Date: Monday, November 19, 2012 4:52:16 PM

Do we want to get GMF on “On the Record” with Greta at 9 PM tomorrow. Would be filmed LIVE,
remotely from a studio like the one on Hudiburg … topic would be the health insurance exchange
decision.
Would realistically be an 8:30 PM to 10:00 PM commitment because we wont know what part of the
show we’ll be on until tomorrow afternoon
 
Alex Weintz
Communications Director
Office of Governor Mary Fallin
phone: (405) 522-8819
cell: (405) 535-7317
Alex.Weintz@gov.ok.gov
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From: Alex Weintz
To: Katie Altshuler; Andrew Silvestri; Craig Perry; Travis Brauer
Cc: Aaron Cooper; Alex Gerszewski
Subject: Heritage Seminar this Weekend
Date: Tuesday, April 17, 2012 2:22:47 PM

The governor is participating in a Heritage Foundation seminar this weekend in San Diego entitled
“How the states can limit the federal levitation.” We want to arm her with as much info as possible
about what we have done to push back against the feds, or what we will do, and areas where their
policies have been intrusive.
 
The governor has indicated she wants to talk about energy/environment, education (NCLB waivers),
health care/ObamaCare. And I’m sure she’d appreciate any other info we have in other areas.
 
I know everyone is busy. Is the policy shop able to give us some assistance on this? We basically
need 1-2 page briefs on each of these areas, which would include what the feds are doing, how it
affects Oklahoma, what we’ve done to fight/circumvent that, etc.
It doesn’t necessarily have to be what the governor’s office is doing, it can be what the AG’s office is
doing as well (my next email is to them) or any other office in state government.
 
Let me know pls if anyone over there is able to help out on this or if you have any pre-prepared
material. I think at one point you guys gave the gov a memo on federal overreach. Thanks.
 
Alex Weintz
Communications Director
Office of Governor Mary Fallin
phone: (405) 522-8819
cell: (405) 535-7317
Alex.Weintz@gov.ok.gov
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From: Dana Wolpert on behalf of Mary Fallin
To: Denise Northrup; Katie Altshuler; Glenn Coffee
Subject: HOLD: RGPPC Governors’ Only Conference Call On Healthcare Ruling

When: Tuesday, July 03, 2012 10:30 AM-11:00 AM (UTC-06:00) Central Time (US & Canada).

Note: The GMT offset above does not reflect daylight saving time adjustments.

*~*~*~*~*~*~*~*~*~*

A RGPPC Governors’ Only conference call will be held on Tuesday, July 3rd: 11:30 AM - 12:00 PM (EDT) to discuss the PPACA Supreme
Court decision. On this call, a brief summary  of the decision will be provided, and governors will discuss what the decision means for
their state as well as next steps. 

*Call-in information: _______________________________
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From: Katie Altshuler
To: Glenn Coffee
Cc: Denise Northrup
Subject: I need to talk to you
Date: Tuesday, November 13, 2012 11:27:35 AM

At some point today re/ PPACA, exchange issues if at all possible. We will also need you to talk to
Bingman about it in the next day or two as well if at all possible! Thank you, Katie
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From: Natalie Valentine
To: Dana Wolpert
Subject: Invitation from the Susan B. Anthony List
Date: Monday, November 26, 2012 1:13:48 PM
Attachments: Invitation for Gov. Fallin.pdf

Hello Dana,
 
I hope you had a wonderful Thanksgiving.
 
Attached and below is an invitation from Marjorie Dannenfelser for Governor Fallin to be featured

as a speaker at our Campaign for Life Summit on Friday, March 15th. Additionally, she is welcome to
join us at our annual Gala that same evening and also join us and some of our top supporters for a
cruise the next evening.  Details are below, please let me know if you have any questions. We are
hoping to get speakers confirmed as soon as possible so we can list them on our first set of
promotional materials.
 
Thank you!
 
Natalie Valentine
Events Manager
Susan B. Anthony List
1707 L Street NW, Suite 550
Washington, DC 20036
(202) 223-8073 - office

 - cell
www.sba-list.org
------------------------------------
 
Governor Fallin,

 
On behalf of the Susan B. Anthony List, I would like to invite you to speak at our 2013
Campaign for Life Summit in Washington, D.C.

 
The Campaign for Life Summit is a collection of three in-depth private sessions with key
players driving national policy and political strategies.  This event is connected with our
annual Campaign for Life Gala, which will take place on the evening of March 15th. The Summit
will take placeon the afternoon of Friday, March 15th and morning of Saturday, March 16th.

 
As you may know, the Susan B. Anthony List is one of the largest pro-life organizations in the
country.  We were founded more than two decades ago with the goal of electing pro-life
women to high office, dispelling the notion that “women’s health” entails rejection of the child
in the womb, and reclaiming an authentic feminism that embraces equality and loving
acceptance.  
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The annual Gala is our most important event of the year, and we expect more than 600 of our
strongest supporters to attend, all of which are invited to our Summit.  In years past, our Gala
and Summit speakers have included Senator Marco Rubio of Florida;Indiana Governor-elect
Mike Pence;Tennessee Senator Fred Thompson; Pennsylvania Senator Rick Santorum;
VirginiaAttorney General Ken Cuccinelli; Fred Barnes, editor of The Weekly Standard; Dr. Laura
Lederer, Founder of the Protection Project; and Professor Helen Alvare, J.D.

 
The goal of the Summit is to engage our supporters by discussing and strategizing on
important issues facing the pro-life movement.  To this end, we would be honored to have you
speak to the group and participate in discussion during our second luncheon
session,Protecting the Conscience of Pro-life Taxpayers. This session will analyze how taxpayers
are being forced to fund abortion under Obamacare, subsidize the abortion industry, and how
religious institutions and business owners of conscience are being forced to pay for coverage
of abortion-inducing drugs. We will discuss how these attacks are being waged and what
Americans of conscience must do to fight back.

 
This session will take place on Friday, March 15th from 12:30-1:30 PM at the Mandarin Oriental
Hotel in Washington, D.C.  As a Summit speaker, you are welcome to attend the other Summit
sessions and as well as our Gala reception and dinner as our guest. We would like to honor you and
your pro-life work during our dinner. We are also planning an “Insider’s Summit Meeting” which will
be an intimate evening cruise on the Potomac on Saturday evening, March 16th, with our highest-
level hosts and supporters. We would be honored to have you join us on the cruise and list you as a
headliner for that event as well.

Please let me know your interest and availability as soon as possible.  We need to confirm our
speakers by November 30th in order to start advertising the event.
 
Sincerely,
 
Marjorie Dannenfelser
President
Susan B. Anthony List
 
P.S.  My Events Manager, Natalie Valentine is standing by to answer any questions you may
have.  She can be reached at nvalentine@sba-list.org or (703) 470-1926. Thank you for your
consideration.
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From: Monica Block
To: Dana Wolpert
Subject: Invitation to the RGA"s event in Charlotte
Date: Thursday, April 12, 2012 1:52:46 PM

Dana,
 
I hope you’re doing well.  I wanted to reach out and see if Governor Fallin would be willing
and interested in coming to our Corporate Policy Summit and Executive Roundtable Meeting
in Charlotte, NC next month.  We are going to be having a plenary session focused on energy,
and we would love the Governor to speak on that with her experience with the Keystone XL
pipeline.  We would also love to have her speak at the Healthcare panel on Friday as she was
in Congress when Obamacare was debated and would have a unique perspective to bring to
that.
 
I know the Governor has already done so much for the RGA, and we appreciate you
considering another request.  Please let me know if you need more information to make a
decision.  We would love to have the Governor for as long or as little time as she could commit
to.  As always, we would be happy to cover the Governor’s transportation and
accommodations during this trip.
 
Thank you!
Monica
 

RGA CORPORATE POLICY SUMMIT
Wednesday, May 16th – Thursday, May 17th

 
RGA EXECUTIVE ROUNDTABLE QUARTERLY MEETING

Thursday, May 17th – Friday, May 18th

 
Wednesday, May 16th:
 

RGA CORPORATE POLICY SUMMIT:
 
12:00 PM – 1:30 PM             Statesmen and Cabinet Luncheon with Senior Staff
                                                Location:         The Ballantyne – South Lawn
 
1:45 PM – 3:15 PM               Plenary Session I: Energy
                                                Location:         The Ballantyne – The Ballantyne Ballroom

Description:    Republican Governors champion an “all-of-the
above” energy strategy. In contrast to the
Obama administration, Republican Governors
recognize the need to embrace all forms of
domestic energy including coal, natural gas, oil,
nuclear, renewable and more. This approach will
allow America to decrease its dependence on
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unstable, foreign resources and move towards
domestic energy security.  This panel will
explore how Republican Governors can influence
the national debate on a comprehensive energy
strategy and highlight the differences between a
real and false “all of the above” policy.

 
3:30 PM – 5:00 PM               Governors and Sr. Staff Parlors
                                                Location:         The Ballantyne – Poolside

Role:                Each Governor will co-host a parlor for various
levels of corporate members ranging from
$25,000 - $250,000. The parlors are very
informal and offer the opportunity to briefly chat
with Governors and Senior Staff. Members will
move from parlor to parlor while Governors
remain in their designated area.

 
5:00 PM – 7:00 PM               Welcome Reception
                                                Location:         The Ballantyne – The Atrium and Terrace
 
Thursday, May 17th:
 
8:00 AM – 9:00 AM              CEO Breakfast
                                                Location:         The Ballantyne – Fairway B Ballroom

Role:                All Governors are asked to attend the CEO
breakfast.  This will be an intimate breakfast
with informal discussion between the attending
Governors and CEOs.

 
9:00 AM – 10:00 AM            Breakfast and Political Update
                                                Location:         The Ballantyne – The Ballantyne Ballroom
 
9:00 AM – 10:00 AM            Office Hours with Governors
                                                Location:         The Ballantyne – Room TBD

Role:                All Governors are asked to take four meetings
that the RGA will schedule during this time. 
Each meeting would be 15 minutes and the RGA
would provide a briefing and staffer.  

 
10:15 AM – 11:30 AM          Plenary Session II: Proactive Partnerships for Efficient and

Effective Government
                                                Location:         The Ballantyne – The Ballantyne Ballroom

Description:    Republican Governors across the country have
built innovative public-private partnerships
(P3’s) on a variety of fronts, from transportation
to healthcare. P3’s are valuable tools that state
and local governments can use to enhance their
ability to provide efficient and effective services
to citizens, while also protecting taxpayers’
dollars.  States are learning from private sector
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partners by applying business tools and best
practices to improve government services.  In
addition, early private sector involvement can
streamline processes to save time and money.
 This discussion focuses on current P3’s and
potential partnerships that could improve service
delivery. 

 
11:45 AM – 12:45 PM           Breakout Session I: Proactive Partnerships for Efficient

and Effective Government: Enhancing Workforce
development
Location:         The Ballantyne – Fairway Ballroom

 
11:45 AM – 12:45 PM           Breakout Session I: Proactive Partnerships for Efficient

and Effective Government: Coordinating Healthcare
Delivery
Location:         The Ballantyne – Union Ballroom

 
11:45 AM – 12:45 PM           Breakout Session I: Proactive Partnerships for Efficient

and Effective Government: Retooling and Improving
Government Services
Location:         The Ballantyne – York Ballroom

 
12:45 PM – 2:00 PM             Closing Luncheon featuring 2012 Candidates
                                                Location:         The Ballantyne – South Lawn
 

RGA EXECUTIVE ROUNDTABLE QUARTERLY MEETING
 
3:00 PM – 5:30 PM               Registration & Hospitality
                                                Location:         The Ballantyne – Lobby
 
6:30 PM                                  Meet the 2012 Candidates Reception and Welcome Dinner
                                                Location:         The Ballantyne– The Terrace and Pool
 
Friday, May 18th:
 
8:30 AM – 4:30 PM               Registration & Hospitality
                                                Location:         The Ballantyne – Lobby
 
9:00 AM – 10:15 AM            Breakfast and 2012 Political Update
                                                Location:         The Ballantyne – Fairway Ballroom
 
10:30 AM – 11:45 AM          Panel Discussion I: Education
                                                Location:         The Ballantyne – Ballantyne Ballroom A and B
 
12:00 PM – 1:15 PM             Luncheon: Union Involvement in the 2012 Election Cycle
                                                Location:         The Ballantyne – Fairway Ballroom
 
1:30 PM – 2:45 PM               Panel Discussion II: Healthcare
                                                Location:         The Ballantyne – Ballantyne Ballroom A and B

1764



 
6:30 PM – 8:00 PM               Reception & Dinner
                                                Location:         Home of Robert Pittenger
                                                                        7330 Baltusrol Lane

Charlotte, NC 28210.
 
Accommodations:

The Ballantyne                                 
10000 Ballantyne Commons Parkway           
Charlotte, NC 28277                                                             
           

The RGA will book and pay the hotel rooms needed for the Governor and their staff.   The
RGA is pleased to announce a discounted room rate of $249.00 single/double deluxe
guestroom at The Ballantyne.  Please note both hotels allow guest to cancel the day of check-
in prior to noon without penalty.
 
Travel Information:
The Ballantyne complex is located 30 minutes / 18 miles from Charlotte-Douglas
International Airport (CLT).
 
Taxis are available from Charlotte-Douglas International Airport (CLT) to Ballantyne.  A taxi
ride from Charlotte-Douglas International Airport (CLT) is approximately $55.00.
 
Attire:
Business casual
 
 
 
 
Monica Block
Governors Liaison
Republican Governors Association
1747 Pennsylvania Avenue, NW, Suite 250, Washington, DC 20006
202.662.4159 direct | 757.897.9811 cell | 202.662.4926 fax
mblock@rga.org
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From: Bernhardt, Becky (Coburn)
To: Bernhardt, Becky (Coburn)
Subject: Letter from Sen. Coburn to Gov. Fallin re: concerns with potential expansion of Oklahoma"s Medicaid program
Date: Monday, October 22, 2012 3:51:51 PM
Attachments: image001.png

image002.png
image003.png
image004.png
Coburn letter to Gov Fallin abt Concerns With Expanding Medicaid 10 23 12.pdf

Importance: High

Folks –
 
I wanted to make sure you were the first to see the attached letter which Senator
Coburn sent to Governor Fallin today highlighting several reasons not to expand
Oklahoma’s Medicaid program. As a result of the Supreme Court ruling the massive
expansion of Medicaid under Obamacare unconstitutional in June of this year, states
have the option to expand their Medicaid program under the law, but are now not
required to do so.
 
Specifically, Senator Coburn explains the following concerns with any decision to
expand Oklahoma’s Medicaid program:
 

·         Some of the cost of expanding Medicaid in Oklahoma will be borne by
Oklahoma taxpayers;

·         Options for expanding Medicaid under the health care law assume the
federal matching rate is continued at current levels, even though the
federal government has a poor track record of upholding promises to
American citizens;

·         Expanding Medicaid under the health care law could effectively reduce
private health insurance options for Oklahomans;

·         Expanding Medicaid further perpetuates federal bureaucrats’ control of
Oklahoma’s Medicaid program;

·         A general concern with Medicaid expansions under the health care law is the
issue of Medicaid patients’ reduced access to health care because of the
program’s low reimbursement rates for health providers;

·         Essential medical care is not equally available to patients on the program
 
 
Thank you,
Becky
 
 
Becky Bernhardt
Deputy Press Secretary
U.S. Senator Tom Coburn, M.D.
Oklahoma
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(202) 224-5754
becky_bernhardt@coburn.senate.gov
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From: Katie Altshuler
Subject: Letter of Support for HB 2130 from Governor Mary Fallin and Insurance Commissioner John Doak
Date: Thursday, March 17, 2011 11:59:03 AM
Attachments: HB 2130 Letter of Support.pdf
Importance: High

To: Oklahoma State Representatives

From: Governor Mary Fallin and Insurance Commissioner John Doak

 Dear Representative,  

We would like to make you aware of the extraordinary opportunity Oklahoma has to
be a national leader in designing and implementing a conservative, free-market based health
insurance exchange.

            As you know, the idea of an Oklahoma Health Insurance Exchange is not a new one.
In 2009, the legislature passed a bill that authorized the creation of a health insurance
exchange portal where consumers could compare and research various private health
insurance plans in one online location.

As mentioned in the State of the State address, our goal is to create an insurance
exchange where small businesses and individuals can pool their money to expand their
purchasing power, increase competition and ultimately reduce costs.  Our vision is to protect
consumers and guarantee the role of licensed agents and brokers.   Therefore, we are asking
for your support for HB 2130, which establishes a governance structure for an Oklahoma
Exchange.

We believe the creation of this Oklahoma Health Insurance Exchange represents a
great opportunity for our state to develop a national model for providing citizens with quality
private health insurance. I also believe it represents an important opportunity for conservative
policymakers to offer a positive agenda for Oklahoma families. 

The Commissioner and I strongly oppose ObamaCare and will continue to work to
have it overturned. We are proud to stand with General Scott Pruitt and his efforts to have
this law ruled unconstitutional.  This is now our opportunity to stand up for our 10th

amendment rights and create an Oklahoma based free-market exchange. 

An Oklahoma Health Insurance Exchange would be an online marketplace where
costs are reduced, where insurance products could be bought and sold to meet individual
needs and where all insurers could compete to promote real choices for consumers.  This is
the exchange that my administration, the Insurance Commissioner, the Speaker, the Pro Tem,
and others are dedicated to creating. We look forward to working with all stakeholders on the
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legislation to ensure everyone is represented appropriately.   We hope you are as excited by
this opportunity as we are.
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From: Aaron Cooper
To: Dana Wolpert
Cc: Alex Weintz
Subject: location change for Fox interview today
Date: Wednesday, March 02, 2011 1:09:08 PM

 
 

From: Hawkins, Megan [mailto:megan.hawkins@foxbusiness.com] 
Sent: Wednesday, March 02, 2011 12:58 PM
To: Aaron Cooper
Subject: RE: gov fallin contact
 
Thanks!
 
Also – we honored your request about using Cox Cable.  So please note the Governor IS NOT GOING
TO THE FOX AFFILIATE, but rather the studios at 400 Hudiburg Circle, OK City, OK 73108.
 
Thank you!
 

From: Aaron Cooper [mailto:Aaron.Cooper@gov.ok.gov] 
Sent: Wednesday, March 02, 2011 12:44 PM
To: Hawkins, Megan
Subject: RE: gov fallin contact
 
We have a security detail that drive us so a car isn’t needed.  Either myself or Alex Weintz will be
with her.
 
Aaron Cooper cell:  (405) 759-0468
Alex Weintz cell:  (405) 535-7317
 
Did you get my note about our budget solutions and personal income tax cuts in Oklahoma to talk
about today?
 
 

From: Hawkins, Megan [mailto:megan.hawkins@foxbusiness.com] 
Sent: Wednesday, March 02, 2011 11:42 AM
To: Aaron Cooper
Subject: RE: gov fallin contact
 
Thanks!
 
What’s your cell number?  Will you be traveling with the Governor?  Does she need car service? 
Thanks!
 

From: Aaron Cooper [mailto:Aaron.Cooper@gov.ok.gov] 
Sent: Tuesday, March 01, 2011 5:53 PM
To: Hawkins, Megan
Subject: RE: gov fallin contact
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Our emails must have crossed in cyber space.  I sent you a note with an interview angle.
 
Also, just an FYI – the last time we used the local Fox affiliate studio there was a technical
malfunction that kept us from conducting the interview.  In our experience, the local Cox
Communication studios have been excellent.
 
 
 

From: Hawkins, Megan [mailto:megan.hawkins@foxbusiness.com] 
Sent: Tuesday, March 01, 2011 4:53 PM
To: Aaron Cooper
Subject: FW: gov fallin contact
 
 
 

From: Hawkins, Megan 
Sent: Tuesday, March 01, 2011 5:46 PM
To: 'Aaron Cooper'
Subject: RE: gov fallin contact
 
Aaron – sorry for the delay.
 
Here’s the studio for tomorrow:
 
KOKH Fox 25
1228 East Wilshire Boulevard
Oklahoma City, OK
 

From: Aaron Cooper [mailto:Aaron.Cooper@gov.ok.gov] 
Sent: Tuesday, March 01, 2011 9:47 AM
To: Hawkins, Megan
Subject: RE: gov fallin contact
 
Megan,
 
Any update on the studio booking information?  Our schedulers would like to know ASAP.
 
Thanks.
 

From: Hawkins, Megan [mailto:megan.hawkins@foxbusiness.com] 
Sent: Thursday, February 24, 2011 3:16 PM
To: Aaron Cooper
Subject: RE: gov fallin contact
 
15 minutes prior to the hit time – so no later than 4:45pm.  Thanks!
 

From: Aaron Cooper [mailto:Aaron.Cooper@gov.ok.gov] 
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Sent: Thursday, February 24, 2011 4:11 PM
To: Hawkins, Megan
Subject: RE: gov fallin contact
 
Thanks.
 
For our scheduling purposes, when would we need to be at the studio?
 

From: Hawkins, Megan [mailto:megan.hawkins@foxbusiness.com] 
Sent: Thursday, February 24, 2011 3:11 PM
To: Aaron Cooper
Subject: RE: gov fallin contact
 
Fantastic.  I will book that studio. 
 
The segment will probably be focused on the budget since that’s been a big headline throughout
the Midwest this week.  If things change I’ll let you know. 
 
But right now we’re confirmed for Wednesday and I will follow up that morning on further details.
 
Thanks for your help and have a great weekend!!!
 

From: Aaron Cooper [mailto:Aaron.Cooper@gov.ok.gov] 
Sent: Thursday, February 24, 2011 3:56 PM
To: Hawkins, Megan
Subject: RE: gov fallin contact
 
Oklahoma City.  Would it be straight up 5/6pm?
 
And did you have a specific topic?  OK has its own lawsuit on Obamacare, cutting state budgets
always a good topic too.
 
 

From: Hawkins, Megan [mailto:megan.hawkins@foxbusiness.com] 
Sent: Thursday, February 24, 2011 2:49 PM
To: Aaron Cooper
Subject: RE: gov fallin contact
 
That’s perfect.  I will mark our calendar. 
 
5pm CENTRAL/6pm EASTERN on Neil Cavuto. 
 
What city should I book a studio for?
 
Thanks for your help!  We’re looking forward to the interview. 
 

From: Aaron Cooper [mailto:Aaron.Cooper@gov.ok.gov] 
Sent: Thursday, February 24, 2011 3:44 PM
To: Hawkins, Megan
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Subject: FW: gov fallin contact
 
Megan,
 
I’m the press secretary for Gov. Fallin.  Following up on your message to Alex Weintz.  Looks like
Gov. Fallin is available next Wed (Mar 2).  How does that look for your schedule?
 

From: Hawkins, Megan [mailto:megan.hawkins@foxbusiness.com] 
Sent: Thursday, February 24, 2011 9:58 AM
To: Alex Weintz
Subject: RE: gov fallin contact
 
Ok thanks for getting back to me.  How about one night next week?
 

From: Alex Weintz [mailto:Alex.Weintz@gov.ok.gov] 
Sent: Thursday, February 24, 2011 10:55 AM
To: Hawkins, Megan
Subject: RE: gov fallin contact
 
Unfortunately she’s on the road today. thanks for checking
 

From: Hawkins, Megan [mailto:megan.hawkins@foxbusiness.com] 
Sent: Thursday, February 24, 2011 9:55 AM
To: Hawkins, Megan; Alex Weintz
Subject: RE: gov fallin contact
 
Hi Alex,
 
Is the Governor available tonight at 6pm EASTERN TIME/5pm CENTRAL for an interview with Neil
Cavuto?

Please let me know, thanks!
 

From: Hawkins, Megan 
Sent: Tuesday, February 08, 2011 4:36 PM
To: 'Alex Weintz'
Subject: RE: gov fallin contact
 
Hi Alex –
 
Checking in on my request for the Governor to appear on Neil Cavuto’s program at 6pm ET
weeknights.
 
Is there a night this week or next that we can schedule?  Please let me know, thanks for your time
and help. 
 
Best,
Megan Hawkins
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From: Alex Weintz [mailto:Alex.Weintz@gov.ok.gov] 
Sent: Monday, January 31, 2011 4:20 PM
To: Hawkins, Megan
Subject: gov fallin contact
 
 
 
Alex Weintz
Communications Director
Office of Governor Mary Fallin
phone: (405) 522-8819
cell: (405) 535-7317
Alex.Weintz@gov.ok.gov
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From: Jennifer Helms
To: Aaron Cooper
Cc: Dana Wolpert; Michael Stephens
Subject: March 24th TAHU event
Date: Wednesday, March 23, 2011 6:48:46 PM

Aaron,

I apologize for getting this to you late, but here are 3 questions we have that we
would like the Governor to address at the end of her speech.  These topics have
come up in different several meetings with agents and brokers.

1.      In light of concerns regarding ramifications of accepting federal grant money,
was it feasible to find state revenue to develop a state-based exchange? 

2.      What is status of the filing for the MLR waiver for Oklahoma?

3.      In Governor Fallin’s prospective, as a former Congresswoman, which of the
following scenarios do you perceive most likely?  Repeal and Replace, Pieces of the
law replaced, or defunding to delay enforcement of the law?

We were also told today that Channel 2 (NBC), KOED and PBS will all be in
attendance tomorrow for the meeting.  Please feel free to call me on my cell (918)
630-5652 if you have any questions.  Thank you.

Jennifer Helms, RHU®

Account Representative

Fennell & Associates, Inc.

phone: 918/632-0136

fax: 918/632-0846

toll free: 877/632-0136

CONFIDENTIALITY NOTICE: This email message is intended only for the person or entity to whom it is addressed and may
contain confidential and/or privileged material.  Any unauthorized review, use, disclosure or distribution is prohibited. If you are
not the intended recipient, please contact the sender by reply email, then delete the original message and destroy all copies. If
you are the intended recipient, but do not wish to receive communications through this medium, please advise the sender
immediately.
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From: Rebecca Frazier
To: Denise Northrup; Steve Mullins; Glenn Coffee; Alex Weintz; Aaron Cooper; Katie Altshuler
Subject: Possible Article this Weekend
Date: Friday, November 16, 2012 4:56:53 PM

Steve has spoken with Zeke Campfield from the Daily Oklahoman a couple of times today regarding
Campfield’s open records request on the healthcare exchange. 
 
Zeke may be writing an article this weekend about our office asserting privileges under open
records. 
 
Thanks.
 
Rebecca R. Frazier
Deputy General Counsel
Office of Governor Mary Fallin
2300 North Lincoln Boulevard, Suite 212
Oklahoma City, Oklahoma 73105
(405) 522-8836
Rebecca.Frazier@gov.ok.gov
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From: 
To: 
Cc: 
Subject: 
Date: 
Attachments: 

Brett Thomas 
Keili McEwen 
Cody Inman 

Post office call log.xlsx 
Friday, August 03, 2012 5:29:35 PM 
Post office call loo.xlsx 

Attached is my ca ll log from last week. Not much mail came in and I was able to send 
out a bunch of stuff that was going out. 

I went through all of th is information with Cody. 

The f ile sorter at the back corner of my desk is all that is undone. The red fi les need 
to be responded to. The Pending Approval fi le all have responses submitted to Kei li. 
The folder behind that contains all of Obama care letters fo llowing the supreme court 
ru ling. We do not have a response for it. Everything in the front of the fo lder, not in a 
yellow folder, needs to be added to the Mail Merge Obamacare file that Chase was 
working on. Everything in Yellow folders has been entered or has no return address 
(check the folder assignments). Call if you need anything or emai l me. 

Brett 
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From: Monica Block
To: Monica Block
Cc: Marie Sanderson
Subject: post-Election Day Governors Conference Call
Date: Thursday, October 25, 2012 2:25:14 PM

All,
 
Please have your Governor join Gov. McDonnell, Gov. Christie, Gov. Jindal, and Gov. Walker for
a Governors-only conference call to discuss healthcare issues/PPACA deadlines based on the
election outcome.  The RGPPC is preparing materials for either scenario and the hope is to
coordinate governors regarding messaging and actions moving forward.
 
We have confirmed this call for Friday, November 9th from 11:45 AM – 12:15 PM (EST) /
10:45 AM – 11:15 AM (CST).
 
Please respond to this email and let me know if your Governor can join.
 
Thank you!
Monica 
 
 
Monica Block
Governors Liaison
Republican Governors Association
1747 Pennsylvania Avenue, NW, Suite 250, Washington, DC 20006
202.662.4159 direct | 757.897.9811 cell | 202.662.4926 fax
mblock@rga.org
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From: Alex Weintz
To: Dana Wolpert
Subject: radio call details with call in
Date: Tuesday, March 22, 2011 12:40:52 PM

530 pm Central – the time they give there is eastern
 
Interview: Gov. Mary Fallin
Station:  Salem Radio Network
Location: National
Subject:  ObamaCare Anniversary/how it hurts the states
Show:  The Hugh Hewitt National Radio Show
Length: 6-8 minutes live
Time: LIVE, Wednesday, March 23 @ @ 6:30PM ET
Call in: ; backup: 
 
Alex Weintz
Communications Director
Office of Governor Mary Fallin
phone: (405) 522-8819
cell: (405) 535-7317
Alex.Weintz@gov.ok.gov
 
 

1779



From: Alex Weintz
To: Mary Fallin
Cc: Dana Wolpert
Subject: radio call in tomorrow
Date: Tuesday, March 22, 2011 10:24:37 AM

Governor, would you like to call into Hugh Hewitt’s (conservative commentator) radio show
tomorrow at 530 PM to discuss your opposition to ObamaCare and how it may hurt Oklahoma?
Dana says you have time on your schedule so it just depends on if you’re interested. I think it’d be a
nice thing to do but its not a priority
 
Alex Weintz
Communications Director
Office of Governor Mary Fallin
phone: (405) 522-8819
cell: (405) 535-7317
Alex.Weintz@gov.ok.gov
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From: Alex Weintz
To: Dana Wolpert
Cc: Denise Northrup; Aaron Cooper
Subject: radio request
Date: Tuesday, March 22, 2011 10:20:58 AM

Can the gov call into this national radio show tomorrow, live, at 530 pm?
 
 
Interview Request: Gov. Mary Fallin
Station:  Salem Radio Network
Location: National
Subject:  ObamaCare Anniversary/how it hurts the states
Show:  The Hugh Hewitt National Radio Show
Length: 6-8 minutes live
Time: TAPED, Wednesday, March 23 @ 4:30PM ET OR 5:30PM ET or LIVE @ 6:30PM ET, 7:30PM ET,
or 8:30PM ET
Call in: TBD
 
Alex Weintz
Communications Director
Office of Governor Mary Fallin
phone: (405) 522-8819
cell: (405) 535-7317
Alex.Weintz@gov.ok.gov
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From: Alex Weintz
To: Alex Weintz; Katie Altshuler; Denise Northrup; Glenn Coffee
Cc: Governor Fallin Press
Subject: RE: ACA money from DHS
Date: Friday, September 21, 2012 1:34:12 PM

What do you guys think of this as a blanket statement. we can offer this on Monday and green light
the data from Health and DHS to avoid a weekend story
 
 
At its core, the Affordable Care Act, or ‘ObamaCare,’ is an attempt to redesign the way health care
in the United States works. Governor Fallin has been a staunch opponent of the law, citing new
taxes on millions of Americans and many small businesses, unfunded and unaffordable mandates for
states, and an increase in federal bureaucracy  coupled with a decrease in patient choice. She
continues to actively oppose the ACA for those reasons, and it is her hope that it will be repealed
and replaced following the November election.
 
Besides fundamentally redesigning American health care for the worse, however, the 900+ page bill
also includes language that reauthorizes or expands currently existing programs. The ACA affects
Medicaid and Medicare for instance, as well as a number of health and wellness programs run by
the Oklahoma Department of Health and other state agencies. In most cases, Governor Fallin does
not have the authority or the desire to prohibit state agencies from applying for grants that continue
to fund existing Oklahoma-run programs, expand or improve those programs, or otherwise assist in
the mission of those agencies.
 
It is entirely consistent for Governor Fallin to support, for instance, chronic disease prevention
efforts run by the Oklahoma Department of Health and funded in part by the federal government,
while still supporting the repeal of ObamaCare.
 
 

From: Alex Weintz 
Sent: Friday, September 21, 2012 11:37 AM
To: Katie Altshuler; Denise Northrup; Glenn Coffee
Cc: Governor Fallin Press
Subject: ACA money from DHS
 
This is ACA money being used by DHS in Oklahoma … looks like its all the Aging Services Division and
its around $2.5M.
 
OF NOTE: one of the grants WAS approved by our office:
6) Chronic Disease Self-Management Program Expansion Funds (CDSMP Expansion)
 
Award:                                                 $765,733
Start Date:                                            9/30/12
Project Term:                                       3 years
Brief Description:                                Grant to expand services to areas already implementing

CDSM programs (under prior grant) and to reach areas of
the state and populations not currently being served.
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Governor Approval of Application:     Yes, Gov. Mary Fallin
 
 

From: Powell, Sheree [mailto:Sheree.Powell@okdhs.org] 
Sent: Friday, September 21, 2012 11:20 AM
To: Alex Weintz; Aaron Cooper
Subject: RE: ACA money
 
Alex and Aaron,

 

Attached is a list of the ACA grant funds currently being utilized by OKDHS.  I will call

you to discuss.

 

Sheree Powell
OKDHS Office of Communications
(405) 521-3027 (w) – (405) 590-6921 (m)
Sheree.Powell@okdhs.org
 
 

From: Alex Weintz [mailto:Alex.Weintz@gov.ok.gov] 
Sent: Thursday, September 20, 2012 12:13 PM
To: Powell, Sheree; Aaron Cooper
Subject: RE: ACA money
 
thanks
 

From: Powell, Sheree [mailto:Sheree.Powell@okdhs.org] 
Sent: Thursday, September 20, 2012 12:07 PM
To: Alex Weintz; Aaron Cooper
Subject: RE: ACA money
 
Sure, if we received any, I’ll send you the info first and I’ll also find out if we

independently requested/received it.

 

Sheree Powell
OKDHS Office of Communications
(405) 521-3027 (w) – (405) 590-6921 (m)
Sheree.Powell@okdhs.org
 
 

From: Alex Weintz [mailto:Alex.Weintz@gov.ok.gov] 
Sent: Thursday, September 20, 2012 12:06 PM
To: Powell, Sheree; Aaron Cooper
Subject: RE: ACA money
 
Yes … I’d like to see it first so we know what he’ll ask us. Also – do you know if its money that the
gov has to approve, or can DHS independently request for and receive federal grant money?
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From: Powell, Sheree [mailto:Sheree.Powell@okdhs.org] 
Sent: Thursday, September 20, 2012 12:00 PM
To: Alex Weintz; Aaron Cooper
Subject: RE: ACA money
 
Okay, thanks.  I’ll be glad to provide the info to him.  Do you still want it as well? 

 

Sheree Powell
OKDHS Office of Communications
(405) 521-3027 (w) – (405) 590-6921 (m)
Sheree.Powell@okdhs.org
 
 

From: Alex Weintz [mailto:Alex.Weintz@gov.ok.gov] 
Sent: Thursday, September 20, 2012 11:58 AM
To: Powell, Sheree; Aaron Cooper
Subject: RE: ACA money
 
Zeke canfield will probably call and ask you for it. I don’t know what his deadline is
 

From: Powell, Sheree [mailto:Sheree.Powell@okdhs.org] 
Sent: Thursday, September 20, 2012 11:51 AM
To: Alex Weintz; Aaron Cooper
Subject: RE: ACA money
 
I will check with our staff to see if we have received any of these grants and let you

know.  Are you on a deadline?

 

Sheree Powell
OKDHS Office of Communications
(405) 521-3027 (w) – (405) 590-6921 (m)
Sheree.Powell@okdhs.org
 
 

From: Alex Weintz [mailto:Alex.Weintz@gov.ok.gov] 
Sent: Thursday, September 20, 2012 11:47 AM
To: Powell, Sheree; Aaron Cooper
Subject: ACA money
 
Sheree, do you know if DHS got money from these or any other ACA programs? Thanks
 

How the Fund Improves Wellness and Prevention for Oklahomans

Since the Affordable Care Act was passed in 2010, the Department of Health and Human Services has

awarded more than $13.2 million in Prevention Fund grants to Oklahoma and organizations in

Oklahoma in efforts related to:
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Community Prevention ($2,732,000): Funding supports prevention activities proven to reduce health

care costs and improve healthy behaviors.

·         Community and State Prevention ($2,664,000).  These funds support Community

Transformation Grants, which empower communities to use evidence-based interventions to

prevent heart attacks, strokes, cancer, and other conditions by reducing tobacco use,

preventing obesity, and reducing health disparities.  These dollars also help support a chronic

disease prevention grant program and strengthen evidence-based employer wellness

programs.

·         Tobacco Use Prevention ($68,000).  This funding supports anti-tobacco education

campaigns, telephone-based tobacco cessation services, and outreach programs that are

proven to reduce tobacco use and those focused on vulnerable populations, consistent with

the HHS Tobacco Control Strategic Action Plan.

Clinical Prevention ($3,621,000): Funding supports programs to improve Americans’ access to

important preventive services and the full range of care necessary to meet diverse healthcare needs.

·         Access to Critical Wellness and Preventive Health Services ($1,063,000).  This funding

increases awareness of new preventive benefits made available by the Affordable Care Act

through community partnerships. It also expands immunization services by providing

additional resources and flexibility to States.

·         Behavioral Health Screening and Integration with Primary Health ($2,436,000).  These

dollars help communities integrate primary care services into publicly funded community

mental health and other community-based behavioral health settings. They also expand

suicide prevention activities and screenings for substance use disorders.

·         HIV/AIDS Prevention ($122,000).  These efforts focuses on HIV prevention in high risk

populations and communities by increasing HIV testing opportunities, linking HIV-infected

people with needed services, and filling critical gaps in data and understanding of the HIV

epidemic to better target prevention, care, and treatment.

Public Health Infrastructure and Training ($6,218,000): These efforts help State and local health

departments meet 21st century challenges.

·         Public Health Workforce ($2,517,000).  These programs support training of public health

providers to improve preventive medicine, health promotion, disease prevention, and

epidemiology. The funding also improves access to and quality of health services in medically

underserved communities and provides front line care while training the next generation of
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public health leaders.

·         Detection and Response Capacity ($598,000).  State and local governments will receive

new resources to prevent, detect, and respond to disease outbreaks, including those caused

by influenza and foodborne pathogens. It also funds programs that prevent healthcare-

associated infections.

·         Public Health Infrastructure ($3,103,000).  These efforts help State, local, and tribal

organizations improve the efficiency and effectiveness of public health by strengthening the

systems for gathering, analyzing, and communicating health data and ensuring they produce

accurate and timely information for action.,103,000).  These efforts help State, local, and tribal

organizations improve the efficiency and effectiveness of public health by strengthening the

systems for gathering, analyzing, and communicating health data and ensuring they produce

accurate and timely information for action.

Research and Data Collection ($714,000): Funds support the scientific study of prevention to better

understand how to translate research into practice.

·         Prevention Research ($714,000).  The Centers for Disease Control and Prevention Task

Force on Community Preventive Services conducts systematic reviews of public health

interventions to prevent disability, disease, and death, and disseminates the results to the

public, clinicians, health officials, and community leaders.

Building on Other Administration Initiatives that Promote Prevention

The Obama Administration takes a broad approach to addressing the health and well-being of our

communities. Other initiatives that promote prevention in States and communities include the following:

·         The Affordable Care Act, which expands access to preventive care by removing cost

sharing for recommended clinical preventive services.

·         The President’s Childhood Obesity Task Force and the First Lady’s Let’s Move! initiative

aimed at combating childhood obesity.

·         The American Recovery and Reinvestment Act of 2009, which provides \ billion for

community-based initiatives, tobacco cessation activities, chronic disease reduction programs,

and efforts to reduce health care-acquired infections.

·         The Million Hearts initiative to prevent one million heart attacks and strokes in the next five

years.

·         The Affordable Care Act’s National Prevention, Health Promotion and Public Health
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Council, with representation from 17 Federal agencies, and that has developed a National

Prevention and Health Promotion Strategy.

 
 
Alex Weintz
Communications Director
Office of Governor Mary Fallin
phone: (405) 522-8819
cell: (405) 535-7317
Alex.Weintz@gov.ok.gov
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From: Tammie Wright
To: Denise Northrup; Dana Wolpert
Subject: RE: Appointment with the Governor
Date: Thursday, February 02, 2012 10:06:55 AM

This is the first I’ve seen of this request and yeah, those times won’t work. Let Rep. Key know
she’s not available?
 

Tammie Wright
Deputy  Director of Scheduling
Office of Governor Mary Fallin
2300 North Lincoln Boulevard, Suite 212
Oklahoma City, Oklahoma 73105
www.FallinforBusiness.com
 
From: Denise Northrup 
Sent: Thursday, February 02, 2012 9:09 AM
To: Dana Wolpert; Tammie Wright
Subject: FW: Appointment with the Governor
 
Have we replied yet? I don’t think she can do any of those times…
 

From: Sharon Brown [mailto:Sharon.Brown@okhouse.gov] 
Sent: Tuesday, January 31, 2012 10:59 AM
To: Denise Northrup; AJ Mallory
Subject: Appointment with the Governor
 
Rep. Key is requesting an appointment with Governor Fallin on either February 7th or 8th  to
introduce Mr. Benjamin Domenech and Kendal Antekier of The Heartland Institute, and discuss
HealthCare Exchanges.  Mr. Domenech and Ms. Antekier will be in the state to share expertise on
this subject.   The dates and times they are sharing the information is listed below:

Tuesday, February 7th @ approximately 9:30am (following session), House Chamber
Wednesday, February 8th @ 9:00am in the State Capitol, room 512A
Wednesday, February 8th @ noon @ OCPAC @ Italiano’s, 4801 N. Lincoln Boulevard
 
Please advise if Governor Fallin has time in her schedule. 
 
Information about The Heartland Institute and Mr. Domench is listed below:
Benjamin Domenech, managing editor of Health Care News and a research fellow at The Heartland
Institute, has agreed to come to the State Capitol and share his expertise on this subject.   Kendal
Antekier of the Heartland Institute will also be in attendance.   The Heartland Institute is a 27-year-
old national nonprofit research organization dedicated to finding and promoting ideas that empower
people. Founded in Chicago in 1984, its mission is to discover, develop, and promote free-market
solutions to social and economic problems. The Heartland Institute distributes six monthly public
policy newspapers addressing the major domestic public policy issues to every national and state
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elected official in the U.S. plus 8,400 county and local officials and thousands of civic and business
leaders. It also produces books, policy studies, and booklets. Approximately 130 academics and
professional economists participate in its peer review process, and more than 200 elected officials
currently serve on its Legislative Forum. A telephone survey of randomly selected state and local
elected officials conducted in 2011 found 79% of state legislators and 63% of local elected officials
read at least one of Heartland’s publications, and 45% of state legislators say a Heartland publication
changed their mind or led to a change in public policy. Approximately 1,800 support an annual
budget of $6 million. Heartland does not accept government funding.
Mr. Domenech joined The Heartland Institute in 2009 after several years working and writing on
national health care policy, beginning with a political appointment as speechwriter to U.S. Health
and Human Services Secretary Tommy Thompson, and continuing as chief speechwriter for U.S.
Senator John Cornyn during the Medicare Part D debate on Capitol Hill.  In addition to his work with
Heartland, Benjamin is currently editor of The City, an academic journal of faith, politics, and culture,
published by Houston Baptist University. He previously worked as a book editor for Eagle Publishing,
where he edited multiple New York Times bestsellers in the arenas of politics, history, and sports.
He was a founding board member of Redstate, a prominent conservative activist community site,
and co-hosts Coffee & Markets, an award-winning daily podcast focused on politics, policy, and the
marketplace.  Educated at the College of William & Mary and University of Nebraska-Lincoln,
Benjamin regularly writes opinion columns for the Washington Examiner and RealClearWorld, and in
2009 he was chosen as a Journalism Fellow by the Peter Jennings Project for Journalists and the
Constitution.
 

 
Sharon Brown,
Legislative Assistant for
Representative Charles Key,
District 90
Chair, Insurance Committee
405 557-7354
sharon.brown@okhouse.gov
.
 
 
 
NOTICE: The information in this email is confidential, legally privileged, and exempt from
disclosure under law. It is intended solely for the addressee. Access to this email by anyone
else is unauthorized. If you are not the intended recipient, any disclosure, copying,
distribution or any action taken or omitted to be taken in reliance on it, is prohibited and
unlawful. The Oklahoma House of Reps does not warrant any e-mail transmission received
as being virus free, and disclaims any liability for losses or damages arising from the use of
this e-mail or its attachments. Recipients of e-mail assume the risk of possible computer
virus exposure by opening or utilizing the e-mail and its attachments, and waive any right or
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recourse against the House by doing so.
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From: Denise Northrup
To: Tammie Wright; Dana Wolpert
Cc: Craig Perry; Katie Altshuler
Subject: RE: Appointment with the Governor
Date: Thursday, February 02, 2012 10:12:18 AM

Yes, but we’ll try to have someone from the office at the ocpac meeting Wednesday
 
 

From: Tammie Wright 
Sent: Thursday, February 02, 2012 10:07 AM
To: Denise Northrup; Dana Wolpert
Subject: RE: Appointment with the Governor
 
This is the first I’ve seen of this request and yeah, those times won’t work. Let Rep. Key know
she’s not available?
 

Tammie Wright
Deputy  Director of Scheduling
Office of Governor Mary Fallin
2300 North Lincoln Boulevard, Suite 212
Oklahoma City, Oklahoma 73105
www.FallinforBusiness.com
 
From: Denise Northrup 
Sent: Thursday, February 02, 2012 9:09 AM
To: Dana Wolpert; Tammie Wright
Subject: FW: Appointment with the Governor
 
Have we replied yet? I don’t think she can do any of those times…
 

From: Sharon Brown [mailto:Sharon.Brown@okhouse.gov] 
Sent: Tuesday, January 31, 2012 10:59 AM
To: Denise Northrup; AJ Mallory
Subject: Appointment with the Governor
 
Rep. Key is requesting an appointment with Governor Fallin on either February 7th or 8th  to
introduce Mr. Benjamin Domenech and Kendal Antekier of The Heartland Institute, and discuss
HealthCare Exchanges.  Mr. Domenech and Ms. Antekier will be in the state to share expertise on
this subject.   The dates and times they are sharing the information is listed below:

Tuesday, February 7th @ approximately 9:30am (following session), House Chamber
Wednesday, February 8th @ 9:00am in the State Capitol, room 512A
Wednesday, February 8th @ noon @ OCPAC @ Italiano’s, 4801 N. Lincoln Boulevard
 
Please advise if Governor Fallin has time in her schedule. 
 
Information about The Heartland Institute and Mr. Domench is listed below:
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Benjamin Domenech, managing editor of Health Care News and a research fellow at The Heartland
Institute, has agreed to come to the State Capitol and share his expertise on this subject.   Kendal
Antekier of the Heartland Institute will also be in attendance.   The Heartland Institute is a 27-year-
old national nonprofit research organization dedicated to finding and promoting ideas that empower
people. Founded in Chicago in 1984, its mission is to discover, develop, and promote free-market
solutions to social and economic problems. The Heartland Institute distributes six monthly public
policy newspapers addressing the major domestic public policy issues to every national and state
elected official in the U.S. plus 8,400 county and local officials and thousands of civic and business
leaders. It also produces books, policy studies, and booklets. Approximately 130 academics and
professional economists participate in its peer review process, and more than 200 elected officials
currently serve on its Legislative Forum. A telephone survey of randomly selected state and local
elected officials conducted in 2011 found 79% of state legislators and 63% of local elected officials
read at least one of Heartland’s publications, and 45% of state legislators say a Heartland publication
changed their mind or led to a change in public policy. Approximately 1,800 support an annual
budget of $6 million. Heartland does not accept government funding.
Mr. Domenech joined The Heartland Institute in 2009 after several years working and writing on
national health care policy, beginning with a political appointment as speechwriter to U.S. Health
and Human Services Secretary Tommy Thompson, and continuing as chief speechwriter for U.S.
Senator John Cornyn during the Medicare Part D debate on Capitol Hill.  In addition to his work with
Heartland, Benjamin is currently editor of The City, an academic journal of faith, politics, and culture,
published by Houston Baptist University. He previously worked as a book editor for Eagle Publishing,
where he edited multiple New York Times bestsellers in the arenas of politics, history, and sports.
He was a founding board member of Redstate, a prominent conservative activist community site,
and co-hosts Coffee & Markets, an award-winning daily podcast focused on politics, policy, and the
marketplace.  Educated at the College of William & Mary and University of Nebraska-Lincoln,
Benjamin regularly writes opinion columns for the Washington Examiner and RealClearWorld, and in
2009 he was chosen as a Journalism Fellow by the Peter Jennings Project for Journalists and the
Constitution.
 

 
Sharon Brown,
Legislative Assistant for
Representative Charles Key,
District 90
Chair, Insurance Committee
405 557-7354
sharon.brown@okhouse.gov
.
 
 
 
NOTICE: The information in this email is confidential, legally privileged, and exempt from
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disclosure under law. It is intended solely for the addressee. Access to this email by anyone
else is unauthorized. If you are not the intended recipient, any disclosure, copying,
distribution or any action taken or omitted to be taken in reliance on it, is prohibited and
unlawful. The Oklahoma House of Reps does not warrant any e-mail transmission received
as being virus free, and disclaims any liability for losses or damages arising from the use of
this e-mail or its attachments. Recipients of e-mail assume the risk of possible computer
virus exposure by opening or utilizing the e-mail and its attachments, and waive any right or
recourse against the House by doing so.
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From: Denise Northrup
To: Rebecca Frazier
Cc: Mary Fallin; maryfallin ; Steve Mullins; Katie Altshuler; Glenn Coffee
Subject: Re: Attorney General"s Healthcare Lawsuit
Date: Friday, November 16, 2012 3:08:48 PM

Thx

On Nov 16, 2012, at 12:54 PM, "Rebecca Frazier" <Rebecca.Frazier@gov.ok.gov> wrote:

>
> Governor,
>
> Our office just received this letter sent to you from Attorney General Pruitt regarding implementation
of a state health insurance exchange and its impact on the Attorney General’s lawsuit.
>
> Thank you.
>
> Rebecca R. Frazier
> Deputy General Counsel
> Office of Governor Mary Fallin
> 2300 North Lincoln Boulevard, Suite 212
> Oklahoma City, Oklahoma 73105
> (405) 522-8836
> Rebecca.Frazier@gov.ok.gov
>
>
> <Letter from AG Pruitt re Health Care lawsuit.pdf>
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From: Tammie Wright
To: Denise Northrup; Dana Wolpert
Subject: RE: Bcbs mtg
Date: Thursday, July 19, 2012 3:18:39 PM

Okay. If we see anything come through, we'll let her know.

Tammie Wright
Deputy  Director of Scheduling
Office of Governor Mary Fallin
2300 North Lincoln Boulevard, Suite 212
Oklahoma City, Oklahoma 73105

-----Original Message-----
From: Denise Northrup
Sent: Thursday, July 19, 2012 3:15 PM
To: Dana Wolpert; Tammie Wright
Subject: Re: Bcbs mtg

In light of the recent supreme court decision on obamacare, katie needs to be informed of any meeting
related to healthcare regardless of where it is taking place. Doesn't mean she's going, but that's the
best way to keep her in the loop

----- Original Message -----
From: Dana Wolpert
Sent: Thursday, July 19, 2012 03:12 PM
To: Denise Northrup; Tammie Wright
Subject: RE: Bcbs mtg

Will Katie be at State of the State too? They are asking who from staff will attend.

Dana Wolpert
Director of Scheduling
Governor Mary Fallin
2300 N. Lincoln Boulevard, Suite 212
Oklahoma City, OK 73105

-----Original Message-----
From: Denise Northrup
Sent: Thursday, July 19, 2012 3:09 PM
To: Tammie Wright; Dana Wolpert
Subject: Bcbs mtg

Please add katie to that meeting in tulsa
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From: Aaron Cooper
To: Dana Wolpert; Tammie Wright
Cc: Alex Weintz
Subject: RE: calendar addition
Date: Wednesday, April 06, 2011 11:07:00 AM

GMF will record two, eight-minute segments for this Sunday’s show. 
 

From: Aaron Cooper 
Sent: Wednesday, April 06, 2011 10:27 AM
To: Dana Wolpert; Tammie Wright
Cc: Alex Weintz
Subject: calendar addition
 
Friday, 2pm
Taping Flashpoint at KFOR
KFOR Studios, 444 E. Britton Rd. Oklahoma City, OK 73114
Studio main #:  (405) 424-4444
Topics:  lawsuit reform, aerospace engineers tax credit, education reforms headed to gov’s desk. 
Also, will probably want to talk about health insurance exchanges
Told them we need to be out the door by 2:45 pm
 
 
 

Aaron Cooper
Press Secretary
Governor Mary Fallin
aaron.cooper@gov.ok.gov
t - (405) 522-8878
c - (405) 759-0468
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From: Alex Weintz
To: Dana Wolpert
Subject: RE: call w/Oklahoman publisher
Date: Monday, March 21, 2011 5:15:26 PM

Confirmed call-in time for 5 pm tomorrow w/ David Thompson
Call in: 405-475-4005
 
If you need to change anything work through his assistant Kay Lacey
475-4040
klacey@opubco.com
 

From: Dana Wolpert 
Sent: Monday, March 21, 2011 5:03 PM
To: Alex Weintz
Subject: RE: call w/Oklahoman publisher
 
What time does this need to be? Can it be at like 5 or is that too late? I would rather go through you
on this since its press.
 
Dana Wolpert
Director of Scheduling
Governor Mary Fallin
2300 N. Lincoln Boulevard, Suite 212
Oklahoma City, OK 73105
 
 

From: Alex Weintz 
Sent: Monday, March 21, 2011 5:02 PM
To: Dana Wolpert
Subject: call w/Oklahoman publisher
 
Per the governor’s instructions, I need to schedule a 20 minute call with David Thompson, the
publisher of the Oklahoman, regarding Oklahoma’s health insurance exchange. The call should
preferably be tomorrow… basically asap. How do you want me to proceed? The general phone line
at the Oklahoman is 405-475-3311 … do you want to call and try to work through his assistant?
 
Alex Weintz
Communications Director
Office of Governor Mary Fallin
phone: (405) 522-8819
cell: (405) 535-7317
Alex.Weintz@gov.ok.gov
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From: Denise Northrup
To: Glenn Coffee; Katie Altshuler
Cc: Steve Mullins
Subject: RE: Cato@Liberty: The ObamaCare Rebellion Turns Exchange ‘Deadline’ into a ‘Rolling Deadline’
Date: Friday, November 09, 2012 12:45:15 PM

k
 

From: Glenn Coffee 
Sent: Friday, November 09, 2012 12:40 PM
To: Katie Altshuler
Cc: Denise Northrup; Glenn Coffee; Steve Mullins
Subject: Re: Cato@Liberty: The ObamaCare Rebellion Turns Exchange ‘Deadline’ into a ‘Rolling
Deadline’
 
Don't wait on me. I will get to meeting as quick as I can but this is dragging on longer than I
thought. 

Sent from my iPad

On Nov 9, 2012, at 12:26 PM, "Katie Altshuler" <Katie.Altshuler@gov.ok.gov> wrote:

FYI
 
From: Michael Cannon [mailto:MCannon@cato.org] 
Sent: Friday, November 09, 2012 12:22 PM
To: Katie Altshuler 
Subject: Cato@Liberty: The ObamaCare Rebellion Turns Exchange ‘Deadline’ into a
‘Rolling Deadline’ 
 
The ObamaCare Rebellion Turns Exchange

‘Deadline’ into a ‘Rolling Deadline’

Posted by Michael F. Cannon

The Obama administration had set a deadline of November 16 for states to signal
whether they would create their own health insurance “exchanges,” or let the federal
government do it.

But the federal government is so desperate to have states do the heavy lifting, and so
few states are interested, that for some time (most recently in a National Review
Online column that posted yesterday) I have been predicting the Obama
administration would push back that deadline. It seems I was right. Well, today’s CQ
Healthbeat reports:

The federal government is likely to extend the Nov. 16 deadline for states to
decide whether they will run their own health insurance exchanges, according
to several state officials. … Instead, HHS officials are expected to set a new
deadline for states that want to operate the marketplaces alone but have a
rolling deadline with ongoing discussions for states that are interested in a
partnership.

What is the difference between a “rolling deadline” and no deadline?

It’s “the REAL ID rebellion“ all over again.
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Michael F. Cannon • November 9, 2012 @ 1:19 pm 

http://www.cato-at-liberty.org/the-obamacare-rebellion-turns-exchange-
deadline-into-a-rolling-deadline/
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From: Dennis Casey
To: Craig Perry
Subject: Re: child-only insurance issue
Date: Friday, January 27, 2012 1:02:12 PM

Thanks. Appreciate your time

From: Craig Perry <Craig.Perry@Gov.ok.gov> 
To: Dennis Casey 
Cc: Craig Perry 
Sent: Fri Jan 27 12:48:02 2012
Subject: child-only insurance issue 

Rep. Casey:
 
Below is one of the letters that we have been sending to constituents
regarding child-only insurance coverage.  The second letter has not been
approved yet and it may be later today before it is approved, so I’m sending
this one now.  I also included a press release from Insurance Commissioner
Doak.  I think it is helpful.  Please let me know if you have any questions.
 
(our letter to constituents (it does not include the update))
 
Thank you for contacting the office of Governor Mary Fallin regarding the
emergency rule that was recently approved concerning child-only insurance
coverage. 
 
In response to the passage of the Patient Protection and Affordable Care Act
(PPACA) and new federal regulations, insurance companies in Oklahoma have

not offered any new child-only policies for the past 18 months.  Therefore, in
recent months, Insurance Commissioner John Doak sought to expand insurance
options for uninsured children in Oklahoma. 

 
In an attempt to close the gap created by the PPACA, two rule changes were
proposed to advance participation in the market. The initial rule change
occurred in July 2011 and allowed for an open enrollment period to encourage
insurance companies to rejoin the 0 to 19 age group market – no companies
participated.  In a second attempt, an emergency rule was drafted to
immediately revive insurance participation in the child-only market, and
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included the removal of birth as a qualifying event, which was approved.
 

Governor Fallin understands the serious implications of the remaining gap in
coverage for children less than one year of age, and we are monitoring the
development of possible solutions to ensure that child-only coverage remains a
viable option for uninsured children. 
 
The Oklahoma Insurance Department is working aggressively to find a way to
further bridge the gap for uninsured children in Oklahoma.  Additionally, the
Governor is committed to finding solutions to our healthcare challenges such as
access, affordability and quality of care all while fostering a strong and
competitive insurance market.
 
 
(Doak’s press release)
 
Doak works with High Risk Pool to bring health coverage to youngest Oklahomans

OKLAHOMA CITY –Oklahoma Insurance Commissioner John D. Doak this afternoon praised a
policy decision by the Oklahoma High Risk Pool that effectively closes any remaining gap in
child-only health insurance coverage for Oklahomans.
“We’ve worked for a year to address this issue and a complete solution is coming together,”
Doak said.
The Board of Directors of the Oklahoma Health Insurance High Risk Pool (OHRP) officially
adopted a policy to waive rules requiring parents or guardians to show that the child was
denied insurance by at least two carriers on the private market before applying for coverage
under the OHRP. The board also voted to insure ill and premature infants immediately rather
than make the parents endure a previously enforced one-year waiting period on pre-existing
conditions before applying to insure the child. The moves permit immediate coverage
through the High Risk Pool of all infants under age 1, whether healthy or sick.
The meeting was held at the Oklahoma Insurance Department, where the OHRP board
convenes to conduct business.
Commissioner Doak and Dwight D. Herron, board chairman of the OHRP, agreed the High
Risk Pool provides a crucial piece to the puzzle that child-only health insurance has become.
“For too long, health insurance coverage through the Oklahoma High Risk Pool has
unintentionally been one of Oklahoma’s best-kept secrets,” Herron said. “The problem we
face in Oklahoma is not the absence of health insurance coverage for children, but rather a
lack of awareness as to what is currently available.
“We must do a better job of getting the word out to people, and I commend Commissioner
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Doak and the Oklahoma Insurance Department for working with us as we make the
Oklahoma High Risk Pool more accessible and more visible to families seeking insurance in
Oklahoma.”
Since taking office in January 2011, Commissioner Doak and his administration have worked
to close a child-only insurance gap created by President Obama’s federal health reforms.
The child-only insurance market collapsed virtually nationwide in mid-2010. New federal
health insurance mandates under the Patient Protection and Affordable Care Act and rules
issued by the Obama administration and the U.S. Department of Health and Human Services
prompted many carriers to withdraw from the sale of new individual insurance policies for
children under age 19. No insured child lost coverage and insurance was still available to
children through family plans, but in Oklahoma and 16 other states parents and guardians
could no longer buy new insurance to cover only an individual child. In an additional 22
states, some but not all insurance companies withdrew from the child-only market.
New rules intended to restart the child-only market for Oklahoma were passed during the
2011 legislative session. A special open enrollment period was scheduled for September and
October last year, but no insurers returned to the market. Companies were willing to
resume selling new health insurance for Oklahoma children ages 1 to 18, but remained
reluctant to cover infants under age 1.
An emergency rule crafted by Doak and the Insurance Department and signed in December
by Gov. Mary Fallin restarted the sale of child-only private insurance policies for
Oklahomans ages 1 to 18. A special open enrollment period is ongoing throughout January
and February and the state’s two largest health insurers, Blue Cross Blue Shield and
CommuityCare, have reentered the market. A regular open enrollment period will be held in
June and July this year, and in each subsequent June and July.
The emergency rule addressed the lack of health coverage for the vast majority of families
interested in child-only policies, but answering the needs of some infants remained. Today,
the OHRP officially filled that gap by accepting sick children immediately and no longer
requiring parents of infants to fruitlessly apply at least twice for coverage that isn’t being
sold before seeking coverage from the High Risk Pool.
“Health insurance is now available for children under age 1 through one of three sources:
SoonerCare for those who economically qualify; the Oklahoma Temporary High Risk Pool;
and the Oklahoma Health Insurance High Risk Pool,” Herron said. “Enrollment requirements,
benefits and premium rates vary between the three, but at least one coverage option is now
available for all children regardless of their age or current health.”
Patti Davis, executive vice president of the Oklahoma Hospital Association, praised the new
OHRP enrollment policies.
“We’re delighted that the Oklahoma High Risk Pool stepped up to provide coverage for the
smallest and youngest Oklahoma citizens,” Davis said. “This move enables uninsured, hard-
working, middle-class families to secure coverage for their babies and possibly avoid
financial devastation if their baby is born with serious health issues.
“On behalf of Oklahoma hospitals that provide care for these infants, we are extremely
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pleased that this coverage can begin as soon as possible.”
Doak added that the Oklahoma Health Insurance High Risk Pool is not a government-funded
program. While the OHRP was established by statute and is governed by its appointed board
of directors, coverage is funded through a combination of premiums paid by enrolled
policyholders and assessments paid into the pool by Oklahoma’s private insurance
companies. Coverage is not subsidized by tax dollars.
The OHRP typically insures those whose preexisting medical conditions make it impossible or
unaffordable to find insurance on the private market. Blue Cross and Blue Shield is
contracted to manage the system.
“The High Risk Pool is an effective way, privately funded way to address these complex
circumstances,” Doak said. “Those who prove difficult to insure otherwise are enrolled in a
system that spreads the risk over all carriers in the state rather than a single company.”
“It took a lot of time, effort and cooperation to reach this point,” Doak added. “But we are
pleased to say that when it comes to health insurance in Oklahoma, options exist for every
child of any age.”

- 30 - 
 
NOTICE: The information in this email is confidential, legally privileged, and exempt
from disclosure under law. It is intended solely for the addressee. Access to this
email by anyone else is unauthorized. If you are not the intended recipient, any
disclosure, copying, distribution or any action taken or omitted to be taken in
reliance on it, is prohibited and unlawful. The Oklahoma House of Reps does not
warrant any e-mail transmission received as being virus free, and disclaims any
liability for losses or damages arising from the use of this e-mail or its attachments.
Recipients of e-mail assume the risk of possible computer virus exposure by opening
or utilizing the e-mail and its attachments, and waive any right or recourse against
the House by doing so.
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From: Wendy Gregory
To: Cody Inman
Subject: RE: Constituent services update, ending 10 18 12
Date: Friday, October 19, 2012 2:32:13 PM

Early Alzheimer’s. It’s a terrible thing.
 
Wendy Gregory
Director, Tulsa Office
Governor Mary Fallin
440 S. Houston, Suite 304
Tulsa, Oklahoma 74127
918.581.2801
 
Employers and Job-Seekers find one another: www.okjobmatch.com    
Gov.  Fallin on Facebook:  www.facebook.com/GovernorMaryFallin
Gov. Fallin on Twitter:  www.twitter.com/GovMaryFallin
Gov. Fallin on the Web:  www.ok.gov/governor
 
 

From: Cody Inman 
Sent: Friday, October 19, 2012 12:57 PM
To: Wendy Gregory
Subject: Re: Constituent services update, ending 10 18 12
 
Suuuuuuure you did! Haha. Thanks for the update.
 
From: Wendy Gregory 
Sent: Friday, October 19, 2012 11:04 AM
To: Cody Inman 
Subject: Constituent services update, ending 10 18 12 
 
I got this all together for you and then didn’t hit ‘send’!!!!
 
1-question about not paying taxes after her military retiree husband passed away-she has already
paid taxes she shouldn’t have-referred her to OTC
1-unemployment claim denied-casework, working with Employment Security Commission to figure
it out
1- DHS claim issue –spoke with Margaret Noble and it has been worked out
1- WIC should continue to be provided thru planned parenthood
1-mental health patient who 9 years ago was awarded $38,000 in a criminal car-dragging case
where he was the victim and hasn’t been paid-referred him to AG’s office and Cody
1-municipal animal control issue
1-Speeding ticket wrongly given, too high $--referred him to OKC office
1-needs barbers/mechanical license sent to them.
1-parole question-sent to Cody
1- Suggestion: request all agencies who submits yrly budget request, double their request. This
increases job and security, doubling printing of money in dc.
1- husbands release from jail-referred her to Cody
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1-request for state agency information
2-federal information requested
1-request for info for federal offices
2-support obamacare
 
 
Wendy Gregory
Director, Tulsa Office
Governor Mary Fallin
440 S. Houston, Suite 304
Tulsa, Oklahoma 74127
918.581.2801
 
Employers and Job-Seekers find one another: www.okjobmatch.com    
Gov.  Fallin on Facebook:  www.facebook.com/GovernorMaryFallin
Gov. Fallin on Twitter:  www.twitter.com/GovMaryFallin
Gov. Fallin on the Web:  www.ok.gov/governor
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From: Denise Northrup
To: Craig Perry
Subject: Re: Daily Legislative Report February 7, 2012
Date: Tuesday, February 07, 2012 8:22:22 PM

What the heck is up with that paddack bill??
 
From: Craig Perry 
Sent: Tuesday, February 07, 2012 05:28 PM
To: 'Mary Fallin' <  
Cc: Denise Northrup; Glenn Coffee; Katie Altshuler; Andrew Silvestri; Alex Gerszewski; Alex Weintz;
Travis Brauer; Aaron Cooper; Keili McEwen; Cody Inman; Brett Thomas; Craig Perry 
Subject: Daily Legislative Report February 7, 2012 
 
To: Governor Fallin
From: Craig Perry and Travis Brauer
Date: February 7, 2012
Re: Daily Legislative Report
 
SENATE ACTION

SB 1406, by Paddack (D-Ada), would define that a man is not presumed to be the father of a
child if he provides documentation from the Department of Defense stating that he was not
present during the time conception took place.  The bill passed by a vote of 9-0.  The bill is
headed to the full Senate.

Two bills failed in Senate committee today:

SB 1098, by Wilson (D-Tahlequah), would delete an exemption for excise taxes on the sales
of newspapers and periodicals.  This bill failed in the Senate Finance Committee by a vote of
1 - 13.

SB 1039, by Justice (R-Chickasha), would raise the examination fees pertaining to the
proceedings leading to the issuance and sale of revenue bonds paid to the Attorney General
not to be less than $500.  This bill failed in the Senate Finance Committee by a vote of 3 -
12.  Members of the Committee had concerns that by raising the fees paid to the Attorney
General’s office would cause a ripple effect with other agencies raising their fees. 

 

The Senate GOP Caucus unveiled their agenda today.  A summary of their agenda is
below:

On Jobs and Economy:
 
“Making Oklahoma a prosperous place is a top priority and we have been presented with a
unique opportunity to achieve that goal, by taking a thoughtful and aggressive approach on
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reduction of the state’s income tax. We will identify and eliminate ineffective tax credits.
 We will consider the recommendations made by Mazzei’s tax reform task force.” 
 
“The workers comp system has work that is not completed and we will continue to work on
that.”
 
On education:
 
“We will honor our commitment to teachers that are National Board Certified by keeping
the promises we made to the teachers. We will work on the quality of types of education
while promoting greater parental choice in education. We must increase the number of well
educated individuals with college degrees, advanced degrees, and industrial certifications.”
 
On Health and Human Services:
 
“We will continue to protect and advocate for the unborn. We also plan to address the
challenges involved in reducing the infant mortality rate. The Senate GOP will also find
solutions to address the shortage of doctors and health care professionals in underserved
areas throughout Oklahoma. Senate GOPs opposes ObamaCare, but we recognize that it is
the law of the land and we will continue to find Oklahoma alternatives.”
 
On Government:
 
“We believe in limited government through the continual efforts of modernizing the
government and by reducing the scope of the Oklahoma Government. We will revisit
Oklahoma water plans by thoughtfully debating programs to make sure that the needs of all
citizens in Oklahoma are met.  Senate GOP Caucus believes that it is important to maintain
all state properties and assets as they all belong to the people of Oklahoma and they
deserve to have the best buildings.” 
 
On Transportation Infrastructure:
 
“We are committed to ODOT’s 8 year plan.”
 

HOUSE ACTION

No bills of interest were heard in committee or on the House floor.
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From: Katie Altshuler
To: "TerryC@health.ok.gov"; "Juliek@health.ok.gov"; Alex Weintz; Glenn Coffee
Cc: Denise Northrup
Subject: Re: Declaration Letter Draft.docx
Date: Sunday, November 18, 2012 1:40:31 PM

We have a senior staff meeting with the Governor at 9:30 am tomorrow, we will walk thru
everything one final time to get her official sign off. Secretary Cline/Julie, we will alert you as soon as
we have completed the process with her. We do not want to make any calls ahead of that in case
anything changes. We do not want to make any calls more than an hour in advance of the release.
We will send out the talking points only after the press release goes out. If all goes as planned we
expect the release to go out at approx. 11 am tomorrow. I have included the call list with
assignments below.

Call list:

STATE OFFICIALS

1) AG (Melissa) - Denise
2) Speaker - Denise
3) PPT - Glenn
4) OID (Doak) - GMF
5) OHCA (Fogarty) - Cline
6) Lt Governor - Denise/Katie

PRIVATE SECTOR/BOARDS

7) BC/BS (Tammie) - Katie
8) OHA (Patti) - Katie
9) OSMA (Ken King) - Cline
10) PCA (Greta Shepard) - Cline
11) State Chamber (Fred Morgan) - Glenn
12) Tulsa Chamber (Chris Benge) - Katie
13) OKC Chamber (?) - 
14) Kaiser (Ken Leavitt) - Glenn
15) Sharon Caldwell - Katie

Please let me know if we are missing anyone. Thank you! Katie
 
From: Katie Altshuler 
Sent: Sunday, November 18, 2012 12:37 PM
To: 'TerryC@health.ok.gov' <TerryC@health.ok.gov>; 'Juliek@health.ok.gov' <Juliek@health.ok.gov>;
Alex Weintz 
Cc: Denise Northrup 
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Subject: Re: Declaration Letter Draft.docx 
 
Thank you!
 
From: Cline, Dr.Terry L. [mailto:TerryC@health.ok.gov] 
Sent: Sunday, November 18, 2012 12:36 PM
To: Katie Altshuler; Cox-Kain, Julie <Juliek@health.ok.gov>; Alex Weintz 
Cc: Denise Northrup 
Subject: RE: Declaration Letter Draft.docx 
 
Excellent.  Will stand by until notified.  terry
 

From: Katie Altshuler [mailto:Katie.Altshuler@gov.ok.gov] 
Sent: Sunday, November 18, 2012 12:33 PM
To: Cline, Dr.Terry L.; Cox-Kain, Julie; Alex Weintz
Cc: Denise Northrup
Subject: Re: Declaration Letter Draft.docx
 
Will announce both in press release tomorrow. Letter will address exchange only. Please do not start
making any calls until we get final approval from Gov on the release and the letter. I will alert you
once it is okay to make contact and let you know who we plan to make contact with.
 
From: Cline, Dr.Terry L. [mailto:TerryC@health.ok.gov] 
Sent: Sunday, November 18, 2012 12:05 PM
To: Katie Altshuler; Cox-Kain, Julie <Juliek@health.ok.gov>; Alex Weintz 
Cc: Denise Northrup 
Subject: RE: Declaration Letter Draft.docx 
 
So no notification or decision made public yet on Medicaid?  Makes a difference on those calls.  If it
included Medicaid, I was going to suggest:  I am happy to  contact any one you would like me to
contact.  In addition to elected officials (including DOI), who I assume Katie/Denise/perhaps the Gov.
depending on who it is, would like to contact,  the list should include Ted Haines, BC/BS; Fred
Morgan, State Chamber; OKC and Tulsa Chambers; Craig Jones, OHA; Ken King, OSMA; Greta
Shepard, PCA; Mike Fogarty, OHCA.  These are all groups who have chimed in and have a stake in
the decision and will be important moving forward.  I have no doubt some of these will throw
stones, but still helpful to provide some outreach.  I would also be happy to contact individuals like
Ken Levit with the Kaiser Foundation.  This list is shorter if there is no announcement around
Medicaid, so depends if you want the “rip the bandaid off” approach before everyone leaves town
for Thanksgiving.  As you know, timing is important because some may try to get ahead of the
announcement if they know the decision that is coming, so right now I am going with Alex’s
information directing us to start notification as early as 8ish Monday. Agree we need to coordinate
the list.  terry
 
 

From: Katie Altshuler [mailto:Katie.Altshuler@gov.ok.gov] 
Sent: Sunday, November 18, 2012 12:00 PM
To: Cox-Kain, Julie; Alex Weintz
Cc: Cline, Dr.Terry L.; Denise Northrup
Subject: Re: Declaration Letter Draft.docx
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Don't need to include in letter, we will modify lang in press release.
 
From: Cox-Kain, Julie [mailto:Juliek@health.ok.gov] 
Sent: Sunday, November 18, 2012 11:53 AM
To: Alex Weintz; Katie Altshuler 
Cc: Cline, Dr.Terry L. <TerryC@health.ok.gov>; Denise Northrup 
Subject: Re: Declaration Letter Draft.docx 
 
There is no timeline or developed mechanism yet for notifying hhs about medicaid. We can include
it in letter now but we expect an opt in or out form from cms later. This letter was specific ti
exchange deadline. 
-------------------------- 
Sent from my BlackBerry Wireless Handheld
 
From: Alex Weintz [mailto:Alex.Weintz@gov.ok.gov] 
Sent: Sunday, November 18, 2012 11:26 AM
To: Katie Altshuler <Katie.Altshuler@gov.ok.gov>; Cox-Kain, Julie 
Cc: Cline, Dr.Terry L.; Denise Northrup <Denise.Northrup@gov.ok.gov> 
Subject: RE: Declaration Letter Draft.docx 
 
The letter draft to Sebelius references only exchanges, but our press release says we have also
informed the feds we are not expanding Medicaid. do we need a seperate letter for Medicaid, or how
are we informing Sebelius about the Medicaid decision?
 
PRESS RELEASE

Governor Fallin today released the following statement announcing that Oklahoma will not
pursue the creation of a state-based exchange or participate in the Medicaid expansion in the
Patient Protection and Affordable Care Act (PPACA):

For the past few months, my staff and I have worked with other lawmakers, Oklahoma
stakeholders and health care experts across the country to determine the best course of action
for Oklahoma in regards to both the possible creation of a health insurance exchange and the
expansion of Medicaid under the Affordable Care Act. Our priority has been to ascertain
what can be done to increase quality and access to healthcare, contain costs, and do so
without placing an undue burden on taxpayers or the state. As I have stated many times
before, it is my firm belief that PPACA fails to further these goals, and will in fact decrease
the quality of healthcare across the U.S. while contributing to the nation’s growing deficit
crisis.

Despite my ongoing opposition to the federal health care law, the state of Oklahoma is
legally obligated to either build an exchange that is PPACA compliant and approved by the
Obama Administration, or to open the door to an exchange run by the federal government.
This choice has been forced on the people of Oklahoma despite the fact that voters have
overwhelmingly expressed their opposition to the federal health care law through their
support of State Question 756, a constitutional amendment prohibiting the implementation of
key components of PPACA.

After careful consideration, I have today informed Secretary of Health Kathleen Sebelius that
Oklahoma will not pursue the creation of its own health insurance exchange. Any exchange
that is PPACA compliant will necessarily be ‘state-run’ in name only and would require
Oklahoma resources, staff and tax dollars to implement. It does not benefit Oklahoma
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taxpayers to actively support and fund a new government program that will ultimately be
under the control of the federal government, that is opposed by a clear majority of
Oklahomans, and that will further the implementation of a law that threatens to erode both
the quality of American healthcare and the fiscal stability of the nation. 

Furthermore, I have also informed Secretary Sebelius that Oklahoma will not be participating
in the Obama Administration’s proposed expansion of Medicaid. Such an expansion would
be unaffordable, costing the state of Oklahoma up to $475 million between now and 2020,
with escalating annual expenses in subsequent years. It would also further Oklahoma’s
reliance on federal money that may or may not be available in the future. The massive new
costs associated with Medicaid expansion would require cuts to other important government
priorities such as education and public safety. Furthermore, the proposed Medicaid expansion
offers no meaningful reform to a system that people of all ideological stripes have criticized
as inflexible and inefficient.

Moving forward, the state of Oklahoma will pursue two actions simultaneously. The first will
be to continue our support for Oklahoma Attorney General Scott Pruitt’s ongoing legal
challenge of PPACA. General Pruitt’s lawsuit raises different Constitutional questions than
previous legal challenges, and both he and I remain optimistic that Oklahoma’s challenge can
succeed.  

Our second and equally important task will be to pursue state-based solutions that improve
health outcomes and contain costs for Oklahoma families. Serious reform, for instance,
should be pursued in the area of Medicaid and public health, where effective chronic disease
prevention and management programs could address the trend of skyrocketing medical bills
linked to avoidable hospital and emergency room visits. I look forward to working with
legislative leaders and lawmakers in both parties to pursue Oklahoma healthcare solutions for
Oklahoma families.
LETTER

November 16, 2012
Kathleen Sebelius, Secretary
Centers for Medicare & Medicaid Services (CMS)
Center for Consumer Information & Insurance Oversight (CCIIO)
200 Independence Avenue SW, Suite 739H
Washington DC, 20201
RE: Oklahoma Health Insurance Exchange
Dear Secretary Sebelius,
I am writing in response to the Department of Health and Human Services’ (HHS) request
that each state provide a declaration letter indicating their option for building a health
insurance exchange as outlined in PPACA.  While I remain deeply committed to the health
of Oklahomans it would be irresponsible of me to commit our state to the development of an
insurance exchange based on the information provided by HHS to date.  Our state will not
establish a transitional reinsurance program as outlined in PPACA.  However, Oklahoma will
elect to make all final eligibility determinations for our citizens referred to Medicaid from a
federal insurance exchange.
I continue to believe there are viable market-based solutions that can be found to facilitate
greater access to health insurance coverage in Oklahoma.  My hope is that we can engage in
future conversations that allow states the flexibility necessary to engage in true healthcare
reform, create efficiencies in entitlement programs and empower individuals to take
responsibility for their own health.     
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The primary contact for the State of Oklahoma with regard to PPACA is as follows:
Terry Cline, PhD     
Secretary of Health and Human Services  
Oklahoma State Department of Health  
1000 N.E. 10th Street       
Oklahoma City, OK, 73117
Phone: (405) 271-4200    
Sincerely,

 

From: Katie Altshuler
Sent: Sunday, November 18, 2012 10:25 AM
To: 'Juliek@health.ok.gov'; Alex Weintz
Cc: 'TerryC@health.ok.gov'; Denise Northrup
Subject: Re: Declaration Letter Draft.docx

Good thinking! We have a list of people to contact ahead of time, let's compare notes in the am to
split the load and so we do not miss anyone. I believe we plan to release it tomorrow, but not sure
what time...Alex?
 
From: Cox-Kain, Julie [mailto:Juliek@health.ok.gov] 
Sent: Sunday, November 18, 2012 10:20 AM
To: Alex Weintz; Katie Altshuler 
Cc: Cline, Dr.Terry L. <TerryC@health.ok.gov> 
Subject: RE: Declaration Letter Draft.docx 
 
I have quickly started pulling together some draft talking points (very draft – forgive typos) because
we know that once this announcement goes public the phone will begin to ring.  If possible it would
be great for Dr. Cline to get a heads up (an hour maybe) before the announcement so he can call
key partners and let them know it is coming.  I would also like to continue to build upon these talking
points with Nico and Cindy at OHCA to make sure they are complete and accurate.  You also
probably want to loop in OID just before the announcement. 
 
You can see I have a few holes and you may have questions about some of them and the question I
was trying to address.  I’m leaving for airport soon so will not be available all day today but will
check email regularly
 
Potential Talking Points
While Governor Mary Fallin has opted not build a state-based insurance exchange nor expand
Medicaid as written in PPACA, she and the Oklahoma legislature remain deeply committed to the
health of all Oklahoman’s.  This is evidenced by the fact that during the recent economic downturn,
the Health and Human Services cabinet was protected by taking the smallest cut of any cabinet area.
  
After assessing the impacts of Obamacare on Oklahoma, and speaking with other lawmakers and
healthcare experts across the country, it is clear that this law will not improve the quality and
accessibility of healthcare and cannot be administered in a financially sustainable manner.  The
Governor is committed to building upon past local innovations in healthcare and immediately begin
working with the Oklahoma legislature to develop a plan to reduce the number of uninsured families
and address the burden of rising healthcare costs.
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Why has the state chosen not to expand Medicaid?

·         Expanding Medicaid as written in PPACA would cost the State of Oklahoma as much as
$475,000,000 between fiscal year 2014 and 2020.  Paying for these increases would
necessitate significant cuts to other critical parts of the state’s budget like education and
public safety.  The cost of Medicaid expansion is unsustainable and creates additional
burden on taxpayers and the federal deficit.

·         Medicaid is an outdated program that was expanded without reform in Obamacare.  This
Medicaid expansion does not adequately address improvements in the availability, quality or
increasing costs of healthcare and it does not provide flexibility for states to meet the
unique needs of their citizens.      

·         Oklahoma has a history of innovative Medicaid waivers and fiscally responsible
enhancements to this program.  Oklahoma has realized increases in Medicaid of __%
between the years 
____ and ____.   Oklahoma has also created innovations in Medicaid, for example, an
outstanding on-line enrollment and real time eligibility system and has been successful at
limiting the growth of healthcare cost.  These are the very successes that Oklahoma wants
to build upon to create a viable healthcare system that actually begins to reduce the costs of
healthcare in our state.    

·         Oklahoma has a history of creating innovative solutions to reducing the number of
uninsured, for example the Insure Oklahoma program (created in 2006) offers premium
assistance to small businesses to support the purchase of private insurance for their
employees.  Under PPACA the Insure Oklahoma program would be discontinued and
qualifying workers (those under 138%) would be required to enroll in traditional Medicaid. 
Oklahoma small businesses and their employees should have the same options as other
employees to purchase private insurance.

Why did you let the federal government in to Oklahoma’s insurance market by not creating an
Insurance Exchange?

·         HHS continues to delay the release of critical guidance and regulations that would allow
states to understand the full ramifications of building and implementing a state based
insurance exchange.   Without that guidance it is unclear how much flexibility and freedom
of control will be provided to states operating an exchange.  

·         The cost of building a PPACA compliant exchange in Oklahoma is estimated at $30 million to
$50 million dollars. The cost of implementing PPACA in Oklahoma, and nationwide, is
staggering and unsustainable.  Governor Mary Fallin will continue to work with the
Oklahoma legislature develop financially sound healthcare solutions.          

What about the special provisions for Native Americans?
·         The Oklahoma Plan will be developed to provide care to all citizens of Oklahoma.  As always,

we will continue to seek input and guidance from the tribal nations and other partners so
that we may develop solutions that meet the needs of all Oklahoman’s.
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Oklahoma Plan
·         Oklahoma will be developing an Oklahoma Plan to reduce the number of uninsured and the

increasing costs of healthcare.  The Oklahoma plan will address the burden of chronic
disease in Oklahoma, which is driving the costs of healthcare up and increasing the strain on
our current healthcare system. 

·         The Oklahoma Plan will include provisions that empower individuals to take control of their
own health, include incentives for preventive care, care coordination, disease management
and community based health outcome improvements.        

 
 
 

From: Alex Weintz [mailto:Alex.Weintz@gov.ok.gov] 
Sent: Friday, November 16, 2012 5:26 PM
To: Cox-Kain, Julie; Katie Altshuler
Subject: Re: Declaration Letter Draft.docx
 
Also typo on Oklahomans in first paragraph. 
Could someone explain to me what the last line of the first paragraph means?
Thanks 
 
From: Cox-Kain, Julie [mailto:Juliek@health.ok.gov] 
Sent: Friday, November 16, 2012 05:25 PM
To: Katie Altshuler 
Cc: Alex Weintz 
Subject: RE: Declaration Letter Draft.docx 
 
Yes, good. 
 

From: Katie Altshuler [mailto:Katie.Altshuler@gov.ok.gov] 
Sent: Friday, November 16, 2012 5:24 PM
To: Cox-Kain, Julie
Cc: Alex Weintz
Subject: Re: Declaration Letter Draft.docx
 
This looks great! At end of letter with regard to point of contact, I think we will change language to
say "with regard to anything related to PPACA." instead of "implementation of PPACA."

Thank you so much, Katie
 
From: Cox-Kain, Julie [mailto:Juliek@health.ok.gov] 
Sent: Friday, November 16, 2012 04:47 PM
To: Katie Altshuler 
Subject: Declaration Letter Draft.docx 
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From: Denise Northrup
To: Katie Altshuler; "maryfallin "
Cc: Glenn Coffee; Andrew Silvestri
Subject: RE: Dr. Coburn asked me to relay his message to Gov. Fallin that he does NOT believe OK should expand

Medicaid under PPACA
Date: Thursday, July 12, 2012 10:20:16 AM

Oh, how kind.
 

From: Katie Altshuler 
Sent: Thursday, July 12, 2012 10:17 AM
To: 'maryfallin
Cc: Denise Northrup; Glenn Coffee; Andrew Silvestri
Subject: Fw: Dr. Coburn asked me to relay his message to Gov. Fallin that he does NOT believe OK
should expand Medicaid under PPACA
 

 
From: Trent, Josh (Coburn) [mailto:Josh_Trent@coburn.senate.gov] 
Sent: Thursday, July 12, 2012 08:15 AM
To: Katie Altshuler 
Cc: Morris, Jerry (Coburn) <Jerry_Morris@coburn.senate.gov> 
Subject: Dr. Coburn asked me to relay his message to Gov. Fallin that he does NOT believe OK should
expand Medicaid under PPACA 
 
 
 
________________________
Josh Trent
Health Care Policy (LA)
U.S. Senator Tom Coburn, M.D.
172 Russell Senate Office Bldg.
Washington, DC 20510
202-224-5754
www.coburn.senate.gov
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From: Katie Altshuler
To: Katie Altshuler; Glenn Coffee; Denise Northrup; Alex Weintz; Cline, Dr.Terry L.; Cox-Kain, Julie
Subject: RE: DRAFT PPACA Talking Points ATTACHED
Date: Monday, November 19, 2012 9:22:12 AM
Attachments: PPACA Talking Points 1119.docx

ATTACHED
 
Katie Altshuler, Policy Director
Office of Governor Mary Fallin
2300 North Lincoln Boulevard, Suite 212
Oklahoma City, Oklahoma 73105
405.521.2342
katie.altshuler@gov.ok.gov

 
 

From: Katie Altshuler 
Sent: Monday, November 19, 2012 8:55 AM
To: Glenn Coffee; Denise Northrup; Alex Weintz; Cline, Dr.Terry L.; 'Cox-Kain, Julie'
Subject: DRAFT PPACA Talking Points ATTACHED
Importance: High
 
I made a few minor revisions. Alex, please review and let us know if you have any changes. Thanks,
Katie
 
Katie Altshuler, Policy Director
Office of Governor Mary Fallin
2300 North Lincoln Boulevard, Suite 212
Oklahoma City, Oklahoma 73105
405.521.2342
katie.altshuler@gov.ok.gov
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From: Cline, Dr.Terry L.
To: Katie Altshuler; Glenn Coffee; Denise Northrup; Alex Weintz; Cox-Kain, Julie
Subject: RE: DRAFT PPACA Talking Points ATTACHED
Date: Monday, November 19, 2012 10:10:54 AM

Thanks.  Will be ready to start calls when given the signal!  tc
 

From: Katie Altshuler [mailto:Katie.Altshuler@gov.ok.gov] 
Sent: Monday, November 19, 2012 9:22 AM
To: Katie Altshuler; Glenn Coffee; Denise Northrup; Alex Weintz; Cline, Dr.Terry L.; Cox-Kain, Julie
Subject: RE: DRAFT PPACA Talking Points ATTACHED
 
ATTACHED
 
Katie Altshuler, Policy Director
Office of Governor Mary Fallin
2300 North Lincoln Boulevard, Suite 212
Oklahoma City, Oklahoma 73105
405.521.2342
katie.altshuler@gov.ok.gov

 
 

From: Katie Altshuler 
Sent: Monday, November 19, 2012 8:55 AM
To: Glenn Coffee; Denise Northrup; Alex Weintz; Cline, Dr.Terry L.; 'Cox-Kain, Julie'
Subject: DRAFT PPACA Talking Points ATTACHED
Importance: High
 
I made a few minor revisions. Alex, please review and let us know if you have any changes. Thanks,
Katie
 
Katie Altshuler, Policy Director
Office of Governor Mary Fallin
2300 North Lincoln Boulevard, Suite 212
Oklahoma City, Oklahoma 73105
405.521.2342
katie.altshuler@gov.ok.gov
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From: Alex Weintz
To: Dana Wolpert; Denise Northrup; Glenn Coffee
Cc: Aaron Cooper
Subject: RE: Early Innovator Grant
Date: Monday, February 28, 2011 5:02:08 PM

i talked to Terry Cline and he's going to call Michael Cross. Also gave him some of our talkers and its
clear he's very understanding of our sensitivities re: the early innovator grant.
________________________________________
From: Dana Wolpert
Sent: Monday, February 28, 2011 4:07 PM
To: Denise Northrup; Alex Weintz; Glenn Coffee
Cc: Aaron Cooper
Subject: Re: Early Innovator Grant

She'll be on a plane all morning.

----- Original Message -----
From: Denise Northrup
Sent: Monday, February 28, 2011 04:05 PM
To: Alex Weintz; Glenn Coffee
Cc: Aaron Cooper; Dana Wolpert
Subject: Re: Early Innovator Grant

She may not be available at all so it may not be an issue anyway?

----- Original Message -----
From: Alex Weintz
Sent: Monday, February 28, 2011 04:01 PM
To: Glenn Coffee; Denise Northrup
Cc: Aaron Cooper
Subject: FW: Early Innovator Grant

What do you guys want to do here? I think it's good to have her on tape saying that the exchange is a
good thing for Oklahoma and there's no contradiction in taking federal dollars to help speed it up ... but
it is something that requires some focus. If she's too busy to do it we might want to think about getting
Terry Cline
________________________________________
From: Cross, Michael [michael.cross@okstate.edu]
Sent: Monday, February 28, 2011 4:00 PM
To: Alex Weintz
Subject: Early Innovator Grant

Alex,

Could Gov. Fallin be available in the morning for an interview about the Early Innovator Grant? I can do
it over the phone at (405) 525-9932. It will take no more than 7 minutes. I will be in the office after
7:30am.

Thanks,

Michael Cross
KOSU Capitol Bureau Chief
(405) 525-9932
(405)412-5200 cell
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From: Aaron Cooper
To: Marcia Crawford; Kandi Batts; Cody Inman; Sean Rose
Subject: RE: FYI - health care exchange deadline extended
Date: Friday, November 16, 2012 9:08:46 AM
Attachments: image002.png

FYI – I should have written we probably won’t have a decision to announce today.  As far

as the public is concerned, though, nothing has changed – the governor hasn’t made an

announcement but will do so when a decision has been made.

 

Thanks.

 

From: Aaron Cooper 
Sent: Friday, November 16, 2012 8:57 AM
To: Marcia Crawford; Kandi Batts; Cody Inman; Sean Rose
Subject: FYI - health care exchange deadline extended
 
FYI – the deadline on the health insurance change has been extended by the federal
government; we will not have an announcement on it today.  If you have questions, let me
know.  Thanks.
 

States get another stay on health insurance exchange deadline

November 16, 2012 | Mary Mosquera

In a second delay in one week, Health and Human Services Secretary Kathleen Sebelius has
extended the deadline for one month for states to not only submit their blueprints for a state-
based health insurance exchange but to even decide if they plan to establish their own
exchange.

The original deadline for states to submit their blueprint and a declaration letter to establish a
state-based exchange was Nov. 16.

Last week, Sebelius explained in a letter that states could delay assembling and sending in
their documentation until Dec. 14, but they still had to at least notify HHS of their decision
on a state-based exchange by Nov. 16.

[See also: How the campaigns cast a shadow on HIX, Medicaid —any why they're now
poised for the forefront]

On the eve of that deadline, Nov. 15, Sebelius sent a letter to the Republican Governors
Association, in which she offered more decision-making time. 

The extension delays accommodate primarily Republican governors, who were waiting until
the election outcome to decide whether to move ahead on the exchanges and other features of
the health reform law.

Originally, if states did not meet the Nov. 16 deadline, the federal government would proceed
to set up an exchange for them. HHS wants to be sure that the exchanges can be ready to
start accepting open enrollment in October 2013 and start operations Jan. 1, 2014.
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The latest letter responds to a request from Republican Governors Association leaders
Virginia Gov. Bob McDonnell and Louisiana Gov. Bobby Jindal for more time to declare
whether states will decide to run a state-based exchange.

“While receiving a letter of intent now will help us assist states in finalizing their application,
a state may submit both a letter of intent and an application to operate its own exchange by
December 14,” Sebelius said.  

HHS also will accept plans from states that have decided to establish a state-federal
partnership exchange by Feb. 15, 2013. States will also be able to apply to run exchanges in
future.

[Related: Why the initial HIX delay means more to some states than others]

“We are confident governors will have enough time to decide whether they want to establish
an exchange, work in partnership with the federal government or have a federally-facilitate
exchange in their state,” she said.

Sebelius said HHS is “committed to providing states with the flexibility, resources, and time
they need to deliver the benefits of the healthcare law to the American people.”

To date, 17 states and the District of Columbia have decided to build their own exchanges.
Five states — Nebraska, South Carolina, Kansas, Alabama and Florida — have said the
federal government can build their exchanges.

 
 
______________________________________
Aaron Cooper
Press Secretary
Governor Mary Fallin
aaron.cooper@gov.ok.gov
t - (405) 522-8878
c - (405) 759-0468
 
Find Gov. Fallin on:
 

   
 
On the Web:  www.governor.ok.gov
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From: 
To: 
Cc: 

Monica Block 

Monica Block 

Larissa Ziemann 

Subject: RE: Governors" Call- July 3, 11:30 AM-12:00 PM (EDT) 

Monday, July 02, 2012 10:S6:33 AM Date: 

All, 

Here is the conference line that we will use for our conference call on Tuesday, July 3rd: 11:30 
AM - 12:00 PM (EDT): 

Dial-in Number: 
Participant code: 

Please let me know if you have any questions! Thank you! 

Sincerely, 
Monica 

From: Monica Block 
Sent: Tuesday, June 26, 2012 5:26PM 
To: Monica Block 
Cc: Larissa Ziemann 
Subject: Fwd: Governors' Call- July 3, 11:30 AM-12:00 PM (EDT) 

Please see below and RSVP: 

Begin forwarded message: 

From: Marie Sanderson 

Date: June 26, 2012 2:13:37 PM PDT 
To: Marie Sanderson 
Cc: Phil Cox <pcox@RGA.ORG>, Monica Block <mblock@RGA ORG>, Larissa Ziemann 
<lziemann@RGA.ORG>, Mike Schrimpf <mschrjmpf @RGA ORG> 
Subject: Governors' Call- July 3, 11:30 AM-12:00 PM (EDT) 

Dear Chief of Staff: 

CC: Action Officers 
CC: Schedulers 
CC: Healthcare advisors 

A RGPPC Governors' Only conference call will be held on Tuesday. 
July 3rd: 11:39 AM - 12:ee PM ( EDT) to discuss the PPACA Supreme 
Court decision. A copy of this emaiL is being sent to your 
scheduLers. On this call, a brief summary of the decision will be 
provided, and governors will discuss what the decision means for 
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their state as well as next steps. Please have your schedulers RSVP
for your governor to Larissa Ziemann at LZiemann@rga.org. A
conference line and agenda will be provided at that time.
 
A reminder that it is likely that a SCOTUS PPACA decision will
occur on Thursday.  Your communication teams have been provided
talking points and information regarding our rapid response
communication line.  In addition, RGPPC will forward materials and
interpretations of the decision as we get them.
 
As previously noted, please make every accommodation possible to
have your governor join the July 3rd call with other governors.  As
always, don’t hesitate to contact us if you need more information.
 
Best,
Marie
 
 
 
Marie Thomas Sanderson
Policy Director
Republican Governors Association (RGA)
MSanderson@rga.org
Republican Governors Public Policy Committee (RGPPC)

Office (202) 464- 8556
Cell 
 
 
Marie Thomas Sanderson
Policy Director
Republican Governors Association (RGA)
MSanderson@rga.org
Republican Governors Public Policy Committee (RGPPC)

Office (202) 464- 8556
Cell 
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From: Monica Houston
To: Denise Northrup; Alex Weintz
Cc: Tammie Wright; Dana Wolpert; Governor Fallin Press
Subject: RE: Greta
Date: Monday, November 19, 2012 5:14:14 PM

This is on the Governor’s calendar for tomorrow evening (8:30 pm – 10 pm).
 
Thanks!
Monica Houston
 

From: Denise Northrup 
Sent: Monday, November 19, 2012 4:56 PM
To: Alex Weintz
Cc: Monica Houston; Tammie Wright; Dana Wolpert; Governor Fallin Press
Subject: Re: Greta
 
Ask her right now while she's in between events

On Nov 19, 2012, at 4:52 PM, "Alex Weintz" <Alex.Weintz@gov.ok.gov> wrote:

Do we want to get GMF on “On the Record” with Greta at 9 PM tomorrow. Would be
filmed LIVE, remotely from a studio like the one on Hudiburg … topic would be the
health insurance exchange decision.
Would realistically be an 8:30 PM to 10:00 PM commitment because we wont know
what part of the show we’ll be on until tomorrow afternoon
 
Alex Weintz
Communications Director
Office of Governor Mary Fallin
phone: (405) 522-8819
cell: (405) 535-7317
Alex.Weintz@gov.ok.gov
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From: Alex Weintz
To: Katie Altshuler; Denise Northrup; Glenn Coffee; Aaron Cooper
Subject: RE: health care
Date: Tuesday, July 24, 2012 9:21:42 PM

Just FYI - the articles i have seen(AP/World) deal ONLY with medicaid expansion (TW) or a general
response to ObamaCare (AP). neither mention an exhange at all. not sure if that matters re: what
you've been telling people.
________________________________________
From: Katie Altshuler
Sent: Tuesday, July 24, 2012 4:13 PM
To: Alex Weintz; Denise Northrup; Glenn Coffee; Aaron Cooper
Subject: RE: health care

No it is not still accurate, it means that there will be no state exchange because by the time the election
rolls around we will officially be out of time.

Do we have a statement we can send around to people, especially since we told them we did not have
any announcements planned and no decisions have been made?

Katie Altshuler, Policy Director
Office of Governor Mary Fallin
2300 North Lincoln Boulevard, Suite 212
Oklahoma City, Oklahoma 73105
405.521.2342
katie.altshuler@gov.ok.gov

From: Alex Weintz
Sent: Tuesday, July 24, 2012 4:11 PM
To: Denise Northrup; Katie Altshuler; Glenn Coffee; Aaron Cooper
Subject: Re: health care

I just talked to the gov. This article says that she isn't going to make a decision until after the election.
She says that is accurate.

That is obviously slightly different from what we've been saying, which is no timeline. But in terms of
saying we are reviewing our options and haven't decided yet, it is still accurate.

Sorry this took u guys by surprise I was hoping to verify with her before it hit the web.

From: Denise Northrup
Sent: Tuesday, July 24, 2012 03:53 PM
To: Alex Weintz; Katie Altshuler; Glenn Coffee
Subject: health care

Oh, so I guess we’re waiting until November? Carry on…

http://newsok.com/oklahoma-gov.-mary-fallin-weighing-states-health-care-response/article/3695095
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From: Denise Northrup
To: Mary Fallin
Cc: Glenn Coffee; Preston Doerflinger; Katie Altshuler; alex weintz
Subject: Re: Healthcare Call Follow-Up
Date: Friday, November 09, 2012 7:45:01 PM

Yep, got it, sent to you as well so you'd be sure to see it...

On Nov 9, 2012, at 7:18 PM, "Mary Fallin" <  wrote:

>
>
> Mary Fallin
>
> Begin forwarded message:
>
> From: Governor Bob McDonnell <bmcdonnell@RGA.ORG<mailto:bmcdonnell@RGA.ORG>>
> Date: November 9, 2012, 7:11:59 PM CST
> To: Governor Bob McDonnell <bmcdonnell@RGA.ORG<mailto:bmcdonnell@RGA.ORG>>
> Cc: Phil Cox <pcox@RGA.ORG<mailto:pcox@RGA.ORG>>, Marie Sanderson

>>
> Subject: Healthcare Call Follow-Up
>
> Dear Governors:
>
> Thank you for joining what I believe to have been a very productive healthcare conference call today. 
While we acknowledge that as governors we must do what is best for our unique states, we agreed that
we must work together to have the ability to have reasoned and substantive discussions with the
Administration.  As requested, unless you are under pressure from your constituencies to move forward
before November 16th, we request that you  “keep your powder dry” until that date.  We look forward
to additional conversations in Las Vegas.
>
> Today,  HHS sent a letter indicating that while they were: 1)pushing back the deadline for a state to
decide on a partnership exchange, and 2) pushing back the deadline to submit your state-based
exchange blueprint, the deadline to announce if you will build a state based exchange is still November
16th.  This morning, we learned that very few governors were at the point where they had enough
information to make such a decision before November 16th due to the lack of information HHS has
provided governors.  Thus, as discussed on the conference call, Governor Jindal and I will send a letter
to President Obama on Monday or Tuesday reiterating our unanswered questions and requesting a
meeting with the President.  Attached to this email is a letter we sent on September 27th with similar
questions.  Please ask your top healthcare advisors to review this list and indicate to us if they have any
additional questions they would like to have asked. Please submit those questions to Marie Sanderson
at  or  this weekend.
>
> Lastly, many of you indicated the importance of charting a positive course forward.  Your chief of
staff and healthcare advisors have been notified that the RGPPC will host a top level, confidential
healthcare meeting in Baton Rouge on November 19th.  See information attached.  RGPPC will pay for
one official from each state to attend.  Should your state be unable to join this November 19th
conversation in person, please submit your top 5 requests to the Obama Administration in writing to
Marie Sanderson by November 19th. In addition, this group will resume consideration of the healthcare
plan our staff drafted this summer.  Similarly, attached is the report the RGPPC released in 2011 on
Medicaid.
>
> Thank you for your work on this important issue. I look forward to seeing most of you next week.
>
> Bob
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>
>
> Governor Robert F. McDonnell
> 804-786-4273 (main)
>  (direct)
>
>
> <2012 9 27 RGA Letter to President Final.pdf>
> <RGPPC_Medicaid_Report[1].pdf>
> <Agenda and Reply Form - Healthcare Working Group - Baton Rouge LA.PDF>
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From: Katie Altshuler
To: Cody Inman
Subject: Re: HealthCare
Date: Friday, November 09, 2012 6:25:37 AM

Yes, I will be in today and we can discuss, also got a call from Lankford staff
 
From: Cody Inman 
Sent: Thursday, November 08, 2012 07:07 PM
To: Katie Altshuler; Andrew Silvestri 
Subject: HealthCare 
 
Katie – We started receiving calls on Obamacare today and the implementation. People are asking
what is the states roll in the mandate besides the health care exchange. This is a reminder for me to
speak with  you about this when we both have a few minutes. Thanks!
 
 
 
 
 
______________________________________
Cody Inman
Senior Public Affairs Officer
Office of the Governor | State of Oklahoma
Honorable Mary Fallin
cody.inman@gov.ok.gov
t - (405) 521-2342
 
Gov. Fallin on Facebook:  www.facebook.com/GovernorMaryFallin
Gov. Fallin on Twitter:  www.twitter.com/GovMaryFallin
Gov. Fallin on the Web:  www.governor.ok.gov
 
Oklahoma business owners and executives:  share your input on how we can further strengthen Oklahoma's
business climate by completing the survey at www.FallinforBusiness.com.
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From: Alex Weintz
To: Alex Weintz; Katie Altshuler; Andrew Silvestri; Craig Perry; Travis Brauer
Cc: Aaron Cooper; Alex Gerszewski
Subject: RE: Heritage Seminar this Weekend
Date: Tuesday, April 17, 2012 3:14:09 PM

Sorry again for late notice.
Here is what I thought could be format for these memos:

1.        Federal policies or proposed federal policies / statements from the Obama Admin or Dem
leaders (so in addition to Cap and Trade could include statements like “Under my plan of a
cap and trade system, electricity rates would necessarily skyrocket”)

2.        How Oklahoma is fighting against these policies
3.        Oklahoma has a better way (ie Oklahoma First Energy Plan)

 
FYI wanted you to see the questions they have submitted to us below. This is not going to be the
most policy intensive seminar ever … we will be OK.
 

You come from a family that has a history of public service. Your parents both served
as mayor of Tecumseh. How did that shape your experience?
 
While some states were considering tax increases, Oklahoma cut its income tax. What
has that done for economic growth in your state?
 
You're known as a trailblazer in Oklahoma as the state's first female governor. What
do you make of the "war on women" that liberals have trumpeted in recent weeks?
 
How would Oklahoma benefit from the Keystone XL pipeline? And what steps, if
any, can you take in the absence of federal approval?

 
 

From: Alex Weintz 
Sent: Tuesday, April 17, 2012 2:23 PM
To: Katie Altshuler; Andrew Silvestri; Craig Perry; Travis Brauer
Cc: Aaron Cooper; Alex Gerszewski
Subject: Heritage Seminar this Weekend
 
The governor is participating in a Heritage Foundation seminar this weekend in San Diego entitled
“How the states can limit the federal levitation.” We want to arm her with as much info as possible
about what we have done to push back against the feds, or what we will do, and areas where their
policies have been intrusive.
 
The governor has indicated she wants to talk about energy/environment, education (NCLB waivers),
health care/ObamaCare. And I’m sure she’d appreciate any other info we have in other areas.
 
I know everyone is busy. Is the policy shop able to give us some assistance on this? We basically
need 1-2 page briefs on each of these areas, which would include what the feds are doing, how it
affects Oklahoma, what we’ve done to fight/circumvent that, etc.
It doesn’t necessarily have to be what the governor’s office is doing, it can be what the AG’s office is
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doing as well (my next email is to them) or any other office in state government.
 
Let me know pls if anyone over there is able to help out on this or if you have any pre-prepared
material. I think at one point you guys gave the gov a memo on federal overreach. Thanks.
 
Alex Weintz
Communications Director
Office of Governor Mary Fallin
phone: (405) 522-8819
cell: (405) 535-7317
Alex.Weintz@gov.ok.gov
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From: Alex Weintz
To: Cody Inman; Andrew Silvestri
Subject: RE: I can"t believe you accepted a $54 million "Early Innovator Grant" from the federal government
Date: Tuesday, March 15, 2011 1:33:24 PM

We did put out a press release on that subject which you are free to borrow from. I am working on
some more language regarding this issue however so you might want to wait a day or two and see
what we come up with
 

State Leaders: Oklahoma Will Accept $54 M “Early
Innovator Grant” to Support an Oklahoma-based

Health Insurance Exchange
 
OKLAHOMA CITY –Governor Mary Fallin joined other state leaders today in announcing
that the state of Oklahoma will accept a $54 million grant to help design and implement the
information technology infrastructure to operate an Oklahoma health insurance exchange.
Fallin listed the creation of such an exchange as one of her top priorities in her State of the
State address earlier this month. She and others announced their support for the grant after
working with state agencies to ensure that no unworkable federal mandates were included.
 
Governor Mary Fallin: “After thoroughly reviewing the ‘early innovator’ grant, I am happy
to say that the federal assistance we are being offered is consistent with our mission to design
and implement an Oklahoma-based health insurance exchange.  That exchange will empower
consumers and help individuals and small businesses to shop for and enroll in affordable,
quality health insurance plans. This is a step in the right direction for Oklahoma and its
citizens.”
 
House Speaker Kris Steele:  “This opportunity will remove the obstacles many people face
in obtaining health insurance and allow many more Oklahomans to become insured. This
would not only improve the overall health of our state, it will also empower and equip
patients to invest in their own healthcare needs and outcomes.”
 
Senate President Pro Tempore Brian Bingman: “Real solutions to our health care needs
are best found through market-based principals of choice and competition.  The health
insurance exchange empowers Oklahomans with those free-market tools.  This early
innovator grant will allow Oklahoma to put in place the necessary technological
infrastructure that makes these plans accessible to citizens of our state.” 
 
Insurance Commissioner John Doak: “The Insurance Department, with its industry,
consumer protection and regulatory expertise, will play an important role in the design and
implementation of a health insurance exchange. I and Deputy Commissioner of Health
Insurance Mike Rhoads will take a lead in making sure insurance agents and brokers have a
voice in setting up the health insurance exchange. I look forward to working with Gov. Fallin
in facilitating meetings throughout the state that will result in good regulation and input from
licensed insurance agents and brokers.”
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Secretary of Health and Human Services Terry Cline: “Not only will Oklahoma be
engaged in a transformational process in developing our own health insurance exchange, we
have an opportunity to be a model for the country, and we are pleased to take on that
challenge.”
 
Oklahoma Healthcare Authority CEO Mike Fogarty:  “This grant is a federal
acknowledgment of the foresight and guidance of Oklahoma’s leaders.  This state being one
of only seven grantees confirms our role as a leader in this nation.  Our online enrollment and
other access initiatives predated federal health reform and have now afforded us the
opportunity to build a system fit for this state and its citizens.”
 

##
 
 

From: Cody Inman 
Sent: Tuesday, March 15, 2011 9:46 AM
To: Alex Weintz; Andrew Silvestri
Subject: FW: I can't believe you accepted a $54 million "Early Innovator Grant" from the federal
government
 
Do we have a specific response on the $54 million “Early Innovator Grant" from the federal government?
 

From: Keili McEwen 
Sent: Tuesday, March 15, 2011 9:42 AM
To: Cody Inman
Subject: RE: I can't believe you accepted a $54 million "Early Innovator Grant" from the federal
government
 
I would check with Andrew or Alex and see if there is a response to this.  I know we have heard this
from constituents via phone. I have just thanked them for their call.  I would see if GMF has
responded to any of these comments in her public appearances, if not, we probably need to draft a
response that explains the grant. 
 
Keili
 

From: Cody Inman 
Sent: Tuesday, March 15, 2011 9:07 AM
To: Keili McEwen
Subject: FW: I can't believe you accepted a $54 million "Early Innovator Grant" from the federal
government
 
General Thank you for your opinion response?
 

From: Steve Jackson  
Sent: Monday, March 14, 2011 9:00 PM
To: Governor Info
Subject: I can't believe you accepted a $54 million "Early Innovator Grant" from the federal
government
 
Governor Fallin:
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I can't believe you accepted a $54 million "Early Innovator Grant" from the
federal government to establish an Oklahoma-based Health Insurance
Exchange.  In a time when states need to declare 10th Amendment Sovereignty
and be weaned away from the federal "breast", I can't believe that the
Governor of Oklahoma decides to take "free" monies from the federal
government, which is BROKE, to enslave us to a president who seems to want to
destroy this country in every way he can.
 
I did not vote for you.  I'm trying to back you, but when I see you do things
like this, I wonder how you got enough votes to be governor.  I'm willing to give
you a chance, but this is a big mistake.  You need to send that money back to
D.C.  Yes, Oklahoma would like the money but not at the expense of our future. 
ObamaCare is no good.  It can't be revised.  There is absolutely nothing good in
it.  It needs to be totally destroyed, but in the mean time, Oklahoma does not
need to have a chain around our neck.
 
Sincerely,
Steve Jackson

1832



From: Keili McEwen
To: Cody Inman
Subject: RE: I can"t believe you accepted a $54 million "Early Innovator Grant" from the federal government
Date: Tuesday, March 15, 2011 9:41:08 AM

I would check with Andrew or Alex and see if there is a response to this.  I know we have heard this
from constituents via phone. I have just thanked them for their call.  I would see if GMF has
responded to any of these comments in her public appearances, if not, we probably need to draft a
response that explains the grant. 
 
Keili
 

From: Cody Inman 
Sent: Tuesday, March 15, 2011 9:07 AM
To: Keili McEwen
Subject: FW: I can't believe you accepted a $54 million "Early Innovator Grant" from the federal
government
 
General Thank you for your opinion response?
 

From: Steve Jackson  
Sent: Monday, March 14, 2011 9:00 PM
To: Governor Info
Subject: I can't believe you accepted a $54 million "Early Innovator Grant" from the federal
government
 
Governor Fallin:
 
I can't believe you accepted a $54 million "Early Innovator Grant" from the
federal government to establish an Oklahoma-based Health Insurance
Exchange.  In a time when states need to declare 10th Amendment Sovereignty
and be weaned away from the federal "breast", I can't believe that the
Governor of Oklahoma decides to take "free" monies from the federal
government, which is BROKE, to enslave us to a president who seems to want to
destroy this country in every way he can.
 
I did not vote for you.  I'm trying to back you, but when I see you do things
like this, I wonder how you got enough votes to be governor.  I'm willing to give
you a chance, but this is a big mistake.  You need to send that money back to
D.C.  Yes, Oklahoma would like the money but not at the expense of our future. 
ObamaCare is no good.  It can't be revised.  There is absolutely nothing good in
it.  It needs to be totally destroyed, but in the mean time, Oklahoma does not
need to have a chain around our neck.
 
Sincerely,
Steve Jackson
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From: Andrew Silvestri
To: Alex Weintz; Cody Inman
Subject: RE: I can"t believe you accepted a $54 million "Early Innovator Grant" from the federal government
Date: Tuesday, March 15, 2011 4:40:55 PM

Yeah lets hold off for a few days but follow up.
 

From: Alex Weintz 
Sent: Tuesday, March 15, 2011 1:35 PM
To: Cody Inman; Andrew Silvestri
Subject: RE: I can't believe you accepted a $54 million "Early Innovator Grant" from the federal
government
 
We did put out a press release on that subject which you are free to borrow from. I am working on
some more language regarding this issue however so you might want to wait a day or two and see
what we come up with
 

State Leaders: Oklahoma Will Accept $54 M “Early
Innovator Grant” to Support an Oklahoma-based

Health Insurance Exchange
 
OKLAHOMA CITY –Governor Mary Fallin joined other state leaders today in announcing
that the state of Oklahoma will accept a $54 million grant to help design and implement the
information technology infrastructure to operate an Oklahoma health insurance exchange.
Fallin listed the creation of such an exchange as one of her top priorities in her State of the
State address earlier this month. She and others announced their support for the grant after
working with state agencies to ensure that no unworkable federal mandates were included.
 
Governor Mary Fallin: “After thoroughly reviewing the ‘early innovator’ grant, I am happy
to say that the federal assistance we are being offered is consistent with our mission to design
and implement an Oklahoma-based health insurance exchange.  That exchange will empower
consumers and help individuals and small businesses to shop for and enroll in affordable,
quality health insurance plans. This is a step in the right direction for Oklahoma and its
citizens.”
 
House Speaker Kris Steele:  “This opportunity will remove the obstacles many people face
in obtaining health insurance and allow many more Oklahomans to become insured. This
would not only improve the overall health of our state, it will also empower and equip
patients to invest in their own healthcare needs and outcomes.”
 
Senate President Pro Tempore Brian Bingman: “Real solutions to our health care needs
are best found through market-based principals of choice and competition.  The health
insurance exchange empowers Oklahomans with those free-market tools.  This early
innovator grant will allow Oklahoma to put in place the necessary technological
infrastructure that makes these plans accessible to citizens of our state.” 
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Insurance Commissioner John Doak: “The Insurance Department, with its industry,
consumer protection and regulatory expertise, will play an important role in the design and
implementation of a health insurance exchange. I and Deputy Commissioner of Health
Insurance Mike Rhoads will take a lead in making sure insurance agents and brokers have a
voice in setting up the health insurance exchange. I look forward to working with Gov. Fallin
in facilitating meetings throughout the state that will result in good regulation and input from
licensed insurance agents and brokers.”
 
Secretary of Health and Human Services Terry Cline: “Not only will Oklahoma be
engaged in a transformational process in developing our own health insurance exchange, we
have an opportunity to be a model for the country, and we are pleased to take on that
challenge.”
 
Oklahoma Healthcare Authority CEO Mike Fogarty:  “This grant is a federal
acknowledgment of the foresight and guidance of Oklahoma’s leaders.  This state being one
of only seven grantees confirms our role as a leader in this nation.  Our online enrollment and
other access initiatives predated federal health reform and have now afforded us the
opportunity to build a system fit for this state and its citizens.”
 

##
 
 

From: Cody Inman 
Sent: Tuesday, March 15, 2011 9:46 AM
To: Alex Weintz; Andrew Silvestri
Subject: FW: I can't believe you accepted a $54 million "Early Innovator Grant" from the federal
government
 
Do we have a specific response on the $54 million “Early Innovator Grant" from the federal government?
 

From: Keili McEwen 
Sent: Tuesday, March 15, 2011 9:42 AM
To: Cody Inman
Subject: RE: I can't believe you accepted a $54 million "Early Innovator Grant" from the federal
government
 
I would check with Andrew or Alex and see if there is a response to this.  I know we have heard this
from constituents via phone. I have just thanked them for their call.  I would see if GMF has
responded to any of these comments in her public appearances, if not, we probably need to draft a
response that explains the grant. 
 
Keili
 

From: Cody Inman 
Sent: Tuesday, March 15, 2011 9:07 AM
To: Keili McEwen
Subject: FW: I can't believe you accepted a $54 million "Early Innovator Grant" from the federal
government
 
General Thank you for your opinion response?
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From: Steve Jackson  
Sent: Monday, March 14, 2011 9:00 PM
To: Governor Info
Subject: I can't believe you accepted a $54 million "Early Innovator Grant" from the federal
government
 
Governor Fallin:
 
I can't believe you accepted a $54 million "Early Innovator Grant" from the
federal government to establish an Oklahoma-based Health Insurance
Exchange.  In a time when states need to declare 10th Amendment Sovereignty
and be weaned away from the federal "breast", I can't believe that the
Governor of Oklahoma decides to take "free" monies from the federal
government, which is BROKE, to enslave us to a president who seems to want to
destroy this country in every way he can.
 
I did not vote for you.  I'm trying to back you, but when I see you do things
like this, I wonder how you got enough votes to be governor.  I'm willing to give
you a chance, but this is a big mistake.  You need to send that money back to
D.C.  Yes, Oklahoma would like the money but not at the expense of our future. 
ObamaCare is no good.  It can't be revised.  There is absolutely nothing good in
it.  It needs to be totally destroyed, but in the mean time, Oklahoma does not
need to have a chain around our neck.
 
Sincerely,
Steve Jackson
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From: Denise Northrup
To: Alex Weintz; Audrey Rockwell; Katie Altshuler; Steve Mullins
Cc: Cody Inman
Subject: RE: interview request
Date: Monday, November 26, 2012 4:09:04 PM
Attachments: image001.png

“opinion pages and blogs have been almost all negative”
 
We should give him the call logs and the recordings!
 

From: Alex Weintz 
Sent: Monday, November 26, 2012 3:29 PM
To: Audrey Rockwell
Cc: Denise Northrup; Cody Inman
Subject: Fw: interview request
 
Open records requests regarding recorded phone calls w constituents re: medicaid expansion and or
exchange 
 
From: Bob Sands [mailto:BSands@oeta.tv] 
Sent: Monday, November 26, 2012 03:22 PM
To: Alex Weintz 
Subject: interview request 
 
Alex:
  Since the governor had time for Fox news, how about her own statewide public television network. 
I am asking for an interview for her reasons behind refusing expansion of Medicaid and not setting
up a health care exchange. Would it be possible to do this interview sometime over the next three
days?
 
I would also like to ask her about the public reaction to her decision.  Opinion pages and blogs have
almost all been negative to the decision.  What about the calls to your office and by the way if they
were recorded, I would believe them to be open records and if such I am now making a formal
request for copies of those recordings.
 
Thank you for your time
 
 
Bob Sands
Reporter / Producer

7403 N. Kelley Avenue

Oklahoma City, Ok  73111

405 841-9256

405 841-9226 Fax

bsands@oeta.tv
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From: Becky Woodie
To: Dana Wolpert
Subject: RE: Invitation for Governors" Offices to Meet with HHS/CMS Officials on Sunday, February 27
Date: Tuesday, February 22, 2011 4:28:38 PM

Glenn not attending this meeting
 
Becky Woodie
Executive Assistant
Secretary of State Glenn Coffee
State Capitol Bldg., Suite 101
Oklahoma City, OK 73105
405-521-6434 office
405-521-3771 fax
becky.woodie@sos.ok.gov
 
 

From: Dana Wolpert 
Sent: Friday, February 18, 2011 10:17 AM
To: Denise Northrup; Glenn Coffee; Becky Woodie
Subject: FW: Invitation for Governors' Offices to Meet with HHS/CMS Officials on Sunday, February 27
 
Let me know if you all are interested in setting up a meeting during NGA, information below.
 
Dana Wolpert
Director of Scheduling
Governor Mary Fallin
2300 N. Lincoln Boulevard, Suite 212
Oklahoma City, OK 73105
 
 

From: AJ Mallory 
Sent: Thursday, February 17, 2011 12:07 PM
To: Dana Wolpert
Subject: FW: Invitation for Governors' Offices to Meet with HHS/CMS Officials on Sunday, February 27
 
Do you get this?  Sorry, I know I have asked this before L
 
A.J. Mallory
Exec. Asst. to Denise Northrup, Chief of Staff
Office of Gov. Mary Fallin
2300 Lincoln Blvd., Suite 212
Oklahoma City, OK  73105
405-522-8832
aj.mallory@gov.ok.gov
 

From: Mason, James (HHS/IGA) [mailto:james.mason@hhs.gov] 
Sent: Thursday, February 17, 2011 11:17 AM
To: US HHS Intergovernmental Affairs
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Cc: Dioguardi, Paul (HHS/OS); Kidwell, Lauren (HHS/IGA); Morales, Esther (HHS/IGA); Snow, Jennifer
(HHS/IOS)
Subject: Invitation for Governors' Offices to Meet with HHS/CMS Officials on Sunday, February 27
 
Dear Colleague:
 
As Governors come to Washington later this month for the National Governor’s Association
Winter Meeting, the U.S. Department of Health and Human Services (HHS) would like to
continue our dialogue with Governors’ offices regarding the implementation of the
Affordable Care Act.  Specifically, we invite your state to schedule a meeting with senior
representatives from the Centers for Medicare & Medicaid Services (CMS) to discuss issues
of interest to your state such as the establishment of health insurance exchanges and changes
to the Medicaid program.
 
Cindy Mann, Deputy Administrator and Director, Center for Medicaid, CHIP and Survey &
Certification and Steve Larsen, Deputy Administrator and Director, Center for Consumer
Information and Insurance Oversight will be available to meet with Governors and/or their
staffs in on Sunday, February 27, 2011. 
 
If your state is interested in scheduling a meeting, please contact Jim Mason of my staff at
james.mason@hhs.gov (202) 401-5639 to indicate if there is a specific time on Sunday
February 27, 2011 that works especially well for your Governor or staff.    
 
Paul Dioguardi
Director of Intergovernmental Affairs
U.S. Department of Health and Human Services
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From: Jennifer Rosen
To: Denise Northrup; Andrew Silvestri
Cc: Dana Wolpert
Subject: RE: Invitation to receive Award from elected women
Date: Friday, August 17, 2012 2:59:36 PM

Denise, I’m so sorry, I thought Robin Read/our President, was calling you yesterday to discuss, my

apologies.

 

Basically, with the state of the current healthcare debate and the fact that no one knows for sure which

way the tides will turn this election and later outcomes, our leadership decided that there are too many

unmet needs in women’s healthcare to allow politics to deter the treatment and unique needs of

women.  As far as topic area, brief speaking program will touch on women’s health care and unmet

needs in women’s health care,   NFWL’s current Chair, State Representative Gayle Harrell (R-FL), will

touch upon how whether Obamacare is upheld after the election or its repealed and we are post-

obamacare, regardless, we must have an increased focus on areas of concern in women’s health etc.

(sorry, not nearly as eloquently put as it should be, I’m rushing out the door to an appointment I

apologize).  There will be some discussion on some specific areas in women’s health (i.e. urology etc.)

at the event – but this event is just a pre-cursor to our upcoming Annual Conference (November, after

election) where discussion and dialogue will be in-depth with new solutions introduced, etc.

 

Governor Fallin is the most visible and well-respected Republican woman to serve in the highest

statewide office, and given her leadership and involvement with NFWL from her days in state

legislature to lt. gov. to Congress, to gov. – she understands how the different levels of government

work to address healthcare and has always been an advocate of sensible solutions so her presence

would be instrumental in elevating NFWL’s efforts to bring the discussion of unmet needs in women’s

health to the forfront.

 

Additionally, Robin Read’s cell is , and she says not to hesitate to call on her any time as

well.  I hope this info is helpful and again, my apologies for the delay.

 

 

 

From: Denise Northrup [mailto:Denise.Northrup@gov.ok.gov] 
Sent: Friday, August 17, 2012 10:57 AM
To: Jennifer Rosen; Andrew Silvestri
Cc: Dana Wolpert
Subject: RE: Invitation to receive Award from elected women
 
Jennifer – any more info you can give me on the womens health initiative you are unveiling at that
event would be helpful!
 

From: Jennifer Rosen  
Sent: Wednesday, August 15, 2012 4:02 PM
To: Denise Northrup; Andrew Silvestri
Cc: Dana Wolpert
Subject: RE: Invitation to receive Award from elected women
 
Thanks Denise!  I know you have many logistics to coordinate, especially with the Governor being a

featured speaker at the Convention, so we double appreciate that you are considering this request!!

 

 

From: Denise Northrup [mailto:Denise.Northrup@gov.ok.gov] 
Sent: Monday, August 13, 2012 4:20 PM
To: 'jennifer_rosen@womenlegislators.org'; Andrew Silvestri
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Cc: Dana Wolpert
Subject: Re: Invitation to receive Award from elected women
 
Working on it this week, thanks!
 
From: Jennifer Rosen  
Sent: Monday, August 13, 2012 03:05 PM
To: Andrew Silvestri 
Cc: Dana Wolpert; Denise Northrup 
Subject: RE: Invitation to receive Award from elected women 
 
Good afternoon Dana and Denise,

 

I just wanted to loop back around with you to see if you’ve had a chance yet to determine the

Governor’s schedule at the GOP Convention, and whether or not she will be able to join our elected

women to receive this award.  Thank you for considering this request, we are grateful!

 

Regards,

Jennifer

 

From: Andrew Silvestri [mailto:Andrew.Silvestri@gov.ok.gov] 
Sent: Friday, August 03, 2012 2:00 PM
To: Jennifer Rosen
Cc: Dana Wolpert; Denise Northrup
Subject: Re: Invitation to receive Award from elected women
 
Jennifer - many thanks for the email and for wanting to recognize governor Fallin's leadership.  I've
CCed Dana in scheduling and our Chief who are managing the convention schedule/details.  
 
Many thanks!
Andrew

On Aug 2, 2012, at 13:44, "Jennifer Rosen"  > wrote:

Andrew, our elected women would like to present the Governor with a Leadership Award

at the end of the month, if she plans to be in Tampa for the Convention!

 

 
August 2, 2012
 
The Honorable Mary Fallin
2300 North Lincoln Boulevard, Suite 212
Oklahoma City, OK 73105
 
Dear Governor Fallin,
 
I am so pleased to report that the National Foundation for Women Legislators
(NFWL) will roll out a new Women’s Health Initiative at a special Lunch
Reception hosted by NFWL during the GOP Convention! 
 
In honor of this occasion, our elected women would like to recognize your
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efforts to promote sound healthcare policy by presenting you with NFWL’s
Leadership Award for Women’s Health Advocacy. If you plan to travel to
Tampa during the Convention, we very much hope you will join us for this
special event to receive this Award and provide brief remarks to the audience
of elected women from across the nation who will be gathered in support of this
timely initiative.  The details for the gathering are as follows:
 

Event: National Foundation for Women Legislators’ Lunch Reception &
Women’s Health Initiative Launch (By Invitation Only)

Date:   Tuesday, August 28, 2012
 
Time: 1:00pm – 3:00pm
 
Location:  Center For Advanced Medical Learning And Simulation
124 South Franklin Street, Tampa, FL 33602 
*Just a few blocks from the Convention Center and Tampa Bay Times

Forum!
 
Elected women from all levels of government will be present at this Lunch
Reception, where NFWL will announce the launch of the Foundation’s Women’s
Health Initiative.  Key partners will be present at this hub for medical
advancement to help usher in an initiative that will highlight areas of unmet need
in women’s health and the need to bring innovative solutions to the forefront and
change the face of healthcare for all women.
 
As healthcare has been at the forefront of policy debate over the last few years,
NFWL has recognized a growing need to empower elected women in every
state, not with just the facts, but also with the solutions.   Our leaders want to
effectively meet the needs of women and implement innovative and cost-
effective treatments that will drastically improve the current and future physical
health of women.  The timing for the launch of this initiative is not a coincidence
– regardless of the results at the polls in November, NFWL is committed to
ensuring that the dialogue centered on healthcare for women is inclusive and
productive and that your constituents know how important it is to you that we
adopt the right healthcare solutions.  This launch will be followed-up with a
comprehensive program at NFWL’s Annual Conference, which will be hosted
after the election, November 15-19, in Atlanta, Georgia.
 
Your presence at this event is critical.  If you plan to be in Tampa on August
28th, I very much hope you will join us to say a few words to your colleagues
from across the nation.  If a member of your staff could kindly confirm your
participation to Jennifer Rosen, NFWL’s Director of Policy & Communications,
as soon as possible, I would be grateful.  Jennifer may be reached by email at

  I look forward to seeing you in
Tampa!
 
Sincerely,
 
Robin Read
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President & CEO, NFWL
 

 

 

Jennifer Rosen

Director, Policy & Communications

National Foundation for Women Legislators (NFWL)

910 16th Street NW, Suite 100

Washington, DC  20006

Tel: (202) 293-3040 ext.

Fax: (202) 293-5430

Cell: (

 

www.womenlegislators.org

 

NFWL has gone SOCIAL - Follow us on Linkedin, Facebook, and Twitter!
 
SAVE THE DATE - NFWL's ANNUAL CONFERENCE - NOVEMBER 15th-19th in
ATLANTA, GA!
 

<Fallin, Mary AWARD Recipient invite NFWL GOP Event 8.28.12.pdf>
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From: Jennifer Rosen 

To: 
Cc: 

Denise Northrup; Andrew Silvestri 
Dana Wolpert 

Subject: 
Date: 

RE: Invitation to receive Award from elected women 
Monday, August 20, 2012 2:11:41 PM 

Denise, thanks again for considering this request! Does it look like the Governor can pop in for a brief 
time to accept and make a few minutes of remarks? 

From: Jennifer Rosen 
Sent: Friday, August 
To: 'Denise Northrup'; 'Andrew Silvestri' 
Cc: 'Dana Wolpert' 
Subject: RE: Invitation to receive Award from elected women 

Denise, I'm so sorry, I thought Robin Read/our President, was calling you yesterday to discuss, my 
apologies. 

Basically, with the state of the current healthcare debate and the fact that no one knows for sure which 
way the tides will turn this election and later outcomes, our leadership decided that there are too many 
unmet needs in women's healthcare to allow politics to deter the treatment and unique needs of 
women. As far as topic area, brief speaking program will touch on women's health care and unmet 
needs in women's health care, NFWL's current Chair, State Representative Gayle Harrell (R-FL), will 
touch upon how whether Obamacare is upheld after the election or its repealed and we are post
obamacare, regardless, we must have an increased focus on areas of concern in women's health etc. 
(sorry, not nearly as eloquently put as it should be, I'm rushing out the door to an appointment I 
apologize). There will be some discussion on some specific areas in women's health (i.e. urology etc.) 
at the event - but this event is just a pre-cursor to our upcoming Annual Conference (November, after 
election) where discussion and dialogue will be in-depth with new solutions introduced, etc. 

Governor Fallin is the most visible and well-respected Republican woman to serve in the highest 
statewide office, and given her leadership and involvement with NFWL from her days in state 
legislature to lt. gov. to Congress, to gov. - she understands how the different levels of government 
work to address healthcare and has always been an advocate of sensible solutions so her presence 
would be instrumental in elevating NFWL's efforts to bring the discussion of unmet needs in women's 
health to the forfront. 

Additionally, Robin Read's cell is 
well. I hope this info is helpful 

and she says not to hesitate to call on her any time as 
, my apologies for the delay. 

From: Denise Northrup [mailto:Denise.Northrup@gov.ok.gov] 
Sent: Friday, August 17, 2012 10:57 AM 
To: Jennifer Rosen; Andrew Silvestri 
Cc: Dana Wolpert 
Subject: RE: Invitation to receive Award from elected women 

Jennifer - any more info you can give me on the womens health initiative you are unveiling at that 

event would be helpful ! 

From: Jennifer Rosen 
Sent: Wednesday, 1'\u~.o•u::.~ 
To: Denise Northrup; Andrew Silvestri 
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Cc: Dana Wolpert
Subject: RE: Invitation to receive Award from elected women
 
Thanks Denise!  I know you have many logistics to coordinate, especially with the Governor being a

featured speaker at the Convention, so we double appreciate that you are considering this request!!

 

 

From: Denise Northrup [mailto:Denise.Northrup@gov.ok.gov] 
Sent: Monday, August 13, 2012 4:20 PM
To: 'jennifer_rosen@womenlegislators.org'; Andrew Silvestri
Cc: Dana Wolpert
Subject: Re: Invitation to receive Award from elected women
 
Working on it this week, thanks!
 
From: Jennifer Rosen [mailto:  
Sent: Monday, August 13, 2012 03:05 PM
To: Andrew Silvestri 
Cc: Dana Wolpert; Denise Northrup 
Subject: RE: Invitation to receive Award from elected women 
 
Good afternoon Dana and Denise,

 

I just wanted to loop back around with you to see if you’ve had a chance yet to determine the

Governor’s schedule at the GOP Convention, and whether or not she will be able to join our elected

women to receive this award.  Thank you for considering this request, we are grateful!

 

Regards,

Jennifer

 

From: Andrew Silvestri [mailto:Andrew.Silvestri@gov.ok.gov] 
Sent: Friday, August 03, 2012 2:00 PM
To: Jennifer Rosen
Cc: Dana Wolpert; Denise Northrup
Subject: Re: Invitation to receive Award from elected women
 
Jennifer - many thanks for the email and for wanting to recognize governor Fallin's leadership.  I've
CCed Dana in scheduling and our Chief who are managing the convention schedule/details.  
 
Many thanks!
Andrew

On Aug 2, 2012, at 13:44, "Jennifer Rosen"  > wrote:

Andrew, our elected women would like to present the Governor with a Leadership Award

at the end of the month, if she plans to be in Tampa for the Convention!

 

 
August 2, 2012
 
The Honorable Mary Fallin
2300 North Lincoln Boulevard, Suite 212
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Oklahoma City, OK 73105
 
Dear Governor Fallin,
 
I am so pleased to report that the National Foundation for Women Legislators
(NFWL) will roll out a new Women’s Health Initiative at a special Lunch
Reception hosted by NFWL during the GOP Convention! 
 
In honor of this occasion, our elected women would like to recognize your
efforts to promote sound healthcare policy by presenting you with NFWL’s
Leadership Award for Women’s Health Advocacy. If you plan to travel to
Tampa during the Convention, we very much hope you will join us for this
special event to receive this Award and provide brief remarks to the audience
of elected women from across the nation who will be gathered in support of this
timely initiative.  The details for the gathering are as follows:
 

Event: National Foundation for Women Legislators’ Lunch Reception &
Women’s Health Initiative Launch (By Invitation Only)

Date:   Tuesday, August 28, 2012
 
Time: 1:00pm – 3:00pm
 
Location:  Center For Advanced Medical Learning And Simulation
124 South Franklin Street, Tampa, FL 33602 
*Just a few blocks from the Convention Center and Tampa Bay Times

Forum!
 
Elected women from all levels of government will be present at this Lunch
Reception, where NFWL will announce the launch of the Foundation’s Women’s
Health Initiative.  Key partners will be present at this hub for medical
advancement to help usher in an initiative that will highlight areas of unmet need
in women’s health and the need to bring innovative solutions to the forefront and
change the face of healthcare for all women.
 
As healthcare has been at the forefront of policy debate over the last few years,
NFWL has recognized a growing need to empower elected women in every
state, not with just the facts, but also with the solutions.   Our leaders want to
effectively meet the needs of women and implement innovative and cost-
effective treatments that will drastically improve the current and future physical
health of women.  The timing for the launch of this initiative is not a coincidence
– regardless of the results at the polls in November, NFWL is committed to
ensuring that the dialogue centered on healthcare for women is inclusive and
productive and that your constituents know how important it is to you that we
adopt the right healthcare solutions.  This launch will be followed-up with a
comprehensive program at NFWL’s Annual Conference, which will be hosted
after the election, November 15-19, in Atlanta, Georgia.
 
Your presence at this event is critical.  If you plan to be in Tampa on August
28th, I very much hope you will join us to say a few words to your colleagues
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from across the nation.  If a member of your staff could kindly confirm your
participation to Jennifer Rosen, NFWL’s Director of Policy & Communications,
as soon as possible, I would be grateful.  Jennifer may be reached by email at

  I look forward to seeing you in
Tampa!
 
Sincerely,
 
Robin Read
President & CEO, NFWL
 

 

 

Jennifer Rosen

Director, Policy & Communications

National Foundation for Women Legislators (NFWL)

910 16th Street NW, Suite 100

Washington, DC  20006

Tel: (202) 293-3040 ext.

Fax: (202) 293-5430

Cell: 

 

www.womenlegislators.org

 

NFWL has gone SOCIAL - Follow us on Linkedin, Facebook, and Twitter!
 
SAVE THE DATE - NFWL's ANNUAL CONFERENCE - NOVEMBER 15th-19th in
ATLANTA, GA!
 

<Fallin, Mary AWARD Recipient invite NFWL GOP Event 8.28.12.pdf>
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From: Denise Northrup
To: Dana Wolpert
Subject: RE: Invitation to the RGA"s event in Charlotte
Date: Thursday, April 12, 2012 1:58:00 PM

nope
 

From: Dana Wolpert 
Sent: Thursday, April 12, 2012 1:55 PM
To: Denise Northrup
Subject: FW: Invitation to the RGA's event in Charlotte
 
Thoughts?
 
Dana Wolpert
Director of Scheduling
Governor Mary Fallin
2300 N. Lincoln Boulevard, Suite 212
Oklahoma City, OK 73105
 

From: Monica Block [mailto:mblock@RGA.ORG] 
Sent: Thursday, April 12, 2012 1:55 PM
To: Dana Wolpert
Subject: Invitation to the RGA's event in Charlotte
 
Dana,
 
I hope you’re doing well.  I wanted to reach out and see if Governor Fallin would be willing
and interested in coming to our Corporate Policy Summit and Executive Roundtable Meeting
in Charlotte, NC next month.  We are going to be having a plenary session focused on energy,
and we would love the Governor to speak on that with her experience with the Keystone XL
pipeline.  We would also love to have her speak at the Healthcare panel on Friday as she was
in Congress when Obamacare was debated and would have a unique perspective to bring to
that.
 
I know the Governor has already done so much for the RGA, and we appreciate you
considering another request.  Please let me know if you need more information to make a
decision.  We would love to have the Governor for as long or as little time as she could commit
to.  As always, we would be happy to cover the Governor’s transportation and
accommodations during this trip.
 
Thank you!
Monica
 

RGA CORPORATE POLICY SUMMIT
Wednesday, May 16th – Thursday, May 17th

 
RGA EXECUTIVE ROUNDTABLE QUARTERLY MEETING
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Thursday, May 17th – Friday, May 18th

 
 
Wednesday, May 16th:
 

RGA CORPORATE POLICY SUMMIT:
 
12:00 PM – 1:30 PM             Statesmen and Cabinet Luncheon with Senior Staff
                                                Location:         The Ballantyne – South Lawn
 
1:45 PM – 3:15 PM               Plenary Session I: Energy
                                                Location:         The Ballantyne – The Ballantyne Ballroom

Description:    Republican Governors champion an “all-of-the
above” energy strategy. In contrast to the
Obama administration, Republican Governors
recognize the need to embrace all forms of
domestic energy including coal, natural gas, oil,
nuclear, renewable and more. This approach will
allow America to decrease its dependence on
unstable, foreign resources and move towards
domestic energy security.  This panel will
explore how Republican Governors can influence
the national debate on a comprehensive energy
strategy and highlight the differences between a
real and false “all of the above” policy.

 
3:30 PM – 5:00 PM               Governors and Sr. Staff Parlors
                                                Location:         The Ballantyne – Poolside

Role:                Each Governor will co-host a parlor for various
levels of corporate members ranging from
$25,000 - $250,000. The parlors are very
informal and offer the opportunity to briefly chat
with Governors and Senior Staff. Members will
move from parlor to parlor while Governors
remain in their designated area.

 
5:00 PM – 7:00 PM               Welcome Reception
                                                Location:         The Ballantyne – The Atrium and Terrace
 
Thursday, May 17th:
 
8:00 AM – 9:00 AM              CEO Breakfast
                                                Location:         The Ballantyne – Fairway B Ballroom

Role:                All Governors are asked to attend the CEO
breakfast.  This will be an intimate breakfast
with informal discussion between the attending
Governors and CEOs.

 
9:00 AM – 10:00 AM            Breakfast and Political Update
                                                Location:         The Ballantyne – The Ballantyne Ballroom
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9:00 AM – 10:00 AM            Office Hours with Governors
                                                Location:         The Ballantyne – Room TBD

Role:                All Governors are asked to take four meetings
that the RGA will schedule during this time. 
Each meeting would be 15 minutes and the RGA
would provide a briefing and staffer.  

 
10:15 AM – 11:30 AM          Plenary Session II: Proactive Partnerships for Efficient and

Effective Government
                                                Location:         The Ballantyne – The Ballantyne Ballroom

Description:    Republican Governors across the country have
built innovative public-private partnerships
(P3’s) on a variety of fronts, from transportation
to healthcare. P3’s are valuable tools that state
and local governments can use to enhance their
ability to provide efficient and effective services
to citizens, while also protecting taxpayers’
dollars.  States are learning from private sector
partners by applying business tools and best
practices to improve government services.  In
addition, early private sector involvement can
streamline processes to save time and money.
 This discussion focuses on current P3’s and
potential partnerships that could improve service
delivery. 

 
11:45 AM – 12:45 PM           Breakout Session I: Proactive Partnerships for Efficient

and Effective Government: Enhancing Workforce
development
Location:         The Ballantyne – Fairway Ballroom

 
11:45 AM – 12:45 PM           Breakout Session I: Proactive Partnerships for Efficient

and Effective Government: Coordinating Healthcare
Delivery
Location:         The Ballantyne – Union Ballroom

 
11:45 AM – 12:45 PM           Breakout Session I: Proactive Partnerships for Efficient

and Effective Government: Retooling and Improving
Government Services
Location:         The Ballantyne – York Ballroom

 
12:45 PM – 2:00 PM             Closing Luncheon featuring 2012 Candidates
                                                Location:         The Ballantyne – South Lawn
 

RGA EXECUTIVE ROUNDTABLE QUARTERLY MEETING
 
3:00 PM – 5:30 PM               Registration & Hospitality
                                                Location:         The Ballantyne – Lobby
 

1850



6:30 PM                                  Meet the 2012 Candidates Reception and Welcome Dinner
                                                Location:         The Ballantyne– The Terrace and Pool
 
Friday, May 18th:
 
8:30 AM – 4:30 PM               Registration & Hospitality
                                                Location:         The Ballantyne – Lobby
 
9:00 AM – 10:15 AM            Breakfast and 2012 Political Update
                                                Location:         The Ballantyne – Fairway Ballroom
 
10:30 AM – 11:45 AM          Panel Discussion I: Education
                                                Location:         The Ballantyne – Ballantyne Ballroom A and B
 
12:00 PM – 1:15 PM             Luncheon: Union Involvement in the 2012 Election Cycle
                                                Location:         The Ballantyne – Fairway Ballroom
 
1:30 PM – 2:45 PM               Panel Discussion II: Healthcare
                                                Location:         The Ballantyne – Ballantyne Ballroom A and B
 
6:30 PM – 8:00 PM               Reception & Dinner
                                                Location:         Home of Robert Pittenger
                                                                        7330 Baltusrol Lane

Charlotte, NC 28210.
 
Accommodations:
 
The Ballantyne                                 
10000 Ballantyne Commons Parkway           
Charlotte, NC 28277                                                             
           

The RGA will book and pay the hotel rooms needed for the Governor and their staff.   The
RGA is pleased to announce a discounted room rate of $249.00 single/double deluxe
guestroom at The Ballantyne.  Please note both hotels allow guest to cancel the day of check-
in prior to noon without penalty.
 
Travel Information:
The Ballantyne complex is located 30 minutes / 18 miles from Charlotte-Douglas
International Airport (CLT).
 
Taxis are available from Charlotte-Douglas International Airport (CLT) to Ballantyne.  A taxi
ride from Charlotte-Douglas International Airport (CLT) is approximately $55.00.
 
Attire:
Business casual
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Monica Block
Governors Liaison
Republican Governors Association
1747 Pennsylvania Avenue, NW, Suite 250, Washington, DC 20006
202.662.4159 direct |   cell | 202.662.4926 fax
mblock@rga.org
 

1852



From: Monica Block
To: Dana Wolpert
Subject: RE: Invitation to the RGA"s event in Charlotte
Date: Thursday, April 12, 2012 2:00:35 PM

Understood – thank you!
 
From: Dana Wolpert [mailto:Dana.Wolpert@gov.ok.gov] 
Sent: Thursday, April 12, 2012 3:00 PM
To: Monica Block
Subject: RE: Invitation to the RGA's event in Charlotte
 
Thanks Monica! I’m sorry, there is no way we can make this work during session. Session concludes
at the end of May and she will (hopefully) have more flexibility then.
 
Thank you,
 
Dana
 
Dana Wolpert
Director of Scheduling
Governor Mary Fallin
2300 N. Lincoln Boulevard, Suite 212
Oklahoma City, OK 73105
 

From: Monica Block [mailto:mblock@RGA.ORG] 
Sent: Thursday, April 12, 2012 1:55 PM
To: Dana Wolpert
Subject: Invitation to the RGA's event in Charlotte
 
Dana,
 
I hope you’re doing well.  I wanted to reach out and see if Governor Fallin would be willing
and interested in coming to our Corporate Policy Summit and Executive Roundtable Meeting
in Charlotte, NC next month.  We are going to be having a plenary session focused on energy,
and we would love the Governor to speak on that with her experience with the Keystone XL
pipeline.  We would also love to have her speak at the Healthcare panel on Friday as she was
in Congress when Obamacare was debated and would have a unique perspective to bring to
that.
 
I know the Governor has already done so much for the RGA, and we appreciate you
considering another request.  Please let me know if you need more information to make a
decision.  We would love to have the Governor for as long or as little time as she could commit
to.  As always, we would be happy to cover the Governor’s transportation and
accommodations during this trip.
 
Thank you!
Monica
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RGA CORPORATE POLICY SUMMIT
Wednesday, May 16th – Thursday, May 17th

 
RGA EXECUTIVE ROUNDTABLE QUARTERLY MEETING

Thursday, May 17th – Friday, May 18th

 
 
Wednesday, May 16th:
 

RGA CORPORATE POLICY SUMMIT:
 
12:00 PM – 1:30 PM             Statesmen and Cabinet Luncheon with Senior Staff
                                                Location:         The Ballantyne – South Lawn
 
1:45 PM – 3:15 PM               Plenary Session I: Energy
                                                Location:         The Ballantyne – The Ballantyne Ballroom

Description:    Republican Governors champion an “all-of-the
above” energy strategy. In contrast to the
Obama administration, Republican Governors
recognize the need to embrace all forms of
domestic energy including coal, natural gas, oil,
nuclear, renewable and more. This approach will
allow America to decrease its dependence on
unstable, foreign resources and move towards
domestic energy security.  This panel will
explore how Republican Governors can influence
the national debate on a comprehensive energy
strategy and highlight the differences between a
real and false “all of the above” policy.

 
3:30 PM – 5:00 PM               Governors and Sr. Staff Parlors
                                                Location:         The Ballantyne – Poolside

Role:                Each Governor will co-host a parlor for various
levels of corporate members ranging from
$25,000 - $250,000. The parlors are very
informal and offer the opportunity to briefly chat
with Governors and Senior Staff. Members will
move from parlor to parlor while Governors
remain in their designated area.

 
5:00 PM – 7:00 PM               Welcome Reception
                                                Location:         The Ballantyne – The Atrium and Terrace
 
Thursday, May 17th:
 
8:00 AM – 9:00 AM              CEO Breakfast
                                                Location:         The Ballantyne – Fairway B Ballroom

Role:                All Governors are asked to attend the CEO
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breakfast.  This will be an intimate breakfast
with informal discussion between the attending
Governors and CEOs.

 
9:00 AM – 10:00 AM            Breakfast and Political Update
                                                Location:         The Ballantyne – The Ballantyne Ballroom
 
9:00 AM – 10:00 AM            Office Hours with Governors
                                                Location:         The Ballantyne – Room TBD

Role:                All Governors are asked to take four meetings
that the RGA will schedule during this time. 
Each meeting would be 15 minutes and the RGA
would provide a briefing and staffer.  

 
10:15 AM – 11:30 AM          Plenary Session II: Proactive Partnerships for Efficient and

Effective Government
                                                Location:         The Ballantyne – The Ballantyne Ballroom

Description:    Republican Governors across the country have
built innovative public-private partnerships
(P3’s) on a variety of fronts, from transportation
to healthcare. P3’s are valuable tools that state
and local governments can use to enhance their
ability to provide efficient and effective services
to citizens, while also protecting taxpayers’
dollars.  States are learning from private sector
partners by applying business tools and best
practices to improve government services.  In
addition, early private sector involvement can
streamline processes to save time and money.
 This discussion focuses on current P3’s and
potential partnerships that could improve service
delivery. 

 
11:45 AM – 12:45 PM           Breakout Session I: Proactive Partnerships for Efficient

and Effective Government: Enhancing Workforce
development
Location:         The Ballantyne – Fairway Ballroom

 
11:45 AM – 12:45 PM           Breakout Session I: Proactive Partnerships for Efficient

and Effective Government: Coordinating Healthcare
Delivery
Location:         The Ballantyne – Union Ballroom

 
11:45 AM – 12:45 PM           Breakout Session I: Proactive Partnerships for Efficient

and Effective Government: Retooling and Improving
Government Services
Location:         The Ballantyne – York Ballroom

 
12:45 PM – 2:00 PM             Closing Luncheon featuring 2012 Candidates
                                                Location:         The Ballantyne – South Lawn
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RGA EXECUTIVE ROUNDTABLE QUARTERLY MEETING

 
3:00 PM – 5:30 PM               Registration & Hospitality
                                                Location:         The Ballantyne – Lobby
 
6:30 PM                                  Meet the 2012 Candidates Reception and Welcome Dinner
                                                Location:         The Ballantyne– The Terrace and Pool
 
Friday, May 18th:
 
8:30 AM – 4:30 PM               Registration & Hospitality
                                                Location:         The Ballantyne – Lobby
 
9:00 AM – 10:15 AM            Breakfast and 2012 Political Update
                                                Location:         The Ballantyne – Fairway Ballroom
 
10:30 AM – 11:45 AM          Panel Discussion I: Education
                                                Location:         The Ballantyne – Ballantyne Ballroom A and B
 
12:00 PM – 1:15 PM             Luncheon: Union Involvement in the 2012 Election Cycle
                                                Location:         The Ballantyne – Fairway Ballroom
 
1:30 PM – 2:45 PM               Panel Discussion II: Healthcare
                                                Location:         The Ballantyne – Ballantyne Ballroom A and B
 
6:30 PM – 8:00 PM               Reception & Dinner
                                                Location:         Home of Robert Pittenger
                                                                        7330 Baltusrol Lane

Charlotte, NC 28210.
 
Accommodations:
 
The Ballantyne                                 
10000 Ballantyne Commons Parkway           
Charlotte, NC 28277                                                             
           

The RGA will book and pay the hotel rooms needed for the Governor and their staff.   The
RGA is pleased to announce a discounted room rate of $249.00 single/double deluxe
guestroom at The Ballantyne.  Please note both hotels allow guest to cancel the day of check-
in prior to noon without penalty.
 
Travel Information:
The Ballantyne complex is located 30 minutes / 18 miles from Charlotte-Douglas
International Airport (CLT).
 
Taxis are available from Charlotte-Douglas International Airport (CLT) to Ballantyne.  A taxi
ride from Charlotte-Douglas International Airport (CLT) is approximately $55.00.
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Attire:
Business casual
 
 
 
 
Monica Block
Governors Liaison
Republican Governors Association
1747 Pennsylvania Avenue, NW, Suite 250, Washington, DC 20006
202.662.4159 direct |  cell | 202.662.4926 fax
mblock@rga.org
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From : 
To: 
Cc: 

Glenn Coffee 
Craig Perry 

Subject: 
Denise Northrup ; Katie Altshuler; Andrew Silvestri 

Re: letter from rep. key on exchanges 
Date: Tuesday, January 31, 2012 11:55:13 AM 

Be sure and look at Charlie meadows email as well today. 

On Jan 31, 2012, at 11:48 AM, "Craig Perry" <Craig.Perry@Gov.ok.gov> wrote: 

January 25, 2012 

Health Exchanges have become a controversial issue as they are mandated by The 

Affordable Care Act, aka ObamaCare. Many states have challenged their 

constitutionality and others have passed laws nullifying implementation of the 

Affordable Care Act, or parts of it, in their state. 

These exchanges are the cornerstone of The Affordable Care Act and without the 

exchanges ObamaCare cannot be fully implemented. Understanding our options as a 

state are very important not only because this law is a major piece of legislation but 

because it will fundamentally change our way of life. 

I have been working with The Heartland Institute on this subject and want to extend an 

invitation to you to attend one or all of three presentations to learn about Health Care 

Exchanges, The Affordable Care Act, and what we can do in Oklahoma to protect our 

citizens. 

Benjamin Domenech, managing editor of Health Care News and a research fellow at 

The Heartland Institute, has agreed to come to the State Capitol and share his 

expertise on this subject. Kendal Antekier of the Heartland Instit ute will also be in 

attendance. The Heartland Institute is a 27-year-old national nonprofit research 

organization dedicated to finding and promoting ideas that empower people. Founded 

in Chicago in 1984, its mission is to discover, develop, and promote free-market 

solutions to social and economic problems. The Heartland Institute distributes six 

monthly public policy newspapers addressing the major domestic public policy issues 

to every national and state elected official in the U.S. plus 8,400 county and local 

officials and thousands of civic and business leaders. It also produces books, policy 

studies, and booklets. Approximately 130 academics and professional economists 

participate in its peer review process, and more than 200 elected officials currently 

serve on its Legislative Forum. A telephone survey of randomly selected state and local 

elected officials conducted in 2011 found 79% of state legislators and 63% of local 

elected officials read at least one of Heartland's publications, and 45% of state 

legislators say a Heartland publication changed their mind or led to a change in public 

policy. Approximately 1,800 support an annual budget of $6 million. Heartland does 
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not accept government funding.
Mr. Domenech joined The Heartland Institute in 2009 after several years working and
writing on national health care policy, beginning with a political appointment as
speechwriter to U.S. Health and Human Services Secretary Tommy Thompson, and
continuing as chief speechwriter for U.S. Senator John Cornyn during the Medicare Part
D debate on Capitol Hill.  In addition to his work with Heartland, Benjamin is currently
editor of The City, an academic journal of faith, politics, and culture, published by
Houston Baptist University. He previously worked as a book editor for Eagle Publishing,
where he edited multiple New York Times bestsellers in the arenas of politics, history,
and sports. He was a founding board member of Redstate, a prominent conservative
activist community site, and co-hosts Coffee & Markets, an award-winning daily
podcast focused on politics, policy, and the marketplace.  Educated at the College of
William & Mary and University of Nebraska-Lincoln, Benjamin regularly writes opinion
columns for the Washington Examiner and RealClearWorld, and in 2009 he was chosen
as a Journalism Fellow by the Peter Jennings Project for Journalists and the
Constitution.
For your convenience and because of demanding schedules, there will be three
different events to make it possible for you to attend.  Each presentation will not be
the same although each will include discussion of the effect of Health Care Exchanges
& Reform information.  The times and locations are:
 
Tuesday, February 7th @ approximately 9:30am (following session), House
Chamber
Wednesday, February 8th @ 9:00am in the State Capitol, room 512A
Wednesday, February 8th @ noon @ OCPAC @ Italiano’s, 4801 N. Lincoln
Boulevard
 
The general public is invited to any of these events.
 
I hope you will attend.
 
Sincerely,
<image001.jpg>
Charles Key
 
CK:sb
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From: Katie Altshuler
To: Alex Weintz; Denise Northrup; Andrew Silvestri; Glenn Coffee
Cc: Governor Fallin Press
Subject: RE: media inquiry re ObamaCare money in Oklahoma
Date: Friday, September 21, 2012 10:26:50 AM
Importance: High

I am mtg w/ Julie today anyway and will get more details but it is my understanding that they
incorporated funding for the extension of a number of existing programs in PPACA. So some of the
things may have been programs already in place in OK before PPACA.
 
Katie Altshuler, Policy Director
Office of Governor Mary Fallin
2300 North Lincoln Boulevard, Suite 212
Oklahoma City, Oklahoma 73105
405.521.2342
katie.altshuler@gov.ok.gov

 
 

From: Alex Weintz 
Sent: Friday, September 21, 2012 9:44 AM
To: Denise Northrup; Katie Altshuler; Andrew Silvestri; Glenn Coffee
Cc: Governor Fallin Press
Subject: media inquiry re ObamaCare money in Oklahoma
 
As a reminder, yesterday Zeke Canfield with the Oklahoman asked in relatively combative terms if
we were ok with Oklahoma state government taking money from funds allocated as part of ACA. I
told him he needed to find specific instances and that I wasn’t going to respond to this press release
(http://www.healthcare.gov/news/factsheets/2011/02/prevention/ok.html), which is too vague to
even tell which agency or entity the funds are going to.
 
Both Zeke and I then contacted the state department of health to ask what funds they might have
taken.
 
The short answer is $20M of ACA money (see attached spread sheet). Some of the programs sound
very federal, such as: “Racial & Ethnic Approaches to Community Health.” Their staff has confirmed
they do not need the gov’s approval to get this money, so it is out of our jurisdiction.  
 
Nevertheless, Zeke is definitely going to write a story with the question being: If Oklahomans and
governor fallin are so against ACA, how come we are spending so much Obamacare money?
 
I’m calling Leslea at Health now to discuss. Suggestions welcome.
 
 
 
 
 

From: Bennet-Webb, Leslea [mailto:Leslea@health.ok.gov] 
Sent: Thursday, September 20, 2012 5:16 PM
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To: Alex Weintz
Cc: Aaron Cooper
Subject: RE: Money from ACA
 
Alex:

 

Apologies for the delay in response. This was a complicated question that required

“peeling back the onion” a bit to try to answer.

 

1-    As you know, not all federal public health dollars awarded to the State of Oklahoma

are awarded to the OK State Department of Health. These federal funds also go to

tribal nations, the autonomous city-county health departments in Oklahoma City

and Tulsa, or other entities that provide training and public health education, and

that’s certainly been true for the Prevention Fund monies.

2-    It is also important to note that the OSDH is primarily federally funded – we have

been for decades – currently more than 56 percent of our budget is made up of

federal funding. Thus it is critical that we do actively review federal grant

opportunities to implement evidence-based programs that align with our priorities in

reducing the spread of infectious disease, improving children’s health, preventing

cardiovascular disease deaths and other chronic conditions, reducing tobacco use

and obesity, enhancing all hazard preparedness, and protecting state residents

through regulatory programs and safety inspections. It is quite possible that all core

public health priorities may be funded in the future from Prevention Fund monies. 

3-    Also noteworthy is that the Prevention Fund monies have been used in some

instances to offset reduced historical grant funding for existing public health

programs, or to continue efforts that began under a different revenue stream, thus it

can be difficult to segregate Prevention Fund revenue from other federal public

health funds, and it is extremely difficult to match up with the description of the

framework of ACA funds distribution in the state that you forwarded in your email.

4-    Finally, staff have confirmed that grant guidance for these funds does not require

the OSDH to seek governor’s approval.

 

I’ve attached an Excel file indicating current ACA funding to OSDH. I’ll call you shortly to

follow up. -- Leslea

 

 

 

From: Alex Weintz [mailto:Alex.Weintz@gov.ok.gov] 
Sent: Thursday, September 20, 2012 11:47 AM
To: Bennet-Webb, Leslea; Aaron Cooper
Subject: Money from ACA
 
Leslea, do you know if Health Dept got money from the ACA from these or any other programs?
Thanks

How the Fund Improves Wellness and Prevention for Oklahomans

Since the Affordable Care Act was passed in 2010, the Department of Health and Human Services has

awarded more than $13.2 million in Prevention Fund grants to Oklahoma and organizations in
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Oklahoma in efforts related to:

Community Prevention ($2,732,000): Funding supports prevention activities proven to reduce health

care costs and improve healthy behaviors.

·         Community and State Prevention ($2,664,000).  These funds support Community

Transformation Grants, which empower communities to use evidence-based interventions to

prevent heart attacks, strokes, cancer, and other conditions by reducing tobacco use,

preventing obesity, and reducing health disparities.  These dollars also help support a chronic

disease prevention grant program and strengthen evidence-based employer wellness

programs.

·         Tobacco Use Prevention ($68,000).  This funding supports anti-tobacco education

campaigns, telephone-based tobacco cessation services, and outreach programs that are

proven to reduce tobacco use and those focused on vulnerable populations, consistent with

the HHS Tobacco Control Strategic Action Plan.

Clinical Prevention ($3,621,000): Funding supports programs to improve Americans’ access to

important preventive services and the full range of care necessary to meet diverse healthcare needs.

·         Access to Critical Wellness and Preventive Health Services ($1,063,000).  This funding

increases awareness of new preventive benefits made available by the Affordable Care Act

through community partnerships. It also expands immunization services by providing

additional resources and flexibility to States.

·         Behavioral Health Screening and Integration with Primary Health ($2,436,000).  These

dollars help communities integrate primary care services into publicly funded community

mental health and other community-based behavioral health settings. They also expand

suicide prevention activities and screenings for substance use disorders.

·         HIV/AIDS Prevention ($122,000).  These efforts focuses on HIV prevention in high risk

populations and communities by increasing HIV testing opportunities, linking HIV-infected

people with needed services, and filling critical gaps in data and understanding of the HIV

epidemic to better target prevention, care, and treatment.

Public Health Infrastructure and Training ($6,218,000): These efforts help State and local health

departments meet 21st century challenges.

·         Public Health Workforce ($2,517,000).  These programs support training of public health

providers to improve preventive medicine, health promotion, disease prevention, and

epidemiology. The funding also improves access to and quality of health services in medically
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underserved communities and provides front line care while training the next generation of

public health leaders.

·         Detection and Response Capacity ($598,000).  State and local governments will receive

new resources to prevent, detect, and respond to disease outbreaks, including those caused

by influenza and foodborne pathogens. It also funds programs that prevent healthcare-

associated infections.

·         Public Health Infrastructure ($3,103,000).  These efforts help State, local, and tribal

organizations improve the efficiency and effectiveness of public health by strengthening the

systems for gathering, analyzing, and communicating health data and ensuring they produce

accurate and timely information for action.,103,000).  These efforts help State, local, and tribal

organizations improve the efficiency and effectiveness of public health by strengthening the

systems for gathering, analyzing, and communicating health data and ensuring they produce

accurate and timely information for action.

Research and Data Collection ($714,000): Funds support the scientific study of prevention to better

understand how to translate research into practice.

·         Prevention Research ($714,000).  The Centers for Disease Control and Prevention Task

Force on Community Preventive Services conducts systematic reviews of public health

interventions to prevent disability, disease, and death, and disseminates the results to the

public, clinicians, health officials, and community leaders.

Building on Other Administration Initiatives that Promote Prevention

The Obama Administration takes a broad approach to addressing the health and well-being of our

communities. Other initiatives that promote prevention in States and communities include the following:

·         The Affordable Care Act, which expands access to preventive care by removing cost

sharing for recommended clinical preventive services.

·         The President’s Childhood Obesity Task Force and the First Lady’s Let’s Move! initiative

aimed at combating childhood obesity.

·         The American Recovery and Reinvestment Act of 2009, which provides \ billion for

community-based initiatives, tobacco cessation activities, chronic disease reduction programs,

and efforts to reduce health care-acquired infections.

·         The Million Hearts initiative to prevent one million heart attacks and strokes in the next five

years.
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·         The Affordable Care Act’s National Prevention, Health Promotion and Public Health

Council, with representation from 17 Federal agencies, and that has developed a National

Prevention and Health Promotion Strategy.

 
 
Alex Weintz
Communications Director
Office of Governor Mary Fallin
phone: (405) 522-8819
cell: (405) 535-7317
Alex.Weintz@gov.ok.gov
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From: Chris Bruehl
To: Dana Wolpert
Cc: Aaron Cooper
Subject: RE: Media time for Thursday
Date: Monday, June 25, 2012 3:10:23 PM
Attachments: image002.png

If that’s what we need to do, then go ahead.  However, I still need time with her that day, probably
at least an hour. 
 

From: Dana Wolpert 
Sent: Monday, June 25, 2012 2:53 PM
To: Chris Bruehl
Cc: Aaron Cooper
Subject: FW: Media time for Thursday
 
Chris, see below, is this ok?
 
Dana Wolpert
Director of Scheduling
Governor Mary Fallin
2300 N. Lincoln Boulevard, Suite 212
Oklahoma City, OK 73105
 

From: Aaron Cooper 
Sent: Monday, June 25, 2012 2:52 PM
To: Dana Wolpert
Subject: Media time for Thursday
 
Dana,
 
The governor wanted some time Thursday afternoon to do media interview re:  Supreme
Court ruling on Obamacare.
 
Can we get 30-45 minutes, maybe bite some time from Appointments that afternoon? 
Earlier, the better.  Thanks.
 
______________________________________
Aaron Cooper
Press Secretary
Governor Mary Fallin
aaron.cooper@gov.ok.gov
t - (405) 522-8878
c - (405) 759-0468
 
Find Gov. Fallin on:
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On the Web:  www.governor.ok.gov
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From: Aaron Cooper
To: Chris Bruehl; Dana Wolpert
Subject: RE: Media time for Thursday
Date: Monday, June 25, 2012 3:11:07 PM
Attachments: image002.png

Thanks Chris.  We’ll be done by 3:30 or 3:45

 

From: Chris Bruehl 
Sent: Monday, June 25, 2012 3:10 PM
To: Dana Wolpert
Cc: Aaron Cooper
Subject: RE: Media time for Thursday
 
If that’s what we need to do, then go ahead.  However, I still need time with her that day, probably
at least an hour. 
 

From: Dana Wolpert 
Sent: Monday, June 25, 2012 2:53 PM
To: Chris Bruehl
Cc: Aaron Cooper
Subject: FW: Media time for Thursday
 
Chris, see below, is this ok?
 
Dana Wolpert
Director of Scheduling
Governor Mary Fallin
2300 N. Lincoln Boulevard, Suite 212
Oklahoma City, OK 73105
 

From: Aaron Cooper 
Sent: Monday, June 25, 2012 2:52 PM
To: Dana Wolpert
Subject: Media time for Thursday
 
Dana,
 
The governor wanted some time Thursday afternoon to do media interview re:  Supreme
Court ruling on Obamacare.
 
Can we get 30-45 minutes, maybe bite some time from Appointments that afternoon? 
Earlier, the better.  Thanks.
 

Aaron Cooper
Press Secretary
Governor Mary Fallin
aaron.cooper@gov.ok.gov
t - (405) 522-8878
c - (405) 759-0468
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Find Gov. Fallin on:
 

   
 
On the Web:  www.governor.ok.gov
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From: 
To: 

Stephanie Weber 
Cody Inman 

Subject: Re: Meeting Link 

Date: Friday, November 16, 2012 7:10:46 PM 

No worries. I figured you had an emergency. I will check my resources. 

iillliliiber 
On Nov 16, 2012, at 6:22 PM, "Cody Inman" <Cody.lnman@goy.ok.gov> wrote: 

Stephanie - I am so sorry that I did not make it to the meeting. Feel awful. We had an 

abnormal day in our office and have been tied down all day. We received 4,000 hit 

about Obamacare issues and because we don't have salesforce ... you can imagine what 

manpower that took. I would like to reschedule first of next week, Monday or Tuesday. 

Let me know what works. Again, I apologize ! 

Thanks, 

Cody 

From: Stephanie Weber [mai 
Sent: Friday, November 16, 
To: Cody Inman; Rebecca Frazier 
Subject: Meeting Link 

Making sure you saw the updated meeting linlc 
https: //www l.gotomeeting. com!ioin/832129480 
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From: Dana Wolpert
To: Katie Altshuler; Denise Northrup; Tammie Wright
Cc: Dana Wolpert
Subject: RE: Meeting w/ Governor
Date: Thursday, June 28, 2012 10:43:44 AM

Does this need to be before she leaves for London? We will have to cancel something else to make
room.

Dana Wolpert
Director of Scheduling
Governor Mary Fallin
2300 N. Lincoln Boulevard, Suite 212
Oklahoma City, OK 73105

-----Original Message-----
From: Katie Altshuler
Sent: Wednesday, June 27, 2012 5:49 PM
To: Denise Northrup; Tammie Wright; Dana Wolpert
Subject: Meeting w/ Governor

Depending on the Supreme Court ruling announced tomorrow re/ Obamacare, I am thinking we will
probably want to set something up with the Governor, Secretary Cline and Julie Cox-Cain at the health
department to discuss options in the next week or two?
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From: Denise Northrup
To: Katie Altshuler; Dana Wolpert; Tammie Wright
Subject: RE: Meeting w/ Governor
Date: Thursday, June 28, 2012 10:45:48 AM

Yeah, hang on, I think we want to loop some more people in...

-----Original Message-----
From: Katie Altshuler
Sent: Thursday, June 28, 2012 10:45 AM
To: Dana Wolpert; Denise Northrup; Tammie Wright
Subject: Re: Meeting w/ Governor

I think so

----- Original Message -----
From: Dana Wolpert
Sent: Thursday, June 28, 2012 10:43 AM
To: Katie Altshuler; Denise Northrup; Tammie Wright
Cc: Dana Wolpert
Subject: RE: Meeting w/ Governor

Does this need to be before she leaves for London? We will have to cancel something else to make
room.

Dana Wolpert
Director of Scheduling
Governor Mary Fallin
2300 N. Lincoln Boulevard, Suite 212
Oklahoma City, OK 73105

-----Original Message-----
From: Katie Altshuler
Sent: Wednesday, June 27, 2012 5:49 PM
To: Denise Northrup; Tammie Wright; Dana Wolpert
Subject: Meeting w/ Governor

Depending on the Supreme Court ruling announced tomorrow re/ Obamacare, I am thinking we will
probably want to set something up with the Governor, Secretary Cline and Julie Cox-Cain at the health
department to discuss options in the next week or two?
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From: Katie Altshuler
To: Dana Wolpert
Cc: Denise Northrup
Subject: Re: Meeting w/ Insurance Commissioner Doak
Date: Friday, February 11, 2011 1:38:34 PM

And we will need a few minutes to prep her for the mtg.

----- Original Message -----
From: Katie Altshuler
To: Dana Wolpert
Cc: Denise Northrup
Sent: Fri Feb 11 13:37:33 2011
Subject: Meeting w/ Insurance Commissioner Doak

Dana,

Can you please schedule a mtg for the Governor w/ Insurance Commissioner Doak. It needs to be prior
to another staff level meeting we are having with him and others re/ the health insurance exchange.
The mtg is at 1:30 pm on Thursday, so they need to meet prior to that anytime this week. Doak has
requested this meeting to discuss his concerns re/ the exchange and we think it is a good idea. Please
include Denise, me and Coffee on the meeting. Thank you, Katie

1872



From: Katie Altshuler
To: Dana Wolpert
Subject: Re: Meeting w/ Insurance Commissioner Doak
Date: Friday, February 11, 2011 1:50:02 PM

I do not have contact information for Commissioner Doak. Sorry.

----- Original Message -----
From: Dana Wolpert
To: Katie Altshuler
Cc: Dana Wolpert
Sent: Fri Feb 11 13:47:10 2011
Subject: RE: Meeting w/ Insurance Commissioner Doak

Can you send me his email? Next week is really tight so it will be tough but I will look for a time.

Dana Wolpert
Director of Scheduling
Governor Mary Fallin
2300 N. Lincoln Boulevard, Suite 212
Oklahoma City, OK 73105

-----Original Message-----
From: Katie Altshuler
Sent: Friday, February 11, 2011 1:38 PM
To: Dana Wolpert
Cc: Denise Northrup
Subject: Meeting w/ Insurance Commissioner Doak

Dana,

Can you please schedule a mtg for the Governor w/ Insurance Commissioner Doak. It needs to be prior
to another staff level meeting we are having with him and others re/ the health insurance exchange.
The mtg is at 1:30 pm on Thursday, so they need to meet prior to that anytime this week. Doak has
requested this meeting to discuss his concerns re/ the exchange and we think it is a good idea. Please
include Denise, me and Coffee on the meeting. Thank you, Katie
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From: 

To: 
Subject: 
Date: 

James Mills 

Dana Wolpert 

RE: Meeting with Governor Fallin 

Friday, February 11, 2011 2:43:30 PM 

Yes, you can reach me at 

Thanks, 

James 

From: Dana Wolpert 
Sent: Friday, February 11, 2011 2:42 PM 
To: James Mills 
Subject: RE: Meeting with Governor Fallin 

Perfect, can you send me a contact cell number for day of? 

Dana Wolpert 
Director of Scheduling 
Govemor Mruy Fallin 
2300 N. Lincoln Boulevard, Suite 212 
Oklahoma City, OK 73 105 

From: James Mills 
Sent: Friday, February 11, 2011 2:40 PM 
To: Dana Wolpert 
Subject: RE: Meeting with Governor Fallin 

12:30 is great, thank you, we'll be there. 

Thanks, 

James A. Mills, JD, MBA 
Assistant to the Commissioner 
Oklahoma Insurance Department 

From: Dana Wolpert 
Sent: Friday, February 11, 2011 2:37 PM 
To: James Mills 
Subject: RE: Meeting with Governor Fallin 

Would 12:30 work? 

Dana Wolpert 
Director of Scheduling 
Govemor Mruy Fallin 
2300 N . Lincoln Boulevard, Suite 212 
Oklahoma City, OK 73105 
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From: James Mills 
Sent: Friday, February 11, 2011 2:33 PM
To: Dana Wolpert
Subject: RE: Meeting with Governor Fallin
 
We really can't, because we have another meeting scheduled for 1 PM at the Capitol already. Is that
going to be a problem? Please let me know.
 
Thanks,
 
James A. Mills, JD, MBA
Assistant to the Commissioner
Oklahoma Insurance Department

From: Dana Wolpert
Sent: Friday, February 11, 2011 2:32 PM
To: James Mills
Subject: RE: Meeting with Governor Fallin

Thank you! Can we change it to 1PM instead?
 
We’ll have the meeting in the Governor’s Small Conference Room (inside the Governor’s office).
 
Dana
 
Dana Wolpert
Director of Scheduling
Governor Mary Fallin
2300 N. Lincoln Boulevard, Suite 212
Oklahoma City, OK 73105
 
 

From: James Mills 
Sent: Friday, February 11, 2011 2:12 PM
To: Dana Wolpert
Subject: RE: Meeting with Governor Fallin
 
Hi Dana,
 
Commissioner Doak is avaiable to attend at 1:30 PM on Monday, and I will be with him, along with Mike
Rhoads, Mike Thompson, and Rick Farmer. Can you please let me know exactly where we'll be meeting
then?
 
Thanks,
 
James A. Mills, JD, MBA
Assistant to the Commissioner
Oklahoma Insurance Department

From: Dana Wolpert
Sent: Friday, February 11, 2011 1:57 PM
To: James Mills
Cc: Dana Wolpert
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Subject: Meeting with Governor Fallin

Hi James,
 
I was asked to schedule a meeting between Commissioner Doak and Governor Fallin early
next week in the Governor’s office to discuss the health insurance exchange. Is the
Commissioner available at 1:30PM on Monday?
 
Thank you!
 
Dana
 
Dana Wolpert
Director of Scheduling
Governor Mary Fallin
2300 N. Lincoln Boulevard, Suite 212
Oklahoma City, OK 73105
 
 

1876



From: James Mills
To: Dana Wolpert
Subject: RE: Meeting with Governor Fallin
Date: Friday, February 11, 2011 2:41:02 PM

12:30 is great, thank you, we'll be there.
 
Thanks,
 
James A. Mills, JD, MBA
Assistant to the Commissioner
Oklahoma Insurance Department

From: Dana Wolpert
Sent: Friday, February 11, 2011 2:37 PM
To: James Mills
Subject: RE: Meeting with Governor Fallin

Would 12:30 work?
 
Dana Wolpert
Director of Scheduling
Governor Mary Fallin
2300 N. Lincoln Boulevard, Suite 212
Oklahoma City, OK 73105
 
 

From: James Mills 
Sent: Friday, February 11, 2011 2:33 PM
To: Dana Wolpert
Subject: RE: Meeting with Governor Fallin
 
We really can't, because we have another meeting scheduled for 1 PM at the Capitol already. Is that
going to be a problem? Please let me know.
 
Thanks,
 
James A. Mills, JD, MBA
Assistant to the Commissioner
Oklahoma Insurance Department

From: Dana Wolpert
Sent: Friday, February 11, 2011 2:32 PM
To: James Mills
Subject: RE: Meeting with Governor Fallin

Thank you! Can we change it to 1PM instead?
 
We’ll have the meeting in the Governor’s Small Conference Room (inside the Governor’s office).
 
Dana
 
Dana Wolpert
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Director of Scheduling
Governor Mary Fallin
2300 N. Lincoln Boulevard, Suite 212
Oklahoma City, OK 73105
 
 

From: James Mills 
Sent: Friday, February 11, 2011 2:12 PM
To: Dana Wolpert
Subject: RE: Meeting with Governor Fallin
 
Hi Dana,
 
Commissioner Doak is avaiable to attend at 1:30 PM on Monday, and I will be with him, along with Mike
Rhoads, Mike Thompson, and Rick Farmer. Can you please let me know exactly where we'll be meeting
then?
 
Thanks,
 
James A. Mills, JD, MBA
Assistant to the Commissioner
Oklahoma Insurance Department

From: Dana Wolpert
Sent: Friday, February 11, 2011 1:57 PM
To: James Mills
Cc: Dana Wolpert
Subject: Meeting with Governor Fallin

Hi James,
 
I was asked to schedule a meeting between Commissioner Doak and Governor Fallin early
next week in the Governor’s office to discuss the health insurance exchange. Is the
Commissioner available at 1:30PM on Monday?
 
Thank you!
 
Dana
 
Dana Wolpert
Director of Scheduling
Governor Mary Fallin
2300 N. Lincoln Boulevard, Suite 212
Oklahoma City, OK 73105
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From: James Mills
To: Dana Wolpert
Subject: RE: Meeting with Governor Fallin
Date: Friday, February 11, 2011 2:34:48 PM

We really can't, because we have another meeting scheduled for 1 PM at the Capitol already. Is that
going to be a problem? Please let me know.
 
Thanks,
 
James A. Mills, JD, MBA
Assistant to the Commissioner
Oklahoma Insurance Department

From: Dana Wolpert
Sent: Friday, February 11, 2011 2:32 PM
To: James Mills
Subject: RE: Meeting with Governor Fallin

Thank you! Can we change it to 1PM instead?
 
We’ll have the meeting in the Governor’s Small Conference Room (inside the Governor’s office).
 
Dana
 
Dana Wolpert
Director of Scheduling
Governor Mary Fallin
2300 N. Lincoln Boulevard, Suite 212
Oklahoma City, OK 73105
 
 

From: James Mills 
Sent: Friday, February 11, 2011 2:12 PM
To: Dana Wolpert
Subject: RE: Meeting with Governor Fallin
 
Hi Dana,
 
Commissioner Doak is avaiable to attend at 1:30 PM on Monday, and I will be with him, along with Mike
Rhoads, Mike Thompson, and Rick Farmer. Can you please let me know exactly where we'll be meeting
then?
 
Thanks,
 
James A. Mills, JD, MBA
Assistant to the Commissioner
Oklahoma Insurance Department

From: Dana Wolpert
Sent: Friday, February 11, 2011 1:57 PM
To: James Mills
Cc: Dana Wolpert
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Subject: Meeting with Governor Fallin

Hi James,
 
I was asked to schedule a meeting between Commissioner Doak and Governor Fallin early
next week in the Governor’s office to discuss the health insurance exchange. Is the
Commissioner available at 1:30PM on Monday?
 
Thank you!
 
Dana
 
Dana Wolpert
Director of Scheduling
Governor Mary Fallin
2300 N. Lincoln Boulevard, Suite 212
Oklahoma City, OK 73105
 
 

1880



From: James Mills
To: Dana Wolpert
Subject: RE: Meeting with Governor Fallin
Date: Friday, February 11, 2011 2:13:14 PM

Hi Dana,
 
Commissioner Doak is avaiable to attend at 1:30 PM on Monday, and I will be with him, along with Mike
Rhoads, Mike Thompson, and Rick Farmer. Can you please let me know exactly where we'll be meeting
then?
 
Thanks,
 
James A. Mills, JD, MBA
Assistant to the Commissioner
Oklahoma Insurance Department

From: Dana Wolpert
Sent: Friday, February 11, 2011 1:57 PM
To: James Mills
Cc: Dana Wolpert
Subject: Meeting with Governor Fallin

Hi James,
 
I was asked to schedule a meeting between Commissioner Doak and Governor Fallin early
next week in the Governor’s office to discuss the health insurance exchange. Is the
Commissioner available at 1:30PM on Monday?
 
Thank you!
 
Dana
 
Dana Wolpert
Director of Scheduling
Governor Mary Fallin
2300 N. Lincoln Boulevard, Suite 212
Oklahoma City, OK 73105
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From: James Mills
To: Dana Wolpert
Subject: Re: Meeting with Governor Fallin
Date: Friday, February 11, 2011 4:58:25 PM

I'm sorry to hear that, our prayers are with him and the rest of her family. We can
meet on Wednesday at 3 pm.

Thanks,

James  

On Feb 11, 2011, at 3:25 PM, "Dana Wolpert" <Dana.Wolpert@gov.ok.gov> wrote:

James,

 

Sorry to do this; the Governor just found out her father in law has open
heart surgery Monday. Can we change the meeting to Wednesday at
3:00PM?

 

Thanks!

 

Dana Wolpert

Director of Scheduling

Governor Mary Fallin

2300 N. Lincoln Boulevard, Suite 212

Oklahoma City, OK 73105

 

 

From: James Mills 
Sent: Friday, February 11, 2011 2:43 PM
To: Dana Wolpert
Subject: RE: Meeting with Governor Fallin

 

Yes, you can reach me at 
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Thanks,

 

James

From: Dana Wolpert
Sent: Friday, February 11, 2011 2:42 PM
To: James Mills
Subject: RE: Meeting with Governor Fallin

Perfect, can you send me a contact cell number for day of?

 

Dana Wolpert

Director of Scheduling

Governor Mary Fallin

2300 N. Lincoln Boulevard, Suite 212

Oklahoma City, OK 73105

 

 

From: James Mills 
Sent: Friday, February 11, 2011 2:40 PM
To: Dana Wolpert
Subject: RE: Meeting with Governor Fallin

 

12:30 is great, thank you, we'll be there.

 

Thanks,

 

James A. Mills, JD, MBA

Assistant to the Commissioner

Oklahoma Insurance Department

From: Dana Wolpert
Sent: Friday, February 11, 2011 2:37 PM
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To: James Mills
Subject: RE: Meeting with Governor Fallin

Would 12:30 work?

 

Dana Wolpert

Director of Scheduling

Governor Mary Fallin

2300 N. Lincoln Boulevard, Suite 212

Oklahoma City, OK 73105

 

 

From: James Mills 
Sent: Friday, February 11, 2011 2:33 PM
To: Dana Wolpert
Subject: RE: Meeting with Governor Fallin

 

We really can't, because we have another meeting scheduled for 1 PM at the Capitol
already. Is that going to be a problem? Please let me know.

 

Thanks,

 

James A. Mills, JD, MBA

Assistant to the Commissioner

Oklahoma Insurance Department

From: Dana Wolpert
Sent: Friday, February 11, 2011 2:32 PM
To: James Mills
Subject: RE: Meeting with Governor Fallin

Thank you! Can we change it to 1PM instead?

 

We’ll have the meeting in the Governor’s Small Conference Room (inside
the Governor’s office).
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Dana

 

Dana Wolpert

Director of Scheduling

Governor Mary Fallin

2300 N. Lincoln Boulevard, Suite 212

Oklahoma City, OK 73105

 

 

From: James Mills 
Sent: Friday, February 11, 2011 2:12 PM
To: Dana Wolpert
Subject: RE: Meeting with Governor Fallin

 

Hi Dana,

 

Commissioner Doak is avaiable to attend at 1:30 PM on Monday, and I will be with him,
along with Mike Rhoads, Mike Thompson, and Rick Farmer. Can you please let me know
exactly where we'll be meeting then?

 

Thanks,

 

James A. Mills, JD, MBA

Assistant to the Commissioner

Oklahoma Insurance Department

From: Dana Wolpert
Sent: Friday, February 11, 2011 1:57 PM
To: James Mills
Cc: Dana Wolpert
Subject: Meeting with Governor Fallin
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Hi James,

 

I was asked to schedule a meeting between Commissioner Doak and Governor
Fallin early next week in the Governor’s office to discuss the health insurance
exchange. Is the Commissioner available at 1:30PM on Monday?

 

Thank you!

 

Dana

 

Dana Wolpert

Director of Scheduling

Governor Mary Fallin

2300 N. Lincoln Boulevard, Suite 212

Oklahoma City, OK 73105
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From: Denise Northrup
To: Craig Perry; Glenn Coffee; Katie Altshuler
Subject: RE: Meeting with the Governor
Date: Thursday, April 14, 2011 12:24:59 PM

Fyi – its my opinion that we make them sweat this one out. I want to know who the ringleader is –
and if its randy, I want to know.
 

From: Craig Perry 
Sent: Thursday, April 14, 2011 10:59 AM
To: Denise Northrup; Glenn Coffee; Katie Altshuler
Subject: Fw: Meeting with the Governor
Importance: High
 

 
From: Randy Grau [mailto:Randy.Grau@okhouse.gov] 
Sent: Thursday, April 14, 2011 10:55 AM
To: Craig Perry 
Cc: Elise Hall <Elise.Hall@okhouse.gov>; Josh Cockroft <Josh.Cockroft@okhouse.gov>; Jadine Nollan
<Jadine.Nollan@okhouse.gov>; Rusty Farley <Rusty.Farley@okhouse.gov>; Marty Quinn
<Marty.Quinn@okhouse.gov>; Steve Vaughan <Steve.Vaughan@okhouse.gov>; Dustin Roberts
<Dustin.Roberts@okhouse.gov>; Sean Roberts <Sean.Roberts@okhouse.gov>; Aaron Stiles
<Aaron.Stiles@okhouse.gov>; Dennis Casey <Dennis.Casey@okhouse.gov>; Tom Newell
<Tom.Newell@okhouse.gov> 
Subject: Meeting with the Governor 
 
Hi Craig-
I, along with some other freshman representatives, would like to have an opportunity to meet
with the Governor briefly to discuss the “Early Innovator” grant.  As you know, several GOP
freshman, most of who support the Oklahoma health insurance exchange, issued a statement
encouraging the rejection of the federal funds.  Our intent was simply to make record of our
opinion.  Unfortunately, some have interpreted this statement as singling out our Governor or
standing in opposition to her.  This was not the intent and we would like the opportunity to
confirm our support of the Governor and commitment to her leadership.  Please “reply all” to
let us know when she may be available, and thank you in advance for your help with this
issue.
 
Most sincerely,
Randy  
 
Representative Randy Grau
Oklahoma House of Representatives District 81
2300 N. Lincoln Blvd. Room 324
Oklahoma City, OK 73105
(405) 557-7360
Randy.Grau@okhouse.gov
 
 

1887



From: Denise Northrup
To: Craig Perry; Glenn Coffee; Katie Altshuler
Subject: RE: Meeting with the Governor
Date: Thursday, April 14, 2011 11:23:18 AM

A little late
 

From: Craig Perry 
Sent: Thursday, April 14, 2011 10:59 AM
To: Denise Northrup; Glenn Coffee; Katie Altshuler
Subject: Fw: Meeting with the Governor
Importance: High
 

 
From: Randy Grau [mailto:Randy.Grau@okhouse.gov] 
Sent: Thursday, April 14, 2011 10:55 AM
To: Craig Perry 
Cc: Elise Hall <Elise.Hall@okhouse.gov>; Josh Cockroft <Josh.Cockroft@okhouse.gov>; Jadine Nollan
<Jadine.Nollan@okhouse.gov>; Rusty Farley <Rusty.Farley@okhouse.gov>; Marty Quinn
<Marty.Quinn@okhouse.gov>; Steve Vaughan <Steve.Vaughan@okhouse.gov>; Dustin Roberts
<Dustin.Roberts@okhouse.gov>; Sean Roberts <Sean.Roberts@okhouse.gov>; Aaron Stiles
<Aaron.Stiles@okhouse.gov>; Dennis Casey <Dennis.Casey@okhouse.gov>; Tom Newell
<Tom.Newell@okhouse.gov> 
Subject: Meeting with the Governor 
 
Hi Craig-
I, along with some other freshman representatives, would like to have an opportunity to meet
with the Governor briefly to discuss the “Early Innovator” grant.  As you know, several GOP
freshman, most of who support the Oklahoma health insurance exchange, issued a statement
encouraging the rejection of the federal funds.  Our intent was simply to make record of our
opinion.  Unfortunately, some have interpreted this statement as singling out our Governor or
standing in opposition to her.  This was not the intent and we would like the opportunity to
confirm our support of the Governor and commitment to her leadership.  Please “reply all” to
let us know when she may be available, and thank you in advance for your help with this
issue.
 
Most sincerely,
Randy  
 
Representative Randy Grau
Oklahoma House of Representatives District 81
2300 N. Lincoln Blvd. Room 324
Oklahoma City, OK 73105
(405) 557-7360
Randy.Grau@okhouse.gov
 
 

1888



From: Denise Northrup
To: Craig Perry; Glenn Coffee; Katie Altshuler
Subject: RE: Meeting with the Governor
Date: Thursday, April 14, 2011 12:52:04 PM

Shocker – Jamison faught printing something factually incorrect??? Omg!
 

From: Craig Perry 
Sent: Thursday, April 14, 2011 12:52 PM
To: Denise Northrup; Glenn Coffee; Katie Altshuler
Subject: Re: Meeting with the Governor
 
That's inaccurate. Not all of them voted for it. Vaughn voted no and Dustin Roberts walked the vote. 
 
From: Denise Northrup 
Sent: Thursday, April 14, 2011 12:49 PM
To: Craig Perry; Glenn Coffee; Katie Altshuler 
Subject: RE: Meeting with the Governor 
 
From Muskogee politico:
 
12 freshmen Republican legislators issued a press release last night encouraging the state to
return or not accept any federal money associated with ObamaCare and the controversial 'early
innovator' grant. This was apparently prompted by the backlash and uproar over the House
passage of HB2130. Ironically, each of the twelve legislators in the press release voted for
HB2130, despite the fact that many of the points made in their press release were made by
opponents of HB2130 before these twelve voted for the bill.

 

From: Craig Perry 
Sent: Thursday, April 14, 2011 12:27 PM
To: Denise Northrup; Glenn Coffee; Katie Altshuler
Subject: Re: Meeting with the Governor
 
Aaron Stiles was bragging about "freshman leadership" earlier today and he has been pretty vocal. 

 
From: Denise Northrup 
Sent: Thursday, April 14, 2011 12:24 PM
To: Craig Perry; Glenn Coffee; Katie Altshuler 
Subject: RE: Meeting with the Governor 
 
Fyi – its my opinion that we make them sweat this one out. I want to know who the ringleader is –
and if its randy, I want to know.
 

From: Craig Perry 
Sent: Thursday, April 14, 2011 10:59 AM
To: Denise Northrup; Glenn Coffee; Katie Altshuler
Subject: Fw: Meeting with the Governor
Importance: High
 

 
From: Randy Grau [mailto:Randy.Grau@okhouse.gov] 
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Sent: Thursday, April 14, 2011 10:55 AM
To: Craig Perry 
Cc: Elise Hall <Elise.Hall@okhouse.gov>; Josh Cockroft <Josh.Cockroft@okhouse.gov>; Jadine Nollan
<Jadine.Nollan@okhouse.gov>; Rusty Farley <Rusty.Farley@okhouse.gov>; Marty Quinn
<Marty.Quinn@okhouse.gov>; Steve Vaughan <Steve.Vaughan@okhouse.gov>; Dustin Roberts
<Dustin.Roberts@okhouse.gov>; Sean Roberts <Sean.Roberts@okhouse.gov>; Aaron Stiles
<Aaron.Stiles@okhouse.gov>; Dennis Casey <Dennis.Casey@okhouse.gov>; Tom Newell
<Tom.Newell@okhouse.gov> 
Subject: Meeting with the Governor 
 
Hi Craig-
I, along with some other freshman representatives, would like to have an opportunity to meet
with the Governor briefly to discuss the “Early Innovator” grant.  As you know, several GOP
freshman, most of who support the Oklahoma health insurance exchange, issued a statement
encouraging the rejection of the federal funds.  Our intent was simply to make record of our
opinion.  Unfortunately, some have interpreted this statement as singling out our Governor or
standing in opposition to her.  This was not the intent and we would like the opportunity to
confirm our support of the Governor and commitment to her leadership.  Please “reply all” to
let us know when she may be available, and thank you in advance for your help with this
issue.
 
Most sincerely,
Randy  
 
Representative Randy Grau
Oklahoma House of Representatives District 81
2300 N. Lincoln Blvd. Room 324
Oklahoma City, OK 73105
(405) 557-7360
Randy.Grau@okhouse.gov
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From:
To: Dana Wolpert; Katie Altshuler
Cc: Tammie Wright
Subject: Re: Musgrove Meeting/Lunch on Monday
Date: Friday, April 29, 2011 4:09:45 PM

Yes.  Just let me know.

Captain 
Troop Commander
Troop ES - Executive Security Division
Governor's Detail
Oklahoma Highway Patrol
Office:  
Cell:      

  ----- Original Message -----
  From: Dana Wolpert [Dana.Wolpert@gov.ok.gov]
  Sent: 04/29/2011 04:05 PM EST
  To: Katie Altshuler <Katie.Altshuler@gov.ok.gov>
  Cc: Tammie Wright <Tammie.Wright@gov.ok.gov>;  DPS contact

  Subject: RE: Musgrove Meeting/Lunch on Monday

We’ll have to give security a heads up if they need to drive over, but that can probably be done day
of.
 
I’ve copied Pat.
 
Thanks!
 
Dana Wolpert
Director of Scheduling
Governor Mary Fallin
2300 N. Lincoln Boulevard, Suite 212
Oklahoma City, OK 73105
 
 

From: Katie Altshuler 
Sent: Friday, April 29, 2011 3:52 PM
To: Mary Fallin
Cc: Glenn Coffee; Denise Northrup; Dana Wolpert
Subject: Musgrove Meeting/Lunch on Monday
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Importance: High
 
Secretary Cline will join me for the 11 am meeting. I have also invited Val
Schott from the OSU Center for Rural Health.  This is for the meeting with me
that will take place prior to the lunch. Please let me know if you would like
either of them to attend the lunch.
 
Governor Musgrove is chair of the National Advisory Committee on Rural Health
and Services.  He wants to speak with Governor Fallin regarding
rural health and any possible help the committee can provide with health
insurance exchanges. 
 

National Advisory Committee on Rural
Health & Human Services
The National Advisory Committee on Rural Health and Human Services (NACRHHS) is a

21-member citizens' panel of nationally recognized rural health experts that provides

recommendations on rural issues to the Secretary of the Department of Health and Human

Services. The Committee was chartered in 1987 to advise the Secretary of Health and

Human Services on ways to address health care problems in rural America. It was

expanded to 21 members in 2002 and charged with focusing on both health and human

service issues in rural areas.

The Committee is chaired by former Mississippi Governor Ronnie Musgrove. The

Committee's private and public-sector members reflect wide-ranging, first-hand experience

with rural issues -- in medicine, nursing, administration, finance, law, research, business,

public health, aging, welfare and human service issues.

The Committee is currently composed of 21 members, including the chairman, who serve

overlapping four-year terms. The members represent expertise in the delivery, financing,

research, development, and administration of health and human services in rural areas.

Several members are involved in training rural health professionals. Others are

representatives of state government, provider associations and other rural interest groups.

Each year, the Committee selects one or more topics upon which to focus during the year.

Background documents are then prepared for the Committee by both staff and contractors

to help inform members on the issue. The Committee then produces a report with

recommendations on that issue for the Secretary by the end of the year. In addition to the

report, the Committee may also produce white papers on select policy issues. The

Committee also sends letters to the Secretary after each meeting. The letters serve as a

vehicle for the Committee to raise other issues with the Secretary separate and apart from

the report process.

The Committee meets three times a year. The first meeting is held during the winter

months in Washington. The Committee then meets twice in the field (in June and

September). The Washington meeting often coincides with the opening of a Congressional

session and serves as a starting point for setting the Committee's agenda for the coming
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year. The field visits include ongoing work on the yearly topics with some time devoted to

site visits and presentations by the host community.

 
 
 
 
Katie Altshuler, Policy Director
Office of Governor Mary Fallin
2300 North Lincoln Boulevard, Suite 212
Oklahoma City, Oklahoma 73105
405.521.2342
katie.altshuler@gov.ok.gov
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From: Katie Altshuler
To: Dana Wolpert
Cc: Tammie Wright;  DPS contact
Subject: RE: Musgrove Meeting/Lunch on Monday
Date: Friday, April 29, 2011 4:06:45 PM

Cline and Musgrove are confirmed for lunch as well.
 
Katie Altshuler, Policy Director
Office of Governor Mary Fallin
2300 North Lincoln Boulevard, Suite 212
Oklahoma City, Oklahoma 73105
405.521.2342
katie.altshuler@gov.ok.gov

 
 

From: Dana Wolpert 
Sent: Friday, April 29, 2011 4:05 PM
To: Katie Altshuler
Cc: Tammie Wright;  DPS contact
Subject: RE: Musgrove Meeting/Lunch on Monday
 
We’ll have to give security a heads up if they need to drive over, but that can probably be done day
of.
 
I’ve copied Pat.
 
Thanks!
 
Dana Wolpert
Director of Scheduling
Governor Mary Fallin
2300 N. Lincoln Boulevard, Suite 212
Oklahoma City, OK 73105
 
 

From: Katie Altshuler 
Sent: Friday, April 29, 2011 3:52 PM
To: Mary Fallin
Cc: Glenn Coffee; Denise Northrup; Dana Wolpert
Subject: Musgrove Meeting/Lunch on Monday
Importance: High
 
Secretary Cline will join me for the 11 am meeting. I have also invited Val
Schott from the OSU Center for Rural Health.  This is for the meeting with me
that will take place prior to the lunch. Please let me know if you would like
either of them to attend the lunch.
 
Governor Musgrove is chair of the National Advisory Committee on Rural Health
and Services.  He wants to speak with Governor Fallin regarding
rural health and any possible help the committee can provide with health
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insurance exchanges. 
 

National Advisory Committee on Rural
Health & Human Services
The National Advisory Committee on Rural Health and Human Services (NACRHHS) is a

21-member citizens' panel of nationally recognized rural health experts that provides

recommendations on rural issues to the Secretary of the Department of Health and Human

Services. The Committee was chartered in 1987 to advise the Secretary of Health and

Human Services on ways to address health care problems in rural America. It was

expanded to 21 members in 2002 and charged with focusing on both health and human

service issues in rural areas.

The Committee is chaired by former Mississippi Governor Ronnie Musgrove. The

Committee's private and public-sector members reflect wide-ranging, first-hand experience

with rural issues -- in medicine, nursing, administration, finance, law, research, business,

public health, aging, welfare and human service issues.

The Committee is currently composed of 21 members, including the chairman, who serve

overlapping four-year terms. The members represent expertise in the delivery, financing,

research, development, and administration of health and human services in rural areas.

Several members are involved in training rural health professionals. Others are

representatives of state government, provider associations and other rural interest groups.

Each year, the Committee selects one or more topics upon which to focus during the year.

Background documents are then prepared for the Committee by both staff and contractors

to help inform members on the issue. The Committee then produces a report with

recommendations on that issue for the Secretary by the end of the year. In addition to the

report, the Committee may also produce white papers on select policy issues. The

Committee also sends letters to the Secretary after each meeting. The letters serve as a

vehicle for the Committee to raise other issues with the Secretary separate and apart from

the report process.

The Committee meets three times a year. The first meeting is held during the winter

months in Washington. The Committee then meets twice in the field (in June and

September). The Washington meeting often coincides with the opening of a Congressional

session and serves as a starting point for setting the Committee's agenda for the coming

year. The field visits include ongoing work on the yearly topics with some time devoted to

site visits and presentations by the host community.

 
 
 
 
Katie Altshuler, Policy Director
Office of Governor Mary Fallin
2300 North Lincoln Boulevard, Suite 212
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Oklahoma City, Oklahoma 73105
405.521.2342
katie.altshuler@gov.ok.gov
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From: Katie Altshuler
To:  DPS contact; Dana Wolpert
Cc: Tammie Wright
Subject: RE: Musgrove Meeting/Lunch on Monday
Date: Friday, April 29, 2011 4:11:14 PM

If it is easiest they can ride with me!

Katie Altshuler, Policy Director
Office of Governor Mary Fallin
2300 North Lincoln Boulevard, Suite 212
Oklahoma City, Oklahoma 73105
405.521.2342
katie.altshuler@gov.ok.gov

-----Original Message-----
From: @dps.state.ok.us]
Sent: Friday, April 29, 2011 4:10 PM
To: Katie Altshuler; Dana Wolpert
Cc: Tammie Wright
Subject: Re: Musgrove Meeting/Lunch on Monday

Are they riding with Katie or in a separate vehicle?

Captain 
Troop Commander
Troop ES - Executive Security Division
Governor's Detail
Oklahoma Highway Patrol
Office:  
Cell:      

----- Original Message -----
From: Katie Altshuler [Katie.Altshuler@gov.ok.gov]
Sent: 04/29/2011 04:07 PM
To: Katie Altshuler <Katie.Altshuler@gov.ok.gov>;Dana Wolpert   <Dana.Wolpert@gov.ok.gov>
Cc: Tammie Wright <Tammie.Wright@gov.ok.gov>;  DPS contact      

.state.ok.us>
Subject: RE: Musgrove Meeting/Lunch on Monday

Sorry meant Cline and Dr. Val Schott

Katie Altshuler, Policy Director
Office of Governor Mary Fallin
2300 North Lincoln Boulevard, Suite 212
Oklahoma City, Oklahoma 73105
405.521.2342
katie.altshuler@gov.ok.gov

From: Katie Altshuler
Sent: Friday, April 29, 2011 4:07 PM
To: Dana Wolpert
Cc: Tammie Wright; Pat Mays DPS contact
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Subject: RE: Musgrove Meeting/Lunch on Monday

Cline and Musgrove are confirmed for lunch as well.

Katie Altshuler, Policy Director
Office of Governor Mary Fallin
2300 North Lincoln Boulevard, Suite 212
Oklahoma City, Oklahoma 73105
405.521.2342
katie.altshuler@gov.ok.gov

From: Dana Wolpert
Sent: Friday, April 29, 2011 4:05 PM
To: Katie Altshuler
Cc: Tammie Wright; Pat Mays DPS contact
Subject: RE: Musgrove Meeting/Lunch on Monday

We'll have to give security a heads up if they need to drive over, but that can probably be done day of.

I've copied Pat.

Thanks!

Dana Wolpert
Director of Scheduling
Governor Mary Fallin
2300 N. Lincoln Boulevard, Suite 212
Oklahoma City, OK 73105

From: Katie Altshuler
Sent: Friday, April 29, 2011 3:52 PM
To: Mary Fallin
Cc: Glenn Coffee; Denise Northrup; Dana Wolpert
Subject: Musgrove Meeting/Lunch on Monday
Importance: High

Secretary Cline will join me for the 11 am meeting. I have also invited Val Schott from the OSU Center
for Rural Health.  This is for the meeting with me that will take place prior to the lunch. Please let me
know if you would like either of them to attend the lunch.

Governor Musgrove is chair of the National Advisory Committee on Rural Health and Services.  He wants
to speak with Governor Fallin regarding

rural health and any possible help the committee can provide with health insurance exchanges.

National Advisory Committee on Rural Health & Human Services
The National Advisory Committee on Rural Health and Human Services (NACRHHS) is a 21-member
citizens' panel of nationally recognized rural health experts that provides recommendations on rural
issues to the Secretary of the Department of Health and Human Services. The Committee was chartered
in 1987 to advise the Secretary of Health and Human Services on ways to address health care problems
in rural America. It was expanded to 21 members in 2002 and charged with focusing on both health
and human service issues in rural areas.
The Committee is chaired by former Mississippi Governor Ronnie Musgrove. The Committee's private
and public-sector members reflect wide-ranging, first-hand experience with rural issues -- in medicine,
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nursing, administration, finance, law, research, business, public health, aging, welfare and human
service issues.
The Committee is currently composed of 21 members, including the chairman, who serve overlapping
four-year terms. The members represent expertise in the delivery, financing, research, development,
and administration of health and human services in rural areas. Several members are involved in
training rural health professionals. Others are representatives of state government, provider associations
and other rural interest groups.
Each year, the Committee selects one or more topics upon which to focus during the year. Background
documents are then prepared for the Committee by both staff and contractors to help inform members
on the issue. The Committee then produces a report with recommendations on that issue for the
Secretary by the end of the year. In addition to the report, the Committee may also produce white
papers on select policy issues. The Committee also sends letters to the Secretary after each meeting.
The letters serve as a vehicle for the Committee to raise other issues with the Secretary separate and
apart from the report process.
The Committee meets three times a year. The first meeting is held during the winter months in
Washington. The Committee then meets twice in the field (in June and September). The Washington
meeting often coincides with the opening of a Congressional session and serves as a starting point for
setting the Committee's agenda for the coming year. The field visits include ongoing work on the yearly
topics with some time devoted to site visits and presentations by the host community.

Katie Altshuler, Policy Director
Office of Governor Mary Fallin
2300 North Lincoln Boulevard, Suite 212
Oklahoma City, Oklahoma 73105
405.521.2342
katie.altshuler@gov.ok.gov
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From: Andrew Silvestri
To: Cody Inman
Subject: RE: National Business Group on Health"s Model for State Health Insurance Exchanges (OK)
Date: Thursday, April 21, 2011 9:43:29 AM

Thx!
 

From: Cody Inman 
Sent: Thursday, April 21, 2011 9:42 AM
To: Katie Altshuler; Andrew Silvestri
Subject: FW: National Business Group on Health's Model for State Health Insurance Exchanges (OK)
 
FYI. -- I will respond with a general thank you letter.
 

From: H Darling  
Sent: Thursday, April 21, 2011 7:38 AM
To: Governor Info
Cc: John Doak; S Wojcik
Subject: National Business Group on Health's Model for State Health Insurance Exchanges (OK)
 
Dear Governor Fallin:

 

Attached, please find the National Business Group on Health’s model recommendations for the state

health insurance exchanges.  The model, drafted with input from our large employer members over the

last couple months, reflects their experiences and expertise running exchange-like processes with

multiple coverage options for employees across many states.  The model incorporates suggestions to

streamline and minimize the administrative complexity of the transactions and information sharing

between employers and the states.  The model also underscores our recommendations that the

exchanges aggressively focus on value, promote improvements in the effectiveness and efficiency of

care, reduce the total cost of the care for all people and all payers, and make exchange interactions as

easy and user-friendly as possible for enrollees.

 

The National Business Group on Health (Business Group) is a non-profit 501(c)(3) membership

organization of approximately 325, primarily large, employers (including 66 of the Fortune 100) who

voluntarily provide health care benefits and other health programs to over 55 million American

employees, retirees, and their families.

 

If you or your staff would like more information or if you would like to discuss our recommendations and

model exchange in more detail, please contact me or Steve Wojcik, the Business Group’s Vice

President of Public Policy (at 202-558-3012 or Wojcik@businessgrouphealth.org).

 

Thank you,

Helen

 

 

Helen Darling

President & CEO

National Business Group on Health

20 F Street, NW, Suite 200

Washington, DC 20001

Phone: 202.558.3005
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From: Katie Altshuler
To: Denise Northrup; Craig Perry
Subject: Re: Obama Care
Date: Monday, June 13, 2011 8:57:07 AM

OHCA and Health Dept. are researching waiver issue right now. Craig, please give him a call and let
him know that there is no process for a general waiver from Obamacare and that we are researching
our options and will get back to him.
 
From: Denise Northrup 
Sent: Monday, June 13, 2011 08:20 AM
To: Katie Altshuler; Craig Perry 
Subject: FW: Obama Care 
 
Can one of you call Bennett to discuss? thanks
 

From: Tammie Wright 
Sent: Friday, June 10, 2011 10:57 AM
To: Denise Northrup
Subject: FW: Obama Care
 
John Bennet’s office keeps calling me about whether or not the boss is planning to ask for a waiver
for Obama Care in Oklahoma.
 
Tammie Wright
Deputy  Director of Scheduling
Office of Governor Mary Fallin
2300 North Lincoln Boulevard, Suite 212
Oklahoma City, Oklahoma 73105
 

From: Tammie Wright 
Sent: Friday, June 03, 2011 1:15 PM
To: Katie Altshuler; Andrew Silvestri
Cc: 'marthaperry@okhouse.gov'; 'john.bennett@okhouse.gov'
Subject: Obama Care
 
Rep. John Bennett would like to know if Governor Fallin is planning to ask for a waiver for Obama
Care in Oklahoma. He highly urges her to ask for a waiver. Martha Perry works for him during the
interim and she has been copied on this email.
 
Tammie Wright
Deputy  Director of Scheduling
Office of Governor Mary Fallin
2300 North Lincoln Boulevard, Suite 212
Oklahoma City, Oklahoma 73105
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From: LM Dawson
To: Governor Info
Subject: Re: ObamaCare
Date: Wednesday, November 14, 2012 3:25:08 PM

Dear Governor Fallin, 
I would simply like to let you know that I support your position against
ObamaCare and respectfully request you uphold your decision by continuing to
reject the Insurance Exchange and Medicaid Expansion.  Please refuse all federal
"bribe" money as well as mandates to implement ObamaCare health exchanges in
Oklahoma!  Thank you for your time.  

Regards, 

Lynelle Dawson      

-- 
Church 4:18 ROCKS @ 2710 South Cherokee!

♥~♥~♥ PRAYER WORKS ♥~♥~♥
* * * * Sundays @ 10:30 A.M. & 6:30 PM * * * *
* * * * * * Wednesdays @ 7:00 PM * * * * * * 

¸...¸ __//\______________ ¸...¸
,•´º o`•,/__/ __/\_ //____/\\ _\ ,•´º o`•,
```)¨(´´´ ||+|| o||+| || |l±±±±i | | |¸,.- ```)¨(´´'
¸,.-•²°´ ¸,.-•~•~•-.,¸ `°²•-. :º° ••- .,¸ ¸,.-•~•~•-.,¸
"Choose you this day whom you will serve;...as for me and my house, we
will serve the LORD"  Joshua 24:15
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From: Denise Northrup
To: Alex Weintz; Glenn Coffee
Subject: RE: oklahoman/tulsa world call
Date: Monday, December 03, 2012 11:43:15 AM

So, I don’t have numbers for these, did you find, and is someone making sure she calls before we
leave?
 

From: Alex Weintz 
Sent: Monday, December 03, 2012 10:38 AM
To: Denise Northrup; Glenn Coffee
Subject: oklahoman/tulsa world call
 
We have calls in with the Oak and World to set up a phone call with Pearson and Lorton, but still no
direct numbers. If either of you have personal cell phone info for these guys that would expedite
things. These are the “talking points” I put together:
 

Call with Oklahoman and Tulsa World re: Open Records
 

Talking Points:
·      Transparency and Openness are important to me –

it’s also important for me and my staff to have a
good working relation with your paper

·      We have an honest disagreement with some
people at the paper about the purpose of the
Open Records Act as well as the application of
deliberative and executive privileges; however, we
should be able to continue a constructive working
relationship

·      Please agree to meet with Secretary Coffee and
Steve Mullins to discuss how we can best move
forward, continue an open dialogue and continue
to work together

·      We have not at this time denied or withheld any
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documents regarding the Medicaid expansion and
insurance exchange decision – we are processing
all Open Records requests (Note: the Tulsa World
has NOT editorialized on this subject or made a
records request, yet)

·      However, we have a large volume of records
requests that are enormous in scope, including
requests for:

o   Every email sent or received by the governor
and her executive staff in the month of
November (Oklahoman)

o   Every email sent or received by the governor
and her executive staff regarding
“ObamaCare,” “exchanges,” the “Affordable
Care Act” and “Medicaid” (Oklahoman)

·      These requests represent tens of thousands, if not
hundreds of thousands of emails that will have to
be individually sifted through. This represents
months of work for the office of the governor 

·      Again, please meet with my staff to discuss how
we can process these requests and continue to
work cooperatively together
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Alex Weintz
Communications Director
Office of Governor Mary Fallin
phone: (405) 522-8819
cell: (405) 535-7317
Alex.Weintz@gov.ok.gov
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From: Monica Block
To: Dana Wolpert
Cc: Marie Sanderson
Subject: RE: post-Election Day Governors Conference Call
Date: Monday, October 29, 2012 10:33:28 AM

Great, thank you so much!
 
From: Dana Wolpert [mailto:Dana.Wolpert@gov.ok.gov] 
Sent: Monday, October 29, 2012 11:27 AM
To: Monica Block
Cc: Marie Sanderson
Subject: RE: post-Election Day Governors Conference Call
 
Governor Fallin may have to jump off a few minutes early but she is available for the at least the first
half of the call.
 
Thanks!
 
Dana Wolpert
Director of Scheduling
Governor Mary Fallin
2300 N. Lincoln Boulevard, Suite 212
Oklahoma City, OK 73105
 

From: Monica Block [mailto:mblock@RGA.ORG] 
Sent: Thursday, October 25, 2012 2:24 PM
To: Monica Block
Cc: Marie Sanderson
Subject: post-Election Day Governors Conference Call
 
All,
 
Please have your Governor join Gov. McDonnell, Gov. Christie, Gov. Jindal, and Gov. Walker for
a Governors-only conference call to discuss healthcare issues/PPACA deadlines based on the
election outcome.  The RGPPC is preparing materials for either scenario and the hope is to
coordinate governors regarding messaging and actions moving forward.
 
We have confirmed this call for Friday, November 9th from 11:45 AM – 12:15 PM (EST) /
10:45 AM – 11:15 AM (CST).
 
Please respond to this email and let me know if your Governor can join.
 
Thank you!
Monica 
 
 
Monica Block
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Governors Liaison
Republican Governors Association
1747 Pennsylvania Avenue, NW, Suite 250, Washington, DC 20006
202.662.4159 direct |  cell | 202.662.4926 fax
mblock@rga.org
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From: Denise Northrup
To: Cody Inman
Cc: Alex Weintz; Katie Altshuler; maryfallin
Subject: Re: PPACA post decison numbers
Date: Monday, December 03, 2012 6:24:41 PM

Thanks Cody

Denise Northrup 

On Dec 3, 2012, at 5:26 PM, "Cody Inman" <Cody.Inman@gov.ok.gov> wrote:

Denise: open records request asked for additional PPACA numbers that included the correspondence and
calls post governors decision. The (in support) column references people that are in support of
“Obamacare”. The (opposed) column is numbers that reflect opposition to “Obamacare” and thank you’s
to  the governors decisions.
 
 

Office of the Governor, Public Affairs Office
November 20 -

December 3 Calls/Correspondence In Support
(approx.)

Opposed
(approx.)

 
PPACA (including Medicaid Expansion, Health Insurance
Exchange, PPACA)

192 153

 Phone Calls 85 126
  
 Total 277  279

 
 
 
 
 
 
 
______________________________________
Cody Inman
Senior Public Affairs Officer
Office of the Governor | State of Oklahoma
Honorable Mary Fallin
cody.inman@gov.ok.gov
t - (405) 521-2342
 
Gov. Fallin on Facebook:  www.facebook.com/GovernorMaryFallin
Gov. Fallin on Twitter:  www.twitter.com/GovMaryFallin
Gov. Fallin on the Web:  www.governor.ok.gov
 
Oklahoma business owners and executives:  share your input on how we can further strengthen Oklahoma's
business climate by completing the survey at www.FallinforBusiness.com.
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From: Alex Weintz
To: Dana Wolpert
Subject: RE: radio call details with call in
Date: Wednesday, March 23, 2011 4:48:10 PM

I cant for some reason
 

From: Dana Wolpert 
Sent: Wednesday, March 23, 2011 4:48 PM
To: Alex Weintz
Subject: RE: radio call details with call in
 
It is on the calendar, you cant see it?
 
Dana Wolpert
Director of Scheduling
Governor Mary Fallin
2300 N. Lincoln Boulevard, Suite 212
Oklahoma City, OK 73105
 
 

From: Alex Weintz 
Sent: Wednesday, March 23, 2011 4:31 PM
To: Dana Wolpert
Subject: FW: radio call details with call in
 
Is this not on the calendar?
 

From: Alex Weintz 
Sent: Tuesday, March 22, 2011 12:42 PM
To: Dana Wolpert
Subject: radio call details with call in
 
530 pm Central – the time they give there is eastern
 
Interview: Gov. Mary Fallin
Station:  Salem Radio Network
Location: National
Subject:  ObamaCare Anniversary/how it hurts the states
Show:  The Hugh Hewitt National Radio Show
Length: 6-8 minutes live
Time: LIVE, Wednesday, March 23 @ @ 6:30PM ET
Call in: 949.857.0362; backup: 808.358.8328
 
Alex Weintz
Communications Director
Office of Governor Mary Fallin
phone: (405) 522-8819
cell: (405) 535-7317
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Alex.Weintz@gov.ok.gov
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From: Dana Wolpert
To: Alex Weintz
Cc: Dana Wolpert
Subject: RE: radio request
Date: Tuesday, March 22, 2011 10:46:44 AM

It says both live and taped on here, is she doing live?
 
Dana Wolpert
Director of Scheduling
Governor Mary Fallin
2300 N. Lincoln Boulevard, Suite 212
Oklahoma City, OK 73105
 
 

From: Alex Weintz 
Sent: Tuesday, March 22, 2011 10:22 AM
To: Dana Wolpert
Cc: Denise Northrup; Aaron Cooper
Subject: radio request
 
Can the gov call into this national radio show tomorrow, live, at 530 pm?
 
 
Interview Request: Gov. Mary Fallin
Station:  Salem Radio Network
Location: National
Subject:  ObamaCare Anniversary/how it hurts the states
Show:  The Hugh Hewitt National Radio Show
Length: 6-8 minutes live
Time: TAPED, Wednesday, March 23 @ 4:30PM ET OR 5:30PM ET or LIVE @ 6:30PM ET, 7:30PM ET,
or 8:30PM ET
Call in: TBD
 
Alex Weintz
Communications Director
Office of Governor Mary Fallin
phone: (405) 522-8819
cell: (405) 535-7317
Alex.Weintz@gov.ok.gov
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From: Alex Weintz
To: Dana Wolpert
Subject: RE: radio request
Date: Tuesday, March 22, 2011 10:51:43 AM

She’s doing 530 pm central live
 

From: Dana Wolpert 
Sent: Tuesday, March 22, 2011 10:47 AM
To: Alex Weintz
Cc: Dana Wolpert
Subject: RE: radio request
 
It says both live and taped on here, is she doing live?
 
Dana Wolpert
Director of Scheduling
Governor Mary Fallin
2300 N. Lincoln Boulevard, Suite 212
Oklahoma City, OK 73105
 
 

From: Alex Weintz 
Sent: Tuesday, March 22, 2011 10:22 AM
To: Dana Wolpert
Cc: Denise Northrup; Aaron Cooper
Subject: radio request
 
Can the gov call into this national radio show tomorrow, live, at 530 pm?
 
 
Interview Request: Gov. Mary Fallin
Station:  Salem Radio Network
Location: National
Subject:  ObamaCare Anniversary/how it hurts the states
Show:  The Hugh Hewitt National Radio Show
Length: 6-8 minutes live
Time: TAPED, Wednesday, March 23 @ 4:30PM ET OR 5:30PM ET or LIVE @ 6:30PM ET, 7:30PM ET,
or 8:30PM ET
Call in: TBD
 
Alex Weintz
Communications Director
Office of Governor Mary Fallin
phone: (405) 522-8819
cell: (405) 535-7317
Alex.Weintz@gov.ok.gov
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From: Katie Altshuler
To: Michelle Waddell; Dana Wolpert; Andrew Silvestri
Subject: RE: REPLY: LISTEN TO THIS PHONE CALL
Date: Wednesday, September 05, 2012 10:58:00 AM

Dana and/or Michelle,
 
Please respond to this gentlemen telling him thank you for the information and that we will make
the Governor aware of it. Thanks, Katie
 
Katie Altshuler, Policy Director
Office of Governor Mary Fallin
2300 North Lincoln Boulevard, Suite 212
Oklahoma City, Oklahoma 73105
405.521.2342
katie.altshuler@gov.ok.gov

 
 

From: Michelle Waddell 
Sent: Wednesday, September 05, 2012 10:53 AM
To: Dana Wolpert; Katie Altshuler; Andrew Silvestri
Subject: REPLY: LISTEN TO THIS PHONE CALL
 
Is this legitimate? 
Katie – will you discuss w/GMF or do I need to ensure that she gets the info?  I will do nothing until
& unless I hear from you.
Thanks.
 

From: Dana Wolpert 
Sent: Wednesday, September 05, 2012 10:15 AM
To: Katie Altshuler; Andrew Silvestri; Michelle Waddell
Subject: FW: LISTEN TO THIS PHONE CALL
 
FYI, from Dr. Hook.
 
Dana Wolpert
Director of Scheduling
Governor Mary Fallin
2300 N. Lincoln Boulevard, Suite 212
Oklahoma City, OK 73105
 

From: Dr. Carl Hook, MD [mailto: ] 
Sent: Thursday, August 30, 2012 5:09 PM
To: Dana Wolpert
Cc: Ken King; John Robinson
Subject: FW: LISTEN TO THIS PHONE CALL
 
Dana,
This is a very interesting telephone call from a neurosurgeon in Chicago discussing the
‘ethics/treatment’ panels to be formed to dictate care that will be resulting from PPACA (Obama
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Care). Please listen to the call.  I thought Governor Fallin would be interested in hearing this and I am
sending to you hoping you will be able to forward it to her.  Thank you very much; I certainly
appreciated your assistance in the scheduling process for the Governor to speak at our recent
EXPLORE: OK Healthcare Summit presented by PLICO August 9, 10.  She helped make it an
overwhelming success for 375 registrants and 60+ exhibitors attending this first time Summit.
 
Sincerely,
 
Carl Hook, M.D.
President and CEO
PLICO
 
 
 

Subject: LISTEN TO THIS PHONE CALL

As Sarah Palin and others asserted, it appears under Obamacare there will
indeed be "Death Panels".

While our shared abhorrence of such a practice is almost unanimous, the
idea of making certain cost/benefit decisions regarding healthcare should
not necessarily be completely ruled out.  Of course even if we agree there
are times when "withholding" care would save both money and pain and
misery, we'd still have to think hard about who sits on these panels. 

I've personally known dozens of people who were 100% certain to die of
cancer in the near term, but they were still given very expensive chemo-
therapies and other interventions that, not only would not save them, but
would make them horribly ill and debilitated for the short time they had left
to live.  Some argue that even when it's certain that a person is going to die
from his illness, we should not remove all hope from him.  But of course this
only postpones the day when the patient must end his denial and come to
acceptance of his demise.  So I've always had bad feelings about cases where
patients were placed on debilitating chemotherapy and given other
treatments that only made them too ill to enjoy what few weeks or months
they had left.  This change in thinking/ethics (I think it's unethical to do this
to people)...but this change with cancer patients alone would save billions of
dollars.  And of course the same is true with other terminal illnesses as well. 
Too frequently continuing painful, debilitating medical care just prolongs
suffering while doctors, hospitals and especially pharmaceutical and high
tech medical equipment companies make profits.

Also there's the data showing that frequently 80% of the cumulative costs
for an individual's healthcare occur during the last 90 days of life.  Does that
make sense?

Here's a call from a neurosurgeon who had just attended a symposium on
how Obamacare will work, a preview of what's coming.  It's really scary to
think that a panel, probably consisting of doctors with administrative
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mindsets and corporate bean counters, will be deciding whether a patient
receives the surgery that would normally be provided or just given palliative
care so he'll be comfortable while he's waiting to die.  

But I suppose this will drive the costs of Medicare down, since all that can
afford to go the private insurance route will leave Medicare. 

 
 
*******************************************************************************
 
The information contained in this email message, and any files transmitted 
with
it, is confidential and may be legally privileged. It is intended only for 
the
use of the individuals or entities named above. If the reader of this 
message is
not the intended recipient, or the employee or agent responsible to deliver 
it
to the intended recipient, you are hereby notified that any dissemination,
distribution or forwarding of this email message is strictly prohibited. If 
you
have received this email message in error, please notify the sender and 
delete
the material from any computer.
 
Thank you.
 
*******************************************************************************
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From: Mary Fallin
To: "lew@ "
Subject: Re: REPLY: Response to OCPA"s Comments Regarding the National Governors Association
Date: Wednesday, October 31, 2012 6:25:33 PM

Ps,,,
now that I have been working so hard as Governor-- Oklahoma is
2 nd in the nation as a percentage of job growth, number one in manufacturing percentage of
growth, number 8 in nation in migration of new residents, started office with $2.02 in our rainy day
savings account and now have over a half a Billion in savings and $4000 growth in one year in per
capita income for a family of 4.. Plus I cut taxes and balanced a budget that had a $500 million dollar
short fall my first year.
That's my record!
And very proud to serve. 
Thanks for your support!
Mary
 
From: Lew Meibergen  
Sent: Wednesday, October 31, 2012 04:28 PM
To: Mary Fallin 
Subject: RE: REPLY: Response to OCPA's Comments Regarding the National Governors Association 
 
Dear Mary,
 
It was good to receive your email of October 30.  I respect your thoughts
and concerns regarding the National Governors’ Association and wish you
the best.  I just hate to see you spending time away from the Governor’s
Office when things are so tight.
 
I was also glad to learn Oklahoma is not number one in per capita
spending of the fifty states.
 
Thank you for your reply.  If I can help, please let me know.
 
Sincerely,
 
Lew
 
 

From: Mary Fallin [mailto:Mary.Christensen@gov.ok.gov] 
Sent: Tuesday, October 30, 2012 12:07 PM
To: Lew Meibergen
Subject: REPLY: Response to OCPA's Comments Regarding the National Governors Association
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Dear Lew,
 
Thanks for your email last week.  I appreciate your time and concerns but wanted to follow
up with you regarding the claim you made in your email, as it simply does not match up
with the facts of Oklahoma’s current economic posture.  According to data aggregated from
the Office of Management and Budget, the U.S. Department of Commerce and the U.S.

Census Bureau, Oklahoma ranked 42nd in per capita spending during FY 11, 40th in FY 12,

and is projected to be ranked 38th in FY 13.  While I agree there is room for improvement in
these rankings, Oklahoma is far from the number one state in per capita spending in the
United States.  If you have data to contradict this information, I would greatly appreciate you
sharing it, so that I may send it to my staff for further analysis and understanding.
 
I am proud that, since taking office, I have made government modernization and reduction
of wasteful spending a cornerstone of my administration.  This is clear by the numerous
successful initiatives we have passed and signed into law over the last two years.  My IT
Modernization and Consolidation efforts have already saved the state approximately $130
million and are expected to save millions more.  My energy efficiency initiative, which is in
the process of being implemented as we speak, is projected to save the state $500 million. 
These are just a couple of examples of what I am doing to reduce spending and waste in
state government and my appointment to leadership in the National Governors Association
will only help me elevate these issues to the national level so that other states may continue
to follow Oklahoma’s example and I may also learn from other states’ best practices.
 
Thank you again for your email and continued support.
 
Sincerely,
 
Mary
 
 
From: Lew Meibergen  
Sent: Friday, October 26, 2012 10:58 AM
To: Mary Fallin 
Subject: RE: Response to OCPA's Comments Regarding the National Governors Association 
 
Dear Mary:
I am in receipt of your e-mail of October 23.  It was certainly good to hear
from you; I didn’t know if you knew my address as I hadn’t heard from
you on any items I had previously sent correspondence.
 
I really hate to see you serve as an officer of the NGA.  I would rather see
you stay at home and work with the state to cut this spending as you
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promised when elected.  I must take my hat off to you – Oklahoma is
number one in per capita spending in the USA.
 
I must pass up your request at this time.  Perhaps I can help on other
issues.  We must cut this spending!
 
I was very proud we had a Republican Governor and Republican House
and Senate but greatly disappointed after learning we led the nation in per
capita spending.
Sincerely,
 
Lew Meibergen
 
 

From: Mary Fallin [mailto:Mary.Christensen@gov.ok.gov] 
Sent: Tuesday, October 23, 2012 4:27 PM
To: Lew Meibergen
Subject: Response to OCPA's Comments Regarding the National Governors Association
 
Hi Lew,
 
As a board member and a long-time, trusted friend and supporter of mine, I wanted you to be
aware of OCPA’s latest hit piece (attached) on the National Governors Association (NGA) and
other state membership organizations.  As you may know, I serve as the current vice-chair and
chair-elect of the NGA.  Unfortunately, OCPA staff seems intent on continuing to demagogue the
NGA and my leadership within the organization as a “big-government lobbying organization”
without presenting the real facts that it serves as an effective advocacy group on behalf of our
nation’s governors and state primacy.  This is the first time in history a governor from Oklahoma
has been elected to lead this organization and I am proud to join such an impressive list of leaders
such as Mike Huckabee, Tim Pawlenty and John Ashcroft.  This is an opportunity to bring national
exposure to the best practices Oklahoma has to provide and it is embarrassing when an
organization like OCPA continues to denigrate such an opportunity for the state.
 
While I fully support OCPA’s notion that jealously safeguarding taxpayer dollars and ensuring that
government spending is done effectively and wisely should be one of our number one priorities, I
also recognize that organizations such as the NGA provide essential resources and services to
states and their top leaders that would not otherwise be available to them.  In Oklahoma alone, the
NGA has provided significant staff and research support and expertise on a number of initiatives
important to the state of Oklahoma and my Administration. 
 
For example and most recently, the NGA provided my office, and the offices of other governors,
essential support on my 22 multi-state natural gas vehicle development and procurement initiative
by facilitating seminars, multi-state coordination, and staff research that was essential in making
this unprecedented initiative the success it has been.  I am confident when I say that their support
was a key element of our success and that this initiative alone will save the state of Oklahoma
hundreds of thousands of taxpayer dollars that far exceed Oklahoma’s membership dues to the
NGA. 
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In addition, the NGA has been instrumental in Oklahoma’s fight against the Affordable Care Act
by providing me with comprehensive and detailed research as it pertains to the impacts of the
legislation.  This is particularly important given the fact that the state agencies with jurisdiction
over PPACA related issues operate independently from the governor’s office.
 
NGA has proven to be an extremely valuable resource with regard to education reform policy as
well. Just last month a representative from the NGA came to speak to the annual conference of the
Oklahoma State School Board Association, her comments focused on encouraging schools to be
more efficient with the tax dollars they receive, the importance of choice and she even addressed
the positive effects of consolidation.  Furthermore, the NGA has also made government
modernization and redesign a top priority of their education and advocacy agenda and will be
hosting a national summit in December which will allow state teams to learn about best practices
and share their efforts to reform and streamline state government – an effort my office fully
supports and will be taking advantage of.
 
The NGA has also provided my staff with extensive training sessions, from policy seminars to
appointment and constituent services workshops and networking opportunities that have allowed
my staff to my staff to learn from our nation’s leading experts, which has in turn helped me make
well and fully informed decisions as they relate to Oklahoma’s wellbeing.  The NGA employs
actual experts in the policy areas they cover and more organizations would benefit from further
interaction with them.
 
Finally, the NGA has and continues to provide an effective voice for Oklahoma at the federal level,
and has consistently advocated on our behalf on a wide variety of issues such as preserving my
authority and responsibilities as the Commander-in-Chief of Oklahoma’s National Guard, the
devastating impact of sequestration, improving quality of education and providing states with the
essential flexibility it needs to meet its people’s needs and goals.
 
This is just a brief note on some of the many services the NGA provides to Oklahoma and its 40
plus member states.  I would think that OCPA would be proud of and promote Oklahoma’s
leadership in such an important and influential organization and would expect the OCPA to
provide your readers with a more honest and robust perspective and dialog surrounding the NGAs
true value.
 
Sincerely,
 
Mary
 

This e-mail and any files transmitted with it may contain confidential information that is legally privileged. This information is intended
only for the use of the individuals or entities listed above. If you are not the intended recipient, you are hereby notified that any
disclosure, copying, distribution, or action taken in reliance on the contents of these documents is strictly prohibited. If you have
received this information in error, please notify the sender immediately and arrange for the return or destruction of these documents.

This e-mail and any files transmitted with it may contain confidential information that is legally privileged. This information is intended
only for the use of the individuals or entities listed above. If you are not the intended recipient, you are hereby notified that any
disclosure, copying, distribution, or action taken in reliance on the contents of these documents is strictly prohibited. If you have
received this information in error, please notify the sender immediately and arrange for the return or destruction of these documents.
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From: Katie Altshuler
To: Denise Northrup; Scott Mason
Cc: Dana Wolpert; Tammie Wright; Monica Houston
Subject: Re: Sceduling a Call
Date: Saturday, November 10, 2012 7:43:11 PM

Okay, I am checking, will keep you posted.

----- Original Message -----
From: Denise Northrup
Sent: Saturday, November 10, 2012 07:26 PM
To: Scott Mason
Cc: Katie Altshuler; Dana Wolpert; Tammie Wright; Monica Houston
Subject: Re: Sceduling a Call

Thanks scott

Katie - think we need to shoot for that layover on Dallas if at all possible...

On Nov 10, 2012, at 7:14 PM, "Scott Mason" <Scott.Mason@gov.ok.gov> wrote:

> Katie,
> Here is the flight schedule for Gov, Weintz and me for Tuesday to Arizona.
>
>
> American Airlines Flight 1511 departs at 10:45AM
>
> Layover in DFW from 11:45-1:35PM
>
> American Airlines Flight 1279 from DFW to Phoenix, AZ arrives 3:05PM (mountain time).
>
>
> Let me know if you need further info.
>
> Scott
>
>
>
> Scott Mason
> Office of the Governor
> State of Oklahoma
>
> via AT&T BlackBerry
>
> ----- Original Message -----
> From: Denise Northrup
> Sent: Saturday, November 10, 2012 04:01 PM
> To: Katie Altshuler
> Cc: Dana Wolpert; Tammie Wright; Monica Houston; Scott Mason
> Subject: Re: Sceduling a Call
>
> Scott, I don't have her flight info to see when she's arriving in Arizona...if one of you you can check
and get back to Katie, we need to try to make this happen Tuesday
>
>
>
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> On Nov 10, 2012, at 3:52 PM, "Katie Altshuler" <Katie.Altshuler@gov.ok.gov> wrote:
>
>> Any chance Governor could be available to talk to Gov Markell from 3-3:15 ET on Tuesday re/ next
steps for NGA on PPACA, fiscal cliff, etc.?
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From: Denise Northrup
To: Scott Mason
Cc: Katie Altshuler; Dana Wolpert; Tammie Wright; Monica Houston
Subject: Re: Sceduling a Call
Date: Saturday, November 10, 2012 7:26:33 PM

Thanks scott

Katie - think we need to shoot for that layover on Dallas if at all possible...

On Nov 10, 2012, at 7:14 PM, "Scott Mason" <Scott.Mason@gov.ok.gov> wrote:

> Katie,
> Here is the flight schedule for Gov, Weintz and me for Tuesday to Arizona.
>
>
> American Airlines Flight 1511 departs at 10:45AM
>
> Layover in DFW from 11:45-1:35PM
>
> American Airlines Flight 1279 from DFW to Phoenix, AZ arrives 3:05PM (mountain time).
>
>
> Let me know if you need further info.
>
> Scott
>
>
>
> Scott Mason
> Office of the Governor
> State of Oklahoma
>
> via AT&T BlackBerry
>
> ----- Original Message -----
> From: Denise Northrup
> Sent: Saturday, November 10, 2012 04:01 PM
> To: Katie Altshuler
> Cc: Dana Wolpert; Tammie Wright; Monica Houston; Scott Mason
> Subject: Re: Sceduling a Call
>
> Scott, I don't have her flight info to see when she's arriving in Arizona...if one of you you can check
and get back to Katie, we need to try to make this happen Tuesday
>
>
>
> On Nov 10, 2012, at 3:52 PM, "Katie Altshuler" <Katie.Altshuler@gov.ok.gov> wrote:
>
>> Any chance Governor could be available to talk to Gov Markell from 3-3:15 ET on Tuesday re/ next
steps for NGA on PPACA, fiscal cliff, etc.?
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From: Scott Mason
To: Denise Northrup; Katie Altshuler
Cc: Dana Wolpert; Tammie Wright; Monica Houston
Subject: Re: Sceduling a Call
Date: Saturday, November 10, 2012 7:14:46 PM

Katie,
Here is the flight schedule for Gov, Weintz and me for Tuesday to Arizona.

American Airlines Flight 1511 departs at 10:45AM

Layover in DFW from 11:45-1:35PM

American Airlines Flight 1279 from DFW to Phoenix, AZ arrives 3:05PM (mountain time).

Let me know if you need further info.

Scott

Scott Mason
Office of the Governor
State of Oklahoma

via AT&T BlackBerry

----- Original Message -----
From: Denise Northrup
Sent: Saturday, November 10, 2012 04:01 PM
To: Katie Altshuler
Cc: Dana Wolpert; Tammie Wright; Monica Houston; Scott Mason
Subject: Re: Sceduling a Call

Scott, I don't have her flight info to see when she's arriving in Arizona...if one of you you can check and
get back to Katie, we need to try to make this happen Tuesday

On Nov 10, 2012, at 3:52 PM, "Katie Altshuler" <Katie.Altshuler@gov.ok.gov> wrote:

> Any chance Governor could be available to talk to Gov Markell from 3-3:15 ET on Tuesday re/ next
steps for NGA on PPACA, fiscal cliff, etc.?
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From: Denise Northrup
To: Katie Altshuler
Cc: Dana Wolpert; Tammie Wright; Monica Houston; Scott Mason
Subject: Re: Sceduling a Call
Date: Saturday, November 10, 2012 4:01:10 PM

Scott, I don't have her flight info to see when she's arriving in Arizona...if one of you you can check and
get back to Katie, we need to try to make this happen Tuesday

On Nov 10, 2012, at 3:52 PM, "Katie Altshuler" <Katie.Altshuler@gov.ok.gov> wrote:

> Any chance Governor could be available to talk to Gov Markell from 3-3:15 ET on Tuesday re/ next
steps for NGA on PPACA, fiscal cliff, etc.?
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From: Katie Altshuler
To: Denise Northrup; Scott Mason
Cc: Dana Wolpert; Tammie Wright; Monica Houston
Subject: Re: Sceduling a Call
Date: Monday, November 12, 2012 2:56:06 PM

This time frame will not work for Markell tomorrow, they are going to send us a couple of other blocks
of time to see if they will work. I will keep you posted.

----- Original Message -----
From: Denise Northrup
Sent: Saturday, November 10, 2012 07:26 PM
To: Scott Mason
Cc: Katie Altshuler; Dana Wolpert; Tammie Wright; Monica Houston
Subject: Re: Sceduling a Call

Thanks scott

Katie - think we need to shoot for that layover on Dallas if at all possible...

On Nov 10, 2012, at 7:14 PM, "Scott Mason" <Scott.Mason@gov.ok.gov> wrote:

> Katie,
> Here is the flight schedule for Gov, Weintz and me for Tuesday to Arizona.
>
>
> American Airlines Flight 1511 departs at 10:45AM
>
> Layover in DFW from 11:45-1:35PM
>
> American Airlines Flight 1279 from DFW to Phoenix, AZ arrives 3:05PM (mountain time).
>
>
> Let me know if you need further info.
>
> Scott
>
>
>
> Scott Mason
> Office of the Governor
> State of Oklahoma
>
> via AT&T BlackBerry
>
> ----- Original Message -----
> From: Denise Northrup
> Sent: Saturday, November 10, 2012 04:01 PM
> To: Katie Altshuler
> Cc: Dana Wolpert; Tammie Wright; Monica Houston; Scott Mason
> Subject: Re: Sceduling a Call
>
> Scott, I don't have her flight info to see when she's arriving in Arizona...if one of you you can check
and get back to Katie, we need to try to make this happen Tuesday
>
>
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>
> On Nov 10, 2012, at 3:52 PM, "Katie Altshuler" <Katie.Altshuler@gov.ok.gov> wrote:
>
>> Any chance Governor could be available to talk to Gov Markell from 3-3:15 ET on Tuesday re/ next
steps for NGA on PPACA, fiscal cliff, etc.?
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From: Alex Weintz
To: Dana Wolpert
Subject: RE: schedule addition for tomorrow
Date: Tuesday, March 29, 2011 11:57:05 AM

Health insurance exchange and education
 

From: Dana Wolpert 
Sent: Tuesday, March 29, 2011 11:58 AM
To: Alex Weintz
Subject: RE: schedule addition for tomorrow
 
Subject? Same as the others?
 
Dana Wolpert
Director of Scheduling
Governor Mary Fallin
2300 N. Lincoln Boulevard, Suite 212
Oklahoma City, OK 73105
 
 

From: Alex Weintz 
Sent: Tuesday, March 29, 2011 11:40 AM
To: Dana Wolpert
Subject: schedule addition for tomorrow
 
Approved by Governor:
 
3/30/11 (tomorrow)
Live television interview on Channel 4
Arrive by 6:05 am, LIVE from 6:12-6:20
Location: channel 4 KFOR studios, 444 E Britton Rd, OKC
Contact: 405-478-6337
 
 
 
Alex Weintz
Communications Director
Office of Governor Mary Fallin
phone: (405) 522-8819
cell: (405) 535-7317
Alex.Weintz@gov.ok.gov
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From: Alex Weintz
To: Dana Wolpert
Subject: RE: schedule addition
Date: Monday, March 28, 2011 12:51:07 PM

She needs to come TV-ready. She knows the drill
 

From: Dana Wolpert 
Sent: Monday, March 28, 2011 12:10 PM
To: Alex Weintz
Subject: RE: schedule addition
 
She doesn’t have to be there early for makeup, etc…?
 
Dana Wolpert
Director of Scheduling
Governor Mary Fallin
2300 N. Lincoln Boulevard, Suite 212
Oklahoma City, OK 73105
 
 

From: Alex Weintz 
Sent: Monday, March 28, 2011 11:47 AM
To: Dana Wolpert
Subject: RE: schedule addition
 
correct
 

From: Dana Wolpert 
Sent: Monday, March 28, 2011 11:22 AM
To: Alex Weintz; Tammie Wright
Subject: RE: schedule addition
 
These are both in person live interviews right? (I know the second one is satellite)
 
Dana Wolpert
Director of Scheduling
Governor Mary Fallin
2300 N. Lincoln Boulevard, Suite 212
Oklahoma City, OK 73105
 
 

From: Alex Weintz 
Sent: Monday, March 28, 2011 10:23 AM
To: Tammie Wright; Dana Wolpert
Subject: schedule addition
 
Wednesday, 3/30/11
 
645 am
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Interview with channel 9
Contact: 405.841.9956
location: KWTV studios, 7401 N Kelley Ave, OKC
subject: health insurance exchanges, education
 
7 am
Interview with channel 6 tulsa via satellite
Contact: 405.841.9956
Location: KWTV studios, 7401 N Kelley Ave, OKC
subject: health insurance exchanges, education
 
 
Alex Weintz
Communications Director
Office of Governor Mary Fallin
phone: (405) 522-8819
cell: (405) 535-7317
Alex.Weintz@gov.ok.gov
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From: Alex Weintz
To: Dana Wolpert
Subject: RE: schedule addition
Date: Monday, March 28, 2011 11:47:04 AM

correct
 

From: Dana Wolpert 
Sent: Monday, March 28, 2011 11:22 AM
To: Alex Weintz; Tammie Wright
Subject: RE: schedule addition
 
These are both in person live interviews right? (I know the second one is satellite)
 
Dana Wolpert
Director of Scheduling
Governor Mary Fallin
2300 N. Lincoln Boulevard, Suite 212
Oklahoma City, OK 73105
 
 

From: Alex Weintz 
Sent: Monday, March 28, 2011 10:23 AM
To: Tammie Wright; Dana Wolpert
Subject: schedule addition
 
Wednesday, 3/30/11
 
645 am
Interview with channel 9
Contact: 405.841.9956
location: KWTV studios, 7401 N Kelley Ave, OKC
subject: health insurance exchanges, education
 
7 am
Interview with channel 6 tulsa via satellite
Contact: 405.841.9956
Location: KWTV studios, 7401 N Kelley Ave, OKC
subject: health insurance exchanges, education
 
 
Alex Weintz
Communications Director
Office of Governor Mary Fallin
phone: (405) 522-8819
cell: (405) 535-7317
Alex.Weintz@gov.ok.gov
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From: Tammie Wright
To: Dana Wolpert
Subject: RE: schedule addition
Date: Monday, March 28, 2011 11:28:55 AM

Here’s the additional information.
 

From: Alex Weintz 
Sent: Monday, March 28, 2011 10:30 AM
To: Alex Weintz; Tammie Wright; Dana Wolpert
Subject: RE: schedule addition
 
Additional info added
 

From: Alex Weintz 
Sent: Monday, March 28, 2011 10:23 AM
To: Tammie Wright; Dana Wolpert
Subject: schedule addition
 
Wednesday, 3/30/11
 
645 am
Interview with channel 9
Contact: 405.841.9956
location: KWTV studios, 7401 N Kelley Ave, OKC
subject: health insurance exchanges, education
interview with: Stan Miller and Robin Marsh
 
 
7 am
Interview with channel 6 tulsa via satellite
Contact: 405.841.9956
Location: KWTV studios, 7401 N Kelley Ave, OKC
subject: health insurance exchanges, education
interview with: Leanne Taylor and Rich Lenz
 
 
Alex Weintz
Communications Director
Office of Governor Mary Fallin
phone: (405) 522-8819
cell: (405) 535-7317
Alex.Weintz@gov.ok.gov
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From: Tammie Wright
To: Dana Wolpert
Subject: RE: schedule addition
Date: Monday, March 28, 2011 11:28:28 AM

I’m letting you add this one. J
 

From: Alex Weintz 
Sent: Monday, March 28, 2011 10:23 AM
To: Tammie Wright; Dana Wolpert
Subject: schedule addition
 
Wednesday, 3/30/11
 
645 am
Interview with channel 9
Contact: 405.841.9956
location: KWTV studios, 7401 N Kelley Ave, OKC
subject: health insurance exchanges, education
 
7 am
Interview with channel 6 tulsa via satellite
Contact: 405.841.9956
Location: KWTV studios, 7401 N Kelley Ave, OKC
subject: health insurance exchanges, education
 
 
Alex Weintz
Communications Director
Office of Governor Mary Fallin
phone: (405) 522-8819
cell: (405) 535-7317
Alex.Weintz@gov.ok.gov
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From: Dana Wolpert
To: Alex Weintz; Tammie Wright
Subject: RE: schedule addition
Date: Monday, March 28, 2011 11:21:00 AM

These are both in person live interviews right? (I know the second one is satellite)
 
Dana Wolpert
Director of Scheduling
Governor Mary Fallin
2300 N. Lincoln Boulevard, Suite 212
Oklahoma City, OK 73105
 
 

From: Alex Weintz 
Sent: Monday, March 28, 2011 10:23 AM
To: Tammie Wright; Dana Wolpert
Subject: schedule addition
 
Wednesday, 3/30/11
 
645 am
Interview with channel 9
Contact: 405.841.9956
location: KWTV studios, 7401 N Kelley Ave, OKC
subject: health insurance exchanges, education
 
7 am
Interview with channel 6 tulsa via satellite
Contact: 405.841.9956
Location: KWTV studios, 7401 N Kelley Ave, OKC
subject: health insurance exchanges, education
 
 
Alex Weintz
Communications Director
Office of Governor Mary Fallin
phone: (405) 522-8819
cell: (405) 535-7317
Alex.Weintz@gov.ok.gov
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From: Alex Weintz
To: Alex Weintz; Tammie Wright; Dana Wolpert
Subject: RE: schedule addition
Date: Monday, March 28, 2011 10:29:45 AM

Additional info added
 

From: Alex Weintz 
Sent: Monday, March 28, 2011 10:23 AM
To: Tammie Wright; Dana Wolpert
Subject: schedule addition
 
Wednesday, 3/30/11
 
645 am
Interview with channel 9
Contact: 405.841.9956
location: KWTV studios, 7401 N Kelley Ave, OKC
subject: health insurance exchanges, education
interview with: Stan Miller and Robin Marsh
 
 
7 am
Interview with channel 6 tulsa via satellite
Contact: 405.841.9956
Location: KWTV studios, 7401 N Kelley Ave, OKC
subject: health insurance exchanges, education
interview with: Leanne Taylor and Rich Lenz
 
 
Alex Weintz
Communications Director
Office of Governor Mary Fallin
phone: (405) 522-8819
cell: (405) 535-7317
Alex.Weintz@gov.ok.gov
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From: Alex Weintz
To: Dana Wolpert
Subject: RE: schedule addition
Date: Monday, March 28, 2011 12:51:42 PM

Meaning she does not need to get there early but she does need to be in the studio sitting in a chair
at 645
 

From: Dana Wolpert 
Sent: Monday, March 28, 2011 12:10 PM
To: Alex Weintz
Subject: RE: schedule addition
 
She doesn’t have to be there early for makeup, etc…?
 
Dana Wolpert
Director of Scheduling
Governor Mary Fallin
2300 N. Lincoln Boulevard, Suite 212
Oklahoma City, OK 73105
 
 

From: Alex Weintz 
Sent: Monday, March 28, 2011 11:47 AM
To: Dana Wolpert
Subject: RE: schedule addition
 
correct
 

From: Dana Wolpert 
Sent: Monday, March 28, 2011 11:22 AM
To: Alex Weintz; Tammie Wright
Subject: RE: schedule addition
 
These are both in person live interviews right? (I know the second one is satellite)
 
Dana Wolpert
Director of Scheduling
Governor Mary Fallin
2300 N. Lincoln Boulevard, Suite 212
Oklahoma City, OK 73105
 
 

From: Alex Weintz 
Sent: Monday, March 28, 2011 10:23 AM
To: Tammie Wright; Dana Wolpert
Subject: schedule addition
 
Wednesday, 3/30/11
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645 am
Interview with channel 9
Contact: 405.841.9956
location: KWTV studios, 7401 N Kelley Ave, OKC
subject: health insurance exchanges, education
 
7 am
Interview with channel 6 tulsa via satellite
Contact: 405.841.9956
Location: KWTV studios, 7401 N Kelley Ave, OKC
subject: health insurance exchanges, education
 
 
Alex Weintz
Communications Director
Office of Governor Mary Fallin
phone: (405) 522-8819
cell: (405) 535-7317
Alex.Weintz@gov.ok.gov
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From: Denise Northrup
To: Craig Perry; Glenn Coffee; Katie Altshuler; Andrew Silvestri; Alex Weintz; Aaron Cooper
Subject: Re: story on newsok.com
Date: Thursday, March 31, 2011 1:30:22 PM

Dammit
 
From: Craig Perry 
Sent: Thursday, March 31, 2011 01:20 PM
To: Denise Northrup; Glenn Coffee; Katie Altshuler; Andrew Silvestri; Alex Weintz; Aaron Cooper 
Subject: story on newsok.com 
 

Oklahoma Senate won't hear health insurance exchange bill

Gov. Mary Fallin has supported the bill.

 BY JOHN ESTUS Capitol Bureau jestus@opubco.com   
Published: March 31, 2011

The Senate won't hear a bill championed by Gov. Mary Fallin that would help
create an online state health insurance exchange, Senate Pro Tem Brian
Bingman said today.

House Bill 2130 would set up a board to oversee development of a website for
Oklahomans to shop for health insurance policies. The website is commonly
referred to as a health care exchange.

The new federal health care law passed last year calls for health insurance
exchanges.

Oklahoma Republicans have been divided on whether the state should create
the exchange. Many oppose it because the state has sued the federal
government to challenge the constitutionality of the health care law.

“I want to make it plain that the Senate Republicans are not for the
Obamacare,” Bingman said.

Bingman, R-Sapulpa, said he has not spoken with Fallin yet about the
decision not to hear HB 2130 in the Senate.

Fallin has been criticized by fellow Republicans for accepting $54 million in
federal money to create the exchange despite voting against the health care bill
while she was in Congress and supporting Oklahoma's lawsuit challenging the
health care law.
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While defending her support for the exchange earlier this week, Fallin said the
health care law is, for now, “the law of the land” and that the state is required
to follow it.

1938



From: Monica Houston
To: Aaron Cooper; Tammie Wright; Dana Wolpert
Subject: RE: update - Greta interview tonight
Date: Tuesday, November 20, 2012 3:36:53 PM
Attachments: image002.png

Thanks Aaron!
I will add this to the Calendar.
 
Monica Houston
 

From: Aaron Cooper 
Sent: Tuesday, November 20, 2012 3:28 PM
To: Tammie Wright; Dana Wolpert; Monica Houston
Subject: update - Greta interview tonight
 
UPDATED time of interview (9:30 pm CST)
 
Location:  Cox Communication Studios, 400 Hudiburg Circle in OKC
 
All times Central:
 
9:15 p.m. – Arrive at Cox Studios
9:30 p.m. – LIVE interview with Greta
9:40 p.m. – Interview concludes
 
Topic:  decision to not pursue a state-based health insurance exchange or expand
Medicaid in Oklahoma
 
______________________________________
Aaron Cooper
Press Secretary
Governor Mary Fallin
aaron.cooper@gov.ok.gov
t - (405) 522-8878
c - (405) 759-0468
 
Find Gov. Fallin on:
 

   
 
On the Web:  www.governor.ok.gov
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From: Denise Northrup
To: Katie Altshuler; Glenn Coffee; Andrew Silvestri; Steve Mullins
Cc: Alex Weintz
Subject: Re: Updated Info. From OHCA re/ Costs of Medicaid Expansion
Date: Wednesday, July 11, 2012 8:17:59 PM

Wow
 
From: Katie Altshuler 
Sent: Wednesday, July 11, 2012 05:06 PM
To: Denise Northrup; Glenn Coffee; Andrew Silvestri; Steve Mullins 
Cc: Alex Weintz 
Subject: Updated Info. From OHCA re/ Costs of Medicaid Expansion 
 
Please see last note...
 
From: Cindy Roberts [mailto:Cindy.Roberts@okhca.org] 
Sent: Wednesday, July 11, 2012 05:02 PM
To: Katie Altshuler 
Cc: Nico Gomez <Nico.Gomez@okhca.org> 
Subject: RE: Hello! 
 
Katie –
The first document includes maps of where we believe the “new” eligibles would be (by county). 
There are actually three maps – one representing 100% enrollment, one representing 75%, and one
at 57%.
 
The second document provides you information about the eligibles, economic impact, reduced
uncompensated care, federal matching rates, etc.  (I provided notes on the second page to explain
the numbers on the first page.)  Also, wanted to point out that we did use the 2007 economic
impact study - - newer IMPLAN values are not available at this time (ie, for tax revenue).  We did
talk with the OTC regarding this and they believe, because of other factors occurring since 2007,
that the number we have would be pretty well on target.
 
And, then on another note, we learned today that this will be an “opt-out” eligibility group rather
than an “opt-in”.  This changes things a bit now; in order to “opt-out” we would probably need
legislation.
 
Let me know if you have any questions.
Cindy
 
Cindy Roberts, CPA, CGFM 
Deputy, Chief Executive Officer
Oklahoma Health Care Authority / Policy, Planning & Integrity
(405) 522-7253 
cindy.roberts@okhca.org
 
 
From: Katie Altshuler [mailto:Katie.Altshuler@gov.ok.gov] 
Sent: Wednesday, July 11, 2012 4:24 PM
To: Cindy Roberts
Subject: Re: Hello!
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Indeed!!!
 
From: Cindy Roberts [mailto:Cindy.Roberts@okhca.org] 
Sent: Wednesday, July 11, 2012 04:22 PM
To: Katie Altshuler 
Subject: RE: Hello! 
 
Can I have abt 20 minutes?  Promise.
 
Cindy Roberts, CPA, CGFM 
Deputy, Chief Executive Officer
Oklahoma Health Care Authority / Policy, Planning & Integrity
(405) 522-7253 
cindy.roberts@okhca.org
 
 
From: Katie Altshuler [mailto:Katie.Altshuler@gov.ok.gov] 
Sent: Wednesday, July 11, 2012 4:22 PM
To: Cindy Roberts
Cc: Nico Gomez
Subject: Re: Hello!
 
Sorry to harass, just checking back in, I am hoping to print copies before I leave the office today of
whatever you send to take with me to the Governor, thanks!
 
From: Cindy Roberts [mailto:Cindy.Roberts@okhca.org] 
Sent: Wednesday, July 11, 2012 12:42 PM
To: Katie Altshuler 
Cc: Nico Gomez <Nico.Gomez@okhca.org> 
Subject: RE: Hello! 
 
Sure.  Let me put some finishing touches on it and I will get it to you.
 
Cindy Roberts, CPA, CGFM 
Deputy, Chief Executive Officer
Oklahoma Health Care Authority / Policy, Planning & Integrity
(405) 522-7253 
cindy.roberts@okhca.org
 
 
From: Katie Altshuler [mailto:Katie.Altshuler@gov.ok.gov] 
Sent: Tuesday, July 10, 2012 4:48 PM
To: Cindy Roberts
Cc: Nico Gomez
Subject: Hello!
Importance: High
 
I am leaving for the National Governors Association Annual meeting on Thursday morning and will
be briefing Governor Fallin when I arrive re/ PPACA. I wanted to see if there is anyway I can the
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information we requested by tomorrow? Thank you! Katie
 
Katie Altshuler, Policy Director
Office of Governor Mary Fallin
2300 North Lincoln Boulevard, Suite 212
Oklahoma City, Oklahoma 73105
405.521.2342
katie.altshuler@gov.ok.gov

 
 
=================================================== DISCLAIMER - This
e-mail message, including any attachments, is for the sole use of the intended recipient(s)
and may contain confidential and privileged information. If you are not the named addressee
you should not disseminate, distribute or copy this e-mail. Please notify the sender
immediately by e-mail if you have received this e-mail by mistake and delete this e-mail
from your system. The sender does not accept liability for any errors or omissions in the
contents of this message, which arise as a result of e-mail transmission. If verification is
required please request a hard-copy version.
===================================================
DISCLAIMER - This e-mail message, including any attachments, is for the sole use of
the intended recipient(s) and may contain confidential and privileged information. If
you are not the named addressee you should not disseminate, distribute or copy this
e-mail. Please notify the sender immediately by e-mail if you have received this e-
mail by mistake and delete this e-mail from your system. The sender does not
accept liability for any errors or omissions in the contents of this message, which
arise as a result of e-mail transmission. If verification is required please request a
hard-copy version.
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From: Denise Northrup
To: Cody Inman
Subject: Re: URGENT Obamacare fight in Oklahoma!
Date: Wednesday, November 14, 2012 3:32:17 PM

Thanks, please circulate to me, Katie and Alex

On Nov 14, 2012, at 1:24 PM, Cody Inman <Cody.Inman@gov.ok.gov> wrote:

Working a number count right now -- lots of call and email hits on Obamacare/
Expansion / Insurance exchange.
 

From: denisenorthrup@  
Sent: Wednesday, November 14, 2012 3:17 PM
To: Cody Inman
Subject: Fw: Fwd: URGENT Obamacare fight in Oklahoma!
 
Had many calls?
Sent via BlackBerry by AT&T

From: Jennifer Carter 
Date: Wed, 14 Nov 2012 15:09:36 -0600
To: Denise Northrup<denisenorthrup
Subject: Fwd: URGENT Obamacare fight in Oklahoma!
 
FYI 

Sent from my iPhone

Begin forwarded message:

From: Steve Dickson <
Date: November 14, 2012, 2:36:26 PM CST
To: JENNIFER 
Subject: URGENT Obamacare fight in Oklahoma!
Reply-To: Steve Dickson <

URGENT

Time is short - contact Governor Fallin's office and let her know you
appreciate her firm stand in the past against Obamacare. 
Now is the time to say NO to the insurance exchanges required to
create it at the state level, as well as the expansion of Medicaid
Senator Coburn warned us about.

Call the Governor's office at 405-521-2342 and let her know what
you think!
==============================================
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Unsubscribe j  from this list:
http://stevedickson.us4.list-manage1.com/unsubscribe?
u=206b730cd53c6ebe8637a10b2&id=fb43516f01&e=857e94adfe&c=b882ca69c1
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From: Michelle Waddell
To: Dana Wolpert; Katie Altshuler; Andrew Silvestri
Subject: REPLY #2: LISTEN TO THIS PHONE CALL
Date: Wednesday, September 05, 2012 10:57:05 AM

For what it’s worth – Snopes says it is not true….
 

From: Dana Wolpert 
Sent: Wednesday, September 05, 2012 10:15 AM
To: Katie Altshuler; Andrew Silvestri; Michelle Waddell
Subject: FW: LISTEN TO THIS PHONE CALL
 
FYI, from Dr. Hook.
 
Dana Wolpert
Director of Scheduling
Governor Mary Fallin
2300 N. Lincoln Boulevard, Suite 212
Oklahoma City, OK 73105
 

From: Dr. Carl Hook, MD [ m] 
Sent: Thursday, August 30, 2012 5:09 PM
To: Dana Wolpert
Cc: Ken King; John Robinson
Subject: FW: LISTEN TO THIS PHONE CALL
 
Dana,
This is a very interesting telephone call from a neurosurgeon in Chicago discussing the
‘ethics/treatment’ panels to be formed to dictate care that will be resulting from PPACA (Obama
Care). Please listen to the call.  I thought Governor Fallin would be interested in hearing this and I am
sending to you hoping you will be able to forward it to her.  Thank you very much; I certainly
appreciated your assistance in the scheduling process for the Governor to speak at our recent
EXPLORE: OK Healthcare Summit presented by PLICO August 9, 10.  She helped make it an
overwhelming success for 375 registrants and 60+ exhibitors attending this first time Summit.
 
Sincerely,
 
Carl Hook, M.D.
President and CEO
PLICO
 
 
 

Subject: LISTEN TO THIS PHONE CALL

As Sarah Palin and others asserted, it appears under Obamacare there will
indeed be "Death Panels".

While our shared abhorrence of such a practice is almost unanimous, the

1945



idea of making certain cost/benefit decisions regarding healthcare should
not necessarily be completely ruled out.  Of course even if we agree there
are times when "withholding" care would save both money and pain and
misery, we'd still have to think hard about who sits on these panels. 

I've personally known dozens of people who were 100% certain to die of
cancer in the near term, but they were still given very expensive chemo-
therapies and other interventions that, not only would not save them, but
would make them horribly ill and debilitated for the short time they had left
to live.  Some argue that even when it's certain that a person is going to die
from his illness, we should not remove all hope from him.  But of course this
only postpones the day when the patient must end his denial and come to
acceptance of his demise.  So I've always had bad feelings about cases where
patients were placed on debilitating chemotherapy and given other
treatments that only made them too ill to enjoy what few weeks or months
they had left.  This change in thinking/ethics (I think it's unethical to do this
to people)...but this change with cancer patients alone would save billions of
dollars.  And of course the same is true with other terminal illnesses as well. 
Too frequently continuing painful, debilitating medical care just prolongs
suffering while doctors, hospitals and especially pharmaceutical and high
tech medical equipment companies make profits.

Also there's the data showing that frequently 80% of the cumulative costs
for an individual's healthcare occur during the last 90 days of life.  Does that
make sense?

Here's a call from a neurosurgeon who had just attended a symposium on
how Obamacare will work, a preview of what's coming.  It's really scary to
think that a panel, probably consisting of doctors with administrative
mindsets and corporate bean counters, will be deciding whether a patient
receives the surgery that would normally be provided or just given palliative
care so he'll be comfortable while he's waiting to die.  

But I suppose this will drive the costs of Medicare down, since all that can
afford to go the private insurance route will leave Medicare. 

 
 
*******************************************************************************
 
The information contained in this email message, and any files transmitted 
with
it, is confidential and may be legally privileged. It is intended only for 
the
use of the individuals or entities named above. If the reader of this 
message is
not the intended recipient, or the employee or agent responsible to deliver 
it
to the intended recipient, you are hereby notified that any dissemination,
distribution or forwarding of this email message is strictly prohibited. If 
you
have received this email message in error, please notify the sender and 
delete
the material from any computer.
 
Thank you.
 
*******************************************************************************
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From: Michelle Waddell
To: Dana Wolpert; Katie Altshuler; Andrew Silvestri
Subject: REPLY: LISTEN TO THIS PHONE CALL
Date: Wednesday, September 05, 2012 10:52:43 AM

Is this legitimate? 
Katie – will you discuss w/GMF or do I need to ensure that she gets the info?  I will do nothing until
& unless I hear from you.
Thanks.
 

From: Dana Wolpert 
Sent: Wednesday, September 05, 2012 10:15 AM
To: Katie Altshuler; Andrew Silvestri; Michelle Waddell
Subject: FW: LISTEN TO THIS PHONE CALL
 
FYI, from Dr. Hook.
 
Dana Wolpert
Director of Scheduling
Governor Mary Fallin
2300 N. Lincoln Boulevard, Suite 212
Oklahoma City, OK 73105
 

From: Dr. Carl Hook, MD [  
Sent: Thursday, August 30, 2012 5:09 PM
To: Dana Wolpert
Cc: Ken King; John Robinson
Subject: FW: LISTEN TO THIS PHONE CALL
 
Dana,
This is a very interesting telephone call from a neurosurgeon in Chicago discussing the
‘ethics/treatment’ panels to be formed to dictate care that will be resulting from PPACA (Obama
Care). Please listen to the call.  I thought Governor Fallin would be interested in hearing this and I am
sending to you hoping you will be able to forward it to her.  Thank you very much; I certainly
appreciated your assistance in the scheduling process for the Governor to speak at our recent
EXPLORE: OK Healthcare Summit presented by PLICO August 9, 10.  She helped make it an
overwhelming success for 375 registrants and 60+ exhibitors attending this first time Summit.
 
Sincerely,
 
Carl Hook, M.D.
President and CEO
PLICO
 
 
 

Subject: LISTEN TO THIS PHONE CALL

1947



As Sarah Palin and others asserted, it appears under Obamacare there will
indeed be "Death Panels".

While our shared abhorrence of such a practice is almost unanimous, the
idea of making certain cost/benefit decisions regarding healthcare should
not necessarily be completely ruled out.  Of course even if we agree there
are times when "withholding" care would save both money and pain and
misery, we'd still have to think hard about who sits on these panels. 

I've personally known dozens of people who were 100% certain to die of
cancer in the near term, but they were still given very expensive chemo-
therapies and other interventions that, not only would not save them, but
would make them horribly ill and debilitated for the short time they had left
to live.  Some argue that even when it's certain that a person is going to die
from his illness, we should not remove all hope from him.  But of course this
only postpones the day when the patient must end his denial and come to
acceptance of his demise.  So I've always had bad feelings about cases where
patients were placed on debilitating chemotherapy and given other
treatments that only made them too ill to enjoy what few weeks or months
they had left.  This change in thinking/ethics (I think it's unethical to do this
to people)...but this change with cancer patients alone would save billions of
dollars.  And of course the same is true with other terminal illnesses as well. 
Too frequently continuing painful, debilitating medical care just prolongs
suffering while doctors, hospitals and especially pharmaceutical and high
tech medical equipment companies make profits.

Also there's the data showing that frequently 80% of the cumulative costs
for an individual's healthcare occur during the last 90 days of life.  Does that
make sense?

Here's a call from a neurosurgeon who had just attended a symposium on
how Obamacare will work, a preview of what's coming.  It's really scary to
think that a panel, probably consisting of doctors with administrative
mindsets and corporate bean counters, will be deciding whether a patient
receives the surgery that would normally be provided or just given palliative
care so he'll be comfortable while he's waiting to die.  

But I suppose this will drive the costs of Medicare down, since all that can
afford to go the private insurance route will leave Medicare. 

 
 
*******************************************************************************
 
The information contained in this email message, and any files transmitted 
with
it, is confidential and may be legally privileged. It is intended only for 
the
use of the individuals or entities named above. If the reader of this 
message is
not the intended recipient, or the employee or agent responsible to deliver 
it
to the intended recipient, you are hereby notified that any dissemination,
distribution or forwarding of this email message is strictly prohibited. If 
you
have received this email message in error, please notify the sender and 
delete
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the material from any computer.
 
Thank you.
 
*******************************************************************************
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From: 
To: 
Subject: 

Andrew Silvestri 
Katie Altshuler; Denise Northruo; Alex Weinl2; Glenn Coffee 
RGPPC Call on Medicaid Opinion 

Note: The GMT offset above does not reflect daylight saving time adjustments. 

All: Quick update on the Medicaid opinion. 

. We will host a call at 4:30 EST today to discuss moving parts with a team of experts .•••• 

We many of you are torn with what to say regarding the Medicaid expansion piece in your public states. We request 
that you continue indicate that your state is studying the opinion. We will discuss this today on the call. We will discuss Medicaid 
expansion, MOEs, healthcare exchanges and a number of other questions you might have. While the expansion piece is voluntary, 
Medicaid is still a regulatory mess and other pieces of PPACA for states appear to be intact. 

Thanks, 
Marie 

More: 
http://www .scotusblog.com/20 12/06/ court -holds-that -states-have -choice-whether -to-join -medicaid -expansion/ 

Court holds that states have choice whether to join medicaid expansion 
The Court's decision on the constitutionality of the Medicaid expansion is divided and complicated. The bottom line is that: (1) 
Congress acted constitutionally in offering states funds to expand coverage to millions of new individuals; (2) So states can agree to 
expand coverage in exchange for those new funds; (3) If the state accepts the expansion funds, it must obey by the new rules and 
expand coverage; ( 4) but a state can refuse to participate in the expansion without losingall of its Medicaid funds; instead the state will 
have the option of continue the its current, unexpanded plan as is. 

The votes for this outcome are divided among several opinions. Three Justices - the Chief, Justice Kagan, and Justice Breyer- took 
the position that depriving a state of all of its Medicaid funding for refusing to agree to the new expansion would exceed Congress's 
power under the Spending Clause. Although Congress may attach conditions to federal funds, they concluded, it may not coerce states 
into accepting those conditions. And in this case, taking away all the states' funds for the entirety of its Medicaid program just because 
it disagreed with a piece of the program would be coercive. But the remedy for that constitutional violation is not to declare the 
expansion unconstitutional -such that even states that want to participate would not have the option. Instead, the plurality held that 
the provision of the statute that authorized the Government to cut off all funds for non-compliance with the expansion was 
unconstitutional. The result is that states can choose to participate in the expansion, must comply with the conditions attached to the 
new expansion funds if they take that new money, but states can also choose to continue to participate only in the unexpanded 
version of the program if they want. 

Justices Ginsburg and Sotomayor would have held the entire expansion program constitutional, even the provision threatening to cut 
off all funding unless states agreed to the expansion. Their votes created a majority for the proposition that the overall expansion was 
constitutional, and that states could choose to participate in the expansion and would have to comply with the expansion conditions if 
they did. 

But there was still no majority about what to do about the states that do not want to participate in the expansion -the Chief Justice's 
3-Justice plurality voted to strike down the provision allowing the Government to withhold all funds from states that reject the 
expansion; Justices Ginsburg and Sotomayor voted to uphold it. 

The deadlock was broken by the dissenters. Justice Scalia - writing on behalf of himself, and Justices Kennedy, Thomas, and Alito
agreed with the Chiefs plurality that the threat to withhold all funds was unconstitutionally coercive. But they would have held that 
the consequence is that the entire expansion program should be stricken. The result would have been that even states that wanted to 
participate in the program could not. The plurality's approach of simply striking down the provision that allowed withholding all funds if 
the state refused the expansion was, in the dissenters' view, tantamount to rewriting the statute. 

At this point, that meant that there were 2 votes to uphold the expansion in its entirety, 4 votes to strike the entire expansion down, 
and 3 votes to strike down only the provision withholding all funds for non-compliance with the expansion mandate. So where does 
that leave things? 

Fortunately (for the sake of clarity at least), Justices Ginsburg and Sotomayor resolved the ambiguity by voting with the plurality on 
the remedy question. That is, these Justices voted that if the statute was unconstitutionally coercive, then the remedy would be only 
to strike down the aU-or-nothing sanction. 

The consequence was a bottom line of 7 Justices - the Chief, Breyer, Kagan and the four dissenters - finding the expansion 
unconstitutional. But a different majority - the Chief, Ginsburg, Breyer, Sotomayor and Kagan - held that the remedy for the violation 
was to strike down only the provision allowing the federal government to withhold all Medicaid funds unless a state agrees to the 
expansion. 
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Marie Thomas Sanderson
Policy Director
Republican Governors Association (RGA)
 HYPERLINK "mailto:MSanderson@rga.org" MSanderson@rga.org
Republican Governors Public Policy Committee (RGPPC)
 HYPERLINK 
Office (202) 464- 8556
Cell (  
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From: Katie Altshuler
To: Denise Northrup
Cc: Dana Wolpert; Tammie Wright; Monica Houston; Scott Mason
Subject: Sceduling a Call
Date: Saturday, November 10, 2012 3:52:42 PM

Any chance Governor could be available to talk to Gov Markell from 3-3:15 ET on Tuesday re/ next
steps for NGA on PPACA, fiscal cliff, etc.?
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From: Alex Weintz
To: Tammie Wright; Dana Wolpert
Subject: schedule addition
Date: Monday, March 28, 2011 10:23:29 AM

Wednesday, 3/30/11
 
645 am
Interview with channel 9
Contact: 405.841.9956
location: KWTV studios, 7401 N Kelley Ave, OKC
subject: health insurance exchanges, education
 
7 am
Interview with channel 6 tulsa via satellite
Contact: 405.841.9956
Location: KWTV studios, 7401 N Kelley Ave, OKC
subject: health insurance exchanges, education
 
 
Alex Weintz
Communications Director
Office of Governor Mary Fallin
phone: (405) 522-8819
cell: (405) 535-7317
Alex.Weintz@gov.ok.gov
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From: Alex Weintz
To: Dana Wolpert
Subject: schedule addition
Date: Tuesday, April 19, 2011 4:42:25 PM

Tomorrow:
3:45 p-4 pm (this will push back appointments)
Call Kate Pickert with Time Magazine
Number: 212-522-3731
subject: health insurance exchange
 
Alex Weintz
Communications Director
Office of Governor Mary Fallin
phone: (405) 522-8819
cell: (405) 535-7317
Alex.Weintz@gov.ok.gov
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From: Alex Weintz
To: Dana Wolpert
Cc: Denise Northrup; Aaron Cooper; Alex Gerszewski
Subject: schedule addition: media tomorrow morning
Date: Tuesday, April 19, 2011 11:22:34 AM

Wed 4/20
6 am arrive at channel 4 for LIVE interview
(interview begins at approximately 6:08 am)
Contact: 405-478-6337
Address: 444 E Britton Rd

Subject: 100 days
 
6:35 AM arrive at channel 9 for LIVE interview
(interview begins at approximately 6:45 am)
Contact: 405-843-6641
Address: 7401 N Kelley Ave
Subject: 100 days
 
7 am LIVE interview via satellite with channel 6 (same location)
Contact: 405-843-6641
Address: Channel 9 studios, 7401 N Kelley Ave
Subject: 100 days
 
7:18 am LIVE call-in with Pat Campbell of KFAQ
(interview begins at 7:20 am, concludes at 730 am)
Call-in: 918-743-3557
Subject: health insurance exchanges
 
7:43 am LIVE call-in with Reid Mullins of KTOK
(interview begins at 7:45)
Call-in: 405-858-1439
Subject: 100 days, pro-life bills
 
 
Alex Weintz
Communications Director
Office of Governor Mary Fallin
phone: (405) 522-8819
cell: (405) 535-7317
Alex.Weintz@gov.ok.gov
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From: Monica Block
To: Dana Wolpert
Subject: Schedule UPDATE for Aspen
Date: Wednesday, July 25, 2012 5:09:50 PM

Dana,
 
We are excited that Governor Romney will now be joining us in Aspen next week.  Due to his
attendance, there are going to be a few changes to the RGA schedule that I wanted to make you
aware of as well as an additional ask that we’d like your Governor to attend.   I’ve pasted
below our schedule, and highlighted where we would now like your Governor to join Governor
Romney.  His attendance is not public, but we wanted the Governors to know.  Can you please
review this and let me know if your Governor will participate in these new events?
 
Please let me know if you have any questions!
 
Sincerely,
Monica 
 
 
WEDNESDAY, AUGUST 1, 2012
 
6:00 PM – 7:00 PM                The Aspen Institute: A Conversation with Republican
Governors - PLEASE NOTE THAT THIS EVENT IS OPEN TO THE PRESS

The 2012 Aspen Institute McCloskey Speaker Series welcomes
Republican governors in conversation with Aspen Institute
President and CEO Walter Isaacson.
Location:         The Aspen Institute – Greenwald Pavilion

1000 North Third Street
                                                                        Aspen, CO 81611

Speakers:         Governor Bob McDonnell, Virginia, RGA
Chairman

Governor Scott Walker, Wisconsin
Governor Nikki Haley, South Carolina

                                                                        Governor Bobby Jindal, Louisiana
                                                                        Governor Chris Christie, New Jersey, RGA Vice
Chairman

Walter Isaacson, President and CEO, The Aspen
Institute,

Washington, DC
 
7:30 PM                                  Welcome Reception & Dinner

Location:         The St. Regis Aspen Resort – Fountain Courtyard
Speakers:         Governor Susana Martinez, New Mexico

Governor Rick Perry, Texas
Governor Scott Walker, Wisconsin

 
THURSDAY, AUGUST 2, 2012
 
8:30 AM – 9:30 AM               Breakfast and 2012 Political Update
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RGA Executive Director Phil Cox will provide a political update on
the 2012 election cycle and attendees will hear from candidates for
governor from Montana and Washington.
Location:         The St. Regis Aspen Resort – Astor II
Speakers:         Phil Cox, RGA Executive Director
                        The Honorable Rick Hill, 2012 Candidate for

Governor,
Montana

                        Attorney General Rob McKenna, 2012 Candidate
for

Governor, Washington
 

9:45 AM – 10:45 AM             Panel Discussion I: Obamacare After the SCOTUS Decision:
What’s Next?

On June 28, the Supreme Court ruled on the Patient Protection and
Affordable Care Act (PPACA) upholding the individual mandate as
a tax, but limiting the power of the federal government to coerce
state Medicaid expansions. Regarding the Medicaid expansion, the
court ruled that the government could not compel states to expand
Medicaid by threatening to withhold federal money to existing
Medicaid programs. This presents an opportunity for governors to
opt out of the expansion without losing their existing share of
federal Medicaid funding. Within hours of the decision, Republican
governors in several states said they were likely to oppose
expanding the program. In addition to the Medicaid piece,
governors must also decide whether to establish a state-
administered health insurance exchange. This panel examines the
decisions confronting governors, along with the remaining political,
regulatory and legal uncertainties surrounding the law and its
impact on businesses.
Location:         The St. Regis Aspen Resort – Astor II
Speakers:         Governor Gary Herbert, Utah

                                                            Governor Bobby Jindal, Louisiana
Michael Neidorff, Chairman and CEO, Centene

Corporation, St. Louis, MO
                                                                        Dr. George Rapier, Chairman and CEO, WellMed
Medical

Management, Inc., San Antonio, TX
 

11:00 AM – 12:00 PM            Panel Discussion II: State Solutions: Economic Growth in the
Obama Era

Republican governors are providing a clear contrast to the failed
economic policies of the Obama administration.  Under President
Obama, the nation has endured 41 consecutive months with the
unemployment rate over 8 percent and the most recent quarter was
the worst quarter of job creation in 2 years.  Despite the national
headwinds, GOP-led states are experiencing economic success.
States with Republican governors are adding jobs at a faster pace
than their Democratic counterparts and states that elected new
Republican governors in 2010 have seen their unemployment rates
drop nearly 50 percent more than states with new Democratic
governors. In July, CNBC released its annual list of best states for
business, and Republican governors led the way.  CNBC found that
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12 of the 15 top states for business have GOP governors. Instead of
emulating the policies of Republican governors which encourage
entrepreneurship and job creators, the Obama administration
continues to impede upon the states with overregulation and the
threat of higher taxes.  This panel explores how governors can
work with business leaders to ensure the private sector adds jobs
despite the federal government’s overreach.
Location:         The St. Regis Aspen Resort – Astor II
Speakers:         Governor Bob McDonnell, Virginia, RGA

Chairman
Governor Mary Fallin, Oklahoma

                        Governor Rick Perry, Texas

Alan Gocha, Managing Partner, ETC Capital, LLC

Ross Perot, Jr., Chairman, Hillwood Development
Company,

Dallas, TX

 
12:15 PM – 1:15 PM              Luncheon: Governors’ Races and the 2012 Battlegrounds

With 11 states holding governors’ races this November, the RGA is
in position to expand its majority and make a major impact on the
2012 elections. Many of the states where RGA will engage are also
critical Presidential and Senate battleground states.  As shown in
the Wisconsin recall election, the RGA and ideologically-aligned
groups are able to work together, and their efforts benefit
candidates up and down the ballot. This panel will explore the 2012
political landscape and the interplay between gubernatorial and
federal races.
Location:         The St. Regis Aspen Resort – Fountain Courtyard
Speakers:         Phil Cox, RGA Executive Director

Ed Gillespie, Founder, Ed Gillespie Strategies;
Senior Advisor,

Romney for President; Chairman, RSLC;
 Former Chairman, RNC; Former
Chairman, Republican Party of Virginia,
Alexandria, VA

Karl Rove, Former Deputy Chief of Staff and Senior
Advisor

to President George W. Bush; Author,
Courage and Consequence; Fox News
Contributor; Wall Street Journal Columnist,
Washington, DC

 
1:45 PM – 4:45 PM                 Optional Activities

Location:         Off-site; Departing from The St. Regis Aspen Resort
 
4:00 PM – 5:00 PM               Romney for President Roundtable with Governor Mitt
Romney and RGA Governors - PLEASE NOTE THAT THIS EVENT IS OPEN TO THE
PRESS
                                                Location:         TBD (30 minutes away from the St. Regis)
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Please hold this on your Governor’s schedule for now.  We hope to have more details
shortly!  Due to the timing, we do not believe that any of the Governors will be able to
participate in the optional activities
 
5:30 PM – 6:15 PM               Romney for President Fundraiser
                                                Location:         The St. Regis Aspen Resort – Room TBD
Please have your Governor plan to stop by this fundraiser prior to going to their assigned
Parlor at 5:45 PM.
 
5:45 PM – 6:30 PM                Governors Parlors

Please join our Republican governors for a newly created reception
opportunity to mix and mingle in a more intimate setting before we
depart for Pine Creek Cookhouse. Each of the two parlors will host
three to four governors, and attendees are welcome and
encouraged to visit both parlors.

                                                Location:         The St. Regis Aspen Resort – Aspen, Highlands and
Buttermilk

 
7:00 PM                                  Reception & Dinner

Location:         Pine Creek Cookhouse
11399 Castle Creek Road 
Aspen, CO 81611

Speakers:         Governor Mitt Romney
Governor Bob McDonnell, Virginia, RGA

Chairman
Governor Chris Christie, New Jersey, RGA Vice

Chairman
Fred Malek, Founder and Chairman, Thayer
Lodging

Group, McLean, VA; Executive Roundtable
Chairman

 
 
Monica Block
Governors Liaison
Republican Governors Association
1747 Pennsylvania Avenue, NW, Suite 250, Washington, DC 20006
202.662.4159 direct |   cell | 202.662.4926 fax
mblock@rga.org
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From: Aaron Cooper
To: Tammie Wright; Dana Wolpert; Monica Houston
Subject: update - Greta interview tonight
Date: Tuesday, November 20, 2012 3:27:50 PM
Attachments: image002.png

UPDATED time of interview (9:30 pm CST)
 
Location:  Cox Communication Studios, 400 Hudiburg Circle in OKC
 
All times Central:
 
9:15 p.m. – Arrive at Cox Studios
9:30 p.m. – LIVE interview with Greta
9:40 p.m. – Interview concludes
 
Topic:  decision to not pursue a state-based health insurance exchange or expand
Medicaid in Oklahoma
 
______________________________________
Aaron Cooper
Press Secretary
Governor Mary Fallin
aaron.cooper@gov.ok.gov
t - (405) 522-8878
c - (405) 759-0468
 
Find Gov. Fallin on:
 

   
 
On the Web:  www.governor.ok.gov
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From: Craig Perry
To: Dana Wolpert; Tammie Wright
Cc: Craig Perry
Subject: update for breakfast
Date: Thursday, May 10, 2012 4:07:18 PM

I still need to add one senator….
 

Representatives:
 
Jeff Hickman:  Lives in Dacoma.  Elected in 2004.  Serves as the House Speaker
Pro Tempore.  He is married and has three kids.
 
Dennis Johnson:  Lives in Duncan.  Elected in 2006.  Serves as Chairman of the
House General Government Committee.  He is married to Susan and they have
three children, and two grandchildren.
 
Sally Kern:  Lives in Oklahoma City.  Elected in 2004.  Serves as the Chair of the
House Long-term Care and Senior Services Committee.  She is married to Dr.
Steve Kern, and they have two sons, and a grandson. 
 

Mark McCullough:  Lives in Sapulpa.  Elected in 2006.  Serves as the Vice-Chair
of the House Appropriations Subcommittee on Judiciary.  Last year he was very
supportive on the healthcare exchange and the governor’s agenda.  He is
married to Charlotte and they have two children, Everett and Clayton.     
 
Todd Russ:  Lives in Cordell.  Elected in 2010.  Serves as the Vice-Chair of the
House Agriculture Committee.  He is married to Khristy and they have three
children, Ryan, Lacey and Lauren.
 
House Staff:
Jonathon Buxton
 
Senators:
 
Clark Jolley:  Lives in Edmond.  Elected in 2004.  Appropriations Chairman.   He
is carrying the Office of Accountability bill this year.  Last year he carried the A-
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F grading system for schools, the social promotion bill, and the bill to
consolidate the Civil Rights office to AG's office.  He is married and has two
children.

Jonathan Nichols:  Lives in Norman.  Elected in 2000.  He is term limited this
year.  Serves as the Chairman of the Appropriations Subcommittee on Public
Safety and Judiciary, and Vice-Chair of the Rules Committee.  Married to
Talitha and they have a daughter, Jessica.
 
Steve Russell:  Lives in Oklahoma City.  Elected in 2008.  This is his last year in
office.   Served 21 years in the Army.  He is married to Cindy, and has five
children.
 
Senate Staff:
Trait Thompson
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From: Alex Weintz
To: Katie Altshuler; denisenorthrup ; Glenn Coffee ( ; Glenn Coffee; Denise Northrup
Cc: Aaron Cooper; Alex Weintz; aweintz
Subject: updated draft re: health insurance exchanges and medicaid
Date: Saturday, November 17, 2012 6:01:33 PM

PRESS RELEASE
 
Governor Fallin today released the following statement announcing that Oklahoma will not
pursue the creation of a state-based exchange or participate in the Medicaid expansion in the
Patient Protection and Affordable Care Ac (PPACA):
 
For the past few months, my staff and I have worked with other lawmakers, Oklahoma
stakeholders and health care experts across the country to determine the best course of action
for Oklahoma in regards to both the possible creation of a health insurance exchange and the
expansion of Medicaid under the Affordable Care Act. Our priority has been to ascertain
what can be done to increase quality and access to health care, contain costs, and do so
without placing an undue burden on taxpayers or the state. As I have stated many times
before, it is my firm belief that PPACA fails to further these goals, and will in fact decrease
the quality of health care across the U.S. while contributing to the nation’s growing deficit
crisis.
 
Despite my ongoing opposition to the federal health care law, the state of Oklahoma is
legally obligated to either build an exchange that is PPACA compliant and approved by the
Obama Administration, or to open the door to an exchange run by the federal government.
This choice has been forced on the people of Oklahoma despite the fact that voters have
overwhelmingly expressed their opposition to the federal health care law through their
support of State Question 756, the passage of which has made it unconstitutional to
implement key components of PPACA. 
 
 
After careful consideration, I have today informed Secretary of Health Katherine Sebellius
that Oklahoma will not pursue the creation of its own health insurance exchange. Any
exchange that is PPACA compliant will necessarily be ‘state-run’ in name only and would
require Oklahoma resources, staff and tax dollars to implement. It does not benefit
Oklahomans to actively support, fund and attach their names to a policy that we do not want,
and that we believe will have catastrophic consequences for health care throughout the
United States.
 
I have also today informed the federal government that Oklahoma will not be participating in
the Obama Administration’s proposed expansion of Medicaid. Such an expansion would
increase the burden on our state budget and would further our reliance on federal money that
may or may not be available in the future. Massive new costs associated with the Medicaid
expansion would also require cuts to other important government priorities, such as education
and public safety. Furthermore, the proposed Medicaid expansion offers no meaningful
reform to a system that people of all ideological stripes have criticized as inflexible and
inefficient.
 
Moving forward, the state of Oklahoma will pursue two actions simultaneously. The first will
be to continue our support for Oklahoma Attorney General Scott Pruitt ongoing legal
challenge of the ACA. General Pruitt’s lawsuit raises different Constitutional questions than
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previous legal challenges, and both he and I remain optimistic that Oklahoma’s challenge can
succeed.  

Our second and equally important task will be to pursue state-based solutions that improve
health outcomes and reduce costs for Oklahoma families. Serious reform, for instance, should
be pursued in the area of Medicaid and public health, where effective chronic disease
prevention and management programs could address the trend of skyrocketing medical bills
linked to avoidable hospital and emergency room visits. I look forward to working with
legislative leaders and lawmakers in both parties to pursue Oklahoma health care solutions
for Oklahoma families.

LETTER

 

November 16, 2012

Kathleen Sebelius, Secretary
Centers for Medicare & Medicaid Services (CMS)
Center for Consumer Information & Insurance Oversight (CCIIO)
200 Independence Avenue SW, Suite 739H
Washington DC, 20201

RE: Oklahoma Health Insurance Exchange
Dear Secretary Sebelius,

I am writing in response to the Department of Health and Human Services’ (HHS) request
that each state provide a declaration letter indicating their option for building a health
insurance exchange as outlined in PPACA.  While I remain deeply committed to the health
of Oklahomans it would be irresponsible of me to commit our state to the development of an
insurance exchange based on the information provided by HHS to date.  Our state will not
establish a transitional reinsurance program as outlined in PPACA.  However, Oklahoma will
elect to make all final eligibility determinations for our citizens referred to Medicaid from a
federal insurance exchange.
 
I continue to believe there are viable market-based solutions that can be found to facilitate
greater access to health insurance coverage in Oklahoma.  My hope is that we can engage in
future conversations that allow states the flexibility necessary to engage in true healthcare
reform, create efficiencies in entitlement programs and empower individuals to take
responsibility for their own health.     
 
The primary contact for the State of Oklahoma with regard to PPACA is as follows:

Terry Cline, PhD     
Secretary of Health and Human Services  
Oklahoma State Department of Health  
1000 N.E. 10th Street       
Oklahoma City, OK, 73117
Phone: (405) 271-4200    
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Sincerely,
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From: Katie Altshuler
To: Denise Northrup; Glenn Coffee; Andrew Silvestri; Steve Mullins
Cc: Alex Weintz
Subject: Updated Info. From OHCA re/ Costs of Medicaid Expansion
Date: Wednesday, July 11, 2012 5:06:43 PM
Attachments: Potential Impact 2014 SoonerCare Exp Adults June2012.pdf

ACA Medicaid Elig Options.pdf

Please see last note...
 
From: Cindy Roberts [mailto:Cindy.Roberts@okhca.org] 
Sent: Wednesday, July 11, 2012 05:02 PM
To: Katie Altshuler 
Cc: Nico Gomez <Nico.Gomez@okhca.org> 
Subject: RE: Hello! 
 
Katie –
The first document includes maps of where we believe the “new” eligibles would be (by county). 
There are actually three maps – one representing 100% enrollment, one representing 75%, and one
at 57%.
 
The second document provides you information about the eligibles, economic impact, reduced
uncompensated care, federal matching rates, etc.  (I provided notes on the second page to explain
the numbers on the first page.)  Also, wanted to point out that we did use the 2007 economic
impact study - - newer IMPLAN values are not available at this time (ie, for tax revenue).  We did
talk with the OTC regarding this and they believe, because of other factors occurring since 2007,
that the number we have would be pretty well on target.
 
And, then on another note, we learned today that this will be an “opt-out” eligibility group rather
than an “opt-in”.  This changes things a bit now; in order to “opt-out” we would probably need
legislation.
 
Let me know if you have any questions.
Cindy
 
Cindy Roberts, CPA, CGFM 
Deputy, Chief Executive Officer
Oklahoma Health Care Authority / Policy, Planning & Integrity
(405) 522-7253 
cindy.roberts@okhca.org
 
 
From: Katie Altshuler [mailto:Katie.Altshuler@gov.ok.gov] 
Sent: Wednesday, July 11, 2012 4:24 PM
To: Cindy Roberts
Subject: Re: Hello!
 
Indeed!!!
 
From: Cindy Roberts [mailto:Cindy.Roberts@okhca.org] 
Sent: Wednesday, July 11, 2012 04:22 PM
To: Katie Altshuler 
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Subject: RE: Hello! 
 
Can I have abt 20 minutes?  Promise.
 
Cindy Roberts, CPA, CGFM 
Deputy, Chief Executive Officer
Oklahoma Health Care Authority / Policy, Planning & Integrity
(405) 522-7253 
cindy.roberts@okhca.org
 
 
From: Katie Altshuler [mailto:Katie.Altshuler@gov.ok.gov] 
Sent: Wednesday, July 11, 2012 4:22 PM
To: Cindy Roberts
Cc: Nico Gomez
Subject: Re: Hello!
 
Sorry to harass, just checking back in, I am hoping to print copies before I leave the office today of
whatever you send to take with me to the Governor, thanks!
 
From: Cindy Roberts [mailto:Cindy.Roberts@okhca.org] 
Sent: Wednesday, July 11, 2012 12:42 PM
To: Katie Altshuler 
Cc: Nico Gomez <Nico.Gomez@okhca.org> 
Subject: RE: Hello! 
 
Sure.  Let me put some finishing touches on it and I will get it to you.
 
Cindy Roberts, CPA, CGFM 
Deputy, Chief Executive Officer
Oklahoma Health Care Authority / Policy, Planning & Integrity
(405) 522-7253 
cindy.roberts@okhca.org
 
 
From: Katie Altshuler [mailto:Katie.Altshuler@gov.ok.gov] 
Sent: Tuesday, July 10, 2012 4:48 PM
To: Cindy Roberts
Cc: Nico Gomez
Subject: Hello!
Importance: High
 
I am leaving for the National Governors Association Annual meeting on Thursday morning and will
be briefing Governor Fallin when I arrive re/ PPACA. I wanted to see if there is anyway I can the
information we requested by tomorrow? Thank you! Katie
 
Katie Altshuler, Policy Director
Office of Governor Mary Fallin
2300 North Lincoln Boulevard, Suite 212
Oklahoma City, Oklahoma 73105
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405.521.2342
katie.altshuler@gov.ok.gov

 
 
=================================================== DISCLAIMER - This
e-mail message, including any attachments, is for the sole use of the intended recipient(s)
and may contain confidential and privileged information. If you are not the named addressee
you should not disseminate, distribute or copy this e-mail. Please notify the sender
immediately by e-mail if you have received this e-mail by mistake and delete this e-mail
from your system. The sender does not accept liability for any errors or omissions in the
contents of this message, which arise as a result of e-mail transmission. If verification is
required please request a hard-copy version.
===================================================
DISCLAIMER - This e-mail message, including any attachments, is for the sole use of
the intended recipient(s) and may contain confidential and privileged information. If
you are not the named addressee you should not disseminate, distribute or copy this
e-mail. Please notify the sender immediately by e-mail if you have received this e-
mail by mistake and delete this e-mail from your system. The sender does not
accept liability for any errors or omissions in the contents of this message, which
arise as a result of e-mail transmission. If verification is required please request a
hard-copy version.
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From: Katie Altshuler
To: Glenn Coffee; Denise Northrup
Cc: "Juliek@health.ok.gov"
Subject: Fw: Questions re SCOTUS decision
Date: Monday, July 09, 2012 4:24:01 PM
Attachments: 2012-07-03 PPACACoststotheStates.docx

FYI
 
From: Marie Sanderson  
Sent: Monday, July 09, 2012 04:21 PM
To: Marie Sanderson  
Cc: Lindsay Russell  
Subject: Questions re SCOTUS decision 
 
Healthcare Advisors and Action Officers:
 
Per our conversation on Tuesday, we have collected a list of questions from you to ask the
President. Many thanks to several of you for working over the holiday with us. Great team
effort.  Below is our compilation of that information into an organized group of questions.
 
In addition, we are updating our cost to states report to include in press materials this week.
Please take time to update/edit/or approve your information from March, attached.  Lindsay
Russell at  is managing that document. Many of you have already
responded.
 
Please let us know if you have any questions or concerns, and thanks in advance for not
forwarding this email outside of your office, as it is a work in progress.

Best,
Marie
 
QUESTIONS
 
Healthcare Exchanges:
 

1)                  Please provide a complete list of regulations that will have to be reviewed, revised
and re-opened for public comment prior to implementation as a result of the
Supreme Court ruling (e.g., the Medicaid eligibility regulations, exchange
regulations related to interface with Medicaid)? What is the schedule for re-
issuing these regulations?

 
2)                  When will either additional guidance or actual rules be issued on essential health

benefits, actuarial value and rating areas be issued?
 
3)                  The federal government has already extended deadlines for applying for Level 1

and Level 2 Exchange Establishment funding into 2014.  Can we expect
extensions of the deadlines for implementation given the uncertainty caused by the
Supreme Court ruling and the linkage between Medicaid expansion and exchange
eligibility and enrollment functions?  In addition, will the deadlines change for
states implementing a partnership exchange?  Will the deadlines be extended for
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states implementing a federal exchange? 
 
4)                  When will the details of the federal partnership options be available? These

cannot be considered as an option without details including cost estimates. How
will the long term funding of the federally-facilitated healthcare exchanges be
sustained?

 
5)                  States considering a state-based exchange need to know whether there will be a

charge and by how much to use the federal data hub, advance premium tax
credit/cost-sharing reduction service, risk adjustment and transitional reinsurance
programs.

 
6)                  When will states learn the details of the operational systems for a federal

exchange? The procedural, technical, and architectural requirements for linking to
the federal exchange have not been released.  It is not feasible to know if a state-
based exchange is better for our citizens until we know what the contents of a
federal exchange will be.  Taking grant money at this time for state exchange
creation may be wasted if a federal exchange makes more sense for a particular
state.

 
7)                  When will information from the establishment of a federal exchange be available

for states to use if a state opts to build its own exchange? It is costly for each state
to have to start from scratch and still not know how interfaces will work.

 
8)                  If states choose to build a state-based exchange, what dollars will the federal

government contribute now and in the future?  For the federal exchange states,
when will the regulations regarding the imposition of taxes on a state’s insurers be
released?

 
9)                  It has been widely reported that Congressional leaders who have to appropriate

money will seek to defund exchanges. Please explain how the enactment
provisions of the law allow the Executive Branch to continue to fund exchanges
without Congressional action to appropriate money. 

 
10)              What happens to a state that has taken exchange planning and implementation

grants if their exchange is not financially viable after 2015?  Can a state refuse to
increase taxes on either its residents or insurers, thus putting the financial
underpinning of an exchange at risk? What penalties does the federal government
envision in this case?

 
11)              What happens if a state accepts grant money now to begin to build a state

exchange, and subsequently determines that a federal exchange may be better? 
Will the federal government claw back these grant dollars from the states?

 
12)              What impact will changes to the Medicaid expansion have on exchange

implementation? The federal exchange is currently structured to provide Medicaid
eligibility determination. How will this work if some states participate and others
do not?

 
13)              Last month the Congressional Budget Office (CBO) pointed out a provision in the
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law that reduces exchange subsidies after 2018, which means fewer and fewer
people will qualify for subsidies, and the people who do qualify will get a smaller
and smaller subsidy. Does the Administration support that change, and if so, how
would you pay for it? If you do not, why do you think people should be forced to
buy insurance if federal subsidies are shrinking?

 
14)              CMS has released 90/10 funding under ARRA and HITECH in order for states to

improve their eligibility systems for Medicaid and other social service programs.
Will that funding continue?   

 
15)              Alongside the considerable challenge of greatly expanding the Medicaid program,

states are charged by the PPACA with creating a single, seamless point of entry
for all of the insurance affordability programs affected by the Act--Medicaid, the
Children’s Health Insurance Program (CHIP), the Basic Health Plan (where
offered), advance tax credits for individual and Small Business Health Options
Program (SHOP) exchange enrollees.  This leaves another major question on the
table.  What about all of the other social service programs? Will states still be able
to create an eligibility system for all social service programs under the 90/10
funding mechanism?

 
16)              In order to minimize disruptions to a state’s insurance market, The Office of

Personnel Management (OPM) is required to certified multi-state plans that must
be included in every exchange, when will the rules be released detailing the
requirements and timeline for multi-state plans. How OPM structures these rules
can be very disruptive to a state’s insurance market.

 
17)              Does the federal government intend to maintain high risk pools and how will they

be financed? What actions will they take in a state that has opted not to operate a
high risk pool or an exchange?

 
 
Medicaid
 
1)                  When can we expect to receive updated guidance on Medicaid expansion and

related topics?
 
2)                  Is there a deadline for letting the federal government know if at state will be

participating in the Medicaid expansion? How does that relate to the exchange
declaration deadline? The two programs are currently scheduled to be
implemented simultaneously in January 2014.

 
3)                  Will states that expand Medicaid coverage up to a level below 138% of the

federal poverty level (FPL), for example up to 100% of FPL, still receive the
enhanced federal medical assistance percentage (FMAP) available for “newly
covered” populations?

 
4)                  Will states be allowed to phase in Medicaid coverage up to 138% of FPL (or

100% FPL) years after 2013 and still receive the enhanced FMAP?
 
5)                  Does the MOE requirement apply to the expansion population or does it apply
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only to the current Medicaid population? If a state accepts the expansion, but the
federal match goes away, can we drop out of the expansion program?  Will you
waive the MOE under your 1115 waiver authority? What will be the penalties for
failure to comply with MOE requirements? Since the MOE was a direct result of
the expansion funding, if a state chooses not to expand is the MOE no longer
effective?

 
6)                  Regarding the two year increase in Medicaid reimbursement for primary care

codes, are you going to extend it? If so, how are you going to pay for it?
Congressional Republicans have expressed opposition to any funded for PPACA. 

 
7)                  Will states still be required to convert their income counting methodology to

MAGI for purposes of determining eligibility regardless of whether they expand
to the optional adult group?  If so, how do states link the categorical eligibility
criteria to the MAGI? How will the federal exchanges utilize the state’s criteria?

 
8)                  If a state expanded Medicaid through a waiver prior to enactment of the PPACA,

but then chooses not to expand coverage further, are they still eligible for the 75%
to 90% enhanced FMAP for the previously expanded population?

 
9)                  Will the federal government support options for the Medicaid expansion

population that encourage personal responsibility – cost sharing or accountability
provisions, the use of high deductible plans such as Health Savings Accounts, and
other options at the state’s choice.

 
10)              What specific plans and timeline do you have for enacting the reforms and

flexibility options for Medicaid that you spoke of in 2009?  When can states give
further input on the needed reforms?

 
11)              You have stated that you will not deport undocumented aliens who have not

committed a crime. You have also said that these undocumented aliens will be
exempt from the individual mandate. How will the state be reimbursed for
medical services given to these individuals?

 
12)              Will CMS approve global waivers with an aggregate allotment, state flexibility,

and accountability if states are willing to initiate a portion of the expansion?
 
13)              The Disproportionate Share allotments will be reduced every year with a

methodology based in the reduction in the number of uninsured.  One, when will
HHS issue the regulations and methodology for this reduction? Two, for a state
that does not see a decrease in its uninsured population will the remaining state
absorb the full reduction?  In addition, can a state implement a new DSH
Diversion program as part of the optional expansion?  Can a state implement new
DSH Diversion programs for services to the uninsured/uncompensated care
services?

 
 
 
Marie Thomas Sanderson
Policy Director
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Republican Governors Association (RGA)
MSanderson@rga.org
Republican Governors Public Policy Committee (RGPPC)

Office (202) 464- 8556
Cell 
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From: Alex Weintz
To: Dana Wolpert
Subject: FW: radio call details with call in
Date: Wednesday, March 23, 2011 4:31:30 PM

Is this not on the calendar?
 

From: Alex Weintz 
Sent: Tuesday, March 22, 2011 12:42 PM
To: Dana Wolpert
Subject: radio call details with call in
 
530 pm Central – the time they give there is eastern
 
Interview: Gov. Mary Fallin
Station:  Salem Radio Network
Location: National
Subject:  ObamaCare Anniversary/how it hurts the states
Show:  The Hugh Hewitt National Radio Show
Length: 6-8 minutes live
Time: LIVE, Wednesday, March 23 @ @ 6:30PM ET
Call in: 949.857.0362; backup: 808.358.8328
 
Alex Weintz
Communications Director
Office of Governor Mary Fallin
phone: (405) 522-8819
cell: (405) 535-7317
Alex.Weintz@gov.ok.gov
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From: Denise Northrup
To: Aaron Cooper; Glenn Coffee; Alex Weintz; Katie Altshuler
Subject: Re: TaHU speech
Date: Thursday, March 24, 2011 1:52:30 PM

Good

----- Original Message -----
From: Aaron Cooper
Sent: Thursday, March 24, 2011 01:45 PM
To: Denise Northrup; Glenn Coffee; Alex Weintz; Katie Altshuler
Subject: TaHU speech

GMF speech was good. Standard stuff on economy and her agenda.

Health care - talked about personal responsibility, 5320, certified healthy biz, etc

Talked about opposition to Obamacare, supports lawsuit; said health car exchange a way to keep DC
from forcing a one-size fits all program on us in 2014.

After, did a media gaggle - explained what health car exchange was, said protesters were "uninformed"
if they thought she was ushering in Obamacare; said state doesn't have money to implement now, so
the grant henry applied for will be used; said she and her legal team, health dept, insurance dept,
examined grant for "strings" and are convinced there aren't any or at least none we can't live with.

Overall, don't think there was anything front-page worthy other than "fallin responds to
crticism/protestors"
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From: Denise Northrup
To: Katie Altshuler; "andrewjsilvestr
Subject: Re: Techincal Assistance Opportunity Announcement
Date: Wednesday, October 19, 2011 1:19:07 PM

Right, we'd have to meet out at eischens or something - not here :)
 
From: Katie Altshuler 
Sent: Wednesday, October 19, 2011 01:18 PM
To: Denise Northrup; 'andrewjsilvestr ' <andrewjsilvestri  
Subject: Re: Techincal Assistance Opportunity Announcement 
 
They may not go for it but I think we need to at least attempt - this is a great opportunity especially
since they will come to us - but we need to talk thru the politics of it
 
From: Denise Northrup 
Sent: Wednesday, October 19, 2011 01:17 PM
To: Katie Altshuler; 'andrewjsilvestri@  
Subject: Re: Techincal Assistance Opportunity Announcement 
 
Yeah, saw it. Do we we want to try and then invite mulready and stanislawski? I just sort of ignored
it...
 
From: Katie Altshuler 
Sent: Wednesday, October 19, 2011 01:11 PM
To: Denise Northrup; 'andrewjsilvestr > 
Subject: Fw: Techincal Assistance Opportunity Announcement 
 
FYI
 
From: National Governors Association [mailto:healthadvisors@talk.nga.org] 
Sent: Monday, October 17, 2011 03:06 PM
To: Health Policy Advisors <healthadvisors@talk.nga.org> 
Subject: Techincal Assistance Opportunity Announcement 
 

 

Dear Health Policy Advisors:
 
NGA is pleased to announce a technical assistance opportunity related to the implementation of
health insurance exchanges.  Attached is a letter describing the program and a Request for
Proposals.  Teams from up to six states will be selected to work with two nationally-recognized
experts in exchanges and Medicaid in a customized day-long retreat that will take place in your
home state.  Joel Ario, former insurance commissioner from Pennsylvania and Oregon, and former
Director of Health Insurance Exchanges at the Office of the Center for Consumer Information and
Insurance Oversight will serve as a resource on exchange planning.  Deborah Bachrach, Medicaid
expert from Manatt Health Solutions, will assist with the Medicaid aspects of the discussion. 
 
Applications are due to NGA on November 1, 2011.

1976



Should you have any questions please contact me at kdrobac@NGA.org or 202-624-7872, or Maria 

Schiff at mschiff@nga.org or 202-624-7872. 

Krista Drobac 

Director, Health Division 

Center for Best Practices 

National Governors Association, Suite 267 

444 North Capitol Street, NW 

Washington, DC 20001 

Office: 202-624-7872 

Cell : 

You are currently subscribed to [healt hadvisor s ] as 
katie.altshuler@gov . ok . gov . . 
To unsubscribe, send a blank email to leave - 202663-
159552 . 9353be7555ca9043e095bc96949d480b@tal k . nga . or g . . 

Visit the NGA web sit e a t http: //www . nga . org 
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From: Denise Northrup
To: Katie Altshuler; "andrewjsilvestr "
Subject: Re: Techincal Assistance Opportunity Announcement
Date: Wednesday, October 19, 2011 1:17:11 PM

Yeah, saw it. Do we we want to try and then invite mulready and stanislawski? I just sort of ignored
it...
 
From: Katie Altshuler 
Sent: Wednesday, October 19, 2011 01:11 PM
To: Denise Northrup; 'andrewjsilvestr  > 
Subject: Fw: Techincal Assistance Opportunity Announcement 
 
FYI
 
From: National Governors Association [mailto:healthadvisors@talk.nga.org] 
Sent: Monday, October 17, 2011 03:06 PM
To: Health Policy Advisors <healthadvisors@talk.nga.org> 
Subject: Techincal Assistance Opportunity Announcement 
 

 

Dear Health Policy Advisors:
 
NGA is pleased to announce a technical assistance opportunity related to the implementation of
health insurance exchanges.  Attached is a letter describing the program and a Request for
Proposals.  Teams from up to six states will be selected to work with two nationally-recognized
experts in exchanges and Medicaid in a customized day-long retreat that will take place in your
home state.  Joel Ario, former insurance commissioner from Pennsylvania and Oregon, and former
Director of Health Insurance Exchanges at the Office of the Center for Consumer Information and
Insurance Oversight will serve as a resource on exchange planning.  Deborah Bachrach, Medicaid
expert from Manatt Health Solutions, will assist with the Medicaid aspects of the discussion. 
 
Applications are due to NGA on November 1, 2011.
 
Should you have any questions please contact me at kdrobac@NGA.org or 202-624-7872, or Maria
Schiff at mschiff@nga.org or 202-624-7872.
 
Krista Drobac
Director, Health Division
Center for Best Practices
National Governors Association, Suite 267
444 North Capitol Street, NW
Washington, DC 20001
Office: 202-624-7872
Cell: 
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The information contained in this electronic transmission, including any attachments, is for the exclusive use of
the intended recipient(s) and may contain information that is privileged, proprietary, and/or confidential. If the
reader of this transmission is not an intended recipient, or a person responsible for delivering it to the intended
recipient, you are hereby notified that any review, dissemination, distribution, or copying of this communication
is strictly prohibited. If you have received this communication in error, please immediately notify the sender and
delete this message.

 

---
You are currently subscribed to [healthadvisors] as 
katie.altshuler@gov.ok.gov..
To unsubscribe, send a blank email to leave-202663-
159552.9353be7555ca9043e095bc96949d480b@talk.nga.org..

Visit the NGA web site at http://www.nga.org
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From: 
To: 
Cc: 
Subject: 
Date: 

Andrew Silvestri 

Denise Northrup 

Katie Altshuler 

Re: Techincal Assistance Opportunity Announcement 

Wednesday, October 19, 20111:30:18 PM 

Now you're ta lking!! 

On Wed, Oct 19, 2011 at 1:19PM, Denise Northrup < Denjse.Northrup@goy.ok.gov > 
wrote: 

Right, we'd have to meet out at eischens or something - not here :) 

From: Katie Altshuler 
Sent: Wednesday, October 19, 2011 01:18PM 
To: Denise Northrup; 'anc~~~m 
Subject: Re: Techincal Assistance'""'-~·-.. · 

> 

They may not go for it but I think we need to at least attempt- this is a great 
opportunity especially since they will come to us - but we need to talk thru the politics 
of it 

From: Denise Northrup 
Sent: Wednesday, October 19, 2011 01:17PM 
To: Katie Altshuler; ·~o=.~=:.:.== 
Subject: Re: Techincal Assistance 

Yeah, saw it. Do we we want to try and then invite mulready and stanislawski? I just 
sort of ignored it. .. 

From: Katie Altshuler 
Sent: Wednesday, October 19, 2011 01:11PM 
To: Denise Northrup; 'gm~~~ru 
Subject: Fw: Techincal Assistance 

FYI 

From: National Governors Association [mailto:healthadvisors@talk.nga.org] 
Sent: Monday, October 17, 2011 03:06 PM 
To: Health Policy Advisors <healthadvisors@talk.nga.org> 
Subject: Techincal Assistance Opportunity Announcement 

Dear Health Policy Advisors: 

> 

NGA is pleased to announce a technical assistance opportunity related to the 
implementation of health insurance exchanges. Attached is a letter describing the 
program and a Request for Proposals. Teams from up to six states will be selected to 
work with two nationally-recognized experts in exchanges and Medicaid in a customized 
day-long retreat that will take place in your home state. Joel Ario, former insurance 
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commissioner from Pennsylvania and Oregon, and former Director of Health Insurance
Exchanges at the Office of the Center for Consumer Information and Insurance
Oversight will serve as a resource on exchange planning.  Deborah Bachrach, Medicaid
expert from Manatt Health Solutions, will assist with the Medicaid aspects of the
discussion. 

 

Applications are due to NGA on November 1, 2011.

 

Should you have any questions please contact me at kdrobac@NGA.org or 202-
624-7872, or Maria Schiff at mschiff@nga.org or 202-624-7872.

 

Krista Drobac

Director, Health Division

Center for Best Practices

National Governors Association, Suite 267

444 North Capitol Street, NW

Washington, DC 20001

Office: 202-624-7872

Cell: 

 

 

 

 

 

 

The information contained in this electronic transmission, including any attachments, is for the
exclusive use of the intended recipient(s) and may contain information that is privileged, proprietary,
and/or confidential. If the reader of this transmission is not an intended recipient, or a person
responsible for delivering it to the intended recipient, you are hereby notified that any review,
dissemination, distribution, or copying of this communication is strictly prohibited. If you have
received this communication in error, please immediately notify the sender and delete this message.
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---
You are currently subscribed to [healthadvisors] as 
katie.altshuler@gov.ok.gov..
To unsubscribe, send a blank email to leave-202663-
159552.9353be7555ca9043e095bc96949d480b@talk.nga.org..

Visit the NGA web site at http://www.nga.org
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From: Jacobs, Chris (RPC)
To: Jacobs, Chris (RPC)
Subject: RE: The CLASS Plot Thickens...
Date: Thursday, September 22, 2011 4:55:02 PM

And in my last e-mail update on CLASS today (I promise), a bicameral group of Republican Members
of Congress sent an oversight letter to HHS this afternoon requesting information on today’s
announced reorganization – as well as information about what the Department knew about the
program’s unsustainability prior to enactment of PPACA…
 

From: Jacobs, Chris (RPC) 
Sent: Thursday, September 22, 2011 3:25 PM
To: Jacobs, Chris (RPC)
Subject: The CLASS Plot Thickens...
 
In yet another development on the CLASS Act, Bob Yee – the soon-to-be-former actuary of the
program – told the Wall Street Journal this afternoon that “my understanding is they’re slowing
down the development” of CLASS; “they’re taking a pause and reducing the amount of work being
done.”
 
Why is the Administration “taking a pause” in implementing CLASS?  If the program CAN be made
solvent, then why is the Administration not going forward with a program they previously endorsed
enthusiastically?  If the program CAN’T be made solvent, then why isn’t the Administration shutting
the program down entirely, and/or calling for its repeal?  Or – as noted below – is the
Administration just trying to make CLASS go away until after the President’s re-election..?
 
 

From: Jacobs, Chris (RPC) 
Sent: Thursday, September 22, 2011 2:04 PM
To: Jacobs, Chris (RPC)
Subject: Dizzy Yet...?
 
Politico reports this afternoon that the Administration is attempting to “knock down” rumors –
reported here and elsewhere – that HHS will be closing the CLASS Act office.  According to the
Politico piece, the HHS statement said:
 

·         The Administration is not killing the CLASS program; but
·         The Administration has not decided to go forward with the CLASS program; and
·         The Administration has not closed the CLASS office; but
·         All the employees in the CLASS office are being re-assigned.

 
The actuary whose departure e-mail sparked this little controversy spoke to CongressDaily about his
claim the CLASS office is being closed: “I don’t think that’s the official line.”  Then again, given the
confusing and slightly bewildering nature of the HHS statements on the matter, it’s somewhat hard
to figure out what “the official line” really is.
 
The bigger question is why this change – whatever HHS wants to call it – is happening in the first
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place.  HHS has had 18 months to figure out how to implement CLASS.  Today’s developments do
nothing to resolve the major questions regarding solvency – in fact, they only adds to them.  If the
Administration can’t figure out how to implement the program after a year and a half, why hasn’t
HHS decided to “fish or cut bait” about whether or not the program can be implemented in a fiscally
responsible manner?  Is the Administration attempting to hide a major policy problem related to
Obamacare in advance of the President’s re-election bid – because HHS and the White House do
not want to admit that they allowed a fundamentally insolvent program to be enacted by Congress?
 
Chris Jacobs
Health Policy Analyst
Republican Policy Committee
(202) 224-2946
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The Honorable Hilda Solis 
Secretary of Labor 
U.S. Department of Labor 
Francis Perkins Building 
200 Constitution A venue, NW 
Washington, DC 2021 0 

Dear Secretary Solis: 

September 7, 2011 

The H-2B program is a lifeline for scores of small and seasonal businesses around the 
country. These companies, upon which so many of our constituents rely for their livelihoods, are 
frequently unable to find enough local workers to fill their temporary and seasonal job openings, 
even in today's tough economic climate. As elected officials, we continue to hear from small 
and seasonal businesses in our states about their concerns with the Department of Labor's 
January 19, 2011 final H-2B wage methodology rule. This economic hardship is further 
exacerbated by the recently announced October 1, 2011 implementation date. The rule's impact 
will be even more dramatic ifthe Department moves forward with its March 18, 2011 proposed 
H-2B rule. While we appreciate the Department of Labor's attention to the H-2B program and 
agree with the intent of the reforms, we believe that the impact of these rules could threaten the 
economic survival of many small and seasonal businesses. 

Seasonal businesses rely on the H-2B program to fill temporary vacancies in seafood 
processing, horse training, hospitality, landscaping, carnivals, agriculture support positions and 
other occupations. The seasonal nature of these businesses and industries means that they 
routinely face shortages of local workers during their peak work periods. By filling temporary 
jobs, H-2B workers not only keep these businesses open; they contribute to the creation of 
additional, year-round jobs for local workers. In these challenging economic times, we believe 
the Department should be pursuing policies that help our employers expand their businesses and 
increase hiring. Unfortunately, the Department's recent H-2B wage rule and the March 18 
proposed rule threatens to do just the opposite. The proposals will negatively affect the viability 
of companies using the H-2B program and could possibly lead to full-time job losses. 

Our constituents tell us that the current wage rates for H-2B positions already exceed the 
local market-based wages. Yet, by the Department's own estimates, the new wage methodology 
would increase H-2B hourly wages by approximately 50 percent in a manner unrelated to 
economic realities. Moreover, your proposed H-2B program rule creates a % guarantee for each 
month's work (instead of for the life of the contract), establishes a new "corresponding 
employment" concept unrelated to how employees of small businesses share tasks and 
responsibilities, and mandates that H-2B employers continue to hire and recruit up until 3 days 
before the H-2B worker is scheduled to begin work. For many seasonal employers who operate 
on thin profit margins, such a dramatic increase in labor costs so quickly could drive them into 
bankruptcy. We cannot afford to let that happen .. 
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The Honorable Hilda Solis 
September 7, 2011 
Page 2 

As the Department knows well, without a fairly administered H-2B program that is 
workable, many small and seasonal businesses will simply not be able to continue operations. 
Therefore, we encourage the Department to rescind and revise the January 19, 2011 wage rule 
and abandon its plans to immediately finalize the March 18, 2011 proposed rule. 

We look forward to continuing to work with you on this issue and in supporting 
businesses that create jobs. 

Sincerely, 

;;{~:3~ 
(JJ;J iLL 
a~~ 
~;:ao 
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The Honorable Hilda Solis 
September 7, 2011 
Page 5 

Senator Barbara A. Mikulski 
Senator Mary Landrieu 
Senator Kelly Ayotte 
Senator John Boozman 
Senator Mark L. Pryor 
Senator Richard Burr 
Senator Mark Warner 
Rep. Charles W. Boustany, Jr. (LA-07) 
Representative James Lankford (OK-05) 
Representative Andy Harris (MD-0 1) 
Representative John Carter (TX-31) 
Representative Robert Dold (IL- l 0) 
Representative Rodney Alexander (LA-05) 
Representative Scott Rigel! (V A-02) 
Representative Roscoe Bartlett (MD-06) 
Representative Virginia Foxx (NC-05) 
Representative Charles F. Bass (NH-02) 
Representative Frank Lucas (OK-3) 
Representative Lou Barletta (PA- ll) 
Representative Scott Tipton (C0-3) 
Representative Robert Hurt (V A-05) 
Representative Tom Reed (NY -29) 
Representative Timothy Bishop (NY -1) 
Representative Todd Russell Platts (PA-9) 
Representative Mike Ross (AR 04) 
Representative Mike Pence (IN-06) 
Representative Dan Burton (IN-05) 
Representative Bill Cassidy (LA-06) 
Representative Todd Young (IN-9) 
Representative Marlin Stutzman (IN-03) 
Representative Larry Bucshon (IN-08) 
Representative Todd Rokita (IN-04) 
Representative Jeffery M. Landry (LA-03) 
Representative Tim Griffin (AR-02) 
Representative Frank Wolf (V A-1 0) 
Rep. Blaine Luetkemeyer (M0-09) 
Rep. Francisco "Quico" Canseco (TX-23) 
Representative Pat Meehan (PA-07) 
Representative Bob Goodlatte (VA-06) 
Representative Rick Crawford ( AR -01) 
Representative Steve Womack (AR-03) 
Representative Larry Kissell (NC-08) 

Representative Walter B. Jones (NC-03) 
·Representative Steve Scalise (LA-I) 
Representative Sue Myrick (NC-09) 
Representative J. Randy Forbes (VA-04) 
Representative John Fleming (LA-04) 
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Impact of the Department of Labor’s New H-2B Wage Rule 

Effective September 30, 2011 
 
 
What is H-2B? 
The H-2B program is the seasonal foreign worker visa program for non-agricultural employers. Workers may 
be employed up to ten months of the year. There is no limit to the number of years an employer or worker can 
participate in the program. Workers return to their countries of origin after 9 months of seasonal work in the 
U.S. 

Who Participates? 
Although there is an annual cap of 66,000 for new H-2B visas, any U.S. employer who can demonstrate a 
recurring seasonal or peak load labor need may apply for the H-2B program. Examples of industries and 
operations that currently use the program to meet some or all of their seasonal labor needs include: 

• fruit, vegetable, and horse industries  
• seasonal retailers and wholesalers, including nurseries and garden centers 
• food processors and produce packers, including seafood processors and fish packers 
• resorts, restaurants and hotels 
• asphalt and paving contractors, masonry contractors, and other seasonal trades 
• landscape contractors 
• tree planters and seasonal lumber mills 

What is the current issue? 
Currently, the H-2B program requires that an employer attest to the Department of Labor that it will offer to the 
H-2B employee a wage that equals or exceeds the highest of the: 1) prevailing wage; 2) applicable Federal 
minimum wage; 3) State minimum wage; or 4) local minimum wage.  On Aug. 30, 2010, the U.S. District Court 
for the Eastern District of Pennsylvania ruled that regulations issued by the Department of Labor in 2008 under 
the prior administration setting those wage standards for H-2B employees violated the Administrative 
Procedure Act (APA).  The court ruled the prior administration violated the APA because they did not seek 
comment during the rulemaking process on the methodology used to set the wage rates.  

The Department of Labor has issued a final regulatory action, in keeping with the E.D. Pa.’s latest court order, 
that purports to “[improve] protections for both U.S. and foreign workers by aligning wages with marketplace 
realities and ensuring that the H-2B program is used as it was intended.”    The new wage rule will take effect 
on September 30, 2011, and will base the prevailing wage on: 

• wages established under an agreed-upon collective bargaining agreement; 

• a wage rate established under the Davis-Bacon Act; or 

• the arithmetic mean wage rate established by the Occupational Employment Statistics wage 
survey. 

Industry advocates estimate that implementation of this new rule on September 30th of this year, will drive up 
labor costs for seafood, nursery, and tourism industries by 30 to 300 percent.  This will have a crippling effect 
on vital, but struggling, sectors of the economy.  The Department of Labor’s final rule states that they “do not 
dispute that the implementation of the Wage Rule … regrettably may result in layoffs of H-2B workers and 
possibly those workers in positions that support [them].”  Nonetheless, DOL held that consideration to be 
outside of their regulatory scope.        
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DEPARTMENT OF LABOR 

Employment and Training 
Administration 

20 CFR Part 655 

RIN 1205-AB61 

Wage Methodology for the Temporary 
Non-Agricultural Employment H-28 
Program; Amendment of Effective Date 

AGENCY: Employment and Training 
Administration, Labor. 
ACTION: Final rule. 

SUMMARY: The Department of Labor (we 
or us) is amending the effective date of 
Wage Methodology for the Temporary 
Non-agricultural Employment H-2B 
Program: Final Rule, 76 FR 3452, Jan. 
19, 2011 (the Wage Rule). The Wage 
Rule revised the methodology by which 
we calculate the prevailing wages to be 
paid to H-2B workers and United States 
(U.S.) workers recruited in connection 
with a temporary labor certification for 
use in petitioning the Department of 
Homeland Security to employ a 
nonimmigrant worker in H-2B status. 
The effective date of the Wage Rule was 
set at January 1, 2012. This Final Rule 
revises the effective date of the Wage 
Rule to 60 days after the publication 
dale of this final Rule. 
DATES: The effective date of the final 
regulations published in the Federal 
Register on January 19.2011. at 76 FR 
3452, is September 30, 2011. 
FOR FURTHER INFORMATION CONTACT : 
William L. Carlson, Ph.D .. 
Administrator. Office of Foreign Labor 
Certification. ETA, U.S. Department of 
Labor, 200 Constitution Avenue, NW .. 
Room C-4312. Washington, DC 20210; 
Telephone (202) 693-3010 (this is not a 
toll-free number). Individuals with 
hearing or speech impairments may 
access the telephone number above via 
TTY by calling the toll-free Federal 
Information Relay Service at 1-877-
889-5627 [TTY/TDD). 
SUPPLEMENTARY INFORMATION: 

I. Amendment of Effective Date ofthe 
Wage Rul e 

A. The Prevailing Wage Final Rule 

We published the Wage Rule on 
January 19. 2011. Under the Wage Rule, 
the prevailing wage for tl1e H-2B 
program is based on the highest of the 
following: The wage rate established 
under ru1 agreed-upon collective 
bargaining agreement; the wage rate 
established under the Davis-Bacon Act 
(DBA) or the McNamara O'Hara Service 
Contract Act (SCA) for that occupation 
in the area of intended employment; or 

the aritl1metic mean wage rate 
established by the Occupational 
Employment Statistics (OES) wage . 
survey for that occupation in the area o[ 
intended employment. The Wage Rule 
also permits the use of private wag 
surveys in very limited circumstances. 
Lastly, the Wage Rule required the new 
wage methodology to apply to all work 
performed on or after January 1. 2012. 
We selected the January 1. 2012 
effective date because "many employers 
already may have planned for their 
labor needs ru1d operations for this year 
in reliance on the existing pre\'ailing 
wage methodology. ln order lo provide 
employers with sufficient time to plan 
for their labor needs for the next year 
and to minimize the disruption to their 
operations, the Department is delaying 
implementation of this Final Rule so 
that the prevailing wage methodology 
set forth in this Rule applies only to 
wages paid for work performed on or 
after January 1, 2012 ... 76 FR 3462. Jan. 
19, 2011. 

On January 24, 2011, the plaintiffs in 
CATA v. Solis, Civil No. 2:09-cv-240-
LP (E.D. Pa.). filed a motion for an order 
to require the Department to comply 
with the cou rt's August 30. 2010 order,' 
arguing that the Wage Rule violated the 
Administrative Procedure Act (APA) 
because '"it did not provide notice to 
Plaintiffs and the public that DOL was 
considering delaying implementation of 
the new regulation and because DOL's 
reason for delaying implementation of 
the new regulation is arbitrary ... CATA 
v. Solis. Dkl. No. 103-1. Plaintiff's 
Motion for an Order Enforcing the 
Judgment at 2 (Jan. 24, 2011 ). On June 
16, 2011, the court issued a ruling that 
invalidated the January 1, 2012 effective 
date of the Wage Ru le and ordered us to 
announce a new effective date for the 
rule witl1in 45 clays from June 16. The 
basis for the courl"s ruling was twofold: 
(1) That the almost one-year delay in the 
effective date was not a "'logical 
outgrowth" of the proposed rule. and 
therefore violated the APA; and (2lthal 
the Department violated the INA in 

'On August 30. 20"10 . the U.S. Di•trict Court for 
tht! Ea"ileru Di,trict of PennsvlvaniH in r..A TA t '. 

Solis. 2010 IVL 3431761 (E. D. l'a.) ruled that the 
Department ha d violated the Admini<>lrative 
Procedure Act by failing to adequately explain its 
reasoning for using skill levels as part of the H-2B 
prevailing wage determinations. and failing lo 
consider comme nts relating to the choice of 
appropriate data sets in deciding to rclv on OES 
data rather than SCA and DBA in sell in!( the. 
pre\'ailing w"'gc n th! ... Thn court or(lna·od tho 
Department to " promulRate new rules concerning 
the cHlc:ulation nf tht: pnwrtiling w~;~go ratu in tlw H-
2B program that arc in complia11ce with the 
AdminislrRti\'1~ Pmr:edur~ Ar:t nn IHter than 120 
clays from the date of thi~ order. " The Ol'dcr was 
later amende-d to provide additional time. until 
January 18, 2011 ' to promulgate a nnal rule. 

considering hardship to employers 
when deciding to delay the effective 
date. The court held that '·it is apparent 
that in this case the notice of proposed 
rulemaking was deficient."' CATA v. 
Solis, Dkl. No. 119, 2011 WL 2414555 at 
*4. The court noted that the NPRM said 
nothing about a delayed effective elate. 
and accordingly '·the public would 
• * • be justified in assuming that ru1y 
delay in the effective date would mirror 
the minimal delays associated with the 
issuance of similar wage regulations 
over the past several decades.·· Jd. In 
finding a violation of tl1e INA, the court 
relied extensively on the 1983 district 
court decision in NAACP v. Donovan, 
566 F. Supp. 1202 (D.D.C. 1983) . which 
held that the Deparuncnt could uot 
phase in a wage regime based up-on a 
desire to alleviate hardship on small 
businesse , because " '[in] Qclmini ·turing 
tbe labor certification program. DOL is 
charged witl1 protection of worker . '· • 
CATA v. Solis. Dkt. No. 119, 2011 WL 
2414555 at *4 (citing NAACP v. 
Donovan. 566 F. Supp. al 1206). 

In response to the court's order , we 
issued a Notice of Proposed Rulemaking 
(NPRM) on June 28. 2011 , which 
proposed that the Wage Rule take effect 
60 days from the date of publication of 
a final rule resulting from this 
rulemaking. Because we anticipatP.rl I he 
date of publication of the final rule to 
be on or about August 1. 2011. we said 
in the NPRM that the effective date of 
the Wage Rule would be on or about 
October 1, 2011. The Wage Rule would 
be effective for wages paid to H-2B 
workers and U.S. workers recruited in 
connection with an H-2B labor 
certification for all work performed on . 
or after the new effective date. 

II. Discussion of Comments 

A. Overview of Comments Received 
We received 59 comments iu response 

to the NPRM. Forty-two of tbe 
comments were complete ly unique . one 
was a duplicate. and the remainder were 
a form letter or based on a form letler. 
Commenters represented individual 
employers. worker advocacy groups, 
business associations, agents, the Chief 
Counsel for the Office of Advocacy of 
the Small Business Administration 
(Chief Counsel for Advocacy. SEA). 
Members of Congress, aJ1d various 
interested members of the public. The 
comments are discussed in greater detail 
below. 

Some of the comments were outside 
the scope of the proposed rule. The 
NPRM proposed a new effective date for 
the Wage Rule and specifically provide,d 
that any comments relating to the merits 
of the Wage Rule would be deemed out 
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of scope and would not be considered. 
Furthermore. the NPRM stated that 
under the court's oTder, we cannot 
consider specific examples of employer 
hard hip to delay the effective date of a 
new wage rule. See CATA v. Solis, Dkt. 
No. 119.2011 WL 2414555 at *4. Many 
comments went well beyond the scope 
of amending the effective date of the 
Wage Rule. Among the comments that 
we deemed out of scope were comments 
that challenged the merits of the Wage 
Rule and asserted that the Wage Rule 
and/or the proposed effective date of the 
Wage Rule would result in employer 
hardship, including inadequate time to 
plan or prepare for the change in wages, 
cancellation of contracts, lower profits, 
and financial insolvency. Because the 
district court was clear that our 
consideration of hardship to employers 
when setting the January 1, 2012 
effective date was contrary to our 
responsibilities under the INA to protect 
the wages and working conditions of 
U.S . workers. we cannot consider these 
comments in this rulemaking. We also 
did not consider comments submitted 
before the comment period began or 
after the comment period closed. 

B. Adequacy of Commen t Period 

Several commenters did not believe 
that the ten day comment period 
provided an adequate amount of time 
for the public to comment on the PRM, 
and several specifically requested 
extending the deadline for submission 
of comments. including up to 120 days. 
An agency is only required to provide 
a "meaningful opportunity" for 
comments on a proposed rule. See 
Grand Canyon Air Tour Coalition v. 
FAA. 154 F.3d 455 (D.C. Cir. 1998). In 
Florida Power&- Light Company v. NRC. 
846 F.2d 765 (D.C. Cir 1988) , the court 
used a reasonableness standard to 
uphold the agency's 15 day comment 
period. Although the agency in that case 
was attempting to meet a Congressional 
deadline. we are under an analogous 
constraint here given the judicial 
requirement of the CATA order that a 
new ef!'eclive date be a11nounced within 
45 days. As was true in Florida Power. 
despite the truncated comment period, 
we received more than 40 substantive 
comments addressing every aspect of 
the issue. We issued an NPRM that 
simply proposed to move up the 
effective date of the Wage Rule by 3 
months. Ten days is ample time for a 
member of the public to rev iew the 
NPRM, which only consisted of 4 pages 
in the Federal Register, and formulate a 
meaningful response. The shorter 
timeframe is warranted here , given the 
limited scope of this rulema.ki.ng and the 
court's June 16. 2011 order that we 

announce a new effective date within 45 
days. Because we had to draft an NPRM, 
review comments. draft a fina l rule and 
submit both the NPRM and the Final 
Rule for Executive Order 12866 review 
within the 45-day period ordered by the 
court. the ten-day comment period is 
the most generous period that we could 
provide . 

C. Authority of (.'AT A Decision 

Our responsibilities in the H-2B labor 
certificat ion program first and foremost 
are to ensure that U.S . workers are given 
priority for temporary non-agricultural 
job opportunities and to protect U.S. 
workers' wages and working conditions 
[Tom being adversely affected by the 
employment of foreign workers in such 
job opportunities. See 8 U.S.C. 
1101 (a)(15)(H)(ii)(b). Only when we 
certify that U.S. workers capable of 

An emp loyer expressed its performing the services or labor arc nol 
disagreement with the june 16. 2011 available and that the employment of 
C'..A TA decision, stating that the the foreign worker(s) will not adversely 
Department's consideration of employer affect the wages and working conditions 
hardship was appropriate and that the of similarly employed U.S. workers (see 
court misunderstood the procedural 8 CFR 214.2(h)(6)) may an employer file 
requirements of the H-2B program. An an H-2B visa petition to bring in 
employer association chided the temporary foreign workers. The court 
Department for its ' 'wholesale was qu ite clear that ··[d]elaying the 
endorsement of the decision," arguing implementation of the Wage Rule 
that the court's holding that the requires. by necessity. the continued 
Deparm1ent is not permitted to consider payment of a lower. invalid wage to H-
employer hardship was ··meaningless 2B workers." CATA v. Solis . Dkt. No. 
dicta," that the CATA case was not a 119, 2011 WL 2414555 at *4. The 
legi timate case or controversy but more payment of this lower. invalid wage 
akin to an "advisory opinion" because clearly ha~ a~ adverse effect ou tho 
both the plaintiffs' and our interests wages of similarly employed U.S. 
were aligned, and that the INA does not w~ke;{ t d' t tt t th 
make any reference good or bad to ) . 1° 

0 no . ISp~ & J~ e R 1 employer hardship. While we Imp emontatwn o c age ~.e. 
. . d . 1 whether on the amended or ongmal unde1stan that there may not )e 1. f u bl It · th 

agreement with the merits of the June t~effs~arrref,r2g~e a .,Z may Jesu ·bi , 
16 2011 CAT/I d · · 't · b' d' 6\0 o - wor rs an poss1 \ 

· ecision. 1 Is 111
· mg 1J:s. workers in positions that suppnrt 

on the Department and we must act m th th t tl till d b H 2B 
accordance with it. As to the 058 a are cunen Y e Y -

t · 1 · th th 1 . L'ff . workers . However, our role m the H-2B 
comme~1. er s c 81111 .. at e Pam 1 s rogram, as further reinforced by the 
and ow. 1~1le~ests rue altgned m the district court in CATA. is to protect the 
CA TA l!ttgatwn, .we have vtg~rously . wages and working conditions of 
defended our po_s i twn~ at all sta~es o[ similarly employed U.S. workers-a 
the. c.-: T~ case. mcludmg opposmg the constittiencv that few, if any, of the 
pla~nttffs January 24, 2011 motwn. See. commenters acknowledge-but who ru·o 
CATA v: Solis, Dkt. ~o.~05. Defendants the very group the labor certification 
Opposit ion to Plamtiffs Motlon for program was designed to protect . 
Order Enforcmg the judgment. 

D. Harm to H-2B and U.S. Workers 

Two employer associations asserted 
that employers and workers stand and 
fall together-specifically. that there is 
no distinction between the benefi t of 
employers and the benefit of workers 
and that a negative impact on the 
employer ha~ an immediate negative 
effect on the workers. In an effort to 
illustrate that point. a number of 
employers and employer associations 
slated that the accelerated effective ela te 
woul d result in having to lay off their 
H-2B workers because they simply 
would not be able to afford the increase 
in wages based on the Wage Rule 's new 
wage methodology. Additionally, some 
employers commented that as a result of 
their H-2B worker layoffs, they would 
be forced to lay off their U.S. workers 
who are in supervisory, support, and 
adrninistrati ve positions. 

E. Earlier Effective Date 

Two worker advocacy organizations 
and a labor organization supported 
pulling the Wage Rule into effect as 
quickly as possible. A worker advocacy 
organization specifically requested "the 
earliest adminis tratively practical 
eiTeclive date" for tho Wage Rule and 
that the effective date be no later than 
30 days after the publication of the fina l 
rule resulting from this rulemaking
i.e .. Augusl31. 2011. Tho commenlor 
stated that it disagreed with our 
suggestion in the NPRM that the fact 
that the Congressional Review Act 
(CRA) app lied to the Wage Rule 
provided any basis for delaying the 
Wage Rule another 60 days from the 
dale of publication of the final rule 
res ul ting from this ru lema king. The 
commenter believes that we have the 
authority under the APA to set an 
immed iate effective date for the Wage 
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Rule upon publication of the final rule 
resulting from this rulemaking. The 
commenter contends that we would 
have good cause for doing so , as more 
than six months have passed without 
any action from Congress to vacate the 
Wage Rule under the CRA. while "H-2B 
workers continue to be paid unlawfully 
low wages.'' While the commenter 
agreed that the Department's 
··admini strative needs in 
implementation of [the Wage Rule) is a11 
appropriate factor to consider in 
establishing the effective date.' ' the 
commenter believes that: 

It would be administratively practicable for 
DOL to immediately issue bulk interim 
prevai ling wage determinations by electronic 
mail notifying all applicants for H-2B 
prevailing wage determinations submitted 
since October 1, 2010 that if they employed 
any li-2B workers after August 1 , 2011, they 
would be immediately required to pay the 
FLC Data Center Le\·el 3 wage based on 2011 
OES data for the SOC (ONET/OES) code on 
their initial prevailing wage determination 
for their geograph ic area until such time as 
DOL determined i [there were higher Service 
Contract Act (SCA) or Davis Bacon Act (DBA) 
wage rates for their H-2B workers and other 
workers in corresponding employment. 
Employers could be directed to http:// 
WTA"..v.flcdatacenter.cum / 
OESWizardStart.aspx, the Online Wage 
Library-FLC Wage Search Wizard, to 
mathematically calculate the appropriate 
prevailing wage rate pendi11g an 
individualized further notice from DOL 
Employers for whom SCA or DBA wages 
might be appropriate cou ld be notified of 
procedures for submi tting further 
information for determiniug those wage rates. 

The same commenter a lso stated that 
if we have an internal computerized 
system for tracking H-2B certification 
applications and decisions , identifying 
employers with certifications for 
periods of emp loyment on or after 
August 1. 2011 should be relatively 
stJ·aightforwarcl. Additionally. the 
commenter raised tl1e possibility of 
whether the existing computerized data 
for the H-2B prevailing wage 
determinations could he used to 
automatically recompute new prevailing 
wage rates at the July 2011 OES Level 
3 wage rates. which would relieve 
employers from having to re-calculate 
the new wage rates themselves. Lastly , 
the commenter stated that if we already 
have a cross reference by SOC (ONETI 
OES) codes for employment involving 
potential DBA or SCA wage rates , ·'that 
possibility could be specifically fl agged 
only for those codes and a questionnaire 
seeking additional information in 
relationship thereto could be 
generated.·· 

We still consider the proposed 60 day 
delayed effective date to be necessary 

and appropriate. despite the 
commenter's proposal of variou s 
operational measures to implement the 
Wage Rule in a more expeditious 
manner. We do not dispute that the 60 
day delayed effective date requirement 
of the CRA applied only to the 
publication of the Wage Rule in January 
2011 and that we are not legally 
requu·ed under the CRA to delay by 60 
days from the publication of this 
rulemaking the effective date of the rule . 
However. while we agree with the 
commenter that the Wage Rule should 
have the ··earli est possible 
administratively practical effective 
date," an effective date of 30 dRys after 
the publication of the final rul e does not 
provide us with sufficient operational 
time to issue new prevailing wage 
determinations (PWDs) under the 
methodology prescribed by the Wage 
Rule. 

Because the new wage methodology 
under the Wage Rul e would take effect 
for all wages paid to H-2B workers and 
U.S. workers recruited in connection 
with an H-2B labor cert ification for all 
work performed on or after the new 
effective dale . we will have to issue 
PWDs using the Wage Rule 
methodology not only for all 
applications received after the new 
effect ive elate but also for existing 
certifications for which work is to be 
performed on or after the new effective 
date. What this meru1s is that our 
National Prevailing Wage Center 
(NPWC) will have to issue 
approximately 4,000 supplementa l 
prevailing wage determinations. 2 This is 
a manual process , as there is no way to 
automatically link the PWD requests 
that were subm itted and processed in 
the iCert prevailing wage system with 
the actual H-2B applications that were 
subsequently filed and approvetl for 
work that will be performed on or after 
the effective date. Many of tl1csc 
requests involve multiple locations. 
some including dozens of locations, 
each of which requires a separa te 
determination.~ While the NPWC 
anticipates being able to issue all of 
these 4,000 supplemental wage 
determinations before October 1, to do 
so before August 31 is physically and 
operationally impossible. 

We appreciate the commen ter's 
suggestions for streamlining the PWD 

2 Jt ha~ n.nt been po"sihl e to perform 
recalculations of the prevailing wage before July 1 , 
a .. the wages in OES are updatP.d on or Hhout thHt 
date each year. and were not available before that 
date for use in the li-2B prog1·am. 

1 Unti l we have redewed all aft'ectl~d applit:a tions 
some of which are sti ll in lhe process of 
adjudication we wil l not know the exact number of 
determinations that that the NPWC must Jssue. 

process in order to implement the new 
Wage Rule in the most expeditious 
manner possible . However. it is 
imperative that we issue individual 
PWDs for each employer tl1at has an H-
2B labor certification for work being 
performed on or after the new effective . 
date to ensure the integrity and 
enforceability of the new prevailing 
wage. The commenter's suggestion that 
employers calculate their own 
prevailing wage would present us with 
substantial challenges in both 
implementation and enforcement. 
NPWC staff provide a level of 
consis tency and accuracy that woultl 
not be replicable if responsibility for 
PWDs were devolved to hundreds, if not 
thousands. of individual H-2B 
employers and their various 
representatives. In th e simplest scenario 
proposed by the commenter. ru1 
employer with limited or no previous 
knowledge of the prevailing wage 
determination process would have to 
follow our instructions to use an 
unfamiliar set of online tools to 
determine their correct prevailing wage. 
ln addition to possible cnors cA used by 
lack of familiarity with the system. 
further complications could arise for 
employers with certified occupations 
that are a blend of two unique 
occupations or with multiple areas oJ 
intended employment. There is 
potential for employer error at every 
step that could result in the 
unintentional payment of an incorrect 
wage rate to thousru1ds of H-2B 
workers. Moreover , our ability to 
enforce an employer's failure-to pay the 
correct wage would be compromised if 
we cou ld not definitively show that the 
employer knew what the proper wage 
was (see 20 CFR 655.65(e)). which 
would be quite difficult , given the 
practical challenges just discussed. 

Moreover, obtaining the appropriate 
SCA and DBA wages for tl1e job 
opportunity is not As simple a process 
as obtaining the OES wage , since the 
SCA and DBA wages are determined in 
a completely different manner and 
updated on a completely separate 
timeframe. We make SCA and DBA 
wage rates avai lable to Federal 
contracting officers and the public 
through the http://www.wdol.gov Web 
site. Whil e it is easy to use this Web site 
to locate wage determinations , selecting 
tl1e appropriate occupations or job 
classification from !he wage 
determination presents additional 
opportunities for employer error. 
Occupations under the SCA arc 
determined using t.bc Dictionary of 
Occupational Titles (DOT). Employers 
would be required to review tb e 
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definitions in the DOT and determine 
the appropriate SCA occupation for 
their specific job opportunity. For 
example, an employer seeking to hire 
H-2B workers for its restaurant could be 
presented with SCA wage rates for a 
··cook I," "Cook II," and "Food Service 
Worker" on the same wage 
determination. The employer would be 
required to analyze the DOT to 
determine the appropriate occupation. 

A similar challenge exists with DBA 
wage rates. DBA wage rates reflect the 
area practice concept which makes it 
difficult for someone inexperienced 
with those wage rates to determine 
which rate applies. For example, in 

f'' some areas of the country. a rate is 
S established for "welders," and in other 

.[' ~ areas welders receive the rate prescribed 
~ S for the craft to which performance of the 

'-._ welding is an incidental operation, 
. S' ~ depending on whether it is the practice 
1 \) in the area to treat welding as a separate 
.,_-y occupation. Therefor , we do not 

"? ~ believe that employer could easily 
----.._ select the correct prevailing wage rate 

for the job opportunity w ithout this 
specialized knowledge. The commenter 
implicitly acknowledges this 
complexi ty, as it offers no proposal for 
obtaining those wages in an expedited 
manner; instead. it proposes that 
employers be required to immediately 
begin paying the OES Level 3 wage and 
that the NPWC would determine the 
applicability of the SCA or DBA wage at 
a later date. This would serve further to 
undermine our ability to enforce the 
payment of the prevailing wage as of the 
new effective date if either the SCA or 
DBA wage eventually were found to be 
the highest wage (see 76 FR 3484 (Jru1. 
19, 2011) (to be codified at 20 CFR 
655.10{b)(2)), because the employer may 
not have been aware at the time that the 
work was performed after the new 
effective date that either the SCA or 
DBA wage was the prevailing wage. 

We do not think it appropriate to 
issue "interim" wage determinations 
and then issue corrected wage 
determinations at a later date. possibly 
requiring employers to pay make-up pay 
at a later elate, or for workers to have 
their pay adjusted downward. Sound 
program administration ru1d basic 
fairness require us to provide employers 
with a prevailing wage determination on 
which they can rely in time for them to 
make any needed adjustments in their 
payroll systems and pay the correct new 
wages when they are due. Issuing 
prevailing wage determinations as 
quickly as possible but in time for 
employers to implement them on the 
effective date avoids confusion for both 
employers and workers, and also 

reduces the necessity of enforcement 
actions and the possibility of litigation. 

F. Later Effective Dale 

Two employer associations asserted 
that the court in CA TA did not mandate 
ru1 earlier effective date but merelv 
required that the effective date be
subject to notice and comment. One 
employer suggested that any new wage 
changes apply to H-2B visas released 
after the new effective date. We do not 
believe, based on the CATA decision 
and on our mandate to ensure that the 
employment of foreign workers in 
temporary non-agricultural positions 
does not adversely affect similarly 
employed U.S. workers , that we can 
further delay implementing the Wage 
Rule bevond the time that it takes to 
issue m~d implement the new prevailing 
wage determinillions. as described 
above. While the court did not order us 
to issue any particular effective date, its 
decision made it clear that the court was 
concerned with the "critical importance 
of avoiding the depression of wages 
paid to U.S. and to H-2B workers, and 
* * * the already protracted delay in 
implementing a valid prevailing wage 
regime." CATA v. Solis, Dkt. No.119 .. 
2011 WL 2414555 at *5. Applying the 
Wage Rule's prevailing wage 
methodology only to H-2B visas issued 
after the new effective date would result 
in what the court in CATA specifically 
sought to avoid-prolonging the 
payment of a lower, invalidated wage to 
H-2B workers. We believe that. under 
the court's decision. we must do all we 
can that is administratively and 
operationally feasible to minimize the 
period in which these payments 
continue. 

G. Impact of Changing tJ1e Prevailing 
Wage for Existing Certifications 

Several corumenters objected to the 
application of the Wage Rule's 
prevailing wage methodology to existing 
certifications. An employer association 
asserted that we would be acting in 
confl ict with our regulations providing 
that the prevailing wage would be valid 
throughout the intended of period 
employment. Similarly. another 
employer association claimed that 
nllowi.ng the new prevailing wage 
methodology to apply to existing 
certifications would violate the 
attesta tion on older versions of the ETA 
Form 9142 , Appendix B.l that "the 
offered wage equals or exceeds the 
highest of the prevailing wage. the 
applicable, Federal. State , or local 
minimum wage, and the employer will 
pay the offered wage during the entire 
period of the approved labor 
certification. ·· 

In the fall of 2010, the CA TA plaintiffs 
moved for additional relief including 
seeking an order requiring the 
Department to condi tion future H-2B 
certifications on employer agreement to 
pay the wage rate under the Wage Rule 
once it became effective. We opposed 
this order, argu ing that the regulation at 
20 CFR 655.1 O(cl) meant that once an 
employer had received a prevailing 
wage determination in m1y yem· , it is 
entitled to use that prevailing wage 
throughout the duration of its H-213 
certification. In a Nov ember 24, 2010 
ruling, the court rejected that argument: 

Nothing in § 655.10(d). nor any related 
regulation, prevents the DOL from devising 
interim measures to reducu the impact of the 
deficient methodology. Thus an employer 
must pay a \'alid wage for the duration of 
employment, but it does not follow that an 
employer must continue paying that wage 
al'ter it has been deemed to be the product 
of an invalid regulation. 
CATA v. Solis. Dkt. No. 97, 2010 WL 
4823236 at *2 (footnote omitted) . 
Although the comt did not order us to 
take any specific action . we 
reconsidexed our posltion in light oi the 
court's ruling that th cu.r:r nt wage 
methodology i i.nvaJid <U1d that we 
have the authority to l'equi.re employ rs 
to pay wag·es other than those issued in 
a prevailing wage determination . 
Accordingly, in these special 
circumstances. we decided that it is not 
appropriate to allow wage 
determinations made under the 
invalidated current methodology to 
continue to govern the payment of 
wages beyond the effective date of the 
Wage Rule. 

While these commenters may not 
agree with the district court 's r-ationale, 
as discussed above. the decision is 
nevertheless binding. As to the 
commenter's concern that an employer 
would be in violation of the attestation 
on the previous version of the ETA 
Form 9142. Appendix B.1. we do not 
consider the attesta tion to be 
inconsistent with an employer 's 
payment of a higher wage rate once the 
Wage Rule takes effect. The attestation 
only requires that the offered wage 
equa l or exceed the highest of the 
prevailing wage or applicable minimum 
wage and that the employer pay the 
alTered wage during the time period the 
work is performed. If the prevailing 
wage increases as a result of the Wage 
Rule taking effect, then the employer's 
offered wage would need to increase in 
accordance with that change. 

Additionallv , a commenter stated that 
because empl~yers have a protected 
property interest in the validity of the 
prevatling wage throughout the period 
of intended employment , we woulcl be 
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denying the employer due process to 
take away that right without notice and 
an opportunity for an individual 
hearing. The commenter's concerns 
about due process aie not warranted. As 
a threshold matter. due process applies 
only to individualized determinations, 
and not to legislative rulemaking. See 
United States v. Florida East Coast 
Railway. 410 U.S. 224, 244-46 (1973). 
We Me not required to provide a hearing 
before taking an action that affects the 
property interest of a class of 
individuals or regulated entities. See 
McMurlrayv. Holladay. 11 F.3d 499, 
504 (5th Cir. 1993). In any event, when 
employers operating under current 
certifications aie notified of the new 
prevailing wage, the notice will provide 
them with appropriate appeal rights 
under section 655.11. so that thev can 
challenge the correctness of thei; 
individualized prevailing wage 
determination. 

Another employer association 
claimed that because an employer 
would have advertised and tested the 
labor market at a wage rate that is 
different than the new prevailing wage 
under the Wage Rule. the employer 
could be accused of applying a wage 
that is higher than the wage that was 
advertised to domestic workers , which 
could result in a revocation of the 
employers· petition by DHS. The 
commenter relies on what it deems to be 
the Department of State 's interpretation 
that an employer may not pay above the 
prevailing wage that was advertised at 
the time the H-2B job was advertised 
per regulation . Along the same lines. 
one commenter called fo r the 
Department to pro vi de extra time to re
apply to users for continued 
certification under the new prevailing 
wage. and another commenter stated 
that any new changes to the wage rates 
must not require employers to complete 
the recruitment phase or obtain a new 
foreign labor certification once these 
steps have already been completed. 

The Department of State and USCIS , 
each of which play a role in the H-2B 
process. are awaie of the unique 
circumstances of this supplemental 
wage determination process as ou tlined 
in the Wage Rule and in this Final Rule. 
We contacted each agency about this 
issue. The Department of State advised 
us that it might not issue a visa in some 
circumstances where the visa has not 
yet been issued but the wage wi ll be 
higher than stated on the petition. 
However, because this is a regulatory 
change mandated by an agency with the 
authority to do so-nal'l1ely, the 
Depaitrnent-this is not in itself a basis 
for petition revocation. users advised 
that, while circumstances vary. they 

generally cannot deny or revoke a 
nonimmigrant visa petition for this 
reason. We will continue to advise both 
the Department of State and USC!S as 
the supplemen tal wage determinations 
are issued . 

IlL Administrative Information 

A. Executive Orders 12866 and 13563 

Under Executive Order (E.O.) 12866 
and E.O. 13563. we must determine 
whether a regula tory action is 
significant and therefore. subject to the 
requirements of the E.O.s and subject to 
review by the Office of Management and 
Budget (OMB). Section 3(t1 ofE.O. 
12866 defines a "significant regulatory 
action ' ' as an action that is likelv to 
result in a rule that: (1) Has an annual 
effect on the economy of $100 million 
or more or adversely -and rnateria.lly 
affects a sector of the economy. 
productivity , competition, jobs, the 
environment , public health or safety , or 
State, local or Tribal governments or 
communi ties (also referred to as 
"economica lly s ign ificant"); (2) creates 
serious inconsistency or otherwise 
interferes with an action taken or 
planned by another agency: (3) 
materially alters the budgetary impacts 
of enti tl ement gra nts, user fees. or loan 
programs or the rights and obligations of 
recipients thereof; or (4) raises novel 
legal or policy issues arising out of legal 
mandates. the President 's priorities, or 
the principles set forth in the E.O. 
Executive Orders 13563 and 12866 
direct agencies to assess all costs and 
benefits of available regulatory 
alternatives and, if regulation is 
necessary , to select regulatory 
approaches that maximize net benefits 
(including potential economic, 
environmental, public health and safety 
effects, distributive impacts. and 
equity). Executive Order 13563 
emphasizes the importance of 
quantifying both costs and benefits. of 
reducing costs, of harmonizing rules , 
and of promoting flexibility. 

We have determined that this Fi.nal 
Rule is not an economically significant 
regulatory action under sec. 3(£)(1) of 
E.O. 12866. We have. however. 
determined that this Final Rule is a 
significant regulatory action under sec. 
3(t)(4) of th e E.O. and , accordingly. 
OMB has reviewed this Final Rule. 

B. Regulatory Flexibility Act 

The Regulatory Flexibility Act (RFA) 
at 5 U.S.C. 603 requires agencies to 
prepare il regulatory llexibility analysis 
to determine whether a regulation will 
have a significant economic impact on 
a substantial number of small entities . 
Section 605 of the RF A allows an 

agency to certify a rul e in lieu of 
prepaiing an analysis if the regulation is 
not expected to have a sign ificant 
economic impact on a substantial 
number of small entities. Further. under 
the Small Business Regulatory 
Enforcement Fairness Act of 1996. 5 
U.S.C. 801 (SBREFA). an agency is 
required to produce a compliance 
gu idance for smal l entit ies if the rule 
has a significant economic impact. The 
Assistant Secretary of ETA has notified 
the Chief Counsel for Advocacy. Small , 
Business Adminis tration (SBA). under 
the RFA at 5 U.S.C. 605(b). and certified 
that this rule will not have a significant 
economic impact on a substantial 
number of small entit ies. 

We received a comment from the 
Chief Counsel for Advocacy, SBA, in 
which the Chief Counsel contended that 
we did not adequately provide a factua l 
basis for the RFA certification and that 
the certification did not take into 
consideration the economic impact that 
this unexpected change in the effective 
date of the Wage Rule will have on 
small businesses. The Chief Counsel for 
Advocacy. SBA strongly encomaged us 
to complete an Interim Regulatory 
Flexibility Analysis of the NPRM. 
Several associations also asserted that 
we failed to consider the impact of this 
rulemaking on small businesses. 

In particulru·. the Chief Counsel fcir 
Advocacv. SBA, claimed that we offered 
no data ;r other analysis in support of • 
the factual basis used to support the 
certification as required by the RF A 
beyond the statement "[w]hile the 
change in the effective elate of the Wage 
Rule that is being proposed in this 
NPRM may c;hange the period in which 
the total cost burdens for small entities 
wou ld occur. the Department believes 
that the amount of the total cost burdens 
themselves would not change.·· 4 An 
employer as ociation stated that if the 
e!Toctive date moves to October 1, 2011 , 
its average member's pa roll wou ld 
increase from $79.840 to $150,680 and 
that their "total cost of labor" would 
likely double or even triple these 
figures. Another employer association 
aigued that if the period that the Wage 
Rule is in effect is increasing, the total 
cost burden would increase along with 
the extended period, as the d iJference in 
implementing the Wage Rule on October 
1. 2011 as opposed to January 1, 2012 
would be $1,872 per worker. 

We disagree with the Chief Counsel 
for Advocacy , SBA's assessment that we 
did not provide a factual basis for the 
certification. As we stated in the NPRM, 
we already es tablished in the Wage Rule 
that we believed that the Wage Rule was 

•1 76 FR 37686.37688-8\1 (June 28. 2011). 

1995



45672 Feder·al Register I Vol. 76, No. 147/ Monday, August 1, 2011/ Rules and Regulations 

not likely to impact a substantial 
number of small entities, ru1d we 
provided an extensive ana lysis in the 
Wage Rule to support this conclusion . 
See 76 FR 3452. 3473-3482 (Jan. 19, 
2011). Changing the effective date of the 
Wage Rule does not change the total 
cost burden for small entities as 
calculated under the Wage Rule. The 
total cost burden for small entiti es 
under the Wage Rule accounted for the 
increase in wage costs as a result of the 
new wage methodology (e.g. , a $4.83 
increase in tl1e weighted average hourly 
wage for H-2B workers (and similarly 
employed U.S. workers hired in 
response to the recruitment required as 
part of the H-2B application)) r, and the 
cost of reading and reviewing the Wage 
Rule-neither of which accounted for or 
were impacted by the original january 1. 
2012 effective date of the Wage Rule. 
While we found that the Wage Rule has 
a significant economic impact~ 
(contrarv to 11 commenter's assertion 
tl1at we did not make such a finding). 
we found that the Wage Rule did not 
impact a substant ial number of small 
enti ties. as the sma ll entities that have 
historically applied for H-2B workers 
represent relatively small proportions of 
all small businesses-i.e .. less than 10% 
of the relevant universe of small entities 
in a given industry.7 The H-2B 
employers that the commenters ci te are 
already captured by these numbers, as 
the determination of the number of 
small entities affected by the Wage Rule 
neither accounted for. nor was affected 
by, the original January 1, 2012 effective 
date of the Wage Rule. We do not 
dispute that as a result of the Wage 
Rule, employers may in the short term 
experience an increase in costs. but the 
increase in total costs of the H-2B 
program as a result of the Wage Rule 
during the first year of its 
implementation and annually thereafter 
would be the same, regardless of 
whether it goes into effect October 1, 
2011 or January 1. 2012. Therefore, the 
RFA analysis in the Wage Rule 
continues to be an accurate analysis of 
the impact of the Wage Rule on small 
businesses and would remain 
unaffected by the change in the effective 
date of the Wage Rule. 

The Chief Counsel , Office of 
Advocacy. SBA, also sta ted that "[!]here 
is nothing cited in the Proposed Rule 
that negates the agency's previous 
concern noted in the Wage Rule about 
the im pact of the wage modification on 
small businesses. other than a court 
order mandating a new effective date," 

' 76 FR 3452.3475 (Jan. 19. 2011). 
• sec id. "' 347lj. 
7 /d. 

a sentiment tha t was echoed by a 
number of associations. However, the 
Chief Counsel is mistaken, as the NPRM 
clearly states that the need for the 
rulemaking arose from the CA TA 
lit igation under which the court 
specifically found that we violated the 
INA in considering hardship to 
employers (regardless of size) when 
deciding to delay the effec tive date. We 
do not dispute the Chief Counsel's 
observations that "[s]mall businesses 
have made plans, commitments, and 
have expended money for the current 
year based on the January 1. 2012, 
effective date rumounced in the Wage 
Rule nearly six mon ths ago" but as we 
discussed in the Wage Rule's RFA 
analysis, the rule does not impact a 
significant number of small businesses. 
Moreover. the court in CATA has 
explicitly prohibited us from 
considering these empl oyer hardships 
when setting the effective date of the 
Wage Rule. Additionally, as we have 
explained above. we continue to rely on 
the to tal cost burden provided in the 
Wage Rule's RFA analysis. as it is not 
impacted by the change in the effective 
date of the Wage Rule. 

C. Unfunded Manda les Reform Act of 
1995 

Title IT of the Unfunded Mandates 
Reform Act of 1995 (2 U.S.C. 1531) 
directs agencies to assess the effects of 
Federal regulatory actions on Slate, 
local. and tribal governments. and the 
private sector. The Final Rule has no 
Federal mandate, which is defined in 2 
U.S.C. 658(6) to inclu de either a 
"Federal intergovernmental mandate" 
or a "Federal private sector mandate." A 
Federal mandate is a11y provision in a 
regu lation that imposes an enforceable 
duty upon State, local, or tribal 
governments. or imposes a duty upon 
the private sector which is not 
voluntary. 

D. Small Business Regulatory 
Enforcemenl Fairness Acl of 1996 

We have determined that this 
rulemaking does not impose a 
significru1t impact on a substantia l 
number of small entities under the RFA; 
therefore. we are not required to 
produce any compliance guides for 
small entities as mandated by the 
SBREFA. We have similarly concluded 
that this Final Rule is not a major rule 
requiring review by the Congress under 
the SBREFA because it will not likely 
result in : (1) An annual effect on the 
economy of $100 million or more; (2) a 
major increase in costs or prices for 
consumers. individual industries. 
Federal, State or local government 
agencies , or geograph ic regions: or (3) 

significru1t adverse effects on 
competition, employment, investment, 
productivity, innovation. or on the 
ability of U.S.-based enterprises to 
compete with foreign-based enterprises 
in domestic or export markets. We 
received two comments that suggested 
that the earlier effective date of the 
Wage Rule would exacerbate the already 
negative impact that higher wages 
resulting from the Wage Rule would 
have on competition. employment, and 
investment and, in pru·ticular, the crab 
meat processing industry, as cheaper 
foreign crabmeat will completely 
displace domestically produced 
crabmeat in local markets. Another 
employe1· echoed this concern for tho 
manufac turing industry in general. 
stating that the change in effective date 
would result in job losses e ither because 
the company fails or moves its 
operations outs ide the U.S. 

The only data offered by one of the 
commenters in support of these 
statements is an undated study on 
Maryland's crabmea t processing 
industry.« This study not only appears 
to challenge the underlying merits of the 
Wage Rule . which would make it out of 
scope for purposes of this rulemaking, 
but also is premised on the assumption 
that absolute ly no U.S. workers would 
be willing to work in any positions 
formerly held by H-2B workers, thereby 
resulting in major job losses in 
Maryland's crabmeat processing 
industry and in the loss of related jobs 
affected by the crabmeat processing 
industry. Given that the increase in 
wages not on ly would ensure against 
adverse effect but mav also have the 
effect of causing U.S. -workers to become 
more interested in these jobs. the 
study 's assumption that no U.S. workers 
wou ld ever replace the H-2B workers is 
fundamentally flawed. Therefore. 
neither of these commenters makes a 
sufficient case that changing the 
effective date of the Wage Rule would 
result in significant adverse effects on 
competition, employment , investment, 
productivity . innovation. or on the 
ability of U.S. -based enterprises to 
compete with foreign-based enterprises 
in domestic or export markets. 

E. Executive Order 13132-Federnli~m 
\Ve have reviewed this Final Rule in 

accordance with E.O. 13132 on 
federalism and have de termined that it 
does not have federalism implications. 
The Final Rule does not hnve 
substa11tial direct effects on States. on 
the relationship between the States . or 
on the distribution of power and 

• Lipton. Douglas D. Analysis of Economi c Impact 
of H-28 Workor Program on Maryland's Economy. 
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responsibilities among the various 
levels of government as described by 
E.O. 13132. Therefore, we have 
determined that this Final Rule will not 
have a sufllcient federalism implication 
to warrant the preparation of a summary 
impact statement. 

F. Executive Order 13175-Indian 
Tribal Governments 

We reviewed this Final Rule under 
the terms ofE.O. 13175 and determined 
it not to have tribal implications. The 
Final Rule does not have substantial 
direct effects on one or more Indian 
tribes, on the relationship between the 
Federal Government and lndian tribes. 
or on the distribution of power and 
responsibilities between the Federal 
Government and Indian tribes . As a 
result, no tribal summary impact 
statement has been prepared. 

G. Assessment of Federal Regulations 
and Policies on Families 

Section 654 of the Treasury and 
General Government Appropriations 
Act. enacted as part of the Omnibus 
Consolidated and Emergency 
Supplemental Appropriations Act of 
1999 (Pub. L. 105-277, 112 Stat. 2681) 
requires us to assess the impact of this 
Final Rule on family well-being. A rule 
that is determined to have a negative 
effect on families must be supported 
with an adequate rationale. We have 
assessed this Fina l Rule and determined 
that it will no t have a negative effect on 
families. 

H. Executive Order 12630- Government 
A ctions and Interference With 
Constitutionally Protected Property 
Rights 

The Final J{ule is not subject to E.O. 
12630 , Governmental Actions and 
Interference with Constitutionally 
Protected Property Rights, because it 
does not involve implementation of a 
policy with takings implications. 

J. Executive Order 12988-Citri/ Justice 

The Final Rule has been drafted and 
reviewed in accordance with E.O. 
12988, Civil Justice Reform, and will not 
unduly burden the Federal court 
system. The Department has developed 
the Final Ru le to minimize litigation 
and provide a clear legal standard for 
affected conduct. and has reviewed the 
Final Rule carefully to eliminate 
drafting errors and ambiguities. 

f. Plain Language 

We drafted this Final Rule in plain 
language. 

K. Paperwork Reduction Act 

As part of our continuing effort to 
reduce paperwork and respondent 
burden, we conduct a preclearance 
consultation program to provide the 
general public and Federal agencies 
with an opportunity to comment on 
proposed and continuing collections of 
information in accordance with the 
Paperwork Reduction Act of 1995 (PRA) 
[44 U.S.C. 3506(c)[2)[A)). Th is p1·ocess 
helps to ensure tha t the public 
understands the collec tion instructions: 
that respondents provide requested data 
in the desired format; that reporting 
burden (time and financial resources) is 
minimized; tha t collection instruments 
are clearlv understood; and that we 
properly assess the impact of collection 
requ irements on responden ts. 

The PRA requires all Federal agencies 
to ana lyze proposed regulations for 
potential time burdens on the regulated 
community created by provisions 
within the proposed regula tions tha t 
require the submission of information. 
These information collection (IC) 
requirements must be submitted to the 
OMB for approva l. Persons are not 
requ ired to respond to a co llection of 
information unless it displays a 
currently valid OMB control number as 
required in 5 CFR 1320.11(1) or it is 
exempt from the PRA. 

The majority of the IC requirements 
for the current H-2B program are 
approved under OMB control number 
1205--()466 (which includes ETA Form 
9141 and ETA Form 9142). There are no 
burden adjustments that need to be 
made to the analysis. For an additional 
explaJ1ation of how we calcu lated the 
burden homs and related costs. the PRA 
package for information collection OMB 
control number 1205--()466 may be 
obtained at http://www.Reglnfo.gov. 

IV. Change of Etfective Date of Wage 
Rule 

In the final ru le published january 19, 
2011 , 76 FR 3452, under the DATES 

section, the effect ive date of the final 
rule is amended to read as follows: 

This final rule is effective September 
30. 2011. 

Signed in Washington . this 2(ith day of july 
2011. 

Ja ne Oates, 

Assistant Secretwy, Employment and 
Training AdminislJ'Olion. 
]FR One. 21111-tG:i19 Filed 7-~9-11: ~:45 •m] 

BILLING CODE 45111-FP- P 

DEPARTMENT OF THE TREASURY 

Internal Revenue Service 

26 CFR Part 1 

[TD 9534] 

RIN 1545-8081 

Methods of Accounting Used by 
Corporations That Acquire the Assets 
of Other Corporations 

AGENCY: Internal Revenue Service (IRS). 
Treasury. 
ACTION: Final regulations. 

SUMMARY: This document contains final 
regulations relating to the methods of 
accounting. including the inventory 
methods , to be used by corporations that 
acquire the assets of other corporations 
in certain corporate reorganizations nnd 
tax-free liquidations. These regulations 
clarify and simplify the ru les regarding 
the accounting methods to be used 
following these reorganizations nnd 
I iquidations. 
DATES: Effective date: These regulations 
arc effective on August31 , 2011. · 

Applicability da le: For dates of 
applicability, see§§ 1.381(a)-1(e). 
1.381(c)(4)-1(D. 1.381(c)(5)- 1[0. and 
1.446-1(e)(4)(iii). 
FOR FURTHER INFORMATION CONTACT: 
Cheryl Oseekey at [202) 622-4970 (not 
a toll-free number). 
SUPPLEMENTARY INFORMATION: 

Background 

This document conta ins amendments 
to 26 CFR part 1. On November 16, 
2007 , the IRS and the Treasury 
Department published a notice of 
proposed ru lcmaking (REG-151884--()3) 
in the Federal Regis ter (72 FR 64545). 
This not ice of proposed rulemaking. 
while continuing most of the provisions 
of the regulations originally issued 
under sections 381(c)(4) and 381 (c)(5) of 
the lntemal Revenue Code (Code) 
regarding the methods of accounting to 
be used by a corporation tha t acquires . 
the assets of another corporation in a 
section 381[a) transaction. proposed to 
clarify and simplify those existing 
regulations. The IRS received no 
comments in response to the notice of 
proposed rulemaking. No public hearing 
was reques ted or held. The proposed 
regula tions , as revised by this Treasury 
decision, BJ'e adopted as fina l 
regulations. 

Explanation of Provisions 

The fi nal regulations diU'er somewhat 
in organization and format from the 
notice of proposed ru lcmaking. These 
changes are intended to be editoria l in 
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From: Matt Robison
To: Katie Altshuler
Subject: Hand out for Capitol Visits - The TIME is NOW!
Date: Tuesday, March 06, 2012 9:51:52 AM
Attachments: image003.png

image004.png
image005.png
talking points March 6.pdf

 
To:      Oklahomans for Free Market Health Solutions
From:  Matt Robison 
Date:   March 6, 2012
Re:      Legislative Visit hand out
 
Attached is a hand-out you can utilize when visiting with your legislators this week.  We
anticipate SB 1629 to be heard next week, but our voice must be loud and clear...Oklahoma
MUST address this issue in order to avoid the implementation of a federally imposed health
insurance exchange.
 
If you or your colleagues are unable to personally visit with members of the legislature,
please feel free to call their office and let them know you SUPPORT the passage of SB 1629
which is a vote AGAINST a federal takover of Oklahoma's health insurance industry.
 
House Switchboard: (405) 521-2711
Senate Switchboard: (405) 524-0126
 
Please let me ) or Sharon Caldwell

) know of any results from your legislative contacts as we are
tracking the status of this measure.
 
Thank you for all your efforts!
 
 
Matt Robison
Vice President Government Affairs
The State Chamber of Oklahoma
Sent from my iPad
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From: Jacobs, Chris (RPC)
To: Jacobs, Chris (RPC)
Subject: Harry Reid Talks about "Obamacare" -- and Admits It Will INCREASE the Deficit
Date: Wednesday, December 07, 2011 10:53:32 AM

In his opening comments on the floor this morning, Majority Leader Reid decided to spend some
time talking about “Obamacare” – yes, he actually used that “disparaging” term.  The Majority
Leader claimed that the law extended the life of the Medicare Trust Fund by 12 years.  There’s a
little bit of a logic gap in the Leader’s comments; after all, if Obamacare extended the life of the
Medicare trust fund by twelve years, as Sen. Reid claims, then why did the President’s Chief of Staff,
Bill Daley, say in July that Medicare “will run out of money in five years if we don’t do something?”
 
Of course, the real problem with Sen. Reid’s claim is it’s based on an accounting gimmick: Medicare
actuary Foster has written that the Medicare provisions in the law “cannot be simultaneously used
to finance other Federal outlays (such as the coverage expansions under the PPACA) and to extend
the [Medicare] trust fund, despite the appearance of this result from the respective accounting
conventions.”  In other words, you can’t spend the same money once to create Obamacare and a
second time to preserve Medicare.  That’s not class warfare – that’s math.
 
If Leader Reid wants to use Obamacare’s Medicare savings provisions to extend the life of the
Medicare trust fund – and not to fund the new entitlements created by the law – the Congressional
Budget Office previously estimated what the fiscal impact would be:  “A net increase in federal
deficits of $260 billion” through 2019.
 
Chris Jacobs
Health Policy Analyst
Republican Policy Committee
(202) 224-2946
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From: Jacobs, Chris (JEC)
To: Jacobs, Chris (JEC)
Subject: Harry Reid, Unconstitutional Laws, and Obamacare
Date: Monday, June 25, 2012 3:12:42 PM

Speaking on the Senate floor during leader time this afternoon, Majority Leader Reid offered
comments on this morning’s Supreme Court decision regarding Arizona’s immigration law.  Sen. Reid
called it “disturbing” that anyone would consider the Arizona law a policy model.  He continued:
 

Anyone who thinks such an unconstitutional law should serve as a model, their national
reform is clearly outside the mainstream and the United States Supreme Court agreed with
that today.

 
So on Monday of this week, Sen. Reid said that an immigration bill ruled unconstitutional by the
Supreme Court is “clearly outside the mainstream” and not a model for national reform.  Of course,
we know Sen. Reid will apply exactly the same standard to the health care bill as well.  That’s why,
should the Court decide to strike down some or all of Obamacare on Thursday, we eagerly await
Sen. Reid’s remarks admitting that the bill he and his Democrat colleagues rammed through two
years ago is “clearly outside the mainstream,” not a model for national reform, and should be
repealed in its entirety for those reasons.
 
Chris Jacobs
Senior Policy Analyst
Joint Economic Committee
Senate Republican Staff
(202) 224-5171
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From: Jacobs, Chris (RPC)
To: Jacobs, Chris (RPC)
Subject: Has the Administration Thrown in the Towel on CLASS...?
Date: Thursday, September 22, 2011 10:06:07 AM

Bob Yee – the actuary HHS hired to run the CLASS program – this morning sent around the below e-
mail to his colleagues noting that he would be “leaving his position as the CLASS Office actuary as
HHS has decided to close down the CLASS Office effective tomorrow.”
 
HHS has yet to issue a formal statement confirming or denying the substance of the e-mail below,
but a recent report analyzed internal HHS documents showing the Administration knew full well the
CLASS Act suffered from major problems, which the Administration ignored in the rush to enact
Obamacare:
 

Senior HHS officials publicly pronounced the CLASS program solvent in the fall of 2009, at the
same time career officials were calling CLASS “a recipe for disaster”;
In January 2010, HHS raised serious concerns that the CLASS program created in PPACA
would be unsustainable – yet Secretary Sebelius and HHS staff never expressed those
concerns publicly prior to the bill’s passage; and

·         Secretary Sebelius and other HHS officials have claimed through much of 2011 that the
Department has sufficient authority to modify the CLASS program to make it solvent – yet
internal HHS documents from January 2010 show that HHS drafted a legislative “fix”,
because they were concerned the Department did NOT have the necessary authority.

 
The questions about CLASS’ sustainability have not just come from within the Administration.  Even
Senate Democrats chose not to fund the CLASS program – even as they were funding the rest of
Obamacare – in the Fiscal Year 2012 Labor-HHS appropriations measure.  The committee report –
not yet online, but scheduled to be released here shortly – recommends no FY12 funding for CLASS,
rejecting the Administration’s request for $120 million in its FY12 budget to implement the program.
 
If confirmed, the fact that HHS has finally acknowledged fiscal and actuarial facts and aborted the
CLASS program would be a welcome development.  However, it would still raise questions about
why and how HHS spent millions of taxpayer funds attempting to run an unsustainable program –
and whether and why the Administration hid the facts about this unsustainable entitlement from
the American public in its rush to enact Obamacare.
 
Chris Jacobs
Health Policy Analyst
Republican Policy Committee
(202) 224-2946
 
Sent: Thursday, September 22, 2011 8:16 AM
To: Bob Yee
Subject: CLASS
 
Dear colleagues,
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I'm leaving my position as the CLASS Office actuary as HHS has decided to
close down the CLASS Office effective tomorrow.  I believe I have made a
contribution to CLASS to the best of my ability and hope I haven't
embarrassed the actuarial profession too much.
 
I had the good fortune to work with, and receive advice from, almost all of
you during this assignment. Thank you so much for your help and guidance. 
You have no idea how comforting it is to know that you have my back.  Special
thanks to the government actuaries whose predicament I have learned to
appreciate - overworked and underpaid.
 
I'll be taking some time off in late October.  But, as my beloved governor
Arnold has promised, I'll be back.
 
If you have any questions or thoughts, please share them with me.
 
Take care.
 
 
Bob Yee
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To: Oklahoma State Representatives  

From: Governor Mary Fallin and Insurance Commissioner John Doak 

 Dear Representative,    

We would like to make you aware of the extraordinary opportunity Oklahoma has to be a 

national leader in designing and implementing a conservative, free-market based health insurance 

exchange.  

            As you know, the idea of an Oklahoma Health Insurance Exchange is not a new one. In 2009, 

the legislature passed a bill that authorized the creation of a health insurance exchange portal where 

consumers could compare and research various private health insurance plans in one online location.  

As mentioned in the State of the State address, our goal is to create an insurance exchange 

where small businesses and individuals can pool their money to expand their purchasing power, 

increase competition and ultimately reduce costs.  Our vision is to protect consumers and guarantee the 

role of licensed agents and brokers.   Therefore, we are asking for your support for HB 2130, which 

establishes a governance structure for an Oklahoma Exchange. 

We believe the creation of this Oklahoma Health Insurance Exchange represents a great 

opportunity for our state to develop a national model for providing citizens with quality private health 

insurance. I also believe it represents an important opportunity for conservative policymakers to offer a 

positive agenda for Oklahoma families.   

The Commissioner and I strongly oppose ObamaCare and will continue to work to have it 

overturned. We are proud to stand with General Scott Pruitt and his efforts to have this law ruled 

unconstitutional.  This is now our opportunity to stand up for our 10
th

 amendment rights and create an 

Oklahoma based free-market exchange.   

An Oklahoma Health Insurance Exchange would be an online marketplace where costs are 

reduced, where insurance products could be bought and sold to meet individual needs and where all 

insurers could compete to promote real choices for consumers.  This is the exchange that my 

administration, the Insurance Commissioner, the Speaker, the Pro Tem, and others are dedicated to 

creating. We look forward to working with all stakeholders on the legislation to ensure everyone is 

represented appropriately.   We hope you are as excited by this opportunity as we are.  
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From: Jason Sutton
To: Katie Altshuler
Subject: Heads up...
Date: Tuesday, April 19, 2011 3:28:12 PM

Katie,
I sent this Letter to the Editor to The Oklahoman today in response to their editorial they
published this morning...just wanted to give you a heads up...thanks,
 
“Never look a gift horse in the mouth,” the old adage goes, and The Oklahoman apparently agrees.
In a recent editorial (“Oklahoma decision on insurance exchanges puzzling,” April 19), the paper
chided Gov. Fallin for rejecting the $54 million federal grant to implement an insurance exchange
required by Obamacare.
 
But looking a gift horse in the mouth is actually sound policy, particularly if that horse is old or sick
and will cost you time, energy and money to maintain, as Obamacare surely would.
 
Even in the most Democratically skewed polls Obamacare is massively unpopular and it’s no wonder
why: the law places onerous burdens on consumers, doctors, businesses and insurers. Accepting
“free” federal funds to implement Obamacare would not only be hypocritical, but it would also serve
to undermine efforts to repeal and replace the law at the Congressional level and to overturn the
law in federal court, including a lawsuit filed by Oklahoma.
 
Fallin wants to implement a “free market” exchange that leverages competition to lower costs and
expand choice, but as research by OCPA has shown, the federal grant implicitly prohibits this by
requiring the funds be used to implement an Obamacare exchange, which are heavily regulated,
restrict competition and limit choice. Such an exchange cannot by any stretch of the imagination be
considered “free market.”
 
Obamacare is a very sick horse, and Gov. Fallin should be praised for listening to Oklahomans and
rejecting the federal dollars with strings attached.
 
Jason Sutton, J.D.
The Oklahoma Council of Public Affairs
Jason@ocpathink.org
 
Jason Sutton, J.D.
Policy Impact Director

Oklahoma Council of Public Affairs, Inc.

1401 N. Lincoln Blvd.

Oklahoma City, OK  73104

Office: (405) 602-1667

Cell:     (

Fax:     (405) 602-1238

www.ocpathink.org

 
Follow the Oklahoma Council of Public Affairs on Twitter at www.twitter.com/ocpathink
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"Progressivism's promise is a program for every problem, and progressivism's premise is that every
unfulfilled desire is a problem." -- George Will
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From: Jacobs, Chris (RPC)
To: Jacobs, Chris (RPC)
Subject: Health "Reform" = Higher Premiums
Date: Thursday, November 17, 2011 7:18:20 AM

The Commonwealth Fund is out today with yet another report outlining the skyrocketing increases
in health insurance premiums.  According to the report, the average cost of an employer-sponsored
policy in 2010 was $13,781, up by 50 percent since 2003.  (Ironically enough, the report doesn’t
attempt to quantify the increase in premiums since President Obama took office.  Funny that.)
 
The report attempts to spin a conclusion through the following statement:
 

If national and state reforms succeed in slowing the annual rate of growth of private
insurance premium costs by 1 percentage point in all states, by 2020 annual savings on
family health coverage would average $2,161 per year compared with premium levels if
growth rates over the past seven years continue.  If growth could be slowed by 1.5
percentage points, the savings would be even larger – $3,173 per year.

 
Over and above the fact that the report assumes Obamacare will lower cost growth (of which there
is little concrete evidence – more on that shortly), there’s another BIG problem with that conclusion
– premiums would still be going UP, just by slightly less than current projections.  The report admits
that under the best scenario possible, premiums would be $20,620 in 2020 – that’s still an
increase of $6,839 from 2010 numbers.
 
Second, the amount of fake “savings” generated by the Commonwealth study has actually
DECREASED since last year’s report.  Last year, Commonwealth alleged that the “savings” under the
best scenario would be $3,403 by 2020, and that premiums in that year would total $19,938.  This
year’s survey projects LOWER “savings,” and higher premiums, in 2020 than last year’s study.  (See
my below e-mail from last year on this topic.)  So why should we believe this year’s promise of
“savings” in the future, when even the liberal Commonwealth Fund must admit that the growth
in premiums has continued unabated under Obamacare?
 
Remember, candidate Obama repeatedly promised that he would CUT premium costs – meaning
they would go DOWN, not “up by less than projected” – by an average of $2,500 per family, and do
so in his first term.  Today’s report does a poor job attempting to spin a $6,800 premium INCREASE
as a supposed cut, when that is clearly not the case.  And the report’s “dirty little secret” is that,
based on a historical look at prior Commonwealth analyses, the fake “savings” the report promises
are never likely to be achieved anyway.
 
Chris Jacobs
Health Policy Analyst
Republican Policy Committee
(202) 224-2946
 
From: Jacobs, Chris (RPC) 
Sent: Friday, December 03, 2010 3:02 PM
To: Jacobs, Chris (RPC)
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Subject: White House's Fuzzy Math on Premium Increases
 
Yesterday afternoon the White House released a blog posting highlighting a new Commonwealth
Fund study on insurance premiums.  The Administration claimed the study illustrated how the
health care law “could save families over $3,000 per year.”  Unfortunately, the reality of the study –
which itself relies on dubious assumptions – doesn’t match the rhetoric of the claims.
 
The blog posting quotes the Commonwealth study: “The…researchers found that if the trends
continued the ‘average premium for family coverage will rise 79 percent by 2020, to more than
$23,000.’”  The White House then quoted another section of the report to claim its supposed
savings for families:
 

“If premium growth were to slow to 1 percentage point below the projected national
growth rate, the cost of family coverage would drop an average of $995 annually by 2015.
 Annual savings for families and employers would increase to $2,323 by 2020…Even greater
amounts could be saved if the annual premium growth rates were to slow by 1.5 percentage
points.  An average of $1,475 could be saved annually on family coverage by 2015.  The
savings would more than double to $3,403 annually by 2020.”

 
There are two serious flaws in logic with this approach, however – a convenient assumption made
by the study’s authors, and a convenient omission by the White House.  First, the study PRESUMES
that premium growth will slow as a result of the law, without including much evidence that such a
slowdown will occur.*  That’s like presuming a 30% annual return on a 401(k) – you can assume it
will happen, but will it really?  Probably not…
 
Second, the White House blog posting glosses over the fact that the Commonwealth study – even
under its rosy scenarios – only presumes a reduction in the increase of premiums, NOT the
reduction in absolute terms the President promised.  The study concludes that in 2009, premiums
averaged $13,027 per family.  Exhibit 5 of the study illustrates that under the maximum achievable
“savings,” premiums in 2020 will be $19,938 per family – or nearly $7,000 higher than they were
last year.
 
So in other words, under the best scenario the Administration can document, premiums over the
next decade will rise by ONLY $6,911 – far from the $2,500 reduction in premiums that candidate
Obama promised to deliver within his first term.  This latest “success story” illustrates why, for
millions of struggling American families, the “Affordable Care Act” may well turn out to be anything
but.
 
Chris Jacobs
Health Policy Analyst
Republican Policy Committee
(202) 224-2946
 
* The Commonwealth study does cite an earlier paper by David Cutler claiming that the health care
law will reduce costs by $590 billion over a decade.  However, David Cutler was the also same
Obama campaign adviser who co-wrote the famous memo attempting to defend candidate

2007



Obama’s assertion that his health plan would save $200 billion per year, or $2 trillion over ten years. 
Both memos raise an obvious question: If Cutler felt the need to reduce the estimated savings from
health “reform” by more than 70 percent in two short years, why should anyone believe his revised
assumption now?
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From: NGA HHS Committee
To: HHS Committee
Subject: Health and Human Services Staff Advisory Council Meeting - Today 2pm EDT
Date: Wednesday, June 01, 2011 9:42:52 AM

The HHS SAC will meet in the NGA Governors Conference Room and will be conference call
accessible at ; passcode 
 

From: Quam, David 
Sent: Wednesday, June 01, 2011 9:56 AM
To: Cohan, Erin
Subject:
 
To:  HHS Committee SAC
Re:  Committee meeting today; 2:00 p.m. EDT
 
Agenda:
 

I.                    Policy discussion.  In light of recent proposed changes to the NGA policy process, the
committee will review its procedures for addressing several pending policies including:
a.       HHS 9: Principles for the Children’s Health Insurance Program
b.      HHS 15:  Fatherhood (Sunset)
c.        HHS 17: Social Services Block Grant (Sunset)
d.      HHS 21: TANF Principles
e.       HHS 27: Medicaid Reform Principles
f.         HHS 28: Long-Term Care
g.       HHS 29: Electronic Health Information Exchange
h.      HHS 30: Community Service Block Grant Program (Sunset)

 
II.                  Summer meeting speakers

a.       Secretary Donald Berwick: Director, CMS (or alternate)
b.      Former Governor Mike Leavitt: Currently, Gov. Leavitt is Chairman of Leavitt

Partners. He was Governor of Utah from 1993-2003, Administrator of the

Environmental Protection Agency from 2003-2005, and Secretary of Health and Human

Services from 2005-2009. He was also the chairman of NGA for 1999-2000.

 

c.        Cindy Gillespe: Ms. Gillespe is a Managing Director in McKenna Long & Aldridge’s

Public Policy and Regulatory Affairs practice and leads the Health Care Policy team.

She is one of the first-in-the-nation team working with clients and thought-leaders to

prepare for the changes that will impact the health care industry, insurers, employers

and businesses as health insurance exchanges are established post-federal health

care reform. She served as counselor to former Massachusetts Governor Mitt Romney

and played a key roll in their health insurance reform.

 
III.                Upcoming committee meetings and speakers

a.       Education discussion on exchanges.
b.      Office of Innovation
c.        Other
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IV.                Other business.

The information contained in this electronic transmission, including any attachments, is for the exclusive use of the intended
recipient(s) and may contain information that is privileged, proprietary, and/or confidential. If the reader of this transmission is not an
intended recipient, or a person responsible for delivering it to the intended recipient, you are hereby notified that any review,
dissemination, distribution, or copying of this communication is strictly proh bited. If you have received this communication in error,
please immediately notify the sender and delete this message.

---
You are currently subscribed to [hhsreps] as katie.altshuler@gov.ok.gov..
To unsubscribe, send a blank email to leave-196341-
158951.5197054f2ff0f9a4fe9eed35b4d6bd43@talk.nga.org..

Visit the NGA web site at http://www.nga.org
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From: Aaron Cooper
To: Kandi Batts; Marcia Crawford
Subject: Health care exchange/Medicaid expansion
Date: Tuesday, November 20, 2012 1:44:32 PM
Attachments: image002.png

Here are the main points on the health care exchange/Medicaid issue:
 

·         Governor Fallin has spent considerable time researching the issue; she and her office
have worked with other lawmakers, Oklahoma stakeholders and health care experts
across the country to determine the best course of action for Oklahoma

·         Despite the governor’s opposition to the federal health care law, the state of
Oklahoma is legally obligated to either build an exchange that is PPACA (federal
health care bill) compliant and approved by the Obama Administration, or to default
to an exchange run by the federal government.

·         Any exchange that is PPACA compliant will necessarily be ‘state-run’ in name only
and would require Oklahoma resources, staff and tax dollars to implement. It does not
benefit Oklahoma taxpayers to actively support and fund a new government program
that will ultimately be under the control of the federal government, that is opposed by
a clear majority of Oklahomans, and that will further the implementation of a law that
threatens to erode both the quality of American health care and the fiscal stability of
the nation.

·          Expanding Medicaid would be unaffordable and would cost the state of Oklahoma up
to $475 million between now and 2020

o   The annual expense of expanding the program would escalate in subsequent
years.

·         Expanding Medicaid would also further Oklahoma’s reliance on federal money that
may or may not be available in the future given the dire fiscal problems facing the
federal government (fiscal cliff, national debt, budget deficits, etc).

·         The new costs associated with Medicaid expansion would require cuts to important
government priorities such as education and public safety.

·          The governor supports Oklahoma AG Scott Pruitt’s ongoing legal challenge of
PPACA and remains optimistic that Oklahoma’s challenge can succeed.

·         The governor will continue to pursue state-based solutions that improve health
outcomes and contain costs for Oklahoma families. Serious reform, for instance,
should be pursued in the area of Medicaid and public health, where effective chronic
disease prevention and management programs could address the trend of skyrocketing
medical bills linked to avoidable hospital and emergency room visits.

 
 

Aaron Cooper
Press Secretary
Governor Mary Fallin
aaron.cooper@gov.ok.gov
t - (405) 522-8878
c - (405) 759-0468
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Find Gov. Fallin on:
 

   
 
On the Web:  www.governor.ok.gov
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From: Glenn Coffee
To: Katie Altshuler; Denise Northrup
Subject: Health Care Exchanges
Date: Tuesday, June 05, 2012 5:14:12 PM

Insightful into the battles ahead.
 
 
http://tpmdc.talkingpointsmemo.com/2012/06/conservatives-attack-mitt-romney-michael-leavitt-
transition-team-obamacare-exchanges.php
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From: 
To: 
Cc: 

Subject: 
Date: 

Health Care Task Force call Thursday 5 PM EDT 

Monday, October 03, 2011 8:44:24 PM 

As a reminder, we will have a healthcare task force phone call on Thursday of this week at 5 pm EDT. 
Subject will include, but might not be limited to, healthcare exchanges. 

Conference Line: 

If your state would like a speaking role on the forthcoming agenda, please let Lindsay or me know. 

Best, 
Marie 

Marie Thomas Sanderson 
-ublic Policy Committee {RGPPC) 
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From: 

To: 

Grace-Marie Turner 

Katie Altshuler 

Subject: Health Choices and Jobs -- Health Policy Matters 
Friday, October 14, 2011 12:49:54 PM Date: 

Health Choices and Jobs 

By Grace-Marie Turner 

The media apparently can't help itself in demeaning ideas and 
plans that give consumers more choice and control over their 
health spending. Take for example an article from Reuters 
entitled, "Wells Fargo gives staff tough healthcare choices: 

The lede says: "Wells Fargo & Co, one of the largest U.S. 
employers, plans to cut costs by moving its workers into 
insurance plans that encourage them to spend less on 
healthcare. The bank told Reuters that it is rolling out a new 

insurance approach next year that will give employees 
accounts to help cover medical expenses. They can either put 

their own pretax dollars in the accounts, or pay higher 
insurance premiums and have the company fund the account. 
If employees opt to put their own money into the accounts, 
they are on the hook for more of their medical expenses if they 
get sick." 

Sounds pretty draconian, right? But at the VERY end of the 

lengthy article we finally get the actual story: 

Under the bank's program, employees can 

have a "health reimbursement account," which 
Wells funds, or a "health savings account," 
which workers fill with their own pretax dollars. 

Both accounts will help cover out-of-pocket 

expenses until a deductible is met. 

After that, Wells will cover between 80 and 90 
percent of medical expenses, with the 
employee picking up the rest. After an 
employee reaches an out-of-pocket maximum, 
Wells covers 100 percent of additional 
expenses. An insurance company administers 

the claims. 
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Eligible preventive care, such as routine 

checkups, annual screenings and 
immunizations, is covered 100 percent 
Employees can earn money to put into their 
accounts through participating in health and 
wellness programs. 

A Wells employee in North Carolina covered on 
an individual basis would pay a premium of 

about $23 per two-week pay period for the 

health savings account option, compared with 
$48 for the health reimbursement account plan. 

An employee in an individual plan can put up to 

$3,100 into a health savings account under IRS 
rules next year. The deductible in that plan is 

$3,000. 

In the health reimbursement option, the 
company can put between $200 and $1 ,000 in 
an employee's account. The deductible is 

$2,000 for individual coverage. Employees 
must pay $25 for a primary office visit, which is 
less than the full cost. There are also co-pays 
for generic prescription drugs. 

Employees who use health savings accounts 

can roll their money into the next year if they do 
not use it all and take it with them if they leave 
the company. 

And there's a backstop: "About one-third of the bank's 
employees already use some sort of account-based plan. 
Wells will still offer traditional plans in California and other 
states where switching would force too many employees to 
change their doctors." 

Does this sound to you like an evil corporation with no regard 
for its employees? Hardly. In fact, Wells Fargo is leading the 
way with health reform that engages employees as partners in 
managing their health costs and coverage choices, with 
genuine protection against major medical costs -which is the 
true role for insurance. Kudos to Wells Fargo! 

ObamaCare hearing: The House Education and Workforce's 
Health Subcommittee held a hearing yesterday on the impact 
of ObamaCare's regulations on jobs and job-based health 
insurance. 

Committee chairman Rep. Phil Roe, M.D. (R-TN) reminded us 

that President Obama promised "adamantly that reform would 
not disrupt the health care millions of Americans rely upon and 

wish to keep. The linchpin of this promise was an exemption or 
'grandfather' provision in the law ... Unfortunately, in just three 
months, the administration defined the terms of the grandfather 
provision so narrowly that it became meaningless." 

Forward 
Know someone who might be 
interested in learning about the Galen 
Institute? Forward this email to a 
friend. 

• Change Your Settings 
Would you prefer to receive this 
newsletter in HTML or plain-text 
format? Would you like to receive 
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Institute? Update your profile. 
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on Facebook 
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I testified and said that employers work very hard to find the

balance in keeping the cost of health insurance as low as

possible while offering the benefits that employees want and

need. Part of the way they are able to do this is by seeking

bids from competing insurers and amending and adjusting

benefit structures.

But HHS rules limit their ability to do that. It’s a Catch 22

because losing their grandfathered status also means they are

limited in what they can do to help keep costs down.

Robyn Piper, who counsels large employers on employee

benefits, told the committee: “All of our large employers have

now made the difficult decision to lose grandfathered status in

exchange for protecting the plan itself and making appropriate

and necessary plan changes.”

She said they already are experiencing steep premium

increases as a result of ObamaCare mandates, saying, “we

have seen premium increases as high as 22% for preventive

care” -- the requirement that employers remove any cost-

sharing requirements for employees. “I can strongly testify that

PPACA and loss of grandfathering status can have a profound

effect on certain employer groups.”

Ranking Democrat Robert Andrews took me on during the

hearing, insisting that my testimony was wrong that

ObamaCare has led to a hiring freeze. The law unquestionably

will add new costs by forcing employers to either provide

workers with expensive, government-approved insurance or

pay a fine. Many employers anticipating these costs are simply

unwilling to add new workers.

I cited a study by James Sherk of The Heritage Foundation

saying that net job creation in the private sector dropped

nearly 10-fold to 6,500 a month in the 15 months since the

law’s passage compared to the previous 15 months.

I believe I prevailed in the somewhat heated exchange in

explaining that 6,500 new jobs a month is woefully inadequate

when 14 million Americans are unemployed.

Now we have a new study by Sherk explaining how

ObamaCare will price less skilled workers out of full-time jobs:

President Obama’s health care law . . . will

price many unskilled workers out of full-time

employment. After paying the new health

premiums, the minimum wage, payroll taxes,

and unemployment insurance taxes, hiring a

full-time worker will cost employers at least

$10.03 per hour. Full-time workers with family

health plans will cost $13.75 per hour.

Employers who hire workers with productivity

below these rates will lose money. Businesses

employing less skilled workers will probably

respond by dumping their employees onto the

federally subsidized health care exchanges and

replacing full-time positions with part-time jobs."
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Chairman Roe recounted an exchange with an IHOP employer 
who said his average profit per employee was $3,000 a year. 
"How on earth am I going to be able to afford to provide them 
with health insurance that may cost several times that 
amount? Even paying the fine would completely swallow up 
my profits," he said. 

And that's one of the many, many reasons why this legislation 
MUST be repealed! 

back to top 
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From: Jacobs, Chris (JEC)
To: Jacobs, Chris (JEC)
Subject: Health Costs to Rise Again Next Year
Date: Thursday, May 31, 2012 9:24:30 AM
Attachments: image001.png

Reuters reports this morning on a study issued by PriceWaterhouseCoopers today, outlining projected trends in
the growth of health spending for 2013.  The report predicts a medical cost trend increase of 7.5% in 2013.  As
the Reuters story notes, this trend rate is “more than three times the projected rates for inflation and
economic growth,” estimated at 2.4 percent and 2.0 percent next year, respectively.  The only piece of “good
news” in the report is that employer premium costs may rise by “only” 5.5 percent – because employers will
raise things like co-payments and deductibles to avoid passing on the full impact through premium hikes.
 
Recall that candidate Obama repeatedly promised premiums would go down by $2,500 – and would go down
that amount by this year.  For instance, in a speech on February 27, 2008, he said that “We're going to work
with you to lower your premiums by $2,500 per family per year.  And we will not wait 20 years from now to do
it or 10 years from now to do it.  We will do it by the end of my first term as President.”  Likewise, in July 2008,
Jason Furman – who remains a senior economic advisor within the Administration – told the New York Times
that “we think we could get to $2,500 in savings by the end of the first term, or be very close to it.”  Today’s
report – which shows costs and insurance premiums continuing to rise unabated – once again demonstrates
how Obamacare is failing to live up to candidate Obama’s stated promises.
 

 
Chris Jacobs
Senior Policy Analyst
Joint Economic Committee
Senate Republican Staff
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From: NGA HHS Committee
To: HHS Committee
Subject: Health Exchange and State-Federal Partnerships
Date: Wednesday, August 24, 2011 12:31:52 PM

Wanted to make sure everyone saw this.

HHS Considering Models for State-Federal Partnership on Health Exchanges
The Department of Health and Human Services is considering several models for state-
federal partnership for states that choose not to run their own health insurance exchange as
required by the Accountable Care Act. Several models being considered include one in which
the state would establish and operate a small business health options program (SHOP)
exchange and the federal government would operate an individual exchange. Other
proposals include allowing the state to maintain responsibility for governance and policy
decisions while allowing the federal government to operate the exchanges or allowing the
state to create and operate the exchanges while having the federal government or a third
party perform a variety of functions.  It is anticipated that these proposals will be discussed
next month at the NGA Center workshop on health exchanges as well as at a later meeting
hosted by the Department of Health and Human Services.

Heather E. Hogsett
Director
Committees on Health & Human Services and
Homeland Security & Public Safety
National Governors Association
(202)624-5360
 

The information contained in this electronic transmission, including any attachments, is for the exclusive
use of the intended recipient(s) and may contain information that is privileged, proprietary, and/or
confidential. If the reader of this transmission is not an intended recipient, or a person responsible for
delivering it to the intended recipient, you are hereby notified that any review, dissemination,
distribution, or copying of this communication is strictly prohibited. If you have received this
communication in error, please immediately notify the sender and delete this message.

---
You are currently subscribed to [hhsreps] as katie.altshuler@gov.ok.gov..
To unsubscribe, send a blank email to leave-200501-
158951.5197054f2ff0f9a4fe9eed35b4d6bd43@talk.nga.org..

Visit the NGA web site at http://www.nga.org
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Question 756 (Health Care) 

Result Percentage 

Yes 638,530 

No 347,956 35.27% 

Total votes 986,486 100.00% 

Gov. Fallin - On Nov. 2, 2010 We 

rejected ObamaCarel 

F o I d I-I ere--------------------------------------------------------------------------------------------------Fold Here 

Dear Gov. Fallin, 

Oklahomans overwhelmingly rejected ObamaCare. I don't want to create a federally supervised health 
insurance system in Oklahoma. I ask that you reject the $54 Million bribe fi·om the Obama Administration 
and oppose HB 2130. 

Sincerely, 

L~.h ;!;_ ~ ~' 
Name 

F o I d Here--------------------------------------------------------------------------------------------------Fold Here 

Gov. Mary Fallin 
2300 N. Lincoln Blvd. 

Oklahoma City, OK 73 105 

(Please tape at bottom or place in envelope addressed above) 

Place 
Stamp 

Here 
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Reimbursement Form 
 
Name of Meeting: Health Insurance Exchange Implementation 
Workshop 
Meeting Location:         Arlington, VA 
Meeting Dates:               September 8-9, 2011 
 

Please remit the completed form and receipts to: 
Leslie Donaldson 

National Governors Association Center for Best Practices 
444 North Capitol Street, NW, Suite 267 

Washington, DC 20001 

 
Participant’s Name: _______________________________________________    Travel Dates: ____________ to ____________ 
 
Participant’s Phone Number: __________________________________   Email Address:___________________________________ 
 
Tape original receipts for any line item over $75.00 on an 8 1/2 x 11 white sheet of paper. 
 

NGA Center processes documented reimbursement requests within five weeks of receipt.  Requests received 30 days after the meeting date will not be reimbursed. 
 

Description and Reimbursement Limits Date Amount 
Lodging Number of Night(s)  2  x $  232.63 (room rate with taxes) 

• Up to   2   night(s). Additional nights require prior approval 
  

Reasonable Ground Transportation (Home/Destination Cities) 
• If driving to airport/train station, indicate number of miles______ x $0.555 

  

Round Trip Mileage in lieu of Air/Train Fare 
Number of Miles __________ x $0.555 

• Private car use cannot exceed the lowest available RT air/train fare.  Attach 
comparison. 

• Substantiate requests > $75.00 with Mapquest route printout with miles. 

  

Checked Bag Fee 
• Limited to one bag fee per flight 

  

Per Diem on One Travel Day up to $71.00   

TOTAL REIMBURSEMENT REQUEST   
 

 FIRST CHECK SECOND CHECK (If needed) 
Check Amount $ $ 
 
Check Payable To 

  

Mail To Address 
 
 
 

  

 
I certify that the above expenses were incurred for my attendance at the stated meeting and are true and accurate. 
Participant’s  
Signature: 

 
Date: 

 

FOR NGA CENTER USE ONLY:  (Do not enter information below this line) 
Project Number Account State Amount Program Staff Signature Date 

110-450-4691 5820     

 

Vendor #: 
 

Apply Date: Accountant Review: 

Voucher #: 
 

A/P Audit: Other: 
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From: Scott Schlotthauer
To: Katie Altshuler
Subject: Health Insurance Exchange - policy question
Date: Monday, March 26, 2012 12:28:53 PM

Hi Katie,
 
I recently received a survey through the National Association of Procurement Officials asking for
information, related to the 2010 Patient Protection and Affordable Care Act.  Oklahoma usually
participates along with other states to surveys for information and is the beneficiary of the results. 
This has been a hot topic addressed through the Governors office within the last 10 months, can 
you advise who might be the correct agency in which to direct these questions?
 

 
 

1. What is the status of your state’s preparation for setting up a health
insurance exchange, in accordance with the provisions of the 2010
Patient Protection and Affordable Care Act?
 

2. What role does/will procurement play in your state’s approach to
setting up a health insurance exchange?
 

3. Would your state be interested in joining a collaborative effort with
other states to address the health insurance exchange requirement?
 

4. If “yes” to Question 3, how quickly would your state be looking to
collaborate?
 
 
Scott Schlotthauer

State Purchasing Director

405-521-2115
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From: Aaron Cooper
To: Katie Altshuler; Andrew Silvestri; Chris Bruehl; Madeline Mitchell
Cc: Alex Weintz; Alex Gerszewski
Subject: Health Insurance Exchange governing board
Date: Tuesday, August 09, 2011 3:29:44 PM

Hey guys,
 
Have anything been done to establish the governing board of the health insurance exchange?  Is
that completely in the Legislature’s wheelhouse or will GMF have appointments to make?
 
Thanks.
 
 

Aaron Cooper
Press Secretary
Governor Mary Fallin
aaron.cooper@gov.ok.gov
t - (405) 522-8878
c - (405) 759-0468
 
Gov.  Fallin on Facebook:  www.facebook.com/GovernorMaryFallin
Gov. Fallin on Twitter:  www.twitter.com/GovMaryFallin
Gov. Fallin on the Web:  www.ok.gov/governor
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From: National Governors Association Center for Best Practices
To: Katie Altshuler
Subject: Health Insurance Exchange Implementation Workshop: Registration Confirmation
Date: Wednesday, August 17, 2011 4:35:18 PM

General Options

Name: Katherine Altshuler
Title: Policy Director
Address: 2300 N. Loncoln Blvd.
 Suite 212
 Oklahoma City,  OK 73105
 USA
Number of People Registered: 1
Event Title: Health Insurance Exchange Implementation Workshop
Location: Hyatt Regency Crystal City
 2799 Jefferson Davis Highway
 Arlington, VA
Phone: 703.418.1234
Date: 09/08/2011 
Time: 9:00 AM  

Current Registration Details

Registration Items

Katherine Altshuler  

Health Insurance
Exchange
Implementation
Workshop
Registration
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From: Alex Weintz
To: Katie Altshuler
Subject: health insurance exchange language for tomorrow
Date: Sunday, March 20, 2011 5:36:53 PM

Katie, the Tulsa and state GOPs are going to send out a letter penned by Denise
explaining the health insurance exchange concept (or if you can think of a better
author let me know). Does the language below look alright to you?

Dear fellow Republican,

            I would like to take this opportunity to respond to the charges, many made by well-
meaning conservative activists, that Oklahoma has begun to “implement ObamaCare.” I
assure you that is far from the truth. Governor Mary Fallin and a unified Oklahoma
Republican Party have all offered their support to Attorney General Scott Pruitt’s lawsuit
challenging the constitutionality of the federal health care law. Governor Fallin has also
joined other Republican governors in asking President Obama to fast-track the lawsuit to the
Supreme Court. Furthermore, she has repeatedly warned the president of the potentially
devastating affect of ObamaCare’s unfunded mandates on Oklahoma’s economy and its
citizens.

Oklahoma’s Republican leadership remains committed to the principle that
ObamaCare must either be repealed and replaced through the federal legislature or else
overturned and ruled void by the Supreme Court.  

While those battles are fought, however, we are also working to develop health care
solutions that use conservative, free-market principles to expand access to affordable, quality
health insurance. One of those solutions is to develop an Oklahoma Health Insurance
Exchange. Conservative lawmakers in Oklahoma have been working on that exchange since
2009 (before President Obama’s election), when they passed legislation authorizing its
creation.

The Oklahoma Exchange we are creating will be an online health insurance market
where small businesses and individuals can pool their money to expand their purchasing
power. Private insurance products will be bought and sold to meet individual needs, insurers
will compete to promote real choices for consumers and the free market will work to lower
costs.

The idea of a health insurance exchange is a conservative one, originally proposed by
the Heritage Foundation and more recently supported by the conservative Oklahoma Council
of Public Affairs. For more information on health insurance exchanges, I invite you to read
this OCPA article, entitled “Health Insurance Exchanges Done Right.” In it, Jason Sutton
outlines how exchanges use conservative, free market principles to correct market distortions,
lower costs and expand health insurance options for consumers.

He also makes another important point. Not all health insurance exchanges use free
market principles. Some, like the ones favored by President Obama, ration care and rely on
government plans rather than private plans. In other words, not all exchanges are created
equal or will be guided by the conservative principles that our Oklahoma Exchange will
embrace.

Moreover, ObamaCare states that the federal government will begin operating a
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Washington-controlled health insurance exchange in Oklahoma (and every other state)
UNLESS we have already begun operating our own. Needless to say, a Washington
exchange will not rely on free market principles, will not reflect our conservative values, and
will not be good for the state of Oklahoma. That is why we are taking care to prevent that
kind of federal takeover by developing our own program designed for and run by
Oklahomans.

            As Republicans and conservatives, we hope that ObamaCare is long gone by 2014.
But the fact remains, it may not be. And if we do not act to implement our own exchange, the
federal government will provide a far less appealing alternative.

We believe we have found an attractive, conservative health insurance option in the
development of our Oklahoma Health Insurance Exchange. The design of this exchange is an
on-going, multi-year task and we welcome your input. Feel free to contact the governor’s
office with suggestions and comments at xxxxxx or the Oklahoma Republican Party at
xxxxxx.
 
            On behalf of Governor Fallin I would like to offer my thanks for your support of
conservative values and your engagement on this and other issues.
 
            Sincerely,
 
Denise Northrup
 
Chief of Staff
 
Office of Governor Mary Fallin
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From: Alex Weintz
To: Denise Northrup; Andrew Silvestri; Katie Altshuler
Cc: Kaleb Bennett; Craig Perry; Aaron Cooper
Subject: health insurance exchange letter
Date: Tuesday, March 15, 2011 3:34:42 PM
Attachments: 3-15-11 health care exchange.docx

Per Denise’s suggestion I wrote this letter to lawmakers to be included with the OCPA health
insurance exchange op-ed. Do we think it would help to send out to lawmakers? If so, please
review/revise and I will get it on our letterhead.
 

Office of Governor Mary Fallin
To: Oklahoma State Representatives and State Senators
From: Governor Mary Fallin
 
Dear Colleague,         

I would like to take this opportunity to visit with you about the extraordinary
opportunity Oklahoma has to be a national leader in designing and implementing a
conservative, free-market based health insurance exchange.
            As you know, the idea of an Oklahoma Health Insurance Exchange is not a new one.
In 2009, the legislature passed a bill that authorized the creation of a health insurance
exchange portal where consumers could compare and research various private health
insurance plans in one online location. That online hub was designed to affect the health
insurance industry in Oklahoma the same way travel websites like Travelocity and Expedia
have empowered consumers across the globe.

As I told lawmakers in my State of the State address, our goal is now to fund the
creation of that website and expand its role further, by creating an insurance exchange where
small businesses and individuals can pool their money to expand their purchasing power,
increase competition and ultimately reduce costs.  

To build the IT infrastructure necessary for that exchange, the Oklahoma Health Care
Authority applied for and received an Early Innovator Grant in the sum of $54 million. The
state needs this money to develop the kind of high quality, free market, patient-centered
exchange program that our citizens expect and deserve. Using this money will make
Oklahoma one of 48 states that have already accepted such federal aid in order to begin the
creation of a state exchange.

I believe the creation of this Oklahoma Health Insurance Exchange represents a great
opportunity for our state to develop a national model for providing citizens with quality
private health insurance. I also believe it represents an important opportunity for conservative
policymakers to offer a positive agenda for Oklahoma families. 

I invite you to read more about our Oklahoma Health Insurance Exchange, and I’ve
attached what I believe to be a thoughtful and informative article penned by OCPA’s Jason
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Sutton entitled, “Health Insurance Exchanges Done Right.” In it, Sutton outlines the
conservative case for health insurance exchanges. He writes, “The Heritage Foundation
envisioned exchanges as a centralized online marketplace that was lightly regulated, where
transaction costs were reduced, where all types of health products could be bought and sold,
where all insurers could participate and compete, and where competition would promote real
choices for consumers.”

This is the exchange that that my administration, the Speaker, the Pro Tem and others
are dedicated to creating. We hope you are as excited by this opportunity as we are.

Please do not hesitate to call my office if you have questions about this issue, at 405-
522-xxxx.

Sincerely,
 
Governor Mary Fallin
  

 
 
 
Alex Weintz
Communications Director
Office of Governor Mary Fallin
phone: (405) 522-8819
cell: (405) 535-7317
Alex.Weintz@gov.ok.gov
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From: National Governors Association
To: Health Policy Advisors
Subject: Health Insurance Exchange Workshop Invitation
Date: Thursday, July 28, 2011 3:47:07 PM
Attachments: NGAExchanges Workshop Agenda.docx

 

The National Governors Association Center for Best Practices is pleased to invite each
governor to send a state team to a workshop entitled: “Health Insurance Exchange
Implementation: Timelines, State Options and Federal Regulations.”  This workshop is
designed to offer state teams the opportunity to discuss issues related to the various
paths forward envisioned by the statute and recently-issued HHS proposed regulations
regarding Exchanges.
 
The workshop will cover the timelines and state obligations under the different
Exchange models.  A substantial portion of the workshop will be reserved for state-
only discussions.  Topics will include Medicaid integration, Exchange operations, risk
mitigation and financial issues.  Each topic will be introduced by a subject matter
expert, followed by small group discussions among similarly situated states.
  Additional details can be found in the attached agenda.   At the end of the meeting,
states will have the opportunity to speak to and hear from representatives from the
U.S. Department of Health and Human Services.  

This meeting will be held in Arlington, Virginia.  On-site registration begins at 8:00 AM
on Thursday, September 8, 2011.  The meeting will conclude at 3:00 PM on Friday,
September 9, 2011.  The NGA Center will reimburse up to two people from each state
for travel and lodging expenses.  The state may send up to two additional people at
state expense (there is no meeting registration fee).  HHS has indicated that Exchange
Planning Grant funding can be used toward travel for state-funded participants.

The NGA Center will reimburse you for your airfare, hotel, and some other travel
related costs.  Please note, NGA has strict travel guidelines requiring pre-approved
waivers for any exceptions.  Please review the guidelines when you register, and if you
are traveling under circumstances outside of the norm (to and from different location,
different travel dates, etc), please contact Leslie Donaldson, ldonaldson@nga.org, for
prior approval. 
 
Click here to register or like to http://www.cvent.com/d/9cq7z3.  Please register prior
to the registration cut-off date of August 15, 2011.
 
If you have any questions, please feel free to contact me.
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Krista Drobac
Director, Health Division
Center for Best Practices
National Governors Association, Suite 267
444 North Capitol Street, NW
Washington, DC 20001
Office: 202-624-7872
Cell: 
 
 

The information contained in this electronic transmission, including any attachments, is for the exclusive use of the intended
recipient(s) and may contain information that is privileged, proprietary, and/or confidential. If the reader of this transmission is not an
intended recipient, or a person responsible for delivering it to the intended recipient, you are hereby notified that any review,
dissemination, distribution, or copying of this communication is strictly proh bited. If you have received this communication in error,
please immediately notify the sender and delete this message.

 

---
You are currently subscribed to [healthadvisors] as 
katie.altshuler@gov.ok.gov..
To unsubscribe, send a blank email to leave-199275-
159552.9353be7555ca9043e095bc96949d480b@talk.nga.org..

Visit the NGA web site at http://www.nga.org
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From: Thomasian, John
To: Reps
Subject: Health Insurance Exchange Workshop Invitation
Date: Thursday, July 28, 2011 3:50:27 PM
Attachments: NGAExchanges Workshop Agenda.docx

To all Washington reps and state-NGA contacts:
 
The National Governors Association Center for Best Practices is pleased to invite each
governor to send a state team to a workshop entitled: “Health Insurance Exchange
Implementation: Timelines, State Options and Federal Regulations.”  This workshop is
designed to offer state teams the opportunity to discuss issues related to the various
paths forward envisioned by the statute and recently-issued HHS proposed regulations
regarding Exchanges.
 
The workshop will cover the timelines and state obligations under the different
Exchange models.  A substantial portion of the workshop will be reserved for state-
only discussions.  Topics will include Medicaid integration, Exchange operations, risk
mitigation and financial issues.  Each topic will be introduced by a subject matter
expert, followed by small group discussions among similarly situated states.
  Additional details can be found in the attached agenda.   At the end of the meeting,
states will have the opportunity to speak to and hear from representatives from the
U.S. Department of Health and Human Services.  

This meeting will be held in Arlington, Virginia.  On-site registration begins at 8:00 AM
on Thursday, September 8, 2011.  The meeting will conclude at 3:00 PM on Friday,
September 9, 2011.  The NGA Center will reimburse up to two people from each state
for travel and lodging expenses.  The state may send up to two additional people at
state expense (there is no meeting registration fee).  HHS has indicated that Exchange
Planning Grant funding can be used toward travel for state-funded participants.

The NGA Center will reimburse you for your airfare, hotel, and some other travel
related costs.  Please note, NGA has strict travel guidelines requiring pre-approved
waivers for any exceptions.  Please review the guidelines when you register, and if you
are traveling under circumstances outside of the norm (to and from different location,
different travel dates, etc), please contact Leslie Donaldson, ldonaldson@nga.org, for
prior approval. 
 
Click here to register or link to http://www.cvent.com/d/9cq7z3.  Please register prior
to the registration cut-off date of August 15, 2011.
 
If you have any questions, please feel free to contact me.
 
Krista Drobac
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Director, Health Division
Center for Best Practices
National Governors Association, Suite 267
444 North Capitol Street, NW
Washington, DC 20001
Office: 202-624-7872
Cell: 
 
 
 

The information contained in this electronic transmission, including any attachments, is for the exclusive use of the intended
recipient(s) and may contain information that is privileged, proprietary, and/or confidential. If the reader of this transmission is not an
intended recipient, or a person responsible for delivering it to the intended recipient, you are hereby notified that any review,
dissemination, distribution, or copying of this communication is strictly proh bited. If you have received this communication in error,
please immediately notify the sender and delete this message.

 

 

The information contained in this electronic transmission, including any attachments, is for the exclusive use of the intended
recipient(s) and may contain information that is privileged, proprietary, and/or confidential. If the reader of this transmission is not an
intended recipient, or a person responsible for delivering it to the intended recipient, you are hereby notified that any review,
dissemination, distribution, or copying of this communication is strictly proh bited. If you have received this communication in error,
please immediately notify the sender and delete this message.

---
You are currently subscribed to [reps] as Katie.Altshuler@gov.ok.gov..
To unsubscribe, send a blank email to leave-199278-
154787.9e5f0e1f1ff1017fec52ea85f3048f1e@talk.nga.org..
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From: Alex Weintz
To: Denise Northrup; Glenn Coffee; Katie Altshuler; Aaron Cooper
Subject: health insurance exchanges
Date: Tuesday, April 05, 2011 1:11:41 PM

Wayne Greene with the Tulsa World called about this mornings meeting … I told him there appeared
to be consensus that we need to build a state exchange to prevent an ObamaCare exchange being
implemented in 2013. I told him no decisions were reached on the composition of that exchange or
who would fund it but we were working with the Senate and House to build consensus on that. We
anticipate more meetings in the near future to that end
 
Alex Weintz
Communications Director
Office of Governor Mary Fallin
phone: (405) 522-8819
cell: (405) 535-7317
Alex.Weintz@gov.ok.gov
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From: Leavitt Partners 

Katie Altshuler To: 
Subject: Health Insurance Exchanges: A Disruptive Potential 

Thursday, May 17, 2012 1:42:31 PM Date: 

Health Insurance Exchanges: A Disruptive Potential 

Leavitt Partners 

By David Muhlestein 

The Patient Protection and Affordable Care Act (ACA), considered the most 
important piece of federal health care legislation since the creation of Medicare 
and Medicaid, has been hailed both as a necessary start to reforming the 
American health care system and an unconstitutional overreach of federal 
powers. While it does address many aspects of the health care delivery system 
from quality reporting improvements[ to issues of fraud and abuse, lost in the 
political debate is that the ACA's core focus is on the American insurance and 
payment system with multiple proposed health payment reforms. Among the 
many changes to how health care is purchased, one stands out as having the 
greatest possibility of disrupting the current status quo: health insurance 
exchanges. 

Health insurance exchanges under the ACA are, at the most basic level, state
run markets where individuals and small businesses can purchase health 
insurance. While individual health insurance has long been available on the 
open market, exchanges are different: they are artificial marketplaces where 
qualifying insurance plans will compete under monitored conditions to sell 
insurance directly to consumers who will purchase plans with government
furnished subsidies. 

. .. Read On Here ... 

2037



An Ounce of Prevention is Worth a Pound 
of Cure 
When I was growing up my dad, who was a 
contractor, often recruited me to assist him on 
residential and commercial constructions 
projects..... Read more 

The Essential Benefits Package: Into the 
Arena of Contention 
In 1983, I served as a Charter member of the 
Prospective Payment Assessment Commission 
(ProPAC) which is the forerunner of today's 
MedPAC. .... Read more 

How can we better manage patients with 
chronic diseases? 
Mending fragmentation and coordinating 
interventions will inevitably play a significant 
role in improving America's health ... Read 
mm:e. 

Big Screen TVs and the Health Cost 
Curve: A Blog-Sized Treatise on Health 
Economics 
Is it possible for health care in the U.S. to 
operate in a free-market system? Leavitt 
Partners' David Smith discusses current 
challenges to creating this type of system in 
the health economy and suggests three reform 
issues that could begin to make it a reality ... 
Read more 

[1] 
© 2012 ~ I ~ I 801.538.5082 

Forward to a f1iend 

Leavitt Partners advises clients 
in the health care and food 
sectors. Read more 

Former Utah guv Leavitt 
aids embattled hospital 
debt collector 
Leavitt Partners 

Michael Leavitt will oversee 
panel to build standards for 
health billing. 

This e -mail was sent by Leavitt Partners, located at 299 Sout h Main St, SLC, Utah 84108 (USA}. To receive no 
further e-mails, please click here or reply to this e -mai l with "unlist " in the Subject line. 
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Health Insurance Private Enterprise Network 

 

The governor and legislative leaders have made it very clear in the legislative 

language establishing the Health Insurance Private Enterprise Network what 

Oklahoma will and will not do, which has been the message from the beginning.  

This will be an Oklahoma plan with Oklahoma values. 

 

Oklahoma already was on the path to developing a health insurance exchange 

before the president’s federal health care bill was ever put into place and the 

Health Insurance Private Enterprise Network will build on that important step in 

increasing health insurance access, choice and competition for the citizens of 

Oklahoma. 

 

 Creates a public trust governed by a board with a majority membership of 

private sector stakeholders including representatives from health insurance 

carriers, agents, providers, employer groups and consumers. 

 Will facilitate access to health insurance and enhance competition, create 

choice by allowing individuals and small business groups to use pre-tax 

dollars toward the purchase of health insurance. Would increase portability 

by allowing employers to offer a defined contribution for employees to 

purchase their own health insurance. 

 No qualified health insurance carrier in good standing will be denied the 

ability to participate. 

 The Network will be funded with state and private dollars.  

2039



From: Dempsey, Erin (RPC)
To: Dempsey, Erin (RPC)
Subject: Health Law "Exchange": Less Choice, More Washington Control
Date: Thursday, August 02, 2012 2:50:57 PM

View this document on RPC.Senate.gov

 

 
August 2, 2012
 

Health Law “Exchange”:
Less Choice, More Washington Control 

 
The President's health care law requires every state to establish a health insurance exchange that
meets specific federal mandates and standards. If a state decides not to build its own exchange,
then Washington will step in to establish a federally run exchange in that state starting January
1, 2014. People whose employers do not offer government approved insurance will be forced to
buy coverage through these exchanges.
 
While the Obama Administration has failed to release specific details explaining how each type
of exchange would work, it is clear that they will dramatically increase government control and
do nothing to reduce health care costs. Contrary to what the Administration claims, the
exchanges will not give consumers the benefits of a competitive marketplace, they will only
limit choice.
 
Obamacare Exchanges Are Not Competitive Marketplaces
 
One of the common sense health care reforms Republicans have offered to reduce the cost of
health care is allowing Americans to buy health insurance across state lines. Recently,
supporters of the President's health care law have claimed that the new federally regulated
exchanges serve the same function. This claim is false, and the American people should not buy
the sales pitch.
 
The exchanges are nothing more than new government bureaucracies that stifle competition,
limit consumer choice, and force states to comply with top-down Washington mandates.
Exchanges certify what kinds of plans may be offered, as well as review and exclude health
plans that do not meet a strict set of government rules and qualifications.
 
Buying insurance across state lines could bring competition and market forces to bear in
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lowering health care costs and give people the freedom to buy a low-cost health insurance
product that fits their needs. In contrast, the exchanges in the President's health care law distort
the market-driven exchange concept and serve a purely bureaucratic function. They were never
designed or intended to be a free-enterprise marketplace. As a result, they lack one of the great
strengths of a free marketplace – lower prices that result from competition. The White House
and Democrats in Congress will use the exchanges to dictate to the American people what kind
of health insurance they must buy – whether they can afford it or not.
 
The health care law does not give people the freedom to shop for competitive insurance
products and choose the policy that meets their needs. Rather than expanding health insurance
choice, variety, quality, innovation, and competition, the health care law’s exchanges would
impose vast new regulations, administer a new taxpayer-funded subsidy program, restrict
consumer choice, and constrain insurer competition.
 
You Must Buy Washington Approved Insurance
 
The President’s health care law requires all Americans to buy health insurance. If someone does
not buy health insurance, the IRS will come knocking on his or her door. The tax man will
charge anywhere from $695 to 2.5 percent of a person's income each year that person fails to
buy health insurance. Not only will the IRS track Americans who do not purchase health
insurance, the tax man will come after those who do not buy the kind of health insurance the
President and Democrats in Congress say they should have.
 
Americans in the exchanges will be forced to buy one of four types of health insurance plans:
bronze, silver, gold, or platinum. These plans will need to cover a long list of federally
mandated health benefits, some of which an individual consumer may not need or want. For
example, an empty nester couple would not be allowed to purchase less expensive health
coverage without maternity and newborn care.
 
Every year, the Secretary of Health and Human Services can redefine, update, and alter the list
of "essential" health benefits that people must buy, meaning it is likely to get longer and longer.
 
What's more, when people try to buy insurance through the exchange, the government will
evaluate their financial situation. If they qualify for Medicaid, they will be forced into
Medicaid, whether they like it or not.
 
Washington Dictated Benefits Do Not Control Costs
 
The health care law’s exchange and insurance benefit structure imposes on every single
American a rigid framework that is bureaucrat-centered instead of patient-centered. Forcing a
one-size-fits-all benefit standard on Americans drives insurance costs up. The exchange plans,
like all insurance having to cover the President's long list of mandated benefits, will be more
expensive than many insurance products sold today — especially for people who have no need
for many of the required services. As the list of mandates gets longer, costs will rise even
higher. 
 
The Congressional Budget Office (CBO) estimates that the health care law will increase health
insurance premiums in the nongroup market by 10 to 13 percent. The nongroup market includes
people who buy health coverage on their own, which would comprise most of the people in the
government run exchanges.
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From: Dempsey, Erin (RPC)
To: Dempsey, Erin (RPC)
Subject: Health Law "Exchange": Less Choice, More Washington Control
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View this document on RPC.Senate.gov

 

 
August 2, 2012
 

Health Law “Exchange”:
Less Choice, More Washington Control 

 
The President's health care law requires every state to establish a health insurance exchange that
meets specific federal mandates and standards. If a state decides not to build its own exchange,
then Washington will step in to establish a federally run exchange in that state starting January
1, 2014. People whose employers do not offer government approved insurance will be forced to
buy coverage through these exchanges.
 
While the Obama Administration has failed to release specific details explaining how each type
of exchange would work, it is clear that they will dramatically increase government control and
do nothing to reduce health care costs. Contrary to what the Administration claims, the
exchanges will not give consumers the benefits of a competitive marketplace, they will only
limit choice.
 
Obamacare Exchanges Are Not Competitive Marketplaces
 
One of the common sense health care reforms Republicans have offered to reduce the cost of
health care is allowing Americans to buy health insurance across state lines. Recently,
supporters of the President's health care law have claimed that the new federally regulated
exchanges serve the same function. This claim is false, and the American people should not buy
the sales pitch.
 
The exchanges are nothing more than new government bureaucracies that stifle competition,
limit consumer choice, and force states to comply with top-down Washington mandates.
Exchanges certify what kinds of plans may be offered, as well as review and exclude health
plans that do not meet a strict set of government rules and qualifications.
 
Buying insurance across state lines could bring competition and market forces to bear in
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lowering health care costs and give people the freedom to buy a low-cost health insurance
product that fits their needs. In contrast, the exchanges in the President's health care law distort
the market-driven exchange concept and serve a purely bureaucratic function. They were never
designed or intended to be a free-enterprise marketplace. As a result, they lack one of the great
strengths of a free marketplace – lower prices that result from competition. The White House
and Democrats in Congress will use the exchanges to dictate to the American people what kind
of health insurance they must buy – whether they can afford it or not.
 
The health care law does not give people the freedom to shop for competitive insurance
products and choose the policy that meets their needs. Rather than expanding health insurance
choice, variety, quality, innovation, and competition, the health care law’s exchanges would
impose vast new regulations, administer a new taxpayer-funded subsidy program, restrict
consumer choice, and constrain insurer competition.
 
You Must Buy Washington Approved Insurance
 
The President’s health care law requires all Americans to buy health insurance. If someone does
not buy health insurance, the IRS will come knocking on his or her door. The tax man will
charge anywhere from $695 to 2.5 percent of a person's income each year that person fails to
buy health insurance. Not only will the IRS track Americans who do not purchase health
insurance, the tax man will come after those who do not buy the kind of health insurance the
President and Democrats in Congress say they should have.
 
Americans in the exchanges will be forced to buy one of four types of health insurance plans:
bronze, silver, gold, or platinum. These plans will need to cover a long list of federally
mandated health benefits, some of which an individual consumer may not need or want. For
example, an empty nester couple would not be allowed to purchase less expensive health
coverage without maternity and newborn care.
 
Every year, the Secretary of Health and Human Services can redefine, update, and alter the list
of "essential" health benefits that people must buy, meaning it is likely to get longer and longer.
 
What's more, when people try to buy insurance through the exchange, the government will
evaluate their financial situation. If they qualify for Medicaid, they will be forced into
Medicaid, whether they like it or not.
 
Washington Dictated Benefits Do Not Control Costs
 
The health care law’s exchange and insurance benefit structure imposes on every single
American a rigid framework that is bureaucrat-centered instead of patient-centered. Forcing a
one-size-fits-all benefit standard on Americans drives insurance costs up. The exchange plans,
like all insurance having to cover the President's long list of mandated benefits, will be more
expensive than many insurance products sold today — especially for people who have no need
for many of the required services. As the list of mandates gets longer, costs will rise even
higher. 
 
The Congressional Budget Office (CBO) estimates that the health care law will increase health
insurance premiums in the nongroup market by 10 to 13 percent. The nongroup market includes
people who buy health coverage on their own, which would comprise most of the people in the
government run exchanges.
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CBO also estimates that only 57 percent of people buying insurance in the exchange will
receive a taxpayer subsidy to purchase government approved insurance. Subsidizing high-cost
health insurance, however, does not make it cheaper. Forty-three percent of people getting
health insurance in the exchange are not going to get any subsidy.
 

Source: CBO
 
The goal of health care reform should have been to lower costs for hard working Americans.
Instead, health care costs are going to continue to go up. The nonpartisan actuaries at the
Centers for Medicare and Medicaid Services project that health care costs will grow by $478
billion over the next decade due to the President’s health care law.
 
The exchanges are just one more example why Congress must repeal President Obama’s
unworkable, unpopular, and unaffordable health care law.
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From: Communications Center
To: Communications Center
Subject: Health Law: ‘A Death Sentence’ For Jobs
Date: Tuesday, March 20, 2012 9:39:54 AM

Contact:
John Ashbrook 202.228.NEWS
 

‘A Death Sentence’ For Jobs
The Dem Health Law Will Result In ‘A Reduction Of 800,000 Workers’

According To The Congressional Budget Office Director
 

CBO Director: ‘A Reduction Of 800,000 Workers’
 

QUESTION: “In your estimation, the health care law would reduce employment by 800,000…
DOUGLAS ELMENDORF, CBO Director: “Yes… there would be a reduction of 800,000 workers.” (U.S.
House Of Representatives, Budget Committee, Hearing, 2/10/11)
 

·         QUESTION: “The last question is, it's been argued and was argued here yesterday with the
chairman, that the new health care law will create jobs and increase labor force participation. But
if I recall from your analysis, it was quite the opposite. Is that not the case?” DOUGLAS
ELMENDORF, CBO Director: “Yes.” (U.S. House Of Representatives, Budget Committee, Hearing, 2/10/11)

 

“Arguably the biggest impediment to hiring (particularly hiring of less skilled workers) is healthcare
reform, which has the added drawback of straining state and Federal budgets… By raising the cost of
labor, healthcare reform systematically discourages hiring, especially of low-wage workers whose
mandated benefits are high relative to their wages.” (“Great Suppression II,” UBS Research, Pgs.1, 5, 9/19/11)

 

‘A Death Sentence’ - Thousands Will Lose Their Jobs
 

MEDTRONIC: ‘Net Employee Loss Will Be About 2,100’
·         “ObamaCare Day One… Medical device maker Medtronic warned that new taxes on its products

could force it to lay off a thousand workers.” (Editorial,  “ObamaCare Day One,” The Wall Street Journal,
3/25/10)

 

·         “Medtronic spokesman Brian Henry on Thursday told Twin Cities Business that about 700
employees accepted voluntary retirement or early separation offers that were made available in
February. In addition, about 1,700 employees from the entire company—across all levels,
geographies, and business segments—were laid off. Henry said that about 300 of the eliminated
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positions will eventually be refilled, meaning that the net employee loss will be about 2,100.” (“268
Local Medtronic Workers Part Of Worldwide Cuts,” Twin Cities Business, 4/28/11)

 

ABBOTT LABS: ‘Will Cut About 1,900 Jobs’
·         “Abbott Laboratories, maker of the rheumatoid arthritis drug Humira, said it will cut about 1,900

jobs… the job cuts come ‘in response to changes in the health- care industry, including U.S.
health-care reform and the challenging regulatory environment,’ Abbott said in the statement.”
(“Abbott Labs Cuts 1,900 Jobs After Health Overhaul Prompts Restructuring,” Bloomberg, 1/26/11)

 

·         “Abbott Chairman and Chief Executive Miles White blamed the layoffs on the pressure of federal
regulators as well as the impact of the health care overhaul law.” (“State To Bear Brunt Of Abbott’s Job
Cuts,” Chicago Tribune, 1/27/11)

 

STRYKER CORP: Will ‘Let Go About 1,000 Of Its Workers’
·         “A year from now, the federal government will start collecting a new tax on medical devices from

tongue depressors to imaging machines, thanks to the sweeping health-care overhaul that
Democrats enacted in the spring of 2010. People in the industry say it’s already having an effect.
In November, citing the new tax, Stryker Corp. (SYK), whose products include artificial hips and
knees, announced that it would let go about 1,000 of its workers.” (“Tongue-Depressor Tax Will Harm
Jobs, Innovation: Ramesh Ponnuru,” Bloomberg, 1/2/12)

 

·         “‘There is no doubt that we're already starting to think about actions that offset that additional tax,’
CEO Stephen MacMillan said, noting that the tax would add an estimated $150 million cost for the
company.” (“BlueCross And PACs,” Chattanooga Times Free Press, 2/16/12)

 

COVIDIEN PLC:  Will ‘Lay Off 200 Workers In The U.S.’
·         “Earlier last year, Covidien Plc (COV), maker of surgical instruments, said it would lay off 200

workers in the U.S. and move production to Costa Rica and Mexico. It, too, cited the tax.”
(“Tongue-Depressor Tax Will Harm Jobs, Innovation: Ramesh Ponnuru,” Bloomberg, 1/2/12)

 

AMERICAN ENTERPRISE GROUP: ‘110 Employees Will Lose Their Jobs’
·         “Leaders at the parent company of American Republic Insurance told employees this afternoon

the company will exit the individual major medical insurance business. The move means 110
employees will lose their jobs over the next three years — 40 in Des Moines and 70 in Omaha —
and signals the widespread anxiety among insurance companies over the raft of regulation
resulting from the health care overhaul bill. ‘It’s a fairly predictable consequence of the regulation,’
said Michael Abbott, the president and CEO of the American Enterprise Group, American
Republic’s parent company…” (“American Enterprise To Exit Portion Of Individual Health Insurance Business,”
Des Moines Register, 10/20/11)

 

ZIMMER HOLDINGS: Will ‘Cut About 50’ Positions
·         “Zimmer Holdings (NYSE:ZMH) announced layoffs at its Warsaw, Ind., headquarters, pointing to

the expected burden of the medical device tax as partly responsible for some of the losses. The
orthopedics device maker plans to offset the entire burden posed by the impending 2.3% device
levy in 2013 through cost-cutting efforts, part of which include layoffs… The orthopedics device
maker plans to outsource its 120-employee transportation management team to a hub in
Memphis, Tenn., beginning in the 3rd quarter, and will also cut about 50 other positions globally
before the end of the year, Clark said.” (“Zimmer Axes Jobs To Cut Costs Ahead Of Med-Tech Tax,” Mass
Device, 3/6/12)
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Small Businesses: ‘A Death Sentence For Many Small Salons’
 

STAR TRIBUNE: “The recession and a still-sluggish economy have pulled many businesses under.
Indoor tanning salons say they've been dealt an additional blow, courtesy of the federal government...
The group blames the additional burden of a 10 percent tax placed on salons starting July 1, 2010, as
part of the health care reform law. ‘Whether or not you think people should be sun-tanning, the
government is picking winners and losers by using the tax code to punish businesses,’ said John
Overstreet, executive director of the Indoor Tanning Association. ‘This is not the way to write tax
policy. It's unfair, and it shouldn't be done.’” (“Indoor Tanning Operators Say They're Getting Burned By Tax,” Star
Tribune, 12/16/11)
 

“Many tanning experts believe the tax could cut nearly 9,000 jobs as well.” (“Indoor Tanning Salons Will
Help Pay For Health Care Under New Bill,” WBTW-CBS [SC], 3/28/10)
 

“The owners of Wisconsin tanning salons say they’re getting burned by a new tax in the federal health
reform law. Starting July 1st, those who provide artificial indoor tans will be taxed 10 percent of their
costs.” (“Wisconsin Tanning Salons Getting Burned By New HCR Law,” WTAQ Radio, 3/26/10)
 

·         “Dale Suslick of Madison, who owns 9 shops, calls it a death sentence for many small salons. He
said some were just barely making it, and they’ll now try to either sell or close their businesses.”
(“Wisconsin Tanning Salons Getting Burned By New HCR Law,” WTAQ Radio, 3/26/10)

 

###
SENATE REPUBLICAN COMMUNICATIONS CENTER

202.228.NEWS
 

2047



From: Communications Center
To: Communications Center
Subject: Health Law: A Windfall For Government Power
Date: Friday, March 23, 2012 8:48:08 AM

Contact:
John Ashbrook 202.228.NEWS
 

Health Law: A Windfall For Government Power
Obamacare Spends Hundreds Of Billions Of Dollars Expanding

Government Power Despite Dem Insistence That It Wouldn’t
 
SEN. MAX BAUCUS (D-MT): “This bill does not increase government.” (Sen. Baucus, Congressional Record,
S.12750 12/9/09)

 

$390 Billion In More Government
 

“The legislation will increase the federal budgetary commitment to health care (the sum of net federal
outlays for health programs and tax preferences for health care) by $390 billion over the next 10 years.”
(“The Effects Of Health Reform On The Federal Budget,” CBO, 4/12/10)
 

12,000+ Pages Of New Regulations And Waivers
 

“Literally thousands of regulations and waivers are pouring out of the Department of Health and Human
Services; in fact, to date, 12,307 pages of additional regulations to restrict personal freedom and
micromanage the private market.” (Sen. Roberts, Congressional Record, S.1771, 3/19/12)
 

1,700 New HHS Powers And Authorities
 

“…the Secretary of Health and Human Services alone is given more than 1,700 new powers and
authorities under the law…” (Sen. Coburn, New CRS Report On How To Repeal The New Health Care Law, 11/30/11)
 

159 New Boards, Bureaucracies, & Programs Created
 

1. Grant program for consumer assistance offices (Section 1002, page 37)
2. Grant program for states to monitor premium increases (S. 1003, p. 42)
3. Committee to review administrative simplification standards (S. 1104, p. 71)
4. Demonstration program for state wellness programs (S. 1201, p. 93)
5. Grant program to establish state Exchanges (S. 1311(a), p. 130)
6. State American Health Benefit Exchanges (S. 1311(b), p. 131)
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7. Exchange grants to establish consumer navigator programs (S. 1311(i), p. 150)
8. Grant program for state cooperatives (S. 1322, p. 169)
9. Advisory board for state cooperatives (S. 1322(b)(3), p. 173)
10. Private purchasing council for state cooperatives (S. 1322(d), p. 177)
11. State basic health plan programs (S. 1331, p. 201)
12. State-based reinsurance program (S. 1341, p. 226)
13. Program of risk corridors for individual and small group markets (S. 1342, p. 233)
14. Program to determine eligibility for Exchange participation (S. 1411, p. 267)
15. Program for advance determination of tax credit eligibility (S. 1412, p. 288)
16. Grant program to implement health IT enrollment standards (S. 1561, p. 370)
17. Federal Coordinated Health Care Office for dual eligible beneficiaries (S. 2602, p. 512)
18. Medicaid quality measurement program (S. 2701, p. 518)
19. Medicaid health home program for people with chronic conditions, and grants for planning same (S.
2703, p. 524)
20. Medicaid demonstration project to evaluate bundled payments (S. 2704, p. 532)
21. Medicaid demonstration project for global payment system (S. 2705, p. 536)
22. Medicaid demonstration project for accountable care organizations (S. 2706, p. 538)
23. Medicaid demonstration project for emergency psychiatric care (S. 2707, p. 540)
24. Grant program for delivery of services to individuals with postpartum depression (S. 2952(b), p.
591)
25. State allotments for grants to promote personal responsibility education programs (S. 2953, p. 596)
26. Medicare value-based purchasing program (S. 3001(a), p. 613)
27. Medicare value-based purchasing demonstration program for critical access hospitals (S. 3001(b),
p. 637)
28. Medicare value-based purchasing program for skilled nursing facilities (S. 3006(a), p. 666)
29. Medicare value-based purchasing program for home health agencies (S. 3006(b), p. 668)
30. Interagency Working Group on Health Care Quality (S. 3012, p. 688)
31. Grant program to develop health care quality measures (S. 3013, p. 693)
32. Center for Medicare and Medicaid Innovation (S. 3021, p. 712)
33. Medicare shared savings program (S. 3022, p. 728)
34. Medicare pilot program on payment bundling (S. 3023, p. 739)
35. Independence at home medical practice demonstration program (S. 3024, p. 752)
36. Program for use of patient safety organizations to reduce hospital readmission rates (S. 3025(b), p.
775)
37. Community-based care transitions program (S. 3026, p. 776)
38. Demonstration project for payment of complex diagnostic laboratory tests (S. 3113, p. 800)
39. Medicare hospice concurrent care demonstration project (S. 3140, p. 850)
40. Independent Payment Advisory Board (S. 3403, p. 982)
41. Consumer Advisory Council for Independent Payment Advisory Board (S. 3403, p. 1027)
42. Grant program for technical assistance to providers implementing health quality practices (S. 3501,
p. 1043)
43. Grant program to establish interdisciplinary health teams (S. 3502, p. 1048)
44. Grant program to implement medication therapy management (S. 3503, p. 1055)
45. Grant program to support emergency care pilot programs (S. 3504, p. 1061)
46. Grant program to promote universal access to trauma services (S. 3505(b), p. 1081)
47. Grant program to develop and promote shared decision-making aids (S. 3506, p. 1088)
48. Grant program to support implementation of shared decision-making (S. 3506, p. 1091)
49. Grant program to integrate quality improvement in clinical education (S. 3508, p. 1095)

2049



50. Health and Human Services Coordinating Committee on Women’s Health (S. 3509(a), p. 1098)
51. Centers for Disease Control Office of Women’s Health (S. 3509(b), p. 1102)
52. Agency for Healthcare Research and Quality Office of Women’s Health (S. 3509(e), p. 1105)
53. Health Resources and Services Administration Office of Women’s Health (S. 3509(f), p. 1106)
54. Food and Drug Administration Office of Women’s Health (S. 3509(g), p. 1109)
55. National Prevention, Health Promotion, and Public Health Council (S. 4001, p. 1114)
56. Advisory Group on Prevention, Health Promotion, and Integrative and Public Health (S. 4001(f), p.
1117)
57. Prevention and Public Health Fund (S. 4002, p. 1121)
58. Community Preventive Services Task Force (S. 4003(b), p. 1126)
59. Grant program to support school-based health centers (S. 4101, p. 1135)
60. Grant program to promote research-based dental caries disease management (S. 4102, p. 1147)
61. Grant program for States to prevent chronic disease in Medicaid beneficiaries (S. 4108, p. 1174)
62. Community transformation grants (S. 4201, p. 1182)
63. Grant program to provide public health interventions (S. 4202, p. 1188)
64. Demonstration program of grants to improve child immunization rates (S. 4204(b), p. 1200)
65. Pilot program for risk-factor assessments provided through community health centers (S. 4206, p.
1215)
66. Grant program to increase epidemiology and laboratory capacity (S. 4304, p. 1233)
67. Interagency Pain Research Coordinating Committee (S. 4305, p. 1238)
68. National Health Care Workforce Commission (S. 5101, p. 1256)
69. Grant program to plan health care workforce development activities (S. 5102(c), p. 1275)
70. Grant program to implement health care workforce development activities (S. 5102(d), p. 1279)
71. Pediatric specialty loan repayment program (S. 5203, p. 1295)
72. Public Health Workforce Loan Repayment Program (S. 5204, p. 1300)
73. Allied Health Loan Forgiveness Program (S. 5205, p. 1305)
74. Grant program for mid-career training for health professionals (S. 5206, p. 1307)
75. Grant program to fund nurse-managed health clinics (S. 5208, p. 1310)
76. Grant program to support primary care training programs (S. 5301, p. 1315)
77. Grant program to fund training for direct care workers (S. 5302, p. 1322)
78. Grant program to develop dental training programs (S. 5303, p. 1325)
79. Demonstration program to increase access to dental health care in underserved communities (S.
5304, p. 1331)
80. Grant program to promote geriatric education centers (S. 5305, p. 1334)
81. Grant program to promote health professionals entering geriatrics (S. 5305, p. 1339)
82. Grant program to promote training in mental and behavioral health (S. 5306, p. 1344)
83. Grant program to promote nurse retention programs (S. 5309, p. 1354)
84. Student loan forgiveness for nursing school faculty (S. 5311(b), p. 1360)
85. Grant program to promote positive health behaviors and outcomes (S. 5313, p. 1364)
86. Public Health Sciences Track for medical students (S. 5315, p. 1372)
87. Primary Care Extension Program to educate providers (S. 5405, p. 1404)
88. Grant program for demonstration projects to address health workforce shortage needs (S. 5507, p.
1442)
89. Grant program for demonstration projects to develop training programs for home health aides (S.
5507, p. 1447)
90. Grant program to establish primary care residency programs (S. 5508(a), p. 1458)
91. Program of payments to teaching health centers that sponsor medical residency training (S.
5508(c), p. 1462)
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92. Graduate nurse education demonstration program (S. 5509, p. 1472)
93. Grant program to establish demonstration projects for community-based mental health settings (S.
5604, p. 1486)
94. Commission on Key National Indicators (S. 5605, p. 1489)
95. Quality assurance and performance improvement program for skilled nursing facilities (S. 6102, p.
1554)
96. Special focus facility program for skilled nursing facilities (S. 6103(a)(3), p. 1561)
97. Special focus facility program for nursing facilities (S. 6103(b)(3), p. 1568)
98. National independent monitor pilot program for skilled nursing facilities and nursing facilities (S.
6112, p. 1589)
99. Demonstration projects for nursing facilities involved in the culture change movement (S. 6114, p.
1597)
100. Patient-Centered Outcomes Research Institute (S. 6301, p. 1619)
101. Standing methodology committee for Patient-Centered Outcomes Research Institute (S. 6301, p.
1629)
102. Board of Governors for Patient-Centered Outcomes Research Institute (S. 6301, p. 1638)
103. Patient-Centered Outcomes Research Trust Fund (S. 6301(e), p. 1656)
104. Elder Justice Coordinating Council (S. 6703, p. 1773)
105. Advisory Board on Elder Abuse, Neglect, and Exploitation (S. 6703, p. 1776)
106. Grant program to create elder abuse forensic centers (S. 6703, p. 1783)
107. Grant program to promote continuing education for long-term care staffers (S. 6703, p. 1787)
108. Grant program to improve management practices and training (S. 6703, p. 1788)
109. Grant program to subsidize costs of electronic health records (S. 6703, p. 1791)
110. Grant program to promote adult protective services (S. 6703, p. 1796)
111. Grant program to conduct elder abuse detection and prevention (S. 6703, p. 1798)
112. Grant program to support long-term care ombudsmen (S. 6703, p. 1800)
113. National Training Institute for long-term care surveyors (S. 6703, p. 1806)
114. Grant program to fund State surveys of long-term care residences (S. 6703, p. 1809)
115. CLASS Independence Fund (S. 8002, p. 1926)
116. CLASS Independence Fund Board of Trustees (S. 8002, p. 1927)
117. CLASS Independence Advisory Council (S. 8002, p. 1931)
118. Personal Care Attendants Workforce Advisory Panel (S. 8002(c), p. 1938)
119. Multi-state health plans offered by Office of Personnel Management (S. 10104(p), p. 2086)
120. Advisory board for multi-state health plans (S. 10104(p), p. 2094)
121. Pregnancy Assistance Fund (S. 10212, p. 2164)
122. Value-based purchasing program for ambulatory surgical centers (S. 10301, p. 2176)
123. Demonstration project for payment adjustments to home health services (S. 10315, p. 2200)
124. Pilot program for care of individuals in environmental emergency declaration areas (S. 10323, p.
2223)
125. Grant program to screen at-risk individuals for environmental health conditions (S. 10323(b), p.
2231)
126. Pilot programs to implement value-based purchasing (S. 10326, p. 2242)
127. Grant program to support community-based collaborative care networks (S. 10333, p. 2265)
128. Centers for Disease Control Office of Minority Health (S. 10334, p. 2272)
129. Health Resources and Services Administration Office of Minority Health (S. 10334, p. 2272)
130. Substance Abuse and Mental Health Services Administration Office of Minority Health (S. 10334,
p. 2272)
131. Agency for Healthcare Research and Quality Office of Minority Health (S. 10334, p. 2272)
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132. Food and Drug Administration Office of Minority Health (S. 10334, p. 2272)
133. Centers for Medicare and Medicaid Services Office of Minority Health (S. 10334, p. 2272)
134. Grant program to promote small business wellness programs (S. 10408, p. 2285)
135. Cures Acceleration Network (S. 10409, p. 2289)
136. Cures Acceleration Network Review Board (S. 10409, p. 2291)
137. Grant program for Cures Acceleration Network (S. 10409, p. 2297)
138. Grant program to promote centers of excellence for depression (S. 10410, p. 2304)
139. Advisory committee for young women’s breast health awareness education campaign (S. 10413, p.
2322)
140. Grant program to provide assistance to provide information to young women with breast cancer (S.
10413, p. 2326)
141. Interagency Access to Health Care in Alaska Task Force (S. 10501, p. 2329)
142. Grant program to train nurse practitioners as primary care providers (S. 10501(e), p. 2332)
143. Grant program for community-based diabetes prevention (S. 10501(g), p. 2337)
144. Grant program for providers who treat a high percentage of medically underserved populations (S.
10501(k), p. 2343)
145. Grant program to recruit students to practice in underserved communities (S. 10501(l), p. 2344)
146. Community Health Center Fund (S. 10503, p. 2355)
147. Demonstration project to provide access to health care for the uninsured at reduced fees (S.
10504, p. 2357)
148. Demonstration program to explore alternatives to tort litigation (S. 10607, p. 2369)
149. Indian Health demonstration program for chronic shortages of health professionals (S. 1790, S.
112, p. 24)*
150. Office of Indian Men’s Health (S. 1790, S. 136, p. 71)*
151. Indian Country modular component facilities demonstration program (S. 1790, S. 146, p. 108)*
152. Indian mobile health stations demonstration program (S. 1790, S. 147, p. 111)*
153. Office of Direct Service Tribes (S. 1790, S. 172, p. 151)*
154. Indian Health Service mental health technician training program (S. 1790, S. 181, p. 173)*
155. Indian Health Service program for treatment of child sexual abuse victims (S. 1790, S. 181, p.
192)*
156. Indian Health Service program for treatment of domestic violence and sexual abuse (S. 1790, S.
181, p. 194)*
157. Indian youth telemental health demonstration project (S. 1790, S. 181, p. 204)*
158. Indian youth life skills demonstration project (S. 1790, S. 181, p. 220)*
159. Indian Health Service Director of HIV/AIDS Prevention and Treatment (S. 1790, S. 199B, p. 258)*
*S. 10221, page 2173 of H.R. 3590 deems that S. 1790 shall b be deemed as passed with certain
amendments. (“159 Ways The Senate Bill Is A Government Takeover Of Health Care,” Republican Policy Committee,
2/25/10)
 

###
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From: Communications Center
To: Communications Center
Subject: Health Law: Broken Promises
Date: Wednesday, March 21, 2012 9:00:38 AM

Contact:
John Ashbrook 202.228.NEWS

Broken Promises
The Democrats’ Health Law Has Failed To Deliver On

Promise After Promise
 

PROMISE #1: ‘If You Like Your Plan, You'll Be Able To Keep It’
 

PRESIDENT OBAMA: “If you like your current plan, you will be able to keep it.  Let me repeat that:  if
you like your plan, you'll be able to keep it.” (President Obama, Remarks At The White House, Washington, D.C.,
7/21/09)
 

‘The Law Could Leave More Than Half Of Employers Without A Grandfathered Plan’
 

THE WALL STREET JOURNAL: “The law could leave more than half of employers without a
grandfathered plan in 2013, the draft estimated. Its worst-case assumption is that 80% of small-
employers will lose grandfathered rights by 2013. New plans would have to comply with all the bill's
requirements; grandfathered plans could avoid elements such as limits on cost sharing.” (“Draft Health
Rules Set Hurdles,” The Wall Street Journal, 6/12/10)
 

·         Obama Administration: “Under this assumption, the Departments’ mid-range estimate is that 66
percent of small employer plans and 45 percent of large employer plans will relinquish their
grandfather status by the end of 2013. The low-end estimates are for 49 percent and 34 percent
of small and large employer plans, respectively, to have relinquished grandfather status, and the
high-end estimates are 80 percent and 64 percent, respectively.” (Federal Register, Vol.75, No.116, P.15-
16, 6/17/10)

 

PROMISE #2: ‘I Will Protect Medicare’
 

PRESIDENT OBAMA: “So don't pay attention to those scary stories about how your benefits will be
cut … that will not happen on my watch. I will protect Medicare.” (President Obama, Remarks To Joint Session
Of Congress, 9/9/09)
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$529 Billion Cut From Hospitals, Nursing Homes, Medicare Advantage, And Much More…
 

SEN. DICK DURBIN (D-IL): “Some of our critics on the other side of the aisle have said, ‘you know,
they're [Democrats] going to cut hundreds of billions of dollars out of Medicare.’ and the simple
answer is, yes.” (Sen. Durbin, Floor Remarks, 3/4/10)
 

More Than $150 Billion In Cuts To Hospitals, Nursing Homes, And Hospice
 

“Ensuring Medicare Sustainability… -156.6 [Billion Dollars].” “TITLE III—Improving The Quality And
Efficiency Of Health Care; Subtitle E—Ensuring Medicare Sustainability; 3401 Revision of Certain
Market Basket Updates and Incorporation of services Productivity Improvements into Market Basket
Updates that do not Already Incorporate Such Improvements (effect of productivity adjustment for
home health included in estimate for section 3131)… 2010-2019… -156.6 [Billion Dollars].” (CBO
Director Doug Elmendorf, Letter To Rep. Nancy Pelosi, P.14, 3/18/10)
 

More Than $200 Billion In Cuts To Medicare Advantage
 

“Medicare Advantage Payments… -131.9 [Billion Dollars].” “TITLE III—Improving The Quality And
Efficiency Of Health Care; Subtitle C—Provisions Relating to Part C; Medicare Advantage
Payments… 2010-2019… -131.9 [Billion Dollars].” (CBO Director Doug Elmendorf, Letter To Rep. Pelosi, P.13,
3/18/10)
 

“Medicare Advantage Interactions… -70.4 [Billion Dollars].” “Interactions; Medicare Advantage
Interactions… 2010-2019… -70.4 [Billion Dollars].” (CBO Director Doug Elmendorf, Letter To Rep. Pelosi, P.18,
3/18/10)
 

CBO: Medicare cuts could “reduce access to care or diminish the quality of care.” (CBO Director Doug
Elmendorf, Letter To Sen. Harry Reid, P. 1, 17, 11/18/09)

 

PROMISE # 3 ‘This Law Will Lower Premiums’
 

PRESIDENT OBAMA: “Families will save on their premiums.” (President Obama, Remarks After Meeting With
Senate Democrats, 12/15/09)
 

·         OBAMA:  “Your employer, it's estimated, would see premiums fall by as much as 3,000 percent
… which means they could give you a raise.” (“Will Health Care Bill Lower Premiums?” The Associated
Press, 3/17/10)

 

·         OBAMA: “This law will lower premiums.” (President Obama, Remarks To ‘Families USA,’ 1/28/11)
 

SEN. DICK DURBIN (D-IL): “Bringing down costs of health insurance and making it more affordable is
job one for this health care reform.” (Sen. Dick Durbin, Floor Remarks, 12/18/09)
 

CBO: The Law Will Increase Premiums On Families By $2,100 Per Year
 

CBO: “Average premiums per policy in the nongroup market in 2016 would be roughly $5,800 for
single policies and $15,200 for family policies under the proposal, compared with roughly $5,500 for
single policies and $13,100 for family policies under current law. The weighted average of the
differences in those amounts equals the change of 10 percent to 13 percent in the average premium
per person…” (Emphasis In Original; CBO Director Douglas Elmendorf, Letter To Sen. Bayh, P. 6, 11/30/09)
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WALL STREET JOURNAL: “The health-insurance premiums paid by employers rose sharply this year,
with the average annual cost of family coverage passing the $15,000 mark for the first time,
according to a major survey.” (“Employer Health Premiums Rise Sharply,” The Wall Street Journal, 9/27/11)
 
·         “The average annual family premium for 2011 was $15,073, up from $13,770 last year.” (“Employer

Health Premiums Rise Sharply,” The Wall Street Journal, 9/27/11)
 
·         “…increase was tied to provisions of the federal health care overhaul…” (“Employer Health Premiums

Rise Sharply,” The Wall Street Journal, 9/27/11)

 

PROMISE #4: ‘Slow The Growth Of Health Care Costs’
 

PRESIDENT OBAMA: “And it will slow the growth of health care costs for our families, our
businesses, and our government.” (President Obama, Remarks To Joint Session Of Congress, 9/9/09)
 

CMS: ‘Expenditures Under The Health Reform Act Would Increase By A Total Of $311 Billion’
 

CMS ACTUARY RICHARD FOSTER: “[W]e estimate that overall national health expenditures under
the health reform act would increase by a total of $311 billion (0.9 percent) during calendar years
2010-2019...” (CMS Actuary Richard Foster, Memo, P.4, 4/22/10)
 

·         FOSTER: “The NHE share of GDP is projected to be 21.0 percent in 2019, compared to 20.8
percent under prior law.” (CMS Actuary Richard Foster, Memo, P.16, 4/22/10)

 

CBO: “The legislation will increase the federal budgetary commitment to health care (the sum of net
federal outlays for health programs and tax preferences for health care) by $390 billion over the next
10 years.” (“The Effects Of Health Reform On The Federal Budget,” CBO, 4/12/10)

 

PROMISE #5: ‘Federal Conscience Laws Will Remain In Place’
 

PRESIDENT OBAMA: “And one more misunderstanding I want to clear up -- under our plan, no
federal dollars will be used to fund abortions, and federal conscience laws will remain in place.”
(President Obama, Remarks To A Joint Session Of Congress, 9/9/09)
 

HHS Regulations ‘Would Force Practically All Employers, Including Many Religious Institutions, To
Pay For Abortion Inducing Drugs’

 

ARCHBISHOP DOLAN: “…on January 20, the Department of Health and Human Services announced
a decision to issue final regulations that would force practically all employers, including many religious
institutions, to pay for abortion inducing drugs, sterilizations, and contraception. The regulations would
provide no protections for our great institutions—such as Catholic charities, hospitals, and universities
—or for the individual faithful in the marketplace. The regulations struck at the heart of our
fundamental right to religious liberty, which affects our ability to serve those outside our faith
community.” (Archbishop Dolan, Letter To U.S. Bishops, 2/23/12)

 

PROMISE #6: ‘My Plan Won’t Raise Your Taxes One Penny’
 

SEN. BARACK OBAMA (D-IL): “And if you're a family making less than $250,000 a year, my plan
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won't raise your taxes one penny -- not your income taxes, not your payroll taxes, not your capital
gains taxes, not any of your taxes.” (Barack Obama, Remarks, Orlando, FL, 8/3/08)

 

TAX HIKES: Billions In Taxes On Small Businesses, Private Health Insurance Plans, Medical Device
Manufacturers, And Others

 

SEN. MARY LANDRIEU (D-LA): “Yes, we’ve had to raise some taxes and fees to pay for this bill.”
(CSPAN’s Washington Journal, 12/22/09)
 

$50 BILLION IN TAXES ON EMPLOYERS
·         “Penalty Payments By Employers… 2010-2019… -52 [Billion Dollars].” (CBO Director Doug Elmendorf,

Letter To Rep. Nancy Pelosi, P.8, 3/18/10)
 

$30 BILLION IN TAXES ON PRIVATE HEALTH INSURANCE PLANS
·         Tax On Private Health Insurance Plans: “32.0 [Billion Dollars].” JCT: “I. Revenue Provisions 1.

40% excise tax on health coverage in excess of $10,200/$27,500 (subject to adjustment for
unexpected increase in medical costs prior to effective date) and increased thresholds of
$1,650/$3,450 for over age 55 retirees or certain high-risk professions, both indexed for inflation
by CPI-U plus 1%; adjustment based on age and gender profile of employees; vision and dental
excluded from excise tax; levied at insurer level; employer aggregates and issues information
return for insurers indicating amount subject to the excise tax; nondeductible… 2010-2019… 32.0
[Billion Dollars].” (“Estimated Revenue Effects Of The Amendment In The Nature Of A Substitute To H.R. 4872, The
“Reconciliation Act Of 2010,” In Combination With The Revenue Effects Of H.R. 3590, The "Patient Protection And
Affordable Care Act ('PPACA')," As Passed By The Senate,” Joint Committee On Taxation, P.1, 3/18/10)

 

·         “The fee on health insurance providers… Taxes may be borne by: consumers in the form of
higher prices; owners of firms in the form of lower profits; employees of firms in the form of lower
wages; or other suppliers to firms in the form of lower payments. … we estimate that eliminating
this fee could decrease the average family premium in 2016 by $350 to $400.” (Thomas Barthold,
Chief Of Staff Joint Committee On Taxation, Letter To Sen. Kyl, P.2, 5, 6/3/11)

 

$20 BILLION IN TAXES ON MEDICAL DEVICE MANUFACTURERS
·         “Excise Tax On Manufacturers And Importers Of Certain Medical Devices… 20.0 [Billion Dollars].”

 JCT: “Impose 2.9% excise tax on manufacturers and importers of certain medical devices…
2010-2019… 20.0 [Billion Dollars].” (“Estimated Revenue Effects Of The Amendment In The Nature Of A
Substitute To H.R. 4872, The “Reconciliation Act Of 2010,” In Combination With The Revenue Effects Of H.R. 3590, The
"Patient Protection And Affordable Care Act ('PPACA')," As Passed By The Senate,” Joint Committee On Taxation, P.2,
3/18/10)

 

PROMISE #7: Mandate Not ‘The Solution’
 

SEN. BARACK OBAMA (D-IL): “Here's the concern. If you haven't made it affordable, how are you
going to enforce a mandate. I mean, if a mandate was the solution, we can try that to solve
homelessness by mandating everybody to buy a house.” (CNN’s “American Morning,” 2/5/08)
 

·         CBO: “Federal mandates that apply to individuals as members of society are extremely rare. One
example is the requirement that draft-age men register with the Selective Service System. The
Congressional Budget Office (CBO) is not aware of any others imposed by current federal law.”
(“Budgetary Treatment Of An Individual Mandate To Buy Insurance,” Congressional Budget Office, P.13, 8/94)
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“Penalty Payments By Employers And Uninsured Individuals… 2010-2019… 36 [Billion Dollars].” (CBO
Director Doug Elmendorf, Letter To Sen. Harry Reid, P.6, 11/18/09)

 

·         INDIVIDUALS: “A person without insurance could be required to pay a financial penalty, starting
at $95 in 2014 and rising to $750 in 2016, with a maximum of $2,250 for a family.” (“Senate Health
Plan Seeks To Add Coverage To 31 Million,” The New York Times, 11/19/09)

 

·         COMPANIES: “Firms with more than 50 workers that did not offer coverage would have to pay a
penalty of $750 for each full-time worker if any of their workers obtained subsidized coverage
through the insurance exchanges; that dollar amount would be indexed.” (CBO Director Doug
Elmendorf, Letter To Sen. Harry Reid, P.7, 11/18/09)

 

PROMISE #8: ‘Broadcasting Those Negotiations On C-SPAN’
 

SEN. BARACK OBAMA (D-IL): "That's what I will do in bringing all parties together, not negotiating
behind closed doors, but bringing all parties together, and broadcasting those negotiations on C-
SPAN so that the American people can see what the choices are, because part of what we have to
do is enlist the American people in this process." (Sen. Obama, Presidential Debate, 1/31/08)
 

‘C-SPAN Cameras Won’t See The Real Action’
 

“After months of buildup, the historic debate on health care reform opens on the senate floor Monday
— but the C-SPAN cameras won’t see the real action.” (“Dems Seek Deal As Sen. Debate Begins,” Politico,
11/30/09)

 

“But now, as a senate vote on health-care legislation nears, those negotiations are occurring in a
setting that is anything but revolutionary in Washington: three senators are working on the bill behind
closed doors.” (“Small Group Now Leads Closed Negotiations On Health-Care Bill,” The Washington Post, 10/18/09)
 

·         “…there are controversial special provisions of the Senate health reform bill ... First up, the
‘Louisiana Purchase.’ … Landrieu said in a speech on the Senate floor Feb. 4th that critics
should ‘shut their mouth.’” (“White House Cuts Special Help For Nebraska, But Other Deals Remain In Reform Bill,”
ABC News, 2/22/10)

 

·         “[Nelson’s] involvement with the Affordable Care Act--including the ‘Cornhusker Kickback,’ or the
perception that he tried to sell his vote for favorable language in the bill--left a bad taste in voters'
mouths.” (“Nebraska Yet Another Blow To Senate Democrats' Hopes,” U.S. News & World Report, 12/28/11)

 

·         “… a backroom deal for Florida that was nicknamed ‘Gator Aid.’” (“Florida Poll: Healthcare Law Hurts
Obama, Democrats,” The Miami Herald, 3/28/10)

 

·         “…calling the carve-out the ‘Bismarck Bank Job.’”  (“Conrad Drops Support For North Dakota Provision To
Avoid Controversy,” The Hill, 3/18/10)

 

·         “Critics are mocking it as ‘the Rocky Top vote swap.’” (“Health Bill Vote In Sight, Dems Seeking Gains
Include Provision For TN Hospitals,” Knoxville News, 3/20/10)

 

PROMISE #9: ‘Will Not Sign It If It Adds One Dime To The Deficit’
 

PRESIDENT OBAMA: “I will not sign it if it adds one dime to the deficit, now or in the future, period.”
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(President Obama, Remarks To Joint Session Of Congress, 9/9/09)
 

‘New Reform Law Will Raise The Deficit By More Than $500 Billion During The First Ten Years’
 

DAVID BRODER, The Washington Post: “Every expert I have talked to says that the public has it
right. These bills, as they stand, are budget-busters.” (David Broder, Op-Ed, “A Budget-Buster In The Making,”
The Washington Post, 11/22/09)
 

DOUG HOLTZ-EAKIN & MICHAEL RAMLET: “A more comprehensive and realistic projection
suggests that the new reform law will raise the deficit by more than $500 billion during the first ten
years and by nearly $1.5 trillion in the following decade.” (“Health Care Reform Is Likely To Widen Federal
Budget Deficits, Not Reduce Them,” Health Affairs, 6/10)

 

PROMISE #10: Medical Liability Reform: ‘This Is Going To Be A Priority For
Me’

 

PRESIDENT OBAMA: “I want to work with the AMA so we can scale back the excessive defensive
medicine that reinforces our current system, and shift to a system where we are providing better care,
simply -- rather than simply more treatment. So this is going to be a priority for me.” (President Obama,
Remarks To The AMA, Chicago, IL, 6/15/09)

 

‘Tort Reform Is Not In The Bill Is Because The People Who Wrote It Did Not Want To Take On The
Trial Lawyers’

 

“It is the sense of the Senate that— health care reform presents an opportunity to address issues
related to medical malpractice and medical liability insurance.” (S .Amdt 2786 To H.R. 3590, “Patient Protection
And Affordable Care Act,” P. 1858)
 

HOWARD DEAN, Former DNC Chairman: “The reason that tort reform is not in the bill is because the
people who wrote it did not want to take on the trial lawyers in addition to everyone else they were
taking on. And that is the plain and simple truth.” (Howard Dean, VA Town Hall Event, Minute 2, 8/26/09)

 

PROMISE #11: ‘Those Who Voted For Health Care Will Find It An Asset’
 

SEN. CHUCK SCHUMER (D-NY): “By November, those who voted for health care will find it an
asset, those who voted against it will find it a liability…” (“Schumer Predicts Health Care Popularity,” Roll Call,
3/28/10)
 

‘Healthcare Reform Law Cost Democratic Incumbents 5.8 Percentage Points Of Support’
 

“Democrats grossly underestimated the political damage of pushing through health care reform and
that the issue is a primary reason democrats are set up for big losses come November.” (“Just How
Damaging Was The Health Care Debate For Dems?” Time’s “Swampland” Blog, 9/1/10)
 

“Democrats in the lead-up to the elections took a number of tough votes — notably on the Wall Street
bailout, the stimulus and cap-and-trade — but none was as unpopular as their support for the
healthcare reform law.” (“Study: Votes In Favor Of Healthcare Reform Cost Dems 5.8 Points In 2010 Vote,” The Hill,
3/8/12)
 

“Voting for President Obama's healthcare reform law cost Democratic incumbents 5.8 percentage
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points of support at the polls in 2010, according to a new study in the journal American Politics
Research.” (“Study: Votes In Favor Of Healthcare Reform Cost Dems 5.8 Points In 2010 Vote,” The Hill, 3/8/12)
 

·         AMERICAN POLITICS RESEARCH STUDY: “Our results suggest that the apparent effect of
health care reform is not the result of extrapolation. The vote share of Democrats who supported
health care reform was 5.8 points lower than that of the most comparable Democrats who
opposed the bill.” (American Politics Research Study, Pg. 18, 3/6/12)

 

“Party officials in Washington can’t identify a single house member who’s running an ad boasting of a
‘yes’ vote.” (“Democrats Run Away From Health Care,” Politico, 9/5/10)
 

THIS MONTH: “The poll found that 35 percent of Americans support the health care law overhaul,
while 47 percent oppose it… Opposition remains strongest among seniors, many of whom object that
Medicare cuts were used to help finance coverage for younger uninsured people.” (“AP-Gfk Poll: Obama’s
Health Overhaul Still Unpopular, But Fewer Expect Own Care To Worsen,” The Associated Press, 3/9/12)

 
###

SENATE REPUBLICAN COMMUNICATIONS CENTER
202.228.NEWS
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From: Communications Center
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Subject: Health Law: IPAB & ‘Denying Care’
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Contact:
John Ashbrook 202.228.NEWS

IPAB & ‘Denying Care’
The Controversial Obamacare Panel Has Drawn Harsh Criticism From

House Democrats, Silence From Democrat Senators
 

IPAB Will ‘Do The Inevitable Dirty Work Of Denying Care’
 

MEDICAL GROUPS: “The IPAB reductions … could jeopardize both access for Medicare beneficiaries
and even infrastructure for the entire health care system.” (Letter To Sen. Reid And Rep. Pelosi, 73 Medical
Groups, 1/11/10)
 

“…the IPAB's true end game, is harsher and more arbitrary price controls and eventually limits on the
care patients are allowed to receive.” (Editorial,  “Independent Payment Advisory Revolt,” The Wall Street Journal,
3/9/12)
 

·         “… the IPAB really does embody ObamaCare's innermost values and beliefs—to wit, that health
decisions are too important to leave to the people receiving the care (patients), the people
providing the care (doctors and hospitals), the people paying for the care (taxpayers), or even the
people who got the government involved in the first place (politicians).” (Editorial,  “Independent
Payment Advisory Revolt,” The Wall Street Journal, 3/9/12)

 

“As usual, the most dangerous parts of ObamaCare aren't receiving the scrutiny they deserve … this
remote, impersonal and unaccountable central committee [will] to do the inevitable dirty work of
denying care.” (Editorial,  “The Rationing Commission,” The Wall Street Journal, 11/15/09)

 

FMR WH OFFICIAL: IPAB Would Make America ‘Less Democratic,’ ‘Less Accountable
To Voters’

 

PETER ORSZAG, Former OMB Director: “[B]uild a new set of rules and institutions … making them a
bit less democratic … less accountable to voters.” “…we need to jettison the Civics 101 fairy tale
about pure representative democracy and instead begin to build a new set of rules and institutions …
relying more on automatic policies and depoliticized commissions for certain policy decisions. In other
words, radical as it sounds, we need to counter the gridlock of our political institutions by making them
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a bit less democratic. … reduce the power of elected officials and therefore make our government
somewhat less accountable to voters.” (Peter Orszag, “Too Much Of A Good Thing,” The New Republic, 9/14/11)
 

·         “Perhaps the most dramatic example of this idea is the Independent Payment Advisory Board
(IPAB), created as part of the recent health care reform legislation.” (Peter Orszag, “Too Much Of A
Good Thing,” The New Republic, 9/14/11)

 

“Peter R. Orszag was President Obama's first budget director, helping to shape … the health care
legislation passed in early 2010.” (“Peter R. Orszag,” The New York Times, 8/12/10)

 

Repeal Supported By 20 House Dems, Zero Senate Dems
 

“…a bill from Tennessee Republican Phil Roe that would repeal the Independent Payment Advisory
Board, or IPAB, the new ObamaCare bureaucracy with vast powers to control health care and health
markets starting next year. A straight majority of the House has joined Mr. Roe as co-sponsors—
some 234 Members, including 20 Democrats.” (Editorial,  “Independent Payment Advisory Revolt,” The Wall Street
Journal, 3/9/12)
 

·         20 Democrats Have Co-Sponsored H.R.452, The Medicare Decisions Accountability Act Of 2011:
Reps. Joe Baca (D-CA), John Barrow (D-GA), Shelley Berkley (D-NV), Timothy Bishop (D-NY),
Michael Capuano (D-MA), Russ Carnahan (D-MO), Kathy Castor (D-FL), Donna Christensen (D-
VI), Joe Courtney (D-CT), Chaka Fattah (D-PA), Barney Frank (D-MA), Eddie Johnson (D-TX),
Larry Kissell (D-NC), Jim Matheson (D-UT), Bill Pascrell (D-NJ), Silvestre Reyes (D-TX), Mike
Ross (D-AR), Linda Sánchez (D-CA), Loretta Sanchez (D-CA), and Allyson Schwartz (D-PA).
(H.R.452, Introduced 1/26/11)

 

REP. ALLYSON SCHWARTZ (D-PA): “I cannot condone the implementation of a flawed policy that
will risk beneficiary access to care.” (Rep. Schwartz, “Schwartz: IPAB Is The Wrong Path Toward Medicare Payment
Reform,” Press Release, 4/15/11)
 

REP. FRANK PALLONE (D-NJ): “I’ve never supported it… I’m opposed to independent commissions
or outside groups playing a role other than on a recommendatory basis.” (“Dems Split On Health Payment
Panel,” Politico, 7/10/11)
 

REP. LARRY KISSELL (D-NC): “We must leave as much of the decision making surrounding
healthcare where it belongs – between patients and their doctors.” (Rep. Kissell, “This Week In Washington,”
Press Release, 3/18/11)

 

###
SENATE REPUBLICAN COMMUNICATIONS CENTER

202.228.NEWS
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From: Jacobs  Chris (RPC)
To: Jacobs  Chris (RPC)
Subject: Health Provisions in House Payroll Tax Bill
Date: Friday, December 09, 2011 4:07:12 PM
Attachments: Health Provisions  House Extenders Dec 9  2011.pdf

Middle Class Tax Relief & Job Creation Sec by Sec.pdf

As you know, the House introduced their payroll tax bill earlier today; text can be found here.  With regard to health
care provisions, the bill provides for a two year Medicare physician payment update of 1 percent, costing just under
$39 billion.  This spending is more than offset by spending reductions – including several included in the President’s
deficit proposal, such as additional Medicare means-testing – meaning that the health care provisions collectively
reduce the deficit by $32.9 billion.
 
A summary of the bill follows below my signature.  Attached are both CBO scoring tables for the health care
provisions (the full CBO score is online here), and a section-by-section analysis from the Ways and Means Committee.
 
Chris Jacobs
Health Policy Analyst
Republican Policy Committee
(202) 224-2946
 
Medicare Physician Payment:  Provides for a 1 percent update in reimbursement levels for 2012 and 2013.  Provides
that these updates shall not be considered when calculating the Sustainable Growth Rate (SGR) reimbursement levels
in 2014 and future years.  Costs $35 billion over five years and $38.9 billion over ten years.
 
Mandates three studies related to physician payments – an HHS study (due January 1, 2013) regarding bundled or
episodic-based payments, a GAO report (due January 1, 2013) of private payer initiatives to promote quality and
efficiency, and a MedPAC report (due March 1, 2013) on aligning payment incentives between Medicare and private

payers.  Commits the committees of jurisdiction to spend the balance of the 112th Congress reviewing options, with
an eye toward replacing the SGR mechanism.
 
Medicare “Extenders:”  Extends for one year increases in ground and rural ambulance reimbursement rates
scheduled to expire at year’s end.  Requires an updated GAO report and MedPAC study on ambulance reimbursement
levels.  Costs $100 million over five and ten years.
 
Extends for two years the Medicare therapy caps exception process scheduled to expire at year’s end.  Inserts a new
requirement that claims processed under the exception process include an appropriate modifier indicating the claims
are medically necessary as justified by medical records documentation.  Beginning in July 2012, subjects claims over
$3,700 to a manual medical review process; the $3,700 threshold for review shall apply separately to physical therapy
services (including speech-language pathology services) and occupational services.  Requires a report from MedPAC
on the therapy benefit, data from HHS on the therapy payment system, and a study from GAO on the manual review
process implementation.  Costs $700 million over five years, but saves $1.7 billion over ten.
 
Extends for one year the Medicare geographic floor for work scheduled to expire at year’s end.  Requires a MedPAC
report by June 1, 2012 on work geographic adjustments.  Costs $500 million over five and ten years.
 
Extends for one year the Qualifying Individual program, which provides assistance to low-income seniors in paying
Medicare premiums.  Costs $700 million over five and ten years.
 
Extends for one year Transitional Medical Assistance (TMA), which provides Medicaid benefits for low-income families
transitioning from welfare to work.  Beginning in 2012, provides a process for terminating TMA benefits if a family’s
income over a three-month period exceeds 185 percent of the federal poverty level ($41,347 for a family of four in
2011).  Costs $1.2 billion over five and ten years.
 
Physician-Owned Hospitals:  Modifies requirements on physician-owned hospitals included in last year’s health care
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law (PPACA, P.L. 111-148).  Permits hospitals under construction as of the date of enactment of PPACA to retain
physician ownership; under current law, only those facilities that actually had a Medicare provider agreement in place
as of the date of PPACA’s enactment may retain physician ownership.  Removes several restrictions currently in effect
that limit the number of physician-owned facilities that may expand.  Costs $100 million over five years, and $300
million over ten; background information on CBO’s scoring practices with respect to physician-owned hospitals can
be found here.
 
Health Insurance Subsidy Recapture:  Modifies the repayment levels for insurance subsidies provided under PPACA. 
Under the health law, new health insurance subsidies are based on an individual’s (or family’s) most recent tax return
– so that subsidy levels beginning in January 2014 will be based on reported income for 2012.  However, a family’s
circumstances can change significantly during this time lag for a variety of reasons – a change in job, significant raise,
divorce, birth, or death, to name just a few.
 
PPACA established a reconciliation process intended to recapture any subsidy over-payments – but the law capped
the amount of such repayments at $250 for individuals and $400 for families for all families with incomes under 400
percent of the federal poverty level (FPL, $89,400 for a family of four); above 400% FPL, no limits applied.  Both the
“doc fix” that passed in December 2010 (P.L. 111-309), and the 1099 repeal bill enacted earlier this year (P.L. 112-9),
modified these levels; the House proposal would modify those levels still further.  The below spreadsheet shows the
maximum repayment amounts (for individuals and families) under the original law, the current law (as modified), and
the proposed changes:
 

Percentage of Poverty
PPACA as
Enacted

December 2010
"Doc Fix"          
(P.L. 111-309)

Current Law
(P.L. 112-9) House Proposal

     
Under 100% FPL $250/$400 $300/$600 $300/$600 $300/$600
100-150% FPL $250/$400 $300/$600 $300/$600 $400/$800
150-200% FPL $250/$400 $300/$600 $300/$600 $500/$1,000
200-250% FPL $250/$400 $500/$1,000 $750/$1,500 $750/$1,500
250-300% FPL $250/$400 $750/$1,500 $750/$1,500 $1,100/$2,200
300-350% FPL $250/$400 $1,000/$2,000 $1,250/$2,500 $1,250/$2,500
350-400% FPL $250/$400 $1,250/$2,500 $1,250/$2,500 $1,600/$3,200
400-450% FPL* Full subsidy $1,500/$3,000 Full subsidy Full subsidy
450-500% FPL* Full subsidy $1,750/$3,500 Full subsidy Full subsidy
Above 500% FPL* Full subsidy Full subsidy Full subsidy Full subsidy
 
(*While subsidies are only available to individuals and families with incomes below 400% FPL, the recapture
penalties would apply to individuals who received subsidies, yet were not eligible for ANY subsidies based on
their income.)

 
Saves $2.8 billion over five years, and $13.6 billion over ten (including both outlay and revenue effects).
 
Democrat claims notwithstanding, many may argue that the subsidy recapture provision does NOT represent a tax
increase, on the grounds that individuals will be repaying a subsidy they received in error.  In addition, most of the
subsidies provided under PPACA are refundable in nature, and some would argue that limiting refundable subsidies
reduces government spending, rather than increasing taxes.  While some Democrats in the House have previously
expressed concern about the higher repayment requirements, it is worth noting that last December’s increase in
subsidy repayments passed the Senate by voice vote, and passed the House by the overwhelming margin of 409-2,
with 243 House Democrats supporting what they later criticized as a “tax increase.” 
 
Prevention “Slush Fund:”  Caps spending for the Prevention and Public Health Fund created in the health care law at
$640 million annually, beginning in 2013.  Under current law, the Fund is granted $2 billion in mandatory
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appropriations for Fiscal Year 2015 and every year thereafter.  Some Members have previously expressed concern
that this fund would be used to fund projects like jungle gyms and bike paths, questionable priorities for the use of
federal taxpayer dollars in a time of trillion-dollar deficits.  Saves $2.5 billion over five years, and $8 billion over ten.
 
Hospital Outpatient Evaluation and Management:  Provides that, beginning in 2012, hospital facility fees for
outpatient department evaluation and management services shall be paid at the facility practice rate associated with
the physician fee schedule.  Saves $2.7 billion over five years, and $6.8 billion over ten.
 
Medicare Bad Debt:  Reduces bad debt payments to providers – for unpaid cost-sharing owed by beneficiaries – from
45 percent down to 25 percent over three years, beginning in 2013.  Applies changes to skilled nursing facilities and
all other providers receiving payments for bad debt.  Differing versions of this proposal have previously been included
in the President’s September deficit submission, and the Fiscal Commission’s final report.  Saves $3 billion over five
years, and $10.6 billion over ten.
 
Rebase Medicaid Disproportionate Share Hospital Payments:  In 2021, reallocates Medicaid DSH payments to
hospitals treating low-income patients, based on states’ actual 2020 allotments (as amended and reduced by the
health care law).  No budgetary impact in the first five years, but saves $4.1 billion over ten.
 
Additional Means Testing:  Increases means tested premiums under Parts B and D by 15%, beginning in 2017. 
Freezes the income thresholds at which means testing applies until 25 percent of beneficiaries are subject to such
premiums.  This proposal was previously included in the President’s September deficit submission.  No budgetary
impact in the first five years, but saves $31 billion over ten.
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From: Jacobs, Chris (RPC)
To: Jacobs, Chris (RPC)
Subject: Health Provisions in Labor-HHS Appropriations Measure
Date: Thursday, December 15, 2011 1:12:28 PM

As you are probably aware, the House introduced an omnibus appropriations bill early this morning;
the Labor-HHS division of the bill can be found here.  A few policy points worth highlighting:
 

·         The bill includes a ban on HHS funding of needle exchange programs; according to the
House Appropriations Committee, this provision had been included in the bill prior to Fiscal
Year 2010.

·         The bill also includes a blanket ban on HHS funds being used “in whole or in part, to
advocate or promote gun control.”  According to the House Appropriations Committee, this
ban had previously been confined solely to Centers for Disease Control funds.

·         The bill rescinds $400 million from the co-operative grant program included in Section 1322
of Obamacare.  As you may recall, $2.2 billion of the original $6 billion in funding was
rescinded in the six-month continuing resolution (P.L. 112-10).  This additional rescission
means $3.4 billion in co-operative funding would remain available.

·         The bill rescinds $10 million of the $15 million in mandatory funding for the Independent
Payment Advisory Board provided in Section 3403 of Obamacare.

·         The bill rescinds approximately $6.4 billion in performance bonuses created in the 2009
SCHIP reauthorization (P.L. 111-3).

·         The bill requires the Secretary to establish “a publicly accessible website to provide
information” regarding funds spent in the Prevention and Public Health Fund created by
Section 4002 of Obamacare.  Grants over $25,000 would have to be publicly identified
within 5 days of award, and recipients would have to provide semi-annual reports on their
activities.  Some Members have previously expressed concern first that this fund would be
used to fund questionable projects like jungle gyms and bike paths, and second that this
fund suffers from accountability problems due to the mandatory, auto-pilot nature of the
spending.  The President’s September deficit submission proposed reducing spending on the
Fund by $3.5 billion over ten years.

·         The bill also  contains several prohibitions on grant funding from the Prevention and Public
Health Fund from being used “for publicity or propaganda purposes,” or to fund the salaries
of lobbyists.  This section also includes a prohibition on Prevention Fund monies being used
to promote tax increases or “the advocacy or promotion of gun control.”

 
A full summary featuring several top-line spending numbers for the Labor-HHS bill can be found on
the appropriations website here.  One particular note of caution if you’re trying to analyze the bill
itself:  The last section of the bill includes an across-the-board rescission of 0.189 percent, so the
actual spending levels under the bill would be lower than the bill’s plain text.
 
Chris Jacobs
Health Policy Analyst
Republican Policy Committee
(202) 224-2946
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From: Jacobs, Chris (RPC)
To: Jacobs, Chris (RPC)
Subject: Health Provisions in This Afternoon"s Votes on Jobs Package
Date: Thursday, November 10, 2011 9:12:26 AM

A quick reminder/update to staff about the health care provisions to be voted on as part of the vote
series beginning circa 2 PM.  H.R. 674, the three-percent withholding bill, has as its primary pay-for
provisions including Social Security benefits in the definition of income with respect to Obamacare’s
new subsidy regime (a provision unchanged by the Reid amendment filed earlier this week).  The
change would have the effect of reducing the number of early retirees eligible for Medicaid benefits,
and lowering the amount of subsidies received by other early retirees, as their Social Security
retirement benefits would now be counted as income when determining their eligibility for
taxpayer-funded health benefits.  A CBO score of this provision, which was added to H.R. 674 in the
House, can be found here, and an AP article explaining the issue can be found here.
 
In addition, the McCain amendment (i.e., the Republican jobs alternative) to H.R. 674 includes two
health related provisions.  The first would repeal Obamacare, including the changes made to the
health care law under reconciliation. (The bill would NOT repeal the student loan provisions included
in last year’s reconciliation measure.)  Text is identical to H.R. 2, on which the Senate voted earlier
this year.  The second provision is medical liability reform, including limits on punitive and non-
economic damages, restrictions on attorney contingency fees, time limits on filing suits, and related
provisions.  This legislative language echoes H.R. 5, the most recent CBO cost estimate of which can
be found here.
 
Chris Jacobs
Health Policy Analyst
Republican Policy Committee
(202) 224-2946
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From: Leavitt Partners 
Katie Altshuler To: 

Subject: Health Reform Bracketology 2012 
Friday, June 01, 2012 1:42:37 PM Date: 

Leavitt Partners 

Health care in the United States is at a historic inflection point and many 
organizations face serious uncertainty. Much of this uncertainty is based upon 
the imminent ruling of the Supreme Court and the results of the 2012 elections. 
The outcomes of these events hold deep implications for stakeholders 
throughout the health care community. Leavitt Partners systematically analyzes 
this uncertainty through its Health Reform Bracketology tool. 

Health Reform Bracketology is a scenario-planning tool that assesses the future 
of specific policies and provisions within the Patient Protection and Affordable 
Care Act. This assessment is conducted across a myriad of different political 
scenarios. 

HealthReformBracketology.com 

PPACA and the Supposed Politicization of the Supreme 
Court: 

Carping as Campaign Fodder 
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Leavitt Partners 

Parker Larson is an Analyst at Leavitt Partners. As an analyst, Mr. Larson 
conducts legal research and analysis in support of Leavitt Partners' knowledge 
and thesis development, and prepares or contributes to many of the firm's 
product-driven written materials. 

Following the administration•s .. train wreck .. performance at oral arguments, 
President Obama preemptively chastised the Supreme Court, remarking that it 
would be an .. unprecedented, extraordinary .. step of judicial activism for an 
11Unelected group of people .. to overturn, in whole or in part, the Patient 
Protection and Affordable Care Act (PPACA). By so stating, he was not trying to 
bully the Court, as some have posited, nor did his comments stem from a lack 
of constitutional intelligence, as others have claimed (after all, judicial review is 
at least superficially understood by every Civics 101 student and, certainly, 
former constitutional law lecturers). Instead, President Obama was staking out 
the Democratic Partis response to a potentially (indeed, likely) unfavorable 
decision - a response that exploits the 115Upreme11 ignorance of most voters, 
i.e., their inability to distinguish between judicial impropriety and dissonant, 
though legally defensible, rulings. Democrats• worst-case-scenario, election
season refrain will be: .. An activist conservative Court, not the Constitution, is 
responsible for PPACA•s demise ... _ 

... Read On Here ... 

Health Insurance Exchanges: A 
Disruptive Potential 
The Patient Protection and Affordable Care Act 
(ACA), considered the most important piece of 
federal health care legislation since ... Read 
more 

An Ounce of Prevention is Worth a Pound 
of Cure 

HEALTH FOOD RSS BLOG RSS 
CARE NEWS 

2068



When I was growing up my dad, who was a 
contractor, often recruited me to assist him on 
residential and commercial constructions 
projects ..... Read more 

The Essential Benefits Package: Into the 
Arena of Contention 
In 1983, I served as a Charter member of the 
Prospective Payment Assessment Commission 
(ProPAC) which is the forerunner of today's 
MedPAC. .... Read more 

How can we better manage patients with 
chronic diseases? 
Mending fragmentation and coordinating 
interventions will inevitably play a significant 
role in improving America's health ... Read 
more 

[I] 
© 2012 Leavitt Partners I Contact Us I 801.538.5082 

Forward to a friend 

Leavitt Partners advises clients 
in the health care and food 
sectors. Read more 

Former Utah guy Leavitt 
aids embattled hospital 
debt collector 
Leavitt Partners 

Michael Leavitt will oversee 
panel to build standards for 
health billing. 

This e-mail was sent by Leavitt Partners, located at 299 South Main St, SLC, Utah 84108 
(USA). To receive no further e-mails, please cl ick here or reply to this e-mail with "un list" 
in the Subject line. 

2069



From: Steve Mullins
To: Glenn Coffee; Denise Northrup
Cc: Katie Altshuler; Andrew Silvestri; Alex Weintz
Subject: RE: Updated Info. From OHCA re/ Costs of Medicaid Expansion
Date: Friday, July 13, 2012 8:48:59 AM

I will work on it today.
 

From: Glenn Coffee 
Sent: Friday, July 13, 2012 5:33 AM
To: Denise Northrup
Cc: Katie Altshuler; Andrew Silvestri; Steve Mullins; Alex Weintz
Subject: Re: Updated Info. From OHCA re/ Costs of Medicaid Expansion
 
I am not convinced.  The Gov. has the authority that was then delegated to HCA  She also could
 claim it is an unconstitutional authority requiring the legislation, opt out and dare anyone to file a
lawsuit.  Steve, can you research.  This sounds like Howard over lawyering this to me. 

Glenn Coffee

Glenn.coffee@sos.ok.gov
Gcoffee
 

On Jul 11, 2012, at 8:17 PM, "Denise Northrup" <Denise.Northrup@gov.ok.gov> wrote:

Wow
 
From: Katie Altshuler 
Sent: Wednesday, July 11, 2012 05:06 PM
To: Denise Northrup; Glenn Coffee; Andrew Silvestri; Steve Mullins 
Cc: Alex Weintz 
Subject: Updated Info. From OHCA re/ Costs of Medicaid Expansion 
 
Please see last note...
 
From: Cindy Roberts [mailto:Cindy.Roberts@okhca.org] 
Sent: Wednesday, July 11, 2012 05:02 PM
To: Katie Altshuler 
Cc: Nico Gomez <Nico.Gomez@okhca.org> 
Subject: RE: Hello! 
 
Katie –
The first document includes maps of where we believe the “new” eligibles would be
(by county).  There are actually three maps – one representing 100% enrollment, one
representing 75%, and one at 57%.
 
The second document provides you information about the eligibles, economic impact,
reduced uncompensated care, federal matching rates, etc.  (I provided notes on the
second page to explain the numbers on the first page.)  Also, wanted to point out that
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we did use the 2007 economic impact study - - newer IMPLAN values are not
available at this time (ie, for tax revenue).  We did talk with the OTC regarding this
and they believe, because of other factors occurring since 2007, that the number we
have would be pretty well on target.
 
And, then on another note, we learned today that this will be an “opt-out” eligibility
group rather than an “opt-in”.  This changes things a bit now; in order to “opt-out” we
would probably need legislation.
 
Let me know if you have any questions.
Cindy
 
Cindy Roberts, CPA, CGFM 
Deputy, Chief Executive Officer
Oklahoma Health Care Authority / Policy, Planning & Integrity
(405) 522-7253 
cindy.roberts@okhca.org
 
 
From: Katie Altshuler [mailto:Katie.Altshuler@gov.ok.gov] 
Sent: Wednesday, July 11, 2012 4:24 PM
To: Cindy Roberts
Subject: Re: Hello!
 
Indeed!!!
 
From: Cindy Roberts [mailto:Cindy.Roberts@okhca.org] 
Sent: Wednesday, July 11, 2012 04:22 PM
To: Katie Altshuler 
Subject: RE: Hello! 
 
Can I have abt 20 minutes?  Promise.
 
Cindy Roberts, CPA, CGFM 
Deputy, Chief Executive Officer
Oklahoma Health Care Authority / Policy, Planning & Integrity
(405) 522-7253 
cindy.roberts@okhca.org
 
 
From: Katie Altshuler [mailto:Katie.Altshuler@gov.ok.gov] 
Sent: Wednesday, July 11, 2012 4:22 PM
To: Cindy Roberts
Cc: Nico Gomez
Subject: Re: Hello!
 
Sorry to harass, just checking back in, I am hoping to print copies before I leave the
office today of whatever you send to take with me to the Governor, thanks!
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From: Cindy Roberts [mailto:Cindy.Roberts@okhca.org] 
Sent: Wednesday, July 11, 2012 12:42 PM
To: Katie Altshuler 
Cc: Nico Gomez <Nico.Gomez@okhca.org> 
Subject: RE: Hello! 
 
Sure.  Let me put some finishing touches on it and I will get it to you.
 
Cindy Roberts, CPA, CGFM 
Deputy, Chief Executive Officer
Oklahoma Health Care Authority / Policy, Planning & Integrity
(405) 522-7253 
cindy.roberts@okhca.org
 
 
From: Katie Altshuler [mailto:Katie.Altshuler@gov.ok.gov] 
Sent: Tuesday, July 10, 2012 4:48 PM
To: Cindy Roberts
Cc: Nico Gomez
Subject: Hello!
Importance: High
 
I am leaving for the National Governors Association Annual meeting on Thursday
morning and will be briefing Governor Fallin when I arrive re/ PPACA. I wanted to see if
there is anyway I can the information we requested by tomorrow? Thank you! Katie
 
Katie Altshuler, Policy Director
Office of Governor Mary Fallin
2300 North Lincoln Boulevard, Suite 212
Oklahoma City, Oklahoma 73105
405.521.2342
katie.altshuler@gov.ok.gov

 
 
===================================================
DISCLAIMER - This e-mail message, including any attachments, is for the sole
use of the intended recipient(s) and may contain confidential and privileged
information. If you are not the named addressee you should not disseminate,
distribute or copy this e-mail. Please notify the sender immediately by e-mail if
you have received this e-mail by mistake and delete this e-mail from your
system. The sender does not accept liability for any errors or omissions in the
contents of this message, which arise as a result of e-mail transmission. If
verification is required please request a hard-copy version.
===================================================
DISCLAIMER - This e-mail message, including any attachments, is for the sole
use of the intended recipient(s) and may contain confidential and privileged
information. If you are not the named addressee you should not disseminate,
distribute or copy this e-mail. Please notify the sender immediately by e-mail if
you have received this e-mail by mistake and delete this e-mail from your
system. The sender does not accept liability for any errors or omissions in the
contents of this message, which arise as a result of e-mail transmission. If
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verification is required please request a hard-copy version.
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From: Denise Northrup
To: Katie Altshuler; Glenn Coffee; Andrew Silvestri; Steve Mullins
Cc: Alex Weintz
Subject: RE: Updated Info. From OHCA re/ Costs of Medicaid Expansion
Date: Tuesday, July 17, 2012 2:37:35 PM

Oops, forgot about this one last “opt-out” note…
 
If indeed we have to “opt-out” of the expansion, that WILL require some joint agreement from the
legislature which I think needs to be clear in tomorrows meeting with speaker designate and ppt
 
Do we have any other confirmation of this opinion?
 

From: Katie Altshuler 
Sent: Wednesday, July 11, 2012 5:07 PM
To: Denise Northrup; Glenn Coffee; Andrew Silvestri; Steve Mullins
Cc: Alex Weintz
Subject: Updated Info. From OHCA re/ Costs of Medicaid Expansion
 
Please see last note...
 
From: Cindy Roberts [mailto:Cindy.Roberts@okhca.org] 
Sent: Wednesday, July 11, 2012 05:02 PM
To: Katie Altshuler 
Cc: Nico Gomez <Nico.Gomez@okhca.org> 
Subject: RE: Hello! 
 
Katie –
The first document includes maps of where we believe the “new” eligibles would be (by county). 
There are actually three maps – one representing 100% enrollment, one representing 75%, and one
at 57%.
 
The second document provides you information about the eligibles, economic impact, reduced
uncompensated care, federal matching rates, etc.  (I provided notes on the second page to explain
the numbers on the first page.)  Also, wanted to point out that we did use the 2007 economic
impact study - - newer IMPLAN values are not available at this time (ie, for tax revenue).  We did
talk with the OTC regarding this and they believe, because of other factors occurring since 2007,
that the number we have would be pretty well on target.
 
And, then on another note, we learned today that this will be an “opt-out” eligibility group rather
than an “opt-in”.  This changes things a bit now; in order to “opt-out” we would probably need
legislation.
 
Let me know if you have any questions.
Cindy
 
Cindy Roberts, CPA, CGFM 
Deputy, Chief Executive Officer
Oklahoma Health Care Authority / Policy, Planning & Integrity
(405) 522-7253 
cindy.roberts@okhca.org
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From: Katie Altshuler [mailto:Katie.Altshuler@gov.ok.gov] 
Sent: Wednesday, July 11, 2012 4:24 PM
To: Cindy Roberts
Subject: Re: Hello!
 
Indeed!!!
 
From: Cindy Roberts [mailto:Cindy.Roberts@okhca.org] 
Sent: Wednesday, July 11, 2012 04:22 PM
To: Katie Altshuler 
Subject: RE: Hello! 
 
Can I have abt 20 minutes?  Promise.
 
Cindy Roberts, CPA, CGFM 
Deputy, Chief Executive Officer
Oklahoma Health Care Authority / Policy, Planning & Integrity
(405) 522-7253 
cindy.roberts@okhca.org
 
 
From: Katie Altshuler [mailto:Katie.Altshuler@gov.ok.gov] 
Sent: Wednesday, July 11, 2012 4:22 PM
To: Cindy Roberts
Cc: Nico Gomez
Subject: Re: Hello!
 
Sorry to harass, just checking back in, I am hoping to print copies before I leave the office today of
whatever you send to take with me to the Governor, thanks!
 
From: Cindy Roberts [mailto:Cindy.Roberts@okhca.org] 
Sent: Wednesday, July 11, 2012 12:42 PM
To: Katie Altshuler 
Cc: Nico Gomez <Nico.Gomez@okhca.org> 
Subject: RE: Hello! 
 
Sure.  Let me put some finishing touches on it and I will get it to you.
 
Cindy Roberts, CPA, CGFM 
Deputy, Chief Executive Officer
Oklahoma Health Care Authority / Policy, Planning & Integrity
(405) 522-7253 
cindy.roberts@okhca.org
 
 
From: Katie Altshuler [mailto:Katie.Altshuler@gov.ok.gov] 
Sent: Tuesday, July 10, 2012 4:48 PM
To: Cindy Roberts
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Cc: Nico Gomez
Subject: Hello!
Importance: High
 
I am leaving for the National Governors Association Annual meeting on Thursday morning and will
be briefing Governor Fallin when I arrive re/ PPACA. I wanted to see if there is anyway I can the
information we requested by tomorrow? Thank you! Katie
 
Katie Altshuler, Policy Director
Office of Governor Mary Fallin
2300 North Lincoln Boulevard, Suite 212
Oklahoma City, Oklahoma 73105
405.521.2342
katie.altshuler@gov.ok.gov

 
 
=================================================== DISCLAIMER - This
e-mail message, including any attachments, is for the sole use of the intended recipient(s)
and may contain confidential and privileged information. If you are not the named addressee
you should not disseminate, distribute or copy this e-mail. Please notify the sender
immediately by e-mail if you have received this e-mail by mistake and delete this e-mail
from your system. The sender does not accept liability for any errors or omissions in the
contents of this message, which arise as a result of e-mail transmission. If verification is
required please request a hard-copy version.
=================================================== DISCLAIMER - This
e-mail message, including any attachments, is for the sole use of the intended recipient(s)
and may contain confidential and privileged information. If you are not the named addressee
you should not disseminate, distribute or copy this e-mail. Please notify the sender
immediately by e-mail if you have received this e-mail by mistake and delete this e-mail
from your system. The sender does not accept liability for any errors or omissions in the
contents of this message, which arise as a result of e-mail transmission. If verification is
required please request a hard-copy version.
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From: Jacobs, Chris (RPC)
To: Jacobs, Chris (RPC)
Subject: Health Spending Report Evidence of "Stimulus"" Failure
Date: Monday, January 09, 2012 4:01:07 PM

The Medicare actuaries released their annual estimates of health spending today, and found that
medical expenditures grew at an annual rate of 3.9 percent in 2010.  From the abstract through the
conclusion, the full study (subscription required) makes clear the primary reason why health
spending continued to grow, but at a slower pace than in recent years:
 

The latest recession had a dramatic effect on [health care] utilization…
 
Although medical goods and services are generally viewed as necessities, the latest
recession had a dramatic effect on their utilization.  On average, between 2007 and 2009,
growth in the use and intensity of health care goods and services contributed 1.4
percentage points to the annual growth in personal health care spending (5.0 percent).  This
was much lower than its average contribution of 3.3 percentage points between 2000 and
2006, when personal health care spending grew 7.6 percent, on average.
 
Even though the recession officially ended in 2009, its impact on the health sector appears
to have continued into 2010: Health care spending experienced historically low rates of
growth in 2009 and 2010 as the impact of the recent recession continued to affect the
purchasers, providers, and sponsors of health care.  Persistently high unemployment,
continued loss of private health insurance coverage, and increased cost sharing led some
people to forgo care or seek less costly alternatives than they would have otherwise
used.  As a result, growth in the use and intensity of health care goods and services in 2010
accounted for a much smaller share of personal health care spending growth than in
previous years.

 
Not surprisingly, the White House blog post on the report mentioned nothing about the economic
slowdown – their post claims that “thanks to [Obamacare,] we’re keeping costs down.”  But the
analysis from the Medicare actuary is clear: spending growth was slower than projected NOT
because Obamacare worked, but because the Obama “stimulus” didn’t.   And while the
Administration attempts to take credit for slowing health costs, what they’re really taking credit
for is a stagnant economy due to President Obama’s failed policies.
 
Chris Jacobs
Health Policy Analyst
Republican Policy Committee
(202) 224-2946
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From: Cody Inman
To: Katie Altshuler; Andrew Silvestri
Subject: HealthCare
Date: Thursday, November 08, 2012 7:07:03 PM

Katie – We started receiving calls on Obamacare today and the implementation. People are asking
what is the states roll in the mandate besides the health care exchange. This is a reminder for me to
speak with  you about this when we both have a few minutes. Thanks!
 
 
 
 
 
______________________________________
Cody Inman
Senior Public Affairs Officer
Office of the Governor | State of Oklahoma
Honorable Mary Fallin
cody.inman@gov.ok.gov
t - (405) 521-2342
 
Gov. Fallin on Facebook:  www.facebook.com/GovernorMaryFallin
Gov. Fallin on Twitter:  www.twitter.com/GovMaryFallin
Gov. Fallin on the Web:  www.governor.ok.gov
 
Oklahoma business owners and executives:  share your input on how we can further strengthen Oklahoma's
business climate by completing the survey at www.FallinforBusiness.com.
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From: Marie Sanderson
To: Marie Sanderson
Cc: Lindsay Russell; Dustin Huffman
Subject: Healthcare call TODAY 5 PM EST
Date: Tuesday, July 03, 2012 8:16:36 AM
Attachments: 2012 NGA Letter - Secretary Sebelius 070212.pdf

Healthcare Advisors and Action Officers:
 
Before we head into a holiday, we’d like to host a call today, Tuesday at 5 PM EST to recap the
governors-only call today and talk about states decisions heading into next week. Please join us for a
brief call at 5 PM to discuss moving parts.  If you are unable to join, please feel free to follow up with
us at another time this afternoon.
 

 

 

 
As the Action Officers heard yesterday, the governors will consider writing a letter to the President
asking a host of questions regarding unanswered questions for PPACA post SCOTUS decision.
Everything from exchanges to MOE to Medicaid to financing mechanisms.
 
If they decide to head down that trail, we’ll work with all of you on content. As an FYI, NGA wrote
the Secretary last week. Attached is their letter.
 
We’ll be providing you more communication materials for next week as many of you head into NGA
in Williamsburg.
 
Please don’t hesitate to call us if you have ideas/questions/ suggestions.
 
Best,
Marie
 
FYI
 

http://thehill.com/blogs/healthwatch/health-reform-implementation/236033-fifteen-governors-reject-or-

leaning-against-expanded-medicaid-program

 
Fifteen governors reject or leaning against expanded Medicaid program
 
by Elise Viebeck
07/03/12
 
At least 15 governors have indicated they will not participate in the
expansion of Medicaid under the healthcare law, striking a blow to President
Obama’s promise of broader insurance coverage.
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Before Thursday’s Supreme Court ruling, states had the option of either
increasing their Medicaid rolls or being penalized by the federal government.
The high court struck down that offer as unconstitutional.
 
Governors still have a financial incentive to participate in the expansion of
coverage for low-income people, since the government will foot most of the
bill through 2016. But the decision is also loaded with politics,
particularly for Republican governors who are adamantly opposed to
“ObamaCare.”
 
“You can make the political call real quick, but the actual decision is a
complicated one,” said Matt Salo of the National Association of Medicaid
Directors. “Governors are going to be looking at the numbers and asking: Does
this make sense for us?”
 
Seven states with Republican governors have given a flat “no” to the Medicaid
expansion since the Supreme Court ruling, according to reports and press
statements.
 
States that will decline to participate include Florida, where Gov. Rick Scott
(R) turned his opposition to the law into a political career, and Louisiana,
where Gov. Bobby Jindal (R) has vowed to help elect Mitt Romney as president
in order to repeal it.
 
In eight other states — seven with GOP governors — the Medicaid expansion
seems unlikely, given comments from governors and their offices.
 
Texas Gov. Rick Perry (R) “has no interest in fast-tracking any portion of
this bankrupting and overreaching legislation,” spokeswoman Lucy Nashed said
in a statement Monday. “We will continue to call for the full repeal of the
bill.”
 
Virginia Gov. Bob McDonnell (R), considered a contender to be Romney’s vice-
presidential nominee, said his focus is on November.
 
“The only way to stop Barack Obama’s budget-busting healthcare takeover is by
electing a new president,” McDonnell said in a statement following the
court’s decision.
 
New Jersey Gov. Chris Christie (R), also the subject of VP speculation, has
not announced what his state will do. His political position is trickier,
since he leads a blue state where there is more support for the healthcare
law.
 
In its original form, the Affordable Care Act would have pulled all federal
funds for state Medicaid programs that did not expand as the law intended.
 
Chief Justice John Roberts strongly criticized that approach in his opinion
for the majority.
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“The financial ‘inducement’ Congress has chosen is much more than ‘relatively
mild encouragement’ ” to expand Medicaid, Roberts wrote. “It is a gun to the
head.”
 
Past estimates have found that, as designed, the law’s expansion would have
provided healthcare access to an additional 17 million low-income Americans.
 
“States have a lot to consider,” said Robin Rudowitz with the Kaiser
Commission on Medicaid and the Uninsured. “That is a lot of federal money
sitting on the table.”
 
Alan Weil with the National Academy for State Health Policy said states that
do not comply could raise the ire of some in Congress.
 
“If states turn down that offer, it leaves a lot of people uninsured. If we
end up in that place, a lot of people in Congress are going to say that is a
problem,” he said.
 
Several Democrats have expressed confidence that the bill’s intention to
expand healthcare coverage can still be fulfilled.
 
Peter Orszag, who led the White House budget office during the healthcare
debate and had a major role in shaping the legislation, said states might
come around eventually.
 
He said the law’s coverage expansion would be significantly undercut if a
large number of states opt out.
 
“There may be significant gaps that open up, and that would be unfortunate,”
he said, noting that more than half of the coverage expansion was set to come
through Medicaid.
 
But Orszag said there is plenty of precedent .for states to expand their
Medicaid programs when they don’t have to. About 60 percent of current
Medicaid spending goes toward people or benefits that are not mandated by
federal law, he said. States decide to provide those optional benefits
because the federal government bears most of the cost — and it would cover an
even bigger share of the Affordable Care Act’s expansion.
 
The federal government will cover the entire cost of the expansion for a few
years. Its share begins to drop after that, but Orszag said it won’t fall far
enough to be a bad deal for states.
 
“A 90 percent subsidy rate is going to be hard to resist,” Orszag said Monday
on a conference call organized by Foreign Affairs magazine.
 
— Sam Baker, Lydia Nuzum and Gunnar Sidak contributed to this report.
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Marie Thomas Sanderson
Policy Director
Republican Governors Association (RGA)
MSanderson@rga.org
Republican Governors Public Policy Committee (RGPPC)

Office (202) 464- 8556
Cell 
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From: 
To: 

Stuart Jolly 
Stuart Jolly 

SUbject: 
Date: 

Healthcare Exchange & Rscal diff & VIDEOS! 

Wednesday, November 28, 2012 10:46:18 AM 

Header 

In this Issue: 
• Prosperity Knocks in 

Colorado Video Gust 
released!) 

• AFP-OK on FOX News 
nationally 

• Healthcare Exchange 
update 

• Lame Duck Congress 
• "Give me your 

sandwich". Dinesh 
D'Souza 

• Gatvin Co. Republicans 
Phone Bank 

On the Web: 

Make sure to follow AFP on 
Twitter and Facebook . 

And, check out these great 
new videos. 

Prosperity Knocks 
In Colorado Video! 

Click here to read more about our trip to Colorado. Here's a 
great picture of our group: 

AFP-OK on FOX News Nationally 
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Contribute 

Every dollar AFP spends in 
Oklahoma, we raise in 
Oklahoma. AFP-Oklahoma 
counts on your generous 
support to make our many 
educational efforts around the 
state a reality. 

Please consider making an 
investment! 

Click here to give online OR 
send your donation to: 

AFP Oklahoma 

1050 E. 2nd Street #106 
Edmond, OK 73034 

AFP-OK State Director SUiru.t Jolly discusses "boots on tl1e 
grmmd" eff01ts in Ohio 

(aired Sunday, November 4th) 

Healthcare Exchange update 

AFP-OK supports Gov. Ma1y Fallin's recent annmmcement 
that Oklahoma will not set up a health caJe exchange under 
the Affordable Care Act and won't expand Medicaid. 

Here's the Govemor's flawless quote: 

"After caJeful consideration, I have today infonned U.S. 
SecretaJy of Health Katllleen Sebelius that Oklahoma will not 
pursue tl1e creation of its own health insurance 
exchange. Any exchange that is PP ACA compliant will 
necessarily be 'state-run' in name only and would require 
Oklahoma resources, staff and tax dollars to implement. 
It does not benefit Oklahoma taxpayers to actively 
support and fund a new government program that will 
ultimately be under the control of the federal government, 
tl1at is opposed by a clear majority of Oklahomru.1s, and that 
will ftut her the implementation of a law that tlu·eatens to 
erode both the quality of American healtl1 care and the fiscal 
stability of tlle nation." 

We couldn't have said it better ourselves! Read more from 
The Oklahoman here. 

Lame Duck Congress Realities! 
Learn more by clicking on the chart: 

!ill 

Give Me Your Sandwich 
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(Dinesh D'Souza discusses ObamaCare) 

Garvin Co. Republicans Phone Bank 

Make a Difference Today 

The battle 's over. .. but the warrages on. We still need you to 
make a difference! AFP has Petition and Email campaigns on 
a wide range of issues going on now. 

Here's a link to what's still being pursued: Click here to 
see what's out there and get involved today. 

Americans for Prosperity (AFP) is a nationwide organiZa ion of citizen-leaders committed to advancing every individual's 
right to economic freedom and opportunity. AFP believes reducing the siZe and intrusiveness of government is the best way 

to promote individual productivity and prosperity for all Americans. AFP educates and engages ci iZens to support 
restraining state and federal government grow h and returning government to 1ts constitutional limits. AFP is more than 2 
million activists strong, with activists in all 50 states. AFP has 34 state chapters and affiliates. For more infonnation. visit 

W\WJ.amencansfororosoerity.org 
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From: Jaso, Joe Jr.
To: Katie Altshuler
Subject: Healthcare Exchange
Date: Thursday, October 04, 2012 10:38:36 AM

Hi Katie,
 
I’m doing research on healthcare exchanges and where Governors are in the process.  Is Oklahoma
going to set up an exchange?  Thanks for anything you can share with me.
 
Joe
 
Joe Jaso

Vice President

McGuireWoods Consulting LLC

2001 K Street, NW

Suite 400

Washington, DC 20006

202.857.2904 (Direct Line)

202.857.1737 (Direct FAX)

 

Follow us on Facebook: www.facebook.com/mcguirewoodsconsulting 

This e-mail may contain confidential or privileged information. If you are not the intended recipient,
please advise by return e-mail and delete immediately without reading or forwarding to others.
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From: Marie Sanderson
To: Marie Sanderson
Subject: Healthcare moving parts
Date: Monday, October 22, 2012 2:06:54 PM
Attachments: Deloitte ACATimeline 101112.pdf

As a follow up to our call on Friday,  attached is a PPACA timeline from Deloitte Consulting.  As
mentioned on the phone,  RGPPC will be working to provide you all a memo, based on the scenario
we are facing, in November.   If you have specific questions where you are seeking guidance or
would like to provide input, please shoot me a note with those questions/comments. 
 
Also discussed on the call Friday was the need for some states to have a more in-depth conversation
on healthcare exchanges.  If you’d like to participate in that conversation, it has been scheduled for
Wednesday, Oct 24, at 11 PM ET.
 
Please RSVP to me for that call.
 
Thanks,
Marie
 
 
Marie Thomas Sanderson
Policy Director
Republican Governors Association (RGA)
MSanderson@rga.org
Republican Governors Public Policy Committee (RGPPC)

Office (202) 464- 8556
Cell 
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From: 
To: 
Cc: 

Subject: Healthcare task call cancelled, exchange materials 
Date: Thursday, November 10, 20111:46:22 PM 
Attachments: Leavitt on Exch.anoes.oot 

Good afternoon, 

Due to tomorrow's holiday and the large number of people traveling we will be cancelling our RGPPC Health Care Task Force meeting 
this afternoon. 

As the RGPPC moves forward from the "A New Medicaid: A Flexible, Innovative and Accountable Future" document we are excited to 
start taking on specific issues that are important to individual states. As is evident from the staff only meeting at Health Care Summit, 
Exchanges are becoming increasingly important as well as controversial. 

Many of our states are taking very different approaches to Exchanges. The RGPPC realizes that there is an important commonality 
between states which is that states need flexibility to deal with their own unique populations. As that relates to exchanges, one 
document that makes specific commentary or a single path forward on exchanges seems to be difficult at this time; however it 
appears all of our states oppose an "Obamacare Exchange". 

The RGPPC continues to strive to be a service driven entity to our states. Please tell us what you want from us on exchanges. We 
can do anything from aiding in writing individual op-ed to contributing to strategic messaging, research, and logistical assistance. We 
greatly appreciate everyone who has already touched- base with us regarding their governor's needs and wants. 

There is a plethora of exchange information and research available. The challenge is keeping up with the constant state changes and 
movement. Attached is a good, but dated presentation from the Leavitt Group. Also, please see below for some good interactive 
websites that have some fairly updated and accurate information. Please note that RGPPC is not endorsing any business/firm or policy 
method on exchanges at this time; rather, we are seeking to share information with you as we locate it. 
RGPPC action officers may refer to RGPPC.com on our staff only page for this information as well. 

http·l/leavittpartners com/health-exchanges 

httpo{/www statehealthfacts kff orglc.omparemaptable jsp ?jod-962&cat-1 7 - Please take a look at the footnotes at the end of this 
page- very helpful! 

Alliance for Health Reform/Commonwealth Fund - Health Insurance Exchanges: See How They Run. 
Webcast provided by kaisernetworlc.org: http://www.kaisernetwork.org/health cast{hcast index.cfm?display- detail&hc- 3134 

Center on Budget and Policy Priorities - Health Insurance "Connectors" Should Be Designed to Supplement 
Public Coverage, Not Replace It: http://www.cbpp.oro/1-29-0?health.htrn 

Community Catalyst - Revisiting Massachusetts Health Reform: 18 Months Later: 
http://www.communitvcatalyst.oro/doc store/publications/revisit ing MA health reform decOZ.odf 

Healthy Americans Act: http· /[frwe~ate access gpo gov/cgj-bjn/getdoc cgj?dbname- 11 1 cong bills&dodd- f ·s391is txt pdf 

Heritage Foundation - The Significance of Massachusetts Health Reform: http://www.heritage.org/research/healthcare/wm1035.cfm 

Institute for Health Policy Solutions - What Health Insurance Exchanges or Choice Pools Can and Can't Do About Risks and Costs: 
http://allhealth.org/briefingmaterials/WhatHealthinsuranceExchangesorChoicePools CanandCantOoAboutRisksandCosts-1459.pdf 

Kaiser Commission on Medicaid and the Uninsured - President Obama's Campaign Position on Health Reform and Other Health Care 
Issues: http://www.kff.org/uninsured/kcmu112508oth.cfm 

Kaiser Family Foundation - How Private Health Coverage Works: htto:flwww.kff.oro/insurance/7766.cfm 

Kaiser Family Foundation/National Governors Association - Webcast, Creating a Marketplace for Expanding 
Coverage: htto:Uwww.kaisernetwork.oro/health cast/beast index.cfm?display=detail&hc= 2063 

Kaiser Family Foundation - State Health Facts (State Insurance Rules): 
http:/{www.statehealthfacts.org/comoarecat.jsp?cat-7 
Massachusetts Connector: http:/{www.mahealthconnector.oro/portal/site/connector/ 
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Senate Finance Committee – Expanding Health Care Coverage: Proposals to Provide Affordable Coverage
to All Americans:
http://www.finance.senate.gov/sitepages/leg/LEG%202009/051109%20Health%20Care%20description%20of%20Policy%20Options.pdf
    

Senator Max Baucus White Paper – Call To Action: Health Reform 2009:
http://finance.senate.gov/healthreform2009/finalwhitepaper.pdf

Urban Institute - Health Insurance Exchanges: Organizing Health Insurance Marketplaces to Promote Health
Reform Goals: http://www.urban.org/UploadedPDF/411875_health_insurance_marketplaces.pdf

Best,
Linday Russell

Marie Sanderson

Marie Thomas Sanderson
Republican Governors Public Policy Committee (RGPPC)

Marie Thomas Sanderson
Republican Governors Public Policy Committee (RGPPC)
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From: Craig Perry
To: Denise Northrup; Katie Altshuler
Subject: heartland meeting
Date: Wednesday, February 08, 2012 10:15:24 AM

The message from the Heartland Institute exchange meeting was that members have cover to sit
back and wait for the SCOTUS ruling and after the elections.  That they shouldn’t spend taxpayer
dollars complying with a law that will most likely be overturned.  That HHS did not expect so much
push-back and so even if PPACA is upheld, implementation will be delayed because there is not
sufficient funding.  Even if a state creates an exchange it doesn’t matter because HHS has final say. 
Stainslawski was there and he talked about a hybird exchange model.  He seems supportive. 
Ritze and Key said there are going to try and get the full nullification bill passed this session.
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From: Alex Weintz
To: Andrew Silvestri; Katie Altshuler
Cc: Aaron Cooper
Subject: heritage forum: health care
Date: Tuesday, April 17, 2012 2:54:09 PM

Health care costs
 

From: Mike Schrimpf [mailto:mschrimpf@RGA.ORG] 
Sent: Wednesday, March 28, 2012 11:30 AM
To: Mike Schrimpf
Subject: GOP Governors Detail the Costs of Obamacare on the States
 

 
FOR IMMEDIATE RELEASE
 
CONTACT
Mike Schrimpf, 202-662-4147
mschrimpf@rga.org

 
GOP Governors Detail the Costs of Obamacare on the States

 
As the Supreme Court today hears arguments about the impact upon the states of expanding
Medicaid, the Republican Governors Association released information from states
highlighting the costs of expanding Medicaid and implementing the health care law.
 
“President Obama’s federal health care takeover was enacted by Democrats in Congress over
the objection of governors and with little regard for the costs to the states,” said RGA
Chairman Bob McDonnell. “The federal health care law shifts billions of dollars in unfunded,
long-term costs to state governments while restricting the ability of governors to craft
Medicaid solutions for the citizens of their states. This one-size-fits-all approach is yet
another reason why the health care law needs to be replaced, and Republican governors have
offered a blueprint for true reform. The current law is simply unaffordable, unsustainable and
unworkable.”
 
Costs to the States:
 

Alabama
 
The implementation of Obamacare will increase the costs of state government immediately and in
the near future.
 
The overall Medicaid budget alone is expected to increase from $6.3 Billion in 2012 to $13.2
Billion at the beginning of the 2020 fiscal year.
 
Medicaid Expansion Details

·         By 2014, Alabama expects to add up to 534,000 new enrollees to Medicaid. This
is due to mandated eligibility to anyone under age 65 who has an income of less

2092



than 133% of the federal poverty level.
 

·         Alabama is also required to provide subsidies to adults earning between 134% and
400% and children with incomes between 301% and 400%. This expansion would
increase Medicaid eligibility from the current 21% of the state’s population to
about 40% of the population.
 

·         Nearly 1,000 new primary care physicians will be needed to care for this new
population.
 

·         This cost of services for the new eligibles would initially be borne by the federal
government, but that support would fade to 90% of the cost by 2020.
 

·         HCR legislation does not provide any additional funds to the state to certify enroll
and manage the new recipients.
 

·         Administrative costs alone will require an estimated $389 million in state funds.
Eligibility system changes will be required to add new enrollees, to differentiate
between those eligible under new vs. previous rules (each with different matching
rates) and to allow information to flow back and forth between subsidy plans and
Medicaid.

 
Alaska

 
Alaska continues to be hampered in its efforts to manage the costs of its Medicaid program and
continues to see Medicaid population increases.  For the first time in recent history the Budget of
the Department of Health and Social Services (Medicaid Authority) has surpassed that of the
Department of Education and is projected to continue to grow ahead of inflation.
 
For FY2013 it is projected that Alaska will need an additional $45 million in state general funds
to cope with program growth and another $129 million in state general funds to offset the loss of
enhanced federal Medicaid funding.  Alaska continues to be faced with substantial growth in
Medicaid caseloads and utilization and forecasts an over 20 percent increase in Medicaid state
general fund expenditures.
 
The State of Alaska continues to narrow projections on estimating the total cost of the ACA over
the long term. However, a June 2010 preliminary analysis of the Medicaid impacts reflects that
cumulative state general fund spending will increase by $100M million, through 2020. While
direct care spending in the early years is offset by increased federal match rates, spending in later
years paints an even more concerning picture for Alaska's future and the ever increasing impact
of Medicaid expansion on the State budget while oil throughput continues to decline.
 

Arizona
 

The mandatory Medicaid expansions in PPACA, and the woodwork created by these expansions,
are expected to cost Arizona over $550 million in the next three fiscal years. Once fully
implemented in the latter half of this decade, PPACA is anticipated to increase Arizona’s annual
Medicaid obligations by almost $500 million per year. Furthermore, because Arizona expanded to
100% of the Federal Poverty Level before the passage of the PPACA, it receives a lower matching
rate for those populations than other states that did not expand (who will initially receive full
federal financing).

 
Over the four year period of the recession, while overall state spending decreased, Medicaid
spending soared by 63 percent, to the point where it accounted for nearly 30 percent of the state
general fund in the recently-completed FY 2011. During the recession, Arizona’s projected
deficits spiked, which necessitated a series of aggressive, unprecedented steps in order to return
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the State to fiscal stability. An important element of this effort was the paring back of Arizona’s
Medicaid program in FY 2012, which will be undermined by the mandated increases in
population due to the PPACA.
 

Florida
 
According to Florida’s Agency for Health Care Administration, ObamaCare’s Medicaid expansion
will force Florida to spend an additional $1.5 billion and force an additional 1.8 million Floridians
to enroll in Medicaid in four years.

 
Georgia

 
The projected impact of the Medicaid expansion in Georgia is significant.  In January 2014, an
estimated 650,000 additional members will be added to our state Medicaid and CHIP programs. 
This federally mandated expansion will increase state spending by at least $2.4 billion between
FY2010-FY2020 alone. That said, the cost could soar substantially higher because there are more
federal regulations to come and initial spending could spike because of the pent-up demand of
new members. The Georgia Department of Community Health is continually reassessing the
impact of the Medicaid expansion mandate.
 

Idaho
 

Idaho estimates between 150,000 and 200,000 new eligibles could be added to the Medicaid
caseload when new expansion rules are implemented which could mean an 40-percent increase in
participation compared to Idaho’s current caseloads.  The overall Medicaid benefit cost attributed
to PPACA Medicaid provisions in the State of Idaho is conservatively estimated to be $228
million in State funds by 2020.  In preparation for the PPACA 2014 changes, Medicaid system
readiness is estimated to cost $34.8 million, of which Idaho’s share will be $3.48 million.
 
Idaho is purposely holding off on changes related to the Medicaid expansion requirement because
of the uncertainty surrounding the Supreme Court’s decision, 2012 elections and State legislative
decisions which could drastically impact how Medicaid expansion is implemented and designed. 
The State anticipates the cost to meet the new Medicaid expansion requirement will be
approximately $9 million.  That does not include the cost of operational and personnel needs
related to the expansion. 
 
In addition, the limited nature of the federal timelines and lack of final rules has forced Idaho to
design a phased approach to accommodate the uncertainty surrounding Medicaid.  Idaho is
working on modernization, expansion and connection phases – all of which depend on the
Supreme Court decision and 2012 elections. 
 

Indiana
 
The additional enrollees will cost between $2.5 and $3.1 billion to Indiana’s Medicaid
expenditures for the period 2014 to 2020.
 
A fully state-operated Exchange is expected to cost the State between $57.7-$83.4M annually. This is in
addition to the cost of the Medicaid expansion. Even if the State decides not to operate an Exchange, there
will still be costs associated with eligibility for premium tax credits.  Therefore, a fully federal Exchange
is expected to cost the State between $10.4-$18.3M annually.

 
Iowa

 
As recently as eight years ago, Iowa spent less than $2.5 billion in total Medicaid expenditures.
Total Medicaid spending in Iowa now approaches $4 billion and accounts for more than 15% of
Iowa General Fund expenditures.
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When we entered office in January 2011, we were faced with replacing $540 million in one-time
money that was used to fund the on-going Medicaid entitlement. Medicaid remains a complex
funding source for health care that we manage very carefully. 
 
It is anticipated that the federal takeover of health care under the Affordable Care Act will
increase Medicaid enrollment by at least 150,000 people in Iowa. In 2014, the first year of
implementation, our Medicaid population will grow from 400,000 to more than 550,000 covered
lives in a state where our population is just over 3 million people. The total cost of this expansion
is estimated to be between $180 to $818 million (with mid-point estimate of $255 million) in the
first year, with the state picking up an increasing share of this cost over time. The uncertainty
surrounding the wide range of potential costs is alone cause for concern.
 
Despite the federally mandated expansion of the Medicaid program, Iowa and other states will
have less flexibility than ever before to effectively and efficiently manage this entitlement that is
vital for so many of our vulnerable citizens. Federal maintenance of effort (MOE) requirements
continue to tie the hands of state policymakers, forcing a continual squeeze on health care
providers and diverting benefits from those who need them most. 

 
Kansas

 
Without flexibility to reform Medicaid to improve outcomes and reduce costs, Kansas will
continue to see increases in Medicaid spending. Kansas’ Medicaid budget has ballooned from
$2.4 billion in 2008, at the onset of federally mandated maintenance of effort (MOE)
requirements, to what will reach nearly $3 billion in 2013 without reforms. In the same period,
enrollment will have increased from 293,000 to almost 400,000 -- all before the mandated
PPACA expansion. 
 
An example of the rigidity of the MOE requirements in the ARRA, and extended by PPACA, is
the federal response to the Kansas Legislature's move in 2010 to adjust family premiums in the
CHIP program by $40 a month. CMS did not approve it, citing MOE. Instead, HHS offered an
option to raise premiums that would have amounted to about 50 cents per month on a typical
premium. 
 
Kansas has proposed to acquire the flexibility it needs to remake Medicaid in a two-track Section
1115 demonstration project. The first track will address authorities needed to implement
KanCare, an integrated, person-centered care coordination model that will incorporate nearly all
Medicaid and CHIP populations and services, including long term services and supports. The
second track proposes a global waiver, more specifically an outcomes-based Medicaid and
CHIP program under a per capita block grant, fundamentally redefining the federal-state
relationship in Medicaid and providing a model for reform that honors the program's statutory
goal of improving the health of Americans in the greatest need.

 
Louisiana

 

Obamacare is expected to cost Louisiana a total of $7 billion in additional state general funds
over the next 10 years.

 

Obamacare will increase Medicaid rolls by 645,843 over the next 10 years at a cost of $3.69
billion in state general funds.

 

High costs of the IT systems needed to implement the expansions and the link to the Exchange
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(whether state-run or federal) are estimated to cost $162 million in state general funds.

Increase payments to primary care providers, increased utilization for physicians and hospitals
are estimated to cost $2.6 billion in state general funds.

Maine
 

Maine’s Medicaid program has experienced an increase in enrollment from 314,000 in June 2009
to 336,000 in June, 2010, and total spending in Maine’s Medicaid program has increased by over
one billion dollars since 2002. Over the last several years, Medicaid rates for healthcare providers
have also been repeatedly cut to address the ongoing financial shortfalls in Medicaid as a result of
increasing enrollment and utilization. As a result of these reductions, some Maine physicians
have closed their practices to Medicaid patients significantly reducing access to primary care
services for Medicaid beneficiaries. All of the above challenges will be exacerbated by ACA. As
Maine struggles to confront a shortfall of more than $800 million in the next biennial budget and
the requirement to adopt a balanced budget, it is imperative that the Governor and the Legislature
have the necessary flexibility to comprehensively manage the Medicaid program and to make
necessary changes to effectively reduce total spending in the program.

 
Mississippi

 
The overall cost to implement PPACA in Mississippi is estimated to be $1.7 billion over the next
ten years, including an additional $443 million in year ten.
 

Nebraska
 
In addition, based upon preliminary professional consultant projections, the State of Nebraska
estimates that it will cost anywhere from $61.4 million to $86.9 million to build a Health
Insurance Exchange in Nebraska. Due to the changing nature of the health insurance exchange
project and the instability of the federal government’s promulgation of final rules and regulations,
the State projects that a state exchange annual operating budget would be $17.5 million per year
starting in 2016.
 

Nevada
 
In April of 2010, the Nevada Department of Health and Human Services estimated the General
Fund impact of implementing the Affordable Care Act was $574 million from 2014 through
2019.

 
New Mexico

 
With the implementation of Obamacare, New Mexico is poised to add an additional 130,000 –
175,000 individuals to the Medicaid program with an additional cost of $300 million - $600
million between 2014 and 2019.
 

North Dakota
 
With the implementation of Obamacare, North Dakota’s current estimate for additional Medicaid
spending is $106 million over 10 years.

 
Ohio

 
The estimated cost to Ohio from the first year to 2019 is over $2.7 billion for Medicaid services.
These estimates do not include the cost of increases in administration of the program. The long-
term sustainability of the program is called into question, unless Ohio is given new options on
how to manage the program.
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Oklahoma
 

The Oklahoma Health Care Authority estimates that the Obamacare Medicaid expansion will
cost an additional $4.6 billion in state and federal funding and will add 250,000 new
Oklahoman’s to the Medicaid rolls from 2014-2020.

 
Pennsylvania

 
Pennsylvania's Medicaid spending has doubled over the past ten years and it now comprises
31% of the state’s budget. It has grown four times faster than K-12 spending, and nine times
faster than transportation spending.  Even before the healthcare bill passed, Medicaid has been
on an unsustainable path.  Under this law, these statistics will only get worse.  Pennsylvania will
see an additional 800,000 individuals on the Medicaid rolls adding a significant burden to the
budget and taxpayers. As the Medicaid population continues to increase and state revenues
continue to not keep pace, the mandates of the maintenance of effort requirement and the lack of
any meaningful flexibility within the program will  severely hamper virtually all other aspects of
the state budget.  States simply cannot afford Obamacare.  Their budgets will be crushed by the
Medicaid expansion that the federal establishment is forcing on them.  Americans deserve a
vibrant, robust, competitive and transparent health care system that puts patients and quality
first, focuses on personal responsibility, not a large government takeover that shifts the costs
from the federal government to state tax payers.  

 
South Carolina

 
Medicaid enrollment will increase by 54% or 510,000 individuals in 2015 as a result of the
Affordable Care Act.  176,000 of these persons will drop private insurance to go on Medicaid.
The additional costs to state taxpayers between State Fiscal Year 2014 and State Fiscal Year 2020
ranges from $1.15 billion to $2.5 billion dollars depending on assumptions of participation rate
and increases in physician fees resulting from physician shortages created by the new law.
 

South Dakota
 

South Dakota estimates it will cost at least $99.7 million in state funds through 2019 to comply
with the Medicaid requirements of the PPACA.

 

This burden coupled with the inability to change other parts of the Medicaid program due to the
MOE requirements will result in rate cuts to providers.

 

Providers that cannot absorb these cuts may stop taking people eligible for Medicaid, or may stop
providing services altogether.

 

This would have a hugely detrimental effect on a very rural state, including citizens that rely on
Medicaid for their health care and communities that may see their health care providers leave or
quit. These unintended consequences of the MOE provisions in the PPACA are
counter-productive of its larger goal to help Americans get access to the health care they need.
 

Tennessee
 

Tennessee's Medicaid program is continuing to experience budgetary challenges in the coming
fiscal year, as state revenues continue their slow climb back to pre-recession levels.
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Unfortunately, the MOE requirements limit the flexibility needed to make important changes to
the program as we deal with such issues. For instance, TennCare could save $16 million alone
just by modifying nursing facility level of care requirements that would bring Tennessee in line
with the criteria of other states and rebalance its long-term care system in order to serve more
people with lesser levels of need in more cost-effective home and community-based settings
while targeting the more expensive long-term care services to persons with higher acuity of need.
However, we have yet to receive approval to make such a change.
 
At a time when Tennessee is already facing budget difficulties and the ACA is expected to cost
the state in excess of $1.5 billion over five years, we must have the flexibility necessary to make
common sense adjustments to the program.
 

Texas
 

Medicaid is consistently one of the biggest expenses all states face. It accounts for a quarter of the
state budget in Texas. The Affordable Care Act expands Medicaid without reforming the
program.
 
ACA will increase Medicaid enrollment in Texas by nearly 2 million people and cost the state
$27 billion over 10 years.

States have received little federal guidance on key ACA provisions, including the primary care
rate increases which is required starting in 2013.  Additionally, guidance is needed on Medicaid
Benchmark Benefits, eligibility changes, FMAP methodology and numerous other provisions.

Lack of timely guidance makes it impossible for states to effectively plan for the mushrooming
Medicaid caseloads that the law will create. HHSC needs final, detailed guidance from the
federal government to determine the full impact of certain ACA provisions on the Texas
Medicaid and CHIP programs, and to make federally-required
changes.

ACA does not recognize states’ unique needs and prevents each state from tailoring its Medicaid
and CHIP programs in accordance with the intent of its elected and appointed representatives.
 

Utah
 
The Insurance Department has been tracking hours of work to account for the additional
burdens imposed by the ACA.  During FY11, we are able to account for over 5,700 hours,
equating to approximately $182,000 is personnel costs.  Included in the estimate is time spent
on rate review which has been supported by a grant from HHS, reimbursing the department
$112,757 in personnel costs.  In additional to the above, numerous hours have been incurred by
the Commissioner or our actuary
 

Virginia
 

The Commonwealth of Virginia has estimated the Medicaid cost of federal health reform to the
State to be between $1.5 and $2.2 billion through 2022.  These estimates have not been updated
since August 2010, but because of the length of the recession and the current pace of economic
growth, along with other developments in our understanding of the full impact of PPACA, the
higher end of the cost range seems more realistic.  For example, in a study completed for
Medicaid Health Plans of America, Milliman, Inc. has estimated that the PPACA-mandated tax
on health insurance companies, which did not exclude Medicaid health plans, will cost Virginia, a
heavily managed Medicaid state, approximately $430 - $500 million through 2023; this was not
included in Virginia’s 2010 estimates of the PPACA cost, meaning this $430 - $500 million
would be in addition to the $1.5 to $2.2 billion already estimated. Virginia is in the process of re-
estimating impacts in preparation for the 2012 Medicaid forecast due in the fall of 2012.  At that
time, the estimates should better reflect the current economic environment in Virginia, and reflect
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a better understanding of the PPACA impact based on subsequent analysis and federal guidance
that was not available for the 2010 estimates.”

 
Wisconsin

 
If implemented, the PPACA will force a heavy financial burden upon the people of Wisconsin
through increased health insurance premiums, the expansion of Medicaid, and a new entitlement
that will create new inequities among working families.  Moreover, much of the new spending
will not be used to increase coverage in Wisconsin, which has already achieved the levels of
insurance that is aspired to under PPACA.  Public dollars will simply displace private dollars at a
higher cost. 
 
New estimates from the Obama Administration and the nonpartisan Congressional Budget Office
(CBO) demonstrate that Medicaid enrollment will be higher than previously estimated.  The
Wisconsin Department of Health Services (DHS) believes that increased enrollment among
currently eligible individuals and retention of higher income children due to Maintenance of
Effort (MOE) requirements will drive up the cost to the state.  However, the direct burden on the
state budget remains uncertain.  New eligibility rules will result in some individuals migrating
into and out of Medicaid.  Rules on federal matching rates that are critical to our fiscal analysis
have not been finalized.
 
More than 750,000 childless adults, parents, caretakers, and children are already enrolled in
Wisconsin Medicaid programs.  There will be no additional federal assistance for the vast
majority of these individuals and future enrollees.  Some additional federal assistance will apply
only to a relatively small number of individuals.  Whether the federal government will “buy out”
the state share of some eligibility groups is unknown at this time.  It will matter little to taxpayers
whether the costs will count as federal or state expenditures.  Increased federal control over the
management of the Medicaid program is stifling innovation and threatens to unnecessarily drive
up costs.

 
Wyoming

 
The costs of maintaining our Medicaid program are fast becoming a serious threat to our state
general funds. The 2013-2014 biennial budget for Medicaid in Wyoming includes $560 million
in state general fund dollars. This is just the cost to provide care to the current population of
approximately 76,000 enrollees. A study of Wyoming impacts from PPACA conducted by The
Lewin Group in 2010 estimates an additional 31,000 enrollees due to the Medicaid expansion in
2014 – an increase of over 40%. It is difficult to estimate what the fiscal impact of this huge
bolus of new enrollees will be. The State legislature commissioned a Medicaid Cost Study in
2011 and we expect findings in mid-2012.  We do know, however, that the cost of implementing
a new eligibility and enrollment system for Medicaid will cost over $3.5 million in state general
funds after the 90/10 federal match.
 
The larger and more detrimental impact of the implementation of PPACA is likely to be to our
private health insurance markets.  An actuarial study of our small group and individual markets
conducted by Gorman Actuarial, LLC in 2011 indicates that we can expect premiums to go up an
average of 30% to 40% in the individual market due solely to new insurance regulations effective
in 2014. When you add the projected impact of higher morbidity of new entrants into the market
and essential benefit mandates, we can expect overall 40% to 60% increases in premiums in the
individual market.
 
Given that Wyoming already has a higher percentage of small employers that self-insure than
other states, it’s not unreasonable to expect a number of small employers to stop providing
insured coverage and either move their employees to the individual market or to self-insure to
avoid regulation. During recent town hall meetings, a number of small employers indicated that it
would be cheaper for them to pay the PPACA penalties for not providing coverage than it will be
to continue to provide coverage. The Lewin Group estimates a net loss of over 8,000 covered
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lives in the employer sponsored insurance market.
 
With all the changes in PPACA, Gorman Actuarial estimates over 41,000 people in Wyoming
will remain uninsured by 2016. This represents about half of the 83,000 people currently
uninsured in our state.
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Abstract: Health insurance exchanges are a good idea
if they are used to implement patient-centered and market
based health reforms that enhance choices and value for 
customers. The exchanges prescribed by Obamacare will 
have the opposite effect. Given the considerable uncer
tainty surrounding if, when, or how the exchange provi
sions of Obamacare will be implemented, governors and 
state policymakers opposed to the sweeping federal legis
lation have difficult decisions to make. While state law
makers, like everyone else, would prefer to have more 
certainty, the reality is that they cannot expect it any time 
soon. They must focus on finding ways to better manage 
the new uncertainty that Obamacare has injected into the 
health care system. Pendingfurther changes at the federal 
level, state lawmakers must determine the best approach 
in their respective states for advancing their own positive 

"counter reforms," and decide whether they will also try 
to block federal interference by creating a limited, "defen
sive" Obamacare exchange--and they must do so now. 
Heritage Foundation health policy expert Edmund E 
Haislmaier provides a hands-on guide for state lawmakers. 

Governors and state legislators opposed to the 
misnamed Patient Protection and Affordable Care Act 
(PPACA) face a dilemma. Trying to shoehorn patient
centered, market-based reforms into the bureau
cratic architecture of Obamacare's health insurance 
exchanges is not a viable strategy, neither practically 
nor politically. But refusing to create an Obamacare 
state exchange, while politically appealing, would 
leave state health insurance markets vulnerable to 

Talking Points 
• The best strategy for state lawmakers who 

oppose the Patient Protection and Afford
able Care Act is to adopt their own reforms
separate from, and independent of, Obam
acare's exchange design. 

• State policymakers should augment their 
·counter reform~ with defensive measures 
that minimize federal interference while the 
ultimate fate of Obamacare is debated in 
Congress and litigated In federal courts. 

• A defined-contribution health-insurance market 
can create more consumer-oriented competi
tion-attractive for state lawmakers concerned 
that Obamacare's new federal insurance reg
ulations will result in insurer consolidation 
that further reduces choice and competition. 

• Offering health benefits on a defined-contri
bution basis can give state and local govern
ments better budget control, and give work
ers greater choice and portability of coverage. 

• State lawmakers need to determine now the 
best approach for their own positive ·coun
ter reforms· while protecting their constitu
ents from the adverse effects of this deeply 
flawed and misguided federal legislation. 
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even more federal interference and disruption over 
the next two years. 

The best strategy for state lawmakers is to adopt 
their own reforms--separate from, and indepen
dent of, Obamacares exchange design. State poli
cymakers should then consider augmenting their 

"counter reform" initiatives with defensive measures 
designed to minimize federal interference, while 
the ultimate fate of Obamacare is debated in Con
gress and litigated in federal courts. Taking such an 
approach will give state lawmakers a strategy that 
has both offensive and defensive components. 

Enacting their own reforms enables states to take 
the lead in advancing the kinds of patient-centered, 
pro-market reforms that should replace Obamacare; 
offers Americans concrete examples of a positive, 
alternative vision of real health reform; and rein
forces congressional efforts to repeal this deeply 
flawed and misguided federal legislation. 

Given the uncertain environment. state lawmakers 
need strategies that support the goal of repealing 
Obamacare at the federal/eve/, and that also 
promote alternative reforms that will shield 
their states from the PPACA's destabilizing 
effects until repeal is achieved. 

In particular, state initiatives that create a 
"defined-contribution" market for employer-spon
sored health coverage and that streamline state 
health insurance regulations will promote increased 
choice, competition, and value-in stark contrast 
to Obamacare's design that further restricts choice 
and competition while increasing costs. Such moves 
will also restore state health insurance exchanges to 
their original purpose as non-regulatory, adminis
trative mechanisms for implementing a competitive, 
patient-centered, market-based health system with
in the constraint of current federal tax law, which 
provides greater tax relief for employer-sponsored 
coverage than for individually purchased coverage. 

l. PL 111-148 § l321(c)(1). 

2. PL 111-148 § 1311. 

3 . PL 111-148 § l321(c)(1). 

4. PL 111-148 § l3ll(b)(l)(B). 

This is in stark contrast to Obamacare's perversion 
of exchanges into a bureaucratic tool for imple
menting sweeping new federal regulations. 

At the same time, state lawmakers can also take 
a defensive approach to Obamacare's exchanges in 
their states so as to preserve state control and limit 
federal interference. 

Understanding Obamacare' s 
Exchange Provisions 

The Patient Protection and Affordable Care Act 
provides for the establishment of health insurance 
exchanges in every state that conform to federal 
standards and requirements, 1 authorizes the Sec
retary of Health and Human Services (HHS) to 
provide grants to states to create exchanges,2 and 
specifies that the Secretary is to establish and run 
exchanges in states that do not, or cannot, do so by 
January l, 2014 (with the Secretary further required 
to make such determinations by January l, 2013).3 

The PPACA specifies two types of health insur
ance exchanges: the American Health Benefit (AHB) 
and the Small Business Health Options Program 
(SHOP). The legislation contains various require
ments for the structure, functions, and operations of 
AHB exchanges, but provides no specifications for 
SHOP exchanges. Instead, the PPACA simply states 
that SHOP exchanges are "to assist qualified employ
ers in the State who are small employers in facilitat
ing the enrollment of their employees in qualified 
health plans offered in the small group market in the 
State.'>4 Thus, the relevant "exchange" provisions are 
really only those that relate to the AHB exchanges. 

Under Obamacare, the AHB exchanges are 
designed to implement the federal regulation and 
standardization of private health insurance, admin
ister a new program of federal health care subsidies 
for tens of millions of Americans, and enroll millions 
of additional Americans in state Medicaid programs. 

The problem is that state lawmakers have no 
certainty about when, how, or even whether the 
PPACA's exchange provisions will go into effect. The 
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Obama Administration faces significant technical 
challenges in merely implementing this complex 
legislation. At the same time, a majority of the pub
lic remains opposed to Obamacare, more than half 
the states are challenging its constitutionality in fed
eral courts, and either the current Congress or the 
next one could repeal, alter, delay, or defund all or 
parts of it. Given this uncertain environment, state 
lawmakers need strategies that support the goal of 
repealing Obamacare at the federal level, and that 
also promote alternative reforms that will shield 
their states from the PPACAS destabilizing effects 
until repeal is eventually achieved. 

Consumer-Centered Exchanges 
vs. Obamacare Exchanges 

The first point to understand is that the entire 
design for health insurance exchanges in the PPACA 
is a perversion of the core concept of what is an oth
erwise sound approach to improving health insur
ance markets. 

The true purpose of a state health insurance 
exchange is to act as a purely administrative mech
anism for implementing a defined-contribution 
health insurance alternative for employer-spon
sored coverage. Allowing employers to offer health 
benefits on a defined-contribution basis gives 
workers the ability to choose the coverage that best 
suits them and their families from a wide menu of 
options, creates new incentives for insurers and 
medical providers to compete for customers, and 
encourages greater diversity and experimentation in 
health plan design and benefits. 

By enacting a defined-contribution health insur
ance option for employment-based coverage, states 
can create a more consumer-driven health care mar
ket while continuing to let workers benefit from the 
favorable federal tax treatment of employer-spon
sored health benefits. Of course, such an approach 
would not be necessary if Congress were to enact 
health care tax reforms that provide the same tax 
treatment regardless of whether coverage is pur
chased directly or through an employer-reforms 
that have long been advocated by numerous health 
policy experts. Since Obamacare does not include 
tax reforms and it is uncertain if or when Congress 
might undertake them, state-level defined-contri
bution options for employer-sponsored coverage 

are still the most effective way to advance patient
centered, market-based health reform. 

Within that construct, the function of a state 
health insurance exchange is simply to serve as a 
common mechanism for administering the trans
actions entailed in buyers and sellers offering and 
choosing coverage and paying and collecting premi
ums- much like a stock exchange provides a com
mon administrative mechanism for transactions 
associated with buying and selling securities. Thus, 
an exchange gives employers, no matter how small, 
the opportunity to offer their workers health ben
efits in a market characterized by consumer choice 
from among numerous and varied plan options. 

As with a stock exchange, a properly designed 
state health insurance exchange does not exercise 
regulatory powers. Rather, any regulatory func
tions remain the province of applicable government 
agencies--security regulators, in the case of stocks; 
insurance regulators, in the case ofhealth insurance. 
Indeed, such an administrative- not regulatory
purpose is what the term "exchange" was originally 
intended to convey: 

What Congress did in the PPACA, however, was 
to merely keep the word "exchange," while des
ignating the purpose as something very different. 
Rather than serving as a mechanism for expanding 
health insurance choice, variety, and competition, 
and for spurring plans and providers to inno
vate and offer customers better value, Obamacare 
exchanges will impose new regulations, administer 
new subsidies, standardize coverage, and restrict 
consumer choice and insurer competition more 
than it is already. Thus, in the PPACA Congress has 
perverted the exchange concept into a bureaucratic 
tool for federal subsidization, standardization, and 
micromanagement of health insurance coverage by 
the Department of Health and Human Services. 

It is important to recognize that it is Obamacare's 
perversion of exchanges, not the original concept 
itself, that is the problem. What matters is not the 
label on the box, but the contents. Consequently, 
the PPACAS misappropriation of the term "health 
insurance exchange" should not deter state lawmak
ers from pursuing their own defined-contribution, 
market-based reforms that employ state exchanges 
to perform purely administrative functions. If state 

page 3 2103



:.::::No~. 2:.:.:s3::,4.=::=========-B~a£kgrounder March 21, 2011 

lawmakers want to further clarify this important 
distinction, they can use another term- such as 

"clearinghouse" or "administrator"-to distinguish 
their approach from the one in Obamacare. 

Why States Should Enact their 
Own Health Insurance Reforms 

State lawmakers should pursue reforms of the 
health insurance market now, independently of the 
PPACA, not only to increase access to coverage and 
provide incentives for better value in the near term 
but also as a longer-term hedge against the uncer~ 
tainties surrounding the timing of the eventual 
disposition of the federally mandated exchange pro
visions, related insurance market regulations, and 
the new federal subsidy program that the Obam
acare exchanges are to administer. 

In particular, states should create a defined
contribution option for their employer-sponsored 
health insurance market. Lawmakers should also 
review their state's existing benefit mandates and 
insurance rating rules to determine if those laws 
should be changed to make coverage more afford
able. Beyond the near-term benefit of reducing pre
miums, such state reforms will also serve as a hedge 
against the uncertainty of the PPACAS effects while 
the fight over its repeal plays out in Congress and 
federal courts. Enacting their own "counter reforms" 
can better position states against the negative effects 
of Obamacare in several ways: 

• Expanding or Preserving Health Insurance 
Choice and Competition. One advantage of 
a defined-contribution market for employer
sponsored coverage is that it offers insurers a 
more level competitive playing field. In a prop
erly structured defined-contribution market all 
insurers-whether they are large or small, new 
entrants or longstanding players, selling new 
or traditional coverage designs---can offer their 
plans on the same terms on a single "menu" to 
a large number of potential customers. Thus, 
competition among plans and insurers is more 
appropriately focused on those aspects that mat
ter most to individual consumers-plan design, 
value, and customer service. 

The ability of a defined-contribution market to 
create more level and consumer-oriented insurer 

States with smaller populations or a single 
dominant carrier can collaborate with 
neighboring states to create a regional defined
contribution market to provide more choice and 
competition for their employers and residents. 

competition is likely to be particularly attractive 
to states whose lawmakers are already concerned 
about inadequate choice and competition in their 
existing markets. It will also be attractive to state 
lawmakers justifiably concerned that the PPACAS 
new federal insurance regulations will result in 
insurer consolidation that further reduces choice 
and competition in their state. A number of 
those regulations have already taken effect, such 
as several new federal benefit mandates, new 

"minimum loss ratio" regulations (which specify 
how insurers are to spend premium dollars), and 
new federal premium rate reviews. These regu
lations will increase health insurance costs and 
lead some insurers to exit the market. 

In addition, states with smaller populations or a 
single dominant carrier can collaborate with one 
or more neighboring states to create a regional 
defined -contribution market to provide more 
choice and competition for their employers and 
residents. States can implement such an approach 
through "cross-licensing" or "reciprocity" agree
ments and shared administrative duties without 
federal approval for a formal "interstate compact," 
though such a compact might be an option. 

• Putting Countervailing Pressure on Federal 
Officials. Reducing state insurance benefit man
dates or reforming rating rules not only makes 
coverage more affordable now, but will also 
make it politically more difficult for the feder
al government to later impose costly coverage 
requirements through the PPACAS "essential 
benefits" regulations and restrictive rating rules, 
which will sharply increase premiums for young
er adults (both of which are also scheduled to 
take effect in 2014). 5 

• Creating an Alternative Market. Creating a 
defined-contribution market also provides states 
with the infrastructure for organizing and offer
ing alternative, "non-qualified" coverage and 

page 4 2104



~No~.2~s3~4~========~l3~a~oUITlder March 21 , 2011 

health care financing arrangements for individu
als and employers who refuse to comply with the 
PPACA's mandates to buy coverage, should Con
gress fail to repeal those mandates before 2014, 
when they are scheduled to go into effect. Such 
alternative products would be subject to state 
regulation, but designed to be exempt from fed
eral regulation. 

Advantages of Defined Contributions 
In a traditional "defined-benefit" program the 

payer (an employer or government) determines the 
form of coverage (such as a PPO, HMO, or high
deductible plan with an HSA), specifies the benefits 
offered, determines the share of premium that enroll
ees pay, and sets the schedule of patient co-payments. 
Thus, in a defined-benefit program it is the payer who 
makes the key decisions and it is the payer who 
bears most of the risk for the cost of those decisions. 

By contrast, in a defined-contribution program, 
the payer offers the enrollee a contribution to help 
fund the cost of the insurance- pre-tax compensa
tion to workers if the payer is an employer, or a 
subsidy if the payer is a government. Each enrollee 
then chooses the coverage he prefers from a menu 
of plans-with different plan designs, benefits, and 
cost -sharing- offered by competing insurers, and 
pays for the coverage with whatever mix of contri
butions he receives from employers and government 
(along with the enrollee's own funds, if the available 
contribution from the payer does not cover the full 
cost of an individual's chosen plan). A defined-con
tribution option for health benefits offers a number 
of advantages: 

• Because it reduces the effort and risk to employ
ers associated with offering health benefits, it 
creates a way for more firms, particularly smaller 
ones, to offer coverage. 

• Because workers can choose coverage from a var
ied menu of plans, it increases the likelihood that 

more workers will be able to find a plan that they 
like and can afford. 

• It provides a practical way for employers to offer 
part-time or seasonal workers prorated coverage 
contributions, with the reasonable expectation 
that those workers can obtain coverage by com
bining the employer's contribution with funds 
from other sources. 

• It creates positive new incentives for health plan 
providers to collaborate with medical providers 
so that both get more business by offering con
sumers and patients better service at lower pric
es. When individuals and families choose their 
own coverage, they tend to prefer plans that offer 
better value-better care at lower prices-over 
plans that rely on crude cost-control strategies, 
such as limiting patient access to providers or 
simply paying doctors and hospitals less, regard
less of performance. 

• Over time, as more employers elect the defined
contribution option, portability of health bene
fits-with workers keeping their coverage when 
they change employers-becomes possible for 
more individuals and families. 

• The same infrastructure can be used by states 
and local governments to provide health ben
efits to their own workers on a defined-contri
bution basis, and to "mainstream" recipients of 
public assistance by using Medicaid and Chil
dren's Health Insurance Program (CHIP) fund
ing to provide them with better-quality private 
coverage. 

Creating a Defined-Contribution Option 
The principal goal of a defined-contribution 

option is to empower consumers to become the 
ultimate decision makers about their own health 
care. Following are key design issues that state law
makers will need to consider: 

5. For further discussion of the effects of the PPAC& rating rules, see Edmund F. Haislmaier, «obamacare and Insurance 
Rating Rules: Increasing Costs and Destabilizing Markets," Heritage Foundation WebMemo No. 3111, january 20, 2011, at 
http://www.heritage.org/Research!Reports/20 11101/0bamacare-and-l nsurance-Rating-Rules-Increasing-Costs-and-Destabilizing
Markets. For further discussion of the PPAC& benefit mandates, see Edmund F. Haislmaier, "Obamacare and Insurance 
Benefit Mandates: Raising Premiums and Reducing Patient Choice," Heritage Foundation WebMemo No. 3110,january 20, 
20 11, at http://www. heritage. org/Research!Reports/20 1110 1/0bam acare -and-Insurance-Benefit-Mandates-Raising-Premiums -and
Reducing-Patient-Choice. 

page 5 2105



~No~.2~s3~4~========~l3~a~oUITlder March 21 , 2011 

1. Insurance plan standards. State lawmakers 
will need to ensure that all plans offered through 
the defined-contribution option qualify as employ
er-sponsored coverage under both state and federal 
tax laws so that premiums can be paid on a pre
tax basis. 

If a state intends to use its defined-contribution 
alternative to provide coverage for Medicaid and 
CHIP enrollees on a "premium support" basis
as it should- state lawmakers will also need to 
ensure that at least some of the plans offered meet 
the federal "benchmark equivalent" standards for 
those programs. 

A state's defined-contribution option should also 
operate on an "any willing plan" basis- meaning 
that the states insurance department is instructed 
to approve any plan that meets the state's standards 
for the defined-contribution market. 

2. Rating rules. State lawmakers must ensure 
that the same rules for rating and pricing policies 
apply to the new defined-contribution coverage 
as well as the traditional defined-benefit employer 
group coverage. The specific rules themselves are 
less important than the fact that the same rules 
must apply to both subsets of the employer insur
ance market, to avert potentially destabilizing 
selection behaviors by carriers or customers. As 
long as the rules are applied uniformly, lawmak
ers can allow insurers to vary premiums on the 
basis of factors, such as age, geography, and family 
status. 

While the specific provisions are not as impor
tant as ensuring uniformity, there are some addi
tional, practical considerations that state lawmakers 
will want to keep in mind when setting or modify
ing rating rules, particularly with respect to varying 
premiums by age and geography: 

With respect to age-rating of premiums, the 
natural age variation in medical costs is about 
five to one- meaning that among adults, the old
est (non-Medicare) group consumes about five 
times as much medical care as the youngest group. 
Incomes also generally increase with age. Thus, if 
the state allows insurers to adjust plan prices to 
reflect the age of the enrollee, premiums will be 
lower for younger adults--who on average are 

healthier but have lower incomes- and higher for 
older adults- who generally consume more medi
cal care but tend to have higher incomes. Letting 
premiums vary by age will be particularly impor
tant if the state intends to subsidize coverage for 
low-income individuals, since it means that any 
subsidies can be better targeted to a relatively small 
number of older, low-income individuals, with less 
need to subsidize coverage for a large number of 
lower-income, younger- and healthier-individu
als, since the latter group will be able to buy cover
age at cheaper rates. 

With respect to geographic variations in pre
miums, lawmakers will want to consider whether 
any proposed variation reflects underlying differ
ences in salary scales for health care workers, or 
simply differences in provider practice patterns. 
Allowing premium variations that reflect dif
ferences in local economies, such as wage rates 
and living costs, is appropriate. But permitting 
variations in rates that are attributable primarily 
to differences in provider practice patterns will 
serve mainly to protect higher-cost, less-efficient 
providers. For guidance on the extent to which 
geographic variation in premiums is appropriate, 
lawmakers should look to their states economic 
data on wage rates and living costs, not to data on 
provider charges or practice patterns. 

3. Structure and operations. The states will 
need to create health insurance exchanges--or a 
similar "clearinghouse" mechanism- to handle the 
administrative tasks associated with offering the 
defined-contribution option. Utah has pioneered a 
quick and low-cost design that relies on contract
ing private-sector vendors to provide the necessary 
information technology and related infrastruc
ture, funded by modest user fees paid by partici
pants. States can adopt a variant of this approach, 
customized to fit their own particular needs and 
circumstances. 6 

4. State and local employee plans. The same 
advantages offered by defined-contribution options 
for private-sector firms and their employees can also 
be made available to state and local governments 
and their workers. As with private employers, offer
ing health benefits on a defined-contribution basis 
can give state and local governments better budget 
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control over compensation costs, while at the same 
time giving their workers greater choice and porta
bility of coverage. 

Indeed, Americas largest and longest-running 
defined-contribution health benefit program is the 
Federal Employee Health Benefits Program (FEHBP), 
operated by the U .5. government's Office of Person
nel Management (OPM) for approximately 9 mil
lion federal workers, retirees, and their dependents. 

Another major advantage of providing health 
benefits to state and municipal workers through the 
defined-contribution option, is that those public
sector plans will serve as "anchor" clients--that is, 
large, stable employers with a large, stable pool of 
covered individuals-and thus make participation 
in the defined-contribution option more attractive 
to both insurers and private-sector employers. 

5. Role of risk adjustment. States will also 
need to establish a risk-adjustment mechanism that 
enables insurers to manage any selection effects 
that result from consumers having a wider choice 
of plans in the defined-contribution market. Rather 
than viewing selection effects as an undesirable out
come to be suppressed, lawmakers should see them 
as a potentially positive phenomenon to be managed. 

For example, the existence of an adequate risk
adjustment mechanism makes it possible for insur
ers to offer plans that specialize in collaborating with 
providers to provide better care for individuals with 
specific medical conditions. Even though current 
federal law for employer-sponsored plans prevents 
carriers from varying premiums based on enrollee 
health status, insurers should be more willing to 
offer coverage designs that are likely to attract less 
healthy individuals if they know that the extra cost 
of those enrollees can be spread- through the risk 
adjuster-across all policyholders in the market. 

Because health insurance risk adjustment is a 
highly technical issue best handled by actuaries, 
state lawmakers should not attempt to design a risk
adjustment mechanism themselves. 7 Rather, they 
should focus on authorizing the creation of a risk
adjustment mechanism for their employer market 
within the following parameters: 

• The state requires, as a condition of selling cover
age in the state, that all carriers issuing employer
sponsored plans- on either a defined-benefit or 
defined-contribution basis- participate in the 
risk adjuster. 

• The enabling legislation should specify that 
the risk-adjustment system will be collective
ly designed and operated by the participating 
insurers--without outside interference- under 
the regulatory supervision of the state's insurance 
department. 

• While the state may provide funding for the start
up or administrative costs of the risk adjuster, 
the state will not provide any funding to the risk 
adjuster for claims costs. The risk adjuster is to 
function as a "closed loop" within which par
ticipating insurers adjust among themselves for 
selection effects, not as a "backdoor" subsidy to 
carriers for higher cost enrollees. 

• If the state intends to also offer health benefits 
to state and municipal employees on a defined
contribution basis--as it should- then its cur
rent state and municipal plans should also be 
participating "insurers" in the risk adjuster. 
That way, lawmakers can allow those existing 
plans to continue to offer their coverage to state 
and municipal workers as options on a greatly 
expanded menu of coverage choices, without the 
risk of those plans being destabilized by selec
tion effects. 

6. For a further discussion of Utahs defined-contribution health reforms, see Gregg Girvan, "Utahs Defined
Contribution Option: Patient-Centered Health Care," Heritage Foundation Bachgrounder No. 2445,july 30, 2010, at 
http :/lwww. heritage.org!Research!Reports/20 1 0107 !Utahs-Defined-Contribution -Option· Patient-Centered-Health -Care, and 
Gregg Girvan, "Consumer Power: Five Lessons from Utahs Heath Care Reform," Heritage Foundation Bachgrounder 
No. 2453, August 19, 2010, at http:l/www.heritage.org!Research!Reports/2010/0B/Consumer·Power-5·Lessons-from·Utah-s
Heath-Care-Reform. 

7. For a further discussion of risk adjustment, see Edmund F. Haislmaier, "State Health Care Reform: A Brief Guide to 
Risk Adjustment in Consumer-Driven Health Insurance Markets," Heritage Foundation Ba.chgrounder No. 2166,july 
28, 2 008, at http://www.heritage. org/Research!Reports/200810 7 !State-Health-Care-Reform-A -Brief-Guide -to-Rish-Adjus tment-in
Consumer Driven-Health -Insurance-Marhe ts. 
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While the main purpose of the risk adjuster 
will be to facilitate greater individual choice in the 
defined-contribution market segment, it should also 
apply to the traditional defined-benefit employer
group market segment as well, for two reasons. First, 
doing so will minimize the possibility of selection 
effects between the two market segments. Second, 
it will help stabilize premiums in the traditional 
group coverage market, so that employers who offer 
defined-benefit coverage no longer face "experience 
rating" premium spikes when one employee incurs 
a major illness. 

6. Role of agents and brokers. For businesses 
that decide to offer health benefits on a defined -con
tribution basis, insurance agents could not only help 
the business make the necessary arrangements, but 
could also counsel individual employees on making 
coverage choices that best suit their particular needs 
and preferences, and "service" their policies--such 
as by helping them should they experience a prob
lem or seek to appeal a claim or coverage decision 
by their insurer. The availability of such advice from 
a trained and knowledgeable professional benefits 
the employer as well as its workers, since business 
owners generally feel uncomfortable giving their 
employees personal advice and are naturally wary 
of any possible legal ramifications. 

The key change for insurance brokers is that in a 
defined-contribution market, they will act as "buy
er's agents," instead of their more traditional role 
of "seller's agents." This is similar to the business 
model shift that has occurred in recent years with 
many real estate agents. State lawmakers can facili
tate such a shift by providing for a per-enrollee, fee
based compensation structure for agents in which 
the broker is paid the same amount regardless of 
which plan the worker (client) chooses. 

While some brokers welcome such a change, 
seeing it as a way to expand their client base and 
establish relationships with new customers who 
might also be interested in other products the bro
kers offer- such as life, disability, or property insur
ance- others have so far been resistant. 

However, another change resulting from the 
PPACA is likely to make more insurance agents 
consider shifting from representing carriers to 
representing buyers. Specifically, the PPACA's new 

In a defined-contribution market, agent 
compensation can take the form of a fee paid by 
the buyer, which Is therefore separate from any 
minimum loss ratio calculation applied to insurer 
premium income. 

"minimum loss ratio" regulations, which apply to all 
commercial major medical policies and took effect 
on January l, 20 ll, will count commissions paid by 
carriers to agents against the share of the premium 
that insurers are allowed to retain to cover admin
istrative costs and for profit. Thus, health insurers 
will have a strong, new incentive to reduce, or even 
eliminate, sales commissions to agents, since those 
payments will now directly reduce insurer profits. 

In a defined-contribution market, however, agent 
compensation can take the form of a fee paid by the 
buyer, which is therefore separate from any mini
mum loss ratio calculation applied to insurer pre
mium income. This also means that agents can offer 
their clients all the plan options available in the 
defined-contribution market, not just those from 
insurers with whom they currently have contracts. 
State insurance regulators can help facilitate this 
transition by providing licensed brokers with addi
tional training, information, and comparison tools 
for the state's new defined-contribution market. 

Preserving State Authority 
in the Face of Obamacare 

Some state lawmakers may decide it is in the best 
interest of their state to simply refuse to implement 
an American Health Benefit exchange and instead 
focus solely on their own state-based reforms that 
counter Obamacare. That view is understandable, 
and consistent with the strong opposition to Obam
acare among many of their constituents. 

Others, however, may also want to shield their 
states from the legislation's harmful effects and min
imize federal interference in addition to advancing 
their own counter reforms at the state level. Those 
state lawmakers can enact defensive measures that 
slow, block, or restrict federal implementation of 
Obamacare in their states--at least until such time 
as the legislation is either repealed by Congress or 
voided by the Supreme Court. 
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One such defensive component is for state law
makers to protect the independence and integrity 
of their state insurance departments by refusing 
to accept (or returning, if already received) federal 

"premium review" grant funding. This funding was 
included in the PPACA in order to co-opt states into 
helping implement the legislation's new system of 
arbitrary and politically manipulated health-insur
er rate regulation by HHS. State lawmakers need 
to reassure the citizens they represent that their 
state insurance departments will continue to apply 
appropriate financial requirements so that premi
ums are sufficient to cover claims costs, and will not 
acquiesce to the Administration's agenda of politi
cized rate regulation-which could threaten insurer 
solvency and potentially leave policyholders liable 
for unpaid claims. 

Similarly, when it comes to the Obamacare AHB 
exchanges, state lawmakers should also consider 
taking a defensive strategy. 

As noted, the PPACA effectively gives state gov
ernments a "right of first refusal" to design and 
operate AHB exchanges within federal guidelines. If 
a state does not exercise that right in a timely man
ner, the HHS Secretary is required to establish an 
exchange in that state. There are two important 
considerations that state lawmakers should take 
into account. 

First, a state refusing to create an AHB exchange 
raises the prospect of HHS-or an organization 
picked by HHS-controlling access to the state's 
Medicaid program. That is because the legislation 
requires the AHB exchange to enroll any individuals 
it determines Medicaid-eligible in the state Medic
aid program, instead of giving them the new fed
eral coverage subsidies.8 It also requires states to 
accept such individuals into their Medicaid pro
grams without any further eligibility determina
tion, leaving states unable to reject even erroneous 
eligibility determinations.9 The combined result of 
those rwo provisions is effectively to transfer con
trol over enrollment in state Medicaid programs to 
AHB exchanges beginning in 2014. From that point 
on, whoever controls the AHB exchange becomes 

8 . PL lll-148 § 13ll(d)(4)(F). 

the de facto gatekeeper for both the states Medicaid 
program and the new federal subsidy system. 

Second, depending on how it is implemented, 
an AHB exchange can also become a de facto health 
insurance regulator that is in competition, or con
flict, with the state's insurance department. If a state 
creates the AHB exchange itself, state lawmakers 
can take steps to avoid or limit potentially duplica
tive or conflicting insurance market regulation. But 
if the state lets HHS create the AHB exchange, then, 
in order to meet the requirements of the PPACA 
with respect to participating insurance plans, the 
exchange will need to exercise the full range of 
insurance regulatory powers available to it under 
the legislation, since it will be unable to rely on 
the states insurance department. Thus, a state that 
declines to set up an AHB exchange can expect the 
exchange established by HHS to act as a duplicative, 
and likely conflicting, insurance regulator, further 
disrupting the state's health insurance market. 

Furthermore, the timing of this second risk is 
more immediate. While the Medicaid changes are 
not scheduled until 2014, a number of insurance 
regulations have already gone into effect. Thus, the 
sooner a state declares "non-compliance" with the 
PPACA, the sooner HHS will build an exchange in 
that state to act as a federal insurance regulator, and 
the sooner insurers will gravitate toward answer
ing to HHS rather than to the state's insurance 
department. 

The alternative to not creating an AHB exchange 
is for state lawmakers to establish a narrowly limit
ed and closely controlled AHB exchange within the 
parameters of the federal legislation. Such a "defen
sive" approach lets state lawmakers who oppose 
Obamacare, or who are at least wary of its effects, 
avoid the risk of losing control over their Medic
aid programs or insurance markets by letting HHS 
operate AHB exchanges in their states. 

The strategy behind this approach is for state 
lawmakers to tailor the design of their state's AHB 
exchange to maximize state government con
trol, restrict the potential for federal interference, 
minimize market disruptions, limit the associated 

9 . New§ l943(b)(l)(B) of the Social Security Act, as added by PL lll-148 § 2201. 
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costs and risks to the state, and preserve the state's 
options for responding to potential future changes 
in federal law. 

Structuring a ''Defensive" AH B Exchange 
For a state that elects to take a "defensive" 

approach, the best way to proceed is by disaggregat
ing the functional components of the AHB exchange, 
determining the best solution for each function, 
and then networking the components into a whole, 
along the following lines: 

1. Corporate form and governance. The state 
should set up a "shell" AHB exchange and "sub
contract" its various functions to a combination of 
state agencies and private-sector vendors, based 
on relevant expertise. While the PPACA allows 
the exchange to be housed within a state govern
ment (either as a new agency or as a subset of an 
existing one), state lawmakers will likely prefer the 
alternative PPACA option of establishing their AHB 
exchange as a specially chartered, state-govern
ment-sponsored, independent entity- but without 
any regulatory powers.10 

There are three reasons for doing so. First, reg
ulatory powers are retained within the applicable 
agencies of state government- not delegated to a 
quasi-independent entity over which state lawmak
ers have limited control and which will be more 
inclined to take direction from federal officials. Sec
ond, the state government avoids directly manag
ing or funding the exchange's purely administrative 
functions, with those tasks instead contracted to pri
vate-sector vendors and funded by user fees. Third, 
the state has more flexibility to set governance of 
the exchange by a board composed of whatever mix 
of public officials and stakeholder representatives it 
deems most appropriate. 

2. Certification of insurers and health plans. 
Lawmakers should vest their state's insurance 
department with responsibility for determining 
which carriers and health plans "qualify" under 
state and federal law to be offered through the 
AHB exchange. They should then stipulate that the 
exchange is to accept, without modification, those 
determinations by the insurance department and 

10. PL 111-148 § l3ll(d)(1). 

fulfill its requirement under the PPACA to "certify" 
participating insurers and plans by simply forward
ing the state insurance departments determinations 
to HHS. 

Such an arrangement has several advantages. 
First, it preserves state authority and accountabil
ity with respect to insurance regulation. Second, 
it avoids the potential for duplication and confu
sion in market regulation. Third, it keeps insur
ance regulation in the hands of those with the most 
extensive technical expertise--existing state insur
ance regulators. Fourth, it enables the state to more 
effectively challenge or contest any HHS regulation 
or interpretation of the PPACA with which the state 
disagrees. Should such disputes arise, the state will 
be positioned to deploy in support of its case the 
data and technical expertise of its insurance depart
ment, augmented by the legal resources of the state's 
Attorney General, if necessary. 

As a related measure, state insurance law should 
be amended to stipulate that the certification of car
riers and plans to participate in the exchange is to be 
implemented by the state's insurance department on 
an "any willing plan" basis. Meaning, that any plan 
that meets the applicable federal and state standards 
in effect at that time- as determined by the state's 
insurance department- will be automatically certi
fied as eligible to be offered in the exchange. Such 
a move ensures a level competitive playing field for 
insurers, avoids the problems that arise when gov
ernments try to pick winners and losers, and helps 
preserve maximum consumer choice in the market. 

Lawmakers should also instruct their state insur
ance department to apply state insurance law until 
such time as federal law preempts state law, and 
not to make any preemptive regulatory changes 
to accommodate federal laws or regulations that 
have not yet taken effect. In addition to preserving 
state sovereignty, such an approach has the practi
cal advantages of limiting confusion in the market 
and serving as a "hedge" against the possibility that 
one or more of Obamacares new federal insurance 
requirements may be postponed, repealed, or signif
icantly altered prior to their statutory effective dates. 

3. Eligibility determination. State lawmakers 
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should require the exchange to subcontract eligibil
ity determinations to the state's Medicaid program in 
order to maintain state control. This also gives state 
lawmakers an opportunity to review their current 
program eligibility determination process and make 
improvements. For example, states that currently 
allow local governments to make program eligibility 
determinations might want to use this opportunity 
to consolidate that function at the state level, so as 
to achieve more consistent and accurate decisions. 
Under Obamacare, it will be necessary to determine 
if individuals are eligible for Medicaid under either 
pre-PPACA rules or under the PPACA Medicaid 
expansion provisions--with different federal match 
rates for the two eligibility categories. Also, a much 
larger share of the state's population that does not 
qualify for Medicaid or CHIP will be eligible for the 
new federal subsidies through the exchange, so law
makers will need to plan for increased funding and 
system upgrades as well. 

4. Certification of agents and "navigators." As 
with certification of insurers and health plans, state 
lawmakers should require the exchange to simply 
accept the determinations of the state's existing pro
fessional licensure system when it comes to certi
fying agents or organizations as "navigators" who 
assist individuals with enrolling in the exchange 
and choosing a health plan. State lawmakers will 
at some point need to amend the applicable state 
licensure statute and compensation regulations as 
necessary to conform them to whatever standards 
HHS eventually issues to implement these provi
sions of the PPACA. 

States will still be able to specify different licen
sure standards for agents selling health coverage 
outside of the exchange- if they so choose- though 
this would be a good opportunity for lawmakers 
to review those existing statutes and regulations to 
determine if other changes should be made to them 
as well. 

5. Administrative functions. When it comes 
to the various administrative functions that Obam
acare requires the exchange to perform- such as 
providing a Web site for enrollment, plan compa~i
son and plan selection, toll-free telephone assis
tance an online calculator for determining plan 
costs 'to enrollees, information transmission to the 

U.S. Treasury to calculate and pay enrollee subsi
dies-the best course of action is for the exchange 
to simply hire private-sector vendors to provide the 
necessary software and operational support. 

If, at some point, either Congress rescinds fund
ing or the Supreme Court voids Obamacare, then 
the vendors will stop their work. In the event that 
Obamacare is still in place when the exchanges are 
scheduled to begin operation, a states enabling leg
islation should require the exchange to fund its sub
sequent ongoing operations with user fees. Because 
of the PPACAS minimum loss ratio regulations, the 
enabling legislation should further specify that the 
exchange is to charge such user fees to enrollees, 
not to participating insurers. 

In contracting for these administrative and tech
nical services, state lawmakers can either require 
the exchange to follow existing state government 
contracting procedures, or permit the exchange's 
governing board to adopt alternative procedures. 

6. State legislature oversight. A state that takes 
this approach should also establish special over
sight committees of its legislature to supervise the 
AHB exchange and the interactions between the 
exchange and relevant state government agencies 
and departments. The oversight committees should 
pay particularly close attention to the state's insur
ance department, its Medicaid and CHIP programs, 
and its tax and revenue department (which may be 
affected by the need to verify income in connection 
with eligibility determinations for Medicaid and the 
new federal subsidies). 

States will want to vest this oversight responsi
bility with new special committees-one for each 
legislative chamber, or, a single bicameral special 
committee- because implementation will involve 
several executive branch agencies and the jurisdic
tions of more than one standing committee. State 
legislatures typically have standing insurance com
mittees to handle insurance matters, as well as 
standing health committees with jurisdiction over 
the state's Medicaid and CHIP programs. Thus, the 
states legislative leadership will want to ensure that 
a special exchange oversight committee includes 
both members with experience and expertise in 
insurance law and members with experience and 
expertise in Medicaid and CHIP Leadership may 
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also want to ensure that members with experience 
and expertise in other areas, such as tax or appro
priations, serve on the special oversight committee. 

Furthermore, states whose legislatures meet in 
time-limited sessions will want to authorize any 
oversight committee as an "interim" committee so 
that it continues to function between the regular 
sessions of the legislature. Should an interim over
sight committee identify issues that need immedi
ate legislative attention, those states can use their 
established procedures for calling the full legislature 
back for a "special" session to consider any relevant 
legislation. 

7. Sunset provision. The state's enabling legis
lation should also include a sunset provision that 
automatically terminates the state's AHB exchange 
should a Supreme Court ruling void the legislation 
or should subsequent federal legislation be enact
ed that repeals the authority granted to the Sec
retary of Health and Human Services to establish 
AHB exchanges in states that do not establish such 
exchanges on their own. Specifically, the sunset 
provision should be triggered by any future federal 
repeal or nullification of Section 1321 (c) of Public 
Law 111-148. 

Conclusion 
State lawmakers now face important decisions 

about whether they will pursue their own health 
insurance market reforms- separate and differ
ent from Obamacare- and whether they will cre
ate defensive AHB exchanges to shield their states 
and minimize federal interference while they await 
the ultimate disposition of Obamacare by Congress 
or the Supreme Court. State lawmakers should 
understand that these decisions, while related, are 
in fact severable. They can opt to pursue their own 
reforms, create a defensive AHB exchange, do both, 
or do neither. 

State lawmakers should pursue health insurance 
market reforms of their own design now, indepen-

dent of the PPACA, not only to increase access to 
coverage and provide incentives for better value 
in the near term, but also as a longer-term hedge 
against the uncertainties surrounding the timing of 
the eventual disposition of Obamacare's exchange 
provisions, related insurance market regulations, 
and the new federal subsidy program that the 
exchanges are intended to administer. 

While there are good reasons why some states 
may decide not to establish AHB exchanges, it is 
important that state lawmakers inclined toward that 
option carefully consider its implications for their 
states Medicaid program and insurance market. 
State lawmakers who feel more comfortable with a 
strategy that protects their state as much as possible 
until Obamacare's fate is decided by Congress or 
the Supreme Court can instead pursue the alterna
tive approach of adopting a limited, defensive AHB 
exchange design. 

Given the considerable uncertainty surround
ing if, when, or how the exchange provisions of 
the PPACA will be implemented, the wisest course 
for state lawmakers is to adopt responses that posi
tion their states for a range of possible outcomes. 
While state lawmakers, like everyone else, would 
obviously prefer to have more certainty regarding 
Obamacare, the reality is that they cannot expect to 
obtain such certainty any time soon. Consequent
ly, they will instead need to focus in the near term 
on finding ways to better manage the new uncer
tainty that Obamacare has injected into the health 
care system. Pending further changes at the fed
eral level, state lawmakers need to determine now 
the best approach in each of their respective states 
for advancing their own positive "counter reforms" 
while also protecting their constituents from the 
disruption and adverse effects of this deeply flawed 
and misguided federal legislation. 

-Edmund F Haislmaier is Senior Research Fellow 
in the Center for Health Policy Studies at The Heritage 
Foundation. 
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From: Marie Sanderson
To: Marie Sanderson
Cc: Lindsay Russell
Subject: HHS Allows Governor "Designee" To Make Exchange Declaration
Date: Wednesday, August 22, 2012 2:07:57 PM

Healthcare Advisors and Action Officers: 
 
The final healthcare exchange  blueprint released last week allows for designees other than
Governors to sign the blueprint and obligate the state to a specific course of action.  This is
new in the final rule.  Upon first reading, it appears HHS is attempting to usurp governors
and/or legislatures.   Lindsay and I will be looking into this but welcome your expert
thoughts and ideas at any point. Should we need to message as a group, we’ll get ready to
do so. 
 
Thanks,
Marie
 
 
HHS Allows Governor 'Designee' To Make Exchange Declaration
Posted: August 22, 2012
 
HHS in the final health insurance exchange “blueprint” guidance allows governor designees,
such as elected state insurance commissioners, to declare the type of exchange states
intend to create. HHS previously told Inside Health Policy that in some states, insurance
commissioners, not governors, sign off on exchanges, but the earlier draft blueprint stated
that governors had to sign declarations.
 
The National Association of Insurance Commissioners affirms that its members think state
Department of Insurance (DOI) or other designees may sign exchange declaration letters and
no additional guidance is necessary.
 
In the draft blueprint that was released in May, HHS wrote that exchange declaration letters
would require the “Signature of Governor or Designee of the State,” and that without
exception the declaration letter must be signed by the governor. The final blueprint changed
that to, “Signature of Governor Designee of the State,” and HHS acknowledged that in some
states governors might not have the authority to declare partnership exchanges. States in
that position should contact CCIIO to work out details, HHS said.
 
A source tracking exchange implementation says there are 12 or 13 states that have elected
insurance commissioners who would be able to make such a declaration. The source says
that Kansas is an interesting state to watch because elected Commissioner Sandy Praeger
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supports creating a state exchange, and Republican Gov. Sam Brownback and the state's
legislature oppose implementation the health care law.
 
Praeger said at a July 30 Bipartisan Policy Center forum that it would not be wise for her to
oppose her governor and legislature. However, she said she hopes to enter into a
partnership exchange with the federal government “so our insurance department can
continue to approve insurance rates, as well as approve policies offered on the exchange
and assist consumers with their complaints.”
 
HHS encourages states considering a state-based or partnership exchange model to send in
their declaration letters as soon as possible. States planning to operate state-based or
partnership in 2014 must submit their blueprints to HHS by Nov. 16 so the department can
approve the exchanges by Jan. 1. So far, 13 states have formally said that they would move
forward with a state-based exchange. In a partnership exchange, a state can oversee plan
management, consumer assistance, or both of those functions.
 
It is unclear which other non-governor state officials might be considering the option of
declaring their exchange model. -- Amy Lotven (alotven@iwpnews.com)
 
 
Marie Thomas Sanderson
Policy Director
Republican Governors Association (RGA)
MSanderson@rga.org
Republican Governors Public Policy Committee (RGPPC)

Office (202) 464- 8556
Cell 
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From: NGA HHS Committee
To: HHS Committee
Subject: HHS Committee- Final opportunity for comment on letter
Date: Wednesday, October 26, 2011 2:28:59 PM
Attachments: Exchange partnerships letter - 10.26.11 edits.doc

Exchange partnerships letter - 10.26.11 clean.doc

To: HHS Committee
Re: Letter on health exchange partnership models – FINAL REVIEW
 
Attached please find a further revised version of the letter on health insurance exchange
partnership models following this afternoon’s committee discussion.  The first attachment shows
the changes – the yellow highlights are the areas where additional edits were made today.  The
second attachment is a clean version of the letter.
 
If you have any concerns with this version of the letter please let me know by cob tomorrow
(Thursday, October 27). 
 
Heather E. Hogsett
Director
Committees on Health & Human Services and
Homeland Security & Public Safety
National Governors Association
(202)624-5360
 

The information contained in this electronic transmission, including any attachments, is for the exclusive
use of the intended recipient(s) and may contain information that is privileged, proprietary, and/or
confidential. If the reader of this transmission is not an intended recipient, or a person responsible for
delivering it to the intended recipient, you are hereby notified that any review, dissemination,
distribution, or copying of this communication is strictly prohibited. If you have received this
communication in error, please immediately notify the sender and delete this message.

---
You are currently subscribed to [hhsreps] as katie.altshuler@gov.ok.gov..
To unsubscribe, send a blank email to leave-203044-
158951.5197054f2ff0f9a4fe9eed35b4d6bd43@talk.nga.org..

Visit the NGA web site at http://www.nga.org
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From: NGA HHS Committee
To: HHS Committee
Subject: HHS Committee letter -- FINAL version
Date: Friday, October 28, 2011 2:23:02 PM
Attachments: Letter- Exchange Partnership Models (10.28.11).docx

To:         HHS Committee
Re:         Letter on health insurance exchange partnership models
 
Attached please find a revised version of the letter regarding health insurance exchange partnership
models.  The letter is currently pending with Governors Branstad and Quinn for signature.
 
It is the understanding of committee leadership that this version satisfies several requests for
additional edits after the HHS Committee meeting on Wednesday.  If you have additional concerns
please let me know by no later than noon on Monday, October 31.
 
Heather E. Hogsett
Director
Committees on Health & Human Services and
Homeland Security & Public Safety
National Governors Association
(202)624-5360
 

The information contained in this electronic transmission, including any attachments, is for the exclusive
use of the intended recipient(s) and may contain information that is privileged, proprietary, and/or
confidential. If the reader of this transmission is not an intended recipient, or a person responsible for
delivering it to the intended recipient, you are hereby notified that any review, dissemination,
distribution, or copying of this communication is strictly prohibited. If you have received this
communication in error, please immediately notify the sender and delete this message.

---
You are currently subscribed to [hhsreps] as katie.altshuler@gov.ok.gov..
To unsubscribe, send a blank email to leave-203123-
158951.5197054f2ff0f9a4fe9eed35b4d6bd43@talk.nga.org..

Visit the NGA web site at http://www.nga.org
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From: NGA HHS Committee
To: HHS Committee
Subject: HHS Committee meeting -- briefing slides
Date: Wednesday, October 26, 2011 12:26:19 PM
Attachments: Melanie Bella Presentation 10262011-130231 (2).pdf

Attached please find the briefing slides for this afternoon’s 2pm meeting.
 
Heather E. Hogsett
Director
Committees on Health & Human Services and
Homeland Security & Public Safety
National Governors Association
(202)624-5360
 

From: Hogsett, Heather 
Sent: Tuesday, October 25, 2011 2:38 PM
To: HHS Reps (hhsreps@talk.nga.org)
Subject: HHS Committee meeting tomorrow
 
The Health and Human Services Committee will meet tomorrow at 2:00pm EST in the governors
room.  We will be joined by Melanie Bella, Director of the Federal Coordinated Health Care Office at
CMS.  Melanie will provide an overview of her office’s work regarding dual-eligibles.  An agenda and
call-in information are below.
 

HHS Committee Meeting
October 27, 2001

 
I.                  Melanie Bella, CMS on dual eligibles

 
II.               Letter discussion – health insurance exchange partnerships (Revised version attached. 

Please note that some edits have been modified due to states submitting similar
suggestions.)

 
III.              Other business

 
 
Heather E. Hogsett
Director
Committees on Health & Human Services and
Homeland Security & Public Safety
National Governors Association
(202)624-5360
 

The information contained in this electronic transmission, including any attachments, is for the exclusive
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use of the intended recipient(s) and may contain information that is privileged, proprietary, and/or
confidential. If the reader of this transmission is not an intended recipient, or a person responsible for
delivering it to the intended recipient, you are hereby notified that any review, dissemination,
distribution, or copying of this communication is strictly prohibited. If you have received this
communication in error, please immediately notify the sender and delete this message.

---
You are currently subscribed to [hhsreps] as katie.altshuler@gov.ok.gov..
To unsubscribe, send a blank email to leave-203040-
158951.5197054f2ff0f9a4fe9eed35b4d6bd43@talk.nga.org..

Visit the NGA web site at http://www.nga.org
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From: NGA HHS Committee
To: HHS Committee
Subject: HHS Committee Meeting - Wednesday, March 21, 2012
Date: Tuesday, March 20, 2012 4:45:25 PM
Attachments: SUMMARY OF ESTABLISHMENT AND ELIGIBILITY RULES.docx

The HHS Committee will meet tomorrow (Wed) at 2:00 pm EST in the governors room.  The agenda
and call-in information are below.   Attached, please find a summary of the final rule on Exchange
establishment and eligibility to be used for discussion purposes.  Hardcopies of these materials will
be available at the meeting.
 

HHS Committee
March 20, 2012, 2:00pm EST

  
I.                   Welcome and Introduction

 
II.                 Discussion of the final rule on health insurance Exchanges (see attachment)

 
III.               Other business

 
IV.              Adjournment

  
If you have any questions, please feel free to contact: Heather Hogsett, HHS Committee Director,
NGA Office of Federal Relations (hhogsett@nga.org or 202-624-5360); or William Garner, Legislative
Director, HHS Committee, NGA Office of Federal Relations (wgarner@nga.org or 202-624-5369).
 
 
 

The information contained in this electronic transmission, including any attachments, is for the exclusive
use of the intended recipient(s) and may contain information that is privileged, proprietary, and/or
confidential. If the reader of this transmission is not an intended recipient, or a person responsible for
delivering it to the intended recipient, you are hereby notified that any review, dissemination,
distribution, or copying of this communication is strictly prohibited. If you have received this
communication in error, please immediately notify the sender and delete this message.

---
You are currently subscribed to [hhsreps] as katie.altshuler@gov.ok.gov..
To unsubscribe, send a blank email to leave-208583-
158951.5197054f2ff0f9a4fe9eed35b4d6bd43@talk.nga.org..

Visit the NGA web site at http://www.nga.org
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From: NGA HHS Committee
To: HHS Committee
Subject: HHS Committee meeting today
Date: Wednesday, September 14, 2011 9:39:47 AM
Attachments: HHS Leg Update (Aug 2011).docx

Policy Timeline.docx
HHS Policies.docx

The HHS Committee will meet this afternoon at 2:00pm EST in the governors room.  Pasted below
are the agenda and call-in information.
 

HHS Committee Meeting
9/14/11

 
I.                 Issue updates

a.      Health insurance exchanges
b.      SDW

II.               Policy process
III.              Governor outreach

 
Attachments: Legislative update; timeline for policy process; list of policies
 
 
Heather E. Hogsett
Director
Committees on Health & Human Services and
Homeland Security & Public Safety
National Governors Association
(202)624-5360
 

The information contained in this electronic transmission, including any attachments, is for the exclusive
use of the intended recipient(s) and may contain information that is privileged, proprietary, and/or
confidential. If the reader of this transmission is not an intended recipient, or a person responsible for
delivering it to the intended recipient, you are hereby notified that any review, dissemination,
distribution, or copying of this communication is strictly prohibited. If you have received this
communication in error, please immediately notify the sender and delete this message.

---
You are currently subscribed to [hhsreps] as katie.altshuler@gov.ok.gov..
To unsubscribe, send a blank email to leave-201488-
158951.5197054f2ff0f9a4fe9eed35b4d6bd43@talk.nga.org..

Visit the NGA web site at http://www.nga.org
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From: Craig Perry
To: "Mary Fallin"
Cc: Denise Northrup; Glenn Coffee; Katie Altshuler; Andrew Silvestri; Alex Gerszewski; Alex Weintz; Travis Brauer;

Aaron Cooper; Keili McEwen; Cody Inman; Brett Thomas; Craig Perry
Subject: Daily Legislative Report February 7, 2012
Date: Tuesday, February 07, 2012 5:28:20 PM

To: Governor Fallin
From: Craig Perry and Travis Brauer
Date: February 7, 2012
Re: Daily Legislative Report
 
SENATE ACTION

SB 1406, by Paddack (D-Ada), would define that a man is not presumed to be the father of a
child if he provides documentation from the Department of Defense stating that he was not
present during the time conception took place.  The bill passed by a vote of 9-0.  The bill is
headed to the full Senate.

Two bills failed in Senate committee today:

SB 1098, by Wilson (D-Tahlequah), would delete an exemption for excise taxes on the sales
of newspapers and periodicals.  This bill failed in the Senate Finance Committee by a vote of
1 - 13.

SB 1039, by Justice (R-Chickasha), would raise the examination fees pertaining to the
proceedings leading to the issuance and sale of revenue bonds paid to the Attorney General
not to be less than $500.  This bill failed in the Senate Finance Committee by a vote of 3 -
12.  Members of the Committee had concerns that by raising the fees paid to the Attorney
General’s office would cause a ripple effect with other agencies raising their fees. 

 

The Senate GOP Caucus unveiled their agenda today.  A summary of their agenda is
below:

On Jobs and Economy:
 
“Making Oklahoma a prosperous place is a top priority and we have been presented with a
unique opportunity to achieve that goal, by taking a thoughtful and aggressive approach on
reduction of the state’s income tax. We will identify and eliminate ineffective tax credits.
 We will consider the recommendations made by Mazzei’s tax reform task force.” 
 
“The workers comp system has work that is not completed and we will continue to work on
that.”
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On education:
 
“We will honor our commitment to teachers that are National Board Certified by keeping
the promises we made to the teachers. We will work on the quality of types of education
while promoting greater parental choice in education. We must increase the number of well
educated individuals with college degrees, advanced degrees, and industrial certifications.”
 
On Health and Human Services:
 
“We will continue to protect and advocate for the unborn. We also plan to address the
challenges involved in reducing the infant mortality rate. The Senate GOP will also find
solutions to address the shortage of doctors and health care professionals in underserved
areas throughout Oklahoma. Senate GOPs opposes ObamaCare, but we recognize that it is
the law of the land and we will continue to find Oklahoma alternatives.”
 
On Government:
 
“We believe in limited government through the continual efforts of modernizing the
government and by reducing the scope of the Oklahoma Government. We will revisit
Oklahoma water plans by thoughtfully debating programs to make sure that the needs of all
citizens in Oklahoma are met.  Senate GOP Caucus believes that it is important to maintain
all state properties and assets as they all belong to the people of Oklahoma and they
deserve to have the best buildings.” 
 
On Transportation Infrastructure:
 
“We are committed to ODOT’s 8 year plan.”
 

HOUSE ACTION

No bills of interest were heard in committee or on the House floor.
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From: Andrew Silvestri
To: Mary Fallin; Mary Christensen
Cc: Aaron Cooper; Alex Weintz; Andrew Silvestri; Brett Thomas; Cody Inman; Craig Perry; Denise Northrup; Glenn

Coffee; Kaleb Bennett; Katie Altshuler; Keili McEwen; Wendy Gregory
Subject: Daily Legislative Report for April 7
Date: Friday, April 08, 2011 9:27:54 AM

To: Governor Fallin
Cc: Denise Northrup, Secretary Coffee, Katie Altshuler and Andrew Silvestri
From: Craig Perry and Kaleb Bennett
Date: April 7, 2011
Re: Daily Legislative Report
 

HOUSE

There was no substantial legislative action in the House today.

Bill of interest that FAILED on the House floor:

SB 89, by Rep. Jason Murphey (R-Guthrie), would have directed OETA to develop and operate the

Oklahoma Public Events Network in order to cover daily sessions and committee meetings of the

Oklahoma Legislature.  The bill failed 15 to 82. 

 

SENATE

Agenda or notable bills passed by the full Senate, Thursday, April 07, 2011:

Regulatory reform

HB 1044, Rep. Faught (R-Muskogee), requires the legislature to approve all rules made by agencies to

facilitate administration of legislative policy. Passed 45 to 0.  Headed to the Governor’s desk.

Gun rights

HB 1511, Rep. Vaughn (R-Ponca City), celebrates the Supreme Court decision upholding 2nd

Amendment rights by establishing June 28th as 2nd Amendment Day. Passed 42 to 3.  Headed to the

Governor’s desk.

Elections

HB 1615, Rep. Banz (R-Midwest City), modifies dates for primary and special elections. Moves primary

elections to the last Tuesday in June each even-numbered year.  Passed 45 to 0.  Headed to

conference.

Failed in Senate committee:

Health Insurance Exchange

HB 1996, Sen. Brown. The bill was originally designed to modify terms regulating insurance companies

in the state.  Leadership intended the bill to be used as a vehicle for new exchange language.  The bill

initially received committee approval by a vote of 6 to 4 but Sen. Brown made a mistake in explaining

the bill after it was initially passed.  He explained the bill would be the new exchange bill.  At that point

Sen. Treat asked for a motion to reconsider the vote.  The bill then failed to pass committee by a vote

of 4 to 4.  No actual exchange language was in the bill, so the language remains alive. 

Agenda or notable bills passed by Senate committees, Thursday, April 07, 2011:
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HB 1439, Rep. Vaughn (R-Ponca City), adds owners, managers, and employees to persons that can

use deadly force against intruders; adds place of business to the places deadly force can be used. Title

is on.

HB 1943, Rep. Jackson (R-Enid), requires county floodplain regulations to be approved by the

Oklahoma Water Resources Board.  Title is on.
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From: Andrew Silvestri
To: Aaron Cooper; Alex Weintz; Andrew Silvestri; Brett Thomas; Cody Inman; Craig Perry; Denise Northrup; Glenn

Coffee; Kaleb Bennett; Katie Altshuler; Keili McEwen; Mary Christensen; Mary Fallin ;
Wendy Gregory

Subject: Daily Legislative Report for March 17
Date: Friday, March 18, 2011 10:11:32 AM

To: Governor Fallin
Cc: Denise Northrup, Secretary Coffee, Katie Altshuler and Andrew Silvestri
From: Craig Perry
Date: March 17, 2011
Re: Daily Legislative Report
 

HOUSE

Agenda Item:
 

HB 2130, by Speaker Steele, is the health insurance exchange bill.  The vote was: 51 to 34.  Title on.

 

Government Reform:
 

HB 1601, by Rep. Aaron Stiles (R-Norman), creates the Oklahoma State Government Business

Licensing One-Stop Program and directs the state’s Chief Information Officer (CIO) to adopt

procedures for state agencies to enter into a shared services arrangement with the Office of State

Finance for the provision of real-time, web-based licensing and permitting services.  The measure

requires the CIO to demonstrate a cost savings of at least 15% to state agencies as a result of the

program and requires agencies to lower licensure fees correspondingly.  The vote was: 90 to 7.

 

HB 1208, by Rep. Scott Martin (R-Noble), gives the Governor the power, subject to Senate

confirmation, to appoint and replace any gubernatorial appointments on any board or commission.  The

vote was: 60 to 35.  Title on.

 

Workers’ Compensation:
 

HB 2038, by Rep. Dan Sullivan (R-Tulsa), authorizes the Workers’ Compensation Court Administrator

to compile annual reports relating to characteristics of cases including amount of surgeries, length of

temporary total disability, permanent partial disability, and other medical treatments and therapies.  The

vote was: 62 to 21.

 

Energy:
 

HB 1821, by Rep. John Trebilcock (R-Broken Arrow), Section 3 in the bill basically gives the oil and

gas industry (exploration/mineral rights owners) the ability to veto wind production on surface land. It

allows them to refuse wind production for any reason or no reason at all.  Title is off.  The vote was: 58

to 30.

 

Miscellaneous:
 

HB 1802, by Rep. Sue Tibbs (R-Tulsa), modifies the sentencing powers of the court to allow the court

to sentence a non-violent offender to home confinement to be supervised by electronic monitoring

administered by the sheriff of the county if all correctional facilities are at maximum capacity.  The vote

was: 85 to 6.

 

HB 1255, by Rep. Wade Rousselot (R-Wagoner), allows any United States Attorney or Assistant United

States Attorney to carry a firearm on his or her person anywhere in the State of Oklahoma if the

person has successfully completed an approved course of firearm training.  The bill passed: 79 to 4.
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HB 1062, by Rep. Dustin Roberts (R-Durant), allows legislators to opt out of state-provided health

insurance benefits if the legislator is covered by another health insurance plan.  The vote was: 70 to

26.  Title on.

 

HB 1439, by Rep. Steve Vaughan ( R-Ponca City), expands the right to use deadly force when in fear

of imminent peril of death or great bodily harm to a persons place of business.  A person or owner,

manager or employee of a business is presumed to have held a reasonable fear of imminent peril of

death or great bodily harm to themselves or others when using defensive force that is likely to cause

death.  The vote was: 87 to 6.

 

HB 1442, by Rep. George Faught (R-Muskogee), prohibits conducting on an embryo research that kills

or injures the embryo.  Violation is a misdemeanor. The measure also prohibits buying, selling or

transferring an embryo or gamete for such research. It excludes certain procedures such as in vitro

fertilization.  The vote was: 86 to 8.

 

HJR 1028, by Rep Richard Morrissette (D-Oklahoma City), sends to a vote of the people a proposed

amendment to the State Constitution prohibiting a former member of the Legislature from being

employed by, or receiving any form of compensation or expense reimbursement from any state

governmental entity for two years following the end of the member’s term in office.  Further, the bill

provides that the prohibition does not apply to receipt of retirement benefits or distributions from a

governmental tax-qualified retirement plan nor does it apply if a former legislator returns to employment

with a school district, career tech or college or university if the legislator worked in such a position for

at least three years previously.  Jeff Hickman (R-Dacoma), amended the bill so that the language will

allows the Governor to appoint a former legislator to a cabinet position.  The vote was: 80 to 10.

 

HB 1058, by Rep. Charles Key (R-Oklahoma City), modifies the requirement for establishing a political

party from requiring the signatures of registered voters equal to at least five percent of the total votes

cast in the last General Election to requiring the signatures of at least 22,500 registered voters.  The

vote was: 69 to 17.

 

Bills that failed in the full House:
 

HB 1316, by Rep. Danny Morgan (D-Prague), outlaws texting while driving.  The bill failed by a vote of:

47 to 40.

 

HB 1749, by Rep. Jason Nelson (R-Oklahoma City), In divorce proceedings based on incompatibility

with minor children, the Committee Substitute to HB 1749 requires the parties to attend a private or

court created program to educate the parties on the impact of divorce upon children. The measure

directs judicial districts to offer such programs frequently and to recruit adults who were minors when

their parents divorced as volunteers to speak at the programs. The bill failed by a vote of: 47 to 39.

 

HB 1737, by Rep. Lewis Moore (R-Harrah), reforms some state and education employee benefit

provisions.  Amends provisions of the State and Education Employees Group Insurance Act by

removing certain benefit and premium uniformity requirements. The measure also adds language

stipulating that for plan year 2012, the OSSEGIB begin a pilot project using a vendor who offers a

web-based healthcare cost containment program. The bill failed by a vote of: 49 to 29.
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From: Craig Perry
To: Keili McEwen; Brett Thomas; Cody Inman
Subject: FW: Daily Legislative Report for March 1, 2011
Date: Monday, March 07, 2011 8:57:12 AM

 

 

From: Andrew Silvestri 
Sent: Wednesday, March 02, 2011 8:48 AM
To: Mary Christensen; Mary Fallin
Cc: Denise Northrup; Glenn Coffee; Katie Altshuler; Kaleb Bennett; Craig Perry; Alex Weintz; Aaron
Cooper
Subject: Daily Legislative Report for March 1, 2011
 

To: Governor Fallin
Cc: Denise Northrup, Secretary Coffee, Katie Altshuler and Andrew Silvestri
From: Craig Perry and Kaleb Bennett
Date: March 1, 2011
Re: Daily Legislative Report

 

Bills of interest that passed out of the full House on Tuesday, March 1:

 HB 1034, by Rep. Jason Murphey (R-Guthrie), authorizes the State Purchasing Director to use a state

purchase card for acquisitions with no limit on the amount of the transaction for interagency payments

and certain professional services. The measure also modifies what professional service contracts a

state agency is required to evaluate performance of.  Vote: 93-4.

HB 1007, by Rep. Randy McDaniel (R-Oklahoma City), modifies the method by which dedicated state

revenues are transferred to OTRS.  Contributions into the teachers’ retirement system would be

counted in the per pupil spending average.  Vote: 69-27.

HB 1489, by Rep. David Brumbaugh (R-Broken Arrow), creates a Web site for the public to access all

state road funding.  Vote: 96-0.

Bills of interest that passed out of House committees on Tuesday, March 1:

Energy:

HB 1821, by Rep. John Trebilcock (R-Broken Arrow)  has language that basically gives the oil and gas

industry (exploration/mineral rights owners) the ability to veto wind production on surface land.  It

allows them to refuse wind production for “any reason or no reason at all.”  This is an OIPA request

bill.  The wind industry, OGE and PSO expressed concerns over the bill in its current form.  Rep.

Trebilcock agreed to work with both sides before the bill reaches the House floor.  Vote: 18 to 5.

Health:

HB 2130, by Speaker Steele, is the health insurance exchange bill.  Defines the membership and

appointments to the Health Care for the Uninsured Board (HUB).

HB 1429, by Rep. Doug Cox (R-Grove) requires OSEEGIB to develop a cost-neutral or cost-positive

plan for bariatric surgery coverage of eligible employees by Nov. 1, 2012.
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HB 2020, by Rep. Randy Grau (R-Edmond), creates the Unborn Wrongful Death Act to permit a cause

of action for the wrongful death of an unborn child with certain exceptions.

HB 1571, by Rep. Steve Vaughan (R-Ponca City), provides that all persons are created free and have

inalienable rights, and it defines “person” as a human being at all stages of human development

including the state of fertilization or conception, regardless of certain factors.

Veterans:

HB 1081, by Rep. John Bennett (R-Sallisaw), would allow a judge to send a military veteran convicted

of a crime to the Department of Veterans Affairs for treatment if the defendant was diagnosed with

post-traumatic stress disorder or Traumatic Brain Injury.

Transportation:

HB 1411, by Rep. Charlie Joyner (R-Del City), separates the Rails Program Division from the ODOT

and creates the Oklahoma Railways Commission. On January 1, 2012 all assets, records and funds of

the Division would be transferred to the new Commission.

Education:

HB 1744, by Rep. Jason Nelson (R-Oklahoma City), amends the Lindsey Nicole Henry Scholarships

for Students with Disabilities Program. It provides that a student who is a child of a member of the

United States Armed Forces who transfers to a school in the state from out of state or from a foreign

country will not need to have spent the prior school year in attendance at a public school in the state

to qualify for the scholarship program.

HB 1001, by Rep. Mike Reynolds (R-Oklahoma City), instructs school districts to treat the voluntary

expression of a religious viewpoint by a student the same as it treats the voluntary expression of a

secular viewpoint by another student. The district may not discriminate against students based upon

religious viewpoints expressed on otherwise permissible subjects.

HB 1268, by Rep. Ann Coody (R-Lawton), requires that starting with students entering ninth grade in

the 2011-12 school year, students must complete four units of mathematics to graduate from high

school.

HB 1332, by Rep. Charles Key (R-Oklahoma City),  instructs the State Textbook Committee to adopt

“A Guide for Learning and Teaching the Declaration of Independence and the United States

Constitution by Joseph Andrews no later than August 1, 2011.

HB 1380, by Rep. Corey Holland (R-Marlow), removes different hearing processes for probationary

teachers and career teachers recommended for dismissal and provides that all teachers have the right

to a hearing before a local board of education. Removes the process of a pretermination hearing for

career teachers.  Repeals the right to trial de novo.

HB 1585, by Rep. Todd Thomsen (R-Ada), provides that students entering the ninth grade in the year

2010-11, rather than 2008-09, must demonstrate mastery in four subject areas to graduate from high

school with a standard diploma.  Superintendent Barresi expressed concerns with this bill saying it was

a step back.

HB 1914, by Rep. Marty Quinn (R-Claremore), changes the percentage of total expenditures that

school districts are allowed to spend on administrative services. School districts with more than 1,500

average daily membership the previous year, may spend 5% rather than 6%. Districts with more than

500 but less than 1,500 average daily membership may spend 7% rather than 8%. Districts with less

than 500 average daily membership may spend 8% rather than 10%.
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Bills of interest that passed out of the full Senate on Tuesday, March 1:

Tort reform bills passed by the Senate on Tuesday, March 1:

·        SB 863, Sen. Anthony Sykes (R-Duncan), jury instructions shall include an instruction notifying

the jury that no part of an award for damages for personal injury or wrongful death is subject to

federal or state income tax.

·        SB 866, Sen. Anthony Sykes, provides for periodic payment of future damages

Other bills of interest passed by the Senate on Tuesday, March 1:

·        SB 406, by Sen. Josh Brecheen (R-Coalgate), declares picketing within 1,000 feet of any

funeral service unlawful from two hours before the commencement of a funeral service and

until two hours after the completion of the funeral service.

·        SB 783, by Sen. Josh Brecheen, creates the Drug Court and Community Sentencing Reform

Task Force; Defines all administrative purposes and functions of the task force.

·        SB 808, Sen. David Holt (R-OKC), changes special election requirements for years where the

Presidential Preferential Primary is in March to the same Tuesday as the Presidential primary

day.

Bills of interest that passed out of Senate committees on Tuesday, March 1:

·        SB 969, by Dan Newberry (R-Sand Springs), an education reform measure that allows a tax

credit for any tax payer who makes a contribution to a scholarship granting organization which

can then be used by a student to attend a school of their choice.
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From: Craig Perry
To: Keili McEwen; Brett Thomas; Cody Inman
Subject: FW: Daily Legislative Report for March 3, 2011
Date: Monday, March 07, 2011 8:56:57 AM

 

 

From: Andrew Silvestri 
Sent: Friday, March 04, 2011 1:42 PM
To: Mary Fallin; Mary Christensen
Cc: Denise Northrup; Glenn Coffee; Katie Altshuler; Kaleb Bennett; Craig Perry; Alex Weintz; Aaron
Cooper
Subject: Daily Legislative Report for March 3, 2011
 

To: Governor Fallin
Cc: Denise Northrup, Secretary Coffee, Katie Altshuler and Andrew Silvestri
From: Craig Perry and Kaleb Bennett
Date: March 3, 2011
Re: Daily Legislative Report

 

HOUSE

Bills of interest that passed out of the full House on Wednesday, March 2

HB 1249, by Rep. Wade Rousselot (D-Wagoner), removes language relating to retrieving domestic

livestock or other animals on another’s land.  The bill passed by a vote of: 80 to 11.

HB 2140, by Speaker Steele, is the state agency shared services bill.  The bill consolidates several

agencies into the Office of State.  The bill directs the Director of OSF to consolidate all of the agencies’

administrative functions by December 31, 2011, and to demonstrate a 15% overall cost reduction as a

result and further requires the Director to make recommendations on the streamlining, reduction or

elimination of the governance structures and statutorily-established positions of each agency.  The bill

passed by a vote of: 65 to 28.  The vote on the emergency failed by a vote of 53 to 28.  There was a

motion to reconsider in the future. 

Bills of interest that passed out of House committees on Thursday, March 3

Government Reform:

HB 1208, by Rep. Scott Martin (R-Noble), gives the Governor the power, subject to Senate

confirmation, to appoint and replace any gubernatorial appointments on any agency, board or

commission and gives the Governor the power to appoint and replace the director of any state agency,

with the exception of Constitutionally-created agencies.

HB 1438, by Rep. T.W. Shannon (R-Lawton), requires the Director of Central Services to publish a

report detailing state-owned properties.  The measure requires that the report list the five percent most

underutilized properties, the value of those properties, the potential for purchase if offered for sale by

the state, and the impact on local-level tax rolls if the property is purchased by a non-governmental

entity.

HB 2156, by Speaker Steele, The provisions authorizing the electronic transmission of legislative

documents and messages between the houses of the Legislature, the Office of the Governor and the
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Office of the Secretary of State will allow for improved efficiency and timeliness in such transmissions

and may also allow for cost efficiencies resulting from a reduction in paper and other supply

requirements.

HB 1601, by Rep. Aaron Stiles (R-Norman), adds the J.D. McCarty Center for Children with

Developmental Disabilities to the list of state agencies that are exempt from provisions of the Oklahoma

Information Services Act.

Insurance:

HB 2081, by Rep. Charles Key (R- Oklahoma City), repeals the Oklahoma Managed Care External

Review Act and creates the Uniform Health Carrier External Review Act to provide standards for

external review procedures that apply to all health carriers, excluding policies with certain coverage.

The measure requires health carriers to notify a covered individual of the individual’s right to an

external review if an adverse determination has been made. If the covered individual has completed

the health carrier’s internal grievance process, the individual may apply in writing within four months of

the adverse determination to the Insurance Commissioner for an external review to be paid for by the

health carrier.

HB 2041, by Rep. Dan Sullivan (R-Tulsa), creates in the State Treasury the Workers’ Compensation

Self-Insurance Guaranty Fund which will be administered and supervised by the Workers’

Compensation Self-Insurance Guaranty Fund Board. Certain self-insurers are required to participate in

the Fund.

HB 2079, by Rep. Charles Key (R-Oklahoma City), provides standards for health care practitioner

credentialing including provisions for practitioners to select and change credentials verification

organizations and certain requirements of such organizations. It establishes guidelines for the release

of certain information and prohibits actions against certain organizations acting in good faith.

One bill of interest that failed in House committee on Thursday, March 3

HB 1046, by Rep. George Faught (R-Muskogee) would have converted CompSource to a mutual

insurance company.

SENATE

Senate Floor action Thursday, March 3:

SB 191, Sen. Cliff Aldridge (R-Choctaw), raises the age dependents can stay on their parents health

insurance to 26.  Failed 21 to 19.  Many Republican members thought that passing the measure would

harm Oklahoma’s lawsuit against Obamacare.

SB 866, Sen. Anthony Sykes (R-Moore), tort reform, allows for future damages in a civil lawsuit to be

made in partial payments rather than a lump sum.  Passed 30 to 17.

SJR 37, Sen. Mike Schultz (R- Altus), increases the number of people necessary for an initiative

petition to succeed and requires the Governor to do a fiscal analysis of the subject matter of a petition

which must also appear on the ballot. Sen. Jolley argued against the measure saying it would further

restrict what can be included on the ballot.

Senate committee action Thursday, March 3:

There were no bill passed from committee today.
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From: NGA HHS Committee
To: HHS Committee
Subject: HHS Committee meeting tomorrow
Date: Wednesday, October 19, 2011 2:32:00 PM
Attachments: NGA Policy Update October 2011.pdf

The Health and Human Services Committee will meet tomorrow at 3:00pm EST in the governors
room.  Please note the change in date and time.  Below is the agenda and call-in information:
 

HHS Committee
October 20, 2011

 
I.                  Update on SDW meeting with HHS
II.               NGA Policy Process (see attached memo)
III.              Letter on health insurance exchange partnership models
IV.              Other business/open discussion

 
 
Heather E. Hogsett
Director
Committees on Health & Human Services and
Homeland Security & Public Safety
National Governors Association
(202)624-5360
 

The information contained in this electronic transmission, including any attachments, is for the exclusive
use of the intended recipient(s) and may contain information that is privileged, proprietary, and/or
confidential. If the reader of this transmission is not an intended recipient, or a person responsible for
delivering it to the intended recipient, you are hereby notified that any review, dissemination,
distribution, or copying of this communication is strictly prohibited. If you have received this
communication in error, please immediately notify the sender and delete this message.

---
You are currently subscribed to [hhsreps] as katie.altshuler@gov.ok.gov..
To unsubscribe, send a blank email to leave-202803-
158951.5197054f2ff0f9a4fe9eed35b4d6bd43@talk.nga.org..

Visit the NGA web site at http://www.nga.org
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From: NGA HHS Committee
To: HHS Committee
Subject: HHS Committee meeting tomorrow
Date: Tuesday, October 25, 2011 1:38:01 PM
Attachments: Exchange partnerships letter - 10.20.11.doc

The Health and Human Services Committee will meet tomorrow at 2:00pm EST in the governors
room.  We will be joined by Melanie Bella, Director of the Federal Coordinated Health Care Office at
CMS.  Melanie will provide an overview of her office’s work regarding dual-eligibles.  An agenda and
call-in information are below.
 

HHS Committee Meeting
October 27, 2001

 
I.                  Melanie Bella, CMS on dual eligibles

 
II.               Letter discussion – health insurance exchange partnerships (Revised version attached. 

Please note that some edits have been modified due to states submitting similar
suggestions.)

 
III.              Other business

 
 
Heather E. Hogsett
Director
Committees on Health & Human Services and
Homeland Security & Public Safety
National Governors Association
(202)624-5360
 

The information contained in this electronic transmission, including any attachments, is for the exclusive
use of the intended recipient(s) and may contain information that is privileged, proprietary, and/or
confidential. If the reader of this transmission is not an intended recipient, or a person responsible for
delivering it to the intended recipient, you are hereby notified that any review, dissemination,
distribution, or copying of this communication is strictly prohibited. If you have received this
communication in error, please immediately notify the sender and delete this message.

---
You are currently subscribed to [hhsreps] as katie.altshuler@gov.ok.gov..
To unsubscribe, send a blank email to leave-203002-
158951.5197054f2ff0f9a4fe9eed35b4d6bd43@talk.nga.org..

Visit the NGA web site at http://www.nga.org
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From: Hogsett, Heather
To: Reps
Cc: HHS Reps (hhsreps@talk.nga.org); Drobac, Krista
Subject: HHS Guidance on the Federally-Facilitated Exchange
Date: Monday, June 04, 2012 3:05:40 PM
Attachments: HHS Guidance on Federally-Facilitated Exchanges.docx

To:          Washington Representatives
Re:         HHS Guidance on the Federally-Facilitated Exchange
 
On May 16, 2012, the Center for Consumer Information and Insurance Oversight (CCIIO) released
General Guidance on Federally-Facilitated Exchanges which discusses how HHS will operate a
Federally-Facilitated Exchange (FFE) in each state where a state-based Exchange is not established. 
 
Attached, please find a summary of the key provisions of this guidance, which includes a link to the
complete 19-page guidance document.
 
If you have any questions, please feel free to contact William Garner (wgarner@nga.org; 202-624-
5369).
 
 
Heather E. Hogsett
Director, Committees on Health & Human Services and
Homeland Security & Public Safety
National Governors Association
(202)624-5360
hhogsett@nga.org

The information contained in this electronic transmission, including any attachments, is for the exclusive use of
the intended recipient(s) and may contain information that is privileged, proprietary, and/or confidential. If the
reader of this transmission is not an intended recipient, or a person responsible for delivering it to the intended
recipient, you are hereby notified that any review, dissemination, distribution, or copying of this communication
is strictly prohibited. If you have received this communication in error, please immediately notify the sender and
delete this message.

---
You are currently subscribed to [reps] as Katie.Altshuler@gov.ok.gov.
To unsubscribe, send a blank email to leave-211325-
154787.9e5f0e1f1ff1017fec52ea85f3048f1e@talk.nga.org.
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LEGISLATIVE UPDATE 
SEPTEMBER 2011 

 
HEALTH AND HUMAN SERVICES COMMITTEE 
NGA Staff Contact:  Heather Hogsett, 202/624-5360 
 
Implementation of the Affordable Care Act. The passage of health care reform legislation in March 
2010 set up a series of changes to the U.S. health care system at both the state and federal level, 
culminating in a significant expansion of the Medicaid program and the creation of 50 state insurance 
exchanges, both scheduled to take effect January 1, 2014. 
 
The health reform law continues to be a hotly debated subject in the 112th Congress. The dynamic of a 
Democratic controlled Senate and a Republican controlled House of Representatives, however, means 
that legislative action in this area is unlikely.  The bulk of the actual activity around health reform over 
the next year will be implementation at the state level and within the U.S. Department of Health and 
Human Services (HHS) as it develops and finalizes detailed guidance and regulations regarding 
implementation.  Thus far, HHS has issued several proposed rules regarding the establishment of health 
exchanges, Medicaid eligibility, exchange eligibility and employer standards, and eligibility for premium 
tax credits.   
 
Special Disability Workload. Special Disability Workload (SDW) refers to a project to address the 
federal government’s liability for the cost of health care provided by state Medicaid programs that was the 
responsibility of Medicare.  It is estimated that states spent over four billion dollars of their own funds to 
cover care that should have been provided by the federal government.  NGA sent a letter to Health and 
Human Services Secretary Kathleen Sebelius on July 1, 2011, requesting that HHS reimburse states for 
their expenditures by issuing a credit to be used against the state share of current Medicaid expenditures.  
NGA continues to work with HHS and the Administration to resolve this long standing issue. 
 
TANF Reauthorization. The Temporary Assistance for Needy Families (TANF) program is the federal 
block grant to states to provide cash welfare benefits and other time-limited work supports for low-
income families. Created in 1996 to replace the old welfare entitlement program, the TANF program's 
authorization is currently set to expire September 30, 2011.  Full reauthorization would involve a complex 
discussion of funding levels, allowable uses of program dollars, re-examining the effectiveness of various 
state approaches, and debates about whether TANF is a work support program, or an anti-poverty 
program. These contentious issues are unlikely to be resolved in the divided 112th Congress, and as a 
result, it is highly likely that Congress will simply extend the current authorization temporarily, although 
the lack of long term stability will make efficient administration of the program difficult at the state level. 
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UNITED STATES DEPARTMENT OF HEALTH AND HUMAN SERVICES 
UNITED STATES DEPARTMENT OF EDUCATION 

August 12, 2011 

Dear Governor: 

We are writing to enlist your help in an unprecedented initiative to find and enroll an estimated 4.3 
million uninsured children who are currently eligible for Medicaid or the Children's Health 
Insurance Program (CHIP). These children represent a large majority of the uninsured children in 
the U.S., and they are missing out on health coverage that is available to them today. 

Too often, children who are uninsured encounter obstacles that prevent them from becoming fully 
engaged in the classroom, on the playing field and in other extracurricular activities-preventing them 
from getting the most out of their education. That's why the U.S. Department of Health and Human 
Services (HHS) and the U.S. Department of Education (ED) are working together to help enroll 
these eligible children through the Connecting Kids to Coverage Challenge. This initiative, led by 
HHS, calls on leaders at every level of government and in the private sector to help enroll all 
eligible, uninsured children in Medicaid and CHIP and keep them covered for as long as they 
qualify. We urge you to join us and to encourage your schools to participate in this effort. 

A forthcoming study by the Urban Institute indicates that outreach and enrollment efforts do increase 
the percentage of children who enroll in health coverage. Between 2008 and 2009, the number of 
children eligible for Medicaid and CHIP increased by two to three million due to difficult economic 
times and State eligibility expansions. Despite this increase in eligibility, in part due to outreach and 
enrollment efforts, the total number of eligible but uninsured children declined to 4.3 million in 
2009, which was lower than the 4.7 million children found to be eligible but uninsured in 2008. The 
participation of children in Medicaid and CHIP increased from 82 percent in 2008 to 85 percent in 
2009 nationally. 

Efforts to streamline Medicaid and CHIP enrollment and renewal procedures and to conduct 
effective outreach activities supported by the Children's Health Insurance Reauthorization Act 
(CHIPRA) have made a difference in extending children's coverage in the economic downturn. 
These efforts, with continued support from CHIPRA, will continue to play a vital role in making 
progress toward the goal of enrolling all eligible children. 

Schools play an essential role in reaching eligible children, from young children in preschool and 
Head Start to teens in high school. We urge you to undertake children's health coverage outreach 
and enrollment activities when classes begin this fall. Below are some promising strategies you may 
wish to consider: 
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• Use information on registration or emergency contact forms to identify children who may 
need health coverage. Adding a question about whether a child has health insurance to the forms 
that every family completes can help identify uninsured children who may be eligible for 
Medicaid or CHIP. Families of such children can be notified about the programs and how to 
enroll. Note that any personal information maintained by a school to which the Family 
Educational Rights and Privacy Act (FERP A) applies must only be used and disclosed in 
accordance with FERP A. 

• Enlist school athletic coaches to promote enrollment of eligible children in Medicaid and 
CHIP. Coaches can provide information on health coverage programs to athletes and to the 
entire student body. They also can direct students to places within the school (for example, the 
school nurse or school-based health clinic) or in the community where their families can apply. 
HHS has piloted a Coaches Campaign, called "Get Covered, Get in the Game," in seven states 
(CO, FL, MD, NY, OH, OR, and WI), and we can help provide technical support and 
customized outreach materials if you wish to undertake a similar program. 

• Implement an "Express Lane Eligibility" process with the School Lunch Program. Most 
children who are eligible for free or reduced-price school meals are likely to also qualify for 
Medicaid or CHIP. The "Express Lane Eligibility" option allows States to rely on eligibility 
findings from programs like School Lunch to jump-start Medicaid and CHIP eligibility 
determinations. Oregon and Louisiana, for example, are collaborating with their schools to 
implement Express Lane procedures. Note that any information must be used in accordance with 
Centers for Medicare & Medicaid Services (CMS) Express Lane Eligibility guidance. 

CHIPRA provides funding to help States close the children's health coverage gap. Last December, 
HHS distributed more than $206 million in 2010 performance bonuses to States that not only 
exceeded child enrollment targets, but also simplified Medicaid and CHIP enrollment procedures. 
States interested in applying for a 2011 performance bonus have until October 15,2011, to do so, 
and there will be additional opportunities for States to apply in future years. In addition, many 
States, nonprofit groups, and other organizations that have received CHIPRA outreach grants are 
focusing on ways to engage schools in outreach, enrollment, and renewal activities. HHS will 
continue to share and highlight the accomplishments of these grantees and provide technical 
assistance to others interested in adopting promising school-based practices. 

Health coverage is essential to ensuring that children get the health care services they need to grow 
and learn. The good news is that so many uninsured children do not need to wait for coverage 
because they are already eligible for Medicaid or CHIP. Your leadership can make a tremendous 
difference as we work together to meet the Connecting Kids to Coverage Challenge. 
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If you have questions or would like to be connected with others who have successfully implemented 
school-based enrollment strategies, please do not hesitate to have your staff contact Donna Cohen 
Ross at HHS at Donna.CohenRoss@cms.hhs.gov or (202) 260-0509. 

Arne Duncan 
Secretary of Education 

cc: State Medicaid Directors 
State CHIP Directors 
Chief State School Officers 

Sincerely, 

Kathleen Sebelius 
Secretary of Health 
and Human Services 
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From: Jacobs, Chris (RPC)
To: Jacobs, Chris (RPC)
Subject: HHS Officials Admit Misinformation on Exchanges
Date: Tuesday, July 12, 2011 6:55:09 AM

While Administration officials claimed that the Exchange regulations released yesterday will provide
the same coverage Members of Congress receive, and will provide “flexibility” to states, this
morning’s news coverage reveals exactly why that is NOT the case.  In its coverage of the proposed
rules, the New York Times’ article includes these interesting paragraphs regarding the
Administration’s claims regarding same:

Trumpeting the advent of the exchanges, the administration said Monday that they would
“give Americans the same insurance choices as members of Congress.”  However, in
response to questions after a news conference on Monday, health officials acknowledged
that this claim was not necessarily correct.

A small employer will be able to pick “a level of coverage” for its employees.  A higher level
will pay more of the consumer’s medical costs. Under the law, members of Congress must
generally get their coverage through an exchange.  But a small business could legally choose
a level of coverage lower than those offered to federal employees, including members of
Congress.

Under the rules, an employer may allow employees to choose any health plan at a given
level of coverage.  But an exchange may also allow an employer to limit its workers to one or
two health plans — far fewer than the number available to members of Congress and other
federal workers.

Ironically, this admission comes one week after Secretary Sebelius, in a speech to young people,
asked them to keep “pushing back on the lies and the mistruths” about Obamacare.
 
Second, Politico notes this morning that the regulations “raise more questions than those [they]
answer,” with “many crucial topics unaddressed.”  But there is more than a whiff of a paternalistic
federal role, including the suggestion that “the federal government could have a heavy hand in
approving changes to state exchanges.”  The implication that changes to Exchanges will be approved
in the same manner as Medicaid State Plan Amendments suggests that states will have to come to
Washington on bended knee to beg “Mother, may I?” if they want to change their programs.  That’s
not flexibility – that’s more Washington mandates.
 
Speaker Pelosi famously said we had to pass the bill to find out what’s in it – and the same may
apply to Obamacare’s regulations.  Fewer than 24 hours after their release, two of the main talking
points regarding Exchanges have already been debunked and undermined.  The only question now
is:  What other “hidden gems” will states find in the form of new federal mandates as they continue
to examine the hundreds of pages of regulations released yesterday?
 
Chris Jacobs
Health Policy Analyst
Republican Policy Committee
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(202) 224-2946
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HHS Policies 

HHS 4: Public Health Principles 
HHS 8: Child Support Enforcement 
HHS 9: Principles for the Children’s Health Insurance Program 
HHS 12: Supplemental Nutrition Assistance Program 
HHS 14: Child Welfare Services 
HHS 15:  Fatherhood (Sunset)  
HHS 17: Social Services Block Grant (Sunset) 
HHS 18: Indian Health Services 
HHS 19: Low-Income Home Energy Assistance Program 
HHS 21: TANF Principles  
HHS 22: Private Sector Health Care Reform 
HHS 23: HIV/AIDS 
HHS 26: The Health Insurance Portability and Accountability Act of 1996 (HIPAA) 
HHS 27: Medicaid Reform Principles 
HHS 28: Long-Term Care 
HHS 29: Electronic Health Information Exchange 
HHS 30: Community Service Block Grant Program (Sunset) 
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From: Marie Sanderson
To: Marie Sanderson
Cc: Deborah Hohlt; Dustin Huffman
Subject: HHS Regs and Press Clips
Date: Wednesday, November 21, 2012 10:12:46 AM
Attachments: Exchange Part II Fact Sheet.PDF

Insurance Market Reforms Rule Fact Sheet.PDF
Wellness Rule Fact Sheet.PDF

All, Attached are summaries from HHS  re their rules released yesterday (not very detailed). We
hope to provide you something more in-depth soon.  Let me know how we may be helpful to you.
 
Happy thanksgiving,
 
Marie
 
Press:
 
HHS unveils more details behind health care overhaul’s essential benefits and coverage rules
(Washington Post)
 
HHS looks to step up role in health exchanges (Politico)
 
Next up for Obamacare: Launching the exchanges in 2014 (Politico)
 
Morning Examiner: Utah vs Obamacare (Washington Examiner)
 
Medicare cuts give health providers jitters (Politico)
 
Unemployment Falls In 75 Percent Of The States (AP)

·         Note: In October, unemployment rates fell in 26 of the 29 states led by Republican
Governors.

 
 
 
Marie Thomas Sanderson
Policy Director
Republican Governors Association (RGA)
MSanderson@rga.org
Republican Governors Public Policy Committee (RGPPC)

Office (202) 464- 8556
Cell 
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From: Quam, David
To: Reps
Subject: HHS Releases New FAQ on Health Insurance Exchange Establishment
Date: Friday, June 29, 2012 11:24:17 AM

To:  Washington Reps and State Federal Contacts
Re:  HHS FAQs on Health Insurance Exchange Establishment
 
Today, HHS released FAQs regarding funding available to states under Affordable Care Act for states
to establish a  state-based exchange,  state partnership exchange, or to prepare state systems for a
federally  facilitated  exchange.    We  are  providing  a  link  here  for  your  reference:
http://cciio.cms.gov/resources/factsheets/hie-est-grant-faq-06292012.htm.
 
Please contact William Garner with any questions.
 
DCQ
 
 
William Garner
Legislative Director, Committee on Health and Human Services
National Governors Association
444 North Capitol Street, NW, Suite 267
Washington, DC 20001-1512
Phone: (202) 624-5369
E-mail: wgarner@nga.org
 

The information contained in this electronic transmission, including any attachments, is for the exclusive use of
the intended recipient(s) and may contain information that is privileged, proprietary, and/or confidential. If the
reader of this transmission is not an intended recipient, or a person responsible for delivering it to the intended
recipient, you are hereby notified that any review, dissemination, distribution, or copying of this communication
is strictly prohibited. If you have received this communication in error, please immediately notify the sender and
delete this message.

The information contained in this electronic transmission, including any attachments, is for the exclusive use of
the intended recipient(s) and may contain information that is privileged, proprietary, and/or confidential. If the
reader of this transmission is not an intended recipient, or a person responsible for delivering it to the intended
recipient, you are hereby notified that any review, dissemination, distribution, or copying of this communication
is strictly prohibited. If you have received this communication in error, please immediately notify the sender and
delete this message.

---
You are currently subscribed to [reps] as Katie.Altshuler@gov.ok.gov.
To unsubscribe, send a blank email to leave-212267-
154787.9e5f0e1f1ff1017fec52ea85f3048f1e@talk.nga.org.
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From: 
To: 

Grace-Marie Turner 
Katie Altshuler 

Subject: HHS stands firm on its anti-conscience mandate 

Monday, March 19, 2012 11:28:21 AM Date: 

Another Failed 'Accommodation' 
Grace-Marie Turner 
National Review Online: The Corner, 03/17/12 

It is clear that the Obama administration is not backing dO'I.vn from its anti-conscience mandate 

but hopes to bury the controversy with bureaucratic delay. In its "Advanced Notice of Proposed 

Rulemaking," the government now officially promises to take action at some time in the future 

to address the conflict. 

The notice, issued on Friday, takes 32 pages to explain that the president still doesn't have a clue 

how to balance the demands of the Left, which insists that all women should have free access to 

drugs that cause early abortion, sterilization procedures, and contraceptives, and the Catholic 

Church, which believes the mandate is a government violation of conscience and religious 

liberty. 

The March "notice" about February's "accommodation" to January's "final rule" also is an 

admission that the administration still has no idea who should be forced to pay for its mandate. 

You will recall that on February 10, President Obama announced he would require health 

insurance companies to pay for the offending services so Catholic institutions didn't have to. 

That was widely derided as a shell game because the insurers would simply pass the costs along 

indirectly to religious organizations through higher premiums. And it left no escape for self

insured religious organizations that pay health costs directly for their employees. 

In an admission that th e or iginal id ea h ad failed, Friday's notice lists several ways tl1at 

healtl1 plans could get money to pay for the mandate without dipping directly into premiums: 

tl1rough rebates the plans get from prescription drug companies, service fees, savings from 

disease management progran1s, or private non-profit contributions. It also proposes having the 

Office of Personnel Management in Washington require health plans to provide the mandated 

services for free as a price for participating in ObamaCare's coming multi-state health -insurance 

plans. 

But the religious organizations would still be required to make sure all of their employees have 

access to the offending coverage. So nothing has changed. 

Friday's announcement falls apart in anotl1er key way. The administration's notice repeatedly 

refers to the mandate as only covering contraceptives, not the full contingent of" All Food and 

Drug Administration-approved contraceptive methods, sterilization procedures, and patient 
education and counseling for all women witl1 reproductive capacity" which are actually covered 
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by the mandate, as defined by the Health Resources and Services Administration. 

Friday's notice refers only to contraceptives, ·which it repeatedly says save money: "Actuaries and 

experts have found that coverage of contraceptives is at least cost neutral, and may save money, 
when taking into account all costs and benefits for the issuer." (It then proceeds to cite a study 

done Feb. 9, the day before the president's original accommodation announcement, by two of his 

senior administration appointees.) 

But the administration is, once again, completely out of touch with the reality of the cost of its 

mandate. It's not just contraceptives, which can be obtained for as little as $9 a month. 

Sterilization is expensive surgery. According to Planned Parenthood website, "Sterilization 

for Women at a Glance," this "surgery that prevents pregnancy" is "safe and highly effective" and 

"costs between $1,500 and $6,ooo." 

There is simply no way that these costs can be hidden in fees and rebates. When this 
administration can't tax or deficit spend, it has no idea where to get the money to carry out its 

directives. 

So Friday's announcement changes nothing. The administration clearly is not backing down 

from its original plan: 

• Virtually all private health plans nationwide still will be required to provide their 

employees with access to sterilization, contraception, and drugs that cause abortion. 

• All women will have to have access to the mandated services at no charge, even if they 

work for a religious organization such as a Catholic hospital, university or charity whose 
teachings are violated by the directive. 

• Private employers who are not religious organizations are given short shrift and clearly 
have no hope of being able to exercise their own right of conscience if they do not want to 

pay for the morally-offensive services. 

Friday's notice even admits that the government is trying to figure out how to define religious 

ministries when it asks: "What entities should be eligible for the new accommodation (that is, 

what is a 'religious organization')?" 

George Weigel ·warns of just this danger when "an overweening and arrogant government 

tries, through the use of coercive power, to make the Church a subsidiary of the state, [and 
when] the state claims the authority to define religious ministries and services on its own narrow 

and secularist terms." 

Weigel says that with the anti-conscience mandate, "the state is attempting to co-opt as much of 

society as it can, while the Church is defending the prerogatives of civil society." 

The bishops have been and continue to be strong and umvavering in explaining that this debate 

is about the core American value of religious liberty. The administration's latest notice does 

nothing to change the risk to Catholic institutions. They still would be forced by government to 

violate their own teachings within their very own institutions. 

The bishops will not be fooled by tllis obfuscation. The administration is doing notlling to protect 

their religious liberty and is only trying to buy time so it can hy, once the election is over, to 
bend the Church to the will of the state. 
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Read online: http: //www.nationalreview.com/corner /293753 /another-failed -accommodation
grace-marie-turner 
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update settings 
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From: Jacobs, Chris (RPC)
To: Jacobs, Chris (RPC)
Subject: HHS Using Taxpayer Funds for CLASS Act "Branding" Program
Date: Monday, July 11, 2011 4:01:51 PM

Below my signature are two contract solicitations recently released by HHS relating to the CLASS
Act.  One involves “promoting long-term care awareness,” and the second “is to develop a strategic
brand” for the CLASS program.  The amounts of these contracts have yet to be publicly disclosed,
but the latter contract regarding “strategic branding” is being funded from the $1 billion
implementation “slush fund” included in Obamacare.
 
At a time when the federal government faces trillion-dollar deficits, it’s questionable enough that
the federal government is spending yet more money on Obamacare publicity efforts, following a
string of wasteful expenses:
 

·         $26 million in grants to Ogilvy Public Relations included in the “stimulus” to establish a
“Publicity Center”

·         $18 million to send a mailing to seniors purportedly touting the “benefits” of Obamacare to
seniors.  The Government Accountability Office found that the mailer – which was NOT
reviewed or approved by the non-partisan Medicare actuary for its accuracy – “overstates
some of [the law’s] benefits” and “presents a picture of [the law] that is not universally
shared.”

·         $3 million in taxpayer funds to run an ad campaign in which Andy Griffith took on the role of
“pitching President Barack Obama’s health care law to seniors.”  The non-partisan
factcheck.org concluded that the ads used “weasel words” to mislead seniors about the
impact of the health care law.

·         Millions more in taxpayer funds to fund 4 million postcards promoting Obamacare’s small
business tax credit

 
What’s even worse is that even Secretary Sebelius has admitted the CLASS Act is “totally
unsustainable” in its current form.  Even Senate Democrats have called it a “Ponzi scheme of the
first order.”  Yet all these questions about the program’s solvency and sustainability are not
dissuading HHS from committing more taxpayer dollars to an effort to “sell” the CLASS Act to the
public.
 
But if HHS insists on running ads and developing a brand surrounding the CLASS Act, the
Department need not waste precious taxpayer dollars doing so.  After all, Bernie Madoff isn’t
scheduled to be released from federal prison until November 2139; until then, he should have
plenty of time to provide the Department with all the “branding development” advice it needs.
 
Chris Jacobs
Health Policy Analyst
Republican Policy Committee
(202) 224-2946
 
RFQ 11-233-SOL-00338 is for the establishment of a delivery order to provide assistance to
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the Administration on Aging for “Promoting Long Term Care Awareness”. The Government is
limiting consideration to General Services Administration (GSA) Schedule Contractors
currently on the AIMS Schedule, SIN 541-5.
 
Summary:
 
The purpose of this contract is twofold: first to design a plan for a national long-term care
awareness campaign to be implemented over a five year period, and second to enhance and
continue the operation of the National Clearinghouse for Long-Term Care Information
(Clearinghouse) as authorized by Section 6021(d) of the Deficit Reduction Act of 2005, and
extended by Section 8002(d) of the Affordable Care Act. The Clearinghouse represents the
Department’s initial effort at increasing consumer awareness of the need to plan ahead for
long term care. This contract will facilitate consideration of a broader awareness effort while
also enhancing the Department’s existing awareness platform. Clearinghouse enhancements
in this contract include a transition from direct mail to web-based outreach, and a
refinement of the long-term care planning calls to action.
 
Period of Performance:
 
The anticipated period of performance for this requirement is a base period of one (1)
year, with four – 1 year option periods possible.
 
Pre-proposal conference will be held July 22, 2011 at the following location: Administration
on Aging, 1 Massachusetts Avenue, N.W., Washington, DC. At 10:00 a.m.
 
Anticipate Award by September 30, 2011
 
Funding Source:  Affordable Care Act, specifically section 8002, which amends the Deficit
Reduction Act for this purpose.
 
Independent Government Cost Estimate was provided to the Contract Officer for solicitation
per Federal Acquisition Regulation. Final Award amounts are dependent upon final awarded
costs per evaluation criteria.
 

 
RFQ 11-233-SOL-00339 is for the establishment of a delivery order to provide assistance to
the Administration on Aging for “Developing a Strategic Brand for CLASS”. The Government
is limiting consideration to General Services Administration (GSA) Schedule Contractors
currently on the AIMS Schedule, SIN 541-5.
 
Summary:
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The purpose of this contract is to develop a strategic brand for a new insurance program
authorized by Title VIII of the Affordable Care Act, Community Living Assistance Services and
Supports (CLASS).  CLASS will cover long term services and supports and be sponsored by
the federal government.  The brand will be designed to reach consumers through their
employers as well as on a direct to consumer basis for the self-employed. 
 
Period of Performance:
 
The anticipated period of performance for this requirement is a base period of 15 months.
 
Pre-proposal conference will be held August 05, 2011 at the following location:
Administration on Aging, 1 Massachusetts Avenue, N.W., Washington, DC. At 10:00 a.m.
 
Anticipate Award by August 30, 2011
 
Funding Source:  Section 1005 of P.L. 111-152, the Health Care and Education Reconciliation
Act of 2010.
 
Independent Government Cost Estimate was provided to the Contract Officer for solicitation
per Federal Acquisition Regulation. Final Award amounts are dependent upon final awarded
costs per evaluation criteria.
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Summary of Waiver Application Process and Approvals provided by the US Department of Health and Human Services: 

Helping Americans Keep the Coverage They Have and 
Promoting Transparency 
Helping Consumers Keep their Coverage 

The Affordable Care Act is designed to provide Americans with affordable, high-quality coverage options - while 
ensuring that those who like their current coverage can keep it. Unfortunately, today, limited benefit plans, or 
"mini-med" plans are often the only type of insurance offered to some workers. In 2014, the Affordable Care Act 
will end mini-med plans when Americans will have better access to affordable, comprehensive health insurance 
plans that cannot use high deductibles or annual limits to limit benefits. In the meantime, the law requires 
insurers to phase out the use of annual dollar limits on benefits. In 2011, most plans can impose an annual limit 
of no less than $750,000. 

Mini-med plans have lower limits than allowed under the Affordable Care Act. While mini-med plans do not 
provide security in the event of serious illness or accident, they are unfortunately the only option that some 
employers offer. In order to protect coverage for these workers, the Affordable Care Act allows these plans to 
apply for temporary waivers from rules restricting the size of annual limits to some group health plans and health 
insurance issuers. 

Waivers only last for one year and are only available if the plan certifies that a waiver is necessary to prevent 
either a large increase in premiums or a significant decrease in access to coverage. In addition, enrollees must 
be informed that their plan does not meet the requirements of the Affordable Care Act. No other provision of the 
Affordable Care Act is affected by these waivers: they only apply to the annual limit policy. 

As of today, a total of 733 waivers have been granted for 2011. Key facts about annual limits waivers: 

• There was an increase in the number of applications received at the end of 2010 because December 1 was 
the final day to apply for a waiver for a plan or policy year that begins on January 1 - as many plans do. 
Over 500 waivers were granted in December. While the number of approved waivers increased by more 
than 200 percent, the tota l number of enrollees in plans receiving waivers has increased by only 48 percent 
since the previous posting. 

• Of all the waivers granted to date: 

o Employment-Based Coverage: The vast majority - 712 plans representing 97 percent of all waivers 
were granted to health plans that are employment-related. 

• Self-Insured Employer Plans Applicants: Employer-based health plans received most of the 
waivers - 359. 

• Collectively-Bargained Employer-Based Plan Applicants: Most of the other health plans receiving 
waivers are multi-employer health funds created by a collective bargaining agreement between 
a union and two or more employers, pursuant to the Taft-Hartley Act. These "union plans" are 
employment based group health plans and operate for the sole benefit of workers. They tend to 
be larger than other typical group health plans because they cover multiple employers. There 
are also single-employer union plans that have received a waiver. In total, 182 collectively
bargained plans have received waivers. 

• Health Reimbursement Arrangements (HRAs): HRAs are employer-funded group health plans 
where employees are reimbursed tax-free for qualified medical expenses up to a maximum 
dollar amount for a coverage period. In total, HHS has approved 171 applications for waivers 
for HRAs. 

o Health Insurers: Sixteen wa ivers were granted to health insurers, which can apply for a waiver for 
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multiple mini-med products sold to employers or individuals. 

o State Governments: Four waivers have gone to State governments. States may apply for a waiver of 
the restricted annual limits on behalf of issuers of state-mandated policies if state law required the 
policies to be offered by the issuers prior to September 23, 2010. 

• The number of enrollees in plans with annual limits waivers is 2.1 million, representing only about 1 
percent of all Americans who have private health insurance today. 

lmproyjng Transparency 

HHS periodica lly posts t he list of the plans that have been granted waivers to ensure the public is aware of the 
waiver process and stakeholders understand how they are affected. Also, on December 9, 2010 HHS issued new 
rules requiring that health insurers offering mini-med plans must notify consumers in plain language that their 
plan offers extremely limited benefits and direct them to www.HealthCare.gov where they can get more 
information about other coverage options. The ru les require health plans with waivers to tell consumers if t heir 
health care coverage is subj ect to an annual dollar limit lower than what is required under the law. This way, 
enrollees know when their coverage is limited. 

Annual limits waivers are temporary. In 2014 annual dollar limits will be prohibited and mini-med plans will no 
longer be necessary. 

Approved Applications for Waiver of the Annual Limits Requirements 
Updated January 26. 2011 

All Applicants Listed have had 1 or more plans/policies approved. 

Approved State applicants are listed separately below 

Appl ications for waivers from annual limit requirements are reviewed on a case by case basis by Department 
officials who look at a series of factors including whether or not a premium increase is large or if a significant 
number of enrollees would lose access to their current plan because the coverage would not be offered in the 
absence of a wa iver. More detailed information on specific criteria can be found at: 
http://www.hhs.gov/ ociio/ regulations/ 11-05-2010annual limits waiver bulletin.pdf. Approved applicants are 
granted an annual limit waiver for one year. The Office of Consumer Information and Insurance Oversight's sub
regulatory guidance on the process for obtaining waivers of the annual limits requirements may be found at: 
http://www .hhs.gov/ociio/ regulations/patient/ociio 2010 -1 20100903 508.pdf 

Plan Number Application 

Applicant 
Application 

Effective of 
Completed Waiver 

Received by Approved Date Enrollees Applicant 

1 24 Hour Fitness 12/ 1/ 2010 1/ 1/ 2011 1,758 12/ 22/ 2010 12/ 30/ 2010 

2 Allied Building Inspectors 
11/ 29/2010 1/ 1/ 2011 2,720 12/ 23/ 2010 12/ 30/ 2010 IUOE Local 211 Welfare Fund 

3 Alpha Omega Home Health, 11/ 30/ 2010 10/ 1/ 2010 150 12/ 13/ 2010 12/ 30/ 2010 
LLC 

4 Andersen Corporation 11/ 16/ 2010 1/ 1/ 2011 2,852 12/ 21/ 2010 12/ 30/ 2010 

2151



5 
Bowman Sheet Metal Heating 

11/ 30/ 2010 1/ 1/ 2011 4 12/ 28/2010 12/ 30/ 2010 & Air-conditioning 

6 
Bricklayers Insurance & 

11/ 29/ 2010 1/ 1/ 2011 3,997 12/ 22/ 2010 12/ 30/ 2010 
Welfare Fund 

Bridge, Structural, 

7 
Ornamental & Reinforcing 

12/ 1/ 2010 7/ 1/ 2011 290 12/ 21/ 2010 12/ 30/ 2010 
Ironworkers Local Union No. 
60* 

8 Carey Johnson Oil Co, Inc 11/ 22/ 2010 10/ 1/ 2010 157 12/ 22/ 2010 12/ 30/ 2010 

9 
Catholic Charities of the 

12/ 2/ 2010 1/ 1/ 2011 201 12/ 27/ 2010 12/ 30/ 2010 
Diocese of Albany* 

10 
Cement Masons' Local No. 

11/ 24/ 2010 1/ 1/ 2011 450 12/ 28/2010 12/ 30/ 2010 502 Welfare Fund 

11 
City of Bloomington VEBA 

11/ 30/ 2010 1/ 1/ 2011 750 12/ 29/ 2010 12/ 30/ 2010 
Health Savings Plan* 

12 City of Burnsville* 11/ 30/ 2010 1/ 1/ 2011 290 12/ 29/ 2010 12/ 30/ 2010 

13 City of Olathe* 11/ 30/ 2010 1/ 1/ 2011 624 12/ 14/ 2010 12/ 30/ 2010 

14 Clausen Miller PC 12/ 20/ 2010 1/ 1/ 2011 150 12/ 28/2010 12/ 30/ 2010 

15 Crystal Run Village, Inc* 12/ 4/ 2010 12/ 1/ 2010 1,350 12/ 21/ 2010 12/ 30/ 2010 

16 Delta Apparel 12/ 21/ 2010 1/ 1/ 2011 67 12/ 28/2010 12/ 30/ 2010 

17 Discovery Benefits* 11/ 30/ 2010 1/ 1/ 2011 3,739 12/ 27/ 2010 12/ 30/ 2010 

18 Dr. Trailer Repair, Inc. 11/ 10/ 2010 1/ 1/ 2011 18 12/ 29/ 2010 12/ 30/ 2010 

Employer-Teamsters Local 
19 Nos. 175 & 505 Health and 11/ 24/ 2010 1/ 1/ 2011 358 12/ 28/2010 12/ 30/ 2010 

Welfare Fund 

20 Entrust 11/ 30/ 2010 1/ 1/ 2011 4 12/ 21/ 2010 12/ 30/ 2010 

21 Fabri-Quilt 11/ 2/ 2010 1/ 1/ 2011 104 12/ 29/ 2010 12/ 30/ 2010 

22 GC Harvesting, Inc. 12/ 20/ 2010 1/ 1/ 2011 2,500 12/ 23/ 2010 12/ 30/ 2010 

23 Glen Curtis, Inc. #2143 12/ 3/ 2010 1/ 1/ 2011 227 12/ 21/ 2010 12/ 30/ 2010 

24 Heritage Christian Services 11/ 30/ 2010 1/ 1/ 2011 4 ,662 12/ 27/ 2010 12/ 30/ 2010 
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IBEW Local 3 NYC Electrical 
25 Division Health & Welfare 12/ 1/ 2010 1/ 1/ 2011 1,072 12/ 16/ 2010 12/ 30/ 2010 

Fund 

Indiana Area UFCW Union 

26 
Locals and Retail Food 

12/ 1/ 2010 1/ 1/ 2011 6,885 12/ 28/ 2010 12/ 30/ 2010 Employers' Health and 
Welfare Plan 

27 Ingham County 12/ 22/2010 2/ 1/ 2011 42 12/ 27/ 2010 12/ 30/ 2010 

28 
Innovative Driver Services 

12/ 21/2010 2/ 1/ 2011 36 12/ 27/ 2010 12/ 30/ 2010 
Company 

29 Integrity Data* 12/ 1/ 2010 1/ 1/ 2011 24 12/ 27/ 2010 12/ 30/ 2010 

30 
Inter-County Hospitalization 

12/ 21/ 2010 1/ 1/ 2011 177 12/ 27/ 2010 12/ 30/ 2010 Plan, Inc. 

31 Jakov P. Dulcich & Sons 11/ 8/ 2010 1/ 1/ 2011 107 12/ 27/ 2010 12/ 30/ 2010 

32 
Jefferson Rehabilitation 

11/ 30/ 2010 1/ 1/ 2011 240 12/ 27/ 2010 12/ 30/ 2010 
Center 

33 JLG Harvesting, Inc. 12/ 3/ 2010 1/ 1/ 2011 188 12/ 27/ 2010 12/ 30/ 2010 

34 Johnson Machine Works 11/ 24/ 2010 1/ 1/ 2011 191 12/ 16/ 2010 12/ 30/ 2010 

35 Kent County 12/ 22/ 2010 2/ 1/ 2011 10 12/ 27/ 2010 12/ 30/ 2010 

Laborers' District Council of 
36 Virginia Health and Welfare 11/ 30/ 2010 1/ 1/ 2011 296 12/ 21/ 2010 12/ 30/ 2010 

Trust Fund 

37 Laborers National Health and 11/ 30/ 2010 1/ 1/ 2011 8,690 12/ 22/ 2010 12/ 30/ 2010 
Welfare Fund 

38 Local 1245 Health Fund 12/ 1/ 2010 1/ 1/ 2011 3,486 12/ 22/ 2010 12/ 30/ 2010 

Local 237 Teamsters Suffolk 

39 
Regional Off-Track Betting 

11/ 29/ 2010 1/ 1/ 2011 328 12/ 23/ 2010 12/ 30/ 2010 
Corp. Health and Welfare 
Trust Fund 

40 Local 295 Welfare Fund 12/ 15/ 2010 1/ 1/ 2011 1,228 12/ 22/ 2010 12/ 30/ 2010 

41 Local 381 Group Insurance 11/ 24/ 2010 1/ 1/ 2011 1,346 12/ 28/ 2010 12/ 30/ 2010 
Fund 

42 Local 805 Welfare Fund 11/ 1/ 2010 2/ 1/ 2011 1,376 12/ 17/ 2010 12/ 30/ 2010 

43 Marble Industry Trust Fund 11/ 30/ 2010 1/ 1/ 2011 1,325 12/ 28/ 2010 12/ 30/ 2010 
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44 McGregor Schools lSD #4* 12/ 22/ 2010 1/ 1/ 2011 38 12/ 27/ 2010 12/ 30/ 2010 

45 MJ Soffe 12/ 21/ 2010 1/ 1/ 2011 270 12/ 28/2010 12/ 30/ 2010 

46 
MO-Kan Teamsters and 

11/ 29/ 2010 1/ 1/ 2011 1,494 12/ 21/ 2010 12/ 30/ 2010 Welfare Fund 

47 Mounds View Public Schools* 12/ 3/ 2010 1/ 1/ 2011 76 12/ 27/ 2010 12/ 30/ 2010 

48 MVP 11/ 23/ 2010 1/ 1/ 2011 21,548 12/ 28/ 2010 12/ 30/ 2010 

49 North State Bank 11/ 30/ 2010 6/ 1/ 2011 58 12/ 21/ 2010 12/ 30/ 2010 

50 North States Industries Inc* 12/ 3/ 2010 2/ 1/ 2011 92 12/ 28/2010 12/ 30/ 2010 

51 Pathways Inc. 11/ 30/ 2010 1/ 1/ 2011 55 12/ 16/ 2010 12/ 30/ 2010 

52 
Pavers and Road Builders 

11/ 30/ 2010 1/ 1/ 2011 4 ,303 12/ 21/ 2010 12/ 30/ 2010 
District Council Welfare Fund 

53 Phoenix Children's Academy 12/ 16/ 2010 1/ 1/ 2011 1,522 12/ 16/ 2010 12/ 30/ 2010 

54 
Roofers Local 8 Insurance & 

11/ 30/ 2010 1/ 1/ 2011 1,321 12/ 22/ 2010 12/ 30/ 2010 Trust Fund 

55 
San Bernardino IHSS Public 

12/ 1/ 2010 4/ 1/ 2011 1,317 12/ 22/ 2010 12/ 30/ 2010 
Authority 

56 SCC Healthcare Group, LLP 12/ 1/ 2010 1/ 1/ 2011 105 12/ 28/2010 12/ 30/ 2010 

57 Schenectady ARC* 11/ 30/ 2010 1/ 1/ 2011 514 12/ 1/ 2010 12/ 30/ 2010 

58 Schoharie County ARC* 11/ 22/ 2010 1/ 1/ 2011 276 12/ 22/ 2010 12/ 30/ 2010 

59 Sieben Polk Law Firm 11/ 19/ 2010 10/ 1/ 2010 3 12/ 23/ 2010 12/ 30/ 2010 

60 Sitel, Inc. 12/ 21/ 2010 7/ 1/ 2011 2,060 12/ 27/ 2010 12/ 30/ 2010 

61 
Southern Graphic 

11/ 29/ 2010 1/ 1/ 2011 411 12/ 21/ 2010 12/ 30/ 2010 Communication Health Fund 

62 
Springbrook Standalone 

11/ 30/ 2010 1/ 1/ 2011 524 12/ 23/ 2010 12/ 30/ 2010 
HRA* 

63 St. Lawrence NYSARC* 11/ 29/ 2010 1/ 1/ 2011 1,734 12/ 28/2010 12/ 30/ 2010 

64 
Sunview Vineyards of 

12/ 1/ 2010 1/ 1/ 2011 6,500 12/ 23/ 2010 12/ 30/ 2010 
California, Inc. 

2154



Tandem Eastern Inc. I 
65 Consolidated Transport 11/ 23/ 2010 1/ 1/ 2011 601 12/ 28/2010 12/ 30/ 2010 

Systems, Inc. 

66 Taylor Farms 11/ 29/ 2010 2/ 1/ 2011 121 12/ 22/ 2010 12/ 30/ 2010 

67 Teamsters Union Local # 35 11/ 17/ 2010 1/ 1/ 2011 1, 109 12/ 27/ 2010 12/ 30/ 2010 

The Day Care 

68 
Council/Council of 

12/ 3/ 2010 1/ 1/ 2011 193 12/ 27/ 2010 12/ 30/ 2010 
Supervisors and 
Administrators Welfare Fund 

69 
The Public Authority of San 

11/ 15/ 2010 2/ 1/ 2011 277 12/ 21/ 2010 12/ 30/ 2010 
Luis Obispo County 

70 
The University Financing 

11/ 30/ 2010 1/ 1/ 2011 8 12/ 10/ 2010 12/ 30/ 2010 Foundation, Inc. 

71 
The Village of Newark Non-

11/ 8/ 2010 7/ 1/ 2011 40 12/ 29/ 2010 12/ 30/ 2010 
Union Employee Plan* 

72 
Theatrical Stage Employees 

11/ 24/ 2010 1/ 1/ 2011 9 ,200 12/ 28/2010 12/ 30/ 2010 
Local One 

73 Tuff Shed, Inc. 11/ 29/ 2010 4/ 1/ 2011 311 12/ 16/ 2010 12/ 30/ 2010 

74 
U.A. Local 13 & Employers 

11/ 30/ 2010 12/ 1/ 2010 1,039 12/ 21/ 2010 12/ 30/ 2010 
Group Insurance Plan* 

UFCW & Participating Food 
75 Industry Employers Tri-State 12/ 1/ 2010 1/ 1/ 2011 107 12/ 22/ 2010 12/ 30/ 2010 

Health & Welfare Fund 

76 
UFCW Local 1500 Welfare 

12/ 17/ 2010 1/ 1/ 2011 16,588 12/ 23/ 2010 12/ 30/ 2010 
Fund 

77 UFCW Local One Health Care 12/ 1/ 2010 1/ 1/ 2011 4 ,335 12/ 28/ 2010 12/ 30/ 2010 
Fund 

78 Ulster Greene ARC* 11/ 23/ 2010 1/ 1/ 2011 2,072 12/ 23/ 2010 12/ 30/ 2010 

79 
Westminster-Canterbury of 

11/ 22/ 2010 1/ 1/ 2011 192 12/ 23/ 2010 12/ 30/ 2010 
Lynchburg 

80 
Wine and Liquor Salesmen of 

10/ 20/ 2010 1/ 1/ 2011 1,083 12/ 29/ 2010 12/ 30/ 2010 
NJ 

81 A-1 Transport 12/ 1/ 2010 1/ 1/ 2011 38 12/ 22/ 2010 12/ 29/ 2010 

82 
AIDS Council of 

11/ 30/ 2010 1/ 1/ 2011 78 12/ 22/ 2010 12/ 29/ 2010 
Northeastern New York 

83 Avon Central School District 12/ 1/ 2010 7/ 1/ 2011 6 12/ 20/ 2010 12/ 29/ 2010 
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84 Azeros Health Plans, Inc.* 12/ 1/ 2010 1/ 1/ 2011 36 12/ 20/ 2010 12/ 29/ 2010 

85 Benton County* 12/ 3/ 2010 1/ 1/ 2011 200 12/ 20/ 2010 12/ 29/ 2010 

86 Bessey Tools, Inc. 12/ 1/ 2010 1/ 1/ 2011 6 12/ 20/ 2010 12/ 29/ 2010 

87 Canandaigua City Schools* 12/ 1/ 2010 10/ 1/ 2011 1,058 12/ 22/ 2010 12/ 29/ 2010 

88 City of Eagan* 11/ 30/ 2010 1/ 1/ 2011 120 12/ 22/ 2010 12/ 29/ 2010 

City of Shakopee Post-
89 Employment Health Care 11/ 30/ 2010 1/ 1/ 2011 153 12/ 15/ 2010 12/ 29/ 2010 

Savings Account Plan * 

90 Community Work and 
11/ 30/ 2010 1/ 1/ 2011 382 11/ 17/ 2010 12/ 29/ 2010 

Independence Inc. 

91 Continuing Developmental 
11/ 30/ 2010 1/ 1/ 2011 623 12/ 14/ 2010 12/ 29/ 2010 

Services 

92 Crystal Cabinet Works, Inc. 11/ 30/ 2010 7/ 1/ 2011 304 12/ 22/ 2010 12/ 29/ 2010 

93 CU*Answers, Inc. 11/ 30/ 2010 1/ 1/ 2011 152 12/ 23/ 2010 12/ 29/ 2010 

94 Euromarket Designs, Inc., 
12/ 1/ 2010 1/ 1/ 2011 3,452 12/ 1/ 2010 12/ 29/ 2010 

d/b/a Crate and Barrel 

95 First National Bank of 
11/ 30/ 2010 1/ 1/ 2011 51 12/ 20/ 2011 12/ 29/ 2010 

Dietrerich 

96 Franziska Racker Centers* 11/ 30/ 2010 1/ 1/ 2011 795 12/ 22/ 2010 12/ 29/ 2010 

97 Fridley Public Schools Health 
11/ 30/ 2010 1/ 1/ 2011 79 12/ 21/ 2010 12/ 29/ 2010 

Savings Plan* 

98 FSA/SUNYAB-Campus Dining 
12/ 1/ 2010 12/ 1/ 2010 67 12/ 20/ 2010 12/ 29/ 2010 

and Shops 

99 Genesee County ARC* 12/ 1/ 2010 1/ 1/ 2011 254 12/ 20/ 2010 12/ 29/ 2010 

Genesee County Economic 
100 Development Corp Health 12/ 1/ 2010 1/ 1/ 2011 9 12/ 20/ 2010 12/ 29/ 2010 

Reimbursement Account* 

101 Grand Island Central School 
12/ 1/ 2010 9/ 1/ 2011 507 12/ 20/ 2010 12/ 29/ 2010 

District* 

102 Hammondsport Central 
12/ 1/ 2010 7/ 1/ 2011 67 12/ 20/ 2010 12/ 29/ 2010 

School District 

103 Imperial Wholesale, Inc. 12/ 1/ 2010 1/ 1/ 2011 14 12/ 20/ 2010 12/ 29/ 2010 
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Learning Disabilities 
104 Association of Western New 11/ 30/ 2010 1/ 1/ 2011 90 12/ 20/ 2010 12/ 29/ 2010 

York 

Minnesota State Retirement 

105 
System Post-Employment 

12/ 1/ 2010 1/ 1/ 2011 280 12/ 20/ 2010 12/ 29/ 2010 
Health Care Savings Plan -
City of Roseville* 

106 
Naples Central School 

12/ 1/ 2010 10/ 1/ 2010 151 12/ 20/ 2010 12/ 29/ 2010 
District 

107 
Naples Central School 

12/ 1/ 2010 7/ 1/ 2 011 113 12/ 20/ 2010 12/ 29/ 2010 
District Support Staff 

108 
Newark Central School 

12/ 1/ 2010 7/ 1/ 2011 436 12/ 20/ 2010 12/ 29/ 2010 
District 

109 
Niagara-Wheatfield CSD Self 

12/ 1/ 2010 7/ 1/ 2011 72 12/ 20/ 2010 12/ 29/ 2010 Funded 

110 
Panama Central School 

12/ 1/ 2010 7/ 1/ 2011 20 12/ 20/ 2010 12/ 29/ 2010 
District 

111 
People 1st Health Strategies, 

11/ 30/ 2010 1/ 1/ 2011 9 11/ 30/ 2010 12/ 29/ 2010 
Inc. 

112 
Pipe Fitters' Welfare Fund, 

11/ 23/ 2010 1/ 1/ 2011 709 12/ 22/ 2010 12/ 29/ 2010 
Local 597* 

Ron Clark Construction 
113 Health reimbursement 11/ 30/ 2010 1/ 1/ 2011 18 12/ 20/ 2010 12/ 29/ 2010 

Arrangement* 

114 
Sherman Central School 

12/ 1/ 2010 9/ 1/ 2011 59 12/ 20/ 2010 12/ 29/ 2010 District 

115 
Silver Creek Central School 

12/ 1/ 2010 9/ 1/ 2011 106 12/ 20/ 2010 12/ 29/ 2010 
District* 

116 Sodus Central School District 12/ 1/ 2010 9/ 1/ 2011 122 12/ 20/ 2010 12/ 29/ 2010 

117 Telco Construction 12/ 1/ 2010 1/ 1/ 2011 15 12/ 20/ 2010 12/ 29/ 2010 

118 Town of Albion 12/ 1/ 2010 1/ 1/ 2011 5 12/ 20/ 2010 12/ 29/ 2010 

119 Town of Chenango 12/ 1/ 2010 1/ 1/ 2011 41 12/ 20/ 2010 12/ 29/ 2010 

120 Town of Lockport 12/ 1/ 2010 1/ 1/ 2011 42 12/ 20/ 2010 12/ 29/ 2010 

121 Twin City Die Casting* 11/ 19/ 2010 1/ 1/ 2011 148 12/ 22/ 2010 12/ 29/ 2010 

122 
Western Area Volunteer 

12/ 4/ 2010 1/ 1/ 2011 30 12/ 22/ 2010 12/ 29/ 2010 
Emergency Services * 
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123 Westfield Academy* 12/ 1/ 2010 9/ 1/ 2011 53 12/ 22/ 2010 12/ 29/ 2010 

124 
Williamson Central School 

12/ 1/ 2010 7/ 1/ 2011 278 12/ 20/ 2010 12/ 29/ 2010 
District 

125 
American Radio Association 

11/ 30/ 2010 1/ 1/ 2011 32 12/ 15/ 2010 12/ 28/ 2010 Plan 

Carpenters Health and 
126 Security Trust of Western 11/ 30/ 2010 1/ 1/ 2011 8 12/ 15/ 2010 12/ 28/ 2010 

Washington 

127 
Communicare Health 

11/ 29/ 2010 5/ 1/ 2011 10,138 12/ 23/ 2010 12/ 28/ 2010 
Benefits Trust 

District Council 1707 Local 
128 389 Home Care Employees 11/ 23/ 2010 9/ 1/ 2011 7,867 12/ 22/ 2010 12/ 28/ 2010 

Health & Welfare Fund 

Health and Welfare Plan of 

129 
the Laundry, Dry Cleaning 

11/ 16/ 2010 1/ 1/ 2011 4 ,000 12/ 16/ 2010 12/ 28/ 2010 
Workers & Allied Industry 
Health Fund, Workers United 

Northern Illinois and Iowa 
130 Laborers Health and Welfare 11/ 30/ 2010 1/ 1/ 2011 133 12/ 16/ 2010 12/ 28/ 2010 

Fund 

131 Prell Services 12/ 1/ 2010 1/ 1/ 2011 63 12/ 21/ 2010 12/ 28/ 2010 

United Food and Commercial 

132 
Workers Retail Employees 

11/ 22/ 2010 1/ 1/ 2011 98 12/ 23/ 2010 12/ 28/ 2010 
and Employers Health and 
Welfare Plan 

133 A-1 Realty* 12/ 1/ 2010 1/ 1/ 2011 7 12/ 16/ 2010 12/ 23/ 2010 

134 AABR* 12/ 1/ 2010 1/ 1/ 2011 504 12/ 16/ 2010 12/ 23/ 2010 

135 ABCO Diecasters* 12/ 1/ 2010 1/ 1/ 2011 5 12/ 16/ 2010 12/ 23/ 2010 

136 Alfred P. Sloan* 12/ 1/ 2010 1/ 1/ 2011 41 12/ 16/ 2010 12/ 23/ 2010 

137 Alizio & Galfunt* 12/ 1/ 2010 1/ 1/ 2011 4 12/ 16/ 2010 12/ 23/ 2010 

138 All American Heating and 12/ 1/ 2010 1/ 1/ 2011 21 12/ 16/ 2010 12/ 23/ 2010 
AC* 

139 Allied Pilots Association 11/ 29/ 2010 1/ 1/ 2011 678 12/ 13/ 2010 12/ 23/ 2010 

140 
Amherst Central School 

11/ 30/ 2010 9/ 1/ 2011 53 12/ 16/ 2010 12/ 23/ 2010 
District* 
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141 
AristaCare at Meadow 

12/ 1/ 2010 1/ 1/ 2011 115 12/ 16/ 2010 12/ 23/ 2010 
Springs* 

142 Arthur Sanderson& Sons* 12/ 1/ 2010 1/ 1/ 2011 15 12/ 16/ 2010 12/ 23/ 2010 

Associated General 
143 Contractors of N D 11/ 29/ 2010 1/ 1/ 2011 1,002 12/ 13/ 2010 12/ 23/ 2010 

Employees* 

144 Autistic Service, Inc.* 12/ 1/ 2010 1/ 1/ 2011 217 12/ 1/ 2010 12/ 23/ 2010 

145 Bartech Group 11/ 22/ 2010 4/ 1/ 2011 1, 189 12/ 17/ 2010 12/ 23/ 2010 

146 Bast Fuel Cell, Inc.* 12/ 1/ 2010 1/ 1/ 2011 40 12/ 16/ 2010 12/ 23/ 2010 

147 Battery Park City Authority* 12/ 1/ 2010 1/ 1/ 2011 44 12/ 16/ 2010 12/ 23/ 2010 

148 
Battery Park City 

12/ 1/ 2010 1/ 1/ 2011 55 12/ 16/ 2010 12/ 23/ 2010 
Conservancy* 

149 Benefit Analysis Inc.* 12/ 1/ 2010 1/ 1/ 2011 17 12/ 16/ 2010 12/ 23/ 2010 

150 Blaze SSI* 12/ 1/ 2010 1/ 1/ 2011 10 12/ 16/ 2010 12/ 23/ 2010 

151 Blue Beacon 12/ 17/ 2010 1/ 1/ 2011 2,500 12/ 17/ 2010 12/ 23/ 2010 

Board of Trustees for the 
152 Operating Engineers Local 11/ 30/ 2010 1/ 1/ 2011 4 ,465 12/ 23/ 2010 12/ 23/ 2010 

101 Health and Welfare Fund 

153 Business Wire* 12/ 1/ 2010 1/ 1/ 2011 440 12/ 15/ 2010 12/ 23/ 2010 

154 Cargo Ventures* 12/ 1/ 2010 1/ 1/ 2011 2 12/ 16/ 2010 12/ 23/ 2010 

155 Carnegie Corporation of NY* 12/ 1/ 2010 1/ 1/ 2011 33 12/ 16/ 2010 12/ 23/ 2010 

156 Carpenters Local No. 491 12/ 17/ 2010 1/ 1/ 2011 1,200 12/ 20/ 2010 12/ 23/ 2010 
Health & Welfare Plan 

157 
Central Laborers' Welfare 

12/ 2/ 2010 1/ 1/ 2011 1,863 12/ 20/ 2010 12/ 23/ 2010 
Fund 

Central States, Southeast 
158 and Southwest Areas Health 11/ 30/ 2010 9/ 1/ 2011 326 12/ 13/ 2010 12/ 23/ 2010 

and Welfare Fund 

159 City of Cottage Grove* 9/ 1/ 2010 1/ 1/ 2011 90 12/ 2/ 2010 12/ 23/ 2010 

160 City of Inver Grove Heights* 11/ 23/ 2010 1/ 1/ 2011 130 12/ 13/ 2010 12/ 23/ 2010 
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161 City Of Roseville MN* 12/ 1/ 2010 1/ 1/ 2011 210 12/ 21/ 2010 12/ 23/ 2010 

162 Clinton Management* 12/ 1/ 2010 1/ 1/ 2011 7 12/ 16/ 2010 12/ 23/ 2010 

163 Cloquet Area Fire 
12/ 1/ 2010 1/ 1/ 2011 22 12/ 15/ 2010 12/ 23/ 2010 Department* 

164 Cohen Partners* 12/ 1/ 2010 1/ 1/ 2011 5 12/ 16/ 2010 12/ 23/ 2010 

165 Community Bank of Bergen 
12/ 1/ 2010 1/ 1/ 2011 8 12/ 16/ 2010 12/ 23/ 2010 

County* 

166 Community Mainstreaming* 12/ 1/ 2010 1/ 1/ 2011 92 12/ 16/ 2010 12/ 23/ 2010 

167 Contract Cleaners Service 
11/ 18/ 2010 1/ 1/ 2011 1/772 12/ 13/ 2010 12/ 23/ 2010 

Employees Benefit Trust 

168 Cornerstone Search Group* 12/ 1/ 2010 1/ 1/ 2011 5 12/ 16/ 2010 12/ 23/ 2010 

169 D & D Ag Supply and 
11/ 30/ 2010 1/ 1/ 2011 8 12/ 16/ 2010 12/ 23/ 2010 

Construction, Inc.* 

170 Dial Senior Management, Inc 11/ 30/ 2010 1/ 1/ 2011 127 12/ 21/ 2010 12/ 23/ 2010 

171 Douglaston Development* 12/ 1/ 2010 1/ 1/ 2011 13 12/ 16/ 2010 12/ 23/ 2010 

172 Dr. Margaret Andrin, MD 
12/ 1/ 2010 1/ 1/ 2011 4 12/ 16/ 2010 12/ 23/ 2010 

FACOG LLC* 

173 Dynasil Corporation* 12/ 1/ 2010 1/ 1/ 2011 16 12/ 16/ 2010 12/ 23/ 2010 

174 Echo Molding* 12/ 1/ 2010 1/ 1/ 2011 29 12/ 16/ 2010 12/ 23/ 2010 

175 Eighth District Electrical 
11/ 16/ 2010 1/ 1/ 2011 137 12/ 13/ 2010 12/ 23/ 2010 

Benefit Fund 

176 
Electrical Workers Health 

11/ 30/ 2010 1/ 1/ 2011 11994 12/ 15/ 2010 12/ 23/ 2010 and Welfare Fund 

177 Enterprise Concrete 
12/ 1/ 2010 1/ 1/ 2011 82 12/ 22/ 2010 12/ 23/ 2010 

Products, LLC Texas 

178 Epilepsy Foundation* 12/ 1/ 2010 1/ 1/ 2011 336 12/ 16/ 2010 12/ 23/ 2010 

179 
Epilepsy Foundation 

12/ 2/ 2010 1/ 1/ 2011 19 12/ 16/ 2010 12/ 23/ 2010 
Northeastern New York* 

180 Evans Chemetics* 12/ 1/ 2010 1/ 1/ 2011 179 12/ 16/ 2010 12/ 23/ 2010 

181 Excellus Health Plan 11/ 30/ 2010 1/ 1/ 2011 18/860 12/ 22/ 2010 12/ 23/ 2010 
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182 
Fairport Central School 

11/ 30/ 2010 1/ 1/ 2011 848 12/ 1/ 2010 12/ 23/ 2010 
District* 

183 
Goodwill Industries of 

10/ 21/ 2010 1/ 1/ 2011 90 12/ 23/ 2010 12/ 23/ 2010 
Central Indiana 

184 Gregory Packaging* 12/ 1/ 2010 1/ 1/ 2011 40 12/ 16/ 2010 12/ 23/ 2010 

185 Gulf Coast Health Care 12/ 1/ 2010 12/ 1/ 2010 2/497 12/ 16/ 2010 12/ 23/ 2010 

186 
Handcraft Manufacturing 

12/ 1/ 2010 1/ 1/ 2011 48 12/ 16/ 2010 12/ 23/ 2010 
Corporation* 

187 
Haver Analytics Health 

12/ 1/ 2010 1/ 1/ 2011 102 12/ 16/ 2010 12/ 23/ 2010 
Waiver* 

188 
Health Care Employees 

11/ 30/ 2010 1/ 1/ 2011 744 12/ 16/ 2010 12/ 23/ 2010 Dental and Medical Trust 

189 Hiawatha Medical, Inc.* 12/ 2/ 2010 1/ 1/ 2011 17 12/ 16/ 2010 12/ 23/ 2010 

190 
Highfield Gardens Care 

12/ 1/ 2010 1/ 1/ 2011 so 12/ 16/ 2010 12/ 23/ 2010 
Center* 

191 Hirsch International* 12/ 1/ 2010 1/ 1/ 2011 38 12/ 16/ 2010 12/ 23/ 2010 

Hotel, Restaurant & Bar 
192 Employees Health and 11/ 30/ 2010 1/ 1/ 2011 98 12/ 15/ 2010 12/ 23/ 2010 

Welfare Fund 

193 Hypex Inc.* 12/ 1/ 2010 1/ 1/ 2011 1 12/ 16/ 2010 12/ 23/ 2010 

194 
IBEW Local Union No. 126 

12/ 1/ 2010 1/ 1/ 2011 3/251 12/ 23/ 2010 12/ 23/ 2010 Health and Welfare Fund 

International Union of 

195 
Operating Engineers, 

11/ 16/ 2010 1/ 1/ 2011 59 12/ 15/ 2010 12/ 23/ 2010 
Supplemental Benefit Fund 
Local 409* 

196 Interstate Connecting 12/ 1/ 2010 1/ 1/ 2011 78 12/ 16/ 2010 12/ 23/ 2010 
Components* 

197 
Jacobson Family 

12/ 1/ 2010 1/ 1/ 2011 7 12/ 16/ 2010 12/ 23/ 2010 
Investments* 

198 J-B Wholesale Pet Supplies* 12/ 1/ 2010 1/ 1/ 2011 19 12/ 16/ 2010 12/ 23/ 2010 

199 JKL International* 12/ 1/ 2010 1/ 1/ 2011 9 12/ 16/ 2010 12/ 23/ 2010 

200 
Jump, Scutellaro, and Co., 

12/ 1/ 2010 1/ 1/ 2011 6 12/ 16/ 2010 12/ 23/ 2010 
LLP* 

201 
KC International dba Ekman 

12/ 1/ 2010 1/ 1/ 2011 36 12/ 16/ 2010 12/ 23/ 2010 
Recycling* 
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202 Kerwin Communications* 12/ 1/ 2010 1/ 1/ 2011 14 12/ 16/ 2010 12/ 23/ 2010 

203 
Kingstown Capital 

12/ 1/ 2010 1/ 1/ 2011 5 12/ 16/ 2010 12/ 23/ 2010 
Management* 

204 Koellman Gear Corporation* 12/ 1/ 2010 1/ 1/ 2011 7 12/ 16/ 2010 12/ 23/ 2010 

205 Kramer Electronics* 12/ 1/ 2010 1/ 1/ 2011 2 12/ 16/ 2010 12/ 23/ 2010 

206 
Lakeview Subacute Care 

12/ 1/ 2010 1/ 1/ 2011 61 12/ 16/ 2010 12/ 23/ 2010 
Center* 

207 
Langan Engineering and 

12/ 1/ 2010 1/ 1/ 2011 51 12/ 16/ 2010 12/ 23/ 2010 
Financial Services, Inc.* 

208 LBDD* 12/ 1/ 2010 1/ 1/ 2011 5 12/ 16/ 2010 12/ 23/ 2010 

209 League of Minnesota Cities* 11/ 30/ 2010 1/ 1/ 2011 70 12/ 15/ 2010 12/ 23/ 2010 

210 
Leisure Properties LLC 

11/ 30/ 2010 6/ 1/ 2011 158 12/ 17/ 2010 12/ 23/ 2010 
d/b/a/ Crownline Boats* 

211 
liberty House Nursing 

12/ 1/ 2010 1/ 1/ 2011 15 12/ 16/ 2010 12/ 23/ 2010 
Home* 

212 Lifetime Assistance, Inc* 12/ 1/ 2010 7/ 15/ 2011 1/344 12/ 20/ 2010 12/ 23/ 2010 

213 lincoln Hall* 12/ 1/ 2010 1/ 1/ 2011 296 12/ 16/ 2010 12/ 23/ 2010 

214 Local 888 UFCW 11/ 30/ 2010 1/ 1/ 2011 4 1004 12/ 21/ 2010 12/ 23/ 2010 

215 
Maharishi University of 

10/ 26/ 2010 1/ 1/ 2011 154 12/ 16/ 2010 12/ 23/ 2010 
Management 

216 
Mamiya America 

12/ 1/ 2010 1/ 1/ 2011 26 12/ 16/ 2010 12/ 23/ 2010 
Corporation* 

217 
Mandt Reiss & Associates 

11/ 20/ 2010 1/ 1/ 2011 4 12/ 10/ 2010 12/ 23/ 2010 
PLLC 

218 
Margaret P. Muscarelle Child 

12/ 1/ 2010 1/ 1/ 2011 13 12/ 16/ 2010 12/ 23/ 2010 
Dev. Center* 

219 Merrill Farms LLC 11/ 19/ 2010 1/ 1/ 2011 35 12/ 16/ 2010 12/ 23/ 2010 

220 Micelli Motors, Inc.* 12/ 1/ 2010 1/ 1/ 2011 6 12/ 16/ 2010 12/ 23/ 2010 

221 Midwest Asphalt Corporation 11/ 19/ 2010 1/ 1/ 2011 53 12/ 16/ 2010 12/ 23/ 2010 
* 

222 Midwest Teamsters 12/ 1/ 2010 1/ 1/ 2011 11 315 12/ 13/ 2010 12/ 23/ 2010 
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223 Monroe County* 12/ 1/ 2010 1/ 1/ 2011 719 12/ 14/ 2010 12/ 23/ 2010 

224 
Nassau County Chapter, 

11/ 30/ 2010 1/ 1/ 2011 1,581 12/ 13/ 2010 12/ 23/ 2010 
NYSARC, Inc* 

225 NCHC, Inc.* 12/ 1/ 2010 1/ 1/ 2011 15 12/ 16/ 2010 12/ 23/ 2010 

New York State Assn. for 

226 
Retarded Children Erie Co. 

11/ 29/ 2010 2/ 1/ 2011 1, 125 12/ 16/ 2010 12/ 23/ 2010 
Chapter dba/Heritage 
Centers* 

227 Nl Society of CPAs* 12/ 1/ 2010 1/ 1/ 2011 74 12/ 16/ 2010 12/ 23/ 2010 

228 North Greece Fire District* 11/ 18/ 2010 1/ 1/ 2011 110 12/ 13/ 2010 12/ 23/ 2010 

Northern Minnesota-
229 Wisconsin Area Retail Food 11/ 30/ 2010 1/ 1/ 2011 3, 100 12/ 17/ 2010 12/ 23/ 2010 

Health & Welfare Fund 

230 
Ogontz Avenue Revitalization 

12/ 1/ 2010 1/ 1/ 2011 32 12/ 16/ 2010 12/ 23/ 2010 
Corporation* 

231 Parkview Care and Rehab* 12/ 1/ 2010 1/ 1/ 2011 18 12/ 16/ 2010 12/ 23/ 2010 

232 PCB Machining Solutions* 11/ 30/ 2010 1/ 1/ 2011 60 12/ 13/ 2010 12/ 23/ 2010 

233 PCB Piezotronics* 11/ 30/ 2010 1/ 1/ 2011 700 12/ 13/ 2010 12/ 23/ 2010 

234 
Philadelphia Macaroni 

12/ 1/ 2010 1/ 1/ 2011 4 12/ 16/ 2010 12/ 23/ 2010 
Company* 

235 Phoenix Partners Group, LP* 12/ 1/ 2010 1/ 1/ 2011 2 12/ 16/ 2010 12/ 23/ 2010 

236 Privilege Underwriters, Inc.* 12/ 1/ 2010 1/ 1/ 2011 75 12/ 16/ 2010 12/ 23/ 2010 

237 Progressive AE* 12/ 1/ 2010 1/ 1/ 2011 81 12/ 13/ 2010 12/ 23/ 2010 

238 
Quadrant Capital Advisors, 

12/ 1/ 2010 1/ 1/ 2011 19 12/ 16/ 2010 12/ 23/ 2010 
Inc.* 

239 
Regency Management Group, 

12/ 1/ 2010 1/ 1/ 2011 8 12/ 16/ 2010 12/ 23/ 2010 
LLC* 

240 Rhoads Industries* 12/ 1/ 2010 1/ 1/ 2011 71 12/ 16/ 2010 12/ 23/ 2010 

241 
Roofers Local #96 Health & 

12/ 16/ 2010 12/ 1/ 2010 2,838 12/ 20/ 2010 12/ 23/ 2010 
Welfare Fund 

242 Rowe and Company, Inc.* 12/ 1/ 2010 1/ 1/ 2011 5 12/ 16/ 2010 12/ 23/ 2010 

2163



243 
Rush-Henrietta Central 

11/ 30/ 2010 7/ 1/ 2011 1,327 12/ 21/ 2010 12/ 23/ 2010 
School District HRA* 

Security Benefit Fund of the 
244 Uniformed Firefighters 12/ 14/ 2010 7/ 1/ 2011 23,900 12/ 14/ 2010 12/ 23/ 2010 

Association of New York City 

245 
SEIU Health and Welfare 

12/ 1/ 2010 12/ 1/ 2010 161 12/ 1/ 2010 12/ 23/ 2010 
fund, 2000 

246 Seneca Cayuga ARC* 11/ 24/2010 1/ 1/ 2011 1, 187 12/ 13/ 2010 12/ 23/ 2010 

247 
Service Employees 32BJ 

12/ 1/ 2010 1/ 1/ 2011 7,020 12/ 23/ 2010 12/ 23/ 2010 
North Health Benefit Fund* 

248 Sierra Video Systems* 12/ 1/ 2010 1/ 1/ 2011 6 12/ 16/ 2010 12/ 23/ 2010 

249 SMEG* 12/ 1/ 2010 1/ 1/ 2011 2 12/ 16/ 2010 12/ 23/ 2010 

250 Strategic Industries* 12/ 1/ 2010 1/ 1/ 2011 6 12/ 16/ 2010 12/ 23/ 2010 

251 
Superior Officers Council 

11/ 30/ 2010 1/ 1/ 2011 8 ,950 12/ 13/ 2010 12/ 23/ 2010 Health and Welfare Fund 

252 
Teamsters Local Union 966 

11/ 30/ 2010 1/ 1/ 2011 1,519 12/ 13/ 2010 12/ 23/ 2010 
Health Fund 

253 Techno Source USA* 12/ 1/ 2010 1/ 1/ 2011 16 12/ 16/ 2010 12/ 23/ 2010 

254 
The Alternative Living Group, 

12/ 1/ 2010 1/ 1/ 2011 170 12/ 16/ 2010 12/ 23/ 2010 
Inc.* 

The Arc of Otsego {Otsego 
255 County Chapter NYSARC, 11/ 22/ 2010 1/ 1/ 2011 535 12/ 17/ 2010 12/ 23/ 2010 

Inc.)* 

256 
The Arc of Rensselaer 

12/ 13/ 2010 1/ 1/ 2011 825 12/ 14/ 2010 12/ 23/ 2010 County* 

257 The City of Cloquet* 12/ 1/ 2010 1/ 1/ 2011 79 12/ 15/ 2010 12/ 23/ 2010 

258 The Henry Luce Foundation* 12/ 1/ 2010 1/ 1/ 2011 13 12/ 16/ 2010 12/ 23/ 2010 

259 
The Maritime Aquarium of 

12/ 1/ 2010 1/ 1/ 2011 39 12/ 16/ 2010 12/ 23/ 2010 
Norwalk, Inc.* 

260 The Pew Charitable Trusts* 12/ 1/ 2010 1/ 1/ 2011 238 12/ 16/ 2010 12/ 23/ 2010 

261 The Rehabilitation Center* 12/ 6/ 2010 1/ 1/ 2011 442 12/ 23/ 2010 12/ 23/ 2010 

262 
The Robert Wood Johnson 

12/ 1/ 2010 1/ 1/ 2011 223 12/ 16/ 2010 12/ 23/ 2010 
Foundation* 
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263 Topco* 12/ 1/ 2010 1/ 1/ 2011 24 12/ 16/ 2010 12/ 23/ 2010 

264 Totino Grace High School* 11/ 30/ 2010 1/ 1/ 2011 94 12/ 17/ 2010 12/ 23/ 2010 

265 Urstadt Biddle Properties* 12/ 1/ 2010 1/ 1/ 2011 34 12/ 16/ 2010 12/ 23/ 2010 

266 W .H. Reaves & Co., Inc.* 12/ 1/ 2010 1/ 1/ 2011 27 12/ 16/ 2010 12/ 23/ 2010 

267 
Walder, Hayden & Brogan, 

12/ 1/ 2010 1/ 1/ 2011 37 12/ 16/ 2010 12/ 23/ 2010 
PA* 

268 
Walters-Morgan 

12/ 6/ 2010 1/ 1/ 2011 26 12/ 23/ 2010 12/ 23/ 2010 
Construction, Inc. 

269 Wellspring Advisors* 12/ 1/ 2010 1/ 1/ 2011 27 12/ 16/ 2010 12/ 23/ 2010 

270 
West Bergen Mental 

12/ 1/ 2010 1/ 1/ 2011 110 12/ 16/ 2010 12/ 23/ 2010 
Healthcare* 

271 Westchester ARC* 12/ 1/ 2010 1/ 1/ 2011 613 12/ 16/ 2010 12/ 23/ 2010 

272 Westchester JCS* 12/ 1/ 2010 1/ 1/ 2011 274 12/ 16/ 2010 12/ 23/ 2010 

273 Western Beef* 12/ 1/ 2010 1/ 1/ 2011 815 12/ 16/ 2010 12/ 23/ 2010 

274 Hollow Metal Trust Fund 10/ 29/ 2010 1/ 1/ 2011 2,250 12/ 9/ 2010 12/ 21/ 2010 

275 
Theatrical Teamsters Local 

11/ 29/ 2010 1/ 1/ 2011 487 11/ 29/ 2010 12/ 21/ 2010 817 IBT Welfare Fund 

276 
Vestal Manufacturing 

11/ 24/ 2010 1/ 1/ 2011 174 11/ 22/ 2010 12/ 21/ 2010 
Enterprises, Inc. 

277 AccessAbitity, Inc. 11/ 29/ 2010 1/ 1/ 2011 25 12/ 14/ 2010 12/ 20/ 2010 

278 
Ackerman Oil Employee 

11/ 5/ 2010 1/ 1/ 2011 47 12/ 10/ 2010 12/ 20/ 2010 
Benefit Trust 

Albany County Chapter, 
279 NYSARC Inc., DBA New 11/ 22/ 2010 1/ 1/ 2011 453 12/ 16/ 2010 12/ 20/ 2010 

Visions of Albany* 

280 American Eagle Outfitters 11/ 16/ 2010 3/ 1/ 2011 9 11/ 26/ 2010 12/ 20/ 2010 

281 Basin Disposal 11/ 24/ 2010 1/ 1/ 2011 9 12/ 8/ 2010 12/ 20/ 2010 

282 Bengard Ranch, Inc. 11/ 23/ 2010 1/ 1/ 2011 609 12/ 9/ 2010 12/ 20/ 2010 
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283 Bestway Rental, Inc 10/ 28/ 2010 8/ 1/ 2011 202 11/ 26/ 2010 12/ 20/ 2010 

284 Big Lots, Inc. 11/ 11/ 2010 2/ 1/ 2011 35 12/1/ 2010 12/ 20/ 2010 

285 Byrd Harvest, Inc. 11/ 12/ 2010 1/ 1/ 2011 484 11/ 23/ 2010 12/ 20/ 2010 

286 
Cardinal Hayes Home for 

11/ 30/ 2010 1/ 1/ 2011 284 11/ 30/ 2010 12/ 20/ 2010 
Children HRA plan* 

287 
CDS Administrative Services, 

11/ 30/ 2010 1/ 1/ 2011 8 11/ 30/ 2010 12/ 20/ 2010 
LLC 

288 
Center for Energy and 

11/ 30/2010 1/ 1/ 2011 105 12/ 13/ 2010 12/ 20/ 2010 
Environment* 

289 City of Brooklyn Park* 11/ 18/ 2010 1/ 1/ 2011 372 12/ 15/ 2010 12/ 20/ 2010 

290 
D'Arrigo Bros. Co. of 

11/ 12/ 2010 1/ 1/ 2011 3,816 11/ 19/ 2010 12/ 20/ 2010 
California 

291 Defender Services, Inc. 11/ 30/ 2010 1/ 1/ 2011 289 12/ 13/ 2010 12/ 20/ 2010 

292 DineEquity, Inc 11/ 15/ 2010 1/ 1/ 2011 131 12/ 1/ 2010 12/ 20/ 2010 

293 Green Leaf Distributors, Inc. 11/ 22/ 2010 1/ 1/ 2011 27 11/ 22/ 2010 12/ 20/ 2010 

294 
IBEW Local Union No. 728 

11/ 29/ 2010 1/ 1/ 2011 31 12/ 15/ 2010 12/ 20/ 2010 
Family Healthcare Plan 

295 Joseph Gallo Farms 11/ 15/ 2010 1/ 1/ 2011 345 11/ 26/ 2010 12/ 20/ 2010 

296 Life Benefit Plan 11/ 24/ 2010 1/ 1/ 2011 3,476 12/ 13/ 2010 12/ 20/ 2010 

297 
Luther Automotive Group 

11/ 22/ 2010 1/ 1/ 2011 660 12/9/ 2010 12/ 20/ 2010 
HRA* 

298 Metrics Inc. 11/ 30/ 2010 1/ 1/ 2011 231 11/ 30/ 2010 12/ 20/ 2010 

299 
Nueces County Appraisal 

11/ 23/ 2010 1/ 1/ 2011 77 12/ 8/ 2010 12/ 20/ 2010 
District 

300 Ocean Properties Ltd 11/ 23/ 2010 2/ 1/ 2011 750 12/ 8/ 2010 12/ 20/ 2010 

301 P-R Farms, Inc. 11/ 22/2010 1/ 1/ 2011 128 12/ 15/ 2010 12/ 20/ 2010 

302 SEIU Health & Welfare Fund 11/ 30/ 2010 1/ 1/ 2011 1,620 12/ 13/ 2010 12/ 20/ 2010 

303 
Sports Arena Employees' 

11/ 22/ 2010 1/ 1/ 2011 611 12/ 13/ 2010 12/ 20/ 2010 
Local 137 Welfare Fund 
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304 Staywell Saipan Basic Plan 11/ 28/ 2010 1/ 1/ 2011 113 12/ 8/ 2010 12/ 20/ 2010 

Truck Drivers and Helpers 
305 local 355 Health and Welfare 11/ 30/ 2010 1/ 1/ 2011 905 12/ 13/ 2010 12/ 20/ 2010 

Fund 

Communications Workers of 
306 America, local 1180 Security 11/ 24/2010 1/ 1/ 2011 19,000 12/ 8/ 2010 12/ 17/ 2010 

Benefits Fund 

Health and Welfare Fund of 

307 
the Detectives' Endowment 

11/ 22/2010 1/ 1/ 2011 17,924 11/ 22/ 2010 12/ 17/ 2010 
Association, Inc. Police 
Department City of New York 

308 
Man-U Service Contract 

11/ 30/ 2010 1/ 1/ 2011 760 12/ 14/ 2010 12/ 17/ 2010 
Health and Welfare Fund 

309 Paschall Truck lines, Inc. 11/ 30/ 2010 1/ 1/ 2011 54 12/ 13/ 2010 12/ 17/ 2010 

SEIU local 300, Civil Service 
310 Forum Employees Welfare 11/ 22/ 2010 1/ 1/ 2011 2,000 12/ 9/ 2010 12/ 17/ 2010 

Fund 

311 Electrical Welfare Trust Fund 11/ 4/ 2010 1/ 1/ 2011 78 12/ 7/ 2010 12/ 16/ 2010 

Highmark West Virginia Inc. 
312 d/b/a Mountain State Blue 11/ 15/ 2010 1/ 1/ 2011 270 12/ 16/ 2010 12/ 16/ 2010 

Cross Blue Shield 

313 
Advocacy and Resource 

11/ 30/2010 1/ 1/ 2011 1, 134 11/ 30/ 2010 12/ 14/ 2010 
Center* 

Amalgamated, Industrial and 

314 
Toy & Novelty Workers of 

10/ 21/ 2010 1/ 1/ 2011 2,255 11/ 16/ 2010 12/ 14/ 2010 
America, local 223 Sick 
Benefit Fund 

Atlanta Plumbers & 
315 Steamfitters Fringe Benefit 11/ 9/ 2010 1/ 1/ 2011 7,235 12/ 8/ 2010 12/ 14/ 2010 

Funds 

316 
Aurora Consulting Group, 

11/ 18/ 2010 1/ 1/ 2011 27 12/1/ 2010 12/ 14/ 2010 
Inc.* 

317 Brock Enterprises, Inc. 11/ 5/ 2010 3/ 1/ 2011 1,051 11/ 5/ 2010 12/ 14/ 2010 

Central Texas Health and 
318 Benefit Trust Fund locals 11/ 10/ 2010 1/ 1/ 2011 500 12/7/ 2010 12/ 14/ 2010 

520, 60 & 72 

Electricians Health, Welfare 
319 & Pension Plans I.B.E.W. 11/ 15/ 2010 1/ 1/ 2011 980 12/ 1/ 2010 12/ 14/ 2010 

local Union No. 995 

Essex County Chapter 
320 NYSARC, Inc. dba Mountain 11/ 17/ 2010 1/ 1/ 2011 1,543 12/ 3/ 2010 12/ 14/ 2010 

lake Services* 
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321 
Executive Management 

11/ 18/ 2010 8/ 1/ 2011 161 12/ 3/ 2010 12/ 14/ 2010 
Services, Inc. 

322 Florida Laborers Health Fund 11/ 2/ 2010 1/ 1/ 2011 1,700 11/ 24/ 2010 12/ 14/ 2010 

323 
Fulton County Chapter 

11/ 30/ 2010 1/ 1/ 2011 1,387 11/ 30/ 2010 12/ 14/ 2010 NYSARC, Inc.* 

324 General Parts, LLC* 11/ 30/ 2010 1/ 1/ 2011 150 11/ 30/ 2010 12/ 14/ 2010 

325 Greystone program, Inc* 11/ 24/ 2010 1/ 1/ 2011 240 11/ 24/ 2010 12/ 14/ 2010 

326 Hacienda Harvesting, Inc. 11/ 10/ 2010 1/ 1/ 2011 118 12/ 9/ 2010 12/ 14/ 2010 

IBEW Local No. 640 and 
327 Arizona Chapter NECA Health 11/ 24/ 2010 1/ 1/ 2011 263 12/ 8/ 2010 12/ 14/ 2010 

& Welfare Trust Fund 
-

328 
Lone Star Park at Grand 

11/ 5/ 2010 1/ 1/ 2011 65 12/ 8/ 2010 12/ 14/ 2010 
Prairie 

329 
Louisiana Electrical Health 

11/ 9/ 2010 1/ 1/ 2011 415 12/ 8/ 2010 12/ 14/ 2010 Fund 

330 
Maverick, Inc. Employee 

10/ 26/ 2010 1/ 1/ 2011 794 12/ 6/ 2010 12/ 14/ 2010 
Health Care Benefits Plan 

331 
Memphis Construction 

11/ 9/ 2010 1/ 1/ 2011 507 12/ 8/ 2010 12/ 14/ 2010 
Benefit Fund 

Mid-South Carpenters 
332 Regional Council Health and 11/ 9/ 2010 1/ 1/ 2011 5,465 12/ 8/ 2010 12/ 14/ 2010 

Welfare Fund 

333 Mountain Lake Services 11/ 17/ 2010 1/ 1/ 2011 1,543 11/ 17/ 2010 12/ 14/ 2010 

334 
NECA-IBEW Local 480 Health 

11/ 15/ 2010 1/ 1/ 2011 1,698 11/ 22/ 2010 12/ 14/ 2010 and Welfare Plan 

Plumbers and Pipefitters 
335 Welfare Fund of Local Union 11/ 19/ 2010 1/ 1/ 2011 480 11/ 29/ 2010 12/ 14/ 2010 

No. 719 

Retiree Plan of the Central 

336 
States, Southeast and 

10/ 22/ 2010 1/ 1/ 2011 17,440 11/ 23/ 2010 12/ 14/ 2010 
Southwest Areas Health and 
Welfare Fund 

337 
Richmond Community 

11/ 24/ 2010 1/ 1/ 2011 815 11/ 24/ 2010 12/ 14/ 2010 
Services* 

Sheet Metal Workers Local 
338 No. 177 Health and Welfare, 11/ 9/ 2010 1/ 1/ 2011 965 12/ 8/ 2010 12/ 14/ 2010 

Pension and Vacation Funds 

339 
Sheet Metal Workers' 

11/ 9/ 2010 1/ 1/ 2011 4 ,500 12/ 8/ 2010 12/ 14/ 2010 
NationaiHeatthFund 
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340 
South Central Laborers' 

11/ 9/ 2010 1/ 1/ 2011 330 12/ 8/ 2010 12/ 14/ 2010 
Health & Welfare Fund 

341 
Southeastern Pipetrades 

11/ 9/ 2010 1/ 1/ 2011 2,270 12/ 8/ 2010 12/ 14/ 2010 Health & Welfare Fund 

Telamon Corporation Health 
342 Reimbursement 11/ 12/ 2010 4/ 1/ 2011 596 11/ 12/ 2010 12/ 14/ 2010 

Arrangement* 

343 
The ARC of Delaware 

11/ 18/ 2010 12/ 1/ 2010 404 12/ 1/ 2010 12/ 14/ 2010 
County* 

UFCW Local 1262 and 
344 Employers Health & Welfare 10/ 29/ 2010 12/ 1/ 2010 3,028 12/ 6/ 2010 12/ 14/ 2010 

Fund 
-

345 
United Cerebral Palsy of 

11/ 29/ 2010 1/ 1/ 2011 200 11/ 29/ 2010 12/ 14/ 2010 
Ulster County, Inc* 

346 
Vincent B Zaninovich & Sons, 

11/ 17/ 2010 1/ 1/ 2011 2,288 11/ 17/ 2010 12/ 14/ 2010 Inc. 

347 
Wayne ARC Standalone HRA 

11/ 23/ 2010 1/ 1/ 2011 1, 153 11/ 23/ 2010 12/ 14/ 2010 
Section 105 Plan* 

348 Wildwood Program* 11/ 29/ 2010 1/ 1/ 2011 480 11/ 29/ 2010 12/ 14/ 2010 

349 Allied Welfare Fund 11/ 8/ 2010 1/ 1/ 2011 2,523 11/ 8/ 2010 12/ 13/ 2010 

Becker County Post-
350 Retirement Health Care 11/ 24/ 2010 1/ 1/ 2011 180 11/ 24/ 2010 12/ 13/ 2010 

Savings Plan* 

351 Becker County VEBA* 11/ 24/ 2010 1/ 1/ 2011 85 11/ 24/ 2010 12/ 13/ 2010 

352 FIDUCIA* 11/ 30/ 2010 1/ 1/ 2011 2 11/ 30/ 2010 12/ 13/ 2010 

353 Triple-S Salud, Inc. 10/9/ 2010 10/ 1/ 2010 14,769 11/ 24/ 2010 12/ 13/ 2010 

354 B. R. Company 11/ 10/ 2010 1/ 1/ 2011 9 11/ 10/ 2010 12/ 9/ 2010 

355 Britz Companies, ET AL 11/ 4/ 2010 2/ 1/ 2011 531 11/ 4/ 2010 12/ 9/ 2010 

356 
Century Health and Wellness 

11/ 11/ 2010 1/ 1/ 2011 524 12/ 2/ 2010 12/ 9/ 2010 
Benefit Plan and Trust 

357 EBSA Foundation 11/ 11/ 2010 1/ 1/ 2011 220 12/ 2/ 2010 12/ 9/ 2010 

358 Encore Enterprises 11/ 18/ 2010 1/ 1/ 2011 29 12/ 2/ 2010 12/ 9/ 2010 

359 Faurecia USA Holdings 10/ 13/ 2010 1/ 1/ 2011 2 11/ 23/ 2010 12/ 9/ 2010 
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360 
Goodwill Industries of 

10/ 29/ 2010 12/ 1/ 2010 43 12/ 3/ 2010 12/ 9/ 2010 
Kentucky, Inc. 

361 
Minnesota Cement Masons 

11/ 2/ 2010 1/ 1/ 2011 2,000 11/ 19/ 2010 12/ 9/ 2010 Health and Welfare Fund 

Plumbers local Union No. 
362 690 of Philadelphia and 11/ 3/ 2010 1/ 1/ 2011 4 ,006 11/ 3/ 2010 12/ 9/ 2010 

Vicinity Health Plan 

363 Robert Heath Trucking Inc 10/ 7/ 2010 1/ 1/ 2011 100 11/ 18/2010 12/ 9/ 2010 

364 
Securitas Security Services 

10/ 19/ 2010 1/ 1/ 2011 4 ,528 12/ 2/ 2010 12/ 9/ 2010 
USA, Inc. 

365 Sunwest Fruit Company, Inc 11/ 4/ 2010 2/ 1/ 2011 236 11/ 4/ 2010 12/ 9/ 2010 

366 The louis Berger Group, Inc. 11/ 19/ 2010 1/ 1/ 2011 311 12/ 1/ 2010 12/ 9/ 2010 

United Food & Commercial 

367 Workers Unions and 10/ 28/ 2010 12/ 1/ 2010 821 12/ 3/ 2010 12/ 9/ 2010 
Employers Midwest Health 
Benefits Fund 

368 WD Young& Sons, Inc. 11/ 3/ 2010 1/ 1/ 2011 288 11/ 16/ 2010 12/ 9/ 2010 

369 Atlantis Casino Resort Spa 11/ 4/ 2010 2/ 1/ 2011 16 11/ 22/ 2010 12/ 7/ 2010 

United Food and Commercial 
370 Workers and Employers 11/ 11/ 2010 1/ 1/ 2011 516 11/ 27/ 2010 12/ 7/ 2010 

Arizona 

371 Act Trust Mi ni-Med Plan 11/ 11/ 2010 1/ 1/ 2011 67 11/ 19/ 2010 12/ 6/ 2010 

372 Allen's Family Food 10/ 25/ 2010 1/ 1/ 2011 885 11/ 17/ 2010 12/ 6/ 2010 

373 Anderson Media Corporation 10/ 28/ 2010 7/ 1/ 2011 1,941 11/ 19/ 2010 12/ 6/ 2010 

Blasters, Drillers & 
374 Miners Union local No. 29 11/ 4/ 2010 1/ 1/ 2011 1,000 11/ 22/ 2010 12/ 6/ 2010 

Welfare Fund 

375 Care Initiatives, Inc. 10/ 25/ 2010 8/ 1/ 2011 287 11/ 19/ 2010 12/ 6/ 2010 

Cement and Concrete 
376 Workers District Council 10/ 25/ 2010 1/ 1/ 2011 3,498 11/ 19/ 2010 12/ 6/ 2010 

Welfare Fund Plan 

377 COARC* 11/ 5/ 2010 1/ 1/ 2011 357 11/ 29/ 2010 12/ 6/ 2010 

378 
Construction Workers local 

11/ 15/ 2010 1/ 1/ 2011 2,000 11/ 26/ 2010 12/ 6/ 2010 
147 Welfare Fund 
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379 Crystal Run Healthcare 11/ 1/ 2010 1/ 1/ 2011 315 11/ 23/ 2010 12/ 6/ 2010 

380 
Diamondback Management 

10/ 25/ 2010 1/ 1/ 2011 367 11/ 19/ 2010 12/ 6/ 2010 
Services, L TO 

381 Freeman Metal Products 11/ 15/ 2010 11/ 1/ 2011 33 11/ 24/ 2010 12/ 6/ 2010 

382 Hardwick Clothes, Inc. 11/ 3/ 2010 1/ 1/ 2011 264 11/ 22/ 2010 12/ 6/ 2010 

383 Hronis, Inc. 11/ 9/ 2010 1/ 1/ 2011 1,304 11/ 19/ 2010 12/ 6/ 2010 

International Union of 
384 Bricklayers & Allied 10/ 21/ 2010 1/ 1/ 2011 2,497 11/ 19/ 2010 12/ 6/ 2010 

Craftworkers 

385 
Isaacson Isaacson Seridan & 

11/ 19/ 2010 6/ 1/ 2011 8 11/ 29/ 2010 12/ 6/ 2010 
Fountain, LLP 

386 Katy Industries, Inc. 10/ 28/ 2010 1/ 1/ 2011 191 10/ 28/2010 12/ 6/ 2010 

Landscape, Irrigation 

387 
and Lawn Sprinkler Industry 

11/ 4/ 2010 1/ 1/ 2011 210 11/ 22/ 2010 12/ 6/ 2010 
Health and Welfare Plan and 
Trust 

388 
Local 298 Health 

10/ 29/ 2010 1/ 1/ 2011 273 10/ 29/ 2010 12/ 6/ 2010 
Benefit Fund Plan 

389 
Local 803 Health and Welfare 

10/ 25/ 2010 11/ 1/ 2010 88 11/ 16/ 2010 12/ 6/ 2010 
Fund 

390 
Louisiana Laborers 

11/ 8/ 2010 1/ 1/ 2011 4 ,500 11/ 24/ 2010 12/ 6/ 2010 Health and Welfare Fund 

391 M.A. Mortenson 10/ 12/ 2010 1/ 1/ 2011 332 11/ 26/ 2010 12/ 6/ 2010 

392 Maple Knoll Communities 11/ 19/ 2010 1/ 1/ 2011 348 11/ 29/ 2010 12/ 6/ 2010 

393 Marshall Durbin Food 11/ 11/ 2010 1/ 1/ 2011 45 11/ 29/ 2010 12/ 6/ 2010 
Corporation 

394 
Minnesota Teamsters 

10/ 28/ 2010 12/ 1/ 2010 1,248 10/ 28/2010 12/ 6/ 2010 
Construction Division 

395 Name Brand, Inc. 10/ 18/ 2010 1/ 1/ 2011 33 11/ 23/ 2010 12/ 6/ 2010 

396 
Oklahoma Goodwill 

11/ 17/ 2010 1/ 1/ 2011 83 11/ 17/ 2010 12/ 6/ 2010 
Industries 

397 PepsiCo, Inc 11/ 8/ 2010 1/ 1/ 2011 301 12/ 3/ 2010 12/ 6/ 2010 

398 
Plumbers & Pipefitters 

11/ 9/ 2010 1/ 1/ 2011 285 11/ 18/2010 12/ 6/ 2010 
Local Union 823 Health & 
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Welfare Fund 

Plumbers & Steamfitters 
399 local No. 6 Health and 11/ 4/ 2010 1/ 1/ 2011 875 11/ 22/ 2010 12/ 6/ 2010 

Welfare Fund 

400 Regent Care Center 10/ 29/ 2010 1/ 1/ 2011 432 11/ 17/ 2010 12/ 6/ 2010 

401 Rice Food Markets, Inc. 11/ 1/ 2010 1/ 1/ 2011 202 11/ 18/2010 12/ 6/ 2010 

402 Rice Food Markets, Inc. 11/ 1/ 2010 1/ 1/ 2011 166 11/ 18/2010 12/ 6/ 2010 

403 Ricker Oil Company 11/ 5/ 2010 1/ 1/ 2011 102 11/ 22/ 2010 12/ 6/ 2010 

404 Skilled Health Care 10/ 28/ 2010 1/ 1/ 2011 1,080 11/ 16/ 2010 12/ 6/ 2010 

405 
Southwestern Teamsters 

10/ 29/ 2010 12/ 1/ 2010 589 11/ 23/ 2010 12/ 6/ 2010 
Security Fund 

406 
Teamsters local 

11/ 1/ 2010 1/ 1/ 2011 575 11/ 29/ 2010 12/ 6/ 2010 445 Welfare Plan 

Teamsters local 210 
407 Affiliated Health and 11/ 15/ 2010 1/ 1/ 2011 10,613 11/ 15/ 2010 12/ 6/ 2010 

Insurance Fund 

Teamsters Welfare Fund of 
408 Northern New Jersey local 10/ 22/ 2010 1/ 1/ 2011 1, 154 10/ 29/ 2010 12/ 6/ 2010 

1723 

409 The Durango Herald 10/ 13/ 2010 1/ 1/ 2011 55 11/ 17/ 2010 12/ 6/ 2010 

410 The Talbots, Inc 11/ 15/ 2010 1/ 1/ 2011 22 11/ 22/ 2010 12/ 6/ 2010 

411 Town of Frisco Medical Plan 11/ 1/ 2010 1/ 1/ 2011 8 11/ 1/ 2010 12/ 6/ 2010 

412 Tudor Ranch 11/ 12/ 2010 1/ 1/ 2011 47 11/ 12/ 2010 12/ 6/ 2010 

413 
UNITE HERE local 74 

11/ 12/ 2010 1/ 1/ 2011 220 11/ 29/ 2010 12/ 6/ 2010 
Welfare and Dental Trust 

414 
United Employees 

11/ 15/ 2010 1/ 1/ 2011 13 11/ 15/ 2010 12/ 6/ 2010 
Health Plans 

United Food and Commercial 
Workers 

415 Union local 1000 and Kroger 10/ 26/ 2010 1/ 1/ 2011 7,389 11/ 30/ 2010 12/ 6/ 2010 
Dallas Health and Welfare 
Plan 

United Service Employees 
416 Union, local 377, RWDSU, 11/ 4/ 2010 1/ 1/ 2011 1, 142 11/ 4/ 2010 12/ 6/ 2010 

UFCW 
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417 WageWorks, Inc 11/ 9/ 2010 1/ 1/ 2011 50,000 11/ 24/ 2010 12/ 6/ 2010 

IBEW Local 613 and 
418 Contributing Employers 10/ 28/ 2010 1/ 1/ 2011 8 ,500 11/ 17/ 2010 12/ 3/ 2010 

Family Health Plan {Union) 

419 
Advantage Benefits 

11/ 12/ 2010 12/ 1/ 2010 57 11/ 12/ 2010 11/ 23/ 2010 
Company, LLC 

420 
Aerospace Contractors' 

11/ 9/ 2010 1/ 1/ 2011 2,072 12/ 8/ 2010 11/ 23/ 2010 
Trust** 

421 
AJFC Community Action 

10/ 13/ 2010 10/ 1/ 2011 215 11/ 8/ 2010 11/ 23/ 2010 
Plan** 

422 Altisource Portfolio Solutions 10/ 21/ 2010 1/ 1/ 2011 200 11/ 15/ 2010 11/ 23/ 2010 

423 
American Heritage Life 

10/ 15/ 2010 
12/ 1/ 10- 69,945 11/ 18/ 2010 11/ 23/ 2010 

Insurance Company 9/ 1/ 11 

424 Americare Properties, Inc. 11/ 12/ 2010 1/ 1/ 2011 547 11/8/2010 11/ 23/ 2010 

425 AMN Healthcare 10/ 12/ 2010 1/ 1/ 2011 3,440 11/ 8/ 2010 11/ 23/ 2010 

426 Andrews Transport L.P.** 11/ 2/ 2010 9/ 1/ 2011 154 11/ 2/ 2010 11/ 23/ 2010 

427 
Anoka Hennepin Credit 

11/ 19/ 2010 1/ 1/ 2011 15 11/ 19/ 2010 11/ 23/ 2010 
Union*** 

428 
APWU Health Plan 

10/ 20/ 2010 1/ 1/ 2011 518 11/ 15/ 2010 11/ 23/ 2010 
Conversion Plan 

429 Aspen Snowmass** 10/ 27/ 2010 1/ 1/ 2011 376 11/ 10/ 2010 11/ 23/ 2010 

430 ATCO Rubber Products, Inc 10/ 21/ 2010 1/ 1/ 2011 185 11/ 12/ 2010 11/ 23/ 2010 

431 
Baylor County Hospital 

10/ 20/ 2010 10/ 20/ 2010 208 11/ 12/ 1010 11/ 23/ 2010 District 

432 Belk Farms** 11/ 4/ 2010 1/ 1/ 2011 34 11/ 4/ 2010 11/ 23/ 2010 

433 Bricklayers Local 1 of MD, VA 11/ 6/ 2010 1/ 1/ 2011 1,985 11/ 17/ 2010 11/ 23/ 2010 
and DC 

434 Cardon & Associates, Inc** 11/ 8/ 2010 3/ 1/ 2011 342 11/ 8/ 2010 11/ 23/ 2010 

435 
Catholic Charities of the 

10/ 28/ 2010 1/ 1/ 2011 30 11/ 17/ 2010 11/ 23/ 2010 
Diocese of Ogdensburg 

436 Central Mills** 10/ 19/ 2010 6/ 1/ 2011 300 11/ 10/ 2010 11/ 23/ 2010 
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437 
Civil Service Bar Association 

11/ 10/ 2010 1/ 1/ 2011 1,515 11/ 10/ 2010 11/ 23/ 2010 
Security Benefit Fund** 

438 Cotton Belt Inc.** 10/ 28/ 2010 1/ 1/ 2011 34 11/ 15/ 2010 11/ 23/ 2010 

439 
CPC Logistics Health & 

11/ 3/ 2010 1/ 1/ 2011 5,815 11/ 24/ 2010 11/ 23/ 2010 Welfare Plan** 

440 
Delmarva United Food and 

11/ 12/ 2010 1/ 1/ 2011 2,405 11/ 12/ 2010 11/ 23/ 2010 
Commercial Workers** 

441 Dole Food Company** 11/ 10/ 2010 1/ 1/ 2011 1,946 11/ 10/ 2010 11/ 23/ 2010 

442 EchoStar** 11/ 8/ 2010 3/ 1/ 2011 156 11/ 8/ 2010 11/ 23/ 2010 

443 First Acceptance Corporation 11/ 9/ 2010 7/ 1/ 2011 864 11/ 18/ 2010 11/ 23/ 2010 

444 
Fontanese Folts Aubrecht 

11/ 15/ 2010 1/ 1/ 2011 27 12/ 7/ 2010 11/ 23/ 2010 
Ernst Architects, PC** 

445 
Forest Products Inc. Group 

11/ 1/ 2010 1/ 1/ 2011 122 11/ 1/ 2010 11/ 23/ 2010 
Health Plan** 

446 Fruhauf Uniform Direct Labor 10/ 18/ 2010 1/ 1/ 2011 159 11/ 12/ 2010 11/ 23/ 2010 

447 
Golden State Bulb Growers, 

10/ 6/ 2010 1/ 1/ 2011 300 11/ 17/ 2010 11/ 23/ 2010 Inc.** 

448 
Greater Kansas City Laborers 

10/ 21/ 2010 11/ 1/ 2010 2,398 10/ 21/ 2010 11/ 23/ 2010 
Welfare Fund** 

449 Grower's Transport LLC 10/ 26/ 2010 12/ 1/ 2010 25 11/ 15/ 2010 11/ 23/ 2010 

450 Heartland Automotive** 10/ 20/ 2010 1/ 1/ 2011 661 11/ 15/ 2010 11/ 23/ 2010 

451 Helfman Enterprises, Inc.** 11/ 15/ 2010 1/ 1/ 2011 90 12/9/ 2010 11/ 23/ 2010 

452 
Hoosier Stamping and 

10/ 20/ 2010 1/ 1/ 2011 14 10/ 20/ 2010 11/ 23/ 2010 
Manufacturing Corp. 

453 Horizon Bay Realty LLC** 11/ 12/ 2010 4/ 1/ 2011 949 11/ 11/ 2010 11/ 23/ 2010 

454 
I.B.E.W. local 1249 

11/ 5/ 2010 1/ 1/ 2011 4,104 11/ 5/ 2010 11/ 23/ 2010 Insurance Fund** 

455 
Ingomar Packing Company, 

11/ 10/ 2010 1/ 1/ 2011 150 11/ 19/ 2010 11/ 23/ 2010 
LLC 

456 Integra Healthcare, Inc. 11/ 4/ 2010 1/ 1/ 2011 258 11/ 4/ 2010 11/ 23/ 2010 
(Integrity Home Care)** 

457 
International Brotherhood of 

11/ 12/ 2010 Varies 315 11/ 12/ 2010 11/ 23/ 2010 
Electrical Workers** 

2174



International Brotherhood of 
458 Trade Unions Health and 10/ 28/ 2010 1/ 1/ 2011 861 11/ 15/ 2010 11/ 23/ 2010 

Welfare Fund - Local 713 

International Union of 

459 
Operating Engineers Local 

11/ 8/ 2010 1/ 1/ 2011 42 11/ 8/ 2010 11/ 23/ 2010 295-295C Welfare Trust 
Fund** 

International union of 
460 Operating Engineers, Local 11/ 12/ 2010 1/ 1/ 2011 2,250 11/ 12/ 2010 11/ 23/ 2010 

Union Number 137** 

Iron Workers Local Union 
461 #28 Health and Welfare 11/ 15/ 2010 1/ 1/ 2011 570 11/ 15/ 2010 11/ 23/ 2010 

Fund** 

462 Lamanuzzi & Pantaleo** 11/ 9/ 2011 1/ 1/ 2011 52 11/ 9/ 2010 11/ 23/ 2010 

463 Living Resources** 11/ 11/ 2010 1/ 1/ 2011 553 11/ 11/ 2010 11/ 23/ 2010 

464 
Local 1102 Amalgamated 

10/ 29/ 2010 1/ 1/ 2011 1,384 10/ 29/ 2010 11/ 23/ 2010 
Welfare Fund 

465 
Local 1102 Health & Benefit 

10/ 29/ 2010 1/ 1/ 2011 4,642 10/ 29/ 2010 11/ 23/ 2010 
Fund 

466 
Local 1102 Welfare Fund--

10/ 29/ 2010 1/ 1/ 2011 245 10/ 29/ 2010 11/ 23/ 2010 Lerner Employees 

467 Local 272 Welfare Fund** 10/ 28/ 2010 12/ 1/ 2010 12,000 10/ 28/ 2010 11/ 23/ 2010 

468 Local 338 Affi liated Benefit 11/ 10/ 2010 1/ 1/ 2011 18,209 11/ 19/ 2010 11/ 23/ 2010 
Funds 

469 
Madelia Community 

11/ 23/2010 1/ 1/ 2011 38 11/ 23/ 2010 11/ 23/ 2010 
Hospital** 

470 Max Homes, Loc* * 10/ 27/2010 10/ 1/ 2010 759 11/ 11/ 2010 11/ 23/ 2010 

471 
Medical Development 

11/ 12/ 2010 1/ 1/ 2011 105 11/ 8/ 2010 11/ 23/ 2010 
Corporation** 

472 Mesa Air Group** 11/ 1/ 2010 4/ 1/ 2011 1,915 11/ 1/ 2010 11/ 23/ 2010 

473 Mesa Packing** 10/ 21/ 2010 1/ 1/ 2011 39 11/ 18/ 2010 11/ 23/ 2010 

474 
Michigan Conference of 

11/ 12/ 2010 4/ 1/ 2011 2,323 11/ 12/ 2010 11/ 23/ 2010 
Teamsters Welfare Fund** 

Minnesota and North Dakota 
475 Bricklayers and Allied 11/ 3/ 2010 1/ 1/ 2011 1,876 11/ 3/ 2010 11/ 23/ 2010 

Craftworkers* * 

476 Mission Linen Supply 11/ 5/ 2010 1/ 1/ 2011 541 11/ 17/ 2010 11/ 23/ 2010 
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477 NFI Industries 10/ 26/ 2010 1/ 1/ 2011 945 11/ 18/2010 11/ 23/ 2010 

478 
Operating Engineers Local 

10/ 20/ 2010 1/ 1/ 2011 576 11/ 16/ 2010 11/ 23/ 2010 
835 Health and Welfare Fund 

479 
Opportunity Resources, Inc. 

11/ 2/ 2010 12/ 1/ 2010 27 11/ 2/ 2010 11/ 23/ 2010 Health and Welfare Plan 

480 Orange County AHRC* ** 11/ 18/ 2010 7/ 1/ 2011 1, 134 11/ 18/2010 11/ 23/ 2010 

481 Orscheln Industries 10/ 19/ 2010 1/ 1/ 2011 547 11/8/2010 11/ 23/ 2010 

482 Pacific Risk Management** 10/ 21/ 2010 1/ 1/ 2011 3 11/ 18/2010 11/ 23/ 2010 

483 Pearson Candy Company 10/ 27/ 2010 1/ 1/ 2011 204 11/ 12/ 2010 11/ 23/ 2010 

484 Pinnacle PRM** 10/ 21/ 2010 1/ 1/ 2011 58 11/ 18/2010 11/ 23/ 2010 

Plumbers and Pipefitters 
485 Local 430 Health and Welfare 11/ 4/ 2010 1/ 1/ 2011 2,035 11/ 29/ 2010 11/ 23/ 2010 

Fund** 

486 
Progressive Logistics 

10/ 12/ 2010 1/ 1/ 2011 1,248 11/ 4/ 2010 11/ 23/ 2010 
Services** 

487 
Pure Air Filter Sales & 

11/ 8/ 2010 1/ 1/ 2011 136 11/ 8/ 2010 11/ 23/ 2010 
Service** 

488 Rancho Maria PRM** 10/ 21/ 2010 1/ 1/ 2011 28 11/ 18/2010 11/ 23/ 2010 

489 
Reiter Affiliated 

11/ 10/ 2010 1/ 1/ 2011 2,474 11/ 19/ 2010 11/ 23/ 2010 
Companies** 

Retail, Wholesale & Dept. 
490 Store Union Local 1034 10/ 20/ 2010 1/ 1/ 2011 483 11/ 16/ 2010 11/ 23/ 2010 

Welfare Fund 

491 Rio Farms PRM** 10/ 21/ 2010 1/ 1/ 2011 317 11/ 18/2010 11/ 23/ 2010 

492 Sensient Technologies Corp. 10/ 28/ 2010 1/ 1/ 2011 94 11/ 17/ 2010 11/ 23/ 2010 

Service Employees 
493 International Union Local 1 10/ 20/ 2010 1/ 1/ 2011 520 11/ 15/ 2010 11/ 23/ 2010 

Cleveland Welfare Fund 

494 SFN Group 11/ 9/ 2010 5/ 1/ 2011 1,420 11/ 9/ 2010 11/ 23/ 2010 

495 
Sheet Metal Workers Funds 

11/ 3/ 2010 1/ 1/ 2011 913 11/ 3/ 2010 11/ 23/ 2010 
of Local Union 38** 

496 SMWIA 28** 11/ 1/ 2010 1/ 1/ 2011 6,517 11/ 1/ 2010 11/ 23/ 2010 
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497 Southeast OBGYN, PC* * * 11/ 15/ 2010 1/ 1/ 2011 20 11/ 15/ 2010 11/ 23/ 2010 

498 
Southern CA Pipe Trades 

10/ 12/ 2010 1/ 1/ 2011 12,700 11/ 2/ 2010 11/ 23/ 2010 Trust Fund 

499 
Southern Operators Health 

11/ 9/ 2010 1/ 1/ 2011 3,415 12/ 8/ 2010 11/ 23/ 2010 
Fund** 

500 
Stonebridge Hospitality 

11/ 17/ 2010 2/ 1/ 2011 17 11/ 17/ 2010 11/ 23/ 2010 
Associates** 

501 Sun Healthcare Group, Inc. 10/ 21/ 2010 1/ 1/ 2011 2,200 11/ 15/ 2010 11/ 23/ 2010 

502 
Teamsters Local 522 Welfare 

11/ 12/ 2010 1/ 1/ 2011 270 11/ 12/ 2010 11/ 23/ 2010 
Fund Roofers Division 

503 
Teamsters Local Union 72 

11/ 9/ 2010 1/ 1/ 2011 4 ,650 11/ 9/ 2010 11/ 23/ 2010 
Welfare Fund** 

504 
Telesis Management 

10/ 28/ 2010 1/ 1/ 2011 148 11/ 16/ 2010 11/ 23/ 2010 
Corporation 

Texas Carpenters and 
505 Millwrights Health and 10/ 28/ 2010 1/ 1/ 2011 4729 10/ 28/2010 11/ 23/ 2010 

Welfare Fund 

506 The Mentor Network 10/ 21/ 2010 1/ 1/ 2011 6,843 11/ 16/ 2010 11/ 23/ 2010 

507 The Wada Farms, Inc. 11/ 10/ 2010 1/ 1/ 2011 130 11/ 19/ 2010 11/ 23/ 2010 

508 
The Wilks Group, Inc. dba 

11/ 12/ 2010 12/ 1/ 2010 8 11/ 8/ 2010 11/ 23/ 2010 Ashley Furniture Homestore 

509 The Wright Travel Agency** 11/ 2/ 2010 1/ 1/ 2011 19 11/ 2/ 2010 11/ 23/ 2010 

510 Town of Grand Island* ** 11/ 19/ 2010 12/ 1/ 2010 84 11/ 19/ 2010 11/ 23/ 2010 

511 Trans-System, Inc. 10/ 19/ 2010 12/ 1/ 2010 232 11/ 8/ 2010 11/ 23/ 2010 

512 True Leaf Farms** 10/ 21/ 2010 1/ 1/ 2011 139 11/ 18/2010 11/ 23/ 2010 

UFCW Local 371 
513 Amalgamated Welfare 11/ 2/ 2010 1/ 1/ 2011 3,800 11/ 2/ 2010 11/ 23/ 2010 

Fund** 

514 
United Crafts Benefits 

11/ 1/ 2010 1/ 1/ 2011 2,017 11/ 1/ 2010 11/ 23/ 2010 
Fund** 

United Food & Commercial 

515 
Workers Unions and 

10/ 29/ 2010 1/ 1/ 2011 13,663 10/ 29/ 2010 11/ 23/ 2010 
Employers Local No. 348 
Health & Welfare Fund** 
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United Food and Commercial 
516 Workers Local 1445 New 10/ 27/ 2010 1/ 1/ 2011 148 11/ 9/ 2010 11/ 23/ 2010 

Hampshire 

United Food and Commercial 

517 
Workers Local 1459 and 

11/ 15/ 2010 1/ 1/ 2011 4 11/ 15/ 2010 11/ 23/ 2010 
Contributing Employers 
Health and Welfare Fund** 

518 
United Food and Commercial 

11/ 12/2010 1/ 1/ 2011 8 ,228 11/ 12/ 2010 11/ 23/ 2010 
Workers Local 464a** 

519 
United Food and Commercial 

11/ 19/ 2010 1/ 1/ 2011 582 11/ 19/ 2010 11/ 23/ 2010 
Workers Local 911** 

520 Varsity Contractors, Inc. 11/ 8/ 2010 1/ 1/ 2011 198 11/ 8/ 2010 11/ 23/ 2010 

521 Waffle House 10/ 20/ 2010 6/ 1/ 2011 3,947 11/ 12/ 2010 11/ 23/ 2010 

522 Weckworth Manufacturing** 11/ 12/ 2010 12/ 1/ 2010 65 11/ 12/ 2010 11/ 23/ 2010 

523 Western Express, Inc. 11/ 5/ 2010 1/ 1/ 2011 1,287 11/ 5/ 2010 11/ 23/ 2010 

524 
Western Harvesting PRM 

10/ 21/ 2010 1/ 1/ 2011 28 11/ 18/ 2010 11/ 23/ 2010 
Health Plan** 

525 
WG Yates and Sons 

11/ 16/ 2010 1/ 1/ 2011 52 11/ 16/ 2010 11/ 23/ 2010 
Construction Company** 

526 World Class Automotive** 10/ 27/ 2010 1/ 1/ 2011 550 11/ 9/ 2010 11/ 23/ 2010 

527 
Yukon-Kuskokwim Health 

10/ 18/ 2010 1/ 1/ 2011 501 10/ 18/ 2010 11/ 23/ 2010 
Corporation** 

Alaska Pipe Trade U.A. Local 
528 367 Health and Security 10/ 8/ 2010 1/ 1/ 2011 93 11/5/ 2010 11/ 15/ 2010 

Trust** 

529 
Amalgamated National 

10/ 8/ 2010 1/ 1/ 2011 24,739 11/9/ 2010 11/ 15/ 2010 
Health Fund 

530 
American Farms, PRM Health 

10/ 21/2010 1/ 1/ 2011 1, 163 10/ 21/ 2010 11/ 15/ 2010 
Plan** 

531 
American Growers Cooling, 

10/ 21/ 2010 1/ 1/ 2011 97 10/ 21/ 2010 11/ 15/ 2010 
PRM Health Plan** 

532 
AUTO, LP, dba Autoinc. 

10/ 20/ 2010 11/ 1/ 2010 145 11/ 9/ 2010 11/ 15/ 2010 
Health Benefit Plan** 

533 Better Way Partners, LLC** 10/ 4/ 2010 1/ 1/ 2011 93 11/9/ 2010 11/ 15/ 2010 

534 
Big Valley Labor, PRM Health 

10/ 21/ 2010 1/ 1/ 2011 4 10/ 21/ 2010 11/ 15/ 2010 
Plan** 
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535 CB Harvesting, PRM Health 
10/ 21/ 2010 1/ 1/ 2011 62 10/ 21/ 2010 11/ 15/ 2010 

Plan** 

536 City of Rockwall** 10/ 20/ 2010 1/ 1/ 2011 168 11/ 9/ 2010 11/ 15/ 2010 

537 Cocopah Nurseries, Inc. 10/ 26/ 2010 1/ 1/ 2011 75 11/ 15/ 2010 11/ 15/ 2010 

538 Express Harvesting, PRM 
10/ 21/ 2010 1/ 1/ 2011 166 10/ 21/ 2010 11/ 15/ 2010 

Health Plan** 

539 Fallen Oak Packing, PRM 
10/ 21/ 2010 1/ 1/ 2011 37 10/ 21/ 2010 11/ 15/ 2010 

Health Plan** 

FirstCarolinaCare Insurance 
540 Company on behalf of 10/ 8/ 2010 1/ 1/ 2011 36 10/ 8/ 2010 11/ 15/ 2010 

Longworth Industries 

541 Foot Locker, Inc.** 10/ 6/ 2010 1/ 1/ 2011 424 11/ 5/ 2010 11/ 15/ 2010 

542 Fresh Express 10/ 18/ 2010 1/ 1/ 2011 2,033 11/7/ 2010 11/ 15/ 2010 

543 G&H Farms, PRM Health 
10/ 21/ 2010 1/ 1/ 2011 146 10/ 21/ 2010 11/ 15/ 2010 

Plan** 

544 Gill Ranch, PRM Health 
10/ 21/ 2010 1/ 1/ 2011 157 10/ 21/ 2010 11/ 15/ 2010 

Plan** 

545 Gill Transport, PRM Health 
10/ 21/ 2010 1/ 1/ 2011 67 10/ 21/ 2010 11/ 15/ 2010 

Plan** 

546 Gills Onions, PRM Health 
10/ 21/ 2010 1/ 1/ 2011 295 10/ 21/ 2010 11/ 15/ 2010 

Plan** 

547 Green Valley Farm Supply, 
10/ 21/ 2010 1/ 1/ 2011 29 10/ 21/ 2010 11/ 15/ 2010 

PRM Health Plan** 

548 Greencroft Communities 9/ 28/ 2010 1/ 1/ 2011 150 11/ 9/ 2010 11/ 15/ 2010 

549 Growers Express, PRM 
10/ 21/ 2010 1/ 1/ 2011 44 10/ 21/ 2010 11/ 15/ 2010 

Health Plan** 

550 Hall Management Group, 
9/ 30/ 2010 12/ 1/ 2010 226 11/ 8/ 2010 11/ 15/ 2010 Inc.** 

551 IH Services** 10/ 19/ 2010 1/ 1/ 2011 339 11/ 5/ 2010 11/ 15/ 2010 

552 Independent Group Home 10/ 26/ 2010 1/ 1/ 2011 39 11/ 9/ 2010 11/ 15/ 2010 
Living Program, Inc. 

553 King City Nursery, PRM 
10/ 21/ 2010 1/ 1/ 2011 93 10/ 21/ 2010 11/ 15/ 2010 

Health Plan** 

554 Meijer Health Benefits 
10/ 25/ 2010 1/ 1/ 2011 7,436 10/ 25/ 2010 11/ 15/ 2010 

Plan/Primary Care Option 
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555 
Mission Ranches, PRM Health 

10/ 21/ 2010 1/ 1/ 2011 368 10/ 21/ 2010 11/ 15/ 2010 
Plan** 

556 
Moore's Retread & Tire of the 

10/ 20/ 2010 11/ 1/ 2010 66 11/ 5/ 2010 11/ 15/ 2010 Ark-La-Tex, Inc. 

557 
NOITU Insurance Trust 

10/ 5/ 2010 1/ 1/ 2011 1,309 11/ 12/ 2010 11/ 15/ 2010 
Fund** 

558 Payroll Solutions 9/ 27/ 2010 1/ 1/ 2011 382 11/ 9/ 2010 11/ 15/ 2010 

559 
Plumbers and Pipefitters 

10/ 18/ 2010 1/ 1/ 2011 1, 166 11/ 8/ 2010 11/ 15/ 2010 
Local No. 630 Welfare Fund 

560 Seco Packing 10/ 21/ 2010 1/ 1/ 2011 104 10/ 21/ 2010 11/ 15/ 2010 

561 Transcorr 10/ 15/ 2010 1/ 1/ 2011 578 11/8/2010 11/ 15/ 2010 

562 
United Food and Commercial 

10/ 8/ 2010 1/ 1/ 2011 3,855 11/ 12/ 2010 11/ 15/ 2010 
Workers Union Local 1000 

563 
United Wire, Metal & Machine 

10/ 1/ 2010 1/ 1/ 2011 1,955 11/ 12/ 2010 11/ 15/ 2010 
Health & Welfare Fund** 

564 
Western Growers Assurance 

9/ 30/ 2010 7/ 1/ 2011 18,858 11/ 8/ 2010 11/ 15/ 2010 
Trust 

Wisconsin United Food & 
565 Commercial Workers Unions 10/ 14/ 2010 12/ 1/ 2010 775 11/ 12/ 2010 11/ 15/ 2010 

and Employers Health Plan** 

566 
1199SEIU Greater New York 

10/ 8/ 2010 1/ 1/ 2011 4 ,544 10/ 8/ 2010 11/ 5/ 2010 
Benefit Fund 

567 A. Duda & Sons, Inc. 10/ 14/ 2010 1/ 1/ 2011 62 11/ 4/ 2010 11/ 5/ 2010 

568 Adecco Group, Inc. 10/ 12/ 2010 1/ 1/ 2011 5,760 11/ 2/ 2010 11/ 5/ 2010 

569 Biomedic Corporation 10/ 12/ 2010 12/ 1/ 2010 202 11/ 2/ 2010 11/ 5/ 2010 

570 Buffets, Inc. 10/ 14/ 2010 1/ 1/ 2011 2,483 11/ 4/ 2010 11/ 5/ 2010 

571 Carington Health System 10/ 18/ 2010 1/ 1/ 2011 3,327 11/ 4/ 2010 11/ 5/ 2010 

572 Cleveland Bakers Teamsters 9/ 27/ 2010 1/ 1/ 2011 1,000 10/ 29/ 2010 11/ 5/ 2010 

573 Club Chef LLC 9/ 30/ 2010 1/ 1/ 2011 282 10/ 26/ 2010 11/ 5/ 2010 

574 Columbia Sussex Mgmt, LLC 10/ 7/ 2010 1/ 1/ 2011 629 11/ 1/ 2010 11/ 5/ 2010 
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575 CRST International Inc. 10/ 19/ 2010 1/ 1/ 2011 1,600 11/ 4/ 2010 11/ 5/ 2010 

576 Darr Equipment, Co. 10/ 5/ 2010 1/ 1/ 2011 105 10/ 26/ 2010 11/ 5/ 2010 

577 
DC Cement Masons Welfare 

10/ 22/ 2010 11/ 1/ 2010 225 11/ 3/ 2010 11/ 5/ 2010 Fund 

578 Deaconess Long Term Care 10/ 14/ 2010 1/ 1/ 2011 194 11/ 3/ 2010 11/ 5/ 2010 

579 
Diamond Comic Distributors, 

10/ 8/ 2010 1/ 1/ 2011 37 11/ 2/ 2010 11/ 5/ 2010 
Inc. 

580 ECOM Atlantic, Inc. 10/ 1/ 2010 1/ 1/ 2011 8 1 10/ 1/ 2010 11/ 5/ 2010 

581 FW Walton, Inc. 10/ 15/ 2010 12/ 1/ 2010 38 11/ 2/ 2010 11/ 5/ 2010 

582 G4S Secure Solutions 10/ 11/ 2010 11/ 1/ 2010 7602 11/ 3/ 2010 11/ 5/ 2010 

583 
GC Services, L.P. & First 

10/ 15/ 2010 1/ 1/ 2011 1936 10/ 15/ 2010 11/ 5/ 2010 
Community Bancshares, Inc. 

584 Guardsmark, LLC 10/ 4/ 2010 2/ 1/ 2011 8 ,086 10/ 29/ 2010 11/ 5/ 2010 

585 
Indiana Teamsters Health 

9/ 29/ 2010 1/ 1/ 2011 500 11/ 1/ 2010 11/ 5/ 2010 Benefits Fund 

586 
Knox County Association for 

10/ 6/ 2010 1/ 1/ 2011 96 10/ 25/ 2010 11/ 5/ 2010 
Retarded Citizens 

587 
Laundry and Dry Cleaning 

10/ 6/ 2010 Varies 1,547 10/ 21/ 2010 11/ 5/ 2010 Workers Local No. 52 

588 Mars Super Markets, Inc. 10/ 8/ 2010 7/ 1/ 2011 174 10/ 29/ 2010 11/ 5/ 2010 

589 MPS Group, Inc. 10/ 12/ 2010 1/ 1/ 2011 2,253 11/ 2/ 2010 11/ 5/ 2010 

590 Nexion Health 10/ 21/ 2010 11/ 1/ 2011 1449 11/ 3/ 2010 11/ 5/ 2010 

591 Noodles & Company 10/ 1/ 2010 1/ 1/ 2011 159 10/ 29/ 2010 11/ 5/ 2010 

592 
Pharmaca Integrative 

10/ 15/ 2010 1/ 1/ 2011 so 11/ 4/ 2010 11/ 5/ 2010 Pharmacy 

593 
Quality Integrated Services, 

10/ 8/ 2010 1/ 1/ 2011 354 11/ 3/ 2010 11/ 5/ 2010 
Inc. 

594 RE Rabalais Constructors, 10/ 13/ 2010 12/ 1/ 2010 70 11/ 1/ 2010 11/ 5/ 2010 
LTD 

595 RREMC LLC 10/ 12/ 2010 1/ 1/ 2011 62 11/ 4/ 2010 11/ 5/ 2010 
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596 Security Forces Inc. 10/ 12/ 2010 1/ 1/ 2011 225 11/ 1/ 2010 11/ 5/ 2010 

597 Shirkey Nursing 9/ 30/ 2010 1/ 1/ 2011 205 10/ 26/ 2010 11/ 5/ 2010 

598 
Social Service Employees 

10/ 8/ 2010 1/ 1/ 2011 34,000 10/ 29/ 2010 11/ 5/ 2010 Union Local 371 

599 
Spindle, Cooling, & 

10/ 5/ 2010 11/ 1/ 2010 89 10/ 27/ 2010 11/ 5/ 2010 
Warehouse 

600 Strauss Discount Auto 10/ 14/ 2010 1/ 1/ 2011 401 11/ 4 / 2010 11/ 5/ 2010 

601 Sunburst Hospitality 9/ 30/ 2010 1/ 1/ 2011 197 11/ 5/ 2010 11/ 5/ 2010 

602 Susser Holding Corp 10/ 6/ 2010 1/ 1/ 2011 4 ,245 10/ 6/ 2010 11/ 5/ 2010 

603 Telescope Casual Furniture 9/ 27/ 2010 10/ 1/ 2010 32 11/ 1/ 2010 11/ 5/ 2010 

604 Teletech Holdings, Inc. 10/ 15/ 2010 1/ 1/ 2011 1,083 11/ 4/ 2010 11/ 5/ 2010 

605 The Brinkman Corporation 9/ 29/ 2010 1/ 1/ 2011 163 9/ 29/ 2010 11/ 5/ 2010 

606 The LDF Companies 10/ 7/ 2010 1/ 1/ 2011 210 10/ 30/ 210 11/ 5/ 2010 

United Food and Commercial 
607 Workers Union (Mount 10/ 21/ 2010 11/ 1/ 2010 4100 10/ 25/ 2010 11/ 5/ 2010 

Laurel, NJ) 

608 
United Food and Commercial 

10/ 14/ 2010 1/ 1/ 2011 1,400 10/ 14/ 2010 11/ 5/ 2010 
Workers Union Local 1459 

609 Universal Orlando 10/ 15/ 2010 4/ 1/ 2011 668 11/ 3/ 2010 11/ 5/ 2010 

610 Valley Services, Inc. 10/ 8/ 2010 1/ 1/ 2011 927 10/ 29/ 2010 11/ 5/ 2010 

United Food and Commercial 

611 
Workers and Participating 

10/ 15/ 2010 5/ 1/ 2011 9,780 10/ 28/ 2010 11/ 4/ 2010 Employers Interstate Health 
and Welfare Fund 

612 Protocol Marketing Group 10/ 4/ 2010 1/ 1/ 2011 454 10/ 25/ 2010 11/ 1/ 2010 

613 Sasnak 9/ 29/ 2010 1/ 1/ 2011 813 9/ 29/ 2010 11/ 1/ 2010 

614 Star Tek 10/ 1/ 2010 1/ 1/ 2011 1,423 10/ 26/ 2010 11/ 1/ 2010 

615 Adventist Care Centers 10/ 1/ 2010 1/ 1/ 2011 725 10/ 26/ 2010 10/ 29/ 2010 
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616 B.E.S.T of NY 10/ 7/ 2010 1/ 1/ 2011 1,200 10/ 27/ 2010 10/ 29/ 2010 

617 Boskovich Farms, Inc 10/ 8/ 2010 1/ 1/ 2011 165 10/ 28/2010 10/ 29/ 2010 

618 Cafe Enterprises, Inc. 10/ 7/ 2010 2/ 1/ 2011 306 10/7/ 2010 10/ 29/ 2010 

619 Capital District Physicians 9/ 22/ 2010 Varies 23,314 10/ 20/ 2010 10/ 29/ 2010 

620 FleetPride, Inc. 10/ 8/ 2010 1/ 1/ 2011 263 10/ 8/ 2010 10/ 29/ 2010 

621 Gallegos Corp 9/ 29/ 2010 1/ 1/ 2011 86 10/ 28/ 2010 10/ 29/ 2010 

622 Hensley Industries, Inc. 10/ 5/ 2010 1/ 1/ 2011 357 10/ 28/2010 10/ 29/ 2010 

623 
Jeffords Steel and 

10/ 4/ 2010 1/ 1/ 2011 112 10/ 28/2010 10/ 29/ 2010 Engineering 

Laborers' International 

624 
Union of North America Local 

10/ 19/ 2010 11/ 1/ 2010 188 10/ 19/ 2010 10/ 29/ 2010 
Union No. 616 Health and 
Welfare Plan 

625 O.K. Industries 10/ 4/ 2010 1/ 1/ 2011 1,238 10/ 28/2010 10/ 29/ 2010 

626 
Service Employees Benefit 

10/ 12/ 2010 11/ 1/ 2010 1,297 10/ 29/ 2010 10/ 29/ 2010 Fund 

627 Sun Pacific Farming Coop 10/ 6/ 2010 12/ 1/ 2010 1, 109 10/ 6/ 2010 10/ 29/ 2010 

628 SunWorld International, LLC 10/ 5/ 2010 1/ 1/ 2011 686 10/ 25/ 2010 10/ 29/ 2010 

629 
UFCW Allied Trade Health & 

10/ 5/ 2010 12/ 1/ 2010 68 10/ 25/ 2010 10/ 29/ 2010 
Welfare Trust 

630 
United Food and Commercial 

10/ 12/ 2010 11/ 1/ 2010 2,779 10/ 27/ 2010 10/ 29/ 2010 Workers Union Local 1995 

631 HCR Manor Care 10/ 5/ 2010 1/ 1/ 2011 2,666 10/ 26/ 2010 10/ 28/ 2010 

632 IBEW No.915 9/ 28/ 2010 1/ 1/ 2011 930 10/ 15/ 2010 10/ 28/ 2010 

633 Integra BMS for Culp, Inc. 10/ 4/ 2010 1/ 1/ 2011 34 10/ 25/ 2010 10/ 28/ 2010 

634 
New England Health Care 

9/ 27/ 2010 1/ 1/ 2011 7,454 10/ 26/ 2010 10/ 28/ 2010 Employees Welfare Fund t 

635 
Wiliamson-Dickie 

10/ 5/ 2010 1/ 1/ 2011 100 10/ 5/ 2010 10/ 28/ 2010 
Manufacturing Company 
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636 
Aegis Security Insurance 

10/ 6/ 2010 11/ 1/ 2010 67 10/ 25/ 2010 10/ 26/ 2010 Company t 

637 Alliance One Tobacco 9/ 30/ 2010 1/ 1/ 2011 138 10/ 21/ 2010 10/ 26/ 2010 

638 
Asbestos Workers Local 53 

9/ 29/ 2010 1/ 1/ 2011 2 10/ 21/ 2010 10/ 26/ 2010 Welfare Fund 

639 
Assurant Health {2nd 

9/ 29/ 2010 1/ 1/ 2011 19,024 10/ 21/ 2010 10/ 26/ 2010 
Application) 

640 Captain Elliot's Party Boats 10/ 12/ 2010 11/ 1/ 2010 10 10/ 25/ 2010 10/ 26/ 2010 

641 Carlson Restaurants 9/ 22/ 2010 1/ 1/ 2011 3,38 1 10/ 21/ 2010 10/ 26/ 2010 

642 CH Guenther & Son 9/ 24/ 2010 1/ 1/ 2011 300 10/ 21/ 2010 10/ 26/ 2010 

643 
CKM Industries dba Miller 

10/ 5/ 2010 11/ 1/ 2010 34 10/ 25/ 2010 10/ 26/ 2010 
Environmental 

Caribbean Workers' 

644 
Voluntary Employees' 

10/ 14/ 2010 10/ 1/ 2010 4 ,500 10/ 18/2010 10/ 26/ 2010 
Beneficiary Health and 
Welfare Plan t 

645 Darden Restaurants 9/ 30/ 2010 1/ 1/ 2011 34,000 10/ 21/ 2010 10/ 26/ 2010 

646 Duarte Nursery 9/ 23/ 2010 1/ 1/ 2011 283 10/ 19/ 2010 10/ 26/ 2010 

647 Employees Security Fund 9/ 29/ 2010 1/ 1/ 2011 22 9/ 29/ 2010 10/ 26/ 2010 

648 Florida Trowel Trades 9/ 27/ 2010 1/ 1/ 2011 297 10/ 21/ 2010 10/ 26/ 2010 

649 Ingles Markets 9/ 30/ 2010 1/ 1/ 2011 917 10/ 25/ 2010 10/ 26/ 2010 

650 Meijer 10/ 1/ 2010 1/ 1/ 2011 4 ,873 10/ 1/ 2010 10/ 26/ 2010 

651 O'Reilly Auto Parts 9/ 23/ 2010 1/ 1/ 2011 9 ,722 9/ 23/ 2010 10/ 26/ 2010 

652 Plumbers & Pipefitters Local 9/ 30/ 2010 1/ 1/ 2011 534 10/ 21/ 2010 10/ 26/ 2010 
123 Welfare Fund 

653 Sun Belt 9/ 28/ 2010 10/ 1/ 2010 114 10/ 20/ 2010 10/ 26/ 2010 

654 UFCW Local 227 10/ 12/ 2010 11/ 1/ 2010 1, 125 10/ 12/ 2010 10/ 26/ 2010 

655 Uncle Julio's 9/ 30/ 2010 11/ 1/ 2010 115 10/ 25/ 2010 10/ 26/ 2010 
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656 United Group 9/ 24/ 2010 1/ 1/ 2011 177 10/ 19/ 2010 10/ 26/ 2010 

657 US Imaging 10/ 11/ 2010 11/ 1/ 2010 148 10/ 25/ 2010 10/ 26/ 2010 

658 Vino Farms 10/ 8/ 2010 11/ 1/ 2010 152 10/ 21/ 2010 10/ 26/ 2010 

659 AdvantaStaff, Inc. t 9/ 20/ 2010 9/ 1/ 2011 52 9/ 20/ 2010 10/ 21/ 2010 

660 Agricare 9/ 23/ 2010 11/ 1/ 2010 437 9/ 23/ 2010 10/ 21/ 2010 

661 Alaska Seafood 9/ 23/ 2010 1/ 1/ 2011 262 10/ 15/ 2010 10/ 21/ 2010 

662 American Fidelity 9/ 22/ 2010 10/ 23/ 2010 9 ,358 10/ 14/ 2010 10/ 21/ 2010 

663 Convergys 9/ 20/ 2010 1/ 1/ 2011 1,400 9/ 20/ 2010 10/ 21/ 2010 

664 Darensberries 9/ 28/ 2010 10/ 1/ 2010 1,450 9/ 28/ 2010 10/ 21/ 2010 

665 Gowan Company 9/ 23/ 2010 1/ 1/ 2011 225 9/ 27/ 2010 10/ 21/ 2010 

666 Greystar 9/ 23/ 2010 1/ 1/ 2011 1,747 10/ 13/ 2010 10/ 21/ 2010 

667 Macayo Restaurants 9/ 22/ 2010 12/ 1/ 2010 46 10/ 18/ 2010 10/ 21/ 2010 

668 Periodical Services 9/ 27/ 2010 1/ 1/ 2011 464 9/ 27/ 2010 10/ 21/ 2010 

669 UniFirst 9/ 23/ 2010 9/ 1/ 2011 2,659 10/ 14/ 2010 10/ 21/ 2010 

670 Universal Forest Products 9/ 23/ 2011 5/ 1/ 2011 1,738 10/ 19/ 2010 10/ 21/ 2010 

671 UFCW Maximus Local 455 10/ 4/ 2010 1/ 1/ 2011 59 10/ 18/2010 10/ 18/ 2010 

672 
American Habilitation 

9/ 22/ 2010 1/ 1/ 2011 400 10/ 12/ 2010 10/ 14/ 2010 
Services, Inc. t 

673 
GuideStone Financial 

9/ 21/ 2010 1/ 1/ 2011 354 9/ 21/ 2010 10/ 14/ 2010 Resources 

674 Local 25 SEIU 9/ 29/ 2010 10/ 1/ 2010 31,000 10/ 7/ 2010 10/ 14/ 2010 

675 MAUSER Corp. 9/ 21/ 2010 1/ 1/ 2011 47 9/ 24/ 2010 10/ 14/ 2010 

676 Preferred Care, Inc. 9/ 15/ 2010 1/ 1/ 2011 918 9/ 15/ 2010 10/ 14/ 2010 
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677 Ruby Tuesday 10/ 8/ 2010 1/ 1/ 2011 3,219 10/ 8/ 2010 10/ 14/ 2010 

678 The Dixie Group, Inc. 8/ 27/ 2010 6/ 19/ 2011 269 10/ 12/ 2010 10/ 14/ 2010 

679 UFCW Local 1262 9/ 20/ 2010 10/ 1/ 2010 5,390 9/ 20/ 2010 10/ 14/ 2010 

680 Whelan Security Company 9/ 23/ 2010 1/ 1/ 2011 287 10/ 12/ 2010 10/ 14/ 2010 

681 AMF Bowling Worldwide 9/ 14/ 2010 1/ 1/ 2011 295 10/7/ 2010 10/ 12/ 2010 

682 Assisted Living Concepts 9/ 17/ 2010 1/ 1/ 2011 1, 174 9/ 17/ 2010 10/ 12/ 2010 

683 Case & Associates 9/ 17/ 2010 1/ 1/ 2011 87 9/ 17/ 2010 10/ 12/ 2010 

684 GPM Investments 9/ 17/ 2010 1/ 1/ 2011 275 9/ 17/ 2010 10/ 12/ 2010 

685 Grace Living Centers 9/ 14/ 2010 10/ 1/ 2010 534 9/ 14/ 2010 10/ 12/ 2010 

686 Mountaire Corporation t 9/ 17/ 2010 1/ 1/ 2011 2,074 9/ 17/ 2010 10/ 12/ 2010 

687 Swift Spinning 9/ 16/ 2010 1/ 1/ 2011 240 9/ 16/ 2010 10/ 12/ 2010 

688 Belmont Village 9/ 10/ 2010 1/ 1/ 2011 785 10/ 4/ 2010 10/ 8/ 2010 

689 Caliber Services 9/ 13/ 2010 1/ 1/ 2011 606 9/ 13/ 2010 10/ 8/2010 

690 Cracker Barrel 9/ 9/ 2010 1/ 1/ 2011 16,823 9/ 17/ 2010 10/ 8/ 2010 

691 DISH Network 9/ 13/ 2010 3/ 1/ 2011 3,597 9/ 23/ 2010 10/ 8/ 2010 

692 Groendyke Transport, Inc 9/ 2/ 2010 1/ 1/ 2011 1,322 9/ 2/ 2010 10/ 8/ 2010 

693 Pocono Medical Center 9/ 24/ 2010 1/ 1/ 2011 3,298 9/ 24/ 2010 10/ 8/ 2010 

694 Regis Corporation 9/ 10/ 2010 3/ 1/ 2011 3,617 10/ 1/ 2010 10/ 8/ 2010 

695 The Pictsweet Co. 9/ 13/ 2010 1/ 1/ 2011 694 9/ 13/ 2010 10/ 8/ 2010 

696 Diversified Interiors 9/ 28/ 2010 10/ 1/ 2010 300 9/ 28/ 2010 10/ 1/ 2010 

697 
Local 802 Musicians Health 

9/ 29/ 2010 10/ 1/ 2010 1,801 9/ 29/ 2010 10/ 1/ 2010 
Fund 
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698 
MCS Life Insurance Company 

9/ 20/ 2010 10/ 1/ 2010 6,635 9/ 23/ 2010 10/ 1/ 2010 t 

699 The Buccaneer 9/ 22/ 2010 10/ 1/ 2010 125 9/ 28/ 2010 10/ 1/ 2010 

700 CIGNA 9/ 17/ 2010 9/ 26/ 2010 265,000 9/ 30/ 2010 9/ 30/ 2010 

701 Greater Metropolitan Hotel 9/ 16/ 2010 10/ 1/ 2010 1,200 9/ 24/ 2010 9/ 30/ 2010 

702 
Local 17 Hospitality Benefit 

9/ 16/ 2010 10/ 1/ 2010 881 9/ 24/ 2010 9/ 30/ 2010 
Fund 

703 GSC-ILA 9/ 15/ 2010 10/ 1/ 2010 298 9/ 15/ 2010 9/ 28/ 2010 

704 
The Allied Industries Health 

9/ 13/ 2010 10/ 1/ 2010 127 9/ 13/ 2010 9/ 27/ 2010 
Fund 

705 Harden Healthcare 9/ 9/ 2010 1/ 1/ 2011 874 9/ 29/ 2010 9/ 27/ 2010 

Vernon Sheltered Workshop, 
706 Inc. Health and Welfare Plan 9/ 16/ 2010 10/ 1/ 2010 41 9/ 16/ 2010 9/ 27/ 2010 

#501 

707 I.U.P.A.T 9/16/ 2010 10/ 1/ 2010 875 9/ 23/ 2010 9/ 27/ 2010 

708 
Sanderson Plumbing 

9/ 22/ 2010 10/ 1/ 2010 326 9/ 22/ 2010 9/ 27/ 2010 
Products, Inc. 

709 Transport Workers 9/ 20/ 2010 10/ 1/ 2010 107 9/ 23/ 2010 9/ 27/ 2010 

710 
United Federation of 

9/ 16/ 2010 10/ 1/ 2010 351,000 9/ 27/ 2010 9/ 27/ 2010 
Teachers Welfare Fund 

711 Aegis 9/ 16/ 2010 10/ 1/ 2010 162 9/ 21/ 2010 9/ 24/ 2010 

712 Aetna 9/ 16/ 2010 10/ 1/ 2010 209,423 9/ 16/ 2010 9/ 24/ 2010 

713 All flex 9/ 20/ 2010 10/ 1/ 2010 34 9/ 22/ 2010 9/ 24/ 2010 

714 Baptist Retirement 9/ 10/ 2010 10/ 1/ 2010 127 9/ 17/ 2010 9/ 24/2010 

715 BCS Insurance 9/ 13/ 2010 9/ 24/ 2010 115,000 9/ 22/ 2010 9/ 24/ 2010 

716 Cryogenic 9/ 20/ 2010 10/ 1/ 2010 19 9/ 20/ 2010 9/ 24/ 2010 

717 Fowler Packing Co. 9/ 8/ 2010 10/ 1/ 2010 39 9/ 17/ 2010 9/ 24/ 2010 
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718 Guy C. Lee Mfg. 9/15/2010 10/1/2010 312 9/15/2010 9/24/2010 

719 Health Port 9/17/2010 10/1/2010 608 9/17/2010 9/24/2010 

720 Jack in the Box 9/17/2010 10/1/2010 1,130 9/21/2010 9/24/2010 

721 Maritime Association 9/17/2010 10/1/2010 500 9/21/2010 9/24/2010 

722 Maverick County 9/21/2010 10/1/2010 1 9/23/2010 9/24/2010 

Metropolitan D.C. Paving 
723 Industry Employees Health 9/20/2010 10/1/2010 550 9/20/2010 9/24/2010 

and Welfare Fund 

724 PMPS-ILA 9/19/2010 10/1/2010 15 9/23/2010 9/24/2010 

725 PS-I LA 9/19/2010 10/1/2010 8 9/23/2010 9/24/2010 

726 QK/ DRD ( Denny's) 9/16/2010 10/1/2010 65 9/22/2010 9/24/2010 

727 Re liance Standard 9/14/2010 10/1/2010 33,377 9/14/2010 9/24/2010 

728 Tri-Pak 9/20/2010 10/1/2010 26 9/20/2010 9/24/2010 

729 United Agricultural Benefit 
9/17/2010 1/1/2011 17,347 9/17/2010 9/24/2010 Trust tt 

Total Enrollees 2,189, 63 6 

*Indicates a Health Reimbursement Arrangement (HRA) . An HRA is an employer- funded plan that reimburses 
employees for medical care expenses. 

**Application approved in November, but posted January 26, 2011. 

t Applicant name corrected on February 1, 2011. 

tt Plan effective date corrected on February 1, 2011. 

State-Mandated Policies: Approved Applications for Waiver of the Annual Limits 
Requirements 

Updated 1/ 26/2011 

In some states, issuers offer policies with annual limits below the minimum requirements in order to comply with 
state laws. These state laws require issuers to market a standardized policy that includes an annual limit well 
below the restricted annual limits. In such instances, states may apply for a waiver of the restricted annual limits 
on behalf of issuers of state-mandated policies if state law required the policies to be offered by the issuers prior 
to September 23, 2010. Although the state may apply on the issuers' behalf, the application must still satisfy 
the standard that compliance by the issuers would result in a "significant decrease in access to benefits" or a 
"significant increase in premiums." 
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Plan Number 
Application 

States/Plans Covered Under Application 
Effective of 

Completed Waiver 
the State Application Received Date Enrollees 

by Approved 
Applicant 

730 Massachusetts 

Fallon Community Health 
9/ 20/ 2010 10/ 1/ 2010 890 9/ 20/ 2010 9/ 27/ 2010 Plan's Young Adult Plans 

HNE Young Adult Plan High 
9/ 20/ 2010 10/ 1/ 2010 60 9/ 20/ 2010 9/ 27/ 2010 

and HNE Young Adult Plan Low 

Harvard Pilgrim Pulse Plan 9/ 20/ 2010 10/ 1/ 2010 1,467 9/ 20/ 2010 9/ 27/ 2010 

Neighborhood Health Plan's 
9/ 20/ 2010 10/ 1/ 2010 1,003 9/ 20/ 2010 9/ 27/ 2010 

Young Adult Plans 

Tufts Health Plan 9/ 20/ 2010 10/ 1/ 2010 124 9/ 24/ 2010 9/ 27/ 2010 

MA Total Enrollees I 3 ,544 I 
Neighborhood Health Plan's 

9/ 20/ 2010 10/ 1/ 2010 1,003 1,003 9/ 27/ 2010 
Young Adult Plans 

Tufts Health Plan 9/ 20/ 2010 10/ 1/ 2010 124 9/ 24/ 2010 9/ 27/ 2010 

MA Total Enrollees 3 ,544 

731 New Jersey 

Aetna 11/ 19/ 2010 9/ 23/ 2010 285 11/ 19/ 2010 12/ 17/ 2010 

Amerihealth 11/ 19/ 2010 9/ 23/ 2010 4 , 111 11/ 19/ 2010 12/ 17/ 2010 

Celtic Insurance Company 11/ 19/ 2010 9/ 23/ 2010 1 11/ 19/ 2010 12/ 17/ 2010 

CIGNA 11/ 19/ 2010 9/ 23/ 2010 2 11/ 19/ 2010 12/ 17/ 2010 

HealthNet 11/ 29/ 2010 9/ 23/ 2010 13 11/ 19/ 2010 12/ 17/ 2010 

Horizon BC/BS of NJ 11/ 19/ 2010 9/ 23/ 2010 55, 127 11/ 19/ 2010 12/ 17/ 2010 

Oxford Health Insurance 11/ 19/ 2010 9/ 23/ 2010 8 ,896 11/ 19/ 2010 12/ 17/ 2010 

NJ Total Enrollees 68,435 

732 Ohio 
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Aetna Health Inc 11/ 23/ 2010 1/ 1/ 2011 231 11/ 23/ 2010 12/ 17/ 2010 

American Medical Security Life 
11/ 23/ 2010 1/ 1/ 2011 2 11/ 23/ 2010 12/ 17/ 2010 

Ins Co. 

American Natl Life Ins Co of TX 11/ 23/ 2010 1/ 1/ 2011 1 11/ 23/ 2010 12/ 17/ 2010 

American Republic Insurance 
11/ 23/ 2010 1/ 1/ 2011 5 11/ 23/ 2010 12/ 17/ 2010 

Company 

Celtic Insurance Company 11/ 23/ 2010 1/ 1/ 2011 1 11/ 23/ 2010 12/ 17/ 2010 

Community Ins. Co. 11/ 23/ 2010 1/ 1/ 2011 92 11/ 23/ 2010 12/ 17/ 2010 

Companion Life Ins. Co . 11/ 23/ 2010 1/ 1/ 2011 0 11/ 23/ 2010 12/ 17/ 2010 

Coventry Health & Life Ins. Co. 11/ 23/ 2010 1/ 1/ 2011 18 11/ 23/ 2010 12/ 17/ 2010 

Freedom life Ins. Co. of 
11/ 23/ 2010 1/ 1/ 2011 3 11/ 23/ 2010 12/ 17/ 2010 

America 

Golden Rule Ins. Co. 11/ 23/ 2010 1/ 1/ 2011 25 11/ 23/ 2010 12/ 17/ 2010 

Health Plan the Upper OH 
11/ 23/ 2010 1/ 1/ 2011 57 11/ 23/ 2010 12/ 17/ 2010 Valley 

Humana Ins. Co. 11/ 23/ 2010 1/ 1/ 2011 46 11/ 23/ 2010 12/ 17/ 2010 

Independence American Ins. 
11/ 23/ 2010 1/ 1/ 2011 2 11/ 23/ 2010 12/ 17/ 2010 

Co. 

John Alden Life Ins. Co. 11/ 23/ 2010 1/ 1/ 2011 0 11/ 23/ 2010 12/ 17/ 2010 

Kaiser Foundation Health Plan 
11/ 23/ 2010 1/ 1/ 2011 347 11/ 23/ 2010 12/ 17/ 2010 

of Ohio 

Madison National Life Ins. Co. 11/ 23/ 2010 1/ 1/ 2011 4 11/ 23/ 2010 12/ 17/ 2010 

McKinley Life Ins. Co. 11/ 23/ 2010 1/ 1/ 2011 25 11/ 23/ 2010 12/ 17/ 2010 

Medical Mutual of OH 11/ 23/ 2010 1/ 1/ 2011 74 11/ 23/ 2010 12/ 17/ 2010 

Mennonite Mutual Aid 
11/ 23/ 2010 1/ 1/ 2011 3 11/ 23/ 2010 12/ 17/ 2010 

Association 

Mid West National Life Ins Co. 11/ 23/ 2010 1/ 1/ 2011 0 11/ 23/ 2010 12/ 17/ 2010 
of TN 

National Found Life Ins. Co. 11/ 23/ 2010 1/ 1/ 2011 0 11/ 23/ 2010 12/ 17/ 2010 
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Pekin Life Ins. Co. 11/ 23/ 2010 1/ 1/ 2011 161 11/ 23/ 2010 12/ 17/ 2010 

Reserve National Ins. Co. 11/ 23/ 2010 1/ 1/ 2011 0 11/ 23/ 2010 12/ 17/ 2010 

Standard Life & Accident Ins. 
11/ 23/ 2010 1/ 1/ 2011 0 11/ 23/ 2010 12/ 17/ 2010 Co. 

Standard Security Life Ins. Co. 
11/ 23/ 2010 1/ 1/ 2011 4 11/ 23/ 2010 12/ 17/ 2010 

of NY 

Summa Ins Co. Inc. 11/ 23/ 2010 1/ 1/ 2011 154 11/ 23/ 2010 12/ 17/ 2010 

Time Ins. Co. 11/ 23/ 2010 1/ 1/ 2011 13 11/ 23/ 2010 12/ 17/ 2010 

World Ins. Co. 11/ 23/ 2010 1/ 1/ 2011 18 11/ 23/ 2010 12/ 17/ 2010 

OH Total Enrollees 1,286 

733 Tennessee 

Blue Cross Blue Shield of TN 9/ 17/ 2010 1/ 1/ 2011 20,205 9/ 17/ 2010 12/ 17/ 2010 

TN Total Enrollees 20,205 

Total Enrollees 93,470 
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From: David Blatt
To: David Blatt
Subject: High Court Hears Health Law: What’s up for debate?
Date: Monday, March 19, 2012 1:24:01 PM

Friends:

The Supreme Court is gearing up for oral argument in what is sure to be a landmark
case in American history – the multi-state challenge to the Affordable Care Act.  The
court has scheduled an unprecedented six hours of argument, the most time
allocated to a single case since the 1960s.  A new post on the OK Policy Blog by our
policy analyst Kate Richey breaks down the issues scheduled for debate by day and
summarizes each side’s position.  We conclude:

 

Oklahoma has suspended action on creating a state health insurance exchange, a
required component of the Affordable Care Act, in hopes that the Court’s decision
will slow the implementation of health care reform.  Given that health insurance
exchanges aren’t being challenged in the pending lawsuit, this strategy seems a bit
foolhardy.  In the meantime, the oral argument proceedings should give us a
glimpse into how the Justices are thinking through the major points of contention
in the case.  We are in uncharted legal waters on many of these claims.  No matter
what happens over the spring and summer, this case is shaping up to be one for
the ages.

 

Click here to read the full blog post.  Please forward this email to colleagues and
friends who might be interested and be sure to share on Facebook and Twitter. 
Thanks!

-- 
David Blatt
Director
Oklahoma Policy Institute
(918) 794-3944 - office

 - cell
dblatt@okpolicy.org
16 E. 16 Street, Suite 408
P.O. Box 14347
Tulsa, OK 74159

www.okpolicy.org
Follow us on Twitter: http://twitter.com/OKPolicy
Like us on Facebook: http://www.facebook.com/pages/Oklahoma-Policy-
Institute/40205178389
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From: Jacobs, Chris (RPC)
To: Jacobs, Chris (RPC)
Subject: Higher Premiums Today -- And Higher Premiums Tomorrow
Date: Tuesday, September 27, 2011 3:43:11 PM

As we’ve previously reported, the main take-away from the Kaiser survey of employer-sponsored
coverage is that premiums rose this year by an average $1,303 per family – with researchers directly
attributing several hundred dollars of that increase to Obamacare.  The White House claims that this
is an aberration, and premium increases will moderate in the future.  However, a look at other
elements of the survey demonstrates exactly how many Americans will be affected by higher
premiums when all of Obamacare’s mandates take effect:
 

·         Six percent of covered workers face a waiting period of four or more months (Exhibit 3.8, p.
51), but the law specifies that employers must shorten waiting periods to no more than 90
days.  These workers will face premium increases thanks to Obamacare. 

·         Nearly one in eight (12%) covered workers – and more than one in four (28%) covered
workers in small firms – have single deductibles of $2,000 or more (Exhibit 7.6, p. 102).  But
the law caps deductibles for a single policy at $2,000.  These workers will face premium
increases thanks to Obamacare.

·         Nearly two in five (38%) workers in high deductible health plans have family plan deductibles
of over $4,000 (Exhibit 8.10, p. 148).  But the law caps family plan deductibles at $4,000 per
year.  These workers will face premium increases thanks to Obamacare.

·         More than one in six covered workers (17%) are in plans with no annual out-of-pocket
maximum (Exhibit 7.29, p. 125).  But the law prohibits annual limitation on cost-sharing
above a government-defined threshold.  These workers will face premium increases thanks
to Obamacare.

·         One in ten (10%) covered workers in large firms, and more than one in six covered workers
in small firms (17%), are subject to an annual limit on benefits (Exhibit 14.5, p. 222).  But the
law prohibits these annual limits.  These workers will face premium increases thanks to
Obamacare.

 
All these workers will face premium increases as a direct result of provisions in Obamacare.  And
that assumes that workers will get to keep their coverage at all.  For the more than one in six (17%)
of workers in high-deductible plans, Secretary Sebelius and HHS will publish regulations that hold
the potential for many, if not most, high-deductible plans to be considered NOT “government-
approved.”  And as one senior HHS official commented, employers may “dump” their firms in
government-sponsored Exchanges – meaning workers would lose their existing employer coverage
entirely.
 
The Administration is claiming that today’s higher premiums are an anomaly.  But looking at the
survey data, and analyzing the provisions of the law, it becomes obvious that when it comes to
skyrocketing premiums thanks to Obamacare, you ain’t seen nothing yet.
 
Chris Jacobs
Health Policy Analyst
Republican Policy Committee
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(202) 224-2946
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From: 
To: 

Grace-Marie Turner 
Katie Altshuler 

Subject: Highlights from this week's SCOTUS activities 

Friday, March 30, 2012 8:48:52 AM Date: 

Galen Institute Broadcast Alert 

Photos and broadcast highlights of our coverage of this week's 
historic Supreme Court arguments on ObamaCare 

Monday 

fR] 

Dav One Photo Gallerv 

TV and Radio Interviews 

Varney& Co. 

Butler on Business 

The Drew Mariani Show 

Pavne Nation 

Tuesday 

fR] 

Dav Two Photo Galle1:y 

Radio Interviews 

The Small Business Advocate 

The Brian Thomas Show 

Wednesday 

[jj] 

Dav Three Photo Gallerv 

Radio Interviews 
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Joy Cardin. Wisconsin Public Radio 

Dateline Washington 

The Brian Thomas SllO'w 

Thursday 

TV and Radio Interviews 

NewsmaxTV 

The G. Gordon Liddy Show 

The Brian Thomas Show 

Galen Institute 
P.O. Box 320010 
Alexandria, VA 22320 
www.galen.org 

Share your thoughts with us 

forward to a friend 
update settings 
unsubscribe 
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From: Jacobs, Chris (RPC)
To: Jacobs, Chris (RPC)
Subject: Hold On To Your Wallets: Today"s Mandates Will Raise Premiums
Date: Friday, December 16, 2011 8:27:40 AM

Various press reports this morning regarding an 11:00 conference call being held by the
Administration suggest that HHS may be about to release preliminary guidance regarding the
“essential health benefits.”  Those are the federal mandates that all plans in Obamacare’s Exchanges
must carry in order for them to be deemed “acceptable” by Washington bureaucrats.
 
It’s worth noting the timing of this announcement – right before Christmas, on a Friday (aka “Take
Out the Trash Day”), as most folks in Washington are distracted by the omnibus appropriations bill
and other end-of-session activities.  Also of note:  The fact that Secretary Sebelius will NOT be
participating in the 11:00 conference call.  Some would argue that the Secretary’s absence confirms
how unpopular these new Washington-imposed mandates have become, and the political
controversy they have created.
 
But the real story here is WHY the Obamacare mandates are controversial – because they will raise
insurance premiums.  Candidate Obama repeatedly promised his health care plan would LOWER
premiums by $2,500 per family, and do so within his first term.  But the Congressional Budget Office
has said that Obamacare would RAISE individual insurance premiums by $2,100 per family.  So the
real question for HHS is:  How will their regulations close the whopping $4,600 gap between the
$2,500 per family premium reduction candidate Obama promised and the $2,100 premium
increase Obamacare is scheduled to deliver?
 
Unfortunately, it’s highly unlikely that the gap can be closed – because new mandates imposed by
government bureaucrats will only raise premiums, not lower them.  As a result, struggling middle
class families are paying every month for the President’s failure to deliver – and will continue to do
so for years to come.
 
We will of course have more on these developments as the day progresses.

Chris Jacobs
Health Policy Analyst
Republican Policy Committee
(202) 224-2946
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From: Dana Wolpert on behalf of Mary Fallin
To: Denise Northrup; Katie Altshuler; Steve Mullins
Subject: HOLD: Post Election RGA Call

When: Friday, November 09, 2012 10:45 AM-11:15 AM (UTC-06:00) Central Time (US & Canada).

Note: The GMT offset above does not reflect daylight saving time adjustments.

*~*~*~*~*~*~*~*~*~*

Please have your Governor join Gov. McDonnell, Gov. Christie, Gov. Jindal, and Gov. Walker for a Governors-only conference call to
discuss healthcare issues/PPACA deadlines based on the election outcome.  The RGPPC is preparing materials for either scenario and
the hope is to coordinate governors regarding messaging and actions moving forward.
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From: Denise Northrup on behalf of Mary Fallin
To: Tammie Wright; Rebecca Frazier; Maria Maule; Audrey Rockwell; Denise Northrup; Katie Altshuler
Subject: HOLD: Post Election RGA Call
Start: Friday, November 09, 2012 10:45:00 AM
End: Friday, November 09, 2012 11:15:00 AM

When: Friday, November 09, 2012 10:45 AM-11:15 AM (UTC-06:00) Central Time (US & Canada).

Note: The GMT offset above does not reflect daylight saving time adjustments.

*~*~*~*~*~*~*~*~*~*

Please have your Governor join Gov. McDonnell, Gov. Christie, Gov. Jindal, and Gov. Walker for a Governors-only conference call to
discuss healthcare issues/PPACA deadlines based on the election outcome.  The RGPPC is preparing materials for either scenario and
the hope is to coordinate governors regarding messaging and actions moving forward.

*Call In Number: _____________________________________
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From: Dana Wolpert on behalf of Mary Fallin
To: Denise Northrup; Katie Altshuler
Subject: HOLD: Post Election RGA Call

When: Friday, November 09, 2012 10:45 AM-11:15 AM (UTC-06:00) Central Time (US & Canada).

Note: The GMT offset above does not reflect daylight saving time adjustments.

*~*~*~*~*~*~*~*~*~*

Please have your Governor join Gov. McDonnell, Gov. Christie, Gov. Jindal, and Gov. Walker for a Governors-only conference call to
discuss healthcare issues/PPACA deadlines based on the election outcome.  The RGPPC is preparing materials for either scenario and
the hope is to coordinate governors regarding messaging and actions moving forward.

*Call In Number: _____________________________________
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From: Dana Wolpert on behalf of Mary Fallin
To: Tammie Wright; Rebecca Frazier; Maria Maule; Audrey Rockwell
Subject: HOLD: Post Election RGA Call
Start: Friday, November 09, 2012 10:45:00 AM
End: Friday, November 09, 2012 11:15:00 AM

When: Friday, November 09, 2012 10:45 AM-11:15 AM (UTC-06:00) Central Time (US & Canada).

Note: The GMT offset above does not reflect daylight saving time adjustments.

*~*~*~*~*~*~*~*~*~*

Please have your Governor join Gov. McDonnell, Gov. Christie, Gov. Jindal, and Gov. Walker for a Governors-only conference call to
discuss healthcare issues/PPACA deadlines based on the election outcome.  The RGPPC is preparing materials for either scenario and
the hope is to coordinate governors regarding messaging and actions moving forward.
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From: Dana Wolpert on behalf of Mary Fallin
To: Denise Northrup; Katie Altshuler; Glenn Coffee
Subject: HOLD: RGPPC Governors’ Only Conference Call On Healthcare Ruling

When: Tuesday, July 03, 2012 10:30 AM-11:00 AM (UTC-06:00) Central Time (US & Canada).

Note: The GMT offset above does not reflect daylight saving time adjustments.

*~*~*~*~*~*~*~*~*~*

A RGPPC Governors’ Only conference call will be held on Tuesday, July 3rd: 11:30 AM - 12:00 PM (EDT) to discuss the PPACA Supreme
Court decision. On this call, a brief summary  of the decision will be provided, and governors will discuss what the decision means for
their state as well as next steps. 

*Call-in information: _______________________________
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From: Dana Wolpert on behalf of Mary Fallin 

To: Denise Northrup; Katie Altshuler; Glenn Coffee 
Subject: HOLD: RGPPC Governors' Only Conference Call On Healthcare Ruling 

When: Tuesday, July 03, 2012 10:30 AM-11:00 AM (UTC-06:00) Central Time (US & Canada). 

Note: The GMT offset above does not reflect daylight saving time adjustments. 

A RGPPC Governors' Only conference call will be held on Tuesday, July 3rd: 11:30 AM- 12:00 PM (EDT) to discuss the PPACA Supreme 
Court decision. On this call, a brief summary of the decision will be provided, and governors will discuss what the decision means for 
their state as well as next steps. 
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From: 
To: 

Sooner rea f'artV 
Katie AltstM !let 

SUbjed: 
Date: 

Homeless Senator Dan Newbeny and Did tile Indians Just Buy Manhattan fur $24.00? 
SUnday, June 24, 20U 11:14:51 PM 

Forward this email to a friend 

IN THIS ISSUE: 

Sponsors this 
week: 

The Carpenter 
Shop 

358 North Rockwell 
OKC,Ok 
405-942-2644 
thecarpentershop net 

The carpenter Shop is 
a full line cabinet and 
countertop shop that 
t ravels all over the 
state building dream 
kitchens for discerning 
customers 

Claude Hall's 
Gun Shows 

okcgunshow.com 
okcgs.com 

Claude Hall has 
always take care of 
the Tea Party and the 
Ron Paul activist 
community at his gun 
shows. 

His next OKC dates 
are: 

May 19th - 20th, 
July 14 - 15th, 
Oct 6-7th 
Nov 17- 18th 
Dec 15- 16 

Wolflaser.com 

Click Here For Previous Newsletter Archives 

Click Here to Sign Up for the Sooner Tea Partv Email Ust 

Forward this email to a friend 

Senator Newberry Election Funded by 
Obama Money Bundler George Kaiser 

Senator Newberry is locked in a tight race with Mark Croucher and is throwing everything that 
isn't bolted down. Kevin McDugle is also facing a barrage of lies from Senator Crain over 
Kevin's work at a Tulsa museum. Winning at all costs is the only goal for these State Chamber 
thugs. 
Here are some links to some stories that cover the museum controversy: 
News On 6 
KRM.G 

As proof that Newberry is panicking take a look at this invitation to attend a Newberry 
fundraising event. 

The Tulsa host committee, 
Mike Craddock, George B. Kaiser and Don Millican, 

along with CLE PAC, Oklahoma Association of Realtors PAC and the 
Tulsa Chamber of Commerce PAC, 

cordially invite you to a reception in support of 
Senator Dan Newberry, District 37 

and his Re-Election Campaign 
5:30 p.m. - 7:00 p.m. 

Thursday, June 21st, 2012 
The Local Table Restaurant 
4329 South Peoria Avenue 

Tulsa, OK 74105 
$1,000 Host $500 Sponsor $250 Friend $150 per Attendee 

RSVP: Karlee Bohn at 405-521-0900 or karlee@sagaconline.com 
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This guy is a Noble 
Oklahoma based 
company that has 
great prices on 
electronics of all 
types and 
inexpensive toner 
and ink for your 
printer. 

Comtec Security 

Com tee 
provides residential 
and commercial 
security systems in 
Oklahoma. 

There is only one 
thing you really 
need to know 
about Comtec's 
quality and pricing, 
they do not require 
a contract for their 
services. 

Customers are free 
to walk away if 
their service isn't 
top quality. 

Rodent 
ResistantChicken 
Feeders! 

$50 + Shipping 

rr=-:::=~.-=-;==--:=-;==;=~F~o~r~a~d~o~w~nl~o~a~da~b~le flyer, please click b£re.. 
Paid for by Friends of Dan Newberry:J 

The stench of fear is palpable in Tulsa's Senate District 37 if Newberry and the Tulsa Chamber 
is openly resorting to using big Democratic supporters like Kaiser. Write this down on your 
bathroom mirror: There are no Republicans or Democrats that take State Chamber or Liberal 
money, only crooks that put an R or a D behind their names. 

Homeless Senator Dan Newberry 

Ah, don' t you love these young, fre.sh, politicians? All the time setting records and 
making new inroads in uncharted territory. Senator Newberry is apparently going 
to be our first homeless State Senator. 

No one in their right mind is going to take money from an Obama Bundler in a tight 
election like this but desperate people do desperate things. It appe.ars that 
Senator Dan Newberry is in financial meltdown mode and according to this 
repossession document fi led in Tulsa County he hasn't paid his mortgage in many, 
many, months. 

The foreclosure papers claim that Senator Newberry hasn't paid his mortgage since 
September first of 2011 and owes $401,024.00 in principle plus interest at 5% from 
August 2011, $2,143.27 in escrow advances, $783.51 in late fees, and $85.00 in 
corporate advance. 

Now bad things happen to good people, they get sick, they lose jobs but we are 
talking about a State Senator here and they ought to be held to a higher 
standard. They get a legislative salary that is more than many Oklahomans will 
ever dream of making plus their regular salary. And if you can't increase your 
income after being elected State Senator, then you are pretty poor at your 
profession or trade. If they won't pay their personal bills and keep a roof over 
their families head, why in the world would we even consider electing them to the 
State Senate? 

Perhaps this is why Senator Newberry has no problem with increasing government 
spending and running up state debt. He apparently doesn't have to pay so why 
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Advertise Your 
Business, Event, Or 
Service Here! 

$25.00 per week, 
tens of thousands of 
Oklahoman 
impressions every 
newsletter 

should the state have to pay back all the bonds? 

Now this caught our attention and we looked at his ethics reports. Lots of personal 
reimbursements for things like printing with regular suppliers and " lump sum, 
unknown" payments. If you want to see for yourself follow this link and find 
Newberry, Daniel in the list. But the kicker is his latest Dan Newberry C1-R 
showing $58,000 left eleven days before the primary. Who in their right mind 
would keep $58,000.00 unspent in a tight race? Someone who didn't have the 
$58,000.00 left in their bank account. Newberry has had another $12,000 come in 
since June 15th 

I know that several Ethics Commission employees read this newsletter every 
Monday morning. You guys need to do an audit of Senator Newberry's campaign 
account ASAP because a candidate that is hoarding cash eleven days before a 
primary is an odd duck. The guy is in financial trouble according to Tulsa County 
Court filings so it is not a stretch that he could be embezzling money out of his 
campaign funds and paying personal bills. 

For the regular citizens out there, the Ethics Commission requires a candidate or 
PAC to file quarterly reports but to my knowledge or in my experience they don't 
actually ask to see your bank statement to see if the cash your reported on hand is 
in the bank or not. But they can if there are questions of embezzlement. 

Add to this reports of Senator Newberry using a different sign supplier, being 
especially grumpy at the Capitol this year, and reports of cheap, poor quality mail 
pieces going out despite raising hundreds of thousands of dollars in campaign 
donations. 

So Who Do You Vote for? 

If in doubt, vote anti incumbent. 

Tulsa Mazzei versus Ronda Vuillemont-Smith, pick Ronda 
Dan Newberry versus Mark Croucher, vote Croucher 
Brian Crain versus Kevin McDugle, vote McDugle 
Weldon Watson versus Lois Jacobs, vote Jacobs 

Glen Mulready versus Darren Gantz, vote Gantz 
County derk, vote Dean Martin 
John Sullivan versus Jim Bridenstien, vote Bridenstien 
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Dan Boren's old seat, vote Dwayne Thompson or Dustin Rowe 

Sharp Ron 017 Shawnee Republican 
Clark Ernest R. 017 Shawnee Republican 
Moore Ed 017 Shawnee Republican 
Jestes Mike 017 Oklahoma City Republican 

Little Don P. 033 Broken Arrow Republican 
Dahm Nathan 033 Broken Arrow Republican 
Wright Tim 033 Broken Arrow Republican 
Johns Cliff 033 Broken Arrow Republican 

Jolley Clark 041 Edmond Republican 
Blair Paul 041 Edmond Republican 

Hensley Gil 020 Newcastle Republican 
Cleveland Bobby 020 Slaughterville Republican 
Maus Paul 020 Norman Republican 
Morrison Alon 020 Newcastle Republican 

Thomsen Todd 025 Ada Republican 
Gallup Donald Cole 025 Ada Republican 

Cooksey Marian 039 Edmond Republican 
Dani Bob 039 Edmond Republican 

Hardin Tommy c 049 Madill Republican 
Dishmon Samuel Q. 049 Madill Republican 

McBride Mark 053 Moore Republican 
Graham Brian 053 Moore Republican 
Sullivan Paula 053 Norman Republican 
Beu Eric E. 053 Moore Republican 

Fisher Dan 060 El Reno Republican 
White Matt 060 El Reno Republican 

Armes Don 063 Faxon Republican 
Cozad B. L. 063 Indiahoma Republican 

Coody Ann 064 Lawton Republican 
Jernigan Ryan D. 064 Lawton Republican 

Walker Ken 070 Tulsa Republican 
SaundersShane 070 Tulsa Republican 
Davis David w. 070 Tulsa Republican 

Henke Katie 071 Tulsa Republican 
Rogers Evelyn L. 071 Tulsa Republican 

Turner Mike 082 Edmond Republican 
LiebmannGuy 082 Oklahoma City Republican 

McDaniel Randy 083 Edmond Republican 
Aldridge Maurice 083 Oklahoma City Republican 

Hall Elise 100 Oklahoma City Republican 
Renner Jeff 100 Oklahoma City Republican 
Beard Mark 100 Oklahoma City Republican 

Banz Gary 101 Midwest City Republican 
Bailey A. J. 101 Midwest City Republican 
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Third Issue of the Oklahoma-Guardian 
Is In the Hands of the Voters 

Mission accomplished, papers reached 70,000 voters in the last week before the primary. 
Enough advertising and donations came in to double the printing so we sent thousands of 
copies to our Ada team, hit a large chunk of Rep. Guy Uebman's district, and a large chunk of 
Rep. Gary Banz's district. The Tulsa teams hit Senator Mike Mazzei, Senator Newberry, and 
Representative Glen Mulready. 

Rep. Marian Cooksey was hit hardest in Oklahoma City, almost all of her district got 
newspapers, and Senator Clark Jolley's district was saturated. This is a lot like spraying for 
roaches, cover most of it and the vermin will track the pesticide into the other places. What 
you don't kill with the first spraying you wi ll make sick and just maybe they will leave. 
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One third of the papers, we couldn't haul all of them at once 
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Some of the dozens of volunteers all across the state preparing papers for delivery 

Around 2,000 papers ready to deliver. Rep. Banz, say hellow to our little friends 

We took 100 copies to the High Noon Club on Friday where Glen Howard of Senior World Radio 
helped pass them out to incoming attendees and the guest speaker read parts of the articles as 
part of his presentation. 

The pressure must have been building for Senator Jolley last week and after he got caught 
lying about Paul Blair's business dealings Senator Jolley was apologizing at an event that led 
the Democratic Okie Forum to declare the event the "public execution of Clark Jolley's political 
career. Jolley's public political suicide was assisted by a former Chairman of the GOP, Chad 
Alexander 

The Coalition for Oklahoma's Future is a PAC ran by David Boren's lobbyist, Chad Alexander, 
funded by the largest corporate supporters of the State Chamber of Commerce, and has 
injected hundreds of thousands of dollars into a handful of House and Senate races this year in 
an attempt to re-elect pro corporate welfare friendly legislators. The maj or donors of the new 
PAC are Chesapeake Inc., the Chickasaw Nation, the Williams Co., Rooney Holdings, and 
Flintco. 

On Friday Senator Clark Jolley reportedly apologized to Paul Blair over the ads ran by the 
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Coalition for Oklahoma's Future and was quoted by the Oklahoman as saying: ""I don't even 
know who paid for it," Jolley said. "I can't control legally anything an independent group does." 

During the candidate forum on Friday Paul Blair read from a letter from his accountant, David F. 
Johnson, of Oklahoma City, stating that he "did not find a single instance of any delinquency 
filing, failure to file, any wrongdoing or anything inappropriate. All the businesses you have 
been associated with, owned and/or operated have always paid their taxes." Johnson has 
prepared taxes for Blair and his businesses since the mid 1980s. Blair also refuted a robo call 
claiming scandal on an Edmond School District vending machine contract stating that his 
company had been outbid by another company and that there was no scandal involved. "That's 
the way free market and free enterprise works," he said. 

Attendees reported that Senator Jolley held his head in his hands as the attack ads were 
shown to be unfounded political mudslinging, leading to reports on the Oklahoma Democratic 
Forum that called the encounter "The public execution of Clark Jolley's political career." 

The Oklahoman printed a story on Tuesday where Xavier Neira, chairman of the Coalition for 
Oklahoma's Future, said that radio and television advertisements criticizing Paul Blair will 
continue to air despite complaints from the candidate that they are misleading. The ads 
center on three $25.00 Franchise tax payments on businesses that had closed or had become 
inactive. 

An agency spokeswoman for the Oklahoma Tax Commission was quoted as saying that 
failure to file papers listing the corporate officers and paying the $25.00 Franchise fee results in 
the business being listed as suspended but it isn't a crime and no taxes were actually owed to 
the state. Agency spokesperson Paula Ross said the filing the names of corporate officers 
protects them from being sued individually, she said. The franchise tax was suspended in 2010. 

Senator Clark Jolley's office was contacted for this article but refused to comment. 

Jolley's own polling must be showing that he is losing if he has sunk to using three $25.00 
franchise tax payments as his best shot at defeating Blair. After the state tax commission 
spokesperson verified that the franchise tax payments weren't even owed as the businesses 
had been dissolved Jolley must have thought it was the end of the world. 

Finally we worked with allies across the state to push three robo calls into Rep. Mulready's 
district and into Rep. Todd Thomspen's district. Both Mulready and Thompsen voted to 
eliminate income tax exemptions for retired veterans, for disabled veterans, and for soldiers 
that are fighting in Afghanistan or Iraq so that they could lower income tax rates for the 
wealthiest Oklahomans. We thought the voters of their districts should know how they were 
voting before the election. 

And for the third robo call we used a bit of information that we have been saving for 
Representative Glen Mulready's election; his committee vote on HB 1397, the transvestite birth 
certificate bill. 

Back in May when I ambushed Mulready at the Republican women's club meeting I actually 
congratulated him in front of the crowd for voting against the transvestite birth certificate issue 
when it came to the House floor. I remembered that he looked uncomfortable, as if he was 
holding something back, and sure enough there his name appears on the House web page on 
HB 1397 as a committee supporter of the transvestite birth certificate. One of our allies 
brought up the committee vote so we recorded a robo call to help old Glen communicate better 
with his constituents. 

I suppose we will be blamed when Mulready buckles under the pressure and moves to San 
Francisco to begin his new career in female impersonator burlesque. 
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"Anti Business" or Constitutional Conservative? 

The Oklahoman swung into action on Sunday labeling our efforts "anti business". But take a 
look at the part where the Democratic consultant is siding with the establishment candidates by 
claiming there are two Republican parties. I beg to differ; you are a Republican only if you 
follow the party platform so there is only one Republican Party. The problem is that the 
Democrats have infiltrated the Republican Party and are holding the majority of the House and 
Senate seats along with most of the statewide offices. 

The story continues with the Democratic consultant wondering if the State Chamber will support 
a "pro business" Democrat against the "anti business" Republican in the general election, then 
he repeats his assertion that the incumbents are being challenged because they aren't "social" 
leaders or "religious" leaders. I hate to break this to them but most of our state's population 
are religious and they just might support a business man running for office that believes that 
principles must come before profit, that the public good deserves being the goal instead of 
corporate welfare. 

Besides using the Democratic consultant, they drug out Chamber wh*res Neva Hill and Pat 
McFerron. Neva Hill, the personal political consultant to our old punching bag Kris Steele 
called us liars in the article: 

""There seems to be in the primaries this mindset of a lot of the challengers that you just 
attack, attack, attack, and it doesn't matter whether it's truthful," Hill said. "No one's really 
calling them to task." 

Neva Hill, name one instance where we were untruthful. She can't and everyone knows it. 

Michael McNutt did a good job on portraying my interview for the story. 

"AI Gerhart, chairman of the Sooner Tea Party, said his members aren't working to get 
candidates elected, but to expose voting records to prevent certain incumbents from being re
elected." 

"We did vety little recruiting," he said. "It's more about we've looked at what's out there. We 
talk with them and we also make sure that they understand how they run is how they'd better 
vote." 

Gerhart said he is disappointed with Republican lawmakers who ran on pledges to cut state 
government, yet the legislatively appropriated budget for the 2013 fiscal yeat~ which begins July 
1, is $6.8 billion, or $200 million more than this year. 

"Something is seriously out of whack with the Republican Party if they can't follow their own 
party platform," he said. "Where's the savings? They talk about eliminating the state income tax 
- we'll never do that unless you get the spending under control." 

Kudos to Michael McNutt of the Oklahoman for getting the main point to our opposition past his 
editors, that these "Republicans" are outright hypocrites and are the slaves of the State 
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Chamber. I also loved the part about the Tea Party opposition caused "several" Republicans 
to vote against the bond issues at the close of the session then McNutt gave the vote tally for 
one of the bond issues, 77 against and 15 for .... Several Michael? I know, that is what it 
took to get it past your editors. That right there folks is admission that the Sooner Tea Party 
killed the bond issues. 

And RINO GOP Chairman Matt Pinnell showed his ignorance again with his comments for the 
story, or better put, acted like the lap dog that he has become and bleated out what his 
handlers require of him: 

"What can be hurtful is if we beat each other up too much in the primary and there's a 
Democrat waiting in the general election," Pinnell said. 

"I don't really see that happening in these races (Tuesday). There are certainly some 
competitive primaries that we have, but I don't think there's any example where the 
challengers won't get behind the nominees." 

Matt, you are dead wrong . The real Republicans understand that the GOP has been 
hijacked, we will support conservative Democrats over the lying, State Chamber wh*res that 
you have been trying to protect. I told the entire state GOP convention in May of 2011 what 
we would do, you send us trash as candidates and we will take out the trash. 

The Associated Press did a storv on Saturday that did a decent job of laying out the facts, 
albeit a bit slanted toward the State Chamber by calling us social conservatives instead of the 
proper term of constitutional conservatives. Sean Murphy did a good job on accurately stating 
our position and accurately quoted my comments: 

"But a tea party group is weighing in on Blair's behalf, peppering likely voters in the district 
with a newsletter blasting Jolley for various votes that they deem "liberal." 

AI Gerhart, the co-founder of the Sooner Tea Pa1ty, said the group also is targeting other 
incumbents, including Sens. Brian Crain, R-Tulsa, Dan Newberry, R-Tulsa, Mike Mazzei, R-Tulsa, 
and Rep. Glen Mulready, R-Tulsa, and will have delivered more than 100,000 newsletters to the 
doorsteps of Republican voters by Tuesday's election. 

"Mainly because we realize they're not following the Republican Pmty platform," said Gerha1t, a 
longtime critic of the Republican Pa1ty establishment in Oklahoma. "To us, that makes them 
RINDs (Republicans in name only). 

"Making the newspaper was a big task, but we figured it was the only way we could get the 
message out there." 

But in what might be the most regretted political decision of the year, the State Chamber and 
their allies are intent on labeling most of the opposition candidates as "Sooner Tea Party" 
candidates. They are rolling the dice, betting that they don't lose enough races that giving us 
credit for the losses doesn't blow back in their faces. If the incumbents all win then the 
defeats wi ll be blamed on the Sooner Tea Party even if we had no part in a particular election, 
so there is some method to their madness. But if they lose their bet they will have publically 
given us credit for their defeat. But one thing is unmistakable, the State Chamber and their 
establishment allies view us as the main threat and as the voice of the opposition in Oklahoma. 

Calculated risks are necessary to win in any contest but foolishly gambling, not taking into 
account what is at stake nor the odds of prevailing, is the mark of an idiot. Or the State 
Chamber and their establishment allies realize that everything is at stake, all the tax credits, all 
the corruption that will be uncovered, all the special treatment for special interests, all wi ll 
come crashing down if we maintain our three House seat margin for the Speaker of the House 
election. Here is what they don't quite get, things have changed, more people are awake, we 
have alternative media to spread our message like our new Oklahoma-Guardian newspaper. 

The One That Got Away 
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I don't like to lose. I like it even less when the general public loses and that seems to be the 
case with the Prater investigation. The Grand Jury refused to indict Oklahoma County District 
Attorney David Prater on conspiracy charges connected to the victory party in 2006 that lead to 
improper campaign donations. According to the Attorney Generals office the campaign 
donations charges were past the statue of limitations, That statement was found in the Grand 
Jury report so they focused on the only crime that they could rule on, whether or not Prater 
conspired with the half dozen or so lawyers to avoid successful prosecution of various charges 
ranging from DUI to bribing a police officer. 

The Grand Jury Interim report reads like a campaign flyer for Prater, with the admonishment at 
the end praising his "political courage" for prosecuting his campaign donors rather than 
following state statue and sending the cases out to the Attorney Generals office so they could 
be sent to other district attorneys for prosecution. 

Grand Juries aren't like criminal juries; one hold out won't stop them from indicting a public 
official. The vote might have been 16 to 14 for all we know. 

However let's look at what we did accomplish: 

• We forced the Attorney General to investigate the case after they had known about the 
details since February (according to both rumor and the Grand Jury Interim Report). 

• Prater was forced to return thousands of dollars in campaign donations 
• Several of the attorneys did face justice in the end and had to give up their law license 

We shined a harsh, blinding spotlight on activities at the courthouse and gave them 
notice that we were watching and that they would be held accountable 

Allegedly they found records of payment from five donors the night of the victory party and 
one attorney allegedly paid $2,000 in cash to settle his part of the bill. One indictment was 
returned, allegedly for the businessman that owned the restaurant for signing an affidavit that 
he supposedly knew to be false. 

That is where I am having problems figuring this out. The guy wasn't looking to hurt Prater 
and he could have thrown us off the case when I slid a copy of that affidavit across the table 
to him simply by saying the affidavit wasn't legit. Why would he own up to the affidavit and 
continue to say that Moon paid with a credit card? Had it been so far back that he was 
mistaken? Or was the bill actually paid by Moon's credit card and the other payments found 
from the five donors and the $2,000.00 in cash simply campaign donations? We don't know 
and we don't have access to the records that the Grand Jury saw. 

But we are a nation of laws and a Grand Jury refused to indict Prater so unless other evidence 
comes forward Prater is a free man. Let's hope the admonishment of the Grand Jury takes 
hold and that Prater follows state law in forwarding cases where conflict of interests is present 
to the Attorney Generals office. 

Liberal Liebmann Is on the Run! 
R. H. 

Since 2004 Representative Guy Uebmann has claimed to represent District 82 as a conservative 
Republican in the House of Representatives in the State of Oklahoma. His record shows that he 
is far from a conservative politician. In fact his 2011 Oklahoma RINO score is miserable 20. 

Liebmann was a Marine but one thing is obvious about veterans in politics. The veteran who 
does not embellish on his or her record tends to serve the public while the false hero and non
combat veteran tends to serve themselves. A prime example of this is Senator John Keny or 
even Representative Guy Liebmann. 

Mr. Liebmann authored HB 1515, which was a bill that would use taxpayer funds to complete 
the Native American Cultural Center in Oklahoma City. Now this project happens to sit in his 
city, and this would have been a basic. Pork Barrel Project for his city district. One has to ask 
why the rest of the state's residents should pay to complete a private project to benefit his 
city? 

In 2011 he submitted 8 bills to the House for consideration. Of those 6 died in committee, 1 
died on the House floor and 1 became law. The one that became law is listed below. 

HB 1512 Deferred Maintenance Finance-Liberal 

What this law does, is once a bond is paid off from fees collected it allows those fees to remain 
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in place for maintenance cost. The only stipulation is those funds must be spent within 24 
months. This in effect is a backdoor way to fund capital improvements to whatever they want. 

In 2012 he submitted 8 bills and 1 House Joint Resolution for consideration to the House. Of 
those 2 died in committee, 1 died in a Senate committee, 1 was held over and 4 became law. 
The House Joint Resolution also became law. The ones that became law are listed below. 

HB 2388 Drug Screening for Applicants for State Provided Assistance-Conservative 
HB 2390 Modify Storage Tank Reimbursement Provisions-Liberal 
HB 2391 Weigh Station Improvement Fund-Tax on Fuel-Liberal 
HB 2392 Public Finance-Long Range Capital Planning Commission-Liberal 
HJR 1116 Permanent Rules for the Department of Transportation-Liberal 
What's particularly troubling of the bills that became law was the expansion of government by 
creating a new commission to study the Long Range Capital Planning. Not only did this grow 
the size of government, and the cost of government, but it put the responsibilities of the 
legislature off on a three man commission. This is pure laziness on the part of the legislature 
and a show ofcontempt towards the citizens of Oklahoma. 

How did he vote on bills that mattered to Oklahomans? Well we took a look and here is what 
we found. 

HB 2130 Obamacare, voted Yea 4 times-Liberal 
HR 1004 Open Rules under certain circumstances, refused to sign-Liberal Stance 
HB 2171 Highway Bond Bill, voted Yea 6 times-Liberal 
HB 1953 Governors Quick Action Fund, Slush Fund, voted Yea 13 times-Liberal 
HB 1593 Municipal Employees Collective Bargaining Act, Voted Yea 3 times-Conservative 
HJR 1002 Ad Valorum Tax Increase, voted Yea 1 time-Liberal 
HB 1446 Illegal Immigration Bill, voted Nay 2 times-Liberal 
HB 2131 Soft on Crime, voted Yea 2 times-Liberal 
HB 1647 Concealed Carry for Military Personnel, voted Nay 2 times-Liberal 
HB 2169 Obamacare Funding, voted Yea 2 times-Liberal 
SB 154 21st Century Quality Jobs Act, voted Yea 3 times-Liberal 

That's simply amazing. Eleven very important votes to the citizens of Oklahoma and he votes 
as a conservative 1 time. 

I then went to the Oklahoma Ethics Commission web site to look at his campaign finances. It 
seems that Mr. Liebmann ran un-opposed in the 2010 campaign season, although he did have 
a campaign organization then. It seems he also kept that organization alive until January of 
2012. During 2011 we see things on his campaign reports that look like this. 

Name 
OKIEPAC 
$2,500.00 

Principal Interest 
To Support Candidate 

For Office 

Date Amount 
Feb 2, 2011 

Now this is 2011. What office are we talking about? Could this be House of Representatives in 
2012? If so, then why wasn't an SO-l filed until January of 2012? Is this skirting the campaign 
laws? Here's more of what I found. 

Date Item 
Amount 

June 17, 2011 Membership 
Ok $75.00 
May 09, 2011 Advertising 
Advertising $251.94 

Name of Person Bene. Explanation 

Greater OKC Chamber of Commerce HD 82 Help Build a Better 

OKC-Friday HD 82 Campaign 

What is this I found? Campaign advertising in May of 2011. That can only be for the 2012 
campaign season. That is a clear violation of Oklahoma's campaign laws. Where is the Ethics 
Commission on this? 

I next went to www.votesmart.ora and looked at what was on file there. I paid particular 
attention to his campaign finances and his Special Interest group ratings. The Special Interest 
group ratings show that he favors the agenda of the Oklahoma State Chamber of Commerce of 
those of his constituents. His positions on consumer and patient advocacy are down in the SO's. 
That's terrible. 

What stood out in his campaign finance report was a donation from an organization called 
Oklahomans for Better Housing. This organization is a spinoff of ACORN. You remember them. 
They like to hide their activities and names, but we know who they are. No conservative 
politician would ever accept a donation from this group. 

It's obvious that Mr. Liebmann is nothing more than a tax and spend liberal politician. This 
RINO Republican faces a good Conservative Republican challenger in the primary Tuesday. 
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2011 Oklahoma RINO Index Receives Praise 
Paul Wesselhoft and the Sooner Tea Party don't see eye to eye on every issue but Wesselhoft 
is politically savvy enough to work with us where we do agree and that is on 95% of the 
issues. So we were grateful when Wesselhoft posted comments on Facebook supporting the 
need to revise the Oklahoma Constitution/OCPAC Conservative I ndex that had for years been 
rock solid. 

Our problems with the Conservat ive Index all flow from Charlie Meadow's part of the process, 
picking the bills that make up the Index. When Charlie allows personal loyalties to get in the 
way or allows religion to override common sense then he screws up the Conservative I ndex. 
Here are the two posts by Representative Wesselhoft: 

Paul Wesselhoft posted on your Wall 
"CONSERVATIVE INDEX RATES AN 80, NOT 100! 

The Conservative Index of The Oklahoma Constitution lost creditability this year. They excluded 
two important conservative bills, one of which I will address: 

They refused to apply a "no" vote on the last minute raid of the EDGE Fund. The Republican 
caucus voted not to even hear this bill, but the Speaker violated our instructions in the last 30 
minutes because he knew he had the liberal Democrat's votes for the bill. Only two questions 
from me were allowed on spending those millions on Higher Education, and I was not allowed 
to debate the bill. 

We could and would have used that 167 million to repair the capital buildings, hire more 
correction officers, and repair the Medical Examiners office. All conservatives knew our next 
year intentions. These are core responsibilities of government. 

Now, next year, we must defeat more bond bills that will be proposed to make such repairs. 
We gave up all those millions with two questions asked and no debate! 

Apart from the Personhood bill, a "no" vote on the EDGE bill was absolutely the most 
conservative vote! Rep. Mike Reynolds says, "A legislator cannot be a conservative and vote 
'yes' on this bill." However, some Republicans voted "yes." 

Conservative Republicans will be well served by a competing conservative index." 

DESPICABLE SPECTACLE 

The Oklahoma House of Representatives raided the E. D. G. E. fund of some $165,000,000 and 
transferred the money to Higher Education for their endowed chairs matching project. The 
budget already gave Higher Education a $10,000,000 annual increase. And, as usual, Higher 
Education is threatening to raise tuition. 

In light of the defeat of a bond to repair the Capitol, that money could have gone a long way 
to restore the deteriorating Capitol complex and other projects. We will most likely not approve 
another bond next year. 

20 Republicans voted, "No." They wanted the money for repairs next year. 
Bennett, Brumbaugh, Derby, Faught, Grau, Ha/1, Johnson, Kern, Key, McCullough, Mulready, 
Newell, Osborn, Ownbey, Reynolds, Ritze, Robetts, S., Russ, Sanders, and Wesse/hoft 

Wesselhoft is spot on with both posts. At the High Noon Club on Friday he did ask a very 
good question about our 2011 Oklahoma RINO Index, what bill caused him to get a 90% 
instead of a 100% score. 

Keep in mind that we still respect what the Oklahoma Constitution/OCPAC Conservative Index 
has done in the years past so when we revised their index we tried hard to leave as much in 
place as possible and only change what was horribly wrong. One of the bi lls that we inserted 
was HB 1446, the Illegal Alien Sanctuary bill. There were no perfect votes on that bill except 
for the last vote which disappeared off the HB 1446 bill information page on the House website, 
so we had to settle on the best of the procedural votes on the issue. 

We waited for around six to nine months before putting out the index because of the lack of a 
good vote on HB 1446 then finally after talking to one of the legislators about the issue we 
went with what we had knowing that several legislators would have lower scores than they 
deserved if we used that bill. But how could you leave off the most important and hardest 
fought immigration bill of the year? 

Kern, Murphy Ritze, Reynolds, and Wesselhoft all paid small price as all would have scored a 
perfect score on the index had we had the final vote. Brumbaugh would have scored a 90 
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instead of an 80. But the idea is to be objective, not perfect, so we figured that 90 out of 100 
was far better than the OCPAC Index. 

State Chamber Judicial Rating Group 

Rep John Bennett exposed the members of the State Chamber of Commerce judicial rating 
group, the so called Oklahoma Civil Justice Council. Their aim is to " rate" judges based on 
their pro Chamber decisions. Despite the secrecy behind the group, Bennett managed to obtain 
a copy of the minutes of one of their meetings. For those that find this unusual we would 
remind them that we have had access to State Chamber secrets for some time, they are hardly 
a monolithic block as some of them are decent men with integrity and honor. As in all groups 
there are factions fighting within the group, the trick is to learn to be useful to them on 
occasion. 

The Oklahoma Civil Justice Council is made up of the following individuals: 

Fred Morgan (President of the Oklahoma State Chamber) 
Mike Seney (state Chamber) 

Mark Vanlandingham 
Allen Wright 
Henry Hood(General Counsel, Chesapeake) 
David Rainbolt (President of BancFirst) 

Roger Beverage (Executive Director of the Oklahoma Bankers Association) 
Mark Scheii(Unit Corporation) 
Mike McDonald (Maxim Petroleum) 

Mike Terry (OIPA) 
Brad Krieger (State Chamber) 
Jennifer Monies (State Chamber). 

Do a search on OSCN.net and you might just find numerous appellate cases involving 
Chesapeake and BancFirst. others wonder if this is a preemptive strike aimed at protecting 
Chespeake CEO Aubrey McClendon after all the controversy over his interest in oil and gas wells 
as well as the fight at the annual meeting where the stockholders voted to move the 
corporation to Delaware. 

Their goal is most likely to bully the judges into ruling favorably in cases where the State 
Chamber's larger donors are involved. I suppose since the elections on appellate judges are 
retention ballots they feel they can't openly campaign against the appellate judges or run their 
own bought and paid for judges to oppose them. All they have left is to threaten the judges 
with a manufactured rating. 

Everyone remembers the grade school lesson where they were told that Peter Minuit bought 
the island of Manhattan for $24.00 in beads, cloth, and trinkets. But what we didn't learn was 
that the Canarsie Indians that "sold" Manhattan actually didn't live there, they merely visited to 
trade on occasion. other tribes "sold" land to the white men including the Raritans of Staten 
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Island that sold Staten Island no less than six times. The reverse is now happing here in 
Oklahoma, some of the Indian tribes are trying to buy our legsilature for beads and trinkets in 
the way of campaign donations. 

So how ironic is it that Manhattan Construction is now leading the charge to defeat the 
conservative candidates, bully appellate judges, and obtain tax dollars for the Indian Cultural 
Center in Oklahoma City and other bond issues projects. The documents shows that the group 
that is attacking Paul Blair and other Constitutional Conservatives was organized out of the 
Manhattan Construction Corporation in Norman Oklahoma. 

The person heading the political attacks is one Chad Alexander, a current OU Lobbyist and a 
former state GOP Chairman. Records show that he was paid $35,000 to attack Paul Blair, Bob 
Dani, and other candidates after the Coalition for Oklahoma's Future gathered $300,000 from 
Chesapeake Energy, Chickasaw tribe, Rooney Holdings, Clay Bennett, Continental Resources, 
Williams Company, and Flintco. Now Flintco and Manhattan are competitors, I've actually 
worked for both years ago as a carpenter so to see them in bed is interesting indeed. 

Look at the schedule F link on this ethics report They are supporting Mulready, Crain, 
Thompsen, and Marian Cooksey, the same people that we are going after. 

They are doing things right though as their first expenditures were survey and polling the 
districts under attack. I suppose what they found alarmed them and allowed them to raise the 
hundreds of thousands of dollars. 

Here is a list of expenditures they have made on behalf of candidates. 

Bottom line is that they are scared they are going to lose these seats and are planning on 
buying them outright with advertising. They know that if they lose seats, they also lose their 
strangle hold on the legislature, that the legislature will be more afraid of we the people than 
they are afraid of the State Chamber. 

They pretty much spent the rest of their money on Clark Jolley as that is the one they can't 
lose as Jolley is the Chairman of Appropriations and Budgets, Mr. Santa Clause to these big 
corporations. 
So, we got em on the run. Please get out and vote on Tuesday June 26th and throw the 
incumbents out and put the citizen legislators into power. 

Here are the phone numbers for those behind the Coalition for Oklahoma's Future. Light em 
up: 

XNeira@manhattanconstruction com 

(405) 822-1092, 
(405) 795-3240, 
(405) 269-3239 

Action Alert 

We don't deal with national 
issues much as we believe 
that the best way to get the 
attention of Congress and 
the Senate is to clean up 
the mess at home. 
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However HR 459, the Audit 
the Fed bill is coming up in 
a few days and we all 
should contact our U.S. 
Representatives and 
demand that they co 
sponsor HR 459. 
We need to send two clear messages: 

1.) Any attempt to water down Audit the Fed - or a vote for such an attempt - will 
be seen as a direct attack on transparency and reported to their constituents as 
such. 

2.) HR 459 must receive a standalone, up or down vote on its own merits. 

We are in debt, $16 trillion not counting the Social Security or pension much less 
any of the government backed programs like FHA or bailout programs but the Fed 
continues to print money that causes inflation. If our economy fails it will be 
because of unsound money so this needs fixed. A side benefit would be the 
reduced spending required once the Fed can't print money at will. And your 
savings or pension won't lose value 

Please contact your Representative right away to urge them to cosponsor Audit the 
Fed. 

If your representative is already a cosponsor, remind them that any attempt to 
water Audit the Fed down will be seen as an attack on transparency. 

And be sure to make it clear that HR 459 must receive a standalone vote. 

Here are the contact numbers for the Congressmen. Find their House web pages to 
contact them via email: 

John Sullivan 
Washington, D.C. Office 
434 Cannon House Office Building 
Washington, D.C. 20515 
Phone: 202-225-2211 
Fax: 202-225-9187 

Tulsa District Office 
5727 S. Lewis Avenue, Suite 520 
Tulsa, Oklahoma 74105-7146 
Phone: 918-749-0014 
Fax: 918-749-0781 

Bartlesville District Office 
Phone: 918-336-6500 

Dan Boren 

Washington, D.C. 

2447 Rayburn House Office Building 
Washington, D.C. 20515 
{202) 225-2701 
{202) 225-3038 fax 

E-Mail 

E-mail Dan 
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Muskogee Office 

431 W. Broadway 
Muskogee, OK 74401 
(918} 687-2533 
(918} 686-0128 fax 

Claremore Office 

309 W. 1st Street 
Oaremore, OK 74017 
(918} 341-9336 
(918} 342-4806 fax 

McALESTER OFFICE 
25 East Carl Albert Parkway, Suite B 
McAlester, OK 74501 
(918} 423-5951 
(918} 423-1940 fax 

Durant Office 

112 N. 12th Avenue 
Durant, OK 74701 
(580} 931-0333 
(580} 920-0041 fax 

Tom Cole 

Washington. DC Office 
2458 Rayburn HOB 
Washington, DC 20515 
Phone: (202} 225-6165 
Fax: (202} 225-3512 

Ada Office 
100 E. 13th St, Suite 213 
Ada, OK 74820 
Phone: (580} 436-5375 
Fax: (580} 436-5451 

Lawton Office 
711 SW D Ave., Ste. 201 
Lawton, OK 73501 
Phone: (580} 357-2131 
Fax: (580} 357-7477 

Norman Office 
2424 Springer Dr., Ste. 201 
Norman, OK 73069 
Phone: ( 405} 329-6500 
Fax: (405} 321-7369 
Frank Lucus 

Washington DC Office 
2311 Rayburn HOB 
Washington, DC 20515 
Phone: (202} 225-5565 
Fax: (202} 225-8698 

Canadian County Office 
10952 NW Expressway Suite B 
Yukon, OK 73099 
Phone: (405} 373-1958 
Fax: (405} 373-2046 

James Lankford 

2220



Washington, D.C. Office 
509 Cannon House Office Building 
Washington, D.C. 20515 
ph: (202) 225-2132 
fax: (202) 226-1463 

Oklahoma City Office 
1015 N . Broadway Suite 310 
Oklahoma, OK 73102 
ph: (405) 234-9900 
fax (405) 234-9909 

Shawnee Office 
20 East 9th, Suite 100 
Shawnee. OK 74801 
ph: (405) 273-1733 

Here are all the House members in two fifty m e m ber blocks of e m ail 
a ddresses. Use Bee in your email address header and email fifty of them with 
one email yet they won't know who else got the email. 

Here are the State Sen ate e m ail addresses in one block: 

Who is my state representative and my state Senator? Click here to find 
o ut 

Here is the Senate Directorv 

Here is the H ou se Directorv 

Rem 
ember to strip the unsubscribe link before forwarding this newsletter to 
prevent someone from taking you off our list! Use our forward this email link 
at the top of the newsletter to prevent being accidently unsubscribed. 

Money is always needed for printing costs, postage, sign materials, and robo 
call costs. We are tightfisted; we will spend your hard earned money wisely 
and frugally as we do our very best to clean up Oklahoma politicians so we 
can begin to clean up our country. 

You can donate by sending a check to Sooner Tea party, 368 North Rockwell 
Ave, Oklahoma City, OK, 73127 or visit Soonerteaparty.org and use the 
Paypal donation button. 

tJnsltbscribe I Change profile 
Powered by YMI p 
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From: Schiff, Maria
To: Donaldson, Leslie; Katie Altshuler; "nancy.v.atkins@wv.gov" (nancy.v.atkins@wv.gov); louis.belo@ncdoi.gov;

chris.r.clark@wv.gov; fdagostino@pa.gov; allen.feezor@dhhs.nc.gov; Michael.Gelder@illinois.gov;
james.golden@state.mn.us; julian.harris@state.ma.us; dwayne.henry@lgo-vi.gov; kkissinger@pa.gov;
ben.popkin@ncdoi.gov; jrombardo@doi.state.nv.us; jennifer.thomas@wvinsurance.gov;
Nancy.j.sullivan@wv.gov; antoinette.taranto@state.co.us; tlternes@nd.gov; m.willden@dhhs.nv.gov

Subject: HOTEL RESERVATION
Date: Friday, September 02, 2011 1:51:07 PM
Importance: High

Hello,
Please be aware that we see that you have registered for our Health Insurances Exchange meeting but
do not see you on the hotel list. If you are intending to stay at the conference hotel (the Crystal City
Hyatt), your room rate may be higher than our negotiated group rate and we will only be able to
reimburse you to our negotiated rate of $211 per night.

Maria Schiff
Program Director, Health Division
Center for Best Practices
National Governors Association
444 N. Capitol St., Suite 267
Washington, DC  20001
Phone: 202-624-5395
Fax: 202-624-7825
mschiff@nga.org

-----Original Message-----
From: Donaldson, Leslie
Sent: Friday, September 02, 2011 1:49 PM
To: katie.altshuler@gov.ok.gov; 'nancy.v.atkins@wv.gov' (nancy.v.atkins@wv.gov);
louis.belo@ncdoi.gov; chris.r.clark@wv.gov; fdagostino@pa.gov; adanes@csgdelivers.com;
allen.feezor@dhhs.nc.gov; Michael.Gelder@illinois.gov; james.golden@state.mn.us;
julian.harris@state.ma.us; dwayne.henry@lgo-vi.gov; kkissinger@pa.gov; ben.popkin@ncdoi.gov;
jrombardo@doi.state.nv.us; jennifer.thomas@wvinsurance.gov; Nancy.j.sullivan@wv.gov;
antoinette.taranto@state.co.us; tlternes@nd.gov; m.willden@dhhs.nv.gov
Subject: Friendly Reminder: Health Insurance Exchange Workshop Invitation (HOTEL RESERVATION)
Importance: High

Thank you registering for the above titled meeting.  Please note that this is just a "FRIENDLY
REMNDER" that is imperative to make your hotel reservations as quickly as possible to receive the
guaranteed group rate, as the cut-off date has expired.  If you have already made your hotel
reservations please disregard this email.  We look forwarding to see you in a few weeks.  Please let us
know if we can be of further assistance.

Kind regards,

Leslie Donaldson
Administrative Coordinator
NGA Center for Best Practices
Health Division
444 N. Capitol St., Ste. 267
Washington, DC  20001
Tel:  202) 624-5343
Fax:  202) 624-7825
Web:  www.nga.org
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The information contained in this electronic transmission, including any attachments, is for the exclusive
use of the intended recipient(s) and may contain information that is privileged, proprietary, and/or
confidential. If the reader of this transmission is not an intended recipient, or a person responsible for
delivering it to the intended recipient, you are hereby notified that any review, dissemination,
distribution, or copying of this communication is strictly prohibited. If you have received this
communication in error, please immediately notify the sender and delete this message.

The information contained in this electronic transmission, including any attachments, is for the exclusive
use of the intended recipient(s) and may contain information that is privileged, proprietary, and/or
confidential. If the reader of this transmission is not an intended recipient, or a person responsible for
delivering it to the intended recipient, you are hereby notified that any review, dissemination,
distribution, or copying of this communication is strictly prohibited. If you have received this
communication in error, please immediately notify the sender and delete this message.
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From: 

To: 

Cc: 

Subject: 

Date: 

Attachments: 

· Russ Kelly (russ.kelly@alaska.govl; 
Seth Levey; Stephen Waguespack 

Tim Pearson (timoearson@gov.sc.gov); Todd Smith 
· Tyler Yingling; Wayne Struble 

Wendy Riemann 
(Wendy.riemann@wisconsin.gov) ; will.cromer@tn.gov; Zak Tomich (tomichz@michigan.aov) 

Swann. Lanier (McConnell) 

House introduces Middle Class Tax Relief & Job Creation Act 

Friday, December 09, 201111:24: 10 AM 
ACTC.PDF 
Ending UI for Millionaires.odf 
Expensing for Job Creation and Investment. pdf 
Strengthening Medicare through Commonsense Reforms. pdf 
Tax Relief for Working Americans. pdf 
Temporarv Assistance for Needy Families Extension. pdf 

Good afternoon - -

Today, the M iddle Class Tax Relief & Job Creation Act was int roduced in the House and we will vote 

on this bill next week. Below is a summary of the bill's provisions, including pay-tors and spending 

cuts to ensure that this bill is fully paid for and does not raise taxes. 

The text of t he bill can be found here: 

http://rules.house.gov/Media/file/PDF 112 1/legislativetext /HR 1209.pdf. Additional summary 

documents of specific provisions are also attached. 

Please let me know if you have any quest ions. 

Regards, 

Will 

+++++ 
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Middle Class Tax Relief & Job Creation Act
GOP Plan Extends Current Payroll Tax Relief, Protects Social Security, Reforms and

Extends Unemployment Insurance & Includes Key Jobs Initiatives
 

Next week, the GOP-led House of Representatives will vote on the Middle Class Tax Relief &
Job Creation Act to help create thousands of new American jobs while helping Americans struggling

with the consequences of President Obama’s failed economic policies.  The bill extends current payroll

tax relief, protects Social Security, reforms and extends unemployment insurance, and extends pro-

growth tax relief for businesses of all sizes – while also advancing several bipartisan measures that will

directly support the creation of private-sector jobs, including the Keystone XL energy pipeline. 

Everything in the House bill is offset by spending cuts, rather than through tax increases that would hit

small businesses and destroy jobs, as proposed in Senate Democrats’ bill.

 

Extends Current Payroll Tax Relief, Protects Social Security
 

The bill provides a one-year extension of the temporary payroll tax relief enacted in 2010 and

allows Americans to keep more of their own money, rejecting the Democrats’ plan to increase taxes on

job creators. The measure protects the Social Security Trust Fund from being harmed by cutting

government spending and directing those savings to replenish the trust fund.  Specifically, the measure:

 

·         Extends the current lower payroll tax rate for employees, which was reduced from 6.2 percent

of wages to 4.2 percent, for one year.

·         Ensures that taxes will stay lower for the nearly 170 million Americans who pay payroll taxes,

with the average working family saving $1,000 in 2012.

·         Rejects the Democrats’ proposed tax increase on job creators.

 

Reforms UI Program & Extends Benefits for Americans Struggling in Obama Economy
 

The bill permanently reforms the federal unemployment insurance (UI) program and extends

benefits to those who are struggling in President Obama’s economy.  Recognizing that unemployment

services should focus on helping Americans get back to work, the bill uses a two-step process to

gradually reduce current maximum weeks of benefits from 99 to 59 weeks, a common-sense level that

is in line with past recessions and economic downturns (President Obama’s own plan recognizes that

American taxpayers cannot subsidize benefits for an unprecedented, unending period of time by

reducing the maximum weeks by 20 next year). 

 

The measure permanently reforms unemployment insurance to reduce waste, cut costs, and

increase state flexibility – consistent with the Jobs, Opportunities, Benefits & Services (JOBS) Act
approved by the Ways & Means Committee in May.  For example:

 

·         The bill requires all state and federal UI recipients to, as a condition of eligibility, search for

work, be in a GED program if they have not finished high school (with common-sense

exceptions such as for older workers), and participate in reemployment services to help them

get back to work.

·         The measure increases state flexibility to test and evaluate innovative state-based solutions.

·         The bill targets waste, fraud, and abuse by improving the accuracy and administration of UI

benefits.

·         The measure allows states, if they desire, to perform drug screening and testing as a condition

of providing UI benefits in order to improve prospects for future employment.

 

Job Creation Initiatives
 

          As part of Republicans’ continuing focus on jobs, including the GOP’s Plan for America’s Job
Creators, the measure includes several key jobs initiatives:

2225



 

·         The bill accelerates a decision on the Keystone XL energy pipeline, requiring, within 60 days,

for the permit to be granted unless the president determines the project is not in the national

interest. The measure will create thousands of American jobs and increase America's energy

security. Similar legislation passed the House with bipartisan support earlier this year.

·         The measure extends 100 percent business expensing through 2012 to make it easier for

employers, small and large, to invest now in new machinery and equipment, grow their

businesses, and create jobs.

·         The bill includes Rep. Morgan Griffith’s (R-VA) EPA Regulatory Relief Act (H.R. 2250) to stop

the onerous new boiler rule and require the Obama administration to develop a more sensible

alternative that balances the need to protect both jobs and the environment.  The measure,

which would protect more than 200,000 American jobs, was passed by the House on a

bipartisan basis on October 13.

·         The measure includes spectrum auctions to advance wireless broadband service, bring

interoperable broadband communications to public safety officials, spur billions in private

investment, and create thousands of jobs – consistent with Rep. Greg Walden’s (R-OR)

Jumpstarting Opportunity with Broadband Spectrum (JOBS) Act.
 
Includes Two-Year “Doc Fix,” Further Defunds ObamaCare
 

          The bill provides a two-year “doc fix” and savings to offset the cost, including further defunding

the President’s health care law.  A two-year “doc fix” extension is longest stretch of time in nearly a

decade.  Bringing this level of stability to physicians will pave the way for a permanent fix.  Specifically,

the bill:

 

·         Extends certain Medicare payment policies, including a two-year “doc fix” to protect Medicare

physicians from large reimbursement cuts scheduled to take place next year.

·         Repeals $8 billion in ObamaCare mandatory funding from the unaccountable “prevention and

public health fund,” which the House voted to defund earlier this year (saves $8 billion).

·         Forces greater repayment of improper taxpayer-funded subsidies in ObamaCare to reduce

waste, fraud and abuse in the Democrats’ health care law (reduces deficit by $13.4 billion).

·         Updates certain provider payment methodologies to reduce wasteful spending (saves $21.5

billion).

 

Reforms & Extends Temporary Assistance for Needy Families Program
 

The Temporary Assistance for Needy Families (TANF) program, which replaced the prior open-

ended welfare entitlement with a fixed federal block grant as part of the 1996 welfare reform law,

expires December 31, 2011.  The bill extends the $16.5 billion TANF block grant at its current funding

levels through the remainder of FY 2012, and makes two reforms to (1) improve program

administration by standardizing data elements to improve integrity and collaboration; and (2) close the

current “strip club loophole” to ensure that welfare funds cannot be accessed in strip clubs, liquor

stores, and casinos by blocking welfare electronic benefit transfer (EBT) cards from working in ATMs

there.

 

Spending Cuts – Not Tax Hikes on Job Creators – to Offset Payroll/UI Extension
 

The bill includes spending cuts in government programs – not tax increases on job creators –

to fully pay for extending current payroll tax relief and unemployment insurance benefits.  This includes

extending the current pay freeze for federal workers, including Members of Congress, eliminating

government benefits for millionaires & billionaires, targeting fraud and abuse, and reforming entitlement

programs – many ideas for which President Obama has already expressed support.  Specifically, the

bill:
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·         Extends the current pay freeze for federal workers (including Members of Congress) through

FY 2013 (saves $26 billion).

·         Changes the co-pay structure for civilian federal retirees (saves $36 billion).

·         Raises Government Sponsored Enterprise (GSE) guarantee fees to better price the risks GSEs

cover and reduce their unfair advantages over the private sector (saves $38 billion).

·         Includes spectrum auctions and other reforms to bring in significant revenues for taxpayers by

making more efficient and effective use of the public’s airwaves (saves $16 billion).

·         Reforms the National Flood Insurance Program by eliminating the premium subsidy for certain

properties (saves $4 billion).

·         Better coordinates with states and localities to prevent Social Security overpayments (saves $3

billion)

·         Ensures that illegal immigrants who are not eligible to work in the U.S. do not get checks from

the IRS (saves $9.4 billion).

·         Gradually increases Medicare premiums for high income beneficiaries (saves as much as $31

billion).

·         Prohibits millionaires from receiving unemployment insurance and food stamp benefits (saves

$20 million).
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To: 

Sooner Tea !>arty 
Katie Altshuler 

Subject: 
Date: 

House Leadership ASks For <Her One Billion in New Debt 
Monday, December 19, 201112:48:29 AM 
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Exchanges in 
Oklahoma 

Senate Passes 
National Defense 
Authorization Act 

House Leadership 
Backs Down, 
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Tea Party 
Newsletter 
Delivery 
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City Bombing 
Documentary film 
Released 

Over a Billion 
Dollars of New 
Debt for 
Oklahoma? 

Representative Sue 
Tibbs Threatens 
New 2 nd 
Amendment Right 
Bills 

Oklahoma 
Republican Values 
Versus the Tea 
Party Values 

Is the Hickman
Steele Coalition 
Disintegrating? 

Senate District 17 

Forward this email to a friend 

Click Here For Previous Newsletter Archives 

Cljck Here to Sign Ill> for the Sooner Tea Party Email I ist 

Forward this email to a friend 

Obama Care Health Insurance Exchanges in Oklahoma 

It bas been several years since Obama Care first came on the scene and it was one 
of the main issues that drove the Tea Party movement into existence. In February of 
2010 the former statewide umbrella group, the OCA, rescued the issue out of the 
Rules Committee by putting 500 phone calls a day into former Speaker Benge's office 
and the issue sailed through the House and Senate onto the ballot for November 
2010, with Oklahomans voting it into law in a landslide election. The new law 
allowed Oklahomans to opt out of Obama Care and many in the conservative 
community thought the issue was solved. 

It was not; the State Chamber of Commerce owned House leadership forced the issue 
back on the agenda in 2011 under the guise of "Health Insurance Exchanges" until 
grassroots pressure forced ten freshmen legislators to switch their votes against the 
issue and the Senate found the will to kill the issue. Governor Fallin accepted defeat 
on the issue in Apri l and on Apri l 14th, moved her press conference forward several 
hours in an attempt to prevent the small contingent of Tea Party members at the 
capitol from attending her press conference. She then gave a statement that she was 
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Up For Grabs 

Shakedown At the 
Capitol 

Sponsors this 
week: 

The Carpenter 
Shop 

358 North Rockwell 
OKC, Ok 
405-942-2644 
thecarpentershop.net 

The Carpenter Shop is 
a full line cabinet and 
countertop shop that 
travels all over the 
state building dream 
kitchens for discerning 
customers 

R A Graphix 
(405) 703-3599 
214 Ne 12th St, #C, 
Moore, OK 73160 

R.A. Graphixis a full 
line printer and sign 
shop capable of screen 
printing, v inyl signs, 
banners, offset 
printing, and all of your 
printing needs. Randy 
and his family have 
supported the 
conservative movment 
for many years 

Wolflaser.com 

This g uy is a Noble 
Oklahom a base d 
com pan y that has 
great prices o n 
e lectronics of all 
types a nd 
inexpe ns ive tone r 
a nd ink for you r 

returning the $53,000,000.00 in Federal grants for the implementation of Obama Care 
Health Insurance Exchanges. Again the conservative community thought they had 
achieved a final victory. 

Yet not a day later House leadership was busy making plans to bring the issue back 
to life and make it more palatable by calling the Health Insurance Exchanges by a 
new name and claiming that these would be Oklahoma Health Insurance Exchanges 
not Obama Care Health Insurance Exchanges and run by state rules overseen by state 
legislators. They stayed busy all summer and fall touting their new plan, holding 
regional dog and pony shows where "experts" droned on and on about the issue. 
Then at the Shawnee GOP House retreat we learned that Representative Glen 
Mulready was beating the drum again, telling legislators that they had done all they 
could to stop Obama Care but that it was time to go ahead and implement it. 

Politicians do this over and over again: they claim to be against an issue, passing 
laws on the matter, only to quietly find a way to pass the issue into law, counting on 
the short attention span of voters and a compliant media to keep it out of the news. 
We see the worst of them beating their chests proclaiming the NRA support and 
vowing to stand for our 2nd Amendment rights all the while ensuring that good 2nd 
Amendment legislation is killed. We saw it with the Real ID act years ago when 
they passed a resolution stating that Oklahoma will not support the Federal law only 
to implement the biometric drivers licenses part by part. Now we are seeing it with 
Obama Care, campaigning against the issue during elections but bringing it back 
again and again until they manage to get it through. 

I am also the State Co Coordinator for Campaign For Liberty, a national group that 
focuses on liberty issues, and they have an excellent training program that includes 
regular webinars with experts educating the state and local leaders. Last week we 
had a first class program on Obama Care that included a nationally known doctor, 
who was leading the charge against the program. The purpose of the training was to 
show how state governments were misleading the public and who was pushing for 
Obama Care and why. 

We learned that there is absolutely no difference between state exchanges and 
Obama Care federal exchanges. Here is the relevant section of Obama Care that 
allows for the state run exchanges, emphasis is mine: 

Each State electing to establish an Exchange must adopt the Federal standards 
contained in this law and in this proposed rule, or have in effect a State law or 
regulation that implements these Federal standards. Section 1311(k) further spedfies 
that Exchanges may not establish rules that conflict with or prevent the application of 
regulations promulgated by the Secretary." 

Representatives like Representatives Glen Mulready and Jason Nelson that claim that 
they are setting up a state run exchange in order to avoid having to implement 
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printer. 

Comtec Security 

Comtec 
provides residential 
and commercial 
security systems in 
Oklahoma. 

There is only one 
thing you really 
need to know 
about Comtec's 
quality and prici~g, 
they do not requ1re 
a contract for their 
services. 

Customers are free 
to walk away if 
their service isn't 
top quality. 

Rodent 
ResistantChicken 
Feeders! 

$50 + Shipping 

Advertise Your 
Business, Event, Or 
Service Here! 

Obama Care are simply lying through their teeth. They pretending that they are 
simply making a website possible where Oklahomans could shop for insurance like 
Ehealthlnsurance.com or getting-health-insurance.com when the reality is that they 
are giving away the 10th Amendment rights of Oklahomans. They know that once the 
exchange is set up the Feds will dictate everything. 
But why are these Republicans selling out on Obama Care? 

The answer is simple, insurance lobbyists and State Chamber of Commerce lobbyists 
give them large campaign donations. 

The State Chamber wants health insurance costs off business payrolls and onto the 
backs of taxpayers. Their member businesses also understand that benefit cuts are 
going to have to be implemented; they don't want benefit cuts occurring when they 
are running the insurance program, they prefer to be able to blame the government 
for benefit cutbacks. One would think that businesses would just quit offering health 
care insurance but many believe that it is an important tool for recruiting top talent. 

The insurance companies have a different approach, they want to see everyone 
forced to buy their product whether they need it or not. Health insurance is one of 
those expenses that a lot of people will not pay for. Who could blame them! If they 
get sick they just go to the emergency room or a free clinic. They can spend their 
paycheck on $100 sneakers and cell phones or drive a new car. Obama Care is a 
way of forcing everyone to pay for insurance, which is really just a way to spread 
health care costs across the entire population. Of course if you don't work or are 
getting a disability check the government will pay your bills so Obama Care really just 
hits those that are gainfully employed. 

The second reason why insurance companies want to force Obama Care on everyone 
is that it will severely limit the competition. That's right, under Obama Care there 
will be very, very few companies with the experience, the personel, and the 
infrastructure to work with the Federal government. Blue Cross/Blue Shield was one 
of the companies that participated in the creation of Obama Care. Our own 
Representative Glen Mulready used to lobby for Oklahoma Blue Cross. With 
thousands of smaller health insurance companies driven out of the market, what do 
you think will happen to insurance rates? 

When you start to shake your head at those of us that are pushing hard to educate 
Oklahomans and begin to feel uncomfortable about how we expose their dirty laundry 
to the world, ask yourself how uncomfortable you are going to feel when the day 
comes that your health care decisions are decided by a bureaucrat working to hold 
costs down instead of a familiar doctor working in your best interests. America has 
the most effective and technologically advanced health care system in the world if one 
is willing to work so that one can afford it. Yes, the costs are getting out of hand but 
most experts state that it is because of consumers not having enough skin in the 
game. When a third party pays, neither the doctor nor the patient has any incentive 
to keep costs down. Government regulation also adds a huge percentage to the 
costs, true heath care reform must address those two issues. Health care should be a 
commodity product where the fight for market share and productivity drives down 
consumer prices. 

This next legislative session is going to be a battle ground on this issue. 
Conservatives must get involved in the fight to stop this unconstitutional law from 
stripping our freedom from us and our children that follow. Watch this newsletter 
for opportunities to act against the politicians and when you do respond with an email 
or a phone call, a donation to a good candidate or a plea for volunteers, tell them 
that you are a Tea Party supporter. Always remember that politicians can ignore you 
if you act alone but they can't ignore you if you are acting as a group. 
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Senate Passes National Defense Authorization Act 

We try to focus on state issues with the theory that all politics are local, i.e., control 
the voter base at the local and state level and the Washington politicians will get the 
message. Occasionally the Feels do something so outrageous or stupid that we have 
no choice but to get involved. That was the case with the National Defense 
Appropriations Amendment (NOAA) that had been working its way through the 
Federal House and Senate. A lot of national attention was focused on the NOAA so 
we thought that surely the offending portions of the bill would be stripped out. 

The NOAA is passed every year to lay out the budget and expenditures for the 
military along with various tweaks to the laws regulating the military. Normally they 
are ho hum issues but on occasion the liberals and progressives slip dangerous laws 
into the massive bills. A few years back during the Bush administration they actually 
gutted Posse Comitatus, the 1878 law that prevented American military from being 
used on American citizens on American soil. The offending language was slipped in 
by a couple of Democrats and it made it into law, but the offending language was 
stripped out the following year. This time though, the breach of our constitutional 
rights was intentional and much debated. 

Basically this years NOAA has stripped American Citizens of due process protections. 
There was a Feinstein amendment, #1456, that provided window dressing to appease 
civi l libertarians: 

"The Feinstein amendment #1456, which passed on Dec. 1 (by a vote of 99-1), says 
that no provision of Sec. 1031 can be taken to "affect existing law or authorities, 
relating to the detention of United States citizens." 

The bill's supporters didn't oppose the amendment because Senators Lindsay Grahm 
and Carl Levin argued that the President already has the authority to detain American 
Citizens since the Supreme Court hasn't ruled otherwise. The reality is that this 
Feinstein amendment was added nearly unanimously at the last minute to appease 
those that were rightly opposed to these detention provisions. Another excuse for 
voting for this bill was that the law supposedly exempted American Citizens: 

"The requirement to detain a person in military custody under this section does not 
extend to citizens of the United States. " 

This is simply a clever deception, just because something is not required doesn't 
mean it is prohibited, by extrapolation it is permitted. If that isn't horrible enough 
for civil libertarians, the power to determine which citizens are indefinitely detained 
without charges or a trial now rests with the President alone. 

I contacted one of our newsletter readers, Emily Shipley, Southwest Oklahoma Field 
Representative for Senator Coburn. Here is her reply: 
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"Dr. Coburn voted against the Defense Authorization bill because of there was not an 
open amendment process and the bill did nothing significant to change the way the 
government spends money on Defense. Several stories have gone around that 
American citizens or legal permanent residents could be detained in their own 
backyard, regarding section 1032 of the bill. However, the media has it wrong; the 
reports I have read say this affects US citizens, when it doesn't. 

I have attached a copy of the section pertaining to your particular question. The bill 
is over 900 pages long, so I only printed the necessary pages. I have highlighted the 
areas of your concern." 

The simple solution would have been to strike that portion or just make it plain that 
cit izens may not be detained under military custody. Trust in the Federal government 
is nearly nonexistent among nformed citizens. We do not want anything 
implemented that can be turned around and used against the citizens of Oklahoma. 
We see our government implementing high policing policies where the focus is on 
protecting the state from the citizen. Passage of a law that could be used against 
citizens is proof that they are afraid of the citizens or are envisioning a situation 
where things get so bad that they need to turn the military and the police on the 
people. 

We remember the MIAC report. We have heard many other instances of Federal 
experts proposing going after people that have more than 7 days of food stored, 
which means that every Mormon out there is to be considered a terrorist or every 
one of the so called preppers could be labeled terrorists. Let me tell you what got 
me into the Tea Party. It was watching my customers, almost exclusively upper 
class professionals that could afford an expensive kitchen remodel, storing food, 
water, guns, and ammo. When you see chemists, doctors, lawyers, large business 
owners, and even Federal government employees preparing for disaster then you 
know that this fear is wide spread, deep rooted, and somewhat rational. 

I told Miss Shipley that we were writing a story on the issue and asked for Coburn's 
position on this issue but she has not replied to our request; we don't want him 
voting "no" because of the lack of an open amendment process or lack of significant 
changes, we want him to vote no because of the danger to our freedom. 

And which Oklahoma politicians voted for this stripping of Constitutional rights from 
Americans? Every last one of t hem except for Coburn. Inhofe, Sullivan, Boren, Cole, 
and Lucas all voted for this bill. They need phone calls and emails to let them know 
that this law must be taken down immediately. 

CONTACT INFORMATION - US Senators and Congressmen for OK 

SENATOR/ OR. TOM COBURN, http: //coburn.senate .gov/public/ 
Washington D.C. 172 Russell Senate Office Bldg. Washington, DC 20510 (202) 224-5754 (202) 224-
6008 
Tulsa Office 1800 South Baltimore, Suite 800, Tulsa, OK 74119, (918) 581-7651 (918) 581-7195 fax 
Okla homa City, 100 North Broadway, Suite 1820, Oklahoma City, OK 73102, (405) 231-4941 (405) 
231-5051 fax 
l awton, 711 SW D Avenue, Suite 202, lawton, OK 73501, (580) 357-9878 (580) 355-3560 fax 

SENATOR JIM INHOFE, http: / / inhofe.senate.gov/public/ 
Washingt on, DC, 453 Russell Senate Office Building, Washington, DC 20510-3603, (202) 224-4721 
(202) 228-0380 fax 
Tulsa Office, 1924 S. Utica Avenue, Suite 530, Tulsa, OK 74104-6511, (918) 748-5111 (918) 748-
5119 fax 
Okla homa City Office, 1900 NW Expressway, Suite 1210, Oklahoma City, OK 73118, (405) 608-4381 
(405) 608-4120 fax 
McAlester Office, 215 E. Choctaw, Suite 106, McAlester, OK 74501, (918) 426-0933, (918) 426-0935 
fax 
Enid Office, 302 N. Independence, Suite 104, Enid, OK 73701, (580) 234-5105 (580) 234-5094 

CONGRESSMAN DAN BOREN 
Washington, D.C., 216 Cannon House Office Building, Washington, D.C. 20515, (202) 225-2701 (202) 
225-3038 fax 
Muskogee Office, 431 W Broadway, Muskogee OK 74401, (918) 687-2533 (918) 686-0128 fax 
Clare more Office, 309 W 1st St, Claremore OK 74017, (918) 341-9336 (918) 342-4806 fax 
McAlester Office, 321 S Third, Suite 4, McAlester OK 74501, (918) 423-5951 (918) 423-1940 fax 
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CONGRESSMAN TOM COLE, http: //www.house.gov/cole/ 
Washington DC Office: U.S. House of Representatives, 236 Cannon HOB, Washington, DC 20515, 
(202} 225-6165 (202} 225-3512 fax 
Norman Office: 2420 Springer Dr., Ste. 120, Norman, OK 73069, (405} 329-6500 (405} 321-7369 
fax 
lawton Office, 711 SW DAve., Ste. 201, lawton, OK 73501, (580} 357-2131 (580} 357-7477 fax 
Ada Office, 104 E. 12th, Ada, OK 74820, (580}436-5375 (580}436-5451 fax 

Congressman James Lankford 
Washington Address: 509 Cannon House Office Bldg, Washington, DC 20515, 202/225-2132 fax: 
202/226-1463 
Oklahoma Offices: 1015 N. Broadway, Suite 310, Oklahoma City, OK 73102, 405/234-9900 fax: 
405/234-9909 

CONGRESSMAN FRANK LUCAS, http://www.house.gov/ lucas/index . .shtml 
Was hington, D.C. Office, House of Representatives, 2311 Rayburn House Office Building, 
Washington, D.C. 20515, (202} 225-5565 (202} 225-8698 fax 
Stillwater Office 720 South Husband, Suite 7, Stillwater, OK 74075, (405} 624-6407 (918} 227-0354 
(405} 624-6467 fax 
Canadian County Office, 10952 NW Expressway, Suite B, Yukon, OK 73099, (405} 373-1958 (405} 
373-2046 fax 
Woodwa rd Office, 2728 Williams Ave., Suite f, Woodward, OK 73801, (580} 256-5752 (580} 254-
3047 fax 

CONGRESSMAN JOHN SULLIVAN, http: //sulliva n.house.gov/ 
Washington, D.C. Office, 114 Cannon Office Building, Washington, D.C. 20515, (202} 225-2211 
(202} 225-9187 fax 
Tulsa Office, 5727 S lewis Ave, Suite 520, Tulsa, OK 74105-0014, (918} 749-0014 (918) 749-0781 
fax 
Ba rtlesville Office, 401 S Johnstone Ave, Suite 348, Bartlesville, OK 74105, (918} 336-6500 (918} 
749-1781 fax 

Treat! I won't back down Yah, we used it two weeks ago. Get used to it ... 

House Leadership Backs Down, Reinstates Sooner Tea Party Newsletter 
Delivery 

Last week we reported that the Sooner Tea Party newsletter had been banned on the 
Oklahoma House of Representatives email server. Barbra Hoberock, a reporter with 
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the Tulsa World, had done some digging around on t he story, call ing several 
legislators and even Speaker Steele's office who blamed the problem on their spam 
filter. Speaker Steele's staff chose to get creative, blaming the newsletter content for 
triggering the spam filter but what they couldn't explain was how identical copies 
were getting through to House members when sent using personal email addresses. 

The idea of the media looking into t he issue must have spooked Speaker Steele 
because the last issue of the newsletter sailed right through the House spam filter and 
made it to the legislator's email boxes. This should serve all as a good reminder of 
how our system depends on the media acting as a watchdog for our freedoms. The 
worst of the legislators cannot abuse their power without the media standing aside 
nor can they work their dirty deeds if the public stays involved. The media needs 
the public to pay their wages; the public needs the media to keep them informed; 
only the politicians benefit when either group gets distracted from their 
responsibilities. 

1995 Oklahoma City Bombing Documentary Film Released 

I'll admit that I was a little skeptical about this film even after knowing the producer 
and many of the individuals involved in the story for several years. That was no 
reflection on their character, indeed they are solid conservatives and dedicated to 
advancing freedom in Oklahoma. The skepticism was focused on the subject itself; 
The 1995 Oklahoma Oty bombing. But my uncertainty turned out to be completely 
unfounded as this film is both beautifully produced and provides a fresh look at the 
act of terror that occurred almost 17 years ago. 

The opening of the fi lm showcases the dichotomy of Oklahoma City's rural roots 
brushing up against glittering skyscrapers. The movie dives right into the Oklahoma 
City bombing by showing video and audio clips depicting the chaos of that April 19th 
morning. I remember it well as the blast rattled the windows in my home in Midwest 
City hard enough that we thought that Tinker Air Force Base had been hit. An in-law 
was working across the street in the Journal Record building but had gone in late that 
morning, making for an anxious wait till we learned that she was safe. 

I had known people who died in the blast, had customers that were survivors of the 
blast, and I knew of widows left behind. So, I wondered if even after 16 years 
what the reaction to a film questioning the bombing investigation might be. But the 
film was very respectful to sensibilities while still getting their point across. The 
inclusion of many survivors and local experts no doubt added enormous credibility to 
the film while assuring Oklahomans that this was not outsiders disturbing old wounds. 

The film lays out the government's case first, mentioning an APB for two Middle 
Eastern looking suspects, then the subsequent arrest of Timothy McVeigh. Next the 
film dives into controversy by asking why no ATF officers were killed in the bombing 
even though the ATF was the alleged target of the act. An interview from a local TV 
station stated that ATF officials told one family member that they had been warned 
via their pagers not to come to work that morning. Next up were two implausible 
stories that ATF agents were present, one in a fall ing elevator, and the other a 
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bizarre story about an ATF agent using martial art skills to escape. Elevator 
mechanics interviews state that the safety devices were not tripped, proving that no 
elevators had fallen and the door of the particular elevator had been jammed by 
falling debris. 

Other interviewees and depositions state unusual ATF activity before and after the 
blast. Two witnesses report that former congressman Ernest Istook had prior 
knowledge of the event, and there were many reports about bomb squad trucks and 
sheriff department mounted units being sent nto the area. Multiple Oklahoma City 
police officers, Sherriff deputies, and even one Tulsa police officer were interviewed 
on the inconsistencies and dropped leads. 

The film then mentions Jayna Davis, the lead reporter on the Oklahoma City bombing 
for Channel 4, who was fired about a year after the bombing along with her program 
director. I know Jayna Davis and that lady is consumed with this story even after 16 
years. Her book the Third Terrorist opened up different scenarios on who was behind 
the bombing but she raised many of the same points that "A Noble Lie" brought up. 

Something that I had not heard of before was that an Oklahoma City police officer 
was poking into the case and that he was tortured, then murdered in the El Reno 
area. One of his last messages to family before he disappeared was about visiting 
his mini storage building near El Reno and having to shake the Feds that were tailing 
him. The story is rife with serious questions concerning the murder investigation. 

The Oklahoma County Grand Jury was mentioned as well as evidence pointing to 
multiple explosive devices found and inconsistencies in blast damage according to 
experts. One very troubling point was the mass of paper debris on the north side of 
the building that would have had to travel against the blast wave from the Ryder 
truck to land where it did. Only a bomb planted inside the building would have 
resulted in such a debris path and only a bomb planted inside the building would have 
resulted in the damage to interior columns that lead to the collapse of the Murrah 
building. 

The Trentadue case was also brought up about the Federal prisoner murdered at the 
Transfer Center in Oklahoma City. An enormous amount of inconsistencies were 
involved as well as the disappearance of evidence in the torture/murder of the Federal 
inmate. An anonymous caller said that the FBI killed Trentadue in a botched 
interrogation due to a misidentification of Trentadue. The FBI allegedly thought 
Trentadue was an extremist, who had been robbing banks to finance a war of terror 
against the Federal government and that details of extremists appear to be centered 
around John Doe #2, the never identified suspect that was the subject of a manhunt 
in the first day of the OKC bombing. 

The film doesn't claim that the Federal government blew up the building but it does 
point to a sting operation gone out of control. I was expecting a judgmental 
attitude with the film just because of the controversial subject but instead I found a 
very well thought out story and a very well produced film that asked a lot of 
questions and exposed a lot of information that I had never heard. The film is 
thought provoking and left me with a feeling of further unease toward our 
government agencies. I highly recommend this video for all Oklahomans interested 
in the facts behind the 1995 Oklahoma City bombing. 

More information can be found here at the Free Mind Films website. The cost is 
$19.95 and the film was produced in Oklahoma by James Lane, a long time activist 
for Ron Paul and liberty issues. 

Treat! Earl Had To Djel No pun intended, it is just a good song. 
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Over a Billion Dollars of New Debt for Oklahoma? 

Last week we reported on the high points of the Shawnee Dog and Pony Show, errr ... 
the Shawnee House Caucus Retreat, and reported an enormous amount of new bond 
indebtedness that was planned for 2012. Inside sources leaked a copy of House 
leadership's laundry list of special project spending. Here is a copy of the original 
document that was leaked to the Sooner Tea Party a few weeks back then later 
confirmed from an internal House email: 

• $270,000,000.00 for Higher Education Chairs 
• $200,000,000.00 for State Capitol Building Maintenance 
• $170,000,000.00 for National Guard 
• $130,000,000.00 for State Capitol Building 
• $45,000,000.00 for VA building and Mental Health Sharing 
• $40,000,000.00 for the Native American Center 
• $40,000,000.00 for the Jim Thorpe Building renovation 
• $40,000,000.00 for a Museum of Music/Popular Culture Tulsa Project 
• $40,000,000.00 for Weigh Stations 
• $40,000,000.00 for Medical Examiner's Office 
• $20,000,000.00 for Muskogee Music Hall of Fame 
• $5,000,000.00 for Wrestling Hall of Fame 

So the plan that was put forward by House leadership at the Shawnee retreat was to 
sell $1,040,000,000.00 in bonds in 2012 to pay for cultural centers, Higher Education 
pork, and a small amount of core government needs like Weigh Stations and the 
National Guard. One billion and forty million dollars in new debt that will have to 
be repaid out of tax payer's pockets, increasing the state budget by 15% in 2012. 
But if you include the interest paid on the bonds, you are looking at over two billion 
dollars. Plus the company selling the bonds gets a nice percentage off the top and 
many companies investing in these state bonds will get lucrative interest rates. You 
really don't think they are going to get that money for .0025% like the Fed rate? Uh 
uh, this is corporate welfare at its best; those bonds will have a hefty interest rate. 

In addition to the ultimate overall cost to taxpayers, We should have some problems 
with why this money is needed. 
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Why do Oklahoma colleges need another quarter of a billion dollars for the Chair 
positions? Most of these colleges are already filthy rich in investments and 
endowments. The idea behind the $270,000,000.00 bond is for the State of 
Oklahoma to borrow the 270 million, and then give it to the colleges to invest so that 
the professors are paid out of the interest income from the 270 million. That is like 
the bum on the street corner asking for $75.00 to buy lottery tickets so he can buy a 
sandwich. 

Why wasn't the Capitol building maintained properly? What happened to the tax 
money collected for maintenance over the last 100 years it has been around? The 
answer is that no, they don't budget for maintenance. 

Since the National Guard is controlled by the President, why is Oklahoma needing to 
spend .17 billion dollars? When was the last time the National Guard was called out 
in Oklahoma? And how about the new National Guard Reserve Center in Norma and 
the 63rd and Kelly National Guard complex that was funded? Supporting the National 
Guard is good but how much more do they need right now? 

Why are there two figures for Capitol Building maintenance? The total is one third of 
a billion dollars. 

Why is Oklahoma paying for the VA building? Because only a small portion of the 
proposed building is for the VA, the rest will be leased to the State Mental Health 
Department. People will support it if they think it is benefiting veterans so this is a 
way to drive up state debt while stripping the money that goes to the Mental Health 
Department and diverting it elsewhere. 

The American Indian Cultural Center has failed to attract significant private funding. 
Governor Henry gave them six million in 2010. Why are we investing in a project that 
is not economically unfeasible? The answer is to make Oklahoma City property 
developers richer by attracting more tourists to the Bricktown area. 

Why was maintenance money not included for the Jim Thorpe building in past 
budgets? Businesses have to budget money for repair and maintenance, why isn't 
state government doing the same? 

Is building music centers and pop culture centers a core purpose of state 
government? If these museums are viable, they will attract private investors. 

What happened to our old Weigh Stations? Why do we need to build new ones? 
One of the byproducts of NAFTA was lots of truck waivers for weight stations, the use 
of digital bar code readers over the highways to implement tracking technology so the 
weigh stations got neglected. However, the Department of Public Safety, the 
Corporation Commission, and the Department of Transportation all have separate 
organizations all watching for truck size and weight. Wouldn't enough money be 
saved to pay for new weigh stations if the agencies consolidated? 

Why isn't the current Medical Examiner office useable? Why must it be moved to 
Edmond if that is the plan? The answer is simple; the University of Central Oklahoma 
was given the right to bring the Medical Examiner Office to their campus on the 
condition that they sell the bonds and build the building with the M E office leasing 
space. UCO wants the benefit of having the M E office but wants all Oklahomans to 
pay the costs. 

2237



Five million for a wrestling museum? Really? What idiot thought up that idea in 
this economy? Next thing you know is that they will be spending millions of state tax 
dollars telling us that "professional rasslin" is real. I wouldn't mind seeing a match 
between Speaker Steele and Representative Reynolds!!! So, if that is part of the deal 
maybe we should look into this. 

Of course these questions are facetious, we don't need these pork projects and of 
course the money for maintenance has been systematically diverted into corporate 
welfare programs or citizen welfare programs. My real question is what in the hell 
was House leadership thinking when they thought of spending another billion dollars 
since they were cutting agency budgets last year? News flash for House 
Leadership: The economy is in the toilet and people are tightening their belts and 
just trying to survive. This is not at all the best time to expand government and 
incur more debt! How about being responsible stewards of the public money and 
budgeting properly? 

Oh well, at least they kept their wish list for new state debt down to a little over one 
billion dollars. Oh, yeah, I forgot to tell you that the list above is just the House 
Leadership list presented by Representative Earl Sears at the December Caucus 
meeting in Shawnee. Representative Guy Lieberman had a list too that covered what 
Governor Fallin and other Republicans wanted in 2012: 

• Highway bonds at $15,000,000.00 for structurally deficient bridges 
• $8,300,000.00 per year for three years for County roads and bridges, 
• Raising the road tax cap from $425,000,000.00 to $550,000,000.00, 
• Adding $35,000,000.00 to the state emergency fund, 
• Adding $14,000,000.00 for reinstating the National Board Certified Teacher 

Stipend that Barresi defunded this year. 

That adds nearly another $215,000,000.00 the total new debt. 

Oh, and remember the Governor's dosing fund? That slush fund for corporate 
welfare that was passed this last session? Governor Fallin wants that piggy bank 
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filled too. 

Oklahoma must be doing rather well, if they expect to spend this kind of money? 
Ah, not really. Before the combination of Bush spending and Obama Spending put 
our economy in the ditch Oklahoma had an appropriated budget of around 
$7,000,000,000.00, that'sseven billion dollars. Last fiscal year the State Equalization 
Board told the legislature that they had around 5.9 billion to spend but RINO House 
leadership managed to spend 6.5 billion. To pay for the extra spending they used 
100 million from the Rainy Day Fund, 98 million in Federal stimulus money, stole 100 
million from ODOT (Oklahoma Department of Transportation), found 45 million from 
raising "fees" and played around with 47 million in OHLAP Scholarship money. Most 
of those were one use tricks that are not going to be able to help out in the 2013 
fiscal year. 

So, Oklahoma is looking at dropping a half billion from the revenue picture for the 
next fiscal year. Where are we going to get the money? Opps, we are getting ahead 
of the cart, there is more money to come up with. Last year Oklahoma hit the 
automatic tax decrease trigger so the next fiscal year will have 70 million less in tax 
income, and 86.3 million in tax credits moratorium that still remain a liability on the 
State books. There is 660 million in the Tobacco Endowment but only the interest 
income can be spent under our State Constitution, around 36 million plus 16.2 million 
from the Tobacco Revolving fund. Figure roughly that Oklahoma is in a 600 million 
budget hole, not counting putting off the 2013 accruing tax credits if needed again. 
Hey, that is alright, they pay great interest for the corporate investors that pushed 
their creation and are now reaping the benefits. Add to all of this approximately 1.25 
billion in new debt that House leadership wants to sell. 

Do you see why we need to clean up Oklahoma politics before we address 
Washington politics? Special interests are stealing Oklahoma taxpayers blind and 
running up public debt while they line their own pockets and erode our freedom. We 
have this wonderful opportunity to use the economic downturn to downsize 
government but instead the special interests are growing government. Please call 
and email your State Representative and your State Senator and demand that they 
get Oklahoma's finances in order. Mention that you are a Tea Party member and 
remind them that they can be replaced if they don't look out for the best interests of 
the people. 

Here are all the House members in two fifty member blocks of email addresses . Use 
Bee in your email address header and email fifty of them with one email yet they 
won't know who else got the email. 

Here are the State Senate email addresses in one block: 

Who is my state representative and my state Senator? Click heree to find out 

Here is the Senate Directory 

Here is the House Directory 
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Representative Sue Tibbs Threatens New 2nd Amendment Right Bills 

Representative Sue Tibbs has been the bane of the 2nd Amendment supporters in 
Oklahoma for the past few years. She gained attention last session for screaming at 
a couple of citizens for daring to ask her about her views on the Open Carry bill. In 
2010 Representative Tibbs threatened a Tulsa activist with arrest after he dropped by 
her office to ask her about the issue. Who was this individual that was threatened 
with arrest? Some wild eye Tea Party radical? Nope, a Tulsa County GOP Board 
member no less and one of Representative Tibbs' own constituents. 

So it is no surprise to hear a report that while attending an Oklahoma Farm Bureau 
Christmas Dinner Representative Sue Tibbs went after Representative David Derby 
who is known as a 2nd Amendment supporter. Tibbs and Representative Ron Peters 
were sitting at a table next to Derby when she started berating Representative Derby, 
asking him "What gun bill are you going to run this year? You know I'm going to kill 
it!" Representative Derby was said to not have risen to the bait, instead he was 
reported as asking Representative Tibbs what bills she was supporting in the coming 
year. Representative Tibbs replied that she was supporting a ban on the over the 
counter purchase of allergy medication like pseudoephedrine, requiring Oklahomans to 
go to a doctor to get a prescription to buy the common allergy medication. They 
currently have it behind the counter and you have to fill out a form so the State can 
track who is buying and how much. That isn't good enough for Tibbs, she wants to 
drive up the cost of basic health care and inconvenience hundreds of thousands of 
Oklahomans. 

Here is Representative Sue Tibbs Contact information, She is term limited but there 
is nothing wrong reading her a riot act so she understands just how despicable the 
average Oklahoman thinks she is. 

suetibbs@okhouse.gov ( 405) 557-7379 

Treat! Courtesy of the Red . White. and Blue 

Oklahoma State GOP Party Platform versus the Tea Party 
Values 

Many of us in the Tea Party ranks got into the movement because of our disgust with 
both major political part.ies. Most eventually realized that in Oklahoma you had to 
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have a vehicle for change as a third party is very difficult to get on the ballot under 
existing state law, so the Republican Party became the obvious choice as they were 
much closer to where we were than the Democrats. What we didn't know was that 
not only were we close, but that the Oklahoma Republican Party Platform was far 
ahead of us on most of the issues. Why then were elected Republican officials 
generally as bad or worse than the liberal Democrats that were leading the country 
off the cliff? 

The answer is not that much different than what causes most of the problems at the 
state Capitol, the lack of citizen involvement leading to a handful of people being in 
charge and the political cover allowing them to twist the Republican Party into a 
country dub for the elite. The Repuolican Party is ruled by popular vote and has a 
set of state rules that are sometimes followed but more often disregarded when it 
suits those in power. There is a statewide Executive Committee composed of state 
party officials and County party officials. There is the Rules Committee responsible for 
setting and maintaining the state party rules, the Credentials committee that is the 
gate keeper for saying who is allowed to vote or run for party office, and the Platform 
Committee which is responsible for setting the "planks" of the platform, the generally 
accepted issues and positions that together make up the Republican brand. 

As you can imagine the real power is in the Rules and Credentials committees so the 
elite work hard at keeping those slots in their hands. But they have to allow some of 
the conservative Republicans to serve on a committee so they have always used the 
Platform Committee as their dumping ground to pigeonhole those pesky and 
persistent conservatives that break through the ranks. 

As of a result of the practice of packing the Platform Committee with cast off 
conservatives, the Oklahoma Republican Party Platform is quite conservative and has 
created an enormous dichotomy between the elected Republican officials, the elected 
Republican state officials, and the Party Platform. The elites do try hard to tamp the 
lid on the Party Platform by keeping one of their own in charge of the Committee. 
They failed in 2009, with former Senators Randy Brogdon and Kevin Calvey heading 
the committee. But they managed to "plant" (no pun intended) a notorious RINO, the 
former Ken Miller Legislative Assistant, Angie LaPlante in the Chairman spot in 2011. 

Several members of the 2011 Platform Committee had stories of Chairman Angie 
LaPlante stripping issues out of the Platform after the entire committee had voted the 
issues into the platform, a direct violation of the trust of the dozens of Platform 
Committee members that were elected specifically for this task from across the 77 
Oklahoma Counties. The Party Platform is assembled by the committee, then voted in 
at the Republican State Convention after a small amount of discussion. But even with 
the Angie LaPlante t subterfuge, the 2011 Republican Party Platform remains a dream 
template for Tea Party activists. 

2009 platform 

2011 platform 

The Republican Party Platform starts out with ten principles: 

1. Our rights of life, liberty, and property are natural rights granted to us by 
God and protected by the Constitution. 

2. In the right to worship as we please without government intrusion or interference. 

3. The federal government's power is constitutionally limited, yet responsible for 
protecting our sovereignty, establishing justice under law, and securing our liberty 
through a strong national defense and effective law enforcement. 

4. God is the Author and Creator of life and that all human life, both born and 
unborn, should be protected. 

5. Traditional marriage consists of one man and one woman. 

6. It is the private sector and free market principles that best stimulate economic 
development rather than government subsidies or programs. 

7. Taxes collected at all levels of government should be used only for legitimate 
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government functions and those functions carried out efficiently so that tax rates may 
be kept as low as possible. 

8. That government closest to the people governs best and is preferred to centralized 
control. 

9. It is the right of every parent to act in his or her children's best interest including 
choosing the form of education, whether public school, private school, or home 
school. 

10. We should welcome immigrants, who want to legally seek freedom and 
opportunity, who want to work for a living and who will embrace our values, learn the 
English language, and respect our national sovereignty. 

I fail to see a single word that the majority of Tea Party supporters does not 
embrace. There are a few issues that are not a core Tea Party issues but the 
majority of members privately support the issues. If the Tea Party is radical, then so 
is the Oklahoma Republican Party Platform. 

In Section I they lay out the Republican values on family issues: 

• Marriage as between one man and one woman. 
• The right and responsibility of parents to rear, educate, discipline, nurture, 

provide healthcare and spiritually train their children without government 
interference. 

• Federal and State legislation, which prohibits recognition of same-sex:tax 
policies, enactment of legislation, and public assistance policies that encourage a 
commitment to traditional marriage and to strengthening families. 

• Employers and taxpayers should not be forced to violate their convictions or to 
bear the cost of granting "same-sex marriages" the benefits that are due 
traditional marriages. 

• Sup~rt the patient (family)-doctor relationship and oppose nationalized 
medicine. 

• Support an individual's right to elect not to have health insurance. support drug 
testing for any person applying for or receiving any type of government aid. 

And how has House Leadership voted lately? 

• They legalized same sex couples or same sex couples married in other states or 
countries to get survivor benefits. 

• They tried to pass a law giving a transvestite the right to alter their birth 
ce.rtificate after a sex change operation. 

• They tried on multiple occasions to ram Obama Care/Fallin Care down our 
throats. 

• They continue to plan to force a so called "state" insurance exchange on 
Oklahomans while knowing that it must comply with the Obama Care standards 
and be controlled by the Federal government. They refused to hear 
Representative John Bennett's bill to force Welfare recipients to submit to drug 
testing. 

In Section II they cover Education issues: 

• Uphold and teach the definition of the traditional family at all levels of public 
and higher education. 

• Parents should be allowed to use their education tax dollars for the family's 
choice of schooling by the use of vouchers and/or tax credits. 

• The imposition of national curricula, aptitude testing, and teacher certification or 
education standards on any Oklahoma school is not acceptable. 

• The public school system is for the benefit of U.S. citizens and for those who 
have the legal right to be here. 

• Multiculturalism promotes cultural segregation and should not be taught. 
• Oppose all federally mandated programs, such as No Child Left Behind and Race 

to the Top, and support academic freedom in the classroom. 
• Support decertifying all teacher unions in Oklahoma 
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Oppose allowing Public School Districts receiving any state funding to pay or 
collect any employee's organizational and/or union dues by using the payroll 
deduction system 

• Support independent auditing of all public schools, career-techs and institutions 
of higher education in Oklahoma. 

• Encourage the state legislature to address "sunset laws" on all career-tech 
mileages. 

So how did House leadership vote lately? 

• They refused to sanction or control Barresi after she turned on grassroots 
activists and began implementing Federal education programs 

• They have refused to push a voucher program forward 
• They have refused to rid out state of illegal alien parents and their children that 

dog our local school systems and absorb enormous amounts of money for bi 
lingual education 

• They have continued to allow the State Chamber of Commerce to push for gay 
rights and transvestite agenda bills in order to make Oklahoma more 
"cosmopolitan" 

• They have refused to push a bill forcing teacher unions to collect their own dues 
• They have continued to allow lobbyists from higher education to influence 

legislation that protects waste and corruption in higher education 

In Section III they cover State issues: 

• We believe in transparent and honest government with minimal intrusion, 
providing protection for all its citizens with fair and equitable treatment, 
enforcement, and justice. 

• We believe violation of state and local laws by federal officials shall not be 
tolerated, including but not limited to molestation by airport security personnel. 

• Support strict law enforcement and punishment for all crimes, 
• Oklahoma's efforts to attract industry should be grounded upon the 

establishment of a favorable and friendly economic climate rather than upon tax 
and other governmental subsidies to individual businesses. 

• Support corporate and business laws and regulations to encourage business and 
economic development while reflecting free market principals not corporate 
welfare through the Department of Commerce or similar agencies. 

• Support strong enforcement of state and federal laws dealing with and removal 
of illegal aliens. 

• We oppose any form of amnesty. 
• Support substantial state fines for employers who knowingly hire illegal aliens. 
• Demand that the Oklahoma Legislature not implement any form of insurance 

exchange, the Governor be compelled to return any federal grants that could 
create such an exchange, and that our elected representatives refrain from any 
and all activities which would enable and implement "Obama Care". 

• Demand our legislature repeal HB 2026 (of 2009), known as the HUB. We 
further demand the repeal of SB 1373 (of 2010) and the elimination of the 
Oklahoma Health Information Exchange Trust. We further demand our 
legislature cease and desist all activities related to building any healthcare 
exchange, trust, or network relating to healthcare. 

• Oppose any exemptions to the current Open Meetings and Open Records Act. 
• Support the Attorney General's efforts to enforce State Question 755, banning 

the use of Sharia and international law in Oklahoma courts. 
• Call on the Attorney General to vigorously enforce Article XXII, Section 1 of the 

Oklahoma Constitution which prohibits foreign governments from owning 
businesses or real estate in Oklahoma. 

• Believe that it is the responsibility of individual legislators to read and to be 
knowledgeable of all pieces of legislation prior to voting. 

• Believe all bills should be limited to one issue. 
• Recommend an explanation of the specific Oklahoma and United States 

Constitutional authority and a statement of its origin when filing a bill. 
• Support carry openly or concealed in the permit holder's vehicle. 
• Support the Tenth Amendment in the Bill of Rights, which explicitly limits the 
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Federal government's powers to those enumerated in the Constitution of the 
United States. 

• The Sovereign State of Oklahoma shall empower state law enforcement to 
restore the peace and protect Oklahoma citizens through the arrest and 
prosecution of any persons/agents attempting to inflict unconstitutional 
laws/ mandates on its citizens. 

• Support driver's license photos of a lower resolution that is perfectly adequate 
for visual identification, but not for biometric tracking. 

• Support the repeal of mandatory fingerprinting or other traceable biometric 
information, and we oppose the maintenance of a biometric database, in 
connection with an application for a driver's license or government ID. 

• Oklahoma should "opt out" of the National Real I. D. Act and should not 
participate in any federal national or global J.D. scheme. 

• Believe a fee shall be defined as funds collected for voluntary use of 
government service, be used exclusively for that service and not to exceed the 
cost of that service. 

• Support legislation requiring that all state fuel and vehicle taxes and tag fees 
go to state, county & local transportation infrastructure. 

How has House leadership voted lately on these issues? 

• They have attempted to block Tea Party newsletters and sanction House 
members that expose corruption from within the Republican Caucus 

• They refused to hear Representative John Bennett's TSA regulation bill 
• They have pushed Speaker Steele's "Soft On Crime" agenda that lead to mass 

inmate releases that canceled out the sentences handed down by juries 
• They have restored special interest tax credits and are planning more raids on 

the public treasury 
• They have perverted and killed bills that would have increased illegal alien 

removal from Oklahoma 
• They have repeatedly attempted and continue to attempt to implement Obama 

Care 
• They have refused to subject the legislature to the state or Federal Open 

Meeting and Open Records Act. 
• They engineered the killing of the second, improved anti Sharia law legislation 
• They have supported Governor Fallin's program to allow communist Red China 

to purchase land in Oklahoma and have given them aid and support 
• They have refused to ensure that legislators have sufficient time and refused to 

require that legislators actually read legislation before voting on it 
• They continue to file enormous bills with hidden laws like the transvestite birth 

certificate change or same sex couple benefit changes 
• They have refused to allow bills that would have required every bill pass a U.S. 

Constitution and a state Constitution test before being filed 
• They have killed every single Open Carry bill that has been filed or corrupted the 

bills until the bills own authors no longer supported the bill 
• They have refused to pass a single 10th Amendment style bill but have preferred 

to bow down to unconstitutional Federal mandates and laws 
• They have refused to implement law requiring Oklahoma peace officers to 

protect citizens from unconstitutional laws 
• They have killed all the anti biometric bills, all the anti RFID chip in drivers 

license bills, have implemented the REAL ID Act piecemeal 
• They have forced a biometric photograph system on Oklahomans and enabled 

Fusion Centers and data sharing with international agencies 
• They have continued to pass taxes disguised as "fees" including a tax on 

medical care 
• They have raided the fuel tax and tag tax funds and diverted the money to pay 

for corporate welfare and social programs 

In Section IV they cover Federal issues but only one issue needs highlighted: 

• Support the Tenth Amendment that states "the powers not delegated to the 
United States by the Constitution, nor prohibited by it to the States, are 
reserved to the States respectively, or to the people." 
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How did House leadership vote? 

In 2010 and 2011 all bills that would have forced the Federal government to justify 
unconstitutional mandates and Federal laws have been killed in committee by House 
leadership. 

In Section V they cover State issues on Budget and Taxation but only two need 
highlighting: 

• Support a resolution by the Oklahoma Legislature insisting that the United 
States Congress obey the lOth Amendment to the United States Constitution. 

• Support the use of "zero-based budgeting" to require just.ification of need. 

How did House leadership vote? 

• In 2010 and 2011 House leadership killed bills that would have had Oklahoma 
leaders standing up against illegal Federal intrusion 

• They have refused to have state agencies use zero based budgeting 

In Section VI they list supplemental issues and only one needs highlighting: 

The Oklahoma Republican Party will only support candidates for 
public office who wholeheartedly support the core principles and positions 
of the Republican Party as expressed in the statement of principles of the 
Platform of the Oklahoma Republican Party. 

For those critics that try to paint the Tea Party as non republican and not 
conservative I would ask that you read the Oklahoma Republican Party Platform. 

Only the blind or stupid would not admit that Tea Party values are identical to the 
Oklahoma Republican Party Platform. 

Only the truly corrupt or the truly ignorant would attack the Sooner Tea Party's 
efforts to force Republican elected officials to support the Republican platform. 

Only the truly deceitful would continue to the Republican Party with the rurrent and 
past Republican Party Platform instead of admitting that they view the platform as 
mere marketing fluff to bamboozle the masses. 

Only the truly oblivious would continue to support the corrupt State Republican 
leadership that allows elected officials to violate Republican Party values. 

Please take the time to actually read the 2011 Oklahoma Republican Party Platform 
then be ready to attend the next precinct meetings, the next county convention, and 
the next state convention and force the Republican Party to live up to it's own 
standards. 

Watch the Sooner Tea Party newsletter for information on upcoming meetings. 
Precinct meetings will take one hour of your time, county conventions will take a half 
day of your time, and the state convention will take a day of your time. In return you 
can enable honest, conservative Republicans to take control of the Republican Party 
and force the RINOs (Republican In Name Only) back into the Democrat Party from 
whence they came. 

Treat! Total Eclipse of the Heart 
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Hickman-Steele Alliance Disintegrating? 

We reported back around the end of October that Representative Jeffrey Hickman, 
the losing candidate for the Speaker Designate slot, had made remarks comparing 
Speaker Steele to an albatross around his neck, blaming the loss of the Speaker 
Designate Race on Speaker Steele's heavy handed leadership. 

Two new reports came in this week stating that Representative Hickman is 
considering a coalition with conservative legislators and Democrat legislators with the 
purpose of removing Speaker Steele, leaving Representative Hickman to step up to 
act as interim Speaker until the 2012 Speaker election where Hickman believes he 
stands a chance at regaining the Speaker slot. 

Two other reports came in to buttress the intel, the first describing a private 
conversation between Representative Hickman and a confidential source where 
Hickman claimed that "The TW Shannon coalition will not hold together." The 
second report was about remarks by Representative Hickman at a public meeting 
where Hickman expounded on the issue, claiming that State Chamber of Commerce 
candidates were targeting conservative House members and could possibly win 
enough seats to tip the balance back into a rural/State Chamber regime. 

The rural clique at the Capitol is quietly fanning the flames against Speaker Steele, 
believing that their best scenario is with Speaker Steele removed. One report 
claimed that Representative Dale DeWitt was involved and that DeWitt had a lined up 
a candidate for the powerful Appropriations and Budget Committee Chairman slot, 
with the idea of booting Representative Earl Sears from the A & B Chairman position 
were the Speaker Steele regime to fall. Capitol sources say that either side of the 
rural clique, DeWitt's group or Hickman's group, had enough numbers to combine 
with conservative and Democrat House members to force Speaker Steele to step 
down and that it might come down to who moves first. 

The conservative block of House members is exploring a plan that suits their interests 
best, believing that the TW Shannon team needs time to prepare for taking the reins 
in 2013. Rather than elect an interim Speaker that might be seen as a threat to the 
ascending TW Shannon team, the conservatives are working on an "emasculate or 
eviscerate" plan, the idea being to strip Speaker Steele of most of his power by 
requiring the majority of the Speaker's decisions to be approved by the House 
members. 

With five separate cliques dominating the House membership, State Chamber clique, 
Democrat clique, conservative clique, the unitedTulsa/rural, no two cliques have the 
numbers to control the Speaker election on their own. Last session Speaker Steele's 
State Chamber clique and a united Tulsa/rural clique had enough numbers only due 
to a half dozen conservatives that believed that Steel would act in a fair manner. 
After Speaker Steele turned on the conservatives, they switched their alliance to the 
TW Shannon team they were able to dominate the Speaker Designate race with the 
help a dozen or so House members from the State Chamber clique. 

Opening day of the 2012 legislative session is going to be interesting. There is no 
way to predict which rural faction will break first, but the prize will be several key 
committee chairs and various leadership positions, all of which enable the occupant to 
raise large amounts of campaign money. No doubt about it, the stakes are high, 
tempers are short, and any thoughts of loyalty have evaporated after the October 
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26th Speaker Designate race. The key to forming and holding a new coalition 
together is going to be rescinding the 2011 House Rules so that conservative and 
Democrats House members have a say in what bills get heard. 

Senate District 17 Up For Grabs 

Democratic Senator Charlie Laster announced that he was not running for his seat in 
2012, and would step down to focus on family and his law practice. The Republican 
Party and the Tea Party are looking for conservative candidates to run in the primary 
election in 2012. Qualifications are simple; you must be over 25 years of age, a 
registered voter of the Senate District and must live in the Senate District and I 
believe you should have been registered with the Party that you choose to run under 
at least six months prior to the filing date. You can't be an officer of state or Federal 
government or a felon and run for legislative office. 

To be considered a viable candidate you must be capable of raising a minimum of 
$20,000.00 early in the campaign. A hard working candidate willing to knock on 
doors until the primary election could win the race but some serious cash is going to 
be needed for campaign signage, push cards, and advertising. If you know of a 
potential candidate living within Senate District 17 please get in touch with us ASAP. 

Shakedown at the Capitol? 

At the end of November Representative Dale DeWitt was appointed House Majority 
Floor Leader, replacing the outgoing Dan Sullivan. Representative DeWitt wasted 
little time in taking advantage of his new position by sending out this December 13th 
2011 letter !h 2011 letter to Oklahoma Capitol lobbyists. Like a school yard bully he 
started going after the lobbyist's lunch money in record time. 
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We began receiving email and phone calls about the letter toward the end of last 
week but the one that was the most troubling was one sent by a lobbyist that stated 
some real concerns. Floor leader is one of the three House leaders that can kill any 
bill they don't like, the other two being Speaker and any committee chairman. So 
the position is basically a gateway through which every single bill must travel, so 
when a floor leader asks you a favor, you had better reach for the checkbook or your 
clients will pay the price. 

The controversy centers on Republican Representative Dale DeWitt mailing a letter to 
Capitol lobbyists asking for campaign donations, not for himself, not for the 
Republican party, but for a Democrat Senate candidate for Senate District 20. But 
there is another twist, rather than sending the cash to the candidate, one Phil 
Berkinbile, the lobbyists are told to send the cash to House Floor Leader Dale DeWitt 
so he can "personally thank them". This is an obvious quid-pro-quo situation, an 
obvious attempt to increase donations to Berkinbile and curry favor with Floor Leader 
DeWitt. 

Put yourself in a lobbyist shoes. Why would you want to choose a candidate in an 
open primary with multiple candidates, ensuring that you will alienate the other 
candidates? But if you don't step up and donate, you risk alienating the new House 
Floor leader, making it likely that any bill you support will not get heard on the House 
floor should it make it through the committee process. This is clearly an attempt for 
Floor Leader De Witt to milk lobbyists for donations for a personal friend. 

To complicate the lobbyist's dilemma, redistricting turned the former rural district into 
a more urban district, making it more likely that Berkinbile will lose the race. The 
lobbyist that sent the email obviously considered this a shakedown by a powerful 
politician for personal gain. Berkinbile is a director of the state CareerTech system, 
filed for the seat that had been held by David Myers, a Republican from Ponca City, 
who died last month. Sources claim that Berkinbile recently registered as Republican 
and donated against Republican candidates like former Republican Representative Rex 
Duncan. Duncan was considered a true conservative Republican which must have 
been what Berkinbile found offensive. 

Getting past the obvious conflict of interests and blatant use of his position to shake 
down lobbyists, one wonders what DeWitt's Republican Party members think of 
DeWitt helping to elect another RINO? What would the Republican Party itself think 
of such an obvious liberal running as a Republican? And we wonder how the 
Republicans took control of the Capitol a few years back? It looks like they did so 
only after all the Democrats re-registered as Republicans. 

Don't forget the Wednesday night work parties starting at 4 pm. Get 
involved; help us hammer the 6ad politicians until they become good 
politicians. This Wednesday we are going back to work Representative 
Jason Nelson's House district. 

Call 405-412-6233 for more info. 

Remember to strip the unsubscribe link before forwarding this newsletter 
to prevent someone from taking you off our list! Use our forward this 
email link at the top of the newsletter to prevent being accidently 
unsubscribed. 

Money is always needed for printing costs, postage, sign materials, and 
robo call costs. We are tightfisted; we will spend your hard earned money 
wisely and frugally as we do our very best to clean up Oklahoma politicians 
so we can begin to clean up our country. 

Unsubscribe I Change Profile 
!>owered by YMI P 
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From: Grace-Marie Turner 
Katie Altshuler To: 

Subject: House panel votes today on repealing IPAB 
Wednesday, February 29, 2012 8:44:42 AM Date: 

President Obama's Dangerous New Medical Board 

Forbes: Health Matters 
By Grace-Marie Turner 
Febnuuy 28, 2012 

President Obama is doubling down on one of the most dangerous provisions in his 2010 health 

overhaul law. In his proposed budget, he plans to give even greater powers to the Independent 

Payment Advisory Board (IP AB), a panel created by the new health law to contain Medicare 

spending. 

The IP AB is one of the most egregious parts of ObarnaCare because it puts rationing of care on auto 

pilot. A House subcommittee, chaired by Rep. Joe Pitts (R-PA), is expected to vote today on a bill 

that would repeal the IP AB entirely. The Ways and Means Committee also will vote, and then it will 

go to the full House of Representatives for a vote, likely next month. After that, the legislation faces 

an unce1tain fate in the Senate, where Sen. John Cornyn (R-TX) just introduced an IPAB repeal bill. 

Opposition to the IPAB crosses party lines. Rep. Frank Pallone (D-NJ), the top Democrat on the 

Energy and Commerce Health Subcommittee that will consider the bill today, has said he has no 

interest in defending the board: "I've never supported it, and I would certainly be in favor of 

abolishing it." 

The IPAB is to be composed of 15 appointed officials who will have the auth01ity to make cuts in 

Medicare payments if per capita spending exceeds defined targeted rates. The U.S. Constitution 

gives the power of the purse to Congress so that elected representatives can be accountable to the 

voters for their decisions. The IPAB would turn this principle upside down. 

In creating the IPAB, the president and Democrats in Congress wanted to take difficult decisions 

about cutting spending on Medicare out of the legislative process. In so doing, they gave 

unprecedented authority to unelected experts to make Medicare payment policy involving hundreds 

of billions of dollars and impacting tens of millions of seniors. 

The power is unprecedented because there is to be no judicial, administrative, or realistically, 

congressional review over its decisions. IPAB is supposed to take decisions outside the political 

arena so they are made by people less likely to feel the tug of popular opinion. 

Ironically, the tools available to the IPAB members are limited. The board cannot make structural 

recommendations to improve how Medicare operates. It is barred from making changes that would 

modernize the program's outdated fee-for-service structure or change beneficiruy incentives. 

While the law says the IP AB can tiy innovative approaches to modernize care, the Congressional 

Budget Office does not count these progrruns as achieving any meaningful cost savings. Because the 

IPAB will be required to make changes that demonstrate actual savings in a one-year time frrune, 

the only tool the board ¥.rill realistically have vvill be to cut Medicare payment rates for those 
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providing services and medicines to beneficiaries. 

And the IP AB is even limited in the kind of spending it can cut. Between 2013 and 2020, the health 

law directs the IP AB to achieve its targets through payment reductions primarily in the Part D 

prescription drug program, Medicare Advantage, and skilled nursing facility services. Since the 

board is forced to reduce overall Medicare spending by focusing only on these relatively smaller 

segments of Medicare spending, the cuts would have to be very deep to achieve overall per capita 

spending reductions. Access to care inevitably will be impacted. 

President Obama's 2013 budget describes the IPAB as "a key contributor to Medicare's long-term 

solvency." Specifically, the W11ite House wants to lower the preset annual spending limit that 

Medicare has to hit before IPAB can kick in. And the administration calls for the creation of more 

cost-cutting "tools" for IPAB, including alterations to design benefits. 

IP AB is the wrong approach. Far from being strengthened, IP AB needs to be repealed. It should be 

replaced with market -oriented reforms that actually address the pernicious incentives now driving 

Medicare off a fiscal cliff. 

A sma1ter approach would be to make changes to Medicare on the model of the program's Part D 

prescription drug program that cultivates individual choice, forces providers to compete to offer 

seniors the best value in health care, and provides a path to sustainability for Medicare. 

Serious reform proposals that would give seniors more choice and control over their health coverage 

have recently been offered by Rep. Paul Ryan (R-WI) and Sen. Ron Wyden (D-OR) and by Sen. Tom 

Cobum (R-OK) and Sen. Richard Burr (R-NC). 

Instead of one-size-fits-all govermnent plans, individual seniors could purchase of a health plan of 

their choosing from among competing plans. All of the programs would be structured to protect 

seniors who are older, poorer, and sicker. Seniors would be empowered to shop for coverage that 

best fits their particular medical needs. And Medicare would hamess the san1e competitive market 

forces that have brought dovm prices and driven up quality in virtually every other sector of the 

An1erican economy. 

The President's budget goes in completely the opposite direction by strengthening its centralized 

govemment command-and-control approach. Instead of instituting reforms that would address the 

real cost problems in Medicare, he is funneling power to a select group of unelected expe1ts who 

would surely make changes that could seriously compromise access to care and innovation. 

Repeal of IPAB is the first step to clear the path for the modern refom1s that put doctors and 

patients, not govermnent bureaucrats, in charge of decisions. 

Share your thoughts: 

g g 
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From: Speaker Media
To: Speaker Media
Subject: House Republican Caucus Highlights Agenda Accomplishments
Date: Friday, March 18, 2011 11:54:54 AM

Oklahoma House of Representatives
Media Division

                                                                                                                                                           
                          March 18, 2011
 
FOR IMMEDIATE RELEASE:
Contact: Lisa Liebl                 
Capitol: (405) 962-7674
 

 

House Republicans Highlight Agenda Accomplishments
 
OKLAHOMA CITY – The House Republican Caucus today highlighted their agenda
accomplishments after completing work on House legislation.  The agenda platform includes
reforms to enhance our economic environment, improve public safety, access affordable
health care, reform educational practices, streamline and modernize state government,
protect traditional values, and defend constitutional rights.

 
“I am extremely proud of the Republican Caucus for adhering to the agenda

priorities,” said House Speaker Kris Steele, R-Shawnee. “It is an enormous responsibility
knowing each vote cast could change the lives of Oklahomans. Our focus is on doing what’s
best for our citizens and the future of our state.”

 
The House of Representatives entered the 2011 Legislative session faced with a $600 million
budget deficit. They were tasked with balancing the budget and many facets of tax reform.

 
“Because we face a $500 million shortfall, this is clearly a challenging budget

environment,” said state Rep. Earl Sears, a Bartlesville Republican who chairs the House
Appropriations and Budget Committee. “However, House Republicans are advancing reforms
that will help close that hole by streamlining and modernizing state government. The money
saved through these reforms will help us protect vital areas such as education, transportation
and public safety.”
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“I am proud that House Republicans are focused on fixing the flawed tax credit

system,” said state Rep. David Dank, an Oklahoma City Republican who chairs the House
Revenue and Taxation subcommittee. “If we are going to compete in the crucial next few
years, we had to stop talking and start acting to dramatically reform our state tax system.
The GOP is doing just that."

 
House Republicans are committed to creating an environment that is conducive to job
retention and job growth including worker’s compensation reform, lawsuit reform, improving
transportation infrastructure and not raising taxes.

 
“House Republicans believe economic growth should be measured by the number of

private-sector businesses that can grow and employ Oklahomans,” said House Floor Leader
Dan Sullivan, R-Tulsa. “The reforms we have advanced will reduce frivolous litigation and
allow the private sector to thrive.”

 
“For nearly 20 years, Oklahoma road funding was badly neglected,” said House

President Pro Tempore Jeff Hickman, R-Fairview. “House Republicans have reversed that
trend, and we remain committed to protecting road funding. Our state cannot grow without
a viable transportation system.”

Several measures have advanced to improve public safety through responsible corrections
reform and further addressing illegal immigration to create safer communities and protect
limited taxpayer dollars.

                “While House Republican believe there must be consequences for those who
commit crimes, we do not believe the state must always utilize the most expensive
punishment available,” said state Rep. Lisa J. Billy, a Purcell Republican who chairs the
appropriations subcommittee on public safety. “The reforms we have enacted have been
shown to cost less while also reducing recidivism. We are working to preserve public safety
while being smart with public dollars.”

“To deal with the pressing issues of illegal immigration the House Republicans are
taking a very deliberate course of action looking for solutions,” said state Rep. George
Faught, a Muskogee Republican who is co-chair of the joint committee on immigration. “This
focus on this measure will be centered on public safety which affects all citizens of this state.
We are taking input from the law enforcement officers who deal daily with the issues of
public safety and encourage their solutions to crime and illegal immigration. Our goal is to
give law enforcement officers the tools and information that will help them become effective
in enforcing our laws and protecting our citizens. There should be consequences for criminal
behavior.”
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House Republicans have continued their commitment to provide better access to affordable
quality health care and promote a competitive free market system.

 
“We have made significant strides in developing initiatives for those needing health

coverage,” stated state Rep. Doug Cox, R-Grove. “House Republicans are centered on
reducing Oklahoma’s uninsured population by building a premiere healthcare exchange
constructed on rock solid conservative values.”

 
“Having health insurance that is accessible and affordable is an issue that has our

focus and commitment this session,” said state Rep. Glen Mulready, R-Tulsa. “House
Republicans want Oklahoma to lead the way in building a better health insurance
marketplace, one that truly empowers individuals and small-business owners to purchase
plans that best meet their needs.”

As a top priority to many elected officials, the House is devoted to ensuring all Oklahoma
students have access to a quality education by advancing measures to eliminate trial de
novo, eliminate social promotion, increase accountability and transparency, and provide
greater instructional opportunities to include protecting parents’ rights to educate their
children by other means.

“For Oklahoma students to become productive adults, they must have access to a
quality education,” said state Rep. Ann Coody, a Lawton Republican who chairs the House
Common Education Committee. “The reforms we are advancing will increase academic rigor
and accountability, providing Oklahoma children a better future.”
 

“The education reforms promoted by House Republicans will provide greater
transparency to parents, allowing them to determine how their local schools are performing
through a true apples-to-apples comparison,” said state Rep. Lee Denney, a Cushing
Republican who chairs the House appropriations subcommittee on education. “That
information will highlight successful schools and allow the dissemination of successful
teaching strategies, benefiting all children and districts in the state.”

The House GOP agenda is aimed at streamlining state government, reforming state pension
systems, and eliminating or reforming tax policies that fail to generate widespread economic
benefit.

“For years, our unfunded pension liability has been the enormous financial problem
of state government that no one would acknowledge,” said state Rep. Randy McDaniel, R-
Oklahoma City. “This year, we have finally started making the tough decisions necessary to
ensure the continued viability of those retirement systems without increasing taxes on
working families.”

 
“By eliminating needless duplication in state government, we can save millions of
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taxpayer dollars while maintaining services,” said state Rep. Jason Murphy, R-Guthrie. “By
enacting the common-sense reforms that private industry has used for years, we are

bringing state government into the 21st Century.”

The Republican caucus will continue its commitment to protect traditional Judeo-Christian
values, including the sanctity of human life and the traditional family.

“House Republicans have enacted pro-life reforms with bipartisan support to provide
greater protections to the most-vulnerable Oklahomans – those in the womb,” said state
Rep. Pam Peterson, R-Tulsa. “We are modernizing state law to reflect the medical and
scientific realities of 2011, which show us unmistakably that a child in the womb is a
precious, living member of our human family deserving of our protection.”

 
“One of the greatest challenges facing Oklahoma is the fragmentation of families,”

said state Rep. Mark McCullough, R-Sapulpa. “Divorce leads to increased demand for many
state services. By working to enact policies that can help preserve families, we can ultimately
save hundreds of millions in the long run.”

 
Finally, the House Republicans are dedicated to restoring and defending the Constitution,
including promoting second and tenth Amendment rights.
               

“The right to self-defense is one of the most fundamental constitutional rights
granted Americans, and House Republicans have advanced legislation that prevents the
erosion of that right,” said state Rep. John Enns, R-Enid. “Law-abiding citizens should not be
left defenseless against criminals who will not hesitate to commit murder or rape, let alone
break a gun control law.”
 
The House passed numerous bills which aligned with the Republican Caucus agenda. They
are committed to the task of fulfilling their job responsibilities and well representing the
voice of their constituents.
 
The Legislature is set to begin hearing Senate bills next week.

 
 

 HOUSE REPUBLICAN CAUCUS  

 2011 Agenda Legislation  

   

 ECONOMY  

   

 Lawsuit Reform  

HB 2023

Admissibility of actual amounts paid for  medical

bills Sullivan
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HB 2024 Periodic Payments Sullivan

HB 2128 Caps on noneconomic damages Steele

   

 Workers Comp Reform  

HB 2038 Requires reporting from Workers Comp Court Sullivan

   

 Pension Reform  

HB 2132 No unfunded COLA's Steele

HB 1648 OTRS loophole fix Newell

HB1002 Improves efficiencies in OTRS McDaniel

HB 1007 Pension Funding Accountability Act McDaniel

HB1010 Judges and Justices Pension Reform McDaniel

HB 1005

Pension and Benefit Funding and Security Task

Force McDaniel

   

 Revenue/Taxation  

HB 1285 Task Force to Study Tax Credits Dank

HB 1953 Oklahoma Quick Action Closing Fund McNeil

HB 1008 Engineering Tax Credit McNiel

HJR

1001

Resolution seeks to freeze the value of seniors

homes for taxation purposes at the value

determined the year the head of household turns

sixty-five. Dank

HJR

1002

Resolution seeks to cap the possible annual

increase of taxable value of property at 3%.

Current cap is 5%. Dank

   

 TRADITIONAL VALUES  

HB 1888

Pain-Capable Unborn Child Protection--No

abortions after 20 weeks because child is pain-

capable Peterson

HB 1642

Requires that doctors performing abortions in OK

have clinical privileges at a hospital within 30

miles of clinic where abortions are done Ritze

HB 1970 Prohibiting certain drugs to induce abortions Grau

   

 

GOVERNMENT REFORM &
MODERNIZATION  

HB 2140

Shared Services consolidation of DCS, OPM,

OMPC, ODL, OSEEGIB, and EBC into OSF Steele

HB 1034 Purchasing System cleanup Murphey

HB 1035 Modifying Trip Optimizer system Murphey

HB 1086 OK Government 2.0 Act Murphey

HB 1207 Innovation, Efficiency and Accountability Act Murphey
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HB 1225

Initiative Petitions; requiring statement of funding

sources Ownbey

HB 1541 Executive entity consolidations Murphey

HB 1044 Administrative Rules Reform Faught

   

   

 CONSTITUTIONAL RIGHTS  

HB 1652

Authorizes concealed weapons in cars at

CareerTech Enns

   

 PUBLIC SAFETY  

HB 1446 Immigration Reform Bill Faught

HB 2131

Switches sentencing statute default from

consecutive to concurrent, authorizes more use of

community sentencing and GPS tracking, and

removes governor from non-violent parole

approvals. Steele

   

 HEALTH  

HB 2130 HUB board and implementation Steele

HB 2017 Medical Student Loan Program Cox

HB 1554 Long-term care options counseling Kern

HB 1220 Prevention Services Consolidation Act McCullough

   

 EDUCATION  

HB 1456 Establishing grades for schools Denney

HB 1550 Providing retention for certain third-grade students Kern

HB 2139 State Board of Education reform Steele

HB 1372

Adds Elementary and Assistant Superintendents

to list of those included in administrative

expenditure cap. Holland

HB 1380 Eliminates Trial De Novo Holland
 
 
 

###
 
NOTICE: The information in this email is confidential, legally privileged, and exempt
from disclosure under law. It is intended solely for the addressee. Access to this
email by anyone else is unauthorized. If you are not the intended recipient, any
disclosure, copying, distribution or any action taken or omitted to be taken in
reliance on it, is prohibited and unlawful. The Oklahoma House of Reps does not
warrant any e-mail transmission received as being virus free, and disclaims any
liability for losses or damages arising from the use of this e-mail or its attachments.
Recipients of e-mail assume the risk of possible computer virus exposure by opening
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or utilizing the e-mail and its attachments, and waive any right or recourse against
the House by doing so.
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From: Jacobs, Chris (RPC)
To: Jacobs, Chris (RPC)
Subject: How Liberals Would "Fix" CLASS: Another Mandate
Date: Monday, October 17, 2011 10:47:35 AM

Most readers have probably already seen this morning’s Congressional Budget Office blog post
indicating that CBO would not score a budgetary impact of repeal of the CLASS Act, given the
Administration’s announcement last Friday that it was suspending program implementation.*  But
you may not have seen an article by the New Republic’s Jonathan Cohn, who starts off by eating at
least a little bit of proverbial crow by admitting that he and other liberals “ignored” CLASS’ fiscal
flaws:
 

[Senator] Thune has a point – in part. The official budget estimates for CLASS suggested it
would save money in the first ten years, accounting for about half of the deficit reduction
that the Affordable Care Act was supposed to yield during that time.  But the estimates for
CLASS were never that reliable.  More important, after those first ten years, CLASS was likely
to pay out more in benefits than it collected as premiums.  For these reasons,
conservatives like Peter Suderman who criticized CLASS as unsustainable were right to
raise alarms, while liberals like me were wrong to ignore them. 

 
But Cohn goes on from that welcome concession to argue that what would “fix” the CLASS program
is requiring every American to purchase long-term care insurance:
 

The sustainability of CLASS would not have been in such question if everybody had to sign up
for it.  In other words, if long-term care insurance were subject to an individual mandate, old
and sick people would not have been the only people enrolling. 

 
Cohn makes the point that the rest of Obamacare, unlike CLASS, is not in fiscal danger precisely
because it has an individual requirement to purchase health insurance.  But in many respects, that’s
the point – the mandate IS in jeopardy, because multiple federal courts have ruled the
unprecedented requirement unconstitutional.  And if one mandate is unprecedented – and
constitutionally dubious – why include a second mandate to boot?
 
For months, conservatives have asserted – just as they asserted CLASS would be proven insolvent –
that if the individual mandate is ruled constitutional, there is little the federal government could not
require from its citizens.  Peter Orszag first referenced the idea of mandatory participation in CLASS
over the summer.  The Justice Department likewise conceded in a Pennsylvania courtroom that
mandatory long-term care insurance would be constitutional.  And the blithe way with which the
left has been willing to suggest additional mandates – even before the Supreme Court rules on
Obamacare’s individual mandate – proves that conservative concerns about proliferating
requirements on individuals to obey liberals’ manifold (and multiplying) commands may soon prove
as prescient as those concerns raised about CLASS two years ago.
 
Chris Jacobs
Health Policy Analyst
Republican Policy Committee
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(202) 224-2946
 
* For those of you who have wondered how HHS could decide not to implement a law, Obamacare
requires the Secretary to certify CLASS’ solvency before moving forward with the program.  So HHS
was not breaking the law by allowing a fiscally unsustainable program to go forward – indeed, HHS
would have been breaking the law had it allowed the program to go ahead, given the statutory
requirement to certify solvency.
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From: Jacobs, Chris (JEC)
To: Jacobs, Chris (JEC)
Subject: How Obamacare WORSENS Poverty
Date: Monday, July 16, 2012 10:19:04 AM
Attachments: image001.png

There are many arguments to be marshaled about the ill effects of Obamacare – but a little-seen
analysis issued several weeks ago offers a devastating indictment about how the law will effectively
hurt the very people it is designed to help.  In testimony before a Ways and Means subcommittee
hearing, the Urban Institute’s Gene Steuerle discussed the “poverty trap” developed by means-tested
government programs – a trap that Obamacare will both extend and worsen.
 
The “poverty trap” is best demonstrated graphically, as Steuerle’s testimony illustrates.  The chart
below shows a hypothetical example whereby a family (single parent and two children) can receive
nearly $30,000 in government benefits with no household earnings, but only about $10,000 in
government benefits with $35,000 in household earnings:
 

Another chart shows a similar example from a slightly different graphical perspective.  The chart
(Figure 4) shows the effects of rising income on a single parent with two children in Alabama whose
income rises from the federal poverty level to twice poverty.  Under that situation, if the family’s
income rises by about $17,000, the family will LOSE over $10,000 in government benefits.  As a result,
“income would rise by only about $6,900—an effective average marginal tax rate of about 60 percent,
to which must be added any loss of health insurance benefits.”  These examples, and so many more
like them, often lead families to ask the obvious question:  If I will lose so many government benefits
by generating additional income, why work?  
 
And in the main, Obamacare WORSENS this problem, rather than improving it.  By extending
insurance subsidies up the income scale, it does eliminate the Medicaid “cliff,” whereby individuals
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may stop working now in order to remain eligible for Medicaid benefits (because Medicaid eligibility
isn’t determined on a sliding-scale basis – you’re either eligible for it, or you’re not).  But extending the
subsidies up to four times poverty only EXTENDS this “poverty trap” further up the income ladder to
middle-income individuals – who now will face the same “cliff” that some Medicaid beneficiaries
currently face.  Families will forego making $1,000 of additional income if it will cost their household
$5,000 or more in insurance subsidies – as it will for families who barely exceed the 400% cut-off for
subsidy eligibility.  No wonder the Congressional Budget Office said that the law’s “phaseout of the
[health insurance subsidies] as income rises will effectively increase marginal tax rates, which will also
discourage work.” 
 
Ronald Reagan famously said that the nine most terrifying words in the English language are “I’m from
the government and I’m here to help.”  By penalizing success and discouraging work, Obamacare is
the quintessential example of that truism.  Because, by trapping people in a cycle of poverty and
dependence on government assistance, Obamacare doesn’t enhance true security for millions of low-
income Americans – it UNDERMINES it.
 
Chris Jacobs
Senior Policy Analyst
Joint Economic Committee
Senate Republican Staff
(202) 224-5171
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From: Grace-Marie Turner 
Katie Altshuler To: 

Subject: How Romney can come clean on RomneyCare -- GMT in The American Spectator 

Monday, January 09, 2012 9:36:41 AM Date: 

Mitt Romney's Achilles' Heel 

The American Spectator 
By Grace-Marie Turner 
January 6, 2012 

Former Massachusetts Gov. Mitt Romney's narrow win in the Iowa caucuses and his lead in the New 

Hampshire primary could catapult him to the GOP presidential nomination, but if he is to have any 
hope of gaining favor with conservative voters to get elected in November, he must escape the 

chains of Romneycare. 

Romney has been unwilling to repudiate the health reform he signed into law in 2006, complete 

with the hugely unpopular individual mandate. The latest Associated Press-GfK poll shows only 15 

percent of the American people think the govenunent should have the power to require citizens to 

purchase health insurance or pay a fine. 

That's what Obamacare will do -- barring a Supreme Court repudiation -- and that's what 

Romneycare already does. 

In a November interview on Fox News, Ronmey got testy when anchor Bret Baier asked him, "Do 

you think a mandate, mandating people to buy insurance, is the right tool?" Romney replied, 

impatiently, "What we did in Massachusetts was right for Massachusetts. I've said that time and 

time again .... This is not a federal plan, it's a state plan." 

Romney is stubbornly defensive about his universal coverage law, poking a finger in the eye of 

Republican voters who rightly see it as the platform for President Obama's takeover of health care. 

John McDonough, who helped design both Romneycare and then Obamacare, said the federal law is 

"Massachusetts witl1 three more zeros." 

Democratic pollster Patlick Caddell is among those insisting the health law \\<ill continue to be a 

huge issue in the 2012 election. Romney's defenses just aren't convincing, and as a result, voters 

distrust him on what he would do next in this crucial area. There is a way out of this box for 

Romney, but first, let's look at some examples of his current strategy and why it isn't working: 

• Repeal and Replace-- with Rom neycare? In the October 11, 2011 debate, Romney said: " ... we 
all agree about repeal and replace. And I'm proud of the fact that I've put togetl1er a plan that says 

what I'm going to replace it with." 

He says he wants to repeal and replace Obamacare, but tl1en he says what he would replace it with 

is Romneycare! No wonder voters are worried. Does he really mean that he wants to use 

Massachusetts as a model for his "replacement" plan? 

• Waivers for tlte states. Ronmey has said repeatedly that one of his fu·st acts as president would 

be to "put out an executive order granting a waiver from Obamacare to all so states." 
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But Romney can't use an executive order to wipe out a massive new federal entitlement program 

and its huge taxpayer subsidies for health insurance, a vast expansion of Medicaid coverage, the 

Medicare rationing board, $550 billion in new and higher taxes, $575 billion in cuts to Medicare, 

and federal mandates on individuals, businesses, and tl1e states to comply vvith the law. These are all 

part of the federal health overhaul law and simply ca1mot be waived by executive order. 

The Congressional Research Service sent a letter to Sen. Coburn in November confirming this. "A 

President would not appear to be able to issue an executive order halting statutorily-required 

programs or mandatory appropriations ... [or blocking] an agency from promulgating a rule tl1at is 

statutorily required by PP ACA," the CRS concluded. 

So Romney's campaign slogan is calling for an action that simply would not be legal. Waivers are 

not a solution and, in fact, might well detract from the ultimate goal of repealing Obamacare and 

replacing it witl1 a genuine free market alternative. 

• Mimicking Obama. When Romney says he wants to give states more discretion in implementing 

Obamacare, there is very little daylight between his position and President Obama's. 

The president has said Congress should pass legislation to accelerate the provision in the law that 

would allow states more flexibility in implementing the health law starting in 2017, arguing 

Congress should move the date forvvard to 2014. That is precisely Romney's position. Not much 

room for debate there. 

• Individual mandate affects everyone. Romney seems especially proud of the individual 

mandate requiring all residents to have health insurance as "the ultimate conservative idea." 

When asked about the despised issue, Romney says: "Our bill dealt with eight percent of our 

population, tl1e people who aren't insured and said to them, if you can pay, don't count on tl1e 

government, take personal responsibility." 

But tl1e mandate applies to everyone, not just to the eight percent who were uninsured. 

• Rom n eycare and taxes . He also defends Romneycare by saying that Massachusetts didn't raise 

taxes to finance his plan. TI1at's because Massachusetts simply passed a big share of its costs along 

to federal taxpayers. Massachusetts relied on previously enacted health insurance taxes and an 

infusion of federal Medicaid money to finance its coverage expansion. 

Washington didn't have any higher govemment authority to draw from so it had to raise taxes to 

finance Obamacare. The fact that a significant prut of Massachusetts' coverage expansion relied on 

federal Medicaid money defies Romney's position that tl1e Bay State's reform was a state solution. 

• Medicar e cuts. Romney also boasts, accurately, "We didn't cut Medicare." Tilis is a bogus boast, 

however, since states have no authority over spending in the federal Medicare program, and cutting 

Medicare therefore never was an option vvith Ronmeycare. 

• The speed of r ep eal. Romney pledges to pursue the ultimate goal of repealing Obamacare and 

replacing it witl1 "free-market refonns that promote competition ru1d lower healtl1-care costs. But 

since an outright repeal would take time, an executive order is tl1e first step in returning power to 

the states," he wrote earlier this year. 

Actually, it wouldn't. Ronmey's cautious step-by-step approach overlooks the fact that tl1e 

Republican House passed a repeal bill within a few weeks of taking power. If there were a majority 
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in the Senate supporting repeal, then a new president could have a repeal bill to sign on his desk 

within a month or two of taking office. 

Why on eruth would a President Mitt Romney want to send states on a wild chase to strut 

implementing Obamacare in a different way when, as he himself observes, the ultimate goal must be 

total repeal? 

ROMNEY'S ATIEMPf TO DISTANCE himself from the despised health care law isn't working. 

He is simply not able to talk his way around it. A video has surfaced recently of a 2010 appearance 

by Ronmey that is causing new alarms in which he says of Obamacare, he would "repeal the bad and 

keep the good." 

There is a way out, however: Romney needs to take a bolder step and say that the law he passed in 

Massachusetts never would work for our diverse and complex country, that he shouldn't have tried 

to do so much all at once, and that he should have put health costs, not universal coverage, at the 

top of his priority list. He needs to emphasize as strongly as he can that a federal mandate to 

purchase health insurance is unconstitutional and that he wants to sign a bill fully repealing 

Obamacare. And he needs to explain what really happened in the passage of Romneycare. 

The health reform plan he pushed in Massachusetts was different in key respects from the one that 

became law -- and which became the model for Obamacare. 

Few voters know that Romney wanted an escape from the individual mandate, by allo"'"ing people to 

instead be able to post a bond in case they were uninsured and had big medical bills. 

When Romney signed the law, he believed it contained the bond escape hatch, but legislators took it 

out at the last minute. 

Romney also objected to the employer mandate and vetoed the provision that requires employers 

with 11 or more workers to provide health coverage or pay an annual fee of $295 per worker. 

He also vetoed several other provisions, and every one of his vetoes was overridden by the 

overvvhelmingly Democratic legislature. Should Romney have known this was likely? Yes. Should he 

have known exactly what he was signing? Absolutely. But voters may be more forgiving if he tells 

them he wanted to give citizens and employers a way out. 

If Gov. Ronmey is serious about repealing Obamacare, he villi have to devote all of his energies to 

doing that as soon as possible. 

As primary voters continue their serial search for the non-Romney candidate, Romneycare remains 

his Achilles' heel. Granting waivers would simply allow Obamacare to sink its roots even deeper into 

our economy and healtl1 sector and would send a mixed message to the Congress, to the states, and 

to the American people about what he would do. 

Unless he takes steps to remedy his position, he will have trouble convincing Republican voters he is 

serious about repeal and v.<ill have an even harder time mapping a clear plan on health reform 

should he be elected president. 

Share your thoughts: 

liJJ (g 
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From: Matt Glanville
To: Matt Glanville
Subject: How we stop Obamacare now - an editorial by Sen. Dan Newberry
Date: Thursday, August 23, 2012 2:03:07 PM
Attachments: image002.png

Oklahoma State Senate
Senator Dan Newberry

Chairman, Senate committee on Business and labor
Senate District 37

 
August 23, 2012

FOR IMMEDIATE RELEASE
Contact: Senator Dan Newberry
State Capitol: (405) 521-5600
Email: newberry@oksenate.gov 
 

How we stop Obamacare now
 

Dear Editor,
 

As a state senator, I have spent a good portion of the past three years fighting to
protect Oklahomans from the federal intrusion known as the Affordable Care Act, or
Obamacare.  I authored the state question creating a constitutional prohibition in Oklahoma
against a mandate for insurance coverage.  In addition, I worked to find other roadblocks
against the imposition of a federal exchange, which would limit consumer choices and
threaten private industry by expanding government administered healthcare. 
 

The fight continues.  As you are aware, the Supreme Court ruled that the Affordable
Care Act is not a mandate but a tax, and is therefore legal.  In order to stop Obamacare from
coming into effect, we must defund it – now.
 
            Many do not realize that the Act itself provides for direct taxes, above and beyond the
new “taxes” as classified by the Supreme Court. These taxes were included as a way to help
pay for this unprecedented expansion of government.  To make matters worse, these taxes
actually discourage people from buying private health insurance and target those most in
need. 
 

Two taxes in the Affordable Care Act cause me great concern.  One is a tax on life-
saving medical devices.  This is clearly an effort to ration healthcare and, in an effort to bring
down overall costs, make the equipment less widely available.  The other, an $87 billion tax
on insurance premiums, is even more egregious. When the stated goal of the act is to have
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more people covered by insurance, why in the world would you tax those already purchasing
it? 
 

Of course, political gamesmanship has shaped how this tax is levied.  First, large self-
insured companies are exempt from this tax, so the burden falls directly to small businesses
and individuals.  Some families will pay an estimated $500 more per year for insurance when
this tax goes into effect.  The burden on small businesses providing health coverage to their
employees could result in the loss of almost 250,000 jobs.  Secondly, the law is written so
that if you have an HMO instead of traditional insurance, your tax is 50 percent less than
others are paying.  Making this even more interesting is the fact that the nation’s largest
HMO, Kaiser Permanente, which is headquartered in the San Francisco Bay area, controls
much of that market. Incidentally, it is the single largest insurer in the congressional district
of former Speaker of the House Nancy Pelosi.
 

It is time for Congress to act and pass HR 1370 and SB 1880, two companion bills
designed to repeal the Health Insurance Tax.  We must get rid of the health insurance tax for
multiple reasons: first, the government should not pick winners and losers through tax
policy; secondly, while we could debate whether or not government should encourage the
purchase of private insurance, we can certainly agree it should not be discouraged by an
excessive tax; and finally, we have to defund Obamacare as it is the best way to strangle a
bureaucracy that is undeniably out-of-control.

 
 
Sen. Dan Newberry

-End-
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From: Jacobs, Chris (RPC)
To: Jacobs, Chris (RPC)
Subject: Howard Dean Encourages Employers to Dump Coverage: "A Very, Very Good Thing"
Date: Tuesday, September 20, 2011 3:03:28 PM

Appearing on Morning Joe today, Howard Dean once again expressed support for the idea of
employers dropping coverage, calling the recent findings from McKinsey that up to half of all
employers could drop coverage “a good thing.”  (Makes you wonder why Democrats sent McKinsey
nasty letters attacking their study as biased.)  Dean specifically said about Obamacare:
 

The fact is, it’s very good for small business.  It’s incredibly good for small businesses.  The
McKinsey study, which the Democrats [in Congress] don’t like, but I do, and I think it’s true. 
Most small businesses are not going to be in the health insurance business any more after
this thing goes into effect….I think Obamacare is a huge help to small business.

 
Former New York Governor George Pataki, also on the show, chimed in: “The only way it’s a help
[to small business] is if they dump coverage,” and Dean promptly agreed: “That’s right – and
that’s what they should do.”  Dean said that contrary to the President’s promise that individuals
would be able to keep their own coverage, “It is going to happen – and I think it’s a very, very good
thing.”
 
However, employers’ financial gain will be the taxpayers’ loss: Former Congressional Budget Office
Director Doug Holtz-Eakin’s analysis confirmed that, because many more firms than originally
projected will have a rational economic basis for dropping their plans come 2014, the federal
government will incur in up to $1 trillion more in new federal spending on insurance subsidies than
official estimates.
 
In other words, employers are going to drop coverage in New Hampshire.  And they’re going to drop
coverage in South Carolina and Oklahoma.  And they’re going to drop coverage in Arizona and North
Dakota and New Mexico.  They’re going to drop coverage in California and Texas and New York.  And
they’re going to drop coverage in South Dakota and Oregon and Washington and Michigan.  And the
exploding federal subsidies on Obamacare won’t send anyone to the White House – they’ll send our
nation to the poor house.  Byah!
 
Chris Jacobs
Health Policy Analyst
Republican Policy Committee
(202) 224-2946
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From: Jacobs, Chris (RPC)
To: Jacobs, Chris (RPC)
Subject: Howard Dean Supports Dumping Workers in Obamacare Exchanges
Date: Wednesday, June 29, 2011 3:36:07 PM

In a debate on the health care law this afternoon, former Vermont Governor Howard Dean
expressed support for the idea of employers dropping coverage, calling the recent findings from
McKinsey that up to half of all employers could drop coverage “a good thing.”  (Makes you wonder
why Democrats are sending McKinsey nasty letters.)  Dean went on:
 

The biggest thing we can do for small businesses is get them out of the healthcare
business….If this bill does that, and all these small businesses dump their people into the
exchanges, we will finally have broken the link between the employer and health insurance
in this country.

 
In other words, employers are going to drop coverage in New Hampshire.  And they’re going to drop
coverage in South Carolina and Oklahoma.  And they’re going to drop coverage in Arizona and North
Dakota and New Mexico.  They’re going to drop coverage in California and Texas and New York.  And
they’re going to drop coverage in South Dakota and Oregon and Washington and Michigan.  And the
exploding federal subsidies on Obamacare won’t send anyone to the White House – they’ll send our
nation to the poor house.
 
Chris Jacobs
Health Policy Analyst
Republican Policy Committee
(202) 224-2946
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From: Jacobs, Chris (JEC)
To: Jacobs, Chris (JEC)
Subject: Howard Dean"s Dirty Little Secret on Medicaid
Date: Monday, July 02, 2012 8:33:48 AM
Attachments: Judith Steinberg Article.pdf

Appearing on Meet the Press yesterday, former Vermont Governor Howard Dean was asked about
the possibility that, given the Supreme Court’s ruling on Obamacare last Thursday, states could
choose to opt out of the law’s new Medicaid expansion.  He gave an interesting response: “I think
this stuff about not accepting Medicaid and not accepting Exchanges is crazy.”

Which is ironic, because a May 1998 front-page article from the Rutland Herald (attached) profiled
how Judith Steinberg, a physician based in Shelburne, had written to her patients that she was no
longer accepting individuals insured by the state’s largest Medicaid managed care organization:
 

Dr. Judith Steinberg told her patients in a letter that Community Health Plan/Kaiser
Permanente has cut payments to her practice while raising rates to its insured.  The decision
by Steinberg’s group means several hundred patients in CHP’s commercial and its “Access
Plus” Medicaid plan will be obliged to either switch doctors or switch insurers.  The practice
is the only CHP primary care provider in Shelburne….CHP serves about 30,000 of the 51,000
Medicaid clients who are in HMOs in Vermont.

 
Why is all of this relevant?  Because Dr. Judith Steinberg just so happens to be Howard Dean’s wife.
 
Put it another way: Howard Dean’s wife dropped out of that state’s largest Medicaid plan – while
Dean was governor – due to low reimbursement rates and onerous bureaucratic regulations the
Governor himself imposed.  So if Dean wants to go and publicly argue that “not accepting Medicaid…
is crazy” – either for individual physicians, or for states looking to avoid Obamacare’s new unfunded
mandates – he might want to chat with Mrs. Dean first.
 
Chris Jacobs
Senior Policy Analyst
Joint Economic Committee
Senate Republican Staff
(202) 224-5171
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From: Governor Fallin Press
To: Governor Fallin Press
Subject: ICYMI: Gov. Fallin Discusses Health Care Exchanges with Greta Van Susteren
Date: Wednesday, November 21, 2012 11:48:52 AM
Attachments: image001.png

IN CASE YOU MISSED IT
 
Governor Fallin explains why Oklahoma is saying “thanks, but no thanks” to implementing
ObamaCare.
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From: Jacobs, Chris (RPC)
To: Jacobs, Chris (RPC)
Subject: If This Counts as "Freedom..."
Date: Monday, November 21, 2011 12:05:08 PM

Writing in the New York Daily News today, Columbia law professor Jamal Greene argues that
Obamacare’s individual mandate is constitutional, and that a Supreme Court that ruled otherwise
would be committing a politically partisan act.  The op-ed outlines the need to provide insurance
coverage to individuals with pre-existing conditions, and then argues how reasonable Congress was
in requiring all individuals to purchase a product for the first time ever:
 

Congress could have responded to this challenge by raising everyone’s taxes and using the
revenue to provide single-payer government health insurance.  Instead, it chose to require
that Americans purchase health insurance but gave them the freedom to choose their own
private plans.

 
In sum:  Liberals like Greene believe that a government mandate to purchase government-
approved insurance in a government-run Exchange constitutes “freedom.”  Never mind that half of
all employers will be forced to give up their current coverage within the next two years, according to
the Administration’s own estimates – proving the lie of individuals being able to “choose their own
private plans.”  Individuals will have the “freedom” to choose whatever plan they like – only so long
as bureaucrats in Washington approve.
 
To return to my original question:  If this heavy-handed government approach constitutes
“freedom,” what exactly is the non-free alternative?  And as liberals apparently believe that an
unprecedented federal requirement for individuals to purchase a product enhances “freedom,” does
anyone think that, if the mandate is upheld, this type of high-handed attitude will not lead to more
Washington-imposed mandates and diktats in the future…?
 
Chris Jacobs
Health Policy Analyst
Republican Policy Committee
(202) 224-2946
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From: Jacobs, Chris (RPC)
To: Jacobs, Chris (RPC)
Subject: Improving Quality -- Through Regulations???
Date: Thursday, October 20, 2011 10:36:15 AM

The Administration just released its final accountable care organization regulation, which can be
viewed here.  Three first impressions you need to know:
 

1.        At 696 pages, the final rule is more than 50 percent longer than the 429-page proposed
rule released earlier this year.  That proposed rule resulted in what’s been widely viewed as
a debacle – with multiple letters coming from the provider community saying they would
not participate in the program.  So if 429 pages presented too many regulatory obstacles for
providers to join, how will adding an additional 267 pages of Washington-imposed
requirements encourage doctors and hospitals to sign up?
 

2.        The regulation also uses the word require (or some variation thereof) a whopping 1,064
times – up from 601 references in the proposed rule.  Again, this raises the question:  How
will adding yet more Washington mandates improve the quality of care?
 

3.        With the release of the final ACO reg, we will have exceeded 10,000 pages of Obamacare
regulations and related notices published in the Federal Register.  These regulations will
impose costs on businesses and providers alike, while raising premiums for struggling
families and small businesses.  It’s slightly ironic the Administration released its regulatory
“relief” agenda earlier this week, because the overall impact of Obamacare’s many new
mandates and regulations will only further stifle economic growth and recovery.

 
Chris Jacobs
Health Policy Analyst
Republican Policy Committee
(202) 224-2946
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From: Governor Fallin Press
To: Governor Fallin Press
Subject: In Case You Missed It: Shopping for health insurance to find a bargain
Date: Thursday, March 24, 2011 9:14:48 AM

In Case You Missed It

KJRH: Shopping for health insurance
to find a bargain
Business is good for Scott Trizza. He's one of the owners of Old School Bagel Cafe,

but as a small business there are challenges, like providing health insurance. It's a

perk, they can't afford to do. In fact, Trizza doesn't even have health insurance.

"I'm healthy, and I just pay the doctor when I'm there, and it saves me money that

way," said Trizza.

He says he's been to the doctor twice in 20 years.

Trizza's story isn't uncommon. Many Americans opt not to have health insurance, but

a new initiative is working to change that. 

"You can have access to affordable, high-quality health insurance for you and your

family," said Oklahoma's Commissioner of Health Terry Cline, Ph.D.

In about a year and a half, you'll be able to go online and see a list of all the possible

policies you can get. You can think of it as an online market place. Where insurance is

for sale.

"You can go online. You would be able to see what is available. You would be
able to see what those options are. You'd be able to see what the coverage
was. You'd be able to see what the cost was, and you'd be able to compare that
with other plans," said Cline.
It's something the state's been working on since President George W Bush's
administration. In fact, Oklahoma is so ahead of the game it was one of seven
states that received a federal grant to create the insurance market place.
"We're not being forced to do this. We're not following a pack. We're actually leaders

in this field," said Cline.

While Oklahoma was already working on the project, the health care reform that
passed last year requires states to come up with their own market place of
sorts, or the feds will come in and do it for them.
"If we don't do that, then there will be some controls that are, kind of,
implemented for us," said Cline.
As a business man, Trizza says competition is a good thing.

"I like where I can pick the items that I think would benefit me the most, and I would

be willing to pay that for, like you know, insurance against something catastrophic,"

said Trizza.

Plus, he says, it gives his employees choices too.

"They can shop, and it's theirs. They own it. They maintain it," said Trizza. 

After 20 years of not having insurance, this new market place has a new customer.

"I'll shop around. I most definitely will," said Trizza.
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The state of Oklahoma is suing the federal government over parts of its mandated

health care reform. 

Officials say the health insurance exchange that the state is working on, shouldn't

factor into it.
 
 
Alex Weintz
Communications Director
Office of Governor Mary Fallin
phone: (405) 522-8819
cell: (405) 535-7317
Alex.Weintz@gov.ok.gov
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From: Craig Perry
To: Denise Northrup; Glenn Coffee; Katie Altshuler; Andrew Silvestri; Alex Weintz
Subject: in case you missed this, the health insurance exchange bill passed out of committee this afternoon...
Date: Tuesday, March 01, 2011 4:09:33 PM

 
Oklahoma House of Representatives

Media Division
March 1, 2011

FOR IMMEDIATE RELEASE:
Contact: Lisa Liebl                              
Capitol: (405) 962-7674

 
Bill Would Help Citizens Search for Health Coverage

 
OKLAHOMA CITY – The Legislature continued taking steps forward to reduce the number
of uninsured Oklahomans. House Speaker Kris Steele authored House Bill 2130, which
defines the membership and appointments to the Health Care for the Uninsured Board
(HUB).

The purpose of the HUB is to establish a system of counseling, including a website, to
educate and assist consumers in selecting an insurance policy that meets their needs.

“Oklahoma has made tremendous strides in developing initiatives for those needing
health coverage,” stated House Speaker Kris Steele, R-Shawnee. “Because of cutting-edge
technology, we have the opportunity to take this initiative to the next level and develop a
plan to reduce Oklahoma’s uninsured population.”
            The seven-member HUB consists of representatives from the Insurance
Commissioner’s Office, the Oklahoma Healthcare Authority, insurance companies, agents
and also consumers. The purpose of the HUB is to implement a market-based insurance
exchange.
            “Healthcare coverage is not a one-size-fits-all issue,” said Steele. “We need to make
all options available to the people. The goal is to equip Oklahomans with the information
necessary to make wise decisions. The exchange will provide a user-friendly tool intended to
help people find a health plan that best fits their individual needs.”

The HUB is comprised of appointees from the Governor, Speaker, and Senate Pro
Tempore. The foundation and framework of the Oklahoma exchange were established in
2009. The actual concept of the exchange model was developed several years ago by the
Heritage Foundation. 

 Steele concluded, “I applaud Representative Mark McCullough and Representative
Glen Mulready’s leadership on this issue. Because of their hard work, we have an
opportunity to build a premiere healthcare exchange constructed on rock solid conservative
values.”

Oklahoma is one of seven states to receive an early innovator grant with Oklahoma
receiving the largest amount of $54 million.

House Bill 2128 passed the House Public Health Committee this afternoon and will
proceed to the floor of the Oklahoma House of Representative.
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NOTICE: The information in this email is confidential, legally privileged, and exempt from
disclosure under law. It is intended solely for the addressee. Access to this email by anyone
else is unauthorized. If you are not the intended recipient, any disclosure, copying,
distribution or any action taken or omitted to be taken in reliance on it, is prohibited and
unlawful. The Oklahoma House of Reps does not warrant any e-mail transmission received
as being virus free, and disclaims any liability for losses or damages arising from the use of
this e-mail or its attachments. Recipients of e-mail assume the risk of possible computer
virus exposure by opening or utilizing the e-mail and its attachments, and waive any right or
recourse against the House by doing so.
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From: Jacobs, Chris (JEC)
To: Jacobs, Chris (JEC)
Subject: In Defense of J.D. Kleinke
Date: Tuesday, October 02, 2012 2:51:51 PM

On Sunday the New York Times published an op-ed by American Enterprise Institute fellow J.D.
Kleinke, entitled “The Conservative Case for Obamacare.”  In recent days, the piece has drawn a
great deal of pushback from right-leaning commentators.
 
Some of the criticism is justified, for the article itself is internally inconsistent.  Even as it claims the
law is market-based, the article talks about Obamacare’s “forcibl[e] repatriat[ion]” of individuals
who choose not to purchase health coverage – and any “market” that relies upon coercion isn’t
really a market at all.  It attempts to equate Obamacare with association health plans, when the
former is the antithesis of the latter – association health plans were designed to allow small business
to opt-out of onerous state benefit mandates, whereas Obamacare imposes a whole new cohort of
benefit mandates at the federal level.
 
Kleinke’s article is also misleading and factually inaccurate on critical points.  He claims that
“Republicans conveniently forgot that [an individual mandate] was something many of them had
supported for years.”  The only problem with that claim is that Kleinke conveniently forgot that an
individual mandate was something many Republicans had opposed for decades:
 

·         Conservatives made the claim in 1993 that an individual mandate was unconstitutional,
claims which quickly gained resonance.

·         In “The System” – the seminal account of the Clintoncare debate – Haynes Johnson and
David Broder note that by the time Senate Republicans gathered in Annapolis in mid-1994,
the individual mandate was an area of much controversy within the Conference (page 363).

·         Senator Don Nickles – who introduced a bill that included an individual mandate in the fall
of 1993 – introduced an entirely new version of the same bill seven months later – one
which excluded the mandate.  In comments in the Congressional Record back in June 1994,
Nickles noted that “as we received input from the states, it is my belief that this individual
mandate should be dropped from the legislation.” (Record, June 16, 1994, page S7085).

·         Two dozen Senate co-sponsors – more than half the Republican Conference at the time –
agreed with Nickles’ view, and dropped the mandate from the bill.

 
So there is ample evidence that an individual mandate was not conservative orthodoxy back in
1993-94, let alone 2008.  Senator Nickles pointed all this out in a letter to the editor published in the
Times earlier this year – meaning the facts were, and are, readily available for all those who wish to
search for them.  Sadly, however, Kleinke, like Ezra Klein and others, failed to do so, perhaps
because the “Republicans switched positions on the mandate to defeat Obama” meme is too
politically valuable to abandon.  One would have hoped that an AEI scholar would have been slightly
more thorough in his research than a liberal “JournoList.”  Unfortunately, that does not appear to
have been the case.
 
On the other hand, it’s worth examining the behavior of liberal analysts over the past several
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months:
 

·         The Center for American Progress took two opposing positions on Medicare reform in as
many days;

·         An article in the Times back in March quoted Administration sources implying that Jonathan
Gruber received a $400,000 government contract from HHS – a contract that Gruber failed
to disclose on multiple occasions – in part because he served on a CBO advisory panel and
therefore would be able to help the Administration achieve favorable scores from CBO;

·         Both Gruber and Harvard professor David Cutler were exposed as taking public positions
against premium support in Medicare, even as they privately advocated in favor of this
Medicare reform; and

·         Cutler, after testifying before the Senate Budget Committee in February that Barack Obama
accurately characterized Cutler’s work when claiming that his health plan could cut
premiums by $2,500 per year, told Politifact in August the exact opposite – that candidate
Obama made “misstatements” at variance with Cutler’s own research.

 
Given this behavior from the left’s purported “scholars,” Kleinke benefits himself from the soft
bigotry of low expectations.  Yes, his piece is factually incorrect, and logically and philosophically
inconsistent.  But hey – at least he’s not being two-faced about his position.
 
Chris Jacobs
Senior Policy Analyst
Joint Economic Committee
Senate Republican Staff
(202) 224-5171
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INDIANA DEPARTMENT OF ENVIRONMENTAL MANAGEMENT 
We Protect Hoosiers and Our Environment. 

Mitchell E. Daniels Jr. 100 North Senate Avenue 
Governor Indianapolis, Indiana 46204 

(317) 232-8603 
Thomas W. Easterly Toll Free (800) 451-6027 
Commissioner www.idem.IN.gov 

The Honorable Fred Upton 
Chairman 
House Committee on Energy and Commerce 
2125 Rayburn House Office Building 
Washington, DC 20515 

The Honorable Henry Waxman 
Ranking Member 
House Committee on Energy and Commerce 
2322A Rayburn House Office Building 
Washington, DC 20515 

September 12, 2011 

Dear Chairman Upton and Ranking Member Waxman: 

I am writing you to express my support for the EPA Regulatory Relief Act of 2011 and to 
inform you that the Indiana Department of Environmental Management does not support the 
comments offered by National Association of Clean Air Agencies (NACAA), an organization with 
a position that does not represent the views of all of the member states. 

The Indiana Department of Environmental Management believes that every resident in the 
United States is entitled to have clean air, water and land. We also believe that it is completely 
appropriate for congress to reexamine the environmental and economic impacts of portions of the 
Clean Air Act. An Act which was last comprehensively examined 21 years ago. Experience has 
shown that many concepts in the act, which seemed appropriate at that time, have had unexpected 
consequences on our society and simply do not deliver significant health and environmental 
benefits at the local level in spite of imposing significant costs on the regulated community. 

Let's examine one hazardous air pollutant example in the NACAA letter: mercury. The 
Indiana Department of Environmental Management has measured the concentration of mercury in 
fish tissue in the state for the past 30 years. Mercury emissions have decreased by twenty percent 
over the past fourteen years, but measured wet deposition of mercury has only decreased by seven 
percent and there has been no measureable change in mercury concentration in fish tissue samples 
during this entire period. Mercury, like all of the metal hazardous air pollutants is a naturally 
occuning element found everywhere in the earth. While exposure to high concentrations of this 
metal and others are definitely harmful and must be prevented, removing low concentrations of 
this metal from various waste streams and concentrating it, then isolating that material from the 
environment, may not provide any decrease in human exposure to harmful levels of these 
materials. 

Recycled Paper ® An Equal Opportunity Employer Please Recycle 0 2280



In conclusion, I support congress's efforts to reconsider how certain requirements of the 
Clean Air Act are being implemented in order to improve the quality of life of all Americans. 

/'l 
Thomas W. Easterly 
Commissioner 
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From: Mike Fogarty
Subject: In The News - CMS
Date: Thursday, December 22, 2011 4:30:24 PM

Hello,

I take great pride in Oklahoma as I’m sure you do also. From time to time, we find news

articles, studies or other pieces that highlight some of our state’s accomplishments or

feature some of our wonderful residents. I would like to take the opportunity to share this

information with you on occasion. Below is the first such piece. It features a wonderful

story about an Oklahoma mother and her child. I hope you enjoy it as much as I did.

I welcome any thoughts or feedback.

 

Sincerely,
Mike Fogarty
CEO, Oklahoma Health Care Authority
______________________________________________
 
Thursday, November 10, 2011

Faces of Medicaid
Kaiser Family Foundation
 

Medicaid, the public program that provides health and long-term care coverage for low-

income individuals and families, covers about 60 million people currently, or 1 in 5

Americans. Medicaid beneficiaries include pregnant women, children and families,

individuals with disabilities, and seniors. During down economies, Medicaid places

pressure on state and federal budgets as the number of people who qualify for the

program grows. Without Medicaid, most of its beneficiaries would be uninsured or lack

coverage for essential care. Although Medicaid reaches many poor Americans, it does not

reach all of them. Under the new health reform law, beginning in 2014, millions of

uninsured, low-income Americans will gain health coverage through a major expansion of

Medicaid

 

·         Read All The Faces Of Medicaid Profiles

·         Read The Oklahoma Profile

 

 
Anthony Burke, 11
Oklahoma City, Oklahoma
 

“…I’m just really grateful. The Medicaid SoonerCare program has had a profound effect on
my family.” – Anthony’s mother, Latrita
 

Latrita McFadden noticed from the beginning that her son, Anthony Burke, now age 11,

always walked on his tiptoes. When he began to complain that his knees were hurting, she

tried to get help. Latrita took him from doctor to doctor, but she was advised each time that

Anthony would probably grow out of it and no one referred her to a specialist. Anthony

fared well enough until he started school, where he was taunted about his walk and also

about a speech impairment. “He used to walk around with his head low and just kind of
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avoid everybody,” Latrita reports. Anthony became withdrawn and would not read aloud in

class. His first-grade teacher held him back, saying that he was immature and unable to

speak well enough to rise to second grade.

 

Things changed dramatically for Anthony when, newly covered by SoonerCare

(Oklahoma’s Medicaid program), he received some much-needed care. Latrita took him to

a new primary care doctor, who referred him to a specialist about his walking. That led

them to an orthopedist, who diagnosed Anthony’s shorter-than-normal Achilles’ tendons

and operated on one of his feet (he will need the same surgery on his other foot). Anthony

also began to get speech therapy as well as some counseling.  According to his mother,

“Once he got that surgery and he stopped walking on his toes like he was doing, his self-

confidence skyrocketed.” Shortly after the operation on his foot, Anthony “graduated out” of

speech therapy, and though he continues his exercises on his own, he no longer needs to

see the physical therapist either.

 

Latrita has trouble containing her amazement as she describes a boy who now has the

self-esteem not only to speak, but to serve as junior deacon in his church and run for

student body president. And in a sharp contrast to a few years ago, his fifth-grade teacher

now has him tutoring other students in his class. Anthony didn’t win the school election,

but he says he’s going to run next year and keep on running until he wins. His mother

enjoys the unintended pun, “It’s funny because he says, literally, I’m going to keep on

running… He knows he can run and his feet are working like they’re supposed to work

now.”

 

=================
DISCLAIMER - This e-mail message, including any attachments, 
is for the sole use of the intended recipient(s) and may contain
confidential and privileged information.

If you are not the named addressee you should not disseminate,
distribute or copy this e-mail. Please notify the sender
immediately by e-mail if you have received this e-mail by
mistake and delete this e-mail from your system.

The sender does not accept liability for any errors or omissions in
the contents of this message, which arise as a result of e-mail
transmission. If verification is required please request a
hard-copy version.
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From: Mike Fogarty
Subject: In The News - Medicaid
Date: Thursday, February 02, 2012 4:23:58 PM

Hello,
The American Medical Association included an Oklahoma reference in their Jan 27 publication,
American Medical News. Please see below.
Mike
 
 

 

 

States maintain or ease access to Medicaid and CHIP
Twenty-nine states lowered cost-sharing, increased eligibility or improved enrollment systems in 2011,

according to a survey.

By DOUG TRAPP, amednews staff. Posted Jan. 27, 2012.

          

Washington -- Despite continued budget pressures on states, far more states eased than
tightened access to Medicaid and the Children's Health Insurance Program in 2011.

Twenty-nine states increased Medicaid or CHIP eligibility, lowered beneficiary cost-
sharing or improved their enrollment procedures in 2011. That's according to a 50-state
survey of state Medicaid programs released Jan. 18 by the Kaiser Commission on Medicaid
and the Uninsured and the Center for Children and Families at Georgetown University. In
contrast, only two states restricted Medicaid or CHIP eligibility last year, and only seven
increased enrollee cost-sharing.

State Medicaid actions were influenced by federal incentives and requirements in the
national health system reform law, according to the survey. For example, the Dept. of Health
and Human Services announced in April 2011 that it would pay 90% of the costs of
developing new or upgrading existing Medicaid eligibility and enrollment systems until 2015.
Eighteen states have received HHS approval for such upgrades, and 11 more have submitted
applications, according to the report.

The health reform law requires states to maintain their Medicaid eligibility levels, standards
and enrollment procedures through at least 2014, with limited exemptions. States that
expanded eligibility were in some cases eligible for additional federal matching funds made
available by the health reform law and the 2009 CHIP reauthorization.

States' upgraded Medicaid enrollment systems should reduce the number of Medicaid-
eligible people who move in and out of the program. Limiting this so-called churn will help
improve research on the effectiveness of Medicaid programs, said Tricia Brooks, a report co-
author and senior fellow at the Center for Children and Families.

"We can't measure the quality of health care and outcomes unless we keep people
continuously enrolled," she said.

Most states accept Medicaid applications electronically, but so far only one -- Oklahoma --
provides an instant or near-instant response to online applications, according to the report.
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Applicants can be deemed eligible, and physicians can begin billing the state for patient care,
even if state offices are closed. The system verifies identities through state birth records and
Social Security Administration records. About three-quarters of the state's Medicaid
population is eligible for electronic renewal. Of those who enroll or renew, 90% do so
without using any paper forms, said Mike Fogarty, CEO of the Oklahoma Health Care
Authority, the state's Medicaid agency.

Planning for Oklahoma's upgraded system, which went live in September 2010, began
before Congress enacted the national health reform law, Fogarty said. The Medicaid
enrollment system also should allow the state's Medicaid program to integrate easily with a
future health insurance exchange, Fogarty said. The system cost several million dollars, but
all but about a half-million of the cost was paid for by federal grants.

"Obviously, for the state, it was a great deal," Fogarty said.

Diane Rowland, ScD, executive director of the Kaiser Commission on Medicaid and the
Uninsured, said improving states' Medicaid eligibility and enrollment systems is just a first
step to ensuring continuity of care. "Coverage starts with enrollment, but it doesn't end there,"
she said.

The survey is online (www.kff.org/medicaid/briefing-2012-data-50-state-survey-medicaid.cfm).
BACK TO TOP

Copyright 2012 American Medical Association. All rights reserved.

 

=================
DISCLAIMER - This e-mail message, including any attachments, 
is for the sole use of the intended recipient(s) and may contain
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mistake and delete this e-mail from your system.
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transmission. If verification is required please request a
hard-copy version.

2285



From: Debbie Hohlt
To: john.katz@alaska.gov; macarter32 ; RSerote@az.gov; CLipparelli@

Adam.nordstrom ; aparis ; jbranstette ;
Rob.Jakubik ; ted.pitts.j ; David.Hensley@gov.idaho.gov;
jkreizenbeck@gov.idaho.gov; Tammy.Perkins@gov.idaho.gov; Katie Altshuler; JamieShuster@gov.sc.gov;
hedgcockm@GOV.STATE.LA.US; bob.schwaneberg@gov.state.nj.us; Dona.DeLeon@gov.state.nj.us;
Wayne.Hasenbalg@gov.state.nj.us; brandon.steinmann@governor.state.tx.us; dan.wilmot@governor.state.tx.us;
Jeannemarie.Davis@governor.virginia.gov; kristi.craig@governor.virginia.gov;
jboeyink@ ; debbie ; griffin ; rkelly8
wstruble ; rbmul ; wags@la.gov; Renee.Fargason@LASPBS.STATE.FL.US;
kristacarman@  Will.Kinzel@mail.house.gov; mary.mayhew@maine.gov; CRyan ;
muchmored@michigan.gov; Lauren.Hill@nebraska.gov; ryan ; eperez@osfr.state.tx.us;
Bkanzeg t; Jim.Soyer@state.sd.us; MKennicott ; Mark.Cate@tn.gov;
Will.Cromer@tn.gov; rspendlove@utah.gov; EMainigi@ ; Joseph.Fadness@wisconsin.gov;
Carol.Statkus@wyo.gov

Subject: Indiana RELEASE: Governor asks feds to extend HIP;signs executive order to proceed with healthcare exchange
Date: Tuesday, January 18, 2011 9:09:12 AM

Dear Republican Colleagues,
Thought you would find this letter from Governor Daniels to Secretary Sebelius of interest.  If your
state is having a similar issue, not getting an answer on how you might try to ensure the enormous
expansion, please let me know.  Or, if you’d like more information on the Healthy Indiana Plan I’m
happy to put your policy staff in touch with our team. 
Debbie
 
Deborah Hohlt
202-624-1474 (office)

 (cell)
 
 
News Release
For Immediate Release
 
Governor asks feds to extend HIP; signs executive order to proceed with
healthcare exchange
 
INDIANAPOLIS (January 14, 2011) – Governor Mitch Daniels has asked Health and Human
Services Secretary Kathleen Sebelius not to force termination of the state’s Healthy Indiana
Plan (HIP), the health insurance program for low-income uninsured Hoosiers, and to allow
its use for newly-eligible Medicaid clients in 2014 when provisions of the new federal health
care law become effective.
 
For the third time over in the last nine months, the governor has reached out to the U.S.
Department of Health and Human Services for answers about the future of HIP. If the federal
government does not grant permission, HIP will terminate at the end of 2012.
 
Early results from HIP show that participants are highly satisfied, with 99 percent planning to
renew their coverage. They make required contributions consistently, have lower emergency
room use, higher use of preventive services and generic drug use as compared with other
Medicaid populations and in some cases, those with private insurance. As a group they have
accumulated millions of dollars of savings in their personal POWER (Personal Wellness
Responsibility) account.
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The state has sent several letters to Health and Human Services representatives requesting
answers to questions about utilizing HIP as the program to serve Indiana’s newly-eligible
Medicaid recipients beginning 2014. So far, there has been no guidance.
 
Here is a link to the governor’s letter: http://www.in.gov/gov/files/Press/011411letter.pdf
Previous correspondence may be found at this link: http://www.in.gov/aca/2330.htm
 
 
Executive Order authorizes establishment of state healthcare exchange
 
The governor also has signed an executive order authorizing the Family and Social Services
Administration to work with other state agencies to conditionally establish and operate a
state-based healthcare benefit exchange.  The steps taken will be preparatory only and do not
connote a decision to put a state-run exchange in place.
 
According to Affordable Care Act (ACA), states are required to establish a health benefit
exchange by January 1, 2014. The federal government will establish exchanges for states that
have not made adequate progress by January 1, 2013.
 
The governor said it is in Hoosiers’ best interest to begin to put a framework in place. There
has been little information or guidance from the White House about how a federally-based
exchange would operate.
 
“The nation will be best served by the repeal of this expensive and unworkable law, or by its
judicial overturn. But for now, there seems no alternative but to prepare for the possibility
that Indiana will try to operate an exchange of some kind,” said Daniels.
 
Individuals and small businesses will use health exchanges to find, compare and enroll in
health insurance plans and to obtain federal tax credits for premium expenses. It is estimated
that at least 1.4 million Hoosiers will use the exchange; however, the numbers are likely to
increase as businesses and individuals drop their existing health insurance to receive tax
credits.
 
Here is a link to the executive order:
http://www.in.gov/gov/files/Executive%20orders/EO_11-01.pdf
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Media contact: 
Jane Jankowski, 317/232-1622, jjankowski@gov.in.gov
Jake Oakman, 317/232-1800, joakman@gov.in.gov
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From: Terry Katz
To: Terry Katz
Subject: INSUR Meeting Scheduled REVISED
Date: Tuesday, March 01, 2011 2:31:11 PM
Attachments: cmn.doc

HB1831 WAS ADDED TO THE AGENDA.  HB1831 WILL NOT BE HEARD UNTIL
2:30 P.M. ON THURSDAY.
 
When:  Tuesday, March 01, 2011 08:00 AM
Where:  ROOM 412C
Agenda: 
   1. **ANY BILLS NOT ADDRESSED IN THE INSURANCE COMMITTEE MEETING
SCHEDULED FOR TUESDAY, MARCH 1, WILL BE TAKEN UP ON THE
WEDNESDAY, MARCH 2, AGENDA IN ROOM 412C AT 4:30 P.M. ANY BILLS NOT
ADDRESSED IN THE INSURANCE COMMITTEE MEETING SCHEDULED FOR
WEDNESDAY, MARCH 2, WILL BE TAKEN UP ON THE THURSDAY, MARCH 3,
AGENDA IN ROOM 432A AT 8:00 A.M.
   2. Welcome and Introductions
   3. HB1046 - Changing CompSource; creating Mutual Insurance Company; repealer -
Faught*
   4. HB1218 - Children; clarifying language - Kirby*
   5. HB1239 - Insurance; clarifying language - Sherrer*
   6. HB1422 - Modifying annual insurance plan start date for education employees - Casey*
   7. HB1831 - Certified Real Estate Appraisers Act; modifying various provisions -
Trebilcock*
   8. HB1969 - Insurance; clarifying language - Mulready*
   9. HB2041 - Workers compensation; liability for certain damages; clarifying language -
Sullivan*
   10. HB2071 - Annual Financial Report Act; clarifying language - Key*
   11. HB2072 - Insurance Code; clarifying language - Key*
   12. HB2073 - Insurance; authorizing Insurance Commissioner to negotiate certain compacts
or agreements - Key*
   13. HB2076 - Unfair Claims Settlement Practices Act; clarifying language - Key*
   14. HB2077 - Credit Information in Personal Insurance Act; clarifying language - Key*
   15. HB2078 - Professional Employer Organizations; modifying requirements - Key*
   16. HB2079 - Healthcare Exchange Act - Key*
   17. HB2081 - Insurance; modifying Employer Health Insurance Purchasing Group Act -
Key*
   18. Other business and adjournment

Click Here to add this meeting to your calendar
NOTICE: The information in this email is confidential, legally privileged, and exempt
from disclosure under law. It is intended solely for the addressee. Access to this
email by anyone else is unauthorized. If you are not the intended recipient, any
disclosure, copying, distribution or any action taken or omitted to be taken in
reliance on it, is prohibited and unlawful. The Oklahoma House of Reps does not
warrant any e-mail transmission received as being virus free, and disclaims any
liability for losses or damages arising from the use of this e-mail or its attachments.
Recipients of e-mail assume the risk of possible computer virus exposure by opening
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or utilizing the e-mail and its attachments, and waive any right or recourse against
the House by doing so.
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From: Jacobs, Chris (RPC)
To: Jacobs, Chris (RPC)
Subject: Improving Quality -- Through Regulations???
Date: Thursday, October 20, 2011 10:36:15 AM

The Administration just released its final accountable care organization regulation, which can be
viewed here.  Three first impressions you need to know:
 

1.        At 696 pages, the final rule is more than 50 percent longer than the 429-page proposed
rule released earlier this year.  That proposed rule resulted in what’s been widely viewed as
a debacle – with multiple letters coming from the provider community saying they would
not participate in the program.  So if 429 pages presented too many regulatory obstacles for
providers to join, how will adding an additional 267 pages of Washington-imposed
requirements encourage doctors and hospitals to sign up?
 

2.        The regulation also uses the word require (or some variation thereof) a whopping 1,064
times – up from 601 references in the proposed rule.  Again, this raises the question:  How
will adding yet more Washington mandates improve the quality of care?
 

3.        With the release of the final ACO reg, we will have exceeded 10,000 pages of Obamacare
regulations and related notices published in the Federal Register.  These regulations will
impose costs on businesses and providers alike, while raising premiums for struggling
families and small businesses.  It’s slightly ironic the Administration released its regulatory
“relief” agenda earlier this week, because the overall impact of Obamacare’s many new
mandates and regulations will only further stifle economic growth and recovery.

 
Chris Jacobs
Health Policy Analyst
Republican Policy Committee
(202) 224-2946
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From: Governor Fallin Press
To: Governor Fallin Press
Subject: In Case You Missed It: Shopping for health insurance to find a bargain
Date: Thursday, March 24, 2011 9:14:48 AM

In Case You Missed It

KJRH: Shopping for health insurance
to find a bargain
Business is good for Scott Trizza. He's one of the owners of Old School Bagel Cafe,

but as a small business there are challenges, like providing health insurance. It's a

perk, they can't afford to do. In fact, Trizza doesn't even have health insurance.

"I'm healthy, and I just pay the doctor when I'm there, and it saves me money that

way," said Trizza.

He says he's been to the doctor twice in 20 years.

Trizza's story isn't uncommon. Many Americans opt not to have health insurance, but

a new initiative is working to change that. 

"You can have access to affordable, high-quality health insurance for you and your

family," said Oklahoma's Commissioner of Health Terry Cline, Ph.D.

In about a year and a half, you'll be able to go online and see a list of all the possible

policies you can get. You can think of it as an online market place. Where insurance is

for sale.

"You can go online. You would be able to see what is available. You would be
able to see what those options are. You'd be able to see what the coverage
was. You'd be able to see what the cost was, and you'd be able to compare that
with other plans," said Cline.
It's something the state's been working on since President George W Bush's
administration. In fact, Oklahoma is so ahead of the game it was one of seven
states that received a federal grant to create the insurance market place.
"We're not being forced to do this. We're not following a pack. We're actually leaders

in this field," said Cline.

While Oklahoma was already working on the project, the health care reform that
passed last year requires states to come up with their own market place of
sorts, or the feds will come in and do it for them.
"If we don't do that, then there will be some controls that are, kind of,
implemented for us," said Cline.
As a business man, Trizza says competition is a good thing.

"I like where I can pick the items that I think would benefit me the most, and I would

be willing to pay that for, like you know, insurance against something catastrophic,"

said Trizza.

Plus, he says, it gives his employees choices too.

"They can shop, and it's theirs. They own it. They maintain it," said Trizza. 

After 20 years of not having insurance, this new market place has a new customer.

"I'll shop around. I most definitely will," said Trizza.

2291



The state of Oklahoma is suing the federal government over parts of its mandated

health care reform. 

Officials say the health insurance exchange that the state is working on, shouldn't

factor into it.
 
 
Alex Weintz
Communications Director
Office of Governor Mary Fallin
phone: (405) 522-8819
cell: (405) 535-7317
Alex.Weintz@gov.ok.gov
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From: Craig Perry
To: Denise Northrup; Glenn Coffee; Katie Altshuler; Andrew Silvestri; Alex Weintz
Subject: in case you missed this, the health insurance exchange bill passed out of committee this afternoon...
Date: Tuesday, March 01, 2011 4:09:33 PM

 
Oklahoma House of Representatives

Media Division
March 1, 2011

FOR IMMEDIATE RELEASE:
Contact: Lisa Liebl                              
Capitol: (405) 962-7674

 
Bill Would Help Citizens Search for Health Coverage

 
OKLAHOMA CITY – The Legislature continued taking steps forward to reduce the number
of uninsured Oklahomans. House Speaker Kris Steele authored House Bill 2130, which
defines the membership and appointments to the Health Care for the Uninsured Board
(HUB).

The purpose of the HUB is to establish a system of counseling, including a website, to
educate and assist consumers in selecting an insurance policy that meets their needs.

“Oklahoma has made tremendous strides in developing initiatives for those needing
health coverage,” stated House Speaker Kris Steele, R-Shawnee. “Because of cutting-edge
technology, we have the opportunity to take this initiative to the next level and develop a
plan to reduce Oklahoma’s uninsured population.”
            The seven-member HUB consists of representatives from the Insurance
Commissioner’s Office, the Oklahoma Healthcare Authority, insurance companies, agents
and also consumers. The purpose of the HUB is to implement a market-based insurance
exchange.
            “Healthcare coverage is not a one-size-fits-all issue,” said Steele. “We need to make
all options available to the people. The goal is to equip Oklahomans with the information
necessary to make wise decisions. The exchange will provide a user-friendly tool intended to
help people find a health plan that best fits their individual needs.”

The HUB is comprised of appointees from the Governor, Speaker, and Senate Pro
Tempore. The foundation and framework of the Oklahoma exchange were established in
2009. The actual concept of the exchange model was developed several years ago by the
Heritage Foundation. 

 Steele concluded, “I applaud Representative Mark McCullough and Representative
Glen Mulready’s leadership on this issue. Because of their hard work, we have an
opportunity to build a premiere healthcare exchange constructed on rock solid conservative
values.”

Oklahoma is one of seven states to receive an early innovator grant with Oklahoma
receiving the largest amount of $54 million.

House Bill 2128 passed the House Public Health Committee this afternoon and will
proceed to the floor of the Oklahoma House of Representative.
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NOTICE: The information in this email is confidential, legally privileged, and exempt from
disclosure under law. It is intended solely for the addressee. Access to this email by anyone
else is unauthorized. If you are not the intended recipient, any disclosure, copying,
distribution or any action taken or omitted to be taken in reliance on it, is prohibited and
unlawful. The Oklahoma House of Reps does not warrant any e-mail transmission received
as being virus free, and disclaims any liability for losses or damages arising from the use of
this e-mail or its attachments. Recipients of e-mail assume the risk of possible computer
virus exposure by opening or utilizing the e-mail and its attachments, and waive any right or
recourse against the House by doing so.
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From: Jacobs, Chris (JEC)
To: Jacobs, Chris (JEC)
Subject: In Defense of J.D. Kleinke
Date: Tuesday, October 02, 2012 2:51:51 PM

On Sunday the New York Times published an op-ed by American Enterprise Institute fellow J.D.
Kleinke, entitled “The Conservative Case for Obamacare.”  In recent days, the piece has drawn a
great deal of pushback from right-leaning commentators.
 
Some of the criticism is justified, for the article itself is internally inconsistent.  Even as it claims the
law is market-based, the article talks about Obamacare’s “forcibl[e] repatriat[ion]” of individuals
who choose not to purchase health coverage – and any “market” that relies upon coercion isn’t
really a market at all.  It attempts to equate Obamacare with association health plans, when the
former is the antithesis of the latter – association health plans were designed to allow small business
to opt-out of onerous state benefit mandates, whereas Obamacare imposes a whole new cohort of
benefit mandates at the federal level.
 
Kleinke’s article is also misleading and factually inaccurate on critical points.  He claims that
“Republicans conveniently forgot that [an individual mandate] was something many of them had
supported for years.”  The only problem with that claim is that Kleinke conveniently forgot that an
individual mandate was something many Republicans had opposed for decades:
 

·         Conservatives made the claim in 1993 that an individual mandate was unconstitutional,
claims which quickly gained resonance.

·         In “The System” – the seminal account of the Clintoncare debate – Haynes Johnson and
David Broder note that by the time Senate Republicans gathered in Annapolis in mid-1994,
the individual mandate was an area of much controversy within the Conference (page 363).

·         Senator Don Nickles – who introduced a bill that included an individual mandate in the fall
of 1993 – introduced an entirely new version of the same bill seven months later – one
which excluded the mandate.  In comments in the Congressional Record back in June 1994,
Nickles noted that “as we received input from the states, it is my belief that this individual
mandate should be dropped from the legislation.” (Record, June 16, 1994, page S7085).

·         Two dozen Senate co-sponsors – more than half the Republican Conference at the time –
agreed with Nickles’ view, and dropped the mandate from the bill.

 
So there is ample evidence that an individual mandate was not conservative orthodoxy back in
1993-94, let alone 2008.  Senator Nickles pointed all this out in a letter to the editor published in the
Times earlier this year – meaning the facts were, and are, readily available for all those who wish to
search for them.  Sadly, however, Kleinke, like Ezra Klein and others, failed to do so, perhaps
because the “Republicans switched positions on the mandate to defeat Obama” meme is too
politically valuable to abandon.  One would have hoped that an AEI scholar would have been slightly
more thorough in his research than a liberal “JournoList.”  Unfortunately, that does not appear to
have been the case.
 
On the other hand, it’s worth examining the behavior of liberal analysts over the past several

2295



months:
 

·         The Center for American Progress took two opposing positions on Medicare reform in as
many days;

·         An article in the Times back in March quoted Administration sources implying that Jonathan
Gruber received a $400,000 government contract from HHS – a contract that Gruber failed
to disclose on multiple occasions – in part because he served on a CBO advisory panel and
therefore would be able to help the Administration achieve favorable scores from CBO;

·         Both Gruber and Harvard professor David Cutler were exposed as taking public positions
against premium support in Medicare, even as they privately advocated in favor of this
Medicare reform; and

·         Cutler, after testifying before the Senate Budget Committee in February that Barack Obama
accurately characterized Cutler’s work when claiming that his health plan could cut
premiums by $2,500 per year, told Politifact in August the exact opposite – that candidate
Obama made “misstatements” at variance with Cutler’s own research.

 
Given this behavior from the left’s purported “scholars,” Kleinke benefits himself from the soft
bigotry of low expectations.  Yes, his piece is factually incorrect, and logically and philosophically
inconsistent.  But hey – at least he’s not being two-faced about his position.
 
Chris Jacobs
Senior Policy Analyst
Joint Economic Committee
Senate Republican Staff
(202) 224-5171
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INDIANA DEPARTMENT OF ENVIRONMENTAL MANAGEMENT 
We Protect Hoosiers and Our Environment. 

Mitchell E. Daniels Jr. 100 North Senate Avenue 
Governor Indianapolis, Indiana 46204 

(317) 232-8603 
Thomas W. Easterly Toll Free (800) 451-6027 
Commissioner www.idem.IN.gov 

The Honorable Fred Upton 
Chairman 
House Committee on Energy and Commerce 
2125 Rayburn House Office Building 
Washington, DC 20515 

The Honorable Henry Waxman 
Ranking Member 
House Committee on Energy and Commerce 
2322A Rayburn House Office Building 
Washington, DC 20515 

September 12, 2011 

Dear Chairman Upton and Ranking Member Waxman: 

I am writing you to express my support for the EPA Regulatory Relief Act of 2011 and to 
inform you that the Indiana Department of Environmental Management does not support the 
comments offered by National Association of Clean Air Agencies (NACAA), an organization with 
a position that does not represent the views of all of the member states. 

The Indiana Department of Environmental Management believes that every resident in the 
United States is entitled to have clean air, water and land. We also believe that it is completely 
appropriate for congress to reexamine the environmental and economic impacts of portions of the 
Clean Air Act. An Act which was last comprehensively examined 21 years ago. Experience has 
shown that many concepts in the act, which seemed appropriate at that time, have had unexpected 
consequences on our society and simply do not deliver significant health and environmental 
benefits at the local level in spite of imposing significant costs on the regulated community. 

Let's examine one hazardous air pollutant example in the NACAA letter: mercury. The 
Indiana Department of Environmental Management has measured the concentration of mercury in 
fish tissue in the state for the past 30 years. Mercury emissions have decreased by twenty percent 
over the past fourteen years, but measured wet deposition of mercury has only decreased by seven 
percent and there has been no measureable change in mercury concentration in fish tissue samples 
during this entire period. Mercury, like all of the metal hazardous air pollutants is a naturally 
occuning element found everywhere in the earth. While exposure to high concentrations of this 
metal and others are definitely harmful and must be prevented, removing low concentrations of 
this metal from various waste streams and concentrating it, then isolating that material from the 
environment, may not provide any decrease in human exposure to harmful levels of these 
materials. 

Recycled Paper ® An Equal Opportunity Employer Please Recycle 0 2297



In conclusion, I support congress's efforts to reconsider how certain requirements of the 
Clean Air Act are being implemented in order to improve the quality of life of all Americans. 

/'l 
Thomas W. Easterly 
Commissioner 
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From: Mike Fogarty
Subject: In The News - CMS
Date: Thursday, December 22, 2011 4:30:24 PM

Hello,

I take great pride in Oklahoma as I’m sure you do also. From time to time, we find news

articles, studies or other pieces that highlight some of our state’s accomplishments or

feature some of our wonderful residents. I would like to take the opportunity to share this

information with you on occasion. Below is the first such piece. It features a wonderful

story about an Oklahoma mother and her child. I hope you enjoy it as much as I did.

I welcome any thoughts or feedback.

 

Sincerely,
Mike Fogarty
CEO, Oklahoma Health Care Authority
______________________________________________
 
Thursday, November 10, 2011

Faces of Medicaid
Kaiser Family Foundation
 

Medicaid, the public program that provides health and long-term care coverage for low-

income individuals and families, covers about 60 million people currently, or 1 in 5

Americans. Medicaid beneficiaries include pregnant women, children and families,

individuals with disabilities, and seniors. During down economies, Medicaid places

pressure on state and federal budgets as the number of people who qualify for the

program grows. Without Medicaid, most of its beneficiaries would be uninsured or lack

coverage for essential care. Although Medicaid reaches many poor Americans, it does not

reach all of them. Under the new health reform law, beginning in 2014, millions of

uninsured, low-income Americans will gain health coverage through a major expansion of

Medicaid

 

·         Read All The Faces Of Medicaid Profiles

·         Read The Oklahoma Profile

 

 
Anthony Burke, 11
Oklahoma City, Oklahoma
 

“…I’m just really grateful. The Medicaid SoonerCare program has had a profound effect on
my family.” – Anthony’s mother, Latrita
 

Latrita McFadden noticed from the beginning that her son, Anthony Burke, now age 11,

always walked on his tiptoes. When he began to complain that his knees were hurting, she

tried to get help. Latrita took him from doctor to doctor, but she was advised each time that

Anthony would probably grow out of it and no one referred her to a specialist. Anthony

fared well enough until he started school, where he was taunted about his walk and also

about a speech impairment. “He used to walk around with his head low and just kind of
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avoid everybody,” Latrita reports. Anthony became withdrawn and would not read aloud in

class. His first-grade teacher held him back, saying that he was immature and unable to

speak well enough to rise to second grade.

 

Things changed dramatically for Anthony when, newly covered by SoonerCare

(Oklahoma’s Medicaid program), he received some much-needed care. Latrita took him to

a new primary care doctor, who referred him to a specialist about his walking. That led

them to an orthopedist, who diagnosed Anthony’s shorter-than-normal Achilles’ tendons

and operated on one of his feet (he will need the same surgery on his other foot). Anthony

also began to get speech therapy as well as some counseling.  According to his mother,

“Once he got that surgery and he stopped walking on his toes like he was doing, his self-

confidence skyrocketed.” Shortly after the operation on his foot, Anthony “graduated out” of

speech therapy, and though he continues his exercises on his own, he no longer needs to

see the physical therapist either.

 

Latrita has trouble containing her amazement as she describes a boy who now has the

self-esteem not only to speak, but to serve as junior deacon in his church and run for

student body president. And in a sharp contrast to a few years ago, his fifth-grade teacher

now has him tutoring other students in his class. Anthony didn’t win the school election,

but he says he’s going to run next year and keep on running until he wins. His mother

enjoys the unintended pun, “It’s funny because he says, literally, I’m going to keep on

running… He knows he can run and his feet are working like they’re supposed to work

now.”

 

=================
DISCLAIMER - This e-mail message, including any attachments, 
is for the sole use of the intended recipient(s) and may contain
confidential and privileged information.

If you are not the named addressee you should not disseminate,
distribute or copy this e-mail. Please notify the sender
immediately by e-mail if you have received this e-mail by
mistake and delete this e-mail from your system.

The sender does not accept liability for any errors or omissions in
the contents of this message, which arise as a result of e-mail
transmission. If verification is required please request a
hard-copy version.
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From: Mike Fogarty
Subject: In The News - Medicaid
Date: Thursday, February 02, 2012 4:23:58 PM

Hello,
The American Medical Association included an Oklahoma reference in their Jan 27 publication,
American Medical News. Please see below.
Mike
 
 

 

 

States maintain or ease access to Medicaid and CHIP
Twenty-nine states lowered cost-sharing, increased eligibility or improved enrollment systems in 2011,

according to a survey.

By DOUG TRAPP, amednews staff. Posted Jan. 27, 2012.

          

Washington -- Despite continued budget pressures on states, far more states eased than
tightened access to Medicaid and the Children's Health Insurance Program in 2011.

Twenty-nine states increased Medicaid or CHIP eligibility, lowered beneficiary cost-
sharing or improved their enrollment procedures in 2011. That's according to a 50-state
survey of state Medicaid programs released Jan. 18 by the Kaiser Commission on Medicaid
and the Uninsured and the Center for Children and Families at Georgetown University. In
contrast, only two states restricted Medicaid or CHIP eligibility last year, and only seven
increased enrollee cost-sharing.

State Medicaid actions were influenced by federal incentives and requirements in the
national health system reform law, according to the survey. For example, the Dept. of Health
and Human Services announced in April 2011 that it would pay 90% of the costs of
developing new or upgrading existing Medicaid eligibility and enrollment systems until 2015.
Eighteen states have received HHS approval for such upgrades, and 11 more have submitted
applications, according to the report.

The health reform law requires states to maintain their Medicaid eligibility levels, standards
and enrollment procedures through at least 2014, with limited exemptions. States that
expanded eligibility were in some cases eligible for additional federal matching funds made
available by the health reform law and the 2009 CHIP reauthorization.

States' upgraded Medicaid enrollment systems should reduce the number of Medicaid-
eligible people who move in and out of the program. Limiting this so-called churn will help
improve research on the effectiveness of Medicaid programs, said Tricia Brooks, a report co-
author and senior fellow at the Center for Children and Families.

"We can't measure the quality of health care and outcomes unless we keep people
continuously enrolled," she said.

Most states accept Medicaid applications electronically, but so far only one -- Oklahoma --
provides an instant or near-instant response to online applications, according to the report.
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Applicants can be deemed eligible, and physicians can begin billing the state for patient care,
even if state offices are closed. The system verifies identities through state birth records and
Social Security Administration records. About three-quarters of the state's Medicaid
population is eligible for electronic renewal. Of those who enroll or renew, 90% do so
without using any paper forms, said Mike Fogarty, CEO of the Oklahoma Health Care
Authority, the state's Medicaid agency.

Planning for Oklahoma's upgraded system, which went live in September 2010, began
before Congress enacted the national health reform law, Fogarty said. The Medicaid
enrollment system also should allow the state's Medicaid program to integrate easily with a
future health insurance exchange, Fogarty said. The system cost several million dollars, but
all but about a half-million of the cost was paid for by federal grants.

"Obviously, for the state, it was a great deal," Fogarty said.

Diane Rowland, ScD, executive director of the Kaiser Commission on Medicaid and the
Uninsured, said improving states' Medicaid eligibility and enrollment systems is just a first
step to ensuring continuity of care. "Coverage starts with enrollment, but it doesn't end there,"
she said.

The survey is online (www.kff.org/medicaid/briefing-2012-data-50-state-survey-medicaid.cfm).
BACK TO TOP

Copyright 2012 American Medical Association. All rights reserved.

 

=================
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From: Debbie Hohlt
To: john.katz@alaska.gov; macarter32 ; RSerote@az.gov; CLipparel ;

Adam.nordstrom ; aparis ; jbranstette ;
Rob.Jakubik ; ted.pitts.j ; David.Hensley@gov.idaho.gov;
jkreizenbeck@gov.idaho.gov; Tammy.Perkins@gov.idaho.gov; Katie Altshuler; JamieShuster@gov.sc.gov;
hedgcockm@GOV.STATE.LA.US; bob.schwaneberg@gov.state.nj.us; Dona.DeLeon@gov.state.nj.us;
Wayne.Hasenbalg@gov.state.nj.us; brandon.steinmann@governor.state.tx.us; dan.wilmot@governor.state.tx.us;
Jeannemarie.Davis@governor.virginia.gov; kristi.craig@governor.virginia.gov;
jboeyink@ ; debbie ; griffin ; rkelly8
wstruble@ ; rbmul ; wags@la.gov; Renee.Fargason@LASPBS.STATE.FL.US;
kristacarman ; Will.Kinzel@mail.house.gov; mary.mayhew@maine.gov; CRyan ;
muchmored@michigan.gov; Lauren.Hill@nebraska.gov; ryan ; eperez@osfr.state.tx.us;
Bkanzeg et; Jim.Soyer@state.sd.us; MKennicott Mark.Cate@tn.gov;
Will.Cromer@tn.gov; rspendlove@utah.gov; EMainig ; Joseph.Fadness@wisconsin.gov;
Carol.Statkus@wyo.gov

Subject: Indiana RELEASE: Governor asks feds to extend HIP;signs executive order to proceed with healthcare exchange
Date: Tuesday, January 18, 2011 9:09:12 AM

Dear Republican Colleagues,
Thought you would find this letter from Governor Daniels to Secretary Sebelius of interest.  If your
state is having a similar issue, not getting an answer on how you might try to ensure the enormous
expansion, please let me know.  Or, if you’d like more information on the Healthy Indiana Plan I’m
happy to put your policy staff in touch with our team. 
Debbie
 
Deborah Hohlt
202-624-1474 (office)

 (cell)
 
 
News Release
For Immediate Release
 
Governor asks feds to extend HIP; signs executive order to proceed with
healthcare exchange
 
INDIANAPOLIS (January 14, 2011) – Governor Mitch Daniels has asked Health and Human
Services Secretary Kathleen Sebelius not to force termination of the state’s Healthy Indiana
Plan (HIP), the health insurance program for low-income uninsured Hoosiers, and to allow
its use for newly-eligible Medicaid clients in 2014 when provisions of the new federal health
care law become effective.
 
For the third time over in the last nine months, the governor has reached out to the U.S.
Department of Health and Human Services for answers about the future of HIP. If the federal
government does not grant permission, HIP will terminate at the end of 2012.
 
Early results from HIP show that participants are highly satisfied, with 99 percent planning to
renew their coverage. They make required contributions consistently, have lower emergency
room use, higher use of preventive services and generic drug use as compared with other
Medicaid populations and in some cases, those with private insurance. As a group they have
accumulated millions of dollars of savings in their personal POWER (Personal Wellness
Responsibility) account.
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The state has sent several letters to Health and Human Services representatives requesting
answers to questions about utilizing HIP as the program to serve Indiana’s newly-eligible
Medicaid recipients beginning 2014. So far, there has been no guidance.
 
Here is a link to the governor’s letter: http://www.in.gov/gov/files/Press/011411letter.pdf
Previous correspondence may be found at this link: http://www.in.gov/aca/2330.htm
 
 
Executive Order authorizes establishment of state healthcare exchange
 
The governor also has signed an executive order authorizing the Family and Social Services
Administration to work with other state agencies to conditionally establish and operate a
state-based healthcare benefit exchange.  The steps taken will be preparatory only and do not
connote a decision to put a state-run exchange in place.
 
According to Affordable Care Act (ACA), states are required to establish a health benefit
exchange by January 1, 2014. The federal government will establish exchanges for states that
have not made adequate progress by January 1, 2013.
 
The governor said it is in Hoosiers’ best interest to begin to put a framework in place. There
has been little information or guidance from the White House about how a federally-based
exchange would operate.
 
“The nation will be best served by the repeal of this expensive and unworkable law, or by its
judicial overturn. But for now, there seems no alternative but to prepare for the possibility
that Indiana will try to operate an exchange of some kind,” said Daniels.
 
Individuals and small businesses will use health exchanges to find, compare and enroll in
health insurance plans and to obtain federal tax credits for premium expenses. It is estimated
that at least 1.4 million Hoosiers will use the exchange; however, the numbers are likely to
increase as businesses and individuals drop their existing health insurance to receive tax
credits.
 
Here is a link to the executive order:
http://www.in.gov/gov/files/Executive%20orders/EO_11-01.pdf
 
 

-30-
 

Media contact: 
Jane Jankowski, 317/232-1622, jjankowski@gov.in.gov
Jake Oakman, 317/232-1800, joakman@gov.in.gov
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From: Terry Katz
To: Terry Katz
Subject: INSUR Meeting Scheduled REVISED
Date: Tuesday, March 01, 2011 2:31:11 PM
Attachments: cmn.doc

HB1831 WAS ADDED TO THE AGENDA.  HB1831 WILL NOT BE HEARD UNTIL
2:30 P.M. ON THURSDAY.
 
When:  Tuesday, March 01, 2011 08:00 AM
Where:  ROOM 412C
Agenda: 
   1. **ANY BILLS NOT ADDRESSED IN THE INSURANCE COMMITTEE MEETING
SCHEDULED FOR TUESDAY, MARCH 1, WILL BE TAKEN UP ON THE
WEDNESDAY, MARCH 2, AGENDA IN ROOM 412C AT 4:30 P.M. ANY BILLS NOT
ADDRESSED IN THE INSURANCE COMMITTEE MEETING SCHEDULED FOR
WEDNESDAY, MARCH 2, WILL BE TAKEN UP ON THE THURSDAY, MARCH 3,
AGENDA IN ROOM 432A AT 8:00 A.M.
   2. Welcome and Introductions
   3. HB1046 - Changing CompSource; creating Mutual Insurance Company; repealer -
Faught*
   4. HB1218 - Children; clarifying language - Kirby*
   5. HB1239 - Insurance; clarifying language - Sherrer*
   6. HB1422 - Modifying annual insurance plan start date for education employees - Casey*
   7. HB1831 - Certified Real Estate Appraisers Act; modifying various provisions -
Trebilcock*
   8. HB1969 - Insurance; clarifying language - Mulready*
   9. HB2041 - Workers compensation; liability for certain damages; clarifying language -
Sullivan*
   10. HB2071 - Annual Financial Report Act; clarifying language - Key*
   11. HB2072 - Insurance Code; clarifying language - Key*
   12. HB2073 - Insurance; authorizing Insurance Commissioner to negotiate certain compacts
or agreements - Key*
   13. HB2076 - Unfair Claims Settlement Practices Act; clarifying language - Key*
   14. HB2077 - Credit Information in Personal Insurance Act; clarifying language - Key*
   15. HB2078 - Professional Employer Organizations; modifying requirements - Key*
   16. HB2079 - Healthcare Exchange Act - Key*
   17. HB2081 - Insurance; modifying Employer Health Insurance Purchasing Group Act -
Key*
   18. Other business and adjournment

Click Here to add this meeting to your calendar
NOTICE: The information in this email is confidential, legally privileged, and exempt
from disclosure under law. It is intended solely for the addressee. Access to this
email by anyone else is unauthorized. If you are not the intended recipient, any
disclosure, copying, distribution or any action taken or omitted to be taken in
reliance on it, is prohibited and unlawful. The Oklahoma House of Reps does not
warrant any e-mail transmission received as being virus free, and disclaims any
liability for losses or damages arising from the use of this e-mail or its attachments.
Recipients of e-mail assume the risk of possible computer virus exposure by opening
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or utilizing the e-mail and its attachments, and waive any right or recourse against
the House by doing so.
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From: Marie Sanderson
To: Andrew Silvestri; Lindsay Russell
Cc: Katie Altshuler
Subject: RE: Updated Oklahoma Medicaid Costs
Date: Tuesday, July 31, 2012 10:39:15 AM

Do you want to write an approved statement? We are including these in approved blurbs or do you
want us to write one for you based on the data you sent?
 

From: Andrew Silvestri [mailto:Andrew.Silvestri@gov.ok.gov] 
Sent: Tuesday, July 31, 2012 9:20 AM
To: Lindsay Russell
Cc: Marie Sanderson; Katie Altshuler
Subject: Updated Oklahoma Medicaid Costs
 
Hey Lindsay,
 
Attached is Oklahoma’s updated Medicaid costs associated with PPACA.  Sorry it took so long to get
to you. Let us know if you have any questions.
 
Thanks!
Andrew
 
Andrew Silvestri
Deputy Policy Director

Office of Governor Mary Fallin

Phone:  405.521.2342

andrew.silvestri@gov.ok.gov
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From: Cline, Dr.Terry L.
To: Cox-Kain, Julie; Katie Altshuler; Alex Weintz
Subject: RE: Updated talking points - I will take any suggestions for improvement or develop more if vie missed

something
Date: Monday, November 19, 2012 6:55:32 AM

Looking good Julie.  Thanks.  I made a few very minor edits.  tc

 

From: Cox-Kain, Julie 
Sent: Monday, November 19, 2012 6:36 AM
To: Katie Altshuler; 'Alex Weintz'; Cline, Dr.Terry L.
Subject: Updated talking points - I will take any suggestions for improvement or develop more if vie
missed something
Importance: High
 

Potential Talking Points

·         While Governor Mary Fallin has opted not build a state-based insurance exchange or
expand the Medicaid program as proposed in PPACA, she and the Oklahoma legislature
remain deeply committed to the health of all Oklahoman’s.  One demonstration of this
commitment is that they protected the Health and Human Services agencies during the
recent economic downturn from significant reductions that would jeopardize the health and
safety of our citizens.  The end result is that the Health and Human Services area took the
smallest reduction of any of the cabinet areas.  

·         The Governor and her staff have been exploring the impact of PPACA and working with
healthcare experts and lawmakers across the country in order to make sound decisions on
implementing a state based exchange or expand Medicaid in Oklahoma.  The final
determination is that this law will not improve the quality of healthcare or address the
escalating healthcare costs that our bankrupting our nation, nor does it provide the
flexibility needed to improve health outcomes in a financially sound or sustainable manner.

·         Oklahoma has a history of innovations in healthcare and the Governor is committed to
building upon those innovations to create Oklahoma solutions to our healthcare problems. 
She welcomes the opportunity to work with the Oklahoma legislature and other
stakeholders to develop an Oklahoma plan to reduce the number of uninsured families,
provide quality healthcare and address rising healthcare costs.   

 Medicaid Expansion

·         Medicaid is an outdated program that was expanded without true reform in PPACA.  The
Medicaid expansion does not adequately address needed improvements in the availability or
quality of healthcare services and it does not begin to address the ever increasing costs of
healthcare.  Further, the federal law does not provide flexibility for states to meet the unique
needs of their citizens.      

·         Expanding Medicaid as written in PPACA would cost the State of Oklahoma as much as
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$475,000,000 between fiscal years 2014 and 2020.  Paying for these increases would
necessitate significant cuts to other critical parts of the state’s budget like education and
public safety.  The cost of Medicaid expansion is unsustainable and creates an additional
burden on taxpayers and the federal deficit.

·         Oklahoma has a history of innovative programs and fiscally responsible enhancements to
the Medicaid program.  In fact, Oklahoma has reduced the rate of uninsured among children
to just 7%.  Oklahoma has also created an outstanding on-line enrollment system that allows
families in need of healthcare real time access to Medicaid coverage.  These are the very
successes that Oklahoma wants to build upon to create a viable healthcare system that
actually begins to reduce the costs of healthcare in our state while improving health
outcomes.    

·         Oklahoma has a history of creating innovative solutions to reducing the number of
uninsured, for example the Insure Oklahoma program (created in 2006) offers premium
assistance to small businesses to support the purchase of private insurance for their
employees.  Under PPACA the Insure Oklahoma program would be discontinued and
qualifying workers (those under 138%) would be required to enroll in traditional Medicaid. 
Oklahoma small businesses and their employees should have the same option to purchase
private insurance coverage as other large employers and their employees.

·         Oklahoma does not anticipate that the failure to expand Medicaid as written in PPACA will
jeopardize Oklahoma hospitals when CMS implements the mandated reduction in
Disproportionate Share Hospital (DSH) funds. Oklahoma’s DSH payments do not meet the
threshold for significant reduction.     

Insurance Exchange

·         HHS continues to delay the release of critical guidance and regulations that would allow
states to understand the full ramifications of building and implementing a state based
insurance exchange.   Without HHS regulation and guidance it is unclear how much flexibility
and freedom of control will be provided to states operating an exchange.  

·         The cost of building a PPACA compliant exchange in Oklahoma is estimated at $30 million to
$50 million dollars. The cost of implementing PPACA in Oklahoma, and nationwide, is
staggering and unsustainable.  Governor Mary Fallin will continue to work with the
Oklahoma legislature to develop financially sound healthcare solutions.    

·         While the pricing structure has not yet been released, HHS will likely pass the cost of the
federal exchange to the insurers selling products on the exchange.   This fee, in turn, will
likely be passed on to the purchaser of the healthcare plan.           

What about the special provisions for Native Americans?

·         An Oklahoma Plan will be developed to provide care to all citizens of Oklahoma.  As always,
we will continue to seek input and guidance from tribal nations and other partners so that
we may develop solutions that meet the needs of all Oklahoman’s.
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Oklahoma Plan

·         Governor Fallin recognizes the importance of having healthy citizens.  Healthy people create
a more productive workforce and children that are able to learn.  The governmental system
of providing healthcare (Medicaid) is important, but it should not be the primary source of
healthcare for so many of our citizens.  We need to transform the healthcare system into
one that supports individuals and families who need a hand-up while also supporting a
robust private insurance market that is focused on making people healthier.

·         Oklahoma will be developing an Oklahoma Plan to reduce the number of uninsured and the
costs of healthcare.  The Oklahoma plan will include some of the following elements:

o    Establish goals that include improved health for our citizens

o    Empower individuals to be engaged in making good healthcare (and health) choices

o    Ensure payment incentives focus on preventive care and improving health

o    Support the purchase of private insurance products where possible

o    Focus on reducing the cost of managing chronic disease, a major cost driver in
Oklahoma, including;

§  High-risk case management

§  Chronic disease self management

§  Improving care coordination within communities of care

o    Specifically target the reduction of unnecessary hospitalizations and emergency
department visits

o    Realign the public health system to support these goals

·         The Oklahoma Plan will address the concerns of healthcare providers about the strain of
uncompensated care by reducing the number of uninsured

·         The Oklahoma Plan will be developed with consultation from tribal nations and other
stakeholders to ensure the unique needs of our citizens are met
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From: Cox-Kain, Julie
To: Katie Altshuler; Alex Weintz; Cline, Dr.Terry L.
Subject: RE: Updated talking points - I will take any suggestions for improvement or develop more if vie missed

something
Date: Monday, November 19, 2012 7:18:57 AM
Attachments: PPACA Talking Points.docx

Sorry for repeated emails this morning – the attached incorporates changes by Dr. Cline

 

From: Katie Altshuler [mailto:Katie.Altshuler@gov.ok.gov] 
Sent: Monday, November 19, 2012 7:00 AM
To: Cox-Kain, Julie; Alex Weintz; Cline, Dr.Terry L.
Subject: Re: Updated talking points - I will take any suggestions for improvement or develop more if
vie missed something
 

Thank you, I cannot tell you how much we appreciate it.
 
From: Cox-Kain, Julie [mailto:Juliek@health.ok.gov] 
Sent: Monday, November 19, 2012 06:35 AM
To: Katie Altshuler; Alex Weintz; Cline, Dr.Terry L. <TerryC@health.ok.gov> 
Subject: Updated talking points - I will take any suggestions for improvement or develop more if vie
missed something 
 
Potential Talking Points

·         While Governor Mary Fallin has opted not build a state-based insurance exchange or
expand the Medicaid program as proposed in PPACA, she and the Oklahoma legislature
remain deeply committed to the health of all Oklahoman’s.  One demonstration of this
commitment is that they protected the Health and Human Services agencies during the
recent economic downturn from significant reductions that would jeopardize the health and
safety of our citizens.  The end result is that the Health and Human Services area took the
smallest reduction of any of the cabinet areas.  

·         The Governor and her staff have been exploring the impact of PPACA and working with
healthcare experts and lawmakers across the country in order to make sound decisions on
implementing a state based exchange or expand Medicaid in Oklahoma.  The final
determination is that this law will not improve the quality and availability of healthcare
services in Oklahoma and cannot be administered in a financially sound or sustainable
manner. 

·         Oklahoma has a history of innovations in healthcare and the Governor is committed to
building upon those innovations to create Oklahoma solutions to our healthcare problems. 
She welcomes the opportunity to work with the Oklahoma legislature to develop an
Oklahoma plan to reduce the number of uninsured families, provide quality healthcare and
address rising healthcare costs.   

 Medicaid Expansion
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·         Medicaid is an outdated program that was expanded without reform in PPACA.  The
Medicaid expansion does not adequately address needed improvements in the availability or
quality of healthcare services and it does not begin to address the ever increasing costs of
healthcare.  Further, the federal law does not provide flexibility for states to meet the unique
needs of their citizens.      

·         Expanding Medicaid as written in PPACA would cost the State of Oklahoma as much as
$475,000,000 between fiscal years 2014 and 2020.  Paying for these increases would
necessitate significant cuts to other critical parts of the state’s budget like education and
public safety.  The cost of Medicaid expansion is unsustainable and creates an additional
burden on taxpayers and the federal deficit.

·         Oklahoma has a history of innovative programs and fiscally responsible enhancements to
the Medicaid program.  In fact, Oklahoma has reduced the rate of uninsured among children
to just 7%.  Oklahoma has also created an outstanding on-line enrollment system that allows
families in need of healthcare real time access to Medicaid coverage.  These are the very
successes that Oklahoma wants to build upon to create a viable healthcare system that
actually begins to reduce the costs of healthcare in our state.    

·         Oklahoma has a history of creating innovative solutions to reducing the number of
uninsured, for example the Insure Oklahoma program (created in 2006) offers premium
assistance to small businesses to support the purchase of private insurance for their
employees.  Under PPACA the Insure Oklahoma program would be discontinued and
qualifying workers (those under 138%) would be required to enroll in traditional Medicaid. 
Oklahoma small businesses and their employees should have the same option to purchase
private insurance coverage as other large employers and their employees.

·         Oklahoma does not anticipate that the failure to expand Medicaid as written in PPACA will
jeopardize Oklahoma hospitals when CMS implements the mandated reduction in
Disproportionate Share Hospital (DSH) funds. Oklahoma’s DSH payments do not meet the
threshold for significant reduction.     

Insurance Exchange

·         HHS continues to delay the release of critical guidance and regulations that would allow
states to understand the full ramifications of building and implementing a state based
insurance exchange.   Without HHS regulation and guidance it is unclear how much flexibility
and freedom of control will be provided to states operating an exchange.  

·         The cost of building a PPACA compliant exchange in Oklahoma is estimated at $30 million to
$50 million dollars. The cost of implementing PPACA in Oklahoma, and nationwide, is
staggering and unsustainable.  Governor Mary Fallin will continue to work with the
Oklahoma legislature to develop financially sound healthcare solutions.    

·         While the pricing structure has not yet been released, HHS will likely pass the cost of the
federal exchange to the insurers selling products on the exchange.   This fee, in turn, will
likely be passed on to the purchaser of the healthcare plan.           
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What about the special provisions for Native Americans?

·         An Oklahoma Plan will be developed to provide care to all citizens of Oklahoma.  As always,
we will continue to seek input and guidance from tribal nations and other partners so that
we may develop solutions that meet the needs of all Oklahoman’s.

Oklahoma Plan

·         Governor Fallin recognizes the importance of having healthy citizens.  Healthy people create
a more productive workforce and children that are able to learn.  The governmental system
of providing healthcare (Medicaid) is important, but it should not be the primary source of
healthcare for so many of our citizens.  We need to transform the healthcare system into
one that supports individuals and families who need a hand-up while also supporting a
robust private insurance market that is focused on making people healthier.

·         Oklahoma will be developing an Oklahoma Plan to reduce the number of uninsured and the
costs of healthcare.  The Oklahoma plan will include some of the following elements:

o    Establish goals that include improved health for our citizens

o    Empower individuals to be engaged in making good healthcare (and health) choices

o    Ensure payment incentives focus on preventive care and improving health

o    Support the purchase of private insurance products where possible

o    Focus on reducing the cost of managing chronic disease, a major cost driver in
Oklahoma, including;

§  High-risk case management

§  Chronic disease self management

§  Improving care coordination within communities of care

o    Specifically target the reduction of unnecessary hospitalizations and emergency
department visits

o    Realign the public health system to support these goals

·         The Oklahoma Plan will address the concerns of healthcare providers about the strain of
uncompensated care by reducing the number of uninsured

·         The Oklahoma Plan will be developed with consultation from tribal nations and other
stakeholders to ensure the unique needs of our citizens are met
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STATE CAPITOL BUILDING        2300 N. LINCOLN BLVD., SUITE 212        OKLAHOMA CITY, OKLAHOMA  73105-4801        (405) 521-2342        FAX (405) 521-3353 

 
 
 

 
 

 

 

 

Mary Fallin 

Office of the Governor 

State of Oklahoma 

 
 

 

 

                                                                                March 22, 2011 

 

 

Dear Lawmaker, 

 

As you may know, this Wednesday, March 23, will represent the one year anniversary of the enactment of 

President Obama’s Patient Protection and Affordable Care Act (PPACA). I believe, as I know many of our 

legislators and the majority of our citizens do, that the PPACA is unconstitutional, fatally flawed and ultimately 

harmful to our economy and the health of our citizens. That is exactly what I told both the Obama administration 

and our federal lawmakers, in no uncertain terms, when I voted against the law as a United States Congresswoman.  

 

As governor of Oklahoma and as a citizen, it is my great hope that the PPACA is either repealed by federal 

legislators or else is struck down by the United States Supreme Court. Our Oklahoma Congressional delegation has 

my full support as they work towards the former option, and Attorney General Scott Pruitt has my support and 

encouragement as he leads Oklahoma’s legal challenge.  As governor, I have sent multiple letters to the White 

House explaining the unreasonable economic burdens the PPACA places on Oklahoma and have requested that the 

White House fast track the lawsuits against President Obama’s health care law to the Supreme Court. In short, I 

have been proud to be part of a united conservative front in Oklahoma opposing what I believe to be one of the most 

dangerous and counterproductive pieces of legislation to come out of Washington in decades. 

 

I remain deeply concerned, however, that the PPACA will remain the law of the land for some time to 

come. As long as that is the case, the president’s law will continue to actively assault both the rights of our citizens 

and the tenth amendment rights of our states. For that reason, I believe Oklahoma’s lawmakers must continue to 

find new ways to prevent a federal takeover of our health care system in Oklahoma.  

 

One of the most important ways we can fight that federal takeover is to implement an Oklahoma-

based, free-market health insurance exchange so that Washington does not force its own model on the state. 

While we have already begun to create that exchange, the next step in the process is the passage of HB 2130, 

which creates a governing board for the program. I am writing now to ask you to support that legislation.  

 

Under current law as outlined by the PPACA, the federal government will begin establishing a federally 

designed and run health insurance exchange in 2013 in all 50 states except those that have begun implementing their 

own state-based exchanges. If we do not develop our own exchange, if we instead do nothing, then we will be 

powerless to oppose the creation of a federally run program in Oklahoma. 

 

As you may know, health insurance exchanges, when done right, have long been a conservative idea. In 

2009, our Legislature authorized the creation of such an exchange based on a proposal introduced by the 

conservative Heritage Foundation.  
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Using that model, the Oklahoma Health Insurance Exchange we are seeking to create will be an online 

health insurance market that empowers consumers by providing vastly improved access to information on private 

insurance products and expanding the purchasing power of individuals and small businesses. Private insurance 

products will be sold to meet individual needs, insurers will compete to promote real choices for consumers and the 

free-market will work to lower costs. Unlike the federal exchange Washington may try to force on us, the exchange 

we are trying to build offers a positive, free-market alternative to the big government, tax-and-spend plan that is the 

PPACA.  

 

If we do not pass HB 2130 and implement an Oklahoma-based exchange, the results will be devastating for 

those of us who oppose ObamaCare and the federal intrusion it represents. Without an Oklahoma exchange, the 

state is virtually guaranteed to be subject to a federally run, Washington D.C. substitute. And unlike the one we 

develop here in Oklahoma, that federal exchange will rely on public health care plans and be funded by public debt 

for many years to come.  

 

For that reason, a vote against an Oklahoma Health Insurance Exchange and HB 2130 is a vote to leave 

Oklahoma defenseless against a federal takeover, as mandated by ObamaCare, beginning in the year 2013.  

 

As a conservative, I hope the PPACA is long gone by then. I join the majority of our lawmakers, as well as 

the majority of our citizens, in being passionately opposed to the federal health care law. It is my great hope to see it 

overturned or repealed. But I believe we have an obligation to plan for a future where that may not happen. And in 

the event the federal health care law is not overturned by 2013, I am not willing to allow the federal government to 

seize what has been a conservative idea and turn it into something unrecognizable and harmful to the state of 

Oklahoma and its citizens.  

 

For all these reasons, I hope you will join me in supporting a free-market, conservative exchange and defend 

Oklahoma against the federalization of our health insurance by voting for HB 2130. 

 

Sincerely, 

 

 

 

Mary Fallin  

Governor 

Page 2 of 2 pages 
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From: Alex Weintz
To: Katie Altshuler; Andrew Silvestri; Aaron Cooper; Alex Gerszewski; Denise Northrup; Glenn Coffee
Subject: interesting article on ObamaCare high risk pools in The Atlantic
Date: Friday, June 03, 2011 1:44:05 PM

Why Hasn't Anyone Signed Up For the
High-Risk Health Insurance Pools?
By Megan McArdle

Jun 2 2011, 1:38 PM ET 299

I've predicted that lots of parts of Obamacare will not work the way they're expected to.  But here's
one I wouldn't have predicted: the high-risk pools, which were meant to tide people over until 2013,
have signed up just 18,000 people as of March.
 
There were supposed to be millions of people who were uninsurable because of pre-existing
conditions.  We heard lengthy testimony about their terrible plight.  I don't think it's too strong to
say that this fear--that you could get sick and no one would insure you, that's right, you, Mr. & Mrs.
Middle-Class Voter--was one of the main reasons offered for the health care overhaul.  It was
estimated by Medicare's Chief Actuary that around 400,000 would sign up (the CBO estimated
200,000, but only because they assumed that HHS would use its authority to limit enrollment in
order to stay within the $5 billion budgeted for the program).  So where are all the uninsurable
people?
 
The explanations so far offered don't sound very convincing to me.  Suzy Khimm channels Nancy
Pelosi to suggest that the political controversy over Obamacare has somehow prevented people
from finding out about high-risk pools.  I could certainly see how that would account for fewer-than-
expected signups . . . but a 95% reduction?  It sort of strains credulity to say that only 18,000
uninsurable people in the whole country are aware that the pools exist--at least, if you believe that
all the rest of the uninsurable people care about getting health insurance.
 
Then there are those who claim that the problem is excessively stringent requirements.  But the
requirements aren't really all that stringent.  You have to have been denied coverage by an insurer or
offered insurance at a rate twice or more what a healthy person would pay.  Annoying, to be sure.
 But it's not some monumental hurdle that only the most heroic and motivated uninsurables could
surmount; after all, the way that you know you're uninsurable is that, well, companies refuse to
insure you.
 
The only argument that makes even a little bit of sense is that the premiums are high.  But the
people doing the projections knew that the premiums were going to be high.  And besides, they're
not, like, insanely high; the average monthly premium in North Carolina is $285 with a $3500
deductible, down from maybe $400 last year.  I'm not downplaying that amount--it's a big hit on an
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ordinary budget--but for someone who's got a serious pre-existing condition, this should be money
well spent.  I don't know how to reconcile the previous claims of large numbers of uninsurables who
were going without needed insurance and treatment, with the current claim that there are now only
18,000 people in the whole country who are a) uninsurable and b) able to afford several hundred
dollars a month in health care premiums.  Even adding together all three factors, cost, lack of
awareness, and the need to provide proof that insurance was refused, I don't understand how the
estimates could have been so far off.
 
The administration is now loosening the requirements (you just need a note from a doctor or nurse
saying you've been sick in the last year) and lowering premiums.  But this doesn't mean that they're
finally covering more "uninsurables"; it just means they've decided to use the money allocated for
those people to cover someone else.  They're changing the "high-risk pools" to something that looks
a lot more like simply subsidizing insurance.  But the goal wasn't to spend the $5 billion that HHS got
in its budget; the goal was to provide insurance for people who want to buy insurance, but can't
find a company willing to write it.  
 
Since we don't seem to be able to find many of those people, HHS is using the money to cover
anyone who lacks insurance and can get a doctor to attest that they've been sick in the last year.
 They will eventually no doubt claim that the high-risk pools were a success, relaxing the conditions
until they can say they've covered 200,000 or so people.  But the mystery will not have gone away.
 Where are the unsinsurables?  And why didn't they want to buy insurance?
 
 
Alex Weintz
Communications Director
Office of Governor Mary Fallin
phone: (405) 522-8819
cell: (405) 535-7317
Alex.Weintz@gov.ok.gov
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From: Prieto Johns, Nicole S.
To: Katie Altshuler; Andrew Silvestri
Cc: Lieser, Derek G.
Subject: Invitation to Legislators
Date: Tuesday, March 15, 2011 12:01:06 PM
Attachments: OHX Stakeholder Agenda - March 2011.doc

Key Advisory Work Groups OKLAHOMA HEALTH INSURANCE EXCHANGE 2011.pdf
NAIC Exchange Information.pdf
Planning OHX Stakeholder Mtg Mar 16 2011.pdf

Dear Legislators: 
 
You are invited to attend General Stakeholder and Workgroup meetings for the
Oklahoma Health Insurance Exchange Project.  Please visit our website:
http://www.okhca.org/OHX
 

·         The Work Group sign-up page is now available, please click on this link to sign up to
participate in an Advisory Work Group: http://www.okhca.org/ohx-feedback.aspx

·         Please review the attached meeting agenda and list of Key Advisory Work Groups to
carefully consider where you would like to participate.

·         Key Advisory Work Groups will develop recommendations regarding an Oklahoma
Exchange. 

Save the date:  Next Exchange Stakeholder Meeting: March 16, 10:30 a.m. at the ODMHSAS
Training Center in the Shepherd Mall

Dates set for future General Stakeholder meetings:
·         March 16, 2011, 10:30am -12:00pm / OKC
·         April 29, 2011, 10:30am -12:00pm / TULSA
·         May 25, 2011, 10:30am -12:00pm/TBD

 
 
Nicole Prieto Johns, Project Manager
Derek Lieser, Project Manager
Oklahoma Health Insurance Exchange Project
 
PLEASE NOTE OUR CONTACT INFORMATION:
 
S. Nicole Prieto Johns | Oklahoma Health Insurance Exchange Grant | Project Manager | 
1000 NE 10th Street, Suite 355, Oklahoma City, Oklahoma 73117-1299 | Bus.  405.271.9444 x 56479| Cell 

 | E-mail NicolePJ@health.ok.gov
 
Derek Lieser | Oklahoma Health Insurance Exchange Grant | Project Manager | 
1000 NE 10th Street, Suite 355, Oklahoma City, Oklahoma 73117-1299 | Office: 405.271.9444 x 56332 | Mobile
phone:   | E-mail: DerekL@health.ok.gov
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From: Regina Manning
To: Katie Altshuler
Subject: Invitation to Meet with Former Wisconsin Governor and HHS Secretary under President George W. Bush
Date: Tuesday, February 07, 2012 9:47:21 AM
Attachments: image002.png

image001.png
Importance: High

To:           The State Chamber Executive Committee
     The State Chamber Healthcare Committee
     Oklahomans for Free Market Health Solutions Coalition

From:      Fred Morgan
Date:       February 7, 2012
Re:           Meeting with Former Wisconsin Governor and HHS Secretary
                     under President George W. Bush Tommy Thompson
 
The State Chamber has the fortunate opportunity to help host a meeting featuring
former Wisconsin Governor and HHS Secretary under President George W. Bush
Tommy Thompson.  He will be in town to discuss the importance of creating a state-
based health insurance exchange.  Since the federal Affordable Care Act (ACA)
requires states to provide a web-based health insurance marketplace for the business
community and individuals by 2014 (a so-called exchange), every state has two
options as provided by the federal law: (1) create their own exchange; or, (2) provide
one developed by the federal government.
 
Realizing Oklahoma would not be satisfied with a federal “one-size-fits-all”
exchange, The State Chamber has been actively involved in supporting the creation
of a private sector driven health insurance marketplace which would be based on
free market principles and meet the needs of our state’s citizens and business
community.  Please join us in participating in this special event scheduled
as follows:
 
Date:              Thursday, February 16th

Time:              3:00 p.m. – 4:00 p.m.
Location:       Oklahoma School of Science and Math (OSSM) Library

Directly North of The State Chamber office
 
Please respond to Regina Manning at  your
intentions on participating.  We look forward to this highly anticipated visit on an
extremely important issue.
 
Thank you!
 
FRED MORGAN
President & CEO
The State Chamber of Oklahoma
Phone: (405) 235-3669 | www.okstatechamber.com
 
 

2319



From: Jacobs, Chris (RPC)
To: Jacobs, Chris (RPC)
Subject: IOM Report Demonstrates How Obamacare Will Raise Premiums
Date: Thursday, October 06, 2011 9:31:07 PM

The Institute of Medicine has released its long-awaited report about the essential health benefits
package mandated under Obamacare; the report can be found here.  The report does NOT say
which specific services (e.g., podiatrist visits, etc.) should or should not be covered by health
insurance plans, but instead provides a framework for bureaucrats within HHS to make such a
determination.  Important points from the report:
 
Richer Benefits – Leading to Higher Premiums:  The report recommends that the essential benefits
be based upon “the scope of benefits and design provided under a typical small employer plan in
today’s market.”  But the average price of a policy for small employers in 2010 was over $5,100 for
an individual and more than $13,400 for a family – more than double the $2,000 single premium
and $4,700 family premium charged in the individual market.  In other words, premiums will rise
thanks to the richer benefit packages the report – and the law itself – recommends. 
 
Little Flexibility for States:  In theory, the report says states should be allowed to modify the
essential benefit list in their respective jurisdictions.  In practice however, this flexibility means little
– state benefit plans must be “neither significantly higher nor lower” than the Washington-
mandated benefit package, according to the report’s recommendations.  In other words, the
request by Republican governors for HHS to “waive the bill’s costly mandates and grant states the
authority to choose benefit rules that meet the specific needs of their citizens” wouldn’t happen
under the IOM recommendations.  What’s more, states could modify their essential benefit list
(“modify” here being a relative term) ONLY if they agree to run Exchanges for the federal
government – which some may view as an attempt to coerce states, several of whom have said they
will not create their own Exchanges, to meet Washington’s demands.
 
Still No Clarity for HSAs:  The IOM report is silent on whether or not health savings accounts and
other related policies should automatically qualify as minimum coverage, or whether the various
mandates will mean millions of individuals could lose their current plan.  This silence ignores
Republican governors’ request that HHS “waive the provisions that discriminate against consumer-
driven health plans, such as health savings accounts (HSAs),” and keeps the current health coverage
of more than 11 million Americans in limbo, as it may not meet all of Obamacare’s new
requirements.
 
Mixed Messages on Benefit Specificity:  Chapter 4 of the report discusses a flexible standard in
determining the essential benefits, arguing that the language of the law “should not be read to
mean that every service that is within one of the 10 categories [mentioned in the law]…should
automatically be” considered essential and therefore covered. (In other words, because the law
includes “laboratory services” on the list of categories mentioned, that doesn’t mean that all lab
tests should automatically be considered essential.)  However, when discussing how the essential
benefits will be updated in future years, Chapter 9 of the report argues that the essential benefit
listing “should evolve toward the level of specificity characterized” by a list of designated
“approved” treatments implemented in Oregon.  The Oregon example utilizes a very specific list of
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treatments that are (e.g., assisted suicide) and are not (e.g., chemotherapy) covered – a
controversial method some have called a rationing list.  The contradiction between these two
statements is unclear – the former suggests a hands-off approach to determining specific benefits,
while the latter implies the IOM committee would eventually like federal bureaucrats to specify in
minute detail what benefits should and should not be covered.
 
 
Ultimately though, the true test of the IOM report – and of the law itself – is whether or not it
follows through on candidate Obama’s repeated promises to lower premiums by $2500 per year per
family.  And on that count, the report is clear that both clearly fall short.
 
Chris Jacobs
Health Policy Analyst
Republican Policy Committee
(202) 224-2946
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From: 
To: 
Subject: 
Date: 

Wake Up America Movement 
Kaleb Bennett 

Iowa Caucus Alert: Don"t let them fool you 

Sunday, January 01, 2012 4:50:39 PM 

Having trouble v iewing this email? Click here 

DearKaleb, 

A Happy New Year for yo11 and yours - and to a new truer Pr·esid:ent this Election year for all of US! 

Help support the Election outcome by forwarding this to your national contacts. 
Even if your friends andfamily aren't in Iowa-' evenhwlly theseforwardedfacts can r f;ach more in 
Iowa and make a difference-to voterS'th~re! Quic k forwarding link follows last paragraph bel ow . 

Controversy continues regarding the impact and outcome of t he Iowa caucus t his Tuesday. 
Here's information to help sort out the facts. Do share with others on your blogs and 
sites! 

Take A Stand! 
1. Anyone age 18 by Nov. 2012 is eligible to vote in lA Caucus. 

• You do not need to be a pre-registered voter or a GOP voter previously . 

You can register on-site Tuesday at your precinct. 

Go,.here to find your precinct (where all lA Caucus eetings will be held.) 

HELP DEFEAT INFLUENCE PEDDLERS MEDDLING IN the CHOICE of a GOP NOMINEE 

Facing Facts 
Arrogant Mainstream Media think they've set the stage to manipulate public opinion - and votes. 
Their game plan - all along - has been to flood the field with candidates - and then knock them off 
one by one. At this point, the strategy of monied behind-the-scenes PAC's is to make SANTORUM 
- one of the top 3 in Iowa - to stifle the VOICE and INFLUENCE of the TEA PARTY and all of US. 

Why is Santorum suddenly surging in the polls? The powers that be planned it that way! They have 
flooded the airwaves with last minute ADS for Santorum and it's working. As the media has 
predicted (and planned) Santorum is now surging in the polls. If they succeed in manipulating public 
opinion - and Caucus votes in lA - they will move forward in their subversivion of the electoral 
process. 

FORWARD this information to help s top them in their tracks 
Show them we know what's going on - and all of US won't play along. 

WHAT'S REALLY GOING ON IN IOWA? SEE WHAT'S AT STAKE 

Rick Santorum is the STATUS QUO candidate and has been so all along. He's been given just enough 
funding to stay in the race. Check it out: Much of his campaign financing comes from a newly filed "Red White 
and Blue" PAC. Who are they? Who knows. The PAC was filed in Virginia by a Boston MA attorney. Look 
over Santorum's Senate campaign finance records at opensecrets.org . His biggest Senate race backers were 
attorneys, investment bankers and insurance companies. Does that sound to you like a man of the people?! 
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Santo rum is in the race to finally knock out Michelle Bachmann -founder of the Tea Party Caucus 
in the House of Representatives. Once that's accomplished, he'll be gone. He has no substantial backing. He 
does NOT have a record of REFORM and is merely meant to divert the "social Conservative" vote. If 
Santorum comes out in the TOP THREE in Iowa this will be media ammunition to prove the Tea Party -and 
ALL dissatisfied GOP voters do not count. That would affect the party's choice of a VP candidate and it would 
PROVE to big-money PACs that they own the election process from now on. 

With major issues at stake (see below) WAM strongly urges Iowa residents to: 

• Get to your precinct this Tuesday and vote in the Caucus 
• Vote SMART! 
• Check out the issues Jist below (a vote for Santorum, Gingrich, etc. is a wasted vote) 

Review these Facts before you Vote in the Iowa Caucus. Then YOU decide and GO vote 

Before you cast your Caucus vote, review these Key Jssues: 

OBAMACARE must be reversed to avoid economic chaos and Federal 
intrusion 

Newt Gingrich, shockingly, spoke in support of mandatory Federal health 
care as recently as 2008. (see video evidence in last week's WAM alert.) If you care about 
this issue. he is not your man. Just like his well paid Fanne Mae consulting fee, Newt seems 
to use his skills for whatever side of an issue serves him at the moment. 

ILLEGAL IMMIGRATION violating the Rule of Law and causing Financial Hardship 

Santorum, who is running mainly on "social issues" has a D· score (near failing grade) 
from Numbers USA for his lack of support of immigration enforcement (compared to 
Bachmann's high B score.) When in the Senate, Santorum even voted against E-verify, which 
is indefensible. His campaign has been funded in great part by a private PAC and his prior 
Senate campaign records show attorneys, investment firms and the insurance industry to be 
his largest backers. Santorum is a single-issue STATUS QUO candidate. The main purpose 
of his race seems to be establishment backing to cut Bachmann (as a maverick) out of the 
running. If Santorum places in the top three in Iowa, the influence peddlers will consider their 
investment a success. 

CURING THE DEBT CRISIS and Creating Jobs 

If this is your core issue, then Romney is probably your man. He has proven acumen in the 
business world where he has demonstrated skill in the kind of cost cutting which ultimately 
generates jobs. What seems to disturb many is the question of how firmly he would stand up 
for the people at large (vs. big business interests.) However, compared to Obama, he 
appears to have solid American values to represent US smarter and wiser in International 
Affairs . 

CIVIL LIBERTIES 

Ron Paul is the strongest candidate on this issue, both for his consistent long term record 
on Constitutional issues and his recent vote opposing the the FDAA Patriot Act expansion to 
illegally detain American citizens. He also appeals to those who believe the U.S. has 
overextended itself in acts of war without Congressional authorization.He is, in sum, the 
anti-Establishment candidate. Although running as a Republican, Ron Paul is a Libertarian. If 
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you want to oppose both parties, he's your man. Will the GOP ever nominate him? Probably
not.  

CONGRESSIONAL REFORM

Michelle Bachmann is light years ahead on this issue. As the Founder of the Tea Party
Caucus in the House of Representatives she has demonstrated the courage of her
convictions. Having also led the opposition on ObamaCare, she can be trusted to take a
stand and have the legislative know-how to dissemble that dangerous Federal expansion. As
a former tax attorney and fiscal Conservative opposed to earmarks, her longstanding
commitment to D.C. cost cutting stands on a proven record. 

She is the one tried and true TEA PARTY Candidate in the race. Her attempts at the
nomination are probably the reason so many PACs have flooded money into alternative
campaigns to divide the Conservative vote. If you are a pragmatist, you may think she'll
never be the nominee - and you are probably right. However, she is the one IOWA CAUCUS
candidate who most deserves your vote. IF BACHMAN DOES WELL IN IOWA IT'S THE ONE
SURE WAY to put WASHINGTON on notice: AMERICA is FED UP WITH SPECIAL
INTEREST CONTROL! 

Forward email

This email was sent to kaleb.bennett@gov.ok.gov by wamtoday@wamaction.info |  
Update Profile/Email Address | Instant removal with SafeUnsubscribe™ | Privacy Policy.

Wake Up America Movement | 140 W 71st St. | New York | NY | 10023
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From: 
To: 

Grace-Marie Turner 
Katie Altshuler 

Subject: IPAB and the Mandate 
Date: Thursday, March 08, 2012 12:03:05 PM 

The Contraceptive Mandate and the Indignity of the Law 

Kathryn Jean Lopez 

National Catholic Register, 03/07/12 

The Constitution's protection of religious liberty is unquestionably being violated by the latest 

ObamaCare mandate, and the issue will either be resolved in the courts or at the ballot box - or 

both. Grace-Marie Turner talks with Kathryn Jean Lopez in an interview for the Register about 

the Obama administration's coercive mandate that health plans must cover contraceptives, drugs 

that cause early abortions, and sterilization. The law is a massive violation of the concept of 

subsidiarity. To preserve our dignity as free individuals conceived in the image of God, we are 

called to love and care for one another and to make decisions that express our faith and dignity. 

That is impossible when decisions as basic as life and death are being made for us by the state 

based upon what it considers is best for the collective good. The dignity of the individual is 

crushed in such a system. 

Read Ulore here 

President Obama Wants to Strengthen Medicare Rationing Board 

Grace-Marie Turner 

Hawaii Reporter, 03/06/12 

President Obama is doubling do·wn on one of the most dangerous provisions in his 2010 health 

overhaul law, the Independent Payment Advisory Board (IPAB), which will become Medicare's 

rationing board. In his proposed budget, the president plans to give greater powers to the panel 

to cut Medicare spending even more deeply than his health overhaul law already does. The IP AB 

is one of the most egregious parts of ObamaCare because it puts rationing of care on autopilot. 
The House of Representatives is slated to vote on a bill this month that would repeal the IP AB, 

and the measure will likely gain hi -partisan suppmt from those who fear turning so much power 

over to technocrats not answerable to Congress, the comts, or the American people. 

Read more here and here 

Share your thoughts with us 
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Galen Institute 
P.O. Box 320010 
Alexandria, VA 22320 
www.galen.org 

forward to a friend 
update settings 
unsubscribe 

You are receiving this email because you signed up online or in person at one of our events. 
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The carpenter 
Shop 

358 North Rockwell 
OKC,Ok 
405-942-2644 
tbegrpeotersboo net 

The carpenter Shop is 
a full line cabinet and 
countertop shop that 
travels all over the 

ajds Hen: m Sign 'b> fur the SgrMy:r rea Party Email 1 ist 

fgrward tbis f1Dilil tp a frjmd 

SENATE DISTRICT 15 RACE 

PART2 

THE DEMOCRAT 

~~~~~~!':'rng The Denxx:ratic challenger for the Senate District 15 seat is Mrs. Claooia Griffith, a newcomer helself to politics but she is no ~er. Her husband 
customers sits on the Norman Oty Council. That raised some red flags immediately. The Norman Oty Council is quietly imolementing the U. N. s agenda 21 right 

under the noses of the public with the help of a corrupt GOP candidate for the state legislature Bobby CIEM!Iand. 

Claude Hall's 
Gun Shows 

okcgunshow.com 
okcgs.com 

Mrs. Griffith's llillh...site gives her work history as nursing and she claims to be an independent thinker. 

claude Hall has However there is a complete lack of specifics in her proposals on her website. She believes that throwing more money at schools will sollie our 
always take care of education problem, when it wonl. What is needed in education is more local control and less state and federal interference in education. She fails to 
the Tea Party and u.e indicate whelfler or not she supports Obamacare. She also fails to indicate whether or not she supports the size of government Sometimes what 
Ron Paul activist people donl say is more important than what they do say. 
conwrRJnity at his gtMl 
shows. 

His next OKC dates 

Hay 19th- 20th, 
.July 14 - 15th, 
Oct 6-7th 
Nov 17-tsth 
Dec 1S- 16 

Wofflaser.conl 

This guy is a Noble 
Oklahoma based 
company that has 
great prices on 
elecb-onics of all 
types and 
inexpensive toner 
and ink for your 
printer. 

Comtec Sealritv 

The Oklahoma State AFL-CIO is her largest contributor by far having contributed $5,000.00 to hef· campaign. We expect lKiions to contribute to 
Democrats, so this is no big deal. 

In her filings with the Oklahoma State Elhics Comrrission three items that stuck out. The first is 

• EvolveOk 

the second is Transform Ok 

the third is Okie Force 

The reason these three stuck out is that they all three share the same address. Now this would not be unusual if it was an office blilding, but it's not; 
this is a home in one of the outlying suburbs of Oklahoma Oty. All three entities are environmentally oriented organizations. In other words, they 
support Norman's Agenda 21 schen\e. Why are we not surprised that they suppolt her? I wonder if Bobby CIEM!Iand has taken their money as well? 

This is not a candidate that we can support. There is too much Agenda 21 in her platform to do Oklahoma and Oklahoma jobs any good. 

The Rat, the Democrat and the Republican 

By MsPM 

2327



Com tee 
provides residential 
and commercial This stOiy goes to show that it doesn't matter what party you beloog to, the same conclusion is reached ... our counby is in trouble. 
serurity systenlS in 
Oklahoma. 

There is only one 
thing you really 
need to know 
about Comtec's 
quality and pricing, 
they do not require 
a contract for their 
services. 

Customers are free 
to walk away if 
their service isn't 
top quality. 

Rlldmt 
Resistantcflicken 
.Eeed£rsl 

$50 + Shipping 

Advertise Your 
Business, Event, Or 
Service Here! 

$25.00 per week, 
tens of thousands of 
Oldahoman 
impressions every 
newsletter 

Rep Shumate manied 

Vacationing in california and seeing my old boss and dear friend of 20+ years, we were able to talk about many of the issues facing the nation. This 
was a rtlffl experience for me as we had never gotten into politics. Armed wim more knowledge following the political foolishness over the past few 
years, our conversations were interesting with surprisingly similar thought processes for the most part. 

The only news I was able to catch was from local stations. During the two week stay the main topics were mostly about local catifomia stupidity and I 
began to ask questions to see if my friend knew any of what was really going on. His most disturbing question was, "why haven't I heard about any of 
this stuff you're talking about in the news?" 

He is a person that lives on 350 acres of one of the most beautiful secluded hill tops about five miles inland from the coast just south of Half Moon Bay. 
There is no cell coverage and he gets about eleven TV stations with an antenna, with six that are in English. That perturbs him, my word, not his. 
Politically correct isn't in his vocabula1y. Being a registered Democrat and one that voted for Obama in 08, I could tell that some of what I was saying 
was disturbing, but, not at all surprising to him. He had no idea about all the executive orders bypassing Congress nor the acquisition of guns and ammo 
being stockpiled by different entities of the government just to name a couple. The infonmation on the NOM left him speechless. 

This man has qualities that most others have discarded. His loyalty to people and friends would warm any heart. He's around 70 years old and a 
VIetnam V~. He learned a long time ago that fighting in that war wasn't patriotic when he came back home. Being one of principle, he has become 
bitter towards our government because of all the lies told to him and others and absolutely does not trust those in charge. He has chosen not to follow 
what is going on because he gets too mad and doesn't believe there is anvthing he can do to change any of it. Both Obama and Romney scare the hell 
out of him. He doesn't believe either will keep their promises and follow what the Founders set up for America. The sadness I saw in his tired face broke 
my healt I saw clearly what a tyrannical government does to its J)eOille. And now, his only choice as he sees it, is to live in an area he loves, eke out a 
6ving to pay his rent and enjoy the hilltop with some semblance of peace. 

By now you're probably wondering how the rat fits into this. Well.. he has an old truck parked that isn't running. I had parked next to it and he said, "I 
want to show you somellling." He raised the hood and this huge pack rat was sitting in the well established nest he had built for himself, just looking at 
us. He had been there a while. Two days later we went into town and there was no washer fluid, ocld, it had been filled not long ago. 

I checked it the next morning and Mr. Rat had chewed the hose to the wiper fluid and what I saw laying on the top of the motor was pr~ amazing. 
There was one of our "Oklahoma Guardian" newspapers. Somehow he had gotten into the truck and swiped a copy to start his nest with under the 
hood. I took the paper into the house and had told my friend what had hapPened. 

CUiiosity got the better of him and he read the article I had written on "Fear and Unrest, What Will You Do?" But..he continued to read the entire 
newspaper. From all of our conversations we had had, after reading the newspaper he understood to a greater depth of what I had talked to him 
about It had come clear to him that it didn't matter what party you were registered as, if what both party's are doing is wrong, it's wrong. 

He understood why we were doing what we do and I understood just how wom out he had become. So .. .I will continue this fight for America, for him, 
and all of us. What an exceptional experience .... and all because of a lesson from a rat. It doesn't get any better than that! 

I gets me a sugar daddy to go with all these kids! 

Stuart and the State Chamber Sitting in a Tree, 

K-I-S-S-I-N-G. 

First Comes love, Then Comes Marriage, 

Then Comes Stuart With a Baby Carriage ... 

Do kids still use that childhood ditty that our generation used to use on the playground to tease other kids that were smitten? Yuck, girls had cooties 
after all! Or so we thought at that young age, later on we wanted all the cooties we could g~. If kids are still using the chant then it applies Quite 
well to stuart Jolley the director of Oldahoma's chapter of AmE!Iicans For Prosperity (AFP). This last week found old stuart (AKA little Man Viagra 
spokespersonl slobbering all over the state Chamber and supporting their judicial evaluation report that is pwported to evaluate judges based on their 
'pro business positions. 

Now we aren't knocking the idea of someone keeping up with these judges and letting the voters know when the law isn't followed and judges 
disregard Oldahoma conservative values. Appellate court judges stand for r~ention votes EVE!IY six years and Oklahoma Supreme COurt Justices stand 
for r~ention at the next statewide election following their initial appointment As the sitting judges usually retain their seat by a two to one margin it is 
entirely appropriate for someone to cast a leery eye on their records, our problem is with the State Chamber being the sole judge, jury, and 
executioner. 
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So stuart Jolly, f!Nf!f: the publicity hound, spooned up with the State Olamber in calling out four Justices for being actMst judge: Yvonne Kauger, James 
Edmondson, Douglas Combs, and Noma Guri<h. stuart said in an interview that he would be pubtldzing the judicial rankings to "thousands of its 
members". Rigfit..., I remember back when stuart was claiming 40,000 member of Oklahoma AFP and we would have to lend him Sooner Tea Party 
volunteers to staff his table at events. People's email address captured by oltlers forwarding their newsletter hardly constitutes "membership in a 
group. Hell stuart, don't stop there, get a phone book and do some robo calls and claim everyone with a working phone number as a member. 

Interesting enough, stuart also claimed in a capitol Beat stoly that he was considering whether or not to launch an advertising campaign against the 
j urists, something that AFP National might be interested in as actually advertising against a candidate violates their 501C 3 status. 

The problem with AFP endorsing the State Chamber judidal rankings is that the judges are ranked using a narrow set of interests, the big business 
interests of the state Chamber with zero use of constitutional or civil rights wtes. The only issues covered were employment, medical malpractice, 
pl'oduct liability, insurance, other liability issues and worl<et's' compensation, noltting was considered that covered respect for existing law, freedom, 
liberty, or justice. 

=es do need reined in, the AT&T v. Oklahoma state Board of Equalization case resulted in a ruling that ruled that · intangible" property could be 
for purposes of ad valorem taxation, leading to a Quick fix at the capitol that allowed businesses to pay a token tax, but one that reQuired 

more bookkeeping for businesses and was and is a pain in the stuat Jolley. state Question 766 is to address this issue on the November ballot, but 
allowing the State Olamber even more control over Oldahornan's affairs is hardly a step foeward for conservatives. 

Poor Stuart, he reminds me of a blond joke: 

Question: What is the first thing a blond wiD do in the morning? 

Answer: She walks home ..... 

So once again stuart Jolley embarrasses Oldahorna values and AFP by supporting the state Chamber instead of the common good. No doubt someone 
will catch him trudging North on the Broadway Extension one of these mornings, pushing his baby carnage full of illegitimate State Chamber offspling, 
already showing signs of his latest love child that he agreed to carry for the State Olamber. 

Give This Man Some Help 

Or Would You Rather See a liberal Democrat Elected Again? 

Dave Bell, one of our favorite candidates, is running against fom1er representative Jabar Shumate of North Tulsa. Shumate is a 
liberal Democrat, allegedly accused of being a doseted gay man, and is someone that needs sent back to the life lie is better suited 
for. Oave put out a reQUest for campaign donations last week so his campaign can purchase more signage and flyers for precinct 
walks. 

Last week the SOoner Tea Party readled out to Brian Bingman, the President ProTem of the Senate and the one that has access to 
Senate PAC money. Bingman's office did respond and they did talk to Dave Bell on the possibility of considering a PAC donation but 
the staffer threw up a smokescreen of reQUirements before the Senate PAC would donate. Basically if t he candidate had the money 
to jump through all their hoops, he wouldn't need their donation. Not good Brian, Dave Bell is a constitutional conservative, not a 
process that you can size up and categorize. Last I dlecked the senate PAC had over $40,000 sitting in the bank and Dave Bell is 
one of the handful of contested senate races in November. 

let's remind Brian Bingman that their PAC money was given t o promote Republican candidates for Senate office. You can en~ail 
Brian at bioon~an!!Doksenate.oov. 

let's also dig into our pockets and donate directfy to Oave Bell. I will personally n~atch the first $250.00 in donations to Oave so that 
your hard earned money is stretched to do more good. Just reply to this newsletter letting me know how much you donated and I 
will send a n~atching amount to Oave Bell. Any amount will help, from $5.00 to $5,000.00, and donations under $50 won't become 
public record if you wish, j ust make sure that you don't contribute more than $50 per campaign because then the info beconleS 
public. If your donation is over $50, indude who you wori< for, your profession, along with your hon1e address. 

Dave is a hard core constitutional conservative and he will look out for our interests all across the state if we can get him elected. 
You can't push Oave around, he stands for everything that the Republican Party Platfomt and the Tea Party stands for, and I think 
you would have to kill him before he would break his word. You can contact Oave at 918-638-9977 to donate or to volunteer. 
Please n~ail checks to Oave Bell for State se11ate, 1312 North canton, Tulsa Ok, 74115 
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No Where to Hide Indeed 

Once again state GOP Olairman Matt Pinnell cast aside decency and common sense with his weeklv rant against other politicians. In his blog 
"Nowhere to Hide" Matt takes Obama to task for his record so far, high unemployment, skyrocketing debt, and poor foreign policy. He reminds us that 
Obama said in 2008 that if he didn't tum things around then he would be a one term president. Fair enough Matt ... 

Pinnell goes on to brag about Romney's Massachusetts record, balan<ing the budget, cutting taxes, reduced spending, and job growth, all with a 
Democrat controlled legislature. 

Pinnell doesn't mention though the decline of Oldahoma's prosperity duling his leadership of the OOP. OUr own unemployment is still fairly high, the 
Governor that he helped elect and continues to support schemed to implement Obama care on Oldahomans, while the capitol building crumbles 
around her desk. Pinnell himself made huge pronises in 2010 to win the Oldahoma OOP State Olairman slot yet few of those promises were delivered. 
Pinnell sat on his hands and watched the two largest budgets in Oldahoma history get passed at the capital, saw the Governor that he supported join 
with the state Olamber of Commerce and RINO Republicans to support a bill that promised prospelity by tlldng our way into economic freedom in a 
2010 billion dollar state tax increase and Pinnell did this despite having a .rock solid majority in the House, Senate, and all of the state agencies. 

We can only hope that Republicans in Oldahoma make it to the FebiUary Republican precinct meetings, ask to be a delegate, and either remove Pinnell 
from office or force him to do his job of supporting the Republican Party Platform. 

Questioning the State Questions? 

On September 23rd the Sooner Tea Party Newsletter published a list of state Questions that would be on the November ballot and made 
recommenclations on how to vote. However we had to take a second look at one of those State Questions after new information popped up that made 
us question if SQ 765 deserved a yes vote. Sometimes many minds working on a possible corruption case or an attempt to confuse and lead astray 
conservative voters will benefit finding the tiUth or will at least dlive the cockroaches from the cracks where we can stomp on them. Below in blue type 
is the bill summary of every one of the state Questions along with the House voting record where it is warranted. Sometimes knowing who voted for 
and against a bill helps to define exactly what the intent of the legislature was. But skip the blue type if you wish to get to the gist of the matter. 

The legislative bill number needs to be hnked with the state Question number to avoid confusion: 

SQ758 = HJR1002 SQ759 =SJR15 SQ762 = SJR25 SQ764 = HJR1085 

SQ765 = HJR1092 SQ766 = SJR52 

BllL SUMMARY 

1st Sesslon of the 53rd Legislature 

Bill No.: HJR 1002 

Version: Senate Amendments 

Request Number: NA 

Author: Rep. Dank 

Date: 4/19/2011 

Impact: Change in the Rate of Growth 

FY-14: $6,558,000 

The Tax Commission indicates the rate of potential growth in the revenue to taxing jurisdictions will be restrained. Analysis 
undertaken by the Commission reveals that forty-two percent (42%) of residential and commercial property parcels may be subject 
to a full five percent (5.0%) valuation increase at some point in future years. A reduction in the maximum annual rate of assessed 
valuation increase to three percent (3.0%) will restrain the revenue growth rate approximately $6.56 million in FV-14. The estimate 
is based on current coonty databases - the actual effect on revenue growth wiU be a function of changes in valuation in coming 
years. 

The d1ange in growth resulting from a similar cap in agricultural land is not estimated, as the utilization of use value methodology to 
value property is not expected to exceed the percentage cap. 

Only around $7,000,000 in savings to the tax payer? Small change, better than a sharp stick in the eye but they could do much better. 

Vote yes on SQ 758 
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BllL SUMMARY 

1st Sesslon of the 53rd Legislature 

Bill No. : SJR 15 

Version: Committee SobstiMe 

Request Number: 1531 

Author: Sen. Rob Johnson 

Date: 4/ 26/2011 

lmpad: $0 

FisGI1 Analysis 

The cs for SJR 15 ask the voters to approve or reject an amendment that the state shall not grant preferential treatment to any 
individual or group on certain specified conditions. This state question will be on the General Election ballot, so it will cost no 
additional funds to be voted upon. 

Vote Yes on SQ 759 

BILL SUMMARY 

1st Session of the 53rd Legislature 

Bill No.: SJR25 

Version: cs 
Request Number: N/ A 

Author: Representative Faught 

Date: 2/29/2012 

lmpad: Estimated Cost Savings - DOC 

$3.3 Million Annually 

Res.earrh Analvsis 

The CS for Engrossed SJR 25 sends to a vote of the people a proposed amendment to the State Constitution that would give the 
Pardon and Parole Board the power to grant parole for nonviolent offenses and would require the Board to report annually to the 
Legislature certain infom1ation about all paroles granted. 

Fiscal Analysis 

The Committee SUbstitute for Engrossed SJR25 authorizes the Pardon and Parole Board to grant parole to nonviolent offenders. This 
action will allow nonviolent parolees to be released earlier than they are currently and save the Department of Co!TeCtions {DOC) the 
cost of housing these offenders while awaiting approval from the Governor. 

According to the Pardon & Parole Board, approximately 1,200 non-violent offenders are recommended for parole annually. The 
process typically takes about 90 days after the Board recommendation before the offender is released. SJR25 would shorten that 
process by approximately 60 days. With average daily prison costs of $46/day per offender, SJR25 would save approximately $2,760 
per offender, or $3.3 million annually. 

OKlAHOMA HOUSE OF REPRESENTATIVES 

Fifty-Third Legislature 

first Regular Session 

SENATE JOINT RES 25 Constitutional amendment; modifying parole 

steele autholity. Ballot title. Filing. 
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11-IIRO READING PASSED 

YEAS: 86 

NAYS: 8 

EXC : 5 

C/P : 0 

VAC : 2 

YEAS: 86 

Annes Hall McPeak 

Banz Hardin Moore 

Blackwell Hickman Morrissette 

Brown Hilliard Mulready 

Brumbaugh Holland Nelson 

camaclav Hoskin Newell 

casey lnman Nollan 

Cockroft Jackson Ortega 

Condit Johnson Osbocn 

Coody Jordan Ownbey 

Cooksey Kern Peters 

Cox Key Peterson 

Dank Kirby Pitbnan 

Denney Liebmann Pruett 

Derby lockhart Quinn 

DeWitt Martin, Sc. Renegar 

Dorman Martin, St. Richardson 

Enns McCUllough Roan 

Faught McDaniel, C. Roberts, D. 

Fourkiller McDaniel, J. Roberts, S. 

Glenn McDaniel, R. Rousselot 

Grau McNiel Russ 

NAYS: 8 

Bennett Hamilton Proctor 

Christian Mt&]lhey Reynolds 

EXOJSED: 5 

Billy Kouplen Trebilcock 

Joyner Morgan 

CONSTTTUTlONAL PRIVILEGE: 0 

Vote No on SQ 762 

BILL SUMMARY 

2nd Session of the 53rd Legislature 

Bill No.: HJR 1085 

Version: CS 

Request Number: 

Author: Richardson 

Date: 3/8/2012 

RCS# 1194 

2/29/2012 

2:25PM 

Sanders 

Schwartz 

Scott 

Sears 

Shannon 

Shelton 

Sherrer 

Shoemake 

Shumate 

stiles 

Thomsen 

Tibbs 

Vaughan 

Virgin 

Walker 

Watson 

Wesselhoft 

Williams 

Wright 

Mr.5peaker 

Ritze 

Tenill 

Impact Impact only if bonds need to be issued 

Research Analysis 

The committee substitute to HJR 1085 aeates a state question to amend the Oklahoma Constitution by creating the Oklahoma Water 
Resources Board (OWRB) Water Infrastructure credit Enhancement Reserve Fund which is authorized to issue bonds used for a 
reserve fund for water resource and sewage treatment financial assistance programs for subdivisions of the state. OWRB can issue 
general obligation bonds up to $300,000,000 only after other monies and sources are used for repayment. The Legislature is required 
to provide for administration for the fund, methods for issuing the bonds and suffident appropriations to pay for the bonds. 

Ascal Analysis 
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CS for HJR 1085 sends to a vote of the people a proposed constitutional amendment creating within the Oklahoma Water Resources 
Board the Water Infrastructure Credit Enhancement Reserve Fund. The purpose of the Fund is to secure the payment on bonds 
issued to provide for the Board's financial assistance programs. The bonds authorized by the amendment would only be issued in the 
event of a future payment default and after all pledged monies reserved funds required of borrowers, reserved funds required of 
OWRB, and any surety bond payments have been used. According to officials at the OWRB, this kind of default has never happened 
in the history of OWRB's lending and the likelihood of these bonds needing to be issued is minimal. The purpose of the bond 
autholity is to allow towns and rural water districts the foundation of the state's credit as they secure financing for water and 
wastewater infrastructure upgrades as outlined by the Comprehensive Water Plan. 

other Coosideratjoos 

According to the OWRB, existing financing programs are expected to only cover 10% of the future demand for upgrades and 
improvements, leaving many Oklahoma communities to fend for themselves in securing financing. 

O!<I.AHOMA HOUSE OF REPRESENTATIVES 

Rfty-Third legislature 

First Regular Session 

HOUSE JOINT RES 1085Constitutional amendment; water resources and 

Richardson sewage treatment program; bonds; ballot title; 

11-IIRD READING PASSED 

YEAS: 81 RCS# 1407 

NAYS: 11 3/12/2012 

EXC : 7 3:08PM 

C/P : 0 

VAC: 2 

YEAS: 81 

Armes Hall McPeak Sanders 

Banz Hardin Moore Schwartz 

Billy Hickman Morrissette Scott 

Blackwell Hilliard Mulready Sears 

Brown Holland Newell Shannon 

Brumbaugh Hosl<in Nollan Shelton 

camaday Inman Ortega Sherrer 

casey Jackson Osborn Shoemake 

Cockroft Jordan Ownbey Sflumate 

Condit Joyner Peterson stiles 

Coody Kirby Pittman Thomsen 

Cooksey Kouplen Proctor Vaughan 

Cox Uebmann Pruett Virgin 

Dank lockhart Quinn Walker 

Denney Martin, Sc. Renegar Watson 

Derby Martin, St. Richardson Williams 

DeWitt McCUllough Roan Wlight 

Dorman McDaniel, C. Roberts, D. MrSpeaker 

Fourkiller McDaniel, J. Roberts, S. 

Germ McDaniel, R. Rousseklt 

Grau McNiel Russ 

NAYS: 11 

Bennett Hamilton Key Ritze 

Christian Johnson Murphey Tenill 

Faught Kern Reynolds 

EXQJSED: 7 

Enns Nelson Tibbs Wesselhoft 

Morgan Peters Trebilcock 

CONSTTTUTIONAl PRMLEGE: 0 
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Vote No on SQ 764 

Below is the state Question that we ... well, began to question after an email from Representative Osbom was forwarded to us. When we looked back 
at the bill information we found that the bill that was passed didn't even mention the Governor controlling the OHS organization, it said that the 
legislature woukl create and administrate the agency. 

Below is what Osborn had sent out on SQ 765 and it is very close to other legislatoc's email recocnmendations. We aren't picking on Osborn, just 
pointing out that the rrisinformation is wide spread and that got us to comparing notes and tying together some loose ends. 

SQ 765 R~p steplp/Sffi TrPat 

A yes 110te on this state Question would abolish the Commission foc Human Se!vices, a constitutiooally mandated, 9 member group of unelected 
volunteers. It is a 1930's governance model that can be traced to the agency's major problems with an unaccountable commission and an insulated 
directOC'. With the passage of this measure The OHS directoc WJ11 be appointed by the Governor and confirmed by the Senate. This would place the 
agency's leadership closer to the people because the Governor is accountable to aU the people of the state. DHS would basically now be answering 
directly to the public, not an unelected, unaccountable commission. 

Now here is what the legislation actually said about the bill that would become SQ 765: 

This measure amends the State Constitution. It provides foc the repeal of sections 2, 3 and 4 of Article 25 which relate to the Clepa!t ment of 
Public Welfare, the Oklahoma Public Welfare Cormlission and the Oirectoc of Public Welfare. This measure grants the Legislab.l'e the authority to 
create and direct by law the adminisb'ation of a department or depa1t ments to pr011ide for public welfare fof the people of the State of Oklahoma. 

Section 6. For the purpose of elfeclively administering and carrying into execution all laws enacted pursuant to the autho<ity granted in Section 1 
of this Article, the Legislature is hereby authorized to create a depa1tment or departments charged with the duty and responsibility of faithfully 
administering and canying into execution all laws enacted pursuant to the authority granted in Section 1 of this A1tide and shall perform such oltle!· 
duties as may, frocn Hme to time, be prescribed by law. 

And a monstrous red flag popoed up, on the enm!!ed (final versiQn) of the bill Democrat Wade Rousselot was one of the House co authors, along with 
Speaker Kris Steele, Jason Nelson, Pat Ownbey and Ron Peterson. That is a rouge's gallery if I ever saw one. 

Here is the header of the enrolled version with the author's names in red type: 

ENROUBl HOOSE 

JOINT 

RESOUITlON NO. 1092 By: -. ~Nelson. Ownbey and""""""' of the House 

and 

T....t,. Srinijey ard Jdw1son (C<>nstarce} of the sen.t.> 

So what is so ominous about Wade Rousselot's participatioo? We reported last week that Republican Governor Mary Fallin has allowed her 
image to be used by incumbent House member Oemocrat Wade Rousselot's campaign even though he is running against Republi<an David Tackett 

Tackett's campaign put out the word on Faltln's tactic support of an opposing party candidate against one of her own party's candidates along with a 
letter from Representative Mike Reynolds and another from Representative Mike Ritze calling tor Go~~e~nor Fallin to set the record straight on allowing 
the use of her picture. This week odler legislators joined in caltlng Fallin to tlmit the use of her image in supporting opposing candidates and to 
publically endorse the Republican candidate for House District 12.. Also the Republican <llairman for Wagoner County called for Governor Fallin to 
explain the use of her picture on Rousselot's campaign material. 

The Tackett campaign reported that one OOP official had this to say: 

'This is unprecedented. I can't remember if thel'e was a time that a State Representative sent out campaign literatl.ll'e with a picture of the GovernoC' of 
the opposing party. And the fact that Govennoc Faltln has yet to endorse the Republican candidate in this race makes it even moce troubling." 
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We need e;:x,one to contact the Governor about this mess and demand a response. Governor Fallin's political director is Denise Northrup, and can be 
contacted at _ njSP!JQrtbrup@rox net Ask her just who the Governor is supporting in the HD 12 race and why the Governor's picture is on a 
Democra~s mailer. Tell her that Oldahomans deserve an answer on this issue. 

It would appear to be obvious that the Governor may well have struck a deal with the liberal Democrat, support a powef grab to seize power over the 
DHS department in exchange for her endorsement. I ask you how this is different from the Leftwich scandal that generated flimsy Oklahoma County 
criminal charges against two legislators in 2011? Are the unusually worded SQ 765 information ernails circulating an effort to subvert the will of the 
legislature and potentially the vote of the people to maintain legislative control OYer the DHS agency? Is this a Quid Pro Quo between Republican 
Governor Fallin and Democrat Wade Rousselot? 

Governor Fallin has a staff member read our newsletter evety SUnday night right after it comes out Andrew Silve!'Stri is the current Deputy Policy 
Director for Govetnor Fallin and I must say he is consdeotious about doing his task so we know that Governor Fallin also reads evetvtlling we write or at 
least the most interesting parts. It might be a good idea to email Andrew as well and pass along a reQuest that Governor Fallin either endorse the 
Repub[lcan candidate for House District 12 and put a stop to her support of Democrat Wade RousSselot or switch party her affiliation to Democrat. 

Here are those emails again: 

andrew sjlvestri@goy ok QOV 

deniseoortbnm@rox net 

Bn.l SUMMARY 

2nd Sessfon of the S3rd Legislature 

Bill No.: HJR 1092 

Y...m:o:RA 

~ Nurrber. 10514 

""""" ~ Sb!ele et"' 
Dale: S/"22/2012 

~ ~0 

"The C<S for HJR 1092 sends to a vote of the people a proposed oonstitutiona1 atnendment that would repeal Sections ~ 3 and 4 of Artide 2S of the state 
Constitution that Cl"'eat:ed the Oklahoma Public Welfare Commission and the Dil"edor of Public Welfare position. The measure would authorize the Legislatt.re to 
create and direct by law the administration of the Department of Human Servtoe:s.. 

CCR A for HJR 1.092 provides for a proposed anlelldment to the st:at:e Constitution and a ballot title related to repealing sections regarding the Department of Public 
Welfare, the Oklahoma Public Welfare Commission aOO the Director of Public Welfare. In addition, the nleaSt.re grants the Legislature the authority to aeat:e and 
direct by law the adminis:t:ration of a clepart:ment(s) to provide for pobhc welfare for Oldahomans. 

Ol<l.AHOMA f«lUSE OF REPRESENTATIVES 

a::R HJR1092 ~.............., Ol<lahoma Pubic Welfare 

Sb!ele Conwrissia1; autnorizW,g the t.eg;sl....,.. to create 

FOORlH READING PASSE> 

YEAS: eo RCS# 1948 

NAYS: 7 5/2212<l12 

EXC : 11 5:30PM 

C/f' : 0 

VAC : 3 

YEAS: eo 

""""' Gnu McOiriel. ), Roussel<* 

aa.u Hall McO-...... R. Russ 

Bi8y Hamlan -;.1 -Blackwell - Moore Schwartz - Hidcm<~n "'-''ready 5cdl 

ean.oday Holand M\.tphey s-s 
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C>seot Inman Nelson Shamon 

Cbistian .Jaclcs0'1 Nallon -..... 
Coodl Jomscn ~ Shoemake 

Coody Jonlan Osborn st..rnb 

Cooksey ~ ONri>oy Stiles 

Cox Kem ...... T.mll 

Dri Key """"""' Trebilcock 

Oomoy IQrby Pitlman v~ 

o.n., "-"" - \llrgin 

Do;Vrtt IJobmann - w-
Ems l.odh;,rt Q..iinn -. 
Faught Maltin.Sc. Roion w.s..l>oft 

-"' Martin. st. Rol>oris. D. Wri<fi 

Glom Mc<lllloujt Rol>oris,S. Mo'.~ 

NAYS: 7 - - Reynolds Williams 

Oarmion RMog.r Rb 

EXOJSED: 11 

l!nlni>augh - Magan Shelton 

Cockrol\ McOan<!l, c. - ThomsEn 

1<11..-d McPeak Rkhard!;on 

And our reoornmend:ation oo SQ 765? 

We suggest that everyone 110te yes on the concfllion that they be ready to help keep the legislature in control of the DHS and oppose any power grab 
by Governor Ma1y Fallin. 

straight party line 110ting on this one. 

BilL SUMMARY 

2nd Session of the 53rd Legislature 

Bill No.: SJR 52 

Version: CCRA 

Request Number: 3513 

Author: Rep. Dank 

Date: 5/23/2012 

Impact: Tax Commission: 

Local Revenue Impact 

FY-13: $0 

FY-14: Decrease of $50.1 Million 

Tho CCS for SJRS2 di....:ts tho Secretary of SlaW to ...t..- to tho people a po<>p<>sod amendment to tho Oklahoma Constitution e,...npting all intang;ble personal 
property frc:m ad valorem taxation. 

Tax Commission analysis date May 22, 2012, indicates the resolution amends Section 6A of Aertide X r6 the Oldahorua Constitution to pt"OYide that, beginning 
January :1, 20131 intangible personal properly will not be subject to ad valorem taxation or to any other tax in·lieu of ad vaiOft!m taxation. 

The estimated revenue i:mpad of removing intangibles from <eltral/unit vafue.d oxnpanies is a $50,139,999 loss of ad valorem I"E!Vee"'Ue to local taxing jurisdictions. 

Vote yes on SQ 766 
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Food Stamp Phone Shumate 

They call those "free" cell phones that are given away on street corners by vendors "food stamp phones" because if you are on food stamps you qualify 
for a "free" phone that you and I pay for through our phone bill taxes. That sense of entitlement is minored in Represenatative .Iabar Shumate's 
campaign donation records. 

Yeah, this one is a long artide but you can scroll though the table of info below quiddy while paying attention to the the info highlighted in red type. 
This guy is paying campaign worl<erss to walk for him; I didn't know that was even legal! No one has eves· paid any Tea Party Volunteers to walk 
precincts for candidates! Plus Representative Shumate is buying tires for his car, traveling to San Francisco (rm going to bite my tounge on that one), 
donating to organizations that support gays, lesbians, and transsexuals, and good lord, look at his StartJucks bill! 

The gay connection was interesting as although there was plenty of rulllOis and he said/he said info corning out of Tulsa alledging that Shumate was a 
closeted gay this was the first real documented connection between Shumate and a gay supported organization. Now we aren't bashing on the gays, 
we tend to leave them alone if they aren't bothering anybody, just pointing out that Shumate supports their issues. Read this article posted on tlie 
Rainbow Coalition website. The relevant info is highlighted in red: 

February OS 2012 

The Rainbow PUSH CoalitionApplauds Prop 8 Ruling 

Please see bekYw a statement, from Rev. Jesse L. Jad<son Sr., founder and president of the Rainbow PUSH Coalition, regarding mamage equality. 

"Many years ago in the late 1970s', I vis~ed South Africa, then deep in the throes of apartheid system. I was asked by the media what I thought of the 
situation, and I said something very culturally challenging to them,"! believe in human rights for all hllllan beings. We must measure human rights by 
one yardstick." That prindple - our moral center - still applies. Eve.ything flows from this pe.spective. We all matter. Today let us fix the problem, not 
fix the blame - let us come together and build a broad coalition. 

we stand together today as equal members of the human fallVIy; as consistent prindpled advocates for human rights for all people. We stand together 
today to uphold the prindples of due process, of equal pmtection under the law, of fighting against discrimination against any and all people based on 
race, religion, gender or sexual orientation. 

We applaud today's court ruling that supports Marriage EQuality, striking down Proposition 8 as uncon~tional. Peoples' right to self-€Xpression, self
determination be respected and affirmed. It's time to challenge ignorance, a time to break the silence and the chains of hatred, of divisive and 
discriminat01y bigotJy. Marriage is based on love and commitment - not on sexual orientation. Rainbow PUSH supPQits the right for any pe.son to 
many the pe.son at their chOOsing .. 

If Dr. King and our civil rights movement has taught us anything, it's the fundamental prindple of that all people deserve Equal protection l.llder the 
law. LGST people deserve equal rights - including maniage equality - and equal protection under the law. Discrimination against one group of people is 
discrimination against all of us. The state - and the Courts - should not sanction discrimination. 

To those that believe in and fought for dvil rights, that marched to end discrimination and win equality, you must not become that which you hated. It's 
past time to pe.sist in hypocrisy and ignorance, and time to come out of the shadows and darkness to support unequivocally, equality for all people. 
Those that support civil and human rights cannot, must not, become perpetrators of discrillVnation against others based upon race, religion, culture, 
sexual orientation. 

African Americans know too well the sting of legal, state sanctioned, c~tionally driven "second class" citizenship - from centuries of legal slavery 
and Jim Crow segregation, to classified as 3/5 of a human being in the US. Constitution, to facing anti-miscegenation laws that prevented Blacks from 
marrying wh~. 

Manriage is a fundamental right of all individuals. That principle was upheld today - for Blacks and Wh~es, for straight and gay, for All Ameticans. No 
group of people should be denied their fundamental con~tionalliberties, Uke equal protection under the law, simply because of who they are. 

lnterestingly enough,reportedly the black community hates it when gays compare what they went through in the civil rights struggle to the gay rights 
movement. Many blacks believe that the comparison cheapens their struggle, paverts it if I might be so bold to use that word. Representative 
Shumate is celtainly struggling to keep one foot in the black community and in the gay community, risky politics at best. The Tea Party could care less 
what Representative Shumate does to chum his butter but we don't like hypocrisy, if he is gay he should come right out and admit it. If he isn't gay he 
should address the allegations and put them to rest. 

And take a look at all the ·constituent gifts". This report reads fike it is a slush fund to funnel campaign money to pay for Representative Shumate's 
personal expenses. That needs looking into, they cut off the gifts from lobbyists or at least make them public then allow money from campaign war 
chests to be spent on travel, starbucks, Burlington Coat FactOiy, Wai-Ma.t , and so on> Spending $20 for breakfast at starbucks on a regular basis? 
That is living high on the hog 

Date Brief description of Name and Benefidary Explanation of Amount Year-to· 
the expenditure(s) address of the Purpose date total 

person/ entity to 
which expen 

diture was made. 
Mar 30, Shuttle Service Washington Metro Legislative 285 12.85 
2009 600 Stfi street NW Business Travel 

Washington, 
oc 20001 

Mar 30, Gasoline ONCUE Express 101 Legislative 866 12.31 
2009 1 NW 23rd street Business Travel 

Oklahoma Qty, 
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OK 73104 
Mar 30, Printing AMPCO Pari<ilg Legislative 1600 128.00 
2009 2800 sw 23rd Business 

Oklahoma City, 
OK73119 

Mar 30, Baggage Clled< American Airlines Legislative 25 00 1,675 28 
2009 Post Office Box Bus<ness Travel 

619612 MD 2400 
DfW Airport, 
TX 75261 

Mar 30, Dinner Meeting Abuelo's Legislative 8726 163.96 
2009 17 East Shelidan Business 

Oklahooma Oty, 
OK73104 

Mar 30, Hotej Stay Sheratoo Hotel Legislative 155.88 155.88 
2009 801 N. St. Asaph Business Travel 

Street 
Alexandlia, 
VA 22314 

Mar 29, Hotej Stay Embassy SU~es Legislative 148.35 148.35 
2009 4650 w. Airport Fwy Business Travel 

liVing, TX 75062 
Mar 26, Airport Shuttle Washington Metro Legislative 1000 12.85 
2009 600 5tfi Street NW Business Travel 

Washington, 
DC20001 

Mar 26, Baggage Clled< American Airlines 
2009 Post Office Box 

Legislative 
Business Travel 

1500 1,675 28 

619612 MD 2400 
DfW Airport, 
TX 75261 

Mar 26, Dinner Meeting Lounge 201 Legislative 2280 2280 
2009 201 Massachusetts Bus<ness Travel 

Avenue NE 
Washington, 
DC 20002 

Mar 26, Dinner Meeting Hyatt Hotel Legislative 30.40 30.40 
2009 1000 H Street NW Business Travel 

Washington, 
DC20001 

Mar 25, Coffee Travd Traders Legislative 3.97 40.99 
2009 999 9th Street NW Business Travel 

Washington, 
DC20001 

Mar 25, Volunteer Thank You Travel Traders Volunteer Thank 26.44 40.99 
2009 Gifts 999 9th Street NW You Gifts 

Washington, 
DC 20001 

Mar 24, Celular Phone United States Cellular 
2009 6701 East 41st 

Cellular Phone 174.56 3,58708 

Street 
Tulsa, OK 74145 

Mar 23, Dinner Meeting Cheevers cafe Legislative 29.47 29.47 
2009 2409 Hudson Business 

Avenue 
Oklahoma City, 
OK73106 

Mar 23, 
2009 

Office SUpplies cartridge Woo1d 
1605 North Peoria 

Office SUpp&es 3536 7o.n 
Avenue 
Tulsa, OK 74106 

Mar 23, Constib.Jant Thank Bed Bath & Beyond Coostituant 3569 35.69 
2009 You Gift 5352 East Skelly Thank You Gift 

Olive 

Mar 20, Thank You card 
Tulsa, OK 74135 
Target Thank You 2.11 2.11 

2009 2417 W. Main Street card 

Mar 20, Donation 
Nonnan, OK 73069 
Sigma Gamma Rho status of 100.00 130.00 

2009 Sorority Women 
Post Office Box Luncheon 
48608 
Tulsa, OK 74148 

Mar 20, Advertisement Deborah Brown Legislative 125.00 300.00 
2009 Communi~ School Travel 

2South E in 
Avenue 
Tulsa, OK 74120 

Mar 17, Pikepass RebOI Oklahoma T10npike Pikepass Rebil 4000 857.24 
2009 Authority 

4401 West Memorial 
Road #130 
Oklahoma City, 
OK73134 

Mar 16, Lunch Mee~ng Pearls Oyster Bar Legislative 18 69 55.63 
2009 928 NW 63rd Business 

Oklahooa City, 
OK73116 

Mar 13, Parking AMPCO~ Legislative 800 128.00 
2009 2800SW 23 Business Travel 

Oklahoma City, 
OK 73119 

Mar 13, 
2009 

Luggage Clled< Na1hwest Airlines 
1105 Arbor Run 

Legislative 
Travel 

1500 271.89 

Place 
Brentwood, 
TN 37027 

Mar 12, Hotej Shuttle Blue cab Legislative 29.19 29.19 
2009 1417 oakland Park Business Travel 

Avenue 
Columbus Ohio, 
OK43224 

Mar 12, Printing staples Office Legislative 94.95 875.63 
2009 SUpplies Advertisement 

2711 south Harvard 
Avenue 
Tulsa, OK 74114 

Mar 09, Dinner Meeting Chilis Restaurant Legislative 50.96 50.96 
2009 1957 S. Muskogee Business 

Tahlequah, 
OK 74464 
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Maroe, Office s..!pllliies Wai-Mart Office 5<Jppleo 35 22 132.25 
2009 1801 Belisle BM:I 

Olclahoola aty, 
OK73U8 

Mlr06, Alrtnelldoot America"\ Airlines Ohio l.e9- far JJCJ.ll9 1,61528 
2009 l'tl!ii:Office llax Nat'l.ofolooooe far 

619612 MD 2400 a...t.r~ 
OFW Ai'port, 
TX 7S261 

MI<CD, Acau1bnQ. Oorial, ICattrjneHorner Ao.:.......mo, JOO.OO 7,20000 
2009 T~ 1238 West Reading Oorial, 

Slreet T~ 
TLisa,. OK 74127 

Mlr02, llw*You- Reasor's lhar* You 3561 35.68 
2009 2429 East l5lh -Slreet 

TLisa,. OK 74104 
Mlr02, &qweCU. Parlthl warebouse llinnor-.g 9037 211.26 
2009 5111 sruh lewis 

Avmue 
TLisa,. OK 74105 

Mlr02, Alrtnelldoot Northwest Airlines Nationol lkbon 256.89 271.89 
2009 1105 Arbor Run l<ilgue 

Place Olnlerence 
Brentwood, 
TN 37027 

Feb 27, l..unch Meeting Vlfis Restaurant legislative 29.96 63.63 
2009 4200 North Western Bosiness 

Oklahoma aty, 
OK 73118 

Feb 26, ~want Thank Jensco, Inc Coosb.Jb.Jant 15.98 15.98 
2009 You Gift 77 -c Woodland Thank You Gift 

street 
Manchester, 
CT 06042 

Feb 25, Celulao· Pilooe United States Cellular Cellular Phone 171.56 3,587 08 
2009 6701 East 41st 

street 
Tulsa, OK 74145 

Feb 23, LeQillative OETAOK legislative 3000 30.00 
2009 Adwrtisement &oadca<tilg Adve1isement 

l'tl!ii:Office Box 
14190 
Olclahoola aty, 
OK73113 

Feb 23, l..unch Meeting - ()ysta' Bar 
Legislative 36.91 ss.63 

2009 928 NW63rd --Ctiahooa Oty, 
OK73116 

Feb 23, ""-Rd>l Ol:lohama T..-npR ""-Rd>l 16.70 157.21 
2009 ~ 

4401 West Memorial 
Road #130 
a.tahama Oty, 
OK73134 

Feb 17, ~llw* Mary IUI'ay's fbist ~ 5L91 51.91 
2009 You 3333 East 31st llw*You 

Slreet 
TLAsa,. OK 74135 

Febl6, l..unch Meeting TheBrooltResta.w<ri l.egillobye 900 191.()3 
2009 3401 sruh Peoria --Avmue 

TLisa,. OK 74105 
Feb 16, Pmting staples Office legoslotive 63.17 875.63 
2009 SUpP;es Adve1isement 

2n 1 Sotth Harvard 
Avenue 
Tulsa, OK 74114 

Feb 10, l..unch Meeting On The Ba'der legislative 81.71 109.23 
2009 Restaurart Bosiness 

3500 NW 
Expressway 
Oklahoma City, 
OK 73112 

Feb 09, Lunch MeeHng Oown Plaza Of Tulsa Legislative 1650 16.50 
2009 100 East 2nd Street Bosiness 

Tulsa, OK 74103 
Feb 08, Auto Rental Hotwire Legislative 201.08 391.21 
2009 655 MontgometY Travel 

Slreet 
San Francisro, 
CA 94111 

Feb 07, l..unch Meeting TheBrooltResta.w<ri Legislative 3856 191.03 
2009 3401 sruh Peoria --Avenue 

TLisa,. OK 74105 
Feb 01, Acc.a.rlting, Oorial, Katlw,neHorner ~ JOO.OO 7,20000 
2009 T~ 1238 West Readi1g 

Slreet T~ 
TLisa,. OK 74127 

Feb 03, Hold stoy Resi:leru 1m - l.egillobye 51.75 51.75 
2009 Dolas -T~ 

7642 lBJ ft'eeway 
Dalas, TX 7S2:51 

Feb02. l..unch Meeting ~Patio lomge legilloiMe 2550 25.50 
2009 S628 Sears Slreet -T~ 

Dalas, 1X 75:206 
Feb02, Clr RsUI Alamo C.- legilloWe 1066 10.66 
2009 7777 East Apache -T~ 

Slreet 
TLisa,. OK 74115 

Feb02. Hold stoy ~ImOfOKC Legiolotive 1605 138.15 
2009 S40S North Linear. --T~ 

Oldahoma aty, 
OK73105 

Feb02, Legillative PerTy I'IJIJW1ing And Legislative 5000 11,189.70 
2009 ~ ~ Adw:rbsemont 

7030 sruh Yale 
Avenue #302 

Feb 02, T elec>hone Service 
Tulsa, OK 74136 
Cox ComrooBcations 2006 campaign 389.09 1,113.73 
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2009 1811 East 51st HQ 
street 
Tulsa, OK 74136 

lin JO, Hotel stay Uroc'*> 1m Of OKC Legi!latiYe 92.10 lJS.IS 
2009 S405 Ntrth lila*l -TI'M 

Oldahoma City, 
OK73105 

lin 28, ludl -.q B'odaide Bot Day ~ 2127 21.27 
2009 - -3313 Solth Peoria 

A'olf!!IR 
TIAsa, OK 74105 

lin 26, s..we Owgef~Arines 
2009 1"id2t <hln9e POst Office Box 

~ 
--TI'M 

1000 1,675 211 

619612 MD 2400 
OfW Ai'port,. 
1X 1S261 

lin 26, Cleiii.W Phone lkited Slates Cetiar Cetiar Phone 174.56 J,5a701 
2009 s..we 6701 East 41st s.r.;o, 

street 
Tulsa, OK 74145 

lin 21, Alitr>Rionlal - Legislot>le 193.lJ 394.21 
2009 655 Mortganery T........t 

street 
San Ftancisco, 
CA 94111 

lin 20, Seo'Yice 0\argo/AillineAmerican Annes legislat>le 1000 1,675 28 
2009 roclo!t 0\ange POst Office Box BosinessTrliW>i 

619612 MD 2400 
DfW Airport, 
1X 75261 

lftn l._, Hotel stay Springhil Suites Legislative Black 101.02 101.02 
2009 3 SE Interstate caucus Retreat 

Olive 
Lawton, OK 73501 

Jan 12, Gasoine E Z Go Mart leg isla 1M! 15.12 15.12 
2009 H. E. Bailey Trawol 

TUITJ)ike 
Olickasha, 
OK73018 

lin 09, Antivirus Software llRI Trend Micro Antivirus 35.95 35.95 
2009 I.Jnkown Software 

Llnknown, 
OKOOOOO 

lin 09, Cleiii.W Phone Repair The 5qlal Cetiar Cetiar Phone 5000 50.00 
2009 Repair" ~ 

625 'NicNI SiJr'l1gs 
lane 
YOOt, PA 17406 

lin 09, Accola1tinQ. a.nc.l, ICaltrjne- Attol.rllnQ. JOO.OO 7,20000 
2009 Typeootling 1238 We& Reading a.nc.l, 

street Typeoollrq 
Tulsa, OK 74127 

lln06, ,..,. Ofticr 8ac lkitedst!tes Poot<lllicellac 4200 442..tH 
2009 ~ - ~ 

626 East Apad)e 
street 
Tulsa, OK 74106 

lin 02, ludl-.q TheBrookRestu'ant 
2009 3401 Solth Peoria 

A'olf!fiR 
Tulsa, OK 74105 

Dille Brief clescription of - and address Benefodiilryflq>Lvation of An- Y-· to-
theexpmditu~s) of the Purpose d:ote toOl 

person/ entity to 
whidl expeOOiture 
was made. 

1<1'111, Brealcfast Starbud<'s Coffee Comapign Legiolat>le 2000 504.19 
2012 House Business 

1832 Utica SQuare Meeting 
Tulsa, OK 74114 

1<1'111, -- United states Post camapign -- 3200 317.76 
2012 Office 

626 East Apache 
street 
Tulssa, OK 74106 

Junll, Reh-edunents Walgreens campaign campaign 6230 227.08 
2012 405 East 2nd street Headqualterl 

Sand Sprtngs, 
01( 74063 

1<1'111, ~ Prairie Production campaign Ad-mtioement 351.09 696.96 
2012 1637 South Bostoo 

Aveooe 
Tulsa, OK 74119 

1<1'111, ~ The Oldahoma Eagle ~ ~ 1,32000 5,97000 
2012 624 East Archer 

Tulsa, OK 74120 
1<1'101, ~ waigreens ~ Qmpoign sua 227.01 
2012 405 East 2nd street ltea<lquomn 

Sand SpOrgs. 
OK74063 

1<1'101, T.,._l'l61g SliOII.Asscxiates ~ eon_. 4,649.4a 4,649.4a 
2012 2840 lilda Lane 

Oldahoma City, 
OK 73115 

1<1'107, ~wabg KeW! WaliOns Qmpoign eon_. 1000 4]0.00 
2012 1301 Ntrth DerNer Wiling 

Tulsa, OK 74106 
1<1'107, Melli - ·· Pizza <:arr.,aign Qmpoign 1012 lSS.16 
2012 2305 We& Edsm w.lun 

Tulsa, OK 74127 
1<1'107, c;.aline Qo.OckT~ ~ Legi!latiYe 60.95 2,616.96 
2012 229 H. Gilcrease TI'M 

Jok.lseum Road 
Tulsa, OK 74127 

1<1'106, Melli McDonald's ~ Qmpoign 604 33.69 
2012 - WiiiiJ!r 

229 Ntrth Glcrease 
Museum Road 

1<1'106, Meal 
Tulsa, OK 74127 
McDonald's campaign campaign IH6 
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2012 Restaurant 
229 Noeth Gilcrease 
Museum Road 
Tulsa, OK 74127 

Walkers 

!lnsutwyb I (banpe prome 
Fow!!rfd tw YMlP 

2341



From: Jacobs, Chris (RPC)
To: Jacobs, Chris (RPC)
Subject: Is Having Medicaid Better Than Being Uninsured?
Date: Thursday, July 07, 2011 11:07:57 AM

One of the big items in the news this morning was a study published by the National Bureau of
Economic Research that was released overnight regarding the impact of Medicaid coverage.  The
study examined 10,000 Oregon residents who were selected for a Medicaid expansion by lottery,
and compared their outcomes to those who “lost” the lottery and remained uninsured.
 
Some news reports have claimed that the study proves “Medicaid does make a difference after all,”
due to the prime conclusions that Medicaid beneficiaries had higher medical utilization, lower out-
of-pocket costs, and better self-reported health.  However, the results are FAR more nuanced than
that.  Among the key points to consider:
 

·         The study was funded by both the Administration – specifically HHS’ Office of Planning and
Evaluation and CMS – and liberal think-tanks like the Robert Wood Johnson Foundation, all
of which have interests in promoting the benefits of Obamacare’s Medicaid expansion.

·         The study notes “there is no discernible impact of insurance on emergency room or
inpatient hospital use” from new Medicaid coverage.  If accurate, this finding would
undermine one of the arguments for Obamacare – that expanding coverage through
Medicaid will reduce unnecessary emergency room visits.

·         The authors note that “we do not believe our…estimates are capturing an initial, highly
transitory surge of ‘pent up demand’ for health care among the uninsured.”  This is a
somewhat surprising development, which raises questions why the uninsured did not feel
the need to obtain health services immediately upon enrolling in Medicaid.

·         While the authors found a decrease in financial pressures among new Medicaid
beneficiaries, they did not find a statistically significant reduction in the most extreme
examples of financial strain (e.g., bankruptcies, liens, etc.).  While this development could be
based on a “pipeline” effect (bankruptcies can take years to develop, and the study
examined only one year of available data), the authors note their conclusion contrasts with
the findings of another study released this year.

·         The study notes that “we do not detect any statistically significant improvement in survival
probability” from obtaining Medicaid coverage.  This development could be due to the
relatively young and healthy nature of the expansion population, but it still suggests that,
when it comes to the ultimate arbiter of health, Medicaid’s impact is far from definitively
proven.

·         Although the authors note an increase in self-reported health status for the new Medicaid
beneficiaries, they repeatedly note that the “measures could reflect a more general sense of
well-being rather than actual improvements in objective health.” 

 
The bottom line conclusions of this study:  When enrolled in a program Medicaid charging no more
than a $20 monthly premium that provides health care “with no consumer cost sharing,”
beneficiaries obtain more care, undergo less financial strain, and feel better about their own health
as a result.  These findings are all logical conclusions, but don’t necessarily make a definitive case for
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Medicaid’s health care benefits.
 
The most interesting limitation about this Oregon study is that, while it quantifies the amount of
additional health care new Medicaid beneficiaries received, it doesn’t examine the quality of care
received, nor the outcomes for Medicaid patients.  Scott Gottlieb’s March article in the Wall Street
Journal cited several studies indicating that when it comes to such episodes as cardiac procedures
and lung transplants, Medicaid patients have worse outcomes than uninsured patients, even after
controlling for socioeconomic and other factors.  Studies of that nature arguably provide a better
comparison of Medicaid’s bottom-line impact on the health of patients, as opposed to arriving at
the logical (and slightly obvious) conclusion that providing taxpayer-funded coverage without cost-
sharing relieves beneficiaries’ financial stress.
 
So is having Medicaid better than remaining uninsured?  To quote the Magic 8-Ball, the answer here
is still “Ask Again Later…”
 
Chris Jacobs
Health Policy Analyst
Republican Policy Committee
(202) 224-2946
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From: National Governors Association
To: Health Policy Advisors
Subject: Issue Brief: NGA Exchange Meeting Summary
Date: Friday, September 16, 2011 9:21:51 AM
Attachments: NGA Exchanges Meeting Summary.pdf

 

Good Morning Health Policy Advisors:
 
As discussed at last week’s Health Insurance Exchanges Workshop, we have prepared a summary
report of the themes expressed by meeting attendees.  The report is attached.  We look forward to
continuing to work with you on this issue.  As always, please feel free to contact me at any time.
 
Krista Drobac
Director, Health Division
Center for Best Practices
National Governors Association, Suite 267
444 North Capitol Street, NW
Washington, DC 20001
Office: 202-624-7872
Cell: 
 
 

The information contained in this electronic transmission, including any attachments, is for the exclusive use of
the intended recipient(s) and may contain information that is privileged, proprietary, and/or confidential. If the
reader of this transmission is not an intended recipient, or a person responsible for delivering it to the intended
recipient, you are hereby notified that any review, dissemination, distribution, or copying of this communication
is strictly prohibited. If you have received this communication in error, please immediately notify the sender and
delete this message.

 

---
You are currently subscribed to [healthadvisors] as 
katie.altshuler@gov.ok.gov..
To unsubscribe, send a blank email to leave-201587-
159552.9353be7555ca9043e095bc96949d480b@talk.nga.org..

Visit the NGA web site at http://www.nga.org
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From: 
To: 
Subject: 
Date: 
Attachments: 

Drobac. Krista 

Drobac. Krista 

Issue Brief: NGA Exchange Meeting Summary 

Friday, September 16, 2011 10:04:S2 AM 
NGA Exchanges Meeting Summary.pdf 

Dear Meeting Attendees: 

As discussed at last week's Health Insurance Exchanges Workshop, we have prepared a summary 

report of the themes expressed by meeting attendees. The report is attached. 

We look forward to continuing to work wit h you on this issue. As always, please feel free to contact 

me at any time. 

Krista Drobac 

Director, Health Division 

Center for Best Practices 

National Governors Associat ion, Suite 267 

444 North Capitol Street, NW 

Washington, DC 20001 

Office: 202-624-7872 

Cell: 

You a r e currentl y s ubscribed to [healthadvisor s ] as kdrobac@ng a . org .. 
To unsubscr ibe , s end a blank e mail to leave - 201587 -
159571 . b491b77c557a 42cf 75ab8777e8236649@ta l k . nga . org •. 

Visit the NGA we b sit e a t http: //www . ng a . org 
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From: Jacobs, Chris (RPC)
To: Jacobs, Chris (RPC)
Subject: It"s Medicare"s Open Season -- So Where"s Andy Griffith...?
Date: Friday, October 21, 2011 1:06:24 PM

Amidst the stories this week surrounding the CLASS Act debacle and the release of the final ACO
reg, open season started for Medicare beneficiaries last Saturday.  Due to a provision in Obamacare,
open season now starts a month earlier, and will end several weeks earlier as well.  And as a Kaiser
Health News piece from last week cited one survey indicating that 65 percent of seniors were
unaware of the changed dates for Medicare’s open season as of earlier this year.
 
This brings up the question I raised above:  Given the accelerated open season calendar, of which
many seniors are unaware, where’s Andy Griffith to inform seniors of these important changes?  As
you probably recall, last year CMS engaged Andy Griffith to take on the role of “pitching President
Barack Obama’s health care law to seniors.”  Press reports note that the Administration spent $3
million in taxpayer funds to run an ad campaign in which Mr. Griffith was, in the White House’s own
words, “delivering the good news” about Obamacare to seniors.  And according to CMS’ response to
a Freedom of Information Act request, the ads were “only airing in September and October 2010” –
i.e., the weeks and months right before November 2’s mid-term election.
 
My point is NOT to argue that at a time of trillion-dollar deficits, CMS should spend millions running
television ads using “weasel words” and misleading rhetoric in an attempt to persuade seniors
about Obamacare.  My question is, why is the Obama Administration running the Andy Griffith ad
campaign in even-numbered years, but not odd-numbered ones?  Is timing such advertisements
right around elections warranted or appropriate?  And does anyone want to venture a guess that an
ad campaign featuring Mr. Griffith will return next fall in states like Florida, Colorado, and Ohio…?
 
Chris Jacobs
Health Policy Analyst
Republican Policy Committee
(202) 224-2946
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From: Jacobs, Chris (JEC)
To: Jacobs, Chris (JEC)
Subject: JEC Report on Obamacare"s $4 TRILLION in Tax Increases
Date: Tuesday, April 17, 2012 8:00:16 AM
Attachments: Member Viewpoint $4 Trillion Obamacare Taxes.pdf
Importance: High

Attached please find a Tax Day report issued by JEC on the tax increases in Obamacare.  The major
takeaway from the report is that while CBO scores Obamacare as raising taxes by $800 billion
over 10 years, the law actually will raise taxes by $4 trillion over 25 years.  The total number of
tax increases will explode outside the first decade because the law’s new “Cadillac tax” (which
doesn’t take effect until 2018) is not indexed to medical inflation, and the “high-income” tax is not
indexed to inflation at all. 
 
As a result, the non-partisan Congressional Budget Office (CBO) concluded last year that Obamacare
would raise taxes by 1.2 percent of GDP in 2035 (see Table 6-2 on page 65 here).  Multiplying the
average tax increase impact as a percentage of GDP by the CBO’s estimated economic output for
the next 25 years reveals that Obamacare will raise taxes by approximately $4 trillion between now
and 2035.
 
To put Obamacare’s tax increases in further perspective, the law will raise taxes by “only” $15
billion this year, but that number will skyrocket to $320 billion – or nearly $3,300 for a family of
four – by 2035.  A chartpack documenting these massive tax increases is also attached.
 
Sen. DeMint has written an op-ed in today’s Investor’s Business Daily on the issue, which is also
pasted below.  Overall, the report – and the $4 trillion in massive tax increases facing the American
people thanks to Obamacare – illustrate perfectly why the 2700-page measure must be repealed.
 
Chris Jacobs
Senior Policy Analyst
Joint Economic Committee
(202) 224-5171
 

ObamaCare's $4 trillion Tax Will Hit
Middle Class
By SEN. JIM DEMINT Posted 04:52 PM ET
Recent news has provided Americans a steady stream of new reasons to support a full repeal
of President Obama's controversial health care takeover.
Just in the last few months, we've seen the administration impose an unprecedented mandate
that all employers, even religious schools and hospitals, pay for employees' abortion-inducing
drugs, sterilization and contraception.
We have seen the Congressional Budget Office further expose the true costs of ObamaCare,
raising estimates of spending on insurance subsidies by $51 billion, and admitting that
millions more Americans will lose their employer coverage to get dumped into ObamaCare's
brave new insurance world.
And of course, last month we heard the administration's lawyers hem and haw at oral
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arguments before the Supreme Court, further undermining ObamaCare's already dubious
constitutionality.
But if those weren't reason enough to support the full repeal of ObamaCare by Congress and
a new president, Happy Tax Day! I've got four trillion more of them for you.
You probably already know that ObamaCare is full of what Democrats these days call
"revenue enhancements" — job-killing tax increases on everything they can think of to pay
for their health care takeover.
What you might not know is that the largest tax increases in the ObamaCare legislation are
not indexed for inflation.
For example, the "high-earners" surtax hits individuals who make more than $200,000, and
couples who earn more than $250,000. People making that much will comprise about 3% of
the country in 2013.
But as time goes by, and inflation drives up income, today's "high-earner" threshold will
"medium" earners and, eventually, "almost everyone" earners.
According to the nonpartisan Medicare actuary, by 2080, ObamaCare's tax on high earners
will hit 79% of American taxpayers.
Meanwhile, the 40% tax on high cost health plans, the so-called "Cadillac health plans," was
linked to general inflation, instead of the much higher inflation rate in the health care sector.
So it won't be long before the president's "Cadillac" tax starts hitting Americans with
"Honda" insurance. (A cynic might even wonder if this is why the tax won't kick in until
2018, long after the end of Obama's presumed second term.)
According to the CBO, all of the ObamaCare tax hikes will raise taxes by about 0.7% of
gross domestic product by 2021. As more and more Americans sneak into the president's
definition of "high earner," by 2035, it will be 1.2% of GDP, and rise from there.
Between now and 2035, that comes out to more than $4 trillion — that's what happens when
taxes, aimed at the rich, inevitably hit the middle class.
The pain from ObamaCare taxes is already being felt.
Medical device manufacturers, whose products ObamaCare slaps with a special tax, are
already laying off workers. Even businesses in industries unconnected to the health care
sector are holding back.
As an analyst at UBS put it, ObamaCare's burdens are already "arguably the biggest
impediment to hiring, particularly hiring of less skilled workers."
Consider that $4 trillion in new taxes between now and 2035 comes out to $169 billion taken
out of the private economy every year.
Since it costs businesses about $63,000 to create one middle class job, ObamaCare is already
going to cost Americans 2.7 million lost jobs per year.
The total comes out to $3,300 in higher taxes for the average family, on top of the $2,400
increase in health insurance premiums (which the president promised would actually drop by
$2,500).
How do you solve a problem like ObamaCare? Simple: you don't. Its out-of-control costs
will either destroy our health care system, or bankrupt our country — and, eventually, both.
This is a big part of why the public opposed ObamaCare in 2010, why they want the
Supreme Court to overturn it and why they want Congress to repeal it.
For all the hidden taxes, for all the exploding spending projections, for all the untold dollars
and freedoms that will be lost under government-run health care, for all the unknown
unknowns, the American people actually seem to know exactly what ObamaCare will always
cost them: more.
• DeMint, U.S. senator from South Carolina, sits on Congress' Joint Economic Committee.
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From: Jacobs, Chris (JEC)
To: Jacobs, Chris (JEC)
Subject: JEC Report on Obama"s $800 Billion Broken Premium Promise
Date: Wednesday, August 01, 2012 8:34:50 AM
Attachments: image001.png

Premium broken promise Member Viewpoint.pdf

Sen. DeMint has released a JEC Member Viewpoint (attached and available online here) quantifying
the cost of President Obama’s broken promise to reduce premiums, which reveals another way
Obamacare has fallen short for the American people.  The report finds the cumulative cost (through
2012) of Obama’s broken promise on premiums is $805 billion.  During the past four years, the
average family has spent $12,230 more on private health insurance than candidate Obama
promised, while the average individual has spent $4,163 more.  What’s more, the $805 billion cost
of President Obama’s broken premium promise “is equivalent to the cost of private-sector
employers supporting an average of 3 million jobs each year between 2009 and 2012.”
 
Even as the Administration attempts to trumpet its medical-loss ratio rebates as a “benefit” of
Obamacare, the below chart demonstrates how $1.3 billion in rebates for both 2011 and 2012 will
be dwarfed by the more than $800 billion cost of Obama’s broken premium promise:
 

 
Four years ago, candidate Obama repeatedly promised premiums would go down by $2,500 – and
his campaign advisors told the New York Times that “we think we could get to $2,500 in savings by
the end of the first term, or be very close to it.”  But as today’s report demonstrates, struggling
American families – to say nothing of the American economy as a whole – have paid dearly for
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President Obama’s failure to deliver.  Any way you slice it, that’s not reform.
 
Chris Jacobs
Senior Policy Analyst
Joint Economic Committee
Senate Republican Staff
(202) 224-5171
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From: Jacobs, Chris (JEC)
To: Jacobs, Chris (JEC)
Subject: Job Creators Give Obamacare a Big Thumbs-Down
Date: Thursday, August 02, 2012 8:07:28 AM

An article in the Wall Street Journal this morning speaks to the ill effects Obamacare is having on
businesses around the country.  Among some of the reactions to the law’s employer mandate, and
its impact on small business franchisees:
 

·         “McDonald's Corp. Chief Financial Officer Peter Bensen told analysts last week that the law
will add between $10,000 and $30,000 in added annual costs to each of the 14,000
McDonald's restaurants in the U.S., 89% of which are franchisee-owned.”

·         “Many of our franchisees will struggle with how to reconcile the financial implications…and
will likely take other measures to reduce costs,” according to Steven Wiborg, head of Burger
King’s North American operations

·         Randall Tabor, who owns two Quizno’s shops in Virginia, told the Journal that when it comes
to Obamacare, “I don't have the profit margin to pay for it.”  And because the law imposes
penalties on firms with more than 50 full-time workers, “Mr. Tabor, who employs 36 people
at his two Quiznos shops and another restaurant, wants to stay small so he doesn't trigger
the requirement.”

 
These are the effects of just one of Obamacare’s more than trillion-dollars in new taxes.  With job
creators openly admitting that the law’s perverse incentives are discouraging them from hiring, it’s
obvious that the economy will not fully recover from its current downturn unless and until
Obamacare is fully repealed.
 
Chris Jacobs
Senior Policy Analyst
Joint Economic Committee
Senate Republican Staff
(202) 224-5171
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From: 
To: 

Cc: 
Subject: 
Date: 

Swann. Lanier (McConnell) 
Job Creators Say President Obama's Rhetoric Doesn't Match Reality on Reining in Excessive Government Regulations 
Friday, February 17, 2012 3:10:04 PM 

Speaker of the House John Boehner 

Job Creators Say President Obama's Rhetoric Doesn't 
Match Reality on Reining in Excessive Government 
Regulations 

February 17, 2012 1 Posted by Katie Boyd (@KEBoydl 1 Permalink 

A year after President Obama signed an Executive Order instituting "a government-wide review" of 
existing regulations "to remove outdated regulations that stifle job creation and make our economy less 
competitive," the gap between his rhetoric and his record is as wide as ever. That's according to 
several job creators, who told the House Energy & Commerce Subcommittee on Oversight & 

Investigations yesterday that they are struggling to grow and create jobs in an "Over-regulated 
America ," as this week's Economist cover put it Here's more from yesterday's hearing on how the 
president's broken promise to rein in red tape is making it harder to put Americans back to work: 

• "Government Seems to Continually Increase the Number and Complexity of the 
Regulations Governing" Small Businesses, " Restricting Their Ability to Grow and 
Prosper." Andrew F. Puzder, CEO of CKE Restaurants Inc., which employs 70,000 people 
nationwide, says that excessive government regulations "are creating structural impediments 
to opening and operating American businesses that all too often cause those in business to 
give up in frustration reducing economic growth and dampening the entrepreneurial spirit so 
essential to our prosperitv." Puzder commented specifically on the small business franchise 
owners who "are concerned about the economic viability of their businesses in the current 
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regulatory climate." As he explained, "rather than acting to assist them the government seems 
to continually increase the number and complexitv of the regulations governing their 
businesses thereby restricting their abilitv to grow and prosper." 

• ObamaCare " Is Creating Significant Concern" Amongst Job Creators "With Respect To 
the Increased Costs and Regulatory Burdens it Will Undoubtedly Impose." Puzder is 
particularly concerned about the job-crushing impact of the maze of ObamaCare mandates, 
regulations and penalties. According to Puzder, ObamaCare "is creating significant concern in 
the American business communitv with respect to the increased costs and regulatorv burdens 
it will undoubtedly impose . ... When entrepreneurs and businesses are unable to forecast with 
reasonable certainty that a venture will return a profit they will not invest, they will not grow and 
they will not create jobs. The predictable result is an uncertain and jobless recoverv." 

• "Tremendous Volatility and Uncertainty Created by Our Regulatory System" Costing 
American Jobs. Robert A. Luoto , president of Cross and Crown Inc., a commercial logging 
company in Oregon, cited Bureau of Labor Statistics data showing that "from 2001 through 
2011 the United States logging workforce declined from 73,500 to 48,400 - a loss of almost 
25,100 jobs or 35 percent." Luoto said that the "tremendous volatility and uncertainlY created 
by our regulatorv system is one of the most significant• causes "for the collapse of professional 
loggers in the United States," noting that "the regulatorv system today creates uncertainty 
through numerous and ever-changing regulations." 

• "The Most Expensive Regulatory Program in History with Industry Costs in the Billions 
Annually." The Obama Administration's regulations on energy producers alone have created 
"the most expensive regulatorv program in historv with industrv costs in the bill ions annually," 
according Barbara Walz, Senior Vice President for Policy and Environmental at Tri-State 
Generation and Transmission, Inc., a not-for-profit electric cooperative. Walz discussed 
several Obama Administration regulations - including the "Utilitv MACT' rule - that will raise 
costs for Americans "directly in their monthly utility bills and indirectly in the goods and services 
that they purchase," and "have real adverse economic impacts on the public" and the ability of 
enemy producers to provide "well-paying and meaningful jobs in communities across the 

countrv." 

• "Compliance Timelines for Multiple Rules, Final and Pending ... Have Acted to 
Significantly Increase Unpredictability and Uncertainty." Despite President Obama's 
Executive Order, Kimber L Shoop, Senior Environmental Attorney for Oklahoma Gas and 
Electric Company [OG&E], says the company does not see the Obama Administration 
"successfully balancing the Executive Order's laudable objectives ... with promotion of 
economic growth, innovation, competitiveness and job creation," adding that "if anvthing the 
compliance timelines for multiple rules final and pending ... have acted to significantly increase 
unpredictability and uncertainty for utility investment." Shoop also cited several new energy 
rules and regulations that will impose massive costs on energy producers and have a direct 
impact on jobs and the economy. As she explained, "jobs in Oklahoma depend on our ability 
to provide the eneray and energy infrastructure to power the state's economy. We cannot 
afford to be cavalier with our customers' money or with the impact such rate increases," caused 
by the cost of new regulations, "would have on our state's economy, jobs and competitive 
viability." 

House Republicans have passed nearly 30 jobs bills -several of which will roll back the Obama 
Administration's job-crushing blitz of excessive government regulations - that are being blocked by 
Senate Democrats. Speaker Boehner has repeatedly urged President Obama to call on Senate 
Democrats to past these bills, but, as he pointed out yesterday, the president has chosen to campaign 
instead of working with Republicans to help the private-sector create jobs. Learn more about the 
Republican Plan for America's Job Creators at jobs.gop.gov, and follow the progress of the nearly 30 
bipartisan, House-passed jobs bills that have been brushed aside by President Obarna and Senate 
Democrats here . 

SPEAKER PRESS OFFICE 
REP. JOHN BOEHNER (R-OH) 
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From: Jacobs, Chris (JEC)
To: Jacobs, Chris (JEC)
Subject: Joe Biden"s Obamacare Joke
Date: Thursday, November 01, 2012 9:17:34 AM
Attachments: image001.png

The Washington Post reports that yesterday, Vice President Biden made interesting comments in Florida during
a discussion about Obamacare:

After it’s all over, when your insurance rates go down, then you’ll vote for me in 2016.
 
The pool report from the event claimed that Biden “of course, said it in a joking manner.”  Indeed he must
have, because the idea that insurance premiums have gone down thanks to Obamacare is a joke of the first
order.  Candidate Obama promised repeatedly that his health plan would CUT premiums by an average of
$2,500 per family.  The Obama campaign also promised that that those reductions would occur within Obama's
first term.  But as the below graph shows, while candidate Obama promised premiums would fall by $2,500 on
average, premiums have risen by $3,065 since Barack Obama was elected President.
 
To sum up: We don’t know whether or not the Vice President was joking about a 2016 campaign in his future –
but we definitely know that his comments about Obamacare lowering insurance rates are a laugher.
 
Chris Jacobs
Senior Policy Analyst
Joint Economic Committee
Senate Republican Staff
(202) 224-5171
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From: 
To: 
Subject: 
Date: 

Grace-Marie Turner 

Katie Altshuler 

Join us May 9 for Value of Innovation in Health Care annual conference 

Wednesday, April11, 2012 11:16:10 AM 

JOIN US AT THE 

Colmnbus Club 

at Union Station 

Washington, DC 
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After a remarkable six homs of oral argument on ObamaCare before the Supreme Court, the 

stage is set for an historic ruling from the High Comt on the futme of the health law. The 

outcome will determine whether Washington continues to tmn an infinite number of regulatory 

dials to try to control one sixth of our economy or whether innovation will be freed to allow 

transformative changes in medical technology, health care delivery, and financing. 

We believe that freedom and the creative spirit will prevail. 

Om fomth annual conference on the Value of Innovation in Health Care will showcase top 

experts from around the country and throughout the health sector who will tell us about the 

game-changing innovation to come. The Galen Institute never ceases in promoting policies that 

encourage innovation and patient-centered options for health care. Join us to learn about the 

exciting advances on the horizon. 

Reii:ister today to join us at our May 9 conference exploring the concept of Tomorrow is built 

today: The future of health care innovation, featuring ... 

Incentives and Invesbnents in Health Care 

Rep. Renee Elhners, Chairwoman, House Small Business Subcommittee on 

Healthcare and Technology 

Joe Quhm, Senior Director, Issue Management and Strategic Outreach, 

Walmart 

Inn· an A:ndrabi, MD, Senior Vice President & Chief Physician Executive 

Officer, Mercy Health Partners 

Michael Russell, II, MD, President, Board of Directors, Physician Hospitals of 

America 

Moderator: Grace-Marie Turner, President, Galen Institute 

Technology's Role in Modern Health Care 

Rep. Todd Rokita, Member, House Medical Technology Caucus 

C. William Hanson, III, MD, Chief Medical Information Officer and Vice 

President, University of Pennsylvania Health System 

·william O'Leary, Executive Director of Policy, Health and Human Services, 

Microsoft 
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Moderator: Nina Owcharenko, Director, Center for Health Policy Studies, The 

Heritage Foundation 

Morning Keynote: The Promise of Personalized Medicine 

Jolm Niederhuber , MD, Chief Executive Officer, Inova Translational Medicine 

Institute 

Saving Lives aud Creating Jobs 

Rep. Kevin McCarthy, House Majority vVhip 

Jonathan Rennert, President, ZOLL Medical Corporation 

Robert W . Sweetman, MD, Senior Director Medical Affairs, US Medical 

Affairs Lung Tumor Lead, Oncology Business Unit, Pftzer Inc 

Moderator: James Capretta, Fellow, Ethics and Public Policy Center 

Luuch Keynote: Opporttmities to Drive Innovation in Health Ccu•e 

Alex Azar, II, President, Lilly USA, Eli Lilly and Company 

Breakfast and lunch will be served. There is no fee to attend. Register now! 
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From: Matt Glanville
To: Matt Glanville
Subject: Joint Committee on Federal Health Care Law delivers final report
Date: Wednesday, February 22, 2012 11:04:13 AM
Attachments: Final Report of the Joint Committee on Federal Health Care Law 02-22-12.pdf

Oklahoma State Senate
Communications Division

State Capitol
Oklahoma City, Oklahoma 73105

 
February 22, 2012

 
FOR IMMEDIATE RELEASE
Sen. Gary Stanislawski            Rep. Glen Mulready                                                   
405.521.5624                          405.521.2771                                                 
stanislawski@oksenate.gov     glen.mulready@okhouse.gov             
 

Joint Committee on Federal Health Care Law
delivers final report

 
The Joint Committee on Federal Health Care Law delivered its final report to legislative

leadership today after spending the legislative interim studying the federal Patient Protection and
Affordable Care Act and the effect it will have on Oklahoma.

“Our committee did a lot of tough work digging into the Oklahoma-specific implications of
this law. Whether we like it or not, this flawed federal law is going to have a very real impact on
Oklahoma’s health care system,” said Sen. Gary Stanislawski, a Tulsa Republican and co-chairman
of the committee. “While we didn’t like everything we found, we were encouraged that we do
have options as a state to head off some of this law’s harmful mandates so we can keep as much of
our health care system as possible under the market’s control.”

“The only true way to overturn this law is through the courts, which Oklahoma and other
states are already pursuing, and at the ballot box, where we hope Republicans are victorious in the
presidential election in November. Since neither of those options are guarantees, we must be
proactive in the event that those outcomes don’t materialize,” said Rep. Glen Mulready, a Tulsa
Republican and co-chairman of the committee. “As the elected leaders of this state, we must
protect Oklahoma’s best interests rather than burying our heads in the sand. That’s why our
committee has worked diligently to find proactive, protective ways for Oklahoma to address this
law.”

Senate President Pro Tempore Brian Bingman, R-Sapulpa, and House Speaker Kris Steele,
R-Shawnee, formed the Joint Committee on Federal Health Care Law near the conclusion of the
2011 legislative session. Beginning in September, the committee held five public meetings and
received testimony from dozens of experts from the public and private sectors. The report includes
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a synopsis of information presented at those meetings and resulting recommendations from the
committee.

“We hope our report proves useful to the Legislature and that our colleagues give these
issues the careful attention our committee did,” Mulready said.

The committee has established a clearinghouse website, www.okhealthcare.info, for
convenient public access to video and audio recorded committee meetings as well as an electronic
copy of the final committee report.

Stanislawski added: “I would like to commend my fellow committee members for taking
on a complex topic and working toward solutions that are in Oklahoma’s best interest. We brought
the public and private sectors together to develop fact-based options for Oklahoma to consider as
we tackle this new federal law.”

The committee’s final report (attached) recommends that Oklahoma: Continue to fight the
federal health care law in court; better educate the public about ways to improve their health;
prepare for a dramatic expansion of Medicaid eligibility due to PPACA; begin developing a
market-based state health insurance exchange in order to prevent imposition of a federal exchange
in Oklahoma; form a permanent legislative committee to monitor issues related to the federal
health care law; and increase medical residency programs in order to address current and future
doctor shortages – particularly in rural areas.

Regarding health insurance exchanges, the report recommends Oklahoma begin taking
steps to implement a state-based, free market health insurance exchange.  The recommended
exchange is similar to the one in development by the state of Utah since before PPACA’s
existence. Utah’s exchange model was recommended to the committee by U.S. Sen. Tom Coburn. 
The recommended Oklahoma exchange would be housed in Insure Oklahoma, which would be
spun off from the Oklahoma Health Care Authority and turned into a public trust.

“Beginning development of our own state-based, free market exchange is clearly the best
way to stop the federal government from barging into Oklahoma to build a highly-regulated, anti-
free market federal exchange we don’t want or need. The last thing any state needs is a
government health care takeover,” Stanislawski said.

Under PPACA, states must have a framework for an exchange in place by Jan. 1, 2013 or
the federal government will begin setting up a federal exchange in the state to be operational by
January 2014. Health insurance exchanges are online marketplaces where businesses and
consumers can shop for health insurance.

“Working toward a state exchange is the most realistic step Oklahoma can take to prevent
an unwanted federal takeover in our health care system and insurance markets,” Mulready said.
“This would be an Oklahoma exchange run by Oklahomans the way Oklahomans want it run. It

would have no federal hands on it whatsoever. If you’re opposed to the federal health care law, you
should be for this state-based exchange because it is the most defensive position we can take to

prevent Barack Obama’s team from coming in and imposing their own exchange upon Oklahoma.
We know Oklahomans can serve Oklahomans far better than Barack Obama.”

-END-
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From: Matt Robison
To: Katie Altshuler
Subject: Joint Committee on Federal Health Care Law report and PPACA update
Date: Friday, January 27, 2012 4:51:48 PM
Attachments: image002.png
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To:                  Oklahomans for Free Market Health Solutions Coalition
From:             Matt Robison
Date:              January 27, 2012
Re:                  Report and PPACA update
 
We all understand this is a very busy time for those in the legislature who are getting ready for
the upcoming session and we still await the release of the Joint Committee on Federal Health
Care Law report.  Just to confirm, we will meet shortly after the report is released to discuss the
outcomes and to embrace a strategy for encouraging the legislature to create a state based
private sector driven Oklahoma Health Insurance Marketplace.  We look forward to the
occurrence.
 
For your information, the Center for Medicare and Medicaid Services (CMS) released a
document this week providing illustrative information to complement the bulletin on essential
health benefits (EHB) under the Patient Protection and Affordable Care Act (PPACA) released on
December 16, 2011. Specifically, the document provides a list of the products with the three
largest enrollments in the small group market in each state using data from
www.HealthCare.gov. It provides the names of the three largest products in each State ranked by
enrollment. This list is provided solely for informational purposes, and does not represent any
endorsement by HHS of any particular products. Further information on many of these products
can be found on the same website. The Department of Health and Human Services (HHS)
collects data from issuers of individual and small group major medical insurance on their
products, as required by PPACA. The information in this document is provided for illustrative
purposes and is not an official list of products that will be benchmark options for State
consideration. A copy of the document is attached.
 
MATT ROBISON
Vice President, Government Affairs
The State Chamber of Oklahoma
330 NE 10th Street | Oklahoma City, OK 73104
Phone: (405) 272-4423 | Cell:  
Fax: (405) 235-3670
mrobison@okstatechamber.com
Legislative Advocates for Business
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Follow us online:
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From: Craig Perry
To: Andrew Silvestri; Katie Altshuler; Craig Perry; Denise Northrup
Subject: Joint Committee on Health Care (Agenda attached)

TO: Joint Committee on Federal Health Care Law
SUBJECT: First Meeting
DATE: Wednesday, September 14, 2011 
TIME: 9:00 A.M.
LOCATION: House Chamber, State Capitol Building

Agenda:

                 9:00 am – 11:30 am 
1.  Welcome and Introductions

2.  Present State Health Outcomes and Health Care in Oklahoma 
  Julie Cox-Kain, Chief Operating Officer, Oklahoma State Department of Health
  Mike Fogarty, Chief Executive Officer, Oklahoma Health Care Authority 

                1:00 pm – 4:00 pm
PPACA Description of Mandates, Costs, and Other Implications for the State
 Concerning Public Health
  Julie Cox-Kain, Chief Operating Officer, Oklahoma State Department of Health

4.  Medicaid and Accountable Care Organizations
  Buffy Heater, Director of Planning and Development, Oklahoma Health Care Authority
  Cindy Roberts, Deputy Chief Executive Officer, Oklahoma Health Care Authority
  Jason Sutton, Policy Impact Director, Oklahoma Council of Public Affairs

5. Other Business
 
Senate Appointees:     House Appointees:       Senator Gary Stanislawski, Co-Chair   Rep. Glen Mulready, Co-Chair  
Senator Cliff Aldridge     Rep. Doug Cox    
Senator Bill Brown     Rep. Randy Grau
Senator Sean Burrage     Rep. Danny Morgan    
Senator Brian Crain     Rep. Jeannie McDaniel    
Senator John Sparks     Rep. Jason Nelson 

Q:\meetings\jntfedhealth-mtg
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From: Jacobs, Chris (RPC)
To: Jacobs, Chris (RPC)
Subject: Jon Stewart Talks About Obamacare"s "Big Dump"
Date: Tuesday, January 24, 2012 7:23:36 AM

Appearing on The Daily Show last night, Secretary Sebelius answered a series of questions from host
Jon Stewart about employers dropping coverage that can best be described as awkward.  In the
extended interview posted online, Stewart asked whether or not there would be a “big dump” of
employees into Exchanges under the law.  The full exchange occurs beginning at around 3:15 of the
second segment; here are the highlights:
 

STEWART:  “Can they [i.e., employers] dump you into the exchange?” 
SEBELIUS:  “Well, at the end of the day, there is no mandate now.  In 2014, if employers
don’t cover health insurance, they will pay a penalty, and they’ll pay for every employee
who goes into the Exchange.”
STEWART:  “Is the penalty more than the [cost of] insurance?”
SEBELIUS:  [Long pause] “The penalty will help pay for the tax credit that the employee will
get in the insurance [sic]….”
STEWART:  “Is there a consequence other than a fine or shame – cause I know the shame
thing’s not gonna work.  [Laughter.]”
 
STEWART:  “Let’s say I’m paying, for a family plan, $1200 a month.  And my employer says,
oh, we’ve got these exchanges now, I’m going to dump you into that.  And you’re going to
get a tax credit.  Will my tax credit be the equivalent of the money that the employer was
paying, or is that now going to come out of [unintelligible]”
SEBELIUS:  “It’s really…it’s hard to tell because employers are all over the board….”
 
STEWART:  “Do you think ultimately this is, a bunch of people dump to the Exchange, and it
becomes sort of, a back door, of government, not a takeover necessarily, but of a
government responsibility for the health care, employees, and it decouples it – I’m not
saying that’s a bad thing – but decouples it from employment, and people will get it through
the government – through tax credits, rather than through their employers – and then
suddenly, obviously then, we’re Sweden.  Do you think that’s the case?”

 
Sebelius claimed that the law is “filling in the gaps in the private market.”  But the reality, as Stewart
laid out and other studies have confirmed, is that it’s much cheaper for employers to drop their
workers’ health plans and dump them into the Exchanges – costing the federal government trillions
of dollars and turning us into Sweden (or Greece).  It also raises an obvious question:  If even liberals
like Jon Stewart believe the health law will cause Americans to lose their health plans, who
actually believes they will be able to keep their current coverage under Obamacare?
 
Chris Jacobs
Health Policy Analyst
Republican Policy Committee
(202) 224-2946
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From: Jacobs, Chris (JEC)
To: Jacobs, Chris (JEC)
Subject: Jon Stewart Was Right: You WILL Lose Your Health Coverage Under Obamacare
Date: Tuesday, May 01, 2012 11:28:22 AM

The House Ways and Means Committee is out today with a report analyzing one of the many
reasons why Obamacare’s costs could skyrocket.  According to the study:
 

71 of the nation’s largest employers could save more than $28 billion in 2014 alone, and
$422.4 billion over a decade, by deciding to drop health insurance coverage for their 10.2
million employees and dependents and paying the $2,000 per-employee penalty instead.  

 
The average savings per firm from dropping coverage amounts to more than $400 million in
2014 alone, and $5.9 billion over a decade.

 
The average savings per employee from dropping coverage amounts to $4,821 in 2014, and
just under $10,000 in 2023.

 
84% of responding firms indicated they expect their health costs will increase FASTER in the
future than they did before Obamacare passed.  The responding firms have faced annual
increases of 5.9% over the past five years, but they expect costs to rise at a 7.6% rate in the
future.

 
This morning’s report further reinforces the numerous prior studies, papers, briefs, reports,
employer questionnaires, consultant presentations, surveys, op-eds, interviews, quotes, and
comments from other prominent Democrats suggesting that employers will drop coverage in
numbers far greater than the White House lets on.  Even Jon Stewart, in an interview with Secretary
Sebelius in January, would not believe the Administration’s line that employers would keep offering
coverage: Stewart stated that there would likely be a “big dump” by employers into Exchanges,
meaning Obamacare would become “sort of, a back door, of government, not a takeover
necessarily, but of a government responsibility for the health care.”
 
Today’s developments again raise the obvious question:  If the numbers suggest dropping coverage
is a rational thing for employers to do, why will they keep offering insurance?  And if even liberals
like Jon Stewart are convinced employers will dump coverage, does anyone believe they will be
permitted to keep their current coverage under Obamacare?
 
Posted to the Freedom on Call blog here.
 
Chris Jacobs
Senior Policy Analyst
Joint Economic Committee
(202) 224-5171
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From: 
To: 
Subject: 
Date: 

Govemor, 

Alex Gerszewski 
marvfalli1 Mary Fallin 

Journal Record and Tulsa World Articles 
Tuesday, July 10, 2012 8:07:51 AM 

I have copied and pasted the password protected articles. Let me know if you need any 
others. 

Thanks, 

The Journal Record 

Landing in Stillwater: Belgian aerospace company buys building for parts plant 

by Sarah Teny-Cobo 

Published: July 9th, 2012 

STILLWATER- Oklahoma's aerospace industry will get a boost from a European fnm, the 
Stillwater Chamber of Commerce announced Monday. Belgium-based Asco Inc. has 
purchased the shuttered Mercmy MaTine Mercmiser building and will manufacture airplane 
parts there after remodeling it, said Lisa NaVI·kal, chamber president and CEO. 

"For us, obviously with the absence of the Mercmiser facility, this brings 500 jobs to the 
community," NaVI·kal said. "Because Asco is a top-100 manufacturer in aerospace, it also 
makes us an intemational contender." 

Gov. Mru.y Fallin was at an intemational air show in the United Kingdom with Asco officials 
as the announcement was made. In a prepared statement, she said she was looking fotwru.·d to 
a long-te1m relationship with the company. 

Though the company did not disclose the amount it paid for the 735,000-square-foot 
structure, Asco will make a $100 million investment in two phases, which includes 
purchasing the building, retr·ofitting pru.i of it, and purchasing equipment, NaVI·kal said. The 
company will begin hiring in September, and will need engineers, computer numerical 
control operators, skilled assembly workers and heat tr·eatment applicators, she said. 

The project is expected to bring 250 jobs and a $60 Inillion capital investment by 2014, and 
an additional $40 Inillion and 350 jobs by 2015, the company said in a media release. The 
company will build landing gear components for airplanes, as well as the mechanized flap on 
wings used in takeoff and landing, NaVI·kal said. 

The centr·al location, as well as several federal and state incentives, drew the company to 
Stillwater, Navrkal said. In the United States, Asco supplies pru.is to Boeing in Oklahoma 
City, as well as to Spirit Aerosystems in Wichita, Kan., and Tulsa. 

The company worked with the Depru.iment of Commerce to secure an award with the New 
Mru.·ket Tax Credit program, which totals 39 cents for each dollru.· of investment, Navrkal 
said. In addition, the company will get state incentives from the investment tax credit 
program, which provides a 2-percent credit because the building is in ru.1 enterprise zone, she 
said. The company will also eam a 5-percent tax credit on the company's payroll for 10 years 
from the state's Quality Jobs Program. 

NaVI·kal said the city's pminership to provide workforce training through Meridian 
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Technology Center and research at Oklahoma State University was a component of what the
company liked about the location.

“Oklahoma has a highly skilled workforce which specializes in our industry,” Christian Boas,
CEO of the Asco Group, said in a prepared statement. “And the state has offered us
assistance in training our new workforce.”

 
Tulsa World
 
Benefit
More Medicaid good for stateBy World's Editorials Writers
Published: 7/10/2012  2:25 AM
Last Modified: 7/10/2012  2:54 AM
 
Some 624,480 Oklahomans - 17 percent of the population - do not have health insurance of
any kind.
 
That shamefully high number would be cut in half within five years if Gov. Mary Fallin and
the Legislature would accept the Medicaid expansion portion of the Patient Protection and
Affordable Care Act. The federal government would pay 100 percent of the cost for the first
three years and then gradually increase the state's share through 2020, when it would still pay
90 percent of the cost.
 
A 2010 report by the Kaiser Commission on Medicaid and the Uninsured revealed that
Oklahoma is among the 10 states that would benefit most from the Medicaid expansion. The
numbers are outlined in a Monday story by Tulsa World senior writer Wayne Greene.
 
Accepting the expansion of Medicaid, the federally funded health-coverage program for the
poor, would obviously benefit the state. The uninsured, most of them children, typically go
untreated until their ills force them to seek care from hospital emergency rooms. Their unpaid
emergency room bills are passed along to bill-paying patients whose insurance premiums are
increased to cover the cost. That makes health-care coverage an issue for all Oklahomans, not
just the poor.
 
But Oklahoma's leaders are reluctant to accept the Medicaid expansion, or outright oppose it,
because it is part of President Barack Obama's despised health-care reform law.
 
Opposing the Medicaid expansion for that reason is idiotic and against the best interests of
the state and its residents. The federal government will always cover at least 90 percent of the
cost of Medicaid expansion. The state's economy is improving, and there will be enough
money to cover its share after 2020 if the governor and Legislature will refrain from making
any more ill-considered state income tax cuts.
 
Let's put aside any ill-feelings toward the president and do something that will be of great
benefit to the people of Oklahoma.
 
 
Belgium aerospace company lands in Stillwater 

BY TRENTON SPERRY World Correspondent
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Tuesday, July 10, 2012
7/10/2012 7:24:48 AM

STILLWATER - A Belgium-based aerospace company has purchased a Stillwater
manufacturing facility and expects to hire approximately 600 employees and invest about
$100 million by 2015. 

ASCO Industries, a privately owned designer and manufacturer of aerospace components,
made the announcement Monday at a news conference at the Stillwater Chamber of
Commerce. The company purchased the former Mercury Marine plant in Stillwater and plans
to hire 250 employees and invest $60 million upgrading the facility by spring 2014. 

The company expects to invest another $30 million to $40 million by 2015 and add about 350
additional jobs. ASCO believes the average salary will be about $45,000. The company will
hire engineering and assembly employees and computer numerical control machinists. The
company expects most of the jobs will be filled by Oklahomans. 

Lt. Gov. Todd Lamb joined representatives from the Stillwater Chamber of Commerce at the
news conference. 

"This announcement was not by accident," Lamb said. "The local leadership was very
aggressive in pursuing ASCO and making sure that they would land right here in Stillwater,
Oklahoma." 

The lieutenant governor said the move will have a large impact on the state's booming
aerospace industry. 

"Aerospace in Oklahoma has an over $12 billion economic impact, with exports of $4.4
billion to 170 countries," he said. "What is good for Stillwater is good for our entire state." 

The company's goal is to begin hiring in September for 250 design and manufacturing
positions. 

The plant will house "machining, heat and surface treatment, and assembly operations for
complex machined parts made of titanium, steel and aluminum," according to a news release.

ASCO is still establishing a hiring process, and anyone interested in applying for a position
at the facility is encouraged to submit an application to the Oklahoma Employment Security
Commission. 

ASCO expects to reach full production by spring of 2014. It will work with the Meridian
Technology Center in Stillwater to train employees through the school's product development
and machining program. 

The company purchased the Mercruiser manufacturing facility at 3003 N. Perkins Road. 

It was abandoned by Mercury Marine in December 2011. ASCO cited the standing structure
as contributing to its decision to move to the state. 
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Stillwater Mayor John Bartley said reusing the empty site will have a larger impact on the
community than an influx of jobs. 

"It was an emotional and economic hit when Mercruiser left," Bartley said. "This not only
fills that void, but I think it catapults us forward because of what it can mean for the future." 

Gov. Mary Fallin made a joint announcement Monday on ASCO's purchase from an
aerospace trade show in London: "I am thrilled to welcome ASCO to the Oklahoma
community. Oklahoma has one of the strongest aerospace sectors in the U.S., and we are
quickly becoming an international destination for the industry." 

With the move to Stillwater, ASCO will qualify for federal and state tax incentives. The
company said the tax credits contributed to its decision to come to Oklahoma. 

At the federal level, the company will receive the New Market tax credit, a reward for
creating jobs in a low-income area, totaling 39 percent of its investment. If ASCO does
invest the expected $100 million in the area, it may be eligible for a tax credit of about $39
million, claimed over a seven-year period. 

At the state level, the company will enroll in Oklahoma's Quality Jobs and Investment
program, which gives a payroll tax rebate of up to 5 percent for creating new jobs in the
state. The rebate, which is good for up to 10 years, requires the company to hit certain salary
and benefit goals for each employee. 

State Rep. Cory Williams, D-Stillwater, said tax incentives are sometimes necessary to attract
companies. 

"You hate to offer them because it's less money that you can turn around and invest in your
state and your quality of life," Williams said. "On the other hand, if you don't, you're not
going to be a market player. You have to be able to compete with your competitors, and our
competitors are other states and even other countries." 

ASCO has operations in several countries, including Germany and Belgium. The Stillwater
facility will be the company's first manufacturing plant in the United States, but the group
also has a design operation in Washington state. 

Lamb said Oklahoma's ability to attract an international company speaks volumes about the
state's ability to compete on a global scale. 

"I think this will attract other aerospace companies to Oklahoma," he said. "We welcome
these international companies expanding here, creating jobs in Oklahoma for Oklahomans."

 
 
State investment helps reduce bridge deficiencies 

BY CASEY SMITH World Staff Writer
Tuesday, July 10, 2012
7/10/2012 7:11:43 AM
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Oklahoma is moving closer to achieving "manageable" bridge conditions, according to a
Tulsa World analysis. 

Approximately 22 percent of the roughly 23,700 highway bridges in Oklahoma are
structurally deficient, according to 2011 National Bridge Inventory data. 

A World analysis comparing the most recent information with data from 2005 shows a
significant improvement. Earlier data show approximately 30 percent of structures, or nearly
1,700 additional bridges, were structurally deficient. 

Statewide, the percent of functionally obsolete bridges remained approximately 6 percent in
2005 and 2011, data shows. The number of functionally obsolete bridges decreased by 77
structures over the time period. Functionally obsolete bridges are structures that do not meet
current design standards. 

States must keep data on all highway bridges and submit that information to the Federal
Highway Agency, which maintains the National Bridge Inventory. Entities in charge of
bridge maintenance inspect and assign statuses to the structures for which they are
responsible. 

County highway agencies, ODOT and city or municipal highway agencies are responsible for
the majority of highway bridges in Oklahoma. 

In 2005 the state Legislature established the Rebuilding Oklahoma Access and Driver Safety
(ROADS) fund, which appropriated state funds to improve Oklahoma's deteriorating bridge
and highway system. 

Before 2005, only federal dollars were available for capital improvement projects, ODOT
Chief Engineer Gary Evans said. 

"We may have been one of the only states in the country not investing in our infrastructure,"
Evans said. "You can imagine the condition of our system." 

Structurally deficient bridges can carry legal loads but have an issue that makes them unable
to carry overload permit weights, Evans said. The bridges are not dangerous, he said. 

Structurally deficient bridges are inspected more frequently than the federally mandated two-
year maximum between inspections, usually yearly or every six months, Evans said. 

The bridges do restrict heavier vehicles, forcing some commercial trucks, school buses and
passenger vehicles to reroute, Evans said. 

"It can be very detrimental and cause a lot of user cost," Evans said. 

Rust is one reason bridges become structurally deficient, he said. After many years steel
beams will begin to rust, which reduces their thickness. Steel plates would need to be welded
to beams to repair the bridges. 
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Last month, Gov. Mary Fallin signed legislation that increases the ROADS fund cap.
Beginning in fiscal year 2014, the legislation raises the annual contribution to the fund to
$59.7 million. 

The legislation is part of the governor's Bridge Improvement and Turnpike Modernization
Plan. The plan includes a goal to provide ODOT the funds needed to eliminate the backlog of
structurally deficient bridges on the state highway system. 

The backlog grew sizable during years of deferred maintenance and zero state funding, Evans
said. Eliminating it will put ODOT in a "manageable" situation where the agency needs to
address onlystructurally deficient bridges as they are discovered. 

ODOT is responsible for maintenance of approximately 6,800 bridges within the state
highway system, Evans said. The increase to the ROADS fund will provide enough money to
rehabilitate or replace the 167 unfunded structurally deficient bridges that remain in the
backlog, he said. 

The backlog will be eliminated by 2019, Evans said. 

Structures on the state highway system reached a peak of deterioration in 2004 when 1,168
bridges were structurally deficient, Evans said. At the end of last year, there were 634
structurally deficient bridges on the highway system, he said. 

National bridge inventory data also show a reduction in the number of structurally deficient
bridges ODOT maintains, down from 17 percent of highway system bridges in 2005 to 10
percent in 2011. 

Data shows a slight increase in functionally obsolete bridges on the highway system. In
2005, 8 percent of the bridges ODOT was responsible for were functionally obsolete,
compared to 9 percent in 2011. The increase represents 65 additional functionally obsolete
structures. 

Functionally obsolete bridges may have issues that include carrying more traffic than their
design standard was built for or not having shoulders, Evans said. 

"We have a number of bridges over 80 years old," said Mike Patterson, ODOT deputy
director. "The Model A was the standard of the day, and we're still driving on those same
bridges with larger, heavier vehicles." 

The bridges pose safety concerns, such as in cases where the structure is not consistent with
the roadway that approaches it, Evans said. 

If inspection reports show a bridge is dangerous, ODOT closes it immediately, Evans said. 

ODOT's focus is on bridges as a whole, Evans said. The department works on bridges with
all types of issues and not only structurally deficient bridges, Evans said. 

"What we have to realize as a state is our approach to our bridge problem is not solely
structurally deficient bridges," Evans said. "We also have to concern ourselves with
functionally obsolete bridges and structure ratings." 
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Oklahoma's various county highway agencies maintain approximately 14,300 bridges, data
show. The bridges counties are responsible for followed the overall trend - the percent of
functionally obsolete bridges remained approximately 4 percent, and the percent of
structurally deficient bridges fell, from 39 percent in 2005 to 30 percent in 2011. 

Like other counties, Tulsa County has problems with some of the bridges it maintains,
County Engineer Tom Rains said, but progress is being made. 

"We've made some progress replacing deficient bridges, especially the truss bridges that rust
at the joints and get weak," Rains said. 

The 56th Street North bridge over Bird Creek that replaced an old truss bridge and a wooden
overflow bridge is an example, he said. 

The County Improvements for Roads and Bridges program funded the project, which cost $3
million to $4 million, Rains said. The fund received an increase in the percent of motor
vehicle taxes and fees it receives this session, a change also part of the governor's plan. 

In addition to funds from the program, which go to regional circuit engineering districts,
counties also receive money directly from the state, Rains said. Counties use both sources of
money for bridge replacement or as a matching source for federal bridge replacement dollars,
he said. 

The money is helpful but is not enough to keep up with the volume of necessary projects,
Rains said. 

As of last fall the county was in charge of maintenance of 184 bridges, 31 of which were
structurally deficient and 23 of which were functionally obsolete, he said. 

National Bridge Inventory data shows approximately 198 bridges in Tulsa County are
maintained by a county highway agency. The percent of structurally deficient bridges fell
over the time period from 35 percent to 20 percent in 2011. The number of functionally
obsolete bridges increased from 8 percent to 13 percent over the time period. 

"We're making progress as best we can with the dollars we have," Rains said. "We appreciate
any additional dollars they (the state) funnel our way and try to make good use of them." 

Approximately 239 highway bridges in the city of Tulsa are maintained by a city or
municipal highway agency. The percent of structurally deficient bridges fell from 14 percent
to 5 percent between 2005 and 2011. There were 27 functionally obsolete bridges both years. 

City bridge maintenance and rehabilitation is funded with various sales taxes and bond issues
as well as the 2008 Fix the Streets initiative, said Chris Cox, the city's transportation
rehabilitation manager. 

Because its bridge projects are not funded by the legislature, the city did not experience a
period of long-deferred maintenance like ODOT, Cox said. 

Funding packages have allowed the city to implement an aggressive bridge maintenance
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program and tremendously improve the condition of bridges, but there are still needs, he
said. 

"We would always like to do more," Cox said. "We have a backlog of needs, we appreciate
whatever funding we get and we want to continue our improvement process we've begun
over the years."

 

ROADS fund

FY 2006: $15 million 
FY 2007: $50 million 
FY 2008: $137.5 million 
FY 2009: $155 million 
FY 2010: $185 million 
FY 2011: $215 million 
FY 2012: $250.7 million* 
FY 2013: $292.4 million*

Total state funding available for roads and bridges

FY 2005: $179,715,166 
FY 2006: $328,359,874 
FY 2007: $256,902,803 
FY 2008: $267,717,847 
FY 2009: $332,298,912 
FY 2010: $487,331,999 
FY 2011: $488,787,103 
FY 2012: $372,735,198* 
FY 2013: $453,614,677* 

*estimates

 
 
Alex Gerszewski
Deputy Press Secretary
Office of Governor Mary Fallin
Phone - (405)522-8858
Cell - (405)568-1319
Alex.Gerszewski@gov.ok.gov
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From: 
To: 

Grace-Marie Turner 

Katie Altshuler 

Subject: July 2 call on Supreme Court health law ruling 

Wednesday, June 27, 2012 1:30:30 PM Date: 

Reg1ster now fo Lly state leaders ca l!Tl'Ctly? 

State Leaders Call 

Please join us for a conference call for state leaders on 

the Supreme Court ruling on the health law 

Monday, July 2, Noon EDT 

Please join us for a conference call on Monday, July 2, at noon to discuss the 

implications of the Supreme Court ruling on the health overhaul law. The call will be 

jointly sponsored by the Galen Institute, the Institute for Policy Innovation, and the State 

Policy Network. 

Our guest speaker will be llya Shapiro, a senior fellow in constitutional studies at the 

Cato Institute and editor-in-chief of the Cato Supreme Court Review. He will provide an 

overview of the court's ruling on the health law and particularly the decision on the 

Medicaid mandate. llya co-wrote four amicus briefs on behalf of the states on 

ObamaCare, including U.S. Department of Health & Human Services v. Florida, which 

was supported by 17 organizations and 333 state Democratic and Republican state 

legislators. In 2011 , he testified in Arkansas, Kansas, Montana, North Carolina, and Ohio 

in support of Health Care Freedom Acts in those states. llya is a member of the bars of 

New York, the District of Columbia, and the U.S. Supreme Court. 

To register for this call, please contact Jena Persico at jena@galen.org. You will 

receive the call numbers when you register, and your registration will ensure that 

you receive any follow-up materials from the call. 

www.galen.org 1 www.spn.org 1 www.ipi.org 
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Galen Institute 
P.O. Box 320010 
Alexandria, VA 22320 

'NWW.galen.org 
twitter. com/Galen! nstitute 
facebook.com/Galenlnstitute 

unsubscribe from this list 1 update subscription preferences 
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From: Jacobs, Chris (RPC)
To: Jacobs, Chris (RPC)
Subject: Kathleen Sebelius: Just Another Insurance Salesman
Date: Tuesday, October 25, 2011 9:21:32 AM

Amidst all the attention given to the CLASS Act since HHS’ decision to shelve the program, one
interesting element not drawing much attention is what all the possibilities HHS explored to make
the program solvent have in common – they all represent insurance industry tactics condemned by
Democrats.  Given that Secretary Sebelius frequently alleges that Obamacare ended “the insurance
industry’s worst abuses,”* it’s worth pointing out that the Department’s report on the program
revealed just how HHS and Secretary Sebelius proposed reinstating each and every one of those
“insurance industry abuses” with respect to the CLASS Act:
 

Pre-Existing Condition Exclusions:  Page 39 of the report talks about proposals that would
“impose a fifteen-year waiting period for the receipt of benefits on enrollees” with pre-
existing conditions at the time of enrollment.  By point of comparison, health insurers can
only impose a pre-existing condition waiting period of only 18 months – not the fifteen
years proposed by HHS.
 
Limited Benefits:  Page 40 of the report talks about a proposal to “provide a very low
benefit amount to individuals who become eligible for benefits in the first twenty years
after enrollment.”  Only after two decades would enrollees qualify for the $50 daily
benefit provided for in the statute.
 
“Unreasonable” Premium Increases:  Much of the report discusses imposing annual
premium increases on enrollees, even though that is not explicitly provided for in the
statute.  The memo to Secretary Sebelius accompanying the CLASS report notes that
modeled premiums ranged “between $235 and $391 dollars [sic] a month, and may cost as
much as $3,000 per month.”  Additionally, page 44 of the report notes that “the Secretary
and the Board might conclude that…the reasonable premium increases…are inadequate to
avoid insolvency.”  In other words, premiums would start out at a high level, increase every
year – and an “unreasonable” premium spike would be possible, even probable.
 
“Cherry Picking:”  The former CLASS actuary told the Associated Press that the program
could be made solvent.  However, the actuary’s ideas “would involve marketing the plan
first to groups of primarily healthy people, and also possibly requiring those in poor health
to wait longer before they could receive benefits.”

 
In other words, in an ultimately futile attempt to make CLASS solvent, the Obama Administration
attempted to employ the exact same types of “sleazy” insurance industry practices Democrats have
so frequently, and vociferously, derided – throwing up obstacles so that the sickest patients would
not be able to benefit from CLASS.  These developments raise some interesting questions for HHS:
 

·         Does Secretary Sebelius plan to give her own Department an Obamacare waiver, for trying
to sell limited benefit policies under CLASS?

·         Will HHS put CLASS on the “naughty list” of insurance plans with “unreasonable” or
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“unjustified” premium increases, given the way in which premiums were virtually
guaranteed to skyrocket under the program?

·         Given that CLASS was subject to spiraling premium increases, will HHS stop accusing carriers
who need to raise premiums due to Obamacare’s costly insurance mandates for spreading
“misinformation?”

 
It’s not a surprise that HHS had to go to such lengths to salvage the CLASS program; the non-
partisan Medicare actuary knew from Day One the plan wouldn’t work, and even Budget Committee
Chairman Conrad called the program a “Ponzi scheme of the first order.”  But the larger point is
this:  Whether due to self-righteous indignation, political posturing, or both, liberal Democrats have
always found it easy to criticize health insurers – which is why Secretary Sebelius’ biography claims
that Obamacare will end “the insurance industry’s worst abuses.”*  However, having now proposed
engaging in every single one of those “abuses” herself, perhaps the Secretary and the Obama
Administration will act with a bit more humility when it comes to having politicians criticize, and
bureaucrats micro-manage, private sector actors in health care.
 
Chris Jacobs
Health Policy Analyst
Republican Policy Committee
(202) 224-2946
 
* Other commentators have noted that Obamacare did not actually end these “abuses,” at least not
with respect to offerings made by some of the President’s key liberal allies.  The above analysis
ignores the validity of those claims for purposes of this e-mail only.
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From: Jacobs, Chris (RPC)
To: Jacobs, Chris (RPC)
Subject: Key Democrat Calls for Cost-Effectiveness Research in Medicare
Date: Tuesday, November 15, 2011 3:07:32 PM

In case you weren’t watching the HELP Committee hearing on FDA, Chairman Harkin just
commented that while the Food and Drug Administration analyzes the safety of pharmaceuticals,
it’s the role of the Centers for Medicare and Medicaid Services to analyze the “cost-effectiveness”
of these treatments.  In other words, Sen. Harkin said he wants Medicare bureaucrats to analyze
treatments based on their cost – the implication being that those deemed “too expensive” by
federal bureaucrats should be denied to patients.
 
Unfortunately, these views are far from a minority opinion among Obamacare supporters.  Just last
week, the liberal Commonwealth Fund hosted a briefing with the CEO of Britain’s National Institute
for Health and Clinical Excellence (NICE).  Its acronym notwithstanding, NICE has proven to be
anything but for British patients – denying access to important life-saving, and life-extending,
treatments based solely or primarily on their cost.  A series of examples can be found in this one-
pager.
 
Similarly, CMS Administrator Donald Berwick – whose controversial views about “rationing with our
eyes open” have made Democrats afraid to even consider his nomination – has also asserted that
NICE and other similar bodies conducting cost-effectiveness research “have created benchmarks of
best practices that we could learn from and adapt in this country.”
 
Obamacare created a new board of 15 unaccountable bureaucrats with the power to make binding
rulings about Medicare policy.  Today’s comments by Chairman Harkin about Medicare conducting
cost-effectiveness research once again illustrate why Democrats set up such an unelected board:  To
have bureaucrats deny “expensive” treatments to Medicare patients.
 
Chris Jacobs
Health Policy Analyst
Republican Policy Committee
(202) 224-2946
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From: Jacobs, Chris (RPC)
To: Jacobs, Chris (RPC)
Subject: Key Democrat Calls for Slowing Down Obamacare"s Regulatory Train Wreck
Date: Monday, August 22, 2011 10:00:11 AM

On Meet the Press yesterday, former Democrat Congressman Harold Ford Jr. called for a
moratorium on new regulations – including new regulations under Obamacare.  An excerpted
transcript is below; the full transcript can be found here.
 
At a time when unemployment remains near record high levels, and tens of millions of Americans
are out of work, the Administration has already released more than 9,000 pages of Obamacare-
related regulations, notices, and other mandates in the Federal Register – with many thousands of
pages still being developed.  All these mandates will raise premiums for individuals and families,
increase costs for businesses, and ultimately impede job creation.  Both Rep. Ford, and CNBC’s
Maria Bartiromo, indicated that pending health care regulations are creating uncertainty among
businesses that is harming the economy.  Why can’t President Obama see that himself, and call off
the harmful Obamacare regulations before the economy incurs any more damage…?
 
Chris Jacobs
Health Policy Analyst
Republican Policy Committee
(202) 224-2946
 

REP. FORD:  I would have to think if you are--we're fortunate around this table to be
dutifully employed, some people with more than one job.  The reality is, if you have a jobs
plan, put it out.  The same as I would say for Michele Bachmann.  If she has a plan to get gas
prices down to $2, she ought to give it to President Obama and let him implement it now so
Americans can be spared the agony.  Two, I hope the president does what E.J. said.  I hope
he's bold.  E.J. and I may define bold differently, but he's got to come out, I think, with a
plan to create certainty around regulations.  I would all--I'd ask and encourage a moratorium
on new regulations even with some parts of the healthcare bill because, if you listen to big
business people in the country, they're concerned about their costs going forward.  You look
at industries that are growing, the oil and gas industry, how do you get people back to work
in industries where they're ready to hire?  There are things that you can do right away.  And
there's no doubt, I think a repatriation tax, lowering this tax so many can come back in the
country, can go to the federal government, the tax dollars, and a lot of that money people
worry it will be spent on dividends or it'll be spent on stock buyback.  Who cares?  If the
money comes back to the U.S., and--U.S. investments benefit, the economy benefits because
the stock market goes up.

MS. GUTHRIE:  Real quick, Maria.

MS. BARTIROMO:  That's the issue.  I mean, the president needs a short-term and a long-
term plan.  On the short-term, a plan that the markets can believe. The markets are built on
confidence.  People need to have confidence that we actually see a plan that will encourage
businesses to create jobs.  Right now all we're ever hearing about is, "Oh, taxes will go
higher, the millionaires, the billionaires.  Corporations should carry the brunt." That's why
they're sitting on--the corporate sector is the strongest that we've seen in a long time. 
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They've got $2 1/2 trillion in cash.  But they're not putting the money to work because they're
anticipating costs going higher later.  And on the point on regulation, Dodd-Frank is the law
of the land.  So why are the rules being written now?  Businesses do not know what they're
business is going to look like in six months, so they're not going to add heads to the payroll.

REP. FORD:  They need to be stopping so critical of Wall Street as well.  I mean, Wall
Street and Main Street are the same.

MS. BARTIROMO:  Exactly.

REP. FORD:  When Wall Street does well...

MR. DIONNE:  Can I speak for Main Street, please?

MS. GUTHRIE:  Yes.

REP. FORD:  Sure.  But, E.J., I'm not, I'm not...

MS. GUTHRIE:  E.J., go.

MR. DIONNE:  You know, I mean, the problem in this economy is there isn't demand and I
do--Harold's right--I do want the president to be bold.  And I think--I've been watching
CNBC more than I ever have before, and enjoying it. And I've seen one CEO after another
come on there and say, "Austerity is not the thing you do when we may be heading into a
second recession." We need government to step in.  The governments around the world in
March of 2009 got together and organized an international stimulus plan which kept us from
falling into a depression.  The president's got to go out there with support from the business
folks I see all the time on CNBC.  It's not just--it's not about regulation, it's about demand.

MS. BARTIROMO:  It's about both.  There's a demand story, but there's also a regulatory
environment which people still do not know and understand how it is going to look in six
months.

REP. FORD:  Health care's a part of that too, Maria.

MS. BARTIROMO:  Absolutely, health care's a part of it.
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From: Jacobs, Chris (JEC)
To: Jacobs, Chris (JEC)
Subject: Key Points from Today"s Medicare Trustees Report
Date: Monday, April 23, 2012 1:47:37 PM

The official Medicare trustees report has now been posted online here.  Here’s a quick take about
what you need to know in the report:
 

1. Insolvency One Year Closer:  Contrary to predictions made in this space this morning, the
insolvency date for the Medicare Hospital Insurance Trust Fund remains at 2024 – despite
the 2% sequester cuts scheduled to take effect beginning in January.  In other words, if not
for the sequester cuts insisted on by Congress, Medicare’s financial stability would have
deteriorated even further.  As it is, we’re still one year closer to Medicare running out of IOUs
to cash in to pay its bills (see #3 below).

 
2. Obama Economy Making It Worse:  As the Associated Press noted, “Social Security’s finances

worsened” – and Medicare’s finances did not improve, sequester notwithstanding – “in part
because high energy prices suppressed wages, a trend the trustees see as continuing.  The
trustees said they expect workers to work fewer hours than previously projected, even after
the economy recovers.”  President Obama’s poor economic record is not only harming
workers today, it will harm future generations – seniors in current entitlement programs
that are less secure, and children and grandchildren forced to pay the bills for skyrocketing
spending – for decades to come.

 
3. Deficits as Far as the Eye Can See:  The report once again confirms that the Medicare

program is already contributing to the federal deficit, will continue to do so throughout
the coming decade, and forever thereafter.  Since 2008, the program has run cash flow
deficits; this year’s deficit is expected to total $28.9 billion.  The only thing keeping the
program afloat financially is the sale of Treasury bonds in the Medicare Trust Fund – and the
redemption of those paper IOUs increases the federal deficit.

 
4.        Funding Warning:  For the seventh straight year, the trustees issued a funding warning

showing that the Medicare program is taking a disproportionate share of its funding from
general revenues, thus crowding out programs like defense and education.  While in theory
this development should prompt the President to follow his statutory requirement to
submit legislation remedying this funding shortfall, the White House has previously refused
to do so – relying instead on a signing statement by President Bush to ignore the need for
Medicare reform (and also breaking the President's campaign promises in the process).

 
5. Unrealistic Assumptions:  For the third straight year since the passage of Obamacare, the

report features a statement of actuarial opinion by the non-partisan Medicare actuary (pages
277-279 of the report), who says “the financial projections shown in this report...do not
represent a reasonable expectation for actual program operations.”  The actuary will again
issue an alternative scenario for Medicare’s unfunded obligations that he views as more
realistic, because the major source of Medicare payment reductions in Obamacare may not
be sustained over a long period of time.
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6. Double Counting:  The actuary also previously confirmed that the Medicare reductions in

Obamacare “cannot be simultaneously used to finance other federal outlays and to extend
the [Medicare] trust fund” solvency date – rendering dubious any potential claims that
Obamacare will extend Medicare’s solvency.  As Speaker Pelosi admitted last year, Democrats
“took a half a trillion dollars out of Medicare in [Obamacare], the health care bill” – and you
can’t improve Medicare’s solvency by taking money out of the program. 

 
7. Massive Tax Increases:  Today’s report again confirms that Medicare’s finances are also being

bolstered by the extension of the health care law’s “high-income” tax – which is NOT indexed
for inflation – to more and more individuals over time.  Page 30 of the report notes that “by
the end of the long-range projection period, an estimated 80 percent of workers would pay
the higher tax rate.”  As JEC recently reported, these tax increases are part of the $4 trillion in
“revenue enhancements” over the next 25 years taking place thanks to Obamacare.  When
Democrats talk about raising taxes to reduce the deficit, keep in mind that they have already
raised taxes in a way that will harm middle-class families over time – and that those tax
increases were used not to reduce the deficit but to pay for new and unsustainable
entitlements.

 
8. Seniors Losing Coverage, Part I:  Table IV.C1 of the report notes that millions of seniors will

lose their current Medicare Advantage plans – enrollment is projected to fall from 13.5
million this year to 9.7 million by 2017.  However, thanks to the waiver/demonstration
program announced by the Administration, and criticized by the Government Accountability
Office in a report this morning, enrollment in Medicare Advantage will not begin falling until
after the President has completed his re-election campaign.

 
9. Seniors Losing Coverage, Part II:  Table IV.B10 of the report re-stated prior projections that

enrollment in employer-sponsored retiree drug plans will fall from 6.8 million in 2010 to a
mere 800,000 by 2016 – a drop of nearly 90%.  This rapid decrease in enrollment occurs
thanks to provisions in Obamacare that raise taxes on employers who continue to offer
retiree drug coverage.

 
Chris Jacobs
Senior Policy Analyst
Joint Economic Committee
(202) 224-5171
 

Unfunded Obligation Projections for 75-Year Budget Window (2012-2086)
 

 2009 Trustees’
Report pre-
Obamacare
(in trillions)

2011
Trustees’
Report (in
trillions)

2011
Alternative
Scenario (in

trillions)

2012
Trustees’
Report (in
trillions)

2012
Alternative
Scenario (in

trillions)
Part A (Hospital
Insurance)

$13.4 (1.7% of
GDP)

$3.0 (0.3% of
GDP)

$8.3 (0.9% of
GDP)

$4.8 (0.3% of
GDP)

Not Yet
Released

Part B $17.2 (2.2% of $13.9 (1.6% $21.0 (2.4% of $14.8 (1.6% Not Yet

2382



(Obligations less
beneficiary
premiums)

GDP) of GDP) GDP) of GDP) Released

Part D
(Obligations less
beneficiary
premiums and
state “clawback”
payments)

$7.2 (0.9% of
GDP)

$7.5 (0.8% of
GDP)

$7.5 (0.8% of
GDP)

$6.8 (0.7% of
GDP)

Not Yet
Released

TOTAL $37.8 (4.8% of
GDP)

$24.4 (2.8%
of GDP)

$36.8 (4.2% of
GDP)

$26.4 (2.9%
of GDP)

Not Yet
Released
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From: Aaron Cooper
To: Alex Weintz; Katie Altshuler; Andrew Silvestri; Glenn Coffee; Denise Northrup
Subject: KOSU - Lawmakers Question New Grant for OK
Date: Wednesday, March 02, 2011 10:29:06 AM

Lawmakers Question New Grant for OK

http://kosu.org/2011/03/lawmakers-question-new-grant-for-ok/
 
Oklahoma is one of seven states getting a grant from the Federal Government to set up health care exchanges in

the state.

The money helps the state continue work started several years ago.

But, not everyone is happy with who is giving the money to Oklahoma.

It’s called an “early Innovator” grant.

Oklahoma is accepting $54 million from the Department of Health and Human Services, the largest grant

awarded to the seven states.

House Speaker Kris Steele says he’s excited about the opportunity to strengthen the Oklahoma Exchange

system.

“What we want to do with this innovator grant is, in essence, develop the infrastructure that will allow

Oklahomans from all over the state to be able to know exactly what their options are as far as health coverage is

concerned and how to enroll in those options.”

Speaker Steele believes Oklahoma was awarded the money because of the work done with Insure Oklahoma

and SoonerCare.

He says the Oklahoma Exchange will increase competition and help Oklahomans make informed choices.

“It’s going to be a one stop shop that anybody in the state of Oklahoma can go to a particular website and know

instantly what all the options for health care coverage are and how to access those options, how to enroll in

those options, what benefits are covered by a particular plan.”

But, some state lawmakers aren’t happy with who’s providing the money to Oklahoma.

“We’re trying to say on one hand we don’t want ObamaCare, and then we’re getting the vibes out that we’re

wanting to take the money for ObamaCare.”

That’s Representative Mike Ritze who has legislation working its way through the legislature which would nullify

the Federal Health Care bill passed last year.

He says by accepting this money it puts the state in lock-step with the Federal Government.

“It’s overwhelming statewide that people do not want ObamaCare, but now we’re taking a grant for this exchange.

Is this going to put us in a really touchy situation to where we could be sued for not really going along with what

they’re accepting?”

The Broken Arrow Republican says the plan outlining the grant would require any exchanges to meet coverage

requirements and standards prescribed by the Health Care Law.

“I don’t know what our problem is. Are we not communicating as a state with the legislature and with the people,

because the people do not want anything to do with it? I don’t know whether we got disjointed or what happens

here.”

The information on the grant came out last Friday at four in the afternoon with a press release showing support

from Governor Fallin, Speaker Steele, Senate President Pro Tem Brian Bingman, and Health and Human

Services Secretary Terry Cline.

Doctor Cline says by 2014, all states will be required to launch health insurance exchanges and those not in

compliance will be directed by the Federal Government.
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“We plan on being well ahead of that curve. We will have our own Oklahoma product. We’ll have it in place. We’ll

be launched by that period of time. And, by doing that we will actually avoid having the federal government

dictating what our exchange will look like.”

Newly elected Insurance Commissioner John Doak was also listed in support of the grant in Friday’s press

release.

Like Doctor Cline, he worries about not having a say in the exchanges.

“We have to be at the table from the regulatory aspect to make sure that when this is set up that Oklahomans

have good regulatory aspects in place, the agents and brokers are the ones that would be delivering the products

and services.”

Doak agrees with Representative Ritze that the federal health care law is a slippery slope.

He says it doesn’t interfere with any state legislation or state question against the law or with the lawsuit filed by

Attorney General Scott Pruitt.

But, he also believes the Governor should be accepting the grant.

“I think Governor Fallin made a wise choice: One which I support from the insurance department, as long as we

can make sure that we have a seat at the table and watch every detail that comes across.”

Commissioner Doak ran against the federal health care law last year as did State Senator Ralph Shortey.

The Freshman Senator disagrees with Doak on accepting the money.

“Even if it’s extra money, the fact is the federal government is going into deficit hand over fist every single minute.

I cannot support this country going into more deficit even if it’s a benefit to us because we are just contributing to

the problem at that point.”

The Oklahoma City Republican says he doesn’t believe Oklahoma should get involved in any part of the Federal

Health Care Law.

“Fact is, if we receive these funds, it’s just welfare and statewide welfare at that point. I don’t want to be a part of

that, and I know most of the people in Oklahoma don’t want to be a part of that. Let us handle our own

problems.”

Other states getting money include $31 million to Kansas, $48 million to Oregon, $37 million to Maryland and

$27 million to New York.

 
 
______________________________________
Aaron Cooper
Press Secretary
Governor Mary Fallin
aaron.cooper@gov.ok.gov
t - (405) 522-8878
c - (405) 759-0468
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Krista Drobac 
Director, Health Division 
National Governors Association 
Center for Best Practices 
 
Krista Drobac was named director of the Health Division in the National Governors 
Association in the Center for Best Practices in 2011.  As Division Director, Ms. Drobac 
directs state technical assistance, research, policy analysis and project development for all 
health issues. The division works with states to share and implement best practices on 
health care issues facing states including health care reform, Medicaid, health IT, and 
public health programs.   
 
Krista joined NGA after serving a Senior Advisor at the Center for Medicare and 
Medicaid Services, both within the Center for Consumer Information and Insurance 
Oversight and the Center for Medicaid, CHIP and Survey & Certification.  Previously, 
Krista was Deputy Director of the Illinois Department of Healthcare and Family Services 
and spent five years as a health advisor in the U.S. Senate.  Krista received her M.P.P. 
from the Kennedy School of Government at Harvard University, and her B.A. in political 
science from the University of Michigan. 
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From: Reed Downey
To: ;
Subject: Kudos to Governor Fallin
Date: Monday, November 19, 2012 1:58:24 PM

Kudos to Governor Fallin for refusing to go alone with ObamaCare!

 
reed
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From: Michael Cannon
To: Katie Altshuler
Subject: LA Times oped: Dislodging Obamacare
Date: Thursday, November 29, 2012 9:36:13 PM

latimes.com/news/opinion/commentary/la-oe-cannon-defeat-obamacare-
20121130,0,2513321.story 

latimes.com
Op-Ed
Dislodging Obamacare
The healthcare law is still unpopular, unsustainable and vulnerable.
By Michael F. Cannon
November 30, 2012
Republicans believed a Mitt Romney win would seal Obamacare's fate. Democrats
— or rather, the lonely two-fifths of Americans who support the president's
beleaguered healthcare law — believed an Obama win would secure its future.
Both sides were kidding themselves.
Romney may have pledged to repeal the law, but his positions on Obamacare had
the life span of a rainbow. He supported an identical law when he got the credit for
signing it as governor of Massachusetts. He then opposed Obamacare when that's
what GOP primary voters wanted to hear, and later endorsed parts of it when he
thought that's what moderate voters wanted to hear. Anyone who put stock in
Romney's pledge to fight for repeal simply wasn't paying attention.
Democrats are likewise deluding themselves if they think the law is safe because
Obama wields the veto pen. The greatest threat to Obamacare was never a Romney
presidency but Obamacare itself.
The law remains vulnerable because of its unpopularity, the compromises that
unpopularity forced on its authors and the Supreme Court's ruling that part of it is
unconstitutional. These factors guarantee repeal will remain a viable issue, and —
I predict — that the president will ultimately sign a bill making major changes, at
the very least.
In its ruling on the healthcare law, the Supreme Court gave states the freedom to
decline Obamacare's costly Medicaid expansion. Insurers, hospitals and
pharmaceutical companies were counting on the subsidies that came along with the
expansion to offset the cuts and new costs the law imposes on them. The fact that
many states have said they won't implement the expansion will lead to those
groups putting pressure on Congress to reopen the law.
There is a similar problem with the law's other entitlement program: the health
insurance exchanges Congress created as a conduit for $800 billion in tax credits
and subsidies whose purpose is to hide the cost of the law's health insurance
provisions.
Obamacare's instant unpopularity, and the fear of being accused of backing a
federal takeover of healthcare, moved moderate senators such as Joe Lieberman (I-
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Conn.) and Ben Nelson (D-Neb.) to demand the exchanges be run by the states.
The bill would not have cleared the Senate without that concession.
As the Supreme Court reaffirmed when it struck down the Medicaid mandate,
however, Congress cannot constitutionally command states to implement a federal
program. Instead, the law asks each state to create an exchange, and orders the
federal government to create one in states that don't. To encourage states to
cooperate, it offers health insurance tax credits and subsidies only in state-created
exchanges. California's Department of Insurance estimates that even with those
subsidies, premiums could rise — by roughly 25% in West Los Angeles, for
example.
Contrary to expectations, more than 30 states have refused to create exchanges or
are dragging their heels. And with good reason: State-created exchanges bring
higher taxes.
The very tax credits that are contingent on states implementing an exchange are
also an essential part of the trigger mechanisms for the law's penalties on
employers and individuals who don't purchase health insurance. Since those tax
credits are only available through state-created exchanges, states can exempt their
employers from penalties of up to $2,000 per worker simply by not creating
exchanges. By my count, states can collectively exempt 18 million Americans
from other penalties that, by 2016, will reach $2,085 on families of four earning as
little as $24,000. California could exempt all employers and 2.6 million residents
from those penalties just by scuttling its exchange.
The repercussions would be tremendous. The purpose of those credits and
subsidies is to hide the cost of the law's mandates and regulations. Blocking them
would not increase the law's costs; it would reveal those costs to insurers and
consumers. Under those circumstances, even vulnerable Democratic senators
probably would demand that Congress reopen the law. That seems rather likely: 14
states have enacted statutes or constitutional amendments that explicitly prohibit
state employees from even assisting in the imposition of such penalties, a key
function of an exchange.
To be sure, the Internal Revenue Service is trying to impose those penalties even
in states that don't create exchanges. Oklahoma's attorney general has sued to stop
them, and additional lawsuits probably will follow.
If any such lawsuits prevail, employers will flee states like California that have
created exchanges to seek refuge in states such as Arizona, where those penalties
do not apply. Even states that have been eager to implement the law would join
the "reopen Obamacare" chorus.
Other legal challenges could also bring down the law. The Pacific Legal
Foundation is challenging the individual mandate, which originated in the Senate,
even though the Constitution requires that tax measures originate in the House.
The mandate is also vulnerable because it is not uniform across all states. And
more than 40 lawsuits allege the law violates the 1st Amendment's protections of
religious freedom.
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Obamacare is unpopular, unsustainable and vulnerable for the same reasons it
always has been. It imposes too many costs on too many people and makes
healthcare more costly and scarce, not less. It needs to go. That can still happen.
Michael F. Cannon (@mfcannon) is director of health policy studies at the Cato
Institute and the coeditor of "Replacing ObamaCare."
Copyright © 2012, Los Angeles Times
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From: Jacobs, Chris (RPC)
To: Jacobs, Chris (RPC)
Subject: Latest Obamacare Gimmick: Waive the Waivers!
Date: Monday, August 22, 2011 7:00:09 AM

In a typical Friday afternoon “data dump,” the Administration quietly announced late last week it
had approved 106 new waivers to Obamacare’s onerous insurance mandates.  That now means that
1,472 plans with nearly 3.4 million people have obtained waivers from just some of Obamacare’s
new federal requirements.
 
Once again, unions continue to receive a disproportionate share of the waivers being granted.  Two-
thirds of all the individuals obtaining waivers in the past month were members of union plans. 
More than half of the total number of individuals who have received waivers overall – nearly 1.7
million – participate in union health plans.  The Administration has yet to explain why union
members represent such a high proportion of those receiving waivers.
 
Just as interesting, the Administration sent an e-mail notification to Hill staff on Friday afternoon,
which included the following statement:

In response to questions as to whether the restriction on annual limits applies to HRAs,
CCIIO published supplemental guidance today clarifying that stand-alone HRAs in effect
prior to September 23, 2010, as a class, are exempt from applying individually for an annual
limit waiver.  This policy applies to plan years beginning on or after September 23, 2010, but
before January 1, 2014. 

In other words, any and all firms operating Health Reimbursement Arrangements (HRAs) received a
blanket waiver from having to apply for individual firm waivers of the Obamacare mandates. 
Reducing the paperwork requirements is undoubtedly a good thing for those particular businesses –
indeed, some would argue that anyone should be able to obtain a waiver, not just those plans
offering HRAs.  But it also conveniently allows the Administration to reduce the number of firms
having to apply for waivers – limiting the Administration’s political embarrassment on an issue that
has drawn public scrutiny.  Which factor – reducing paperwork for business, or engaging in political
damage control – do YOU think was the prime motivation for this about-face…?
 
Chris Jacobs
Health Policy Analyst
Republican Policy Committee
(202) 224-2946
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From: Jacobs  Chris (RPC)
To: Jacobs  Chris (RPC)
Subject: Latest Survey Shows Costs Continue to Rise
Date: Wednesday, September 21, 2011 10:36:15 AM

Mercer is out with preliminary results of its survey of employer health costs for 2012, and it shows a continued upward trend in
health spending by employers.  Employers project benefit costs will go up by 5.4 percent in 2012, a rate that “remains well above
both general inflation and growth in workers’ earnings.”  What’s more, cost growth would be significantly higher – 7.1 percent – if
many businesses had not decided to trim their benefit packages; many firms are raising contributions for self-only coverage (33%),
raising contributions for dependent coverage (36%), raising deductibles and other employee cost-sharing (33%).  Overall, more than
six in ten employers (61%) are raising employee cost-sharing in some way – this at the same time that premiums themselves
continue to go up by more than inflation.
 
Some may claim that next year’s projected increases of “only” 5.4 percent – still well above inflation – represents a “successes,”
because premium growth slowed in some cases.  But as the Mercer release itself acknowledge, to the extent health care spending
trends slowed, they have likely been due to the bad economy and individuals foregoing treatments – which is reflective of the
“stimulus’” failure to create the jobs it promised.   Moreover, the President repeatedly promised during his campaign that he would
“cut” premiums by an average of $2,500 per family – meaning premiums would go DOWN, not merely just “go up by less than
projected.” (A visual representation of the rhetoric versus reality is pasted below.)  Today’s survey once again demonstrates how
Obamacare is failing to live up to its promises.
 
Chris Jacobs
Health Policy Analyst
Republican Policy Committee
(202) 224-2946
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From: Ray Carter
To: Ray Carter
Subject: Lawmakers Approve Long-Term Care Act
Date: Tuesday, March 08, 2011 10:30:35 AM

 
Oklahoma House of Representatives

Media Division
March 8, 2011

 
FOR IMMEDIATE RELEASE:
Contact: State Rep. Sally Kern
Capitol: (405) 557-7348
 

Lawmakers Approve Long-Term Care Act
 
OKLAHOMA CITY – Lawmakers voted today to increase access to long-term care counseling
services to help Oklahoma’s elderly.
            House Bill 1554, by state Rep. Sally Kern, creates the Options Counseling for Long-term
Care Program within the Department of Human Services Aging Services Division.
            “It is important that Oklahoma’s elderly citizens and their families have access to the
information needed to ensure an individual receives the care needed and desired through the
final days of his or her life,” said Kern, an Oklahoma City Republican who chairs the House
Long-Term Care and Senior Services Committee. “There are many factors that must be
considered as families make these important decisions, and this program will help citizens
access relevant information in a timely manner.”
            The bill states that “access to information regarding all components of a long-term care
support system is necessary to empower the elderly and persons with disabilities in planning,
evaluating, and making decisions to meet their individual long-term care support needs
appropriately.”
            Under the bill, the Options Counseling for Long-term Care Program would be designed
“to allow for an integrated system that facilitates navigation of the variety of private and public
resources available; minimizes service fragmentation; reduces duplication of administrative
paperwork procedures; enhances individual choice; supports informed decision-making; and
increases the cost-effectiveness of long-term care services and support systems.”
            Because options counseling helps individuals avoid unnecessary institutionalization,
Kern said the legislation could result in fewer people entering nursing facilities while other
residents may get assistance in transitioning out-of-nursing facilities.

Implementation of the program would be funded through federal grant money that does
not require a state match.
            The bill prohibits the program from being used to implement any provisions of the new
federal health care reform law, informally referred to as “ObamaCare.”

House Bill 1554 passed the Oklahoma House of Representatives on a 94-4 vote. It now
proceeds to the state Senate.
 

-30-
NOTICE: The information in this email is confidential, legally privileged, and exempt
from disclosure under law. It is intended solely for the addressee. Access to this email
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by anyone else is unauthorized. If you are not the intended recipient, any disclosure,
copying, distribution or any action taken or omitted to be taken in reliance on it, is
prohibited and unlawful. The Oklahoma House of Reps does not warrant any e-mail
transmission received as being virus free, and disclaims any liability for losses or
damages arising from the use of this e-mail or its attachments. Recipients of e-mail
assume the risk of possible computer virus exposure by opening or utilizing the e-mail
and its attachments, and waive any right or recourse against the House by doing so.
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From: Alex Weintz
To: Katie Altshuler
Subject: Let me know when i can send: Letter: Gov Fallin asks lawmakers to support HB 2130 and Oklahoma Health

Insurance Exchange
Date: Tuesday, March 22, 2011 3:52:28 PM
Attachments: 3-22-11 Governor Fallin letter to lawmakers.pdf

This is with updated letter and text – let me know when I can send this
 
All –
 
In a letter sent today to all Oklahoma State Senators and Representatives, Governor Mary Fallin
asked lawmakers to pass legislation (HB 2130) furthering the creation of an Oklahoma Health
Insurance Exchange. The letter (attached) explains that an Oklahoma based health insurance
exchange:

-          Will help to avoid the forced implementation of a federal exchange run by the Obama
administration and  Washington, D.C.

-          Will be run using conservative, free market principles
-          Will empower consumers by providing them with more information and ultimately lower

health insurance costs in Oklahoma
 
The full text of the letter is below:
Dear Lawmaker,

As you may know, this Wednesday, March 23, will represent the one year
anniversary of the enactment of President Obama’s Patient Protection and Affordable Care
Act (PPACA). I believe, as I know many of our legislators and the majority of our citizens
do, that the PPACA is unconstitutional, fatally flawed and ultimately harmful to our economy
and the health of our citizens. That is exactly what I told both the Obama administration and
our federal lawmakers, in no uncertain terms, when I voted against the law as a United States
Congresswoman.

As governor of Oklahoma and as a citizen, it is my great hope that the PPACA is
either repealed by federal legislators or else is struck down by the United States Supreme
Court. Our Oklahoma Congressional delegation has my full support as they work towards the
former option, and Attorney General Scott Pruitt has my support and encouragement as he
leads Oklahoma’s legal challenge.  As governor, I have sent multiple letters to the White
House explaining the unreasonable economic burdens the PPACA places on Oklahoma and
have requested that the White House fast track the lawsuits against President Obama’s health
care law to the Supreme Court. In short, I have been proud to be part of a united conservative
front in Oklahoma opposing what I believe to be one of the most dangerous and
counterproductive pieces of legislation to come out of Washington in decades.

I remain deeply concerned, however, that the PPACA will remain the law of the
land for some time to come. As long as that is the case, the president’s law will continue to
actively assault both the rights of our citizens and the tenth amendment rights of our states.
For that reason, I believe Oklahoma’s lawmakers must continue to find new ways to prevent
a federal takeover of our health care system in Oklahoma.

One of the most important ways we can fight that federal takeover is to
implement an Oklahoma-based, free-market health insurance exchange so that
Washington does not force its own model on the state. While we have already begun to
create that exchange, the next step in the process is the passage of HB 2130, which
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creates a governing board for the program. I am writing now to ask you to support that
legislation.

Under current law as outlined by the PPACA, the federal government will begin
establishing a federally designed and run health insurance exchange in 2013 in all 50 states
except those that have begun implementing their own state-based exchanges. If we do not
develop our own exchange, if we instead do nothing, then we will be powerless to oppose the
creation of a federally run program in Oklahoma.

As you may know, health insurance exchanges, when done right, have long been
a conservative idea. In 2009, our Legislature authorized the creation of such an exchange
based on a proposal introduced by the conservative Heritage Foundation.

Using that model, the Oklahoma Health Insurance Exchange we are seeking to
create will be an online health insurance market that empowers consumers by providing
vastly improved access to information on private insurance products and expanding the
purchasing power of individuals and small businesses. Private insurance products will be sold
to meet individual needs, insurers will compete to promote real choices for consumers and
the free-market will work to lower costs. Unlike the federal exchange Washington may try to
force on us, the exchange we are trying to build offers a positive, free-market alternative to
the big government, tax-and-spend plan that is the PPACA.

If we do not pass HB 2130 and implement an Oklahoma-based exchange, the
results will be devastating for those of us who oppose ObamaCare and the federal intrusion it
represents. Without an Oklahoma exchange, the state is virtually guaranteed to be subject to
a federally run, Washington D.C. substitute. And unlike the one we develop here in
Oklahoma, that federal exchange will rely on public health care plans and be funded by
public debt for many years to come.

For that reason, a vote against an Oklahoma Health Insurance Exchange and HB
2130 is a vote to leave Oklahoma defenseless against a federal takeover, as mandated by
ObamaCare, beginning in the year 2013.

As a conservative, I hope the PPACA is long gone by then. I join the majority of
our lawmakers, as well as the majority of our citizens, in being passionately opposed to the
federal health care law. It is my great hope to see it overturned or repealed. But I believe we
have an obligation to plan for a future where that may not happen. And in the event the
federal health care law is not overturned by 2013, I am not willing to allow the federal
government to seize what has been a conservative idea and turn it into something
unrecognizable and harmful to the state of Oklahoma and its citizens.

For all these reasons, I hope you will join me in supporting a free-market,
conservative exchange and defend Oklahoma against the federalization of our health
insurance by voting for HB 2130.
 
Sincerely,
 
Governor Mary Fallin
 
 
 
Alex Weintz
Communications Director
Office of Governor Mary Fallin
phone: (405) 522-8819
cell: (405) 535-7317
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Alex.Weintz@gov.ok.gov
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From: 
To: 
Subject: 
Date: 

Dear Patriot, 

Please see the message below from American Seniors Association -- a paid 
sponsor of the Grassroots Action Alert newsletter. These sponsorships help us 
provide Grassroots Action Alerts at no cost to you. 

Grassroots Action Alert 

++++++++++++++ 

banner 

Dear Fellow Conservative, 

The Supreme Court has spoken. Obamacare is now the 
law of the land. 

Not surprisingly, the ultra liberal AARP is downright giddy
even though Obamacare cuts $500 billion from Medicare and 
puts the federal government in charge of life-saving 
medical decisions. 

Fortunately, AARP isn't the only voice for seniors. 
We're the American Seniors Association (ASA) -
the leading conservative alternative to AARP with over 
13 million members strong. 

Right now, we're fighting Obamacare tooth and nail , and we 
won't be satisfied until it is REPEALED. 

Ill 
July 25, 2012 
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       If you want to join us in our fight ... if you want your 

conservative voice heard loud and clear in the 2012 election ...

 

       I urge you to join ASA today.  Membership costs only
$15 a year for both you and your spouse!  And it entitles
you to a host of money-saving benefits.

With your ASA membership, you'll enjoy:

 

Access to affordable Medicare Supplement and dental insurance

Prescription drug discounts 

Special auto club and travel discounts 

Free online banking and much more!

       ASA was founded in 2004 to give a voice to people like you and

me.  We defend the Constitution and fight for the principles of limited

government that made America great.  

 

       We're not a "Washington" group.  We consider ourselves outsiders,

demanding that our representatives listen to the voices of patriotic

citizens across the nation. 

 

       Dick Morris, the famous Fox News analyst, says "the American

Seniors Association fights for seniors and all Americans while the

AARP has betrayed them with its support of Obamacare." 

 

       Rest assured, ASA will STAND WITH YOU on the issues that
matter most - the issues that affect you, your children and
grandchildren. 

 

 We believe in common-sense conservative solutions and
advocate Five Foundations of Security for America's Seniors
 

Rebuilding National Values Respecting America's Seniors

Reform Social Security

Reform Medicare

Reform Tax Code

Control Overspending 

     It's part of ASA's mission to provide seniors with the choices,

information and services they need to live healthier, wealthier lives. 
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sig

If you believe the left-wing AARP is out of touch with your views on

so many issues affecting seniors ... 

  

     If you believe Obamacare MUST be repealed ...

 

 

     Please accept my invitation to join ASA today by going here
now.   Remember, membership costs only $15 for both you AND
your spouse.

  

     Make your conservative voice count by joining ASA today. 

Together, we can help restore America's greatness.

  
Sincerely,

 
 
 
 

Phil Kent
Chief Executive Officer
American Seniors Association
 
 
P.S.  The upcoming election may be the most important of our lifetime.  
We cannot afford to sit on the sidelines.  With your support, we 
can make our voices heard and fight for the REPEAL of 
Obamacare.  Go Here Now.

 
Click Here to Unsubscribe  

image10
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From: 

To: 
Sooner Tea Party 
Katie Altshuler 

Subject: 
Date: 

Let"s Secede From The Union! Uh, No Thanks 

Sunday, November 18, 2012 10:59:27 PM 

Forward this email to a friend 

IN THIS ISSUE: 

Sponsors this 
week: 

The Carpenter 
Shop 

358 North Rockwell 
OKC,Ok 
405-942-2644 
thecarpentershop. net 

The Carpenter Shop is 
a full line cabinet and 
countertop shop that 
travels all over the 
state building dream 
kitchens for discerning 
customers 

Claude Hall's 
Gun Shows 

Click Here For Previous Newsletter Archives 

Click Here to Sign Up for the Sooner Tea Party Email list 

Forward this email to a friend 

Did We Really Think We Could Find 70,000 
votes in a Recount? 

That is what we were asked when it became public that 
we were backing the Oklahoma Sheriff's race recount. 
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okcgunshow.com 
okcgs.com 

Claude Hall has 
always take care of 
the Tea Party and the 
Ron Paul activist 
community at his gun 
shows. 

His next OKC dates 
are: 

May 19th- 20th, 
July 14 - 15th, 
Oct 6-7th 
Nov 17- 18th 
Dec 15- 16 

Wolflaser.com 

This guy is a Noble 
Oklahoma based 
company that has 
great prices on 
electronics of all 
types and 
inexpensive toner 
and ink for your 
printer. 

People are funny, when they lack imagination they assume 
that others aren't very bright and assume the worst. 
What people didn't understand was our reason for helping 
Darrell Sorrels pursue a recount was that we didn't trust 
the voting machines or the people that programmed them. 

The initial concerns and rumors weren't that solid but they 
caused us to take the time to pick up a copy of the 
precinct by precinct results. Finding precincts that went 
four to one against Obama, even six to one against 
Obama, then those same precincts going two to one 
against the Republican candidate for sheriff, well that was 
bizarre. Then there was the four Republican officials that 
turned on the Republican Party and endorsed Whetsel, if 
they were that crooked then committing voter fraud is 
only a small step away. Then there are the voting 
machines themselves and while they appear to be quite 
accurate they also appear to be quite vulnerable to 
hacking. 

The voting machines used are eScans from Hart 
InterCivic, actually they are optical readers that accept 
marked paper ballots, read the voting information, and 
store in on a small memory card inside the machine. But 
the machines are only as good as the program they run 
on and only as honest as the people programming them 
and operating them. 

The process starts with the State Election Board asking 
each county to send in a list of races and candidates for 
the upcoming election. They then start putting together 
ballots for each precinct in the state, almost 2,000 
separate precincts. After proof reading and testing the 
ballots are sent to the county election boards for approval, 
then back to the state for actual printing using outside 
contractors. 

Before the election date the states sends each county a 
separate program for each precinct in the county. As an 
example, an election worker takes the program for 
Oklahoma County, downloads all 265 precinct software 
files, then transfers the program for each precinct into 
each precinct's ballot scanning machine using a thumb 
drive. After the election the vote count is downloaded 
from the ballot scanning machine. 

What the optical scanner does is look in specific locations 
for marks and according to where a mark is found it 
records one vote for a candidate, a state question, or 
other ballot issue. Cheating is as simple as switching the 
locations, have the machine report that a vote for 
candidate A is a vote for candidate B. Or insert a few 
lines of code that wipe out the vote total and substitute 
the vote total that you want. The programs can be 
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Comtec Security 

Comtec 
provides residential 
and commercial 
security systems in 
Oklahoma. 

There is only one 
thing you really 
need to know 
about Comtec's 
quality and pricing, 
they do not require 
a contract for their 
services. 

Customers are free 
to walk away if 
their service isn't 
top quality. 

Rodent 
ResistantChicken 
Feeders! 

$50 + Shipping 

written where after they perform the substitution the 
program will loop back and erase the code lines from the 
program itself, basically eating itself along with any proof 
that the machine was tampered with. 

This university study found four major areas of 
vulnerabilities in the eScan system: 

Failure to effectively protect election data 
integrity: Virtually every ballot, vote, election result, and 
audit log is forgeable or otherwise manipulatable by an 
attacker with access to the voting systems. Further issues 
expose voter choices and can lead to voter coercion and 
vote selling. These vulnerabilities place enormous burdens 
on the physical procedures of an election. Examples of 
these vulnerabilities are given in Section 3.1. 

Failure to protect an election from malicious 
insiders: Neither system provides adequate protections 
to ensure election officials, poll workers, or vendor 
representatives do not manipulate the system or its data. 
These attacks are often invisible after the fact, and 
therefore misuse is difficult or impossible to uncover later. 
Examples of these vulnerabilities are given in Section 3.2. 

Failure to provide trustworthy auditing: The auditing 
capabilities of the Premier and Hart systems are limited. 
Those features that are provided are subject to a broad 
range of attacks that can corrupt or erase logs of election 
activities. This severely limits the ability of election officials 
to detect and diagnose attacks. Moreover, because the 
auditing features are generally unreliable, recovery from 
an attack may in practice be enormously difficult or 
impossible. Examples of these vulnerabilities are given in 
Section 3. 3. 

Unsafe features and practices: The studied systems 
embrace dangerous designs and practices. Each system 
possesses undocumented features that are highly 
dangerous. Further, the visible lack of sound engineering 
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Advertise Your 
Business, Event, Or 
Service Here! 

$25.00 per week, 
tens of thousands of 
Oklahoman 
impressions every 
newsletter 

Rep Shumate married 

practices leads to widespread security and reliability 
failures. Examples of poor or unsafe coding practices, 
unclear or undefined security goals, technology misuse, 
and poor maintenance are pervasive. This general lack of 
quality leads to buggy, unstable, and exploitable systems. 
Examples of these vulnerabilities are given in Section 3.4. 

This university study found 27 new weaknesses in the 
eScan system in just nine weeks. They found that the 
machines could be quickly hacked using a common 
computer cable and a Palm PDA. But wait, some might 
say, we can trust election officials and technicians, right? 
According to this testimony before the Ohio legislature we 
cannot trust the insiders charged with running our 
elections. 

And even the technicians themselves have concerns 
according to this Qui Tam lawsuit where insider evidence 
of fraud were laid out. The Qui Tam lawsuit was 
eventually withdrawn after a Supreme Court decision 
removed the ability of the relator (the person blowing the 
whistle on the fraud) to recover legal fees. 

So the recount of the Oklahoma County Sheriff race was 
never about a handful of votes, it was about the integrity 
of our voting system. It was about our concerns that 
insiders had hacked the machines because surely the 
precincts that elected Representative Sally Kern and 
Representative Charles Key wouldn't support a Republican 
presidential candidate and then support a Democrat for 
sheriff. But it turns out that those voters did just that. 

I always remind people that when we fight we don't really 
have to win the battle as long as we learn how the 
system works and gain strength as we go. In this case 
we got to work with renowned attorney Steven Jones, 
scare the bejesus out of the establishment by coming up 
with the money to force a county wide recount, and put 
the issue into the media where citizens could learn that 
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the system could be corrupt and the County officials 
certainly were. At the end of the process the bad guys 
fear us just a little more and good government was the 
winner. 

Mary Fallin, Don't You Dare Implement Obama 
Care in Oklahoma 

Last week we made it clear to Governor Fallin that 
nothing has changed after the election, we still expect her 
to follow the will of the people and reject Obama Care in 
all forms. There are two things that must occur for 
Obama Care to be implemented in Oklahoma; Setting up 
a Health Insurance Exchange and expanding Medicaid. 

The recent U.S. Supreme Court prevented the feds from 
forcing us to expand Medicaid by stripping Obama's power 
to withhold all Medicaid funding. Bottom line is that we 
don't have to expand Medicaid at all. 

The decision also called on the states to defend their 
sovereignty by simply refusing to implement those federal 
policies they don't support. Here is what the justices said 
about states sovereignty and Obama Care: 

nThe Framers thus ensured that powers which "in the 
ordinary course of affairs, concern the lives, liberties, and 
properties of the people were held by governments more 
local and more accountable than a distant federal 
bureaucracy. The independent power of the States also 
serves as a check on the power of the Federal 
Government: 'By denying anyone government complete 
jurisdiction over all the concerns of public life, federalism 
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protects the liberty of the individual from arbitrary power' 
... In the typical case we look to the States to defend their 
prerogatives by adopting 'the simple expedient of not 
yielding' to federal blandishments when they do not want 
to embrace the federal policies as their own. The States 
are separate and independent sovereigns. Sometimes they 
have to act like it. " 

There it is folks, the Supreme Court is telling us that the 
states should simply refuse to implement Obama Care like 
they did in 2008 with the Real ID Act. They are telling 
Mary Fallin to pull up her big girl panties and start 
protecting Oklahoma's sovereignty. 

The majority of the federal programs that are eroding our 
freedom like Agenda 21, the Fusion Centers, education 
decrees, and other socialist leaning programs are usually 
implemented only because the feds dangle federal money 
in front of greedy politicians and special interest groups as 
bait. 

Fallin is likely to give in to the large insurance companies 
and hospitals and try to implement Obama Care if we 
don't pound her on the issue. And if she is foolish enough 
to allow the Obama Care Health Insurance Exchanges to 
be set up it is a one way trip, no taking them down later, 
and they MUST follow the Obama Care rules and 
regulations, there is no writing an "Oklahoman" version of 
the Health Insurance Exchanges. 

Call Fallin ( 405) 521-2342 and tell her that she had better 
leave this issue alone. And when you call, make sure you 
mention that you are with the Sooner Tea Party, 
individuals they can ignore, large groups they dare not 
ignore, and by identifying with us you greatly increase the 
impact of your phone call. Tell her that Medicaid 
shouldn't be expanded and that any form of Health 
Insurance Exchange will be a personal slap in your face 
that will be remembered come election time in 2014. 

Representative Jason Murphey sent out a really good 
email on the Obama Care battle coming up in the next 
session and he graciously allowed us permission to reprint 
his message in our newsletter. Here it is: 

The 2013 Battle over Federal Health Care Policy 

There are many within state government who understand 
that the long term fiscal impact of the federal health care 
law will be devastating. While the federal government may 
attempt to incur much of the expense up front, the policy 
clearly intends to shift massive amounts of cost to state 
government. 
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For the past several months, state leaders have anxiously 
awaited the Supreme Court decision on the policy and the 
2012 presidential elections. Had the court struck down the 
law or had Republicans won the election, the law could 
have been reversed and state government might not have 
been forced to make very tough decisions. 

Because of the election results, the next legislative session 
has become very important and here is why: 

Under the national health care proposal, state 
governments are allowed to make decisions as to the 
extent that the proposal is implemented. Those decisions 
are subject to coercion by the federal government because 
of their threat to reduce funding to the states. 

Fortunately, components of the Supreme Court's ruling 
greatly strengthened the position of state governments. 
The Court's decision took away some of the federal 
government's ability to act punitively against state 
governments that fail to implement the proposal's costly 
provisions. 

This doesn't change the fact that there will be a lot of fear 
mongering by those who want state government to give 
into federal demands and who will suggest all types of 
Armageddon-type outcomes should the state fail to 
implement the various provisions. 

However, I believe those who are aware of the states' 
rights under the Supreme Court decision will be able to 
keep the advocates of accepting federal mandates at bay. 
The federal government will also be inhibited from 
activating aggressively due its own looming financial crises 
and a divided Congress. These will make it difficult for the 
federal government to fund components of the plan that 
state governments refuse to fund. 

Regarding health care implementation, there will likely be 
two foremost schools of thought in the Legislature. 

One group will fail to show innovation and simply want to 
comply with the federal government either out of fear, 
because they are motivated by the special interests that 
benefit from the implementation of yet another big 
government program or because they do not have the 
imagination to dream of the day when Oklahoma would 
become liberated from federal mandates by rejecting 
federal money. 

The other group will likely propose innovative ideas to free 
Oklahoma of federal health care mandates and return 
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these programs to local- level control. Doing this may 
mean rejection of a substantial amount of federal dollars, 
but should allow the state to design a much more efficient 
substitute for Medicaid that will make up for the loss of 
federal dollars while improving the performance of the the 
program to those who are trapped within it. They will 
suggest designing a plan that isn't as susceptible to fraud 
as the existing Medicaid program and allows legitimate 
plan participants to control their own destiny through the 
infusion of market-driven concepts. They may attempt to 
not just move the state away from the continued 
federalization of health care policy, but to also provide 
innovative solutions in an effort to protect Oklahoma 
taxpayers and employers from the tax penalty implications 
of the federal program. 

I am starting to suspect that the federal health care 
proposal and this year's election might have been the final 
straw that pushes state governments over the line to the 
point where they will have the courage to reject federal 
funds and the punitive mandates that come with them. 
The governors of Florida, Virginia and Kansas have 
already made it clear that they will not implement 
components of the plan. Oklahoma should follow their 
lead. 

Thank you for reading this article. Your interest and input 
are much appreciated. Please do not hesitate to email 
Jason.Murphey@hd31.org with your thoughts and 
suggestions. 

Representative Murphy called it as he saw it; large 
companies want Obama Care so they can drop employee 
health insurance costs off their payroll and the hospitals 
want increased business from newly insured customers 
and less uninsured patients. Insurance companies want 
the new customers too and as they will be almost 
guaranteed a profit, this is a gravy train coming their way. 

Representative Joe Dorman jumped into the fray with a 
press release calling for a special session to address 
implementing Obama Care. Dorman drafted a petition 
for members of the Oklahoma House of Representatives to 
sign that could call the House into a special session so 
they can decide which action to take in regards to the 
health insurance exchange required by the federal 
healthcare reform law passed in 2010. During November 
sth's caucus meeting Dorman attempted to announce the 
petition but his microphone was cut off after House 
leaders thought he was trying to make a motion. 

In his press release Dorman said "We have a limited 
window of opportunity to act and take official action on 
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behalf of the state, and I thought it would be best to 
announce it today while most of the members are 
present." 

The deadline for states to implement a plan to create an 
insurance exchange was originally set for November, but 
the federal Department of Health and Human Services 
extended the deadline to December 14. 

"If we don't implement our own plan of action by the 
deadline, the federal government will come in and create 
one for us," said Dorman. "This is our opportunity to 
maintain some level of control over how our exchange is 
designed and functions if the legislators and Governor 
Fallin decide to go that direction. Oklahomans often say 
they don't like the federal government sticking its nose in 
our business, but they are really going to exert some 
extreme control over us soon if we don't act." 

Dorman said there are really only three options for the 
state: implement an exchange by using some existing 
exchange structure, allowing the federal government to 
come in and implement their own exchange or creating 
something entirely new that will comply with the federal 
guidelines currently in place. 

"My preference, if this is forced upon us, is to use some 
existing technology and infrastructure, such as SoonerCare 
or lnsureOklahoma," said Dorman. ''It will be the cheapest 
and fastest way to meet the deadline and maintain some 
control over health choices for Oklahomans." 

Well, I have news for you Joe. The Health Insurance 
Exchanges have to follow Obama Care guidelines so 
making a less destructive exchange isn't going to satisfy 
the feds. The best option is to refuse to participate or 
even take the state out of the Medicaid system altogether 
and let the feds pay for indigent care. 

And what was the State Republican Party doing about all 
of this talk of implementing Obama Care in 2013? They 
were busy planning a party to raise money. 

Start Bedlam Week right with our OKGOP Bedlam 
Bash! 

RSVP Online Today! 

Monday, November 19th 
6:00pm 

Oklahoma Sports Hall of Fame 
4040 N. Lincoln Blvd. 

Oklahoma City, OK 
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We need to do two things, send phone calls into the 
Governor's office and show up at that OKGOP Bedlam 
Bash with lots of flyers to hand out as people are coming 
into the event. 

Give old Mary a call ASAP. Call at night and leave an 
answering machine message if you are pressed for time 
during the day but please call! Even a few hundred calls 
will show her that Obama Care is the third rail issue of 
politics. 

If you want to help hand out flyers at the GOP event 
contact us for more information. A good crowd outside 
and a few thousand flyers might be a good way to warn 
Mary Fallin that the implementation of Obama Care will 
have political consequences. 

Say What? 

We get a lot of emails about articles in the newsletter and 
newspapers, most of which are fairly predictable and 
mundane, but once in a while an email comes through 
that makes you question the sanity of the writer and 
somewhat horrified that they hold a voter ID card. Here 
is an excellent example: 

"hello fellow tea party folk, I hope you are willing to listen 
to a point of view that does not see an event the same as 
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yours. I was at the Oklahoma republican convention, 
where we had to wade through phony delegates and liars, 
and that was before the convention even started. there 
were maybe 30% ron paul supporters but each one had 
at least one guest, some how the guest kept voting and it 
became 
a yelling contest every time the minority lost a vote. they 
did not come with solutions only anger . romney was not 
my first choice nor my second. but when some one on the 
stand mentioned him there was a snarl off to my left 
mormon, well that is my faith ,actually it is 
The Church of Jesus Christ of Ladder-Day Saints,! am a 
20 year veteran and I am still sworn to up hold the 
constitution, that includes freedom of religion. if Ron Paul 
draws this sort of ignorant trash then no he should not be 
allowed to hold any public office. and if he has no control 
over his group then he is no better than the other 
inexperienced idiot who got reelect. I am glad for my 
association with the tea party and I hope we can get a 
handle on these religious bigots 

respectfully 
Robert Batemon" 
Now let's deconstruct Mr. Batemon's arguments one by 
one. 

First off there is this: 
" .... we had to wade through phony delegates and liars, 
and that was before the convention even started. there 
were maybe 30% ron paul supporters but each one had 
at least one guest, some how the guest kept voting ... " 

Every delegate was vetted through the credentials 
committee that was dominated by the corrupt 
establishment and every delegate wore a badge. Not 
only that but each precinct sat together with their county 
and ballots were passed out that had to match the 
number of verified delegates. The actual number of Ron 
Paul delegates was around 40% and there were no guests 
allowed on the convention floor as door guards were 
checking credentials upon entry. But the Tea Party crowd 
pretty much voted with the Ron Paul crowd as evidenced 
in Richard Engles 48% to 52% loss to Steven Fair for 
National Committeeman with the note that those Tea 
Party and Ron Paul delegates that actually knew of Engle's 
character lapses voted for Steven Fair so the actual split 
could have been 52% Tea Party/Ron Paul and 48% 
RINOs. 

" .... they did not come with solutions only anger ... " 
Actually they came with a solution in the name of Ron 
Paul. A strict constitutionalist that was against illegal 
immigration, against continued foreign adventures using 
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our sons and daughters as cannon fodder, against the out 
of control spending and printing of massive amounts of 
new money, and against the encroachment of the federal 
government against states rights and individual liberties. 
While I never quite drank the Kooi-Aid with the rest of the 
Ron Paul supporters, the man was what we needed. Not 
a Mormon that would cause many Christians to refuse to 
vote for him, not a neo con that had implemented 
America's first statewide required insurance plan. Ron 
Pau was a candidate that brought in huge numbers of 
Democrats, libertarians, and other swing votes along with 
his quirks. 

" .... romney was not my first choice nor my second. but 
when some one on the stand mentioned him there was a 
snarl off to my left mormon, well that is my faith ,actually 
it is 
The Church of Jesus Christ of Ladder-Day Saints ... " 
And I would be money that the person that snarled 
"Mormon" was most likely a Charlie Meadows type 
conservative, with a whopping dose of religious bigotry 
along with their constitutional leanings, not a Ron Paul 
conservative/libertarian. I personally have no problem 
with the Mormons, had an ex wife whose family was 
Mormon and a long term girlfriend whose family was 
Mormon and I never felt any bigotry from the faith or its 
practitioners. I got some bigotry from my own family 
with that long term girlfriend but it was a mix of her being 
20 years younger and half Filipino that likely caused the 
bigotry, not her faith. 

" ..... if Ron Paul draws this sort of ignorant trash then no 
he should not be allowed to hold any public office. and if 
he has no control over his group then he is no better than 
the other inexperienced idiot who got reelect." 

So using that logic, the fact that you support Romney and 
sent a letter to the editor filled with easily proven 
misrepresentations and political bigotry, then we should 
blame Romney for not having control over you and for 
"drawing your sort of ignorant trash" and thus Romney 
should be barred from holding public office? 

"I am glad for my association with the tea party and I 
hope we can get a handle on these religious bigots." 

But are we glad of your association with us? For my part, 
I am not. While I agree that religious bigots of all stripes 
are a detriment to the movement I don't care for people 
that assume that an unknown person that snarled 
"Mormon" is in the Ron Paul camp or the Tea Party camp 
or the conservative camp. For all you know it was a 
Santorum establishment supporter or a Gingrich supporter. 
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My view of the religious right that supports the Tea Party 
is that they usually do hold back whatever religious views 
they hold that are not conducive to building a coalition. 
They mostly understand that it is better to share in 
heaven than to rule in hell and the vast majority put up 
with allies that don't share their moral code or their 
religious beliefs. They understand that God works in 
mysterious ways and that sometimes he sends sinners to 
do his work so the fact that the person leading the fight 
might not be perfect, they have Gods grace or they 
couldn't be effective. All you have to do to find support 
for this wise approach is to read the bible and the 
accounts of the prophets. 

So Mr. Batemon, it isn't that we don't appreciate other 
points of view, it is that we appreciate facts over 
supposition and we prefer to not burn bridges with other 
conservatives that can help us push back against the 
progressive/liberal RINOs that stand between us and 
gaining control of the Oklahoma GOP. Yeah, some of the 
Ron Paul leaders and some of the rank and file Ron Paul 
supporters are bat sh** crazy, few know that better than 
I do, but the majority of them are solid conservatives or 
libertarians that share common goals with the Tea Party. 

And Mr. Batemon, if it wasn't for the needs of your 
education and enlightenment I would kick you off our 
email list. Not because you hold opposing views, not 
because of your religion, but because you appear to be 
what you accuse others of being and I would much rather 
have you working for the other side. 

Let's Succeed From The Union! 
Uh, No Thanks ... 

Last week or so saw the explosion in the number of 
individuals signing the White House petition forms that 
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asked for a peaceful succession of their state from the 
Union. Now I am more than sympathetic with the petition 
signer's reasons for wanting to go our own way and yes 
the Declaration of Independence states that the people 
have the right to throw off a non functioning or abusive 
government and form a new government and one of 
these days that day might arrive. 
But not this day and not for losing an election. 

Yes, the election proved that there are more tax eaters 
than tax payers and that the two left coasts control the 
political realm but if a invader comes into your home or if 
an unjust homeowners association starts to trample on 
your rights do you abandon your home or sell your home 
and move away? No, you stand and fight for your rights. 

Channel 4 and Fox 25 both interviewed me for the story 
and both faithfully reported the Sooner Tea Party position 
on the petitions ... Hell no but thanks for bringing attention 
to how afraid people are. 
The Fox 25 story isn't online but we actually saw it on TV 
Wednesday morning as we were meeting over breakfast 
before the election recount. You know how it is, you 
speak to the reporter for ten minutes and they use fifteen 
seconds in their story, well in this case they did a great 
job and used the statement where I asked if ten thousand 
Oklahomans were that worried about succession why 
weren't they working with the Tea Party to stop the 
reasons for secession? Fox 25 has been a steadfast ally 
with the Tea Party including this story where RINO 
Representative Jason Nelson and I go head to head on 
the DHS leadership State Question. 

And again in this story where State Chamber 
spokesperson Arnella Karges and I are head to head on 
the Oklahoma Water Resources Board State Question. 

Remember Arnella Karges? She served as the incoming 
House parliamentarian until Speaker Steele lost the 
Speaker Designate election for his handpicked successor 
then the previous parliamentarian was enticed back with 
an ungodly salary. So you go from interpreting the rules 
during process and debate on the House floor to working 
for the State Chamber .... Everyone understand the 
importance of this? 

And Channel 4 put our view on the secession petitions in 
their story and did an excellent job boiling it down and 
reporting our position accurately. 

Now the signers of these petitions are upset and afraid of 
the road we are traveling as a nation but rather than 
putting yourself on a list that the government is bound to 
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retain to identify potential terror suspects why not join in 
the local fight to end the madness that we find our state 
getting sucked into? Yeah, you will likely still get put on 
their list if you serve as a spokesperson for the effort but 
you will actually make a difference and perhaps stop 
Oklahoma from having to leave the Union. 

Look back at the 2010 legislative session before Charlie 
Meadows and the John Birch Society killed off the 
Oklahoma Constitutional Alliance. We got four bills to the 
governor's desk, Opt out of Obama Care, Open Carry (a 
real open carry bill, not watered down), an anti RFID Chip 
in the Drivers License bill, and the Montana Fire Arms 
Freedom bill which was really a 10th Amendment 
challenge to the feds. All four bills fought for Oklahoma's 
sovereignty, the right to reject Obama Care, the right to 
our 2nd Amendment, against a National ID card program, 
and for the right of Oklahoma to manage those things 
that remain within our border that aren't covered by 
Article One, Section Eight of the U.S. Constitution. 

Yes, all four bills were vetoed and our veto proof margins 
were lost when six Tulsa area Republicans changed their 
votes during the veto override fight. But you don't win or 
lose a war on the outcome of a single battle; in this case 
we had ugly voting records that we used to beat the 
RINOs with for the next two years and that is what 
caused the RINOs to not only start supporting an Open 
Carry bill, it caused them to author the bills! We used our 
loss in 2010 to prepare the battlefield for the 2012 primary 
election and it paid off with a watered down Open Carry 
bill that was a major step in the right direction. Next 
session there will be less opposition to a full Open Carry 
bill after everyone realizes that few actually have used 
their Open Carry rights, it will be less than a big deal to 
support it. 

So my message to those petition signers is to get off your 
butts and support our cause. This next session is poised 
to be a good session for liberty with a new speaker that 
has publically supported cutting Oklahoma's reliance on 
federal funds and the strings that come with that money. 
The State Chamber slaves that owned the Legislature 
since the Republicans took control are defeated, shamed, 
and in disarray. We have an excellent shot at this next 
session supporting the common good for Oklahoma 
instead of the special interests so additional troops on the 
ground before the session begins would make us even 
more effective at stopping the reasons for wanting to join 
the secessionist movement. 

And if you aren't sure which grassroots group to support 
in the coming session consider who the media has 
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consistently picked to represent the voice of the 
opposition in Oklahoma politics: The Sooner Tea Party. 
Not OCPAC and Charlie Meadows, not the OCPA, not the 
fringe Ron Paul "leaders" that are too disorganized to find 
their butts with both hands, not the Oklahoma City Tea 
Party that continues to refuse to actually stand for or 
against anything, but the Sooner Tea Party that leads the 
fight to preserve liberty, the rule of law, and the 
Constitution. We prepare by building infrastructure like 
our sign shop, our newspaper, our robo call system, and 
researching &writing the most widely read newsletter in 
Oklahoma. We earned our reputation as the leader of the 
opposition in Oklahoma. Yes some of the fringe Ron Paul 
"leaders" might have showed up at the Sorrels watch 
party on election night but where were they when it came 
down to fighting for the Sorrels campaign's right for a 
recount? Did they step forward to fight or put up their 
own money? The Sorrels campaign knew that when it 
comes to a fight you want the Sooner Tea Party leading 
not the Republican Party, not a bunch of sissified whiners 
that avoid confrontation and treat the fight for liberty as a 
hobby not as the life and death struggle that it is. 

From the beginning of the Tea Party movement I became 
aware of the average person's desire for what I call a 
magic bullet, that one tactic or petition that would solve 
all the problems we faced. As a cabinet maker I know 
that cabinets don't build themselves and that mistakes will 
happen along the process; what makes you a real cabinet 
maker is the ability and dedication to overcome any 
mistakes and do the hard work to build a set of cabinets 
that the homeowner will be proud of. In politics it is the 
same, hard work and preparation makes its own luck and 
you don't have to win the election to influence how the 
public officials act after the election. Just taking a chunk 
of hide off their backsides is enough to scare them 
straight, that and the fact that they know that you aren't 
going away and will be back on their sorry butts the day 
after the election. 
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Integrity Means Fighting When There is a Cost to 
be Paid 

One of the most popular statements on integrity is when 
someone says that integrity is when you do the right thing 
when no one is watching. I disagree; the ultimate test of 
integrity is when you stand up for what is right regardless 
of the cost. 

We saw an excellent example of this when we broke the 
Whetsel/Dr. Jarjoura scandal last September where 
Oklahoma County Sheriff John Whetsel was caught 
allowing a wealthy dentist to play policeman and gain 
access to some of the most sensitive law enforcement 
information in our system including Homeland Security 
alerts, FBI alerts, and even the FBI crime data base. We 
broke the original story which was followed up by an 
Axxiom for Liberty article that vouched for our information 
and even found more incriminating information against 
Whetsel and Jarjouras. But a threatening letter from 
Jarjoura's lawyers caused the Axxiom for Liberty article to 
disappear while we held our ground and stood by our 
opinion. 

Now we aren't bashing Kay Beach too much, she isn't cut 
out for the fist fights that is politics, her bag is research 
not confrontation. But the liberty movement should never 
rely on those that don't stand their ground under 
adversity. You don't want an unsteady ally in your foxhole 
protecting your back or privy to your secrets or tactics 
because they can turn on you or disappear just when you 
are depending on them the most to watch your back. 

Kay's decision to avoid confrontation did save her from 
being sued by Jarjoura so some might say that she 
survived to fight another day, that it is better to cut and 
run at times. I would agree that there are times that we 
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should fight a guerilla warfare style campaign, hit and run 
rather than fighting for every inch of ground but once you 
choose a battlefield as your own you should never, ever, 
back down. 

That was the case with the Jarjoura case, there was 
simply too much at stake to allow the story to go 
unpublished. Jarjoura had bought his way into the heart 
of law enforcement in Oklahoma County, had numerous 
red flags like the previous felony arrest, the unfinished 
pilot training effort, and the federal civil indictment for 
Medicaid fraud that didn't result in his dismissal from the 
Oklahoma County Sheriff Reserve force. The man could 
well be a threat to our collective security given his actions 
and his background check was either sloppily done or not 
done at all, justice and public security screamed for 
exposing the scandal. 

But Jarjoura did sue both the Sorrels campaign and the 
Tea Party by suing their leaders. The Oklahoma was a bit 
behind the curve and just learned of this lawsuit last week 
so the reporter called asking for some comment. In 
things like this the best rule is to avoid comment but 
sometimes the movement requires that you take a 
calculated risk so I spoke to the reporter but made sure 
to cover only what had already been covered. 

Eli Jarjoura 
The Oklahoman article does a decent job laying out our 
concerns for questioning Jarjoura's actions in our 
newsletter: 
''The article questions whether Jarjoura has terrorist ties 
and whether Whetsel overlooked the dentist's criminal 
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background when selecting him as a reserve deputy. 

Gerhart said what prompted his concerns was discovering 
that Jarjoura had contributed thousands of dollars in cash 
and vehicles to the department and to Whetsel's re
election campaign about the same time he began training 
as a reserve deputy. Public records show Jarjoura 
contributed money and vehicles during that time." 
The story goes on to claim this: 

"Jarjoura also denied having a criminal record. Gerhart 
later retracted part of the article." 

This is untrue, we stand by the evidence that Jarjoura did 
have a felony arrest in the early 1990's for grand larceny 
according to the OSCN website records that we were 
given and those records included screen shots of prior to 
publishing our story. What we retracted and apologized 
for was the confusion of the actual Oklahoma statue that 
was used to charge Jarjoura and his fellow dentists at the 
Bright Smiles dental company. We had thought that the 
Oklahoma statute that covers Medicaid fraud was being 
used when in fact it turned out that the most recent law 
passed because of the Obama Care law was used, a 
whistle blowers statute instead of what we think is the 
more appropriate criminal statute. 

The fact remains that Jarjoura and his fellow dentists are 
on track to going to trial next year on a $15,000,000.00 
civil indictment to recover money for the state and federal 
government. That fact alone should have lead to his 
dismissal as a reserve deputy. Why was he being 
protected was our biggest question. 

Jarjoura did finally answer one of the crucial questions 
that we asked in the original article: Was he a Christian 
or was he a Muslim? The answer according to the 
Oklahoman is that Jarjoura is a Christian. Now normally 
we could accept Jarjoura's answer at face value but the 
fact that we are left to accept his word on his faith is 
causing further concerns in our opinion. It is helpful to 
learn a bit about the Muslim faith before further 
discussion. 

The Muslim faith has a method of preserving their 
practitioners when they are facing adversity, they can 
simply lie to infidels, in fact they are required to lie to 
infidels if it advances the cause of Islam or allows a 
Muslim to escape harm to his well being or the well being 
of other Muslims. Here is a good tutorial on what is 
allowed in the Muslim faith . 

The Quran's reasoning and laws on allowing a Muslim to 
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lie to others is outlined on this web page. Taqiyya and 
kitman are the two forms of acceptable lying; taqiyya 
being an outright lie and kitman being a lie told by 
omission. The Quran's message ought to be that not 
every Muslim is a liar, indeed most Muslims in the U.S. are 
honest people just trying to escape Sharia law in their 
home countries, but the historical message is quite clear 
when it comes to believing Muslims: do so at 
considerable risk. 

Jarjoura's attorney commented on the story. Robert 
Lafferandre claimed that the Tea Party is punishing 
Jarjoura for his hard work and donations to the sheriff 
department. If that is their legal defense then this 
lawsuit is going to turn out badly for Jarjoura. A 
successful libel suit requires that a public figure prove that 
someone acted with a willful disregard for the truth and 
there is no doubt that Jarjoura is a public figure given his 
public support of the Oklahoma County Sheriff office 
through donations, face book postings, publicity stunts to 
raise money, and there is the fact that he is a 
commissioned law enforcement officer which should 
automatically put his actions and his person under a 
higher scrutiny as long as the questions pertain to his job 
or a public interest. 

Libel law is an intersting topic, one that we had neglected 
to research prior to being threatened with a lawsuit. 
Historically a reporter or printer was at the mercy of the 
government. The fact that what was published was true 
was not a defense! "The greater the truth, the greater 
the libel." was the phrase used in the famous trial of John 
Peter Zenger in 1735 after he published an article critical 
of New York Governor William Cosby. Alexander Hamilton 
was Zenger's lawyer and he managed to get the jury to 
nullify the established law at the time and the decision 
stands are a 1st Amendment triumph. 

Even after the passage of the Bill of Rights and the 1st 
Amendment in 17911ibel law in America continued to 
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protect government officials. Congress passed the 
Sedition Act of 1798 that punished Americans for 
publishing writings against the government that brought 
officials into contempt or disrepute, allowing for the 
wholesale silencing of political opposition. 

The law changed suddenly in the 1960's with the Supreme 
Court decision of New York Times Co V. Sullivan. The 
Times had published an advertisement that outlined abuse 
of students by the police in Montgomery Alabama. A 
commissioner in Montgomery named Sullivan took offense 
and sued the Times for publishing the advertisement. The 
jury was instructed that they were to ignore if the charges 
were true or not, that falsity and malice were presumed in 
libel cases and the Alabama jury returned a $500,000.00 
verdict for Sullivan. The New York Times appealed to the 
Supreme Court and won a verdict that said the libel law 
was unconstitutional as it didn't defend the pt and 14th 
Amendments in a libel action brought by a public official 
against his critics. 
For the first time the Court ruled that libel law can't run 
against the constitution: 

''Thus, we consider this case against the background of a 
profound national commitment to the principle that debate 
on public issues should be uninhibited, robust, and wide
open, and that it may well include vehement, caustic, and 
sometimes unpleasantly sharp attacks on government and 
public officials)·-" 

The Court stated that errors are inevitable in debate and 
that punishing critics of public officials for factual errors 
would chill free speech about public interest issues: 
"The constitutional guarantees require, we think, a federal 
rule that prohibits a public official from recovering 
damages for a defamatory falsehood relating to his official 
conduct unless he proves that the statement was made 
with 'actual malice'- that is, with knowledge that it was 
false or with reckless disregard of whether it was false or 
not.15 " 

Suddenly libel law in America was turned on its head and 
common sense protected reporters and publishers. The 
Court now required evidence of actual malice, a reckless 
disregard for the truth with clear and convincing evidence, 
setting a threshold that has stopped frivolous lawsuits 
long before they reached the courthouse. 

The next big step for freedom came with the Supreme 
Court decision of Curtis Publishing Co. V. Butts and The 
Associated Press V. Walker and the decisions arose out of 
once again the Civil Rights movement. Both plaintiffs had 
retired after their lawsuits occurred and were no longer 
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public officials but the Supreme Court extended to extend 
Times V. Sullivan to public figures as well as public 
officials. The case hung on whether the publishers had 
committed highly unreasonable conduct or departure from 
the standards of investigation and reporting news 
stories. The Court verified that departure from 
investigation standards or usual reporting procedures 
didn't add up to malice, that mistakes or ommissions 
didn't mean libel. 

The limits of actual malice were defined further in Gertz V. 
Rober Welch, Inc in a case where a police officer had 
killed a young man. The John Birch Society's American 
Opinion written by Robert Welch used the case to warn of 
communists trying to frame police officer and claimed that 
Gertz was a communist despite the fact that Gertz wasn't 
involved in the actual criminal case that had convicted the 
police officer of second degree murder. The Court had to 
decide if Gertz was a private person or a public figure and 
if so, what standards apply for private persons and limited 
purpose public figures. 

The high court found two main distinctions between public 
figures and private persons: 

1. A public official and a public figure have greater 
access to the media to counter defamatory statements. 

2. Public officials and public figures seek out public 
acclaim and assume the risk of greater public scrutiny. 

This lead to the Court setting up completely different 
standards of protections for private persons versus public 
figures like Jarjoura: 

\\We hold that, so long as they do not impose liability 
without fault, the States may define for themselves the 
appropriate standard of liability for a publisher or 
broadcaster of defamatory falsehood injurious to a private 
individual.19 \\ 

In short, a private person doesn't have to show actual 
malice in order to win a libel suit, just that the reporter 
was negligent or at fault in some manner. But the court 
also ruled that a private plaintiff couldn't recover punitive 
damages unless they show actual malice. The Court also 
ruled that people could be limited purpose public figures, 
and that an individual that injects himself into a particular 
public controversy becomes a public figure for a limited 
range of issues and therefore they must meet the actual 
malice with clear and convincing evidence as the standard 
of proof. In the Gertz case they determined that Gertz 
wasn't involved in the controversy at hand, he wasn't part 
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of the criminal prosecution of the police officer and he 
never put himself in the press. Jarjoura on the other 
hand had injected himself into the public face of the 
Oklahoma County Sheriff department with his donations, 
his rappelling down the side of a building to raise money, 
his naming of four donated vehicles after his four 
daughters, and then he compounded his mistake by 
interviewing with the Oklahoman in the story that widely 
discussed our concerns. Remember that private person 
don't have access to the media like a public figure does. 
We really hadn't worried much about libel law until this 
lawsuit, depending on the truth to protect us but looking 
into the defense against libel revealed the following 
defenses: 

Truth or substantial truth: Basically if what we write is 
true then it can't be libelous. As long as the "gist" of the 
story is true then we are protected. In this case we were 
concerned about Jarjoura's purchasing access to the 
sheriff department. The concern was expressed in a 
number of questions that we asked in the article. 

Fair report or fair comment: Oklahoma provides 
protection to those that report on a public body such as a 
city council, the idea being that public good overrides the 
protection of public officials. Nothing is more public than 
an election involving a sheriff that is selling access to 
inside information and Homeland Security alerts much less 
having the FBI Crime database available in your garage or 
driveway. 
Qualified privilege: is close to Fair comment and can 
be claimed by journalists where it is important that the 
facts become known to the public. This includes public 
bodies like the police or fire departments, as long as there 
is no malicious intent, the reporter is protected. 

Libel-proof plaintiffs: Some defendants have such 
lousy reputations that they are libel proof, you can't harm 
a person whose reputation is already tarnished. The 
federal civil indictment of Jarjoura and his business 
partners is an excellent example of th is. Were I a parent 
seeking a dentist for my child, I would not be worried that 
the dentist had Middle Eastern connections, I'd worry that 
the dentist was under federal civil indictment for Medicaid 
fraud that alleged unnecessary treatment paid for by the 
taxpayers. 

Rhetorical hyperbole: Some courts have held that 
editorial/opinion columns are understood to be not 
interpreted literally. A good example is the attacks that 
the Sooner Tea Party suffered during the 2011 Oklahoma 
City Council race, people knew not to put absolute 
credence in what the Oklahoma editors wrote because it 
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was editorial, exactly as our newsletter is editorial and 
some of our newspaper is editorial, we are commentators 
on the news, not reporters. 

Retraction statutes: Nearly every state possesses a 
statute that allows a defamation defendant to retract, or 
take back, a libelous publication. Some of these statutes 
bar recovery, while others prevent the defendant from 
recovering so-called punitive damages. The one mistake 
that we made in our original article was retracted and an 
apology was given and that fact was documented in 
Jarjoura's lawsuit! 
Also the Oklahoma Supreme Court has spoken many times 
to this issue of free speech in areas of public concern. lin 
Gaylord Entertainment Co. v. Thompson two lawyers 
brought actions against a newspaper for defamation 
relating to articles and editorials discussing an interest 
group's efforts to change state law, the Court held that 
the publications were protected both by the statutory fair 
report and the fair comment privilege. The Court 
reasoned: 

" ... The State can neither impede the exchange of ideas 
nor make that exchange costly through litigious action. 
Even the mere threat of unfounded liability would have a 
'chilling effect' on the discussion of public issues. No less 
of a limitation is imposed when, as in this case, the action 
is taken by a private plaintiff under the aegis of state civil 
law. Civil actions by private parties will violate the free 
speech guarantee when the discussion alleged to be 
defamatory concerns public issues and no unlawful activity 
occurs .... " 
Even worse for Jarjoura and his lawyer is what the 
Oklahoma Constitution says about this issue: 

Article 2, §22 provides: 

"Every person may freely speak, write, or publish his 
sentiments on all subjects, being responsible for the abuse 
of that right; and no law shall be passed to restrain or 
abridge the liberty of speech or of the press. In all criminal 
prosecutions for libel, the truth of the matter alleged to be 
libelous may be given in evidence to the jury, and if it 
shall appear to the jury that the matter charged as 
libelous be true, and was written or published with good 
motives and for justifiable ends, the party shall be 
acquitted." 

Since the early 1960's the courts have ruled that 
defamation suits can be abused by punishing those who 
speak out against corruption and abuse and that many 
such suits are meritless. The term SLAPP suits was 
coined, Strategic Lawsuits Against Public Participation. 
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This threat of libel suits can cause individuals like Kay 
Beach from speaking out against public concerns as few 
people have the money to fight for their rights once they 
are sued. If we want to continue to enjoy the benefits of 
the 1st Amendment then we have to stand up to protect 
the 1st Amendment. Few cases come around that scream 
for exposure like the WhetseljJarjoura scandal and it 
would be a loss for all freedom loving Oklahomans if 
Jarjoura succeeded in silencing his critics. 

What Do You Have To Say? 
By Ms PM 

Well folks, the opening day of the legislature is right 
around the corner. The days pass by as fast as the wind 
blows hard here in the Sooner State. 

Is it time to write a letter to the editor about issues you 
care about? Are there any issues facing Oklahoma 
government that pushes the "hot" button for you? 

Are you so tired of fighting for Oklahoma that you have 
crawled back into a hole? With no hope? Too much 
despair? Or just a feeling that all of this is a for nothing? 
Are you able to care for your family? Have you put on 
hold the things you wanted to venture into because of the 
financial problems you may face? Do you feel so angry 
that you don't know where to start venting your 
frustration? What is it that brings out the most fear in 
you? What is it that calms your anxiety? 
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Are your representatives doing a good job of representing 
the people in your district? Do they hold true to the values 
you care about? 

In your everyday journey do you run across waste being 
carried out by those you think never listen to your 
complaints? 

Have you noticed an overall despair when talking to 
people? Have you ever thought about walking through 
your neighborhood and talking to people to find out their 
perspective on what is going on? New journeys will often 
times hold the key of understanding what you are 
passionate about and that gift may be the missing puzzle 
piece. Do you wonder what others have come up with as 
a plan of action for their life during these troubling times? 

Our next newspaper will concentrate on Oklahoma and 
Cleveland Counties and we would love to hear from our 
readers on what issues concern them the most. If you 
can put on paper these things that consistently fly around 
in your head, you may find that it takes some of the fire 
out. Writing is a good thing, even if you feel crazy, you 
may conclude that after putting pen to paper, your 
thoughts are valid, therefore you have been returned to 
sanity, even for only a brief moment. 

Sometimes ... it's all we have, and sometimes ... that is 
enough. 

Perceptions Are Funny Things 
By Ms PM 
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Spending most of the day at the Oklahoma Election Board 
for the re-count of the Sheriff's race was something new. 
Learning the process, in itself, was an educating 
experience. The people we met a few days before the re
count were knowledgeable and obviously held there 
positions with a pride and integrity. Unfortunately, some 
of those participating in the re-count could use a lesson in 
manners. 

To be sure, what I have to say is my own perception of 
the whole ordeal. 

One of the first observations happened when being sworn 
in and instructed what and what not to do. I asked a 
question regarding the clarity of procedures and before I 
could finish, Doug Sanderson, Secretary of the Oklahoma 
Election Board, cut me off and proceeded to answer the 
question he thought I was asking. I listened to his answer 
and when finished, I stated that that was not what I had 
asked. That was the first bit of animosity I sensed. He 
instructed me to show him on the ballot what I was 
talking about. I was very clear with the communication I 
spoke in regard to the wording of the question and had 
he given me the opportunity to finish speaking, there 
would have been no need for me to use the ballot to draw 
a picture for his understanding. I am very sure of this. 

It was a grim lot I sat and counted ballots with. No one 
was smiling and little to no eye contact. When I called out 
my first "objection," I wrote down as previously 
instructed, what my objection was. 

My observation, the ballot was marked at the box, 
"straight Republican ticket" and completely filled in with 
ink. The caller called that ballot for Whetsel. My written 
objection was, "straight Republican ticket", "Whetsel." Any 
objection stops the count and Doug has to come over, 
pick up the written objection and take it to the designated 
group for a ruling on how the vote should be called. 

When he came to the table, he looked at the ballot and 
said I had to write down my objection. I pointed to the 
large yellow sticky note I had written my objection on and 
placed by the person reading the ballots like I had been 
instructed to do. For clarity, none of the "watchers" which 
is what I was, were allowed to talk other than to say 
"objection." Doug did not seem to understand the way I 
had written my objection. I thought it was very straight 
forward. Straight Republican ticket would be a vote call 
for Sorrels as the Republican candidate was Sorrels. This 
was the second bout of animosity. In my mind of 
perception, it became clear that the first time he couldn't 
figure out what I was asking and wanted a picture 
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explanation, the second time he didn't understand the 
picture explanation. Seemed a bit odd as neither of us are 
idiots although we all periodically act like one. 

I did not understand why he then asked me; "Don't you 
see a mark on the ballot?" As he had explained during the 
swearing in, we object, he picks the ballot up with the 
objection and a group determines the outcome. It never 
seemed appropriate to debate the ballot with him going by 
his initial instructions; after all, there was a group to do 
this. The only conclusion I can come to is he wanted me 
to recant the objection. 

What I saw on the ballot in question was a completely 
colored in box for "straight Republican ticket. " There was 
a tiny squiggle mark, similar to when you pick up a piece 
of paper with the same hand you are holding your pen 
with and the pen touches the paperwork and leaves a 
mark somewhere on that paper. The pen had 
unfortunately touched inside of "Whetsel's box in the 
upper left hand corner. All the other boxes the voter 
marked were completely blacked in following suit with the 
way the "straight Republican ticket" box was marked. That 
is why I had an objection of how the vote was called. I 
believe it was my sworn duty to question this call. After 
the debate with the others, this vote was called for 
Whetsel. There is no doubt that Whetsel won the election, 
with or without this vote. There is also no doubt that this 
vote was incorrectly given to Whetsel. 

While this objection was being debated I got the attention 
of another in our group of watchers and without speaking, 
I pointed to the front where the group was debating the 
objection, and back to myself, to let him know it was my 
objection they were debating. The reserve sheriff deputy 
sitting near the table I was at came up behind me and 
said "no talking." This was the third example of that 
pesky animosity. I had not said a word, only pointed. I 
found this odd as the "watcher" for the Whetsel group 
had at this point in time verbally said something three 
times with no acknowledgment of the "talking" rule being 
broken. Breaking this rule can result in being thrown out. I 
wondered if I had said something if I would have been the 
one thrown out. I wasn't going to find out. 

The next "objection" I called was the same situation with 
a squiggle mark. This time the vote was given to Sorrels 
and originally it had been called for Whetsel. 

First and foremost this re-count is a right for anyone that 
has reasonable suspicion of any election process and the 
ability to provide the funds required for a re-count. This 
event cost thousands of dollars and a lot of time from 
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volunteers. 

The people at the Election Board were paid for their time 
and I sensed that they thought the whole ordeal was a 
nuisance. Doug came to my table and spoke directly to 
staff asking if they needed a break during the whole 
process. It was no surprise when no eye contact was 
made with me and it was nothing short of being treated 
like a pest that needs to just go away. None of what 
happened was taken personally, and I will continue to 
question. Regardless, th is was something to experience. 

Here are all the House members in two fifty 
member blocks of email addresses. Use Bee in 
your email address header and email fifty of 
them with one email yet they won•t know who 
else got the email. 

Here are the State Senate email addresses in 
one block: 

Who is my state representative and my state 
Senator? Click here to find out 

Here is the Senate Directory 

Here is the House Directory 

Remember to strip the unsubscribe link before 
forwarding this newsletter to prevent someone 
from taking you off our list! Use our forward 
this email link at the top of the newsletter to 
prevent being accidently unsubscribed. 

Money is always needed for printing costs, 
postage, sign materials, and robo call costs. 
We are tightfisted; we will spend your hard 
earned money wisely and frugally as we do our 
very best to clean up Oklahoma politicians so 
we can begin to clean up our country. 

You can donate by sending a check to Sooner 
Tea party, 358 North Rockwell Ave, Oklahoma 
City, OK, 73127 or visit Soonerteaparty.org and 
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use the Paypal donation button. 
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From: Katie Altshuler
To: Michelle Waddell
Subject: LETTER - can you make it a pdf too? Thanks!
Date: Monday, November 19, 2012 10:32:31 AM

November 19, 2012
 
 
Kathleen Sebelius, Secretary
Centers for Medicare & Medicaid Services (CMS)
Center for Consumer Information & Insurance Oversight (CCIIO)
200 Independence Avenue SW, Suite 739H
Washington DC, 20201
 
RE: Oklahoma Health Insurance Exchange
Dear Secretary Sebelius,
 
I am writing in response to the Department of Health and Human Services’ (HHS) request
that each state provide a declaration letter indicating their option for building a health
insurance exchange as outlined in PPACA.  While I remain deeply committed to the health
of Oklahomans it would be irresponsible of me to commit our state to the development of an
insurance exchange based on the information provided by HHS to date.  Our state will not
establish a transitional reinsurance program as outlined in PPACA.  However, Oklahoma will
elect to make all final eligibility determinations for our citizens referred to Medicaid from a
federal insurance exchange.
 
I continue to believe there are viable market-based solutions that can be found to facilitate
greater access to health insurance coverage in Oklahoma.  My hope is that we can engage in
future conversations that allow states the flexibility necessary to engage in true healthcare
reform, create efficiencies in entitlement programs and empower individuals to take
responsibility for their own health.     
 
The primary contact for the State of Oklahoma with regard to anything related to  PPACA is
as follows:
 
Terry Cline, PhD                                                        
Secretary of Health and Human Services                  
Oklahoma State Department of Health                     
1000 N.E. 10th Street                                                                         
Oklahoma City, OK, 73117
Phone: (405) 271-4200                                              
 
 
Sincerely,

 
 
 
 

 
Mary Fallin
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Governor
 
 
 
 
Katie Altshuler, Policy Director
Office of Governor Mary Fallin
2300 North Lincoln Boulevard, Suite 212
Oklahoma City, Oklahoma 73105
405.521.2342
katie.altshuler@gov.ok.gov
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From: NGA HHS Committee
To: HHS Committee
Subject: Letter from HHS and USDA
Date: Thursday, August 11, 2011 11:25:08 AM
Attachments: FINAL Tri-Agency Letter 08-10-11.pdf

HHS and USDA Announce New Flexibilities to Aid in Eligibility Determinations
Yesterday, the Departments of Health and Human Services (HHS) and Agriculture (USDA) announced
new flexibilities for states to integrate eligibility determination systems for health and human
services programs.  As states develop new systems required to operate health insurance exchanges
and implement other aspects of the Affordable Care Act by January 2014, they are encouraged to
pursue an integrated eligibility system strategy that would allow other human services programs to
be included at a later date.  In a letter to states, HHS and USDA indicated that states may receive a
time-limited exemption from federal cost allocation requirements to allow programs such as
Temporary Assistance for Needy Families and the Supplemental Nutrition Assistance Program to
utilize systems developed specifically for determining an individual’s eligibility for health programs
without sharing in the common system development costs.  The exception will expire on December
31, 2015.
 
A copy of the letter is attached.
 
Heather E. Hogsett
Director
Committees on Health & Human Services and
Homeland Security & Public Safety
National Governors Association
(202)624-5360
 
The information contained in this electronic transmission, including any attachments,
is for the exclusive use of the intended recipient(s) and may contain information that
is privileged, proprietary, and/or confidential. If the reader of this transmission is not
an intended recipient, or a person responsible for delivering it to the intended
recipient, you are hereby notified that any review, dissemination, distribution, or
copying of this communication is strictly prohibited. If you have received this
communication in error, please immediately notify the sender and delete this
message. 

---
You are currently subscribed to [hhsreps] as katie.altshuler@gov.ok.gov..
To unsubscribe, send a blank email to leave-200019-
158951.5197054f2ff0f9a4fe9eed35b4d6bd43@talk.nga.org..

Visit the NGA web site at http://www.nga.org
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From: Craig Perry
To: Denise Northrup; Katie Altshuler; Andrew Silvestri; Glenn Coffee
Subject: letter from rep. key on exchanges
Date: Tuesday, January 31, 2012 10:48:15 AM

January 25, 2012
 
Health Exchanges have become a controversial issue as they are mandated by The Affordable Care
Act, aka ObamaCare.  Many states have challenged their constitutionality and others have passed
laws nullifying implementation of the Affordable Care Act, or parts of it, in their state.
These exchanges are the cornerstone of The Affordable Care Act and without the exchanges
ObamaCare cannot be fully implemented.  Understanding our options as a state are very important
not only because this law is a major piece of legislation but because it will fundamentally change our
way of life.
I have been working with The Heartland Institute on this subject and want to extend an invitation to
you to attend one or all of three presentations to learn about Health Care Exchanges, The Affordable
Care Act, and what we can do in Oklahoma to protect our citizens.
Benjamin Domenech, managing editor of Health Care News and a research fellow at The Heartland
Institute, has agreed to come to the State Capitol and share his expertise on this subject.   Kendal
Antekier of the Heartland Institute will also be in attendance.   The Heartland Institute is a 27-year-
old national nonprofit research organization dedicated to finding and promoting ideas that empower
people. Founded in Chicago in 1984, its mission is to discover, develop, and promote free-market
solutions to social and economic problems. The Heartland Institute distributes six monthly public
policy newspapers addressing the major domestic public policy issues to every national and state
elected official in the U.S. plus 8,400 county and local officials and thousands of civic and business
leaders. It also produces books, policy studies, and booklets. Approximately 130 academics and
professional economists participate in its peer review process, and more than 200 elected officials
currently serve on its Legislative Forum. A telephone survey of randomly selected state and local
elected officials conducted in 2011 found 79% of state legislators and 63% of local elected officials
read at least one of Heartland’s publications, and 45% of state legislators say a Heartland publication
changed their mind or led to a change in public policy. Approximately 1,800 support an annual
budget of $6 million. Heartland does not accept government funding.
Mr. Domenech joined The Heartland Institute in 2009 after several years working and writing on
national health care policy, beginning with a political appointment as speechwriter to U.S. Health
and Human Services Secretary Tommy Thompson, and continuing as chief speechwriter for U.S.
Senator John Cornyn during the Medicare Part D debate on Capitol Hill.  In addition to his work with
Heartland, Benjamin is currently editor of The City, an academic journal of faith, politics, and culture,
published by Houston Baptist University. He previously worked as a book editor for Eagle Publishing,
where he edited multiple New York Times bestsellers in the arenas of politics, history, and sports.
He was a founding board member of Redstate, a prominent conservative activist community site,
and co-hosts Coffee & Markets, an award-winning daily podcast focused on politics, policy, and the
marketplace.  Educated at the College of William & Mary and University of Nebraska-Lincoln,
Benjamin regularly writes opinion columns for the Washington Examiner and RealClearWorld, and in
2009 he was chosen as a Journalism Fellow by the Peter Jennings Project for Journalists and the
Constitution.
For your convenience and because of demanding schedules, there will be three different events to
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make it possible for you to attend.  Each presentation will not be the same although each will
include discussion of the effect of Health Care Exchanges & Reform information.  The times and
locations are:
 
Tuesday, February 7th @ approximately 9:30am (following session), House Chamber
Wednesday, February 8th @ 9:00am in the State Capitol, room 512A
Wednesday, February 8th @ noon @ OCPAC @ Italiano’s, 4801 N. Lincoln Boulevard
 
The general public is invited to any of these events.
 
I hope you will attend.
 
Sincerely,

Charles Key
 
CK:sb
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From: Mason, James (HHS/IEA)
To: HHS IEA (OS/IEA)
Cc: Dioguardi, Paul (HHS/IEA); Barson, Emily (HHS/IEA); Snow, Jennifer (HHS/IEA); Moushey, Allyn (HHS/IEA)
Subject: Letter from Secretary Sebelius to Governors McDonnell and Jindal
Date: Thursday, November 15, 2012 5:14:03 PM
Attachments: HHS Letter to RGA 11 15 12 .pdf.pdf

Dear Colleague:
 
Today, Health and Human Services Secretary Sebelius responded to a letter from Governor
McDonnell and Governor Jindal to the President regarding timelines for electing a State-based
Exchange.  A copy of the Secretary’s letter is attached.
 
Paul Dioguardi

Director of Intergovernmental and External Affairs

U.S. Department of Health and Human Services
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From: Quam, David
To: Reps
Subject: Letter from Secretary Sebelius to the Governors regarding next steps on Exchanges
Date: Friday, November 09, 2012 3:47:27 PM
Attachments: Dear Governor letter re Exchange Blueprints 11.9.12.pdf.pdf

To:  Washington Reps and State Federal Contacts
Re:  HHS letter extending blueprint deadline for state-based exchanges
 
 
Today, the U.S. Department of Health and Human Services (HHS) announced that the deadlines for
states seeking to operate either a State-based or Partnership Exchange under the Affordable Care
Act have been extended.  According to the new guidance, which is attached, states electing to

operate a State-based Exchange must still send a Declaration Letter by November 16th, but the
Blueprint is not due until December 14, 2012.  States electing to operate a State Partnership
Exchange can submit their Declaration Letter and Blueprint on a rolling basis up to February 15,
2013. 
 
--DCQ

The information contained in this electronic transmission, including any attachments, is for the exclusive
use of the intended recipient(s) and may contain information that is privileged, proprietary, and/or
confidential. If the reader of this transmission is not an intended recipient, or a person responsible for
delivering it to the intended recipient, you are hereby notified that any review, dissemination,
distribution, or copying of this communication is strictly prohibited. If you have received this
communication in error, please immediately notify the sender and delete this message.

---
You are currently subscribed to [reps] as Katie.Altshuler@gov.ok.gov.
To unsubscribe, send a blank email to leave-216583-
154787.9e5f0e1f1ff1017fec52ea85f3048f1e@talk.nga.org.
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From: Quam, David
To: HHS Committee
Subject: Letter from Secretary Sebelius to the Governors regarding next steps on Exchanges
Date: Friday, November 09, 2012 3:48:27 PM
Attachments: Dear Governor letter re Exchange Blueprints 11.9.12.pdf.pdf

To:  Washington Reps and State Federal Contacts
Re:  HHS letter extending blueprint deadline for state-based exchanges
 
 
Today, the U.S. Department of Health and Human Services (HHS) announced that the deadlines for
states seeking to operate either a State-based or Partnership Exchange under the Affordable Care
Act have been extended.  According to the new guidance, which is attached, states electing to

operate a State-based Exchange must still send a Declaration Letter by November 16th, but the
Blueprint is not due until December 14, 2012.  States electing to operate a State Partnership
Exchange can submit their Declaration Letter and Blueprint on a rolling basis up to February 15,
2013. 
 
--DCQ

The information contained in this electronic transmission, including any attachments, is for the exclusive
use of the intended recipient(s) and may contain information that is privileged, proprietary, and/or
confidential. If the reader of this transmission is not an intended recipient, or a person responsible for
delivering it to the intended recipient, you are hereby notified that any review, dissemination,
distribution, or copying of this communication is strictly prohibited. If you have received this
communication in error, please immediately notify the sender and delete this message.

---
You are currently subscribed to [hhsreps] as keili.mcewen@gov.ok.gov.
To unsubscribe, send a blank email to leave-216584-
163689.44d3a5f726284deb159b110813e8fc76@talk.nga.org.

Visit the NGA web site at http://www.nga.org
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Nathan Deal 
GOVERNOR 

The Honorable Phil Gingrey 
U.S. House of Representat ives 
442 Cannon House Office Building 
Washington, D.C. 20515 

Dear Congressman Gingrey: 

STATE OF GEORGIA 

OFFICE OF THE GOVERNOR 

ATLANTA 30334-0900 

February 28, 2011 

I am writing with regard to the Maintenance of Effort (MOE) requirement with respect 
to Georgia's Medicaid program and the significant challenge that this federal requirement is 
placing on the state of Georgia. 

At a time when governors across the country are struggling to balance their budgets, the 
federal government is insisting on tying our hands as it relates to management of one of our 
state's most costly programs. State and federal governments must work together to remedy 
this situation; Secretary Sebelius, the Congress and President Obama should remove 
Maintenance of Effort requirements currently in place. Ensuring our ability to provide 
healthcare services to our most vulnerable population in the state of Georgia req uires flexibility, 
and that is not provided under current law. 

As a resul t of current MOE requirements, my SFY 2012 Budget Recommendation 
includes a reduction In Medicaid provider reimbursement of 1% and the elimination of coverage 
of "optional" benefits, including adult dental, vision and podiatry coverage. Additional ly, my 
recommendation increases member co-pay amounts for covered services to the allowable 
nominal amount as a result of the limited options under current law. These very difficult 
decisions stem from austere budget times and stringent federal regulations. Provision of 
flexibility in our Medicaid program would significantly improve the budgetary landscape and 
would help us avoid these cuts in service. 

As Governor, I call upon members of the Georgia Delegation, the Energy and Commerce 
Committee, the Secretary of the Department of Health and Human Services and the President to 
remove the deleterious MOE requirements on Georgia's Medicaid program that are hampering 
our ability to manage the program effectively. 

As the former Chairman of the House Energy and Commerce Committee's 
Subcommittee on Health, I look forward to the opportunity to testify on the challenges my state 
faces with management of our Medicaid program. 

Respectfully, 

Nathan Deal 
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From: Mike Fogarty
Subject: In The News - CMS
Date: Thursday, December 22, 2011 4:30:24 PM

Hello,

I take great pride in Oklahoma as I’m sure you do also. From time to time, we find news

articles, studies or other pieces that highlight some of our state’s accomplishments or

feature some of our wonderful residents. I would like to take the opportunity to share this

information with you on occasion. Below is the first such piece. It features a wonderful

story about an Oklahoma mother and her child. I hope you enjoy it as much as I did.

I welcome any thoughts or feedback.

 

Sincerely,
Mike Fogarty
CEO, Oklahoma Health Care Authority
______________________________________________
 
Thursday, November 10, 2011

Faces of Medicaid
Kaiser Family Foundation
 

Medicaid, the public program that provides health and long-term care coverage for low-

income individuals and families, covers about 60 million people currently, or 1 in 5

Americans. Medicaid beneficiaries include pregnant women, children and families,

individuals with disabilities, and seniors. During down economies, Medicaid places

pressure on state and federal budgets as the number of people who qualify for the

program grows. Without Medicaid, most of its beneficiaries would be uninsured or lack

coverage for essential care. Although Medicaid reaches many poor Americans, it does not

reach all of them. Under the new health reform law, beginning in 2014, millions of

uninsured, low-income Americans will gain health coverage through a major expansion of

Medicaid

 

·         Read All The Faces Of Medicaid Profiles

·         Read The Oklahoma Profile

 

 
Anthony Burke, 11
Oklahoma City, Oklahoma
 

“…I’m just really grateful. The Medicaid SoonerCare program has had a profound effect on
my family.” – Anthony’s mother, Latrita
 

Latrita McFadden noticed from the beginning that her son, Anthony Burke, now age 11,

always walked on his tiptoes. When he began to complain that his knees were hurting, she

tried to get help. Latrita took him from doctor to doctor, but she was advised each time that

Anthony would probably grow out of it and no one referred her to a specialist. Anthony

fared well enough until he started school, where he was taunted about his walk and also

about a speech impairment. “He used to walk around with his head low and just kind of
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avoid everybody,” Latrita reports. Anthony became withdrawn and would not read aloud in

class. His first-grade teacher held him back, saying that he was immature and unable to

speak well enough to rise to second grade.

 

Things changed dramatically for Anthony when, newly covered by SoonerCare

(Oklahoma’s Medicaid program), he received some much-needed care. Latrita took him to

a new primary care doctor, who referred him to a specialist about his walking. That led

them to an orthopedist, who diagnosed Anthony’s shorter-than-normal Achilles’ tendons

and operated on one of his feet (he will need the same surgery on his other foot). Anthony

also began to get speech therapy as well as some counseling.  According to his mother,

“Once he got that surgery and he stopped walking on his toes like he was doing, his self-

confidence skyrocketed.” Shortly after the operation on his foot, Anthony “graduated out” of

speech therapy, and though he continues his exercises on his own, he no longer needs to

see the physical therapist either.

 

Latrita has trouble containing her amazement as she describes a boy who now has the

self-esteem not only to speak, but to serve as junior deacon in his church and run for

student body president. And in a sharp contrast to a few years ago, his fifth-grade teacher

now has him tutoring other students in his class. Anthony didn’t win the school election,

but he says he’s going to run next year and keep on running until he wins. His mother

enjoys the unintended pun, “It’s funny because he says, literally, I’m going to keep on

running… He knows he can run and his feet are working like they’re supposed to work

now.”

 

=================
DISCLAIMER - This e-mail message, including any attachments, 
is for the sole use of the intended recipient(s) and may contain
confidential and privileged information.

If you are not the named addressee you should not disseminate,
distribute or copy this e-mail. Please notify the sender
immediately by e-mail if you have received this e-mail by
mistake and delete this e-mail from your system.

The sender does not accept liability for any errors or omissions in
the contents of this message, which arise as a result of e-mail
transmission. If verification is required please request a
hard-copy version.
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From: Mike Fogarty
Subject: In The News - Medicaid
Date: Thursday, February 02, 2012 4:23:58 PM

Hello,
The American Medical Association included an Oklahoma reference in their Jan 27 publication,
American Medical News. Please see below.
Mike
 
 

 

 

States maintain or ease access to Medicaid and CHIP
Twenty-nine states lowered cost-sharing, increased eligibility or improved enrollment systems in 2011,

according to a survey.

By DOUG TRAPP, amednews staff. Posted Jan. 27, 2012.

          

Washington -- Despite continued budget pressures on states, far more states eased than
tightened access to Medicaid and the Children's Health Insurance Program in 2011.

Twenty-nine states increased Medicaid or CHIP eligibility, lowered beneficiary cost-
sharing or improved their enrollment procedures in 2011. That's according to a 50-state
survey of state Medicaid programs released Jan. 18 by the Kaiser Commission on Medicaid
and the Uninsured and the Center for Children and Families at Georgetown University. In
contrast, only two states restricted Medicaid or CHIP eligibility last year, and only seven
increased enrollee cost-sharing.

State Medicaid actions were influenced by federal incentives and requirements in the
national health system reform law, according to the survey. For example, the Dept. of Health
and Human Services announced in April 2011 that it would pay 90% of the costs of
developing new or upgrading existing Medicaid eligibility and enrollment systems until 2015.
Eighteen states have received HHS approval for such upgrades, and 11 more have submitted
applications, according to the report.

The health reform law requires states to maintain their Medicaid eligibility levels, standards
and enrollment procedures through at least 2014, with limited exemptions. States that
expanded eligibility were in some cases eligible for additional federal matching funds made
available by the health reform law and the 2009 CHIP reauthorization.

States' upgraded Medicaid enrollment systems should reduce the number of Medicaid-
eligible people who move in and out of the program. Limiting this so-called churn will help
improve research on the effectiveness of Medicaid programs, said Tricia Brooks, a report co-
author and senior fellow at the Center for Children and Families.

"We can't measure the quality of health care and outcomes unless we keep people
continuously enrolled," she said.

Most states accept Medicaid applications electronically, but so far only one -- Oklahoma --
provides an instant or near-instant response to online applications, according to the report.

2442



Applicants can be deemed eligible, and physicians can begin billing the state for patient care,
even if state offices are closed. The system verifies identities through state birth records and
Social Security Administration records. About three-quarters of the state's Medicaid
population is eligible for electronic renewal. Of those who enroll or renew, 90% do so
without using any paper forms, said Mike Fogarty, CEO of the Oklahoma Health Care
Authority, the state's Medicaid agency.

Planning for Oklahoma's upgraded system, which went live in September 2010, began
before Congress enacted the national health reform law, Fogarty said. The Medicaid
enrollment system also should allow the state's Medicaid program to integrate easily with a
future health insurance exchange, Fogarty said. The system cost several million dollars, but
all but about a half-million of the cost was paid for by federal grants.

"Obviously, for the state, it was a great deal," Fogarty said.

Diane Rowland, ScD, executive director of the Kaiser Commission on Medicaid and the
Uninsured, said improving states' Medicaid eligibility and enrollment systems is just a first
step to ensuring continuity of care. "Coverage starts with enrollment, but it doesn't end there,"
she said.

The survey is online (www.kff.org/medicaid/briefing-2012-data-50-state-survey-medicaid.cfm).
BACK TO TOP

Copyright 2012 American Medical Association. All rights reserved.

 

=================
DISCLAIMER - This e-mail message, including any attachments, 
is for the sole use of the intended recipient(s) and may contain
confidential and privileged information.

If you are not the named addressee you should not disseminate,
distribute or copy this e-mail. Please notify the sender
immediately by e-mail if you have received this e-mail by
mistake and delete this e-mail from your system.

The sender does not accept liability for any errors or omissions in
the contents of this message, which arise as a result of e-mail
transmission. If verification is required please request a
hard-copy version.
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From: 
To: 

Subject: 
Date : 

Indiana RELEASE: Governor asks feds to extend HIP; signs executive order to proceed with healthcare exchange 
Tuesday, January 18, 2011 9:09:12 AM 

Dear Republican Colleagues, 

Thought you would find this letter from Governor Daniels to Secretary Sebel ius of interest. If your 

state is having a similar issue, not getting an answer on how you might try to ensure the enormous 

expansion, please let me know. Or, if you'd like more information on the Healthy Indiana Plan I' m 

happy to put your policy staff in touch with our team. 

Debbie 

Deborah Hohlt 

202-624-1474 (office) 

(cell) 

News Release 
For Immediate Release 

Governor asks feds to extend HIP; signs executive order to proceed with 
healthcare exchange 

INDIANAPOLIS (Janmuy 14, 2011) - Govemor Mitch Daniels has asked Health and Human 
Services Secretruy Kathleen Sebelius not to force tetmination of the state's Healthy Indiana 
Plan (HIP), the health insmance program for low-income lminsmed Hoosiers, and to allow 
its use for newly-eligible Medicaid clients in 2014 when provisions of the new federal health 
care law become effective. 

For the third time over in the last nine months, the govemor has reached out to the U.S. 
Depatiment of Health and Human Services for answers about the futme of HIP. If the federal 
govemment does not grant petmission, HIP will tetminate at the end of 2012. 

Early results from HIP show that patticipants are highly satisfied, with 99 percent planning to 
renew their coverage. They make required contributions consistently, have lower emergency 
room use, higher use of preventive services and generic dmg use as compared with other 
Medicaid populations and in some cases, those with private insmance. As a group they have 
accumulated millions of dollars of savings in their personal POWER (Personal Wellness 
Responsibility) account. 
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The state has sent several letters to Health and Human Services representatives requesting
answers to questions about utilizing HIP as the program to serve Indiana’s newly-eligible
Medicaid recipients beginning 2014. So far, there has been no guidance.
 
Here is a link to the governor’s letter: http://www.in.gov/gov/files/Press/011411letter.pdf
Previous correspondence may be found at this link: http://www.in.gov/aca/2330.htm
 
 
Executive Order authorizes establishment of state healthcare exchange
 
The governor also has signed an executive order authorizing the Family and Social Services
Administration to work with other state agencies to conditionally establish and operate a
state-based healthcare benefit exchange.  The steps taken will be preparatory only and do not
connote a decision to put a state-run exchange in place.
 
According to Affordable Care Act (ACA), states are required to establish a health benefit
exchange by January 1, 2014. The federal government will establish exchanges for states that
have not made adequate progress by January 1, 2013.
 
The governor said it is in Hoosiers’ best interest to begin to put a framework in place. There
has been little information or guidance from the White House about how a federally-based
exchange would operate.
 
“The nation will be best served by the repeal of this expensive and unworkable law, or by its
judicial overturn. But for now, there seems no alternative but to prepare for the possibility
that Indiana will try to operate an exchange of some kind,” said Daniels.
 
Individuals and small businesses will use health exchanges to find, compare and enroll in
health insurance plans and to obtain federal tax credits for premium expenses. It is estimated
that at least 1.4 million Hoosiers will use the exchange; however, the numbers are likely to
increase as businesses and individuals drop their existing health insurance to receive tax
credits.
 
Here is a link to the executive order:
http://www.in.gov/gov/files/Executive%20orders/EO_11-01.pdf
 
 

-30-
 

Media contact: 
Jane Jankowski, 317/232-1622, jjankowski@gov.in.gov
Jake Oakman, 317/232-1800, joakman@gov.in.gov
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From: National Governors Association
To: Health Policy Advisors
Subject: Letter to Secretary Sebelius - Legal Transfer of IT Systems
Date: Friday, December 09, 2011 9:20:00 AM
Attachments: Letter - Federal IT Sharing.pdf

NGA Legal Analysis on Transfer of Information Technology Systems for the Federally-Facilitated Exchange to
State Exchanges.pdf

 

To: Health Policy Advisors
Re: Legal Transfer of IT Systems
 
Attached please find a letter from NGA Executive Director Dan Crippen to Health and Human
Services Secretary Kathleen Sebelius regarding a legal analysis of how the federal government could
transfer IT systems and software developed for the federally-facilitated exchange to states for their
use in state-based exchanges. 
 
Please feel free to contact either Heather Hogsett (hhogsett@nga.org) or Krista Drobac
(kdrobac@nga.org) if you have any questions.
 

The information contained in this electronic transmission, including any attachments, is for the exclusive use of
the intended recipient(s) and may contain information that is privileged, proprietary, and/or confidential. If the
reader of this transmission is not an intended recipient, or a person responsible for delivering it to the intended
recipient, you are hereby notified that any review, dissemination, distribution, or copying of this communication
is strictly prohibited. If you have received this communication in error, please immediately notify the sender and
delete this message.

 

---
You are currently subscribed to [healthadvisors] as 
katie.altshuler@gov.ok.gov..
To unsubscribe, send a blank email to leave-204784-
159552.9353be7555ca9043e095bc96949d480b@talk.nga.org..

Visit the NGA web site at http://www.nga.org
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From: Alex Weintz
To: Katie Altshuler
Subject: Letter: Gov Fallin asks lawmakers to support Oklahoma Health Insurance Exchange
Date: Tuesday, March 22, 2011 3:30:15 PM
Attachments: 3-22-11 Governor Fallin letter to lawmakers.pdf

All –
 
In a letter sent today to all Oklahoma State Senators and Representatives, Governor Mary Fallin
asked lawmakers to pass legislation (HB 2130) furthering the creation of an Oklahoma Health
Insurance Exchange. The letter (attached) explains that an Oklahoma based health insurance
exchange:

-          Will help to avoid the forced implementation of a federal exchange run by the Obama
administration and  Washington, D.C.

-          Will be run using conservative, free market principles
-          Will empower consumers by providing them with more information and ultimately lower

health insurance costs in Oklahoma
 
The full text of the letter is below:
 
Dear Lawmaker,

As you may know, this Wednesday, March 23, will represent the one year
anniversary of the enactment of President Obama’s Patient Protection and Affordable Care
Act (PPACA). I believe, as I know many of our legislators and the majority of our citizens
do, that the PPACA is unconstitutional, fatally flawed and ultimately harmful to our economy
and the health of our citizens. That is exactly what I told both the Obama administration and
our federal lawmakers, in no uncertain terms, when I voted against the law as a United States
Congresswoman.

As governor of Oklahoma and as a citizen, it is my great hope that the PPACA is
either repealed by federal legislators or else is struck down by the United States Supreme
Court. Our Oklahoma Congressional delegation has my full support as they work towards the
former option, and Attorney General Scott Pruitt has my support and encouragement as he
leads Oklahoma’s legal challenge.  As governor, I have sent multiple letters to the White
House explaining the unreasonable economic burdens the PPACA places on Oklahoma and
have requested that the White House fast track the lawsuits against President Obama’s health
care law to the Supreme Court. In short, I have been proud to be part of a united conservative
front in Oklahoma opposing what I believe to be one of the most dangerous and
counterproductive pieces of legislation to come out of Washington in decades.

I remain deeply concerned, however, that the PPACA will remain the law of the
land for some time to come. As long as that is the case, the president’s law will continue to
actively assault both the rights of our citizens and the tenth amendment rights of our states.
For that reason, I believe Oklahoma’s lawmakers must continue to find new ways to prevent
a federal takeover of our health care system in Oklahoma.

One of the most important ways we can fight that federal takeover is to
implement an Oklahoma-based, free-market health insurance exchange so that
Washington does not force its own model on the state. While we have already begun to
create that exchange, the next step in the process is the passage of HB 2130, which
creates a governing board for the program. I am writing now to ask you to support that
legislation.

2447



Under current law as outlined by the PPACA, the federal government will begin
establishing a federally designed and run health insurance exchange in 2013 in all 50 states
except those that have begun implementing their own state-based exchanges. If we do not
develop our own exchange, if we instead do nothing, then we will be powerless to oppose the
creation of a federally run program in Oklahoma.

As you may know, health insurance exchanges, when done right, have long been
a conservative idea. In 2009, our Legislature authorized the creation of such an exchange
based on model legislation introduced by the conservative Heritage Foundation.

Using that model, the Oklahoma Health Insurance Exchange we are seeking to
create will be an online health insurance market that empowers consumers by providing
vastly improved access to information on private insurance products and expanding the
purchasing power of individuals and small businesses. Private insurance products will be sold
to meet individual needs, insurers will compete to promote real choices for consumers and
the free-market will work to lower costs. Unlike the federal exchange Washington may try to
force on us, the exchange we are trying to build offers a positive, free-market alternative to
the big government, tax-and-spend plan that is the PPACA.

If we do not pass HB 2130 and implement an Oklahoma-based exchange, the
results will be devastating for those of us who oppose ObamaCare and the federal intrusion it
represents. Without an Oklahoma exchange, the state is virtually guaranteed to be subject to
a federally run, Washington D.C. substitute. And unlike the one we develop here in
Oklahoma, that federal exchange will rely on public health care plans and be funded by
public debt for many years to come.

For that reason, a vote against an Oklahoma Health Insurance Exchange and HB
2130 is a vote to leave Oklahoma defenseless against a federal takeover, as mandated by
ObamaCare, beginning in the year 2013.

As a conservative, I hope the PPACA is long gone by then. I join the majority of
our lawmakers, as well as the majority of our citizens, in being passionately opposed to the
federal health care law. It is my great hope to see it overturned or repealed. But I believe we
have an obligation to plan for a future where that may not happen. And in the event the
federal health care law is not overturned by 2013, I am not willing to allow the federal
government to seize what has been a conservative idea and turn it into something
unrecognizable and harmful to the state of Oklahoma and its citizens.

For all these reasons, I hope you will join me in supporting a free-market,
conservative exchange and defend Oklahoma against the federalization of our health
insurance by voting for HB 2130.
 
Sincerely,
 
Governor Mary Fallin
 
 
Alex Weintz
Communications Director
Office of Governor Mary Fallin
phone: (405) 522-8819
cell: (405) 535-7317
Alex.Weintz@gov.ok.gov
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From: Jacobs, Chris (RPC)
To: Jacobs, Chris (RPC)
Subject: Liberal Double-Standards on Contraception
Date: Tuesday, November 22, 2011 10:00:13 AM

Several media outlets reported over the weekend that White House officials participated in a
conference call with pro-choice groups late last week regarding the status of contraceptive coverage
mandates related to Obamacare.  The call came amidst rumors that the Administration may expand
conscience exemptions to the contraception mandate, so that Catholic hospitals and other faith-
based institutions may continue to offer health insurance coverage not in conflict with their religious
beliefs. 
 
Two claims in these articles merit rebuttal.  The first, in the New York Times, is the White House’s
claim that including contraceptive coverage in a package of mandatory women’s services was “based
on science.”  Unfortunately for the White House, Administration officials themselves undermined
this assertion back in February, as quoted in another Times piece:
 

Administration officials said they expected the list [of required benefits] to include
contraception and family planning because a large body of scientific evidence showed the
effectiveness of those services.  But the officials said they preferred to have the panel of
independent experts make the initial recommendations so the public would see them as
based on science, not politics.

 
In other words, the Administration decided back in February to require coverage of contraceptive
services, and merely used the public process to provide political cover to a decision that had
already been made by Administration officials.
 
The second was an allegation by Rep. Nita Lowey in a Huffington Post article stating that the
Administration was playing politics by considering an expansion of the conscience exemption. 
Unfortunately, this Administration has been playing politics all along – as noted above, the process
leading to the conscience regulations appears to have been rigged well in advance to achieve an
outcome favorable to the President’s liberal supporters.  Additionally, the Administration recently
rejected renewing a human trafficking grant previously awarded to the United States Conference of
Catholic Bishops, and the Washington Post explained why:  “Senior political appointees at HHS
awarded the new grants to the bishops’ competitors despite a recommendation from career staffers
that the bishops be funded based on scores by an independent review board.”
 
Given these developments, some have written that “a part of [the Obama] Administration is at war
with Catholic leaders and Catholic belief.”  Just as relevant is whether or not the Administration that
claimed to end the “war on science” has on two separate occasions related to contraceptive issues
manipulated the process, and/or overridden the recommendations of non-partisan experts, to
achieve political victories for its liberal allies.
 
Chris Jacobs
Health Policy Analyst
Republican Policy Committee
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From: Jacobs, Chris (RPC)
To: Jacobs, Chris (RPC)
Subject: Liberal Reaction to CLASS Failure: Government Worked!
Date: Tuesday, October 18, 2011 10:18:53 AM

Amidst HHS’ decision not to go forward with the CLASS Act, liberals have resorted to all sorts of
reasons to rationalize why the program’s demise is inconsequential to the larger Obamacare
entitlements.  Mother Jones’ website goes so far to argue that Friday’s decision is a victory for
Obamacare – and for (I SWEAR I’m not making this up) “good government:”

What happened here is that government worked exactly the way it ought to.  The CLASS
Act was passed in a fog of rosy estimates and emotional appeals (it was one of Ted
Kennedy's longstanding priorities), and the Department of Health and Human Services
immediately began the detailed work of writing the implementing regulations to get it up
and running.  And guess what?  They did their work honestly and conscientiously.  Even
though it was a liberal program promoted by a longtime liberal icon, HHS analysts eventually
concluded that its conservative critics were right and the program as passed was flawed.  So
they killed it.  And most of the liberal healthcare wonks that I read seem to agree that,
unfortunately, HHS was right.

This is how we all want government to work.  And it turns out that Obama agrees.  This is
apparently how he wants government to work too, and it's a pretty clear demonstration that
Obama isn't the kind of hyperpartisan extreme lefty that conservatives like to paint him as.
 He's a guy who wants government to function well and honestly, and if it doesn't, he's
willing to shut down a program that doesn't work even though it upsets his own party and
provides campaign fodder to his opponents.  When was the last time a Republican president
did anything like that?

Many would argue that there’s a better example of good government, and it’s this:  When a
proposal is based upon “a fog of rosy estimates and emotional appeals,” and no independent
experts think it can work, and its failure could cost federal taxpayers tens of billions of dollars,
DON’T PASS IT IN THE FIRST PLACE.  So the operative question is not when was the last time a
Republican President killed a program that didn’t work, it’s why a Democrat President allowed a
massive program to be enacted that everyone knew wouldn’t fly.
 
Chris Jacobs
Health Policy Analyst
Republican Policy Committee
(202) 224-2946
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From: Jacobs, Chris (RPC)
To: Jacobs, Chris (RPC)
Subject: Liberals Admit: More Companies Will Drop Coverage
Date: Thursday, November 03, 2011 7:52:37 AM

A profile by NPR yesterday noted that the recent decision by the nation’s largest private sector
employer to scale back benefits for its employees was symptomatic of a larger trend:

 
Wal-Mart's recent decision to cut benefits for new, part-time employees may be part of a
trend, as companies grapple with higher health costs.

That's the view of John Rother, the new president of the nonpartisan National Coalition on
Health Care, who chatted with All Things Considered host Robert Siegel about the country's
growing pack of part-time workers and why companies are rolling back their benefits.

“We're seeing health costs becoming a larger and larger expense item for companies,”
Rother told Siegel. And that poses a particular problem for firms “engaged in international
trade, where they're competing against companies that do not have to bear that expense.”

 
According to a transcript of the interview, Rother, formerly a senior lobbyist for liberal advocacy
group AARP, admitted that “there’s no provision [in Obamacare] to require employers to cover part-
time” workers.  And because firms are not subject to penalties under the employer mandate for not
covering full-time workers, companies have an incentive to scale back benefits if they do provide
coverage to part-time workers, and/or shift hiring from full-time to part-time employment.
 
Some may claim – as Wal-Mart did – that rising costs, and not the health care law, are the cause for
these changes.  But remember that candidate Obama repeatedly promised that he would lower
premium costs by an average of $2,500 per family, and do so in his first term.  So in reality,
Obamacare’s failure to deliver on its promises to lower health costs and insurance premiums is
resulting in employers scaling back coverage for millions of workers and their families.
 
Last week, former Speaker Pelosi admitted in an interview that one goal of the health care law was
to “emancipate” employers from health care costs, providing them with “a way out.”  Yesterday’s
NPR story illustrated how quickly firms are taking advantage of that opportunity.
 
Chris Jacobs
Health Policy Analyst
Republican Policy Committee
(202) 224-2946
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From: Jacobs, Chris (JEC)
To: Jacobs, Chris (JEC)
Subject: Liberals Should "Cut" Out Their Medicaid Nonsense
Date: Monday, October 29, 2012 1:59:31 PM
Attachments: image001.png

Paul Krugman’s Monday New York Times column featured a typical rant – typical not least because
it’s just plain wrong.  He talks about the “savage cuts” associated with conservative proposals to
block grant Medicaid – except the “cuts” don’t actually exist.
 
Don’t believe me?  Well, take a look at this chart from the Kaiser Family Foundation’s study on
Medicaid, issued last week.  The red line below illustrates the supposed “cuts” associated with block
grant proposals – and shows that such “cuts” don’t actually exist, because Medicaid spending will
increase each and every year under a block grant:
 

 
What’s particularly striking about the above chart is that the Kaiser study modeled a block grant
proposal that was less generous than Governor Romney’s plan – the House-passed budget linked
the growth of the block grant to inflation, whereas Governor Romney’s plan links the growth of
Medicaid to inflation plus one percent.  So the Kaiser researchers, even as they claimed that their
modeling was based on a plan “similar to Governor Romney’s,” cherry-picked (false) assumptions in
order to portray block grants in the worst possible light.  This partisan hackery also explains why the
Kaiser study uses the term “cut” no fewer than 60 times in one 22-page paper – even though both
the House-passed budget and Governor Romney’s proposal do NOT reduce Medicaid spending in
absolute terms.
 
Appearing before Congress last year, Secretary Sebelius testified that the Administration believes
Obamacare did not “cut” Medicare – it merely slowed the program’s growth rate.  If that’s the case,
the Secretary, the Administration, and their liberal allies should adopt a truly novel concept –
consistency – and not argue that a slowdown in Medicare’s growth rate under Obamacare is not a
“cut,” while a slowdown in Medicaid’s growth rate is a “cut.”
 
Chris Jacobs
Senior Policy Analyst
Joint Economic Committee
Senate Republican Staff
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From: Jacobs, Chris (RPC)
To: Jacobs, Chris (RPC)
Subject: Lowering Health Spending -- Through a Bad Economy...
Date: Thursday, November 10, 2011 12:55:00 PM

At the HELP Committee hearing taking place now, head of the Medicare program Jonathan Blum
again repeated the myth that this year’s lower-than-expected increase* in Part B premiums was
due to Obamacare’s ability to lower costs through things like “investments” in prevention (read:
jungle gyms).  That however is NOT what the non-partisan Medicare actuary concluded was
responsible for the slowdown health cost growth; here’s the first paragraph of the actuary’s most
recent summary of national health expenditure projections:
 

In 2010, NHE is projected to have reached $2.6 trillion and grown 3.9 percent, down from
4.0 percent in 2009.  Estimated spending growth in 2010 was slow due to continuing
declines in employment and private health insurance coverage associated with the recent
recession.

 
In other words, spending growth was slower – and the Medicare premium hike lower – than
projected NOT because Obamacare worked, but because the Obama “stimulus” didn’t.  Put another
way: If the Administration wants to take credit for the lower-than-expected increase in Medicare
premiums, does it also (finally) want to accept blame for the lousy economic conditions that
were its primary cause?
 
Chris Jacobs
Health Policy Analyst
Republican Policy Committee
(202) 224-2946
 
* And just in case you forgot, candidate Obama promised to CUT premiums by an average of $2,500
per family – so ANY premium increase by definition means the law has failed to achieve its promised
savings.
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From: 
To: 
Subject: 
Date: 

gcoffe 

Denise Northrup; Alex Weintz; Katie Altshuler ; Mary Fallin 

Made drudge 

Thursday, April14, 2011 8: 15:01 PM 

brandondutcher: The @Drudge_Report is featuring Oklahoma's rejection of #Obamacare money 

* geoff~ 
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From: Mark McCullough
To: Brian Downs; Jonathan Buxton; Glen Mulready; Katie Altshuler; Gary Stanislawski; Kris Steele; Brian Bingman;

Mark McCullough; Doug Cox; brejcha@oksenate.gov
Date: Monday, April 18, 2011 8:53:36 AM
Attachments: NCSL Task Force on Federal Health Reform Implementation, 4-16-11.doc

Gentlemen and Kaite,
Here are my notes from the NCSL Task Force on Federal Health Care Implementation. I have
accompanying handouts that will be coming "in the file." There is some pretty good stuff in here,
especially if you are looking at what the "pro-PPACA" folks are thinking. I could also give brifings...on
the white board...or not. There was a LOT of consternation among the red-staters about exhanges, etc.
They have run into very similar situations such as we have had here in Oklahoma. There is a lot of
visceral anti-Obamacare sentiment among thier contituencies and memebers, but perhaps not a great
deal of understanding as to the scope of this monster or the potential it has to actually come into effect.
Very Respectfully,
Mark McCullough
NOTICE: The information in this email is confidential, legally privileged, and exempt
from disclosure under law. It is intended solely for the addressee. Access to this
email by anyone else is unauthorized. If you are not the intended recipient, any
disclosure, copying, distribution or any action taken or omitted to be taken in
reliance on it, is prohibited and unlawful. The Oklahoma House of Reps does not
warrant any e-mail transmission received as being virus free, and disclaims any
liability for losses or damages arising from the use of this e-mail or its attachments.
Recipients of e-mail assume the risk of possible computer virus exposure by opening
or utilizing the e-mail and its attachments, and waive any right or recourse against
the House by doing so.
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From: Mark McCullough
To: Katie Altshuler
Date: Thursday, April 14, 2011 9:13:34 AM

Katie,
Is John Calabro still our Health Information Exchange Director over at the HCA? Henry appointed him
back in November. This is not PPACA stuff - more about straight health info IT, electronic records,
better rural health, that kind of thing. It was one of Steele's initiatives, I believe.
Mark McCullough
I need your new email and cell.
NOTICE: The information in this email is confidential, legally
privileged, and exempt from disclosure under law. It is intended
solely for the addressee. Access to this email by anyone else is
unauthorized. If you are not the intended recipient, any
disclosure,
copying, distribution or any action taken or omitted to be taken
in
reliance on it, is prohibited and unlawful.

The Oklahoma House of Reps does not warrant any e-mail
transmission received as being virus free, and disclaims any
liability
for losses or damages arising from the use of this e-mail or its
attachments. Recipients of e-mail assume the risk of possible
computer
virus exposure by opening or utilizing the e-mail and its
attachments,
and waive any right or recourse against the House by doing so.
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From: Craig Perry
To: Katie Altshuler; Andrew Silvestri
Date: Thursday, November 03, 2011 1:42:55 PM

Task force told state needs to get moving on insurance exchange
 
By WAYNE GREENE World Senior Writer
Published: 11/3/2011  10:18 AM
Last Modified: 11/3/2011  10:20 AM
 
Oklahoma realistically has until April to get moving on a state health insurance exchange or the
federal government will start the process of imposing one, a former federal health regulator told
lawmakers Thursday.
 
Federal procurement rules, planning time and deadlines imposed by the federal health care law
make spring the latest point federal regulators can realistically wait to start moving into the states,
Krista Drobac, an analyst for the National Governors Association, told the legislative task force
studying the impact of the health care law on the state.
 
Last year state lawmakers balked three times at plans to create a state exchange and some
lawmakers have argued the state should refuse to build an exchange, a key element in
implementing the controversial federal health care law.
 
But Drobac, who worked for the U.S. Department of Health and Human Services during the
formative phases of the health care law, told lawmakers that if the state does nothing, a federal
exchange will be imposed on the state.
 
A governors association survey of state leaders shows most want control over key parts of the
exchange system, and federal leaders want the same thing.
 
“They want state-based exchanges,” Drobac said. “The federal government doesn’t really want to do
a federal exchange.”
 
But if the state does nothing, realistic planning would mean the federal government would have to
start building call centers, working out data exchange processes with the state’s Medicaid agency
and ramping up public education efforts by April, Drobac said.
 
The federal law requires that an exchange -- an electronic means of connecting consumers and
health insurance companies, distributing federal tax credits and enrolling Medicaid clients -- by Oct.
1, 2013.
 
Read more from this Tulsa World article at http://www.tulsaworld.com/news/article.aspx?
subjectid=336&articleid=20111103_324_0_JENKSA679634&rss_lnk=439
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From: 
To: 
SUbject: Make Hany Reid hear the consavative thunder' 

Friday, July 20, 2012 11:56:28 AM Date: 

Email not displaying correctly? View t in your browser. 

~ 
ObamaCare Repeal: Make Harry Reid hear the 

conservative thunder! 

From the Desk of: Steve Elliott, Grassfire Nation 

Michelle, 

Despite the Obama administration and the liberal media propagandists who are trying 

desperately to pivot away from the House vote to REPEAL ObamaCare, and the 

outcry to bring it to the Senate for a full vote, the Conservative call to action is building 

to a near frenzy! 

Alternative news and blogging sites continue boiling w ith Conservative outrage, and 

demands for Harry Reid to bring REPEAL ObamaCare to the Senate floor for an up or 

down vote! 

In fact, it is so intense, Grassfire Nation has decided to push back our delivery from 

this Friday to next Monday morning simply to accomodate additional signers of our 

petition ... 

This vital petition calls for an end to the statist takeover of our healthcare system and 

exponential expansion of our fed.eral government! 

Michelle, make certain I have your petition ready to deliver to Harry Reid's office on 

Monday by going here right now. 

+ + 275,000 Petition Threshold Within Reach 

Heading into this final weekend before our hand-delivery to Senate Majority 

Leader Harry Reid's office Monday (July 23), we are less than 31,000 petitions 

shy of reaching 275,000 petitions! 

Michelle, nothing would make me happier than to drop 275,000 petitions on 

Harry Reid's desk on Monday - each one DEMANDING HE BRING REPEAL 

OBAMACARE TO THE SENATE FLOOR ... 

Ensure your petition is delivered by going here right now and taking action with me. 

July 20, 2012 

Sign Up 

Click here to receive the 
latest news alerts for 

Take Action 

Key Action Items in this 
issue of the Grassroots 
Action Alert: 

Sian the "Reoeal 
06amaCare'' oetition to 
the us Senate 

Dig Deeper 

Key resources for this issue 
of the Grassroots Action 
Alert 

Hanv Reid aot his oath 
mixed up with his agenda! 

Reid blocks GOP 
amendment to reoeal 
Affordable Care Actl 

Archive 

Go here to access recent 
issues of the Grassroots 
Action Alert. 

Get Connected 

The Patriot Action 
Network is the largest 
conservative Social Action 
Network with hundreds of 
thousands online every 
month. Get connected with 
patriotic conservatives in 
your community, state and 
across the nation. 
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+ + ACTION: Alert your Friends!

Obama and the Left are in a hurry to silence the repeal ObamaCare outcry. We can't

allow them to dictate and control the message of the people!

Instead, conservatives must increase the pressure by reaching out to more patriots

with our REPEAL message, and the need to get our lawmakers on record prior to the

election.

After adding your name, forward this important alert to 30-40 of your friends and

family members urging them to take fast action with you by clicking here and

signing this grassroots petition.

To ensure their petition is delivered, have them click here before our 9 a.m. Monday

(July 23) deadline.

Again, join with me now by signing our petition and ensuring that you will be

represented on Capitol Hill on Monday morning by going here now.

Then help me reach, rally and mobilize the critically needed additional 31,000 citizen

signers to push our petition totals past the 275,000 mark by alerting your friends!

As always, thank you for your outstanding efforts and commitment on these critical

issues that impact us all.

Steve Elliott, Grassfire Nation

   

Click Here to Unsubscribe  

 

 

Cl ck here to be removed from this list or send a wr tten request to:

Grassroots Act on

PO Box 277

Maxwell,IA 50161

You are signed up as: michwad . 

Cl ck here to change your email address.
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From: Jacobs, Chris (RPC)
To: Jacobs, Chris (RPC)
Subject: Mandates and Slippery Slopes
Date: Monday, November 14, 2011 4:11:53 PM

You will by now be aware that the Supreme Court today granted cert to hear arguments on
Obamacare – two hours of arguments on the individual mandate, 90 minutes on severability, and
one hour each on the Medicaid expansion and Anti-Injunction Act issues.  But when it comes to the
individual mandate, a New York Times article this morning talked about its wide-ranging implications
on the limits (or lack thereof) of federal power: “If the federal government can require people to
purchase health insurance, what else can it force them to do?  More to the point, what can’t the
government compel citizens to do?  Those questions have been the toughest ones for the Obama
administration’s lawyers to answer in court appearances around the country over the past six
months.  And they are likely to emerge again” at the Supreme Court.
 
Recent months have given just some examples of the requirements Congress, if granted the
authority to impose mandates on all Americans due to their very existence:
 

The CLASS Mandate:  The former Obama Administration budget director first referenced
the idea of mandatory participation in CLASS over the summer; other liberal bloggers have
agreed.  The Justice Department likewise conceded in a Pennsylvania courtroom that
mandatory long-term care insurance would be constitutional.  And seeing as how HHS
admitted the program could not be made solvent without a mandate, who does not believe
an Obama Administration, emboldened by a Supreme Court ruling upholding the health
insurance mandate, would not attempt to require all Americans to participate in this
program?
 
The Home Mandate:  During the 2008 campaign, candidate Obama derided the idea of an
individual mandate to purchase health insurance: “If a mandate was the solution, we could
try that to solve homelessness by mandating everyone buy a house.”  Of course, he later
changed positions on the health insurance mandate – and if the housing market remains
stagnant in the future, he could change positions to endorse home-buying solutions as well.

 
The Broccoli Mandate:  In an exchange with Sen. Coburn during her confirmation hearings,
now-Justice Elena Kagan pointedly – and repeatedly – declined to say that passing a law
requiring individuals to eat three fruits and three vegetables a day would be
unconstitutional.  Such a mandate could be imposed on the grounds that it would slow the
growth of health costs, thereby saving the federal government money.

 
Given last week’s controversy over the “Christmas tree tax,” some observed that if the government
wanted to promote the Christmas tree industry, it need not impose a tax on conifers to fund a
Christmas Tree Promotion Board – it could just force everyone to buy Christmas trees instead.
 
It is these types of questions, integral to the relationship between individuals and the federal
government, which surround the Obamacare case the Supreme Court will consider next year.
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Chris Jacobs
Health Policy Analyst
Republican Policy Committee
(202) 224-2946
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OKLAHOMA STATE AND E DUCATION E MPLOYEES GROUP INSURANCE B OARD 

Frank Wilson, Administrator 

February 25. 2011 

Oscar B. Jackson, Jr., IPMA-CP 
Administrator and Cabinet Secretary 
of Human Resources and Administration 
State of Oklahoma Office of Personnel Management 
210 1 North Lincoln Boulevard, G-80 
Oklahoma Ci ty, OK 73 105-4904 

Dear Mr. Jackson: 

This communication responds to your request for agencies to identify burdensome unfunded 
federal mandates. OSEEGIB administers health, life. and disabi lity benefits for state and 
education employees. These fall under two categories: those resulting from the recent Patient 
Protection and Affordable Care Act (ACA), and previously existing requirements from other 
programs and statutes. 

Pursuant to ACA. OSEEGIB's HealthCboice plans are mandated to include additional benefits 
and administrative services. Additional mandated health insurance benefits include: 

a) Nutrition counseling at no cost to the member; 
b) Annual colonoscopy at no cost to the member; 
c) Extending dependent eligibility until age 26; 
d) Coverage of services associated with clinical trials; and 
e) Removal of $2 million pharmacy maximum. 

As a non-appropriated agency, the financial burden of add itional mandated benefits is not carried 
by the agency, but ultimately placed on the members in the form of premium rate increases. 

Burdensome administrative services mandated by ACA and scheduled to go into effect in 2011 
and 20 12 include: 

a) Substantially increased requirements for reporting of all amounts paid in 
consideration for goods and services to any corporation for business purposes whose 
total amount exceeds $600 in the course of a year. These must be reported on a 
Form-1 099; 

b) Out-of-network emergency room reimbursement rules which involve elaborate and 
compl icated calculations to try and determine the minimwn required fee schedule 
amount; 

3545 N. W 5£Jih, Suite 110 • Oklahoma City. OK 731 12 
PHONE: 1-405-717-8701 • 1·800-543-6044 • www.sib.ok.gov 
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Page Two 
February 25, 2011 

c) Federal attempts to standardize plan information materials into 4 page summaries of 
benefits which do not fit actual plan design considerations and fail to include critical 
information and disclaimers, which are expected to result in increased grievance and 
legal actions by plan participants; and 

d) Significantly increased record keeping and reporting to the federal government 
regarding quality of care, claims payment policies and practices, enrollment/ 
disenrollment data, claims denials, rating practices, cost-sharing, enrollee rights, and 
other information as deemed desirable by the Secretary of HHS. 

Another burdensome federal mandate separate from ACA is the increasingly erratic timing of 
coding and fee schedule changes on the part of CMS (Medicare). Insurance plans are required to 
make significant adjustments to fee schedules with insufficient notice. 

If you need additional information, don't hesitate to contact me. 

Sincerely, 

~h/r-
~~nk Wilson, Administrator 

3545 N. W 58'h, Suite 110 • Oklahoma City, OK 73112 
PHONE: 405-717-8701 • FAX: 405-717-8940 2465



From: 
To: 

Grace-Marie Turner 
Katie Altshuler 

Subject: March 20 call with Rep. Michele Bachmann 

Tuesday, March 13, 2012 9:48:07 AM Date: 

Reg1ster now fo Milrrt 20 e<.ul WI Re~ M1che e Bachmilnn liTl'Ctly? 

Please join us for a conference call for state leaders 

with Rep. Michele Bachmann 

Tuesday, March 20, Noon EDT 

Please join us for a conference call on Tuesday, 
March 20, at noon with Rep. Michele Bachmann. 
The call will be jointly sponsored by the Galen 
Institute, the Institute for Policy Innovation, and the 
State Policy Network. 

As a self-proclaimed "Constitutional Conservative," 
Rep. Bachmann is devoted to the repeal of 
ObamaCare, which she believes exemplifies 
government's uninhibited growth. She advocates 
adherence to the Constitution and has become 
known on Capitol Hill for championing tax reform, 
cuts to wasteful government spending, and support 
for limiting the size of our government. 

We hope you will join us for this discussion with 
Rep. Bachmann about her dedication to repealing 
and replacing ObamaCare. 

To register for this call, please contact Jena Persico at jena@galen.org. You will 

receive the call numbers when you register, and your registration will ensure that 

you receive any follow-up materials from the call. 

Galen Institute 
P.O. Box 320010 
Alexandria, VA 22320 

www.galen.org 1 www.spn.org 1 www.ipi.org 

www.galen.org 
twitter.com/Galenlnstitute 
facebook.com/Galenlnstitute 
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From: 
To: 

Grace-Marie Turner 
Katie Altshuler 

Subject: March 20 call with Rep. Michele Bachmann 

Thursday, March 15, 2012 9:04:28 AM Date: 

Reg1ster now fo Milrrt 20 e<.ul WI Re~ M1che e Bachmilnn liTl'Ctly? 

Please join us for a conference call for state leaders 

with Rep. Michele Bachmann 

Tuesday, March 20, Noon EDT 

Please join us for a conference call on Tuesday, 
March 20, at noon with Rep. Michele Bachmann. 
The call will be jointly sponsored by the Galen 
Institute, the Institute for Policy Innovation, and the 
State Policy Network. 

As a self-proclaimed "Constitutional Conservative," 
Rep. Bachmann is devoted to the repeal of 
ObamaCare, which she believes exemplifies 
government's uninhibited growth. She advocates 
adherence to the Constitution and has become 
known on Capitol Hill for championing tax reform, 
cuts to wasteful government spending, and support 
for limiting the size of our government. 

We hope you will join us for this discussion with 
Rep. Bachmann about her dedication to repealing 
and replacing ObamaCare. 

To register for this call, please contact Jena Persico at jena@galen.org. You will 

receive the call numbers when you register, and your registration will ensure that 

you receive any follow-up materials from the call. 

Galen Institute 
P.O. Box 320010 
Alexandria, VA 22320 

www.galen.org 1 www.spn.org 1 www.ipi.org 

www.galen.org 
twitter.com/Galenlnstitute 
facebook.com/Galenlnstitute 
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From: 
To: 

Sooner Tea Party 
Katie Altshuler 

Subject: Mary Fallin, Don"t You Dare 
Date: Sunday, November 11, 2012 10:19:51 PM 

Forward this email to a f riend 

IN THIS ISSUE: 

Sponsors this 
week: 

The Carpenter 
Shop 

358 North Rockwell 
OKC,Ok 
405-942-2644 
thecarpentershop. net 

The Carpenter Shop is 
a full line cabinet and 
cou ntertop shop that 
travels all over the 
state build ing dream 
kitchens for discerning 
customers 

Claude Hall's 
Gun Shows 

okcgunshow .com 

Click Here For Previous Newsletter Archives 

Click Here to Sign Up for the Sooner Tea Party Email List 

Forward th is email to a friend 

Vote Recount Monitors Needed 

One of the most common questions I get is how Tea Party 
leaders manage to make a living and still find t ime to do all the 
political work. The answer is no different than the militia men 
faced in colonial t imes; sometimes you just have to lay down 
your tools and spend the day on polit ics because if you don't, 
eventually there will be no work to do. 

That was the case last week when a Darrel Sorrels supporter 
walked into my shop on Monday with questions about the 
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okcgs.com 

Claude Hall has 
always take care of 
the Tea Party and the 
Ron Paul activist 
community at his gun 
shows. 

His next OKC dates 
are: 

May 19th - 20th, 
July 14 - 15th, 
Oct 6-7th 
Nov 17- 18th 
Dec 15- 16 

Wolflaser.com 

This guy is a Noble 
Oklahoma based 
company that has 
great prices on 
electronics of all 
types and 
inexpensive toner 
and ink for your 
printer. 

validity of the Oklahoma County Sheriff's election results. We 
had taken for granted that there was integrity in the voting 
system and that by golly freedom just got its butt kicked on 
November 5th. But the visitor had some intriguing information 
that raised some serious questions so we opened up an 
investigation into the race. We started gathering donation 
pledges toward a limited recount of ten or twelve precincts but 
one of our phone calls was to one of our wealthy supporters 
and it turned out that he was thinking the results were 
somehow skewed as well. 

Along the way we had to brush up on election law, ethics 
commission procedures, and actually learn how the voting 
system works and what checks and balances are in place. By 
Thursday we had met with the Oklahoma County Election Board 
Secretary and went over the actual vote handling process, were 
appointed as the official agent for the candidate, had a recount 
petition signed by the candidate and a cashier check ready for a 
limited recount but it turned out that our efforts were about to 
be massively supplemented. By Friday we were working with a 
powerhouse of a team that included lawyers, donors, legislators, 
and activists that were slowly pinning down public officials to 
gain the answers we needed to pull off a countywide recount. 
By mid afternoon the t rigger was pulled as the team met with 
Oklahoma County Election Board Doug Sanderson to file the 
recount petition under the leadership of one of Oklahoma's 
renowned attorneys. 

The candidate had met with us earlier in the week at the 
election board and had gotten some push back from the election 
board secretary but that push back evaporated once a small 
group of Tea Party leaders took the candidate back into the 
back office for a second meeting with the official. From that 
point on we were treated well, given a tour of the facilities and 
shown exactly how the voting machines were programmed, 
what security procedures were in place, and how the ballots 
were stored after the election was over. The candidate saw 
firsthand the power of the Tea Party, few public officials want to 
be on the wrong side of one of our investigations, but having 
one of the best attorneys in the state leading the recount effort 
was even better. Now the officials have to fear a legal 
challenge along with a public relations nightmare if they manage 
to hand us a club to beat them with. 

If you are a regular reader of the Sooner Tea Party newsletter it 
comes as no surprise that Oklahoma County is riddled with 
corruption at all levels including the Republican elected officials 
and even the Oklahoma County Republican Party itself is so 
corrupt that it refuses to censure the unprecedented Republican 
elected official's endorsement of a Democrat candidate over a 
model Republican candidate for sheriff. We weren't going to 
divulge much about why the recount was requested or go into 
the particulars but the story has already made the news and 
speculation is running rampant. Sometimes it is best to wait 
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Comtec Security 

Comtec 
provides residential 
and commercial 
security systems in 
Oklahoma. 

There is only one 
thing you really 
need to know 
about Comtec's 
quality and pricing, 
they do not require 
a contract for their 
services. 

Customers are free 
to walk away if 
their service isn't 
top quality. 

Rodent 
ResistantChicken 
Feeders! 

$50 + Shipping 

for the process to work, that was the case with the David Prater 
Grand Jury, we had to hold our tongue till the thing was over. 

The right to vote confers little benefit if two things are 
missing; an educated public and integrity of the voting 
system. For the latter reason alone forcing a recount is a good 
thing to do and a nice side benefit will be that the corrupt 
officials have seen that not only are we watching, but that we 
have the clout to shine our blazing hot spotlight into the voting 
process itself. 

What we need are a couple of volunteers to sit behind the 
election board officials as they count ballots to make sure the 
election officials call off the result of each ballot correctly. The 
process starts at room 223 in the Oklahoma County Courthouse 
at 9 am on Wednesday the 14th of November, then we move to 
the Oklahoma Election Board building at 4201 North Lincoln 
Boulevard,. The candidate is going to come up with four 
watchers and we have four watchers lined up but it would be 
nice to have two to four extra volunteers so that we can spread 
the work load out if this recount lasts more than one or two 
days. Only four watchers will be working at a time, the others 
can monitor the reported vote count precinct by precinct 

You will have to be sworn in and they like to do that in a large 
group so you will need to be there on the first day for a bit then 
you can come back that afternoon or the next day if that works 
best for your schedule. You don't have to be at the court house 
that morning, just show up at the Oklahoma County Election 
Board around 9 am and call us so we can get you sworn in. 
(405-412-6233) Please call after 9:30am or so as we will be in 
court first then enroute to the Election Board. 

If you can help out please email us ASAP at 
soonerteaparty@gmail.com 
There will be an area where the public can observe the recount 
and the results will be posted in an adjacent public area so 
interested individuals can help monitor the process. We 
encourage as many people as possible to show up but please 
wait till after 10 am to allow the watchers and election officials 
to start the process. 
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Advertise Your 
Business, Event, Or 
Service Here! 

$25.00 per week, 
tens of thousands of 
Oklahoman 
impressions every 
newsletter 

Rep Shumate married 

About that Election ... 

We did our part here in Oklahoma, Obama lost two to one and 
once again not a single county went for Obama. But as much 
as it pains me to say, this election was lost at the State 
Republican conventions and at the National Republican 
Convention, November 6th was just the accounting of bad 
decisions by the Republican Party. 

Right to Work political training tells us that three percent of 
most populations actually control who gets elected. Obama 
won the popular vote by 3.2 million out of a voting population of 
over 200 million Americans. Around 114 million voters 
bothered to vote, 11 million fewer than voted in 2008. Where 
was everyone? Sitting at home either disgusted in the choices 
they had to choose from or resigned to the fact that their vote 
didn't matter. 

The Republican Party however had the most to do with the loss 
after they trashed their relat ionship with Tea Party and Ron Paul 
activists. They forgot who it was that put the GOP over the top 
in 2010, the Tea Party, and they forgot that they needed 
everyone to win this election. By the time the State 
Conventions were occurring it was open warfare between the 
Ron Paul activists and entrenched GOP officials. But what was 
even worse was the National GOP Convention where even after 
the nomination was sewed up for Romney the GOP continued to 
hammer Tea Party and Ron Paul supporters with crazy rules 
changes that were nothing short of insane. 

Most people don't like being disrespected so millions of the most 
motivated activists in the political realm just stayed home on 
November 6th. Others may well have voted for Obama as the 
lesser of evils or in their own effort to help hasten a collapse so 
that we can dig out way out again. 

The Republican Party is sick and corrupted. The solution is for 
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massive amounts of citizens to start attending the GOP 
meetings and begin forcing the RINOs out of the party and 
taking the party back to the values of Regan. A flood of new 
talent will sweep away the old guard responsible for this debacle 
and that starts with attending the February precinct meetings 
and throwing out the existing leadership from the bottom up. 

Walking Through A Broken Heart 
By Ms PM 

Think back to your first true love. At night alone, laying there 
and wondering if your world would ever seem normal again, you 
address those feelings inside yourself which screamed out in the 
dark; What in my makeup is so undeserving of this love that 
was so desperately wanted? You were the best you could 
possibly be, yet it wasn't nearly enough. 

Of all the people that still surrounded you, you couldn't help but 
feel like a piece of your soul was missing. Learning how to walk 
through that type of hurt, and doing it successfully, has always 
been the gift you give to yourself. Seeking that knowledge 
without bitterness or blame makes you ready for that special 
person to some day walk into you life ... 

Many hearts were broken again on November 6th. Are you 
wondering why that dark cloud decided to descend on so many 
patriots? They worked so very hard because they believed the 
heart of America was bleeding . They knew this great nation 
needed thei r tender care. They gave their time, energy and 
love, only to be defeated. When she needed us most, many 
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believe they let her down. That sad, lonely feeling has returned. 

A truth can be dug out of this aching. History and human nature 
has shown us, if we are willing to be honest, it takes these 
horrible things to bring people to their knees. If that isn't 
enough then flat on their faces. This truth could be that citizens 
have to loose something they are not willing to live without 
before they grasp the concept that makes them willing to 
address the consequences of their actions. This may be a reality 
that some may never realize. 

When people are numb to their innermost feelings they turn 
into an empty shell. It becomes easy for their justification as to 
why they are so deserving of others labor. Some may never 
fully understand the magnitude of what they have done. When 
the money runs out they turn into the loud, greedy little leaches 
they have practiced at becoming. They will demand more from 
the empty bucket and not have a clue as to why the well ran 
dry. They are the pitiful and lost souls of what could have been 
good for all, but instead chose the path of wanting more than 
what they were willing to work for. After all the practice, it 
became easy for them to turn to government and beg for your 
money. They sold their soul to the devil with a vote for 
entitlements. 

The other side is left for those with insight, their quality of life 
will be affected in order for the others to have the time needed 
to grasp it for themselves. America will have lost her glow. She 
will be the one screaming out; What is it about me that they 
can't love? I was the best there ever was, and it wasn't enough. 
The things that entice those to a slothful existence, will destroy 
the greatest nation on earth. 

Please be patient, honest and steadfast. Never give up 
defending this country. Always be on the side of liberty and 
freedom. And remember, sometimes the lesson to be learned 
belongs to someone else. 

We all were given a preview before the election of what we are 
now in for. This missed lesson, to be sure, will make or break 
the heart of America. 
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Lack of Leadership, Flawed 
Candidates, 

GOP State Chairman Matt Pinnell 
Has Got To Go 

Has the Republican Party made gains at most levels of 
government in the state? Without doubt yes. Have we had our 
share of failures? Again yes. Is Oklahoma the reddest state in 
the Union? That is without question. 

There has been a lot of hard work put in to building the 
Republican Party in the state of Oklahoma. This has culminated 
in this year's victories as indicated here. What Mr. Pinnell fails 
to mention is that a lot of that hard work was accomplished by 
grassroots organizations throughout the state long before there 
was ever a Tea Party. 

So one must ask, how red is the reddest state in America? 
Well last Tuesdays election results saw that all of our federal 

elected representatives are now Republicans. You can read 
about that here. We also sent more Republicans to both 
houses of the state Legislature, but this article Okla . GOP 
leaders add to numbers in Legislature. must govern with 
broader range of ideology raises the question as to how many of 
them are true Republicans, and how many of them are RINO 
Republicans. 

We also lost the opportunity to pick up more legislative seats 
due to poor candidate vetting. More than once during this 
election cycle was the chosen candidate of the Republican Party 
forced to withdraw from the race because of ethical problems. 
Proper recruitment and vetting of these candidates by the GOP 
Headquarters earlier in the race would have prevented this and 
given a better qualified candidate a chance to win. 
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The Oklahoma Republican Committee elected Matt Pinnell in 
2010 to lead the Oklahoma Republican Party, primarily because 
he was the only individual who submitted his name as a 
candidate. In other words, they got lazy and took the easy way 
out. They elected him instead of voting no, and choosing the 
course that would benefit the state party better and making a 
national search for a new state party chairman. You can read 
about that here. 

At less than nine years of political experience, Mr. Pinnell just 
didn't have the leadership skills necessary to lead a state party 
in the right way. He lacked the political backbone to stand up to 
the elected officials in the state particularly when they break 
party rules. 

We need a new rule that would deal with party discipline. The 
proposal would be that instead of censoring a fellow Republican 
for supporting in any manner an opponent of another party 
while the GOP has a candidate of their own in the same race, 
that Republican would forfeit the right to campaign support by 
the state party for the next election cycle. A second offense 
would bar that Republican permanently f rom support from the 
state party. If you're going to discipline someone, make it hurt. 

Finally we come to the fourth change needed. This is not a rule 
change. It's a change in leadership. I'm talking about the 
removal of Matt Pinnell as the State Chairman of the GOP. The 
reasons are numerous, but where do I start. Part of his job 
description is to represent all of the Republicans in the state of 
Oklahoma. At a time when the Party is trying to reach out to 
minorities, apparently Mr. Pinnell doesn't think we need them. 
He also, apparently, doesn't care for Ron Paul supporters. 

In late August of this year we did a story titled "Jim Crow Laws 
Prevail at State GOP Headquarters". This story involved a case 
where an African American Veteran was more or less bum 
rushed out of the State GOP Headquarter when she tried to 
enter by herself, but was allowed in when she enter with a 
group. You can see the video here. After this video hit the 
internet, he called to apologize, and as you can tell in this 
video, made all kinds of excuses for his actions, but mostly 
blamed Ron Paul supporters. Now that is just plain disgraceful. 
We have yet to hear an apology to the rest of the state 
Republican Party for this action. 

How many of you remember the Oklahoma State GOP 
Convention this year? Do you remember how rowdy and 
raucous it got. Do you remember all the rule breaking that went 
on? Do you remember all the promises the Mr. Pinnell made 
that were not kept? Sounds almost like what happened at the 
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National GOP Convention doesn't it. Did Mr. Pinnell stand up for 
the grass roots organizers that built the Oklahoma GOP? No, 
he was too busy building up his own reputation in puff pieces 
like this Young Republican Matt Pinnell presides over Oklahoma 
party's growth I NewsOK.com . Will someone please tell me how 
this helps build the reputation of the Oklahoma GOP when we 
send people to Congress who are facing indictment for gun 
trafficking? 

The violations don't stop there. Just last month Oklahoma 
County Republican Party precinct officials called for censor of 
several elected officials at the County Court House for violating 
party rules by endorsing a Democrat over a Republican 
candidate for Sheriff. You can see reports on the subject here. 
To date Mr. Pinnell has taken no action on the subject. Why? 

The State GOP did endorse the Republican Candidate for the 
office of Sheriff in Oklahoma County, but waited until the last 
minute to do so. We first got wind of it in this article, Matt 
Pinnell (Oklahoma Republican Party) - newsle. After searching 
further, we found the full endorsement here. Notice the date on 
this endorsement. It's October 25th. That's less than two weeks 
before the election. Mr. Sorrels had the nomination locked up 
long before that. Why wait that long to endorse him? It just 
doesn't make sense. 

This wasn't the only complaint. We received numerous 
complaints from conservative candidates that the state party 
wasn't supporting them. We even received one complaint where 
after we prodded the state GOP into supporting the candidate, 
the support he got hurt his cause more than help him. Wouldn't 
it be wise to ask what kind of help he needed before plunging 
in? 

Mr. Pinnell even allowed one Democratic Representative to get 
away with using the Republican Governors picture on his 
campaign literature. We not only did not hear a word out of Mr. 
Pinnell, we did not hear a word out of the Governor. Rumor has 
it that the Governor allowed the use of her photograph in order 
to get the Democrat's vote on a bill. 

There is only one conclusion that can be drawn from the results 
of the last election. The Oklahoma Republican Party is severely 
crippled by poor leadership. Yes we have added to the total 
number of offices held by Republicans statewide, but most of 
them are Republicans in Name Only. The State GOP Chairman 
must make elected officials live by party rules. Those rules must 
change to a point to where they mean something other than a 
slap on the wrist. In order to do that, you as activist must 
contact your local party officials and demand change. Although 
we were unable to find an exact list of the Oklahoma State 
Republican Committee, we do know that the members are on 
this list OK GOP County Contact List. We urge you contact 
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them and demand change. You may also contact the State GOP 
offices here. Republican • National • Committee 

Remember, better candidates, better support will equal a better 
government. Let's work together on this. Boot Matt Pinnell and 
get some experienced leadership in place to guide a resurgence 
of conservative Republicans in Oklahoma. 

Where Does Oklahoma Fall 
Within The List Of Corrupt States? 

By Ms PM 

My, my, my said the spider to the fly. This website gives 
Oklahoma a "D." Our state ranks 38th and is not alone. 
Eighteen other states received barely passing grades as well. 
Not one state earned an "A". There were five states that earned 
a "B" and nineteen that got a "C." Eight states failed with a big 
fat "F." 

The Oklahoma House has had live video of all floor sessions and 
archived video available for three years running. Why doesn't 
the Senate do this? Considering the budget included a million 
extra $$$$ for House and Senate, it would be advantageous for 
the folks to be able to check in and see what hot items are on 
their online shopping spree of the day. 

These dismal grades are mainly from a lack of ethics, open 
records and disclosure laws. Oklahoma makes it tough to find 
out information without spending a lot of t ime researching. 
What are they hiding? Nothing, they say, but good luck finding 
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it in the merry-go-round of .gov websites. If you expect an 
answer when you make a phone call, think again. The person 
with the answer has stepped out. You can leave a message for a 
call back, but you will be the one making the call, again. 

Every citizen has the right to access records, just as nearly all 
laws that are written look like a piece of Swiss cheese with all 
the loopholes. There seems to be some type of roadblock which 
exempts certain departments from turning over the information. 
Their excuses are numerous while guarding their dirty little 
secrets. 

States rarely check the accuracy of campaign finance records 
and disclosures. That is unless they get a complaint, and given 
the low grade Oklahoma has, it isn't a long shot to think this 
may be an issue with our state. 

Mary Fallin, Don't You Dare 
By Ms PM 

This article from The Tinsel World talks about our Governor re
hashing the handout from the feds for the Oklahoma Health 
Exchange. 

The article begins with "A spokesman for Gov. Fallin says." Sorry 
Wayne Greene, World Senior Writer, shouldn't this language be 
"spokesperson" simply due to the fact that we are supposed to 
be all politically correct in our new America? Better watch it, 
Mary will not come out and play. 

Wayne states that Fallin's administration "seems to be opening 
the door to the possibility that the state will establish a state
based health insurance exchange, an issue that had seemed to 
be resolved." Let's get to the truth of the matter. Governor 
Fallin has been on the fence with this issue from the beginning. 
Whichever way the wind blows the strongest is the side she will 
flop. "Resolved?" Anyone with one brain cell knows that this 
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issue was never resolved, she waited for the election and now 
the big guns are on her side. 

There is one point about these exchanges; the Supreme Court 
ru led that this part of the law is unconstitutional. It is clear that 
she, along with some others in Oklahoma think that the 
Constitution of the United States is something to be discarded. 
There is no doubt that Fallin will look like the string puppet she 
so desperately tries to hide. When the arm extends she gets a 
fistfu l of money to set up her socialist state. Governor Fallin has 
succumbed to the easier, softer way. The spineless twit has 
turned her back on the people and the Constitution. Rather than 
fight for the glory of which this nation stands for, she has 
instead taken a path that is guided by the fame and fortune 
that surely clouds and destroys any strong spirit. She is a pitiful 
excuse for a t rusted servant. 

The Tinsel Town Chamber of Commerce is hot on her trail to 
get her to accept the money. Business leaders want the same. 
If you all don't stop chasing her, she's going to trip and fall into 
her butt crack and we'll never be able to find her. Home will be 
where her head is. 

These esteemed know it all experts argue that Oklahoma 
taxpayers would be required to pay for other states' poor along 
with thei r own if Gov. Fallin doesn't set the wheels in motion. It 
is very uncharitable that these bleeding hearts have the audacity 
to deny their fellow unfortunates care because it will cost them 
a little more money simply because they live in another state. 
Isn't this supposed to be about taking care and giving to people 
because they cannot or will not fulfill their responsibility? It is 
apparent that it is seemingly okay for someone else to take care 
of them by spending their wages as long as it doesn't cost the 
Oklahoma hypocrites more than what they deem fair. Governor 
Fallin's lack of brain stimulation makes it easy for her to justify 
the need for your money to spend as she sees fit. This is her 
sick way of taking care of Oklahomans. Spare us, goat woman. 

Senator Tom Coburn, not Senator Tom "Cobum", Mr. Green, is 
one of the ones that got it right. You are the "bum" within our 
drive by media along with your other buddies that have helped 
hide the facts due to your refusal to report news and give 
people all of the information. 

John Silva, CEO of Morton Comprehensive Health Services in 
Tulsa says that about 55 percent of thei r patients are 
uninsured. He goes on to say that the feds provide one quarter 
of the funding and that hasn't risen in about 15 years. What he 
doesn't say is the money belongs to the people, the federal 
government steals it and gives it away to those they choose. He 
believes that the additional Medicaid coverage would allow them 
to catch a financial breath. Really? Does anyone wonder about 
the folks that supply the money for his financial breath? What 
happens when the pig trough runs out at the federal level and 
the state has to pick up the tab? Does this mean that a great 
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way to fund your financial breath would be to increase taxes on 
everyone, or at least the property owners, they seem to get the 
brunt of the tax hikes. 

This next sentence from the article is a true example of left 
wing bias they so feverishly deny. "Fallin accepted a $54 million 
federal grant to establish an exchange that would comply with 
the Affordable Care Act, but later - under heavy pressure from 
tea party members of her own party - Fallin told federal officials 
not to send the fund ing." 

1-The ACA is not affordable, it will bankrupt the nation. This is 
the something for nothing belief prevalent within the story's that 
come out of Tinsel Town. 

2-Again the Tea Party is bashed. Any person associated with the 
Tea Party must be silenced or attacked until they cave or go 
away. Unlike the Tinsel Town gang and Contrary Mary, the Tea 
Party believes The Founders knew what they were doing to 
protect the people against the very issues we face today. They 
loved the Constitution and the Bill Of Rights. They fought 
against ingrates like you. Remember when Benjamin Franklin 
was asked; "What have we got, A Republic or a Monarchy?" His 
reply was, "A Republic, if you can keep it." Well, that's what 
we're doing, much to the gangs dismay. Your spin of never 
giving people acknowledgement for standing up for what they 
believe, unless they align with the gangs ideology is a perfect 
example of "The Spin of The Century." The article bashes Fallin 
by connecting her to Republicans that are members of that 
awful Tea Party hoping to demonize her enough so she caves to 
your socialist agenda. 

3-Fallin is remote to Tea Party beliefs. She is like a female black 
widow spider, and will eat you after the torrid love affair when 
she gets what she wants. She aligned herself at one time when 
she thought it would further her prestige. She has turned her 
back on liberty because you hold the payoff she so desperately 
believes is the road for her twisted success. We didn't want her 
then and don't want her now. She can shut her big pie hole 
with you in it. Dirty politicians are the result of ignoring the 
Founders warnings. She fits the bill. 

4-If Oklahoma had a new party called "TNS" (The Not Stupid) 
Party there would be a drastic reduction of Republicans. They do 
just as much damage to liberty. I f you stomp on the rights of 
citizens, we will take you on. We believe there are those that 
relish the thought of America's destruction for the payoff of 
power and money. The stench of arrogance and greed is 
prevalent. When you melt the pot of corruption, slime is 
condensed and you all fit nicely. 

The comments at the end of the article show a very clear path 
that some Americans want a "give me more" society. They want 
everyone to pay for their gain. When those who have little, 
want more of what someone has worked for you end up with a 
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bucket of leaches sucking off of society. A better fit would be to 
feed them the infection they have caused on this nation. 

In this article a Canadian Doctor gives his best description of 
why socialized medicine doesn't work. The article was written in 
2007. Governor, you might want to read this before you carry 
on with your agenda, which, Oklahomans still do not want. 

His nightmare began when he cut through the ER on his way to 
his medical school class. Beyond the over crowding of elderly on 
stretchers, the stench of sweat and urine and later finding out 
some had waited five days for admission, is when he 
immediately began to reconsider all he knew about the 
Canadian health care system. 

The problems went beyond the situations he encountered in the 
ER. Most diagnostic tests and procedures meant long wait 
times. Government research notes that 1.5 million, or 12% of 
Ontario's province can't find family physicians. The article states 
that these problems are not unique to Canada, all government 
run health care systems are the same. The fact that these 
arrogant liberals think they are smarter than anyone walking on 
the planet is proof that they t ruly believe their B.S. This time it 
is their idea on the health care, therefore it has to work, even 
though every other country has tried it and failed the people 
miserably. 

In a British controversy, a cancer patient's appointment was 
canceled 48 times. 20,000 people are in line for more than six 
months. 

In France, during a 2003 heat wave when many doctors were 
on vacation and hospitals stretched beyond capacity, 15,000 
elderly citizens died. All across Europe there is a shortage of 
state-of-the-art drugs. They aren't available. 

Canadian newspapers seem to be filled with frustrated citizens 
and are turning to markets for their healthcare needs. This 
seems to be working as the Canadian government was ruled 
against in a citizen lawsuit, and now the door is open for private 
medicine. 

Doctors are speaking up and opening their own private 
practices. Canadian governments are looking to the private 
sector to shrink waiting lists. British Columbia private clinics are 
performing about 80% of government funded diagnostic testing. 

This privatizing trend is resonat ing in Europe. This article 
touches on the differences in life styles when compared to the 
United States. The average life expectancies were an indication 
of the effect of lifestyle habits when compared; America-75.3, 
Canada-77.3, French-76.6. Why do you think our government is 
hell bent on telling you what you should eat? Could one reason 
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possibly be that the healthier you are the less they have to 
spend on you? Are you only dollar signs in their eyes? Why 
would the government want to spend money on a senior 
citizen? Wouldn't the money be better spent on a younger 
person that works and contributes money to government. Yeah, 
I know, stupid Tea Party black helicopter crap. 

It is also noted that American medicine excels; Five year cancer 
rates show these figures. 
Leukemia- America 50%, European rate-35% 
Esophageal carcinoma-America 12%, Europe 6% 
Prostate Cancer-America 81.2%, France-61.7%, England 44.3% 
Many critics of the healthcare in the U.S. come to the same 
conclusion, it's just too expensive. One reason is the U.S. is 
much wealthier than other country's and it isn't an unreasonable 
conclusion because we spend much more on research and 
development. Thanks to our current President, the idiots that 
elected him and our beloved Governor, this will soon end. 

"America is right to seek a model for delivering good health care 
at good prices, but we should be looking not to Canada." 

Government run healthcare will make things much worse. The 
bureaucrats would cut costs and the unintended consequence of 
that will be less access to health care, as in canada. 

We can all hold hands and dance merrily around the flag pole. A 
special thanks to all of those who want something for nothing. 
Leaving you all with two questions to ponder .... How dumb are 
you? and .. .lf this system of socialized medicine is so 
grand ... why are all of the bureaucrats exempt? 

On a lighter note: 
Over five thousand years ago, Moses said to the children of 
Israel, pick up your shovels, mount your asses and camels and I 
will lead you to the Promised Land. 

Nearly 75 years ago, (when welfare was introduced) Roosevelt 
said, Lay down your shovels, sit on your asses and light up a 
camel, this is the Promised Land. 

Today, congress has stolen your shovel, taxed your asses, 
raised the price of camels and mortgaged the Promised Land. 

I was so depressed last night thinking about the election, Health 
Care, the economy, the wars, lost jobs, savings, Social Security, 
retirement, etc .. .I called a suicide hotline. I had to press 1 for 
English. I was connected to a call center in Pakistan. I told them 
I was suicidal. They got excited and asked if I could drive a 
truck ... Folks, we're in real trouble! 
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Wacky Right Wing Nut Jobs? 
Or Smart Cookies? 

By Ms PM 

This could be an interesting concept, totally over the top, and 
bold beyond where the Republican Party has never dared to go. 
Speck and Captain Kirk would think twice about a journey such 
as this. 

What are the complaints from the left addressed at the 
Republican Party. Really, there are too many to list but one that 
is shouted from the rooftops is Republicans are the party of 
"no." 

What if.. . Republicans could give the Democrats every thing 
they want, not compromise their platform and come out 
smelling like a rose? How is that possible? 

First and foremost, it is clear from the American people that 
they are aligned with the party that will give them free stuff, or 
at least the definition of "free" meaning someone has to pay for 
it and they haven't grasped that concept yet. 

If Republicans would always state what they stand for and 
communicate that stance to the American people, something in 
the lines of a broken record, before they agree to give their 
signatures on bills that they are totally against, and they would 
always say, we are against this, but, the American people and 
those that hold the majority want it so who are we to stand in 
the way. The Democratic party insists they know better so we 
Republicans will watch this saga unfold . 

Republicans would make it very clear that what they are doing 
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is no compromise whatsoever with what they believe, only that 
the country will have an outcome based on Democratic, not 
Republican decisions. Republicans no longer want to push their 
platform onto the American people. They want it to be one of 
attraction. 

Republicans would admit upfront, that this is the new politics in 
the new America that they are going to participate in. No lies 
and no deceit, wow, what a concept. Republicans would take 
the stance that "we will help" destroy this country in less time 
than it will take President Obama to leave office. Democrats 
want to give the American people all the entitlements they think 
are necessary for a vote. If their way works and the majority of 
Americans are happy, joyous and free with the outcome, then 
Republicans will accept that they were wrong. 

Instead of being the party of "no" they would become the party 
of "yes, yes, yes". Who would be there to pick up the pieces 
when it falls apart? There wouldn't be any money so the liberty 
minded folks would definitely get a smaller government. Who 
would be able to blame the catastrophic outcome on the 
Republicans? The Democrats? But we gave you everything you 
wanted. The people? We gave them everything they wanted. 
This strategy would place the accountability factor squarely 
where it belongs, the Democratic party and the people that 
elect them. How better for people to understand the 
consequences of their actions than to let them have enough 
rope to hang themselves. 

Given the new politics would soon turn into a cluster, it may be 
a way through a long and painful death. America stands for 
freedom and liberty so how many want to go through years of 
agony and wondering just how their livelihood will be sustained? 

Why settle for less than what a once great nation can provide? 
Allowing children growing up in these times to be a part of re
building their America may make them wonder why the schools 
and colleges propagate such an entitlement culture. 

This approach could bring the connect that is lacking between 
the GOP and the people. Wouldn't that be a grand ole' party. At 
least, give people a reason to understand that hard work, guts 
and glory will some day make America thrive again. 

Delay is the deadliest form of denial. 
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Nullification of the NOAA 

Over the last couple of years, much has been said and written 
about the National Defense Authorization Act. Many of our 
elected officials have claimed that certain provisions of the act 
do not apply to American citizens. Few have rallied to protect 
American citizens and their Constitutional rights. You can read 
about them here. Leaders unite across party lines to defend 
Constitution from NOAA - Tenth Amendment Center. 

We are about to show you how our elected leaders have failed 
to protect your rights at both the federal and the state level. We 
will then show you a video primer on how to get your local 
officials to protect you. It is our last resort. This is an action 
that needs to happen in order to protect ourselves from a 
tyrannical federal government about to go to war with its own 
citizens. 

In December of 2011, the Senate and Congress of the United 
States passed the National Defense Authorization Act of 2012. It 
was signed by President Obama on December 31st, 2011. You 
can see the Senate vote here and the House vote here. To 
save you a little time, I'll tell you that every Congressman and 
Senator except Senator Coburn voted to allow you to be 
arrested and detained indefinitely without access to the courts 
or an attorney by voting for the National Defense Authorization 
Act. 
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At least one state has taken action to nullify the National 
Defense Authorization Act. That state is Virginia. NOAA 
Nullification Passes Virginia Senate by a Veto-Proof 39-1 Vote. 
This is what happens when you have state legislators who are 
there to serve their constituents and not just to see how much 
they can gain personally. 

We did have one legislator who at least tried to get a j oint 
resolution passed last session. Apparently it didn't sit well with 
the liberal leadership bunch of RINO Republicans in the House 
of Representatives that we had . . The day after it was 
introduced, the Speaker had it shuffled off to the Rules 
Committee, which he controlled, and it saw no further action. 
Apparently the former speaker doesn't believe in protecting our 
rights, but that's not surprising. 

Here is a good video on this issue: 
How To Stop The NOAA At The Local Level. 

Our Kind of Republican Official 
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Action of Second Continental Congress, July 4, 1776 
The unanimous Declaration of the thirteen united states of 
America 
When in the course of human events, it becomes necessary for 
one people to dissolve the political bands which have connected 
them with another, and to assume among the powers of the 
earth, the separate and equal station to which the Laws of 
Nature and of Nature's God entitle them, a decent respect to 
the opinions of mankind requires that they should declare the 
causes which impel them to the separation. 

Ladies and gentlemen we are in a form of liberal progressive 
tyranny. Our current leaders are systematically turning this 
great nation to an entitlement society, where the successful by 
measure of work ethic and not money alone, are 
disenfranchised. Big government spending has put American 
citizens into a hole that will take generations to pay off, if even 
possible at all, making this the greatest threat to our national 
security and sovereignty by far. 

Ladies and gentlemen, all great empires have fallen due to 
faulty economic and foreign policies. We are borrowing forty 
three cents for every dollar we spend to sustain this progressive 
big government juggernaut. The federal government is 
spending two hundred thousand dollars a second. Join this with 
the federal reserve and its a disastrou combination. Another 
thing is corporate welfare we cannot in a free market society 
determine winners and losers. 

Trying to spend our way out of debt is insanity. "The definition 
of insanity is doing the same thing over and over again and 
expecting different results"-Aibert Einstein 

To get back on track we have we have to remove this plague of 
liberalism. We must adopt sustainable economic, entitlement, 
energy , monetary, taxation, and foreign policies. We cannot 
pass this debt to our children and beyond. We must become 
conservative once more get our fiscal house in order. We must 
defend the supreme law of the land our united states the 
constitution and become liberty minded 

"We cannot strengthen the weak by weakening the strong"
Benjamin Franklin 

Thank you for your time, 
God bless you fellow patriots, and god bless America 

Jerry Essary Jr. 
Beckham county Republican Chair 
"In Deo Confidimous" 
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House Caucus Results 

Last Thursday was the first House Caucus for the coming 
legislative session. They held the elections for the various 
offices using a very unfair system of voting as they did at the 
Bartlesville Caucus in late 2010 when Kris Steel turned on his 
conservative allies. The usual procedure is to have one vote 
with the top three winners gaining office so that all voting blocs 
have some representation. It is quick and easy but instead 
they spent almost three hours voting position by position, not 
allowing debate despite the House rules allowing debate, with 
Chairman Weldon Watson overruling objections. There was no 
doubt that the process was rigged to allow moderate and liberal 
House members to win. 

TW Shannon won the Speaker slot by acclamation. Jeff 
Hickman was defeated in the Speaker Pro Temore race by Mike 
Jackson. Charles Orgeta, Lee Denney, and Randy McDaniel 
won the other slots. 

The freshmen legislators were taken to lunch herded by Jason 
Nelson and Tom Newell. Newell seems to be the point man 
regulated to keeping the freshment in line but these freshmen 
will have an opportunity to hear what happened to the last 
group of freshment that t rusted House leadership in 2010 so 
House leadership is going to have their hands full this time. 

One troubling remark was attributed to TW Shannon during the 
caucus where he allegedly said that "We won't tolerate any 
Obstructionists." Who was the intended target is unclear but 
the comment had some eyebrows raised on the conservative 
side of the caucus. 

One pretty good rumor that came out of the caucus ws that 
former Speaker Kris Steel was now working for George Kiaser. 
Kiaser spent a ton of money over in Shawnee the last few years 
so I suppose that was just partial payment for Steel's rigging 
the legislative session in favor of the State Chamber. 
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Next session is going to be very interesting. You can bet that 
we will be sharpening our machetes and that everyone will 
understand that for bad politicians the next election starts on 
opening day. 

Here are all the House members in two fifty member 
blocks of email addresses. Use Bee in your email 
address header and email fifty of them with one 
email yet they won't know who else got the email. 

Here are the State Senate email addresses in one 
block: 

Who is my state representative and my state 
Senator? Click here to find out 

Here is the Senate Directory 

Here is the House Directory 

Remember to strip the unsubscribe link before 
forwarding this newsletter to prevent someone from 
taking you off our list! Use our forward this email 
link at the top of the newsletter to prevent being 
accidently unsubscribed. 

Money is always needed for printing costs, postage, 
sign materials, and robo call costs. We are 
tightfisted; we will spend your hard earned money 
wisely and frugally as we do our very best to clean 
up Oklahoma politicians so we can begin to clean 
up our country. 

You can donate by sending a check to Sooner Tea 
party, 358 North Rockwell Ave, Oklahoma City, OK, 
73127 or visit Soonerteaparty.org and use the 
Paypal donation button. 
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INTRODUCTION 
 Oklahoma County is believed to have more community-based and faith-based health 

care safety net providers per square mile than any other major metropolitan county or 

region in the U.S.  Oklahomans care about their neighbors in need, particularly when health 

care is involved.  Over the past decade hospitals, doctors, and nurses, as well as public 

agencies, churches, private funders, and community-minded leaders in Oklahoma County 

have rallied to make health care more accessible to vulnerable populations.  Numerous 

clinics and health centers have been established.  Health professionals have volunteered 

their time and talents.  Hospitals have generously provided in-kind services.  Foundations 

have awarded millions of dollars of grants.  Churches have rediscovered their spiritual 

roots in healing the sick.  As a result of all of this, hundreds of lives have undoubtedly been 

saved and thousands more have been improved.  Much good has been done, and there are 

many hopeful signs.   

 However, despite all the progress and accomplishments, the health care safety net in 

Oklahoma County remains largely fragmented, disorganized, and ill-equipped to address 

systemic issues or deliver meaningful improvements in population health.  Serious 

problems and deficiencies, if left unaddressed, will continue to threaten the viability and 

effectiveness of this important community resource.  This Master Plan, the result of months 

of work by the Commission to Transform the Health Care Safety Net in Oklahoma County 

(hereinafter referred to as “Commission”), is a blueprint for revamping and organizing the 

health care safety net into a coherent, rational system that delivers real results and value to 

patients, providers, funders, and the community at large.  

 

ABOUT THE COMMISSION  
 The idea of forming a Commission, composed of a group of community leaders from 

in and around the health care safety net in Oklahoma County, was the brainchild of a few 

individuals who recognized significant deficits in the safety net – the insufficiency of 

specialty care services being the most prominent - and wanted to fix them.  Stanley 

Hupfeld, FACHE, retired CEO of INTEGRIS Health, took the lead in marshaling community 

resources and leadership to launch the Commission.  He recruited D. Robert McCaffree, MD, 
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from the OU Health Sciences Center to Co-Chair the Commission with him.  A $50,000 grant 

was awarded by the Oklahoma City Community Foundation to cover the Commission’s 

expenses.  The Health Alliance for the Uninsured is serving as fiscal agent for this grant. 

Mark Cruise, Principal of Free Clinic Solutions, a national consulting firm that had just 

completed a strategic planning project for Butterfield Memorial Foundation, was engaged 

to serve as consultant to the Commission.  Pam Cross, Executive Director of the Health 

Alliance for the Uninsured, was recruited to serve as staff to the Commission. 

   

 
 The charge the Commission gave itself was to assess the current scope and 

operation of the health care safety net in Oklahoma County, identify areas of challenge and 

need for all involved, learn about the best practices of other safety net collaboratives 

around the country, create a master plan for a transformational system of care vetted with 

key stakeholders, and negotiate the agreements and arrangements necessary to implement 

the plan.  During its kickoff meeting in September 2011, the Commission members were 
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introduced to each other, a team charter was developed, and an initial work plan was 

established.   Since then the Commission has met six hours each month, with individual and 

group homework assignments between meetings, and has progressed through a lengthy 

series of presentations from Commission members, stakeholder representatives, and 

leaders of successful collaboratives elsewhere.  The latter included Project Access 

Northwest in Washington state, Primary Care Access Network of Orange County (Orlando, 

FL), Hamilton County Project Access (Chattanooga, TN), and Primary Care Coalition of 

Montgomery County, MD.  Each presentation was followed by Commission discussion and 

synthesis of ideas, which led to the development of guiding principles and an emerging 

consensus on a transformational health care “Network” for vulnerable populations in 

Oklahoma County.   

 

 

 

  

 

 

 Small group planning teams were formed to flesh out the details of the various 

components of the “Network.”  These are presented with fuller explanation in later 

sections.  Through it all, the Commission has worked hard, has dealt with a dizzying array 

of topics and issues, and has maintained a laser focus on addressing the areas of most 

critical need.  There is a significant feeling among the group that it is on the verge of a 

seismic shift in the health care safety net for Oklahoma County – not just the production of 

a great plan for major systems change, but the collective community will to act on it. 
 

CURRENT DEMAND AND SAFETY NET CAPACITY 
 90,469 Oklahoma County residents (12.7%) 

are uninsured and have household incomes at or 

below 200% of the federal poverty level.  These are 

the people for whom the safety net exists in large part.  

COMMISSION’S GUIDING PRINCIPLES 
 

 Organize the safety net in Oklahoma County into a rational, coherent system 
 Enhance capacity and quality of care among safety net medical providers 
 Provide value to those that support the Network:  hospitals, physicians, and funders 
 Improve the health of vulnerable Oklahoma County residents 
 Make better use of the community’s health care dollars 
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While not all of these individuals are sick and/or in need of health care, they are a 

population at risk.  A wealth of research indicates that the uninsured are less healthy, suffer 

higher rates of chronic disease, die younger, and have less access to routine medical care 

than those who are insured.  For low-income, uninsured residents of Oklahoma County, it is 

no different.  The poor health of Oklahomans in general has been well documented, 

requiring no additional mention here except to emphasize that the health care safety net in 

our community, as well as in other communities across our state, has a supremely difficult 

challenge on its hands.   

 The problem here is not lack of good 

intentions.  Oklahoma County is unique in 

terms of the sheer number of safety net “access 

points.”  There are presently 19 independent, 

community-supported, volunteer-driven 

charitable clinics operating in Oklahoma 

County.  Most of these clinics have opened in 

the past decade.  Many have been started by 

well-meaning churches, but operate only a few 

hours per week and with limited provider capacity.  However, several of these clinics have 

grown into larger operations with significant resources and capacity.  In addition to the 

charitable clinics, there are 12 community health center sites operated by the two large 

federally qualified health center (FQHC) organizations:  Variety Care, Inc. and Community 

Health Centers, Inc.  These federally qualified health centers exist to provide primary and 

preventive care to all, regardless of insurance status.  While these centers serve those who 

have Medicaid, Medicare, and private insurance, they also play a pivotal role in serving the 

county’s uninsured.   

 Together, the health centers and the charitable clinics served more than 30,000 

uninsured Oklahoma County residents in 2010.  Yet a number of questions remain:  How 

many of those 30,000 saw improvements in their health status, particularly those with one 

or more chronic illnesses?  How much money did it to take to serve them, and did the 

results justify the costs?  What impact was made by the safety net in reducing 

hospitalizations for preventable conditions by the uninsured, and thus lowering 
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uncompensated care costs?  Was care delivery for the uninsured, particularly the 

chronically ill, organized to serve them in the most appropriate primary care setting and to 

move them efficiently in and out of specialty care when necessary, so that outcomes can be 

optimized?  On the latter question, the Commission discovered the answer was a 

resounding “No!”  The health safety net in Oklahoma County today does not function as a 

rational, coherent system of care.   

 

SYSTEMIC ISSUES 
 The most glaring deficiency in the Oklahoma County safety net is the inability of 

health centers and charitable clinics to access a broad range of specialty care services for 

the uninsured in a timely and efficient manner.  Specialty care services include not only 

consults with sub-specialist physicians, but also labs and other diagnostic tests (e.g. x-ray), 

as well as inpatient and outpatient procedures (e.g. surgery).  As much as 25-30% of 

uninsured patients served by the health centers and clinics require specialty care.  Two 

programs currently exist to try and meet these needs, but the data indicates that health 

centers and clinics are largely depending on their own efforts to secure specialty care 

services.  The “brother-in-law” system, in which a safety net primary care medical provider 

is forced to call on his/her relatives, friends or colleagues for a specialty consult or 

procedure, is common.  With so many health centers and clinics in Oklahoma County 

looking for donated specialty care services, sub-specialist physicians are overwhelmed 

with requests.  Some, thankfully, are doing more than their fair share.  Others do what they 

can.  Many do not participate at all.  Multiple reasons have been cited for this.  Chief among 

them is the lack of an institutionalized central coordinating structure that effectively 

brokers hospital and physician participation, assures seamless and clinician-friendly care 

transitions, and equitably distributes the “burden” of donated care.   

 

 

 

 

 

MAJOR AREAS OF CONCERN 
 

♦ Lack of robust system to coordinate and manage specialty care services 
♦ No designation of primary care medical homes to treat chronically ill 
♦ Absence of coordinated case management system for high-risk patients 
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 A second major finding of the Commission is the lack of primary care medical homes 

to treat the chronically ill.  Low-income, uninsured patients are disproportionately 

represented among the chronically ill, but our safety net is not well organized to ensure 

that these patients are served in the most appropriate setting.  Primary care that meets the 

medical home model is generally better suited to treat chronically ill patients than urgent 

care delivery systems organized primarily for treatment of acute and episodic illness.  

Without an appropriate chronic care provider, chronically ill patients are less likely to get 

the focused treatment and education needed to control their disease states and more likely 

to require more intensive, higher cost care (e.g. hospitalization).  One of the frustrations of 

sub-specialist physicians taking referrals has been the lack of a primary care medical home 

to whom to return the patient for ongoing care that will assure good outcomes and not 

forfeit the value of the specialty care rendered.  Presently Variety Care, Inc. and Community 

Health Centers, Inc. – which together operate 12 federally qualified health center sites in 

Oklahoma County – are pursuing medical home recognition from separate certifying 

bodies.  Three of the 19 charitable clinics are pursuing major expansions, with the help of 

grant funding from Butterfield Memorial Foundation, which will enable them among other 

things to serve as medical homes for chronically ill patients in addition to those with acute, 

episodic illness.  Thus there is positive momentum.  What is needed now is a community-

wide consensus both on what defines a medical home and a commitment to using those 

medical homes to serve chronically ill patients. 

 The third major cause of concern is that high-risk 

and very sick uninsured patients continue to run up 

millions of dollars in uncompensated care costs at area 

hospitals each year while there is no coordinated system of 

case management to manage their care and address the 

underlying conditions and causal factors.  The story of Dr. 

Jeffrey Brenner from Camden, New Jersey – highlighted in 

a January 2011 article in The New Yorker, which was a 

homework assignment for the Commission – exposes the 

potential power of combining a strong medical home 
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model with intensive case management to help dramatically reduce avoidable hospital 

utilization and costs while substantially improving the health of very sick patients.  In 

addition to contributing to the cost burden of hospitals, high-risk patients also consume 

substantial amounts of time, energy, and resources in the health centers and clinics, and in 

so doing prevent them from serving more patients.  While some of the health centers and 

clinics attempt to do case management themselves, there is very little coordination of these 

efforts across the safety net and most of the activity is focused on coordinating clinical care 

rather than addressing the patient’s needs holistically.  The Commission recognizes that 

without effective case management to facilitate care transitions and address the social 

determinants of health, the benefits of medical homes and specialty care services for high-

risk patients will go largely for naught and expensive hospitalizations costing millions of 

dollars of unreimbursed health care expenditures each year will continue unabated.   

 While these three areas of concern rose to the top of the Commission’s focus, other 

issues and needs were included in the Commission’s agenda and deserve ongoing attention.  

They include the following: 

 The prevalence of mental illness among the population accessing the safety net, 

and the shortage of mental health providers and programs to care for them 

 The lack of a community-wide consensus and strategy to address oral health 

needs, and the severe shortage of dental safety net providers and programs 

 The absence of a system-wide strategy to capture and use data to track patient 

demographics and utilization, facilitate care transitions, analyze costs and 

allocation of resources, and document improvements in population health 

  

 Many have asked the Commission about the potential impact of health care reform.  

The Commission’s view is that even if the major coverage expansions provided in the 

Affordable Care Act remain intact, there will still be plenty of uninsured individuals in 

Oklahoma County who will fall through the cracks and continue to suffer in part due to the 

lack of a coherent, organized system of care.  While there is clearly a need for substantial 

health policy reforms at the federal level, we do not expect Washington to transform our 

health safety net.  This is a challenge that is ultimately ours to address.          
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A SYSTEMIC SOLUTION 
 The Commission overwhelmingly concluded that the health care safety net in 

Oklahoma County needs to be transformed into an organized, coordinated system that 

initially focuses on three core services, specialty care being chief among them.  The name of 

this initiative will be Oklahoma County Community Health Network (hereinafter 

referred to simply as the “Network”).  Information about the authority means of 

accountability, and organizational structure for the Network is treated in a later section.  

The principal byproduct of the Network will be a rational, coherent system of care for low-

income, uninsured populations, especially chronically ill and high-risk patients.  This will 

entail not just a few minor tweaks here and there, but substantial revamping and re-

allocation of resources.  The improvements envisioned by the Commission will generate 

transformational change in how and where patients are treated, how they are moved 

through the system, how their care is managed, and what outcomes they realize.  

Furthermore, the Network will create greater efficiencies for hospitals, physicians, health 

centers, and clinics, and lead to better utilization of the community’s health care dollars 

and resources.      

    

 

 

A.  SPECIALTY CARE 
 Intent – The purpose of this component is to establish a single robust system for 

receiving, managing, and distributing requests for donated specialty care.  Specialty care 

services include not only consults with sub-specialist physicians, but also labs and other 

diagnostic tests (e.g. x-ray), inpatient and outpatient procedures (e.g. surgery), referrals to 

behavioral health agencies/professionals, and access to certain medically-necessary 

equipment and supplies (e.g. prosthetics).  This will be a program that everyone salutes 

and that works for all who use it.  Getting this component up and running and functioning 

at a high level is the most important programmatic priority for the Network. 

 

OKLAHOMA COUNTY COMMUNITY HEALTH NETWORK  

PROGRAM COMPONENTS 
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 Design Features – Eligibility for Network specialty care services will be uninsured 

patients who have household incomes at or below 200% of the federal poverty level AND 

who are patients of Network designated medical homes.  Network participating hospitals, 

physicians and other providers, and community mental health centers may also refer 

patients for Network specialty care services; in such cases, the Network will first place the 

patient with a designated medical home to ensure continuity and quality of care.  Specialty 

care services will be provided free of charge.  The Network will focus initially on facilitating 

access to the most commonly requested specialty care services, including lab tests and 

diagnostics (e.g. X-rays, ultrasounds, CTs, and MRIs).  Consults in high demand presently 

include gastroenterology, general surgery, ophthalmology, orthopedics, gynecology, 

cardiology, ENT, and urology.  The Network will ensure that physicians have all the 

necessary documentation and lab/diagnostic work completed BEFORE the patient arrives 

for the exam or procedure.  Pre-visit protocols for specific specialty consults will be 

developed in consultation with relevant physicians (as Project Access Northwest in King 

County, Washington has done).    

 The Network will also ensure that patients are returned to their medical home for 

ongoing care following specialty care services, so that specialists are not expected to take 

the place of primary care.  Network designated medical home providers will be trained in 

how to make judicious use of specialty care services; use of full scope of primary care will 

emphasize intent to control and manage the volume of specialty care referrals.  The 

Network will employ staff to receive and manage the requests to completion, keeping wait 

times as low as possible and ensuring fluid communications with the patient, the medical 

home, and the specialty care provider(s) at all times.  The Network will have strict 

guidelines for appointment compliance, including restrictions on cancellations and 

termination in the event of no-shows.  The Network will ensure that meaningful 

recognition and appreciation are accorded to all participating specialty care providers on at 

least an annual basis. 
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 Hospitals – The Network will seek to work with all full-service hospitals, specialty 

hospitals, and surgical centers located in Oklahoma County, whether public or private, for-

profit or not-for-profit.  The Network will discuss and mutually agree upon an annual 

allocation of donated specialty care services with each hospital and/or system, with the 

goal of distributing specialty care in an equitable manner relative to the market share of 

the hospital.  The hospitals and systems will be asked to help formulate the definition of 

market share.  The Network will work with hospitals and systems to establish an efficient 

decision-making process for approving Network requests for specialty care at their facility.  

Network specialty care services will be restricted to patients of Network designated 

medical homes.  In order to preserve the integrity of the system, it is preferred that the 

hospitals and systems prioritize the delivery of donated specialty care through the 

Network; nevertheless, hospitals and systems reserve the right to provide donated 

specialty care services outside of this mechanism.  The Network will develop a patient 

identification card system for eligible medical home patients to help facilitate patient 

identification, intake, and processing. 

 Physicians - Providers of specialty care services will also include sub-specialist 

physicians, both independents as well as those employed by hospitals or group practices.   
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It is recognized that the physician community has an extremely vital role to play in the 

success of the Network.  Because there are hundreds of physicians and dozens of group 

practices in Oklahoma County (as opposed to a half dozen or so hospitals), it may be more 

challenging to rally sub-specialist physician support and participation in a charitable care 

program such as Oklahoma County Community Health Network.  Nevertheless, recruiting 

and signing up significant numbers of active practicing and retired (and still licensed) sub-

specialist physicians, not to mention involving physicians in program design and strategic 

decisions, is essential for the Network specialty care services to deliver on its stated goal.  

For this reason, the leadership of Oklahoma County Medical Society is crucial.   

 
 The presence on the Commission of OCMS Immediate Past President, Robert Cooke, 

MD, along with long-time OCMS member and Past President D. Robert McCaffree, MD, has 

provided hope for a broad commitment of support from the physician community.  In any 

case, membership in OCMS will not be required in order for a physician to become a 

participating Network specialty care provider.  Concerns about the extent of the state law 

providing immunity from liability still linger for some physicians who would like to donate 

their services.  The Commission is in the process of securing a legal brief to help put these 

concerns to rest.  Similar to the arrangements with hospitals, the Network will negotiate 

with each physician or group practice to accept a specific number of Network specialty care 

referrals each year; however, any number will be graciously welcomed.  As noted earlier, 

the Network will assure that all lab and diagnostic work is completed BEFORE the patient 

sees the specialist.  In most cases, the specialist will see the patient in his/her own office, 

but there may be instances where a specialist sees patients in a Network designated 

medical home or another setting, because he/she is already seeing patients there and 

wishes to use that setting.  No provider will be compensated for care.  

 Community Mental Health Centers and Other Health Partners – Another 

important group of specialty care providers in the Network will be community mental 
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health centers and private behavioral health professionals (e.g. professional counselors, 

psychologists, licensed clinical social workers, etc.).  The prevalence of mental illness and 

high rates of substance abuse requires that the Network form and maintain a strong 

referral base among these behavioral health providers.  The Network will also partner with 

organizations focused on oral health access, such as D-DENT (Dentists for the Disabled and 

Elderly in Need of Treatment).  Finally, the Network will form partnerships with suppliers 

of medically necessary equipment and supplies, so that, for example, when a surgeon needs 

to implant a device or a patient needs prosthetics, those tangible goods will be donated as 

well.       
   

DESIRED OUTCOMES OF SPECIALTY CARE 

 INCREASING NUMBER OF COMPLETED SPECIALTY CARE CONSULTS  (STRETCH 

GOAL IS 10,000 PER YEAR):  1,000 IN YEAR 1, 2,500 IN YEAR 2  

 PATIENT NOTIFICATION OF SPECIALTY CARE APPOINTMENT AVERAGES 7 DAYS 

OR LESS 

 ACHIEVING PARTICIPATION RATE AMONG SUB-SPECIALIST PHYSICIANS: 15% IN 

YEAR 1, 30% IN YEAR 2 

 ALL HOSPITALS PARTICIPATING AND AT RATES EQUIVALENT TO MARKET SHARE 

 HIGH PROGRAM SATISFACTION RATES (AVERAGE OF 4 OR HIGHER ON A SCALE OF 

1-5) AMONG PARTICIPANTS  (PHYSICIANS, HOSPITALS, MEDICAL HOMES) 

 

B.  CASE MANAGEMENT 
 Intent – The purpose of this component is to improve the overall health and well 

being of high-risk patients by enhancing their ability to utilize the health care system 

appropriately and take better care of themselves.  In turn, various “system benefits” will be 

realized, including lowering the use of hospital emergency rooms for primary care among 

the uninsured, reducing uncompensated care costs attributed to hospitalizations for 

primary care sensitive (i.e. avoidable, preventable) conditions, and freeing up additional 

capacity at Network participating hospitals and designated medical homes by providing 

intensive case management for their “super-utilizer” patients.  The Network will build and 

maintain a robust, effective case management system that utilizes in-house staff and 
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coordinates efforts with case managers, care coordinators, and discharge planners in 

Network medical homes and hospitals.   

 Scope of Services - Case management will be customized to the unique needs of the 

patient.  For some patients, this will mean working with them for period of time as they 

progress through a particular health issue or set of health issues; for others, this will be an 

ongoing need, depending upon the patient’s ability to maintain his/her own health.  It is 

recognized that some patients, for reasons of mental ability, health literacy levels, or other 

factors, may need more intensive or continuous service.  Network case management will be 

focused primarily on coordinating the patient’s utilization of medical services; however, a 

broader range of health care services, including behavioral health, dental, vision, and/or 

other services, may be addressed as appropriate.  Additionally, services will go beyond 

“medical” case management to include broader “social” case management, addressing the 

social determinants of the patient’s poor health, thus serving the patient more holistically.  

This could even include things like paying for, or arranging payment or service for, 

transportation to a medical appointment, a minor home modification, the purchase of a 

medical device or supplies, etc., which could make a vital difference in the patient’s health 

improvement and/or health care. 

 The ultimate objective of the Network is to impact the wellness of patients in a 

meaningful way.  Thus, attention will be paid to the level of service, cost to achieve these 

impacts, and likelihood of successful outcomes.  A costly service with very little potential 

for positive health impact will not be an efficient or effective utilization of resources.  

Furthermore, instances in which a patient’s own persistent non-compliance (whether by 

reason of willingness or ability) negates any positive impact of services will be taken into 

consideration.  Evaluation will include a patient’s ability to understand instructions and 

treatment.  It will be expected that a patient is able to manage his/her health and that 

he/she cares about maintaining his/her health whenever possible.  For example, a person 

waiting for a procedure but not following doctor’s instructions may not be considered a 

candidate.  The post-procedure regimens are often critical and require diligence; a patient’s 

ability to follow the pre-procedure regimen will be considered an indication of self-care 

after the procedure.  Additionally, patients whose care is under another “umbrella” such as 

those with access to tribal-provided health care or persons who are incarcerated will not 

2506



 15 

be deemed appropriate.  Resources are to be allocated to achieve maximum impact for each 

patient, as well as for patients served in the aggregate, understanding that some patients 

may not succeed but that most will. 

 Target population - Case management will be restricted to patients referred by 

Network designated medical homes, and participating hospitals and sub-specialist 

physicians.  For patients referred by hospitals and sub-specialist physicians, Network case 

management will ensure that they are placed in a designated medical home for primary 

care.  Referrals can go “up, down, or sideways” among participants in the Network.  

However, for the purpose of achieving the greatest amount of cost avoidance for 

preventable conditions, the highest priority for Network case management will be given to 

“super-utilizer” self-pay patients referred from participating hospitals.  Patients accepted 

into Network case management must be uninsured individuals with household incomes at 

or below 200% of federal poverty level and eligible for or enrolled in a Network designated 

medical home.  It is understood that designated medical homes may have patient eligibility 

criteria that differ from the target population for Network case management, but patients 

referred for case management must meet the requirements above. 

 

2012 Federal Poverty Income Guidelines 

Household size  100%  133%  150% 200% 
 1 $11,170  $14,856  $16,755  $22,340  
 2 15,130  20,123 22,695   30,260 
 3 19,090  25,390 28,635   38,180 
 4 23,050  30,657 34,575   46,100 
 5 27,010  35,923 40,515   54,020 
 6 30,970  41,190 46,455   61,940 
 7 34,930  46,457 52,395   69,860 
 8 38,890  51,724 58,335   77,780 

 

 Personnel and Process – The central point of intake for Network case management 

will be an Intake Coordinator who is a nurse with a background in holistic case 

management, who will receive pertinent information from the referring source and contact 

the patient to make an initial assessment of need.  This function determines whether the 
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case management need is likely to be limited to short-term, solution focused assistance or 

to more intensive case management to address multiple, complex, or on-going issues.  The 

Intake Coordinator will have the breadth and depth of knowledge to triage effectively but 

will not have deep involvement in the cases.  If the need is for short-term assistance only, 

the patient will be assigned to a Case Manager designated for less intensive case 

management.  The Case Manager will be a liaison who has strong relationships with the 

various health care and human service providers in the community.  The Case Manager will 

handle the majority of contacts with these entities, and connect the patient to the services.  

Patients needing longer term or more intensive case management will be assigned to both 

a Case Manager (designated for more intensive cases) and a Health Coach.    

 The Health Coach will have training similar to a community health worker, and the 

ability to interact effectively with patients, develop trust, and maintain accountability.  The 

majority of contact for these patients will be with the Health Coach.  This leaves the 

intensive Case Manager free to handle the more complex issues that arise in their caseload 

without having to respond to more routine issues.  All Case Managers will establish and 

maintain close working relationships with their counterparts at Network participating 

hospitals and designated medical homes.  Some of the case management staff will be 

bilingual to ensure fluent communications with Spanish-speaking patients.  The Network 

will convene quarterly meetings of case management staff, internally and externally, to 

facilitate the sharing of pertinent information, troubleshoot system issues, and discuss 

cases. 

 

DESIRED OUTCOMES OF CASE MANAGEMENT 

 INCREASING NUMBER OF PATIENTS RECEIVING NETWORK CASE MANAGEMENT:  

75 IN YEAR 1; 125 IN YEAR 2  

 MARKED IMPROVEMENT IN HEALTH STATUS AND SOCIAL DETERMINANTS OF 

HEALTH FOR CASE MANAGEMENT PATIENTS IN THE AGGREGATE FOLLOWING ONE 

YEAR OF SERVICE 

 DOCUMENTED REDUCTIONS IN INCIDENCES AND COST OF HOSPITALIZATIONS 

AND EMERGENCY DEPARTMENT USE FOR PRIMARY CARE SENSITIVE CONDITIONS 
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 DEMONSTRATED COST-BENEFIT TO HOSPITALS WHEN COMPARING COST OF 

PROGRAM TO PATIENT-SPECIFIC HOSPITAL COST AVOIDANCES ACHIEVED 

 HIGH PROGRAM SATISFACTION RATES (AVERAGE OF 4 OR HIGHER ON A SCALE OF 

1-5) AMONG CASE MANAGEMENT PATIENTS 

 

C.  MEDICAL HOMES 
 Intent – The purpose of this component is to institutionalize the use of designated 

primary care medical homes as the preferred providers of care to uninsured, chronically ill 

patients in Oklahoma County.  As patient centered medical homes are fast becoming the 

model for how primary care is organized and delivered across the nation, the health care 

safety net in Oklahoma County must embrace and adopt this approach.  The two large 

FQHCs (with 12 health center sites between them) and some of the charitable clinics have 

already begun to take steps in this direction.  In any case, the Network will provide an equal 

opportunity for all FQHCs and charitable clinics in Oklahoma County to become designated 

medical homes if they wish. 

 Criteria – In order to establish criteria for medical homes that would make the most 

sense for the Network, the Commission reviewed the medical home criteria promulgated 

by the National Committee for Quality Assurance (NCQA) and the American Academy of 

Family Practice (AAFP).  Medicaid’s new “health home” option was also considered, as was 

the Butterfield Memorial Foundation’s 15 criteria for defining their soon-to-be-funded 

primary care centers of excellence.  The Commission determined the Network "medical 

home" criteria using components of all of the above. 

 

NETWORK CRITERIA FOR DESIGNATED MEDICAL HOMES 

• Be located in Oklahoma County 
• Have an intentional presence in a purposefully selected location that takes into account 

existing safety net providers and demonstrated needs  
• Serve medically vulnerable populations, including but not limited to those who meet the 

Network’s criteria for specialty care services: uninsured individuals with household 
income at or below 200% federal poverty level 

• Utilize and adhere to evidence-based protocols for the treatment of common chronic 
diseases 
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• Be open at least 30 hours per week for primary care medical visits 
• Provide at least 4,000 primary care medical visits annually 
• Have adequate clinical space, including a minimum of 2 exam rooms per provider 

present and an on-site lab for CLIA waived testing 
• Provide medications on-site through the use of pharmaceutical company patient 

assistance programs, dispensing donated or discounted medications and samples, or 
other means 

• Facilitate after hours call for patients 
• Have a well-defined process and policies for incoming calls, patient intake process, 

appointment scheduling, patient records management, and referral tracking and follow 
up 

• Utilize the Network for accessing all or most specialty care services, with a designated 
referral coordinator on staff 

• Document patient's household income, if referred for Network specialty care services 
• Conduct a comprehensive health screening for all patients upon enrollment 
• Serve patients referred for medical care from the Network, participating hospitals, and 

community mental health centers 
• Have case manager(s) or care coordinator(s) that interact with the Network case 

management program 
• Have well developed human resource practices and policies, including credentialing and 

privileging for all health care professionals, criminal background checks, and volunteer 
handbook 

• Facilitate access to lifestyle interventions, such as weight loss and fitness programs, 
nutrition counseling, and smoking cessation  

• Provide comprehensive multi-disciplinary holistic care components on-site or by written 
referral for the following: dental services, behavioral health, and women's health (OB 
and GYN) 

• Have a defined process for measuring patient satisfaction at least annually 
• Assess and address patient transportation needs  
• Possess a well-defined effective governance system including Bylaws, an impartial and 

independent Board of Directors and Board-approved policies that provide medical 
oversight, assure proper control of finances, and ensure a continuous quality 
improvement plan based on outcomes and efficiency 

 

 The medical home may also have a spiritual care component (e.g. chaplains, pastoral 

counselors, etc.) that is integrated into the clinical operation.  Medical homes will be 

encouraged to foster a culture that invites, encourages, and acknowledges student 

involvement and training in a variety of community health disciplines.  In addition, 

volunteerism among active and retired health care professionals, as well as laypeople, will 
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be strongly encouraged, with adequate provisions for background checks, orientation, 

training, supervision, and recognition.  

 Designation and Support – The Network will create an ongoing program to 

support the development, designation, and strengthening of medical homes that excel in 

serving the needs of chronically ill patients.  Training and technical assistance will be 

provided to health centers and charitable clinics that wish to pursue medical home 

designation.  Special emphasis will be given to this area during the formation and early 

years of the Network.  With the attention that the medical home model is receiving these 

days, the Network may be in a strong position to secure funds that would go to the health 

centers and clinics as they pursue this designation.   

 Health centers and clinics that organize and meet the medical home designation 

criteria will complete an application for this status and provide supporting documentation.  

The Network will convene a committee, composed of existing designated medical homes 

and other subject matter experts, to review applications, conduct site visits, and make 

recommendations to the Network for medical home designation.  This committee will 

function much like a peer review team.  It is expected that, by the time entities apply for 

medical home designation, their condition and circumstances will already be well known to 

the Network, and they will meet the criteria for approval. 

 The Network will also convene regular meetings of the designated medical homes 

and develop programming and resources that support their ongoing improvement and 

strengthening.  To facilitate patient identification, intake, and processing through Network 

participating hospitals and other health care organizations, the Network will develop and 

coordinate a patient identification card system in conjunction with designated medical 

homes.  A future hope is that the Network will become an effective mechanism for raising 

major funds earmarked to support special projects and/or ongoing operations in 

designated medical homes.  

 Network “Neighborhood Clinics” - It is understood that a number of charitable 

clinics will not be able to meet the medical home designation criteria in the near future or 

long term, due to capacity constraints or other factors, but still want to improve their 

standard of care, strengthen their operation, and perhaps even continue serving 
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chronically ill patients.  The Network will thereby establish a “neighborhood clinic” 

designation in order to provide a formal mechanism to provide support to these clinics 

while also ensuring the integrity of Network services and the effective and efficient use of 

safety net resources, such as specialty care.  In order to achieve neighborhood clinic 

designation, the clinic must meet minimum operational standards and agree to comply 

with rules of engagement, both to be established by the Network.  In return, the designated 

neighborhood clinics will be eligible to access Network specialty care services, limited case 

management slots, educational opportunities, and possibly even funding.  This designation 

is not intended to dilute the emphasis on medical homes or to dissuade clinics from 

pursuing medical home designation; rather, it reflects the reality that a number of 

charitable clinics (perhaps 6-8 altogether) are not likely to achieve medical home status 

anytime in the near future, but nevertheless want to grow and raise their level of care.  The 

Commission believes that these clinics will still have a meaningful role to play in serving 

the chronically ill after the Network begins and therefore should receive some attention 

and support from the Network.  The possibility exists for a “hub and spoke” arrangement 

whereby several Network designated neighborhood clinics (spokes) are linked to a 

Network designated medical home (hub) in their proximity, creating a “mini-collaborative” 

that the Network can use to facilitate effective use of services and resources. 

 Options for Charitable Clinics Not Pursuing Medical Home Designation or 

Neighborhood Clinic Status – Some charitable clinics may elect not to pursue either 

medical home designation or neighborhood clinic status.  The Network will respect the 

prerogative of such clinics, and will encourage them to consider the following options for 

care delivery:   

1. Continue to serve patients with acute, episodic conditions, thus filling 

important immediate needs for vulnerable populations; 

2. Refer chronically ill patients to a designated medical home, which will free up 

more capacity to serve those with acute, episodic needs and also ensure that 

chronically ill patients benefit from the provision of care in a medical home;  

3. Refer patients who need specialty care services to a designated medical 

home, which in turn will place the patient in the specialty care “queue” 

through the Network (in these cases, the referring clinic and designated 

2512



 21 

medical home will discuss and decide which one will assume responsibility 

for ongoing care following the specialty care service); and, 

4. Consider joining forces and/or merging with one or more neighboring clinics 

and thereby achieve the capacity requirements and other infrastructure 

criteria necessary to be a Network designated medical home or 

neighborhood clinic. 
 

DESIRED OUTCOMES OF MEDICAL HOMES 

 NETWORK DESIGNATION OF MEDICAL HOMES: 7 FQHC SITES BY YEAR 1 AND 10 

FQHC SITES CUMULATIVELY BY YEAR 2; 3 CHARITABLE CLINICS BY YEAR 1; 4 

CHARITABLE CLINICS CUMULATIVELY BY YEAR 2  

 AGGREGATE IMPROVEMENTS IN DISEASE MANAGEMENT BY MEDICAL HOMES: 

o DIABETICS: HGA1C CONTROL (≤ 7) – REDUCE THE PROPORTION OF 

PATIENTS WITH HGA1C GREATER THAN 9% BY 35% IN YEAR 1, AND 

50% IN YEAR 2 

o HYPERTENSIVES: BP CONTROL  - INCREASE THE PROPORTION OF PATIENTS 

WITH BP ≤ 140/90 TO 50% IN YEAR 1, AND  75% IN YEAR 2 

 MEDICAL HOMES REFER 75% SPECIALTY CARE SERVICE REQUESTS TO NETWORK 

BY YEAR 2  

 HIGH RATES OF PATIENT SATISFACTION WITH OVERALL CARE RECEIVED IN 

MEDICAL HOMES (AVERAGE OF 4 OR HIGHER ON A SCALE OF 1-5)  

 

MEDICATION ACCESS 
 Medications are an integral component of effective treatment regimens, especially 

for the chronically ill.  Many patients require ongoing medication therapies to manage their 

chronic diseases.  Robust access to a wide range of prescription medicines, not to mention 

efficient delivery systems and medication counseling for patients are essential for the 

Network to achieve positive outcomes with the target population.  The designated medical 

homes, as indicated in the criteria, will be expected to dispense medications on-site 

through a licensed pharmacy.  The Network will help develop and promote strategies that 

enable the medical homes to acquire and provide high-quality medications at the lowest 

2513



 22 

possible cost.  Some medication access programs, such as Rx Oklahoma and the 

Cooperative Central Pharmacy, already exist to help these needs.  Given that the universe of 

free and low-cost medications is constantly shifting and evolving, the Network will 

continually look for promising solutions that can benefit medical homes and the patients 

they serve. 

 

NETWORK STRUCTURE 
 Coordinating Council – Effective governance of the Network is absolutely critical.  

The Commission considered a number of governance models during its review of leading 

health care safety nets across the country.  Given the unique circumstances of Oklahoma 

County and the Commission’s desire to move the Oklahoma County Community Health 

Network from concept to reality, the Commission proposes the formation of a 9-15 

member Coordinating Council to serve as a “bridge” from the Commission to the launch 

and early operation of the Network.  The Commission will disband when the Coordinating 

Council begins to function.  Ultimately, the Board of the Administering Organization will 

govern the Network and be accountable to funders, partners, providers and the community 

at large.  The Coordinating Council will exist to create a smooth transition to that end.  

 The Coordinating Council will conduct a Request for Proposals process to give all 

interested, eligible organizations an opportunity to apply to become the Administering 

Organization.  In addition, it will advocate for start-up and first year funding commitments 

for the Network, and in so doing will act as an endorsing mechanism for the funders.  

During the period prior to the selection of the Administering Organization, the Health 

Alliance for the Uninsured will serve as a temporary fiscal agent for the receipt of any 

grants and other funds raised for the Network, as well as any funds necessary to support 

the Coordinating Council’s work.  These funds will be held in an escrow account separate 

from the operating accounts of the Health Alliance for the Uninsured.  Once the 

Administering Organization is selected, the funds dedicated to the Network will be 

transferred to the operating accounts of the selected organization.  The authority and 

responsibilities for these arrangements will be codified in formal agreements between the 

Coordinating Council, the Health Alliance for the Uninsured, and the funders.   
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 Bylaws governing the composition and functions of the Coordinating Council will be 

drafted and approved by the Commission.  Many of the Coordinating Council’s members 

will be individuals who served on the Commission.  The Commission will select the initial 

members of the Coordinating Council.  In addition, each of the following major stakeholder 

groups will have a standing seat:  hospitals, physicians, charitable clinics, FQHCs, 

community mental health centers, and funders of health interests.  “At large” members will 

also have a seat and these may include representatives of other key constituencies for the 

Network, such as Oklahoma City-County Health Department, Latino Community 

Development Association, and others.  The Coordinating Council will remain in existence 

for at least two years following the selection of the Administering Organization, and until 

the Network is firmly institutionalized as viable, sustainable enterprise.  By agreement with 

the major funders of the Network, the Coordinating Council will help monitor the 

performance of the Administering Organization to ensure that the Commission’s vision for 

a transformation system of care for Oklahoma County’s uninsured is fully realized.  If the 

Administering Organization fails to meet expectations and/or decides it does not want to 

administer the Network any longer, the Coordinating Council will work to find another 

Administering Organization or create a new one.   

 

 

 

 

 

 

 

 

 

 

 

 Letters of Intent and Proposals – The Commission believes that a nonprofit 

organization with 501(c)3 tax-exempt status is best suited to serve as the Administering 

Organization for the Network.  A Request for Letters of Intent will be drafted by the 
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Coordinating Council and publicized to all organizations in Oklahoma County that may be 

interested in administering the Network.  The Request for Letters of Intent will set forth 

the criteria for eligible organizations, broad aims for the Network, expected funding, and 

desired outcomes.  Letters of Intent will be reviewed and organizations that meet the 

eligibility criteria will be asked to prepare a full proposal.  For purposes of assessing 

performance and providing an appropriate amount of time for the Administering 

Organization to produce meaningful results, full proposals will cover a two-year period of 

activity.  Proposals from applicant organizations will contain detailed plans for Network 

start-up, service delivery, and production of desired outcomes, as well as evidence of 

leadership, management, and financial capability to administer the Network.  Assuming 

one or more applications meet all the criteria and requirements, the Coordinating Council 

will select one to be the Administering Organization and will arrange for Network funds to 

be transferred to it.     

 Administering Organization – The responsibility for building the necessary 

infrastructure and service delivery systems for the Network will belong to the 

Administering Organization.  The Administering Organization will receive the major 

funding that is dedicated to the Network, hire staff, build necessary infrastructure, and 

develop the three core services of the Network:  a robust specialty care services operation; 

a coordinated system of case management targeting high-risk patients; and, designation 

and support for primary care medical homes treating the chronically ill.  While specialty 

care is the highest priority, the other two services must not be given short shrift as all three 

core services are interdependent and form an integrated system.  The Administering 

Organization will coordinate efforts with the participating partners of the Network – 

hospitals, physicians, designated medical homes, and other community health partners that 

will contribute to a transformational system of care.  Ideally, the Administering 

Organization will have, or plan to hire, a seasoned, dynamic manager who is a systems 

thinker with a strong background in community health and collaborative networks, proven 

skills in rallying diverse interests, and a successful track record with start-ups.     

 

2516



 25 

 

 

 

 

 

 

 

 

COSTS 
 Few innovations in health care today can succeed without meaningful outlays of 

cash for start-up and operating costs.  The topic of financing is treated in the next section.  

Suffice to say, the Commission recommends a budget that will allow the Network to get up 

and running quickly and achieve at least at a level of productivity that will allow the three 

inter-related program components to work together, mature, and produce all or most of 

the Network’s desired outcomes by the end of the two years of provisional funding.  Some 

costs may be offset by the availability of in-kind or heavily discounted goods, services, 

and/or space.  In addition, the selected Administering Organization may have certain 

elements of infrastructure already in place.  The budget for the Network reflects a relatively 

flat organizational structure, so that most of the personnel are “doers” and 

management/supervisory costs are kept at a minimum.  Some of the positions will not be 

hired until Year 2, giving the Network appropriate time to get started, conduct hiring 

processes, and develop and stabilize program services.     
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FINANCING 
 With projected start-up and first-year operating costs for the Network estimated at 

$950,000, the community must be ready to step up and provide significant seed funding for 

this effort.  Fortunately, an early groundswell of support has emerged.  During one of its 
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meetings, the Commission invited representatives of several of the leading foundations in 

Oklahoma County with health care interests to participate in a strategic conversation about 

their views on the present functioning of the health care safety net and their early 

perceptions of the Commission’s vision for a transformational system of care.  At the end of 

the discussion, the foundation leaders overwhelming voiced their support and expressed a 

willingness to carefully consider the Commission’s need for funding once a plan was 

finalized.  This gave the Commission a great deal of hope for early funding from some key 

organizations.  Subsequent conversations have reinforced this optimism, while also 

emphasizing the importance of the Network demonstrating early success and effectiveness. 

  

 

 

 By the end of the first two years of operation, the Network will hopefully be able to 

provide strong evidence that it has substantially reduced specific uninsured patients’ 

utilization of hospital services, thus ameliorating some of the uncompensated cost burden 

borne by area hospitals.  Assuming real hospital savings take place that are directly 

attributable to the Network, hospitals will be asked to contribute a portion of the savings, 

with the precise formula or methodology developed in close consultation with the hospitals 

collectively and individually.  In addition, other new sources of support might include 

major grants from national foundations (e.g. Robert Wood Johnson Foundation), federal 

grants related to health care reform initiatives, membership dues from Network 

participants (e.g. medical homes, hospitals, and representative organizations like OCMS) to 

cover overhead expenses, and perhaps even patient fees for administrative costs pertaining 

to specialty care. 

 

 

TARGET SOURCES AND PERCENTAGES OF EARLY FUNDING FOR  
OKLAHOMA COUNTY COMMUNITY HEALTH NETWORK 

 
55% - Private foundations and trusts with health interests  

20% - Hospitals and health systems (including their foundations) 

15% - Oklahoma City-County Health Department  

10% - Corporations, businesses, and individuals 
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IMPLEMENTATION 
 No great idea can succeed unless executed effectively.  A sound plan based on best 

practices but implemented poorly will not succeed.  The Commission firmly believes that 

the process is as important as the product, which is partly why the Commission came into 

existence in the first place.  At the same time, there is a bias toward action.  Careful 

homework and good planning must translate into real work and activity.  The following 

timeline illustrates the steps involved in implementing this Master Plan. 

MARCH - JUNE 2012 
  

 COMMISSION REVIEWS AND COMMENTS ON INITAL DRAFT OF MASTER 
PLAN, AUTHORIZES REVISIONS 

 UPDATED DRAFT OF MASTER PLAN VETTED WITH KEY STAKEHOLDERS 
(HOSPITALS, PHYSICIANS, SAFETY NET ORGANIZATIONS, FUNDERS, ETC.)  

3RD QUARTER 2012  COMMISSION RATIFIES MASTER PLAN, BASED ON FEEDBACK FROM KEY 
STAKEHOLDERS 

 COMMISSION ADOPTS BYLAWS FOR COORDINATING COUNCIL AND ELECTS 
INITIAL MEMBERS 

 COMMISSION DISBANDS 
 COORDINATING COUNCIL BEGINS 
 PRESS RELEASE IS ISSUED TO ANNOUNCE MASTER PLAN FOR OKLAHOMA 

COUNTY COMMUNITY HEALTH NETWORK AND RECOGNIZE THE WORK OF 
THE COMMISSION 

 COORDINATING COUNCIL CIRCULATES REQUEST FOR LETTERS OF INTENT 
TO ALL ORGANIZATIONS INTERESTED IN BECOMING THE ADMINISTERING 
ORGANIZATION 

 COORDINATING COUNCIL REVIEWS LETTERS OF INTENT AND SELECTS 
ORGANIZATION(S) TO BE ASKED FOR FULL PROPOSALS 

 COORDINATING COUNCIL SOLICITS FUNDERS FOR START-UP AND FIRST-
YEAR OPERATING COSTS; EXECUTES AGREEMENTS TO SERVE AS AN 
ENDORSING AND MONITORING MECHANISM FOR THE FUNDERS 

4TH QUARTER 2012  COORDINATING COUNCIL REVIEWS FULL PROPOSALS AND SELECTS 
ADMINISTERING ORGANIZATION 

 ADMINISTERING ORGANIZATION COMMENCES NETWORK 
INFRASTRUCTURE DEVELOPMENT, HIRING STAFF, ETC. 

 RECRUITMENT AND NEGOTIATIONS WITH NETWORK SPECIALTY CARE 
PROVIDERS AND PARTNERS BEGINS 

 MEDICAL HOME TRAINING AND TECHNICAL ASSISTANCE FOR HEALTH 
CENTERS AND CHARITABLE CLINICS BEGINS  

1ST QUARTER 2013  PUBLIC EVENT IS HELD TO CELEBRATE THE LAUNCH OF OKLAHOMA 
COUNTY COMMUNITY HEALTH NETWORK 

 NETWORK SERVICES ARE OFFICIALLY LAUNCHED 
 ADMINISTERING ORGANIZATION SUBMITS 3-MONTH PROGRESS REPORT 

TO COORDINATING COUNCIL 
 COORDINATING COUNCIL MEETS WITH ADMINISTERING ORGANIZATION 

2520



 29 

CEO, DISCUSSES REPORT 
2ND QUARTER 2013  ADMINISTERING ORGANIZATION SUBMITS 6-MONTH PROGRESS REPORT 

(WITH FINANCIALS) TO COORDINATING COUNCIL AND FUNDERS 
 COORDINATING COUNCIL MEETS WITH ADMINISTERING ORGANIZATION 

CEO, DISCUSSES REPORT 
 NETWORK CONTINUES OPERATIONS 

4TH QUARTER 2013  ADMINISTERING ORGANIZATION SUBMITS 12-MONTH PROGRESS REPORT 
(WITH FINANCIALS) TO COORDINATING COUNCIL 

 COORDINATING COUNCIL MEETS WITH ADMINISTERING ORGANIZATION 
CEO, DISCUSSES REPORT 

 COORDINATING COUNCIL ENDORSES YEAR 2 FUNDING FOR 
ADMINISTERING ORGANIZATION, SUBJECT TO SATISFACTORY 
PERFORMANCE, AND RENEWS AGREEMENTS WITH FUNDERS 

2ND QUARTER 2014  ADMINISTERING ORGANIZATION SUBMITS YEAR 2 6-MONTH PROGRESS 
REPORT (WITH FINANCIALS) TO COORDINATING COUNCIL AND FUNDERS 

 COORDINATING COUNCIL MEETS WITH ADMINISTERING ORGANIZATION 
CEO, DISCUSSES REPORT 

4TH QUARTER 2014  ADMINISTERING ORGANIZATION SUBMITS YEAR 2 12-MONTH PROGRESS 
REPORT (WITH FINANCIALS) TO COORDINATING COUNCIL AND FUNDERS 

 COORDINATING COUNCIL MEETS WITH ADMINISTERING ORGANIZATION 
CEO, DISCUSSES REPORT 

 COORDINATING COUNCIL EVALUATES 2-YEAR PERFORMANCE OF 
ADMINISTERING ORGANIZATION AND DECIDES WHETHER IT SHOULD 
CONTINUE ADMINISTERING NETWORK 

o  IF YES, COORDINATING COUNCIL ENDORSES CONTINUED 
SUPPORT FROM MAJOR FUNDERS AND MONITORS NETWORK 
PERFORMANCE AT LEAST SEMI-ANNUALLY  

o IF NO, COORDINATING COUNCIL COMMENCES SELECTING OR 
DEVELOPING ANOTHER ADMINISTERING ORGANIZATION 

 

RISKS 
 While the Commission is optimistic about this opportunity to transform the health 

care safety net, we acknowledge that there are risk factors that could derail the 

implementation and ultimate effectiveness of this Master Plan.  Some are cited below.  By 

naming these threats, we become better able to guard against them and respond to them 

when they surface.  

 The primacy of the status quo – As with any effort that involves innovation and a 

significant change in business as usual, there will be those who want to recede back into 

the comfort and familiarity of the status quo.  However, the safety net in its current form is 

unsustainable.  What is needed is a rational, coherent system that is organized and 
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coordinated to enhance the patient experience of care, improve health, and reduce 

avoidable costs. 

   “We tried that before, and it didn’t work” – Some attempts have already been 

made to address certain deficiencies in the safety net cited in this document.  Just because a 

proposed solution may have failed previously does not mean that the problem is no longer 

worth fixing.  Programs based on great ideas can fail on account of poor design, ineffective 

execution, or other reasons.  This Plan is based on months of analysis, careful consideration 

of best practices, and collective strategizing by informed and visionary people.  Moreover, 

there will be a strong mechanism in place (i.e. Coordinating Council) to provide ongoing 

monitoring and assure successful performance.  Success is not a guarantee, but the chances 

are very good. 

 Lack/loss of fidelity to the Network model – The three core services to be 

provided by the Network are interdependent and make up an integrated whole.  They must 

all be kept intact.  Specialty care services are wasted unless quality medical homes exist to 

provide ongoing care.  The resources of medical homes, hospitals, and physicians will 

continue to be wasted if good case management is not available for high-risk patients.  A 

strong group of medical homes is critical to providing quality care to thousands of 

chronically ill patients.  Forfeiting or discontinuing any one or more of these components 

will cause the model to break down and fail to deliver its intended results.   

 Insufficient funding – The Network will require start-up funding as well as 

operational funding for at least two years in order to build infrastructure and test the 

efficacy of the model.  Attention has been given to creating enough capacity to produce real 

effectiveness, without extravagance.  Nevertheless the price tag is significant.  If local 

funders cannot provide the requested amount of funding for whatever reason, this could 

seriously jeopardize the Network.  Meanwhile, the Commission (and the Coordinating 

Council later) will continue to maintain a close dialogue with funders to ensure buy-in and 

support. 

 Providers squeezed – Hospitals and physicians alike today are facing increasing 

downward pressure on reimbursements and revenues, which threatens their financial 

viability.  If these pressures become too great, some of these providers may have to pull 

back from providing the level of charitable care that is needed by the Network.  The 

2522



 31 

Administering Organization as well as the Coordinating Council will work closely with 

providers to stay abreast of their projections and concerns about present and future 

participation.     

 

THE TIME FOR ACTION IS NOW 
 The creation of this Master Plan marks the beginning of a critical turning point in 

care for the uninsured in Oklahoma County.  Some of the best and brightest minds in health 

care in our community came together to craft this plan.  This Plan is the result of the 

Commission becoming a learning organization, developing creative solutions, and 

achieving the consensus and collective will to tackle the most daunting problems facing our 

safety net today.  Whatever becomes of health care reform, we know that there will 

continue to be people who fall through the cracks and lack access to care.  We in Oklahoma 

County have what it takes to organize and deliver excellent health care to our low-income, 

uninsured neighbors in need.  In doing so, we will improve the health of this population, 

make better use of our health care dollars and resources, and provide value to those who 

will make the Network possible.   

 The time has come to act.  We have studied the issues and done our homework.  We 

know what is not working, we have learned from successful programs elsewhere, and we 

have come up with a set of strategies that makes sense for Oklahoma County.  Failing to act 

is not an option.  Successful execution is critical; we have a system of accountability and we 

will stay with it.  We will not be deterred in our quest to build a best-in-class health care 

system for our neighbors in need.  The very survival of many of them depends on it. 
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COMMISSION TO TRANSFORM  
THE HEALTH CARE SAFETY NET IN CENTRAL OKLAHOMA 

 
 By my signature below, I approve the ratification of the Master Plan for Oklahoma 
County Community Health Network: 
 

 
 
________________________________________________ 
Stanley F. Hupfeld, FACHE 
 
 
________________________________________________ 
D. Robert McCaffree, MD 

 
 

________________________________________________ 
Nancy Anthony 
 
 
________________________________________________ 
Beverly Binkowski 
 
 
________________________________________________ 
Lou Carmichael 
 
 
________________________________________________ 
Terry Cline 
 
 
________________________________________________ 
Evan Collins 
 
 
________________________________________________ 
Robert Cooke, MD 
 
 
________________________________________________ 
Gary Cox 
 
 
________________________________________________ 
Patricia Fennell 
 
 
________________________________________________ 
Mike Fogarty 
 
 
 
 

________________________________________________ 
Anita Fream 
 
 
________________________________________________ 
Cathryn Hibbs 
 
 
________________________________________________ 
Christi Jernigan 
 
 
________________________________________________ 
Rosalyn Johnson 
 
 
________________________________________________ 
Craig Jones 
 
 
________________________________________________ 
Daniel McNeill, PhD, PA-C 
 
 
________________________________________________ 
Terrisa Singleton 
 
 
________________________________________________ 
Rhonda Sparks, MD 
 
 
________________________________________________ 
Steve Turner 
 
 
________________________________________________ 
Terri White 
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From: 
To: 

Cc: 
SUbject: 
Date: 
Attachments: 

Importance: 

Marie Sanderson 
Marie Sanderson 

Undsay Russell : Mike Schrimpf: Dustin Huffman 

Materials: Healthcare call TODAY 5 PM EDT 

Tuesday, July 03, 2012 12:51:16 PM 
2012 07 03 PPACA tax provisions.doo< 
2012-07-03 PPACACoststotheStates.docx 
2012-07-03 OuestionLeftUnanswered.docx 

High 

Healthcare Advisors and Action Officers: 

The governors had a productive call this morning. We will recap today at 5 PM EDT. 

Attached you will find 

1) A list of Tax Provisions in PPACA- (requested by the governors) 

2) A list of our current "Cost to States" for the Medicaid expansion - please make sure your analysis is 

still current to continue using in your remarks{ requested by the governors) 

3) A list of "unanswered questions" to be in included in a letter to the President. Please take a look at 

this list and be prepared to comment/provided edits and additions. Some of you have already 

notified us of your governor's additions. 

We look forward to chatting at 5 PM EDT. A great way to kick off your fourth of July holiday ........ :) 

Best, 

Marie 

************************ ********** ********** ********************************************* 

Healthcare Advisors and Action Off icers: 

Before we head into a holiday, we'd like to host a call t oday. Tuesday at 5 PM EDT to recap the governors

only call today and talk about states decisions heading into next week. Please join us for a brief call at 5 PM 

to discuss moving parts. If you are unable to join, please feel free to follow up with us at another time this 

afternoon. 

As the Action Officers heard yesterday, the governors will consider writing a letter to the President asking a 

host of questions regarding unanswered quest ions for PPACA post SCOTUS decision. Everything from 

exchanges to MOE to Medicaid to financing mechanisms. 

If they decide to head down that trail, we'll work with all of you on content. As an FYI, NGA wrote the 

Secretary last week. Attached is their letter. 

We'll be providing you more communication materials for next week as many of you head into NGA in 

Williamsburg. 

Please don't hesitate to call us if you have ideas/questions/ suggestions. 

Best, 

Marie 
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Marie Thomas Sanderson
Policy Director
Republican Governors Association (RGA)
MSanderson@rga.org
Republican Governors Public Policy Committee (RGPPC)

Office (202) 464- 8556
Cell 
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From: Marie Sanderson
To: Marie Sanderson
Cc: Dustin Huffman; Seth Levey; Lindsay Russell; Mike Schrimpf
Subject: McDonnell/Upton Op-ed re Obamacare"s impact on states.
Date: Thursday, October 18, 2012 9:18:51 AM

Good morning,
 
Energy and Commerce Committee Chairman Fred Upton and RGA Chairman Virginia Governor Bob
McDonnell have an op-ed in Investor’s Business Daily today arguing that ObamaCare’s uncertainty
cripples states and providers.  Please see the link and article below. 
 
http://news.investors.com/print/ibd-editorials-on-the-right/101712-629730-obamacare-
implementation-produces-unanswered-questions.aspx
 
Best,
Marie
 
 
ObamaCare's Uncertainty Cripples States And Providers
 

By GOV. BOB MCCONNELL AND REP. FRED UPTON
Posted 10/17/2012 06:49 PM ET

Without repeal or delay, the full implementation of ObamaCare is now less than 15
months away. Yet citizens and policymakers face a mounting level of questions, fears
and frustrations.

Unfortunately, the administration's continuing silence on its plans leaves patients,
states and Congress with more anxiety than answers and taxpayers on the hook for it
all

In June, the Supreme Court held as unconstitutional ObamaCare's mandatory
expansion of Medicaid. That decision brought some relief to states concerned about
this unprecedented expansion of the program at a time when they are already
struggling to sustain their current Medicaid rosters.

Yet with relief came more uncertainty regarding the administration's alternative plans
to implement key components of the president's health care law.

In July, more than half of the nation's governors sent a letter to Health and Human
Services Secretary Kathleen Sebelius requesting information from the department on
its plans to implement the now-optional Medicaid expansions and health insurance
exchanges nationwide.

Rather than collaborating with states on their important questions, the secretary left
these serious and substantive questions generally unaddressed and unanswered.

In a follow-up letter to Sebelius, the governors expressed disappointment with the
Obama administration's unwillingness to work together, noting, "With the challenging
and detailed work ahead for our nation to address the issues of health care, the letter
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(from HHS) was wholly inadequate."

A similar letter requesting greater certainty from HHS was also sent by the National
Association of Medicaid Directors — a bipartisan group representing all 50 states. It
also went unanswered.

Unfortunately, silence and lack of certainty are not just isolated to state requests. The
department's tactic of dodging questions and delaying responses has also been
applied to congressional oversight letters seeking greater clarity from this
administration.

In August, the House Energy and Commerce Committee sent a letter to Sebelius
pressing for a response to the states' urgent request for information, noting, "While it
seems the Centers for Medicare and Medicaid Services intends to delay any major
announcements until after November, states do not have the luxury of
procrastination."

Dodges and delays are not prescriptions for improving health care; they don't help
citizens and policymakers seeking to better understand ObamaCare's real impact and
its true costs.

The administration may want to continue to play politics by hiding the ball until after
November when it comes to these official information requests, but taxpayers
deserve answers. The regulatory uncertainty has crippled states and health providers
in their ability to plan.

These issues are neither simple nor inexpensive. According to the Congressional
Budget Office, a nationwide expansion of Medicaid could cost more than $900 billion
over the next decade, contributing to the $5 trillion in federal Medicaid spending over
the same time period. Most shocking is that if ObamaCare is fully implemented, more
than one in four Americans could become Medicaid enrollees and millions more could
be forced into coverage through a federal or state exchange.

Americans are tired of Washington spending money it doesn't have and equally
frustrated with a federal government so big it can't find its way out of the regulatory
maze it created. They, and we, see the irony in this administration consistently touting
its commitment to transparency.

In fact, Obama has said, "My administration is committed to creating an
unprecedented level of openness in government. We will work together to ensure the
public trust and establish a system of transparency, public participation and
collaboration."

The silence coming from his administration over the last several months doesn't
match that stated goal.

The American people and policymakers charged with implementing the law need
more than gauzy promises and feel-good rhetoric. And they certainly deserve better
than a stiff arm when it comes to clarifying informational requests. We need
information.

The governors, Congress and health professionals are fulfilling their duties by
attempting to gain clear answers to serious questions about a complicated public
policy that will have a direct impact on the citizens. The administration needs to
provide those answers. Detaining details in Washington for the next several months

2528



may serve political interests, but it's an indulgence policymakers and citizens cannot
afford.

• McDonnell is governor of Virginia and chairman of the Republican Governors
Association. Upton, R-Mich., is chairman of the House Energy and Commerce
Committee.
 
 
Marie Thomas Sanderson
Policy Director
Republican Governors Association (RGA)
MSanderson@rga.org
Republican Governors Public Policy Committee (RGPPC)

Office (202) 464- 8556
Cell 
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From: Malia Bennett
To: bennett@oksenate.gov
Subject: Media Advisory
Date: Friday, September 09, 2011 2:35:52 PM

Oklahoma State Senate
Communications Division
State Capitol Building, Office 309
Oklahoma City, Oklahoma  73105
 

MEDIA ADVISORY
 

 
                     

For Immediate Release:  September 9, 2011
 

First Meeting of Joint Committee on Federal
Health Care Law Scheduled

 
The first meeting of a special joint legislative committee studying the federal health care law
will be held on Wednesday, September 14 at 9 a.m. in the House Chamber of the State
Capitol.  Co-Chaired by Sen. Gary Stanislawski, R-Tulsa, and Rep. Glen Mulready, R-Tulsa,
this is the first of a series of public meetings examining how the federal Patient Protection
and Affordable Care Act (PPACA) will affect Oklahoma, including the costs to local
governments and businesses, and what additional steps may need to be taken by the state. 
 
The morning portion of the meeting will include a presentation on the current state of health
outcomes and health care in Oklahoma, while the afternoon session will include presentations
on the mandates, costs and other issues of concern related to PPACA, and information on
Medicaid and Accountable Care organizations.
 
 
For more information, contact:
Sen. Gary Stanislawski, 405-521-5624
Rep. Glen Mulready, 405-557-7340
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From: Governor Fallin Press
To: Governor Fallin Press
Subject: MEDIA ADVISORY: Gov. Fallin to Appear on Fox News TONIGHT
Date: Tuesday, November 20, 2012 4:10:34 PM

All,
 
This is a note to inform you that Gov. Fallin will be a guest tonight on the Greta Van
Susteren show on Fox News Channel.
 
The governor will be on the show at approximately 9:30 p.m. CST to discuss the decision
to not pursue a state-based health insurance exchange and the decision to not expand the
Medicaid system in Oklahoma.
 
Thank you.
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From: Governor Fallin Press
To: Governor Fallin Press
Subject: Media Alert: Today, 11 AM: announcement on insurance exchange/Medicaid to be made following press

conference
Date: Monday, November 19, 2012 10:32:55 AM
Importance: High

Today at 11 AM in the Blue Room at the Oklahoma Capitol, Governor Fallin will announce
the results of the statewide Feeding Oklahoma Food and Fund Drive, which concluded on
Nov. 15.
 
Immediately following the press conference, the governor will make an announcement
to the press regarding the health insurance exchange and Medicaid expansion
provisions contained in the Patient Protection and Affordable Care Act.   
 
More information on Feeding Oklahoma Food Drive below:
 

*** Media Advisory ***
 

Gov. Mary Fallin on Monday to Announce Results of Statewide Food
and Fund Drive

 
OKLAHOMA CITY – Governor Mary Fallin will announce the results of the third-annual
Feeding Oklahoma Food and Fund Drive at a press conference on Monday, Nov. 19.  Joining
the governor will be officials from the Regional Food Bank of Oklahoma and Community
Food Bank of Eastern Oklahoma.
 
The goal of the food drive, which concluded on Nov. 15, was to raise enough food and
funding to provide 1.2 million meals to help feed hungry families in Oklahoma this holiday
season.  According to the USDA, Oklahoma ranks as the fifth-hungriest state in the nation,
with more than 675,000 Oklahomans struggling with hunger every day.  The Oklahoma food
banks provide enough food to feed more than 150,000 people each week with demand
increasing during the holiday season.
 
 
WHAT:                                   Governor Fallin will announce the results of the statewide

Feeding Oklahoma Food and Fund Drive, which concluded on
Nov. 15.

 
WHO:                                    Governor Fallin; Rodney Bivens, executive director of the

Regional Food Bank of Oklahoma; Eileen Bradshaw, executive
director of the Community Food Bank of Eastern Oklahoma

 
WHEN:                                  11 a.m. Monday, Nov. 19
 
WHERE:                                Blue Room, Oklahoma State Capitol
 
 

###
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Alex Weintz
Communications Director
Office of Governor Mary Fallin
phone: (405) 522-8819
cell: (405) 535-7317
Alex.Weintz@gov.ok.gov
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From: Alex Weintz
To: Katie Altshuler; Denise Northrup
Cc: Andrew Silvestri; Glenn Coffee; Aaron Cooper; Alex Gerszewski
Subject: media inquiry re tribal health
Date: Monday, July 02, 2012 2:53:55 PM

Clinton Chandler of KOSU is doing a story on the state of Indian health in Oklahoma. One angle is
that the Indian Health Care Improvement Act was reauthorized as part of PPACA …
He would like a statement from the governor on how that law might affect Indian health in
Oklahoma. I think he would also take a statement of any kind related to tribal health issues.
 
I’m not really familiar with tribal health care issues … I assume we want to avoid PPACA and stick to
“the tribes have unique challenges and the state is working in partnership with tribal government to
provide access to health care …”
 
Anyone have any constructive suggestions?
 
Alex Weintz
Communications Director
Office of Governor Mary Fallin
phone: (405) 522-8819
cell: (405) 535-7317
Alex.Weintz@gov.ok.gov
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From: Alex Weintz
To: Denise Northrup; Katie Altshuler; Andrew Silvestri
Cc: Governor Fallin Press
Subject: media inquiry re: health insurance exchanges
Date: Wednesday, November 07, 2012 10:14:33 AM

Obviously I’m going to decline this interview.

Can we say: “As the governor has said, she is continuing to explore the state’s options as they relate
to health insurance exchanges. Her priority is to ensure the people of Oklahoma are best served by a
system that increases access to health care, controls health care costs and does so in a way that is
fiscally responsible. Oklahoma is not in a unique position; many other states are continuing to weigh
what options best serves their citizens, as is responsible.”

Q: What is your timetable for making this decision? You said you would announce a decision after the
election

A: The governor did say she would make a decision sometime after the election, when it was more
clear what the future of the ACA would be. The election ended a very short time ago, as you know.
Our priority is not to make this decision as quickly as possible, it is to make the right decision. The
governor is still conferring with her partners in the Legislature, other governors and health care
experts as to what outcome best serves the people of Oklahoma.

I would also like to say the federal government has not answered our questions … what questions are
those? Have we documented them in a letter and if so can I get a copy?

I am getting a lot of requests for interviews on this subject so getting an acceptable answer is a
priority. Thanks

  From: Wayne Greene [mailto:Wayne.Greene@tulsaworld.com] 
Sent: Wednesday, November 07, 2012 9:00 AM
To: Alex Weintz
Subject: Good morning

 

And congratulation to the governor on what has to be seen a big night for the Oklahoma Republican Party.
 
Now that the national election is decided and Barack Obama has been re-elected, I need to press my case on
whether she will accept the Medicaid funding under the Affordable Care Act. Can I get some phone time with
the governor on this today?
 
wg
 
 
Wayne Greene
Senior Writer
Tulsa World
office: (918)581-8308
cell: (918)804-3025
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email: wayne.greene@tulsaworld.com
Twitter: @Greene_Wayne
PO Box 1770
Tulsa OK 74102
 

______________________________________________________________________
This email has been scanned by the Symantec Email Security.cloud service.
For more information please visit http://www.symanteccloud.com
______________________________________________________________________
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From: Dustin Huffman
To: Dustin Huffman
Cc: Marie Sanderson; Deborah Hohlt 
Subject: Medicaid "blended rate" proposal
Date: Tuesday, November 27, 2012 3:47:22 PM
Attachments: 071812 Bicameral Sebelius HHS Ltr re Medicaid.pdf

All:
 
As a reminder, attached is a letter Senator Hatch and Chairman Upton sent to the Administration
in July regarding their “blended rate” proposal.  The letter remains unanswered but the “blended
rate” issue still poses a threat to states’ Medicaid funding.  Highlights from the Press Release are
pasted below and the full text can be found here.
 
Additionally, here is a link to an analysis by Drew Gonshorowski at the Heritage Foundation on how
implementing the Medicaid expansions could be even more costly to states that they realize. 
Gonshorowski notes that the President’s “blended rate” proposal, “is an average of a state’s
current Medicaid match, its enhanced match rate for the Children’s Health Insurance Program,
and the expansion match rate. The result of this scheme is a drastic reduction in federal spending
at the expense of the states.”
 
As always, please let us know if you have any questions, comments, or concerns.
 
All the best,
Dustin
 

Hatch, Upton Echo Governors’ Concerns
About Unreliable Funding for Medicaid
Expansion
Leaders Push Obama Administration to Explain Impact of “Blended Federal Medicaid Rate”

WASHINGTON — Senate Finance Committee Ranking Member Orrin Hatch (R-UT) and House Energy

and Commerce Committee Chairman Fred Upton (R-MI) today echoed the recent concerns expressed

by governors across the nation about the uncertain future of Medicaid funding and pressed Health and

Human Services Secretary Kathleen Sebelius to outline all legislative and policy specifications on the

president’s Medicaid “blended rate” proposal.

In the letter to Sebelius, Hatch and Upton wrote, “Under the Obama administration, the federal debt has

reached an all-time high of nearly $16 trillion – levels that when considered as a percentage of our

total economic output clearly hurt economic growth and stability. With the Medicaid program expected

to contribute to that debt by more than $5 trillion over the next 10 years – not to mention trillions more

in taxpayer spending at the state level - it is understandable that governors are concerned about the

federal government’s ability to maintain its commitment to such a high federal match for the long term.
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As one governor recently noted: 'This is just another government program where the federal

government will run out of money and they'll put it on the states again.'”

Hatch and Upton have expressed concern in the past about the Medicaid expansion and its

implications for both federal and state budgets. While the program was enacted with a promise that the

federal government would pick up much of the added cost of adding millions more Americans to the

Medicaid rolls, their letter explains why more of these costs may eventually be passed along to the

states. In either case, such an expansion is projected to cost over a trillion dollars and further

exacerbate the fiscal strain on the program.

The House and Senate leaders continued, “The president’s FY2013 Budget proposal reinforces those

concerns from the governors. In his FY2013 Budget plan, the president outlined a provision that would

ultimately decrease the federal match for the newly eligible Medicaid beneficiaries. The president calls

for the application of a single blended rate to Medicaid and CHIP that would save nearly $18 billion

over 10 years. A similar policy was included in the president’s deficit reduction recommendations in

2011, which called for up to $100 billion in federal Medicaid savings over 10 years.

“As you know, a blended federal Medicaid rate that reduces Medicaid spending over time is a policy

that would reduce federal funding to states through a reduced federal match, notably a reduction to the

enhanced match to States for the newly eligible Medicaid beneficiaries. This policy could have a

dramatic effect on how much a Medicaid expansion could cost state governments after 2014. We

believe the administration should release all the legislative and policy specifications for its blended rate

proposal as governors and State legislatures prepare to make a decision on whether or not to

implement the largest expansion of Medicaid in history.”

Dustin Huffman
Policy Advisor 
Republican Governors Public Policy Committee | RGA
1747 Pennsylvania Avenue, NW, Suite 250 | Washington, DC 20006
Office: (202) 662-4927
Cell: 
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From: 
To: 

Oklahoma Policy Institute 
Katie Altshuler 

Subject: 
Date: 

Medicaid 101: The SoonerCare Safety Net 

Tuesday, January 17, 2012 10:05:46 AM 

Is this email not displaying correctly? 
View it in your browser. 

[g] Become a fan on Facebook 

IBJ Follow us on Twitter 

lljJ Forward to a Friend 

[gJ 
Do you count on OK Policy for 

information, analysis and ideas 

on state policy issues? 

We count on you, too. 

lljJ 
In The Know is OK Policy's daily 

synopsis of Oklahoma news and 

blogs. You can sign up here to 

receive In The Know by e-mail. 

Recent Posts 
• Income tax proposal 

would hike taxes for a 

majority of Oklahomans 

• Beyond tuition: Better 

measures for the cost 

and value of higher 

education 

• How we can move from 

good child care to quality 

early learning 

• Looking back: Our most 

popular blog posts of 

2011 

• At a Crossroads: Which 

path for Oklahoma's 

troubled health? 

Our health care system is experiencing an 

unprecedented period of upheaval. Decades of rising 

costs, an ever-increasing share of citizens without 

insurance, and an aging baby boom generation are 

putting immense pressure on payers, providers, and 

patients alike. The new federal health care law will soon 

usher in significant changes to Medicaid, a key 

component of the health care system known in 

Oklahoma as SoonerCare, sparking a welcome and 

ongoing dialogue about the cost and value of the 

program. Pivotal in these discussions is an 

understanding of SoonerCare's safety net function -

without which thousands of Oklahoma families would 

forgo basic health services for their children, lack 

necessary medical care for their disabled loved ones, 

and be left to shoulder alone the unsustainable burden of 

the long-term care of their parents and grandparents. 

A new policy brief from Oklahoma 

Policy Institute underscores the 

importance of SoonerCare/Medicaid 

as the state's primary safety 

net health care program for low

income Oklahomans who would otherwise go uninsured, 

primarily children, the elderly, and persons with 

disabilities. The five-page brief, Medicaid 101: The 

SoonerCare Safety Net, outlines the program and its 

eligibility requirements, breaks down its funding sources, 

and debunks common Medicaid myths. Click here to 

download the five-page paper from our website or click 

here to read a blog post summary preview. 

For more information and analysis of the health care 

system, click here to visit the health care section of our 

website, or check out the following resources: 
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• Revenue forecast 

confirms need for caution 

• Rebates for consumers or 

more profit for insurers? 

• Employers better off 

keeping workers' 

coverage under new 

health law. Oklahoma 

study shows 

• People as Commodities: 

Some profit by detaining 

immigrants 

• Health Care Reform and the State Budget: 

Savings Likely to Fully or Partly Offset Modest 

New Costs, an analysis of the expected impact of 

the new federal health care law, the Affordable 
Care Act, on the state budget. 

• Health Insurance Exchanges Under the Affordable 

Care Act: State-run vs. Federally facilitated, our 

presentation to the Joint Committee on the Federal 

Health Care Law on October 25, 2011. 

Copyright© 2012 Oklahoma Policy Institute, All rights reserved. 
You are receiving this e-mail because you signed up at one of 
our events or at http://www.okpolicy.org. 
Our mailing address is: 
Oklahoma Policy Institute 
P.O. Box 14347 
Tulsa, Oklahoma 74159-1347 

Add us to your address book 

unsubscribe from this list 1 update subscription preferences 1 view email in browser 
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From: Dick Beale
To: Katie Altshuler
Subject: Medicaid Expansion
Date: Tuesday, July 24, 2012 4:57:45 PM
Attachments: facebook-icon12c727

linkedin27bbca
twitter newbird boxed whiteonblue30pt6560a2
bealeclr-with-line-smallcdb7fa
Master Plan - 071712 ratified.doc

Hi Katie,

 
I am taking the liberty of sending you a second email as I did not want to get the messages confused.

 
I am not in favor of Medicaid expansion as it is dealt with in PPACA. This will be the biggest mess

ever created in the country at a cost of trillions. By the same token, I am concerned about those who

do not have access to health care and a medical home. I believe these two things are absolutely

necessary to manage chronic conditions and provide preventive care to make Oklahoma a healthier

state.

 
How do we do this? It is always been my belief that a cooperative, consultive, community healthcare

system would benefit those it serves and demonstrate to outside interests tat we were serious about

solving our health issues.

 
I have attached a recently completed document that has been revised and ready to see the light of day.

It is a Master Plan for the Oklahoma County Community Health Network; A Transformational

System of Care For the Low-Income, Uninsured.

 
This is a bold initiative that brings together disparate stakeholders in a cooperative effort to provide a

medical home for the chronically uninsured. By doing so, we hope to manage chronic conditions which

would improve the health of Oklahoma dramatically. Instead of giving everyone an insurance card, we

could provide necessary services to those who need it, when they need it. The plan could be

expandable and serve as a template for other counties or regions of the state.

 
The Master Plan is outgrowth of central Oklahoma Turning Point, the Oklahoma County Medical

Society and the Health Alliance of the Uninsured and has been headed by Stan Hupfeld, the retired

CEO of Integris. Many good,caring people have worked on this as tier contribution to solving a huge

problem without government interference. Government could assist in facilitating the growth of this

initiative, but should not interfere. At some point, it may need government grants to expand and serve

more people, but it may be able to solve (or put a serious dent) a problem through private means. This

can be accomplished through millions of dollars rather than billions and work in conjunction with

Medicaid, FQHCs and other organizations providing services in the healthcare arena.

 
Again, thank you for your time. These thoughts are my own and do not reflect those of any Boards or

groups participating in the study.

 
Sincerely.

 
Dick  

 

 Dick Beale
Senior Vice President

Dick@bealepro.com
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3000 NW 149th St., Oklahoma City, OK, 73134

P.O. Box 21880, Oklahoma City, OK, 73156

405-521-1600 or 800-530-4863

405-521-1610 fax 
www.bealepro.com
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From: Hederman, Caryn
To: Katie Altshuler
Subject: Medicaid papers: Doug H-E & Nina Owcharenko
Date: Monday, June 06, 2011 4:04:57 PM
Attachments: DHE Sustainability of Medicaid Action Steps for Governors to Achieve Meaningful Reform.pdf

Katie,

Please see attached and links below, and give me a call with any questions.

http://www.heritage.org/Research/Reports/2010/11/State-Medicaid-Reform-After-Obamacare (Nina
webmemo)

http://www.heritage.org/Research/Reports/2011/02/How-States-Can-Survive-the-Medicaid-Crisis (Brian
Blase webmemo)

Brian also has a number of recent papers on Medicaid on the Heritage site.    He has recently taken a
staff position on a Congressional oversight committee.

Regards,
Caryn

--------------------------------------------------------------------------
Caryn Hederman
Consultant
The Heritage Foundation
214 Massachusetts Avenue, NE
Washington, DC 20002
703-585-6932
heritage.org

Need to understand Washington's budget battles?
Seeing the budget in pictures reveals what the numbers mean.
Check out Budget Chart Book 2011: Preview Edition  today!
http://www.heritage.org/budgetchartbook/

The Heritage Foundation is committed to building an America where freedom, opportunity, prosperity,
and civil society flourish.
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June 13, 2011 

 

The Honorable Orrin Hatch 

Ranking Member, Senate Committee on Finance 

104 Hart Senate Office Building 

Washington, D.C. 20510 

 

The Honorable Fred Upton 

Chair, House Committee on Energy and Commerce 

2183 Rayburn House Office Building 

Washington, D.C. 20515

 

Dear Senator Hatch and Chairman Upton:   

 

Thank you for your May 23, 2011, letter regarding the challenges states face with our Medicaid 

programs.  We agree that Medicaid should be reformed in a comprehensive and sustainable 

manner, not only to improve care for our nation’s vulnerable citizens, but also to address the 

inequities, inefficiencies, excess costs, fraud, waste and abuse that are unfortunately far too 

prevalent in the “all or nothing” approach to Medicaid programs nationwide.   

 

The first step for a successful Medicaid transformation is the full repeal of the Patient Protection 

and Affordable Care Act (“PPACA”).  The delivery of health care ultimately is personal and 

local.  However, we have witnessed over the years as federal funding has expanded, so has 

federal control.  Time and again, states have been caught in more intensive federal constraints 

that add little to the value or quality of services being delivered and thwart the creativity of the 

states.   Indeed, states have proven themselves to be the real innovators in health care delivery 

while the federal government has operated Medicaid in a very prescriptive manner.  This, plus 

extensive federal mandates,  has forced states to manage their programs through one 

cumbersome, time consuming waiver at a time.  States should not have to seek waivers to 

manage their unique programs. We must reassess and focus our efforts on reshaping how health 

care is delivered through innovation, creativity and responsibility –all demonstrated capabilities 

of states.  We must bring the antiquated Medicaid program into the 21
st
 century and secure the 

program’s long-term integrity. This will only be made more difficult under the PPACA. 

 

Even prior to the PPACA, Medicaid had become one of the most challenging components of the 

budget puzzle, consuming between 15 to 25 percent of most state spending.  Moreover, a study 

published last year by the Deloitte Center for Health Solutions predicted, in a best case scenario, 

Medicaid’s proportion of state budgets by 2030 will consume up to 35 percent of spending in 

some states. At worst, it could nearly triple current spending levels. This consumption of state 

resources is crowding out other essential services such as education, public safety and even 

public health.  This is not sustainable. 

  

As Congress reviews the Medicaid program, it should provide states and territories a general 

healthcare framework where we can make necessary adjustments without constantly seeking 

permission from the federal government for changes that we already know work. Governors 
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must be able to provide quality healthcare for our most vulnerable citizens while containing 

costs. As the economy changes year to year, Governors also must be able to make program 

adjustments in a timely manner in order to maintain a healthcare safety net. The following 

principles provide a pathway for true innovation in our Medicaid programs as we begin our 

conversation:   

 

Guiding Principles 

 

1. States and territories are best able to make decisions about the design of their healthcare 

systems based on the respective needs, culture and values of each state. 

 

2. States and territories should also have the opportunity to innovate by using flexible, 

accountable financing mechanisms that are transparent and that hold states accountable 

for efficiency and quality healthcare.  Such mechanisms may include a block grant, a 

capped allotment outside of a waiver, or other accountable and transparent financing 

approaches. 

 

3. Medicaid should be focused on quality, value-based and patient-centered programs that 

work in concert to improve the health of our states’ citizens and drive value over volume, 

quality over quantity, at the same time containing costs.   

 

4. States and territories must be able to streamline and simplify the eligibility process to 

ensure coverage for those most in need, and states must be able to enforce reasonable cost 

sharing for those able to pay. 

 

5. States and territories can provide Medicaid recipients a choice in their healthcare 

coverage plans, just as many have in the private market, if they are able to leverage the 

existing insurance marketplace through innovative support mechanisms.     

 

6. Territories must be ensured full integration into the federal healthcare system so they can 

provide healthcare coverage to those in need with the flexibility afforded to the states. 

 

7. States must have greater flexibility in eligibility, financing and service delivery in order 

to provide long-term services and support that keep pace with the people Medicaid 

serves.  New federal requirements threaten to stifle state innovation and investment.  In 

addition, since dual eligible now constitute 39 percent of Medicaid spending, Medicare 

policies that shift costs to the states must be reversed and the innovative power of states 

should be rewarded by a shared-savings program that allows full flexibility to target and 

deliver services, which are cost-effective for both state and federal taxpayers. 

 

We gladly accept the invitation to provide input regarding legislation which would improve 

Medicaid and secure this important program into the future.  We appreciate your recognition that 

states have pioneered good ideas for years.  We could do much more to improve quality and 

delivery while reducing costs with the right reforms, starting with repeal of the PPACA and 

based on the principles we offer herein.  We look forward to working with you.   
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Sincerely, 

 

 

 
 

 

 
 

 
 

 
 

 

 
 

 

 
 

 

 
 

 

 
 

 

 
 
 
 

 

 
 

 

 
 

 

 
 

 

 
 

 
 

Governor Brian Sandoval 

Nevada  

Governor David Heineman 

Nebraska  

Governor Haley Barbour 

Mississippi  

Governor Paul R. LePage 

Maine  

Governor Bobby Jindal 

Louisiana  

Governor Sam Brownback 

Kansas  

Governor Terry E. Branstad 

Iowa  

Governor Mitch Daniels 

Indiana  

Governor C.L. “Butch” Otter 

Idaho  

Governor Nathan Deal 

Georgia 

Governor Rick Scott 

Florida 

 
Governor Janice K. Brewer 

Arizona  

Governor Sean Parnell 

Alaska  

Governor Robert J. Bentley 

Alabama  
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Governor Matthew H. Mead 

Wyoming 

Governor Scott Walker 

Wisconsin 

Governor Robert F. McDonnell 

Virginia  

Governor Gary R. Herbert 

Utah  

Governor Rick Perry 

Texas  

Governor Bill Haslam 

Tennessee  

Governor Dennis Daugaard 

South Dakota  

Governor Nikki Haley 

South Carolina  

Governor Tom Corbett 

Pennsylvania 

Governor Mary Fallin 

Oklahoma 

Governor John R. Kasich 

Ohio 

Governor Jack Dalrymple 

North Dakota  

Governor Susana Martinez 

New Mexico  

Governor Chris Christie 

New Jersey  
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Governor Luis Fortuño 

Puerto Rico 

 

 

 

 

CC: President Obama, Secretary Sebelius, Speaker Boehner, Leader Reid, Leader McConnell, 

Leader Pelosi  
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From: Doug Cox
To: Mark McCullough; Jonathan Buxton; Katie Altshuler; Jason Murphey; Mike Ritze
Cc: Kris Steele; Michael Fogarty (mike.fogarty@okhca.org); Jeff Hickman
Subject: Medicaid
Date: Friday, October 07, 2011 10:37:39 AM

Good morning all,
 
Rep. McCullough's points in his email below are well taken.
That being said, I would point out that the Provider Fee was designed to address uncompensated care provided to
those who have no coverage (private insurance OR Medicaid), rather than Medicaid patients.
California's budget crisis and the resultant 10% provider rate cut will certainly result in a decreased provider network
and limit access to care.
 
We are fortunate that in Oklahoma the OHCA board, director Fogarty, and the legislature has prioritized provider rates,
and therefore access to care.  Presently (after the 3.25% cut two years ago) our rates are 96.75% of the Medicare
rate.  Now as you know that is not fantastic (because Medicare rates are below commercial insurance rates),  but it is
certainly better than most other states.  It seems to be sufficient to maintain an adequate provider network.
 
Speaking of provider networks, I would point out the following.  Most physicians can elect to participate or not
participate in the Medicaid system.  HOWEVER, pediatricians and obstetricians are essentially held as captive slaves to
the Medicaid system and rate structure, due to the high percentage of children and deliveries paid for by the medicaid
system.  Anotherwords, so many of this patient group are in the Medicaid system that a physician would have
trouble keeping enough volume to survive without the Medicaid population. 
 
Medicaid is facing increased utilization due to the economy, and facing a burgeoning Medicaid population if the federa
healthcare law is fully implemented.  I have been working with the OHCA board, director Fogarty, and the physicians on
staff at OHCA to study some cost-cutting measures to enable us to cope with financing the future without robbing
education (or other areas of the state budget) to pay for it. 
 
The Oklahoma Medicaid "policy" is very rich.  Can you imagine our HealthChoice policies allowing unlimited ER or
urgent care center visits with no co-pay?  What if HealthChoice didn't even raise an eyebrow unless you had more than
14 ER visits a year?  That is the Medicaid situation.
 
Director Fogarty, the OHCA board, and the OHCA physician staff have been more than gracious to work with me on
examining the following cost-containment measures.  Let me bring you up-to-date:
1.  Limiting the number of RX paid for by Medicaid to 5/month. 
Presently there are 121,000 adult members who are subject to the present prescription limit of six per month, with a maximum of
two brands.  Of this number, 28,500 filled isx prescriptions at least one month of the last six months.  Some of the brand name Rx
filled will be available in generic (cheaper) forms in the next 12 months.
Estimated cost savings in FY13 would be 3 million state dollars from limiting Rx and at least $4 million more from generic drug
availability.
 
2.  Limiting paid ER/urgent care visits to 4/year.
This is the area of the greatest potential savings.
If this had been in place in FY10 there would have been a potential savings of $19.9 million.  As ER visits have steadily increased,
it would be even more in FY13. 
This change would also encourage patients to use their "Medical Home" (primary care physician), rather than the ER for chronic
problems.  The potential savings does not accout for an expected increase in office visits, however I feel savings would still be very
significant.
FYI--the state of Washington has limited the number of Medicaid-paid ER visits to 3/year.
 
3.  Eliminating Medicaid coverage for narcotics in adult patients.
Narcotics, if needed, can be purchased quite inexpensively.
Patients with a terminal illness can obtain their narcotics for "free" when they are placed on Hospice (paid for by federal dollars).
I have concerns that a significant quantity of narcotics paid for by Medicaid are diverted for illicit use.  This same issue was raised
in Washington in the last week for narcotics purchased with Medicare dollars.
While the SoonerCare pharmacy benefit design does include several controls for the apppropriate use of narcotic analgesics, anyone
who thinks a significant number are not being abused has their head buried in the sand.
At this point I do not yet have a number on projected savings if we totally eliminate narcotic coverage, as I have recommended. 
 
I do not feel the legislature should try to micromanage the OHCA with legislation.  They have a good board, a great physician staff,
and Director Fogarty realizes the budget situation.  Therefore, I am not planning on any legislation addressing these issues but would
prefer to work through thier system.  That being said, none of the above may come to fruition until budgetary constraints force the
issue.
 
Doug
 
State Representative Doug Cox M.D.
House District 5-Delaware and Mayes Counties
2300 N. Lincoln,   office 410
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Oklahoma City, OK   73105
phone:  405-557-7415

From: Mark McCullough
Sent: Wednesday, October 05, 2011 12:47 PM
To: Jonathan Buxton; Katie Altshuler; Jason Murphey; Doug Cox; Mike Ritze
Subject: <no subject>

This is the first page of a two pager from NRO on Medicaid providers in CA suing over a 10% cut in rates. Its gone to the Supreme Court. Think it can't happen

here? Guys, we are kidding ourselves to think Medicaid is sustainable in its current form. The provider fee was a bandaid. I'm going to run something that requires

the HCA to put in for a 1115 waiver to ask HHS to go block grant / premium support. We should have already had something in the can on this. It would be much

better for Leadership and our House Docs to champion this and not a random, not-always-diplomatic, sometimes irritating, red-headed policy wonk. If the big boys

(and girl) are already planning something on this, ya'll need to waive me off, because Medicaid is a BIG deal and its not going away. Just saying. 

Mark

AVIK ROY

ARCHIVE    |    LATEST    |    LOG N

OCTOBER 5, 2011 12:00 P.M.

Dems vs. Dems on Medicaid  

A lawsuit on the new Supreme Court document has divided the party.

I’ve spilt many pixels writing about the constitutional challenges to the Patient Protection and Affordable Care Act, which are now nearly certain to end up in

the just-commenced 2011–12 term of the Supreme Court. But there’s another important health-care lawsuit on the high court’s docket, one that pits the

Obama administration against congressional and California Democrats. t’s Douglas v. Independent Living Center of Southern California, a case that gets at

the fundamental flaw in the humanitarian catastrophe known as Medicaid. That is: What should you do when you can’t make two plus two equal seven?

Numerous studies show that many Medicaid patients have worse outcomes than those with no health insurance at all. This is in large part driven by the fact

that Medicaid severely underpays physicians and hospitals for the cost of treating Medicaid patients. As a result, many doctors don’t take appointments from

Medicaid patients, leaving our nation’s poorest without access to essential health care.

-

Even though Medicaid is bankrupting many states — most notably New York and California — most states are unwilling to pare down their Medicaid rolls to

devote more resources to the truly needy. Those that are willing are stymied by bureaucrats in Washington. So governments take the path of least political

resistance: underpaying the providers of health care.

On Feb. 16, 2008, in response to California’s fiscal crisis, the state legislature passed a law cutting payments to the already-underpaid providers in the

state’s Medicaid program, Medi-Cal, by as much as 10 percent. It was the straw that broke the camel’s back. California’s providers sued the state.

Under the federal Medicaid law, states are obligated to “assure that payments [to providers] are consistent with efficiency, economy and quality of care and

are sufficient to enlist enough providers so that care and services are available under the plan at least to the extent that such care and services are available

to the general population in the geographic area.”

In other words, states aren’t allowed to underpay providers to such an extent that it compromises the quality of care, and the degree of access to care, that

Medicaid beneficiaries receive.

Lower courts agreed with the providers, and enjoined the state from enacting the Medi-Cal cuts. The U.S. Court of Appeals for the Ninth Circuit upheld a

lower-court decision, agreeing in March 2010 that “the ten percent rate reduction threatens access to much-needed medical care.”

The Schwarzenegger administration appealed the decision, an appeal that has been carried on by current governor Jerry Brown (D.) and his director of

health-care services, Toby Douglas.

Governor Brown may be one of the nation’s most famous liberals, but he is subject to the same laws of arithmetic that Arnold Schwarzenegger was. When

Governor Brown was sworn in on Jan. 4, 2011, he was staring at a 2010–12 budget deficit of $25.4 billion. Brown, too, needs to trim Medicaid spending;

California is projected to spend $18.8 billion on Medi-Cal in 2011–12, not including the additional $25 billion–plus contribution from the federal government.

Brown, too, signed legislation cutting Medi-Cal payments by 10 percent.

Unusually, the Obama administration intervened in the case. Even though the federal government isn’t a party to the lawsuit, the Department of Justice filed

a friend-of-the-court brief in support of the State of California. And small wonder: Given that nearly half of Obamacare’s expanded health coverage comes in

the form of Medicaid, the administration needs to avoid the political damage that would come from bankrupting large Democratic states such as California,

New York, and llinois.

Suffice it to say that progressives were displeased. “I find it appalling that the solicitor general in a Democratic administration would assert in a Supreme

Court brief . . . that poor recipients of Medicaid cannot challenge state violations of federal law,” said Washington & Lee health-law professor Timothy Jost.

NOTICE: The information in this email is confidential, legally privileged, and exempt from disclosure under law. It is intended solely for
the addressee. Access to this email by anyone else is unauthorized. If you are not the intended recipient, any disclosure, copying,
distribution or any action taken or omitted to be taken in reliance on it, is prohibited and unlawful. The Oklahoma House of Reps does
not warrant any e-mail transmission received as being virus free, and disclaims any liability for losses or damages arising from the use
of this e-mail or its attachments. Recipients of e-mail assume the risk of possible computer virus exposure by opening or utilizing the e-
mail and its attachments, and waive any right or recourse against the House by doing so.
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From: Jacobs, Chris (RPC)
To: Jacobs, Chris (RPC)
Subject: Medicare and Medicaid Turn 45
Date: Friday, July 01, 2011 6:50:35 AM

The Medicare and Medicaid programs turn 45 today; benefits for these entitlement programs
started on July 1, 1966.  While the programs’ current structure may have been sufficient for a year
when disposable diapers were invented and Star Trek first appeared on television, today’s deficit

crisis shows how both entitlements need comprehensive reform to last through the 21st century:
 

At the time of its enactment in 1965, actuaries for the House Ways and Means Committee
projected that in 1990, Medicare Part A would spend $9.1 billion on hospital services and
related administration.  In reality, spending in 1990 totaled nearly $67 billion – more than
seven times the original estimates. 
Prior to its enactment, the Medicare Part B program for physician services was projected to
be funded through a $3 monthly premium, supplemented by “federal appropriations of
about $500 million a year from general tax revenues.”  In 2009, Medicare Part B relied upon
$162.8 billion in federal general revenues – an increase of more than 4800 percent in
inflation-adjusted spending.
According to the Medicare trustees report, the program is scheduled to run a $39 billion
deficit this fiscal year, and is NEVER projected to achieve balance.  By comparison, the entire
Greek government ran a deficit of only about $35 billion last year.
At a time when states face budget deficits totaling a collective $175 billion, Obamacare is
imposing unfunded mandates on state Medicaid programs totaling at least $118 billion.
Table 3-1 of CBO’s long-term budget outlook confirms that from 1975-2007 and 1990-2007,
excess cost growth in Medicare exceeded that of Medicaid and all other health spending
(including from private sources), raising doubts about Medicare’s ability to function as a
leader in controlling health care costs. 
CBO also estimates that between now and 2035, 64% of the growth in entitlement spending,
and 48% of the growth in health care entitlement spending, will be driven by demographic
factors associated with the retirement of the Baby Boomers and general aging of the
American population.  In other words, Medicare and Medicaid need fundamental reforms;
even if health care costs were brought under control, entitlement programs face significant
structural difficulties, as nearly half of the growth in entitlement spending over the next
generation comes from demographics, NOT rising costs. 
According to CBO’s alternative fiscal scenario – which presumes (among other things) that
physicians will not receive a 30% reimbursement cut in January 2012 – Medicare alone is
projected to nearly double over the next 25 years, from 3.7% of GDP to almost 7 percent by
2035.

·         Between now and 2035, CBO projects that federal spending on health care will total $41.3
trillion.  By comparison, according to the International Monetary Fund, the combined gross
domestic product of the world’s top ten economies in 2010 was $41.4 trillion.  So in other
words, over the next generation, the United States will spend on its health care entitlements
about as much as all the goods and services that the United States, China, Japan, Germany,
France, the United Kingdom, Brazil, Italy, Canada, and India combined produced last year.
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All these facts point to one central conclusion:  Both Medicare and Medicaid are unsustainable in
their current form.  Republicans have put forward solutions to address these concerns.  Where are
the Democrat proposals?
 
Chris Jacobs
Health Policy Analyst
Republican Policy Committee
(202) 224-2946
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From: Jacobs, Chris (RPC)
To: Jacobs, Chris (RPC)
Subject: Medicare Has an Obamacare Problem
Date: Monday, October 31, 2011 7:00:14 AM

The Washington Post this weekend published a story adopting talking points from the Bipartisan
Policy Center nearly verbatim, to state that Medicare has a spending problem on pharmaceuticals. 
The piece alleges that Medicare Part D spending on prescription drugs will rise much faster than Part
A spending on hospital care or Part B spending on physician payments over the next ten years –
“facts” which the BPC uses to argue for an expansion of Medicaid price controls to Medicare Part D. 
 
However, this “analysis” cleverly ignores, and in several cases outright distorts, the effects of
Obamacare on spending for all three parts of Medicare – because as it turns out, the 2700-page law
didn’t help control Medicare spending, and actually made the Part D problem worse:
 

Medicare Physician Spending (Part B):  The BPC chart presumes that a scheduled 30
percent reduction in physician payments for 2012, and further reductions in future years,
will take effect – which everyone knows will not happen.  Obamacare did not create this
problem, but the law did put into place $500 billion in payment reductions that “will not
enhance the ability of the government to pay for future Medicare benefits” – in other
words, it missed an opportunity to solve it. 
 
According to the Congressional Budget Office, leaving physician payment levels flat – giving
doctors no payment increase at all for the next decade – would raise Medicare Part B
spending by over 12% in 2021 when compared to the current Medicare baseline.  Providing
physicians an update linked to medical inflation would raise Medicare Part B spending by
nearly 17% in 2021 when compared to the current Medicare baseline – evaporating most of
the supposed difference between Part B and Part D spending levels.
 
Medicare Hospital Spending (Part A):  Here, the unrealistically low levels of spending cited
in the BPC chart WERE created by Obamacare.  The Medicare actuary has previously stated
that these payment reductions could cause 15 percent of all Part A providers to become
unprofitable by 2019 – and 40 percent by 2050.  Both the Medicare actuary and CBO agree
that these payment reductions are unrealistically low, and will eventually have to be
overridden.
 
Medicare Drug Spending (Part D):  In this case, Obamacare increased Part D spending, by
filling in the “doughnut hole” in the prescription drug benefit for brand-name and generic
drugs alike.  And in what should be a shock to no economist, if you subsidize something,
people will buy more of it.  Obamacare provides a new subsidy for brand-name drugs,
which will have the effect of discouraging seniors from buying lower-cost generics instead. 
The Congressional Budget Office noted that Obamacare will increase both federal spending
and beneficiary premiums in Part D, because seniors will increase their prescription drug
spending.

 
The Post quotes a BPC analyst as saying that Obamacare “did a fair amount to curb Part A and Part B
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costs over the next decade, but very little on Part D.”  As explained above, this is a highly misleading
statement, in two respects.  First, Obamacare only “curbed costs” to the extent that it created new
and unrealistic price controls that will eventually have to be overridden.  Second, and most
importantly, Obamacare did NOT do “very little” to control Part D spending – it actually
contributed to the problem, by encouraging seniors to buy more costly brand-name drugs. 
 
It’s fundamentally misleading, but sadly typical, for liberals to have government manufacture a
problem – in this case, raising federal spending by incentivizing people to buy more expensive
pharmaceuticals – and then call for government to step in and “fix” the problem government itself
created.  In other words, the real issue is not Medicare’s so-called “drug problem” – it’s the left’s
hypocrisy problem.
 
Chris Jacobs
Health Policy Analyst
Republican Policy Committee
(202) 224-2946
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From: 

To: 

Grace-Marie Turner 

Katie Altshuler 

Subject: Medicare, Individual Mandate Stir Debate -- Health Policy Matters 
Friday, May 20, 201111:27:18 AM Date: 

Medicare, Individual Mandate Stir Debate 

By Grace-Marie Turner 

What a week! 

Medicare is speeding toward insolvency five years faster than 
the Trustees reported just a year ago, and the program is now 
facing $38 trillion in red ink. 

Chief Medicare Actuary Richard S. Foster said in a 
supplementary report that under current law Medicare is on 
track to pay providers less than Medicaid does, and this would 
lead to "severe problems with beneficiary access to care." 

Medicare simply can't be sustained as it is. And just when we 
could have had a serious conversation about progress on real 
reform, former House Speaker Newt Gingrich torpedoed the 
debate - and the Ryan plan - with his comments on Meet tile 
Press last Sunday. "I don't think right-wing social engineering 
is any more desirable than left-wing social engineering," 
Gingrich said. "I don't think imposing radical change from the 
right or the left is a very good way for a free society to 
operate." 

One citizen confronted him in Iowa saying: "Speaker 
Gingrich, what you just did to Paul Ryan is unforgivable." 

The fact that reaction against him was so strong and swift
that Newt had to apologize to Budget Chairman Paul Ryan -
indicates to me that the American people are ready for a 
serious conversation. Ryan is scheduled to be on Meet tile 
Press this weekend, and Newt is going to be on Face tile 
Nation. Do stay tuned. 

Meanwhile the Obama administration's position continues 
to be to pretend that they are going to protect Medicare as it is. 
They are sticking their heads in the sand and denying that 1) 
they have proposed taking $575 billion out of the program to 
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pay for two new ObamaCare entitlement programs; 2) they are 

putting an unelected, unaccountable rationing board in place -
IPAB- to cut Medicare payments further, and the president 
wants to double-down on these "savings." 

Medicare is unsustainable with 77 million baby boomers hitting 
the program. The changes that President Obama has led will 
mean draconian cuts in payments to providers and access to 
care, turning the program into a mirror image of the worst 
health coverage program in the country today -- Medicaid. 

Medicaid pays doctors so little few of them can afford to see 
patients, rationing care by forcing them to wait in hospital 
emergency rooms for even routine care. Oh, and by the way, 
ObamaCare shoves another 25 million people into Medicaid's 
rolls , surely tearing the safety net to shreds and likely 
bankrupting the states in the process. 

Medicare is going to be changed, one way or the other, as I 
wrote about in a commentary this week: 

Not changing Medicare is not an option. Yet the 
prevailing wish appears to be that politicians 
will simply leave Medicare alone. 

But without a serious course adjustment, the 
program faces a steep and inevitable decline. 
Medicare will become a third-rate, price
controlled program that rations a lower-quality 
of care through waiting lines and other 

restrictions. 

If Medicare's antiquated, open-ended, fee-for
service model isn't reformed, then we will 
continue to pour deficit-funded dollars into the 
program or raise taxes to levels that would 
topple the economy as millions of baby 
boomers hit retirement 

We must have an adult conversation about this, and the 
American people, scared to death about the growth in the size 
of government and a tsunami of red ink from entitlement 
spending, appear to be ready to listen. 

Individual mandate f irestorm: The other part of the speaker's 
comments that set off a firestorm involved his support for an 
individual mandate. "I believe all of us - and this is going to be 
a big debate-- I believe all of us have a responsibility to help 

pay for health care," he said, reiterating his earlier support for 
a mandate. 

This comes on the heels last week of former Massachusetts 

Gov. Mitt Romney's defense of the individual mandate as right 
for the residents of Massachusetts in RomneyCare but very 
wrong for the whole country in ObamaCare. Here's my 
National Review piece on this. 

A cascade of government control results from individual 
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mandates, whether imposed by states or the federal 
government First, the government has to decide what qualifies 
as "acceptable" insurance that will satisfy its mandate. And 
that leads to political determinations about what must be 
covered, taking control away from individuals and businesses. 
The individual mandate inevitably leads to an employer 
mandate to make sure businesses are locked into paying for 
coverage. 

Then the government needs to figure out how to help people 
buy and pay for this expensive new insurance. And that leads 
to exchanges, to vast new entitlement programs, and 
government intrusion into our household earnings so it can 
determine whether we are qualtfied for subsidies. And that 
leads to the whole panoply of government programs to 
micromanage this new system that government is now in 
charge of running and paying for since basic market forces 
have been demolished. 

The starting point for virtually everything we write about in our 
book, Why ObamaCare Is Wrong for America, is the individual 
mandate. You really need to get this book if you haven't 
already to arm yourself for the debates yet to come. 

Finally, this nugget about waivers: In a bizarre, near
admission that the so called "Affordable Care Act" is anything 
but, the White House issued a blog post this week defending 
itself for issuing waivers "from the annual limit provision of the 
law if it would disrupt access to existing insurance 
arrangements or adversely affect premiums, causing people to 
lose coverage." So far, 1,372 waivers have been granted. 

It turns out that one in five of the latest batch of waivers were 
to businesses in former Speaker Nancy Pelosi's district in San 
Francisco. Read more from Michelle Malkin's latest column . 

But there's more: HHS on Thursday issued regulations 
explaining that it will have to justify to the federal government 
any health insurance premium rate increases over 10 percent 
That comes at a time when insurers are being required to 
cover preventive care with no cost-sharing by beneficiaries, 
increase the coverage limits on policies, and comply with a 
growing list of other federal mandates. Karen lgnagni, 
president of America's Health Insurance Plans, said: "Focusing 
on health insurance premiums while ignoring underlying 
medical cost drivers will not make health care coverage more 
affordable for families and employers." 

But the ru les include an interesting exemption that has 
received little attention. The requirements for federal review of 
premium increases exempt one special class of Medicare 
supplemental insurance policies. 

Let's take a guess who is the top marketer of these so-called 
Medigap policies. Surprise, surprise! It's the AARP, which 
spent millions of dollars helping to get ObamaCare passed. 
That same AARP that makes upwards of $1 billion in profits 
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from marketing Medigap policies. 

Two more examples of crony capitalism - if you toe the line 
we'll protect you -that the American people found so 
disgusting when ObamaCare was passed and that only gets 
worse as they try to implement this monstrosity! 

back to top 

CLIP OF THE WEEK 

Grace-Marie Turner on FOX Business 

In this video, Grace-Marie Turner argues that RomneyCare won't work on a nationwide scale. 
Watch now >> 

GALEN IN THE NEWS 

Sweeping Overhaul Will Save Medicare 

Grace-Marie Turner 
The Sacramento Bee, 05/19/11 

The escalating political debate about the future of Medicare reveals a fear of change coupled with the 
growing recognition that change is essential to sustain the program for the future. House Budget 
Chairman Paul Ryan recognizes that reality in his proposal to begin modernizing the program, starting 
10 years from now. He wants the next generation of seniors to have more choices and lower costs 
through competition. They would get guaranteed private coverage through a modernized Medicare 
program that works much like the health program members of Congress have today. Voters face a clear 
choice. Do we want to continue down a path of price controls, restrictions on access and government
rationed health care? Or do we want to modernize Medicare- and save it - so seniors have the security 
of access to care and choices of coverage with competition driving costs down? 
Read More» 

Stalling the Engine of Economic Recovery 
Grace-Marie Turner 
ReaiCiearMarkets, 05/13/11 

As America struggles to get people back to work after the deep recession, the best strategy is to focus 
on unleashing those industries most primed to create high-quality jobs, to innovate, and to strengthen 
our manufacturing sector so we can boost exports. President Obama apparently disagrees. The 
pharmaceutical industry fits the description of an industry ready to contribute to U.S. recovery, yet the 
president is proposing policies that will impede the industry's ability to do what it does best- innovate, 
generate big profits for shareholders, and create jobs in the process. He wants to make it more difficult 
for the industry to invest in cutting-edge medicines, and he also wants to replace industry-driven 
research with government-run research. This will stifle innovation, hinder job growth, and delay life
saving treatments in reaching the market. 
Read More» 
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Merrill Matthews, Forbes: Right Directions, 05/18/11

MEDICARE

A Prescription to Fix Medicare

Michael O. Leavitt, The Washington Post, 05/20/11

PRESCRIPTION DRUGS

Avastin Debate in U.S. Exposes Inferiority of European Health Care

Alberto Mingardi, The Examiner, 05/16/11

STATE ISSUES

Gov. Deal Inks Out-of-State Insurance Option

Dave Williams, Atlanta Business Chronicle, 05/13/11

Read more on the Health Reform Hub >>

back to top 
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From: Jacobs, Chris (RPC)
To: Jacobs, Chris (RPC)
Subject: Medicare"s Growing Problems
Date: Friday, December 23, 2011 9:00:12 AM

The Washington Post has a lengthy story out today on the causes of Medicare spending, and the
reasons for comprehensive reform.  Several thoughts regarding the piece:
 

1.        Former CBO Director Robert Reischauer opined in the article that “I think many of us would
accept the fact that…payroll tax payments probably have to go up.”  His quote brings up a
little-discussed point: Not only do Democrats have political reasons for delaying reforms
to Medicare – as numerous quotes over the past year have demonstrated – dithering
aligns with their policy goals as well.  After all, if you want to enact massive tax increases,
the best way to achieve this goal is to ignore Medicare’s looming problems, keep on
spending, wait for the crisis to hit, and then say tax increases are the “solution.”

 
2.        Medicare program head Jonathan Blum is quoted in the story as stating that a recent

slowdown in Medicare spending is thanks to Obamacare.  Blum’s statement ignores the
Medicare actuaries’ conclusions about the prime reason for the slowdown in spending:
“Estimated spending growth in 2010 was slow due to continuing declines in employment
and private health insurance coverage associated with the recent recession.”  In other
words, spending growth was slower than projected NOT because Obamacare worked, but
because the Obama “stimulus” didn’t.  Surprisingly, Blum did not appear to want to take
credit for the failed “stimulus” in the Post article.
 

3.        Even though the article talks about a predicted dramatic slowdown in per capita Medicare
spending growth over the coming decade, those projections are based on assumptions that
most experts have concluded are unrealistic.  For instance, the Medicare actuary found that
provisions in Obamacare “are unlikely to be sustainable on a permanent annual basis.” 
Likewise, CBO concluded that the Medicare reductions will be “difficult to sustain for a long
period.”
 

4.        The Post article emphasizes the problem that demographics will create for the Medicare
program in the medium term.  According to CBO, between now and 2035, 64% of the
growth in entitlement spending, and 48% of the growth in health care entitlement
spending, will be driven by demographic factors associated with the retirement of the Baby
Boomers and general aging of the American population.  Even if health care costs were
brought under control, entitlement programs face significant structural difficulties, as nearly
half of the growth in entitlement spending over the next generation comes from
demographics, NOT rising costs. 

 
Medicare faces a looming financial crisis.  Yet Congressional Democrats’ prime contribution to the
debate this year has not been a reform proposal, but a political campaign of demagoguery dubbed
the “Lie of the Year.”  Republicans have offered numerous solutions to advance the cause of
entitlement reform; it’s long past time for Democrats to step up to the plate.
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Chris Jacobs
Health Policy Analyst
Republican Policy Committee
(202) 224-2946
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From: Leroy Gatlin
To: Katie Altshuler
Subject: Meeting confirmation
Date: Tuesday, April 05, 2011 9:38:51 AM

Ms. Altshuler,
 
I’d like to confirm our 10:00 a.m. meeting tomorrow at the Governor’s office in the State Capitol
Building.  As we discussed in our earlier email correspondence, I’ll be sharing some information
recently provided to the Oklahoma Health Insurance Exchange Grant with respect to my
participation in the Stakeholder Meetings.  I’d like the Governor to be aware of this information as
well.
 
I look forward to meeting you tomorrow.
 
Sincerely,
 
Leroy Gatlin
 
Christian Science Committee on Publication
P.O. Box 6773
Edmond, OK 73083
405.314.8602
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From: Microsoft Exchange on behalf of Jana Staples
To: Katie Altshuler
Subject: Meeting Forward Notification: Meeting to discuss aftermath of the Supreme Court Ruling on PPACA
Date: Wednesday, July 11, 2012 11:03:00 AM

Your meeting was forwarded

Jana Staples  has forwarded your meeting request to additional recipients.

 Meeting

 Meeting to discuss aftermath of the Supreme Court Ruling on PPACA

 Meeting Time

 Wednesday, July 11, 2012 3:00 PM-4:00 PM.

 Recipients

 AJ Mallory 

All times listed are in the following time zone: (GMT-06:00) Central Time (US & Canada)

Sent by Microsoft Exchange Server 2007
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From: Mark McCullough
To: MIldredR@health.ok.gov; annettej@health.ok.gov; kathieb@health.ok.gov; jane-silovsky@ouhsc.edu; 

kfloyd@okacaa.org; chrisf@health.ok.gov
Cc: Jonathan Buxton; Ron Peters; Steve Buck; Jason Murphey; Kris Steele; Katie Altshuler
Subject: Meeting Notes from NCSL Home Visitation Conf in July
Date: Monday, September 05, 2011 12:06:11 PM
Attachments: NCSL Home Visitation Advisory Group, 7-8-11.rtf

Dear All,
I sent these notes out to a few folks right when I got done with the conf (I believe) but I'm not sure I sent 
them to everyone else who may want to look at them. I may make some legislative proposals based on my 
findings. Have a good Labor Day (and no, I'm really not working today,  just putting the last touches on my 
new office for the open house next week, and I needed to straighten up my files…the boys are playing 
Angry Birds…I'm not as hard core as Murphy and Katie, who are probably working today).  Having said that, 
I strongly encourage all recipients to actually read these notes, especially the legislative and 
gubernatorial folks, there are PPACA  and gov mod implications. 
Mark McCullough
Rep. Dist. 30 

NOTICE: The information in this email is confidential, legally privileged, and exempt from disclosure under 
law. It is intended solely for the addressee. Access to this email by anyone else is unauthorized. If you are 
not the intended recipient, any disclosure, copying, distribution or any action taken or omitted to be taken 
in reliance on it, is prohibited and unlawful. The Oklahoma House of Reps does not warrant any e-mail 
transmission received as being virus free, and disclaims any liability for losses or damages arising from the 
use of this e-mail or its attachments. Recipients of e-mail assume the risk of possible computer virus 
exposure by opening or utilizing the e-mail and its attachments, and waive any right or recourse against 
the House by doing so.
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From: NGA HHS Committee
To: HHS Committee
Cc: Drobac, Krista; Schiff, Maria
Subject: Meeting on health insurance exchanges
Date: Wednesday, August 17, 2011 2:26:22 PM
Attachments: NGAExchanges Workshop Agenda Aug 10.docx

Reminder: The NGA Center for Best Practices is hosting a meeting on exchanges September 8-9 in
Arlington, Virginia.  Below please find the original invitation that was sent to all offices as well as a
draft agenda.  If you are interested in attending, please register as soon as possible via the link
highlighted below.  If you have any questions regarding meeting registration or the agenda, please
contact Maria Schiff at mschiff@nga.org or (202)624-5395.
 
Please also mark your calendars for an HHS Committee meeting next Wednesday, August 24 at 3:00
pm EST in the governors room to discuss the latest proposed rules on health insurance exchanges.
 Call-in information: ; passcode 
 
********
The National Governors Association Center for Best Practices is pleased to invite each
governor to send a state team to a workshop entitled: “Health Insurance Exchange
Implementation: Timelines, State Options and Federal Regulations.”  This workshop is
designed to offer state teams the opportunity to discuss issues related to the various
paths forward envisioned by the statute and recently-issued HHS proposed regulations
regarding Exchanges.
 
The workshop will cover the timelines and state obligations under the different
Exchange models.  A substantial portion of the workshop will be reserved for state-
only discussions.  Topics will include Medicaid integration, Exchange operations, risk
mitigation and financial issues.  Each topic will be introduced by a subject matter
expert, followed by small group discussions among similarly situated states.
  Additional details can be found in the attached agenda.   At the end of the meeting,
states will have the opportunity to speak to and hear from representatives from the
U.S. Department of Health and Human Services.  

This meeting will be held in Arlington, Virginia.  On-site registration begins at 8:00 AM
on Thursday, September 8, 2011.  The meeting will conclude at 3:00 PM on Friday,
September 9, 2011.  The NGA Center will reimburse up to two people from each state
for travel and lodging expenses.  The state may send up to two additional people at
state expense (there is no meeting registration fee).  HHS has indicated that Exchange
Planning Grant funding can be used toward travel for state-funded participants.

The NGA Center will reimburse you for your airfare, hotel, and some other travel
related costs.  Please note, NGA has strict travel guidelines requiring pre-approved
waivers for any exceptions.  Please review the guidelines when you register, and if you
are traveling under circumstances outside of the norm (to and from different location,
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different travel dates, etc), please contact Leslie Donaldson, ldonaldson@nga.org, for
prior approval. 
 
Click here to register or like to http://www.cvent.com/d/9cq7z3.  Please register prior
to the registration cut-off date of August 15, 2011.
 
If you have any questions, please feel free to contact me.
 
Krista Drobac
Director, Health Division
Center for Best Practices
National Governors Association, Suite 267
444 North Capitol Street, NW
Washington, DC 20001
Office: 202-624-7872
Cell: 
 
 
Heather E. Hogsett
Director
Committees on Health & Human Services and
Homeland Security & Public Safety
National Governors Association
(202)624-5360
 

The information contained in this electronic transmission, including any attachments, is for the exclusive
use of the intended recipient(s) and may contain information that is privileged, proprietary, and/or
confidential. If the reader of this transmission is not an intended recipient, or a person responsible for
delivering it to the intended recipient, you are hereby notified that any review, dissemination,
distribution, or copying of this communication is strictly prohibited. If you have received this
communication in error, please immediately notify the sender and delete this message.

---
You are currently subscribed to [hhsreps] as katie.altshuler@gov.ok.gov..
To unsubscribe, send a blank email to leave-200193-
158951.5197054f2ff0f9a4fe9eed35b4d6bd43@talk.nga.org..

Visit the NGA web site at http://www.nga.org
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From: Leroy Gatlin
To: Katie Altshuler
Subject: Meeting Request
Date: Tuesday, March 22, 2011 12:20:38 PM

Dear Ms. Altshuler,
 
Continuing with my voicemail message this morning,  I am currently meeting with government
officials to discuss my participation in the Health Insurance Exchange Stakeholder Meetings and to
express my concern that the Exchange might not take into account Christian Scientists in the state
who will be asked to purchase insurance products through this Exchange.
 
My interest in meeting with you is two-fold:  First, to introduce myself and explain my involvement
with government relations for Christian Science in Oklahoma.  And second, I’d like the Governor to
be informed of my communications with the Insurance Department and the Health Care Authority
to see that coverage for Christian Science care, similar to what is currently offered to state
employees, receives fair consideration as the steps move forward to implement an Oklahoma
Exchange.
 
Would you have about 15-20 minutes to meet with me?  An opportunity would be appreciated.
 
Sincerely,
 
Leroy
 
 
Leroy Gatlin
Christian Science Committee on Publication
P.O. Box 6773
Edmond, OK 73083
405.314.8602
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From: AJ Mallory on behalf of Denise Northrup
To: Katie Altshuler
Subject: Meeting w/Melissa Houston, Tom Bates, Patrick Wyrick to discuss post election ramifications of PPACA

When: Friday, November 09, 2012 1:30 PM-2:30 PM (UTC-06:00) Central Time (US & Canada).
Where: Small Conf. Room

Note: The GMT offset above does not reflect daylight saving time adjustments.

*~*~*~*~*~*~*~*~*~*

So we're good for 1:30?  At your place or ours? I will be having Tom Bates our new 1st Assistant and Patrick Wyrick attend with me. 

----- Original Message -----
From: AJ Mallory [AJ.Mallory@gov.ok.gov]
Sent: 11/07/2012 11:16 AM CST
To: Melissa McLawhorn Houston; Katie Altshuler < HYPERLINK "mailto:Katie.Altshuler@gov.ok.gov" Katie.Altshuler@gov.ok.gov>
Cc: Denise Northrup < HYPERLINK "mailto:Denise.Northrup@gov.ok.gov" Denise.Northrup@gov.ok.gov>
Subject: RE: Meeting Request

Would 1:00 p.m. work for all?

A.J. Mallory
Exec. Asst. to Denise Northrup, Chief of Staff Office of Gov. Mary Fallin
2300 Lincoln Blvd., Suite 212
Oklahoma City, OK  73105
405-522-8832
 HYPERLINK "mailto:aj.mallory@gov.ok.gov" aj.mallory@gov.ok.gov

-----Original Message-----
From:  HYPERLINK "mailto:Melissa.Houston@oag.ok.gov" Melissa.Houston@oag.ok.gov [mailto:Melissa.Houston@oag.ok.gov]
Sent: Wednesday, November 07, 2012 9:52 AM
To: Katie Altshuler
Cc: Denise Northrup; AJ Mallory
Subject: Re: Meeting Request

I have some meetings scheduled - but will move them. What time works for y'all? I'll likely have Patrick attend due to potential impact
on litigation. 

----- Original Message -----
From: Katie Altshuler [Katie.Altshuler@gov.ok.gov]
Sent: 11/02/2012 08:45 AM EST
To: Melissa McLawhorn Houston
Cc: Denise Northrup < HYPERLINK "mailto:Denise.Northrup@gov.ok.gov" Denise.Northrup@gov.ok.gov>; AJ Mallory < HYPERLINK
"mailto:AJ.Mallory@gov.ok.gov" AJ.Mallory@gov.ok.gov>
Subject: Meeting Request

Are you and whoever else would be appropriate available to meet on the afternoon of Friday, Nov. 9th with us to discuss post election
ramifications of PPACA? We will have an RGA call earlier in the day and a mtg with the Health Dept, so it would be a good time for all
of us to get caught up! Please let us know if you are available. Thanks,
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From: Denise Northrup
To: Katie Altshuler; Glenn Coffee
Subject: Meeting w/Melissa Houston, Tom Bates, Patrick Wyrick to discuss post election ramifications of PPACA

So we're good for 1:30?  At your place or ours? I will be having Tom Bates our new 1st Assistant and Patrick Wyrick attend with me. 

----- Original Message -----
From: AJ Mallory [AJ.Mallory@gov.ok.gov]
Sent: 11/07/2012 11:16 AM CST
To: Melissa McLawhorn Houston; Katie Altshuler < HYPERLINK "mailto:Katie.Altshuler@gov.ok.gov" Katie.Altshuler@gov.ok.gov>
Cc: Denise Northrup < HYPERLINK "mailto:Denise.Northrup@gov.ok.gov" Denise.Northrup@gov.ok.gov>
Subject: RE: Meeting Request

Would 1:00 p.m. work for all?

A.J. Mallory
Exec. Asst. to Denise Northrup, Chief of Staff Office of Gov. Mary Fallin
2300 Lincoln Blvd., Suite 212
Oklahoma City, OK  73105
405-522-8832
 HYPERLINK "mailto:aj.mallory@gov.ok.gov" aj.mallory@gov.ok.gov

-----Original Message-----
From:  HYPERLINK "mailto:Melissa.Houston@oag.ok.gov" Melissa.Houston@oag.ok.gov [mailto:Melissa.Houston@oag.ok.gov]
Sent: Wednesday, November 07, 2012 9:52 AM
To: Katie Altshuler
Cc: Denise Northrup; AJ Mallory
Subject: Re: Meeting Request

I have some meetings scheduled - but will move them. What time works for y'all? I'll likely have Patrick attend due to potential impact
on litigation. 

----- Original Message -----
From: Katie Altshuler [Katie.Altshuler@gov.ok.gov]
Sent: 11/02/2012 08:45 AM EST
To: Melissa McLawhorn Houston
Cc: Denise Northrup < HYPERLINK "mailto:Denise.Northrup@gov.ok.gov" Denise.Northrup@gov.ok.gov>; AJ Mallory < HYPERLINK
"mailto:AJ.Mallory@gov.ok.gov" AJ.Mallory@gov.ok.gov>
Subject: Meeting Request

Are you and whoever else would be appropriate available to meet on the afternoon of Friday, Nov. 9th with us to discuss post election
ramifications of PPACA? We will have an RGA call earlier in the day and a mtg with the Health Dept, so it would be a good time for all
of us to get caught up! Please let us know if you are available. Thanks,
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From: John Desser
To: Katie Altshuler
Cc: Sam Gibbs
Subject: Meeting with eHealth Government Systems President Sam Gibbs
Date: Thursday, March 03, 2011 11:26:58 AM
Attachments: eGS-Gov-Whitepaper (2).pdf
Importance: High

Katie, great to chat with you today.
 
Attached please find a white paper that discusses the health insurance exchange challenge and
describes the critical component eHealth Inc. can uniquely play, based on our 12 years of experience
running a national “private exchange” in the form of www.ehealth.com which has helped more than
2 million Americans find, shop for, compare, and enroll in private health health insurance plans
offered by more than 200 different health insurance companies featuring more than 10,000 unique
health insurance plans on our site.
 
Sam Gibbs, President of our eHealth Government Systems operation, and the lead on our recent
implementation of the U.S. Department of Health and Human Services health insurance plan finder
available at www.healthcare.gov, is in town today and available to meet with colleagues that you
would deem appropriate.
 
He can be reached at sam.gibbs@ehealth.com or  cell.
 
All the best,
 
John

________________________________________________________ 
John D. Desser | VP Public Policy & Government Affairs |  
1615 L Street, NW Suite 650, Washington DC 20036 | office 202.506.1096 | cell  | www.ehealth.com

 

eHealth is Ready to Connect America to Coverage. Find out more at: www.ready2connect.org.
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From: Alex Weintz
To: Glenn Coffee; Katie Altshuler
Subject: meeting with Gov
Date: Thursday, March 31, 2011 9:14:40 AM

Can you two meet with the gov at 1030 am today to discuss strategy on health insurance
exchanges?
 
Alex Weintz
Communications Director
Office of Governor Mary Fallin
phone: (405) 522-8819I
cell: (405) 535-7317
Alex.Weintz@gov.ok.gov
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Medicare-Medicai:d Coordination 
Office 

Section 2602 of the Affordable Care Act 

• Purpose: Improve quality, reduce costs, and improve the 
beneficiary experience. 
- Ensure dually eligible individuals have full access to the 

services to which they are entitled. 

- Improve the coordination between the federal government 
and states. 

- Develop innovative care coordination and integration 
models. 

- Eliminate ·financial misalignments that lead to poor quality 
and cost shifting. 
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Medicare-Medicaid Coordination Office 
Major Areas of Wor·k 

The Medicare-Medicaid Coordination Office is 
working on a variety of initiatives to improve quality, 
coordination and cost of care for Medicare-Medicaid 
enrollees in the following areas: 

• Program Alignment 

• Data and Analytics 

• Models and Demonstrations 
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Program Alignment Group 
Alignment Initiative 

Pursue opportunities to better align Medicare and Medicaid requirements 
to advance seamless, coordinated care for dual eligibles. 

• Alignment Initiative.~ Initiative to identify and address conflicting 
requirements between the Medicare and Medicaid programs that are 
potential barriers to seamless and cost effective care. 

- Published as Notice for Public Comment May 16th 

- All comments are available through regulations.gov 

• Regional Listening Sessions held for: New York, New Jersey, 
Puerto Rico ~ Virgin Islands, California, Arizona, Nevada, Kansas, 
Nebraska, Iowa, Missouri and other Territories. 
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• Create national and State profiles of the dual eligible 
population. 

-

• Analyze impact of eligibility pathways to better understand 
beneficiary experience. 

• Improve State access to Medicare Parts A, B and D data for 
care coordination purposes. 

• For more information: 
http://www. ems . .Q ov /C M CS B u lleti ns/downloads/Coord i nated
Ca re::l nfo-B ulletin .pdf 
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State Demonstrations to Integrate Care 
for Dual Eligibles 

Develop, test, and validate fully integrated delivery system and care 
coordination models that can be replicated in other States. 

• 15 states selected receive up to $1 million to design new models for 
serving Medicare-Medicaid enrollees. 

• Participating States: California, Colorado, Connecticut, 
Massachusetts, Michigan, Minnesota, New York, North Carolina, 
Oklahoma, Oregon, South Carolina, Tennessee, Vermont, 
Washington, and Wisconsin. 
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Financial Alignment Demonstrations to 
Support State Efforts to Integrate Care 

• Capitated Model: Three-way contract among State, CMS and 
health plan to provide comprehensive, coordinated care in a more 
cost-effective way. 

• Managed FFS Model: Agreement between State and OMS under 
which States would be eligible to benefit from savings resulting from 
initiatives to reduce costs in both Medicaid and Medicare. 

• 37 States and the District of Columbia submitted letters of intent 
to participate in these financial demonstrations. CMS will work with 
these States to further develop these approaches. 

• States must meet established standards and conditions, including 
implementation by 2012. 
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New Models Expand ond Promote Stote 
Partnerships 

Financial Alignment lniti~tive 

Financial Alignment Model Letters of Intent- State Map 

KEY: 
Submitted Letter of I ntent -

CA#S/ 
---~~SB/WZS I 

~~~ ~-~~---··--··--··-·············"''"'""'-·----·····-···--··-.. ---------·-.... -......... --.--.. -----·--·····-.... - ..... --
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Integrated Care Resource Center (ICRC) 

Support for All States 

Assist States in delivering coordinated care to high-need, high-cost 
beneficiaries. 

• The ICRC will provide technical assistance to all States to better 
serve beneficiaries, improve quality and reduce costs. 

• Examples of assistance provided by the ICRC include: 
- Developing resources to support States' efforts to coordinate primary, 

acute, behavioral health, and long-term supports and services for high
need, high-cost individuals, including Medicare-Medicaid enrollees. 

- Facilitating sharing of best practices across States. 

http ://www. integ ratedcareresourcecenter.com 
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Demonstration to Reduce Av,oidab/e 
Hospitalizations of Nursing Facility Residents 

To reduce preventable inpatient hospitalizations among residents of 
nursing facilities by funding new entities to provide additional supports 

to treat these individuals without unnecessarily going to a hospital. 

• Areas of Focus: 
- Reduce avoidable hospitalizations; 

- Support transitions between hospitals and nursing facilities; and 

- Implement best practices to prevent falls, pressure ulcers, urinary 
tract infections and other events that lead to poor health outcomes. 

• Request for Proposals expected Fall 2011. 

.. ·····-······-··- ···- ·--······-···----······- ····················-··~·~···-·-.. ~···· .................................. -·············-···-·····--·-··········--·····················-········-.. -~-.................. , .. _,, ... _ .. .....,. ................ _ ......................... . 

2582



.... 
... ··· 

,.,.····· 
.... 

... 
······· .... 

··········· 

.... 
.... .... 

··········· -

·············· 
...... ·· 

... ·· 

~ ~-

~~~~~~----

······· 

.............. ······· 
······ 

.... ··· ····· 
... ··········· 

····· 
... 

.... 
········· 

... ···· 
... ·················· 

.... 
········ 

.... ... .... 
, .. ··· 

.... . ~ . ' 

.. ·· 
, .. ····· 

, ... 

.... 
······· .... 

.... 
.. ······ 

. ... 
..... ········ 

.... ······ 

..... ··············· 
.... .... 

---- I ____ ,,._. --~ 

····· .. ··· 

2583



From: 
To: 

Sooner Tea party 

Katie Altshuler 

Subject 
Date: 

Menage a Trios, Menage a Quatre, or Menage a Onq? Ron Paul SUpporters Sweeps 3rd Congressiooal District Elections 
Monday, April 16, 2012 12:00:12 AM 

IN THIS ISSUE: 

Sponsors this 
week: 

The Carpenter 
Shop 

358 North Rockwell 
OKC,Ok 
405-942-2644 
thecarpentershop.net 

The Carpenter Shop is 
a full line cabinet and 
countertop shop that 
travels all over the 
state building dream 
kitchens for discerning 
customers 

Claude Hall's 
Gun Shows 

okcgunshow.com 
okcg s .com 

Claude Hall has 
a lw ays t a ke care of 
t h e Te a Pa rty a nd the 
Ron Pa ul a ctivist 
community at his gun 
s h ows . 

His ne xt OKC d ates 
a re: 

May 19th - 20th, 
July 14 - 15 th, 
Oct 6 -7th 
Nov 17 - 18th 
Dec 15- 16 

Forward this email to a friend 

Click Here For Previous Newsletter Archives 

Click Here to Sign Up for the Sooner Tea Partv Email list 

Forward this email to a friend 

Treason in the Senate on the ALAC Bill 

What Are You Going to do About It? 

A few weeks ago we ran a story on HB 1552; the bill that would "fix" the part of State 
Question 755 that the Federal judge objected to after the 2010 election passed the bill 
overwhelmingly with a 70% margin. 

However HB 1552 failed by a six to nine vote in the Senate Rules Committee with several 
Senators hiding in the rest room to avoid having to make a vote that the State Chamber 
wouldn't like and avoid having to make a "no" vote that their constituents would hate. 

But how in the world can an Oklahoma Senator endorse the use of foreign law here in 
Oklahoma? This is exactly what they did with their "no" votes. 

Republican Senators Patrick Anderson, Cliff Branan, Eddie Fields, and Dan Newberry all 
voted against the bill. 

Democrat Senators Jerry Ellis, Earl Garrison, AI McCaffrey, and Judy Eason-Mclntyre 
voted against the bill as well. 

Two Republican Senators were either cowardly or negligient and avoided attending the 
committee hearing, Clark Jolley, and Mike Mazzei . One Democrat Senator avoided the 
vote, John Sparks. 
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Wolfl aser.com 

Th is guy is a No ble 
Okla ho ma based 
company that has 
great prices on 
electronics of a ll 
types a nd 
inex pe nsive toner 
a nd ink fo r your 
printer. 

Comtec Securi ty 

Comtec 
provides residential 
and commercial 
security systems in 
Oklahoma. 

There is only one 
thing you really 
need t o know 
about Comtec's 
quality and pricing, 
they do not require 
a contract for thei r 
services. 

Customers are free 
to w alk away if 
their service isn 't 
top quality. 

Rodent 
Resistantchicken 
Feeders! 

$50 + Shipping 

So what are we going to do about it? Last week we started raising funds for a $12,000 
war chest specifically for the purpose of exposing these Senator's voting records to their 
constituents. We raised around 5% of the needed funds in the first week so we have a 
good start but a long way to go. And what are we going to do with the money? 

First we pick our targets. No use beating on a Senator that isn't up for election till 2014 
or is term limited. But Senator Dan Newberry is running this year and we know a good 
candidate that has filed against him, Mark Croucher. 

Take a look at his website and give the guy some money if you like what he stands for. 
Mark has been helping the fight against Representative Glen Mulready's Obama 
care/Fallin care Health Insurance Exchanges and he is the president of the Tulsa 
Christmas Parade that organized after the downtown Tulsa parade took "Christmas" out 
of the parade. 

So Newberry is going to be one of our targets for this voter education effort. 

Senator Patrick Anderson didn't draw an opponent and Branan and Fields aren't up for 
election. But how about those cowardly wabbits that hid in the restrooms during the 
committee vote? 

Senator Clark Jolley was one of those wascally wabbits and he also has drawn an 
excellent opponent, Pastor Paul Blair. Blair is a former NFL football player, rock solid 
conservative, and isn't afraid to fight a buzz saw to protect our way of life. Take a look 
at his website and throw him some money if you like what you see. 

That makes Newberry and Jolley so far ... 

It looks like Senator Mike Mazzie is another cowardly wabbit and is up for re election so 
he had better come up with a reason why he skipped that vote and there better be proof 
to back up his story. Mazzie has an opponent, Ronda Vuillemont-Smith, the leader of 
the Tulsa 9-12 Group. Take a look at her facebook page and support her if you like 
what you see. 

So that makes Newberry, Jolley, and most likely Mazzie ... 

Senator John Sparks isn't up till 2014 and you know what? They guy is a Democrat so 
maybe his constituents are okay with his vote. Our problem in Oklahoma isn't that we 
have too many Democrats at the capitol, it is that we have too many Republicans that 
are actually Democrats at the Capitol. Let's clean up the Republican Party before we 
worry about the other side. 

Newberry, Jolley, and Mazzie are going to have their voting records researched, then 
every single one of their political donors are going to get a nice letter telling them all 
about their lack of backbone and just how they are representing their donors. 

Next up will be a robo call program publicizing a website especially created for these 
three State Chamber rats. 
And closer to the election it will be time for a good sized literature drop in their districts, 
again publicizing the website and their atrocious voting record, highlighted by the refusal 
to defend American law. 

And even better? They are going to have to explain to the other 45 Senators why they 
were the clowns that brought the Sooner Tea Party down on the Senate. And that is a 
shame, President Pro Tem Brian Bingham had done the right thing on the Obama 
care/Fallin Care Health Insurance Exchange bill this spring and had averted the Sooner 
Tea Party from having to mess with the Senate. So from now on, every Senator that is 
exposed has Newberry, Jolley, and Mazzie to thank. 

Stay tuned for an opportunity to get involved in exposing these three miscreants. We 
are researching the donor records and as soon as the lists are ready we will need 
volunteers willing to stuff envelopes and hand addresses them. Yeah it is time 
consuming but that and a first class stamp almost guarantees that the recipient will open 
it and read the letter. 

But we are going to need to fill that war chest with the money needed for 
printing, postage, robo calls, website fees, and the myriad of things it takes to 
expose bad politicians. We are super tight with money, every nickel goes directly 
into expenses, not one nickel for overhead or paying people. This work should be a 
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labor of responsibility not a money making deal. 
And if whether we take a single one down or not. the other 45 will remember that these 
three paid a price for turning their backs on their constituents. 

State Office Filing Results 

Last week was the three day filing period for state offices. We are still crunching the 
numbers but one finding popped out right off the bat. The Representatives that 
supported TW Shannon in the October 26th 2011 Speaker Designate Race then the 
Sooner Tea Party left you alone even if you weren't voting conservative. The 
Representatives that supported RINO House leadership handpicked successor Jeff 
Hickman were the targets of numerous articles exposing their voting records . 

State Chamber rats 
unnopposed 
Shannon supporters 
unopposed 

34% 

52% 

That is a 50% increase in the likelihood that you drew an opponent in your primary. 
When you look at the entire list, over three times as many TW Shannon 
supporters get to go to Disneyland this summer rather than walking the hot 
streets and knocking on doors to try to keep their jobs. 

That is political pain, the only thing that politicians respect. 

And even better? State law prohibits incumbent legislators from accepting lobbyist 
money during the legislative session so the playing field is more level than in previous 
years. Usually and incumbent has special interest lobbyists tripping all over themselves 
to give money but this year they can't give till the end of May. With the primary on June 
26th they will have just a month to spend that lobbyist cash. 

And icing on the cake, remember that Senator Judy Mcintyre from last week that was 
voting so liberal? Conservative Tulsan Dave Bell has filed against her for her Senate 
seat. Dave is an ex state trooper, a hard core conservative that supports the 
Constitution 100%, and you can't back him down when he is standing up for what is 
right. As soon as Dave has a website up we will talk more about Dave and about 
Senator Mcintyre's voting record. 
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Ron Paul Supporters sweeps Third Congressional 
District Elections 

GOP State convention prer~istration 

Once again the grassroots Ron Paul supporters swept every single delegate, every single 
alternate-delegate, and the elector and alternate-elector positions at the Third 
Congressional District Convention on Saturday. That makes two Districts so far and one 
that was lost by two votes. 

The District Chair did an exceptional job running the convention. It was fair and low and 
behold, there was no three to five hour wait for the Credential Committee to clear up all 
the delegate problems. That is what happens when the GOP doesn't try to exclude new 
people, things run on time and much smoother. 

There was one case where the new Chairman in Jackson County, Linda something, was 
hell bent on excluding a young Republican. The County Chair had announced that 
everyone had an additional week to sign up for the District and State Convention 
delegate list, then decided not to allow one person to do so despite adding others. 
When challenged, the Chair refused to come to the impromptu meeting at the convention 
to fix the problem, claiming that they had made a motion saying just the opposite of 
what they said. 

Ron Paul National Staff pinned down the person that was making the decision to exclude 
the delegate based on the County Chair's word and State Vice Chair Pam Pollard agreed 
that on Monday the Jackson County Chair would produce the minutes of the Jackson 
County Convention to prove that there was a motion made to close the delegate list. 
After all, rules are rules and if they did make such a motion then the delegate didn't 
belong at the convention. 

But it was no surprise when a few minutes later State Vice Chair Pam Pollard reversed 
her decision and allowed the young Republican to attend as a delegate. Why? Because 
when the Jackson County Chair was told to produce the County Convention minutes on 
Monday we learned that there were no Jackson County Convention minutes! 

Despite the GOP rules requiring minutes to be kept, this little pack of RINO GOP officials 
figured that the fewer records the better! 
The former Chairman had written an email in support and had told stories of corruption 
including the disappearance of precinct packets that the State GOP had sent to Jackson 
County. Without the precinct packets it is hard for precincts to decide to use an open or 
closed delegation or even to know how many votes each precinct has. 

The Sooner Tea Party is no fan of State Vice Chair Pam Pollard because of her treatment 
of the 2008 Ron Paul supporters and her treatment of the Tea Party supporters since 
2009. But we should give her a pat on the back for reversing her decision once it was 
revealed that the Jackson County Chairwoman had broken GOP rules. In the end, one 
vote didn't matter as the Ron Paul activists had around a two thirds majority at the 
convention . 

This wasn't a narrow loss, this was a butt kicking. The poor District Chairwoman was in 
tears after losing every single election for a delegate slot. She had spent twenty years in 
the local GOP and no doubt she felt she deserved a slot. And she was more than fair to 
the Ron Paul activists so maybe she will be able to absorb them into her team next year 
and the Third District will benefit from her experience and the influx of new blood. 

Last January we predicted the emasculation of Speaker Kris Steele, a prediction that was 
100% accurate, and even more surprising, occurred without as much as a whimper from 
House leadership. Again we are going to make a prediction that is going to sound 
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incredible. 

We predict that come next June or before, that the Republican RINO will have become 
an endangered species. Why make such a bold prediction? Because the RINOs are 
losing control of their base, the Republican Party. RINOs are like guerilla terrorists, 
without a population that supports them, one where they can hide in and have protection 
from the RINO hunters, they can't survive. 

Alone they will be easy pickings, and if we get another shot at passing another Tulsa 
type resolution,where any Republican has the right to drag their elected officials before 
the State Republican Executive Committee to defend their voting record, then the RINOs 
will be forced to join the only party they belong to, the progressive wing of the 
Democratic Party. That is if the Democrats will take them in, after all, many Democrats 
in Oklahoma are fa irly conservative. 

Menage a Trios, Menage a Quatre, 
or Menage a Cinq? 

Katie Henke gets the Golden Shaft Award 
Courtesy of the Sullivan Clan 

Okay, everyone calm down. Regardless of what we Americans have twisted the 
meaning of the French phrase "Menage a Trios" into the literal translation from French is 
a "household of three". Quatre and Cinq are French for four and five. 

Everyone has heard that every vote counts and that saying was proven true the other 
day when a search of election equipment turned up two of the missing four ballots in the 
House District 71 special election. 

The election had been declared for the Democrat by three votes but State Chamber of 
Commerce backed Katie Henke asked for a recount. During the recount after the 
election Henke was looking like the winner by one vote but then it turned out that the 
number of paper ballots was four short of the electronic total leading to a search of the 
voting boxes where two ballots marked for the Democrat turned up jammed inside. It 
was determined that the other two missing ballots were most likely canceled out after 
two separate voters in two separate precincts made an error in marking their ballot and 
were issued new ballots. 

What happens now? It will be up to Tulsa District Judge Daman Cantrell to accept the 
two ballots but as both ballots were unsecured since Apri l 3rd that could be a problem as 
the two ballots could have been planted. The ballots could be accepted, leaving Henke 
losing by one vote. Or the Judge could invalidate the recount and leave the Democrat 
as the winner. 

Well, these things happen I suppose. Everyone did their job and did their best, right? 

Well no. The Sooner Tea Party had an inside source that tipped us off that several 
prominent Republicans decided not to vote in that election so we started investigating. 
It turns out that according to the Tulsa Election Board one person chose not to vote in 
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that election, U.S. Congressman John Sullivan and two people had recently moved out of 
the House District, former Representative Dan Sullivan and his wife Melanie. 

Where were Dan Sullivan and his wife? Reports state they were out partying on Grand 
Lake, taking advantage of that fat expense account that came with the GRDA position 
that Dan Sullivan snatched away from far more experienced candidates last year. 

What is known is that Senator Inhofe toke the time to vote but Congressman John 
Sullivan had more important things to do. 

So it looks like the former Republican House seat will fall to a Democrat for the second 
time since the mid 1960's, further eroding the State Chamber of Commerce's margins for 
next year's Speaker of the House election. And Republicans owe it all to three people, 
former Representative Dan Sullivan, the woman that he had an affair with and 
subsequently married, and U.S. Congressman John Alfred Sullivan. I guess that Sullivan 
needed some a new home fitting of his new status so he and his "lady" didn't stick 
around the old neighborhood. 

Even more ironic and even more fitting for our risque headline was Dan Sullivan's ex 
wife who had bowed out of the race a few days after she filed for the seat making 
another choice for the headline, Menage a Cinq. And since cinq is pronounced "sank" 
in French one can certainly thank the Sullivan families for potentially sinking Katie 
Henke's political career. What a shame if one more State Chamber rat goes down 
before they get a return on the State Chamber investment. 

Where Not to Enroll Your Kids 
Gulen Charter Schools 

By Ms PM 

I ask, what exactly is a Gulen Charter School? Basically it is a publically funded charter 
school that was founded and is run by individuals who secretly follow a Turkish Imam 
named Fethullah Gulen. The followers are called Gulenists. A key feature is that control 
of school policies and finances lies in the hands of Gulenists. The infiltration of the Gulen 
movement into our publically funded education system is due to lax charter school 
regulations. You can read more here. 

This article talks about a Texas parent that enrolled their child in a Gulen school unaware 
of the roots and controversy surrounding the group. 

This article talks about how this take over of the education system has been made 
possible by a perfect storm of very lax regulations and political correctness. It says that 
the Harmony Science Academies in Texas, Oklahoma and New Mexico are under the 
Cosmos Foundation. The Cosmos Foundation ran by Turkish Nationals who are known 
members of the Gulen Movement have abused many state and federal laws. It also lists 
these schools and they all mention the Sky Foundation, in partnership with the Cosmos 
Foundation and they list the affiliation with the Turkish community. 

This article connects the money trail of Gulen Charter Schools and the Gulen movement. 

2589



This article covers how the schools benefit the revenue for the Gulenist supporters. 

"Gulen charter schools provide revenue for Gulenist businesses, and "win over" students 
in various ways that benefit the Gulen Movement, either by steering them towards a 
positive view of Turkey and Gulenist Turkish culture, or by recruiting them to perform 
various services for the Gulen Movement." 

In this article I found this creepy little quote from the Head Ghoul. All of this seems a lot 
like a bad Halloween-ish dream that we can't wake up from. 

"This is clearly the world according to the Koran, the world according to Islam, the world 
according to Fetullah GUien," he told CBN News. "But what he's talking about is not the 
caliphate, is not the sharia state--he calls it the New World Islamic Order." 

So there you have it, enough research for your reading pleasure to keep you busy for a 
while, as if you didn't have enough to do. These are strange times and strange things 
are happening. An amusing part of this is we're paying for this to happen. Nothing like 
idiots in charge of overseeing how our country is being taken over by people that want 
to destroy us from the inside out. Only in America! 

What is it About Tulsa that 
Produces So Many RINOs? 

By R. H. 

Whenever a politician hides as much information as Representative Jadine Nollan has 
from her constituents, than that politician is clearly hiding something else. What she is 
hiding, is her t ies to the Oklahoma State Chamber of Commerce. Could that be the 
reason behind her not wanting to sign HB 1004? The one bill proposed that would have 
an impact on the agenda of the State Chamber and the giveaway of tax credits to 
corporations. The one bill that silences the Conservative voices of the majority of 
Oklahomans. My guess is that as President of the Sand Springs Chamber of Commerce, 
it greatly influences her decision on everything she does in the House of Representatives. 

Now her occupation also fits in nicely with Speaker Steele's Social Justice Agenda. She's 
the Executive Director of Sand Springs Community Services. In other words, a 
community organizer. Now where have we heard that term before? She also sat on the 
Sand Springs Board of Education. 

Representative Nollan received a Bachelor's of Science Degree from Oklahoma State 
University. Her biography doesn't indicate what her major was. That's something else 
she's hidden from the public. Having attended Oklahoma State myself, I know they have 
their fair share of liberal professors. 

Looking at her legislative record indicates that she is a fair to below average legislator. In 
2011 she submitted 6 bills for consideration to the House. Sof those bills died in House 
committees and 1 became law. The one that became law dealt with uninsured motorist 
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penalties. Having read the bill, it actually changed none of the penalties and only 
changed a few words in the law itself. Not much of an accomplishment, and frankly a 
waste of t ime. 

In 2012 she has submitted 7 bills for consideration to the House. Of those 4 are still in 
House committees, 2 are on the House floor and 1 is in a Senate committee. 

One of the bills to reach the House floor I find to be particularly disturbing. It shows the 
liberal, big government, cradle to grave mentality of this RINO Republican. That is HB 
2544. This is a bill to create the "ACE/ACf Task Force on Preparing Students for 
College;" This is an entirely useless exercise in how to waste tax payers' dollars. We 
don't need a task force to figure this out. What we need is a way to be able to fire 
incompetent teachers without the unions being able to block the firing for years on end . 
We need to get back to teaching the basics not all this mumble jumble political correct 
garbage that the powers that be want taught today. What we need is to take politics 
and union activism out of education. 

Don't get me wrong. The teachers have every right to unionize if they want to. They 
should never allow their union to get into the classroom, or spill over to the students. 
That is morally wrong . 
I did go to www.votesmart.org/candjdate/125201/jadjne-nollan and looked at what was 
reported. As suspected the only thing reported was through www.FollowTheMoney.org 
regarding her campaign finances. Those were interesting and deserve to be looked at. 

Representative Nollan can you explain to your constituents why you are part of the 
conspiracy to silence the voices of thousands if not millions of Oklahomans from being 
heard? Your support of HB 1004 would allow the voices of Conservative Representatives 
to be heard in Committee and on the House Floor. We understand that you support the 
Speaker and his agenda. You must remember though, Speaker Steele is term limited. 
Committee assignments may change. Your support for HB 1004 may have an effect on 
assignments. 

To sum things up, Representative Nollan's record indicates that she is a mediocre to poor 
legislator who is doing a poor job of representing her district. Her records indicate that 
she has pushed a pro-Chamber of Commerce agenda in the House which has worked to 
undermine the budget of the State of Oklahoma. She has indicated a big government 
attitude towards governance. She is a shining example of a RINO Republican. 

Mr. Obama Care 
Representative Glen Mulready 

It's hard to get any conservative legislation through the House of Representatives when 
metropolitan counties keep electing RINO Republicans to the House. Such is the case 
with Representative Glen Mulready. What else can you call a Republican who ran a 
campaign based on small government, anti-Obama-care and conservative values and 
turns around and says this. 

That recording was taken at Pioneer Pies on the South side of OKC during a Republican 
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women's meeting. AI is the person that pins Mulready down and asks if he will support 
what the people want or will Mulready do what he thinks is best for them. Here is a link 
to download the entire recording of this meeting that covers Mulready's refusal to sign 
the HR 1004 discharge petition and his support for Obama Care/Fallin care Health 
Insurance Exchanges. 

Mulready is a disgrace to the citizens of his district, the Republican Party and the State of 
Oklahoma. It also makes it easy to understand why he refuses to sign HB 1004. He's 
trying to protect his own a_ from being challenged in the next election. 

Mr. Mulready comes to us from a decidedly liberal part of the country. A Google search 
found that he graduated from Silver Lake Regional High School, Massachusetts. He also 
attended Bridgewater State College in Bridgewater, Massachusetts. The college is known 
as a very liberal institution. It makes one wonder how he ended up in Oklahoma. It must 
have been his previous job as a lobbyist for Blue Cross/Blue Shields .. 

Mr. Mulready does have several public statements we can look at to understand his 
political views a little. One is a House of Representatives Print Story dated May 8, 2011 in 
which he is proud to announce that Obama care will be studied over the interim between 
sessions. My question is why? Didn't Oklahomans overwhelmingly vote No on Obama 
care? If the citizens say no, how about the Representatives enforcing the 10th 
Amendment to the Constitution and telling the federal government we say no. 

The next has to do with reducing the amount that Taxpayers are responsible for paying 
for Politicians Insurance. Now it's nice of them to reduce this, but why are we paying 
anything for them. These are part-time employees. They all have other jobs. Let them 
pay for their own insurance. 

We went on Google to find a few more articles on Representative Mulready. Now with 
him being in the Insurance business, one can understand why he wants Obama care to 
take effect. According to the Oklahoma Truth Council he has remained silent on the 
guidelines by the Health and Human Services Commission's $1.00 premium surcharge on 
all policies to fund abortions. This is outrageous, why should pro-life individuals be 
required to pay for a medical procedure they are adamantly against? Why is Mr. 
Mulready remaining silent on the subject? Could it be greed? 

Now we did go to Mulready's votesmart page and took a look at his record. Unfortunately 
there is nothing there except his campaign finances. They are interesting for the simple 
fact that as expected highest contributors to his financing came from the Insurance 
industry. 

What is clear is that Mr. Mulready misleads his constituents to get into office. He ran as 
a conservative, small government Republican. What they got was a Democrat who knew 
that the only way to get elected was to run as a Republican. If Mr. Mulready wants to do 
anything conservative, then he must sign HB 1004. That would give a voice to the 
conservative movement in the State of Oklahoma. 

Mulready does have a conservative challenger, Darren Gantz. Darren is an independent 
insurance agent living in Mulready's district that has fought Obama Care/ Fallin care 
Health Insurance Exchanges ever since the beginning. Darren knows exactly what will 
happen when the state limits competition in the health insurance market. A veteran 
campaigner of several statewide and local political races, Daren also understands how to 
win an election and has been knocking on doors for months. Mulready's response so far 
has been to call Darren a liar, depending on the average voter's unwillingness to check 
the voting records and read the bills. Take a look at Darren's website and support him 
with money and volunteer hours if you live near Tulsa. 
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Did Anybody CAIR? 

For months now, we've been telling you about CAIR's annual banquet that was 
held on March 315t of this year. According to court documents, CAIR is an unindicted co
conspirator in the largest terrorism financing trial in the history of the U.S. CAIR is also a 
Muslim Brotherhood front organization and the goal of the Muslim Brotherhood, as 
outlined in the evidence, is this: "The Ikhwan (Muslim Brotherhood) must understand 
that their work in America is a kind of grand Jihad in eliminating and destroying the 
Western civilization from within and "sabotaging" its miserable house by their 
(our) hands ... " CAIR invited a number of your legislators to join them at their banquet 
and we've been promising to let you know which of your legislators attended. The verdict 
is in : 

To the best of our knowledge, no legislator attended the CAIR banquet. 

Actually, the fact that no legislator attended the CAIR banquet does not come as 
a surprise. After the way that we and other patriots like Pastor Paul Blair and the folks 
over at the High Noon Club have been hammering away at the truth, no legislator in his 
right mind would want to be associated with a terrorist-related organization because, if 
they were, we would blow the whistle on them. On a more positive note, however, it 
certainly seems that the truth is beginning to come out and that at least some of our 
government officials are starting to wake up and take note of the truth. Stay tuned 
here, however, because we are working on a list of legislators that are supported 
by CAIR and its associates. 

The Annual CAIR banquet actually proved to be the least interesting of the 
events that took place the last weekend of March. As we previously reported, former 
CIA Director lames Woolsey spoke at the High Noon Club on Friday, March 30th 
in an event opposite the CAIR banquet designed to draw attention to the facts about 
CAIR and his talk created more f ireworks than CAIR could have hoped to produce. The 
Oklahoman ran an article on March 31st about Director Woolsey's talk in which they 
quoted Woolsey reviewing some of the evidence from the U.S. v. Holy Land Foundation 
trial in which CAIR, along with a number of other Muslim Brotherhood front 
organizations, was listed as an unindicted co-conspirator. 

Regarding the evidence from the U.S. v. The Holy Land Foundation trial, as we 
have pointed out repeatedly in previous articles, it is important to remember that the 
documents that the prosecution offered into evidence were the Muslim Brotherhood's 
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OWN documents and that the defense attorney stipulated as to the authenticity of the 
documents. Yet, incredibly, Muneer A wad, the Executive Director of CAIR of 
Oklahoma, accused Director Woolsey of making everything up because he was, in 
essence, a "Liar for Hire." Awad, who you may recall was the Complainant in the 10th 
Circuit Court of Appeals case that resulted in the Anti-Shariah Constitutional Amendment 
being struck down, accused Woolsey of "Islamophobia" and "fearmongering" and said 
"But [Woolsey's] fearmongering isn't based on facts." A wad also said of Woolsey, 
"This man is making money off of I slamophobia, •.• He got a great speaking fee 
at the event he was here at today." 

When I read Awad's accusations of Woolsey being a Liar for Hire and receiving a 
"great speaking fee" for the High Noon Club event, I was curious. How could Awad 
possibly have known what, if anything, Woolsey was paid for speaking at the event? Did 
Awad have some sort of inside information from the organizers of the event or was he 
making up some desperate lie in a feeble attempt to shift the focus from the fact that 
CAIR is a terrorist-related organization? 

To find the truth, I contacted Bob Oani, Moderator of the High Noon Club, to ask him 
about Woolsey's "great speaking fee." Dani sdaid, "I was the one who invited Director 
Woolsey to speak at the High Noon Club and I was the one responsible for paying the 
bills for all of his speaking events that day. Director Woolsey did not receive a 
single penny for any of the events he did while he was in Oklahoma. He came 
here at great inconvenience, loss of time and loss of sleep as a volunteer to share the 
truth with us because of his great concern about CAIR's infiltration of our government 
and society." 

It seems my later suspicion was true: Awad was making up a desperate lie in a feeble 
attempt to shift the focus from the fact that CAIR is a terrorist-related organization . I 
think his Muslim Brotherhood buddies call that "Taqiyya" or lying to deceive your 
enemies. Legislators and the like who have been working with CAIR, ARE YOU 
LISTENING' 

More results of our investigation into CAIR and their links to our elected officials 
to come next week. 

Here are all the House members in two fifty member blocks of email 
addresses. Use Bee in your email address header and email fifty of 
them with one email yet they won't know who else got the email. 

Here are the State Senate email addresses in one block: 

Who is my state representative and my state Senator? Click heree to 
find out 

Here is the Senate Directory 

Here is the House Directory 

Remember to strip the unsubscribe link before forwarding this 
newsletter to prevent someone from taking you off our list! Use our 
forward this email link at the top of the newsletter to prevent being 
accidently unsubsc ribed. 

Money is always needed for printing costs, postage, sign materials, and 
robo call c osts. We are tightfisted; we will spend your hard earned 
money wisely and frugally as we do our very best to c lean up Oklahoma 
politic ians so we can begin to c lean up our country. 

You can donate by sending a check to Sooner Tea party, 358 North 
Roc kwell Ave, Oklahoma City, OK, 73127 or visit Soonerteaparty.org 
and use the Paypal donation button. 
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From: Jacobs, Chris (RPC)
To: Jacobs, Chris (RPC)
Subject: Mercer Study Highlights Obamacare"s Failure to Contain Costs
Date: Wednesday, November 23, 2011 10:00:14 AM

Last week, consultants at Mercer released their annual survey of employer sponsored coverage, and
the results were far from encouraging.  Once again health spending levels have risen unabated,
putting additional strain on struggling American businesses and families:
 

Higher Premiums:  The total cost of plans rose by 6.1% in 2011, and is expected to rise by
another 5.7% in 2012.
 
Higher Cost-Sharing:  Nearly half (47%) of all employers plan on raising deductibles or the
percentage of premiums paid by employees as a response to the continued escalation in
health care costs.
 
Higher Taxes:  Nearly half (48%) of all employers say they are significantly concerned about
the 40 percent tax on health benefits scheduled to take effect under Obamacare.
 
Dropped Coverage:  One third of firms had already lost the health insurance coverage they
had before Obamacare.  And nearly one in five (19%) firms with 10-499 employees say they
are “very likely” or “likely” to drop coverage beginning in 2014, when Obamacare’s subsidy
regime takes effect.

 
Candidate Obama repeatedly promised that he would cut premium costs by an average of $2,500
per family, and do so in his first term.  The Mercer study once again illustrates how Obamacare is
failing to live up to its promises.
 
Chris Jacobs
Health Policy Analyst
Republican Policy Committee
(202) 224-2946
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From: Twana
To: Keili McEwen
Subject: Message from Website: Constituent Issues
Date: Wednesday, October 12, 2011 7:58:39 AM

Dear Governor Fallin:

"When in the Course of human events it becomes necessary for one people to dissolve the political
bands which have connected them with another and to assume among the powers of the earth, the
separate and equal station to which the Laws of Nature and of Nature's God entitle them, a decent
respect to the opinions of mankind requires that they should declar-e the causes which impel them to
the separation."

"We hold these truths to be self-evident, that all men are cre-ated equal, that they are endowed by
their Creator with certain unalienable Rights, that among these are Life, Liberty and the pursuit of
Happiness. ' That to secure these rights, Governments are instituted among Men, deriving their just
powers from the consent of the governed,

 That whenever any Form of Government becomes destructive of these ends, it is the Right of the
People to alte-r or to abolish it, and to institute new Government, laying its foundation on such
principles and organizing its powers in such form, as to them shall seem most likely to effect their
Safety and Happiness." - from the U.S. Declaration of Independence

An undisclosed number of American Veterans and former service members have come together to
prepare and present this Call-to-Action on behalf of the U.S. Constitution, the Republic, the rul-e of Law
and equal justice for all freedom loving citizens of the United States of America. Acting together as one,
via The Veteran Defenders of America, co-sponsored by civilian patriot group The Unites States Patriots
Union, LLC  we issue the following CALL for peaceful disobedience.

1.       We CALL upon every member of federal, state and local government, legislative, judicial, law
enforcement and military, who have taken an oath to protect and defend the Constitutional Republic
from all enemies, foreign and domestic, to act upon those oaths for the stated purpose of restoring the
Constitutional Republic.

2.       We CALL upon ALL veterans and veteran organizations in America, who still believe in their oath
to protect and defend, to unite with us at once - in this Declaration to Restore the Constitutional
Republic.

3.       We CALL for ALL citizens who still desire freedom and liberty, to stand with us in peaceful
protest, and carry our demands to right the wrongs against our nation in the preservation of freedom,
liberty, justice and the rul-e of law.
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This is a NATIONWIDE Call-to-Action!

"We are Facing a Battle That Will Decide our Fate as a Nation!" - Maj. Gen. Paul Vallely (Ret.)

The time to unite and fight for the American way of life has arrived? We did not choose this fight, or
this time. The fight has come to us in our time and we will not shrink from our responsibility to protect
and defend the United States of America, our Constitutional Republic, and the American way of life. We
CALL upon ALL freedom loving Americans to JOIN US in this honorable endeavor. We do so on the
following basis?

Abuses and Usurpations

Barack Obama's once strong approval rating now stands at only 19%. The approval rating of congress
is no better. The people have lost all faith in their government?

The demise of our Constitutional Republic has been underway for nearly a hundred years. As the people
placidly accepted intolerable offenses against the republic, the states, and the Constitution for decades,
the Central power in Washington D.C. grew ever more powerful, ever more abusive, and ever more
disconnected from the very people it was formed to represent.

During the last three years, the current administration has committed the most egregious offenses
against the people, the states and the Constitution, since the founding of our country and today, they
operate as a virtual dictatorship, against the governed, beyond the scope and authority the people
granted them in the Constitution and at odds with the will of the vast majority of American citizens.

The actions of the Obama Administration in total, rise to the level of treason against the United States
and its people.

The Democratic Socialists of America are currently running Washington D.C. and they recently issued
this statement in a Call-to-Action for their millions of members !

"We are the alte-rnative to the tea party conservatives, the Republicans whose only program is to say
no, the Democrats who have forgotten what progressive politics really are and the progressives who
think that they can stand apart from the left."

This must not be permitted to stand?
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Among other offenses, abuses and usurpations, is the following list of transgressions - (detailed in
Appendix A) - alte-ring our constitutional form of government and system of justice without authority?

Â·         Violations against Article I of the U.S. Constitution - Congress

Â·         Violations against Article II of the U.S. Constitution - The office of President

Â·         Violations against Article III of the U.S. Constitution - Judicial Powers

Â·         Violations against Article IV of the U.S. Constitution - The State

Â·         Violations against Article V of the U.S. Constitution - The Amendment Process

Â·         Violations against Article VI of the U.S. Constitution - Oath to the Constitution

Â·         Violations against the 1st Amendment of the Bill of Rights

Â·         Violations against the 2nd Amendment of the Bill of Rights

Â·         Violations against the 3rd Amendment of the Bill of Rights

Â·         Violations against the 4th Amendment of the Bill of Rights

Â·         Violations against the 5th Amendment of the Bill of Rights

Â·         Violations against the 6th Amendment of the Bill of Rights

Â·         Violations against the 7th Amendment of the Bill of Rights
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Â·         Violations against the 8th Amendment of the Bill of Rights

Â·         Violations against the 9th Amendment of the Bill of Rights

Â·         Violations against the 10th Amendment of the Bill of Rights

Â·         Unlawful use of Military force, here and abroad

Â·         Violations of International Treaties and Laws

Â·         Numerous violations of the public trust

Â·         Misuse of the people's resources

Â·         The bankrupting of the nation, the states and the people

Â·         Taxation without representation

Â·         Confiscation and Redistribution of the people's earned assets

Â·         Abuse of Judicial power

At this late date, the individually itemized list of abuses and usurpations would require an encyclopedia
of unconstitutional offenses to the Republic and there is no evidence to suggest that there remains even
one legitimate honest courtroom in the country to which all evidence could be presented.

There is no Article or Amendment of the U.S. Constitution which the current leadership in Washington
D.C. has not abused and/or usurped over the last three years.

As a result, the normal courses of action for redress may not be adequate to solve the problem today,
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as all three branches of the federal government are currently acting as one, all of them beyond the
scope and power granted them by the Constitution, against the principles of freedom, liberty and self-
governance, and at odds with the vast majority of citizens.

Yet the Constitutional Representative Republic must be restored, no matter the means or the cost.

It is on this foundation that we morally and rightfully call for all good people to rise up, stand together,
move to restore the Constitutional Republic, and hold those who have and would stand against the
people, fully accountable.

WE THE PEOPLE

On behalf of the Veterans and former Service Members of America, who fought and died for freedom
and liberty here and abroad, and all good and decent American citizens from sea to shining sea, we the
people of the United States of America hereby demand the immediate restoration of our Constitutional
Republic and an end to the Democratic Socialist abuses and usurpations which have become
commonplace in the daily corruption of our governmental offices. As the true American people sit idle,
the enemy grows in number and strength.

No longer will we sit idly by and tolerate the utter destruction of our country, at the hands of anti-
American elitists in Washington D.C. who have mistaken the people's peaceful tolerance for acceptance
of their ill-advised behaviors. The time for all good and decent Americans to stand together, in defense
of the Constitution, the Republic, freedom and liberty, has arrived. The rul-e of Constitutional Law must
prevail. We call upon all who have taken an oath to protect and defend, to take appropriate measures
now.

We the people hereby demand

1.       The immediate and unconditional orderly resignation of Barack Hussein Obama, II

2.       The immediate and unconditional orderly resignation of Joseph R. Biden

In addition to the known fact that the Obama/Biden ticket was advanced by way of fraudulent
representations concerning the constitutional eligibility of Barack Hussein Obama II, under Article II
requirements for the office of President, the Obama/Biden has committed countless crimes against the
U.S. Constitution, our Republican form of government and the American people while in control of the
Executive Branch.
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They are not able to do this alone, but with the help and cover of many anti-American players, who
have also acted at odds with their oaths to protect and defend the Constitution, our Republic and the
people of the United States. As a result, these players must be removed from office and held
accountable for their actions as well.

This group includes, but is not limited to the following individuals -

3.       The immediate and unconditional orderly resignation of the entire Obama Cabinet, including but
not limited to,

Â·         the White House staff and unelected Czar's

Â·         Secretary of State Hillary Rodham Clinton

Â·         Treasury Secretary Timothy F. Geithner

Â·         Defense Secretary Leon E. Panetta

Â·         Attorney General Eric H. Holder, Jr.

Â·         Interior Secretary Kenneth L. Salazar

Â·         Acting Commerce Secretary Dr. Rebecca M. Blank
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Â·         Labor Secretary Hilda L. Solis

Â·         Health and Human Services Secretary Kathleen Sebelius

Â·         Energy Secretary Steven Chu

Â·         Education Secretary Arne Duncan

Â·         Homeland Security Secretary Janet A. Napolitano

Â·         EPA Administrator Lisa P. Jackson

Â·         Office of Management & Budget Director Jacob J. Lew

Â·         UN Ambassador Susan Rice, the entire Council of Economic Advisers

Â·         Supreme Court Justice Elena Kagan

Â·         Supreme Court Justice Sonia Sotomayor

Â·         House Speaker John Boehner

Â·         House Minority Leader Nancy Pelosi

Â·         Senate Leader Harry Reid

Â·         Senate Minority Leader Mitch McConnell - all of whom have committed treasonous acts against
the people, the states and the U.S. Constitution.
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Further, to reinstate the rul-e of law and the Law of this Land, the U.S. Constitution and our
constitutional republic -

1.       In compliance with Article II - Section I of the U.S. Constitution for the Removal of the President
from Office, or of his Death, Resignation, or Inability to discharge the Powers and Duties of the said
Office, the Same shall devolve on the Vice President,  -  the Congress may by Law provide for the Case
of Removal, Death, Resignation or Inability, both of the President and Vice President, declaring what
Officer shall then act as President, and such Officer shall act accordingly, until the Disability be removed,
or a President shall be elected.

2.       That every verifiable member of The Communist Party USA, The Socialist Party USA and The
Democratic Socialists of America be immediately publicly identified and removed from office for overtly
acting against freedom, liberty and the Constitutional Republic.

3.       That in the event that these individuals refuse to immediately resign in an orderly fashion
designed to serve the best interests of the United States, we demand that the 66 members of the
people's House who voted against the recent raising of the nation's debt ceiling, to immediately begin
impeachment proceedings against every member of the Obama administration.

4.       That the seven remaining members of the U.S. Supreme Court place an immediate stay on all
Executive and Legislative actions taken under the term of the unconstitutional administration beginning
January 20, 2009.

5.       That remaining members of the House and Senate immediately act to name new majority and
minority leaders of congress, and work with the U.S. Supreme Court in the assigning of new temporary
Executive Branch members, acting on behalf of the people and the will of the American majority until
such time that the citizens of the United States can elect their new representatives in 2012.

6.       The immediate and unconditional dissolution of all special interest congressional caucuses,
including but not limited to The Progressive Caucus, The Black Caucus. In addition, the immediate
closure of any and all congressional committees which have been given unconstitutional powers,
including the Debt Committee of twelve just formed. Individuals are elected by the people to represent
ALL of the people, not special interest groups.

7.       That each state government immediately act to enforce its 10th Amendment right to protect and
defend the people of their state against a tyrannical central power in Washington D.C., by recalling all
State Guard troops home to protect the sovereignty and security of their respective citizens, as well as
state resources and governments.
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8.       That each state government act immediately to cut itself off from federal funding, and take the
necessary actions to balance their own state and local budgets immediately.

These are our initial demands and nothing less than complete compliance with each of these demands
is acceptable to the people of the United States. These demands have been published for public support
and delivered to all members of Congress.

Further, it is our position that the normal constitutional line of succession to the presidency does not
apply in this circumstance, due to the widespread complicity by members of congress, regarding both
the original fraud that placed this administration in power and the ongoing effort to cover up the
greatest fraud ever perpetrated on the American citizens.

The abuse and usurpation of the U.S. Constitution will not be allowed to stand. It is on this basis that
We the People make these demands, in full compliance with the law of this land, the Constitution of the
United States of America.

It is our sincere desire to affect these immediate and unconditional changes to the people's government
through peaceful processes, causing a minimum degree of disruption to the vital ongoing business of
the people and their representative government.

The individuals named in our demand for immediate and unconditional resignations have acted directly
and overtly against the people, the states and the Constitution and they must be held fully accountable
for their actions.

Call for the People to ACT Now

We are openly calling for the American people to draw a final line in the sand and take a moral and
righteous stand for the Constitutional Republic, the rul-e of law and the future of freedom and liberty.

The time to be tolerant and silent has passed and the time for serious action has arrived. Only the
people can restore the Constitution as the Supreme Law of this Land. We must do it peacefully if at all
possible and our Founders provided all the tools necessary for peaceful corrections of a ship set off
course by internal enemies.

We are calling for the following specific actions, by every active and former service member and every
patriotic citizen, no matter their political stripe...

Â·         We call upon all members of the U.S. Military, the U.S. Supreme Court, Federal, State, County,
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Local Law Enforcement, and all Intelligence agencies, to direct all assets of the people of the United
States towards the restoration of the Constitutional Republic and stand with the American citizens in
compliance with their oath to protect and defend the U.S. Constitution and the people of the United
States.

Â·         We call upon ALL American citizens to provide necessary pressure on all law enforcement,
judicial, intelligence and military agencies, until those who have sworn to protect and defend the
Constitution begin to act upon those oaths.

Â·         The current administration has done all it can to whip racial tensions and class warfare into full-
blown riots and civil war, including scheduling a "U.S. Day of Rage" for communists, labor union
socialists, illegal immigrants, Muslims and blacks across the country. Their "Day of Rage" was scheduled
for Constitution Day, September 17, 2011, and although it was a total flop, they will continue to rage
against America. It is an open assault on free-market capitalism, waged by modern day Marxists who
must be stripped of their entitlement mentality. The LEFT is also planning a "Cairo style occupation of
Washington in October, on the ground on Wall Street now and headed towards Washington D.C." These
events are being run by the Obama White House, via a number of left-wing front organizations.

Â·         We The Veteran Defenders of America and The United States Patriots Union call for a "unified
march" from ALL fifty (50) states to Washington D.C. on Friday November 11, 2011, Veterans Day - led
by American veterans and former service members with a clear purpose - to demand the immediate
restoration of the U.S. Constitution, the removal and prosecution all of the individuals named herein, by
voluntary resignation or articles of impeachment, and the end to Sharia Law on American soil. The
Veterans March on D.C. Day - In defense of freedom, liberty and justice.

Â·         We call for all Americans who truly do support our troops to march on D.C. with our veterans.
We call upon ALL independent truckers, independent contractors, all non-union workers, all independent
business owners, agents and investors, all who support free-market capitalism and the right to work,
earn and own, to march together with our veterans and former service members on November 11, 2011
- Veterans Day!

Â·         To be prepared to act as citizens to protect and preserve the Constitutional Republic, in the
event that our public servants, who have sworn an oath to the Constitutional Republic, refuse for any
reason, to act upon those oaths.

Â·         To act peacefully, but prepared for a violent reaction from our nation's enemies. To avoid if
possible, the RACE WAR being incited by the Obama Administration and the Black and Progressive
Caucus's.

Â·         Locally, to confront all anti-American infringements upon our Natural Rights with boots on the
ground whenever and wherever local, state or federal officials act beyond their scope of authority, or at
odds with the Constitutional Rights of the people.

Â·         To begin to openly identify and address government corruption at the local, county and state
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levels, too often found in both governmental and law enforcement offices, also sworn to protect and
serve the people of the United States.

Â·         To be ready and willing to end the taxation without real representation by refusing to fund the
anti-American regime currently in control of Washington D.C., until such time as the taxpayers of this
nation are once again properly represented.

Â·         To make the necessary provisions to secure and protect your families and neighborhoods in the
event of economic instability and social chaos, similar to events already witnessed abroad, by stocking
up on cash, food and water supplies, as well as personal protection items.

Â·         In the event that the current administration or its thug supporters attempt to use government
or civilian force and violence to silence the people, as in the cases of Syria, Libya, Yemen, China's
Tiananmen Square, the Bonus Army of 1932 in the United States, or the UK presently wrestling with
black and Muslim violence, the people must be prepared to defend themselves against such tyrannical
tactics. We cannot expect that the federal government will act in the best interest of American veterans
or citizens.

This CALL FOR ACTION is being issued as a joint initiative, by the leaders and members of The Veteran
Defenders of America, The United States Patriots Union. All citizens who want to see the Constitutional
Republic restored immediately are encouraged to immediately join one of these unified organizations
and become directly engaged in our joint missions to restore America to that shining city on a hill, and
beacon of freedom and liberty around the world. We the People are the solution!

Volunteer leaders across the country must join one of these organizations to take part in leading in
their local areas. All supporters who do not wish to join these organizations but who do support the
initiative can keep up with information concerning the action here.

Foundation for Our United Action

Our Declaration of 1776 establishes the principles upon which The United States of America was
founded. On September 17, 1787, our nation's Founders ratified The United States Constitution, forming
a Constitutional Representative Republic as our system of self-governance. From that day forward, the
American people are guaranteed a Constitutional Representative Republic of, by and for the people,
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which was to at all times, operate within the confines of the limited authority provided the government
by the people and their respective states.

For decades, our federal government has been operating beyond its constitutional authority, infringing
upon the Natural Rights of every American citizen and every American enterprise, until our government
has indeed become destructive of the common cause of freedom and liberty.

In its usurpations of the Constitution, it has committed atrocities against the people for which it was
designed to protect and serve, until the people are forced to rise up in the name of freedom and liberty,
casting off the shackles of soft tyranny and it is the Right of the People to alte-r or to abolish it, and to
institute new Government, laying its foundation on such principles and organizing its powers in such
form, as to them shall seem most likely to effect their Safety and Happiness.

When a long train of abuses and usurpations, pursuing invariably the same Object evinces a design to
reduce them under absolute Despotism, it is their right, it is their duty, to throw off such Government,
and to provide new Guards for their future security.

Our United Mission

We are finished with changing America to suit every anti-American whim? This time, the change is
coming to Washington D.C.

It is not our intent to separate from any foreign King, nor to abolish or alte-r our Constitutional
Representative Republic, but rather to restore it, as the Supreme law of this land, under which both the
government and the governed must live.

Our united mission is to end the march of democratic socialism, which has become the most dangerous
modern threat to American peace, prosperity, freedom and liberty and reinstate the republican form of
self-governance guaranteed every citizen in the U.S. Constitution.

To accomplish this objective, the people responsible for the usurpation of the Constitution must be
immediately removed from office and held fully accountable for their actions, setting an example for
future generations, who must also be forever vigilant in the common defense of freedom and liberty.

The long train of abuses and usurpations must be brought to a swift end and the Constitutional
Republic must prevail, or the United States of America will soon cease to exist.

Our mission is just - it is moral - it is legal and constitutional and it is necessary?

This is not a call to overthrow our entire institutions of government, or subvert the Law of the Land, but
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rather to restore those institutions to their honorable constitutional forms. As such, and under their
oaths to the Constitution and the people whom they are sworn to protect and defend against all
enemies, foreign and domestic, it is incumbent upon every citizen, veteran, soldier, officer and agent to
use the tools of the people to protect the people and return our government to a Constitutional
Republic of, by and for the people.

Let Freedom Ring! May the Creator, who endowed each of us with certain unalienable rights, among
them the right to Life, Liberty and the individual Pursuit of Happiness free from government tyranny,
bless this mission of, by and for the people of the United States, and may the Lord let freedom ring in
America, once again.

We demand an end to government corruption, an end to despotic leadership in D.C., an end to the
current assault on all decent and honest American taxpayers, businesses and honorable public servants
of the people.

We demand the peaceful return of the people's government, and we will remain resolute in the defense
of the Constitution and the United States of America until the people can once again, feel secure in
their nation and government.

IN GOD WE TRUST!

JOIN the MISSION HERE - www.veterandefenders.org/ or HERE - www.patriotsunion.org/

Non-member supporters can follow the mission here - www.facebook.com/groups/262343767138128/

Sign your name in support of the mission here!

Requests for information or intervie-ws should be sent here!

APPENDIX "A"

2609



As a preface to APPENDIX "A", the following items only scratch the surface. The blatant abrogation of
the United States Constitution, trampling the boundaries of law-based authority, deceit, bribery, aiding
and abetting our sworn enemies, illegal manipulation of our election process and subverting election
laws, and hundreds of other affronts and assaults to our liberties and freedoms, all fall under the
category of "high crimes and misdemeanors."

1. Obama is a National Security threat since he definitely has questionable allegiance to the United
States, not to mention his refusal to complete and release full, frank and truthful answers as to who he
is. Obama has demonstrated a blatant disregard for the public safety and security.

2. Obama and his handlers released an obvious forged birth certificate after release at least two
fraudulent COLBs (Certifications of Live Birth). Obama is also using numerous stolen Social Security
numbers.

3. Obama and his incompetent advisors have wreaked economic tyranny on the American people, all
the while calling for the rest of us to endure economic sacrifice.

4. Obama has destroyed accepted administrative process by creating 32 Czars who only report to him,
bypassing the Congress and Cabinet. *

5. In one year, Obama and his minions doubled our national debt, which took 200 years to accumulate.
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6. Obama and his Justice Department sided with a foreign government (Mexico) when they sued the
State of Arizona in order to force the continuation of illegal immigration. *

7. Obama and his henchmen proposed a 1% tax on all bank transactions (HR4646) to be implemented
after the November 2012 elections.

8. Obama signed HB1388 to use $20 million in taxpayer money to immigrate Hamas refugees to USA,
and other migration assistance to Palestinian refugees.

9. Obama passed "Dream Act" by Executive Order which aide's illegal aliens through

"prosecutorial discretion" all to garner votes for his election. The Heritage Foundation has provided
extensive proof that illegal aliens and immigrants with green cards are committing rampant voter fraud.
*

10. Obama's socialist, radical, dictatorial Moratorium on drilling in the Gulf of Mexico, for thirty years a
major source of energy for America, and which a Federal Court rul-ed was unconstitutional, continues to
prevent drilling, all under the pretense to protect the environment and the fraudulent notion of global
warming. He is indifferent to the loss of 10,000 jobs and 87,000 workers destroyed. Perfect excuse to
push "Cap and Trade" with environmental regulations, and to push for governmental control of energy
industries, i.e. General Motors, banking and healthcare.

11. Obama and his Czars want to tax church contributions and replace charities with government
welfare. *
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12. This administrations massive expansion of the federal government (350,000 employees) through
agencies and Czars, whose goal is to "fundamentally transform America."

13. Obama's own Federal Elections Commission documented that he got at least $33.8 million from
disallowed foreign contributions, including 520 contributions from interests in Iran, and $30,000 from
Hamas-controlled Gaza area. *

14. Obama said, "We must reward our friends and punish our enemies." 70 individuals who raised
$50,000 or more for him "have been rewarded with ambassadorships or high Ranking jobs.

15. Obama and the cabal's National Security Strategy released in May, allows for the targeted
assassination of US citizens including "homegrown terrorists" without due process. *

16. Obama dhimmitude given Ramadan and Iftar dinners in the White House, while he cancels the
National Day of Prayer without one word of objection from the Congress.

17. Obama and his Muslim buddies agree and defend a 15 story mosque, bankrolled by terrorist
sympathizers and anti-American Muslim groups, to be erected feet from the hallowed ground of the
World Trade Center.

18. Obama and his Justice Department's refusal to support, defend and enforce US law, i.e. Defense of
Marriage Act, stating it was unconstitutional, thereby circumventing established law and the rulings of
the courts. *
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19. Obama and his warmongers attack Libya without any authority from Congress. *

20. ObamaCare rul-ed unconstitutional and ordered stopped by the Federal Court?it was implemented
regardless of the Federal Court. *

21. Congress said Cap and Trade was unconstitutional and refused to pass the same.  Obama ordered
the EPA to enact the provisions regardless of the Congressional ruling. *

22. Obama's use of taxpayer money to pay for Democrat propaganda including $15 million for The
American Reinvestment and Recovery Act road signs and $18 million for the continually misleading
recovery.gov website. *

23. $770 million of taxpayer funds given to Egypt and Cyprus for the restoration of mosques through
USAID. *

24. Obama has disgraced the United States by bowing to foreign potentates, while at the same time
snubbed our longtime allies, Great Britain and Israel. Obama and his friends have deliberately fostered
hate against the Jews and Israel by promoting a Palestinian State.

2613



25. Obama's Department of Justice refusing to prosecute Black Panthers in Philadelphia caught on tape
brandishing weapons in front of a voting site to intimidate voters. Further the stated intentions of
political appointees of Obama who said they would ignore voter crimes committed by blacks, Latinos
and other minorities. *

26. Obama and his Cabinet intentionally refusing to secure our nation's borders is in direct violation of
Article IV, Section 4 of the Constitution. This is an effort to blackmail Republican support for
comprehensive immigration reform. They are in essence holding the Border States and residents as
political hostages during a time when they live in fear and danger. *

27. Obama and his handlers continually ignore Congress's constitutional obligation to vet presidential
appointees, as none of his 32 Czars was vetted by Congress, and his appointment of the head of the
Centers for Medicare and Medicaid Services was appointed during Congress recess. *

28. Department of Homeland Security now investigating to determine the political association for those
making Freedom of Information Act Requests. If you are a Republican you request will be delayed and
even ignored altogether.

29. Obama's Justice Department refusing to sue sanctuary cities for violating US immigration law. *

30. Obama's executive order which allows Interpol to operate in the US with no restraints, and without
any oversight from Congress, courts, FBI or local law enforcement. *
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31. Obama's administration and Justice Department discourage whistleblowers and prosecute them.

32. Secretary Of State Hillary Clinton's ongoing effort to cre-ate international small arms accords that
will subvert the Second Amendment rights of US citizens.

33. Obama and his State Department has failed to treat as an Act of War the takeover of sovereign
land  belonging to Arizona by the Mexican drug cartel.

34.  The State Department used $23 million in taxpayer money to transform Kenya into a
constitutionally communist country where freedom of speech is limited and property rights are based on
social justice. Don't forget the Kenyan constitution allows for Sharia Law in some regions, which means
women will not have basic human rights. *

35. As part of the auto industry bailout and forced closings, shut down an unbelievable disproportionate
number of dealerships in rural areas that did not vote for Obama.

36. Obama's refusal to have a press conference and answer the difficult questions as is expected by
every US President. And as is usual with his total lack of respect for anyone but himself?he is always
late for everything.

37. Obama and his minions have downgraded the value of human life with their opposition to his
signing "Born Alive Infants Protection Act", however they lifted the ban on overseas abortion funding
using US taxpayer's money.
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38. Obama's State Department foreign policy continually will do anything to insult our allies, embarrass
the United States, all the while elevating and promoting third world Muslim countries. *

39. Obama and his environmentalist henchmen are prohibiting US industries from taking advantage of
our own natural resources including coal, oil, uranium and timber. *

40. Despite all the political rhetoric about the historical downgrade of our nation's credit rating, the
devaluation was a mere shadow of the colossal degradation Obama and his socialist cadres have
inflicted on our Country since January 20, 2009. More significant than our nation's credit, our nation's
credibility as a constitutional republic has suffered relentless and ruthless damage and offense. *

41. Obama deployed 1200 National Guard troops to Border States, where they will, under no
circumstances, be used to stop the flow of illegal aliens and drug traffickers.

42. Despite a court's ruling and Congress's opposition, Obama's FCC continues to try to gain control
over the Internet, by reclassifying internet companies as telecommunications providers, thereby making
them subject to FCC regulation. *

43. A slick move no one noticed moving the Census Bureau out of the Commerce Department directly
into the White House and under the control and management of Rahm Emmanuel, Chief of Staff.

44. Obama attempts to run this Country with Executive Orders.
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45. Under the cover of secrecy and without any input from Congress, state or local officials and current
land owners, the Department of the Interior plans to take control of millions of public and private lands
in Western states by designating them national monuments.   

46. Obama through Eric Holder has handcuffed and taken over the CIA, which has been the most
critical, independent information gathering resource safe-guarding our national security. Obama has
revealed, ridiculed and condemned CIA interrogation methods which were previously approved by
Congress and cleared through the Justice Department. He has demonstrated to our enemies (terrorists)
that they need not fear us. *

47. Obama's known history is replete with symbiotic associations and participation with admitted anti-
American radicals, many of which/who advocate the destruction of American imperialism and capitalism,
even though violent means. Consider William Ayers, Khalid Al Mansour, Rhashid Khalidi, Jeremiah
Wright, Sol Alinsky, James Cone, Mike Klonsky, as well as organizations such as the Weather
Underground, STORM, Chicago Annenberg Challenge, Woods Foundation, ACORN, which have all
received major tax payer funded support. Obama has never denied or even argued about his nefarious
involvement with these people and organizations.

48. At the expense of the American taxpayer to the tune of  $6 Billion,  Obama and his handlers have
established their own Civilian Paramilitary Security Force made up with the likes of SEIU, STORM,
ACORN, RUCKUS, The Apollo Project (Soros), AmeriCorps, Color of Change, Drummond Pike/Project and
others who choose to remain anonymous. *

49. Loss of free speech to the tune of half a billion dollars of taxpayer money, given to Obama
appointee Mark Lloyd "FCC Diversity Officer", and avowed pro-Chavez radical, ordered by Obama to rein
in free speech on the airwaves by reorganizing the FCC and placing a tax equal to annual operating
costs on local radio stations, which they either pay or lose their license to a new minority owner. *
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50. Historic and unprecedented move by Obama's cabal to indoctrinate our children in socialist,
humanist garbage, sent a video to all schools, and naturally this scheme was promoted by the NEA, with
the children taking a pledge, "to be a servant to our president and to all mankind", and then they chant
over and over "together we can." He is asking our children to choose him and his agenda, over
anything you might teach at home. *

51. Obama's appointment of Safe Schools Czar, Kevin Jennings, founder of Gay, Lesbian & Straight
Education Network, has determined required reading material for our schools which promotes
pornography, not to mention homosexuality. This information is so massive, if you type into Google,
Obama's "Safe Schools Czar" Is Promoting Child Porn in the classroom-Kevin Jennings and the GLSEN
Reading List, click on the first site, you can read it for yourself?be prepared to vomit. *

52. Obama protected union interests over those of GM and Chrysler bond holders during bankruptcy
proceedings, forcing investors to accept millions in losses, funds which they were legally entitled to. *

53. In a time when Americans are asked to sacrifice, I guess this does not apply to Michelle Obama,
since she has 22 personal assistants, which does not include a markup artist and hair stylist, at the cost
to the American taxpayer of $6,364,000 for 4 years. These assistants' sole duties are to facilitate her
social life. She must be a lot more incompetent than first thought, since as First Ladies Hillary Clinton
only had 3 assistants, Jacqueline Kennedy had 1 assistant, and Laura Bush had 1 assistant.

54. On June 9, 2011, Obama signed Executive Order 13575 establishing the "White House Rural
Council" which establishes unchecked federal control into rural America in education, food supply, land
use, water use, recreation, property, energy, and the lives of 16% of the US population. No
Congressional or local government oversight or input. *
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55. Obama's handler's establishment of the "Super Committee" is the final nail in our republic's coffin,
and the establishment of a Marxist dictatorship. Congress has always had committees which meet and
return to the main body with ideas and suggestions, which is then amended, debated, rewritten, and
finally voted on. Not this Super Committee, their determinations are presented to the Congress who are
not allowed to discuss debate, modify, rewrite. The Congress is limited to a straight up or down vote.
Why is the Congress accepting this infringement on their constitutional duties? *

56. Obama forced British Petroleum to set up $20 billion slush fund supposedly to compensate Gulf
coast residents and businesses, and sets up an Obama appointee to administer funds with no judicial or
congressional oversight. *

57. Obama's cabal cancelled 77 oil field development contracts already certified as proper by the Bush
administration. This deliberate affront by Obama's Interior Secretary prevents the extraction of 3 trillion
gallons of oil in Colorado, Utah, Wyoming and North Dakota, which is more than enough to end our
dependence on foreign oil. *

58. Obama signed the Russian-American START treaty which hampers US missile defense development
and makes it difficult for us to modernize our rapidly aging nuclear weapons arsenal. It represents
unilateral disarmament by the US in return for nothing more than Russian good will. What a joke.

59. Perhaps one of Obama's most pathetic stunts was his chair of the UN Security Council, never done
by a US sitting President. He was in the right place sitting as chair over an organization rul-ed by
tyrants, and showing his true dual loyalties.

60. We need to look at Obama's character, or in this case, his lack thereof. Obama is a total incognito
with zero accomplishments. No experience, no education, no business sense or experience (only 8% of
his entire administration has ever held a real job or run a business, other than being on the government
dole), no military experience, a dangerous and treacherous narcissist, arrogant, incompetent, no class,
serial liar, no humility, juvenile, no dignity, no genuine empathy, his personal narcissism and arrogance
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veiled by his hollow spoken empathy, quite ignorant, racist, Muslim, bereft of conscience, unable to
determine between his fantasy and reality, incapable of genuine caring or concern, artificial, blames
everyone else for his failure, and most of all Obama is a puppet, owned by his handlers, who
maneuvered and manufactured his pathetic life.

61. Misuse of federal power and money in illegal international gun and drug running, the mis-
distribution of taxpayer funds and manipulation of foreign governments, racketeering and smuggling,
such as Project Gun Runner, resulting in the murder of U.S. agents.

NOTE:  The items herein marked with an (*) at the end of the numbered statement, reflect a deliberate
and malicious violation of the duties of the President as cited in Article II, Section 3. Of the United
States Constitution, i.e. "?he shall take care that the laws be faithfully executed?
".                                                                 

##

Here is a link to another copy of this White Paper that has linked to all evidences of what is posted
within this WP.

patriotsforamerica.ning.com/forum/topics/just-this-minute-launched-a-declaration-to-restore-the-
constituti?xg_source=activity

Mrs. Fallin,  I know you and all U.S.Senators, Congressmen/women and all gov. elected officials know
this to be true!  We are tired of being shushed by those swimming in the swamp in DC and state
governments. I expect to hear from you in a timely fashion and I expect to hear you tell me what you
are going to do to start to correct all of this corruption - or I will consider you as part of the problem!

Twana Blevins

.

Crescent, OK 73028-3049
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From: Patricia Perdue
To: Keili McEwen
Subject: Message from Website: Help with State Agencies
Date: Friday, March 11, 2011 10:05:39 AM

I am shocked that Gov. Fallin will take one dime of Obamacare money and would encourage the
Governor not to give validity to the most heinous bill ever passed in America by accepting blood money
for any reason.  Ruled unconstitutional, none of the States should validate this bill by implementing a
single word of it, much less accepting any of the money.  Oklahoma is above this!

Please rethink this and do not take the money!
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From: Lyle R Kelsey
To: Keili McEwen
Subject: Message from Website: Help with State Agencies
Date: Friday, February 25, 2011 4:32:33 PM

Governor Fallin:

If I can help you with any healthcare issue, please let me know. I read your press release today...

OKLAHOMA CITY &#8211;Governor Mary Fallin joined other state leaders today in announcing that the
state of Oklahoma will accept a $54 million grant to help design and implement the information
technology infrastructure to operate an Oklahoma health insurance exchange. Fallin listed the creation
of such an exchange as one of her top priorities in her State of the State address earlier this month.
She and others announced their support for the grant after working with state agencies to ensure that
no unworkable federal mandates were included.

...and wanted to let you know that my staff and I will help anyway we can to meet your goals.

Lyle Kelsey

Oklahoma Medical Board
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From: DAVE DOTTERRER
To: Keili McEwen
Subject: Message from Website: Help with State Agencies
Date: Tuesday, April 19, 2011 11:54:46 AM

I am a legislative assistant on budget matters to one of the co-chairs of the Oregon Legislature's Ways
and Means Committee.  Oregon was also awarded a grant to design an health insurance exchange and
are wrestling with the decision of accepting the grant.  I would like to speak with someone about your
decision (as I read about in this morning's Wall Street Journal) not to accept the grant.  My cell is 

Dave Dotterrer
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From: Jacobs, Chris (JEC)
To: Jacobs, Chris (JEC)
Subject: Messaging a Law The American People Don"t Want
Date: Wednesday, May 09, 2012 1:14:02 PM

Speaking on the floor a little bit ago, Senator Kerry claimed that “very effective negative branding”
has contributed to the American people’s dislike of Obamacare:
 

We’ve got to stand up and make it clear to people why this [law] is good.  A lot of Americans
have not heard enough about how this legislation works for them, works for the country,
will improve our system….I think the Administration has a much better story to tell about it
than has been told.  And I’m glad the President has said he looks forward to going out and
talking to the country about it, because I believe that as the country learns more about it, in
fact, they will say, wow, that makes sense, that seems like a pretty sensible thing to do.

 
The remarks echo similar comments made yesterday by Rep. Chris Van Hollen, who said that the
problem with the 2700-page bill was not the legislation itself, but the messaging of same: “All of us
who are supporters of the legislation should have done a better job of explaining its benefits, and
we need to continue to make very clear what the benefits of [Obamacare] are.”
 
This tack of trying to explain away Obamacare’s unpopularity is perhaps unsurprising.  Implicit in the
idea that Democrats need to do a better job explaining the legislation is that the American people
need to do a better job of understanding said explanations.  And because said legislation is based
upon a paternalistic premise – namely, that all individuals must be forced by their government to
buy a product created and defined by a little intellectual elite in a far distant capital – it’s
unsurprising that such paternalism would also creep into Democrats’ rationalizations for why the law
is unpopular:  Because, they claim, the American people don’t understand it well enough.
 
That said, it’s interesting how strongly – and consistently – Members of Congress who are retiring,
or who have been retired, disagree with the premise that Obamacare’s unpopularity is strictly a
messaging problem.  Here are some quotes from an article in The Hill from last month:
 

Rep. Brad Miller (D-NC): “I think we would all have been better off — President Obama
politically, Democrats in Congress politically, and the nation would have been better off — if
we had dealt first with the financial system and the other related economic issues and then
come back to healthcare.”

Rep. Dennis Cardoza (D-CA): Obamacare should have been done “in digestible pieces that
the American public could understand and that we could implement.” 

Rep. Barney Frank (D-MA): “I think we paid a terrible price for healthcare....I would not
have pushed it as hard. As a matter of fact, after [Sen.] Scott Brown [R-Mass.] won [in
January 2010], I suggested going back. I would have started with financial reform, but
certainly not healthcare.”

Sen. Jim Webb (D-VA): “I’ll be real frank here...I think that the manner in which the health-
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care reform issue was put in front of the Congress, the way that the issue was dealt with by
the White House, cost Obama a lot of credibility as a leader.”

Rep. Norm Dicks (D-WA): “It [Obamacare] did hurt us, there’s no doubt about it. The
climate out there was really ugly because of it.”

Former Rep. Artur Davis (D-AL): “I think [Obamacare] is the single least popular piece of
major domestic legislation in the last 70 years. It was not popular when it passed; it’s less
popular now....I think the worst thing that could happen to Barack Obama’s reelection
campaign would be if he had to spend four months this fall explaining what ObamaCare 2
would look like.”

 
The piece de resistance however, might be a quote from now-former Senator Russ Feingold: “I
knew the minute I voted for [Obamacare] that that was it.”
 
Democrats can claim all they want that the problem with Obamacare is the messaging, but the
message Senator Feingold said he received from the American people is – or should be anyway –
too big to ignore.
 
Chris Jacobs
Senior Policy Analyst
Joint Economic Committee
Senate Republican Staff
(202) 224-5171
 

2625



- ........ ... ............. 
~ ~lt.ltMOcMt"(\ltllr__.O.f 
~ .....,... _ 11 l0ll4<.0:o1N4 

Jll 

• 

i!ll 

• 

Ill 

Ill 

Tops.pins ... -.-. 

D 

• 

11oft' illl ElecWonics ... _ 

I'll 

D 

111 

forthe~ ... _ 

111 

il 

ll 

··----
ll fl 

.. 

Ill 

• • 

D 

69% OI'J liOme PJ 

.. 

ill Jll 

Topp1'1te15tl"'l::efS100 

111 • • 

2626



Ill 

Ill 

...... _-.... 
~ .. -, 
-fii'O- .. .. --·--

Jll 

TOJ'S&Gomo:s 

VllleoG•mes ~ 

CetPIIODeS&Acc:e:ss.ones CI:ICNr!g 

~·~ 8r'oot:s 
Sp:Jm& Oull:loon ..re.eiiY 

-~ -·- .. ..., -
Home.l<ltchen a 01111n0 
011\a&..sdiOCII~ -G«<u, 
PatiO, Ulom .& Gartfm 
Hetll'l&f'ersolloiCOne 

MI4ZI:WIMODIIt"""' 
om,_, 

~ Ill Dill 
_,,..... ____ '-to_ 

•* ~-..a----...lil'ba~~--.c:::ra· • 
... .,. .... e-~-totllft,- ....... _..__ 

.»s::;.IWI-=ti:DIYl ... ..._ ....... ~._....Jit: ~blllltliDM. ••• lUI 

Qdt ... ._ ..... ..,... ..... _oor. IIC.·""~-..,.-- .o .................. -. ..... 
-..ut.G.g ..._ .JC.tn*' 

2627



From: Cox-Kain, Julie
To: Katie Altshuler
Subject: Minimum requirements
Date: Wednesday, April 13, 2011 5:22:55 PM
Importance: High

I just want you to know the minimum requirements.  No need to reply. 
 
 
State Health Exchange Duties 
An Exchange shall, at a minimum:
(A) implement procedures for the certification, recertification, and decertification, consistent
with guidelines developed by the Secretary under subsection (c), of health plans as qualified
health plans;
(B) provide for the operation of a toll-free telephone hotline to respond to requests for
assistance;
(C) maintain an Internet website through which enrollees and prospective enrollees of
qualified health plans may obtain standardized comparative information on such plans;
(D) assign a rating to each qualified health plan offered through such Exchange in
accordance with the criteria developed by the Secretary under subsection (c)(3);
(E) utilize a standardized format for presenting health benefits plan options in the Exchange,
including the use H. R. 3590—59 of the uniform outline of coverage established under
section 2715 of the Public Health Service Act;
(F) in accordance with section 1413, inform individuals of eligibility requirements for the
medicaid program under title XIX of the Social Security Act, the CHIP program under title
XXI of such Act, or any applicable State or local public program and if through screening of
the application by the Exchange, the Exchange determines that such individuals are eligible
for any such program, enroll such individuals in such program;
(G) establish and make available by electronic means a calculator to determine the actual cost
of coverage after the application of any premium tax credit under section 36B of the Internal
Revenue Code of 1986 and any cost sharing reduction under section 1402;
(H) subject to section 1411, grant a certification attesting that, for purposes of the individual
responsibility penalty under section 5000A of the Internal Revenue Code of 1986, an
individual is exempt from the individual requirement or from the penalty imposed by such
section because—
    (i) there is no affordable qualified health plan available through the Exchange, or the
individual’s employer, covering the individual; or
    (ii) the individual meets the requirements for any other such exemption from the individual
responsibility requirement or penalty;
(I) transfer to the Secretary of the Treasury—
    (i) a list of the individuals who are issued a certification under subparagraph (H), including
the name and taxpayer identification number of each individual;
    (ii) the name and taxpayer identification number of each individual who was an employee
of an employer but who was determined to be eligible for the premium tax credit under
section 36B of the Internal Revenue Code of 1986 because—
        (I) the employer did not provide minimum essential coverage; or
        (II) the employer provided such minimum essential coverage but it was determined
under section 36B(c)(2)(C) of such Code to either be unaffordable to the employee or not
provide the required minimum actuarial value; and
    (iii) the name and taxpayer identification number of each individual who notifies the
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Exchange under section 1411(b)(4) that they have changed employers and of each individual
who ceases coverage under a qualified health plan during a plan year (and the effective date
of such cessation);
(J) provide to each employer the name of each employee of the employer described in
subparagraph (I)(ii) who ceases coverage under a qualified health plan during a plan year(and
the effective date of such cessation); and
(K) establish the Navigator program described in subsection (i).”
 
 

S. Nicole Prieto Johns, MPA | Oklahoma Health Insurance Exchange Grant | Project Manager | 

1000 NE 10th Street, Suite 355, Oklahoma City, Oklahoma 73117-1299 | Bus.  405.271.2944 | Cell   | E-mail
NicolePJ@health.ok.gov | Website: www.ohca.org/OHX
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From: 
To: 
Cc: 

'-
Subject: Minutes from today: RGPPC Policy call : 10:30 AM EST 

Date: Monday, March 14, 201111:17:20 AM 

Follow up from this AM: 

Leader McConnell Rep: 
Rrst, we welcome Brandi White from Leader McConnell's office while Lanier is out for a while. Lanier, we 
will miss you but welcome Brandi. If you need to get in touch with Brandi, her email is 
Brandi_ White@McConnell.senate.gov. 

Energy letter: 
Energy letter forthcoming to the entire group. Please watch your email as we are cleaning up edits right 
now. Goal would be to complete signatures from the entire caucus by COB WED. We are workign on a 
seperpate nuclear energy graph we will dual track for your approval to insert. 

Heathcare strategy: 
1 Year Anniversary for PPACA is next week. We are working on plans. If you have ideas or know your 
boss would like to do something/ is planning to do something, please let us know. Please begin 
compiling information/data/ stats which would be good to use in a press release or op-ed. We'll have 
another mtg/conference call mid week to discuss our strategy. This will not be a command performance, 
rather useful for those of you interested. Watch for email on this mtg. 

Press: 
As noted in the mtg, we are beefing up our RGPPC services to you via our new Policy and Press emails 
and a website we are creating. In order to better serve you by sending you regular updates about best 
practices in the states, please add Lindsey and Seth to your press releases where appropriate. Please 
also send Lindsey, Seth and I any white papers, policy initiatves or data you think would be useful for 
other governors to see-- and learn from you. 

Thanks to all-

Best, 
Marie -
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Marie Thomas Sanderson
Republican Governors Public Policy Committee (RGPPC)

________________________________________
From: Marie Sanderson [msanderson@governor.state.ms.us]
Sent: Sunday, March 13, 2011 7:14 PM
To: vmariethomas
Cc: john.katz@alaska.gov; russ.kelly@alaska.gov; lgromis ; macarter32 ;
RSerote@az.gov; Adam.nordstrom ; Rob.Jakubik ;
bfulenwider@georgia.gov; ehames@georgia.gov; brandymarty03 ; dhiowa ;
jabot10 ; jboeyink34  travisrichmond ; wkloiber
David.Hensley@gov.idaho.gov; jkreizenbeck@gov.idaho.gov; Tammy.Perkins@gov.idaho.gov;
Andrew.Silvestri@gov.ok.gov; Katie.Altshuler@gov.ok.gov; JamieShuster@gov.sc.gov;
tedpitts@gov.sc.gov; hedgcockm@gov.state.la.us; bob.schwaneberg@gov.state.nj.us;
Dona.DeLeon@gov.state.nj.us; Wayne.Hasenbalg@gov.state.nj.us;
michael.ciamarra@governor.alabama.gov; Candice Whitfield; eric.finkbeiner@governor.virginia.gov;
Jeannemarie.Davis@governor.virginia.gov; kristi.craig@governor.virginia.gov;
Michael.DiSabato@governor.virginia.gov; sirena.ramirez@guam.gov; debbie ;
griffin  wstruble ; wags@la.gov; Renee.Fargason@laspbs.state.fl.us;
kristacarman ; Will.Kinzel@mail.house.gov; mary.mayhew@maine.gov;
Lanier_Swann@mcconnell.senate.gov; blackwellr2@michigan.gov; chadderdona@michigan.gov;
mcbrideb@michigan.gov; muchmored@michigan.gov; tomichz@michigan.gov;
Lauren.Hill@nebraska.gov; brian ; ryan ; nguillemard ;
sarah.echols  Mike Schrimpf; Lindsay Russell; Marie Sanderson; Seth Levey;
ts  Bkanzeg ; aparis@state.pa.us; jbranstett@state.pa.us;
jmcallahan@state.pa.us; ktartaglia@state.pa.us; rebmyers@state.pa.us; Jim.Soyer@state.sd.us;
MKennicott  Mark.Cate@tn.gov; Will.Cromer@tn.gov;
Bnutt  RSPENDLOVE@utah.gov; EMainigi
bill.kloiber@wisconsin.gov; Carol.Statkus@wyo.gov; katyoder_99  pjpgator
Subject: RGPPC Policy call: 10:30 AM EST

We will have our RGPPC policy meeting/conference call tomorrow (MONDAY 3/14) at 10:30 AM EST.
Those of you DC may meet in the NJ conference room.  Dona Deleon is your contact- room #201 in the
Hall of States.

Conference line:

access code:

Agenda:

1. Intro: Marie Sanderson (MS)

2.  RGA Report:  Marie Sanderson (MS) and Brandy Marty/Travis Richmond (TX)

3. House Report: Will Kinzel (Speaker Boehner's Office)

4. Senate Report:  Lanier Swann (Leader McConnell's Office) or designee

5. NGA Report: Lauren Kintner (NE) and committee chairmen

6. EPA Rule 316 Letter- Southern State Energy Board:  Jeannemarie Davis (VA)

7. RGPPC Energy letter update: Marie Sanderson (MS)- Draft to be sent to entire caucus Monday for
response COB Wed.
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8.  RGPPC Healthcare Strategy Report: Marie Sanderson (MS)

9. Other business

Marie Thomas Sanderson
Director of Federal Policy
Office of Governor Haley Barbour
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From: 
To: 
Cc: 

· treat@oksenate.gov; Q.!ar~eaJ.Qo~rvt~re~a····; .Qjdi~cl···· 
Katie Altshuler ; Richard Porter. CLU 

Subject: Mississippi fights over PPACA as states resist key element 
Date: Wednesday, October 10, 2012 4:24:57 PM 

This is a good article on PPACA exchanges. 
Cp 

Charles W. Potts, CLU, RHU, RFC, CFS 
Registered Representative 
Investment Advisor Representative 
620 N. Robinson Ave., Suite 201 
Oklahoma City, OK 73102 

- cialguide.com 

From: Charles Potts [mailto:ebabenefitnews@e.benefitnews.com] 
Sent: Wednesday, October 10, 2012 1:15PM 
To: charleswpotts@gmail.com 
Subject: EBA Benefit News Story 

Charles Potts has recommended the following from Employee Benefit News. 

Mississippi fights over PPACA as states resist 
key element 
In Mississippi, where one in five people lack health insurance, two Republican elected officials are fighting over 
the best way to resist President Obama's health-care overhaul, with one official implementing exchanges and 
the governor ordering him to stop. 

Continue reading » 

© 2012 Employee Benefit News and SourceMedia, Inc. All rights reserved. 
SourceMedia is an lpyestcorp company. 

Use, duplication, or sale of this service, or data contained herein, is strictly prohibited. 
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From: Dana Wolpert on behalf of Mary Fallin
To: Denise Northrup; Liz Wood; Glenn Coffee; Alex Weintz; Katie Altshuler; Craig Perry
Subject: Monday Morning Breakfast

When: Monday, May 14, 2012 8:00 AM-9:00 AM (UTC-06:00) Central Time (US & Canada).
Where: Governor's Mansion, Formal Dining Room

Note: The GMT offset above does not reflect daylight saving time adjustments.

*~*~*~*~*~*~*~*~*~*

Governor Fallin
Speaker Steele plus three rotating members and one staff member
President Pro Tempore Bingman plus three rotating members and one staff member
Secretary Coffee, Denise Northrup, Katie Altshuler (Director of Policy for the Governor and Alex Weintz (Communications Director for
the Governor), Craig Perry 
Lt Governor Lamb

Representatives:

Jeff Hickman:  Lives in Dacoma.  Elected in 2004.  Serves as the House Speaker Pro Tempore.  He is married and has three kids.

Dennis Johnson:  Lives in Duncan.  Elected in 2006.  Serves as Chairman of the House General Government Committee.  He is married
to Susan and they have three children, and two grandchildren.

Sally Kern:  Lives in Oklahoma City.  Elected in 2004.  Serves as the Chair of the House Long-term Care and Senior Services
Committee.  She is married to Dr. Steve Kern, and they have two sons, and a grandson.  
 
Mark McCullough:  Lives in Sapulpa.  Elected in 2006.  Serves as the Vice-Chair of the House Appropriations Subcommittee on
Judiciary.  Last year he was very supportive on the healthcare exchange and the governor’s agenda.  He is married to Charlotte and
they have two children, .     

Todd Russ:  Lives in Cordell.  Elected in 2010.  Serves as the Vice-Chair of the House Agriculture Committee.  He is married to Khristy
and they have three children, .

House Staff:
Jonathon Buxton

Senators:

Clark Jolley:  Lives in Edmond.  Elected in 2004.  Appropriations Chairman.   He is carrying the Office of Accountability bill this year. 
Last year he carried the A-F grading system for schools, the social promotion bill, and the bill to consolidate the Civil Rights office to
AG's office.  He is married and has two children.
Jonathan Nichols:  Lives in Norman.  Elected in 2000.  He is term limited this year.  Serves as the Chairman of the Appropriations
Subcommittee on Public Safety and Judiciary, and Vice-Chair of the Rules Committee.  Married to Talitha and they have a daughter,
Jessica.

Steve Russell:  Lives in Oklahoma City.  Elected in 2008.  This is his last year in office.   Served 21 years in the Army.  He is married to
Cindy, and has five children.

Senate Staff:
Trait Thompson
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From: Dana Wolpert on behalf of Mary Fallin
To: Denise Northrup; Liz Wood; Glenn Coffee; Alex Weintz; Katie Altshuler; Craig Perry
Cc: aweintz ; alex@maryfallin.org
Subject: Monday Morning Breakfast

When: Monday, May 14, 2012 8:00 AM-9:00 AM (UTC-06:00) Central Time (US & Canada).
Where: Governor's Mansion, Formal Dining Room

Note: The GMT offset above does not reflect daylight saving time adjustments.

*~*~*~*~*~*~*~*~*~*

Governor Fallin
Speaker Steele plus three rotating members and one staff member
President Pro Tempore Bingman plus three rotating members and one staff member
Secretary Coffee, Denise Northrup, Katie Altshuler (Director of Policy for the Governor and Alex Weintz (Communications Director for
the Governor), Craig Perry 
Lt Governor Lamb

This Week:
Representatives:

Jeff Hickman:  Lives in Dacoma.  Elected in 2004.  Serves as the House Speaker Pro Tempore.  He is married and has three kids.

Dennis Johnson:  Lives in Duncan.  Elected in 2006.  Serves as Chairman of the House General Government Committee.  He is married
to Susan and they have three children, and two grandchildren.

Sally Kern:  Lives in Oklahoma City.  Elected in 2004.  Serves as the Chair of the House Long-term Care and Senior Services
Committee.  She is married to Dr. Steve Kern, and they have two sons, and a grandson.  
 
Mark McCullough:  Lives in Sapulpa.  Elected in 2006.  Serves as the Vice-Chair of the House Appropriations Subcommittee on
Judiciary.  Last year he was very supportive on the healthcare exchange and the governor’s agenda.  He is married to Charlotte and
they have two children, .     

Todd Russ:  Lives in Cordell.  Elected in 2010.  Serves as the Vice-Chair of the House Agriculture Committee.  He is married to Khristy
and they have three children, .

House Staff:
Jonathon Buxton

Senators:

Clark Jolley:  Lives in Edmond.  Elected in 2004.  Appropriations Chairman.   He is carrying the Office of Accountability bill this year. 
Last year he carried the A-F grading system for schools, the social promotion bill, and the bill to consolidate the Civil Rights office to
AG's office.  He is married and has two children.
Jonathan Nichols:  Lives in Norman.  Elected in 2000.  He is term limited this year.  Serves as the Chairman of the Appropriations
Subcommittee on Public Safety and Judiciary, and Vice-Chair of the Rules Committee.  Married to Talitha and they have a daughter,
Jessica.

Steve Russell:  Lives in Oklahoma City.  Elected in 2008.  This is his last year in office.   Served 21 years in the Army.  He is married to
Cindy, and has five children.

Ron Justice:  Lives in Chickasha.  Elected in 2004.  Serves as the Chairman of the Appropriations Subcommittee on Natural Resources,
and as the Vice-Chair of the Agriculture and Rural Development Committee.  He is married to Darlene and they have three children,
and seven grandchildren.

Senate Staff:
Trait Thompson or Randy Dowell
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OFFICE OF GOVERNOR MARY FALLIN
 

MEDIA CONTACTS:
Alex Weintz, Communications Director

Alex.Weintz@gov.ok.gov
(405) 522-8819

 
Aaron Cooper, Press Secretary

Aaron.Cooper@gov.ok.gov
(405) 522-8878

 

From: Governor Fallin Press
To: Governor Fallin Press
Subject: MONTHLY COLUMN: (PHOTOS ATTACHED) Rejecting Federal Health Care Bill Right Thing for Oklahoma
Date: Monday, December 03, 2012 3:15:53 PM

Web:  www.governor.ok.gov
Facebook:  www facebook.com/GovernorMaryFallin
Twitter:  www.twitter.com/GovMaryFallin
 

FOR IMMEDIATE RELEASE
December 3, 2012
 

Editor’s note:  This is one of a regular series of monthly columns titled “Oklahoma Now” by
Governor Mary Fallin.
 
 
Governor Mary Fallin’s “Oklahoma Now” Column

 
Headline:  Rejecting Federal Health Care Bill Right Thing for Oklahoma
 
By Governor Mary Fallin
     
      This past month, I announced Oklahoma would not implement two key components of
President Obama’s health care law: the creation of a health insurance exchange and the
expansion of Medicaid. I’m writing this month to let you know why that decision is in the best
interests of Oklahoma taxpayers and families.
 
            For several months, my staff and I have worked with other lawmakers, Oklahoma
stakeholders and health care experts across the country to determine the best course of action
for Oklahoma in regards to both a possible health insurance exchange and the potential
expansion of Medicaid.
 
            Our priority has been to ascertain what can be done to increase quality and access to
health care, contain costs, and do so without placing an undue burden on taxpayers or the
state. As I have stated many times before, it is my firm belief that the Patient Protection and
Affordable Care Act (PPACA) fails to further these goals, and will in fact decrease the quality
of health care across the United States while contributing to the nation’s growing deficit crisis.
 
            Despite my ongoing opposition to the federal health care law, however, the state of
Oklahoma found itself legally obligated to either build an exchange that is PPACA compliant
and approved by the Obama Administration, or to default to an exchange run by the federal
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government. This choice was forced on the people of Oklahoma by the Obama Administration
in spite of the fact that voters have overwhelmingly expressed their opposition to the federal
health care law time and time again.

 
After careful consideration, I decided last month that Oklahoma would not pursue the

creation of its own health insurance exchange. As I said at the time, any exchange that is
PPACA compliant will necessarily be ‘state-run’ in name only and would require Oklahoma
resources, staff and tax dollars to implement. It does not benefit Oklahoma taxpayers to
actively support and fund a new government program that would ultimately be under the
control of the federal government and that is opposed by a clear majority of Oklahomans.
Furthermore, the creation of such an exchange would further the implementation of a law that
threatens to erode both the quality of American health care and the fiscal stability of the
nation.

 
            With regards to Medicaid, I also announced that Oklahoma would not be participating
in the Obama Administration’s proposed expansion. Such an expansion would have been
unaffordable, costing the state of Oklahoma $475 million between now and 2020, with
escalating annual expenses in subsequent years. It would also have furthered Oklahoma’s
reliance on federal money that may or may not have been available in the future given the dire
fiscal problems facing the federal government. On a state level, massive new costs associated
with Medicaid expansion would also have required cuts to important government priorities
such as education and public safety. Finally, the proposed Medicaid expansion offers no
meaningful reform to a massive entitlement program already contributing to the out-of-control
spending of the federal government.
 
            Moving forward, it is important for the state of Oklahoma to pursue two actions
simultaneously. The first will be to continue support for Oklahoma Attorney General Scott
Pruitt’s ongoing legal challenge of PPACA. General Pruitt’s lawsuit raises different
Constitutional questions than previous legal challenges, and both he and I remain optimistic
that Oklahoma’s challenge can succeed.
 
            Our second and equally important task will be to pursue state-based solutions that
improve health outcomes and contain costs for Oklahoma families. Serious reform, for
instance, should be pursued in the area of Medicaid and public health, where effective chronic
disease prevention and management programs could address the trend of skyrocketing medical
bills linked to avoidable hospital and emergency room visits. I look forward to working with
legislative leaders and lawmakers in both parties to pursue Oklahoma health care solutions for
Oklahoma families.
 

###
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Governor Mary Fallin.  The column will be delivered on the first Monday of each month. 
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Governor Mary Fallin’s “Oklahoma Now” Column

 
Strong Finish: More Reforms Needed in Last Month of Legislative Session
 
May is the last month of the 2011 legislative session, and I’m happy to say this legislative year
is on track to be a productive one. Several key reforms already having been signed into law and
more are on the way.
 
We have delivered, for instance, on landmark lawsuit reform that will help to create more jobs in
Oklahoma by establishing a better business climate and placing a cap of $350,000 on non-
economic damages.
 
Where education is concerned, the legislature has worked with me to pass bills making it easier
to let go ineffective teachers, ending a lengthy and costly legal appeals process known as “trial
de novo” that had previously made it nearly impossible to fire even the most ineffective
instructors.
 
We have also passed important pro-life measures, prohibiting abortions after 20 weeks (when an
unborn child begins to feel pain) and ensuring that those citizens who purchase private health
insurance are not unknowingly or unwillingly subsidizing abortion.
 
Finally, legislative leaders and I have agreed to reject $54 million in federal funds to ensure that
the state of Oklahoma sends a clear signal to Washington: we do not want, in any shape or
form, to be tied to ObamaCare. And while we continue to fight the president’s health care plan,
both legislatively and in court, we’re also moving to establish our own Oklahoma-based health
solutions, including the creation of a new online insurance network where businesses and
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families can shop for affordable, high quality private health insurance. 
 
The first three months of the legislative session have been a testament to the goals and values
that many conservative lawmakers, including myself, outlined during their campaigns:
encouraging more private sector job growth and boosting our economy, reaffirming our
commitment to conservative values and standing up to the Obama Administration when it
overreaches.
 
All of this is good news. But we have a long way to go before we reach the finish line.
 
During my campaign for governor, I promised voters I would bring Oklahoma a smaller, smarter
government able to operate more efficiently and effectively. To deliver on that promise, my
administration is proposing two important reforms: the consolidation of several agencies under
the Office of State Finance, and the restructuring and consolidation of the state’s Information
Technology resources.
 
Together, these two reforms will save taxpayers tens of millions of dollars a year – with the
potential for much more – while eliminating government waste and duplication of services. Our
IT reform bill, for instance, will reduce the number of financial payment systems the state uses
from over 70 to just one, delivering a more streamlined, efficient way of doing business.
 
We have a number of other important reform measures that we must deliver on this session.
Overhauling our workers compensation system, in order to reduce skyrocketing legal and
medical costs that continue to drive jobs out of state, is a priority. We must pursue additional
education reform, including an A-F grading system for our schools. And the creation of a Quick
Action Closing Fund to lure new businesses and jobs to the state of Oklahoma is necessary
before we can truly say we are doing everything in our power to create the best business climate
possible.
 
All of these are substantial reforms that require political courage and willpower. But each one of
them is necessary for our conservative lawmakers to fulfill their promises to voters.
 
I appreciate the hard work and dedication of our legislative leaders to date. Now it’s time to
finish the heavy lifting and close out the legislative session by delivering on the important
reform measures we promised voters we’d act on.  I look forward to our lawmakers working to
send these bills to my desk.
 

###
 
 
Alex Weintz
Communications Director
Office of Governor Mary Fallin
phone: (405) 522-8819
cell: (405) 535-7317
Alex.Weintz@gov.ok.gov
 
 

2639



From: Jacobs, Chris (RPC)
To: Jacobs, Chris (RPC)
Subject: More Amnesia: Democrats Said They Would CUT Premiums -- Not Just Slow Their Growth
Date: Tuesday, August 02, 2011 11:13:17 AM

At the HELP Committee hearing, Senator Franken just claimed that Democrats NEVER said premiums
would go down – they said premiums would just go up by less than expected.  Well, that’s not what
Democrats have argued, on several levels.
 
Democrats have frequently said they did NOT “cut” Medicare as part of Obamacare – they merely
“slowed the growth rate.”  Well, by that logic, a CUT constitutes a premium reduction in absolute
terms – not just slowing the growth of premium increases, as Senator Franken claimed.
 
Still don’t believe me?  Well, to quote Reading Rainbow, don’t take my word for it.  A series of
campaign quotes from candidate Obama – all talking about CUTTING premiums (i.e., reductions in
absolute terms) by $2,500 per family – are listed below.  If you’d prefer video evidence instead, you
can find a clip of Obama making the $2,500 premium cut promise 20 separate times here.
 
Chris Jacobs
Health Policy Analyst
Republican Policy Committee
(202) 224-2946
 
 
Remarks of Senator Barack Obama
Asheville, NC
October 5, 2008
http://www.barackobama.com/2008/10/05/remarks of senator barack obam 128.php
 
“We'll start by lowering premiums by as much as $2,500 per family - and we'll do it by
taking the following five steps to lower costs throughout our health care system.”
 
 
 
Remarks of Senator Barack Obama: Health Care
Newport News, VA
October 4, 2008
http://www.barackobama.com/2008/10/04/remarks of senator barack obam 129.php
 
“We'll start by reducing premiums by as much as $2,500 per family - and we'll do it by
taking the following five steps to lower costs throughout our health care system.”
 
 
 
Remarks of Senator Barack Obama: Urban League
Orlando, FL
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August 2, 2008
http://www.barackobama.com/2008/08/02/remarks of senator barack obam 101.php
 
“That's why, when I'm President, we'll bring down health care costs by $2,500 for the
typical family and prevent insurance companies from discriminating against those who need
care most.”
 
 
 
Remarks of Senator Barack Obama: An Agenda for Middle-Class Success
St. Louis, MO
July 7, 2008
http://www.barackobama.com/2008/07/07/remarks of senator barack obam 87.php  
 
“I'll also help families who are struggling under the crushing burden of health care costs by
passing a plan that brings the typical family's premiums down by $2500 and guarantees
coverage to everyone who wants it.”
 
 
 
Remarks of Senator Barack Obama: Change That Works for You
Raleigh, NC
June 9, 2008
http://www.barackobama.com/2008/06/09/remarks of senator barack obam 76.php
 
“When I am President, we'll take a different approach. We will give every American the chance
to get the same kind of health care that Members of Congress give themselves. We'll bring
down premiums by $2500 for the typical family, and we'll prevent insurance companies
from discriminating against those who need care most.”
 
 
 
Remarks of Senator Barack Obama: Macomb Community College
Warren, MI
May 14, 2008
http://www.barackobama.com/2008/05/14/remarks of senator barack obam 66.php
 
“That's why unlike John McCain, I have a universal health care plan. It's a plan that will cut
health care costs by up to $2500 per family per year and reduce costs for business and
their workers by picking up the tab for some of the most expensive illnesses and conditions.”
 
 
 
Remarks of Senator Barack Obama: Keeping America’s Promise
Janesville, WI
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February 13, 2008
http://www.barackobama.com/2008/02/13/remarks of senator barack obam 50.php
 
My universal health care plan brings down the cost of health care more than any other
candidate in this race, and will save the typical family up to $2500 a year on their
premiums.
 
 
 
Remarks of Senator Barack Obama: Virginia Jefferson-Jackson Dinner
Richmond, VA
February 9, 2008
http://www.barackobama.com/2008/02/09/remarks of senator barack obam 47.php
 
“My plan would bring down premiums for the typical family by $2500 a year. We'd ban
insurance companies from denying you coverage because of a pre-existing condition. We'd
allow every American to get the same kind of health care that members of Congress get for
themselves.”
 
 
 
Remarks of Senator Barack Obama: The pas Versus the Future
Denver, CO
January 30, 2008
http://www.barackobama.com/2008/01/30/remarks of senator barack obam 45.php
 
“I know that the reason Americans don't have health care isn't because no one is forcing them
to buy it - it's because they can't afford it. That's why my plan cuts costs by up to $2500 for
a typical family, and makes health care available and affordable for every single American.
That's the plan that I'll pass in my first term as President.”
 
 
 
Remarks of Senator Barack Obama: Reclaiming the American Dream
El Dorado, KS
January 29, 2008
http://www.barackobama.com/2008/01/29/remarks of senator barack obam 44.php

“And when I'm President, we'll finally pass a universal health care plan that will make sure
every single American can get the same kind of health care that members of Congress get for
themselves. My plan does more to cut costs than any other plan in this race - up to $2500
for a typical family. And we won't pass it twenty years from now, not ten years from now -
we'll pass health care by the end of my first term in office.”
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Remarks of Senator Barack Obama: A Change We Can Believe In
Spartanburg, SC
November 3, 2007
http://www.barackobama.com/2007/11/03/remarks of senator barack obam 30.php
 
“That's how I'll pass a universal health care bill that allows every American to get the same
kind of health care that members of Congress get for themselves and cuts every family's
premiums by up to $2500. And mark my words - I will sign this bill by the end of my first
term as President. That's the change we can offer in 2008.”
 
 
 
Remarks of Senator Barack Obama at Labor Day Rally
Manchester, NH
September 3, 2007
http://www.barackobama.com/2007/09/03/remarks of senator barack obam 22.php
 
“When I am President, we will have universal health care in this country by the end of my first
term in office. It's a plan that will cover every American and cut the cost of a typical family's
premiums by $2500 a year.”
 
 
 
Remarks of Senator Barack Obama College Democrats of America
Columbia, SC
July 26, 2007
http://www.barackobama.com/2007/07/26/remarks of senator barack obam 20.php
 
“I have a universal health care plan that will cover every American and cut the cost of a
typical family's premiums by up to $2500 a year.”
 
 
 
Remarks of Senator Barack Obama to the National Council of La Raza
Miami, FL
July 22, 2007
http://www.barackobama.com/2007/07/22/remarks of senator barack obam 21.php   
 
“I have a universal health care plan that will cover every American and cut the cost of a
typical family's premiums by up to $2500 a year. It's a plan that lets the uninsured buy
insurance that's similar to the kind members of Congress give themselves. If you can't afford
that, you'll get a subsidy to pay for it.”
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Remarks of Senator Barack Obama: Changing the Odds for Urban America
Washington D.C.
July 18, 2007
http://www.barackobama.com/2007/07/18/remarks of senator barack obam 19.php
 
“And I'll finally make sure every American has affordable health care that stays with you no
matter what happens by passing my plan to provide universal coverage and cut the cost of
health care by up to $2500 per family.”
 
 
 
A Politics of Conscience
Hartford, CT
June 23, 2007
http://www.barackobama.com/2007/06/23/a politics of conscience 1.php
 
“Our conscience cannot rest so long as nearly 45 million Americans don't have health
insurance and the millions more who do are going bankrupt trying to pay for it. I have made a
solemn pledge that I will sign a universal health care bill into law by the end of my first term
as president that will cover every American and  cut the cost of a typical family's premiums
by up to $2500 a year. That's not simply a matter of policy or ideology - it's a moral
commitment.”
 
 
 
Remarks of Senator Barack Obama: Take Back America 2007
Washington D.C.
June 19,2007
http://www.barackobama.com/2007/06/19/remarks of senator barack obam 16.php
 
“I have a universal health care plan that will cover every American and cut the cost of a
typical family's premiums by up to $2500 a year. It's a plan that lets the uninsured buy
insurance that's similar to the kind members of Congress give themselves.”
 
 
 

Cutting Costs and Covering America: A 21st Century Health Care System
University of Iowa
May 29, 2007
http://www.barackobama.com/2007/05/29/cutting costs and covering ame.php
 
“Today I want to lay out the details of that plan - a plan that not only guarantees coverage for
every American, but also brings down the cost of health care and reduces every family's
premiums by as much as $2500. This second part is important because, in the end, coverage
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without cost containment will only shift our burdens, not relieve them.”
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From: Jacobs, Chris (RPC)
To: Jacobs, Chris (RPC)
Subject: More Bad News for Obamacare Supporters
Date: Monday, August 29, 2011 1:26:27 PM

The Kaiser Family Foundation is out with their latest monthly health care tracking poll, and the
results contain some revealing findings.  Overall, those who believe they will be better off thanks to
Obamacare has fallen to all-time lows – even the uninsured don’t believe they’ll benefit – while
concerns about premium increases remain high:
 

Support Slipping:  Support for the law has dropped to 39%, down seven points from 46% in
April 2010, just after the law passed.  This flies in the face of remarks last year by
Democrats, who said that “by November [2010] those who voted for [Obamacare] will find it
an asset and those who voted against it will find it a liability.” 
 
Americans Don’t Think They’ll Be Better Off:  The percentage of individuals thinking they
will be better off under the law dropped to 24%, an all-time low.  And the percentage of
individuals thinking the country as a whole will be better off under Obamacare dropped to
33%, also an all-time low.
 
Insured Americans Happy with Current Coverage – But Going to Lose It Anyway:  Nearly
nine in ten currently insured Americans report very positive (47%) or somewhat positive
(41%) experiences with their current coverage.  Yet the Administration’s own estimates have
revealed that half of all employers – and as many as 80% of small businesses – will be forced
to give up their current coverage within the next two years. 
 
Higher Premiums Thanks to Obamacare:  Two-thirds (67%) of those with employer-
sponsored coverage who think their employer will be changing benefits for 2012 believe
their share of premiums will increase as a result.  And nearly two-third of individuals who
think their employer will be changing benefits for 2012 believe that Obamacare is either a
major (43%) or minor (24%) reason behind that change.
 
Concerns about Dropping Coverage:  Nearly three in ten Americans with employer-
sponsored coverage are worried a great deal (16%) or quite a lot (13%) whether their
employer is going to drop their health coverage.
 
Even Uninsured Skeptical of Obamacare’s Ability to Help Them:  A plurality of the
uninsured (47%) believe the health law won’t make much difference in their lives, while a
further 14% believe the law will hurt, not help them – largely by forcing them to buy
insurance they cannot afford.

 
Today’s survey again illustrates how for the American people, the buyer’s remorse over Obamacare
– a piece of legislation many did not want in the first place – only continues to increase.
 
Chris Jacobs
Health Policy Analyst
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Republican Policy Committee
(202) 224-2946
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From: Jacobs, Chris (RPC)
To: Jacobs, Chris (RPC)
Subject: More Bad News for Obamacare Supporters: Rising Premiums and Costs
Date: Friday, September 16, 2011 10:38:40 AM

In recent days, multiple news outlets have reported on stories in which groups of Americans who
might be pre-disposed to support Obamacare have found reasons to oppose it.  Yesterday the GW
Hatchet reported that George Washington University students face a whopping 21 percent increase
in premiums for the student health plan.  And the medical director of the health service “said
national health care reform was a ‘major driver’ in the cost for all student health care plans.” 
That Obamacare has raised premium costs for struggling college students by more than 20 percent
– even though candidate Obama repeatedly promised that premiums would go DOWN by an
average $2,500 per family – shows once again how the law is not meeting its promises, even for an
age group that represents some of the President’s biggest supporters.
 
Similarly, a survey of medical students released earlier this week shows that, while most would-be
doctors support Obamacare’s efforts, they don’t believe the law will work in containing costs.  In the
survey, four in five (80.1%) of the students expressed their support for Obamacare, far above the
level of support among surveys of all Americans. (An additional 6.1% said they opposed the law
“because it did not go far enough.”)  Yet only 31.4% of the medical students surveyed believe the
law will improve health care quality, and only 18.6% believe the law will contain skyrocketing health
costs. 
 
As a reminder, in June 2009 President Obama claimed that any health care legislation must control
costs: “If any bill arrives from Congress that is not controlling costs, that’s not a bill I can support. 
It’s going to have to control costs.”  However, fewer than one in five medical students – most of
whom SUPPORT the law – believe it will live up to the President’s promise to control rising health
care costs. (These students are joined by the Medicare actuary, who found that medical spending
will go up by an additional $310,800,000,000 thanks to Obamacare.)
 
These two stories are linked and inter-related – Obamacare’s failure to contain costs directly led to
the premium increases seen at George Washington and elsewhere.  Just as important, both stories
show how the legislation’s skyrocketing costs and premiums will only increase political opposition in
the future.
 
Chris Jacobs
Health Policy Analyst
Republican Policy Committee
(202) 224-2946
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From: Jacobs, Chris (RPC)
To: Jacobs, Chris (RPC)
Subject: More Democrat Hypocrisy on Medicare
Date: Thursday, December 01, 2011 9:30:46 AM

The Hill reports this morning that several House Democrats filed legislation (H.R. 3519) earlier this
week to exempt the entire Medicare program from sequestration under the Budget Control Act.  As
a reminder, the Budget Control Act provided that Medicare payment reductions to providers are
capped at 2 percent – meaning that the sequestration reductions to Medicare, in both percentage
and amount, will be MUCH smaller than the cuts faced by the Defense Department, and even non-
defense discretionary programs as well.
 
What’s most interesting is the rationale behind the legislation:  The bill’s sponsor, Rep. Ed Towns,
claimed that “hospitals in New York are already slated to experience $15 billion in Medicare and
Medicaid cuts under” Obamacare – and therefore cannot absorb additional reductions under
sequestration. (Never mind that hospitals actually agreed to the Obamacare payment reductions as
part of a backroom deal with the Administration.)  The message is clear:  Democrats SUPPORT
Medicare payment reductions that help create unsustainable new entitlements – but OPPOSE
reducing Medicare payments to lower the deficit and bolster Medicare’s solvency.
 
Recall that Speaker Pelosi recently admitted that “took a half a trillion dollars out of Medicare in
[Obamacare], the health care bill” to pay for more unsustainable new entitlements.  This latest
development once again illustrates that when it comes to reforming Medicare to save the program,
Democrats are focused on scoring political points rather than solving the problem.
 
Chris Jacobs
Health Policy Analyst
Republican Policy Committee
(202) 224-2946
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From: 
To: 
Cc: 
Subject: 

Date: 

Attadm1ents: 

Marie Sanderson 

Marie Sanderson 

Dustin Huffman 

More Exchanges: AL, MS, IN 

Thursday, November 15, 2012 2:40:17 PM 
imaqeOOl.onq 

More on Exchanges: 

AL: http://www. waff.com/ story /20085554/ ala bam a -will-not-establish -a-health-insurance-exchange 

MS: http://www. therepubl ic.com/view/story /dd024 7aa lf064917a0f319208b2f4ab9/MS-
M ississi ppi-1 nsu ranee-Excha nge3rd- Ld 

IN: See below 

PENCE SAYS INDIANA SHOULD NOT ESTABLISH STATE
BASED HEALTH INSURANCE EXCHANGE 

Gov.-Elect Also Reiterates Opposition to Partnership Exchange; Will Notify Federal Authorities, 
"Absent New Information," by February 2013 Deadline 

FOR IMMEDIATE RELEASE 

November 15, 2012 

Contact: Christy Denault 

cdenault@mikepence.com 
(317) 775-1170 

Carmel, IN - Gov. -elect Mike Pence today reiterated his recommendation that 
Indiana should not develop a state-based health insurance exchange as pa1t of the 
implementation of the Affordable Care Act. 

In a letter to Gov. Mitch Daniels, Pence noted that he has reviewed his position in light 
of the recent election and his recommendation remains the same. 

"I do not believe the State of Indiana should establish a state-based health insurance 
exchange because doing so will cost taxpayers millions of dollars and it is not clear that 
Hoosiers would benefit from incuning the cost of implementing this new federal 
healthcare bureaucracy," Pence said in his letter. 

He added, "Without knowing more details on the cost and nature of state-based 
exchanges, it is possible that our state could be placed in the untenable position of 
serving as the administrator of a new federal healthcare bureaucracy over which we 
have little control." 

Pence pointed to the uncertainty regarding cost and regulation of state-based 
exchanges, as well as the certainty of higher taxes and higher premiums for Hoosiers 
in his recommendation. 

Pence also noted he remains opposed to a partnership exchange with the federal 
government and, "absent new information," will make that known to the proper federal 
authorities by the deadline of February 16, 2013. 

"Hoosiers may be assured that we will continue to evaluate the best course of action 
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for the people of our state and will make every effort to continue to develop locally
based, innovative solutions to make insurance more affordable and increase access to 
care for all Hoosiers," said Pence. 

States must tell the federal government whether or not they intend to establish a state
based exchange by Friday. 

Gov.-elect Pence's letter can be read in full here. 

### 

Forward this email 

~SafeUnsubsaibe 

This email was sent to chrisatkins@mikepence.com by moence@mikepence.com 
Update Profile/Email Address Instant removal with SafeUnsubscribe'M Privacy Policy. 
Mike Pence for Indiana 1435 Chase Court I carmel IN 46032 

Marie Thomas Sanderson 

Policy Director 

Republican Governors Association (RGA) 

MSanderson@rga.org 

Republican Governors Public Policy Committee (RGPPC) 

Office (202) 464- 8556 
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From: Jacobs, Chris (RPC)
To: Jacobs, Chris (RPC)
Subject: More Fake Obamacare Savings Exposed?
Date: Thursday, November 10, 2011 1:34:12 PM

In case you weren’t watching the HELP Committee hearing before the recess for votes, Sen. Kirk
REPEATEDLY asked the head of the Medicare program, Jon Blum, to request a letter from the
Medicare actuary regarding the potential savings (or lack thereof) from the Administration’s
Partnership for Patients initiative.  Blum repeatedly declined to give such a commitment that he
would request a formal estimate from the actuary quantifying the Partnership’s actual savings,
stating only that he would “consult” the actuary’s office.  He also included several hypothetical
caveats talking about whether or not the actuary would recognize the savings from the program the
Administration assumes.  The clear impression from the extended exchange is that the
Administration will only request an estimate from the actuary if it aligns with their rhetoric – if it
does not, then such an estimate either won’t be requested, or won’t be released publicly.
 
All this is particularly relevant given the ongoing CLASS Act debacle.  As a reminder, the Medicare
actuary said on Day One that the program had “terminal problem[s]” – a bit of candor for which the
Administration decided to shun him, shutting out his dissenting views from the Administration’s
internal deliberations.  The actuary who predicted the CLASS program’s failure two years ago is
the same actuary whom Mr. Blum did not want to scrutinize about whether the Partnership for
Patients will achieve actual savings.  How is this behavior consistent with fiscal rectitude from the
“most transparent and accountable” Administration?
 
Last month saw $86 billion in fake Obamacare savings disappear once the CLASS Act charade was
exposed for what it was.  Given today’s exchange, some must wonder if the Administration is
engaging in the exact same type of gamesmanship we saw with the CLASS Act – trumpeting fake
savings that will never happen, and circumventing non-partisan analysts to achieve partisan political
goals.
 
Chris Jacobs
Health Policy Analyst
Republican Policy Committee
(202) 224-2946
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From: Marie Sanderson
To: Marie Sanderson
Cc: Dustin Huffman
Subject: More healthcare information
Date: Sunday, November 11, 2012 4:49:42 PM
Attachments: 2012 7 10 Potus Letter FINAL.pdf

2012 9 27 RGA Letter to President Final.pdf
2012 HHS July Response to Rep Govs.pdf
RGPPC Medicaid Report[1].pdf

Chiefs/Action Officers/Healthcare Advisors:
 
Per the Chairman’s request, please share with your governors the below article found this week in
the National Review.  Your bosses might find the analysis interesting. Also, attached are the letters
we have sent the Administration previously and their response to Governor McDonnell in July. Also
included in these attachments is our 2011 Medicaid plan. Please let me know if you have any
questions on any of our many moving parts.
 
Thank you,
Marie
 
 
http://www.nationalreview.com/articles/333040/obamacare-still-vulnerable-
michael-f-cannon
 
Obamacare Is Still Vulnerable
 
By Michael F. Cannon
November 9, 2012 4:00 A.M.
 
President Obama has won reelection, and his administration has asked state
officials to decide by Friday, November 16, whether their state will create
one of Obamacare’s health-insurance “exchanges.” States also have to decide
whether to implement the law’s massive expansion of Medicaid. The correct
answer to both questions remains a resounding no.
 
State-created exchanges mean higher taxes, fewer jobs, and less protection of
religious freedom. States are better off defaulting to a federal exchange.
The Medicaid expansion is likewise too costly and risky a proposition.
Republican Governors Association chairman Bob McDonnell (R.,Va.) agrees, and
has announced that Virginia will implement neither provision.
 
There are many arguments against creating exchanges.
 
First, states are under no obligation to create one.
 
Second, operating an Obamacare exchange would be illegal in 14 states.
Alabama, Arizona, Georgia, Idaho, Indiana, Kansas, Louisiana, Missouri,
Montana, Ohio, Oklahoma, Tennessee, Utah, and Virginia have enacted either
statutes or constitutional amendments (or both) forbidding state employees to
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participate in an essential exchange function: implementing Obamacare’s
individual and employer mandates.
 
Third, each exchange would cost its state an estimated $10 million to $100
million per year, necessitating tax increases.
 
Fourth, the November 16 deadline is no more real than the “deadlines” for
implementing REAL ID, which have been pushed back repeatedly since 2008.
 
Fifth, states can always create an exchange later if they choose.
 
Sixth, a state-created exchange is not a state-controlled exchange. All
exchanges will be controlled by Washington.
 
Seventh, Congress authorized no funds for federal “fallback” exchanges. So
Washington may not be able to impose Exchanges on states at all.
 
Eighth, the Obama administration has yet to provide crucial information that
states need before they can make an informed decision.
 
Ninth, creating an exchange sets state officials up to take the blame when
Obamacare increases insurance premiums and denies care to the sick. State
officials won’t want their names on this disastrous mess.
 
Tenth, creating an exchange would be assisting in the creation of a “public
option” that would drive domestic health-insurance carriers out of business
through unfair competition.
 
Eleventh, Obamacare remains unpopular. The latest Kaiser Family Foundation
poll found that only 38 percent of the public supports it.
 
Twelfth, defaulting to a federal exchange exempts a state’s employers from the
employer mandate — a tax of $2,000 per worker per year (the tax applies to
companies with more than 59 employees, but for such companies that tax
applies after the 30th employee, not the 59th). If all states did so, that
would exempt 18 million Americans from the individual mandate’s tax of $2,085
per family of four. Avoiding those taxes improves a state’s prospects for job
creation, and protects the conscience rights of employers and individuals
whom the Obama administration is forcing to purchase contraceptives coverage.
 
Finally, rejecting an exchange reduces the federal deficit. Obamacare offers
its deficit-financed subsidies to private health insurers only through state-
created exchanges. If all states declined, federal deficits would fall by
roughly $700 billion over ten years.
 
For similar reasons, states should decline to implement Obamacare’s Medicaid
expansion. The Supreme Court gave states that option. All states should
exercise it.
 
Medicaid is rife with waste and fraud. It increases the cost of private
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health care and insurance, crowds out private health insurance and long-term-
care insurance, and discourages enrollees from climbing the economic ladder.
There is scant reliable evidence that Medicaid improves health outcomes, and
no evidence that it is a cost-effective way of doing so.
 
My colleague Jagadeesh Gokhale estimates that expanding Medicaid will cost
individual states up to $53 billion over the first ten years. That’s before
an emboldened President Obama follows through on his threats to shift more
Medicaid costs to states.
 
Neither the states nor the federal government have the money to expand
Medicaid. If all states politely decline, federal deficits will shrink by
another $900 billion.
 
Now is not the time to go wobbly. Obamacare is still harmful and still
unpopular. The presidential election was hardly a referendum, as it pitted
the first person to enact Obamacare against the second person to enact it.
Since the election, many state officials are reaffirming their opposition to
both implementing exchanges and expanding Medicaid.
 
If enough states do so, Congress will have no choice but to reopen Obamacare.
With a GOP-controlled House, opponents will be in a much stronger position
than they were when this harmful law was enacted.
 
— Michael F. Cannon is director of health policy studies at the Cato
Institute and co-editor of Replacing ObamaCare (Cato, 2012).
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From: NGA HHS Committee
To: HHS Committee
Subject: More HHS Committee info for today
Date: Thursday, October 20, 2011 10:16:44 AM
Attachments: Exchange partnerships letter - 10.20.11.doc

Two additional items ahead of this afternoon’s HHS Committee meeting:
 

1)       SDW – During yesterday’s meeting with the Department of Health and Human Services
(DHHS), we were informed that, despite a stated desire by DHHS leadership to resolve this
issue, the Office of General Counsel has advised that the Secretary lacks authority to resolve
this issue administratively.  They have suggested we work with Congress to reach a solution. 
Covington and Burling is drafting a legislative proposal that governors offices will soon be
able to review.  Joan Kutcher from Covington and Burling will join us for this afternoon’s
meeting to discuss next steps.
 

2)       Health Exchanges Letter – Attached please find the draft letter on partnership models for
health insurance exchanges.  We will discuss this today as well.

 
Heather E. Hogsett
Director
Committees on Health & Human Services and
Homeland Security & Public Safety
National Governors Association
(202)624-5360
 

From: NGA HHS Committee [mailto:hhsreps@talk.nga.org] 
Sent: Wednesday, October 19, 2011 3:32 PM
To: HHS Committee
Subject: HHS Committee meeting tomorrow
 
The Health and Human Services Committee will meet tomorrow at 3:00pm EST in the governors
room.  Please note the change in date and time.  Below is the agenda and call-in information:
 

HHS Committee
October 20, 2011

; passcode 
 

I.                  Update on SDW meeting with HHS
II.               NGA Policy Process (see attached memo)
III.              Letter on health insurance exchange partnership models
IV.              Other business/open discussion

 
 
Heather E. Hogsett
Director
Committees on Health & Human Services and
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Homeland Security & Public Safety
National Governors Association
(202)624-5360
 

The information contained in this electronic transmission, including any attachments, is for the exclusive use of
the intended recipient(s) and may contain information that is privileged, proprietary, and/or confidential. If the
reader of this transmission is not an intended recipient, or a person responsible for delivering it to the intended
recipient, you are hereby notified that any review, dissemination, distribution, or copying of this communication
is strictly prohibited. If you have received this communication in error, please immediately notify the sender and
delete this message.

 
---
You are currently subscribed to [hhsreps] as hhogsett@nga.org..
To unsubscribe, send a blank email to leave-202803-
159856.ceb84bc32500cff8992b3ef517bd783a@talk.nga.org..
 
Visit the NGA web site at http://www.nga.org

The information contained in this electronic transmission, including any attachments, is for the exclusive use of
the intended recipient(s) and may contain information that is privileged, proprietary, and/or confidential. If the
reader of this transmission is not an intended recipient, or a person responsible for delivering it to the intended
recipient, you are hereby notified that any review, dissemination, distribution, or copying of this communication
is strictly prohibited. If you have received this communication in error, please immediately notify the sender and
delete this message.

---
You are currently subscribed to [hhsreps] as katie.altshuler@gov.ok.gov..
To unsubscribe, send a blank email to leave-202832-
158951.5197054f2ff0f9a4fe9eed35b4d6bd43@talk.nga.org..

Visit the NGA web site at http://www.nga.org
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From: Jacobs, Chris (RPC)
To: Jacobs, Chris (RPC)
Subject: More HHS Misinformation on Preventive Services
Date: Thursday, December 29, 2011 1:00:06 PM

As we previously noted, yesterday the Administration released a blog post claiming eight ways in
which Obamacare is helping Americans.  One of the eight “benefits” highlighted was “free
preventive services” – not “free of cost-sharing,” mind you, but characterized in the blog post as
being absolutely “free.”  This claim is clearly false, as the Administration’s own rule regarding
preventive services noted; here’s just a small excerpt from that rule:
 

The Departments calculated an estimate of the average impact using the information from
the analyses described above, using estimates of the number of individuals in non-
grandfathered health plans in the group and individual markets in 2011.  The Departments
estimate that premiums will increase by approximately 1.5 percent on average for
enrollees in non-grandfathered plans.

 
The blog post raises an obvious question: How can “free preventive services” raise premiums by
1.5 percent – or conversely, if they raise premiums by ANY amount, how can the Administration
claim they are “free?” 
 
Of course, last year Secretary Sebelius herself sent a very public letter to insurers attacking their
supposed “misinformation.”  Given HHS’ own allegations about others’ supposed misinformation, it
will be interesting indeed to see whether the Administration makes any attempt to correct what is a
clear factual error on its part.
 
Chris Jacobs
Health Policy Analyst
Republican Policy Committee
(202) 224-2946
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From: Marie Sanderson
To: Marie Sanderson
Cc: Lindsay Russell; Mike Schrimpf; Jon Thompson
Subject: More Medicaid articles
Date: Saturday, June 30, 2012 2:36:53 PM

NYT:  Reluctance in Some States Over Medicaid Expansion
http://www.nytimes.com/2012/06/30/us/politics/some-states-reluctant-over-medicaid-expansion.html?_r=1
 
RED STATES' MEDICAID POWER PLAY | POLITICO
http://mobile.politico.com/iphone/story/0612/78040.html
 
 
NY Times: Reluctance in Some States Over Medicaid Expansion
By ROBERT PEAR and MICHAEL COOPER
WASHINGTON — Millions of poor people could still be left without medical insurance under the national health care law if states take an

option granted by the Supreme Court and decide not to expand their Medicaid programs, state officials and health policy experts said Friday.

Republican officials in more than a half-dozen states said they opposed expanding Medicaid or had serious doubts about it, even though the

federal government would pick up all the costs in the first few years and at least 90 percent of the expenses after that.

While upholding the most hotly debated part of the health care overhaul law — a requirement that most Americans have health insurance or

pay a penalty — the Supreme Court said in its ruling on Thursday that states did not have to expand Medicaid as Congress had intended —

leaving a huge question mark over the law’s mechanism for providing coverage to 17 million of the poorest people.

In writing the law, Congress assumed that the poorest uninsured people would gain coverage through Medicaid, while many people with

higher incomes would receive federal subsidies to buy private insurance. Now, poor people who live in a state that refuses to expand its

Medicaid program will find themselves in a predicament, unable to obtain either Medicaid or subsidies.

That potential gap will probably lead to ferocious statehouse battles in the coming year, as states weigh whether to accept billions of dollars in

federal aid to pay for expanded coverage. The health care industry, sensing the skepticism in some states, is preparing a campaign to persuade

state officials to accept the money for coverage of the uninsured.

But already, governors in Kansas, Nebraska and South Carolina, among other states, have said they would have difficulty affording even the

comparatively small share of costs that states would eventually have to pay.

Gov. Dave Heineman of Nebraska, a Republican who is chairman of the National Governors Association, indicated that he was against

expanding Medicaid eligibility.

“As I have said repeatedly, if this unfunded Medicaid expansion is implemented, state aid to education and funding for the University of

Nebraska will be cut or taxes will be increased,” Mr. Heineman said.

In South Carolina, Rob Godfrey, a spokesman for Gov. Nikki R. Haley, said, “We’re not going to shove more South Carolinians into a broken

system that further ties our hands when we know the best way to find South Carolina solutions for South Carolina health problems is through

the flexibility that block grants provide.”

In New Hampshire, State Representative Andrew J. Manuse said he and other Republicans were already working to block the expansion of

Medicaid. “We can’t afford it,” Mr. Manuse said. “It’s as simple as that. Thank God the Supreme Court gave us an option.”

Obama administration officials played down such concerns. Michael Hash, a senior official at the federal Department of Health and Human

Services, said he believed that all states would eventually decide to expand Medicaid. Democratic governors like Pat Quinn in Illinois and

Christine Gregoire in Washington welcomed the opportunity to help more of their constituents through Medicaid.

Republican governors in Wisconsin and Louisiana said they would wait to see the results of November’s elections before deciding whether to

expand Medicaid, in the hope that Mitt Romney will be elected president and undo the health care law. “That’s why we have refused to

implement the Obamacare health exchange or the Medicaid expansion,” said Gov. Bobby Jindal of Louisiana.

Under the law, subsidies are available to people with incomes from the poverty level up to four times that amount, but not to people with

incomes below the poverty level ($23,050 for a family of four).

The federal government would initially pay all the cost of expanding Medicaid to 133 percent of the poverty level. The state share would slowly
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rise to 10 percent of the cost by 2020.

“Because the expansion is such a good deal for states, they should move forward and cover low-income adults in their states,” said Judith

Solomon, a health policy analyst at the Center on Budget and Policy Priorities, a liberal-leaning research and advocacy group. “But what

happens in states that do not go ahead and provide coverage? The poorest adults — primarily parents and other adults working for low wages

— will be left out in the cold.”

While states typically leapt at such offers of federal largess in the past, a growing number of Republicans have declined federal aid in recent

years — turning down billions of dollars in federal money to build railroads in Wisconsin, Ohio and Florida, for instance, and initially balking at

accepting some of the money in the 2009 stimulus law.

In Ohio, where Gov. John R. Kasich has expressed concern about the added health care costs, officials said that they were anticipating higher

Medicaid expenses quite apart from the expansion in eligibility. The new requirement for people to have health insurance, they said, could

bring several hundred thousand people who are already eligible for Medicaid into the state’s program, at a cost of $940 million in the first two

years.

Lt. Gov. Mary Taylor, a Republican who is director of the Ohio Department of Insurance, said in an interview that even though the federal

government would pick up all of the costs in the first few years of expanded coverage, “our concern is we can’t make decisions for the short

term.”

And in New Jersey, Gov. Chris Christie, a Republican, called the ruling giving states the choice of whether to expand Medicaid “a ray of

sunshine in an otherwise cloudy day.”

Another Republican governor, Phil Bryant of Mississippi, also cast doubt on the expansion, saying. “I would resist any expansion of Medicaid

that could result in significant tax increases or dramatic cuts to education, public safety and job creation.”

Health care providers who treat low-income patients strongly support the expansion of coverage.

Richard J. Umbdenstock, the president of the American Hospital Association, said that hospitals around the country would lobby for the

Medicaid expansion. “If states do not avail themselves of this opportunity,” he said, “the federal money will go to other states, and hospitals

will be left with large numbers of the uninsured.”

Nancy M. Schlichting, chief executive of the Henry Ford Health System in Detroit, said she “absolutely will lobby” for the expansion of

Medicaid. She said she expected Gov. Rick Snyder, a Republican, to support the expansion, but she added, “he may have trouble” getting it

through the Michigan Legislature.

Congress has repeatedly expanded Medicaid in the last 25 years, and states often had new sources of revenue, like money from the settlement

of lawsuits against major tobacco companies. “But this time is different,” said Dennis G. Smith, secretary of the Wisconsin Department of

Health Services. “Virtually all states are struggling to sustain their current Medicaid programs.”

Illinois, facing severe financial problems, has already delayed Medicaid payments to some health care providers.

“Many hospitals are not being paid for six months or more after they provide services and file claims,” said Danny Chun, a spokesman for the

Illinois Hospital Association. “Illinois is dead broke.”

Robert Pear reported from Washington, and Michael Cooper from New York.

*********************************************************************************************************************

RED STATES' MEDICAID POWER PLAY | POLITICO

The Supreme Court ruling left the Democratic health care law intact — but it also left Republicans in a stronger bargaining position when it
comes to Medicaid.

The ruling gives them the right to opt out of the Medicaid expansion envisioned under the law. But they know one thing: President Barack
Obama wants them to stay in, and so many might just go along and take the money — after they’ve squeezed out as many other concessions
as they can get from the feds.

(See also: Full coverage of the health care reform decision)

One of the most health care-savvy governors, Louisiana’s Bobby Jindal, is already wondering whether this creates a backdoor way to achieve
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the Holy Grail for Republican governors — turning his federal Medicaid dollars into a block grant.

“I believe [the feds] can go to the states and negotiate” to convert their Medicaid dollars into unrestricted lump payments “for states that want
to do this,” Jindal said Friday in a call with reporters.

There’s a long road to get from Thursday’s ruling to serious negotiations, of course.

(Also on POLITICO: 6 SCOTUS takeaways)

Several governors immediately responded to the ruling by hinting they won’t expand their Medicaid program — though most have been careful
to leave themselves an out in case they decide it’s to their advantage.

“I would resist any expansion of Medicaid that could result in significant tax increases or dramatic cuts to education, public safety and job
creation,” Mississippi Gov. Phil Bryant said in a statement.

Even Texas Gov. Rick Perry isn’t saying “never” to a Medicaid expansion. “The governor’s office will be working with Attorney General Abbott
and appropriate state agencies to determine the impact of yesterday’s Supreme Court decision on the state of Texas, and the appropriate
course of action moving forward,” Perry spokesman Josh Havens said in an email. “Gov. Perry will stand up and do what is right for Texas, based
on the priorities of fiscal responsibility and the best interests of Texas taxpayers.”

Of course, there’s a lot of political pressure on Republicans to take advantage of a court-sanctioned escape from a major health reform
provision.

Republicans on Capitol Hill are sending signals to their governors that they should use it if they know what’s good for them.

“The more states that would do that, I think the better,” said Florida Rep. Tom Rooney. “Anything that a state can do to try to water [health
reform] down, the better.”

But if Republicans don’t sweep Washington in the fall and manage to repeal the health care law, governors could have very different pressures
weighing on them when budget time comes around.

That’s why many experts believe that states could still come to the table. And digging in their heels now may actually strengthen their
bargaining position when negotiations begin.

“You have two sets of calculus, the fiscal calculus and the political calculus,” said Diane Rowland, executive director of the Kaiser Commission
on Medicaid and the Uninsured. Bypassing expansion not only means leaving “money on the table,” she said — it also means the states would
have to pay the price tag for leaving millions uninsured.

The federal government will pick up all of the extra costs of insuring everyone who joins Medicaid under the expansion, at first, and then phase
down to covering 90 percent of the costs. Under the health reform law, the program — now targeted at poor kids and the low-income disabled
— will cover everyone under 133 percent of the federal poverty line starting in 2014.

The Congressional Budget Office estimated that if all 50 states enacted the expansion, they would spend 2.8 percent more between 2014 and
2022 than they would spend by leaving their programs as they are.

But this actually overstates the cost to states, according to an analysis by the Center on Budget and Policy Priorities. States pick up some of the
expenses for hospitals that treat people who have no insurance — and they will save these funds if they allow the Medicaid program to insure
them almost entirely on the federal government’s dime.

And the hospitals will be pushing hard to get their governors to sign up. They still are left on the hook for much of the care they provide to the
uninsured, and they want as many of their poor patients enrolled in Medicaid as possible.

Not everyone agrees with this math, of course. Many state lawmakers, who have been struggling with the costs of their Medicaid programs
since the recession began, worry that the additional burden is more than they can bear.

“Medicaid is already crushing state budgets all over America,” said Virginia Gov. Bob McDonell, who chairs the Republican Governors
Association. “This is a colossal expansion of Medicaid spending.”

But if they play the game right, states might be able to benefit from the increased federal dollars and get to make some of the changes to their
existing programs that they believe will bring down costs.

These include some market-driven reforms favored by conservatives, which might give them a way to harmonize the “political and fiscal
calculus.” They can say to their critics on the right that they only took “Obamacare” dollars to make their Medicaid programs more market-
driven.

While Jindal’s hope of getting HHS to remove all strings to federal Medicaid dollars may be ambitious, there are other options that may be
more realistic for Republican governors dealing with a Democratic administration.

For example, they could expand a pilot program begun in five Florida counties to allow beneficiaries to choose between competing private
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health care plans instead of enrolling in government-run Medicaid. They also could ask for the authority to let Medicaid beneficiaries set up
health savings accounts and charge them copayments, so that they are more sensitive to the cost of their care.

And both conservative and liberal experts predict HHS will be satisfied if they only agree to cover people with incomes under 100 percent of
the federal poverty level, instead of 133 percent as the health reform law requires. Those between 100 percent and 133 percent will be able to
get heavily subsidized private insurance in the exchanges, though beneficiary advocates worry that people at this income level won’t be able to
afford even modest premiums and out-of-pocket spending in private plans.

“They want Medicaid reform — they don’t want to expand the program as is,” said Douglas Holtz-Eakin, who has advised President George W.
Bush and Sen. John McCain.

With the Supreme Court’s help, they now stand a better chance of getting their way.

Kathryn Smith and Manu Raju contributed to this report.

This article first appeared on POLITICO Pro at 5:03 p.m. on June 29, 2012.

 
 
 
 
Marie Thomas Sanderson
Policy Director
Republican Governors Association (RGA)
MSanderson@rga.org
Republican Governors Public Policy Committee (RGPPC)

Office (202) 464- 8556
Cell 
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From: Jacobs, Chris (JEC)
To: Jacobs, Chris (JEC)
Subject: More Misinformation from the Obama Campaign
Date: Tuesday, October 23, 2012 9:44:02 AM

The President’s campaign is releasing a booklet this morning featuring the President’s re-election
“plans.”  Unfortunately, many of them involve funny money and fuzzy math.  Take for instance the
section on retirement security, which claims that Obamacare “strengthened Medicare by cutting
overpayments to insurance companies and cracking down on billions in health care waste, fraud and
abuse.  The President added eight years to the Medicare Trust Fund.”
 
There’s just one problem with these assertions – they aren’t true.  Take the claims about “waste,
fraud, and abuse.”  First, Obamacare’s $300 billion in cuts to Medicare Advantage will reduce the
program’s enrollment by half and plan choices by two-thirds.  Moreover, the non-partisan Medicare
actuary said that Obamacare would have a direct impact on beneficiaries in traditional Medicare as
well.  He has concluded that over the long-term, up to 40 percent of providers would become
unprofitable due to Obamacare, and could “have to withdraw from providing services to Medicare
beneficiaries.”  Earlier this month, an Alabama hospital took a different course – it decided to shut
down entirely, due to the impact of Obamacare on its business model.
 
As to the claims that Obamacare extends the life of the Medicare trust fund, the Congressional
Budget Office takes a dim view toward such statements.  The non-partisan CBO said that the
Medicare reductions in Obamacare “will not enhance the ability of the government to pay for future
Medicare benefits” – because those savings will be used to fund other unsustainable entitlements. 
If the President wants to use the Medicare savings provisions to extend the life of the Medicare
trust fund – and not to fund the new entitlements created by the law – the Congressional Budget
Office previously estimated what the fiscal impact would be:  “A net increase in federal deficits of
$260 billion” through 2019.
 
In 2010, President Obama himself admitted in an interview that Obamacare could not rely on
double counting, when he stated that “You can’t say that you are saving on Medicare and then
spending the money twice.”  The fact that the President is now reversing his own earlier claims
shows how badly Obamacare has failed, and how desperate the President is to win re-election.
 
Chris Jacobs
Senior Policy Analyst
Joint Economic Committee
Senate Republican Staff
(202) 224-5171
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From: Jacobs, Chris (RPC)
To: Jacobs, Chris (RPC)
Subject: More Obamacare Gimmickry Exposed
Date: Monday, January 23, 2012 2:14:04 PM

In addition to a discussion of rationing, the New Yorker article on the Obama presidency also
includes nuggets further undermining the allegation that Obamacare was a fiscally responsible
measure.  In a passage relating details of the President’s February 2010 budget submission, reporter
Ryan Lizza noted that the President’s advisers “told [Obama] that he needed to cut $85 billion in
spending in order to submit a fiscally credible budget to Congress.”  So what did they do?
 

“They resorted to gimmickry.…The White House could also save billions by fiddling with
the way it presented savings from Obama’s health care reform bill.  Check.”

 
The article doesn’t reveal what specific gimmicks the White House used regarding Obamacare in the
February 2010 budget; some would argue that’s because the bill was full of so many gimmicks that it
would be difficult to highlight a single one.  However, we do know – because liberal groups recently
admitted this fact – that by the early 2010 timeframe discussed in Lizza’s piece, the Administration
knew privately that the CLASS Act Ponzi scheme was fiscally unsustainable.  But did the
Administration admit this fact publicly?  Heavens no.  Instead they relied on tens of billions of dollars
in fake savings from CLASS to argue that the bill was paid for – while knowing full well these
“savings” would never materialize.
 
Lizza’s piece also notes that the Obama domestic agenda was based upon “unrealistic assumptions
made during the campaign.”  And how.  A bill estimated to cost “$50-65 billion a year when fully
phased in” in reality will cost more than $200 billion by the end of the decade – and a promise to
cut premiums by $2500 per family has turned into a law that will instead raise insurance premiums
on the individual market by $2,100 per household.
 
Back in 2010, then-OMB head Peter Orszag – piqued at those who would question his fiscal self-
righteousness – wrote a blog post stating that Obamacare was not relying on a “business-as-usual
Washington gimmick.”  Republicans knew all along that these statements were at best highly
skeptical, and at worst downright disingenuous.  As more and more time transpires, the record
increasingly shows that Democrats knew the exact same thing.
 
Chris Jacobs
Health Policy Analyst
Republican Policy Committee
(202) 224-2946
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From: Jacobs, Chris (RPC)
To: Jacobs, Chris (RPC)
Subject: More on Friday"s Obamacare Court Ruling
Date: Monday, August 15, 2011 7:00:13 AM

As previously reported, on Friday afternoon the 11th Circuit Court of Appeals in Atlanta issued a
ruling striking down Obamacare’s individual mandate, but preserving the rest of the law.  Below are
some key points and excerpts from the 304-page ruling and accompanying dissent.
 
The Issue:  “Properly formulated, we perceive the question before us to be whether the federal
government can issue a mandate that Americans purchase and maintain health insurance from a
private company for the entirety of their lives.” (Page 112)

 
Unprecedented Nature of the Mandate:  The opinion walks through the history of the national
flood insurance program’s pitfalls, to make the following point: “Despite the unpredictability of
flooding, the inevitability that floods will strike flood plains, and the cost shifting inherent in
uninsured property owners seeking disaster relief funds, Congress has never taken the obvious and
expedient step of invoking the power the government now argues it has and forcing all property
owners in flood plains to purchase insurance” (Page 119)

 
Intrusive Scope of the Mandate:  Discussing the case of Wickard v. Filburn, a 1930s Supreme Court
case in which a farmer was penalized for growing wheat on his own farm for self-consumption, the
majority wrote that “Although Wickard represents the zenith of Congress’s powers under the
Commerce Clause, the wheat regulation therein is remarkably less intrusive than the individual
mandate….The wheat-acreage regulation imposed by Congress, even though it lies at the outer
bounds of the commerce power, was a limitation—not a
mandate—and left Filburn with a choice.  The Act’s economic mandate to purchase insurance, on
the contrary, leaves no choice and is more far-reaching….Individuals subjected to this economic
mandate have not made a voluntary choice to enter the stream of commerce, but instead are
having that choice imposed upon them by the federal government.” (Pages 122-23)
 
“From a doctrinal standpoint, we see no way to cabin the government’s theory only to decisions not
to purchase health insurance….We are unable to conceive of any product whose purchase Congress
could not mandate under this line of argument.” (Page 125)
 
Broad Scope of the Mandate:  “In sum, the individual mandate is breathtaking in its expansive
scope.  It regulates those who have not entered the health care market at all.  It regulates those who
have entered the health care market, but have not entered the insurance
market (and have no intention of doing so).  It is overinclusive in when it regulates: it conflates those
who presently consume health care with those who will not consume health care for many years
into the future.  The government’s position amounts to an argument that the mere fact of an
individual’s existence substantially affects interstate commerce, and therefore Congress may
regulate them at every point of their life.  This theory affords no limiting principles in which to
confine Congress’s enumerated power.” (Pages 130-31)
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No Limiting Principles – aka Health Care is NOT “Unique”:  “The first problem with the
government’s proposed limiting factors is their lack of constitutional relevance.  These five factual
criteria comprising the government’s “uniqueness” argument are not limiting principles rooted in
any constitutional understanding of the commerce power.  Rather, they are ad hoc factors that—
fortuitously—happen to apply to the health insurance and health care industries.  They speak more
to the complexity of the problem being regulated than the regulated decision’s relation to interstate
commerce.  They are not limiting principles, but limiting circumstances.” (Page 132)
 
“Were we to adopt the “limiting principles” proffered by the government, courts would sit in
judgment over every economic mandate issued by Congress, determining whether the level of
participation in the underlying market, the amount of cost-shifting, the unpredictability of need, or
the strength of the moral imperative were enough to justify the mandate.” (Page 134)
 
“Ultimately, the government’s struggle to articulate cognizable, judicially administrable limiting
principles only reiterates the conclusion we reach today: there are none.” (Page 137)
 
Federal Mandate Overrides State Sovereignty:  “We recognize the argument that, if states can
issue economic mandates, Congress should be able to do so as well.  Yes, some states have exercised
their general police power to require their citizens to buy certain products—most pertinently, for
our purposes, health insurance itself.  But if anything, this gives us greater constitutional concern,
not less.  Indeed, if the federal government possesses the asserted power to compel individuals to
purchase insurance from a private company forever, it may impose such a mandate on individuals in
states that have elected not to employ their police power in this manner.  After all, if and when
Congress actually operates within its enumerated commerce power, Congress, by virtue of the
Supremacy Clause, may ultimately supplant the states.  When this occurs, a state is no longer
permitted to tailor its policymaking goals to the specific needs of its citizenry.  This is precisely why it
is critical that courts preserve constitutional boundaries and ensure that Congress only operates
within the proper scope of its enumerated commerce power.
“In sum, the fact that Congress has enacted this insurance mandate in an area of traditional state
concern is a factor that strengthens the inference of a constitutional violation.  When this federalism
factor is added to the numerous indicia of constitutional infirmity delineated above, we must
conclude that the individual mandate cannot be sustained as a valid exercise of Congress’s power to
regulate activities that substantially affect interstate commerce.” (Pages 155-57)
 
Mandate Is Neither Necessary Nor Proper:  “The mere placement of a particular regulation in a
broader regulatory scheme does not, ipso facto, somehow render that regulation essential to that
scheme.  It would be nonsensical to suggest that, in announcing its “larger regulatory scheme”
doctrine, the Supreme Court gave Congress carte blanche to enact unconstitutional regulations so
long as such enactments were part of a broader, comprehensive regulatory scheme.  We do not
construe the Supreme Court’s “larger regulatory scheme” doctrine as a magic words test, where
Congress’s statement that a regulation is “essential” thereby immunizes its enactment from
constitutional inquiry.  Such a reading would eviscerate the Constitution’s enumeration of powers
and vest Congress with a general police power” (Pages 162-63)
 
“The individual mandate does not remove an obstacle to Congress’s regulation of insurance
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companies.  An individual’s uninsured status in no way interferes with Congress’s ability to regulate
insurance companies.  The uninsured and the individual mandate also do not prevent insurance
companies’ regulatory compliance with the Act’s insurance reforms.  At best, the individual mandate
is designed not to enable the execution of the Act’s regulations, but to counteract the significant
regulatory costs on insurance companies and adverse consequences stemming from the fully
executed reforms.  That may be a relevant political consideration, but it does not convert an
unconstitutional regulation (of an individual’s decision to forego purchasing an expensive product)
into a constitutional means to ameliorate adverse cost consequences on private insurance
companies engendered by Congress’s broader regulatory reform of their health insurance
products.” (Pages 164-65)
 
Individual Mandate is NOT a Tax:  “It is not surprising to us that all of the federal courts, which have
otherwise reached sharply divergent conclusions on the constitutionality of the individual mandate,
have spoken on this issue with clarion uniformity.  Beginning with the district court in this case, all
have found, without exception, that the individual mandate operates as a regulatory penalty, not a
tax. (Page 173)  Note that the position that the mandate is not a tax was also upheld in the opinion’s
dissent.
 
Severability:  The multiple features of the individual mandate all serve to weaken the mandate’s
practical influence on the two insurance product reforms [i.e., guaranteed issue and community
rating].  They also weaken our ability to say that Congress considered the individual mandate’s
existence to be a sine qua non for passage of these two reforms.  There is tension, at least, in the
proposition that a mandate engineered to be so porous and toothless is such a linchpin of the Act’s
insurance product reforms that they were clearly not intended to exist in its absence. (Page 202)
 
“We are not persuaded that it is evident (as opposed to possible or reasonable) that Congress would
not have enacted the two
reforms in the absence of the individual mandate.” (Page 204)
 
 
Dissent:  The dissenting opinion alleges that the majority “has ignored the undeniable fact that
Congress’ commerce power has grown exponentially over the past two centuries, and is now
generally accepted as having afforded Congress the authority to create rules regulating large areas
of our national economy.” (Pages 208-09)  It further discusses the “expansive powers” granted
Congress under the commerce clause, noting that “Creating an artificial doctrinal distinction
between activity and inactivity is thus novel and unprecedented, resembling the categorical limits on
Congress’ commerce power the Supreme Court swept away long ago.” (Page 231)  Despite this self-
described expansive power, the dissent then attempts to argue that upholding the mandate would
not raise questions about the limits of federal power, because future courts would address that
issue (in ways not expressed in the ruling): “I have little doubt that the federal courts will be fully
capable of addressing future problems raised in future cases in the fullness of time.” (Page 261)
 
Even though the dissent alleges that “the majority would presume to sit as a superlegislature” by
scrutinizing Congressional findings regarding the commerce clause (Page 243), it goes on to argue
that, if the mandate must be stricken as unconstitutional, “the guaranteed issue and community
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rating provisions necessarily rise and fall with the individual mandate,” and thus should have been
stricken with the mandate itself. (Page 268n)  Some may argue that, rather than determining which
provisions of the statute “necessarily rise and fall” with the mandate, as the dissent implies, the
majority should have stricken the entire statute, as the trial court did.  Regardless, it is worth noting
that the same dissent that criticizes the majority for acting as a superlegislature likewise criticized
the majority for not attempting to divine other portions of the statute that needed to be stricken
with the mandate itself.
 
Chris Jacobs
Health Policy Analyst
Republican Policy Committee
(202) 224-2946
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From: Jacobs, Chris (RPC)
To: Jacobs, Chris (RPC)
Subject: More on Yesterday"s Report on Health Spending
Date: Tuesday, January 10, 2012 6:54:36 AM

As we pointed out yesterday, the Medicare actuaries reported that health spending rose by 3.9% in
2010, to a whopping $2.6 trillion, or $8,402 per person.  Other interesting facts related to the
report, which can be found here on the Health Affairs website (subscription required):
 

·         As we noted, the ongoing recession was the prime reason for the slowdown in spending
growth.  The actuaries found that growth in use and intensity of services was virtually flat in
2010, compared to an average 3.3 percent growth from 2000-06.  This change reflects the
fact that individuals are forgoing care due to financial concerns in the recession.
 

·         The actuaries concluded that “the projected net effect of [Obamacare’s] provisions on
health spending in 2010 was approximately 0.2 percentage point.”  This conclusion is
consistent with the actuary’s prior assertion that the law will raise overall health spending by
$310,800,000,000 in its first decade alone.  It is NOT consistent with candidate Obama’s
repeated promises to CUT premiums by an average of $2,500 per family by the end of his
first term.

 
·         The White House blog post on the report claimed that “the important Patient’s Bill of Rights

protections” in Obamacare “did not have a measurable effect on health spending.”  That
raises an obvious question:  If the supposed benefits had no measurable effect on
spending, how important could they possibly be…?
 

·         Government spending as a share of overall health expenditures rose from 41% in 2007 to
45% in 2010.  Likewise, the federal share of overall health spending “increased substantially
in the past three years – rising to 29% in 2010, up from 23% in 2007.”  In dollar terms,
federal spending on health care grew by a whopping 40% in the past four years alone –
from $530 billion in 2007 to $743 billion in 2010.  That spike in federal spending came
BEFORE the major provisions of Obamacare take effect, making it a harbinger of things to
come.
 

·         The report noted that 2010 “was the first year of single-digit growth in Medicare Advantage
enrollment since 2005.”  This trend is a mere precursor to the effects Obamacare will wreak
on Medicare Advantage plans; one report concluded that Obamacare by 2017 will cut
Medicare Advantage enrollment in half, and cut plan choices by two-thirds.

 
Overall, the report concludes that health spending continues to rise, though at unusually low levels,
and this latter trend was due largely to the ongoing economic recession.  In short, it demonstrates
why both the “stimulus” AND Obamacare have failed to accomplish their intended goals – the
former to return the country to work, and the latter to cut premiums in absolute terms, as candidate
Obama promised.
 
Chris Jacobs
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Health Policy Analyst
Republican Policy Committee
(202) 224-2946
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From: Jacobs, Chris (JEC)
To: Jacobs, Chris (JEC)
Subject: More Reasons Why Obamacare Is the Wrong Approach to Lowering Costs
Date: Thursday, October 11, 2012 11:04:07 AM

The Wall Street Journal reports this morning on yet another study finding that reforms to change the
delivery system of health care have failed to produce their intended results:

A high-profile Medicare policy that sought to reduce certain hospital-acquired infections by
cutting payments tied to treating them turned out to have no impact, according to a new
study in the New England Journal of Medicine.  The study…found "no evidence" that the
shift had any measurable impact on the infections, which were already decreasing before
the change went into effect.  The study follows other research that has cast doubt on the
effectiveness of some efforts to tie reimbursement to quality-improvement efforts in health
care, an approach that is being considerably ramped up under the federal health overhaul.

 
While this particular initiative pre-dates Obamacare, the health law builds on the same concept –
that federal bureaucrats can reduce Medicare costs by engaging in various tweaks to the health care
delivery system.  Unfortunately, however, several other recent studies have come to the same
conclusions as this morning’s report – that these efforts to “build a better mousetrap” in Medicare
will not succeed in reducing costs:
 

·         A paper in Health Affairs (subscription required) released last week found that even
“aggressive” improvements in performance measures by accountable care organizations
caring for diabetic patients would result in minimal cost savings – and “after the costs of
performance improvement, such as additional tests or visits, are accounted for,” those
minimal cost savings could become cost increases.  In other words, an initiative the
Administration has trumpeted as “bringing real change to a health care system that has
cost us too much” won’t have much impact on reducing costs.

·         A recent analysis of North Carolina’s patient-centered medical home initiative found the
program yielded no budgetary savings, contrary to expectations.

·         More broadly, the Congressional Budget Office noted earlier this year in a major report that
most Medicare demonstration programs over the past several decades have NOT saved
money – re-iterating the above findings, and again suggesting Obamacare’s efforts to
control costs by micro-managing Medicare in a slightly different fashion won’t work.

 
In an article this morning, the New York Times notes that “in the 2008 campaign, Mr. Obama often
told voters that he would lower premiums by $2,500 a year per family ‘by the end of my first term
as president.’  It has not happened…”  That fact should be glaringly obvious to anyone who has paid
a health insurance premium in recent months.  And the events of the past few weeks demonstrate
both why Obamacare has failed to lower costs thus far, and is also unlikely to lower costs in the
future.
 
Chris Jacobs
Senior Policy Analyst
Joint Economic Committee
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Senate Republican Staff
(202) 224-5171
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From: Jacobs, Chris (RPC)
To: Jacobs, Chris (RPC)
Subject: More Washington Mandates Released
Date: Friday, August 12, 2011 9:11:22 AM

This morning the Administration released three new proposed rules that would implement
significant portions of Obamacare: rules regarding Medicaid eligibility determinations, Exchange
eligibility determinations, and premium subsidies.  These three rules comprise 409 new pages of
Washington mandates on individuals, employers, and states.  The word “require” appears in the
three rules a total of 435 times (208 in the Medicaid rule, 146 in the Exchange rule, and 81 in the
premium subsidy rule).
 
Several major questions surrounded these rules prior to their release, and a preliminary review of
the rules provides answers to a couple of key questions.  First, page 37 of the Medicaid eligibility
rule confirms that – as previously reported by the Associated Press – the Administration is using a
statutory definition of income that will result in millions of middle-class retirees obtaining “free”
taxpayer-funded Medicaid benefits, because the new definition of income being used under
Obamacare disregards Social Security benefits as income.  The rule also notes that this provision will
raise state Medicaid costs, and the unfunded mandates that Obamacare places on states:
 

Under this regulation as proposed, we also are applying the section 36B rules and definitions
of Social Security benefits under title II of the Act.  Such benefits count as income for the
purpose of determining eligibility for Medicaid under pre-Affordable Care Act treatment of
income, but certain amounts of Social Security benefits are not counted as income under
the 36B definition of MAGI.  The section 36B treatment of Social Security benefits may
increase State Medicaid costs, as some individuals who receive Social Security benefits
would gain Medicaid eligibility using the 36B definitions.  The Administration is concerned
about this unintended consequence and is exploring options to address it, including a
modification of the section 36B treatment of Social Security benefits through regulation.
 We seek comment on this issue, including how any modification of the proposed regulation
may affect eligibility for premium tax credits for enrollment in a qualified health plan
through the Exchange and how any potential gaps in coverage that may be created by such
modification could be minimized.

 
Second, pages 16-17 of the premium subsidy regulations confirm that the “affordability” test under
the employer “firewall” applies only to individual and not to family coverage.  In other words, if an
employee is offered coverage by his employer, and the coverage for that worker alone costs less
than 9.5% of his income, he (and his family) will be ineligible for Exchange subsidies, regardless of
whether family coverage costs more than 9.5% of his household income.  (See more information
here.)  The rules do indicate however that the Administration’s forthcoming regulations
implementing the individual mandate would exempt a family from the mandate’s penalties under
such a scenario – families wouldn’t have affordable coverage, and they wouldn’t qualify for
insurance subsidies, but they wouldn’t be penalized for not obtaining coverage either. (How is that
any different from the status quo now?)  The relevant section of the regulations is below:
 

The statutory language specifies that for both employees and others (such as spouses or
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dependents) who are eligible to enroll in employer-sponsored coverage by reason of their
relationship to an employee (related individuals), the coverage is unaffordable if the
required contribution for “self-only” coverage (as opposed to family coverage or other
coverage applicable to multiple individuals) exceeds 9.5 percent of household income.  See
Joint Committee on Taxation, General Explanation of Tax Legislation Enacted in the 111th
Congress, JCS-2-11 (March 2011) at 265 (stating that, for purposes of the premium tax
credit provisions of the Act, “[u]naffordable is defined as coverage with a premium required
to be paid by the employee that is more than 9.5 percent of the employee’s household
income, based on the self-only coverage”).
 
Consistent with these statutory provisions, the proposed regulations provide that an
employer-sponsored plan also is affordable for a related individual for purposes of section
36B if the employee’s required contribution for self-only coverage under the plan does not
exceed 9.5 percent of the applicable taxpayer’s household income for the taxable year, even
if the employee’s required contribution for the family coverage does exceed 9.5 percent of
the applicable taxpayer’s household income for the year.
 
Although the affordability test for related individuals for purposes of the premium tax credit
is based on the cost of self-only coverage, future proposed regulations under section 5000A
are expected to provide that the affordability test for purposes of applying the individual
responsibility requirement to related individuals is based on the employee’s required
contribution for employer-sponsored family coverage.  Section 5000A addresses
affordability for employees in section 5000A(e)(1)(B) and, separately, for related individuals
in section 5000A(e)(1)(C).

 
We will have more on the regulations as it becomes available.
 
Chris Jacobs
Health Policy Analyst
Republican Policy Committee
(202) 224-2946
 

2674



From: Jacobs  Chris (RPC)
To: Jacobs  Chris (RPC)
Subject: Mr. President, About That $2,500 Premium Reduction...
Date: Monday, December 12, 2011 11:11:23 AM

The President’s 60 Minutes interview broadcast last night included a revealing exchange on health care.  When asked by Steve Kroft,
“Why do you think you deserve to be re-elected?  What have you accomplished?” the President responded by saying his
accomplishments included “putting in place a system in which we’re gonna start lowering health care costs.”
 
Never mind that the Medicare actuary has actually stated that health spending will RISE thanks to Obamacare, to the tune of at least
$310,800,000,000.  On the signature promise – lower premium costs – of his signature issue – health care – Obama has abandoned the
middle class, not helped them.  Candidate Obama repeatedly promised his health care plan would LOWER premiums by $2,500 per
family, and do so within his first term.  But the price of the average employer-sponsored plan ROSE by more than $2,200 per family since
Obama was first elected in 2008, according to studies from the Kaiser Family Foundation. 
 
If President Obama wishes to justify his re-election campaign on the grounds that he passed a bill lowering health care costs, he needs
to live up to candidate Obama’s VERY explicit promises.  And by this metric, Obama owes American families nearly $5,000 per year –
that’s the difference between a $2,200 premium increase and a $2,500 promised premium reduction.  But rather than giving
American families a check they can take to the bank, Obamacare instead gave them a promissory note – a check which has come back
marked “Insufficient Funds.”
 
In a separate interview with Steve Kroft last year, the President gave retrospective thoughts on the health care debate: “You know I
think what I would have done is to be more scrupulous about sticking to some of the commitments I had made in how to get it done.” 
Unfortunately, struggling middle class families are paying every month for the President’s failure to deliver – and will continue to do so
for years to come.

Chris Jacobs
Health Policy Analyst
Republican Policy Committee
(202) 224-2946
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MISSISSIPPI INSURANCE DEPARTMENT 
MIKE CHANEY 

Commissioner of Insurance 
Slate Are Marshal 

MARK HAIRE 
Deputy Commissioner of Insurance 

501 N. WEST STREET, SUITE 1001 
WOOLFOLK BUILDING 

JACKSON, MISSISSIPPI 39201 
VNN/.mld.state.ms.us 

September 22, 2011 

Via Electronic Submission at http://www.regulations.gov 

Donald M. Berwick, M.D., M.P.P. 
Administrator 
Centers for Medicare & Medicaid Services 
Depattment of Health and Human Services 
Attention: CMS-9989-P 
Mail Stop C4-26-05 
7500 Security Boulevard 
Baltimore, MD 21244-1850 

MAILING ADDRESS 
Post Office Box 79 

Jackson, Mississippi 39205-0079 
TElEPHONE: (601) 359-3569 

FAX: (601) 359-2474 

Re: Patient Protection and Affordable Care Act; Establishment of Exchanges and 
Qualified Health Plans (File Code CMS-9989-P) 
Comment on Section 155.110 Entities Eligible to Carry Out Exchange Functions, 
Governance Principles and Governing Board Structure 

Dear Dr. Berwick: 

On behalf of the Mississippi Insurance Department and the State of Mississippi, we appreciate 
the opportunity to comment on the Notice of Proposed Rulemaking (NPRM) entitled "Patient 
Protection and Affordable Care Act; Establishment of Exchanges and Qualified Health Plans" 
(76 Fed. Reg. 41866, July 15, 2011). Our comments specifically concern proposed sub
paragraphs (c) and (d) of §155.110 as they relate to governance principles and the governing 
board structure for Exchanges. 

Our comments are particularly impottant in light of recent actions taken in Mississippi toward 
establishing an Exchange in our State. The Mississippi Comprehensive Health Insurance Risk 
Pool Association is a nonprofit entity that was established by the Mississippi Legislature in 1991 
and that has legal authority to operate an Exchange in Mississippi subject to regulation and 
supervision by the Mississippi Commissioner ofinsurance. With the Association's 
infrastmcture, expertise, and exceptional record of providing health coverage to Mississippians, I 
am confident that it is the appropriate and proper platform to establish and operate Mississippi's 
Exchange. 
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The Board of Directors of the Association provides an excellent example of a governing board 
structure that adequately represents consumer interests and also has adequate relevant experience 
to provide for operation of the Mississippi Exchange, 1 while absolutely precluding any director 
from participating in deliberations or voting with respect to a matter involving a conflict of 
interest.' During the Association's twenty (20) years of operation in which it has provided major 
medical health insurance to approximately 20,000 Mississippians, neither the Association nor the 
Mississippi Insurance Department has received any complaint involving an alleged conflict of 
interest involving a member of the Association's goveming board or regarding its goveming 
board structure. The conflict of interest measures that govern the Association's governing board 
members are derived from established standard corporate governance principles which, as 
expressed below, we believe also should be the basis of the HHS rules. 

Suggested Revision to §155.110 (d) Regarding Governance Principles 

We commend HHS for proposing that an Exchange must have in place and make publicly 
available a set of guiding governance principles, and also for proposing that an Exchange must 
implement procedures for disclosure of financial interests by members of the Exchange 
governing board. In addition, we believe that the proposed rule should go fmther and 

1 The Mississippi Legislature prescribed that the Association shall operate subject to the supervision and 
approval of a nine-member board of directors. By statute, that governing board structure consists offour (4) 
directors appointed by the Mississippi Commissioner oflnsurance (two of whom must be chosen from the general 
public and shall not be associated with the medical profession, a hospital or an insurer; one of whom shall be 
representative of medical providers; and one of whom shall be representative of health insurance agents), three (3) 
directors appointed by the insurer members ofthe Association, at least one of whom must be a domestic insurer, and 
the Chair of the Mississippi Senate Insurance Committee and the Chair of the Mississippi House Insurance 
Committee. See Mississippi Code Section 83-9-211. 

2 The Association's conflict of interest provisions are not new; they have existed since 1991. They are 
consistent with standard corporate governance principles and are, in fact, even more stringent protection to the 
Exchange than the proposed governing board structure contained in §155.10. The Association's Amended and 
Restated Articles, Bylaws and Operating Rules (which are by statute subject to approval by the Mississippi 
Commissioner oflnsurance) contain a conflict of interest provision and the Association has a Conflicts oflnterest 
and Business Ethics Policy. A1ticle V, Section 14 of the Amended and Restated Articles, Bylaws and Operating 
Rules deems a director to have a conflicting interest with respect to a transaction brought before the board for 
consideration if the director, a member of the director's family, or an affiliate of the director is a party to the 
transaction or has a financial interest in the transaction, or a party to the transaction is an entity of which the director 
is a director, general partner, agent or employee, or is a control person. Pursuant to this section, each director is 
required to file a written statement of conflicting interest transactions or potential conflicting interest transactions 
annually with the Association. These rules require a director deemed to have a conflicting interest with respect 
to a transaction to disclose In writing to the board the conflicting interest and further require that such 
director play no part, directly or indirectly, in the board's deliberations or vote on the transaction. 
Additionally, the Association's Conflicts oflnterest and Business Ethics Policy is designed to protect the 
Association's interest when it is contemplating entering into a transaction or anangement that might benefit the 
private interest of an officer or director of the Association or might result in an excess benefit transaction. 
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incorporate into it certain additional conflict of interest measures that are derived from 
established standard corporate governance principles.' 
We believe that such additional measures should preclude a member of an Exchange governing 
board with a conflict of interest from participating in the deliberations or voting with respect to a 
matter related to the conflict of interest. In order to allow governing board actions to be effective 
when one or more members are precluded from voting due to a conflict of interest, we believe 
that such additional measures also should provide that action with respect to a conflict of interest 
matter would be effective if the matter received the affitmative vote of a majority (but no fewer 
that two (2)) of the members of the governing board who do not have a conflict of interest with 
respect to the matter. 

With these principles in mind, we propose that § 155.110 (d) be revised to read as follows:' 

(d) Governance principles. 

(1) The governing board for the Exchange must have in place and 
make publicly available a set of guiding governance principles that include 
requirements with respect to ethics, conflicts of interest (including financial 
interests), accountability, and transparency. 

(2) Such guiding governance principles must: 

3 Standard corporate govemance principles would deem a director to have a conflicting interest with respect to 
a transaction brought before the board for consideration if the director, a member of the director's family, or an 
affiliate of the director is a party to the transaction or has a financial interest in the transaction, or a party to the 
transaction is an entity of which the director is a director, general partner, agent or employee, or is a control person. 
Appropriate conflict of interest provisions would require each director to file a written statement of conflicting 
interest transactions or potential conflicting interest transactions annually with the Exchange. Appropriate conflict 
of interest rules would require a director deemed to have a conflicting interest with respect to a transaction to 
disclose in writing to the board the conflicting interest and require that such director play no patt, directly or 
indirectly, iu the board's deliberations or vote on the transaction. Action respecting a conflicting interest transaction 
would be effective if the transaction received the affirmative vote of a majority (but no fewer that two (2)) of those 
directors on the board or a duly empowered committee of the board who do not have a conflicting interest respecting 
a transaction. See Model Business Corporation Act§§ 8.61-8.63 (2005). 

4 We note that the HHS rules may not be the only govemance principles and disclosure rules applicable to 
nonprofit entities operating a State's Exchange. For example, we assume that the nonprofit Exchange entity would 
qualifY for tax-exempt status under the Internal Revenue Code. If so, the Exchange would be required to file 
atmually a Form 990, Return of Organization Exempt from Income Tax. Form 990 is the main tool used by the 
Internal Revenue Service to verifY that an organization meets its tax-exempt requirements. As a result ofrevisions 
in 2008 to the IRS Fonn 990, certain practices are expected to be followed by nonprofits. The focus of the new 
Form 990 is on increased transparency, compliance with legal requirements, and avoidance of conflicts of interest 
and personal benefit. 

2678



Donald M. Berwick, M.D., M.P.P. 
September 22, 2011 
Page4 

(i) Include procedures and requirements for disclosure of 
conflicts of interest, including financial interests, by members of the 
Exchange governing board; and 

(ii) Preclude a member of an Exchange governing board who 
has a conflict of interest from participating in deliberations or voting with 
respect to matters related to the conflict of interest. 

(3) Prior to recusing himself or herself from deliberations or voting 
with respect to a matter or matters involving a disclosed conflict of interest, a 
member of an Exchange governing board with a conflict of interest must 
disclose all facts !mown to the member respecting the subject matter or 
matters that a member of the governing board free of such conflict of interest 
would reasonably believe to be material in deciding whether to proceed with 
respect to such matter or matters but may not otherwise participate in 
related deliberations. 

(4) Action by an Exchange governing board with respect to a conflict 
of interest matter will be effective if the matter receives the affirmative vote 
of a majority (but no fewer that two (2)) of the members of the governing 
board who do not have a conflict of interest with respect to the matter. 

Suggested Revisions to §155.110 (c)(3) and (4) Regarding Governing Board Structm·e 

Again, we commend HHS, this time for proposing that the governing board stmcture for an 
Exchange adequately represent consumer interests and also include adequate members with 
relevant experience to provide for operation of an Exchange. However, by requiring that a 
majority of the governing board members represent consumer interests and also have such 
relevant experience, the proposed rule unnecessarily deprives States of desirable, and perhaps 
necessary, flexibility regarding governing board structure. States should be afforded flexibility 
to establish a governing board that meets the needs of the particular State and takes into account 
the resources available within the particular State to serve on the governing board. 5 Further, 
HHS should allow itself the flexibility to assess each state's governing board on a case by case 
basis to determine whether each board adequately represents consumer interests. 

With these principles in mind, we propose that §155.110 (c)(3) and (4) be revised to read as 
follows: 

(c) Governing board structure. Ifthe Exchange is an independent 
State agency or a non-profit entity established by the State, the State must 

5 In addition, States may wish to establish advismy boards consisting of stakeholders and consumers to assist in 
the development of rules and regulations for the Exchange. The Mississippi Department oflnsurance is in the 
process of establishing such an advisory board. 
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ensure that the Exchange has in place a clearly-defined governing board 
that: 

(3) Adequately represents consumer interests; and 

(4) Ensures adequate relevant experience in health benefit 
administration, health care finance, health plan purchasing, health care 
delivery system administration, public health, or health policy issues related 
to the small group and individual marl{ets and the uninsured. 

***** 
Thank you for the opportunity to provide comments and suggestions regarding the proposed 
rules for Exchanges. If you should have questions or want to discuss this matter, please contact 
Aaron Sisk at aaron.sisk@mid.state.ms.us or 601.359.9375. 

Sincerely, 

Mike Chaney 
Commissioner of Insurance 

cc: The Honorable Haley Barbour, Governor of the State of Mississippi 
The Honorable Phil Bryant, Lieutenant Governor of the State of Mississippi 
Aaron Sisk, Mississippi Insurance Department 
Brian Webb, NAIC 

2680



From: Jacobs, Chris (RPC)
To: Jacobs, Chris (RPC)
Subject: Nancy Pelosi Said WHAT on Medicare?
Date: Friday, July 08, 2011 8:55:31 AM

In an interview with Bloomberg TV yesterday, former Speaker Pelosi made the following statement
when it comes to entitlement reform (relevant comments are at around the 4:15 mark of the clip):
 

We believe that solvency of Medicare and Social Security is very important.  If there are any
savings – waste, fraud, and abuse – any of that that can be had, they should be poured back
into Medicare and Social Security.

 
This comment was a curious statement for the former Speaker to make, as non-partisan budget
analysts and even President Obama have admitted that the health care law uses more than $500
billion in Medicare funds to pay for new entitlements:

·         Medicare actuary Foster has written that the Medicare provisions in Obamacare “cannot be
simultaneously used to finance other Federal outlays (such as the coverage expansions
under the PPACA) and to extend the [Medicare] trust fund, despite the appearance of this
result from the respective accounting conventions.” 

·         The Congressional Budget Office agreed with the Medicare actuary, writing that the
Medicare provisions in Obamacare “would not enhance the ability of the government to pay
for future Medicare benefits.”

·         President Obama in an interview with Fox News last year admitted that “You can’t say that
you are saving on Medicare and then spending the money twice.”

 
The former Speaker also alleged that Social Security and Medicare are not contributing to federal
deficits.  This claim is however FALSE, and has been exposed as such by the non-partisan
factcheck.org.  The fact is both Social Security and Medicare are running cash-flow deficits – the
only thing allowing full benefits to be paid out are the paper IOUs in the respective government trust
funds, and when the government cashes in those IOUs, that adds to the deficit.  Medicare alone is
projected to run a deficit of more than $39 billion this year – and will NEVER achieve balance,
running deficits as far as the eye can see.  (By point of comparison, Greece ran a budget deficit of
only about $35 billion in its most recent fiscal year.)
 
Last year then-Speaker Pelosi famously said we had to pass the bill to find out what’s in it.  Some
might suggest she needs to take her own advice, to rediscover how Obamacare uses more than half
a trillion dollars in Medicare savings – not to improve Medicare’s fiscal situation, but to create new
and unsustainable entitlements.
 
Chris Jacobs
Health Policy Analyst
Republican Policy Committee
(202) 224-2946
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From: Jacobs, Chris (JEC)
To: Jacobs, Chris (JEC)
Subject: Nancy Pelosi vs. Nancy Pelosi on Medicare
Date: Wednesday, October 17, 2012 8:36:26 AM

NOW:  “The Affordable Care Act extends the life of Medicare by nearly a decade…”
·         Op-ed on cnn.com this week

 
THEN:  “We took a half a trillion dollars out of Medicare in [Obamacare], the health care bill,
already…”

·         Interview with CNBC last October
 
Chris Jacobs
Senior Policy Analyst
Joint Economic Committee
Senate Republican Staff
(202) 224-5171
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From: Jacobs, Chris (RPC)
To: Jacobs, Chris (RPC)
Subject: Nancy Pelosi, Job Creation, and Obamacare"s "Success"
Date: Friday, October 07, 2011 11:19:37 AM

Ahead of this morning’s jobs report, former Speaker Pelosi at her weekly press conference yesterday
reiterated her claim that Obamacare will create 4 million jobs.  She also claimed that without the
“stimulus,” the unemployment rate would have risen to 14.5 percent:

PELOSI:  Well, let me just say that as a matter of fact that the Recovery Act saved millions of
jobs--or saved or created millions of jobs for our economy.  Without the Recovery Act and
accompanying federal interventions, whether from the Fed, or cash for clunkers, or other
initiatives, the unemployment rate last year at the time of the election would have been
fourteen and a half percent, not nine and a half percent….Four million jobs will be created
by the health care bill and the associated initiatives like what was in the Recovery package
on health care alone.  So I think it was a success.

There are several factual inaccuracies associated with this paragraph – let’s take them in turn:
 

·         First, the real unemployment rate – counting underemployed and discouraged workers –
rose in September to 16.5 percent, whereas Pelosi said unemployment would have hit 14.5
percent without the “stimulus.”  In other words, if you look at a truer measure of
unemployment, the American economy is two percentage points worse off WITH the
“stimulus” than Pelosi said we would be WITHOUT it.

·         Second, the Obama Administration predicted that if the “stimulus” had NOT passed,
unemployment would rise to about 9 percent by the end of 2010.  Instead, as Pelosi
commented, unemployment last November was 9.8 percent.  Again, the economy was
worse off WITH the “stimulus” than the Administration said we would be WITHOUT it.

·         Third, Speaker Pelosi’s other comments about Obamacare – encouraging artists to “leave
your work” and “be creative” because they will have government-funded health coverage
under the law – are slightly inconsistent with the claims that Obamacare will create 4 million
new jobs.  It’s hard for Pelosi to argue that the law was a “success” as a job-creator when
she’s also telling people to quit their jobs and “be a musician or whatever.”

 
These types of claims are similar to those made by a presidential candidate who promised
repeatedly that his health care plan would bring down premiums by $2,500 per family – yet under
whose Administration the price of health insurance now exceeds that of a family car.  Whether on
jobs or insurance premiums, Democrats’ rhetoric – on Obamacare and the “stimulus” – consistently
falls short.
 
Chris Jacobs
Health Policy Analyst
Republican Policy Committee
(202) 224-2946
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From: Jacobs, Chris (RPC)
To: Jacobs, Chris (RPC)
Subject: Nancy Pelosi, Transparency Advocate (No, Really!)
Date: Friday, January 06, 2012 8:05:34 AM

In what must be considered one of the more ironic set of comments in this New Year to date,
former Speaker Pelosi yesterday came out in favor of transparency when it comes to the upcoming
payroll tax conference.  These comments came from the same person who famously said we had to
pass the bill to find out what’s in it, and who openly mocked the President’s campaign promise to
hold negotiations on C-SPAN.
 
The highlight of the Democrat press conference had to be the following Pelosi quote: “I think that
the public opportunity to see the negotiations leads to a better product.”  When it comes to
Obamacare, Republicans couldn’t agree more.
 
Chris Jacobs
Health Policy Analyst
Republican Policy Committee
(202) 224-2946
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From: Jacobs, Chris (JEC)
To: Jacobs, Chris (JEC)
Subject: Nancy Pelosi"s Sunday Show Silliness
Date: Monday, July 02, 2012 11:28:58 AM
Attachments: image001.png

In an interview that aired on Meet the Press yesterday, former House Speaker Nancy Pelosi made several
incomplete and/or incorrect claims about Obamacare that merit rebuttal.  Specifically, Pelosi said:
 
“[Democrats are] saying let’s not have [insurance companies] be in charge any more.  Let the people be in
charge of how they receive coverage and health care.”
 

On Friday, we responded to a similar statement by Pelosi, illustrating all the ways in which Obamacare is
far from the market-oriented “reform” she claimed.  But the most basic response to the notion that
Obamacare increases “choice” is the fact that all individuals will now have to purchase government-
approved insurance under pain of taxation.  “Buy what we say or we’ll tax you” – what kind of “choice”
is that?

 
“We want to continue to lower costs, and we built that into the health care [bill]….We had to take, come to
a place where we lowered costs to all concerned, and that we again take it down a path where we continue
to lower costs.”
 

That’s not what the non-partisan Medicare actuary said.  Just last month, his office issued a report
indicating that Obamacare will “add about $478 billion in cumulative health spending” from 2014 to
2021.  And even this number – nearly half a trillion dollars in higher health costs – is likely too low.  Both
the Medicare actuary and the Congressional Budget Office believe many of the Medicare savings in the
law are unsustainable in the long term; the actuary said these provisions could cause up to 40 percent
of hospitals to become unprofitable in the long term.  If these Medicare reductions have to be undone,
health spending will rise even faster thanks to Obamacare.

 
“Everybody will have lower rates, better quality care, and better access.…Some people have told me they’re
already getting reduced rates for next year thanks to the [law].”
 

The first sentence exposes the inherent illogic behind Obamacare – the idea that everyone can get
coverage, those who already have insurance can get more and better coverage, and premiums will
magically fall.  That said, as we recently noted, a June poll from the Kaiser Family Foundation found that
some Americans’ health insurance premiums are going down.  A whopping one percent of Americans,
that is – while a majority said their premiums were going up.  Candidate Obama repeatedly promised
premiums would go down by $2,500 – and would go down that amount by this year.  Yet as the below
chart demonstrates, while candidate Obama promised that premiums would go DOWN by $2,500, they
actually have gone UP by nearly as much – from $12,680 in 2008 to $15,073 in 2011, according to
Kaiser data.  And the Congressional Budget Office found that Obamacare’s new insurance mandates will
raise premiums on the individual market by an additional $2,100 per family.
 
Obamacare has in fact given some Americans the impression that their premiums have gone down –
exactly one percent.  Unfortunately, for those in “the 99 percent” who have seen their premiums go up,
Obamacare has meant that premium payments have “occupied” more of their struggling family
budgets.
 

Two years ago, then-Speaker Pelosi famously said we had to pass the bill to find out what’s in it.  Given her
statements this weekend, maybe Pelosi herself needs to look at Obamacare again, to find out what’s actually in
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the 2700 pages of legislation.
 
Posted to the Freedom on Call blog here.
 
 

 
 
Chris Jacobs
Senior Policy Analyst
Joint Economic Committee
Senate Republican Staff
(202) 224-5171
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Resolution 1 
 

National Association of State Workforce Agencies 
Resolution Supporting Flexibility of Federal Training Funds 

 
WHEREAS, Congress has established a multiplicity of federally-funded training 
programs to be administered by the states, yet has not provided for transferal of funds 
among those programs;  
 
WHEREAS, the Workforce Investment Act of 1998 establishes three funding categories 
(Adult, Dislocated Worker and Youth), limits transferal of funds between Adult and 
Dislocated Worker to 30 percent, and disallows transferal of Youth funds; 
 
WHEREAS, the Employment and Training Administration currently limits waiver 
requests to transfer funds between Adult and Dislocated Worker to 50 percent; 
 
WHEREAS, continued high-demand for workforce services in an environment of 
significantly-declining resources compels the need for flexibility in the use of training 
funds to produce creative, cost-effective workforce services; 
 
RESOLVED, that the National Association of State Workforce Agencies urges Congress 
to adopt statutory provisions for the transfer of up to 30% of funds across all training-
program appropriations; urges Congress to adopt statutory provisions for full flexibility 
of Title I Workforce Investment Act funds; and pending ultimate Congressional action, 
urges the Employment and Training Administration to return to the practice of providing 
full waivers of the statutory transfer-limit between Adult and Dislocated Worker funds. 
 
 
Submitted by:  Indiana Department of Workforce Development 
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Resolution 2 
 

National Association of State Workforce Agencies 
Resolution Permitting States to Require Drug Testing as a Condition for Receipt of  

Training and Unemployment Insurance Benefits 
 
WHEREAS, Section 181(f) of Title I of the Workforce Investment Act specifically 
affirms the states’ authority to test and sanction WIA participants for the use of controlled 
substances; 
 
WHEREAS, use of controlled substances demonstrably impedes individuals’ ability to 
complete training and secure and maintain employment;  
 
WHEREAS, in the current period of elevated unemployment, demand for training 
outpaces available resources and demand for Unemployment Insurance benefits outpaces 
premium receipts in many states; 
  
RESOLVED, that the National Association of State Workforce Agencies urges Congress 
to adopt statutory provisions permitting states to test and sanction applicants for all 
federally-funded training programs and all Unemployment Insurance claimants for the 
use of controlled substances.  
 
 
Submitted by:  Indiana Department of Workforce Development 
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Resolution 3 

 
National Association of State Workforce Agencies 

Resolution Supporting the Permanent Reinstitution of  
Governors Discretionary Set-Asides 

 
WHEREAS, Title 1 of the Workforce Investment Act of 1998 provided governors with 
the authority to withhold up to 15 percent of its annual Adult, Dislocated Worker, and 
Youth funds to be used for statewide activities, of which 10 percent may be utilized for 
discretionary programs, including innovative programs that strengthen the state’s 
workforce investment system.  
 
WHEREAS, HR 1473 reduced the amount of funds that may be withheld by each state to 
five percent and established a $125 million “Workforce Innovation Fund” (WIF) 
competitive grants program to be administered by the US Department of Labor. 
 
WHEREAS, the Employment and Training Administration has interpreted the statutory 
language to mean that the WIF grants can and will be made directly to local workforce 
investment boards (WIBs), without receiving input from the governor or state board, 
thereby undercutting the authority and responsibilities of the governor and the state board 
as established by WIA and inappropriately consolidating authority at the Employment 
and Training Administration.  
 
RESOLVED, that the National Association of State Workforce Agencies urges Congress 
to adopt statutory provisions permanently reinstituting governors discretionary set asides 
at WIA prescribed levels; and urges the Employment and Training Administration to 
stipulate that any grant proposals submitted for WIF grants by local WIBs should require 
the explicit approval and partnership of the governor and/or the state. 
 
 
Submitted by:  Indiana Department of Workforce Development 
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Resolution 4 
 

National Association of State Workforce Agencies 
 Resolution Establishing Minimum Maintenance-of-Effort Contributions for 

WIA Title II Funds 
 

WHEREAS, Title II of the Workforce Investment Act of 1998 establishes a minimum 25 
percent state maintenance-of-effort contribution, yet provides for a one-time-only 
readjustment of a state’s maintenance-of-effort contribution, even if the state’s current 
contribution exceeds the 25 percent minimum; 
 
WHEREAS, constrained state and local budgets have resulted in reductions to state 
funding for Adult Education; 
 
RESOLVED, that the National Association of State Workforce Agencies urges Congress 
to adopt statutory provisions establishing Workforce Investment Act Title II state 
maintenance-of-effort contributions at 25 percent, without respect to prior-year 
contributions. 
 
 
Submitted by:  Indiana Department of Workforce Development 
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Resolution 5 
 

National Association of State Workforce Agencies 
Resolution Supporting the Transition of the Adult Basic Education Program to the 

United States Department of Labor 
 

WHEREAS, Title II of the Workforce Investment Act established a program of Adult 
Basic Education to provide developmental education for adults lacking a secondary-level 
basic skills or proficiency in English; 
 
WHEREAS, Americans lacking a high school diploma are unemployed at a rate triple 
that of those holding a bachelor’s degree; 
 
WHEREAS, the overwhelming majority of adults seeking a GED or occupational 
certification do so to find employment or get a better job; 
 
WHEREAS, the United States Department of Labor administers the nation’s job-
preparation programs, including the network of One-Stop centers, yet authority for WIA 
Title II programs is established with the United States Department of Education;  
 
RESOLVED, that the National Association of State Workforce Agencies urges Congress 
to transfer authority for WIA Title II activities to the United States Department of Labor.  
 
 
Submitted by:  Indiana Department of Workforce Development 
 

2691



Resolution 6 
 

National Association of State Workforce Agencies 
Resolution Supporting Flexibility of WIA Title II Funding 

 
WHEREAS, Title II of the Workforce Investment Act established a program of Adult 
Basic Education to provide developmental education for adults lacking secondary-level 
basic skills, yet disallows expenditures for integrated basic- and occupational-skills 
instruction; 
 
WHEREAS, many adults seeking a GED are also in need of occupational-skills 
instruction to get a job; 
 
WHEREAS, integrating basic- and occupationally-based instruction are demonstrably-
effective strategies to improve Adult Education participants’ outcomes and workforce 
opportunities;  
 
RESOLVED, that the National Association of State Workforce Agencies urges Congress 
to adopt statutory provisions permitting WIA Title II funds to be used for integrated 
basic- and occupational-skills instruction.  
 
 
Submitted by:  Indiana Department of Workforce Development 
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Resolution 7 
 

National Association of State Workforce Agencies 
Resolution Supporting Elimination of the Non-Reduction Rule for Emergency 

Unemployment Compensation 
 
WHEREAS, nearly two-thirds of the states have recently borrowed, are currently 
borrowing, or are in jeopardy of borrowing to pay unemployment compensation benefits; 
 
WHEREAS, states should retain the sovereignty to determine the most appropriate 
Unemployment Insurance benefits program and method of addressing unemployment 
insurance trust fund insolvency;  
 
WHEREAS, the current federal non-reduction rule limits states’ options to address 
insolvency by eliminating Emergency Unemployment Compensation eligibility to 
citizens of states who reduce weekly benefit amounts;  
 
RESOLVED, that the National Association of State Workforce Agencies urges Congress 
to eliminate the non-reduction rule from current and future authorizations of Emergency 
Unemployment Compensation programs. 
 

 
Submitted by:  Indiana Department of Workforce Development 
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From: Mark McCullough
To: Kris Steele; Jonathan Buxton; Doug Cox; Glen Mulready; Katie Altshuler; Rick Farmer
Subject: National Daily Policy Digest
Date: Friday, November 18, 2011 9:34:07 AM

I had mentioned this in my previous NCSL email, but this hit the Journal a few 
days ago. Thought it might be worth re-interating. If public and legislative 
sentiment does not change soon, we may have to start looking for some 
authority to justify a "do nothing plan B."  

Another Glitch in the Health Reform Law
Even if the health reform law survives Supreme Court scrutiny next spring, its trials will be far from over.  That's 

because the law has a major glitch that threatens its basic functioning, say Jonathan H. Adler, professor of law 

and director of the Center for Business Law and Regulation at Case Western Reserve University, and Michael F. 

Cannon, director of health policy studies at the Cato Institute.

The Patient Protection and Affordable Care Act (PPACA) offers "premium assistance" -- tax credits and subsidies 

-- to households purchasing coverage through new health insurance exchanges.  The intent of this assistance 

was to offset increases in premiums that would come about through the implementation of the PPACA, yet it is in 

helping people to qualify for this assistance that the administration will find itself in trouble.

The PPACA encourages states to establish health insurance exchanges in which consumers can find health 

care plans, and it allows the federal government to create an exchange if a state fails to do so.

Yet the law also stipulates that the aforementioned assistance can only be granted in state-run exchanges, to 

the exclusion of those run by the federal government.

Given that only 17 states to-date have passed exchanges, it would seem that many states will require the 

creation of federally-run systems that will not allow for premium assistance.

The Obama administration, seeking to avoid this end but also not wanting to have to work with the Republican-

controlled House, proposed an IRS rule that would offer assistance in both types of exchanges.  A Treasury 

Department spokeswoman expressed confidence that the debacle could be side-stepped.

However, this confidence may easily be misplaced.  While Congress' intent is arguably ambiguous as to whether 

it intended for assistance to be offered in both types of exchanges, the letter of the law is extremely clear.  

Furthermore, while some experts claim that a case will not be brought because no one would have standing for 

such an endeavor, this also does not seem to be true.  Because the law imposes a fine on employers whose 

employees receive premium assistance, any major employer who suffers substantial costs because its 

employees are receiving assistance when they shouldn't (as through a federal exchange) could be party to a suit.  

For these reasons, it seems President Obama has several more obstacles to overcome before his signature 

legislation can get off the ground.

Source: Jonathan H. Adler and Michael F. Cannon, "Another ObamaCare Glitch," Wall Street Journal, November 

16, 2011.

For text:

http://online.wsj.com/article/SB10001424052970203687504577006322431330662.html#articleTabs%3Darticle

NOTICE: The information in this email is confidential, legally privileged, and exempt from disclosure under 
law. It is intended solely for the addressee. Access to this email by anyone else is unauthorized. If you are 
not the intended recipient, any disclosure, copying, distribution or any action taken or omitted to be taken 
in reliance on it, is prohibited and unlawful. The Oklahoma House of Reps does not warrant any e-mail 
transmission received as being virus free, and disclaims any liability for losses or damages arising from the 
use of this e-mail or its attachments. Recipients of e-mail assume the risk of possible computer virus 
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exposure by opening or utilizing the e-mail and its attachments, and waive any right or recourse against 
the House by doing so.
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From: Kaleb Bennett
To: Denise Northrup; Katie Altshuler; Glenn Coffee; Alex Weintz
Cc: Andrew Silvestri; Craig Perry
Subject: National Review article regarding Gov. Daniels"s Health care reform initiatives
Date: Monday, March 14, 2011 10:49:28 AM

In case you guys haven’t seen this, FYI.  Also, the author, Michael Cannon, has several other articles
in a similar vein.  He’s not a fan of either the innovator grants or the state HSA efforts either.
 
Here’s a link to the author’s archives in case you’re interested. 
 
http://www.nationalreview.com/author/176669
 
 
MARCH 14, 2011 5:00 A.M.

Daniels and Obamacare, Round Two 

When conservatives start defending expansion of government, we’re in serious danger.

Indiana governor Mitch Daniels’s policy director, Lawren Mills, Grace-Marie Turner of the Galen Institute, and Bob

Goldberg of the Center for Medicine in the Public Interest take exception to my NRO article “Mitch Daniels’s Obamacare
Problem.” In brief, the trio believes that Daniels’s expansion of government-run health care is a conservative triumph. I can’t
believe we’re even having this conversation.

To recap, the Healthy Indiana Plan, which Daniels signed into law in 2007, bears the following similarities to Obamacare:

1. Both expanded Medicaid, which crowds out private insurance — Obama to 138 percent of the federal poverty level,

Daniels to 200 percent.

2. Like Obamacare, the Daniels plan raised taxes to pay for part of its expansion of government-run health care.

(Daniels’s 126 percent hike in Indiana’s cigarette tax mirrors Obama’s 159 percent hike in the federal cigarette tax.)

3. Like Obamacare, the Daniels plan pushes part of its cost onto other states. Taxpayers in other states bear two-thirds of the

spending burden (through the portion of Medicaid funding that comes through Washington, D.C.), and Daniels has proposed

making other states pay even more.

4. Just as Obamacare will cost more than projected, an independent review found that Daniels’s cigarette-tax hike hasn’t

kept pace with Indiana’s share of the spending, and further spending overruns may be on the horizon.

5. Both Obamacare and the Daniels plan contain a “slacker mandate.” Obamacare mandates that insurers cover “children” on

their parents’ policies up to age 26. Daniels mandated that insurers do so up to age 24. (A similarity I overlooked in my

original article.)

Turner says the Daniels plan “could not be more different” from Obamacare. I’ve just listed five ways that it could. And it

gets worse:
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6. Daniels has accepted Obamacare grants and is implementing an Obamacare “exchange” in Indiana — something he is

under no obligation to do, contrary to what Turner claims.

That’s enough to cause problems for the repeal effort were Daniels to be the GOP’s presidential nominee.

Mills, Turner, and Goldberg defend the Daniels plan with an argument that boils down to this: Daniels expanded Medicaid

with health savings accounts, and that makes it okay.

In fact, it may seem counterintuitive, but if anything, the fact that Daniels used HSAs makes his Medicaid expansion worse.

I support HSAs because they allow workers to reclaim control over a portion of their health-care dollars, and I

support expanding them so workers can control all their health-care dollars. Within the context of Medicaid, however, the

advantages of HSAs are actually a problem. Medicaid is welfare. By offering Medicaid enrollees the freedom and

opportunity for wealth accumulation that HSAs create, the Daniels plan makes Medicaid more attractive, and thereby lures

more people out of private insurance and into dependence on government.

Turner writes, “Cannon calls this a ‘taxpayer-funded health savings account’ and makes it sound like the state is handing out

cash. It’s not. He needs to get his facts straight.” Actually, I wrote, “the government hands out coverage plus something a

lot like cash.” Which is true: Enrollees can spend their HSA funds on any provider they choose, and whatever they don’t

spend rolls over. That makes Indiana’s Medicaid HSAs a lot more attractive than either traditional Medicaid (which few

doctors accept) or Medicaid managed-care plans (which limit coverage to a provider network). The only ways these

taxpayer-funded HSAs are unlike cash is that enrollees can spend them only on medical care and must forfeit them if they

leave the program. The incentive to remain enrolled in Daniels’s Medicaid expansion is therefore greater than in the rest of

Medicaid. And if you do leave, there’s a use-it-or-lose it incentive to spend the taxpayers’ money before you go, which runs

completely counter to the whole idea of HSAs. “It sounds to me,” Turner writes, “like Governor Daniels got the incentives

right.” Really?

All three critiques are rife with errors and omissions. Turner writes that the Daniels plan “operates much more like private

insurance” than regular Medicaid does. No, it doesn’t: About 70 percent of Medicaid enrollees receive some or all of their

care through privately managed-care plans. Turner calls the Daniels plan “a bridge to private insurance,” but she never

addresses the incentives it creates to remain dependent on government. Mills claims the Daniels plan prevents crowd-out of

private coverage by “requiring that an individual must be uninsured for six months before he or she is eligible.” Yet health

economist Jonathan Gruber, who advised the Clinton administration to implement such waiting periods, later found that “if

anything these provisions cause crowd-out to rise, not fall.” Goldberg incorrectly claims, “Indiana does not have a Medicaid

program for families up to 200 percent of poverty,” because he (like Turner) confuses the program  with the type of

coverage it offers. Goldberg says I overstate enrollment growth in Indiana’s Medicaid program; I link to my source, he does

not. He illogically analogizes the Daniels plan (which expanded Medicaid enrollment) to the 1996 welfare reforms (which

reduced welfare rolls) and to education vouchers (which do not expand eligibility for government subsidies).

If Daniels wanted to demonstrate that HSAs are superior to Medicaid as we know it, he should have put existing enrollees
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into HSAs, rather than expand Medicaid to make his point. It’s no excuse to say the feds wouldn’t have let him; if that’s

true, Daniels should have pushed for more flexibility or eliminated regulations that make health insurance and medical

care unaffordable for low-income Hoosiers. Instead, he expanded government.

Conservatives need to adopt a more discerning attitude than “If it says HSA, it must be good.” I hope no one would support

a government takeover, such as Obamacare, just because the coverage it mandated was an HSA plan. Nor should anyone

support a Medicaid expansion — a step toward a government takeover — because it creates government-subsidized HSAs.

Turner thinks my criticisms are “odd” given that the Cato Institute has long been a champion of HSAs. Allow me to turn

that around: When the Cato guy tells you someone is corrupting the idea of HSAs, pay attention.

Neither Turner nor Mills nor Goldberg disputes my claim that Daniels is undermining the effort to repeal Obamacare.

Instead, Turner defends Daniels’s decision to implement the law because “if no state exchange is in place and the law is not

repealed or overturned, then the feds will come in and surely institute an aggressive government-controlled program.” The

first false premise here is that the feds will set up an exchange if Daniels doesn’t. “The future is uncertain about a federal

exchange,” argues Twila Brase, president of theCitizens’ Council for Health Freedom, who is fighting the creation of an

exchange in Minnesota. “Why should we do the feds’ work when they might never achieve the exchange without our help?”

The Obama administration is counting on the states to help them entrench the law; Daniels is collaborating. The second false

premise is that state-run exchanges would (or could) prevent Obamacare from becoming “an aggressively government-

controlled program.” All the rules would be written in Washington; who administers those rules is irrelevant. (In the current

issue of NATIONAL REVIEW, I explain in greater detail why there is no reason whatsoever for states to be creating an

Obamacare exchange, and why governors doing so are cementing the law in place.) Daniels orchestrated a letter to HHS

Secretary Kathleen Sebelius, in which he and 20 other governors threatened not to create exchanges unless their demands

were met. Sebelius told them to drop dead. Has Daniels gone wobbly?

But my jaw dropped when I read this in Turner’s post: “While there are differences about this in the free-market policy

community, I am advising governors to set up a minimal exchange . . .” Differences, indeed. I’m pretty sure I’m not the only

one who sees a problem with conservatives praising the expansion of government health-care programs and advising

governors to erect Obamacare’s new health-care bureaucracies.

Daniels has an Obamacare problem that could hurt the repeal movement if he doesn’t deal with it. Turner is creating more

Obamacare problems. This isn’t the first time conservatives have danced with the devil on health-care questions

(see Massachusetts), but with health-care freedom now at its moment of maximum peril, that needs to stop. It will probably,

however, take more than just the usual voices of protest to stop it. Tea Party and traditional conservative groups should

perhaps spend less time attacking congressional Republicans over relatively minor tactical disagreements, and more time

educating the governors, state legislators, and (yes) policy wonks who are actively implementing Obamacare in their own

backyards.

— Michael F. Cannon is director of health-policy studies at the Cato Institute and co-author of Healthy Competition:

What’s Holding Back Health Care and How to Free It.
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From: Michael Cannon
To: Katie Altshuler
Subject: New Cato Institute video: States Should Flatly Reject ObamaCare Exchanges
Date: Tuesday, June 05, 2012 1:58:03 PM
Attachments: image001.png

I want to make sure you watch this terrific new video the Cato Institute released last week.
(Our multimedia guys are something else.)
 
It explains why states should refuse to create Exchanges—no matter how the Supreme Court
rules on ObamaCare later this month. Blocking Exchanges is THE most important thing
states can do to stop ObamaCare.
 

 
Every conservative group, including the Heritage Foundation and the American Legislative
Exchange Council, agrees that states should (1) refuse to create an ObamaCare Exchange and
(2) send all related grants back to Washington—as states like Florida, Louisiana, Oklahoma,
Kansas, and Wisconsin have already done.
 
Please share this video with your favorite state officials, on your blogs, and Facebooks, and
Twitters…etc.
 
Michael F. Cannon
Director of Health Policy Studies
Cato Institute
1000 Massachusetts Avenue, NW
Washington, DC 20001-5403
Direct: (202) 218-4632
Fax: (202) 842-3490
mcannon@cato.org
http://www.cato.org/people/cannon.html
 
Check out these health policy books from the Cato Institute: Healthy Competition: What's
Holding Back Health Care and How to Free It (2007), Crisis of Abundance (2006), Medicare
Meets Mephistopheles (2006).
 
Access my papers on the Social Science Research Network (SSRN):
http://ssrn.com/author=374900
 
Subscribe to the Cato Institute’s health policy newsletter, Healthy Competition:
http://www.cato.org/healthcare/hc-index.html.
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From: National Governors Association
To: Health Policy Advisors
Subject: New Information on Health Insurance Exchanges
Date: Wednesday, November 30, 2011 12:29:34 PM

 

 To:       Washington Representatives and Health Policy Advisors
Re:      New Information on Health Insurance Exchanges
 
On November 29, 2011, CMS released Frequently Asked Questions (FAQ) to address the
many questions states have had as they consider their options related to health insurance
exchange implementation.  The FAQ signals important CMS policy positions in a number of
key areas regarding flexibility for states to tailor arrangements to reflect state practices,
traditional functions (e.g., activities of state insurance departments) and preferences;
options for eligibility determination in a number of areas; the operation of the federal
exchange; several financial issues; and error rate determination and related liability issues. 
 
The FAQ also addresses a number of concerns raised by NGA in its November 2, 2011 letter
to Secretary Sebelius.  Rather than emphasize a partnership model, CMS has promised
greater flexibility for states under both the state-based and federally-facilitated exchanges. 
Specifically, under the proposal:
 

·         States will not be required to cede Medicaid eligibility determination to the
federal government.  CMS intends to modify its original proposal to provide states
with additional options for eligibility determination under both the state-based and
federally-facilitated exchanges.  Under this plan, states could decide to have their
Medicaid and CHIP agencies execute some or all functions under an agreement,
including Medicaid and CHIP eligibility, through the use of federally-managed
services. 

 
·         States may opt to assign certain functions of eligibility determination to the

federal government.  State-based exchanges may use federally-managed services to
make determinations for advance payments of the premium tax credit, cost-sharing
reductions and exemptions from the individual responsibility requirement.  Under
the federally-facilitated exchange, a state may either make final Medicaid and CHIP
determinations or allow the federally-facilitated exchange to make Medicaid and
CHIP eligibility determinations using its state eligibility rules and standards. 

 
·         State-based exchanges may obtain funding to establish new state exchange

functions until December 31, 2014.   Grants are available until December 31, 2014
for approved and permissible activities to establish a state-based exchange, to build
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functions that a state elects to operate under a partnership exchange, and to support
state activities to build interfaces with a federally-facilitated exchange.

 
·         Fully state-based exchanges are not anticipated to incur charges for use of the

federally-managed data services hub.  A CMS-established data hub will support
information exchanges between states (exchanges, Medicaid and CHIP agencies) and
relevant federal agencies (including agencies other than CMS).  The scope and
availability of its services and its treatment of charges for fiscal year 2014 are yet to
be determined.  However, CMS does not anticipate charging fully state-based
exchanges for the use of the hub.

 
The actual implications of many of the points conveyed in the FAQ will depend on formal
regulatory guidance, sub-regulatory materials, and agreements.
 
NGA’s Health and Human Services Committee will host a meeting for states to discuss this
information on Wednesday, December 7 at 2:00 pm EST in the Governors room.  The
meeting will also be conference call accessible at: 
 

A copy of the FAQ sheet and additional information provided by CMS is available at
http://cciio.cms.gov/resources/files/Files%202/11282011/exchangeqa_11_29_11.pdf.
 

If you have any questions, please feel free to contact:
 

Krista Drobac, Health Division Director, NGA Center for Best Practices (kdrobac@nga.org or
202-624-7872)
Heather Hogsett, HHS Committee Director, NGA Office of Federal Relations
(hhogsett@nga.org or 202-624-5360)
William Garner, Legislative Director, HHS Committee, NGA Office of Federal Relations
(wgarner@nga.org or 202-624-5369)
 

 

The information contained in this electronic transmission, including any attachments, is for the exclusive use of
the intended recipient(s) and may contain information that is privileged, proprietary, and/or confidential. If the
reader of this transmission is not an intended recipient, or a person responsible for delivering it to the intended
recipient, you are hereby notified that any review, dissemination, distribution

The information contained in this electronic transmission, including any attachments, is for the exclusive use of
the intended recipient(s) and may contain information that is privileged, proprietary, and/or confidential. If the
reader of this transmission is not an intended recipient, or a person responsible for delivering it to the intended
recipient, you are hereby notified that any review, dissemination, distribution, or copying of this communication
is strictly prohibited. If you have received this communication in error, please immediately notify the sender and
delete this message.
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You are currently subscribed to [healthadvisors] as 
katie.altshuler@gov.ok.gov..
To unsubscribe, send a blank email to leave-204435-
159552.9353be7555ca9043e095bc96949d480b@talk.nga.org..

Visit the NGA web site at http://www.nga.org
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From: 
To: 

Grace-Marie Turner 
Katie Altshuler 

Subject: New paper, new video, new op-eds 
Friday, October OS, 2012 1:08:35 PM Date: 

Galen Institute Commentary Alert 

We have several new pieces out this week we thought you would be interested in. See below for 

summaries and links. 

• No 'conservative case' for Obatuacare: In an op-ed for today's Human Events , 

Grace-Marie Turner explains how J .D. Kleinke's controversial piece for The New York 

Times Sunday reveals his lack of understanding of the health overhaul law as well as of 

conservative health policy. Kleinke bases his case on the fact that the architects of 

Obamacare adopted the names of some of the sensible concepts and ideas that free

market analysts have been advocating for years -health insurance exchanges, 

accountability, individual responsibility, and consumer choice. But Obamacare took these 
market-based labels and twisted them beyond recognition into a bureaucratic knot. Read 

lllOI'e >> 

• An Early Taste of Obamacare's Medicine: Grace-Marie has a piece posted today on 

National Review Online's The Corner about residents of Washington, D.C. getting an 

early taste of Obamacare and its command-and-control approach to health coverage. A 

local board met Wednesday night and decided that all individuals and businesses with 

fewer than 50 employees who want to purchase health insurance in the District must get 
it through the new Obamacare exchange. D.C. residents will be among the first to see that 

their choices will be limited, their costs are likely to go up, and they will have less control 

over their health care and health coverage under Obamacare. Read n10re > > 

• Part D Is Still W orkiug: Our new paper explains how private competition in Medicare 

Part D has led to lower prices and more choices for seniors, and the program is saving 

money for taxpayers as well. That's not a statement you see often in the health reform 

debate, where prices continue to climb above the rate of inflation year after year. But the 

Medicare drug benefit is breaking new ground. Part D represents the first significant 

initiative to rein in health spending by restoring personal responsibility and incentives for 

savings to Medicare beneficiaries. In doing so, it shows that government can leverage 

free-market forces to cut costs while giving seniors more choices. Read n10re > > 

• The 'Next Big Thing' in Health Benefits?: Grace-Marie appeared on Varney & Co. 
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this week to talk about employers offering workers more conh·ol over their health 

benefits through defined contributions. Watch video >> 

Galen Institute 
P.O. Box 320010 
Alexandria, VA 22320 
www.galen.org 

Share your thoughts with us 

forward to a friend 
update settings 
unsubscribe 
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From: Jacobs, Chris (RPC)
To: Jacobs, Chris (RPC)
Subject: New Report Shows How Obamacare Damaging State Budgets
Date: Tuesday, November 29, 2011 9:47:27 AM

The National Governors Association released their annual fall update on the Fiscal Survey of States
this morning, and the results once again demonstrate the impact of both the economic slowdown
and Obamacare’s unfunded mandates.  The report illustrates how dire state budget deficits have
been, and will remain over the foreseeable future.  States faced $230 billion in budget gaps
between fiscal years 2009-2011, had to close an additional $95 billion in deficits this fiscal year (i.e.,
fiscal 2012), and 17 states have reported at least $40 billion in projected deficits for fiscal year 2013.
(Many states have yet to complete official forecasts for future years, so these numbers are likely to
increase.)  That’s a total of at least $365 billion in state budget deficits over a five-year period.
 
The NGA report notes that Medicaid enrollment has increased by 17.7 percent over the current
three year period, and that Medicaid already comprises the largest portion of total state spending. 
Yet Obamacare would expand Medicaid still further, to an additional 16 million (or more) Americans,
while placing new unfunded mandates on states of at least $118 billion.  The NGA’s press release
accompanying the report makes clear the implications of the fiscal squeeze Obamacare is
exacerbating for many states:  “Spending on Medicaid is expected to consume an increasing share of
state budgets and grow much more rapidly than state revenue growth, resulting in slow or no
growth in education, transportation or public safety” expenditures.  It’s yet another example of the
fiscal havoc Obamacare is wreaking on state and federal budgets alike.
 
Chris Jacobs
Health Policy Analyst
Republican Policy Committee
(202) 224-2946
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From: 
To: 

Cc: 
Subject: 
Dat e: 

Lanier Swann@mcconnell.senate.gov 
New Report: Obamacare Will Eliminate Health Coverage, Cost American Jobs 
Tuesday, June 07, 2011 3:17:09 PM 

Speaker of the House John Boehner 

New Report: ObamaCare Will Eliminate Health Coverage, 
Cost American Jobs 

June 7, 2011 1 Posted by Katie Boyd 1 Permalink 

The President's promise that "if you like your health care plan, you can keep it" has once 
again been proven false because ObamaCare is forcing job creators to stop offering health 
coverage. As businesses begin planning for the onslaught of ObamaCare taxes, mandates, 
regulations, and penalties coming down the pike, many are left with two untenable choices: 
stop offering health care for their employees, or eliminate full-time jobs and keep wages low. 
According to a survey released yesterday by McKinsey & Company: 

• 30 percent of employers - and 28 percent of large employers - "will definitely or 
probably stop offering" coverage after 2014. 

• Employers who are more aware of ObamaCare's provisions are more likely to 
consider dropping coverage - "upward of 60 percent will pursue some alternative" to 
their existing plans. 

• "At least 30 percent of employers would gain economically from dropping coverage 
even if they completely compensated employees for the change through other 
benefit offerings or higher salaries." 
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Just as troubling, the McKinsey & Company analysis also discussed ways in which 
companies can force more of their health care costs onto the government, at the expense of 
taxpayers and employees, to deal with higher costs associated with ObamaCare. This 
analysis says employers could: 

• Replace full-time workers with more part-time workers to avoid triggering the 
employer mandate. 

• Restructure companies into two parts: one comprising management and corporate 
employees who would receive employer-sponsored coverage, and the other with 
lower-wage employees who would not. 

• Keep premiums above 9.5 percent of household income for lower-wage workers to 
force these employees into government-run exchanges. 

The findings of the report should come as no surprise to the Obama Administration, which 
has already been forced to issue more than 1 ,300 waivers exempting employers from the law 
- a tacit admission that ObamaCare destroys jobs, threatens economic growth and 
jeopardizes coverage for millions of Americans. In a post on National Review Online today, 
Jim Geraghty explains how ObamaCare is already costing American jobs: 

'While many of its rules have yet to take full effect, Obama health care plan's impact 
on businesses can be seen in at least two ways right now. In the not-too-distant 
future, companies with more than 50 employees will face a penalty of at least $2000 
per employee if any worker is collecting federally-subsided insurance through an 
exchange. If you have less than 50 employees, this rule is moot. If you're a company 
with 40 something employees, how eager are you to hire more, cross the threshold, 
and take on those additional potential costs? 

"Secondly, a business or union or other entity can avoid all of these mandates if the 
Secretary of Health and Human Services likes them and grants them a waiver. 
Somehow it is less than surprising to learn half the waivers are to unions and 20 
percent have been given to Nancy Pelosi's district in San Francisco. The lesson of 
this waiver system is that expensive regulatory burdens are waived for the politically 
well-connected - another element of risk and a diversion of business energy, 
attention and funds from their true job (serving their customers and shareholders) to 
somehow buttering up Kathleen Sebelius." 

The new House majority has already voted to repeal ObamaCare, and is working to replace 
the law with commonsense reforms that will lower costs and protect jobs. That was our 
Pledge to America, and we intend to keep it. 

SPEAKER PRESS OFFICE 
REP. JOHN BOEHNER (R-OH) 

H-232. THE CAPITOL 
(202) 225-0600 I SPEAKER.GOV 

WEBSITE I CONTACT I PRIVACY POLICY 
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From: 
To: 
Subject: 
Date: 

Wake Up America Movement 
Kaleb Bennett 
New Year Wake Up call 

Wednesday, December 28, 2011 5:31:03 PM 

Having trouble viewing this email? dick here 

Dear Kaleb, 

This holiday season 2011 gives us something to celebrate. With Christmas just past, a new choice of President brings a ray of 
light onto the horizon in our New Year. Since Obama took office, we cmt't help noticing some disturbing uncurrents in our 
national trends. WAM passes these on. Pleasefonoard this wake-up call to any who haven't noticed the insidious 
ongoing erosion of the message and meaning of our most significant American holiday (other than Independence Day itself.) 
Posting the Presidential race analysis here on your blogs and forums is aopreciated 

Read this report through to the end-for a view of how this 1wliday' issue relates to our forthcoming election - where a new 
strategu is offered for those concerned with our current choices. 

WAMwishes each of you a more prosperous New Year a.nd extends our gratitude ,for your fortitude and 
perseverance in staying infonned and active in our role as citizens, in what yet remains (miraculously for all our recent 
obstacles) a democratic Republic- where your voice and your involvement matter more than ever. 

Your comments and questions are always welcome at: wamtoday@wamaction.info 

CHRISTMAS TIDINGS subverted to commercialized "Holiday" sales drive 

while Mainstream Media sings praises of the ever-vacationing Pres instead 

Major merchant corporations now treat Christmas as no more than a marketing gimmick to perk up consumer spending -
starting more than a month in advance. (like WaiMart , which had its trees and decor up before Thanksgiving.) But what 
about the Christmas Carols that carry the message of what this holiday is act ually about? Time Warner service dropped its 
available "alternative" station of carols offered last year, settling instead on one "Holiday Music" listening option. In 
Wisconsin, only one FM station could be found on the dial with traditional Christ mas music (and that format was dropped 
the week after Thanksgiving. Seems if we want to hear carols at Christmas, we best carry them on our own iPods. 

No more do we find Christmas trees and decorations in our schools. Instead we hear of new rules, (like one school in MA 
which literally forbade students exchanging Merry Christmas greetings) lest they offend non-Christians. In some areas, 
traditional local school concerts were scrapped this year altogether, while others held to the NFA's new style ''Winter 
Holiday" celebrations. Not surprisingly, now Mayor Emmanuel's Chicago central ice rink gave skaters a carefully edited 
musical backdrop in compliance with this unsooken, but strict, new oublic oolicy on 'acceptable' music of the season. 
Seems if we want our kids to share musically, in the true spirit of Christmas, they'll have to learn Silent Night (etc.) in 
Sunday school or by parents printing out lyrics for family gatherings. In contrast, we grown-ups still recall an America where 
songs of "Herald Angels" and tidings of "Peace and Light" surrounded us, throughout the Christmas season wherever we'd go. 
That's all been swiftly swept out of our culture (too insidiously to be coincidental) since the entry of Obama's reign in 
2008. 

And while the Progressive's bougbt and paid-off IV network featured a gala special on White House Holiday decor, its 
central focus (designed for political advantage) was a special White House tree dedicated to fallen soldiers with a much 
publicized presentation of their families invited to share in the display - as Obama knows he's not doing too well with the 
military vote (with the Muslim mass murder at Fort Hood reclassified as "workplace violence" and its executioner yet to be 
fully prosecuted.) On the bright side, the main tree there no longer hangs its White House commissioned ornament with the 
face of Communist China leader Mao Tse Tung . Instead, we hear, its decor this year included an ornament with Obama's 
own face - but not a one of Jesus nativity to be found there anywhere. As for the first family's visit to church on this 
highest of holidays? That was replaced by gala news of a family trip to Hawaii (at an estimated cost to Americans of 2± 
million dollars) - and the sacrifice Barack made by staying on in D.C. while his family (at added expense) traveled on to the 
islands separately. Astoundingly even a FOX commentator expressed sympathy for the lonely Chief Executive having to hang 
around in town and be pictured buying $20 toys for his dog (more than many could afford for their children) while cute, 
stuffed versions of "Bo" replaced nativity scenes in the White House holiday decor. Elsewhere, the battle to preserve 
Nativity scenes on public property were mostly lost before we got from 2008 to 2011, as our Federal Justice Department 
continues to stand on its head in its choice of what is now acceptable and enforceable in the U.S. (as defense of marriage 
and enforcement of immigration law are not - but Fast and Furious distribution of illegal weapons to drug cartels~. ) 
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Seems Christianity's central theme of love, peace 
and salvation has been pushed underground -
except for select ways it offers a potential boost to 
the lagging consumer index. On the other hand, a 
New York Times editorial calling for a new version 
of religious ''tolerance• has turned up. as another 
wake-up call on the Progressive agenda which has 
overtaken our eductional system and main stream 
media propaganda. In case you missed it, here it is: 

New York Times Calls for Shariah Law in U.S. 
http: //www.nytimes.com/2011/09/03/opinion/dont
fear-islamic-law-in-america.html?_r=4&hp 

Vehement, if not sane or logical, excerpts here: 
The crusade against Sharia law undermines 

American democracy, ignores our country's 
successful history of religious tolerance and creates 
a dangerous divide between America and its fast 
grow ing religious mjnodty 

The editorial goes on to compare rejection of 
Shariah Law to previous intolerance toward Jewish 
religious practices. What?! When did Jewish people 
ever express hate for America or vow for its 
destruction on religiou.s grounds? When did a Jew in 
the military ever tum his weapon on fellow 
American soldiers on 'religious' grounds? Or when 
have those of Jewish background focus their legal 
tean1s on demanding outrageous, special interest 
rights (like public bell ringings several times a day 
in quiet communities, children leaving classrooms to 
pray, or foot washing installations at U.S. tax payer 
expense, etc.?) 

Then there is this: 
Given time American Muslims, like all other 
religious minorities before them, will adjust their 
legal and theological traditions, if necessary, to 
accord with American values. By what stretch of 
logic and imagination could we expect that allowing 
special legal privileges to override our nation's law 
would cause Shariah supporters to loosen their 
standards - many of which are diametrically 
opposed to U.S. laws?! 

For instance, what about the Muslim's man•s right to 
cast aside his wife (which she, on the other hand 
faces insurmountable standards to have the right to 
leave him?) "One recent Shariah judge ruled that a 
brief text message from husband to wife is 
sufficient to end a marriage." Under Sharia, a 
woman has barely any rights to anything. And that 
is only the tip of the iceberg. 

The Cairo Declaration on Human Rights in Islam, 
ratified in 1990 by most Muslim nations states, 
among other things, that Sharia privileges to Muslim 
men include " a total right to freedom of 
movement." So much for passport approval (or 
maybe even driver's license requirements.) Then 
there is this: • There shall be no crime or 
punishment except provided for in the Shari'ah." And 
as nearty everyone (except those who approved this 
Times op-ed) know: Sharia, rather than being 
subject to being "adjusted in accord with American 
values" is considered binding "for all eternity." 

For more specific information on this raging 
storm, here are two excellent blog responses to 
the New York Times: 
http: //www.ruthfullyyours.com/2011/09/06/bruce
bawer-nytimes-defends -shari a -law-in-america/ 
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http://www.maggiesnotebook.com/2011/09/ nyt· 
dont · fear· islamic-law· in-america -eliyahu-stern/ 

In sum, to use a convolution of Christian ethics as a 
persuasion to both prohibit public II 5 signs and 
symbols of Christmas and to, simultaneously, distort 
our nation's fundamental foundation in attempts to 
circumvent our entire justice svstem have become 
an intolerable hypocrisy. These are the brands and 
directives of our current Federal Executive branch. 
With economic collapse, endless government 
spending sprees, continual expansion of Federal 
regulations over our lives and businesses - along 
with the U.S. continually declining reputation in the 
international community - this intentional dismissal 
of the symbols and traditions of our nation has US 
closing 2011 with more cause than ever for 
concerted action to reclaim our countrv's White 
House for a genuine American. 

AN IDEA FOR IOWA CAUCUS GOERS 

RAND PAUL IS A SOUTHERNER (from Kentucky) 
who is sure to increase enthusiastic support (and votes 
against Obama) throughout the South ! Romney's 
support is stronger in the East and f·lidWest - but he 
will need the South · and he will need TEA PARTY 
support if he's going to unseat Obama. 

to brighten our holidays come 2012 ....... . 

Picture this ticket: ROMNEY /PAUL 2012 
It could be an unstoppable combination ! 

And for those of US concerned about our tattering 
Constitution, Senator Paul on the ticket I'IOuld. at least, 
place a solid representative of fiscal sanity and sovereign 
U.S. rights next in line for the V/hite House. Combining this 
1 1ith the role of the Vice President in coordinating 1 1ith 
Congress makes a ticket 1 1ith Rand Paul the clear choice! 

PASS THIS ON TO OTHERS · A SOLUTION that can get 
more of US united and motivated- which is essential for 
Obama's defeat. Let's start this New Year moving forward 
this SMART STRATEGY 

With days to go before this first state asserts its voice on the GOP nomination, here are some 
thoughts for those of you who are lA voters (and to pass on to others who reside in Iowa) 
These opinions aren't meant to offend any of the candidates or their supporters. They are practical 

observations based on the facts at hand - bearing in mind the critical role this race now plays in 

Statue of Ubery photo 

every American's life. 

NEWT IS NOW TOAST. If he does well in !ovta it will only throw more chaos into the race It's all summed up in this one 
video. Setting aside his chief assets (knows his way around D.C. and moving legislation and exceptional ability to articulate 
in debates) his hair trigger record of mind-blovling changes of mind (even if we like and respect him) will undo the GOP's 
most popular opposition opinion on Obama. Here's why. The above video, which just started recirculating this week, undoes 
all faith Americans may have in Gingrich's stand on reversing ObamaCare. Added to this hotbed issue, the candidate has 
been disqualified from Virginia's state primary - so he cannot get any traction for the GOP nomination in his state where he 
polls highest, making his capacity to take the nomination very weak at best. 

WHAT ABOUT RON PAUL? For all his pluses (and there are many) this candidate's strength in Iowa is strongly reversed by 
polling in other early nominating states. Congressman Paul, however sensible on some fronts, will never be given the GOP 
nod - right or wrong - because of his stand on defense. So, to swing even more votes his way in Iowa's caucus does not 
make smart political sense. Were he the Nominee, the scare tactics being dredged out on him would drive away crucial (but 
less well-informed) Independent voters - increasing the prospects of another Obama tem1, threatening our nation's economy 
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and Constitution permanently. None of us want that, do we?    
 

CALLING ALL IOWA VOTERS - Support Bachmann in your important Caucus! Why?
While there is little likelihood of Congressman Bachmann winning the nomination, she remains the true Conservative
candidate who stood up for the Tea Party in D.C., started its House caucus and has voted - and spoken out - more
consistently than others on positions many concerned citizens support. Her platform is sensible and her 'dirty laundry'
minimal. Could she really become the Nominee? Her numbers in some Iowa polls have doubled this week, so (though not
likely to finish on top nationwide) if those undecideds in Iowa go for her now - this is the strongest way possible to send a
message that shakes up the "establishment." After Boehner and McConnell recent FIASCO - of pushing GOP rubber stamp on
absurd 2 month deductions (to be paid for by mortgage fee increases for the next 12 years!) THE LOUDEST MESSAGE
VOTERS CAN SEND D.C. RIGHT NOW is to SUPPORT REP. BACHMANN as the true anti-spending candidate of choice!  While
it won't necessarily put her in the White House, it will inspire and build INFLUENCE for 2010's Tea Party belt-
tighteners who are now in the House of Representatives. This is timely since Obama is about to DEMAND Congress pass
even more spending (Phase 3 of last summer's bogus budget deal's coming due.)  
 

 

 

Forward email

This email was sent to kaleb.bennett@gov.ok.gov by wamtoday@wamaction.info |  
Update Profile/Email Address | Instant removal with SafeUnsubscribe™ | Privacy Policy.

Wake Up America Movement | 140 W 71st St. | New York | NY | 10023

2711



From: Matt Glanville
To: Matt Glanville
Subject: Newberry comments on Supreme Court ruling on health care
Date: Thursday, June 28, 2012 1:09:10 PM

Oklahoma State Senate
Communications Division

State Capitol
Oklahoma City, Oklahoma 73105

 
For Immediate Release: June 28, 2012

Newberry comments on Supreme Court ruling on
health care

 
Sen. Dan Newberry today issued the following statement following the Supreme Court’s
decision to uphold the Affordable Care Act:
 
“The Supreme Court’s ruling is an extraordinary disappointment, but it provides the public
with valuable information about Obamacare. Today’s ruling lays bare the deception of the
Obama administration in assuring the public that the Affordable Health Care Act was not a
massive tax increase.  This is an extraordinary fraud – if presented to the American people as
the huge tax increase it really is, the proposal would have been overwhelmingly rejected. 
 
“Despite the Court’s ruling, there is no question Obamacare remains terrible policy.  The law
diminishes individual liberty, broadens the authority of the federal government and marks an
expansion of the welfare state. 
 
“Now, more than ever, we need leaders who will step forward and repeal the law, replacing it
with a health care solution that will protect the doctor-patient relationship, restore freedom of
choice and encourage competition.  Now that the Court has clarified that the proposal’s
funding mechanism is a massive new tax, my hope is that the American people will demand
strong leadership to advance a repeal of the law.”
 

– END –
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From: Matt Glanville
To: Matt Glanville
Subject: Newberry lauds agreement to establish Oklahoma Health Insurance Private Enterprise Network
Date: Thursday, April 14, 2011 4:30:02 PM
Attachments: PR-Newberry41411.doc

Oklahoma State Senate
Communications Division

State Capitol
Oklahoma City, Oklahoma 73105

 
For Immediate Release:  April 14, 2011

 

Newberry lauds agreement to establish Oklahoma
Health Insurance Private Enterprise Network

 
OKLAHOMA CITY – Sen. Dan Newberry today praised an agreement between

Gov. Mary Fallin and legislative leaders to establish an Oklahoma-based, free market health

insurance network built on conservative principals. 

The Oklahoma Health Insurance Private Enterprise Network will broaden access to

affordable healthcare and prevent the establishment of a federal health insurance exchange in

Oklahoma.  The agreement stipulates that Oklahoma will not accept the $54 million Early

Innovator Grant from the federal government. 

“As the author of the ballot measure that enabled Oklahomans to opt-out of

Obamacare, I’m pleased we’ve found a system that meets our needs and protects us from this

federal mandate,” said Newberry, R-Tulsa.  “Today’s agreement will expand consumer

choice through free-market principals, while protecting us from the implementation of

Obamacare.  This plan will give more Oklahomans the information they need to find the best

possible health plan.”

Based in part on concepts initially outlined by the Heritage Foundation, a leading

conservative research institution, the network will not limit participation and will be funded

through state or private resources.

(more)
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            “This proposal is the best possible fit for Oklahoma,” Newberry said.  “It will spur

competition among providers, encouraging innovation and improved service.  Governor

Fallin and Republican leadership stood on principal today, opposing a pernicious federal

mandate with a forward-thinking plan to empower Oklahomans through free market tools.”

 

-END-
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From: 
To: 
Subject: 
Date: 

stuart Jolly 

stuart Jolly 

News & V.ews from AR> Oldahoma APRIL 2011 

Tht..-sdoy, April 21, 2011 12:54:39 PM 
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April 2011 Newsletter 
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• Unions use OKC Bombing images for oo!i ical gain - disgusting! 
• House backs stopoing EPk Senate decides to do nothing 
• House votes to overturn FCC's job-killing Internet regulations 
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• Two budget futures: The Ryan Resolution 
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• Spending twice what we make 
• Make plans to join usl 

Tax Cay Rallies allow Oklahomans to show support for less 
spending! 

Once you enter adulthood and start paying bills on your own, April 15th goes from j ust another 
day to one of he scariest days of the year. And hey, we agree, paying taxes is scary and 
painful - especially when we're Taxed Enough Already! And for the hird year, a number of 
legitimate Tea Par ies rallied across the state to voice concerns over excessive government 
spending and onerous tax rates. 

Americans for Prosperity-Oklahoma made appearances at two different rallies on he 15th, wi h 
State Director Stuart Jolly speaking in Muskogee and Deputy State Director Justin Wilmeth 
speaking in McAlester. Both events featured engaged and concerned citizens that listened to 
what AFP and o hers can do to help in the state and the nation. Both Jolly and Wilme h were 
honored to be invited to speak, as engaging the citizens of Oklahoma in he political process 
are important to hem both. 

Thanks again to the Muskogee and McAlester Tea Parties for he time to share he fiscal 
conservative message and for the hospitality! 

The $54 million reversal 

The big news in he past month has been that of Gov. Mary Fallin making a reversal and 
deciding against taking federal money to build a health care exchange in he state. Originally, 
Fallin had stated from the beginning of her time in office that the state of Oklahoma would 
accept $54 million in federal funds and use it to craft a health care exchange before the 
Obama administration came in and did it for us. Trouble was, that federal money would have 
included strings that really wouldn't have allowed us to set hings up in a good way. And 
thanks to outside pressure from good Oklahomans like you, Gov. Fallin announced last week 
that the state would not take the money, adding that the state can develop a better system 
rooted in liberty and free enterprise. We agree! AFP-Oklahoma commends Gov. Fallin for the 
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decision because it was he responsible hing to do. 

A Few Good of Bills ... 

The legislative session is to he point hat bills have been approved by both chambers, 
meaning all that's left is for he Governor to consider them. And Gov. Fallin has been doing 
just that, wi h a number of AFP-approved bills receiving her signature. Here's a quick rundown 
of hose she has approved as of his release: 

• HB 1380 (Rep. Holland): This measure eliminates trial de novo, which was a process 
that allowed bad teachers to appeal their firing in the courts, slowing down heir 
tennina ion in a major way. In he past, his acted as a deterrent for school boards to 
take action against non-perfonning instructors. 

• HB 2139 (Speaker Steele and Senator Bingman): This measure restructures he 
responsibili ies of he Oklahoma State Board of Education and he Superintendent of 
Public lnstruc ion whereby the state's elected common education leader has control over 
the administration of he Oklahoma Department of Education. 

• HB 1044 (Rep Faught): Provides oversight of State Agencies by he legislature on 
major rule changes, including fees. Currently, agencies can make major rule changes 
and charge fees, and he legislature has a period time to respond or it will go into effect. 
This bill requires legislative approval BEFORE all administrative rules and fee increases. 

• HB 1007 (Rep. R. McDaniel): Would create the Pension Refonn Accountability Act. 
Currently, he state pension system is in need of dras ic refonn for future solvency, with 
a $16 billion unfunded liability. 

Opposite Chamber Deadline Approaching 

Last month was the first major deadline in the legislative process. Next Thursday, Apr. 28th, is 
the second. That's when the deadline to hear and consider bills from the opposite chamber 
comes. After that, if a Senate bill in the House or a House bill in the Senate hasn't been heard, 
then they're done for the year. This week and next should be very busy at he Capitol and he 
AFP-Oklahoma blog will have updates as important bills get voted on. You can keep up with 
the action here. 

Unions use OKC Bombing images for political gain 

The world and government and politics are full of weird and dirty things, but this is by far one 
of he vilest things we've ever seen. Unions are pulling out all he stops to fight true refonn in 
Oklahoma and this is proof. Fighting against Senate Bill 826 by Sen. David Holt, the AFL-CIO 
and IAFF labor unions recentiy released a television spot in opposition of he bill. The measure 
aims to bust labor power in the state employment system by refonning binding arbitration with 
municipal union employees. 

This, of course, is highly offensive to he labor unions, as it strips away heir control. So they 
went about making an ad stating that the measure needs to be defeated, lacing in images of 
police and fire fighters in action - including flashes from Aoril 19 1995. That produced a lot of 
opposition to he ad, wi h Sen. Holt calling it "horrific and tasteless." 

"The AFL-CIO and he IAFF should be ashamed of this horrific and tasteless commercial," Holt 
said. "I sincerely ask that this commercial be removed from the airwaves immediately, out of 
respect to the people of Oklahoma. The victims and heroes of April 19th are not poli ical 
pawns to be exploited whenever the Legislature seeks to refonn a union negotiating process." 

We agree. It's one thing to disagree with a certain piece of legislation, but to stoop to the level 
of using images from one of America's dar1<est days is truly irresponsible. Shame on those 
unions for heir actions wi h his ad. 
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Federal Update: House backs stopping EPA; Senate decides to 
do nothing 

Our Congress recenijy reached a split decision on a very important topic - whether or not to 
contain and reel in he damaging actions of he EPA. Earlier in he mon h, the House voted by 
a 255-172 margin hat backdoor, job-crushing energy taxes should not come into play. But he 
Senate voted 50-50 on the matter. Because of that, the 60-vote plateau needed to stop a 
filibuster was not reached and the EPA power grab continues. 

In his piece written by Phil Kernen Vice President of Policy for AFP, Phil talks about he 
s~uation and why he proposed EPA mandates would be very damaging to America's 
economic future. 

Federal Update: House votes to overturn FCC's job-killing 
Internet regulations 

Did you know the FCC has been IJying to take over the Internet? Regula ing he Internet under 
the banner of so-called network neutrafity has been a far-left obsession for years. The scare 
story has always been hat if government doesn't regulate, phone and cable companies will 
ruin the Internet. It hasn't happened because of competition. It works. A company that messed 
~h its customers would lose hem to a competitor. And compe ition is only increasing as next
generation wireless becomes an increasingly viable option for home broadband Internet. 

But two weeks ago, the U.S. House of Representa ives stood up to this form of extreme over
regulation. It voted 240-179 to overturn the extreme FCC regulations. And all members of the 
Oklahoma delega ion voted against it: Republicans Tom Cole, James Lankford, Frank Lucas 
and Tom Sullivan and Democrat Dan Boren. 

Thanks to all five members for their vote and we hope he Senate will take the same course. 

For the full vote, click here. 

State tax dollars hire lobbyists? 

So, what would you hink about a state agency using tax dollars to employ private lobbyists to 
work the halls of he state Capitol? That's exactly what the Employee Benefits Council has 
done, entering into a year-long contract~ Capitol Gains to advocate for hem in Oklahoma 
C~. This made news w~ our friends over at OklahomaWatchdoo.org which interviewed 
Oklahoma State AFP Director Stuart Jolly about the dismaying news. After all, when taxpayer 
money is used to lobby for more taxpayer dollars, taxpayers lose - not once, but twice. 

Unfortunately, his prac ice is growing, and growing fast! More and more c~ies, coon ies, school 
districts, you name it, have figured out hat hey can hire a lobbyists for $50 to 150k and get 
double, sometimes 1 0-fold, heir money in return; that's double or 1 0-fold your tax dollars in 
return! You should be outraged that many of hese lobbyists lobby for bills hat you are for, 
forcing you to fund your opposition. One case in point is Pension Reform. It is the municipal 
lobbyists who are lobbying for he status quo, when nearly everyone agrees hat we need 
change in our pension system. Call your state representative and senator today and let hem 
know you want taxpayer-funded lobbying to end (House: 405.521.2711 or Senate: 
405.524.0126) 

Oklahoma used as example of low education standards 

What's the old saying? "Lies, damn lies, and statis ics." That's what Mark Twain used to say, 
anyway. And in his piece by The Oklahoman we find out just how the Sooner State has used 
numbefS in the past to atter he harsh reality - our kids aren't reading at he proper level. We 
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believe Janet Barresi will stop this practice. See he article .. . 

Around the World on $69 million in welfare funds? 

Around the World on $69 million in welfare funds. What's that again? You read hat right In he 
socialist paradise of California, welfare recipients are taking lavish vacations to destinations 
such as Las Vegas, Hawau and Miami. Oh, and donl forget DisneyWor1d and cruises, as well. 
Watch this video for some shocking fads from info dug up by our friends at AFP-Califomia. 
You can view the video be clicking here. 

Two budget futures: The Ryan Resolution 

The debate over what America should do over he next decade to solve its budget and debt 
issues is a big one. On one hand, President Obama advocates higher taxes for all to fix it. But 
we all know that will only punish everyone and drive businesses too her countries hat don't 
think business prosperity is a bad thing. On the other side are those like Rep. Paul Ryan from 
Wisconsin, who has crafted a real, viable solution to our country's budget woes. The Wall 
Street Journal gives its take, saying it's he most serious attempt to fix our budget in a 
generation. Read their full outlook here. 

ObamaCare - Live your Carefree Lifestyle! 

If you donl like your health care now, just wait until it's free! In this sad-but- funny spoof of 
prescription drug commercials, we take a glimpse at just what ObamaCare has to offer us all. 
Warning: Viewing his video may cause heart attack, stroke or an empty bank account! Check 
out this great spoof here. 

Spending twice what we make 

Unpleasant Facts overheard on TV his week: Fox News' Stuart Varney broke down he crazy 
fiscal numbers on our ever-expanding deficit and debt He said that America, if it were a 
person, makes $21,000 a year but SPENDS $42,000 annually. 

Mr. Varney puts it in numbers we can all soak in, huh? 

Make plans to join us! 

Each year, Americans for Prosperity has two big conferences hal you should be aware of so 
you can make plans to attend - RightOnline Conference and the Defending the American 
Dream Summit. Both events are an outstanding opportunity to learn more about our cause, 
interact wi h AFP members from different parts of he country and listen to a wide array of 
interes ing panel discussions and speakers. 

RightOnline, which focuses on how you can use he internet to promote limited government 
and freedom, will take place on June 17-18 in Minneapolis. It will take place at he 
Minneapolis Hilton. Early registration for the event is $99, $79 for students and a bulk/family 
rate of $45 per person for up to five attendees. The Hilton and the Doubletree Hotel across he 
street will offer conference rates of $139 per night for hose attending. Confirmed speakers 
include Andrew Breitbart, Eric Erikson, and Michelle Malkin. Go to RightOnline.com for 
more inforrna ion! 

From Nov. 3-5, our fif h annual Defending the American Dream Summit will take place in 
our beautiful nation's capital, Washington, DC! This year he summit will be held at the DC 
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Convention Center. You can book a summit rate wi h he Renaissance Hotel across the street 
for only $139 a night We'll keep you posted on this exciting event as more details become 
available. 

Visit www.DefendinaTheDream.com for more details and list of speakers. 

Request yours today! 

"Keeping Oklahoma Competitive"Booklet or "2011· 12 Oklahoma Policy Cards" 

If you have not had a chance to look at our updated publication on "Keeping Oklahoma 
Competi1ive," request one today at infoOK@afuhg.org! 

On the Web: 

Make sure to follow AFP-Oklahoma on Twitter and find us on Facebook. You can also check 
out pictures of AFP-Oklahoma HERE! 

And make sure to check out AFP-Oklahoma on the conservative social networking site, 
Libertylinked.com. The site is devoted to conservative values and poli ical viet()()', so join up 
today and then add AFP-Oklahoma. 

It's another way to stay informed! 

Support AFP-Oklahoma 

Every dollar AFP spends in Oklahoma, we raise in Oklahoma. AFP-Oklahoma counts on your 
generous support to make projects like "November is Coming!" become a real ity. Please 
consider making an investment! 

Donate today! All of the money we raise in Oklahoma stays in Oklahoma! 

Thank you for your support! 

For l iberty! 

Stuart A. Jolly, Oklahoma State Director 
Justin Wilmeth, Oklahoma Deputy State Director 
Americans for Prosperity 

Americans for Prosperity® (AFP) IS a nabonw~de orga.n!Zabon of c:rtiZ:en leadas committed to actvanCEng every lndiVYdu.al's 
nght to econom1c freedom and opportunity AFP bel•eves recluang the sae and scope of government IS the best safeguard 

to e,nsunng mdtvidu.al productlvcy and prospenty for al Ame!'JC3ns AFP educates and engages CitiZens 1n support of 
restram•ng state and fe.deral government growth. and retum•ng govemmMt to rts oonstrtvt10n.al l!mrts AFP has more than 

1 7 m1fiJon members mctuding members '" all 50 states and 32 state chapters and affiliates More than 85 000 Americans 
1n a !l 50 states h:.ve made a finanaal 1nvestme-nt tn AFP or AFP Foundation For more mfotmation VtSit 

~ 

Remove yourself from this mailing. 
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From: Harve Allen
Subject: News articles, 5/2/2012
Date: Wednesday, May 02, 2012 4:54:29 PM

Quick summary of today's news articles (Full text of articles follows):
 

-          Members of the Transport Workers Union at bankrupt American Airlines are
reviewing terms of the company's "final best" contract offer, which proposes 7.5
percent in wage increases over six years and fewer layoffs than originally stipulated,
union officials said Tuesday. (Tulsa World)

 
-          Four senior executives at American Airlines, the subsidiary of bankrupt AMR Corp.,

are retiring, and a fifth senior position has been eliminated, AMR Chairman and CEO
Thomas Horton said Tuesday. The retiring executives, combined with earlier
management retirements, represent a 20 percent reduction in American's most
senior leadership positions since the company presented its comprehensive
bankruptcy restructuring plan on Feb. 1, company officials said. (Tulsa World)

 
-          Increased passenger traffic at Will Rogers World Airport is causing slowdowns and

missed flights at the Oklahoma City airport and will probably lead to the need for
improvements soon, officials said. (The Journal Record)

 
-          House Budget Committee Chairman Paul Ryan (R-Wis.) has introduced legislation to

replace a mandatory across-the-board discretionary spending cut in fiscal year 2013
that is required by last summer's deal to raise the debt ceiling. The bill is the start of
an effort to prevent $600 billion in defense cuts over 10 years that both parties
argue would reduce U.S. national security. (The Hill/Floor Action blog)

 
-          Air Force Chief of Staff Gen. Norton Schwartz warned the House Armed Services

Committee on Tuesday that if Congress restores aircraft that the Pentagon wanted
to scuttle, it’s got to pony up the money that goes with it. (The Hill/DEFCON Hill
blog)

 
-          It’s clear that the final release of the FAA’s Authorization Act has given a new fillip to

the agency’s NextGen implementation activity. The 2012 Plan, released in March, has
a much more upbeat flavor than its 2011 predecessor, which essentially looked
backwards at accomplishments in 2010, when most activities were still in their early
stages. (Aviation International News)
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OK AEROSPACE INDUSTRY
 
AMR 'final' contract offer would cut fewer jobs
By D.R. STEWART, Staff Writer
Tulsa World
5/2/2012
 
Members of the Transport Workers Union at bankrupt American Airlines are reviewing terms
of the company's "final best" contract offer, which proposes 7.5 percent in wage increases
over six years and fewer layoffs than originally stipulated, union officials said Tuesday.
More than 24,000 members of the TWU will vote to accept or reject the contract offer within
two weeks, TWU executives said.
Among the prominent issues covered by American's offer are:
 
•1.5 percent wage increases for all TWU work classifications 12 months from the date of the
contract's signing.
 
•1.5 percent wage increases 24 months from date of signing.
 
•1.5 percent wage increases 36 months from date of signing.
 
•1.5 percent wage increases 48 months from date of signing.
 
•1.5 percent wage increases 60 months from date of signing.
 
In addition, the offer includes a series of job outsourcings, eliminations and reclassifications.
The offer, however, proposes outsourcing less than the 40 percent of heavy maintenance the
company said was necessary in February.
American proposes "to permit outsourcing of up to 35 percent of aircraft-related maintenance
work currently done in house, measured in man-hours," American said in its "final best
offer."
However, "other work may be contracted out in the future so long as the 35 percent is not
exceeded."
The company still plans to close its Fort Worth Alliance Airport Maintenance Base, at the
cost of 1,200 jobs, and that work will be shifted to the Tulsa Maintenance & Engineering
Center or Dallas/Fort Worth International Airport, American said.
But the total job losses under American's offer - originally proposed to be 13,000 in February
- is unclear, TWU officials said.
The company's February proposal included layoffs of 2,100 of the 5,600 mechanics employed
at the Tulsa M&E base and layoffs of 8,500 mechanics companywide.
"That has been reduced significantly," said Rick Mullings, spokesman for TWU Local 514 in
Tulsa. "I could tell you a number, but it would never be close because there are so many
conditions attached."
The conditions that will affect the number of job cuts in Tulsa include seniority bumping
rights of mechanics working at Alliance and other maintenance bases, changes of job
classifications in Tulsa and early retirements of mechanics and related work groups, officials
said.
American's offer includes changes to work rules to permit management to establish work
week, work cycles and frequency-of-shift bids, including implementing work schedules that
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"include Saturdays and Sundays without restriction," as well as eliminating all limitations on
holiday work.
Maximum vacations earned by employees are reduced to 25 days from 30 days, the offer
says.
In a letter to union members, TWU International President James C. Little said the company's
offer is a separate issue from a proposed contract agreement with US Airways, which seeks a
merger with American.
"This vote has nothing to do with a possible US Airways merger," he said, "and even a yes
vote will not prevent the possible US Airways merger. The issues are legally unrelated. This
vote is only about what conditions we will work under at AA, as there is no certainty a
merger will take place."
American's offer also will not affect the Section 1113 bankruptcy hearing in which
American's lawyers are proposing that U.S. Bankruptcy Judge Sean Lane reject the
company's collective bargaining agreements with its unionized TWU mechanics, Allied Pilots
Association and Association of Professional Flight Attendants, Little said.
"The bankruptcy judge does not decide what the terms of our contract will be," he said. "If he
rejects our contract, we will have no contract. The judge does not pick and choose between
the terms proposed by American or otherwise rewrite its proposal - he will either grant AA's
motion to reject it or deny it."
The Section 1113 hearing was adjourned Friday for two weeks while labor and management
representatives continued negotiations on restructured labor contracts. The hearing will
reconvene May 14, when the unions will present their arguments against rejection of the
collective bargaining agreements.
Tempe, Ariz.-based US Airways, the nation's fifth-largest airline, has proposed a merger
with American before it completes the bankruptcy reorganization process.
Under the US Airways scenario, only 450 mechanics jobs would be cut at the M&E base in
Tulsa, no maintenance bases would be closed and no aircraft retired, company executives
said.
US Airways executives said they would grant two-year furlough protection to the 4,500
workers who would remain in Tulsa after a merger.
Companywide, a merger between US Airways and American would eliminate the positions
of about 4,900 mechanics, baggage handlers and other airport ground workers, US Airways
and TWU officials said.
US Airways hasn't made an offer for American parent AMR Corp., but it has reached
contract agreements with American's unionized mechanics, pilots and flight attendants in the
event a merger becomes effective, officials said.
American Chairman and CEO Thomas Horton said the airline intends to remain a stand-
alone company until it emerges from bankruptcy.
AMR filed for bankruptcy Nov. 29 after more than $10 billion in losses over the previous
decade.
 
 
 
 
AMR bankruptcy: More American Airlines senior executives
retiring
By D.R. STEWART, Staff Writer
Tulsa World
5/2/2012
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Four senior executives at American Airlines, the subsidiary of bankrupt AMR Corp., are
retiring, and a fifth senior position has been eliminated, AMR Chairman and CEO Thomas
Horton said Tuesday.
The retiring executives, combined with earlier management retirements, represent a 20
percent reduction in American's most senior leadership positions since the company
presented its comprehensive bankruptcy restructuring plan on Feb. 1, company officials said.
AMR's management restructuring plan includes layoffs of 1,400 management and support
staff positions at a cost savings of $165 million a year, court documents show.
"Our organization redesign purposefully began at the top, and today's changes will further
advance the company's restructuring objectives and bring us one step closer to ensuring
American has the leanest, most capable and effective leadership team in the industry," Horton
said. "We are on the threshold of an extraordinary opportunity to be America's flag carrier,
delivering world-class service to customers around the globe.
"To achieve this, we must get leaner and more streamlined - with an intense focus on our
customers."
The retiring executives include:
 
•David Brooks, president of American's Cargo division.
 
An American employee for 30 years, Brooks has served as Cargo president for nearly 16
years, company executives said.
"With American Airlines Cargo, Dave has built one of the most successful companies within
a company - with some of the best and most loyal customers due in large part to the customer
service and relationships Dave and the Cargo team have built throughout the years," said
American Chief Financial Officer Bella Goren.
 
•Mark DuPont, manager, airport services.
 
During a 29-year career with American, DuPont held key leadership positions in Chicago;
Orange County, Calif.; Los Angeles; New York; and the Dallas/Fort Worth corporate offices.
"His leadership of Airport Services has consistently put American on the leading edge of
technology innovation, as he has pushed our teams to solve business problems with
technology solutions," said Craig Kreeger, American's senior vice president-customer
experience.
•Susan Garcia, vice president, information technology.
 
In her present post for 10 years, Garcia has been with American for almost 25 years.
"Susan has led some of the most monumental technology initiatives at American over the
years," said Maya Leibman, American's chief information officer. "She has eagerly taken on
the challenges of big, complex technology endeavors, including the very successful Y2K
project, as well as the modernization of countless legacy systems."
•Andrew Watson, vice president, customer technology.
 
Watson has served in American's technology organization for more than 10 years.
"Andrew led many visible and impactful projects, such as the introduction of self-service
machines and development of American's iPhone app," Leibman said. "Andrew is going to
be missed, not just for these technology innovations, but also for his willingness to challenge
the status quo and to engender great loyalty from the people who worked for and with him."
Horton said the position formerly held by Doug Herring - vice president-operations finance
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and strategy planning - has been eliminated. Herring will be working on special projects
through the end of the year, Horton said.
In addition, Horton said, the company will undergo a transition in leadership in its human
resources division from Jeff Brundage to Denise Lynn, who will become senior vice
president of human resources.
Brundage, who has led American's contract negotiations with its unionized mechanics, pilots
and flight attendants, will remain with American through the bankruptcy negotiations process,
become a senior adviser and eventually retire, company officials said.
"Jeff has served in one of the most challenging roles in our company - he's done it ably and
with great determination, perspective and resolve," Horton said. "When Jeff moves on to the
next phase of his career, he will take with him the appreciation of our board and senior
leadership team."
Horton said he greatly appreciates what each of the executives has given the company and its
customers.
"On behalf of the company and all of its stakeholders, I want to thank these officers for the
enormous contributions they have made to American Airlines over the years," Horton said.
 
 
 
 

STATE AIRPORTS
 
Increased passenger traffic leads to longer waits at OKC airport
By Brian Brus, Oklahoma City reporter
The Journal Record
5/2/2012
 
OKLAHOMA CITY – Increased passenger traffic at Will Rogers World Airport is causing
slowdowns and missed flights at the Oklahoma City airport and will probably lead to the
need for improvements soon, officials said.
 
Passenger traffic in March was up almost 7 percent from the same month a year earlier, and
the airport posted its 11th consecutive month of positive gains, spokeswoman Karen Carney
said. With more people at ticket counters and security checkpoints, some have found
themselves waiting 30-50 minutes more than usual, she said.
 
“People are arriving 45 minutes before their 6:30 a.m. flight and hoping to breeze through the
checkpoint,” she said. “Passengers should not count on that. In recent weeks we have seen
numerous people miss flights.”
 
Carney said the increased traffic is good news overall.
 
“We are looking at some central terminal improvements, but we’re still in the planning and
review stage,” she said. “And we think that will be very soon, in the next year or two.”
 
Carney said industry feedback suggests that Oklahoma City has been attracting more business
travelers and that convention and sports event activity has increased as well.
 
Steve Lott at Airlines For America, an industry support organization, affirmed Carney’s
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perspective.
 
“What we’ve seen in terms of recovery from the recession is a tale of two customer
segments,” Lott said. “You’ve got business travel and leisure travel. The recovery that we’ve
seen in the last two years and overall U.S. economic growth and corporate profits is
supporting an increase in business travel. Some of the airlines have made that very point –
they’re seeing more passengers in the business sector.
 
“Personal income is on the mend, but reduced household worth is crimping leisure demand,”
he said. “So, on the leisure side you still see a large segment of the population that is very
budget-conscious.”
 
Nationwide, domestic passenger enplanements rose by 0.7 percent in March over the previous
year, and by 2 percent for the first calendar quarter, he said. By comparison, Oklahoma
City’s figures look strong, he said. At Tulsa International Airport, passenger volume
decreased by nearly 5 percent in March compared with the same period in 2011.
 
Carney said the period from 5:30 a.m. to 7 a.m. is the busiest of the day. Almost all early
departures are so-called originators, or aircraft that stayed overnight in Oklahoma City and
are beginning their service routes for the day. She said that period is also a key travel time for
business travelers who need to get to their destinations early for meetings.
 
Frontier Airlines is expected to add another nonstop flight to Denver out of Oklahoma City
beginning in May, and Southwest Airlines will be adding new nonstop service to Chicago in
June. Depending on a ruling by the U.S. Department of Transportation, nonstop service to
Ronald Reagan Washington National on Southwest Airlines may be initiated in late summer,
Carney said.
 
 
 

DEFENSE SPENDING
 
Ryan offers bill to end sequester in bid to stop automatic defense
cuts
By Pete Kasperowicz
The Hill/Floor Action blog
5/1/2012
 
House Budget Committee Chairman Paul Ryan (R-Wis.) has introduced legislation to replace
a mandatory across-the-board discretionary spending cut in fiscal year 2013 that is required
by last summer's deal to raise the debt ceiling.
 
The bill is the start of an effort to prevent $600 billion in defense cuts over 10 years that both
parties argue would reduce U.S. national security. The defense cuts were supposed to
pressure a “supercommittee” of lawmakers to find alternative cuts in the budget, but that
panel failed to come up with a plan.
Ryan's Sequester Replacement Act, H.R. 4966, would eliminate language in last year's
Budget Control Act that requires the cut to 2013 spending, known as the “sequester.”
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Another piece of legislation, the Sequester Replacement Reconciliation Act, is a 187-page
bill that outlines the various cuts and savings to mandatory programs that will make up for
ending the sequester. Cuts in this bill come from recommendations made by six House
committees: Agriculture, Energy and Commerce, Financial Services, Judiciary, Oversight
and Government Reform and Ways and Means.
Republicans said in April that these proposals would amount to about $78 billion in cuts to
mandatory programs to replace the same amount of cuts to discretionary programs that are
required to take place in 2013. Those cuts would lead to another $180 billion in spending
reductions over the decade.
These changes would allow the government to avoid both defense and non-defense cuts that
Democrats have opposed. Under the GOP plan, the rest of the required $1.2 trillion in
required cuts would come through further cuts to discretionary spending.
According to reports filed this week, the Agriculture Committee cuts would save $7.7 billion
in the first year, and $33.2 billion over ten years, almost all of which come from reforms to
federal food stamp assistance.
The House Financial Services Committee proposed $3 billion in cuts for 2012 and 2013, and
$29.8 billion over 10 years. Most of these come from cutting Title II of the Dodd-Frank
reform bill, which gives the government “orderly liquidation authority” over financial
institutions. But this committee also recommended an end to the direct funding of the
Consumer Financial Protection Bureau, as well as flood insurance reforms similar to those
the House has already passed.
House Judiciary proposed medical liability reforms, also similar to a proposal the House has
passed, while the House Oversight and Government Reform Committee proposed increasing
the contribution that federal workers pay to their retirement.
Energy & Commerce proposed the elimination of grants to help establish health insurance
exchanges under the 2010 healthcare law, put limits on Medicaid payments, and also called
for medical liability reform.
Way and Means proposed capturing all of the overpayments made under the 2010 healthcare
law that are meant to help low-income people buy health insurance. Under current law, all of
these overpayments are not required to be recaptured.
Ways and Means also proposed legislation that would require people to provide their Social
Security number to claim the refundable portion of the child tax credit, and repealing some
block grants to states for certain social services.
House aides have indicated that a vote on legislation ending the sequester could come this
month, before the Memorial Day break.
In April, House leaders reiterated that a replacement for the sequester is needed because it
would make cuts to “critical” defense and national security programs that even the Obama
administration has said is “not good policy.”
Democrats have similarly protested cuts to social service programs, but Republicans said in
April that “of particular concern is the impact sequestration, if allowed to occur, would have
on our national security.”
 
 
 
Gen. Schwartz warns Congress on reversing Air Force cuts
By Jeremy Herb
The Hill/DEFCON Hill blog
5/1/2012
 
Air Force Chief of Staff Gen. Norton Schwartz warned the House Armed Services
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Committee on Tuesday that if Congress restores aircraft that the Pentagon wanted to scuttle,
it’s got to pony up the money that goes with it.
 
“If you give us force structure back, give us the money, too, because the quickest way I know
to a hollow force is to give us structure and no money. It’s simple as that,” Schwartz said
during a forum at the Stimson Center Tuesday.
 
The Air Force’s 2013 budget request included numerous cuts to aircraft and personnel, as it
planned for the Pentagon’s $487 billion budget cut over the next decade.
 
Like the other military service chiefs, Schwartz has said he supports the Pentagon’s 2013
budget, and the four military service heads did not give Congress a list of unfunded priorities
this year, a point of contention with Republicans.
 
But the House Armed Services Committee is planning to reverse several proposed cuts,
including stopping the retirement of 18 Global Hawk Block 30 drones and reducing cuts to
the Air Guard.
 
Schwartz said he and other Air Force officials have made their case to the committee, and
will continue to do so as the Defense budget bills move through Congress this year.
 
The danger that he laid out is if the budget cuts are limiting the number of dollars available,
there’s a concern that the funding won’t be there to maintain aircraft the Air Force has to
keep.
 
“To just indicate, ‘Keep it and make it work,’ is not a satisfactory solution in my view,”
Schwartz said. “We are not rolling over. We are going to make our best arguments. But if the
outcome is to return force structure, it needs to come with the resources to assure that it is
good.”
 
A spokesman for House Armed Services Chairman Buck McKeon (R-Calif.) said Schwartz's
concerns were overblown. "It is the Chairman's policy that we will not authorize force
structure without the funding to support it," McKeon spokesman Claude Chafin said in an e-
mail.
 
McKeon has proposed a budget that’s $3.7 billion higher than the Pentagon’s 2013 request,
and about $8 billion above spending caps under the Budget Control Act.
 
The Senate Armed Services Committee is expected to budget a to a lower number, meaning
the two committees will have to reconcile the difference.
 
 
 
 

NEXTGEN
 
FAA Reports Progress on NextGen Implementation
by John Sheridan
Aviation International News
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May 2, 2012
 
It’s clear that the final release of the FAA’s Authorization Act has given a new fillip to the
agency’s NextGen implementation activity. The 2012 Plan, released in March, has a much
more upbeat flavor than its 2011 predecessor, which essentially looked backwards at
accomplishments in 2010, when most activities were still in their early stages. Back then, the
potential future benefits of NextGen were just that–potential. Now, the 2012 Plan reports on
significant progress in operational implementations over the previous 12 months, when users
started to obtain actual benefits, and the plan will doubtless provide more community
confidence that NextGen is going to do all–or at least most–of the things it originally
promised.
For example, the 2011 Plan outlined the intention to begin the ADS-B ground station
network in that year. More than 300 stations were up and running by the end of last year,
with the balance of the eventual 700-plus stations forecast to be installed by early 2014. Waas
LPV progress was also encouraging, with 354 procedures published last year, making a total
of almost 2,800 covering 1,400 airports now available.
It’s estimated that 30 percent of the general aviation fleet is now equipped for LPVs–that is,
with GPS plus Waas–but no estimates are available for ADS-B out, presumably because
installations aren’t mandated until faraway 2020. (Not mentioned in the 2012 Plan were
ADS-B out’s other distractions such as its debatable user benefits, plus the anticipated
technology advances over the next eight years that could cut the price of ADS-B out and
possibly make the infinitely more useful ADS-B in more affordable.) Interestingly, too, the
2012 Plan describes the operational difference between the ADS-B out and in modes,
showing the benefits of in during various flight phases, which previous plans hadn’t.
The 2012 Plan emphasizes that performance-based navigation (PBN) capabilities will be an
essential part of future NAS operations, and PBN procedures are now being issued almost
routinely. Last year, 49 new GPS Rnav routes were published, including for the first time two
helicopter routes between New York City and Washington. In addition, 51 RNP authorization
required (AR) approach procedures–the most demanding procedures to design and obtain
approval–were issued for use by qualified operators. PBN procedures are now well
established in standard terminal arrival routes (Stars) with 288 incorporating optimized
profile descents (OPDs), on which idle power is maintained from top of descent (TOD) to
final approach.
A variant of the OPD introduced in 2011 is the tailored arrival (TA), intended mainly for
aircraft arriving off oceanic crossings, and not specifically linked to a fixed, Stars-like
routing. The TA is traffic dependent, where ATC assigns the path of the idle power descent
from the TOD relative to other inbound aircraft, and sends it to the aircraft crew via the
satellite-based future air navigation system (Fans) datalink, where it is displayed on the
aircraft’s FMS for crew acceptance or negotiation. While still regarded as legacy equipment,
and to be replaced by the future aeronautical telecommunications network (ATN) once the
troubled Eram ATC computer system is fixed in three to five years (AIN December, page 1),
Fans is the only currently approved and internationally accepted aviation datalink and is in
wide use, particularly over the Pacific. In 2011, the first FAA TAs were declared operational
at Los Angeles, San Francisco and Miami, with Anchorage and the Travis and Andrews
AFBs among those being considered for 2012 introduction.
Stakeholder Input
 
Before 2009 there was little FAA consultation with the user community at large, and the
changes that were made in FAA plans were made in response to the specialized needs of
specific user groups. The first all-industry consultation process occurred in 2009, following
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the FAA’s first NextGen implementation plan. That six-month effort generated a number of
user-proposed changes, particularly from corporate operators whose aircraft carried avionics
having much more capability than most airliners. As a result, the FAA made significant
improvements to the plan.
The user consultation process was then adopted in early 2011 by a smaller NextGen Advisory
Committee (NAC) composed of senior industry and government executives. The 2012
NextGen Plan includes the 17 NAC recommendations, several of which were multi-part
statements, along with the FAA’s responses. These are too lengthy to be included here, and
most are primarily airline-centric. However, one of the first recommendations concerned
incentives for the carriage of advanced technology equipment, where corporate aircraft are
clearly industry leaders. That exchange follows.
NAC: The FAA should make incentives available for aircraft that are first to be equipped but
cannot reap benefits for lack of a critical mass of equipage, and for operators who have
equipped but are not attaining the intended benefits. Where possible, the FAA should
prioritize operational incentives over financial incentives.
FAA: FAA supports operational incentives and will give them priority. The FAA
Reauthorization Act…authorizes us to establish a financial incentives program. FAA is
studying this new authority.
Elsewhere in the 2012 Plan, the agency states, “For operational incentives, often referred to
as the best-equipped, best-served concept, the FAA would establish procedures by which
operators equipped for and capable of using a specific NextGen improvement would receive
advantages over and above the benefits that result directly from the improvement itself.” The
statement is a little opaque, but one assumes the intent is equally positive.
Following what has therefore become valuable standard practice, in 2012 the FAA chartered
an Aviation Rulemaking Committee to recommend the most appropriate strategy to introduce
ADS-B in across the NAS. The Committee’s report, submitted in September 2011,
essentially stated that neither the ADS-B in avionics nor its full supporting infrastructure was
sufficiently developed to justify either an early mandate or a satisfactory operator business
case for investment, and suggested that a mandate might not be appropriate much before
2028. The FAA has not released its response to the ARC report, quite possibly because the
wording of the agency’s recent reauthorization specifically calls for an ADS-B in mandate in
2012, which, according to the ARC specialists, would be most inappropriate. Perhaps the
FAA is still seeking a way to get out from under the Congressional imperative
What’s Ahead in NextGen?
Simply put, a lot. Forty-three of the implementation plan’s 102 pages set out, in individual
detail, each of the large number of operational improvements (OIs), large and small, that will
progressively build NextGen this year and over the years ahead. It is an impressive list,
complete with implementation timelines.
The FAA is to be congratulated on its parallel publication of a separate, 16-page supplement
to the main plan document, titled Operator and Airport Enablers, that tells working pilots
pretty much all they really need to know about NextGen avionics.
NextGen now seems firmly en route and, with money now in the bank, the FAA has nowhere
to go but up.
Read the complete NextGen Implementation Plan at:
www.faa.gov/nextgen/implementation/plan.
 
 
Harve Allen
Director of Communications
Oklahoma Aeronautics Commission
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From: Michelle Waddell
To: Andrew Silvestri; Anna Banda; Ashley Hahn; Brett Thomas; Chris Bruehl; Cody Inman; Craig Perry; Dana

Wolpert; Denise Northrup; Derek Nettle; Glenn Coffee; Governor Fallin Press; Judy Copeland; Kaleb Bennett;
Karen Schwartz; Katie Altshuler; Madeline Mitchell; Matt Shandy; Personal - Gov; Scott Mason; Tammie
Wright; Tonda Fisher; Toni Davis; Wade Christensen

Subject: NEWS CLIPS
Date: Thursday, January 13, 2011 11:42:06 AM

The Oklahoman … Oklahoma Gov. Mary Fallin's food drive brings in 20,000 pounds of food
http://www.newsok.com/oklahoma-gov.-mary-fallins-food-drive-brings-in-20000-pounds-of-
food/article/3531781?custom_click=pod_headline_politics
 
KOCO-TV … Gov. Thanks Volunteers For Gathering Food For Hungry
http://www.koco.com/news/26472876/detail.html
 
KUSH radio … Governor Fallin’s Inaugural Food Drive a Success
http://www.1600kush.com/story.php?id=3775&section=1
 
 
LA Times via AP … In teeth-chattering cold, new Oklahoma governor vows to support and 'offend'
the Constitution
http://www.latimes.com/news/nationworld/politics/wire/sns-ap-us-fallin-flub,0,2601259.story
 
KRMG radio …  Is she or is she not the governor of Oklahoma? Mary Fallin was sworn in Monday as
Oklahoma's first female governor, but in reciting the oath of office she really didn't promise to
"support, obey and defend the Constitution."
http://krmg.com/blogs/the_krmg_morning_news_blog/2011/01/krmg-morning-news-stack-of-stu-
270.html
 
KOTV via AP … Mary Fallin Promises To 'Offend,' Not 'Defend' State Constitution
http://www.newson6.com/Global/story.asp?S=13833389
 
KOCO-TV … Gov. Fallin To 'Offend' Okla. Constitution?
http://www.koco.com/news/26471015/detail.html
 
 
Tulsa World … Fallin responds to questions about inaugural speech
http://www.tulsaworld.com/news/article.aspx?
subjectid=12&articleid=20110112_12_0_OKLAHO166464
 
Daily O’Colly (OSU) … editorial … Gov. Fallin uses KOSU story for inaugural address
http://www.ocolly.com/gov-fallin-uses-kosu-story-for-inaugural-address-1.1839910
 
Tulsa Today … Meet the Press: Fallin reiterates inaugural themes of conservative governance, pro-
business policies, education reform
http://www.tulsatoday.com/index.php?option=com_content&view=article&id=2348:capitol-editor-
patrick-b-mcguigan&catid=60:state&Itemid=108
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The Oklahoman … editorial … Loophole lets former Oklahoma legislators stay in state government
http://newsok.com/job-security-loophole-handy-for-former-legislators/article/3531790
 
Tecumseh Countywide News …   A Cold, Proud Day for Oklahoma, for Tecumseh, for Women
http://countywidenews.com/a-cold-proud-day-for-oklahoma-for-tecumseh-for-women-p4115-
100.htm
 
 
KFOR-TV via AP … New Okla Gov Fallin says she instructed daughter to give up lobbyist job at state
Capitol
http://www.kfor.com/news/sns-ap-ok--fallindaughter-lobbying,0,6759782.story
 
Tulsa World … State treasurer: Economy on steady recovery from recession
http://www.tulsaworld.com/news/article.aspx?
subjectid=16&articleid=20110112_16_A1_OLHMIY594468&allcom=1
 
The Oklahoman … Oklahoma Gov. Mary Fallin searching for state finance director
http://www.newsok.com/article/3531521
 
The Oklahoman … column … Mary Fallin's inauguration was a bad day for sexists
http://www.newsok.com/article/3531491
 
The Oklahoman … Lamb said Oklahoma must compete with other states to lure jobs
http://newsok.com/state-must-work-harder-for-jobs-officials-say/article/3531873
 
OKC expected to see more retail success in 2011 

http://newsok.com/okc-expected-to-see-more-retail-success-in-

2011/article/3531837#ixzz1AvbXesb8

Norman plans unofficial water testing for chromium-6 

http://www.newsok.com/norman-plans-unofficial-water-testing-for-chromium-

6/article/3531807?custom_click=pod_headline_oklahoma-city-news#

Oklahoma online charter school has new sponsor

http://www.newsok.com/oklahoma-online-charter-school-has-new-

sponsor/article/3531741?custom_click=pod_headline_edmond-news#

Former Oklahoma attorney general a friend of wounded Arizona congresswoman 

http://newsok.com/former-oklahoma-attorney-general-a-friend-of-wounded-arizona-

congresswoman/article/3531804#ixzz1AvcVXZy4

FEMA to help Boley rebuild police station 

http://www.newsok.com/fema-to-help-boley-rebuild-police-station/article/3531777?

custom_click=pod_headline_northeast-oklahoma-news#
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Oklahoma Briefs: Alumna gives college $250K 

http://www.newsok.com/oklahoma-briefs-alumna-gives-college-250k/article/3531495?

custom_click=pod_headline_northeast-oklahoma-news

Obama says polarized nation needs healing

http://www.newsok.com/obama-says-polarized-nation-needs-healing/article/3531802#

Documents detail Arizona suspect's college outbursts

http://www.newsok.com/documents-detail-arizona-suspects-college-

outbursts/article/3532011#

Federal budget deficit narrows to $80B in December 

http://newsok.com/federal-budget-deficit-narrows-to-80b-in-

december/article/3531848#ixzz1AvguMOQf

Law aims to disclose meth labs in home sales 

http://newsok.com/law-aims-to-disclose-meth-labs-in-home-

sales/article/3531793#ixzz1AvhAWf2t

Gearing up

http://www.tulsaworld.com/opinion/article.aspx?

subjectid=61&articleid=20110113_61_A14_Isther115895

Primary costs

http://www.tulsaworld.com/opinion/article.aspx?

subjectid=61&articleid=20110113_61_A14_Thebli466550

Repealing Obamacare will increase deficit? Please

http://www.newsok.com/repealing-obamacare-will-increase-deficit-please/article/3531751?

custom_click=lead_story_title#

Oklahoma City voters made their streetcar desires clear 

http://newsok.com/oklahoma-city-voters-made-their-streetcar-desires-

clear/article/3531752#ixzz1AvhZZaaT

Loophole lets former Oklahoma legislators stay in state government 

http://newsok.com/loophole-lets-former-oklahoma-legislators-stay-in-state-

government/article/3531750#ixzz1AvhhH9gQ

State juvenile detention center deal plagued by scandal is delayed again

http://www.tulsaworld.com/news/article.aspx?

subjectid=16&articleid=20110113_16_A5_OKLAHO340014

Obama urges Americans to honor victims in Arizona shootings by being better people

http://www.tulsaworld.com/news/article.aspx?

subjectid=16&articleid=20110113_13_A1_CUTLIN38145

24-hour street construction project set for Tulsa

http://www.tulsaworld.com/news/article.aspx?

subjectid=16&articleid=20110113_11_A1_CUTLIN537243
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Lawmaker wants veterans ID'd on Oklahoma driver's licences

http://www.tulsaworld.com/news/article.aspx?

subjectid=16&articleid=20110113_16_A5_CUTLIN781592

Oklahoma governor's food drive nets food and money to fight hunger

http://www.tulsaworld.com/news/article.aspx?

subjectid=16&articleid=20110113_16_A5_OKLAHO801850

Government confident 2010 Census is accurate

http://www.tulsaworld.com/news/article.aspx?

subjectid=16&articleid=20110113_13_A4_WASHIN975917

Oklahoma's first online charter school severs ties with university sponsor

http://www.tulsaworld.com/news/article.aspx?

subjectid=12&articleid=20110113_19_A13_EDMOND959521

SENATE ECLIPS
OETA-Oklahoma News Report
http://news.oeta.tv/

                                                                                            
KWTV-9 OKC
http://www.news9.com/

 

Computer Stolen In Oklahoma City Contains Research To Cure Prostate Cancer

http://www.news9.com/Global/story.asp?S=13833909

 

OKC Firefighters: Bathroom Heater Likely Sparked House Fire

http://www.news9.com/Global/story.asp?S=13836136

 

Consumer Watch: Man’s Truck Unrecognizable After Trip To Auto Shop

http://www.news9.com/Global/story.asp?S=13834590

 

Benefit To Be Held For Parents Who Lost 3 Children In Del City Fire

http://www.news9.com/Global/story.asp?S=13830675

 

State Health Care Providers Hoping To Offer Incentives To New Doctors

http://www.news9.com/Global/story.asp?S=13831964

 
 
KOCO-5 OKC
http://www.koco.com

 

Mayor To Deliver State Of The City Address

http://www.koco.com/news/26477991/detail.html

EPA Wants Aggressive Testing For Norman's Water

http://www.koco.com/health/26476169/detail.html
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Gov. Fallin To 'Offend' Okla. Constitution?

http://www.koco.com/politics/26471015/detail.html

 
 

KFOR-4 OKC
http://www.kfor.com
 

Sophisticated burglars hit Dollar General
http://www.kfor.com/news/local/kfor-news-sophisitcated-burglers-hit-doller-general-

story,0,4790176.story

 

Animal refuge takes action against PETA
http://www.kfor.com/kfor-news-animal-refuge-action-against-peta-story-01122011,0,3405601.story

 

OK gun sales up after AZ shooting?
http://www.kfor.com/news/local/kfor-news-gun-sales-after-az-shooting-story,0,7517641.story

 

Attorney wants to tap state fund, increase juror pay
http://www.kfor.com/news/local/kfor-news-attorney-tap-fund-incrase-juror-pay,0,4446631.story

 

 

 FOX-25 TV
http://www.okcfox.com

State of the City Address

http://www.okcfox.com/newsroom/top_stories/videos/kokh_vid_2734.shtml

 

Amber Alerts on Facebook

http://www.okcfox.com/newsroom/top stories/videos/kokh vid 2732.shtml

 

Dying town of Boley

http://www.okcfox.com/newsroom/top_stories/videos/kokh_vid_2731.shtml

 

Attorney General accomplishment book

http://www.okcfox.com/newsroom/top stories/videos/kokh vid 2729.shtml

 

Animal park suspects employee was PETA spy

http://www.okcfox.com/newsroom/top_stories/videos/kokh_vid_2726.shtml

 

Fallin speech questioned

http://www.okcfox.com/newsroom/top stories/videos/kokh vid 2725.shtml

 

 
 

KOTV-6 Tulsa
http://www.newson6.com/

 

Extreme Cold Temperatures Cause Many Homeless Tulsans To Seek Shelter

http://www.newson6.com/Global/story.asp?S=13836101
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Sand Springs Firefighters Say Alert Teenager Saved His Family

http://www.newson6.com/Global/story.asp?S=13835818

 

Stimulus Money Would Allow Tulsa's Habitat For Humanity To Renovate Homes

http://www.newson6.com/Global/story.asp?S=13834057

 

 

Fox 23
http://www.fox23.com/  

13 Arrested Thursday In Oklahoma Gun, Drug Busts

http://www.fox23.com/news/local/story/13-Arrested-Thursday-In-Oklahoma-Gun-Drug-

Busts/YZU4BiwfFEi5iIfS9AMz9Q.cspx

Oklahoma City Man Charged In Fatal Boating Collision

http://www.fox23.com/news/local/story/Oklahoma-City-Man-Charged-In-Fatal-

Boating/v2MixqZ1KUi-N0wN-niYWw.cspx

 

KTOK-AM OKC
http://www.ktok.com/main.html
 
Former Insurance Commissioner lands insurance job

http://www.ktok.com/cc-common/news/sections/newsarticle.html?

feed=119211&article=8040784

 

Attorney wants jurors to receive more pay

http://www.ktok.com/cc-common/news/sections/newsarticle.html?

feed=119211&article=8039354

 

No involvement in city case

http://www.ktok.com/cc-common/news/sections/newsarticle.html?

feed=119211&article=8039320

 

Food bank success: Fallin’s food drive called success

http://www.ktok.com/cc-common/news/sections/newsarticle.html?

feed=119211&article=8037962

 
 

KTEN- Ardmore
http://www.kten.com/ 
 

KXII-Ardmore
www.kxii.com 

 

KSWO-7 Lawton
http://www.kswo.com 

 

OKC-AM OKC
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http://www.1520kokc.com/

 

KFAQ-AM TULSA
http://www.1170kfaq.com/

  

TULSA
http://krmg.com

 
 

2737



From: Jacobs, Chris (JEC)
To: Jacobs, Chris (JEC)
Subject: News Flash: Obamacare a "Massive Undertaking"
Date: Thursday, June 14, 2012 9:55:12 AM
Attachments: image001.png

The Government Accountability Office released a new report regarding IRS implementation of Obamacare
yesterday, and it includes some interesting nuggets.  First, the report’s opening paragraph calls the law a
“massive undertaking” for the agency, which must implement 47 separate statutory provisions – yet another
reminder of the law’s sweeping scope, and the intrusive reach of the IRS permeating the measure.
 
Second, the report notes that “implementation costs are expected to reach $881 million through fiscal year
2013, with $521 million of that amount being provided” through the $1 billion mandatory implementation
“slush fund” included in the law.  The report also notes that IRS has yet to meet an earlier GAO
recommendation regarding a more detailed and up-to-date cost estimate of the agency’s projected
spending on implementation.
 
Third, an organizational chart included in the report (and reproduced below) attempts to demonstrate how
the IRS will implement Obamacare.  Note that the word “doctor” and the word “patient” appear nowhere
on the chart.
 

 
If you still don’t believe that this “massive undertaking” amounts to a massive government intrusion into the
health care sector – what you might even call a takeover – the GAO report provides yet more evidence of
that fact.
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Chris Jacobs
Senior Policy Analyst
Joint Economic Committee
Senate Republican Staff
(202) 224-5171
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From: 
To: 
Subject: 
Date: 

Blackwater Tactical Weekly 

Marc Page 

News from Blackwater Tactical Weekly 

Saturday, June 09, 2012 5:37:29 PM 

Having trouble viewing this email? Click here 
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2742



From: The Hill
To: Katie Altshuler
Subject: News from The Hill: House votes 244-185 to repeal healthcare law
Date: Wednesday, July 11, 2012 3:16:01 PM

Having trouble viewing this email? Click here

News from The Hill:

House votes 244-185 to repeal healthcare law 
By Pete Kasperowicz

The House voted again Wednesday to repeal the 2010 healthcare law, giving Republicans some
revenge against the late June Supreme Court ruling that found the law constitutional — but only
some, as the Senate is unlikely to take up the bill.

Members approved the bill in a 244-185 vote, after five hours of debate that stretched over two days.

As expected, just a handful of Democrats supported the GOP repeal bill. Five Democrats sided with
Republicans in the final vote, more than the four who sided with the GOP in a Tuesday procedural
vote.

Republicans insisted on passing the Repeal of Obamacare Act, H.R. 6079, in reaction to the Supreme
Court ruling, even though Democrats pointed out that the bill would be ignored by the Democratic
Senate.

House Speaker John Boehner (R-Ohio) cast the bill as a way to give the Senate another chance to
heed the will of Americans who oppose the legislation and see it as something that has led to
increased healthcare costs and hindered job creation.

Read the story here.

For all the latest news:
Visit TheHill.com 
Follow @TheHill on Twitter
Like The Hill on Facebook
Connect with The Hill on Google+

This email was sent to katie.altshuler@govelect.ok.gov by news@thehill.com |  
Instant removal with SafeUnsubscribe™ | Privacy Policy.

The Hill | 1625 K St. NW | Washington | DC | 20006

2743



From: 
To: 

Soooer Tea earty 
Katie Altshuler 

SUbject 
Date: 

Newsaper Annageddon Anilles f<r Senator Mazzei, Senator Newbeny, and Representative Mulready 
Sonday, June 17, 2012 9:35:% PM 

Forward this email to a friend 

IN THIS ISSUE: 

Sponsors this 
week: 

The Carpenter 
Shop 

358 North Rockwell 
OKC, Ok 
405-942-2644 
thecarpentershop net 

The Carpenter Shop is 
a full line cabinet and 
countertop shop that 
travels all over the 
state building dream 
kitchens for discerning 
customers 

Claude Hall's 
Gun Shows 

okcgunshow.com 
okcgs.com 

Claude Hall has 
always take care of 
the Tea Party and the 
Ron Paul activist 
community at his gun 
shows. 

His next OKC dates 
are: 

May 19th - 20th, 
July 14 - 15th, 
Oct 6-7th 
Nov 17- 18th 
Dec 15 - 16 

Wolft aser.com 

Click Here For Previous Newsletter Archives 

Cl ick Here to Sign Up for the Sooner Tea Partv Email list 

Forward this email to a f riend 

Newsaper Armageddon Arrives for Senator Mazzei, 
Senator Newberry, and Representative Mulready 

Surprise, Surprise, Surprise Senator Mazzei! You really 
didn't think we would leave you out did you? 

And we haven't had any tunes lately so click on t his link and listen while you read. 

Okay, I just watched a sci fi show about a meteor striking the earth but the parallel is there. 
Think of the meteor that was supposed to kill off the dinosaurs, a bunch of fat, happy, big butt 
reptiles standing in lush grass chomping away till something new caused them to starve to 
death if they weren't smashed in the impact. 

The Tulsa paper was delivered to an airport hangar at the Jenks airport on Friday morning, 
15,000 copies including an extra 5,000 copies for Senator Mike Mazzei for skipping the ALAC 
vote. We need all the local help we can get to get these papers delivered before the 
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This guy is a Noble 
Oklahoma based 
company that has 
great prices on 
electronics of all 
types and 
inexpensive toner 
and ink for your 
printer. 

Comtec Security 

Com tee 
provides residential 
and commercial 
security systems in 
Oklahoma. 

There is only one 
thing you really 
need to know 
about Comtec's 
quality and pricing, 
they do not require 
a contract for their 
services. 

Customers are free 
to walk away if 
their service isn't 
top quality. 

Rodent 
ResjstantChjcken 
Feeders! 

$50 + Shipping 

primary. But let's motivate you a bit with some facts. 

Here is the 2008 primary election numbers for Glen Mulready's district, only 1,987 people 
bothered to vote: 

REP) FOR STATE REPRESENTATIVE, DISTRICT NO. 68 17 OF 17 
BRIAN JACKSON 397 19.97% 
CHRlS BENGE 1,591 80.03% 

In 2010 there wasn't a Republican primary race but here is the general election numbers. 
FOR STATE REPRESENTATIVE, DISTRICT NO. 68 17 OF 17 

GLEN MULREADY REP 6,768 67.98% 

SETH WATKINS DEM 3,188 32.02% 

See the difference? In a general election almost 10,000 voters participated, five times the 
number in a primary. And the Democrat primary that Watkins won was less than 700 voters 
casting votes .... 

If you help drop the 10,000 Oklahoma-Guardian newspapers into Representative Glen 
Mulready's district he is likely going back to work for Blue Cross/Blue Shield as a lobbyist this 
summer. Yeah, I know, only the name at the top of the paycheck will change for Glen but 
taking down one of the State Chamber of Commerce's golden hair boys will reverberate 
through the legislature and we will have ensured the death of Obama Care Health Insurance 
Exchanges here in Oklahoma unless the Supreme Court lays down on the Constitution. 

So here are two contacts to get more information on what is needed for the 
newspaper project i n Tulsa, both are Tulsa 912 leaders. They could use a lot of 
help wrapping and delivering papers. 

Tulsa papers Don Wyatt 520-792-3250 or Randy Harris 918-724-0821 

The Edmond paper, issue # 3 has been given to the printer tonight and will be ready to wrap 
and deliver on Wednesday morning. Contact us at soonerteaparty@gmail.com if you can help 
with the effort. 

That is what 15,000 newspapers looks like 

Also it looks like this will be the last issue before the primary due to time constraints but we 
can do one thing that would help Todd Thompson's opponents as well as Paul Blair and Bob 
Dani, increase the number of papers printed. We put a good story on Representative Todd 
Thompson's voting record along with a bit about his opponent, Donald Cole Gallup of 
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Advertise Your 
Business, Event, Or 
Service Here! 

$25.00 per week, 
tens of thousands of 
Oklahoman 
impressions every 
newsletter 

Stratford. Right now we are going to print an extra 1,300 copies for the Ada area 
but if we get donations we can increase the number to 5,000 copies for Mr. 
Thompson's district. 

Thompson was an Obama Care supporter, anti everything we stand for basically, helped give 
the 167 million dollars to the higher ed endowment fund, enough cash to have operated over 
25 state agencies for the 2012 budget year. Old Todd said he refused to support the 
Personhood bill because it would endanger his chairmanship on a committee. Let's show Todd 
that his refusal to support a core issue for both his party and his voters can cost him his 
political career. 

Here is Todd Thomson's 2008 General election numbers: 
FOR STATE REPRESENTATIVE, DISTRICT NO. 25 27 OF 27 

TODD THOMSEN 

GARY STARNS 

REP 7,187 52.61% 

OEM 6,473 47.39% 

But look at his General election numbers in 2006, only two votes separated winning and losing: 
FOR STATE REPRESENTATIVE, DISTRICT NO. 25 27 OF 27 

DARRELL E. NEMECEK OEM 4,7% 49.99% 
TODD THOMSEN REP 4,798 50.01% 

But the real story is his primary against a fellow Republican in 2006 which is the only identical 
election that we need to base our chances on as there is no General election this year! 
(REP) FOR STATE REPRESENTATIVE, DISTRICT NO. 25 27 OF 27 

BLAKE CANTRELL 608 46.70% 
TODD THOMSEN 694 53.30% 

People, we need only around 700 votes to beat Todd Thompson... Can you see the effect 
that 5,000 newspapers that divulge his sorry voting record will have on the outcome of the 
election? 
And Representative Marian Cooksey? That Obama loving RINO grandma? Her 2006 primary 
numbers are the relevant ones to consider: 

(REP) FOR STATE REPRESENTATIVE, DISTRICT NO. 39 23 OF 23 
CLARK DUFFE 858 21.48% 
MARIAN COOKSEY 3,137 78.52% 

What do you think that 10,000 Oklahoma-Guardian newspapers is going to do to her chances 
of winning? Most homes have two voters and they usually go together to vote so that is as 
many as 20,000 people that could get their eyes opened and get motivated to show up at the 
polls. 

Now, dig in your pockets! Please! 
This is your shot at making a huge difference when the RINOs are at their weakest, a 
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primary election with a few thousand voters determining who gets the House seat, coming in a 
short election year where the incumbents couldn't raise money from their lobbyist buddies 
during the session. We have good candidates that stood up now they need our support. 

Send money, small amounts is okay, just send it tonight or early tomorrow so we can increase 
the amount of newspapers printed. Use this email address for Paypal: 
soonerteaparty@gmail com or call me and drop off a check if that is better. Make it for a 
subscription, for future advertising, heck just give us the money as a donation. 

It will be another two years before this chance comes around again, to do so much 
with so little money 

We can derail Senator Clark Jolley's $500,000.00 campaign with ten cent 
newspapers. 

We can derail Representative Cooksey's $60,000 campaign with ten cent 
newspapers. 

There are stories on Mike Turner who is running against Guy Liebmann and on A J 
Bailey who is running against Gary Banz. There is a Charles Key story on his race 
for the Court Clerk position and and a good story on Darrell Sorrels who is running 
against Sheriff John Whetsel in Oklahoma County. Representative Elsie Hall's 
opponent's contact info is in the Action Alerts and her voting record is exposed. 
Bob Dani and Paul Blair both have articles on them and their opponents voting 
record. 

Send in enough donations tonight and tomorrow morning before noon and we will 
hit all of those districts with newspapers. Once we have the first ten thousand 
papers the next 5,000 is much cheaper IF we print all of them in one shot. This 
one paper can w in all seven races if we put out enough papers into the districts. 

Or you can go back to forwarding anti Obama emails or links to stories about how bad things 
are getting. But you won't have another chance till 2014 to slap a handful of politicians 
straight across the mouth for stealing your liberty, for stealing your tax dollars, for lying to the 
voters, for being State Chamber whores, for selling out when our children and grand children 
need us to stand up and stop the madness. Help us slap these chamber stooges silly and you 
can bet that Coburn, Inhoffe, Sullivan, Lucas, Boren, and Cole or whoever replaces them will 
be watching like a hawk. Send them back to Washington D.C. knowing that things are 
changing. 

Are We Really Going to Let This Agenda 21 Happen in 
Oklahoma? 

By Ms. PM 

Agenda 21 anyone? Why is Oklahoma afraid to pass laws protecting private property and due 
process? What is it about state sovereignty they refuse to understand? A very clear indicator is 
the fact that we have morons running the state. In this .a.ctid.e, it shows how legislatures armed 
with the wherewithal of doing the right thing by protecting the citizens is not that difficult of a 
task, unless you're dealing with the imbeciles within the walls of our State Capitol building. 

What is it about the citizens here in Oklahoma not demanding our state come up with a bill 
that protects us from UN intrusion? For the life of me, this is one I cannot figure out. 

Alabama was on the same course until heavy pressure from activists forced the hand of 
Alabama's governor, Robert Bentley, and he signed this popular bill into law. 
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The media in Alabama isn't any different than what we deal with here in Oklahoma. These 
issues, if they are covered, are spun around and made to look like a ball of yummy cotton 
candy. This law is aimed at protecting private property rights and specifically prevents all state 
agencies and local governments from participating in this global scheme. Why would the 
citizens of any state give up their power of acting through their elected representatives? 
Enacting Agenda 21 strips the citizens of their rights and the decisions will be made by UN 
bureaucrats. You can forget about the Constitution of the United States and our Oklahoma 
Constitution. 

Whenever you hear Agenda 21, the long tentacles of non-governmental ICLEI are right there 
working in step and encroaching like the insidious cancer both of these entities stand for. 
These parasites gain traction by giving money and contracting services within the states. They 
infiltrate local governments and color their agenda to look like a beautiful rainbow. We all know 
how easy it is for state government to extend their hand whenever power and money is 
involved. 

Another interesting fact is state government is afraid to pass these tough laws because of the 
loss of federal funding. Their shortsightedness affects their judgment and they forget that they 
are in-between the citizens and the federal government; we elect them to represent us. We 
are being sold out, first because there are still a lot of people that don't find it necessary to 
pay attention, therefore these miscreants continue to hold office. Second because when they 
are in office, the citizens are their last priority. Third, the federal government doesn't have to 
implement any of this because the state governments are more than willing to do their dirty 
work under the guise of they know what's best for us. The U.S. Senate never ratified Agenda 
21 so don't you think it's time to stop this freedom stomping agenda? 

Whenever you hear the terms "sustainable living", "smart growth" or "green" you can make a 
safe assumption that Agenda 21 is behind it. Sustainable living will put you stacked on top of 
one another to live like good people are supposed to live inside the cities. Those in power want 
the land to do with what they deem an appropriate way to save the planet. Smart growth will 
have cities planned out without parking spaces because you should be walking and not 
polluting. This nudge will get you to loose weight regardless of your wants or needs . 

Surprise, Norman is already talking about this. Anything green will come with regulations to 
make sure you are in compliance with the list of what you will or will not do. Remember the 
"smart" chips on the Tulsa garbage cans. More of your money will go toward fines once they 
take the tracking one step further and pass the law that you must recycle. Is this how you 
want to live? These terms the government uses are more than deceptive. This plan will place 
you into a situation and by the time you figure it out, the gate will be locked. 

Alabama's model could bring about the change needed to protect Oklahomans. It keeps 
Constitutional Law above International Law. Our freedom and sovereignty is slipping away. Are 
you going to sit by and let this happen or make the choice to do something about it? This map 
shows what the country will look like when they're fin ished with this Agenda 21. 
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State of the Governor Report 
By R. H. 

And tunes for Marv Fallin's first couple of years ... 
It's been just over two years since Governor Fallin took office. Its time to do an evaluation of 
her midterm performance. How has she done? Has she lived up to the Conservative values she 
campaigned on, or has she performed as a Liberal politician? With a high profile job as she 
has, the record is easy to access. 

It's obvious that the Governor learned her campaign financing rules from an expert. We went 
to the Oklahoma Ethics Commission Web site and took a look at her expenditures for the 
calendar year of 2010. There wasn't much to look at. With few exceptions for salaries, taxes to 
the I. R. S., and office necessities, everything else seems to have been placed on a credit card. 
I guess she learned that trick in D. C. 

We didn't stop there. We also went to www.votesmart.ora to see what they had available. The 
voting record made for some interesting reading. I also found that the campaign finance 
records were incomplete. They failed to list the $3,500.00 donation she received from George 
Kaiser. That's the same George Kaiser that will get his money back from the Solyndra scandal 
before the taxpayers see a dime. I guess if I wanted to masquerade as a Conservative I'd 
leave his name off my donor list too. You can find this information at www libertyok org 

Since the Governor has been in office, she has signed 354 bills into law. She has vetoed only 
10. That's less than 3 percent of the bills she has vetoed. Some of the ones she has signed 
into law that have mattered to Oklahomans are listed below. 

HB 2171 Obama Highway Bill-fiscally liberal 
HB 1953 Governor's Quick Action Fund, Slush Fund-corporate welfare 
HB 2131 Soft on Crime-Liberal 
SB 154 21st Century Quality Jobs Act-corporate welfare 

These are all bills that deserved the veto pen. 

So let's take a look at her voting record while she was in D. C. How well did she represent the 
Conservative values of Oklahoma during her tenure there? 

Jan. 5, 2007 Pay As You Go Rule, Voted Nay-Liberal 
Mar. 14, 2007 Union Organization Bill, Voted Nay-Conservative 
June 7, 2007 Stem Cell Research Act of 2007 voted Nay-Conservative 

Primarily a party line vote on most bills. I would rate her performance in Washington as an 
overall 70 on the conservative scale. She let us down on several votes. 

The Governor has pushed for an income tax reduction in the state. I received this Mary Fallin 
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in my email the other day. Some wonder how we, as a state can afford a tax cut when we lag 
so far behind in our education funding. But do we really lag behind in funding, or do our funds 
get wasted on subjects that aren't germane to teaching our children what they need to know. 
Do we spend our education dollars wisely, or do we spend them on intrusive programs 
deemed necessary by frivolous dictates from the Department of Education at both the State 
and the almighty dollar driven federal funds. There can be no denying that our children were 
better educated before there was ever a federal Department of Education. Maybe it's time to 
exert our 10th Amendment rights and say NO to the federal government when it comes to 
educating our kids. We know better locally. 

Economic Mobility in Oklahoma has recently become a topic of discussion in the state. It seems 
that the PEW Institute has decided that Oklahoma ranks among the worse in the Nation for 
upward mobility in the country. I can't believe that You can read the report here Economic 
Mobility in Oklahoma js Among the Worst in the Nation I Statelmpact Oklahoma It's always 
been my experience that if a person worked hard and did a good job, he or she would get the 
promotions that they deserved. I think one has to consider the left leaning PEW organization 
when one considers their report. 

One of the biggest problems that the Governor has ignored is the Department of Human 
Services. They have been a problem for a long time. They are one agency, along with the 
Department of Corrections, that is habitually underfunded. The death of children entrusted to 
the care of the state is abhorrent to the senses of every Oklahoman. The documented cases of 
falsified home visits by case workers are tantamount to negligent homicide in the death of a 
child, yet in most cases they go unpunished. 

Then they highlight the 2012 legislative session. You start off by saying that "The Fiscal Year 
2013 budget deal reached by Governor Mary Fallin and state legislators represents a fiscally 
responsible plan to limit the size and growth of government while increasing funds for core 
areas of government." The Governor and legislators seem to forget that an increase in the size 
of government decreases the liberty of the citizens. 

other areas of savings are mostly consolidation of agencies that do the same thing. This 
should have been done long ago. 

Another area of savings is a Memorandum of Understanding of a multistate contract for natural 
gas vehicles. The idea is to convert the states fleet of vehicles to natural gas by purchasing 
new vehicles that are already set up to run on natural gas and selling the existing fleet. This is 
a ludicrous idea . What should happen is convert the existing fleet to natural gas. There is the 
technology and facilities in state to do the job. Local workman would be happy for the business 
and it would support Oklahoman owned businesses. In addition, it would encourage residents 
to make the change. 

She seems proud of the Turnpike improvement plan. I have a Turnpike improvement plan for 
you Governor. As soon as the existing bonds are paid off on the turnpikes, make them part of 
the regular highway system. That would put more money into the pockets of taxpayers and 
help attract more business. 

The Governor touts the "Statewide Public Safety Plan" in the form of HB 3052. This plan was 
nothing more than another one of Speaker Steele's social justice plans. It is in fact a soft on 
crime bill. This is the second soft on crime bill that the Governor has signed. 

This one takes the cake. The Water for 2060 Act. Are you kidding me? The state is now 
embroiled in a lawsuit with two sovereign Native American Nations because you and the state 
legislature refused to negotiate with them over their water rights. Instead you feel that you 
have the power to break a federal treaty and confiscate what does not belong to you. 

After reviewing all the information available and even considering that the Governor was 
dealing with a liberal House and Senate, I can only give the Governor a conservative rating of 
30. That makes her a RINO Republican. She is influenced by her metropolitan surroundings, 
her time as a Representative in Washington, D. C., and her desire to be everything to 
everybody in the desire to win a second term. If she is a conservative as she claimed, she 
needs to start acting like one and using the veto pen more often on bills that don't uphold 
conservative values no matter who it upsets. 
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Skirting Ethics Laws or Hiding the Truth? 
By R. H. 

Thisone is for Clark Jolley for not living up to his momma's expectations 

This is round two on the ethics complaints filed against Senator Clark Jolley last week. The 
reports available were consistent about the basic complaint. They all centered on the Senator 
accepting campaign contributions and holding campaign fund raisers in January 2012 and not 
filing the required "S0-1" (Statement of Organization form) "which was due within 10 days of 
accepting or spending in excess of $500 or by February 10." All but one report failed to give 
but a cursory acknowledgement of the complaint by the Senator. 

In a report to News9, which can be read here Edmond Man Files Ethics Complaint Against 
Senator - News9 com - Oklahoma City OK - News Weather Video and Sports I, Senator Jolley 
defends his actions by saying that "We have complied with every one of the laws in the state 
of Oklahoma-period. We have reported every contributor. We have reported every expense." 
He went on to blame this complaint on a campaign gimmick of his opponent. 

Let's take a look at his campaign filings and see if he's telling the truth, or skirting campaign 
laws. It just so happens that the Statement of Organization for both 2010 and 2012 are 
available online at the State Ethics Commission web site. The one for 2010 raises some 
questions. 

The Statement of Organization is a relatively simple form to complete. There are no trick 
questions on the form. Question six seemed to pose a problem for Senator Jolley in 2010 
though. He likes to claim he was running for Attorney General, so why did the one question 
where it ask "Office Being Sought" did he file as undecided? This immediately sends up red 
flags. This indicates that this was never a serious run for Attorney General. This was a way to 
raise money for future campaigns. Apparently I wasn't the only one who felt this way. The 
following is from his schedule e expenditure reports. 

Date 
Jan. 01, 2011 
Jan. 01, 2011 
Jan. 01, 2011 

Item 
Contribution Refund 
Contribution Refund 
Contribution Refund 

Name 
Contributor 
Contributor 
Contributor 

Purpose 
Refund 
Refund 
Refund 

Amount 
$200.00 
$300.00 
$400.00 

Apparently other people felt used. Does this sound like the actions of someone truly running 
for Attorney General? Now let's take a look at his expense reports for problems for the years 
2009 through 2012. This is all the information available through the Oklahoma State Ethics 
Commission web site. 

Date Item 
Amount 
Nov. 25, 2009 Travel Expense 
Dec. 26, 2009 Subscription 

Name 

Boingo Wireless 
The Edmond Sun 

Purpose 

Travel Expense 
Subscription 

$7.95 
$7.25 
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This is unbelievable. You bill a wireless service, for who knows what, to your campaign? Are 
you really so cheap that you have to pay for a subscription to your hometown newspaper out 
of your campaign funds? You also listed the beneficiary as Clark Jolley for Attorney General, 
but how can that be. According to your Statement of Organization you had yet to declare what 
office you were running for. 

Feb. 17, 2010 Subscription 
Mar. 19, 2010 Membership Dues 
Mar. 22, 2010 Travel Expenses 
Mar. 22, 2010 Travel Expenses 

The Edmond Sun Subscription 
Leadership Oklahoma Membership Dues 
American Airlines Travel Expenses 
American Airlines Travel Expenses 

$4.35 
$150.00 

$401.30 
$271.90 

This gets redundant. Why is he billing the local newspaper subscription to his campaign? Why 
are his membership dues in civic organizations being paid by the campaign? Why is out of state 
travel being billed to the campaign? The biggest question here is why is he traveling out of 
state in the middle of a legislative session? How many votes did he miss? How can he 
represent the citizens of District 41 out of state? 

Mar. 25, 2011 Travel Expense 
Jan. 12, 2011 Membership 

American Airlines Travel Expense 
Edmond Rotary Club Membership 

$553.80 
$447.50 

Again he travels in the middle of a legislative session. This is getting to be a habit with him. 
How many votes did he miss this time? 

One thing noted throughout the campaign is a repeated reimbursement to AT&T. There is no 
other explanation offered than reimbursement. Through the course of the Jolley for Undecided 
campaign these reimbursements came to a total of $1,225.30. I think an explanation needs to 
be made for this. 

Next go to votesmart a look at his campaign finances for the 2012 campaign cycle, it reads 
like a who's who of liberal political players. 

One such liberal lion is George Kaiser. No one can accept a campaign donation from this man 
and still claim to be a conservative. George Kaiser is a trusted ally of President Obama who 
stands to receive his investment back from the Solyndra debacle before us taxpayers will ever 
see a dime. He is also a campaign donation bundler for President Obama. 

other organizations known to keep favored politicians in office have also donated heavily to his 
campaign. 

Organization 
Oklahoma Medical Association 
Oklahoma Public Employees Association 
Professional Firefighters of Oklahoma 
Oklahoma City Firefighters 
Oklahomans For Better Housing (ACORN) 
Greater Oklahoma City Chamber of Commerce 
American Federation of Teachers Oklahoma Solidarity Fund 

Amount 
$5,000.00 

$5,000.00 
$5,000.00 
$5,000.00 

$2,500.00 
$2,500.00 

$1,000.00 

With big donors like this, one has to ask where his allegiance lies. Going back to project vote 
smart, I went to the area that covers interest group ratings. The last year available was 2010. 
That year he scored a 100% for Pro-Business Policy. His score for Consumer and Patient 
Advocacy was 64%. 

Senator Jolley it looks like you have violated Oklahoma's campaign laws. You held campaign 
fundraisers for your Senatorial campaign in January of 2012 for sure and possibly as early as 
December of 2011. You failed to file the required Statement of Organization within the ten day 
limit as required by law. Your own campaign expenditure reports show you expended well over 
the $500.00 dollar limit. The ethics complaint is warranted and justified. 

Senator Jolley you are nothing but a RINO Republican politician. In fact after reviewing your 
records more closely you are worse than a RINO. You qualify as a DIRC. In case you don't 
know what that means, it's the abbreviation for Democrat in Republican Clothing. I'm not even 
sure the Democrats would have you. For the good of the party, it's time for you to step down 
and let a true conservative step up and represent District 41. 

Here are all the House members in two fifty member blocks of email 
addresses. Use Bee in your email address header and email fifty of them 
with one email yet they won't know who else got the email. 

Here are the State Senate email addresses in one block: 
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Who is my state representative and my state Senator? Click here to find 
mtt_ 

Here is the Senate Directory 

Here is the House Directory 

Rem 
ember to strip the unsubscribe link before forwarding this newsletter to 
prevent someone from taking you off our list! Use our forward this email link 
at the top of the newsletter to prevent being accidently unsubscribed. 

Money is always needed for printing costs, postage, sign materials, and robo 
call costs. We are tightfisted; we will spend your hard earned money wisely 
and frugally as we do our very best to clean up Oklahoma politicians so we 
can begin to clean up our country. 

You can donate by sending a check to Sooner Tea party, 368 North Rockwell 
Ave, Oklahoma City, OK, 73127 or visit Soonerteaparty.org and use the 
Paypal donation button. 

Unsubscribe I Change Profile 
Powered by YMLP 
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Breaking News -10M 
Releases Guidance on 
Essential Health Benefits 

On October 6, the Institute of 
Medicine issued guidance to the U.S. 
Depa~.tment of Health and Human 
Services on the "essential benefits" to 
be offered by qualified health plans 
that participate in d1e health insurance 
exchanges. The report makes 
recommendations about d1e criteria 
and medwds for determining the 
essential health benefits. These 
benefits affect states because Section 
1311(B)(ii) of the ACA requires states 
to assume d1e cost of any additional 
benefits not contained in d1e federal 
mandate. 

Among d1e 50 states, more d1an 
1,800 laws mandate heald1 insurance 
coverage for specific services and 
select populations. More than half d1e 
states also have laws d1at require 
review and evaluation of such 
mandates with an emphasis on d1e 
cost of adding new benefits to 
coverage. Click here for more 
information on state insurance 
mandates. 

The IOM also recommended that 
the HHS secretai.y grant to states d1at 
administer their own exchange the 
ability to request changes to d1e 
essential health-benefits package if 
d1ey can produce a package that is 
"actuarially equivalent'' to d1e national 
package. The IOM report urges HHS 
to announce d1e formal list of 
essential benefits by May 1, 2012. 

The report, Essential Health 
Benefi ts: Balancin~ Covera~e and 
Cost is available online. 

October 7, 2011 

Vermont Implements State Reform 

Building on a universal and unified health system 
proposed by the governor and passed earlier this year by 
the legislature, Vermont is taking steps to become the 
first state in the nation to implement a single-payer health 
insurance system. "This is groundbreaking," Governor 
Peter Shumlin wrote in a blog, "but our success in 
guaranteeing coverage depends on our ability to control 
heald1 care costs, so our plan is focused squarely on d1at 
goal." 

Gov. Shumlin took the first step to address d1e 
details of d1e new program, including financing, by 
appointing d1e five-member Green Mountain Care 
Board. TI1e board is responsible for redesigning the 
state's health care delivery and payment systems, 
providing oversight of cost-control initiatives, and 
determining reimbursement rates. Pilot programs will be 
used to test various health care delivery models, including 
bundled payments and an advanced medical home 
system. 

Critics of d1e single-payer system are concerned 
about d1e costs for d1e state, d1e potential for additional 
taxes, and that businesses may lose control over 
employee insurance. Od1ers believe d1e fears are 
unfounded. For example, a report by d1e 
Commonweald1 Fund estimates d1at after expanding 
heald1 care services and providing coverage to the 
uninsured, the single-payer system could save 
Vermonters close to S200 million in the first year. These 
anticipated reductions would be achieved duough lower 
administrative costs, malpractice reform, reduced rates of 
fraud and abuse, and a more integrated delivery system. 
By 2015, d1e report concludes that the system could 
create nearly 3,800 new jobs and increase Vermont's 
economic output by arotmd $100 million. Similar results 
were found in a recent studv conducted by Harvard 
economist \Villiam Hsiao. 

As Vermont begins considering possible options for 
financing, various implementation challenges remain. For 
example, the state's single-payer system is contingent on 
receiving necessa~.y federal waivers and legislative 
approval. 
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Number of Affordable 
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State is available 

NAT I 0 N A L C 0 N FERENCE of STATE L EG IS LA T U RES 

Home Visiting Grants Awarded 

Forty-nine states and six jurisdictions 
were awarded $224 million .in grants to 
support voluntary home visiting programs 
that aim to .improve child development, 
maternal-child health, economic sufficiency, 
school readiness and child abuse prevention. 
The funds were announced in late September 
by the U. S. Depa1.tment of Health and 
Human Services as part of the federal 
Maternal, Infant and Early Childhood Home 
Visiting (MIECHV) Program, which was 
established through the Affordable Care Act. 

Grants totaling $124 million were 
awarded to all states, except North Dakota, to 
support evidence-based home visiting 
programs for at-risk families. In addition, nine 
states- Arizona, Arkansas, California, Illinois, 
Indiana, Louisiana, Maine, Massachusetts and 
Oklahoma- ,vere awarded $66 million in 
four-year competitive expansion grants to 
increase the scale or scope of each state's 
e...Usting high-quality home visiting programs 
and services. An additional $34 million .in 
two-year development grants was awarded to 
13 state~Alabama, Delaware, Georgia, 
Hawaii, Michigan, Montana, New Hampshire, 
New Mexico, Oregon, Rhode Island, Texas, 
West Virginia and Wisconsin-to strengthen 
each state's existing, modest home visiting 
efforts. Click here for more information on 
home visiting. 

Challenges to ACA Move Closer to 
U.S. Supreme Court 

On Sept. 28, both d1e plaintiff states 
and the U.S. Justice Department in d1e 
Florida-based multi-state challenge to the 
Affordable Care Act (ACA) formally 
petitioned d1e U.S. Supreme Court to take up 
the case during the current term (October 
2011 to June 2012). On Aug. 12, in State of 
Florida v. U.S. Dep't. o{Health & Human 
Seroices,the Court of Appeals for the 11th 
Circuit .in Atlanta ruled against tl1e .individual 
mandate provision in the law .in a 2-to-1 
decision. 

TI1e Supreme Court filings requesting a 
review provide .insight to the latest legal 

arguments: Florida et aL petition / United States 
Justice Department submitted 9/ 28/ 2011. The 
Court has not announced any response or 
action. Other pending lawsuits also may 
request a Supreme Comt hearing. So far these 
interim steps do not affect tl1e legal status of 
d1e Act .itself. 

ACA Funds Support Childhood 
Obesity Demonstration Proiect 

On Sept. 29, the Centers for Disease 
Control and Prevention (CDC) launched a 
four year, $25 million Childhood Obes.itv 
Demonstration Project autl10rized by Section 
4306 of the Affordable Care Act. Building on 
existing community efforts, d1e project will 
.identify effective healtl1 care and community 
efforts to support children's healthy eating and 
active living. 

"Over tl1e last three decades, obesity rates 
among children and adolescents have nearly 
tripled," said CDC Director TI1omas R. 
Frieden, MD, MPH. "Tius project will help 
figure out ways our children can grow up to 
lead long, heald1y and productive lives." Since 
childhood obesity rates are especially lugh in 
minority and low-income commtmities, the 
project will target 2- to 12-year-olds covered 
by the Children's Health Insurance Program 
(CHIP), which provides low-cost insurance to 
more tl1an 7 million children from working 
families. 

Innovative efforts to reach tl1ese families 
are aimed at facilitating complementaq 
changes in preventive care at doctor visits and 
supportive changes .in schools, child care 
centers, and commwlity retail food stores and 
parks. Commwuty heald1 workers will be 
recnlited to educate hard-to-reach 
populations, limited English speakers, and 
minority commUiuties on ways to prevent 
diseases (including obesity), obtain health 
insurance, and manage chronic diseases. Tiuee 
research facilities- d1e Urlivers.ity of Texas 
Healtl1 Science Center at Houston, San Diego 
State Urlivers.ity and d1e Massachusetts 
Department of Public Health- will receive 
approximately $6.2 million each over four 
years. Project findings '\.Vill be disseminated 
nationwide in September 2015. 

For more Health Reform Information, please visit~ 
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From: Aaron Cooper
To: Denise Northrup; Glenn Coffee; Alex Weintz; Katie Altshuler
Subject: NFIB - health insurance exchanges
Date: Monday, March 28, 2011 9:05:59 AM

Jerrod Shouse called me and said NFIB wants to help us on the exchange issue.
 
NFIB supports state-based exchanges as good for small businesses; they also are one of the private
groups suing the fed government over Obamacare.
 
Jerrod said they can write an editorial to be placed in Oklahoma papers and/or send the editorial to
House and Senate members. 
 
 
______________________________________
Aaron Cooper
Press Secretary
Governor Mary Fallin
aaron.cooper@gov.ok.gov
t - (405) 522-8878
c - (405) 759-0468
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From: Jerrod Shouse
To: Denise Northrup; Katie Altshuler
Subject: NFIB help
Date: Thursday, July 12, 2012 4:28:18 PM

Hi Denise & Katie,

As the Governor studies what Oklahoma should do next with regard to exchanges
required by the PPACA/Obamacare, I want to offer the support of NFIB. When Karen
Harned, the head of our NFIB Legal Center, was in Oklahoma and met with the
Governor last year, they talked about exchanges. We discussed how NFIB has led
the charge to repeal Obamacare, but at the same time has been supportive of a
state-created and -run marketplace that benefits small business owners. I even had
an op-ed prepared to support the exchange idea, but we didn't run it when the
legislature pulled the plug (both times).

Ultimately, we will be supportive of the Governor and her decision. So please let me
know if there is a way we can be helpful.

-- 
JERROD SHOUSE
Shouse & Associates | JerrodShouse.com

Government Relations Consulting 

P: 405.310.9779 | C: 405.650.2981
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I. Introduction 

On August 12, 2011, federal officials issued three proposed regulations that, taken together, offer 

new insight into how individuals will obtain health insurance across the continuum of coverage 

contemplated in the Patient Protection and Affordable Care Act (ACA). The U.S. Department of 

Health and Human Services (HHS) released two proposed regulations. One addresses Medicaid 

and CHIP eligibility, enrollment simplification, and coordination
1
; the other focuses on 

eligibility determinations for participation in “Affordable Insurance Exchanges” (Exchanges), 

insurance affordability programs, Qualified Health Plans (QHP), and standards for employer 

participation in Small Business Health Options (SHOP) exchanges
2
 A third proposed rule was 

released by the Internal Revenue Service (IRS) of the Treasury Department: the Health Insurance 

Premium Tax Credit rule
3
 addresses eligibility requirements for premium tax credits and 

guidance with respect to calculating the premium assistance amounts and reconciling advance 

payments with actual credits at year-end.  

Overall, the proposed regulations seek to align eligibility and enrollment rules and pathways and 

maximize seamlessness across the continuum of coverage, making clear the interdependency 

between Medicaid and the Exchange. In fact, to assure the required coordination between state 

Medicaid/CHIP agencies and the Exchange, the proposed regulations specifically contemplate 

agreements between them. 

While proposed rules are, by nature, an invitation for public comment, the accompanying 

commentary of the two HHS proposed regulations repeatedly ask for state comment related to 

specific provisions of the rules, suggesting that the final rules may differ from or provide 

additional amplification to the draft guidance. In contrast, the IRS seeks virtually no comment on 

any specific aspect of the proposed rule. Comments are due to both agencies by October 31, 

2011. Comments must be submitted electronically, by mail, or by hand or courier. 

The IRS will also convene a public hearing on November 17, 2011 in which individuals may 

present oral comments. The commenter must submit written comments and an outline of topics 

to be addressed by November 10, 2011. 
 

The purpose of this memorandum is to provide an overview of the main provisions of the 

proposed rules, and highlight their implications for state implementation of the ACA.  

II. Highlights of HHS Exchange and Medicaid Proposed Regulations  

While issued as two separate regulations, the Medicaid and Exchange proposed rules are 

inextricably linked from an operational and policy perspective. The proposed Exchange 

regulations codify the ACA’s requirement that state Exchanges provide a single, integrated 

process to determine consumer eligibility for enrollment in a Qualified Health Plan as well as the 

full range of state health subsidy programs, newly defined as Insurance Affordability Programs, 

                                                 
1
 CMS-2349-P, “Medicaid Program; Eligibility Changes Under the Affordable Care Act of 2010,” 76 FR 51148, 

hereinafter Medicaid regulations. 
2
 CMS-9974-P, “Patient Protection and Affordable Care Act; Exchange Functions in the Individual Market: 

Eligibility Determinations; Exchange Standards for Employers,” 76 FR 51202, hereinafter Exchange regulations. 
3
 REG-131491-10, “Health Insurance Premium Tax Credit,” 76 FR 50931, hereinafter IRS regulations 
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which include Medicaid, CHIP, the Basic Health Program (BHP) (should the state elect to 

establish one) and advance payment of premium tax credits and cost sharing reductions. In 

essence, the eligibility criteria fall into two overlapping categories: (1) eligibility for enrollment 

in a QHP (with or without a subsidy); and (2) eligibility for enrollment in Insurance 

Affordability Programs. An individual may seek to enroll in a QHP without a determination of 

eligibility for an Insurance Affordability Programs. However, to the extent that an individual 

wishes to access subsidized coverage, the Exchange must first determine whether the applicant is 

eligible for Medicaid. Thus, while there are at times divergent eligibility criteria and processes, 

the Exchange and the Medicaid/CHIP agencies are ultimately responsible for implementing the 

criteria and processes across the full continuum of Insurance Affordability Program options.  

A. Eligibility Criteria for Enrollment in QHPs or Insurance Affordability 

Programs 

1. Eligibility for Enrollment in QHPs (Exchange §155.305(a))  

The proposed Exchange rules describe minimum eligibility criteria for enrollment in a QHP. 

Individuals eligible to enroll in QHPs through state Exchanges including those who are: (1) 

citizens or lawfully present immigrants; (2) not incarcerated; (3) residing within the Exchange 

service area. Individuals meeting these criteria and choosing not to pursue tax credits may be 

enrolled in a QHP without further inquiry. 

2. Key Eligibility Criteria for Enrollment in Insurance Affordability 

Programs (Exchange §155.305(c)-(h); Medicaid §435.603, §§ 457.300 

through 320) 

If requested by the applicant, an Exchange must determine eligibility for each Insurance 

Affordability Program. Because individuals eligible for Medicaid, CHIP or a BHP are not 

eligible to enroll in a QHP, the Exchange is compelled to start with an eligibility review of these 

programs.  

 

Advanced Payments of Premium Tax Credits and Cost Sharing Reductions (Exchange 

§155.305 (f)-(h)). An individual is eligible for advanced payments of premium tax credits if he 

or she is:  

 QHP eligible and enrolled; 

 a “ primary taxpayer” with income between 100% and 400% FPL; 

 claiming one or more individuals eligible to enroll in a QHP (see above); and,  

 not eligible for minimum essential coverage (MEC) through an employer – 

sponsored plan or government program. (MEC is defined in the IRS proposed 

rules described below.) 
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An individual who is eligible for advance payment of the premium tax credit will also be eligible 

for a cost sharing reduction if his or her household income is less than 250% FPL and is enrolled 

in a silver level plan (different and more generous cost sharing rules apply to tribal populations).  

Expansion of Medicaid Coverage and Simplification of Medicaid Categorical Eligibility 

(Medicaid §§435.110, 435.116, 435.118, 435.119, 435.218). The proposed regulations codify 

ACA provisions that extend mandatory Medicaid coverage to non-disabled individuals under 65 

with incomes up to 133% FPL and give states the option to provide Medicaid coverage to 

individuals at even higher income levels. In addition, the complex framework of existing 

Medicaid mandatory and optional eligibility groups for children and parents are collapsed into 

three main categories: (1) parents and caretaker relatives; (2) pregnant women; and (3) children.  

 

Definition of MAGI – Income and Populations (Exchange §155.305(c); Medicaid 

§435.603(a)-(e)). As provided under the ACA, all Insurance Affordability Programs will use a 

MAGI standard, set forth in the IRS rules (“modified adjusted gross income means adjusted 

gross income increased by amounts excluded from gross income under section 911 and tax-

exempt interest a taxpayer receives or accrues during the taxable year”) to determine income 

eligibility.
4
 However, the proposed regulations provide three exceptions to the MAGI income 

counting methodology for Medicaid: (1) lump sum payments are counted in the month received; 

(2) educational scholarships or fellowships are excluded from consideration as income; and (3) 

certain types of income for American Indian/Alaska Native individuals are excluded.
5
  

In addition, MAGI income determinations are based on current income in Medicaid, while tax 

credits are based on annual incomes, paid in advance and reconciled at year end based on tax 

returns. From an operational perspective, this means that the Exchange must always determine 

eligibility first based on current income (for Medicaid), and if the individual is not Medicaid 

eligible, thereafter determine eligibility for premium tax credits based on estimated annual 

income. The proposed rules also codify the ACA's elimination of all income or expense 

disregards in Medicaid, replacing them with a 5% across-the-board increase in income eligibility. 

Family and Household Definition Rules (Medicaid §435.603 (b) and (f); IRS §1.36B-1(d)-(e;); 

Medicaid Preamble II(A)(3)(a)(1)). Family or Household definitions are important because they 

dictate whose income is counted for the purposes of applying for an Insurance Affordability 

Program. For the purposes of eligibility for tax credits, the proposed IRS regulations define a 

Family as those individuals for whom a taxpayer properly claims a personal exemption for a 

taxable year. The definition of a household under the proposed Medicaid rules starts with this tax 

filing unit, but provides for some Medicaid-specific exceptions. For example, the Medicaid 

proposed rule allows children living with care taker relatives, such as grandparents, to apply for 

Medicaid without consideration of the relatives’ income. The commentary notes that alignment 

of this Medicaid rule with the IRS definition of family would risk disrupting coverage for 

children and increasing financial obligations for grandparents and other care-taker relatives. On 

                                                 
4
 The CHIP regulations propose full alignment to Medicaid eligibility rules including the application of MAGI and 

household definition as well as the proposed non-financial eligibility criteria. Medicaid Regulations § 457.300 

through §320.  
5
 As codified in the proposed Medicaid regulations, the populations not subject to MAGI methodologies include 

those who do not require a financial determination (e.g. SSI recipients), aged, blind or disabled populations, those 

eligible due to a need for long term care, those eligible for Medicare cost sharing, or eligible under the Medicaid 

Medically Needy standard. 
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the other hand, federal rules require step-parents and step-siblings to be counted as members of 

Medicaid households (a departure from previous Medicaid household rules). This aligns 

Medicaid with IRS rules, and is likely to result in a small number of families losing Medicaid 

coverage. Finally, the Medicaid proposed rule makes changes to the treatment of 19 and 20 year 

olds living with their parents to move the rules closer to IRS rules, but do not go so far as to 

create full alignment.
6
 

Citizenship and Immigration (Exchange §155.305, Exchange Preamble II(A)(1)(b)). The 

proposed rules do not change the requirements for citizenship and immigration status for 

Medicaid and CHIP. The proposed Exchange rules require the Exchange to follow Medicaid 

rules with respect to lawfully present immigrants. 

 

Residency (Exchange §155.305, Medicaid §435.403).  The proposed Exchange regulations 

establish a residency requirement in the state “within the service area of the Exchange.” An 

“intent to reside” standard is established and aligned across the Exchange and Medicaid/CHIP. 

B. Eligibility Determination Processes 

Coordination between QHP and Insurance Affordability Program Eligibility Processes 

(Exchange §155.345; Medicaid §435.1200). The Exchange must assess eligibility for QHP 

enrollment for individuals who do not seek financial subsidies to purchase coverage. 

Additionally, the Exchange and Medicaid/CHIP agencies have parallel and concomitant 

obligations to assess eligibility for all Insurance Affordability Programs for those individuals 

seeking subsidies. As a general rule, applicants may not be asked to provide information beyond 

what is necessary to support the eligibility and enrollment processes of the Exchange, Medicaid 

and CHIP. 

Single Application (Exchange §155.310 (a); Medicaid §435.907). The proposed rules align with 

requirements of the Exchange rule issued in July 2011 (CMS 9989-P)
7
 that require that states 

utilize either a federal model single streamlined application for all Insurance Affordability 

Programs, or an alternative state-specific form for which the state has received federal approval.
8
 

The Medicaid regulations provide that states may use alternative or supplemental application 

forms for non-MAGI Medicaid populations, but such forms also must be federally approved. 

Finally, the proposed Medicaid regulations permit explicitly, for the first time, electronic, 

telephonic and facsimile signatures. The commentary notes that states may not require a face to 

face interview for Medicaid applicants.  

Coordination with MAGI-Exempt Categories (Exchange §155.345 (b), Exchange Preamble 

II(A)(1)(c); Medicaid § 435.911, Medicaid Preamble II(E)). The proposed Exchange and 

Medicaid regulations require the Exchange to collect eligibility information and electronically 

                                                 
6
 CHIP related regulations fully align CHIP eligibility rules to those articulated for Medicaid and eliminate the CHIP 

asset test. Medicaid §§ 457.300 through 320 
7
 45 CFR 155.405 

8
 The CHIP regulations propose to align CHIP application and enrollment processes with other Insurance 

Affordability Programs, including a single, streamlined application, availability of information on the shared 

Website, coordinated verification procedures, and the state’s obligation to provide application assistance in-person, 

online, or by telephone. Medicaid Regulations §457.335 through §457.380. 
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transfer information to the Medicaid agency on applicants who may be eligible for Medicaid in a 

MAGI-exempt category such as disability. The Exchange commentary notes that a state may 

choose to establish an eligibility system that conducts all eligibility determination for the 

Exchange, Medicaid and CHIP, including those Medicaid determinations that are based on 

factors beyond the MAGI-based income standards. The Medicaid commentary notes that the 

non-MAGI evaluation must occur simultaneously to the eligibility determinations for premium 

tax credits.  

Eligibility Determination Timeframes (Exchange Preamble II(A)(1)(d); Medicaid §435.952, 

Medicaid Preamble II(G)(4)) The proposed Exchange and Medicaid regulations assume real 

time eligibility determinations. The proposed Medicaid regulations eliminate current 90 and 45 

day processing timeframes for disabled and non-disabled applicants, respectively.  

Exchange Authority to Make Medicaid Eligibility Determinations (Exchange § 155.345, 

Exchange Preamble II(A)(1)(j); Medicaid §431.10(c), Medicaid Preamble II(J)). The proposed 

Medicaid rules modify existing regulations to add government-operated Exchanges as one of the 

entities to which state Medicaid agencies may delegate Medicaid eligibility determinations for 

MAGI populations. With regard to privately operated Exchanges, HHS solicits comment on 

whether such entities should be permitted to conduct Medicaid eligibility determinations and 

other approaches for privately operated Exchanges to fulfill the ACA’s eligibility coordination 

mandate. HHS suggests one possibility of the co-location of state Medicaid eligibility workers at 

private Exchanges. Commentary to the Exchange rules also notes that the Exchange may 

facilitate delivery system or health plan selection for Medicaid and CHIP, including transmitting 

enrollment transactions to health plans, if the agencies administering Medicaid or CHIP enter 

into an agreement with the Exchange to perform this function. 

 

C. Redetermination Processes 

Interim Eligibility Redeterminations (Exchange §155.330, Exchange Preamble II(A)(1)(f)). 
The proposed Exchange regulations place the primary burden on enrollees to report – within 30 

days – changes with respect to their eligibility for advanced payment of premium tax credits or 

enrollment in a QHP . In addition, the Exchange must also periodically examine electronic data 

sources to identify death and eligibility determinations with respect to Medicaid, CHIP or BHP. 

Reflecting the concern that individuals avoid large repayment obligations, HHS solicits 

comments as to whether there should be an additional role for Exchange-initiated data matching 

and enrollee reminders to report changes. While the consequences are different, Medicaid has 

similar reporting obligations. 

Annual Redeterminations (Exchange §155.335; Medicaid §435.916). The Exchange must re-

determine the eligibility of a QHP enrollee annually and must request tax return data with respect 

to individuals receiving advance payments of premium tax credits. The Exchange must provide 

the enrollee with an annual redetermination notice with the updated household income 

information and the enrollee’s projected eligibility for the following year, including, where 

applicable, the amount of any advance payments of the premium tax credit and the level of cost-

sharing reductions. The enrollee must sign and return the notice within 30 days, reporting any 

changes relative to the information reported on the notice. If the enrollee fails to return the 

notice, the Exchange will re-determine the individual’s eligibility based on the information 
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provided in the notice. However, the IRS rule notes that individuals who received premium tax 

credits in the previous taxable year, but failed to file a tax return, are ineligible for ongoing 

premium tax credits until they file taxes. 

Similarly, the proposed Medicaid rule requires a 12 month recertification period for MAGI 

populations. The proposed Medicaid rule establishes a Medicaid administrative renewal process 

requiring state Medicaid agencies to use available databases for eligibility verification. Every 12 

months, the state agency will be required to conduct back end verification using existing 

information available to the agency. The state agency will then notify the individual that they 

have been found eligible for Medicaid and the basis of their determination. The individual is 

required to notify the agency if any information is inaccurate but is not otherwise required to take 

any action (no signature or return of the notice if the information is accurate). If a state agency is 

unable to determine Medicaid eligibility through administrative renewal, the agency is required 

to send a pre-populated recertification form. The recipient is given 30 days to recertify.  

With all individuals that enroll in QHPs (with or without a subsidy), Medicaid or CHIP required 

to have their eligibility redetermined annually, this is an area where states will need to coordinate 

the work of the Medicaid/CHIP agencies and the Exchange and may want to enter into formal 

agreements to consolidate the required work. 

D. Verification 

Attestation and Electronic Verification (Exchange §§155.315 and 155.320; Medicaid 

§§435.945, 435.948, 435.952). Under both Medicaid and Exchange proposed rules, most 

eligibility criteria (income, residency, eligibility for or enrollment in other coverage, household 

size, pregnancy, birth date) may be verified by a combination of attestation and/or verification 

through electronic databases. Citizenship or immigration status must be verified through 

electronic database verification for enrollment in a QHP while Pre-ACA Medicaid original 

documentation requirements remain for Medicaid/CHIP if citizenship can not be verified through 

the Social Security Administration. The Exchange proposed rule provides that where information 

cannot be verified, the applicant must be able to enroll in a QHP, with appropriate tax credits, 

and given 90 days to verify the information in question. The Medicaid proposed rule, as with the 

Exchange rule, provides that reasonable time should be given to resolve discrepancies. 

Data Sources for Electronic Verification (Exchange §155.315; Medicaid §§ 435.948 and 

435.949). The regulations formally establish the “federal hub” for electronic verification of 

Insurance Affordability Program eligibility criteria through the Social Security Administration, 

the Department of Treasury, the Department of Homeland Security and any other agency that 

may be appropriate. They also codify the role of HHS as an intermediary between the Exchange 

and the Federal agencies. state Medicaid/CHIP agencies as well as the Exchange are required to 

use information available through the federal hub for verification of eligibility to enroll in a QHP 

and Insurance Affordability Programs. Finally, the proposed Medicaid regulations require state 

Medicaid agencies to establish a third party database infrastructure for verifying current income 

and non-financial eligibility criteria that will be utilized by both the Medicaid/CHIP agency as 

well as the Exchange. 
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Reasonably Compatible Verification (Exchange §§155.315 and 155.320, Exchange Preamble 

II(1)(A)(1)(d); Medicaid §435.952, Medicaid Preamble II(G)(4)). The proposed rules introduce 

a new reasonably compatible standard, applicable to eligibility determinations for QHPs and 

Insurance Affordability Programs, that prohibits the Exchange or the Medicaid agency from 

requesting additional documentation if the information available through electronic data 

matching is “reasonably compatible” with information provided by the applicant. The Medicaid 

Eligibility commentary explains that “reasonably compatible” does not mean an identical match 

but that information is “generally consistent,” and goes on to note that states will have flexibility 

in applying this standard because reasonable compatibility will vary depending on 

circumstances. The Exchange commentary indicates an intent to apply the same interpretation in 

the context of Exchanges. 

E. Federal Medical Assistance Percentage (FMAP) for Newly Eligible 

Individuals and for Expansion states 

Availability of FMAP (Medicaid §433.10(c)). The Affordable Care Act provides a Federal 

Medical Assistance Percentage (“FMAP”) for coverage of adults determined “newly eligible” 

under the new mandatory Medicaid eligibility category beginning January 1, 2014. In addition to 

the enhanced FMAP available to states newly offering Medicaid coverage to adults up to 133% 

FPL in 2014, the ACA also extends an enhanced FMAP to those states that already offered 

health coverage to adults up to at least 100% FPL at the enactment of the ACA (“expansion 

states”). 

Newly Eligible FMAP (Medicaid §433.10(c)(6)). The proposed rule codifies the ACA’s 

definition of “newly eligible” and the enhanced FMAP schedule. Consistent with the statute, 

“newly eligible” individuals are those who would have been ineligible for Medicaid under a 

state‘s Medicaid eligibility standards and methodologies – whether implemented under the state 

Medicaid plan or waiver demonstration program – in effect as of December 1, 2009. The 

enhanced FMAP will be available at 100% federal financial participation (“FFP”) from calendar 

years 2014 through 2016 and phased down to 90% FFP for calendar years 2020 and beyond. 

Expansion state FMAP (Medicaid §433.10(c)(7)-(8))). The proposed rule also codifies the ACA 

provision that makes the enhanced FMAP available for childless adults in states that offered 

health coverage to parents and childless adults with incomes up to 100% FPL prior to enactment 

of the ACA . For expansion states, the enhanced FMAP is calculated in accordance with a 

formula articulated in the statute, which applies a “transition percentage” against the difference 

between the newly eligible enhanced FMAP rate for the year and the state‘s base FMAP: 

Expansion state 

FMAP 
= Expansion state’s 

Base FMAP 
+ (Transition 

Percentage 
x (Newly Eligible 

FMAP 
- Expansion state’s Base 

FMAP)) 

 

The transition percentage starts at 50% in calendar year 2014 and increases annually until it 

reaches 100% in calendar years 2019 and beyond. Therefore, in contrast to the newly eligible 

FMAP, the expansion state FMAP phases upward from 2014 to 2019. Both the expansion state 

FMAP and newly eligible FMAP equalize at the 90% level in 2020 and beyond. 
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Methodology (Medicaid §433.206(a)-(b), Medicaid Preamble II(N)). states may only access the 

enhanced FMAP for “newly eligible” individuals and, in expansion states, childless adults. In the 

preamble to the proposed rule, HHS discusses the complexities for the states and federal 

government as well as potential burdens for Medicaid applicants in determining the appropriate 

FMAP level (i.e., regular FMAP, newly eligible FMAP, or expansion state FMAP). HHS 

proposes three alternative methodologies from which states may select to make the determination 

and claim the appropriate FMAP for qualified expenditures: (1) 2009 Eligibility Standard 

Threshold; (2) Statistically Valid Sampling Methodology; and (3) Use of FMAP Methodology 

Based on Relative Data Sources. These three methodologies are discussed at length in the 

proposed regulations. The proposed rule requires that states notify CMS of their method 

selection no later than December 31, 2012 and utilize this method for 3 consecutive years before 

being permitted to change to another methodology.  

HHS specifically requests comments on these three approaches and also whether HHS should 

maintain the approach of offer states the opportunity to choose or whether HHS should designate 

one single method for states to use. In the preamble, HHS notes that it plans to test these 

methodologies further with states and possibly other methodologies as may be suggested through 

the comment process. In addition, HHS specifically articulates that it is not providing the option 

for states to maintain double eligibility systems and complete a determination for each individual 

under “obsolete eligibility rules” for purposes of determining the appropriate FMAP as it does 

not believe this would necessary or efficient.  

F. SHOP Participation (Exchange Part 157) 

The Exchange regulations propose standards that address qualified employer participation in 

SHOP. For the most part, this Part codifies the ACA, mirror or complement the rules published 

in July, or uses terms defined in other parts of the proposed rule.  

 

In brief, only qualified employers as defined in section 155.710 may participate in the SHOP and 

a qualified employer may continue to participate in the SHOP if it ceases to be a small employer. 

A qualified employer must abide by the rules of the SHOP including providing information to its 

employees about the enrollment process and timing. New employees hired outside of the initial 

or annual enrollment period must be given the opportunity to seek coverage in a QHP beginning 

on the first day of employment. Qualified employers must provide the SHOP with information 

on the eligibility status of employees. 

 

G. Preliminary Regulatory Impact Analyses of Medicaid and Exchange Rules 

1. Medicaid Eligibility Proposed Rule (Medicaid Commentary V.C) 

The commentary on the Medicaid proposed rule includes a summary analysis of implementation 

benefits and costs, based on CMS’ detailed Preliminary Regulatory Impact Analysis (PRIA).
9
 

This preliminary impact analysis uses estimates produced by: the CMS Office of the Actuary 

(OACT), the Congressional Budget Office (CBO) and staff of the Joint Committee on Taxation.  

                                                 
9
 Preliminary Regulatory Impact Analysis (PRIA), available at 

http://www.cms.gov/MedicaidEligibility/downloads/CMS-2349-P-PreliminaryRegulatoryImpactAnalysis.pdf  
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Medicaid Eligibility and Enrollment. The proposed rules would result in an estimated additional 

16 to 24 million newly eligible and currently eligible individuals enrolling in Medicaid and CHIP 

by 2016.  

state Benefits. The proposed rule would benefit states and providers by reducing uncompensated 

care costs, shifting spending on state-funded health coverage and uncompensated care to the 

Federal government. Additionally, the simplified Medicaid eligibility policies proposed in the 

rule would reduce administrative burdens on state Medicaid agencies. 

Federal Spending. Federal spending on Medicaid for newly and currently eligible 

individuals who enroll as a result of the changes made by the Affordable Care Act would 

increase by a total of $162 to $202 billion from 2012 through 2016. 

state Expenditures and Savings. It is estimated that state expenditures on behalf of the 

additional population gaining Medicaid coverage as a result of the ACA will total $2.7 billion in 

FY 2014, $4.0 billion in FY 2015, and $4.9 billion in FY 2016. These estimates do not account 

for state savings from reductions in uncompensated care, less need for state-financed health 

services and coverage programs, and greater efficiencies in the delivery of care. The commentary 

points to the Urban Institute’s findings that as a result of the ACA, states will see net savings of 

$92 to $129 billion from 2014 to 2019.  

The proposed rule invites comments on its potential economic impact.  

2. Exchange Eligibility Proposed Rule (Exchange Commentary IV.C) 

The Exchange proposed rule’s commentary also includes a summary analysis of implementation 

benefits and costs. 

Benefits. The simple eligibility processes proposed in the rule would increase take-up of health 

insurance, leading to improved health. Also, the use of electronic records for eligibility 

verification would minimize transaction costs of purchasing coverage. 

Costs. The costs of building or modifying IT systems to enable the new eligibility and enrollment 

process envisioned in the proposed rule, in addition to administrative costs to support this vision, 

will vary depending on a number of factors, including states’ level of maturity of current systems 

and current governance and business models. Costs will also be dependent on state approaches to 

system design. Overall administrative costs may increase in the short term as states are building 

new systems, but states will see long-term savings related to more efficient systems. 

The commentary notes that costs for the development of Exchange IT infrastructure are fully 

funded by the federal government through state Exchange Planning and Establishment Grants. 

Costs for IT infrastructure that will also support Medicaid must be allocated to Medicaid and are 

eligible for an enhanced federal matching rate.  

III. Highlights from IRS Proposed Regulations 

The ACA allows for advanceable and refundable premium tax credits to help individuals and 

families purchase QHP coverage in state Exchanges. The tax credits are designed on a sliding 
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scale basis to reduce taxpayers’ out of pocket premium costs, thus making health insurance 

coverage more affordable. The ACA further provides for advance determination of tax credit 

eligibility by state Exchanges. Taxpayers may receive advance payments of credits, paid on a 

monthly basis to the QHP in which they are enrolled. The law specifies that advance payments 

will be reconciled with actual credits for the tax year. 

A. Eligibility for Premium Tax Credits (IRS §1.36B-2) 

Pursuant to the proposed rule, an “applicable taxpayer” or his/her spouse and dependents are 

eligible to receive premium tax credits for any month in which they: 

 Are enrolled in one or more QHPs; and 

 Are not eligible for minimum essential coverage (other than coverage in the 

individual market outside the Exchange). 

Applicable Taxpayer (IRS §1.36B-2 (b)). An applicable taxpayer, pursuant to the proposed rule, 

is a taxpayer who: 

 Has household income that is at least 100% but not more than 400% FPL;  

 May not be claimed as a dependent by another taxpayer 

 If married, files a joint return for the taxable year. 

Special Rule for “5-year Bar” Immigrants and Other Taxpayers with Incomes Below 100% of 

FPL (IRS §1.36B-2 (b)(5),(6)). The proposed rule codifies the ACA provision that lawfully 

present individuals with incomes below 100% FPL are treated as applicable taxpayers eligible 

for premium tax credits if they or their family member are ineligible for Medicaid and they 

otherwise would be an applicable taxpayer if their income were between 100 and 400% FPL. 

The rule further clarifies that other taxpayers with incomes below 100% FPL for the taxable year 

may be treated as applicable taxpayers eligible for premium assistance if the Exchange estimates 

at the time of enrollment that the taxpayer’s household income will be within the 100-400% FPL 

range for the taxable year.  

Minimum Essential Coverage (MEC) (IRS §1.36B-2 (c)). The proposed rule codifies the ACA 

provision that individuals are ineligible for premium tax credits in any month that they are 

eligible for minimum essential coverage (MEC). As defined in section 5000A(f) of the Internal 

Revenue Code, such coverage includes government-sponsored
10

 and employer-sponsored MEC. 

The proposed rule also provide significant new guidance with respect to the interactions between 

premium tax credit eligibility of minimum essential coverage eligibility. 

                                                 
10

 Special Rule for Veteran’s Coverage. The proposed rule provides that veteran’s coverage is only deemed 

government-sponsored MEC (thus excluding an individual from premium assistance participation) if an individual is 

actually enrolled in such coverage. 

2768



   

 

12 

B. Government-Sponsored Minimum Essential Coverage (IRS §1.36B-2 (c)(2)) 

Definition of Eligibility for Government-Sponsored MEC (IRS §1.36B-2 (c)(2)(iii)(A)). The 

proposed rule provides that individuals are deemed eligible for government-sponsored MEC on 

the first day of the first full month in which they may receive benefits. The implications of this 

eligibility definition are significant in that individuals who are determined technically eligible for 

government coverage, but are not able to use such benefits due to delays in coverage activation, 

remain eligible for premium tax credits until they are able to use their government-sponsored 

health insurance. The proposed rule clarifies that individuals who fail to complete the 

requirements necessary to enroll in government-sponsored MEC (i.e., fail to select a health plan, 

if required) are treated as eligible for government-sponsored MEC on the first date of the second 

calendar month following the event which established their eligibility for government-sponsored 

health insurance. 

Interaction Between Retroactive Medicaid Coverage and Premium Assistance Payments (IRS 

§1.36B-2 (c)(2)(iii)(B), IRS Preamble §1(b(i)). The regulation and accompanying commentary 

provide new guidance that individuals receiving advance premium credit payments who 

subsequently become eligible for government-sponsored MEC that is effective retroactively (e.g. 

Medicaid) are treated as eligible for the government-coverage no sooner than the first day of the 

first calendar month after the approval. 

C. Employer-Sponsored Minimum Essential Coverage (IRS §1.36 B-2(c)(3)) 

The proposed rule codifies the ACA provision that employees and related individuals who may 

enroll in an “eligible employer sponsored plan” – meaning a plan that is both affordable and 

meets a minimum actuarial value standard – are eligible for minimum essential coverage and 

therefore ineligible for premium tax credits.  

Definition of Employer-Sponsored MEC Plan Year (IRS §1.36B-2 (c)(3)(ii)). The proposed 

rule defines the plan year as the employer-sponsored plan’s regular 12-month coverage period, or 

the remainder of the coverage year for employees who enroll during a special enrollment period. 

Definition of Eligibility for Coverage Months During a Plan Year (IRS §1.36B-2 (c)(3)(iii)). 

The proposed rule defines eligible coverage months under employer-sponsored minimum 

essential coverage as any month during the plan year for which the employee or related 

individual could have been covered if he or she had enrolled in an open or special enrollment 

period. Pursuant to the examples provided in the rules, this means that if an employee or related 

individual foregoes enrollment in an eligible employer-sponsored plan, he or she is deemed 

ineligible for premium tax credit payments.
11

 The commentary notes that this is true even in 

cases where the employers’ enrollment period has closed. 

Affordability Test For Employer-Sponsored MEC (IRS §1.36B-2 (c)(3)(v)(A)(1)). The 

proposed regulations provide new insight into the affordability test for employer-sponsored 

plans. Pursuant to the ACA, employees who have access to employer-sponsored coverage may 

                                                 
11

 The rule clarifies a special rule for individuals who are eligible for continuation coverage (COBRA) as eligible for 

MEC only if the individual actually enrolls in such coverage. The availability of COBRA coverage does not 

constitute eligibility for MEC, only the enrollment in such coverage does. 
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decline enrollment and apply for premium assistance to purchase a QHP in the Exchange if their 

out-of-pocket premiums for the employer plan exceed 9.5% of their household income. 

However. the proposed rule clarifies that the basis for this affordability calculation is the cost of 

self-only coverage and applies to individuals related to the employee who are eligible to enroll in 

the employer plan. As such, even if a taxpayer requires family coverage, the employer plan is 

deemed “eligible” MEC if the cost of self-only coverage is less than 9.5%. The affordability test 

for premium tax credits as defined in the proposed rule will likely mean that some families will 

remain without access to affordable health insurance coverage in 2014. 

Affordability Test for the Individual Responsibility Requirement (IRS Preamble §1(b)(ii)(B)) 

The commentary to the proposed rule suggests that future rule making is expected to establish a 

different affordability test to determine whether individuals related to employees are subject to 

the ACA individual mandate. Specifically, the individual mandate affordability test will be based 

on the cost of family coverage (versus self-only coverage) in an employer plans. Therefore if the 

cost of family coverage in an employer-sponsored plan exceeds 8% of the household income, 

such coverage would be deemed unaffordable for purposes of applying the individual mandate.  

Employee Safe Harbor (IRS §1.36B-2 (c)(3)(v)(A)(2)). The proposed rule provides a safe harbor 

for employees who were offered eligible employer coverage that proves to be affordable based 

on household income for the taxable year, but who declined such coverage because it was 

deemed unaffordable by the Exchange at the time of enrollment. The safe harbor extends from 

the time of affordability determination until the end of the employer plan year; therefore, this 

timeframe may represent part-year periods and partially coincide or overlap with the taxable year 

for premium tax credits.   

The ACA stipulates that large employers are subject to penalties to the extent that one or more of 

their full time employees are deemed eligible for premium tax credits. Commentary to the 

proposed rule notes that future rulemaking is expected to create an employer safe harbor with 

respect to offering affordable health insurance coverage. Specifically, employers will not be 

subject to the penalty if the employee portion of the self only premium for the employers’ lowest 

cost plan does not exceed 9.5% of the employee’s wages (versus the employees’ household 

income, which employers have argued they have no way of knowing.) 

Minimum Value (IRS §1.36B-2 (c)(3)(vi)). The rules codify the ACA requirement that eligible 

employer-sponsored plans provide minimum value, defined a plan share of at least 60% of the 

total allowed costs of benefits. 

D. Computing the Premium Assistance Credit Amount (IRS §1.36B-3) 

The proposed rule defines a taxpayer’s premium tax credit as the sum of “premium assistance 

amounts” for each coverage month in the taxable year. 

Premium Assistance Amount (IRS §1.36B-3 (d)). The proposed rule provides the method for 

calculating premium assistance amounts. Such method is based on a number of factors including: 

household income, family size, “applicable percentage” (the taxpayer’s required share of 

premiums based on household income), the “benchmark plan premium” (the premium for the 
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second lowest cost silver plan in the market), and the premium for the plan in which the taxpayer 

enrolls.  

Premiums Paid on a Taxpayer’s Behalf (IRS §1.36B-3 (c)(2)). The proposed rule notes that 

premiums paid by another person for coverage of the taxpayer, taxpayer’s spouse or dependent 

are treated as paid by the taxpayer. Examples clarify that in cases where another person pays 

premiums on behalf of a taxpayer or taxpayer’s family, the tax credit still is claimed by and 

accrues to the benefit of the taxpayer. 

Adjusted Monthly Premium (IRS §1.36B-3 (e)). The proposed rule defines the adjusted monthly 

premium as the amount the issuer would charge for the applicable benchmark plan to cover all 

members of the taxpayers family, adjusted for age of each member of the coverage family. 

Applicable Benchmark Plan (IRS §1.36B-3 (f)). The proposed rule defines the applicable 

benchmark plan for the purposes of premium assistance calculation as the second lowest cost 

silver plan that would cover the coverage family and is offered at the time the taxpayer’s family 

members enroll. An applicable benchmark plan could be self-only coverage or family coverage.  

Applicable Percentage (IRS §1.36B-3 (g)). The proposed rule codifies the ACA sliding scale 

used to determine the taxpayer’s required share of premiums for the benchmark plan. The 

percentage scale, ranging from 2% of income for families with incomes less than 133% of FPL 

to 9.5% for families with incomes over 300% of FPL, is applied to the taxpayer’s household 

income. This amount is subtracted from the adjusted monthly premium in calculating the 

premium assistance amount.   

QHP Covering More than One Family (IRS §1.36B-3 (h)). The proposed rule stipulates that if 

a QHP covers more than one family (i.e. more than one taxpayer and his/her dependents) the 

applicable taxpayers covered by the plan may each claim a premium tax credit. The rules 

articulate a specific method for calculating the premium credit amount in this circumstance. 

Additional Benefits (IRS §1.36B-3 (j)). The rules also provide a specific method for adjusting 

monthly premium for the purposes of premium assistance calculation when a QHP offers 

benefits in addition to the essential benefit package – either voluntarily or as a result of a state 

mandate. In such circumstances, the proposed rule requires the portion of the premium that is 

allocable to these additional benefits be excluded from the monthly premiums used to calculate 

premium assistance amounts. 

Families Including Individuals Not Lawfully Present (IRS §1.36B-3 (k)). The proposed rule 

provides guidance with respect to determining household income in taxpayer families that 

include individuals who are not lawfully present, but for whom the taxpayer properly claims a 

tax deduction. The rules provide a revised household income computation method which 

excludes the non-lawfully present individual from family size. 

E. Reconciling the Premium Tax Credit with Advance Payments (IRS §1.36B-4) 

The proposed rule outlines the process and general parameters by which advance credit 

payments are reconciled with allowable tax credits based on a taxpayer’s income tax return for 

the taxable year. The proposed regulations require that the actual premium tax credit is 
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calculated at the end of the taxable year using the taxpayer’s household income and family size 

for the taxable year. If this tax year-end process produces a premium tax credit for the year that 

exceeds the taxpayer’s advance credit payments, he/she is eligible to receive the excess in the 

form of an income tax refund. Conversely, a taxpayer whose advance payments exceed the 

allowable tax credit for the taxable year will owe the excess to the IRS as an income tax liability. 

While these additional taxes are capped for taxpayers with household incomes under 400% FPL, 

the liability is potentially significant, up to $2,500 for a taxpayer with household income between 

300 and 400% FPL. Taxpayers with incomes over 400% of FPL are liable to return the full 

advance tax credit overpayment.  

F. Information Reporting by Exchanges (IRS §1.36 B-5) 

The proposed rule outlines reporting requirements of state Exchanges with respect to information 

reporting related to premium tax credit . Exchanges are required to report to the IRS and 

taxpayers information including: 

 the premium and category of coverage (i.e. self only, family) for the applicable 

benchmark plan used to calculate advance credit payments; 

 the period the coverage was in effect; 

 the total premium for the coverage without the reduction of advance credit 

payments and consumer cost sharing; 

 the aggregate amount of advance credit payments or cost sharing reductions; 

 the name, address and taxpayer identification number of the primary insurer 

 the name and TIN of each other individual covered under the policy; 

 All information provided to the Exchange at the time of enrollment or during the 

taxable year, including changes in circumstances. 

The proposed rule indicates that the Commissioner of Internal Revenue may promulgate 

guidance with respect to the timeframes and manner for this reporting. 
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Legislative Focus: Export-Import Bank, Defense Authorization, Mobile 
Workforce, Violence Against Women Act 

The House is set to take up defense authorization the May 14 week, while the 
Senate is expected to continue work on legislation to reauthorize the Export
Import Bank. 

The Senate is expected to begin the week with votes on several judicial 
nominations, including that of George Levi Russell III to be a U.S. district judge 
for Maryland, and John J. Tharp Jr. to be a U.S. district judge for the Northern 
District of Illinois. Once these votes are complete, the Senate will vote on a 
cloture motion on the Export-Import Bank reauthorization bill (H.R. 2072), 
which the House approved last week on a vote of 330-93. The bank's current 
charter is set to expire May 31. 

If the Export-Import Bank legislation is approved, Senate Majority Leader Harry 
Reid (D-Nev.) has said he may bring up the Small Business Jobs and Tax Relief 
Act (S. 2237) this week. The bill would provide a temporary 100 percent 
depreciation credit for small businesses and offer a 10 percent tax credit for 
small firms that increase their payrolls through either new hires or wage 
increases during 2012. The maximum credit per employer would be capped at 
$500,000. 

The House will spend most of the week on the FY 2013 Defense authorization 
bill (H .R. 4310), which cleared the House Armed Services Committee May 10. 
The measure authorizes $554 billion in funding for national defense activities of 
the Department of Defense and defense-related programs in the Department of 
Energy. An additional $88 billion in funding was authorized for overseas 
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contingency operations, bringing the total authorization level to $642 billion.
The House Rules Committee is scheduled to meet May 15 to consider a rule for
the floor debate of the DOD bill. 

The House is also expected to consider several measures under suspension of
the rules, including a bill (H.R. 365) that would create a stronger nationwide
network for “blue alerts,” public announcements made when law enforcement
officers are either injured or killed in the line of duty. In addition, the House will
take up the Mobile Workforce State Income Tax Simplification Act (H.R. 1864),
which would limit the authority of states to tax the income of non-resident
employees who work for a limited amount of time in the state, allowing such
individuals to be taxed only if they work in the state for 31 days or more.

The House also plans to take up the Violence Against Women Reauthorization
Act (H.R. 4970), depending on action by the House Rules Committee.

Senate Floor. The Senate convenes at 2:00 p.m. today and is expected to
consider Export-Import Bank reauthorization legislation and several judicial
nominations.

House Floor. The House is not in session today but will convene at 2:00 p.m.
Tuesday to take up 11 measures under suspension of the rules, including the
Mobile Workforce bill (H.R. 1864).  Wednesday, and for the remainder of the
week, the House is scheduled to consider two measures subject to a rule,
including the Defense authorization bill.

Key Hearings & Markups
Appropriations

The House Appropriations Committee will mark up draft legislation that
would make fiscal 2013 appropriations for the Department of Homeland
Security and related programs and agencies: Wednesday, May 16, 10:00
a.m., 2359 Rayburn Building.
The House Appropriations Committee will mark up draft legislation that
would make fiscal 2013 appropriations for military construction programs:
Wednesday, May 16, 10:00 a.m., 2359 Rayburn Building.
The House Appropriations Committee will meet to consider a report on
the revised suballocations of budget allocations for fiscal 2013:
Wednesday, May 16, 10:00 a.m., 2359 Rayburn Building.
The House Financial Services and General Government Subcommittee of
the House Appropriations Committee will hold hearing on proposed fiscal
2013 appropriations for departments, agencies and programs under its
jurisdiction: Date and Time TBA, 2359 Rayburn Building.

Armed Services

The Senate Airland Subcommittee of the Senate Armed Services
Committee will mark up portions of the fiscal 2013 defense authorization
under its jurisdiction: Tuesday, May 22, 3:30 p.m. CLOSED, 232-A Russell
Building.
The Senate Armed Services Committee will mark up the fiscal 2013
defense authorization: Wednesday, May 23, 2:30 p.m., CLOSED, 222
Russell Building; Thursday, May 24, 9:30 a.m., CLOSED, 222 Russell
Building; Friday, May 25, 9:30 a.m., (if needed), CLOSED, 222 Russell
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Building.

Conference Committee

The House and Senate Conferees will meet to consider legislation that
would reauthorize federal highway programs: TBA, 216 Hart Building.

Education and the Workforce

The Early Childhood, Elementary and Secondary Education Subcommittee
of the House Education and Workforce Committee will hold a hearing
titled “Exploring State Successes in Expanding Parent and Student
Options:” May 16, 10:00 a.m., Rayburn Building.

Energy and Commerce

The Communications and Technology Subcommittee of the House Energy
and Commerce Committee will hold an oversight hearing on broadband
loans and grants funded by provisions of the American Recovery and
Reinvestment Act.

Finance

The Senate Finance Committee will hold a hearing titled “Tax Reform:
What It Could Mean for Tribes and Territories.” Tuesday, May 15, 10:00
a.m., 215 Dirksen Building.

Judiciary

The Senate Judiciary Committee will vote on pending nominations and
mark up pending legislation including 2. 2086, a bill to improve security at
state and local courthouses: Thursday, May 17, 10:00 a.m.
The House Judiciary Committee will hold a hearing on the implementation
of the Leahy-Smith America Invents Act: May 16, 10:00 a.m., 2141
Rayburn Building.
The immigration Policy and Enforcement Subcommittee of the House
Judiciary Committee will hold a hearing on legislation that would direct
the Secretary of State to address inefficiencies in the visa processing
system that discourage overseas businesses and leisure travel to the
United States.
The Intellectual Property, Competition and the Internet Subcommittee of
the House Judiciary Committee will hold an oversight hearing titled
“Health Care Consolidation and Competition after PPACA:” May 18, 9:30
a.m., 2141 Rayburn Building.

Natural Resources

The House Natural Resources Committee will hold a Subcommittee Field
Hearing on Efforts to Promote Effective Forest Management: Monday,
May 14 at 9:00 a.m., Montrose Elks Civil Bldg., 107 S. Cascade Ave.,
Montrose, Colo.

Senate Appropriations
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The Senate Homeland Security Subcommittee of the Senate
Appropriations Committee will mark up draft legislation that would make
fiscal 2013 appropriations for departments, agencies, and programs under
its jurisdiction: Tuesday, May 15 at 3:30 p.m.., 192 Dirksen Bldg.
The Senate Military Construction. Veterans Affairs, and Related Agencies
Subcommittee of the Senate Appropriations Committee will mark up draft
legislation that would make fiscal 2013 appropriations for programs under
its jurisdiction: Tuesday, May 15 at 11:00 a.m., 138 Dirksen Building.
The Senate Defense Subcommittee will hold a hearing on the FY2013
appropriations: May 16, 10:30 a.m., and May 17, 2:00 p.m., SCV-217
Capitol Visitor Center.
The Senate Interior, Environment, and Related Agencies Subcommittee
will hold hearings on proposed FY2013 appropriations for departments,
agencies, and programs under its jurisdiction: Wednesday, May 16, 10:30
a.m., 124 Dirksen Building.
The Senate Appropriations Committee will mark up draft legislation that
would make fiscal 2013 appropriations for the Department of Homeland
Security and related programs and agencies: Thursday, May 17, Time TBA
(Tentative), 192 Dirksen Building.
The Senate Appropriations Committee will mark up draft legislation that
would make fiscal 2013 appropriations for military construction and
programs: Thursday, May 17, Time TBA (Tentative), 192 Dirksen Building.
The Senate Labor, Health and Human Services, Education, and Related
Agencies Subcommittee of the Senate Appropriations Committee will hold
hearings on proposed fiscal 2013 appropriations for departments,
programs and agencies: Date and Time TBA, 124 Dirksen Building.

Veterans Affairs

The Economic Opportunity Subcommittee of the House Veterans’ Affairs
Subcommittee will hold a hearing on the April 27 Executive Order 13607
that aims to protect veterans from aggressive and deceptive targeting by
educational institutions, especially for-profit schools: May 16, 2:00 p.m.,
340 Cannon Building.
The House Veterans Affairs Committee will hold an oversight hearing titled
“Reviewing the Implementation of Major Provisions of the VOW [Veterans
Opportunity to Work] to hire Heroes Act of 2011:” May 31, 10:15 a.m.,
224 Cannon Building.

Ways and Means

The Human Resources Subcommittee of the House Ways and Means
Committee will hold a hearing on the spending by the states on the
Temporary Assistance for Needy Families (TANIF) program: May 17, 2:00
p.m., Longworth Building.

House Passes CJS Appropriations Bill
The House of Representatives passed H.R. 5326, the Commerce, Justice,
Science, and Related Agencies Appropriations Act for Fiscal Year 2013 last week
by a vote of 247-163. The bill provides $24.9 billion for the Department of
Justice, an increase of approximately $11 billion above the FY 2012 level. State
and local law enforcement assistance programs would receive $962.5 million,
including $392 million for the Byrne JAG program and $165 million for the State
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Criminal Alien Assistance Program. Ahead of final passage, an amendment
offered by Rep. Michael Grimm (R-N.Y.) was approved that increased funding
for the Community Oriented Policing Services hiring program to $166 million,
the same as the FY 2012 levels. A second amendment offered by Rep. Jon
Runyan (R-Mich.) increased funding for the Office of Violence Against Women
to $420 million, an increase of approximately $8 million above the FY 2012
level. The Senate is expected to take up its bill in the next few weeks. A final
version of the House passed bill can be found here.
NGA Contacts: Heather Hogsett, 202-624-5360; Mike Obrock, 202-624-5360

 

Today's Meetings

Monday, May 14

1. Washington Reps Weekly Meeting, 1:30pm, Washington, DC, Hall of the
States, Room 283/5, Contact: Erin Cohan

To view the NGA calendar, go to:

http://www.nga.org/files/live/sites/NGA/files/pdf/MONTH.pdf

 

NGA Correspondence

1. May 11, 2012 letter (from Governor Heineman and Governor Markell) to
Senate Committee on Environment and Public Works Chairman Barbara
Boxer and House Committee on Transportation and Infrastructure
Chairman John Mica encouraging the enactment of a new authorization
bill that meets the needs of states and provides the level of federal policy
and funding predictability and stability states need to invest wisely in our
surface transportation infrastructure.
 

2. May 11, 2012 letter (from Governor Malloy and Governor Daugaard) to
Senate Committee on Environment andd Public Works Chairman Barbara
Boxer and House Committee on Transportation and Infrastructure
Chairman John Mica supporting the enactment of a new, long-term
transportation authorization bill and urging adoption of several provisions
added to the legislation during consideration in the Senate.
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House CR Clarifies Full-Year Cuts to WIA Statewide Activities Funding 

The House proposed FY2012 continuing resolution (H.J. Res. 79) amends a provision in 

the Depart ment of Defense and Full-Year Continuing Appropriations Act of 2011 to 

cla rify t he congressional intent of a t wo-th irds reduction to t he 15 percent set-aside 

for statewide activities under t he Workforce Investment Act (WIA). The original 

language in t he FY2011 bil l was unclear, and the U.S. Depart ment of Labor 

subsequently appl ied the cut t o only a single quarter of t he program year, pending 

fu rt her congressional action. The clarifying language in the proposed CR reduces funds 

for statewide activities under W IA from 15 percent t o 5 percent for t he entire 2011 

fiscal year, amounting t o approximately a $206 mi llion reduction of funds fo r states. 

Under t he bil l, the funds that would have gone t o states wou ld be used in part t o fund 

a new federal competit ive grant program cal led the "Workforce Innovation Fund". The 

remaining savings wou ld be passed down t o local workforce areas. The st at e is 

required to perform cert ain mandated activities w ith t he remain ing 5 percent of t he 

funds. To view t he provision in H.J. Res. 79 see page 14, Sec. 134: 

http-(/rules house goy/M edia/file/PDF 112 1/Fioor Text /FY12CR%20FY1 1914 pdf. 
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NGA Contact:  Linda Lawson, 202/624-5369

HHS Releases Information Regarding Partnership Options on Insurance Exchanges
The Department of Health and Human Services (HHS) released additional information
yesterday regarding opportunities for states to partner with the federal government to
operate health insurance exchanges as required by the Affordable Care Act. Under the
proposed partnership model, states may choose to perform health plan management,
consumer assistance or both functions. If choosing to perform plan management, the
state would conduct plan analysis, monitoring and data collection while the federal
government would assist with consumer complaints and enrollment reconciliation. 
The consumer assistance model would allow the state to oversee in-person consumer
assistance, manage the Navigator program to help individuals sign up for insurance
and conduct outreach and education. The federal government would assist with
functions that can be centralized such as call center operations and website
management. These proposals were discussed yesterday during a meeting hosted by
HHS for state health officials. HHS is seeking feedback on these proposals as states
submit comments to the proposed rule on health exchange establishment for which
the comment period closes on September 28, 2011.
NGA Contact:  Heather Hogsett, 202/624-5360

Dept. of Ed Opens Statewide Data Systems Grant Competition 
The U.S. Department of Education is calling for state education agencies that did not
receive a fiscal year 2009 American Recovery and Reinvestment Act (ARRA) grant to
apply for a new Statewide Longitudinal Data Systems (SLDS) Grant Program. Grants
will range from $1 million to $5 million for a three-year grant period. Although the
basic requirements for the program are specified in the America COMPETES Act, this
year’s competition will require states to focus on one of three priority areas:  early
childhood data, K–12 or postsecondary and/or workforce data. Within each priority
area, states must use grant funds to address minimum capacity requirements in three
categories: governance and policy requirements, technical requirements and data use
requirements. State applications are due by December 15, 2011. To view the grant
solicitation visit:
http://dataqualitycampaign.org/files/FY12%20SLDS%20Announcement.pdf?
utm_source=Data+Quality+Campaign&utm_campaign=b91c77f535-
3.23&utm_medium=email. 
NGA Contact:  Joan Wodiska, 202/624-5361; Patrick Baker, 202/624-5496

White House to Release NCLB Waiver Plan
On Friday, September 23rd, at 10:10am ET in a Rose Garden Ceremony, President
Obama and Secretary of Education Arne Duncan will release plans for their No Child
Left Behind waiver proposal for states.  The U.S. Department of Education extended
invitations to Governors from Race to the Top winning governors from Round I, II, and
the nine governors eligible for RTT Round III to attend the Rose Garden ceremony. The
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White House also invited state chief state school officers.
NGA Contact:  Joan Wodiska, 202/624-5361

 

 

Today's Meetings/NGA Calendar

Tuesday, September 20

1. CANCELLED: Meeting of the Education, Early Childhood and Workforce Reps,
2:00pm

2. Meeting of the Economic Development and Commerce Reps: Discussion on
Priorities and Policy Process, 3:00pm, Washington, DC, NGA Governors
Conference Room, Conference call 1-877/261-8991; passcode 9668613#

3. (September 20-21) NGA Center for Best Practices Workshop: Public Private
Partnerships for Transportation - A Workshop for State Officials, Washington, DC
(Limited Attendance) Contact: Greg Dierkers

To view the NGA calendar, go to:
http://www.nga.org/files/live/sites/NGA/files/pdf/MONTH.pdf
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President Unveils Jobs Plan Before Joint Session of Congress 

Last night t he President presented his plan to boost t he economy and create jobs 

during a special joint-session of Congress. The plan calls for $447 billion in t ax 

reduct ions and spending and is to be f ully paid for by adding t he amount t o t he t otal 

deficit reductions that are to be identified by t he Select Committ ee. Highlights of t he 

plan include reductions in employer payroll taxes and incentives for hiring new 

workers, an extension of t he 100% expensing provisions for new capital invest ments in 

2012; $35 bi llion for states to hi re or reh ire t eachers and f irst responders; $30 bi llion 

to modernize schools; $50 bi llion fo r surface t ransportat ion and funds to establish an 

infrastructure bank. The proposal also includes reforms to the unemployment system 

and ext ends benefits and encourages wi reless communications deployment and t he 

creation of a nationwide, interoperable wireless system for first responders. To view a 

White House fact sheet on t he American Jobs Act, visit: 
http)/www wbjt ehoqse goy/sjtes/defaqlt/fjles/jobs act pdf 

NGA Contact: David Quam . 202/624-5309 

Virginia Court Rejects Challenges to Health Reform law 
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Yesterday, the U.S. Court of Appeals for the Fourth Circuit threw out two challenges to
the federal health reform law by the State of Virginia and Liberty University.  Both
cases argued that the mandate in the Patient Protection and Affordable Care Act
(PPACA) that requires nearly all Americans to buy health insurance is unconstitutional. 
In the case of Virginia ex rel. Cuccinelli v. Sebelius, the Court ruled that the state did
not have standing to challenge PPACA because “the sole provision challenged here –
the individual mandate – imposes no obligations” on the state itself.  In the case of
Liberty University Inc. v. Geithner, the court said the legal challenge was premature. To
view the Virginia opinion, go to: http://op.bna.com/hl.nsf/id/mapi-
8lhmzx/$File/virginia.pdf.  To view the opinion in the Liberty University case, visit:
http://op.bna.com/hl.nsf/r?Open=mapi-8lhn3c.
NGA Contact: David Quam, 202/624-5309

Senate Approves Patent Reform Bill 
The Senate yesterday approved 89-9 the House-passed version of the America Invents
Act (H.R. 1249).  The bill will shift the U.S. from a "first to invent" to a "first to file"
standard, establish a first window post grant review, and allow third parties to provide
information on pending applications.  The Senate defeated three amendments that
would have required all Patent and Trademark Office (PTO) fees be used for PTO
purposes, removed a provision to establish a new review process for business-method
patents and changed the way patent extensions are calculated. The bill now heads to
the President's desk for signature. 
NGA Contacts: David Parkhurst 202/624-5328; Abby Swienton, 202/624-5376

President Urges Infrastructure Investments; FAA Extension Bill Introduction
Expected in the House; THUD FY12 Appropriations Approved by House Panel 
During last night's speech on the American Jobs Act, the President urged Congress to
support an infrastructure bank aimed at attracting private capital to make loans for
projects based on need and benefits to the economy, referencing the BUILD Act (S.
652) introduced by Senators John Kerry (D-Mass.) and Kay Bailey Hutchison (R-Tex.) in
March.  In other transportation news, text of a Federal Aviation Authorization (FAA)
extension bill could be released by House Transportation and Infrastructure Chair John
Mica (R-Fla.) as early as today.  Finally, the House Appropriations Transportation-
Housing and Urban Development (THUD) Subcommittee approved by voice vote fiscal
year (FY) 2012 appropriations for THUD programs. The bill would cut federal-aid
highways obligation limitation from $41.107 billion in FY11 to $27 billion in FY12 and
mass transit obligation limits from $8.343 billion in FY11 to $5.2 billion in FY12, which
is consistent with the House-passed Ryan (R-Wis.) budget plan and House
Transportation and Infrastructure Chair Mica's reauthorization bill outline. The bill also
would cut Amtrak operating funding, would eliminate TIGER discretionary surface
transportation grants, and would not provide additional funding for high-speed rail or
for a new National Infrastructure Bank. Text of the appropriations bill is available at:
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http://appropriations.house.gov/UploadedFiles/12THUD xml.pdf. 
NGA Contacts: David Parkhurst 202/624-5328; Abby Swienton, 202/624-5376

USDA Announces School Meal Pilot Opportunity 
The U.S. Department of Agriculture has announced an invitation to state agencies that
administer the National School Lunch Program and School Breakfast Program to apply
to participate in demonstration projects that will evaluate the effectiveness of directly
certifying students eligible for free meals using the Medicaid program. The
demonstration and evaluation projects will begin July 1, 2012, and will be phased in
over a three year period in a limited number of LEAs and States across the country. To
participate, states must notify USDA of their intent to apply by October 5, 2011 and
applications will be due December 5, 2011. For more information, visit:
http://www.fns.usda.gov/cnd/whatsnew.htm 
NGA Contact: Joan Wodiska, 202/624-536; Patrick Baker, 202/624-5496

 

Today's Meetings/NGA Calendar

Friday, September 9

1. NGA Center for Best Practices Health Insurance Exchanges Workshop, Arlington,
Virginia, Crystal City Hyatt (Limited Attendance)

To view the NGA calendar, go to:
http://www.nga.org/files/live/sites/NGA/files/pdf/MONTH.pdf
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Administration Announces Efforts to Reduce Red Tape 

Yest erday, the White House Office of Information and Regulatory Affairs announced 

that its efforts t o reduce regu lat ory red t ape cou ld yield $10 bill ion in savings over the 

next five years. Earlier this year the Administrat ion announced efforts t o review all 

regulations with an objective of streamlin ing or eliminating regulat ions that are overly 

burdensome and not cost effect ive. Severa l agencies have proposed ru les to make 

changes within their jurisdict ion. Details of the agency plans are availab le at 

www whjte house goy/21 stce nturygov/act joos/21 st -century-regulatory-system . 

NGA Contact: David Quam . 202/624-5309 

HHS Considering Models for State-Federal Partnership on Health Exchanges 

The Depart ment of Health and Human Services is considering several models for stat e

federal partnership for stat es t hat choose not to run t heir own health insurance 

exchange as requ ired by the Accountab le Care Act. Several models being considered 

include one in which t he state wou ld establish and operat e a small business health 

options program {SHOP) exchange and t he federal government wou ld operat e an 

individual exchange. Ot her proposals include allowing t he state to maintain 

responsibility for governance and policy decisions while allowing the federal 
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government to operate the exchanges or allowing the state to create and operate the
exchanges while having the federal government or a third party perform a variety of
functions.  It is anticipated that these proposals will be discussed next month at the
NGA Center workshop on health exchanges as well as at a later meeting hosted by the
Department of Health and Human Services.
NGA Contact:  Heather Hogsett, 202/624-5360

 

Today's Meetings/NGA Calendar

Wednesday, August 24

1. Meeting of the Health and Human Services Committee: Update on Proposed
Rules on Health Exchanges and September NGA Health Exchanges Workshop,
3:00pm, Washington, DC, NGA Governors Conference Room, Conference call 1-

; passcode 

To view the NGA calendar, go to:
http://www.nga.org/files/live/sites/NGA/files/pdf/MONTH.pdf

 

NGA Correspondence

1. August 22, 2011 letter (from Governor O'Malley and Governor Mead) to Senate
National Guard Caucus Co-Chairs Senator Leahy and Senator Graham expression the
appreciation of the nation’s governors for their work to support the National Guard
and thanking them for introducing the National Guard Empowerment and State-
National Defense Integration Act of 2011. 

 

Press Clips

Press clips that are relevant to state issues and Governors' offices are available from
the NGA Office of Communications through the NGA Daily Email each Wednesday. In
addition, the clips page has links to national news sources, which can be accessed any
day of the week.

To view these press clips and links to national news sources, go to:
http://www.nga.org/cms/clips
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HHS and Treasury Release Proposed Rules on Health Exchanges 

Last week, the Depart ment of Hea lt h and Human Services and t he Department of t he 

Treasury released t hree proposed ru les rega rding insurance exchanges t o be 

established under the Af fordable Care Act. The ru les cover exchange el igibility and 

employer st andards, t he health insurance premium t ax credit and Medicaid eligibi lity. 

The M edicaid eligibil it y ru le discusses how the exchange wi ll interact w ith Medicaid 

and t he Ch ildren's Healt h Insurance Program. The proposed ru le also includes t he 

increased Federal M edical Assistance Percent age (FMAP) rates t hat w ill be ava ilable to 

cover the expansion of Medicaid eligibil ity beginning in January 2014, and includes 

three proposed met hodologies fo r states to use t o apply t he appropriat e FMAP for 

expendit ures. 

NGA Contact: Heather Hogsett 202/624-5360 

DOT Publishes Final TIGER Grant NOFA 

The U.S. Depart ment of Transportation (DOT) on Friday publ ished t he f ina l not ice of 

fund ing availab ility (NOFA) for the thi rd funding round of the Transportat ion 

Invest ment Generat ing Economic Recovery (TIGER) compet it ive discretionary grant 

program, which includes additional details on t he proj ect readiness characteristics t hat 

DOT considers when eva luating applications. DOT is aut horized t o award $527 mi llion 

in TIGER grants that el igible states and local governments can use to complete 
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national infrastructure projects. Pre-applications must be submitted by October 3,
2011, and final applications are due by October 31, 2011. To view the final NOFA,
please go to: http://www.gpo.gov/fdsys/pkg/FR-2011-08-12/pdf/2011-20577.pdf.  
NGA Contacts: David Parkhurst, 202/624-5328; Abby Swienton, 202/624-5376

 

Today's Meetings/NGA Calendar

Tuesday, August 16

1. CANCELLED: Meeting of the Education, Early Childhood and Workforce Reps,
2:00pm

2. CANCELLED: Meeting of the Economic Development and Commerce Reps,
3:00pm

To view the NGA calendar, go to: 
http://www.nga.org/files/live/sites/NGA/files/pdf/MONTH.pdf
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HHS and USDA Announce New Flexibilities to Aid in Eligibility Determinations 
The Depart ments of Healt h and Human Services (HHS} and Agriculture {USDA} 

announced new flexib ilities for states to integrat e el igibil ity determination systems for 

health and human services programs on Wednesday. As states develop new systems 

required to operat e healt h insurance exchanges and implement other aspects of t he 

Affordable Care Act by January 2014, they are encouraged t o pursue an integrat ed 

eligibility system st rategy that wou ld al low other human services programs t o be 

included at a later dat e. In a letter t o states, HHS and USDA indicated t hat states may 

receive a t ime-limited exemption from federal cost allocat ion requirements to al low 

programs such as Temporary Assistance for Needy Families and t he Supplemental 

Nutrit ion Assistance Program to ut ilize systems developed specifica lly for det ermining 

an individual's eligibil ity for healt h programs without sharing in t he common system 

development costs. The exception wi ll expire on December 31, 2015. 

NGA Contact: Heather Hogsett , 202/624-5360 

Today's Meetings/NGA Calendar 

Monday, August 15 

1. CANCELLED: Meeting of the Washington Reps, 1:30pm 
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2. NGA Health and Human Services Committee Update on SDW: 2:30pm,
Washington, DC, NGA Governors Conference Room, Conference Call 

 passcode 
 

To view the NGA calendar, go to: 
http://www.nga.org/files/live/sites/NGA/files/pdf/MONTH.pdf
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HHS and USDA Announce New Flexibilities to Aid in Eligibility Determinations 
The Depart ments of Healt h and Human Services (HHS} and Agriculture {USDA} 

announced new flexib ilities for states to integrat e el igibil ity determination systems for 

health and human services programs on Wednesday. As states develop new systems 

required to operat e healt h insurance exchanges and implement other aspects of t he 

Affordable Care Act by January 2014, they are encouraged t o pursue an integrat ed 

eligibility system st rategy that wou ld al low other human services programs t o be 

included at a later dat e. In a letter t o states, HHS and USDA indicated t hat states may 

receive a t ime-limited exemption from federal cost allocat ion requirements to al low 

programs such as Temporary Assistance for Needy Families and t he Supplemental 

Nutrit ion Assistance Program to ut ilize systems developed specifica lly for det ermining 

an individual's eligibil ity for healt h programs without sharing in t he common system 

development costs. The exception wi ll expire on December 31, 2015. 

NGA Contact: Heather Hogsett , 202/624-5360 

Today's Meetings/NGA Calendar 

Monday, August 15 

1. CANCELLED: Meeting of the Washington Reps, 1:30pm 

2791



2. NGA Health and Human Services Committee Update on SDW: 2:30pm,
Washington, DC, NGA Governors Conference Room, Conference Call 

; passcode #

To view the NGA calendar, go to: 
http://www.nga.org/files/live/sites/NGA/files/pdf/MONTH.pdf
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From: Er in Cohan 

To: 
Subject: 

Kat je Altshuler 

NGA Daily E-mail 

Date: Friday, August OS, 2011 9 :51:25 AM 

1[1] I 
[-F-ri-d-ay_,_A_u_g-us_t_5_, _2_0 _11--------------------------------------------

In this issue: 

1. This Just In 

2. Front and Center (Cent er Weekly Report t o St ate 
Policymakers) 

3 . Center Application and Event Opportunities 

4. NGA Correspondence 

5. This Just In (Text Version) 

This Just In 

This Just In headlines: 

1. FAA Shutdown Resolved This Morning 

Contact: 
Erin Cohan 
202-624-5300 

2. FCC Requests Additional Comments on Universal Service Fund and lntercarrier 

Compensation Reform Proposals 

http://www. nga .org/cms/re nder /l ive/tji 

(Text version of This Just In below) 

Front & Center 

"Front and Center" del ivers weekly informat ion on Center projects and events, stat e 

best pract ices, federal policies affect ing stat es, links to respected research, and quick 

analysis on hot t opics. This week's highlights: Young Farmers; Crime Fund; Tech jobs; 

Degree Complet ion; Nursing Loans. 

http://www. nga .org/cms/re nder /l ive/center / fc 

Center Application and Event Opportunities 

1. NGA Center Policy Forum on Early Dropout Prevention t hrough M iddle School 
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Reform -- The NGA Center for Best Practices is holding a policy forum on Early
Dropout Prevention through Middle School Reform.

2. NGA Center Hosts Policy Forum on Evaluating Principal Effectiveness -- The NGA
Center for Best Practices, the Council of Chief State School Officers, and the
National Conference of State Legislatures are holding a policy forum on
Evaluating Principal Effectiveness.

3. NGA Center Offers Grant Opportunity to Strengthen Postsecondary
Accountability Systems -- As the concluding action of the 2010-11 NGA Chair's
Initiative Complete to Compete, the NGA Center released a Request for Proposals
(RFP) to all states in good standing to participate in a policy academy on
strengthening postsecondary accountability systems.

4. Health Insurance Exchange Workshop -- The NGA Center is hosting a states-only
workshop on health insurance exchanges September 8-9, 2011 in Arlington,
Virginia.

5. Identifying, Evaluating and Scaling Best Practices in STEM Education -- NGA
Center is hosting a webinar on Thursday, September 15 from3:00 – 4:00 p.m. ET
to discuss identifying, evaluating, and scaling best practices in STEM Education.

6. NGA Center Workshop: Public Private Partnerships for Transportation -- The NGA
Center is partnering with the National Conference of State Legislatures to create
a Workshop on Public-Private Partnerships in Transportation (P3
Workshop) September 20-21, 2011 in Washington D.C.

 

NGA Correspondence/News Releases

1. August 4, 2011 letter (from Governor Heineman and Governor Markell) to
House Judiciary Committee Chairman Lamar Smith and Ranking Member John
Conyers urging Congress to oppose H.R.1439, the "Business Activity Tax
Simplification Act of 2011". As with similar bills in previous Congresses, this bill
represents an unwarranted federal intrusion into state affairs that will harm
states’ ability to manage their finances and assist in recovery.

To view this letter, go to:

http://www.nga.org/cms/render/live/letters

 

This Just In (Text Version)

FAA Shutdown Resolved This Morning 
During today's pro forma session, the Senate approved under unanimous consent the
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House-passed Federal Aviation Administration (FAA) extension (H.R. 2553) through
September 16, 2011, to end the FAA shutdown that began on July 23.  H.R. 2553
includes provisions that would reduce Essential Air Services subsidies to some rural
airports, but U.S. Department of Transportation Secretary LaHood is expected to use
his authority to waive many of the targeted airports from the subsidy cuts.
NGA Contacts: David Parkhurst; Abby Swienton
NGA Contact: David Parkhurst , 202/624-5328; Abby Swienton , 202/624-5376

FCC Requests Additional Comments on Universal Service Fund and Intercarrier
Compensation Reform Proposals  
The Federal Communications Commission (FCC) on Wednesday issued a further notice
of inquiry in its federal Universal Service Fund (USF) and intercarrier compensation
(ICC) reform proceeding after the agency voted in February to begin reforming the
systems. The notice requests public comment on reform proposals the agency has
received including the "America's Broadband Connectivity Plan" submitted last week
by six major telecommunications firms, which proposes to establish two new universal
service programs, the Connect America Fund and an Advanced Mobility/Satellite Fund,
to subsidize broadband in high cost rural areas where broadband is unavailable. The
FCC's inquiry includes questions on the state role in a new universal service structure,
such as if states should collect information regarding customer complaints and
whether states could assess certain eligibility triggers that would determine if a
provider is eligible for universal service support under a new right-of-first-refusal
model for incumbent providers. To view America's Broadband Connectivity Plan,
please go to: http://americasbroadbandconnectivity.org/the-plan/ . For more
information on the FCC's inquiry, please go to:
http://hraunfoss.fcc.gov/edocs public/attachmatch/DA-11-1348A1.pdf . 
NGA Contact: David Parkhurst , 202/624-5328; Abby Swienton , 202/624-5376
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From: Erin Cohan
To: NGA Daily E-Mail
Subject: NGA Daily Email
Date: Monday, June 13, 2011 9:40:21 AM

NGA Daily E-Mail
National Governors Association
http://www.nga.org

Monday, June 13, 2011
 
In this issue:
1. This Just In
2. Today’s Meetings/NGA Calendar
3. This Just In (Text Version)
4. NGA Annual Meeting Information
 
-------------------------------------------------------
THIS JUST IN
-------------------------------------------------------
This Just In headlines:
1. This Week in Congress
 
http://www.nga.org/TJI
 
(Text version of This Just In below)
 
-------------------------------------------------------
TODAY’S MEETINGS/NGA CALENDAR
-------------------------------------------------------
Monday, June 13
1.   Washington Reps Weekly Meeting, 1:30pm, Washington, DC, Hall of

the States, Room 283/5, Contact: Erin Cohan
 

To view the NGA calendar, go to:
 
http://www.nga.org/files/pdf/MONTH.pdf
 
-------------------------------------------------------
THIS JUST IN (TEXT VERSION)
-------------------------------------------------------
LEGISLATIVE FOCUS: FY 2012 APPROPRIATIONS, ECONOMIC DEVELOPMENT
ADMINISTRATION, PATENT REFORM
 
The Senate is slated to spend the week on bills related to the
Economic Development Administration while the House returns from
recess to take up appropriations bills.
 
The Senate this week will take up the Economic Development
Revitalization Act of 2011 (S. 782), which would authorize EDA
programs for five years, extending funding for programs that fund
infrastructure investments in economically distressed communities.
The Senate began consideration of the bill last week, rejecting an
amendment that would have delayed new Federal Reserve rules on
debit card interchange fees. The Senate is scheduled to resume
consideration of the bill June 14, with several additional
amendments still pending. 

The Senate also plans to consider the nominations of Claire C.
Cecchi and Esther Salas, both to be U.S. district judges for New
Jersey.
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The House is expected to spend most of the June 13 week working on
FY 2012 appropriations measures.  The House will first resume
consideration of the Military Construction, Veterans Affairs and
Related Agencies bill (H.R. 2055), which includes $72.5 billion in
discretionary funding, a decrease of $615 million compared to last
year's funding level and $1.2 billion below the president's FY
2012 budget request.  The proposed reduction in spending comes
from declined funding for the Base Realignment and Closure process
and projected savings in construction costs. The House is also
scheduled to take up Agriculture, Rural Development, Food and Drug
Administration, and Related Agencies Appropriations Act (H.R.
2112), which includes $125.5 billion in funding for the Department
of Agriculture and its related agencies. The version of the bill
approved May 31 by the House Appropriations Committee cuts
discretionary spending by approximately $2.7 billion from FY 2011,
and is $5 billion less than the president’s request. The
agriculture bill could come to the House floor by June 15.
 
The House is also slated to consider the America Invents Act (H.R.
1249) this week, which would amend federal patent law by awarding
patents for claimed inventions to the first person to file an
application for a patent. The current system awards patents to the
first inventor.
 
SENATE FLOOR. The Senate is set to convene at 2:00 p.m. today with
no roll call votes expected. Tuesday, and for the balance of the
week, the Senate is scheduled to take up two judicial nominations
and economic development programs legislation. 
 
HOUSE FLOOR. The House convenes at 2:00 p.m. today to take up the
Military Construction-VA spending bill, subject to a rule. 
Tuesday, and for the balance of the week, the House is scheduled
to consider the Agriculture appropriations bill, subject to a
rule, and patent law overhaul legislation.  The House is not in
session Friday.
 
 
KEY HEARINGS & MARKUPS
 
APPROPRIATIONS

House and Senate Appropriations Committees will be holding
extensive hearings during the June 13 week.  Please contact
Erin Cohan with questions about specific programs.

 
COMMERCE, SCIENCE & TRANSPORTATION

·         The Senate Commerce, Science and Transportation Committee
will hold a hearing on emerging threats to rail security:
Tuesday, June 14 at 2:30 p.m., 253 Russell Building.

 
EDUCATION & THE WORKFORCE

·         The House Education and the Workforce Committee will mark up
pending legislation: Wednesday, June 15 at 10:00 a.m., 2175
Rayburn Building.

·         The Workforce Protections Subcommittee of House Education and
the Workforce Committee will hold a hearing titled “Is OSHA
Undermining State Efforts to Promote Workplace Safety?”:
Thursday, June 16 at 10:00 a.m., 2175 Rayburn Building.

 
ENERGY & COMMERCE

·         The Health Subcommittee of House Energy and Commerce
Committee will hold a hearing titled “PPACA’s Effects on
Maintaining Health Coverage and Jobs: A Review of the Health
Care Law’s Regulatory Burden.”: Wednesday, June 15 at 3:00
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p.m., 2322 Rayburn Building.
·         The Energy and Power Subcommittee of the House Energy and

Commerce Committee will hold a series of hearings titled “The
American Energy Initiative.”: Thursday, June 16 at 9:30 a.m.,
2322 Rayburn Building.

 
ENERGY & NATURAL RESOURCES

·         The Senate Energy and Natural Resources Committee will hold a
hearing on the wildfire management programs of the federal
land management agencies: Tuesday, June 14 at 10:00 a.m., 366
Dirksen Building.

 
ENVIRONMENT & PUBLIC WORKS

·         The Senate Environment and Public Works Committee will hold a
hearing titled “The Clean Air Act and Public Health.”:
Wednesday, June 15 at 10:00 a.m., 406 Dirksen Building.

 
FINANCIAL SERVICES

·         The Financial Institutions and Consumer Credit Subcommittee
of House Financial Services Committee will hold a hearing
titled “Does the Dodd Frank Act End ‘Too Big to Fail’?”:
Tuesday, June 14 at 10:00 a.m., 2128 Rayburn Building.

 
HOMELAND SECURITY

·         The Border and Maritime Security of House Homeland Security
Committee will hold a hearing titled “Securing the Nation’s
Ports and Maritime Border – A Review of the Coast Guard Post
9/11 Homeland Security Missions.”: Tuesday, June 14 at 10:00
a.m., 311 Cannon Building.

 
JUDICIARY

·         The Courts, Commercial and Administrative Law Subcommittee of
House Judiciary Committee will hold a hearing on taxation of
rental cars: Tuesday, June 14 at 1:30 p.m., 2141 Rayburn
Building.

 
OVERSIGHT & GOVERNMENT REFORM

·         The House Oversight and Government Reform Committee will hold
a hearing titled “Achieving Transparency and Accountability
in Federal Spending.”: Tuesday, June 14 at 9:30 a.m., 2154
Rayburn Building.

 
SCIENCE, SPACE & TECHNOLOGY

·         The Technology and Innovation Subcommittee of House Science,
Space and Technology Committee will hold a hearing titled
“Transportation Research Priorities: Maximizing Return on
Investment of Taxpayer Dollars.”: Tuesday, June 14 at 10:00
a.m., 2318 Rayburn Building.

·         The Energy and Environment Subcommittee of House Science,
Space and Technology Committee will hold a hearing titled “An
Examination of DOE’s Clean Technology Programs.”: Wednesday,
June 15 at 2:00 p.m., 2318 Rayburn Building.

·         The House Science, Space and Technology Committee will hold a
hearing titled “STEM Education in Action: Learning Today …
Leading Tomorrow.”: Thursday, June 16 at 10:00 a.m., 2318
Rayburn Building.
 

TRANSPORTATION & INFRASTRUCTURE
·         The House Transportation and Infrastructure Committee will

hold a hearing titled, “How Best to Improve Bus Safety on
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Our Nation’s Highways.”: Monday, June 13 at 2:30 p.m., 2167
Rayburn Building.

·         The Coast Guard and Maritime Transportation Subcommittee of
House Transportation and Infrastructure Committee will hold a
hearing titled “Creating Jobs and Increasing U.S. Exports by
Enhancing the Marine Transportation System.”: Tuesday, June
14 at 10:00 a.m., 2167 Rayburn Building.

 
WAYS & MEANS

·         The Human Resources Subcommittee of House Ways and Means
Committee will hold a hearing on improving programs designed
to protect at-risk youth: Thursday, June 16 at 9:00 a.m., B-
318 Rayburn Building.

 
-------------------------------------------------------
NGA ANNUAL MEETING INFORMATION
-------------------------------------------------------
The 2011 NGA Annual Meeting will be held in Salt Lake City, Utah
July 15-17. Registration and housing arrangements for governors,
their family members, security and governors’ staff can be made at
http://www.subnet.nga.org/AM11/4gl/gov/.
 
Arrangements for other state government attendees and attendees
from local, federal and foreign governments, governors’
associations, media, business, non-profit organizations and family
members of any of these attendees can be made at
http://www.subnet.nga.org/AM11/1p7/gen/.
 
PROGRAM INFORMATION
The websites contain information about the business agenda for the
meeting and will be updated as more information becomes available.
 
HOUSING AND REGISTRATION
Please go online to register for the meeting and request hotel
accommodations as soon as possible. NGA cannot guarantee housing
accommodations for requests made after Friday, June 24. Online
meeting registration ends at 5:00 p.m. EDT on Tuesday, July 12.
After that time, attendees must register onsite.
 
ONSITE REGISTRATION
Meeting registration will be located at The Grand America Hotel in
the Envoy Room on the First Floor. Registration opens at 1:00 p.m.
MDT on Thursday, July 14 and will be open daily throughout the
meeting. All NGA business sessions will be held in The Grand
America Hotel.
For questions about meeting logistics, contact Susan Dotchin
at sdotchin@nga.org or 202-624-5327.
 

The information contained in this electronic transmission, including any attachments, is for the exclusive use of the intended
recipient(s) and may contain information that is privileged, proprietary, and/or confidential. If the reader of this transmission is not an
intended recipient, or a person responsible for delivering it to the intended recipient, you are hereby notified that any review,
dissemination, distribution, or copying of this communication is strictly proh bited. If you have received this communication in error,
please immediately notify the sender and delete this message.

---
You are currently subscribed to [ngadaily] as katie.altshuler@gov.ok.gov..
To unsubscribe, send a blank email to leave-196937-
158952.348bf926fb999100358226d3251e5bcf@talk.nga.org..
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Do you have questions about the NGA Daily E-Mail?  Send a message to Erin 
Cohan at ECohan@nga.org

Visit the NGA web site at http://www.nga.org
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From: Er in Cohan 

To: 
Subject: 

NGA Dajly E- M ajl 

NGA Daily E-mail 

Date: Monday, July 09, 2012 9:13:07 AM 

1[1] I 
I_M_o_n-da_y_, -Ju-ly_9_,_2_0_1_2 __________________________________________ _ 

In this issue: 

1. This Just In 

2. Today's Meet ings/NGA Ca lendar 

3. 2012 NGA Annua l Meet ing Information 

This Just In 

This Just In headlines: 

1. This Week in Congress 

For the online version and past editions of This Just In, visit: 
http-1/www nga oq~/cms/t j j 

Contact: 
Erin Cohan 
202-624-5300 

legislative Focus: Small Business Tax Relief, Health Care Repeal legislation, Water 

Projects, Minerals Regulations 

Lawmakers return from the July 4 recess today t o work on small business tax 

legislation and a repeal of the health care law. 

The Senate wi ll hold a vote on the motion t o proceed t o the Small Business Jobs and 

Tax Re lief Act {S. 2237) early in the week. The bil l wou ld create a 10 percent income 

tax credit, capped at $500,000 per employer, for employers who grow their payro ll in 

2012. The measure also wou ld extend 100 percent bonus depreciat ion on qualified 

capit al expenditures through 2012 for al l employers in an effort to encourage 

invest ment. Senate Majority Leader Harry Reid {0-Nev.) filed cloture June 29. If cloture 

is invoked, the Senate could possibly vote on Re id's measure and on a Republ ican 

alternative, likely the t ext of a House-passed bi ll {H. R. 9), which would reportedly give 

a 20 percent deduct ion to small businesses with less t han 500 employees, but wou ld 

limit t he value of the deduction of W-2 wages to 50 percent. 

The Senate is also scheduled for an executive session July 10 to consider t he 

nomination of John Thomas Fowlkes Jr., to be a U.S. district judge for t he West ern 

District of Tennessee. 
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The House is expected to start the July 9 week with votes on seven measures under
suspension of the rules, including a pair of veterans’ jobs bills and the Hydropower
Regulatory Efficiency Act (H.R. 5892), which would authorize nearly 300 water projects
at various stages of study or construction along the East coast. Tuesday, the House is
scheduled to begin consideration of the Repeal of Obamacare Act, sponsored by
House Majority Leader Eric Cantor (R-Va.). The bill would repeal the Patient Protection
and Affordable Care Act and health care-related provisions in the Health Care and
Education Reconciliation Act of 2010. Wednesday, the House is expected to take up
the National Strategic and Critical Minerals Production Act (H.R. 4402), which would
streamline regulations on the development of minerals that are considered critical to
energy, domestic industries, and national defense.

Senate Floor. The Senate convenes at 2:00 p.m. today to take up a one-year payroll
tax credit.  No roll call votes are expected.  Tuesday, and for the remainder of the
week, the Senate will consider the payroll tax credit bill and judicial nominations.

House Floor. The House convenes at 2:00 p.m. today to take up seven measures
under suspension of the rules.  Tuesday, the House is scheduled to consider one
measure subject to a rule. Wednesday and Thursday, the House will take up two
measures subject to a rule. The House is not in session on Friday.

 

Key Hearings & Markups

Agriculture

Full Committee Markup of the 2012 Farm Bill: Wednesday, July 11, 2012 at
10:00 a.m., Longworth 1300.

Armed Services

The Readiness Subcommittee of House Armed Services Committee will hold a
discussion on “Department of the Air Force Aircraft Force Structure Reductions.”
Thursday, July 12, 2012 at 11:00 a.m., Rayburn 2212.

Energy and Commerce

The Energy and Power Subcommittee of House Energy and Commerce
Committee will hold a series of hearings titled: “The American Energy Initiative.”
Tuesday, July 10, 2012 at 10:00 a.m., Rayburn 2322 and July 12, 2012 at 9:15
a.m., Rayburn 2123.
The Health Subcommittee of House Energy and Commerce Committee will hold
a hearing titled: “Helping Veterans with Emergency Medical Training Transition
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to Civilian Service,” focusing on legislation that would provide demonstration
grants to states to help with veterans trained as emergency medical technicians
in the military transfer into similar civilian medical occupations: Wednesday, July
11, 2012 at 10:15 a.m., Rayburn 2123.

Finance

The Senate Finance Committee will hold a hearing titled “Boosting Opportunities
and Growth Though Tax Reform: Helping More Young People Achieve The
American Dream.” Tuesday, July 10, 2012 at 2:00 p.m., Dirksen 215.

Financial Services

The Capital Markets and Government Sponsored Enterprises Subcommittee of
House Financial Services Committee will hold a hearing on the impacts of the
Dodd-Frank Act of job creators, credit and financial institution customers,
focusing on the impact of the act’s derivatives provisions and the Volker Rule
will have on job creators, consumers and investors: Tuesday, July 10, 2012 at
10:00 a.m., Rayburn 2128.

Health, Education, Labor & Pensions

The Senate Health, Education, Labor and Pensions Committee will hold a hearing
titled “Beyond Seclusion and Restraint: Creating Positive Learning Environments
for All Students.” Thursday, July 12, 2012 at 10:00 a.m., Dirksen 106.

Homeland Security

The Border and Maritime Security Subcommittee of House Homeland Security
Committee will hold a hearing titled: “Building a Secure Community: How Can
DHS Better Leverage State and Local Partnerships?” Tuesday, July 10, 2012 at
1:00 a.m., Cannon 311.
The Transportation Security Subcommittee of House Homeland Security
Committee will hold a hearing titled: “Challenging the Status Quo of TSA:
Perspectives on the Future of Transportation Security.” Tuesday, July 10, 2012 at
12:30 p.m., Cannon 311.

Homeland Security & Governmental Affairs

The Senate Homeland Security and Government Affairs Committee will hold a
hearing titled: Evolving and Emerging Threats: Wednesday, July 11, 2012 at
10:00 a.m., Dirksen 342.
The Senate Homeland Security and Government Affairs Committee will hold a
hearing titled: “The Evolution of the Roles and Missions of the Department of
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Homeland Security.” Thursday, July 12, 2012 at 10:00 a.m., Dirksen 342.

Oversight and Government Reform

The House Oversight and Government Reform Committee will hold a hearing
titled: “Examining the Impact of Obamacare on Job Creation and the Economy.”
Tuesday, July 10, 2012 at 1:30 p.m., Rayburn 2154.
The Health Care, District of Columbia, Census and the National Archives
Subcommittee of House Oversight and Government Reform Committee will hold
a hearing titled: “Examining the Impact of Obamacare on Doctors and Patients.”
Tuesday, July 10, 2012 at 10:00 a.m., Rayburn 2154.

Ways and Means

The House Ways and Means Committee will hold a hearing on the implications
of the Supreme Court ruling that the individual mandate is constitutional on the
grounds that it is a tax and that Congress has the broad power to levy taxes far
beyond the historic scope of raising revenue: Tuesday, July 10, 2012 at 10:30
a.m., Longworth 1100.

 

 

Today's Meetings

Monday, July 9

1. Washington Reps Weekly Meeting, 1:30pm, Washington, DC, Hall of the States,
Room 283/5, Contact: Erin Cohan

 

2012 NGA Annual Meeting Information

The 2012 NGA Annual Meeting will be held in Williamsburg, Virginia, July 12-15.
Registration and housing arrangements for governors, their family members,
governors’ staff and security can be made at
http://www.subnet.nga.org/AM12/5z2/gov/ .

Arrangements for other state government attendees and attendees from local, federal
and foreign governments, governors’ associations, media, business, non-profit
organizations and family members of any of these attendees can be made at
http://www.subnet.nga.org/AM12/3yy/gen/ .
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NGA meetings are invitation only, so please do not forward registration links to those
outside the governor’s office.         

PROGRAM INFORMATION
The websites contain information about the business agenda, which will be updated
periodically, so please check the websites regularly for new information.

HOUSING AND REGISTRATION 
Please go online to register for the meeting and request hotel accommodations as
soon as possible. NGA cannot guarantee housing accommodations for requests made
after Friday, June 15. Online meeting registration ends at 5:00 p.m. EDT on Tuesday,
July 10. After that time, attendees must register onsite.

ONSITE REGISTRATION 
Meeting registration will be located in the Old Craft House at 305 South England
Street. The building is located adjacent to the parking lot between the Williamsburg
Lodge and the Williamsburg Inn, directly across the street from the main entrance to
the Lodge. Registration opens at 1:00 p.m. EDT on Thursday, July 12 and will be open
daily throughout the meeting. The majority of the NGA business sessions will be held
in the Williamsburg Lodge and Conference Center. 

For questions about meeting logistics, contact Susan Dotchin at  sdotchin@nga.org or
202-624-5327.
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From: Andrew Silvestri
To: Katie Altshuler
Subject: NGA HHS Committee Call

When: Wednesday, March 21, 2012 1:00 PM-1:30 PM (UTC-06:00) Central Time (US & Canada).

Note: The GMT offset above does not reflect daylight saving time adjustments.

*~*~*~*~*~*~*~*~*~*

The HHS Committee will meet tomorrow (Wed) at 2:00 pm EST in the governors room.  The agenda and call-in information are below. 
 Attached, please find a summary of the final rule on Exchange establishment and eligibility to be used for discussion purposes. 
Hardcopies of these materials will be available at the meeting.
 
HHS Committee
March 20, 2012, 2:00pm EST

  
I.                   Welcome and Introduction 
 
II.                 Discussion of the final rule on health insurance Exchanges (see attachment)
 
III.               Other business
 
IV.              Adjournment
  
If you have any questions, please feel free to contact: Heather Hogsett, HHS Committee Director, NGA Office of Federal Relations (
HYPERLINK "mailto:hhogsett@nga.org" hhogsett@nga.org or 202-624-5360); or William Garner, Legislative Director, HHS Committee,
NGA Office of Federal Relations ( HYPERLINK "mailto:wgarner@nga.org" wgarner@nga.org or 202-624-5369).
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From: National Governors Association
To: Health Policy Advisors
Subject: NGA Insurance Exchange Workshop, September 8-9th
Date: Wednesday, August 31, 2011 11:25:35 AM
Attachments: NGAExchanges Workshop Agenda.docx

 

Dear Health Policy Advisors:
 
We are looking forward to a productive Health Insurance Exchange workshop on September
8-9th in Arlington, Virginia.  Attached is an updated agenda for the meeting.
 
Today is the last day to register for the meeting, so if you are interested in attending but have
not registered, please sign up at http://www.cvent.com/d/9cq7z3 before the end of the day
today. 
 
In order to maximize the benefit of our discussion at the meeting, NGA is conducting a brief
and informal survey to be completed and returned anonymously in advance of the NGA
meeting.  We are hoping for one response per state.  If your state has not yet filled out the
survey, it can be found at  http://www.surveymonkey.com/s/EXCHANGES2011.
 
Thank you. 
 
Krista Drobac
Director, Health Division
Center for Best Practices
National Governors Association, Suite 267
444 North Capitol Street, NW
Washington, DC 20001
Office: 202-624-7872
Cell: 
 

The information contained in this electronic transmission, including any attachments, is for the exclusive
use of the intended recipient(s) and may contain information that is privileged, proprietary, and/or
confidential. If the reader of this transmission is not an intended recipient, or a person responsible for
delivering it to the intended recipient, you are hereby notified that any review, dissemination,
distribution, or copying of this communication is strictly prohibited. If you have received this
communication in error, please immediately notify the sender and delete this message.

 

---
You are currently subscribed to [healthadvisors] as 
katie.altshuler@gov.ok.gov..
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To unsubscribe, send a blank email to leave-200939-
159552.9353be7555ca9043e095bc96949d480b@talk.nga.org..

Visit the NGA web site at http://www.nga.org
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From: Zaharias, Krista
To: Reps
Subject: NGA LAUNCHES VIRTUAL HEALTH RESOURCE CENTER
Date: Thursday, October 18, 2012 1:00:04 PM

NGA News Release
FOR IMMEDIATE RELEASE
October 18, 2012
Contact:  Jodi Omear, 202-624-5346
                                                                             

NGA LAUNCHES VIRTUAL HEALTH RESOURCE CENTER
New Website Provides One-Stop Shop for Health Policy Information 

 
WASHINGTON—The National Governors Association (NGA) today unveiled a new website,
State Health Policy Options. The site, http://statepolicyoptions.nga.org/, is a virtual resource center
developed by NGA that will make it easier to explore potential solutions to health policy problems
that state policymakers face. The website also will provide policymakers with innovative
approaches from expert analysis and the experience of states in their efforts to improve health care
access, affordability and quality.
 
“With the always evolving health care system, this website is designed to give states a place to find
information on a variety of health care problems they might be facing,” said NGA Executive
Director Dan Crippen. “Our hope is that this virtual resource center will give states unlimited
ideas on how to solve their individual health care problems, learn from other states, identify viable
policy options and considerations and stay informed of the federal health policy landscape.”
 
The website focuses on various topics, including:
 

·        Planning for 2014: Provides information and analysis relevant to health insurance
exchanges, Medicaid and insurance subsidy and tax credit policies that increase health
insurance coverage once the Affordable Care Act changes required by 2014 come into
effect;

·        Cost Containment: Examines state initiatives to reduce Medicaid costs and maintain
access to quality care for beneficiaries;

·        Improving System Performance: Explores ways to lower health care costs, improve
the quality of care and provide access to many people as possible;

·        Prevention and Health Promotion: Considers how states can use their various roles to
promote better health among state residents;

·        Workforce: Focuses on how states can develop effective workforce planning and
development strategies to respond to the growing demand on health care; and

·        Health Information Technology: Shares ways to improve system performance,
support patient self-management, support widespread adoption of electronic health
records and design effective health information exchanges.

 
Each of the topic areas includes policy options for states; case studies of state-led efforts; federal
regulations, guidance and grant opportunities for states; and expert sources with subject matter
expertise.
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To view the new website, please visit: http://statepolicyoptions.nga.org/.
 
 

###
 
Founded in 1908, the National Governors Association (NGA) is the collective voice of the nation’s governors and
one of Washington, D.C.’s most respected public policy organizations. Its members are the governors of the 55
states, territories and commonwealths. NGA provides governors and their senior staff members with services that
range from representing states on Capitol Hill and before the Administration on key federal issues to developing
and implementing innovative solutions to public policy challenges through the NGA Center for Best Practices. For
more information, visit www.nga.org.
 
 

The information contained in this electronic transmission, including any attachments, is for the exclusive
use of the intended recipient(s) and may contain information that is privileged, proprietary, and/or
confidential. If the reader of this transmission is not an intended recipient, or a person responsible for
delivering it to the intended recipient, you are hereby notified that any review, dissemination,
distribution, or copying of this communication is strictly prohibited. If you have received this
communication in error, please immediately notify the sender and delete this message.

---
You are currently subscribed to [reps] as Katie.Altshuler@gov.ok.gov.
To unsubscribe, send a blank email to leave-215948-
154787.9e5f0e1f1ff1017fec52ea85f3048f1e@talk.nga.org.
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From: Travis Brauer
To: Katie Altshuler
Subject: NGA MEeting Notes
Date: Monday, July 09, 2012 3:42:12 PM

NGA REPORT by Dan Crippen
 
There  is  a  possibility  of  documents  being  distributed  to  Governors  before the Governors
Only meeting this weekend.
 
 
NGA CENTER REPORT by David Moore
 
On July 10 and July 11 there will be a conference in DC on electric vehicles. 
 
On July 19-20 in DC there will be a reforming healthcare seminar.
 
September 19-21 there will be a policy advisor meeting in New Orleans.
 
 
NGA CENTER PRESCRIPTION DRUG POLICY ACADEMY by Thomas MacLellan
 
Led  by  Alabama  Gov.  Robert  Bentley  and  Colorado  Gov.  John  Hickenlooper,  is a year-long
program  to  help  in  strategic  planning  aimed  at  reducing  the  prescription  drug  abuse
problem  and  is  funded  by  private  foundations.    The  academy  will  include  the states of
Alabama  and  Colorado,  as  well  as  an  additional  five  states  that  are  accepted  through  a
competitive application process.   The requirements for the academy will soon be released. 

The application is six pages long and is due by August 16th. 
 
***We  might  want  to  consider  applying  for  this  academy  as  we are leading the country in
prescription drug abuse.   See the following  links for more information about the problem in
the state.
 
http://newsok.com/state-of-addiction-oklahoma-ranked-no.-1-state-in-prescription-
painkiller-abuse/article/3656694
 
http://city-sentinel.com/?p=2391
 
http://newsok.com/oklahomas-painkiller-abuse-crisis-is-a-growing-problem-experts-
say/article/3690845
 
REPORT ON THE D BLOCK MEETING by Thomas MacLellan
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Not much was said.
 
 
LEGISLATIVE UPDATES by David Quam
 
Regulations for EBT/TANF are on hold and the states will have until 2014 to comply with the
regulations.
 
The NGA is  looking for governors to testify before the House Judiciary Committee on July 24
about market place equity.
 
There  is  a  Washington  Reps  lunch  in  Williamsburg  this  upcoming  weekend,  if you will be
attending please RSVP.
 
Senate
 
S. 2240 by Sen. Debbie Stabenow would extend the depreciation bonus through 2012. 
 
House
 
There will be a vote on a veteran’s job bill and to repeal of Obamacare.  
 
Iowa  Governor  Terry  Branstad  will  testify,  on  Thursday  to  the  House  Armed  Services
Subcommittee on Readiness, against plans by the U.S. Air Force to eliminate F-16 aircraft at

the Des Moines-based 132nd FighterWing of the Iowa Air National Guard.
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Dave Heineman  Jack Markell  Dan Crippen 

Governor of Nebraska  Governor of Delaware  Executive Director 

Chair   Vice Chair 

   
 

 October 18, 2011 
To:   Washington Representatives 
From:   Office of Federal Relations  
Re: Update -- NGA Policy Process 
 
This memorandum outlines the new NGA policy process, which will be used to develop governors’ consensus 
positions on state-federal issues.  The goal is to make the policy process more responsive to governors’ 
priorities and to allow the committees more time to pro-actively advocate in support of governors’ priorities.   
 
EXECUTIVE SUMMARY  
NGA Policy Process: This week kicks-off the next leg of the new, revised, and streamlined NGA policy 
process.  Below is an abbreviated timeline of next steps.  All Committees will also discuss and reinforce this 
process during regular business meetings this week.  

o October 17-December 1: NGA Committees (governors’ staff) draft and review policy 
statements based on the priority issues set by Executive Committee.  

o December 1:  NGA Committees (governors’ staff) complete drafting of policies. 
o December 2: Ballots sent to Committee members (governors) to approve draft policy 

statements as Interim NGA policy. Policies are adopted on interim basis (two-thirds of the 
committee governors). 

o December 16: All ballots are returned to NGA.    
o NGA Winter Meeting:  All governors formally vote and adopt all policies at the Winter 

Meeting. 
As part of this process, governors will be encouraged to begin thinking about (1) what issues are 
they willing to work on; and (2) expectations for NGA’s lobbying activities.  
 
Committee Lists:  The complete list of NGA Committees and staff contacts are attached for your 
reference and information.  
 
NEW NGA POLICY PROCESS 
Voting and approval: For the 2011 cycle, all new policies will have to be adopted on an interim basis by 
their committee of jurisdiction.  NGA rules require two-thirds of the entire committee to vote in the 
affirmative to approve a policy on an interim basis.  As soon as a committee approves a policy on an interim 
basis, it becomes the policy of the association until the next NGA meeting.   
 
Policy Process Timeline:  Under the new policy process, all policies will be reviewed between NGA’s 
Annual Meeting and the Winter Meeting.  Policies at the committee level will be developed and revised to 
reflect the priorities set forth by the Executive Committee.  The timeline for action is as follows: 
 
Task Completed:   

 Committee leadership, working with Committee members, identified 3-5 key, consensus based 
priorities.  

 Committee leadership wrote memo recommending key priorities to Executive Committee.  
 Executive Committee governors met to discuss and adopt policy priorities for NGA.  
 NGA developed a common policy template and calendar to guide policy process. 
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Immediate Action: 

• October 17-December 1: NGA Committees (governors’ staff) draft and review policy statements 
based on the priority issues set by Executive Committee.  

• December 1:  NGA Committees (governors’ staff) complete drafting of policies. 
• December 2: Ballots sent to Committee members (governors) to approve draft policy statements as 

Interim NGA policy. Policies are adopted on an interim basis (two-thirds of the committee 
governors). 

• December 16: All ballots are returned to NGA.    
 

Next Steps: 
• All Governors formally vote on and adopt all policies at the NGA Winter Meeting in February. 
• Committees craft advocacy campaigns around the priority issues and policies, taking into 

consideration (1) issues governors are willing to work on; and (2) expectations for NGA’s lobbying 
activities.  

• New issues that require a response by NGA are addressed using the Permanent Policy or, on rare 
occasion, through additional interim policy. 

• At the NGA Annual meeting in July, Committees report on the advocacy efforts of the previous six 
months. 
 

Transition from current policy process to new policy process: The most difficult period for implementing 
the new process will be the first two years.  All policies will have to be realigned to reflect governors’ 
priorities and principles.  As such, many policies will be folded into existing policies or allowed to sunset in 
normal order.  As NGA transitions to this new process, NGA leadership and Committee leadership will work 
to best manage this transition.  

 
Policy drafting guidelines: When developing Policy Statements, NGA Committees should strive to keep the 
statements short and focus on governing principles that can guide NGA’s advocacy efforts.  Policies that are 
too detailed can undermine consensus and limit governors’ flexibility when engaging in dynamic legislative 
and regulatory proceedings.  Policy Statements also should reflect the tone and authority of governors as the 
chief executives of their states.  

 
In preparing policy statements, NGA Committees should consider including the following elements:  

• A brief description of the national issue to be addressed; 
• Objective data that informs the issue; 
• Consensus principles through which governors evaluate the issue; and  
• A clear statement of governors’ position and recommendations. 

 
Policy Statements should avoid positions that: 

• Tell other states what to do; 
• Explicitly favor one state over another; 
• Address issues that are state specific; or 
• Address issues related to the outcome of an election at the local, state or federal level. 
 

All NGA Policy Statements must be aligned with a priority set by the Executive Committee and be consistent 
with Permanent Policy.   Policy positions that contain exceptions to the general principles of the Permanent 
Policy must include justification for the exception. 
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Dave Heineman  Jack Markell  Dan Crippen 

Governor of Nebraska  Governor of Delaware  Executive Director 

Chair   Vice Chair 

  August 18, 2011 

 

 

 

NATIONAL GOVERNORS ASSOCIATION 

2011-2012 COMMITTEES 

_____________________________________________________________________________________ 

 

NGA EXECUTIVE COMMITTEE 
_____________________________________________________________________________________ 

 

Governor Dave Heineman, Nebraska—Chair* 

Governor Jack Markell, Delaware—Vice Chair* 

 

Governor John Hickenlooper, Colorado   Governor Chris Christie, New Jersey 

Governor Mitch Daniels, Indiana   Governor Mary Fallin, Oklahoma 

Governor Deval Patrick, Massachusetts   Governor Christine O. Gregoire, Washington 

Governor Mark Dayton, Minnesota 

  

Finance Committee 
Governor Jack Markell, Delaware—Chair 

Governor Rick Snyder, Michigan 

Governor Chris Christie, New Jersey 

Governor Christine O. Gregoire, Washington 

 

 

Legal Affairs Committee 

Governor Robert McDonnell, Virginia—Chair 

Governor Mike Beebe, Arkansas  

Governor Brian Sandoval, Nevada 

 

 

Special Committee on Homeland Security and Public Safety 

Governor Martin O’Malley, Maryland—Co-Chair 

Governor Matt Mead, Wyoming—Co-Chair 

Governor Janice K. Brewer, Arizona 

Governor Neil Abercrombie, Hawaii 

Governor Paul LePage, Maine 

Governor Mark Dayton, Minnesota 

Governor Brian Sandoval, Nevada 

Governor Susana Martinez, New Mexico 

Governor Andrew Cuomo, New York 

Governor Bev Perdue, North Carolina 

Governor Tom Corbett, Pennsylvania 

Governor Luis G. Fortuño, Puerto Rico  

Governor Robert F. McDonnell, Virginia 

Governor Christine O. Gregoire, Washington 

 

NGA Contact: Heather Hogsett 

 

 

 

*The chair and vice chair serve as ex-officio members of all committees and task forces. 
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_____________________________________________________________________________________ 

 

ECONOMIC DEVELOPMENT AND COMMERCE COMMITTEE 
_____________________________________________________________________________________ 

 

Governor Sam Brownback, Kansas—Chair 

Governor Jay Nixon, Missouri—Vice Chair 

Governor Robert Bentley, Alabama  

Governor Janice K. Brewer, Arizona  

Governor Rick Snyder, Michigan  

Governor Brian Sandoval, Nevada 

Governor John Lynch, New Hampshire 

Governor Chris Christie, New Jersey 

Governor Andrew Cuomo, New York 

Governor Bev Perdue, North Carolina  

Governor Mary Fallin, Oklahoma  

Governor Tom Corbett, Pennsylvania 

Governor Luis G. Fortuño, Puerto Rico  

Governor Christine O. Gregoire, Washington  

 

 

NGA Contact: David Parkhurst 

 

_____________________________________________________________________________________ 

 

EDUCATION, EARLY CHILDHOOD AND WORKFORCE  COMMITTEE 
_____________________________________________________________________________________ 

 

Governor Mike Beebe, Arkansas —Chair 

Governor Bill Haslam, Tennessee—Vice Chair 

Governor John Hickenlooper, Colorado  

Governor Eddie Calvo, Guam 

Governor Neil Abercrombie, Hawaii  

Governor Mitch Daniels, Indiana  

Governor Paul LePage, Maine 

Governor Deval Patrick, Massachusetts  

Governor Peter Shumlin, Vermont  

Governor Robert McDonnell, Virginia 

Governor John P. de Jongh, Jr., Virgin Islands  

 

NGA Contact: Joan Wodiska 

 

2816



 

_____________________________________________________________________________________ 

 

HEALTH AND HUMAN SERVICES COMMITTEE 
_____________________________________________________________________________________ 

 

Governor Terry E. Branstad, Iowa —Chair 

Governor Pat Quinn, Illinois —Vice Chair 

Governor Togiola T.A. Tulafono, American Samoa 

Governor Nathan Deal, Georgia  

Governor Martin O’Malley, Maryland  

Governor Mark Dayton, Minnesota  

Governor Susana Martinez, New Mexico 

Governor John A. Kitzhaber, M.D., Oregon  

Governor Lincoln Chafee, Rhode Island 

Governor Scott Walker, Wisconsin  

 

NGA Contact: Heather Hogsett 

 

_____________________________________________________________________________________ 

 

NATURAL RESOURCES COMMITTEE 
_____________________________________________________________________________________ 

 

Governor Dannel P. Malloy, Connecticut —Chair 

Governor Dennis Daugaard, South Dakota—Vice Chair  

Governor Sean Parnell, Alaska 

Governor Jerry Brown, California 

Governor Steven L. Beshear, Kentucky  

Governor Bobby Jindal, Louisiana 

Governor Haley Barbour, Mississippi 

Governor Brian Schweitzer, Montana 

Governor Benígno R. Fitial, Northern Mariana Islands  

Governor Jack Dalrymple, North Dakota 

Governor Gary R. Herbert, Utah 

Governor Earl Ray Tomblin, West Virginia 

Governor Matt Mead, Wyoming 

 

 

NGA Contact: Michele Nellenbach 

 

 

_____________________________________________________________________________________ 

 

NGA CENTER FOR BEST PRACTICES BOARD 
_____________________________________________________________________________________ 

 

Governor Jack Markell, Delaware—Chair 

Governor Bev Perdue, North Carolina 

Governor Luis G. Fortuño, Puerto Rico  

Governor Scott Walker, Wisconsin  
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From: Sharon Caldwell
To: Katie Altshuler
Subject: RE: US Senate Republican Policy Committee: McKinsey Report on Health Insurance
Date: Tuesday, June 21, 2011 10:06:04 PM

Since I will be out of the office for a couple of weeks could you be sure to include Pat McFerron on
these emails?  His email is 
 
Thanks so much!  Sharon

From: Katie Altshuler [Katie.Altshuler@gov.ok.gov]
Sent: Tuesday, June 21, 2011 4:31 PM
To: Glen Mulready; Gary Stanislawski; 'Jonathan Buxton'; Trait Thompson; Sharon Caldwell; Chad
Warmington; Fred Morgan; Matt Robison (mrobison@okstatechamber.com)
Subject: US Senate Republican Policy Committee: McKinsey Report on Health Insurance

FYI
-----Original Message-----

From: Jacobs, Chris (RPC)
Sent: Tue 6/21/2011 12:47 PM
To: Jacobs, Chris (RPC)
Subject: Democrats' Assault on McKinsey's Inconvenient Truths

The White House and other Democrats continue to take aim at the McKinsey
consulting study released two weeks ago and its conclusions that as many as half
of all employers are considering dropping coverage as a result of Obamacare.
 The criticisms of the survey fall into three general characteristics, each of which
can be easily rebutted:

The Study Was Flawed

McKinsey's release of the survey questions <http://bit.ly/lgj1Cv>,
methodology<http://bit.ly/kyLx6w>, and data <http://bit.ly/mhsufY> has put to
rest many questions about the objectivity and subject matter in the study.  Other
folks have analyzed these points <http://onforb.es/k4cZ98> at greater length, but
to summarize: The study was paid for by McKinsey and not any of its clients;
the survey was administered by an internationally-recognized survey firm; the
survey's descriptions were largely fact-based and generic in nature (i.e., no "push
polling" occurred); and the study surveyed a large, representative sample of the
nation's employers.

In releasing their full survey questionnaire, McKinsey has now been FAR more
transparent than the Congressional Budget Office, which has yet to release the
underlying economic assumptions behind their health insurance model.
 Democrats wrote multiple <http://bit.ly/lRNXhK> letters
<http://1.usa.gov/jF0L6q> to McKinsey asking for details about their study; will
they now write CBO asking Congress' budgetary scorekeeper to make its
assumptions public?  Put another way, are Democrats interested in full
transparency of ALL health insurance studies - or will they only demand details
regarding studies with which they disagree?

2818



The Study Studied the Wrong Topic
After McKinsey released the survey data yesterday, the White House last night
said <http://1.usa.gov/m0hLsD> that the study was "not a prediction;" other
liberal bloggers have assailed <http://wapo.st/mKt1dF> "its lack of predictive
value."  Implicit in these statements is a belief by those on the Left that
computer-driven models created by academic economists are a better predictor of
employers' future behavior than surveys of the actual employers themselves.

The "dismal science" has long been criticized for the limitations of its predictive
value - hence the old saying that economists have predicted 12 of the last 10
economic recessions (or, more appropriately under this President, economists
have predicted 12 of the last 0 economic recoveries
<http://on.wsj.com/kHVimf>).  If Democrats want to make the assertion that
economists' models are more predictive of employers' behavior than surveying
employers themselves, then why did the Administration's economic models
<http://1.usa.gov/mN5dQO> showing that the trillion-dollar stimulus would
keep unemployment below 8 percent fail?  Or, for that matter, why has the health
care law has failed to deliver the $2,500 per family reduction in premiums
candidate Obama promised <http://bit.ly/hE0nmM> based on economic
assumptions <http://nyti.ms/muxPsz> by his campaign advisors?

The Study Is An "Outlier"
Democrats have relied on this mantra, in an attempt to marginalize the import of
the McKinsey findings.  But the reality is far from accurate, as multiple studies -
and Administration officials themselves - have acknowledged that Obamacare's
perverse incentives will encourage employers to drop coverage:

*         A PWC survey <http://bit.ly/iWKLuO> of employers found that nearly
half of all employers "indicated they were likely to change subsidies for
employee medical coverage" thanks to the law.

*         Former Congressional Budget Office Director Doug Holtz-Eakin's
analysis <http://bit.ly/kWsAtU> confirmed that many more firms than originally
projected will have a rational economic basis for dropping their plans come 2014
- resulting in up to $1 trillion more in new federal spending on insurance
subsidies than official estimates.

*         An Associated Press story <http://fxn.ws/iFwzFZ> from last fall, titled
"Employers Looking at Health Insurance Options," included quotes from a
Deloitte consultant saying that "I don't know if the intent was to find an exit
strategy for providing benefits, but the bill as written provides the mechanism"
and from the head of the American Benefits Council claiming that the law
"could begin to dismantle the employer-based system."

*         Former Tennessee Governor Phil Bredesen - a Democrat - wrote an op-ed
<http://on.wsj.com/jQdclG> explaining very succinctly why employers will drop
their existing coverage options.  Gov. Bredesen noted that Tennessee could drop
coverage for its state employees, pay the $2,000 per employee penalty to the
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federal government, give their workers cash raises to compensate for the loss in
health benefits, and STILL come out at least $146 million per year ahead.

*         An April paper <http://bit.ly/jwMWtJ> previously released by HR
benefits consultants at Lockton discussed the costs for businesses, and confirmed
the financial incentives for employers to drop coverage.  The report noted that
"some employers WILL eliminate group health insurance and full-time jobs in
2014 because of the law."  The analysis found employers could save an average
44% of their health insurance costs by dropping coverage and placing their
employees in government-run Exchanges; some industries could save more than
80% of premium costs by "dumping" their employees.

*         Joel Ario, head of the health insurance Exchange office within HHS,
admitted <http://bit.ly/fwjPY8> in March that if "the Exchanges work pretty
well, then the employer can say 'This is a great thing.  I can now dump my
people into the Exchange and it would be good for them, good for me.'"

To summarize: The McKinsey survey followed usual rigorous methodological
standards; the survey of what employers say they are thinking about doing in
2014 should actually be of GREATER use to policy-makers than what
computer-driven models say they will do; and the McKinsey study is far from
the first to point out Obamacare's incentives for employers to drop coverage.
 Given all this, Democrats' continued obsession with undermining the survey
seems far more like an attempt to intimidate anyone who dares speak politically
inconvenient truths rather than a serious attempt at scientific scrutiny.

Chris Jacobs
Health Policy Analyst
Republican Policy Committee
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From: Sharon Caldwell
To: Katie Altshuler
Subject: RE: US Senate Republican Policy Committee: McKinsey Report on Health Insurance
Date: Wednesday, June 22, 2011 6:47:12 AM

No problem.  Hopefully all the work getting ready to leave will be worth it!  I'll call you when I get back. 
 
Sharon

From: Katie Altshuler [Katie.Altshuler@gov.ok.gov]
Sent: Wednesday, June 22, 2011 6:44 AM
To: Sharon Caldwell
Subject: Re: US Senate Republican Policy Committee: McKinsey Report on Health Insurance

So sorry, you had asked me to and I totally forgot. Will do! Enjoy your vacation!
 
From: Sharon Caldwell [mailto:Sharon@cmastrategies.com] 
Sent: Tuesday, June 21, 2011 10:04 PM
To: Katie Altshuler 
Subject: RE: US Senate Republican Policy Committee: McKinsey Report on Health Insurance 
 
Since I will be out of the office for a couple of weeks could you be sure to include Pat McFerron on
these emails?  His email is 
 
Thanks so much!  Sharon

From: Katie Altshuler [Katie.Altshuler@gov.ok.gov]
Sent: Tuesday, June 21, 2011 4:31 PM
To: Glen Mulready; Gary Stanislawski; 'Jonathan Buxton'; Trait Thompson; Sharon Caldwell; Chad
Warmington; Fred Morgan; Matt Robison (mrobison@okstatechamber.com)
Subject: US Senate Republican Policy Committee: McKinsey Report on Health Insurance

FYI
-----Original Message-----

From: Jacobs, Chris (RPC)
Sent: Tue 6/21/2011 12:47 PM
To: Jacobs, Chris (RPC)
Subject: Democrats' Assault on McKinsey's Inconvenient Truths

The White House and other Democrats continue to take aim at the McKinsey
consulting study released two weeks ago and its conclusions that as many as half
of all employers are considering dropping coverage as a result of Obamacare.
 The criticisms of the survey fall into three general characteristics, each of which
can be easily rebutted:

The Study Was Flawed

McKinsey's release of the survey questions <http://bit.ly/lgj1Cv>,
methodology<http://bit.ly/kyLx6w>, and data <http://bit.ly/mhsufY> has put to
rest many questions about the objectivity and subject matter in the study.  Other
folks have analyzed these points <http://onforb.es/k4cZ98> at greater length, but
to summarize: The study was paid for by McKinsey and not any of its clients;
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the survey was administered by an internationally-recognized survey firm; the
survey's descriptions were largely fact-based and generic in nature (i.e., no "push
polling" occurred); and the study surveyed a large, representative sample of the
nation's employers.

In releasing their full survey questionnaire, McKinsey has now been FAR more
transparent than the Congressional Budget Office, which has yet to release the
underlying economic assumptions behind their health insurance model.
 Democrats wrote multiple <http://bit.ly/lRNXhK> letters
<http://1.usa.gov/jF0L6q> to McKinsey asking for details about their study; will
they now write CBO asking Congress' budgetary scorekeeper to make its
assumptions public?  Put another way, are Democrats interested in full
transparency of ALL health insurance studies - or will they only demand details
regarding studies with which they disagree?

The Study Studied the Wrong Topic
After McKinsey released the survey data yesterday, the White House last night
said <http://1.usa.gov/m0hLsD> that the study was "not a prediction;" other
liberal bloggers have assailed <http://wapo.st/mKt1dF> "its lack of predictive
value."  Implicit in these statements is a belief by those on the Left that
computer-driven models created by academic economists are a better predictor of
employers' future behavior than surveys of the actual employers themselves.

The "dismal science" has long been criticized for the limitations of its predictive
value - hence the old saying that economists have predicted 12 of the last 10
economic recessions (or, more appropriately under this President, economists
have predicted 12 of the last 0 economic recoveries
<http://on.wsj.com/kHVimf>).  If Democrats want to make the assertion that
economists' models are more predictive of employers' behavior than surveying
employers themselves, then why did the Administration's economic models
<http://1.usa.gov/mN5dQO> showing that the trillion-dollar stimulus would
keep unemployment below 8 percent fail?  Or, for that matter, why has the health
care law has failed to deliver the $2,500 per family reduction in premiums
candidate Obama promised <http://bit.ly/hE0nmM> based on economic
assumptions <http://nyti.ms/muxPsz> by his campaign advisors?

The Study Is An "Outlier"
Democrats have relied on this mantra, in an attempt to marginalize the import of
the McKinsey findings.  But the reality is far from accurate, as multiple studies -
and Administration officials themselves - have acknowledged that Obamacare's
perverse incentives will encourage employers to drop coverage:

*         A PWC survey <http://bit.ly/iWKLuO> of employers found that nearly
half of all employers "indicated they were likely to change subsidies for
employee medical coverage" thanks to the law.

*         Former Congressional Budget Office Director Doug Holtz-Eakin's
analysis <http://bit.ly/kWsAtU> confirmed that many more firms than originally
projected will have a rational economic basis for dropping their plans come 2014
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- resulting in up to $1 trillion more in new federal spending on insurance
subsidies than official estimates.

*         An Associated Press story <http://fxn.ws/iFwzFZ> from last fall, titled
"Employers Looking at Health Insurance Options," included quotes from a
Deloitte consultant saying that "I don't know if the intent was to find an exit
strategy for providing benefits, but the bill as written provides the mechanism"
and from the head of the American Benefits Council claiming that the law
"could begin to dismantle the employer-based system."

*         Former Tennessee Governor Phil Bredesen - a Democrat - wrote an op-ed
<http://on.wsj.com/jQdclG> explaining very succinctly why employers will drop
their existing coverage options.  Gov. Bredesen noted that Tennessee could drop
coverage for its state employees, pay the $2,000 per employee penalty to the
federal government, give their workers cash raises to compensate for the loss in
health benefits, and STILL come out at least $146 million per year ahead.

*         An April paper <http://bit.ly/jwMWtJ> previously released by HR
benefits consultants at Lockton discussed the costs for businesses, and confirmed
the financial incentives for employers to drop coverage.  The report noted that
"some employers WILL eliminate group health insurance and full-time jobs in
2014 because of the law."  The analysis found employers could save an average
44% of their health insurance costs by dropping coverage and placing their
employees in government-run Exchanges; some industries could save more than
80% of premium costs by "dumping" their employees.

*         Joel Ario, head of the health insurance Exchange office within HHS,
admitted <http://bit.ly/fwjPY8> in March that if "the Exchanges work pretty
well, then the employer can say 'This is a great thing.  I can now dump my
people into the Exchange and it would be good for them, good for me.'"

To summarize: The McKinsey survey followed usual rigorous methodological
standards; the survey of what employers say they are thinking about doing in
2014 should actually be of GREATER use to policy-makers than what
computer-driven models say they will do; and the McKinsey study is far from
the first to point out Obamacare's incentives for employers to drop coverage.
 Given all this, Democrats' continued obsession with undermining the survey
seems far more like an attempt to intimidate anyone who dares speak politically
inconvenient truths rather than a serious attempt at scientific scrutiny.

Chris Jacobs
Health Policy Analyst
Republican Policy Committee
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a::;. NGA. Cente r fo r 

~BEST PRACTICES 
HEALTH INSURANCE EXCHANGES WORKSHOP 

TIMELINES, STATE OPTIONS AND FEDERAL REGULATIONS 

CRYSTAL CITY HYATT, ARLINGTON, VIRGINIA 

SEPTEMBER 8-9,2011 

THCRSDA Y, SEPTBIBER 8 

7:00A.M.- 8:30A.M. 

CHESAPEAKE GRILL 

8:30A.M. -8:40A.M. 

REGENCY AB 

REGISTRATION AND BREAKFAST 

WELCOME 

• Dan Crippen, Executive Director, National Governors Association 

8:40A.M.- 9:30A.M. CONFERENCE KICKOFF 

REGENCY AB > Setting the Stage: An overview of Exchange models: state-operated, 
partnership model, and federally-facilitated; timelines for each; and 
opening discussion on how to chatt a path f01ward. 

9:30A.M. -11:00 A.M. BREAKOUT SESSION 1: 

Potomac 2 
Potomac 4 
Potomac 6 

CREATION, OPERATION AND FINANCING OF EXCHANGES 

Attendees will divide into three discussion groups to discuss similar topics. 
The session will focus on issues related to the establishment and operation of 
individual and SHOP Exchanges, by either the state, the federal govemment or 
in a prutnership approach. Sessions will be facilitated by: 

• Brett Graham, Managing Director-Exchanges, Leavitt 
Partners, LLC 

• Robert Carey, Principal, RLCarey Consulting 
• Rick Curtis, President, Institute for Health Policy Solutions 

11:00 A.M. -11:15 A.M. BREAK 

11:15 A.M. -12:45 P.M. BREAKOUT SESSION 2: 

Potomac 2 

Potomac 4 

Potomac 6 

PROJECT MANAGEMENT , WORK PLANS, & RFPs 

:> Project mru1agement for Exchru1ge development 
Andrea Danes, former Illinois state official; currently CSG 
Government Solutions 

:> Developing work plans for Exchru1ge development (i.e. for inclusion 
in grant applications) 
Molly Voris, Project Manager, Health Benefits Exchange Program, 
Washington Health Care Authority 

>- Procurement: Items to consider and vendor management 
Robert Guenther, former Technical Director, Division of State Systems 
at CMS; currently, CSG Government Solutions 
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12:45 P.M. – 2:15 P.M. 
 
REGENCY CD 
 
 

LUNCH 
 
Presentation: State Health  Insurance Market Analyses and Decision-Making   

• Cindy Gillespie, Managing Director, McKenna Long and 
Aldridge LLP 

• Brian Haile, Director, Tennessee Insurance Exchange 
Planning Initiative 

• April Todd-Malmlov, Health Insurance Exchange Director, 
Minnesota Department of Commerce 

 
2:15 P.M. – 3:30 P.M. 
 
 
 
POTOMAC 2 
 
 
POTOMAC 4 
 
 
 
 
POTOMAC 6 
 

BREAKOUT SESSION 3 
NAVIGATORS AND PRODUCERS;  SMALL AND LARGE BUSINESSES AND 
EXCHANGES; STAKEHOLDERS AND GOVERNANCE 
 

 Navigator and consumer assistance programs; agents and brokers 
• Karen Pollitz, Senior Fellow, Kaiser Family Foundation 

 
 Small business engagement, large employer issues, private exchanges 

• Norm Thurston, Health Policy & Reform Initiatives 
Coordinator, Utah Department of Health 

• Cindy Gillespie, Managing Director, McKenna Long and 
Aldridge LLP 

 
 Stakeholder Engagement and Exchange Governance 

• Lorez Meinhold, Deputy Policy Director, Office of Policy 
Initiatives, Colorado Governor John Hickenlooper 

 
3:30 P.M. – 3:45 P.M.  BREAK 

 
3:45 P.M. – 5:00 P.M. 
 
 
POTOMAC 2 
 
 
 
 
POTOMAC 4 
 
 
 
POTOMAC 6 

BREAKOUT SESSION 4 
MARKET REFORMS, RISK MANAGEMENT, INSURER PARTICIPATION  
 

 2014 Market Reforms:  Guarantee Issue; Rating Reforms; Mandates; 
Subsidies; etc. 

•  Brian Webb, Manager, Health Policy & Legislation, National 
Association of Insurance Commissioners 
 

 Adverse selection issues: reinsurance, risk corridors, and risk 
adjustment 

•  Beth Sammis, former Deputy Commissioner, Maryland 
Insurance Administration 
 

 Qualifying health plans for participation in exchanges and related 
policy decisions 

•  Alice Burton, President, Burton Policy Consulting, LLC 
 

5:00 P.M. –6:30 P.M. 
 
CINNABAR CAFE 

RECEPTION 
Conference attendees, speakers and NGA health care corporate fellows are 
invited to a reception. 
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fRIDAY, SEPTEMBER 9 

7:30A.M . -3:00P.M . REGISTRATION 

7:30A.M.- 8:30A.M. BREAKFAST PLENARY SESSIOl'i: 

REGENCY CD >- Plenruy session will feattu·e a pru1el of states with Early IT 
Innovator grants, identifying lessons learned and strategies for 
other states. 

• Beth Osthimer, Director of Health Care Reform, Division 
of Coverage and Enrollment, Office of Insurance 
Programs, New York State 

• Saleem Sayani, Chief Information Officer, Maryland 

• Dennis Smith, Secretary, Wisconsin Department of Health 
Services 

• Michael Tufty, Project Director, New England States 
Collaborative Insurance Exchange Systems 

8:30A.M. -8:50A.M. MEDICAID ELIGIBILITY AA'D ENROLLMENT 

> Biief summruy of the recent Medicaid eligibility regulations and 
CMS conference on Medicaid and CHIP Eligibility & Enrollment 

• Deborah Bachrach, Counsel, Manatt Health Solutions 

8:50A.M.- 9:00A.M. BREAK 

9:00A.M. -10:30 A.M. BREAKOUT SESSION 5 

MEDICAID, ELIGffiiLITY AND ENROLLMENT 

POTOMAC2 > Medicaid and State Exchanges: Opporttmities to hnprove the 
Efficiency and Effectiveness of Both 

• Deborah Bachrach, Counsel, Manatt Health Solutions 

POTOMAC4 > Medicaid eligibility and enrollment under a federally-facilitated 
exchange 

• Vernon Smith, Principal, Health Management Associates 

POTOMAC6 > Coordination of plans inside and outside of Exchanges 

• Matt Salo, Executive Director, National Association of 
Medicaid Directors 

10:30 A.M. -10:45 A.M. BREAK 

10:45 A.M. -11:30 A.M. SMALL GROUP D ISCUSSIONS 
Attendees will divide into three groups to discuss and identify: What do 

Potomac 2,4,6 you need/want from the federal govemment, short and medium term? 
What do you want from NGA and each other? 
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11:30 A.M. – 12:30 P.M. 
 
REGENCY AB 

SUMMARY OF STATE THEMES, CONCERNS AND NEEDS  
In preparation for the afternoon session with HHS officials, this all-
attendee session will serve to summarize key areas of concern and themes 
related to Exchange development under the range of operational and policy 
scenarios. NGA will lead the discussion with state input. 
 

12:30 P.M. – 1:30 P.M. 
 
REGENCY CD 

LUNCH 
 

 Session will feature perspectives and insights on Exchange 
development 

• Mark McClellan, Director, Engelberg Center for Health 
Care Reform and former Administrator of the Centers for 
Medicare and Medicaid Services 

 
1:30 P.M. – 2:45 P.M.  
 
REGENCY CD 

QUESTIONS AND DISCUSSION WITH HHS AND DEPARTMENT OF 
THE TREASURY 

• Steve Larson, Director, Center for Consumer Information 
and Insurance Oversight, CMS 

• Cindy Mann, Deputy Administrator and Director, Center    
for Medicaid, CHIP, and Survey & Certification, CMS 

• Chiquita Brooks-LaSure, Director of Coverage Policy, 
HHS Office of Health Reform  

• Paul Dioguardi, Director of Intergovernmental and 
External Affairs, HHS 

• Helen Morrison, Deputy Benefits Tax Counsel, U.S. 
Department of the Treasury 
 

2:45 P.M. –3:00 P.M. CLOSING 
 

 
 

2827



~ N GA Center for 
~BEST PRACTICES 

HEALTH INSURANCE EXCHANGES WORKSHOP 

TIMELINES, STATE OPTIONS AND FEDERAL REGULATIONS 

CRYSTAL CITY HYATT, ARLINGTON, VIRGINIA 

SEPTEMBER 8-9,2011 

THCRSDA Y, SEPTBIBER 8 

8:00A.M.- 8:30A.M. REGISTRATION AND BREAKFAST 

8:30A.M.- 9:30A.M. OPENING PLENARY 

TBD Setting the stage: ove1view of different Exchange models, state roles tmder 
State/Hybrid/Federal Exchanges, timelines, and how to chrut a path f01ward. 

HEI"'TRY CHAo? The plenary will conclude with a short update from an HHS official on the 
federal data se1vices hub 

BREAKOUT SESSION 1 CREATION AND OPERATION OF EXCHANGES 
9:30A.M. -11:00 A.M. 

Attendees will divide into two groups; session will focus on issues related to 
BRETT GRAHAM & the establishment and operation of individual and SHOP Exchanges, by either 
BoB CAREY the state, the federal government or in a hybrid approach. 

11:00 A.M. -11:15 A.M. BREAK 

BREAKOUT SESSION 2 PROJECT MANAGEMENT & FINANCING OF EXCHANGES 
11:15 A.M. -12:45 P.M. 

TBD 

MOLLY VORIS, 
WASHINGTON STATE 
HEALTH CARE 
AUTHORITY 

12:45 P.M.-2:15P.M. 

Cll'i'DY GILLESPIE 

BREAKOUT SESSION 3 
2:15P.M.- 3:45P.M. 

KAREN POLLITZ 
NoRM THURSTOl'i & 
CINDY GILLESPIE 

Session will focus on issues related to cross-agency collaboration, budget 
forecasting and exchanges, and cost allocation requirements. 

Breakout topics: 
• Financing and budgeting for federal!hyblid exchanges 
• Project management/work plruts 

LUNCH 

An Analysis of a State's Health Insurrutce Market: 
How it can Infonn Decision-Making 

POLICY CHOICES: NAVIGATORS AND PRODUCERS, SMALL AND LARGE 
B USINESSES AND EXCHANGES 

Breakout topics: 
• Navigator programs, agents/brokers 
• Small business engagement, large employer issues, and private 

exchanges 
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BREAKOUT SESSION 4 

3:45P.M.- 5:00P.M. 

BETH SAMMIS, 

DEPUTY 

COMMISSIONER, 

MARYLAND 
I NSURANCE 

ADMINISTRATION 

BRIAN WEBB, 

MANAGER, H EALTH 

P OLICY AND 

LEGISLATION, 

NATIONAL 

ASSOCIATION OF 

I NSURANCE 

COMMISSIONERS 

5:00P.M. - 6:30 P.M . 

fRIDAY, SEPTEMBER 9 

7:30A.M . - 8 :30A.M . 

BREAKOUT SESSION 5 

8 :30A.M. - 10:00 A.M. 

DEBORAH BACHRACH 

VERN SMITH 

MArr SALo 

10:00 A.M. - 10:15 A.M. 

10:15 A.M. -11:15 A.M. 

11: 15 A.M. -12:15 P.M . 

12:15 P.M. - 1:30 P.M. 

MARK McCLELLAN 

RISK MANAGEMENT AND I NSURER PARTICIPATION 

Session will focus on issues related to insurance markets and tisk mitigation, 
as well as qualifying health plans for pa1ticipation in the exchange. 

Breakout topics: 
• Adverse selection issues: reinsurance, risk conidors and risk 

adjustment, enrollment periods 
• 2014 Market Refonns: Guarantee Issue; Rating Refonns; Mandates; 

Subsidies; etc. 
• Qualifying health plans, OPM Plans 

RECEPTION 
Conference attendees, speakers and NGA health care corporate fellows are 
invited to a reception with hors d'oeuvres and refreshments 

B REAKFAST 

PANEL OF EARLY INNOVAT OR STATES (INVITED) 

MEDICAID, ELIGffiiLITY Ai'\TD ENROLLMENT 

Session will focus on issues facing states in processing new applicants 
through the Exchange. 

Breakout topics: 
• 90/10 match opp01tunity and associated requirements 
• Medicaid eligibility/enrollment under a predominately federal 

exchange 

B REAK 

SMALL GROUP DISCUSSI ONS 

What do you need/want from the federal govemment, shott and medium 
term? What do you want from NGA and each other? 

SUMMARY OF STATE THEMES, CONCERNS Al'm NEEDS 

LUNCH 
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1:30 P.M. – 2:45 P.M.  QUESTIONS AND DISCUSSION WITH HHS 
 

2:45 P.M. –3:00 P.M. CLOSING 
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From: Prieto Johns, Nicole S.
To: Alex Pettit; Andrew Silvestri; Buffy Heater ; cheryl.willie@okdhs.org; Cindy Roberts; Cline, Dr.Terry L.; Cox-

Kain, Julie; Hiner, Janice D.; Howard.Hendrick@okdhs.org; John Calabro; John Doak; Jonathan Buxton ; Katie
Altshuler; Lieser, Derek G.; Mike Rhoads; Prieto Johns, Nicole S.; Rich Edwards; Steven Buck ; Terri White;
Trait Thompson

Cc: Lieser, Derek G.; Morley, Greg
Subject: No Discussion of Vendor until  Award of Contract
Date: Monday, March 28, 2011 8:50:04 AM
Attachments: DCS-FORM-CP-0191.doc
Importance: High

Dear Advisory Committee Members: 
 
Please be advised that all non-disclosure constraints remain in effect until the OSDH Procurement
Officer has advised us of an award of contract to a vendor for the Planning Grant.  You may discuss
this among each other, but not with outside parties at this time.   Please see attached blank Non-
Disclosure form.
 
Please let us know if you have any questions.
 
Thank you!
 

S. Nicole Prieto Johns, MPA | Oklahoma Health Insurance Exchange Grant | Project Manager | 

1000 NE 10th Street, Suite 355, Oklahoma City, Oklahoma 73117-1299 | Bus.  405.271.2944 | Cell   | E-mail
NicolePJ@health.ok.gov | Website: www.ohca.org/OHX
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From: NGA HHS Committee
To: HHS Committee
Subject: No HHS Committee meeting tomorrow
Date: Tuesday, March 13, 2012 10:52:13 AM

HHS Committee:
 
Just a quick note to remind everyone that tomorrow’s HHS Committee meeting is cancelled.  We
plan to meet next week to discuss the final regulations on the Health Insurance Exchanges
(https://s3.amazonaws.com/public-inspection.federalregister.gov/2012-06125.pdf) and will provide
you with the agenda when it has been finalized.
 
In the interim, please let us know of any questions, comments or concerns that you may have. 
 
Best,
 
William
 
William Garner
Legislative Director, Committee on Health and Human Services
National Governors Association
444 North Capitol Street, NW, Suite 267
Washington, DC 20001-1512
Phone: (202) 624-5369
E-mail: wgarner@nga.org
 

The information contained in this electronic transmission, including any attachments, is for the exclusive use of
the intended recipient(s) and may contain information that is privileged, proprietary, and/or confidential. If the
reader of this transmission is not an intended recipient, or a person responsible for delivering it to the intended
recipient, you are hereby notified that any review, dissemination, distribution, or copying of this communication
is strictly prohibited. If you have received this communication in error, please immediately notify the sender and
delete this message.

 
---
You are currently subscribed to [hhsreps] as wgarner@nga.org..
To unsubscribe, send a blank email to leave-208084-
161568.06f74d63c87d3e61ea9f8654aaa2b53c@talk.nga.org..
 
Visit the NGA web site at http://www.nga.org

The information contained in this electronic transmission, including any attachments, is for the exclusive use of
the intended recipient(s) and may contain information that is privileged, proprietary, and/or confidential. If the
reader of this transmission is not an intended recipient, or a person responsible for delivering it to the intended
recipient, you are hereby notified that any review, dissemination, distribution, or copying of this communication
is strictly prohibited. If you have received this communication in error, please immediately notify the sender and
delete this message.

---
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You are currently subscribed to [hhsreps] as katie.altshuler@gov.ok.gov..
To unsubscribe, send a blank email to leave-208318-
158951.5197054f2ff0f9a4fe9eed35b4d6bd43@talk.nga.org..

Visit the NGA web site at http://www.nga.org
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From: 
To: 
SUbject: 
Date: 

Grace-Marie Tumer 

Katie Altshuler 

No, You can''t Keep Your Health Insurance - Wall Street Journal 

Wednesday, June 08, 2011 9 :20:18 AM 

In The Wall street Journal, Grace-Marie Turner of the Galen Institute 
notes that extrapolating from a new study by McKinsey, as many as 78 
million Americans could lose employer health coverage. 

No, You Can't Keep Your Health Insurance 

By Grace-Marie Turner 

ObamaCare will lead to a dramatic decline in employer-provided health insurance-
with as many as 78 million Americans forced to find other sources of coverage. 

This disturbing finding is based on my calculations from a survey by McKinsey & 

Company. The survey, published this week in the McKinsey Quarterly, found that up 
to 50% of employers say they will definitely or probably pursue alternatives to their 
current health-insurance plan in the years after the Patient Protection and Affordable 

Care Act takes effect in 2014. An estimated 156 million non-elderly Americans get 

their coverage at work, according to the Employee Benefit Research Institute. 

Before the health law passed, the Congressional Budget Office estimated that only 

nine million to 10 million people, or about 7% of employees who currently get health 

insurance at work, would switch to government-subsidized insurance. But the 
McKinsey survey of 1 ,300 employers across industries, geographies and employer 
sizes found "that reform will provoke a much greater response" and concludes that the 
health overhaul law will lead to a "radical restructuring" of job-based health coverage. 

Another McKinsey analyst, Alissa Meade, told a meeting of health-insurance 
executives last November that "something in the range of 80 million to 100 million 

individuals are going to change coverage categories in the two years" after the 
insurance mandates take effect in 2014. 

Many employees who will need to seek another source of coverage will take 

advantage of the health-insurance subsidies for families making as much as $88,000 

a year. This will drive up the cost of ObamaCare. 

In a study last year, Douglas Holtz-Eakin, a former director of the Congressional 
Budget Office, estimated that an additional 35 million workers would be moved out of 
employer plans and into subsidized coverage, and that this would add about $1 trillion 
to the total cost of the president's health law over the next decade. McKinsey's survey 

implies that the cost to taxpayers could be significantly more. 

The McKinsey study, "How US health care reform will affe.ct employee benefits," 
predicts that employers will either drop coverage altogether, offer defined 

contributions for insurance, or offer coverage only to certain employees. The study 

concludes that 30% of employers overall will definitely or probably stop offering health 
insurance to their workers. However, among employers with a high awareness of the 

health-reform law, this proportion increases to more than 50%. 

View Online I Forward I Subscribe I Unsubscribe 

VVednesday,June,8, 2011 

Forward 
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Institute? Forward this email to a 
friend. 

g 
Change Your Settings 
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format? Would you like to receive 
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Institute? Update your profile. 
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The employer incentives to alter or cease coverage under the health-reform law are 

strong. According to the study, at least 30% of employers would gain economically 
from dropping coverage, even ifthey completely compensated employees for the 
change through other benefit offerings or higher salaries. That's because they no 
longer would be tethered to health-insurance costs that consistently rise faster than 

inflation. 

Employers should think twice if they believe the fine for not offering coverage will stay 

unchanged at $2,000 per worker. "If many companies drop health insurance coverage, 
the government could increase the employer penalty or raise taxes," according to the 

new study, authored by McKinsey consultants Shubham Singhal, Jeris Stueland and 
Drew Ungerman. 

The case for repeal of ObamaCare grows stronger every year. The massive shift of 
health costs to taxpayers thanks to the disruption of employer -sponsored health 
insurance will add further to the burgeoning federal budget deficit Congress can and 
must develop policies that allow the marketplace to evolve and not be forced into 

ObamaCare's regulatory straitjacket 

Ms. Turner is president of the Galen Institute and a co-author of "Why ObamaCare /s 
Wrong for America • (Broadside/HarperCollins, 2011). 

Share your thoughts: 

Footer 

Share Health Policy Matters 

Forward I Subscribe I Update Profile I Unsubscribe 

Galen Institute I P.O. Box 320010 I Alexandria, VA 22320 I www.galen.org 
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From: 

To: 

Grace-Marie Turner 

Katie Altshuler 

Subject: Noon call today on repeal and replace with Rep. Bachmann 

Tuesday, March 20, 2012 8:42:59 AM Date: 

Reg1ster by 11 30arr f r oor call WJ1"! Re" M1 hele Bachma n l!Tl'Ctly? 

Please join us for a conference call for state leaders 

with Rep. Michele Bachmann 

Tuesday, March 20, Noon EDT 

Please join us for a conference call today at noon 
with Rep. Michele Bachmann. The call will be 
jointly sponsored by the Galen Institute, the 
Institute for Policy Innovation, and the State Policy 
Network. 

As a self-proclaimed "Constitutional Conservative," 
Rep. Bachmann is devoted to the repeal of 
ObamaCare, which she believes exemplifies 
government's uninhibited growth. She advocates 
adherence to the Constitution and has become 
known on Capitol Hill for championing tax reform, 
cuts to wastefu l government spending, and support 
for limiting the size of our government. 

We hope you will join us for this discussion with 
Rep. Bachmann about her dedication to repealing 
and replacing ObamaCare. 

To register for this call, please contact Jena Persico at jena@galen.org. You will 

receive the call numbers when you register, and your registration will ensure that 

you receive any follow-up materials from the call. 

Galen Institute 
P.O. Box 320010 
Alexandria, VA 22320 

www.galen.org 1 www.spn.org 1 www.ipi.org 

www.galen.org 
twitter.com/Galenlnstitute 
facebook.com/Galenlnstitute 
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From: Grace-Marie Turner
To: Katie Altshuler
Subject: Noon call today on risks to the drug supply chain of counterfeit prescription drugs
Date: Thursday, February 23, 2012 8:41:53 AM

Register by 11:30am for noon call  on counterfeit prescription drugs Is this email not displaying correctly?
View it in your browser.

Please join us for a conference call for state leaders
on the risk of counterfeit prescription drugs and other issues

Today, February 23, Noon EST

Please join us for a conference call today at noon to discuss the risks to the drug supply

chain of counterfeit prescription drugs and other health policy issues. The call will be

jointly sponsored by the Galen Institute, the Institute for Policy Innovation, and the State

Policy Network.

The recent news that several U.S. clinics had bought a counterfeit version of the cancer

drug Avastin from an "unapproved" source has raised concerns about the safety and

reliability of prescription drugs.

There are also questions about whether growing drug shortages could lead to more

efforts to bypass approved distribution channels and increase the potential for

counterfeits from U.S. pharmacies and hospitals. This issue is also important for states

since several at one time created programs that encouraged and facilitated the

importation of drugs from non-FDA-approved entities outside of the U.S.

Our speaker will be BRIAN DONNELLY, Pfizer’s director for Global Security for North

America. Brian is responsible for conducting and coordinating product integrity

investigations involving Pfizer products. Prior to joining Pfizer in 2006, Brian was a

Special Agent with the FBI, where he conducted a variety of criminal and terrorism

investigations for 21 years.

We will leave time at the end of the call for a general discussion of other top issues in

the news, including the upcoming Supreme Court arguments on ObamaCare and the

recent controversy over coverage mandates and religious liberty.

Please join us to talk with Brian Donnelly and discuss current issues in your state.

To register for this call, please contact Jena Persico at jena@galen.org. You will
receive the call numbers when you register, and your registration will ensure that
you receive any follow-up materials from the call.
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From: Trait Thompson
To: jbb ; atkins@oksenate.gov; schulz@oksenate.gov; rmschulz ;

gary ; Gary Stanislawski; glen.mulready@okhouse.gov; Katie Altshuler; Craig Perry
Subject: Notes from NCSL Conf. Call on PPACA
Date: Friday, June 29, 2012 2:05:26 PM
Attachments: NCSL PPACA Conf.doc

Hello all,
 
In case anyone is interested, I’ve attached my notes from the just-completed conference call on the
Supreme Court decision regarding PPACA.
 
Thanks,
Trait
 

Trait Thompson
Leadership Legislative Director, Oklahoma Senate
President Pro Tempore Brian Bingman
(405) 521-5550
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From: Kaleb Bennett
To: Kaleb Bennett
Subject: Nro daniels article
Date: Monday, March 14, 2011 10:24:56 AM

www.nationalreview.com/articles/262001/daniels-and-obamacare-round-two-
michael-f-cannon

Sent from Yahoo! Mail on Android
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From: 
To: 

Grace-Marie Turner 

Katie Altshuler 

Subject: NRO op-ed: Commonwealth Fund tums to fiction writing 

Tuesday, October 02, 2012 8:19:30 AM Date: 

Galen Institute Commentary Alert 

The Commonwealth Fund Makes It Up, Again 

Grace-Marie Turner 
National Review Online: The Corner, October 1, 2012 

The liberal Commonwealth Fund is at it again, releasing a new study, "Health Care in the 2012 

Presidential Election: How the Obama and Romney Plans Stack Up." But the "study" is, in a 

word, nonsense. 

The crucial sentence in the publication is this one: "Because Romney has not yet fleshed out the 

details of [his health reform] proposals, a set of assumptions was made." That is a significant 

understatement. 

The work regurgitates a similar "study" by the liberal Families USA last week, which devised its 

own assumptions about what a Romney plan would look like. Commonwealth, like Families USA, 
made up a health plan and attributed it to Romney in order to put an alternative to Obamacare 

in the worst possible light. The result is nothing more than a press release for the Obama 

campaign. The Commonwealth study estimates the resulting number of uninsured by age and 

income level in every state for the Romney "plan" and Obamacare. It concludes: "The number of 

uninsured individuals is estimated to increase in every state and to 7 2 million nationwide - with 

children and low- and middle-income Americans particularly hard hit - under Governor Mitt 

Romney's plan." 

The fact that Commonwealth came up with a "Romney plan" that would actually make the 

current situation worse shows how detached the authors are from reality. Conuuonwealth's 

assumptions about help for the uninsured, solutions for Medicaid, and refonu of Medicare are 

policies of their own creation, not Governor Romney's. Romney has outlined his plan, but has 
also said he would work witl1 Congress to develop the legislative details necessary for an actual 

analysis. The real effort here is to get the American people to forget how much tl1ey despise the 

law that the president actually signed, which the CBO estimates '\>\-ill cost at least $2.6 trillion 

and still leave 30 million people uninsured. Commonwealth should be ashamed to call this a 
serious "study." 
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From: Laura Brookins
To: Katie Altshuler
Subject: OAHP Goals for Health Care Working Group
Date: Monday, January 17, 2011 2:51:24 PM

Katie ~ Below please find the OAHP's goals, per your request:

Short term goals:
 

1.     OAHP supports the establishment of a state-based Health Insurance Exchange that 
promotes competition while allowing a non-exchange market to coexist.  We strongly 
support the regulation of this Exchange at the Oklahoma Department of Insurance.

 
2.     OAHP supports the proposed provider fee on Oklahoma’s hospitals to generate funds 

for hospital payments and the state Medicaid program.
 

3.     OAHP supports the stabilization of Health Plan premiums by promoting a free market 
approach to Health plan contracting and policies.

     
 
Long term goals:
 

1.     OAHP supports meaningful medical liability reforms that will give every patient 
quality medical treatment at an affordable price.  OAHP supports reasonable caps on 
non-economic damages such as pain and suffering to reduce costs associated with the 
practice of “defensive medicine.” Medical liability reforms must include not only 
providers, but also health plans. 

2.     OAHP supports proven and credible attempts to treat and manage chronic diseases 
such as diabetes, COPD, asthma, obesity, etc.  Managing these diseases will benefit 
the health and welfare of our citizens and reduce costs for providers and payors alike.

3.     OAHP supports an effective coordination of care among providers and payors which 
will ultimately improve quality and lower the costs of health care.

Laura Brookins, Esq.
Executive Director,
Oklahoma Association of Health Plans
 
(405) 285-7745 Office
(405) 285-7746 Facsimile
laurabrookins@okhealthplans.org
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From: 
To: 

Cc: 
Subject: 
Date: 

Lanier Swann@mcconnell.senate.gov 
Obama Administration Policies Weakening Economy; GOP Plan Will Help Create More American Jobs 
Thursday, June 02, 2011 6:17:15 PM 

Speaker of the House John Boehner 

Obama Administration Policies Weakening Economy; 
GOP Plan Will Help Create More American Jobs 

June 2, 2011 1 Posted by Katie Boyd 1 Permalink 

This week's headlines say it all: "Report: Private sector job market sluggish in May," "Home 
prices hit lowest level since April '09 in double dip ," "U.S. economy: manufacturing slowdown 
the latest sign the recovery is faltering," "Signs point to an economy growing more slowly." 
The Obama Administration's failed economic policies have piled more debt on the backs of 
our kids and grandkids, while failing to deliver on the 'stimulus' promise of more American 
jobs and stronger economic growth. Here's what news outlets and experts are saying about 
the impact the Obama Administration's policies - from the job-crushing ObamaCare law, to 
the mountain of debt, to the miles of red tape coming out of Washington - are having on the 
struggling economy: 

• "Strong-Performing Economies Need Clarity. [President] Barack Obama Has 
Given Ours Indecision Stretching to the Horizon." "It is sometimes unfair to tag 
presidents with blame for an underperforming economy. Not this time. This president 
made conscious policy choices during a deep recession to reorder vast swaths of 
American industry. Strong-performing economies need clarity. Barack Obama has 
given ours indecision stretching to the horizon. And economic growth, like a long gray 
day, sits still below 3%." (Daniel Henninger, op-ed, "Obama's Cloud Economy," The 
Wall Street Journal, 6/2/11 ) 
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• President Obama's 'Stimulus' "Was a Complete Bust." "Aside from his explosion of 
federal deficits, Obama's economic policies to date have consisted of bullying 
businesses to help union allies, undermining economic confidence with ferocious, 
personal attacks on business lenders, and rolling out hundreds of suffocating new 
regulations. His $800 billion economic stimulus package was a complete bust. ... 
When will Obama acknowledge ownership of the economic problems he has 
mismanaged for the past 28 months, and try something different?" (Editorial, "Obama 
Has Only Himself to Blame for Economic Doldrums," The Washington Examiner, 
6/2/11 ) 

• "Extraordinarily Reckless Fiscal Profligacy Is Hurting Our Recovery." 
"Economists also widely believe that our extraordinarily reckless fiscal profligacy is 
hurting our recovery. From 2008 to 2010, the U.S. borrowed over $3.1 trillion. It will 
borrow another $1.5 trillion this year. At the same time, the Fed has added $2 trillion 
to its balance sheet, mostly to buy all that new debt. As Michael Pento, senior 
economist at Euro Pacific Capital, noted Wednesday, 'genuine government stimulus 
comes from low taxes, stable prices, reduced regulation and low debt. Our economic 
policymakers have scrupulously avoided such remedies.' Bingo." (Editorial, "U.S. Is 
Already in a Growth Recession ," Investor's Business Daily, 6/2/11) 

• "What's Lacking Here is Confidence." "If there was a serious pro-growth movement 
in Washington to accelerate tax-reform overhaul and pin-back regulatory barriers like 
the National Labor Relations Board war with Boeing, the EPA war against energy and 
the Obamacare threats that are too numerous to count, that just might revive the 
animal spirits. But what we know for sure is that small businesses are barely hiring 
today, and that brand new startups are few and far between. What's lacking here is 
confidence." (Larry Kudlow, "Boneheaded Stimulus Never Works," National Review, 
6/1/11) 

The new House majority has put forth A Plan for America's Job Creators that will help spur 
private-sector job creation and bolster the sluggish economic recovery. The plan builds on 
the GOP's Pledge to America and includes proposals to simplify the tax code for families and 
small business, boost American energy production, and rein in the red tape that is making it 
harder to create jobs. Learn more here: http://www.gop.gov/ jobs . 
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Obama Throws Good Money After Bad 
Taxpayer-funded PRfor Unsustainable CLASS Act 

"We very much share the concerns that have been expressed that, as written into the law, 
the framework of the program was not sustainable." 

- Secretary Sebelius. 2116/11 

At a time when the federal govetnment is nmning nillion-dollar deficits, the Obama 
Adminisn·ation has proposed spending yet more taxpayer dollars to launch a PR campaign aimed at 
promoting the CLASS Act-a new Obamacare entitlement that even Secretary Sebelius admits is 
at lisk of becoming "immediately insolvent." 

);;> Non-pattisan expetts and acntalies have consistently warned that the program could become 
tmsustainable without a massive taxpayer bailout. 

);;> The independent Medicare actuaty concluded that there is a "vety setious lisk" of the 
CLASS program becoming unsustainable, and the President's own Fiscal Commission 
recommended that the "financially unsotmd" program be significantly refmmed or repealed 
entirely. 

);;> Senate Budget Committee Chailman Kent Comad famously called the program "a Ponzi 
scheme of the first order, the kind of thing Bemie Madoff would have been proud of." 

);;> Senators Shelby and Thtme wrote last week to Secretaty Sebelius to express concem that the 
Administration plans to "use federal resomces on television ads in an effmt to mislead 
Ameli cans that the CLASS Act is fiscally sotmd." 

The Administration has provided no details about how it believes it can tum a totally unsustainable 
entitlement into a solvent program, yet it ah'eady has plans to spend more taxpayer fimds for a PR 
campaign to promote the program. It's just another sign that Obamacar·e will prove to be a budget
buster for the federal govetnment. 

### 
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Chris Jacobs
Health Policy Analyst
Republican Policy Committee
(202) 224-2946
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From: Jacobs, Chris (JEC)
To: Jacobs, Chris (JEC)
Subject: Obama Campaign Trumpets $12,400 Premium Increase as "Progress"
Date: Monday, October 15, 2012 10:32:15 AM

The Washington Post reports this morning that the President’s re-election campaign, in responding to a
campaign questionnaire, claimed that “when Obamacare is fully implemented, experts estimate it will have
lowered health insurance premiums by $2,000 per family.”  While that statement (conveniently) doesn’t
cite a source on this claim, the Administration has previously invoked a report published by the Business
Roundtable in November 2009 to make this assertion.  But the Roundtable’s study only assumes* a
reduction in the increase of premiums, NOT the reduction in absolute terms the President promised
during his campaign.  Don’t take my word for it: Look at Exhibit 1 of the study (depicted below), which
illustrates that under the maximum achievable “savings,” large employer premiums in 2019 will be $23,151
per family – or $12,408 higher than they were in 2009.  How is a $12,400 increase in premiums – as
opposed to the $2,500 reduction that candidate Obama repeatedly promised – a change that struggling
middle-class families can believe in?
 

 
*  A further note on the Business Roundtable study: Its last page notes that the estimates referred to above
were generated in the following way: “We assumed that discretely identified savings opportunities found
in health care reform, could, when fully implemented, reduce the overall cost trend by 15% to 20%.”  In
other words, the study started out with savings under the law being assumed.  That might prove
convenient for the Administration and its allies – but the non-partisan Medicare actuary disagrees,
publishing an analysis indicating the law would raise costs by more than $478 billion, and calling “False” the
Administration’s stated goal of reducing health care costs.
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Chris Jacobs
Senior Policy Analyst
Joint Economic Committee
Senate Republican Staff
(202) 224-5171

2850



From: Jacobs, Chris (RPC)
To: Jacobs, Chris (RPC)
Subject: Obama Rhetoric vs. Obamacare Reality = 41% Premium Increases
Date: Friday, September 30, 2011 9:27:17 AM

Reporting on this week’s Kaiser Family Foundation survey indicating premiums for employer-provided
health insurance coverage rose by $1303 for the average family last year, ABC News spotlights the case of
one flower shop to demonstrate that “many of the promises surrounding President Obama’s health care
legislation remain unfulfilled.”  Specifically, workers at the Flora Venture flower shop in Newmarket, NH –
who remember candidate Obama’s repeated promises that his bill would lower premiums by $2,500 per
family – faced a whopping 41 percent premium increase last year.  One manager said “I basically work for
the health care payments” – indicating how much Obamacare has fallen short of its promises to lower
premium costs for struggling families.
 
Just as interesting was the spin the White House put on the Obama rhetoric then, versus the Obamacare
reality now:

So what about that $2,500 in savings the president pledged? White House deputy chief of staff
Nancy-Ann DeParle insists families will see that savings — by 2019.

“Many of the changes in the Affordable Care Act are starting this year, and in succeeding years,”
DeParle told ABC News, “and by 2019 we estimate that the average family will save around
$2,000.”

This statement raises several obvious questions:
 

·         During the 2008 campaign, Obama campaign adviser – and current White House adviser – Jason
Furman told the New York Times in July 2008 that “We think we could get to $2,500 in [premium]
savings [per family] by the end of the first term, or be very close to it.”  That means the premium
savings should be achieved in large part by 2012, not 2019.  Why the sudden seven year delay in
attaining this promise?  If the President now believes Mr. Furman’s statements back in 2008 were
inaccurate, and/or impossible to meet, then why is he still advising the President on economic
policy at a time of record unemployment?

 
·         How and why is the “most accountable” Administration promising savings – not now, not even

three years from now, but eight years from now, well after President Obama has left office?  If
the Administration claims that the delay in achieving premium savings is because the provisions in
Obamacare that will save money have yet to take effect, why didn’t the Administration press
Congress to have these facets of the law take effect sooner?

 
·         Ms. DeParle (conveniently) didn’t cite a source on her savings claim, but the Administration has

previously invoked a report published by the Business Roundtable in November 2009 (i.e., before
the health care law was even enacted) to make this assertion.  However, the Roundtable’s study
only presumes a reduction in the increase of premiums.  Don’t take my word for it: Look at Exhibit
1 of the study (depicted below), which study illustrates that under the maximum achievable
“savings,” large employer premiums in 2019 will be $23,151 per family – or $12,408 higher than
they were in 2009.  But remember, candidate Obama promised to CUT premiums, not just to slow
their rate of growth.  So how and why is the Administration attempting to pass off a $12,400
premium INCREASE as a SAVINGS to American families?
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Any way you slice it, the workers at the Flora Venture flower shop aren’t being helped by the
Administration’s rhetoric and spin – and are being hurt by the failures of the legislation the Administration
signed into law.
 
Chris Jacobs
Health Policy Analyst
Republican Policy Committee
(202) 224-2946
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To: 

Cc: 
Subject: 

Date: 

Ryan McGinness 
~~:.s.JJ sirena. ramirez@quam.gov; Stephen 

~:~~a!l!r Tim Pearson Ctimoearson@gov.sc.9ov>; Todd 
Wayne Struble ( wayne.struble@govemor.ohio.gov); 

~~;§~~i@g~~~...Yi; Zak Tomich (tomichz@michigan.gov) 
Lanier Swann@mcconnell.senate.gov 

Obama solicitor general: If you don"t like mandate, eam less money 

Thursday, June 02, 2011 3:20:30 PM 

I have a feeling that most of your bosses would prefer t hat businesses have a chance to grow in your 

states (and generate more tax revenue) -- rather t han the dilemma of hiring more people vs. being 

subject to the individual mandate ... 

+++++ 

Obama solicitor general: If you don't like mandate, earn less money 

Washington Examiner 

Phillip Klein 

June 2, 2011 

http ://washington examiner. com/b logs/be ltway-confi denti a 1/2011/06/oba ma-solicitor -genera 1- if

you-dont -mandate-earn- less-money?sms ss=twjtter&at xt=4de7e7281 Ofb3d71 O#jxnl 09Pb4TYq 

President Obama's solicitor general, defending the national health care law on Wednesday, told a 

federal appeals court that Americans who didn't like t he individual mandate could always avoid it by 

choosing to earn less money. 

Neal Kumar Katyal, the acting solicitor general, made t he argument under questioning before t he 

U.S. Court of Appeals for the Sixth Circuit in Cincinnat i, which was considering an appeal by the 

Thomas More Law Center. (Listen to oral arguments here.) The three-judge panel, which was 

comprised of two Republican-appointed j udges and a Democratic-appointed judge, expressed more 

skepticism about the government's defense of the health care law than the Fourth Circuit panel that 

heard t he Virginia-based Obamacare challenge last mont h in Richmond. The Fourth Circuit panel 

was made up entirely of Democrats, and two of the judges were appointed by Obama himself. 
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During the Sixth Circuit arguments, Judge Jeffrey Sutton, who was nominated by President George
W. Bush, asked Kaytal if he could name one Supreme Court case which considered the same
question as the one posed by the mandate, in which Congress used the Commerce Clause of the
U.S. Constitution as a tool to compel action.
 
Kaytal conceded that the Supreme Court had “never been confronted directly” with the question,
but cited the Heart of Atlanta Motel case as a relevant example. In that landmark 1964 civil rights
case, the Court ruled that Congress could use its Commerce Clause power to bar discrimination by
private businesses such as hotels and restaurants.
 
“They’re in the business,” Sutton pushed back. “They’re told if you’re going to be in the business,
this is what you have to do. In response to that law, they could have said, ‘We now exit the
business.’ Individuals don’t have that option.”
 
Kaytal responded by noting that the there's a provision in the health care law that allows people to
avoid the mandate.
 
“If we’re going to play that game, I think that game can be played here as well, because after all, the
minimum coverage provision only kicks in after people have earned a minimum amount of income,”
Kaytal said. “So it’s a penalty on earning a certain amount of income and self insuring. It’s not just on
self insuring on its own. So I guess one could say, just as the restaurant owner could depart the
market in Heart of Atlanta Hotel, someone doesn’t need to earn that much income. I think both are
kind of fanciful and I think get at…”
 
Sutton interjected, “That wasn’t in a single speech given in Congress about this...the idea that the
solution if you don’t like it is make a little less money.”
 
The so-called “hardship exemption” in the health care law is limited, and only applies to people who
cannot obtain insurance for less than 8 percent of their income. So earning less isn't necessarily a
solution, because it could then qualify the person for government-subsidized insurance.
 
Throughout the oral arguments, Kaytal struggled to respond to the panel's concerns about what the
limits of Congressional power would be if the courts ruled that they have the ability under the
Commerce Clause to force individuals to purchase something.
 
Sutton said it would it be “hard to see this limit” in Congressional power if the mandate is upheld,
and he honed in on the word “regulate” in the Commerce clause, explaining that the word implies
you're in a market. “You don’t put them in the market to regulate them,” he said.
 
In arguments before the Fourth Circuit last month, Kaytal also struggled with a judge's question
about what to do with the word “regulate,” to the point where the judge asked him to sit down to
come up with an answer. (More on that exchange here). Kaytal has fallen back on the Necessary and
Proper clause, insisting that it gives broader leeway to Congress.
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Judge James Graham, a Reagan district court appointee who is temporarily hearing cases on the
appeals court, said, “I hear your arguments about the power of Congress under the Commerce
Clause, and I’m having difficulty seeing how there is any limit to the power as you’re defining it.”
 
Kaytal responded by referencing the United States v. Morrison, in which the Supreme Court struck
down parts of the Violence Against Women Act, and United States v. Lopez, which struck down gun
free school zones. In those cases, Kaytal responded, the Supreme Court set the limit that the
Commerce Clause had to regulate economic activities.
 
The health care market is unique, Kaytal responded, because everybody will eventually participate.
With the mandate, Kaytal said, “What Congress is regulating is not the failure to buy something. But
failure to secure financing for something everyone is going to buy.”
 
Graham acknowledged Kaytal's arguments, yet reiterated that he was “having trouble seeing the
limits.”
 
The problem with the “health care is unique” argument – and this is me talking – is that it just
creates an opening for future Congresses to regulate all sorts of things by either a) arguing that a
particular market is also special or b) finding a way to tie a given regulation to health care.
 
For instance, the example that's come up often is the idea of a law in which government forces
individuals to eat broccoli.
 
During the Sixth Circuit argument, Kaytal said that such an example doesn't apply, because if you
show up at a grocery store, nobody has to give you broccoli, whereas that is the case with health
care and hospital emergency rooms.
 
Yet that argument assumes that Congress passes such a law as a regulation of the food market.
What if the law was made as part of a regulation of the health care market? It isn't difficult to see
where that argument can go.
 
The broccoli example is really a proxy for a broader argument about whether the government can
compel individuals to engage in healthy behavior – it could just as well be eating salad, or exercising.
There's no doubt that a huge driver of our nation's health care costs are illnesses linked to bad
behavior. People who are overweight and out of shape cost more because they have increased risk
of heart disease, diabetes, and so on. Those increased costs get passed on to all of us, because
government pays for nearly half of the nation's health care expenses, a number that's set to grow
under the new health care law. Is it really unrealistic to believe that future Congresses, looking for
ways to control health care costs, could compel healthy behavior in some way? More pertinently, is
there any reason why that would be unconstiutional under the precedent that would be set if the
individual mandate is upheld?
 
With most experts expecting the case to go before the Supreme Court, it seems the biggest obstacle
for the Obama administration is figuring out where power would be limited if the mandate were
upheld. Those challenging the law have made a clear and understandable limit by drawing a
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distinction between regulating activity and regulating inactivity (i.e. the decision not to purchase
insurance). But simply saying the health care market is unique doesn't actually create a very clear or
understandable limit to Congressional power.
 
The 11th Circuit hears the case next week brought by 26 states led by Florida.
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From: Jacobs, Chris (JEC)
To: Jacobs, Chris (JEC)
Subject: Obama Stands Up for the One Percent
Date: Thursday, June 14, 2012 11:45:24 AM
Attachments: image001.png

image002.png

The Kaiser Family Foundation released a study earlier this month regarding Americans’ financial ability to afford
health coverage.  The study reveals how Obamacare has in fact helped the one percent – the one percent of
Americans who said their premiums have gone DOWN…
 

 
Candidate Obama repeatedly promised premiums would go down by $2,500 – and would go down that amount
by this year.  Yet as the below chart demonstrates, while candidate Obama promised that premiums would go
DOWN by $2,500, they actually have gone UP by nearly as much – from $12,680 in 2008 to $15,073 in 2011,
according to Kaiser data.  And the Congressional Budget Office found that Obamacare’s new insurance
mandates will raise premiums on the individual market by an additional $2,100 per family.
 
So Obamacare has in fact given some Americans the impression that their premiums have gone down – exactly
one percent.  Unfortunately, for those in “the 99 percent” who have seen their premiums go up, Obamacare
has meant that premium payments have “occupied” more of their struggling family budgets.
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Chris Jacobs
Senior Policy Analyst
Joint Economic Committee
Senate Republican Staff
(202) 224-5171
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From: Jacobs, Chris (RPC)
To: Jacobs, Chris (RPC)
Cc: Wayne, Spencer (RPC)
Subject: Obama, Obamacare, and Pledges
Date: Thursday, August 18, 2011 10:52:51 AM

During another campaign-style event in Illinois yesterday, President Obama criticized Republicans
for signing pledges not to raise taxes, or to hold other policy positions:  
 

I take an oath.  My pledge is to make sure that every day I’m waking up looking out for you,
for the American people.…I don’t go around signing pledges because I want to make sure
that every single day, whatever it is that’s going to be best for the American people, that’s
what I’m focused on, that’s what I’m committed to.

 
This statement may come as a surprise to many people, not least the citizens of Dover, New
Hampshire, where on September 12, 2008, candidate Obama said the following:
 

I can make a firm pledge.  Under my plan, no family making less than $250,000 a year will
see any form of tax increase.  Not your income tax, not your payroll tax, not your capital
gains taxes, not any of your taxes.

 
This “firm pledge” lasted a whopping 15 days into the Obama Administration – because on February
4, 2009, only two weeks after taking office, President Obama signed SCHIP legislation raising
cigarette taxes, which disproportionately affect families with lower incomes.  That move was
followed a year later by Obamacare itself, which broke candidate Obama’s “firm pledge” not to
raise taxes on the middle class 12 more times.  And of course, Obamacare also violated:
 

·         Candidate Obama’s repeated promises to cut insurance premiums by an average of $2,500
per family;

·         Candidate Obama’s promises to televise all health care negotiations on C-SPAN;
·         Candidate Obama’s promise that “for those of you who have insurance now, nothing will

change under the Obama plan – except that you will pay less”;
·         Candidate Obama’s promise not to “tax health benefits”;
·         Candidate Obama’s promise that his health care plan would cost “$50-65 billion a year

when fully phased in”; and
·         President Obama’s promise that any health care legislation must control costs: “If any bill

arrives from Congress that is not controlling costs, that’s not a bill I can support.  It’s going to
have to control costs.” 

 
Given this record, some might argue there’s a good reason why the President doesn’t want to sign
any new pledges – because it’s no good making pledges if you just end up breaking them.
 
Chris Jacobs
Health Policy Analyst
Republican Policy Committee
(202) 224-2946
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From: Communications Center
To: Communications Center
Subject: OBAMA: ‘Absolutely Not A Tax Increase’
Date: Thursday, June 28, 2012 9:49:56 AM

Contact:
John Ashbrook 202.228.NEWS
 

OBAMA: ‘Absolutely Not A Tax Increase’
Democrats Promised Everyone That ObamaCare Wouldn’t Raise

Taxes
 

President Obama: ‘I Absolutely Reject That Notion’
 

STEPHANOPOULOS: “Under this mandate, the government is forcing people to spend money, fining
you if you don’t. How is that not a tax?” … PRESIDENT OBAMA:  “No. That's not true, George. The
— for us to say that you've got to take a responsibility to get health insurance is absolutely not a tax
increase.  What it's saying is, is that we're not going to have other people carrying your burdens for
you anymore than the fact that right now everybody in America, just about, has to get auto insurance.
Nobody considers that a tax increase.” (“Obama: Mandate Is Not A Tax,” ABC News, 9/20/09)
 

·         STEPHANOPOULOS: “But you reject that it’s a tax increase?” PRESIDENT OBAMA: “I
absolutely reject that notion.” (“Obama: Mandate Is Not A Tax,” ABC News, 9/20/09)

 

###
SENATE REPUBLICAN COMMUNICATIONS CENTER

202.228.NEWS
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From: Jacobs, Chris (RPC)
To: Jacobs, Chris (RPC)
Subject: Obamacare Failing to Meet Struggling Americans" Expectations
Date: Tuesday, November 08, 2011 11:09:35 AM

Most of the news surrounding the latest Wall Street Journal-NBC News poll has centered around its
findings for the presidential campaign – but the survey also revealed some interesting results on the
health care front.  Specifically, the survey asked “which one personal worry for you and your family
is greatest right now?”  Health care topped the list, at 33 percent, (marginally) ahead of jobs at 32
percent.  And by an over two-to-one margin, respondents found that the Obama Administration had
failed to live up to its expectations on health care – only 31% said Obama had met expectations on
health care, compared to 64% who said he had fallen short.  Of particular note is the fact that the
“meet expectations” number fell 8 points since August 2010, while the number of Americans
believing Obama has fallen short on health care has risen by 9 percentage points.  (So much for the
claims by Senator Schumer and others that “Now that the bill is enacted, it’s going to become more
and more popular.”)
 
Of course, the American people have every reason to believe that the Obama Administration has
not lived up to expectations on health care – because it hasn’t.  To use but one prominent example,
candidate Obama said repeatedly his bill would CUT premiums by an average of $2,500 per family –
meaning premiums would go DOWN, not merely just “go up by less than projected.”  The campaign
also promised that that those reductions would occur within Obama's first term.  However, the
annual Kaiser Foundation survey of employer-provided insurance found that average family
premiums totaled $12,860 in 2008, $13,375 in 2009, and $13,770 in 2010 and $15,073 this year.  In
other words, while candidate Obama promised premiums would fall by $2,500 on average,
premiums have already risen by $2,213 during the Obama Administration. 
 
One of the prime reasons Americans cited health care as their largest personal worry is skyrocketing
costs.  Campaign rhetoric aside, Obamacare did precious little to reduce cost growth – spending will
actually rise thanks to the law, as will premiums.  It’s one of the most damaging of all the broken
promises made by the President on health care, one which will hit millions of struggling families
directly in the wallet.
 
Chris Jacobs
Health Policy Analyst
Republican Policy Committee
(202) 224-2946
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RSC Policy Brief: 

Update on the Florida Obamacare Lawsuit  
 

March 10, 2011 
 

 
Late Tuesday afternoon, the Department of Justice (DOJ) filed their appeal in the 11th Circuit 
Court of Appeals of Judge Roger Vinson’s January 31, 2011 declaratory judgment striking down 
as unconstitutional the entirety of Obamacare in the case, State of Florida v. U.S. Department of 
Human Services. This legal challenge is just one of many all over the country making their way 
through the federal courts, yet it has garnered the most attention.  This is because the parties 
bringing the case include over half of all of the states (26 states), as well as the National 
Federation of Independent Business and two private individuals. More importantly, however, it 
is the only legal challenge to date to completely invalidate President Obama’s signature health 
care reform law. This policy brief highlights a few recent updates to this landmark legal 
challenge, which according to most observers, will undoubtedly be decided by the U.S. Supreme 
Court sometime in the spring of 2012. 
 

Breaking down the “Motion to Clarify” 
 
Instead of filing a timely appeal or seeking an immediate stay pending an appeal, the federal 
government waited 17 days to file an “untimely and unorthodox” Motion to Clarify (“Motion”) 
the judgment. While Judge Vinson believed that his order was “as clear and unambiguous as it 
could be” (i.e., that Obamacare is unconstitutional and void), he granted the federal 
government’s Motion.  
 
He conditioned the Motion upon the federal government appealing his judgment to the 11th 
Circuit Court of Appeals, or directly to the Supreme Court, within seven calendar days and 
seeking an expedited appellate review because the nation will be “better off” the sooner this 
issue is finally decided by the Supreme Court. The federal government met these two conditions 
by filing their appeal and a motion to expedite the case late Tuesday afternoon. 
 
Despite Judge Vinson granting the federal government’s Motion and staying his judgment 
pending appeal, he issued some compelling statements worthy of taking notice: 
 
 Judge Vinson declared the individual mandate in section 1501 of Obamacare is 
unconstitutional and cannot be “severed” from the law because of its centrality to the 
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entire insurance market reform schemes Obamacare created. In deciding the severability 
issue, he noted:1 

• “At the time the Act passed, Congress knew for certain that legal challenges to the 
individual mandate were coming”; 

• “Congress’ own Research Service had essentially advised that the legal challenges would 
have merit (and therefore might result in the individual mandate being struck down) as it 
could not be said that the individual mandate had “solid constitutional foundation”; 

• “And yet, Congress specifically (and presumably intentionally) deleted the ‘severability 
clause’ that had been included in the earlier version of the Act.” 

• “…the conspicuous absence of a severability clause—which is ordinarily included in 
complex legislation as a matter of routine—could be viewed as strong evidence that 
Congress recognized that the Act could not operate as intended if the individual mandate 
was eventually struck down by the courts.” 

 
 Judge Vinson also found the federal government’s own arguments in defense of the 
individual mandate undermined its argument for severability:2 

• “…the [federal government] consistently and repeatedly highlighted the ‘essential’ role 
that the individual mandate played in the regulatory reform of the interstate health care 
and health insurance markets, which was the entire point of the Act.  

• The federal government argued”:3 
o “[The individual mandate] is essential  to the Act’s comprehensive scheme to 

ensure that health insurance coverage is available and affordable [and it ‘works in 
tandem’ with the health benefit exchanges, employer incentives, tax credits, and 
the Medicaid expansion].” 

o “[The absence of an individual mandate] would undermine the ‘comprehensive 
regulatory regime’ in the Act.”  

o “[The individual mandate] is essential to Congress’ overall regulatory reform of 
the interstate health care and health insurance markets…[it] is ‘essential’ to 
achieving key reforms of the interstate health insurance market…[and it is] 
necessary to make the other regulations in the Act effective.” 

• “In light of the defendant’s own arguments…and dozens of similar representations that 
they made throughout this case, I had no choice but to find that the individual mandate 
was essential to, and thus could not be severed from, the rest of the Act.”  

 
 Judge Vinson on the role of the federal judicial branch  

• By refraining from legislating from the bench, he expressed that “…because the Act was 
extremely lengthy and many of its provisions were dependent (directly or indirectly) on 
the individual mandate, it was improper of me (a judge) to engage in the quasi-legislative 
undertaking of deciding which of the Act’s several hundred provisions could theoretically 
survive without the individual mandate (as a technical or proper matter) and which could 
not—or which provisions Congress could have arguably wanted to survive.” 4 

                                                 
1 Order at page 6.  
2 Order at page 6 &7.  
3 Order at page 7. Memorandum in Support of Defendant’s Motion to Dismiss (doc. 56-1), at 46-48 (emphasis 
added).  
4 Order at page 7.  
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 Judge Vinson’s reasoning for not granting the States’ request for an injunction to halt 
implementation of Obamacare:5 

• “…there is a long-standing presumption ‘that officials of the Executive Branch will 
adhere to the law as declared by the court. As a result, the declaratory judgment is the 
functional equivalent of an injunction.” 

• “There is no reason to conclude that this presumption should not apply here [in this case]. 
Thus the award of declaratory relief is adequate and separate injunctive relief is not 
necessary.”  

• Even though this language “seems to be plain and unambiguous…the [federal 
government] have indicated that they ‘do not interpret the Court’s order as requiring them 
to cease [implementing and enforcing the Act].” 

• “…the [federal government] expressly assured the court that, in light of the ‘long-
standing presumption that a declaratory judgment provides adequate relief as against an 
executive officer, as it will not be presumed that that officer will ignore the judgment of 
the Court…” which is exactly what the federal government did for 17 days.  

 
 Judge Vinson highlighting his concern about the powers of Congress: 

• “Even the district courts that have upheld the individual mandate seem to agree that 
‘activity’ is indeed required before Congress can exercise its authority under the 
Commerce Clause. They have simply determined that an individual’s decision not to buy 
health insurance qualifies as activity. For example, in the most recent case, Mead v. 
Holder,--F. Supp. 2d--,2011 WL611139 (D.C.C. Feb. 22, 2011), the District Court for the 
District of Columbia concluded that “[m]aking a choice is an affirmative action, whether 
one decides to do something or not do something,” and, therefore, Congress can regulate 
‘mental activity’ under the commerce power.”6 

• “Although I strongly believe that expanding the commerce power to permit Congress to 
regulate and mandate mental decisions not to purchase health insurance (or any other 
product or service) would emasculate much of the rest of the Constitution and effectively 
remove all limitations on the power of the federal government, I recognize that others 
believe otherwise.”7 

• “…two days after my [January 31, 2011] order was entered, the Senate Judiciary 
Committee held a hearing to explore the Constitutionality of the individual mandate. The 
possibility of a “broccoli mandate” was discussed at this hearing. Former Solicitor 
General and Harvard law professor Charles Fried testified (during the course of 
defending the Constitutionality of the individual mandate) that under this view of the 
commerce power Congress could, indeed, mandate that everyone buy broccoli.8 This 
testimony only highlights my concern because it directly undercuts the defendants’ 
principal argument for why an economic mandate is justified here.” 

 
 

                                                 
5 Order at page 10. 
6 Order at page 3, footnote. 
7 Order at page 15.  
8 Order at page 4 citing Transcript of Senate Judiciary Committee Hearing: Constitutionality of the Affordable Care 
Act (Feb. 2, 2011).  
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Key Takeaway 
 
As noted earlier in this briefing, it is widely accepted that the Supreme Court will be the ultimate 
arbiter of Obamacare’s constitutionality in this case (and the other related ones). The question is 
when not if the high court weighs in. Many Americans are disappointed that Judge Vinson did 
not dismiss the federal government’s Motion, and therefore, halt implementation of Obamacare 
in its tracks. His decision to grant a stay leaves many observers pondering how he could initially 
void the entire law, and then allow it to continue being implemented pending appeal.  Some 
speculate that Judge Vinson figured the 11th Circuit Court of Appeals would have granted the 
stay of his ruling anyway, and therefore, simply sought to speed up the case.  
 
On the bright side for those who are rooting for a Supreme Court victory, Judge Vinson’s makes 
a strong case for the appeals and high court to affirm his declaratory judgment. At least three-
quarters of his order on the federal government’s quixotic Motion clarified his opinion to the 
question at issue: the individual mandate is unconstitutional and so is the entire government 
takeover of our health industry.  
 
 

RSC Staff Contact: Joe Murray, joe.murray@mail.house.gov (202)-225-6168. 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

. 
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From: Jacobs, Chris (RPC)
To: Jacobs, Chris (RPC)
Subject: Obamacare Raising Premiums on Struggling Small Businesses
Date: Thursday, October 13, 2011 4:42:12 PM

The House Education and Workforce Committee this morning held a hearing on how individuals and
small businesses will NOT be able to keep their coverage under Obamacare.  One of the witnesses, a
small business owner himself, testified about how the law was increasing premiums for himself and
others:
 

Employers wishing to make plan enhancements to their limited-benefit health plan, resulting
in loss of grandfathered status, have been met with 11% to 22% premium increases to
accommodate the unknown usage that may occur once cost-sharing measures are
removed.  Although claim history will illustrate that, even when preventive care is included
in limited benefit health plans, the member claim frequency is low – regardless of the
strength of the benefit.  However, as carriers are preparing for the unknown with removal of
cost-sharing, we have seen premium increases as high as 22% for preventive care.  Small
employers are also at risk for premium increases due to loss of cost-sharing.  As a small
employer who received a 25% increase at renewal, I can strongly testify that PPACA and
loss of grandfathering status can have a profound effect on certain employer groups.

 
This testimony revealed several essential truths about Obamacare:
 

1.        Employers are rapidly losing their pre-Obamacare coverage – as many as 70% of employers
expect to lose grandfathered health status by next year – resulting in whopping premium
increases to comply with the law’s new mandates (even though the most onerous mandates
don’t take effect until 2014).

2.        “Free” preventive care is actually raising premiums significantly, because (shockingly)
patients tend to consume more services with no out-of-pocket charge, yet those services
still have a cost.

3.        The rising cost of insurance is crowding out funds that small firms could otherwise be using
to grow their business – and hire more workers.

 
Any way you slice it, Obamacare isn’t working for Americans, and isn’t working for the American
economy.
 
Chris Jacobs
Health Policy Analyst
Republican Policy Committee
(202) 224-2946
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To: 
SUbject: 
Date: 

Obamacare repeal: What'"s our next step? 
Thursday, July 12, 2012 1:28:09 PM 

Email not displaying correctly? View t in your browser. 

~ 
ObamaCare Repeal: What's Next? 

From the Desk of: Steve Elliott, Grassfire Nation 

Michelle, 

The Repeal ObamaCare vote in the House passed by a vote of 244 -185. 

+ + Bipartisan Support For Repeal 

Despite the Left's efforts to marginalize and minimize this vote, it is important to note 

that the effort to Repeal ObamaCare had more bipartisan support than the original 

ObamaCare bilL 

Our sources tell us many Democrats are running scared from ObamaCare. They fear 

the wrath of voters in November. .. and rightly so! 

+ + Harry Reid's Do-Nothing Obstruction 

The Repeal efforts now face a more difficult barrier - Harry Reid and the Liberal 

controlled Senate. Reid's do-nothing Senate is already letting beltway insiders know 

that they will do everything in their power to stand in the way of an up-or-down vote on 

Repeal. 

But especially after the outrageous Supreme Court decision and a crucial election just 

weeks away, every American deserves to know where their Senators stand on 

ObamaCare. 

++Tell Your Oklahoma Senators Where You Stand On ObamaCare Repeal 

The Leftist media continue to mock and ridicule the House for even holding this 

vote. They laugh at the idea of the Senate even holding a vote! 

But I still believe that WE THE PEOPLE should and must have the final say! 

That's why we're calling on every Grassfire team member to follow up this House vote 

with immediate and strong contacts to your Senators and other key members of the 

July 12, 2012 
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Senate.

+ + Sign The "Repeal ObamaCare" Petition For Delivery To Your Two Oklahoma
Senators

Grassfire Nation will soon be delivering petitions to each and every Senate office --

just as we delivered to all 435 House offices. We are receiving letters and faxes back

from members of Congress confirming the petition delivery.

Thousands of Oklahoma citizens have already signed the petition. I want to add your

name.

Your name on a petition to your two Senators is the best and quite frankly only
hope of getting a vote in Harry Reid's do-nothing, obstruct everything Senate.
Go here now to sign the "Repeal ObamaCare" petition:

By your inaction on this petition, I do not want to assume that you support ObamaCare

-- but unless you sign the petition, your Senators will do just that. 

Again....

Your Oklahoma Senators work for YOU, not the liberal media or Harry Reid or Barack

Obama. It's time they go on record and announce openly where they stand on

ObamaCare, in the aftermath of all the devastating information we have learned since

this abomination was passed.

Think of it...

We now know that ObamaCare is the largest tax increase in U.S. History....

We now know that the ObamaCare mandates will devastate the health care

system.

We now know that death panels and other bureaucratic nightmares of

ObamaCare will put our families and our health at risk.

We now know that most doctors oppose ObamaCare and many plan on leaving

the medical profession for fear of what ObamaCare will do to them.

We now know that the law was passed on a total LIE. Obama, Reid and Pelosi

used deception upon deception just to push the bill through.

Plus, they told us it was not a tax, but the only way the Supreme Court could

make it allegedly constitutional was to deem it a tax. Now we have a law that is

on its face unconstitutional because all revenue (tax) bills must originate in the

House and ObamaCare originated in the Senate.

We must demand a Senate vote now!

Go here to sign the petition. And see below for several breaking news links from our

Liberty News website.

Steve Elliott, Grassfire Nation

your community, state and

across the nation.

   

Click Here to Unsubscribe  
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From: Jacobs, Chris (RPC)
To: Jacobs, Chris (RPC)
Subject: Obamacare Strikes Out with Voters -- Again
Date: Wednesday, November 09, 2011 7:00:08 AM

Last night, voters in the critical bellwether state of Ohio sent a clear message to the Administration
regarding Obamacare.  Voters in the state approved a constitutional amendment designed to allow
individuals to choose their own health care without being subjected to diktats from bureaucrats, in
Washington or elsewhere.  This amendment against Obamacare’s individual mandate passed
overwhelmingly – at press time, the amendment had nearly 66% support, and more than 2.1
million votes in favor. (Final results will be available here.)
 
While clearly decisive, the Ohio result was entirely unsurprising.  A ballot initiative in Missouri
(another swing state) last year passed with an even higher 71% margin, and received significant
Democrat support in the process.  And even former Democratic National Committee Chairman
Howard Dean has admitted that “the American people aren’t going to put up with a mandate.”
 
The Ohio results come as polling shows that approval ratings surrounding the law – never popular
with a majority of voters – has fallen even further, to an all-time low.  When it comes to the entire
2700-page law, or its unprecedented and constitutionally dubious mandate for all individuals to
purchase health coverage, Tuesday’s result further illustrates that the only thing bipartisan about
Obamacare has been the opposition to it.
 
Chris Jacobs
Health Policy Analyst
Republican Policy Committee
(202) 224-2946
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From: 

To: 

Grace-Marie Turner 

Katie Altshuler 

Subject: Obamacare Takes On More Water -- Health Policy Matters 
Friday, December 02, 2011 12:39:22 PM Date: 

ObamaCare Takes On More Water 

By Grace-Marie Turner 

How much of this can ObamaCare withstand before it sinks on 

its own? 

SICKER EMPLOYEES COULD BE SHOVED OUT 
Two University of Minnesota law professors write that 
ObamaCare actually provides incentives for "targeted 
employer dumping" of sicker workers into taxpayer-subsidized 
health exchanges. 

The article, "Will employers undermine health care reform by 
dumping sick employees?" by Amy Monahan and Daniel 

Schwarcz, explains how companies could redesign their health 
benefit programs to make it more costly for sicker employees 
to stay with the company health plan and encourage them to 
opt instead for the exchanges. 

Monahan and Schwarcz write that this "would expose these 
exchanges to adverse selection caused by the entrance of a 

disproportionately high-risk segment of the population into the 
insured pooL" They said that, "Not only would this undermine 
the spirit of health care reform, but it would jeopardize the 
sustainability of the insurance exchanges." Yesterday NPR 
also had a good story about the threat. 

In spite of this, senior HHS officials have said it would be a 
good thing for employers to "dump [their] people into the 
exchange," and that Speaker Pelosi talked favorably about 
ObamaCare as a way "for businesses to be emancipated from 

health care costs because they have a way out or whatever 
works for them." 

The only problem is that it would NOT be good for sicker 
employees, who would surely have greater difficulty finding 
physicians to see them under what surely will be lower 
payment rates in the exchanges, and it would be bad for 
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taxpayers, who will have a much bigger bill to pay for 
exchange subsidies. 

FATAL FLAW 
Congress made a serious drafting error in the health overhaul 
law when it said that subsidies could be delivered through 
state exchanges but not through any federal fall-back 
exchange. Michael Cannon of the Cato Institute wrote about 
this in Tile Wall Street Journal recently. 

The Obama administration has been trying an end-run around 
the problem by ordering the IRS to simply say in its proposed 
regulations that the subsidies can be delivered through either 
type of exchange. This is a big issue because a growing 
number of states are refusing to create exchanges. If they 
don't, the feds can come in and set one up, but they would be 
relatively useless if they can't deliver subsidies. 

Sen. Orrin Hatch, the ranking Republican on the Senate 
Finance Committee, this week blew the whistle on the 
proposed IRS rule. 

In a letter to Treasury Secretary Tim Geithner and IRS 
Commissioner Doug Shulman, Hatch says the law is clear that 
only state exchanges can offer the subsidies, emphasizing 
that the administration doesn't have the authority to go beyond 
the language of the law. 

" ... [C]ontrary to the clear wording of the statute, your proposed 
regulations suggest otherwise, extending the availability of 
premium credits to those participating in federal exchanges," 
Hatch wrote. "I am concerned that if finalized, these rules 
would exceed your regulatory authority, violating the 

Constitution's separation of powers." 

MORE LOST JOBS 
A Michigan-based medical device company, Stryker, 
announced that it would be shedding "five percent of its 
workforce over concerns about the impending 2.3 percent 
medical device tax prescribed by" ObamaCare. 

A press release from the Kalamazoo company noted that "the 
targeted reductions [i.e., layoffs] ... are being initiated ... in 
advance of the new medical device excise tax scheduled to 
begin in 2013" under ObamaCare. 

With jobs creation the top priority of the American people, this 
is definitely not good news. 

Not dead yet: The House Energy and Commerce Committee 
has approved a bill to repeal the controversial long-term 
entitlement program - the CLASS Act - in ObamaCare, 
following the administration's admission that the Ponzi scheme 
program is unworkable. This vote paves the way for the full 
House of Representatives to vote on repealing the entitlement 
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program. 

"[W)e must erase a program that we know will not work; a 
program that was never structured to work, and that we could 
never afford," Committee chairman Rep. Fred Upton said. "I 
believe we have to start over on long-term care reform - an 
issue that will affect millions of Americans as they or a loved 
one need care." 

Three Democrats joined 30 Republicans on the committee to 
vote for repeaL But even though CLASS has been deemed 
unworkable by his own administration, the president has 
vowed to veto any repeal legislation. 

If CLASS were left on the books and the president were to be 
re-elected, the secretary of HHS may be required to find a way 
to implement it next year. A Congressional Research Service 
study out this week said that: "Assuming that the Secretary 
takes no further action to comply with the CLASS Act's 
statutory mandate to designate a benefit plan by October 1, 
2012, the Secretary would appear to be committing a facial 
violation of the statutory requirement to designate such a 
plan." The report continues: " ... the Secretary does not appear 
to have discretion to decide whether or not to designate a plan 
by October 1, 2012." 

Given this, you might assume that HHS Secretary Sebelius 
would encourage the president to sign the repeal legislation 
test she and her department face legal action for violating the 
law they worked so hard to enact 

Medicare Disadvantage: The Obama administration is touting 
another government report that says enrollment in the popular 
Medicare Advantage program has continued to increase, 
reaching nearly 12 million by April 2011. 

That means that more than one-fourth of seniors have 
voluntarily decided to enroll in the private plans in Medicare -
plans that work on the premium support modeL This is the 
heart of reform proposals offered by most of the commissions 
that have studied entitlement reform and by the House of 
Representatives in backing Budget Chairman Paul Ryan's 
budget plan. 

The administration says that the Government Accountability 
Office study shows the health law had little or no effect on 
Medicare Advantage enrollment in the first year after 
enactment of ObamaCare, even though the law takes $136 
bill ion out of the program over the decade to help pay for its 
new health insurance subsidies. 

But that is not the fu ll story. The GAO report says that the 
Congressional Budget Office has predicted that the cuts would 
decrease enrollment by about 35% through 2019. The Office 
of the Actuary at the Centers for Medicare and Medicaid 
Services has found that the reduction in MA payments would 
eventually lead to those plans offering less-generous benefit 
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packages. 

HHS is trying to delay the loss of coverage and notified 
Medicare Advantage carriers in its annual "call letter" earlier 
this year of the surprising news that per-capita Medicare 
Advantage payments will increase by 1.6% for 2012. Given 
that PPACA requires the $136 billion in payment reductions to 
MA over 10 years, that will mean even more draconian cuts in 
the future - after the elections. 
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From: 
To: 

Grace-Marie Turner 
Katie Altshuler 

Subject: ObamaCare Taking on Water 

Wednesday, March 14, 2012 1:31:06 PM Date: 

ObamaCare: If Possible, The News Is Getting Worse 

Grace-Marie Turner 
Forbes: Health Matters, March 14, 2012 

ObamaCare is taking on water as we head into the second anniversary since it passed, and the 
news about the president's signature legislation gets worse by the day. 

To mark the law's two-year anniversary, the House of Representatives is planning a vote to 

repeal one of the law's most unpopular provisions - the Independent Payment Advisory Board 

(IPAB), which many seniors fear will become Medicare's rationing board. 

A few days later, the Supreme Court will hear a remarkable six hours of oral argument in the 

case with 26 states challenging the law's constitutionality. Demonstrators ""ill fill the streets 

outside the Supreme Comt during the three days of hearings March 26-28. 

For much of the last year, the White House had adopted a "strategy of silence" on ObamaCare. 

That's clearly over. 

After the 2010 election drubbing, the president rarely talked about his signature legislative 

achievement and even when he did, he only spoke about the small early provisions -- 26-year

old children on their parents' insurance, "free" preventive care, and more help for seniors \"lith 

their drug costs. 

For a while, the strategy was working. ObamaCare has died down as a major issue. The House of 

Representatives voted overwhehningly to repeal the law a year ago, and, according to a Kaiser 

Family Foundation poll, about half of those polled afterward thought the law has been repealed 
or weren't sure. The confusion -- and the lack of their basic knowledge of civics -- suited the 

White House just fine. 

But ObamaCare is back to center stage this month, and the more people learn about the law, the 
more unpopular it becomes. Here are just some of the recent revelations: 

• S oaring cost s . ObamaCare will cost $1.76 trillion over a decade, according to a 

new projection released Tuesday by the Congressional Budget Office, rather than 

the $940 billion forecast when it was signed into law. 

The new 10-year projections cover nine years of ObamaCare's implementation 

(2013-2022). Original estimates counted only six years of implementation - a 

budget gimmick to obscure the true cost of the law. At this rate, the conservative 

estimates of ObamaCare's cost will be $2 trillion over 10 years, not the $1 trillion 

that President Obama promised. 

2876



·Lost coverage. Sen. Mike Enzi (R-WY) released a statement saying that the 

CBO's estimate also shows that the new health law will dramatically increase 

Medicaid spending and result in 4 million fewer people getting health insurance 
through their jobs. So much for being able to keep the coverage you have now "no 

matter what," as the president promised. 

• Opposition locked in. An AP-GfK poll taken early this month shows that only 

about a third of An1ericans (35 percent) suppo1t the health care law, while nearly 

half (47 percent) oppose it. That's about the same split as when it passed. 

Opposition remains strongest among seniors, many of whom object to Medicare 
cuts that were used to help finance coverage for younger uninsured people. 

• Anti-conscience mandate. And then there is the mega-controversy the 

administration created over the anti-conscience contraceptive mandate. The 

president had tried to make the issue about "women's health." But the American 

people understand that it is a violation of the constitutionally-guaranteed 

protection of religious freedom to force Catholic hospitals, universities, and 

charities to cover drugs that cause abortion, sterilization, and contraceptives in 

violation of their strong moral beliefs. 

A new poll from The New York Times and CBS News reveals that a substantial 

majority of Americans - 57 percent to 36 percent - favor an exemption for 

religious-affiliated employers. And a sizable majority - 51 percent to 40 percent -
still favors a religious and moral exemption for all employers. This is the same poll 

that shows the president's approval rating dropping to 41 percent. 

• Loss of 25 Dem seats. President Obama personally promised Democratic 

members of Congress that if they voted for the bill, their constituents soon would 

thank them, arguing that a vote against the bill would be most damaging. 

Yet a new study by American Politics Research found that at least 25 members of 

Congress lost their seats in Congress during the 2010 elections precisely because 
they voted for ObamaCare. 

• Bi-partisan opposition to ObamaCare is brewing. When the House of 
Representatives votes next week on repealing ObamaCare's unaccountable, 

unelected IP AB board, at least some Democrats are likely to support repeal. The 
IP AB repeal bill, sponsored by Rep. Phil Roe (R-TN), received hi -partisan suppo1t 

as it made its way through House committees, showing that Democrats are equally 

worried about the power of the board to usurp the job of the people's elected 

representatives. 

• Employers will drop coverage. A new studv of employers conducted by 

Willis Human Capital Practice found that employers expect higher health costs for 

both employers and employees as a result of ObamaCare, and many expect to shift 

employees into taxpayer-paid coverage once the option is available. That shift 

would certainly exacerbate the exploding costs of the law. 

Last year, health costs rose 9 percent for employers, triple the rate of the year 
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before ObamaCare's provisions began to be implemented. Employers expect costs 

to only go higher. 

• Investors recoil. Uncertainty about the future of the health sector is also 
drying up investor capital - and threatening tomorrow's medical innovations. The 

share of venture dollars flowing to seed and early-stage inveshnents in 

biotechnology and medical devices has plummeted since 2007, when investors 

pumped $3.6 billion into 332 deals in which a price was disclosed, according to 
data compiled for Kaiser Health News by FactSet Research Systems. Overall 

venture investing declined by nearly one-third as the economic recession set in. 

The list goes on: If public opposition is hardening now against ObamaCare, just ·wait until the 

mandate kicks in on January 1, 2014, when eve11'one will be required to purchase expensive 
government-dictated health insurance under penalty of federal law. And as seniors find it harder 

and harder to find a doctor who can afford to see them. And as they begin to fear the impact of 

the cuts of ObamaCare's rationing board. And as states find it is impossible to provide basic 

services because the mandate to vastly expand Medicaid is gobbling up virtually all of their 

budgets. And as the unemployment rate refuses to drop because employers are frightened about 

the huge costs they are facing with the employer mandate. And as taxpayers see the gusher of 

red ink that "'rill explode the federal budget deficit as ObamaCare's subsidy costs explode. 

If the Supreme Court does not throw out the whole law, the voters will have to finish the job 

with their votes in November. 

Read online: http://www .forbes. com /sites / gracemarieturner / 2012 I o 3114/ o bamacare -if

possible-the-news -is -getting -worse/ 
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From: Lindsay Russell
To: Marie Sanderson
Cc: Lindsay Russell
Subject: ObamaCare Tax Hits Middle Class
Date: Wednesday, September 19, 2012 5:07:42 PM

All,

ICYMI- The Senate Republican Communication Center has released some excellent talking
points in response to the newest Congressional Budget Office Report regarding the cost of the
ACA to the middle class.  

Let me know if you have any questions.

Best,

 

Lindsay Russell
Public Policy Advisor 
Republican Governors Public Policy Committee | RGA
1747 Pennsylvania Avenue, NW, Suite 250 | Washington, DC 20006
P: (202) 662-4149 | C:   | 
 
 

Contact:
John Ashbrook 202.228.NEWS
 

CBO: ObamaCare Tax Hits Middle Class
New CBO Data Shows That 80 Percent Of Those Paying

ObamaCare’s Mandate Tax Will Be Families Earning Less Than
$123K

 

New CBO Data: ‘The Middle Class — Will Have To Pay’
 

“Congressional budget analysts are now estimating that nearly 6 million Americans — most of them in
the middle class — will have to pay a tax penalty for not getting health insurance once President
Barack Obama’s health care law is fully in place. That’s 2 million more than a previous estimate
found...” (“Tax Penalty To Hit Nearly 6M Uninsured People,” AP, 9/19/12)
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·         “The average penalty will be nearly $1,200.” (“Tax Penalty To Hit Nearly 6M Uninsured People,” AP, 9/19/12)
 

·         Four out of five who will pay penalty have an adjusted gross income of less than $123,000.
(“Payments Of Penalties For Being Uninsured Under The Affordable Care Act,” CBO, P.2, 9/12)

 

BROKEN PROMISE: ‘Absolutely Not A Tax Increase’
 

STEPHANOPOULOS: “Under this mandate, the government is forcing people to spend money, fining
you if you don’t. How is that not a tax?” … PRESIDENT OBAMA:  “No. That's not true, George. The
— for us to say that you've got to take a responsibility to get health insurance is absolutely not a tax
increase.  What it's saying is, is that we're not going to have other people carrying your burdens for
you anymore than the fact that right now everybody in America, just about, has to get auto insurance.
Nobody considers that a tax increase.” (“Obama: Mandate Is Not A Tax,” ABC News, 9/20/09)
 

SEN. BARACK OBAMA (D-IL): “And if you're a family making less than $250,000 a year, my plan
won't raise your taxes one penny -- not your income taxes, not your payroll taxes, not your capital
gains taxes, not any of your taxes.” (Barack Obama, Remarks, Orlando, FL, 8/3/08)

 

Household Income Down: ‘Middle Class Lost Ground Again Last Year’
 

The Washington Post: “The middle class lost ground again last year, falling to an all-time low in their
share of how much income they take in, new census data released Wednesday showed.” (“Census:
Middle Class Shrinks To An All-Time Low,” The Washington Post, 9/12/12)
 

U.S. Census Bureau: “Real median household income in the United States in 2011 was $50,054, a
1.5 percent decline from the 2010 median and the second consecutive annual drop.” (“Income, Poverty
And Health Insurance Coverage In The United States: 2011 Press Release” U.S. Census Bureau, 9/12/12)
 

·         Household income down $777. “2010 Median income, All households: $50,831 … 2011 Median
income, All households: $50,054.” (“Income, Poverty And Health Insurance Coverage In The United States: 2011
Press Release” U.S. Census Bureau, P.6, 9/12/12)

 

·         “In 2011, real median household income was 8.1 percent lower than in 2007, the year before the
most recent recession…” (“Income, Poverty And Health Insurance Coverage In The United States: 2011 Press
Release” U.S. Census Bureau, 9/12/12)

 

·         “Real median earnings of both men and women who worked full time, year-round declined by 2.5
percent between 2010 and 2011.” (“Income, Poverty And Health Insurance Coverage In The United States: 2011
Press Release” U.S. Census Bureau, 9/12/12)

 

###
SENATE REPUBLICAN COMMUNICATIONS CENTER

202.228.NEWS
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From: Jacobs, Chris (RPC)
To: Jacobs, Chris (RPC)
Subject: Obamacare Transparency Lacking AGAIN
Date: Friday, January 13, 2012 12:16:10 PM

The five Republicans leading the relevant Committees of jurisdiction in the House and Senate sent a
letter to HHS today asking questions about the essential health benefits “bulletin” released just
before the holidays.  The letter asks HHS why the Department issued a “bulletin” rather than a
proposed rule, and if doing so was designed to avoid issuing a cost-benefit analysis of the impact of
the essential health benefits.  The letter also asks why the Department released this critically
important “bulletin” on a Friday right before the holidays – the slowest time in the news cycle – and
told lobbyists and special interest groups of the substance of the “bulletin” BEFORE notifying
Congress.
 
The letter to HHS comes one week after a Mercatus Center series concluded that the economic
analyses included in Obamacare rules published in 2010 was seriously lacking.  And it also comes
after Politico in December noted how HHS held a special conference call for “stakeholders,”
according to “consumer and patient advocates” (read: pro-Obamacare interest groups), prior to
notifying Congress about the proposal.
 
Recall that this Administration pledged itself to be the “most transparent” in history, promising “an
unmatched level of transparency, participation, and accountability.”  Candidate Obama even
promised to televise all health care negotiations on C-SPAN.  Today’s letter once again illustrates
how far Obamacare has fallen short of Obama’s good government pledges.
 
Chris Jacobs
Health Policy Analyst
Republican Policy Committee
(202) 224-2946
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From: Jacobs, Chris (RPC)
To: Jacobs, Chris (RPC)
Subject: Obamacare Underwhelms Yet Again
Date: Monday, November 07, 2011 2:41:28 PM

Today the Treasury’s Inspector General for Tax Administration released a report regarding the small
business tax credit.  Recall that Families USA last year issued a study claiming more than 4 million
small businesses could qualify for the credit.  The preliminary evidence is now in, and the results are
thoroughly underwhelming:
 

Despite IRS efforts to inform 4.4 million taxpayers who could potentially qualify for the
Credit, the volume of claims for the Credit has been low.  The Credit was designed to
encourage small employers to offer health care insurance.  However, as of mid-May 2011,
the IRS reported that just more than 228,000 taxpayers had claimed the Credit for a total
amount of more than $278 million.  While some additional returns can be expected to
continue to come in until the extension deadlines later this year, this is substantially lower
than the Congressional Budget Office estimate that taxpayers would claim up to $2 billion of
Credit for Tax Year 2010.

 
That means only 5.7% of the small businesses that Families USA claimed would qualify for the
credit have actually received it thus far.  And why exactly might the credit have such a low take-up
rate?  The report also makes that clear:
 

·         “The legislation concerning which taxpayers qualify for the Credit and how to calculate the
Credit amount is complex.”

·         “There are multiple steps to calculate the Credit, and seven worksheets must be
completed in association with claiming the Credit.”

·         “There is a risk of errors or irregularities occurring when the Credit is claimed or processed.
 The Credit is new, and both taxpayers and IRS employees will need to acquaint themselves
with the rules.”

·         “As described above, the rules themselves are complex, making it difficult for taxpayers to
follow.”

·         “The Credit is refundable to tax-exempt taxpayers, which is a high-risk factor for erroneous
refunds.  The IRS also had to complete new programming to accommodate the new Form
8941 and identify potential compliance risks.”

·         “Taxpayers have been slow to claim the Credit, and both taxpayers and tax practitioners are
making mistakes on Form 8941.”

·         “Based on the information that was available, we concluded that some claims contained
errors or were incomplete.”

 
It’s entirely predictable that this credit was too complex to be of much assistance to small businesses
– Republicans pointed that out more than a year ago.  And spending nearly $1 million more in
taxpayer funds ($990,000, to be precise) to fund 4 million postcards promoting the tax credit didn’t
much help.  Based on 228,000 per credit claimed, those IRS postcards cost $4.34 for every firm that
has claimed the credit to date – making those postcards immensely expensive by any standard.
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Of course, while the small business tax credit is having a nonexistent effect on most small
businesses, the nearly $800 billion in higher taxes in the law will have an all-too-real effect on
America’s job creators.  Then there are the premium increases for those small firms that do offer
coverage – the law contains dozens of mandates to be implemented over the next several years,
each of which could raise premium costs by 1-3 percent.  An article in the New York Times
highlighted the skyrocketing premium increases faced by small businesses, profiling small firms
receiving premium increases of 20, 40, even 60 percent or more.
 
So while the small business tax credit is doing NOTHING to help most small businesses, other
portions of the law are causing significant damage on the entrepreneurs who serve as the engines
of economic growth.  It’s yet another reason why Obamacare has proved a disastrous recipe for an
American economy struggling to grow.
 
Chris Jacobs
Health Policy Analyst
Republican Policy Committee
(202) 224-2946
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From: Jacobs, Chris (RPC)
To: Jacobs, Chris (RPC)
Subject: Obamacare versus the American People
Date: Wednesday, November 16, 2011 6:45:54 AM
Attachments: image001.png

Gallup is out this morning with a new survey of American opinions regarding the health care law. 
The results are clear: A plurality of Americans – and a plurality of independents – want Obamacare
repealed.  Even one-fifth of Democrats (21%) want the law removed from the statute books:
 

 
The Gallup survey comes on the heels of last month’s Kaiser Family Foundation tracking poll, which
showed approval of the law at an all-time low, and that only a bare majority (52%) of Democrats
supported the law.
 
Last year, former Speaker Pelosi famously said we had to pass the bill to find out what’s in it.  This
morning’s survey once again illustrates that the American people have found what’s in the 2700-
page Obamacare law – and they don’t much like it.
 
Chris Jacobs
Health Policy Analyst
Republican Policy Committee
(202) 224-2946
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From: Jacobs, Chris (RPC)
To: Jacobs, Chris (RPC)
Subject: Obamacare, Taxes, and Jobs
Date: Thursday, October 13, 2011 2:14:37 PM

From Bloomberg this afternoon comes an article regarding Obamacare’s first tax increase – the tax
on tanning services.  A new report issued by the Treasury’s Inspector General for Tax Administration
found that the tax brought in fewer than $37 million in revenue in the first half of fiscal year 2011 –
far below the $200 million the Joint Tax Committee estimated the tax would generate in fiscal
2011.  And the number of firms reporting the tax stood at only about 10,000 – well below the up to
25,000 firms originally estimated.
 
The Treasury IG faults delays and problems with implementation:  IRS “should have done more to
inform taxpayers of their filing responsibilities,” he said.  (Perhaps the IRS was too busy sending out
millions of postcards promoting Obamacare’s convoluted and ineffective small business tax credit to
bother to inform many of these same small businesses about the new tanning tax.)  The
bureaucratic delays and confusion does nothing to bolster confidence in the IRS’ ability to
implement an insurance subsidy program for tens of millions of Americans beginning in under three
years’ time.
 
Of course, there’s another possible explanation for the lower-than-projected revenue showing, one
that many Democrats might not bother to consider:  If you tax something, you get less of it – less
consumption, less firms selling the taxed goods, possibly even less firms altogether.  Some firms
that engaged in tanning services on the side might have decided to forego the revenue due to all the
bureaucratic hassles the new tax would create.  Some firms may have closed entirely.  And all that,
of course, means fewer jobs as well.
 
No matter the cause, the fact that this particular tax is not raising anything like the amount of
revenue estimated is another reason why the claims the law will reduce the deficit are off-base –
and yet another reason why Obamacare isn’t working for Americans, or the American economy.
 
Chris Jacobs
Health Policy Analyst
Republican Policy Committee
(202) 224-2946
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From: Communications Center
To: Communications Center
Subject: ObamaCare: An Impediment To Recovery
Date: Thursday, June 28, 2012 4:39:13 PM

Contact:
John Ashbrook 202.228.NEWS
 

ObamaCare: An Impediment To Recovery
Jobs Groups & Economists Say ‘The Law Would Do Significant Harm
To Job Growth And The Economy,’ Call It ‘The Biggest Impediment To

Hiring’
 

JOBS GROUPS: ‘The Law Is Unworkable, Unaffordable And Wrong’
 

U.S. CHAMBER OF COMMERCE:  “Legislative changes and genuine reforms now urgently needed…
the health care law is fundamentally flawed. Left unchanged, it will cost many Americans their
employer-based health insurance, undermine job creation, and raise health care costs for all. It is
imperative that policymakers and the business community now work together to develop and support
genuine reforms...” (U.S. Chamber Of Commerce, Press Release, 6/28/12)
 

NATIONAL FEDERATION OF INDEPENDENT BUSINESS: “…small-business owners are going to
face an onslaught of taxes and mandates, resulting in job loss and closed businesses. We will
continue to fight for the repeal…” (National Federation Of Independent Business, Press Release, 6/28/12)
 

NATIONAL ASSOCIATION OF MANUFACTURERS: “Escalating health care costs are job killers,
forcing manufacturers to pay more in premiums rather than investing in their business and creating
jobs… it is essential that Congress repeal the law and replace it with reform that benefits
manufacturers and their employees.” (National Association Of Manufacturers, Press Release, 6/28/12)
 

INTERNATIONAL FRANCHISE ASSOCIATION: “…the law is unworkable, unaffordable and wrong for
our country's small business owners who continue to struggle in a still sluggish economic climate…
3.2 million jobs at franchise businesses continue to be put at risk due to the employer mandate
provision, thereby discouraging and disincentivizing the creation of new jobs and business expansion.”
(International Franchise Association, Press Release, 6/28/12)
 

NATIONAL RETAIL FEDERATION: “This law will have a dramatic, negative impact on every employer
and employee in the United States and further constrain job creation and economic growth.” (National
Retail Federation, Press Release, 6/28/12)
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NATIONAL COUNCIL OF CHAIN RESTAURANTS: “…the law would do significant harm to job growth
and the economy… Many chains have indicated they will have no choice but to cut back on workers’
hours or close restaurants in order to avoid the penalties.” (National Council Of Chain Restaurants, Press
Release, 6/28/12)

 

‘The Biggest Impediment To Hiring’
 

ROBERT SAMUELSON: “The ACA discourages job creation by raising the price of hiring. This is basic
economics. If you increase the price of labor, companies will buy less of it. Requiring employers to
buy health insurance for some workers makes them more expensive, at least in the short run.
Particularly vulnerable are low-skilled workers...” (Robert Samuelson, Op-Ed, “The Folly Of Obamacare,” The
Washington Post, 6/17/12)
 

CONGRESSIONAL BUDGET OFFICE: QUESTION: “…that means that in your estimation, the health
care law would reduce employment by 800,000 in 2021; is that correct?” DOUGLAS ELMENDORF,
CBO Director: “Yes.” (U.S. House Of Representatives, Hearing, 2/10/11)
 

UBS RESEARCH: “Arguably the biggest impediment to hiring (particularly hiring of less skilled
workers) is healthcare reform… By raising the cost of labor, healthcare reform systematically
discourages hiring, especially of low-wage workers whose mandated benefits are high relative to their
wages.” (“Great Suppression II,” UBS Research, Pgs.1, 5, 9/19/11)
 

PRESIDENT, FEDERAL RESERVE BANK OF ATLANTA: “We've frequently heard strong comments
to the effect of ‘my company won't hire a single additional worker until we know what health insurance
costs are going to be.’” (Dennis Lockhart, Remarks, 11/11/10)

 

###
SENATE REPUBLICAN COMMUNICATIONS CENTER

202.228.NEWS
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From: Communications Center
To: Communications Center
Subject: ObamaCare: As Expensive As Ever
Date: Tuesday, June 12, 2012 4:26:18 PM

Contact:
John Ashbrook 202.228.NEWS
 

ObamaCare: As Expensive As Ever
A New Administration Report Shows That ObamaCare Will Lead To

Even Higher Costs & Higher Premiums
 

Broken Promise: ‘My Proposal Would Bring Down The Cost Of Health Care’
 

PRESIDENT OBAMA: “Finally, my proposal would bring down the cost of health care for millions --
families, businesses, and the federal government.” (President Obama, Remarks, 3/3/10)
 

REALITY: ‘The Affordable Care Act Is Projected… To Add About $478 Billion’
 

CMS: “For 2011 through 2021, national health spending is projected to grow at an average rate of 5.7
percent annually… During this period, the Affordable Care Act is projected… to add about $478 billion
in cumulative health spending.” (“National Health Expenditure Projections,” CMS, P.1, 6/12/12)

 

Broken Promise: ‘This Law Will Lower Premiums’
 

PRESIDENT OBAMA: “This law will lower premiums.” (President Obama, Remarks To ‘Families USA,’ 1/28/11)
 

REALITY: Premiums To Increase ‘4.1 Percentage Points Higher Than In The Absence Of Health
Reform’

 

CMS: “In 2014, growth in private health insurance premiums is expected to accelerate to 7.9 percent,
or 4.1 percentage points higher than in the absence of health reform.” (“National Health Expenditure
Projections,” CMS, P.9, 6/12/12)

 

###
SENATE REPUBLICAN COMMUNICATIONS CENTER

202.228.NEWS
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From: Jacobs, Chris (RPC)
To: Jacobs, Chris (RPC)
Subject: Obamacare: Cutting Benefits AND Choices for Seniors
Date: Friday, October 14, 2011 10:57:29 AM

Even as the Administration attempts to argue that Obamacare is “giving Americans more freedom in
their health care choices,” a new report released this week shows how the law is taking away
choices for seniors.  Following up on a Heritage Foundation study published last year, this paper
examines how Medicare Advantage plan enrollment will decrease across the country.  The study
finds that Medicare Advantage enrollment will be cut in half by 2017 thanks to Obamacare, and
that plan choices will be reduced by two-thirds, with an average of almost 18 fewer MA plans
being offered in each county.* 
 
The number of seniors losing their Medicare Advantage plans thanks to Obamacare almost perfectly
mirrors the percentage of individuals in employer-sponsored coverage who will lose their pre-
Obamacare plan.  The Administration’s own estimates revealed that its onerous regulations will
force most businesses – half of all employers, and as many as 80% of small businesses – to give up
their current plans within the next two years, thus subjecting them to costly new mandates that will
increase premiums.  Some surveys suggest this number is a low estimate, and that as many as 70%
of firms could lose their pre-Obamacare coverage as early as next year.
 
At a time when liberals are attacking Republicans for wanting to cut Medicare benefits, it’s ironic
that the Administration has been forced to use misleading rhetoric and “weasel words” to claim
seniors in Medicare Advantage plans will not be harmed by a measure that “saves” $500 billion
from the Medicare program – yet “will not enhance the ability of the government to pay for future
Medicare benefits.”  And it’s also fittingly ironic – some would argue even Orwellian – that this
Administration apparently wants to give seniors “more freedom in their health care choices” by
taking most of them away.
 
Chris Jacobs
Health Policy Analyst
Republican Policy Committee
(202) 224-2946
 
* In case anyone was wondering, yes, this study does include the effects of the multi-billion dollar
MA demonstration/waiver program announced by the Administration earlier this year, in what many
experts have called a politically motivated effort to ensure that Obamacare’s ill effects won’t impact
seniors until AFTER the President’s re-election campaign.
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From: Communications Center
To: Communications Center
Subject: Obamacare: Dem Govs Blast Unfunded Mandates
Date: Wednesday, March 28, 2012 8:43:49 AM

Contact:
John Ashbrook 202.228.NEWS
 

Dem Govs Blast Unfunded Mandates
Democrat Governors Are Calling Obamacare’s Medicaid Mandates

‘Devastating,’ Say They ‘Have No Idea How We’re Going To Pay For
It’

 

Unfunded Medicaid Mandates Will Cost State Taxpayers $118.04 Billion
 

NGA: “States Face Significant Challenges: Medicaid In Particular… spending on Medicaid is expected
to consume an increasing share of state budgets and grow more rapidly than state revenue growth.”
(“The Fiscal Survey Of States,” National Governors Association, P.iv, Fall 2011)
 

·         “…state spending on Medicaid is likely to continue to see above average growth  due to… the
implementation of the [Patient Protection and] Affordable Care Act…” (“The Fiscal Survey Of States,”
National Governors Association, P.vii,  Fall 2011)

 

“This report conservatively estimates that PPACA will cost state taxpayers at least $118.04 billion
through 2023.” (“Medicaid Expansion In The New Health Law: Costs To The States,” Sen. Hatch & Rep. Upton, P.2,
3/1/11)

 

DEM GOVS: ‘Devastating,’ ‘I Have No Idea How We’re Going To Pay For It’
 

GOV. STEVE BESHEAR (D-KY): ‘I have no idea how we’re going to pay for it.’ “…starting in 2016,
Washington will begin shifting that additional costs to the states. ‘I have no idea how we’re going to
pay for it,’ Beshear said candidly.” (Editorial,  “Medicaid Expansion Will Cost Taxpayers,” The Paducah Sun, 2/13/11)
 

GOV. BRIAN SCHWEITZER (D-MT): “I'm going to have to double my patient load and run the risk of
bankrupting Montana…” (“Montana Looks North For Health Care That Works,” Yes Magazine, 10/21/11)
 

·         “In 2014, when the PPACA kicks in, many of the uninsured will be given the opportunity to enroll
in Medicaid. With this change, Schweitzer expects the state's Medicaid population to double,
creating a huge financial burden on the state of Montana under the current health care system.”
(“Montana Looks North For Health Care That Works,” Yes Magazine, 10/21/11)
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·         “The governor told Marguerite Salazar, a regional director of the Department of Health and
Human Services, that Congress has designed a ‘pack of crap’ that gives away far too much to the
pharmaceutical industry.” (“Schweitzer Calls For Universal Health Care,” The Associated Press, 9/28/11)

 

GOV. JERRY BROWN (D-CA): “We will be further disadvantaged under the Medicaid expansions
mandated under the Affordable Care Act … proposals to shift several billion dollars in Medicaid costs
to California would be devastating and would clearly move us in the wrong direction.” (Gov. Jerry Brown,
Letter To President Obama, 6/27/11)
 

GOV. CHRISTINE GREGOIRE (D-WA): “Some states with Democratic governors, including
Washington, are also quietly pressing for the change. ‘We're asking for cooperation… so that we can
work our way through what is a very challenging time for us,’ Washington Gov. Christine Gregoire
said at a meeting of the National Governors Association in Washington this weekend, where curbing
Medicaid costs was a top issue.” (“Governors Scramble To Rein In Medicaid,” The Wall Street Journal, 2/28/11)

 
###

SENATE REPUBLICAN COMMUNICATIONS CENTER
202.228.NEWS
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From: Communications Center
To: Communications Center
Subject: ObamaCare: More Taxes, Less Medicare
Date: Tuesday, July 24, 2012 4:59:00 PM

Contact:
John Ashbrook 202.228.NEWS
 

ObamaCare: More Taxes, Less Medicare
A CBO Report Shows That ObamaCare Will Create Over A Trillion

Dollars In Higher Taxes, And $716 Billion In Medicare Cuts
 

CBO: $1.05 Trillion In New Taxes
 

“Penalty Payments by Uninsured Individuals …                           Changes in revenues 2013-2022: -
55 [billion dollars].”
“Penalty Payments by Employers…                                            Changes in revenues 2013-2022: -
106 [billion dollars].”
“Excise Tax on High-Premium Insurance Plans…                         Changes in revenues 2013-2022: -
111 [billion dollars].”
“Associated Effects of Coverage Provisions on Tax Revenues… Changes in revenues 2013-2022: -
216 [billion dollars].”
“Fees on Certain Manufacturers and Insurers…                            Changes in revenues 2013-2022: -
165 [billion dollars].”
“Additional Hospital Insurance Tax…                                           Changes in revenues 2013-2022: -
318 [billion dollars].”
“Other Revenue Provisions…                                                      Changes in revenues 2013-2022: -
87 [billion dollars].”

                                                                                                                                Total: 1.05 trillion dollars
                                                                                                (Douglas Elmendorf, CBO Director, Letter To Speaker Boehner,

Table 2, 7/24/12)
 

CBO: ‘$716 Billion’ In Medicare Cuts
 

CBO: “As you requested, the Congressional Budget Office (CBO) and the staff of the Joint Committee
on Taxation (JCT) have estimated the direct spending and revenue effects of H.R. 6079, the Repeal
of Obamacare Act, as passed by the House of Representatives on July 11, 2012. … Many of the
other provisions that would be repealed by enacting H.R. 6079 affect spending for Medicare,
Medicaid, and other federal programs. … an estimated $716 billion over that 2013–2022 period.”
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(Douglas Elmendorf, CBO Director, Letter To Speaker Boehner, P.1 & 13, 7/24/12)
 

President Obama Promised: ‘I Will Protect Medicare’
 

PRESIDENT OBAMA: “So don't pay attention to those scary stories about how your benefits will be
cut … that will not happen on my watch. I will protect Medicare.” (President Obama, Remarks To Joint Session
Of Congress, 9/9/09)

 

###
SENATE REPUBLICAN COMMUNICATIONS CENTER

202.228.NEWS
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Frorn: Grassroots Action Alert 
To: mkhwa 
SUbject: reAMACARE: Now Its OUr Tum 

Friday, June 29, 2012 5:03:16 PM Date: 

Dear Patriot, 

Please see the message below from Tea Party Express -- a paid sponsor of the Grassroots 
Action Alert newsletter. These sponsorships help us provide Grassroots Action Alerts at no 
cost to you. 

Grassroots Action Alert 

+++++++++++ +++ 

Image 

Calling on all Tea Party members • it is now up to us to fix this! 

It is now more dear than ever that the only way we are going to repeal Obamacare is to take 
control of the Senate and elect a new wave of liberty-minded conservative representatives. 

We cannot afford to sit back while the Harry Reid-led Senate, with help from the Supreme 
Court, continues to strip us of our liberties by pushing the most left-wing agenda that our nation 
has ever seen. 

Here are the Tea Party Express-endorsed Senate candidates that are committed to repealing 
Obamacare COMPLETELY! 

~ 
It is s imple, if they win their elections and we take control of the Senate, Obamacare is 
gone! 

We need you to join our $100,000 REPEA L OBAMACARE MONEY BOMB so we can help 
fund these campaigns. And we need everyone to pitch in what they can. Please join us as we 
look towards November - the most historic election of our lifetime - and donate what you can in 
order to elect the NEXT WAVE OF CONSERVATNE SENATORS! 

The Supreme Court disappointed us all when they ruled Obamcare Constitutional. However, that 
doesn't mean this MASSIVE TAX INCREASE is acceptable in the eyes of WE THE PEOPLE! 

The Obama-Reid leadership has been more worried about expanding the role of government 
and making themselves more powerful rather than doing their jobs and fixing the economy. The 
only thing the Obamacare Tax will do is further prevent job growth and economic prosperity. We 
cannot let this happen, and it is our responsibility to our kids and the future of our free nation to 
fight back and elect TRUE CONSERVATIVES. 

We need to immediately RAISE $100,000! Please do what you can to send this new wave of 
conservative leaders to Washington. We cannot allow Obamacare to stand. We must repeal it 
NOW! 

~ 
June 29, 2012 
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Please support our $100,000 Repeal ObamaCare Money Bomb TODAY! 

If you agree with us and want j oin our fight to defeat ObamaCare, please help by .D1il.k.ing. 
a contribution of $25, $50, $100, $250, $500, $1,000 or more. 

Share This Message on Facebook & Twitter! 

As always, if you prefer, you may also make a contribution via mail, by sending a check to: 

Tea Party Express 
8795 Folsom Boulevard, Suite 103 
Sacramento, CA 95826-3720 

lmage4 

imagel O 

djck Here to IJnstd>scribe 
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From: 
To: 

Cc: 
Subject: 
Date: 

Lanier Swann (Lanier Swann@mcconnell.senate.gov): Brandi White (Brandi White@mcconnell.senate.gov) 

Obamacare: One Year of Broken Promises 
Thursday, March 24, 2011 9:16: 10 AM 

Speaker of the House John Boehner 

ObamaCare: One Year of Broken Promises 

March 23, 2011 1 Posted by Speaker Boehner's Press Office 1 Permalink 

"If there's a constant in the story of ObamaCare, it's broken promises," House Speaker John 
Boehner says in a new video marking one year of the job -crushing health care law, and all its fewer 
jobs, higher costs, and reduced coverage. Watch Boehner here : 

As Boehner says in the video, "Instead of creating jobs, employers have been handed more 
uncertainty and more headaches. Instead of lower costs, families and small businesses are being 
squeezed even further. Instead of keeping what they like, millions are being forced off their coverage." 

It's no wonder that a majority of Americans opposed the law a year ago --and still oppose it today. 
Republicans are listening and made a Pledge to America to repeal ObamaCare and replace it 
with common -sense reforms that lower costs and protect jobs. 

Since January, the House has worked to keep that pledge and voted to fully repeal the $2.6 trillion 
health care law; to defund the law as part of H.R. 1; and to repeal the job-destroying 1099 small 
business mandate. And last week, Speaker Boehner announced the House will soon vote to eliminate 
mandatorv spending slush funds in ObamaCare. 
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To stay up to date on the fight to repeal and defund this job-crushing law, stay connected with the 
Office of the Speaker on Facebook, Twitter, and on Speaker.gov. 

-Speaker Boehner's Press Office 

P.S. Scrappina ObamaCare is just one part of our pledge to end the uncertainty facing small 
businesses so they can start hiring again . Republicans are also cutting spending to address our 
job-crushing debt burden , reining in excessive government regulations, and promoting the American 
Energy Initiative -- an ongoing effort to address rising gas prices and create new jobs by expanding 
American energy production and implementing an all-of-the-above energy strategy. Click here to 
learn more and to "Like" the American Energy Initiative on Facebook: 

SPEAKER PRESS OFFICE 
REP. JOHN BOEHNER (R-OH) 

H -232, THE CAPITOL 
(202) 225-0600 I SPEAKER.GOV 

WEBSITE I CONTACT I PRIVACY POLICY 
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From: Cody Inman
To: Denise Northrup; Katie Altshuler; Alex Weintz
Subject: ObamaCare/Insurance Exchange/Medicaid Constituent Update
Date: Wednesday, November 14, 2012 5:39:14 PM

All: these numbers are from Thursday (8th) thru today at 5pm.(14th)
If you need additional numbers, let me know.
 
 

Constituent Letters and or Calls- Affordable Care Act
11/8 -- 11/14

In Favor Opposed

Letters/ Emails: Specifically citing Affordable Care Act/ObamaCare 9 25
Letters/ Emails: Specifically citing Health Insurance Exchange/Medicaid Expansion 25 42
Calls:  Referenced ObamaCare & Insurance Exchange 84
Calls: Specifically asks the governor to expand Medicaid 9
Total 43 91

 
 
 
 
 
______________________________________
Cody Inman
Senior Public Affairs Officer
Office of the Governor | State of Oklahoma
Honorable Mary Fallin
cody.inman@gov.ok.gov
t - (405) 521-2342
 
Gov. Fallin on Facebook:  www.facebook.com/GovernorMaryFallin
Gov. Fallin on Twitter:  www.twitter.com/GovMaryFallin
Gov. Fallin on the Web:  www.governor.ok.gov
 
Oklahoma business owners and executives:  share your input on how we can further strengthen Oklahoma's business climate by
completing the survey at www.FallinforBusiness.com.
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From: Communications Center
To: Communications Center
Subject: ObamaCare’s Taxpayer Financed Publicity
Date: Tuesday, May 22, 2012 1:59:55 PM

Contact:
John Ashbrook 202.228.NEWS
 

ObamaCare’s Taxpayer Financed Publicity
The Obama Administration Is Spending $20 Million Dollars On A
Washington PR Campaign And Sticking Taxpayers With The Tab

 

SEN. MITCH McCONNELL: “Let me suggest that the President spend a little more time trying to do
something about the spending, debt, and gas prices, and a little less time trying to spin the unpopular
things he’s already done—it might require a little more work, but it’s what we need.” (Sen. Mitch McConnell,
5/22/12)
 

$20 Million ‘National Multimedia Education Campaign’
 

“The Centers for Medicare and Medicaid Services has selected Porter Novelli to launch a national
multimedia education campaign mandated by the Affordable Care Act. The contract is worth $20
million.” (“Porter Picked By HHS To Conduct $20m Campaign,” PR Week, 5/18/12)
 

·         “The effort will use media outreach and social media as well as TV, print, radio, and online
advertising.” (“Porter Picked By HHS To Conduct $20m Campaign,” PR Week, 5/18/12)

 

72% Think ObamaCare Will Make Things Worse Or Won’t Help
 

“Americans are less optimistic that the law will improve their family's healthcare situation in the long
run, however. Thirty-eight percent expect the law to make their situation worse, compared with 24%
who say better.” (USA Today / Gallup Poll, 2/20-21/12)
 

·         “Now suppose all of the provisions of the healthcare law go into effect in the next few years. In
the long run, how do you think the healthcare law would affect your family’s healthcare situation?
All Americans: Make better: 24%; Not much difference: 34%; Make worse: 38%.” (USA Today / Gallup
Poll, 2/20-21/12)

 

FLASHBACK
 

$1.9 Million Online ‘Campaign,’ Including A ‘Big Guerilla Campaign Splash’
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“…an estimated $1,908,960 has been spent under the healthcare.gov contract. As such, an estimated
$2,089,968 currently remains. Following is a breakdown of the online ads that we've purchased each
month from October 2010 through February 2011. As you can see, this accounts for $1,435,009 of
the monies spent...” (Ogilvy’s Margo Gillman, Email To HHS’s Julia Eisman, 2/10/11)
 

·         HHS OFFICIAL: “My gut is that the ones we'd really want to push for would be the evergreen
radio PSAs and the videos, potentially one big guerilla campaign splash in a targeted area.” (HHS’s
Jaime Mulligan, Email To HHS Employees, 12/1/10)

 

$3.66 Million Spent On Misleading Medicare Ads
 

“The Andy Griffith ad promoting ObamaCare last year cost taxpayers $3.66 million – including
$404,000 in production – according to records obtained from HHS in a FOIA request earlier this year.”
(“Crossroads GPS Launches Collaborative FOIA Site,” Politico, 3/23/11)
 

·         FACT CHECK: “…the truth is, for millions of seniors, benefits won’t remain the same. As we
wrote most recently last December, about 10 million Medicare Advantage recipients could see
their extra benefits reduced by an average of $43 per month, according to the Congressional
Budget Office.” (“Mayberry Misleads On Medicare,” FactCheck.org, 7/31/10)

 

·         FACT CHECK: “Currently, about 1 in every 4 Medicare beneficiary is enrolled in a Medicare
Advantage plan. For many of them, the words in this ad ring hollow, and the promise that ‘benefits
will remain the same’ is just as fictional as the town of Mayberry was when Griffith played the
local sheriff.” (“Mayberry Misleads On Medicare,” FactCheck.org, 7/31/10)

 
###

SENATE REPUBLICAN COMMUNICATIONS CENTER
202.228.NEWS
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From: Jacobs, Chris (JEC)
To: Jacobs, Chris (JEC)
Subject: Obamacare"s "Out-of-Control Activism"
Date: Monday, June 11, 2012 3:46:44 PM

Writing in the New Yorker, author Ryan Lizza’s latest article examines what a re-elected Barack
Obama might attempt to accomplish in a second term as President.  The piece discusses
immigration, fiscal policy, and energy, but also includes an interesting passage on health care, and
how the Administration might respond should the Supreme Court strike down Obamacare’s
individual mandate, but leave the rest of the law in place:
 

Obama would face a choice: replace the mandate with a new policy or remove the
remaining market reforms.  One option for replacing the mandate is to push the uninsured
into the new system by requiring them to sign up for insurance when applying for other
government services, such as food stamps or school loans.  But the prospects for this sort
of legislation are bleak.  “We looked at this,” a former Obama aide said.  “We thought it was
less constitutional than the mandate.  Among the moderate Democrats, the idea that you
would pass a bill like this is unimaginable.”
 
Whether the Supreme Court overturns the law in part or in full, the White House will need
to respond publicly.  “The strategy is to just go on the offensive and say, ‘Look at Citizens
United, look at the health-care decision, look at Bush v. Gore,” the former aide said.  “We
have an out-of-control activist court….That’s Plan A.  Plan B is nothing.”

 
This passage includes two incredible statements.  First, the Obama Administration has examined the
idea of forcing individuals to prove they purchased government-approved health insurance every
time they interact with public officials – a step not far removed from a “Show Me Your Papers”
requirement on every American citizen.  The fact that the former Administration official quoted in
the piece dismissed such a policy largely on grounds of political expediency – moderate Democrats
in Congress would never vote to enact these requirements – speaks volumes to how far the
Administration may go to compel individuals to obey its commands.
 
Yet the liberals who would require individuals to purchase government-approved health insurance –
and use the full coercive power of the state to enforce such a requirement – are the same
individuals who are prepared to criticize conservatives for “out of control activis[m]” if the Supreme
Court strikes down some or all of Obamacare.  Imposing an unprecedented mandate to purchase a
government-defined product certainly qualifies as activism.  And the Obama Administration’s idea of
forcing citizens to comply with a new “Show Me Your Papers” regime to enforce government-
defined health insurance is out-of-control by any reasonable definition.  That’s why it’s so critical for
the Supreme Court to strike down the individual mandate, and all of Obamacare – not as a measure
of judicial activism, but as a way to impose constitutional restraints on an out-of-control Congress
and executive.
 
Chris Jacobs
Senior Policy Analyst
Joint Economic Committee
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Senate Republican Staff
(202) 224-5171
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From: Jacobs, Chris (JEC)
To: Jacobs, Chris (JEC)
Subject: Obamacare"s "Pro-Choice" Agenda
Date: Friday, October 19, 2012 9:14:23 AM

During a campaign event yesterday in New Hampshire, the President made some interesting
remarks about choice in health care.  Here’s what he said:

I also believe women should make their own health care decisions.  (Applause.)  I know
you’ve got -- and it’s not just Washington that sometimes deals with this issue.  You’ve got a
state legislature up here that sometimes acts like it knows better than women when it
comes to women’s own health care decisions.  My opponent has got the same
approach….Do you think, like, your boss, or your insurance company, or some politician in
Concord or Washington should get control of your health care choices?...The health care
law we passed puts those choices in your hands where they belong.

Some may find the President’s comments slightly ironic – because Obamacare actually takes choices
away from individuals and gives them to politicians and bureaucrats.  Under Obamacare’s
unprecedented mandate, individuals will have to purchase a “bureaucrat-approved” health
insurance policy – or be subjected to billions of dollars in new taxes that will hit the middle class
hard.  And thanks to Obamacare, unelected bureaucrats in the District of Columbia have proposed
outlawing the private market for health insurance entirely – forcing all individuals to go to a
government-run Exchange to purchase coverage.
 
So to bring it all back to where we started, yes, under Obamacare, you can choose any type of
health insurance you like – as long as the President and unelected bureaucrats in Washington
approve.
 
Chris Jacobs
Senior Policy Analyst
Joint Economic Committee
Senate Republican Staff
(202) 224-5171
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From: Jacobs, Chris (JEC)
To: Jacobs, Chris (JEC)
Subject: Obamacare"s "Scary" Impact on the Middle Class
Date: Thursday, October 25, 2012 8:59:08 AM
Attachments: image001.png

In an interview with the Des Moines Register released yesterday, the President claimed that “Obamacare turns
out not to be the scary monster that the other side has painted.”  That’s an interesting claim, given that under
Mr. Obama’s own standards, Obamacare has failed to deliver on its promises to lower costs.
Candidate Obama promised repeatedly that his health plan would CUT premiums by an average of $2,500 per
family.  The Obama campaign also promised that that those reductions would occur within Obama's first term. 
But as the below graph shows, while candidate Obama promised premiums would fall by $2,500 on average,
premiums have risen by $3,065 since Barack Obama was elected President.  In other words, the President’s
broken campaign promise has cost every American family an average of $5,565 per year – yet the President
doesn’t think Obamacare is “scary”.
 
If President Obama truly doesn’t believe that forcing struggling families to pay an additional $5,000-plus in
health care premiums because Obamacare failed to deliver is “scary,” then it’s worth asking how out of touch
this President has truly become.
 
Chris Jacobs
Senior Policy Analyst
Joint Economic Committee
Senate Republican Staff
(202) 224-5171
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From: Jacobs  Chris (JEC)
To: Jacobs  Chris (JEC)
Subject: Obamacare"s Big Winners: Government Bureaucrats
Date: Monday, June 18, 2012 3:42:43 PM
Attachments: image001.png

Last week we summarized the release of the Medicare actuary’s annual projections for health care spending in the coming
decade.  However, there’s one nugget in the report that initially skipped our attention – which is the fact that by far the greatest
growth in health care spending comes from the category devoted to government administration.  As the chart below
demonstrates, the actuary’s report estimates health spending in 24 distinct categories, and spending on government
administration outclasses them all:
 

A 12.3% increase in 2011 – the only double-digit increase, and more than twice the next-highest growth rate (5.8%)
among health spending sub-categories
An 11.0% increase this year – again, the only projected double-digit increase, and nearly four percentage points higher
than the next-fastest growing sub-category
A 6.3% increase in 2013 – the second-fastest growing sub-category of health care spending
A whopping 11.7% increase in 2014, the year Obamacare’s mandate and Exchanges take effect – the fastest-growing
sub-category of health spending

 
In three of the first four years of Obamacare, government spending will be the fastest growing segment of health costs –
and in the fourth year, government spending will be the second-fastest growing segment.

Given this record, some may find particularly ironic this quote from this morning’s Wall Street Journal regarding the French
elections: Socialist President Francois Hollande “may have to shelve some of his costly proposals – such as hiring 12,000 civil
servants a year.”  Last week’s report from the Medicare actuary demonstrates the Obama Administration has shown no similar
compunction to stop hiring new bureaucrats and spending more money on government as it attempts to implement its 2700-
page health care law.  Or, to put it another way, thanks to Obamacare, public sector bureaucrats are doing just fine.
 
 

 
Chris Jacobs
Senior Policy Analyst
Joint Economic Committee
Senate Republican Staff
(202) 224-5171
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From: Jacobs, Chris (JEC)
To: Jacobs, Chris (JEC)
Subject: Obamacare"s Cartels Raising Health Care Costs
Date: Thursday, August 30, 2012 12:36:47 PM

Two articles in the past week have demonstrated the impact of Obamacare on health care
professions, and the bottom line for millions of struggling American families.  First, the Washington
Post profiled two recent mergers – one among insurers, another among assisted living facilities –
noting that “the health care industry is increasingly turning to consolidation as a way to cope with
smaller profit margins and higher compliance costs that many anticipate when the federal
government’s health care reforms under [Obamacare] take effect.”  One analyst noted that “the
regulatory limitations on their margins mean that to drive profitability, they need to get leverage on
[administrative costs]….In order to do that, they need to be bigger.”
 
The another article, this one in the Wall Street Journal, highlighted how bigger does NOT mean
better for patients.  The article began with the story of a Nevada patient whose echocardiogram bill
rose from $373 to a whopping $1,605 in the space of six months.  The same procedure – performed
in the same office, by the same cardiologist – quadrupled in price simply because the cardiologist’s
practice had been bought out by a hospital system, which used the change in ownership to extract
higher prices from insurers.  The Journal notes the increasingly common nature of the practice:

With private insurers, hospital systems with strong market heft can often negotiate higher
rates for physician services than independent doctors get. The differential varies widely,
anywhere from 5% or less to between 30% and 40%, industry officials say.  The bounce can
be far greater: Blue Shield of California said that after one group of physicians based in
Burlingame, Calif., came under the umbrella of the powerful Sutter Health system in 2010,
its rates for services increased about 140%.  The insurer said it saw a jump of approximately
95% after a Santa Monica, Calif., group became part of the UCLA Health System in January
2011.

Summing up then: Thanks to Obamacare, hospitals, insurers, and physicians feel the need team up –
in an attempt to gang up on patients and charge the highest possible prices, raising costs rather than
lowering them.  Call this many things, but do NOT call it “reform.”
 
Chris Jacobs
Senior Policy Analyst
Joint Economic Committee
Senate Republican Staff
(202) 224-5171
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From: Jacobs, Chris (RPC)
To: Jacobs, Chris (RPC)
Subject: Obamacare"s Effects: Rising Premiums, Fewer Jobs
Date: Wednesday, August 03, 2011 11:20:11 AM

A study of employers released by Mercer yesterday yielded interesting results about the health care
law.  More than a quarter of employer respondents said their costs would rise by at least 3% in 2014
thanks to Obamacare’s new mandates and requirements – 15% said the increase would be more
than 5%, and a further 13% said their costs would rise by about 3-4%.  And a further 29% haven’t yet
calculated how much the law will increase their firms’ costs, meaning the numbers cited above likely
will rise in future surveys.  That Obamacare will raise premium costs for businesses – even though
candidate Obama repeatedly promised that premiums would go DOWN by an average $2,500 per
family – shows once again how the law is not meeting its promises. 
 
Worse yet, the Mercer survey also reveals one way in which the law will REDUCE jobs for the
American economy, rather than creating the 4,000,000 jobs that then-Speaker Pelosi promised.  The
survey found that more than a quarter of firm respondents (28%) currently cannot afford to provide
coverage to some or all of their part-time workers who work more than 30 hours per week, as
Obamacare requires.  And how do these affected firms plan to respond to Obamacare’s new
mandate to provide insurance to all employees working more than 30 hours per week?  Half (50%)
plan to “change their workforce strategy” so that fewer workers work more than the 30 hours
per week that triggers the new Obamacare requirements.  That means fewer opportunities for
individuals to work more hours they need to get ahead in this struggling economy.
 
One small business owner testified before Congress last week about the way in which Obamacare is
distorting economic decision-making for businesses, discouraging them from hiring new workers and
encouraging them to lay off existing ones:
 

Up until the passage of health reform, our plan had been that after October 2011 (this
October), my wife and I would have entirely paid off the debt on our business for that
purchase.  We have long anticipated and planned for the day when we could spend the
money we were using to pay off this debt to expand our business and branch out further.
 For my entire career, I have been working to become financially independent but now I face
a very uncertain future.  I fear that everything I’ve worked for will be for naught.
 
The new health care law has wrecked our plans to grow our business and create jobs.  We
are already taking steps to downsize our team in anticipation of the full weight of the law’s
burden which will affect me most heavily in 2014.  My new focus, unfortunately, is on how
to have the leanest workforce possible and, even more dismaying, my worries about the
very survival of our business are emblematic of the reactions of millions of small businesses
throughout our nation.  I cannot imagine that this is what the President and Congress
intended, particularly as they continue to try to pull our country out of a recession and
reduce the unemployment rate.  But intentions aside, it is the reality that they have created
for us; it is the reality facing the very entrepreneurs that our nation needs to create the jobs
to get our economy back on track.
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Ironically enough, at his press conference regarding the debt ceiling yesterday President Obama
asked “What are we going to do for the single mom who’s seen her hours cut back…?”  Based on
the Mercer survey, and the testimony noted above, one of the best things we could do to get that
single mom more hours would be to repeal Obamacare, and particularly its destructive mandates on
business.
 
Chris Jacobs
Health Policy Analyst
Republican Policy Committee
(202) 224-2946
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From: Jacobs, Chris (JEC)
To: Jacobs, Chris (JEC)
Subject: Obamacare"s Fiscal Damage Comes Out of the Woodwork
Date: Tuesday, July 31, 2012 12:33:05 PM

Following last week’s release of CBO’s re-estimate of the health law in light of the Supreme Court’s
ruling, it’s worth digging into the new numbers a bit more to examine the Congressional Budget
Office’s assumptions, one of which is the “woodwork effect.”  “Woodworking” refers to uninsured
individuals who were already eligible for Medicaid, but who will now come “out of the woodwork”
and finally apply for benefits – due to the individual mandate, publicity surrounding the law, new
efforts to streamline enrollment processes, etc.  Last week CBO revealed for the first time its belief
that the “woodwork effect” will comprise more than one million more individuals, and a greater
percentage of the newly enrolled, than the Medicare actuary had previously asserted.
 
In its updated analysis, CBO assumes that due to the Court ruling, “about one-fifth of the people
who would have been eligible for Medicaid in the absence of the [law] and were, in prior estimates,
projected to enroll will no longer enroll in Medicaid.”  Elsewhere in the same report, CBO concludes
that these individuals – those who would have been attributed to the “woodwork effect,” but will
now not enroll due to the Court ruling – comprise about one-quarter of “the 6 million people who
will not have Medicaid coverage in 2022 as a result of the Court’s decision.”  These numbers allow
for some simple extrapolations:
 

·         CBO assumes the Court ruling will reduce the “woodwork effect” by 1.5 million individuals (6
million times one-quarter);

·         CBO originally assumed the “woodwork effect” would result in 7.5 million previously eligible
individuals enrolling in Medicaid (1.5 million divided by one-fifth), but now believes the
effect will result in 6 million previously eligible individuals joining Medicaid in light of the
Court’s ruling (7.5 million minus 1.5 million); and

·         In their March 2012 analysis prior to the Court ruling, CBO assumed that the newly eligible
would constitute at least 9.5 million enrollees – 17 million total newly enrolled in Medicaid,
minus 7.5 million already eligible for Medicaid but new-to-enroll thanks to the law.  (The “at
least 9.5 million” designation reflects the fact that some states who had previously expanded
their Medicaid population above 138 percent of poverty may now shrink their programs to
be consistent with the new federal guidelines, causing some individuals currently eligible for
Medicaid to lose coverage.)

 
Conversely, the Medicare actuary has predicted a much smaller “woodwork effect.”  In his annual
Medicaid actuarial report in March, he claimed that of his estimate of 25.9 million new Medicaid
enrollees in 2022, “82 percent are projected to be newly eligible (that is, eligible only under the new
rules beginning in 2014), while 18 percent are projected to be eligible under the current Medicaid
rules.  This latter group is expected to enroll in Medicaid as a result of the new assistance that will
be available through the simplified enrollment process, the health insurance exchanges, and the
publicity associated with the expansion of eligibility.”  This means that the Medicare actuary
estimated a total “woodwork effect” of 4.7 million enrollees (25.9 million times 18 percent) –
several million beneficiaries less than CBO’s initial 7.5 million estimate.  It also means that the
actuary estimated that of the 25.9 million total new enrollees, 21.2 million (25.9 million times 82
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percent) will be those newly eligible for Medicaid.  (Note that all these estimates from the Medicare
actuary came before the Supreme Court ruling, and may well be reduced as a result of same.) 

The size and scope of the “woodwork effect” is a critical worry for states.  While states will receive
the law’s new enhanced Medicaid federal match for newly eligible individuals, states will receive
only their existing federal match rate – which could be as much as 50 percentage points lower – for
those who are already eligible but use the 2014 “Big Bang” as a reason to sign up.  The fact that CBO
projects millions more will enroll due to the “woodwork effect” is not a good sign for state budgets
struggling to cope with their existing fiscal crises – to say nothing of the additional crisis placed upon
the states by Obamacare.
 
Chris Jacobs
Senior Policy Analyst
Joint Economic Committee
Senate Republican Staff
(202) 224-5171
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From: Jacobs  Chris (RPC)
To: Jacobs  Chris (RPC)
Subject: Obamacare"s Lake Wobegon Effect
Date: Thursday, December 08, 2011 3:03:40 PM

Just before Thanksgiving, the Kaiser Family Foundation released a study of the new Medicare Advantage
demonstration program, and the effect it will have on plans for 2012.  Two facts in the report illustrated how what
the Administration has called a demonstration program really amounts to a massive waiver program, intended to
ensure seniors don’t lose their Medicare Advantage plan before next year’s presidential election.  First, the Kaiser
study noted that 91% of plans will receive quality bonus payments.  Just as in Lake Wobegon, virtually every MA plan
is above average when it comes to receiving quality bonuses under the demonstration program.
 
Second, a whopping 96% of the bonus payments being made in 2012 – nearly $3 billion worth – come from the
demonstration program the Administration imposed unilaterally, and not from the much smaller quality bonus
program created in Obamacare.  The below chart shows the disparity in size:  One insurer is projected to receive
$547 million in bonuses from the demonstration program this year, compared to a paltry $6 million from
Obamacare’s bonus program.
 
The Associated Press has previously reported on the demonstration program, and raised questions that the entire
effort is a political stunt designed to ensure that seniors do not lose their Medicare Advantage plan as the President
runs for re-election.   Even Democrats told AP that the demonstration amounts to a massive Obamacare waiver
project, and was implemented because Medicare “could not tolerate dislocation, given the political climate.”  The
Kaiser report’s conclusions that virtually all plans will receive bonuses, and that the bonuses created by Obamacare
are dwarfed by the massive demonstration project, further illustrate how the demonstration program represents an
effort to offer insurers billions of taxpayer dollars, in the hopes that carriers will not drop their Medicare Advantage
coverage during an election year.
 
One final point:  Keep the below chart handy for the next 12 months.  If the Administration attempts to make insurer
profits an issue during next year’s election campaign (does anyone think that might just happen?), pull this chart out
and ask them why they decided to funnel billions of dollars more in “bonuses” to those same insurers, in a thinly
veiled attempt to squelch dislocation and dissent during the President’s re-election campaign.
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Chris Jacobs
Health Policy Analyst
Republican Policy Committee
(202) 224-2946
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From: Jacobs, Chris (RPC)
To: Jacobs, Chris (RPC)
Subject: Obamacare"s Latest Waiver Program
Date: Tuesday, July 05, 2011 9:23:21 AM

Late Friday afternoon, CMS released several draft payment rules for calendar year 2012.  Included
among the 2012 payment regulations was the outpatient hospital proposed rule.  That regulation
includes what The Hill described as a waiver program for certain physician-owned hospitals.  While
Obamacare prevents most physician-owned hospitals from expanding (and prohibits the
construction of new facilities), the regulation provides a process for facilities to seek exemptions to
that expansion ban.
 
CMS’ establishment of this latest waiver program makes it a good time to highlight all the other
entities who have already asked for or received waivers from portions of Obamacare:
 

Unions:  As we’ve previously reported, nearly half of the 3.2 million individuals in plans
receiving waivers from the onerous new mandates on annual and lifetime limits are
members of union plans.  There has been no official explanation from the Administration
why so many recipients of this exemption belong to union plans.  However, Vice President
Biden shed some light on this issue over the weekend, when he told a Teamsters rally that
“Any of you guys vote Republican…don’t come to me if you do.  You’re on your own,
Jack!”
AARP:  Recent press coverage has highlighted the fact that AARP’s lucrative insurance
business was exempted from many of the law’s mandates – even though AARP claims it
never wanted to receive the exemption in the first place.
Nursing Homes:  The New York Times recently reported that the nursing home industry –
which supported Obamacare when it passed – is “working with the Administration to figure
out if there is some accommodation that can be made” when it comes to exempting nursing
homes from the costly employer mandate.
States:  A total of 12 states have already applied for waivers from the medical loss ratio
provision – three have been granted, with another nine state applications pending – on the
grounds that the regulations will cause insurance carriers to leave the marketplace.
Insurance Brokers:  On Thursday the National Association of Insurance Commissioners task
force recommended that insurance agent and broker commissions be removed from the
calculation of medical loss ratio.  Due to Obamacare’s new medical loss ratio requirements,
broker commissions have been cut so drastically that some agents have lost their jobs –
undermining Speaker Pelosi’s claim that the law would create 4 million new jobs.

 
All these developments raise one obvious question:  If Obamacare is so good, why are so many
individuals requesting waivers from it – and why is the Administration granting them?
 
Chris Jacobs
Health Policy Analyst
Republican Policy Committee
(202) 224-2946
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From: Jacobs, Chris (RPC)
To: Jacobs, Chris (RPC)
Subject: Obamacare"s Latest Waiver Program: Seniors Can Keep Their Plan -- For Now...
Date: Thursday, September 15, 2011 10:40:20 AM

This morning the Administration is attempting to tout projected increased enrollment in Medicare
Advantage for 2012 as evidence that Obamacare won’t result in harm for Medicare beneficiaries. 
But in reality, it’s more a reflection of the Administration making a political calculation to avoid the
worst effects of Obamacare taking effect during the President’s re-election campaign.
 
The Associated Press previously reported on what amounts to a round of temporary Obamacare
waivers granted by the Administration – this one to seniors in Medicare Advantage.  The “reprieve”
granted by the Administration comes in the form of a multi-billion dollar demonstration project –
FAR larger and broader than any prior demonstration program – to pay “bonuses” that mitigate the
effects of Obamacare’s damaging Medicare Advantage cuts.  It’s these bonus payments – which
were NOT included in Obamacare, and were created unilaterally by CMS as an attempt to stifle
political opposition to the law – that are keeping plans from raising premiums and dropping
coverage for seniors.
 
The AP story earlier this year noted that this waiver/bonus program “could head off service cuts that
would have been a [political] headache for Obama and Democrats in next year’s elections.”  Even a
former Democrat staffer who worked in the Clinton Administration admitted that the effort
amounted to a political stunt: “It’s fair to say that [Medicare] could not tolerate dislocation,
given the political climate.”
 
The Congressional Budget Office and the Medicare trustees STILL project that millions of seniors will
lose their Medicare Advantage plans thanks to Obamacare.  But when do both CBO and the
Medicare trustees think enrollment in Medicare Advantage will decline, meaning seniors will
start losing their plans?  Beginning in 2013 – right after President Obama runs for re-election.  So
for millions of Medicare beneficiaries, the mantra becomes “If you like your current plan, you can
keep it – until after November 2012.”
 
Many may view the latest round of waivers for seniors as a mere continuation of the backroom
deals that epitomized Democrats’ unpopular 2700-page health care law – and a further example of
Democrats playing politics with Medicare ahead of President Obama’s re-election campaign.
 
Chris Jacobs
Health Policy Analyst
Republican Policy Committee
(202) 224-2946
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From: Jacobs, Chris (RPC)
To: Jacobs, Chris (RPC)
Subject: Obamacare"s Mandate: Worst. Policy. EVER!
Date: Wednesday, January 04, 2012 1:21:51 PM

So perhaps the title is a slight exaggeration, but nevertheless a recent article by Paul Starr justifies
the reference to the catchphrase made popular by Jeff Albertson.  As background, Starr is a
prominent liberal who worked in the Clinton White House on the ill-fated Hillarycare proposal (so
he knows unpopular and ill-fated policy whereof he speaks). 
 
Starr notes Obamacare’s mandate is 1) politically unpopular, 2) likely to be so weak as to invite non-
compliance, and 3) placing the entire statute in danger of being struck down by the Supreme Court. 
He calls the mandate “a political as well as a legal miscalculation,” one that “put at unnecessary risk
[Democrats’] most significant domestic achievement of the past three years.”  Starr adds that “No
other provision could have provided as effective a basis for both the legal challenges to the law and
the political campaigns against it.…Public opinion [has been] focused on the least popular aspect of
[Obamacare], dragging down overall support and maintaining the high-intensity opposition to the
law on the right.”  His ultimate conclusion:
 

Democrats managed to get themselves the worst possible result: a law that enflames the
opposition on the basis of overreaching federal power but may not work in practice because
there is no real power behind it.  Whether or not the Court strikes it down, the individual
mandate has been one of the most serious political and policy mistakes of recent
decades.

 
Two years ago, former Speaker Pelosi famously said we had to pass the bill to find out what’s in it. 
This latest article highlights how even liberals are finding out what’s in the bill, and discovering that
they don’t like it either.
 
Chris Jacobs
Health Policy Analyst
Republican Policy Committee
(202) 224-2946
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From: Jacobs, Chris (RPC)
To: Jacobs, Chris (RPC)
Subject: Obamacare"s Mandates and Pre-Existing Conditions
Date: Thursday, January 05, 2012 2:24:46 PM

Tomorrow is the deadline for the first round of briefs in the Supreme Court arguments over
Obamacare; various briefs will continue to be filed between now and oral arguments in March.  But
we got a preview of the tortured logic we’re likely to see from Democrats over Obamacare’s
individual mandate when the liberal AARP filed an early amicus brief just before Christmas.  AARP
claimed that Obamacare’s mandate is justified because for individuals with chronic conditions,
“even when they can get a policy, it frequently contains an exclusion for the pre-existing or chronic
condition, leaving many without adequate insurance for the very health problems they are most
likely to encounter.” 
 
This assertion is particularly ironic, given that 1) AARP itself discriminates against people with pre-
existing conditions, slapping waiting periods on sick individuals who apply for its lucrative Medigap
policies, and 2) AARP admits in its brief that it did NOT act to end this discrimination against people
with pre-existing conditions in Obamacare, as none of the organization’s “six key priorities” for
health “reform” involved accepting all Medigap applicants, regardless of health status.  (It’s also
noteworthy that AARP’s “Statement of Interest” in the amicus brief didn’t mention that the
organization could receive over $1 billion in new profits thanks to Obamacare.)
 
All this is to point out that Democrats’ hands are FAR from clean when it comes to pre-existing
conditions and insurance regulations, for several reasons.  First, Obamacare did NOT extend all these
“essential” insurance reforms to the Medigap marketplace, as noted above.  Second, as we pointed
out in October (see also below), the Administration proposed all types of discriminatory actions
against people with pre-existing conditions when it came to the CLASS Act, because they do not
have the political wherewithal to advocate mandatory participation in the program.
 
Former Obama Budget Director Peter Orszag has endorsed a federally-imposed mandate to
participate in long-term care insurance, as have other liberal bloggers.  The Justice Department
likewise conceded in a Pennsylvania courtroom that mandatory long-term care insurance would be
constitutional.  But Democrats in Congress dare not publicly advocate that “solution.”  Even as some
Democrat Members argue that the Administration’s failure to find a way forward to make the
voluntary program solvent “is proof that individual insurance mandates…all work,” they refuse to
endorse the policy themselves.
 
So as the briefs get filed in coming weeks, be ready for some side-stepping by the Administration on
how CLASS discriminated against people with pre-existing conditions, or whether mandatory
participation in the program might be a “solution” to its fiscal woes.  Call that a not-so-subtle hint
that if the Supreme Court ever rules Obamacare’s health insurance mandate constitutional, more
federal mandates – to participate in CLASS, or engage in other activities – will likely follow in short
order.
 
Chris Jacobs
Health Policy Analyst
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Republican Policy Committee
(202) 224-2946
 
 
From: Jacobs, Chris (RPC) 
Sent: Tuesday, October 25, 2011 10:21 AM
To: Jacobs, Chris (RPC)
Subject: Kathleen Sebelius: Just Another Insurance Salesman
 
Amidst all the attention given to the CLASS Act since HHS’ decision to shelve the program, one
interesting element not drawing much attention is what all the possibilities HHS explored to make
the program solvent have in common – they all represent insurance industry tactics condemned by
Democrats.  Given that Secretary Sebelius frequently alleges that Obamacare ended “the insurance
industry’s worst abuses,”* it’s worth pointing out that the Department’s report on the program
revealed just how HHS and Secretary Sebelius proposed reinstating each and every one of those
“insurance industry abuses” with respect to the CLASS Act:
 

Pre-Existing Condition Exclusions:  Page 39 of the report talks about proposals that would
“impose a fifteen-year waiting period for the receipt of benefits on enrollees” with pre-
existing conditions at the time of enrollment.  By point of comparison, health insurers can
only impose a pre-existing condition waiting period of only 18 months – not the fifteen
years proposed by HHS.
 
Limited Benefits:  Page 40 of the report talks about a proposal to “provide a very low
benefit amount to individuals who become eligible for benefits in the first twenty years
after enrollment.”  Only after two decades would enrollees qualify for the $50 daily
benefit provided for in the statute.
 
“Unreasonable” Premium Increases:  Much of the report discusses imposing annual
premium increases on enrollees, even though that is not explicitly provided for in the
statute.  The memo to Secretary Sebelius accompanying the CLASS report notes that
modeled premiums ranged “between $235 and $391 dollars [sic] a month, and may cost as
much as $3,000 per month.”  Additionally, page 44 of the report notes that “the Secretary
and the Board might conclude that…the reasonable premium increases…are inadequate to
avoid insolvency.”  In other words, premiums would start out at a high level, increase every
year – and an “unreasonable” premium spike would be possible, even probable.
 
“Cherry Picking:”  The former CLASS actuary told the Associated Press that the program
could be made solvent.  However, the actuary’s ideas “would involve marketing the plan
first to groups of primarily healthy people, and also possibly requiring those in poor health
to wait longer before they could receive benefits.”

 
In other words, in an ultimately futile attempt to make CLASS solvent, the Obama Administration
attempted to employ the exact same types of “sleazy” insurance industry practices Democrats have
so frequently, and vociferously, derided – throwing up obstacles so that the sickest patients would
not be able to benefit from CLASS.  These developments raise some interesting questions for HHS:
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·         Does Secretary Sebelius plan to give her own Department an Obamacare waiver, for trying
to sell limited benefit policies under CLASS?

·         Will HHS put CLASS on the “naughty list” of insurance plans with “unreasonable” or
“unjustified” premium increases, given the way in which premiums were virtually
guaranteed to skyrocket under the program?

·         Given that CLASS was subject to spiraling premium increases, will HHS stop accusing carriers
who need to raise premiums due to Obamacare’s costly insurance mandates for spreading
“misinformation?”

 
It’s not a surprise that HHS had to go to such lengths to salvage the CLASS program; the non-
partisan Medicare actuary knew from Day One the plan wouldn’t work, and even Budget Committee
Chairman Conrad called the program a “Ponzi
scheme of the first order.”  But the larger point is this:  Whether due to self-righteous indignation,
political posturing, or both, liberal Democrats have always found it easy to criticize health insurers –
which is why Secretary Sebelius’ biography claims that Obamacare will end “the insurance industry’s
worst abuses.”  However, having now proposed engaging in every single one of those “abuses”
herself, perhaps the Secretary and the Obama Administration will act with a bit more humility when
it comes to having politicians criticize, and bureaucrats micro-manage, private sector actors in
health care.
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From: Jacobs, Chris (RPC)
To: Jacobs, Chris (RPC)
Subject: Obamacare"s Medicare Dis-Advantage
Date: Wednesday, November 30, 2011 11:39:58 AM

Democrats will likely attempt to trumpet a GAO report released today regarding Medicare
Advantage enrollment for 2011 as claiming that the Medicare Advantage program will be unaffected
by Obamacare.  (The report is not yet online, but should be posted here in the coming hours.) 
While Democrats’ newfound interest in the Medicare Advantage program is certainly welcome, if
perhaps a tad cynical, the claims are both incomplete and misleading.  First, less than one percent of
Obamacare’s cuts to MA actually went into effect in 2011, according to the Congressional Budget
Office.  Second, as the Associated Press previously reported, Medicare Advantage figures for 2012
are likely to be skewed due to bonuses paid out by a temporary, multi-billion dollar
demonstration/waiver program – one that even Democrats admitted was implemented because
Medicare “could not tolerate dislocation, given the political climate.” (See our full write-up of this
issue from back in September below my signature.)  In other words, the Medicare Advantage
program is NOT immune from Obamacare cuts – it merely won a temporary reprieve while the
President campaigns for re-election.
 
As we previously reported, both CBO and the Medicare trustees found that Medicare Advantage
enrollment is still projected to decline, just that enrollment won’t start falling until 2013, after the
President runs for re-election. (Think that timing is a coincidence?)  Another report released last
month also demonstrated how Medicare Advantage plan enrollment will decrease across the
country thanks to Obamacare.  The study found that Medicare Advantage enrollment will be cut in
half by 2017 thanks to Obamacare, and that plan choices will be reduced by two-thirds, with an
average of almost 18 fewer MA plans being offered in each county.
 
As Speaker Pelosi recently admitted, Democrats “took a half a trillion dollars out of Medicare in
[Obamacare], the health care bill” to pay for more unsustainable new entitlements.  The idea that
this level of payment reductions will not have an effect on beneficiaries defies logic.  And given that
this month’s Kaiser Family Foundation health tracking poll found that only 22 percent of Americans
believe Obamacare will make Medicare better off – an all-time low – the American people don’t
seem to be buying this fiscal sleight-of-hand either.
 
Chris Jacobs
Health Policy Analyst
Republican Policy Committee
(202) 224-2946
 
From: Jacobs, Chris (RPC) 
Sent: Thursday, September 15, 2011 11:40 AM
To: Jacobs, Chris (RPC)
Subject: Obamacare's Latest Waiver Program: Seniors Can Keep Their Plan -- For Now...
 
This morning the Administration is attempting to tout projected increased enrollment in Medicare
Advantage for 2012 as evidence that Obamacare won’t result in harm for Medicare beneficiaries. 
But in reality, it’s more a reflection of the Administration making a political calculation to avoid the
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worst effects of Obamacare taking effect during the President’s re-election campaign.
 
The Associated Press previously reported on what amounts to a round of temporary Obamacare
waivers granted by the Administration – this one to seniors in Medicare Advantage.  The “reprieve”
granted by the Administration comes in the form of a multi-billion dollar demonstration project –
FAR larger and broader than any prior demonstration program – to pay “bonuses” that mitigate the
effects of Obamacare’s damaging Medicare Advantage cuts.  It’s these bonus payments – which
were NOT included in Obamacare, and were created unilaterally by CMS as an attempt to stifle
political opposition to the law – that are keeping plans from raising premiums and dropping
coverage for seniors.
 
The AP story earlier this year noted that this waiver/bonus program “could head off service cuts that
would have been a [political] headache for Obama and Democrats in next year’s elections.”  Even a
former Democrat staffer who worked in the Clinton Administration admitted that the effort
amounted to a political stunt: “It’s fair to say that [Medicare] could not tolerate dislocation,
given the political climate.”
 
The Congressional Budget Office and the Medicare trustees STILL project that millions of seniors will
lose their Medicare Advantage plans thanks to Obamacare.  But when do both CBO and the
Medicare trustees think enrollment in Medicare Advantage will decline, meaning seniors will
start losing their plans?  Beginning in 2013 – right after President Obama runs for re-election.  So
for millions of Medicare beneficiaries, the mantra becomes “If you like your current plan, you can
keep it – until after November 2012.”
 
Many may view the latest round of waivers for seniors as a mere continuation of the backroom
deals that epitomized Democrats’ unpopular 2700-page health care law – and a further example of
Democrats playing politics with Medicare ahead of President Obama’s re-
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From: Jacobs, Chris (RPC)
To: Jacobs, Chris (RPC)
Subject: Obamacare"s New Paperwork Tax...?
Date: Friday, November 18, 2011 10:24:20 AM

Earlier this week a television station in Alabama reported on the latest implication of the health
“reform” law:

Many people who are patients of Huntsville Hospital's doctors or facilities have contacted
WHNT News 19 about a new, $25 annual fee.  Those who've emailed us say they do not
understand why they are being asked to pay this fee on top of their co-pays.

We talked to Huntsville Hosptial's Vice President of Communications and Marketing, Burr
Ingram.  Ingram says the fee comes down to a huge increase in paperwork.  Ingram says
President Obama's Health Care Reform Bill has buried doctors under mountains of new
forms.   He says that means increased costs to the doctors to hire people to do all that
paperwork.

It’s little wonder that doctors – to say nothing of other medical providers, and all Americans – have
been “buried under mountains of new forms:” Just since last March, Obamacare has resulted in
over 10,000 pages of regulations and notices in the Federal Register, with more being added
every day.  And as the staff at Huntsville Hospital well know, the cost of complying with all these
new mandates amounts to a paperwork tax – over and above the nearly $800 billion in higher taxes
the law imposed, to generate the revenue necessary to fund Obamacare’s massive new
entitlements.
 
Last year, former Speaker Pelosi famously said we had to pass the bill to find out what’s in it.  Every
time people in Huntsville visit the doctor, they’re finding out what Obamacare means for them – and
they won’t much like the consequences.
 
Chris Jacobs
Health Policy Analyst
Republican Policy Committee
(202) 224-2946
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From: Jacobs, Chris (RPC)
To: Jacobs, Chris (RPC)
Subject: Obamacare"s Next Phase: Pay for Rationing...?
Date: Monday, January 23, 2012 11:41:51 AM

The New Yorker’s Ryan Lizza is out with an extended feature article chronicling key moments of the
Obama presidency, based in large part on a review internal White House memoranda not publicly
released.  The piece features several enlightening vignettes related to health care, including one
regarding a proposal never broached in public:  “In January, 2010,… [OMB Director Peter] Orszag
and Ezekiel Emanuel, the chief of staff’s brother and a health-care adviser, recommended that the
government pay federal employees to participate in a pilot program to study the most effective
treatments for patients.”
 
Many would argue that, based upon the policy description included in the article, this policy would
represent the worst of both worlds – giving already-overpaid federal bureaucrats additional
dollars to sign away their right to access treatments that the government might deem too
expensive.  But what did President Obama think of it?
 

Unfortunately I think the political guys are right about how it would be characterized.  Let’s
go back at it in future years, when the temperature on health care and the economy has
gone down.

 
Sadly, this desire to restrict access to treatment is consistent with the President’s prior history –
along with the positions of the advisors who proposed it.  In a famous 2009 New York Times
interview, the President called for a “difficult democratic conversation” about what he perceived as
too much spending on end-of-life care.  Orszag was one of the prime architects of Obamacare’s
IPAB, which he admitted will have “an enormous amount of potential power” and “the largest
yielding of sovereignty from the Congress” in nearly a century.  And Emanuel offered the infamous
chart for prioritizing scarce medical resources, in a journal article in which Emanuel admitted that
his system “discriminates against older people….[However,] age, like income, is a ‘non-medical
criterion’ inappropriate for allocation of medical resources.” 
 
As indicated by the quotes above, this Administration has shown a proclivity towards reductions in
health spending based upon cost-effectiveness – as well as a willingness to grant bureaucrats
virtually unlimited power in the process.  The article confirms all those beliefs, while at the same
time showing yet another way in which the Administration would use government bureaucrats to
restrict access to treatments.  Federal workers – and the American people – should take note.
 
Chris Jacobs
Health Policy Analyst
Republican Policy Committee
(202) 224-2946
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From: Jacobs, Chris (RPC)
To: Jacobs, Chris (RPC)
Subject: Obamacare"s Night of the Living Dead
Date: Tuesday, October 11, 2011 11:30:10 AM

Three weeks before Halloween, the Associated Press brings real-life stories of zombies – zombies
created by Obamacare.  Specifically, the CLASS Act Ponzi scheme is being called “the zombie in the
budget,” a program that has taken on characteristics of the “un-dead:”  “It's a long-term care plan
the Obama administration has put on hold, fearing it could go bust if actually implemented.  Yet
while the program exists on paper, monthly premiums the government may never collect count as
reducing federal deficits.”  Even the Administration itself can’t figure out whether the program is
alive or dead – it claims it hasn’t killed the program, but that it’s an “open question” whether it will
go forward.  So the CLASS Act staggers about, not quite alive, not quite dead, haunting the federal
budget just like a movie monster.
 
We’ve written previously about the frightful characteristics of earlier versions of Obamacare, but
the CLASS program may top them all.  It is after all a program so fiscally unsustainable that even the
Obama Administration – which has brought the American people trillion-dollar deficits as far as the
eye can see – doesn’t think is responsible to implement.  But the real question is, who – and how –
did this “zombie” program get created in the first place, and why didn’t the Obama Administration
speak out about its unsustainable nature back then?
 
Chris Jacobs
Health Policy Analyst
Republican Policy Committee
(202) 224-2946
 
INSIDE WASHINGTON: 'Zombie' program cuts deficit
By RICARDO ALONSO-ZALDIVAR, Associated Press – 1 day ago 
WASHINGTON (AP) — They're calling it the zombie in the budget.
It's a long-term care plan the Obama administration has put on hold, fearing it could go bust
if actually implemented. Yet while the program exists on paper, monthly premiums the
government may never collect count as reducing federal deficits.
Real or not, that's $80 billion over the next 10 years.
The Community Living Assistance Services and Supports program, CLASS for short, may
just keep lurching along indefinitely. It would join other peculiar creatures of the federal
budget such as "trust funds" that are actually more like IOUs and Medicare cuts that can be
counted twice.
"It's a gimmick that produces phantom savings," said Robert Bixby, executive director of the
Concord Coalition, a nonpartisan group that advocates deficit control..
"That money should have never been counted as deficit reduction because it was supposed to
be set aside to pay for benefits," Bixby added. "The fact that they're not actually doing
anything with the program sort of compounds the gimmick."
The program was created under President Barack Obama's health care overhaul, and arguably
provided much of the 10-year, $143 billion in savings claimed under the law. But now some
Capitol Hill aides have dubbed CLASS a "budget zombie."
The administration recently asked Congress to hold off on money for implementing CLASS
as it tries to find a way to make it solvent for the long run. The chief financial expert for
CLASS left the government, saying the program's staff was abruptly reassigned.
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CLASS was a priority of the late Democratic Sen. Edward M. Kennedy of Massachusetts,
who envisioned a voluntary, long-term care insurance plan sponsored by the government,
without the overhead costs of private insurers, or the rigorous pre-screening they require.
CLASS beneficiaries would pay an affordable monthly premium while they were healthy and
working. In exchange, they could collect a modest daily cash benefit if they became disabled.
Congress included CLASS in the health care law, specifying it must be self-sustaining.
Kennedy's idea was to give families some financial breathing room. The burden of long-term
care is growing. Most families cannot afford to hire a home health aide for a frail elder, let
alone pay nursing home bills. Long-term care is usually provided by family members, often a
spouse who may also have health problems.
But a central design flaw dogged CLASS from the beginning. Unless large numbers of
healthy people willingly sign up during their working years, soaring premiums driven by the
needs of disabled beneficiaries would destabilize it, eventually requiring a taxpayer bailout.
The main reason the program produced budget savings in its first 10 years was a rule that
enrollees pay in for at least five years before collecting benefits.
The chairman of the House subcommittee that oversees money for Health and Human
Services says the administration is playing a shell game.
"They've shelved it, but they're keeping it around," said Rep. Denny Rehberg, R-Mont. "The
only logical reason I can see is that they need the money — even though there is no money
there — to make Obamacare work."
Absolutely not, says the administration.
"We are looking at the CLASS program from every angle," Kathy Greenlee, assistant HHS
secretary for aging, blogged recently. "We are doing our due diligence." The administration
will soon release a report with recommendations about how to proceed, she added.
Although Greenlee did not give any hints, one option is to go back to Congress for additional
legal authority to revise the program.
Meanwhile, supporters of CLASS are getting concerned. Many groups that pushed for the
health care law also backed CLASS. They wrote Obama recently, saying he doesn't need any
additional authority from Congress to go forward.
"The people who care about this program are just getting angry," said Connie Garner, a
former Kennedy aide who is directing a coalition of CLASS supporters.
Don't expect CLASS to go away easily. If the congressional supercommittee tackling the debt
decides to recommend repeal, the panel would have to come up with about $80 billion in
other cuts — possibly real and painful — to offset the hypothetical savings from CLASS.
"They'll probably ignore it," said Bixby, the deficit hawk. "I think they're not sure what
they're dealing with."
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From: Jacobs, Chris (RPC)
To: Jacobs, Chris (RPC)
Subject: Obamacare"s Not-So-Classy Gimmicks and Games on the CLASS Act
Date: Monday, October 03, 2011 9:33:44 AM

This week’s edition of CQ has an article, titled The Inelegant Truth about the CLASS Act, outlining
the controversy surrounding the Administration’s recent decision to close (or not close) the CLASS
Act office as emblematic of the problems surrounding Obamacare’s new long-term care
entitlement.  The article helpfully points out that back in 2010, then-OMB head Peter Orszag wrote
that Obamacare was not relying on a “business-as-usual Washington gimmick.”  But here’s what
that same Peter Orszag said about the CLASS Act earlier this year, after leaving the Administration:
 

A final concern involves the CLASS Act, a voluntary national long-term-care insurance
program created by the bill.  There is a serious risk that healthy people may be reluctant to
join the program, whereas those who most need long-term care will be eager to do so,
jeopardizing the idea of a broad and stable risk pool.  The only solutions may be to make the
purchase of such insurance mandatory or to require employers to provide it by default
unless employees opt out—a strategy that has worked well in boosting participation rates in
401(k) plans.

 
So Orszag now admits that CLASS – which on paper produced $70 billion of budget “savings”
according to the Congressional Budget Office – is in “serious risk” of becoming unstable due to
structural flaws “jeopardizing” the program, and the “only solution” may be to rely on a
constitutionally dubious mandate to salvage the program’s solvency.  Sounds like a business-as-
usual Washington gimmick to me…
 
I’ll give the last word to consultant (and former Clinton Administration) official Dan Mendelson, who
even as a CLASS supporter admitted that “The [budget] scoring is just a game.”  Recent events have
proven that statement all too true when it comes to CLASS – that the supposed savings never
existed, and the program could cost the federal government billions.  Unfortunately, it won’t be a
game to taxpayers then.
 
Chris Jacobs
Health Policy Analyst
Republican Policy Committee
(202) 224-2946
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From: Jacobs, Chris (JEC)
To: Jacobs, Chris (JEC)
Subject: Obamacare"s Pre-Existing Contradictions
Date: Monday, April 30, 2012 11:59:57 AM

The Huffington Post reported late Friday that, effective today, the Administration is ending a
program giving $100 fees to insurance agents and brokers that refer customers to Obamacare’s new
high-risk pool for individuals with pre-existing conditions.  Last May, the Administration instituted a
$100 broker referral fee in an attempt to increase otherwise underwhelming enrollment in the high-
risk pool program.  One individual active among insurance brokers provided an interesting
explanation as to why the Administration discontinued the referral fee program: “They [i.e., the
Administration] said enrollment’s up to where we want it to be, basically, and we don’t need your
[i.e., brokers’] services anymore.” 
 
According to the most recent data released by the Administration, 56,257 individuals with pre-
existing conditions are enrolled in the federal high-risk pool program established under Obamacare. 
Six states have enrollment of fewer than 100 individuals – the District of Columbia’s pool, for
instance, has but 44 enrollees.  The current enrollment data do not come anywhere close to earlier
projections – the Medicare actuary originally projected enrollment at 375,000 individuals in 2010,
and Congressional Budget Office estimated up to 700,000 individuals would attempt to enroll in the
program by next year.
 
Two key points follow from the underwhelming enrollment in the pre-existing condition coverage,
and the Administration’s claims enrollment is satisfactory:
 

1. It’s difficult for the Administration to argue that 129 million individuals have pre-existing
conditions and “could be denied affordable coverage.”  The 56,257 individuals enrolled in
the new federal high-risk pool as of February 29 represent only .04% of the total number
of Americans the Administration claimed suffer from pre-existing conditions. 

 
2. Obamacare spends $2.6 trillion in its first decade of full implementation, largely to ensure

that those with pre-existing conditions have access to coverage.  At this rate and based on
these metrics – $2.6 trillion in spending, and 56,257 participants – the federal government
will spend $4,621,647.08 per year for every person with pre-existing conditions newly
enrolled in coverage.  That’s not just enough money to buy each person with pre-existing
conditions a platinum-plated insurance policy – that’s enough to buy each one a small
hospital.

 
That the Administration is content with high-risk pool enrollment of just over 50,000 persons with
pre-existing conditions shows that the problem of individuals with pre-existing conditions is real, but
not insurmountable.  More to the point, it doesn’t take a 2700-page, $2.6 trillion law the American
people didn’t need or want – taking away the health coverage of millions in the process – to
provide access to about 56,000 individuals with chronic or pre-existing conditions.
 
Posted to the Freedom on Call blog here.
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Chris Jacobs
Senior Policy Analyst
Joint Economic Committee
(202) 224-5171
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From: Jacobs, Chris (RPC)
To: Jacobs, Chris (RPC)
Subject: Obamacare"s Tax Increases ALREADY Killing Jobs
Date: Tuesday, November 29, 2011 8:25:32 AM

Before the holiday came word that workers for a Michigan-based medical device company had less
to be thankful for – Obamacare cost some of them their jobs.  Device manufacturer Stryker
announced that it would be shedding “five percent of its workforce over concerns about the
impending 2.3 percent medical device tax prescribed by” Obamacare.  A press release from the
Kalamazoo company noted that “the targeted reductions [i.e., layoffs]…are being initiated…in
advance of the new medical device excise tax scheduled to begin in 2013” under Obamacare.
 
The company’s CEO had already announced in September that “we’re already starting to think
about actions that offset that additional tax,” and the recent job-cutting announcement followed
through on that earlier comment.  Of course, the big question is what other medical device
companies and related organizations are also thinking about job cuts between now and 2013 due to
Obamacare’s $800 billion in destructive tax increases.
 
Recall that last year Speaker Pelosi claimed that Obamacare would create “4 million jobs – 400,000
jobs almost immediately.”  Tell that to the workers at Stryker facing layoffs over the holiday season,
all thanks to Obamacare.
 
Chris Jacobs
Health Policy Analyst
Republican Policy Committee
(202) 224-2946
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From: Jacobs, Chris (RPC)
To: Jacobs, Chris (RPC)
Subject: Obamacare"s Tax on Success
Date: Thursday, June 30, 2011 8:19:35 AM
Attachments: image001.png

The Associated Press is out with a story this morning outlining just one of the ways in which
Obamacare discourages work.  This article is in many respects a complement to last week’s AP story,
which noted that millions of early retirees earning as much as $64,000 per year could receive free
taxpayer-funded health insurance.  That’s because Obamacare’s formula for calculating Medicaid
eligibility excludes Social Security benefits, so early retirees between the ages of 62 and 65 can earn
tens of thousands of dollars in Social Security pensions and not have a dime of that money count as
income.
 
That same definition of income also applies to insurance subsidies in Obamacare’s Exchanges – so
early retirees who make most of their money from Social Security benefits would qualify for much
richer subsidies than those who are still working, because the former would not qualify as income
under the Obamacare rules.  The AP story notes one example in which an individual who continues
to work full-time would pay 50 percent more for premiums than an individual working only part-
time.
 
The reactions in the article themselves are illustrative:
 

·         One consultant noted that the formula means “If you get a job for 40 hours a week, you're
going to pay more for your health insurance than if you don't get a job.”

·         The report also quoted Administration officials who “said the administration is concerned
because the situation could create a perception that some people are getting a worse deal
compared with their less-industrious peers.”

 
The problem is that it’s not a perception that people who work are getting a worse deal – it’s a
fact.  And it’s not a new development either:
 

·         Speaker Pelosi celebrated the law precisely because people “can leave your work” and go
“be creative and be a musician or whatever;”

·         The Obama Administration’s Solicitor General defended the controversial individual
mandate in court by saying that individuals could avoid the mandate by choosing to be
poor: “I guess one could say…someone doesn’t need to earn that much income ;”

·         The Congressional Budget Office noted that the law will reduce the labor supply by 800,000
jobs, because “the phaseout of the subsidies as income rises will effectively increase
marginal tax rates, which will also discourage work.”

 
Speaker Pelosi famously said we had to pass the bill to find out what’s in it.  Once again we find
another way in which Obamacare discourages work, productivity, and innovation at a time of
sluggish growth and record high unemployment.
 
Chris Jacobs
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Health Policy Analyst
Republican Policy Committee
(202) 224-2946
 

AP Exclusive: Fuzzy math in health law
formula

By RICARDO ALONSO-ZALDIVAR - Associated Press | AP – 30 mins ago

WASHINGTON (AP) — Older adults of the same age and income with similar medical
histories would pay sharply different amounts for private health insurance due to what
appears to be an unintended consequence of the new health care law.

Aware of the problem, the administration says it is exploring options to address a potential
disparity that could mean added controversy for President Barack Obama's health care
overhaul. The law expands coverage to more than 30 million uninsured people and would
require most Americans to carry insurance.

The glitch mainly affects older adults who are too young for a Medicare card but have
reached 62, when people can qualify for early retirement from Social Security. Sixty-two is
the most common age at which Americans start taking Social Security, although their
monthly benefit is reduced.

As the health care law is now written, those who take early retirement would get a significant
break on health insurance premiums. That's because part or all of their Social Security
benefits would not count as income in figuring out whether they can get federal subsidies to
help pay for coverage until they become eligible for Medicare at 65.

"There is an equity issue here," said Robert Laszewski, a former health insurance executive
turned policy consultant. "If you get a job for 40 hours a week, you're going to pay more for
your health insurance than if you don't get a job."

The Obama administration says it is working on the problem.

"We are monitoring this issue and exploring options that would take into account the needs of
Social Security beneficiaries, many of whom are disabled or individuals of limited means,"
Emily McMahon, a top Treasury Department policy official, said in a statement to The
Associated Press.

Other officials, speaking on condition of anonymity because the issue is politically sensitive,
said the administration is concerned because the situation could create a perception that some
people are getting a worse deal compared with their less-industrious peers.

McMahon doubted that what amounts to a hefty health care discount would start a stampede
toward early retirement at a time when many experts are urging older Americans to stay on
the job longer. Only a "limited number of individuals" would decide they're better off not
working, she said.
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To see how the Social Security wrinkle would work, consider a hypothetical example of two
neighbors on the same block.

They are both 62 and have the same income of $39,500 a year. But one gets all his income
from working, while the other gets $20,000 from part-time work and $19,500 from Social
Security.

Neither of them gets health insurance on the job. Instead, they purchase it individually.

Starting in 2014, they would get their coverage through a new online health insurance market
called an exchange. Millions of people in the exchanges would get federal tax credits to make
their premiums more affordable. Less-healthy consumers could not be charged more because
of their medical problems.

The neighbor who is getting Social Security would pay an estimated $206 a month in
premiums.

Half of his income from Social Security, or $9,750, would not be counted in figuring his
federal health insurance tax credit. On paper, he would look poorer. So he would get a bigger
tax credit to offset his premiums.

But the neighbor who makes all his income from work would not be able to deduct any of it.
He would pay $313 for health insurance, or about 50 percent more.

The estimates were produced using an online calculator from the nonpartisan Kaiser Family
Foundation.

The disparities appear to be even greater for married couples and families in which at least
one member is getting Social Security. With a bigger household, both the cost of coverage
and the federal subsidies involved are considerably larger.

The glitch seems to be the result of an effort by Congress to make things simpler. Lawmakers
decided to use the definition of income in the tax code, which protects Social Security
benefits from taxation.

"The practical effect is if more of your income is in the form of Social Security benefits, you
are going to be eligible for bigger tax credits in the exchange," said Chapin White, a senior
researcher at the nonpartisan Center for Studying Health System Change.

It's unclear whether the Obama administration can fix the problem with a regulation, or
whether it will have to go back to Congress. In case of the latter, it will have to deal with
Republicans eager to repeal the health care law.

The decision to use the tax code's definition of income for the health care law has created
other problems.

Medicare's top number-cruncher is warning that up to 3 million middle-class people in
households that get at least part of their income from Social Security could suddenly become
eligible for nearly free coverage through Medicaid, the federal-state safety net program for
the poor. Chief Actuary Richard Fosters says that situation "just doesn't make sense."
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From: Jacobs, Chris (JEC)
To: Jacobs, Chris (JEC)
Subject: Obamacare"s War on Women
Date: Monday, November 05, 2012 12:13:20 PM

We noted this morning’s Wall Street Journal article outlining the many companies that are reducing
the hiring of full-time workers due to Obamacare’s impending employer mandate.  But while the
impact of Obamacare on jobs is well-known, perhaps less known is the fact that women will be hit
hardest by Obamacare’s job cuts.
 
Because Obamacare’s mandate hits low-wage workers hardest, studies have demonstrated that
women are disproportionately likely to be affected by the mandate.  For instance, in 2007 Harvard
Professor Kate Baicker published an analysis examining the impact of one type of employer
mandate.  Her work demonstrated that, under the scenario modeled, millions of low-wage workers
would be “at substantial risk of unemployment” – and that the workers at risk “tend to be
disproportionately low-education, minority, and female.” 
 
Over the past several months, Democrats have spent countless hours drumming up charges of a
Republican “war on women,” based on supposed attempts to restrict access to contraception.  But
studies like the Baicker paper confirm that the real “war on women” is being waged by Democrats –
whose policies will restrict access to jobs for hard-working females.
 
Chris Jacobs
Senior Policy Analyst
Joint Economic Committee
Senate Republican Staff
(202) 224-5171
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From: Jacobs, Chris (RPC)
To: Jacobs, Chris (RPC)
Subject: Obama"s "Bait and Switch" on the Berwick Nomination
Date: Monday, November 28, 2011 1:37:07 PM

Late on Friday, John McDonough published a blog post in the Boston Globe entitled “Why Berwick
Matters.”  He intended to use the posting as a means to attack Republicans – but in reality his
revealing comments unwittingly serve as an indictment of Democrats, Obamacare, and Berwick for
political gamesmanship over the nomination.
 
As many of you know, McDonough served as Sen. Kennedy’s point person on health “reform”
through his senior post on the HELP Committee during 2009-10.  It is therefore with a strong insider
perspective that McDonough’s post included the following bombshell:
 

It was a thrilling moment when it became clear that Berwick had been selected by
President-elect Barack Obama and the new Secretary of Health & Human Services, Tom
Daschle, to run the federal Centers for Medicare and Medicaid Services.  Finally, the key
U.S. health agency would be headed by a physician thoroughly committed to fundamental
quality and system improvement, as well as patient empowerment.  It was a heady -- and
short-lived -- moment.

 
If you think the reference to HHS Secretary Daschle was a typo, it wasn’t; the piece continues:
 

In late January 2009, Daschle's nomination blew up over his unpaid taxes.  Berwick's
nomination -- which would have sailed through an easy confirmation in early 2009 -- was
held aside while a successor was recruited, and then the Administration began looking at
other names.  The health reform legislative campaign provided another reason to delay,
and so it was not until April, 2010 that the President nominated Berwick.

 
In other words, the White House intended to have Berwick head CMS all along – but delayed the
nomination until AFTER Obamacare passed, because it knew how controversial he was.  What
McDonough’s piece elides over is the fact that Daschle’s withdrawn nomination prompted the new
Administration to engage in closer scrutiny of its nominees.  It’s likely that Berwick’s history of
support for British socialized medicine – including his comments about the NHS being a
“seductress” – emerged at that time.  At which point, according to McDonough’s account, the
Administration scrapped the idea of nominating Berwick – at least until AFTER Obamacare passed. 
All of which raises the question:  If Berwick was so unpopular that the Administration couldn’t
bring itself to nominate Berwick in the light of day – i.e., to make a clear statement before
Obamacare passed that Berwick would be the one to implement the law – why was ever he
nominated at all?
 
McDonough concludes his blog post by saying that Senate Republicans engaged in “meaningful
disrespect” of the nominee, a similar tone to the White House reaction that said “a small group of
senators…[were] putting political interests above the best interests of the American people.”  In
reality however, McDonough’s account makes clear that the real disrespect was being driven by the
Obama Administration, which refused for political reasons to inform the American people before
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Obamacare’s enactment that the unpopular health care bill would be implemented by an even
more unpopular and controversial appointed bureaucrat.
 
Chris Jacobs
Health Policy Analyst
Republican Policy Committee
(202) 224-2946
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From: Jacobs  Chris (RPC)
To: Jacobs  Chris (RPC)
Subject: Obama"s 2012 Strategy: "I"m Going to Disney World!"
Date: Wednesday, January 18, 2012 9:17:26 AM

The Orlando Sentinel reported last night that “President Barack Obama, set to unveil a new policy for boosting U.S. tourism, has chosen
a fairy-tale setting for the Thursday announcement: Walt Disney World's Magic Kingdom, with its iconic Cinderella Castle as a backdrop. 

And if some Disney magic rubs off on his re-election bid, too, then so be it.”  Given that this year marks the 25th anniversary of the
famous Super Bowl advertisement, some may wonder if we will soon hear a version of these words:

Barack Obama, you just signed a 2700 page law that breaks your promise to cut premiums by $2500 per family, instead raising
insurance premiums on the individual market by $2,100 per household.  What are you going to do next?  “I’m going to Disney
World!”

The sad reality however is that many individuals can’t afford a vacation to Disney World – or anywhere else, for that matter –
because Obamacare has failed to live up to candidate Obama’s promises for lower insurance premiums.  Recall that candidate
Obama repeatedly promised his health care plan would LOWER premiums by $2,500 per family, and do so within his first term.  But the
price of the average employer-sponsored plan ROSE by more than $2,200 per family since Obama was first elected in 2008, according to
studies from the Kaiser Family Foundation.  Therefore, according to candidate Obama’s own metric, President Obama owes American
families nearly $5,000 per year – the difference between a $2,200 premium increase and a $2,500 promised premium reduction.  That
nearly $5,000 difference could fund a luxurious vacation for most American families – and the fact that consumers are instead spending
that money on higher insurance premiums shows once again how Obamacare has failed to deliver.
 
Chris Jacobs
Health Policy Analyst
Republican Policy Committee
(202) 224-2946
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From: Alex Gerszewski
To: maryfallin ; Mary Fallin
Subject: Obama"s Contraception Decision
Date: Tuesday, February 07, 2012 9:45:24 AM

Governor,
 
Below are links that outline Obama’s contraception decision. I have also put some bullet points
that contain the main points in the articles.

Let me know if you need anything else.
 
 
NY Times Blog: The Politics of Obama’s Contraception Decision
 
http://thecaucus.blogs.nytimes.com/2012/02/07/the-politics-of-obamas-contraception-decision/
 

·         Last month made rules that would require some religious hospitals, colleges and other
institutions to provide free contraception to employees under the new health care law

·         The new policy will exempt churches themselves and will have no effect on doctors who
object to prescribing contraception

·         Catholics and other Republicans, including Mitt Romney oppose the decision and say
Obama is ‘waging a war on religious freedoms’

·         They argue that the president’s decision on contraception can be seen as an expansion
of efforts to extend the reach and power of the federal government, even into the
affairs of religious groups.

·         Yesterday, Romney urged supporters to sign a petition calling on Obama to stop the
attacks on religious liberty

·         In the introduction to the petition, Romeny says: “They are now using Obamacare to
impose a secular vision on Americans who believe that they should not have their
religious freedom taken away.”

·         Senior White House officials on Monday defended the decision, saying that the policy
balances the rights of religious organizations with the interests of their female
employees to receive affordable contraception.

·         This gives Romney a new opportunity to attack Obama’s health care plan. In an
opinion article published late last week in The Washington Examiner, Mr. Romney
vowed to issue waivers to roll back the health care plan and to undo the contraception
decision.

 
 
Newsday: Axelrod defends administration birth control rule
 
http://www.newsday.com/news/axelrod-defends-administration-birth-control-rule-1.3510597
 

·         The administration didn’t intend to ‘abridge anyone's religious freedom’ with its
regulation requiring church-affiliated employers to cover birth control for church –
affiliated employers to cover birth control for their workers

·         Roman Catholic leaders have assailed Obama and health and human services
secretary Kathleen Sebelius for the new rule by saying it tramples on religious beliefs
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· It forces people of faith to choose between upholding church doctrine and serving the
broader society

·         The institution have around a year and a half to comply with the new regulation
·         Axelrod said Mitt Romney’s stance is ‘ironic’ because he led a state in Massachusetts

that has a similar policy
 
 
 
USA Today Editorial: Contraception mandate violates religious freedom
http://www.usatoday.com/news/opinion/editorials/story/2012-02-05/contraception-mandate-
religious-freedom/52975796/1
 
 
 
 
Alex Gerszewski
Deputy Press Secretary
Office of Governor Mary Fallin
Phone - (405)522-8858
Cell - (405)568-1319
Alex.Gerszewski@gov.ok.gov
 
Oklahoma business owners and executives: share your input on how we can further strengthen
Oklahoma's business climate by completing the survey at Fallinforbusiness.com
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From: Jacobs, Chris (JEC)
To: Jacobs, Chris (JEC)
Subject: Obama"s Medicare "Plan" in One Chart
Date: Tuesday, August 14, 2012 10:38:56 AM
Attachments: image001.png

Amidst various claims by liberals that President Obama has a Medicare reform plan, it’s worth re-
sending a chart first released at the time of this year’s Medicare trustees report.  Under President
Obama’s Medicare “reform” plan, Part A of Medicare would stop running deficits…NEVER. 
Here’s a graphical representation of the tide of red ink – based on figures in a report three of the
Administration’s own Cabinet secretaries signed:
 
 

 
It’s also worth noting that the chart above is actually an under-estimate of Medicare’s financial
woes – because it double-counts $716 billion in Medicare reductions that in reality were raided to
fund Obamacare’s new entitlements.  The non-partisan CBO said that the Medicare reductions in
Obamacare “will not enhance the ability of the government to pay for future Medicare benefits” –
because those savings will be used to fund other unsustainable entitlements. 
 
Liberals may claim all they like that President Obama has a Medicare plan.  But the numbers in an
official government report don’t lie – his real plan will cause the bankruptcy of Medicare, and the
country as a whole.
 
Chris Jacobs
Senior Policy Analyst
Joint Economic Committee
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Senate Republican Staff
(202) 224-5171
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From: Jacobs, Chris (RPC)
To: Jacobs, Chris (RPC)
Subject: Obama"s Medicare Abdication: 808 Days and Counting...
Date: Tuesday, August 09, 2011 12:00:26 PM

That’s how long it’s been since President Obama was first required by law to submit legislation
remedying Medicare’s funding shortfalls.  As we previously reported, existing law requires that when
the Medicare trustees certify a Medicare funding warning (as they have in every year since 2007),
the President has a statutory requirement to propose legislation to Congress within 15 days to
remedy the shortfall.  President Obama’s first complete budget* was submitted on May 7, 2009,
meaning the requirement to submit Medicare reform legislation kicked in on May 22, 2009 – 808
days ago.  
 
In that entire time frame, President Obama has submitted ZERO bills to Congress to fix Medicare’s
fiscal shortfalls, statutory requirements notwithstanding.  Worse yet, the President signed into law a
measure (i.e., Obamacare) that diverted more than $500 billion in Medicare savings – not to ensure
the solvency of the Medicare program, but to create more new and unsustainable entitlements.
 The Congressional Budget Office noted that the Medicare provisions in Obamacare “would not
enhance the ability of the government to pay for future Medicare benefits.”
 
The President claimed in his speech yesterday that he intends to submit his own recommendations
to the Congressional “Super Committee” regarding deficit reduction – and perhaps, just perhaps,
regarding entitlement reform as well.  However, seeing as how he has willfully disregarded his
statutory requirement to submit solutions to Medicare’s problems for over two years – and used
the Medicare program as a “piggy bank” to fund Obamacare’s massive new entitlements – many,
warily eyeing the President’s apparent Damascene conversion to the cause of entitlement reform,
may ask:  What took you so long?  And how does waiting more than 800 days to fulfill statutory
requirements designed to ensure Medicare’s solvency constitute Presidential leadership?
 
Chris Jacobs
Health Policy Analyst
Republican Policy Committee
(202) 224-2946
 
* As most newly inaugurated executives do, President Obama submitted his 2009 budget request in
two parts – a summary document released in February, and a complete version of documents,
which was released on May 7, 2009.  Using the later date results in the most generous
interpretation possible of the President’s abdication of leadership regarding this issue.  However, the
President also said yesterday it was “true the day I took office” that the United States needed to
embark on deficit reduction.  For the record, it is now 930 days since President Obama took office.
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From: Dempsey, Erin (RPC)
To: Dempsey, Erin (RPC)
Subject: Obama"s Policies Bankrupting Medicare
Date: Tuesday, April 24, 2012 12:22:21 PM

 

View this document on RPC.Senate.gov

 

 
April 24, 2012
 

Obama’s Policies Bankrupting Medicare
 
On April 23, 2012, the Medicare Trustees issued their annual report outlining the financial status of
the program. The report described a program headed for bankruptcy and severely damaged by the
Obama Administration’s budget gimmicks and failure to lead. 
 
Runaway Deficits
 
Medicare’s Hospital Insurance (HI) Trust Fund continues to run annual cash flow deficits.
Expenditures from the HI Trust Fund have exceeded annual income every year since 2008 – with a
deficit of $27.7 billion last year. In 2012, total income flowing into the HI trust fund is $28.9 billion
less than estimated payments.
 
The HI Trust Fund will be bankrupt in 2024, the same exhaustion date projected in last year’s report.
Without congressional action, the Medicare program will no longer be able to pay full benefits to
America’s seniors.
 

Cumulative HI Trust Fund Deficits
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Unrealistic Assumptions
 
The non-partisan Chief Actuary at the Centers for Medicare and Medicaid Services issued a stark
warning: “The financial projections shown in this report for Medicare do not represent a reasonable
expectation for actual program operations in either the short range (as a result of the unsustainable
reductions in physician payment rates) or the long range (because of the strong likelihood that the
statutory reductions in price updates for most categories of Medicare provider services will not be
viable).” He calculated an “alternative scenario” using more reasonable assumptions that would lead
to even higher costs.
 
Unfunded Obligations
 
Assuming that current law remains unchanged, Medicare’s total unfunded obligation over the next 75
years is $5.3 trillion. Under the Chief Actuary’s alternative scenario, the Medicare HI Trust Fund’s
unfunded obligations are estimated to total $9.7 trillion over the 75 year window.
 
Multiple Funding Warnings
 
For the seventh year in a row (2006 through 2012), the Trustees issued an “excess general revenue
Medicare funding” warning. The Medicare program will rely on money from the Treasury’s general
revenues to cover more than 45 percent of its expenses this year. 
 
By law, when Medicare gets into that situation the President must submit, within 15 days of his next
budget, a detailed legislative proposal to stem the crisis. Though this requirement has been in effect
every year since he took office, President Obama has never complied with the statutory requirement
and submitted a legislative plan to prevent the funding shortfall.
 
Medicare Double Counting and Budget Gimmicks
 
Rather than confronting the looming entitlement crisis, President Obama’s health care law raided
more than $500 billion dollars from the Medicare program – not to save Medicare, but to start a
brand new program. The President claims these Medicare cuts make the program more solvent. At the
same time, the President also claims these Medicare cuts will pay for the cost of the new health
insurance entitlement. 
 
The fact is that these Medicare cuts cannot serve both functions without adding to the deficit. As the
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Medicare Actuary has pointed out, “In practice, the improved [HI] financing cannot be
simultaneously used to finance other Federal outlays (such as coverage expansions under the PPACA)
and to extend the trust fund, despite the appearance of this result from the respective accounting
conventions.”
 
Medicare is fundamental to the health care of America’s seniors. It is essential that Washington
strengthen Medicare now to guarantee that it will still be there in the future when we need it. The
policies of the Obama Administration have not only failed to protect and preserve Medicare, they
have made it worse.
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From: 
To: 
Cc: 
Subject: 
Date: 

MG(R) lee Baxter 
Denise Northrup 
Glenn Coffee: Katie Altshuler : "Michael Camuccio": Baxter MG (R) lee 

OCPA meeting with Governor Fallin Staff 
Saturday, April 16, 2011 9:32:26 AM 

Denise, appreciate the call on Thursday and have attached four instances of OCPA st rong support 

for the Governor's great work in the past months. Please be certain, OCPA is in full support of our 

leadership and considers her to be the most conservative Governor in the United States. Doubt we 

can always agree on every issue, but we clearly are on the very same azimuth. 

As we discussed on Thursday, Michael Carnuccio and I would like to meet with you, Secretary Coffee 

and Katie Altshuler so we may gain insight into the remaining portion of the Governor's agenda and 

understand how we can better input our concerns early on, and understand the Governors 

perspective. I want to add a couple of things. 

1. Everybody needs to understand that the opinion of an individual Board member who may be an 

outspoken advocate for a particular position, does not represent an OCPA position. We want to 

clarify with you who "speaks" for OCPA so there is not confusion on that point. 

2. Know your concerns that we all want to see strong Workers Camp reform, though we might differ 

on the means to that end. I believe OCPA will be pleased to understand that this reform can be 

"incremental" and may not all be completed at once. I am certain OCPA can be very supportive, and 

publicly, when we understand that first steps are not final steps. The individual concerns of Board 

members that I have heard have not been sensing an immediacy to solve it all at once, but rather 

that steps taken this year are not to be the only steps. I think that is worth discussion when we 

meet. 

3. I personally have a horrible business travel schedule ahead, but Michael and I could meet on April 

29th in the afternoon or May 2d in the afternoon. Would either of those work for the three of you? 

Would also be available May gth. 

MG (R) Lee Baxter 

Signal Mountain Associates, Inc 

608 SW D Ave; Suite #1 

Lawton, Oklahoma 73501 

Phone: 580-581-1300 (o) 

Phone: (~ 

Fax: 580-248-3916 
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FOR IMMEDIATE RELEASE 
March 2, 2011 
Contact: Jason Sutton 
(405) 248-8960 or jason@ocpathink org 

PERSPECTIVE 

OCPA Applauds Passage of Senate Bill 3 

BLOG 0 DONATE 

OKLAHOMA CITY (March 2, 2011) -The Oklahoma Council of Public Affairs (OCPA) 
released the following statement today regarding the passage in the Senate of Senate Bill 
3, which included an amendment by Senator Tom Adelson to eliminate the state 
corporate and individual income taxes. 

"Lawmakers have repeatedly stated their goal is to make Oklahoma the state of choice 
for business," said OCPA Fiscal Policy Director Jonathan Small, CPA. 'The weight of 
evidence shows the best way to do that is by reducing the tax burden on businesses and 
individuals. Therefore, we applaud lawmakers on both sides of the aisle for advancing 
the conversation of comprehensive tax reform this session. It is clear that lowering 
Oklahoma's tax burden is a bipartisan effort." 

OCPA is a nonprofit, nonpartisan think tank which formulates public policy research and analysis 
consistent with the principles of free enterprise, limited government, and individual initiative. 

FOR IMMEDIATE RELEASE 
April 14, 2011 
Contact: Jason Sutton, OCPA 
(405) 248-8960 or Jason@ocpathink.org 

### 

OCPA Statement on Gov. Fallin's Decision to Reject Federal Insurance Exchange 
Grant 
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OKLAHOMA CITY (April 14, 2011)- The Oklahoma Council of Public Affairs (OCPA) released 

the fol lowing statement regarding Gov. Fallin's decision during a media availability today to reject 

the $54 million federal grant awarded to the state to begin implementing health insurance 

exchanges as required under the Patient Protection and Affordable Care Act. 

''Today Gov. Fallin and our state leaders stood on their campaign promises to protect the people of 

Oklahoma from the rigid, one-size-fits-all approach of Obamacare," said Jason Sutton, J.D., health 

policy analyst for OCPA. "Oklahoma needs patient-centered health reforms that meet our state's 

unique needs. A health insurance exchange could be a useful tool in creating an insurance market 

based on choice and competition; unfortunately, using the federal grant to build our exchange 

would handcuff our state to Obamacare. Rejecting those funds is the best decision for Oklahoma." 

''The best way to protect Oklahoma from Obamcare is to not implement Obamacare," said M ichael 

Carnuccio, OCPA president. ''Today, Gov. Fallin and legislative leaders showed that they are willing 

to put the citizens of Oklahoma above bureaucrats and do what is right for our state. Gov. Fallin 

has demonstrated the type of true conservative leadership our state and nation need." 

### 

OCPA is a nonprofit, nonpartisan think tank which formulates public policy research and 
analysis consistent with the principles of free enterprise, limited government, and 
individual initiative. 

FOR IMMEDIATE RELEASE 
April 6, 2011 
Contact: Jason Sutton, OCPA 
(405) 248-8960 or Jason@ocpathink org 

OCPA Statement on the Governor's Signing of House Bill 2128 
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OKLAHOMA CITY (April 6, 2011)- The Oklahoma Council of Public Affairs (OCPA) 
released the following statement today regarding the Governor signing into law House Bill 
2128, which places a cap on non-economic damages in civil disputes. 

"The signing of this significant bill achieves a core component of genuine lawsuit reform," 
said Andrew Spiropoulos, OCPA's Milton Friedman Distinguished Fellow and a 
Constitutional Law professor. "This sensible framework for the award of non-economic 
damages will discourage the filing of meritless lawsuits while protecting the right of the 
truly wronged to be made whole." 

"Oklahoma's economy has long been waiting for the leadership displayed today by the 
Governor and Legislature," said OCPA President Michael Carnuccio. "Today, our state 
became more competitive by removing the specter of lawsuit abuse." 

### 

OCPA is a nonprofit, nonpartisan think tank which formulates public policy research and 
analysis consistent with the principles of free enterprise, limited government, and 
individual initiative. 

FOR IMMEDIATE RELEASE 
April 14, 2011 
Contact: Jason Sutton, OCPA 
(405) 248-8960 or Jason@ocpathink org 

OCPA Statement on Commissioner Doak's Decision to Return Federal Grant 

OKLAHOMA CITY (April14, 2011)- The Oklahoma Council of Public Affairs (OCPA) 
released the following statement today regarding Insurance Commissioner John Doak's 
decision to return a $1 million federal grant awarded to the state to review "excessive" 
rate increases as required under the Patient Protection and Affordable Care Act. 

2947



"Commissioner Doak made the right decision today to stand with Oklahomans, who are 
overwhelmingly opposed to Obamacare," said Jason Sutton, J.D., health policy analyst 
for OCPA. "As a long-time insurance agent and industry executive, Commissioner Doak 
knows better than anyone the harmful effects Obamacare will have on the insurance 
industry, on premium costs and on our state's economy. This decision shows tremendous 
leadership on his part and we commend him." 

### 

OCPA is a nonprofit, nonpartisan think tank which formulates public policy research and 
analysis consistent with the principles of free enterprise, limited government, and 
individual initiative. 
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From: Aaron Cooper
To: Denise Northrup; Glenn Coffee; Katie Altshuler; Alex Weintz
Subject: ocpa statement on exchange plan
Date: Thursday, April 14, 2011 12:20:00 PM

From McCarville Report
 
REVERSAL: Fallin Now Says 'No' To $54 Million
 
Governor Fallin today reversed her position on accepting $54 million in federal funds tied to
Obamacare.
 
The Oklahoma Council of Public Affairs (OCPA) applauded Fallin’s decision, disclosed during a media
availability today, to reject the $54 million federal grant awarded to the state to begin implementing
health insurance exchanges as required under the Patient Protection and Affordable Care Act.
 
“Today Gov. Fallin and our state leaders stood on their campaign promises to protect the people of
Oklahoma from the rigid, one-size-fits-all approach of Obamacare,” said Jason Sutton, J.D., health
policy analyst for OCPA.
 
“Oklahoma needs patient-centered health reforms that meet our state’s unique needs. A health
insurance exchange could be a useful tool in creating an insurance market based on choice and
competition; unfortunately, using the federal grant to build our exchange would handcuff our state
to Obamacare. Rejecting those funds is the best decision for Oklahoma.”
 
“The best way to protect Oklahoma from Obamacare is to not implement Obamacare,” said Michael
Carnuccio, OCPA president. “Today, Gov. Fallin and legislative leaders showed that they are willing to
put the citizens of Oklahoma above bureaucrats and do what is right for our state. Gov. Fallin has
demonstrated the type of true conservative leadership our state and nation need.”
 
 
______________________________________
Aaron Cooper
Press Secretary
Governor Mary Fallin
aaron.cooper@gov.ok.gov
t - (405) 522-8878
c - (405) 759-0468
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From: Jason Sutton
To: Katie Altshuler
Subject: OCPA Statement on Health Insurance Exchanges
Date: Thursday, March 17, 2011 10:48:31 AM

Katie,

I wanted to give you a heads up that this will be posted to our blog, InterAlia, this morning. After
many internal discussions and discussions with prominent conservative health policy analysts at
both The Heritage Foundation and the Cato Institute, this is the position OCPA is taking on
implementation of exchanges. If you have any questions or concerns, please contact me. Thanks,

 

Health Insurance Exchanges and Federal Funding

By Jason Sutton, J.D.

Following Gov. Mary Fallin’s announcement a few weeks ago that Oklahoma would accept more
than $54 million in federal funds to begin implementation of a health insurance exchange, I blogged
about the “concept” of health insurance exchanges as a useful idea (absent Congressional effort to
change the federal tax code) in a patient-centered, free-market health system.

Today, I want to clarify a few points:

First, OCPA has never advocated acceptance of federal funds – especially federal funds that have to
be printed or borrowed − to accomplish state goals that are not a “core” function of state
government.

Second, there exists a very strong argument that any effort by a state to implement provisions of
Obamacare will undermine Congressional efforts to “repeal and replace” Obamacare or to overturn
the law in the federal court system. As I noted last week, federal court decisions are oftentimes
determined by taking the pulse of the nation because, however unwisely, courts are concerned
more about “justice” than legitimacy. If 48 states have accepted federal funding to implement
exchanges, it raises questions about how unworkable states really believe Obamacare to be.

Third, as I noted last week, there is no guarantee that the U.S. Department of Health and Human
Services (HHS) would approve the concept of an exchange based on the “principles of choice and
competition,” as our well-intentioned state leaders seem to favor.  In fact, it is unlikely HHS
Secretary Kathleen Sebelius even has the authority to grant a state a waiver for an exchange that
doesn’t adhere to rules of Obamacare. 

To be clear, OCPA believes the state should not use federal dollars to implement a health insurance
exchange.

If state leaders conclude an insurance exchange is vital for reducing costs of care and increasing
access to care for consumers, the state should appropriate state dollars to build it. Even then,
insurance exchanges are not without risk. Any effort to build a new state entity entails an inherent
risk of expanded bureaucracy. Utah’s health insurance exchange, which has been lauded by me and
other conservatives as a model for states to follow, has had its share of problems, including lack of
participation by employers (though that has more to do with the way the plans were rated than
anything else). And Utah’s exchange certainly didn’t cost $54 million to build. That exchange cost
Utah taxpayers approximately $600,000 to build and roughly $600,000 to operate on an annual
basis.

Essentially, what the Heritage Foundation promotes is a website – a centralized online
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“marketplace” that is lightly regulated, where transactions costs are reduced, where all types of
health products could be bought and sold, where all insurers could participate and compete, and
where competition would promote real choices for consumers. As Utah has shown, despite minor
setbacks, this could be built and operated for less than $1 million annually.

Health insurance exchanges are not a bad idea, but using federal dollars to implement such an
exchange − particularly when the state could build the exchange for far less with no federal strings
attached − carries a real and likely risk that efforts to overturn or repeal Obamacare will be
undermined.

 

 

 
 
Jason Sutton, J.D.
Policy Impact Director

Oklahoma Council of Public Affairs, Inc.

1401 N. Lincoln Blvd.

Oklahoma City, OK  73104

Office: (405) 602-1667

Cell:     

Fax:     (405) 602-1238

www.ocpathink.org

 
Follow the Oklahoma Council of Public Affairs on Twitter at www.twitter.com/ocpathink

 
"Progressivism's promise is a program for every problem, and progressivism's premise is that every
unfulfilled desire is a problem." -- George Will
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States have a choice on membership in 
organizations 
By Jonathan Small, CPA ·Mon, Oct 08, 2012 07:42 AM CDT 
Spending , Budget , WWRD , and Maine  

 

Recent news that Maine Governor Paul LePage has chosen to discontinue Maine’s membership 
in the National Governors Association (NGA) should encourage policy makers. Governor 
LePage has said that using the principles of zero-based budgeting and evaluating what Maine 
receives in return for the expense is what led him to cancel Maine’s membership in the NGA. 

According to a Bangor Daily News report of Governor LaPage’s decision, Governor LaPage said 
some of the following in explaining his decision:  

“It’s (NGA membership) too expensive for what we get out of it, it’s 60 grand a year… I wasn’t 
getting anything out of it.” 

“This is what zero-based budgeting is all about,” he said. “This is what all the commissioners are 
doing and I have told them if they are getting value then I will consider keeping it in the biennial 
budget.” 

“I get no value out of those meetings,” he said. “They are too politically correct and everybody is 
lovey-dovey and no decisions are ever made. There are some tough decisions that need to be 
made in this country and we need to start making them.” 

Across the nation policymakers annually make budgeting decisions. Policymakers regularly have 
to resist the urge to just continue, without thorough review or analysis, state spending of taxpayer 
dollars on expenses like state membership of organizations that previous policymakers deemed 
appropriate. 
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In the case of Maine, according to a news story from the Maine Sun Journal, staffers from the 
previous administration partially justified NGA membership with the following: 

“The NGA staff especially works with appropriations staff,” “Not only do they work to ensure 
that funding levels remain what they should be, but they guard against unfunded mandates.”  

“States, regardless of ideology, have common problems,” With guidance from the NGA, “you 
can develop strategies to lobby federal government to help states.” 

“The NGA’s role as a place where Republican and Democratic governors came together to 
advocate for the American Recovery and Reinvestment Act of 2009 helped avert a financial 
disaster…” 

“People forget how dire it was,” “The NGA provided a forum for governors to work together to 
get across that message of how dire things were and to formulate a strategy to convince senators 
to support the recovery act.” 

“The bipartisan effort that emerged via the NGA helped persuade enough U.S. senators, 
including Maine Republicans Olympia Snowe and Susan Collins, to vote for the act, which 
“saved thousands of jobs,” 

LePage’s decision to cease membership in the NGA is not isolated. According to reports from 
CNN, in February 2011, Texas, South Carolina and Idaho ceased paying dues to the NGA.  

Given the prevalence of lobbying for federal funds (and the associated strings attached) by many 
state membership organizations, LePage’s action is a great opportunity for lawmakers to review 
current state memberships and taxpayer funded dues to membership organizations. As OCPA has 
previously recommended, a great place to start this review is Oklahoma’s membership in the 
National Conference of State Legislatures. Oklahoma’s membership in the NCSL costs 
Oklahoma taxpayers over $140,000 a year. The NCSL holds positions in direct conflict with the 
values held by Oklahoma’s federal and state lawmakers and the Governor. Our state’s leaders 
routinely advocate fiscal responsibility and greater individual freedom, but the NCSL supports 
more corporate welfare, supports welfare through the tax code, and stands in the way of 
congressional efforts to reduce federal spending. 

States have a choice in the determination of what state memberships should be funded with 
taxpayer dollars. LePage’s actions provide the opportunity for policy makers to evaluate whether 
or not past and current memberships are the best choice. 
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From: 

To: 

Grace-Marie Turner 

Katie Altshuler 

Subject: October Fright -- Health Policy Matters 

Monday, October 31, 2011 9:55:25 AM Date: 

October Fright 

By Grace-Marie Turner 

October has been a frightening month for supporters of 
ObamaCare- with the collapse of CLASS, release of a new 
congressional report showing a tidal wave of destructive 
effects from one of the law's provisions, and now a new Kaiser 
opinion survey showing that support for ObamaCare is 
cratering. 

The Kaiser tracking poll shows that a majority of Americans 
(51%) now have a negative view of the health law, with just 
one third (34%) still supporting it That's the lowest level of 
support since the law was enacted in March 2010. 

But the bigger story is that much of the decline appears to 
have been driven by falling support among Democrats. In 
September, two-thirds of Democrats had a favorable view of 
the law but just 52% do now. Support among independents 
dropped from 36% to 32%. And support from Republicans fell 
from 14% to 11 o/o. 

This is terrible news for the White House that convinced 
reluctant Democrats to put the law over the finish line with the 
promise that the law would become more and more popular 
once it passed. 

The more people learn about the law, the more frightened they 
become. Did they not think that people would actually get 
informed and find out how it was going to affect them? 

Massive marriage penalty: And the Kaiser poll was taken 
before the release of a new congressional report showing the 
law's harmful effects in 1) massively increasing the deficit, 2) 
expanding welfare deeply into the middle class, and 3) 
severely penalizing marriage. 
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The House Oversight and Government Refonn Committee 
released the study Thursday demonstrating that the law will: 

1. Penalize and therefore disincentivize marriage by 
providing much more generous health insurance subsidies 
to people who are single -- either because they get 
divorced or never marry 

2. Harm lower-income people who are much more likely to 
lose employer-based insurance and be shuttled off to the 
publicly funded health insurance exchanges 

3. Increase the nation's debt by $1.4 trillion in the first seven 
years 

There are nearly 60 million married couples in the U.S., but 
only 2 million of them are expected to get subsidies to help 
them buy expensive, federally mandated health insurance. 
(Married couples are more likely to have more than $90,000 a 
year in family income, which is the cut off for tax subsidies to 
help offset health insurance premiums.) 

Virtually all of the subsidies will go to singles and single 
parents, according to an analysis by the Joint Committee on 
Taxation. Since countless studies show the benefits to society 
of marriage, especially to children, ObamaCare's marriage 
penalty will further erode a key building block of a strong and 
prosperous society. 

This evokes former Sen. Daniel Patrick Moynihan's warning in 
the 1960s about the profound effect that misguided welfare 
policies were having on social institutions. He said that 
government welfare payments to single moms erode the 
institution of marriage and would lead to a generation of 
fatherless children raised in poverty. Moynihan surely would 
be shocked that the health law would so dramatically 
exacerbate this wound to our society and culture. 

The tax credits "serve as a backdoor welfare program" 
and are also "the law's primary fiscal time bomb," the report 
says, because they present businesses with a strong incentive 
to drop health insurance coverage. 

Lower-wage workers will find that their employer has a strong 
incentive to dump them into the taxpayer-subsidized 
exchanges. This incentive for companies to stop offering 
health insurance (and pay the much-less-expensive fines) 
means that the Congressional Budget Office "may have 
significantly under-estimated the cost of the PPACA," the 
report says. 

ObamaCare's drafters also tried to be far too clever in their 
impossible attempt to keep the price tag for the law under $1 
trillion. Under the law, if an employee is offered health 
insurance at work that is "affordable" (by the government's 
definition) for covering the employee only, then her family 
won't qualify for any subsidies in the exchange. 

How many of us know women who work at least partly to 
provide health insurance for their families? Now, the most she 
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can expect is to get a policy for herself. The rest of the family 
would have to buy insurance on its own at full price. 

Chairman Darrell lssa said in the report: "These outcomes 
may not have been intended, but they are significant collateral 
damage from the law's unaffordable addition to the welfare 
state." 

For the 18% of people in the Kaiser study who think they will 
be better off under ObamaCare, they may want to think 
again ... 

CLASS cancelled: The House Energy and Commerce Health 
Subcommittee demanded more information from the Obama 
administration about the failed CLASS program. In a hearing 

on Wednesday, members wanted to know why the 
administration spent at least $5 million trying to design a 
program that was clearly a Ponzi scheme of the first order 
from its inception, according to Democratic Sen. Kent Conrad. 

Administration witnesses evaded clear answers about the 
program and their decision to pull the plug. Kathy Greenlee, 
administrator of the program and assistant secretary for aging, 
told members that CLASS office staff members are being 
reassigned and implementation has ended. But she opposes 
Republican plans to repeal the offending measure. 

A senior congressional staffer analyzed some of the tactics 
the Obama administration considered in its attempt to rescue 
the CLASS program. Among them: 

• Long waits for coverage: Imposing a 15-year waiting 
period before enrollees in the long-term care program 
could receive benefits if they had pre-existing conditions. 
You read that right: 15 years! 

• Limited benefits: Making very low payouts for the first 20 
years after enrollment, and only provide the full $50 daily 
benefit specified in the statute after two decades. 

• High premiums: Charging premiums of between $235 
and $391 a month, and possibly as much as $3,000 per 
month for the long-term care coverage. 

• Cherry picking: Marketing the plan primarily to healthy 
people, and requiring sicker people to wait longer for 
benefits. 

You can't make this stuff up! 

Bad Super Committee advice: The Center for American 
Progress last week offered ideas to the Super Committee to 

save Medicare "$100 billion or more in a decade." 

One of the most insidious is its proposal to reduce access to 
costly treatments: "Medicare should not pay extra for 
technologies that are more expensive but no more effective 
than other available technologies," writes lead author Zeke 
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Emmanuel, who writes extensively about explicit rationing of 
medical care. "If a treatment has a less costly alternative that 
produces the same clinical outcomes, Medicare should 
reimburse only the price of the less costly alternative." 

But what about patients that fall outside the norms and for 
whom the "least costly" alternative doesn't work? This is the 
heart of the danger from government comparative 
effectiveness directives. 

But the Left's march toward government micro control 
over medical decisions continues. Former CBO director and 
current president of the American Action Forum, Doug Holtz
Eakin and his colleague Han Zhong write about another 
proposal before the Super Committee that they say would 
surely backfire. 

This one involves changing the way doctors are reimbursed for 
administering drugs such as chemotherapy in their offices -
drugs that are usually difficult to administer and require 
supervision of a physician. This misguided proposal would 
undermine a program implemented as part of the Medicare 
Modernization Act that bases reimbursement for these Part B 
drugs on a market-driven pricing mechanism. Of course, the 
Left hates this. 

Here's the link to Doug's paper. He's right in concluding: 
"Proposed changes in the current reimbursement will likely 
undermine the ability of physicians to cover their costs and as 

result will undermine patient access to care." 

back to top 

CUP OF THE WEEK 

Grace-Marie Turner at The Heartland Institute 

In this video, Grace-Marie Turner speaks at The Heartland Institute's Anniversary Benefit Dinner. 
Watch now>> 

GALEN IN THE NEWS 

Recommendations for the Super Committee 

Grace-Marie Turner 
Galen Institute, 10/24/11 

Numerous members, committees, and organizations have offered advice to the Joint Select Committee 
on Deficit Reduction -the Super Committee -on ways to cut at least $1.2 trillion from federal spending 
over the next 10 years, and many more have weighed in with warnings on the dire consequences if their 
industry were to be targeted. This paper offers a concise list of do's and don'ts that the committee might 
consider to advance good policy in changes for Medicare and Medicaid. We advise the members to take 
the long-view and take steps that will grow over time to improve the programs and save taxpayer dollars. 
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Read More »

Why ObamaCare Must Be Repealed So We Can Begin Real Health Reform
Grace-Marie Turner
Networks Financial Institute at Indiana State University
Conference on "The Affordable Care Act: Challenges to Access, Affordability and
Availability," 10/21/11

There is no question that we need changes in our health sector. But numerous independent studies

have shown that the Affordable Care Act will fail to achieve its goals and will cause harm by trying to

inflict too much change too suddenly. For example, as many as 25 million people will be added to

Medicaid's rolls; this means those already on the program will be competing for the limited number of

physicians, especially specialists, who treat Medicaid patients, making it even more difficult for those on

the program to access care. The legislation also will cause tremendous disruption in employment-based

insurance, with estimates that as many as 80 million people will not be able to keep the coverage they

have now and will be forced to have coverage directed by Washington. The law also is deterring

employers from hiring new workers until  they know the cost of the mandated insurance. 

Read More »

Other papers presented at the Networks Financial Institute conference:

The Continuing Debate on Health Insurance Reform

Scott E. Harrington, Networks Financial Institute at Indiana State University, 10/11 

Read More »

Repeal and Replace: Ten Necessary Changes

John C. Goodman, Networks Financial Institute at Indiana State University, 10/11 

Read More »

Insurance mandate lacks teeth, WellPoint CFO says

J.K. Wall, Indianapolis Business Journal, 10/24/11 

Read More »

HEALTH REFORM

Obama's Health Care Gamble

Joseph Rago, The Wall Street Journal, 10/25/11

Another unpleasant surprise from Obamacare

Diana Furchtgott-Roth, Washington Examiner, 10/27/11

Examining Obamacare's Hidden Marriage Penalty and Its Impact on the Deficit

House Committee on Oversight and Government Reform Subcommittee on Health Care, 10/27/11

Testimonies: Diana Furchtgott-Roth, Professor Richard V. Burkhauser, Douglas Holtz-Eakin

Uncovering the True Impact of the Obamacare Tax Credits: Increases the Deficit, Expands Welfare

through the Tax Code, and Implements a New Marriage Tax Penalty

Staff Report of the House Committee on Oversight and Government Reform, 10/27/11

Views on the ACA Less Favorable This Month

Kaiser Health Tracking Poll, Kaiser Family Foundation, 10/11

Slashing doc pay

Scott Gottlieb, New York Post, 10/24/11

Reviewing ObamaCare's Rate Review

Sally C. Pipes, Forbes.com, 10/25/11
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Without The Individual Mandate, The Affordable Care Act Would Still Cover 23 Million; Premiums Would

Rise Less Than Predicted

John F. Sheils and Randall Haught, Health Affairs, 10/11
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Terence P. Jeffrey, Human Events, 10/19/11

Summary of Benefits and Coverage and Uniform Glossary Proposed Rule: Implementation and Annual

Ongoing Costs of Compliance
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American Enterprise Institute Event, 10/28/11

MEDICARE AND MEDICAID

CLASS Dismissed

James C. Capretta, The Weekly Standard, 10/31/11
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Dr. Milton R. Wolf, The Washington Times, 10/26/11

Medicare Part B Drug Reimbursement: Why Change A Market-Driven System That Works Well at
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Douglas Holtz-Eakin and Han Zhong, American Action Forum, 10/26/11
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Mitt Romney may be haunted by Massachusetts health care costs

Jennifer Haberkorn, Politico, 10/26/11
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Insurers, employers offer incentives to promote healthful habits

Duke Helfand, Los Angeles Times, 10/25/11
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Livio Di Matteo, Atlantic Institute for Market Studies, 10/27/11
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From: Jacobs, Chris (RPC)
To: Jacobs, Chris (RPC)
Subject: Ohio Study Confirms: Obamacare Will Raise Premiums, Kill Current Coverage
Date: Wednesday, September 21, 2011 2:08:11 PM

Last month, Wisconsin released a study showing how Obamacare will raise premiums and lead firms
to drop coverage.  Yesterday, the state of Ohio released a report from independent actuaries at
Milliman that came to much the same conclusions – nearly 700,000 individuals leaving employer-
sponsored coverage in Ohio alone, along with premium increases for individual policies averaging
55-85%.  The report is over 150 pages long, but the key section is from pages 26-45, which
highlights the major changes in both premiums and coverage scheduled to take place thanks to
Obamacare:
 
Dropped Coverage
·         A total of 688,000 Ohio residents will move OUT of employer coverage; “population decreases

in the [employer insurance] markets will be driven by low-income individuals opting out of these
plans for Medicaid.”

·         While 503,000 previously uninsured residents will obtain Medicaid coverage, a greater number
of individuals (569,000) who already have coverage will move into government-run Medicaid
– suggesting Obamacare encourages both employers and employees to quit private coverage in
order to join taxpayer-funded programs.  As the report notes, “The other half of new Medicaid
enrollees will consist of individuals who currently have ESI [employer-sponsored insurance] or
individual coverage.”

·         Likewise, while 289,000 previously uninsured residents will obtain new coverage in Exchanges,
almost as many (204,000) will join Exchanges after having employer coverage – likely because
Obamacare will encourage firms to “dump” their workers.

·         “The estimated prevalence of grandfathered plans is expected to diminish quickly and be almost
non-existent by 2014” – meaning virtually everyone will lose their current plan within three
short years of Obamacare’s passage.

 
Higher Premiums
·         Before subsidies, “the individual health insurance premiums are estimated to increase by

55% to 85% above current market average rates (excluding the impact of medical inflation).” 
The report goes on to delineate the specific reasons for these skyrocketing premiums.

·         “Individual health insurance market premium rates are estimated to increase between 20% and
30% on average due to benefit expansion requirements” – i.e., Washington bureaucrats forcing
individuals to buy more health coverage than they may want or need.

·         Premium rates on the individual market will increase between 35% and 40% because high-risk
pools will close and the individuals purchasing insurance through Exchanges will be sicker than
the population as a whole.  This conclusion is noteworthy because it contradicts the
Congressional Budget Office, which predicted that individuals in Exchanges would be healthier
than average.

·         Premiums will also increase by 2-3% due to the various taxes – on device manufacturers, drug
companies, and insurers – included in Obamacare; “as with any tax on businesses, these fees
will be passed along to the consumer to the extent possible.”
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·         “Requirements under [Obamacare] to cover preventive services at 0% cost-sharing have
already caused premiums to increase.”

·         For small businesses, premiums could rise 150% for some firms with healthy populations – but
the firms with the highest-risk (i.e., least healthy) populations would see their premiums fall by
only 38%.

·         “The cumulative effect of these rating changes may result in a majority of [small businesses]
experiencing premium rate increases or decreases beyond the average estimated market
change of 5% to 15%.  In many cases these changes could be greater than 25%, ignoring
changes in medical inflation. Premium rate volatility may affect the stability of the ESI-small
group market by creating greater financial incentives for employers to self-fund or terminate
their plan.  Employers wanting to continue their plan may address the issue of substantial
premium rate increases by changing plan designs to shift more cost to employees, as current
benefit plans may become unaffordable.”

 
The report also includes a separate study indicating that the Exchanges will likely cost at least $20
million dollars per year to maintain (exclusive of implementation costs) just in Ohio alone.  These
administrative costs could raise premiums by more than 1% – over $50 per year – for individuals
enrolling in Exchange plans.
 
Candidate Obama repeatedly promised to cut insurance premiums by an average of $2,500 per
family, and also promised that “for those of you who have insurance now, nothing will change under
the Obama plan – except that you will pay less.”  Today’s report once again illustrates how
Democrats’ 2700-page health care law fails on both counts.
 
Chris Jacobs
Health Policy Analyst
Republican Policy Committee
(202) 224-2946
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From: 
Cc: 

Subject: 

Katie Altshuler 

Jonathan Buxton (Jonathan.buxton@okhouse.gov); Trait Thompson; Jarred Brejcha (breicha@oksenate.govl; 
Jim Williamson (williamson@oksenate.gov); Brian Downs; Ueser. Derek G.; Nicole Prieto Johns 
(NicolePJ@health.ok.gov); Kaleb Bennett; Andrew Silvestri ; Craig Perrv 

OHIX Planning Meetings: Invitation to legislators 

Date: Tuesday, March 15, 2011 12:43:30 PM 
Attachments: OHX Stakeholder Agenda - March 2011.doc 

Key Advisorv Work Groups OKLAHOMA HEALTH INSURANCE EXCHANGE 2011.odf 
NAIC Exchange I nformation.odf 
Planning OHX Stakeholder Mtg Mar 16 2011.odf 

Dear Legislators: 

You are invited to attend General Stakeholder and Workgroup meetings for the 

Oklahoma Health Insurance Exchange Project. Please visit our website: 

http:f/www.okhca.ors/OHX 

• The Work Group sign-up page is now ava ilable, please cl ick on t his link to sign up t o 

participate in an Advisory Work Group: http-(/www okhca org/ohx-feedback aspx 

• Please review the attached meet ing agenda and list of Key Advisory Work Groups to 

ca refully consider where you would like to participate. 

• Key Advisory Work Groups w ill develop recommendations rega rding an Oklahoma 

Exchange. 

Save the date: Next Exchange Stakeholder Meeting: March 16., JO·JQ am at the ODMHSAS 

Training Center in the Shepherd Mall 

Dates set for future General Stakeholder meet ings: 

• March 16, 2011, 10:30am -12:00pm I OKC 

• Apri l 29, 2011, 10:30am -12:00pm I TULSA 

• May 25, 2011, 10:30am -12:00pm/TBD 

Nicole Prieto Johns, Project Manager 

Derek Lieser, Project Manager 

Oklahoma Healt h Insurance Exchange Project 

PLEASE NOTE OUR CONTACT INFORMATION: 

S. Nicole Prieto Johns I Oklahoma Health Insurance Exchange Grant I Project Manager I 
1000 NE lOth Street, Suite 355, Oklahoma City, Oklahoma 73117-1299 I Bus. 405.271.9444 x 564791 Cell - I E-mail NicolePJ@health.ok.gov 

Derek L.ieser I Oklahoma Health Insurance Exchange Grant I Project Manager I 
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1000 NE 10th Street, Suite 355, Oklahoma City, Oklahoma 73117-1299 | Office: 405.271.9444 x 56332 | Mobile
phone:  | E-mail: DerekL@health.ok.gov
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From: Rushing, Crystal
To: Alex Pettit; Andrew Silvestri; Buffy Heater; Cindy Roberts; John Doak; Derek Lieser; Dr. Terry Cline; Howard

Hendrick; John Calabro; Jonathan Buxton; Julie Cox-Kain; Katie Altshuler; Mike Rhoads; Nicole Prieto-Johns;
Rich Edwards; Steve Buck; Terri White; Trait Thompson

Subject: OHX Advisory Agenda - 03 17 2011.doc
Date: Thursday, March 17, 2011 11:33:48 AM
Attachments: image003.png

OHX Advisory Agenda - 03 17 2011.doc

Please find the attached agenda for today’s Oklahoma Health Insurance Exchange Advisory
Committee Meeting.  See you all at 1:00 pm!
 
Crystal Rushing
Executive Assistant
Office of the Commissioner                         
1000 NE 10th Street
Oklahoma City, OK 73117
ph. (405) 271-4200, fax (405) 271-3431
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  OOkkllaahhoommaa  HHeeaalltthh  IInnssuurraannccee  EExxcchhaannggee  AAddvviissoorryy  CCoommmmiitttteeee  
 

 
 

 

Thursday, March 17, 2011 
1:00 p.m. – 2:30 p.m. 

  

OSDH / Rm. 307 
Dr. Otho Whiteneck Boardroom 

1000 NE 10th Street 
Oklahoma City, OK  73117 

  

Exchange Project Managers: 
Derek Lieser 

Nicole Prieto Johns  

 
 
 

A g e n d a  

I. Welcome – Secretary Cline 

II. Stakeholder Workgroup Reports  
a) Enrollment & Eligibility – Buffy Heater 
b) Information Technology – John Calabro and Alex Pettit 
c) Carrier & Plan Selection – Mike Rhoads 
d) Financial Management – Rich Edwards 
e) Education & Marketing – Mike Rhoads 
f) Governance – Julie Cox-Kain 

III. Break 

IV. Governance and Administrative Structure Recommendations to Governor – Julie Cox-Kain 

V. Charter Approval – Julie Cox-Kain 

VI. Exchange Business Process Flowchart – Derek Lieser and Nicole Prieto-Johns  
 

VII. Exchange Assumptions Review (if time permits) – Buffy Heater 
a) Key considerations 
b) Design options   

VIII. Next Advisory Committee Meeting – Derek Lieser and Nicole Prieto-Johns  
a) March 24, 2011 – 1pm OSDH 
b) Call for agenda Items for next meeting 

IX. Adjournment  
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  OOkkllaahhoommaa  HHeeaalltthh  IInnssuurraannccee  EExxcchhaannggee  AAddvviissoorryy  CCoommmmiitttteeee  
 

 
 

 

Thursday, March 24, 2011 
1:00 p.m. – 2:30 p.m. 

  

OSDH / Rm. 307 
Dr. Otho Whiteneck Boardroom 

1000 NE 10th Street 
Oklahoma City, OK  73117 

  

Exchange Project Managers: 
Derek Lieser 

Nicole Prieto Johns  

 
 
 

A g e n d a  

I. Welcome – Secretary Cline 

II. Review of RFP Evaluation Committee Recommendations – Julie Cox-Kain 

III. Exchange Business Process Flowchart – Derek Lieser and Nicole Prieto Johns  
 

IV. Exchange Assumptions Review (if time permits) – Buffy Heater 
a) Key considerations 
b) Design options   

V. Next Advisory Committee Meeting – Derek Lieser and Nicole Prieto Johns  
a) March 31, 2011 – 1pm OSDH 
b) Call for agenda Items for next meeting 

VI. Adjournment  
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OOkkllaahhoommaa  HHeeaalltthh  IInnssuurraannccee  EExxcchhaannggee  

GGeenneerraall  SSttaakkeehhoollddeerr  MMeeeettiinngg  
 

 

NNeeww  Excchhangge  Webssite:  www.okk..ggoov//iinnsuuraannceexcchhannge    

Friday, April 29, 2011 
10:30 a.m. – 12:30 p.m. 

  

Tulsa Community College NE 
Campus Auditorium  

Main Academic Building 
3727 E. Apache, Tulsa OK 74135  

Exchange Project Managers: 
Derek Lieser 

Nicole Prieto Johns  

 
Oklahoma City / Alternate Site - Interactive Video Conferencing: 

ODMHSAS Training Center - Rose Rock Conference Room 
2401 NW 23rd Street, Suite 1F (Shepherd Mall, 2nd Floor)  
Oklahoma City, OK  73107 

 
G e n e r a l  S t a k e h o l d e r  M e e t i n g  A g e n d a  

I. Welcome / Opening Remarks  

II. Oklahoma Health Insurance Exchange / Call to Stakeholders    

A. Secretary of Health and Human Services – Dr. Terry Cline 

B. Office of the Governor – Katie Altshuler  

C. Insurance Commissioner – Mike Rhoads (for Commissioner John Doak) 

III. Update on Oklahoma Health Insurance Exchange Planning Activities 

A. Current Exchange Planning Activities – Exchange Project Managers 

B. Advisory Workgroup Reports – Workgroup Chairs & Co-Chairs  

1. Governance & Administrative Structure 

2. Carrier & Plan Selection 

3. Enrollment, Eligibility Process & Infrastructure 

4. Education & Marketing 

5. Financial Management & Premium Development 

6. Information Technology 

IV. Adjournment  (Governance Workgroup Meeting immediately following in the Campus Auditorium) 

 

Next General Stakeholder Meeting 

Wednesday, May 25th, 10:30-12:00 
OUHSC – College of Public Health, Edward Brandt Auditorium, Rm. 150                                                                              

801 N.E. 13th St., Oklahoma City, OK 73190 
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Oklahoma Health Insurance Exchange 

GGeenneerraall  SSttaakkeehhoollddeerr  MMeeeettiinngg  
 

 

Exchange Website - www.okhca.org/ohx  

Wednesday, March 16, 2011 
10:30 a.m. – 12:30 p.m. 

  

ODMHSAS Training Center 
Rose Rock Conference Room 
2401 NW 23rd Street, Suite 1F 

Oklahoma City, OK  73107 
  

Exchange Project Managers: 
Derek Lieser 

Nicole Prieto Johns  

 
Alternate Site - Interactive Video Conferencing: Tulsa  
(Please email Nicole or Derek if you would like to attend the meeting from the Tulsa site) 
Oxy Building 
110 W. 7th St. Tulsa, OK. 74119  
Room 2520  
 
Online Live Feed: 
1. Using your web browser, connect to http://   
2. Enter  in the "Conference ID" field 
3. Click "Stream this conference" 
4. If the conference does not stream, click the banner at the top of your browser to install the Media Player. 

 
G e n e r a l  S t a k e h o l d e r  M e e t i n g  A g e n d a  

I. Welcome / Opening Remarks  

Oklahoma Health Insurance Exchange / Call to Stakeholders    
a) Secretary of Health and Human Services – Dr. Terry Cline 
b) Insurance Commissioner – John Doak 
c) CEO Health Care Authority – Mike Fogarty 

II. Stakeholder Participation 
a) Review of Key Advisory Groups – Nicole Prieto Johns & Derek Lieser  
b) Discuss break-out sessions 

III. Adjournment of General Stakeholder Meeting 

15 Minute Break: 11:15 – 11:30 
 
 

A d v i s o r y  W o r k g r o u p  B r e a k o u t  S e s s i o n s  
 

Break-out Session Locations in Shepherd Mall (11:30-12:30): 
• Governance & Administrative Structure: ODMHSAS -Rose Rock Room 
• Carrier & Plan Selection: ODMHSAS– Granite Room 
• Enrollment, Eligibility Process & Infrastructure: ODMHSAS -  Sandstone Room 
• Education & Marketing: Credit Union Conference Room 
• Financial Management & Premium Development: OSDH Conference Room 
•  Information Technology:  HP Boardroom 
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From: Glenn Craven
To: Katie Altshuler
Subject: OID PPACA waiver press release
Date: Tuesday, September 06, 2011 4:30:09 PM
Attachments: 110906-MLRWaiver.pdf

Katie,
 
Regarding my phone message to you a few moments ago, this is the approved draft of our press
release on OID’s seeking a waiver to the medical loss ratio (MLR) provisions in PPACA.
 
Commissioner Doak wanted Gov. Fallin to have this release at her disposal, as well as access to
Deputy Commissioner Mike Rhoads, who is our resident health care expert. Deputy Rhoads can be
reached at (918) 295-3702 or (405) 924-0239, the latter being his cell phone.
 
Thank you,
Glenn Craven, Communications Officer
Oklahoma Department of Insurance
(405) 522-1769

P Consider the environment and only print this email if  absolutely necessary.

The contents of this electronic message, including attachments, are transmitted by the Oklahoma

Insurance Department, an Oklahoma government agency according to the Uniform Electronic

Transactions Act, 12A O.S. 15-101 et seq. This message is intended for use by the named addressee

only and may contain information that is confidential or private according to state or federal laws. If you

have received this electronic message in error, please notify the sender by a “reply to sender only”

message, delete it completely from your computer and maintain confidentiality of the message. Any

unauthorized disclosure, distribution, or use of the contents of this message is prohibited and subjects

the user to penalty of law.
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Wniteb ~tates Qrongress 
WASHINGTON. DC 20510 

September 9, 20 I 1 

Dear Secretary Sebelius, 

We are writing in strong support of the State of Oklahoma's request for a waiver from the mandated 
medical loss ratio (MLR) requirements in the Patient Protection and Affordable Care Act (PPACA). We 
share the state's concern that the implementation of this provision under current law will lead to market 
destabilization in the individual market. We note that to date, because many other states have determined 
that federally-mandated MLR threaten to destabilize markets within their states and jeopardize 
consumers' coverage, nearly one in three states have already applied for or been granted waivers from the 
MLR requirement. 

The need for waivers from the law is clear proof that the one-size-fits-all MLR approach mandated under 
PP ACA is neither in the best interest of consumer choice nor competition among health plans in many 
insurance markets across the country. To ensure choice and competition and to protect Oklahoman 
consumers' insurance choices, we ask that you exercise your authority under law to grant the state a 
waiver to preserve the health insurance market that could otherwise be destabilized. 

We appreciate your timely attention to this important issue. 

Fran Lucas 
Member of Congress 

Sincerely, 

an B en 
Member of Congress 

9._..u 
Tom Cole 
Member of Congress 
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From: 
To: 
Cc: 
Subject: 
Date: 

Prieto Johns. Nicole S. 
Katie Altshuler; Andrew Silvestri 
Ueser. Derek G. 

OK Health Network: Contact Name for Commerce Department 
Wednesday, August 17, 2011 9:43:20 AM 

Katie & Andrew- Good talking with you yesterday. In follow up to our conversation, if you have no 

objections, we will get in touch with Mike Evans, CIO for the OESC, about working with us and our 

Actuarial Analysis vendor Milliman, to access Oklahoma Employer data that would then be made 

available for the Chambers to assist them in their efforts. 

As we don't have a prior relationship established with a Commerce Department contact, please let 

us know if there is someone you have in mind. We would like to touch basis with both the OESC 

and the Commerce Department prior to our initial face-to-face meeting with the Milliman team on 

the 23rd . We will send you an invitation for the meeting next Tuesday and continue to keep you 

updated as to our progress. 

Additionally: Please let us know if you would like us also to regularly provide status updates to all or 

selected members of the Advisory Committee. 

Respectfully, 

Derek & Nicole 

S. Nicole Prieto Johns, MPA I Oklahoma Health Insurance Exchange Planning Project 1 Project Manager 1 
1000 NE 10th Street, Suite 355, Oklahoma City, Oklahoma 73117-1299 1 Bus. 405.271.29441 Cell --I E-mail 
NicolePJ@health.ok.gov 1 Website: www.OK.gov/lnsuranceExchange 
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From: Marie Sanderson
To: Katie Altshuler; Andrew Silvestri
Cc: Dustin Huffman
Subject: OK healthcare moving parts
Date: Wednesday, November 07, 2012 11:14:15 AM

Hi Katie/Andrew:
 
RGPPC has been tracking internally where various states land on the PPACA moving parts. In order
to best advise our governors and staff for Thursday’s staff call and Friday’s governors’ call, we would
like to understand A) If what we have on file is accurate for your state, 2) May we share this
information with other states.
 
Thanks again for your fast attention. If you have any questions, please feel free to call me or Dustin.
 
Best,
Marie

 
 

Oklahoma
 

 
Medicaid Expansion:
Decision: Undecided, waiting until after the election
Announced: July 23, 2012
 
Insurance Exchange:
Decision: Undecided
 
Important Websites:
Health care ruling: Oklahoma Gov. Mary Fallin says state needs to study implications
of the high court decision
http://newsok.com/health-care-ruling-oklahoma-gov.-mary-fallin-says-state-needs-
to-study-implications-of-the-high-court-decision/article/3688400
 
Fallin won't decide on expanding Medicaid until after election
http://www.tulsaworld.com/news/article.aspx?
subjectid=336&articleid=20120724_336_0_GovMar820522

 
 
Marie Thomas Sanderson
Policy Director
Republican Governors Association (RGA)
MSanderson@rga.org
Republican Governors Public Policy Committee (RGPPC)
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Office (202) 464- 8556
Cel
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Fn>m: 
To: 

Sooner Tea Party 

KiMtie AltsbW 
Subject: 
Dolle< 

adahamio CDunty GOP Corruoti<n- a.dt by Ron Paul ~ 
Monday, March 12. 2012 2:59~ AM 

Forward this email to a friend 

I N THIS I SSUE: 

Sponsors this 
w eek: 

The Carpenter 
Shop 

358 North Rockwell 
OKC,Ok 
405-942-2644 
thecawentershop net 

The Carpenter Shop is 
a full line cabinet and 
countertop shop that 
travels all over the 
state building dream 
kitchens for discerning 
customers 

R A Graphix 
( 405) 703-3599 
2 14 Ne 12th St, #C, 
Moore, OK 73160 

R A Graphjx is a full 
line printer and sign 
shop capable of screen 
print ing, vinyl signs, 
banners, offset 

Click Here For Previous Newsletter Archives 

Click Here to Sign Up for the Sooner Tea Partv Email list 

Forward thjs email to a frjend 

print ing, and all of your 
printing needs. Randy 
and his family have 
supported the 
conservative movment GOP Convention Battles Continue 
for many years 

Wolfl aser com Cheryl Williams, the State Committee Woman for Oklahoma County made a great post on her face book page 
that covered the batt1e at the Oklahoma County Convention on March 3rd. Having an insider be so bold as to 
set the record straight is amazing, and it speaks volumes for Oleryl's courage and integrity. The comments 
posted in response to her article were illuminating as well and the information stung some of the RINOs that 
have worked so hard to keep the Republican Party from integrating newcomers or following the wonderful 2011 

rg State GOP Party Platform. 

This guy is a Noble 
Oklahoma based 
company that has 
great prices on 
electronics of all 
t ypes and 
inexpensive toner 

Here is another link to read the article if the facebook page isn't up. 

That wasn't the end of the fallout over the Oklahoma County Convention batt1e as several counties circled the 
wagons and excluded Ron Paul supporters in fear of having their corruption exposed. 
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and ink for your 
printer. 

Comtec Security 

Com t ee 
provides residential 
and commercial 
security systems in 
Oklahoma. 

There is only one 
thing you really 
need to know 
about Comtec's 
quality and pricing, 
they do not require 
a contract for their 
services. 

Customers are free 
t o w alk aw ay if 
their service isn't 
t op quality. 

Rodent 
ResistantChicken 
Feeders• 

$50 + Shipping 

Advertise Your 
Business, Event, Or 
Service Here! 

$25.00 per week, 
tens of thousands of 
Oklahoman 
impressions every 
newsletter 

Rrst up to bat was Steven Taylor, the County dlair of Bryan County. Stephen took the equally bold approach 
of telling Ron Paul supporters that they simply wouldn't be allowed to be a delegate to the District or State 
conventions based upon the fight at the Oklahoma County Convention. Taylor specifically mentioned the name 
of the Ron Paul State Director, stating that the Ron Paul organization was just too ~pushy". 

Once word got back to the campaign, State dlairman Matt Pinnell was given the information along with the 
phone number of one of those Republicans that were exduded based upon their support of Ron Paul. 

Rule 3 a of the 2011 State GOP Rules calls the right to participate is sacred and inviolate. The rule explicitly 
states that the abridgement or willful disregard of this right is sufficient grounds for the removal of any officer 
or committee member. The rule is quite specific and explicit on this matter and the rule is f ront and center, 
not buried in the back of the rules. Obviously those who formulated the rules understood that without this 
protection the Republican party would become corrupt and wither. One could say that those that wrote the 
rule understood human nature better than most. 

So it was with much surprise that after the Ron Paul Campaign called for the dismissal of Steven Taylor that 
nothing was done right away. Indeed all that occurred was one of the women that complained got a nasty 
and intimidating phone call from Steven Taylor: 

AI thank you for standing up for my sister and I, we are both so new and still learning so it's nice that we 
have you, not letting them pull the woo/ over our eyes! 

Stephen Taylor called my sister this afternoon and chewed on her butt pretty good, as though it was our fault. 
Said he would be calling me next! I am a little scared am not gonna lie, I am not for confrontation but I 
guess I better hurry up and get over that! It's just so sad that we have to fight them too; we just wanted to 
have our voice heard, to be involved. Well anyway thank you again AI. Your one courageous man! I guess I 
will wait now for Stephen to call and chew on my butt! ; ) 

State Chair Matt Pinnell did offer to seat both ladies as delegates on the Bryan County, an offer that was 
initially refused due to the intimidating tactics of Bryan County Chair Stephen Taylor. After some reflection and 
assurances that the Ron Paul Campaign would stand behind them, the two ladies accepted State Chair Matt 
Pinnell's offer. 

To: "matt@okgop.com" matt®okgop com 
Subject: Delegates for Bryan county 

fl.1att I just spoke with my sister and she was FURIOUS at me for saying no to delegates so YES please have 
Stephen Taylor add us delegates. I was kinda on the spot this morning wasn't sure what she wanted me to 
do but. We are both confirmed we want to be delegates and maybe Spencer since Stephen Taylor left him out 
in the cold too. 
Thank you so much 
Bryan county 
Cxxxx Axxxx 
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But allowing two people to reclaim their right to participate doesn't erase the early stain of excluding 
Republicans based on their support for a particular candidate nor does it erase the basic fact that Bryan 
County Chair Steven Taylor refused to include other Ron Paul supporters after they contacted him at the 
precinct meetings to be included as a delegate. All that Bryan County can offer as an excuse is that their 
Chair selected 19 delegates and called for a vote to accept the slate of delegates. But once again the State 
GOP Rules are violated. Rule 16 h declares that all delegates are to be elected at the precinct level and 
specified as either "Open" delegations or "Delegate/ Alternates". Here is another Bryan County Republican that 
didn't get to be a delegate thanks to Chairman Stephen Taylor: 

Hi Cxxxx, 
I haven't heard anything from him. The evening of the party meeting he took down names and said something 
about they normally had to call people to be delegates for the county. Sounded ignorant then but I really 
didn't want to point that out to him since he didn't seem to understand the process himself to make sense. 
Anyway, as I remember I gave him my name and number and haven't heard anything. 
~spencer 

And another email expressing the dismay of being disrespected : 

AI, 
I will call Matt this morning, and i will email a few other people f rom first meeting that wanted to be delegates, 
but I'm ce1tain to no avail. They kinda say one thing and do another. So I'm sure even if they put us on 
delegate list at this point we would not have enough people to vote us as a delegate, but guess that doesn't 
mean we should be EXCLUDED! There were five at first* meeting including my sister and I that were asking 
about delegate process. And obviously got no answers f rom Stephen . I did call my sister this morning so she 
could send you a letter of what was said between her and Stephen Taylor yesterday Both her and I are 
leaving town tomorrow so I may not have contact with you until Monday in case you call or send email and I 
don't respond. Thank you so much! 

*State Chairman Matt Pinnell did respond to these emails and noted in surprise that according to the email 
complaint that there were now five Republicans excluded from the process in Bryan County rather than the two 
that I first brought to his attention. Only three have been in contact so far. 

Furthermore, Rule 5 b specifically states that the precinct committee (Chair, Vice Chair, and Secretary
Treasurer) is the supreme Republican authority for the precinct and no one other than the precinct committee 
may remove a qualified delegate from the county convention. Bryan County bypassed all of this by selecting 
individuals to represent their county rather than holding precinct meetings to elect the delegates. 

Bryan County GOP Chair Stephen Taylor claims that they called for anyone to ask to be a delegate before 
voting on the list of 19 that he had picked and no one spoke up. Few would speak up after being told that 
they wouldn't be allowed to participate nor would they speak up after asking several times to be a delegate 
and not making the list of 19. I would say that they had been humiliated enough by Chairman Taylor to have 
the nerve to stand up in front of a crowd and beg for their rights. 

Bryan County has been on our radar before after a straw poll rules were changed after the poll had been 
dosed and allegations were made by other attendees of various irregularities during one of their meetings. 

Below is an email and some notes taken by one of the Bryan County ladies: 

Dear AI, 

Cxxxx asked me to put together a letter referencing the interaction of the phone conversations and the two 
meetings I attended at the Bryan County GOP meetings. Please see my statements and previous notes below 
and let me know if you have further questions or if I can be of additional assistance. I appreciate your looking 
into the matter. 

First Meeting: 
I attended the Bryan Count GOP meeting on Feb 6th at the Nazarene Church located in Durant, OK. In 
attendance was the chairman Stephen Taylor, myself and at least 25 other attendees with the meeting lasting 
about 90 minutes and included a speaker from the Oklahoma Watch dog organization. In addition to the 
Oklahoma Watch Dog speaker the other discussions covered included state and local business issues related to 
Oklahoma. 

At the end of the meeting I spoke with Mr. Taylor the GOP Chairman asking about information on how to 
become a Ron Paul delegate. In response, Mr. Taylor told me that he would have to check into that and that 
there were 6 delegates done taken and that there was 19 total delegates for our county. I am new to the 
process of becoming a GOP delegate and was unaware that the delegate packets were to be issued at this 
meeting. 
It has been 6 days since the meeting and I have not heard back from the GOP chairman in regards to the 
information or packet in becoming a GOP delegate. I am inquiring on what steps I should take in regards to 
the meeting held on Feb 6th and any other further action I can take to become a GOP delegate? 
Phone Interaction: 
I asked Stephen Taylor on our first meeting that I attended (Feb 6th) on how to become a GOP delegate and 
he stated he would have to get back to me. I never heard back from Stephen on the issue and while 
researching and trying to understand the process I began trying to research the GOP rules and found that I 
should be coordinating with my precinct chair. 

I called the Bryan County election clerk who referred me back to Stephen Taylor. Stephen Taylor never 
followed up with me on the questions concerning the GOP delegate information so on March 1st or 2nd I 
phoned Stephen to see if the Bryan County GOP party had a precinct chairman for my precinct and I gave him 
the number of my precinct and he asked if that was Bryan Co, I said yes he said he would have to get back to 
me and Stephen never got back with me on information on the GOP delegate or information concerning the 
precinct chairman. 

2976



Second Meeting: 
On March 5th me and my sister Cxxxx Axxxxx attended the GOP county convention meeting, we walked in and 
Stephen asked if i was Cxxxxxx Gxxxxx and I said yes, he then handed both Cxxxxl and I a red colored paper 
with de.legate wrote on it. We were not told instructed of the process or exactly what we were to do. The 
group proceeded on with the meeting and then the meeting went right on to nominating delegates in which 
they starting calling off names of 19 people in which they did not identify themselves and I did not know if they 
were actually in attendance at this meeting. 

Stephen Taylor nominated them and Hollie Gerrod seconded that motion and the people held up the red 
colored paper and nomination was over. Then Richard Engle spoke and then there was another speaker, and 
the meeting was over in about 90 minutes total. Then Stephen Taylor came over and talked to us about votina 
for the delegates and that he did it that way because he was afraid of the Ron Paul people showing up 

Phone Interaction: 
March 6th Stephen Taylor called me to see if I had a problem with the way he conducted the meeting and that 
he had been called by the state republican committee man. I told him that I had not complained and that my 
sister Carol Ashley had called a county coordinator that she had met at a rally and that it had went from 
there. 

Stephen continued to explain to me what had happened at the meeting and the reason he did what he did 
concerning delegates. I had to explain to him that I have been trying for a month to get information from him 
on delegate information and precinct chairman and that he had not responded to my request and ignored my 
reaching out for help. I expressed to him that I was interested in trying to stay informed about Local and 
State and Federal levels of our government so that I could help in engaging my neighbors on what is going on 
and helping the GOP in their efforts. 

Then he preceded to tell me that he didn't know me and that I would have to nominate myself for a delegate 
and that the other people they nominated had been involved in their meetings for about 2 years and I told him 
that I have been attending for about a year now and based on my limited knowledgeable that he had not 
followed the rules and nor did he help me when I was trying to be informed, involved and be of help to the 
GOP party. 

Thanks 
Cxxxxx Gxxxxxx 

Bryan County wasn't the only county GOP organizat ion that retaliated against the Ron Paul campaign for 
standing up for Republican's rights on Saturday. develand County continued their amazing ability to stymie 
transparency and the rule of law. 

Bobby Cleveland and Lisa Shrieves 

Several weeks ago after some grassroots Ron Paul supporters were planning to go after develand County Chair 
Bobby develand, the state campaign stepped in to negotiate to avoid any acrimony between the two groups. 
At contention was the list of delegates that were moved forward from the February precinct meetings to the 
county convention on March 10th. As the stories of corruption and dirty tricks were still resonating from 2008, 
along with the problems in 2011 when County Chairman Bobby Cleveland decided to require an "application" 
before divulging the location and time of the precinct meetings, the local Ron Paul community was in no mood 
to t rust the Cleveland County GOP. 

AI called Bobby and in return for a copy of the delegate list at least ten days in advance of the county 
convention, as called for in State GOP rules, the grassroots Ron Paul supporters would back off attacking Bobby 
politically. All was well till the day arrived when the list was to be provided and the Vice Chair Lisa Shrieves 
ernailed refusing to send the promised list. 

Some daim that Al's return email was harsh but knowing that an agreement had been breached, the checkered 
past of the Cleveland County GOP organization, and the likelihood that Ron Paul supporters were once again 
set to be hosed down the email was both restrained and good tactics. Of course the proof of the pudding 
would be revealed once the delegate list was scrutinized for problems and refusing to provide an electronic 
copy was a big old red flag that Cleveland County didn't want that list scrutinized without first causing some 
delay and a lot of trouble. 

But develand County Ron Paul supporters went down to the County GOP Headquarters and took pictures of 
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the list that was taped to the inside of the window and started entering the data into a spreadsheet. What 
came out after a few days was a list of 42 problems ranging from Ron Paul supporters that had attended the 
precinct meetings being thrown out as delegates, to having people that didn't attend the precinct meeting 
added as delegates. Some delegates were demoted to alternates, and both open and closed precincts had 
more people added as delegates, in violation of State GOP Party rules. 

Local Ron Paul supporters started sending lists in to the County GOP organization pointing out problems and 
many of the Ron Paul supporters that had been expelled went down friday night to try to clear up their case. 
Despite all of that, there was another three hour long credential meeting that delayed the county convention on 
Saturday morning and not all problems were addressed at the convention. 

Local grassroots leaders did manage to do a fairly good job of getting the rules changed to allow those left 
behind Ron Paul delegates added at a later date but what is the likelihood of develand County GOP adding 
people once the convention was closed? At the convention you could vote to force them to do the right thing, 
you could embarrass them in public but once the convention is over the same old corrupt party officials are still 
in charge and any fight has to occur at the district and state conventions. 

More indicative of the complete corruption and disrespect for the State Party rules was Cleveland County Chair 
Bobby develand kicking out AI, the Ron Paul State Director, and another delegate. Bobby brought a couple of 
sheriff deputies over to AI before the meeting was started, stating that ~a few people didn't want AI present at 
the convention". When asked to name the people, Bobby declined to answer. When asked to show what rule 
allowed someone to be thrown out of a county convention Bobby again refused to answer. 

And the delegate that was thrown out? What was the ~crime"? develand County Chair Bobby Cleveland 
stated that the delegate had "argued" with him. ApparentJy standing up for a State Director of a National 
Campaign that was getting kicked out for no reason isn't allowed, or is it that you have to agree with Bobby on 
all things to be allowed to participate? 

Now this happened after both men had paid their $10 admission fee and received their badges. As for 
allowing others to decide who gets to stay and who gets kicked out, I can tell you that 40% of the attendees 
would have loved to kick out the 60% of the Ron Paul supporters. At what point did we start allowing people 
to decide who gets to participate? 
After being ejected by two sheriff deputies and while waiting for a sheriff supe!Visor to arrive so that the 
ejection was documented, Bobby Cleveland came outside and ~allowed" the delegate to go back inside. After 
being told that violating rule 3 a was sufficient cause to remove him from office, Bobby Cleveland retorted that 
"You would be doing me a favor!" and stomped back inside. Bobby must have had second thoughts because 
after the supe!Visor had arrived, Bobby came back out and said that AI could re enter as long as he didn't 
cause "trouble". When asked if AI had caused trouble to get kicked out the first time, Bobby snorted a rude 
answer and stalked back inside. And yeah, that wasn't a typo; they illegally threw AI out twice! 

Cleveland County had done a masterful job of confusing the Ron Paul supporters at both the precinct meetings 
and at the county convention. One of their more masterful tricks was to not put the number of votes 
allocated on the precinct packets. If you didn't know how many votes were in a precinct, you couldn't decide 
whether or not to leave the precinct open or closed (delegate/alternate). What would happen was two people 
would be present at the precinct meeting, both were elected as delegates and then they "closed" their precinct 
so that the corrupt Cleveland County GOP wouldn't add more delegates to water down their votes. So then the 
corrupt GOP officials would remove one delegate, leaving ~their" person as the only delegate. The proper 
method is to send both delegates with half a vote each. 
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Is this possible to kick off an elected delegate? No, not without breaking the GOP rules but if it were possible 
a decent and honest person would be calling both delegates and asking what they prefer be done. 

Even more egregious was the fact that Cleveland County had gone to the trouble and expense of renting two 
halls for the convention! They put what they thought were the ~safe" delegates in one room and put other 
delegates in the room across the hall. Their excuse was that "the fire marshal wouldn't allow more than 208 
people in the main hall so they set up an "overflow" room. B.S.! Everyone remembers the town halls in 2009 
with packed, standing room only crowds squeezed into rooms. Even worse was the Cleveland County GOP 
stationed ~guards" at each door and kept the doors shut! Why? Because they had dozens and dozens of 
empty chairs in the room! 

The "overflow" room (reminds me of someone describing a basement flooded with sewage) had a big screen 
lV so that the second class delegates would be "allowed" to watch the proceedings in the main room. Which 
leads us to why AI was kicked out the second time. 

A lady Ron Paul supporter had asked AI for help resolving her case because after nearly three hours this 
woman still didn't know if she was a delegate or not. After asking that someone come out of the ~guarded" 
room to address the lady's concerns, a Cleveland County official named Melinda Daughtery who is also the 
State Committee woman for develand County arrived. Melinda gave the same old non answers and said that 
the lady Ron Paul supporter would have to sit in the "overflow" room until her case was resolved. AI asked if 
the overflow room was wired with a microphone so that the delegates sitting in the room could participate or 
object to motions using Roberts Rules of Order and Melinda snapped ~No!" AI then asked why they were 
being treated as second class citizens without the ability to participate. Melinda stormed off in anger. 

Melinda Daughtery second from left 

So it was no surprise when a few minutes later a building manager showed up with another deputy in tow to 
tell AI he had been accused of ~harassing" a woman and was going to have to leave. AI asked the building 
manager what would happen if someone accused the building manager of molesting a three year old in the 
bathroom, would he be asked to leave as well? The point, drenched in sarcasm, was that an accusation was 
just that, and it wasn't enough that someone claimed something without some sort of proof. When asked to 
identify the accuser the building manager hesitated, then said he wouldn't identify the accuser. 

So once again the State Director of a national campaign was thrown out of the convention, this time ordered to 
leave the property immediately or be arrested. AI asked for the supervisor to show up again to document the 
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ejection but the deputy said that if the deputy showed up that AI would be arrested for trespass. The deputy 
did understand what was going on though, even made the comment that ~ I am caught in the middle. This is 
just politics and I am being used as a tool to commit a crime." With that, the deputy agreed to take a minute 
to call in the incident to the dispatch room so that it would be entered on the dispatch log. 

Eventually we are told that all the delegates and alternates were allowed to sit in the main room. Must have 
been a miracle that there suddenly was plenty of room, and the meeting went on. Ron Paul supporters 
reportedly did a credible if somewhat torturous job of getting some of the problem cases solved. The problem 
was that those grassroots leaders were more concerned about avoiding any scandal for the develand County 
GOP than representing Ron Paul supporters. In Oklahoma City we didn't leave a soul behind, in Cleveland 
County that can't be said. 

So it is little wonder that develand County GOP officials went to so much trouble and strife to avoid giving over 
a list of delegates and chose to break State GOP rules by throwing out anyone that was a threat to this getting 
exposed. They also went to a lot of trouble to get AI thrown out so that the leadership wasn't there to protect 
all of the Ron Paul delegates. It turned out that there were enough to win the day, around 60% Ron Paul 
supporters according to several estimates and indeed Bobby Cleveland found himself losing several key votes. 

The issue though is that one shouldn't have to go through hours and hours of political mischief to protect one's 
political rights, the State GOP ought to be proactive in these cases and read the riot act to these corrupt 
county organizations. I can tell you one thing, if the GOP wants to split the vote in November, they could do 
no better than disrespecting Ron Paul supporters with all this corruption. If the GOP wants to be the cause of 
a third party being born, they could do no better than to behave as they have the past few years. 

This entire mess has been laid at the feet of State GOP Chair Matt Pinnell. In his defense, when we talked late 
last week I told him that I didn't expect trouble at the Cleveland County GOP Convention because Bobby 
Cleveland had been acting nice. But after a week the Bryan County ladies still haven't received a call from 
Bryan County GOP stating that they were delegates and no doubt both are too intimidated to call Bryan County 
Chair Stephen Taylor. But there is more than enough proof in the emails that the ladies sent and from the 
phone call where Matt talked to one of them. 

The Cleveland County fiasco is newly laid in his lap so Matt needs some time to investigate but the proof is 
there, Bobby Cleveland and Melinda Daughtery are both guilty of breaking rule 3a, refusing to allow a 
Republican to attend a Republican function. One of the witnesses sent this reply after being sent a picture of 
State Committee woman Melinda Daughtery: 

nThat is 150% her. She was sitting up front during the delegate meeting. She was conversing with the shorter 
officer after you were thrown out right beside the overflow room. They were whispering. I walked past them to 
try and catch some of the conversation and they immediately stopped talking." 

We did receive a call from State Chairman Matt Pinnell late Sunday night before this story was published. 
Matt assures us that these are serious issues, that the Bryan County delegate list will be corrected before it is 
sent to the State GOP for use in the District and State Conventions. Matt also assured us that the issue of 
Bryan County Chair Stephen Taylor, Cleveland County Chair Bobby Cleveland, and Cleveland County State 
Committee Woman Melinda Daughtery will be addressed either before the conventions using an executive 
session, at the Credentials Committees before the conventions begin, or that we will be able to address the 
issues from the floor of the convention using Roberts Rules of Order. We also discussed the possibility of 
drafting new State GOP rules to prevent these corruptions from occurring in the first place and the possibility of 
presenting these rules at the State Convention. 

All we want is to clean up the party, Matt. Make the Oklahoma GOP an organization of rules and law, not one 
that one uses brute tactics and lies to accomplish political goals. We can choose to hire plenty of goons and 
deputies to keep people in line at the conventions or we can choose to respect the rules and respect the 
people and not need to turn the conventions into a police state format. But what we are calling on Matt to do 
immediately is to return a sliver of integrity to the State GOP by removing Stephen Taylor, Bobby develand, 
and Melinda Daughtery for willful disregard of a fellow Republican's rights. 

But make no bones about this, if we need to challenge an entire county or even entire counties delegate list to 
punish bad behavior we will be ready to do just that from the floor of the convention. By cleaning up the 
State GOP, by forcing GOP officials to follow the rule of law, we begin the process of forcing politicians to 
follow the GOP party platform and to keep their campaign promises. 
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Budget Shortfalls and our Big Spending Government 
Can We Afford Their Big Government Ways? 

By R.H. 

Recent reports from the Oklahoma Tax Commission have indicated continued growth in the amount of tax 
collected f rom all sources. This is a good thing for Oklahoma. It indicates a rebound in our economy from the 
devastation of a deep recession and an increase in employment despite all the obstacles placed in front of it by 
the bureaucracy in Washington, D.C. But before you start to stand up and cheer, a closer examination of the 
numbers is required. 

To begin with, Oklahoma has a Balanced Budget Amendment. This means that the Legislator cannot spend 
more than the state takes in each year. Any shortfalls must be made up by cuts, or borrowing. With liberals in 
power in the House and Senate, and I include RINO Republicans in this group, they chose to borrow to dose 
the gap. This left the state in debt, which added a budget item to the next budget year. We also have a "Rainy 
Day Fund" for emergencies. Now a budget shortfall is an emergency wouldn't you agree? 

State Treasurers saw this recession coming a full year before the general public did. Beginning in 2007, 
revenues to state coffers from all sources began to decline. No one sounded an alarm. I guess they didn't think 
we had a right to know this information. This information can be found in a Center on Budget and Policy 
Priorities report here: States Continue to Feel Recession's Impact - Center on Budget and Policy Priorities . 
The representatives providing information for this report from Oklahoma are State Tax Commission and the OK. 
Policy Institute. All of the informat ion they provided were estimates. 

Now they don't show any actual figures until FY09. In that year they indicated a shortfall of $114 million dollars 
projected and closed when the budget was adopted. It does not indicate how it was closed. If I remember 
correctly, they were called back into special session to address a budget shortfall in the Corrections Department 
later that spring. 

The FY10 budget indicated an initial gap that was closed by the time the budget was adopted of $777 million 
dollars. That was a huge number, and quite an accomplishment by the legislature. Unfortunately it appears to 
have been all accounting tricks. An additional $864 million was a projected shortfall a mere six months later. 
How was this made up? Where did the money come from? Did they drink from the cool-aid? No explanation 
was given. I do not recall a special session being called to address this shortfall either. 

The FYU budget comes along not looking much better. It starts out with a $725 million dollar projected 
shortfall that was closed by the time the budget was adopted. As I recall, this was accomplished with a 
combination of budget cuts and "fee increases". Except some of the fee increases were challenged in court, and 
thrown out as illegally passed. So was the budget shortfall really closed? 

My guess is yes and with a slight surplus. It was about this same time that Oklahoma's economy started to 
improve. Our un-employment rate started to decline. Our tax revenues started to increase. That along with a 
raid of the Rainy Day Fund made up for the rest of the short fall. They also failed to return the fees they 
already collected that had been ruled unconstitutional by the Oklahoma State Supreme Court. So yes they did 
eventually balance the budget. 

For Fy12, they closed a $500 million dollar gap in the budget. Again budget cuts and fee increases were how 
they accomplished this. Wrt:h Oklahoma's economy looking better, the shortfall was less. They even found 
money to place into the "Rainy Day Fund". I t's funny how this fund works. It's always there, but when we need 
it, it never seems to have money in it. 

Now FY13 is a complete mystery. No figures have been released yet. It will be interesting to see how this plays 
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out. From the bills I've seen under consideration, the big spending RINO Republicans and liberals are having a 
spending spree that even President Obama would be proud of. Speaker Steele and his cronies are pushing a 
"Social Justice" agenda that includes several soft on crime bills, cutting spending to the Department of 
Corrections and letting repeat habitual sex offenders out of jail with ankle monitoring devices instead of jail 
time. The Senate is doing their best to implement Obama/Fallin care despite the fact that Oklahoma voters 
overwhelmingly rejected both and they're doing it without recording and publishing for the record committee 
votes. 

The Great State of Oklahoma is in a financial mess. For too long we have let the liberal Democrats and liberal 
Republicans run this state. Now they are taking their cue from the D.C. Politicians and trying to borrow our 
way to oblivion. WE THE PEOPLE must now be heard. It's time the political class in this state be reminded that 
they work for us, not the Corporations and not the Oklahoma State Chamber of Commerce. Demand no more 
borrowing to close shortfalls. Use the ~Rainy Day Fund". That's what it's there for. No more legislative pay 
raises until our financial house is in order. For those that don't want to live within the means of the state, 
resign. For those that refuse to live within the means of the state, we know how to vote you out. 

It isn't Thanksgiving Yet, Why mess With a Turkey? 
HR1044 

Last year Representative Doug Cox presented the same type of bill to honor the nation of Turkey in a 
resolution. One of the conservative Republican Representatives asked former Israeli ambassador Yorum for his 
take on the resolution: 

Shalom xxxxxxxxx, 

This is not an Israeli issue. It is an American issue. 
The proposed resolution is oblivious of Turkey's policy toward the US and its most vital interests. 
Since 2002, when the Islamic party became the ruling party, Turkey has switched over from a US-driven policy 
to an Islam-driven policy. 
For example, Turkey has become an ally of Iran and Syria, getting much closer to Putin {who attempts to 
resurrect the USSR hegemony in his region and beyond). Ankara has been supportive of Hezbollah and Hamas 
- two major terrorist organizat ions in Lebanon and in Gaza respectively- and has embraced the IHH, a 
notorious Turkish terrorist organization, which supports Islamic terrorism in Europe and beyond. 
The current regime in Turkey attempts to restore Turkey's grand era as a ruler of the Muslim World, at the 
expense of the USA, while advancing the fortunes of Russia, China, North Korea, Iran and Syria. 

Hang in there and hang tough, 

Yoram 

Rep. Bennett objected to this & they changed it to a Citation instead of an HR. Rep. Reynolds 
added the amendment that if anyone receives any free trips from Turkey they should not introduce this 
legislation. Here is that ame.ndment: 

SPEAKER: 
CHAIR: 

FLOOR AMENDMENT 
HOUSE OF REPRESENTATIVES 

State of Oklahoma 

I move to amend HR1044 

By striking the language on page 21ines 10-14: 

"WHEREAS, it is the policy of the Oklahoma Legislature to recognize the contributions of our allies and the 
value of maintaining beneficial relationships with allies of the State of Oklahoma, such as the contributions 
made by the Republic of Turkey and the value of our positive relationship with this ally.aa" 
And inserting 

"WHEREAS, it is the policy of members in the leadership of the Oklahoma House of Representatives to 
recognize the value of passing resolutions of this nature in order to continue to receive free, unreported, 
extravagant trips to exotic locations paid for by unknown sources." by Reynolds ... 
RESOLUTION 1044 By: Cox 

AS INTRODUCED 
A Resolution recognizing the many contributions made by citizens of the Republic of Turkey; and directing 
distribution. 

WHEREAS, the Republic of Turkey and the United States of America are long-standing allies, both dearly 
cherishing the universal values of freedom, democracy and human rights; and 
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WHEREAS, in its alliances with the United States, the Republic of Turkey has demonstrated its commitment to 
world peace and liberty, as well as its tolerance of others in the secular and religious venues; and 
WHEREAS, the Republic of Turkey is the world's fifteenth largest economy and Europe's sixth largest economy, 
is a valued trading partner with the State of Oklahoma, and is to be commended on its contributions to the 
global economy; and 
WHEREAS, the State of Oklahoma and the Republic of Turkey have enjoyed a strong, vibrant and mutually 
beneficial economic relationship with the prospect of further growth; and 
WHEREAS, it is the custom of the State of Oklahoma to welcome all who come to our state, especially those 
who come in the interest of friendship and commerce; and 
WHEREAS, it is in the best interest of the State of Oklahoma to further cultivate the good relationship between 
Oklahoma and the Republic of Turkey and other Turkic Nations; and 
WHEREAS, it is the policy of the Oklahoma Legislature to recognize the contributions of our allies and the value 
of maintaining beneficial relationships with allies of the State of Oklahoma, such as the contributions made by 
the Republic of Turkey and the value of our positive relationship with this ally. 

NOW, THEREFORE, BE IT RESOLVED BY THE HOUSE OF REPRESENTATIVES OF THE 2ND SESSION OF THE 
53RD OKLAHOMA LEGISLATURE: 

THAT the Oklahoma House of Representatives recognizes the many contributions made by the citizens of the 
Republic of Turkey. 

THAT an official copy of this resolution be distributed to Turquoise Council of Americans and Eurasians. 

Oklahoma Insurance Act of 2012 - 581629 -

We were all set to run this story this week on the Obama care/Fallin Care Health Insurance Exchanges but 
several things happened to cause us to question if the bill had been killed in the House and in the Senate. 

Ftrst off during the GOP presidential watch party at the Marriott last Tuesday night, Senator Bingman 
approached AI, introduced himself and shook hands. It was one of those handshakes that older men still do, 
sizing each other up in the process. The conversation quickly turned to the Obama Care/Fallin Care bill that 
had passed the Senate the week before and how the public didn't want Obama Care implemented in any form 
or fashion. Bingman made an odd comment about the Senate not passing Obama Care and not wanting 
Obama Care, then said thank you for the email, and walked off. The email that Bingman was referring to was 
sent a few weeks ago when the Senate bill was still in committee, pointing out that the Sooner Tea Party had 
generally left the Senate alone and concentrated on the House of Representatives, also pointing out that the 
Senate had been much more responsive to the will of the people, thus allowing the Sooner Tea Party to leave 
them alone to do their work. 

However, the conversation with Bingman was a bit puzzling at the time but when a phone call came in late 
Wednesday night giving the credit to the Sooner Tea Party and two others for killing Obama Care this year, 
things started to make sense. 

The story starts with one dedicated activist, Ronda Vuillemont-Smith of the Tulsa 912 Group who was 
working the Capitol on Wednesday pushing as discharge petition on HR 1004 when she saw a white board, 

basically one of those erasable marker boards, with a note that Glen Mulready's favorite issue, the Obama 
Care/Fallin Care bill was being dropped. Ronda knew that Mulready was the author of last year's Obama 
Care/Fall in Care bill, the leader of the public hearings on the program this summer and fall, and was the 
leading supporter of Obama Care/Fallin Care in the House of Representatives. Seeing the bill being killed 
tweaked her interest. 

That lead to a phone call between Ronda and Mulready where Mulready allegedly said : 

"it was that crazy Dave Bell and that crazy AI Gerhart" and Darren Gantz that killed the Obamacare bill". 

The story first came in from Northwest Tulsa, then was verified with Ronda Vuillemont-Smith via a phone call. 
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Ronda knows as do we all that the credit is much more widely spread, it took attacks from all sides and all 
angles to kill Obama Care/Fallin Care in Oklahoma, but it was nice to hear from the bill author's own mouth 
that our brand of activism is effective. We don't hold rallies, we don't go down to the Capitol and talk to the 
legislators very often but we do a lot of talking with the politician's own constituents. 

On reflection though, perhaps it isn't quite yet time to hang up the gloves on Obama Care/Fallin Care this 
year. This might be an elaborate trick to divert our attention. It would be a good idea to make some more 
calls to thank the Senators and Representatives for finally killing off the bill and to remind them that you don't 
want it brought up in any form or fashion. Here is their press release on the killing of the bill: 

And here is the story that we were going to run, then decided not to run, but decided to run it just incase. 
And yes, that is as confusing as it sounds. 

SB1629 has all the markings of introducing Obamacare to Oklahoma. Federal tax dollars will be used as stated, 
~Title XIX of the Social Security Act" as well as other sources ~otherwise specified or authorized by law". One 
reason for all these sources is to create a ~premium assistance program". In short, socialism. Our State 
Republican Senators who are promoting this legislation are essentially saying that the way to stoo federal 
socialism js wjtb state socialism and then tag it with buzz words such as "conservative" and ~free market". This 
bill has already passed a committee vote and appears backed by the governor. This means it is on a fast track 
for a Senate vote. 

tlJ::t:i!m - Send a single BCC email to EVERY Republican State Senator at once and ask them to oppose SB1629 
when it comes up for a vote on the Senate floor. 

aldrjdge@oksenate goy allen@oksenate goy anderson@oksenate goy, barr jngton@oksenate goy, 
bjngman@oksenate goy, branan@oksenate goy brecheen@oksenate goy, brjnkley@oksenate goy, 
brownb@oksenate goy childers@oksenate goy coates@oksenate goy, crain@oksenate goy, 
david@oksenate.gov. efields@oksenate.gov, fordj@oksenate.gov. halligan@oksenate.gov, holt@oksenate.gov, 
johnsonr@oksenate.gov, jolley@oksenate.gov, justice@oksenate.gov, marlatt@oksenate.gov, 
manei@oksenate goy, newberry@oksenate goy russell@oksenate goy, schulz@oksenate goy 
shortey@oksenate goy sjmpson@oksenate goy stanjslawskj@oksenate goy, lewis@oksenate goy, 
treat@oksenate.gov, ingraham@oksenate.gov, nichols@oksenate.gov 

Preventing Enforcement of Federa l Health Care Acts 
- HB1276 - authored by Rep. Ritze 

By staff writer 

This helps to stop Obamacare ... 

This key text in HB1276 is self-explanatory. "The Legislature of the State of Oklahoma declares that the federal 
laws known as the " Patient Protection and Affordable Care Act" (Public Law 111-148) and the ~Health Care and 
Education Reconciliation Act of 2010" (Public Law 111-152), signed by President Barack Obama on March 23 
and 30, 2010, are not authorized by the Constitution of the United States and violate its true meaning and 
intent as given by the founders and ratifiers, and are hereby declared to be invalid in the State of Oklahoma, 
shall not be recognized by this state, are specifically rejected by this state, and shall be considered null and 
void and of no effect in this state." This bill passed out of committee. 

Action - Call Rep. DeWitt ((405) 557-7332 daledewitt@okhouse.gov) and ask him to bring HB1276 to the 
House floor for a vote. 

Defense in place of worship - HB2988 - Rep. Ritze 
By Staff writer 

Today, if someone forcibly enters your home they are ~presumed to be doing so with the intent to commit an 
unlawful act involving force or violence." As a result, you can defend yourself accordingly. HB2988 would 
extend this to "place of worship". It has passed out of committee and is ready for a House Floor vote. Find this 
bill here. 
Action - Call Rep. DeWitt ((405) 557-7332 daledewitt@okhouse.gov) and ask him to bring HB2988 to the 
House floor for a vote. 
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Oklahoma Riot Control and Prevention Act 
- SB1760 - Sen. Sykes 

This key text in SB1760 is self-explanatory. "Nothing in this section shall be construed to allow any official of a 
municipal or state entity to prohibit or suspend the sale, ownership, possession, transportation, carrying, 
registration, transfer and storage of firearms, ammunition and ammunition accessories during a declared state 
of emergency, that are otherwise legal under state law." This bill just passed out of committee. 

tktim- Call Sen. Schulz ((405) 521-5612 schulz@oksenate gov) and ask him to put SB1760 on the Senate 
agenda for a vote 

PUSHING FALLIN'S AGENDA 
DO THEY KNOW WHAT THEY ARE DOING? 

By R.H. 

Editors note: This story was originally seven pages long and about as well written as one could ask but the 
length demanded trimming down. However, if you want a really in depth look at the consequences of this bill 
please read the entire unabridged story here 
House Bill 3061 is one of the most confusing pieces of legislation I have ever seen. The history of this bill is 
enough to leave one's head spinning. This is the bill that Speaker Steele is pushing for the Governor on Tax 
reform. It was originally referred to the Rules Committee on February 7, 2012. It was withdrawn from the 
Rules Committee, for reasons unknown, on February 20, 2012, and given to the Appropriations and Budget 
Committee. The Appropriations and Budget Committee amended it and passed it out of committee on February 
28, 2012 recommending a do pass. On March 1, 2012, the Bill picked up a Co-Author, Senator Jolley, as a 
principal author in the Senate. That same day the bill was "Emergency Remove" from consideration. I was 
unable to find out why it was removed. 

Not listed in the history of the bill is on the very next day, March 2, 2012, a floor version of the bill was 
introduced on the floor. No explanation as to where this "floor version" came from or who wrote it. It was 
amended from the version approved by the Appropriations and Budget Committee. It's a full page longer. You 
can read the bill here: . 

This bill is similar in nature to HB 3038, which has also advanced to the house floor. There are major 
differences though. This bill is slanted towards the upper class and has no set dates whereas HB 3038 is un
biased as to class and has set dates. We will go through them in detail in this article. You can read l::lf!...3ll3a 
ill2: 

As stated earlier, this bill was "Emergency Remove" on March 1, 2012. Without a vote of the committee, the 
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floor version of the bill was submitted on March 2, 2012. How can Speaker Steele get away with this violation 
of rules? 
Section 1. ~A new section of law not to be codified in the Oklahoma Statutes reads as follows:" This is very 
suspicious. How can you create new law and not have it codified in the statutes of the States laws? It can't be 
done. Should this law be passed with this wording, it would have no standing. 

Section 4.B. In part nand ending not later than December 31, 2012, a tax is hereby imposed". 

1. Single individuals and married individuals filing separately: 
(g) 5.25% tax on the remainder for the 2009 and subsequent tax years ending not later than December 31, 
2012. 
These same rates apply for married couples filing jointly, only you must double the dollar figure. This is a 
significant tax cut. As it goes back to the tax year of 2009, you should also be able to file an amended return 
and receive an additional return from the state. 

Section 4.C. In part "Nonresident Aliens. There shall be a tax imposed on nonresident aliens --- a tax of eight 
percent {8%) instead of thirty percent {30%)". 

Section 4.D. Corporations In part n beginning after December 31, 1989, a tax is hereby imposed --- in amount 
equal to six percent {6%) thereof." This is a disgrace. This code hasn't changed in twenty-three years. 

Section 4.E. Certain Foreign Corporations. In part" In lieu of the tax imposed in subsection C-- there shall be 
imposed on foreign corporations, as defined in the Internal Revenue Code, a tax of six percent {6%) instead of 
thirty {30%)". Now if foreign corporations can get a tax break, why can't American owned companies get a tax 
break? 

Section 4.G. Tax rate tables. In part "For all taxable years beginning after December 31, 2012, in lieu of the tax 
imposed by Section 2 of this Act there is hereby imposed for each taxable year on the taxable income of every 
individual, whose taxable income for such taxable year does not exceed the ceiling amount --- -- tables which 
shall be determined by the tax commission." In other words, it's a crap shoot. 

Section 6 AMENDATORY O.S. 2011, Section 2357.22, is amended to read as follows: 

Section 2357.22.A. In part nbeginning after January 1, 2013. and ending not later than December 31. 2014. 
there shall be allowed a onetime credit against the income tax" 

1. for investments in qualified dean-burning motor vehicle fuel property placed in service after December 
31, 201 
4. In part ~Property which is directly related to the compression and delivery of natural gas from a private 
home" 

In other words, they have eliminated all tax credits but one for electric cars. They are encouraging the use of 
natural gas conversion. That's understandable. ONG will install a fueling station in your home at no cost, 
provided you already have gas service. Natural gas is one thing we have an abundant supply of. 

Section 7 AMENDATORY 68 O.S. 2011 Section 2358 is amended to read as follows: 

Section 2358 A.l. In part ~ There shall be added interest income on obligations of any state or political 
subdivision thereto which is not otherwise exempted pursuant to other laws". They certainly want to cover all 
bases. Tax whatever they can. 

If you are like a lot of the rural farm workers, young teen agers, college students and people just setting out 
on their own this bill is a disaster. This bill will truly give the Democratic Party an issue to run on in the fall. It 
benefits the wealthy and middleclass first, while placing the burden on the poor and those just setting out on 
the road of life. By cutting taxes on those who are single and making over thirty frve thousand dollars 
($35,000.00) and those who are married and making over seventy thousand dollars ($70,000.00) you place the 
tax burden on the poor. That burden is lengthened by not placing any sure dates on implementing these tax 
cuts, but by arbitrarily placing a frve percent (5%) growth minimum on state revenue before a cut can be 
given. This will ensure the upper classes will see some if not all cuts, while the lower wage earners will be lucky 
to see any. 

One thing is glaringly missing from this package going before the House. That is a Fiscal Report. Where is the 
fiScal report that should have been completed after all these changes made by the Speaker where submitted to 
the floor. After all they were submitted without a vote. 

Speaker Steele this is another blatant attempt by you to gain favor with the Governor by pushing her pet 
project. Senator Jolley, you're just trying to gain favor with the State Chamber of Commerce. After all you need 
some campaign money. Governor Fallin, how dare you propose such an audacious, despicable plan. You were 
elected to represent the people of Oklahoma. Not just the middle class and the rich. Look after the people who 
really need it for a change. Let the Speaker and Senator Jolley know that unless there are major changes to 
this bill, you will veto it. By major changes I mean the first to receive the tax cuts are those making less than 
thirty five thousand ($35,000.00) dollars a year. They are the ones that need it. 

Those of you in both chambers of the legislature should demand accountability of Speaker Steele and Senator 
Jolley. Demand a new Fiscal Impact Statement be prepared by the Tax Commission. Demand the little guy get 
the tax breaks first. Demand these changes, or vote no on this bill. We will be watching. 
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DHS 101 
Modifying drug-endangered children provisions 

House Bill 2251, by Peterson 
By Ms. D.B. 

This bill presented by Rep. Peterson allows the DHS to investigate as well as assess if there is drug abuse 
suspected before placing the child in a home. After reading the long list of violations the court found the state 
guilty of this is not much of a reform step. Not at this point anyway. I don't think that the state could possibly 
move any slower at reforming a dept. unless they had no legs and were blind. 

There is absolutely nothing as urgent or as important as this. Not because there is an ongoing court interest, 
but because there are children that are still suffering each day that the legislators and Governor drag their feet. 
Why they choose to give this the back seat is unexplainable. First it makes no sense that the Governor has not 
backed this with a magnitude of funding and ongoing support. There can't be a more urgent or deserving 
cause. The money is there for whatever else that the Governor wants to indulge in. 

The state was put under the watchful eye of the court to insure that the "clean it up" was taking place with the 
insertion of co-neutrals (babysitters). The state did attempt to have the case thrown out of court before 
complete defeat. They lost due to the mounds of nasty evidence. Nothing says "no integrity" like trying to 
dodge responsibility when you have been busted red handed. 

So now months down the road this shallow bill is thrown out here as a token of attempting to be "doing 
something". This bill and its contents should be listed in the DHS 101 manual. It should be on the no 
thinker/given list of terms. When a state employee is responsible for placing a child it shouldn't matter whether 
there is a possible drug issue or not, an investigation as well as an assessment should be done every time. To 
place a child sight unseen is sloppy, lazy, and unprofessional. They might as well forget any type of regulation 
at that point and just spin the wheel of fortune. At this point in the game why insert something this lame and 
sterile? 

Experience proves that their judgment leaned toward failure. Eve.ry case and child is going to be unique and 
skills like looking outside the box are in order. You can't simply hand them a piece of paper with instructions. 
The children placed in the care of DHS are not there because they have a healthy home. Nor are they there 
trying to check into the Days Inn Motel. To handle the need properly requires that some thought, skill, and 
common sense be put into play. The children are there to obtain safety. To handle any given case without 
checking it out thoroughly is unacceptable. 

In reading a report by an expert witness for the court he stated this exact concern." That being that the 
employees lacked the ability to assess or judge and therefore the children were often placed in harmful 
situations". If the state insists on keeping the same employees then they can't expect those same people to 
have an ability that wasn't there before. I have felt from the beginning that the main problem was that the 
staff was not qualified for the positions and lacked the proper skills to make such decisions. Now what I am 
seeing with these one or two lame bills is the possibility that the problem may not be just a personnel problem. 
The initial sin may indeed be from much higher ranks that are just as lacking, just as unskilled, and wearing 
the deer in the headlight face with the rest of the DHS staff. Dragging their feet not just because they aren't 
concerned, but also because they are clueless to the proper fix themselves. They are also at the DHS 101 level 
in search for reform. It is a very sad situation for the kids and a very sad state indeed. 

Marcia Robinson lowry , direction of the Rights for Children was involved with the court Process concerning this 
case. Here are several comments that she had to say along with some headliners about our State .These 
headlines and comments can be viewed on the Children's Rights website Watchdog: 

"The system has long operated without standards or accountability, resulting in serious harm to Oklahoma's 
children," said Marcia Robinson lowry, executive director for Children's Rights. The state's 10,000+ kids in 
foster care suffer abuse and neglect in their foster homes at one of the highest rates in the nation. I don't see 
how the situation didn't get out long ago. I don't understand" Marcia Robinson lowry, director of Children's 
Rights, Children's Rights.org. 

Judge Rejects All of Oklahoma's Attem11ts to I imit Protections for Foster Children 
Two Exoert Reviews Find OK Child Welfare Plagued by Mismanagement. Dysfunctional Computer 
Svstem 
New Report Reveals Shocking Number of Oklahoma Kids Abused in Foster Care. Forced to Change 
Homes Repeatedly 
Kids jn Foster Care Suffer as Oklahoma Child Welfare Agency Fails to Track Workers' Caseloads 
Child Welfare Experts Blast Oklahoma Department of Human Services in New Reports on Kids' 
Safety in Foster Care 

John Goad A.M. expert witness /Childs Rights.Org: 
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~DHS's pathetically deficient practices ensure that every abused or neglected child who comes into its custody 
faces an inordinately high risk of suffering further maltreatment on its watch." 

~When attempting to describe the children's harm and suffering, the words that come to mind are 
incomprehensible, unimaginable, outrageous, and immoral. Children in OKDHS's care are more likely to be 
abused and neglected than are children in the care of almost any other state," the author writes. ~It is probable 
that all children who are placed in the custody of the agency are in danger of being placed with abusive, 
neglectful, and dangerous caregivers who OKDHS has failed to identify because of its deficient response to 
child abuse and neglect referrals." 

Reoort: Treatment of Oklahoma foster kids ' immoral' (AP/Tulsa World) 

Kudos to Key 
HR 1004 

The Sooner Tea Party fought for this bill all last year using robo calls and precinct work but we ended the 
session with around 50 or so of the 68 signatures needed. The discharge petition is back again this year 
and drawing more supporters thanks to the election year and the beating we gave a few of the House 
members last year. George Faught was one of those legislators that refused to sign HR 1004 last year but 
during the Watch Party at the Marriott on Tuesday night Faught agreed to talk to Representative Charles Key 
about the discharge petition. Rumor has it that Faught actually signed the discharge petitition on Wednesday 
but we have yet to confirm that. 

HR 1004 would put a stop to chairmen continuing their dictatorial control over whether a bill gets a fair 
hearing. As it is now, chairmen can kill any legislation they choose. This resolution relates to the rules of the 
House of Representatives. 

The reason for the fowl odor at the round house has been because those in power have killed our government 
the Founders set up and now the stench is quite obvious. The process has always been one of ideas and 
Charles Key has taken a huge step to protect our free society. The end result would be to hold our 
representatives accountable. What a glorious concept! 

More Picking Winners by the Government 
Will They Ever Learn? 

By R.H. 

Where did we get all of these RINO"s from? Here we have a bill, HB 2978, written by Representatives Dank 
and Pittman in the House and Senator Mazzei directing what at the state level amounts to earmarks for pet 
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projects in the form of tax credits. Haven't they figured it out that there is a better way to do business than to 
award tax credits? What do we have to do? Stand beside them and beat it into their heads? You can read the 
bill here: 

They have declared this an emergency. What emergency? Has the world's axis shifted turning us upside down? 
Have we been inundated with massive floods? Have tornadoes destroyed Oklahoma City, Tulsa, and every 
town in the State? I see no emergency here. The only emergency here is how fast they can line their 
benefactor's pocketbooks. 

Section 1. In part ~NEW LAW A new section of law to be codified in the Oklahoma Statutes as Section 2357.501 
of title 68". 

Section LB. In part ~Any measure providing for a tax credit shall contain provisions pursuant to which any 
member of the public can determine the identity of any person or entity that benefits from the tax credit". They 
put this in there as if they are doing us a favor. What are they doing giving these things out to begin with? 
This is the people's money they are giving away. Why do they think they are any better at it then the federal 
government? Hasn't the recent debacle at American Airlines taught them anything? 

Section LC. ~Any tax credit shall provide for the creation of new jobs or the retention of existing jobs within 
the State of Oklahoma." They've got this only half right. If they insist on picking winners and losers, then they 
should insist on new job creation only. That would not mean they couldn't give a tax credit to an existing 
company in the state. What it would mean is that existing company would have to expand its operation and 
add employees in order to qualify. 

Section 1.0. In part ~with respect to each fiSCal year of the state, any tax credit shall be limited based on the 
total amount of credits that may be claimed by one entity". This is good. A company is given 100 tax credits for 
employees but hires 120; it can still only claim 100. It limits the liability to the state. 

Section LE. ~Any tax credit passed by the legislature shall contain a date certain for the termination of the 
provisions authorizing the credit." This is also a good thing, but it doesn't go far enough. This clause was 
added to placate the fiscal conservatives in the legislature. What needs to be added to this clause is wording to 
the effect stipulating that the entity will not be eligible for any additional tax credits for five years or so. 

Section LF. In part ~No economic activity that qualifies for a tax credit may occur without the project cost 
receiving prior approval by a state governmental entity". Okay this is questionable. I don't have a lot a faith in 
~governmental entities" to do a proper evaluation of cost of a project. It is with deep sadness that I must say 
this states agencies are full of corrupt, political hacks that will do whatever it takes to get a project going no 
matter what the cost. 

Section LG. ~Transactions for which a tax credit has been authorized and which results in a reduction or 
potential reduction of state revenue shall be audited by the State Auditor and Inspector." Having oversight is a 
good thing. I see the hand of fiscal conservatives in this clause. I hope they plan on hiring more auditors. 

Section LH. In part ~No measure containing a tax credit shall receive final passage by either chamber of the 
legislature unless a detailed fiscal impact analyzing the effect of the tax credit on the state revenue and upon 
the economy of the state is prepared". I'm in wholehearted agreement with this. A fiscal impact statement 
should be accomplished on everything effecting state revenue done by the legislature, unlike some of the tax 
bills we see sponsored by Speaker Steele. 

Section 1.1. ~No measure containing a tax credit shall be considered during the last five (5) days of a regular or 
extraordinary session of the legislature." This too is a good thing. We wouldn't these things coming up when all 
these legislators have on their minds is going home. I will add though, the length of the legislative session 
needs to be longer. The business of running the government is more time consuming and the legislators need 
more time to accomplish the job right. 

Section 2. "This act shall become effective July 1, 2012." Why? Are you in a hurry to line the pockets of your 
benefactors? 

Section 3. The emergency clause. "It being immediately necessary for the preservation of the public peace, 
health and safety, an emergency is hereby declared to exist, by reason whereof this act shall take effect and 
be in full force from and after its passage and approval." I dare any single legislator, from the Governor on 
down, to give me a valid reason as to how a tax credit effect the 'preservation of the public peace, health and 
safety". It cannot be done. This section of the bill should be stricken, and if the bill is passed, this bill should be 
allowed to become law on November 1, 2012. This IS NOT an emergency. 

Although this bill is well intentioned, it lacks sufficient grounds for passage. It once again fails to recognize that 
there is a better way to attract business to the great State of Oklahoma, by lowering corporate taxes to begin 
with. let me explain it to you. l ower corporate taxes mean more corporations are attracted to Oklahoma. More 
corporations attracted to Oklahoma means more jobs in Oklahoma. More jobs in Oklahoma mean more sales 
tax revenue in Oklahoma. Can it be any simpler? 

This bill authorizes the continued use of tax credits. This is something this state needs to get away from. There 
are more loopholes in here than there are in the I.R.S. Tax code. Vote No on this bill. We are watching. 
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Noodle Nelson; 
Rep. Jason Nelson 

By Ms. D.B. 

I have to wonder just what the incentive might have been that persuaded noodle Rep. Nelson to associate 
himself with such a full blown, wide open, fiasco of a dept. Uke DHS. This wishy-washy, Capital wall-weed, is a 
man who has been lying low, spinelessly, doing his time, refusing to speak out on any topic, and only standing 
for something during restroom breaks. 

This is a Rep. that came to the capital on the shirt tail of the Chamber of Commerce, and with the unveiling of 
resent findings it appears that his loyalty still remains with them. What does this say about Rep. Nelson? It 
says that he is not for the citizens of Oklahoma, but for his own personal gain. Why would Rep. Steele give 
such a person the job of " leadership" to a department that is in serious need of strong direction when he could 
care less and has nothing to offer? 

Where might he be leading them to? Off a cliff? His appointment as leader certainly isn't due to his outstanding 
leadership and success with the areas he has headed so far. The only obvious answer would be, once again, 
for personal reasons. His political courage rating given was a big fat zero because of his refusal to speak on 
any given topic. 

He was given this new "leader" position by his partner in crime Rep. Steele who was also listed on the same 
"Shameless" list. Rep. Nelson had already been given the task of "studying" the DHS problem. He has been 
studying it for over 2 years now. So, how much longer did he plan to "Study" the situat ion before he busted a 
move and did something productive? When asked this question Rep. Nelson's answer was about as deep as his 
study. His answer being, huh? 

It is an understatement to say that he isn't the man for the job. Most likely this is a back scratching situation. 
Rep. Steele, who has also been "studying" the DHS dilemma for years, assigns his commerce comrade as 
bogus leader knowing he will only be a stool pigeon by doing nothing. It would, however, give him cover up 
control as needed. 

Rep. Steele also handpicked the other 4 people that are to be working on the DHS reform. Needless to say, 
nothing has been accomplished. You can see the drudgery in Rep. Nelson's face these days. He appears to be 
miserable. You should have just said "no" Rep. Nelson. He now sits with the mother lode dropped in his lap. 
Whether his intentions are for the love of money or for favors owed no one is sure. Regardless, the outcome 
will probably be the same. The DHS project will suffer and he'll get burned unless Rep. Steele throws him 
under the bus first. Oh what a tangled web. 

Send Jason an email and offer a spine transplant. While you are talking to him or his legislative assistant, ask 
him to sign the HR 1004 Discharge Petition. 

jason.nelson@okhouse.gov 
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Representative Lisa J. Billy 
Her Legislative Career 

R.H. 

Representative Billy first got into politics, apparently, when she was elected to the Chickasaw Nation 
Legislature in 1996. She served there; I'm sure, proudly until 2001. This undoubtedly whetted her appetite for 
politics. She was elected to represent the 42nd District in Oklahoma in 2004. Since being elected, she has been 
appointed an Assistant Majority Floor Leader and she sits as the Chair of the A&B Public Safety Committee. She 
also sits on the Agriculture, Wildlife & Environmental Committee, Appropriations & Budget Committee, General 
Government Committee, Long-term Care & Senior Services Committee and the Redistricting Southern Oklahoma 
Subcommittee. In other words, she is one powerful lady. 

Checking her legislative accomplishments has been rather difficult. I was only able to go back through the last 
two legislative sessions, and from what I saw, it appears the Representative Billy was an average to slightly 
above average politician. In the 2011 legislative year, she sponsored four bills and a House Resolution. Of 
those bills, four died in committee, one died on the floor and three passed into law. The House Resolution also 
passed. 

On taking a doser look at the bills she had passed into law, one was an almost sure fire thing. It dealt with the 
levels of radiation a person can be exposed to. New data had determined that the levels of radiation exposure 
needed to be changed and Representative Billy saw to it. Plain and simple. One was a soft on crime bill. That 
one got through because it fit with the Speakers' social justice agenda, and the last was a funding bill for 
Attorneys Generals. 

She had one bill that died on the House floor without coming up for a vote. It was a bill for a bridge near 
Maysville. She also had four additional bills that died in committee. 

Legislative year 2012 has been very good to her. She has presented only five bills and one resolution this year. 
The resolution passed. All frve of her bills passed and are awaiting action in the Senate. I guess nice things 
happen when you become part of the leadership. 

Let's take a look at her campaign finances. They read more like those of a Democrat than those of a 
Republican, but you would expect that from a RINO. This last election cycle looked like this: 

Chickasaw Nation $5,000.00 
Choctaw Nation $5,000.00 
Osage Nation $ 500.00 
Ok. Assoc. Of Realtors $2,500.00 
Ok. Assoc. Of Electric Cooperatives $1,000.00 
Ok. Indep. Pet. Assoc. $1,000.00 
Ok. Quarter Horse Racing Association $ 300.00 
Associated General Contractors of Oklahoma $ 200.00 
Citizen 1 $1,000.00 
Citizen 2 $ 155.00 
Citizen 3 $ 100.00 
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Citizen 4 $ 100.00 
Citizen 5 $ 100.00 
It should be noted that the names of the individual citizens are not revealed for this article. They can be found 
on Project Vote Smart. 

Unions 

Oklahoma Education Assoc. $1,000.00 
Ok. Public Employees Assoc. $1,000.00 
Ok. Society of Anesthesiologists $1,000.00 
Ok. Assoc. of Nurse Anesthetists $1,000.00 
Ok. Ed. Assoc. Fund for Children & Public Ed. $1,000.00 
Ok. Assoc. of Optometric Physicians $ 600.00 
Oklahoma Oty Rrefighters $ 250.00 
OKC Retired Rrefighters Assoc. $ 200.00 
Unified Chiropractic Assoc. $ 200.00 
Ok. Assoc. of Career & Technology Education$ 150.00 
OneOk. Inc. $ 500.00 
Union Pacific Railroad $ 500.00 
Burlington Northern Santa Fe Railroad (BNSF) $ 500.00 
Chesapeake Energy $ 250.00 
HCRW Candidate Fund Account $ 100.00 

That's quite a lot for one campaign cycle in such a rural district. Since she first started raising funds, in 2002, 
for her elections she has raised $99,313.00. A majority of these funds have come from government agencies, 
and education. Labor organizations are running third. It makes one wonder where her loyalties lie. Do they lie 
with the people she was elected to represent, or to the government and education organizations that seem to 
fund her? 

Her sudden elevation to a leadership position raises questions. The state is currently embroiled in a battle with 
the Chickasaw and Choctaw Nations over water rights. The two Native American tribes own them by treaty with 
the U.S. Government. The State wants them. Did the Speaker hope to gain a bargaining position by appointing 
her to a leadership position? I hope that Representative Billy is true to her commercials, and isn't shallow 
enough to be used that way. 

Knowing all this is it any wonder that Representative Billy is beholding to Speaker Steele? Is that why she 
hasn't signed the discharge petition known as HR 1004? Representative Billy, is power so important to you that 
you would silence the voices of your fellow Representatives by allowing the dictatorial rules of Speaker Steele 
to stand? Sign the discharge petition or we will work against you in your next election. 

CAIR and the Muslim Brotherhood: 
The "Five Phases" Plan - Part III 

CAIR is at it again. 

You may recall that in the last several articles we've been looking at some of the evidence from the ll.S.....lls.. 
The Holy I and Foundation trial, the largest terrorism financing trial in America's history. These shocking 
documents were seized by FBI Counter Terrorism Agents when they the raided the Elbarasse home and seized 
the "Archives of the Muslim Brotherhood in America" hidden in a secret sub-basement. Let's review a 
few of the main points we've discussed in previous articles: 

1. CAIR is an unindicted co-conspirator in the largest terrorism-financing trial in U.S. history. 
2. CAIR is a front group for Hamas, an organization designated as a "terrorist organization" by 

the U.S. government. 

3. CAIR is part of the Muslim Brotherhood (more coming soon on the Muslim Brotherhood). 
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4. The goal of the Muslim Brotherhood here in America was described as follows: "The (Muslim Brotherhood) 
must understand that their work in America is a kind of grand lihad in eliminating and destroying the 
Western civilization from within and "sabotaging" its miserable house by t heir (our)hands ... " (The 
Explanatory Memorandum, p. 7) 
5. Congress passed a law preventing the FBI from doing business with CAIR. 
6. The Muslim Brotherhood (i.e. CAIR) has a 5-Phase plan known as "Phases of the World Underground 
Movement Plan," to overthrow the U.S. government and replace the Constitution with Shariah Law. 

Two weeks ago we looked at the first three phases of the MB's "Five Phase Plan." From the feedback we've 
received, people apparently think that this some pretty shocking material, especially the video dip of DHS 
Secretary Napolitano testifying before Congress about the MB's infiltration of DHS. This week we want to look 
at the last two phases. 

Before I get started on the next point, however, I need to make a disclaimer. Since the last article, almost as if 
on cue, CAIR has written a letter to illustrate the next phase in the "5-Phase Plan." Honest to goodness, folks, 
before I wrote this article I really had no idea that CAIR was going to write this letter and be so cooperative as 
to highlight the message of this week's article. 

Let's get started. Following are the exact quotes from the " Phases of the World Underground Movement 
Plan," along with my commentary. 

Phase Four: Open public confrontation with the Government through exercising the political 
pressure approach. It is aggressively implementing the above-mentioned approach. Training on the use of 
w eapons domestically and overseas in anticipation of zero-hour. It has noticeable activit ies in 
this regard. 

Commentary: There are two points upon which I want to focus: 

A. The " Politica l Pressure Approach" 

In previous articles, we've repeatedly referred to the "Understanding the Threat to America" seminar, held 
recently in Edmond, during which we received the documents which we've been studying in our series of 
articles. Oklahoma's office of Continuing Law Enforcement Education Training ("CLEET") certified this program 
for annual credit hours and a number of law enforcement offiCers from around the state attended. Once CAIR 
learned, however, that CLEET had certified the course for credit (ESPECIALLY by the presenters from the 
Strategic Engagement Group, Inc.), CAIR launched a withering campaign against the Director of CLEET to get 
the credit hour approval for the seminar rescinded and someone joked, at one point, they thought CLEET was 
going to have to "erect a guard tower" outside CLEET headquarters to repel CAIR's attack. As CLEET's 
Curriculum Director and the Oklahoma State Bureau of Investigation's Legal Counsel found when they attended 
the seminar, however, the presenters focused primarily on the evidence from the HLF trial as well as the 
Muslim Brotherhood's own documents. To their credit, CLEET officials withstood the barrage from CAIR and 
allowed the seminar to go forward as planned. THIS. MY FRIENDS. IS AN EXAM PI E OF THE " POl IIICAI 
PRESSURE APPROACH" IN PHASE FO!!R OF THE MilS! IM BROTHERHOOD'S " FIVE-PHASE" PI AN 
TO TAKE OVER THE GOVERNMENT AND REPLACE THE CONSTITUTION WITH SHARIAH LAW! 

But CAIR wasn't finished. When they failed to get CLEET to back down, CAIR turned its guns on local police 
departments. In a letter to the Dell City Police department dated February 27, 2012, CAIR sought to 
intimidate Chief Taylor by making an "Open Records Act Request'' which contained the following language, 

"We are concerned with DCPD's exercise of oversight to ensure that the trainings 
it funds, hosts, sanctions or participates in contain credible information by credible 
experts about Islam . American Muslims and counterterrorism . It is our objective that 
this request will provide the documents needed to comPrehensively assess DCPD's 
performance in this area ... " (See link to CAIR letter.) 

The request then goes on to ask for information from, among others, the two presenters of the seminar. Let 
me remind you that the seminar to which CAIR so vehemently objected was presented by a former FBI 
Counter Terrorism Agent who was designated as a "Subject Matter Expert'' in the area by the FBI, an Army 
Major who formerly briefed the Joint Chiefs at the Pentagon and the former Commanding General of Delta 
Force who was also a former Deputy Undersecretary of Defense for Intelligence. In addition, the presenters 
offered a letter signed by, among others, former CI A Direct or James Woolsey which said this about the 
seminar the presenters offered: "While all four of us [signers] were in senior positions in the U.S. Intelligence 
Community and should have been aware of this information-we were not. We first heard this critical 
information from the two primary presenters." Tell me, do you really think CAIR is concerned about "credible 
information by credible experts"? Once again, this is a timely example of the POl illCAI PRESSURE 
APPROACH. 

B. Weapons Training 

Are you aware of the fact that there are currently over 30 terrorist training camps, complete with weapons 
training, currently operating here in America? As documented in the film "Homegrwon Jihad," these are Muslim 
Brotherhood groups sponsored by a group out of Pakistan and our federal government is aware of these 
training camps but has not yet shut them down. Furthermore, I've been told that there is a report to be issued 
soon with evidence that there some mosques in America that have stockpiles of high-powered weapons stored 
there. 

There is another piece of evidence from the HLF trial I've recently come across, however, that brings the issue 
of weapons training closer to home to the citizens of Oklahoma. In 1981 the FBI secretly recorded a 
conversation that took place in Missouri between a Muslim Brother named Zeid al-Naman and some other 
Muslim Brothers. In it, the following exchange takes place: 

Q: "You mentioned to us that there is weapons training at the (Muslim Brotherhood's) training 
camps but I did not see that at all in the mid-southern region camps. So, would you explain to 
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us the reasons?" 

ai-Naman: ~(I)n Oklahoma they started to be strict about letting Muslims use the camps. 
They would ask them, for instance, to submit their names and they would ask you to bring 
an ID or something to prove your name ... These harassments exist then in the state of 

Oklahoma, for instance. And these are among the reasons which made our brothers in the (region) 
to have their camps here in Missouri .... " (See attached "History of the Muslim Brotherhood" 
transcript, p. 16) 

Tell me, in view of CAIR's "political pressure approach," do you think that law enforcement officials here in 
Oklahoma today would dare to ask a Muslim for his ID "just" because he's engaged in weapons training? Why 
don't you ask Chief Taylor of the Dell City Police Department what he thinks the answer might be. I suspect 
that "these harassments" no longer exist in Oklahoma. 

Phase Five: Seizing power to establish their Islamic Nation under which all parties and Islamic groups are 
united. 

As stated in the seminar, the goal of the Muslim Brotherhood is twofold: 1) Establish worldwide Muslim rule (a 
"Caliphate") and 2) impose Shariah law. While not all Muslims ascribe to the goals of the Muslim Brotherhood, 
we should no deceive ourselves. Phase Five is clear and needs no further explanation. 

Remember, friends, CAIR has been identified as a Muslim Brotherhood front organization. Keep that fact in 
mind the next time you see a CAIR spokesman in the media. Forget the question of why ANY government 
would do business with a Muslim Brotherhood organization, why do we even allow an organization that 
advocates "Seizing power to establi sh t hei r I slam ic Nation" by use of force to operate here in America? 

Remember also, CAIR has invited your state legislators to their Annual Conference on March 31st. Rumor is 
that there is going to be a little surprise for CAIR but if you don't think your elected officials should be doing 
business with CAIR, why don't you let them know how you feel? Stay tuned here to find out which legislators 
attend. Shariah Law, coming soon to a neighborhood near you, compliments of CAIR. 

The Emasculation of Speaker Kris Steele 

As a young boy I had a knack for breaking and training horses so people would bring me young horses, even 
older horses to break and gentle. Occasionaly they would be young stud horses, males that had reached 
maturity and were becoming too difficult to handle around mares. So I'd take them down to one of the older 
horsemen's place outside of town, back them up to a forked tree, wrap their tail around the trunk while 
someone else used a twich on the horses nose. The old man would step in, castrate the horse, and the horse 
wouldn't make a wimper or move an inch. Twitches are nothing more than a short stick or club with a small 
loop of nylon rope that is twisted around a horses nose, twisted tight, and you can do about anything you want 
to do to a horse and he won't even "twitch" or move a muscle. 

The emasculation of Speaker Kris Steele was predicted late last year but few thought that the event would 
attract as little notice as it has. Indeed we were caught unaware ourselves until a legislator pointed out that a 
lot of Democrat bills were passing through the House of Representatives, far more than normal with a 
Republican dominated House and Senate. 

Looking into the story, we found that Floor Leader Dale DeWitt had recieved standing orders to not piss off 
anyone! Watching some of the videos of the House action showed several conservative legislators amending 
bills just because they could and no one would object. Speaker Steele is so afraid of any sort of showdown 
with conservatives or Democrats that the session has been described as a "lovefest". 

One legislator warned that too many are not watching too closely and that bad bills are likely to be slipped 
through at the last moments. Legislators are literally not paying attention knowing that most of the bills will 
be killed in the Senate, the only ones that seem to be unaware of this are the Democrats. 

So what many expected to arrive in a flurry of action turned out to be done with nary a whimper from House 
leadership. What we thought would be a very, very, contentious session has turned out to be as tame as a 
gelding. This won't last though, something is afoot. 

Two things are possible: 

1. JW Hickman's clique might have become disinchanted with Speaker Steele and might be discussing 
throwing in with the Democrats in overthrowing Speaker Steele. If so, then they will move before too 
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late in the session in order to have time to pass bills to pay their political debts. 
2. The JW Hickman clique has cut a deal with the Democrats and is planning another run at the Speaker 

designate slot for 2013. The Democrats are savy enough to get their payment up front, thus the large 
amount of Democratic bills being rammned through the House. 

Regardless of the reason, the House is unusually calm this session, so much so that legislator are relaxing their 
guard. Expect something to break before sessions end, something that would either knock out three to four 
Conservative legislators to tip the balance into the JW Hickman clicque's favor or watch for a sudden shift once 
the Democrats wise up to the fact that no matter how many of their bills get passed, passing through the 
House and making it through the Senate are two different things. 

Yippee Kia Yaeah Speaker Steele. Couldn't happen to a nicer guy. 

Here are all the House members in two fifty member blocks of email addresses Use Bee in your email address 
header and email fifty of them with one email yet they won't know who else got the email. 

Here are the State Senate email addresses in one block: 

Who is my state representative and my state Senator? Click heree to find out 

Here is the Senate Directory 

Here is the House Directorv 

Remember to strip the unsubscribe link before forwarding this newsletter to prevent someone from taking you off 
our listl Use our forward this email link at the top of the newsletter to prevent being accidently unsubscribed. 

Money is always needed for printing costs, postage, sign materials, and robo call costs. We are tightfisted; we 
will spend your hard earned money wisely and frugally as we do our very best to clean up Oklahoma politicians 
so we can begin to clean up our country. 

tJnsubgribp I Change pmfilp 
Powered by YMLP 
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IN THIS ISSUE: 

Sponsors this 
week: 

The Carpenter 
Shop 

358 North Rockwell 
OKC, Ok 
405-942-2644 
thecarpentershop. net 

The Carpenter Shop is 
a full line cabinet and 
countertop shop that 
travels all over the 
state building dream 
kitchens for discerning 
customers 

Claude Hall's 
Gun Shows 

okcgunshow.com 
okcgs.com 

Claude Hall has 

Click Here For Previous Newsletter Archives 

Click Here to Sign Up for the Sooner Tea Party Email list 

Forward this email to a friend 

Oklahoma Councy Sheriff Swat Team 
MPS Submachine Guns Recovered 

An inside source claims that the two missing MP5 submachine guns 
have found their way back into inventory at the Oklahoma County 
Sheriff Department. The report of the missing automatic weapons 
surfaced during the Sheriff Whetsei/Jarjoura investigation in 
September. Sources claimed that Sheriff Whetsel was greatly 
embarrassed by the theft of the fully automatic weapons and that he 
put the squeeze on those that had access until the weaponry re 
appeared. Better late than never I suppose but funny that it wasn't a 
priority until the Sooner Tea Party newsletter brought it up. 
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always take care of 
the Tea Party and the 
Ron Paul activist 
community at his gun 
shows. 

His next OKC dates 
are: 

May 19th - 20th, 
July 14 - 15th, 
Oct 6-7th 
Nov 17- 18th 
Dec 15- 16 

Wolflaser.com 

This guy is a Noble 
Oklahoma based 
company that has 
great prices on 
electronics of all 
types and 
inexpensive toner 
and ink for your 
printer. 

Comtec Security 

Com tee 
provides residential 

An MPS fires 9mm ammo from thirty round magazines and is capable 
of both single shot fire and fully automatic fire by flipping a selector 
switch. The danger of using automatic fire in police work is an old 
debate but one that should carefully be considered given the 
militarization of our local police forces. The ability to spray 
suppression fire while assaulting a position on a battlefield is one 
thing but is there really a need for automatic weapons in police work 
in crowded urban areas? One would think that the good guys would 
be held to a higher standard. One would think that a single shot 
weapon would be the gun of choice given that 9mm bullets could 
have a range of over a mile according to U.S. military data. 

Regardless of the status of the debate Oklahoma County residents 
are a little safer now that the two stolen weapons have been 
recovered. And another Whetsel scandal was averted thanks to a 
complacent media. 

Sooner Tea Party Website and 
Facebook Page Hacked 

"Ready tears are a sign of 
treachery, not of grief." 

- Publilius Syrus 

Last week we had occasion to regret trusting our website and 
facebook page to a couple of Ron Paul supporters that had been with 
us from the beginning. The result was that our website was re 
directed to a third party web page that was nothing more than a 
personal attack against one of our co founders. 

But we have a new website up a and running and our full time 
staffer is posting articles one by one from previous emails so that 
people can use the search function to find individual stories. 

The new webs site address is : Soonerteaparty.net 

We have yet to set up a facebook page as few of us are regular 
facebook users. 
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and commercial 
security systems in 
Oklahoma. 

There is only one 
thing you really 
need to know 
about Comtec's 
quality and pricing, 
they do not require 
a contract for their 
services. 

Customers are free 
to walk away if 
their service isn't 
top quality. 

Rodent 
ResistantChicken 
Feeders! 

$50 + Shipping 

We've Got Your Back Mary Fallin? 
Or My Head is completely Rammed up your ... 

Last week Matt Pinnell's blog once again spewed a t ribute to all 
things RI NO during a discussion of Mary Fallin's eventual rejection of 
Obama Care and the Medicaid expansion. 

Pinnell beats his hairless chest and rails against the massive projected costs 
of both Obama Care and the Medicaid expansions by quoting the OCPA and 
calling the expense "simply inesponsible". Pinnell admits that Oklahoma 
voters ove1whelmingly rejected Obama Care in the 2010 election and praises 
Govemor Fallin's decision that "reinforces those wishes" and goes on to 
admit that state govemors would have no real control over the state health 
insurance exchanges and that we should "let the Obama Administration sleep 
in the bed they made'". 
Pinnell gushes on with: 

"Like Govemor Fallin, we also continue to suppo1t Attomey General Scott 
Pmitt's ongoing legal challenge to the Affordable Care Act. It very well 
could be the legal challenge that ultimately brings down this legislation." 

Really Matt? Now refresh my memmy, is this the same Ma1y Fallin that 
tried her damndest to shove the Obama Care/Fallin Care Health hlSlirance 
Exchanges down our throats the past two years? And are you the same Matt 
Pinnell that didn't do a danmed thing to hold Govemor Fallin or the other 
elected Republican officials to Republican Pruty Platfmm stru1dards? 

Pinnell goes on with indignity and bluster, blaming Ronmey's lapses on 
losing the tmst of the voters and claiming that "Republican Govemors across 
America are now standing up for these voters. Hopefully they remember 
who has their back when they go to the ballot box in 2014 and beyond." 

I can tell you that we will remember who had our back come next year's 
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Advertise Your 
Business, Event, Or 
Service Here! 

$25.00 per week, 
tens of thousands of 
Oklahoman 
impressions every 
newsletter 

Rep Shumate married 

Republican State Convention Matt. I can tell you that people are already 
lining up to tun against your sony RINO butt for your refusal to do your job 
and protect the Republican Party. YOU are charged with the responsibility 
of keeping the mles of the GOP enforced and you have done a spectacular 
job of screwing it up. YOU are the person that led the massive disrespect of 
Tea Party values and Ron Paul values that closely followed the Oklahoma 
GOP Patty Platfonn. YOU are the person that forced the black GOP activist 
out ofRepublicru1 Headquarters because you didn't like the way she looked. 
YOU ru·e the person that purposely rru1 the 2012 State Convention late and 
ordered hotel staff to begin partitioning off the ballroom to drive the 
dissenters out into the parking lot. 

Matt, you simply do not have the credibility to continue in your job much 
less influence voters. It is plain to all that you, Mruy Fallin, and vast majority 
of Republican elected officials were left behind in the Obama Care/Fallin 
Care issue, that most Republican officials did their damndest to shove 
socialized medical cru·e down the throat of Oklahomans until their backs 
were against the wall atld now they jump on board? It would be far better for 
you if you would simply stop writing blogs and turn the PRover to someone 
with a shred of credibility left. 

Obama Care Regulations Coming Out 

Some of the insurance gurus are educating STP leadership on the 
new regulations just now coming out on Obama Care. There are 
three main provisions at this time that are going to really screw up 
the insurance industry in general and jack our health insurance prices 
through the roof: 

1st provision: Guaranteed Availability of Coverage 

Health insurance issuers generally would be prohibited from denying 
coverage to people because of a pre-existing condition or any other 
factor. Individuals generally would need to buy coverage during open 
enrollment periods. In addition, individuals would have new special 
enrollment opportunities in the individual market when they 
experience certain losses of other coverage. The problem? Most will 
wait till they are sick before purchasing coverage. 

2nd provision would: 
Essential Health Benefits 
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The Affordable Care Act ensures Americans have access to quality, 
affordable health insurance. To achieve this goal, the law ensures 
that health plans offered in the individual and small group markets, 
both inside and outside of Affordable Insurance Exchanges 
(Exchanges), offer a core package of items and services, known as 
"essential health benefits." EHB must include items and services 
within at least the following 10 categories: 

1. Ambulatory patient services 

2. Emergency services 
3. Hospitalization 
4. Maternity and newborn care (0' Boy, I've really been needing 

this) 
5. Mental health and substance use disorder services, including 

behavioral health treatment (I'd have a use for this only if I can 
use it to put a couple of women activists into a treatment 
program) 

6. Prescription drugs 
7. Rehabilitative and habilitative services and devices 

8. Laboratory services 

9. Preventive and wei/ness services and chronic disease 
management 

10. Pediatric services, including oral and vision care (Oh yeah, if I 
turn into a child this will come in handy) 

The Affordable Care Act sets forth that EHB be equal in scope to 
benefits offered by a "typical employer plan." To meet this 
requirement in every state, the proposed rule defines EHB based on a 
state-specific benchmark plan, including the largest small group 
health plan in the state. The rule proposes that states select a 
benchmark plan from among several options identified in the 
proposed rule, and that all plans that cover EHB must offer benefits 
that are substantially equal to the benefits offered by the benchmark 
plan. This approach balances consumers' desires for an affordable 
and comprehensive benefit package, our legal requirement to reflect 
the current marketplace, and issuer flexibility to offer innovative 
benefit designs and a choice of health plans. 

The benchmark plan options include: (I) the largest p lan by enrollment in 
any of the three largest products in the state's small group market; (2) any 
of the largest three state employee health benefit plans options by 
enrollment; (3) any of the largest three national Federal Employees Health 
Benefits Program (FEHBP) plan options by enrollment; or (4) the largest 
insured commercial HMO in the state. The proposed rule also clarifies that 
in the event a state does not make a selection, HHS will select as the default 
benchmark the largest small group product in the state, as described in 
option (I). Basically they pick Cadillac plans to base the required minimmn, 
ensuring a steady stream of new business for hospitals along with the 
increased customers for the insmance companies. 

If a benchmark plan is missing any of the 10 statutory categories of benefits, 
the proposed rule has the state or HHS to supplement the benchmark plan in 
that category. The proposed rule also includes a number of standards to 
protect consumers against discrimination and ensure that benchmark plans 
offer a full array of EHB benefits and services. For example, the proposed 
rule: 
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• Prohibits benefit designs that could discriminate against potential or 
current enrollees 

• Includes special standards and options for health plans for benefits 
not typically covered by individual and small group policies today, 
including habilitative services 

• Includes standards for prescription drug coverage to ensure that 
individuals have access to needed prescription medications. 

The appendix of the proposed regulation includes the proposed list of state
selected ERE-benchmark plans, as well as the default benchmark p[an for 
state that does not select a benchmark p lan, for public comment. States can 
make an ERE-benchmark selection until the close of the comment period for 
this rule. Further information on the benchmark plans can be found on the 
CCIIO website. 

3rd provision would: The Affordable Care Act and Wellness Programs 

Implementing and expanding employer wellness programs may offer our 
nation the opportunity to not only improve the health of Americans, but also 
help control health care spending. 

The Affordable Care Act creates new incentives and builds on existing 
wellness program policies to promote employer wellness programs and 
encourage opportunities to support healthier workplaces. The Departments 
of Health and Human Sen;ices (HHS) , Labor and the Treasury are jointly 
releasing proposed rules on wellness programs to reflect the changes to 
existing wellness provisions made by the Affordable Care Act and to 
encourage appropriately designed, consumer-protective well ness programs 
in group health coverage. These proposed rules ·would be effective for plan 
years starting on or after January 1, 2014. 

The proposed rules continue to support workplace wellness programs, 
including "participatory wellness programs" which generally are available 
without regard to an individual 's health status. These include, for example, 
programs that reimburse for the cost of membership in a fitness center; that 
provide a rmvard to employees for attending a monthly, no-cost health 
education seminar; or that provides a rmvard to employees who complete a 
health risk assessment without requiring them to takefiJ.rther action. 

The rules also outline amended standards for nondiscriminatory "health
contingent wellness programs, " which generally require individuals to meet 
a specific standard related to their health to obtain a rmvard. Examples of 
health-contingent wellness programs include pragrams that provide a 
rmvard to those who do not use. or decrease their use of, tobacco. or 
programs that provide a rmvard to those who achieve a specified cholesterol 
level or weight as well as to those who fail to meet that biometric target but 
take certain additional required actions Tllis is a lot like little league, 
everyone gets a trophy to take home, eve1yone is a winner. Money for 
nothmg and chicks for free as the song goes. 

Protecting Consumers 

In order to protect consumers fi'om unfair practices, the proposed 
regulations would require health-contingent wellness programs to follow 
certain rules, including: 
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• Programs must be reasonably designed to promote health or prevent 
disease. To be considered reasonably designed to promote health or 
prevent disease, a program would have to ofler a different. reasonable 
means ofqualifyingfor the reward to any individual who does not 
meet the standard based on the measurement. test or screening. 
Programs must have a reasonable chance of improving health or 
preventing disease and not be over~y burdensome for individuals. Put 
down the chicken leg, fatty, that is your goal for today. Or t1y to, we 
will reward you anyway (we being the federal govemment forcing the 
employer to pony up some bucks). 

• Programs must be reasonably designed to be available to all similarly 
situated individuals. Reasonable alternative means of qualifying for 
the reward would have to be offered to individuals whose medical 
conditions make it unreasonab~y difficult, or f or whom it is medically 
inadvisable, to meet the specified health-related standard. (Just can't 
put down that chicken leg? How about you wlite an essay about 
chicken legs to meet the standard?) 

• Individuals must be given notice of the opportunity to qualify f or the 
same reward through other means. These proposed rules provide new 
sample language intended to be simpler for individuals to understand 
and to increase the likelihood that those who qualify for a different 
means of obtaining a reward will contact the plan or issuer to request 
it. 

The proposed rules also implement changes in the Affordable Care Act that 
increase the maximum permissible reward under a health-contingent 
wellness program from 20 percent to 30 percent of the cost of health 
coverage, and that further increase the maximum reward to as much as 50 
percent for programs designed to prevent or reduce tobacco use. ( 
Maximum pemlissible reward? How is it that the feds could prevent a 
company from offeting anytlling they wished? I would guess that it won't be 
long till the maximum pennissible award becomes the minimum petmissible 
award that employers will be forced to give for those contemplating or 
planning to put down the chicken leg.) 

Evidence shows that workplace health programs have the potential to 
promote healthy behaviors; improve employees ' health knowledge and skills; 
help employees get necessary health screenings, immunizations, and f ollow
up care; and reduce workplace exposure to substances and hazards that can 
cause diseases and injury. The proposed rules would not specify the types of 
wellness programs employers can offer, and invite comments on additional 
standards f or wellness programs to protect consumers. 

Summary: 
1) Guaranteed issue plans 
2) Standardized plans 
3) Wellness plan with disease prevention (smoking, exercise, etc.) 
All of which will drive up the cost of health care as we know it. 

But wait; there is more as the famous Billy Mays used to say. The 
Federal Trade Commission is beginning to force state medical boards 
and legislatures to expand the work that nurses can do including pain 
medication management. State medical boards and legislatures in 
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Alabama, Florida, Kentucky, Louisiana, Missouri, Tennessee, Texas 
and West Virginia have been notified that the FTC is getting involved 
in their business. North Carolina State Board of Dental Examiners has 
been attacked by the FTC, which is currently on appeal in the United 
States Court of Appeals for the Fourth Circuit. 

The end game is to prevent state legislatures, regulators, and 
medical boards from regulating the medical industry, providing 
oversight over medical professionals, or providing medical licensing 
and patient safety that might interfere with Obama Care's goals. 

There is an interesting twist to the Obama Care story; it isn't clear if 
the individual mandate to purchase health insurance is practical to 
enforce. We will have that story next week in our continuing coverage 
of the issue. 

Higher Gas Tax, Does Tom Cole Support This Idea? 
By Ms PM 

In a world of everything costing more it only makes sense that a hike 
in the already 18.4 cents a gallon tax that Americans pay on gasoline 
should go up as well, or so some of those heading off the fiscal cliff 
seem to think. This article from the Wall Street Journal does a good 
job of explaining the rational/irrational thinking of those in charge. 

One thing for certain, this increase has been a long sought after way 
to get more money from taxpayers and how better to achieve this 
dream than use a crisis. 

States and businesses that stand to gain from this increase are 
pushing this to advocate more money. State highway officials and 
contractors that build roads and heavy equipment manufactures want 
the extra gasoline tax as part of the agreement built into the 
negotiation process of tax increase and spending cuts. 
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The fact is that what the DC bunch says is bogus. Tax increases plus 
spending cuts should mean just that. How is the increased fuel tax a 
bargain if the end result will end up spending all of the money that is 
generated? Where is the deficit reduction? 

The definition will always change with their details. If they aren't 
spending money they have or have to borrow to pay for something, 
then it is defined as a reduction even though they have not cut a 
single thing. Once they run out of money generated by those extra 
taxes, their definition changes to a deficit. They will certainly raise 
taxes again to be able to call it, in their terms, a reduction, all the 
while continuing to play the game of spend what is taken in, thus 
always calling for tax hikes. It's a win for government, they continue 
to grow, waste and spend while the people lose, time and time 
again. 

What they do in their posh offices that we pay for is clear as mud, 
bottom feeders are overpopulated in the beltway. We don't know 
what proposals are gaining traction because the longer the American 
people are in the dark the better they like it. Is this another one of 
those "we have to pass it to see what's in it" bills? 

The ever growing population that hold their hands out to the federal 
government for more of your money see this negotiation as a "once
in-a-generation plan" to fill their coffers with anything they can get 
for free. 
What is Representative Tom Coles view on all of this? Calling his DC 
office, it went like this: 

Caller: Is Cole in favor of raising the gas tax? 
Emily in DC: I don't know, I haven't talked to him about it. 
Caller: Is there anyone there that can give me an answer? 
Emily: We can send you information on the issue. 
Caller: I didn't ask for information, I have information, I asked for an 
answer to the question. 

Emily transfers Caller. 

Caller: Is he in favor of raising the gas tax? 
Steve: It depends on how it is structured, there isn't any legislation 
and I haven't seen anything. 
Caller: Will Cole contemplate raising the gas tax. 
Steve: I don't know. 
Caller: Why is it, every, and I mean every time I call, I cannot get 
any answers to my questions? 
Steve: I can get back to you on this. 
Caller: Never mind, I have what I need. 

Calling his office in Norman went like this: 

Caller: I'm calling to see if Representative Cole is in favor of raising 
the gas tax? 
Jessica: I don't know, he hasn't talked to me about it. 
Caller: Is there anyone there that can answer the question? 
Jessica: You probably need to call his office in DC, they're the ones 
that can answer that. 
Caller: I called them first, they didn't have an answer so I called you. 
You are now sending me back to DC. Thanks but no thanks. 
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This is the typical response I get when phone calls are placed to his 
office in hope of an answer on any issue. I have never gotten a 
straight answer from this man. 

There are three things I know about Tom Cole; He is a self serving 
bureaucrat that has a lot of people buffaloed. The people that 
continue to elect him are as ignorant as he is. He and his rah-rah 
team is an excellent example of what is wrong in America. 

One thing for sure, we will be watching to see which of our 
representatives vote for this increase. Those "yea" sayers will make it 
into our newspaper. 

Tulsa Christmas Parade December 8th 

Fed up with the downtown Christmas Parade having the word 
"Christmas" taken out of it, a bunch of Tulsa businessmen and activist 
just made their own parade that drew thousands of people in 2011. 
They are doing it again this year on December sth at the Tulsa Hills 
Shopping Center at 71 st Street South and US 75. The event starts at 
6 pm and is sponsored by Whistler 92.9, BOB FM, Primeaux, 1170 
KFAQ Tulsa Talk Radio, and Christiansen Jet Center. 
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Keeping Wages Low by Encouraging Illegal Immigration 
Screw the Working Class, We Need More Profits 

By the Watchman 

It isn't enough for Mr. McGuigan at Capitol Beat Ok to use his bully 
pulpit to advocate for open borders, but he has to use phony 
administration figures about deportation to make his point. It's 
because of people like him in the liberal press that we have the 
problems with immigration that we have today. 

First of all Mr. McGuigan, you display your liberal leanings by failing 
to point out the fact that President Reagan granted amnesty to many 
illegal immigrants in the SO's on the promise from the Democrats that 
they would provide the funds to secure the border. Here we are 3 
decades later and the Democrats are demanding amnesty for 12 
million more illegal aliens and we still don't have a secure border. If 
the federal government refuses to do it, then the states must protect 
their own borders. 

I would agree with you that they do work hard, but they have a habit 
of sending most of their funds back to their native country, not all are 
from Mexico, and many of them survive on subsistence from the 
state. Subsistence which, unless they have a green card, they are not 
entitled to. Most do not pay taxes, which is a further drain on the 
state and federal budgets. What they do is report a half of dozen 
dependents each on their withholding form so that little is withheld 
from their paycheck, that along with their fake or stolen Social 
Security number. Where is the fairness in that to Oklahoma tax 
payers? 

You say in your article that "Immigration policy presents a classic 
tension between liberty and law." You go on to state "I wish that 
rather than harsh restrictions in laws and policies on immigration, 
Oklahomans, Arizonans and others had chosen the way of liberty." 
These two statements alone show that you are not on the side of 
justice, nor on the side of liberty, but on the side of social justice. 
That is the same policy that is the tenant that President Obama 
follows. Did you vote for him? 

What would have been wrong about passing the statute regarding 
education? Sure it would have cost the state about $100, 00.00 a 
year in federal money, but this state is addicted to federal money as 
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it is. We would have saved that and probably more from the number 
of illegal aliens that left the state. 

You claim in your article that there have been mass deportations 
under President Obama. The truth of the matter is nobody knows for 
sure how many deportations there have been. Reports are frequent 
that some people have been double counted as being deported, some 
legitimately. Their own Inspector General can't even give you an 
honest number on the number of people that have been deported, 
but says it is far less than the number reported in the press and in 
press releases. 

Federal law mandates that all foreign nationals that are in this 
country must carry either their passport or their green card. Arizona 
sought to support the federal law by requiring verifying the same, yet 
the Obama Administration said no they didn't need to. 

Oklahoma State Law requires that every individual that is arrested for 
driving without a license must have their citizenship verified in court 
yet I have yet to see this done in over fifty court sessions I have sat 
in on. Why is this not being done? 

Crime rates in Oklahoma City and Tulsa are on the rise. The Police 
Chiefs in both cities want more officers to help patrol the cities, yet 
no one has identified a cause for the increase in crime, or have they 
and are just afraid to admit it? Both cities are led by liberal mayors 
who believe in social justice. Both cities are well known as "Sanctuary 
Cities" along with Ardmore and many smaller communities in the 
state. Why is nothing being done to address this? 

It is clear that this immigration problem is one that was created from 
a lie, yes I said it lie, from Democrats in the 1980's given to President 
Reagan to secure the border in order to obtain amnesty for the illegal 
aliens in the country at that time. There has been no progress on 
immigration since then. Oklahoma has been correct in passing the 
laws that they have. They have been incorrect in not following 
through on them. 

Mr. McGuigan, if you are so hot for Social Justice in this country, then 
get your liberal friends to secure the border as they promised thirty 
years ago, maybe then some serious immigration reform can be 
undertaken. Until such time, I wouldn't hold my breath. Illegal 
immigrants are a strain on the economy and on our state budgets 
and must be corrected. The influx lowers the working classes' wages 
to the point where no one can make a living working an entry level 
job. 
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Oklahoma Ding Dongs And It Has Nothing To Do 
With Hostess 

By Ms PM 

Oklahoma received millions of dollars over a five year period for 
disaster relief from FEMA. The problem that has surfaced comes from 
the State Auditor. Some Oklahoma counties failed to keep records for 
proof that the funds were used appropriately. 

With the lack of documentation, FEMA can demand the money be 
returned. There is $3.9 million in question and this doesn't look good 
for Oklahoma. Here are the counties in questi 

Wagoner County 
County Clerk Carolyn Kesler 
County Commissioners 
Dist 1 Tom Vincent 
Dist 2 Jerry Hefner 
Dist 3 Jim Hargrove 

2008 

Questioned Costs: $699,499.18 
Most Significant Findings: Records were incomplete or nonexistent 
for Jan., June & Dec. 2007 storms 
Auditor's Opinion: Disclaimer (insufficient documentation to offer an 
opinion) 

Pottawatomie County 
County Clerk Nancy Bryce 
County Commissioners 
Dist 1 Bob Guinn 
Dist 2 Jerry Richards 
Dist 3 Buck Day 

2008 

Questioned Costs: $521,514.58 
Most Significant Findings: Records were incomplete or nonexistent 
for May, June, Aug. & Dec. 2007 storms 
Auditor's Opinion: Disclaimer (insufficient documentation to offer an 
opinion) 

Haskell County 
County Clerk Gail Brown 
County Commissioners 
Dist 1 Kenny Short 
Dist 2 Mitch Worsham 
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Dist 3 Paul Storie 

2007 

Questioned Costs: $96,755.55 
Most Significant Findings: Records were incomplete or nonexistent 
for Jan. 2007 ice storm 
Auditor's Opinion: Disclaimer (insufficient documentation to offer an 
opinion) 

2009 

Questioned Costs: $136,643.44 
Most Significant Findings: Records for the were incomplete or 
nonexistent for April 2008 storms 
Auditor's Opinion: Disclaimer (insufficient documentation to offer an 
opinion) 

Mayes County 
County Clerk Rita Littlefield 
County Commissioners 
Dist 1 Alva Martin 
Dist 2 Darrell Yoder 
Dist 3 Melvin Pritchett 

2009 

Questioned Costs: $0.00 
Most Significant Findings: Internal safeguards and tracking were 
insufficient for expenditures related to March & April 2008 storms 
Auditor's Opinion: Qualified (documentation errors aren't enough for 
a disclaimer opinion) 

Rogers County 
County Clerk Peggy Armstrong 
County Commissioners 
Dist 1 Dan Delosier 
Dist 2 Mike Helm 
Dist 3 Kirt Thacker 

2009 

Questioned Costs: $1,115,465,34 
Most Significant Findings: FEMA expenditures were overstated on 
financial reports 
Auditor's Opinion: Qualified (documentation errors aren't enough for 
a disclaimer opinion) 
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Ottawa County 
County Clerk Reba G. Sill 
County Commissioners 
Dist 1 John F. Clarke Jr. 
Dist 2 Kenneth Palmer 
Dist 3 Russell Earls 

2008 

Questioned Costs: $611,991.72 
Most Significant Findings: Records were incomplete for June & 
December 2007 storms, & April & June 2008 storms 
Auditor's Opinion: Disclaimer (insufficient documentation to offer an 
opinion) 

Creek County 
County Clerk Janell Diehl 
County Commissioners 
Dist 1 Dana Hudgens 
Dist 2 Johnny Burke 
Dist 3 Roger Boomer 

2008 

Questioned Costs: $142,025.55 
Most Significant Findings: Records were incomplete for 19.1% of 
expenditures for summer 2007 storm and Dec. 2007 ice storm 
Auditor's Opinion: Disclaimer (insufficient documentation to offer an 
opinion) 

Kay County 
County Clerk Tammy Reese 
County Commissioners 
Dist 1 Dee Schieber 
Dist 2 Steve Austin 
Dist 3 Laile Wilson 

2008 

Questioned Costs: $617,537.75 
Most Significant Findings: Records were incomplete for summer 
2007 storms 
Auditor's Opinion: Disclaimer (insufficient documentation to offer an 
opinion) 

2009 
Questioned Costs: $137,602.95 
Most Significant Findings: Records were incomplete for June and 
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September 2008 storms 
Auditor's Opinion: Disclaimer (insufficient documentation to offer an 
opinion) 

Garfield County 
County Clerk Kathy Hughes 
County Commissioners 
Dist 1 Steve Hobson 
Dist 2 Mike Postier 
Dist 3 Scott Savage 

2009 

Questioned Costs: $56,568.20 
Most Significant Findings: Records were incomplete or nonexistent 
for five projects from June & Sept. 2008 storms 
Auditor's Opinion: Qualified (documentation errors aren't enough for 
a disclaimer opinion) 

Stephens County 
County Clerk Jo Johnson 
County Commissioners 
Dist 1 Darrell Sparks 
Dist 2 Frank Kelly 
Dist 3 Dee Bowen 

2008 

Questioned Costs: $343,575.00 
Most Significant Findings: Records were incomplete for 68% of 
expenditures for Jan., June, May & Aug. 2007 storms 
Auditor's Opinion: Disclaimer (insufficient documentation to offer an 
opinion) 

Caddo County 
County Clerk Patrice Dolch 
County Commissioners 
Dist 1 Benny Bowling 
Dist 2 Craig Gibson 
Dist 3 Carlos Squires 

2008 

Questioned Costs: $220,479.00 
Most Significant Findings: Districts 1 & 3 kept no files for the Jan. 
2007 ice storm 
Auditor's Opinion: Disclaimer (insufficient documentation to offer an 
opinion) 
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Washita County 
County Clerk Marita McKee 
County Commissioners 
Dist 1 James Woodrow Gee 
Dist 2 Gene Etris 
Dist 3 Raydell Schneberger 

2008 

Questioned Costs: $324,789.27 
Most Significant Findings: Records were incomplete for 42% of 
expenditures for Jan., June & Aug. 2007 storms 
Auditor's Opinion: Disclaimer (insufficient documentation to offer an 
opinion) 

The former commissioner of District 3 in Wagner County, Jim 
Hargrove, states that his priority was to get the school bus and mail 
route up and running. He doesn't remember what happened to the 
paperwork, but he spent the $375 thousand from FEMA for disaster 
relief. He insists that at one time the paperwork was there. 

The 2007 Pottawatomie County Commissioner Jerry Richards, was 
more interested in showing news9 the road that was flooded rather 
than have any clues about the documentation for the funds. 

He was shown a document at the commission meeting in Shawnee 
with his signature for the $96,000 that was spent in his district but 
he didn't know about anything about it. He insists the documentation 
is there. 

Within a few days Richards provided some sort of supporting 
documents and when asked why they had not been turned over to 
the auditor more than a year ago, he said they didn't look at them. 
Not an answer but considering he was caught with his pants down he 
couldn't run and had to say something even if it was stupid. 

State Auditor and Inspector Gary Jones stepped up and said his staff 
could have taken steps to find the documents. Jones is no doubt 
attempting to be kind but the bottom line is Richards responsibility is 
to provide the documents, no one should have to hunt them down, it 
was an audit. 

Jones made another trip to the district asking Richards if he could 
provide documents other than the few that had surfaced and 
Richards said "no" then signed the sheet that acknowledged $96,000 
in undocumented funds. With this "no" answer, it appears plausible 
that Richards was lying when he said earlier that "the documentation 
is here." 

Jones also stated that when he took office in 2011 the state was 
years behind on county audits and many counties hadn't seen an 
auditor since 2006 or 2007. Gary admits that his office could have 
done more in the training when the documentation process was 
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transferred to the counties. Again it is easy to conclude that all 
commissioners should be armed with the knowledge that their 
position requires an understanding of their job. 

As such, "The Board of County Commissioners is the chief 
administrative body for the county. The three County Commissioners 
must make major financial decisions and transactions. They affect the 
county's welfare. They are empowered as a means to provide the 
public with a fiscally efficient system of county government." 

The job of the County Clerk is to "Register deeds and is the custodian 
of records for the county. They also serve as secretary to several 
boards including the Board of County Commissioners." They review all 
claims for payment of goods and services purchased or contracted by 
the county. " It would not be an over reach to expect all of those 
elected to not only do the job, but to also be the stewards of the 
people they represent by calling attention to the details. 

Having the dilemma of possibly returning the FEMA funding is not 
looking out for the "welfare" of all the county's involved. Jones is 
willing to share the blame in this mess. FEMA will not go to the 
counties asking for the money, it will be the states responsibility to 
go to the counties. 

It seems all too often that people are elected to do a job and then 
fail miserably. It inevitably falls on the shoulders of regular folks to 
not only run their lives but to keep track of what the jackasses are 
doing and in this case not doing. Excuses are a dime a dozen but the 
bottom line is that these County Commissioners are not doing their 
jobs. This level of incompetence should make it very clear of the 
"why" you are all so mistrusted. 

Here are all the House members in two fifty member 
blocks of email addresses. Use Bee in your email 
address header and email fifty of them with one email 
yet they won't know who else got the email. 

Here are the State Senate email addresses in one block: 

Who is my state representative and my state Senator? 
Click here to find out 

Here is the Senate Directory 

Here is the House Directory 

Remember to strip the unsubscribe link before 
forwarding this newsletter to prevent someone from 
taking you off our list! Use our forward this email link at 
the top of the newsletter to prevent being accidently 
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unsubscribed. 

Money is always needed for printing costs, postage, sign 
materials, and robo call costs. We are tightfisted; we 
will spend your hard earned money wisely and frugally 
as we do our very best to clean up Oklahoma politicians 
so we can begin to clean up our country. 

You can donate by sending a check to Sooner Tea party, 
358 North Rockwell Ave, Oklahoma City, OK, 73127 or 
visit Soonerteaparty.org and use the Paypal donation 
button. 
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Katie Altshuler 
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Oklahoma Courthouse Republicans Shame Themselves in Front of the World 
Monday, October 22, 2012 12:53:17 AM 

Forward this email to a friend 
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Sponsors this 
week: 

The Carpenter 
Shop 

358 North Rockwell 
OKC, Ok 
405-942-2644 
thecarpentershop. net 

The Carpenter Shop is 
a full line cabinet and 
countertop shop that 
travels all over the 
state building dream 
kitchens for discerning 
customers 

Claude Hall's 
Gun Shows 

okcgunshow.com 
okcgs.com 

Claude Hall has 

Click Here For Previous Newsletter Archives 

Click Here to Sign Up f or the Sooner Tea Party Email List 

Forward this emai l to a friend 
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always take care of 
the Tea Party and the 
Ron Paul activist 
community at his gun 
shows. 

His next OKC dates 
are: 

May 19th- 20th, 
July 14 - 15th, 
Oct 6-7th 
Nov 17- 18th 
Dec 15- 16 

Wolfl aser.com 

This guy is a Noble 
Oklahoma based 
company that has 
great prices on 
electronics of all 
types and 
inexpensive toner 
and ink for your 
printer. 

Comtec Security 

Comtec 
provides residential 

Knock, Knock? 
How about Slap, Slap? 

Take the time to watch this video to set the tone for this article and 
have a few laughs, or shudders once you realize this woman is most 
likely a voter. 
http://www .youtube.com/ embed/CI8UPHMzZm8 

Last week State Republican Chairman Matt Pinnell put out another 
blog post on the national progress to campaign for Romney and the 
need to not take our eyes off the ball here in Oklahoma and help our 
state candidates. So far so good .. 
Pinnell says: 
"I don't want to sound rude folks, but I really don't care about 

excuses anymore. If this election cycle won't get you off your 
backside, I don't know what will." 
Well, Matt, perhaps Republicans aren't as lazy and apathetic as you 
want us to believe, perhaps they are just demoralized and sick of 
RINOs running the Republican Party. Matt goes on to give a list of 
Republicans that need support in the closing days of their campaigns 
and he goes on to ask that volunteers check with their County GOP 
Chairman for local races that need support. He writes: 
"Look ... we have a fantastic slate of candidates from the Courthouse to 
the State House and Senate that have stepped up to represent US. 
Please .. .! need you to help them. You a precinct captain? You 
have no excuse, it's your job. You a taxpaying citizen? No 
excuse, it's the future of your state and nation on the line." 
Ah ... fantastic slate of candidates? Let's look at some of the 
ones on the list that Pinnell provided and add some 
comments 

State Senate 
3 Wayne Shaw 918-801-2021 
wayneshawforsenate2012@hotmail.com 

5 Howard Houchen 580-317-5058 
houchen2012@gmail.com Oh, wow, where do we start? Disloyal, 

backstabbing, thinks Alex Jones is never wrong. I'm almost certain he 
is a John Birch tool. Great candidate there Matt. 

7 

9 

Larry Boggs 

Barney S Taylor 

918-465-0126 lboggs@dishmail.net 

918-360-3634 bstaylor68@yahoo.com 

11 Dave Bell 918-835-5209 ohp1145@cox.net 
) Ouch, did adding this one keep you up at night Matt? Any 

blowback yet on including a real Republican in the list? 

15 Rob Standridge 405-364-0001 
rob@standridgeforsenate.com 

17 Ron Sharp 405-275-0669 
ronsharp4sd17@gmail.com Oh, yeah, read the story we did on this 
dude, practically a saint according to his own daughter after he tried 

to give away custody to avoid paying child support. But the State 
Chamber loves him and pays the bills. 
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and commercial 
security systems in 
Oklahoma. 

There is only one 
thing you really 
need to know 
about Comtec's 
quality and pricing, 
they do not require 
a contract for their 
services. 

Customers are free 
to walk away if 
their service isn't 
top quality. 

Rodent 
ResistantChicken 
Feeders! 

$50 + Shipping 

Advertise Your 
Business, Event, Or 
Service Here! 

$25.00 per week, 
tens of thousands of 
Oklahoman 

25 Mike Mazzei 918-296-9396 mike@mikemazzei.com 
Oh, Mr. Missing In Action Mike Mazzei (insert picture of a scrawny 
necked Rambo wanna be). Too busy to vote for the ALAC bill last 

year. 

27 A. Bryce Marlatt 580-254-5196 marlattb@hotmail.com 

31 Don Barrington 580-353-8663 
db4sen31@sbcglobal.net 

33 Nathan Dahm 918-615-2335 
info@nathandahm.com : ) 

37 Dan Newberry 918-637-5443 
dan@dannewberry.com The Homeless Senator himself, had his 

house foreclosed on while running for office and while building 
another home. I'm all enthused, got a shiver running down my leg 

like old Chris Mathews. 

39 Brian A. Crain 918-627-4400 bacrain@sbcglobal.net 

41 Clark Jolley 405-340-3343 info@clarkjolley.com 
Sigh, 

where do we start? He had his State Chamber goons spread lies 
about Pastor Blair, pulled a fraud of a ALAC bill out of his .... Kris 

Steele ... at the last minute to avoid being tagged as in bed with the 
Muslims. I'd rather go walk for the Democrat running against him. 

43 Corey Brooks 405-651-0405 
corey brooks@hotmail.com 

State House of Representatives 

2 John R. Bennett 918-774-3048 
bennettj 98@yahoo.com : ) I bet it caused physical pain to Matt to 

include this one. This guy I'd walk miles for. 

3 Roger Mattox 918-647-7382 
rdmattox49@yahoo.com 

12 David Tackett 918-894-7929 
me@davidtackett.com : ) Ditto on above. 

14 Arthur Hulbert 918-913-2623 a 
rthurhulbert@ymail.com 

16 James Delso 918-277-6760 no e-mail yet 

20 Bobby Cleveland 405-364-0001 wmosborn@swbell.net 
Oh my God! Mr. Voter Fraud himself, or is it Mr. Agenda 21? The 
absolute, hands down, most corrupt scumbag of a mammal (I just 
can't bring myself to lie and call Cleveland a human being) The 

T.U.R.D. of Cleveland County is going to have people walking for him? 
This I gotta see. 

21 Dustin Roberts 580-230-8217 
dustin@electrobertsforhouse.com Nice score you got on the 

Oklahoma RINO Index Dustin. 30 out of 100 points wasn't it? 
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impressions every 
newsletter 

Rep Shumate married 

22 Charles A. McCall 580-364-3117 
karen.coyle10@yahoo.com 

23 Terry O'Donnell 918-770-3070 terry@savagelaw.cc 

25 Todd Thomsen 580-235-6220 
gothomsen@yahoo.com Really? Mr. "I have a 40 on my 2011 RINO 
Index" Todd Thomsen? The guy that was reported as saying that he 
couldn't afford to support the Personhood bill in 2012 because he had 

higher political aspirations? 

26 Justin Freeland Wood 405-822-4373 jfw2012@yahoo.com 

53 Mark McBride 405-593-5312 
McBride4HD53@gmail.com Oh, lord ... Just read the story we 

published about him. 

27 Josh Cockroft 405-788-9160 1Peter221@gmail.com 
Okay, Josh did much better after House Leadership sold him a bridge 

in 2011. Got a 70 on his Oklahoma RINO score, not perfect but 
respectable. Pick your friends and allies more carefully this session 

Josh. 

28 Tom Newell 405-382-3243 
t.newell@suddenlinkmail.com Tom isn't bad, scored a 65 on the 

RINO Index. 

29 Skye McNiel 918-645-1289 
skyemcniel@yahoo.com Dear Lord .... The Litter Meister herself, the 
perennially pregnant member of the House of Representatives, and 

carrying water for the State Chamber while she carries a child. You 
can't say the broad isn't tough. About as tough as her RINO Index 
score of 10 points. Really Skye? You support the Republican Party 

Platform one vote out of ten? Matt Pinnell must have had you in 
mind when he wrote about the "fantastic" slate of candidates. 

Fantastic as unbelievably bad? Another Transvestite Birth Certificate 
bill supporter. 

32 Jason Smalley 918-808-1669 
jasonsmalley@windstream.net 

36 Sean Roberts 918-960-7326 
reproberts@gmail.com 

Well. .... 45 on the RINO Index. At least you beat the other Roberts 
boy. I ain't walking for you bub. 

37 Steven E. Vaughan 580-765-5196 nmai@mertzok.com 
Got a 60 on his 2011 RINO Index and made some better friends and 

allies in 2012. That is a start Mr. Vaughn, it is a start. 

39 Marian Cooksey 405-330-3976 cindy@nevahill.com 
Okay, just the person I wanted to walk for, loves Obama Care, voted 
against the Open Carry bills prior to this election year, big corporate 

welfare supporter .... 

42 Lisa J. Billy 405-527-6842 
margiekeely@gmail.com Uh, huh .. . Big supporter of illegal alien 

amnesty bills, maybe she could get some of her compadres to walk 
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for her? Nice 30 score on her RINO Index. 

45 Aaron Stiles 405-310-3465 win@aaronstiles.com A 
60 score on the Index, I'll shut up as long as he is coming to the right 

side. 

47 Leslie Osborn 405-406-6419 
19811esliekathryn@gmail.com Leslie, Leslie, Leslie, you got a 40 on 

your RINO Index mainly because you ducked four major votes in 
2011. You are going to have to pick a side Leslie. I know that you 

want to be conservative, well now is the time. 

48 Patrick Ownbey 580-465-9300 
kathyownbey336@gmail.com Personable guy, can't help but like him 

despite his voting against the GOP Party Platform. You got a 20 
Patrick and you were one of the dozen Republican House leaders that 
was dumb enough to follow Kris Steele in voting for the HB 1397, the 
Transvestite Birth Certificate bill. A Republican would be nuts to walk 
precints for you unless they were trashing you instead of supporting 

you. 

49 Tommy C. Hardin 580-677-0419 
tommy.hardin1962@gmail.com Tom ... Can I call you Tom? How in 

the hell did you manage to get a 10 on your 2011 RINO Index 
without voting for the Transvestite Republican Bill. That takes an 

unusual talent. But a ten Tom? Is that going to be your new 
nickname? Ten Tom Hardin? 

51 Scott R. Biggs 405-201-5476 scottrbiggs@gmail.com 

56 Chuck Utsler 405-459-8810 
chuck@greenacresfarm. us 

59 Mike Sanders 405-699-2911 
friendsofmikesanders@gmail.com You got a 40 Mike, precious few 

Republicans would give you the time of day. We have mutual friends 
that thought the world of you till I showed them your voting record. 

Never too late to straighten up Mike, never too late. 

60 Dan Fisher 405-650-2250 
dan@trinityyukon.com : ) Take a Turns, Matt, then eat an entire box 
of Ex Lax tonight, you will feel much better in the morning. I know it 

hurt to put another real Republican on the list. Your most likely 
hunched up as bad as Lee Denney trying to get a french fry that 

dropped between her car seats. 

63 Don Armes 580-351-7909 okhouse63@aol.com 
...... Well, Don has behaved himself since last summer, for the most 
part. Yah, he got caught making some ugly threats and got his HB 

1397 Transvestite Birth Certificate vote outed all over his district. But 
he did much, much, better in 2012. Stay on the right side Don and 

we will get along just fine. 

66 Jadine Nollan 918-241-3135 jadinenollan@cox.net 
Jadine? Like the devil lady in the Steven King movie "The Stand"? 

Jadine you scored a 20 on the RINO Index. Are we wasting our time 
here Jadine? 
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68 Glen Mulready 918-606-7752 glen@bpstrategies.net 
Mr. Obama Care himself, "we have to pass Obama Care before the 

Feds force us to do it" What self respecting Republican wouldn't want 
to spend their free time walking for this dude ... 

70 Ken Walker 918-688-4415 
ken@kenwalkerforhouse.com : ) Walk for this one please! 

71 Katie Henke 918-740-4647 katie@katiehenke.com 
Ah, if this one doesn't turn out to be a State Chamber supporter I'll 

shave my head. Oh, I already did that last week. Never mind. 

72 Randall L. Reese 918-836-3064 
randall.reese1@us.army.mil 

76 David Brumbaugh 918-286-7176 
dbrumbaugh@drbindustries.com Scored an 80 on the RINO Index. 

Good start David. Please walk for this man. 

78 Paul Catalano 918-641-4536 
catalano4statehouse@gmail.com 

79 Weldon Watson 918-794-4644 c.watson223@cox.net 
Weldon old buddy, you scored a 20 ... T-W-E-N-T-Y. Five times 

four, two times ten Weldon. Voted for the Transvestite Birth 
Certificate bill. Jason Nelson might have some buddies that would 
walk for you, just don't let them get too close if you drop something 

and have to bend over. 

82 Mike Turner 405-740-6495 
michaeljturner.mechengr@gmail.com : ) Walk for this young man 

please! Try eating another box of Ex Lax Matt. Wash it down with 
some prune juice. Or were you already hitting the "grape juice" to 

get you this far? 

83 Randy McDaniel 405-830-8280 jmcdaniel288@cox.net 
Got a 50 on the Index, long way to go to rejoin the GOP Randy. 

84 Sally Kern 405-557-7348 srkern@cox.net 
Excellent, scored a 90 on the Index! Help her out please. 

86 Russell Don Turner 918-696-2757 
rdrepublican@windstream.net 

87 Jason Nelson 405-946-8838 jason@jasonnelson.us 
Mr. Lobbyist himself, proud member of that gay website we caught 
him having a membership on. No, Jabar didn't spill the beans, we 
found him there thanks to a Google search. Remind us what you 
were doing there Jason? Besides earning a 40 on the RINO Index. 

88 Aaron Kaspereit 405-826-6461 
aaron@votekaspereit.com' 

99 Willard Linzy 405-751-6671 willard.linzy@gmail.com' 

100 Elise Hall 405-213-3326 elise@elisehall.com 
Proud owner of a 30 on the RINO Index. Lord willing, maybe she 

will step into a sewer drain and be lost forever. I know, you could dip 
her out but how would you know when to stop dipping? 
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101 A. J. Bailey 405-610-7640 
Mr.AJBailey@Gmail.com Uh, Matt. Are we supporting a second 

primary here? Giving A.J. a second shot at Banz? Or did Banz finally 
join the Democrat Party and you just can't help yourself but to 

support him anyway. 

101 Gary Banz 405-769-5722 glbanz22@cox.net Mr. 
Government Expert himself, proud owner of a 30 score on the 

Oklahoma RINO Index. Great work there Gary, voting with 
Republican values three times out of ten. I'll meet you down on 15th 

street at 6 am and start walking precincts for you if you meet me 
there with breakfast and a stack of your flyers. Don't worry if I'm 

late, just hang around waiting till I show up. Okay? 

And the proudest moment in Matt Pinnell's political career just had to 
be watching six Oklahoma County elected officials turn on the party 
when they endorsed a Democrat over the Republican candidate. 

This is Matt's job to enforce the rules of the GOP and yet we have yet 
to hear a peep out of the boy. 

All but one Republican court house elected officials endorse Whetsel. 

And two record years for massive state budgets? The majority of the 
Republican elected officials had to be beaten with a stick to get them 

to forget about implementing Obama Care in Oklahoma. The 
Republican Governor trying to give the Red Chinese land and trying to 

pass billions in new bond debt? 

People aren't apathetic and lazy Matt. They just know when they are 
getting pissed on and while being told it is a warm, gentle, spring 

rain. 
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You Have A Path To Fix This Mess, 
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Don't Screw It Up 
By Ms PM 

So, what's all the hoop-la about with this article that was written last year? 

Hopefully it will shed some light about a journey that Constit utional sheriffs 

have been on and how important the upcoming Sheriff race is and the 

impact it will have here in Oklahoma. You have a very clear choice of which 

path Oklahoma will take. You can vote for incumbent John Weasel, the big 

government boob or Darrel Sorrels who f ollows the Constitution that 

protects your right s as the Founders set in motion. The impact t hat a 

Constitutional sheriff has in your daily life is by far one of the greatest gifts 

our Founders gave us. Knowledge of this and elect ing the right person can 

provide peace when you sleep at night. 

As it states here, Sheriff Greg Hagwood from Plumas County California says 

"A giant has been awakened, and they didn't count on that," meaning t he 

federal bureaucracy. There is evidence of psychological conditioning coming 

from the federal level aimed at state, county and city law enforcement. 

Simply put, Sheriff Weasel and his court house allies like big government 

poking its fat nose into your business are all for stomping the Constitution 

and bit by bit removing your rights as "they" see fit. Sorrels is in line with 

the sheriffs' this story is about. Th is election should be a no brainer, but, 

you can always count on uninformed voters list ening to those righteous 

Republicans and t hen chopping off the hand that feeds them then whining 

about the out come lat er. If in doubt, do your research. 

Sheriff Tony DeMeo of Nye County Nevada shows how, by following the 

Constit ution and The Bill Of Rights, he was able to stop the federal 

government from illegally t rying to claim rancher Wayne Hage's water r ights 

and seizing his cattle. The 3 part video is excellent. Please watch it and 

learn. 

When the feds were threatening DeMeo, he diffused the situation with 

facts and knowledge of the rights of people that he t ook an oath to protect. 

His comment to the feds was that "my swat t eam will meet your swat 

team," and it was enough for them to back down. 

As former Graham County Sheriff Richard Mack would say: 

"The sheriff is the highest law enforcement authority in each county. 

The sheriff, who upholds his oath of office, can protect the citizens, in the 

county, against un-lawful harassment of federal agents, who have no 

Constitutional authority outside of federal property, their jurisdiction." 

Sheriff Mack doesn't say a sheriff "has" to uphold his oath of office, only 

that a sheriff "who" upholds his oath of office, "can" protect the citizens. 
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Sheriff Weasel w ill not be a "who" therefore he is incapable of protecting 

the citizens that elected him. We have information on Weasel in back issues 

of our newsletters that shine a bright light on his unethical shenanigans 

which will include, upon re-election, a matching federal government over 

reach of power he will freely give himself. He will continue doing what he 

has always done if unchecked by apathet ic voters. 

Back when the Sooner Tea Party and the OCA hosted a Freedom 

Convention at the Spring Lake Metro Tech Center with Sherif f Mack as the 

headline speaker, t he sole intent of being able t o inform the public of the 

power a sheriff holds, but the conference was met wit h the typical apathy 

and turnout was low. There were few Tea Party folks as well. When there is 

a clear, lawful path to stop government tyranny, one would think that all the 

citizens complaining about the problems facing our Count ry would pile on 

board the freedom train and ride it to the end. Human behavior appears to 

always have time to complain and rarely takes the time to f ind solutions. A 

very sad real ity but another reality, and a bright spot, there are those that 

will not give up. 

The handful of GOP precinct officials expressing outrage about Republican 

elected officials acting as Co-Hosts f or Sheriff Weasel's re-election and 

asking for censure of t he elected Republican officials is nothing short of a 

glorified wedgy sending the "gang" to a corner with their bag of candy. They 

would have more than enough time to pull their panties out of their cracks 

as they suck on the lolly-pops. They still have their job and the citizens pay 

them their full salary for unethical behavior. If they were decent folks this 

would never have happened. 

Why does anyone think corrupt politicians, as these Republicans are, give a 

second thought about their practices? They are there for their gain and 

power. Voters are a tool to be used for their election. 

How can there be any wonder why Oklahoma government continues to 

cock-a-doodle-do with little consequence? 

Sheriff Weasel, we can only hope Oklahoma voters are engaged enough to 

show you that your days are numbered. It will be a great day when you can 

crawl back into the hole from which you slithered. 

"Those who expect to reap the blessings of freedom, must, like men, 

undergo t he fatigues of supporting it." Thomas Paine September 11, 1777 
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A Step In The Right Direction Doesn't Have To 

Mean It's All Or Nothing 
By Ms PM 

Here is another short primer on the November State Questions: 

State Question 758 

The word "fair" in fair cash value of property wi ll inevitably send up red 

flags. Whose "fair" is used for the definition? Okay, the definition comes 

from those who have something to gain, like your money to run the 

bureaucracy of which those in charge have a torrid love affair. Has anyone 

noticed that home values have gone down but taxes go up? Every single 

year because the reality is that even if property values plunge the court 

house gang just resets the millage to meet thei r budget wishes. This is why 

it becomes increasingly difficu lt to trust those money grubbers for the t ruth. 

The step in the right direction is that instead of the 5% increase, we get 3%. 

Next year we need a bill that limits millage but a yes vote on SQ 758 is 

needed. 

State Question 759 

This State Question does not allow affirmative action in employment, 

education and contracting. Here is the obvious catch; Affirmative action is 

allowed when needed to keep or obtain federal funds. Leave it to the Big 

Boys t hat wrote the bill to stomp all over state sovereignty in order to be 

enticed by the almighty dollar from the feds. Sure, these state 

representatives roll over on their bellies and take it from the feds instead of 

acting like real men and fighting for the sovereignty the cit izens have a r ight 

to have. The step in the right direction is that you will not be denied work in 

some instances. As an example, the employer you seek employment from 
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would not have to hire someone based on ethnicity because of affirmative 

action. Instead they can fil l the posit ion with someone that wou ld simply be 

a qualified employee. A yes vote is needed. 

State Question 762 

Why would citizens want to decrease the power and authority of t he 

Governor by removing the Governor from the parole process of nonviolent 

offences? No cit izen is allowed a say in the definit ion of "non -violent 

offence." How can a Governor effectively govern when t hey have no say? 

The Governor appoints three of the five Board members and would not be 

held accountable for any bad actions by the Board. This State Question 

enlarges the power and authority of the Parole Board by allowing the Board 

to grant parole. The cit izens have no say as t o the appointed Board 

Members therefore someone must be held accountable for Board decisions. 

Tag Governor Fallin, you're it. A no vote is needed. 

State Question 764 

Another Board of unelected money grubbers looking for ways to acquire, 

spend and waste more of your money. A great way to achieve t his is to pass 

another bond. Attention folks; The legislature would provide for methods 

for issuing the bonds. The Legislature would provide for how the fund is 

administered. Three big questions. Is this the same scenario used for 

passing Obamacare? We have to pass it t o see what's in it? And in this case, 

what will be the new fee, or tax to float this sinking boat? Opps, too lat e to 

worry about t hat once it is passed. A no vote is warranted. 

State Question 765 

This one is confusing but only if you listen t o the blowhards trying t o say 

that the State Question really doesn't mean what it says. It says; It abolishes 

the Oklahoma Department of Human Services, the Oklahoma Commission of 

Human Services and the position of Director of the Oklahoma Department 

of Human Services. Jason Nelson says t hat despit e the wording of the 

question, which says it "abolishes" DHS it actually means that it would not 

"abolish" DHS, only the commission. It might be appropriate t o send this 

one back to the legislature so they can do the job right the second time. A 

no vote for sure. 

State Question 766 

As it st and now only some intangible personal property is exempt from ad 

valorem property tax. This State Quest ion would exempt all intangible 

personal property from ad valorem propert y tax. The step in the right 

direction is t o correct their wicked ways, which this does. A yes vote. 

Just remember, no on SQ 762, 754, and 765. 
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Oklahoma County Precinct Officials Call for the 

Censure of Oklahoma County Elected Officials 

The court house gang at the Oklahoma County Court House has violat ed the 

rules of the Republican Party by endorsing the Democratic candidate for 

Sheriff, Sheriff Whet sel. The fi rst report was from AxXiom for Liberty on the 

15th of October. 

The second report we got was f rom the Otter Limits Blog also on t he 15th 

of October. You can read their report here. 

As these reports exposed several Republican officials, we decided to do 

separate stories on each officia l. We will begin with Oklahoma County 

Commissioner Ray Vaughn. 

Vaugh stands accused of violating Rule 19 {G) 4 of t he Rules of the 

Republican Party w hich allows for the removal of any "officer, committee 

member or delegate of any organization, committee, delegation, or unit of 

the Republican Party" for "publicly supporting or endorsing an opponent of 

candidat es of t he Republican Party." By his endorsement of Sheriff 
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Whetsel, as ind icated in t he reports above, Commissioner Vaughn violated 

this rule. He was listed as an Honorary Co-Host at a fund raiser for Sheriff 

Whetsel on October 10th of this year. 

Commissioner Vaughn's credibil ity is further called into question by 

supporting a candidate who is currently alleged t o be under investigation by 

the OSBI and the FBI in regards for the illegal use of county detention 

center inmat es to assist w ith the manufacturing of his campaign signs. Is 

this really the type of ind ividual that should represent the county residents 

and see to it t hat ou r infrastructure is maintained? We think not. 

We began our investigation by going to t he Oklahoma Ethics Commission 

web site t o check on Vaughn's campaign f inances. There was nothing there, 

it t urns out that t he law has changed recently and the last time Vaughn ran 

he filed paper reports that require a t rip to the Eth ics Commission to access. 

We next went to www.votesmart.org to see if any information was 

available. All they had was his name. NO other information was available. 

We then went to www.opensecrets.org to see if they had any information. 

We drew a blank there also. We next went t o www followthemoney org and 

finally found some information. According to them M r. Vaughn collected an 
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individual donat ion of $250.00 during his 2010 campaign. This is totally 

unbelievable t hat this information isn't out there in public view. 

We were unable to find a web site for Commissioner Vaughn, so we went 

there www.oklahomacount y.org/dist rict 3 and took a look at what 

information was available there. All I found was a biography page bragging 

about what he had accomplished while he was in office. There was nothing 

there about what his plans were or how he planned to accomplished things 

in t he future. 

We then did a Google search of the Commissioner to see what we could 

find. All we could find t here were t hings like his Endorsements of political 

candidates and an article where after six years in office he finally managed 

to help get t he county jail accredited here. 

This accreditation. oddly enough. comes six weeks before a heavily 

contested election for a member of t he Court House Gang. It calls into 

question the legit imacy of that accreditation. 

The precinct officials of the areas in Commissioner Vaughn's have called for 

his censor. We t ake it one step further. We call for his resignat ion 

immediately. Commissioner Vaughn is a RINO Republican who is a true 

embarrassment t o the Republican Party. He needs to go back to his primary 

job as an Attorney. At least there his b s will not harm the vot ing 

public. 

Here are all the House members in two fifty member 
blocks of email addresses. Use Bee in your email 
address header and email fifty of them with one email 
yet they won't know who else got the email. 

Here are the State Senate email addresses in one block: 

Who is my state representative and my state Senator? 
Click here to find out 

Here is the Senate Directory 

Here is the House Directory 

Remember to strip the unsubscribe link before 
forwarding this newsletter to prevent someone from 
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taking you off our list! Use our forward this email link at 
the top of the newsletter to prevent being accidently 
unsubscribed. 

Money is always needed for printing costs, postage, sign 
materials, and robo call costs. We are tightfisted; we 
will spend your hard earned money wisely and frugally 
as we do our very best to clean up Oklahoma politicians 
so we can begin to clean up our country. 

You can donate by sending a check to Sooner Tea party, 
358 North Rockwell Ave, Oklahoma City, OK, 73127 or 
visit Soonerteaparty.org and use the Paypal donation 
button. 
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From: Michael Cannon
To: Katie Altshuler
Subject: Oklahoma files suit against IRS rule taxing employers & individuals without statutory authority
Date: Wednesday, September 19, 2012 4:41:34 PM

I think I already mentioned this, but Jonathan Adler and I recently posted an updated version
of our forthcoming Health Matrix article, “Taxation Without Representation: The Illegal IRS
Rule to Expand Tax Credits Under the PPACA.”
 
Based on arguments we present in that article, Oklahoma’s attorney general today amended
that state’s dormant ObamaCare lawsuit to add a complaint challenging the IRS rule on the
grounds that it unlawfully taxes Oklahoma employers and deprives the state of its
sovereignty. (The attorney general’s press release is below. I can send a link to the complaint
when it becomes available.) So we may see this issue adjudicated.
 
What might come as news to Oklahoma’s attorney general is that the IRS rule unlawfully
subjects 250,000 individual Oklahomans to penalties/taxes under ObamaCare’s individual
mandate. Those are 250,000 potential individual plaintiffs, who would face fewer hurdles in
establishing standing. We explain how the IRS rule taxes these individuals, and their basis for
standing, in our updated article. I hope to publish the numbers for other states soon.
 
Michael
 
-----------------------
 

 

E. SCOTT PRUITT 
ATTORNEY GENERAL OF OKLAHOMA

For Immediate Release                                                     September 19, 2012 
Contact: Diane Clay 
Director of Communications 
(405) 522-0166 
(405) 250-8792 cell 
Diane.Clay@oag.ok.gov 

Karee Pyeatt 
Public Information Officer 
(405) 522-4400 
Karee.Pyeatt@oag.ok.gov

Attorney General’s Federalism Unit Files Amended Lawsuit against Affordable Care
Act Implementation 
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New IRS rule to tax businesses conflicts with health care law 

OKLAHOMA CITY – Attorney General Scott Pruitt filed an amended complaint
Wednesday in Oklahoma federal court, challenging the implementation of certain provisions
of the Affordable Care Act. 

“Oklahoma is in a unique position with the only active lawsuit against the Affordable Care
Act to hold the federal government accountable in how it implements the law,” Pruitt said.
“Now that the Supreme Court has deemed the ACA a tax, and therefore constitutional, the
federal government must follow the law and proper procedures, and that is not being done.”   

The original lawsuit, filed in January 2011 in the U.S. District Court for the Eastern District
of Oklahoma, challenged the health care act’s constitutionality under the Commerce Clause,
specifically whether the federal government had the power to mandate individuals to buy
health insurance as simply a condition of being a citizen. Oklahoma’s lawsuit was stayed by
Judge Ronald White until the U.S. Supreme Court issued a ruling in the Florida case.   

In June, the Supreme Court sided with the states, agreeing that the health care law had
exceeded its power under the Commerce Clause, but the Court gave authority to implement
the individual mandate as a tax under Congress’ Taxing Power. 

Following the decision, General Pruitt filed a request with Judge White to lift the stay on the
Oklahoma case, so new issues related to implementation of the act could be addressed. The
judge granted the request last week, lifting the stay.   

With Oklahoma’s lawsuit still at the district level, the state can amend the complaint, which
would not be allowed with cases on appeal. 

Among the issues raised in the complaint is a new IRS rule that violates the Administrative
Procedures Act and conflicts with the ACA. Oklahoma also is asking the Court to recognize
that because the Supreme Court deemed the health care act’s individual mandate a tax that it
no longer conflicts with Oklahoma’s constitutional provision that no law or rule can “compel
any person, employer or health care provider to participate in any health care system.” 

For a copy of the original and amended complaints or the state’s motion to lift the stay, go
online to www.oag.ok.gov.

###
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From: Alex Weintz
To: Katie Altshuler; Denise Northrup; Andrew Silvestri
Cc: Governor Fallin Press
Subject: Oklahoma Gazette story re: ACA
Date: Wednesday, September 12, 2012 1:56:36 PM

Gazette is asking if we agree with the Chamber that Insure Oklahoma should become a state
based exchange. I am going to offer the statement below unless someone tells me not to.
Gazette’s questions are highlighted below.
 
Fallin admin statement:
Because of the uncertainty surrounding the future of the Affordable Care Act, Governor
Fallin will not make any announcements or endorse any course of action regarding a health
insurance exchange until after the November election. In the meantime, she and her staff will
thoroughly and thoughtfully review the state of Oklahoma’s options regarding a potential
exchange. 
 

From: Aaron Cooper 
Sent: Wednesday, September 12, 2012 1:50 PM
To: Alex Weintz
Subject: FW: Oklahoma Gazette story
 
FYI.

 

From: Shelly Hickman [mailto: ] 
Sent: Wednesday, September 12, 2012 1:44 PM
To: Aaron Cooper
Subject: Fwd: Oklahoma Gazette story
 
Aaron:

Below is my email to Alex last Weds. And to recap our conversation from just a few minutes
ago, all I need are answers to these two questions:

1.) is the governor like-minded with the State Chamber in that Insure Oklahoma is the best
vehicle at this point and if the president were to be reelected for attempting to comply with
the timeline requirements of a state exchange in the Affordable Care Act so as to avoid
Oklahoma's exchange being run by the federal government?

2.) Does the governor believe she has the legal authority under the Affordable Care Act to
submit Insure Oklahoma to the federal government for formal consideration as the foundation
for which a state exchange for Oklahoma could be developed?

Again, thank you for facilitating getting answers for me. I am under a tight deadline to the
Gazette, so I would appreciate you getting back to me by the end of the day on those two
direct questions. My contact number is 397-4030.

---------- Forwarded message ----------
From: Shelly Hickman >
Date: Wed, Sep 5, 2012 at 3:38 PM
Subject: Oklahoma Gazette story
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To: "alex.weintz@gov.ok.gov" <alex.weintz@gov.ok.gov>

Alex:

I'm doing a story for the Gazette on the state exchange required in the Affordable Care Act. I
have interviewed a few people, including Matt Robison with the State Chamber, and I
wanted to just ask you if the governor had anything to add to what she has previously said
about waiting until after the election and whether if she is likeminded with the State
Chamber, eg that the state request the Feds consider Insure Oklahoma as a huge step toward
creating a state-operated exchange if President Obama were to win.

My cell is 397-4030.

Thank you,
Shelly Hickman

Sent from my iPhone
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From: 
To: 

Subject: 
Date: 
Attachments: 

Prieto Johns. Nicole S. 
chuck ryqiel@hcsc.net; laura Brookins Esa. ; Frank Stone; Ed long; Susan Dobbins; Alex Pettit ; Andrew 
Silvestri ; Buffv Heater ; cheryl.willie@okdhs.org; Cindy Roberts; Cline, Dr.Terry L ; Cox-Kain, Julie; Hiner, 
Janice D.; Howard.Hendrick@okdhs.org ; John Calabro; John Doak; Jonathan Buxton ; Katie Altshuler; Ueser, 
Derek G.; Mike Rhoads; Prieto Johns, Nicole S.; Rich Edwards; Steven Buck ; Terri White; Trait Thompson 
Oklahoma Health I nsurance Exchange Meeting 

Tuesday, March 15, 2011 5:54:17 PM 
OHX Stakeholder Agenda - March 2011.doc 
Shepherd Mall Floor Plan map.pdf 

RE: 03/16/11 Stakeholder Meet ing, Suite 1F (second f loor), Shepherd Mali/OKC, 10:30 -

12:30 

Advisory Committee and Workgroup Chairs & Co-Chairs: 

Attached is the Agenda for t omorrow's General Stakeholder meeting t o be held at the same 

site as the January meeting. We w ill meeting in t he ODMHSAS Train ing Center, located in 

Suite 1F on t he second f loor in the Shepherd Mall. Also attached is t he map of Shepherd 

Mall detailing t he locations of t he breakout sessions. 

Please plan to arrive at Shepherd Mall prior to the meeting to locate your breakout session room. 

We will also introduce you to your meeting room "Runner'' prior to the beginning of t he meeting. 

We look forward to seeing you at t he meet ing t omorrow! 

Respectfully, 

Derek & Nicole 

S. Nicole Prieto Johns I Oklahoma Health Insurance Exchange Grant I Project Manager I 
1000 NE 10th Street, Suite 355, Oklahoma City, Oklahoma 73117-1299 I Bus. 405.271.9444 x 564791 Cell 

- I E-mail NicolePJ@health.ok.gov 

Derek Lieser I Oklahoma Health Insurance Exchange Grant I Project Manager I 
1000 NE 10th Street, Suite 355, Oklahoma City, Oklahoma 73117-1299 I Office: 405.271.9444 x 56332 I Mobile 

phone:- 1 E-mail: DerekL@health.ok.gov 
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From: Andrew Silvestri
To: Nate Webb; bobby
Cc: Denise Northrup; Katie Altshuler; Glenn Coffee
Subject: Oklahoma Health Insurance Exchange Support
Date: Friday, March 25, 2011 4:03:33 PM
Attachments: Heritage Exchange.pdf

3-22-11 Governor Fallin letter to lawmakers.pdf

Nate and Bobby,
 
Thanks for taking the time to meet with us this morning.  Any support you can give us on the
exchange right now would be most helpful.  I’ve attached a letter Governor Fallin sent to all
legislators earlier in the week outlining her support for the exchange as well as some FAQs we’ve
put together.  I’m also attaching the Heritage Foundation’s latest report “A Lawmakers Guide to
Health Insurance Exchanges.”  Below is also a list of target Senators who we may need help with.
 
Anderson
Allen
Brecheen
Brinkley
David
Hold
Mazzei
Newberry
Reynolds
Russell
Stanislawski
Sykes
Treat
 
Please let me know if you have any questions!
 
Thank you,
Andrew
 
Andrew Silvestri
Deputy Policy Director

Office of Governor Mary Fallin

Phone:  405.521.2342

andrew.silvestri@gov.ok.gov
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Office of Governor Mary Fallin
Oklahoma Health Insurance Exchange:

5 Frequently Asked Questions
 

·         What is a health insurance exchange?

            Health insurance exchanges are online portals where consumers can get information about
various health insurance plans, compare prices and ultimately purchase health insurance.  The
Oklahoma-based exchange that Governor Mary Fallin supports will be a patient-centered, pro-
market exchange consistent with her conservative values. The purpose of the exchange will be to
empower consumers with information and to use free market principles to contain health insurance
costs.

The premiere conservative think tank in the nation, the Heritage Foundation, supports the
creation of these exchanges. In a March 21, 2011 document entitled “A State Lawmaker’s Guide to
Health Insurance Exchanges,” the Heritage Foundation outlines the necessity of developing a state
exchange in the immediate future.
 

·         What happens if Oklahoma does not establish its own exchange?

            If a state does not establish its own health insurance exchange, the Patient Protection and
Affordable Care Act (PPACA, also known as “ObamaCare”) mandates that President Obama’s
HHS Secretary is required to establish a federally run exchange in that state. As the Heritage
Foundation writes, “…the sooner a state declares ‘non-compliance’ with the PPACA, the sooner
HHS will build an exchange in that state to act as a federal insurance regulator.”  In other words, a
state that does not build its own insurance exchange is resigning itself to the presence of a
federally designed, federally run exchange.
            The best way to ward off a federal takeover of that kind if to pursue what the Heritage
Foundation calls “defensive” reform efforts to block federal interference. One of those defensive
efforts is the creation of a market-based exchange that Governor Fallin and other conservative
lawmakers are seeking to create.
 

·         President Obama says he supports exchanges and one element of ObamaCare is the
creation of a federal exchange. How can exchanges be a conservative idea?

The Heritage Foundation writes:
Consumer-Centered Exchanges vs. ObamaCare Exchanges

            “The first point to understand is that the entire design for health insurance exchanges in
the PPACA is a perversion of the core concept of what is an otherwise sound approach to
improving health insurance markets. … It is important to recognize that it is ObamaCare’s
perversion of the exchanges, not the original concept itself, that is the problem. … Consequently,
the PPACA’s misappropriation of the term ‘health insurance exchange’ should not deter state
lawmakers from pursuing their own defined-contribution, market-based reforms that employ state
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exchanges to perform purely administrative functions.”
 

·         How much will it cost to build a health insurance exchange in Oklahoma? How will
we pay for it?

            Cost estimates vary based on the composition and governance of the exchange. Currently,
the plans for an Oklahoma exchange are in their infancy. HB 2130, which the governor is asking
lawmakers to support, creates a governing board for the Oklahoma exchange which will, over the
course of the next months and years, answer that question. The governor’s office and the state
department of health are also holding regular “stakeholder meetings” to allow consumers, industry
professionals and concerned citizens to weigh in on what they would like to see in an exchange.
            Currently, it will be a challenge for the state of Oklahoma to afford the cost of
implementing and maintaining a health insurance exchange on its own. The state is facing a $500
million budget shortfall and cuts to the department of health are expected to be at least 3% in the
next fiscal year.
            Fortunately, Oklahoma has received a $54 million Early Innovator Grant from the federal
government. That does not mean, however, it will cost $54 million to establish and run an
exchange. Governor Fallin plans on returning any money the state does not use.
 

·         Does accepting federal money mean that Oklahoma is agreeing to implement
ObamaCare?

            No. The Early Innovator Grant was awarded to Oklahoma to be used to build a state-based
exchange. The Oklahoma legislature had already passed a bill authorizing the creation of such an
exchange; the grant simply provides the money needed to fund it. Governor Fallin will not
support any legislation that forces ObamaCare on the state of Oklahoma.
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From: Dick Beale
To: Denise Northrup; Katie Altshuler
Subject: Oklahoma Health Insurance Exchange
Date: Monday, November 12, 2012 10:27:55 AM
Attachments: facebook-iconf5423f

linkedin57e847
twitter newbird boxed whiteonblue30pta375f2
bealeclr-with-line-small527e23

Importance: High

Dear Ms. Northrup and Ms. Altshuler,

 
The national election is over and like or not (Not!), we are going to have to deal with prospect of

Obamacare being implemented in Oklahoma. We can take the high road and do it ourselves in a way

that makes sense in Oklahoma or we can face the prospect of a punitive installation of a Federal

Exchange.

 
Governor Fallin needs to take a leadership position in this effort to do something positive to protect the

interests of Oklahomans. We can no longer have our state government held hostage by a minority of

over zealous, ultra-right wing fanatics. Governor Fallin risks losing the support of many of us

conservative realists who have supported her for many years.

 
There is plenty of assistance in the wings waiting to be called into action to get a state exchange in

place and we have been given additional time by HHS to make it a reality. We are not supporting

Obamacare in principle, but making certain Oklahoma's principles are preserved in the exchange

process to the greatest extent possible.

 
Many of us have been working within the insurance industry for years to design a working system. We

believe that there will never be a better opportunity to have flexibility in design than there is right now. 

 
Please share this with Governor Fallin and urge her to do the "right" thing.

 
Thank you for your time and support.

 
 

 Dick Beale
Senior Vice President

Dick@bealepro.com

3000 NW 149th St., Oklahoma City, OK, 73134

P.O. Box 21880, Oklahoma City, OK, 73156

405-521-1600 or 800-530-4863

405-521-1610 fax 
www.bealepro.com
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From: Laura Brookins
To: Katie Altshuler
Subject: Oklahoma Healthcare Exchange: Stakeholder Meeting 01/26/11
Date: Wednesday, January 12, 2011 10:47:29 AM
Attachments: OHX Stakeholder Agenda - Jan 2010.pdf

Laura Brookins, Esq.
Executive Director,
Oklahoma Association of Health Plans
 
(405) 285-7745 Office
(405) 285-7746 Facsimile
laurabrookins@okhealthplans.org

On behalf of Commissioner White and Mike Fogarty:
 
 
RE:Oklahoma Healthcare Exchange Stakeholder Meeting
Location:ODMHSAS Training Center Sheppard Mall/1F, Oklahoma City
Date and Time: January 26, 2011,10:30 a.m. – 12:00 p.m.
 

 
 
Please follow this link to RSVP your participation: http://www.okhca.org/ohx.aspx
 

 
           
Greetings,
 
Thank you to all who participated in the initial Oklahoma Healthcare Exchange project 
stakeholder’s meeting held on September 8, 2010.  We had wonderful attendance and received 
a number of follow-up emails from individuals offering to join us in carrying out this very 
important task.  Your active participation will be a deciding factor in determining Oklahoma’s 
success in the development of an Exchange that efficiently and cost-effectively connects 
Oklahomans with much needed healthcare insurance.  Oklahoma has a solid history of 
successful collaborations of this magnitude and we look forward to the challenges ahead!
 
In follow-up to our September meeting, we would like to invite you to the nextStakeholder 
Meeting  to be held on January  26,  2011,  10:30  a.m.  to  12:00 p.m., at the ODMHSAS 
TrainingCenter in Sheppard Mall, Suite 1F located at 2401 NW 23rd Street, in Oklahoma 
City, Oklahoma. 
 
During our up coming meeting on January 26, we will discuss the workgroup process and 
identify task forces/work groups (please see attached) needed to assist in addressing key 
components of the planning and implementation of the OHX.  We will be looking for 
volunteers to populate these groups.  Each group will work to develop timelines and will report 
progress made to a leadership team yet to be defined. 
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Please save (add to favorites) the following link for access to the Oklahoma Healthcare 
Exchange website:  http://www.okhca.org/ohx
 
For those of you who may not have been able to attend the first meeting, the purpose of these 
meetings is to provide for the development of the Oklahoma Healthcare Exchange (OHX). The 
OHX will facilitate the purchase and sale of qualified health plans in the Individual and Small 
Employer markets in this State.  The intent of the Exchange is to reduce the number of 
uninsured, provide a transparent consumer driven marketplace and assist individuals and 
small business owners with access to programs, applicable premium assistance tax credits 
and cost-sharing reductions.
 
Since our last meeting in September, Oklahoma applied for and received a $1,000,000 federal 
planning grant which was awarded on September 30, 2010.  Two Exchange Project Managers 
were provided for by the grant.  OHX Planning Project Managers, Derek Lieser and Nicole 
Prieto Johns were chosen for the job and began working on December 6, 2010. 
 
 Additionally, a Request for Proposal (RFP) to engage a Consulting Contractor charged with the 
development of a strategic/operational plan for implementation of the OHX has been sent to 
the Oklahoma Department of Central Services (DCS) for approval.  The strategic/operational 
plan will provide the basis for securing Establishment Grant dollars for developing the OHX.
 
We very much look forward to seeing you at the meeting as well as to working with you to the 
successful conclusion of this project.
 
Sincerely, Exchange Project Managers,
Derek Lieser & Nicole Prieto Johns
 
 
Derek Lieser | Oklahoma Department of Mental Health and Substance Abuse Services | 
Healthcare Exchange | 2401 N.W. 23rd St., Suite A-1, Oklahoma City, Oklahoma 73107 | 
Office: 405.522.7270 | Fax: 405.530.7102 | E-mail: Derek.Lieser@okhca.org
 
 
S. Nicole Prieto Johns | Oklahoma Department of Mental Health and Substance Abuse 
Services | Healthcare Exchange | 2401 N.W. 23rd St., Suite A-1, Oklahoma City, Oklahoma 
73107 | Office: 405.522.7270 | Fax: 405.522.7685 | E-mail: Nicole.PrietoJohns@okhca.org
 

===================================================
DISCLAIMER - This e-mail message, including any attachments, 
is for the sole use of the intended recipient(s) and may contain
confidential and privileged information.

If you are not the named addressee you should not disseminate,
distribute or copy this e-mail. Please notify the sender
immediately by e-mail if you have received this e-mail by
mistake and delete this e-mail from your system.

The sender does not accept liability for any errors or omissions in
the contents of this message, which arise as a result of e-mail
transmission. If verification is required please request a
hard-copy version.
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From: Aaron Cooper
To: steve.moore@wsj.com
Cc: Katie Altshuler; Alex Weintz
Subject: Oklahoma information
Date: Friday, April 15, 2011 12:36:21 PM
Attachments: Health Insurance Private Enterprise Network Summary.pdf

Steve,
 
Here is some follow up information.  I’ve also attached our Bill Summary and included the press
release on the issue.  I also included our Policy Director, Katie Altshuler, and communications
director.  Please let us know if you need anything else or have other questions.
 
 
Entities receiving the federal Early Innovator Grants:
 
•             Kansas: Kansas Insurance Department, $31,537,465
•             Maryland: Maryland Dept of Health and Mental Hygiene, $6,227,454
•             Multi-State Consortia: University of Massachusetts Medical School, $35,591,333
•             New York: New York Department of Health, $27,431,432
•             Oklahoma: Oklahoma Health Care Authority, $54,582,269
•             Oregon: Oregon Health Authority, $48,096,307
•             Wisconsin: Wisconsin Department of Health Services, $37,757,266
 
 
As for your “pre-tax dollar” question:   that has not been determined at this point.
 
As for your question about the uninsured:   The idea behind an exchange or a network as we are
calling it is that it will increase information about and access to health insurance. It will make it
easier for consumers to shop for the plan that best fits their needs. They can go to one web portal
and get information about all of the plans available in the state. With a defined contribution
component, it also increases portability which is very important. Insurance will be tied to the
individual and not the job.
 
 
 

State Leaders: Agreement Reached on Oklahoma
Health Insurance Private Enterprise Network

 
OKLAHOMA CITY – Governor Mary Fallin today joined other state leaders in announcing
that Oklahoma will establish a Health Insurance Private Enterprise Network to prevent the
establishment of a federal health care exchange in Oklahoma. 
 
Working together, leaders were able to address concerns expressed by some by adding
specific safeguards into the legislation that will prevent the implementation of a federal health
care exchange while creating an Oklahoma-based health insurance network.  The Health
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Insurance Private Enterprise Network, based on a concept by the conservative Heritage
Foundation and legislation passed by the Oklahoma Legislature in 2009, will increase access
to affordable, private, portable health insurance plans through a free market-based network
that offers choice and competition to consumers.  The network will be governed by a board
consisting of a majority of members from the private sector and chaired by the Insurance
Commissioner.  The network will be funded through state or private resources. The state will
not accept the $54 million Early Innovator Grant.
 
Governor Mary Fallin:  “I’m pleased to announce this agreement that accomplishes my
goal from the very beginning:  stopping the implementation of the president’s federal health
care exchange in Oklahoma. We have addressed concerns expressed by implementing strict
safeguards to prevent the implementation of the federal health care exchange while
definitively laying out the framework for a free market-based network that will empower
consumers by providing a place for individuals, families and small businesses to shop for
affordable, quality health insurance plans.”
 
House Speaker Kris Steele:  “Health care coverage is not a one-size-fits-all issue. We need
to make all options available to the people. The goal is to equip Oklahomans with the
information necessary to make wise decisions. The network will provide a user-friendly tool
intended to help people identify a health plan that best fits their individual needs.”
 
Senate President Pro Tempore Brian Bingman:  “This private enterprise network not only
offers the people of Oklahoma more options when buying insurance, it will serve as a
defensive strategy that protects Oklahoma from the federal health care law.  This is
Oklahoma’s solution and federalism at work.  Our plan is based on the principals of the free
market; it will not limit participation, it will increase competition among private plans and
offer consumers the ability to shop for their best option.” 
 
 
______________________________________
Aaron Cooper
Press Secretary
Governor Mary Fallin
aaron.cooper@gov.ok.gov
t - (405) 522-8878
c - (405) 759-0468
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Kathleen Sebelius, Secretary 

Mary Fallin 
Governor 

November 19, 2012 

Centers for Medicare & Medicaid Services (CMS) 
Center for Consumer Information & Insurance Oversight (CCIIO) 
200 Independence Avenue SW, Suite 739H 
Washington, DC 20201 

RE: Oklahoma Health Insurance Exchange 

Dear Secretary Sebelius, 

I am writing in response to the Department of Health and Human Services' (HHS) request that each 
state provide a declaration letter indicating their option for building a health insurance exchange as 
outlined in PP A CA. While I remain deeply committed to the health of Oklahomans, it would be 
irresponsible of me to commit our state to the development of an insurance exchange based on the 
information provided by HHS to date. Our state will not establish a transitional reinsurance program as 
outlined in PP A CA. However, Oklahoma will elect to make all final eligibility determinations for our 
citizens referred to Medicaid from a federal insurance exchange. 

I continue to believe there are viable market-based solutions that can be found to facilitate greater access 
to health insurance coverage in Oklahoma. My hope is that we can engage in future conversations that 
allow states the flexibility necessary to engage in true healthcare reform, create efficiencies m 
entitlement programs and empower individuals to take responsibility for their own health. 

The primary contact for the State of Oklahoma with regard to anything related to PP ACA is as follows : 

Terry Cline, PhD 
Secretary of Health and Human Services 
Oklahoma State Department of Health 
1000 N.E. 1Oth Street 
Oklahoma City, OK, 73117 
Phone: (405) 271 -4200 

f;~1~ 
Mary Fallin 
Governor 
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From: Prieto Johns, Nicole S.
To: Katie Altshuler; Cox-Kain, Julie
Subject: OKLAHOMA NPRM Comments on EXCHANGES with Revisions
Date: Thursday, October 27, 2011 11:31:23 PM
Attachments: OKLAHOMA NPRM Comments on EXCHANGES 102811 REVISION.docx

Katie,

Per our conversation this afternoon, attached is a revision of the NPRM comments document showing
additional tracked changes I made this evening.  You can either just click on "Accept All Changes" or
you and Julie can send me any additional changes you would like made and I can incorporate them into
the document and send you back a final copy.

Thank you,

Nicole

________________________________

S. Nicole Prieto Johns, MPA | Oklahoma Health Insurance Exchange Planning Project | Project Manager |
1000 NE 10th Street, Suite 355, Oklahoma City, Oklahoma 73117-1299 | Bus.  405.271.2944 | Cell 

 | E-mail NicolePJ@health.ok.gov <mailto:NicolePJ@health.ok.gov>  | Website:
www.OK.gov/InsuranceExchange

________________________________

From: Katie Altshuler [mailto:Katie.Altshuler@gov.ok.gov]
Sent: Thu 10/27/2011 5:49 PM
To: Prieto Johns, Nicole S.; Cox-Kain, Julie
Subject: Re: OKLAHOMA NPRM Comments on EXCHANGES 102711.docx

Perfect! Thanks!

From: Prieto Johns, Nicole S. [mailto:NIcolePJ@health.ok.gov]
Sent: Thursday, October 27, 2011 05:35 PM
To: Katie Altshuler; Cox-Kain, Julie <Juliek@health.ok.gov>
Subject: RE: OKLAHOMA NPRM Comments on EXCHANGES 102711.docx

Oh, yes.  They sent me the sections on risk.  My understanding was that they were taken, nearly
verbatim from the NAIC comment letter.

Nicole

________________________________

S. Nicole Prieto Johns, MPA | Planning / Project Manager | Health Planning & Grants Office  | Oklahoma
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State Department of Health
1000 NE 10th Street, Suite 355, Oklahoma City, Oklahoma 73117-1299 | Bus.  405.271.2944 | Cell 

 | E-mail NicolePJ@health.ok.gov | Website: http://www.ok.gov/health

From: Katie Altshuler [mailto:Katie.Altshuler@gov.ok.gov]
Sent: Thursday, October 27, 2011 4:58 PM
To: Prieto Johns, Nicole S.; Cox-Kain, Julie
Subject: RE: OKLAHOMA NPRM Comments on EXCHANGES 102711.docx

Has the Insurance department seen all of the insurance/reinsurance related sections? They look fine to
me, but they are over my head. Just want to make sure that they will not have any positions that
contradict what we are saying.

If you think they will be fine with them that is probably enough...

Katie Altshuler, Policy Director

Office of Governor Mary Fallin

2300 North Lincoln Boulevard, Suite 212

Oklahoma City, Oklahoma 73105

405.521.2342

katie.altshuler@gov.ok.gov

From: Prieto Johns, Nicole S. [mailto:NIcolePJ@health.ok.gov]
Sent: Thursday, October 27, 2011 4:46 PM
To: Katie Altshuler; Cox-Kain, Julie
Subject: RE: OKLAHOMA NPRM Comments on EXCHANGES 102711.docx

You are most welcome. 

________________________________

S. Nicole Prieto Johns, MPA | Planning / Project Manager | Health Planning & Grants Office  | Oklahoma
State Department of Health
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1000 NE 10th Street, Suite 355, Oklahoma City, Oklahoma 73117-1299 | Bus.  405.271.2944 | Cell 
| E-mail NicolePJ@health.ok.gov | Website: http://www.ok.gov/health

From: Katie Altshuler [mailto:Katie.Altshuler@gov.ok.gov]
Sent: Thursday, October 27, 2011 4:44 PM
To: Prieto Johns, Nicole S.; Cox-Kain, Julie
Subject: RE: OKLAHOMA NPRM Comments on EXCHANGES 102711.docx

Thank you!

Katie Altshuler, Policy Director

Office of Governor Mary Fallin

2300 North Lincoln Boulevard, Suite 212

Oklahoma City, Oklahoma 73105

405.521.2342

katie.altshuler@gov.ok.gov

From: Prieto Johns, Nicole S. [mailto:NIcolePJ@health.ok.gov]
Sent: Thursday, October 27, 2011 4:40 PM
To: Cox-Kain, Julie; Katie Altshuler
Subject: RE: OKLAHOMA NPRM Comments on EXCHANGES 102711.docx

Sorry -for the delay - just saw the email.  Also removed "DRAFT" watermark.

Nicole

________________________________

S. Nicole Prieto Johns, MPA | Planning / Project Manager | Health Planning & Grants Office  | Oklahoma
State Department of Health
1000 NE 10th Street, Suite 355, Oklahoma City, Oklahoma 73117-1299 | Bus.  405.271.2944 | Cell 

 | E-mail NicolePJ@health.ok.gov | Website: http://www.ok.gov/health
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From: Cox-Kain, Julie
Sent: Thursday, October 27, 2011 4:19 PM
To: 'katie.altshuler@gov.ok.gov'; Prieto Johns, Nicole S.
Subject: Re: OKLAHOMA NPRM Comments on EXCHANGES 102711.docx

Ok. Nicole can you do quickly?
--------------------------
Sent from my BlackBerry Wireless Handheld

From: Katie Altshuler [mailto:Katie.Altshuler@gov.ok.gov]
Sent: Thursday, October 27, 2011 04:16 PM
To: Cox-Kain, Julie; Prieto Johns, Nicole S.
Subject: RE: OKLAHOMA NPRM Comments on EXCHANGES 102711.docx

I have not read the whole thing yet, but please go ahead and remove the highlighted section re/
navigators.

Katie Altshuler, Policy Director

Office of Governor Mary Fallin

2300 North Lincoln Boulevard, Suite 212

Oklahoma City, Oklahoma 73105

405.521.2342

katie.altshuler@gov.ok.gov

From: Cox-Kain, Julie [mailto:Juliek@health.ok.gov]
Sent: Thursday, October 27, 2011 3:16 PM
To: Katie Altshuler; Prieto Johns, Nicole S.
Subject: FW: OKLAHOMA NPRM Comments on EXCHANGES 102711.docx

Nicole, Excellent job.  I have also sent this to Katie but I highlighted one area I wondered if it was even
necessary to say.  Do we need to propose an option on that section?

Julie Cox-Kain, M.P.A
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Chief Operating Officer

Oklahoma State Department of Health

From: Prieto Johns, Nicole S.
Sent: Thursday, October 27, 2011 2:14 PM
To: Cox-Kain, Julie
Subject: OKLAHOMA NPRM Comments on EXCHANGES 102711.docx

Julie - This is sent only to you.  It includes only the 4 NRPMs issued by HHS. 

Nicole

________________________________

S. Nicole Prieto Johns, MPA | Planning / Project Manager | Health Planning & Grants Office  | Oklahoma
State Department of Health
1000 NE 10th Street, Suite 355, Oklahoma City, Oklahoma 73117-1299 | Bus.  405.271.2944 | Cell 

 | E-mail NicolePJ@health.ok.gov | Website: http://www.ok.gov/health
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From: Lindsay Russell
To: Andrew Silvestri; Katie Altshuler
Subject: Oklahoma Talking Points
Date: Wednesday, March 21, 2012 4:44:37 PM
Attachments: RGPPC Oklahoma Talking Points 03-21 2012.docx

Attached is some additional information regarding the cost that Obamacare has had on your state.
Please let me know if you have any questions or comments.
 
 
Lindsay Russell
Public Policy Advisor 
Republican Governors Public Policy Committee | RGA
1747 Pennsylvania Avenue, NW, Suite 250 | Washington, DC 20006
P: (202) 662-4149 |  | 
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From: Frank Stone
To: Katie Altshuler
Cc: Mike Rhoads; Juliek@health.ok.gov
Subject: Re: We would like to setup ameetign for next week to discuss PPACA - earlier the better - are you all available?

Thanks, Katie
Date: Tuesday, November 13, 2012 8:34:06 AM

10 or 9:30?

Sent from my iPhone

On Nov 13, 2012, at 8:26 AM, "Katie Altshuler" <Katie.Altshuler@gov.ok.gov>
wrote:

We will call you
 
From: Mike Rhoads 
Sent: Tuesday, November 13, 2012 08:12 AM
To: Katie Altshuler; 'Juliek@health.ok.gov' <Juliek@health.ok.gov>; Frank Stone 
Subject: RE: We would like to setup ameetign for next week to discuss PPACA - earlier
the better - are you all available? Thanks, Katie 
 

Calling in.  Let me know a number or call me at the office number below. 

 

Michael Rhoads

Deputy Commissioner of Life/Health

Oklahoma Insurance Department

7645 E. 63rd St. Suite 102 -Triad II

Tulsa, OK 74133

918-295-3702 --o

--c

 

From: Katie Altshuler 
Sent: Tuesday, November 13, 2012 8:10 AM
To: Mike Rhoads; 'Juliek@health.ok.gov'; Frank Stone
Subject: Re: We would like to setup ameetign for next week to discuss PPACA - earlier
the better - are you all available? Thanks, Katie

 

3053



That is fine. We will be at Capitol but you are more than welcome to call in.
 

From: Mike Rhoads 
Sent: Tuesday, November 13, 2012 08:07 AM
To: Cox-Kain, Julie <Juliek@health.ok.gov>; Frank Stone; Katie Altshuler 
Subject: RE: We would like to setup ameetign for next week to discuss PPACA - earlier
the better - are you all available? Thanks, Katie 
 

Could we make it 10?  Will it be at the Capitol?

 

Michael Rhoads

Deputy Commissioner of Life/Health

Oklahoma Insurance Department

7645 E. 63rd St. Suite 102 -Triad II

Tulsa, OK 74133

918-295-3702 --o

--c

 

From: Cox-Kain, Julie [mailto:Juliek@health.ok.gov] 
Sent: Tuesday, November 13, 2012 8:06 AM
To: Mike Rhoads; Frank Stone; Katie Altshuler
Subject: Re: We would like to setup ameetign for next week to discuss PPACA - earlier
the better - are you all available? Thanks, Katie

 

I cleared my calendar this morning so 9:30 works for me. 
-------------------------- 
Sent from my BlackBerry Wireless Handheld
 

From: Mike Rhoads [mailto:Mike.Rhoads@oid.ok.gov] 
Sent: Tuesday, November 13, 2012 08:04 AM
To: Cox-Kain, Julie; Frank Stone <Frank.Stone@oid.ok.gov>; Katie Altshuler
<Katie.Altshuler@gov.ok.gov> 
Subject: RE: We would like to setup ameetign for next week to discuss PPACA - earlier
the better - are you all available? Thanks, Katie 
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What time?  I can be there in about 90 minutes but could also teleconference in. 

 

Michael Rhoads

Deputy Commissioner of Life/Health

Oklahoma Insurance Department

7645 E. 63rd St. Suite 102 -Triad II

Tulsa, OK 74133

918-295-3702 --o

--c

 

From: Cox-Kain, Julie [mailto:Juliek@health.ok.gov] 
Sent: Monday, November 12, 2012 6:00 PM
To: Frank Stone; Katie Altshuler
Cc: Mike Rhoads
Subject: Re: We would like to setup ameetign for next week to discuss PPACA - earlier
the better - are you all available? Thanks, Katie

 

Yep, I can be available. 
-------------------------- 
Sent from my BlackBerry Wireless Handheld
 

From: Frank Stone [mailto:Frank.Stone@oid.ok.gov] 
Sent: Monday, November 12, 2012 05:27 PM
To: Katie Altshuler <Katie.Altshuler@gov.ok.gov> 
Cc: Cox-Kain, Julie; Mike Rhoads <Mike.Rhoads@oid.ok.gov> 
Subject: Re: We would like to setup ameetign for next week to discuss PPACA - earlier
the better - are you all available? Thanks, Katie 
 

I can make that work.

Frank

Sent from my iPhone

On Nov 12, 2012, at 4:44 PM, "Katie Altshuler"
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<Katie.Altshuler@gov.ok.gov> wrote:

Yes.

I can meet anytime tomorrow morning between 9:30 am and noon, any
chance that works for you Frank and Mike? Thanks, Katie
 

From: Frank Stone 
Sent: Monday, November 12, 2012 04:38 PM
To: Cox-Kain, Julie <Juliek@health.ok.gov> 
Cc: Katie Altshuler; Mike Rhoads 
Subject: Re: We would like to setup ameetign for next week to discuss
PPACA - earlier the better - are you all available? Thanks, Katie 
 

Does everyone understand that a Declaration letter to
establish a state exchange is due on the 16th.

Sent from my iPhone

On Nov 9, 2012, at 11:00 PM, "Cox-Kain, Julie"
<Juliek@health.ok.gov> wrote:

Sorry, I've had an appt set up for weeks in Tulsa that
afternoon. Anyway we can push up to late morning. Or I can
call in after 2:00 
-------------------------- 
Sent from my BlackBerry Wireless Handheld
 

From: Katie Altshuler [mailto:Katie.Altshuler@gov.ok.gov] 
Sent: Friday, November 09, 2012 03:57 PM
To: Mike Rhoads <Mike.Rhoads@oid.ok.gov>; Frank Stone
<Frank.Stone@oid.ok.gov>; Cox-Kain, Julie 
Subject: RE: We would like to setup ameetign for next week
to discuss PPACA - earlier the better - are you all available?
Thanks, Katie 
 

I can do 1:30-2:30 on Tuesday,Nov. 13th – Julie?

 

Katie Altshuler, Policy Director

Office of Governor Mary Fallin

2300 North Lincoln Boulevard, Suite 212

Oklahoma City, Oklahoma 73105
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405.521.2342

katie.altshuler@gov.ok.gov

 

 

From: Mike Rhoads 
Sent: Friday, November 09, 2012 2:34 PM
To: Frank Stone; Katie Altshuler; juliek@health.ok.gov
Subject: RE: We would like to setup ameetign for next week
to discuss PPACA - earlier the better - are you all available?
Thanks, Katie

 

I could do a Tuesday afternoon meeting. 

 

Frank:  I took your Wednesday morning away from
you for Reserve National. 

 

Michael Rhoads

Deputy Commissioner of Life/Health

Oklahoma Insurance Department

7645 E. 63rd St. Suite 102 -Triad II

Tulsa, OK 74133

918-295-3702 --o

--c

 

From: Frank Stone 
Sent: Friday, November 09, 2012 1:00 PM
To: Katie Altshuler; juliek@health.ok.gov; Mike Rhoads
Subject: RE: We would like to setup ameetign for next week
to discuss PPACA - earlier the better - are you all available?
Thanks, Katie

 

Tuesday afternoon or Wednesday morning are
good for me.
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Frank

 

From: Katie Altshuler 
Sent: Friday, November 09, 2012 12:57 PM
To: juliek@health.ok.gov; Mike Rhoads; Frank Stone
Subject: We would like to setup ameetign for next week to
discuss PPACA - earlier the better - are you all available?
Thanks, Katie

 

 

 

Katie Altshuler, Policy Director

Office of Governor Mary Fallin

2300 North Lincoln Boulevard, Suite 212

Oklahoma City, Oklahoma 73105

405.521.2342

katie.altshuler@gov.ok.gov

 

 

3058



From: Mike Rhoads
To: Cox-Kain, Julie; Frank Stone; Katie Altshuler
Subject: RE: We would like to setup ameetign for next week to discuss PPACA - earlier the better - are you all available?

Thanks, Katie
Date: Tuesday, November 13, 2012 8:07:36 AM

Could we make it 10?  Will it be at the Capitol?
 
Michael Rhoads
Deputy Commissioner of Life/Health
Oklahoma Insurance Department
7645 E. 63rd St. Suite 102 -Triad II
Tulsa, OK 74133
918-295-3702 --o

--c
 

From: Cox-Kain, Julie [mailto:Juliek@health.ok.gov] 
Sent: Tuesday, November 13, 2012 8:06 AM
To: Mike Rhoads; Frank Stone; Katie Altshuler
Subject: Re: We would like to setup ameetign for next week to discuss PPACA - earlier the better - are
you all available? Thanks, Katie
 
I cleared my calendar this morning so 9:30 works for me. 
-------------------------- 
Sent from my BlackBerry Wireless Handheld
 
From: Mike Rhoads [mailto:Mike.Rhoads@oid.ok.gov] 
Sent: Tuesday, November 13, 2012 08:04 AM
To: Cox-Kain, Julie; Frank Stone <Frank.Stone@oid.ok.gov>; Katie Altshuler
<Katie.Altshuler@gov.ok.gov> 
Subject: RE: We would like to setup ameetign for next week to discuss PPACA - earlier the better - are
you all available? Thanks, Katie 
 
What time?  I can be there in about 90 minutes but could also teleconference in. 
 
Michael Rhoads
Deputy Commissioner of Life/Health
Oklahoma Insurance Department
7645 E. 63rd St. Suite 102 -Triad II
Tulsa, OK 74133
918-295-3702 --o

--c
 

From: Cox-Kain, Julie [mailto:Juliek@health.ok.gov] 
Sent: Monday, November 12, 2012 6:00 PM
To: Frank Stone; Katie Altshuler
Cc: Mike Rhoads
Subject: Re: We would like to setup ameetign for next week to discuss PPACA - earlier the better - are
you all available? Thanks, Katie
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Yep, I can be available. 
-------------------------- 
Sent from my BlackBerry Wireless Handheld
 
From: Frank Stone [mailto:Frank.Stone@oid.ok.gov] 
Sent: Monday, November 12, 2012 05:27 PM
To: Katie Altshuler <Katie.Altshuler@gov.ok.gov> 
Cc: Cox-Kain, Julie; Mike Rhoads <Mike.Rhoads@oid.ok.gov> 
Subject: Re: We would like to setup ameetign for next week to discuss PPACA - earlier the better - are
you all available? Thanks, Katie 
 
I can make that work.
Frank

Sent from my iPhone

On Nov 12, 2012, at 4:44 PM, "Katie Altshuler" <Katie.Altshuler@gov.ok.gov> wrote:

Yes.

I can meet anytime tomorrow morning between 9:30 am and noon, any chance that
works for you Frank and Mike? Thanks, Katie
 
From: Frank Stone 
Sent: Monday, November 12, 2012 04:38 PM
To: Cox-Kain, Julie <Juliek@health.ok.gov> 
Cc: Katie Altshuler; Mike Rhoads 
Subject: Re: We would like to setup ameetign for next week to discuss PPACA - earlier
the better - are you all available? Thanks, Katie 
 
Does everyone understand that a Declaration letter to establish a state exchange
is due on the 16th.

Sent from my iPhone

On Nov 9, 2012, at 11:00 PM, "Cox-Kain, Julie" <Juliek@health.ok.gov> wrote:

Sorry, I've had an appt set up for weeks in Tulsa that afternoon. Anyway
we can push up to late morning. Or I can call in after 2:00 
-------------------------- 
Sent from my BlackBerry Wireless Handheld
 
From: Katie Altshuler [mailto:Katie.Altshuler@gov.ok.gov] 
Sent: Friday, November 09, 2012 03:57 PM
To: Mike Rhoads <Mike.Rhoads@oid.ok.gov>; Frank Stone
<Frank.Stone@oid.ok.gov>; Cox-Kain, Julie 
Subject: RE: We would like to setup ameetign for next week to discuss
PPACA - earlier the better - are you all available? Thanks, Katie 
 
I can do 1:30-2:30 on Tuesday,Nov. 13th – Julie?
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Katie Altshuler, Policy Director 
Office of Govemor Mary Fallin 
2300 North Lincoln Boulevard, Suite 212 
Oklahoma City, Oklahoma 73105 
405.521.2342 
katie.altshuler@gov.ok.gov 

From: Mike Rhoads 
Sent: Friday, November 09, 2012 2:34 PM 
To: Frank Stone; Katie Altshuler; juliek©health.ok.goy 
Subject: RE: We would like to setup ameetign for next week to discuss 
PPACA- earlier the better- are you all available? Thanks, Katie 

I could do a Tuesday aftemoon meeting. 

Frank: I took your Wednesday moming away from you for Reserve 
National. 

Michael Rhoads 
Deputy Commissioner of Life/Health 
Oklahoma Insurance Depmiment 
7 645 E. 63rd St. Suite 102 -Triad II 
Tulsa, OK 74133 
918-295-3702 --0 

--c 

From: Frank Stone 
Sent: Friday, November 09, 2012 1:00PM 
To: Katie Altshuler; juljek©healtb.ok.goy; Mike Rhoads 
Subject: RE: We would like to setup ameetign for next week to discuss 
PPACA - earlier the better- are you all available? Thanks, Katie 

Tuesday aftemoon or Wednesday moming are good for me. 

Frank 

From: Katie Altshuler 
Sent: Friday, November 09, 2012 12:57 PM 
To: juliek©health.ok.goy; Mike Rhoads; Frank Stone 
Subject: We would like to setup ameetign for next week to discuss PPACA -
earlier the better - are you all available? Thanks, Katie 

Katie Altshuler, Policy Director 
Office of Govemor Mary Fallin 
2300 North Lincoln Boulevard, Suite 212 
Oklahoma City, Oklahoma 73105 
405.521.2342 
katie.altshuler@gov.ok.gov 
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From: Mike Rhoads
To: Cox-Kain, Julie; Frank Stone; Katie Altshuler
Subject: RE: We would like to setup ameetign for next week to discuss PPACA - earlier the better - are you all available?

Thanks, Katie
Date: Tuesday, November 13, 2012 8:04:14 AM

What time?  I can be there in about 90 minutes but could also teleconference in. 
 
Michael Rhoads
Deputy Commissioner of Life/Health
Oklahoma Insurance Department
7645 E. 63rd St. Suite 102 -Triad II
Tulsa, OK 74133
918-295-3702 --o

--c
 

From: Cox-Kain, Julie [mailto:Juliek@health.ok.gov] 
Sent: Monday, November 12, 2012 6:00 PM
To: Frank Stone; Katie Altshuler
Cc: Mike Rhoads
Subject: Re: We would like to setup ameetign for next week to discuss PPACA - earlier the better - are
you all available? Thanks, Katie
 
Yep, I can be available. 
-------------------------- 
Sent from my BlackBerry Wireless Handheld
 
From: Frank Stone [mailto:Frank.Stone@oid.ok.gov] 
Sent: Monday, November 12, 2012 05:27 PM
To: Katie Altshuler <Katie.Altshuler@gov.ok.gov> 
Cc: Cox-Kain, Julie; Mike Rhoads <Mike.Rhoads@oid.ok.gov> 
Subject: Re: We would like to setup ameetign for next week to discuss PPACA - earlier the better - are
you all available? Thanks, Katie 
 
I can make that work.
Frank

Sent from my iPhone

On Nov 12, 2012, at 4:44 PM, "Katie Altshuler" <Katie.Altshuler@gov.ok.gov> wrote:

Yes.

I can meet anytime tomorrow morning between 9:30 am and noon, any chance that
works for you Frank and Mike? Thanks, Katie
 
From: Frank Stone 
Sent: Monday, November 12, 2012 04:38 PM
To: Cox-Kain, Julie <Juliek@health.ok.gov> 
Cc: Katie Altshuler; Mike Rhoads 
Subject: Re: We would like to setup ameetign for next week to discuss PPACA - earlier
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the better - are you all available? Thanks, Katie 
 
Does everyone understand that a Declaration letter to establish a state exchange
is due on the 16th.

Sent from my iPhone

On Nov 9, 2012, at 11:00 PM, "Cox-Kain, Julie" <Juliek@health.ok.gov> wrote:

Sorry, I've had an appt set up for weeks in Tulsa that afternoon. Anyway
we can push up to late morning. Or I can call in after 2:00 
-------------------------- 
Sent from my BlackBerry Wireless Handheld
 
From: Katie Altshuler [mailto:Katie.Altshuler@gov.ok.gov] 
Sent: Friday, November 09, 2012 03:57 PM
To: Mike Rhoads <Mike.Rhoads@oid.ok.gov>; Frank Stone
<Frank.Stone@oid.ok.gov>; Cox-Kain, Julie 
Subject: RE: We would like to setup ameetign for next week to discuss
PPACA - earlier the better - are you all available? Thanks, Katie 
 
I can do 1:30-2:30 on Tuesday,Nov. 13th – Julie?
 
Katie Altshuler, Policy Director
Office of Governor Mary Fallin
2300 North Lincoln Boulevard, Suite 212
Oklahoma City, Oklahoma 73105
405.521.2342
katie.altshuler@gov.ok.gov

 
 
From: Mike Rhoads 
Sent: Friday, November 09, 2012 2:34 PM
To: Frank Stone; Katie Altshuler; juliek@health.ok.gov
Subject: RE: We would like to setup ameetign for next week to discuss
PPACA - earlier the better - are you all available? Thanks, Katie
 
I could do a Tuesday afternoon meeting. 
 
Frank:  I took your Wednesday morning away from you for Reserve
National. 
 
Michael Rhoads
Deputy Commissioner of Life/Health
Oklahoma Insurance Department
7645 E. 63rd St. Suite 102 -Triad II
Tulsa, OK 74133
918-295-3702 --o

-c
 
From: Frank Stone 
Sent: Friday, November 09, 2012 1:00 PM
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To: Katie Altshuler; juliek@health.ok.gov; Mike Rhoads
Subject: RE: We would like to setup ameetign for next week to discuss
PPACA - earlier the better - are you all available? Thanks, Katie
 
Tuesday afternoon or Wednesday morning are good for me.
 
Frank
 
From: Katie Altshuler 
Sent: Friday, November 09, 2012 12:57 PM
To: juliek@health.ok.gov; Mike Rhoads; Frank Stone
Subject: We would like to setup ameetign for next week to discuss PPACA -
earlier the better - are you all available? Thanks, Katie
 
 
 
Katie Altshuler, Policy Director
Office of Governor Mary Fallin
2300 North Lincoln Boulevard, Suite 212
Oklahoma City, Oklahoma 73105
405.521.2342
katie.altshuler@gov.ok.gov
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From: Frank Stone
To: Katie Altshuler
Cc: Juliek@health.ok.gov; Mike Rhoads
Subject: Re: We would like to setup ameetign for next week to discuss PPACA - earlier the better - are you all available?

Thanks, Katie
Date: Monday, November 12, 2012 5:27:27 PM

I can make that work.
Frank

Sent from my iPhone

On Nov 12, 2012, at 4:44 PM, "Katie Altshuler" <Katie.Altshuler@gov.ok.gov> wrote:

Yes.

I can meet anytime tomorrow morning between 9:30 am and noon, any chance that
works for you Frank and Mike? Thanks, Katie
 
From: Frank Stone 
Sent: Monday, November 12, 2012 04:38 PM
To: Cox-Kain, Julie <Juliek@health.ok.gov> 
Cc: Katie Altshuler; Mike Rhoads 
Subject: Re: We would like to setup ameetign for next week to discuss PPACA - earlier
the better - are you all available? Thanks, Katie 
 
Does everyone understand that a Declaration letter to establish a state
exchange is due on the 16th.

Sent from my iPhone

On Nov 9, 2012, at 11:00 PM, "Cox-Kain, Julie" <Juliek@health.ok.gov>
wrote:

Sorry, I've had an appt set up for weeks in Tulsa that afternoon. Anyway
we can push up to late morning. Or I can call in after 2:00 
-------------------------- 
Sent from my BlackBerry Wireless Handheld
 
From: Katie Altshuler [mailto:Katie.Altshuler@gov.ok.gov] 
Sent: Friday, November 09, 2012 03:57 PM
To: Mike Rhoads <Mike.Rhoads@oid.ok.gov>; Frank Stone
<Frank.Stone@oid.ok.gov>; Cox-Kain, Julie 
Subject: RE: We would like to setup ameetign for next week to discuss
PPACA - earlier the better - are you all available? Thanks, Katie 
 

I can do 1:30-2:30 on Tuesday,Nov. 13th – Julie?

 

3065



Katie Altshuler, Policy Director 

Office of Govemor Mary Fallin 

2300 North Lincoln Boulevard, Suite 212 

Oklahoma City, Oklahoma 73105 

405.521.2342 

katie.altshuler@gov.ok.gov 

From: Mike Rhoads 
Sent: Friday, November 09, 2012 2:34PM 
To: Frank Stone; Katie Altshuler; juliek@health.ok.gov 
Subject: RE: We would like to setup ameetign for next week to discuss 
PPACA - earlier the better - are you all available? Thanks, Kat ie 

I could do a Tuesday afternoon meeting. 

Frank: I took your Wednesday morning away from you for 
Reserve National. 

Michael Rhoads 

Deputy Commissioner of Life/Health 

Oklahoma I nsurance Department 

7645 E. 63rd St. Suite 102 -Triad II 

Tulsa, OK 74133 

918-295-3702 --o 

--c 

From: Frank Stone 
Sent: Friday, November 09, 2012 1:00PM 
To: Katie Altshuler; juliek@health.ok.gov; Mike Rhoads 
Subject: RE: We would like to setup ameetign for next week to discuss 
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PPACA - earlier the better - are you all available? Thanks, Katie

 

Tuesday afternoon or Wednesday morning are good for me.

 

Frank

 

From: Katie Altshuler 
Sent: Friday, November 09, 2012 12:57 PM
To: juliek@health.ok.gov; Mike Rhoads; Frank Stone
Subject: We would like to setup ameetign for next week to discuss PPACA -
earlier the better - are you all available? Thanks, Katie

 

 

 

Katie Altshuler, Policy Director

Office of Governor Mary Fallin

2300 North Lincoln Boulevard, Suite 212

Oklahoma City, Oklahoma 73105

405.521.2342

katie.altshuler@gov.ok.gov

 

 

3067



From: Frank Stone
To: Cox-Kain, Julie
Cc: Katie Altshuler; Mike Rhoads
Subject: Re: We would like to setup ameetign for next week to discuss PPACA - earlier the better - are you all available?

Thanks, Katie
Date: Monday, November 12, 2012 4:38:47 PM

Does everyone understand that a Declaration letter to establish a state exchange is
due on the 16th.

Sent from my iPhone

On Nov 9, 2012, at 11:00 PM, "Cox-Kain, Julie" <Juliek@health.ok.gov> wrote:

Sorry, I've had an appt set up for weeks in Tulsa that afternoon. Anyway we can push
up to late morning. Or I can call in after 2:00 
-------------------------- 
Sent from my BlackBerry Wireless Handheld
 
From: Katie Altshuler [mailto:Katie.Altshuler@gov.ok.gov] 
Sent: Friday, November 09, 2012 03:57 PM
To: Mike Rhoads <Mike.Rhoads@oid.ok.gov>; Frank Stone <Frank.Stone@oid.ok.gov>;
Cox-Kain, Julie 
Subject: RE: We would like to setup ameetign for next week to discuss PPACA - earlier
the better - are you all available? Thanks, Katie 
 

I can do 1:30-2:30 on Tuesday,Nov. 13th – Julie?

 

Katie Altshuler, Policy Director

Office of Governor Mary Fallin

2300 North Lincoln Boulevard, Suite 212

Oklahoma City, Oklahoma 73105

405.521.2342

katie.altshuler@gov.ok.gov

 

 

From: Mike Rhoads 
Sent: Friday, November 09, 2012 2:34 PM
To: Frank Stone; Katie Altshuler; juliek@health.ok.gov
Subject: RE: We would like to setup ameetign for next week to discuss PPACA - earlier
the better - are you all available? Thanks, Katie
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I could do a Tuesday afternoon meeting. 

 

Frank:  I took your Wednesday morning away from you for Reserve
National. 

 

Michael Rhoads

Deputy Commissioner of Life/Health

Oklahoma Insurance Department

7645 E. 63rd St. Suite 102 -Triad II

Tulsa, OK 74133

918-295-3702 --o

--c

 

From: Frank Stone 
Sent: Friday, November 09, 2012 1:00 PM
To: Katie Altshuler; juliek@health.ok.gov; Mike Rhoads
Subject: RE: We would like to setup ameetign for next week to discuss PPACA - earlier
the better - are you all available? Thanks, Katie

 

Tuesday afternoon or Wednesday morning are good for me.

 

Frank

 

From: Katie Altshuler 
Sent: Friday, November 09, 2012 12:57 PM
To: juliek@health.ok.gov; Mike Rhoads; Frank Stone
Subject: We would like to setup ameetign for next week to discuss PPACA - earlier the
better - are you all available? Thanks, Katie
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Katie Altshuler, Policy Director

Office of Governor Mary Fallin

2300 North Lincoln Boulevard, Suite 212

Oklahoma City, Oklahoma 73105

405.521.2342

katie.altshuler@gov.ok.gov
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From: Cox-Kain, Julie
To: Katie Altshuler; Mike Rhoads; Frank Stone
Subject: Re: We would like to setup ameetign for next week to discuss PPACA - earlier the better - are you all available?

Thanks, Katie
Date: Friday, November 09, 2012 11:00:19 PM

Sorry, I've had an appt set up for weeks in Tulsa that afternoon. Anyway we can push up to late
morning. Or I can call in after 2:00 
-------------------------- 
Sent from my BlackBerry Wireless Handheld
 
From: Katie Altshuler [mailto:Katie.Altshuler@gov.ok.gov] 
Sent: Friday, November 09, 2012 03:57 PM
To: Mike Rhoads <Mike.Rhoads@oid.ok.gov>; Frank Stone <Frank.Stone@oid.ok.gov>; Cox-Kain, Julie 
Subject: RE: We would like to setup ameetign for next week to discuss PPACA - earlier the better - are
you all available? Thanks, Katie 
 
I can do 1:30-2:30 on Tuesday,Nov. 13th – Julie?
 
Katie Altshuler, Policy Director
Office of Governor Mary Fallin
2300 North Lincoln Boulevard, Suite 212
Oklahoma City, Oklahoma 73105
405.521.2342
katie.altshuler@gov.ok.gov

 
 

From: Mike Rhoads 
Sent: Friday, November 09, 2012 2:34 PM
To: Frank Stone; Katie Altshuler; juliek@health.ok.gov
Subject: RE: We would like to setup ameetign for next week to discuss PPACA - earlier the better - are
you all available? Thanks, Katie
 
I could do a Tuesday afternoon meeting. 
 
Frank:  I took your Wednesday morning away from you for Reserve National. 
 
Michael Rhoads
Deputy Commissioner of Life/Health
Oklahoma Insurance Department
7645 E. 63rd St. Suite 102 -Triad II
Tulsa, OK 74133
918-295-3702 --o

--c
 

From: Frank Stone 
Sent: Friday, November 09, 2012 1:00 PM
To: Katie Altshuler; juliek@health.ok.gov; Mike Rhoads
Subject: RE: We would like to setup ameetign for next week to discuss PPACA - earlier the better - are
you all available? Thanks, Katie
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Tuesday afternoon or Wednesday morning are good for me.
 
Frank
 

From: Katie Altshuler 
Sent: Friday, November 09, 2012 12:57 PM
To: juliek@health.ok.gov; Mike Rhoads; Frank Stone
Subject: We would like to setup ameetign for next week to discuss PPACA - earlier the better - are you
all available? Thanks, Katie
 
 
 
Katie Altshuler, Policy Director
Office of Governor Mary Fallin
2300 North Lincoln Boulevard, Suite 212
Oklahoma City, Oklahoma 73105
405.521.2342
katie.altshuler@gov.ok.gov
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From: Frank Stone
To: Katie Altshuler
Cc: Mike Rhoads; Juliek@health.ok.gov
Subject: Re: We would like to setup ameetign for next week to discuss PPACA - earlier the better - are you all available?

Thanks, Katie
Date: Tuesday, November 13, 2012 8:44:27 AM

Okay

Sent from my iPhone

On Nov 13, 2012, at 8:41 AM, "Katie Altshuler" <Katie.Altshuler@gov.ok.gov>
wrote:

Let's go with 10 am
 
From: Katie Altshuler 
Sent: Tuesday, November 13, 2012 08:38 AM
To: Mike Rhoads; 'Juliek@health.ok.gov' <Juliek@health.ok.gov>; Frank Stone 
Subject: Re: We would like to setup ameetign for next week to discuss PPACA - earlier
the better - are you all available? Thanks, Katie 
 
Sure
 
From: Mike Rhoads 
Sent: Tuesday, November 13, 2012 08:35 AM
To: Katie Altshuler; 'Juliek@health.ok.gov' <Juliek@health.ok.gov>; Frank Stone 
Subject: RE: We would like to setup ameetign for next week to discuss PPACA - earlier
the better - are you all available? Thanks, Katie 
 

I have asked that Rick Farmer attend with Frank.  Is that OK?

 

Michael Rhoads

Deputy Commissioner of Life/Health

Oklahoma Insurance Department

7645 E. 63rd St. Suite 102 -Triad II

Tulsa, OK 74133

918-295-3702 --o

--c
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From: Katie Altshuler 
Sent: Tuesday, November 13, 2012 8:26 AM
To: Mike Rhoads; 'Juliek@health.ok.gov'; Frank Stone
Subject: Re: We would like to setup ameetign for next week to discuss PPACA - earlier
the better - are you all available? Thanks, Katie

 

We will call you
 

From: Mike Rhoads 
Sent: Tuesday, November 13, 2012 08:12 AM
To: Katie Altshuler; 'Juliek@health.ok.gov' <Juliek@health.ok.gov>; Frank Stone 
Subject: RE: We would like to setup ameetign for next week to discuss PPACA - earlier
the better - are you all available? Thanks, Katie 
 

Calling in.  Let me know a number or call me at the office number below. 

 

Michael Rhoads

Deputy Commissioner of Life/Health

Oklahoma Insurance Department

7645 E. 63rd St. Suite 102 -Triad II

Tulsa, OK 74133

918-295-3702 --o

--c

 

From: Katie Altshuler 
Sent: Tuesday, November 13, 2012 8:10 AM
To: Mike Rhoads; 'Juliek@health.ok.gov'; Frank Stone
Subject: Re: We would like to setup ameetign for next week to discuss PPACA - earlier
the better - are you all available? Thanks, Katie

 

That is fine. We will be at Capitol but you are more than welcome to call in.
 

From: Mike Rhoads 
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Sent: Tuesday, November 13, 2012 08:07 AM
To: Cox-Kain, Julie <Juliek@health.ok.gov>; Frank Stone; Katie Altshuler 
Subject: RE: We would like to setup ameetign for next week to discuss PPACA - earlier
the better - are you all available? Thanks, Katie 
 

Could we make it 10?  Will it be at the Capitol?

 

Michael Rhoads

Deputy Commissioner of Life/Health

Oklahoma Insurance Department

7645 E. 63rd St. Suite 102 -Triad II

Tulsa, OK 74133

918-295-3702 --o

--c

 

From: Cox-Kain, Julie [mailto:Juliek@health.ok.gov] 
Sent: Tuesday, November 13, 2012 8:06 AM
To: Mike Rhoads; Frank Stone; Katie Altshuler
Subject: Re: We would like to setup ameetign for next week to discuss PPACA - earlier
the better - are you all available? Thanks, Katie

 

I cleared my calendar this morning so 9:30 works for me. 
-------------------------- 
Sent from my BlackBerry Wireless Handheld
 

From: Mike Rhoads [mailto:Mike.Rhoads@oid.ok.gov] 
Sent: Tuesday, November 13, 2012 08:04 AM
To: Cox-Kain, Julie; Frank Stone <Frank.Stone@oid.ok.gov>; Katie Altshuler
<Katie.Altshuler@gov.ok.gov> 
Subject: RE: We would like to setup ameetign for next week to discuss PPACA - earlier
the better - are you all available? Thanks, Katie 
 

What time?  I can be there in about 90 minutes but could also teleconference in. 
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Michael Rhoads

Deputy Commissioner of Life/Health

Oklahoma Insurance Department

7645 E. 63rd St. Suite 102 -Triad II

Tulsa, OK 74133

918-295-3702 --o

--c

 

From: Cox-Kain, Julie [mailto:Juliek@health.ok.gov] 
Sent: Monday, November 12, 2012 6:00 PM
To: Frank Stone; Katie Altshuler
Cc: Mike Rhoads
Subject: Re: We would like to setup ameetign for next week to discuss PPACA - earlier
the better - are you all available? Thanks, Katie

 

Yep, I can be available. 
-------------------------- 
Sent from my BlackBerry Wireless Handheld
 

From: Frank Stone [mailto:Frank.Stone@oid.ok.gov] 
Sent: Monday, November 12, 2012 05:27 PM
To: Katie Altshuler <Katie.Altshuler@gov.ok.gov> 
Cc: Cox-Kain, Julie; Mike Rhoads <Mike.Rhoads@oid.ok.gov> 
Subject: Re: We would like to setup ameetign for next week to discuss PPACA - earlier
the better - are you all available? Thanks, Katie 
 

I can make that work.

Frank

Sent from my iPhone

On Nov 12, 2012, at 4:44 PM, "Katie Altshuler"
<Katie.Altshuler@gov.ok.gov> wrote:

Yes.

I can meet anytime tomorrow morning between 9:30 am and noon, any
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chance that works for you Frank and Mike? Thanks, Katie
 

From: Frank Stone 
Sent: Monday, November 12, 2012 04:38 PM
To: Cox-Kain, Julie <Juliek@health.ok.gov> 
Cc: Katie Altshuler; Mike Rhoads 
Subject: Re: We would like to setup ameetign for next week to discuss
PPACA - earlier the better - are you all available? Thanks, Katie 
 

Does everyone understand that a Declaration letter to
establish a state exchange is due on the 16th.

Sent from my iPhone

On Nov 9, 2012, at 11:00 PM, "Cox-Kain, Julie"
<Juliek@health.ok.gov> wrote:

Sorry, I've had an appt set up for weeks in Tulsa that
afternoon. Anyway we can push up to late morning. Or I can
call in after 2:00 
-------------------------- 
Sent from my BlackBerry Wireless Handheld
 

From: Katie Altshuler [mailto:Katie.Altshuler@gov.ok.gov] 
Sent: Friday, November 09, 2012 03:57 PM
To: Mike Rhoads <Mike.Rhoads@oid.ok.gov>; Frank Stone
<Frank.Stone@oid.ok.gov>; Cox-Kain, Julie 
Subject: RE: We would like to setup ameetign for next week
to discuss PPACA - earlier the better - are you all available?
Thanks, Katie 
 

I can do 1:30-2:30 on Tuesday,Nov. 13th – Julie?

 

Katie Altshuler, Policy Director

Office of Governor Mary Fallin

2300 North Lincoln Boulevard, Suite 212

Oklahoma City, Oklahoma 73105

405.521.2342

katie.altshuler@gov.ok.gov
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From: Mike Rhoads 
Sent: Friday, November 09, 2012 2:34 PM
To: Frank Stone; Katie Altshuler; juliek@health.ok.gov
Subject: RE: We would like to setup ameetign for next week
to discuss PPACA - earlier the better - are you all available?
Thanks, Katie

 

I could do a Tuesday afternoon meeting. 

 

Frank:  I took your Wednesday morning away from
you for Reserve National. 

 

Michael Rhoads

Deputy Commissioner of Life/Health

Oklahoma Insurance Department

7645 E. 63rd St. Suite 102 -Triad II

Tulsa, OK 74133

918-295-3702 --o

--c

 

From: Frank Stone 
Sent: Friday, November 09, 2012 1:00 PM
To: Katie Altshuler; juliek@health.ok.gov; Mike Rhoads
Subject: RE: We would like to setup ameetign for next week
to discuss PPACA - earlier the better - are you all available?
Thanks, Katie

 

Tuesday afternoon or Wednesday morning are
good for me.

 

Frank
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From: Katie Altshuler 
Sent: Friday, November 09, 2012 12:57 PM
To: juliek@health.ok.gov; Mike Rhoads; Frank Stone
Subject: We would like to setup ameetign for next week to
discuss PPACA - earlier the better - are you all available?
Thanks, Katie

 

 

 

Katie Altshuler, Policy Director

Office of Governor Mary Fallin

2300 North Lincoln Boulevard, Suite 212

Oklahoma City, Oklahoma 73105

405.521.2342

katie.altshuler@gov.ok.gov
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From: Denise Northrup
To: Katie Altshuler; "gcoffee
Subject: Re: Wednesday Oklahoman op-ed
Date: Wednesday, May 25, 2011 8:08:20 PM

Eesh
 
From: Katie Altshuler 
Sent: Wednesday, May 25, 2011 07:59 PM
To: Denise Northrup; 'gcoffee@  
Subject: Fw: Wednesday Oklahoman op-ed 
 

 
From: Sharon Caldwell [ ] 
Sent: Wednesday, May 25, 2011 07:43 PM
To: Katie Altshuler 
Cc: Sharon Caldwell <  
Subject: Wednesday Oklahoman op-ed 
 
Katie -- I believe I mentioned to you that we were working on an op-ed for

the Oklahoman.  I just wanted to be sure you saw this in Wednesday's paper. 
 
We are continuing to visit with people about expanding the coalition to support an

exchange network.  Once you have a chance to catch your breath, I would like to visit

with you about our progress.  I will look forward to talking to you soon.  Sharon
 
 
 
Health care exchange network is needed
  BY TINA MAJORS
     One of the great things about Oklahoma and Oklahomans is our fierce

independence from the federal government. When we see a problem, we fix it

ourselves. We don’t wait for the big brother of the federal government to come in and

over-regulate a problem.

   Just a few years ago, we realized that our vibrant small-business community was

having difficulty providing health insurance to its employees. Instead of waiting for the

federal government to help, we banded together and created our Insure Oklahoma

program. Now a model for other states, Insure Oklahoma is affording the opportunity

for 5,291 small businesses   to provide health insurance to 19,207 Oklahoma

employees.

   Insure Oklahoma is just a start. We still have far too many uninsured and

underinsured Oklahomans. Far too many of these are relying upon a stressed and

tenuous Medicaid   system whose future is obviously in doubt. It is time for Oklahoma

to continue down the path it started in 2009 and fully implement an Oklahoma-centric

health care exchange network.

   An Oklahoma-based network is not an implementation of Obamacare, but rather

the exact opposite. For starters, this original effort was launched before any of

Obama’s discussion about nationalizing health care. Second, with Oklahomans

creating this network, it will be based upon the free market and will promote private
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enterprise. If we wait for the federal government (which has established a date of

2014 for having a network in place), these basic tenets will likely be omitted.

   I support efforts to repeal Obamacare, but given the makeup of our federal judiciary

and their penchant for liberal rulings   , I have doubts about the lawsuit to stop it being

entirely successful, regardless of its merits. I want Oklahoma to create every possible

barrier to a federal takeover of our health care. And building our own network is

another way to do this.

   While we should continue our fight against Obamacare, we cannot afford to let this

fight stifle our resolve to address rising health care costs. We must press forward with

reforms benefiting Oklahomans and Oklahoma’s small-business community. The fact

is small-business owners and employees need more concise and better information

when shopping for health insurance. We need to be able to compare one plan to

another so we can encourage competition among insurance companies. An

Oklahoma-based health care network will do just that. Such a remedy is important to

our economy and it is important to our families. With or without Obamacare, we need

a health care network created in Oklahoma, by   Oklahomans and for Oklahomans.

   Oklahoma isn’t in the habit of letting the federal government keep us from doing

what is right. Today, we can’t let our anger at their attempted takeover of health care

stop us from reforming our own system. The right solution is in creating and

controlling our own Oklahomacentric health care network.

   Majors is a small-business owner from Oklahoma City.
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From: 
To: 
Subject: 
Date: 

Denise Northrup 
Katie Altshuler; "gcoffe _ 
Re: Wednesday Oklahoman op-ed 

Thursday, May 26, 2011 8:05:20 AM 

Let's schedule her soon so we can hear what they are up to. 

From: Katie Altshuler 
Sent: Wednesday, May 25, 2011 07:59 PM 
To: Denise Northrup; ·nrr•t't"'"'rn· 
Subject: Fw: l~l::.hnrn::.n 

From: Sharon Caldwell 
Sent: Wednesday, May 
To: Katie Altshuler 
Cc: Sharon Caldwell 
Subject: Wednesday 

Katie -- I believe I mentioned to you that we were working on an op-ed for 
the Oklahoman. I just wanted to be sure you saw this in Wednesday's paper. 

We are continuing to visit with people about expanding the coalition to support an 
exchange network. Once you have a chance to catch your breath , I would like to visit 
with you about our progress. I will look forward to talking to you soon. Sharon 

Health care exchange network is needed 
BY TINA MAJORS 

One of the great things about Oklahoma and Oklahomans is our fierce 
independence from the federal government. When we see a problem, we fix it 
ourselves. We don't wait for the big brother of the federal government to come in and 
over-regulate a problem. 

Just a few years ago, we realized that our vibrant small-business community was 
having difficulty providing health insurance to its employees. Instead of waiting for the 
federal government to help, we banded together and created our Insure Oklahoma 
program. Now a model for other states, Insure Oklahoma is affording the opportunity 
for 5,291 small businesses to provide health insurance to 19,207 Oklahoma 
employees. 

Insure Oklahoma is just a start. We still have far too many uninsured and 
underinsured Oklahomans. Far too many of these are relying upon a stressed and 
tenuous Medicaid system whose future is obviously in doubt. It is time for Oklahoma 
to continue down the path it started in 2009 and fully implement an Oklahoma-centric 
health care exchange network. 

An Oklahoma-based network is not an implementation of Obamacare, but rather 
the exact opposite. For starters, this original effort was launched before any of 
Obama's discussion about nationalizing health care. Second, with Oklahomans 
creating this network, it will be based upon the free market and will promote private 
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enterprise. If we wait for the federal government (which has established a date of

2014 for having a network in place), these basic tenets will likely be omitted.

   I support efforts to repeal Obamacare, but given the makeup of our federal judiciary

and their penchant for liberal rulings   , I have doubts about the lawsuit to stop it being

entirely successful, regardless of its merits. I want Oklahoma to create every possible

barrier to a federal takeover of our health care. And building our own network is

another way to do this.

   While we should continue our fight against Obamacare, we cannot afford to let this

fight stifle our resolve to address rising health care costs. We must press forward with

reforms benefiting Oklahomans and Oklahoma’s small-business community. The fact

is small-business owners and employees need more concise and better information

when shopping for health insurance. We need to be able to compare one plan to

another so we can encourage competition among insurance companies. An

Oklahoma-based health care network will do just that. Such a remedy is important to

our economy and it is important to our families. With or without Obamacare, we need

a health care network created in Oklahoma, by   Oklahomans and for Oklahomans.

   Oklahoma isn’t in the habit of letting the federal government keep us from doing

what is right. Today, we can’t let our anger at their attempted takeover of health care

stop us from reforming our own system. The right solution is in creating and

controlling our own Oklahomacentric health care network.

   Majors is a small-business owner from Oklahoma City.
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From: Trait Thompson
To: Katie Altshuler
Subject: RE: When is your retreat?
Date: Saturday, November 10, 2012 11:01:13 PM

Our retreat is Wed. and Thurs. of this upcoming week.  I have some time
on Wed. morning.  On Tuesday, I'm at a work comp meeting that may last
all day.  If we get out early, I could try to connect with you sometime
that afternoon.

Trait

-----Original Message-----
From: Katie Altshuler [mailto:Katie.Altshuler@gov.ok.gov]
Sent: Saturday, November 10, 2012 12:32 PM
To: Trait Thompson
Subject: When is your retreat?

I need to talk to you re/ PPACA, health care before if at all possible.
Thanks, Katie
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,._, 
TO< 
Ca 

-...., 
Thanks to all for your letters and op-€ds. Nice wori<. Here is some press from today's hearing: 

No $-Input~·: GOP Govs Slam HNitM:are Law 
Rep<.blican Govemot's Say Medicaid Expan<;on Too Onerous on States, o.moa.to Say CriOc3 Scapegoamg Plan 

By Huma Khan 
Mardl 1. 20"11 
ABC News 

T ...o Repubican govemcn appeared before a House CCIO'mittee today to berate what they dlbbed the burdensome 
requirements of the new health care law. a day after President O:lama threw a bone to Repltllicans by endorsing a Senate 
bil albW'Ig states to opt out of it. 

•tt Wll absolutely drive up my cost. • Mississippi Gov. Haley Barbtu- said d the Medicaid expansion, the focus of today's 
hearing called by 1he House Enegy and C<><rmeroe Conmttee. 

The Af'forclab&e Care Act. which passed nearly a year ago. requires states to expand Medicaid eligibility by 2014 to al 
Americans -Mlose incomes are at a below 133 percent of the federal powny line. The federal government wil bankroll 
ITII..ICh of the initial costs. tMi some governors argue that's not enough. 

Utah Gov. Gary Hetbert estmated the expansion is going to cost his state an additional $1.2 10 S1.3 billion W1 the next 10 
years. 

-we w\11 have to out some of the programs or raise taxes. which wil probably have a ~ng effect on oc.r fiagie 
recovering economy. • he told tawmakers. --me options are not good for us. • 

But Massachusetts Demo:::ratic Gov. Oeval Patrick defended the expansion. arguing that his own 'Slate has averted 
problems that OChers are facing because of its ~ive law". The federal hea1lh care law was modeled after the 
Massachusetts law, which passed undef" Republican Gov. Mitt Rormey but has been the subject of much criicism by GOP 
la'Ml\akers in recent years. 

The law is -wotth ighting ror: Patrick said. "99.8 percent of Massachusetls' chik:lren have heatth insurance and rm ve:y 
very proud of it. • 

The House hearing CX'II'neS at a lime 'Mhen calls for repeal of the hearth care law are gi'IJ'Mog louder. House Rep.blicans 
have stripped 0"1Jcia1 funding from the health care bil in their continuing resolution for the remainder of the fiscal year, and 
they're prorrisi:ng more outs ahead. 

The politjcal debate has been so he.avy-haroed that Americans appear 10 be even f1"'IO"e oonfused than before aboiA where 
things stand. <Xte in five Atnericans think the health taw has been repealed. arother ql.lal'ter say they're not SU'e, 

aooording to a pol oondUCU!d by the non..p.vtisan Kaiser Fatrity Foundation. 

Mecicaid expansion in the health care law is one of the biggest points of contention and one that has pitted states against 
1he-gowmmenl 

Thanks to a -.,ak economy and high IJI'lell1)!C¥J'~Ert. Medicaid enrc6nent rose above 50 nillion people nation311y in 2010 
for the first time ewr. 

With states already facing a fattening budget deficit. many say they can't sustain costs associated with Medicaid. Arizona 
late last year cut some organ transpbnt c:ovetage for Medicaid patients. Some T e.x.as legisCators even went as far as to say 
they would consider CUlling .,_. allogethe<. 

Repubicans say they are oonoemed about unfunded mandates in the new health care law. Rep. Fred Upton, R-Mich., 
today cited reports sa)'Wlg that slaies wil faoe an additional $1 18 bil6on in costs because d new Medicaid requirements. 

GoY. 8arbocx of Mississippi said tis state WIXId likeiy see big tax increases.. spending cuts a a combination of bach. 
addiog th3t he was "upset that -., acwaly IXIderestimate the Mease of costs.• 

Gov. Hefbert of Utah said not soficding states• input in crafting the law was "unoonscionabie.• 

But Democrats say Republicans are being shortsighted and th3t if more- poor people get health insu'aooe. the burden on 
states and the federal ~will be reduced in the long term. 

Some "seem to be using this oppotbxlity to scapegoat Medicaid because the bottom ine is SoOn"e people don't like this 
law: Rep. Lois Capps. 0-Calif., said. 

Even as provisions of the new health care law roll Ol.l. irs future remains mdear. Obama threw his support beRnd a 
bipartisan Senate bil Monday that would alow s&ates to opt out of requirernefts of the health care law eartier than 
preyiously allowed. as long as they meet certain criteria. This is the second major change in the law that the president Ns 
endo<sed. 

The president last year said he would consider slashing a requirement in the heallh care law that some say puts onerous 
reporting requftments on smaR businesses. 

But the pubic is stiJ divided about 'Mhat the Jaw means for them. Four in 1 0 Americans back repeal., aooording to a Kaiser 
poll oonducled in e;xty Febuary. Three in t O support an expansion of the taw and tiM) in 10 say they want 10 see it 
i~inits exis&lgforrn. 

### 

On Tue, Mar 1, 2011 at 2:55 PM, Todd Smitll <ts@Q!bjrondc rom> wrote: 

All, 

As the fonner Chairman and Ranking Member of the Energy & Commerce Health SUbcommittee, Governor Nathan Deal felt it important to lend his voice to today's Energy 
& Commerce hearing. As such, please find attached a letter which Governor Deal sent to Congressman Phil Gingrey (R~A). like Rep. Griffith, Dr. Gingrey is a member of 
the Energy & Commerce Committee and his letter was submitted for the record. 
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Best,

 

-Todd

 

Todd Smith

Rubicon Advisors

1455 Pennsylvania Avenue, N.W.

Suite 400

Washington, DC 20004

 

(202) 652-2299 Office

1 Cell

(202) 347-1142 Fax

ts@rubicondc com

 

From: Craig, Kristi (GOV) [mailto Kristi.Craig@governor.virginia.gov] 
Sent: Tuesday, March 01, 2011 3:16 PM

Subject: RE: White House Announcement and Wyden- Brown

 

Thanks, Dona, for sharing the information.

We thought you all also would be interested in the letter the Governor McDonnell recently sent to Speaker Boehner and Minority Leader Mitch McConnell regarding the impact of health care reform on the
Commonwealth and suggestions provided. 

Congressman Morgan Griffith from Virginia is a Member of the Energy and Commerce Committee, and it is my understanding that the Governor's letter was referenced at today's E&C hearing and the letter put
into the record by the Congressman.

Kristi Craig
Deputy Director
Office of Federal Liaison
Commonwealth of Virginia
(202)783-1769
(202) 783-7687 (fax)
kristi.craig@governor.virginia.gov

This email may contain confidential working papers of the Office of the Governor.

-----Original Message-----
From: Dona DeLeon [mailto:Dona.DeLeon@gov.state.nj.us]
Sent: Tuesday, March 01, 2011 2:49 PM

: RE: White House Announcement and Wyden- Brown

All,
Attached is a letter Governor Christie sent to Chairman Upton today to coincide with the state healthcare hearing at House E&C. Governors Barbour and Huntsman were outstanding, if you missed it. Our letter has
been released to the press and Congressman Lance with the Healtcare Subc will also release it with a press release this afternoon.

NJ has a $1.3 billion Medicaid gap for FY 2012. In addition to the points below, I say that President Obama is out of touch with the fiscal situation facing Governors this year. We cannot wait until 2014 - we need
real flexibility now.

Dona deLeon
Director
New Jersey Washington D.C. Office
Governor Chris Christie
444 N. Capitol St. #201
Washington, D.C. 20001
(202) 638-0631

-----Original Message-----
From: Marie Sanderson [mailto:msanderson@governor.state.ms.us]
Sent: Monday, February 28, 2011 2:22 PM

: White House Announcement and Wyden- Brown

Guys, we need to prepare messaging for what the White House announced today.  Below you will find background on the Wyden Brown legislation as well as the White House announcement.  Let's starting
thinking about our coordinated response. Thanks.

The Wyden-Brown legislation is a date change from the waiver in PPACA
(2017 to 2014).  It does nothing to address PPACA’s major structural
flaws:
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1)      Under the waivers, states would still have to provide insurance
coverage that is at least as comprehensive as provided under PPACA, so states would not be able to change the benefit mandates in order to make coverage more affordable.
2)      States would still have to provide insurance coverage that
maintains PPACA’s cost-sharing and out-of-pocket spending restrictions.
So there would be little, if any, flexibility to encourage HSAs or other consumer-directed plans.
3)      The way the PPACA waiver is drafted, it would be nearly
impossible for states to roll back the individual and employer mandates as they still have to get the insured numbers that PPACA gets through its onerous mandates and unsustainable spending.
4)      The waiver concept does nothing to address the new spending
under PPACA.
5)      The waiver does nothing to give states flexibility from
Washington’s rigid Medicaid rules.

From: "Papas, Nick"

Date: Mon, 28 Feb 2011 11:28:24 -0500

Subject: FACT SHEET: The Affordable Care Act: Supporting Innovation, Empowering States

THE WHITE HOUSE
Office of the Press Secretary
___________________________________________________________________________
FOR IMMEDIATE RELEASE
February 28, 2010

Fact Sheet
The Affordable Care Act: Supporting Innovation, Empowering States

On February 28, President Obama reiterated his belief that States should have the power and flexibility to innovate and find the health care solutions that work best for them and announced his support for
accelerating State Innovation Waivers and allowing states to apply for them starting in 2014. 

Beginning in 2017, the law allows States the flexibility to receive a State Innovation Waiver so they may pursue their own innovative strategies to ensure their residents have access to high quality, affordable
health insurance.  These strategies – which must provide affordable insurance coverage to at least as many residents as the Affordable Care Act and must not increase the federal deficit – could include allowing
large employers to purchase coverage through State Exchanges or increasing the number of benefit levels to provide more choices for individuals and small businesses.

Under the bipartisan “Empowering States to Innovate Act” introduced by Senators Ron Wyden, Scott Brown, and Mary Landrieu, State Innovation Waivers would be available three years earlier than under current
law, so long as States meet certain criteria, including certifying that their proposals would cover at least as many of their residents as the policies in the Affordable Care Act would have covered.

The proposal offers States more flexibility while ensuring that all Americans, no matter where they live have access to affordable, accessible health insurance.  Additionally, the proposal includes built-in protections
to ensure that these waivers do not increase the Federal budget deficit. 

The Affordable Care Act already creates a critical role for States.  It provides them with the flexibility and resources necessary to innovate and implement reform in the manner that works best for them. The law
has already made nearly $2.8 billion available to states and every State has taken steps – and, in some cases, bold actions – to implement the law and improve health insurance accountability and affordability for
their citizens. States can design their own Exchanges, shape their Medicaid programs, and take the lead in enforcing patient protections and reviewing rates increases of private insurers. 

Empowering States to Innovate
Under the Affordable Care Act,propose and test alternative ways to meet the shared goals of making health insurance affordable and accessible to all Americans, including those living with pre-existing conditions. 
Specifically, State Innovation Waivers are designed to allow States to implement policies that differ from the new law so long as they:
·         Provide coverage that is at least as comprehensive as the
coverage offered through Exchanges – a new competitive, private health insurance marketplace.
·         Make coverage at least as affordable as it would have been
through the Exchanges.
·         Provide coverage to at least as many residents as the
Affordable Care Act would have provided.
·         Do not increase the Federal deficit.

State Innovation Waivers are provided for up to five years, with the option of renewal.  If a State’s innovation fails to meet the criteria outlined above, the policies outlined in the Affordable Care Act would take
effect.

Potential State-Based Innovations
The Affordable Care Act offers considerable flexibility to States without waivers.  It also recognizes that new, creative effective ideas may emerge.  While States have the freedom to develop their own proposals
that may qualify for a State Innovation Waiver, some proposals that could qualify include:

* A streamlined system that links tax credits for small businesses with tax credits for low-income families.
* Alternatives to the individual responsibility provision – such as automatically enrolling individuals in health plans – that achieve similar outcomes.
·         Alternative health plan options to increase competition and
provide consumers with additional choices.

* An increase in the number of benefit levels to provide more choices for individuals and small businesses.
* Immediately allowing large businesses interested in doing so to purchase health insurance through the new private marketplace, the State-based health insurance Exchange.

The law also allows States to submit a single application that includes Medicaid waiver requests which could, for example, seek to give people eligible for Medicaid the choice of enrolling in Exchange plans.

Maintaining Important Consumer Protections The Affordable Care Act ends the worst insurance company abuses and gives Americans more freedom and control over their health care choices.
Already, under the law, most insurance companies:
·         Cannot impose lifetime limits on the dollar amount they will
spend on health benefits.
·         Must offer young adults without access to job-based coverage
the option of remaining on their parent’s plan until their 26th birthday.
·         Must cover recommended preventive services without cost
sharing.
·         Must allow patients to choose their own doctor in their
network.
·         Cannot drop your coverage solely due to your getting sick.
·         Must spend at least 80 percent of premium dollars on health
care, rather than executive salaries and administrative costs.

Starting in 2014, insurance companies cannot charge more, carve-out benefits, or deny coverage because of a pre-existing condition.  States that receive a State Innovation Waiver would be required to maintain
these important consumer protections that prevent insurance companies from denying, capping or limiting care.

Waiver Evaluation
Under the Affordable Care Act, the Secretaries of Health and Human Services and Treasury are responsible for evaluating State Innovation Waiver applications and ensuring proposals will meet the shared goals of
making health insurance affordable and accessible to all Americans, including those with pre-existing conditions. Under the proposed legislation, the Secretaries would continue to play this role and be empowered
to grant waivers beginning in 2014. Once complete, State Innovation Waiver applications must be reviewed within 180 days of being received. The Departments of Health and Human Services and Treasury will
issue proposed regulations outlining State Innovation Waiver this spring. The Departments will accept public comment, including comments from States, on this proposed regulation.

President’s Plan to Cut Red Tape, Give States Flexibility President Obama will also take an additional important step to help States, improve outcomes, and lower costs for the American taxpayer.
This week, the President will issue a memorandum directing Executive Departments and Agencies to work with State, Tribal, and local governments to reduce unnecessary regulatory and administrative burdens in
order to focus resources on achieving better outcomes at lower cost.
In this memorandum, the President is:

* Instructing the Director of OMB to lead a collaborative process of Federal agencies, State, Tribal, and local governments to coordinate and streamline procedures that cut across agency, program and geographic
bounds.

* Requiring agencies to work closely with States, Tribes, and local governments to identify administrative, regulatory, and legislative barriers in Federally-funded programs that currently prevent them from
efficiently using tax dollars to achieve the best results for their constituents.

##

Marie Thomas Sanderson
Director of Federal Policy
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Office of Governor Haley Barbour
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-- 
Marie Thomas Sanderson 
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From: Kloiber, Bill - DOA
To: Katie Altshuler
Subject: RE: WI and OK
Date: Friday, April 08, 2011 8:01:10 AM

Ok, sounds good
And this infamous call!

Bill Kloiber
Deputy Director
State of Wisconsin
Office of State - Federal Relations
(202) 624 - 5870
Hall of States
444 N. Capitol St., NW
Suite 613
Washington, DC 20001-1581

-----Original Message-----
From: Katie Altshuler [mailto:Katie.Altshuler@gov.ok.gov]
Sent: Friday, April 08, 2011 9:00 AM
To: Kloiber, Bill - DOA
Subject: Re: WI and OK

Possibly collaborating on exchange development, but very preliminary conversation only.

Don't know about call waiting for a response from Landon.

----- Original Message -----
From: Kloiber, Bill - DOA [mailto:Bill.Kloiber@wisconsin.gov]
Sent: Friday, April 08, 2011 07:58 AM
To: Katie Altshuler
Subject: RE: WI and OK

Like I mentioned before there are so many other things getting attention that this isn't even on the
radar

Collaborating on a msg?

Are we still having a call and when?

Bill Kloiber
Deputy Director
State of Wisconsin
Office of State - Federal Relations
(202) 624 - 5870
Hall of States
444 N. Capitol St., NW
Suite 613
Washington, DC 20001-1581

-----Original Message-----
From: Katie Altshuler [mailto:Katie.Altshuler@gov.ok.gov]
Sent: Friday, April 08, 2011 8:34 AM
To: Kloiber, Bill - DOA
Subject: Re: WI and OK
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He filled me in on the governing structure WI is using, said you guys are not really getting any political 
heat and we talked about possibility of collaborating on it. 

----- Original Message -----
From: Kloiber, Bill - DOA [mailto:Biii.Klojber@wisconsjn .gov] 
Sent: Friday, April 08, 2011 07:26AM 
To: Katie Altshuler 
Subject: RE: WI and OK 

2pm works for me 
What Sec Smith have to say? 

Bill Kloiber 
Deputy Director 
State of Wisconsin 
Office of State - Federal Relations 
{202) 624 - 5870 
Hall of States 
444 N. Capitol St., NW 
Suite 613 
Washington, DC 20001-1581 

-----Original Message-----
From: Katie Altshuler [majlto:Katje.Aitshuler@goy.ok.gov] 
Sent: Friday 2011 8:18AM 
To: ; Kloiber, Bill - DOA; 'Adam.nordstro~ 
Subject: Re: 

I think 30 min. is fine, but if 2 pm CST is better that is okay too. 

Bill, I spoke with Dennis Smith yesterday so I am more up to speed on what WI is doing, I want to 
catch up with you as well, but for today it is more critical that I figure out where KS is on this deal! 

Thank you, Katie 

----- Original Message ----
From: Landon Fulmer 
Sent: Friday, April 08, 
To: Kloiber, Bill - DOA <Biii.Kioiber@wisconsin.gov>; Katie Altshuler; Adam Nordstrom 
<adam.nordstrom@cch-llc.com> 
Subject: Re: WI and OK 

I have a 930 central as well so we'll need to limit the time. 
-----Original Message-----
From: "Kloiber, Bill - DOA" <Biii.Kloiber@wisconsin.gov> 
Date: Fri, 8 2011 05:42:04 
To: 

• Re: WI and OK 

I have a 1030 mtg est 

; 'Adam.nordstrom 
- DOA 
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I can do 9 am CST

----- Original Message -----
From: Landon Fulmer 
Sent: Thursday, April 07, 2011 03:49 PM
To: Adam Nordstrom < ; Katie Altshuler; Bill.Kloiber@wisconsin.gov
<Bill.Kloiber@wisconsin.gov>
Subject: Re: WI and OK

I hate to do this, but is it possible to move our conf call to either 9 central or 2 central? Sorry for the
late message.
-----Original Message-----
From: "Adam Nordstrom" < >
Date: Wed, 6 Apr 2011 16:30:51
To: Katie Altshuler<Katie.Altshuler@gov.ok.gov>; ; <Bill.Kloiber@wisconsin.gov>
Subject: RE: WI and OK

If you want a conference call # we can use mine at:

Adam

-----Original Message-----
From: Katie Altshuler [mailto:Katie.Altshuler@gov.ok.gov]
Sent: Wednesday, April 06, 2011 4:29 PM
To: 'landoful ; Adam Nordstrom; 'Bill.Kloiber@wisconsin.gov'
Subject: Re: WI and OK

YES, thank you!

----- Original Message -----
From: Landon Fulmer 
Sent: Wednesday, April 06, 2011 03:28 PM
To: Adam Nordstrom >; Katie Altshuler;
Bill.Kloiber@wisconsin.gov <Bill.Kloiber@wisconsin.gov>
Subject: Re: WI and OK

I can do 10am central on Friday. Would this work? Tomorrow's really bad
for me.
-----Original Message-----
From: "Adam Nordstrom" < >
Date: Wed, 6 Apr 2011 11:26:22
To: Katie Altshuler<Katie.Altshuler@gov.ok.gov>; < >;
<Bill.Kloiber@wisconsin.gov>
Subject: RE: WI and OK

Defer to landon.  I'd only be available until about 10:20 on Th.  Free
on Friday.  [Kloiber could care less about my schedule.]

Adam

-----Original Message-----
From: Katie Altshuler [mailto:Katie.Altshuler@gov.ok.gov]
Sent: Wednesday, April 06, 2011 11:21 AM
To: Adam Nordstrom; ; Bill.Kloiber@wisconsin.gov
Subject: RE: WI and OK
Importance: High
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Checking back in to see if we might be able to set up a call to discuss
exchange/early innovator grant? Anytime between 9:30 am and 12:30 pm CST
tomorrow (Thursday) or on Friday?

Katie Altshuler, Policy Director
Office of Governor Mary Fallin
2300 North Lincoln Boulevard, Suite 212
Oklahoma City, Oklahoma 73105
405.521.2342
katie.altshuler@gov.ok.gov

-----Original Message-----
From: Adam Nordstrom 
Sent: Tuesday, March 29, 2011 4:20 PM
To: Katie Altshuler; l  Bill.Kloiber@wisconsin.gov
Subject: RE: WI and OK

Landon is the instigator here, so I defer to him.  I am free Thursday
and Fri with the exception of a late lunch (1 PM CDT) Thursday and a 9
AM CDT conference call on Fri.

Tomorrow is all day meetings for me.

-----Original Message-----
From: Katie Altshuler [mailto:Katie.Altshuler@gov.ok.gov]
Sent: Tuesday, March 29, 2011 4:33 PM
To: ' ; Adam Nordstrom; 'Bill.Kloiber@wisconsin.gov'
Subject: Re: WI and OK

Is anybody out there? I think I am now officially stalking you guys -
any chance for a call this week?!

Thank you, Katie

----- Original Message -----
From: Katie Altshuler
Sent: Monday, March 28, 2011 09:54 AM
To: landoful  >; Adam Nordstrom

>; Bill.Kloiber@wisconsin.gov
<Bill.Kloiber@wisconsin.gov>
Subject: RE: WI and OK

You guys available for a conference call this week? Perhaps tomorrow
afternoon?

Katie Altshuler, Policy Director
Office of Governor Mary Fallin
2300 North Lincoln Boulevard, Suite 212
Oklahoma City, Oklahoma 73105
405.521.2342
katie.altshuler@gov.ok.gov

-----Original Message-----
From: Landon Fulmer 
Sent: Thursday, March 24, 2011 11:41 PM
To: Adam Nordstrom; Katie Altshuler; Bill.Kloiber@wisconsin.gov
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Subject: Re: WI and OK

Well our tea partiers are focusing more on our "big spending budget"
that cuts only 500M instead of the 800M they wanted. However they're
impressed that we've basically said we're gonna dismantle our arts
commission and we just broke a log jam on 3 major anti-abortion bills
(an achievement in the land of Tiller).

We don't have to pass legislation to begin implementation of the
exchange. There is a discussion as to whether or not we need a bill next
year to finalize the program, but there are smart legal minds on both
sides of the issue.
-----Original Message-----
From: "Adam Nordstrom" < >
Date: Thu, 24 Mar 2011 13:26:59
To: Katie Altshuler<Katie.Altshuler@gov.ok.gov>; <landoful >;
<Bill.Kloiber@wisconsin.gov>
Subject: RE: WI and OK

I just left a lunch with our Lt. Gov.  He mentioned the same dynamic.
I'll let Landon speak for under the dome in Topeka, but did not strike
the Lt.Gov as "getting the crap beat out of us" however it probably
would be fair to say that "sideways glances occasionally occur."

-----Original Message-----
From: Katie Altshuler [mailto:Katie.Altshuler@gov.ok.gov]
Sent: Thursday, March 24, 2011 1:08 PM
To: 'landoful ; Adam Nordstrom; 'Bill.Kloiber@wisconsin.gov'
Subject: Re: WI and OK

Just checking back in would love to talk soon if we can, don't know
about you but we are getting the crap beat out of us for accepting the
early innovator grant by tea party and most legislators, are you all
having similar problems?

----- Original Message -----
From: Katie Altshuler
Sent: Thursday, March 17, 2011 04:25 PM
To: landoful@  Adam Nordstrom

; Bill.Kloiber@wisconsin.gov
<Bill.Kloiber@wisconsin.gov>
Subject: RE: WI and OK

I will be in DC for an NGA conference Wed-Fri. Our deadline week is this
week! What about early the week after next? Monday the 28th or Tuesday
the 29th, I am pretty flexible both days.

Katie Altshuler, Policy Director
Office of Governor Mary Fallin
2300 North Lincoln Boulevard, Suite 212
Oklahoma City, Oklahoma 73105
405.521.2342
katie.altshuler@gov.ok.gov

-----Original Message-----
From: Landon Fulmer [ ]
Sent: Thursday, March 17, 2011 4:20 PM
To: Katie Altshuler; Adam Nordstrom; Bill.Kloiber@wisconsin.gov
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Subject: Re: WI and OK

Next week Mon thru Wed are really bad for me as it's drop dead week on
the floors for original bills. Thu would be good, Fri would be best.
-----Original Message-----
From: Katie Altshuler <Katie.Altshuler@gov.ok.gov>
Date: Thu, 17 Mar 2011 16:15:29
To: Adam Nordstrom< >;
Bill.Kloiber@wisconsin.gov<Bill.Kloiber@wisconsin.gov>
Cc: landoful
Subject: RE: WI and OK

Are you available Tuesday at anytime between 11 am and 1 pm CST?

Katie Altshuler, Policy Director
Office of Governor Mary Fallin
2300 North Lincoln Boulevard, Suite 212
Oklahoma City, Oklahoma 73105
405.521.2342
katie.altshuler@gov.ok.gov

-----Original Message-----
From: Adam Nordstrom 
Sent: Thursday, March 17, 2011 4:11 PM
To: Katie Altshuler; Bill.Kloiber@wisconsin.gov
Cc: landoful@
Subject: RE: WI and OK

I defer to landon.  Generally free during recess.

-----Original Message-----
From: Katie Altshuler [mailto:Katie.Altshuler@gov.ok.gov]
Sent: Thursday, March 17, 2011 4:54 PM
To: 'Bill.Kloiber@wisconsin.gov'; Adam Nordstrom
Cc: 'landoful
Subject: Re: WI and OK

Would love to regroup to talk exchanges - are you guys available for a
conference call early next week?

----- Original Message -----
From: Katie Altshuler
Sent: Wednesday, February 23, 2011 02:57 PM
To: Kloiber, Bill - DOA <Bill.Kloiber@wisconsin.gov>; Adam Nordstrom

Cc: Fulmer Landon 
Subject: RE: WI and OK

Hello! I talked to Landon last weekend and said I would facilitate a
conference call, Bill and I have traded several messages and things just
got over taken by other events. I apologize.  I will not be at NGA. Our
Secretary of State Glenn Coffee will be there, so I will check with him,
but I am pretty sure his schedule is already very tight.

I am up for a conference call anytime. Thanks, Katie  Cell

Katie Altshuler, Policy Director
Office of Governor Mary Fallin
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2300 North Lincoln Boulevard, Suite 212
Oklahoma City, Oklahoma 73105
405.521.2342
katie.altshuler@gov.ok.gov

-----Original Message-----
From: Kloiber, Bill - DOA [mailto:Bill.Kloiber@wisconsin.gov]
Sent: Wednesday, February 23, 2011 8:01 AM
To: Adam Nordstrom; Katie Altshuler
Cc: Fulmer Landon
Subject: RE: WI and OK

Stay tuned

Things with NGA this wknd. are in flux with current events in the State
Captl.....

Bill Kloiber
Deputy Director
State of Wisconsin
Office of State - Federal Relations
(202) 624-5870
Hall of States
444 N. Capitol St., NW
Suite 613
Washington, DC 20001-1581
-----Original Message-----
From: Adam Nordstrom 
Sent: Wednesday, February 23, 2011 7:56 AM
To: Katie.Altshuler@gov.ok.gov; Kloiber, Bill - DOA
Cc: Fulmer Landon
Subject: RE: WI and OK

Katie, Bill:

Copied on this e-mail is Landon Fulmer, Policy Director for Gov.
Brownback of Kansas.  Yesterday we discussed getting Landon together
with you or your policy directors during RGA or NGA, perhaps on Sunday
after the last policy meeting adjourns.

Specifically, Landon would like to discuss strategy around the award of
HHS Early Innovator Grants for exchange IT, especially since KS, OK and
WI are all recipients, all three have new governors, and all three are
on recent RGA letters re: health care.

If you think that you or one of your colleagues could make that happen
after 4:30 on Sunday,  let us know.

Sincerely,
Adam Nordstrom
Washington Director - State of Kansas
Direct: 202-715-2923
Cell:

-----Original Message-----
From: Marie Sanderson
Sent: Tuesday, February 22, 2011 9:30 PM
To: Adam Nordstrom
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Cc: Katie.Altshuler@gov.ok.gov; bill.kloiber@wisconsin.gov
Subject: Re: WI and OK

Sorry for the delay, Adam, been on the road today.

I'm copying Katie from OK and Bill from WI.  Guys, meet Adam from KS.

Thanks,
Marie

Marie Thomas Sanderson
Director of Federal Policy
Office of Governor Haley Barbour
>>> "Adam Nordstrom"  02/22/11 4:29 PM >>>
Can you send me best contact info for our colleagues in WI and OK?

Thanks!

Adam Nordstrom
Kansas
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From: Adam Nordstrom
To: Katie Altshuler; landofu  Bill.Kloiber@wisconsin.gov
Subject: RE: WI and OK
Date: Thursday, March 24, 2011 12:24:33 PM

I just left a lunch with our Lt. Gov.  He mentioned the same dynamic.
I'll let Landon speak for under the dome in Topeka, but did not strike
the Lt.Gov as "getting the crap beat out of us" however it probably
would be fair to say that "sideways glances occasionally occur."

-----Original Message-----
From: Katie Altshuler [mailto:Katie.Altshuler@gov.ok.gov]
Sent: Thursday, March 24, 2011 1:08 PM
To: 'landoful '; Adam Nordstrom; 'Bill.Kloiber@wisconsin.gov'
Subject: Re: WI and OK

Just checking back in would love to talk soon if we can, don't know
about you but we are getting the crap beat out of us for accepting the
early innovator grant by tea party and most legislators, are you all
having similar problems?

----- Original Message -----
From: Katie Altshuler
Sent: Thursday, March 17, 2011 04:25 PM
To: landoful@  Adam Nordstrom
< >; Bill.Kloiber@wisconsin.gov
<Bill.Kloiber@wisconsin.gov>
Subject: RE: WI and OK

I will be in DC for an NGA conference Wed-Fri. Our deadline week is this
week! What about early the week after next? Monday the 28th or Tuesday
the 29th, I am pretty flexible both days.

Katie Altshuler, Policy Director
Office of Governor Mary Fallin
2300 North Lincoln Boulevard, Suite 212
Oklahoma City, Oklahoma 73105
405.521.2342
katie.altshuler@gov.ok.gov

-----Original Message-----
From: Landon Fulmer ]
Sent: Thursday, March 17, 2011 4:20 PM
To: Katie Altshuler; Adam Nordstrom; Bill.Kloiber@wisconsin.gov
Subject: Re: WI and OK

Next week Mon thru Wed are really bad for me as it's drop dead week on
the floors for original bills. Thu would be good, Fri would be best.
-----Original Message-----
From: Katie Altshuler <Katie.Altshuler@gov.ok.gov>
Date: Thu, 17 Mar 2011 16:15:29
To: Adam Nordstrom ;
Bill.Kloiber@wisconsin.gov<Bill.Kloiber@wisconsin.gov>
Cc: landoful@
Subject: RE: WI and OK
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Are you available Tuesday at anytime between 11 am and 1 pm CST?

Katie Altshuler, Policy Director
Office of Governor Mary Fallin
2300 North Lincoln Boulevard, Suite 212
Oklahoma City, Oklahoma 73105
405.521.2342
katie.altshuler@gov.ok.gov

-----Original Message-----
From: Adam Nordstrom 
Sent: Thursday, March 17, 2011 4:11 PM
To: Katie Altshuler; Bill.Kloiber@wisconsin.gov
Cc: landoful
Subject: RE: WI and OK

I defer to landon.  Generally free during recess.

-----Original Message-----
From: Katie Altshuler [mailto:Katie.Altshuler@gov.ok.gov]
Sent: Thursday, March 17, 2011 4:54 PM
To: 'Bill.Kloiber@wisconsin.gov'; Adam Nordstrom
Cc: 'landoful
Subject: Re: WI and OK

Would love to regroup to talk exchanges - are you guys available for a
conference call early next week?

----- Original Message -----
From: Katie Altshuler
Sent: Wednesday, February 23, 2011 02:57 PM
To: Kloiber, Bill - DOA <Bill.Kloiber@wisconsin.gov>; Adam Nordstrom
<
Cc: Fulmer Landon 
Subject: RE: WI and OK

Hello! I talked to Landon last weekend and said I would facilitate a
conference call, Bill and I have traded several messages and things just
got over taken by other events. I apologize.  I will not be at NGA. Our
Secretary of State Glenn Coffee will be there, so I will check with him,
but I am pretty sure his schedule is already very tight. 

I am up for a conference call anytime. Thanks, Katie  Cell

Katie Altshuler, Policy Director
Office of Governor Mary Fallin
2300 North Lincoln Boulevard, Suite 212
Oklahoma City, Oklahoma 73105
405.521.2342
katie.altshuler@gov.ok.gov

-----Original Message-----
From: Kloiber, Bill - DOA [mailto:Bill.Kloiber@wisconsin.gov]
Sent: Wednesday, February 23, 2011 8:01 AM
To: Adam Nordstrom; Katie Altshuler
Cc: Fulmer Landon
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Subject: RE: WI and OK

Stay tuned

Things with NGA this wknd. are in flux with current events in the State
Captl.....

Bill Kloiber
Deputy Director
State of Wisconsin
Office of State - Federal Relations
(202) 624-5870
Hall of States
444 N. Capitol St., NW
Suite 613
Washington, DC 20001-1581
-----Original Message-----
From: Adam Nordstrom 
Sent: Wednesday, February 23, 2011 7:56 AM
To: Katie.Altshuler@gov.ok.gov; Kloiber, Bill - DOA
Cc: Fulmer Landon
Subject: RE: WI and OK

Katie, Bill:

Copied on this e-mail is Landon Fulmer, Policy Director for Gov.
Brownback of Kansas.  Yesterday we discussed getting Landon together
with you or your policy directors during RGA or NGA, perhaps on Sunday
after the last policy meeting adjourns.

Specifically, Landon would like to discuss strategy around the award of
HHS Early Innovator Grants for exchange IT, especially since KS, OK and
WI are all recipients, all three have new governors, and all three are
on recent RGA letters re: health care.

If you think that you or one of your colleagues could make that happen
after 4:30 on Sunday,  let us know.

Sincerely,
Adam Nordstrom
Washington Director - State of Kansas
Direct: 202-715-2923
Cell: 

-----Original Message-----
From: Marie Sanderson
Sent: Tuesday, February 22, 2011 9:30 PM
To: Adam Nordstrom
Cc: Katie.Altshuler@gov.ok.gov; bill.kloiber@wisconsin.gov
Subject: Re: WI and OK

Sorry for the delay, Adam, been on the road today.

I'm copying Katie from OK and Bill from WI.  Guys, meet Adam from KS.

Thanks,
Marie
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Marie Thomas Sanderson
Director of Federal Policy
Office of Governor Haley Barbour
>>> "Adam Nordstrom"  02/22/11 4:29 PM >>>
Can you send me best contact info for our colleagues in WI and OK?

Thanks!

Adam Nordstrom
Kansas
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From: Kloiber, Bill - DOA
To: Katie Altshuler
Subject: RE: WI and OK
Date: Thursday, March 24, 2011 12:10:08 PM

Sorry, nothing of the sort
There are enuf of other items we are getting the ____ beat out of us

Bill Kloiber
Deputy Director
State of Wisconsin
Office of State - Federal Relations
(202) 624 - 5870
Hall of States
444 N. Capitol St., NW
Suite 613
Washington, DC 20001-1581

-----Original Message-----
From: Katie Altshuler [mailto:Katie.Altshuler@gov.ok.gov]
Sent: Thursday, March 24, 2011 1:08 PM
To: 'landoful ; ' ; Kloiber, Bill - DOA
Subject: Re: WI and OK

Just checking back in would love to talk soon if we can, don't know about you but we are getting the
crap beat out of us for accepting the early innovator grant by tea party and most legislators, are you all
having similar problems?

----- Original Message -----
From: Katie Altshuler
Sent: Thursday, March 17, 2011 04:25 PM
To: landoful@  Adam Nordstrom ;
Bill.Kloiber@wisconsin.gov <Bill.Kloiber@wisconsin.gov>
Subject: RE: WI and OK

I will be in DC for an NGA conference Wed-Fri. Our deadline week is this week! What about early the
week after next? Monday the 28th or Tuesday the 29th, I am pretty flexible both days.

Katie Altshuler, Policy Director
Office of Governor Mary Fallin
2300 North Lincoln Boulevard, Suite 212
Oklahoma City, Oklahoma 73105
405.521.2342
katie.altshuler@gov.ok.gov

-----Original Message-----
From: Landon Fulmer 
Sent: Thursday, March 17, 2011 4:20 PM
To: Katie Altshuler; Adam Nordstrom; Bill.Kloiber@wisconsin.gov
Subject: Re: WI and OK

Next week Mon thru Wed are really bad for me as it's drop dead week on the floors for original bills.
Thu would be good, Fri would be best.
-----Original Message-----
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From: Katie Altshuler <Katie.Altshuler@gov.ok.gov>
Date: Thu, 17 Mar 2011 16:15:29
To: Adam Nordstrom<
Bill.Kloiber@wisconsin.gov<Bill.Kloiber@wisconsin.gov>
Cc: landoful >
Subject: RE: WI and OK

Are you available Tuesday at anytime between 11 am and 1 pm CST?

Katie Altshuler, Policy Director
Office of Governor Mary Fallin
2300 North Lincoln Boulevard, Suite 212
Oklahoma City, Oklahoma 73105
405.521.2342
katie.altshuler@gov.ok.gov

-----Original Message-----
From: Adam Nordstrom 
Sent: Thursday, March 17, 2011 4:11 PM
To: Katie Altshuler; Bill.Kloiber@wisconsin.gov
Cc: landoful@
Subject: RE: WI and OK

I defer to landon.  Generally free during recess.

-----Original Message-----
From: Katie Altshuler [mailto:Katie.Altshuler@gov.ok.gov]
Sent: Thursday, March 17, 2011 4:54 PM
To: 'Bill.Kloiber@wisconsin.gov'; Adam Nordstrom
Cc: 'landoful@ '
Subject: Re: WI and OK

Would love to regroup to talk exchanges - are you guys available for a conference call early next week?

----- Original Message -----
From: Katie Altshuler
Sent: Wednesday, February 23, 2011 02:57 PM
To: Kloiber, Bill - DOA <Bill.Kloiber@wisconsin.gov>; Adam Nordstrom <Adam.nordstrom@cch-llc.com>
Cc: Fulmer Landon <landoful@gmail.com>
Subject: RE: WI and OK

Hello! I talked to Landon last weekend and said I would facilitate a conference call, Bill and I have
traded several messages and things just got over taken by other events. I apologize.  I will not be at
NGA. Our Secretary of State Glenn Coffee will be there, so I will check with him, but I am pretty sure
his schedule is already very tight.

I am up for a conference call anytime. Thanks, Katie  Cell

Katie Altshuler, Policy Director
Office of Governor Mary Fallin
2300 North Lincoln Boulevard, Suite 212
Oklahoma City, Oklahoma 73105
405.521.2342
katie.altshuler@gov.ok.gov

-----Original Message-----

3102



From: Kloiber, Bill- DOA [majlto:Bjii .Kiojber@wisconsjn.gov] 
Sent: Wednesday, February 23, 2011 8:01 AM 
To: Adam Nordstrom; Katie Altshuler 
Cc: Fulmer Landon 
Subject: RE: WI and OK 

Stay tuned 

Things with NGA this wknd. are in flux with current events in the State Capt!.. ... 

Bill Kloiber 
Deputy Director 
State of Wisconsin 
Office of State- Federal Relations 
(202) 624-5870 
Hall of States 
444 N. Capitol St., NW 
Suite 613 
Washington, DC 20001-1581 
-----Original Message-----
From: Adam Nordstrom 
Sent: Wednesday, February 
To: Katie.Aitshuler@gov.ok.gov; Kloiber, Bill- DOA 
Cc: Fulmer Landon 
Subject: RE: WI and OK 

Katie, Bill : 

Copied on this e-mail is Landon Fulmer, Policy Director for Gov. 
Brownback of Kansas. Yesterday we discussed getting Landon together with you or your policy 
directors during RGA or NGA, perhaps on Sunday after the last policy meeting adjourns. 

Specifically, Landon would like to discuss strategy around the award of HHS Early Innovator Grants for 
exchange IT, especially since KS, OK and WI are all recipients, all three have new governors, and all 
three are on recent RGA letters re: health care. 

If you think that you or one of your colleagues could make that happen after 4:30 on Sunday, let us 
know. 

Sincerely, 
Adam Nordstrom 
Washington Director - State of Kansas 

-----Original Message----
From: Marie Sanderson 
Sent: Tuesday, February 22, 2011 9:30PM 
To: Adam Nordstrom 
Cc: Katie.Aitshuler@gov.ok.gov; bill.kloiber@wisconsin.gov 
Subject: Re: WI and OK 

Sorry for the delay, Adam, been on the road today. 

I'm copying Katie from OK and Bill from WI. Guys, meet Adam from KS. 

Thanks, 
Marie 
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Marie Thomas Sanderson
Director of Federal Policy
Office of Governor Haley Barbour
>>> "Adam Nordstrom"  02/22/11 4:29 PM >>>
Can you send me best contact info for our colleagues in WI and OK?

Thanks!

Adam Nordstrom
Kansas
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From: Kloiber, Bill - DOA
To: Katie Altshuler
Subject: RE: WI and OK
Date: Thursday, March 17, 2011 4:31:25 PM

When in town let's catch up
Say hello to Brooks

Bill Kloiber
Deputy Director
State of Wisconsin
Office of State - Federal Relations
(202) 624 - 5870
Hall of States
444 N. Capitol St., NW
Suite 613
Washington, DC 20001-1581

-----Original Message-----
From: Katie Altshuler [mailto:Katie.Altshuler@gov.ok.gov]
Sent: Thursday, March 17, 2011 5:25 PM
To: landoful  Adam Nordstrom; Kloiber, Bill - DOA
Subject: RE: WI and OK

I will be in DC for an NGA conference Wed-Fri. Our deadline week is this week! What about early the
week after next? Monday the 28th or Tuesday the 29th, I am pretty flexible both days.

Katie Altshuler, Policy Director
Office of Governor Mary Fallin
2300 North Lincoln Boulevard, Suite 212
Oklahoma City, Oklahoma 73105
405.521.2342
katie.altshuler@gov.ok.gov

-----Original Message-----
From: Landon Fulmer ]
Sent: Thursday, March 17, 2011 4:20 PM
To: Katie Altshuler; Adam Nordstrom; Bill.Kloiber@wisconsin.gov
Subject: Re: WI and OK

Next week Mon thru Wed are really bad for me as it's drop dead week on the floors for original bills.
Thu would be good, Fri would be best.
-----Original Message-----
From: Katie Altshuler <Katie.Altshuler@gov.ok.gov>
Date: Thu, 17 Mar 2011 16:15:29
To: Adam Nordstrom ;
Bill.Kloiber@wisconsin.gov<Bill.Kloiber@wisconsin.gov>
Cc: landoful@
Subject: RE: WI and OK

Are you available Tuesday at anytime between 11 am and 1 pm CST?

Katie Altshuler, Policy Director
Office of Governor Mary Fallin
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2300 North Lincoln Boulevard, Suite 212 
Oklahoma City, Oklahoma 73105 
405.521.2342 
katie.altshuler@gov .ok.gov 

-----Original Message-----
From: Adam Nordstrom 
Sent: Thursday, March 
To: Katie Al~tshuler· Biii.Kioiber@wisconsin.gov 
Cc: landofu 
Subject: RE: WI an OK 

I defer to Iandon. Generally free during recess. 

-----Original Message-----
From: Katie Altshuler 
Sent: Thursday, 
To: 'Biii.Kioiber@wisconsin.gov'; Adam Nordstrom 
Cc: 'landofu--
Subject: Re :""Wiaii'C'"' 

Would love to regroup to talk exchanges - are you guys available for a conference call early next week? 

----- Original Message ----
From: Katie Altshuler 
Sent: Wednesday, February 23, 2011 02:57 PM 
To: Kloiber, Bill - DOA <Biii.Kioiber@wisconsin.gov>; Adam Nordstrom 
Cc: Fulmer Landon----
Subject: RE: WI an~ 

Hello! I talked to Landon last weekend and said I would facilitate a conference call, Bill and I have 
traded several messages and things just got over taken by other events. I apologize. I will not be at 
NGA. Our Secretary of State Glenn Coffee will be there, so I will check with him, but I am pretty sure 
his schedule is already very tight. 

I am up for a conference call anytime. Thanks, Katie 

Katie Altshuler, Policy Director 
Office of Governor Mary Fallin 
2300 North Lincoln Boulevard, Suite 212 
Oklahoma City, Oklahoma 73105 
405.521.2342 
katie.altshuler@gov .ok.gov 

-----Original Message-----
From: Kloiber, Bill- DOA [mailto:Biii.Kioiber@wisconsin.gov] 
Sent: Wednesday, February 23, 2011 8:01 AM 
To: Adam Nordstrom; Katie Altshuler 
Cc: Fulmer Landon 
Subject: RE: WI and OK 

Stay tuned 

Cell 

Things with NGA this wknd. are in flux with current events in the State Captl .. ... 

Bill Kloiber 
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Deputy Director
State of Wisconsin
Office of State - Federal Relations
(202) 624-5870
Hall of States
444 N. Capitol St., NW
Suite 613
Washington, DC 20001-1581
-----Original Message-----
From: Adam Nordstrom ]
Sent: Wednesday, February 23, 2011 7:56 AM
To: Katie.Altshuler@gov.ok.gov; Kloiber, Bill - DOA
Cc: Fulmer Landon
Subject: RE: WI and OK

Katie, Bill:

Copied on this e-mail is Landon Fulmer, Policy Director for Gov.
Brownback of Kansas.  Yesterday we discussed getting Landon together with you or your policy
directors during RGA or NGA, perhaps on Sunday after the last policy meeting adjourns.

Specifically, Landon would like to discuss strategy around the award of HHS Early Innovator Grants for
exchange IT, especially since KS, OK and WI are all recipients, all three have new governors, and all
three are on recent RGA letters re: health care.

If you think that you or one of your colleagues could make that happen after 4:30 on Sunday,  let us
know.

Sincerely,
Adam Nordstrom
Washington Director - State of Kansas
Direct: 202-715-2923
Cell: 

-----Original Message-----
From: Marie Sanderson
Sent: Tuesday, February 22, 2011 9:30 PM
To: Adam Nordstrom
Cc: Katie.Altshuler@gov.ok.gov; bill.kloiber@wisconsin.gov
Subject: Re: WI and OK

Sorry for the delay, Adam, been on the road today.

I'm copying Katie from OK and Bill from WI.  Guys, meet Adam from KS.

Thanks,
Marie

Marie Thomas Sanderson
Director of Federal Policy
Office of Governor Haley Barbour
>>> "Adam Nordstrom"  02/22/11 4:29 PM >>>
Can you send me best contact info for our colleagues in WI and OK?

Thanks!
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Adam Nordstrom
Kansas
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From: 
To: 
Subject: 
Date: 

yep, available 

Bill Kloiber 

Kloiber, Bill - DOA 
Katie Altshuler 
RE: WI and OK 
Thursday, March 17, 2011 4:16:59 PM 

Deputy Director 
State of Wisconsin 
Office of State- Federal Relations 
(202) 624 - 5870 
Hall of States 
444 N. Capitol St., NW 
Suite 613 
Washington, DC 20001-1581 

-----Original Message-----
From: Katie Altshuler [mailto:Katje.Aitshuler@goy.ok.gov] 
Sent: Thursday, March 17, 2011 5:15 PM 
To: Adam N~ordstrom· Kloiber, Bill - DOA 
Cc: landofu 
Subject: RE: WI an OK 

Are you available Tuesday at anytime between 11 am and 1 pm CST? 

Katie Altshuler, Policy Director 
Office of Governor Mary Fallin 
2300 North Lincoln Boulevard, Suite 212 
Oklahoma City, Oklahoma 73105 
405.521.2342 
katie.altshuler@gov .ok.gov 

-----Original Message-----
From: Adam Nordstrom 
Sent: Thursday, March 
To: Katie Al,.tshuler· Biii.Kioiber@wisconsin.gov 
Cc: landofu 
Subject: RE: WI an OK 

I defer to Iandon. Generally free during recess. 

-----Original Message-----
From: Katie Altshuler [mailto:Katie.Aitshuler@gov.ok.gov] 
Sent: Thursday, March 17, 2011 4:54PM 
To: 'Biii.Kioiber@wisconsin.gov'; Adam Nordstrom 
Cc: 'landoful~ 
Subject: Re: ~ 

Would love to regroup to talk exchanges - are you guys available for a 
conference call early next week? 

----- Original Message -----
From: Katie Altshuler 
Sent: Wednesday, February 23, 2011 02:57 PM 
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To: Kloiber, Bill - DOA <Bill.Kloiber@wisconsin.gov>; Adam Nordstrom

Cc: Fulmer Landon 
Subject: RE: WI and OK

Hello! I talked to Landon last weekend and said I would facilitate a
conference call, Bill and I have traded several messages and things just
got over taken by other events. I apologize.  I will not be at NGA. Our
Secretary of State Glenn Coffee will be there, so I will check with him,
but I am pretty sure his schedule is already very tight.

I am up for a conference call anytime. Thanks, Katie  Cell

Katie Altshuler, Policy Director
Office of Governor Mary Fallin
2300 North Lincoln Boulevard, Suite 212
Oklahoma City, Oklahoma 73105
405.521.2342
katie.altshuler@gov.ok.gov

-----Original Message-----
From: Kloiber, Bill - DOA [mailto:Bill.Kloiber@wisconsin.gov]
Sent: Wednesday, February 23, 2011 8:01 AM
To: Adam Nordstrom; Katie Altshuler
Cc: Fulmer Landon
Subject: RE: WI and OK

Stay tuned

Things with NGA this wknd. are in flux with current events in the State
Captl.....

Bill Kloiber
Deputy Director
State of Wisconsin
Office of State - Federal Relations
(202) 624-5870
Hall of States
444 N. Capitol St., NW
Suite 613
Washington, DC 20001-1581
-----Original Message-----
From: Adam Nordstrom [
Sent: Wednesday, February 23, 2011 7:56 AM
To: Katie.Altshuler@gov.ok.gov; Kloiber, Bill - DOA
Cc: Fulmer Landon
Subject: RE: WI and OK

Katie, Bill:

Copied on this e-mail is Landon Fulmer, Policy Director for Gov.
Brownback of Kansas.  Yesterday we discussed getting Landon together
with you or your policy directors during RGA or NGA, perhaps on Sunday
after the last policy meeting adjourns.

Specifically, Landon would like to discuss strategy around the award of
HHS Early Innovator Grants for exchange IT, especially since KS, OK and
WI are all recipients, all three have new governors, and all three are
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on recent RGA letters re: health care.

If you think that you or one of your colleagues could make that happen
after 4:30 on Sunday,  let us know.

Sincerely,
Adam Nordstrom
Washington Director - State of Kansas
Direct: 202-715-2923
Cell: 

-----Original Message-----
From: Marie Sanderson
Sent: Tuesday, February 22, 2011 9:30 PM
To: Adam Nordstrom
Cc: Katie.Altshuler@gov.ok.gov; bill.kloiber@wisconsin.gov
Subject: Re: WI and OK

Sorry for the delay, Adam, been on the road today.

I'm copying Katie from OK and Bill from WI.  Guys, meet Adam from KS.

Thanks,
Marie

Marie Thomas Sanderson
Director of Federal Policy
Office of Governor Haley Barbour
>>> "Adam Nordstrom"  02/22/11 4:29 PM >>>
Can you send me best contact info for our colleagues in WI and OK?

Thanks!

Adam Nordstrom
Kansas
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From: Adam Nordstrom
To: Katie Altshuler; Bill.Kloiber@wisconsin.gov
Cc: landofu
Subject: RE: WI and OK
Date: Thursday, March 17, 2011 4:08:09 PM

I defer to landon.  Generally free during recess.

-----Original Message-----
From: Katie Altshuler [mailto:Katie.Altshuler@gov.ok.gov]
Sent: Thursday, March 17, 2011 4:54 PM
To: 'Bill.Kloiber@wisconsin.gov'; Adam Nordstrom
Cc: 'landoful '
Subject: Re: WI and OK

Would love to regroup to talk exchanges - are you guys available for a
conference call early next week?

----- Original Message -----
From: Katie Altshuler
Sent: Wednesday, February 23, 2011 02:57 PM
To: Kloiber, Bill - DOA <Bill.Kloiber@wisconsin.gov>; Adam Nordstrom

Cc: Fulmer Landon 
Subject: RE: WI and OK

Hello! I talked to Landon last weekend and said I would facilitate a
conference call, Bill and I have traded several messages and things just
got over taken by other events. I apologize.  I will not be at NGA. Our
Secretary of State Glenn Coffee will be there, so I will check with him,
but I am pretty sure his schedule is already very tight. 

I am up for a conference call anytime. Thanks,  Cell

Katie Altshuler, Policy Director
Office of Governor Mary Fallin
2300 North Lincoln Boulevard, Suite 212
Oklahoma City, Oklahoma 73105
405.521.2342
katie.altshuler@gov.ok.gov

-----Original Message-----
From: Kloiber, Bill - DOA [mailto:Bill.Kloiber@wisconsin.gov]
Sent: Wednesday, February 23, 2011 8:01 AM
To: Adam Nordstrom; Katie Altshuler
Cc: Fulmer Landon
Subject: RE: WI and OK

Stay tuned

Things with NGA this wknd. are in flux with current events in the State
Captl.....

Bill Kloiber
Deputy Director
State of Wisconsin
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Office of State - Federal Relations
(202) 624-5870
Hall of States
444 N. Capitol St., NW
Suite 613
Washington, DC 20001-1581
-----Original Message-----
From: Adam Nordstrom 
Sent: Wednesday, February 23, 2011 7:56 AM
To: Katie.Altshuler@gov.ok.gov; Kloiber, Bill - DOA
Cc: Fulmer Landon
Subject: RE: WI and OK

Katie, Bill:

Copied on this e-mail is Landon Fulmer, Policy Director for Gov.
Brownback of Kansas.  Yesterday we discussed getting Landon together
with you or your policy directors during RGA or NGA, perhaps on Sunday
after the last policy meeting adjourns.

Specifically, Landon would like to discuss strategy around the award of
HHS Early Innovator Grants for exchange IT, especially since KS, OK and
WI are all recipients, all three have new governors, and all three are
on recent RGA letters re: health care.

If you think that you or one of your colleagues could make that happen
after 4:30 on Sunday,  let us know.

Sincerely,
Adam Nordstrom
Washington Director - State of Kansas
Direct: 202-715-2923
Cell:

-----Original Message-----
From: Marie Sanderson
Sent: Tuesday, February 22, 2011 9:30 PM
To: Adam Nordstrom
Cc: Katie.Altshuler@gov.ok.gov; bill.kloiber@wisconsin.gov
Subject: Re: WI and OK

Sorry for the delay, Adam, been on the road today.

I'm copying Katie from OK and Bill from WI.  Guys, meet Adam from KS.

Thanks,
Marie

Marie Thomas Sanderson
Director of Federal Policy
Office of Governor Haley Barbour
>>> "Adam Nordstrom"  02/22/11 4:29 PM >>>
Can you send me best contact info for our colleagues in WI and OK?

Thanks!
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Adam Nordstrom
Kansas
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From: Kloiber, Bill - DOA
To: Katie Altshuler
Subject: RE: WI and OK
Date: Thursday, March 17, 2011 4:08:03 PM

Sure
Go for it

Bill Kloiber
Deputy Director
State of Wisconsin
Office of State - Federal Relations
(202) 624 - 5870
Hall of States
444 N. Capitol St., NW
Suite 613
Washington, DC 20001-1581

-----Original Message-----
From: Katie Altshuler [mailto:Katie.Altshuler@gov.ok.gov]
Sent: Thursday, March 17, 2011 4:54 PM
To: Kloiber, Bill - DOA; 
Cc: com'
Subject: Re: WI and OK

Would love to regroup to talk exchanges - are you guys available for a conference call early next week?

----- Original Message -----
From: Katie Altshuler
Sent: Wednesday, February 23, 2011 02:57 PM
To: Kloiber, Bill - DOA <Bill.Kloiber@wisconsin.gov>; Adam Nordstrom >
Cc: Fulmer Landon <
Subject: RE: WI and OK

Hello! I talked to Landon last weekend and said I would facilitate a conference call, Bill and I have
traded several messages and things just got over taken by other events. I apologize.  I will not be at
NGA. Our Secretary of State Glenn Coffee will be there, so I will check with him, but I am pretty sure
his schedule is already very tight.

I am up for a conference call anytime. Thanks, Katie  Cell

Katie Altshuler, Policy Director
Office of Governor Mary Fallin
2300 North Lincoln Boulevard, Suite 212
Oklahoma City, Oklahoma 73105
405.521.2342
katie.altshuler@gov.ok.gov

-----Original Message-----
From: Kloiber, Bill - DOA [mailto:Bill.Kloiber@wisconsin.gov]
Sent: Wednesday, February 23, 2011 8:01 AM
To: Adam Nordstrom; Katie Altshuler
Cc: Fulmer Landon
Subject: RE: WI and OK

Stay tuned
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Things with NGA this wknd. are in flux with current events in the State Captl.....

Bill Kloiber
Deputy Director
State of Wisconsin
Office of State - Federal Relations
(202) 624-5870
Hall of States
444 N. Capitol St., NW
Suite 613
Washington, DC 20001-1581
-----Original Message-----
From: Adam Nordstrom 
Sent: Wednesday, February 23, 2011 7:56 AM
To: Katie.Altshuler@gov.ok.gov; Kloiber, Bill - DOA
Cc: Fulmer Landon
Subject: RE: WI and OK

Katie, Bill:

Copied on this e-mail is Landon Fulmer, Policy Director for Gov.
Brownback of Kansas.  Yesterday we discussed getting Landon together
with you or your policy directors during RGA or NGA, perhaps on Sunday
after the last policy meeting adjourns.

Specifically, Landon would like to discuss strategy around the award of
HHS Early Innovator Grants for exchange IT, especially since KS, OK and
WI are all recipients, all three have new governors, and all three are
on recent RGA letters re: health care.

If you think that you or one of your colleagues could make that happen
after 4:30 on Sunday,  let us know.

Sincerely,
Adam Nordstrom
Washington Director - State of Kansas
Direct: 202-715-2923
Cell:

-----Original Message-----
From: Marie Sanderson
Sent: Tuesday, February 22, 2011 9:30 PM
To: Adam Nordstrom
Cc: Katie.Altshuler@gov.ok.gov; bill.kloiber@wisconsin.gov
Subject: Re: WI and OK

Sorry for the delay, Adam, been on the road today.

I'm copying Katie from OK and Bill from WI.  Guys, meet Adam from KS.

Thanks,
Marie

Marie Thomas Sanderson
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Director of Federal Policy
Office of Governor Haley Barbour
>>> "Adam Nordstrom"  02/22/11 4:29 PM >>>
Can you send me best contact info for our colleagues in WI and OK?

Thanks!

Adam Nordstrom
Kansas
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From: Kloiber, Bill - DOA
To: Katie Altshuler
Subject: RE: WI and OK
Date: Friday, April 08, 2011 7:58:26 AM

Like I mentioned before there are so many other things getting attention that this isn't even on the
radar

Collaborating on a msg?

Are we still having a call and when?

Bill Kloiber
Deputy Director
State of Wisconsin
Office of State - Federal Relations
(202) 624 - 5870
Hall of States
444 N. Capitol St., NW
Suite 613
Washington, DC 20001-1581

-----Original Message-----
From: Katie Altshuler [mailto:Katie.Altshuler@gov.ok.gov]
Sent: Friday, April 08, 2011 8:34 AM
To: Kloiber, Bill - DOA
Subject: Re: WI and OK

He filled me in on the governing structure WI is using, said you guys are not really getting any political
heat and we talked about possibility of collaborating on it.

----- Original Message -----
From: Kloiber, Bill - DOA [mailto:Bill.Kloiber@wisconsin.gov]
Sent: Friday, April 08, 2011 07:26 AM
To: Katie Altshuler
Subject: RE: WI and OK

2pm works for me
What Sec Smith have to say?

Bill Kloiber
Deputy Director
State of Wisconsin
Office of State - Federal Relations
(202) 624 - 5870
Hall of States
444 N. Capitol St., NW
Suite 613
Washington, DC 20001-1581

-----Original Message-----
From: Katie Altshuler [mailto:Katie.Altshuler@gov.ok.gov]
Sent: Friday, April 08, 2011 8:18 AM
To: 'landoful '; Kloiber, Bill - DOA; 'Adam.nordstrom '
Subject: Re: WI and OK

I think 30 min. is fine, but if 2 pm CST is better that is okay too.
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Bill, I spoke with Dennis Smith yesterday so I am more up to speed on what WI is doing, I want to 
catch up with you as well, but for today it is more critical that I figure out where KS is on this deal! 

Thank you, Katie 

----- Original Message -----
From: Landon Fulmer 
Sent: Friday, Apri l 08, 
To: Kloiber Bill - DOA 

I have a 930 central as well so we'll need to limit the time. 
-----Original Message-----
From: "Kloiber, Bill- DOA" <Biii.Kioiber@wisconsin.gov> 
Date: Fri, 8 Apr 2011 05:42:04 
To: 'Katie.Aitsh '1"''"'"1

"''" ' 

I have a 1030 mtg est 

I can do 9 am CST 

----- Original Message ----
From: Landon Fulmer 
Sent: Thursday, April 
To: Adam Nordstrom 
<Biii.Kioiber@wisconsin.gov> 
Subject: Re: WI and OK 

'Adam.nordstro~ 

; Katie Altshuler; Biii.Kioiber@wisconsin.gov 

I hate to do this, but is it possible to move our conf call to either 9 central or 2 central? Sorry for the 
late message. 
-----Original Message----
From: "Adam Nordstrom" 
Date: Wed, 6 Apr 2011 
To: Katie Altshuler<Katie.Aitshuler@gov.ok.gov>; < landofu- >; <Biii.Kioiber@wisconsin.gov> 
Subject: RE: WI and OK 

If you want a conference call # we can use mine at: 

Adam 

-----Original Message-----
From: Katie Altshuler [majlto:Katje,Aitshuler@goy,ok,gov] 
Sent: Wednesday, Apri l 06, 2011 4:29 PM 
To: 'landoful~ Adam Nordstrom; 'Biii.Kioiber@wisconsin.gov' 
Subject: Re:~ 
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YES, thank you!

----- Original Message -----
From: Landon Fulmer [ ]
Sent: Wednesday, April 06, 2011 03:28 PM
To: Adam Nordstrom >; Katie Altshuler;
Bill.Kloiber@wisconsin.gov <Bill.Kloiber@wisconsin.gov>
Subject: Re: WI and OK

I can do 10am central on Friday. Would this work? Tomorrow's really bad
for me.
-----Original Message-----
From: "Adam Nordstrom" <Adam.nordstrom@cch-llc.com>
Date: Wed, 6 Apr 2011 11:26:22
To: Katie Altshuler<Katie.Altshuler@gov.ok.gov>; <landoful >;
<Bill.Kloiber@wisconsin.gov>
Subject: RE: WI and OK

Defer to landon.  I'd only be available until about 10:20 on Th.  Free
on Friday.  [Kloiber could care less about my schedule.]

Adam

-----Original Message-----
From: Katie Altshuler [mailto:Katie.Altshuler@gov.ok.gov]
Sent: Wednesday, April 06, 2011 11:21 AM
To: Adam Nordstrom; landoful ; Bill.Kloiber@wisconsin.gov
Subject: RE: WI and OK
Importance: High

Checking back in to see if we might be able to set up a call to discuss
exchange/early innovator grant? Anytime between 9:30 am and 12:30 pm CST
tomorrow (Thursday) or on Friday?

Katie Altshuler, Policy Director
Office of Governor Mary Fallin
2300 North Lincoln Boulevard, Suite 212
Oklahoma City, Oklahoma 73105
405.521.2342
katie.altshuler@gov.ok.gov

-----Original Message-----
From: Adam Nordstrom ]
Sent: Tuesday, March 29, 2011 4:20 PM
To: Katie Altshuler; landoful ; Bill.Kloiber@wisconsin.gov
Subject: RE: WI and OK

Landon is the instigator here, so I defer to him.  I am free Thursday
and Fri with the exception of a late lunch (1 PM CDT) Thursday and a 9
AM CDT conference call on Fri.

Tomorrow is all day meetings for me.

-----Original Message-----
From: Katie Altshuler [mailto:Katie.Altshuler@gov.ok.gov]
Sent: Tuesday, March 29, 2011 4:33 PM
To: 'landoful '; Adam Nordstrom; 'Bill.Kloiber@wisconsin.gov'
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Subject: Re: WI and OK

Is anybody out there? I think I am now officially stalking you guys -
any chance for a call this week?!

Thank you, Katie

----- Original Message -----
From: Katie Altshuler
Sent: Monday, March 28, 2011 09:54 AM
To: landoful@  Adam Nordstrom

 Bill.Kloiber@wisconsin.gov
<Bill.Kloiber@wisconsin.gov>
Subject: RE: WI and OK

You guys available for a conference call this week? Perhaps tomorrow
afternoon?

Katie Altshuler, Policy Director
Office of Governor Mary Fallin
2300 North Lincoln Boulevard, Suite 212
Oklahoma City, Oklahoma 73105
405.521.2342
katie.altshuler@gov.ok.gov

-----Original Message-----
From: Landon Fulmer 
Sent: Thursday, March 24, 2011 11:41 PM
To: Adam Nordstrom; Katie Altshuler; Bill.Kloiber@wisconsin.gov
Subject: Re: WI and OK

Well our tea partiers are focusing more on our "big spending budget"
that cuts only 500M instead of the 800M they wanted. However they're
impressed that we've basically said we're gonna dismantle our arts
commission and we just broke a log jam on 3 major anti-abortion bills
(an achievement in the land of Tiller).

We don't have to pass legislation to begin implementation of the
exchange. There is a discussion as to whether or not we need a bill next
year to finalize the program, but there are smart legal minds on both
sides of the issue.
-----Original Message-----
From: "Adam Nordstrom" >
Date: Thu, 24 Mar 2011 13:26:59
To: Katie Altshuler<Katie.Altshuler@gov.ok.gov>; <landoful >;
<Bill.Kloiber@wisconsin.gov>
Subject: RE: WI and OK

I just left a lunch with our Lt. Gov.  He mentioned the same dynamic.
I'll let Landon speak for under the dome in Topeka, but did not strike
the Lt.Gov as "getting the crap beat out of us" however it probably
would be fair to say that "sideways glances occasionally occur."

-----Original Message-----
From: Katie Altshuler [mailto:Katie.Altshuler@gov.ok.gov]
Sent: Thursday, March 24, 2011 1:08 PM
To: 'landoful '; Adam Nordstrom; 'Bill.Kloiber@wisconsin.gov'
Subject: Re: WI and OK
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Just checking back in would love to talk soon if we can, don't know
about you but we are getting the crap beat out of us for accepting the
early innovator grant by tea party and most legislators, are you all
having similar problems?

----- Original Message -----
From: Katie Altshuler
Sent: Thursday, March 17, 2011 04:25 PM
To: landoful >; Adam Nordstrom

>; Bill.Kloiber@wisconsin.gov
<Bill.Kloiber@wisconsin.gov>
Subject: RE: WI and OK

I will be in DC for an NGA conference Wed-Fri. Our deadline week is this
week! What about early the week after next? Monday the 28th or Tuesday
the 29th, I am pretty flexible both days.

Katie Altshuler, Policy Director
Office of Governor Mary Fallin
2300 North Lincoln Boulevard, Suite 212
Oklahoma City, Oklahoma 73105
405.521.2342
katie.altshuler@gov.ok.gov

-----Original Message-----
From: Landon Fulmer 
Sent: Thursday, March 17, 2011 4:20 PM
To: Katie Altshuler; Adam Nordstrom; Bill.Kloiber@wisconsin.gov
Subject: Re: WI and OK

Next week Mon thru Wed are really bad for me as it's drop dead week on
the floors for original bills. Thu would be good, Fri would be best.
-----Original Message-----
From: Katie Altshuler <Katie.Altshuler@gov.ok.gov>
Date: Thu, 17 Mar 2011 16:15:29
To: Adam Nordstrom ;
Bill.Kloiber@wisconsin.gov<Bill.Kloiber@wisconsin.gov>
Cc: landoful
Subject: RE: WI and OK

Are you available Tuesday at anytime between 11 am and 1 pm CST?

Katie Altshuler, Policy Director
Office of Governor Mary Fallin
2300 North Lincoln Boulevard, Suite 212
Oklahoma City, Oklahoma 73105
405.521.2342
katie.altshuler@gov.ok.gov

-----Original Message-----
From: Adam Nordstrom 
Sent: Thursday, March 17, 2011 4:11 PM
To: Katie Altshuler; Bill.Kloiber@wisconsin.gov
Cc: landoful
Subject: RE: WI and OK
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I defer to Iandon. Generally free during recess. 

-----Original Message-----
From: Katie Altshuler [mailto:Katie.Aitshuler@gov.ok.gov] 
Sent: Thursday, March 17, 2011 4:54 PM 
To: 'Biii.Kioiber@wisconsin.gov'; Adam Nordstrom 
Cc: 'landofu--
Subject: Re:"'Wi"'a'ii'C' 

Would love to regroup to talk exchanges - are you guys available for a 
conference call early next week? 

----- Original Message ----
From: Katie Altshuler 
Sent: Wednesday, February 23, 2011 02:57 PM 
To: Kloiber Bill - DOA <Biii.Kioiber@wisconsin.gov>; Adam Nordstrom 

> 

Hello! I talked to Landon last weekend and said I would facilitate a 
conference call, Bill and I have traded several messages and things just 
got over taken by other events. I apologize. I will not be at NGA. Our 
Secretary of State Glenn Coffee will be there, so I will check with him, 
but I am pretty sure his schedule is already very tight. 

I am up for a conference call anytime. Thanks, Katie 

Katie Altshuler, Policy Director 
Office of Governor Mary Fallin 
2300 North Lincoln Boulevard, Suite 212 
Oklahoma City, Oklahoma 73105 
405.521.2342 
katie.altshuler@gov .ok.gov 

-----Original Message-----
From: Kloiber, Bill- DOA [mailto:Bjii.Kiojber@wjsconsjn.gov] 
Sent: Wednesday, February 23, 2011 8:01 AM 
To: Adam Nordstrom; Katie Altshuler 
Cc: Fulmer Landon 
Subject: RE: WI and OK 

Stay tuned 

Cell 

Things with NGA this wknd. are in flux with current events in the State 
Captl.. ... 

Bill Kloiber 
Deputy Director 
State of Wisconsin 
Office of State - Federal Relations 
{202) 624-5870 
Ha II of States 
444 N. Capitol St., NW 
Suite 613 
Washington, DC 20001-1581 
-----Original Message-----
From: Adam Nordstrom [mailto:Adam.nordstrom@cch-llc.com] 
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Sent: Wednesday, February 23, 2011 7:56 AM
To: Katie.Altshuler@gov.ok.gov; Kloiber, Bill - DOA
Cc: Fulmer Landon
Subject: RE: WI and OK

Katie, Bill:

Copied on this e-mail is Landon Fulmer, Policy Director for Gov.
Brownback of Kansas.  Yesterday we discussed getting Landon together
with you or your policy directors during RGA or NGA, perhaps on Sunday
after the last policy meeting adjourns.

Specifically, Landon would like to discuss strategy around the award of
HHS Early Innovator Grants for exchange IT, especially since KS, OK and
WI are all recipients, all three have new governors, and all three are
on recent RGA letters re: health care.

If you think that you or one of your colleagues could make that happen
after 4:30 on Sunday,  let us know.

Sincerely,
Adam Nordstrom
Washington Director - State of Kansas
Direct: 202-715-2923
Cell: 

-----Original Message-----
From: Marie Sanderson
Sent: Tuesday, February 22, 2011 9:30 PM
To: Adam Nordstrom
Cc: Katie.Altshuler@gov.ok.gov; bill.kloiber@wisconsin.gov
Subject: Re: WI and OK

Sorry for the delay, Adam, been on the road today.

I'm copying Katie from OK and Bill from WI.  Guys, meet Adam from KS.

Thanks,
Marie

Marie Thomas Sanderson
Director of Federal Policy
Office of Governor Haley Barbour
>>> "Adam Nordstrom"  02/22/11 4:29 PM >>>
Can you send me best contact info for our colleagues in WI and OK?

Thanks!

Adam Nordstrom
Kansas
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From: 
To: 
Subject: 
Date: 

Sounds good 

Bill Kloiber 

Kloiber, Bill - DOA 
Katie Altshuler 

RE: WI and OK 
Friday, April 08, 2011 7:21:08 AM 

Deputy Director 
State of Wisconsin 
Office of State- Federal Relations 
(202) 624 - 5870 
Hall of States 
444 N. Capitol St., NW 
Suite 613 
Washington, DC 20001-1581 

-----Original Message-----
From: Katie Altshuler [mailto:Katie.Altshuler@gov.ok.gov] 
Sent: Friday-ril 08 2011 8:18AM 
To: 'landofu '; Kloiber, Bill - DOA; 'Adam.nordstro~' 
Subject: Re: WI an OK 

I think 30 min. is fine, but if 2 pm CST is better that is okay too. 

Bill, I spoke with Dennis Smith yesterday so I am more up to speed on what WI is doing, I want to 
catch up with you as well, but for today it is more critical that I figure out where KS is on this deal! 

Thank you, Katie 

----- Original Message -----
From: Landon Fulmer 
Sent: Friday, April 08, 
T 

I have a 930 central as well so we'll need to limit the time. 
-----Original Message-----
From: "Kloiber, Bill - DOA" <Biii.Kloiber@wisconsin.gov> 
Date: Fri, 8 Apr 2011 05:42:04 
To: 

I have a 1030 mtg est 

----- Original Message -----
From: Katie Altshuler [mailto: Katje.Altshuler@goy.ok.gov] 
Sent: 07 2011 10:42 PM 
To: 'Adam.nordstro~ 

I can do 9 am CST 

----- Original Message -----
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From: Landon Fulmer 
Sent: Thursday, April 
To: Adam Nordstrom 
<Bill. n.gov> 
Subject: Re: WI and OK 

Katie Altshuler; Biii.Kioiber@wisconsin.gov 

I hate to do this, but is it possible to move our conf call to either 9 central or 2 central? Sorry for the 
late message. 
-----Original Message----
From: "Adam Nordstrom" 
Date: Wed, 6 Apr 2011 1 
To: Katie Altshuler<Katie.Aitshuler@gov.ok.gov>; <landofu- >; <Biii.Kioiber@wisconsin.gov> 
Subject: RE: WI and OK 

If you want a conference call # we can use mine at: 

Adam 

-----Original Message-----
From: Katie Altshuler L,llliillt!:~ltle..81t:SllUJ.e11~~!K..glQY.J 
Sent: Wednce.n::o\1 
To: 
Subject: Re: 

YES, thank you! 

----- Original Message -----
From: Landon Fulmer [majlto:landoful@gmail.com] 
Sent: Wednesday, April 2011 03:28PM 
To: Adam Nordstrom 
Biii.Kioiber@wisconsin.gov 
Subject: Re: WI and OK 

· Katie Altshuler; 
loitl@r(lc0wi5:ccmsin.gov> 

I can do l Oam central on Friday. Would this work? Tomorrow's really bad 
for me. 
-----Original Message-----
From: "Adam Nordstrom" > 
Date: Wed, 6 Apr 2011 1 
To: Katie Altshuler<Katie.Aitshuler@gov.ok.gov>; <landofu- >; 
<Bill. Kloiber@wisconsin.gov> 
Subject: RE: WI and OK 

Defer to Iandon. I'd only be available until about 10:20 on Th. Free 
on Friday. [Kloiber could care less about my schedule.] 

Adam 

-----Original Message-----
From: Katie Altshuler [mailto:Katie.Aitshuler@gov.ok.gov] 
Sent: Wednesday, April 06, 201111:21 AM 
To: Adam Nordstrom; landofu- ; Biii.Kioiber@wisconsin.gov 
Subject: RE: WI and OK 
Importance: High 

Checking back in to see if we might be able to set up a call to discuss 
exchange/early innovator grant? Anytime between 9:30 am and 12:30 pm CST 
tomorrow (Thursday) or on Friday? 
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Katie Altshuler, Policy Director
Office of Governor Mary Fallin
2300 North Lincoln Boulevard, Suite 212
Oklahoma City, Oklahoma 73105
405.521.2342
katie.altshuler@gov.ok.gov

-----Original Message-----
From: Adam Nordstrom 
Sent: Tuesday, March 29, 2011 4:20 PM
To: Katie Altshuler; landoful ; Bill.Kloiber@wisconsin.gov
Subject: RE: WI and OK

Landon is the instigator here, so I defer to him.  I am free Thursday
and Fri with the exception of a late lunch (1 PM CDT) Thursday and a 9
AM CDT conference call on Fri.

Tomorrow is all day meetings for me.

-----Original Message-----
From: Katie Altshuler [mailto:Katie.Altshuler@gov.ok.gov]
Sent: Tuesday, March 29, 2011 4:33 PM
To: 'landoful '; Adam Nordstrom; 'Bill.Kloiber@wisconsin.gov'
Subject: Re: WI and OK

Is anybody out there? I think I am now officially stalking you guys -
any chance for a call this week?!

Thank you, Katie

----- Original Message -----
From: Katie Altshuler
Sent: Monday, March 28, 2011 09:54 AM
To: landoful  <l >; Adam Nordstrom

 Bill.Kloiber@wisconsin.gov
<Bill.Kloiber@wisconsin.gov>
Subject: RE: WI and OK

You guys available for a conference call this week? Perhaps tomorrow
afternoon?

Katie Altshuler, Policy Director
Office of Governor Mary Fallin
2300 North Lincoln Boulevard, Suite 212
Oklahoma City, Oklahoma 73105
405.521.2342
katie.altshuler@gov.ok.gov

-----Original Message-----
From: Landon Fulmer [mailto
Sent: Thursday, March 24, 2011 11:41 PM
To: Adam Nordstrom; Katie Altshuler; Bill.Kloiber@wisconsin.gov
Subject: Re: WI and OK

Well our tea partiers are focusing more on our "big spending budget"
that cuts only 500M instead of the 800M they wanted. However they're

3127



impressed that we've basically said we're gonna dismantle our arts
commission and we just broke a log jam on 3 major anti-abortion bills
(an achievement in the land of Tiller).

We don't have to pass legislation to begin implementation of the
exchange. There is a discussion as to whether or not we need a bill next
year to finalize the program, but there are smart legal minds on both
sides of the issue.
-----Original Message-----
From: "Adam Nordstrom" >
Date: Thu, 24 Mar 2011 13:26:59
To: Katie Altshuler<Katie.Altshuler@gov.ok.gov>; <landoful >;
<Bill.Kloiber@wisconsin.gov>
Subject: RE: WI and OK

I just left a lunch with our Lt. Gov.  He mentioned the same dynamic.
I'll let Landon speak for under the dome in Topeka, but did not strike
the Lt.Gov as "getting the crap beat out of us" however it probably
would be fair to say that "sideways glances occasionally occur."

-----Original Message-----
From: Katie Altshuler [mailto:Katie.Altshuler@gov.ok.gov]
Sent: Thursday, March 24, 2011 1:08 PM
To: 'landoful ; Adam Nordstrom; 'Bill.Kloiber@wisconsin.gov'
Subject: Re: WI and OK

Just checking back in would love to talk soon if we can, don't know
about you but we are getting the crap beat out of us for accepting the
early innovator grant by tea party and most legislators, are you all
having similar problems?

----- Original Message -----
From: Katie Altshuler
Sent: Thursday, March 17, 2011 04:25 PM
To: landoful@  Adam Nordstrom
< >; Bill.Kloiber@wisconsin.gov
<Bill.Kloiber@wisconsin.gov>
Subject: RE: WI and OK

I will be in DC for an NGA conference Wed-Fri. Our deadline week is this
week! What about early the week after next? Monday the 28th or Tuesday
the 29th, I am pretty flexible both days.

Katie Altshuler, Policy Director
Office of Governor Mary Fallin
2300 North Lincoln Boulevard, Suite 212
Oklahoma City, Oklahoma 73105
405.521.2342
katie.altshuler@gov.ok.gov

-----Original Message-----
From: Landon Fulmer [mailto: ]
Sent: Thursday, March 17, 2011 4:20 PM
To: Katie Altshuler; Adam Nordstrom; Bill.Kloiber@wisconsin.gov
Subject: Re: WI and OK

Next week Mon thru Wed are really bad for me as it's drop dead week on
the floors for original bills. Thu would be good, Fri would be best.
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-----Original Message-----
From: Katie Altshuler <Katie.Altshuler@gov.ok.gov>
Date: Thu, 17 Mar 2011 16:15:29
To: Adam Nordstrom >;
Bill.Kloiber@wisconsin.gov<Bill.Kloiber@wisconsin.gov>
Cc: landoful >
Subject: RE: WI and OK

Are you available Tuesday at anytime between 11 am and 1 pm CST?

Katie Altshuler, Policy Director
Office of Governor Mary Fallin
2300 North Lincoln Boulevard, Suite 212
Oklahoma City, Oklahoma 73105
405.521.2342
katie.altshuler@gov.ok.gov

-----Original Message-----
From: Adam Nordstrom ]
Sent: Thursday, March 17, 2011 4:11 PM
To: Katie Altshuler; Bill.Kloiber@wisconsin.gov
Cc: landoful
Subject: RE: WI and OK

I defer to landon.  Generally free during recess.

-----Original Message-----
From: Katie Altshuler [mailto:Katie.Altshuler@gov.ok.gov]
Sent: Thursday, March 17, 2011 4:54 PM
To: 'Bill.Kloiber@wisconsin.gov'; Adam Nordstrom
Cc: 'landoful
Subject: Re: WI and OK

Would love to regroup to talk exchanges - are you guys available for a
conference call early next week?

----- Original Message -----
From: Katie Altshuler
Sent: Wednesday, February 23, 2011 02:57 PM
To: Kloiber, Bill - DOA <Bill.Kloiber@wisconsin.gov>; Adam Nordstrom

Cc: Fulmer Landon <landofu >
Subject: RE: WI and OK

Hello! I talked to Landon last weekend and said I would facilitate a
conference call, Bill and I have traded several messages and things just
got over taken by other events. I apologize.  I will not be at NGA. Our
Secretary of State Glenn Coffee will be there, so I will check with him,
but I am pretty sure his schedule is already very tight.

I am up for a conference call anytime. Thanks, Katie  Cell

Katie Altshuler, Policy Director
Office of Governor Mary Fallin
2300 North Lincoln Boulevard, Suite 212
Oklahoma City, Oklahoma 73105
405.521.2342
katie.altshuler@gov.ok.gov
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-----Original Message-----
From: Kloiber, Bill- DOA [mailto:Biii.Kiojber@wisconsjn .gov] 
Sent: Wednesday, February 23, 2011 8:01 AM 
To: Adam Nordstrom; Katie Altshuler 
Cc: Fulmer Landon 
Subject: RE: WI and OK 

Stay tuned 

Things with NGA this wknd. are in flux with current events in the State 
Captl.. ... 

Bill Kloiber 
Deputy Director 
State of Wisconsin 
Office of State- Federal Relations 
(202) 624-5870 
Hall of States 
444 N. Capitol St., NW 
Suite 613 
Washington, DC 20001-1581 
-----Original Message-----
From: Adam Nordstrom 
Sent: Wednesday, February 
To: Katie.Aitshuler@gov.ok.gov; Kloiber, Bill- DOA 
Cc: Fulmer Landon 
Subject: RE: WI and OK 

Katie, Bill : 

Copied on this e-mail is Landon Fulmer, Policy Director for Gov. 
Brownback of Kansas. Yesterday we discussed getting Landon together 
with you or your policy directors during RGA or NGA, perhaps on Sunday 
after the last policy meeting adjourns. 

Specifically, Landon would like to discuss strategy around the award of 
HHS Early Innovator Grants for exchange IT, especially since KS, OK and 
WI are all recipients, all three have new governors, and all three are 
on recent RGA letters re: health care. 

If you think that you or one of your colleagues could make that happen 
after 4:30 on Sunday, let us know. 

Sincerely, 
Adam Nordstrom 
Washington Director- State of Kansas 
Direct: 202-715-2923 
Cell: 

-----Original Message----
From: Marie Sanderson 
Sent: Tuesday, February 22, 2011 9:30PM 
To: Adam Nordstrom 
Cc: Katie.Aitshuler@gov.ok.gov; bill.kloiber@wisconsin.gov 
Subject: Re: WI and OK 

Sorry for the delay, Adam, been on the road today. 
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I'm copying Katie from OK and Bill from WI.  Guys, meet Adam from KS.

Thanks,
Marie

Marie Thomas Sanderson
Director of Federal Policy
Office of Governor Haley Barbour
>>> "Adam Nordstrom"  02/22/11 4:29 PM >>>
Can you send me best contact info for our colleagues in WI and OK?

Thanks!

Adam Nordstrom
Kansas
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From: Kloiber, Bill - DOA
To: Katie Altshuler
Subject: Re: WI and OK
Date: Thursday, April 07, 2011 11:37:52 AM

What was decided?

----- Original Message -----
From: Katie Altshuler [mailto:Katie.Altshuler@gov.ok.gov]
Sent: Wednesday, April 06, 2011 10:21 AM
To: Adam Nordstrom < >; 
Kloiber, Bill - DOA
Subject: RE: WI and OK

Checking back in to see if we might be able to set up a call to discuss exchange/early innovator grant?
Anytime between 9:30 am and 12:30 pm CST tomorrow (Thursday) or on Friday?

Katie Altshuler, Policy Director
Office of Governor Mary Fallin
2300 North Lincoln Boulevard, Suite 212
Oklahoma City, Oklahoma 73105
405.521.2342
katie.altshuler@gov.ok.gov

-----Original Message-----
From: Adam Nordstrom [
Sent: Tuesday, March 29, 2011 4:20 PM
To: Katie Altshuler; landoful  Bill.Kloiber@wisconsin.gov
Subject: RE: WI and OK

Landon is the instigator here, so I defer to him.  I am free Thursday
and Fri with the exception of a late lunch (1 PM CDT) Thursday and a 9
AM CDT conference call on Fri.

Tomorrow is all day meetings for me.

-----Original Message-----
From: Katie Altshuler [mailto:Katie.Altshuler@gov.ok.gov]
Sent: Tuesday, March 29, 2011 4:33 PM
To: 'landoful ; Adam Nordstrom; 'Bill.Kloiber@wisconsin.gov'
Subject: Re: WI and OK

Is anybody out there? I think I am now officially stalking you guys -
any chance for a call this week?!

Thank you, Katie

----- Original Message -----
From: Katie Altshuler
Sent: Monday, March 28, 2011 09:54 AM
To: landoful@  Adam Nordstrom
<adam.nordstrom >; Bill.Kloiber@wisconsin.gov
<Bill.Kloiber@wisconsin.gov>
Subject: RE: WI and OK

You guys available for a conference call this week? Perhaps tomorrow
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afternoon? 

Katie Altshuler, Policy Director 
Office of Governor Mary Fallin 
2300 North Lincoln Boulevard, Suite 212 
Oklahoma City, Oklahoma 73105 
405.521.2342 
katie.altshuler@gov .ok.gov 

-----Original Message----
From: Landon 
Sent: Thursday, Ma 
To: Adam Nordstrom; Katie Altshuler; Biii .Kioiber@wisconsin.gov 
Subject: Re: WI and OK 

Well our tea partiers are focusing more on our "big spending budget" 
that cuts only 500M instead of the BOOM they wanted. However they're 
impressed that we've basically said we're gonna dismantle our arts 
commission and we just broke a log jam on 3 major anti-abortion bills 
(an achievement in the land of Tiller). 

We don't have to pass legislation to begin implementation of the 
exchange. There is a discussion as to whether or not we need a bill next 
year to finalize the program, but there are smart legal minds on both 
sides of the issue. 
-----Original Message----
From: "Adam Nordstrom" 
Date: Thu, 24 Mar 2011 
To: Katie Altshuler<Katie.Aitshuler@gov.ok.gov>; <landofu- ; 
<Biii.Kioiber@wisconsin.gov> 
Subject: RE: WI and OK 

I just left a lunch with our Lt. Gov. He mentioned the same dynamic. 
I'll let Landon speak for under the dome in Topeka, but did not strike 
the Lt.Gov as "getting the crap beat out of us" however it probably 
would be fair to say that "sideways glances occasionally occur." 

-----Original Message-----
From: Katie Altshuler [mailto:Katie.Aitshuler@gov.ok.gov] 
Sent: March 24, 2011 1:08 PM 
To: · Adam Nordstrom; 'Biii.Kloiber@wisconsin.gov' 
Subject: Re: 

Just checking back in would love to talk soon if we can, don't know 
about you but we are getting the crap beat out of us for accepting the 
early innovator grant by tea party and most legislators, are you all 
having similar problems? 

KIOiber{allii\/IS,COriSin.gOV> 
Subject: RE: WI and OK 

I will be in DC for an NGA conference Wed-Fri. Our deadline week is this 
week! What about early the week after next? Monday the 28th or Tuesday 
the 29th, I am pretty flexible both days. 
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Katie Altshuler, Policy Director 
Office of Governor Mary Fallin 
2300 North Lincoln Boulevard, Suite 212 
Oklahoma City, Oklahoma 73105 
405.521.2342 
katie.altshuler@gov.ok.gov 

-----Original Message----
From: Landon Fulmer 
Sent: Thursday, March 
To: Katie Altshuler; Adam Nordstrom; Biii.Kioiber@wisconsin.gov 
Subject: Re: WI and OK 

Next week Mon thru Wed are really bad for me as it's drop dead week on 
the floors for original bills. Thu would be good, Fri would be best. 
-----Original Message-----
From: Katie Altshuler <Katie.Aitshuler@gov.ok.gov> 
Date: Thu, 17 Mar 201116:15:29 
To: Adam Nordstrom<Adam.nordstrom@cch-llc.com>; 
Biii.Kioiber@wisconsin. ov<Biii.Kioiber@wisconsin.gov> 
Cc: landoful 
Subject: RE: WI and OK 

Are you available Tuesday at anytime between 11 am and 1 pm CST? 

Katie Altshuler, Policy Director 
Office of Governor Mary Fallin 
2300 North Lincoln Boulevard, Suite 212 
Oklahoma City, Oklahoma 73105 
405.521.2342 
katie.altshuler@gov .ok.gov 

-----Original Message-----
From: Adam f\lno·l'letr nn

Sent: Thursday, March 
To: Katie Al~tshuler· Biii.Kioiber@wisconsin.gov 
Cc: landofu 
Subject: RE: WI an OK 

I defer to Iandon. Generally free during recess. 

-----Original Message-----
From: Katie Altshuler [mailto:Katie.Aitshuler@gov.ok.gov] 
Sent: Thursday, March 17, 2011 4:54 PM 
To: 'Biii.Kioiber@wisconsin.gov'; Adam Nordstrom 
Cc: 'landoful~ 
Subject: Re: wrar;a""'i( 

Would love to regroup to talk exchanges - are you guys available for a 
conference call early next week? 

----- Original Message ----
From: Katie Altshuler 
Sent: Wednesday, February 23, 2011 02:57 PM 
To: Kloiber, Bill - DOA <Biii.Kioiber@wisconsin.gov>; Adam Nordstrom 
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> 

Hello! I talked to Landon last weekend and said I would facilitate a 
conference call, Bill and I have traded several messages and things just 
got over taken by other events. I apologize. I will not be at NGA. Our 
Secretary of State Glenn Coffee will be there, so I will check with him, 
but I am pretty sure his schedule is already very tight. 

I am up for a conference call anytime. Thanks, Katie 

Katie Altshuler, Policy Director 
Office of Governor Mary Fallin 
2300 North Lincoln Boulevard, Suite 212 
Oklahoma City, Oklahoma 73105 
405.521.2342 
katie.altshuler@gov .ok.gov 

-----Original Message-----
From: Kloiber, Bill- DOA [mailto:Bjii.Kiojber@wjsconsjn.gov] 
Sent: Wednesday, February 23, 2011 8:01 AM 
To: Adam Nordstrom; Katie Altshuler 
Cc: Fulmer Landon 
Subject: RE: WI and OK 

Stay tuned 

Cell 

Things with NGA this wknd. are in flux with current events in the State 
Captl ..... 

Bill Kloiber 
Deputy Director 
State of Wisconsin 
Office of State- Federal Relations 
{202) 624-5870 
Hall of States 
444 N. Capitol St., NW 
Suite 613 
Washington, DC 20001-1581 
-----Original Message-----
From: Adam Nordstrom 
Sent: Wednesday, February 
To: Katie.Aitshuler@gov.ok.gov; Kloiber, Bill- DOA 
Cc: Fulmer Landon 
Subject: RE: WI and OK 

Katie, Bill : 

Copied on this e-mail is Landon Fulmer, Policy Director for Gov. 
Brownback of Kansas. Yesterday we discussed getting Landon together 
with you or your policy directors during RGA or NGA, perhaps on Sunday 
after the last policy meeting adjourns. 

Specifically, Landon would like to discuss strategy around the award of 
HHS Early Innovator Grants for exchange IT, especially since KS, OK and 
WI are all recipients, all three have new governors, and all three are 
on recent RGA letters re: health care. 
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If you think that you or one of your colleagues could make that happen
after 4:30 on Sunday,  let us know.

Sincerely,
Adam Nordstrom
Washington Director - State of Kansas
Direct: 202-715-2923
Cell: 

-----Original Message-----
From: Marie Sanderson
Sent: Tuesday, February 22, 2011 9:30 PM
To: Adam Nordstrom
Cc: Katie.Altshuler@gov.ok.gov; bill.kloiber@wisconsin.gov
Subject: Re: WI and OK

Sorry for the delay, Adam, been on the road today.

I'm copying Katie from OK and Bill from WI.  Guys, meet Adam from KS.

Thanks,
Marie

Marie Thomas Sanderson
Director of Federal Policy
Office of Governor Haley Barbour
>>> "Adam Nordstrom"  02/22/11 4:29 PM >>>
Can you send me best contact info for our colleagues in WI and OK?

Thanks!

Adam Nordstrom
Kansas
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From: Landon Fulmer 

To: 
Subject: 

Adam Nordstrom: Katie Altshuler : Biii.Kioiber@wisconsin.gov 

Re: WI and OK 
Date: Wednesday, April 06, 2011 3:32:54 PM 

Rne with me. 10 cdt/11 edt. 
-----Original Message-----
From: "Adam Nordstrom" <Adam.nordstrom@cch-llc.com> 
Date: Wed, 6 Apr 2011 16:30:51 
To: Katie Altshuler<Katie.Aitshuler@gov.ok.gov>; <landoful@gmail.com>; <Biii.Kloiber@wisconsin.gov> 
Subject: RE: WI and OK 

If you want a conference call # we can use mine at: 

Adam 

-----Original Message-----
From: Katie Altshuler [mailto:Katie.Aitshuler@gov.ok.gov] 
Sent: Wedne .. a A ril 06, 2011 4:29PM 
To: 'landofu '; Adam Nordstrom; 'Biii.Kioiber@wisconsin.gov' 
Subject: Re: WI an OK 

YES, thank you! 

----- Original Message ----
From: Landon Fulmer 
Sent: Wednesday, 
To: Adam Nordstrom 
Biii.Kioiber@wisconsin.gov 
Subject: Re: WI and OK 

Katie Altshuler; 

I can do lOam central on Friday. Would this work? Tomorrow's really bad 
for me. 
-----Original Message----
From: "Adam Nordstrom" 
Date: Wed, 6 Apr 2011 1 
To: Katie Altshuler<Katie.Aitshuler@gov.ok.gov>; <landofu-; 
<Biii.Kioiber@wisconsin.gov> 
Subject: RE: WI and OK 

Defer to Iandon. I'd only be available until about 10:20 on Th. Free 
on Friday. [Kloiber could care less about my schedule.] 

Adam 

-----Original Message-----
From: Katie Altshuler [mailto: Katje,Aitshuler@goy.ok.gov] 
Sent: Wednesday, April 06, 2011 11:21 AM 
To: Adam Nordstrom; landofu-; Biii.Kioiber@wisconsin.gov 
Subject: RE: WI and OK 
Importance: High 

Checking back in to see if we might be able to set up a call to discuss 
exchange/early innovator grant? Anytime between 9:30am and 12:30 pm CST 
tomorrow (Thursday) or on Friday? 
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Katie Altshuler, Policy Director 
Office of Governor Mary Fallin 
2300 North Lincoln Boulevard, Suite 212 
Oklahoma City, Oklahoma 73105 
405.521.2342 
katie.altshuler@gov.ok.gov 

-----Original Message----
From: Adam Nordstrom 
Sent: Tuesday, March 
To: Katie Altshuler; landofu- Biii.Kioiber@wisconsin .gov 
Subject: RE: WI and OK 

Landon is the instigator here, so I defer to him. I am free Thursday 
and Fri with the exception of a late lunch (1 PM COT) Thursday and a 9 
AM COT conference call on Fri. 

Tomorrow is all day meetings for me. 

-----Original Message-----
From: Katie Altshuler [mailto:Katie.Aitshuler@gov.ok.gov] 
Sent: March 2011 4:33 PM 
To: ; Adam Nordstrom; 'Biii.Kioiber@wisconsin.gov' 
Subject: Re: 

Is anybody out there? I think I am now officially stalking you guys 
any chance for a call this week?! 

Thank you, Katie 

----- Original Message -----
From: Katie Altshuler 
Sent: March 
To: 

KIOiber{alliNIS,COriSin.gOV> 
Subject: RE: WI and OK 

You guys available for a conference call this week? Perhaps tomorrow 
afternoon? 

Katie Altshuler, Policy Director 
Office of Governor Mary Fallin 
2300 North Lincoln Boulevard, Suite 212 
Oklahoma City, Oklahoma 73105 
405.521.2342 
katie.altshuler@gov .ok.gov 

-----Original Message----
From: Landon Fulmer 
Sent: Thursday, March 
To: Adam Nordstrom; Katie Altshuler; Biii.Kioiber@wisconsin.gov 
Subject: Re: WI and OK 

Well our tea partiers are focusing more on our "big spending budget" 
that cuts only 500M instead of the SOOM they wanted. However they're 
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impressed that we've basically said we're gonna dismantle our arts
commission and we just broke a log jam on 3 major anti-abortion bills
(an achievement in the land of Tiller).

We don't have to pass legislation to begin implementation of the
exchange. There is a discussion as to whether or not we need a bill next
year to finalize the program, but there are smart legal minds on both
sides of the issue.
-----Original Message-----
From: "Adam Nordstrom" <Adam.nordstrom@cch-llc.com>
Date: Thu, 24 Mar 2011 13:26:59
To: Katie Altshuler<Katie.Altshuler@gov.ok.gov>; <landoful >;
<Bill.Kloiber@wisconsin.gov>
Subject: RE: WI and OK

I just left a lunch with our Lt. Gov.  He mentioned the same dynamic.
I'll let Landon speak for under the dome in Topeka, but did not strike
the Lt.Gov as "getting the crap beat out of us" however it probably
would be fair to say that "sideways glances occasionally occur."

-----Original Message-----
From: Katie Altshuler [mailto:Katie.Altshuler@gov.ok.gov]
Sent: Thursday, March 24, 2011 1:08 PM
To: 'landoful '; Adam Nordstrom; 'Bill.Kloiber@wisconsin.gov'
Subject: Re: WI and OK

Just checking back in would love to talk soon if we can, don't know
about you but we are getting the crap beat out of us for accepting the
early innovator grant by tea party and most legislators, are you all
having similar problems?

----- Original Message -----
From: Katie Altshuler
Sent: Thursday, March 17, 2011 04:25 PM
To: landoful@  Adam Nordstrom

; Bill.Kloiber@wisconsin.gov
<Bill.Kloiber@wisconsin.gov>
Subject: RE: WI and OK

I will be in DC for an NGA conference Wed-Fri. Our deadline week is this
week! What about early the week after next? Monday the 28th or Tuesday
the 29th, I am pretty flexible both days.

Katie Altshuler, Policy Director
Office of Governor Mary Fallin
2300 North Lincoln Boulevard, Suite 212
Oklahoma City, Oklahoma 73105
405.521.2342
katie.altshuler@gov.ok.gov

-----Original Message-----
From: Landon Fulmer
Sent: Thursday, March 17, 2011 4:20 PM
To: Katie Altshuler; Adam Nordstrom; Bill.Kloiber@wisconsin.gov
Subject: Re: WI and OK

Next week Mon thru Wed are really bad for me as it's drop dead week on
the floors for original bills. Thu would be good, Fri would be best.
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-----Original Message-----
From: Katie Altshuler <Katie.Altshuler@gov.ok.gov>
Date: Thu, 17 Mar 2011 16:15:29
To: Adam Nordstrom< ;
Bill.Kloiber@wisconsin.gov<Bill.Kloiber@wisconsin.gov>
Cc: landoful
Subject: RE: WI and OK

Are you available Tuesday at anytime between 11 am and 1 pm CST?

Katie Altshuler, Policy Director
Office of Governor Mary Fallin
2300 North Lincoln Boulevard, Suite 212
Oklahoma City, Oklahoma 73105
405.521.2342
katie.altshuler@gov.ok.gov

-----Original Message-----
From: Adam Nordstrom 
Sent: Thursday, March 17, 2011 4:11 PM
To: Katie Altshuler; Bill.Kloiber@wisconsin.gov
Cc: landoful
Subject: RE: WI and OK

I defer to landon.  Generally free during recess.

-----Original Message-----
From: Katie Altshuler [mailto:Katie.Altshuler@gov.ok.gov]
Sent: Thursday, March 17, 2011 4:54 PM
To: 'Bill.Kloiber@wisconsin.gov'; Adam Nordstrom
Cc: 'landoful
Subject: Re: WI and OK

Would love to regroup to talk exchanges - are you guys available for a
conference call early next week?

----- Original Message -----
From: Katie Altshuler
Sent: Wednesday, February 23, 2011 02:57 PM
To: Kloiber, Bill - DOA <Bill.Kloiber@wisconsin.gov>; Adam Nordstrom

Cc: Fulmer Landon >
Subject: RE: WI and OK

Hello! I talked to Landon last weekend and said I would facilitate a
conference call, Bill and I have traded several messages and things just
got over taken by other events. I apologize.  I will not be at NGA. Our
Secretary of State Glenn Coffee will be there, so I will check with him,
but I am pretty sure his schedule is already very tight. 

I am up for a conference call anytime. Thanks, Katie Cell

Katie Altshuler, Policy Director
Office of Governor Mary Fallin
2300 North Lincoln Boulevard, Suite 212
Oklahoma City, Oklahoma 73105
405.521.2342
katie.altshuler@gov.ok.gov
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-----Original Message-----
From: Kloiber, Bill- DOA [mailto:Biii.Kiojber@wisconsjn .gov] 
Sent: Wednesday, February 23, 2011 8:01 AM 
To: Adam Nordstrom; Katie Altshuler 
Cc: Fulmer Landon 
Subject: RE: WI and OK 

Stay tuned 

Things with NGA this wknd. are in flux with current events in the State 
Captl.. ... 

Bill Kloiber 
Deputy Director 
State of Wisconsin 
Office of State- Federal Relations 
(202) 624-5870 
Hall of States 
444 N. Capitol St., NW 
Suite 613 
Washington, DC 20001-1581 
-----Original Message-----
From: Adam Nordstrom 
Sent: Wednesday, February 
To: Katie.Aitshuler@gov.ok.gov; Kloiber, Bill- DOA 
Cc: Fulmer Landon 
Subject: RE: WI and OK 

Katie, Bill : 

Copied on this e-mail is Landon Fulmer, Policy Director for Gov. 
Brownback of Kansas. Yesterday we discussed getting Landon together 
with you or your policy directors during RGA or NGA, perhaps on Sunday 
after the last policy meeting adjourns. 

Specifically, Landon would like to discuss strategy around the award of 
HHS Early Innovator Grants for exchange IT, especially since KS, OK and 
WI are all recipients, all three have new governors, and all three are 
on recent RGA letters re: health care. 

If you think that you or one of your colleagues could make that happen 
after 4:30 on Sunday, let us know. 

Sincerely, 
Adam Nordstrom 
Washington Director- State of Kansas 
Direct: 202-715-2923 
Cell: 

-----Original Message----
From: Marie Sanderson 
Sent: Tuesday, February 22, 2011 9:30PM 
To: Adam Nordstrom 
Cc: Katie.Aitshuler@gov.ok.gov; bill.kloiber@wisconsin.gov 
Subject: Re: WI and OK 

Sorry for the delay, Adam, been on the road today. 
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I'm copying Katie from OK and Bill from WI.  Guys, meet Adam from KS.

Thanks,
Marie

Marie Thomas Sanderson
Director of Federal Policy
Office of Governor Haley Barbour
>>> "Adam Nordstrom"  02/22/11 4:29 PM >>>
Can you send me best contact info for our colleagues in WI and OK?

Thanks!

Adam Nordstrom
Kansas
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From: Landon Fulmer 

To: 
Subject: 

Katie Altshuler; Adam Nordstrom; "Biii.Kioiber@wisconsin.gov" 

Re: WI and OK 
Date: Wednesday, April 06, 2011 3:30 :30 PM 

Adam, can you set up a call-in number? ... 
-----Original Message-----
From: Katie Altshuler <Katie.Aitshuler@gov.ok.gov> 
Date: Wed, 6 2011 15:29:04 

YES, thank you! 

----- Original Message ----
From: Landon 
Sent: Wednesday, 
To: Adam Nordstrom 
<Bill. n.gov> 
Subject: Re: WI and OK 

>; 'Adam.nordstro~ 
ber@wisconsin.go"V"<'Bl'l1.Kioiber@wisconsin.gov> 

Katie Altshuler; Biii.Kioiber@wisconsin.gov 

I can do lOam central on Friday. Would this work? Tomorrow's really bad for me. 
-----Original Message----
From: "Adam Nordstrom" 
Date: Wed, 6 Apr 2011 1 
To: Katie Altshuler<Katie.Aitshuler@gov.ok.gov>; <landofu->; <Biii.Kioiber@wisconsin.gov> 
Subject: RE: WI and OK 

Defer to Iandon. I'd only be available until about 10:20 on Th. Free 
on Friday. [Kloiber could care less about my schedule.] 

Adam 

-----Original Message-----
From: Katie Altshuler [mailto:Katje,Aitshuler@goy.ok,goy] 
Sent: Wednesday, April 06, 201111:21 AM 
To: Adam Nordstrom; landofu-; Biii.Kioiber@wisconsin.gov 
Subject: RE: WI and OK 
Importance: High 

Checking back in to see if we might be able to set up a call to discuss 
exchange/early innovator grant? Anytime between 9:30am and 12:30 pm CST 
tomorrow {Thursday) or on Friday? 

Katie Altshuler, Policy Director 
Office of Governor Mary Fallin 
2300 North Lincoln Boulevard, Suite 212 
Oklahoma City, Oklahoma 73105 
405.521.2342 
katie.altshuler@gov .ok.gov 

-----Original Message----
From: Adam Nordstrom 
Sent: Tuesday, March 
To: Katie Altshuler; landofu-; Biii.Kioiber@wisconsin.gov 
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Subject: RE: WI and OK

Landon is the instigator here, so I defer to him.  I am free Thursday
and Fri with the exception of a late lunch (1 PM CDT) Thursday and a 9
AM CDT conference call on Fri.

Tomorrow is all day meetings for me.

-----Original Message-----
From: Katie Altshuler [mailto:Katie.Altshuler@gov.ok.gov]
Sent: Tuesday, March 29, 2011 4:33 PM
To: 'landoful '; Adam Nordstrom; 'Bill.Kloiber@wisconsin.gov'
Subject: Re: WI and OK

Is anybody out there? I think I am now officially stalking you guys -
any chance for a call this week?!

Thank you, Katie

----- Original Message -----
From: Katie Altshuler
Sent: Monday, March 28, 2011 09:54 AM
To: landoful@  Adam Nordstrom

Bill.Kloiber@wisconsin.gov
<Bill.Kloiber@wisconsin.gov>
Subject: RE: WI and OK

You guys available for a conference call this week? Perhaps tomorrow
afternoon?

Katie Altshuler, Policy Director
Office of Governor Mary Fallin
2300 North Lincoln Boulevard, Suite 212
Oklahoma City, Oklahoma 73105
405.521.2342
katie.altshuler@gov.ok.gov

-----Original Message-----
From: Landon Fulmer [mailto: ]
Sent: Thursday, March 24, 2011 11:41 PM
To: Adam Nordstrom; Katie Altshuler; Bill.Kloiber@wisconsin.gov
Subject: Re: WI and OK

Well our tea partiers are focusing more on our "big spending budget"
that cuts only 500M instead of the 800M they wanted. However they're
impressed that we've basically said we're gonna dismantle our arts
commission and we just broke a log jam on 3 major anti-abortion bills
(an achievement in the land of Tiller).

We don't have to pass legislation to begin implementation of the
exchange. There is a discussion as to whether or not we need a bill next
year to finalize the program, but there are smart legal minds on both
sides of the issue.
-----Original Message-----
From: "Adam Nordstrom" 
Date: Thu, 24 Mar 2011 13:26:59
To: Katie Altshuler<Katie.Altshuler@gov.ok.gov>; <landoful >;
<Bill.Kloiber@wisconsin.gov>
Subject: RE: WI and OK
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I just left a lunch with our Lt. Gov.  He mentioned the same dynamic.
I'll let Landon speak for under the dome in Topeka, but did not strike
the Lt.Gov as "getting the crap beat out of us" however it probably
would be fair to say that "sideways glances occasionally occur."

-----Original Message-----
From: Katie Altshuler [mailto:Katie.Altshuler@gov.ok.gov]
Sent: Thursday, March 24, 2011 1:08 PM
To: 'landoful '; Adam Nordstrom; 'Bill.Kloiber@wisconsin.gov'
Subject: Re: WI and OK

Just checking back in would love to talk soon if we can, don't know
about you but we are getting the crap beat out of us for accepting the
early innovator grant by tea party and most legislators, are you all
having similar problems?

----- Original Message -----
From: Katie Altshuler
Sent: Thursday, March 17, 2011 04:25 PM
To: landoful@  Adam Nordstrom

>; Bill.Kloiber@wisconsin.gov
<Bill.Kloiber@wisconsin.gov>
Subject: RE: WI and OK

I will be in DC for an NGA conference Wed-Fri. Our deadline week is this
week! What about early the week after next? Monday the 28th or Tuesday
the 29th, I am pretty flexible both days.

Katie Altshuler, Policy Director
Office of Governor Mary Fallin
2300 North Lincoln Boulevard, Suite 212
Oklahoma City, Oklahoma 73105
405.521.2342
katie.altshuler@gov.ok.gov

-----Original Message-----
From: Landon Fulmer ]
Sent: Thursday, March 17, 2011 4:20 PM
To: Katie Altshuler; Adam Nordstrom; Bill.Kloiber@wisconsin.gov
Subject: Re: WI and OK

Next week Mon thru Wed are really bad for me as it's drop dead week on
the floors for original bills. Thu would be good, Fri would be best.
-----Original Message-----
From: Katie Altshuler <Katie.Altshuler@gov.ok.gov>
Date: Thu, 17 Mar 2011 16:15:29
To: Adam Nordstrom< >;
Bill.Kloiber@wisconsin.gov<Bill.Kloiber@wisconsin.gov>
Cc: landoful >
Subject: RE: WI and OK

Are you available Tuesday at anytime between 11 am and 1 pm CST?

Katie Altshuler, Policy Director
Office of Governor Mary Fallin
2300 North Lincoln Boulevard, Suite 212
Oklahoma City, Oklahoma 73105
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405.521.2342 
katie.altshuler@gov .ok.gov 

-----Original Message-----
From: Adam Nordstrom 
Sent: Thursday, March 
To: Katie Al~tshuler· Biii.Kioiber@wisconsin.gov 
Cc: landofu 
Subject: RE: WI an OK 

I defer to Iandon. Generally free during recess. 

-----Original Message-----
From: Katie Altshuler [mailto:Katie.Aitshuler@gov.ok.gov] 
Sent: Thursday, March 17, 2011 4:54PM 
To: 'Biii.Kioiber@wisconsin.gov'; Adam Nordstrom 
Cc: 'landofu~' 
Subject: Re:~ 

Would love to regroup to talk exchanges - are you guys available for a 
conference call early next week? 

----- Original Message ----
From: Katie Altshuler 
Sent: Wednesday, February 23, 2011 02:57 PM 
To: Kloiber Bill - DOA <Biii.Kioiber@wisconsin.gov>; Adam Nordstrom 

Hello! I talked to Landon last weekend and said I would facilitate a 
conference call, Bill and I have traded several messages and things just 
got over taken by other events. I apologize. I will not be at NGA. Our 
Secretary of State Glenn Coffee will be there, so I will check with him, 
but I am pretty sure his schedule is already very tight. 

I am up for a conference call anytime. Thanks, 

Katie Altshuler, Policy Director 
Office of Governor Mary Fallin 
2300 North Lincoln Boulevard, Suite 212 
Oklahoma City, Oklahoma 73105 
405.521.2342 
katie.altshuler@gov .ok.gov 

-----Original Message-----
From: Kloiber, Bill- DOA [mailto:Bjii.Kiojber@wjsconsjn.gov] 
Sent: Wednesday, February 23, 2011 8:01 AM 
To: Adam Nordstrom; Katie Altshuler 
Cc: Fulmer Landon 
Subject: RE: WI and OK 

Stay tuned 

Cell 

Things with NGA this wknd. are in flux with current events in the State 
Captl.. ... 
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Bill Kloiber
Deputy Director
State of Wisconsin
Office of State - Federal Relations
(202) 624-5870
Hall of States
444 N. Capitol St., NW
Suite 613
Washington, DC 20001-1581
-----Original Message-----
From: Adam Nordstrom [
Sent: Wednesday, February 23, 2011 7:56 AM
To: Katie.Altshuler@gov.ok.gov; Kloiber, Bill - DOA
Cc: Fulmer Landon
Subject: RE: WI and OK

Katie, Bill:

Copied on this e-mail is Landon Fulmer, Policy Director for Gov.
Brownback of Kansas.  Yesterday we discussed getting Landon together
with you or your policy directors during RGA or NGA, perhaps on Sunday
after the last policy meeting adjourns.

Specifically, Landon would like to discuss strategy around the award of
HHS Early Innovator Grants for exchange IT, especially since KS, OK and
WI are all recipients, all three have new governors, and all three are
on recent RGA letters re: health care.

If you think that you or one of your colleagues could make that happen
after 4:30 on Sunday,  let us know.

Sincerely,
Adam Nordstrom
Washington Director - State of Kansas
Direct: 202-715-2923
Cell: 

-----Original Message-----
From: Marie Sanderson
Sent: Tuesday, February 22, 2011 9:30 PM
To: Adam Nordstrom
Cc: Katie.Altshuler@gov.ok.gov; bill.kloiber@wisconsin.gov
Subject: Re: WI and OK

Sorry for the delay, Adam, been on the road today.

I'm copying Katie from OK and Bill from WI.  Guys, meet Adam from KS.

Thanks,
Marie

Marie Thomas Sanderson
Director of Federal Policy
Office of Governor Haley Barbour
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>>> "Adam Nordstrom"  02/22/11 4:29 PM >>>
Can you send me best contact info for our colleagues in WI and OK?

Thanks!

Adam Nordstrom
Kansas
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From: Landon Fulmer
To: Adam Nordstrom; Katie Altshuler; Bill.Kloiber@wisconsin.gov
Subject: Re: WI and OK
Date: Wednesday, April 06, 2011 3:28:13 PM

I can do 10am central on Friday. Would this work? Tomorrow's really bad for me.
-----Original Message-----
From: "Adam Nordstrom" 
Date: Wed, 6 Apr 2011 11:26:22
To: Katie Altshuler<Katie.Altshuler@gov.ok.gov>; <landoful >; <Bill.Kloiber@wisconsin.gov>
Subject: RE: WI and OK

Defer to landon.  I'd only be available until about 10:20 on Th.  Free
on Friday.  [Kloiber could care less about my schedule.]

Adam

-----Original Message-----
From: Katie Altshuler [mailto:Katie.Altshuler@gov.ok.gov]
Sent: Wednesday, April 06, 2011 11:21 AM
To: Adam Nordstrom; landoful  Bill.Kloiber@wisconsin.gov
Subject: RE: WI and OK
Importance: High

Checking back in to see if we might be able to set up a call to discuss
exchange/early innovator grant? Anytime between 9:30 am and 12:30 pm CST
tomorrow (Thursday) or on Friday?

Katie Altshuler, Policy Director
Office of Governor Mary Fallin
2300 North Lincoln Boulevard, Suite 212
Oklahoma City, Oklahoma 73105
405.521.2342
katie.altshuler@gov.ok.gov

-----Original Message-----
From: Adam Nordstrom 
Sent: Tuesday, March 29, 2011 4:20 PM
To: Katie Altshuler; landoful ; Bill.Kloiber@wisconsin.gov
Subject: RE: WI and OK

Landon is the instigator here, so I defer to him.  I am free Thursday
and Fri with the exception of a late lunch (1 PM CDT) Thursday and a 9
AM CDT conference call on Fri.

Tomorrow is all day meetings for me.

-----Original Message-----
From: Katie Altshuler [mailto:Katie.Altshuler@gov.ok.gov]
Sent: Tuesday, March 29, 2011 4:33 PM
To: 'landoful ; Adam Nordstrom; 'Bill.Kloiber@wisconsin.gov'
Subject: Re: WI and OK

Is anybody out there? I think I am now officially stalking you guys -
any chance for a call this week?!
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Thank you, Katie

----- Original Message -----
From: Katie Altshuler
Sent: Monday, March 28, 2011 09:54 AM
To: landoful@  Adam Nordstrom

; Bill.Kloiber@wisconsin.gov
<Bill.Kloiber@wisconsin.gov>
Subject: RE: WI and OK

You guys available for a conference call this week? Perhaps tomorrow
afternoon?

Katie Altshuler, Policy Director
Office of Governor Mary Fallin
2300 North Lincoln Boulevard, Suite 212
Oklahoma City, Oklahoma 73105
405.521.2342
katie.altshuler@gov.ok.gov

-----Original Message-----
From: Landon Fulmer 
Sent: Thursday, March 24, 2011 11:41 PM
To: Adam Nordstrom; Katie Altshuler; Bill.Kloiber@wisconsin.gov
Subject: Re: WI and OK

Well our tea partiers are focusing more on our "big spending budget"
that cuts only 500M instead of the 800M they wanted. However they're
impressed that we've basically said we're gonna dismantle our arts
commission and we just broke a log jam on 3 major anti-abortion bills
(an achievement in the land of Tiller).

We don't have to pass legislation to begin implementation of the
exchange. There is a discussion as to whether or not we need a bill next
year to finalize the program, but there are smart legal minds on both
sides of the issue.
-----Original Message-----
From: "Adam Nordstrom" 
Date: Thu, 24 Mar 2011 13:26:59
To: Katie Altshuler<Katie.Altshuler@gov.ok.gov>; <landoful >;
<Bill.Kloiber@wisconsin.gov>
Subject: RE: WI and OK

I just left a lunch with our Lt. Gov.  He mentioned the same dynamic.
I'll let Landon speak for under the dome in Topeka, but did not strike
the Lt.Gov as "getting the crap beat out of us" however it probably
would be fair to say that "sideways glances occasionally occur."

-----Original Message-----
From: Katie Altshuler [mailto:Katie.Altshuler@gov.ok.gov]
Sent: Thursday, March 24, 2011 1:08 PM
To: 'landoful '; Adam Nordstrom; 'Bill.Kloiber@wisconsin.gov'
Subject: Re: WI and OK

Just checking back in would love to talk soon if we can, don't know
about you but we are getting the crap beat out of us for accepting the
early innovator grant by tea party and most legislators, are you all
having similar problems?
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----- Original Message -----
From: Katie Altshuler
Sent: Thursday, March 17, 2011 04:25 PM
To: landoful@  Adam Nordstrom

; Bill.Kloiber@wisconsin.gov
<Bill.Kloiber@wisconsin.gov>
Subject: RE: WI and OK

I will be in DC for an NGA conference Wed-Fri. Our deadline week is this
week! What about early the week after next? Monday the 28th or Tuesday
the 29th, I am pretty flexible both days.

Katie Altshuler, Policy Director
Office of Governor Mary Fallin
2300 North Lincoln Boulevard, Suite 212
Oklahoma City, Oklahoma 73105
405.521.2342
katie.altshuler@gov.ok.gov

-----Original Message-----
From: Landon Fulmer 
Sent: Thursday, March 17, 2011 4:20 PM
To: Katie Altshuler; Adam Nordstrom; Bill.Kloiber@wisconsin.gov
Subject: Re: WI and OK

Next week Mon thru Wed are really bad for me as it's drop dead week on
the floors for original bills. Thu would be good, Fri would be best.
-----Original Message-----
From: Katie Altshuler <Katie.Altshuler@gov.ok.gov>
Date: Thu, 17 Mar 2011 16:15:29
To: Adam Nordstrom<Adam.nordstrom@cch-llc.com>;
Bill.Kloiber@wisconsin.gov<Bill.Kloiber@wisconsin.gov>
Cc: landoful@gmail.com<landoful@gmail.com>
Subject: RE: WI and OK

Are you available Tuesday at anytime between 11 am and 1 pm CST?

Katie Altshuler, Policy Director
Office of Governor Mary Fallin
2300 North Lincoln Boulevard, Suite 212
Oklahoma City, Oklahoma 73105
405.521.2342
katie.altshuler@gov.ok.gov

-----Original Message-----
From: Adam Nordstrom [mailto:Adam.nordstrom@cch-llc.com]
Sent: Thursday, March 17, 2011 4:11 PM
To: Katie Altshuler; Bill.Kloiber@wisconsin.gov
Cc: landoful@gmail.com
Subject: RE: WI and OK

I defer to landon.  Generally free during recess.

-----Original Message-----
From: Katie Altshuler [mailto:Katie.Altshuler@gov.ok.gov]
Sent: Thursday, March 17, 2011 4:54 PM
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To: 'Bill.Kloiber@wisconsin.gov'; Adam Nordstrom
Cc: 'landoful@gmail.com'
Subject: Re: WI and OK

Would love to regroup to talk exchanges - are you guys available for a
conference call early next week?

----- Original Message -----
From: Katie Altshuler
Sent: Wednesday, February 23, 2011 02:57 PM
To: Kloiber, Bill - DOA <Bill.Kloiber@wisconsin.gov>; Adam Nordstrom

Cc: Fulmer Landon 
Subject: RE: WI and OK

Hello! I talked to Landon last weekend and said I would facilitate a
conference call, Bill and I have traded several messages and things just
got over taken by other events. I apologize.  I will not be at NGA. Our
Secretary of State Glenn Coffee will be there, so I will check with him,
but I am pretty sure his schedule is already very tight. 

I am up for a conference call anytime. Thanks, Katie Cell

Katie Altshuler, Policy Director
Office of Governor Mary Fallin
2300 North Lincoln Boulevard, Suite 212
Oklahoma City, Oklahoma 73105
405.521.2342
katie.altshuler@gov.ok.gov

-----Original Message-----
From: Kloiber, Bill - DOA [mailto:Bill.Kloiber@wisconsin.gov]
Sent: Wednesday, February 23, 2011 8:01 AM
To: Adam Nordstrom; Katie Altshuler
Cc: Fulmer Landon
Subject: RE: WI and OK

Stay tuned

Things with NGA this wknd. are in flux with current events in the State
Captl.....

Bill Kloiber
Deputy Director
State of Wisconsin
Office of State - Federal Relations
(202) 624-5870
Hall of States
444 N. Capitol St., NW
Suite 613
Washington, DC 20001-1581
-----Original Message-----
From: Adam Nordstrom [ ]
Sent: Wednesday, February 23, 2011 7:56 AM
To: Katie.Altshuler@gov.ok.gov; Kloiber, Bill - DOA
Cc: Fulmer Landon
Subject: RE: WI and OK
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Katie, Bill:

Copied on this e-mail is Landon Fulmer, Policy Director for Gov.
Brownback of Kansas.  Yesterday we discussed getting Landon together
with you or your policy directors during RGA or NGA, perhaps on Sunday
after the last policy meeting adjourns.

Specifically, Landon would like to discuss strategy around the award of
HHS Early Innovator Grants for exchange IT, especially since KS, OK and
WI are all recipients, all three have new governors, and all three are
on recent RGA letters re: health care.

If you think that you or one of your colleagues could make that happen
after 4:30 on Sunday,  let us know.

Sincerely,
Adam Nordstrom
Washington Director - State of Kansas
Direct: 202-715-2923
Cell: 

-----Original Message-----
From: Marie Sanderson
Sent: Tuesday, February 22, 2011 9:30 PM
To: Adam Nordstrom
Cc: Katie.Altshuler@gov.ok.gov; bill.kloiber@wisconsin.gov
Subject: Re: WI and OK

Sorry for the delay, Adam, been on the road today.

I'm copying Katie from OK and Bill from WI.  Guys, meet Adam from KS.

Thanks,
Marie

Marie Thomas Sanderson
Director of Federal Policy
Office of Governor Haley Barbour
>>> "Adam Nordstrom"  02/22/11 4:29 PM >>>
Can you send me best contact info for our colleagues in WI and OK?

Thanks!

Adam Nordstrom
Kansas
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From: Kloiber, Bill - DOA
To: Katie Altshuler
Subject: RE: WI and OK
Date: Monday, March 28, 2011 10:53:20 AM

sure

Bill Kloiber
Deputy Director
State of Wisconsin
Office of State - Federal Relations
(202) 624 - 5870
Hall of States
444 N. Capitol St., NW
Suite 613
Washington, DC 20001-1581

-----Original Message-----
From: Katie Altshuler [mailto:Katie.Altshuler@gov.ok.gov]
Sent: Monday, March 28, 2011 10:55 AM
To: landoful ; Adam Nordstrom; Kloiber, Bill - DOA
Subject: RE: WI and OK
Importance: High

You guys available for a conference call this week? Perhaps tomorrow afternoon?

Katie Altshuler, Policy Director
Office of Governor Mary Fallin
2300 North Lincoln Boulevard, Suite 212
Oklahoma City, Oklahoma 73105
405.521.2342
katie.altshuler@gov.ok.gov

-----Original Message-----
From: Landon Fulmer [
Sent: Thursday, March 24, 2011 11:41 PM
To: Adam Nordstrom; Katie Altshuler; Bill.Kloiber@wisconsin.gov
Subject: Re: WI and OK

Well our tea partiers are focusing more on our "big spending budget" that cuts only 500M instead of the
800M they wanted. However they're impressed that we've basically said we're gonna dismantle our arts
commission and we just broke a log jam on 3 major anti-abortion bills (an achievement in the land of
Tiller).

We don't have to pass legislation to begin implementation of the exchange. There is a discussion as to
whether or not we need a bill next year to finalize the program, but there are smart legal minds on both
sides of the issue.
-----Original Message-----
From: "Adam Nordstrom" < >
Date: Thu, 24 Mar 2011 13:26:59
To: Katie Altshuler<Katie.Altshuler@gov.ok.gov>; <landoful >; <Bill.Kloiber@wisconsin.gov>
Subject: RE: WI and OK

I just left a lunch with our Lt. Gov.  He mentioned the same dynamic.
I'll let Landon speak for under the dome in Topeka, but did not strike
the Lt.Gov as "getting the crap beat out of us" however it probably
would be fair to say that "sideways glances occasionally occur."
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-----Original Message-----
From: Katie Altshuler [mailto:Katie.Altshuler@gov.ok.gov]
Sent: Thursday, March 24, 2011 1:08 PM
To: 'landoful '; Adam Nordstrom; 'Bill.Kloiber@wisconsin.gov'
Subject: Re: WI and OK

Just checking back in would love to talk soon if we can, don't know
about you but we are getting the crap beat out of us for accepting the
early innovator grant by tea party and most legislators, are you all
having similar problems?

----- Original Message -----
From: Katie Altshuler
Sent: Thursday, March 17, 2011 04:25 PM
To: landoful@  Adam Nordstrom

>; Bill.Kloiber@wisconsin.gov
<Bill.Kloiber@wisconsin.gov>
Subject: RE: WI and OK

I will be in DC for an NGA conference Wed-Fri. Our deadline week is this
week! What about early the week after next? Monday the 28th or Tuesday
the 29th, I am pretty flexible both days.

Katie Altshuler, Policy Director
Office of Governor Mary Fallin
2300 North Lincoln Boulevard, Suite 212
Oklahoma City, Oklahoma 73105
405.521.2342
katie.altshuler@gov.ok.gov

-----Original Message-----
From: Landon Fulmer 
Sent: Thursday, March 17, 2011 4:20 PM
To: Katie Altshuler; Adam Nordstrom; Bill.Kloiber@wisconsin.gov
Subject: Re: WI and OK

Next week Mon thru Wed are really bad for me as it's drop dead week on
the floors for original bills. Thu would be good, Fri would be best.
-----Original Message-----
From: Katie Altshuler <Katie.Altshuler@gov.ok.gov>
Date: Thu, 17 Mar 2011 16:15:29
To: Adam Nordstrom
Bill.Kloiber@wisconsin.gov<Bill.Kloiber@wisconsin.gov>
Cc: landoful
Subject: RE: WI and OK

Are you available Tuesday at anytime between 11 am and 1 pm CST?

Katie Altshuler, Policy Director
Office of Governor Mary Fallin
2300 North Lincoln Boulevard, Suite 212
Oklahoma City, Oklahoma 73105
405.521.2342
katie.altshuler@gov.ok.gov
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-----Original Message-----
From: Adam Nordstrom [mailto:Adam.nordstrom@cch-llc.com]
Sent: Thursday, March 17, 2011 4:11 PM
To: Katie Altshuler; Bill.Kloiber@wisconsin.gov
Cc: 
Subject: RE: WI and OK

I defer to landon.  Generally free during recess.

-----Original Message-----
From: Katie Altshuler [mailto:Katie.Altshuler@gov.ok.gov]
Sent: Thursday, March 17, 2011 4:54 PM
To: 'Bill.Kloiber@wisconsin.gov'; Adam Nordstrom
Cc: 'landoful '
Subject: Re: WI and OK

Would love to regroup to talk exchanges - are you guys available for a
conference call early next week?

----- Original Message -----
From: Katie Altshuler
Sent: Wednesday, February 23, 2011 02:57 PM
To: Kloiber, Bill - DOA <Bill.Kloiber@wisconsin.gov>; Adam Nordstrom

>
Cc: Fulmer Landon 
Subject: RE: WI and OK

Hello! I talked to Landon last weekend and said I would facilitate a
conference call, Bill and I have traded several messages and things just
got over taken by other events. I apologize.  I will not be at NGA. Our
Secretary of State Glenn Coffee will be there, so I will check with him,
but I am pretty sure his schedule is already very tight.

I am up for a conference call anytime. Thanks, Katie  Cell

Katie Altshuler, Policy Director
Office of Governor Mary Fallin
2300 North Lincoln Boulevard, Suite 212
Oklahoma City, Oklahoma 73105
405.521.2342
katie.altshuler@gov.ok.gov

-----Original Message-----
From: Kloiber, Bill - DOA [mailto:Bill.Kloiber@wisconsin.gov]
Sent: Wednesday, February 23, 2011 8:01 AM
To: Adam Nordstrom; Katie Altshuler
Cc: Fulmer Landon
Subject: RE: WI and OK

Stay tuned

Things with NGA this wknd. are in flux with current events in the State
Captl.....

Bill Kloiber
Deputy Director
State of Wisconsin
Office of State - Federal Relations
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(202) 624-5870
Hall of States
444 N. Capitol St., NW
Suite 613
Washington, DC 20001-1581
-----Original Message-----
From: Adam Nordstrom 
Sent: Wednesday, February 23, 2011 7:56 AM
To: Katie.Altshuler@gov.ok.gov; Kloiber, Bill - DOA
Cc: Fulmer Landon
Subject: RE: WI and OK

Katie, Bill:

Copied on this e-mail is Landon Fulmer, Policy Director for Gov.
Brownback of Kansas.  Yesterday we discussed getting Landon together
with you or your policy directors during RGA or NGA, perhaps on Sunday
after the last policy meeting adjourns.

Specifically, Landon would like to discuss strategy around the award of
HHS Early Innovator Grants for exchange IT, especially since KS, OK and
WI are all recipients, all three have new governors, and all three are
on recent RGA letters re: health care.

If you think that you or one of your colleagues could make that happen
after 4:30 on Sunday,  let us know.

Sincerely,
Adam Nordstrom
Washington Director - State of Kansas
Direct: 202-715-2923
Cell:

-----Original Message-----
From: Marie Sanderson
Sent: Tuesday, February 22, 2011 9:30 PM
To: Adam Nordstrom
Cc: Katie.Altshuler@gov.ok.gov; bill.kloiber@wisconsin.gov
Subject: Re: WI and OK

Sorry for the delay, Adam, been on the road today.

I'm copying Katie from OK and Bill from WI.  Guys, meet Adam from KS.

Thanks,
Marie

Marie Thomas Sanderson
Director of Federal Policy
Office of Governor Haley Barbour
>>> "Adam Nordstrom"  02/22/11 4:29 PM >>>
Can you send me best contact info for our colleagues in WI and OK?

Thanks!
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Adam Nordstrom
Kansas
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From: Landon Fulmer
To: Adam Nordstrom; Katie Altshuler; Bill.Kloiber@wisconsin.gov
Subject: Re: WI and OK
Date: Friday, April 08, 2011 8:17:59 AM

Thanks!
-----Original Message-----
From: "Adam Nordstrom" 
Date: Fri, 8 Apr 2011 09:17:01
To: Katie Altshuler<Katie.Altshuler@gov.ok.gov>; <landoful >; <Bill.Kloiber@wisconsin.gov>
Subject: RE: WI and OK

10 EDT / 9CDT

Call in: (888) 827-4950
Pass Code:  769 692  (same as before)

-----Original Message-----
From: Katie Altshuler [mailto:Katie.Altshuler@gov.ok.gov]
Sent: Friday, April 08, 2011 8:18 AM
To: 'landoful '; 'Bill.Kloiber@wisconsin.gov'; Adam Nordstrom
Subject: Re: WI and OK

I think 30 min. is fine, but if 2 pm CST is better that is okay too. 

Bill, I spoke with Dennis Smith yesterday so I am more up to speed on
what WI is doing, I want to catch up with you as well, but for today it
is more critical that I figure out where KS is on this deal!

Thank you, Katie

----- Original Message -----
From: Landon Fulmer [mailto ]
Sent: Friday, April 08, 2011 07:12 AM
To: Kloiber, Bill - DOA <Bill.Kloiber@wisconsin.gov>; Katie Altshuler;
Adam Nordstrom < >
Subject: Re: WI and OK

I have a 930 central as well so we'll need to limit the time.
-----Original Message-----
From: "Kloiber, Bill - DOA" <Bill.Kloiber@wisconsin.gov>
Date: Fri, 8 Apr 2011 05:42:04
To: 'Katie.Altshuler@gov.ok.gov'<Katie.Altshuler@gov.ok.gov>;
'landoful@ ;
'Adam.nordstrom
Subject: Re: WI and OK

I have a 1030 mtg est

----- Original Message -----
From: Katie Altshuler [mailto:Katie.Altshuler@gov.ok.gov]
Sent: Thursday, April 07, 2011 10:42 PM
To: 'landoful@
'Adam.nordstrom@  Kloiber, Bill
- DOA
Subject: Re: WI and OK

I can do 9 am CST
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----- Original Message ----
From: Landon Fulmer 
Sent: Thursday, April 
To: Adam Nordstrom 
Biii.Kioiber@wisconsin.gov 
Subject: Re: WI and OK 

I hate to do this, but is it possible to move our conf call to either 9 
central or 2 central? Sorry for the late message. 
-----Original Message----
From: "Adam Nordstrom" 
Date: Wed, 6 Apr 2011 
To: Katie Altshuler<Katie.Aitshuler@gov.ok.gov>; <landofu->; 
< Biii.Kioiber@wisconsin.gov> 
Subject: RE: WI and OK 

If you want a conference call # we can use mine at: 

Adam 

-----Original Message-----
From: Katie Altshuler [mailto:Katie.Aitshuler@gov.ok.gov] 
Sent: Wed 2011 4:29PM 
To: ; Adam Nordstrom; 'Biii.Kioiber@wisconsin.gov' 
Subject: Re: 

YES, thank you! 

; Katie Altshuler; 
<ruv..rr~c:l'ln~•n.gov> 

I can do lOam central on Friday. Would this work? Tomorrow's really bad 
for me. 
-----Original Message----
From: "Adam Nordstrom" 
Date: Wed, 6 Apr 2011 1 
To: Katie Altshuler<Katie.Aitshuler@gov.ok.gov> ; <landofu->; 
< Biii.Kioiber@wisconsin.gov> 
Subject: RE: WI and OK 

Defer to Iandon. I'd only be available until about 10:20 on Th. Free 
on Friday. [Kloiber could care less about my schedule.] 

Adam 

-----Original Message-----
From: Katie Altshuler [mailto: Katje,Aitshuler@goy,ok,goy] 
Sent: Wednesday, April 06, 2011 11:21 AM 
To: Adam Nordstrom; landofu- Biii.Kioiber@wisconsin.gov 
Subject: RE: WI and OK 
Importance: High 
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Checking back in to see if we might be able to set up a call to discuss 
exchange/early innovator grant? Anytime between 9:30am and 12:30 pm CST 
tomorrow (Thursday) or on Friday? 

Katie Altshuler, Policy Director 
Office of Governor Mary Fallin 
2300 North Lincoln Boulevard, Suite 212 
Oklahoma City, Oklahoma 73105 
405.521.2342 
katie.altshuler@gov.ok.gov 

-----Original Message----
From: Adam Nordstrom 
Sent: Tuesday, March 
To: Katie Altshuler; landofu- ; Biii.Kioiber@wisconsin .gov 
Subject: RE: WI and OK 

Landon is the instigator here, so I defer to him. I am free Thursday 
and Fri with the exception of a late lunch (1 PM COT) Thursday and a 9 
AM COT conference call on Fri. 

Tomorrow is all day meetings for me. 

-----Original Message-----
From: Katie Altshuler [mailto:Katje Altshuler@goy.ok.gov] 
Sent: March 29, 2011 4:33PM 
To: ; Adam Nordstrom; 'Biii.Kioiber@wisconsin.gov' 
Subject: Re: 

Is anybody out there? I think I am now officially stalking you guys 
any chance for a call this week?! 

Thank you, Katie 

----- Original Message -----
From: Katie Altshuler 
Sent: Mnnrt="' 

To: 

Kloiber(ruv..ri.:;c:l'ln.:;in.gov> 
Subject: RE: WI and OK 

You guys available for a conference call this week? Perhaps tomorrow 
afternoon? 

Katie Altshuler, Policy Director 
Office of Governor Mary Fallin 
2300 North Lincoln Boulevard, Suite 212 
Oklahoma City, Oklahoma 73105 
405.521.2342 
katie.altshuler@gov.ok.gov 

-----Original Message----
From: Landon Fulmer 
Sent: Thursday, March 
To: Adam Nordstrom; Katie Altshuler; Biii.Kioiber@wisconsin.gov 
Subject: Re: WI and OK 
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Well our tea partiers are focusing more on our "big spending budget"
that cuts only 500M instead of the 800M they wanted. However they're
impressed that we've basically said we're gonna dismantle our arts
commission and we just broke a log jam on 3 major anti-abortion bills
(an achievement in the land of Tiller).

We don't have to pass legislation to begin implementation of the
exchange. There is a discussion as to whether or not we need a bill next
year to finalize the program, but there are smart legal minds on both
sides of the issue.
-----Original Message-----
From: "Adam Nordstrom" 
Date: Thu, 24 Mar 2011 13:26:59
To: Katie Altshuler<Katie.Altshuler@gov.ok.gov>; <landoful
<Bill.Kloiber@wisconsin.gov>
Subject: RE: WI and OK

I just left a lunch with our Lt. Gov.  He mentioned the same dynamic.
I'll let Landon speak for under the dome in Topeka, but did not strike
the Lt.Gov as "getting the crap beat out of us" however it probably
would be fair to say that "sideways glances occasionally occur."

-----Original Message-----
From: Katie Altshuler [mailto:Katie.Altshuler@gov.ok.gov]
Sent: Thursday, March 24, 2011 1:08 PM
To: 'landoful '; Adam Nordstrom; 'Bill.Kloiber@wisconsin.gov'
Subject: Re: WI and OK

Just checking back in would love to talk soon if we can, don't know
about you but we are getting the crap beat out of us for accepting the
early innovator grant by tea party and most legislators, are you all
having similar problems?

----- Original Message -----
From: Katie Altshuler
Sent: Thursday, March 17, 2011 04:25 PM
To: landoful@  Adam Nordstrom

>; Bill.Kloiber@wisconsin.gov
<Bill.Kloiber@wisconsin.gov>
Subject: RE: WI and OK

I will be in DC for an NGA conference Wed-Fri. Our deadline week is this
week! What about early the week after next? Monday the 28th or Tuesday
the 29th, I am pretty flexible both days.

Katie Altshuler, Policy Director
Office of Governor Mary Fallin
2300 North Lincoln Boulevard, Suite 212
Oklahoma City, Oklahoma 73105
405.521.2342
katie.altshuler@gov.ok.gov

-----Original Message-----
From: Landon Fulmer 
Sent: Thursday, March 17, 2011 4:20 PM
To: Katie Altshuler; Adam Nordstrom; Bill.Kloiber@wisconsin.gov
Subject: Re: WI and OK
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Next week Mon thru Wed are really bad for me as it's drop dead week on
the floors for original bills. Thu would be good, Fri would be best.
-----Original Message-----
From: Katie Altshuler <Katie.Altshuler@gov.ok.gov>
Date: Thu, 17 Mar 2011 16:15:29
To: Adam Nordstrom<
Bill.Kloiber@wisconsin.gov<Bill.Kloiber@wisconsin.gov>
Cc: landoful
Subject: RE: WI and OK

Are you available Tuesday at anytime between 11 am and 1 pm CST?

Katie Altshuler, Policy Director
Office of Governor Mary Fallin
2300 North Lincoln Boulevard, Suite 212
Oklahoma City, Oklahoma 73105
405.521.2342
katie.altshuler@gov.ok.gov

-----Original Message-----
From: Adam Nordstrom 
Sent: Thursday, March 17, 2011 4:11 PM
To: Katie Altshuler; Bill.Kloiber@wisconsin.gov
Cc: landoful
Subject: RE: WI and OK

I defer to landon.  Generally free during recess.

-----Original Message-----
From: Katie Altshuler [mailto:Katie.Altshuler@gov.ok.gov]
Sent: Thursday, March 17, 2011 4:54 PM
To: 'Bill.Kloiber@wisconsin.gov'; Adam Nordstrom
Cc: 'landoful '
Subject: Re: WI and OK

Would love to regroup to talk exchanges - are you guys available for a
conference call early next week?

----- Original Message -----
From: Katie Altshuler
Sent: Wednesday, February 23, 2011 02:57 PM
To: Kloiber, Bill - DOA <Bill.Kloiber@wisconsin.gov>; Adam Nordstrom

Cc: Fulmer Landon 
Subject: RE: WI and OK

Hello! I talked to Landon last weekend and said I would facilitate a
conference call, Bill and I have traded several messages and things just
got over taken by other events. I apologize.  I will not be at NGA. Our
Secretary of State Glenn Coffee will be there, so I will check with him,
but I am pretty sure his schedule is already very tight. 

I am up for a conference call anytime. Thanks, Katie  Cell

Katie Altshuler, Policy Director
Office of Governor Mary Fallin
2300 North Lincoln Boulevard, Suite 212
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Oklahoma City, Oklahoma 73105
405.521.2342
katie.altshuler@gov.ok.gov

-----Original Message-----
From: Kloiber, Bill - DOA [mailto:Bill.Kloiber@wisconsin.gov]
Sent: Wednesday, February 23, 2011 8:01 AM
To: Adam Nordstrom; Katie Altshuler
Cc: Fulmer Landon
Subject: RE: WI and OK

Stay tuned

Things with NGA this wknd. are in flux with current events in the State
Captl.....

Bill Kloiber
Deputy Director
State of Wisconsin
Office of State - Federal Relations
(202) 624-5870
Hall of States
444 N. Capitol St., NW
Suite 613
Washington, DC 20001-1581
-----Original Message-----
From: Adam Nordstrom 
Sent: Wednesday, February 23, 2011 7:56 AM
To: Katie.Altshuler@gov.ok.gov; Kloiber, Bill - DOA
Cc: Fulmer Landon
Subject: RE: WI and OK

Katie, Bill:

Copied on this e-mail is Landon Fulmer, Policy Director for Gov.
Brownback of Kansas.  Yesterday we discussed getting Landon together
with you or your policy directors during RGA or NGA, perhaps on Sunday
after the last policy meeting adjourns.

Specifically, Landon would like to discuss strategy around the award of
HHS Early Innovator Grants for exchange IT, especially since KS, OK and
WI are all recipients, all three have new governors, and all three are
on recent RGA letters re: health care.

If you think that you or one of your colleagues could make that happen
after 4:30 on Sunday,  let us know.

Sincerely,
Adam Nordstrom
Washington Director - State of Kansas
Direct: 202-715-2923
Cell: 

-----Original Message-----
From: Marie Sanderson
Sent: Tuesday, February 22, 2011 9:30 PM
To: Adam Nordstrom
Cc: Katie.Altshuler@gov.ok.gov; bill.kloiber@wisconsin.gov

3164



Subject: Re: WI and OK

Sorry for the delay, Adam, been on the road today.

I'm copying Katie from OK and Bill from WI.  Guys, meet Adam from KS.

Thanks,
Marie

Marie Thomas Sanderson
Director of Federal Policy
Office of Governor Haley Barbour
>>> "Adam Nordstrom"  02/22/11 4:29 PM >>>
Can you send me best contact info for our colleagues in WI and OK?

Thanks!

Adam Nordstrom
Kansas
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From: Cody Inman
To: Katie Altshuler
Subject: RE: Would you like something about SQ 756
Date: Thursday, December 06, 2012 1:48:12 PM

Ok, thanks
 

From: Katie Altshuler 
Sent: Thursday, December 06, 2012 1:48 PM
To: Cody Inman
Subject: RE: Would you like something about SQ 756
 
I think so
 
Katie Altshuler, Policy Director
Office of Governor Mary Fallin
2300 North Lincoln Boulevard, Suite 212
Oklahoma City, Oklahoma 73105
405.521.2342
katie.altshuler@gov.ok.gov

 
 

From: Cody Inman 
Sent: Thursday, December 06, 2012 1:47 PM
To: Katie Altshuler
Subject: Would you like something about SQ 756
 
To be included in the PPACA letter?
 
 
 
 
 
______________________________________
Cody Inman
Senior Public Affairs Officer
Office of the Governor | State of Oklahoma
The Honorable Mary Fallin
cody.inman@gov.ok.gov
t - (405) 521-2342
 
Gov. Fallin on Facebook:  www.facebook.com/GovernorMaryFallin
Gov. Fallin on Twitter:  www.twitter.com/GovMaryFallin
Gov. Fallin on the Web:  www.governor.ok.gov
 
Oklahoma business owners and executives:  share your input on how we can further strengthen Oklahoma's
business climate by completing the survey at www.FallinforBusiness.com.
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From: Alex Weintz
To: Katie Altshuler; Denise Northrup
Cc: Aaron Cooper
Subject: Re:
Date: Thursday, March 31, 2011 1:40:00 PM

Questions from press for speaker:
- reax to bingman statement
We did this to get out in front of obamacare and draft free market plan. We all oppose obamacare.
Looking forward to seeing what bingmans concern is and what his plans are.
- could state compacts bill be a vehicle?
I don't know.
- can we still spend the money?
If we don't establish a board and a free market exchange then the feds will come in and establish it
- will state give money back?
I don't know
- bingman says we are trapping ourselves into obamacare
Respectfully disagree. Its meant to prevent obamacare. We will have obamacare in 2013
- were u surprised
Didn't really answer
- senate/house relations strained?
We r all committed to fighting federal overreach
- will it impact bingmans bills in house?
I need to visit with bingman
- are you now out there on ur own on this issue?
Reiterated position on exchanges

----- Original Message -----
From: Alex Weintz
Sent: Thursday, March 31, 2011 01:28 PM
To: Katie Altshuler; Denise Northrup

I'm at steele's presser to see what the deal is
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From: Alex Weintz
To: Katie Altshuler; Denise Northrup
Cc: Aaron Cooper
Subject: Re:
Date: Thursday, March 31, 2011 1:51:51 PM

Also:
- are 3 percent cuts realistic?
I think cuts will be 3-5 percent for core services. 5-7 percent in other areas
- missed deadline on education timeline.
We'll get there as soon as possible. Education is a big part of our budget and we're working on it
- can education take more cuts?
Education is a priority but its impossible to hold anyone harmless

----- Original Message -----
From: Alex Weintz
Sent: Thursday, March 31, 2011 01:39 PM
To: Katie Altshuler; Denise Northrup
Cc: Aaron Cooper
Subject: Re:

Questions from press for speaker:
- reax to bingman statement
We did this to get out in front of obamacare and draft free market plan. We all oppose obamacare.
Looking forward to seeing what bingmans concern is and what his plans are.
- could state compacts bill be a vehicle?
I don't know.
- can we still spend the money?
If we don't establish a board and a free market exchange then the feds will come in and establish it
- will state give money back?
I don't know
- bingman says we are trapping ourselves into obamacare
Respectfully disagree. Its meant to prevent obamacare. We will have obamacare in 2013
- were u surprised
Didn't really answer
- senate/house relations strained?
We r all committed to fighting federal overreach
- will it impact bingmans bills in house?
I need to visit with bingman
- are you now out there on ur own on this issue?
Reiterated position on exchanges

----- Original Message -----
From: Alex Weintz
Sent: Thursday, March 31, 2011 01:28 PM
To: Katie Altshuler; Denise Northrup

I'm at steele's presser to see what the deal is
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From: Alex Weintz
To: Aaron Cooper; Denise Northrup; Glenn Coffee; Katie Altshuler
Subject: READ THIS ONE FIRST: draft - obamacare 1yr anniversary statement
Date: Tuesday, March 22, 2011 1:59:21 PM

Sorry guys we made a few changes. Please use this version. Sorry for the confusion
 
                A year ago today, President Obama signed into law one of the most ill-conceived pieces of
legislation to have ever come from Washington, D.C.: the Patient Protection and Affordable Care
Act. ‘ObamaCare,’ as it has come to be known, is both an assault on our constitutional liberties and a
burden on our already struggling economy.
                In Oklahoma, the law stands to impose approximately $440 million in unfunded mandates
on our state government at a time when we are already struggling to balance our budget and pull
our economy out of a recession. And unlike the federal government, we can’t print money or
borrow it from China – those funds will come directly out of other state programs in Oklahoma.
                I was proud to be one of the 65% of Oklahomans who voted for and helped to pass an
amendment to the Oklahoma constitution designed to block the “individual mandate’ contained
within the federal health care law. As governor , I continue to offer my full support to our attorney
general, who is leading our legal challenge against the PPACA, as well as the national effort to repeal
and replace the law. Succeeding in these efforts is important to our economy, our health and our
freedom – both in Oklahoma and nationwide.    
 
 
 
 

From: Aaron Cooper 
Sent: Tuesday, March 22, 2011 1:35 PM
To: Denise Northrup; Glenn Coffee; Katie Altshuler
Cc: Alex Weintz
Subject: draft - obamacare 1yr anniversary statement
 
One-year anniversary is tomorrow.  Below is a draft statement.  Please review and let us know of
any edits.  Thanks.
 
 

One-year ago today I voted against the president’s health care plan as a member of the U.S.
Congress. And though the measure was passed into law, I remain optimistic efforts to repeal
or overturn the bill will be successful.
 
One of my main concerns with the bill, like most Oklahomans, is that the individual mandate
forcing consumers to purchase health care insurance contained within the federal health
care law is unconstitutional.  As a result, I fully support Oklahoma Attorney General Scott
Pruitt as he leads our state’s legal challenge against the federal health care bill.
 
And the federal health care bill is not only unconstitutional, but it is a significant burden on
state budgets.  The bill will cost Oklahoma more than $400 million to implement because it
shifts Medicaid costs onto states.  That is unworkable and unaffordable especially
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considering the current budget climate. 
 
Instead of the heavy-handed bureaucratic approach offered by the federal health care bill,
we need to pursue free-market based solutions to solve the health care needs of Oklahoma
and that is exactly what I will do as governor.

 
 
 

Aaron Cooper
Press Secretary
Governor Mary Fallin
aaron.cooper@gov.ok.gov
t - (405) 522-8878
c - (405) 759-0468
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From: 
To: 

Grace-Marie Turner 
Katie Altshuler 

Subject: Real dear Markets oped: Expanding access to health insurance 

Friday, April 20, 2012 7:53:27 AM Date: 

Galen Institute Commentary Alert 

Needed: A Real Market For Health Insurance 

Grace-Marie Turner 
Real Clear Markets, April 20, 2012 

The oral arguments over ObamaCare have concluded at the Supreme Court, but they continue in 
the media with defenders of the unpopular law trying to patch together responses that they 

complain the government's attorneys couldn't muster in the courtroom. 

The latest example: A software technology executive penned an op-ed for The Washington Post 

claiming that there is no market for private health insurance and that it's almost impossible for 

people to buy insurance on their own. 

"Basically, expect to be denied" health insurance if you try to buy coverage in the individual 

market, says Donna Dubinsky, chief executive of Numenta. She says that the market for 
individual health insurance is so dysfunctional that you will be rejected "if you have asthma, if 

you take just about any prescription medication, if you are more than 15 percent overweight." 

She is trying to convince the court that Congress was right to mandate that everyone must buy 

insurance so the "market" can work. But the problem is that Ms. Dubinsky's facts are wrong. 

A comprebeusive 2009 iudusb-y survey found that an average of 87 percent of those who 

completed the process of applying for health insurance in the individual market were offered 

policies. Ninety percent of young people age 18-24 were offered policies as were more than 70 

percent of those age 6o to 64. The survey was conducted by America's Health Insurance Plans 

with information on 2.6 million policies covering 4.2 million people purchasing health insurance 

in the individual market. 

In contrast, Dubinsky cites a study by the Government Accountability Office that showed for the 

first quarter of 2010, 19 percent of people were denied coverage. But the GAO study had no ·way 
to tell if someone may have been denied or stopped the application process with one company 

only to receive a policy offer from another. 
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The issue of mandated health insurance is at the center of arguments before the Supreme 

Court over the constitutionality of the government requiring ahnost everyone to have 

government-approved policies. 

Indeed, the health insurance market does not function as well as it could, but it is most 

dysfunctional in those states that have adopted insurance "reforms" included in ObamaCare. 

For example, New Jersey adopted changes that require health insurance companies to sell to all 

comers ("guaranteed issue") and to equalize the premiums they charge ("community rating") so 

older, sicker people pay less and younger, healthier people pay more for insurance. 

The result, according to an article by Joe Antos of the American Enterprise Institute: Premiums 

in New Jersey have soared to $34,128 for an individual and $77,212 for a family! The number of 

people in the market for the policies has, not surprisingly, plummeted. 

Contrast this with premium prices in the AHIP study averaging $2,606 a year in Iowa, where the 

health insurance market is much more lightly regulated and more competitive. 

Ms. Dubinsky apparently believes that the solution to a dysfunctional, overly-regulated market 

for health insurance is even more onerous and distorting regulation. 

But if we are to move toward a truly co1npetitive 1narket for health insurance, we must 

produce policy solutions that will help e}q>and access to health insurance that provides a 

platform for true competition, allowing people to shop for health insurance that is portable and 

affordable. Otherwise, the country will face a market like New Jersey's that spirals dm'I'D. on itself 

with only the sickest and most expensive people paying exh·aordinarily high prices for policies. 

There is plenty of money in the system now that could be more sensibly used to help millions 

more people obtain coverage. The key is the financing of health insurance. People who are 

uninsured most often make too much to qualify for public programs like Medicaid and the 

Children's Health Insurance Program and don't have the good, higher-paying jobs that come 

with healtl1 insurance. 

We could start by providing help for those who are uninsured at the lower-end of tl1e income 

scale - whether through refundable tax credits or another form of monetary assistance. And 

states could be provided incentives to open up their markets to more competition and less 

regulation in exchange for federal help in funding high-risk pools so people with pre-existing 

conditions can be assured coverage. 

The core to a functional market is to allow choice and competition so people, not government 

bureaucrats, decide what kind of coverage works for them. 

If we do not address the financing issue, the next battle may be over a direct, full-fledged single

payer system. 

Read online at Real Clear Markets 

Share your thoughts with us 
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From: Jacobs, Chris (JEC)
To: Jacobs, Chris (JEC)
Subject: Rebates NOT an Obamacare "Game Changer"
Date: Friday, May 11, 2012 1:43:30 PM
Attachments: image001.png

image002.png

Various press outlets are reporting on an Administration-hyped story about how medical loss ratio rebates will
turn into a “game changer” for the President’s unpopular health care law.  However, this leak to a reporter
yielding a favorable story misses several key points:
 

1. As we reported last month, a Kaiser Family Foundation study found that rebates would average $127 for
about three million individuals who will directly receive the rebates.  The study itself admitted that the
overall rebates are “not particularly large in many instances.”  By contrast, nearly four million seniors in the
Medicare “doughnut hole” received $250 rebate checks in 2010 – and that didn’t stop seniors from
expressing their outrage about Obamacare at the polls that November.  If a $250 rebate check sent to 4
million people in 2010 didn’t persuade seniors to support Obamacare in 2010, why would a rebate
check averaging less than half that amount, and sent to fewer individuals, be a “Game Changer” in
2012?

 
2. The Kaiser Family Foundation also notes that premiums for families in employer-sponsored insurance

went up by $1,303 last year alone – premiums averaged $13,770 in 2010 and $15,073 in 2011.  How is an
average rebate covering a mere 10% of last year’s premium increase a “Game Changer” for struggling
middle-class families?

 
3. More importantly, candidate Obama repeatedly promised that premiums would go DOWN – and not by

tens or hundreds of dollars, but by thousands.  For instance, in a speech on February 27, 2008, he said that
“We’re going to work with you to lower your premiums by $2,500 per family per year.  And we will not
wait 20 years from now to do it or 10 years from now to do it.  We will do it by the end of my first term as
President.”  But as the below chart demonstrates, while candidate Obama promised that premiums would
go DOWN by $2,500, they actually have gone UP by nearly as much – from $12,680 in 2008 to $15,073 in
2011, according to Kaiser data.  Given that candidate Obama promised premiums would go down by
$2,500, how does a $127 rebate check represent a “Game Changer” and not a promise broken on a
massive scale?

 
Favorably leaked stories to reporters aside, a $127 rebate won’t even begin to make up for the $2,400 in
premium increases families in employer plans have faced just since Barack Obama was elected – let alone the
$2,500 in premium reductions they were promised under Obamacare.  That’s the real “Game Changer” here.
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Chris Jacobs
Senior Policy Analyst
Joint Economic Committee
Senate Republican Staff
(202) 224-5171
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From: National Governors Association Center for Best Practices
To: Katie Altshuler
Cc: kaltshuler
Subject: Registration Confirmed - Health Insurance Exchange Implementation Workshop
Date: Wednesday, August 17, 2011 4:34:32 PM

Dear Katherine:  

Thank you for registering to attend the “Health Insurance Exchange Implementation
Workshop:  Timelines, State Options and Federal Regulations” on September 8-9, 2011
at the Hyatt Regency Crystal City in Arlington, VA.

Your registration has been confirmed. Please save this email for future reference. 

If you need to download the specific meeting details – including hotel, travel and
reimbursement information - click on the link below.  Then go to "My Registration",
enter your confirmation number and click on "Modify Registration".  Links to the
meeting information are located at the top of the registration page.

CONTACTS

Registration: Leslie Donaldson 202.624.5343 ldonaldson@nga.org

Program: Maria Schiff
Kathryn Bailey

202.624.5395
202.624.5349

mschiff@nga.org
kbailey@nga.org

Logistics: Shirley Christian
Jan Dunlavey

202.624.5324
202.624.5347

schristian@nga.org
jdunlavey@nga.org

We look forward to seeing you!

Event: Health Insurance Exchange Implementation Workshop
Attending: Katherine Altshuler
Date: Thursday, September 08, 2011-Friday, September 09, 2011
Confirmation number: KXN49WMG999

To view, modify or cancel your registration, click the link below. 

Click here to view the event summary

* * * * * * * * * * * * * * * * * * * * * * * * * *
Having trouble with the link? Simply copy and 
paste the entire address listed below into your 
web browser: 
http://www.cvent.com/d/aeLS5rIyzkyI4k_0B-ODRg/0777/P1/5S?
* * * * * * * * * * * * * * * * * * * * * * * * * *
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If you no longer want to receive emails from National Governors Association Center
for Best Practices please click the link below. 
Opt-Out
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From: 
To: 
Subject: 
Date: 

Grace-Marie Turner 

Katie Altshuler 

Registration now open for May 9 innovations conference 

Tuesday, April 24, 2012 9:46:48 AM 

JOIN US AT THE 

Colmnbus Club 

at Union Station 

Washington, DC 
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After a remarkable six homs of oral argument on ObamaCare before the Supreme Court, the 

stage is set for an historic ruling from the High Comt on the futme of the health law. The 

outcome will determine whether Washington continues to tmn an infinite number of regulatory 

dials to try to control one sixth of our economy or whether innovation will be freed to allow 

transformative changes in medical technology, health care delivery, and financing. 

We believe that freedom and the creative spirit will prevail. 

Om fomth annual conference on the Value of Innovation in Health Care will showcase top 

experts from around the country and throughout the health sector who will tell us about the 

game-changing innovation to come. The Galen Institute never ceases in promoting policies that 

encourage innovation and patient-centered options for health care. Join us to learn about the 

exciting advances on the horizon. 

Reii:ister today to join us at our May 9 conference exploring the concept of Tomorrow is built 

today: The future of health care innovation, featuring ... 

Incentives and Invesbnents in Health Care 

Rep. Renee Elhners, Chairwoman, House Small Business Subcommittee on 

Healthcare and Technology 

Joe Quhm, Senior Director, Issue Management and Strategic Outreach, 

Walmart 

Inn· an A:ndrabi, MD, Senior Vice President & Chief Physician Executive 

Officer, Mercy Health Partners 

Michael Russell, II, MD, President, Board of Directors, Physician Hospitals of 

America 

Moderator: Grace-Marie Turner, President, Galen Institute 

Technology's Role in Modern Health Care 

Rep. Todd Rokita, Member, House Medical Technology Caucus 

C. William Hanson, III, MD, Chief Medical Information Officer and Vice 

President, University of Pennsylvania Health System 

·william O'Leary, Executive Director of Policy, Health and Human Services, 

Microsoft 
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Moderator: Nina Owcharenko, Director, Center for Health Policy Studies, The 

Heritage Foundation 

Morning Keynote: The Promise of Personalized Medicine 

Jolm Niederhuber , MD, Chief Executive Officer, Inova Translational Medicine 

Institute 

Saving Lives aud Creating Jobs 

Rep. Kevin McCarthy, House Majority vVhip 

Jonathan Rennert, President, ZOLL Medical Corporation 

Robert W . Sweetman, MD, Senior Director Medical Affairs, US Medical 

Affairs Lung Tumor Lead, Oncology Business Unit, Pftzer Inc 

Moderator: James Capretta, Fellow, Ethics and Public Policy Center 

Luuch Keynote: Opporttmities to Drive Innovation in Health Ccu•e 

Alex Azar, II, President, Lilly USA, Eli Lilly and Company 

Breakfast and lunch will be served. There is no fee to attend. Register now! 
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From: 
To: 

Grace-Marie Turner 
Katie Altshuler 

Subject: Registration open for Wednesday call on Medicaid expansion 

Thursday, April 19, 2012 11:25:40 AM Date: 

Reg1ster now fo A 25 st e leaders wl' oo M d1c 1d expan<o n l!Tl'Ctly? 

State Leaders Call 

Please join us for a conference call for state leaders 

on Medicaid expansion 

April 25, Noon EDT 

Please join us for a conference call on Wednesday, April 25, at noon to discuss the 

Supreme Court arguments about Medicaid expansion. The call will be jointly sponsored 

by the Galen Institute, the Institute for Policy Innovation, and the State Policy Network. 

Many states warn the huge expansion of Medicaid mandated by ObamaCare could send 

states into bankruptcy. Our guest speaker will be attorney Dean Reuter, Vice President 

and Director of Practice Groups for The Federalist Society, who was in the courtroom on 

the day of the arguments. Dean will share his observations and insights and also take 

your questions. 

To register for this call, please contact Jena Persico at jena@galen.org. You will 

receive the call numbers when you register, and your registration will ensure that 

you receive any follow-up materials from the call. 

Galen Institute 
P.O. Box 320010 
Alexandria, VA 22320 

www.galen.org 1 www.spn.org 1 www.ipi.org 

www.galen.org 
twitter.com/Galenlnstitute 
facebook.com/Galenlnstitute 
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From: 
To: 

Cc: 
Subject: 
Date: 
Attachments: 
Importance: 

Thank you for making the September 8 -9, 2011 Health Insurance Exchange Meeting a success. Attached 
you will find the reimbursement form. Please complete the form with original applicable receipts and 
submit to me by October 10. 2011. Submitting all required documents will avoid delay in the processing of 
your expenses. So please carefully read the~ fonn instructions. 

In addition, NGA's policy requires reimbursement expenses to be submitted within 30 days after the 
meeting/ conference. Request r:eceived after the meeting date will not be reimbursed. Please bear in mind 
that NGA generally processes documented reimbursement reques~ within five weeks. Should you have a~y 
questions please feel free to contact me via phone or email. 

Kind regards, 

Leslie Donaldson 
Administrative Coordinator 
.NGA Center for Best Practices 
Health Division 
444 North Capitol St., Ste. 267 
Washington, DC 20001 
Tel: 202) 624-5343 
Fax: 202) 624-7825 
Web:~ www nga org 

The information contained in this electronic transmission, including 
any attachments, is for the exclusive use of the intended recipient(s) 
and may contain information that is privileged, proprietary~ and/or 
confidential. If the reader of this transmission is not an intended 
recipient, or a person responsible for delivering it to the intended 
recipient, you are hereby notified that any review, dissemination, 
distribution, or copying of this communication is strictly prohibited. If 
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you have received this communication in error, please immediately
notify the sender and delete this message.
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From: John Estus
Subject: RELEASE: Health care law to be studied over interim
Date: Wednesday, May 18, 2011 3:41:31 PM

 
Oklahoma Senate

Oklahoma House of Representatives
 

May 18, 2011
 
FOR IMMEDIATE RELEASE:
Jarred Brejcha                                      John Estus
(405) 521-5605 desk                           (405) 962-7674 desk
brejcha@oksenate.gov                         john.estus@okhouse.gov
  
HEALTH CARE LAW TO BE STUDIED OVER INTERIM
 
OKLAHOMA CITY – Legislative leaders today announced the formation of a special joint
legislative committee that will study how the new federal health care law affects Oklahoma.
 
As a result, legislation that would create an Oklahoma health insurance exchange will not be
heard this year.
 
Senate Pro Tem Brian Bingman and House Speaker Kris Steele ordered the formation of the
joint committee.
 
“Studying this issue in more depth makes for healthy legislative process,” said Steele, R-
Shawnee. “The more ideas we have at the table, the better. The scope of this law is vast, so
we need to make sure we are prepared to address this law in a conservative way that is best
for Oklahoma.”
 
The joint committee will hold a series of public meetings over the legislative interim focusing
on how the federal Patient Protection and Affordable Care Act affects Oklahoma. The
committee will also explore how to best approach the law as the state awaits the outcome of
its lawsuit challenging the law’s constitutionality.
 
The committee will make recommendations on how the state should address the federal
health care law.
 
The committee will also study the costs local governments and businesses will face as a result
of the federal health care law.
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“The best course of action for Oklahoma to take at this point is to step back and absorb the
weight of this federal law and study it in more depth so we can proceed on the right course,”
said Bingman, R-Sapulpa. “In light of our opposition to the federal healthcare law, we need
to have the public and private sector work together to come up with the best solutions for
Oklahoma.”
 
The committee’s co-chairs will be Sen. Gary Stanislawski, R-Tulsa, and Rep. Glen
Mulready, R-Tulsa. Additional members will be named at a later date. The committee will
have bipartisan membership.
 
“There is widespread support and excitement among all the stakeholders about the prospect
of studying this issue in more depth,” Stanislawski said. “Participation in this joint committee
will be enthusiastic. We look forward to receiving a wide variety of input and coming up
with recommendations that serve all of Oklahoma well.”
 
“Oklahomans clearly oppose the federal health care law, as evidenced by the passage last
year of a state question opting out of the law and our lawsuit against the federal government
challenging the law,” Mulready said. “We do not like this law, but we must responsibly
address it so Oklahomans can continue to have choices rather than mandates when it comes
to their health care.”
 

###
 
NOTICE: The information in this email is confidential, legally privileged, and exempt
from disclosure under law. It is intended solely for the addressee. Access to this
email by anyone else is unauthorized. If you are not the intended recipient, any
disclosure, copying, distribution or any action taken or omitted to be taken in
reliance on it, is prohibited and unlawful. The Oklahoma House of Reps does not
warrant any e-mail transmission received as being virus free, and disclaims any
liability for losses or damages arising from the use of this e-mail or its attachments.
Recipients of e-mail assume the risk of possible computer virus exposure by opening
or utilizing the e-mail and its attachments, and waive any right or recourse against
the House by doing so.
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From: Eric Bradshaw
To: Eric Bradshaw
Subject: RELEASE: Lawmaker Plans to File Bill to "Nullify" Individual Mandate
Date: Tuesday, July 03, 2012 12:55:56 PM
Attachments: Ritze, Mike.jpg

 
Oklahoma House of Representatives

Media Division
July 3, 2012

 
FOR IMMEDIATE RELEASE:
Contact: State Rep. Mike Ritze
Capitol: (405) 557-7338
 

Lawmaker Plans to File Bill to ‘Nullify’ Individual Mandate
 
OKLAHOMA CITY – State Rep. Mike Ritze plans to reintroduce a bill to “nullify” the
individual mandate in the 2010 federal health care legislation in Oklahoma.
            “I disagree with the Supreme Court’s ruling and believe that state governments were
intended to serve as a check on the federal government,” said Ritze, R-Broken Arrow. “The
Patient Protection and Affordable Care Act, which is better known as ObamaCare, is an
example of federal overreach and my legislation will authorize the state to resist it and ban the
enforcement of it.”
            Ritze said his legislation would authorize the Oklahoma attorney general to defend
citizens who fail to purchase health insurance against the federal government and criminalizes
the enforcement of the individual mandate.
            “My hope is that ObamaCare will be repealed, but I do not think that means we have to
wait for the repeal to happen. Oklahoma lawmakers should do what they can to support our
choice to make our own health care decisions,” Ritze said.
 

-30-
 

NOTICE: The information in this email is confidential, legally privileged, and exempt
from disclosure under law. It is intended solely for the addressee. Access to this email
by anyone else is unauthorized. If you are not the intended recipient, any disclosure,
copying, distribution or any action taken or omitted to be taken in reliance on it, is
prohibited and unlawful. The Oklahoma House of Reps does not warrant any e-mail
transmission received as being virus free, and disclaims any liability for losses or
damages arising from the use of this e-mail or its attachments. Recipients of e-mail
assume the risk of possible computer virus exposure by opening or utilizing the e-mail
and its attachments, and waive any right or recourse against the House by doing so.
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From: 

To: 

Grace-Marie Turner 

Katie Altshuler 

Subject: Religious liberty: The latest target of Obamacare -- Health Policy Matters 
Friday, January 20, 2012 2:27:18 PM Date: 

Religious liberty: The latest target of 
ObamaCare 

By Grace-Marie Turner 

The Obama administration announced today it will wait for a 
year (coincidentally until after the elections) before requiring 
religious organizations to comply with an ObamaCare mandate 
that they provide coverage for contraception -- including 
controversial drugs that can abort an early pregnancy. 

This is an outrage. This all started with a decision by the 
Obama administration last summer listing the "preventive" 
services that must be covered by health plans under 
ObamaCare without any charge to patients. The list included 
contraception. 

This is another assault on the Constitution and the First 
Amendment's guarantee of religious liberty. The U.S. 
Conference of Catholic Bishops (USCCB) called the federal 
regulation an "unprecedented threat to individual and 
institutional religious freedom." 

The ObamaCare regulation gives faith-based institutions, like 
Catholic universities and hospitals, the choice of violating the 
fundamental tenets of their faith by covering the federally 
mandated coverage in their employee health plans, or 
dropping health insurance for their employees -in which case 
they would be fined for violating the law's employer mandate. 

Belmont Abbey, a private Catholic college located in North 
Carolina, is being joined by several other universities in suing 
the government over the mandate. The administration gave 
religious organizations a very narrow exemption, only if the 
group's employees are primarily of one faith and primarily 
serve members of that faith. 

Belmont Abbey says that Catholic universities that employ 
non-Catholic professors or Catholic hospitals that provide care 
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to non-Catholics don't qualify. Even Jesus wouldn't qualify as 
religious under the regulation's definition, the Bishops wrote in 

earlier comments about the rule! 

USCBB president Cardinal Timothy Dolan of New York has 
established a Bishop's committee on religious liberty, headed 

by Bridgeport, CT, Bishop William Lori. The committee is going 
to have a great deal of work to do in defending the faith 
against ObamaCare's many assaults. 

As I told the wonderfully faithful Kathryn Lopez for a recent 
article she wrote for the National Catholic Register, There is a 

war on religion from the Left, and it is very dangerous to the 
institutions that make our civil society function. 

The Catholic Church historically has been a vital part of the 
safety net - providing aid for the poor, care for the sick, shelter 

and food for the homeless, and care for mothers in need, as a 
few examples. 

The health care law threatens to tear gaping holes in that 

safety net by forcing Catholic health plans to cover 
contraception, by denying funds to Catholic adoption agencies, 
and ultimately by forcing taxpayers --including Catholics -to 

fund abortion. 

This is dangerous to the very fabric of our society. It's a crucial 

reason why the whole health law, with its centralized control 
over health care decisions, must not stand. 

State exchanges lag: The president visited Disney World on 
Thursday, but the real Fantasyland announcement came from 
a White House report on Wednesday pretending that states 
are proceeding to set up ObamaCare health exchanges. 

The White House claims that 28 states are "on their way" to 
establishing exchanges, clearly trying to deceive states into 
believing "all the other states are moving ahead, so we might 

as well, too." 

Nothing could be further from the truth. This chart tells the 
real story: 

[I] 
(Source: Kaiser Family Foundation) 

Only a handful of states are making meaningful progress, and 
most are waiting to see what happens with the Supreme Court 

decision. Louisiana, Florida, Arkansas, Texas, and now 
Wisconsin are refusing to take any action. Even big blue states 

like New York and California that are on board with 
ObamaCare have made little progress in actually setting up 
exchanges. And the red states that have taken action are 
doing it only as a defensive maneuver to keep the federal 
government from moving in and taking even greater control 

programs haven't worked 

• Obama: Shunning Growth in 
Food Stamps, Boasting Growth 
in Medicaid 

PRESCRIPTION DRUGS 

• End Obamacare's taxes before 
they end lifesaving medical 

advances 
• The public health implications 

of unsafe drugs 

Events 

Beyond the Individual Mandate: Why 
ObamaCare Must Be Repealed 
The Heritage Foundation 
Thursday, January 26, 2012 
12:00pm -1:30pm 
Washington, DC 
Grace-Marie Turner will speak at this 
event. 

If You Like What You Have, Can You 
Keep It? PPACA and Employer
Sponsored Insurance 
e21 Event 
Tuesday, Janua~ 31, 2012 
3:00pm- 4:00pm 
Washington, DC 

Health Care Reform: A Different Path -
Current Federal Plan May Be Bad For 
Your Health 
Orange County Forum 
Thursday, Februa~ 2, 2012 
11:30am -1:00pm 
Irvine, CA 

Forward 
Know someone who might be 
interested in learning about the Galen 
Institute? Forward this email to a 
friend. 

liJI 
Change Your Settings 
Would you prefer to receive this 
newsletter in HTML or plain-text 
format? Would you like to receive 
additional updates from the Galen 
Institute? Update your profile. 

Follow Us 
Follow the Galen Institute on Twitter 
Become a fan of the Galen Institute 
on Facebook 

3189



over their health care markets. 

This report was a desperate move by the White House to try to 
show progress on exchanges in light of strong state 
resistance. If states refuse to set up these hugely expensive, 
complex, and intrusive exchanges, the federal government will 
be required to set them up. Assuming the feds could even do 
it, that would lead to a whole new wave of resistance against 
the unpopular law. 

Kudos to the House: After the administration acknowledged 
there was no way to implement the ObamaCare's long-term 
care program, a "Ponzi scheme of the first order," the House 
Ways and Means Committee voted this week to strike the 
CLASS Act provision from the health overhaul law. The Energy 
and Commerce Committee, which also has jurisdiction, 
reported out a similar bill in November. 

The measure is ready to move to the floor of the House for a 
full vote within the next two weeks. 

Wisconsin Democrat Ron Kind joined a united GOP caucus in 
support of the repeal bill, (HR 1173), approved 23-13 by the 
Ways and Means Committee. Three Democrats joined all the 
Republicans in supporting repeal in the earlier Energy and 
Commerce vote. 

It's crucial to repeal this program. If the Supreme Court were to 
allow the individual mandate to stand, it would mean that a 
future Congress could require us to buy long-term care 
insurance, just as they require us under ObamaCare to buy 
health insurance. And that would only be the beginning. 

Jobs. Jobs. Jobs. The U.S. Chamber of Commerce's latest 
small business survey reinforced the fears that ObamaCare 
already is killing jobs. It found that 74% of small businesses 
surveyed say the recent health care law makes it harder for 
their business to hire more employees. 

And it is only going to get worse! The best jobs program that 
Congress could offer is to repeal ObamaCare. 

back to top 
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Grace-Marie Turner on Butler on Business 
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In this inteiView for Butler on Business, Grace-Marie Tumer discusses how the health overhaul law 
already is driving up health insurance costs for businesses and consumers and will inflict even higher 
costs on American taxpayers in the years ahead. Listen now >> 

GALEN IN THE NEWS 

Private Health Insurers Are Being Driven Out Of The Markets, Affecting 
Millions 

Grace-Marie Turner 
Forbes: Health Matters, 01/17/12 

Even before the health overhaul law fully takes effect in 2014, health insurers are dropping out of 
markets in many states. Some of the carriers are leaving because of onerous state regulations, others 
are victims of a faltering economy, but costly new federal rules and regulations and the many more that 
are to come as a result of PPACA are accelerating the exodus. Carriers don't want to leave the 
customers and markets they have been salVing, often for decades, but they are being forced to walk 
away from significant investments in many states to cut anticipated losses. Individuals, small 
businesses, and people buying child-only policies are being hit in the first wave of dropped coverage. 
This is a negative and destructive trend, leaving fewer carriers to seiVe these markets and giving small 
businesses and the insurance agents who se!Ve them Jess leverage to negotiate better benefits and 
lower rates among competing companies. 
Read More» 

HEALTH REFORM 

Where to start in repealing Obamacare 

Sally C. Pipes, The Washington Examiner, 01/17/12 

Why doctors might be turning on 'ObamaCare' 
Marc Siegel, USA Today, 01 /18/12 

Cutting health-care spending the old-fashioned way 
Robert Samuelson, The Washington Post , 01/'16/11 

Accounting for the cost of U.S. health care: Pre-reform trends and the impact of the recession 

Jesse W. Bradford, Ph.D., David G. Knott, Ph.D., Edward H. Levine, M.D., Rodney W. Zemmel, Ph.D., 
McKinsey Center for U.S. Health System Reform, 12/11 

Small Business Outlook Su!Vey 
U.S. Chamber of Commerce, 01/12 

MEDICARE AND MEDICAID 

CBO: Medicare cost-cutting programs haven't worked 

Sam Baker, The Hill: Healthwatch , 01/18/12 

Obama: Shunning Growth in Food Stamps, Boasting Growth in Medicaid 
Merrill Matthews, Forbes: Right Directions, 01/19/12 

PRESCRIPTION DRUGS 

End Obamacare's taxes before they end lifesaving medical advances 
Sally C. Pipes, The Washington Examiner, 01/18/12 
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The public health implications of unsafe drugs

Roger Bate, Remarks to the Council on Foreign Relations, 01/18/12
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Stand Up for Free Speech 

We are being sued not for libel but for daring to publish the 
facts on public corruption and a major security breach in the 
Oklahoma County Sheriff's office. Every single fact that we 
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published was true in the Jarjoura/Whetsel corruption articles 
but the law of our land would be completely on our side even 
if we were wrong in our conclusions, even if our facts were 
wrong. Public officials are not protected against questions as 
to their fitness for holding office or appointment, and the 
debate can be as raucous and as vicious as the public fight for 
the truth requires. The Supreme Court minced no words when 
describing the protection given to those that dare to challenge 
the government: 

"We use misleading euphemisms when we speak of the New 
York Times rule as involving "uninhibited, robust, and wide
open" debate, or "vehement, caustic, and sometimes 
unpleasantly sharp" criticism.2. What the New York Times rule 
ultimately protects is defamatory falsehood. No matter how 
gross the untruth, the New York Times rule deprives a 
defamed public official of any hope for legal redress without 
proof that the lie was a knowing one, or uttered in reckless 
disregard of the truth." 

Jarjoura cannot prove that there was a single lie told in our 
article therefore he cannot prove libel, all he can stand on are 
opinions that he disagrees with and under our law opinions 
are not libel nor slander nor false light and therefore his 
lawsuit against the Darrel Sorrels Campaign and against the 
Tea Party will not succeed. But we must defend ourselves and 
all of those in the liberty movement by knocking down this 
attempt to silence free speech and open debate. 

We don't ask for money often, in fact we have always made 
an effort to limit our fundraising to special projects like a robo 
call effort or starting up the newspaper. This is one of those 
times. We need donations for our legal defense fund, and we 
humbly come to you. 

If we don't defend ourselves from this law suit there is a great 
chance that we will be sued every time we take a stand 
against bad government. When we print stories where there 
are more questions than answers, these situations typically 
lead to uncovering corruption within our state and these 
crooks don't like being exposed. The Oklahoma County District 
Attorney investigation was one of our major successes. Our 
story led to a Grand Jury investigation that pressured the 
Oklahoma County District Court system, resulting in four 
attorneys finally meeting justice four to five years after they 
were arrested. David Prater was also forced to return $10,000 
in illegal campaign donations. 

The Obama Care fight at the Capitol was also a major success. 
We stopped it in the House in 2011 with a robo call effort that 
lead to ten freshmen legislators abandoning the State 
Chamber coalition, and again in 2012 when pressure on the 
Senate lead to the defeat of the Health Insurance Exchanges, 
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and recently causing Governor Fallin to abandon a planned 
effort to implement Obama Care. 

Our battles aren't pretty, few fist fights are, but the battles we 
fight have made the Sooner Tea Party the most politically 
feared group in the state. Each time we go against them up 
we push the RINOs and the progressives back a little further 
and when corrupt politicians are exposed, the others take 
notice and move closer to Oklahoma values. 

Our effort, should we choose not to fight the way we do, 
would be similar to swimming upstream. If we operated like 
the all too common "politically correct" activist groups, the 
outcome would be no more than the slow motion defeat that 
we have all witnessed in the previous decades that brought us 
to where we are today. We choose not to follow the path of 
ease, we choose to fight the tough battles needed to stop the 
madness that is settling over our state and country. 

Our volunteers spend much of their time researching 
information that enables them to bring an issue to your 
attention. You all play a huge part by contacting your 
representatives to make sure they know you are paying 
attention. But there would be no fight if we don't defend those 
that stand in front and take the heat be they candidates or 
activists. 

Help us continue the fight for your liberty and freedom by 
sharing the responsibility to defend those out in front when 
they are attacked. Please send your legal defense fund 
donation to Sooner Tea Party at 358 North Rockwell Ave, 
Oklahoma City, OK, 73127. On your check in the memo 
section please note "Legal Defense Fund." 

Revisionist History Oklahoman Style 
By The Watchman 

The elections have been over for two weeks now, and what do 
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Rep Shumate married 

we find, Speaker of the House Kris Steele, still promoting his 
legacy. There was a recent article about Steele, Lawmakers 
could learn from outgoing Speaker of the House Steele, that 
claimed that the soon to be former Speaker "tried to focus 
more on making gains for the state than playing games at the 
Capitol." After reading this, and picking myself up off the floor 
from laughing so hard, I decided to write this article. It was 
decided to dissect this article one paragraph at a time. 

The Oklahoman reporter obviously failed to do his homework. 
Speaker Steele was responsible for the Transvestite Birth 
Certificate Bill, the Obama Care Bill, the Governor's Quick 
Action Fund Bill, the Ad Valorum Tax Increase Bill and many 
others. That doesn't sound much like trying to advance the 
state to me. It sounds like trying to advance an agenda that 
was bought and paid for by the Oklahoma State Chamber of 
Commerce. 

The next paragraph had the audacity to call Speaker Steele a 
"solid conservative but no ideologue." This again is far from 
the truth. Speaker Steele was a Social Justice ideologue. The 
bills he supported and pushed through the House where all 
soft on crime and bad for public safety. Most people would 
classify Speaker Steele as a RINO Republican; I wouldn't give 
him that much credit. He ran as a Republican because he 
knew he couldn't win as a Democrat in his district. 

In the next paragraph the Speaker bragged about making 
himself available to members on the other side of the aisle. 
On this we would have to agree. His ideology was more 
aligned to a handful of liberal Democrats than that of the 
Republican majority. In fact it was the only way he could get 
his bills passed in the House. 

In paragraph five, they actually claim the Speaker passed 
changes to corrections policy designed to alleviate prison 
overcrowding. Thanks to the Speakers Social Justice initiative, 
we now have convicted felons roaming the streets under 
nothing more than ankle bracelet monitoring. Just ask the 
Sheriff of Tulsa County how this is working out. The State of 
Oklahoma has had a Prison overcrowding problem for decades 
now and what has our brilliant legislature done about it, 
released felons into the public. That should make you feel 
safe. 

If the legislature had any gonads between their legs instead of 
between their ears they could think of something better than 
releasing felons into the general public, oh, I don't know, like 
maybe spending a little money on building new beds for the 
prison system? They've had decades to do it, yet they've 
done nothing. They would rather spend it on perks for their 
friends. 

The Oklahoman also failed to look at the internal workings of 
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the House when they did their report. During Speaker Steele's 
tenure, he ensured that his cronies ran the various 
committees. That in itself is nothing new. He also gave his 
cronies marching orders to ensure that few, if any, 
conservative pieces of legislation made it to the floor. The only 
way a piece of conservative legislation made it to the floor, 
was if that legislator agreed to vote for one of the Speaker's 
pet bills. Isn't that a lot like what got Leftwich in trouble, 
trading favors? 

Just how Liberal is Speaker Kris Steele? One only needs to 
look at his last campaign donor list to get an idea. You can see 
the list in this article, Representative Kris Steele Campaign 
Finances - Project Vote Smart. Every liberal organization you 
can think of is there. Most unions in the state are there. He 
even obtained a donation from Obama campaign bundler 
George Kaiser. That's the same George Kaiser who made 
millions off of tax payers when Solyndra went bankrupt. I 
doubt if it's a coincidence that Speaker Steele went to work 
for George Kaiser now that his political career is over. 

Correction on a Previous Story 

Several weeks ago after the first House Caucus meeting we 
made a mistake on the identity of one of the House members 
charged with taking the new freshmen legislators to lunch. 
We identified Rep. Jason Nelson as one of the two House 
members along with Rep. Tom Newell. That was incorrect, it 
was Rep. Jason Murphy. Often the two get confused although 
Lord knows that the two are different as night and day or 
perhaps more accurate, sunshine and nightmare. Often when 
we were pounding Jason Nelson in 2011 people would remark 
that they thought he was one of the good guys and we would 
explain that they were thinking of Jason Murphey, well, we 
pulled the same stunt in that story somehow. 

Rep. Jason Nelson is nowhere near House leadership as he 
and his cronies have been largely shoved off the stage after 
their defeat in the House Speaker Designate race. Yes, it took 
almost two years for the change to occur but their day is done 
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at the legislature. A handful of their cronies received slots in 
the incoming Speaker Shannon leadership roster but not in the 
most powerful positions, more of a bone thrown to the losers 
to allow them to save face. 

Nelson was infamous for getting caught joining a homosexual 
website as a member and posting about one of his House 
bills. Look for comment #6 after the main article. I'm sure 
it was the old Playboy magazine defense; he was just there 
to read the articles ... 

Taking a Peek at the Oklahoma Public Setvice Unions 
By The Watchman 

With only few exceptions, most government employees are 
unionized. The question is should they be? In the interest of 
full disclosure, the author of this article was a former member 
of a government sector union. I did not like their tactics or 
pressure, and resigned from the union. I managed to keep my 
job since I live in a state that feels it is more important for 
their workers to have that choice than to pay tribute to some 
union boss. 

There are two unions that represent the majority of all federal, 
state, county and municipal employees in this country. They 
are the American Federation of Government Employees and 
the American Federation of State, County and Municipal 
Employees. Do these two unions create a privileged class? 
Watch this short video and ask yourself that question again. 
I'm sure you'll find the video interesting. 

Many of you travel by air. Many of you object to the grouping 
that has become part of our lives done by agents of the 
Transportation Security Administration. Most of us can recall 
that when this agency was formed, we were guaranteed that 
it would not be unionized. Well, under the pro-union 
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administration of President Obama, that promise has been 
broken. You can read about it here. 

With the history of the TSA hiring individuals without doing the 
required background checks, this presents a serious problem. 
Now, because of union protection, should the TSA hire an 
individual without completing a complete background check, 
they will find it difficult, if not impossible to fire that criminal 
due to union rules. 

The State of Oklahoma is no better. Most employees are 
represented by the American Federation of State, County and 
Municipal Employees. Trying to find payroll information on 
these individuals can be difficult, but not impossible. You can 
go to this site and type in the information of the individual 
you are interested in and obtain their basic pay information. 

For more detailed pay information on the state, you can go 
here. Now you may have to play with the site a little bit to 
get it to work, but you can get the information to come up. 
What is surprising is that you will find payroll for the same last 
name two and three times from the same department. It's 
unclear as to whether or not it is the same individual as the 
first name is not included, but it does raise a question as to 
how much these people are being paid. 

There are jobs available with the state. Most are well paying 
jobs. It's remarkable that these jobs don't get more notice 
than they do. You can see an example of the listings here. 
This proves that enough isn't being done within the state to fill 
these vacancies. 

Higher Education is where a lot of the upper levels of pay are 
found in state government. Granted we need to pay well to 
attract the best faculty to our universities, but we also need to 
use a fair and balanced approach to the faculty that is hired. 
Background checks are a must. We also found two articles on 
pay for higher education. The first is for Oklahoma State 
University. It is a few years old, but it is the latest that we 
could find. The amounts are shocking. You can read it here. 

The second is an article first printed in Capital Beat Ok on 
August 21, 2011, that shows that there are some individuals 
involved in higher education that make as much as the 
Governor and in some cases, much more than the Governor. 
You can read the article here. This is an outrage. The remedy 
for this is for the legislature to set the limit for higher 
education salaries and benefits to not exceed those of the 
Governor. 
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Locking up American Citizens without a Trial 
It's not like You are Using Your Sixth Amendment 

Anyway 

Next week the Senate votes on the NOAA; the National 
Defense Authorization Act, which allows the federal 
government to imprison American citizens without due process 
or even a trial. Senator Rand Paul tried to offer an 
amendment to prevent the indefinite detention of American 
citizens last time but it failed by five votes. 

Remember that all of our Congressmen except for Coburn 
voted for the indefinite detention of American citizens and 
Coburn voted against it not on Constitutional grounds but for 
fiscal reasons. Coburn's staff promised an answer from 
Coburn on our concerns last summer but they never took the 
time to keep their word. 

This time we need to remind our Senators that they signed an 
oath to protect the constitution and demand that they support 
Senator Ran Paul's amendment. Remember to tell them that 
you are Sooner Tea Party members so that they know the 
pressure is coming from a single source. Individuals can be 
ignored but organized groups must be taken seriously. 
Here are their numbers: 

Sen. Tom Coburn 
(202) 224-5754 

Sen. Jim Inhofe 
(202) 224-4721 
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What Happened? 
By Ms PM 

There are no longer bills to pay, food to buy or any of the 
other necessities regular people at one time use to indulge 
themselves in. The year is unclear. What was once a thriving 
country is nothing more than a civilization of the few elite and 
those that provide for the elite's lavish lifestyles. 

There are still the few that managed to get away from the 
mandated lifestyles, always on the run, but somehow they 
thrive. It must be their drive or the fleeting hope of faded 
memory that brings them back to how things use to be. They 
are an odd bunch brought together out of sheer survival; they 
managed to gravitate to the same areas, thereby slowly 
increasing in numbers. Could these strange people, un
accepting of the rules, possibly be the ones to bring order 
back? Maybe, but only if they are not caught. 

The streets are mostly deserted, it's early morning and the 
first shift is already at work, the third shift has gone back to 
their assigned living quarters to prepare for the next call for 
work. There is no reason to be milling about unless you are 
willing to take the chance at getting caught. They have given 
up trying, the punishment is too great or so they have been 
conditioned to believe. They are satisfied with existing rather 
than living. 

There is no beauty that surrounds them anymore other than 
what they can remember in their minds, and wondering if it is 
a wise thought to go there. Every person looks the same, 
even their faces have taken on the same dreary persona. No 
one laughs and they all just wonder and accept. They have 
become what they have feared the most; empty shells, waiting 
to die. 

The vehicles on the road are the appointed ones that make 
sure tabs are kept on the people. Their job is to report anyone 
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found wandering, other than close proximity of their living 
quarters. If the appointed ones get too many citations for 
allowing people outside of their zone they lose the privilege of 
an easier life and then are forced to join the others within the 
confined walls built for the many to work. 

Those in charge have learned how to keep people in line. They 
do things to families and friends rather than punish the rule 
breaker. Watching what happens to the ones you love is a 
greater assurance that you will behave. Evil doers will always 
prey on your fear and control you through emotions. 

Only certain people are allowed to have children pre 
determined by DNA. Sickness is rare; they only want the best 
and brightest. All children are taken at an early age, groomed 
on how to behave and accept the new rules. When any animal 
is caged throughout their existence they are afraid to walk on 
grass. These little ones are easy to conquer, they know no 
other way. There are those who dare to crawl into 
remembering the signs before it became a reality. They chose 
to ignore what schools were teaching when there was time to 
stop it. They chose to allow the takeover of their children 
rather than take the time to teach them what life was really 
about. The shame is far more than they can bear; all they can 
muster is to hang their head in disgust because to them, all is 
lost. 

The elderly are not needed or wanted. Their usefulness is 
gone and they are the forgotten souls from another era. 
Looking into their eyes, it is easy to see their sadness. Feeling 
that sadness is something no one wants to acknowledge. The 
old ones know what is to come and watch as the others 
disappear, never to be seen again. There is no one to wrap 
them up in their loving arms and care for them until their frail 
body's leave the world. In a time of their life when they are to 
be taken care of their reality is a cold and lonely existence 
until they die. 

There is allotted food for every body type, you get no more 
and no less for optimal body requirements. Nothing is cooked; 
it comes in the form of a conveniently packaged cake. Taste 
doesn't matter, it's only for survival. Those in charge have it 
down to a science; they get the most from you with the least 
amount of cost and effort. Your day is pre-planned and you 
spend your time doing chores they want done. This could be 
working at their plant for an allotted number of hours, 
disinfecting the entire living quarters, laundry, maintaining 
vehicles or any number of things that need doing. 

No one is allowed to have a pet although some have been 
blessed with the presence of a mouse here and there to give 
them some sense of normalcy in an anything but normal time. 
These small creatures are few and far between, there is little 
for them to eat within the colonies. Few folks mind sharing 
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and most eat all of what they are given. Provided they are 
cleaned up after and not found, these furry friends don't seem 
to mind the situation. It may be that a few people enjoy 
seeing the freedom they have to come and go as they please, 
and others may not be able to tolerate the simple fact that 
these mice have a better life than what they live. 

It has been years since anyone has seen a weapon other than 
the ones used against them to keep order. As always, people 
fear the thought of what is in the dark. They are so terrified 
that they, day in and day out follow the rules. They forget 
that their strength is in numbers. They forget that they had 
rights to stop this very thing from happening. They accepted 
far less than what they deserved and now, seemingly, they 
have gotten exactly what they deserve. 

They are unaware that the odd fellows have journeyed far 
from these camps. This bunch understands that most of the 
population has been captured and that they know nothing of 
them or the quantities of free people they have managed to 
pull together. This group doesn't dare venture close to this 
darkness they escaped from so long ago. They have accepted 
that they cannot help anyone that does not want to help 
themselves. Their truth lies in knowing that freedom is 
precious and they aren't willing to sacrifice that.. .for anything. 

They patiently wait for others to get away and find them. 
Someday, they seem to know, the numbers will turn and once 
again the hope of a free society will again become a reality. 
History, they believe, will repeat itself over and over again. 
They are grateful that they are a part of bringing something 
good to so many. They are also grateful that they will not live 
long enough to see it all happen again. 

Just like all the other times, within the blink of an eye, he 
wakes up. But why do all the others he hasn't met have the 
same dream? They have never met, but yet they all 
know ... they will. 
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Don't Mess with the IDF 

It has to suck being a Middle Eastern terrorist and getting 
your butt kicked by women in the Israeli Defense Force. The 
Israelis and the Arabs have been going at since I was a kid 
and it was old then but fifty years later there is still no end in 
sight. Israel just wants to be left alone to defend their 
country from rocket attacks and they are pretty good at doing 
just that. Here is a video of a surgical missile strike on one of 
the Hamas leaders. 

And if you have a strong stomach watch the aftermath where 
they drag what is left of the terrorist out of the burning car . 
It isn't true that the only good terrorist is a dead terrorist; half 
of a terrorist might very well be considered a good terrorist 
too. And half of a terrorist that is also dead seems to me to 
be a very, very, good terrorist. 

Welcome Back to the Republican Party Mary Fallin 
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I got the news Monday morning from a journalist that 
Governor Fallin had announced her intention to not push for 
an Obama Care Health Insurance Exchange and to refuse to 
expand Medicaid. 

I won't say that I was surprised as Governor Fallin simply 
didn't have the people of the state behind her on this issue so 
every time they tried to implement the new entitlements they 
provided us a nice hammer to beat them with. I kept waiting 
to see them trot out an Acme Insurance Exchange machine, 
like something that the coyote might try in the Road Runner 
cartoons. Here is the text of Fallin's press release: 

For the past few months, my staff and I have worked with 
other lawmakers, Oklahoma stakeholders and health care 
experts across the country to determine the best course of 
action for Oklahoma in regards to both the creation of a health 
insurance exchange and the expansion of Medicaid under the 
Affordable Care Act. Our priority has been to ascertain what 
can be done to increase quality and access to health care, 
contain costs, and do so without placing an undue burden on 
taxpayers or the state. As I have stated many times before, it 
is my firm belief that PPACA fails to further these goals, and 
will in fact decrease the quality of health care across the 
United States while contributing to the nation's growing deficit 
crisis. 

Despite my ongoing opposition to the federal health care law, 
the state of Oklahoma is legally obligated to either build an 
exchange that is PPACA compliant and approved by the 
Obama Administration, or to default to an exchange run by 
the federal government. This choice has been forced on the 
people of Oklahoma by the Obama Administration in spite of 
the fact that voters have overwhelmingly expressed their 
opposition to the federal health care law through their support 
of State Question 756, a constitutional amendment prohibiting 
the implementation of key components of PPACA. 

After careful consideration, I have today informed U.S. 
Secretary of Health Kathleen Sebelius that Oklahoma will not 
pursue the creation of its own health insurance exchange. Any 
exchange that is PPACA compliant will necessarily be 'state
run' in name only and would require Oklahoma resources, staff 
and tax dollars to implement. It does not benefit Oklahoma 
taxpayers to actively support and fund a new government 
program that will ultimately be under the control of the federal 
government, that is opposed by a clear majority of 
Oklahomans, and that will further the implementation of a law 
that threatens to erode both the quality of American health 
care and the fiscal stability of the nation. 

Furthermore, I have also decided that Oklahoma will not be 
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participating in the Obama Administration's proposed 
expansion of Medicaid. Such an expansion would be 
unaffordable, costing the state of Oklahoma up to $475 million 
between now and 2020, with escalating annual expenses in 
subsequent years. It would also further Oklahoma's reliance on 
federal money that may or may not be available in the future 
given the dire fiscal problems facing the federal government. 
On a state level, massive new costs associated with Medicaid 
expansion would require cuts to important government 
priorities such as education and public safety. Furthermore, 
the proposed Medicaid expansion offers no meaningful reform 
to a massive entitlement program already contributing to the 
out-of-control spending of the federal government. 

Moving forward, the state of Oklahoma will pursue two actions 
simultaneously. The first will be to continue our support for 
Oklahoma Attorney General Scott Pruitt's ongoing legal 
challenge of PPACA. General Pruitt's lawsuit raises different 
Constitutional questions than previous legal challenges, and 
both he and I remain optimistic that Oklahoma's challenge can 
succeed. 

Our second and equally important task will be to pursue state
based solutions that improve health outcomes and contain 
costs for Oklahoma families. Serious reform, for instance, 
should be pursued in the area of Medicaid and public health, 
where effective chronic disease prevention and management 
programs could address the trend of skyrocketing medical bills 
linked to avoidable hospital and emergency room visits. I look 
forward to working with legislative leaders and lawmakers in 
both parties to pursue Oklahoma health care solutions for 
Oklahoma families. 

Governor Fallin didn't wake up one morning and have a 
change of heart on this issue, she woke up and decided she 
was tired of getting her butt kicked and wanted the political 
pain to end. Some groups gushed over the Governor's 
actions but we simply welcomed her back to Oklahoma values 
and Republican values. No praise from us other than an atta 
boy for returning to the Republican Party. One of our rules is 
to not praise politicians for doing what they should be doing 
already. 

As for a state based solution to rising medical care costs there 
is only one method that will work; Make people pay for their 
own medical expenses unless they are truly disabled AND 
without the means to take care of themselves. If you want to 
pass some legislation then make all health care providers 
provide menus and cost estimates for health care, forget an 
insurance exchange where companies compete for new 
customers, make it an online shopping destination for health 
care procedures. Make the medical providers compete with 
other providers. 
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Some will squall "We have to take care of poor people." or 
"The federal government requires us to provide health care for 
the indigent." But does federal law say we can't bill them for 
the treatment and collect the money? That federal law is 
just another unfunded federal mandate that needs kicked back 
into their territory. I do believe that as a society we should 
provide a basic safety net at the emergency room for true 
emergency cases, not for the sniffles or for a chronic illness 
that a clinic could treat for one twentieth of the cost. When 
people snivel about providing health care for those who prefer 
not to work or choose other priorities for spending their 
money on they ought to be the first to open their checkbook. 

Allowing people to freeload on the emergency room system or 
giving them free medical care when they are able to work is 
creating a moral hazard. You give them free Section 8 
housing along with the utilities, 250 minutes of "free" minutes 
on food stamp phones, free food stamps, then free medical 
care and you know what? They have little reason to get up 
at six am and go to a job like the rest of us poor fools that 
actually pay for all the "free" benefits. 

Here is a real life case of exactly how providing "free" health 
care is a moral hazard. About a month ago I needed an extra 
hand to rush a finish job on a set of cabinets so I called the 
temporary labor service that I use from time to time. They 
sent out a fellow that turned out to be a steady worker, fairly 
bright, and like most of the people they send out he was an 
ex con. So after a few days watching him show up on time 
and put in an honest day's work and getting to know him a bit 
I asked why he was working at the temporary labor service. 
No one would offer him a job, I was told, and every day he 
had to show up at the temporary labor service to look for 
work and if he didn't get sent out that day he had to check in 
at his parole officer's office near downtown. His wife was just 
days away from having their first baby, the mistakes he had 
made in the past had taught him a lesson, so he was ready to 
get on with his life and take care of his family. Dang ... you'd 
be heartless not to try to help a guy in that situation if he was 
truly sincere about changing his life. 

So I asked what the temporary labor service was paying him, 
$7.20 per hour I was told and that he usually got to work 
three or four days a week if he was lucky and was only 
guaranteed four hours per day. So I made him an offer, I 
would call the labor service and bump his pay up to $10.00 
per hour (and increase my costs from $12.20 to around 
$17.00 per hour) if he could promise me that he would show 
up five days a week, on time, and put in eight hours a day. I 
would work him till Christmas as long as he worked as steady 
as he did the last few days. That was a great deal for him, I 
got dependable help to get out my backlog of work and I 
didn't have to deal with all the payroll accounting and 
paperwork from hiring an employee. The guy jumped at the 
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offer. 

So the next work day was Monday and the guy didn't show 
up. Okay, maybe his baby came early, and sure enough he 
called in around 11 am with the news of a new baby. Great, 
see you tomorrow, right? Uh, well no, maybe Tuesday I was 
told. And that was the last I heard from him. 

Now this isn't rocket surgery as the joke goes, the guy had a 
situation where he worked just enough to keep his butt from 
going back to jail on a parole violation, depended on the 
government dole to provide an apartment, utilities, food, and 
pay for the delivery of his baby. Two days a week he didn't 
have to actually work, just show up and wait at the temporary 
labor service till no more call for workers came in then go 
down to check in at the parole office and he was free the rest 
of the day. Should he work a 40 hour a day job for 45% 
more money per hour plus getting to work a full 40 hours? 
The hell with that, he would prefer to work three days per 
week earning $30.00 to $60.00 per day and have a lot of time 
off. Just enough for gas, smokes, beer money, and a few 
luxuries. 

My first two children came at a time when I was building my 
first factory so while money was tight because we were 
plowing everything back into building the business we had the 
cash flow to deal with the cost of prenatal care and delivery. 
The third child came at a time when things weren't that easy 
but we scrabbled for work and saved enough money to pay 
the medical bills. There was no other choice, I had 
responsibilities and I did what was needed to meet them. But 
times were different then I suppose or they were just starting 
to slide down the slope into socialism. In the seventies and 
early eighties people would work two, sometimes three jobs if 
they couldn't get by on one paycheck. The people that you 
saw using food stamps, and at the time they were just that, 
coupon looking things with dollar amounts on them, were 
usually the trashy looking people and most everyone looked 
down on the ones that used them. And there should be a 
stigma for being on the government dole, even more so now 
as even disabled people can work from home, at call centers, 
or sell stuff on Ebay. Well, not all could, but the vast majority 
is capable of performing some sort of work if they are 
sufficiently motivated. 

So Governor Fallin, if you really want to make a difference in 
people's lives then work to get them off government 
assistance. Start by driving the illegal aliens out of Oklahoma 
so that wages rise to catch up with inflation. At the same time 
start weaning people off assistance unless there is absolutely 
no way they can hold a job such as being blind, mentally 
defective, bed ridden, are a politician (just checking to see if 
you are paying attention),or have a major disability that 
prevents them from functioning. Slash the minimum wage for 
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companies that hire the disabled then make up the difference 
with public assistance. That would be cheaper than paying a 
person to stay home all day and their health care costs will 
likely go down once you get them off the sofa and moving 
around. Give people a chance to earn their keep and become 
taxpayers instead of tax eaters and watch them prosper. 
While you are at it slash payroll taxes, reform workers comp 
so that injured workers are restored to health and then 
required to return to work without feeding legions of lawyers 
so that you can slash the worker comp rates, and as you are 
doing all of this continue to squeeze people off the 
government dole and into jobs. The ones that won't work can 
move to other states or their families can deal with them. 

Is this possible? Well, look at the Santiago McDonald 
restaurants down along I -40 near Meridian. One at Meridian 
and Reno, another at MacArthur and I-40, and another at 
Council and Reno. For years they were staffed by 100% 
Mexicans and you know that the majority of them were illegal 
aliens from their appearance and lack of English skills. The 
last few months there has been a lot of black and white faces 
working there; someone must have turned them in to ICE 
because they are replacing illegal alien workers with American 
citizens. No doubt they had to raise the pay to attract 
American citizens but I don't mind paying 50 cents more for 
lunch if it means paying better wages. 

So Governor Fallin, forget about trying to pay for lazy people's 
medical bills. Make medical care more open and transparent 
on cost, foster price competition among medical providers, 
make people pay their own way, and put people back to work 
where they will likely climb the ladder to better paying jobs 
that provide health insurance. Keep a safety net for the truly 
needy and force all the others to find a way to contribute. 
Those are Republican values that you should be pursuing 
instead of opening a spigot for temporary federal dollars to 
pour into the trough. 
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Bond Issues; A Question of Constitutional Integrity 
By The Watchman 

Oklahoma got off easy during so far in this recession. We have 
one of the lowest unemployment rates in the nation along with 
one of the fastest growing economies in the nation. One thing 
we also have, and should be ashamed of, is the fastest 
growing state government spending in the nation. The attitude 
of our elected officials is that spend as much as you can and 
finance the rest. 

It's become an annual ritual at the State Capitol over the 
budgeting process. Borrowing the words from someone more 
knowledgeable than I, "It is said the definition of insanity is 
doing the same thing over and over again and expecting 
different results." If this does not fit the budgeting process, I 
don't know what does. 

I found this article that describes the situation rather well. 
Former legislator and current State Treasurer Ken Miller uses 
the Department of Corrections as an example. At the 
beginning of each legislative session, they repeatedly 
approach the legislature for supplemental funds to continue 
operations to the end of the fiscal year. That's no way to run 
such an important department. But let's not forget that in the 
article Miller made much of the constitutional requirement to 
balance our budget while conveniently forgetting that he and 
his RINO cohorts passed the Health Provider tax in 2010 
knowing that they didn't have the required super majority vote 
to pass constitutional muster and that the bill would be struck 
down in the State Supreme Court. How do we know that they 
knew this? Because they said so during the debate on the 
final bill! 

Then we turn to revenue. Since his election to office State 
Treasurer Ken Miller has repeatedly reported increases in 
revenue to the state coffers. When first elected, Mr. Miller was 
reluctant to use federal dollars in the budget. According to 
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this article his attitude has changed. I also find it interesting 
that the author of the article has forgotten that Ken Miller 
authored almost a billion dollars in new taxes and tax 
increases in his final year at the Capitol. Ken Miller's attitude 
hasn't changed a whit but maybe Patrick McGuigan has finally 
opened his eyes. 

The fact of the matter lies with the leadership in the House 
and the Senate. Under the leadership of the liberal House 
Speaker Kris Steele, we saw an increase of state spending on 
an average of five percent (5%) per year even during the 
recession. This was done with federal dollars and borrowing. 
The Senate leadership went along with this. Now it's time to 
pay the price. 

Speaker-elect T. W. Shannon had enough fore-thought to do 
an interim study on various scenarios of federal spending 
drops including a collapse in federal spending. Here is what he 
had to say about Oklahoma and federal spending. 

How do you fix this mess? You start with personnel. You 
shrink the work force by replacing every two retirees with one 
new hire only in core government functions. You add 
personnel where needed such as in the Corrections 
Department. You build more prison beds and incarcerate the 
felons instead of releasing them on the public. You allow more 
conservative ideas to reach the floor of both the House and 
the Senate. There are more solutions out there than you think. 
You use the rainy day fund to repair the capitol and a good 
step would be to start enforcing the immigration laws in the 
sanctuary cities of Oklahoma City and Tulsa. Above all, you 
live by the States Constitution and you balance the budget 
within the means of the state appropriation. 

It is vital that the Great State of Oklahoma stop relying on 
federal dollars for as much as possible. Too much dependence 
on federal money will leave the State of Oklahoma in the same 
shape as California. 

A Reader Replies 
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Actually not just a reader but someone that was mentioned in 
one of our articles last week on the chilling effect that 
Oklahoma County Reserve Deputy Eli Jarjoura's lawsuit would 
have on activists in the freedom movement. Cleveland 
County journalist/researcher Kay Beach sent a series of texts 
in response to our mentioning that she had removed her story 
on our initial Jarjoura/Sheriff Whetsel a·rticle from her blog 
after receiving a threatening letter from Jarjoura's attorney. 
Here are the texts: 

11/19/2012 11:06 am 
Kay Beach: Hey AI, I can't wait to see you! 

11/192012 12:37 am 
AI: What? Does the truth sting? People saw it for what it 
was when you backed down. 

11/19/2012 12:49 pm 
Kay Beach: No, the truth doesn't sting. I would not have 
been sued, it would have been my husband who has already 
taken on more with my activism than any man would. I chose 
to withdraw for that reason. I am looking forward to seeing 
you because when I do, I am going to beat the hell out of 
you. 

11/19/2012 121:57 pm 
Kay Beach: Enjoy your lawsuit dummy 

Actually it would have been impossible for Jarjoura to sue 
Kay's husband as it was Kay that researched our article, and 
then republished it, agreed with the need to ask some serious 
questions of Whetsel, and even found more supporting 
information that buttressed the case. Hiding behind family 
members if they threaten your family is one thing that the 
other activists might understand but claiming others would be 
sued for your activism isn't going to pass the smell test. Just 
admit it Kay, the threat of a lawsuit sent a chilling effect over 
your research and publishing activities. Add to that the fact 
that Kay is literally judgment proof under Oklahoma law and 
you get an idea of just how chilling a lawsuit for defamation 
can be. It incites unreasonable panic and the abandonment of 
civil rights and natural rights. 

But really Kay, threats of physical violence? Yeah, you 
admitted to making a threat last time I wrote about something 
you did even though I didn't identify you, then you went on 
the McCarville Report and outed yourself as to making the 
threat. But threatening me twice? Not cool Kay. No class, 
bad dog, no biscuit. 

For those that don't know Kay, well to put it politely she is of, 
shall we say, Denneyesque proportions. Not rubenesque, 
Denneyesque, as in Rep. Lee Denny. That's right, old Kay is 
a big un so she might well do some damage if she goes on 
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the warpath. To make matters worse I was raised old school 
so hitting a woman is not acceptable under any 
circumstances. 

That upbringing made it difficult to defend myself from my 
second wife, a slender wisp of a woman to be sure but boy 
would she come at you tooth and nail when she cooked off. I 
mean scratching and biting when she wasn't throwing stuff or 
swinging at you. The only defense was to duck, grab her by 
the waist, spin her around and toss her on the couch or on 
the bed while you ran like hell. A humongous Mormon family 
bible to the back of the head taught me to try to gently 
bounce her off the bed to allow a few precious seconds to 
make it through a door and around a corner because that tiny 
woman had an arm like a major league pitcher. I swear she 
had a laser sight because she could hit anything she threw at 
when mad and the areodynamics of the hurled object didn't 
seem to matter. 

You were okay once you got out of missile range though and 
she would cool down and come to her senses. Well, except 
for that one time when she tried to run over me when we 
were dating. She had actually taken my car keys away from 
me during a disagreement so I couldn't leave. My way was to 
not argue when angry, take a walk or a drive and cool down 
so that I didn't say something I didn't mean. Oh no, that was 
abandoning her.... So I said she could keep the car keys but 
go ahead and take her shower so she would have the time to 
calm down before we talked. That is right, my butt was out 
that door as soon as I heard the water slashing. I was 
walking home to get spare keys. Or so I thought. 

I got maybe five blocks, walking down the sidewalk on North 
Penn around soth street when her car hurled itself over the 
curb and sidewalk, just brushing my leg hard enough to knock 
me sideways. There sat my beautiful girlfriend in the driver's 
seat wearing nothing but a bra and panties, broad daylight 3 
pm on a Sunday afternoon, screaming at me for "abandoning" 
her. I calmed her down, accepted a ride back to her house 
so she could get dressed, and got her to agree to begin taking 
anger management classes. And yes I got my car keys back 
and went home. 

But I digress; we were discussing Kay Beach's threats of 
violence. Like my ex wife Kay is a volatile person that soon 
calms down but she isn't one that you could grab around the 
waist and toss anywhere safe, well, maybe with a John Deere 
front end loader you could ... so I thought I should look into 
taking some precautions and spoke with legendary big foot 
hunter John Reed who runs a Pennsylvania group called 
Lykens Valley Sasquatch Hunters. 

John's advice to hikers and campers that are attacked by a 
Sasquatch is to run uphill if it is a Bigfoot male because they 
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have trouble looking up due to their big forehead. If it's a 
female, run downhill because they're so top-heavy, they have 
trouble running downwards. His other advice is to always 
carry a sack of Ho Ho snack cakes or Twinkies to distract an 
attacker. Thanks John, now that Hostess Baking Company is 
out of business what am I going to do? Maybe substitute 
glazed donuts so that I have a defense against emotionally 
distressed reserve deputy sheriff/dentists as well? Or would a 
sugar coated donut simply drive a dentist off into the deep 
end? One look at Kay will convince you that carrot sticks or 
apple slices ain't gonna do the trick. 

All joking aside Kay isn't a bad person by any means; she is 
just both volatile and timid in some weird manner. Too timid 
to hold her ground against those that would strip her 1st 
Amendment rights away from her but volatile enough to blame 
a fellow activist for pointing out the obvious. Kay has done a 
lot of research on liberty issues and has a knack for looking at 
the big picture. She has worked tirelessly for longer than 
most trying to motivate people to stand up and for that we 
have no complaint; our complaint is her entering the arena 
without considering the consequences of her actions. She has 
an excellent guide for prospective activist on her website that 
provides an insight into her thinking. 

I would point out to her that point #2 (credibility is 
everything), #5 (allies require honorable interaction), #6 
(highest nail gets hit first so lower your profile if you can't 
take the hits), #7 (build trust, even opponents respect that), 
#8 (be impeccable in your word, intent, and message), and # 
10 (be relentless and you'll win) are points that she needs to 
consider. Backing down destroys credibility and as she says 
credibility is an all or nothing deal, folding under pressure 
especially if you are nearly judgment proof as Kay is hardly 
honorable, that you should consider if you can take the hits 
before you occupy a foxhole rather than flee in terror once the 
fight gets real, that backing down destroys your image of 
being a freedom fighter and is hardly impeccable in word, 
intent, or message, and that without being relentless you will 
indeed lose the fight. 

Sometimes people say or write things just to try the ideas on 
for size; they don't mean them as much as they would like to 
mean them. Many women are notorious for thinking out loud, 
leaving a clear message to men to pay little attention to what 
she says and a lot of attention to what she does. My advice 
for Kay would be to spend less time threatening others for 
their opinions and more time either rewriting her list to live by 
or living up to the list she asks others to live by. 
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The TSA Needs to Go 
By The Watchman 

We, as law abiding citizens of Oklahoma, expect our state and 
Federal Agencies to obey and comply with the law. When they 
violate the law, they should, and in most cases are punished 
for it. So, why does the Transportation and Security 
Administration place itself above the law? 

We have all heard the arguments over whether or not TSA 
body scanners are safe or not. What we have not heard a lot 
about is the procedure used to implement the usage of body 
scanners in airports around the country. The reason you 
haven't heard anything, is because TSA has violated its own 
regulations when it put the scanners into use. Since July of 
2011 they have been under a Court Order to implement those 
procedures. On July 17, 2012, the Electronic Privacy 
Information Center returned to Court and again asked the 
Court to compel the Agency to comply. To date, there has 
been no decision rendered. You can read the story here. 

Other questions about the safety of airport body scanners 
have arisen. Many people opt for the pat down over the scans 
because of the concerns over radiation. You can read about 
those concerns here.The concern over these body scanners 
has spread internationally. Europe has banned the use of body 
scanners. You can read about that here. 

Does the TSA have personnel problems? Like all organizations 
of this size, the answer is yes. Here again though, buy 
violating their own procedures, they have created some of 
their own problems. In their rush to increase the size of their 
organization, they have repeatedly hired and put to work 
people without doing the required background checks until 
months and sometimes years later. That is why we continue 
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to see reports like this and this . These are self-imposed 
problems created by lack of compliance with regulations and 
gross negligence on the part of the supervisory and yes 
Secretarial level of TSA. 

For your own protection while traveling, we would like to 
present this to you.This explains some of the things they are 
doing at airports to rip you off. Armed with this knowledge, 
maybe your travels will be a little safer this Holiday Season. 

We all know that nobody and no organization likes to get bad 
publicity. Retaliation is a natural response. But an individual 
and an organization is usually more careful than this about 
who they retaliate against. TSA Threat To Opt Out Journalist: 
'We Know Who You Are. When an organization stands in direct 
violation of the law, you don't normally find them warning of 
retaliation against grass roots movements . 

Are there options to the body scanners and pat downs? The 
answer there is a resounding yes. The model is built on the 
Israeli method and has proven quite successful. Contrary to 
what the article states, this is not racial profiling. You can read 
the article here. In the United States today, the potential 
terrorist is coming from all racial backgrounds. The Israeli 
method could be used to detect them. 

There are some bright spots in the TSA program. One that is 
showing promise is the PreCheck program. It has some 
problems that still need to be worked out, but with proper 
leadership it can be done. You can read about that program 
here. 

While researching this article, one question kept coming up. 
That que.stion was "Will more training for screeners and 
supervisors help curb the problem?" I found this interesting 
article on the subject in the Wall Street Journal. Training 
always helps. Proper training is one of the reasons our Armed 
Forces perform so magnificently. In the case of the TSA 
though, what needs to be accomplished first is to eliminate 
the culture of corruption that exist at the upper management 
of the agency on down before this would work. 

National World Travel Insights did a study with frequent 
travelers, including pilots, on ways to fix TSA. You can read 
the report here. You can tell that this was a well thought out 
study. You will notice that one of the items they recommend is 
doing away with the body scanners. Imagine that for a while. 
TSA installs body scanners illegally, then refuses to comply 
with a court order, then gets everyone upset over them and 
refuses to take them out. Europe refuses to use them and 
everyone says they are a waste of time. Why does this agency 
think it is above the law. 

So where does that leave us. How do we better protect the 

3216



citizens of Oklahoma and the many visitors to our great state? 
The answer lies in the laws that have been provided to us. 
When an organization has placed itself above the law, it is 
time to replace that organization. It would not be the first time 
it has been done. Congress went so far as to make it easier 
for us. We don't often site the Liberal New York Times, but we 
will here. 
It should be easy to find a private security company that can 
comply with the TSA regulations, and at the same time provide 
a more polite and courteous screening of passengers at our 
states airports. Oklahomans, by nature, are a courteous 
people. We are an honest, law abiding people who believe in 
the rule of law. 

So should Oklahoma's airports abandon the Transportation 
Security Administration? The answer is yes. The agency was 
formed with the promise that it would never be allowed to 
unionize, yet it has been. It has placed itself above the law by 
violating its own rules and regulations. It has repeatedly hired 
individuals, and placed them on the line as screeners without 
doing the proper background checks. It has failed in its 
assigned task of stopping potential terrorist and weapons from 
entering airplanes. It has abused its powers by harassing 
Senators, Congressmen, the elderly, molesting the young and 
sexually abusing adults during pat downs. This is an 
organization better suited for investigation under the RICO act 
than protecting America. It's time for a change. 

A Classy End to a Classy Campaign 

We received this on Saturday from the Sorrels Campaign. I 
don't think we have seen the last of Darrell Sorrels because he 
isn't the kind to just quit trying to make a difference. 

Thanks to all who supported the Sorrels for Sheriff Campaign. 
Two years of trying to educate Oklahoma County citizens 
about making the right choice for sheriff came to an end with 
the wishes of the citizens to retain the current sheriff. It was a 
hard fought battle for liberty and I would like to thank so 
many people, groups and businesses that supported our 
campaign with their resources and financial support. It's not 
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over; we will continue to fight for the freedom that was 
established by our founding fathers. I am humbled by the 
many individuals that continue to sacrifice their time and 
efforts in the campaign for freedom and liberty for all. 

Thank you, 
Darrell Sorrels 

Here are all the House members in two fifty 
member blocks of email addresses. Use Bee in 
your email address header and email fifty of them 
with one email yet they won't know who else got 
the email. 

Here are the State Senate email addresses in one 
block: 

Who is my state representative and my state 
Senator? Click here to find out 

Here is the Senate Directory 

Here is the House Directory 

Remember to strip the unsubscribe link before 
forwarding this newsletter to prevent someone 
from taking you off our list! Use our forward this 
email link at the top of the newsletter to prevent 
being accidently unsubscribed. 

Money is always needed for printing costs, 
postage, sign materials, and robo call costs. We 
are tightfisted; we will spend your hard earned 
money wisely and frugally as we do our very best 
to clean up Oklahoma politicians so we can begin 
to clean up our country. 

You can donate by sending a check to Sooner Tea 
party, 358 North Rockwell Ave, Oklahoma City, OK, 
73127 or visit Soonerteaparty.org and use the 
Paypal donation button. 
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From: NGA HHS Committee
To: HHS Committee
Cc: Bailey, Kathryn; Schiff, Maria
Subject: Reminder and Materials - Today"s HHS SAC, 2pm
Date: Wednesday, June 08, 2011 12:17:51 PM
Attachments: Discussion items.docx

Please join us this afternoon at 2:00 p.m. EDT for the Health and Human Services Committee staff
meeting.  We'll be in the NGA Governors conference room and conference call accessible at 1/877-
261-8991 with passcode 6010576#.
 
On the agenda:
 

1)       Final consideration of HHS policy position action
a.       HHS 9: Principles for the Children’s Health Insurance Program
b.      HHS 15:  Fatherhood (Sunset)
c.        HHS 17: Social Services Block Grant (Sunset)
d.      HHS 21: TANF Principles
e.       HHS 27: Medicaid Reform Principles
f.         HHS 28: Long-Term Care
g.       HHS 29: Electronic Health Information Exchange
h.      HHS 30: Community Service Block Grant Program (Sunset)

 
2)       101 Briefing on Health Exchanges – Maria Schiff and Kathryn Bailey, NGA Center for Best

Practices
a.       Materials – attached discussion items and the following report: 

Center on Budget and Policy Priorities: Analysis of State Health Insurance Exchange
Legislation, Establishment Status and Governance Issues 
http://www.cbpp.org/files/CBPP-Analysis-of-Exchange-Legislation-Establishment-
and-Governance.pdf

 
3)       Other business

 
 
 
 
___________________________________
Erin Cohan
Manager, Office of Federal Relations
National Governors Association
444 North Capitol Street, Suite 267
Washington, DC 20001-1512
Phone: (202) 624-5317   Fax: (202) 624-5825
www.nga.org
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The information contained in this electronic transmission, including any attachments, is for the exclusive use of the intended
recipient(s) and may contain information that is privileged, proprietary, and/or confidential. If the reader of this transmission is not an
intended recipient, or a person responsible for delivering it to the intended recipient, you are hereby notified that any review,
dissemination, distribution, or copying of this communication is strictly proh bited. If you have received this communication in error,
please immediately notify the sender and delete this message.

---
You are currently subscribed to [hhsreps] as katie.altshuler@gov.ok.gov..
To unsubscribe, send a blank email to leave-196641-
158951.5197054f2ff0f9a4fe9eed35b4d6bd43@talk.nga.org..
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3221



From: 
To: 
Cc: 

Subject: 
Date: 
Attachments: 

REMINDER: 

REMINDER: Healthcare Task Force call Thursday, 5 PM EDT 
Wednesday, October OS, 2011 9:46:54 PM 
ExchangesraaDRAFTvc10 S.doc 

We will have a healthcare task force phone call on Thursday of this week at 5 pm EDT. Subject will 
include, but might not be limited to, healthcare exchanges. 

Conference Line: 

AGENDA: 

I. Roll Call: Marie Sanderson (RGPPC) 

II. Overview of document prepared by several states; goals (attached*): Seema Verma (IN) 

III. Establishment objectives moving forward on exchanges; next steps Darin Gordon (TN) 

IV. Overview of NGA healthcare efforts: Doug Hoelscher (IO) 

Note: Healthcare Summit in Washington, DC is Oct 24-25. States may send up to three people. To 
register, please contact Monica Block at mblock@rga.org. 

Best, 
Marie -Marie Thomas Sanderson 
Republican Governors Public Policy Committee (RGPPC) 
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From: 
To : 
Cc: 

Subject: 
Date: 

Reminder: Healthcare Task Force call tomorrow/ Thursday 5 PM EDT 
Wednesday, September 21, 201110:41:37 AM 

We will have a healthcare task force call on Thursday at 5 PM EDT. 

Conference line: 

!!!!PI -Agenda: 

1. Roll Call 

2. CLASS ACT 

3. Exchange Commenting 

4. Supercommittee- policies in which we should engage 

5. Other business 

ICYMI below. Nice work, Ohio, on PPACA costs to your state. If other states have done such activities, 
please share with the group. We'll keep on file and amplify at RGPPC. 

Ohio Examiner: 
http:/fwww.examjner.com/trumbull-councy-conservative-jn -youngstown/lt-governor-mary-taylor
announces-report-outlining-impacts-of-obamacare-ohio 

Lt. Gov. Taylor is also the director of the Ohio's insurance department. Her press release is linked here 
and included in full below: 

http://www.insurance.ohio.gov/Newsroom/Pages/09202011MjlljmanReport.aspx 

Full report: 
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http://www.ohioexchange.ohio.gov/Documents/MillimanReport.pdf

Marie Thomas Sanderson
Republican Governors Public Policy Committee (RGPPC)
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From: National Governors Association
To: Health Policy Advisors
Subject: Reminder: NGA HHS Committee Meeting Today
Date: Wednesday, December 07, 2011 9:26:05 AM

 

Just a reminder that there will be a discussion of the most recent insurance exchange FAQ from
CMS at today’s NGA Health and Human Services Committee.  You are welcome to join.   Below is the
agenda and additional information.
 
Time:  2 p.m. EST
 
Dial in: , passcode: 
 

From: NGA HHS Committee [mailto:hhsreps@talk.nga.org] 
Sent: Tuesday, December 06, 2011 12:12 PM
To: HHS Committee
Subject: HHS Committee meeting tomorrow
 
The HHS Committee will meet tomorrow (Wed) at 2:00 pm EST in the governors room.  The agenda
and call-in information are below.  Please note that the health policy advisors have been invited to
participate in the discussion.
 

HHS Committee
December 7, 2011

 
I.                    Introduction of new NGA staff – William Garner

 
II.                 Health insurance exchanges discussion (see notice below)

 
III.               Deadline for level 2 ACA establishment grants – request to extend

 
IV.              Winter Meeting update

 
V.                 Other business

 
 
Heather E. Hogsett
Director
Committees on Health & Human Services and
Homeland Security & Public Safety
(202)624-5360
hhogsett@nga.org
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From: Cohan, Erin [mailto:ecohan@NGA.ORG] 
Sent: Wednesday, November 30, 2011 12:43 PM
To: Reps
Subject: New Information on Health Insurance Exchanges
 
 To:       Washington Representatives and Health Policy Advisors
Re:       New Information on Health Insurance Exchanges
 
 
On November 29, 2011, CMS released Frequently Asked Questions (FAQ) to address the
many questions states have had as they consider their options related to health insurance
exchange implementation.  The FAQ signals important CMS policy positions in a number of
key areas regarding flexibility for states to tailor arrangements to reflect state practices,
traditional functions (e.g., activities of state insurance departments) and preferences;
options for eligibility determination in a number of areas; the operation of the federal
exchange; several financial issues; and error rate determination and related liability issues. 
 
The FAQ also addresses a number of concerns raised by NGA in its November 2, 2011 letter
to Secretary Sebelius.  Rather than emphasize a partnership model, CMS has promised
greater flexibility for states under both the state-based and federally-facilitated exchanges. 
Specifically, under the proposal:
 

·         States will not be required to cede Medicaid eligibility determination to the
federal government.  CMS intends to modify its original proposal to provide states
with additional options for eligibility determination under both the state-based and
federally-facilitated exchanges.  Under this plan, states could decide to have their
Medicaid and CHIP agencies execute some or all functions under an agreement,
including Medicaid and CHIP eligibility, through the use of federally-managed
services. 

 
·         States may opt to assign certain functions of eligibility determination to the

federal government.  State-based exchanges may use federally-managed services to
make determinations for advance payments of the premium tax credit, cost-sharing
reductions and exemptions from the individual responsibility requirement.  Under
the federally-facilitated exchange, a state may either make final Medicaid and CHIP
determinations or allow the federally-facilitated exchange to make Medicaid and
CHIP eligibility determinations using its state eligibility rules and standards. 

 
·         State-based exchanges may obtain funding to establish new state exchange

functions until December 31, 2014.   Grants are available until December 31, 2014
for approved and permissible activities to establish a state-based exchange, to build
functions that a state elects to operate under a partnership exchange, and to support
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state activities to build interfaces with a federally-facilitated exchange.
 

·         Fully state-based exchanges are not anticipated to incur charges for use of the
federally-managed data services hub.  A CMS-established data hub will support
information exchanges between states (exchanges, Medicaid and CHIP agencies) and
relevant federal agencies (including agencies other than CMS).  The scope and
availability of its services and its treatment of charges for fiscal year 2014 are yet to
be determined.  However, CMS does not anticipate charging fully state-based
exchanges for the use of the hub.

 
The actual implications of many of the points conveyed in the FAQ will depend on formal
regulatory guidance, sub-regulatory materials, and agreements.
 
NGA’s Health and Human Services Committee will host a meeting for states to discuss this
information on Wednesday, December 7 at 2:00 pm EST in the Governors room.  The
meeting will also be conference call accessible at: 877-261-8991, passcode: 6010576.
 

A copy of the FAQ sheet and additional information provided by CMS is available at
http://cciio.cms.gov/resources/files/Files2/11282011/exchange_q_and_a.pdf.pdf
 

If you have any questions, please feel free to contact:
 

Krista Drobac, Health Division Director, NGA Center for Best Practices (kdrobac@nga.org or
202-624-7872)
Heather Hogsett, HHS Committee Director, NGA Office of Federal Relations
(hhogsett@nga.org or 202-624-5360)
William Garner, Legislative Director, HHS Committee, NGA Office of Federal Relations
(wgarner@nga.org or 202-624-5369)
 

 

The information contained in this electronic transmission, including any attachments, is for the exclusive use of
the intended recipient(s) and may contain information that is privileged, proprietary, and/or confidential. If the
reader of this transmission is not an intended recipient, or a person responsible for delivering it to the intended
recipient, you are hereby notified that any review, dissemination, distribution, or copying of this communication
is strictly prohibited. If you have received this communication in error, please immediately notify the sender and
delete this message.

 
---
You are currently subscribed to [reps] as hhogsett@nga.org..
To unsubscribe, send a blank email to leave-204431-
147056.f7e87e90c6269f97034901c2239a4715@talk.nga.org..

The information contained in this electronic transmission, including any attachments, is for the exclusive use of
the intended recipient(s) and may contain information that is privileged, proprietary, and/or confidential. If the
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reader of this transmission is not an intended recipient, or a person responsible for delivering it to the intended
recipient, you are hereby notified that any review, dissemination, distribution, or copying of this communication
is strictly prohibited. If you have received this communication in error, please immediately notify the sender and
delete this message.

 
---
You are currently subscribed to [hhsreps] as kdrobac@nga.org..
To unsubscribe, send a blank email to leave-204655-
159348.36f663a1396b30f7ce71c35192ccf222@talk.nga.org..
 
Visit the NGA web site at http://www.nga.org

The information contained in this electronic transmission, including any attachments, is for the exclusive use of
the intended recipient(s) and may contain information that is privileged, proprietary, and/or confidential. If the
reader of this transmission is not an intended recipient, or a person responsible for delivering it to the intended
recipient, you are hereby notified that any review, dissemination, distribution, or copying of this communication
is strictly prohibited. If you have received this communication in error, please immediately notify the sender and
delete this message.

 

---
You are currently subscribed to [healthadvisors] as 
katie.altshuler@gov.ok.gov..
To unsubscribe, send a blank email to leave-204683-
159552.9353be7555ca9043e095bc96949d480b@talk.nga.org..

Visit the NGA web site at http://www.nga.org
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From: NGA HHS Committee
To: HHS Committee
Subject: Reminder: NGA Insurance Exchange Workshop, September 8-9th
Date: Wednesday, August 31, 2011 11:29:40 AM
Attachments: NGAExchanges Workshop Agenda.docx

Below and attached please find a reminder and updated agenda for next week’s NGA Center
meeting on health exchange implementation.
 
Heather E. Hogsett
Director
Committees on Health & Human Services and
Homeland Security & Public Safety
National Governors Association
(202)624-5360
 

From: Drobac, Krista 
Sent: Wednesday, August 31, 2011 12:25 PM
To: healthadvisors@talk.nga.org
Subject: NGA Insurance Exchange Workshop, September 8-9th
 
Dear Health Policy Advisors:
 
We are looking forward to a productive Health Insurance Exchange workshop on September
8-9th in Arlington, Virginia.  Attached is an updated agenda for the meeting.
 
Today is the last day to register for the meeting, so if you are interested in attending but have
not registered, please sign up at http://www.cvent.com/d/9cq7z3 before the end of the day
today. 
 
In order to maximize the benefit of our discussion at the meeting, NGA is conducting a brief
and informal survey to be completed and returned anonymously in advance of the NGA
meeting.  We are hoping for one response per state.  If your state has not yet filled out the
survey, it can be found at  http://www.surveymonkey.com/s/EXCHANGES2011.
 
Thank you. 
 
Krista Drobac
Director, Health Division
Center for Best Practices
National Governors Association, Suite 267
444 North Capitol Street, NW
Washington, DC 20001
Office: 202-624-7872
Cell: 202-415-3260
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The information contained in this electronic transmission, including any attachments, is for the exclusive use of
the intended recipient(s) and may contain information that is privileged, proprietary, and/or confidential. If the
reader of this transmission is not an intended recipient, or a person responsible for delivering it to the intended
recipient, you are hereby notified that any review, dissemination, distribution, or copying of this communication
is strictly prohibited. If you have received this communication in error, please immediately notify the sender and
delete this message.

The information contained in this electronic transmission, including any attachments, is for the exclusive use of
the intended recipient(s) and may contain information that is privileged, proprietary, and/or confidential. If the
reader of this transmission is not an intended recipient, or a person responsible for delivering it to the intended
recipient, you are hereby notified that any review, dissemination, distribution, or copying of this communication
is strictly prohibited. If you have received this communication in error, please immediately notify the sender and
delete this message.

---
You are currently subscribed to [hhsreps] as katie.altshuler@gov.ok.gov..
To unsubscribe, send a blank email to leave-200942-
158951.5197054f2ff0f9a4fe9eed35b4d6bd43@talk.nga.org..

Visit the NGA web site at http://www.nga.org
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From: National Governors Association
To: Health Policy Advisors
Subject: Reminder: Techincal Assistance Opportunity Announcement
Date: Wednesday, October 26, 2011 2:15:25 PM
Attachments: Exchange TA Letter.pdf

RFP Technical Assistance.pdf

 

Just a reminder that if your state is interested in applying for the technical assistance opportunity

related to health insurance exchanges, applications are due to NGA next Tuesday, November 1st.  If
you have any questions, please don’t hesitate to call Krista Drobac at 202-624-7872 or Maria Schiff
at 202-624-5395.
 

From: National Governors Association [mailto:healthadvisors@talk.nga.org] 
Sent: Monday, October 17, 2011 4:06 PM
To: Health Policy Advisors
Subject: Techincal Assistance Opportunity Announcement
 
Dear Health Policy Advisors:
 
NGA is pleased to announce a technical assistance opportunity related to the implementation of
health insurance exchanges.  Attached is a letter describing the program and a Request for
Proposals.  Teams from up to six states will be selected to work with two nationally-recognized
experts in exchanges and Medicaid in a customized day-long retreat that will take place in your
home state.  Joel Ario, former insurance commissioner from Pennsylvania and Oregon, and former
Director of Health Insurance Exchanges at the Office of the Center for Consumer Information and
Insurance Oversight will serve as a resource on exchange planning.  Deborah Bachrach, Medicaid
expert from Manatt Health Solutions, will assist with the Medicaid aspects of the discussion. 
 
Applications are due to NGA on November 1, 2011.
 
Should you have any questions please contact me at kdrobac@NGA.org or 202-624-7872, or Maria
Schiff at mschiff@nga.org or 202-624-7872.
 
Krista Drobac
Director, Health Division
Center for Best Practices
National Governors Association, Suite 267
444 North Capitol Street, NW
Washington, DC 20001
Office: 202-624-7872
Cell: 
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From: 
To: 

Grace-Marie Turner 
Katie Altshuler 

Subject: Rep. Michele Bachmann answers your questions -- Tue, 12pm 

Monday, March 19, 2012 10:17:14 AM Date: 

Reg1ster now fo Tue'>lk.)' I Wilt ~Pp M he e Bach:n<Inr l!Tl'Ctly? 

Please join us for a conference call for state leaders 

with Rep. Michele Bachmann 

Tuesday, March 20, Noon EDT 

Please join us for a conference call tomorrow, 
March 20, at noon with Rep. Michele Bachmann. 
The call will be jointly sponsored by the Galen 
Institute, the Institute for Policy Innovation, and the 
State Policy Network. 

As a self-proclaimed "Constitutional Conservative," 
Rep. Bachmann is devoted to the repeal of 
ObamaCare, which she believes exemplifies 
government's uninhibited growth. She advocates 
adherence to the Constitution and has become 
known on Capitol Hill for championing tax reform, 
cuts to wasteful government spending, and support 
for limiting the size of our government. 

We hope you will join us for this discussion with 
Rep. Bachmann about her dedication to repealing 
and replacing ObamaCare. 

To register for this call, please contact Jena Persico at jena@galen.org. You will 

receive the call numbers when you register, and your registration will ensure that 

you receive any follow-up materials from the call. 

Galen Institute 
P.O. Box 320010 
Alexandria, VA 22320 

www.galen.org 1 www.spn.org 1 www.ipi.org 

www.galen.org 
twitter.com/Galenlnstitute 
facebook.com/Galenlnstitute 
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From: Jacobs, Chris (RPC)
To: Jacobs, Chris (RPC)
Subject: Repeal and Reconciliation
Date: Thursday, October 13, 2011 7:30:06 AM

The Hill yesterday quoted Budget Committee Chairman Conrad as saying a Republican plan to utilize
the reconciliation process to repeal Obamacare in 2013 would be an inappropriate use of
reconciliation, because in his words the Congressional Budget Office claimed that “repealing the
entire health care law would dramatically increase the deficit.”  It’s worth unpacking that statement
a bit more, to examine all the ways in which CBO’s conclusions have been undermined just in the
past two weeks:
 

·         The future of the CLASS program – and its supposed $86 billion in budgetary “savings” –
were thrown into grave doubt, when the program’s actuary left his job and all the other
employees were reassigned.  Even Chairman Conrad has disparaged this program, famously
calling it a “Ponzi scheme of the first order” – yet much of Obamacare’s supposed “deficit
reduction” comes from premiums paid into the program in its first few years (even though
the program will have major solvency problems thereafter).

·         The liberal Center for Budget and Policy Priorities released a report citing as conventional
wisdom the belief that Obamacare’s insurance subsidies will have to be increased – thus
reducing the law’s supposed “savings.”

·         A little-noticed passage of the Institute of Medicine’s report about the essential health
benefits package cited two separate studies suggesting that Exchanges might attract sicker-
than-average individuals.  But when analyzing the bill in 2009, CBO assumed that Exchanges
would enroll healthier-than-average Americans due to the individual mandate.  If the two
studies cited in the IOM report are right and CBO is not, then premiums in the Exchange –
and thus federal spending on subsidies – could be much higher than expected.

Of course, these developments don’t even begin to address the biggest issue in the room:  The
many studies, papers, briefs, reports, employer questionnaires, consultant presentations, surveys,
op-eds, interviews, and quotes suggesting that employers will drop coverage in much higher
numbers than CBO first anticipated, leading spending on subsidies to explode – shattering the deficit
reduction “savings” in the process.
 
But Chairman Conrad’s comments implicitly raise another question, and that’s this:  In March 2010
President Obama barnstormed around the country asking for an “up-or-down vote” on the 2,700
page bill.  Leader Reid and Democrats complied, sending a letter to then-Speaker Pelosi stating that
“We support an up-or-down majority vote” to enact Obamacare.  After all their exhortations about
an up-or-down vote to pass Obamacare in 2010, do Democrats believe that a Republican
President in 2013 should have the same opportunity for an up-or-down vote to repeal
Obamacare?  Or does the Obama talk of “I won” and Harry Reid’s policy to “Stand up and vote”
only apply to passing Democrat laws and not Republican ones?
 
Chris Jacobs
Health Policy Analyst
Republican Policy Committee
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(202) 224-2946
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From: Marie Sanderson
To: brandymarty03 ; Candice Whitfield; Marie Sanderson; Lanier Swann@mcconnell.senate.gov;

mschrimpf@RGA.ORG
Cc: john.katz@alaska.gov; macarter32 ; RSerote@az.gov; CLipparelli@BrianSandoval.com;

Adam.nordstrom  aparis@  Rob.Jakubik ; Erin Hames;
ted.pitts.jr ; David.Hensley@gov.idaho.gov; jkreizenbeck@gov.idaho.gov;
Tammy.Perkins@gov.idaho.gov; Katie Altshuler; JamieShuster@gov.sc.gov; hedgcockm@GOV.STATE.LA.US;
bob.schwaneberg@gov.state.nj.us; Dona.DeLeon@gov.state.nj.us; Wayne.Hasenbalg@gov.state.nj.us;
michael.ciamarra@governor.alabama.gov; brandon.steinmann@governor.state.tx.us;
dan.wilmot@governor.state.tx.us; Jeannemarie.Davis@governor.virginia.gov; kristi.craig@governor.virginia.gov;
jboeyink@ com; debbie ; griffin ; rkelly8 ;
wstruble@  rbmul ; wags@la.gov; Renee.Fargason@LASPBS.STATE.FL.US;
kristacarman ; Will.Kinzel@mail.house.gov; mary.mayhew@maine.gov; muchmored@michigan.gov;
Lauren.Hill@nebraska.gov; ryan  eperez@osfr.state.tx.us; Bkanzeg ;
jbranstett@state.pa.us; Jim.Soyer@state.sd.us; MKennicott ; Mark.Cate@tn.gov;
Will.Cromer@tn.gov; Bnutt ; rspendlove@utah.gov; EMainigi
Joseph.Fadness@wisconsin.gov; Carol.Statkus@wyo.gov

Subject: Repeal and Replace materials
Date: Thursday, January 20, 2011 1:36:33 PM
Attachments: Repeal and Replace Articles 01.19.11 AM.docx

WYden MEMO - S 3958 (2).docx
CBO Memo 1 20 11.doc

All--
Attached and below you'll find some healthcare resources.

1. Alec Report:
http://www.alec.org/AM/PDF/hhs/State Leg Guide to Repealing ObamaCare.pdf

2. General press on repeal and replace (attached)

3.  A memo on the Wyden Bill (attached)

4. A memo on the CBO estimate of healthcare reform to refute the
argument that CBO says repealing the health care law will increase the
deficit.  (attached)

5.  Healthcare's negative impact on jobs by RPC (below)

While Treasury and other Administration allies are claiming that
repealing the health care law will hurt the economy, it’s worth
highlighting a new paper by former CBO Director Doug Holtz-Eakin and the
American Action Forum explaining why the health care law itself will
harm American jobs and businesses if not repealed.  The paper raises
several important issues:

1.       The Congressional Budget Office estimated that the law will
reduce the amount of labor supplied to the American economy by about
half a percent, due to individuals choosing not to work – or, as
Speaker Pelosi famously claimed, the health care law will allow people
to “leave your work” and go “be creative and be a musician or
whatever.”

2.       The law includes perverse incentives for individuals NOT to
work – because at some income levels, a family could lose $5,000 in
federal health care subsidies by receiving an extra $1,000 of income.
(The RPC has previously analyzed these first two issues here.)

3.       Many of the savings provisions in the law – for instance,
the Medicare productivity adjustments, and the “Cadillac tax” on
so-called high-cost plans – may not be achievable, thus leading to
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significant increases in deficits in both the short and long term.

For all these reasons, the health care law is likely to serve as a
significant drag on economic growth for the foreseeable future, rather
than the job-creation engine the Administration asserts.

Marie Thomas Sanderson
Director of Federal Policy
Office of Governor Haley Barbour

3238



From: 
To: 

Cc: 
Subject: 
Date: 

Repealing Job-Killing Health care Law "Rrst step Toward Rscal Sanity" 

Friday, January 07, 2011 9:16:00 AM 

Speaker of the House John Boehner 

Repealing Job-Killing Health Care Law "First Step Toward 
Fiscal Sanity" 

January 7, 2011 1 Posted by Don Seymour 1 Permalink 

Here's a simple fact: if ObamaCare is fully implemented it will add more than $700 billion to the 
deficit in its first 10 years. That's why - in a must-read post on National Review - former 
Congressional Budget Office (CBO) Director Douglas Holtz-Eakin says repealing the job
killing law " is simply a first step toward fiscal sanity that should happen as soon as 
possible." 

Liberals claim otherwise and point to a CBO cost estimate to claim repealing the massive, costly 
entitlement would somehow increase the deficit. But as Holtz-Eakin told CNN, "by law, the 
[CBO) must take the information Congress sends to them -- however implausible -- at face 
value." And the legislation Democratic leaders handed over to CBO forced them to : 

• Ignore the at least $115 bill ion needed to implement the law; 

• Double-count $521 billion in Social Security payroll taxes ($53 billion), CLASS Act 
premiums ($70 billion), and Medicare cuts ($398 billion); 

• Ignore the costly 'doc-fix' provision that was included in an earlier analysis; and 

• Count ten years of revenues to offset six years of new spending. 

"There was never any reason to believe" that ObamaCare "reduced the deficit," Holtz-Eakin 
writes. This chart from the House Budget Committee shows what happens when you take away 
the "wide range of budget gimmicks" CBO was forced to use in estimating the cost of 
ObamaCare: 
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http://speaker.gov/UploadedFiles/healthcare_11 0106 _budgetchart.jpg 

This and more is explained in a report released yesterday by the House Majority that examines 
the budget-busting, job-killing impact of ObamaCare. You can view the full report here . Page 15 
of the report cites President Obama's deficit commission. which found that health care spending 
projections under ObamaCare depend "on large phantom savings." The commission goes so far 
as to recommend repealing the CLASS Act, one of the culprits for the rigged CBO score. In its 
final report, the commission recommends Congress pursue a "number of reforms to reduce 
federal health spending and slow the growth of health care costs more broadly," goals 
ObamaCare was supposed to achieve. 

Today, Republicans will begin keeping their Pledge to America and take what Speaker Boehner 
calls the "first steps to repeal the job killing health care law that was passed last year over the 
objections of the American people." In a press conference today, Boehner said: 

'With 10 percent unemployment and massive debt, the American people want us to 
focus on cutting spending and growing our economy, and that is what repealing the 
health care law is all about. I hope the House will act next week to repeal the job 
killing health care law so we can get started on replacing it with commonsense 
reforms that will reduce the cost of health insurance in America." 

SPEAKER PRESS OFFICE 
REP. JOHN BOEHNER (R-OH) 

H-232, THE CAPITOL 
(202) 225-0600 I SPEAKER.GOV 

WEBSITE I CONTACT I PRIVACY POLICY 
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From: Michelle Waddell
To: Dana Wolpert; Katie Altshuler; Andrew Silvestri
Subject: REPLY #2: LISTEN TO THIS PHONE CALL
Date: Wednesday, September 05, 2012 10:57:05 AM

For what it’s worth – Snopes says it is not true….
 

From: Dana Wolpert 
Sent: Wednesday, September 05, 2012 10:15 AM
To: Katie Altshuler; Andrew Silvestri; Michelle Waddell
Subject: FW: LISTEN TO THIS PHONE CALL
 
FYI, from Dr. Hook.
 
Dana Wolpert
Director of Scheduling
Governor Mary Fallin
2300 N. Lincoln Boulevard, Suite 212
Oklahoma City, OK 73105
 

From: Dr. Carl Hook, MD  
Sent: Thursday, August 30, 2012 5:09 PM
To: Dana Wolpert
Cc: Ken King; John Robinson
Subject: FW: LISTEN TO THIS PHONE CALL
 
Dana,
This is a very interesting telephone call from a neurosurgeon in Chicago discussing the
‘ethics/treatment’ panels to be formed to dictate care that will be resulting from PPACA (Obama
Care). Please listen to the call.  I thought Governor Fallin would be interested in hearing this and I am
sending to you hoping you will be able to forward it to her.  Thank you very much; I certainly
appreciated your assistance in the scheduling process for the Governor to speak at our recent
EXPLORE: OK Healthcare Summit presented by PLICO August 9, 10.  She helped make it an
overwhelming success for 375 registrants and 60+ exhibitors attending this first time Summit.
 
Sincerely,
 
Carl Hook, M.D.
President and CEO
PLICO
 
 
 

Subject: LISTEN TO THIS PHONE CALL

As Sarah Palin and others asserted, it appears under Obamacare there will
indeed be "Death Panels".

While our shared abhorrence of such a practice is almost unanimous, the
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idea of making certain cost/benefit decisions regarding healthcare should
not necessarily be completely ruled out.  Of course even if we agree there
are times when "withholding" care would save both money and pain and
misery, we'd still have to think hard about who sits on these panels. 

I've personally known dozens of people who were 100% certain to die of
cancer in the near term, but they were still given very expensive chemo-
therapies and other interventions that, not only would not save them, but
would make them horribly ill and debilitated for the short time they had left
to live.  Some argue that even when it's certain that a person is going to die
from his illness, we should not remove all hope from him.  But of course this
only postpones the day when the patient must end his denial and come to
acceptance of his demise.  So I've always had bad feelings about cases where
patients were placed on debilitating chemotherapy and given other
treatments that only made them too ill to enjoy what few weeks or months
they had left.  This change in thinking/ethics (I think it's unethical to do this
to people)...but this change with cancer patients alone would save billions of
dollars.  And of course the same is true with other terminal illnesses as well. 
Too frequently continuing painful, debilitating medical care just prolongs
suffering while doctors, hospitals and especially pharmaceutical and high
tech medical equipment companies make profits.

Also there's the data showing that frequently 80% of the cumulative costs
for an individual's healthcare occur during the last 90 days of life.  Does that
make sense?

Here's a call from a neurosurgeon who had just attended a symposium on
how Obamacare will work, a preview of what's coming.  It's really scary to
think that a panel, probably consisting of doctors with administrative
mindsets and corporate bean counters, will be deciding whether a patient
receives the surgery that would normally be provided or just given palliative
care so he'll be comfortable while he's waiting to die.  

But I suppose this will drive the costs of Medicare down, since all that can
afford to go the private insurance route will leave Medicare. 

 
 
*******************************************************************************
 
The information contained in this email message, and any files transmitted 
with
it, is confidential and may be legally privileged. It is intended only for 
the
use of the individuals or entities named above. If the reader of this 
message is
not the intended recipient, or the employee or agent responsible to deliver 
it
to the intended recipient, you are hereby notified that any dissemination,
distribution or forwarding of this email message is strictly prohibited. If 
you
have received this email message in error, please notify the sender and 
delete
the material from any computer.
 
Thank you.
 
*******************************************************************************
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From: Michelle Waddell
To: Dana Wolpert; Katie Altshuler; Andrew Silvestri
Subject: REPLY: LISTEN TO THIS PHONE CALL
Date: Wednesday, September 05, 2012 10:52:43 AM

Is this legitimate? 
Katie – will you discuss w/GMF or do I need to ensure that she gets the info?  I will do nothing until
& unless I hear from you.
Thanks.
 

From: Dana Wolpert 
Sent: Wednesday, September 05, 2012 10:15 AM
To: Katie Altshuler; Andrew Silvestri; Michelle Waddell
Subject: FW: LISTEN TO THIS PHONE CALL
 
FYI, from Dr. Hook.
 
Dana Wolpert
Director of Scheduling
Governor Mary Fallin
2300 N. Lincoln Boulevard, Suite 212
Oklahoma City, OK 73105
 

From: Dr. Carl Hook, MD [  
Sent: Thursday, August 30, 2012 5:09 PM
To: Dana Wolpert
Cc: Ken King; John Robinson
Subject: FW: LISTEN TO THIS PHONE CALL
 
Dana,
This is a very interesting telephone call from a neurosurgeon in Chicago discussing the
‘ethics/treatment’ panels to be formed to dictate care that will be resulting from PPACA (Obama
Care). Please listen to the call.  I thought Governor Fallin would be interested in hearing this and I am
sending to you hoping you will be able to forward it to her.  Thank you very much; I certainly
appreciated your assistance in the scheduling process for the Governor to speak at our recent
EXPLORE: OK Healthcare Summit presented by PLICO August 9, 10.  She helped make it an
overwhelming success for 375 registrants and 60+ exhibitors attending this first time Summit.
 
Sincerely,
 
Carl Hook, M.D.
President and CEO
PLICO
 
 
 

Subject: LISTEN TO THIS PHONE CALL
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As Sarah Palin and others asserted, it appears under Obamacare there will
indeed be "Death Panels".

While our shared abhorrence of such a practice is almost unanimous, the
idea of making certain cost/benefit decisions regarding healthcare should
not necessarily be completely ruled out.  Of course even if we agree there
are times when "withholding" care would save both money and pain and
misery, we'd still have to think hard about who sits on these panels. 

I've personally known dozens of people who were 100% certain to die of
cancer in the near term, but they were still given very expensive chemo-
therapies and other interventions that, not only would not save them, but
would make them horribly ill and debilitated for the short time they had left
to live.  Some argue that even when it's certain that a person is going to die
from his illness, we should not remove all hope from him.  But of course this
only postpones the day when the patient must end his denial and come to
acceptance of his demise.  So I've always had bad feelings about cases where
patients were placed on debilitating chemotherapy and given other
treatments that only made them too ill to enjoy what few weeks or months
they had left.  This change in thinking/ethics (I think it's unethical to do this
to people)...but this change with cancer patients alone would save billions of
dollars.  And of course the same is true with other terminal illnesses as well. 
Too frequently continuing painful, debilitating medical care just prolongs
suffering while doctors, hospitals and especially pharmaceutical and high
tech medical equipment companies make profits.

Also there's the data showing that frequently 80% of the cumulative costs
for an individual's healthcare occur during the last 90 days of life.  Does that
make sense?

Here's a call from a neurosurgeon who had just attended a symposium on
how Obamacare will work, a preview of what's coming.  It's really scary to
think that a panel, probably consisting of doctors with administrative
mindsets and corporate bean counters, will be deciding whether a patient
receives the surgery that would normally be provided or just given palliative
care so he'll be comfortable while he's waiting to die.  

But I suppose this will drive the costs of Medicare down, since all that can
afford to go the private insurance route will leave Medicare. 

 
 
*******************************************************************************
 
The information contained in this email message, and any files transmitted 
with
it, is confidential and may be legally privileged. It is intended only for 
the
use of the individuals or entities named above. If the reader of this 
message is
not the intended recipient, or the employee or agent responsible to deliver 
it
to the intended recipient, you are hereby notified that any dissemination,
distribution or forwarding of this email message is strictly prohibited. If 
you
have received this email message in error, please notify the sender and 
delete
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the material from any computer.
 
Thank you.
 
*******************************************************************************
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From: Jacobs, Chris (RPC)
To: Jacobs, Chris (RPC)
Subject: Report: Obamacare Board to Recommend Ending Prostate Cancer Screenings
Date: Thursday, October 06, 2011 4:29:53 PM

CNN is reporting this afternoon:  “The U.S. Preventive Services Task Force, the group that told
women in their 40s that they don't need mammograms, will soon recommend that men not get
screened for prostate cancer, according to a source privy to the task force deliberations.”
 
You may recall that the Preventive Services Task Force is mentioned no fewer than nine times in
Obamacare.  This board sets the standards for coverage of preventive health services that private
insurers are required to cover (Section 1001) and helps determine the standards for what
preventive treatments Medicare will cover (Sections 4103-4105).  So the decision by this
government board to recommend men NOT get screened for prostate cancer could well lead to
fewer insurers covering this treatment, and fewer individuals being screened for cancer as a
result.
 
This development may meet with the approval of CMS Administrator Donald Berwick – he of
“rationing with our eyes open” fame.  Dr. Berwick, who previously served as the Vice Chair of the
Preventive Services Task Force during the 1990s, has publicly – and repeatedly – advocated for less
money being spent on preventive care, arguing for instance against procedures like routine
ultrasound tests for pregnant women. (A sample of his published writings on this topic is listed
below.)  Apparently the government board agreed with his view.
 
As the story notes, the Preventive Services Task Force recommended reducing mammogram
screenings two years ago – a move that sparked public outrage during the debate on Obamacare,
and prompted Senate Democrats specifically to override the Task Force’s mammogram
recommendations in the bill that became law.  But it’s worth asking:  What will happen NOW, as the
government board empowered by Obamacare to make decisions about covered benefits decides
that men should not undergo prostate cancer screening?
 
Chris Jacobs
Health Policy Analyst
Republican Policy Committee
(202) 224-2946
 
Preventive Screening Measures
“Reduce demand…We have not developed sound ways to help our patients seek their own self-
interest, and we have allowed the public to proceed on the dangerous, toxic, and expensive
assumption that more is better.  The evidence is often otherwise.  I have had the pleasure for the
past five years of serving as vice chair of the U.S. Preventive Services Task Force [from 1990-96]…

with the sole charge of reviewing…almost two hundred clinical preventive practices.”
[1]

 
“The U.S. Preventive Services Task Force, of which I was vice chair, reviewed preventive and
screening technologies and found many that were growing rapidly in use without any scientific
proof of their merit—and often with some proof of their harm.  These include techniques such as
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continuous monitoring for preterm labor, prostatic ultrasound tests, and exercise stress testing in

normal adults to screen for coronary disease.”
[2]

 
“One over-demanded service is prevention: annual physicals, screening tests, and other measures

that supposedly help catch diseases early.”
[3]

 
“Is any screening procedure appropriate for a health fair even though that same procedure lacks
merit in a physician’s office?...At the moment, we lack sufficient information to make such a

judgment.”
[4]

 
“The medical director of an HMO knows that routine colonoscopy as part of well-adult physical
examinations can occasionally save the life of a colon cancer victim.  She also knows that, to serve
her enrolled population, she would have to hire eight specialists to perform the needed
colonoscopies.  If she did that, the resulting premium increase would be so great that the HMO
would without doubt lose many employee accounts and its economic future would be at risk.  Are
routine colonoscopies a social good?  What about routine pap smears?  Routine smoking cessation

counseling?  Routine well-baby visits?”
[5]

 
“Our study suggests that, even if customers had to pay out of pocket for their ultrasound tests, the
excess of willingness to pay over price—i.e., consumer’s surplus—could provide some of the

momentum behind rapidly rising health costs.”
[6]

 
[1]

 “Run to Space,” speech to 7th annual National Forum on Quality Improvement in Health Care, December 1995,
in Escape Fire: Designs for the Future of Health Care by Donald Berwick (Jossey-Bass, 2004), p. 81
2 “Sauerkraut, Sobriety, and the Spread of Change,” speech to 8th annual National Forum on Quality Improvement
in Health Care, December 1996, in Escape Fire: Designs for the Future of Health Care by Donald Berwick (Jossey-
Bass, 2004), p. 102
3 “We Can Cut Costs and Improve Care at the Same Time” by Donald Berwick, Medical Economics  August 12,
1996, p. 186
4 “Screening in Health Fairs: A Critical Review of Benefits, Risks, and Costs” by Donald Berwick Journal of the
American Medical Association September 20, 1985, p. 1498
5 “Health Services Research and Quality of Care: Assignments for the 1990s” by Donald Berwick, Medical Care
August 1989, pp. 769-770
6 “What Do Patients Value? Willingness to Pay for Ultrasound in Normal Pregnancy” by Donald Berwick and
Milton Weinstein, Medical Care July 1985, pp. 889-90

[1]
 “Run to Space,” speech to 7th annual National Forum on Quality Improvement in Health Care, December 1995,

in Escape Fire: Designs for the Future of Health Care by Donald Berwick (Jossey-Bass, 2004), p. 81
[2]

 “Sauerkraut, Sobriety, and the Spread of Change,” speech to 8th annual National Forum on Quality
Improvement in Health Care, December 1996, in Escape Fire: Designs for the Future of Health Care by Donald
Berwick (Jossey-Bass, 2004), p. 102
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[3]
 “We Can Cut Costs and Improve Care at the Same Time” by Donald Berwick, Medical Economics August 12,

1996, p. 186
[4]

 “Screening in Health Fairs: A Critical Review of Benefits, Risks, and Costs” by Donald Berwick Journal of the
American Medical Association September 20, 1985, p. 1498
[5]

 “Health Services Research and Quality of Care: Assignments for the 1990s” by Donald Berwick, Medical Care
August 1989, pp. 769-770
[6]

 “What Do Patients Value? Willingness to Pay for Ultrasound in Normal Pregnancy” by Donald Berwick and
Milton Weinstein, Medical Care July 1985, pp. 889-90
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From: Dustin Huffman
To: Marie Sanderson; Lindsay Russell
Subject: Republican governors" statements on health care decision
Date: Thursday, June 28, 2012 4:43:27 PM
Attachments: 2012-06-28-Govs statements on HC decision.pdf

All:
 
Attached is a document outlining what the republican governors are saying about the Supreme
Court ruling on Obamacare. Please let us know if your state has released a statement that is not on
the list.
 
Thanks,
Dustin
 
Dustin Huffman
Policy Aide 
Republican Governors Public Policy Committee | RGA
1747 Pennsylvania Avenue, NW, Suite 250 | Washington, DC 20006
Office: (202) 662-4927
Cell: 
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From: Alex Weintz
To: Katie Altshuler; Cline, Dr.Terry L.
Subject: request from bloomberg news re: early innovator grant
Date: Friday, March 04, 2011 3:21:57 PM

Bloomberg News wants to know if we are using any private contractors to implement the IT
infrastructure for the health insurance exchange … and if they will be getting any of the early
innovator grant money. Do we have a real answer for that at this time?
 
Alex Weintz
Communications Director
Office of Governor Mary Fallin
phone: (405) 522-8819
cell: (405) 535-7317
Alex.Weintz@gov.ok.gov
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From: Marie Sanderson
To: Marie Sanderson
Cc: Lindsay Russell; Seth Levey; Dustin Huffman; debbie ; Kinzel, Will; Swann, Lanier (McConnell);

White, Brandi (McConnell); lauren.kintner@nebraska.gov
Subject: RESCHEDULED today 5:30 PM 7/2 RGPPC Conference Call
Date: Monday, July 02, 2012 1:37:20 PM
Attachments: S 2105 Lieberman bil1.docx

Let Farmers Farm Act of 2012.pdf
Let Farmers Farm Dear Colleague.pdf
Farmers Farm Rationale.docx

Importance: High

Rescheduled for TODAY at 5:30 PM EDT.   Phone line should work.
 
 
From: Marie Sanderson 
Sent: Sunday, July 01, 2012 8:41 PM
To: Marie Sanderson
Cc: Lindsay Russell; Seth Levey; Dustin Huffman; Deborah Hohlt; Kinzel, Will; Swann, Lanier
(McConnell); White, Brandi (McConnell); lauren.kintner@nebraska.gov
Subject: 7/2 RGPPC Conference Call
 
We will have our RGPPC policy call Monday 7/2 morning at 10:30 AM EST.
 
Agenda and notes below:
 

 
Agenda:
 
1. Roll Call: Seth/Lindsay- RGPPC
 
2.  RGPPC Update: Marie - RGPPC
 

a)      EVENTS: 
 
SAVE THE DATE: RGPPC Economic Development and  Infrastructure Policy Symposium,
Atlanta, GA, September 23-24. More information to come.

 
SAVE THE DATE: Virginia Governor and RGA Chairman Bob McDonnell will soon announce a K12

Education Reform Summit to be held August 15th – 17th in Richmond, Virginia. Governors and
their senior education advisors are invited to attend. Registration information will be available in
the weeks ahead. Among many topics, the Summit will feature experts and key leaders in the
areas of teacher quality, school choice and workforce development. For further information,
please contact Generra.Peck@governor.virginia.gov.

 
b)       Healthcare Communication- Messaging, Governors-only call Tuesday, Messaging
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heading into NGA 
 

c)      Subcommittee updates: 
 

1.       Energy and Environment: Report will be forward for final approval Monday,
7/2. Release date is targeted for July 12.

2.       Healthcare: Draft is being updated per Scottsdale meeting.
3.       Education/Workforce:. Draft is being updated per Scottsdale meeting.
4.       Jobs/Econ Dev/Infrastructure: Longer term efforts are being prepared by the

committee. Economic Development and Infrastructure Symposium Sept 23-24
5.       Federalism: To resume late summer
6.       Budget/Finance/Regulatory:  Preparing data on pension and tax reform.

 
d)     Senator Lieberman’s Cyber Security Bill:  Sean Miles (Fl) (see attachment)

 
e)       New EPA Legislation:  Representative Ann Marie Buerkle will be introducing

legislation which will empower states to resist EPA overreach onto our country’s
farms. In recent years, the EPA has been increasing its presence on American farms
with an historic pace of rulemaking.  Further regulations have been proposed and
discussed stemming from the Clean Air Act, the Clean Water Act, and the Resource
Conservation and Recovery Act which are looming and could have disastrous impacts
on our nation’s agriculture industry. This legislation will allow states to opt-out its
agriculture communities from compliance with these burdensome Federal mandates. 
The government needs to keep farmers in the business of farming, not busy
achieving arbitrary compliances.  See attachments. For more information or to offer
support please contact:  Matthew Satterley, 202-225-3701,
Matthew.Satterley@mail.house.gov.

 
 

 
f)       NGA Request Re TANF:  In order to prepare for the reauthorization of TANF, which expires

October 31, 2012, and to develop a cohesive message regarding work participation rates,
NGA is asking that Governors provide answers to the questions listed below.    All
information will be aggregated and individual states will not be identified.
 
1. Does your state count third-party expenses towards its MOE and if so, what percent of
the MOE are these third-party expenses?  What methodology does the state use to count
third-party expenses?
2.       Describe some of the complications, i.e. substance abuse, mental health issues, of
those TANF recipients who have been receiving assistance longer than the average and that
make it more difficult to place them in secure employment?  what percent of your TANF
caseload do these individuals account for?
3.       How many recipients have been terminated from TANF at the 60 month statutory
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cutoff?    Does the state provide extensions to individuals with substance abuse, child care,
mental illness or other related issues?
4.       How has the state used excess MOE in meeting work rates and what is the the
potential impact if the excess MOE credit  is eliminated?
5.       If not work participation rates, what would be a reasonable measure of TANF’s
effectiveness?
6.       Are there activities your state would add to the list of activities that count as ‘work’? 
 
Please provide your responses to Morgan Wilson at mwilson@nga.org.
 

g)      Please Complete Surveys
 

1.        PPACA and healthcare; working with US Senate Finance and House
Energy and Commerce to push back on a White House report
indicating that some R states, which are moving forward with some
form of a healthcare exchange, are endorsing Obamacare. Survey is
meant for data collection.   
https://www.surveymonkey.com/s/RGPPC PPACA

2.       Energy and Environment Regs;  working with the Speaker’s Office on
the most burdensome regs and House Natural Resources on DoI and
ESA. Survey is meant for data collection.  
https://www.surveymonkey.com/s/EE Regs Survey

 
 
 
4.House Update: Will (Speaker Boehner)
           
5.Senate Update:  Lanier or Brandi (Leader McConnell)
 
6.NGA Update: Lauren (NE)
 
                NGA Subcommittee updates:
 
7.  Other business?
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From: Jacobs  Chris (RPC)
To: Jacobs  Chris (RPC)
Subject: Responding to Secretary Sebelius" Claims on Obamacare Cutting Costs
Date: Thursday, January 05, 2012 9:18:18 PM

Secretary Sebelius is out with a new op-ed in tomorrow’s Washington Post, which attempts to argue that Obamacare is lowering health
care costs.  Apart from the obvious fact that the Medicare actuary disagreed with this assertion – concluding that the law will RAISE
health spending by $310,800,000,000 – other claims in Sebelius’ article merit rebuttal:
 

·         The article states that Obamacare “makes health plans more affordable for small businesses and individuals by creating”
insurance Exchanges.  This claim mis-states facts in two key respects.  First, the Congressional Budget Office concluded that
Obamacare’s new mandated benefits package will RAISE premiums in the individual market by an average of $2,100 per
family – that’s not “making health plans more affordable.”  Second, the article implies that many Americans will benefit from
Exchanges – but in reality very few will do so.  CBO estimates that only 24 million Americans will buy plans from the Exchanges,
and only 20 million – less than ten percent of the 266.5 million Americans under age 65 – will actually receive taxpayer subsidies
to buy coverage on the Exchange.  If as many Americans received subsidized coverage from the Exchanges as the article implies,
the cost to the federal Treasury would skyrocket.
 

·         The article notes that the law “emphasizes prevention, because we know it is far less expensive to prevent disease than to treat
it.”  Actually, we know that that statement is FALSE – CBO and others have concluded that most preventive services actually
cost money, not save it, because more money gets spent on preventive treatments for people who would never have
contracted a disease anyway. (Whether prevention is good policy is of course another story, but the idea that “prevention saves
money” is in large part bunk.)

 
But as we pointed out earlier this week, the ultimate proof that Secretary Sebelius’ claims lack any merit comes in the form of premiums
– namely, higher insurance premiums.  The fact that Secretary Sebelius touts “requir[ing] insurers to justify premium increases of more
than 10 percent” as a sign of progress shows how much Obamacare falls short of expectations, because according to candidate Obama,
premiums should not be going up at all – they should be going DOWN.
 
As a reminder, candidate Obama repeatedly promised his health care plan would LOWER premiums by $2,500 per family, and do so
within his first term.  But the price of the average employer-sponsored plan ROSE by more than $2,200 per family since Obama was first
elected in 2008, according to studies from the Kaiser Family Foundation.  In other words, Obama’s abandoned promise has cost
American families over $4,700 per year – a $2,200 premium increase compared to a $2,500 promised premium reduction.  That’s
making health care UN-affordable, and it proves why we can’t afford the “Affordable Care Act.”
 
Chris Jacobs
Health Policy Analyst
Republican Policy Committee
(202) 224-2946
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Rhetoric vs. Reality on Premiums 

+$2,500 

. --. -
- . ._ . -- . ._ Rhetor· 

·- IC ._ . ._ ·-. -$2,500 
2008 2009 

-. 
2010 2011 2012 

"We'll bring down premiums by 
$2,500 for the typical family ... " 

-Barack Obama 
June 9, 2008 
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From: Jacobs, Chris (RPC)
To: Jacobs, Chris (RPC)
Subject: Responding to the White House on Premium Increases
Date: Tuesday, September 27, 2011 12:37:28 PM

The White House released a blog post this morning attempting to rebut criticism about today’s
announcement that premiums for families went up by a whopping $1,300 this year alone.  Several
points to note:
 

·         The blog post argues that “the Kaiser report is informative, but it’s a look backwards” –
backwards in this case being defined as this year.  But during the 2008 campaign, Obama
campaign adviser (and current White House adviser) Jason Furman told the New York Times
in July 2008 that “We think we could get to $2,500 in [premium] savings [per family] by the
end of the first term, or be very close to it.”  In other words, by the Obama campaign’s own
metrics, premiums should be ALREADY going down – and instead they’re going UP.
 

·         The blog post cites some surveys for 2012 to indicate that premiums may rise at a slightly
slower rate, and attempts to claim credit for this development.  However, consultants at
Mercer admit that to the extent health care spending trends have slowed, they have likely
been due to the bad economy and individuals foregoing treatments – which is reflective of
the “stimulus’” failure to create the jobs it promised.  So by taking credit for slowing
premiums, the Administration is also taking credit for the failed economy, which has
discouraged people from seeking medical treatments.

 
·         In addition, candidate Obama repeatedly promised during his campaign that he would “cut”

premiums by an average of $2,500 per family – meaning premiums would go DOWN, not
merely just “go up by less than projected.”  In other words, ANY increase in premiums – no
matter how minor – represents a failed promise by the President and his Administration. 
(Of course, this year premiums actually went up at an even faster rate than last year, but this
point remains valid regardless.)

 
·         Even as it deflects blame for rising premiums, the Administration also attempts to take

credit for the new services as a result of Obamacare – notably coverage of young adults, and
preventive services without cost-sharing.  How exactly does the Administration attempt to
take credit for Obamacare’s supposed benefits, while not accepting responsibility for the
costs associated with them?  Does the White House really believe that all these new
services can be provided for “free,” WITHOUT raising premiums?

 
Chris Jacobs
Health Policy Analyst
Republican Policy Committee
(202) 224-2946
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From: Alex Weintz
To: Denise Northrup; Katie Altshuler
Subject: revised answer re: exchanges
Date: Friday, November 09, 2012 1:44:32 PM

Look ok?
 
Exchanges:
 
“Governor Fallin is continuing to explore the state’s options as they relate to health insurance
exchanges. Her priority is to ensure the people of Oklahoma are best served by a system that
increases access to health care, controls health care costs and does so in a way that is fiscally
responsible. Oklahoma is not in a unique position; many other states are continuing to weigh what
options best serve their citizens, as is responsible.”
 
However, like other states, Oklahoma’s decision making process has been significantly hampered by
the failure of the Obama Administration to provide further guidance regarding its own rules and
regulations. In a letter dated July 10 of this year (available here),  Governor Bob McDonnell, acting
on behalf of Republican governors, asked the White House dozens of questions concerning the
implementation of insurance exchanges as well as the administration’s proposed Medicaid
expansion. To date, these questions have not been answered. Governor Fallin is extremely
frustrated that states have been asked to make important decisions regarding the health outcomes
of their citizens with little or no information from the White House. Basic questions such as ‘how
much will an insurance exchange cost the state of Oklahoma?’ have still been left unanswered by
the president. It is disappointing and, quite frankly, shocking that so little information has been
provided regarding what the Obama administration considers its signature achievement. “
 
Medicaid expansion
(this is our old answer. I recommend leaving this as is for the time being and next week or sometime
in the near future we can unload on inflexibility, cost, etc and talk about pursuing our own route to
reform):
The governor did say she would make a decision sometime after the election, when it was more
clear what the future of the ACA would be. The election ended a very short time ago, as you know.
Her priority is not to make this decision as quickly as possible; it is to make the right decision.
Governor Fallin is still conferring with other lawmakers, her cabinet and health care experts in
Oklahoma and around the country as to what course of action best serves the people of Oklahoma.
 
 
Alex Weintz
Communications Director
Office of Governor Mary Fallin
phone: (405) 522-8819
cell: (405) 535-7317
Alex.Weintz@gov.ok.gov
 
 

3257



From: Matt Glanville
To: Matt Glanville
Subject: REVISED: Senate E-Clips, Feb. 18-20, 2012
Date: Monday, February 20, 2012 11:16:20 AM

Journal Record headlines have been added.

 
The Oklahoman
www.newsok.com

Fallin tax plan wipes out deductions

http://newsok.com/article/3650085
 

Oklahoma DHS receives surge in foster parent inquiries

http://newsok.com/article/3650311#ixzz1mw4cGMzX

 

Personhood bill challenged for vagueness

http://newsok.com/article/3650343

 

Bottle-deposit bill tapped out for this session

http://newsok.com/article/3650098

 

ScissorTales: Helping to ease National Guard soldiers' transition

http://newsok.com/scissortales-helping-to-ease-national-guard-soldiers-

transition/article/3649853#ixzz1mw41rI3e

 

Oklahoma's regional universities working to meet governor's challenge

http://newsok.com/oklahomas-regional-universities-working-to-meet-governors-

challenge/article/3649854#ixzz1mw4BMlLJ

 

Oklahoma Farm Bureau head: In tax talk, don’t forget agriculture

http://newsok.com/article/3649922#ixzz1mw4GVJpb

 

Third landfill company owner testifies former Oklahoma state Senate President Pro

Tem Mike Morgan hired for political influence

http://newsok.com/third-landfill-company-owner-testifies-former-oklahoma-state-

senate-president-pro-tem-mike-morgan-hired-for-political-

influence/article/3650030#ixzz1mw4Kg8Va

 

As natural gas wild ways return, niche hedge funds fail to thrive

http://newsok.com/article/3650129#ixzz1mw4XQCO4

 

Interstate highways changed Oklahoma, U.S.

http://newsok.com/article/3650314

 

D.C. notes: Report ties Inhofe’s wife to road project

http://newsok.com/article/3650301#ixzz1mw54HlpE
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Oklahoma water rights lawsuit may be costly in more ways than one

http://newsok.com/article/3650048#ixzz1mw583db9

 

Tax-cut train on fast track in Oklahoma Legislature

http://newsok.com/article/3650047#ixzz1mw5C8OXz

 

Insurance agent executive: Oklahoma needs free-market based health insurance

exchange

http://newsok.com/article/3650042#ixzz1mw5Fqkq7

 

Mandating renewable energy policy is wrong approach for Oklahoma

http://newsok.com/mandating-renewable-energy-policy-is-wrong-approach-for-

oklahoma/article/3649860#ixzz1mw5fSwno

 

Proposed budget cuts for Oklahoma could gut state's film industry

http://newsok.com/proposed-budget-cuts-for-oklahoma-could-gut-states-film-

industry/article/3649998#ixzz1mw6L03fH

 

Oklahoma is running low on supply of drug used in lethal injections

http://newsok.com/oklahoma-is-running-low-on-supply-of-drug-used-in-lethal-

injections/article/3650546#ixzz1mw6evQHl
 
 

Tulsa World 
www.tulsaworld.com

State Senate passes 'Personhood Bill'

http://www.tulsaworld.com/news/article.aspx?

subjectid=336&articleid=20120219_16_A15_CUTLIN630542

 

Political Notebook: Costello: GOP should reject donations from OEA, OPEA

http://www.tulsaworld.com/news/article.aspx?

subjectid=336&articleid=20120219_16_A24_hCoste185468

 

State running low on execution drug

http://www.tulsaworld.com/news/article.aspx?

subjectid=11&articleid=20120220_16_A11_CUTLIN346052

 

Q&A: Sen. Kim David

http://www.tulsaworld.com/news/article.aspx?

subjectid=336&articleid=20120219_16_A15_bParty287457

 

New-home permits in Tulsa show four-year decline

http://www.tulsaworld.com/news/article.aspx?

subjectid=16&articleid=20120220_16_A1_ULNSap860653

 

Tulsa looks to capitalize on film, music industries
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http://www.tulsaworld.com/news/article.aspx?

subjectid=334&articleid=20120220_11_A1_MayorD79373

 

GOP contenders face 13-state test after brief lull

http://www.tulsaworld.com/news/article.aspx?

subjectid=688&articleid=20120219_688_0_hrimgs280725

 

Doctors groups may shift debate

http://www.tulsaworld.com/news/article.aspx?

subjectid=336&articleid=20120219_16_A14_CUTLIN463667

 

Democrats optimistic going into election after landslide wins

http://www.tulsaworld.com/news/article.aspx?

subjectid=11&articleid=20120219_16_A24_OKLAHO438652

 

Tulsa Chamber launches state PAC

http://www.tulsaworld.com/news/article.aspx?

subjectid=336&articleid=20120219_16_A24_TulsaM152556

 

Rick Santorum questions Obama's Christian values

http://www.tulsaworld.com/news/article.aspx?

subjectid=13&articleid=20120219_13_A16_CUTLIN52837

 

Romney cites Olympics success

http://www.tulsaworld.com/news/article.aspx?

subjectid=13&articleid=20120219_13_A16_SALTLA955321

 

Capitol bomb plot arrest capped yearlong probe

http://www.tulsaworld.com/news/article.aspx?

subjectid=13&articleid=20120219_13_A9_WASHIN350047

 

Capitol notebook: Fitness center funding

http://www.tulsaworld.com/news/article.aspx?

subjectid=336&articleid=20120219_16_A15_CUTLIN552526

 

House update

http://www.tulsaworld.com/news/article.aspx?

subjectid=336&articleid=20120219_11_A14_Alooka447387

 

Captiol Report: Quotable

http://www.tulsaworld.com/news/article.aspx?

subjectid=336&articleid=20120219_11_A14_Itsana371287

 

Senate update

http://www.tulsaworld.com/news/article.aspx?

subjectid=336&articleid=20120219_336_A14_hrimgs776390

 

Dropout rate expected to rise
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http://www.tulsaworld.com/news/article.aspx?

subjectid=19&articleid=20120220_19_A1_Oklaho265858

 

Three Midwest City shootings test Oklahoma's 'Make My Day' law

http://www.tulsaworld.com/news/article.aspx?

subjectid=12&articleid=20120220_12_0_MIDWES908764

 

Poll shows state Republicans favor Santorum

http://www.tulsaworld.com/news/article.aspx?

subjectid=688&articleid=20120219_16_A1_Former398647

 

Jenks student Danial Gebreili's documentary wins award

http://www.tulsaworld.com/news/article.aspx?

subjectid=19&articleid=20120219_19_A2_CUTLIN691255

 

Authorities arrest man in maiming of girlfriend, infants

http://www.tulsaworld.com/specialprojects/news/crimewatch/article.aspx?

subjectid=11&articleid=20120220_450_0_Author186755

 

Oklahoma's use of shelters for displaced children disputed

http://www.tulsaworld.com/news/article.aspx?

subjectid=11&articleid=20120220_11_A1_CUTLIN273001

 

St. Francis' new ambulance serves neonatal patients

http://www.tulsaworld.com/news/article.aspx?

subjectid=17&articleid=20120220_17_A11_CUTLIN817801

 

Newt Gingrich to stop in Tulsa, Oklahoma City today

http://www.tulsaworld.com/news/article.aspx?

subjectid=11&articleid=20120220_11_0_hrimgs131764

 

Returning troops get job help through a Guard program

http://www.tulsaworld.com/news/article.aspx?

subjectid=11&articleid=20120220_11_A11_Sriemm564283

 

Third grader wins best in state with 6-pound cabbage

http://www.tulsaworld.com/news/article.aspx?

subjectid=19&articleid=20120220_39_A2_CUTLIN263796

 

Suspect tells an 'uncommon' story in Norman rapes, expert says

http://www.tulsaworld.com/news/article.aspx?

subjectid=11&articleid=20120220_11_A10_ULNSoe394313

 

Finding foster families

http://www.tulsaworld.com/news/article.aspx?

subjectid=18&articleid=20120219_11_A1_ULNSar13198

 

Placement brings joy to girl, parents
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http://www.tulsaworld.com/news/article.aspx?

subjectid=11&articleid=20120219_11_A1_CUTLIN601744

 

Casino contacts began early

http://www.tulsaworld.com/news/article.aspx?

subjectid=11&articleid=20120219_78_A4_BOEROe219859

 

Oklahoma foreclosure settlement applications available

http://www.tulsaworld.com/news/article.aspx?

subjectid=11&articleid=20120219_11_A1_Hmonrh554893

 

Crime Stoppers extends program to Tulsa Jail

http://www.tulsaworld.com/specialprojects/news/crimewatch/article.aspx?

subjectid=450&articleid=20120219_11_A19_CUTLIN789358

 

New nonprofit plans to speak up for poor

http://www.tulsaworld.com/news/article.aspx?

subjectid=11&articleid=20120219_11_A22_CUTLIN430606

 

Oklahoma City's Crosstown to become 'grand boulevard'

http://www.tulsaworld.com/news/article.aspx?

subjectid=11&articleid=20120219_11_A22_CUTLIN448137

 

Doctor charged in sexual battery released from jail

http://www.tulsaworld.com/specialprojects/news/crimewatch/article.aspx?

subjectid=450&articleid=20120219_17_A25_CUTLIN902679

 

Editorial: Statue behind schedule, over estimate

http://www.tulsaworld.com/opinion/article.aspx?

subjectid=61&articleid=20120220_61_A9_CUTLIN473283

 

Payroll tax extended in reluctant bipartisan effort

http://www.tulsaworld.com/opinion/article.aspx?

subjectid=61&articleid=20120220_61_A9_Alittl526756

 

Ban needed on cell phone use by younger drivers

http://www.tulsaworld.com/opinion/article.aspx?

subjectid=61&articleid=20120218_61_A18_CUTLIN47451

 

Oklahoma plows ahead with 'personhood' bill

http://www.tulsaworld.com/opinion/article.aspx?

subjectid=61&articleid=20120218_61_A18_Tooess355145
 
 
 

The Journal Record 
www.journalrecord.com
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Fallin talks workers’ comp, taxes

http://journalrecord.com/2012/02/17/fallin-talks-workers%E2%80%99-comp-taxes-

capitol/

 

Witness in Morgan trial worked on landfill legislation

http://journalrecord.com/2012/02/17/witness-in-morgan-trial-worked-on-landfill-

legislation-law/

 

Preparing for a ‘tsunami’

http://journalrecord.com/2012/02/17/preparing-for-a-

%E2%80%98tsunami%E2%80%99-energy/

 

Tulsa chamber members, mayor to attend Houston oil and gas expo

http://journalrecord.com/2012/02/17/tulsa-chamber-members-mayor-to-attend-

houston-oil-and-gas-expo-energy/

 

Life in the fast lane: Online maps face challenges keeping up with changes

http://journalrecord.com/2012/02/17/life-in-the-fast-lane-online-maps-face-

challenges-keeping-up-with-changes-general-news/

 

Tulsa wired for success: City poised to be data center hot spot

http://journalrecord.com/2012/02/17/tulsa-wired-for-success-city-poised-to-be-data-

center-hot-spot-finance/

 

OSU researchers develop wheat gluten, dough test

http://journalrecord.com/2012/02/17/osu-researchers-develop-wheat-gluten-dough-

test-general-news/

 

Landa Mobile buys Tulsa property for expansion, consolidation

http://journalrecord.com/2012/02/17/landa-mobile-buys-tulsa-property-for-expansion-

consolidation-real-estate/

 

Morgan: State faces challenges

http://journalrecord.com/2012/02/17/morgan-state-faces-challenges-opinion/
 

 

Statewide AP stories
http://normantranscript.com/statenews
 
 
Tech reaches rural patients

http://normantranscript.com/statenews/x1083697483/Tech-reaches-rural-patients

 

state briefs
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http://normantranscript.com/statenews/x2145426491/state-briefs

 

Marcellus Shale gas drillers recycling more waste

http://normantranscript.com/statenews/x2145426224/Marcellus-Shale-gas-drillers-

recycling-more-waste

 

Witness: Ex-senator paid to “watch” bills

http://normantranscript.com/statenews/x2145426211/Witness-Ex-senator-paid-to-

watch-bills

 

 
 
 

Senate publications:
 

Daily Senate Agenda:  Senate Agenda
 

Daily Senate Calendar:  Senate Calendar

Daily Senate Journals:  Senate Journals

 

Senate Committee Meeting Notices:  Senate Committee Notices
 

   

National and regional media:
 

 

Dallas Morning News
http://www.dallasnews.com/
 
DMN Politics:
http://www.dallasnews.com/news/politics/
 
New York Times:
http://www.nytimes.com/
 
Washington Post:
www.washingtonpost.com
 
USA TODAY
http://www.usatoday.com/
 
USA Today States:
http://www.usatoday.com/news/states/ns1.htm
 

Stateline:
http://stateline.org/live/
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Local broadcast media:
 
OETA-Oklahoma News Report
http://news.oeta.tv/

                                                                                            
KWTV-9 OKC
http://www.news9.com/

 
KOCO-5 OKC
http://www.koco.com

 
KFOR-4 OKC
http://www.kfor.com

 
FOX-25 TV
http://www.okcfox.com 

KOTV-6 Tulsa
http://www.newson6.com/
 

Fox 23
http://www.fox23.com/ 

KTOK-AM OKC
http://www.ktok.com/main.html
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From: Matt Glanville
To: Matt Glanville
Subject: REVISED: Senate E-Clips, June 2-4, 2012
Date: Monday, June 04, 2012 10:05:52 AM

Additional Oklahoman links have been included.
 
The Oklahoman
www.newsok.com

Public's future access to child abuse information unclear

http://newsok.com/publics-future-access-to-child-abuse-information-

unclear/article/3680615#ixzz1wpdKT7uy

 

Campaign complaint is filed against Oklahoma Sen. Clark Jolley

http://newsok.com/campaign-complaint-is-filed-against-oklahoma-sen.-clark-

jolley/article/3680668#ixzz1wpcQxazv

 

Obama acknowleges need to change Obamacare

http://newsok.com/obama-acknowleges-need-to-change-

obamacare/article/feed/389232

 

Revived Thunder eyeing needed road win in Game 5

http://newsok.com/revived-thunder-eyeing-needed-road-win-in-game-

5/article/feed/389548#ixzz1wpgy0TqI

 

Canadian County court clerk race is a nasty one

http://newsok.com/canadian-county-court-clerk-race-is-a-nasty-

one/article/3680804#ixzz1wpba9dPr

 

Morning Examiner: Dirty Desperate Dems

http://newsok.com/morning-examiner-dirty-desperate-dems/article/feed/389788

 

WATCHDOGS: McClatchy exposes union pay, perk abuse

http://newsok.com/watchdogs-mcclatchy-exposes-union-pay-perk-

abuse/article/feed/389460

 

Solis won't testify on DOL media flap

http://newsok.com/solis-wont-testify-on-dol-media-flap/article/feed/389675

 

Metro Transit workers discuss Oklahoma City route safety, growth

http://newsok.com/metro-transit-workers-discuss-oklahoma-city-route-safety-

growth/article/3681209#ixzz1wpdvKeRE

 

Man beaten in Oklahoma City trying to collect winning Game 4 bet

http://newsok.com/man-beaten-in-oklahoma-city-trying-to-collect-winning-game-4-

bet/article/3681184#ixzz1wpeClI4j
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Oklahoma County land sales, June 2

http://newsok.com/oklahoma-county-land-sales-june-2/article/3680788?

custom_click=pod_headline_edmond-news

 

Traffic Talk: Road construction should ease Hefner Parkway bottleneck

http://newsok.com/traffic-talk-road-construction-should-ease-hefner-parkway-

bottleneck/article/3681210#ixzz1wper1VbH

 

Construction start is delayed on Francis Tuttle training center in Edmond

http://newsok.com/construction-start-is-delayed-on-francis-tuttle-training-center-in-

edmond/article/3680518#ixzz1wpfbg9NF

 

Oklahoma City Public Schools embark on summer-school-free summer

http://newsok.com/oklahoma-city-public-schools-embark-on-summer-school-free-

summer/article/3680585#ixzz1wpfpJPjb

 

Oklahoma State University begins renovation, restoration of Student Union ballroom

http://newsok.com/oklahoma-state-university-begins-renovation-restoration-of-

student-union-ballroom/article/3680612#ixzz1wpg3xwq6

 

OU softball: Sooners headed to championship series with win over Arizona State

http://newsok.com/ou-softball-sooners-headed-to-championship-series-with-win-

over-arizona-state/article/3681190#ixzz1wpgOG0yV

 
Bureaucratic red tape on display in Shawnee

http://newsok.com/bureaucratic-red-tape-on-display-in-shawnee/article/3680558

 

Environmental activists experiencing (natural) gas pains

http://newsok.com/environmental-activists-experiencing-natural-gas-

pains/article/3680556

 

Oklahoma Ethics Commission needs clear, consistent rulings

http://newsok.com/oklahoma-ethics-commission-needs-clear-consistent-

rulings/article/3680557

 

ScissorTales: These Oklahoma schools make high grades

http://newsok.com/scissortales-these-oklahoma-schools-make-high-

grades/article/3680520

 

Oklahoma DHS commissioner angered colleagues, but served state well

http://newsok.com/oklahoma-dhs-commissioner-angered-colleagues-but-served-

state-well/article/3680199#ixzz1wpuGvO5S

 

As states deal with execution drug shortage, Missouri goes in different direction

http://newsok.com/as-states-deal-with-execution-drug-shortage-missouri-goes-in-

different-direction/article/3679927#ixzz1wpuXQps4
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Oklahoma Legislature could use more members like outgoing House speaker

http://newsok.com/oklahoma-legislature-could-use-more-members-like-outgoing-

house-speaker/article/3679928#ixzz1wpukAtL2

 
 

Tulsa World 
www.tulsaworld.com

Fallin sets rules for student exam appeals

http://www.tulsaworld.com/news/article.aspx?

subjectid=336&articleid=20120602_16_A1_OKLAHO748850

 

Gov. Fallin set to campaign in hot races

http://www.tulsaworld.com/news/article.aspx?

subjectid=336&articleid=20120602_16_A1_CUTLIN419347

 

State senator faces foe in GOP primary

http://www.tulsaworld.com/news/article.aspx?

subjectid=688&articleid=20120602_16_A15_CUTLIN418628

 

Tulsa-area GOP legislators defend tax-cut inaction

http://www.tulsaworld.com/news/article.aspx?

subjectid=11&articleid=20120602_16_A15_CUTLIN552051

 

Rep. Sullivan faces tough opponent in Bridenstine

http://www.tulsaworld.com/news/article.aspx?

subjectid=336&articleid=20120603_16_A1_CUTLIN989914

 

Oklahoma lacks deal to collect taxes from Amazon

http://www.tulsaworld.com/news/article.aspx?

subjectid=336&articleid=20120603_16_A1_Whileo857299

 

Adoptive family overcomes U.S. objections to bring girl home

http://www.tulsaworld.com/news/article.aspx?

subjectid=336&articleid=20120603_16_A19_CUTLIN43785

 

Tulsa official says utility rate hikes needed to keep water, sewer systems maintained

http://www.tulsaworld.com/news/article.aspx?

subjectid=334&articleid=20120603_11_A19_Debtse536538

 

2nd District Democratic candidates differ on issues

http://www.tulsaworld.com/news/article.aspx?

subjectid=11&articleid=20120603_16_A22_CUTLIN651295

 

The question in key Legislative contests is: Red or redder?

http://www.tulsaworld.com/news/article.aspx?

subjectid=336&articleid=20120603_16_A4_Ioeloi147892
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Political Notebook

http://www.tulsaworld.com/news/article.aspx?

subjectid=336&articleid=20120603_16_A4_Democr990435

 

Sunday Morning Quarterback

http://www.tulsaworld.com/news/article.aspx?

subjectid=336&articleid=20120603_16_A4_hCharl487627

 

Tulsa looking to double number of reserve police officers

http://www.tulsaworld.com/news/article.aspx?

subjectid=16&articleid=20120604_11_A1_CUTLIN351007

 

Plan to rate judges draws fire

http://www.tulsaworld.com/news/article.aspx?

subjectid=336&articleid=20120604_16_A1_OKLAHO599432

 

Clean-water heroes get chicken litter out of city water

http://www.tulsaworld.com/news/article.aspx?

subjectid=11&articleid=20120604_16_A9_CUTLIN591090

 

Tulsa officials want more public input on expanding Pearl District zoning codes

http://www.tulsaworld.com/news/article.aspx?

subjectid=11&articleid=20120603_16_A22_Thecit230753

 

Talks about race are uncomfortable for different cultures, reconciliation speaker says

http://www.tulsaworld.com/news/article.aspx?

subjectid=11&articleid=20120602_16_A15_CUTLIN380528

 

GOP stands down on social issues, focuses on jobs

http://www.tulsaworld.com/news/article.aspx?

subjectid=13&articleid=20120601_13_0_WASHIN556087

 

Former recruiter at Bacone College says she was fired for honesty

http://www.tulsaworld.com/news/article.aspx?

subjectid=11&articleid=20120604_12_A1_ULNSbF705260

 

Broken Arrow group wants ex-mayor off city council

http://www.tulsaworld.com/news/article.aspx?

subjectid=11&articleid=20120604_12_A9_BROKEN366589

 

Skiatook speech team honored by the OSSAA

http://www.tulsaworld.com/news/article.aspx?

subjectid=11&articleid=20120604_12_A10_SKIATO697230

 

45th Infantry Brigade Combat Team welcomes new commander

http://www.tulsaworld.com/news/article.aspx?

subjectid=11&articleid=20120604_12_A12_ULNSoV650750
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Latest vehicle fatality figures mixed

http://www.tulsaworld.com/news/article.aspx?

subjectid=12&articleid=20120603_12_0_TlaCut110822

 

1 dead, 5 injured and 1 arrested after DUI hit-and-run

http://www.tulsaworld.com/specialprojects/news/crimewatch/article.aspx?

subjectid=11&articleid=20120604_450_0_Ayearo104420

 

County staff, payroll decline

http://www.tulsaworld.com/news/article.aspx?

subjectid=11&articleid=20120604_11_A1_TulsaC492995

 

Broken Arrow man killed after tire blowout near Muskogee

http://www.tulsaworld.com/news/article.aspx?

subjectid=11&articleid=20120604_11_0_ABoero721114

 

Tulsa kids grabbing opportunity to play ball

http://www.tulsaworld.com/news/article.aspx?

subjectid=11&articleid=20120604_11_A9_CUTLIN568422

 

Skiatook man arrested on kidnapping, intoxication complaints

http://www.tulsaworld.com/news/article.aspx?

subjectid=11&articleid=20120604_11_A11_SKIATO917280

 

OSU, OU getting more students from California

http://www.tulsaworld.com/news/article.aspx?

subjectid=11&articleid=20120604_11_A12_Iitels166994

 

New cut of steak delivers on tenderness

http://www.tulsaworld.com/news/article.aspx?

subjectid=11&articleid=20120604_11_A2_CUTLIN431723

 

TPD working through flawed mobile system

http://www.tulsaworld.com/news/article.aspx?

subjectid=11&articleid=20120603_11_A1_CUTLIN136616

 

Kiwanis Club upholds message behind Miss Oklahoma pageant

http://www.tulsaworld.com/news/article.aspx?

subjectid=11&articleid=20120603_11_A24_CUTLIN214161

 

Tulsa Pride Parade draws large crowd

http://www.tulsaworld.com/news/article.aspx?

subjectid=11&articleid=20120603_11_A25_CUTLIN687512

 

Bingman on target with tax cut thoughts

http://www.tulsaworld.com/opinion/article.aspx?

subjectid=61&articleid=20120604_11_A7_CUTLIN300288
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City councilors face tough task in crafting budget

http://www.tulsaworld.com/opinion/article.aspx?

subjectid=61&articleid=20120604_11_A7_Cityco220539

 

DHS reforms about to take effect

http://www.tulsaworld.com/opinion/article.aspx?

subjectid=61&articleid=20120602_11_A18_Oneoft526760

 

In Tulsa, for now at least, its jobs, jobs, jobs

http://www.tulsaworld.com/opinion/article.aspx?

subjectid=61&articleid=20120602_61_A18_Unempl405995

 

The little think tank that could

http://www.tulsaworld.com/opinion/article.aspx?

subjectid=211&articleid=20120603_11_G1_CUTLIN168551

 

49th is not OK

http://www.tulsaworld.com/opinion/article.aspx?

subjectid=214&articleid=20120603_214_G1_CUTLIN837353
 
 
The Journal Record 
www.journalrecord.com

Executive Session: Mike Bergey, Bergey Windpower

http://journalrecord.com/2012/06/01/bergey-windpower-president-propels-american-

manufacturing-energy/

 

Tate responds to uproar over firings

http://journalrecord.com/2012/06/01/tate-ceo-stands-by-decison-to-fire-25-after-

leaked-audio-goes-viral-general-news/

 

Chesapeake Energy to reshuffle board members

http://journalrecord.com/2012/06/04/chesapeake-energy-to-reshuffle-board-

members/

 

Hand Up Ministries seeks restraining order against new law

http://journalrecord.com/2012/06/01/hand-up-ministries-seeks-restraining-order-

against-new-law/

 

BBI reports booming business for first quarter

http://journalrecord.com/2012/06/01/bbi-reports-booming-business-for-first-quarter-

real-estate/

 

Tulsa drugstore sale raises questions about market

http://journalrecord.com/2012/06/01/tulsa-drugstore-sale-raises-questions-about-

market-real-estate/
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VA Medical Center in OKC adding staff members

http://journalrecord.com/2012/06/01/va-medical-center-in-okc-adding-staff-members-

health-care/

 

OKC eyes creation of business improvement district to enhance high-profile area

http://journalrecord.com/2012/06/01/okc-eyes-creation-of-business-improvement-

district-to-enhance-high-profile-area-real-estate/

 

Tribe asks regulatory agency to reconsider casino

http://journalrecord.com/2012/06/01/tribe-asks-regulatory-agency-to-reconsider-

casino-law/

 

These Walls: Catholic Charities Diocese of Tulsa

http://journalrecord.com/2012/06/01/these-walls-catholic-charities-diocese-of-tulsa-

real-estate/

 

World of hurt: Global economy under threat as US job market falters and Europe and

Asia slow

http://hosted.ap.org/dynamic/stories/U/US_GLOBAL_ECONOMY_VITAL_SIGNS?

SITE=OKOKJ&SECTION=HOME&TEMPLATE=ap-business-template.html

 

Chesapeake gives in to Icahn, agrees to replace 4 board members; to name

chairman by June 22

http://hosted.ap.org/dynamic/stories/U/US_CHESAPEAKE_ENERGY_BOARD?

SITE=OKOKJ&SECTION=HOME&TEMPLATE=ap-business-template.html

 

Business Briefs: June 4, 2012

http://journalrecord.com/2012/06/01/business-briefs-june-4-2012-general-news/
 

 

Statewide AP stories
http://normantranscript.com/statenews
 
More halal meals served in prisons
 

Senate publications:
 

Daily Senate Agenda:  Senate Agenda
 

Daily Senate Calendar:  Senate Calendar

Daily Senate Journals:  Senate Journals

 

Senate Committee Meeting Notices:  Senate Committee Notices
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National and regional media:
 

 

Dallas Morning News
http://www.dallasnews.com/
 
DMN Politics:
http://www.dallasnews.com/news/politics/
 
New York Times:
http://www.nytimes.com/
 
Washington Post:
www.washingtonpost.com
 
USA TODAY
http://www.usatoday.com/
 
USA Today States:
http://www.usatoday.com/news/states/ns1.htm
 

Stateline:
http://stateline.org/live/
 
 
Local broadcast media:
 
OETA-Oklahoma News Report
http://news.oeta.tv/

                                                                                            
KWTV-9 OKC
http://www.news9.com/

 
KOCO-5 OKC
http://www.koco.com

 
KFOR-4 OKC
http://www.kfor.com

 
FOX-25 TV
http://www.okcfox.com 

KOTV-6 Tulsa
http://www.newson6.com/
 

Fox 23
http://www.fox23.com/ 
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KTOK-AM OKC
http://www.ktok.com/main.html
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From: Matt Glanville
To: glanville@lsb.state.ok.us
Subject: REVISED: Senate E-Clips, Oct. 27-29, 2012
Date: Monday, October 29, 2012 10:07:51 AM

NOTE: Additional Oklahoman headlines have been added.
 
The Oklahoman
www.newsok.com

U.S. Supreme Court to decide if it will hear Oklahoma's 'personhood' dispute

http://newsok.com/u.s.-supreme-court-to-decide-if-it-will-hear-oklahomas-

personhood-dispute/article/3723528#ixzz2AhBRULud

 

Oklahoma police open to Open Carry, but adjustment will be required

http://newsok.com/oklahoma-police-open-to-open-carry-but-adjustment-will-be-

required/article/3723065#ixzz2Ah6MRaVq

 

Oklahoma businesses have mixed-bag approach to open carry law 

http://newsok.com/oklahoma-businesses-have-mixed-bag-approach-to-open-carry-

law/article/3723066#ixzz2AhV2D9OH

 
At a glance: Facts about open carry in Oklahoma 

http://newsok.com/at-a-glance-facts-about-open-carry-in-

oklahoma/article/3723067#ixzz2AhVBBKwk

 

Carrying handguns in Oklahoma an easy process for those who qualify 

http://newsok.com/carrying-handguns-in-oklahoma-an-easy-process-for-those-who-

qualify/article/3723068#ixzz2AhVMKNDX
 
Oklahoma Republican Markwayne Mullin surges past Democrat Rob Wallace in

congressional campaign cash

http://newsok.com/oklahoma-republican-markwayne-mullin-surges-past-democrat-

rob-wallace-in-congressional-campaign-cash/article/3722687#ixzz2AhA5udQr

 

Ongoing online survey finds many Oklahoma believe state doesn't welcome diversity

http://newsok.com/ongoing-online-survey-finds-many-oklahoma-believe-state-

doesnt-welcome-diversity/article/3722991#ixzz2Ah6YxXSg

 

Oklahoma congressional candidates campaigns are expensive

http://newsok.com/oklahoma-congressional-candidates-campaigns-are-

expensive/article/3723045

 

Oklahoma's vote on intangible property tax exemption to have uncertain financial

impact on homeowners

http://newsok.com/oklahomas-vote-on-intangible-property-tax-exemption-to-have-

uncertain-financial-impact-on-homeowners/article/3723041#ixzz2Ah7S58QG
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What is intangible property?

http://newsok.com/what-is-intangible-property/article/3723040

 

Oklahoma Watch: Influx of Hispanics brings cultural divide to Heavener

http://newsok.com/oklahoma-watch-influx-of-hispanics-brings-cultural-divide-to-

heavener/article/3723077#ixzz2Ah7ZFgGn

 

A new Senate seat in south-central Oklahoma draws candidates focused on rural-

conservative values

http://newsok.com/a-new-senate-seat-in-south-central-oklahoma-draws-candidates-

focused-on-rural-conservative-values/article/3723059#ixzz2Ah97ZSPZ

 

Oklahoma House District 101 candidates

http://newsok.com/oklahoma-house-district-101-candidates/article/3685337?

custom_click=pod_headline_midwest-city-news

 

State Question 766

http://newsok.com/state-question-766/article/3723039

 

Oklahoma Department of Human Services to pay $9,500 to settle lawsuit over child

mix-up

http://newsok.com/oklahoma-department-of-human-services-to-pay-9500-to-settle-

lawsuit-over-child-mix-up/article/3722696#ixzz2AhB9C1ap

 

Texas man convicted of defrauding Chesapeake subsidiary

http://newsok.com/texas-man-convicted-of-defrauding-chesapeake-

subsidiary/article/3722611

 

Oklahoma seeing gasoline prices below $3 again

http://newsok.com/oklahoma-seeing-gasoline-prices-below-3-again/article/3722646

 

East Coast grinds to a halt as superstorm nears

http://newsok.com/east-coast-grinds-to-a-halt-as-superstorm-

nears/article/feed/454495#ixzz2Ah6DpYbj

 

As devastated as James Harden might be, the former Thunder star is getting the

money he wanted

http://newsok.com/as-devastated-as-james-harden-might-be-the-former-thunder-

star-is-getting-the-money-he-wanted/article/3723393#ixzz2Ah7lKgoz

 

Oklahoma City police shoot 18-year-old man fleeing traffic stop

 http://newsok.com/oklahoma-city-police-shoot-18-year-old-man-fleeing-traffic-

stop/article/3723525#ixzz2Ah8FXPmO

 

Edmond gets an unexpected $87,799 check

http://newsok.com/edmond-gets-an-unexpected-87799-check/article/3722884?

custom_click=pod_headline_edmond-news
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Cleveland County to hire 16 new jailers

http://newsok.com/cleveland-county-to-hire-16-new-jailers/article/3722670?

custom_click=pod_headline_norman-news

 

Ex-attorney pleads guilty to stealing $100,000 from client

http://newsok.com/ex-attorney-pleads-guilty-to-stealing-100000-from-

client/article/3722743#ixzz2AhCGil3Z

 

UCO students recognize domestic violence

http://newsok.com/uco-students-recognize-domestic-violence/article/3722878?

custom_click=pod_headline_edmond-news

 

Dr. Mehmet Oz to visit Oklahoma City school

http://newsok.com/dr.-mehmet-oz-to-visit-oklahoma-city-

school/article/3723293#ixzz2AhCV0ap4

 

Executive Q&A: Tulsa native returns to Oklahoma to head St. Anthony Hospital

http://newsok.com/executive-qa-tulsa-native-returns-to-oklahoma-to-head-st.-

anthony-hospital/article/3722879#ixzz2AhCeJS1d

 

Oklahoma schools receive robotics grants

http://newsok.com/oklahoma-schools-receive-robotics-grants/article/3722764

 

Regents pick Flintco to oversee construction of new dorm for Oklahoma State

University

http://newsok.com/regents-pick-flintco-to-oversee-construction-of-new-dorm-for-

oklahoma-state-university/article/3722828#ixzz2AhDC9FKx

 

Oklahoma City police warn shoppers to be aware during holidays

http://newsok.com/oklahoma-city-police-warn-shoppers-to-be-aware-during-

holidays/article/3723530#ixzz2Ah70F4PO

 

Bell ringers sought to raise money for Salvation Army Red Kettle campaign

http://newsok.com/bell-ringers-sought-to-raise-money-for-salvation-army-red-kettle-

campaign/article/3723407#ixzz2Ah77m37b

 

Oklahoma lawmaker's idea about state worker pay is worth a close look

http://newsok.com/oklahoma-lawmakers-idea-about-state-worker-pay-is-worth-a-

close-look/article/3722635#ixzz2AhEe5bR9

 

The Oklahoman endorsement: Mitt Romney is the best choice for America

http://newsok.com/the-oklahoman-endorsement-mitt-romney-is-the-best-choice-for-

america/article/3722627#ixzz2AhFBg0cj

 

ScissorTales: Tax cut still a top priority, OCPA president insists

http://newsok.com/scissortales-tax-cut-still-a-top-priority-ocpa-president-

insists/article/3722616#ixzz2AhFIBkoM
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Tulsa World 
www.tulsaworld.com
 
State Question 765 will decide fate of Human Services panel

http://www.tulsaworld.com/news/article.aspx?

subjectid=336&articleid=20121029_16_A13_CUTLIN681125

 

Open carry law goes into effect Nov. 1

http://www.tulsaworld.com/news/article.aspx?

subjectid=11&articleid=20121028_11_A1_Therem296082

 

Supreme Court weighing whether to hear personhood case

http://www.tulsaworld.com/news/article.aspx?

subjectid=11&articleid=20121029_16_A1_WASHIN846471

 

House District 71 campaign has candidates stuck on repeat

http://www.tulsaworld.com/news/article.aspx?

subjectid=12&articleid=20121029_16_A11_CUTLIN173827

 

American Airlines maintenance base's management, labor endorse Vision2 package

http://www.tulsaworld.com/news/article.aspx?

subjectid=336&articleid=20121029_16_A5_CUTLIN229397

 

One-party vote

http://www.tulsaworld.com/news/article.aspx?

subjectid=13&articleid=20121028_13_VO1_ULNSso2213

 

Some officials to vote against 1st Vision2 question

http://www.tulsaworld.com/news/article.aspx?

subjectid=334&articleid=20121028_11_A1_CUTLIN556880

 

Oklahoma's Electoral Time Line

http://www.tulsaworld.com/news/article.aspx?

subjectid=336&articleid=20121028_16_VO3_FirstO70526

 

Voters will have six proposals on ballot

http://www.tulsaworld.com/news/article.aspx?

subjectid=336&articleid=20121028_16_VO4_CUTLIN351984

 

GOP has the numbers to win U.S. House seat

http://www.tulsaworld.com/news/article.aspx?

subjectid=336&articleid=20121028_16_VO5_ULNSbA953977

 

Voter's Guide: 3 left standing in 2nd District's final round

http://www.tulsaworld.com/news/article.aspx?

subjectid=336&articleid=20121028_16_VO5_CUTLIN476319
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Poll: Oklahoma Republicans more eager to vote than Democrats

http://www.tulsaworld.com/news/article.aspx?

subjectid=11&articleid=20121028_16_A15_Oklaho223643

 

Political Report, Wayne Greene: Coburn offers Fallin advice on Obamacare

http://www.tulsaworld.com/news/article.aspx?

subjectid=336&articleid=20121028_16_A26_USSenT258027

 

Oklahoma officials say SQ 766 could raise property taxes

http://www.tulsaworld.com/news/article.aspx?

subjectid=11&articleid=20121028_16_A27_OKLAHO62019

 

Candidate doesn't want to be elected

http://www.tulsaworld.com/news/article.aspx?

subjectid=11&articleid=20121028_16_VO5_CUTLIN653420

 

U.S. District 3, 4, 5 incumbents likely victors

http://www.tulsaworld.com/news/article.aspx?

subjectid=336&articleid=20121028_16_VO5_ULNSbL780089

 

Tulsa higher-ed schools slated to get $22 million in Vision2 funds

http://www.tulsaworld.com/news/article.aspx?

subjectid=16&articleid=20121029_16_A1_CUTLIN321967

 

Cousins Park project put on hold for bridge talks

http://www.tulsaworld.com/news/article.aspx?

subjectid=11&articleid=20121029_16_A1_CUTLIN228279

 

High court weighs new look at voting rights law

http://www.tulsaworld.com/news/article.aspx?

subjectid=13&articleid=20121029_13_A14_WASHIN240544

 

Sunday Morning Quarterback

http://www.tulsaworld.com/news/article.aspx?

subjectid=11&articleid=20121028_16_A26_hGovMa841107

 

Oklahoma Foundation for the Disabled provides opportunities, activities

http://www.tulsaworld.com/news/article.aspx?

subjectid=12&articleid=20121029_12_0_OKLAHO258260

 

Oklahoma City police shoot 18-year-old man fleeing traffic stop

http://www.tulsaworld.com/news/article.aspx?

subjectid=12&articleid=20121029_12_0_OKLAHO975311

 

Republicans lead Democrats in Oklahoma absentee votes

http://www.tulsaworld.com/news/article.aspx?

subjectid=11&articleid=20121029_11_0_hrimgs113626
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New pipeline will allow Broken Arrow to buy water from Tulsa

http://www.tulsaworld.com/news/article.aspx?

subjectid=11&articleid=20121029_12_A11_BROKEN408135

 

How To Vote In Oklahoma

http://www.tulsaworld.com/news/article.aspx?

subjectid=11&articleid=20121028_262_VO3_Therea350614

 

Don't Forget Your ID Card

http://www.tulsaworld.com/news/article.aspx?

subjectid=11&articleid=20121028_262_VO3_Thiswi583210

 

12 court justices seek voters' OK to keep jobs

http://www.tulsaworld.com/news/article.aspx?

subjectid=14&articleid=20121028_14_VO4_Adozen344286

 

Area counties to vote on taxes, Sunday liquor sales

http://www.tulsaworld.com/news/article.aspx?

subjectid=11&articleid=20121028_12_A15_ASandS707415

 

Oklahoma Guard troops deploy to Afghanistan

http://www.tulsaworld.com/news/article.aspx?

subjectid=11&articleid=20121028_12_A24_CUTLIN618913

 

Deer-vehicle collision danger rises in November

http://www.tulsaworld.com/news/article.aspx?

subjectid=11&articleid=20121028_12_A24_Oklaho305528

 

Fallen soldier Anthony Peterson has portion of U.S. 169 highway named in his honor

http://www.tulsaworld.com/news/article.aspx?

subjectid=11&articleid=20121028_12_A2_CUTLIN464604

 

Questioning the Candidates: District 39

http://www.tulsaworld.com/news/article.aspx?

subjectid=336&articleid=20121028_16_VO8_hBrian120150

 

Questioning the Candidates: District 3

http://www.tulsaworld.com/news/article.aspx?

subjectid=336&articleid=20121028_16_VO8_hWayne123299

 

Henderson, Jones again face off

http://www.tulsaworld.com/news/article.aspx?

subjectid=334&articleid=20121028_11_VO5_CUTLIN683459

 

Voter's Guide: 3 Tulsa-area legislative races are ones to watch

http://www.tulsaworld.com/news/article.aspx?

subjectid=336&articleid=20121028_16_VO6_CUTLIN616841
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Questioning the Candidates: District 86

http://www.tulsaworld.com/news/article.aspx?

subjectid=336&articleid=20121028_16_VO10_hRusse671586

 

Questioning the Candidates: District 78

http://www.tulsaworld.com/news/article.aspx?

subjectid=336&articleid=20121028_16_VO10_hPaulC605849

 

Questioning the Candidates: District 76

http://www.tulsaworld.com/news/article.aspx?

subjectid=336&articleid=20121028_16_VO10_hDavid840449

 

Questioning the Candidates: District 72

http://www.tulsaworld.com/news/article.aspx?

subjectid=336&articleid=20121028_16_VO10_RnalLe573821

 

Questioning the Candidates: District 71

http://www.tulsaworld.com/news/article.aspx?

subjectid=336&articleid=20121028_16_VO10_KteHne886533

 

Questioning the Candidates: District 66

http://www.tulsaworld.com/news/article.aspx?

subjectid=336&articleid=20121028_16_VO10_Jdnoln299205

 

Questioning the Candidates: District 36

http://www.tulsaworld.com/news/article.aspx?

subjectid=336&articleid=20121028_16_VO9_hSeanR87069

 

Questioning the Candidates: District 29

http://www.tulsaworld.com/news/article.aspx?

subjectid=336&articleid=20121028_16_VO9_hSkyeM392730

 

Questioning the Candidates: District 23

http://www.tulsaworld.com/news/article.aspx?

subjectid=336&articleid=20121028_16_VO9_TryODn11592

 

Questioning the Candidates: District 16

http://www.tulsaworld.com/news/article.aspx?

subjectid=336&articleid=20121028_16_VO9_hJames268399

 

Questioning the Candidates: District 14

http://www.tulsaworld.com/news/article.aspx?

subjectid=336&articleid=20121028_16_VO9_hArthu182818

 

Questioning the Candidates: District 12

http://www.tulsaworld.com/news/article.aspx?

subjectid=336&articleid=20121028_16_VO9_hDavid527100
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Questioning the Candidates: District 11

http://www.tulsaworld.com/news/article.aspx?

subjectid=336&articleid=20121028_16_VO8_hDISTR689647

 

Questioning the Candidates: District 9

http://www.tulsaworld.com/news/article.aspx?

subjectid=336&articleid=20121028_16_VO8_hBarne566428

 

Political Report Notebook: Inhofe gets “Dodo”

http://www.tulsaworld.com/news/article.aspx?

subjectid=336&articleid=20121028_336_A26_Aniomn705218

 

City of Tulsa employment down 8 percent since 2008

http://www.tulsaworld.com/news/article.aspx?

subjectid=11&articleid=20121029_11_A1_CUTLIN317222

 

State gets few complaints about compounding pharmacies

http://www.tulsaworld.com/news/article.aspx?

subjectid=17&articleid=20121029_17_A13_Steril445579

 

Oklahoma school report cards finding resistance from parents

http://www.tulsaworld.com/news/article.aspx?

subjectid=19&articleid=20121028_19_A1_CUTLIN744112

 

Mortgage servicers provide relief to Oklahomans facing foreclosure

http://www.tulsaworld.com/news/article.aspx?

subjectid=11&articleid=20121028_11_A21_CUTLIN786896

 

City identifies space for needed growth

http://www.tulsaworld.com/opinion/article.aspx?

subjectid=61&articleid=20121029_61_A9_ForTul855841

 

For retention: 12 judges on Nov. 6 ballot

http://www.tulsaworld.com/opinion/article.aspx?

subjectid=61&articleid=20121029_11_A9_Twelve603963

 

Editorial: Vision2 plan supportable

http://www.tulsaworld.com/opinion/article.aspx?

subjectid=61&articleid=20121028_61_G6_Ltsbrn482128

 

Editorial: For Wallace

http://www.tulsaworld.com/opinion/article.aspx?

subjectid=61&articleid=20121028_61_G6_Hispol428858

 

Grade cards

http://www.tulsaworld.com/opinion/article.aspx?

subjectid=61&articleid=20121027_61_A22_Moreth272720
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Comprehensive city safety program evolving

http://www.tulsaworld.com/opinion/article.aspx?

subjectid=61&articleid=20121027_61_A22_Localt449548

 

Domestic oil production up and going higher

http://www.tulsaworld.com/opinion/article.aspx?

subjectid=213&articleid=20121028_213_G1_CUTLIN678245

 

Local health-care infrastructure progressing

http://www.tulsaworld.com/opinion/article.aspx?

subjectid=211&articleid=20121021_11_G1_Birthd245790

 

Counting for something

http://www.tulsaworld.com/opinion/article.aspx?

subjectid=214&articleid=20121028_214_G1_CUTLIN419623
 
 

The Journal Record 
www.journalrecord.com

Chasing oil-field outlaws: Theft of crude, equipment increases

http://journalrecord.com/2012/10/26/oil-theft-difficult-to-stop-energy/

 

Economy, debt dominate Oklahoma 5th District forum

http://journalrecord.com/2012/10/26/economy-debt-dominate-oklahoma-5th-district-

forum-capitol/

 

AMC to take over Penn Square Mall cineplex

http://journalrecord.com/2012/10/26/amc-to-take-over-penn-square-mall-cineplex-

real-estate/

 

Tulsa’s Future leads Vision 2 campaign contributors

http://journalrecord.com/2012/10/26/tulsas-future-leads-vision-2-campaign-

contributors-finance/

 

Air Power Systems continues growth

http://journalrecord.com/2012/10/26/air-power-systems-continues-growth-general-

news/

 

Firm seeks balance in OKC central park design

http://journalrecord.com/2012/10/26/firm-seeks-balance-in-okc-central-park-design-

real-estate/

 

OCU plots new use for law building

http://journalrecord.com/2012/10/26/ocu-plots-new-use-for-law-building-real-estate/
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Smoking mad over business name: Barbecue pit masters battle in court

http://journalrecord.com/2012/10/26/smoking-mad-over-business-name-barbecue-

pit-masters-battle-in-court-law/

 

Lawmakers study state employee pay

http://journalrecord.com/2012/10/26/lawmakers-study-state-employee-pay-capitol/

 

H.W. Allen pays $4M for south Tulsa’s Shops at Harvard Parke

http://journalrecord.com/2012/10/26/h-w-allen-pays-4m-for-south-tulsas-shops-at-

harvard-parke-real-estate/

 

These Walls: Devon Energy Center

http://journalrecord.com/2012/10/26/these-walls-devon-energy-center-real-estate/

 

[WWWO] State Chamber begins development of 2013 legislative agenda

http://journalrecord.com/2012/10/26/wwwo-state-chamber-begins-development-of-

2013-legislative-agenda/

 

Business Briefs: Oct. 29, 2012

http://journalrecord.com/2012/10/26/business-briefs-oct-29-2012-general-news/

 

Texas Brine billed $321,000 for sinkhole

http://journalrecord.com/2012/10/26/texas-brine-billed-321000-for-sinkhole-general-

news/

 

Dallas firm plots expansion of Bixby’s Encore Memorial apartment complex

http://journalrecord.com/2012/10/26/dallas-firm-plots-expansion-of-bixby-apartment-

complex-real-estate/

 

Renovations close to completion at Bossier mall

http://journalrecord.com/2012/10/26/renovations-close-to-completion-at-bossier-mall-

real-estate/

 

Oil rises slightly on economic data

http://journalrecord.com/2012/10/26/oil-rises-slightly-on-economic-data-energy/

 

N.M. oil refinery to pay $400K fine over explosion

http://journalrecord.com/2012/10/26/n-m-oil-refinery-to-pay-400k-fine-over-

explosion-energy/

 

Utah board backs 1st U.S. oil sands project

http://journalrecord.com/2012/10/26/utah-board-backs-1st-u-s-oil-sands-project-

energy/

 

U.S. drops 13 to 1,826 rigs exploring for oil, gas

http://journalrecord.com/2012/10/26/u-s-drops-13-to-1826-rigs-exploring-for-oil-gas-

energy/
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Tulsa’s Future leads Vision 2 campaign contributors

http://journalrecord.com/2012/10/26/tulsas-future-leads-vision-2-campaign-

contributors-finance/

 

Study: Flood of money leaving China

http://journalrecord.com/2012/10/26/study-flood-of-money-leaving-china-finance/

 

Boeing touts outsourcing for suppliers to Mexico

http://journalrecord.com/2012/10/26/boeing-touts-outsourcing-for-suppliers-to-

mexico-aerospace/

 

Roth: Water, anyone?

http://journalrecord.com/2012/10/26/roth-water-anyone-opinion/
 
 

Statewide AP stories
http://normantranscript.com/statenews
 
Candidates downplay party in 2nd District race
 

Senate publications:
 

Daily Senate Agenda:  Senate Agenda
 

Daily Senate Calendar:  Senate Calendar

Daily Senate Journals:  Senate Journals

 

Senate Committee Meeting Notices:  Senate Committee Notices
   

Additional news links:
 

CAPITOLBEATOK
http://capitolbeatok.com/
 
McCarville Report
http://mccarvillereport.com/

 

Oklahoma Gazette
http://www.okgazette.com/oklahoma/

 

OETA-Oklahoma News Report
http://news.oeta.tv/

                                                                                            
KWTV-9 OKC
http://www.news9.com/
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KOCO-5 OKC
http://www.koco.com

 
KFOR-4 OKC
http://www.kfor.com

 
FOX-25 TV
http://www.okcfox.com 

KOTV-6 Tulsa
http://www.newson6.com/
 

Fox 23
http://www.fox23.com/ 

KTOK-AM OKC
http://www.ktok.com/main.html
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From: Matt Glanville
To: glanville@lsb.state.ok.us
Subject: REVISED: Senate E-Clips, Oct. 27-29, 2012
Date: Monday, October 29, 2012 10:07:51 AM

NOTE: Additional Oklahoman headlines have been added.
 
The Oklahoman
www.newsok.com

U.S. Supreme Court to decide if it will hear Oklahoma's 'personhood' dispute

http://newsok.com/u.s.-supreme-court-to-decide-if-it-will-hear-oklahomas-

personhood-dispute/article/3723528#ixzz2AhBRULud

 

Oklahoma police open to Open Carry, but adjustment will be required

http://newsok.com/oklahoma-police-open-to-open-carry-but-adjustment-will-be-

required/article/3723065#ixzz2Ah6MRaVq

 

Oklahoma businesses have mixed-bag approach to open carry law 

http://newsok.com/oklahoma-businesses-have-mixed-bag-approach-to-open-carry-

law/article/3723066#ixzz2AhV2D9OH

 
At a glance: Facts about open carry in Oklahoma 

http://newsok.com/at-a-glance-facts-about-open-carry-in-

oklahoma/article/3723067#ixzz2AhVBBKwk

 

Carrying handguns in Oklahoma an easy process for those who qualify 

http://newsok.com/carrying-handguns-in-oklahoma-an-easy-process-for-those-who-

qualify/article/3723068#ixzz2AhVMKNDX
 
Oklahoma Republican Markwayne Mullin surges past Democrat Rob Wallace in

congressional campaign cash

http://newsok.com/oklahoma-republican-markwayne-mullin-surges-past-democrat-

rob-wallace-in-congressional-campaign-cash/article/3722687#ixzz2AhA5udQr

 

Ongoing online survey finds many Oklahoma believe state doesn't welcome diversity

http://newsok.com/ongoing-online-survey-finds-many-oklahoma-believe-state-

doesnt-welcome-diversity/article/3722991#ixzz2Ah6YxXSg

 

Oklahoma congressional candidates campaigns are expensive

http://newsok.com/oklahoma-congressional-candidates-campaigns-are-

expensive/article/3723045

 

Oklahoma's vote on intangible property tax exemption to have uncertain financial

impact on homeowners

http://newsok.com/oklahomas-vote-on-intangible-property-tax-exemption-to-have-

uncertain-financial-impact-on-homeowners/article/3723041#ixzz2Ah7S58QG
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What is intangible property?

http://newsok.com/what-is-intangible-property/article/3723040

 

Oklahoma Watch: Influx of Hispanics brings cultural divide to Heavener

http://newsok.com/oklahoma-watch-influx-of-hispanics-brings-cultural-divide-to-

heavener/article/3723077#ixzz2Ah7ZFgGn

 

A new Senate seat in south-central Oklahoma draws candidates focused on rural-

conservative values

http://newsok.com/a-new-senate-seat-in-south-central-oklahoma-draws-candidates-

focused-on-rural-conservative-values/article/3723059#ixzz2Ah97ZSPZ

 

Oklahoma House District 101 candidates

http://newsok.com/oklahoma-house-district-101-candidates/article/3685337?

custom_click=pod_headline_midwest-city-news

 

State Question 766

http://newsok.com/state-question-766/article/3723039

 

Oklahoma Department of Human Services to pay $9,500 to settle lawsuit over child

mix-up

http://newsok.com/oklahoma-department-of-human-services-to-pay-9500-to-settle-

lawsuit-over-child-mix-up/article/3722696#ixzz2AhB9C1ap

 

Texas man convicted of defrauding Chesapeake subsidiary

http://newsok.com/texas-man-convicted-of-defrauding-chesapeake-

subsidiary/article/3722611

 

Oklahoma seeing gasoline prices below $3 again

http://newsok.com/oklahoma-seeing-gasoline-prices-below-3-again/article/3722646

 

East Coast grinds to a halt as superstorm nears

http://newsok.com/east-coast-grinds-to-a-halt-as-superstorm-

nears/article/feed/454495#ixzz2Ah6DpYbj

 

As devastated as James Harden might be, the former Thunder star is getting the

money he wanted

http://newsok.com/as-devastated-as-james-harden-might-be-the-former-thunder-

star-is-getting-the-money-he-wanted/article/3723393#ixzz2Ah7lKgoz

 

Oklahoma City police shoot 18-year-old man fleeing traffic stop

 http://newsok.com/oklahoma-city-police-shoot-18-year-old-man-fleeing-traffic-

stop/article/3723525#ixzz2Ah8FXPmO

 

Edmond gets an unexpected $87,799 check

http://newsok.com/edmond-gets-an-unexpected-87799-check/article/3722884?

custom_click=pod_headline_edmond-news
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Cleveland County to hire 16 new jailers

http://newsok.com/cleveland-county-to-hire-16-new-jailers/article/3722670?

custom_click=pod_headline_norman-news

 

Ex-attorney pleads guilty to stealing $100,000 from client

http://newsok.com/ex-attorney-pleads-guilty-to-stealing-100000-from-

client/article/3722743#ixzz2AhCGil3Z

 

UCO students recognize domestic violence

http://newsok.com/uco-students-recognize-domestic-violence/article/3722878?

custom_click=pod_headline_edmond-news

 

Dr. Mehmet Oz to visit Oklahoma City school

http://newsok.com/dr.-mehmet-oz-to-visit-oklahoma-city-

school/article/3723293#ixzz2AhCV0ap4

 

Executive Q&A: Tulsa native returns to Oklahoma to head St. Anthony Hospital

http://newsok.com/executive-qa-tulsa-native-returns-to-oklahoma-to-head-st.-

anthony-hospital/article/3722879#ixzz2AhCeJS1d

 

Oklahoma schools receive robotics grants

http://newsok.com/oklahoma-schools-receive-robotics-grants/article/3722764

 

Regents pick Flintco to oversee construction of new dorm for Oklahoma State

University

http://newsok.com/regents-pick-flintco-to-oversee-construction-of-new-dorm-for-

oklahoma-state-university/article/3722828#ixzz2AhDC9FKx

 

Oklahoma City police warn shoppers to be aware during holidays

http://newsok.com/oklahoma-city-police-warn-shoppers-to-be-aware-during-

holidays/article/3723530#ixzz2Ah70F4PO

 

Bell ringers sought to raise money for Salvation Army Red Kettle campaign

http://newsok.com/bell-ringers-sought-to-raise-money-for-salvation-army-red-kettle-

campaign/article/3723407#ixzz2Ah77m37b

 

Oklahoma lawmaker's idea about state worker pay is worth a close look

http://newsok.com/oklahoma-lawmakers-idea-about-state-worker-pay-is-worth-a-

close-look/article/3722635#ixzz2AhEe5bR9

 

The Oklahoman endorsement: Mitt Romney is the best choice for America

http://newsok.com/the-oklahoman-endorsement-mitt-romney-is-the-best-choice-for-

america/article/3722627#ixzz2AhFBg0cj

 

ScissorTales: Tax cut still a top priority, OCPA president insists

http://newsok.com/scissortales-tax-cut-still-a-top-priority-ocpa-president-

insists/article/3722616#ixzz2AhFIBkoM
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Tulsa World 
www.tulsaworld.com
 
State Question 765 will decide fate of Human Services panel

http://www.tulsaworld.com/news/article.aspx?

subjectid=336&articleid=20121029_16_A13_CUTLIN681125

 

Open carry law goes into effect Nov. 1

http://www.tulsaworld.com/news/article.aspx?

subjectid=11&articleid=20121028_11_A1_Therem296082

 

Supreme Court weighing whether to hear personhood case

http://www.tulsaworld.com/news/article.aspx?

subjectid=11&articleid=20121029_16_A1_WASHIN846471

 

House District 71 campaign has candidates stuck on repeat

http://www.tulsaworld.com/news/article.aspx?

subjectid=12&articleid=20121029_16_A11_CUTLIN173827

 

American Airlines maintenance base's management, labor endorse Vision2 package

http://www.tulsaworld.com/news/article.aspx?

subjectid=336&articleid=20121029_16_A5_CUTLIN229397

 

One-party vote

http://www.tulsaworld.com/news/article.aspx?

subjectid=13&articleid=20121028_13_VO1_ULNSso2213

 

Some officials to vote against 1st Vision2 question

http://www.tulsaworld.com/news/article.aspx?

subjectid=334&articleid=20121028_11_A1_CUTLIN556880

 

Oklahoma's Electoral Time Line

http://www.tulsaworld.com/news/article.aspx?

subjectid=336&articleid=20121028_16_VO3_FirstO70526

 

Voters will have six proposals on ballot

http://www.tulsaworld.com/news/article.aspx?

subjectid=336&articleid=20121028_16_VO4_CUTLIN351984

 

GOP has the numbers to win U.S. House seat

http://www.tulsaworld.com/news/article.aspx?

subjectid=336&articleid=20121028_16_VO5_ULNSbA953977

 

Voter's Guide: 3 left standing in 2nd District's final round

http://www.tulsaworld.com/news/article.aspx?

subjectid=336&articleid=20121028_16_VO5_CUTLIN476319
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Poll: Oklahoma Republicans more eager to vote than Democrats

http://www.tulsaworld.com/news/article.aspx?

subjectid=11&articleid=20121028_16_A15_Oklaho223643

 

Political Report, Wayne Greene: Coburn offers Fallin advice on Obamacare

http://www.tulsaworld.com/news/article.aspx?

subjectid=336&articleid=20121028_16_A26_USSenT258027

 

Oklahoma officials say SQ 766 could raise property taxes

http://www.tulsaworld.com/news/article.aspx?

subjectid=11&articleid=20121028_16_A27_OKLAHO62019

 

Candidate doesn't want to be elected

http://www.tulsaworld.com/news/article.aspx?

subjectid=11&articleid=20121028_16_VO5_CUTLIN653420

 

U.S. District 3, 4, 5 incumbents likely victors

http://www.tulsaworld.com/news/article.aspx?

subjectid=336&articleid=20121028_16_VO5_ULNSbL780089

 

Tulsa higher-ed schools slated to get $22 million in Vision2 funds

http://www.tulsaworld.com/news/article.aspx?

subjectid=16&articleid=20121029_16_A1_CUTLIN321967

 

Cousins Park project put on hold for bridge talks

http://www.tulsaworld.com/news/article.aspx?

subjectid=11&articleid=20121029_16_A1_CUTLIN228279

 

High court weighs new look at voting rights law

http://www.tulsaworld.com/news/article.aspx?

subjectid=13&articleid=20121029_13_A14_WASHIN240544

 

Sunday Morning Quarterback

http://www.tulsaworld.com/news/article.aspx?

subjectid=11&articleid=20121028_16_A26_hGovMa841107

 

Oklahoma Foundation for the Disabled provides opportunities, activities

http://www.tulsaworld.com/news/article.aspx?

subjectid=12&articleid=20121029_12_0_OKLAHO258260

 

Oklahoma City police shoot 18-year-old man fleeing traffic stop

http://www.tulsaworld.com/news/article.aspx?

subjectid=12&articleid=20121029_12_0_OKLAHO975311

 

Republicans lead Democrats in Oklahoma absentee votes

http://www.tulsaworld.com/news/article.aspx?

subjectid=11&articleid=20121029_11_0_hrimgs113626
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New pipeline will allow Broken Arrow to buy water from Tulsa

http://www.tulsaworld.com/news/article.aspx?

subjectid=11&articleid=20121029_12_A11_BROKEN408135

 

How To Vote In Oklahoma

http://www.tulsaworld.com/news/article.aspx?

subjectid=11&articleid=20121028_262_VO3_Therea350614

 

Don't Forget Your ID Card

http://www.tulsaworld.com/news/article.aspx?

subjectid=11&articleid=20121028_262_VO3_Thiswi583210

 

12 court justices seek voters' OK to keep jobs

http://www.tulsaworld.com/news/article.aspx?

subjectid=14&articleid=20121028_14_VO4_Adozen344286

 

Area counties to vote on taxes, Sunday liquor sales

http://www.tulsaworld.com/news/article.aspx?

subjectid=11&articleid=20121028_12_A15_ASandS707415

 

Oklahoma Guard troops deploy to Afghanistan

http://www.tulsaworld.com/news/article.aspx?

subjectid=11&articleid=20121028_12_A24_CUTLIN618913

 

Deer-vehicle collision danger rises in November

http://www.tulsaworld.com/news/article.aspx?

subjectid=11&articleid=20121028_12_A24_Oklaho305528

 

Fallen soldier Anthony Peterson has portion of U.S. 169 highway named in his honor

http://www.tulsaworld.com/news/article.aspx?

subjectid=11&articleid=20121028_12_A2_CUTLIN464604

 

Questioning the Candidates: District 39

http://www.tulsaworld.com/news/article.aspx?

subjectid=336&articleid=20121028_16_VO8_hBrian120150

 

Questioning the Candidates: District 3

http://www.tulsaworld.com/news/article.aspx?

subjectid=336&articleid=20121028_16_VO8_hWayne123299

 

Henderson, Jones again face off

http://www.tulsaworld.com/news/article.aspx?

subjectid=334&articleid=20121028_11_VO5_CUTLIN683459

 

Voter's Guide: 3 Tulsa-area legislative races are ones to watch

http://www.tulsaworld.com/news/article.aspx?

subjectid=336&articleid=20121028_16_VO6_CUTLIN616841
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Questioning the Candidates: District 86

http://www.tulsaworld.com/news/article.aspx?

subjectid=336&articleid=20121028_16_VO10_hRusse671586

 

Questioning the Candidates: District 78

http://www.tulsaworld.com/news/article.aspx?

subjectid=336&articleid=20121028_16_VO10_hPaulC605849

 

Questioning the Candidates: District 76

http://www.tulsaworld.com/news/article.aspx?

subjectid=336&articleid=20121028_16_VO10_hDavid840449

 

Questioning the Candidates: District 72

http://www.tulsaworld.com/news/article.aspx?

subjectid=336&articleid=20121028_16_VO10_RnalLe573821

 

Questioning the Candidates: District 71

http://www.tulsaworld.com/news/article.aspx?

subjectid=336&articleid=20121028_16_VO10_KteHne886533

 

Questioning the Candidates: District 66

http://www.tulsaworld.com/news/article.aspx?

subjectid=336&articleid=20121028_16_VO10_Jdnoln299205

 

Questioning the Candidates: District 36

http://www.tulsaworld.com/news/article.aspx?

subjectid=336&articleid=20121028_16_VO9_hSeanR87069

 

Questioning the Candidates: District 29

http://www.tulsaworld.com/news/article.aspx?

subjectid=336&articleid=20121028_16_VO9_hSkyeM392730

 

Questioning the Candidates: District 23

http://www.tulsaworld.com/news/article.aspx?

subjectid=336&articleid=20121028_16_VO9_TryODn11592

 

Questioning the Candidates: District 16

http://www.tulsaworld.com/news/article.aspx?

subjectid=336&articleid=20121028_16_VO9_hJames268399

 

Questioning the Candidates: District 14

http://www.tulsaworld.com/news/article.aspx?

subjectid=336&articleid=20121028_16_VO9_hArthu182818

 

Questioning the Candidates: District 12

http://www.tulsaworld.com/news/article.aspx?

subjectid=336&articleid=20121028_16_VO9_hDavid527100
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Questioning the Candidates: District 11

http://www.tulsaworld.com/news/article.aspx?

subjectid=336&articleid=20121028_16_VO8_hDISTR689647

 

Questioning the Candidates: District 9

http://www.tulsaworld.com/news/article.aspx?

subjectid=336&articleid=20121028_16_VO8_hBarne566428

 

Political Report Notebook: Inhofe gets “Dodo”

http://www.tulsaworld.com/news/article.aspx?

subjectid=336&articleid=20121028_336_A26_Aniomn705218

 

City of Tulsa employment down 8 percent since 2008

http://www.tulsaworld.com/news/article.aspx?

subjectid=11&articleid=20121029_11_A1_CUTLIN317222

 

State gets few complaints about compounding pharmacies

http://www.tulsaworld.com/news/article.aspx?

subjectid=17&articleid=20121029_17_A13_Steril445579

 

Oklahoma school report cards finding resistance from parents

http://www.tulsaworld.com/news/article.aspx?

subjectid=19&articleid=20121028_19_A1_CUTLIN744112

 

Mortgage servicers provide relief to Oklahomans facing foreclosure

http://www.tulsaworld.com/news/article.aspx?

subjectid=11&articleid=20121028_11_A21_CUTLIN786896

 

City identifies space for needed growth

http://www.tulsaworld.com/opinion/article.aspx?

subjectid=61&articleid=20121029_61_A9_ForTul855841

 

For retention: 12 judges on Nov. 6 ballot

http://www.tulsaworld.com/opinion/article.aspx?

subjectid=61&articleid=20121029_11_A9_Twelve603963

 

Editorial: Vision2 plan supportable

http://www.tulsaworld.com/opinion/article.aspx?

subjectid=61&articleid=20121028_61_G6_Ltsbrn482128

 

Editorial: For Wallace

http://www.tulsaworld.com/opinion/article.aspx?

subjectid=61&articleid=20121028_61_G6_Hispol428858

 

Grade cards

http://www.tulsaworld.com/opinion/article.aspx?

subjectid=61&articleid=20121027_61_A22_Moreth272720
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Comprehensive city safety program evolving

http://www.tulsaworld.com/opinion/article.aspx?

subjectid=61&articleid=20121027_61_A22_Localt449548

 

Domestic oil production up and going higher

http://www.tulsaworld.com/opinion/article.aspx?

subjectid=213&articleid=20121028_213_G1_CUTLIN678245

 

Local health-care infrastructure progressing

http://www.tulsaworld.com/opinion/article.aspx?

subjectid=211&articleid=20121021_11_G1_Birthd245790

 

Counting for something

http://www.tulsaworld.com/opinion/article.aspx?

subjectid=214&articleid=20121028_214_G1_CUTLIN419623
 
 

The Journal Record 
www.journalrecord.com

Chasing oil-field outlaws: Theft of crude, equipment increases

http://journalrecord.com/2012/10/26/oil-theft-difficult-to-stop-energy/

 

Economy, debt dominate Oklahoma 5th District forum

http://journalrecord.com/2012/10/26/economy-debt-dominate-oklahoma-5th-district-

forum-capitol/

 

AMC to take over Penn Square Mall cineplex

http://journalrecord.com/2012/10/26/amc-to-take-over-penn-square-mall-cineplex-

real-estate/

 

Tulsa’s Future leads Vision 2 campaign contributors

http://journalrecord.com/2012/10/26/tulsas-future-leads-vision-2-campaign-

contributors-finance/

 

Air Power Systems continues growth

http://journalrecord.com/2012/10/26/air-power-systems-continues-growth-general-

news/

 

Firm seeks balance in OKC central park design

http://journalrecord.com/2012/10/26/firm-seeks-balance-in-okc-central-park-design-

real-estate/

 

OCU plots new use for law building

http://journalrecord.com/2012/10/26/ocu-plots-new-use-for-law-building-real-estate/
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Smoking mad over business name: Barbecue pit masters battle in court

http://journalrecord.com/2012/10/26/smoking-mad-over-business-name-barbecue-

pit-masters-battle-in-court-law/

 

Lawmakers study state employee pay

http://journalrecord.com/2012/10/26/lawmakers-study-state-employee-pay-capitol/

 

H.W. Allen pays $4M for south Tulsa’s Shops at Harvard Parke

http://journalrecord.com/2012/10/26/h-w-allen-pays-4m-for-south-tulsas-shops-at-

harvard-parke-real-estate/

 

These Walls: Devon Energy Center

http://journalrecord.com/2012/10/26/these-walls-devon-energy-center-real-estate/

 

[WWWO] State Chamber begins development of 2013 legislative agenda

http://journalrecord.com/2012/10/26/wwwo-state-chamber-begins-development-of-

2013-legislative-agenda/

 

Business Briefs: Oct. 29, 2012

http://journalrecord.com/2012/10/26/business-briefs-oct-29-2012-general-news/

 

Texas Brine billed $321,000 for sinkhole

http://journalrecord.com/2012/10/26/texas-brine-billed-321000-for-sinkhole-general-

news/

 

Dallas firm plots expansion of Bixby’s Encore Memorial apartment complex

http://journalrecord.com/2012/10/26/dallas-firm-plots-expansion-of-bixby-apartment-

complex-real-estate/

 

Renovations close to completion at Bossier mall

http://journalrecord.com/2012/10/26/renovations-close-to-completion-at-bossier-mall-

real-estate/

 

Oil rises slightly on economic data

http://journalrecord.com/2012/10/26/oil-rises-slightly-on-economic-data-energy/

 

N.M. oil refinery to pay $400K fine over explosion

http://journalrecord.com/2012/10/26/n-m-oil-refinery-to-pay-400k-fine-over-

explosion-energy/

 

Utah board backs 1st U.S. oil sands project

http://journalrecord.com/2012/10/26/utah-board-backs-1st-u-s-oil-sands-project-

energy/

 

U.S. drops 13 to 1,826 rigs exploring for oil, gas

http://journalrecord.com/2012/10/26/u-s-drops-13-to-1826-rigs-exploring-for-oil-gas-

energy/
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Tulsa’s Future leads Vision 2 campaign contributors

http://journalrecord.com/2012/10/26/tulsas-future-leads-vision-2-campaign-

contributors-finance/

 

Study: Flood of money leaving China

http://journalrecord.com/2012/10/26/study-flood-of-money-leaving-china-finance/

 

Boeing touts outsourcing for suppliers to Mexico

http://journalrecord.com/2012/10/26/boeing-touts-outsourcing-for-suppliers-to-

mexico-aerospace/

 

Roth: Water, anyone?

http://journalrecord.com/2012/10/26/roth-water-anyone-opinion/
 
 

Statewide AP stories
http://normantranscript.com/statenews
 
Candidates downplay party in 2nd District race
 

Senate publications:
 

Daily Senate Agenda:  Senate Agenda
 

Daily Senate Calendar:  Senate Calendar

Daily Senate Journals:  Senate Journals

 

Senate Committee Meeting Notices:  Senate Committee Notices
   

Additional news links:
 

CAPITOLBEATOK
http://capitolbeatok.com/
 
McCarville Report
http://mccarvillereport.com/

 

Oklahoma Gazette
http://www.okgazette.com/oklahoma/

 

OETA-Oklahoma News Report
http://news.oeta.tv/

                                                                                            
KWTV-9 OKC
http://www.news9.com/
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KOCO-5 OKC
http://www.koco.com

 
KFOR-4 OKC
http://www.kfor.com

 
FOX-25 TV
http://www.okcfox.com 

KOTV-6 Tulsa
http://www.newson6.com/
 

Fox 23
http://www.fox23.com/ 

KTOK-AM OKC
http://www.ktok.com/main.html
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From: 
To: 
Subject: 
Date : 

Wake Up America Movement 

Kaleb Bennett 

Revive U.S. Spirit this July 4th 

Sunday, July 01, 2012 12:10:39 PM 

Having trouble viewing this email? Click here 

rn 
Take a Stand on July 4th Revive American Spirit! 

July 1, 2012 

Hi, Kaleb 

Sing Out to revive American Spirit 

rn 
God Bless the U.S.A. by Lee Greenwood 

God Bless the US.A. this Independence Day 

Please share this Action Call with others! (Easy forward link at top right.) 

Our Federal government is standing on its head - doing the opposite of what it was 
structured to do ·in so many ways it's making true patriots heads spin. The latest? A Supreme 
Court that's decided its their job to rewrite law rather than adjudicate its merit · and says it 
lawful to tax citizens for non-compliance .. the highest Law Enforcement Officer of the land 
blocking the investigation of Federal gunrunning for criminals· and a Chief Executive who abuses 
privilege to protect this criminal contempt · topped off by a Department of Justice that refuses to 
act on Congressional order. Then there's the White House controlled mass media celebrating that 
the U.S. State Department has toppled long· term MidEast peace accords by supporting the violent 
Muslim Brotherhood to take over our historically peaceful ally, Egypt. A Secretary of State who 
just promised billions of non ·existent dollars to other countries to implement "green" energy · at 
the same time that other billions of S of TARP investments in "green" U.S. companies will remain 
unpaid due to multiple bankruptcies. 

And what do we have to look forward to next? Fannie Mae and Freddie Mac preparing 
to run down depressed real estate values in a forthcoming run of mass foreclosed home sales to 
large international investment firms · with properties being given away fast at a fraction of their 
value. Why? So Obama can use the mass media to (falsely) display that home sales are going up 
before the election. What affect will this have that you won't hear on TV? If this insane, 
self-destructive plan isn't stopped, by the end of the year, U.S. home values will fall through the 
floor due to massive property sell·offs turning good neighborhoods into ghettos. 

What can all of US do about this? Long term - reform the Federal government to its 
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original intent with elected officials (and appointed ones) doing their jobs as our Constitution 
designated. Short term? Taking Action on a Smart Strate2y to take out the crooks - and 
Obamacare - for this November's elections. 

WATCH for WAM's Real Facts on ObamaCare's Status Report coming to you 
soon. THEN 
WATCH for WAM'S FOOLPROOF ELECTION STRATEGY in your in-box in July.(That's all. WAM 
won't flood your in-box.) 

But what can each and all of US DO RIGHT NOW? - with our frustration, 
disappointment and rightful rage at D. C. ineptitude and corruption. We can put this pent-up 
energy to good use - in a surprising, very effective way - with almost no effort at all: 

WE CAN CALL OUT, SHOUT OUT and SING OUT the Truth of what it means to be an 
American Despite Washington's insanity, thanks to voluntary actions by citizens like US many 
Americans are starting to wake up. Here's something simple and powerful YOU CAN DO 
NOW: Help WAKE UP MORE this JULY 4: 

As you've probably heard, along with illegal flag desecrations in public view without any law 
enforcement response; along with highly publicized talk of replacing the National Anthem; along 
with GOD being removed from national emblems - a U.S. school principal recently blatantly 
prohibited a class from singing I'M PROUD TO BE AN AMERICAN (her substitute song? Justin Biever's 
0 , Baby.) Do you think that's right? Neither do we. So, let's sing out our answer to those who think 
patriotism isn't trendy or important . That's it-all we're asking is 3 minutes this July 4 to join 
together a revive American Spirit coast-to-coast. 

What 's motivat ed this unusual ACTION CALL? I take this anti -American stance personally. Maybe 
you do, too. In 1991 my 18 year old daughter chose this song to sing at our County fair before an 
audience of two thousand. She won a prize and everyone cheered, back then American Spirit was 
something all of US shared! Do you remember those days too? Let's bring that back NOW! Help this 
song's message be heard and felt wherever you are this July 4th. 

Grateful to know fellow Americans - like you- who care. Keep the faith. Have a Happy 4th! 
from Jacquerie a Wake Up America Movement 

Help 
wanted! 

July 4 Great American Sing out-Please Post to Facebook, twitter 8: Blogs! 
Share this message with your Tea Party network, community, church and family groups 

ACTION CALL with God Bless the USA links and lyrics below : 

PLEASE JOIN US 
4TH of JULY BIRTHDAY of the USA -LET'S SING OUT HOW WE REALLY FEEL 

If you want to help REVIVE American Spirit, then spread it around with GOD BLESS THE USA -
ALTOGETHER -let it RING OUT at the same time nationwide wherever we are at this time: 

BEFORE the nationwide FIREWORKS Displays 
SING IT OUT or PLAY it with US - in sync -on your smart phone or boom box 

at public gatherings or in your own backyard! 

JULY 4 USA BIRTHDAY CELEBRATIONS COAST-TO-COAST SING ALONG 
Together! 

8 PM/ET 7 PM/CT 6 PM/MT 5 PMIPT 
Save a Link to this song. Spread it around. Set your watch Et Join in! 
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Here is the direct link to youtube song - SAVE, PLAY ,SHOW Wednesday PM (see 
above) 

Want the video version with the lyrics to sing along? (see here) 

I'm Proud To Be An American 

I'm Proud To Be An American 

Want the written lyrics to print out and share? Go here. 

WANT TO buy download God Bless the USA by Lee Greenwood for your 
sUe or for your phone or device? You can get it at itunes for 0 99 cents or get the 
video version for S 1.49 o 

Want to make it your cell phone ring-tone? Get it here 
(This link also has the prettiest video version of the song) 

MAKE LADY LIBERTY PROUD - Let's share GOD BLESS the USA TOGETHER! 
this Wednesday, JULY 4 Sing it out: BPM/ET 7 PMICT 6 PMIMT 5 PMIPT 

SHARE THIS MESSAGE 0 0 0 JOIN THE CELEBRATION 0 0 0 REVIVE USA SPIRIT 

This email was sent to kalebobennett@gov.okogov by wamtoday@wamaction.info 
Update Profile/Email Address Instant removal with SafeUnsubscribeTM Privacy Policy. 

Wake Up America Movement 140 W 71st St. New York NY 10023 
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Request for Proposal 
 

 

Planning Retreat for Senior State Staff 

Health Insurance Exchanges 
 

 

PURPOSE 

States must make many decisions within a short period of time about establishing the health 

insurance exchanges mandated by the Affordable Care Act (ACA). Regardless of whether a state 

is considering a state-based exchange, a federal exchange, or a partnership, a wide range of cross- 

agency planning and discussion must take place to meet the 2013 deadline established by the 

ACA. The National Governors Association (NGA) seeks to assist states in a variety of ways to 

meet this deadline, including the offering of technical assistance to select states described below. 

The goal of the assistance is to help a state’s health reform team work through strategy and tasks 

related to planning and implementation of the exchange, and identify key issues that need to be 

decided by the governor. 

 

 

TECHNICAL ASSISTANCE OPPORTUNITY 

NGA invites states to apply for targeted technical health reform assistance to be provided by 

nationally recognized experts in health policy and insurance exchange development, facilitated by 

NGA staff.  Joel Ario, formerly director of health insurance exchanges for the Center for 

Consumer Information and Insurance Oversight (CCIIO), will focus on overall exchange 

planning and implementation while Deborah Bachrach, of Manatt Health Solutions will focus on 

the intersection of Medicaid and the exchange.  Please see Mr. Ario’s and Ms Bachrach’s bios at 

that end of this document.  

 

Teams from up to six states will be selected to work with these experts in an individualized day-

long retreat that will take place in the team’s home state; follow up conference calls with NGA 

staff will also be scheduled.  Each state that applies to participate will designate a “health reform 

core team” selected by its governor, comprised of up to seven senior state officials who are 

leading that state’s health reform implementation activities. Officials that might be team members 

include the state’s insurance commissioner, Medicaid director, exchange lead, the governor’s 

health policy advisor, CHIP director, human services director, and public health director. A 

member of the team should be identified as NGA’s contact for logistics.   

 

In advance of the in-state session, the team will work with NGA to develop an agenda that 

addresses the most critical questions the state is facing. That will be done through a conference 

call in which the team members would update, if necessary, their list of critical questions 

concerning exchange planning and implementation submitted as part of the application.   
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Applicants for the technical assistance will provide NGA with two possible dates during 

November or December 2011 on which its team would be available from 9 AM-4:30 PM to 

attend the technical assistance session.  NGA will choose one of those two dates when scheduling 

the session for the successful applicants. States will be responsible for securing a meeting site, 

providing equipment such as flipcharts, LCD projector and screen.  NGA will cover the cost of 
providing breakfast, lunch and refreshments.  

Team members will be asked to complete an evaluation at the end of the session that will include 

an outline of next steps.  

 

APPLICATION GUIDELINES  

States applying for a technical assistance retreat led by Mr. Ario and Ms. Bachrach are asked to 

submit a proposal that includes the following:  

 

1) A cover letter from the governor that transmits the application;  

 

2) A list of confirmed health reform core team members that includes each team member’s 

name, title, work address, phone and fax numbers, email address, and a few sentences 

explaining the reason for that member’s selection. The core team membership list should 

also note which individual will serve as the NGA liaison for logistics.  

3) First- and second-choice dates at which all core team members can participate in the on-

site technical assistance retreat in the state.  

4) A narrative of no more than three pages addressing the following four areas:  

 The state team’s objectives for this technical assistance. 

 The current status of exchange planning in the state including the status of  

legislation, if any is necessary, to enable the state’s strategy for establishing its 

exchange.  

 A list of questions to be answered and decisions to made over the next six to nine 

months. That list of questions will form the basis for the technical assistance agenda 

if the state is selected for assistance. 

 How the state plans to build upon the day’s discussion to move forward in exchange 

implementation. 

 

 

SELECTION OF THE SIX STATES  

The NGA Center will name an independent panel of subject matter experts to review and score 

the proposals based on the criteria outlined above and make recommendations about which states 

will be invited to receive technical assistance. States will be notified about their selection by 

Tuesday, November 8, 2011. 
 

 

 

 

 

3303



 

States will be selected on the basis of:  

 

  the governor’s letter of support. (5 percent) 

 

 the breadth of expertise and the level of the state team.  Teams that include higher 

level decision makers will receive additional consideration. (20 percent) 

 

 the narrative provided in the four areas as specified above. (50 percent) 

 

 the extent to which the state’s questions and needs align with the objectives of this 

technical assistance opportunity.  (25 percent) 

 

 

ELIGIBILITY 

 

States that have paid their dues for the current year or have pledged to do so.  

 
SUBMISSION INSTRUCTIONS 

Please send the application materials electronically to: Maria Schiff, Health Division 

Program Manager at mschiff@nga.org by 5 PM local time on Tuesday, November 1, 2011. 

 

 

 

 

 

DISCLAIMER 

 

This request for Proposal is not binding on the NGA Center, nor does it constitute a contractual 

offer.  Without limiting the foregoing, the NGA Center reserves the right, in its sole discretion, to 

reject any or all proposals; to modify, supplement, or cancel the RFP; to waive any deviation 

from the RFP; to negotiate regarding any proposal; and to negotiate final terms and conditions 

that may differ from those stated in the RFP.  Under no circumstances shall NGA Center be liable 

for any costs incurred by any person in connection with the preparation and submission of a 

response to this RFP.  
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Joel Ario 

 

Joel Ario has devoted his 30-year professional career to shaping and implementing public policy.   

Most recently, Mr. Ario was the Director of the Office of Insurance Exchanges at the Office of 

Consumer Information and Insurance Oversight at the Centers for Medicare and Medicaid 

Services.   

 

Prior to his federal service as Director of the Office of Insurance Exchanges, Ario was 

Pennsylvania Insurance Commissioner from 2007 to 2010 with responsibility for overseeing the 

state’s $85 billion insurance industry. Ario also served as Oregon Insurance Administrator from 

2000 to 2007, was elected three times by his fellow commissioners to serve as an officer in the 

National Association of Insurance Commissioners (NAIC), and was President of the National 

Insurance Producer Registry (NIPR) from 2002-2004.  He is a graduate of St. Olaf College, 

Harvard Divinity School, and Harvard Law School. 

Deborah Bachrach 

Deborah Bachrach has more than 20 years of experience in health policy and financing in both 

the public and private sectors and an extensive background in Medicaid policy and healthcare 

reform.  She is currently special counsel at Manatt Health Solutions where she advises a wide 

variety of clients on issues regarding the intersection of Medicaid and health insurance 

exchanges.  

Ms. Bachrach has served as an advisor to the Center for Health Care Strategies, the Medicaid and 

CHIP Payment and Access Commission (MACPAC), and the Kaiser Family Foundation as well 

as state Medicaid agencies, foundations, healthcare providers and other healthcare organizations.  

She is currently a member of the electronic enrollment workgroup at the U.S. Department of 

Health and Human Services and the Value Incentives Learning Collaborative at the Institute of 

Medicine.  She is an adjunct professor of law at the New York University School of Law, where 

she teaches a seminar on federal health reform.  She is a frequent commentator on health reform 

implementation, and Medicaid payment and purchasing strategies.  

Most recently, Ms. Bachrach was the Medicaid Director and Deputy Commissioner of Health for 

the New York State Department of Health, Office of Health Insurance Programs.  In this capacity, 

she was responsible for coverage, care and payment policies for over four million children and 

adults enrolled in New York’s Medicaid and Child Health Insurance Programs.   

Ms. Bachrach received her law degree from the New York University School of Law and a 

Bachelor of Science in Economics from the Wharton School of the University of Pennsylvania.  
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From: Marie Sanderson
To: Adam.nordstrom ; Andrew Silvestri; Katie Altshuler
Subject: RGA annual meeting/Federalism update
Date: Sunday, November 11, 2012 6:54:17 PM

Guys—
 
In an effort to make you guys aware of moving parts for the Governors’ meeting in Las Vegas, below
is a summary of your subcommittee’s report. I expect most of the policy portion to be dedicated to
Obamacare and the conversations as of late, and I do not expect governors to be asked to make a
subcommittee report. Nevertheless, I wanted to share with you what we have prepared for your
committee. Let us know if you have any questions.
 
Best,
Marie
 
 
Federalism (Fallin and Brownback)

·         This subcommittee worked with the other committees to weave themes of Federalism
throughout the language used in reports, letters and press releases. 

·         This subcommittee also has investigated potential partnerships with other organizations,
such as the National Association of Counties to evaluate unfunded mandates.

 
Marie Thomas Sanderson
Policy Director
Republican Governors Association (RGA)
MSanderson@rga.org
Republican Governors Public Policy Committee (RGPPC)

Office (202) 464- 8556
Cell 
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From: 
To: 

Cc: 
Subject: 
Date: 
Attachments: 

Wiii.Cromer@tn.gov; 
bill.kloiber@wisconsin.gov; J.:!l.!.~:!el!>.!!l!l~~l!l.l!.; ~~~ 
Keith.Gilkes@wisconsin.gov; Eric.Schutt@wisconsin.gov; BY.ill!lB!l!.!:!l~~g;m2!1J~ 
Marie T. Sanderson; Mike Schrimpf 
RGA Leadership Supports House GOP Budget; Calls for Medicaid Block Grants 

Tuesday, April 05, 2011 2:27:27 PM 
2011-04-05-Final Medicaid Letter 2. pdf 

RGA~-A, .,~ '-
' ' ' ' ~ ~ ) 

FOR IMMEDIATE RELEASE 

CONTACT 
Mike Schrimpf, 202-662-4147 
msclujmpf@rga org 

RGA Leadership Supports House GOP Budget; Calls for Medicaid 
Block Grants 

Leaders of the Republican Govemors Association sent a letter today to Representative Paul 
Ryan, Chaitman of the House Budget Committee, supporting his budget proposal and calling 
for Medicaid block grants. 

The letter was signed by RGA Chaitman Rick Peny, Vice Chai.Iman Bob McDonnell, Policy 
Chai.Iman Haley Barbom and Policy Vice Chai.Iman Chris Christie. 

A copy of the letter is attached and below: 

Dear Chaitman Ryan: 

On behalf of Republican Govemors, we applaud the bold FY 2012 budget proposal you annotmced 
today. The House Republican budget halts the out of control spending spree of recent years, and 
imposes a back to basics, fiscal discipline that voters clearly asked for in last November's mid-

3307



term elections. It also gives businesses the certainty they need to create jobs and accelerate the
engines of economic growth.
 
We appreciate the many innovative reforms this budget will demand; the current path forward is
unsustainable. As House Republican leadership redesigns programs to implement this budget,
federal restrictions on Governors’ ability to freely govern must be eliminated. Republican
Governors are ready to assist you. 
 
Medicaid reform is welcome and the Republican Governors overwhelmingly support the creation
of a Medicaid block grant program. This well established approach will give states the freedom to
innovate, share best practices, and create cost-effective ways to deliver quality health care to our
most vulnerable populations.  We appreciate this effort because The Patient Protection and
Affordable Care Act (PPACA) does not provide the flexibility states need for the challenges of
today or tomorrow. Medicaid remains an antiquated, federal maze of regulations and mandates
focused on process instead of quality health care. It requires months and sometimes years of
negotiations for even modest changes, “perhaps” resulting in a positive outcome at the end of the
process. This practice must stop if Governors are to contain costs and provide a safety net for our
citizens; we know their needs far better than the federal government. We cannot do the jobs we
were elected to do while continuing to be hampered by a federal program that stifles innovation
and handcuffs state flexibility.
 
Chairman Ryan, your Medicaid proposals are far superior to those envisioned in the PPACA. As
you know, Republican Governors have urged the President to support an expedited review of the
court cases associated with the new law; its federal command and control approach does not
address the health care needs of the 21st century.
 
We commend your leadership during these challenging economic times. We are thankful for the
opportunity to work with you and the entire House leadership to ensure that Governors are leading
the necessary government reforms you seek.
 
Sincerely,
 
 
 
Governor Rick Perry
 
Texas
 
Governor Robert F. McDonnell
 
Virginia
 
 
Governor Haley Barbour
 
Mississippi
 
 
Governor Chris Christie
 
New Jersey
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Paid for and authorized by the Republican Governors Association
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From: Lindsay Russell
To: Lindsay Russell; Seth Levey; john.katz@alaska.gov; russ.kelly@alaska.gov; lgromis ;

macarter32 ; RSerote@az.gov; Adam.nordstrom ; Rob.Jakubik
bfulenwider@georgia.gov; ehames@georgia.gov; brandymarty03 ; dhiowa ;
jabot10 ; jboeyink34  travisrichmond@ ; wkloibe ;
David.Hensley@gov.idaho.gov; jkreizenbeck@gov.idaho.gov; Tammy.Perkins@gov.idaho.gov; Andrew Silvestri;
Katie Altshuler; JamieShuster@gov.sc.gov; tedpitts@gov.sc.gov; hedgcockm@gov.state.la.us;
bob.schwaneberg@gov.state.nj.us; Dona.DeLeon@gov.state.nj.us; Wayne.Hasenbalg@gov.state.nj.us;
Honor.Ingels@governor.alabama.gov; michael.ciamarra@governor.alabama.gov; Candice Whitfield;
eric.finkbeiner@governor.virginia.gov; Jeannemarie.Davis@governor.virginia.gov;
kristi.craig@governor.virginia.gov; Michael.DiSabato@governor.virginia.gov; sirena.ramirez@guam.gov;
debbie ; griffin ; wstruble  wags@la.gov;
Renee.Fargason@laspbs.state.fl.us; kristacarman ; Will.Kinzel@mail.house.gov;
mary.mayhew@maine.gov; brandi white@mcconnell.senate.gov; Lanier Swann@mcconnell.senate.gov;
blackwellr2@michigan.gov; chadderdona@michigan.gov; mcbrideb@michigan.gov; muchmored@michigan.gov;
tomichz@michigan.gov; Lauren.Hill@nebraska.gov; brian ; ryan
nguillemard  sarah.echols  Mike Schrimpf; ts  Bkanzeg
aparis@state.pa.us; jbranstett@state.pa.us; jmcallahan@state.pa.us; ktartaglia@state.pa.us;
rebmyers@state.pa.us; Jim.Soyer@state.sd.us; MKennicott ; Mark.Cate@tn.gov;
Will.Cromer@tn.gov; Bnutt  RSPENDLOVE@utah.gov; EMainigi ;
bill.kloiber@wisconsin.gov; Carol.Statkus@wyo.gov; katyoder 99  pjpgato ;
Keith.Gilkes@wisconsin.gov; Eric.Schutt@wisconsin.gov; Ryan.Murray@wisconsin.gov

Cc: Marie T. Sanderson; Mike Schrimpf
Subject: RGA Leadership Supports House GOP Budget; Calls for Medicaid Block Grants
Date: Tuesday, April 05, 2011 2:41:44 PM
Attachments: 2011-04-05-Final Medicaid Letter 2.pdf

 
 
 

 
FOR IMMEDIATE RELEASE
 
CONTACT
Mike Schrimpf, 202-662-4147
mschrimpf@rga.org

 
RGA Leadership Supports House GOP Budget; Calls for Medicaid

Block Grants
 

Leaders of the Republican Governors Association sent a letter today to Representative Paul
Ryan, Chairman of the House Budget Committee, supporting his budget proposal and calling
for Medicaid block grants.
 
The letter was signed by RGA Chairman Rick Perry, Vice Chairman Bob McDonnell, Policy
Chairman Haley Barbour and Policy Vice Chairman Chris Christie.
 
A copy of the letter is attached and below:
 
Dear Chairman Ryan:
 
On behalf of Republican Governors, we applaud the bold FY 2012 budget proposal you announced
today. The House Republican budget halts the out of control spending spree of recent years, and
imposes a back to basics, fiscal discipline that voters clearly asked for in last November’s mid-
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term elections. It also gives businesses the certainty they need to create jobs and accelerate the
engines of economic growth.
 
We appreciate the many innovative reforms this budget will demand; the current path forward is
unsustainable. As House Republican leadership redesigns programs to implement this budget,
federal restrictions on Governors’ ability to freely govern must be eliminated. Republican
Governors are ready to assist you. 
 
Medicaid reform is welcome and the Republican Governors overwhelmingly support the creation
of a Medicaid block grant program. This well established approach will give states the freedom to
innovate, share best practices, and create cost-effective ways to deliver quality health care to our
most vulnerable populations.  We appreciate this effort because The Patient Protection and
Affordable Care Act (PPACA) does not provide the flexibility states need for the challenges of
today or tomorrow. Medicaid remains an antiquated, federal maze of regulations and mandates
focused on process instead of quality health care. It requires months and sometimes years of
negotiations for even modest changes, “perhaps” resulting in a positive outcome at the end of the
process. This practice must stop if Governors are to contain costs and provide a safety net for our
citizens; we know their needs far better than the federal government. We cannot do the jobs we
were elected to do while continuing to be hampered by a federal program that stifles innovation
and handcuffs state flexibility.
 
Chairman Ryan, your Medicaid proposals are far superior to those envisioned in the PPACA. As
you know, Republican Governors have urged the President to support an expedited review of the
court cases associated with the new law; its federal command and control approach does not
address the health care needs of the 21st century.
 
We commend your leadership during these challenging economic times. We are thankful for the
opportunity to work with you and the entire House leadership to ensure that Governors are leading
the necessary government reforms you seek.
 
Sincerely,
 
 
 
Governor Rick Perry
 
Texas
 
Governor Robert F. McDonnell
 
Virginia
 
 
Governor Haley Barbour
 
Mississippi
 
 
Governor Chris Christie
 
New Jersey
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From: Mike Schrimpf
To: Katie Altshuler; Alex Weintz
Cc: Jon Thompson
Subject: RE: Tomorrow"s health care release
Date: Wednesday, March 28, 2012 11:04:38 AM

No problem. Thanks.
 

From: Katie Altshuler [mailto:Katie.Altshuler@gov.ok.gov] 
Sent: Wednesday, March 28, 2012 12:03 PM
To: Alex Weintz; Mike Schrimpf
Cc: Jon Thompson
Subject: RE: Tomorrow's health care release
 
I apologize we had never seen the document and did not understand what was being asked for. Will
get you something asap…
 
Katie Altshuler, Policy Director
Office of Governor Mary Fallin
2300 North Lincoln Boulevard, Suite 212
Oklahoma City, Oklahoma 73105
405.521.2342
katie.altshuler@gov.ok.gov

 
Oklahoma business owners and executives:  share your input on how we can further strengthen
Oklahoma's business climate by completing the survey at www.FallinforBusiness.com
 

From: Alex Weintz 
Sent: Wednesday, March 28, 2012 11:02 AM
To: Mike Schrimpf
Cc: Jon Thompson; Katie Altshuler
Subject: RE: Tomorrow's health care release
 
Thanks. yes, Katie is working on it. sorry for the confusion
 

From: Mike Schrimpf [mailto:mschrimpf@RGA.ORG] 
Sent: Wednesday, March 28, 2012 11:00 AM
To: Mike Schrimpf; Alex Weintz
Cc: Jon Thompson; Katie Altshuler
Subject: RE: Tomorrow's health care release
 
P.S. Katie is our contact, so looks like she’s already fully looped in.
 

From: Mike Schrimpf 
Sent: Wednesday, March 28, 2012 11:58 AM
To: 'Alex Weintz'
Cc: Jon Thompson; Katie Altshuler
Subject: RE: Tomorrow's health care release
 
Our policy folks had been working with someone in your policy shop on this. I’ll find out who.
 
It’s my understanding that it’s difficult for you to compile the data because of the way things are
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administered there, but that you will be sending us something shortly.
 

From: Alex Weintz [mailto:Alex.Weintz@gov.ok.gov] 
Sent: Wednesday, March 28, 2012 11:56 AM
To: Mike Schrimpf
Cc: Jon Thompson; Katie Altshuler
Subject: RE: Tomorrow's health care release
 
Hey guys – were you waiting on me to send OK stats or did you contact someone else in our office or
in state government?
 

From: Mike Schrimpf [mailto:mschrimpf@RGA.ORG] 
Sent: Tuesday, March 27, 2012 12:19 PM
To: Mike Schrimpf
Cc: Jon Thompson
Subject: Tomorrow's health care release
 
Good afternoon –
 
I wanted to share with you a draft release that the RGA will send out tomorrow, when the Supreme
Court focuses on the Medicaid portions of the health care law. The draft below is still missing a
number of states’ stats, but we expect most every state to send us their numbers by COB today.
 
Please let me know if you have any questions or concerns.
 
Mike Schrimpf
Communications Director
Republican Governors Association
1747 Pennsylvania Avenue, NW
Washington, DC 20006
(o) 202-662-4147 (c) 
 
 

DRAFT
 

 
FOR IMMEDIATE RELEASE
 
CONTACT
Mike Schrimpf, 202-662-4147
mschrimpf@rga.org

 
GOP Governors Detail the Cost of Obamacare on the States

 
As the Supreme Court today hears arguments about the impact upon the states of expanding
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Medicaid, the Republican Governors Association released information from X states highlighting the
costs of expanding Medicaid and implementing the health care law.
 
“President Obama’s federal health care takeover was enacted by Democrats in Congress over the
objection of governors and with little regard for the costs to the states,” said RGA Chairman Bob
McDonnell. “The federal health care law shifts billions of dollars in unfunded, long-term costs to
state governments while restricting the ability of governors to craft Medicaid solutions for the
citizens of their states. This one-size-fits-all approach is yet another reason why the health care law
needs to be replaced, and Republican governors have offered a blueprint for true reform. The
current law is simply unaffordable, unsustainable and unworkable.”
 
Costs to the States:
 

Alabama
 
The implementation of Obamacare will increase the costs of state government immediately and
in the near future.
 
The overall Medicaid budget alone is expected to increase from $6.3 Billion in 2012 to $13.2
Billion at the beginning of the 2020 fiscal year.
 
Medicaid Expansion Details

·         By 2014, Alabama expects to add up to 534,000 new enrollees to Medicaid. This
is due to mandated eligibility to anyone under age 65 who has an income of less
than 133% of the federal poverty level.
 

·         Alabama is also required to provide subsidies to adults earning between 134% and
400% and children with incomes between 301% and 400%. This expansion would
increase Medicaid eligibility from the current 21% of the state’s population to
about 40% of the population.
 

·         Nearly 1,000 new primary care physicians will be needed to care for this new
population.
 

·         This cost of services for the new eligibles would initially be borne by the federal
government, but that support would fade to 90% of the cost by 2020.
 

·         HCR legislation does not provide any additional funds to the state to certify enroll
and manage the new recipients.
 

·         Administrative costs alone will require an estimated $389 million in state funds.
Eligibility system changes will be required to add new enrollees, to differentiate
between those eligible under new vs. previous rules (each with different matching
rates) and to allow information to flow back and forth between subsidy plans and
Medicaid.

 
Alaska

 
Alaska continues to be hampered in its efforts to manage the costs of its Medicaid program and
continues to see Medicaid population increases.  For the first time in recent history the Budget
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of the Department of Health and Social Services (Medicaid Authority) has surpassed that of the
Department of Education and is projected to continue to grow ahead of inflation.
 
For FY2013 it is projected that Alaska will need an additional $45 million in state general funds
to cope with program growth and another $129 million in state general funds to offset the loss
of enhanced federal Medicaid funding.  Alaska continues to be faced with substantial growth in
Medicaid caseloads and utilization and forecasts an over 20 percent increase in Medicaid state
general fund expenditures.
 
The State of Alaska continues to narrow projections on estimating the total cost of the ACA over
the long term. However, a June 2010 preliminary analysis of the Medicaid impacts reflects that
cumulative state general fund spending will increase by $100M million, through 2020. While
direct care spending in the early years is offset by increased federal match rates, spending in
later years paints an even more concerning picture for Alaska's future and the ever increasing
impact of Medicaid expansion on the State budget while oil throughput continues to decline.
 
Arizona, Gov Brewer
Pending
 
Florida, Gov Scott
Pending
 

Georgia
 

The projected impact of the Medicaid expansion in Georgia is significant.  In January 2014, an
estimated 650,000 additional members will be added to our state Medicaid and CHIP programs. 
This federally mandated expansion will increase state spending by at least $2.4 billion between
FY2010-FY2020 alone. That said, the cost could soar substantially higher because there are more
federal regulations to come and initial spending could spike because of the pent-up demand of
new members. The Georgia Department of Community Health is continually reassessing the
impact of the Medicaid expansion mandate.
 

Idaho
 

Idaho estimates between 150,000 and 200,000 new eligibles could be added to the Medicaid
caseload when new expansion rules are implemented which could mean an 40-percent increase
in participation compared to Idaho’s current caseloads.  The overall Medicaid benefit cost
attributed to PPACA Medicaid provisions in the State of Idaho is conservatively estimated to be
$228 million in State funds by 2020.  In preparation for the PPACA 2014 changes, Medicaid
system readiness is estimated to cost $34.8 million, of which Idaho’s share will be $3.48 million.
 
Idaho is purposely holding off on changes related to the Medicaid expansion requirement
because of the uncertainty surrounding the Supreme Court’s decision, 2012 elections and State
legislative decisions which could drastically impact how Medicaid expansion is implemented and
designed.  The State anticipates the cost to meet the new Medicaid expansion requirement will
be approximately $9 million.  That does not include the cost of operational and personnel needs
related to the expansion. 
 
In addition, the limited nature of the federal timelines and lack of final rules has forced Idaho to
design a phased approach to accommodate the uncertainty surrounding Medicaid.  Idaho is
working on modernization, expansion and connection phases – all of which depend on the
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Supreme Court decision and 2012 elections. 
 
Indiana, Gov Daniels
Pending
 

Iowa
 

As recently as eight years ago, Iowa spent less than $2.5 billion in total Medicaid expenditures.
Total Medicaid spending in Iowa now approaches $4 billion and accounts for more than 15% of
Iowa General Fund expenditures.
 
When we entered office in January 2011, we were faced with replacing $540 million in one-time
money that was used to fund the on-going Medicaid entitlement. Medicaid remains a complex
funding source for health care that we manage very carefully. 
 
It is anticipated that the federal takeover of health care under the Affordable Care Act will
increase Medicaid enrollment by at least 150,000 people in Iowa. In 2014, the first year of
implementation, our Medicaid population will grow from 400,000 to more than 550,000 covered
lives in a state where our population is just over 3 million people. The total cost of this
expansion is estimated to be between $180 to $818 million (with mid-point estimate of $255
million) in the first year, with the state picking up an increasing share of this cost over time. The
uncertainty surrounding the wide range of potential costs is alone cause for concern.
 
Despite the federally mandated expansion of the Medicaid program, Iowa and other states will
have less flexibility than ever before to effectively and efficiently manage this entitlement that is
vital for so many of our vulnerable citizens. Federal maintenance of effort (MOE) requirements
continue to tie the hands of state policymakers, forcing a continual squeeze on health care
providers and diverting benefits from those who need them most. 

 
Kansas

 
Without flexibility to reform Medicaid to improve outcomes and reduce costs, Kansas will
continue to see increases in Medicaid spending. Kansas’ Medicaid budget has ballooned from
$2.4 billion in 2008, at the onset of federally mandated maintenance of effort (MOE)
requirements, to what will reach nearly $3 billion in 2013 without reforms. In the same period,
enrollment will have increased from 293,000 to almost 400,000 -- all before the mandated
PPACA expansion. 
 
An example of the rigidity of the MOE requirements in the ARRA, and extended by PPACA, is the
federal response to the Kansas Legislature's move in 2010 to adjust family premiums in the CHIP
program by $40 a month. CMS did not approve it, citing MOE. Instead, HHS offered an option to
raise premiums that would have amounted to about 50 cents per month on a typical premium. 
 
Kansas has proposed to acquire the flexibility it needs to remake Medicaid in a two-track
Section 1115 demonstration project. The first track will address authorities needed to
implement KanCare, an integrated, person-centered care coordination model that will
incorporate nearly all Medicaid and CHIP populations and services, including long term services
and supports. The second track proposes a global waiver, more specifically an outcomes-based
Medicaid and CHIP program under a per capita block grant, fundamentally redefining the
federal-state relationship in Medicaid and providing a model for reform that honors the
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program's statutory goal of improving the health of Americans in the greatest need.
 

Louisiana
 

Pending
 

Maine
 

Maine’s Medicaid program has experienced an increase in enrollment from 314,000 in June 2009
to 336,000 in June, 2010, and total spending in Maine’s Medicaid program has increased by over
one billion dollars since 2002. Over the last several years, Medicaid rates for healthcare providers
have also been repeatedly cut to address the ongoing financial shortfalls in Medicaid as a result of
increasing enrollment and utilization. As a result of these reductions, some Maine physicians
have closed their practices to Medicaid patients significantly reducing access to primary care
services for Medicaid beneficiaries. All of the above challenges will be exacerbated by ACA. As
Maine struggles to confront a shortfall of more than $800 million in the next biennial budget and
the requirement to adopt a balanced budget, it is imperative that the Governor and the Legislature
have the necessary flexibility to comprehensively manage the Medicaid program and to make
necessary changes to effectively reduce total spending in the program.
 
Michigan, Gov Snyder
Will not be responding or providing any information
 

Mississippi
 

The overall cost to implement PPACA in Mississippi is estimated to be $1.7 billion over the next
ten years, including an additional $443 million in year ten.
 

Nebraska
 
In addition, based upon preliminary professional consultant projections, the State of Nebraska
estimates that it will cost anywhere from $61.4 million to $86.9 million to build a Health
Insurance Exchange in Nebraska. Due to the changing nature of the health insurance exchange
project and the instability of the federal government’s promulgation of final rules and
regulations, the State projects that a state exchange annual operating budget would be $17.5
million per year starting in 2016.
 
Nevada, Gov Sandoval
Pending
 
New Jersey, Gov Christie
Pending
 

New Mexico
 

With the implementation of Obamacare, New Mexico is poised to add an additional 130,000 –
175,000 individuals to the Medicaid program with an additional cost of $300 million - $600
million between 2014 and 2019.
 
North Dakota, Gov Dalrymple
 
Ohio, Gov Kasich
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Pending
 
Oklahoma, Gov Fallin
Pending
 
Pennsylvania, Gov Corbett
Pending
 

South Carolina
 

Medicaid enrollment will increase by 54% or 510,000 individuals in 2015 as a result of the
Affordable Care Act.  176,000 of these persons will drop private insurance to go on Medicaid.
The additional costs to state taxpayers between State Fiscal Year 2014 and State Fiscal Year 2020
ranges from $1.15 billion to $2.5 billion dollars depending on assumptions of participation rate
and increases in physician fees resulting from physician shortages created by the new law.
 

South Dakota
 

Paragraph information has not changed
 

Tennessee
 

Tennessee's Medicaid program is continuing to experience budgetary challenges in the coming
fiscal year, as state revenues continue their slow climb back to pre-recession levels.
Unfortunately, the MOE requirements limit the flexibility needed to make important changes to
the program as we deal with such issues. For instance, TennCare could save $16 million alone
just by modifying nursing facility level of care requirements that would bring Tennessee in line
with the criteria of other states and rebalance its long-term care system in order to serve more
people with lesser levels of need in more cost-effective home and community-based settings
while targeting the more expensive long-term care services to persons with higher acuity of
need. However, we have yet to receive approval to make such a change.
 
At a time when Tennessee is already facing budget difficulties and the ACA is expected to cost
the state in excess of $1.5 billion over five years, we must have the flexibility necessary to make
common sense adjustments to the program.
 

Texas
 

Medicaid is consistently one of the biggest expenses all states face. It accounts for a quarter of
the state budget in Texas. The Affordable Care Act expands Medicaid without reforming the
program.
 
ACA will increase Medicaid enrollment in Texas by nearly 2 million people and cost the state $27
billion over 10 years.

States have received little federal guidance on key ACA provisions, including the primary care
rate increases which is required starting in 2013.  Additionally, guidance is needed on Medicaid
Benchmark Benefits, eligibility changes, FMAP methodology and numerous other provisions.

Lack of timely guidance makes it impossible for states to effectively plan for the mushrooming
Medicaid caseloads that the law will create. HHSC needs final, detailed guidance from the
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federal government to determine the full impact of certain ACA provisions on the Texas
Medicaid and CHIP programs, and to make federally-required
changes.

ACA does not recognize states’ unique needs and prevents each state from tailoring its Medicaid
and CHIP programs in accordance with the intent of its elected and appointed representatives.
 
Utah, Gov Herbert
Pending
 

Virginia
 

The Commonwealth of Virginia has estimated the Medicaid cost of federal health reform to the
State to be between $1.5 and $2.2 billion through 2022.  These estimates have not been
updated since August 2010, but because of the length of the recession and the current pace of
economic growth, along with other developments in our understanding of the full impact of
PPACA, the higher end of the cost range seems more realistic.  For example, in a study
completed for Medicaid Health Plans of America, Milliman, Inc. has estimated that the PPACA-
mandated tax on health insurance companies, which did not exclude Medicaid health plans, will
cost Virginia, a heavily managed Medicaid state, approximately $430 - $500 million through
2023; this was not included in Virginia’s 2010 estimates of the PPACA cost, meaning this $430 -
$500 million would be in addition to the $1.5 to $2.2 billion already estimated. Virginia is in the
process of re-estimating impacts in preparation for the 2012 Medicaid forecast due in the fall of
2012.  At that time, the estimates should better reflect the current economic environment in
Virginia, and reflect a better understanding of the PPACA impact based on subsequent analysis
and federal guidance that was not available for the 2010 estimates.”
 
Wisconsin, Gov Walker
Pending
 

Wyoming
 

The costs of maintaining our Medicaid program are fast becoming a serious threat to our state
general funds. The 2013-2014 biennial budget for Medicaid in Wyoming includes $560 million in
state general fund dollars. This is just the cost to provide care to the current population of
approximately 76,000 enrollees. A study of Wyoming impacts from PPACA conducted by The
Lewin Group in 2010 estimates an additional 31,000 enrollees due to the Medicaid expansion in
2014 – an increase of over 40%. It is difficult to estimate what the fiscal impact of this huge
bolus of new enrollees will be. The State legislature commissioned a Medicaid Cost Study in
2011 and we expect findings in mid-2012.  We do know, however, that the cost of implementing
a new eligibility and enrollment system for Medicaid will cost over $3.5 million in state general
funds after the 90/10 federal match.
 
The larger and more detrimental impact of the implementation of PPACA is likely to be to our
private health insurance markets.  An actuarial study of our small group and individual markets
conducted by Gorman Actuarial, LLC in 2011 indicates that we can expect premiums to go up an
average of 30% to 40% in the individual market due solely to new insurance regulations
effective in 2014. When you add the projected impact of higher morbidity of new entrants into
the market and essential benefit mandates, we can expect overall 40% to 60% increases in
premiums in the individual market.
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Given that Wyoming already has a higher percentage of small employers that self-insure than
other states, it’s not unreasonable to expect a number of small employers to stop providing
insured coverage and either move their employees to the individual market or to self-insure to
avoid regulation. During recent town hall meetings, a number of small employers indicated that
it would be cheaper for them to pay the PPACA penalties for not providing coverage than it will
be to continue to provide coverage. The Lewin Group estimates a net loss of over 8,000 covered
lives in the employer sponsored insurance market.
 
With all the changes in PPACA, Gorman Actuarial estimates over 41,000 people in Wyoming will
remain uninsured by 2016. This represents about half of the 83,000 people currently uninsured
in our state.
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From: Alex Weintz
To: Mike Schrimpf
Cc: Jon Thompson; Katie Altshuler
Subject: RE: Tomorrow"s health care release
Date: Wednesday, March 28, 2012 11:02:05 AM

Thanks. yes, Katie is working on it. sorry for the confusion
 

From: Mike Schrimpf [mailto:mschrimpf@RGA.ORG] 
Sent: Wednesday, March 28, 2012 11:00 AM
To: Mike Schrimpf; Alex Weintz
Cc: Jon Thompson; Katie Altshuler
Subject: RE: Tomorrow's health care release
 
P.S. Katie is our contact, so looks like she’s already fully looped in.
 

From: Mike Schrimpf 
Sent: Wednesday, March 28, 2012 11:58 AM
To: 'Alex Weintz'
Cc: Jon Thompson; Katie Altshuler
Subject: RE: Tomorrow's health care release
 
Our policy folks had been working with someone in your policy shop on this. I’ll find out who.
 
It’s my understanding that it’s difficult for you to compile the data because of the way things are
administered there, but that you will be sending us something shortly.
 

From: Alex Weintz [mailto:Alex.Weintz@gov.ok.gov] 
Sent: Wednesday, March 28, 2012 11:56 AM
To: Mike Schrimpf
Cc: Jon Thompson; Katie Altshuler
Subject: RE: Tomorrow's health care release
 
Hey guys – were you waiting on me to send OK stats or did you contact someone else in our office or
in state government?
 

From: Mike Schrimpf [mailto:mschrimpf@RGA.ORG] 
Sent: Tuesday, March 27, 2012 12:19 PM
To: Mike Schrimpf
Cc: Jon Thompson
Subject: Tomorrow's health care release
 
Good afternoon –
 
I wanted to share with you a draft release that the RGA will send out tomorrow, when the Supreme
Court focuses on the Medicaid portions of the health care law. The draft below is still missing a
number of states’ stats, but we expect most every state to send us their numbers by COB today.
 
Please let me know if you have any questions or concerns.
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Mike Schrimpf
Communications Director
Republican Governors Association
1747 Pennsylvania Avenue, NW
Washington, DC 20006
(o) 202-662-4147 (c) 
 
 

DRAFT
 

 
FOR IMMEDIATE RELEASE
 
CONTACT
Mike Schrimpf, 202-662-4147
mschrimpf@rga.org

 
GOP Governors Detail the Cost of Obamacare on the States

 
As the Supreme Court today hears arguments about the impact upon the states of expanding
Medicaid, the Republican Governors Association released information from X states highlighting the
costs of expanding Medicaid and implementing the health care law.
 
“President Obama’s federal health care takeover was enacted by Democrats in Congress over the
objection of governors and with little regard for the costs to the states,” said RGA Chairman Bob
McDonnell. “The federal health care law shifts billions of dollars in unfunded, long-term costs to
state governments while restricting the ability of governors to craft Medicaid solutions for the
citizens of their states. This one-size-fits-all approach is yet another reason why the health care law
needs to be replaced, and Republican governors have offered a blueprint for true reform. The
current law is simply unaffordable, unsustainable and unworkable.”
 
Costs to the States:
 

Alabama
 
The implementation of Obamacare will increase the costs of state government immediately and
in the near future.
 
The overall Medicaid budget alone is expected to increase from $6.3 Billion in 2012 to $13.2
Billion at the beginning of the 2020 fiscal year.
 
Medicaid Expansion Details

·         By 2014, Alabama expects to add up to 534,000 new enrollees to Medicaid. This
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is due to mandated eligibility to anyone under age 65 who has an income of less
than 133% of the federal poverty level.
 

·         Alabama is also required to provide subsidies to adults earning between 134% and
400% and children with incomes between 301% and 400%. This expansion would
increase Medicaid eligibility from the current 21% of the state’s population to
about 40% of the population.
 

·         Nearly 1,000 new primary care physicians will be needed to care for this new
population.
 

·         This cost of services for the new eligibles would initially be borne by the federal
government, but that support would fade to 90% of the cost by 2020.
 

·         HCR legislation does not provide any additional funds to the state to certify enroll
and manage the new recipients.
 

·         Administrative costs alone will require an estimated $389 million in state funds.
Eligibility system changes will be required to add new enrollees, to differentiate
between those eligible under new vs. previous rules (each with different matching
rates) and to allow information to flow back and forth between subsidy plans and
Medicaid.

 
Alaska

 
Alaska continues to be hampered in its efforts to manage the costs of its Medicaid program and
continues to see Medicaid population increases.  For the first time in recent history the Budget
of the Department of Health and Social Services (Medicaid Authority) has surpassed that of the
Department of Education and is projected to continue to grow ahead of inflation.
 
For FY2013 it is projected that Alaska will need an additional $45 million in state general funds
to cope with program growth and another $129 million in state general funds to offset the loss
of enhanced federal Medicaid funding.  Alaska continues to be faced with substantial growth in
Medicaid caseloads and utilization and forecasts an over 20 percent increase in Medicaid state
general fund expenditures.
 
The State of Alaska continues to narrow projections on estimating the total cost of the ACA over
the long term. However, a June 2010 preliminary analysis of the Medicaid impacts reflects that
cumulative state general fund spending will increase by $100M million, through 2020. While
direct care spending in the early years is offset by increased federal match rates, spending in
later years paints an even more concerning picture for Alaska's future and the ever increasing
impact of Medicaid expansion on the State budget while oil throughput continues to decline.
 
Arizona, Gov Brewer
Pending
 
Florida, Gov Scott
Pending
 

Georgia
 

The projected impact of the Medicaid expansion in Georgia is significant.  In January 2014, an
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estimated 650,000 additional members will be added to our state Medicaid and CHIP programs. 
This federally mandated expansion will increase state spending by at least $2.4 billion between
FY2010-FY2020 alone. That said, the cost could soar substantially higher because there are more
federal regulations to come and initial spending could spike because of the pent-up demand of
new members. The Georgia Department of Community Health is continually reassessing the
impact of the Medicaid expansion mandate.
 

Idaho
 

Idaho estimates between 150,000 and 200,000 new eligibles could be added to the Medicaid
caseload when new expansion rules are implemented which could mean an 40-percent increase
in participation compared to Idaho’s current caseloads.  The overall Medicaid benefit cost
attributed to PPACA Medicaid provisions in the State of Idaho is conservatively estimated to be
$228 million in State funds by 2020.  In preparation for the PPACA 2014 changes, Medicaid
system readiness is estimated to cost $34.8 million, of which Idaho’s share will be $3.48 million.
 
Idaho is purposely holding off on changes related to the Medicaid expansion requirement
because of the uncertainty surrounding the Supreme Court’s decision, 2012 elections and State
legislative decisions which could drastically impact how Medicaid expansion is implemented and
designed.  The State anticipates the cost to meet the new Medicaid expansion requirement will
be approximately $9 million.  That does not include the cost of operational and personnel needs
related to the expansion. 
 
In addition, the limited nature of the federal timelines and lack of final rules has forced Idaho to
design a phased approach to accommodate the uncertainty surrounding Medicaid.  Idaho is
working on modernization, expansion and connection phases – all of which depend on the
Supreme Court decision and 2012 elections. 
 
Indiana, Gov Daniels
Pending
 

Iowa
 

As recently as eight years ago, Iowa spent less than $2.5 billion in total Medicaid expenditures.
Total Medicaid spending in Iowa now approaches $4 billion and accounts for more than 15% of
Iowa General Fund expenditures.
 
When we entered office in January 2011, we were faced with replacing $540 million in one-time
money that was used to fund the on-going Medicaid entitlement. Medicaid remains a complex
funding source for health care that we manage very carefully. 
 
It is anticipated that the federal takeover of health care under the Affordable Care Act will
increase Medicaid enrollment by at least 150,000 people in Iowa. In 2014, the first year of
implementation, our Medicaid population will grow from 400,000 to more than 550,000 covered
lives in a state where our population is just over 3 million people. The total cost of this
expansion is estimated to be between $180 to $818 million (with mid-point estimate of $255
million) in the first year, with the state picking up an increasing share of this cost over time. The
uncertainty surrounding the wide range of potential costs is alone cause for concern.
 
Despite the federally mandated expansion of the Medicaid program, Iowa and other states will
have less flexibility than ever before to effectively and efficiently manage this entitlement that is
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vital for so many of our vulnerable citizens. Federal maintenance of effort (MOE) requirements
continue to tie the hands of state policymakers, forcing a continual squeeze on health care
providers and diverting benefits from those who need them most. 

 
Kansas

 
Without flexibility to reform Medicaid to improve outcomes and reduce costs, Kansas will
continue to see increases in Medicaid spending. Kansas’ Medicaid budget has ballooned from
$2.4 billion in 2008, at the onset of federally mandated maintenance of effort (MOE)
requirements, to what will reach nearly $3 billion in 2013 without reforms. In the same period,
enrollment will have increased from 293,000 to almost 400,000 -- all before the mandated
PPACA expansion. 
 
An example of the rigidity of the MOE requirements in the ARRA, and extended by PPACA, is the
federal response to the Kansas Legislature's move in 2010 to adjust family premiums in the CHIP
program by $40 a month. CMS did not approve it, citing MOE. Instead, HHS offered an option to
raise premiums that would have amounted to about 50 cents per month on a typical premium. 
 
Kansas has proposed to acquire the flexibility it needs to remake Medicaid in a two-track
Section 1115 demonstration project. The first track will address authorities needed to
implement KanCare, an integrated, person-centered care coordination model that will
incorporate nearly all Medicaid and CHIP populations and services, including long term services
and supports. The second track proposes a global waiver, more specifically an outcomes-based
Medicaid and CHIP program under a per capita block grant, fundamentally redefining the
federal-state relationship in Medicaid and providing a model for reform that honors the
program's statutory goal of improving the health of Americans in the greatest need.
 

Louisiana
 

Pending
 

Maine
 

Maine’s Medicaid program has experienced an increase in enrollment from 314,000 in June 2009
to 336,000 in June, 2010, and total spending in Maine’s Medicaid program has increased by over
one billion dollars since 2002. Over the last several years, Medicaid rates for healthcare providers
have also been repeatedly cut to address the ongoing financial shortfalls in Medicaid as a result of
increasing enrollment and utilization. As a result of these reductions, some Maine physicians
have closed their practices to Medicaid patients significantly reducing access to primary care
services for Medicaid beneficiaries. All of the above challenges will be exacerbated by ACA. As
Maine struggles to confront a shortfall of more than $800 million in the next biennial budget and
the requirement to adopt a balanced budget, it is imperative that the Governor and the Legislature
have the necessary flexibility to comprehensively manage the Medicaid program and to make
necessary changes to effectively reduce total spending in the program.
 
Michigan, Gov Snyder
Will not be responding or providing any information
 

Mississippi
 

The overall cost to implement PPACA in Mississippi is estimated to be $1.7 billion over the next
ten years, including an additional $443 million in year ten.
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Nebraska

 
In addition, based upon preliminary professional consultant projections, the State of Nebraska
estimates that it will cost anywhere from $61.4 million to $86.9 million to build a Health
Insurance Exchange in Nebraska. Due to the changing nature of the health insurance exchange
project and the instability of the federal government’s promulgation of final rules and
regulations, the State projects that a state exchange annual operating budget would be $17.5
million per year starting in 2016.
 
Nevada, Gov Sandoval
Pending
 
New Jersey, Gov Christie
Pending
 

New Mexico
 

With the implementation of Obamacare, New Mexico is poised to add an additional 130,000 –
175,000 individuals to the Medicaid program with an additional cost of $300 million - $600
million between 2014 and 2019.
 
North Dakota, Gov Dalrymple
 
Ohio, Gov Kasich
Pending
 
Oklahoma, Gov Fallin
Pending
 
Pennsylvania, Gov Corbett
Pending
 

South Carolina
 

Medicaid enrollment will increase by 54% or 510,000 individuals in 2015 as a result of the
Affordable Care Act.  176,000 of these persons will drop private insurance to go on Medicaid.
The additional costs to state taxpayers between State Fiscal Year 2014 and State Fiscal Year 2020
ranges from $1.15 billion to $2.5 billion dollars depending on assumptions of participation rate
and increases in physician fees resulting from physician shortages created by the new law.
 

South Dakota
 

Paragraph information has not changed
 

Tennessee
 

Tennessee's Medicaid program is continuing to experience budgetary challenges in the coming
fiscal year, as state revenues continue their slow climb back to pre-recession levels.
Unfortunately, the MOE requirements limit the flexibility needed to make important changes to
the program as we deal with such issues. For instance, TennCare could save $16 million alone
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just by modifying nursing facility level of care requirements that would bring Tennessee in line
with the criteria of other states and rebalance its long-term care system in order to serve more
people with lesser levels of need in more cost-effective home and community-based settings
while targeting the more expensive long-term care services to persons with higher acuity of
need. However, we have yet to receive approval to make such a change.
 
At a time when Tennessee is already facing budget difficulties and the ACA is expected to cost
the state in excess of $1.5 billion over five years, we must have the flexibility necessary to make
common sense adjustments to the program.
 

Texas
 

Medicaid is consistently one of the biggest expenses all states face. It accounts for a quarter of
the state budget in Texas. The Affordable Care Act expands Medicaid without reforming the
program.
 
ACA will increase Medicaid enrollment in Texas by nearly 2 million people and cost the state $27
billion over 10 years.

States have received little federal guidance on key ACA provisions, including the primary care
rate increases which is required starting in 2013.  Additionally, guidance is needed on Medicaid
Benchmark Benefits, eligibility changes, FMAP methodology and numerous other provisions.

Lack of timely guidance makes it impossible for states to effectively plan for the mushrooming
Medicaid caseloads that the law will create. HHSC needs final, detailed guidance from the
federal government to determine the full impact of certain ACA provisions on the Texas
Medicaid and CHIP programs, and to make federally-required
changes.

ACA does not recognize states’ unique needs and prevents each state from tailoring its Medicaid
and CHIP programs in accordance with the intent of its elected and appointed representatives.
 
Utah, Gov Herbert
Pending
 

Virginia
 

The Commonwealth of Virginia has estimated the Medicaid cost of federal health reform to the
State to be between $1.5 and $2.2 billion through 2022.  These estimates have not been
updated since August 2010, but because of the length of the recession and the current pace of
economic growth, along with other developments in our understanding of the full impact of
PPACA, the higher end of the cost range seems more realistic.  For example, in a study
completed for Medicaid Health Plans of America, Milliman, Inc. has estimated that the PPACA-
mandated tax on health insurance companies, which did not exclude Medicaid health plans, will
cost Virginia, a heavily managed Medicaid state, approximately $430 - $500 million through
2023; this was not included in Virginia’s 2010 estimates of the PPACA cost, meaning this $430 -
$500 million would be in addition to the $1.5 to $2.2 billion already estimated. Virginia is in the
process of re-estimating impacts in preparation for the 2012 Medicaid forecast due in the fall of
2012.  At that time, the estimates should better reflect the current economic environment in
Virginia, and reflect a better understanding of the PPACA impact based on subsequent analysis
and federal guidance that was not available for the 2010 estimates.”
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Wisconsin, Gov Walker
Pending
 

Wyoming
 

The costs of maintaining our Medicaid program are fast becoming a serious threat to our state
general funds. The 2013-2014 biennial budget for Medicaid in Wyoming includes $560 million in
state general fund dollars. This is just the cost to provide care to the current population of
approximately 76,000 enrollees. A study of Wyoming impacts from PPACA conducted by The
Lewin Group in 2010 estimates an additional 31,000 enrollees due to the Medicaid expansion in
2014 – an increase of over 40%. It is difficult to estimate what the fiscal impact of this huge
bolus of new enrollees will be. The State legislature commissioned a Medicaid Cost Study in
2011 and we expect findings in mid-2012.  We do know, however, that the cost of implementing
a new eligibility and enrollment system for Medicaid will cost over $3.5 million in state general
funds after the 90/10 federal match.
 
The larger and more detrimental impact of the implementation of PPACA is likely to be to our
private health insurance markets.  An actuarial study of our small group and individual markets
conducted by Gorman Actuarial, LLC in 2011 indicates that we can expect premiums to go up an
average of 30% to 40% in the individual market due solely to new insurance regulations
effective in 2014. When you add the projected impact of higher morbidity of new entrants into
the market and essential benefit mandates, we can expect overall 40% to 60% increases in
premiums in the individual market.
 
Given that Wyoming already has a higher percentage of small employers that self-insure than
other states, it’s not unreasonable to expect a number of small employers to stop providing
insured coverage and either move their employees to the individual market or to self-insure to
avoid regulation. During recent town hall meetings, a number of small employers indicated that
it would be cheaper for them to pay the PPACA penalties for not providing coverage than it will
be to continue to provide coverage. The Lewin Group estimates a net loss of over 8,000 covered
lives in the employer sponsored insurance market.
 
With all the changes in PPACA, Gorman Actuarial estimates over 41,000 people in Wyoming will
remain uninsured by 2016. This represents about half of the 83,000 people currently uninsured
in our state.
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From: Mike Schrimpf
To: Mike Schrimpf; Alex Weintz
Cc: Jon Thompson; Katie Altshuler
Subject: RE: Tomorrow"s health care release
Date: Wednesday, March 28, 2012 11:00:20 AM

P.S. Katie is our contact, so looks like she’s already fully looped in.
 

From: Mike Schrimpf 
Sent: Wednesday, March 28, 2012 11:58 AM
To: 'Alex Weintz'
Cc: Jon Thompson; Katie Altshuler
Subject: RE: Tomorrow's health care release
 
Our policy folks had been working with someone in your policy shop on this. I’ll find out who.
 
It’s my understanding that it’s difficult for you to compile the data because of the way things are
administered there, but that you will be sending us something shortly.
 

From: Alex Weintz [mailto:Alex.Weintz@gov.ok.gov] 
Sent: Wednesday, March 28, 2012 11:56 AM
To: Mike Schrimpf
Cc: Jon Thompson; Katie Altshuler
Subject: RE: Tomorrow's health care release
 
Hey guys – were you waiting on me to send OK stats or did you contact someone else in our office or
in state government?
 

From: Mike Schrimpf [mailto:mschrimpf@RGA.ORG] 
Sent: Tuesday, March 27, 2012 12:19 PM
To: Mike Schrimpf
Cc: Jon Thompson
Subject: Tomorrow's health care release
 
Good afternoon –
 
I wanted to share with you a draft release that the RGA will send out tomorrow, when the Supreme
Court focuses on the Medicaid portions of the health care law. The draft below is still missing a
number of states’ stats, but we expect most every state to send us their numbers by COB today.
 
Please let me know if you have any questions or concerns.
 
Mike Schrimpf
Communications Director
Republican Governors Association
1747 Pennsylvania Avenue, NW
Washington, DC 20006
(o) 202-662-4147 (c) 
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DRAFT
 

 
FOR IMMEDIATE RELEASE
 
CONTACT
Mike Schrimpf, 202-662-4147
mschrimpf@rga.org

 
GOP Governors Detail the Cost of Obamacare on the States

 
As the Supreme Court today hears arguments about the impact upon the states of expanding
Medicaid, the Republican Governors Association released information from X states highlighting the
costs of expanding Medicaid and implementing the health care law.
 
“President Obama’s federal health care takeover was enacted by Democrats in Congress over the
objection of governors and with little regard for the costs to the states,” said RGA Chairman Bob
McDonnell. “The federal health care law shifts billions of dollars in unfunded, long-term costs to
state governments while restricting the ability of governors to craft Medicaid solutions for the
citizens of their states. This one-size-fits-all approach is yet another reason why the health care law
needs to be replaced, and Republican governors have offered a blueprint for true reform. The
current law is simply unaffordable, unsustainable and unworkable.”
 
Costs to the States:
 

Alabama
 
The implementation of Obamacare will increase the costs of state government immediately and
in the near future.
 
The overall Medicaid budget alone is expected to increase from $6.3 Billion in 2012 to $13.2
Billion at the beginning of the 2020 fiscal year.
 
Medicaid Expansion Details

·         By 2014, Alabama expects to add up to 534,000 new enrollees to Medicaid. This
is due to mandated eligibility to anyone under age 65 who has an income of less
than 133% of the federal poverty level.
 

·         Alabama is also required to provide subsidies to adults earning between 134% and
400% and children with incomes between 301% and 400%. This expansion would
increase Medicaid eligibility from the current 21% of the state’s population to
about 40% of the population.
 

·         Nearly 1,000 new primary care physicians will be needed to care for this new
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population.
 

·         This cost of services for the new eligibles would initially be borne by the federal
government, but that support would fade to 90% of the cost by 2020.
 

·         HCR legislation does not provide any additional funds to the state to certify enroll
and manage the new recipients.
 

·         Administrative costs alone will require an estimated $389 million in state funds.
Eligibility system changes will be required to add new enrollees, to differentiate
between those eligible under new vs. previous rules (each with different matching
rates) and to allow information to flow back and forth between subsidy plans and
Medicaid.

 
Alaska

 
Alaska continues to be hampered in its efforts to manage the costs of its Medicaid program and
continues to see Medicaid population increases.  For the first time in recent history the Budget
of the Department of Health and Social Services (Medicaid Authority) has surpassed that of the
Department of Education and is projected to continue to grow ahead of inflation.
 
For FY2013 it is projected that Alaska will need an additional $45 million in state general funds
to cope with program growth and another $129 million in state general funds to offset the loss
of enhanced federal Medicaid funding.  Alaska continues to be faced with substantial growth in
Medicaid caseloads and utilization and forecasts an over 20 percent increase in Medicaid state
general fund expenditures.
 
The State of Alaska continues to narrow projections on estimating the total cost of the ACA over
the long term. However, a June 2010 preliminary analysis of the Medicaid impacts reflects that
cumulative state general fund spending will increase by $100M million, through 2020. While
direct care spending in the early years is offset by increased federal match rates, spending in
later years paints an even more concerning picture for Alaska's future and the ever increasing
impact of Medicaid expansion on the State budget while oil throughput continues to decline.
 
Arizona, Gov Brewer
Pending
 
Florida, Gov Scott
Pending
 

Georgia
 

The projected impact of the Medicaid expansion in Georgia is significant.  In January 2014, an
estimated 650,000 additional members will be added to our state Medicaid and CHIP programs. 
This federally mandated expansion will increase state spending by at least $2.4 billion between
FY2010-FY2020 alone. That said, the cost could soar substantially higher because there are more
federal regulations to come and initial spending could spike because of the pent-up demand of
new members. The Georgia Department of Community Health is continually reassessing the
impact of the Medicaid expansion mandate.
 

Idaho
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Idaho estimates between 150,000 and 200,000 new eligibles could be added to the Medicaid
caseload when new expansion rules are implemented which could mean an 40-percent increase
in participation compared to Idaho’s current caseloads.  The overall Medicaid benefit cost
attributed to PPACA Medicaid provisions in the State of Idaho is conservatively estimated to be
$228 million in State funds by 2020.  In preparation for the PPACA 2014 changes, Medicaid
system readiness is estimated to cost $34.8 million, of which Idaho’s share will be $3.48 million.
 
Idaho is purposely holding off on changes related to the Medicaid expansion requirement
because of the uncertainty surrounding the Supreme Court’s decision, 2012 elections and State
legislative decisions which could drastically impact how Medicaid expansion is implemented and
designed.  The State anticipates the cost to meet the new Medicaid expansion requirement will
be approximately $9 million.  That does not include the cost of operational and personnel needs
related to the expansion. 
 
In addition, the limited nature of the federal timelines and lack of final rules has forced Idaho to
design a phased approach to accommodate the uncertainty surrounding Medicaid.  Idaho is
working on modernization, expansion and connection phases – all of which depend on the
Supreme Court decision and 2012 elections. 
 
Indiana, Gov Daniels
Pending
 

Iowa
 

As recently as eight years ago, Iowa spent less than $2.5 billion in total Medicaid expenditures.
Total Medicaid spending in Iowa now approaches $4 billion and accounts for more than 15% of
Iowa General Fund expenditures.
 
When we entered office in January 2011, we were faced with replacing $540 million in one-time
money that was used to fund the on-going Medicaid entitlement. Medicaid remains a complex
funding source for health care that we manage very carefully. 
 
It is anticipated that the federal takeover of health care under the Affordable Care Act will
increase Medicaid enrollment by at least 150,000 people in Iowa. In 2014, the first year of
implementation, our Medicaid population will grow from 400,000 to more than 550,000 covered
lives in a state where our population is just over 3 million people. The total cost of this
expansion is estimated to be between $180 to $818 million (with mid-point estimate of $255
million) in the first year, with the state picking up an increasing share of this cost over time. The
uncertainty surrounding the wide range of potential costs is alone cause for concern.
 
Despite the federally mandated expansion of the Medicaid program, Iowa and other states will
have less flexibility than ever before to effectively and efficiently manage this entitlement that is
vital for so many of our vulnerable citizens. Federal maintenance of effort (MOE) requirements
continue to tie the hands of state policymakers, forcing a continual squeeze on health care
providers and diverting benefits from those who need them most. 

 
Kansas

 
Without flexibility to reform Medicaid to improve outcomes and reduce costs, Kansas will
continue to see increases in Medicaid spending. Kansas’ Medicaid budget has ballooned from
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$2.4 billion in 2008, at the onset of federally mandated maintenance of effort (MOE)
requirements, to what will reach nearly $3 billion in 2013 without reforms. In the same period,
enrollment will have increased from 293,000 to almost 400,000 -- all before the mandated
PPACA expansion. 
 
An example of the rigidity of the MOE requirements in the ARRA, and extended by PPACA, is the
federal response to the Kansas Legislature's move in 2010 to adjust family premiums in the CHIP
program by $40 a month. CMS did not approve it, citing MOE. Instead, HHS offered an option to
raise premiums that would have amounted to about 50 cents per month on a typical premium. 
 
Kansas has proposed to acquire the flexibility it needs to remake Medicaid in a two-track
Section 1115 demonstration project. The first track will address authorities needed to
implement KanCare, an integrated, person-centered care coordination model that will
incorporate nearly all Medicaid and CHIP populations and services, including long term services
and supports. The second track proposes a global waiver, more specifically an outcomes-based
Medicaid and CHIP program under a per capita block grant, fundamentally redefining the
federal-state relationship in Medicaid and providing a model for reform that honors the
program's statutory goal of improving the health of Americans in the greatest need.
 

Louisiana
 

Pending
 

Maine
 

Maine’s Medicaid program has experienced an increase in enrollment from 314,000 in June 2009
to 336,000 in June, 2010, and total spending in Maine’s Medicaid program has increased by over
one billion dollars since 2002. Over the last several years, Medicaid rates for healthcare providers
have also been repeatedly cut to address the ongoing financial shortfalls in Medicaid as a result of
increasing enrollment and utilization. As a result of these reductions, some Maine physicians
have closed their practices to Medicaid patients significantly reducing access to primary care
services for Medicaid beneficiaries. All of the above challenges will be exacerbated by ACA. As
Maine struggles to confront a shortfall of more than $800 million in the next biennial budget and
the requirement to adopt a balanced budget, it is imperative that the Governor and the Legislature
have the necessary flexibility to comprehensively manage the Medicaid program and to make
necessary changes to effectively reduce total spending in the program.
 
Michigan, Gov Snyder
Will not be responding or providing any information
 

Mississippi
 

The overall cost to implement PPACA in Mississippi is estimated to be $1.7 billion over the next
ten years, including an additional $443 million in year ten.
 

Nebraska
 
In addition, based upon preliminary professional consultant projections, the State of Nebraska
estimates that it will cost anywhere from $61.4 million to $86.9 million to build a Health
Insurance Exchange in Nebraska. Due to the changing nature of the health insurance exchange
project and the instability of the federal government’s promulgation of final rules and
regulations, the State projects that a state exchange annual operating budget would be $17.5
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million per year starting in 2016.
 
Nevada, Gov Sandoval
Pending
 
New Jersey, Gov Christie
Pending
 

New Mexico
 

With the implementation of Obamacare, New Mexico is poised to add an additional 130,000 –
175,000 individuals to the Medicaid program with an additional cost of $300 million - $600
million between 2014 and 2019.
 
North Dakota, Gov Dalrymple
 
Ohio, Gov Kasich
Pending
 
Oklahoma, Gov Fallin
Pending
 
Pennsylvania, Gov Corbett
Pending
 

South Carolina
 

Medicaid enrollment will increase by 54% or 510,000 individuals in 2015 as a result of the
Affordable Care Act.  176,000 of these persons will drop private insurance to go on Medicaid.
The additional costs to state taxpayers between State Fiscal Year 2014 and State Fiscal Year 2020
ranges from $1.15 billion to $2.5 billion dollars depending on assumptions of participation rate
and increases in physician fees resulting from physician shortages created by the new law.
 

South Dakota
 

Paragraph information has not changed
 

Tennessee
 

Tennessee's Medicaid program is continuing to experience budgetary challenges in the coming
fiscal year, as state revenues continue their slow climb back to pre-recession levels.
Unfortunately, the MOE requirements limit the flexibility needed to make important changes to
the program as we deal with such issues. For instance, TennCare could save $16 million alone
just by modifying nursing facility level of care requirements that would bring Tennessee in line
with the criteria of other states and rebalance its long-term care system in order to serve more
people with lesser levels of need in more cost-effective home and community-based settings
while targeting the more expensive long-term care services to persons with higher acuity of
need. However, we have yet to receive approval to make such a change.
 
At a time when Tennessee is already facing budget difficulties and the ACA is expected to cost
the state in excess of $1.5 billion over five years, we must have the flexibility necessary to make

3335



common sense adjustments to the program.
 

Texas
 

Medicaid is consistently one of the biggest expenses all states face. It accounts for a quarter of
the state budget in Texas. The Affordable Care Act expands Medicaid without reforming the
program.
 
ACA will increase Medicaid enrollment in Texas by nearly 2 million people and cost the state $27
billion over 10 years.

States have received little federal guidance on key ACA provisions, including the primary care
rate increases which is required starting in 2013.  Additionally, guidance is needed on Medicaid
Benchmark Benefits, eligibility changes, FMAP methodology and numerous other provisions.

Lack of timely guidance makes it impossible for states to effectively plan for the mushrooming
Medicaid caseloads that the law will create. HHSC needs final, detailed guidance from the
federal government to determine the full impact of certain ACA provisions on the Texas
Medicaid and CHIP programs, and to make federally-required
changes.

ACA does not recognize states’ unique needs and prevents each state from tailoring its Medicaid
and CHIP programs in accordance with the intent of its elected and appointed representatives.
 
Utah, Gov Herbert
Pending
 

Virginia
 

The Commonwealth of Virginia has estimated the Medicaid cost of federal health reform to the
State to be between $1.5 and $2.2 billion through 2022.  These estimates have not been
updated since August 2010, but because of the length of the recession and the current pace of
economic growth, along with other developments in our understanding of the full impact of
PPACA, the higher end of the cost range seems more realistic.  For example, in a study
completed for Medicaid Health Plans of America, Milliman, Inc. has estimated that the PPACA-
mandated tax on health insurance companies, which did not exclude Medicaid health plans, will
cost Virginia, a heavily managed Medicaid state, approximately $430 - $500 million through
2023; this was not included in Virginia’s 2010 estimates of the PPACA cost, meaning this $430 -
$500 million would be in addition to the $1.5 to $2.2 billion already estimated. Virginia is in the
process of re-estimating impacts in preparation for the 2012 Medicaid forecast due in the fall of
2012.  At that time, the estimates should better reflect the current economic environment in
Virginia, and reflect a better understanding of the PPACA impact based on subsequent analysis
and federal guidance that was not available for the 2010 estimates.”
 
Wisconsin, Gov Walker
Pending
 

Wyoming
 

The costs of maintaining our Medicaid program are fast becoming a serious threat to our state
general funds. The 2013-2014 biennial budget for Medicaid in Wyoming includes $560 million in
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state general fund dollars. This is just the cost to provide care to the current population of
approximately 76,000 enrollees. A study of Wyoming impacts from PPACA conducted by The
Lewin Group in 2010 estimates an additional 31,000 enrollees due to the Medicaid expansion in
2014 – an increase of over 40%. It is difficult to estimate what the fiscal impact of this huge
bolus of new enrollees will be. The State legislature commissioned a Medicaid Cost Study in
2011 and we expect findings in mid-2012.  We do know, however, that the cost of implementing
a new eligibility and enrollment system for Medicaid will cost over $3.5 million in state general
funds after the 90/10 federal match.
 
The larger and more detrimental impact of the implementation of PPACA is likely to be to our
private health insurance markets.  An actuarial study of our small group and individual markets
conducted by Gorman Actuarial, LLC in 2011 indicates that we can expect premiums to go up an
average of 30% to 40% in the individual market due solely to new insurance regulations
effective in 2014. When you add the projected impact of higher morbidity of new entrants into
the market and essential benefit mandates, we can expect overall 40% to 60% increases in
premiums in the individual market.
 
Given that Wyoming already has a higher percentage of small employers that self-insure than
other states, it’s not unreasonable to expect a number of small employers to stop providing
insured coverage and either move their employees to the individual market or to self-insure to
avoid regulation. During recent town hall meetings, a number of small employers indicated that
it would be cheaper for them to pay the PPACA penalties for not providing coverage than it will
be to continue to provide coverage. The Lewin Group estimates a net loss of over 8,000 covered
lives in the employer sponsored insurance market.
 
With all the changes in PPACA, Gorman Actuarial estimates over 41,000 people in Wyoming will
remain uninsured by 2016. This represents about half of the 83,000 people currently uninsured
in our state.
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From: Mike Schrimpf
To: Alex Weintz
Cc: Jon Thompson; Katie Altshuler
Subject: RE: Tomorrow"s health care release
Date: Wednesday, March 28, 2012 10:58:10 AM

Our policy folks had been working with someone in your policy shop on this. I’ll find out who.
 
It’s my understanding that it’s difficult for you to compile the data because of the way things are
administered there, but that you will be sending us something shortly.
 

From: Alex Weintz [mailto:Alex.Weintz@gov.ok.gov] 
Sent: Wednesday, March 28, 2012 11:56 AM
To: Mike Schrimpf
Cc: Jon Thompson; Katie Altshuler
Subject: RE: Tomorrow's health care release
 
Hey guys – were you waiting on me to send OK stats or did you contact someone else in our office or
in state government?
 

From: Mike Schrimpf [mailto:mschrimpf@RGA.ORG] 
Sent: Tuesday, March 27, 2012 12:19 PM
To: Mike Schrimpf
Cc: Jon Thompson
Subject: Tomorrow's health care release
 
Good afternoon –
 
I wanted to share with you a draft release that the RGA will send out tomorrow, when the Supreme
Court focuses on the Medicaid portions of the health care law. The draft below is still missing a
number of states’ stats, but we expect most every state to send us their numbers by COB today.
 
Please let me know if you have any questions or concerns.
 
Mike Schrimpf
Communications Director
Republican Governors Association
1747 Pennsylvania Avenue, NW
Washington, DC 20006
(o) 202-662-4147 (c) 
 
 

DRAFT
 

 
FOR IMMEDIATE RELEASE

3338



 
CONTACT
Mike Schrimpf, 202-662-4147
mschrimpf@rga.org

 
GOP Governors Detail the Cost of Obamacare on the States

 
As the Supreme Court today hears arguments about the impact upon the states of expanding
Medicaid, the Republican Governors Association released information from X states highlighting the
costs of expanding Medicaid and implementing the health care law.
 
“President Obama’s federal health care takeover was enacted by Democrats in Congress over the
objection of governors and with little regard for the costs to the states,” said RGA Chairman Bob
McDonnell. “The federal health care law shifts billions of dollars in unfunded, long-term costs to
state governments while restricting the ability of governors to craft Medicaid solutions for the
citizens of their states. This one-size-fits-all approach is yet another reason why the health care law
needs to be replaced, and Republican governors have offered a blueprint for true reform. The
current law is simply unaffordable, unsustainable and unworkable.”
 
Costs to the States:
 

Alabama
 
The implementation of Obamacare will increase the costs of state government immediately and
in the near future.
 
The overall Medicaid budget alone is expected to increase from $6.3 Billion in 2012 to $13.2
Billion at the beginning of the 2020 fiscal year.
 
Medicaid Expansion Details

·         By 2014, Alabama expects to add up to 534,000 new enrollees to Medicaid. This
is due to mandated eligibility to anyone under age 65 who has an income of less
than 133% of the federal poverty level.
 

·         Alabama is also required to provide subsidies to adults earning between 134% and
400% and children with incomes between 301% and 400%. This expansion would
increase Medicaid eligibility from the current 21% of the state’s population to
about 40% of the population.
 

·         Nearly 1,000 new primary care physicians will be needed to care for this new
population.
 

·         This cost of services for the new eligibles would initially be borne by the federal
government, but that support would fade to 90% of the cost by 2020.
 

·         HCR legislation does not provide any additional funds to the state to certify enroll
and manage the new recipients.
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·         Administrative costs alone will require an estimated $389 million in state funds.
Eligibility system changes will be required to add new enrollees, to differentiate
between those eligible under new vs. previous rules (each with different matching
rates) and to allow information to flow back and forth between subsidy plans and
Medicaid.

 
Alaska

 
Alaska continues to be hampered in its efforts to manage the costs of its Medicaid program and
continues to see Medicaid population increases.  For the first time in recent history the Budget
of the Department of Health and Social Services (Medicaid Authority) has surpassed that of the
Department of Education and is projected to continue to grow ahead of inflation.
 
For FY2013 it is projected that Alaska will need an additional $45 million in state general funds
to cope with program growth and another $129 million in state general funds to offset the loss
of enhanced federal Medicaid funding.  Alaska continues to be faced with substantial growth in
Medicaid caseloads and utilization and forecasts an over 20 percent increase in Medicaid state
general fund expenditures.
 
The State of Alaska continues to narrow projections on estimating the total cost of the ACA over
the long term. However, a June 2010 preliminary analysis of the Medicaid impacts reflects that
cumulative state general fund spending will increase by $100M million, through 2020. While
direct care spending in the early years is offset by increased federal match rates, spending in
later years paints an even more concerning picture for Alaska's future and the ever increasing
impact of Medicaid expansion on the State budget while oil throughput continues to decline.
 
Arizona, Gov Brewer
Pending
 
Florida, Gov Scott
Pending
 

Georgia
 

The projected impact of the Medicaid expansion in Georgia is significant.  In January 2014, an
estimated 650,000 additional members will be added to our state Medicaid and CHIP programs. 
This federally mandated expansion will increase state spending by at least $2.4 billion between
FY2010-FY2020 alone. That said, the cost could soar substantially higher because there are more
federal regulations to come and initial spending could spike because of the pent-up demand of
new members. The Georgia Department of Community Health is continually reassessing the
impact of the Medicaid expansion mandate.
 

Idaho
 

Idaho estimates between 150,000 and 200,000 new eligibles could be added to the Medicaid
caseload when new expansion rules are implemented which could mean an 40-percent increase
in participation compared to Idaho’s current caseloads.  The overall Medicaid benefit cost
attributed to PPACA Medicaid provisions in the State of Idaho is conservatively estimated to be
$228 million in State funds by 2020.  In preparation for the PPACA 2014 changes, Medicaid
system readiness is estimated to cost $34.8 million, of which Idaho’s share will be $3.48 million.
 
Idaho is purposely holding off on changes related to the Medicaid expansion requirement
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because of the uncertainty surrounding the Supreme Court’s decision, 2012 elections and State
legislative decisions which could drastically impact how Medicaid expansion is implemented and
designed.  The State anticipates the cost to meet the new Medicaid expansion requirement will
be approximately $9 million.  That does not include the cost of operational and personnel needs
related to the expansion. 
 
In addition, the limited nature of the federal timelines and lack of final rules has forced Idaho to
design a phased approach to accommodate the uncertainty surrounding Medicaid.  Idaho is
working on modernization, expansion and connection phases – all of which depend on the
Supreme Court decision and 2012 elections. 
 
Indiana, Gov Daniels
Pending
 

Iowa
 

As recently as eight years ago, Iowa spent less than $2.5 billion in total Medicaid expenditures.
Total Medicaid spending in Iowa now approaches $4 billion and accounts for more than 15% of
Iowa General Fund expenditures.
 
When we entered office in January 2011, we were faced with replacing $540 million in one-time
money that was used to fund the on-going Medicaid entitlement. Medicaid remains a complex
funding source for health care that we manage very carefully. 
 
It is anticipated that the federal takeover of health care under the Affordable Care Act will
increase Medicaid enrollment by at least 150,000 people in Iowa. In 2014, the first year of
implementation, our Medicaid population will grow from 400,000 to more than 550,000 covered
lives in a state where our population is just over 3 million people. The total cost of this
expansion is estimated to be between $180 to $818 million (with mid-point estimate of $255
million) in the first year, with the state picking up an increasing share of this cost over time. The
uncertainty surrounding the wide range of potential costs is alone cause for concern.
 
Despite the federally mandated expansion of the Medicaid program, Iowa and other states will
have less flexibility than ever before to effectively and efficiently manage this entitlement that is
vital for so many of our vulnerable citizens. Federal maintenance of effort (MOE) requirements
continue to tie the hands of state policymakers, forcing a continual squeeze on health care
providers and diverting benefits from those who need them most. 

 
Kansas

 
Without flexibility to reform Medicaid to improve outcomes and reduce costs, Kansas will
continue to see increases in Medicaid spending. Kansas’ Medicaid budget has ballooned from
$2.4 billion in 2008, at the onset of federally mandated maintenance of effort (MOE)
requirements, to what will reach nearly $3 billion in 2013 without reforms. In the same period,
enrollment will have increased from 293,000 to almost 400,000 -- all before the mandated
PPACA expansion. 
 
An example of the rigidity of the MOE requirements in the ARRA, and extended by PPACA, is the
federal response to the Kansas Legislature's move in 2010 to adjust family premiums in the CHIP
program by $40 a month. CMS did not approve it, citing MOE. Instead, HHS offered an option to
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raise premiums that would have amounted to about 50 cents per month on a typical premium. 
 
Kansas has proposed to acquire the flexibility it needs to remake Medicaid in a two-track
Section 1115 demonstration project. The first track will address authorities needed to
implement KanCare, an integrated, person-centered care coordination model that will
incorporate nearly all Medicaid and CHIP populations and services, including long term services
and supports. The second track proposes a global waiver, more specifically an outcomes-based
Medicaid and CHIP program under a per capita block grant, fundamentally redefining the
federal-state relationship in Medicaid and providing a model for reform that honors the
program's statutory goal of improving the health of Americans in the greatest need.
 

Louisiana
 

Pending
 

Maine
 

Maine’s Medicaid program has experienced an increase in enrollment from 314,000 in June 2009
to 336,000 in June, 2010, and total spending in Maine’s Medicaid program has increased by over
one billion dollars since 2002. Over the last several years, Medicaid rates for healthcare providers
have also been repeatedly cut to address the ongoing financial shortfalls in Medicaid as a result of
increasing enrollment and utilization. As a result of these reductions, some Maine physicians
have closed their practices to Medicaid patients significantly reducing access to primary care
services for Medicaid beneficiaries. All of the above challenges will be exacerbated by ACA. As
Maine struggles to confront a shortfall of more than $800 million in the next biennial budget and
the requirement to adopt a balanced budget, it is imperative that the Governor and the Legislature
have the necessary flexibility to comprehensively manage the Medicaid program and to make
necessary changes to effectively reduce total spending in the program.
 
Michigan, Gov Snyder
Will not be responding or providing any information
 

Mississippi
 

The overall cost to implement PPACA in Mississippi is estimated to be $1.7 billion over the next
ten years, including an additional $443 million in year ten.
 

Nebraska
 
In addition, based upon preliminary professional consultant projections, the State of Nebraska
estimates that it will cost anywhere from $61.4 million to $86.9 million to build a Health
Insurance Exchange in Nebraska. Due to the changing nature of the health insurance exchange
project and the instability of the federal government’s promulgation of final rules and
regulations, the State projects that a state exchange annual operating budget would be $17.5
million per year starting in 2016.
 
Nevada, Gov Sandoval
Pending
 
New Jersey, Gov Christie
Pending
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New Mexico
 

With the implementation of Obamacare, New Mexico is poised to add an additional 130,000 –
175,000 individuals to the Medicaid program with an additional cost of $300 million - $600
million between 2014 and 2019.
 
North Dakota, Gov Dalrymple
 
Ohio, Gov Kasich
Pending
 
Oklahoma, Gov Fallin
Pending
 
Pennsylvania, Gov Corbett
Pending
 

South Carolina
 

Medicaid enrollment will increase by 54% or 510,000 individuals in 2015 as a result of the
Affordable Care Act.  176,000 of these persons will drop private insurance to go on Medicaid.
The additional costs to state taxpayers between State Fiscal Year 2014 and State Fiscal Year 2020
ranges from $1.15 billion to $2.5 billion dollars depending on assumptions of participation rate
and increases in physician fees resulting from physician shortages created by the new law.
 

South Dakota
 

Paragraph information has not changed
 

Tennessee
 

Tennessee's Medicaid program is continuing to experience budgetary challenges in the coming
fiscal year, as state revenues continue their slow climb back to pre-recession levels.
Unfortunately, the MOE requirements limit the flexibility needed to make important changes to
the program as we deal with such issues. For instance, TennCare could save $16 million alone
just by modifying nursing facility level of care requirements that would bring Tennessee in line
with the criteria of other states and rebalance its long-term care system in order to serve more
people with lesser levels of need in more cost-effective home and community-based settings
while targeting the more expensive long-term care services to persons with higher acuity of
need. However, we have yet to receive approval to make such a change.
 
At a time when Tennessee is already facing budget difficulties and the ACA is expected to cost
the state in excess of $1.5 billion over five years, we must have the flexibility necessary to make
common sense adjustments to the program.
 

Texas
 

Medicaid is consistently one of the biggest expenses all states face. It accounts for a quarter of
the state budget in Texas. The Affordable Care Act expands Medicaid without reforming the
program.
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ACA will increase Medicaid enrollment in Texas by nearly 2 million people and cost the state $27
billion over 10 years.

States have received little federal guidance on key ACA provisions, including the primary care
rate increases which is required starting in 2013.  Additionally, guidance is needed on Medicaid
Benchmark Benefits, eligibility changes, FMAP methodology and numerous other provisions.

Lack of timely guidance makes it impossible for states to effectively plan for the mushrooming
Medicaid caseloads that the law will create. HHSC needs final, detailed guidance from the
federal government to determine the full impact of certain ACA provisions on the Texas
Medicaid and CHIP programs, and to make federally-required
changes.

ACA does not recognize states’ unique needs and prevents each state from tailoring its Medicaid
and CHIP programs in accordance with the intent of its elected and appointed representatives.
 
Utah, Gov Herbert
Pending
 

Virginia
 

The Commonwealth of Virginia has estimated the Medicaid cost of federal health reform to the
State to be between $1.5 and $2.2 billion through 2022.  These estimates have not been
updated since August 2010, but because of the length of the recession and the current pace of
economic growth, along with other developments in our understanding of the full impact of
PPACA, the higher end of the cost range seems more realistic.  For example, in a study
completed for Medicaid Health Plans of America, Milliman, Inc. has estimated that the PPACA-
mandated tax on health insurance companies, which did not exclude Medicaid health plans, will
cost Virginia, a heavily managed Medicaid state, approximately $430 - $500 million through
2023; this was not included in Virginia’s 2010 estimates of the PPACA cost, meaning this $430 -
$500 million would be in addition to the $1.5 to $2.2 billion already estimated. Virginia is in the
process of re-estimating impacts in preparation for the 2012 Medicaid forecast due in the fall of
2012.  At that time, the estimates should better reflect the current economic environment in
Virginia, and reflect a better understanding of the PPACA impact based on subsequent analysis
and federal guidance that was not available for the 2010 estimates.”
 
Wisconsin, Gov Walker
Pending
 

Wyoming
 

The costs of maintaining our Medicaid program are fast becoming a serious threat to our state
general funds. The 2013-2014 biennial budget for Medicaid in Wyoming includes $560 million in
state general fund dollars. This is just the cost to provide care to the current population of
approximately 76,000 enrollees. A study of Wyoming impacts from PPACA conducted by The
Lewin Group in 2010 estimates an additional 31,000 enrollees due to the Medicaid expansion in
2014 – an increase of over 40%. It is difficult to estimate what the fiscal impact of this huge
bolus of new enrollees will be. The State legislature commissioned a Medicaid Cost Study in
2011 and we expect findings in mid-2012.  We do know, however, that the cost of implementing
a new eligibility and enrollment system for Medicaid will cost over $3.5 million in state general
funds after the 90/10 federal match.
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The larger and more detrimental impact of the implementation of PPACA is likely to be to our
private health insurance markets.  An actuarial study of our small group and individual markets
conducted by Gorman Actuarial, LLC in 2011 indicates that we can expect premiums to go up an
average of 30% to 40% in the individual market due solely to new insurance regulations
effective in 2014. When you add the projected impact of higher morbidity of new entrants into
the market and essential benefit mandates, we can expect overall 40% to 60% increases in
premiums in the individual market.
 
Given that Wyoming already has a higher percentage of small employers that self-insure than
other states, it’s not unreasonable to expect a number of small employers to stop providing
insured coverage and either move their employees to the individual market or to self-insure to
avoid regulation. During recent town hall meetings, a number of small employers indicated that
it would be cheaper for them to pay the PPACA penalties for not providing coverage than it will
be to continue to provide coverage. The Lewin Group estimates a net loss of over 8,000 covered
lives in the employer sponsored insurance market.
 
With all the changes in PPACA, Gorman Actuarial estimates over 41,000 people in Wyoming will
remain uninsured by 2016. This represents about half of the 83,000 people currently uninsured
in our state.
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From: 
To: 
Cc: 

Alex Weintz 
Mike Schrimpf 
Jon Thompson; Katie Altshuler 

Subject: 
Date: 

RE: Tomorrow"s health care release 

Wednesday, March 28, 2012 10:55:43 AM 

Hey guys - were you waiting on me to send OK stats or did you contact someone else in our office or 

in state government? 

From: Mike Schrimpf [mailto:mschrimpf@RGA.ORG] 
Sent: Tuesday, March 27, 2012 12:19 PM 
To: Mike Schrimpf 
Cc: Jon Thompson 
Subject: Tomorrow's health care release 

Good afternoon -

I wanted to share with you a draft release that the RGA will send out tomorrow, when the Supreme 

Court focuses on the Medicaid portions of the health care law. The draft below is still missing a 

number of states' stats, but we expect most every state to send us their numbers by COB today. 

Please let me know if you have any questions or concerns. 

Mike Schrimpf 

Communications Director 

Republican Governors Association 

1747 Pennsylvania Avenue, NW 

Washington, DC 20006 

(o) 202-662-4147 (c) -

DRAFT 

~RG~ ~ ,~ "--
• ,. (. lo ; 

FOR IMMEDIATE RELEASE 

CONTACT 
Mike Schrimpf, 202-662-4147 

mschrimpf@rga org 

GOP Governors Detail the Cost of Obamacare on the States 

As the Supreme Court today hears arguments about the impact upon t he states of expanding 

Medicaid, the Republican Governors Association released information from X states highlighting the 
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costs of expanding Medicaid and implementing the health care law.
 
“President Obama’s federal health care takeover was enacted by Democrats in Congress over the
objection of governors and with little regard for the costs to the states,” said RGA Chairman Bob
McDonnell. “The federal health care law shifts billions of dollars in unfunded, long-term costs to
state governments while restricting the ability of governors to craft Medicaid solutions for the
citizens of their states. This one-size-fits-all approach is yet another reason why the health care law
needs to be replaced, and Republican governors have offered a blueprint for true reform. The
current law is simply unaffordable, unsustainable and unworkable.”
 
Costs to the States:
 

Alabama
 
The implementation of Obamacare will increase the costs of state government immediately and
in the near future.
 
The overall Medicaid budget alone is expected to increase from $6.3 Billion in 2012 to $13.2
Billion at the beginning of the 2020 fiscal year.
 
Medicaid Expansion Details

·         By 2014, Alabama expects to add up to 534,000 new enrollees to Medicaid. This
is due to mandated eligibility to anyone under age 65 who has an income of less
than 133% of the federal poverty level.
 

·         Alabama is also required to provide subsidies to adults earning between 134% and
400% and children with incomes between 301% and 400%. This expansion would
increase Medicaid eligibility from the current 21% of the state’s population to
about 40% of the population.
 

·         Nearly 1,000 new primary care physicians will be needed to care for this new
population.
 

·         This cost of services for the new eligibles would initially be borne by the federal
government, but that support would fade to 90% of the cost by 2020.
 

·         HCR legislation does not provide any additional funds to the state to certify enroll
and manage the new recipients.
 

·         Administrative costs alone will require an estimated $389 million in state funds.
Eligibility system changes will be required to add new enrollees, to differentiate
between those eligible under new vs. previous rules (each with different matching
rates) and to allow information to flow back and forth between subsidy plans and
Medicaid.

 
Alaska

 
Alaska continues to be hampered in its efforts to manage the costs of its Medicaid program and
continues to see Medicaid population increases.  For the first time in recent history the Budget
of the Department of Health and Social Services (Medicaid Authority) has surpassed that of the
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Department of Education and is projected to continue to grow ahead of inflation.
 
For FY2013 it is projected that Alaska will need an additional $45 million in state general funds
to cope with program growth and another $129 million in state general funds to offset the loss
of enhanced federal Medicaid funding.  Alaska continues to be faced with substantial growth in
Medicaid caseloads and utilization and forecasts an over 20 percent increase in Medicaid state
general fund expenditures.
 
The State of Alaska continues to narrow projections on estimating the total cost of the ACA over
the long term. However, a June 2010 preliminary analysis of the Medicaid impacts reflects that
cumulative state general fund spending will increase by $100M million, through 2020. While
direct care spending in the early years is offset by increased federal match rates, spending in
later years paints an even more concerning picture for Alaska's future and the ever increasing
impact of Medicaid expansion on the State budget while oil throughput continues to decline.
 
Arizona, Gov Brewer
Pending
 
Florida, Gov Scott
Pending
 

Georgia
 

The projected impact of the Medicaid expansion in Georgia is significant.  In January 2014, an
estimated 650,000 additional members will be added to our state Medicaid and CHIP programs. 
This federally mandated expansion will increase state spending by at least $2.4 billion between
FY2010-FY2020 alone. That said, the cost could soar substantially higher because there are more
federal regulations to come and initial spending could spike because of the pent-up demand of
new members. The Georgia Department of Community Health is continually reassessing the
impact of the Medicaid expansion mandate.
 

Idaho
 

Idaho estimates between 150,000 and 200,000 new eligibles could be added to the Medicaid
caseload when new expansion rules are implemented which could mean an 40-percent increase
in participation compared to Idaho’s current caseloads.  The overall Medicaid benefit cost
attributed to PPACA Medicaid provisions in the State of Idaho is conservatively estimated to be
$228 million in State funds by 2020.  In preparation for the PPACA 2014 changes, Medicaid
system readiness is estimated to cost $34.8 million, of which Idaho’s share will be $3.48 million.
 
Idaho is purposely holding off on changes related to the Medicaid expansion requirement
because of the uncertainty surrounding the Supreme Court’s decision, 2012 elections and State
legislative decisions which could drastically impact how Medicaid expansion is implemented and
designed.  The State anticipates the cost to meet the new Medicaid expansion requirement will
be approximately $9 million.  That does not include the cost of operational and personnel needs
related to the expansion. 
 
In addition, the limited nature of the federal timelines and lack of final rules has forced Idaho to
design a phased approach to accommodate the uncertainty surrounding Medicaid.  Idaho is
working on modernization, expansion and connection phases – all of which depend on the
Supreme Court decision and 2012 elections. 
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Indiana, Gov Daniels
Pending
 

Iowa
 

As recently as eight years ago, Iowa spent less than $2.5 billion in total Medicaid expenditures.
Total Medicaid spending in Iowa now approaches $4 billion and accounts for more than 15% of
Iowa General Fund expenditures.
 
When we entered office in January 2011, we were faced with replacing $540 million in one-time
money that was used to fund the on-going Medicaid entitlement. Medicaid remains a complex
funding source for health care that we manage very carefully. 
 
It is anticipated that the federal takeover of health care under the Affordable Care Act will
increase Medicaid enrollment by at least 150,000 people in Iowa. In 2014, the first year of
implementation, our Medicaid population will grow from 400,000 to more than 550,000 covered
lives in a state where our population is just over 3 million people. The total cost of this
expansion is estimated to be between $180 to $818 million (with mid-point estimate of $255
million) in the first year, with the state picking up an increasing share of this cost over time. The
uncertainty surrounding the wide range of potential costs is alone cause for concern.
 
Despite the federally mandated expansion of the Medicaid program, Iowa and other states will
have less flexibility than ever before to effectively and efficiently manage this entitlement that is
vital for so many of our vulnerable citizens. Federal maintenance of effort (MOE) requirements
continue to tie the hands of state policymakers, forcing a continual squeeze on health care
providers and diverting benefits from those who need them most. 

 
Kansas

 
Without flexibility to reform Medicaid to improve outcomes and reduce costs, Kansas will
continue to see increases in Medicaid spending. Kansas’ Medicaid budget has ballooned from
$2.4 billion in 2008, at the onset of federally mandated maintenance of effort (MOE)
requirements, to what will reach nearly $3 billion in 2013 without reforms. In the same period,
enrollment will have increased from 293,000 to almost 400,000 -- all before the mandated
PPACA expansion. 
 
An example of the rigidity of the MOE requirements in the ARRA, and extended by PPACA, is the
federal response to the Kansas Legislature's move in 2010 to adjust family premiums in the CHIP
program by $40 a month. CMS did not approve it, citing MOE. Instead, HHS offered an option to
raise premiums that would have amounted to about 50 cents per month on a typical premium. 
 
Kansas has proposed to acquire the flexibility it needs to remake Medicaid in a two-track
Section 1115 demonstration project. The first track will address authorities needed to
implement KanCare, an integrated, person-centered care coordination model that will
incorporate nearly all Medicaid and CHIP populations and services, including long term services
and supports. The second track proposes a global waiver, more specifically an outcomes-based
Medicaid and CHIP program under a per capita block grant, fundamentally redefining the
federal-state relationship in Medicaid and providing a model for reform that honors the
program's statutory goal of improving the health of Americans in the greatest need.
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Louisiana

 
Pending
 

Maine
 

Maine’s Medicaid program has experienced an increase in enrollment from 314,000 in June 2009
to 336,000 in June, 2010, and total spending in Maine’s Medicaid program has increased by over
one billion dollars since 2002. Over the last several years, Medicaid rates for healthcare providers
have also been repeatedly cut to address the ongoing financial shortfalls in Medicaid as a result of
increasing enrollment and utilization. As a result of these reductions, some Maine physicians
have closed their practices to Medicaid patients significantly reducing access to primary care
services for Medicaid beneficiaries. All of the above challenges will be exacerbated by ACA. As
Maine struggles to confront a shortfall of more than $800 million in the next biennial budget and
the requirement to adopt a balanced budget, it is imperative that the Governor and the Legislature
have the necessary flexibility to comprehensively manage the Medicaid program and to make
necessary changes to effectively reduce total spending in the program.
 
Michigan, Gov Snyder
Will not be responding or providing any information
 

Mississippi
 

The overall cost to implement PPACA in Mississippi is estimated to be $1.7 billion over the next
ten years, including an additional $443 million in year ten.
 

Nebraska
 
In addition, based upon preliminary professional consultant projections, the State of Nebraska
estimates that it will cost anywhere from $61.4 million to $86.9 million to build a Health
Insurance Exchange in Nebraska. Due to the changing nature of the health insurance exchange
project and the instability of the federal government’s promulgation of final rules and
regulations, the State projects that a state exchange annual operating budget would be $17.5
million per year starting in 2016.
 
Nevada, Gov Sandoval
Pending
 
New Jersey, Gov Christie
Pending
 

New Mexico
 

With the implementation of Obamacare, New Mexico is poised to add an additional 130,000 –
175,000 individuals to the Medicaid program with an additional cost of $300 million - $600
million between 2014 and 2019.
 
North Dakota, Gov Dalrymple
 
Ohio, Gov Kasich
Pending

3350



 
Oklahoma, Gov Fallin
Pending
 
Pennsylvania, Gov Corbett
Pending
 

South Carolina
 

Medicaid enrollment will increase by 54% or 510,000 individuals in 2015 as a result of the
Affordable Care Act.  176,000 of these persons will drop private insurance to go on Medicaid.
The additional costs to state taxpayers between State Fiscal Year 2014 and State Fiscal Year 2020
ranges from $1.15 billion to $2.5 billion dollars depending on assumptions of participation rate
and increases in physician fees resulting from physician shortages created by the new law.
 

South Dakota
 

Paragraph information has not changed
 

Tennessee
 

Tennessee's Medicaid program is continuing to experience budgetary challenges in the coming
fiscal year, as state revenues continue their slow climb back to pre-recession levels.
Unfortunately, the MOE requirements limit the flexibility needed to make important changes to
the program as we deal with such issues. For instance, TennCare could save $16 million alone
just by modifying nursing facility level of care requirements that would bring Tennessee in line
with the criteria of other states and rebalance its long-term care system in order to serve more
people with lesser levels of need in more cost-effective home and community-based settings
while targeting the more expensive long-term care services to persons with higher acuity of
need. However, we have yet to receive approval to make such a change.
 
At a time when Tennessee is already facing budget difficulties and the ACA is expected to cost
the state in excess of $1.5 billion over five years, we must have the flexibility necessary to make
common sense adjustments to the program.
 

Texas
 

Medicaid is consistently one of the biggest expenses all states face. It accounts for a quarter of
the state budget in Texas. The Affordable Care Act expands Medicaid without reforming the
program.
 
ACA will increase Medicaid enrollment in Texas by nearly 2 million people and cost the state $27
billion over 10 years.

States have received little federal guidance on key ACA provisions, including the primary care
rate increases which is required starting in 2013.  Additionally, guidance is needed on Medicaid
Benchmark Benefits, eligibility changes, FMAP methodology and numerous other provisions.

Lack of timely guidance makes it impossible for states to effectively plan for the mushrooming
Medicaid caseloads that the law will create. HHSC needs final, detailed guidance from the
federal government to determine the full impact of certain ACA provisions on the Texas
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Medicaid and CHIP programs, and to make federally-required
changes.

ACA does not recognize states’ unique needs and prevents each state from tailoring its Medicaid
and CHIP programs in accordance with the intent of its elected and appointed representatives.
 
Utah, Gov Herbert
Pending
 

Virginia
 

The Commonwealth of Virginia has estimated the Medicaid cost of federal health reform to the
State to be between $1.5 and $2.2 billion through 2022.  These estimates have not been
updated since August 2010, but because of the length of the recession and the current pace of
economic growth, along with other developments in our understanding of the full impact of
PPACA, the higher end of the cost range seems more realistic.  For example, in a study
completed for Medicaid Health Plans of America, Milliman, Inc. has estimated that the PPACA-
mandated tax on health insurance companies, which did not exclude Medicaid health plans, will
cost Virginia, a heavily managed Medicaid state, approximately $430 - $500 million through
2023; this was not included in Virginia’s 2010 estimates of the PPACA cost, meaning this $430 -
$500 million would be in addition to the $1.5 to $2.2 billion already estimated. Virginia is in the
process of re-estimating impacts in preparation for the 2012 Medicaid forecast due in the fall of
2012.  At that time, the estimates should better reflect the current economic environment in
Virginia, and reflect a better understanding of the PPACA impact based on subsequent analysis
and federal guidance that was not available for the 2010 estimates.”
 
Wisconsin, Gov Walker
Pending
 

Wyoming
 

The costs of maintaining our Medicaid program are fast becoming a serious threat to our state
general funds. The 2013-2014 biennial budget for Medicaid in Wyoming includes $560 million in
state general fund dollars. This is just the cost to provide care to the current population of
approximately 76,000 enrollees. A study of Wyoming impacts from PPACA conducted by The
Lewin Group in 2010 estimates an additional 31,000 enrollees due to the Medicaid expansion in
2014 – an increase of over 40%. It is difficult to estimate what the fiscal impact of this huge
bolus of new enrollees will be. The State legislature commissioned a Medicaid Cost Study in
2011 and we expect findings in mid-2012.  We do know, however, that the cost of implementing
a new eligibility and enrollment system for Medicaid will cost over $3.5 million in state general
funds after the 90/10 federal match.
 
The larger and more detrimental impact of the implementation of PPACA is likely to be to our
private health insurance markets.  An actuarial study of our small group and individual markets
conducted by Gorman Actuarial, LLC in 2011 indicates that we can expect premiums to go up an
average of 30% to 40% in the individual market due solely to new insurance regulations
effective in 2014. When you add the projected impact of higher morbidity of new entrants into
the market and essential benefit mandates, we can expect overall 40% to 60% increases in
premiums in the individual market.
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Given that Wyoming already has a higher percentage of small employers that self-insure than
other states, it’s not unreasonable to expect a number of small employers to stop providing
insured coverage and either move their employees to the individual market or to self-insure to
avoid regulation. During recent town hall meetings, a number of small employers indicated that
it would be cheaper for them to pay the PPACA penalties for not providing coverage than it will
be to continue to provide coverage. The Lewin Group estimates a net loss of over 8,000 covered
lives in the employer sponsored insurance market.
 
With all the changes in PPACA, Gorman Actuarial estimates over 41,000 people in Wyoming will
remain uninsured by 2016. This represents about half of the 83,000 people currently uninsured
in our state.

 
-30-

 
Paid for and authorized by the Republican Governors Association
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From: Marie Sanderson
To: Katie Altshuler; Mike Schrimpf; Alex Weintz
Cc: Jon Thompson; Andrew Silvestri; Lindsay Russell
Subject: Re: Tomorrow"s health care release
Date: Wednesday, March 28, 2012 11:21:32 AM

Great, thanks!

From: Katie Altshuler <Katie.Altshuler@gov.ok.gov> 
To: Mike Schrimpf; Alex Weintz <Alex.Weintz@gov.ok.gov>; Marie Sanderson 
Cc: Jon Thompson; Andrew Silvestri <Andrew.Silvestri@gov.ok.gov> 
Sent: Wed Mar 28 12:20:15 2012
Subject: RE: Tomorrow's health care release 

 
 
Katie Altshuler, Policy Director
Office of Governor Mary Fallin
2300 North Lincoln Boulevard, Suite 212
Oklahoma City, Oklahoma 73105
405.521.2342
katie.altshuler@gov.ok.gov

 
Oklahoma business owners and executives:  share your input on how we can further strengthen
Oklahoma's business climate by completing the survey at www.FallinforBusiness.com
 
The Oklahoma Health Care Authority estimates that the Obamacare Medicaid expansion will
cost an additional $4.6 billion in state and federal funding and will add 250,000 new
Oklahoman’s to the Medicaid rolls from 2014-2020.
 
 
 

From: Alex Weintz 
Sent: Wednesday, March 28, 2012 11:02 AM
To: Mike Schrimpf
Cc: Jon Thompson; Katie Altshuler
Subject: RE: Tomorrow's health care release
 
Thanks. yes, Katie is working on it. sorry for the confusion
 

From: Mike Schrimpf [mailto:mschrimpf@RGA.ORG] 
Sent: Wednesday, March 28, 2012 11:00 AM
To: Mike Schrimpf; Alex Weintz
Cc: Jon Thompson; Katie Altshuler
Subject: RE: Tomorrow's health care release
 
P.S. Katie is our contact, so looks like she’s already fully looped in.
 

From: Mike Schrimpf 
Sent: Wednesday, March 28, 2012 11:58 AM
To: 'Alex Weintz'
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Cc: Jon Thompson; Katie Altshuler
Subject: RE: Tomorrow's health care release
 
Our policy folks had been working with someone in your policy shop on this. I’ll find out who.
 
It’s my understanding that it’s difficult for you to compile the data because of the way things are
administered there, but that you will be sending us something shortly.
 

From: Alex Weintz [mailto:Alex.Weintz@gov.ok.gov] 
Sent: Wednesday, March 28, 2012 11:56 AM
To: Mike Schrimpf
Cc: Jon Thompson; Katie Altshuler
Subject: RE: Tomorrow's health care release
 
Hey guys – were you waiting on me to send OK stats or did you contact someone else in our office or
in state government?
 

From: Mike Schrimpf [mailto:mschrimpf@RGA.ORG] 
Sent: Tuesday, March 27, 2012 12:19 PM
To: Mike Schrimpf
Cc: Jon Thompson
Subject: Tomorrow's health care release
 
Good afternoon –
 
I wanted to share with you a draft release that the RGA will send out tomorrow, when the Supreme
Court focuses on the Medicaid portions of the health care law. The draft below is still missing a
number of states’ stats, but we expect most every state to send us their numbers by COB today.
 
Please let me know if you have any questions or concerns.
 
Mike Schrimpf
Communications Director
Republican Governors Association
1747 Pennsylvania Avenue, NW
Washington, DC 20006
(o) 202-662-4147 (c)
 
 

DRAFT
 

 
FOR IMMEDIATE RELEASE
 
CONTACT
Mike Schrimpf, 202-662-4147
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mschrimpf@rga.org

 
GOP Governors Detail the Cost of Obamacare on the States

 
As the Supreme Court today hears arguments about the impact upon the states of expanding
Medicaid, the Republican Governors Association released information from X states highlighting the
costs of expanding Medicaid and implementing the health care law.
 
“President Obama’s federal health care takeover was enacted by Democrats in Congress over the
objection of governors and with little regard for the costs to the states,” said RGA Chairman Bob
McDonnell. “The federal health care law shifts billions of dollars in unfunded, long-term costs to
state governments while restricting the ability of governors to craft Medicaid solutions for the
citizens of their states. This one-size-fits-all approach is yet another reason why the health care law
needs to be replaced, and Republican governors have offered a blueprint for true reform. The
current law is simply unaffordable, unsustainable and unworkable.”
 
Costs to the States:
 

Alabama
 
The implementation of Obamacare will increase the costs of state government immediately and
in the near future.
 
The overall Medicaid budget alone is expected to increase from $6.3 Billion in 2012 to $13.2
Billion at the beginning of the 2020 fiscal year.
 
Medicaid Expansion Details

·         By 2014, Alabama expects to add up to 534,000 new enrollees to Medicaid. This
is due to mandated eligibility to anyone under age 65 who has an income of less
than 133% of the federal poverty level.
 

·         Alabama is also required to provide subsidies to adults earning between 134% and
400% and children with incomes between 301% and 400%. This expansion would
increase Medicaid eligibility from the current 21% of the state’s population to
about 40% of the population.
 

·         Nearly 1,000 new primary care physicians will be needed to care for this new
population.
 

·         This cost of services for the new eligibles would initially be borne by the federal
government, but that support would fade to 90% of the cost by 2020.
 

·         HCR legislation does not provide any additional funds to the state to certify enroll
and manage the new recipients.
 

·         Administrative costs alone will require an estimated $389 million in state funds.
Eligibility system changes will be required to add new enrollees, to differentiate
between those eligible under new vs. previous rules (each with different matching
rates) and to allow information to flow back and forth between subsidy plans and
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Medicaid.
 

Alaska
 

Alaska continues to be hampered in its efforts to manage the costs of its Medicaid program and
continues to see Medicaid population increases.  For the first time in recent history the Budget
of the Department of Health and Social Services (Medicaid Authority) has surpassed that of the
Department of Education and is projected to continue to grow ahead of inflation.
 
For FY2013 it is projected that Alaska will need an additional $45 million in state general funds
to cope with program growth and another $129 million in state general funds to offset the loss
of enhanced federal Medicaid funding.  Alaska continues to be faced with substantial growth in
Medicaid caseloads and utilization and forecasts an over 20 percent increase in Medicaid state
general fund expenditures.
 
The State of Alaska continues to narrow projections on estimating the total cost of the ACA over
the long term. However, a June 2010 preliminary analysis of the Medicaid impacts reflects that
cumulative state general fund spending will increase by $100M million, through 2020. While
direct care spending in the early years is offset by increased federal match rates, spending in
later years paints an even more concerning picture for Alaska's future and the ever increasing
impact of Medicaid expansion on the State budget while oil throughput continues to decline.
 
Arizona, Gov Brewer
Pending
 
Florida, Gov Scott
Pending
 

Georgia
 

The projected impact of the Medicaid expansion in Georgia is significant.  In January 2014, an
estimated 650,000 additional members will be added to our state Medicaid and CHIP programs. 
This federally mandated expansion will increase state spending by at least $2.4 billion between
FY2010-FY2020 alone. That said, the cost could soar substantially higher because there are more
federal regulations to come and initial spending could spike because of the pent-up demand of
new members. The Georgia Department of Community Health is continually reassessing the
impact of the Medicaid expansion mandate.
 

Idaho
 

Idaho estimates between 150,000 and 200,000 new eligibles could be added to the Medicaid
caseload when new expansion rules are implemented which could mean an 40-percent increase
in participation compared to Idaho’s current caseloads.  The overall Medicaid benefit cost
attributed to PPACA Medicaid provisions in the State of Idaho is conservatively estimated to be
$228 million in State funds by 2020.  In preparation for the PPACA 2014 changes, Medicaid
system readiness is estimated to cost $34.8 million, of which Idaho’s share will be $3.48 million.
 
Idaho is purposely holding off on changes related to the Medicaid expansion requirement
because of the uncertainty surrounding the Supreme Court’s decision, 2012 elections and State
legislative decisions which could drastically impact how Medicaid expansion is implemented and
designed.  The State anticipates the cost to meet the new Medicaid expansion requirement will
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be approximately $9 million.  That does not include the cost of operational and personnel needs
related to the expansion. 
 
In addition, the limited nature of the federal timelines and lack of final rules has forced Idaho to
design a phased approach to accommodate the uncertainty surrounding Medicaid.  Idaho is
working on modernization, expansion and connection phases – all of which depend on the
Supreme Court decision and 2012 elections. 
 
Indiana, Gov Daniels
Pending
 

Iowa
 

As recently as eight years ago, Iowa spent less than $2.5 billion in total Medicaid expenditures.
Total Medicaid spending in Iowa now approaches $4 billion and accounts for more than 15% of
Iowa General Fund expenditures.
 
When we entered office in January 2011, we were faced with replacing $540 million in one-time
money that was used to fund the on-going Medicaid entitlement. Medicaid remains a complex
funding source for health care that we manage very carefully. 
 
It is anticipated that the federal takeover of health care under the Affordable Care Act will
increase Medicaid enrollment by at least 150,000 people in Iowa. In 2014, the first year of
implementation, our Medicaid population will grow from 400,000 to more than 550,000 covered
lives in a state where our population is just over 3 million people. The total cost of this
expansion is estimated to be between $180 to $818 million (with mid-point estimate of $255
million) in the first year, with the state picking up an increasing share of this cost over time. The
uncertainty surrounding the wide range of potential costs is alone cause for concern.
 
Despite the federally mandated expansion of the Medicaid program, Iowa and other states will
have less flexibility than ever before to effectively and efficiently manage this entitlement that is
vital for so many of our vulnerable citizens. Federal maintenance of effort (MOE) requirements
continue to tie the hands of state policymakers, forcing a continual squeeze on health care
providers and diverting benefits from those who need them most. 

 
Kansas

 
Without flexibility to reform Medicaid to improve outcomes and reduce costs, Kansas will
continue to see increases in Medicaid spending. Kansas’ Medicaid budget has ballooned from
$2.4 billion in 2008, at the onset of federally mandated maintenance of effort (MOE)
requirements, to what will reach nearly $3 billion in 2013 without reforms. In the same period,
enrollment will have increased from 293,000 to almost 400,000 -- all before the mandated
PPACA expansion. 
 
An example of the rigidity of the MOE requirements in the ARRA, and extended by PPACA, is the
federal response to the Kansas Legislature's move in 2010 to adjust family premiums in the CHIP
program by $40 a month. CMS did not approve it, citing MOE. Instead, HHS offered an option to
raise premiums that would have amounted to about 50 cents per month on a typical premium. 
 
Kansas has proposed to acquire the flexibility it needs to remake Medicaid in a two-track
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Section 1115 demonstration project. The first track will address authorities needed to
implement KanCare, an integrated, person-centered care coordination model that will
incorporate nearly all Medicaid and CHIP populations and services, including long term services
and supports. The second track proposes a global waiver, more specifically an outcomes-based
Medicaid and CHIP program under a per capita block grant, fundamentally redefining the
federal-state relationship in Medicaid and providing a model for reform that honors the
program's statutory goal of improving the health of Americans in the greatest need.
 

Louisiana
 

Pending
 

Maine
 

Maine’s Medicaid program has experienced an increase in enrollment from 314,000 in June 2009
to 336,000 in June, 2010, and total spending in Maine’s Medicaid program has increased by over
one billion dollars since 2002. Over the last several years, Medicaid rates for healthcare providers
have also been repeatedly cut to address the ongoing financial shortfalls in Medicaid as a result of
increasing enrollment and utilization. As a result of these reductions, some Maine physicians
have closed their practices to Medicaid patients significantly reducing access to primary care
services for Medicaid beneficiaries. All of the above challenges will be exacerbated by ACA. As
Maine struggles to confront a shortfall of more than $800 million in the next biennial budget and
the requirement to adopt a balanced budget, it is imperative that the Governor and the Legislature
have the necessary flexibility to comprehensively manage the Medicaid program and to make
necessary changes to effectively reduce total spending in the program.
 
Michigan, Gov Snyder
Will not be responding or providing any information
 

Mississippi
 

The overall cost to implement PPACA in Mississippi is estimated to be $1.7 billion over the next
ten years, including an additional $443 million in year ten.
 

Nebraska
 
In addition, based upon preliminary professional consultant projections, the State of Nebraska
estimates that it will cost anywhere from $61.4 million to $86.9 million to build a Health
Insurance Exchange in Nebraska. Due to the changing nature of the health insurance exchange
project and the instability of the federal government’s promulgation of final rules and
regulations, the State projects that a state exchange annual operating budget would be $17.5
million per year starting in 2016.
 
Nevada, Gov Sandoval
Pending
 
New Jersey, Gov Christie
Pending
 

New Mexico
 

With the implementation of Obamacare, New Mexico is poised to add an additional 130,000 –
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175,000 individuals to the Medicaid program with an additional cost of $300 million - $600
million between 2014 and 2019.
 
North Dakota, Gov Dalrymple
 
Ohio, Gov Kasich
Pending
 
Oklahoma, Gov Fallin
Pending
 
Pennsylvania, Gov Corbett
Pending
 

South Carolina
 

Medicaid enrollment will increase by 54% or 510,000 individuals in 2015 as a result of the
Affordable Care Act.  176,000 of these persons will drop private insurance to go on Medicaid.
The additional costs to state taxpayers between State Fiscal Year 2014 and State Fiscal Year 2020
ranges from $1.15 billion to $2.5 billion dollars depending on assumptions of participation rate
and increases in physician fees resulting from physician shortages created by the new law.
 

South Dakota
 

Paragraph information has not changed
 

Tennessee
 

Tennessee's Medicaid program is continuing to experience budgetary challenges in the coming
fiscal year, as state revenues continue their slow climb back to pre-recession levels.
Unfortunately, the MOE requirements limit the flexibility needed to make important changes to
the program as we deal with such issues. For instance, TennCare could save $16 million alone
just by modifying nursing facility level of care requirements that would bring Tennessee in line
with the criteria of other states and rebalance its long-term care system in order to serve more
people with lesser levels of need in more cost-effective home and community-based settings
while targeting the more expensive long-term care services to persons with higher acuity of
need. However, we have yet to receive approval to make such a change.
 
At a time when Tennessee is already facing budget difficulties and the ACA is expected to cost
the state in excess of $1.5 billion over five years, we must have the flexibility necessary to make
common sense adjustments to the program.
 

Texas
 

Medicaid is consistently one of the biggest expenses all states face. It accounts for a quarter of
the state budget in Texas. The Affordable Care Act expands Medicaid without reforming the
program.
 
ACA will increase Medicaid enrollment in Texas by nearly 2 million people and cost the state $27
billion over 10 years.
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States have received little federal guidance on key ACA provisions, including the primary care
rate increases which is required starting in 2013.  Additionally, guidance is needed on Medicaid
Benchmark Benefits, eligibility changes, FMAP methodology and numerous other provisions.

Lack of timely guidance makes it impossible for states to effectively plan for the mushrooming
Medicaid caseloads that the law will create. HHSC needs final, detailed guidance from the
federal government to determine the full impact of certain ACA provisions on the Texas
Medicaid and CHIP programs, and to make federally-required
changes.

ACA does not recognize states’ unique needs and prevents each state from tailoring its Medicaid
and CHIP programs in accordance with the intent of its elected and appointed representatives.
 
Utah, Gov Herbert
Pending
 

Virginia
 

The Commonwealth of Virginia has estimated the Medicaid cost of federal health reform to the
State to be between $1.5 and $2.2 billion through 2022.  These estimates have not been
updated since August 2010, but because of the length of the recession and the current pace of
economic growth, along with other developments in our understanding of the full impact of
PPACA, the higher end of the cost range seems more realistic.  For example, in a study
completed for Medicaid Health Plans of America, Milliman, Inc. has estimated that the PPACA-
mandated tax on health insurance companies, which did not exclude Medicaid health plans, will
cost Virginia, a heavily managed Medicaid state, approximately $430 - $500 million through
2023; this was not included in Virginia’s 2010 estimates of the PPACA cost, meaning this $430 -
$500 million would be in addition to the $1.5 to $2.2 billion already estimated. Virginia is in the
process of re-estimating impacts in preparation for the 2012 Medicaid forecast due in the fall of
2012.  At that time, the estimates should better reflect the current economic environment in
Virginia, and reflect a better understanding of the PPACA impact based on subsequent analysis
and federal guidance that was not available for the 2010 estimates.”
 
Wisconsin, Gov Walker
Pending
 

Wyoming
 

The costs of maintaining our Medicaid program are fast becoming a serious threat to our state
general funds. The 2013-2014 biennial budget for Medicaid in Wyoming includes $560 million in
state general fund dollars. This is just the cost to provide care to the current population of
approximately 76,000 enrollees. A study of Wyoming impacts from PPACA conducted by The
Lewin Group in 2010 estimates an additional 31,000 enrollees due to the Medicaid expansion in
2014 – an increase of over 40%. It is difficult to estimate what the fiscal impact of this huge
bolus of new enrollees will be. The State legislature commissioned a Medicaid Cost Study in
2011 and we expect findings in mid-2012.  We do know, however, that the cost of implementing
a new eligibility and enrollment system for Medicaid will cost over $3.5 million in state general
funds after the 90/10 federal match.
 
The larger and more detrimental impact of the implementation of PPACA is likely to be to our
private health insurance markets.  An actuarial study of our small group and individual markets
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conducted by Gorman Actuarial, LLC in 2011 indicates that we can expect premiums to go up an
average of 30% to 40% in the individual market due solely to new insurance regulations
effective in 2014. When you add the projected impact of higher morbidity of new entrants into
the market and essential benefit mandates, we can expect overall 40% to 60% increases in
premiums in the individual market.
 
Given that Wyoming already has a higher percentage of small employers that self-insure than
other states, it’s not unreasonable to expect a number of small employers to stop providing
insured coverage and either move their employees to the individual market or to self-insure to
avoid regulation. During recent town hall meetings, a number of small employers indicated that
it would be cheaper for them to pay the PPACA penalties for not providing coverage than it will
be to continue to provide coverage. The Lewin Group estimates a net loss of over 8,000 covered
lives in the employer sponsored insurance market.
 
With all the changes in PPACA, Gorman Actuarial estimates over 41,000 people in Wyoming will
remain uninsured by 2016. This represents about half of the 83,000 people currently uninsured
in our state.

 
-30-

 
Paid for and authorized by the Republican Governors Association
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From: Marie Sanderson
To: Marie Sanderson
Cc: Lindsay Russell; Seth Levey; Dustin Huffman
Subject: RGPPC AO Conf Call Attach.- TANF, Harkin ADA letter, and Millimin Report, Boustany request
Date: Monday, August 20, 2012 11:17:54 AM
Attachments: RGA TANF letter May 2005.pdf

Harkin ADA Letter.pdf
Milliman Report on PPACA Health Insurer Fee - Estimated Impact on Medicaid.pdf

Action Officers (AO): Per our call this morning, the attachments were too large to reach all of
you. The next few emails will include the attachments discussed.
 
CC: Healthcare Advisors- FYI on the content of this email: 
 
 
Healthcare Related Attachments:
 

a)     TANF letter: Please prepare TANF letters for your state. As those are
completed, please provide RGPPC a copy.  In addition,  attached is a copy of the
2005 RGA letter that the RGA govs sent on TANF in case you are questioned.

 
b)    Medicare Talking Points:  In light of Chairman Ryan’s selection of VP,  please

see the link to some talking points from his budget: 
http://budget.house.gov/uploadedfiles/medicarepacket.pdf

 
c)      Harkin letter- Question from GA: Letter from Senator Tom Harkin re ADA. Has

anyone answered this letter?  If so, how? 
 

d)     Milliman PPACA Health Insurer Fee Estimated Impact on State Medicaid Programs and
Medicaid Health Plans- see report attached  

 
e)       Congressman Boustany Request:  The Congressman recently introduced the Medicaid

Long-Term Care Reform Act (H.R. 6033).  Part of this bill would require the
Department of Health and Human Services to seek feedback from the governors of
each of the 50 states on policies to strengthen program integrity and make Medicaid
more sustainable for state and federal budgets.  They are contacting us to request your
written response to several related questions.

 
Here is a digital copy of the draft letter from Members and background info on federal rules that
restrict states’ ability to control Medicaid LTC eligibility and prioritize those in greatest need. 
http://www.centerltc.com/BriefingPapers/Overview.htm
 
http://oversight.house.gov/wp-content/uploads/2012/04/9-21-11-Subcommittee-on-Health-
Care-District-of-Columbia-Census-and-the-National-Archives-Hearing-Transcript1.pdf
 
HHS research on states’ difficulty with estate recovery:
http://aspe.hhs.gov/daltcp/reports/estreccol.htm
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Background information:
 

The Government Accountability Office reports “State Medicaid programs have, by default,
become the major form of insurance for long-term care.”  Since 1995, the costs of Medicaid
long-term care has grown at an average annual rate of 6.5 percent.  Medicaid spending has
already put a strain on state budgets, surpassing outlays for K-12 education programs.  Future
costs will rise.  More than six out of ten Americans will need long-term care services.
Demographers project that the number of Americans who are 85 or older – the group most
likely to need long-term care – will increase by more than 250 percent between 2000 and
2040.  
 
With this challenge in mind, the National Governors’ Association called for policy solutions
that “encourage personal responsibility and discourage the reliance on Medicaid financed
long-term care.”   Unfortunately, federal rules weaken Medicaid’s program integrity by
forcing states to exempt more than half-a-million dollars in home equity and the entire value
of a Rolls Royce when determining an individual’s eligibility for these welfare benefits.  As
you know, states often find it difficult to recover Medicaid spending from the estates of
people with significant financial assets and home equity.  In total, states recovered .78
percent of Medicaid spending for nursing homes in 2004.   
 
Questions:
 
As a governor who manages a Medicaid budget, we respectfully request your comments on
the following questions.   

1. Should the federal government give states greater flexibility to consider assets,
including substantial home equity, when determining eligibility for long-term care
coverage through the Medicaid program?  Why or why not?

2. Please provide examples of barriers to effective Medicaid estate recovery programs and
tools that might help states in this area. 

3. Should state and federal governments encourage middle-income Americans to
anticipate and plan for their future long-term care needs, instead of relying on
Medicaid, a safety net for the poor?  Why or why not?

4. Do you consider Medicaid estate planning to be a significant problem that takes
resources from the truly needy in your state? Please explain and provide examples.

 
We appreciate your attention to this matter.  Please provide a response to this letter by
October 17, 2012.  In the meantime, if you have any questions, please have a member of your
staff contact Mike Thompson in Rep. Charles Boustany’s office at 202-225-2031.”
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From: Dustin Huffman
To: Marie Sanderson; Lindsay Russell
Subject: RGPPC Budget and Healthcare Policy & Press
Date: Wednesday, July 18, 2012 9:36:15 AM
Attachments: image001.png

 
                                                                                                                              Policy & Press | July 18, 2012

 
 
Recommended Read
Republican Governors Lead the Way (Town Hall)
 
 
Budget & Tax
Report: State Budget Crisis Task Force (State Budget Task Force)
 
Without Major Overhauls, State Budget Crises Will Linger (Stateline)
 
Gloomy Forecast for States, Even if Economy Rebounds (NY Times)
 
Report Details Threats to States' Fiscal Health (WSJ)
 
States need to act on long-term budget crises: report (The Hill)
 
 
Healthcare
Parnell says no to state-run health insurance exchange (AP)
 
Gov. Perry Op-Ed: Tort reform has had just the impact we desired (Statesman)
 
Rational healthcare, not rationing (LA Times)
 
The state of Medicaid (in charts!) (Washington Post)
 
House GOP unveils death by 1,000 cuts (Politico)
 
States saying no to 'Obamacare' could see downside (AP)
 
Obama: Health care mandate is a 'principle' (Politico)
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From: Andrew Silvestri
To: Katie Altshuler; Denise Northrup; Alex Weintz; Glenn Coffee
Subject: RGPPC Call on Medicaid Opinion

When: Thursday, June 28, 2012 3:30 PM-4:00 PM (UTC-06:00) Central Time (US & Canada).
Where: 1 800 653 7913  access code 4341764

Note: The GMT offset above does not reflect daylight saving time adjustments.

*~*~*~*~*~*~*~*~*~*

All: Quick update on the Medicaid opinion.

 CALL SCHEDULED FOR TODAY:  We will host a call at 4:30 EST today to discuss moving parts with a team of experts.  
  access code 

PRESS:  We realize many of you are torn with what to say regarding the Medicaid expansion piece in your public states.  We request
that you continue indicate that your state is studying the opinion. We will discuss this today on the call.  We will discuss Medicaid
expansion, MOEs, healthcare exchanges and a number of other questions you might have.   While the expansion piece is voluntary,
Medicaid is still a regulatory mess and other pieces of PPACA for states appear to be intact.  

Thanks,
Marie

More: 
http://www.scotusblog.com/2012/06/court-holds-that-states-have-choice-whether-to-join-medicaid-expansion/

Court holds that states have choice whether to join medicaid expansion
The Court’s decision on the constitutionality of the Medicaid expansion is divided and complicated.  The bottom line is that: (1)
Congress acted constitutionally in offering states funds to expand coverage to millions of new individuals; (2) So states can agree to
expand coverage in exchange for those new funds; (3) If the state accepts the expansion funds, it must obey by the new rules and
expand coverage; (4) but a state can refuse to participate in the expansion without losingall of its Medicaid funds; instead the state will
have the option of continue the its current, unexpanded plan as is.

 The votes for this outcome are divided among several opinions.  Three Justices – the Chief, Justice Kagan, and Justice Breyer – took
the position that depriving a state of all of its Medicaid funding for refusing to agree to the new expansion would exceed Congress’s
power under the Spending Clause.  Although Congress may attach conditions to federal funds, they concluded, it may not coerce states
into accepting those conditions.  And in this case, taking away all the states’ funds for the entirety of its Medicaid program just because
it disagreed with a piece of the program would be coercive.  But the remedy for that constitutional violation is not to declare the
expansion unconstitutional – such that even states that want to participate would not have the option.  Instead, the plurality held that
the provision of the statute that authorized the Government to cut off all funds for non-compliance with the expansion was
unconstitutional.  The result is that states can choose to participate in the expansion, must comply with the conditions attached to the
new expansion funds if they take that new money, but states can also choose to continue to participate only in the unexpanded
version of the program if they want.
 
Justices Ginsburg and Sotomayor would have held the entire expansion program constitutional, even the provision threatening to cut
off all funding unless states agreed to the expansion.  Their votes created a majority for the proposition that the overall expansion was
constitutional, and that states could choose to participate in the expansion and would have to comply with the expansion conditions if
they did.
 
But there was still no majority about what to do about the states that do not want to participate in the expansion – the Chief Justice’s
3-Justice plurality voted to strike down the provision allowing the Government to withhold all funds from states that reject the
expansion; Justices Ginsburg and Sotomayor voted to uphold it.
 
The deadlock was broken by the dissenters.  Justice Scalia – writing on behalf of himself, and Justices Kennedy, Thomas, and Alito –
agreed with the Chief’s plurality that the threat to withhold all funds was unconstitutionally coercive.  But they would have held that
the consequence is that the entire expansion program should be stricken.  The result would have been that even states that wanted to
participate in the program could not.  The plurality’s approach of simply striking down the provision that allowed withholding all funds if
the state refused the expansion was, in the dissenters’ view, tantamount to rewriting the statute.
 
At this point, that meant that there were 2 votes to uphold the expansion in its entirety, 4 votes to strike the entire expansion down,
and 3 votes to strike down only the provision withholding all funds for non-compliance with the expansion mandate.  So where does
that leave things?
 
Fortunately (for the sake of clarity at least), Justices Ginsburg and Sotomayor resolved the ambiguity by voting with the plurality on
the remedy question.  That is, these Justices voted that if the statute was unconstitutionally coercive, then the remedy would be only
to strike down the all-or-nothing sanction.
 
The consequence was a bottom line of 7 Justices – the Chief, Breyer, Kagan and the four dissenters – finding the expansion
unconstitutional.  But a different majority – the Chief, Ginsburg, Breyer, Sotomayor and Kagan – held that the remedy for the violation
was to strike down only the provision allowing the federal government to withhold all Medicaid funds unless a state agrees to the
expansion.
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Marie Thomas Sanderson
Policy Director
Republican Governors Association (RGA)
 HYPERLINK "mailto:MSanderson@rga.org" MSanderson@rga.org
Republican Governors Public Policy Committee (RGPPC)
 HYPERLINK 
Office (202) 464- 8556
Cell (  
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From: Dana Wolpert on behalf of Mary Fallin
To: Denise Northrup; Katie Altshuler; Glenn Coffee
Subject: RGPPC Governors’ Only Conference Call On Healthcare Ruling

When: Tuesday, July 03, 2012 10:30 AM-11:00 AM (UTC-06:00) Central Time (US & Canada).

Note: The GMT offset above does not reflect daylight saving time adjustments.

*~*~*~*~*~*~*~*~*~*

A RGPPC Governors’ Only conference call will be held on Tuesday, July 3rd: 11:30 AM - 12:00 PM (EDT) to discuss the PPACA Supreme
Court decision. On this call, a brief summary  of the decision will be provided, and governors will discuss what the decision means for
their state as well as next steps. 

Dial-in Number: 
Participant code: 
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From: Monica Block
To: Monica Block
Cc: Lindsay Russell; Marie Sanderson
Subject: RGPPC Health Care Summit Attendee Survey
Date: Wednesday, October 12, 2011 2:13:16 PM

We are looking forward to seeing you in DC for the RGPPC Health Care Summit on October
24th – 25th!  In order to ensure we are covering the topics you would like to hear about, please
take 5 minutes to complete our attendee summit survey online by clicking here.
 
If you are unable to access the online survey, you can fill in the spaces below and send it back
to me:
 
 
RGPPC Heath Care Summit Attendee Survey
RGPPC Health Care Summit
October 24th - 25th
Washington, DC
 
Listed below are all the panel session titles and discussion points for the RGPPC Health Care
Summit. In an effort to make sure that the panels address the issues that are most important
to your state and assist in our networking efforts, we would like to give you the opportunity to
give us some feedback in preparation for our conference. Please use the space below to
express any suggestions you may have on any of the panel discussions.
 
Name?
 
State?
 
Title?
 
May we publish your responses for other participants to see?

( ) Yes
( ) No

 
If yes, may we attribute your responses to you in the published document for other
participants to see?

( ) Yes
( ) No

 
1. The Overreaching Burdensome Regulatory Environment Point of Discussion: Will include a
discussion on asset tests, pharmacy costs and fraud waste and abuse, etc. as well as the impact
of the Obama Administration’s harmful regulations on states
 
2. Enhancing Personal Responsibility Point of Discussion: Programs that have been successful-
or could be successful-- in requiring more personal responsibility
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3. Healthcare Exchanges Point of Discussion: A conversation on the various approaches to
healthcare exchanges
 
4. Medicaid Reforms: Waivers, Innovative Reforms and Pilot Programs Point of Discussion:
Learn from other states, experts, and the private sector regarding creative ideas to manage the
current Medicaid programs
 
5. Improving Healthcare and Reducing Costs: A Discussion on Dual Eligibles and Cost
Containment Point of Discussion: Discuss what states are doing to control costs and what
states need to effectively manage their dual eligibles program
 
6. What Medicaid Reform Should Look Like Point of Discussion: What would repeal and
replace look like? A discussion to guide our work moving forward.
 
 
Thank you for your help and feedback!
 
Sincerely,
Monica
 
 
Monica Block
Governors Liaison
Republican Governors Association
1747 Pennsylvania Avenue, NW, Suite 250, Washington, DC 20006
202.662.4159 direct |  cell | 202.662.4926 fax
mblock@rga.org
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From: Dustin Huffman
To: Lindsay Russell; Marie Sanderson
Subject: RGPPC Healthcare Policy & Press
Date: Friday, July 27, 2012 10:24:59 AM
Attachments: image001.png

2012 Key Findings Post SCOTUS Ruling.pdf

All,
 
Please see the below Healthcare press clips and the attached ACA analysis completed by House
Ways and Means.
 

                                                                                                                             
 
 Policy & Press | July 27, 2012
 
 
Recommended Read
Gov. Scott Op-Ed: Medicaid Expansion Would Strain State Budgets (US News)
 
 
Healthcare
Pennsylvania Department of Public Welfare Earns National Award for Efforts to Eliminate Waste, Fraud
and Abuse (PR Newswire)
 
Newsmakers: Department of Health Services Secretary Dennis Smith on Affordable Care Act (Wiseye)
 
Health-care fight far from over for NFIB (Washington Post)
 
Cutting U.S. health-care costs doesn’t have to be harmful (Washington Post)
 
Hospitals Fear Cuts in Aid for Care to Illegal Immigrants (NY Times)
 
White House tailors minority health care pitch (Politico)
 
Texans to get millions in health insurance rebates (Statesman)
 
Health Insurance Exchanges: Improving Health Care Access And Quality (Health Affairs)
 
Health IT still defining HIE consumer engagement (Fierce Health IT)
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From: Marie Sanderson
To: Kinzel, Will; Marie Sanderson; vmariethomas
Cc: john.katz@alaska.gov; russ.kelly@alaska.gov; lgromis ; macarter32 ; RSerote@az.gov;

Adam.nordstrom ; Rob.Jakubik ; bfulenwider@georgia.gov;
ehames@georgia.gov; brandymarty03 ; dhiowa ; jabot10
jboeyink34 ; travisrichmond  wkloibe ; David.Hensley@gov.idaho.gov;
jkreizenbeck@gov.idaho.gov; Tammy.Perkins@gov.idaho.gov; Andrew Silvestri; Katie Altshuler;
JamieShuster@gov.sc.gov; tedpitts@gov.sc.gov; hedgcockm@gov.state.la.us;
bob.schwaneberg@gov.state.nj.us; Dona.DeLeon@gov.state.nj.us; Wayne.Hasenbalg@gov.state.nj.us;
michael.ciamarra@governor.alabama.gov; Candice Whitfield; eric.finkbeiner@governor.virginia.gov;
Jeannemarie.Davis@governor.virginia.gov; kristi.craig@governor.virginia.gov;
Michael.DiSabato@governor.virginia.gov; sirena.ramirez@guam.gov; debbie ; griffin ;
wstruble ; wags@la.gov; Renee.Fargason@laspbs.state.fl.us; kristacarman ;
mary.mayhew@maine.gov; brandi white@mcconnell.senate.gov; Lanier Swann@mcconnell.senate.gov;
blackwellr2@michigan.gov; chadderdona@michigan.gov; mcbrideb@michigan.gov; muchmored@michigan.gov;
tomichz@michigan.gov; Lauren.Hill@nebraska.gov; brian  ryan ;
nguillemard  sarah.echols  Mike Schrimpf; Lindsay Russell; Seth Levey;
ts  Bkanzeg  aparis@state.pa.us; jbranstett@state.pa.us;
jmcallahan@state.pa.us; ktartaglia@state.pa.us; rebmyers@state.pa.us; Jim.Soyer@state.sd.us;
MKennicott  Mark.Cate@tn.gov; Will.Cromer@tn.gov; Bnutt ;
RSPENDLOVE@utah.gov; EMainigi ; bill.kloiber@wisconsin.gov; Carol.Statkus@wyo.gov;
katyoder 99 ; pjpgator

Subject: RGPPC Healthcare strategy Mtg Thurs 10AM-11AM EST
Date: Tuesday, March 15, 2011 3:32:31 PM

As mentioned during our RGPPC call yesterday, we will have a healthcare strategy meeting at RGA on
Thursday (3/17) at 10AM-11AM EST to talk about our healthcare strategy next week regarding the
anniversary at PPACA.

This is not a command performance.  Please let Lindsay Russell at  know if you plan
to come in person or call in via conference call. We'll provide a number for those of you who would like
to conference in.

Please continue to take an inventory from your offices about what your boss would like to say next
week about the anniversary.

RGA address:
1747 Pennsylvania Avenue,
Suite 250

Best,
Marie
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From: Lindsay Russell
To: Marie Sanderson; Marie Sanderson; Carol.Steckel@la.gov
Cc: mike.lesmann@alaska.gov; dcook@dch.ga.gov; valerie.j.harr@dhs.state.nj.us;

Brian.McManus2 ; Margaret.Whatley@finance.alabama.gov; Pat.Casanova@fssa.in.gov;
bfulenwider@georgia.gov; ehames@georgia.gov; smayfield@georgia.gov; janelcausey@
tonykeck ; JamieShuster@gov.sc.gov; Rteague@gov.state.ga.us; hedgcockm@GOV.STATE.LA.US;
Dona.DeLeon@gov.state.nj.us; marissa.watkins@gov.state.nj.us; Candice Whitfield;
Bill.Hazel@governor.virginia.gov; Kristi.Craig@governor.virginia.gov; Billy.Millwee@hhsc.state.tx.us;
debbie ; michael@iowa.gov; Bruce@la.gov; Calder.Lynch@la.gov; jtlane@la.gov;
Henry.Davis@medicaid.alabama.gov; R.Bob.Mullins@medicaid.alabama.gov;
Robin.Rawls@medicaid.alabama.gov; blackwellr2@michigan.gov; brian@nevadadc.org;
david.tanner@opd.state.ga.us; twatkins ; sverma ;
deb.bowman@state.sd.us; larry.iversen@state.sd.us; Darin.J.Gordon@tn.gov; mhales@utah.gov;
nthurston@utah.gov; Dennisg.smith@wi.gov; Becky.Kikkert@wisconsin.gov; Kimberly.Liedl@wisconsin.gov;
Streur, William J (HSS); Elizabeth Hoy; Anne.Cassity@LA.GOV; krogers@georgia.gov; katrin.teel@maine.gov

Subject: RGPPC healthcare task force call Thursday 11/3 5 PM EST
Date: Wednesday, November 02, 2011 3:56:37 PM
Attachments: rgaexchange NOV 1 Call.docx

Good Afternoon,

Per our staff-only meeting at the Healthcare summit, attached is a discussion document prepared by IN
and several other states to continue our debate of healthcare exchanges. This document has been
edited since last week's draft.

We will have a healthcare task force meeting on Thursday at 5 PM EDT to build off our staff-only
discussion. 

Agenda

1. Roll call- Marie
2. Document discussion, Seema Verma Indiana
3. Next steps

Conference Line:
Passcode: 
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From: Marie Sanderson
To: Marie Sanderson; vmariethomas
Cc: Cindy.Sims@alaska.gov; john.katz@alaska.gov; russ.kelly@alaska.gov; lgromis  macarter32

RSerote@az.gov; Adam.nordstrom ; brian.mcmanus2
JohnPatrick.Walsh ; Rob.Jakubik ; bfulenwider@georgia.gov;
ehames@georgia.gov; brandymarty03 ; chiproytexas ; dhiowa ;
jabot10  janelcausey ; jboeyink34  travisrichmond ;
wkloibe ; David.Hensley@gov.idaho.gov; jkreizenbeck@gov.idaho.gov;
Tammy.Perkins@gov.idaho.gov; Andrew Silvestri; Katie Altshuler; JamieShuster@gov.sc.gov;
tedpitts@gov.sc.gov; hedgcockm@gov.state.la.us; bob.schwaneberg@gov.state.nj.us;
Dona.DeLeon@gov.state.nj.us; marissa.watkins@gov.state.nj.us; Wayne.Hasenbalg@gov.state.nj.us;
Honor.Ingels@governor.alabama.gov; Candice Whitfield; eric.finkbeiner@governor.virginia.gov;
Jeannemarie.Davis@governor.virginia.gov; kristi.craig@governor.virginia.gov;
Michael.DiSabato@governor.virginia.gov; sirena.ramirez@guam.gov; debbie ; griffin ;
wstruble  wags@la.gov; Renee.Fargason@laspbs.state.fl.us; kristacarman ;
Will.Kinzel@mail.house.gov; mary.mayhew@maine.gov; brandi white@mcconnell.senate.gov;
Lanier Swann@mcconnell.senate.gov; blackwellr2@michigan.gov; chadderdona@michigan.gov;
mcbrideb@michigan.gov; muchmored@michigan.gov; tomichz@michigan.gov; lauren.kintner@nebraska.gov;
brian  ryan ; nguillemard sarah.echols  Mike Schrimpf;
Lindsay Russell; Seth Levey; ts ; Bkanzeg t; Brian.Moore@state.nm.us;
aparis@state.pa.us; jbranstett@state.pa.us; jmcallahan@state.pa.us; ktartaglia@state.pa.us;
rebmyers@state.pa.us; Jim.Soyer@state.sd.us; MKennicott ; Mark.Cate@tn.gov;
Will.Cromer@tn.gov; Bnutt RSPENDLOVE@utah.gov; bill.kloiber@wisconsin.gov;
wendy.riemann@wisconsin.gov; Carol.Statkus@wyo.gov; michelle.dynes@wyo.gov; katyoder 99 ;
pjpgato

Subject: RGPPC Healthcare Task Force Call today 5 EST
Date: Thursday, June 23, 2011 3:25:22 PM
Attachments: RGPPC 2011-06-23-RGPPC broader document.docx

Our RGPPC healthcare task force call will occur today at 5 PM EST.

The revised broader document is attached.

Conference line today:

Access code:

AGENDA:
1. Roll Call- Marie Sanderson: RGPPC/MS

2.  Broader/Comprehensive Document review- Carol Steckel, LA

3. Discussion on cost:  Medicaid find- middle class, ss and eligbility  (see below)

4. Other business?

5. Next Call: Thursday, June 30th

From yesterday, background on Agenda item #3.

A few of you have contacted me about quickly calculating what this
"find" means to your states.  As Chip with TX put it, this is extremely
compelling information, and the faster we have it compiled to use, the
more impact it will have. 

I have some calls into think tanks to get their input. I've also asked
my MS Medicaid team to review as well.  We will discuss this tomorrow on
our healthcare task force phone call (6/23 5 PM EST).  Some of your
states are able to produce  fast results in situations like this, so we
ask that you go ahead and start crunching those numbers. It would be
useful to discuss feedback on tomorrow's call.
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Let us know if you have any questions- suggestions.

FOR IMMEDIATE RELEASE

CONTACT
Mike Schrimpf, 202-662-4147
mschrimpf@rga.org

ICYMI: Adding Fuel to the Health Care Fire

The Associated Press reports today that a newly discovered provision in
President Obama’s health care law would make millions of people newly
eligible to receive Medicaid. The article notes that the discovery will
boost Republican governors’ argument that Obamacare’s rules concerning
Medicaid don’t make sense.

In fact, Republican governors have long been advocating that the
Medicaid provisions in Obamacare are in desperate need of reform, making
the flippant response from the Senate Finance Committee to today’s
finding all the more disconcerting. The time when federal Democrats can
shrug their shoulders and ask everyone to trust them is over.
The full article is below:

A twist in Obama’s health care law

WASHINGTON * President Barack Obama's health care law would let several
million middle-class people get nearly free insurance meant for the
poor, a twist government number crunchers say they discovered only after
the complex bill was signed.

The change would affect early retirees: A married couple could have an
annual income of about $64,000 and still get Medicaid, said officials
who make long-range cost estimates for the Health and Human Services
department.

Up to 3 million people could qualify for Medicaid in 2014 as a result of
the anomaly. That's because, in a major change from today, most of their
Social Security benefits would no longer be counted as income for
determining eligibility.

Medicare chief actuary Richard Foster says the situation keeps him up at
night.

"I don't generally comment on the pros or cons of policy, but that just
doesn't make sense," Foster said during a question-and-answer session at
a recent professional society meeting. It's almost like allowing
middle-class people to qualify for food stamps, he suggested.

"This is a situation that got no attention at all," added Foster. "And
even now, as I raise the issue with various policymakers, people are not
rushing to say ... we need to do something about this."

Indeed, administration officials and senior Democratic lawmakers say
it's not a loophole but the result of a well-meaning effort to simplify
rules for deciding who will get help with insurance costs under the new
health care law. Instead of a hodgepodge of rules, there will be one
national policy.

"This simplification will stop people from falling into coverage gaps
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and may cause some to be newly eligible for Medicaid and others to no
longer qualify," said Brian Cook, spokesman for the Centers for Medicare
and Medicaid Services.

But states have been clamoring for relief from Medicaid costs,
complaining that just these sorts of federal rules drive up spending and
limit state options. The program is now one of the top issues in budget
negotiations between the White House and Congress. Republicans are
pushing for a rollback of federal requirements that block states from
limiting eligibility.

Medicaid is a safety net program that serves more than 50 million
vulnerable Americans, from low-income children and pregnant women to
Alzheimer's patients in nursing homes. It's designed as a federal-state
partnership, with Washington paying close to 60 percent of the total
cost.

Early retirees would be a new group for Medicaid. While retirees can now
start collecting Social Security at age 62, they must wait another three
years to get Medicare, unless they're disabled.

Some early retirees who worked all their lives may not want to be
associated with a health care program for the poor, but others might see
it as a relatively painless way to satisfy the new law's requirement
that all Americans carry medical insurance starting in 2014. It would
help tide them over until they turn 65 and qualify for Medicare.

The actuary's office said the 3 million early retirees who would become
eligible for Medicaid are on top of an estimated 16 million to 20
million people that Obama's law would already bring into the program, by
opening it to childless adults with incomes near the poverty level.
Federal taxpayers will cover all of the initial cost of the expansion.

A spokeswoman for the Senate Finance Committee, which wrote much of the
health care law, said if the situation does become a problem there's
plenty of time to fix it later.

"These changes don't take effect until 2014, so we have time to review
all possible cases to ensure Medicaid meets its mission of serving only
the neediest Americans," said Erin Shields.

But Republicans already see a problem.

Former Utah governor Mike Leavitt said adding early retirees will "just
add fuel to the fire," bolstering the argument from Republican governors
that some of Washington's rules don't make sense.

"The fact that this is being discovered now tells you, what else is
baked into this law?" said Leavitt, who served as Health and Human
Services secretary under President George H.W. Bush.

3376



Marie Thomas Sanderson
Republican Governors Public Policy Committee (RGPPC)
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From: Dustin Huffman
To: Marie Sanderson; Deborah Hohlt 
Cc: Dustin Huffman
Subject: RGPPC Healthcare Update
Date: Monday, November 05, 2012 11:57:30 AM
Attachments: Food-Stamps Paper 10-30-12.pdf

SNAP Presentation-Revised-2012Nv1.pdf

Good afternoon Action Officers and Healthcare Advisors,
 
As an FYI, attached are two documents from Pennsylvania’s Department of Public Welfare:
 

·         A report, “Learning from Pennsylvania: Asset Test Shows Promise of Reversing Food-
Stamp Expansion”,

·         and slides highlighting Pennsylvania’s asset test reforms to their Supplemental Nutrition
Assistance Program.

 
The two documents include compelling data on the sharp rise of SNAP caseloads and expenditures
as a result of Democratic legislation that removed the critical asset test, details on the successful
reforms implemented in Pennsylvania to reinstate the asset test through an enterprise-wide
program integrity plan (EWPIP), and charts that illustrate the positive results of these reforms.    
 

---
 
Also, below is a roundup of recent healthcare news clips:
 
Health-Care Law Spurs a Shift to Part-Time Workers (WSJ)
Some low-wage employers are moving toward hiring part-time workers instead of full-time ones to
mitigate the health-care overhaul's requirement that large companies provide health insurance for
full-time workers or pay a fee.
 
Post-election flood of ‘Obamacare’ rules expected (Politico)
HHS is expected to begin to release the backlog of regulations. And the states will quickly face a Nov.
16 deadline to tell the Obama administration whether they’ll implement a health insurance exchange
— a key part of the law about where consumers will purchase health insurance after 2014. If Obama
wins, that work is likely to continue through the early years of his second term. Democrats will want
the law put in place as quickly as possible. They face a late 2013 deadline to have the exchanges
ready to go. And if Romney wins, the need to get the rules out may become even more urgent for
Democrats. Any rules or regulations that are not final by Nov. 22 — 60 days before Romney would be
sworn in — can be easily put on hold on Jan. 20.
 
Obama Administration Sits on Key Regulations (National Journal)
Several people who work closely with the Centers for Medicare and Medicaid Services, the agency at
the Health and Human Services Department responsible for most of the outstanding health care
regulations, say they've been told the delays are due to political considerations, not technical
difficulties. One congressional staffer who works closely with CMS said they had been told the agency
is on "lockdown."
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Medical Device Tax: Obamacare's silent job killer (USA Today)
The president's health law imposes a 2.3% tax on all medical device sales. This doesn't sound like
much, but that's misleading. The tax is not on profits, but on gross (total) receipts. For smaller device
manufacturers with narrow profit margins, the tax could actually exceed their profits, pushing them
into the red. In all, some 43,000 jobs could be lost due to the tax, according to a widely-cited, but
industry-funded study. Another report, out just two weeks ago, showed venture capital fleeing the
medical device industry, presumably in response to the new ObamaCare tax.
 
Please let us know if you have any questions, comments, or concerns. We will continue to monitor
these issues and provide relevant updates.
 
Best,
Dustin
 
Dustin Huffman
Policy Advisor 
Republican Governors Public Policy Committee | RGA
1747 Pennsylvania Avenue, NW, Suite 250 | Washington, DC 20006
Office: (202) 662-4927
Cell: 
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From: 

To: 
Cc: 

Subject: 
Date: 

Marie Sanderson 

RGPPC Mtg/ Conference call Monday 10 AM EST 

Sunday, March 20, 2011 9 :34:13 PM 

We will have our RGPPC conference all on Monday at 10:30 AM EST. Those of you in DC may meet in 
the NJ conference room in the Hall of States. Those of us on on the phone should dial into: 

!!!!!! -
Agenda: 

1. Roll Call: Marie {MS) 

2. RGA Update: Marie {MS) and Brandy/Travis {TX) 
Overview of energy letter; RGPPC process discussion 

3. House Update: Will {Speaker Boehner) 

4. Senate Update: Neil Chatterjee (Leader McConnell) 
Specific update on energy strategy 

5. RGPPC Healthcare Strategy-- PPACA anniversary 
QUOTES DUE TO MIKE SCHRIMPF by TUES COB: mschrimpf@rga.org 

6. RGPPC Research efforts are beginning. Please respond to Seth and Lindsay and connect them with 
the right staff in your states. 
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7.  Other business

Marie Thomas Sanderson
Director of Federal Policy
Office of Governor Haley Barbour
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From: Lindsay Russell
To: Marie Sanderson; Seth Levey; Intern Eric Arpert
Subject: RGPPC News Clips
Date: Tuesday, November 15, 2011 9:37:59 AM
Attachments: image001.png

 
 
 
 

 

Policy & Press | November 14, 2011

 
 
National
Health law to get broad look from Supreme Court (Politico)
 
Debt panel could punt on tough calls (Politico)
 
Rare spending deal shapes up on Hill (Politico)
 
 
Energy and Environment
Renewable Energy: Bubble, Scam, or Both (Power Line)
 
TransCanada agrees to avoid Sandhills (Lincoln Journal Star)
 
Keystone pipeline builder proposes changing Nebraska route (LA Times)
 
 
Budget and Tax
Governor Branstad says changes to Iowa Workforce Development expand employment services (Sioux
City Journal)
 
Wealthy found to flee NJ tax (Wall Street Journal)
 
Governor Scott hails 100-job expansion in South Florida (AP)
 
 
Infrastructure
Senate bill may weaken smaller metros, empower state DOT’s (DC.Streets)
 
 
Healthcare
Red tape hampers care for patients who are poor and disabled (LA Times)
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ObamaCare and the limits of government (Wall Street Journal)
 
Governor Dalrymple praises rejection of ND health exchange (AP)
 
 
Education
Op-Ed: Tennessee’s push to transform schools (New York Times)
 
Florida launches charter school competition (Miami Herald)
 
Businesses invest in Maine’s community colleges in bid to increase capacity (Bangor Daily News)
 
 
Other
Indiana legislative panel endorses test of iPads (NWI)
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From: RGPPC
To: RGPPC
Subject: RGPPC Policy & Press
Date: Friday, November 09, 2012 11:06:25 AM
Attachments: image001.png

 
 
                                                                                                                           Policy & Press | November 9, 2012
 
 
Budget and Tax
Obama to address ‘fiscal cliff,’ setting tone for negotiations with Republicans (WaPost)
 
CBO Releases a Report on the Economic Effects of Policies Contributing to Fiscal Tightening in 2013
(CBO)
 
Pressure Rises on Fiscal Crisis (WSJ)
 
Obama Success on Fiscal Cliff May Hinge on Congress Ties (Bloomberg)
 
McDonnell wants agencies to find potential cuts (Richmond Times-Dispatch)
 
Florida business taxes to be cut, governor says (Miami Herald)
 
California Voters Add Local Taxes on Top of New Levies (Bloomberg)
 
Prop. B foe: Proposed tax hike too steep (Missouri News-Tribune)
 
New Mexico's permanent funds increased by $4B during past year (The Republic)
 
 
Energy and the Environment
State recalculates payouts from drilling impact fee (Pittsburgh Post-Gazette)
 
Long-shot carbon tax suddenly part of fiscal cliff debate (Reuters)
 
Wind tax credit backers ramp up campaign to greet Congress (The Hill)
 
Energy Economics: Dismal Science Deals with Good News (AOL Energy)
 
Will Storm’s Wall Street Impact Influence U.S. Carbon Policy? (NYT)
 
US energy future back in Obama's hands (Christian Science Monitor)
 
The coming environmental battlegrounds (Washington Times)
 
Don't Expect The EPA To Finish Off Thermal Coal (Seeking Alpha)
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The Energy Opportunity in Wasted Heat (Scientific American)
 
 
Economic Development
Alabama industry report: State exports on the rise this year, led by autos, iron and steel (Alabama News)
 
Political winds bolster bridge, fuel-tax review, but not renewable energy (Michigan News)
 
 
Immigration
Can Marco Rubio save the GOP on immigration? (Politico)
 
The way forward (WaPost)
 
Speaker ‘Confident’ of Deal With White House on Immigration (NYT)
 
Rick Santorum: GOP must reach Latinos (Politico)
 
 
Labor and Pensions
In Michigan, a Setback for Unions (NYT)
 
Proposal 2 loss renews call for right-to-work law (Detroit News)
 
 
Education
In wake of Prop 204 failure, Brewer seeks increased funding, accountability for schools (East Valley
Tribune)
 
School efficiency task force to meet (Topeka Capital-Journal)
 
Kasich linking careers, education (The Columbus Dispatch)
 
 
Healthcare
Obamacare Is Still Vulnerable (National Review)
 
With Obama Re-Elected, States Scramble Over Health Law (NY Times)
 
Morning Bell: What Does the Election Mean for Obamacare? (The Heritage Foundation)
 
Obamacare: America's Last Entitlement (Forbes)
 
Republican governors scramble over next Obamacare steps (WaPost)
 
Analysis: 20 states will run their health-law exchanges (The Hill)
 
The Outlook for “Obamacare” in Two Maps (Pro Publica)
 
Bentley, other governors discuss looming healthcare exchange deadline (Alabama News)
 
Georgia expected to spar over Medicaid expansion in election aftermath (Augusta Chronicle)
 
Brownback opposes health care exchanges (Kansas City Star)
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Nixon: Missouri won't run health insurance exchange by 2014 (Kansas City Star)
 
Ohio iffy on health-insurance exchange (The Columbus Dispatch)
 
With election over, SC healthcare debate takes new tone (The State)
 
TN to decide on health exchanges next week (The Tennessean)
 
Haslam still studying health exchange in wake of election (Memphis Business-Journal)
 
Utah hospital lobby says ‘no’ to Medicaid expansion, for now (Salt Lake Tribune)
 
Gov. McDonnell favors federal Obamacare exchange for Virginia (Washington Post)
 
Walker, other officials have to scramble on Obamacare compliance (Milwaukee-Wisconsin Journal-
Sentinel)
 
Feds will run Virginia’s Health Exchange Insurance at Outset (Daily Press)
 
Gov suggests Ga. unlikely to run health exchange (CBS News)
 
Top Republican lawmaker won't try to kill 'Obamacare' again (Reuters)
 

3386



From: RGPPC
To: RGPPC
Subject: RGPPC Policy and Press
Date: Tuesday, July 17, 2012 10:52:46 AM
Attachments: image001.png

 
                                                                                                                              Policy & Press | July 17, 2012

 
 
 
Budget & Tax
California, look to Wisconsin (LA Times)
 
 
Energy & Environment
Fault lines on power grid cybersecurity (The Hill)
 
The gas-price crisis that wasn't (Politico)
 
Study: $163B currently invested in US oil, gas projects (SNL Financial)
 
Colorado, Oklahoma Pitch Natural-Gas Cars In Michigan (Bloomberg)
 
Offshore Wind Slump Means No Firm Orders For GE, Siemens (Bloomberg)
 
 
Labor and Pensions
CalPERS returns are paltry (LA Times)
 
 
Public Safety
Gov. Deal wants review of juvenile justice system (Augusta Chronicle)
 
 
Transportation and Infrastructure
Obama touts highway bill as sign of 'modest cooperation' from Congress (The Hill)
 
 
Defense
Frenzy over sequester hits Capitol Hill (Politico)
 
 
Education
Wisconsin sets new, tougher standards for student tests (AP)
 
State gives final approval on Jersey City elementary charter school to open in September, axes one
proposed school in city (NJ.com)
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Gov. Rick Snyder assembles panel to plan for sweeping changes to school funding (M Live)
 
 
Healthcare
Health Reform Law Makes Clear That Subsidies Will Be Available in States with Federally Operated
Exchanges (CBPP)
 
Georgia tables Medicaid revamp (AJC)
 
Lawmakers consider next step on Jindal administration Medicaid cuts (Times-Picayune)
 
Michigan health care expansion meets GOP resistance (Detroit News)
 
Maryland examines taxes, fees to fund health exchange (Washington Examiner)
 
Forget states opting out. What happens to Medicaid if they opt-in? (Washington Post)
 
Health Law Opponents Challenge Tax Credit (WSJ)
 
CBO says military health-care costs could soar (Washington Post)
 
Ohio gets $1 million for health-care exchange (Dispatch)
 
Poll: Affordable Care Act bad for business (Politico)
 
Taxation Without Representation: The Illegal IRS Rule to Expand Tax Credits Under the PPACA (SSRN)
 
Safety Net Hospitals Could Lose Money In Medicare Changes, Study Warns (KHN)
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From: Lindsay Russell
To: Seth Levey; john.katz@alaska.gov; russ.kelly@alaska.gov; lgromis ; macarter32 ;

RSerote@az.gov; Adam.nordstrom ; Rob.Jakubik ; bfulenwider@georgia.gov;
ehames@georgia.gov; brandymarty03@ ; dhiowa@ ; jabot10 ;
jboeyink34 ; travisrichmond ; wkloibe  David.Hensley@gov.idaho.gov;
jkreizenbeck@gov.idaho.gov; Tammy.Perkins@gov.idaho.gov; Andrew Silvestri; Katie Altshuler;
JamieShuster@gov.sc.gov; tedpitts@gov.sc.gov; hedgcockm@gov.state.la.us;
bob.schwaneberg@gov.state.nj.us; Dona.DeLeon@gov.state.nj.us; Wayne.Hasenbalg@gov.state.nj.us;
Honor.Ingels@governor.alabama.gov; michael.ciamarra@governor.alabama.gov; Candice Whitfield;
eric.finkbeiner@governor.virginia.gov; Jeannemarie.Davis@governor.virginia.gov;
kristi.craig@governor.virginia.gov; Michael.DiSabato@governor.virginia.gov; sirena.ramirez@guam.gov;
debbie ; griffin ; wstruble ; wags@la.gov;
Renee.Fargason@laspbs.state.fl.us; kristacarman ; Will.Kinzel@mail.house.gov;
mary.mayhew@maine.gov; brandi white@mcconnell.senate.gov; Lanier Swann@mcconnell.senate.gov;
blackwellr2@michigan.gov; chadderdona@michigan.gov; mcbrideb@michigan.gov; muchmored@michigan.gov;
tomichz@michigan.gov; Lauren.Hil  brian@nevadadc.org; ryan ;
nguillemard sarah.echols  Mike Schrimpf; ts ; Bkanzeg ;
aparis@state.pa.us; jbranstett@state.pa.us; jmcallahan@state.pa.us; ktartaglia@state.pa.us;
rebmyers@state.pa.us; Jim.Soyer@state.sd.us; MKennicott@ ; Mark.Cate@tn.gov;
Will.Cromer@tn.gov; Bnutt  RSPENDLOVE@utah.gov; EMainigi
bill.kloiber@wisconsin.gov; Carol.Statkus@wyo.gov; katyoder 99 ; pjpgato
Keith.Gilkes@wisconsin.gov; Eric.Schutt@wisconsin.gov; Ryan.Murray@wisconsin.gov

Cc: Marie T. Sanderson
Subject: RGPPC Policy and Press-March 23,2010
Date: Wednesday, March 23, 2011 9:51:29 AM

 

Policy and Press
 

 
BUDGET
 
Budget writers look for deals
http://www.politico.com/news/stories/0311/51775.html
 
Gingrich chides House GOP in budget fight: Be willing to 'take risks'
http://thehill.com/blogs/blog-briefing-room/news/151381-gingrich-chides-house-gop-
leadership-over-spending-fight
 
TAXES
 
Has the GOP really taken taxes off the table?
http://www.washingtonpost.com/blogs/ezra-klein/post/wonkbook-has-the-gop-really-taken-
taxes-off-the-table/2011/03/10/ABP5XzHB_blog.html?hpid=z3
 
Treasury shoots down corporate tax holiday after Cantor push
http://thehill.com/blogs/on-the-money/domestic-taxes/151405-treasury-reiterates-opposition-
to-repatriation-push
 
 
HEALTH CARE
Obama Sued Over Health Care Waivers
http://nation.foxnews.com/health-care/2011/03/23/obama-sued-over-health-care-waivers
 
Where are the health care all-stars?
http://www.politico.com/news/stories/0311/51778.html
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John Boehner, Mitch McConnell vow to repeal health law
http://www.politico.com/news/stories/0311/51798.html
 
'Obamacare' is a failed experiment
http://www.politico.com/news/stories/0311/51745.html
 
A year later, health reform fight rages
http://thehill.com/homenews/administration/151377-health-fight-rages-on-1-year-after-the-
reform-became-law
 
Food stamps could be in mix for Republicans' 2012 spending cuts
http://thehill.com/homenews/house/151357-food-stamps-could-be-in-mix-for-gop-2012-
spending-cuts
 
Health care -- one year later
http://firstread.msnbc.msn.com/_news/2011/03/23/6327399-health-care-one-year-later
 
GENERAL
Banks must disclose ’08 Fed help ... if anyone cares
http://www.politico.com/news/stories/0311/51763.html#ixzz1HQxtLozu
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From: Lindsay Russell
To: Seth Levey; john.katz@alaska.gov; russ.kelly@alaska.gov; lgromis ; macarter32 ;

RSerote@az.gov; Adam.nordstrom ; Rob.Jakubik  bfulenwider@georgia.gov;
ehames@georgia.gov; brandymarty03 ; dhiowa ; jabot10 ;
jboeyink34 ; travisrichmond ; wkloibe ; David.Hensley@gov.idaho.gov;
jkreizenbeck@gov.idaho.gov; Tammy.Perkins@gov.idaho.gov; Andrew Silvestri; Katie Altshuler;
JamieShuster@gov.sc.gov; tedpitts@gov.sc.gov; hedgcockm@gov.state.la.us;
bob.schwaneberg@gov.state.nj.us; Dona.DeLeon@gov.state.nj.us; Wayne.Hasenbalg@gov.state.nj.us;
Honor.Ingels@governor.alabama.gov; michael.ciamarra@governor.alabama.gov; Candice Whitfield;
eric.finkbeiner@governor.virginia.gov; Jeannemarie.Davis@governor.virginia.gov;
kristi.craig@governor.virginia.gov; Michael.DiSabato@governor.virginia.gov; sirena.ramirez@guam.gov;
debbie ; griffin ; wstruble ; wags@la.gov;
Renee.Fargason@laspbs.state.fl.us; kristacarman ; Will.Kinzel@mail.house.gov;
mary.mayhew@maine.gov; brandi white@mcconnell.senate.gov; Lanier Swann@mcconnell.senate.gov;
blackwellr2@michigan.gov; chadderdona@michigan.gov; mcbrideb@michigan.gov; muchmored@michigan.gov;
tomichz@michigan.gov; Lauren.Hill@nebraska.gov; brian ; ryan ;
nguillemard  sarah.echols ; Mike Schrimpf; ts ; Bkanzeg
aparis@state.pa.us; jbranstett@state.pa.us; jmcallahan@state.pa.us; ktartaglia@state.pa.us;
rebmyers@state.pa.us; Jim.Soyer@state.sd.us; MKennicott@ ; Mark.Cate@tn.gov;
Will.Cromer@tn.gov; Bnutt ; RSPENDLOVE@utah.gov; EMainigi ;
bill.kloiber@wisconsin.gov; Carol.Statkus@wyo.gov; katyoder 99 ; pjpgato ;
Keith.Gilkes@wisconsin.gov; Eric.Schutt@wisconsin.gov; Ryan.Murray@wisconsin.gov

Cc: Marie T. Sanderson
Subject: RGPPC Policy and Press-March 25, 2011
Date: Friday, March 25, 2011 10:52:10 AM

 
 

Policy and Press
 

 
BUDGET
 
Unsustainable budget threatens nation
http://www.politico.com/news/stories/0311/51864.html
Tea Party Movement Growing Weary of GOP Budget Plan
http://www.foxnews.com/politics/2011/03/24/tea-party-movement-growing-weary-gop-
budget-plan/
 
UNEMPLOYMENT
 
Michigan first to act as states weigh reductions in unemployment benefits
http://www.washingtonpost.com/business/economy/states-weigh-reductions-in-benefits-for-
unemployed-rising-costs-cited/2011/03/24/ABxBl8RB_story.html?hpid=z3
 
First-time unemployment claims fall
http://money.cnn.com/2011/03/24/news/economy/initial_claims/index.htm?hpt=Sbin
 
 
ENERGY
 
Vermont plant OK belies Obama nuclear review
http://www.politico.com/news/stories/0311/51935.html
Energy stocks trade steady after big week
http://www.marketwatch.com/story/energy-stocks-trade-steady-after-big-week-2011-03-25
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Why No Nukes? The Real Cost of U.S. Nuclear Power
http://www.time.com/time/nation/article/0,8599,2059453,00.html?hpt=Sbin
 
EDUCATION
Va. Board of Education urges policy on social networks as teaching tools
http://www.washingtonpost.com/local/education/va-board-of-education-urges-policy-on-
social-networks-as-teaching-tools/2011/01/24/ABiuo3RB_story.html
 
Hundreds of Students Protest Higher Education Cuts
http://www.wsbt.com/news/fox17-budget-cuts-hundreds-of-students-protest-higher-
education-cuts-20110324,0,6955293.story
 
TAXES
 
G.E.’s Strategies Let It Avoid Taxes Altogether
http://www.nytimes.com/2011/03/25/business/economy/25tax.html
 
IMMIGRATION
 
Number of black D.C. residents plummets as majority status slips away
http://www.washingtonpost.com/local/black-dc-residents-plummet-barely-a-
majority/2011/03/24/ABtIgJQB_story.html?hpid=z2
 
HEALTH CARE
Medicaid advocates expect Dem proposal for program cuts
http://thehill.com/blogs/healthwatch/medicaid/151805-medicaid-advocates-expect-dems-to-
propose-cuts-to-program
False Assumptions Behind Delaying Obamacare Threaten Re-election Bid
http://www.foxnews.com/politics/2011/03/22/false-assumptions-delaying-obamacare-
threaten-election-bid 
States Looking to Change Definition of Late-Term Abortion
http://www.foxnews.com/politics/2011/03/25/states-looking-change-definition-late-term-
abortion/ 
 
Poverty Is a Pre-Existing Condition
http://www.huffingtonpost.com/preeti-vissa/poverty-is-a-pre-existing-_b_839812.html
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From: Andrew Silvestri
To: Katie Altshuler
Subject: RGPPC policy call

When: Tuesday, April 26, 2011 9:30 AM-10:30 AM (UTC-06:00) Central Time (US & Canada).
Where: 

Note: The GMT offset above does not reflect daylight saving time adjustments.

*~*~*~*~*~*~*~*~*~*

REMINDER:  

>>> "Marie Sanderson"  04/21/11 10:45 AM >>>
We will host our RGPPC policy call on TUESDAY of next week. Some of you have Friday/Monday as a holiday.  

Updates:

We are still working with the group of states who are providing a baseline healthcare draft for consideration per our conversation on
Monday. No call has been set at this time but you will receive notice when we move that draft forward. 

Exchanges:  Please come prepared to share with the group on Tuesday how your state is handling exchanges. We've received calls at
RGPPC to update what states are doing- how they are handling exchanges. We'd like to be able to provide you with materials regarding
what our colleagues and their bosses are considering.

Have a wonderful weekend. 

Best,
Marie

Call in number for Tuesday's call:

Access code:  

 Agenda:

1. Roll Call: Marie (MS)

2.  RGPPC Update: Marie (MS) and Brandy/Travis (TX)
 
3. House Update: Will (Speaker Boehner)

4. Senate Update: Brandi White (Leader McConnell) 

5. NGA Healthcare Update: Lauren (NE)

6. Healthcare exchanges- what are states doing?

7.  Other business?
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From: Marie Sanderson
To: Marie Sanderson; Marie Sanderson; vmariethomas
Cc: Cindy.Sims@alaska.gov; john.katz@alaska.gov; russ.kelly@alaska.gov; lgromis ; macarter32

RSerote@az.gov; Adam.nordstrom ; brian.mcmanus2 ;
JohnPatrick.Walsh ; Rob.Jakubik ; bfulenwider@georgia.gov;
ehames@georgia.gov; brandymarty03 ; chiproytexas ; dhiowa ;
jabot10 janelcausey  jboeyink34 ; travisrichmond
wkloibe  David.Hensley@gov.idaho.gov; jkreizenbeck@gov.idaho.gov;
Tammy.Perkins@gov.idaho.gov; Andrew Silvestri; Katie Altshuler; JamieShuster@gov.sc.gov;
tedpitts@gov.sc.gov; hedgcockm@gov.state.la.us; bob.schwaneberg@gov.state.nj.us;
Dona.DeLeon@gov.state.nj.us; marissa.watkins@gov.state.nj.us; Wayne.Hasenbalg@gov.state.nj.us;
Honor.Ingels@governor.alabama.gov; Candice Whitfield; Jeannemarie.Davis@governor.virginia.gov;
kristi.craig@governor.virginia.gov; Michael.DiSabato@governor.virginia.gov; sirena.ramirez@guam.gov;
debbie ; griffin ; wstruble ; wags@la.gov;
Renee.Fargason@laspbs.state.fl.us; kristacarman ; Will.Kinzel@mail.house.gov;
mary.mayhew@maine.gov; brandi white@mcconnell.senate.gov; Lanier Swann@mcconnell.senate.gov;
blackwellr2@michigan.gov; chadderdona@michigan.gov; mcbrideb@michigan.gov; muchmored@michigan.gov;
tomichz@michigan.gov; brian  ryan ; nguillemard ;
sarah.echols ; Mike Schrimpf; Lindsay Russell; Seth Levey; ts ;
Bkanzeg@ ; aparis@state.pa.us; jbranstett@state.pa.us; jmcallahan@state.pa.us;
ktartaglia@state.pa.us; rebmyers@state.pa.us; Jim.Soyer@state.sd.us; MKennicott ;
Mark.Cate@tn.gov; Will.Cromer@tn.gov; Bnutt ; RSPENDLOVE@utah.gov;
bill.kloiber@wisconsin.gov; Carol.Statkus@wyo.gov; michelle.dynes@wyo.gov; katyoder 99 ;
pjpgato ; ,; Moore, Brian, GOV; lauren.kintner@nebraska.gov; ,; Rojas, Elizabeth; Lowell Arye;
Jonathan Ringo; Stafford Olivia Palmieri; shawn.reese@wyo.gov; jhurst6

Subject: RGPPC Policy Meeting Tuesday 9/6
Date: Monday, September 05, 2011 7:29:15 PM

We will host our RGPPC conference call on Tuesday 9/6, tomorrow, at 10:30 AM EDT. Those of you in
DC may meet in the NJ conference room, room 201. 

Agenda and notes below:

Conference line:

Access code:  

Agenda:

1. Roll Call: Marie (MS)

2.  RGPPC Update: Marie (MS)

-- RGPPC Healthcare Summit- Save the date:  Oct 24/25.  Questions regarding your flights and hotels
should be directed to  

-- Healthcare task force- We are beginning work on next steps both in interaction with House and
Senate and upcoming issues to tackle.

-- Energy Efforts:  MACT lettter;  Governor Mead letter to Adminstrator Jackson; Energy Summits- TBD

-- Regulatory Implications:  Goal is to design a process to decipher the cost of  President Obama's regs
to state. More info coming soon. 

-  Loser Pays:  Please let us know if you are a state that anticipates addressing  "loser pays".  We have
some materials that would be of help to you. 

3. NGA Update: Lauren (NE)- Healthcare Exchange Conference Sept 8-9

4.  House Update: Will (Speaker Boehner)

5. Senate Update:  Lanier (Leader McConnell)
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6.  Other business?

Thanks to all-  mts

*****

Marie Thomas Sanderson
Republican Governors Public Policy Committee (RGPPC)
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From: Lindsay Russell
To: Andrew Silvestri; Katie Altshuler; JulieK@health.ok.gov
Cc: Marie Sanderson
Subject: RGPPC, COST TO STATES APPROVAL
Date: Tuesday, July 10, 2012 12:41:16 PM

Dear Oklahoma,
 
In response to requests from Senate and House leadership, RGA Chairman Bob McDonnell and
several other stakeholders the RGPPC is putting together an up-to-date document of the costs that
ACA will have on your state. As you may recall the RGPPC completed this task several months ago.
However, in response to the recent SCOTUS decision we would like to give you the opportunity to
approve, edit or change  the information for your state.
 
Below is your state specific information as it currently reads in the document. Please look over and
respond by tomorrow 2:00pm est.
 
 
 
Oklahoma

 
The Oklahoma Health Care Authority estimates that the Obamacare Medicaid expansion will cost an
additional $4.6 billion in state and federal funding and will add 250,000 new Oklahoman’s to the
Medicaid rolls from 2014-2020
 
Lindsay Russell
Public Policy Advisor 
Republican Governors Public Policy Committee | RGA
1747 Pennsylvania Avenue, NW, Suite 250 | Washington, DC 20006
P: (202) 662-4149 | C: 
 
 

3396



From: Lindsay Russell
To: Lindsay Russell
Subject: RGPPC, Healthcare Update
Date: Thursday, August 23, 2012 3:44:20 PM
Attachments: 2012-08-23 EBSurvey.docx

2012-08-23 Blueprint Exchanges.pdf
2012-08-23 CEC.pdf
2012-08-23 Paul Ryan-PTP.pdf
AAF Numbers to Know in the Medicare Trustees Report Final copy.pdf
HOR HigherCostsMoreConfusionLessCoverage.pdf
Milliman Report on PPACA Health Insurer Fee - Estimated Impact on Medicaid (2).pdf
2012-08-23 Designee.docx

All:
 
As healthcare reform questions continue to arise and at many of your requests, the RGPPC has
performed a survey/informal request for input in order to  collect information which keeps you
appraised of major healthcare policy initiatives taken on by your colleagues in other Republican
states.  We also have collected several reports, analyses, and letters of importance.
 
The following attachments are:
 

1.        The responses on the Essential Benefits and Innovative Grant survey submitted to RGPPC
2.        Analysis from states on individual state requirements that allows governor “Designee” to

make Exchange Declaration submitted to RGPPC
3.        The Healthcare Budget Blue Print released last week from CMS’ Center for Consumer

Information and Insurance Oversight’s (CCIIO)
4.        A letter from The Association of Hospitals to Secretary Sebelius
5.        CBO’s update on their budget and economic outlook report

a.       Note Medicare spending Growth
6.        Paul Ryan’s Medicare Talking Points “The Path To Prosperity”
7.        Letter to CMS from the Committee on Energy and Commerce referencing our RGPPC letter

for greater clarity
8.    Milliman report on PPACA Health Insurer Fee-Estimated Impact on State Medicaid Programs

and Medicaid Health Plans
 
Please note that the Essential Benefits survey and Designee response memo are not closed and we
will continue to collect responses and send out updates.
 
Thank you for your time.
 
Best,
 
 
 
 
Lindsay Russell
Public Policy Advisor 
Republican Governors Public Policy Committee | RGA
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1747 Pennsylvania Avenue, NW, Suite 250 | Washington, DC 20006
P: (202) 662-4149 | 
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From: Lindsay Russell
To: Marie Sanderson
Cc: Lindsay Russell
Subject: RGPPC, Healthcare Update
Date: Tuesday, October 02, 2012 11:23:03 AM
Attachments: RGPPC HC Update 10.2.12 (2).zip

All,
 
Please see below for the RGPPC Health Care update. The following documents are attached:

1. Senator Orrin Hatch’s letter to Secretary Sebelius concerning the lack of transparency
that HHS has provided for the Federally Facilitated Exchanges

2. Key Issues and Decision briefing paper from the Office of Social Services on the topic
of Eligibility Changes as a result of the Affordable Care Act

3. The RGA letter to President Obama from Governor McDonnell reiterating our concerns
with the lack of clarity in ACA

 
 
 
Please Take Note:
The Commonwealth Fund put out a report stating that Romney Would Leave Tens of
Millions More Uninsured than Obama
http://www.commonwealthfund.org/Publications/Fund-Reports/2012/Oct/Health-Care-in-the-
2012-Presidential-Election.aspx
 
Refuting arguments:
 
The Commonwealth Fund Makes It Up, Again (National Review)
The Conservative Case for Obamacare (NYT)
ObamaCare Is Pro-Market Like the Berlin Wall Was Pro-Migrant (CATO)
 
Articles, opinion pieces, and white papers of note:
Leaving The Obamacare Fantasyland
http://www.mittromney.com/blogs/mitts-view/2012/09/leaving-obamacare-fantasyland1
Paul Howard, Manhattan Institute Issues 2012
How Block Grants Can Make Medicaid Work: Improving Health, Decreasing Costs
 
Essential Health Benefits News Articles:
States Moving Ahead On Defining ‘Essential’ Health Insurance Benefits Under Federal Law
(KHN)
Colorado Gets Closer To Essential Health Benefit Benchmark (KHN)
Exchange Board Approves ‘Essential Health Benefits’ (CT News Junkie)
Is acupuncture essential health care? Weight-loss surgery? Under Obamacare, states choose.
(Wash Post)
In health law, states will define ‘essential’ (The Bulletin)
Colorado Gets Closer to Essential Health Benefit Benchmark (Gantdaily.com)
Nevada government seeks feedback from public on health insurance benefits 
(Liveinsurancenews.com)
Governor faces another decision on health reform implementation (KHI)
State discusses 'essential health benefits' amid uncertainty (Wichita Business Journal)
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Insurance Commissioner says Kansas needs to establish 'essential health benefits' under law
(The Republic)
Varying options from states underscore difficulty of meeting health coverage standards
(Clinton Herald)
 
 
Lindsay Russell
Public Policy Advisor 
Republican Governors Public Policy Committee | RGA
1747 Pennsylvania Avenue, NW, Suite 250 | Washington, DC 20006
P: (202) 662-4149 | 
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RGPPC HEALTHCARE POLICY SUMMIT 
THE RITZ-CARLTON * 1150 22ND STREET, NW ~~ WASHINGTON, DC 20037 

MONDAY, AUGUST 29- TuESDAY, AUGUST 30, 2011 

INVITED GOVERNORS 
GOVERNOR HALEY BARBOUR, POUCY CHAIRMAN, MISSISSIPPI* 

GoVERNOR CHRIS CHRISTIE, POUCYVICE CHAIRMAN, NEW JERSEY 
GOVERNOR BOB MCDONNELL, RGA VICE CHAIRMAN, VIRGINIA 

SCHEDULE OF EVENTS 

MONDAY. AUGUST 29. 2011 
11:oo a.m.- 8:oop.m. 

12:00 p.m. - 1:00 p.m. 

1:15 p.m.-2:15p.m. ~ 

3:45p.m.- 4A5p.:m. 

5:00p.m. - 6:30p.m. 

7:00p.m.- 9:00p.m. 

TUESDAY, AUGUST 30, 2011 
8:ooa.m. -4:00p.m. 

9:45a.m. - IOA5 a.m. 

11:oo a.m. -12:00 p.m. 

12:15 p.m.- 1:15 p.m. 

2A5 p.m. -4:00p.m. 

Location: 

Luncheon 
Location: The Ritz-Carlton 

Policy Session I: Cost Containment and the Regulatory Environment 
Location: The Ritz-Carlton 

Polley Session II: Enhancing Personal Responsibility 
Location: The Ritz-Carlton 

*CONFIRMED 

~ 
Policy Session III: A Discussion on Healthcare Exchanges * 
Location: The Ritz-Carlton 

Breakout Session: Healthcare Exchanges (Staff Only) 
Location: The Ritz-Carlton 

Welcome Reception and. Dinner 
Location: The Ritz-Carlton 

Registration and Hospitality 
Location: The Ritz-Carlton 

Breakfast 
Location: The Ritz-Carlton 

Policy Session IV: Medicaid: Waivers, Innovative Reforms and Pilot Programs 
Location: The Ritz-Carlton 

Policy Session V: A Discussion on Dual Eligibles 
Location: The Ritz-Carlton 

Luncheon 
Location: 
Speaker: 

The Ritz-Carlton 
Doug Holtz Eakin 

Policy Session VI: What Healthcare Refonn Should Look Like 
Location: The Ritz-Carlton 

Breakout Session: What Healthcare Reform Should Look Like (Staff Only) 
Location: The Ritz-Carlton 
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ACCOMMODATIONS 
The Ritz-Carlton 
1150 22nd Street, NW 
Washington, DC 20037 
Tel: (202) 835-0500 
Fax: (202) 835-1588 
www.Iitzcarlton.comj DC 

The Ritz-Carlton is the host hotel for the RGPPC Healthcare Policy Summit. The RGPPC is pleased to 
announce a discounted group rate of $179.00 per night. These rates will be available three days prior to and 
three days after the RGPPC Healthcare Policy Summit. 

To make your reservation, please contact Zaina Shaath at zshaath@rga.org or via phone at (202) 662-4161. 
You must complete your reservation prior to the room block cut-off date of Friday, August 19, 2011 to 
receive the discounted rate. 

Please note The Ritz-Carlton has a 24-hour cancellation policy. 

TRAVEL INFORMATION 
The Ritz-Carlton is 17 minutes j 5 miles from Ronald Reagan Washington National Airpmt{DCA) via taxi, 
and 20 minutes via the Metro (Blue Line to Largo Town Center), exjting at the Foggy Bottom Meh·o stop. 
Upon exiting the Foggy Bottom Metro stop, walk 3 blocks Nmth (on 23rd Street, NW) and 1 block East 
(on M Sh·eet NW) to get to The Ritz-Carlton. 

Taxis are available from Ronald Reagan Washington National Airport (DCA) to The Ritz-Carlton. A taxi 
ride from Ronald Reagan Washington National Airport (DCA) is approximately $18.00. 

ATTIRE 
Business 

RSVP 
Please complete and return your response form to Zaina Shaath at zshaath@rga.org or via fax at 
(202) 662-4926 no later than Fiiday, August 19, 2011. 

Please note that you cannot RSVP for thefull eonference:at MyRGAorg. 

RGPPCSTAFF 
RGPPC Policy Director 
Marie Sanderson 
Email 

RGPPC Policy Advisor 
Seth Levey 
Office:~ 
Email: -

RGPPC Policy Advisor 
Lindsay Russell 
Office:~ 
Email: -

Republican Governors Public Policy Committee *1747 Pennsylvania Avenue, NW Suite 250 • Washington, DC 20006 
(202) 662-4140 phone* (202) 662-4924 fax* www.rgpps.com 
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RGPPC HEALTHCARE POLICY SUMMIT 
THE RITZ-CARLTON * 1150 22ND STREET NW * WASHINGTON, DC 20037 

MONDAY, AUGUST 29- TuESDAY, AUGUST 30, 2011 

INVITED GOVERNORS 
GOVERNOR HALEY BARBOUR, POUCY CHAIRMAN, MISSISSIPPI 

GoVERNOR CHRIS CHRISTIE, POUCYVICE CHAIRMAN, NEW JERSEY 

SCHEDULE OF EVENTS 

MONDAY. AUGUST 29. 2011 
n:oo a.m.-8:oop.m. 

12:00 p.m. ~1:00 p.m. 

1:15 p .m. - 2:15p.m. 

3A5 p .m. - 4A5 p.m. 

5:00p.m. -6:30p.m. 

7:00p.m. -9:00p.m. 

TuESDAY, AUGUST 30, 2011 
8:ooa.m. -4:00p.m. 

9A5 a.m. - 10:45 a.m. 

n :oo a.m. - 12:oo p.m. 

12:15 p.m. - 1:15 p.m. 

2A5 p .m.-4:00p.m. 

l 

Registration and Hospitality 
Location: The Ritz-Carlton 

Luncheon 
Location: The Ritz-Carlton 

Policy Session I 
Location: The Ritz-Carlton 

Policy Session II 
Location: The Ritz-Carlton 

Policy Session III 
Location: The Ritz-Carlton 

Breakout Session 
Location: The Ritz-Carlton 

Welcome Reception and Dinner 
Location: TBD 

Registration ana'Hospitality 
Locatien: The Ritz-Gar·lton 

Breakfast 
Location: The Ritz-Carlton 

Policy Session IV 
Location: The Ritz-Carlton 

Policy Session V 
Location: The Ritz-Carlton 

Luncheon 
Location: The Ritz-Carlton 

Policy Session VI 
Location: The Ritz-Carlton 

Breakout Session 
Location: The Ritz-Carlton 

1 

*CONFIRMED 
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ACCOMMODATIONS 
The Ritz-Carlton 
1150 22nd Street NW 
Washington, DC 20037 
Reservations: (Boo) 558-9994 
Tel: (202) 835-0500 
Fax: (202) 835-1588 
wvvvv.ritzcarlton.comj DC 

The Ritz-Carlton is the host hotel for the Healthcare Policy Summit. The RGPPC is pleased to make 
arrangements for you and cover room costs for the nights of Sunday, August 28th and Monday, 
August 29th. A credit card is necessary for incidentals. 

Any accommodations outside of the provided August 28th and August 29th dates can be made directly 
with tl1e hotel and paid for by the individual. The RGPPC is pleased to provide a discounted group rate 
of $179.00 per night. These rates will be available three days prior to and three days after the 
Healtl1care Policy Summit. 

In order to receive the discounted rate, should you choose to lengthen your stay beyond August 28th and 
August 29th, please call The Ritz-Carlton directly at (8oo) 558-9994 to make your reservation and 
reference the "Republican Governors Public Policy Committee (RGPPC)." You must complete your 
reservation prior to the room block cut-off date of Friday, August19, 2011 to rece~ve the discounted 
rate. 

Please note The Ritz-Carlton lzas a 24-lzour cancelation policy. 

TRAVEL INFORMATION 
The RGFPC is pleased to book your airfare for this trip. Air travel can be booked directly witl1 Monica 
Block on an individual basis. 

All ground transportation is to be made and paid for by the individual. 

The Ritz-Carlton is 17 minutes j 5 miles from Ronald Reagan Washington National Airport (DCA) via 
taxi, and 25 minutes via the Metro (Blue Line to Largo Town Center). 

Taxis are available from Ronald Reagan Washington National Airp01t (DCA) The Ritz-Carlton. A taxi 

;,;; Ronald ~Mgp~ton National M1port (D: ~ $18 ~ ~ 

RSVP 
Please complete and return your response form to Monica Block at mblock@rga.org or via fax at 
(202) 662-4926 no later than Friday. August 19, 2011. 

2 
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RGPPCSTAFF 

RGPPC Policy Director 
MaTie Sanderson 
Email: 

PGPPC Policy Advisor 
Seth Levey 
Office:~ 
Email~ 

RGPPC Policy Advisor 

Republican Governors Public Policy Conunittee " 1747 Peru1Sylvania Ave., NW Suite 250 " Washington, D.C. 20006 
(202) 662-4140 phone " (202) 662-4924 fax* www.rgppc.com 

3 
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RGPPC HEALTH CARE POLICY SUMMIT 
THE RITZ-CARLTON *: 1150 22ND STREET NW *:WASHINGTON, DC 20037 

MONDAY, AUGUST 29- T UESDAY, AUGUST 30, 2011 

RGPPC Ticketing Form 
Please complete and return this form to Monica Block via fax at (202) 662-4926, 

or email to mblock@rga.org by Friday, August 19, 2011. 

Attending Staff Name: ______________________________ _ 

Contact Name: __________________________________ _ 

Title: _____________________ Birthday: ________ _ 

Address: City: State: _____ Zip:. ___ _ 

E-Mail: _____________ Phone: ________ Cell: _______ _ 

SCHEDULE OF EVENTS 
Please check all events you plan to attend. 

MONDAY, AUGUST 29. 2011 

12:00 p.m. - 1:00 p.m. D Luncheon 

1:15 p.m. - 2:15p.m. D Policy Session I 

2:30 p.m. - 3:30p.m. D Policy Session II 

3:45p.m. - 4A5 p.m. D Policy Session III 

5:00p.m. - 6:30p.m. D Breakout Session 

TOO p.m. - 9:00p.m. D Welcome Reception and Dinner 

TUESDAY. AUGUST 30. 2011 

8:30a.m. - 9:30a.m. 

9A5 a.m. -10 :45 a.m. 

n:oo a.m. - 12:00 p.m. 

12:15 p.m. -1:15 p.m. 

1:30 p.m. - 2:30p.m. 

2A5 p.m. - 4:00 p.m. 

D Breakfast 

D Policy Session IV 

D Policy Session V 

D Luncheon 

D Policy Session VI 

D Breakout Session 

TRAVEL PREFERENCE: 
Please list your preferred travel date, time and airport below, noting that the conference begins Monday, August 29th at noon. 

Depait ing/ Return Airp01t: _____________ _ Date: ____________ __ 

Time (Please circle one): Morning Mid-Day Afternoon Evening 

ROOM PREFERENCE: 
All rooms will be a single unless a preferred roommate's name is listed below. 

ALLERGIES: 
Please list any food/ other allergies you wish to share 
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From: Michael Cannon
To: Katie Altshuler
Subject: Richmond Times-Dispatch oped: "ObamaCare: The road to repeal starts in the states"
Date: Monday, August 06, 2012 9:19:26 AM

Published: August 05, 2012

ObamaCare: The road to repeal starts in
the states
By MICHAEL F. CANNON

States that have refused to implement the Obama health law have already blocked $80 billion
of its new deficit spending. If more states follow suit, they can block the other $1.6 trillion
and force Congress to repeal the law.

The law relies on states to implement two of its most essential pieces: health-insurance
"exchanges" and a vast expansion of Medicaid. Exchanges are government agencies through
which the law channels $800 billion to private health-insurance companies. The Medicaid
expansion adds another $900 billion to the federal debt, with private insurers again taking a
slice.

States are under no obligation either to implement either. Responsible state officials will say
no to both.

It is a myth that creating an exchange gives states more control over their insurance markets.
Yes, the law directs the federal government to create one in states that do not. But every
exchange must be approved by federal bureaucrats, empowering them to impose whatever
oppressive rules on "state-run" exchanges they would impose through a federal exchange.

In contrast, by refusing to create an exchange states can block the law's debt-financed
subsidies to private insurance companies and avoid new taxes on their employers and
consumers.

The law imposes a $2,000 per-worker tax on employers, but only in states that create an
exchange. (If Virginia creates one, there will be a giant sucking sound as employers flee to
Louisiana, Texas, South Carolina and Florida, which have said they will not.) States creating
exchanges will have to increase taxes another $10 million to $100 million per year to cover
their operating costs.

* * * * *

The Supreme Court further empowered states when it overturned the law's Medicaid
mandate. That mandate required states to expand their Medicaid rolls dramatically on pain of
losing all federal Medicaid funds, which comprise 12 percent of state revenues. Twenty-six
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states challenged that mandate as unconstitutionally coercive.

They won. The court held the federal government cannot withhold existing Medicaid grants
from states that fail to expand their programs. States may now refuse to expand their
programs without fear.

And they should. My Cato Institute colleague Jagadeesh Gokhale estimates this expansion
would cost Florida, Kansas, Illinois and Texas roughly $20 billion each in its first 10 years.
New Jersey and New York would pay $35 billion and $53 billion, respectively. So you know
we're not cooking the books, Gokhale projects California would save money.

But not for long. President Obama is already trying to shift even more Medicaid costs to the
states. It's called "predatory federalism": Washington uses a low introductory rate as bait,
then once states are hooked it changes the terms. In the end, even California will take it on
the chin.

This is money states don't have. Nor can Washington, with its trillion-dollar deficits, afford
the $900 billion the Congressional Budget Office estimates this Medicaid expansion would
cost the federal government.

In total, state officials can block $1.6 trillion of deficit spending simply by sitting on their
hands. According to CBO estimates, the handful of states that have already refused to expand
Medicaid are saving taxpayers $80 billion.

* * * * *

Blocking these provisions will expose the full costs of the law, instead of allowing the
federal government to shift those costs to taxpayers. The resulting backlash will push
members of Congress to switch their votes and support repeal, just as two House Democrats
did during the latest repeal vote. A critical mass of states could literally force Congress to
repeal the Obama health law.

Opposition to these individual provisions, like opposition to the Obama health law, is
bipartisan.

Among the governors refusing to create an exchange is New Hampshire's Democratic Gov.
John Lynch, who signed a law forbidding one. Montana's Democratic Gov. Brian Schweitzer
is among the dozen or more governors who are balking at the Medicaid expansion. Not that it
takes a governor — a solid bloc of state legislators, or even just one committee chairman, is
enough.

The Obama health law is weaker, and the path to repeal is clearer, than it has ever been.

Michael F. Cannon is director of health policy studies at the Cato Institute and co-editor of
Replacing ObamaCare: The Cato Institute on Health Care Reform (2012). Contact him at
mcannon@cato.org.
 
http://www2.timesdispatch.com/news/commentary/2012/aug/05/tdcomm01-obamacare-the-
road-to-repeal-starts-in-th-ar-2107523/
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From: Eric Bradshaw
To: Eric Bradshaw
Subject: Ritze Comments on Ruling on Individual Insurance Mandate
Date: Monday, August 15, 2011 1:56:03 PM

 
Oklahoma House of Representatives

Media Division
August 15, 2011

 
FOR IMMEDIATE RELEASE:
Contact: State Rep. Mike Ritze
Capitol: (405) 557-7338
 

Ritze Comments on Ruling on Individual Insurance Mandate
 
OKLAHOMA CITY – State Rep. Mike Ritze said today he is encouraged by the federal appeals
court ruling that the “individual mandate” in the federal health care law is unconstitutional.
            “This mandate is not getting a warm reception in our judicial system,” said Ritze (R-
Broken Arrow). “I find this very encouraging because I think the Obamacare law is a very
poorly put-together bill that costs too much and takes us a way from a healthy and efficient free
market health care system. My only disappointment is that the ruling only extends to the
individual insurance mandate rather than the entire bill.”
            Ritze was the primary House author and co-author of a statutory bill and a constitutional
amendment that would allow the citizens of Oklahoma to opt out of the federal health care law.
Oklahomans voted overwhelmingly to opt out.
            “Oklahomans have clearly indicated that they would prefer a different approach to health
care than the federal law offers,” Ritze said. “I think we have the tools to improve the health
care system in Oklahoma without involvement from the federal government.”

 
-30-

 

NOTICE: The information in this email is confidential, legally privileged, and exempt
from disclosure under law. It is intended solely for the addressee. Access to this email
by anyone else is unauthorized. If you are not the intended recipient, any disclosure,
copying, distribution or any action taken or omitted to be taken in reliance on it, is
prohibited and unlawful. The Oklahoma House of Reps does not warrant any e-mail
transmission received as being virus free, and disclaims any liability for losses or
damages arising from the use of this e-mail or its attachments. Recipients of e-mail
assume the risk of possible computer virus exposure by opening or utilizing the e-mail
and its attachments, and waive any right or recourse against the House by doing so.
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From: Eric Bradshaw
To: Eric Bradshaw
Subject: Ritze Continues Push for Nullification of ObamaCare
Date: Monday, February 13, 2012 8:35:51 AM
Attachments: Ritze, Mike - 80.jpg

 
Oklahoma House of Representatives

Media Division
February 13, 2012

 
FOR IMMEDIATE RELEASE:
Contact: State Rep. Mike Ritze
Capitol: (405) 557-7338
 

Ritze Continues Push for Nullification of ObamaCare
 
OKLAHOMA CITY – State Rep. Mike Ritze plans to continue seeking passage of a bill carried
over from last year that would effectively nullify the 2010 federal health care legislation in
Oklahoma.
            “The Patient Protection and Affordable Care Act, which is better known as ObamaCare,
is unconstitutional we need to stand up for the rights of Oklahoma citizens,” said Ritze, a
Broken Arrow Republican who is one of only two doctors serving in the Oklahoma Legislature.
“Oklahomans expect nothing less.”
            House Bill 1276, by Ritze, notes that the Tenth Amendment of the United States
Constitution defines the total scope of federal powers “as being those which have been
delegated by the people of the several states to the federal government, and all powers not
delegated to the federal government in the Constitution of the United States are reserved to the
states respectively, or to the people themselves.”
            The bill then notes that the assumption of federal power made with passage of the
“Patient Protection and Affordable Care Act” and “Health Care and Education Reconciliation
Act of 2010” is “nowhere expressly granted by the United States Constitution and interferes
with the right of the people of the State of Oklahoma to regulate health care as they see fit.”
            Because those two federal laws were “not authorized by the Constitution of the United
States,” the bill then declares them to be “invalid in the State of Oklahoma” and states that they
“shall not be recognized by this state, are specifically rejected by this state, and shall be
considered null and void and of no effect in this state.”
            House Bill 1276 passed out of committee last year and now awaits consideration by the
full House.
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NOTICE: The information in this email is confidential, legally privileged, and exempt
from disclosure under law. It is intended solely for the addressee. Access to this email
by anyone else is unauthorized. If you are not the intended recipient, any disclosure,
copying, distribution or any action taken or omitted to be taken in reliance on it, is
prohibited and unlawful. The Oklahoma House of Reps does not warrant any e-mail
transmission received as being virus free, and disclaims any liability for losses or
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damages arising from the use of this e-mail or its attachments. Recipients of e-mail
assume the risk of possible computer virus exposure by opening or utilizing the e-mail
and its attachments, and waive any right or recourse against the House by doing so.

3411



From: Eric Bradshaw
To: Eric Bradshaw
Subject: Ritze Notes Growing Opposition to State-Run Health Exchanges
Date: Tuesday, October 04, 2011 10:11:50 AM
Attachments: Mike Ritze 80.jpg

 
Oklahoma House of Representatives

Media Division
October 4, 2011

 
FOR IMMEDIATE RELEASE:
Contact: State Rep. Mike Ritze
Capitol: (405) 557-7338
 

Ritze Notes Growing Opposition to State-Run Health Exchanges
 
OKLAHOMA CITY – Citing growing national opposition, state Rep. Mike Ritze said today
Oklahoma lawmakers should oppose any and all attempts to create a state-run health care
exchange, especially when Oklahomans have voted overwhelmingly to opt out of the federal
health care plan.
            “ObamaCare has created a dilemma for state legislators. The new law says that the
federal government will step in and create an exchange if the states don’t set up their own
while essentially restricting their ability to innovate if they choose to implement one at the
state level,” Ritze (R-Broken Arrow) said. “The federal government is offering money and
basically saying that there’ll be a specific type of exchange whether we act or not. Even so, I
think we owe it to our constituents to resist attempts to coerce us into taking any part in the
plan.”
            Ritze said governors in several states – including Louisiana, Texas, New Mexico,
Florida, Georgia and Idaho – have come out in opposition to state exchanges. He noted that
Louisiana Gov. Bobby Jindal and Florida Gov. Rick Scott both have an extensive
background in health-care issues.
            Ritze said that while a state-run exchange could be run cheaply, Oklahoma has a tight
budget and should not commit any funding to the unpopular proposal. Exchanges would
administer the purchase and transfer of health insurance, meaning the government would be
the gatekeeper in your health care decisions, he said.
            “We do not have an ideal marketplace for insurance right now, because employers are
the ones making choices about the plans rather than consumers,” Ritze said. “The exchange
will not solve the problem, and will in fact put further restrictions on insurers and consumers.
It takes us further a way from a free-market system and that’s only going to make things
worse.”
            Ritze also said the exchanges would be a “headache” for consumers.
            “To properly assess your insurance options through these exchanges, it will be a lot
like doing your taxes, except there won’t be an ‘EZ’ form,” Ritze said. “You’re going to have
to go through a lot of information and I’m not sure the exchange is going to make things
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easier.”
            Ritze, a physician and surgeon, said state lawmakers should open up the health care
system to free market forces.
            “There are more than 100 health care companies available, but we are federally
mandated and restricted to only purchase from four to six in Oklahoma. Japan, in contrast,
has more than 5,000 health care insurance companies to choose from. Increased competition
will lead to lower prices and better products. It’s the way to go,” Ritze said.
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NOTICE: The information in this email is confidential, legally privileged, and exempt
from disclosure under law. It is intended solely for the addressee. Access to this
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warrant any e-mail transmission received as being virus free, and disclaims any
liability for losses or damages arising from the use of this e-mail or its attachments.
Recipients of e-mail assume the risk of possible computer virus exposure by opening
or utilizing the e-mail and its attachments, and waive any right or recourse against
the House by doing so.
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From: Ray Carter
To: Ray Carter
Subject: Ritze Urges State to Turn Down ObamaCare Money
Date: Tuesday, March 01, 2011 10:27:00 AM

 
Oklahoma House of Representatives

Media Division
March 1, 2011

 
FOR IMMEDIATE RELEASE:
Contact: State Rep. Mike Ritze
Capitol: (405) 557-7338
 

Ritze Urges State to Turn Down ObamaCare Money
 
OKLAHOMA CITY – State Rep. Mike Ritze, one of two doctors serving in the Oklahoma
Legislature, today called on state officials to turn down $54 million that would be used to
implement the new federal health care law.
            “The people of Oklahoma voted to opt out of ObamaCare last November, our new state
attorney general has filed a lawsuit arguing that the federal law it unconstitutional, and a
nullification bill is now moving through the Oklahoma Legislature,” said Ritze, R-Broken
Arrow. “To accept this federal money and the associated red tape completely undermines
Oklahomans’ clearly expressed opposition to ObamaCare and actually marries our state to
ObamaCare.  The voters have told us not to accept ObamaCare in Oklahoma, and we should
respect their wishes.”
            It was recently announced that Oklahoma would receive a $54 million “Early Innovators”
Health Insurance Exchange Grant as part of the new federal health care law, commonly referred
to as “ObamaCare.”
            The exchanges created by the federal law would provide a government-regulated
marketplace of insurance plans for individuals without health care or small companies. Plans
listed on the exchange would have to meet coverage requirements and standards prescribed by
ObamaCare.

The grant application, officially called the Cooperative Agreements to Support
Innovative Exchange Information Technology Systems, is a 41-page document outlining the
purpose, authority, and background of the funding “opportunity” as well as eligibility
requirements states must meet in order to qualify. 

“By accepting the exchange money, Oklahoma will be in lock-step with ObamaCare,”
Ritze said. “Furthermore, several independent insurance brokers in Oklahoma are concerned
about the impact the exchanges will have on their private businesses. The exchanges operate
contrary to the free enterprise system and most likely will put the independent insurance broker
out of business.”
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prohibited and unlawful. The Oklahoma House of Reps does not warrant any e-mail
transmission received as being virus free, and disclaims any liability for losses or
damages arising from the use of this e-mail or its attachments. Recipients of e-mail
assume the risk of possible computer virus exposure by opening or utilizing the e-mail
and its attachments, and waive any right or recourse against the House by doing so.
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From: Ray Carter
To: Ray Carter
Subject: Ritze Warns ObamaCare Puts Nation on Path to Single-Payer Health Care System
Date: Wednesday, April 06, 2011 11:57:34 AM
Attachments: Ritze, Mike.jpg

 
Oklahoma House of Representatives

Media Division
April 6, 2011

 
FOR IMMEDIATE RELEASE:
Contact: State Rep. Mike Ritze
Capitol: (405) 557-7338
 

Ritze Warns ObamaCare Puts Nation
on Path to Single-Payer Health Care System

 
OKLAHOMA CITY – State Rep. Mike Ritze, one of two doctors serving in the Oklahoma
Legislature, today warned that the new federal health care law puts the nation on the path to a
single-payer system that rations care, reduces quality, and costs more.
            “While some physicians are legitimately frustrated by the increasing difficulty in getting
paid by private insurance companies and so called ‘health maintenance organizations,’ things
will only get worse as ObamaCare turns Medicaid into the nation’s single-provider of health
coverage,” said Ritze, R-Broken Arrow. “Unless ObamaCare is defeated in the Supreme Court,
or defunded/repealed by Congress, we may soon be in that position.”
            Ritze noted that a major goal of ObamaCare is massive expansion of Medicaid. The new
federal law mandates that states increase Medicaid eligibility, and provides temporary funding to
this end.

However, Medicaid rolls in many states have already swelled due to the prolonged
recession and high unemployment. Ritze noted that CNNMoney reported nearly 49 million
people – nearly one in six Americans – were in the program at the end of 2009. A Kaiser
Foundation study found that states increased Medicaid spending 8.8 percent in fiscal year 2010,
which was the highest rate of growth in eight years and well above original projections.

“The growth of Medicaid is already straining state budgets, and things will only get
worse as ObamaCare dumps millions more into the system,” Ritze said.

He said federal control of private health insurance and the bureaucratization of private
medicine under ObamaCare will lead all private insurance rates to become comparable to
Medicare and Medicaid levels.

“Dictating who and what must be covered, at what price, and how much must be spent
on care vs. administration/profit, will very likely lead to major cuts in provider reimbursement,
and more intense micromanagement of care,” Ritze said.
            Since its creation in the 1960s, Ritze said Medicaid payments to physicians have been
“pathetic.”

“Medicaid was set up as a third-tier system, one that would relegate its beneficiaries to
hospital emergency rooms and clinics, rather than to private medical offices,” Ritze said.
“Medicaid payments to physicians to this date in most states are well below the cost of care and
there is minimal participation of private physicians in the program. How can a program that
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virtually excludes private physicians now be expanded and hope to succeed? Obviously, it
cannot.”

While the new federal health care law mandates an increase in Medicaid physician
payments to Medicare levels in the hope of inducing more doctors to participate, Ritze noted
that current Medicare rates are also below the cost of actual care and that the proposed rate boost
is temporary; payments are scheduled to revert to current levels after two years.

“Why would doctors take on Medicaid patients under this scenario?” Ritze asked. “Many
will not participate.”
            In New York State, where nearly one in four citizens is on Medicaid, Ritze said only 1.7
percent of the $50 million spent in FY2009 went to physician, lab and X-ray services.
            He said dramatic reform of the Medicaid program is needed to ensure citizens actually
receive decent care – including repeal of the new federal health care law.
            “Medicaid is a fiscal and humanitarian disaster, providing fragmented, lousy, and
expensive care,” Ritze said. “It is a welfare system and enslaves participants in permanent
poverty. Rather than expanding, it should be cut. The federal government should rescind all rules
regarding Medicaid and return to the states their share of funds as block grants. States should be
free to develop their own approaches to health care for the needy.”
            NOTE: To view accompanying video, go to http://www.okhouse.tv/iViewVideo.aspx?
VideoID=339.
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From: Ray Carter
To: Ray Carter
Subject: Ritze: Health Care Exchange is Path to Socialized Medicine
Date: Friday, April 15, 2011 10:27:51 AM
Attachments: Ritze, Mike.jpg

 
Oklahoma House of Representatives

Media Division
April 15, 2011

 
FOR IMMEDIATE RELEASE:
Contact: State Rep. Mike Ritze
Capitol: (405) 557-7338
 

Ritze: Health Care Exchange is Path to Socialized Medicine
 
OKLAHOMA CITY – State Rep. Mike Ritze said today that he opposes any and all attempts
to create a health care exchange in Oklahoma, regardless of whether or not state officials
accept a $54 million federal grant.
            “As the House author of the state question that Oklahomans passed last November to
opt-out of ObamaCare, I feel this new exchange proposal is the same old path to socialized
medicine,” said Ritze, R-Broken Arrow. “The free market can adopt this approach and we do
not need any government involvement with an exchange, especially at the cost of one million
state dollars that we do not have.”
            He noted that Utah’s exchange model has already failed, along with those established
in Massachusetts, Oregon and Tennessee, costing millions of tax dollars.
            Ritze, a physician and surgeon, said state lawmakers should focus on opening up the
health care system to free market forces.
            “Senator Brown and I introduced Senate Bill 57 to open up the free market of health
care to make buying health care insurance the same as purchasing homeowner’s or car
insurance. Under that measure, Oklahoma would enter compacts to allow citizens to shop for
insurance across state lines. There are more than 100 health care companies available, but we
are federally mandated and restricted to only purchase from four to six in Oklahoma. Japan,
in contrast, has more than 5,000 health care insurance companies to choose from. Increased
competition will lead to lower prices and better products.”
            Ritze noted that he also introduced House Bill 1276 this session. The legislation
would nullify ObamaCare in Oklahoma.
            “Oklahoma and 12 other states have had legislation introduced to nullify
ObamaCare,” Ritze said. “I think it is the appropriate action to take considering how many
Americans oppose the federal health care law.”
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from disclosure under law. It is intended solely for the addressee. Access to this
email by anyone else is unauthorized. If you are not the intended recipient, any
disclosure, copying, distribution or any action taken or omitted to be taken in
reliance on it, is prohibited and unlawful. The Oklahoma House of Reps does not
warrant any e-mail transmission received as being virus free, and disclaims any
liability for losses or damages arising from the use of this e-mail or its attachments.
Recipients of e-mail assume the risk of possible computer virus exposure by opening
or utilizing the e-mail and its attachments, and waive any right or recourse against
the House by doing so.
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From: Eric Bradshaw
To: Eric Bradshaw
Subject: Ritze: Unsustainable Component of ObamaCare Scrapped
Date: Tuesday, October 18, 2011 1:01:19 PM
Attachments: Mike Ritze 80.jpg

 
Oklahoma House of Representatives

Media Division
October 18, 2011

 
FOR IMMEDIATE RELEASE:
Contact: State Rep. Mike Ritze
Capitol: (405) 557-7338
 

Ritze: Unsustainable Component of ObamaCare Scrapped
 
OKLAHOMA CITY – State Rep. Mike Ritze said today that the failure of a long-term care
program under ObamaCare highlights the legislation’s many weaknesses.
            Health and Human Services Secretary Kathleen Sebelius cancelled the Community
Living Assistance Services and Support program on Oct. 14, citing the fact that the statute
required her to ensure the program could be solvent for 75 years and that she could not do so.
            “The long-term care program is being scrapped for the time being, because there is a
requirement that it be sustainable and affordable to move forward,” Ritze (R-Broken Arrow)
said. “First, the individual insurance mandate is struck down because it is unconstitutional.
Now, this program, which was supposed to create health care savings, has failed. A majority
of Americans already didn’t like ObamaCare, but at this rate we’re going to see some of its
supporters distance themselves from it.”
            Ritze said the best course for the federal government is to get out of the health care
industry, because regulation does more harm than good.
            “The best way  for government to help is to get out of the way,” Ritze said. “With the
government already involved in 50 to 60 percent of medical care before ObamaCare kicks in,
is it any wonder that the industry is suffering? It’s time for the free market to provide
solutions.”
            Ritze, a physician and surgeon, said he plans to reintroduce legislation to nullify
ObamaCare.

“I was the House author of legislation to opt-out of the ObamaCare mandates,” Ritze
said. “I have also introduced legislation for the complete nullification of ObamaCare, as
lawmakers in 12 other states have done.”
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email by anyone else is unauthorized. If you are not the intended recipient, any
disclosure, copying, distribution or any action taken or omitted to be taken in
reliance on it, is prohibited and unlawful. The Oklahoma House of Reps does not
warrant any e-mail transmission received as being virus free, and disclaims any
liability for losses or damages arising from the use of this e-mail or its attachments.
Recipients of e-mail assume the risk of possible computer virus exposure by opening
or utilizing the e-mail and its attachments, and waive any right or recourse against
the House by doing so.
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from: Sonner Tea pa,ty 

To: Katie Altshqh% 
SUbjed: Rodent lnfestatioo at the a.ptol c.- Botdled Hair COb- Job? 
Date: Monday, Ajri 09, 2012 12:02:14 AM 

IN THIS ISSUE: 

April 8th Newsletter 

Its Robo Call 
Season Again 

Rodent Infestation 
at the Capitol or a 
Botched Hair 
Coloring Job? 

A Picture is Worth 
a Thousand Words 

Fotward this email to a friend 

C!jck Here For Previous Newsletter Archives 

Click Here to Sign Up for the Sooner Tea Partv Email list 

Forward this email to a friend 

There are three action alerts in this newsletter: 

We need donations ASAP for robo calls 

HB 2522 which is a good Senate version of an Open Carry bill 

Liberal Education = SB 1624 which is a tuition break for illegal aliens that needs defeated or amended 
Liberal Politician 

Who CAIRS? You'd 
Better ... CAIR 
Conference in 
2010 and in 2012 

Majority Whip or 
Speaker Steele's 
Lap Dog? 

Rep. John Bennett, 
an American 
Patriot 

Bureaucrat or 
Politician? 

2nd Amendment 
Bills at the Capitol 
Need Support 

In State Tuition for 
Illegals? stop This 
Now! 

Sponsors this 
week: 

The Carpenter 
Shop 

358 North Rockwell 

It's Robo Call Season Again 
We Need Money! 

It is that time of year again folks, time to refill the political war chest so we can start hammering 
the RINOs at the Capitol. Last week we hit Senator Anthony Sykes for refusing to advance HB 
15582 which would have stopped the use of Sharia law or any other form of foreign law in 
American courts. Labeled the ALAC bill, short for American Law for American Courts, the bill had 
passed with bipartisan support in the House only to be left to whither in the Rules Committee by 
Senator Sykes, the Senate author of the bill. Remember that Sykes did this last year as well, 
actually killing his own bill. 

This time we called his bluff and sent thousands of robo calls into his Senate District alerting his 
voters to his refusal to advance the bill. The calls started at 2pm on Monday and we used a new 
feature that allowed voters to press 1 to be connected with the Senator's office and by 3:44 
reports were coming back stating that his assistant was telling voters that Sykes had put HB 1152 
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OKC, Ok 
405-942-2644 
tbecarpentershop net 

The Carpenter Shop is 
a full line cabinet and 
countertop shop that 
travels all over the 
state building dream 
kitchens for discerning 
customers 

Claude Hall's 
Gun Shows 

okcgunshow.com 
okcgs.com 

Claude Hall has 
always take care of 
the Tea Party and the 
Ron Paul activist 
community at his gun 
shows. 

His next OKC dates 
are: 

May 19th- 20th, 
July 14 - 15th, 
Oct 6-7th 
Nov 17- 18th 
Oec 15- 16 

Wolflaser .com 

This guy is a Noble 
Oklahoma based 
company that has 
great prices on 
electronics of all 
types and 
inexpensive toner 
and ink for your 
printer. 

Comtec Security 

Comtec 
provides residential 
and commercial 
security systems in 

on the agenda for Wednesday. In less than one hour and 45 minutes Sykes was crying 
"Uncle!" and doing the right thing. 

But forcing a bad politician to advance a bill is just the start of the process. The bill was defeated 
9 to 6 in the Senate Rules Committee with the following Senators voting against the prevention of 
foreign law being used in American courts: 

Sens. Patrick Anderson (R-Enid), 
Cliff Branan ( R-Oklahoma City ), 
Eddie Fields (R-Wynona), 
Dan Newberry (R-Tulsa), 
Jerry Ellis (D-Valliant), 
Earl Garrison (D-Muskogee), 
AI McCaffrey ( D-Oklahoma City), 
Judy Eason-Mclntyre (D-Tulsa) 

Four Republican Senators voted against this bill despite the passage of the State Question in 2010 
that received over 70% of the vote. More State Chamber of Commerce "ho's" either toeing the 
line with the state chamber or obeying the marching orders of the CAIR organization. 

Suffice it to say that we have plans for these four Senators, plans that they aren't going to like. 
But we need to raise around $12,000 to mount a serious campaign to inform the voters of their 
district of their self serving voting records. The robo calls do a tremendous job of informing votes 
as the majority of them land on answering machines and a significant part of the live answer 
recipients will use the Push One feature during the robo call to talk directly with the Senator's 
office. 

So we don't often ask for money but we need to gather a lot of it in the next few months. The 
robo calls are tremendously effective in letting the locals know that their politician is acting badly 
and it energizes their opponents and dries up their political donations as the locals realize just how 
bad their guy is. 

You can donate in two ways: 

Look for the "donate" button at our main website or visit this link if you wish to use Paypal. 

Or you can send a check to Sooner Tea Party, 358 North Rockwell Ave, Oklahoma City, OK, 
73127. 

We aren't a non profit and this isn't a political donation, you are basically "hiring" us to spend your 
hard earned money to publicize the bad voting records of some very bad politicians. Not a single 
nickel will go toward overhead or anything other than direct costs to robo call voters, drop 
literature in their district, or print yard signs exposing their bad behaviour. This type of 
expenditure is outside the Ethics Commission's reach so your donation to the Sooner Tea Party will 
be 100% confidential. We don't tell people to vote for or against a candidate when we make 
these calls and drop literature, we just expose the voting record and let people decide on their 
own. Make checks payable to "Sooner Tea Party" if you want to help expose voting records of 
bad politicians. 

But if you want to soend your money doing direct attacks on bad POliticians or in suoPOrt of the 
good POliticians we have a Political Action Committee that can accept funds for that purpose. 
Corporate donations usually can't be accepted with the exception of LLCs but check before 
donating to the Oklahoma Tea Party PAC. All PAC donations do have to go through the Ethics 
Commission so your support will be public record. We aren't allowed to "earmark" donations for 
specific candidates under Oklahoma Campaign laws but we are vocal about who we support and 
who we attack. Make PAC donations payble to the Oklahoma Tea Party PAC, 358 North 
Rockwell Ave, Oklahoma City, OK, 73127. 

And consider this before you donate. A few thousand dollars carefully spent exposing a poor 
voting record can completely wreck a $100,000 political campaign. There is simply no other 
organization that stretches your hard earned dollars further and gets the best impact. We were 
credited for taking down Glen Mulready's Obama Care/Fallin Care Health Insurance Exchanges by 
Glen Mulready himself, we lead the fight that emasculated Speaker Kris steele this session, and 
there is no other group in the state that politicians fear as much as they fear us. 

Help us keep the battle for decent government going, help us take it into their own districts. 
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Rodent Infestation at the Capitol 
or a Botched Hair Coloring Job? 

Holy moly, call the exterminators! Is that a skunk or a muskrat sitting on top of Guy Liebman's 
head? Of course the first question would be how evan a small mammal made it past Lee 
Denney's desk up to where Liebman sits without becoming a tasty snack. I've heard that the 
gargantuan legislator carries a full complement of barbeque tools and sauces, including a hibachi, 
in her purse. Had that been a skunk or even a possum It wouldn't have made it past our 
corpulent legislator without becoming another "little smokies" recipe to be sent out on her 
Christmas card. 

Okay, with nutritious rodents and tasty mammals out of consideration that leaves a botched hair 
coloring job adorning the fasionmeister known as Representative Guy Liebman. 

Call me old fashioned and out of touch with current society's definition of "manhood" but I've 
always looked at men that color their hair as somewhat vain and unmanly. In my opinion, the 
message that is sent is that they are way too concerned about their looks. Social mores allows 
women primp and preen because like it or not, women do "compete" based on their looks. A 
good example is the behavior of men and women when they first enter a room. When men enter 
a room the first thing most of them will do is check out the women that are in the room. Then 
watch any woman when she first walks into a room, she checks out the women too ... the 
competition is always on their minds. 

So is Rep. Liebman going through a mid life crisis? Is he going to start mimicking former 
legislators Wayne Pettigrew and start consorting with "low" women? Is there a small red sports 
car on order? Well, no, it seems that our elderly statesman is being challenged by a young man 
named Mike Turner who has a head full of dark hair. 

Small things mean a lot when you are looking at people and trying to figure them out. In this 
case it is very evident that Representative Liebman, Mr. Transvestite Reoublican himself, is wetting 
his trousers over his young challenger. 

So the mystery of the dead rodent hair do is solved and we can cancel the emergency call to the 
exterminator, now let's look at this young man that has Rep Liebman trembling. 
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Mike Turner is 25 years old, a solid conservative that believes in the constitution including the 2nd 
Amendment and the gth & 10th Amendments, believes in cutting spending, is against Obarna 
Care, and against the soft on crime agenda that Speaker Steele pushed the last two years and 
that Rep Liebman supported. Basically Mr. Turner is the complete opposite of Guy Liebman and 
hair color has nothing to do with it. 

Take a look at Mike's website and facebook page and you will see why Liebman is taking this 
seriously. Mike is young, stands for what the Tea Party stands for, and he is knocking doors in 
House District 82. Money can buy elections only when your opponent won't work or if there is 
little difference between the candidates. Liebman has reason to panic. You might say that Mike 
has Lieberman's hair standing on end. 

A Picture is worth a Thousand Words 
Look closely at the face of the person shaking Barack Hussein Obama's hand. It is none other 
than the person that puts the pachyderm in Republican, our rotund Representative Lee Denney. 
The picture was taken at the Cushing Oklahoma visit last month. Attending the event were 
numerous Democrats including: 

Jimmy Curry of the Oklahoma AFL-CIO former state Rep. Debbie Blackburn, progressive activist 
Susan Chambers, Oklahoma City School Board President Angela Monson, former state Sen. Bernest 
Cain, former Attorney General Drew Edmondson, former state Treasurer Scott Meacham, Tulsa 
civic activist Sally Frazier state American Civil Uberties Union director Ryan Kiesel, former 
gubernatorial aide steve Cortes, and state Democratic Party chairman Wallace Collins. 

Current Democrat legislators inlcuded Rep. Dorman (D), Judy Eason-Mclntyre of Tulsa, John 
Sparks of Norman, Tom Adelson of Tulsa, AI McAffrey of Oklahoma City, Rep. Mike Shelton, 
Anastasia Pittma, Jabar Shumate, Minority Leader Scott I nma, Emily Virgi, and Danny Morgan . 

Only two Republicans officials were present, Lee Denney of Cushing and Commerce Secretary 
Dave Lopez, a member of Governor Mary Fallin's cabinet. 

Denney told the press that she was "happy she got to shake his hand. I welcomed him to my 
district, and he said that we had good hospitality. So, I was very glad that we've been friendly to 
the president." 

Yes you have been very friendly to Obama's policies Representative Denney. You supported the 
Obama Care/Fallin Care Health I nsurance Exchanges to the bitter end, helped knock down dozens 
of pro constitution bills, privacy and liberty type bills, and spending reduction bills. 
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Fossil remains of the first politician 

Liberal Education = Liberal Politician 
ByR. H. 

What is it that Speaker Steele fails to recognize about conflict of interest? How is it that he gets 
away with it? Representative Randy McDaniel is a Financial Advisor and Stock Broker by trade. He 
has no business being appointed to any Appropriations and Budget Committee board. It creates a 
conflict of interest. Mr. McDaniel you yourself should realize this and step down from the board 
now. 

Representative McDaniel is a highly educated individual. He furthered his education by attending 
Georgetown University, Institute of Business and Government Affairs. This is a well-known left 
wing bastion. He has not indicated what degree he obtained there. He went on to study at 
Cambridge University, England, M Phil-Land Economy, again not indicating any degree he might 
have obtained from this liberal bastion of thinking. 

Representative McDaniel has served his country in the Oklahoma National Guard from 1988 
through 1999. I thank you for your service. There is no indication of combat duty or awards and 
decorations. 

Let's take a look at his legislative record for the last two years. From a first glance, he is serving 
his constituents well as an average to above average legislator. In 2011 he submitted 10 bills and 
1 House Joint Resolution for consideration. Of those I died in House Committee, 4 died on the 
House floor, 1 died in a Senate Committee and four became law. The House Joint Resolution is still 
in committee. That's a 40% success rate. That's a pretty good success rate. Who says having 
friends in high places doesn't help. 

In 2012 he has submitted 7 bills and 2 House Joint Resolutions for consideration. Of those all 7 
bills are on the Senate floor. It looks like he's on a roll. Of the House Joint Resolutions, 1 is in a 
House Committee and 1 is in a Senate Committee. Let's face it; this could be a banner year for Mr. 
McDaniel. 

Let's take a look at what Project Vote Smart has to say. You can find this information at 
www.votesmart.ora. 

Following the typical liberal politician doctrine, he has refused to indicate where he stands on the 
issues. In other words, whichever way the wind is blowing, that is the way he11 vote. He has 
very high RIED scores meaning that he is a State Otamber toadie. 

His voting record looks like something out of a State Otamber wish list, rebates for sport 
franchises, industrial development bills like the Oklahoma Space Port, voting conservative only 
13% of the time. 

Now we11 look at his campaign finances. This information was obtained from 
www EollowTheMonmt org and www ok goy/ethjcs/crs/jndex php . Both are good sources of 
information. 

Whoever decides to challenge Representative McDaniel better come with a big war chest in tow. 
Mr. McDaniel had one in 2010, $172,833.00 
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Now one would think that that's a lot of money. His district does encompass Nicholls Hills. It does 
cost a little more to campaign in that part of town. Let's dig a little deeper into his finances 
though. 

With these funds available, why did he not ask the Party to utilize the funds elsewhere. Surely 
these funds could have been better spent. 

Expenditures 

July 13, 2010 thru Aug. 9, 2010 $24.00 
Aug 10, 2010 thru Oct 18 2010 $1,500.00 
Oct 19,2010 thru Dec 31, 2010 $135.00 

I guess it doesn't take much money to run a campaign in Nicholls hills. But wait a minute. It shows 
only $77,511.69 forwarded from previous campaign in this last report. Where's the rest of the 
money? This needs to be explained. 

It is obvious why Mr. McDaniel will not sign HB 1004. His signature will cost him his position as 
chair of the Economic Development, Tourism and Financial Services Chair. A position that he is in 
conflict of interest of anyway. Mr. McDaniel you can begin making amends by letting all the voices 
of those silenced by the Speakers intimidation is heard. Sign the discharge petition. Sign HB 1004. 

Who CAIR's? You'd Better. 
By Ms PM 

This article is to set the stage for an article next week on the CAIR conference last weekend at the 
Oklahoma City Mariott. We staked the place out, two teams, one inside and one outside taking 
pictures of people of interest that attended the event. In particular we were looking for legislators 
that were attending. As the FBI is prohibited from dealing with CAIR as they are an unindicted co 
conspirator in terrorism investigations so should our legislators be prohibited from supporting their 
agenda here in Oklahoma. But first let's look at how much influence that CAIR has lost in the last 
two years by looking back at the same CAIR conference in 2010 

The National Cowboy and Western Heritage Museum allowed CAIR to hold their banquet back in 
2010. When I had heard about this I wrote the museum with documentation enclosed, to let them 
know who this organization is and what they stand for. The letter received no response and I was 
as mad as an old wet hen. I placed a call to the grand poo-pa, left a message which did no good. 
I wrote another letter. This time I got a response and many excuses as to why they had allowed 
this to happen. The bottom line, their vetting process had turned up nothing. I wasn't the only 
one that had put a bug in his ear, many concerned citizens had done the same. Thanks to many 
Oklahomans, he will not make that mistake again. 

In this article you can get a pretty good idea of the farce CAIR portrays and which of our stunning 
public servants are buying into a scam on Oklahoma and America. I found it interesting who some 
of the sponsors were for this shin-dig. American Red Cross, ACLU (imagine that), Central 
Oklahoma Human Rights Alliance or C.O.R.R.A., IHOP restaurant, Peace House Oklahoma City, 
Quiznos Subs and The United States Census 2010. 

Here are our great leaders .... These fools attended but left no comments. Many other groups 
attended and the full list can be read in the article: 

Jari Askins , Governor Brad Henry's office, Drew Edmonson, Kenneth Corn, Shane Jett, Mike 
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Shelton 

I found their comments about CAIR more alarming. I checked the crystal ball and CAIR was once 
again slapping the U.S. in the face and our ignorant servants, along with others were cheering 
them on. 

"Your dedication embodies the very essence of our society's steady pursuit of social, racial and 
economic equality for all. CAIR has assisted with Norman's cultural awareness through their efforts 
in helping training of our local law enforcement officials." -Mayor andy Rosenthal, Norman 

"The Council on American-Islamic Relations has a progressive agenda working toward a 
comfortable assertion of their American identity." -Senator John Sparks, District 16 
"For their work in fostering the causes of peace, understanding and better community relations in 
the Great State of Oklahoma and for the pride and patriotism they display towards the United 
States of America and the Great State of Oklahoma." -Senator Andrew Rice, District 46 

"It is definitely a pleasure to work with and get to know better CAIR and its members. We share 
many similar values, such as our interests in good government, our love and best wishes for our 
children, and a desire for pleasant, safe communities." -Representative Wallace Collins, District 45 

"I recognize you and your colleagues at CAIR - Oklahoma on the deep sense of mission you bring 
to your efforts, and the myriad of achievements you have accomplished in your ongoing work with 
the many citizens of the state of Oklahoma." -Representative Ryan Kiesel, District 28 
"Conditions in the world today make it imperative that the people of our world must work together 
to accomplish peace, establish communications and understanding." -Representative AI 
McKaffrey, District 88 

"I applaud and commend the Council on American-Islamic Relations for its stellar efforts and 
commitment in helping to ensure justice, civil rights and the ending of discriminatory practices 
throughout the communities you dutifully serve." -Representative Richard Morrissette, District 92 
"The Oklahoma City Chapterof the Counci l on American-Islamic Relations (CAIR) has worked for 
the betterment and unity of people and for justice and peace in Oklahoma for many years." -
Representative Anastasia Pittman, District 99 

"Through the resi lience of organizations such as yours, the message of peace, multiculturalism, 
equal opportunity and inclusion continues to have a meaningful and positive effect on our nation." 
-Representative Mike Shelton, District 97 

"We saw in the last election how important civic engagement was and I am thankful that CAIR 
nationwide played a significant role in voter education and registration within the Muslim 
community." -Representative Jabar Shumate, District 73 

But.. .do not despair, help in understand how deviant and connected this group is with known 
terrorist organizations can be seen up close and personal by attending these two free, open to the 
public meetings. 

Brigitte Gabriel, ACT! for America President to speak in Yukon and Edmond. This lady knows what 
she is talking about and is the leading expert on Global Islamic Terrorism. 

1st Event: 
Date: April 15, 2012, Time: 7:00PM to 9:00 PM, Location: Trinity Baptist Church 

612 N. Cemetery Road, Yukon, OK 

2nd Event: 
Date: April 16, 2012, Time: 7:00 PM to 9:00 PM, Location: Fairview Baptist Church 
1230 N. Sooner Rd., Edmond, OK 

Brigitte will spell out the strategies and tactics ACT! for America is employing to effectively fight 
back against these threats. You will hear first-hand how ACT! for America is successfully rolling 
back the tide of radical Islam ... how we are winning legislative victories ... how we don't have to live 
in fear or resign ourselves to the inevitability of the threats arrayed against us ... and how we will 
prevail. 
So folks ... turn off the TV, suit up and show up ... you just might learn something. 

Then there was this bill, HR 1044 authored by Representative Cox. He touts how great the 
contributions by citizens of the Republic of Turkey and how much the U.S. and Turkey have in 
common. You can read the bill here if you want your daily ration of crap: 

What I find most humorous about this bill was the amendment on February 29th by Reynolds that 
states this: 

By striking the language on page 2 lines 10-14: 
"WHEREAS, it is the policy of the Oklahoma Legislature to recognize the contributions of our allies 
and the value of maintaining beneficial relationships with allies of the State of Oklahoma, such as 
the contributions made by the Republic of Turkey and the value of our positive relationship with 
this ally." 
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And inserting : 
"WHEREAS, it is the policy of members in the leadership of the Oklahoma House of 
Representatives to recognize the value of passing resolutions of this nature in order to continue to 
receive free, unreported, extravagant trips to exotic locations paid for by unknown sources." 

There were no votes recorded. Did they vote? 

Majority Whip or 
Speaker Steele's Lap Dog? 

ByR. H. 

If there was ever a better example of the phrase "absolute power corrupts absolutely" 
Representative Skye McNiel would have her picture there. She clings to her position as Majority 
whip by refusing to sign HB 1004, because she knows that passage of that bill would cost her the 
power that she so desperately clings to. 

A review of her legislative record indicates that she is a tax and spend liberal RINO Republican. 
She hasn't met a tax increase or fee increase she hasn't liked. In 2011 she submitted 9 bills and 1 
House Concun·ent Resolution for consideration. Of those, 1 dies in House Committee, 3 died on the 
house floor, 1 died on the Senate floor and four became law. Those are indicated below: 

HB 1008 Income Tax Credit- Liberal 
HB 1953 Quick Action Closing Fund (The Governors Slush Fund) Liberal 
HB 1954 Tax Credits for Business 
HB 1957 Licensing and Permits for Swine Feeding Operations - Liberal 

The House Concurrent Resolution passed. HCR 1005 Water Appreciation Day. Are you people 
kidding me? Surely you have more important things to spend your time on than debating whether 
or not to have a day to appreciate water. You should have your pay docked for the time wasted 
debating this useless resolution. 

In 2012 she is not doing as well. She submitted 10 bills and 1 House Resolution for consideration. 
Of these 8 are still in committee, 1 is on the House floor and 1 is on the Senate floor. The House 
Resolution has been adopted. This one was a resolution of "Disapproval of Federal Expenditures 
for Wild Horse and Burro Program". Can you people get real? You refuse to hear bills by 
Conservative legislators, but you'll waste time on stuff like this. It's no wonder the state legislature 
is a laughing stock around the country. 

We did go to her vote smart web page and looked at her record. There was some very interesting 
information there. 

I also went to the Oklahoma State Ethics Commission, Campaign Rnance Division web site and 
reviewed her C1-R filings for the 2010 Campaign year, and found what I feel are some 
questionable entries. Here are a few of the ones I found. 

Date 
February 10, 2010 
Date 
Cost 
June 1, 2010 
July 21, 2010 
September 4, 2010 
August 13, 2010 

Item 
Christmas Cards 

Item 

Cost 
$3,704.38 

Year to Date Cost 
$20,059.62 

Cost Year to Date 

Prizes for Golf Tournament $198.21 $198.21 
Supplies for Golf Tournament $20.00 $647.43 

Vehicle Tow $150.00 $150.00 
PTA Conb·ibution $50.00 $50.00 
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November 6, 2010 
November 8, 2010 
November 13, 2010 

NAACP (Donation) $60.00 
Kellyville Schools (Donation) $100.00 
Shrine Circus (Donation) $195.00 

$60.00 
$100.00 
$390.00 

Now these entries raise some questions. Why is she buying Christmas cards in February? Did she 
put on the Gulf Tournament? If not why did she spend so much money there? Was she on a 
campaign trip when she had the vehicle towed? Why are the three donations attributed to the 
campaign? It seems to me that if she wanted to contribute to these organizations, she would have 
given the money out of her own pocket. 

Representative McNeil, this was just a brief glance at your campaign. We know that you owe your 
position to the Speaker. We know that you are a RINO Republican. We know that you approve of 
the Speakers Social Justice agenda. For once do the right thing. Let the voices of your fellow 
Oklahomans be heard. Sign HB 1004 so that other Representatives can have their bills heard. By 
silencing Conservative Republicans, you are silencing the voices of millions of Oklahomans. Do the 
right thing. 

Rep John Bennett and former CIA Director James Woolsey 

Rep. John Bennett, an American Patriot 

Back around August of 2010 I met a young marine in Henryetta after a request for assistance on 
his campaign against the infamous Glen Bud Smithson, one of the worst of the worst in the House 
of Representatives. John Bennett went on to win this campaign by around 500 votes if I recall 
correctly, the first Republican Representative from Sequoyah County. John stood his ground on 
opening day against House leadership and became one of our best Representatives since being 
elected. 

John's courage and integrity earned him the top spot on the state Chamber's Ten Most Wanted 
list, a list of House members targeted for removal in 2012. They say that in politics you are known 
by the enemies you have so nothing more could speak louder on John's impact at the Capitol. 

So it really isn't a huge surprise that John earned the endorsement of James Woolsey, the former 
Director of the CIA. Woolsey was in Oklahoma City for the Alliance for Vigilance banquet and I 
had gotten John and the leader of the group together as a potential member of a new anti 
terrorist caucus being formed at the Capitol. During the event Director Woolsey had heard about 
John's courage and steadfast support of conservative issues, and a new alliance was struck. 

Director Woolsey provided the following endorsement letter for John and I have no doubt that 
Woolsey is going to be proud as we are of John's political impact in the coming years. 
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The battle at the Capitol will intensify toward the end of this session and it will grow white hot this 
summer as the primary battles begin. The State Chamber will throw $100,000 to John's 
opponent, they want John gone and they could care less if a Democrat regains the seat as long as 
he is their boy. other conservative House members will face the same opposition because the 
loss of as few as three conservative House seats will allow the Speaker Designate election victory 
last October to be re fought. The state Chamber knows beyond a doubt that a conservative 
Speaker of the House would be their worst nightmare as more conservative bills would get heard 
and more RINOs would be exposed as they were forced to actually vote on the tough issues that 
our state must face in the coming years. 

John Bennett needs your help if he is going to remain a conservative anchor in the House of 
Representatives. He will be facing someone without a bad voting record like Glen Bud Smithson 
had and they will do their best to buy that House seat. Take a look at Bennett's website and 
onate to Bennett's campaign and volunteer to knock doors for him in the coming election. Men 
like John are rare and it is even rarer to find one willing to put up with running for office so let's 
make darned sure he makes it back for the 2013 legislative session. 

Bureaucrat or Politician? 
By R. H. 

They say a person's life experiences tend to influence one's political views. None can be more 
evident than in the case of Senator Judy Eason Mcintyre (D) Tulsa. She is a graduate of Booker T. 
Washington High School in Tulsa. She went on to gain her Bachelors and Masters of Science 
Degrees in Social Work from the University of Oklahoma. Most people will tell you that you don't 
get your Bachelors and any advanced degree from the same university. It just doesn't enhance 
your resume. 
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She was chosen to serve as Democratic Whip in 2011. I congratulate her for that. She was also 
selected to serve on the Select Committee on Pensions. It seems that the state's pension fund has 
$16 billion dollars in unfunded liabilities. That goes along with Democrat and Uberal Republican 
politicians promising public sector unions the moon just to get their support so they can get 
elected. Now the pension system is in almost as bad a mess as California's. Thanks liberals. So 
what do you do? You appoint one of the most liberal politicians in the state to a committee to 
correct the problem. That's a lot like the President stating he'd cut the budget deficit in half by the 
end of his first term. We ended up with record debt. 

Unlike a lot of college graduates, she did put her degree to good use. She worked for the 
Department of Human Services, Child Welfare Division for 31 years before she retired. She 
simultaneously served on the Tulsa School Board for 16 years. She served as President of the 
Board for 2 of those years. I wonder how much better the lives of her clients would be if she 
dedicated more time to them and less time to the school board? If not legally wrong, this is 
morally wrong for her to have done. You can find more on her by going to her Senate bjo page 

I did manage to find a few public statements made by the Senator. One where she claimed state 
workers were underpaid and under appreciated by the labor commissioner. Well as in any 
organization, there is that 10% that always seem to underperform. For some reason it's as un
avoidable as death and taxes. What are frustrating are the cumbersome union regulations that 
must be adhered to fire these individuals so that better people can be brought in and the quality 
of work and the efficiency of the work product are raised. But then again the Senator has her 
political donations to think about. 

Then in a statement dated Jan5, 2011 regarding the rate increase from Ohio based AEP-PSO, she 
made the following statement "Rep. Proctor and I share the belief that people should come before 
politics. I encourage all Oklahomans to voice their feelings and call their Corporation 
Commissioners," Sure sounds like she's sticking up for the little guy, except where was she when 
they made this rate increase a temporary one. All they're asking for now is to make it permanent. 
This sounds like a little too late to be truly indignant. 

I also went to her votesmart oage and did some research. I won't go into a lot of detail, but you 
are welcome to do so yourself. I will touch on some highlights. 

Very little information has been made available on her campaign finances. This may be due to lack 
of submission by a volunteer. Unlike most of her colleagues, she did take the political stance 
challenge. No matter her politics, at least she took a stand. It's with some of her votes that I really 
have a problem. 

I went to look at her local campaign finances, and found a lot more information. To get this 
information go to the Ethics Commission for the individual candidate. You'll want to look at the 
schedule e. Something is just not right here. I limited my look to an off election year of 2010 for 
her. Here are a few examples of what I found. 

Date 
Mar 29, 2010 
$120.00 
Feb 16, 2010 
Feb 1, 2010 

Name & Address Bene. 
BTW Ramblers Alumni Assoc. Const. 

Red Lobster 
AlphaKappaAlpha 

Const. 
Con st. 

Expl. Of Purpose 
Souvenir Book 

Lunch 
Dues 

Somehow I don't think that these can truly be called "campaign expenses". 

Cost YTD Total 
$100.00 

$17.16 $68.15 
$330.00 $375.00 

That's just the tip of the iceberg. This doesn't even cover the fact that they fail to keep a running 
total on the amount spent at one service station. This is a frequent if not habitual occurrence. The 
items and amounts listed and alluded to all occurred during one quarter, January 1, 2010 through 
March 31, 2010. It makes one wonder how much we would find going back to her earliest 
available filings. 

Now if this is any indication of the accounting bicks the Senator plans on using to balance the 
state retirement system budget, I pity our poor state retiree's. Maybe the best course of action 
would be for her to surrender her post on that committee, and just quietly not run for re-election. 
Surely after reading this, the State Ethics Commission will want to scrutinize her numerous 
campaign finance law violations more closely. I'm sure her constituents will. 

Did we mention the Tulsa World would get a copy of this? 
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2nd Amendment Bills at the Capitol Need Support 

by R. H. 

Action Alert! 
Gunners may rejoice. With a little help you may finally see one of the most pro-active Second 
Amendment laws in the nation passed. All it takes is a lot of phone calls to your Senators to see 
that this bill passes on the Senate floor. I'm talking about HB 2522. You can read the bill here. 

What this bill does is gives back to the gun owner the right to bear arms in public. It doesn't 
distinguish between concealed and open carried permitted individuals. It eliminates the 
requirement for a concealed carry permit The requirement is changed to "handgun license 
pursuant to the Oklahoma Self Defense Act." That is a big change. It does leave in affect the 
requirement that felons are not permitted to possess firearms. 

What are the requirements under the Oklahoma Self Defense Act you ask? Well I'll tell you. The 
Oklahoma Self Defense Act is better known as the Make My Day Law. Little known is that it is 
required that an individual should receive a license to have a handgun in the house. This law is 
Oklahoma statute 21 O.S. Chapter 53 Section 1290. It explains how to apply for the license and 
everything. 

Now there is a move on to amend this bill on the Senate floor to modify this bill to read 
"concealed carry." This would again limit the constitutional rights of Americans. This amendment 
should be defeated on the Senate floor. 
The one disturbing portion of this bill has to do with being able to carry a weapon into an 
establishment that serves alcoholic beverages. This is dangerous. Although the section indicates 
that the individual is legal as long as they do not consume any alcoholic beverages, it's more than 
reasonable to assume that this section will be violated on a regular basis. Nothing is more 
dangerous than a drunk with a gun. This should be modified by amendment. 

As this bill stands coming out of the Senate committee, it differs from the House bill. Those 
differences mean we will most likely see this bill head to a conference committee. The Senate bill, 
as it stands coming from committee, gives more rights to gun owners than the House bill. Let's let 
the Senate bill prevail. 

Without doubt this is a bill I can support. The only modification I would like to see is the one 
concerning weapons in establishments serving alcoholic beverages. Let's make this bill happen. 
Call your Senators and Representatives using the contact info at the bottom of this newsletter. Call 
often. Let's get this done. 
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In State Tuition Breaks for Illegal Aliens Passes House Committee 

Now no doubt this is being pushed by the Higher Education crowd, desparate for more money to 
support their high on the hog lifestyles. No doubt with the economy stagnating they are looking 
for new victims, uh, clients. 

And it pains me to no end to see one of our conservative allies on this list of RINOs that stripped a 
clause out of an otherwise good bill which allows illegals to get in state tuition breaks for higher 
education and to qualify for scholarships. 

Gary Banz - Dist 10 1 
Jadine Nollan - Dist 66 
Dennis Casey - Dist 35 
Marty Quitm - Dist 9 
Jeanie McDaniel - Dist 78 

Corey Holland - Dist 51 
C01y Williams - Dist 34 

Sally Kem - Dist 84 
Lee Dem1ey - Dist 33 

Todd Thomsen - Dist 25 

This all revolves around SB 1624 which contained an excellent section: 

SECTION 2. NEW LAW A new section of law to be codified in the Oklahoma 
Statutes as Section 3226.2 of Title 70, unless there is created a duplication in 
numbering, reads as follows: 
An individual who is not lawfully present in the United States shall not be 
considered a resident and is not eligible for resident tuition or postsecondary 
education benefits, including but not limited to scholarships or financial aid. 

Action Alert! 
The House Appropriations and Budget Subcommittee then votes to remove Section 2 
of the Senate bill. CaU the House of Representatives switchboard at 1-800-522-
8502 or 405-521-2711 and ask your representative to vote against tlus bill or to add 
Section 2 back into the bill while it is on the House floor. 

And Representative Kern, what were you thillkllig? Illegals are causmg a lot of problems 
here in Oklahoma, competit1g with working class Oklahomans and causit1g wages to 
stagnate, taking up jobs that Americans would take if they paid a wage that would supp011 
a person and allow them to contl-ibute to their fanlily's upkeep. When this bill comes up on 
the House floor we had better see you votit1g conservative. 

Here are all the House members in two fifty member block s of email addresses. 
Use Bee in your email address header and email fifty of them with one email yet 
they won't know who else got the email. 

Here are the State Senate email addresses in one block: 
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Who is my state representative and my state Senator? Click heree to find o ut 

Here is the Senat e Directory 

Here is the House Directory 

Remember to strip the unsubscribe link before forwarding this newsletter to 
prevent someone from taking you off our list! Use our forward this email link at 
the top of the newsletter to prevent being accidently unsubscribed. 

Money is always needed for printing costs, postage, sign materials, and robo 
call costs. We are tightfisted; we will spend your hard eamed money wisely and 
frugally as we do our very best to clean up Oklahoma politicians so we can 
begin to clean up our country. 

llosqbscrjbe I Cbaoae profile 
Powered by YMLP 

3435



From: Grace-Marie Turner 

Katie Altshuler To: 
Subject: Romney's best defense on RomneyCare 

Tuesday, March 06, 2012 9:38:35 AM Date: 

Romney's Best Defense: The Truth About Romneycare 

The American Spectator 
By Grace-Marie Turner 
March 6, 2012 

Voters need to hear it from him-- and he has to be straight with them. 

Even though Mitt Romney has had a string of primary wins, support for his presidential bid still is 

tepid among Republican voters nervous about Romneycare. He could calm them if he were to more 

fully explain the difference between his vision for reform and the law that ultimately was enacted in 

Massachusetts. 

Gov. Romney gets big applause when he pledges to repeal Obamacare, but he faces silence when he 

tries to defend Romneycare. He insists, for example, that his individual mandate only impacted the 

8 percent of residents who were uninsured (the mandate covers everyone), that he didn't cut 

Medicare (states have no authority over Medicare), and that he would issue a waiver to the states to 

implement Obamacare their way (a president can't undo an Act of Congress with a waiver). 

TI1e voters are not reassured. Gov. Romney can get off the defensive and change the subject by 

explaining that the Massachusetts law which was passed by the overwhelmingly Democratic 

legislature diverged significantly from his vision for reform, and then desc1ibe what his reform plan 

would be as president. 

During the presidential debate in Jacksonville, Florida, in late January, Rmm1ey took a small step in 

this direction when he acknowledged that his successor, Gov. Deval Patrick, has taken a much more 

liberal track in implementing Romneycare. "If I were governor," Romney said, "it would work a heck 

of a lot better." Indeed, when it passed the law, the legislature was counting on a Democrat governor 

to succeed Romney to put the real regulatory thumb screws in place. 

The Massachusetts law is different in impmtant ways from the plan that Romney pushed as 

governor. Few voters know, for example, that Romney strongly opposed the employer mandate and 

wanted au escape from the individual mandate -- allowing people to instead be able to post a bond 

if they were uninsured and had big medical bills. When Romney signed the law, he believed it 

contained the escape hatch, but legislators removed it before final passage. 

Romney vetoed eight provisions of the Massachusetts bill, and every one of his vetoes was 

overridden by the legislature. Should Ronmey have known this was likely? Yes. Should he have 

known exactly what he was signing? Absolutely. But voters may be more forgiving if he tells them he 

wanted to give citizens and employers a way out. 

Why did he push Romneycare? The state was at risk of losing $385 million in federal Medicaid 

money, and the Bush administration insisted Massachusetts make changes to get more residents 

covered and keep the money flm\oing. 
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Romney also wanted to find a way to make it easier for small businesses and individuals to get 

insurance that would be portable from job to job. To get around federal tax law restrictions and to 

make health insurance portable, he adopted the Heritage Foundation's proposal to create exchanges 

that would allow individuals to have portable insurance and pay premiums v.ith pre-tax dollars. 

TODAY ROMNEY SAYS, "The market can work to solve ow· health care needs." The policy 

recommendations on his campaign website back up his perspective on patient-centered reform. But 

primary voters aren't . He needs to get off the defensive and take charge of this issue. 

Here's a three-step plan: 

Step 1: Focus on Repeal of Obamacare. 

Gov. Romney needs to get his message straight, or he \\<ill be hammered in the general election over 

false promises. He calls for repeal of Obamacare while sa)ing he would immediately issue an 

executive order to give flexibility to the states to implement the law their way. That sets the stage to 

massively confuse the political agenda: He would be sending the states off to begin to implement 

Obamacare while Congress works in Washington to repeal it. 

Further, the Congressional Research Service issued a report that said Obamacare's major provisions 

aTe Acts of Congress, and they simply cannot be changed through an executive order. 

His focus should be on repeal. Waivers to the states from Obamacare are not a solution and, in fact, 

might well detract from the ultimate goal of repealing the law and replacing it with a genuine free 

market alternative. If Gov. Romney is serious about repealing Obamacare, he will have to devote all 

of his energies to doing that as soon as possible. 

The House of Representatives passed a repeal bill a few weeks after Republicans took control last 

year. In the Senate, many parts of Obamacare could be repealed through reconciliation with only 51 

votes should Republicans take control there, allowing them to enact legislation repealing the 

spending provisions that are the biggest threat to the economy and to the federal deficit. 

He also could calm voters by emphasizing that a federal mandate to purchase health insurance is 

unconstitutional and detail more reasons why Obamacare's government-centric approach is wrong. 

Step 2: Explain what really happened with passage of Romneycare. 

Gov. Romney's support for states' rights is important, saying the law worked for Massachusetts but 

that other states need their own solutions in our diverse and complex country. But conservatives 

would feel better knowing what he initially proposed in the Bay State. For example: 

• Mandate es cape. Few voters know that Romney wanted an escape from the individual 

mandate. Voters may be more forgiving if he were to tell them he wanted to give citizens a 

way out and that he strongly opposed the employer mandate. 

• Real insurance. Romney wanted people to be able to purchase real health insurance that 

would have covered catasb·ophic events. Instead, the legislature insisted on including all of 

the so-plus health insurance mandates already on the books. The legislature allowed the 

high-deductible plans only for some yow1g people aged 18-26. 

After the Massachusetts law was passed by the legislature, Romney continued to try to reshape it 

with his line-item veto. For example: 
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• Employer mandate: Vetoed. The bill called for a mandate on employers with 11 or more 

workers to provide health coverage or pay an annual fee of $295 per worker. Overridden. 

• Covering certain immigrants: Vetoed. The bill included a provision that would allow 

some non-citizens to qualify for coverage under the new health plan. Ovenidden. 

• New bm·eaucracy: Vetoed. The bill created a powerful new bureaucracy, called the 

Public Health Council. Overridden. 

• Limiting improvements to Medicaid: Vetoed. The bill restricted changes to Medicaid to 

make the program more efficient. Overridden. 

Gov. Rollllley must clarify that in working with a Republican Congress on a new health reform 

agenda, he would start with a very different vision than Romneycare and work much harder to make 

sure the consumer-friendly structure is what becomes law. 

Step 3: Emphasize his vision for market-based health reform, with a much clearer description of 

what a President Romney's plan would look like. 

He needs to talk about what he would do so he can stop having to defend Romneycare. A handful of 

specifics would do, many of which are included on his campaign website: 

1. Help states set up functional pools so people with pre-existing conditions are protected. 

2. Provide new subsidies for the uninsured to purchase the coverage of their choice. 

3. Encourage the states to set up marketplaces for people to buy insurance and allow policies to 

be purchased across state lines. 

4. Boost insurance rules to guarantee that if people have coverage, they can keep it and their 

premiums won't skyrocket if they get sick, etc. 

5. Move toward a system of tax credits and deductions to allow individuals to buy and own 

portable health insurance. 

And regarding the "free-1ider" problem Romney says that the Massachusetts law was designed to 

stop: This can be addressed without a mandate and in a way that is likely to be much more effective. 

For example, if people don't buy coverage with the credit, then the credit could be used to 

automatically emoll them in a private plan that would cover their major medical bills. Properly 

structured incentives would be more effective than a mandate in expanding coverage. 

The health reform plan Gov. Romney pushed in Massachusetts was different in key respects from 

the model that became Obamacare but few people know the truth about Ronmeycare. 

Unless Gov. Romney takes steps to clruify and remedy his position, he will continue to have trouble 

convincing Republican voters he is selious about repeal ru1d will have ail even harder time mapping 

a clear plan on health reform should he be elected president. 

Read online: htt:p: //spectator.org/archives/2012/03/06/romneys-best-defense-the-truth 

Shru·e your thoughts: 
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From: 

To: 

Grace-Marie Turner 

Katie Altshuler 

Subject: Romney"s Disconnect -- Health Policy Matters 
Friday, January 27, 2012 1:06:26 PM Date: 

Romney's Disconnect 

By Grace-Marie Turner 

The latest tracking poll from the Kaiser Family Foundation 
shows that ObamaCare remains as unpopular as ever. 

• Americans overwhelmingly object to the individual 
mandate - most because they believe it is an over -reach 
of government powers and also because they believe the 
mandated insurance will be too expensive. 

• A majority also thinks the Supreme Court should rule the 
mandate unconstitutional. 

• Another interesting finding: Three in ten of those surveyed 
think a Court ru ling against the mandate effectively will 
mean the end of the entire law, but a majority (55%) 
understands that parts of the law sti ll will be implemented 
even if the Court strikes down the individual mandate. 

Mitt Romney adviser Norm Coleman, a former senator from 
Minnesota, reinforced those fears this week when he predicted 
ObamaCare won't be repealed, even if a Republican wins the 
White House in November. 

"You will not repeal the act in its entirety, but you will see major 
changes, particularly if there is a Republican president," 
Coleman told BioCentury This Week television in an interview 
that aired on Sunday. "You can't whole-cloth throw it out But 
you can substantially change what's been done." 

Every Republican candidate -- including Romney- has vowed 
to repeal the law. The Romney campaign quickly distanced 
itself from Coleman's prediction. "With all due respect to Sen. 
Coleman, he's wrong," campaign spokeswoman Andrea Saul 
said. "Gov. Romney can and will repeal ObamaCare and is 
committed to doing so." 

View Online 1 Forward 1 Subscribe 1 Unsubscribe 
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No doubt it will be difficu lt. Thousands of pages of 

regulations have been written and implemented that already 
are sinking deep roots into the health sector. In addition, tens 
of billions of ObamaCare dollars already have been spent that 
cannot be recovered. The repeal legislation would have to 
specify that the regulations that have been issued are void and 
acknowledge that money which already has been spent 

cannot be recovered, such as the $5 billion for health 
insurance for uninsured people with pre-existing conditions. 

It will be a mess to untangle as the health sector already is 
reorganizing itself around the law and its many mandates. The 
administration is going full speed ahead in writing as many 
regs and implementing as many programs as fast as possible. 

The biggest attack after repeal is that Republicans would take 
away health insurance from millions of people who otherwise 
would get it under ObamaCare. Republicans will have to offer 
a credible replace strategy, which Rep. Joe Pitts, chairman of 
the key health care subcommittee of the Energy and 

Commerce Committee, said would be offered this summer. 

Full speed ahead: Health Sec. Kathleen Sebelius said this 
week that even if the Court tosses out the individual mandate, 
her department will continue to charge ahead. 

Sebelius said in an interview on The Daily Show-- which she 
no doubt wishes she hadn't done - that she's confident the 

Supreme Court will uphold the mandate, but that there are 

alternatives if it doesn't 

"I think we keep going," she said. "We find ways to encourage 

people to become enrolled and become insured. And the 
mandate's the fastest way to do it, and it just says, basically, 
everybody's got some responsibility. But there are other ways 
to encourage people to come in." 

And about last night's debate: I wrote a piece recently for 
The American Spectator which takes apart the many 
inconsistent statements and positions that Gov. Romney has 
taken regarding RomneyCare and ObamaCare, including 
claims he made again during last night's debate in 

Jacksonville, FL 

Romney is stubbornly defensive about his law, even as 
Republican voters see it as the platform for ObamaCare. John 

McDonough, who helped design both RomneyCare and then 
ObamaCare, said the federal law is, "Massachusetts with three 

more zeros." 

Romney's statements are just not selling with Republican 

voters. For example: 

• Medicare Advantage Chronic 
Special Needs Plan Boosted 

Primary Care, Reduced 
Hospital Use Among Diabetes 
Patients 

• ObamaCare: Obama Ends 
Medicare As We Know It 

STATE ISSUES 

• Massachusetts Health 
Reforms: Uninsurance 
Remains Low, Self-Reported 
Health Status Improves As 

State Prepares To Tackle 
Costs 

• 'Tiered' Insurance Confounds 
Consumers, Docs In Mass. 

Events 

Health Plan Innovations: Caring for 
Medicare and Medicaid Patients with 
Chronic Illnesses 
America's Health Insurance Plans 
Friday, January 27, 2012 
12:00pm - 1:30pm 
Washington, DC 

If You Like What You Have, Can You 
Keep It? PPACA and Employer
Sponsored Insurance 
e21 Event 
Tuesday, January 31, 2012 
3:00pm- 4:00pm 
Washington, DC 

Health Care Reform: A Different Path -
Current Federal Plan May Be Bad For 
Your Health 
Orange County Forum 
Thursday, February 2, 2012 
11 :30am - 1 :OOpm 
Irvine, CA 

Hatton W. Sumners Distinguished 
Lecture Series with Jeb Bush 
National Center for Policy Analysis 
Event 
Thursday, February 23, 2012 
12:00pm -1 :15pm 
Dallas, TX 
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• Individual mandate affects "only 8%": Romney has called 
the individual mandate requiring all residents to have 
health insurance "the ultimate conservative idea" because 
it takes care of "free riders." 

Romney claims: "Our bill dealt with eight percent of our 
population, the people who aren't insured and said to 
them, if you can pay, don't count on the government. Take 
personal responsibility." 

But the mandate applies to everyone, not just to the 
eight percent who were uninsured. 

• Repeal and Replace - with RomneyCare? In the October 
11 , 2011 debate, Romney said: " ... we all agree about 
repeal and replace. And I'm proud of the fact that I've 
put together a plan that says what I'm going to replace 
it with." 

He says he wants to repeal and replace ObamaCare, but 
then he says what he would replace it with is 
RomneyCare! Does he really mean that he wants to use 
Massachusetts as a model for his "replacement" plan? No 
wonder voters are worried. 

• Medicare cuts. Romney also boasts, accurately, "We 
didn't cut Medicare." This is a bogus boast, however, since 
states have no authority over spending in the federal 
Medicare program, and cutting Medicare therefore never 
was an option with RomneyCare. 

• Waivers for tl1e states. Romney has said repeatedly that 
one of his first acts as president would be to "put out an 
executive order granting a waiver from ObamaCare to all 

50 states." 

But Romney can't use an executive order to wipe out the 
law's massive new federal entitlement program and its 
huge taxpayer subsidies for health insurance, its vast 
expansion of Medicaid coverage, the Medicare rationing 
board, $550 billion in new and higher taxes, $575 billion in 
cuts to Medicare, and federal mandates on individuals, 
businesses, and the states to comply with the law. These 
are all part of the federal health overhaul law and simply 
cannot be waived by executive order. 

The Congressional Research Service sent a letter to Sen. 
Coburn in November confirming this. "A President would 
not appear to be able to issue an executive order halting 
statutorily-required programs or mandatory 
appropriations ... (or blocking) an agency from 
promulgating a rule that is statutorily required by PPACA," 
the CRS concluded. 

So Romney's campaign slogan is calling for an action that 
simply would not be legaL Waivers are not a solution and, 
in fact, might well detract from the ultimate goal of 

~ 
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repealing ObamaCare and replacing it with a genuine free 
market alternative. 

• Mimicking Obama. When Romney says he wants to give 
states more discretion in implementing ObamaCare, there 
is very little daylight between his position and President 
Obama's. 

The president has said Congress should pass legislation 
to accelerate the provision in the law that would allow 
states more flexibility in implementing the health law 
starting in 2017, arguing Congress should move the date 
forward to 2014. That is precisely Romney's position. Not 
much room for debate there. 

• RomneyCare and taxes. He also defends RomneyCare by 
saying that Massachusetts didn't raise taxes to finance his 
plan. That's because Massachusetts simply passed a big 
share of its costs along to federal taxpayers. 
Massachusetts relied on previously-enacted health 
insurance taxes and an infusion of federal Medicaid 
money to finance its coverage expansion. 

Washington didn't have any higher government authority 
to draw from so it had to raise taxes to finance 
ObamaCare. The fact that a significant part of 
Massachusetts' coverage expansion relied on federal 
Medicaid money defies Romney 's position that the 
Bay State's reform was a state solution. 

• The speed of repeal. Romney pledges to pursue the 
ultimate goal of repealing ObamaCare and replacing it 
with "free-market .reforms that promote competition and 
lower health-care costs. But since an outright repeal 
would take time, an executive order is his fi rst step in 
" returning power to the states," he wrote earlier this 
year. 

Actually, it wouldn't. Romney's cautious step-by-step 
approach overlooks the fact that the Republican House 
passed a repeal bill within a few weeks of taking power. If 
there were a majority in the Senate supporting repeal, 
then a new president could have a repeal bill to sign on 
his desk within a month or two of taking office. 

Why on earth would a President Mitt Romney want to 
send states on a wild chase to start implementing 

ObamaCare in a different way when, as he himself 
observes, the ultimate goal must be total repeal? 

I offer suggestions for how Romney can adjust his position in 
my Spectator piece. Unless he takes steps to remedy his 
position, he will have trouble convincing Republican voters he 
is serious about repeal and will have an even harder time 
mapping a clear plan on health reform should he be elected 
president. 

back to top 
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CUP OF THE WEEK 

Beyond the Individual Mandate: Why ObamaCare Must Be Repealed 
Grace-Marie Turner of the Galen Institute, Sally Pipes of the Pacific Research Institute, and Michael 
Tanner of the Cato Institute examine the continuing debate on ObamaCare, the impact and 
consequences of these policies, and an alternative path to improve health care for America. Watch now 
>> 

HEALTH REFORM 

A Supreme ObamaCare test 
George F. Will, The Washington Post , 01 /20/12 

ObamaCare and Religious Freedom 
Archbishop Timothy M. Dolan, The Wall Street Journal, 01 /25/12 

What We Give Up for Health Care 
Ezekiel J. Emanuel, The New York Times: Opinionator, 01/21/12 

Inside the ObamaCare Spin Zone 
James C. Capretta, National Review Online, 01/23/12 

How Health Care Dropped Out Of The Presidential Conversation 
Julie Rovner, NPR Shots, 01 /26/12 

Kaiser Health Tracking Poll 
Kaiser Family Foundation, 01 /12 

Is 'ObamaCare' receding as a GOP cause? 
Sally C. Pipes, Philadelphia Inquirer, 01/20/1 2 

American Soldiers Deserve Cutting-Edge Health Care 
Sally C. Pipes, Forbes.com, 01 /24/12 

MEDICARE AND MEDICAID 

The Wyden-Ryan proposal -- a foundation for realistic Medicare reform 

Joseph Antos, The New England Journal of Medicine . 01/26/12 

Medicare Advantage Chronic Special Needs Plan Boosted Primary Care, Reduced Hospital Use Among 
Diabetes Patients 
Robb Cohen, Jeff Lemieux, Jeff Schoenborn, and Teresa Mulligan, Health Affairs, 01 /12 

ObamaCare: Obama Ends Medicare As We Know It 
The Heritage Foundation, 01/25/12 

STATE ISSUES 

Massachusetts Health Reforms: Uninsurance Remains Low, Self-Reported Health Status Improves As 
State Prepares To Tackle Costs 
Sharon K. long, Karen Stockley, and Heather Dahlen, Health Affairs, 01/25/12 
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'Tiered' Insurance Confounds Consumers, Docs In Mass.

Martha Bebinger, Kaiser Health News, 01/17/12
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From: Matt Robison
To: Katie Altshuler
Subject: Rules on exchanges
Date: Monday, March 12, 2012 4:52:06 PM
Attachments: CH78576312.pdf

 
To:                       Oklahomans for Free Market Health Solutions
From:                  Matt Robison
Date:                   March 12, 2012
Re:                       CMS Exchange Rules released
 
The U.S. Department of Health and Human Services has released the final rules governing the health insurance exchanges as required by the federal Patient Protection and
Affordable Care Act.  A copy of those rules is attached.
 
Please remember we are having a coalition meeting tomorrow, Tuesday, March 13th from noon - 1:00 p.m. at The State Chamber office.  We will be discussing the options
available to us after last week's decision by the legislative leadership to not hear SB 1629 which was the measure to create an Oklahoma Health Insurance Marketplace.
 
Looking forward to our discussion tomorrow.
 
 
Matt Robison
Vice President Government Affairs
The State Chamber of Oklahoma
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From: Reed Downey
To: ;
Subject: San Antonio doctors" ad
Date: Sunday, June 03, 2012 3:36:06 PM

FYI,

 
reed

 
 
http://www.americandoctors4truth.org/about.html

 

 
We must now allow ourselves to be forced into this system. Individual choice of medical care will be

lost.

The Democratic Party has produced a television ad
purporting to show Rep Paul Ryan throwing
grandma off the cliff, by opposing ObamaCare. 

A couple of San Antonio doctors have 
responded with an effective ad to counter this
injustice. See the ad produced by Drs. Jane
Hughes and Kris Held. 

http://www.youtube.com/embed/PJ-
p29xEM0s
If you like their ad, please forward
widely.
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SB 1629 is on hold pending Supreme Court action
 
OKLAHOMA CITY – The Legislature will wait until after the U.S. Supreme Court rules on the constitutionality of the federal
health care law before proceeding with Senate Bill 1629, legislators announced Thursday.
 
The U.S. Supreme Court is expected to rule this summer, perhaps as early as June, on a legal challenge brought by several
states alleging the federal Patient Protection and Affordable Care Act is unconstitutional.
 
Should the high court overturn the law, the possibility exists that health insurance exchanges would not be necessary. And
should the high court uphold the federal law, nuances within the majority opinion could help legislators craft the most
effective Oklahoma-based marketplace possible to defend against the imposition of a federal exchange.
 
Given these dynamics, legislative leaders and the chairmen of the Joint Committee of Federal Health Care Law have opted to
wait until the outcome of the Supreme Court proceedings before moving further forward with SB 1629. If the court upholds
the law, the Legislature is already prepared to continue defending against federal intervention into the Oklahoma health care
market.
 
“There are many common-sense solutions conservatives can agree on to lower the cost of healthcare, expand access and
choices to more individuals, and increase the quality of our care – all through tried-and-true principles of the free market,”
said Sen. Gary Stanislawski, R-Tulsa, co-chairman of the Joint Committee on Federal Health Care Law.
 
“These are ideas worth pursuing, and we eagerly await the Supreme Court’s repeal of ObamaCare so we can begin the very
serious business of addressing our healthcare challenges with solutions that expand freedom instead of government,”
Stanislawski said.
 
The Joint Committee on Federal Health Care Law met five times throughout the interim to determine the effect the law will
have on Oklahoma. Among its recommendations was to craft a state-based marketplace in order to prevent the federal
government from imposing a federal exchange in Oklahoma.
 
“If the court doesn’t reject this law as we hope, developing a state-based exchange remains our best defense against unwanted
federal intervention,” said Rep. Glen Mulready, R-Tulsa, the committee’s other co-chairman. “We think we have fashioned a
good plan. We are willing to wait to ensure we have the best possible solution to protect Oklahoma from federal intervention.”
 
Legislative leaders supported the committee co-chairmen’s decision.
 
“Republicans in the state Senate will do everything in our power to block ObamaCare in Oklahoma. When President Obama
rammed through a trillion dollar unconstitutional assault on the healthcare freedom of Oklahomans, he proved his values are
fundamentally at odds with ours,” said Senate President Pro Tempore Brian Bingman, R-Sapulpa. “The fight to preserve
healthcare freedom is far from over.”
 
“Developing a state-based solution has always been and remains the best, most realistic way to defend against a federal
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exchange. The reality is we’re not yet at the point where we absolutely have to deploy that defense,” said House Speaker Kris
Steele, R-Shawnee. “Should the time come, we’ll be prepared to act thanks to the groundwork the committee has laid for us.”
 

- 30 -
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From: Debbie Hohlt
To: Riemann, Wendy - GOV; Dona DeLeon; Marie Sanderson; Hoelscher, Doug [IGOV]; Katie Altshuler
Subject: Scary....
Date: Monday, November 14, 2011 8:38:00 AM
Attachments: Week of Nov. 14th.pdf

Congressional actions this week on the following three items will determine
how long congress is in this year, but maybe next year's election as well

Rs fighting with Rs, Ds fighting with Ds, Rs fighting with Ds.....and the
House fighting with the Senate!!!! Let's hear it for Democracy!!....some
call gridlock

THE CONTINUING RESOLUTION: It expires this Friday, all government agencies
need to be funded, behind the scenes the issues are: fights over House added
legislative riders (to stop regulations), FEMA/Disaster funding (is it paid
for or not?), and the date (how long does the CR
go?) a few weeks? few months?? or??  Remember the appropriators are using a
number that is $24 billion more than what is in the House passed budget
resolution.

BALANCED BUDGET AMENDMENT:  This is an option in the Budget Control Act as a
way to raise the debt ceiling if passed by 2/3 in both Houses, which gives
the Treasury authorization to increase the debt limit by
$1.5 trillion.  The House Rules Committee will meet on an amendment TOMORROW
AT 3PM. Four balanced budget amendment proposals have been filed in the
House and several in the Senate. As of now, the Rs have almost settled on
the Congressman Goodlatte's proposal (H J Res #1) but Senate Republican
Leader McConnell may not have even a majority of Republican Senators for it.

THE DEFICIT COMMITTEE LEGISLATION:  Many in the press are saying the
Committee has nine days, until Nov 23 to make a final decision, but the
Budget Control Act, specifically says "The joint committee may not vote on
any version of the report, recommendations, or legislative language unless
such estimates are available for consideration by all members of the joint
committee AT LEAST 48 HOURS prior to the vote".  So this is decision week,
or the Sunday morning press shows will be all about another downgrade by
Moodys or Fitch. Even if the Committee decides "not to finally decide" which
means kick the can to the standing committees of Congress, having them
report back revenue increases and cuts. The White House wins and is ready to
gear up it's "Congress can't do it"....
we are running against Congress message. Remember the sequester would not
kick in until January, 2013 and the following items are exempt.
Also, Senator McCain is making a serious effort to get 60 Senators on his
letter to not allow sequester to take 50% of the cuts from the Defense
Appropriation.

And waiting in the wings are the...

End-of-year demand for extenders.  Unemployment insurance, the payroll tax
holiday, and the Medicare Doc Fix will require at least 1-year extensions by
12/31, at a cost of roughly $200 billion.

Treasury's notification to the White House that they have reach the $100B
threshold and need to increase the debt borrowing authority with the second
tranche as authorized by the Budget Control Act of $1.5 trillion, which
would trigger a Congressional disapproval resolution.
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The following are exempt items from sequester:

Pell Grants
Social Security
The Postal Service
Class Act (Voluntary long-term health care benefits created in ObamaCare)

Most unemployment benefits VA benefits

SNAP (the food stamp program)

 SCHIP (State Children's Health Insurance Program)

TANF (Temporary assistance to Needy Families)

Railroad retirement benefits Farm Credit Insurance Fund

Comptrollers general retirement system

Pensions for former presidents

Grants-in-Aid for Airports

US Treasury Check Forgery Insurance Fund

Black Lung Disability Trust Fund

Geothermal Resources Development Fund Payments to widows and heirs of
deceased Members of Congress

All "emergency designations"
All "unanticipated circumstances"
Congressional concessions for disaster relief

Medicare by a max of 2%
Medicaid

3452



From: Katie Altshuler
To: Denise Northrup
Cc: Dana Wolpert; Tammie Wright; Monica Houston; Scott Mason
Subject: Sceduling a Call
Date: Saturday, November 10, 2012 3:52:41 PM

Any chance Governor could be available to talk to Gov Markell from 3-3:15 ET on Tuesday re/ next
steps for NGA on PPACA, fiscal cliff, etc.?
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From: Jacobs, Chris (JEC)
To: Jacobs, Chris (JEC)
Subject: Scott Walker on Obamacare"s "Unhealthy Prescription"
Date: Thursday, July 12, 2012 7:56:26 AM

Writing in this morning’s Washington Post, Wisconsin governor Scott Walker has a must-read op-ed
(pasted in full below my signature) outlining how Obamacare’s poor policy prescriptions will harm
his state.  Among the bad side effects of the law:
 

·         100,000 people will be dropped by their employer-sponsored health insurance;
·         59 percent of people who buy their own health insurance will experience an average

premium increase of 31 percent;
·         150,000 people will stop buying health insurance in the private sector and will instead

become dependent on the government and taxpayers; and
·         Between 2014 and 2019, Obamacare could cost Wisconsin taxpayers $1.12 billion; after

all federal aid and tax credits are applied, the state’s portion of the bill will be $433
million.

 
These aren’t conclusions reached by Walker himself – they are among the conclusions of an
actuarial analysis conducted in part by Jonathan Gruber, who served as a paid consultant to HHS in
developing the Obamacare law.  And the fact that even supporters of Obamacare admit the law will
raise both insurance premiums and dependence on government programs is as strong an argument
as any for the measure’s repeal.
 
Chris Jacobs
Senior Policy Analyst
Joint Economic Committee
Senate Republican Staff
(202) 224-5171

Obamacare is an unhealthy prescription
By Scott Walker, Thursday, July 12, 7:05 AM

Since the Supreme Court upheld President Obama’s health-care mandate, there has been
exhaustive discussion about the philosophical basis of this federal law. As Election Day
approaches, debate will surely grow about the proper role of our federal government.

But while much attention has focused on Congress’s intention to repeal or replace the
Affordable Care Act, too few are studying the law’s practical impact. The best place to see
the effects of the law is in our nation’s laboratories, the states. Although the Supreme Court
has ruled on the constitutionality of the act, Wisconsin shows that it is bad policy.

The budget I signed into law last year increased state taxpayer spending on Medicaid by $1.2
billion in our biennial budget, which works out to be one of the largest annual increases in
the country. While many states slashed Medicaid funding to deal with budget deficits, we
made the biggest investment in the program in Wisconsin’s history.
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By putting in place the long-term structural changes needed to make our budget sustainable,
we ensured that those who truly need assistance would continue to have access to affordable
and quality health care well into the future.

The good news is that responsible budgeting has put our state in a fairly unique position:
Nearly 91 percent of Wisconsin residents have health insurance. According to the latest
nationally available data, only three states have higher rates of coverage.

The bad news is that, from a practical standpoint, Obamacare will devastate Wisconsin. An
actuarial study commissioned by my predecessor, a Democrat, and completed last year found
that if Obamacare is implemented in Wisconsin:

● 100,000 people will be dropped by their employer-sponsored health insurance;

●59 percent of people who buy their own health insurance will experience an average
premium increase of 31 percent;

●150,000 people will stop buying health insurance in the private sector and will instead
become dependent on the government and taxpayers;

●Between 2014 and 2019, Obamacare could cost Wisconsin taxpayers $1.12 billion; after all
federal aid and tax credits are applied, the state’s portion of the bill will be $433 million; and

●Approximately 122,000 parents, caretakers and pregnant women with an income of more
than 133 percent of the federal poverty level will no longer be eligible for Medicaid.

It’s important to go beyond these facts and understand what they really mean for those of us
who live in the Badger State. Young people will be hit hard with premium increases. Those
between 19 and 29 years old who have individual insurance will experience an average
premium increase of $1,631 per year. A family of four that does not qualify for a subsidy can
expect a 28 percentincrease — from $8,528 to $10,912. For those who are covered by the
small-employer group market, the average premium increase will be 15 percent.

These are just the law’s effects on individuals. There are also statewide implications. In
Wisconsin, 46 percent of residents who would receive assistance through Obamacare would
have already had insurance coverage. That would result in taxpayers spending millions of
dollars without providing new coverage.

The law has also raised serious philosophical questions: Should the federal government force
people to buy a product? What is the proper relationship between federal and state
governments?

Even setting aside those legitimate issues, one practical concern remains. I look at the effects
that full implementation would have on my state, and I can’t help but conclude that
Obamacare punishes Wisconsin for budgeting responsibly and providing access to affordable
and quality health care. It punishes young people, those who have responsibly purchased
individual insurance, employers and employees of small businesses.

In Wisconsin, the data show that Obamacare will increase the cost of health care for most
residents. That is not a prescription for positive change. Other states will face similar
situations. We can do better.
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Overall our federal government should be working to replicate the successes of states like
Wisconsin — particularly focusing on those with high rates of coverage. And from a
practical standpoint, the federal government should give Medicaid block grants to states. This
would allow states to maximize the efficient use of tax dollars and increase private-sector
competition while still providing care for those in need.

Increasing access to health care won’t come through mandates, taxes or penalties. Truly
improving access for families will require costs to go down. Unfortunately, Obamacare moves
in the opposite direction by making insurance more expensive.
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From: Lindsay Russell
To: Lindsay Russell
Subject: Scott Walker on Obamacare"s "Unhealthy Prescription"
Date: Thursday, July 12, 2012 8:26:14 AM

 
Good Morning:
 
Writing in this morning’s Washington Post, Wisconsin governor Scott Walker has a must-read op-ed
(pasted in full below my signature) outlining how Obamacare’s poor policy prescriptions will harm
his state.  Among the bad side effects of the law:
 

·         100,000 people will be dropped by their employer-sponsored health insurance;
·         59 percent of people who buy their own health insurance will experience an average

premium increase of 31 percent;
·         150,000 people will stop buying health insurance in the private sector and will instead

become dependent on the government and taxpayers; and
·         Between 2014 and 2019, Obamacare could cost Wisconsin taxpayers $1.12 billion; after

all federal aid and tax credits are applied, the state’s portion of the bill will be $433
million.

 
These aren’t conclusions reached by Walker himself – they are among the conclusions of an
actuarial analysis conducted in part by Jonathan Gruber, who served as a paid consultant to HHS in
developing the Obamacare law.  And the fact that even supporters of Obamacare admit the law will
raise both insurance premiums and dependence on government programs is as strong an argument
as any for the measure’s repeal.
 
Chris Jacobs
Senior Policy Analyst
Joint Economic Committee
Senate Republican Staff
(202) 224-5171

Obamacare is an unhealthy prescription
By Scott Walker, Thursday, July 12, 7:05 AM

Since the Supreme Court upheld President Obama’s health-care mandate, there has been
exhaustive discussion about the philosophical basis of this federal law. As Election Day
approaches, debate will surely grow about the proper role of our federal government.

But while much attention has focused on Congress’s intention to repeal or replace the
Affordable Care Act, too few are studying the law’s practical impact. The best place to see
the effects of the law is in our nation’s laboratories, the states. Although the Supreme Court
has ruled on the constitutionality of the act, Wisconsin shows that it is bad policy.

The budget I signed into law last year increased state taxpayer spending on Medicaid by $1.2
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billion in our biennial budget, which works out to be one of the largest annual increases in
the country. While many states slashed Medicaid funding to deal with budget deficits, we
made the biggest investment in the program in Wisconsin’s history.

By putting in place the long-term structural changes needed to make our budget sustainable,
we ensured that those who truly need assistance would continue to have access to affordable
and quality health care well into the future.

The good news is that responsible budgeting has put our state in a fairly unique position:
Nearly 91 percent of Wisconsin residents have health insurance. According to the latest
nationally available data, only three states have higher rates of coverage.

The bad news is that, from a practical standpoint, Obamacare will devastate Wisconsin. An
actuarial study commissioned by my predecessor, a Democrat, and completed last year found
that if Obamacare is implemented in Wisconsin:

● 100,000 people will be dropped by their employer-sponsored health insurance;

●59 percent of people who buy their own health insurance will experience an average
premium increase of 31 percent;

●150,000 people will stop buying health insurance in the private sector and will instead
become dependent on the government and taxpayers;

●Between 2014 and 2019, Obamacare could cost Wisconsin taxpayers $1.12 billion; after all
federal aid and tax credits are applied, the state’s portion of the bill will be $433 million; and

●Approximately 122,000 parents, caretakers and pregnant women with an income of more
than 133 percent of the federal poverty level will no longer be eligible for Medicaid.

It’s important to go beyond these facts and understand what they really mean for those of us
who live in the Badger State. Young people will be hit hard with premium increases. Those
between 19 and 29 years old who have individual insurance will experience an average
premium increase of $1,631 per year. A family of four that does not qualify for a subsidy can
expect a 28 percentincrease — from $8,528 to $10,912. For those who are covered by the
small-employer group market, the average premium increase will be 15 percent.

These are just the law’s effects on individuals. There are also statewide implications. In
Wisconsin, 46 percent of residents who would receive assistance through Obamacare would
have already had insurance coverage. That would result in taxpayers spending millions of
dollars without providing new coverage.

The law has also raised serious philosophical questions: Should the federal government force
people to buy a product? What is the proper relationship between federal and state
governments?

Even setting aside those legitimate issues, one practical concern remains. I look at the effects
that full implementation would have on my state, and I can’t help but conclude that
Obamacare punishes Wisconsin for budgeting responsibly and providing access to affordable
and quality health care. It punishes young people, those who have responsibly purchased
individual insurance, employers and employees of small businesses.
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In Wisconsin, the data show that Obamacare will increase the cost of health care for most
residents. That is not a prescription for positive change. Other states will face similar
situations. We can do better.

Overall our federal government should be working to replicate the successes of states like
Wisconsin — particularly focusing on those with high rates of coverage. And from a
practical standpoint, the federal government should give Medicaid block grants to states. This
would allow states to maximize the efficient use of tax dollars and increase private-sector
competition while still providing care for those in need.

Increasing access to health care won’t come through mandates, taxes or penalties. Truly
improving access for families will require costs to go down. Unfortunately, Obamacare moves
in the opposite direction by making insurance more expensive.
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From: Alex Weintz
To: nathan.h.atkins ; John.estus@okhouse.gov; Trait Thompson
Cc: Katie Altshuler; Aaron Cooper
Subject: SCOTUS/ObamaCare decision
Date: Tuesday, June 26, 2012 3:26:51 PM

FYI, the following are the statements we are planning to put out depending on what happens with
SCOTUS and ObamaCare.
The answer to any question involving health care exchanges now will be, “we will wait until SCOTUS
makes its ruling.” The answer afterwards will be, “we are reviewing our options.”
 
Please let me know if any of your bosses are planning on saying anything radically different. Thank
you.
 

Law is upheld
 
“I’m extremely disappointed and frustrated by the Supreme Court’s decision to
uphold the federal health care law.  Oklahomans believe the law is
unconstitutional, unconstructive and unaffordable for taxpayers and states.  It
will limit patients’ health care choices, reduce the quality of health care in the
United States, and will cost the state of Oklahoma more than a half billion
dollars in the process.
 
“Oklahomans have voiced their opposition to the federal health care bill from
the very beginning, having approved a constitutional amendment to block the
implementation of this bill. We believe that, rather than Big Government
bureaucracy and one-size-fits-all solutions, the free market principles of
choice and competition are the best tools at our disposal to increase access to
health care and reduce costs.
 
“Moving forward, it is my hope the American people will elect leaders who
will work to repeal the federal health care law and replace it with meaningful
reform focused on commonsense, market based changes.”
 
 
If entire law is struck down:
 
“Today’s decision by the Supreme Court to strike down the federal health care
law is a victory for the American people, for Constitutional Liberty, and for
those who care about choice and competition in the health care market.
President Obama’s health care legislation was nothing short of disastrous,
threatening to weaken our economy, reduce the quality of health care across
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the U.S. and  potentially cost the state of Oklahoma more than a half billion
dollars in the process.  The bill failed to make health care more affordable;
meanwhile, it represented an unconstitutional power grab by President Obama
and the forces of Big Government in Washington.
 
“The people of Oklahoma already have spoken out against the federal health
care law by passing a constitutional amendment blocking its implementation. 
I am thrilled the U.S. Supreme Court has agreed with our line of thinking and
struck down a law that is unpopular and destructive as well as
unconstitutional.    
 
“Moving forward, we must focus on the free-market principles of choice and
competition to help lower the costs of medical treatment and increase access
to health care.”
 
 
If only individual mandate is struck down:
 
“Today’s decision by the Supreme Court to strike down the individual
mandate within President Obama’s health care law is an important step in the
right direction.  With the central part of the president’s law stricken from the
books, we can now set about repealing and reforming a plan that is
unconstitutional and unaffordable to its core.
 
“Oklahomans have voiced their opposition to the federal health care bill from
the very beginning, having approved a constitutional amendment to block the
implementation of this bill. We believe that, rather than Big Government
bureaucracy and one-size-fits-all solutions, the free market principles of
choice and competition are the best tools at our disposal to increase access to
health care and reduce costs.
 
“With the individual mandate now gone, it is up to policymakers to repeal
what is left of President Obama’s disastrous health care law and deliver
meaningful, effective health care reform focusing on commonsense, market
based changes.”
 
 
Alex Weintz
Communications Director
Office of Governor Mary Fallin
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phone: (405) 522-8819
cell: (405) 535-7317
Alex.Weintz@gov.ok.gov
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September 12, 2011 

MEMORANDUM 

TO: GOVERNOR MCDONNELL 

FROM: VIRGINIA SEAFOOD COUNCIL 

RE: H-2B WAGE METHODOLOGY CRISIS 

We appreciate your courtesy in extending time to discuss the devastating 
issue, which confronts the Virginia seafood industry. We refer to the 
mandatory hourly wage increases paid to seafood processing workers, which 
will take place on September 30, 2011, unless overturned by court directive 
and/or Congressional action blocking its implementation. 

Background 

On March 18, 2011, and August 1, 2011, the Secretary of Labor issued a 
rule, effective September 30, 2011, which changes the way in which 
employers must calculate wages for seasonal workers on H-2B visas. Early 
predictions by economists, including those in the federal government (i.e., 
Small Business Administration's Office of Advocacy) indicated that rule 
would dramatically increase hourly wage rates by as much as tifty percent 
(50o/o) for many seasonal workers in seafood processing, horse training, 
hospitality, landscaping, agriculture and other occupations. This would have 
a snowball effect forcing employers, many of whom are small businesses 
operating on margins, to dramatically raise wages across-the-board for all of 
their employees. Many of these employers believe that if the new regime 
were to go into effect, they would be driven out of business. The rule would 
have particularly devastating effects in Virginia as well as Florida, 
Maryland, Louisiana, Alabama and Oklahoma. 

1 

3463



The wage increase is not required by statue; the Department of Labor 
promulgated it as a consequence of a court ruling in the eastern district of 
Pennsylvania in 2010. The new regulation was issued by the Department of 
Labor with only a thirty-eight-day comment period at the insistence of 
certain labor unions. These unions sued to get the regulation to take effect 
three months before the effective date (January 1, 2012) initially proposed 
by the Department of Labor. Even this three-month period would inflict 
significant adverse consequences for the affected sectors. The rule has 
generated strong bipartisan opposition including Senators Mikulski, Warner 
and Webb, and most ofthe Virginia congressional delegation. The Small 
Business Administration has criticized both the substance and process of the 
rule as well. 

Status 

The H-2B user community is approaching a solution to the problem from 
two directions. First, a group of employers from the affected sectors as well 
as the Chamber of Commerce of the United States intend to challenge the 
rule in an appropriate federal court and will seek a temporary restraining 
order to block implementation while the court considers the merits of the 
plaintiffs' case. Plaintiffs believe that the rule is inconsistent with and not 
authorized by the enabling legislation (the Immigration and Nationality Act), 
violates the Administrative Procedure Act, 5 U.S.C. 706, and violates the 
Small Business Regulatory Flexibility Act, 5 U.S.C. 601 et seq. This 
regulatory change is particularly onerous and imperils jobs at a time when 
the federal and state governments are supposed to be doing everything 
possible to promote the creation of new jobs and their retention. The SBA 
believes that the rule, if it were to go into effect, would result in the loss of 
thousands ofVirginiajobs. 

Second, while the industry is optimistic that it may be able to secure 
short-term relief through a temporary restraining order, the long-term relief 
must be legislative. It is working with various U.S. House and Senate 
members to secure 'no such funds' language in FY2012 House and Senate 
Department of Labor appropriations bills. We have been assured that the 
Chairman of the House Appropriations Labor/HHS Subcommittee, Rep. 
Denny Rehburg, has included in the House bill language precluding the use 
of appropriated monies to implement the regulation. 

2 
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Request 

State involvement in the litigation would significantly improve the 
prospects of success, by demonstrating to the court that the adverse 
consequences outlined in the complaint are real and are causing state 
governments concern. Plaintiffs therefore seek the support of the Attorney 
General or Government as a party co-plaintiff of intervener. 

We also ask that the Governor seek the support of House Majority Leader 
Eric Cantor to ensure that the Republican leadership make a priority of 
retaining the 'no such funds' appropriations language in the House-passed 
FY 2102 Labor, HHS appropriations bill and, more importantly, the eventual 
conference version of the bill. 

Third, we would appreciate the Governor bringing the gravity of this H-2B 
wage rate situation to the attention of other Republican Governors, as we 
understand that the Republican Governors Association will meet in the near 
future, and ask that they contact their respective Congressional delegation to 
urge Members to require Secretary of Labor Hilda Solis abandon this 
arbitrary and capricious wage rate. 

We sincerely appreciate your time and willingness to aid the Virginia 
seafood industry in reversing this wage increase rule to save thousands of 
American jobs and hundreds of millions of dollars in economic revenue. 

Sincerely, 

t:-JJ~ 
Kim Huskey 
Executive Director 
Virginia Seafood Council 
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From: 

To: 

Grace-Marie Turner 

Katie Altshuler 

Subject: Sebelius in the Hot Seat over IPAB -- Health Policy Matters 
Friday, July 15, 2011 9:25:38 AM Date: 

Sebelius in the Hot Seat over IPAB 

By Grace-Marie Turner 

Tempers flared this week in Washington's sweltering July heat 
over the looming government default and the hot debates over 
one of the scariest parts of ObamaCare- the powerful, 
unelected, 15-member Medicare payment board. 

House Budget Committee Chairman Paul Ryan asked Health 
Secretary Kathleen Sebelius to testify on Tuesday about the 
Independent Payment Advisory Board, and he challenged her 
to explain how doctors and hospitals will be able to provide 
services if Medicare payments don't even cover their costs. 
Under ObamaCare, Medicare is on track to pay doctors less 
than a third of what private health insurers pay. The IPAB 
could make even deeper cuts. 

Sec. Sebelius did everything she could to downplay the 
dreaded IPAB and its powers, insisting it is only a "stopgap" 
and won't be needed if Congress does its job in cutting 
Medicare payments. 

(I offer, as Exhibit A, the current budget battles in Washington 
as a predictor of whether or not Congress could get that 
done ... ) 

Sec. Sebelius was literally in the hot seat as she testified in 
the hearing room that easily reached 90 degrees. Even the air 
conditioning system couldn't take itl She offered utopian 
promises about the incredible savings that will come from 
government-directed and regulated programs that will create 
efficiency and cost savings. And she worked hard to deflect 
attention from IPAB with inaccurate charges about the Ryan 
Medicare plan. 

That's not a good idea to do with Ryan sitting right there, 
defending and explaining better than anyone on the planet the 
need for competition, choice, and modernization of Medicare's 
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financing. 

Second Budget Committee Hearing: On Wednesday, at 
another Budget Committee hearing , Rep. Tom Price (R-GA), a 
physician, asked chief Medicare actuary Rick Foster what the 
impact would be of deeper cuts in payments for Medicare 
services. 

'We'd like not to find out,· Foster replied . stressing that "the 
potential access problems could be very serious." 

The health overhaul law calls for cuts in payments to Medicare 
providers that will mean they fall below current payment rates 
for Medicaid. "We see with the Medicaid program, of course, 
in some states the payment rates - particularly for physicians -
- are quite low and the access to care is quite low," Foster 
said. 

Under current law, Foster predicts many Medicare providers 
will go bankrupt. He says more than 40% of them eventually 
would end up "shifting to negative profit margins" - losing 
money - and will either go out of business or stop seeing 
Medicare patients altogether. 

And the IPAB will be charged with cutting payments even 
further than ObamaCare does to reach ever-declining 
statutory targets. Unless Congress can muster super-majority 
votes to come up with its own cuts to reach the same targets, 
the dictates of these unelected technocrats will carry the force 
of law. The IPAB will be sitting at the controls in Washington 
making spending decisions that will directly impact doctors and 
patients. 

Our testimony: I testified before the Budget committee the 
first day and warned that these unelected IPAB members will 
ultimately determine policies for spending hundreds of billions 
of dollars, impacting care for tens of millions of seniors, with 
no judicial, administrative, or, realistically, congressional 
intervention. This challenges the very principles of 
representative democracy and consent of the governed. Here 
is a link to my full testimony and five minute summary. 

My testimony followed that of Doug Holtz-Eakin, former CBO 
director and current president of the American Action Forum, 
who said: "IPAB is fatally flawed, structured to punish 
innovative health care providers and threaten seniors' access 
to care .. .lt continues Washington's obsession with price-fixing 
in Medicare's separate silos rather than changing the 
incentives that have led to rampant overspending, fraud, and 
uneven care quality." 

Georgetown University Prof. Judith Feder was the third 
witness, cheering the health law and the IPAB and calling for 
Congress to expand its powers to direct ALL health care 
payments. 
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Events 

Freedom Fest 
July 14-16, 2011 
Las Vegas, NV 
Grace-Marie Turner will partidpate in 
a panel discussion on "Who Cares 
About ObamaCare? Healthy 
Alternatives for You and Your 
Business," at 4:00pm on Friday, July 
15. 

States Moving Away from 
Government-Run Health Care 
The Hentage Foundation Event 
Monday, July 18, 2011 
2:00pm- 3:30 pm 
Washington, DC 

Grace-Marie Turner on The Small 
Business Advocate 
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Feder stood alone in her enthusiastic defense of IPAB and 
later indicated she wants to serve on the board. 

Second IPAB hearing: The Energy and Commerce Health 

Subcommittee, chaired by Rep. Joe Pitts (R-PA), held a 
hearing Wednesday, also inviting Sec. Sebelius to the witness 
chair. 

She continued to downplay IPAB and insist that the health law 
will do what never has been done before: Regulate the health 
sector into efficiency. And she continued to deflect the focus 
on IPAB by mischaracterizing the Ryan plan. 

It is astonishing that she has the gall to do that when she is 

presiding over ObamaCare, which takes $575 billion out of 
Medicare to create two shockingly expensive new entitlement 

programs and creates this despised, all-powerfuiiPAB that will 
quickly dry up access to care for seniors. 

There is bi-partisan opposition to IPAB: Rep. Frank Pallone 
(D-NJ), the top Democrat on the Energy and Commerce 
Health Subcommittee, said on Wednesday he has no interest 
in defending the board. "I've never supported it, and I would 

certainly be in favor of abolishing it," he said. 

IPAB stands for everything that is wrong with ObamaCare
taking power away from doctors and patients and putting it in 
the hands of elite experts who have virtually no accountability 

to voters. 

I believe that IPAB is ripe for repeal. "Many Democrats agree 

with Republicans that IPAB should be repeated," Rep. Pitts 
said. "I hope that we can come together across the aisle and 
stop this unaccountable and possibly unconstitutional board 
from taking power away from the people's representatives." 

Medicaid should be the target: After it does that, Congress 
could focus on fixing the worst health program in the country -

Medicaid. 

And that was the subject of another health hearing this week -
by the Senate Finance Committee on Thursday in Salt Lake 

City, Utah. 

Sen. Orrin Hatch (R-UT) wanted to hold the hearing in Salt 

Lake where the nation's governors were meeting so they could 
testify. "The more that one looks at this program, the more 

clear it is that this program cries out for fundamental reform," 
Sen. Hatch said. 

"Medicaid is failing patients and is a target for waste, fraud, 
and abuse, not because the states are doing a bad job, but 
because Washington's bureaucracy has tied states' hands, 
preventing them from making meaningful changes and reforms 

that make sense at a local level. 

Nationally Syndicated Radio Broadcast 
Wednesday, July 20, 2011 
7:30am ET 

Mobile Health: Innovations in Care & 
the Spectrum Challenge 
Institute for Policy Innovation Event 
Tuesday, July 26, 2011 
1 O:OOam - 11 :30am 
Washington, DC 

State of Health: Seizing Opportunities, 
Achieving Results 
Colorado Health Foundation 
Symposium 
July 27-29, 2011 
Keystone, Colorado 
Grace-Marie Turner will participate in 
an interactive debate on repealing 
PPACA at 7:30pm on Wednesday, 
July 27. 
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"Solutions for sustainable Medicaid reform will come from the 
states - not just Washington. My goal is to empower the states 
to design and implement innovative Medicaid solutions that 
work for states," Sen. Hatch said. 

How right he is. I also prepared testimony for the Senate 
Finance Committee hearing. 

Back in Las Vegas: And now I am in Las Vegas to speak at 
the FreedomFest conference here, overlooking the Eiffel 
Tower out my window and where I attended a Bastille Day 
party at the Paris Hotel last night It's a three-day conference 
in celebration of founding principles of liberty. 

This is my second trip to Las Vegas in a week. I was here last 
weekend to attend a board meeting of the Association of 
Private Enterprise Education . a terrific organization of 
economists and academics who are leading educators about 
the genius of markets and competition. Even in 100° Las 
Vegas, these conversations with the APEE board and the 
FreedomFest patriots are a refreshing break from Washington! 

back t o top 

CUP OF THE WEEK 

Grace-Marie Turner on IPAB 

In this clip, Grace-Marie Turner testifies before the House Budget committee on "Medicare's Future: An 
Examination of the Independent Payment Advisory Board." 
Watch now >> 

GALEN IN THE NEWS 

Medicare's Future: An Examination of the Independent Payment 
Advisory Board 

Testimony before the House Budget Committee 
Grace-Marie Turner 
Galen Institute, 07/12/11 

Turner provides an overview of how the IPAB will work, the controversy surrounding the board's powers, 
and explores some of the ideas being discussed as alternative solutions, including widening the baseline 
for the spending cuts, requiring an evaluation of the overall impact of the payment reductions, and 
limiting and redirecting IPAB's powers. Turner concludes that there is a better way: We have a working 
model in the Medicare Part D program, in which private companies offer prescription drug benefits to 
seniors and compete on benefit design and price, and which is coming in significantly below projected 

costs. 
Read More» 
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U.S. Senate Finance Committee Field Hearing: "Perspectives on Medicaid
from Select Governors"
Submission for the Record
Grace-Marie Turner
Galen Institute, 07/14/11

In testimony submitted for the Committee record, Grace-Marie Turner argues that we need -- in

Medicare, in the private sector, and in Medicaid -- more flexibility, more transparency, and better

incentives to provide affordable, quality care. The states can be the power centers in charting a new path

to redesign their Medicaid programs to provide better services at lower costs. Governors need greater

flexibility in running their Medicaid programs through block grants, global waivers, and other programs to

give them more control over spending. Change is not only inevitable but essential. The question is

whether or not the political leaders closest to the people will be able to make finely tuned changes or

whether the program will remain rigid and driven by ever more inflexible rules from Washington. 

Read More »

HEALTH REFORM

How the Debt Tussle Can Help Move Toward a Flat Tax

Thomas Miller, The American, 07/12/11

Ballots, Not Judges, Will Decide This 

Thomas P. Miller, The Wall Street Journal, 07/11/11

Living in a Fiscal Fantasy World 

Joseph Antos, The American Square, 07/12/11

Who am I to decide how my own health care should be handled?

Chris Jacobs, The Daily Caller, 07/09/11

Private exchanges offer alternative

Sarah Kliff, Politico, 07/11/11

Fresh doubt cast on Obama's health care story

Byron York, The Examiner, 07/11/11

Rising Health Care Curve Won't Bend, Even for Obama

Merrill Goozner, The Fiscal Times, 07/13/11

Taxes Upon Taxes Upon . . .

The Wall Street Journal, 07/11/11

Small Group Health Insurance in 2010: A Comprehensive Survey of Premiums, Product Choices, and

Benefits

America's Health Insurance Plans, 07/11

MEDICARE AND MEDICAID

New Insurance Models and the Independent Payment Advisory Board

Thomas P. Miller, Aspen Institute's Health Stewardship Project symposium on "Next Steps in Health

Reform", 07/11/11

Triggering a Policy Response to the Medicare Funding Warning

Joseph Antos, Testimony before the House Committee on Oversight and Government Reform, 07/12/11
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Why Medicare Patients See the Doctor Too Much

Merrill Matthews and Mark Litow, The Wall Street Journal, 07/11/11

The Economics of Financing Medicare

Katherine Baicker, Ph.D., and Michael E. Chernew, Ph.D., The New England Journal of Medicine ,

07/13/11

The Public's Views about Medicare and the Budget Deficit

Robert J. Blendon, Sc.D., and John M. Benson, M.A., The New England Journal of Medicine, 07/13/11

IPAB: The Controversial Consequences for Medicare and Seniors

Scott Gottlieb, Testimony before the House Committee on Energy and Commerce, 07/13/11

Repeal and Replace IPAB

Paul Howard and Douglas Holtz-Eakin, Politico, 07/12/11

Follow the State's Lead to Better Medicaid

Sally C. Pipes, Forbes.com, 07/13/11

PRESCRIPTION DRUGS

Will Washington Find the Cure for Cancer?

Kenneth C. Frazier, The Wall Street Journal, 07/13/11

Read more on the Health Reform Hub >>
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Kathleen Sebelius, Secretary 

Mary Fallin 
Governor 

November 19, 2012 

Centers for Medicare & Medicaid Services (CMS) 
Center for Consumer Information & Insurance Oversight (CCIIO) 
200 Independence Avenue SW, Suite 739H 
Washington, DC 20201 

RE: Oklahoma Health Insurance Exchange 

Dear Secretary Sebelius, 

I am writing in response to the Department of Health and Human Services' (HHS) request that each 
state provide a declaration letter indicating their option for building a health insurance exchange as 
outlined in PP A CA. While I remain deeply committed to the health of Oklahomans, it would be 
irresponsible of me to commit our state to the development of an insurance exchange based on the 
information provided by HHS to date. Our state will not establish a transitional reinsurance program as 
outlined in PP A CA. However, Oklahoma will elect to make all final eligibility determinations for our 
citizens referred to Medicaid from a federal insurance exchange. 

I continue to believe there are viable market-based solutions that can be found to facilitate greater access 
to health insurance coverage in Oklahoma. My hope is that we can engage in future conversations that 
allow states the flexibility necessary to engage in true healthcare reform, create efficiencies m 
entitlement programs and empower individuals to take responsibility for their own health. 

The primary contact for the State of Oklahoma with regard to anything related to PP ACA is as follows : 

Terry Cline, PhD 
Secretary of Health and Human Services 
Oklahoma State Department of Health 
1000 N.E. 1Oth Street 
Oklahoma City, OK, 73117 
Phone: (405) 271 -4200 

f;~1~ 
Mary Fallin 
Governor 

STATE CAPITOL BUILDING • 2300 N LINCOLN BOULEVARD, SUITE 212 • OKLAHOMA CITY, OKLAHOMA 73105 • (405) 521-2342 • FAX: (405) 521-3353 3472



From: Jacobs, Chris (JEC)
To: Jacobs, Chris (JEC)
Subject: Secretary Sebelius Focuses on Saving One Job: Hers...
Date: Monday, October 01, 2012 2:10:05 PM

The Examiner reported on Friday that HHS Secretary Sebelius “will soon be back to doing what she
does best – campaigning for President Obama.”  The Secretary was scheduled to appear at several
events over the weekend in New Hampshire.  This development shouldn’t surprise most observers,
for playing politics has been a major part of Secretary Sebelius’ time in office:
 

·         As we previously noted, the Office of Special Counsel recently determined that Secretary
Sebelius’ prior campaign activities violated the federal Hatch Act prohibitions on federal
officials campaigning;

·         The Government Accountability Office has criticized an HHS demonstration project as
having little scientific or programmatic value – but the program minimizes the impact of
Obamacare’s Medicare Advantage cuts until after the election, thereby giving it political
value; and

·         HHS has issued grants to states that are being used to pay Hollywood celebrities to
promote Obamacare on TV shows, amounting to little more than a public propaganda
campaign for Obamacare and the President.

 
Meanwhile, while the Secretary keeps playing politics, the actual work of governing goes
unaddressed:
 

·         The Secretary admitted in April that the Administration didn’t have a backup plan in place
should the Supreme Court strike down Obamacare – even though it would “probably” have
been wise for the Department to have one;

·         Perhaps because the Secretary was derelict in her duties to prepare for the consequences of
the Court’s decision, the nation’s governors have been waiting months for official guidance
from HHS on how to interpret the ruling – to say nothing of the myriad other
implementation issues still bogged down within HHS; and

·         As we pointed out last week, HHS has allowed up to $11 billion in abusive and potentially
fraudulent increases in Medicare payments to go unquestioned for years.

 
Given this abysmal track record, some might think Secretary Sebelius should spend less time trying
to save her job and more time trying to do it.
 
Chris Jacobs
Senior Policy Analyst
Joint Economic Committee
Senate Republican Staff
(202) 224-5171
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To: 

Sooner Tea Party 
Katie Altshuler 

Subject: 
Date: 

Selfless atizen Making a Difference or the Muslim Brotherhood Burrowing Deep Into the Oklahoma County Sheriff Dept? 
SUnday, September 09, 2012 8:36:37 PM 

Forward this email to a friend 
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Sponsors this 
week: 

The Carpenter 
Shop 

358 North Rockwell 
OKC,Ok 
405-942-2644 
thecarpentershop. net 

The Carpenter Shop is 
a full line cabinet and 
countertop shop that 
travels all over the 
state building dream 
kitchens for discerning 
customers 

Claude Hall's 
Gun Shows 

okcgunshow.com 
okcgs.com 

Click Here For Previous Newsletter Archives 

Click Here to Sign Up for the Sooner Tea Party Email List 

Forward this email to a friend 

Further Proof on 
Slimebag Bobby Cleveland 

We had someone do a report from the last Cleveland County GOP 

meeting, more of their impression of what went down than an article. 

They aren't one of our regular writers but gave an unbiased viewpoint. 

Hi AI, 

Here are my notes and impressions of that meeting. 
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Claude Hall has 
always take care of 
the Tea Party and the 
Ron Paul activist 
community at his gun 
shows. 

His next OKC dates 
are: 

May 19th - 20th, 
July 14 - 15th, 
Oct 6-7th 
Nov 17- 18th 
Dec 15- 16 

Wolflaser.com 

This guy is a Noble 
Oklahoma based 
company that has 
great prices on 
electronics of all 
types and 
inexpensive toner 
and ink for your 
printer. 

Comtec Security 

Comtec 
provides residential 
and commercial 
security systems in 

Paul Wesselhoft did speak and didn't like the way they were trying 
to change the rules. Mostly the hurry up and do it now without a 
chance to study the changes. I have not heard if/when the next 
meeting is. And then there's the time discrepancy thing. Most of 
us were told that this meeting was to start at7:00 pm but it really 
started at 6:00. 

.Most of the meeting was taken up with trying to get us to agree to 
the rules changes Bobbie Cleveland wanted. Another great question 
is why he chose to have this meeting while the convention was 
going on and so many people were delegates and at the 
convention--the real movers and shakers in the Republican party. 
Of course they're going to blame the Ron Paul people and say they 

didn't want them there. 

Absolutely no excuse. They had every right to be there. I think 
the first email I got about it was about a week before it was 
scheduled. Not a lot of not ice. 

And then there is the sign thing. If we want a Romney sign we are 
supposed to go to Rep headquarters and BUY one. 

Aaron Stiles and Sheriff Joe Lester tried a while back to get Bobby 
Cleveland removed as Cleveland county chairman, but were 
unsuccessful. I don't know what happened. It seems that Mat 
Pinel! is in Bobbie's corner. Not positive, but that's what I'm told. 
I'm beginning to wonder if some of these people aren't really closet 
Obama supporters. They're doing a fine job 

of splintering the Republican party at a t ime we need to stand 
together. 

And of course there's the ACOG thing that Bobbie says he doesn't 
support, but he's a member and seems to do things their way. The 
Norman Tea Party had an Agenda 21 conference a couple of 
months back. Everyone thought it was great that Bobbie was there
-he must believe it now etc. Trouble is he spent most of the t ime 
he was seen sleeping in his car. 

I probably forgot some th ings, but that 's most of it. Thanks for 
your help and any future ideas. I'm too ignorant to know what to 
do, except this. 

Here is another ema il we got after we published the story on Cleveland 

County GOP refusing t o give out precinct chair contact information and 
t rying to control w ho got to vote: 

Roger Warren was not permitted to speak at this meeting and told 
that he was not a precinct chair. He's 100% accurate about being 
refused the information as to who the other precinct chairs are--I 
was too. Eve Spaulding says it's a privacy issue. 

There were other chairs there that said they didn't know about the 
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Oklahoma. 

There is only one 
thing you really 
need to know 
about Comtec's 
quality and pricing, 
they do not require 
a contract for their 
services. 

Customers are free 
to walk away if 
their service isn't 
top quality. 

Rodent 
ResistantChicken 
Feeders! 

$50 + Shipping 

Advertise Your 
Business, Event, Or 
Service Here! 

meeting except for Roger emailing them. 

I think it was Steve Byas that said (at the meeting) trying to get us 
to pass these ru les after having them for 1 hour was shades of 
Nancy Pelosi and pass it now, read it later. 

Here is another email supporting Roger Warren's version of how Bobby 

Cleveland is disenfranchising Republicans in Cleveland County. This was 

forwarded to us after we put out the call for more proof. Some 

information was redacted to protect the person that sent the email: 

I am a precinct chair--precinct xx. Tell anybody you want to. It's 
not a secret. Or at least I didn't think it was supposed to be. I was 
told the meeting started at 7:00. Now you're saying it is at 6:00? 
Guess I 'd better be there at 6:00 ???? 

Yes, I 've tried to get info even on my own precinct for email 
addresses and they said they didn't have them. I don't know who 
the other precinct chairs are either. Looks like I need to do lots of 
digging. 

$25.00 per week, 
tens of thousands of 
Oklahoman 
impressions every 
newsletter Vegan by Legislation 

Rep Shumate married Th is link is f rom B.L. Cozad from Lawton, the guy that is organizing the 
ru ral interests against Agenda 21 and other threats to freedom here in 
Oklahoma. B.L. ran against Representative Don Armes in the Republican 
primary so he is one to put his time and money on the line in defense of 
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freedom. 

The link covers the targeti ng of North Dakota by the Humane Society. 
Their intent is to make animal cruelty charges a felony and to prohibit 
those convicted of own ing a pet f or five years after the conviction. While 
no one defends animal cruelty this is a back door attempt to get their foot 
in the door in North Dakota, increase the prison time for animal cruelty 
before they redefine what an imal cruelty is. The Humane Society's stated 
goals are to end pet ownership and end the use of farm an imals for food, 
recreation, and f iber. They are also f ighting to make it illegal to use 
anima ls for medical testing and biomedical research. 

One of the responses in the comment section gave some information that 
I was unaware of: 

The Humane Society gives less than one percent of their income to animal 
shelters and operates zero shelters themselves while spending millions of 
dollars on animal r ights campaigns designed to end hunting, f ishing, and 
agriculture. 

The Humane Society has poor charity-evaluation marks. CharityWatch 
(formerly the American Institute of Philanthropy) reissued HSUS's "D" 
rating in December 2011, f inding t hat HSUS spends as little as 49 percent 
of it s budget on its programs. Addit ionally, the 2011 Animal People News 
Watchdog Report discovered that HSUS spends about 43 percent of its 
budget on overhead costs. 

The Humane Society has had six members of Congress ask that their 501 
C3 tax exempt status be investigated over their attempts to influence 
public policy. 

The Humane Society spends more money on their executive pension plan 
than they do on funding anima l shelters. 

The pet sheltering community believes the Humane Societ y misleads 
Americans. Accord ing to a nationally representative poll of 400 animal 
shelters, rescues, and animal control agencies, 71 percent agree that 
"HSUS misleads people into thinking it is associated with local animal 
shelters." Add itionally, 79 percent agree that HSUS is "a good source of 
confusion for a lot of our donors. 
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While it raises money with pict ures of cats and dogs, HSUS has an anti
meat vegan agenda. Speaking to an an imal rights conference in 2006, 
HSUS's then vice president for farm an imal issues stated that HSUS's goal 
is to "get rid of the entire [animal agricult ure] industry" and that "we 
don't want any of these an imals to be raised and killed ." 

HSUS's CEO has sa id that convicted dogfighting kingpin M ichael Vick 
"would do a good job as a pet owner." Following Vick's release from 
prison, HSUS has helped "rehabilitate" M ichael Vick's public image. Of 
course, a $50,000 "grant" from the Philadelphia Eagles didn't hurt. 

Humane Society senior management includes a former spokesman for the 
An imal Liberation Front (ALF), a crim ina l group designated as "terrorists" 
by the FBI. HSUS president Wayne Pacelle hired John "J .P." Goodwin in 
1997, the same year Goodwin described himself as "spokesperson for t he 
ALF" while he f ielded media calls in the wake of an ALF arson attack at a 
California meat processing plant. In 1997, when asked by reporters for a 
reaction to an ALF arson fire at a fa rmer's feed co-op in Utah (which 
nearly killed a family sleeping on the prem ises), Goodwin replied, "We're 
ecstatic." 

The IRS is currently investigating the HSUS as to its under-reporting and 
over-lobbying activity as a 501©(3) organization. Millions in back-taxes 
and penalties could be assessed if the IRS would conclude this 3-year old 
investigation. 

Congressmen are now urging the Justice Department to investigate HSUS 
non-compliance with the Lobbying Disclosure Act of 1995, as anyone that 
attempts to influence legislation via continued contact w ith Congress 
and/or staffers is required to register as a lobbyist. HSUS has never done 
t his. 
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Dave Bell receives Endorsement 

On September 6th Senatorial Candidate Dave Bell received an 
endorsement for State Senate District 11 from former Tu lsa City 
Councilman Roscoe Turner. Turner has a reputation of being a straight 
shooter and against corruption and special influence in Tulsa municipal 
affairs and w ill bring a welcome boost to Dave Bell's campaign against 
liberal Democrat Jabar Shumate. 

You can reach Dave Bell through his website . Dave is a retired state 
trooper and one of the most conservative Republicans you w ill f ind. He 
is very much against the flood of illegal immigrants and speaks out against 

those that abuse police powers, and is a strong supporter of the 2nd 

Amendment. He could use all the help he could get to win this Senate 
seat as the Republican Party has refused to get involved. 
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House District 23 Cha mbercrat 

Wins Primary 

Republicans in House District 23 need to learn to distingu ish between 

individuals who cla im the Conservative mantle and true Conservative 

cand idates w ho wil l represent their interest in the halls of t he State 

House. Once again local and state party leaders have mislead the voting 

public into believing t hey were getting a Conservative nominated t o 

represent them, but instead are getting someone w ho will be beholding to 

the Oklahoma State Chamber of Commerce. 

The individual I'm ta lking about is Terry O'Donnell. 

At first glance, he says all the right things t o ind icate t hat he is a 

conservative politician, lower taxes, second amendment rights and 

freedom of religion in state government. Strike one was when he replaced 

sh rinki ng the size of government w ith "He will work to reduce t he waste 

and duplicat ion in government t o make it more efficient and effective." 

That is not the same as reducing the size of government. 

8Strike two was on his press release page. He proud ly displays a press 

release from his campaign that says as a head line "State Chamber 

EndorsesTerry Odonnel for State House of Representatives in District 23. 

The concern here is what promises he made to the State Chamber of 

Commerce in order to get that endorsement. As outlined in previous 

articles in the Sooner Tea Party Newsletter, t he State Chamber has an 

Agenda of it s own, and t heir way of getting it is to support candidates who 

wil l support t heir agenda. Those politicians are the ones we call 

Chambercrats. 

After reading his campaign web site, what was found at the Ethics 

Commission website was really no surprise. Strike three was finding one of 

President Obama's largest campaign fund bundlers on the list. I know of 

no true conservative politician that would accept campaign funds from 
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George Ka iser., the very same man who made millions off of t ax payers 

when Solynd ra went bankrupt. 

Now having received the State Chambers endorsement, it was no surprise 

to find some of the biggest contributors to the State Chamber donating t o 

Mr. O'Donnell. There were t he usual suspects like the Greater Oklahoma 

City Chamber of Commerce and Chesapeake Energy's PAC, along wit h a 

few others. 

For a man that brags on his campa ign site about protecting small 

business, Mr. O'Donnell gives t he appearance of having already sold out t o 

big business before he ever even get s elected to t he office he seeks. If he 

is a true conservative, he would ret urn all the PAC money he has received, 

the donation from George Kaiser and denounce the endorsement f rom 

t he Oklahoma State Chamber of Commerce. Until he does that, he will 

just be considered another politician bought and paid f or by the 

Oklahoma State Chamber of Commerce. 

Based on all available information at this time, the Sooner Tea Party 

cannot recommend a yes vote for Terry O'Donnell. We have enough 

Chambercrats and RINOs already. 
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A Model Citizen Helping Others? 

An Attempt to Influence the Jury Pool in 
a Federal Criminal Case? 

Or the Muslim Brotherhood Burrowing 
Deep Into Oklahoma Law Enforcement? 

Sheriff John Whet sel might have opened up a major security breach in our 

state, local, and national security when he allowed a wealthy donor to 

play policeman. 

Here is what we know about Eli Tanios Jarjou ra. He has a 1988-89 
issued Social Security card number, is of Lebanese or Syrian descent, and 
comes from a Beirut Lebanon family. Up till the year 2007 he had a 
single dental practice and a modest $120,000 home. Suddenly his asset s 

skyrocket into eight practices in purchased bu ildings, he purchases a 
million dollar home, and Jarjoura st arts donating money hand over fist to 
local Law Enforcement Agencies. 

There was a 2007 Harrah police department donation, a 2008 $25.000.00 
donation to Sheriff Whetsel' s reserve department , and then multi ple cars 
donated t o Whet sel's department. The car deals allegedly are part of a 
back room deal though the David Stanley dealersh ip who is wanting the 

current 911 call center located adjacent t o their car lot if t he 36th street 
public safety complex ever manages to be built. David Stanley wants that 
property and they are greasing the skids in preparation by enabling 
Jarjoura's multiple veh icle donations. 

Despite only being a reserve deputy Jarjoura has immersed himself in law 
enforcement far beyond what a normal person would do. He even 
joined the International Chiefs of Police. one of the few if not the only 
reserve officer to do so. His inf ormation is high lighted in red type near 
t he bottom of t his document taken f rom the organization's archived 
newslett er/magazine. Jarjoura has also orchestrated a bartering 
system/donation system for t he benefit of reserve and regular deputies 
something that the IRS might find of interest. 
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International Chiefs of Police new members outlined in red type, 
November of 2009 

The amount of donations is excessive even for a wealt hy donor. In one 
instance Jarjoura donated four brand new veh icles, a Ford Mustang, a 
Chevy Camara, a Dodge Charger, and a Dodge Cha llenger that were 
named after Jarjoura's four daughters. A post found on a LEO (Law 
Enforcement Officer) website showed that Whetsel may be driving one of 
the four donated vehicles along with a mention of two other donations for 
a brand new M ini Cooper and a brand new Hummer. 

But most concerning is that one of the donated vehicles is unusually 
outfitted with serious high tech electronics and has appeared to be 
reserved for Jarjoura's personal use. This article states that the vehicle 
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has a ELSAG's LPR license plat e scanner that is connected t o the FBI's 
National Crime Informat ion Center 

Allegedly the most advanced police car in Oklahoma is garaged at 
22750 North May, the 1.1 million dollar home of Eli Tanios 
Jarjoura. Jarjoura bought the million dollar home at an Oklahoma 
County Sheriff auction in 2010 for 500,000.00. Jarjoura is also on 
the Sheriff Tactical Team, the SWAT style assault team fielded by 
the Oklahoma County Sheriff Department, as the " medical" officer. 
This is the same unit that has had two MP 5 sub machine guns go 
missing. These fully automatic weapons are who knows where by 
now. 

Okay so the guy likes to play cops and robbers. What is all the fuss 
about? Well, Mr. Jarjoura turns out to have a criminal past and 
recently has been indicted on federal charges of defrauding 
Medicaid. 

Jarjoura was indicted for medical fraud in January of 2010 after 
getting caught offering " inducements" for parents to bring in 
children eligible for the Sooner Care dental care program. The 
federal case number CV-00025-L in the Western District of 
Oklahoma covers eleven dentists or professional corporations that 
are either partners involved in Bright Smiles dental company or 
closely tied with them and the court case alleges $15,000,000.00 in 
Medicare fraud at seven locations of the Bright Smiles dental 
company. 

In addition to offering 7-11 gas cards since approximately 2008, the 
Bright Smiles dental company offered free transportation, also in 
violation of both Sooner Care and Medicaid provider contracts. This 
would be fine for customers that were paying for their dental work 
out of their own pockets but it amounts to trolling for patients and 
defrauding the government when inducements are offered to those 
whose bills are paid by the taxpayers. The whole point is to make 
it that much easier for a poor patient to take advantage of 
government largess and to remove any skin in the game they might 
have. 

The court records reflect that one young child named Ty Borden 
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was taken to the Norman office of Bright Smiles where Sooner Care 
was billed $67.00 for cleaning and $283.00 for fi lling a cavity. The 
young child was then sent to the Edmond Bright Smiles office where 
Sooner Care was billed for $3.498.00 in dental care including two 
root canals, anesthesia by nitrous oxide and anesthesia by IV, and 
the capping of five baby teeth. That's right, baby teeth ... and 
rarely are root canals done on baby teeth for the reasons outlined in 
this link. Caps are done on occasion but there are alternatives that 
are cheaper. But you and I were paying the bills through Uncle 
Sam and the State of Oklahoma so what the heck. 

29) 42 U.S.C. S. 1320a-7(b) makes it criminal to offer, pay, solicit, 
or receive an inducements or rewards for work done that is paid for 
by the federal health care program. 

As the car is the second most technologically advanced police 
vehicle in the state, completely wired into the entire law 
enforcement informat ion system, it can receive every confidential 
messages sent to LEO at the county, state, and even federal level 
including Homeland Security updates and warnings. The only other 
vehicle in the entire state that has more communication equipment 
is the sheriff department's mobile command post. 

But the guy is a reserve cop, right? So he is squeaky clean and all 
that, right? Well, not really .. .. 

Turns out Eli Tanios Jarjoura had a 1994 Grand Larceny case 
dismissed with costs that originated in what they call the grey area 
of Cleveland County and Oklahoma County. This is where 
Oklahoma City overlaps into Cleveland County so where criminal 
complaints are filed and sometimes where arrestees are taken to jail 
can sometimes be up in the air. Courthouse insiders claim that 
dropping a Grand Larceny case with costs paid is the usual outcome 
where someone makes restitution on a theft. But in an apparent 
grooming effort, Jarjoura had a law firm pursue an expungement of 
the 1994 Grand Larceny complaint and the arrest was scrubbed 
from the record in April of 2009. But the CLEET class that Jarjoura 
took started in March of 2009 so in the eyes of the law he still had a 
criminal record and shouldn't have been allowed to attend a CLEET 
class. 

We also know that Jarjoura pursued a 2004 pilot certification effort 
then did nothing with it. Normally someone that spends that kind 
of money on a pilot license will either purchase a private plane or 
enter into a sharing agreement with a few other amateur pilots but 
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Jarjoura did nothing. I wonder if he spent most of his time and 
effort on learning to guide a plane and little on how to land one? 
Sound familiar? Or is this a quick escape plan, learn the basics of 
flying, steal a plane and head for the border if it gets sticky? 

So I would ask Sheriff Whetsel what a guy with ties to the Middle 
East and possibly Syria is doing as a reserve deputy in his 
department. Why is a vehicle capable of monitoring every security 
alert in the law enforcement system doing sitting in his garage? 
Why is a vehicle capable of scanning thousands of license plates per 
hour sitting in his garage? Why is a man under federal criminal 
indictment still an Oklahoma County Sheriff Reserve deputy? 

I could well imagine that any Middle Eastern men associated with 
Jarjoura would find full access to law enforcement warnings and 
access to the data bases very helpful in avoiding capture or 
planning acts of terrorism. I would imagine that having a vehicle 
capable of driving through a parking lot at a Tea Party function, a 
legislative function, or a CAIR function would be very handy to 
target individuals by indentifying who is attending and in doing 
counter intelligence work to protect the Muslim Brotherhood types 
from surveillance. Even if Jarjoura turned out to be a Lebanese 
Christian, his family is still susceptible to pressure or control from 
Beirut. There are no upsides to having restricted and confidential 
access to FBI data sitting in a persons garage. 

In the end regardless of his religion or Middle Eastern connections 
Jarjoura is a security risk that this country, this state, and Oklahoma 
County can ill afford. Why not allow people to donate the military 
so they could be allowed to keep a fully armed F-16 at home as a 
plaything? Allowing a rich man to buy access to the secrets of our 
law enforcement agencies is nothing more than pay for play and an 
indication that money is the top priority of Sheriff John Whetsel. 
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Kris Steele Steps in it Again 

What a wicked little man Kris Steele turned out to be. After 
becoming Speaker of the House of Representatives his true 
character was unleashed upon Oklahoma when he declared war on 
conservative values, persecuted conservative House members with 
unprecedented attempts to break anyone who stood against him 
using House reprimands. 

Once an alliance formed between Tea Party forces, conservative 
Republicans, and the Democrat Caucus Speaker Steele found he 
had met his match after a humiliating loss with the Speaker 
Designate election in 2011. Speaker Steele kept his head down in 
the 2012 legislative session where he issued standing orders to his 
leadership team to "avoid making anyone mad." Steele knew that 
his Speakership was hanging by a thread so he rolled over on his 
State Chamber of Commerce masters and abandoned even trying to 
ram their agenda through the House of Representatives. The 
session ended with the loss of the billions in Bond Issues and the 
defeat of the Obama Care/Fallin Care Health Insurance Exchange. 

But more than anything, Speaker Steele's personal vindictiveness 
and outright cruelty to those he believes beneath him earned Steele 
his emasculation. One would think that someone that is partially 
disabled would be sympathetic to the weak and disadvantaged but 
that isn't always how the mind works. Sometimes the disability or 
the cruelty the disable sometimes meet with or imagine can twist 
the mind and turn what should be an enlightening into darkness. 
Those with vindictive streaks usually suffer from extreme self doubt 
and lack of self esteem and by tearing down others they believe 
they themselves are somehow raised. 
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So it was with no surprise but with some sorrow to learn that 
Speaker Steele once more abused his position as the leader of the 
House of Representatives when he over reacted in the Terry Katz 
case. Katz was the Supervisor of Administrative Support Staff until 
she made a simple mistake. 

Speaker Steele has the ignominious distinction of firing or forcing 
resignations on more people than any other Speaker in Oklahoma 
history. Steele added another notch on his belt when he fired Ms. 
Katz for unknown causes. We do know that Ms. Katz was 
reprimanded a few days before she was fired after mistakenly 
carrying a weapon into the Capitol. Upon realizing her mistake she 
promptly returned the weapon to her car, similar to the 
Representative Sally Kern case last year. Ms. Katz had recently 
had knee replacement surgery and was still taking medication which 
might explain her lapse. 

And like the spiteful little wretch he is, Speaker Steele went a step 
further and challenged Ms. Katz's unemployment compensation. 
Not content with taking the bread from her mouth and from her 
family's table, with no severance payment or warning, Steele just 
had to ensure that Ms. Katz had no income at all coming in despite 
her being fired for no stated cause. 

Steele has drawn criticism for the firing of Katz and has sparked a 
demand from long term moderate Republicans Representatives to 
retract the his objection for unemployment benefits and to refrain 
from further hiring and firing until the new Speaker of the House 
takes command. 

Here are all the House members in two fifty member 
blocks of email addresses. Use Bee in your email 
address header and email fifty of them with one email 
yet they won't know who else got the email. 

Here are the State Senate email addresses in one 
block: 

Who is my state representative and my state Senator? 
Click here to find out 

Here is the Senate Directory 

Here is the House Directory 
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Remember to strip the unsubscribe link before 
forwarding this newsletter to prevent someone from 
taking you off our list! Use our forward this email link 
at the top of the newsletter to prevent being accidently 
unsubscribed. 

Money is always needed for printing costs, postage, 
sign materials, and robo call costs. We are tightfisted; 
we will spend your hard earned money wisely and 
frugally as we do our very best to clean up Oklahoma 
politicians so we can begin to clean up our country. 

You can donate by sending a check to Sooner Tea 
party, 358 North Rockwell Ave, Oklahoma City, OK, 
73127 or visit Soonerteaparty.org and use the Paypal 
donation button. 

Unsubscribe I Change Profile 
Powered by YMLP 
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From: Kaleb Bennett
To: Denise Northrup; Glenn Coffee; Katie Altshuler; Alex Weintz; Aaron Cooper; Craig Perry; Andrew Silvestri
Subject: Sen Brown
Date: Wednesday, March 30, 2011 11:12:35 AM

Just spoke to Sen Brown again regarding the Exchange issue. FYI, he believes the bill will not get out of
his cmte without some changes.

He listed 3 he'd like to see: 1. Put oversight of the Exchange with Doak instead of the Health Care
Authority; 2. Remove the language regarding the federal funding and 3. Place a sunset on the
provisions in the bill.

I told him we wanted Cline instead of Doak because Cline is appointed. He understood but said Doak
was elected. I also told him we're working on language that spells out what we will and will not do as it
relates to the exchange and Obamacare. 

He said he's only talking to members of his caucus and isn't talking to the press, though they've
approached him a few times. Anyway he's still concerned about this tying us to Obamacare and still
feels the grant guidance spells out exactly that...despite our assurances to the contrary.
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From: Kaleb Bennett
To: Katie Altshuler; Glenn Coffee; Alex Weintz; Aaron Cooper; Denise Northrup
Cc: Andrew Silvestri; Craig Perry
Subject: Sen. Bingman Press Release re: exchanges - language being added to another bill
Date: Thursday, March 31, 2011 3:22:30 PM

Interesting how well the details are known about whatever the next steps may be...
 
From: John Tidwell [  
Sent: Thursday, March 31, 2011 03:19 PM
To: Kaleb Bennett; Denise Northrup <  
Subject: Fwd: [ronpaul-32] Fwd: 3/31/11 Sen. Bingman Press Release re: exchanges - language being added
to another bill 
 
fyi .

---------- Forwarded message ----------
From: Ryan Underwood < >
Date: Thu, Mar 31, 2011 at 3:14 PM
Subject: [ronpaul-32] Fwd: 3/31/11 Sen. Bingman Press Release re: exchanges - language
being added to another bill
To: ronpaul-32@meetup.com

I spoke too soon.  Is anyone surprised?

----- Forwarded message from Amanda Teegarden < > -----

All,

The press release by Sen. Brian Bingman mentioned today on 1170 KFAQ is
noted below.  Without mentioning any bill numbers, the release implies that
the state is not moving forward in developing the health insurance
exchange. This is incorrect - the legislature is just changing tactics.

1. HB2130, creating the HUB board governance over the implementation of
  the health insurance exchange, is reportedly 'dead'.  HOWEVER,
  according to Sen. Bill Brown's office the "language they like" in HB
  2130 is going to be put into another bill.  This language is going to
  be added to HB 1996, by Rep. Dan Sullivan.
2. Link to HB1996 current status:
  http://www.oklegislature.gov/BillInfo.aspx?Bill=HB1996
3. HB 1996 is assigned to the Retirement and Insurance committee, chaired
  by Sen. Bill Brown. (See committee members below.)
4. SB 411, by Sen. Bill Brown/Moore of the House - creates a comprehensive
  health care information system and website.  This is a key component of
  the exchange and so needs to be stopped. This bill is currently in the
  House waiting to be put on the House calendar.
5. SB960, by Sen. Bill Brown, a redundant bill creating an insurance
  exchange is dead.  This bill never had a third reading in the senate
  and has missed the deadline to be heard.
6. Attached please find the Oklahoma Health Benefits Overview Logical
  Model (the IT support structure necessary to make the health benefit
  exchanges work, to be develop with the federal grant money).  This
  diagram was in a packet of information handed out by the OK Health
  Insurance Exchange Steering Committee on March 3, 2011.
7. This IT model is the template for the exchange.  Note the
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  creation/linking of a National Health Identification Card to one's
  bank. (Bottom middle of diagram.)

Never, ever trust a politician.

Amanda Teegarden

                       RETIREMENT AND INSURANCE

---------------------------------------------------------------------------

Senator Bill Brown - Chair
Senator Cliff Aldridge - Vice Chair
Senator Patrick Anderson
Senator Randy Bass
Senator Josh Brecheen
Senator Brian Crain
Senator Mike Mazzei
Senator Andrew Rice
Senator John Sparks
Senator Gary Stanislawski
Senator Greg Treat
Senator Jim Wilson

___________________________________________________________________________

Press Release:

Senate Won't Consider Insurance Exchange                                  |

Mar 31, 2011 - 1:04:06 PM

OKLAHOMA CITY (AP) Republican Senate President Pro Tem Brian Bingman says
the Oklahoma Senate will not consider a bill to help create a state health
insurance exchange, warning the lure of federal money could lead the state
into a 'trap' of complying with the new federal health care law.

Bingman's comments Thursday come just days after Republican Gov. Mary
Fallin urged legislators to pass the bill. It creates an advisory board to
help implement the health insurance exchange in Oklahoma.

Bingman also urged the governor not to accept any more of the $54 million
in federal grant money offered to Oklahoma to establish the exchange.

Fallin warned earlier this week that if the state doesn't act, the Obama
administration would impose its own exchange on Oklahoma.

(Copyright 2011 by The Associated Press. All Rights Reserved.)

----- End forwarded message -----

--
Ryan C. Underwood
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--
Please Note: If you hit "REPLY", your message will be sent to everyone on this mailing list
(ronpaul-32@meetup.com)
http://www.meetup.com/ronpaul-32/
This message was sent by Ryan Underwood (runderwo@mail.win.org) from Tulsa Area
Republicans Restoring the Republic.
To learn more about Ryan Underwood, visit his/her member profile:
http://www.meetup.com/ronpaul-32/members/4619622/
To unsubscribe or to update your mailing list settings, click here:
http://www.meetup.com/ronpaul-32/settings/
Meetup, PO Box 4668 #37895 New York, New York 10163-4668 | support@meetup.com
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From: Matt Glanville
To: Matt Glanville
Subject: Senate Broadcast E-clips, Mar. 24, 2011
Date: Thursday, March 24, 2011 10:21:53 AM

 
OETA-Oklahoma News Report
http://news.oeta.tv/

                                                                                            
KWTV-9 OKC
http://www.news9.com/

 

Man Arrested For Assaulting Officer Has History Of Violence Against Police

http://www.news9.com/Global/story.asp?S=14310820

 

OKC Family Without Working Smoke Detector Escapes House Fire

http://www.news9.com/Global/story.asp?S=14312523

 

 

KOCO-5 OKC
http://www.koco.com
 

Schools Turn To iPads For Learning, Safety

http://www.koco.com/education/27302690/detail.html

Students Gather At Capitol To Take Stand Against Bullying

http://www.koco.com/news/27293647/detail.html
 
 
KFOR-4 OKC
http://www.kfor.com
 
 
Group asks not to give live bunnies for Easter

http://www.kfor.com/news/local/kfor-news-bunnies-not-good-child-pets-easter-

story,0,1268610.story

Man kills ex-wife then himself

http://www.kfor.com/news/local/kfor-news-two-dead-nw-okc-shooting-

story,0,835227.story

Couple found murdered inside burned home

http://www.kfor.com/news/local/kfor-news-two-bodies-shot-head-burned-house-

mwc-story,0,3167955.story
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FOX-25 TV
http://www.okcfox.com

Police arrest teen for double murder

http://www.okcfox.com/newsroom/top stories/videos/kokh vid 3064.shtml

 

8-year-old girl found dead

http://www.okcfox.com/newsroom/top stories/videos/kokh vid 3065.shtml

 

Student says teacher bullied him

http://www.okcfox.com/newsroom/top_stories/videos/kokh_vid_3067.shtml

 

Wildfire burns near Norman

http://www.okcfox.com/newsroom/top_stories/videos/kokh_vid_3066.shtml

 

  

KOTV-6 Tulsa
http://www.newson6.com/

 

Tulsa Public Schools Poll Parents On District Consolidation

http://www.newson6.com/Global/story.asp?S=14310464

 

Green Country Grassfires Wednesday Force Evacuations, Threaten Homes

http://www.newson6.com/Global/story.asp?S=14308246

 

Rogers County Rescue Dogs Get Second Chance At Life

http://www.newson6.com/Global/story.asp?S=14309427
 

 

 Fox 23
http://www.fox23.com/

Smooth-Talking Criminal Targets Downtown Tulsa

http://www.fox23.com/news/local/story/Smooth-Talking-Criminal-Targets-Downtown-

Tulsa/ElWi5WCztU27Iv9TBly9HA.cspx

OSU Study: Band Instruments Full Of Bacteria

http://www.fox23.com/news/local/story/OSU-Study-Band-Instruments-Full-Of-

Bacteria/Xgd8FdZhb0GcZ4uIevHUUg.cspx

 

KTOK-AM OKC
http://www.ktok.com/main.html
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Tulsa Police Officer Defended in Muslim Mosque Case

http://www.ktok.com/cc-common/news/sections/newsarticle.html?

feed=119211&article=8335250

 

State GOP Leaders Blast Obamacare on Its 1st Anniversary

http://www.ktok.com/cc-common/news/sections/newsarticle.html?

feed=119211&article=8333580
 
  
KTEN- Ardmore
http://www.kten.com/ 
 

KXII-Ardmore
www.kxii.com 

 

KSWO-7 Lawton
http://www.kswo.com 

 

OKC-AM OKC
http://www.1520kokc.com/

 

KFAQ-AM TULSA
http://www.1170kfaq.com/

  

TULSA
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From: Matt Glanville
To: Matt Glanville
Subject: Senate Broadcast E-clips, Mar. 25, 2011
Date: Friday, March 25, 2011 9:53:17 AM

OETA-Oklahoma News Report
http://news.oeta.tv/

                                                                                            
KWTV-9 OKC
http://www.news9.com/

 

Truckers Aim To Stop Sex Trafficking In Oklahoma

http://www.news9.com/Global/story.asp?S=14318316

 

New York Times Journalist, Oklahoma Native Shares Survival Story

http://www.news9.com/Global/story.asp?S=14317924

 

Man Arrested In Watonga Girl's Death Was Out On Bond At Time Of Murder

http://www.news9.com/Global/story.asp?S=14317704

 

Grandson's Friends Accused Of Helping Cover Up Midwest City Double Murder

http://www.news9.com/Global/story.asp?S=14316965

 

Tulsa Protesters Don't Want 'Fallincare' To Replace 'Obamacare'

http://www.news9.com/Global/story.asp?s=14316907
 

 

 

KOCO-5 OKC
http://www.koco.com
 

New Bill To List Parents Who Fail To Pay Child Support

http://www.koco.com/news/27316602/detail.html

 

Okla. Mom Protests Preschooler Being Bullied In School

http://www.koco.com/education/27315067/detail.html

 

Chandler Man Faces Aggravated Child Porn Accusation

http://www.koco.com/news/27313590/detail.html
 

 
KFOR-4 OKC
http://www.kfor.com

 

 

FOX-25 TV
http://www.okcfox.com

Tort reform: Steele's story
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http://www.okcfox.com/newsroom/top stories/videos/kokh vid 3072.shtml

 

Incestuous couple wants custody of their kids

http://www.okcfox.com/newsroom/top_stories/videos/kokh_vid_3068.shtml
 

 

KOTV-6 Tulsa
http://www.newson6.com/

 

Oklahomans Hope To Cash In On Friday's Mega Millions Drawing

http://www.newson6.com/Global/story.asp?S=14318059

 

Number Of Oklahoma Flu Deaths Rises To 20

http://www.newson6.com/Global/story.asp?S=14319825
 
 

 Fox 23
http://www.fox23.com/

Okla. Budget Chairman Denies Conflict Of Interest

http://www.fox23.com/news/local/story/Okla-Budget-Chairman-Denies-Conflict-Of-

Interest/jGW2LV6RkUuIMwr2IDwrbg.cspx

Legislative Leaders Predict Deeper Budget Cuts

http://www.fox23.com/news/local/story/Legislative-Leaders-Predict-Deeper-Budget-

Cuts/Juu9wtovKE-l1X8A3KU96Q.cspx

 

KTOK-AM OKC
http://www.ktok.com/main.html

Lankford says it’s time to hear from Obama on Libya

http://www.ktok.com/cc-common/news/sections/newsarticle.html?

feed=119211&article=8342408

 

Senator rips unions over TV attack ads using bombing pictures

http://www.ktok.com/cc-common/news/sections/newsarticle.html?

feed=119211&article=8339282
 
  
KTEN- Ardmore
http://www.kten.com/ 
 

KXII-Ardmore
www.kxii.com 

 

KSWO-7 Lawton
http://www.kswo.com 
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OKC-AM OKC
http://www.1520kokc.com/

 

KFAQ-AM TULSA
http://www.1170kfaq.com/

  

TULSA
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From: Jacobs, Chris (RPC)
To: Jacobs, Chris (RPC)
Subject: Senate Democrats Admit Obamacare Harms Farmers, Ask for Another Obamacare Waiver
Date: Thursday, November 17, 2011 5:14:08 PM

The Hill reports this afternoon on a letter sent by several Democrat senators to Medicare
Administrator Donald Berwick about “a potentially unintended, and unwanted, consequence of
[Obamacare], which may cause disruption for farmers and others in the agricultural sector.”  The
letter explains the consequences of the fact that individuals who have policies sold through farmer
co-operatives cannot obtain the same health insurance subsidies offered through Exchanges:
 

This provision might also create an incentive for some lower income farmer co-operative
members…to leave their co-operative provided coverage for Exchange provided
coverage….This incentive is harmful for farmers’ co-operatives and bad for farmers….
 
We share the concern of the co-operatives that unless they are allowed to provide coverage
to their members...they will inevitably lose significant participation from their membership,
thus putting at risk the integrity of their risk pool, increasing the premiums for remaining
members, and ultimately threatening the viability of their model.  At the same time,
individual lower-income co-operative members who seek the subsidized prices in the
Exchanges will no longer have access to the farm-friendly coverage policies they have
come to rely on…

 
The signatories then ask Administrator Berwick “to allow subsidy-eligible farmers to purchase their
coverage from their trusted co-operatives” without losing eligibility for premium subsidies – in
effect asking the Administration to grant farmer co-operatives an Obamacare waiver.  But what
about the people who purchased coverage from insurance brokers who are now losing access to
those brokers due to other onerous provisions in Obamacare?  What about the people who won’t
be able to keep their current coverage due to the mandates imposed by federal bureaucrats under
the new regulations regarding grandfathered plans?  Where are all the waivers for these people?
 
It’s nice for Senate Democrats finally to admit that Obamacare will cause many American families –
particularly farmers in rural areas – to lose their current coverage, and could result in significantly
higher premiums to boot.  But it makes one ask:  If these are the effects of Obamacare, why did all
60 Senate Democrats ever vote for the measure in the first place…?
 
Chris Jacobs
Health Policy Analyst
Republican Policy Committee
(202) 224-2946
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From: Grace-Marie Turner 
Katie Altshuler To: 

Subject: Senate votes today on religious liberty 

Thursday, March 01, 2012 7:57:22 AM Date: 

Trampling on Our Freedom 

By Grace-Marie Tun1er 
Galen Institute 
March 1, 2012 

TI1e White House is trying to frame its latest "preventive care" mandate as a right to contraceptives. 

In fact, this is about the fundamental issue of the founding principles of this country and the 
meaning of the Constitution's protection of our rights. 

Rep. Kathy Hochul (D-NY) learned during a recent town hall meeting that her constituents appear 

to understand this fact better than she does. 

In this short video excerpt from the meeting, one of Rep. Hochul's constituents asked, "Under what 

portion of the Constitution is the government allowed to require a private or religious organization 

to pay for anything for free?" 

Rep. Hochul responds: "Well basically we're not looking at the Constitution on that aspect." 

The audience erupts! And she continues to be backed into a corner by her constituents who clearly 

understand the larger issues at stake. 

TI1e American people do understand that this is about much, much more than the federal 
govenunent requiring religious organizations to provide and pay for procedures and products that 

they find morally vvrong. They understand that this is about who we are as a country. 

Sen. Roy Blunt (R-MO) and Rep. Jeff Fortenberry (R-NE) have proposed legislation to restore First 

Amendment protections and assure people they will not be forced to follow a government dictate 

that would violate their conscience and religious beliefs. The Senate is expected to vote this morning 

on the Blunt amendment. 

The United States Conference of Catholic Bishops has been vociferous in objecting to the Obama 

administration's demand that health plans must cover contraception, steiilization, and drugs that 

cause early abortions at no cost to patients. The concession to the bishops was that the health 

insurance companies would instead provide them for "free," separately from the church 

organizations' health benefit plans. 

But the administration's proposed "accommodation," announced on Feb. 10, does nothing to allay 

the fears of religious organizations. In a letter issued this week, the Bishops said the proposal 

"would still force our institutions to violate their beliefs." Further, they said it provides no escape for 

health insurers or employers who object but are not religiously affiliated, and for individuals. 

More than 2 ,500 evangelical and ministry leaders from a wide range of religious denominations 

sij!;ned a letter voicing their opposition to the administration's new mandate. The Family Research 
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Cow1cil unveiled the letter last week, demonstrating that this is not just a threat to Catholics but to 

the beliefs of others. Anyone could be next. 

Amelica was founded on the plinciple that we can, as free people, express our religious and moral 

values with the knowledge that we are protected by the U.S. Constitution. The administration's 

mandate violates the First Amendment and tran1ples on religious freedom. 

ObamaCare is so fundamentally at odds vvith the plinciples upon which this nation was founded that 

the court challenges to the law vvill be endless. 

Read online: "'"'""v.galen.org/ newsletters/trampling-on-our-freedom 

Share your thoughts: 

ljj] g ljj] 

Unsubscribe katie.altshuler@gov.ok.gov 1 Change your email settings 1 Forward to a friend 

You are receiving this email because you signed up online or in person at one of our events. 

Galen Institute I P.O. Box 320010 Alexandria, VA 22320 I 703-299-8900 I www.galen.ora 
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From: Lindsay Russell
To: Marie Sanderson
Cc: Lindsay Russell
Subject: Senatoe DeMint-Profits Before Principles: How AARP Wins When Seniors Lose
Date: Thursday, September 20, 2012 1:40:51 PM
Attachments: Profits Before Principles FINAL.pdf

AARPREPORT LettertoRand AARP.pdf
Senator DeMint to Secretary Sebelius 092012.pdf

ICYMI:
 
Senator DeMint has released a report, entitled “Profits Before Principles,” which examines the
business practices of AARP.  The report includes new research showing how AARP would lose
billions of dollars if Obamacare is repealed or Medigap reforms are passed. AARP secretly lobbied
against bipartisan Medigap reform during last year’s debt supercommittee negotiations, which
would have lowered costs on seniors but lowered AARP’s profits by $1.8 billion, while hiding
that information from their members.  The report also explores the group’s ties to the Obama
Administration and Democrat Party.  It details the numerous mandate exemptions in Obamacare
that Medigap insurance received, a market AARP happens to dominate.  The Department of Health
and Human Services (HHS) has also repeatedly shielded AARP from new health insurance regulations
and government oversight.
 
The report is attached, and an executive summary is pasted below.
 
 
Lindsay Russell
Public Policy Advisor 
Republican Governors Public Policy Committee | RGA
1747 Pennsylvania Avenue, NW, Suite 250 | Washington, DC 20006
P: (202) 662-4149 | C:   | 
 
 

REPORT HIGHLIGHTS
AARP functions as an insurance conglomerate with a liberal lobbying arm on the side. 
Independent experts and former AARP executives admit that the organization’s billions of
dollars raised from its business enterprises – most notably the sale of health insurance plans
– have compromised the organization’s mission and independence. 

AARP depends on profits, royalties, and commissions to make up over 50% of its annual
budget.  Membership dues from seniors account for only about 20% of AARP’s revenue.

AARP’s $458 million in health insurance revenue in 2011 would rank it as the nation’s
sixth-most profitable health insurer.

The health care law, which AARP lobbied heavily for, could lead to over $1 billion in new
AARP health insurance profits over the next decade by forcing seniors off Medicare
Advantage plans into Medigap supplemental coverage.

AARP earns more profit the higher premiums rise on seniors in Medigap plans, charging a
“royalty fee” of 4.95% of every premium dollar paid by seniors on these plans.
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In 2011, AARP failed to disclose to its senior membership that it lobbied Congress to oppose
Medigap reform, legislation that could lower senior premiums by as much as 60%, and save
seniors $415 per year on average.

AARP could lose as much as $1.8 billion in revenue over ten years if Medigap reforms pass
and successfully lower senior premiums.

Documents show close coordination between Obama Administration and AARP, including
efforts to deceive the public.  In November 2009, a senior AARP executive wrote to the
White House saying “we will try to keep a little space between us” on health care –
because AARP’s “polling shows we are more influential when we are seen as independent,
so we want to reinforce that positioning….The larger issue is how best to serve the cause.”

AARP has benefitted by supporting the Obama Administration’s unpopular health care law. 
Unlike other forms of insurance, AARP’s Medigap insurance plans were exempted from many
of the health care law’s mandates, including the ban on pre-existing condition discrimination.

The Obama Administration has not publicly criticized AARP’s business practices, even though
it has publicly attacked other insurance companies with much smaller profit margins than
those generated by AARP’s Medigap insurance.

Democrats continue to praise AARP – HHS Secretary Sebelius called them the “gold standard”
for “accurate information” – even though AARP earns more profit the higher Medigap
premiums rise for seniors.

·         Even though President Obama has criticized Republicans for placing seniors at the mercy of
insurance companies, the health care law he signed allows organizations like AARP to
continue discriminating against Medigap applicants with pre-existing conditions.
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From: Communications Center
To: Communications Center
Subject: Senators Challenge Dem Health Law
Date: Friday, January 06, 2012 3:30:52 PM
Attachments: Amicus Brief.pdf

Contact:
John Ashbrook 202.228.NEWS
 

Senators Challenge Dem Health Law
36 Republican Senators File Amicus Brief With United States Supreme Court

Arguing The Entire Law Must Fall In The Event The Court Finds The Individual
Mandate Unconstitutional

 

WASHINGTON, DC – U.S. Senate Republican Leader Mitch McConnell and 35 of his colleagues filed
an amicus brief with the United States Supreme Court Friday on behalf of the bipartisan, multi-state
challenge to the Democrats’ health spending law.
 

“Americans have been telling Washington for years now that they oppose a 2,700 page health spending
bill that dramatically increases costs and expands the reach of the federal government into their health
care decisions,” Sen. McConnell said. “In addition to determining the constitutionality of the mandate,
that individuals purchase health insurance, the Supreme Court also will consider whether the mandate
is severable from other provisions of the PPACA; in other words, whether the other provisions of the law
are legally viable in the event the Court finds the mandate unconstitutional. We believe the mandate is
not severable from the PPACA because the law will not function as its Congressional proponents
intended or achieve their objectives without the presence of the mandate.”
 

Since its enactment, Senate Republicans have twice submitted an amicus brief in the lower courts in
support of the states and private parties that are challenging the PPACA in federal court. This would be
the first of two amicus briefs filed by Senate Republicans in the Supreme Court case.
 

The following are excerpts from the amicus brief:
 

“If this Court holds that the mandate is indeed unconstitutional, as amici believe the Court should, the
Court must then determine a solution that maintains the proper balance between the legislative and
judicial branches. To do so, the Court must follow Congress’ intent and evaluate whether Congress
would have enacted the statute without the individual mandate.  The Court cannot stray from that intent
and drastically alter the law through deletion of an essential component, leaving in place a statute which
the governing majority would not have chosen.
 

“The authors of the PPACA and its proponents believed the individual mandate was indispensable to
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their reform scheme… Several proponents of the law argued in committees and on the floor that the
individual mandate was essential to their view of health care reform and that the legislation would not
work without the mandate.  More than merely a component of the insurance reforms, the majority in
Congress believed that the entire health care reform effort of the PPACA was unsustainable without it.
 

“This Court must defer to this clear expression of Congress’ intent regarding the role of the individual
mandate… To maintain the Constitution’s balance, this Court cannot ignore Congress’ determination as
to what is essential to the PPACA’s scheme and leave in place a statute Congress would not—and did
not—enact.”
 

“If Congress intended for the PPACA to survive without the individual mandate, it could have protected
its major legislative reform simply by including a clause which would have guided this Court and
resulted in a strong presumption of severability – a clause which was already before it in a prior version
of the PPACA. Congress did not do so.
 

“Under these circumstances, this Court cannot leave a patchwork alternative to the PPACA in place
without the heart of the legislation.  Rather, such a determination must be left to the elected
representatives of the people.”
 

The brief was signed by:
 

Sen. Kelly Ayotte (R-NH), Sen. John Barrasso (R-WY), Sen. Roy Blunt (R-MO), Sen. John Boozman
(R-AR), Sen. Richard Burr (R-NC), Sen. Saxby Chambliss (R-GA), Sen. Daniel Coats (R-IN), Sen. Tom
Coburn (R-OK), Sen. Thad Cochran (R-MS), Sen. Susan Collins (R-ME), Sen. John Cornyn (R-TX),
Sen.  Mike Crapo (R-ID), Sen. Michael Enzi (R-WY), Sen. Chuck Grassley (R-IA), Sen. Orrin Hatch (R-
UT), Sen. Dean Heller (R-NV), Sen. John Hoeven (R-ND), Sen. Kay Bailey Hutchison (R-TX), Sen.
James Inhofe (R-OK), Sen. Johnny Isakson (R-GA), Sen. Mike Johanns (R-NE), Sen. Ron Johnson (R-
WI), Sen. Jon Kyl (R-AZ), Sen. Mike Lee (R-UT), Sen. Richard Lugar (R-IN), Sen. John McCain (R-AZ),
Sen. Mitch McConnell (R-KY), Sen. Lisa Murkowski (R-AK), Sen. Rand Paul (R-KY), Sen. James Risch
(R-ID), Sen. Pat Roberts (R-KS), Sen. Marco Rubio (R-FL), Sen. Richard Shelby (R-AL), Sen. Olympia
Snowe (R-ME), Sen. John Thune (R-SD), Sen. Pat Toomey (R-PA).
 

###
SENATE REPUBLICAN COMMUNICATIONS CENTER

202.228.NEWS
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From: Communications Center
To: Communications Center
Subject: Senators Challenge Insurance Mandate
Date: Monday, February 13, 2012 3:30:10 PM
Attachments: 2.13.12 Amicus Brief.pdf

Contact:
John Ashbrook 202.228.NEWS
 

Senators Challenge Insurance Mandate
43 Republicans Submit Amicus Brief On Behalf Of The Supreme Court

Challenge Filed By States And Small Businesses
 
WASHINGTON, DC – U.S. Senate Republican Leader Mitch McConnell and 42 of his colleagues filed an amicus
brief with the United States Supreme Court Monday on behalf of the bipartisan, multi-state challenge to the
Democrats’ health spending law.

“The Democrats’ 2,700 page health spending bill represents an unprecedented and unconstitutional
expansion of the federal government into the daily lives of every American,” Sen. McConnell said.
“Americans have rejected the law’s mandate that they must buy government-approved health insurance,
and we hope the Supreme Court will do the same.”

The following are excerpts from the amicus brief:

“Put simply, Congress acted without constitutional authority in enacting the Individual Mandate of the
PPACA. In so doing, it has damaged Congress’ institutional legitimacy and has triggered severe
conflicts between state and federal governments that the Constitution was carefully designed to avert.”

“Because the Individual Mandate regulates a simple decision or choice not to purchase a particular
product, it exceeds the proper scope of the Commerce Clause.”

“If Congress may punish a decision to refrain from engaging in a private activity (namely, the purchase
of health insurance) because the consequences of not engaging in it, in the aggregate, could
substantially affect interstate commerce, then the Congress can require the purchase of virtually
anything. For example, this same rationale would allow Congress to punish individuals for not
purchasing a host of health-related products, such as vitamin supplements, the use of which could lower
aggregate health costs. Indeed, it is hard to imagine any private decision not to purchase a particular
good or service that does not have some economic impact when aggregated among millions of people.
Under that rationale, the government could mandate any commercial activity.”

The brief was signed by:

Sen. Mitch McConnell (R-KY), Sen. Orrin Hatch (R-UT), Sen. Lamar Alexander (R-TN), Sen. Kelly
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Ayotte (R-NH), Sen. John Barrasso (R-WY), Sen. Roy Blunt (R-MO), Sen. John Boozman (R-AR), Sen.
Richard Burr (R-NC), Sen. Saxby Chambliss (R-GA), Sen. Daniel Coats (R-IN), Sen. Tom Coburn (R-
OK), Sen. Thad Cochran (R-MS), Sen. Susan Collins (R-ME), Sen. Bob Corker (R-TN), Sen. John
Cornyn (R-TX), Sen.  Mike Crapo (R-ID), Sen. Jim DeMint (R-SC), Sen. Michael Enzi (R-WY), Sen.
Chuck Grassley (R-IA), Sen. Dean Heller (R-NV), Sen. John Hoeven (R-ND), Sen. Kay Bailey
Hutchison (R-TX), Sen. James Inhofe (R-OK), Sen. Johnny Isakson (R-GA), Sen. Mike Johanns (R-NE),
Sen. Ron Johnson (R-WI), Sen. Jon Kyl (R-AZ), Sen. Mike Lee (R-UT), Sen. Richard Lugar (R-IN),
Sen. John McCain (R-AZ), Sen. Jerry Moran (R-KS), Sen. Lisa Murkowski (R-AK), Sen. Rand Paul (R-
KY), Sen. Rob Portman (R-OH), Sen. James Risch (R-ID), Sen. Pat Roberts (R-KS), Sen. Marco Rubio
(R-FL), Sen. Richard Shelby (R-AL), Sen. Olympia Snowe (R-ME), Sen. John Thune (R-SD), Sen. Pat
Toomey (R-PA), Sen. David Vitter (R-LA), Sen. Roger Wicker (R-MS).

 

###

SENATE REPUBLICAN COMMUNICATIONS CENTER
202.228.NEWS
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From: Communications Center
To: Communications Center
Subject: Senators Challenge Mandate
Date: Tuesday, March 27, 2012 11:56:00 AM

Contact:
John Ashbrook 202.228.NEWS
 

Senators Challenge Mandate
Amicus Brief: ‘If Congress May Punish A Decision To Refrain From Engaging In
A Private Activity… Then The Congress Can Require The Purchase Of Virtually

Anything’
 

43 Sens: ‘Congress Acted Without Constitutional Authority In Enacting The Individual
Mandate’

 

“Put simply, Congress acted without constitutional authority in enacting the Individual Mandate of the
PPACA. … Because the Individual Mandate regulates a simple decision or choice not to purchase a
particular product, it exceeds the proper scope of the Commerce Clause.” (Brief Of 43 U.S. Senators As
Amicus Curiae, HHS v. Florida, Et Al., 2/13/12)
 

·         “The step from regulating market participation to mandating participation in a market is novel and
unprecedented. ... The fact that Congress in 200 years has not attempted to regulate inactivity to
force market participation also strongly suggests it never has had such authority.” (Brief Of 43 U.S.
Senators As Amicus Curiae, HHS v. Florida, Et Al., 2/13/12)

 

·         “If Congress may punish a decision to refrain from engaging in a private activity (namely, the
purchase of health insurance) because the consequences of not engaging in it, in the aggregate,
could substantially affect interstate commerce, then the Congress can require the purchase of
virtually anything.” (Brief Of 43 U.S. Senators As Amicus Curiae, HHS v. Florida, Et Al., 2/13/12)

 

‘An Unprecedented’ & ‘Novel Exercise Of Commerce Clause Power’
 

11TH CIRCUIT COURT: “Economic mandates such as the one contained in the Act are so
unprecedented, however, that the government has been unable, either in its briefs or at oral
argument, to point this Court to Supreme Court precedent that addresses their constitutionality. Nor
does our independent review reveal such a precedent.” (Florida v. United States HHS, 648 F.3d 1235, 1288
(11th Cir. 2011))
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D.C. CIRCUIT COURT: “The Government concedes the novelty of the mandate and the lack of any
doctrinal limiting principles; indeed, at oral argument, the Government could not identify any mandate
to purchase a product or service in interstate commerce that would be unconstitutional, at least under
the Commerce Clause.” (Seven-Sky v. Holder, 661 F.3d 1, 14-15 (D.C. Cir. 2011)
 

6TH CIRCUIT COURT: “The mandate is a novel exercise of Commerce Clause power. No prior
exercise of that power has required individuals to purchase a good or service.” (Thomas More Law Center
v. Obama, 651 F.3d 529, 567 (6th Cir. 2011))
 

·         “…Congress crossed a constitutional line in imposing this unprecedented requirement.”  (Thomas
More Law Center v. Obama, 651 F.3d 529, 567 (6th Cir. 2011))

 

EASTERN DISTRICT OF VIRGINIA COURT: “…the Minimum Essential Coverage Provision appears
to forge new ground and extends the Commerce Clause powers beyond its current high water mark.”
(Virginia v. Sebelius, 728 F. Supp. 2d 768, 775 (E.D. Va. 2010))

 

NORTHERN DISTRICT OF FLORIDA PENSACOLA DIVISION COURT: “Never before has Congress
required that everyone buy a product from a private company (essentially for life) just for being alive
and residing in the United States.” (“Plaintiffs, v. United States HHS, (N.D. Fla. 2011))

 

CRS: “However, a requirement could be imposed on some individuals who do not engage in any
economic activity relating to the health insurance market. This is a novel issue: whether Congress can
use its Commerce Clause authority to require a person to buy a good or a service and whether this
type of required participation can be considered economic activity.” (”Requiring Individuals To Obtain Health
Insurance: A Constitutional Analysis,” CRS Report, P. 11-12, 5/7/10)
 

·         “… it may seem like too much of a bootstrap to force individuals into the health insurance market
and then use their participation in that market to say  they are engaging in commerce…” (”Requiring
Individuals To Obtain Health Insurance: A Constitutional Analysis,” CRS Report, P. 12, 5/7/10)

 

CBO: “A mandate requiring all individuals to purchase health insurance would be an unprecedented
form of federal action. The government has never required people to buy any good or service as a
condition of lawful residence in the United States.” (“The Budgetary Treatment Of An Individual Mandate To Buy
Health Insurance,” CBO Report, P.1, 8/94)

 
###

SENATE REPUBLICAN COMMUNICATIONS CENTER
202.228.NEWS
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From: Communications Center
To: Communications Center
Subject: Senators Demand Details On Kagan"s Health Law "Role"
Date: Friday, November 18, 2011 4:19:12 PM
Attachments: Letter to Holder On Kagan’s Health Law ‘Role’.pdf

Contact:
John Ashbrook 202.228.NEWS

Senators Demand Details On Kagan’s Health Law
‘Role’

Letter to Attorney General Holder: ‘It appears that former Solicitor
General Kagan’s participation in the Obama Administration’s defense

of the PPACA may satisfy both requirements for recusal’
 
WASHINGTON, D.C. – Key Senate Republicans sent a letter to Attorney General Eric Holder on Friday
urging him to comply with Congressional oversight requests regarding former Solicitor General Elena
Kagan’s role in the administration’s defense of the health care law. Their letter states: “when a former
member of the Administration is in a position to rule on litigation in which she apparently had some
involvement and which concerns legislation she herself supports, public confidence in the administration
of justice is undermined. Your Department’s refusal to provide information to the Congress that could
eliminate this apparent conflict of interest only undermines that confidence further.” The letter is signed
by Republican Leader Mitch McConnell, Republican Whip Jon Kyl, Senate Judiciary Committee Ranking
Member Charles Grassley and Senator Mike Lee. Full text of the letter is pasted below and a PDF of
the original is attached.
 
November 18, 2011
 
The Honorable Eric Holder
Attorney General
U.S. Department of Justice
950 Pennsylvania Avenue, N.W.
Washington, D.C. 20530-0001
 
Dear Mr. Attorney General:
 
Members of Congress have been trying to determine whether Justice Elena Kagan has a conflict of
interest with respect to participating in litigation in the Supreme Court challenging the constitutionality of
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the Patient Protection and Affordable Care Act (PPACA) due to her involvement with and support for
this legislation while a member of the Justice Department. Unfortunately, your Department has rejected
all Congressional oversight requests for information about her role in the Obama Administration’s
defense of this law. You recently told the Senate, incredibly, that you were not even aware of
Congressional requests on this topic, and that your Department handled her duties as it relates to such
matters in a way that is belied by the facts, namely that you physically removed her from all meetings
discussing the litigation. Because of the highly questionable manner in which your Department is
handling this important issue, we write to underscore the importance to the rule of law of an informed
resolution of this question, and to apprise you of the legal and factual bases for our concerns. 
 
Federal law requires recusal from a case if a judicial officer of the United States “has served in
governmental employment and in such capacity participated as counsel, adviser or material witness
concerning the proceeding or expressed an opinion concerning the merits of the particular case or
controversy.” 28 U.S.C. § 455(b)(3). In addition, a federal judge must disqualify herself from participating
in a matter if her “impartiality might reasonably be questioned.”  Id. at § 455(a). It appears that former
Solicitor General Kagan’s participation in the Obama Administration’s defense of the PPACA may satisfy
both requirements for recusal.
 
Then-Solicitor General Kagan acknowledged to the Senate Judiciary Committee last year that, in fact,
she played a “role” in the Obama Administration’s defense of the PPACA, including attending “at least
one meeting” that discussed the litigation. But she minimized her degree of involvement in the litigation,
characterizing it as not “substantial.” Federal law, however, requires recusal if a government official
participated in a matter that is the subject of litigation; it does not require the government official’s past
participation in that same matter to be “substantial” (as determined by the self-same government
official). 
 
Moreover, emails finally produced by your Department in response to lawsuits to enforce the Freedom of
Information Act suggest involvement by then-Solicitor General Kagan in the Administration’s
preparations for defending the PPACA. In January 2010—two months before then-General Kagan was
even aware she was being considered as a potential nominee to the Supreme Court—your Department
began planning to defend this law against legal challenges. Neil Katyal, Ms. Kagan’s principal deputy,
stated he would “speak with Elena” about her office participating in a Department working group that
would plan the Administration’s litigation strategy, exclaiming that he wanted the Administration to
“crush” those challenging the PPACA. A few hours later, Mr. Katyal indicated that he had spoken with
Ms. Kagan about the legal working group, and said she “definitely” wanted her office to participate in it.
(“Elena would definitely like OSG [Office of the Solicitor General] to be involved in this set of issues.”) 
He said the working group would “bring Elena in as needed.” A few days later another member of your
Department made clear that the working group would discuss the legal “claims that will be asserted and
how [the Obama Administration] will defend against them.” This email then listed the major legal issues
that likely would arise in legal challenges to the PPACA over which the working group would deliberate.
(Your Department has redacted that part of the email: “The big areas of possible litigation are
[redacted].”) Mr. Katyal then underscored that Ms. Kagan’s office was to be “heavily involved” in
planning the Administration’s legal strategy “even in the d[istrict court].”
 
In March—two months before then-Solicitor General Kagan was nominated to the Supreme Court—she
was party to a discussion involving the head of the PPACA litigation defense working group (Associate
Attorney General Thomas Perrelli) and Mr. Katyal. Specifically, Mr. Katyal added Ms. Kagan to an email
discussion with Mr. Perrelli so Mr. Katyal could advise her of a draft litigation complaint challenging the
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PPACA. Mr. Katyal raised particular parts of the complaint with Ms. Kagan and Mr. Perrelli, including his
analysis of the plaintiff’s litigation strategy. He also provided a link to a website so Ms. Kagan and Mr.
Perrelli could review the document themselves. Mr. Katyal then recommended to them the next steps
the Justice Department should take to respond to this upcoming legal challenge. He specifically noted
that he was now including then-Solicitor General Kagan to apprise her of his recommendation,
presumably so she could express any disagreement with it (“I haven’t discussed this with Elena, but am
cc’ing her here”). It should be noted that according to then-General Kagan’s own testimony to the
Senate Judiciary Committee, during the time of this discussion of a particular legal challenge to the
PPACA, she was still performing her duties as Solicitor General as normal. 
 
Just three days later, then-Solicitor General Kagan expressed her glee to another member of your
Department, Legal Advisor and Law Professor Larry Tribe, about the PPACA’s likely passage in the
Congress. In an email entitled, “fingers and toes crossed today!”, Ms. Kagan happily says to Professor
Tribe, “I hear they have the votes, Larry!!  Simply amazing.” Professor Tribe then gives Ms. Kagan his
view of a recent modification to the legislation.  (“So health care is basically done!  Remarkable. And
with the Stupak group accepting the magic of what amounts to a signing statement on steroids!”)  
 
President Obama chose to nominate a member of his Administration to the Supreme Court knowing it
was likely that, if confirmed, she would be in a position to rule on his signature domestic policy
achievement—“litigation,” Mr. Katyal noted to former Solicitor General Kagan, “of singular importance” to
the Administration. Among other involvement in this matter, it appears that she was privy to discussions
of legal claims and litigation strategy concerning court challenges to the PPACA. And it is apparent that
she herself enthusiastically supported this legislation as a member of the Administration which is now
defending it. When a former member of the Administration is in a position to rule on litigation in which
she apparently had some involvement and which concerns legislation she herself supports, public
confidence in the administration of justice is undermined. Your Department’s refusal to provide
information to the Congress that could eliminate this apparent conflict of interest only undermines that
confidence further.
 
The Justice Department noted at the time the Congress was considering the current mandatory recusal
law for federal judges that a purpose of its stricter standards was to avoid the possibility “that public
confidence in the federal judicial system may be weakened.”  We urge you to reconsider your
Department’s decision not to respond to Congress’s oversight requests so that the public can have
confidence in the resolution of this important litigation.
 
Sincerely,
 
Republican Leader Mitch McConnell
Republican Whip Jon Kyl     
Judiciary Committee Ranking Member, Senator Charles Grassley
Senator Mike Lee                                  
 

 
###

SENATE REPUBLICAN COMMUNICATIONS CENTER
202.228.NEWS
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From: Lindsay Russell
To: Lindsay Russell; Seth Levey; john.katz@alaska.gov; russ.kelly@alaska.gov; lgromis ;

macarter32 ; RSerote@az.gov; Adam.nordstrom ; Rob.Jakubik ;
bfulenwider@georgia.gov; ehames@georgia.gov; brandymarty03 ; dhiowa ;
jabot10 ; jboeyink34  travisrichmond ; wkloibe ;
David.Hensley@gov.idaho.gov; jkreizenbeck@gov.idaho.gov; Tammy.Perkins@gov.idaho.gov; Andrew Silvestri;
Katie Altshuler; JamieShuster@gov.sc.gov; tedpitts@gov.sc.gov; hedgcockm@gov.state.la.us;
bob.schwaneberg@gov.state.nj.us; Dona.DeLeon@gov.state.nj.us; Wayne.Hasenbalg@gov.state.nj.us;
Honor.Ingels@governor.alabama.gov; michael.ciamarra@governor.alabama.gov; Candice Whitfield;
eric.finkbeiner@governor.virginia.gov; Jeannemarie.Davis@governor.virginia.gov;
kristi.craig@governor.virginia.gov; Michael.DiSabato@governor.virginia.gov; sirena.ramirez@guam.gov;
debbie ; griffin ; wstruble ; wags@la.gov;
Renee.Fargason@laspbs.state.fl.us; kristacarman@mac.com; Will.Kinzel@mail.house.gov;
mary.mayhew@maine.gov; brandi white@mcconnell.senate.gov; Lanier Swann@mcconnell.senate.gov;
blackwellr2@michigan.gov; chadderdona@michigan.gov; mcbrideb@michigan.gov; muchmored@michigan.gov;
tomichz@michigan.gov; Lauren.Hill@nebraska.gov; brian ; ryan ;
nguillemard ; sarah.echols ; Mike Schrimpf; ts  Bkanzeg ;
aparis@state.pa.us; jbranstett@state.pa.us; jmcallahan@state.pa.us; ktartaglia@state.pa.us;
rebmyers@state.pa.us; Jim.Soyer@state.sd.us; MKennicott  Mark.Cate@tn.gov;
Will.Cromer@tn.gov; Bnutt ; RSPENDLOVE@utah.gov; EMainigi
bill.kloiber@wisconsin.gov; Carol.Statkus@wyo.gov; katyoder 99 ; pjpgato ;
Keith.Gilkes@wisconsin.gov; Eric.Schutt@wisconsin.gov; Ryan.Murray@wisconsin.gov

Cc: Marie Sanderson
Subject: Senior HHS Official Talks of Employers "Dumping" Health Coverage
Date: Thursday, March 31, 2011 12:40:33 PM

FYI-Interesting information on Health Insurance Exchange.
 
 
 
 
In case you hadn’t seen it, The Hill reported on comments made by Joel Ario, head of the health
insurance Exchange office within HHS, about the idea of employers dropping coverage once the
Exchanges come online in 2014.  While Mr. Ario argued that employers would not drop coverage
initially, he stated that if “the Exchanges work pretty well, then the employer can say ‘This is a
great thing.  I can now dump my people into the Exchange and it would be good for them, good
for me.’”
 
Losing their current coverage may not be good for employees – it definitely wasn’t what the
President promised when he promised that “you will not have to change plans.”  Just as important,
however, the law’s supposed deficit reduction stems entirely from the premise that most employers
will NOT drop their current plans – so if companies follow Mr. Ario’s advice and “dump [their]
people into the Exchange,” it would assuredly NOT be good for taxpayers.  As former Congressional
Budget Office Director Doug Holtz-Eakin’s analysis confirms, should employers decide to drop
coverage, the cost of federal insurance subsidies will explode as employers shed their plans – making
any promise of deficit reduction as a result of the law little more than a mirage.  (For what it’s
worth, the HR Policy Association, where Mr. Ario spoke this morning, submitted comments
indicating “we believe…Congress may have significantly underestimated the shift to Exchange-based
care that will result from the new law.”)
 
Last March, Speaker Pelosi famously said we had to pass the bill to find out what’s in it.  Mr. Ario’s
comments – implying individuals could lose their current coverage, AND taxpayers will have to
finance trillions of dollars in additional subsidy payments – provide yet another example of why the
former Speaker’s comments continue to ring true.
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From: Lindsay Russell
To: Seth Levey
Subject: Sens. Coburn, Burr, Chambliss Introduce Bill to Reform and Strengthen Medicaid
Date: Friday, May 20, 2011 8:13:19 AM

Happy Friday
 
Lindsay Russell
Public Policy Advisor 
Republican Governors Public Policy Committee | RGA
1747 Pennsylvania Avenue, NW, Suite 250 | Washington, DC 20006
P: (202) 662-4149 |
 
 
Wanted to be sure you saw this effort by Sens. Coburn, Burr, and Chambliss to start to repeal
Obamacare and replace it with real entitlement reform…..
 
Two-page overview of the Medicaid Improvement & State Empowerment Act here
Medicaid by-the-numbers fact sheet here.
See what people are saying about reforming Medicaid here.
Data revealing distortions from current Medicaid funding formula here.
Section-by-section summary of the bill here.
 
 

 
For Immediate Release                                                                                                                                May 19, 2011

John Hart, Coburn                                                                                                                                           (202) 228-
5357

David Ward, Burr                                                                                                                                              (202) 224-
3154

Bronwyn Lance Chester, Chambliss                                                                                                         (202) 224-
3423

                                                                                                                                         

Senators Coburn, Burr, Chambliss Introduce
Bill to Reform and Strengthen Medicaid

 
(WASHINGTON, D.C.)  – Today, U.S. Senators Richard Burr (R-North Carolina), Tom Coburn (R-
Oklahoma), and Saxby Chambliss (R-Georgia) introduced the Medicaid Improvement and State
Empowerment Act, a bill that will reform the Medicaid program to improve care for patients and
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empower states with the flexibility and financial predictability that they need to strengthen their
programs.  More information on the bill is here. 
 
“If entitlement programs like Medicare, Medicaid and Social Security are not reformed they won’t be
able to provide promised benefits.  It is that simple.  Seniors and low-income Americans need
Washington to produce solutions, not attack ads.  Our broken Medicaid program shows that access to
a government health care program does not guarantee access to health care.  Our bill will help fix a
program that denies patients’ access to 40 percent of doctors,” Dr. Coburn said.
 
“This bill is an important first step in reforming our nation’s health care system and fixing our broken
entitlement programs,” Senator Burr said.  “States have a proven track record of being able to adopt
innovative solutions to improve patient care.  By giving them more control over their own Medicaid
programs, we are allowing states to innovate and better meet their needs and, most importantly, the
health care needs of their patients.”
 
“The path to fiscal sustainability begins with the reform of our nation’s entitlement programs,” said
Chambliss. “The Medicaid Improvement and State Empowerment Act will give states such as Georgia
the flexibility to design programs specifically tailored to support our most vulnerable beneficiaries and
allow them the control to effectively plan for future budgets decisions.” 
 
Currently, Medicaid, a program rife with issues of waste and abuse, promises coverage to patients,
but this promise does not result in access -- 40 percent of physicians deny access to patients in this
program.  Additionally, states do not have the needed flexibility to make basic improvements to their
programs, and are often forced to make drastic cuts to provider reimbursements, which further limit
patients’ access to care. 
 
The Medicaid Improvement and State Empowerment Act frees states from bureaucratic red tape and
empowers them to immediately make reforms that will improve care for patients.  It repeals the new
health care law and the maintenance of effort requirement contained in the stimulus, and transitions
from the current FMAP model to a health grants model that provides medical assistance for low-
income Americans and long-term care services and supports for low-income elderly and disabled
individuals.  The bill maintains the current FMAP model for acute care for dual eligible and disabled
individuals; however, states are given the flexibility to enroll these patients into managed care.
 

###
 
 
 
-- 
You received this message because you are subscribed to the Google Groups "The Repeal
Coalition" group.
To post to this group, send email to repealcoalition@googlegroups.com.
To unsubscribe from this group, send email to
repealcoalition+unsubscribe@googlegroups.com.
For more options, visit this group at http://groups.google.com/group/repealcoalition?hl=en.
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From: 
To: 

Grace-Marie Turner 
Katie Altshuler 

Subject: Sept. 7 call with Utah Gov. Gary Herbert 
Tuesday, September 04, 2012 11:28:19 AM Date: 

Reg1ster now fo Se temt o>r 7 Stat<" Leade Ca li'Tl'Ctly? 

State Leaders Call 

Please join us for a conference call for state leaders 

with Utah Governor Gary Herbert 

Friday, September 7, 11 :30am EDT 

Utah Gov. Gary Herbert is warning other governors of the high cost 

of Medicaid expansion through ObamaCare. Please join us for a 

conversation with Gov. Herbert this Friday where he will talk about 

the importance of repealing ObamaCare and putting states back on 

track so statehouses, not the White House, are in charge. "It is time 

to reset the health reform conversation, and repeal and replace 

PPACA with state-driven, people-centered and market-oriented 

innovations. States simply cannot afford the Affordable Care Act, and neither can the 

American people," he wrote in a recent Washington Times article. 

To register for this call, please contact Jena Persico at jena@galen.org. You will 

receive the call numbers when you register, and your registration will ensure that 

you receive any follow-up materials from the call. 

Galen Institute 
P.O. Box 320010 
Alexandria. VA 22320 

www.galen.org 1 www.spn.org 1 www.ipi.org 

www.galen.org 
twitter. com/Galen! nstitute 
facebook.com/Galenlnstitute 
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From: Dustin Huffman
To: Seth Levey; Marie Sanderson
Subject: Seth, will you send? My comp is dead in 3min. Layover in 40min
Date: Monday, November 12, 2012 10:29:21 AM
Attachments: image001.png

 
 
                                                                                                                           Policy & Press | November 12, 2012
 
 
Budget and Tax
5 fiscal cliff scenarios (Politico)
 
On edge of brutal ‘fiscal cliff,’ some see an opportunity to end debt paralysis (WaPo)
 
State officials disagree over consequences of tax cuts (Lawrence Journal World)
 
California Voters Sock It To The Rich (And The Fate Of Other State Tax Ballot Measures) (Forbes)
 
Gov. Rick Snyder wasn't on the ballot, but still emerges as big winner in election (Detroit Free Press)
 
New Mexico's permanent funds increased by $2B during past year (The Republic)
 
Gov. Tom Corbett: Pennsylvania has 'an obligation' to look at privatizing state's lottery system (Patriot
News)
 
Director: Wyoming retirement system in good shape (Wyoming Star-Tribune)
 
 
Energy and the Environment
Fracking Won't Slow in Second Term (RCP)
 
Obama's 2nd Term: A New Path for Energy? (RCP)
 
Oil Could Benefit From Obama Win (Seeking Alpha)
 
California's landmark global warming law becomes real this week with first cap-and-trade auctions
(Contra Costa Times)
 
California Carbon ‘Crippled’ by Buyer Hesitation: Energy Markets (Bloomberg)
 
Christie says gas rationing could end soon (North Jersey News)
 
Legislators draft potential oil, gas protections for S.D. (Argus Leader)
 
What’s in store for Wyoming energy? (WyoFile)
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Economic Development
Gov. Rick Snyder has a lengthy to-do list for the rest of this term (Detroit Free Press)
 
Research center aims to give Virginia a manufacturing edge (Richmond Times-Dispatch)
 
 
Immigration
Brewer: Securing border still must come first (East Valley Tribune)
 
 
Transportation & Infrastructure
Transportation bonds pass, but most projects will need more funding (Anchorage Daily News)
 
Christie: Storm rebuilding phase begins next week (North Jersey News)
 
The big rebuild: Tennessee eyes $100 million redesign of I-75/24 split (Times Free-Press)
 
 
Education
Bentley to announce new focus on education and workforce development (Alabama News)
 
In wake of Prop 204 failure, Brewer seeks increased funding, accountability for schools (East Valley
Tribune)
 
Eye on Boise: Lawmaker wants teacher bonus option (The Spokesman-Review)
 
Price tag for Branstad's schools plan: $177.5 million (Des Moines Register)
 
State ed board looks at defining ‘college and career readiness’ (Lawrence Journal World)
 
School reform might see revival (Argus Leader)
 
Wyoming education agency job changes reviewed (Billings Gazette)
 
 
Healthcare
U.S. Extends a Deadline for States on Coverage (NYT)
 
For hurried states, Obama administration extends health law deadlines (WaPost)
 
GOP should let Obama deal with Obamacare mess (Washington Examiner)
 
State health care commission releases draft recommendations (Fairbanks Daily News)
 
State-run health exchange faces GOP roadblock (AP)
 
Conservatives press the states to keep fighting ‘ObamaCare’ (The Hill)
 
Budget-cutters eye healthcare law’s insurance subsidies (The Hill)
 
The Choice Confronting Republican Governors (NYT)
 
New governors might change Medicaid outlook (Politico)
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Obamacare repeal unlikely, lawmakers ponder state implementation (Arkansas News)
 
Gov. Rick Scott may shift stance on health reform law (Miami Herald)
 
Georgia health officials to mark Rural Health day (Athens Banner-Herald)
 
Deadline looms for control of health insurance system (Indy Star)
 
Rally-goers seek expansion of Medicaid; Brownback’s office says discussion continues (Lawrence Journal
World)
 
Stopgap hospital funding (The Advocate)
 
Federal government poised to create health insurance 'exchanges' in Louisiana and other states (New
Orleans Times-Picayune)
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From: Matt Glanville
To: Matt Glanville
Subject: Shortey responds to criticisms of Insurance Commissioner
Date: Friday, January 13, 2012 12:50:46 PM
Attachments: PR-Shortey11312.doc

Oklahoma State Senate
Communications Division

State Capitol
Oklahoma City, OK 73105

405-521-5774
 

FOR IMMEDIATE RELEASE – January 13, 2012
 

Shortey responds to criticisms of Insurance
Commissioner

 
 

Sen. Ralph Shortey today issued the following statement in response to criticism of Oklahoma
Insurance Commissioner John Doak by Oklahoma Senate Democrats.
 
“I disagree with Senators Burrage and Adelson and the aid they are giving to President
Obama in his war on the private healthcare system.  As their plans are being discussed, it is
important to remember that many Democrats don’t actually want the private health care
system to succeed, and so the failures they’ve created in the health insurance market are as
much by design as by mistake.  The child-only policy is just one example of a Democrat
created failure.
 
“What is happening is that the Democrats are trying to legislate a long list of utopian
healthcare mandates that will guarantee the business of insurance cannot be conducted
profitably.  If they are successful, no one will be capable of operating profitably in the
healthcare market, and only the government will be willing to operate in the market at a loss. 
At that point the Democrats will have finally achieved their decades-long dream of
completely socializing healthcare in America.
 
“Oklahomans reject Obamacare and I’m confident they will likewise reject the attempt of
Senators Burrage and Adelson to socialize Oklahoma’s healthcare system.  Commissioner
Doak has a track record of finding free market solutions to our healthcare problems, and I’m
confident he’ll be able to clean up the child-only mess the Democrats have left Oklahoma
without the help of any legislation proposed by Senators Burrage and Adelson.”
 
For more information, contact:
Sen. Shortey: (405) 521-5557

 
-END-
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From: Zaharias, Krista
To: Reps
Subject: SIX STATES SELECTED TO PARTICIPATE IN TECHNICAL ASSISTANCE FOR HEALTH INSURANCE EXCHANGE
Date: Wednesday, November 16, 2011 3:07:55 PM

NGA News Release
FOR IMMEDIATE RELEASE
November 16, 2011
Contact: Krista Zaharias, 202-624-5367

                                                   
 

SIX STATES SELECTED TO PARTICIPATE IN
TECHNICAL ASSISTANCE FOR HEALTH

INSURANCE EXCHANGE
 
 

WASHINGTON—The National Governors Association (NGA) today announced six states
—Alabama, Illinois, Kentucky, Nevada, Utah and Washington—have been selected to
participate in individual state-based retreats customized to address each state’s unique
circumstances.
 
States have a short period of time to make many decisions about establishing the health insurance
exchanges mandated by the Affordable Care Act (ACA). Regardless of whether a state is
considering a state-based exchange, a federal exchange or a partnership, a wide range of cross-
agency planning and discussion must take place to meet the 2013 deadline established by the ACA.
 
Each state’s retreat will provide a full day for health officials to work together to determine
strategy, work through tasks related to planning and implementing an exchange and identify key
issues to be decided by the governor. Teams will work with nationally recognized experts in health
policy and exchange development during an individualized day-long retreat in the team’s home
state. Follow-up consultations with NGA staff will also be scheduled.
 
“NGA is happy to provide this technical assistance opportunity to states,” said NGA Executive
Director Dan Crippen. “It is important for states to have the tools they need as they begin
working toward implementation of the Affordable Care Act.”
 
For more information, please visit www.nga.org/cms/center/health.
 

###
 
Founded in 1908, the National Governors Association (NGA) is the collective voice of the nation’s governors and
one of Washington, D.C.’s most respected public policy organizations. Its members are the governors of the 50
states, three territories and two commonwealths. NGA provides governors and their senior staff members with
services that range from representing states on Capitol Hill and before the Administration on key federal issues to
developing and implementing innovative solutions to public policy challenges through the NGA Center for Best
Practices. For more information, visit www.nga.org.
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The information contained in this electronic transmission, including any attachments, is for the exclusive
use of the intended recipient(s) and may contain information that is privileged, proprietary, and/or
confidential. If the reader of this transmission is not an intended recipient, or a person responsible for
delivering it to the intended recipient, you are hereby notified that any review, dissemination,
distribution, or copying of this communication is strictly prohibited. If you have received this
communication in error, please immediately notify the sender and delete this message.

---
You are currently subscribed to [reps] as Katie.Altshuler@gov.ok.gov..
To unsubscribe, send a blank email to leave-203846-
154787.9e5f0e1f1ff1017fec52ea85f3048f1e@talk.nga.org..
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From: 
To: 

Soooer Tea Party 
Katje AJtblier 

SUbject 
Date: 

So you think you can scare the Tea Party? Update m the Deotist/Reser.oe DqxJty article 
Tuesday, October 02, 2012 8:13:23 AM 

Forward this email to a friend 

IN THIS ISSUE: 

Sponsors this 
week: 

The Carpenter 
Shop 

358 North Rockwell 
OKC,Ok 
405-942-2644 
thecaroentershop.net 

The Carpenter Shop is 
a full line cabinet and 
countertop shop that 
travels all over the 
state building dream 
kitchens for discerning 
customers 

Claude Hall's 
Gun Shows 

okcgunshow.com 
okcgs.com 

Claude Hall has 
always take care of 
the Tea Party and the 
Ron Paul activist 
community at his gun 
shows. 

His next OKC dates 
are: 

May 19th - 20th, 
July 14- 15th, 
Oct 6-7th 
Nov 17- 18th 
Dec 15 - 16 

Wolfl aser .com 

Click Here For Previous Newsletter Archives 

Click Here to Sign Up for the Sooner Tea Partv Email list 

Forward this email to a friend 

Stark Contrast Indeed 

Last week State GOP Chairman Matt Pinnell sent out a blog posting labeled "Stark Contrast" in which he 
showed Obama undermining the rationale for his re election. Pinnell calls it a lesson of a failed leader, one 
t hat can't work with opposing sides to come to workable solutions and cast igates Obama for wanting 
another term. He then goes on to state that if Obama can't deliver change, then why should anyone vote 
for him? 

Well Matt, were you looking in a mirror when you wrote that? Haven't you also fa iled massively as state 
GOP chairman? No need to go through the list, our readers are well aware of the shortcomings of the GOP 
in 2011 and 2012 under your leadership. Why should anyone support you in 2013 for another term as 
state GOP chairman? 

Pinnell goes on to praise Romney for working with the Democrats in Massachusetts to pursue Republican 
Party Platform values like balancing budgets and cutting taxes, but Matt has cont inually demonized 
Democrats in Oklahoma even when they were the ones that had allied with the conservative Republicans 
to prevent Obama Care Health Insurance Exchanges, to prevent the passing of billions in new bonded debt 

for state taxpayers, and in supporting Open Carry for Oklahomans to restore our 2nd Amendment rights. 

Romney might have delivered change when faced with an 85% Democratic legislator but Matt Pinnell 
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This guy is a Noble 
Oklahoma based 
company that has 
great prices on 
electronics of all 
types and 
inexpensive toner 
and ink for your 
printer. 

Comtec Security 

Comtec 
provides residential 
and commercial 
security systems in 
Oklahoma. 

There is only one 
thing you really 
need to know 
about Comtec's 
quality and pricing, 
they do not require 
a contract for their 
services. 

Customers are free 
to walk away if 
their se.rvice isn't 
top quality. 

Rodent 
Resistantchicken 
Feeders! 

$50 + Shipping 

couldn't do squat with a House and Senate that is what, 65% to 70% Republican? 

Pinnell stated that Obama lead as a Chicago polit ican and Romney lead as a statesman. And who did you 
lead like Matt? Bobo the Clown? 

Matt, it is past t ime for you to resign from the Republican Party. As much as it pains me to admit, Gary 
Jones wasn't much worse than you are. Yeah, last week we beat on you and you delivered a check to the 
Dave Bell Senate race and offered some help. But we had to beat it out of you, didn't we? 

ALAC In Action in Kansas 
The Kansas conservatives are doing well up north these days. They passed an AlAC bill last year and state 
judges are using it to uphold American law over the use of Sharia law. AlAC stands for American Law for 
American Courts. The twist on this case is that a Muslim man is using the AlAC law to protect his assets in 
a divorce from a Muslim woman! The victory allowed the Muslim man to evade a nearly $700,000 
judgment that he would have owed had Shari a law been followed. 

This just shows you that the law is a good idea for everyone in the state. The case shows how it is nearly 
impossible for a district judge to interpret what another culture and legal system has written, even as 
simply as getting an accurate translation of what the foreign law actually stated. 

The story is an interesting read and well worth looking at. Click here t o read the story. 
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Advertise Your 
Business, Event, Or 
Service Here! 

$25.00 per week, 
tens of thousands of 
Oklahoman 
impressions every 
newsletter 

Rep Shumate married 

Senate District 15 Race 

The race for an open seat in Senate Dist rict 15 down in Cleveland County is beginning to heat up. This seat 

covers a good portion of Cleveland County and a small part of Oklahoma County. You can see the .llis1riJ;t 

Map here District Map here 

This will be the first of a two part series covering both candidates in the race for that seat. 

We'll begin with the Republican candidate, Mr. Rob Standridge. By most standards, Mr. Standridge's work 

ethic would stand out. He was proud enough of his days as a paper delivery man to admit it in their 

resume. That resume includes him working as an E.M.T. while he was undecided about going to college. He 

also operated a landscaping company during that t ime, and kept that company while he was in college, 

only selling it when he graduated. His website is here. 

On his web page we found a statement of particular interest to us. Under the Limited Government section 

he referred to a statement by James Madison who considered the necessity of government a misfortune. 

With a statement like that, I have to ask myself, why don't more Republicans think like that? On other 

issues, he pretty much follows the party platform. 

Next we looked at his campaign f inances. As Mr. Standridge has never held office before, all we could find 

was his financial records. What is disturbing is the fact that the GOP has only contributed $250.00 to his 

campaign. The uncoded portion of the report indicates contributions from private donors. That by far 

exceeds the donations of all other groups involved. Of those other groups involved, none of them are from 

the State Chamber of Commerce and none of them are unions .. 

We next poured over his expenditures, contribution list, contribution list from committees and last minute 

contribution list. The only item we found was a missing report, but it was covered with the filling of what is 

known as a C3R, or Statement of Inactivity f rom Jan. 01, 2011 through March 31, 2011. His financials are 

squeaky clean. 

If this man works as hard in the Senate as he has in his personal life, then the State of Oklahoma cannot go 

wrong by having him take his place in the State House. The only question would be, will the rest of the 

Senate corrupt him? 
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Charleysaurus Has a Thought 
That Troubled Him 

Charleysaurus was on the job that fateful day when the asteroid hit Earth and begun the extinction of the 
dinosaurs. He was washing some 4' x 8' aluminum frame store front windows and a little miffed at the 
shop owner for not calling him earlier before the windows got so dirty. (Yes silly, dinosaurs had aluminum 
window frames, squeegees and overalls, otherwise we couldn't write about Charleysaurus). He saw a flash 
of light on the horizon and felt the ground shudder long before he heard the impact; the asteroid had 
collided with earth nearly a quarter of the globe away. 

Puzzled was the best description of how Charleysaurus felt, his walnut sized brain simply didn't have the 
processing power to host a full emotional response like worry but something in Charleysaurus's hard wired 
instincts made him uneasy. He watched the clouds boiling up on the horizon as the blast wave swept 
dust and debri high into t he stratosphere and watched the darkness coming closer and closer. He saw the 
new creatures, the one that were called mammals scurrying past, away from the approaching storm and 
again a sense of unease settled over his being. 
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But Charleysaurus just shrugged, dipped his squeegee into his bucket, and did a final pass over the window 
not understanding that not long after his customer paid him the window would need washing once again 
as the dust and debri reached the storefront. Charl ie was doomed to extinction because of his hardwired 
instincts. He just couldn't deal with the coming environment, things were just too different for 
Charleysaurus to accept. 

We have lots of fun with old Charley mainly because he is such a pompus cuss but last week Charlie 
Meadows with OK PAC put out an email that actually gave us hope that he was learning or at least 
beginning to question his tactics. His article had a review of an Oklahoman editorial some t ime back, one 
where the Sooner Tea Party was mentioned. Here is the relevant part of Charlie's article where he 
dissected the Oklahoma editorial , with the editorial in red type and Charlie's comments in blue type: 

McBride's runoff opponent was backed by the Sooner Tea Party, a 
splinter group that (unlike the national tea party movement) tends to 
view individuals' business success as suspect or worse. 

(The Sooner Tea Party probably attaches itself to candidates in many 
cases without being asked and since they are a splinter group, why 
even bring them up? They are ineffective and more likely to be the 
kiss of death for a candidate rather than a help. I have no use for 
the Sooner Tea Party or its leader AI Gerhart, but I will say this, AI 
is a hard working small businessman that I have never known to be 
against business success as long as those achieving success did so 
according to the principles of the free market and did not break the 
law to achieve their success). 

Charlie doesn't quite get what it is that we do and why it is so effective. Yes we pick who we endorse, it 
would be kind of dumb to let them pick us, the idea is to find candidates that reflect our values and show 
a clear difference from the RINO incumbent. But the key to understanding Charlie's confusion is that 
question mark, "why bring them up?". 

They bring us up because we matter Charlie, so they can demonize us to try to slow us down or blunt our 
effectiveness. No one bothers to be concerned with an opponent that is no threat, you simply ignore 
them. The Oklahoman is quite content to ignore OKCPAC, they have for years, even more so now as they 
see us as the main threat to their corporate welfare schemes. Remember what the State Chamber wrote 
back in 2011? That the Tea Party was their main adversary over the unions and the lawyers. 

They are doing exactly what we reported several months back after one of our moles reported back on one 
of their strategy meetings; labeling any opponent as "anti business". Did they bother to label OCPAC as 
anti business? No and here is why they won't. 

The State Chamber and the Oklahoman are content to leave OCPAC alone because what you guys do 
doesn't harm them. Interviewing candidates and giving them a few hundred dollars hardly competes with 
their candidates who amass war chests of hundreds of thousands of dollars. Nor can OCPAC compete with 
the big businesses that can hand out $5,000 maximum donat ions like they were bubble gum. But what 
you do effectively is to soak up a lot of upset citizens and basically immobilize them into inaction. You 
give them something to do, come to lunch and listen to some politicians or outside speakers, then go home 
and waste the rest of the week because by golly, you did something. 
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On the ra re occasion you do raise a concern you usually wind up apologizing for the RINOs like you did with 
Sykes and the rest. We all remember when you endorsed the Obama Care Health Insurance Exchanges 
because one of your pet politicians was supporting it. We slapped the piss out of you over that and even 
OKSAFE kicked your rinse bucket over until you backed off your endorsement of the Obama Care policy. 
The State Chamber and the Oklahoman would be fools to attack what you are doing, it is far too useful for 
their goals. 

But thank you for the kind words about me personally. I do respect and support anyone that works for 
their wealth, who earns it through honest commerce or toil. This isn' t about class warfare or being anti 
business, that is just the State Chamber's marketing strategy. 

We stopped Obama Care last session Charlie and everyone knows it. We did it while I was taking a few 
months off to lead the Ron Paul campaign so it was done with one hand tied behind our back, all I did was 
write one very short email to the Senate. Another email at the end of session helped stop Governor 
Fallin's billions in new bond debt for Oklahoma taxpayers. We helped defeat Guy Liebman and helped put 
Bridenstine over the top in Tulsa. 

Ineffective Charlie? When we can raise and spend more per year reaching the voters through our 
newspaper than you collect in dues and donations? When we helped emasculate a sitting House Speaker 
after he attacked conservatives? When we instigated the grand jury investigation of a sitting District 
Attorney and saw him return thousands of dollars in improper campaign donations and saw four court 
cases involving crooked lawyers get settled after four, even f ive years? Do you even comprehend that 
when you clean up corruption they all not ice even if it is across the state or at the local level? 

Charl ie, the good news is that you are now seeing the inconsistencies, it won't be long before you realize 
that you can't force change talking to politicians, you force change by talking to their voters. 

Put your legs down Matt or I'll smack them instead 

Update on the Refusal of the GOP 
to Support Republican Candidates 

There is some good news to support. The Oklahoma Republican Party gave Dave Bell $1,000 last week, 
after it was beat out of them of course. Pinnell promised mail outs and phone calls as well as precinct 
walkers, let's see if he will deliver. 

David Tackett managed to get some funds from the House PAC but his Democratic opponent has put out 
literature featuring Governor Mary Fallin on the front, implying her endorsement. Tackett's campaign 
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asked the Governor to either admit or deny the endorsement but was met with silence. State 
Representative Mike Reynolds joined in the fray with the following email: 

Governor Fallin, 

Were you aware that DEMOCRAT Representative Wade Rousselot is using your picture in his 
campaign mailings? Rousselot has consistently voted against issues that are important to 
Republicans in the state of Oklahoma including Pro-life, 2nd amendment and fiscal matters. 

Would you please ask him to cease this activity immediately, and immediately endorse the 
Republican Candidate for this important election? I am sure you would agree with me that if he 
wants to use Republicans to promote his campaign he should change parties and become one. 
Even better he should vote like a republican. 

Thank you for your assistance in this important matter. I look forward to your response. 

Respectfully, 

Representative Mike Reynolds 

Keep in mind that Rousselot is a pro abortion liberal that voted for Shariah law to be accepted here in 
Oklahoma and is against Open Carry. 

The Tackett campaign is asking voters to contact Governor Fallin's political director Denise Northrup at 
and ask if Governor Fallin is actually endorsing the Democrat over a fellow 

Republ ican. 

So You Think You Can Scare the Tea Party? 
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Update on Previous Story: 

A Model Citizen Helping Others? 

An Attempt to Influence the Jury Pool in a Federal Indictment? 

Or the Muslim Brotherhood Burrowing Deep Into Oklahoma Law 
Enforcement? 

We ran a story on September gth outlining a major security breach that Oklahoma 
County Sheriff John Whetsel had caused when he is alleged to have allowed a wealthy 
dentist to "pay for play" through massive donations to the sheriff department. 

The story centered on allegations of Eli Tanios Jarjoura, a wealthy dentist of Lebanese or 
Syrian descent who comes from a Beirut Lebanon family. What caused the suspicion was a 
reported massive increase in personal wealth, unusual access to law enforcement data, massive 
donations to the sheriff department, allegations of flight training not followed up by obtaining a 
pilot's license, and his access to a very, very, advanced communication system that sheriff 
department insiders claim can access Homeland Security and FBI warnings and updates. 

Mr. Jarjoura also had allegations of irregularities concerning his acceptance into a QEET law 
enforcement training program as a felony arrest was still on his record at the time he was 
accepted into CLEET. The 1994 arrest information comes from the OSCN network and contains 
numerous entries documenting the alleged arrest and the process until the case was dismissed 
with costs. In 2009 Mr. Jarjoura had hired a law firm to expunge the arrest record and was 
successful, but some sources are claiming that there appear to be ill regularities in the 
expungement that cause them to wonder if the expungement was completed. 

Regardless, the final expungement document was filed in April according to the OSCN network 
website document and Jarjoura was allegedly accepted to CLEET in March so any sort of 
competent background check should have revealed the felony arrest, especially if it was still up on 
the OSCN as of early this month. Was the case sealed? We think it might have been but that 
doesn't excuse the failure to find the previous arrest record and delay CLEET participation until the 
problem had been solved. I would like to know who did the actual background check on Mr. 
Jarjoura and if it was the Oklahoma Sheriffs office that had a vested interest in pleasing the 
wealthy donor. 

Mr. Jarjoura is also facing a federal civil indictment for Medicad f raud according to federal case number 
number CV-00025-L fi led in the Western District of Oklahoma. The case covers covers eleven dentists or 
professional corporations that are either partners involved in Bright Smiles dental company or closely t ied 
with them and the court case alleges $15,000,000.00 in Medicare fraud at seven locations of the Bright 
Smiles dental company. The federal government is alleging that Mr. Jarjoura and his associates offered 
illegal inducements for Medicade/Sooner Care patients in the form of free t ransportation and 7 11 gas 
cards. 

The Federal civil indictment also references a case where they seem to be alleging that unnecessary dental 
work was done on baby teeth including root canals and capping five teeth for a total cost billed to 
taxpayers of $3498.00. 

In the original story we asked a lot of questions, what was this man's real nationality, was he Muslim, did 
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he have any ties to any other Middle Eastern men other than the ones listed in the federal civil court case, 
why was he spending so much money gaining access to law enforcement? We even suggested that he 
might be a Lebanese Christian but wondered if he had any family still in Lebanon that might be subject to 
pressure f rom Muslim extremists. Well, we learned the answers to some of those questions this week 
after an Oklahoman reporter contacted us. 

The reporter seems to be just now developing the story but we talked of several inconsistencies between 
the documentation and Mr. Jarjoura' s claims. He cla ims to be Christian, of Lebanese descent, although 
genealogy resources reported that the surname was Syrian. Perhaps it is but the family moved to Lebanon 
years ago, we don't know. Mr. Jarjoura is allegedly denying the 1994 arrest and the accompanying 
expungement but the reporter had found a copy of one of the expungement orders online but couldn't 
track down the actual court records and might not if they have been sealed. Our sources found the 
original info on the OSCN, Oklahoma State Courts Network but the info was removed shortly after they 
inquired about the case. The screen shot was captured and it seems to be va lid and the disappearance of 
the info confirms that it was a loose end that embarrassed the court system. Mr. Jarjoura also denies that 
the federal government has him under civil indictment despite the public court records showing otherwise. 

But it didn't stop there, Mr. Jarjoura hired a law f irm to send the Sooner Tea Party a threatening letter 
asking for the removal of our story, an apology, and for the removal of blog article that looked into our 
article and confirmed much of it and even added more information to the story. The author of the blog 
must have received a lawsuit threat as well as they have removed their storv. 

We did take another look at our original story and found one mistake that we own Mr. Jarjoura an apology 
for, we listed the federal document type correctly, it was a CV which is a Civil court case but we made a 
mistake later in the article and wrote that he was facing a criminal indictment. The confusion occurred 
based upon the statue used in the federal civil case where they relied upon the Oklahoma Medicaid False 
Claims Act, a so called Lincoln Law or Qui Tam action. The statute we researched was general Medicaid 
fraud, Section 56- 1006 in the Oklahoma Statutes where anything over $2,500 was a felony punishable by 
up to three years in jail. 

§56-1006. Medicaid fraud - Penalties. 

A. Any person found to have committed any violation of paragraphs 1 through 6 of subsection A of 

Section 1005 of th is t itle shall be deemed guilty of Medicaid fraud. 

B. 1. Any person committing Medicaid fraud where the aggregate amount of payments illegally claimed or 

received is Two Thousand Five Hundred Dollars ($2,500.00) or more shall be guilty of a felony, and upon 

conviction thereof shall pay a f ine of not more than three t imes the amount of payments illegally claimed 

or received or Ten Thousand Dollars ($10,000.00) whichever is greater, or be imprisoned for not more than 

three {3) years, or both such f ine and imprisonment. 

We do apologize to Mr. Jarjoura for the mistake; he is indeed facing a federal dlli.l indictment .llil!. a federa l 
criminal indictment. We wil l also figure out how to modify the archived story and change the info from 
criminal to civil indictment although we might have to take the entire story down and replace it w ith a 
replacement story. Make no mistake about it though, we stand by our opinions in the story other than 
the one mistake and the questions that we asked as they were quite serious. 

Mr. Jarjoura did threaten a libel suit against the Sooner Tea Party but that isn't likely given that he is facing 
the federal civil trial where they are this very month submitting witness lists. This case is very likely going 
to trial. Suing an organization that reaches tens of thousands of Oklahoma voters every week along with 
tens of thousands each month with the Oklahoma-Guardian would be legal suicide. Plus legal libel is a 
tough case to prove as actual malice must be intended and public figures like Mr. Jarjoura have even less 
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protection. 

We have morphed into a political newspaper and all newspapers are hungry for content. His lawyer 
would face malpractice charges if he was foolish to advise a public fight with the Tea Party before a jury 
trial. 

But if he did we would treat them no different from a crooked politician, blanket the areas where they 
live and work to tell all their neighbors, friends, and customers all the slimy details. Any federal defendant 
with any sense would realize that would be their worst nightmare. 

And late in the week we heard secondhand that Sheriff Whetsel was going to restrict Mr. 
Jarjoura'a access to the sensitive information and security updates. I f he does that I'd invite him 
and Mr. Jarjoura for lunch, maybe a bacon, lettuce, and tomato sandwich. Or maybe a pizza 
with Canadian Bacon, ham, and sausage. He certainly would have removed a major concern if 
access to this dangerous technology is closely monitored. 

And there is a free Sooner Tea Party tee shirt to the person that is first to send in the correct 
quote assodated with the photo used at the start of the article. I think that quote says 
everything that needs said about Mr. Jarjoura's threatening letter from his lawyer. 

My goodness, Mike McCarville is the gift that just keeps on giving. Last week the McCarville 
Report published an attack on AI without looking into the person making the claims. Not smart 
Mike. I must say you are looking better in the photo above but I'm sure that dodderage is close 
at hand. 

I did answer the rant at the source with a complete storv of what actually went on between the 
grassroots and the National campaign but I think I'll answer the McCarville report attack with 
scanned business type card that the author of Mike's screed hands out along with her husband. 
You see Mike, this woman and her husband run a cult in NE Oklahoma that tells almost all other 
Christians that they are going to hell. I think the card tells the entire story or you can visit the 
website to read the reply. If not, if the cult pickets your church one Sunday perhaps you can ask 
for more info. 

Nice friends you have there Mike. You ought to recruit them for the State Chamber. 
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Here are all the House members in two fifty member blocks of email addresses. 
Use Bee in your email address header and email fifty of them with one email yet 
they won't know who else got the email. 

Here are the State Senate email addresses in one block: 

Who is my state representative and my state Senator? Click here to find out 

Here is the Senate Directorv 

Here is the House Directorv 

Remember to strip the unsubscribe link before forwarding this newsletter to 
prevent someone from taking you off our list! Use our forward this email link at 
the top of the newsletter to prevent being accidently unsubscribed. 

Money is always needed for printing costs, postage, sign materials, and robo 
call costs. We are tightfisted; we will spend your hard earned money wisely 
and frugally as we do our very best to clean up Oklahoma politicians so we can 
begin to clean up our country. 

You can donate by sending a check to Sooner Tea party, 368 North Rockwell 
Ave, Oklahoma City, OK, 73127 or visit Soonerteaparty.org and use the Paypal 
donation button. 
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From: Sooner Tea pany 
To: Katie Altshuler 
Subject: Some Pigs Are More Equal Than others It Seems 
Date: SUnday, November 13, 201111:02:22 PM 

IN THIS ISSUE: 

House District #71 
without 
Representation 

RINO Double 
Feature! 

Oh Representative 
Mulready? Where 
Are Ya Hiding 
These Days? 

Sponsors this 
week: 

The Carpenter 
Shop 

358 North Rockwell 
OKC, Ok 
405-942-2644 
thecarpentershop. net 

The Carpenter Shop is 
a full line cabinet and 
countertop shop that 
travels all over the 
state building dream 
kitchens for discerning 

Forward this email to a friend 

Click Here For Previous Newsletter Archives 

Click Here to Sign Up for the Sooner Tea Party Email List 

Forward this email to a friend 

RINO Double Feature! 

Oh the joys of Oklahoma Republican politician's 
conservative values. People like to say that an Oklahoma 
Democrat would be a Republican in most other states. 
More like 3f4 of our Republican politicians used to be 
Democrats before they started calling themselves 
Republicans. It wasn't that long ago that the Capitol was 
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customers 

R A Graphix 
(405) 703-3599 
214 Ne 12th St, # C, 
Moore, OK 73160 

R.A. Graphix is a full 
line printer and sign 
shop capable of screen 
print ing, vinyl signs, 
banners, offset 
print ing, and all of your 
print ing needs. Randy 
and his family have 
supported the 
conservative movment 
for many years 

Wolflaser .com 

This guy is a Noble 
Oklahoma based 
company that has 
great prices on 
electronics of all 
types and 
inexpensive toner 
and ink for your 
printer. 

Comtec Security 

Com tee 

in the hands of the Democrats and exactly what did you 
think happened to all those politicians? Did they choke at 
the trough and die? Nope, they just switched parties but 
not their values. 

Transvestite Gun Czar! 

An excellent example is Representative Steve Martin of 
House District 10 up around Bartlesville. Representative 
Martin was a founding member of the Short Bus 
Republican Caucus, so named after he and others 
attacked the Tea Party during a House Republican Caucus 
meeting. But Martin was on our radar long before the 
2011 session. In 2010 Representative Martin voted for 
HB 2407 tax increase and HB 2359 which increased the 
collection of the use tax and increased other taxes. 
Representative Martin also voted for HB 2437, the health 
care tax that was found to be unconstitutional by the 
Oklahoma Supreme court. 

In 2011 Representative Martin continued his 
misrepresentation of House District 10 constituents by 
voting for the infamous HB 1397, the transvestite birth 
certificate change bill , making Representative Martin one 
of the dozen Transvestite Republican Caucus members. 

Always an overachiever, Representative Martin managed 
to become one of the Dirty Dozen, a list of Oklahoma 
legislators that the Patrick Henry PAC found to be the 
worst of the worst liberal Republicans. 

Here is Steve Martin's House District. Contact any friends 
and family you might have near the area and tell them to 
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provides residential start looking for a real conservative. 
and commercial 
security systems in 
Oklahoma. 

There is only one 
thing you really 
need to know 
about Comtec's 
quality and pricing, 
they do not require 
a contract for their 
services. 

Customers are free 
to walk away if 
their service isn't 
top quality. 

Rodent 
ResistantChicken 
Feeders! 

$50 + Shipping 

Advertise Your 
Business, Event, Or 
Service Here! 

$25.00 per week, 
tens of thousands of 
Oklahoman 
impressions every 
newsletter 

Transvestite Republican In The House! 

Another fine example of liberal Republican politicians is 
Representative Earl Sears from the Bartlesville area. 

Representative Sears also voted for HB 2437, the health 
care tax that was found to be unconstitutional by the 
Oklahoma Supreme court and for the infamous HB 1397, 
the transvestite birth certificate change bill, making 
Representative Sears another of the dozen Transvestite 
Republican Caucus members. Representative Sears also 
supported the HB 2407 tax increase and HB 2359 use tax 
collection increase in 2010, for a total of over one third of 
a billion dollars in new taxes on Oklahoma residents. 

Representative Sears has a nickname at the Capitol, "What 
does the A in A & B mean Sears". After being given the 
Chairmanship position of the Appropriations and Budget 
Committee, Sears' first question when he called the first 
meeting to order was "What does the A in A & B stand 
for?" 

Representative Sears also supported Jeff Hickman, the 
RINO candidate in the Speaker Designate race, the one 
that ended badly for the liberal Republicans. 
Representative Martin on the other hand was a bit 
cleverer; he turned on House leadership and supported 
TW Shannon in the Speaker Designate race. 

Earl Sear's House District map 
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And if that wasn't enough, both Martin and Representative 
Sears voted all three times for cramming Obama Care 
down our throats with their votes for the Obama 
Care/Fallin Care Health Insurance Exchanges in 2011. And 
if it wasn't for the freshmen legislators turning on House 
leadership in April of 2011, they would have succeeded in 
enabling Obama Care. 

Think about that for a second, the state overwhelmingly 
rejects Obama Care in the 2010 General Election State 
Question, the Tea Party forces Mary Fallin to return the 
$53,000,000.00 in Federal funds for the Obama Care/Fallin 
Care Health Insurance Exchanges, and these bozos want 
to vote three more times to force it down our throats? 

Both Representative Sears and Representative Martin are 
liberal/progressive Republicans held in thrall by the State 
Chamber of Commerce campaign donations. 
Conservatives in their House Districts should be looking for 
conservative candidates willing to challenge both of these 
liberals in the 2012 primary. 
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House District #71 is 
Without Representation 

I guess some of us are more equal than others in the eyes 
of Mary Fallin and former Representative Dan Sullivan. I 
say former for a reason. Although Sullivan is still drawing 
a fat state paycheck for his Representative position, 
compounded by the extra money for being Floor Leader, 
Sullivan has pretty much abandoned his post while doing 
work for the GRDA. 

Sullivan was spotted at the PR event for the Bass Masters 
tournament, sitting on stage representing the GRDA. 
Look for the Bass Masters Tournament video labeled 
"Green Country hooks Huge event that will bring millions 
to the local economy". You might have to go back a few 
pages in the video queue by the time this newsletter is 
published. Around 1:37 into the video there on the stage 
sits red headed Dan Sullivan, straddle legged, with his 
pants riding up, looking like a complete dork. 

There are several rumors floating about saying exactly 
when Sullivan is finally getting his snout out of the state 
trough and starts to empty the GRDA's customers 
pockets. Some say that Sullivan is planning on resigning 
on December 1st when he bellies up to the GRDA trough; 
others say he is still hurting for money and is going to try 
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to hang onto his state paycheck right up till Feb 1st. 

The problem is that once the miscreant leaves the House, 
Governor Fallin has to call a special election within 30 
days. Let's assume that Sullivan has a shred of decency, 
doesn't partake of the GRDA trough while still rooting in 
the state trough, and then resigns his House seat on 
December 1st. That gives Fallin till Jan 1st to call the 
special election for his district, giving only four weeks to 
conduct an election. I'm not so sure that it can be done 
that quickly, but if so it will have to be a winner take all 
race with no run off and no separate Democrat or 
Republican primary. 

The decent thing for Sullivan to do (yeah, I know, it would 
be the last thing to cross his mind) would be to resign 
now and allow an extra two or three weeks campaign time 
for the empty House seat. One would think that House 
leadership and the Governor's office would be clamoring 
for Sullivan to resign, or at least they would if they gave a 
rat's hinny about the people in House District 71. 

But more likely scenario is that the RINOs already had a 
handpicked candidate picked out long before Sullivan 
accepted the GRDA position. No doubt they are already 
quietly raising money, getting a jump on other prospective 
candidates, and want Fallin to keep the election in limbo 
till right up till the last minute. One such candidate that 
rumors say is preparing to run for the House seat is Shaun 
Saunders. Sanders is married to one of John Tidwell's 
relatives, Tidwell being U.S. Congressman John Sullivan's 
communication director. 
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If Fallin can drag her feet long enough, Shaun Sanders 
will be shoved down the throat of the constituents of 
House District 71, and there is little anyone can do about 
it. On the other hand, should Fallin and House leadership 
conspire to pull this little dirty deed, perhaps the good 
constituents of House District 71 might just reject their 
handpicked candidate. 

If you know anyone that lives in House District 71, please 
contact them and begin searching for a decent 
conservative candidate for this seat. Don't worry about 
baggage, half of the Representatives and half of the 
Senators have plenty as did Mary Fallin when she ran for 
Governor. Don't think that the person isn't smart enough 
or experienced enough, at this point an honest laborer or 
waitress would do better than one third of the jokers at 
the Capitol. 

It would be a good idea for Oklahoma citizens to contact 
Governor's Fallin's office and request that the date be set 
for the special election for the vacated position by Sullivan. 

That would guarantee the House District would not go 
without representation any longer than necessary and a 
successor is elected before the Legislative session is 
scheduled to begin in February of 2012 ensuring the 
District representation. I know that Sullivan would be on 
board with this; after all, he made such a big fuss about 
unemployed people drawing unemployment benefits while 
working side jobs. In this news story Sullivan said: 

"Make folks aware that if you don't report that you are 
now reemployed and you continue to accept 
unemployment benefits and the pay from the new job 
that's just not the way we do business in Oklahoma." 

So no doubt Sullivan is going to be eager to drop his 
House paycheck now that GRDA is taking up so much of 
his time. Or perhaps someone is going to have to ask the 
Attorney General office like Sullivan recommended be 
done with those drawing state benefits while working 
another job ... 
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Here are the contact info for the Governor's Office, along 
with House Speaker, the Oklahoma Republican Party and 
Oklahoma Democrat party. Please call them to request 

that Sullivan be forced to resign and that the Governor set 
the Special Election before December 1st. 

Governor Mary Fall in: 
info@gov.ok.gov Local: (405) 521-2342 

Tulsa area office: (918) 581-2801 

House Speaker Kris Steele: 
krissteele@okhouse.gov Local: 405-557-7345 

(800)-522-8502 

Oklahoma Republican Party: 
Matt Pinnell -Chairman and Executive Director 

( 405) 528-3501 I matt@okgop.com 
Pam Pollard -Vice Chair 

( 405) 528-3501 I pam@okgop.com 
Jeff Peters - Political Director 
( 405) 528-3501 I jeff@okgop.com 

Oklahoma Democratic Party: info@okdemocrats.org 
C 405) 427-3366 1 (800) 547-5600 
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Oh Representative Mulready? 
Where Are Ya Hiding These Days? 

Saturday I met some of the activists from the Sequoyah 
County Sooner Tea Party up in Tulsa so we could go pay 
Representative Mulready a nice visit. You know, sit down 
and have a nice chat, talk about the weather and family ... 
maybe share transvestite stories? 

Alright, alright... You know us better than that. We went 
to Tulsa to have a chat with his voters in House District 
68. But really, we did try to drop by Mulready's house but 
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no one was home! But we left a nice flyer for Mulready 
and plenty more with his neighbors just in case his got 
lost. There was a for sale sign in the yard but we really 
didn't think anything of it at the time. 

Later on in the day a friend of the Mulready 
family approached one of our people asking where 
Mulready was living. They had a strange story to tell. It 
seems that a friend of one of Mulready's young children 
had seen the family at the school bus stop but 
Representative Mulready's wife allegedly refused to allow 
her child to speak with the little friend! The mother of 
the child was telling the story, said that it was a really 
weird situation at the bus stop with her child being 
snubbed like that. She expressed concerns over the 
whereabouts of the Mulready family but there wasn't 
anything we could tell her. 

One possibi lity is that Mulready has moved into a nicer 
area in his new House District that takes effect in 2012, 
ditching the old friends for some new ones. Another 
possibility is that Mulready has moved out of his district, in 
violation of the rules, and his wife has been told to keep 
the kids from spilling the beans! Or there is family 
problems cropping up? Maybe us making fun of Mulready 
being a closet transvestite ... Nah. Couldn't be. 
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Whatever the situation, Representative Mulready needs to 
let his constituents know if he is running out on them if 
that is the case. That can be a problem with carpet 
bagger politicians, they move in amongst the "great 
unwashed" (in their view) and quickly tire of the area. 
Being that Mulready did lobbyist work for his employers 
for quite a while, it is the same old sad story, lobbyist gets 
elected, lobbyist gets pressure to fulfill campaign promises 
of doing special favors for those that brung him to the 
dance, lobbyist buckles under the pressure and moves to 
San Fransisco to begin his new career in femal 
impersonator burlesque. 

And the Rest of the Story 

Long drive back that night from Tulsa, near midnight 
when I got home so I was looking forward to some sleep. 
But it wasn't to be, front door smashed in, all the lights on 
in the house, most of the rooms had been ransacked. 
Dang, this is getting old, second time since May that I've 
been burglarized in one place or the other. Looks like a 
regular old burglarly this time though, guns and 
electronics missing, a few tools that I was using on a 
home improvement project. 

I got to thinking Sunday as I was replacing the door jamb 
how politics is a lot like our front doors here in America. 
See a regular door jamb has the strike plates that hold the 
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bolts really close to the edge of the jamb, only around 7/8 
of an inch or so. A good kick and the pine jambs 
shatters. Seems a pretty stupid way to design a door 
using pine and not making it closer to the center of the 
jamb so it could withstand some force. 

But maybe the idea is that jambs are cheaper than doors, 
that if something is going to break, better lose a cheap 1 
x 6 pine board rather than splitting an expensive metal 
clad door. Still that leaves a person feeling less than safe 
once you realize just how little stands in the way of 
someone wanting to break into your home. It would seem 
our homes are designed for a polite and honest society, 
we just aren't ready most of the time when someone 
wants to kick in our door and take our stuff. 

Perhaps politics is a lot like the weak design of our 
doors, our safety might rely more on the actions of the 
least honest of our citizens than on the structure of our 
government itself. We are then given a choice whether 
we wish to build a fortress to hide behind, imprisoning 
ourselves in the process, or do we make sure that bad 
behaviour is punished in an efficient and swift manner in 
order to be able to keep our possesions? Maybe these 
bad politicians are just like a flimsy door jamb, the system 
isn't designed to keep them from running for office, but 
one good kick will take them down so that the government 
itself isn't damaged when their true colors are revealed. 

On the other hand, a nice steel plate inset into the jamb 
solves a lot of problems. That allows long screws to 
imbed into the 2 x 4 stud and trimmer buried in the 
wall, transfering the force of a kick into a much stronger 
area. But will the door then fail, costing us more in the 
end? I think the answer is in slowing down the thief, 
making it much harder to gain entry, increasing his chance 
of being caught. 

I suppose in politics we are better served to follow the 
advice of Thomas Jefferson" 

"In questions of power, let no more be heard of 
confidence in man, but bind him down from 
mischief by the chains of the Constitution." 
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Don't forget the Wednesday night work 
parties starting at 4 pm. Get involved, 
help us hammer the bad politicians until 
they become good politicians. This 
Wednesday we are going back to work 
Representative Jason Nelson's House 
district. 

Call 405-412-6233 for more info. 

Remember to strip the unsubscribe link 
before forwarding this newsletter to 
prevent someone from taking you off our 
list! 

Money is always needed for printing costs, postage, 
sign materials, and robo call costs. We are tightfisted, 
we will spend your hard earned money wisely and 
frugally as we do our very best to clean up Oklahoma 
politicians so we can begin to clean up our country. 

To donate, send checks to Sooner Tea Party, 358 
North Rockwell Ave, OKC, OK 73127 

Or visit soonerteaparty.org and use our PayPal link to 
donate using a credit card, a debit card, or a bank 
transfer. 

Sooner Tea Party 358 North Rockwell Ave, Oklahoma City, Ok, 73127 
soonerteaparty.org 

Unsubscribe I Change Profi le 
Powered by YMLP 
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From: 
To: 

Sooner Tea Party 
Katie Altshuler 

SUbject: 
Date: 

Sooner Tea Party Accepts Controversial Adveltising 
Sunday, September 16, 2012 9:52:45 P1>1 

Forward this email to a friend 

IN THIS ISSUE: 

Sponsors this 
week: 

The Carpenter 
Shop 

358 North Rockwell 
OKC, Ok 
405-942-2644 
thecarpentershop.net 

The Carpenter Shop is 
a full line cabinet and 
countertop shop that 
travels all over the 
state building dream 
kitchens for discerning 
customers 

Claude Hall's 
Gun Shows 

okcgunshow.com 
okcgs.com 

Claude Hall has 
always take care of 
the Tea Party and the 
Ron Paul activist 
community at his gun 
shows. 

His next OKC dates 
are: 

Click Here For Previous Newsletter Archives 

Click Here to Sign lip for the Sooner Tea Party Email I ist 

Forward this email t o a f riend 
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May 19th- 20th, 
July 14- 15th, 
Oct 6-7th 
Nov 17- 18th 
Dec 15- 16 

Wolf l aser.com 

This guy is a Noble 
Oklahoma based 
company that has 
great prices on 
electronics of all 
types and 
inexpensive toner 
and ink for your 
printer. 

The T.U.R.D of Cleveland County 

There is little doubt that of all the faux Republicans in Oklahoma Cleveland County's Bobby 

Cleveland is our poster boy for what ai ls t he Republican Party. As such, we have 
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Comtec Security 

Comtec 
provides residential 
and commercial 
security systems in 
Oklahoma. 

bestowed a nickname on old Bobby: The T.U.R.D. of Cleveland County, which stands for 

"Tyrannical Ulcerous Republ ican Dictator". 

We have documented Bobby Cleveland's antics as a board member of ACOG, the 

Association of Central Oklahoma Governments and as the Cleveland County GOP 

Chairman. Bobby Cleveland believes in large government and corporate welfare while 

wearing his ACOG hat, only to rail against the very policies he is implementing at ACOG 

when anyone mentions Agenda 21. As the GOP Chairman of Cleveland County he is 

There is only one renowned for his crude and brutal attempts to retain control of Republ ican Party politics in 
thing you really 
need to know Cleveland County by any and all means. We felt the "Ulcerous" part was especially 

about Comtec's warranted as Bobby Cleveland is no doubt a cancer growing inside the GOP and wi ll 
quality and pricing, eventually lead to its doom. 
they do not require 
a contract for their 
services. 

Customers are free 
to walk away if 
their service isn't 
top quality. 

Rodent 
ResistantChicken 
Feeders' 

$50 + Shipping 

Advertise Your 
Business, Event, Or 
Service Here! 

$25.00 per week, 

Bobby's latest antics is a continuation of his effort to maintain control over the Cleveland 

County Republicans by changing the party rules to make it impossible for democracy to 

work inside the party. We obtained a copy of the proposed rules despite the "rule" 

imposed by Bobby Cleveland and Lisa Shrieves that copies of the proposed rules were not 

allowed to leave the meeting. What kind of "leaders" refused to give out advance copies 

of proposed rules changes before the meeting, attempt to limit discussion and questions 

on the ru les, then have the audacity to refuse to allow people to take a copy home so they 

can study them? The answer is the kind of leader that can't lead by gaining other's respect 

and has to resort to deceit to remain in power. 

Contained within the proposed rules changes we found the following "floaters". 

Article IV, subsection (b): 

The County Chairman shall also represent the Cleveland County Executive Committee at all 

times or to designate a representative in the absence of the chairman . 

In other words, elect Bobby Cleveland and then sit down and shut up. 

This dovetails with the "opinion" generated by the State GOP counselor that once elected, 
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tens of thousands of 
Oklahoman 
impressions every 
newsletter 

Rep Shumate married 

GOP County Chairmen can rule with an iron f ist with zero regard for their Executive 

Committee even though the Cleveland County Chairman and Vice Chair appoint the 

Executive Committee under their proposed rules. One would think that their friends and 

supporters would have input. But this "appointing" of the committee is in blatant violation 

of the State GOP rules which require that the County Committee be composed of the 

precinct chairman and vice chairmen, the state committeemen and committeewomen, 

and the district committeemen and committeewomen. This County Committee is the 

"Supreme Republican Party authority" according to the State GOP Rules. In other words, 

the power is vested at the precinct level and the county chair and vice chair serve at their 

pleasure and under their control. No doubt that State GOP Chairman Matt Pinnell had a 

hand in the "opinion" from the state counsel to try to keep those pesky conservative 

activists away from Party leadership positions. 

The next proposed rule change that caught out attention is Article V, Section 3 states that 

if the precinct chair and vice chair refuse to hold precinct meetings that 15 Republican 

signatures from that precinct are required to petition the county chair or vice chair to hold 

a meeting. Fifteen registered Republican precinct members? You are usually lucky to get 

one per precinct to show up at a meeting. Past that, the same proposed rule makes it 

impossible to replace the precinct chair or vice chair at that meeting! Even if you 

managed to get 15 people to sign the petition because the precinct leaders refuse to do 

their job you can't replace them? The proposed rules "allow" the precinct members to 

make another petition that can be "presented" to the county committee but then the 

same rule points to Article IV, Section 4 where they have to wait till the next annual County 

Convention! 

In the State GOP Rules, precinct officials are the only party officials that can be removed at 

wil l by the precinct members. No cause needed, just vote them out and new officials in. 

The whole point is to provide ultimate control by the actual Republican voters, not the 

party hacks that want to drive the train and blow the whistle. Up the food chain officials 

can't be removed except for cause and those causes are listed to prevent a constant 

changing of County GOP officials as factions vie for control which makes sense to provide 

some continuity as long as the ultimate supreme authority of the party is the county 

committee which is composed of around 160 precinct chairs and vice chairs along with two 

state committee people and two district committee people. 

Article VII section 5 says that chairman and vice chair appoint all executive board 

members. But State GOP Rules require that the four district and state committee people 

are to be members automatically by virtue of their elected office. How can Bobby 

Cleveland and Lisa Shrieves advocate ru les that break State Party ru les? 
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Article IX section 1, subsection (a ) says that you have to be registered five days before 

the precinct meetings ....... and who expressed an interest in representing the precinct at 

the county convention. This section is a bald faced attempt to limit participation in the 

Cleveland County GOP. Lots of people find out about the precinct meetings at the last 

minute or find the time to attend with little notice. And there is no "registering" required 

for attending a GOP function, you can just show up and participate. This rule harkens back 

to 2010 when Bobby Cleveland required Cleveland County Republicans to "register" with 

him before he would give out the precinct meeting date, time, and location in an attempt 

to weed out new conservative Republicans. And expressing a prior interest in attending 

the county convention before attending the precinct meetings? B.S.! It is at the precinct 

meetings that the delegates for the county convention are elected! There is no prior need 

to "express interest". 

Article IX, Section 2 Subsection (a): Regular Biennial Precinct Meeting says that you can't 

f ill precinct leader vacancies without approval of the chairman and that missing the 

meeting isn' t grounds for removal. Again this is a bald faced attempt to keep handpicked 

precinct officials in place and is against State Party rules. If the precinct officials can't 

attend the most important meeting of the year then they should be replaced. And as the 

ultimate authority of the Republican Party these precinct officials can be replaced at will. 

Even in disputes within the precinct the county chair and vice chair have no power to 

intercede ! It has to be hashed out within the precinct itself by the precinct members. 

How is it that Bobby Cleveland and Lisa Shrieves think they can control the precincts in 

violation of State GOP rules? 

Article X, Section 5 is the biggest floater in the entire set of rules. This proposed rule is 

allegedly to protect the confidentiality of GOP members but it gives Bobby Cleveland and 

Lisa Shrieves the ability to keep the list of precinct officials secret! Their idea is to prevent 

people from talking and opposing them. Precinct officials should be listed on the county 

website so that Republicans in that county can find out who their precinct officials are and 

get in touch. If they don't want to be bothered then they shouldn't be elected as a 

precinct official. 

And as icing on the cake, or icing on the T.U.R.D. in this case, believe it or not, Bobby 

Cleveland and I isa Shrieves are selling Romney campaign signs No one sells campaign 

signs to Republicans wanting to post one in their yard, the campaigns usually have people 

ready to go plant one for you if your request one or you can usually go by the campaign 

headquarters and pick up some signs for free. 
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The Hypocrisy of M att Pinnell 

The Tea Party cannot stand hypocrisy in any shape or form but when it comes 
from someone who should know better and is attacking another party then it is 
double offensive. Oklahoma State GOP Chairman Matt Pinnell put out an article 
last week that absolutely reeked of hypocrisy. 
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Pinnell prefaced his article with this blurb: This platform should be the final straw 
that breaks the donkey's back in Oklahoma. Pinnell goes on to assail the 
Democratic Party for their new platform calling it out of step with the average 
Oklahoma voter and claiming that Republican Party registration is at an all t ime 
high in Oklahoma as a result. Pinnell states "social issues" and the "economy" as 
major portions of the Democrats being out of touch. Here is most of Pinnell's 
screeching published in red type with our comments in green: 

"This platform should be the final straw that breaks the donkey's back in 
Oklahoma," said OKGOP Chairman Matt Pinnell. "Enough is enough. They aren't 
even trying anymore; they have chosen to double-down on extreme liberal policies 
that are completely out of touch with a majority of Oklahoma voters." Yeah, right 
Matt. Remember when over 70% of the voters rejected Obama Care in 2010? Do 
you want to talk about the fifty plus Republicans that voted for the Obama 
Care/Fallin Care Health Insurance Exchanges in 2011? Or that only seven 
Democrats voted for the Obama Care/Fallin Care bill? Had it not been for the 
pressure the Sooner Tea Party put on the freshmen Republicans until ten of them 
turned against House leadership we would have Obama Care in Oklahoma. 

Among the most striking instances of the growing alienation of the Democrat Party 
towards Oklahomans, Democrat State Representative Rebecca Hamilton noted the 
removal of the word "God" from the Platform. Said Representative Hamilton, "A 
one word change could mean anything, but when it is grouped alongside the HHS 
Mandate and party positions on abortion and marriage, it becomes part of a 
pattern . That pattern says a lot." Abortion? Like the failed Personhood bill last 
legislative session? The same legislative session where we Republicans had 70% 
control of the House and a 66% control ofthe Senate? That kind of abortion? 
And marriage? Is that like the HB 1397 Transvestite Birth Certificate bill issue of 
2011? You know, the one where virtually all of Republican House Leadership voted 
for the right of transvestites and transsexuals to change their birth certificate after 
a sex change operation? Wasn't that 12 Republicans and 13 of the most liberal 
Democrats that voted yes on that bill opposed by 71 Republicans and Democrats? 

"It was Ronald Reagan who said he didn't leave the Democrat Party, but that the 
Democrat Party left him," continued Chairman Pinnell. "The modern Democrat 
Party has made a hard left hand turn, it's not coming back, and it's time for 
conservative Democrats across Oklahoma to say enough is enough." 
Conservative? Like supporting the Constitution, supporting states rights, opposing 
abortion, opposing illegal immigration, and supporting the 2nd Amendment? 

Weren't you guys call ing those "social" issues in 2011 and hammering Republicans 
like Sally Kern, Mike Reynolds, and Randy Terrill? I recall that your biggest 
concern that year was AI Gerhart but you told the Republican Caucus in a meeting 
at the Capitol that you had him "contained" in early 2011 when you helped tear 
down the Oklahoma Constitutional Alliance. 

The Democrat Platform stakes positions wholly at odds with Oklahoma voters: the 
removal of the word "God" when referring to our God-given potential, the removal 
of Jerusalem as the capital of Israel, support for broader access to abortions 
including taxpayer-funded abortions, support of gay marriage, further gun 
restrictions, attacks on the energy sector, and support for raising taxes in the midst 
of an economic crisis. Wow, where do we start? I don't recall Matt Pinnell 
making a peep last spring when Speaker Steele refused to hear the Personhood 
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bill, when HR 2171 stole 100 million dollars out of the state road tax fund and 
replaced it with 80 million borrowed dollars, when HB 1446 was corrupted from a 
decent step forward on controlling illegal immigration into a illegal alien sanctuary 
bill, or when HB 1647 Open Carry was shot down by Republicans. I don't 
remember Matt Pinnell making a peep when Governor Fallin was pushing for 
bill ions in bonds for corporate welfare and to replace tax monies given away as 
"job creating" incentives nor do I recall Matt Pinnell sticking his head up when 
Governor Fallin, House and Senate leaders tried to ram through a tax increase on 
veterans and middle class Oklahomans at the end of session this year. Was I 
hiding under a wash tub or something Matt and didn't hear you asking the 
Republican elected officials to abide by the GOP party platform and Oklahoma 
values? 

"Our message to Oklahoma Democrats is simple: If you believe in lower taxes, less 
government intervention and traditional values, then welcome to the Republican 
Party ... we have voter registration forms waiting for you and your family," 
concluded Pinnell. Let's see, transvestite birth certificate changes, over one 
billion dollars in tax increases in 2010 authored by then Representative Ken Miller, 
160 million given away this year to higher education to put in a bank somewhere 
for "endowments", repeated attempts to force Obama Care on Oklahoma though 
the Health Insurance Exchanges, the implementation of Real I.D., and an attempt 
to implement highway spy cameras, those kind of government interventions Matt? 

Campaigns are about contrasts: please click here to view the Democrat Platform 
and click here to view the Republican Platform. 

Pinnell, let's face it. You are an absolute hypocrite to take on the Democrats when 
you are too much of a coward to do anything about Oklahoma legislators not 
following the GOP party platform. To make matters worse you have betrayed the 
conservatives that are trying to force the party to live up to the platform and 
protect corrupt GOP officials like Bobby Cleveland. You sir should have the decency 
to resign after your failure to act instead of taking to task other political leaders. 
Yes the Democratic party leadership is out of touch and out of control but you 
aren't any better than they are. 
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Partial Audit of the Federal Reserve 

Reveals Trillions in Unpaid Loans 

Last year a watered down bill made it through the Senate to do a partial audit of the 

Federal Reserve Bank. 

For all you naysayers out there who thought the FED could do no wrong and conservatives 

were barking up the wrong tree, t his report, though only a partial audit should open your 

eyes. During the most recent financial crisis you are all aware of the TARP program that 

loaned bil lions of dollars to banks and financial institutions around the country. Most, if not 

all, of the TARP money has been repaid. What the partial audit revealed was the $16 

trillion dollars in loans made by the FED that have not been repaid. You can read the entire 

report here. 

Now if you want to talk about corporate welfare, no one does it better than the Federal 

Reserve Bank. Banks like Bank of America, Citigroup, HSBC, AIG, Ford Credit, GMAC, Merril l 

Lynch and others all received loans from the Federal Reserve Bank totaling bi llions that 

have not been repaid. That doesn't include foreign banks. All told it adds up to 16 trill ion 

dollars the Ben Bernacke loaned to banking corporations around the world while this 

country was in a financial crisis of its own. 

This partial audit only proves that conservatives were on t he right track. It is now time to 

demand a full audit of the Federal Reserve Bank. It is now time to demand more 

accountabil ity to the public and to congress of the Federal Reserve Bank. In fact it is now 

time to do away with the Federal Reserve Bank. There is no place in American society for 

a secretive bank making loans to foreign countries and organizations it deems too big to 

fa il. 
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A Hobson's choice 

Don't you just love the American habit of confusing history until you get to the point that 

to use a quote accurately is to be misunderstood? The phrase "Hobson's choice" is usually 

mixed up with "Hobbesian choice" that is usually attributed to the better known 

philosopher Thomas Hobbes and even then it is still off base as it is the phrase "Hobbesian 

Trap" that is associated with Thomas Hobbes. 

A Hobson's choice is the choice between something or nothing at all. The phrase 

originated from a 15th century livery stable where the customer had the choice of taking 

the horse from the nearest stal l to the door way or taking no horse at all. The proprietor, 

Thomas Hobson, did this to prevent the best horses from being overused. But in our 

example, Republicans in House District 23 might think they have no choice but to vote for 

the Republ ican even if he has taken money from Tulsa Obama money bundler George 

Kaiser and the State Chamber of Commerce. 

Have you ever noticed al l the campaign signs that don't indicate which political party they 

are affil iated with? I've found it to be prevalent in Democratic candidates and is likely an 

attempt to fool the public or shame in what their party stands for. But sometimes a 

conservative Democrat is a much better choice rather than sending a liberal/progressive 

Republ ican back to 23rd & Lincoln to represent us. 

Enough has been said about the Republican candidate for House District 23 Terry 

O'Donnell that a conservative voter would have to be mindless to vote for him but is there 

an alternative? There is a Democratic challenger to the seat, Shawna Keller, a school 

teacher that teaches in an alternative school which speaks well of her. 
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Keller's web site can be found here. Her campaign finances are unusual for the absence 

of contributions in t he education sector. We would have expected support from the 

teachers union for her candidacy but it is good that they haven't supported her. 

We did, however, f ind cont ribut ions f rom, one educator and two unions. Those Unions are 

the Tulsa Firefighters PAC and the Oklahoma State AFL-CIO Political Action Fund. As Mrs. 

Keller is a Democrat, we would expect donations from unions 

It goes without saying that if elected; Mrs. Kel ler will do what she can to promote a union 

work force in Oklahoma. That is what Democrats do. But there is a strong indication that 

she will also do more for t he people of Oklahoma than her Republican chal lenger. 

So Republicans might think they have a Hobson's choice in November. Do you want to put 

a liberal with an R after his name in the House of Representative, or do you want to put a 

moderate with union ties into that seat? You must remember your fight is not with private 

sector unions, it's with the public sector unions that are bankrupt ing our cities, count ies, 

states and federal government. 

In the end adding one more Democrat to the one third already in the House makes no 

difference at all but adding another State Chamber slave makes a huge difference. 

Democrats can't get their bil ls heard and can only come to the right to help the 

conservative Republicans in order to have a say in things. If you doubt this, remember that 

only seven Democrats voted for Obama Care in 2011 while 56 Republicans initia lly 

supported Obama Care. Had it not been for ten f reshmen Republicans breaking ranks with 

House leadership we would have Obama Care in Oklahoma. 
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Gotta Make Ends Meet 

The Sooner Tea Party Starts Accepting Controversial 
Advertising 

We all have to make our overhead in life be it at work or at home, those basic 
expenses that just have to be paid to keep the lights on and the doors open. But it 
was with some regret that we found our organization needing to take on some of 
the more controversial advertising accounts but we have a newspaper to feed. To 
show that we haven't completely sold out we are going to check the companies out 
carefully and offer any warnings or advisories that might be warranted when we 
run these ads. 
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The first ad is the worst, Viagra. Just as well get it over with and exhaust those 
that like to send us hate mail. But we had concerns with the product. Did it 
actually work? Is it socially responsible? To find out we interviewed the eminent 
Oklahoma amature urologist and proctologist Dr. Kris Steele. 

STP: Dr. Steele, have there been any studies that prove this Little Man Viagra 
product actually works? Can you give us any references so that we can verify the 
claims? 

Dr. Steele: Absolutely! Several studies have been conducted on Little Man Viagra 
here in central Oklahoma although I am not at liberty to disclose the subjects of the 
study due to privacy concerns. Little Man Viagra has shown to increases of up to 
15% in some cases although it has considerable side effects. 

STP: When you say "increases" what are you refereeing to? And what are the 
side effects? 

Dr. Steele: Well, political courage for one thing was measured in test subjects. 
And believe it or not, some subjects actually became taller after using the product. 

STP: Men gained height after using Little Man Viagra? Sounds impossible. 

Dr. Steele: Ah, a skeptic, eh? Well one test subject named Stewart Jolley actually 
measured a full six inches taller after ingesting Little Man Viagra although we later 
found that he had filled his shoes with the little blue pills and cheated a bit. But 
that accounted only for about half of the increase in height. Oh crap, I wasn't 
supposed to name names, was I? Forget I said that. 

STP: Amazing results Dr. Steele. Was the anything unusual about Jolley that made 
the treatment unusually effective? 

Dr. Steele: Uh, er, yeah. It seems that test subjects that were also above 
average in being irritating, selfish, mean, obnoxious, annoying, or uppity showed 
the most increase in height. 

STP: But Stuart Jolley also gained in political courage, right? And what about the 
side effects you mentioned earlier? 

Dr. Steele: Well... no actually. The test subject didn't gain political courage in the 
Jell..., uh, in that particular case. We stuffed him to the gills with Little Man Viagra 
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right before the National GOP Convention but he wussed out on all of us. Now the 
little crap might have put some of the pills in his shoes again but we are sure he 
ingested plenty. He has this thing about being one inch shorter than me and is 
always hating on me ... and if it wasn't for my leg.. . Oh, strike that comment 
please. 

STP: Dr. Steele? What about the side effects of Little Man Viagra? Our readers 
deserve to know. 

Dr. Steele: Okay, okay! Stewa ... , uh the test subject went stiff as a board once we 
got him full of Little Man Viagra. He could hardly walk, had a huge grin on his 
face the entire time, kept mumbling something about finally reaching his real 
potential, and started chasing the plus sized women at the convention. He kept 
moaning about a "largey dresser" which was quite bizarre. We figured that out 
later when he cornered Margie Drescher of the Oklahoma City Tea Party on the 
convention floor. We thought for a second that we would have trouble prying the 
two of them apart but interestingly enough the second he found her he tripped, 
vomited, fell to the floor limp as Jabar Shumate's wrist, and fell asleep. The 
Drescher woman started screaming "You'd better call me in the morning" until 
convention security staff dragged her and .. the test subject away. 

STP: Dr. Steele? You aren't quite being honest with us on who all were test 
subjects in that study are you? 

Dr. Steele: Uh .. Urk ... Ack ... How dare you infer that I was one of the test 
subjects! This interview is over with! 
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We Are Watching Them Too 

We decided to take a look at some of the other legislators that were not running during 

this election cycle just to let the people to know how well they were being represented 

and how well they were being protected from big government by these polit icians. Those 

we are looking at are all Senators eligible for re-election in 2014. 

We'll begin with Senator Sean Burrage who represents District 2 in Northeastern Oklahoma 

which covers Mayes and Rogers counties. 

One of those public statements on his page at the Senate website caught our eye. It dealt 

with the Grand River Damn Authority and its plan to purchase a building in Tulsa. You can 

read the press release here. Oklahoma State Senate - News. What was disturbing about 

their plans is the fact that Tulsa is not served by the GRDA. This raises the question of 

whether or not placing former Representative Dan Sullivan in charge of the GRDA as a 

political inducement to get him to resign was a smart move or not? This gives the 

impression that Mr. Sull ivan is just trying to elevate his appearance of importance rather 

than serving the customers of the GRDA. Senator Burrage and his col leagues are right in 
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opposing this purchase. 

We next looked at his voting record. Burrage voted against the open carry bill, the budget, 

the repeal of State Income tax and Reducing State Tax Rates. As both tax cut bi lls started 

by eliminating taxes on the upper income earners first, we too opposed these bi lls. We do 

disagree with him on the open carry bi ll. We tend to agree with him on the budget. You 

don't balance a budget with borrowed money. 

We then took a look at his interest group ratings. There we were pleasantly surprised to 

f ind t hat his Consumer and Patient Advocacy ratings were in the 90% or better range. His 

business group ratings were in the 60% to 70% rating is with t he highest mark being 71%. 

This indicates a pro-business stance, but not at the expense of the consumer. He cares 

more about his constituents than he does the business community. 

We next went to the Ethics Commission web site to look at his campaign f inances. Here 

we went back to 2008 when he started his last campaign for office. The most surprising 

item we found here was a donation from the Koch Brothers PAC. As you may know, the 

Koch brothers are perhaps the largest donors to conservative candidates in t he country 

today. Conspicuously absent f rom his donor list were a lot of the major donors to the State 

Chamber of Commerce and George Kaiser. He actually raised more money from individual 

donors than he did from PACs. He had a lot of PACs contribute, but none as big as the 

Koch Brothers. 

It is clear that we don't always agree with Senator Burrage. What is also clear is that 

Senator Burrage is what is commonly known as a "Blue Dog Democrat". He does a good job 

representing his district and more importantly, representing the interest of t he people of 

his district. That is a commodity you seldom f ind in legislators of any party these days. 

Here are all the House members in two fifty member blocks of email 
addresses. Use Bee in your email address header and email fifty of 
them with one email yet they won't know who else got the email. 

Here are the State Senate email addresses in one block: 

Who is my state representative and my state Senator? Click here 
to find out 

Here is the Senate Directory 

Here is the House Directory 

Remember to strip the unsubscribe link before forwarding this 
newsletter to prevent someone from taking you off our list! Use our 
forward this email link at the top of the newsletter to prevent being 
accidently unsubscribed. 

Money is always needed for printing costs, postage, sign materials, 
and robo call costs. We are tightfisted; we will spend your hard 
earned money wisely and frugally as we do our very best to clean 
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up Oklahoma politicians so we can begin to clean up our country. 

You can donate by sending a check to Sooner Tea party, 358 North 
Rockwell Ave, Oklahoma City, OK, 73127 or visit 
Soonerteaparty.org and use the Paypal donation button. 

Unsubscribe I Change Profile 
powered by YMI P 

3568



From: 
To: 

Cc: 

Subject: 
Date: 

Swann. Lanier (McConnell) 

Speaker Boehner: Only Way to Truly Fix Obamacare Is to Fully Repeal It 
Wednesday, March 21, 2012 8:34:12 AM 

Speaker of the House John Boehner 

Speaker Boehner: Only Way to Truly Fix ObamaCare Is 
to Fully Repeal It 

March 21, 2012 1 Posted by Michael Ricci (@ri ccimike) & Don Seymour (@donseymourl 1 Permal ink 

"There's only one way to t ruly fix ObamaCare. and that's by fully repealina it" says House 
Speaker John Boehner (R-OH) in a new video released today. Boehner notes that Republicans have 
voted 25 times to fully repeat. defund, or dismantle portions of the president's unpopular health 

care law, which is " raising costs and making it harder to hire new wo rkers" - but Senate 
Democrats keep blocking these actions. That's why the House will vote this week to repeal 
ObamaCare's rationing board . Watch Boehner here: 

Recent surveys show Speaker Boehner is right when he says "[t]he American people still oppose this 
government takeover of health care ... " For example: 

• "Americans oppose the law overall by 52-41 percent," according to an ABC 
News/ Washington Post survey, and "67 percent believe the high court should either ditch the 
law or at least the" individual mandate. 

• "fFJewer than three in 10 (28 percent! said they think the findividuall mandate is 
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constitutional, • says the Washington Post. "More than four in 10 - 42 percent - want the 
high court to throw out the entire law ... • Even a plurality of Democrats - 48 percent- wants 
the Supreme Court to throw out either the individual mandate or the law in its entirety. 

• "Half of likely voters expect the Supreme Court to strike down President Obama's 
signature healthcare law," according to a survey by The Hill. Even a majority of independents 
(52 percent) believe the Supreme Court will strike down the health care law. 

• "56% at least somewhat favor repeal of the health care law," according to the latest 
Rasmussen survey, "including 46% who strongly favor" repeal. 

The Washington Post's Jennifer Rubin says the health care law is a "political nightmare" for the 

Democrats running Washington. More than that, the law is a nightmare for families, small businesses, 
and seniors that is raising costs, making it harder to hire new workers, and threatening to ration care 
and deny treatments. As Speaker Boehner said. "there can be no letup until it's fully repealed." 

SPEAKER PRESS OFFICE 
REP. JOHN BOEHNER (R-OH) 

H-232, THE CAPITOL 
(202) 225- 0600 I SPEAKERGOV 

WEBSITE I CONTACT I PRIVACY POLICY 
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From: Jacobs, Chris (JEC)
To: Jacobs, Chris (JEC)
Subject: Speaker Pelosi, About Those 4 Million Obamacare Jobs...?
Date: Wednesday, May 09, 2012 10:41:08 AM

Among the many ways they tried to sell their unpopular health care law, Democrats claimed the
measure would be a job creator.  At the White House health summit in February 2010, Speaker
Pelosi claimed that Obamacare would create “4 million jobs – 400,000 jobs almost immediately.” 
One of those supposed job-creating initiatives was the Health Care Innovation Challenge; when
announced last November, HHS officials claimed it would “broaden the workforce.”  Politico
checked in on this “workforce broadening” initiative in an article (subscription required) today, and,
well, read for yourself:

Just how many jobs will be created as a result of the Health Care Innovation Awards,
announced Tuesday as a part of President Barack Obama’s “We Can’t Wait” initiative?
Well, dozens.
About $2 million in funding awarded to a project at George Washington University is
expected to result in just three new jobs, according to the project profiles listed on the
website of the Center for Medicare and Medicaid Innovation.
Another $2.5 million to an awardee in Tennessee — Vanderbilt University Medical Center —
will create a total of 4.6 new jobs.
And one program in Minnesota, a community-based medical home for adults with
disabilities, will receive more than $1.75 million in funding — but doesn’t claim it will create
any jobs at all.

The Administration tried to spin these results by saying the program is likely “to result in several
thousand folks either hired or retrained.”  (Hmmm, where have we heard that “jobs saved or
created” phrase before…?)  But the reality is that, as job creation efforts go, the program’s results
after six months have been massively underwhelming.
 
Conservatives have consistently stated that spending $2.6 trillion on new entitlements – funded by
massive tax increases – will destroy jobs in the economy.  This week’s developments, showing how
HHS has failed at its attempts to turn Obamacare into “stimulus redux,” further confirm that fact.
 
Posted to the Freedom on Call blog here.
 
Chris Jacobs
Senior Policy Analyst
Joint Economic Committee
Senate Republican Staff
(202) 224-5171
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From: Speaker Media
To: Speaker Media
Subject: Speaker Steele Op-Ed: Empowering Oklahomans through Accessible Health Care
Date: Friday, March 11, 2011 1:12:22 PM

Oklahoma House of Representatives
Media Division
March 11, 2011

 

FOR IMMEDIATE RELEASE:
Contact: Lisa Liebl     
Capitol: (405) 962-7674
 

 
Empowering Oklahomans through Accessible Health Care

By House Speaker Kris Steele
 

House Republicans believe in the state’s ability to empower a citizen’s capacity to
improve his/her health. Oklahoma is challenged by the fact that too many people do not
have realistic access to health insurance of their choice. Currently our state ranks fifth
highest in the nation in the percentage of citizens without health insurance. Fortunately, we
now have the opportunity to build a health care system that promises to provide meaningful
access to quality, affordable health care by empowering citizens to make good choices for
their families, not forcing them to participate in a system against their will.

 In 2008, Rep. Doug Cox and I led a study to determine how to employ market based
reforms to improve our citizens' access to quality health care. After weeks of discussion and
hearings, the task force concluded that a key to empowering a citizen’s ability to purchase
health care was the establishment of a public/private partnership to enable individuals to
shop and purchase affordable, quality health insurance.

The idea, which originated at the Heritage Foundation, the leading conservative
public policy think tank, was to establish an online insurance exchange where our people
could, in one place, see, compare, and purchase all of the insurance products offered in our
state.  The request was then made to the federal government to give back some of our
money to study how to establish the exchange.  Just a few weeks ago, Oklahoma became
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one of seven states to receive an early innovator grant to allow this concept to become
reality.

The $54 million grant will be used, over the next three years, to design and
implement an information technology infrastructure to operate the Oklahoma health
insurance exchange. Once in operation, the exchange will empower small businesses and
individuals to choose health insurance plans that best meet their needs.  Oklahoman can
take the lead in creating a simple, user-friendly IT model that would be the backbone for a
free market model of health care reform in which insurers compete to deliver the most
consumer-friendly health plans.  Nothing could be more different than what is going on in
Washington.

To ensure the exchange gets off to a good start, House Bill 2130 was crafted to
define the membership and appointments to the Health Care for the Uninsured Board (HUB)
which will oversee the implementation of the exchange. The seven-member HUB consists of
representatives from the Insurance Commissioner's Office, the Oklahoma Healthcare
Authority, insurance companies, agents and also consumers.

             When this initiative is completed, Oklahoma will lead the way in building a better
health insurance marketplace, one that truly empowers individuals and small-business
owners to purchase plans that best meet their needs.

House Speaker Kris Steele, R-Shawnee, represents House District 26.
 
NOTICE: The information in this email is confidential, legally privileged, and exempt
from disclosure under law. It is intended solely for the addressee. Access to this
email by anyone else is unauthorized. If you are not the intended recipient, any
disclosure, copying, distribution or any action taken or omitted to be taken in
reliance on it, is prohibited and unlawful. The Oklahoma House of Reps does not
warrant any e-mail transmission received as being virus free, and disclaims any
liability for losses or damages arising from the use of this e-mail or its attachments.
Recipients of e-mail assume the risk of possible computer virus exposure by opening
or utilizing the e-mail and its attachments, and waive any right or recourse against
the House by doing so.
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From: Intern Sean O"Brien
Subject: Special Healthcare Policy & Press | 8/12/11
Date: Friday, August 12, 2011 3:34:10 PM

 

Special Policy & Press | August 12, 2011

 

HEALTHCARE
 

Appeals Court: ObamaCare Is Unconstitutional (Forbes)   
          http://goo.gl/5H2W6
 
Health-Law Mandate Ruled Unconstitutional (WSJ)     
          http://goo.gl/Lqp5R
 
Appeals court says key parts of health-care reform unconst. (CNN)  
          http://goo.gl/0CEiz
 
Appeals court rejects health insurance rule: Why? (CBS News)  
          http://goo.gl/hvnjn
 
U.S. Appeals Court Rules Against Obama's Health Care Law (Fox News)    
          http://goo.gl/c1nAr
 
*Opinion: 11th Circuit on the individual mandate: Unconstitutional! (Washington Post)
          http://goo.gl/qBfZ0
 
Appeals court finds healthcare mandate unconstitutional (LA Times)

        http://goo.gl/7z8A8
 
Court strikes down Obama health insurance mandate (USA Today)

        http://goo.gl/AVMCk
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CHRISTIAN SCIENCE COMMITTEE ON PUBLICATION 
FOR OKLAHOMA 

 

P.O. Box 6773 � Edmond, Oklahoma 73083 � (405) 314-8602 � oklahoma@compub.org 

 
April 2011 

 
Consideration of Spiritual Care Benefits in the Oklahoma Health Insurance Exchange (OHX) 

 
The Christian Science Committee on Publication requests that legislation for implementing the 
Oklahoma Health Insurance Exchange include the following language: 
 

The Exchange shall consider the extent and circumstances under which benefits for 
spiritual care services that are deductible under Section 213(d) of the Internal 
Revenue Code as of January 1, 2011 will be made available under the Exchange.

Explanation 
 
This proposed language requires the Oklahoma Health Insurance Exchange to consider making spiritual 
care services that are allowable as a deduction under Section 213(d) of the Internal Revenue Code1 
available through the Exchange.  This language is not a coverage mandate.  It merely provides guidance 
for the Exchange to consider this issue so it will not be overlooked or ignored. 

Some Oklahomans, including Christian Scientists, turn to spiritual care services to meet their health care 
needs, and find these services result in improved health outcomes.  Spiritual care includes the 
professional services of Christian Science practitioners and Christian Science nurses.  Christian Science 
practitioners are individuals who have demonstrated the ability to heal others through prayer, and who 
make themselves available to the public on a 24-hour basis to respond to requests for help.  Christian 
Science nurses provide spiritual support and skillful physical care to patients who have elected to rely on 
prayer for healing.2   
 
Unfortunately, the services provided to consumers who choose spiritual care are not well understood.  It 
has been our experience that issues relating to the coverage of these services are often neglected by 
regulators in the absence of legislative guidance requiring regulators to consider them.  The needs of this 
consumer population should be considered fairly in determining the health care benefits to be made 
available under the Exchange.   
 
Under Section 1311(d)(3)(B)(i) and (ii) of the Patient Protection and Affordable Care Act (PPACA), 
States may offer benefits in addition to those essential benefits delineated by the federal government so 
long as the State covers any added cost.  An opportunity should be provided for the Exchange to 
consider whether sound business reasons support making spiritual care services available to 
Oklahomans.

                                                 
1 The Internal Revenue Service has interpreted Section 213(d) to include the services of Christian Science practitioners, 
Christian Science nurses, and Christian Science facilities, as well as certain other religious practices that relate to health 
care.  See, e.g., Gen. Counsel Mem. 34714 (December 16, 1971); Rev. Rul. 63-91, 1963-1 C.B. 54; Rev. Rul. 55-261, 
1955-1 C.B. 307; Tso v. Comm’r, 40 T.C.M. (CCH) 1277 (1980) (Native American healing ceremonies). 
 
2 Christian Science practitioners and Christian Science nurses are not compensated by the Christian Science church.  
They are compensated by those who request their help, and sometimes by private and governmental health insurance 
plans, including HealthChoice by the Oklahoma State and Education Employees Group Insurance Board.  See, e.g., 36 
O.S. § 4509; 70 O.S. § 1303(14) (2011).

3576



CHRISTIAN SCIENCE 
COMMITTEE ON PUBLICATION FOR OKLAHOMA 

POST OFFICE BOX 6773 
EDMOND, OKLAHOMA 73083 

(405) 314-8602 
oklahoma@compub.org 

Prepared November 2010 

Examples of Spiritual Care Coverage 
Included In Existing Governmental and Private Insurance Plans 

 
 

� Medicare and Medicaid – Cover religious nonmedical nursing care in a religious 
nonmedical health care institution. 

 
� TRICARE (for military dependents) – Covers care in Christian Science nursing 

facilities, Christian Science nursing services, and Christian Science practitioner 
services. 

 
� Four plans under the Federal Employees Health Benefits Program (FEHBP) cover 

religious nonmedical nursing care and/or Christian Science practitioner services: 
o Government Employees’ Health Association (GEHA); 
o Mail Handlers Benefit Plan; 
o Special Agents Mutual Benefit Association; 
o Compass Rose Health Plan (formerly The Association Benefit Plan). 
 

� A number of states permit coverage of spiritual treatment through prayer in their 
governmental employees’ health insurance laws, such as Oklahoma, California, 
Colorado, Illinois, Kansas, Missouri, Oregon, and Texas. 

 
� Various state insurance laws accommodate religious nonmedical providers from 

having to comply with medical criteria, such as Washington, Maine, Alaska, 
Massachusetts. 

 
� Massachusetts – Recognition in regulations that the following types of coverage 

satisfy the standards for maintaining minimum creditable coverage: 1) “health 
arrangements provided by established religious organizations comprised of 
individuals with sincerely held beliefs” and 2) Health Savings Accounts (HSA’s) 
with high deductible health plans. 

 
� Massachusetts – Coverage of services delivered in accordance with the healing 

practices of Christian Science in the Massachusetts Student Health Insurance 
Program.  114.6 CMR 3.003.04(2)(b). 
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CONGRESSIONAL RECORD 
SENATE PROCEEDINGS 
PAGE S2235 
April 13, 2010 

HEALTH CARE AND EDUCATION RECONCILIATION 
ACT OF 2010 

SPIRITUAL AND RELIGIOUS CARE 

Mr. KERRY. Mr. President, the recently enacted health reform law will extend quality, 
affordable health coverage to 32 million Americans and cover 95 percent of legal residents within 
the next decade. 

Many Americans, including Christian Scientists, rely on provisions in current law that recognize 
spiritual care as a medical expense eligible for a medical care tax deduction. Nothing in the 
recently enacted health reform law prevents insurance companies from covering care that is 
currently recognized by the Internal Revenue Service as eligible for a medical care tax deduction 
through health insurance plans in the exchanges. Further, the new health reform law does not 
reduce existing provisions in the law that recognize spiritual care. 

[Page S2236] 

As we work to implement comprehensive health reform, I believe it is important to ensure that 
the needs of Americans relying on religious and spiritual care are addressed. I know these views 
are shared by my colleagues, Chairman Harkin and Senator Sherrod Brown, and I look forward to 
continue working with them on this issue. 

Mr. BROWN of Ohio. I would like to associate myself with the remarks of Senator Kerry. We 
share an interest in providing appropriate accommodation for spiritual and religious care in a 
reformed health insurance market. 

No American should be left worse off as a result of health reform. Some spiritual care
including that which is provided by Christian Science practitioners and Christian Science nurses
has been covered by certain health insurance policies for decades. 

For example, four plans under the Federal Employees Health Benefits Program cover religious 
nonmedical nursing care and/or Christian Science practitioner services. They are the Government 
Employees' Health Association, the Mail Handlers Benefit Plan, the Special Agents Mutual 
Benefit Association, and the Association Benefit Plan. 

Religious nonmedical nursing services are also covered under the Medicare and Medicaid 
Programs--42 U.S.C. § 1395x(ss) and§ 1395i-5. TRICARE covers care in Christian Science 
nursing facilities, private duty Christian Science nursing services, and Christian Science 
practitioner services (10 U.S.C. § 1079(a)(4)). And under section 223 of the Internal Revenue 
Code, funds contained in a health savings account may be used to pay for spiritual care (26 U.S.C. 
§ 223(d)(2)(A)). 

I have an interest in identifying a statutory way to affirm that health insurance companies may 
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still cover this mode of care as part of their policies. 

Chairman Harkin has shown great leadership throughout health reform. 

Mr. HARKIN. I thank the Senator from Ohio. Nothing in health reform legislation would cut 
existing benefits or restrict the ability of private insurance carriers from covering spiritual care. 
Further, spiritual care will continue to be recognized as a medical expense eligible for a medical 
care tax deduction. 

Mr. BROWN of Ohio. I thank the Senator for his assistance and look forward to working with 
him and Senator Kerry to ensure that appropriate protections for spiritual care are provided as 
health reform is implemented. 

Mr. KERRY. I thank the Senator. 

Source: Government Printing Office 
From CQ Congressional Record Service 

Providing government documents on demand, in context. 
© 2010 Congressional Quarterly Inc. All Rights Reserved. 
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Utah House Bill 128 (2011) 

(Note: Utah’s Governor signed H.B. 128 Second Substitute into 
law on March 30, 2011.) 
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2nd Sub. H
.B

. 128
LEGISLATIVE GENERAL COUNSEL
�  Approved for Filing: C.J. Dupont  �

�    02-25-11  8:54 AM    �

H.B. 128
2nd Sub. (Gray)

�������	���

Representative James A. Dunnigan proposes the following substitute bill:

1 HEALTH REFORM AMENDMENTS

2 2011 GENERAL SESSION

3 STATE OF UTAH

4 Chief Sponsor:  James A. Dunnigan

5 Senate Sponsor:   John L. Valentine

6  

7 LONG TITLE

8 General Description:

9 This bill amends provisions related to state health system reform in the Health Code,

10 the Insurance Code, and the Governor's Programs.

11 Highlighted Provisions:

12 This bill:

13 � amends the definition of third party payor in the Utah Health Data Authority Act;

14 � requires the Health Data Authority to publish comparative data about physician and

15 clinic quality by October 1, 2011;

16 � amends the membership of the Health Data Authority;

17 � clarifies duties between the Department of Health, the Department of Insurance, and

18 the Office of Consumer Health Services related to:

19 � convening and supervising the health delivery and payment reform

20 demonstration projects; and

21 � regulation of insurers in the Health Insurance Exchange;

22 � clarifies the dental coverage for the Children's Health Insurance Program;

23 � amends the definition of qualified health plan that a state contractor shall offer to

24 employees;

25 � establishes state authority to regulate certain practices of health insurers;
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02-25-11 8:54AM 2nd Sub. (Gray) H.B. 128 

2661 risk adjuster mechanism-- Board of directors -- Appointment-- Terms-- Quorum-- Plan 

2662 preparation. 

2663 Section 31A-42a-202 (Effective 01/01/13), Contents of plan. 

2664 Section 31A-42a-203 (Effective 01/01/13), Powers and duties of board. 

2665 Section 31A-42a-204 (Effective 01/01/13), Powers of commissioner. 

2666 Section 37. Health System Reform Task Force-- Creation-- Membership--

2667 Interim rules followed -- Compensation -- Staff. 

2668 ( l) There is created the Health System Reform Task Force consisting of the following 

2669 11 members: 

2670 (a) four members of the Senate appointed by the president of the Senate, no more than 

2671 three of whom may be from the same political party; and 

2672 (b) seven members of the House of Representatives appointed by the speaker of the 

2673 House of Representatives. no more than five of whom may be from the same political party. 

2674 (2) (a) The president of the Senate shall designate a member of the Senate appointed 

2675 under Subsection (l)(a) as a cochair of the committee. 

2676 (b) The speaker of the House of Representatives shall designate a member of the House 

2677 of Representatives appointed under Subsection (l)(b) as a cochair of the committee. 

2678 (3) In conducting its business, the committee shalJ comply with the rules of legislative 

2679 interim committees. 

2680 (4) Salaries and expenses of the members of the committee shall be paid in accordance 

2681 with Section 36-2-2 and Legislative Joint Rules. Title 5. Chapter 3. Expense and Mileage 

2682 Reimbursement for Authorized Legislative Meetings, Special Sessions. and Veto OvetTide 

2683 Sessions. 

2684 (5) The Office of Legislative Research and General Counsel shall provide staff support 

2685 to the committee. 

2686 Section 38. Duties -- Interim reP.ort 

2687 (1) The task force shall review and make recommendations on the following issues: 

2688 (a) the state's response to federal health care reform. including whether the state should 

2689 develop an American Health Benefit Exchange under the federal Affordable Care Act for 

2690 individual health benefit plans. individual premium assistance, tax credits, and Medicaid 

2691 eligibility determinations: 

- 87-
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2nd Sub. (Gray) H.B. 128 02-25-11 8:54AM 

2692 (b) legislation necessary to implement: 

2693 (i) the governance structure for the Health Insurance Exchange to: 

2694 (A) preserve the market-based defined contribution model for employers in the Health 

2695 Insurance Exchange; 

2696 (B) provide better control of state expenditures on health care for state employees, 

2697 retirees and their famiUes: 

2698 (C) incentives to improve health among state employees; and 

2699 (D) position Utah to continue with a market based, consumer driven insurance 

2700 exchange; 

2701 (ii) an operational blue print for the Health Insurance Exchange to promote an 

2702 appropriate balance between private sector solutions and efficiencies for the exchange and state 

2703 regulatory functions related to insurance market conduct; and 

2704 (iii) funding requirements associated with the governance structure and better use of 

2705 the Public Employees' Benefit and Insurance Program assets and competencies; 

2706 (c) which market regulatory functions should be given to the Health Insurance 

2707 Exchange and which should remain with the Insurance Department. the Department of Health. 

2708 or the Department of Workforce Services; 

2709 (d) policy and guidance regarding the state's implementation of the small group defined 

2710 contribution arrangement market on the Health Insurance Exchange, including the consumer 

2711 experience and information on the exchange concerning cost. quality, and transparency: 

2712 (e) whether the risk adjuster mechanism in the exchange should be modified: 

2713 (t) health care cost containment issues, including: 

2714 (i) progress on the demonstration projects and grants that involve health care providers 

2715 and payers to provide systemwide aligned incentives for the appropriate delivery of, and 

2716 payment for, health care; and 

2717 (ii) effective tools for reducing the cost or perceived costs of medical malpractice 

2718 liability in the health care system; and 

2719 (g) the appropriate balance of cost and benefits provided by insurance plans available 

2720 on the exchange. including possible consideration of spiritual care. vision care. and dental 

2721 services. 

2722 (2) The task force shall coordinate with the Legislative Retirement and Independent 

- 88-
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From: Jacobs, Chris (RPC)
To: Jacobs, Chris (RPC)
Subject: Spreading the Wealth -- But NOT to Families...
Date: Thursday, October 27, 2011 8:37:32 AM

The Government Reform Committee released a report this morning in conjunction with their
hearing on the distortionary incentives included in Obamacare.  The report also discusses a letter
the Committee received from Congress’ non-partisan Joint Committee on Taxation analyzing the
impact of Obamacare’s insurance subsidies.  The Joint Tax Committee concluded that under
Obamacare, more than 7 million tax filers will have their entire income tax liability eliminated. 
This development comes at a time when more than half of all households did not pay income taxes
in 2009 – meaning Obamacare will only exacerbate trends that see a dwindling percentage of
Americans funding the federal government through income tax payments.
 
The Joint Tax Committee also found that only 2 million of the 14 million filing units receiving
Obamacare insurance subsidies will be joint filers, even though joint filers comprise about 40% of all
tax returns.  That disparity is due to the marriage penalty included in Obamacare – the law bases
subsidy amounts on the federal poverty level (FPL), but the FPL for two people is less than double
that of a single person.  As a result, two individuals filing separately will have a lower income as a
percentage of FPL than a married couple, making them more likely to obtain insurance subsidies (or
to obtain a richer insurance subsidy).
 
President Obama has already talked about his desire to spread the wealth around – and on that
count, Obamacare certainly succeeds, by ensuring millions more Americans will be excused from
paying income taxes.  But there’s apparently a catch involved the President hasn’t advertised –
thanks to Obamacare’s perverse incentives, much of the wealth may be spread from married
couples who don’t qualify for subsidies into the hands of single people, or cohabiting couples, who
do.
 
Chris Jacobs
Health Policy Analyst
Republican Policy Committee
(202) 224-2946
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From: 
To: 
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OFFICE OF GOVERNOR MARY FALLIN
 

MEDIA CONTACTS:
Alex Weintz, Communications Director

Alex.Weintz@gov.ok.gov
(405) 522-8819

 
Aaron Cooper, Press Secretary

Aaron.Cooper@gov.ok.gov
(405) 522-8878

 

ssnider ; rsnyder@okoha.org.health.ok.gov; Marjorie.Snyder ; daniel e somers
sparks@oksenate.gov; cspradlin ; bobby ; michaelstephens ; alissa-
stinnett@  Ahstoeppelwerth ; frank.stone@oid.ok.com.health.ok.gov; jleilers ;
pamela.strope@ihs.gov; jim.struby@ ; Ystuart ; Darlene.Surber ; jason ;
Jordan Taggart ; warren.tayes ; brenda.tee ; lterrel
bil  Mike Thompson; toby.thompson ; lthompson@
suetibbs@okhouse.gov; atiefen ; jeff_tikkanen  karen@ ;
william j toay ; ryan tredway ; staff@okddc.ok.gov; holly turner ;
tracy.turner ; Beth.Vanhorn ; mvanlandingham ;
scott.vaughn  billvokc ; rvonfeldt@cbpokc.com.health.ok.gov; blwaddel ;
jeff.wagner ; kwalker  sonja.wall@SOS.ok.gov; twallace
wayne.wallace@ ; jeff ; Debbie.Ward  crisbwar
tweaver ; randy.wede ; Alex Weintz; dan
bwhisner  lwhite ; tlwhite  zane whitlow  bwilborn ;
janet.williams ; rwilliams ; ; wilsongroup
pwilson  fwilson@sib.ok.gov; mwingfield ; pwoodward
harold.wright@okhouse.gov; tyadon

Subject: Stakeholder Meeting: 4/29/11 Tulsa OK
Date: Friday, April 15, 2011 3:42:50 PM
Attachments: TCC NE Campus Map.pdf

Dear Stakeholders: 

The next General Stakeholder meeting will be held at the Tulsa Community College NE Campus
(see attached map):

Title: General Stakeholder Meeting

Description: Tulsa Community College NE Campus Auditorium - Main Academic Building

3727 E. Apache, Tulsa OK 74135

Start: 04-29-2011,  10:30am

End: 04-29-2011,  12:00pm

Additional Announcement: 

Governor Mary Fallin announced Thursday, April 14th that the House and Senate have
agreed upon language for “Network” Governance and are continuing to work on the
creation of a bill.  Please see press release below.   Exchange planning will continue to move
forward.  Your continued efforts and commitment to developing an Oklahoma-based
initiative created for and by Oklahomans are needed. 
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FOR IMMEDIATE RELEASE

April 14, 2011

State Leaders: Agreement Reached on Oklahoma
Health Insurance Private Enterprise Network

OKLAHOMA CITY – Governor Mary Fallin today joined other state leaders in announcing that
Oklahoma will establish a Health Insurance Private Enterprise Network to prevent the
establishment of a federal health care exchange in Oklahoma. 

Working together, leaders were able to address concerns expressed by some by adding specific
safeguards into the legislation that will prevent the implementation of a federal health care
exchange while creating an Oklahoma-based health insurance network.  The Health Insurance
Private Enterprise Network, based on a concept by the conservative Heritage Foundation and
legislation passed by the Oklahoma Legislature in 2009, will increase access to affordable,
private, portable health insurance plans through a free market-based network that offers choice
and competition to consumers.  The network will be governed by a board consisting of a
majority of members from the private sector and chaired by the Insurance Commissioner.  The
network will be funded through state or private resources. The state will not accept the $54
million Early Innovator Grant.

Governor Mary Fallin:  “I’m pleased to announce this agreement that accomplishes my goal
from the very beginning:  stopping the implementation of the president’s federal health care
exchange in Oklahoma. We have addressed concerns expressed by implementing strict
safeguards to prevent the implementation of the federal health care exchange while definitively
laying out the framework for a free market-based network that will empower consumers by
providing a place for individuals, families and small businesses to shop for affordable, quality
health insurance plans.”

House Speaker Kris Steele:  “Health care coverage is not a one-size-fits-all issue. We need to
make all options available to the people. The goal is to equip Oklahomans with the information
necessary to make wise decisions. The network will provide a user-friendly tool intended to help
people identify a health plan that best fits their individual needs.”

Senate President Pro Tempore Brian Bingman:  “This private enterprise network not only
offers the people of Oklahoma more options when buying insurance, it will serve as a defensive
strategy that protects Oklahoma from the federal health care law.  This is Oklahoma’s solution
and federalism at work.  Our plan is based on the principals of the free market; it will not limit
participation, it will increase competition among private plans and offer consumers the ability to
shop for their best option.” 

 

###
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From: Lindsay Russell
To: Seth Levey; john.katz@alaska.gov; russ.kelly@alaska.gov; lgromis ; macarter32

RSerote@az.gov; Adam.nordstrom ; Rob.Jakubik ; bfulenwider@georgia.gov;
ehames@georgia.gov; brandymarty03 ; dhiowa  jabot10 ;
jboeyink34 ; travisrichmond ; wkloibe ; David.Hensley@gov.idaho.gov;
jkreizenbeck@gov.idaho.gov; Tammy.Perkins@gov.idaho.gov; Andrew Silvestri; Katie Altshuler;
JamieShuster@gov.sc.gov; tedpitts@gov.sc.gov; hedgcockm@gov.state.la.us;
bob.schwaneberg@gov.state.nj.us; Dona.DeLeon@gov.state.nj.us; Wayne.Hasenbalg@gov.state.nj.us;
Honor.Ingels@governor.alabama.gov; michael.ciamarra@governor.alabama.gov; Candice Whitfield;
eric.finkbeiner@governor.virginia.gov; Jeannemarie.Davis@governor.virginia.gov;
kristi.craig@governor.virginia.gov; Michael.DiSabato@governor.virginia.gov; sirena.ramirez@guam.gov;
debbie ; griffin ; wstruble ; wags@la.gov;
Renee.Fargason@laspbs.state.fl.us; kristacarman ; Will.Kinzel@mail.house.gov;
mary.mayhew@maine.gov; brandi white@mcconnell.senate.gov; Lanier Swann@mcconnell.senate.gov;
blackwellr2@michigan.gov; chadderdona@michigan.gov; mcbrideb@michigan.gov; muchmored@michigan.gov;
tomichz@michigan.gov; Lauren.Hill@nebraska.gov; brian ; ryan
nguillemard ; sarah.echols ; Mike Schrimpf; ts ; Bkanzeg ;
aparis@state.pa.us; jbranstett@state.pa.us; jmcallahan@state.pa.us; ktartaglia@state.pa.us;
rebmyers@state.pa.us; Jim.Soyer@state.sd.us; MKennicott  Mark.Cate@tn.gov;
Will.Cromer@tn.gov; Bnutt ; RSPENDLOVE@utah.gov; EMainigi ;
bill.kloiber@wisconsin.gov; Carol.Statkus@wyo.gov; katyoder 99 ; pjpgato ;
Keith.Gilkes@wisconsin.gov; Eric.Schutt@wisconsin.gov; Ryan.Murray@wisconsin.gov

Cc: Marie T. Sanderson
Subject: State by State Resources on Obamacare
Date: Tuesday, March 22, 2011 1:59:37 PM

Good afternoon,
Please see the following information from the RPC. It’s got some really great statistical information.
This could be useful for your offices while you make plans to deal with the anniversary of
Obamacare tomorrow.
 
Lindsay Russell
Public Policy Advisor 
Republican Governors Association | RGPPC
1747 Pennsylvania Avenue, NW, Suite 250 | Washington, DC 20006

| www.rga.org
 
 
 
 
Families USA released a compilation on Monday morning of state-by-state statistics showing the
“benefits” of the Obamacare, I wanted to make sure you were aware of the following studies and
sources that show its true effects:
 

·         The Heritage Foundation has a very helpful report indicating the impact of the health care
law’s Medicare Advantage cuts, with details broken out by state (and by congressional
district), that can be found here.

·         The Finance and Energy and Commerce Committee staffs compiled a state-by-state report
outlining new unfunded mandates totaling at least $118 billion thanks to the health care
law.  Keep in mind also that these numbers may be UNDER-estimates, as definitions of
income in the statute mean many more individuals could be dumped into Medicaid than
previously contemplated, and because the Administration’s stated effort to impose new
rules on Medicaid physician payment levels would impose yet another unfunded mandate
on states.

·         NFIB has compiled state-by-state data illustrating how most small businesses WILL NOT be
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eligible for tax credits, thanks to all the various bureaucratic hoops firms must go through to
obtain federal subsidies.  (On a related note, this morning’s Associated Press article includes
a quote admitting that “the longer this [tax credit] has been out in the marketplace, the less
appealing it’s been to small business owners.”)

·         The Center for Studying Health System Change released a study detailing how many states
with the largest Medicaid expansions do not have adequate numbers of physicians willing to
treat Medicaid patients – meaning a Medicaid card will NOT mean access to care in those
areas.

·         The Administration has a list of the 1,040 firms – covering over 2.6 million individuals – who
received waivers from the law’s mandates.  The Administration (surprisingly) has yet to
release a state-by-state breakdown of where these individuals reside – but such information
may be disclosed in the coming weeks.

·         The Administration also has a list of states that have applied for waivers from the medical
loss ratio requirements – and several more states have indicated their intent to apply in the
coming months.  Individuals in states obtaining waivers will not receive the law’s “consumer
protections,” although they may be more likely to keep their current coverage (at least for a
few more years).

·         The Administration has released state-by-state enrollment numbers for the new federal
high-risk pool program – and the numbers fall far short of the 375,000 enrollment predicted
by the Medicare actuary.  Many states have enrollment lagging in double digits –
Minnesota’s pool has only 29 enrollees, and North Dakota’s but five – while even the largest
state, California, enrolled only 706 people with pre-existing conditions as of February.
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From: State Chamber Media
To: State Chamber Media
Subject: State Chamber President Comments on Supreme Court Health Care Law Ruling
Date: Thursday, June 28, 2012 11:21:40 AM

 

 
FOR IMMEDIATE RELEASE

June 28, 2012
Contact: Jennifer Monies

(405) 235-3669
jmonies@okstatechamber.com

 
 

State Chamber President Comments on Supreme Court Health Care Law
Ruling

 
State Chamber President Fred Morgan comments on today’s U.S. Supreme Court decision,
which upheld the federal Patient Protection and Affordable Care Act (ACA) health care law
by affirming the federal government’s ability to tax and penalize an individual for not
purchasing health insurance. The individual mandate section of law is anticipated go into full
effect in January of 2014 and is designed to require all citizens, with very few exceptions, to
purchase health insurance or be taxed by the federal government. 
 
“We are extremely disappointed in this decision. This is exactly what we feared when we
formed the Oklahomans for Free Market Health Solutions coalition last year to help support
an Oklahoma-based solution to the federal exchange mandate in the ACA. We now face a
situation where a health insurance exchange crafted by bureaucrats in Washington, D.C. will
now be forced upon Oklahomans. We cannot let this happen and must take swift action to
create a private sector driven health insurance marketplace in order to avoid a federally
mandated system,” said Morgan.
 
“The ramifications of this decision are not yet completely known, but we believe this change
will erode the quality of care Oklahomans have come to expect and ultimately increase costs
for all Americans.”
 

# # #
 
About the State Chamber of Oklahoma
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A non-profit organization representing more than 2,000 Oklahoma businesses and 400,000
employees, the State Chamber of Oklahoma is the unified voice of business at the legislative
level. For more information, visit www.okstatechamber.com.
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From: 
To: 

Sooner Tea Party 
Katie Altshuler 

Subject: 
Date: 

State Chamber: "We Will Be Changing the Way We Distribute Money Next Year" 
Sunday, June 10, 2012 5:28:48 PM 

Forward this email to a friend 

IN THIS ISSUE: 

Sponsors this 
week: 

The Carpenter 
Shop 

358 North Rockwell 
OKC,Ok 
405-942-2644 
thecarpentershop. net 

The Carpenter Shop is 
a fu ll line cabinet and 
countertop shop that 
travels all over the 
state building dream 
kitchens for discerning 
customers 

Claude Hall's 
Gun Shows 

Click Here For Previous Newsletter Archives 

Click Here to Sign Up for the Sooner Tea Party Email list 

Forward this email to a friend 

Oklahoma Guardian Update 
Most of the first issue has been delivered as of today. 
Plenty of volunteers stepped up to roll and wrap the 
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okcgunshow.com 
okcgs.com 

Claude Hall has 
always take care of 
the Tea Party and the 
Ron Paul activist 
community at his gun 
shows. 

His next OKC dates 
are: 

May 19th- 20th, 
July 14 - 15th, 
Oct 6-7th 
Nov 17- 18th 
Dec 15- 16 

Wolflaser.com 

This guy is a Noble 
Oklahoma based 
company that has 
great prices on 
electronics of all 
types and 
inexpensive toner 
and ink for your 
printer. 

papers and even more stepped up to distribute them. We 
sorted out our voter vault for Cleveland County and parts 
of McClain and Pottawatomie County into the most 
frequent voters then dropped the excel spreadsheet into a 
mapping program that showed each address as a red dot 
on the map when you zoomed in and gave large red dots 
with the number of frequent voters when the map was 
zoomed out. Once we knew where the concentrations of 
frequent voters were we saturated the area with 
newspapers, frequent voters and their neighbors alike. 

I learned a new sound, the ''thwap" that a newspaper 
makes when it lands on a concrete driveway. It is a 
lovely sound because it reminded me that each 
newspaper thrown was a slap across the face of a bad 
politician, a pat on the back of a good politician or 
candidate, and another voter that has a shot at 
awakening from the political coma that many of us were 
in prior to 2009. We learned that one person could throw 
between 300 and 700 papers per hour depending on the 
density of the homes. I usually worked alone so I would 
do one side of the street and turn around at the end and 
do the other side. Many times I would see people stop to 
get their mail or walking out to see what we had 
delivered, watching them pick up the newspaper and start 
unwrapping it as they walked back to their homes. 

We have sixteen days before the primary on June 26th. 
Sixteen days to make a difference by exposing some bad 
voting records and defeating some bad politicians. Ad 
sales are slow but there is enough as long as donations 
continue to come in to cover the difference between costs 
and advertising income. When you look at an established 
paper like the Oklahoma Constitution there aren't a lot of 
ads, less than a half dozen in the last issue, and since we 
aren't planning on developing a repeat territory to cover 
again and again it is going to take a certain type of 
advertiser to support the newspaper. But we have a start 
and it will grow. 

The next issue will go to print early next week. Here is 
the first page but we are still adding stories on Kevin 
McDougal who is running against Senator Brian Crain and 
Louis Jacobs who is running against Rep. Weldon 
Watson. I don't think that we are going to have the time 
or the advertisers to fund dropping copies in those two 
districts but the candidates can at least use the stories in 
their campaign literature and websites. 

The issue after that will be Edmond where we will 
hammer Rep Marion Cooksey and Senator Clark Jolley on 
their horrible voting records. High Noon Club leader Bob 
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Comtec Security 

Comtec 
provides residential 
and commercial 
security systems in 
Oklahoma. 

There is only one 
thing you really 
need to know 
about Comtec's 
quality and pricing, 
they do not require 
a contract for their 
services. 

Customers are free 
to walk away if 
their service isn't 
top quality. 

Rodent 
ResistantChicken 
Feeders! 

$50 + Shipping 

Advertise Your 
Business, Event, Or 
Service Here! 

Dani and Pastor Paul Blair are campaigning hard to defeat 
the two incumbents but they need our help as the State 
Chamber is pouring untold amounts of money into the 
RINO incumbent's campaign chests. 

And if more donations come in or if advertising picks up 
we should be able to do one, maybe two more issues into 
either Ada, Northwest OKC, or the Midwest City area. Rep 
Todd Thompson, Gary Banz, and Guy Liebmann all have 
good challengers that can win if we all pitch in money and 
help wrap and distribute the newspapers. 

But, remember that we don't have to win a single race to 
be successful, the political pain and embarrassment of 
seeing their slimy voting record exposed is enough to turn 
around many of the bad politicians and encourage those 
legislators that are sitting on the fence to stand up and 
represent Oklahoma values. They are afraid, they are 
anxious, they are working harder than ever to survive, 
and spending time away from their families all the while 
selling more and more of their soul and integrity to the 
State Chamber money men. Even the State Chamber is 
getting the message after the loss of the bond issues at 
the end of the legislative session, enough so that they are 
telling legislators that they are going to change the way 
they distribute money next year. Citizen activists can beat 
corporate donations any t ime and the politicians 
understand this too well which is why you saw the bond 
issues defeated, the desperate attempt to put an second 
AL.AC bill through the Senate, and why Open Carry passed 
this year. 

Action Alert 

We are going to need a lot of volunteers to help roll, 
wrap, and distribute newspapers in the next two weeks so 
please email or call to get connected. We need people in 
Oklahoma City and Tulsa and anyone that can travel to 
help out. 

We also need as much money as you can give to print 
more copies of the paper for distribution. A nickel will 
cover the cost of educating one voter as there are usually 
two or more voters at each frequent voter house. Take 
your spare change down to the bank or to a Coin Star 
machine and cash it in if that is all you can do but donate 
now. It will be another two years before we will have the 
chance to defeat so many bad politicians for so little cost. 

Advertise with us if you have a business, the cost is 100% 
tax deductable unlike a political donation which is 
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$25.00 per week, 
tens of thousands of 
Oklahoman 
impressions every 
newsletter 

generally not other than a few hundred dollars, and the 
ads will increase your business and brand name 
awareness. We can help make the ad, just get in touch 
ASAP to make the printing deadlines. We will work with 
new advertisers on the pricing and the advertising will 
bring in new business. 

Email us at soonerteaparty@gmail.com or call 405-
412-6233 
Send paypal donations using soonerteaparty@gmail.com 

You can mail checks to Sooner Tea Party, 358 North 
Rockwell Ave, Oklahoma City, Ok, 73127 

Liberal Glen Mulready Rejected by 
Local, State, and National Republican 

Groups 
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RINO Republican Representative Glen Mulready, the father 
of the Obama Care/Fallin Care Health Insurance Exchange 
bill, continues to lose the support of Republicans during 
his effort to reclaim his House seat on June 26th. 
Despite fundraising help from Speaker Designate 
Representative TW Shannon and Governor Mary Fallin, 
Representative Mulready lost the endorsement vote by 
several prominent Republican groups. His opponent, 
Darren Gantz, was endorsed on Saturday by the Tulsa 
Area Republican Assembly, the Oklahoma Republican 
Assembly, and the National Federation Republican 
Assembly. 

Help put this liberal Republican back to work for Blue 
Cross/ Blue Sheild by pitching in with Darren Gantz the 
next two weeks or volunteer to help us distribute the 
newspaper in his district in the next week to ten days. 

Governor Fallin Has a Gas Problem 

By Ms PM 

No, the Governor's staff hasn't started calling her stinky 
Mary yet but a different kind of stench is permeating 23rd 
& Lincoln lately. Last year, upon hearing different stories 
in the news about the abuse of eminent domain, I became 
concerned for Oklahomans. The research took me to an 
article where Governor Mary Fallin had signed off on SB 
124. You can read the bill here. Look for the menu tab 
that says versions 

SB 124 makes wind turbine companies unable to acquire 
private land through eminent domain. After reading the 
bill I wondered why this bill only pertained to wind 
turbines. 
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The article covering the bill Governor Fallin signed can be 
read here. 

In this article, DCP Midstream is seeking eminent domain 
lawsuits against landowners in the northeast part of the 
county to build their natural gas pipeline. 

In this article, there are a couple of land owners that 
have something to say about the strong arm tactics DCP 
Midstream is using. 

Joe Freund lives on 40 acres of forestland about a mile 
east of Arcadia and states that DCP Midstream offered 
him $8,000 for almost 6 acres cut through the middle of 
his property. Freund states he did not cut any more trees 
than necessary to build his house and barn. "We even 
brought in 36 trees from our previous residence in 
Edmond." Joe also states that some of the trees to be cut 
down are over 100 years old. 

Harold Westermier understands that eminent domain is 
necessary but the pipeline is detrimental to his long term 
plans he has had for his property which he has owned 
since the mid 60's. He may want to develop his land and 
had only asked that the pipeline lay at the edge of his 
property line instead of a 1,700 foot diagonal right 
through. 

I had called the Governor's office over a year ago after my 
initial findings regarding wind turbine companies as the 
only ones not being able to use eminent domain. I asked 
why, and with all reasonable questions, I didn't get an 
answer and was told the issue would have to be 
researched and the findings would be mailed to me. I did 
get the packet of useless documents mailed with taxpayer 
money, which took two weeks to arrive and then ended 
up in the garbage can because the answer to a very 
simple question was nowhere to be found. Because of the 
skepticism I have acquired after numerous dealing with 
Oklahoma government, I knew there was a reason the 
Governor only stipulated wind turbine companies as the 
ones who could not enforce eminent domain, and now I 
know why. 

Instead of going to bat for the citizens, Governor Fallin 
has once again, pretended she is doing a great deed by 
standing up for SB 124 in hope of citizens being pacified 
into thinking she is protecting Oklahoma land owners. In 
my mind she had to have known what was coming or at 
the least, something may come and she wanted her 
options open allowing her to play both sides, something 
government has mastered over the years. I say this 
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because of the on-going issue, as an example, with the 
water rights between the tribes and the state. The same 
tactics are being used again. The water issue was covered 
in a previous story and the insight I had then came to be 
true when the state pitted the citizens against the tribes, 
as I had predicted. 

Governor Fallin has left a way out for her to act as if she 
still walks on water by touting her accomplishment of 
protecting the citizens against eminent domain lawsuits. 
She will not stand up to the oil and gas companies by 
working with the citizens to pass a law that states they 
must follow the perimeter property line of land owned by 
citizens. This would allow the swath at the edge of their 
property instead of being cut through the middle. This 
scenario would cut into the pockets of DC Midstream along 
with any funding to Governor Fallin later in her political 
career. 

This approach would be a win-win situation, the pipeline 
would be laid and property owners would have to allow 
the most unobtrusive route. As it stands, property owners 
must allow pipeline workers access and what was once a 
private yard, in some instances, will no longer be the 
case. 

The governor could be seen in a positive light instead of 
another mark on her dismal record. You can bet money is 
involved and sometime in the future she will be paid off 
for her greedy deeds, this is the way she operates. If 
there is anyone out there that thinks government will take 
care of you, you are sadly mistaken. Governor Fallin is not 
what Oklahoma needs, she could be, but as long as her 
main objective is to spend her time plotting the deception 
against Oklahomans, hoping not to be found out and 
being paid off by multi-million dollar company's, this is 
what we will continue to get. These corrupt tactics are 
what she has used in the past, continues to use now and 
will be her agenda in the future. 

Are you in the path? 
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State Chamber Plans on Bullying 
Judges 

Last week Sallisaw Representative John Bennett laid into 
the State Chamber of Commerce for their plan to begin 
intimidating judges with their new judicial rating system 
set up by their new Oklahoma Civil Justice Council. In a 
press release John Bennett called on State Chamber CEO 
Fred Morgan to disclose who is paying for the new 
council: 

''As a state representative, I completely respect the State 
Chamber's attempt to voice their opinion about legislation 
that is being considered," said Bennett. "Because the 
State Legislature is the proper avenue for outside groups 
to have their voices heard. However, I am outraged that 
any group is attempting to bully the independent j udiciary 
here in Oklahoma, including the State Chamber's 
Oklahoma Civil Justice Counci l. " 

When asked why Bennett was opposed to the State 
Chamber's judicial rating system, he replied: 

"The Appellate and Supreme Court j ustices have one 
litmus test when deciding cases: Is it Constitut ional? 
Whether it's pro-Chamber or anti-Chamber is not how our 
judges should be deciding law. That's why I'm calling on 
Fred Morgan to release all information behind the 
Oklahoma Civil Justice Counci l. Who is really behind this 
and how much have they poured into this bully 
organization?" 

Bennett continued: 

"And I call on all business owners who are members of 
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the Chamber of Commerce to contact Fred Morgan and let 
him know that bullying judges is not the right way to 
influence legislation." 

John Bennett has been a great Representative the last two 
years and he is number one on the State Chamber's Most 
Wanted List so his opponent has recieved thousands and 
thousands of corportate donations. John could use all the 
help he could get, both money and people willing to go 
knock on doors or deliver his flyers. 

The Sooner Tea Party helped John get elected and he 
stood tall and principled through a lot of heat. The man is 
a patriot, won't sell his vote, and will become stronger the 
longer he stays at the Capitol. Understand that if we lose 
as few as three seats to the RINO then the House Speaker 
Designate race can be undone and a RINO Chamber Rat 
will take control of the House. 

You can contact John or donate through his website but 
hurry as he faces a RINO Republican opponent in the 
upcoming June 26th primary 

Your First Amendment 
Rights Can be Terminated 

One of the complete shocks in politics was the number of 
police officers and former police officers that are 
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adamantly opposed to increased police powers and for our 
2nd Amendment rights. Like most people I rarely had 
contact with the police and the few I knew personally I 
had assumed were "different" as they thought like I do on 
a lot of issues. I hate to admit it but I had bought into 
the liberal/progressive B.S. that cops were out to protect 
themselves at all costs and damn the public. 

Then I started meeting more and more police officers and 
former police officers that were hard core 
constitutionalists and my views completely changed on 
cops. Sure there are some bad apples just like there are 
bad apples in all professions but I'm finding that more are 
just trying to do a tough job, go home alive at the end of 
the day, and keep the human trash from harming the rest 
of us. 

Dave Bell, one of the retired officers that I have met in 
politics sent me this link this week with the headline "More 
Thug Cops!". Dave is running for Senate up in North 
Tulsa, has an easy race until late fall when he has to face 
Democrat Representative Jabar Shumate or former Tulsa 
City Councilman Green Williams in a General election. 
Dave supports police officers of course but he also 
demands that the bad ones get culled out and pay for any 
crimes they commit. 

The video shows a Chicago police officer hassling camera 
men trying to do their job and report the news. What is 
worse is that the cop is a black man, and one would think 
that if anyone had some sense of where brutal police 
tactics lead it would be a black man. 

Oklahoma is a single consent state meaning that as long 
as one person in the audio or video knows that the 
conservation is being recorded then it is legal to record 
the event but there have been problems with police 
harrassing and even arresting citizen activists for filming 
or recording. 

Authority goes to people's heads and without someone 
watching the watchers we will find that basic human 
nature will lead rational people to do ill rational things. 
Like it or not tyranny is inside all of us and we must be 
vigilant to constantly push back against this sort of 
behavior. 
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2012 RINO Index Survey 

The end of the legislative session was May 25th so it is 
time to begin picking bills for the 2012 RINO Index. The 
RINO Index was born after OCPAC leader Charlie 
Meadows failed to include a half dozen major bills into the 
2011 Conservative Index published by the Oklahoma 
Constitution. 

Charlie has two major flaws that make him a poor choice 
for being the final say on what bills are chosen and yes, I 
know they "vote" on the bills but as a leader Charlie had 
the responsibility of making sure that the most important 
bills were on the list. 

Charlie's first major flaw is that he believes that God put 
the politicians over us and therefore he should limit his 
action to chiding and cajoling to nudge them back into 
representing Oklahoma values. 

Second, Charlie would stand on his head naked in front of 
the Capitol before he would allow Representative Jason 
Murphy to make less than 100% on the Conservative 
Index. Murphy is a fine legislator, don't get me wrong 
on this, but he doesn't always vote the right way and 
usually it is when he needs to continue to claim 
"moderate" status. 
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A perfect example of this is SB 1969 which abolished the 
Board of Investors of the EDGE (Economic Development 
Generating Excellence) Fund and the EDGE Fund Policy 
Board. We are not defending the EDGE legislation, it was 
a bad idea but what the RINOs did with it this year was 
worse than the program itself. 

SB 1969 directs the State Treasurer to transfer interest 
from the $156,900,000.00 EDGE fund into the Quick 
Action Closing Fund, Governor Mary Fallin's slush fund for 
bribing businesses. Recent earnings projections from the 
EDGE Fund indicate earnings may approach $7,200,000 
based in FY -12 certified estimates. 

The principal of any investments made prior to July 1, 
2012, and maturing or otherwise available for expenditure 
on or after July 1, 2012 will be deposited to the State 
Regents Endowment Trust Fund. That is 157 million 
dollars sunk into a investment rat hole drawing interest to 
pay college professors more money. More taxpayer 
money that is gone forever with zero legislative oversight 
on how the cash is spent. Far better that that 157 million 
dollars be returned to the taxpayers and let the 
universities justify their needs to the legislature or earn 
their money from tuition. 

The EDGE fund was pretty much used for high tech 
companies that came out of university studies, funding 
development of private patents that university professors 
took out on work they performed while being paid by the 
taxpayers and using taxpayer funded equipment and 
laboratories. It was a horrible idea but sweeping over 
$164,000,000.00 into a corporate welfare slush fund and 
the endowed chair trust fund is even worse. 

What was worse was that Rep Murphey didn't support the 
effort to use that money to pay for repairing the Capitol 
buildings. He did help defeat HB 3156, the 
$200,000,000.00 bond issue that was to be used to repair 
the capitol but not once did he stand up in debate and 
argue against HB 3156. 

HB 3156 points out the dire need for the RINO Index. 
Watching the video of the debate on HB 3156 is like Alice 
in Wonderland, everything is upside down and 
backwards. If you watch the video of the debate on the 
bill you will see Democrats standing with conservative 
Republicans fighting to kill the borrowing of .2 billion 
dollars that our kids and grandkids would have to repay. 
House Minority Leader Scot Inman, a Democrat, stands up 
and asks why we would pay 130 million dollars in bond 
fees and interest for a 200 million dollar project when we 
have the money already in the bank. 
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Inman goes on to list a huge list of Oklahoma government 
agencies that could be funded for a year just from the 
230 million dollars we pay each year on our 11 to 13 
billion state debt. 

Watch the video, use this link and choose the Video tab 
on the menu bar. 

You get to see Representative Reynolds pointing out that 
the bond issue is unconstitutional and he reads the 
relevant sections of the Oklahoma Constitution that state a 
bond debt must be less than 25 years and must be 
submitted to a vote of the people. 

HB 3156 does go down but there were 15 legislators that 
voted for the bill despite knowing that it was absolutely 
unconstitutional as well as bad fiscal responsibility. The 
voting record is missing (not an uncommon occurrence on 
controversial bills) but from watching the videos and 
looking at the committee vote we can guess who most of 
the 15 were. 

The 15 miscreants appear to be Don Armes, Lisa Billy, 
Brown, Doug Cox, David Dank, Lee Denney, Dale Dewitt, 
Guy Liebmann, Scott Martin, Jason Nelson, Ron Peters, 
Earl Sears, and Speaker Kris Steele as all voted for this 
unconstitutional bill either in committee or on the House 
floor. Randy Grau is a possible suspect from his debate 
on the bill and Skye McNiel is almost a certain pick, 
basically all of Republican House leadership. 

Now why would Republican House leadership vote to put 
the state in debt to the tune of .2 billion dollars when they 
had cash sitting in the bank? Because of the special 
interests that bought and paid for their elections that 
want to be able to sell the profitable bond issues and rake 
in enormous fees and lucrative interest rates for their 
clients and their own investment portfolios. 

So SB 1969 and HB 3156 are certainly going to be on the 
2012 RINO Index. Another one that looks promising is 
JCR SB1984 which is authorizing the Tax Commission to 
close businesses under certain circumstances. Another 
possibility is SB1983 that raises vehicle taxes by limiting 
circumstances where tags might be purchased late. Two 
other picks, SB 1989 is the POP museum in Tulsa, and SB 
1990 the American Indian Cultural Center that is rotting 
away Southeast of Downtown OKC. And lastly SB 327 
that was to make sheriff race non partisan, something 
being pushed by incumbent Sheriff Whetsel in a desperate 
move to escape the Democrat label that has sunk so many 
politicians since 2010 
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The RINOs are desperate to stay in power. We don't 
need to protect any legislators or sugar coat anything, let 
them stand tall or slink away based on their voting 
record. Another much needed point is to split the House 
and Senate votes, not using one bill that had both House 
and Senate votes cast or recorded. Instead we pick out 
votes by going through the almost 1,000 bills filed this 
year to find the good and the ugly votes that draw a clear 
line between those good legislators that represent their 
constituents and those legislators that support the special 
interests that have bought and paid for their souls. 

We welcome suggestions from both the public and 
legislators on both sides of the isle. Our goal is to have 
the 2012 Index completed and published before the June 
26th primary election so get those submissions in quickly 
along with a link to the voting record and a paragraph or 
two on why the bill should be in the RINO Index. 

Not a Shy One, Paul Blair Speaks 
Out 

By R. H. 

The voters of Senate district 41 will have a choice this 
year between the incumbent who claims to be a 
conservative, and a challenger who is a true conservative. 

Paul Blair was an offensive Lineman for the Oklahoma 
State University Cowboys. He went on to play for several 
years in the NFL for the Chicago Bears. After his career in 

3605



the NFL was over, he returned to Edmond to run a 
business and to become a Pastor for a local church. 

During the contentious debate over gay rights legislation, 
Pastor Blair was at the forefront of the opposition to the 
legislation. His visible opposition, stemming from his deep 
religious background, became the ire of the pro-gay rights 
radical and violent retaliation. Death threats were made to 
the Pastor. 

Paul Blair interviewed with me for this story and his 
answers were the most direct that I have received yet. 

Q. If the majority of your constituents want you to vote 
for a bill that is unconstitutional, what would you do? A. I 
would vote NO. I have to follow the Constitution. I would 
then have to explain to my constituents why I voted the 
way I did. The only way a person should vote is by 
following the rule of law. 

Q. Would you vote for a bill from someone else in order 
for them to help you pass your bill, knowing that it would 
be a bad vote? A. No. A bill should be able to stand alone. 
Trading votes like that is the reason we're in the mess 
we're in. 

Q. You are paid per diem and part of your travel along 
that same route would be for your personal visit 
somewhere, how would you handle that? A. I would not 
collect per diem. I chose to run for this office. I knew that 
there would be travel to and from my home to the capital. 
I would choose to pay for it myself. Now if state business 
took me someplace other than the capital, then I would 
collect per diem. 

Q. If your vote, either for or against a bill was 
controversial and you would get flak from your 
constituents, would you just not vote? A. You know my 
record. You know that I would vote. That's the problem 
now. Too many legislators are afraid to make a vote. Not 
casting a vote is the reason we get too many bad laws. 

Q. Are there any instances where you would put a bill 
together knowing it will not pass, just to say to your 
constituents, "well, I tried." ? Explain why or why not. A. 
No. If a bill is submitted it should have a reasonable 
chance of passing and stand for a substantive change. 

Q. Do you think it's okay to get mandatory pay raises, 
health insurance and a retirement package all paid for by 
taxpayers? A. No. I have two jobs now. What do I need 
with an additional insurance and retirement package? I 
can understand the paycheck, but the pay raise should 
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not be automatic. 

Q. Will you be a career politician? A. No. In fact if I am 
elected and am challenged by an individual who is more 
conservative than I am, I will vote for them. 

Q. What is your definition of Public Servant? A. An 
individual who has the desire to serve the public not just 
the desire to serve special interest groups. 

Q. What are your thoughts on the NOAA? What would you 
do to stop it. A. The NOAA s unconstitutional. I would 
work for legislation invoking the states 1oth Amendment 
rights to stop enforcement of NOAA. 

Q. Do you believe that every Senator's bill deserves to be 
heard in committee? A. Yes. All bills deserve consideration 
at the committee level. 

Q. Do you believe the President Pro tern should have the 
power to decide which bills would be heard on the Senate 
floor? Why or why not? A. No. If a bill comes out of 
committee and is recommended by the committee for 
approval, then it obviously has merit and is deserving of 
review by the entire Senate. 

Q. As an elected official, is your loyalty to the President 
Pro-tem, the Party, the State Chamber of Commerce or 
the people who you represent? Explain your answer. A. 
Without doubt the people I represent. They sent me here 
to do a job and I intend to do the job to the best of my 
ability within the Constitution of the United States of 
America and the State of Oklahoma. 

Pastor Blair is without doubt one of the most conservative 
candidates I have interviewed. He's in a tough fight and 
could use some help. If you have some time contact him 
at his website There's a good comparison between him 
and Senator Jolley on his home page. 

Here are all the House members in two fifty 
member blocks of email addresses. Use Bee in 
your email address header and email fifty of 
them with one email yet they won't know who 
else got the email. 

Here are the State Senate email addresses in 
one block: 

Who is my state representative and my state 
Senator? Click here to find out 
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Here is the Senate Directory 

Here is the House Directory 

Rem 
ember to strip the unsubscribe link before 
forwarding this newsletter to prevent someone 
from taking you off our list! Use our forward 
this email link at the top of the newsletter to 
prevent being accidently unsubscribed. 

Money is always needed for printing costs, 
postage, sign materials, and robo call costs. 
We are tightfisted; we will spend your hard 
earned money wisely and frugally as we do our 
very best to clean up Oklahoma politicians so 
we can begin to clean up our country. 

You can donate by sending a check to Sooner 
Tea party, 358 North Rockwell Ave, Oklahoma 
City, OK, 73127 or visit Soonerteaparty.org and 
use the Paypal donation button. 

Unsubscribe I Change Profile 
Powered by YMLP 
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From: Drobac, Krista
To: Drobac, Krista
Subject: State Decisions on Health Insurance Exchange Functions
Date: Wednesday, August 24, 2011 9:22:36 AM

Dear NGA Meeting Participant:
 

We are looking forward to seeing you on September 8 and 9th at the NGA workshop on Health
Insurance Exchanges in Arlington, Virginia.   One of the topics we will be discussing is the idea
of a “federal partnership” model of Exchanges, which was introduced by the U.S. Department
of Health and Human Services (HHS) in their July regulations.  In order to maximize the
benefit of our discussion of this topic, NGA is conducting a brief and informal survey to be
completed and returned anonymously in advance of the NGA meeting. We will aggregate the
data only to inform state discussions at the meeting; no data will be released publicly or to HHS.
 
The survey can be accessed here: http://www.surveymonkey.com/s/EXCHANGES2011
 
As you will see, the survey addresses several possible models for federal partnership:

·           The state establishes and operates a SHOP Exchange and the federal government
establishes and operates an individual Exchange.

·           The state retains responsibility for governance of its Exchange(s)(making all policy
decisions) and has the federal government
establish and maintain all required operational functions.

·       The state creates and operates both Exchanges (or a combined one) but outsources a
variety of functions to the federal government, another state, or a private vendor.  

 
We believe this survey will help identify potential common ground on Exchange functions and
allow states to see how their counterparts are approaching some of the many decisions
related to the establishment of Exchanges.
 
It would be preferable to receive one survey response per state.  If possible, please coordinate
your state’s response and return the survey to NGA by Tuesday, August 30th.
 
Thank you.
 
Krista Drobac
Director, Health Division
Center for Best Practices
National Governors Association, Suite 267
444 North Capitol Street, NW
Washington, DC 20001
Office: 202-624-7872
Cell: 
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The information contained in this electronic transmission, including any attachments, is for the exclusive
use of the intended recipient(s) and may contain information that is privileged, proprietary, and/or
confidential. If the reader of this transmission is not an intended recipient, or a person responsible for
delivering it to the intended recipient, you are hereby notified that any review, dissemination,
distribution, or copying of this communication is strictly prohibited. If you have received this
communication in error, please immediately notify the sender and delete this message.
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hom: 
To: 
Cc: 
Subjea: 
Date: -...-

Pne<D Johns r;a>~e s. 
~~Arxlr<w
~ 
STATE EXOW«iE GRANT AWNID NIKI.JN:9ENT 
Tuesday, Nowri>er 29, 201111:15:29 AM 

~rdAJ J ?9 JJpdf 

As you may be aware, HHS Secretary Kathleen Sebelius made an announcement today regarding the third round of Establishment Grant awards, future funding opportunities~ 

and a new Exchange Q&A Links to the Secretary's remarks and additional information are below. 

Nicole 

S. Nicole Prieto Johns, MPA I Plann.ilg / Project Manager I Health Planning & Grants Office I Oklahoma State Department d He.atth 
tOOO NE 10th Street. Suite 355. Oklahoma City, Oklahoma 731 17-1299 I Bus. 405.271.2944 I Cell E-mail Nit;;o!ef !~eatth ot gav ( Website: http·ftwww nt g oythfiiltb 

HHSNews 

FOR IMMEDIATE RELEASE 

Office 

Tuesday, November 29, 2011 

States reuin more flexibility, r esources to implement. Affordable Insurance Euhanges 

More than half of states now creating marutplaces to help millions of families and small businesses buy insurance 

Contact: HHS Press 

(202) 690-6343 

The Department of Health and Hwnan Services (HHS) today awarded nearly $220 million in Affordable Insurance Exchange grants to 13 states to help them create 
Exchanges, giving these states more flexibility and resources to implement the Affordable Care Act The health care reform law gives states the freedom to design 
Affordable Insurance Exchanges - one-stop marketplaces where consumers can choose a private health insurance plan that fits their health needs and have the same 
kinds of insurance choices as members of Congress 

The Department also released several Frequently Asked Questions providing answers to key questions states need to know as they work to set up these new 
marketplaces Critical among these are that states that run Exchanges have more options than originally proposed when it comes to detennining eligibility for tax. 
credits and Medicaid And states have more time to appJy for "Level One" Exchange grants 

Today's awards bring to 29 the mm1ber of states that are making significant progress in creating Affordable Insurance Exchanges States receiving funding today 
include: Alabama, Arizona, Delaware, Hawaii, Idaho, Iowa, Maine, Michi~ebraska, New Mexico, Rhode Island, Tennessee, and Vennont 

"We are committed to giving states the flexibility to implement the Affordable Care Act in the way that works for them," HHS Secreta1y Kathleen Sebelius said 
·'Exchanges will give consumers more choices and make it easy to compare and shop for insurance plans " 

In the new Exchanges, insurers will provide new information such as an easy-to-understand SIIDlDl3f)' of benefits and costs to conswners The level of detail will 
sbatpen competition between carriers which will drive costs down 

HHS also released today a set of Frequently Asked Questions (FAQs) in anticipation of state legislative sessions beginning in January Answers will help advance 
state policy developn1ent for Exchanges For example, they clarify that Exchange grants can be used to build a state Exchange that is operational after 2014; that 
state-based Exchanges will not be charged for accessing Federal data needed to run Exchanges in 2014; and that state insurance rules and operations will continue 
even if the Federal government is facilitating an Exchange in the state HHS will also allow greater flexibility in eligibility detenninations, allowing, for example, a 
state-based Exchange to pennit the Federal government to determine eligibility for premium tax. credits 

Of the 13 states awarded grants today, 12 are receiving Level One grants, which provide one year of funding to states that have already made progress using their 
Exchange planning grant The 13th state, Rhode Island, is receiving the first Level Two grant, which provides multi-year funding to states further along in the 
planning process 

Forty-nine states and the District of Columbia have already received planning grants, and 45 states have consulted with consumer advocates and insurance 
companies Thirteen states have passed legislation to create an Exchange 

States have many opportunities to apply for funding To accommodate state legislative sessions and to give states more time to apply, HHS also announced a six
month extension for Level One establishment grant applications Applications now will be accepted until June 29,2012 (the original deadline was December 30, 
2011) 

For the FAQs, visit http· 1/ccjjo ems govlresmuceslreg~~ationsljndex hbnl#bje 

For more information on Affordable Insurance Exchanges, visit http·lfwww Hea!thCare gowlaw/fe;rtures/chojres/exchangrs!jndex html 

For more information on the states receiving grants, visit http-{{www healthcare gpv!news!factshrets()01 1 105/exchanges052320 1 1 a hbnl 

Note: All HHS press releases, fuel sheets and other press materials are available at htqrflwww hhs gawnews 
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From: Lindsay Russell
To: Lindsay Russell; Marie Sanderson
Subject: State Exchange Information-11 states Passed Exchange Legislation in 2011
Date: Monday, January 16, 2012 10:50:34 AM

<https://webmail.rga.org/owa/UrlBlockedError.aspx>
Health Care
Eleven States Passed Exchange Legislation in 2011, Report Says

————————————————————————————————————
BNA Snapshot

Health Insurance Exchange Progress Report

Key Finding: Eleven states enacted legislation in 2011 to establish exchanges.

Other Findings: Alternatives to legislation are being pursued.

————————————————————————————————————

By Sara Hansard

Eleven states enacted laws in 2011 to establish health insurance exchanges, and another four states
enacted legislation signaling an intent to establish the exchanges that must be created in all states by
2014 under the health care reform law, according to a progress report released Jan. 11 by the
Commonwealth Fund (CWF).

“Planning for the exchanges is well under way in many states, some of which do not have signed
legislation in place,” the report said. CWF is a health care research organization that advocates for
greater access to health care, particularly for low-income people.

Four states—Mississippi, North Dakota, Virginia, and Wyoming have enacted legislation indicating their
intent to establish an exchange—an online health insurance market—or study establishing an exchange,
according to State Health Insurance Exchange Legislation:A Progress Report. Michigan, New Jersey,
New York, North Carolina, and the District of Columbia have passed exchange legislation in at least one
house of their legislatures.

Exchange legislation was introduced in 2011 or 2012 that is pending in Maine, Ohio, and Wisconsin, it
said. Wisconsin Gov. Scott Walker(R) has said he would not move forward on an exchange until the
Supreme Court decides the constitutionality of the Patient Protection and Affordable Care Act, the report
said.

Individuals and small businesses can enroll in health insurance through the exchanges under PPACA,
and up to 30 million people are expected to do so by 2020, the report said. To the extent that eligibility
and enrollment for Medicaid and the Children's Health Insurance Program are determined through the
exchanges, the number of people coming to exchanges for information about coverage could rise to 80
million, it said.

Legislation Needed to Create State Exchanges

States must pass legislation authorizing the exchanges to be created, the report said. In the absence of
state legislation, governors in some states may pursue other means of creating authority to establish
and operate the exchanges, such as through executive orders, the report said.

States that either decline to establish exchanges, or that have not been certified by the Department of
Health and Human Services by January 2013 as having made sufficient progress toward creating an
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exchange, will have to work with HHS to set up “federally facilitated”exchanges, it said.

Proposed regulations issued in 2011 by HHS would allow conditional approval of exchanges if states are
at an advanced stage in the development process, and states may apply to operate exchanges after
2014, the report said.

The 11 states that passed exchange legislation are California, Colorado, Connecticut, Hawaii, Illinois,
Maryland, Nevada, Oregon, Vermont, Washington, and West Virginia, the report said. Prior to passage
of PPACA, Massachusetts passed a law similar to PPACA, and the state operates an exchange known as
the Connector under the law. Utah established a small business exchange in 2009.

Legislators in seven states introduced legislation to establish exchanges that either failed or died
because of adjournment. Those states are Alaska, Arizona, Iowa, New Hampshire, Oklahoma,
Pennsylvania, and Texas.

Alternatives Being Pursued

Governors in eight states have pursued or are considering alternatives to establishing exchanges
through nonlegislative means, such as executive orders, according to the report: Alabama, Arkansas,
Georgia, Indiana, Minnesota, Missouri, Montana, and Rhode Island.

Governors in Florida, Louisiana, and South Carolina have notified HHS that their states do not intend to
establish an exchange, the report said. New Mexico's governor vetoed legislation passed by the
Legislature to establish an exchange, although the state has a federal grant to establish an exchange
and the governor appointed a physician to lead the state Office of Healthcare Reform, which is to
establish an exchange, it said.

So far, HHS has awarded 28 states and the District of Columbia multimillion-dollar exchange
establishment grants, the report said.

Seven states have not had any legislative activity to establish an exchange, but a few are moving
forward with planning their exchanges regardless, the report said. Idaho, Kentucky, Nebraska, and
Tennessee each won grants in 2011 to establish exchanges, it said.

The CWF report was authored by Sara R. Collins and Tracy Garber.

For More Information

State Health Insurance Exchange Legislation: A Progress Report is at
http://www.commonwealthfund.org/Publications/Blog.aspx.

Lindsay Russell
Public Policy Advisor
Republican Governors Association | RGPPC
1747 Pennsylvania Avenue, NW, Suite 250 | Washington, DC 20006
 C:  | lrussell@rga.org<mailto:lrussell@rga.org> | www.rga.org
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From: Laura Brookins
To: Katie Altshuler
Subject: State Exchange
Date: Thursday, March 03, 2011 4:57:10 PM

Katie ~ Is there a convenient time I could meet with you (in person or on the phone) to learn 
what the Governor's plan is for development of a state Health Insurance Exchange?

Thank you for your time.

Laura Brookins, Esq.
Executive Director,
Oklahoma Association of Health Plans
 
(405) 285-7745 Office
(405) 285-7746 Facsimile
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From: Micciche. Frank 

Subject: state of the States: Health Insurance Exchanges 1.13.12 
Friday, January 13, 2012 3:09:26 PM Date: 

Attachments: SOTS 1 13 12.pdf 

JANUARY 13, 2012 

Attached please find an updated edition of the McKenna Long & Aldridge LLP State of the 
States report on Health Insurance Exchange development. Please feel free to contact Frank 
Micciche, Cindy Gillespie or Er ic Tanenblatt if you have any questions. 

This Week in the States. legislators returned to a number of capitols to kick off what for most 
states is the second half of their two-year sessions. louisiana, Mississippi, New Jersey and 
Virginia will commence new sessions following their 2011 legislative elections. while Montana, 
Nevada, North Dakota and Texas do not hold regular sessions in odd-numbered years. 

Several states saw new legislation introduced that would establish exchanges. These include 
Florida, Nebraska, New Jersey, New Mexico, Ohio, Virginia and Wisconsin (filed in November 
2011 ). In addition, Governor Gregoire of Washington, who signed the Washington Health Benefits 
Exchange bill into law last spring, filed legislation further clarifying operational procedures and 
policy. And, in the majority of states where bills carryover from 2011 to 2012, exchange legislation 
filed last year remains alive-if only technically in most cases. One place in which action seems 
likely is New York, where the state Assembly passed an exchange bill on the last day of the 2011 
regular session, but the state Senate's GOP majority held it up. Governor Cuomo has indicated 
that the passage of this legislation is a priority for him in 2012. A review of the status of all state 
legislation is included in the attached report. 

About McKenna Long & Aldridge LLP 1 McKenna Long & Aldridge LLP is an international law firm with 475 attorneys and public policy 
adVisors. The firm provides business solu ions in the areas of complex litigation, corporate, environmental, energy and climate change, finance, 
government contracts, health care, intellectual property and technology, intema ional law, public policy and regulatory affairs, and real estate. 
To learn more about the firm and its services, log on to mckennalong.com. 

If you would like to be added to, or removed from this mailing list, please use this link or email infonmation@mckennalong.com. 
Requests to be removed are honored within 10 business days. 

© 2011 MCKENNA LONG & ALDRIDGE LLP, 1900 K STREET, NW, WASHINGTON DC, 20006. All Rights Reserved. 

*This Advisory is for informational purposes only and does not constitute specific legal advice or opinions. Such advice and opinions are 
provided by the firm only upon engagement with respect to spedfic factual situations. This communication is considered Attorney Advertising. 

CONFIDENTIALITY NOTICE: 
This e-mail and any attachments contain inf ormation from 
the law firm of Mc Kenna Long & Aldridge LLP, and are 
intended s o lely f o r the use of the named recipient or 
recipients. This e -ma i l may contain privileged 
attorney/c lient communications o r work product. Any 
d issemination of this e-mail by anyone other t han an 
intended recipient i s strictly p r ohibited . If you are no t a 
named recipient, you are prohibited from any fur ther 
viewing o f t he e-mail or any attachments or from making any 
use o f the e-mail or attachments. If you b elieve you have 
received this e-mail i n error, notify the sender 
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immediately and permanently delete the e-mail, any 
attachments, and all copies thereof from any drives or 
storage media and destroy any printouts of the e-mail or 
attachments.
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From: State Refor(u)m
To: Katie Altshuler
Subject: State Refor(u)m: find health reform implementation ideas that fit your state
Date: Monday, November 21, 2011 3:16:33 PM

State Reforum

  

Searching for Health Reform Ideas That Fit Your State?
State Refor(u)m Can Help

State Refor(u)m connects your agency and staff to their peers in other states. Register for the site, and

let your staff know that on statereforum.org they can:

See how other states are approaching implementation

Network with counterparts throughout the country

Ask questions and offer ideas in online discussions

State Refor(u)m is an online community of more than 1600 health reform thinkers and doers from all 50

states. Registered users of the site post documents and comments that reflect their implementation

work, and the site's collection numbers nearly 800 documents, including:

Arizona: Level One Establishment Grant Application

Nebraska: Health Insurance Exchange Planning Overview and Recommendations

Tennessee: Best Alternatives to a Federal Insurance Exchange in Tennessee

And much more

Register for the site to join this knowledgeable community, and to receive State Refor(u)m newsletters,

webinar invitations, and content updates.

Have any questions about the site or the community? Email us at statereforum@nashp.org

      
Stay connected. Follow us on Twitter.

  

  

National AcademyRWJF
For more information, 
visit statereforum.org.   

          

  
This email was sent by: National Academy for State Health Policy
10 Free Street., Second Floor Portland, Maine, 04101, USA

Unsubscribe
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From: Dustin Huffman
To: Dustin Huffman
Cc: Marie Sanderson; Deborah Hohlt (
Subject: Statement from Governor Brewer: Too Many Questions, Costs with State Health Exchange
Date: Wednesday, November 28, 2012 4:12:19 PM
Attachments: Letter - Cohen 112812.pdf.pdf

PR health exchange (11-28-12).pdf

All:
 
Please see the attached letter and press release from Governor Jan Brewer regarding Arizona’s
Health Exchange. Text from the press release is pasted at the bottom of this email and PoliticoPro
just sent the following alert:

The state has been actively planning to run its own exchange for almost two years, but Republican
Gov. Jan Brewer informed HHS today that she’ll let the feds operate Arizona’s exchange. “I have
come to the conclusion that the State of Arizona would wield little actual authority over its ‘state’
Exchange,” Brewer said in a statement. “The federal government would maintain oversight and
control over virtually every aspect of our Exchange, limiting our ability to meet the unique needs
of Arizonans and the Arizona insurance market.”

For a full run down of Republican governors’ responses to the Exchange implementation deadline,
please visit RGPPC’s staff-only portal: http://rgppc.com/health-insurance-exchange-tracking-letters-
and-releases-from-republican-governors/. If you need a new password, please let me know and I
am glad to create.
 
Best,
Dustin
 
Dustin Huffman
Policy Advisor 
Republican Governors Public Policy Committee | RGA
1747 Pennsylvania Avenue, NW, Suite 250 | Washington, DC 20006
Office: (202) 662-4927
Cell: 

 
NOTE: Official letter to HHS attached
 
 

FOR IMMEDIATE RELEASE                                                                                                 

CONTACT:   Matthew Benson

November 28, 2012                                                                                          

                                        (602) 542-1342

                                                                                                                       

                                        mbenson@az.gov
 

Statement by Governor Brewer
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Too Many Questions, Costs with State Health Exchange
 

PHOENIX – Today, Governor Jan Brewer notified the Obama administration that

the State of Arizona will not pursue the creation of a state-based Health Exchange.

Instead, Arizona will participate in a federally-operated Exchange, according to the

guidelines of the Patient Protection and Affordable Care Act.
 

“Today, I notified the U.S. Department of Health and Human Services (HHS) that

the State of Arizona will not create a state-based Health Exchange. This decision comes

following an extensive research and outreach process during which my team of health

advisors conducted public hearings and met with HHS, patient advocates and

representatives of Arizona hospitals, health providers, insurers, tribal groups and other

members of the health care community.
 

“This has been one of the more difficult decisions of my career in public service. My

opposition to the Affordable Care Act (ACA) is unwavering, as is my belief that it should be

repealed and replaced with legislation that achieves its stated goals: to improve access to

quality, affordable health care in this country. But I am also aware that the ACA remains

the law of the land. Likewise, though I am a steady advocate of local control, I have come

to the conclusion that the State of Arizona would wield little actual authority over its ‘state’

Exchange. The federal government would maintain oversight and control over virtually

every aspect of our Exchange, limiting our ability to meet the unique needs of Arizonans

and the Arizona insurance market.
 

“A state Exchange would be costly. Though the federal government has pledged to

pay nearly all startup costs, states that form their own health exchanges are on the hook

for operational expenses beginning in 2015. Those costs could total $27 million to $40

million annually for the State of Arizona, according to a recent study conducted by Mercer.

Of course, these expenses would be passed along in the form of fees resulting in higher

health premiums for Arizona families and small businesses. This would be an additional

financial burden at a time when so many Arizonans are still struggling.
 

“Lastly, there simply remains too much we don’t know about how a State-based

Exchange would function and its ultimate cost to taxpayers. Without clear federal guidance

and instruction, I cannot in good conscience commit the taxpayers of my state to this

costly endeavor.
 

“The State of Arizona has a long history of health care innovation. Our Medicaid

program, AHCCCS, has been a national model of cost-efficient care for three decades,

and our pioneering pursuit of integrated health is designed to improve the quality of life for

Arizonans living with serious mental illness. In this proud tradition, I remain committed to

working with legislators to enact State reforms that improve care and reduce costs for

Arizona families, while maintaining a vibrant and competitive health care marketplace.”

 

 

###

 
 
 
Matthew Benson
Director of Communications
Office of Arizona Governor Janice K. Brewer
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602-542-2661 (office)
 (mobile)

mbenson@az.gov
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From: 
To: 

Cc: 
Subject: 
Date: 
Attachments: 

!anjer swann©mccoonell senate goy 
Statement of Republican Policy - H.R. 4, The Small Business Paperwork Mandate Elimination Act of 2011 
Thursday, March 03, 2011 9:37:25 AM 
irnage003.ona 

STATEMENT OFi{R,fPJ}BLICAN POLICY 
~~ 

March 3, 2011 

H.R. 4, The Small Business Paperwork Mandate Elimination Act of 2011 

The health care law, enacted last year, created a new and burdensome tax reporting requirement for 
businesses. Under the new law, businesses must issue a Form 1099 for any payments to corporations and 
for any payments for property that exceed $600 per year. This new requirement will impose a huge tax 
compliance burden on small businesses, forcing them to devote even more resources to the tax 
preparation process and away from job creation and expansion. According to the National Federation of 
Independent Business (NFIB), this provision will have a "direct negative impact on small businesses." 

To help cover the cost of a subsequent small business lending law enacted in September 2010, the 
previous majority dipped further into the 1099 information reporting arena, expanding those requirements 
onto a new set of taxpayers. Specifically, this newer 1099 provision treats recipients of rental income 
from real estate as engaging in the trade or business of renting property, resulting in the imposition of 
these 1099 requirements on owners' rental property expense payments. This expansion would be the first 
time such reporting requirement have been imposed on taxpayers like individuals and families who are 
not engaged in business activity. 

H.R. 4 would repeal this government overreach and relieve families and job-creating small businesses 
from these burdens. 

In an eff01t to continue to repeal the new health care law, H.R. 4 also seeks to close one of the loopholes 
in the law that opens it to waste fraud and abuse. Under the health care law, eligibility for health 
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insurance Exchange subsidies (refundable tax credits) is based on income reported on the individual’s
most recent tax return.  However, when subsidy payments start in January 2014, the most recent tax
return will be for the 2012 tax year, and subsidy eligibility will be based on financial information that is
two years old.  Because financial circumstances can change significantly in two years (e.g., a new job, a
promotion, or a spouse returns to work), subsidies could therefore be provided to many individuals with
actual incomes that exceed subsidy eligibility thresholds.

Furthermore, the current health care law opens the door to waste, fraud and abuse by allowing individuals
to understate their income in order to receive extra subsidies, knowing that they would only be required
to repay a fraction of the subsidy if they got caught.  As a result, many households will receive thousands
of dollars in health care subsidies to which they are not actually entitled.

H.R. 4 would increase the limits on the amount of improper Exchange subsidy overpayments that would
have to be repaid.  Together, the provisions in H.R. 4 cut federal spending, cut federal tax collections, and
reduce the deficit.  For these reasons, House Republicans strongly support passage of H.R. 4.
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From: Oklahoma Policy Institute
To: Katie Altshuler
Subject: STATEMENT: Governor"s decision not to join Medicaid expansion is deeply troubling
Date: Monday, November 19, 2012 1:10:44 PM

If this email is not displaying correctly, you can view it in your browser.

Like us on Facebook
Follow us on Twitter
Watch our videos
Subscribe to emails

 

Oklahoma Policy Institute Director David Blatt released the
following statement in response to Governor Fallin's decision
not to join the Medicaid expansion under the Affordable Care
Act:

Governor Fallin’s decision not to expand the Medicaid

program to cover uninsured low-income adults is deeply

troubling and unfortunate, putting politics over the interests of

Oklahomans. We are missing a vital opportunity to improve

the health of our citizens, bolster the financial situation of our

health care providers, and strengthen our state economy.

If we do not expand Medicaid, some 150,000 low-income

uninsured Oklahomans will be stuck in a ‘coverage crater’,

earning too little to qualify for subsidized coverage through

the health insurance exchanges that the Affordable Care Act

reserves for individuals earning between 100 and 400 percent

of poverty. These Oklahomans will be denied coverage that

we know ensures better access to health care services, less

financial hardship, and better health outcomes.

Not expanding Medicaid also means that federal taxes paid

by Oklahomans will be spent on health care in other states,

not here in Oklahoma. Hospitals, community health centers,

physicians, and other medical providers across Oklahoma will

continue to absorb unnecessarily high levels of

uncompensated care, while shifting costs to Oklahomans with

insurance through higher charges and insurance premiums.

The Governor’s statement suggests that Medicaid expansion

would impose unmanageable costs on the state.  In reality,

the expansion is a very favorable deal for Oklahoma. The

federal government will pay 100 per cent of the cost for the

first three years and ultimately 90 percent of the cost in 2020

and thereafter. The Oklahoma Health Care Authority

estimates the state’s share of Medicaid costs in 2020 at $28 -

$37 million – an amount that is less than 0.5 percent of

current state appropriations. In fact, Medicaid expansion

could well save the state money, since Medicaid would pick

up expenditures currently paid for with state-only dollars by

the Department of Mental Health and Substance Abuse

Services and Department of Corrections.

We fervently hope that in the coming months, the Governor

will reconsider this decision, and along with legislative

leaders, choose to do what is best for Oklahoma's citizens by

expanding Medicaid for low-income adults.
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From: Jason Sutton
To: Jason Sutton
Subject: STATEMENT: Rep. Jason Nelson on Supreme Court Decision on Health Reform Law
Date: Thursday, June 28, 2012 12:33:13 PM

State Rep. Jason Nelson, R-Oklahoma City, today issued the following statement regarding the U.S. Supreme
Court decision upholding the Patient Protection and Affordable Care Act. Nelson last year served as a member of
the Joint Task Force to Study the Federal Health Care Law.
 

“I want Oklahoma to stand strong in its continuing fight against the implementation of this destructive Federal law

at every turn and I will do everything I can to assist in the effort.

 

“Chief Justice John Marshall’s 1819 axiom, ‘The power to tax is the power to destroy,’ came to mind as I heard

the news of the U.S. Supreme Court decision today upholding Obamacare on the basis that it is a tax. Clearly

that power has been trained on individual and religious liberty by President Obama and Democrat Leaders in

Congress.

 

“It is unimaginable that our Founding Fathers could have intended for the Federal government to compel

American citizens to buy health insurance or pay a tax.”

 

 

Jason D. Sutton, J.D.
Media Division Director
Oklahoma House of Representatives

Office: (405) 557-7421

Cell:    (

jason.sutton@okhouse.gov

 
 
 
NOTICE: The information in this email is confidential, legally privileged, and exempt
from disclosure under law. It is intended solely for the addressee. Access to this
email by anyone else is unauthorized. If you are not the intended recipient, any
disclosure, copying, distribution or any action taken or omitted to be taken in
reliance on it, is prohibited and unlawful. The Oklahoma House of Reps does not
warrant any e-mail transmission received as being virus free, and disclaims any
liability for losses or damages arising from the use of this e-mail or its attachments.
Recipients of e-mail assume the risk of possible computer virus exposure by opening
or utilizing the e-mail and its attachments, and waive any right or recourse against
the House by doing so.
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STATEMENT: Supreme Court 
ruling means it's time to move 
forward 
Contact: David Blatt (918) 794-3944 

David Blatt, Director of Oklahoma Policy Institute, 

released the following statement in response to the 

Supreme Court's ruling on the Affordable Care Act: 

"The Supreme Court ruling to uphold the constitutionality 

of the Affordable Care Act is a significant victory for 

consumers, providers, and payers alike. It's also a 

wake-up call for Oklahoma, where our leaders have 

gambled on a wait-and-see strategy that's left us ill 

prepared for reform. The decision today underscores 

the state's obligation under federal law to move forward 

with implementation. 

As major provisions of the law take effect in the next two 

years, many of the state's 600,000 uninsured residents 

will gain access to health care coverage. Oklahoma will 

soon be required to operate an online competitive market 

for health insurance known as an 'exchange' - a one

stop-shop for residents to explore their coverage 

options. We now need to move quickly towards 

participating in the creation of a robust, consumer

friendly exchange for users to browse, compare, and 

purchase private plans and/or determine their eligibility 

for public programs and premium assistance tax credits. 

The Supreme Court also upheld expansion of the 

Medicaid program, a provision that will particularly 

benefit low-income uninsured Oklahomans, paid for 

almost entirely by the federal government. 
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For the 1.7 million Oklahomans who are privately insured 

and happy with their plan, coverage is now more secure 

and comprehensive. Insurers can no longer deny their 

claims or drop their coverage without oversight. Their 

insurer will now cover routine preventive care, like 

immunizations and cancer screenings, for no co-pay or 

additional out-of-pocket cost. 

The health law is already working to strengthen 

consumer protections and ensure that Oklahomans are 

getting what they pay for from their insurers and 

providers. It's now up to state leaders, regardless of 

their personal political preferences, to move forward 

quickly to implement the Affordable Care Act." 

• For the full text of the Supreme Court's ACA ruling, 

click here. 

• For ongoing, thorough, and expert coverage of 

today's ruling, check out SCOTUSblog. 

• For more information about the federal healthcare 

law and healthcare in Oklahoma, visit our website. 

Copyright© 2012 Oklahoma Policy Institute, All rights reserved. 
You are receiving this e-mail because you signed up at one of 
our events or at http://wvvw.okpolicy.org. 
Our mailing address is: 
Oklahoma Policy Institute 
P.O. Box 14347 
Tulsa . Oklahoma 74159-1347 

Add us to your address book 

unsubscribe from this list 1 update subscription preferences 1 view email in browser 
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States, Washington Must Plan Now For Real 
Reform 

By Grace-Marie Turner 

There are real problems in the health sector that must be fixed 
-- more now than ever because of the damage already 
wrought by ObamaCare - and we need to be ready to move 
forward. Our vitally important job over the next 18 months is to 
help the American people understand the massive changes 
that are coming from ObamaCare and build the case for the 
right reform. 

With Medicare, moving to a premium support model, as Paul 
Ryan has proposed, is the only way to keep the program from 
drowning in red ink. It is unconscionable that the White House 
is attacking the Ryan plan that is designed to save the 
program after Democrats themselves have gutted Medicare 
with ObamaCare. The president and his allies are hiding 
behind their MediScare tactics to deflect attention from what 
they already have done to the program. 

When Ryan addresses audiences, in person and in his 
popular YouTube videos, people get it The plan he has 
offered has been maligned beyond recognition by Democratic 
leaders, but the Associated Press "Fact Check" has called 
them on it, saying: 

"Democrats are distorting the fundamentals of a 
Republican plan to reshape Medicare, falsely 
accusing the GOP of pushing a proposal that 
tells the elderly 'you're on your own' with health 
care and that lets insurers deny coverage to the 
sick. 

"THE FACTS: First, the Ryan plan explicitly 
forbids insurance companies from denying 
coverage to anyone who qualifies for Medicare, 
including those who have pre-existing illnesses. 
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Second, it does not merely send money to the 

elderly and leave them to their own devices in 
arranging for medical care ... 

"The government would offer subsidies to pay 
for the coverage and set standards that 
insurers must follow. One condition, says the 
plan, is that participating insurers 'agree to offer 
insurance to all Medicare beneficiaries, to avoid 
cherry-picking and ensure that Medicare's 

sickest and highest-cost beneficiaries receive 
coverage.' 

"Nor would the government merely send 'X 
amount of dollars' to the elderly and let them 
figure out whether they can afford coverage. 
The subsidies would go to the plan selected by 
the beneficiary ... " 

While it's hard to get through the mainstream media, a lot of 
educational efforts are going on. A few examples just from 
yesterday: 

• The House Energy and Commerce Subcommittee on 
Health held a hearing yesterday about the regulatory 

burden of ObamaCare, with Chairman Pitts showing the 
huge stacks of paper with ObamaCare-related regulations 
issued so far. "Over 3,500 of pages of rules, notices, and 

corrections have been published, many of which were 
released as interim final rules, bypassing the traditional 
public comment period, and giving them the force of law," 
said Chairman Pitts. "And this stack is just the beginning. 
More regulations are due out in the near future, including 
the establishment of the essential minimum benefits 
package, which will increase premiums and put people's 
coverage at risk." 

• The 21 members of Congress's GOP Doctors Caucus 
sent a letter to the president yesterday warning of the 
dangers of the Independent Payment Advisory Board, 
calling for repeal and calling it a "blunt tool" that will 
"disproportionately cut care for the sickest and poorest 
seniors." 

• And a survey was released this week by the Small 
Business and Entrepreneurship Council that showed that 

only 7% of small businesses have taken advantage of the 
small business health insurance tax credit, with the great 
majority saying it is of little or no help. 

The states are the power centers on health care right now. 

While Washington is entangled in a regulatory morass, states 
are in a unique position to begin making progress with 
initiatives that work for them. That also means taking a hard 
look at what they have done to drive out competition and drive 
up prices in their health insurance markets. 

These changes won't be easy, as we saw when Arizona tried 
to enact legislation allowing cross-state purchasing of health 
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Events 

Caring for People Covered by Both 
Medicare and Medicaid: A Primer on 
Dually Elig ble Beneficiaries 
Alliance for Health Reform Briefing 
Friday, June 3, 2011 
12:15pm - 2:00pm 
Washington, DC 

2011 Faith & Freedom Conference 
and Strategy Briefing 
Faith & Freedom Coalition Event 
June 3-4, 2011 
Washington, DC 
Grace-Marie Turner will speak about 
repealing and replacing ObamaCare 
on Saturday, June 4. 

9th Annual Health Care Conference 
Washington Policy Center Event 
Tuesday, June 7, 2011 
8:00am - 1:30pm 
Seatac, WA 

Eastern Washington Health Care 
Luncheon 
Washington Policy Center Event 
Wednesday, June 8, 2011 
12:00pm - 1:30pm 
Spokane, WA 

Seventh Annual State of Personalized 
Medicine Luncheon 
Personalized Medicine Coalition Event 

3629



insurance. The first step is to educate the public about the 
problems that short-sighted mandates and regulations have 
created, and bring the public along to understand changes that 

would give them more options for more affordable, portable 
coverage. The educational process is crucial. 

With Medicaid, even Democratic governors and legislators are 
now demanding a block grant to get away from the 
Washington-may-! red tape. This is an important breakthrough. 
Medicaid is the largest and the worst health care program in 
the country. People on Medicaid have worse health outcomes 
than the uninsured and yet it is bankrupting the states. It must 

be changed. 

And we need to begin to work on the specific 
recommendations for change that are not part of the top-line 

debate but are crucial. 

As an example, I wrote for Wednesday's New York Times as 
part of a colloquy to answer a specific question about "the one 
thing Medicare should stop paying for." 

"Dual-Eligibles," Doubly Expensive 

There are nearly nine million people, 
representing one in five Medicare beneficiaries, 
who are eligible for services through both 
Medicare and Medicaid - often called "dual 
eligibles." They are the poorest and often the 
sickest beneficiaries, many of whom have 
multiple acute illnesses and long-term care 

needs. 

Providing tools for those who are eligible for 
Medicare and Medicaid would save money and 
make the programs work better for the elderly. 

They consume about 25 percent of Medicare's 
spending and nearly half of Medicaid's - more 
than $250 billion in 2008. Yet 95 percent of 

them are stuck in an antiquated 1960s fee-for
service payment model and are bounced back 
and forth between the two programs. Many 
patients get lost in a crevice between Medicare 
and Medicaid where no one is overseeing their 

total care, leading to gaps, duplication and poor 
outcomes. 

Providing them with truly integrated care could 

significantly improve their lives and also help 
reduce health costs by providing timely, 
appropriate managed treatment. Read more >> 

And the most important thing you can do is get our book, 
Why ObamaCare /s Wrong for America 
(Broadside/HarperCollins). It is the handbook on ObamaCare 
and the one book that the Obama administration doesn't want 
you to read. If you haven't ordered it, this is the time. Here's a 
link to our dedicated website with ordering information. You 
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can get it on your Kindle, ebook reader, or from any virtual or 
brick-and-mortar bookstore. We all must be engaged in this 
crucial fight 

CLIP OF THE WEEK 

Paul Ryan: Stop the Raid; Repeal Rationing 
Board; Save Medicare 

In this video, Rep. Paul Ryan explains that ObamaCare 
"ended Medicare as know it. It does two things: It raids 
Medicare; and it rations Medicare." 
Watch now >> 

back to top 

GALEN IN THE NEWS 

Should Congress, president overhaul Medicare? 
Grace-Marie Turner 
Atlanta Journal-Constitution, 06/01/11 

The escalating political debate about the future of Medicare reveals a fear of change coupled with the 
growing recognition that change is essential to sustain the program for the future. House Budget 
Chairman Paul Ryan recognizes that reality in his proposal to begin modernizing the program, starting 
10 years from now. He wants the next generation of seniors to have more choices and lower costs 
through competition. They would get guaranteed private coverage through a modernized Medicare 
program that works much like the health program members of Congress have today. Voters face a clear 
choice. Do we want to continue down a path of price controls, restrictions on access and government
rationed health care? Or do we want to modernize Medicare- and save it- so seniors have the security 
of access to care and choices of coverage with competition driving costs down? 
Read More» 

There's No Choice But Change 

Grace-Marie Turner 
National Review Online: Critical Condition, 05/26/11 

The outrageous distortions about the Ryan Medicare reform plan are coming from people who are 
accelerating the program's path to insolvency. Here are the facts of the Ryan plan: Paul Ryan's plan 
does keep the payment reductions in Medicare under current law for ten years; he doesn't use them to 
create two massive new entitlement programs but to preserve Medicare. This is in stark contrast to what 
would happen to Medicare under current law. Without a serious course adjustment, Medicare will 
become a third-rate, price-controlled program that rations a lower quality of care through waiting lines 
and other restrictions. If the antiquated, open-ended, fee-for-service model isn't reformed, then we will 
continue to pour deficit-funded dollars into the program or raise taxes to levels that would topple the 
economy as mill ions of baby boomers hit retirement The only way to save Medicare is to change it 
Read More» 

What Medicare Services to Cut, Now: 'Dual Eligibles,' Doubly Expensive 
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Grace-Marie Turner
The New York Times: Room for Debate, 06/01/11

Providing dual eligibles with truly integrated care could significantly improve their lives and also help

reduce health costs by providing timely, appropriate managed treatment. The focus should be on

providing tools and solutions for those who are eligible for Medicare and Medicaid to receive better-

coordinated care by contracting with care management plans, a strategy to save money and make these

programs work better for vulnerable senior citizens. 

Read More »

Obamacare: No Friends in Free-Market, Single-Payer Camps
Arnie Cooper
Miller-McCune.com, 05/31/11

Galen's Grace-Marie Turner engages in a spirited debate over ObamaCare with Margaret Flowers of

Physicians for a National Health Program. 

Read More »

HEALTH REFORM

Fiscal Solutions: A Balanced Plan for Fiscal Stability and Economic Growth

Andrew G. Biggs, Joseph Antos, Alex Brill, and Alan D. Viard, Solutions Initiative by Peter G. Peterson

Foundation, 05/25/11

Is Health-Care Tax Credit Unpopular?

Sarah E. Needleman, The Wall Street Journal: In Charge, 06/01/11

Health Reform Creates Chaos With 50 States, 50 Sets Of Rules

David Gratzer, Investor's Business Daily, 05/31/11

The Impact of the 2007-2009 Recession on Workers' Health Coverage

Paul Fronstin, Employee Benefit Research Institute, 04/11

The Changing Politics of Doctors

Tara Parker-Pope, The New York Times: Well, 05/30/11

Irrational Exuberance and Accountable Care Organizations

Merrill Matthews, Forbes: Right Directions, 06/02/11

MEDICARE

How Should Washington Control Medicare Spending?

James C. Capretta, The Heritage Foundation, 06/02/11

Mediscare: The Surprising Truth

Thomas R. Saving and John C. Goodman, The Wall Street Journal, 05/27/11

Experiment to lower Medicare costs did not save much money

Amy Goldstein, The Washington Post, 06/01/11

Medicare Plan for Payments Irks Hospitals

Robert Pear, The New York Times, 05/30/11

CONSUMER CHOICE MATTERS® NEWS

How Do Consumer-Directed Health Plans Affect Vulnerable Populations?
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Amelia M. Haviland, Neeraj Sood, Roland McDevitt, and M. Susan Marquis, Forum for Health
Economics & Policy, 2011

Read more on the Health Reform Hub >>
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From: State Chamber Media
To: State Chamber Media
Subject: Statewide Coalition Leader Comments on Passage of Health Insurance Marketplace Legislation
Date: Monday, February 27, 2012 3:45:44 PM
Attachments: exchange member list 2-27-12.pdf

FOR IMMEDIATE RELEASE
Feb. 27, 2012

Contact: Jennifer Monies
(405) 235-3669

jmonies@okstatechamber.com
 

Statewide Coalition Leader Comments on Passage of Health
Insurance Marketplace Legislation

OKLAHOMA CITY—Fred Morgan, President of The State Chamber and leader of the
Oklahomans for Free Market Health Solutions coalition, comments on the passage of Senate Bill
1629, which would create a state-based, "Utah Model" marketplace where Oklahomans would be
able to easily access and competitively shop for private insurance products. 

Supported by U.S. Senator Tom Coburn, this model will be designed to allow Oklahoma to have
more control over a web-based marketplace than would be the case if the federal government
imposed an exchange. Under current law, if Oklahoma does not create its own system, the
federal government will impose one beginning in January of 2014. 

“A vote for this bill is a vote to prevent a federally-imposed health insurance exchange from
being forced upon our state by Washington D.C. I would like to thank the members of the Senate
Health and Human Services Committee who saw through the misleading rhetoric and voted for a
pragmatic, Oklahoma-based solution to our state’s health care needs,” said Morgan.

“Oklahomans have long been a national leader in the health care delivery system arena,
especially when it comes to our public private partnership in InsureOklahoma, which has been
modeled across the country. We need a health care system created by Oklahomans designed
specifically to address the unique health needs of our state and this bill does that.”

A list of the more than 40 member organizations of Oklahomans for Free Market Health
Solutions accompanies this release.

###
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Political Pain by the Pallet Load 
Delivered to Cleveland County RINOs 

The idea of starting up a conservative newspaper started last summer after the 
numbers of volunteers willing to walk precincts started dwindling with the summer 
heat. Going door to door delivering flyers to voters is hard work and you can do 
around four homes per minute if you bustle but you can't do that for more than a 
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May 19th - 20th, 
July 14 - 15th, 
Oct 6 -7th 
Nov 17 - 18t h 
Dec 15 - 16 

Wolfl aser.com 

This guy is a Noble 
Oklahoma based 
company that has 
great prices on 
electronics of all 
t ypes and 
inexpensive toner 
and ink for your 
printer. 

Comtec Security 

Comtec 
provides residential 
and commercial 
securi ty systems in 
Oklahoma. 

There is only one 
thing you really 
need to know 
about Comtec's 
quality and pricing, 
they do not require 
a contr act for their 
services. 

Customers are free 
to walk away if 
their service isn't 
t op quality. 

few hours till you are getting pretty t ired. Being the lazy person that I am caused 
me to begin seriously considering the feasibility of a newspaper heavy enough to 
throw out a car window so we began researching the mechanics of organizing a 
newspaper, printing costs, and just how many pages were needed to make them 
heavy enough to throw across a street into a driveway. We even did some test 
runs in Oklahoma City one night, counting to see just how many papers could be 
dropped on driveways per minute. A lot it turns out. 

The Ron Paul campaign interrupted the project for a few months but it was the 
number one priority once I got back to the world of state politics and we began 
assembling a team of volunteers to crank out the copy. Formatting was an 
unexpected hurdle but we got that down eventually and got our fi rst edition to the 
printer last week. 

Tuesday finally arrived and we picked up the first printing of the Cleveland County 
edition then the rain wouldn't let up so delivery got delayed till we figured out how 
to protect the papers. I know, the little bags but it turns out you can't buy the 
little bags her in Oklahoma City but we got some on order. But poor people have 
poor ways so we devised a method using plastic food wrap that is even cheaper 
than buying plastic bags. 
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Rodent 
ResistantChicken 
Feeders I 

$50 + Shipping 

But we do need volunteers willing to help wrap newspapers and there are 
thousands of them per issue. Once the ad sales and subscriptions catch up with 
our growth we can hire this done but for now we need lots and lots of volunteers. 
We also need volunteers willing to ride along with drivers, either throwing papers 
or navigating and calling out the addresses where voters live. We have walking 
lists from our voter vault so you pick a street and the addresses are all lined up in 
order of delivery. Three people in a car can deliver a lot of political pain in a few 
hours time. 

People complain about the liberal media and how it is used against us to protect 
the crooked politicians. One example in this very newsletter was the Senator 
Harry Coates story about him having an affair with a lobbyist that was working for 
the Juvenile center contractor that landed the $10,000,000.00 contract in 2010. 
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The Oklahoman admitted they had the story as early as July but chose to wait ti ll 
after the General election in November to run the story. 

So now is our chance to build our own newspaper, one that won't be censored, 
one that the liberal and progressive politicians will fear enough that they will either 
straighten up or get out of politics. There is a related story about some of the 
first issue copies being stolen at a Newcastle Candidate Forum, proof enough that 
a credible third party newspaper is taken as serious trouble if your political 
reputation isn't squeaky clean or if you have an ugly voting record at the Capitol. 

So get involved with this project. Donate to the start up costs, find us 
advertisers, help write and research articles, help wrap and deliver the 
newspapers. There is literally nothing else that you can do that will have more 
impact than helping get the newspapers out into the bad House and Senate 
districts. Every nickel we receive will go toward delivering more newspapers but 
we have only three weeks to make the most impact before the primary elections 
are over. Many races are done after June 26th, very few candidates will face a 
general election campaign, so after June 26th we can begin to concentrate on 
those races but for now we want to support the easy wins. 

And can a newspaper really make a difference? Let's look at the Ada area House 
District. Over 20,000 voters but less than 700 voted in the primary in 2008 which 
is the closest to the current election. It was a presidential primary year so the 
turnout was strong but still 700 people decided who would represent the 35,000 
people in House District 25. If we can drop 10,000 newspapers at the driveways 
of the frequent voters in that district we can reach as many as 20,000 voters 
including the 700 that elected RINO Representative Todd Thompson. We can also 
increase the turnout of educated voters, increasing our chances of beating 
Thompson on June 26th. 

And then there is the fear factor of this new newspaper. This is a new tactic, 
something that the RINOs can't judge because no one has ever actually stood up a 
newspaper and used it like we are going to use it. We are 100% independent but 
the legislators know what we stand for so when we interview them and decide to 
endorse one of them they know that what they run on is going to be the way they 
vote or we will have their political head on a stick and we won't wait t ill 2014 to 
start. Our policy is that the election starts the second they turn on the 
constituents and support the State Chamber of Commerece agenda. 

Want proof that this new tactic has got both the RINOs and the State Chamber 
shaking in their wingtips? The previous Speaker of the House Cris Benge was 
spotted out walking precincts on Saturday for Rep. Glen Mulready, Mr. Obama 
Care. Thats r ight, the Tulsa Metro Chamber of Commerce's senior vice president 
of government affairs was out pounding the pavement like a newbie intern trying 
to reverse Rep. Glen Mulready's sinking poll numbers. Nothing wrong with 
walking precincts but Senior Vice Presidents don't usually walk precincts, kind of 
like Gov. Mary Fallin doing the laundry for her housekeeper. 

But they know that the newspaper is going to make a tough race even tougher 
and have nothing to guage how effective it will be till after the election is done. I 
expect them to do a TV and radio blitz to support Mulready then again if they dare 
to try to spin Mulready's voting record to voters that have seen the facts they will 
just lose a lot of money and harm their own reputation in the process. 

But this is going to be like trying to fight an incoming t ide. We sent out almost 
6,000 papers today alone but we could use some help on wrapping the rest of the 
papers for delivery. So we are going to do a work party on Tuesday night starting 
at 5:30 at my shop at 358 North Rockwell Ave. Call if you can attend so we have 
plenty of work lined up. 405-412-6233 
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Missing In Action Mike Mazzei 
Draws an Opponent 

By R. H. 

Fixing the problems we face in this nation must start at the local level. That is t he 
reason the Sooner Tea Party has concentrated on state politics over the last couple 
of years. We do our homework and we pull no punches. When we see a politician 
like Senator Mike Mazzei refusing to represent the people of his district we take a 
hard look at who is running against them. Mazzei pulled a pretty tough 
opponent this year, Ronda Vuillemont-Smith. 

Ronda is the leader of the Tulsa 912 Group. Glen Beck was the person that 
launched the 912 organizations back around the time the Tea Party stood up in 
2009 and the groups mix preparation for hard times with political action to try to 
stop the hard times from arriving. 

Ronda has a website. She is a pro-life conservative who believes that as the size 
of government grows, or freedom diminishes. She believes that we need to work 
within the limits of state revenues and would oppose spending increases and 
additional burdensome debt. She believes in lower personal and property taxes. 

Most striking of her statements came under the heading 'Accountability'. There she 
says that when she is elected she expects you to hold her as accountable for her 
actions and votes as she has held our elected officials for theirs today. 

Ronda interviewed for this story and answered our basic questionnaire. 

Q. If the majority of your constituents want you to vote one way on a bill and it is 
unconstitutional, what would you do? A. I would have to vote for the constitution. 
That is what the rule of law caffs for. I would then explain that to my constituents. 

Q. Would you vote for a bill for someone else in order for them to help you pass 
your bill knowing that it would be a bad vote? A. No. My vote would not be for 
safe in that manner. That's what's wrong with the system now. 

Q. You are paid a per diem and part of your travel along that same route would 
be for your personal visit somewhere, how would you handle that? A. That would 
depend on the situation. If I was in route and a friend caffed me and wanted to 
have a cup of coffee in Stroud, I would bif( the entire trip to per diem, but if I had 
gone to Stroud on my own and then decided to go to the Capital to conduct State 
Business, I would start the per diem from Stroud. 

Q. If your vote, either for or against a bill was controversial and you would get 
flack, would you just not vote? A. No. I would vote anyway. Too many elected 
officials make excuses for not voting on controversial issues which too often result 
in bad laws. If my vote upset my constituents, then I would have to explain to my 
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constituents why I voted the way I did. That's why I was elected to the office to 
begin with. 

Q. Would you put a bill together, knowing it will not pass, just to say to your 
constituents, "Well, I tried?" A. No. This is dishonest. They didn't send me here for 
this. If I put a bill together, I expect it to get an honest hearing in committee and 
on the floor. 

Do you think its okay to get mandatory pay raises, health insurance and a 
retirement package all paid for by taxpayers? A. I'm not opposed to the pay raises. 
To be honest I'm unfamiliar with the insurance and retirement benefits. I really 
don't know enough about them to make an assessment. 

Q. Will you be a career politician? A. No. I will stay as long as they re-elect me. I 
might add that should I find myself in a position where I can no longer give my 
full attention to the job I was elected to do, then I will resign. 

Q. What are your thoughts on the NOAA? A. I'm opposed to the NOAA. It violates 
the Constitution. 

Q. What would you do to stop the NOAA? A. I would push legislation exerting 
Oklahoma's 10th Amendment rights and opposition to NOAA. 

Q. Do you believe every bill should be heard in committee? A. Yes. In fact I was 
pushing locally, along with the Tulsa 912 group, for the passage of HR 1004 during 
the last session along with many other grassroots organizations in the state. 

Q. Do you believe that the President Pre Tem should have the power to decide 
which bills would be heard on the Senate floor? A. No. If a bill clears committee, 
then it should be heard on the floor. Too much power is placed in the hands of 
one person. 

Q. As an elected official, is your loyalty to the President ProTem, the Party, the 
State Chamber of Commerce or the people you represent? A. Without doubt the 
people I represent. They are the ones who sent me here to do a job. They are the 
ones I have to answer to. It is for that very reason that I've turned down PAC 
money for my campaign. I don't want to hold any political favors to anyone. 

Ronda is running for the Senate seat in District 25. She could use some 
volunteers. If you have the time contact her through her website and pitch in. 
Let's get a true Conservative in District 25. Let's replace a RINO Republican 
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Horny Coates Still at the Top of the List 
By R. H. 

In last week's newsletter we published an article regarding an email sent to all of 
the Senators in the state of Oklahoma. As you may recall, at that time we had 
received only one response. That was from Senator Harry Coates, (R), Seminole. 
Now in all honesty, we debated whether or not it was worth the t ime to 
investigate a term limited Senator. After all he is out the door and new blood will 
be replacing him in the Senate next year. Yet his email response was almost a 
taunt to us and a dare. Here is the correspondence listed below. 

Harry Coates responded to an email I sent the Senators, warning them that the 
bond issue bills would be on our 2012 RINO Index. His reply was 

"Hey AI, Put me at the top of the list. 
Harry Coates" 

(Editor's note: It seems that all of the bond issues that Governor Fallin was 
pushing were killed before the end of the session. We are still reading to find out 
if any of the bond issues made it into any of the appropriations bills. This is a 
good sign that the legislture is waking up to the fact that the activists that the Tea 
Party brought to the Capitol in 2009 are learning to be effective and they have 
learned that the quickest way to pull our fangs is not to do bad votes that hand us 
the stick to beat them with.) 

Well Harry you got your wish. You made it to the top of our list. After all you 
haven't accomplished in your public life, you should know better. Of all your 
accomplishments what seems to stick out the most is found here Senate I Two 
Faced Politicians. Judging by the reactions of your hometown friends and 
neighbors, as seen in this video, Hometown of Sen. Harry Coates reacts I NewsOK 
Videos I'm surprised you can even show your face in town anymore. 

This affair cost 2 marriages to implode, 1 child to be born out of wedlock, who 
some say Harry is the father of., yet the Senate Ethics Committee did not see fit to 
investigate an affair between a sitting Senator and a Lobbyist with whom he had 
control over bills effecting her business. A business that was awarded a ten million 
dollar annual state contract while this affair was going on. This in itself is enough 
to call into question the entire Senate ethics committee and leadership along with 
Senator Coates. Why is this man still serving in the Senate? Why was the contract 
not placed out for new bids once this was discovered? These are questions that 
remain unanswered. 

So what does his legislative record look like? As secretive as the Senate is, I 
cannot point to one single piece of legislation that he has written. I may be wrong, 
but that's what happens when you deal with the Senate. Unless a bill becomes 
law, you never know who wrote it. I do know that Senator Coates is considered 
the most Liberal Republican in the Senate. 

I did find a reference to a bill he submitted SB 995, the Oklahoma Guest Worker 
Program Act, but it died in committee. I guess he got tired of paying wages for 
roofers that were not illegal aliens and decided to do something about it. 
Fortunately someone with some common sense saw through this act. We have 
enough trouble with sanctuary cities like Oklahoma City and Tulsa without a Guest 
worker program. This is something straight out of President Obama, Eric Holder, 
Harry Reid and Nancy Pelosi's play book. The only thing missing is a campaign 
donation from George Kaiser. 

I went to www.votesmart.org to look at several things including his voting record. 
What I found was rather disturbing. We send our elected officials to the capital to 
make informed decisions that affect Oklahomans every day. We expect them to 
vote on those questions even if they are controversial in nature. Senator Coates 
seems to have a habit of not voting on most subjects that are controversial and 
may cause him to lose a vote or two. In other words, he is not doing what we pay 
him for. Some examples are listed below. 

Feb. 15, 2012 SB 1433 Defines life as beginning at conception Did 
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not vote 
Mar. 6, 2012 SB 1274 
heartbeat 

Requires physicians inform abortion patients of fetal 

Did not vote 

Both may be considered controversial in the eyes of some, but iron clad beliefs in 
the eyes of conservatives, yet he could not find the guts to vote. There were 
numerous other pieces of legislation where he failed to vote for one reason or 
another. With legislators, that doesn't buy it. There should be nothing more 
important to them than being at their appointed place of duty during a legislative 
session. Barring a death in the family, hospitalization or a natural disaster, that is 
where they should be. 

I did go to the Oklahoma Ethics Commission web site to look at his expenditures 
for the 2010 calendar year. What I found there was pretty interesting. Here are 
some examples 

Date Item Beneficiary 
Explanation Cost 
Jan. 14, 2010 Chamber Mbrship 
Involvement$45.00 

Meeker Chamber of Commerce 

Jan. 20, 2010 Membership 
$15.00 

Ok. Oil Museum Promote Business 

Feb. 24 2010 Stroud Chamber 
$40.00 
Feb. 24, 2010 Ind. Membership 
$35.00 

Stroud Chamber of Commerce Banquet 

Prague Chamber of Commerce Support Dist. 

Feb. 24, 2010 Ind. Membership McCloud CofC Support 
Dist. $25.00 

It just keeps going on and on. I hate getting repetitive. As an independent 
businessman if he wanted to support all these individual Chambers of Commerce 
surely he could have afforded the funds from his own pocket. The only one I didn't 
find was his membership to the Seminole Chamber of Commerce. 

So how did he vote on bills that mattered to Oklahomans? The bigger question is 
was he even there? We checked and here is what we found. 

HB 2171 Highway Bond Bill, voted Yea 3 times-Liberal 
HB 1953 Governors Quick Action Fund, Slush Fund, voted Yea 2 times-Liberal 
HB 1593 Municipal Employees Collective Bargaining Act, voted Nay 1 time-Liberal 
HB 1446 Illegal Immigration Bill, voted Nay 1 time excused 1 time-Liberal 
HB 2131 Soft on Crime, voted Yea 1 time-Liberal 
HB 2169 Obamacare Funding, voted Yea 1 time-Liberal 
SB 154 21st Century Quality Jobs Act, voted Yea 2 times-Liberal 

Well he certainly lived up to his reputation as the most liberal Republican in the 
Senate. He is definitely a RINO. In fact I don't believe they've made up an 
abbreviation for him yet. I recall seeing an article where he was contemplating a 
run as president pro tem in 2010. I may be mistaken, but the way I read this 
article he was hoping to get a couple of his fellow Republicans to go along with 
him and his Democratic allies to become the President pro tem. You can read the 
article here. Sen. Harry Coates as Senate President Pro Temp. You can't really call 
this guy a Republican at all. He's what I call a DIRC. That's a Democrat in 
Republican Clothing. 

How Harry got away with his affair and the contract is beyond me. Regardless of 
the findings, the process should have been reopened and rebidded. President Pro
Tem Senator Bingham apparently doesn't feel the need to discipline a fellow 
Senator for having an illicit affair with a lobbyist that brought shame and discredit 
to the Oklahoma Senate. 

Citizens of the 28th Senatorial District you have it within your power to have 
Senator Coates called before the Oklahoma State GOP to explain his votes. That is 
the only corrective act.ion left to you now. The Liberal media hid the fact of this 
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illicit affair from you until after the election so you would not know the full 
character of the person you were voting for. Our fearful legislators don't feel we 
deserve the power to recall elected officials, so we're stuck with him. 

Senator Coates you wanted to be first on the list, and now you are. We will 
update your TwoFacedPolitician.com web page and help keep your shameful 
behavior follow you around for the rest of your days and make sure it is part of 
your legacy after you are long gone. 

Not a Jolley Time on the Campaign Trail This Year 

Senator Clark Jolley exposed his true stripes when he refused to support the ALAC 
bill a few months back on the final day to get the bill out of the Senate Rules 
Committee and onto the Senate floor. Of course he shamelessly helped throw a 
sham of a bill through the Senate without enough time or without an agreement 
with the House leadership to ensure the passage of the bill in the closing days of 
this legislative session. 

Senator Jolley is also the subject of an Ethics Commission complaint according to 
CapitoiBeatOK.com for raising thousands and thousands of dollars before filing an 
S0-1 for the 2012 campaign. Bob Donohoo, long time John Birch leader filed the 
complaint which by law must remain confidential but Donohoo also interviewed for 
the CapitoiBeatOK.com story leading one to wonder if Donohoo was aware of the 
gag rule or if he filed the ethics complaint after he interviewed. Here is another 
~on the complaint. 

Jolley did keep his 2010 ethics account running and filed the reports for 
fundraising in 2012. The Oklahoma Ethics Commission reports showed that 
Senator Jolley transferred over $217,000,000.00 from his 2010 account to his 2012 
ethics account and one report claims that Jolley has raised a total of $336,000 for 
his primary race with the vast majority of the cash coming from out of his district 
or from lobbyists. That is a lot of cash to spend to keep a job that pays $40,000 
per year. Here is a list of some of the contributors including the lobbyists and 
PACs. 

This weekend a copy of the Ethics Commission Complaint magically arrived after I 
did some calling around asking about the issue. The allegation is that spending 
campaign cash raised for one race on another race before setting up the new 
account is a problem. The complaint acknowledges that they can transfer to the 
new account but that they should have done so before spending tens of thousands 
of dollars. 
There is another Jolley story below that lays out his voting record in detail but 
here is some highlights: 
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Jolley usually votes in lockstep with Senate leadership which is why liberal 
Democrat Mike Turpin is a regular contributor to Jolley's polit ical campaign. 
George Kaiser is another top contributor, you know, Obama campaign money 
bundler and Solydra bankruptcy beneficiary. Kaiser's Bank of Oklahoma is 
claiming that the state owes it $160,000,000.00 in tax credits, dollar for dollar 
credits that the bank can use to pay its state taxes or sell to others for 80 cents 
on the dollar. 

Jolley also has the support of the State Chamber of Commerce who has sent out 
multiple mailings on Jolley's behalf. 

Pastor Paul Blair is challenging Senator Jolley for his Senate seat and nothing 
would send a message to the State Chamber controlled House and Senate than to 
have Senator Jolley defeated in the June 25th Primary. We will be doing our part, 
over 20,000 voters will receive the third issue of the Oklahoma Guardian before 
the June 26th Primary election and you can bet that Senator Jolley's voting record 
will be a surprise to most of the conservative voters of Senate District 41. 

You can help by either donating toward the costs of the Senate District 41 
newspaper or by running an advertisement for your business which is completely 
tax deductable. Representative Marion Cooksey's district also overlaps part of 
Senator Jolley's senate district and Bob Dani is running against her so you can help 
two good candidates with your support. Remember that the newspaper is a 
private business so who pays for advertisements and who donates is confidential. 
We will do stories on the candidates, lay out the facts for all to see, and will run 
editorials endorsing the good candidates. There is no coordination or 
collaboration with the candidates themselves, we are an independent newspaper. 

Sticky Fingers Guided by Guilty Conscience 
Leads 

To Theft of Oklahoma Guardian Newspapers 

Saturday morning we received a report on a Newcastle Candidate Forum and that 
attendees were avidly reading the first issue of the Oklahoma-Guardian before the 
event and two of the candidates for House District 20 weren't liking the exposure 
of their reputation one bit. Candidates Bobby Cleveland of Norman and Paul Maus 
of Newcastle were complaining about the Oklahoma-Guardian's endorsement of 
candidate Alon Morrison during the event and sources say that the stack of 
Oklahoma-Guardian newspapers were stolen. Around 100 copies were available 
at the event, and around half were still undistributed at the time of the theft. 

When we endorse candidates we first check into their background and talk to 
locals that know who they are and their history. On occasion a politician will 
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approach us but if we are doing our job we have already looked at them and 
usually we approach them first. That was the case with Alon, we called him. The 
endorsement in the first issue was a surprise for Alon as we don't allow politicians 
any input other than their interview. Alon and the other politicians got to see the 
paper only after it was printed, one of our ways of making sure that the Sooner 
Tea Party never gets taken for granted. 

But you know that one of my favorite movies is the Untouchables with Sean 
Connery where he asks the Feds what they are going to do. Our motto is when 
they squeal, double the pressure so we are working on a second printing of the 
fi rst issue. Bobby Cleveland and Paul Maus along with their supporters need to 
understand that if their people steal SO of our papers we will send in 20 t imes as 
many to replace them. 

Dave Bell for Senate District 11 Launches 
Website 

We said we would let you know when Dave Bell got his website up and running 
and he did this week. Dave is running against Jabar Shumate for the Senate seat 
in North Tulsa and he could use some help getting ready for the General election 
in November. Dave will face a Democrat and an Independent if I recall correctly 
so he is going to need our help. And let me tell you, putting Dave in the Senate 
would be like turning a bull loose in a china shop, he won't go along or sell out his 
constituents and he will shame any that dare to follow the State Chamber of 
Commerce agenda. 

Dave is helping Darren Gantz and Mark Croucher go after Glen Mulready and Dan 
Newberry this summer so he isn't working his district right now but after June 26th 
you can't go wrong in supporting this man. He won't fold and he won't quit . 
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Should we call him Hijack Jolley or 
Kiaser Jolley? 

R. H. 

As an Attorney, I'm sure Senator Jolley is aware of the campaign laws. I'm also 
sure that what he did during the 2008 campaign season was within the law, if not 
quite within the norm of full disclosure. It opens one up to the speculation of 
corruption within the campaign. Recent events call into question the ethical 
practices and the moral character of Senator Jolley. Is this truly the type of 
individual that the citizens want to represent them in the Oklahoma State Senate 

Senator Jolley likes to claim the mantel of a conservative. He is far from a 
conservative. I went to Clark Jolley Votes to take a look at his record. It tells the 
story of a liberal politician. Senator Jolley was the Senate author of HB 2130, 
Obamacare, which due to public outcry thankfully died in committee. 

He was also the original author of a $100 million dollar a year plus tax increase on 
hospitals. This tax would be paid by the patients. He flip flopped on this bill and 
voted no. 

In 2011 he attempted to circumvent the legislature on a major bond issue 
concerning the Medical Examiner's Office. Because of his efforts, Paul Blair believes 
that it is determined that Oklahoma needs to spend money on an entirely new 
facility rather than upgrade the existing one. 

Most candidates will list who they make a payment to, what it is for and items of 
that nature. I'm only going to make three entrees. The same entrees where made 
throughout the year. It may be legal, but what is he hiding? Here's what I found. 

Date Item Name & Address Explanation Amount 
Jan. 04, 2008 Telephone 
Mar. 04, 2008 Equipment 
Jun.04, 2008 Rent 

Not required to disclose 
Not required to disclose 

Not required to disclose 

Telephone $24.38 
Equipment $29.00 

Rent $105.00 

What is he hiding? There are just too many questions that need to be answered. 
A recent ethics complaint filed against the Senator on another subject only raises 

the suspicion. You can read about the new complaint here. Ethics controversy 
flows from complaint about Senator Clark Jolley . 
I also went to www.votesmart,org to look at his campaign finances and voting 
record. Needless to say his donor list reads like a who's who of liberal 
organizations and unions. I was not surprised to find prominent Obama bundler 
and Solyndra swindler George Kaiser on his donor list either. Accepting money 
from these people is not something a true conservative would do. This is enough 
to label Senator Jolley as a RINO. 

His voting record also indicated a liberal stance. So how did he do on subjects that 
mattered to Oklahomans. This is what we found. 

HB 2171 Highway Bond Bill, voted Yea 3 times-Liberal 
HB 1953 Governors Quick Action Fund, Slush Fund, voted Yea 2 times-Liberal 
HB 2131 Soft on Crime, voted Yea 1 time-Liberal 
HB 2169 Obamacare Funding, voted Yea 1 time-Liberal 
SB 154 21st Century Quality Jobs Act voted Yea 2 times-Liberal 

This just goes to show that this RINO Republican has never met a Liberal bill he 
didn't like. The man cannot claim the right to be a conservative. 

The record speaks for itself. Senator Jolley has missed too many votes or voted 
too liberal to truly say he is a conservative. His Interest group ratings indicate that 
the State Chamber of Commerce has their hooks well placed in him with ratings in 
the 90% plus area. He does not deserve another term. 

In conclusion Senator Jolley is a RINO Republican who has proven to be one of the 
most ineffectual Senators in the Senate. It's time to get some true representation 
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for district 41, 

Here are all the House members in two fifty member blocks of 
email addresses. Use Bee in your email address header and email 
fifty of them with one email yet they won't know who else got the 
email. 

Here are the State Senate email addresses in one block: 

Who is my state representative and my state Senator? Click here 
to find out 

Here is the Senate Directory 

Here is the House Directory 

Rem 
ember to strip the unsubscribe link before forwarding this 
newsletter to prevent someone from taking you off our listf Use 
our forward this email link at the top of the newsletter to prevent 
being accidently unsubscribed. 

Money is always needed for printing costs, postage, sign materials, 
and robo call costs. We are tightfisted; we will spend your hard 
earned money wisely and frugally as we do our very best to clean 
up Oklahoma politicians so we can begin to clean up our country. 

You can donate by sending a check to Sooner Tea party, 358 North 
Rockwell Ave, Oklahoma City, OK, 73127 or visit 
Soonerteaparty.org and use the Paypal donation button. 

Unsubscribe I Change Profile 
Powered by VMLP 
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From: Prieto Johns, Nicole S.
To: Lieser, Derek G.; Cline, Dr.Terry L.; Cox-Kain, Julie; John Doak; Mike Rhoads; Cindy.Roberts ;

Buffy.Heate  Katie Altshuler; Andrew Silvestri; Jonathon.Buxton@okhouse.gov;
ThompsonT@oksenate.gov; Rich Edwards; Alex Pettit; John.Calabro ; Howard.Hendrick ;
tlwhite ; sbuck ; Cline, Dr.Terry L.; Mike Fogarty

Subject: Steering Committee Mtg. 03/10/11
Date: Wednesday, March 09, 2011 5:47:17 PM
Attachments: DRAFT OHX Steering Agenda - 03 10 2011.doc

Attachment:  03/10/11 meeting agenda
 
 
Steering Committee Members:    Please follow this link to access the Planning Grant / Gap
Analysis RFP:  http://www.dcs.state.ok.us/Solicitations.nsf.  The Bid Number is: 
 
 
Recommended RFP Evaluation Committee members:

o    Project Managers - Nicole Prieto Johns & Derek Lieser
o    Oklahoma Health Care Authority - Buffy Heater
o    Oklahoma Insurance Department – Mike Rhoads (or designee)
o    Oklahoma State Department of Health – Lloyd Smith

 
 
RFP Evaluation Timeline:
 

·         TUE., MARCH 8:  Deadline for vendors to submit questions regarding the RFP.   48 Hours
are allowed for Nicole and Derek (with consultation, as needed, from the Steering
Committee) to respond in writing and for DCS to issue an amendment with response to the
questions.
 

·         THUR., MARCH 10: Steering Committee Meeting.  Members sign RFP Confidentiality
Agreement documents.
 

·         THUR., MARCH 17: RFP closes. DCS will tabulate  vendor responses to determine qualified
(Responsive) bids. 
 

·         FRI., MARCH 18: Copies of the bids given to the RFP Evaluation Committee.  Binders with
Responsive bids are expected to be distributed by DCS to RFP Committee Members for

evaluation on Friday, March 18th  to be reviewed over the weekend.
 

·         MON., WED., MARCH 21-23: RFP Evaluation Committee evaluates and scores bids.  The
RFP Committee will meet at OSDH each day Mar. 21-23 until the bids received have been
evaluated.  The Evaluation Committee will prepare its recommendation for presentation to
the Steering Committee.  RFP Committee results will be forwarded to Steering Committee
members as soon as possible, prior to the Thursday meeting.   

 
·         THUR., MARCH 24: Steering Committee meeting.  Steering Committee Members will
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review RFP Evaluation Committee evaluations/recommendation.
 

·         THUR., MARCH 24: Scored bids and all materials returned to DSC.
 
 
IMPORTANT:  All contact with vendors regarding this RFP must be coordinated with DCS. If you
are contacted by a vendor regarding the RFP, please document the date, time, company name,
contact names, and the content of the conversation and forward this information to DCS
Contracting Officer, Jan Hall.  Information provided to a vendor should be limited to directing
them to contact the DCS Contracting Officer Jan Hall with any questions:
 

Jan Hall, CPPB CPO
Contracting & Procurement Officer
Department of Central Services
Central Purchasing Division
Phone:  405-522-0702
Fax:  405-522-1078
Jan Hall@dcs.state.ok.us

 
 
 
Thank you.
 
 

S. Nicole Prieto Johns | Oklahoma Health Insurance Exchange Grant | Project Manager | 

1000 NE 10th Street, Suite 355, Oklahoma City, Oklahoma 73117-1299 | Bus.  405.271.9444 x 56479| Cell    | E-mail
NicolePJ@health.ok.gov
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From: Jacobs, Chris (JEC)
To: Jacobs, Chris (JEC)
Subject: Still on Obama"s To-Do List: $2,500 Premium Cut...
Date: Wednesday, May 09, 2012 4:10:11 PM
Attachments: image001.png

image002.png

Yesterday the President gave another campaign-style speech in New York, complete with a five point “to-do list”
for Congress to tackle yet this year.  (Of course, there are dozens of jobs bills being blocked by Democrats in the
Senate, but that’s a different story.)  The more pressing issue is why President Obama hasn’t tackled what he
put on his OWN to-do list – namely, cutting health insurance premiums by $2,500 per family.
 
Candidate Obama repeatedly promised that he would cut premiums for struggling middle-class families by
$2,500 per year; a full list of those quotes is pasted below my signature. (Interestingly, the Obama campaign
removed all these speeches from their website; their memory still lingers elsewhere online, however.)  Both
candidate Obama and his campaign were very clear that this promised premium cut would happen sooner rather
than later; in July 2008, Jason Furman – who remains a senior economic advisor within the Administration – told
the New York Times that “we think we could get to $2,500 in savings by the end of the first term, or be very close
to it.” 
 
Yet as the below chart demonstrates, while candidate Obama promised that premiums would go DOWN by
$2,500, they actually have gone UP by nearly as much – from $12,680 in 2008 to $15,073 in 2011, according to
Kaiser data.  And the Congressional Budget Office found that Obamacare’s new insurance mandates will raise
premiums on the individual market by an additional $2,100 per family.
 
So the question now is whether the President will spend the next six months going around campaigning in an
attempt to blame others for his own broken promises, or will take actions – like repealing Obamacare, allowing
cross-state purchasing of insurance, and enacting small business health plans – that will actually reduce premium
costs and help President Obama keep candidate Obama’s promise.  Time’s a wastin’, Mr. President…
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Chris Jacobs
Senior Policy Analyst
Joint Economic Committee
Senate Republican Staff
(202) 224-5171
 
 
Remarks of Senator Barack Obama
Asheville, NC
October 5, 2008
 
“We'll start by lowering premiums by as much as $2,500 per family - and we'll do it by taking the
following five steps to lower costs throughout our health care system.”
 
http://www.presidency.ucsb.edu/ws/index.php?pid=84480#axzz1oLgjGCCA
 
 
Remarks of Senator Barack Obama: Health Care
Newport News, VA
October 4, 2008
 
“We'll start by reducing premiums by as much as $2,500 per family - and we'll do it by taking the
following five steps to lower costs throughout our health care system.”
 
http://www.presidency.ucsb.edu/ws/index.php?pid=84479#axzz1oLgjGCCA
 
 
 
Remarks of Senator Barack Obama: Urban League
Orlando, FL
August 2, 2008
 
“That's why, when I'm President, we'll bring down health care costs by $2,500 for the typical family
and prevent insurance companies from discriminating against those who need care most.”
 
http://www.realclearpolitics.com/articles/2008/08/obamas_speech_to_the_urban_lea.html
 
 
 
Remarks of Senator Barack Obama: An Agenda for Middle-Class Success
St. Louis, MO
July 7, 2008
 
“I'll also help families who are struggling under the crushing burden of health care costs by passing a plan
that brings the typical family's premiums down by $2500 and guarantees coverage to everyone who
wants it.”
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http://www.presidency.ucsb.edu/ws/index.php?pid=77600#axzz1oLgjGCCA
 
 
 
Remarks of Senator Barack Obama: Change That Works for You
Raleigh, NC
June 9, 2008
 
“When I am President, we'll take a different approach. We will give every American the chance to get the
same kind of health care that Members of Congress give themselves. We'll bring down premiums by
$2500 for the typical family, and we'll prevent insurance companies from discriminating against those
who need care most.”
 
http://www.presidency.ucsb.edu/ws/index.php?pid=77474#axzz1oLgjGCCA
 
 
 
Remarks of Senator Barack Obama: Macomb Community College
Warren, MI
May 14, 2008
 
“That's why unlike John McCain, I have a universal health care plan. It's a plan that will cut health care
costs by up to $2500 per family per year and reduce costs for business and their workers by picking up
the tab for some of the most expensive illnesses and conditions.”
 
http://www.presidency.ucsb.edu/ws/index.php?pid=77304#axzz1oLgjGCCA
 
 
 
Remarks of Senator Barack Obama: Keeping America’s Promise
Janesville, WI
February 13, 2008
 
My universal health care plan brings down the cost of health care more than any other candidate in this
race, and will save the typical family up to $2500 a year on their premiums.
 
http://www.presidency.ucsb.edu/ws/index.php?pid=77032#axzz1oLgjGCCA
 
 
 
Remarks of Senator Barack Obama: Virginia Jefferson-Jackson Dinner
Richmond, VA
February 9, 2008
 
“My plan would bring down premiums for the typical family by $2500 a year. We'd ban insurance
companies from denying you coverage because of a pre-existing condition. We'd allow every American to
get the same kind of health care that members of Congress get for themselves.”
 
http://www.presidency.ucsb.edu/ws/index.php?pid=76556#axzz1oLgjGCCA
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Remarks of Senator Barack Obama: The Past Versus the Future
Denver, CO
January 30, 2008
 
“I know that the reason Americans don't have health care isn't because no one is forcing them to buy it -
it's because they can't afford it. That's why my plan cuts costs by up to $2500 for a typical family, and
makes health care available and affordable for every single American. That's the plan that I'll pass in my
first term as President.”
 
http://www.presidency.ucsb.edu/ws/index.php?pid=77031#axzz1oLgjGCCA
 
 
 
Remarks of Senator Barack Obama: Reclaiming the American Dream
El Dorado, KS
January 29, 2008

“And when I'm President, we'll finally pass a universal health care plan that will make sure every single
American can get the same kind of health care that members of Congress get for themselves. My plan does
more to cut costs than any other plan in this race - up to $2500 for a typical family. And we won't
pass it twenty years from now, not ten years from now - we'll pass health care by the end of my first term
in office.”
 
http://www.presidency.ucsb.edu/ws/index.php?pid=77030#axzz1oLgjGCCA
 
 
 
Remarks of Senator Barack Obama: A Change We Can Believe In
Spartanburg, SC
November 3, 2007
 
“That's how I'll pass a universal health care bill that allows every American to get the same kind of health
care that members of Congress get for themselves and cuts every family's premiums by up to $2500.
And mark my words - I will sign this bill by the end of my first term as President. That's the change we can
offer in 2008.”
 
http://www.presidency.ucsb.edu/ws/index.php?pid=77018#axzz1oLgjGCCA
 
 
 
Remarks of Senator Barack Obama at Labor Day Rally
Manchester, NH
September 3, 2007
 
“When I am President, we will have universal health care in this country by the end of my first term in
office. It's a plan that will cover every American and cut the cost of a typical family's premiums by
$2500 a year.”
 
http://www.presidency.ucsb.edu/ws/index.php?pid=77010#axzz1oLgjGCCA
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Remarks of Senator Barack Obama College Democrats of America
Columbia, SC
July 26, 2007
 
“I have a universal health care plan that will cover every American and cut the cost of a typical family's
premiums by up to $2500 a year.”
 
http://www.presidency.ucsb.edu/ws/index.php?pid=77008#axzz1oLgjGCCA
 
 
 
Remarks of Senator Barack Obama to the National Council of La Raza
Miami, FL
July 22, 2007
 
“I have a universal health care plan that will cover every American and cut the cost of a typical family's
premiums by up to $2500 a year. It's a plan that lets the uninsured buy insurance that's similar to the
kind members of Congress give themselves. If you can't afford that, you'll get a subsidy to pay for it.”
 
http://www.presidency.ucsb.edu/ws/index.php?pid=77009#axzz1oLgjGCCA
 
 
 
Remarks of Senator Barack Obama: Changing the Odds for Urban America
Washington D.C.
July 18, 2007
 
“And I'll finally make sure every American has affordable health care that stays with you no matter what
happens by passing my plan to provide universal coverage and cut the cost of health care by up to
$2500 per family.”
 
http://www.presidency.ucsb.edu/ws/index.php?pid=77007#axzz1oLgjGCCA
 
 
 
A Politics of Conscience
Hartford, CT
June 23, 2007
 
“Our conscience cannot rest so long as nearly 45 million Americans don't have health insurance and the
millions more who do are going bankrupt trying to pay for it. I have made a solemn pledge that I will sign a
universal health care bill into law by the end of my first term as president that will cover every American
and cut the cost of a typical family's premiums by up to $2500 a year. That's not simply a matter of
policy or ideology - it's a moral commitment.”
 
http://www.presidency.ucsb.edu/ws/index.php?pid=76986#axzz1oLgjGCCA
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Remarks of Senator Barack Obama: Take Back America 2007
Washington D.C.
June 19,2007
 
“I have a universal health care plan that will cover every American and cut the cost of a typical family's
premiums by up to $2500 a year. It's a plan that lets the uninsured buy insurance that's similar to the
kind members of Congress give themselves.”
 
http://www.presidency.ucsb.edu/ws/index.php?pid=77004#axzz1oLgjGCCA
 
 
 
Cutting Costs and Covering America: A 21st Century Health Care System
University of Iowa
May 29, 2007
 
“Today I want to lay out the details of that plan - a plan that not only guarantees coverage for every
American, but also brings down the cost of health care and reduces every family's premiums by as
much as $2500. This second part is important because, in the end, coverage without cost containment will
only shift our burdens, not relieve them.”
 
http://www.presidency.ucsb.edu/ws/index.php?pid=76987#axzz1oLgjGCCA
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From: Craig Perry
To: Denise Northrup; Glenn Coffee; Katie Altshuler; Andrew Silvestri; Alex Weintz; Aaron Cooper
Subject: story on newsok.com
Date: Thursday, March 31, 2011 1:20:06 PM

Oklahoma Senate won't hear health insurance exchange bill

Gov. Mary Fallin has supported the bill.

 BY JOHN ESTUS Capitol Bureau jestus@opubco.com   
Published: March 31, 2011

The Senate won't hear a bill championed by Gov. Mary Fallin that would help
create an online state health insurance exchange, Senate Pro Tem Brian
Bingman said today.

House Bill 2130 would set up a board to oversee development of a website for
Oklahomans to shop for health insurance policies. The website is commonly
referred to as a health care exchange.

The new federal health care law passed last year calls for health insurance
exchanges.

Oklahoma Republicans have been divided on whether the state should create
the exchange. Many oppose it because the state has sued the federal
government to challenge the constitutionality of the health care law.

“I want to make it plain that the Senate Republicans are not for the
Obamacare,” Bingman said.

Bingman, R-Sapulpa, said he has not spoken with Fallin yet about the
decision not to hear HB 2130 in the Senate.

Fallin has been criticized by fellow Republicans for accepting $54 million in
federal money to create the exchange despite voting against the health care bill
while she was in Congress and supporting Oklahoma's lawsuit challenging the
health care law.

While defending her support for the exchange earlier this week, Fallin said the
health care law is, for now, “the law of the land” and that the state is required
to follow it.
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From: Grace-Marie Turner 
Katie Altshuler To: 

Subject: Strategy of Silence on Obamacare 
Tuesday, September 13, 201112:44:38 PM Date: 

Obama's Strategy of Silence 

The American Spectator 
By Grace-Marie Turner 
September 2011 

TI1e White House is quietly implementing a shrewd new strategy of silence on Obamacare. Its goal: 

making sure tl1e revolt against the unpopular healili care overhaul tl1at swept Republicans into 

power across tile country in November 2010 isn't repeated in 2012. 

After two years of nonstop focus on healili care, the president has stopped talking about the law's 

far-reaching effects. Now he is concentrating on a few micro changes. Meanwhile the administration 

is working hard to dampen controversy by handing out buckets of waivers and attacking 

Republicans over Medicare. 

Continue reading ... 

Share your thoughts: 

Ill 

Unsubscribe katie.altshuler@gov.ok.gov 1 Change your email settings 1 Forward to a friend 

You are receiving this email because you signed up online or in person at one of our events. 
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From: 

To: 

Grace-Marie Turner 

Katie Altshuler 

Subject: strike One against CLASS -- Health Policy Matters 
Friday, February 03, 2012 11:35:49 AM Date: 

Strike One against CLASS 

By Grace-Marie Turner 

Speaker Boehner lead the House of Representatives on 
Wednesday to overwhelmingly pass a bill repealing the long
term care entitlement in ObamaCare - the one that 
Democratic leaders have described as "completely 
unsustainable" and "a Ponzi scheme of the first order" and 
which the Obama administration could see "no viable path 
forward " to implement 

The vote to repeal the CLASS Act was 267-159, with 28 
Democrats joining 239 voting Republicans in passing the 
repeal bill, which now heads to the Senate for an uncertain 
fate. President Obama has vowed to veto any efforts to strike 
the program from his health overhaul law, even though there is 
considerable risk to the administration for keeping the program 
on the books. 

The Congressional Research Service has said the courts could 
order CLASS to be implemented even if it is financially 
unsustainable. Repeal is essentiaL 

Sen. Jay Rockefeller (0-WV) said after the vote: "In the 
past, lawmakers would have worked together to amend 
existing law to address a serious national crisis like long-term 
care." What he likely means is that if the individual mandate is 
upheld by the Supreme Court, he'll come back to force us to 
buy the long-term care coverage so the program can survive. 

CLASS (the Community Living Assistance Services and 
Supports) Act would pay $50 a day- $18,250 a year - for 
long-term care services for anyone who had paid premiums for 
five years. Participation was voluntary, and it was inevitable 
that the program would attract older, sicker people, sending 
CLASS into a death spiraL Some estimates concluded 
premiums would have had to be $3,000 a montll for the 
program to break even. 
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Since participation is voluntary, HHS could not figure out a 
way to guarantee the program would be fiscally sound for 75 
years without taxpayer bailouts, a requirement that former 
Sen. Judd Gregg (R-NY) managed to get into the health law. 

But news of the program's demise was a slap in the face to 
CLASS advocates, who knew it was in trouble but were 
surprised that the program got a death certificate when the 
administration pulled the plug on implementing it last fall. A 
recent article lamenting its failure inadvertently admitted the 

core problem with the law: 

Howard Gleckman of the Urban Institute wrote 
in the journal Health Affairs: "[T)he law allowed 
low-income people to purchase coverage for 
just $5 a month. That meant that many 
enrollees could pay just $300 over five years 
and receive at least $18,000 a year in benefits 
for the rest of their lives." 

People need long-term care insurance, but this isn't it. Full 
repeal of CLASS is the only way to protect future generations 
from another entitlement tsunami. 

One of our countless concerns with growing government 
control over the health sector is additional bureaucratic delay 
in getting new treatments to patients. We're seeing more and 
more evidence of these hurdles. 

And we have another example. The Food and Drug 
Administration expedited approval of a new vaccine, called 
Prevnar 13, which prevents pneumonia and related diseases 
in people over age 50 by targeting the most common 
pneumonia bacterium (Streptococcus pneumoniae). 

The FDA approved the use of Prevnar 13 in December under 
its "accelerated approval pathway," which allows for faster 
consideration of treatments for serious and life-threatening 
illnesses. 

At least 300,000 adults are hospitalized each year because 
they contract this form of pneumonia and at least 5,000 of 
them die. "Pneumococcal disease is a substantial cause of 
illness and death," the FDA wrote in its release. "Today's 
approval provides an additional vaccine" for this disease. 

So you should be able to get it right away, right? 

Wrong. There is yet another hurdle -- the Centers for Disease 
Control and Prevention. The CDC's Advisory Committee on 
Immunization Practices (ACIP) apparently does not share the 
FDA's sense of urgency in getting this life-saving medicine to 
patients. 

In its meeting later this month, Prevnar 13 is slated only for 
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"Information and Discussion" but not a vote. That's important 

because ACIP votes to decide what vaccines to recommend 
for the adult immunization schedule. Public programs like 

Medicare and private insurers rely on ACIP for guidance on 

what vaccines they will pay for. 

No vote. No vaccine. 

ACIP only meets three times a year. If it doesn't vote on the 

vaccine during its February meeting, then it will be June until a 

vote could be held. That means at least 100,000 adults could 

be hospitalized unnecessarily and more than 1,500 could die 
waiting for the government agency to act. 

The vaccine has been approved by the FDA as safe and the 

FDA put it on its "accelerated approval pathway" to get it to 

patients faster. Prevnar 13 already has been approved for use 

in children age 6 weeks to 5 years old, and administration of 

the vaccine supports the government's Healthy People 2020 

objectives. 

A delay is not just another bureaucratic hurdle. It can cost 

lives. 

CLIPS OF THE WEEK 

Sally Pipes on what could replace 
ObamaCare 

Sally Pipes of the Pacific Research Institute talks about her 

new book, The Pipes Plan, to replace ObamaCare's 
expensive government health care bureaucracies with a 

market-driven system that would offer better treatment to 

patients while saving taxpayers money. Watch now >> 

State of the Union Policy Series 

American Enterprise Institute health policy scholars, Thomas 

Miller, Joe Antos, and Bob Helms discuss health and budget 
policy challenges in this forum on the State of the Union. 

Watch now >> 
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CLASS ACT REPEAL 

Defend Freedom -- Repeal CLASS 

Grace-Marie Turner 
National Review Online: Critical Condition, 02/01/12 

Democratic senator Tom Harkin of Iowa may have inadvertently revealed why President Obama has 
pledged to veto efforts by Congress to repeal a part of ObamaCare that already has failed - the long
term-care entitlement program known as the CLASS Act. "The problem with CLASS is that it's voluntary," 
Senator Harkin said on Tuesday. In the liberal mind, the program would be fine if we were forced to pay 
into its long-term-care program. The president is determined to keep CLASS on the books, apparently 
hoping that the Supreme Court will declare the individual mandate constitutional, requiring us to 
purchase health insurance. If it does, then it would be only a small step to a new mandate for long-term 
care. 
Read More» 

Repeal Of ObamaCare's CLASS Act Is Essential 

Grace-Marie Turner 
Forbes: Health Matters, 01/30/12 

CLASS must be repealed in this Congress If the Supreme Court were to uphold the individual mandate 
in ObamaCare, a mandate to purchase long-term care insurance would surely be next. But this 
controversy is about even more than stopping a new unsustainable entitlement program. This is about 
the future of freedom itself and what the government can command us to purchase with our private 
money. It is a microcosm of the problems with ObamaCare. The only reason that ObamaCare pretends 
to hold together is because Americans are required by federal law to purchase health insurance. If the 
Supreme Court declares, as it should, that its mandate is unconstitutional, ObamaCare would collapse, 
just as CLASS has done. 
Read More» 

CLASS Warfare 

Grace-Marie Turner 
Interview with Radio America, 01/31 /12 

In this interview with Greg Corombos for Dateline: Washington, Grace-Marie explains the CLASS Act, 
why it is financially unfeasible, and the importance of the repeal effort. 
Listen Now» 

MORE ON THE CLASS ACT 

CLASS Act: Abandoned yet defended 
Brett Norman and Jennifer Haberkorn, Politico, 01/31/12 

Repealing the CLASS Act 

Robert Book, Forbes: The Apothecary, 02/01/12 

Congressional Research Service: Courts Could Force HHS to Implement CLASS Act, 
Despite Its Insolvency 
Avik Roy, Forbes: The Apothecary, 02/01/12 

3661



CLASS Act: Abandoned, but Still Loved

John Goodman, Health Policy Blog, 02/02/12

Repeal CLASS Act already

Douglas Holtz-Eakin, Politico, 01/31/12

'The Problem with CLASS Is That It's Voluntary.'

Michael F. Cannon, Cato @ Liberty, 02/01/12

CLASS Act Repeal Vote Approaching in the House

Alyene Senger, The Foundry, 01/31/12

back to top

RELIGIOUS LIBERTY

ObamaCare's Latest Assault on Freedom
Grace-Marie Turner
Canada Free Press, 02/02/12

The Catholic Church has unleashed a firestorm of opposition to the Obama Administration's

announcement last month that it will require religious-affiliated organizations to provide coverage by next

year for contraception -- including controversial drugs that can abort an early pregnancy. There is a war

on religion from the Left, and it is very dangerous to the institutions that make our civil society function.

The Catholic Church historically has been a vital part of the safety net -- providing aid for the poor, care

for the sick, shelter and food for the homeless, and care for mothers in need, as a few examples. Every

institution in the country is now wondering whether they will be the next target of the ObamaCare assault

on freedom. It's a crucial reason why the whole health law, with its centralized government control over

health care decisions, must not stand. 

Read More »

MORE ON RELIGIOUS LIBERTY

A Clash of Conscience

James C. Capretta, National Review Online, 01/30/12

Catholic Backlash Against Obama Grows

George E. Condon Jr., National Journal, 02/01/12

Morning Bell: Obamacare's Latest Victim Is Religious Freedom

Mike Brownfield, The Foundry, 02/02/12

Contraceptives Mandate Brings ObamaCare's Coercive Power into Sharper Focus

Michael F. Cannon, Cato @ Liberty, 02/01/12

Obamacare's Contraception Mandate Tramples on Religious Liberty

David S. Addington, The Foundry, 02/01/12

ROMNEYCARE

Scoring Last Week's RomneyCare Debate
Grace-Marie Turner
The Wall Street Journal, 01/30/12

Rick Santorum went for the jugular in last week's Republican presidential debate, exposing Mitt

Romney's weak and contradictory defense of his Massachusetts health-reform law. Mr. Santorum
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challenged Mr. Romney on his claim that RomneyCare is "very different than ObamaCare," citing a new

study that lists key features the two plans have in common, including the Medicaid expansion, an

employer mandate and the individual mandate. Mr. Romney repeatedly says he believes in state-level

solutions. But when he says he wants to give states more discretion in implementing ObamaCare, there

is very little daylight between his position and President Obama's. Unless Mr. Romney takes steps to

conform his position with reality, he will have trouble convincing voters he is serious about repeal and

will have an even harder time mapping a clear plan on health reform should he be elected president. 

Read More »

MORE ON ROMNEYCARE

'Romneycare,' meet 'Obamacare'

Kate Nocera, Politico, 01/30/12

Romney vs. Obamacare

Yuval Levin and Ramesh Ponnuru, National Review, 02/02/12

back to top

HEALTH REFORM

How CMS's Final Regulations for Accountable Care Organizations Fall Flat

John Hoff, The Heritage Foundation, 01/02/12

What about the OTHER payroll tax?

Thomas P. Miller, Butler on Business, 01/30/12

States Under Pressure As Health Law Deadlines Approach

Marilyn Werber Serafini, Kaiser Health News, 02/01/12

A Guide to the Supreme Court's Review of the 2010 Health Care Reform Law

Kaiser Family Foundation, 01/12

American Health Economy Illustrated

Christopher J. Conover, AEI Press, 02/12

MEDICARE AND MEDICAID

Medicare Premium Support: The Best Reform Option

Robert Moffit, Ph.D. and Rea Hederman, Jr., The Heritage Foundation, 02/02/12

Saving Medicaid: A Path to Comprehensive Medicaid Reform

Nina Owcharenko, The Heritage Foundation, 02/01/12

PRESCRIPTION DRUGS

Making the Case for Longer Pharmaceutical Patent Protection

Josh Bloom, Medical Progress Today, 01/26/12

back to top

COMPARATIVE EFFECTIVENESS RESEARCH

Inside the Patient-Centered Outcomes Research Institute: No Promise of Protection from Government

Rationing

Kathryn Nix, The Heritage Foundation, 01/26/12
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From: Tony Lauinger - Oklahomans For Life
To: Katie Altshuler
Subject: Suggestion
Date: Monday, June 13, 2011 4:31:34 PM

Katie,
            I wondered whether there would be any merit to your suggesting to Mary that she
request a waiver for Oklahoma from ObamaCare. 

Nevada got a waiver.  Some labor unions and corporations have been granted
waivers.  There have, undoubtedly, been many waiver requests that have been denied.
            Nevada voted for Barack Obama.  It would be very revealing if some red states were
to request waivers, subsequently be denied, and then file suit on equal-protection grounds. 
The AG’s from those states could have a field day with discovery during the course of those
suits.
                        “Secretary Sebellius, would you explain again why waivers were granted to
states that supported Barack Obama, but denied to states that voted for John McCain?”
            Might be very interesting.
            Hope your summer is going well.  Thank you, again, for all your help this session,
Katie.
                        Best,
                                    Tony
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From: Wendy Gregory
To: Aaron Cooper; Alex Weintz; Denise Northrup
Cc: Katie Altshuler; Andrew Silvestri
Subject: Sullivan, Gov. Fallin Highlight Concerns About Obamacare"s Impact on States
Date: Tuesday, March 01, 2011 3:02:47 PM

FYI.

Sullivan, Gov. Fallin Highlight Concerns About Obamacare’s Impact on States
http://www.sullivan.house.gov/News/DocumentSingle.aspx?DocumentID=226716

Wendy Gregory
Director, Tulsa Office
Governor Mary Fallin
440 S. Houston, Suite 304
Tulsa, Oklahoma 74127
918.581.2801
http://www.ok.gov/governor/ 
 

-----Original Message-----
From: Aaron Cooper
Sent: Monday, February 28, 2011 6:54 PM
To: elizabeth.bartheld@mail.house.gov
Cc: Wendy Gregory; Katie Altshuler; Andrew Silvestri
Subject: OK Governor Fallin letter

Good evening.

Attached, please find a letter from Oklahoma Gov. Mary Fallin to Rep. Sullivan for tomorrow's Energy
and Commerce Committee hearing on the federal health care bill.  If you have any questions, please let
us know.

Thank you.
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From: National Governors Association
To: Health Policy Advisors
Subject: Summary of Proposed Regulations - Exchange, Medicaid, IRS
Date: Wednesday, August 24, 2011 1:48:24 PM
Attachments: NGA Analysis of Regulations.pdf

 

To:         Health Policy Advisors; Washington Representatives and State-Federal Contacts
Re:         Summary of proposed Exchange and Medicaid regulations from CMS and IRS
Date:      August 24, 2011
 
Attached is a summary of the three Affordable Care Act regulations released by federal
officials on August 12, 2011.  The Centers for Medicare and Medicaid Services released two
Notices of Proposed Rulemaking that cover Medicaid and Exchange eligibility while the IRS
released a Notice of Proposed Rulemaking related to health insurance premium tax credits. 
 
These proposed regulations provide a new level of operational detail that may help inform
state decision making and guide the design and implementation of business processes, IT and
administrative systems.  Many provisions would require changes in current state policy and
practice; some may require changes to state law.
 
NGA  intends  to  facilitate  state  discussion  of  these  regulations  during  our Health Insurance
Exchange Workshop on September 8-9th in Arlington, Virginia.  If you have not registered for
the conference, but would like to attend,  click here to register.  Also, this morning we sent an
Exchange survey to meeting participants that can be returned anonymously.  We  believe this
survey  will  help  identify  potential  common  ground  among  states  on Exchange functions and
allow  states  to  see  how  their  counterparts  are  approaching  some  of  the  many decisions
related  to  the  establishment  of  Exchanges.    Click here  to  view  the  survey  sent  to  meeting
participants this morning.  We hope to receive one response per state by Tuesday, August 30,
2011.
 
We welcome any comments or questions you may have before the September meeting.
                                                                                                                                          
Thank you.
 
Krista Drobac
Director, Health Division
Center for Best Practices
National Governors Association, Suite 267
444 North Capitol Street, NW
Washington, DC 20001
Office: 202-624-7872
Cell: 
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The information contained in this electronic transmission, including any attachments, is for the exclusive use of
the intended recipient(s) and may contain information that is privileged, proprietary, and/or confidential. If the
reader of this transmission is not an intended recipient, or a person responsible for delivering it to the intended
recipient, you are hereby notified that any review, dissemination, distribution, or copying of this communication
is strictly prohibited. If you have received this communication in error, please immediately notify the sender and
delete this message.

 

---
You are currently subscribed to [healthadvisors] as 
katie.altshuler@gov.ok.gov..
To unsubscribe, send a blank email to leave-200508-
159552.9353be7555ca9043e095bc96949d480b@talk.nga.org..

Visit the NGA web site at http://www.nga.org
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From: NGA HHS Committee
To: HHS Committee
Subject: Summary of Proposed Regulations - Exchange, Medicaid, IRS
Date: Wednesday, August 24, 2011 2:54:26 PM
Attachments: NGA Analysis of Regulations.pdf

The below information and attached analysis of the health exchange regulations was sent to health
policy advisors. 
 
As you’ll see, this includes a link to register for the upcoming NGA Center meeting on September 8-
9.  It also includes a link to the survey that was mentioned during today’s HHS Committee meeting. 
Survey responses will be used to inform discussions at the meeting and will not be attributed or
made public.  States are encouraged to coordinate a single response and to submit the survey by
August 30.
 
Heather E. Hogsett
Director
Committees on Health & Human Services and
Homeland Security & Public Safety
National Governors Association
(202)624-5360
 

From: Drobac, Krista 
Sent: Wednesday, August 24, 2011 2:50 PM
To: healthadvisors@talk.nga.org
Subject: Summary of Proposed Regulations - Exchange, Medicaid, IRS
 
To:         Health Policy Advisors; Washington Representatives and State-Federal Contacts
Re:         Summary of proposed Exchange and Medicaid regulations from CMS and IRS
Date:      August 24, 2011
 
Attached is a summary of the three Affordable Care Act regulations released by federal
officials on August 12, 2011.  The Centers for Medicare and Medicaid Services released two
Notices of Proposed Rulemaking that cover Medicaid and Exchange eligibility while the IRS
released a Notice of Proposed Rulemaking related to health insurance premium tax credits. 
 
These proposed regulations provide a new level of operational detail that may help inform
state decision making and guide the design and implementation of business processes, IT and
administrative systems.  Many provisions would require changes in current state policy and
practice; some may require changes to state law.
 
NGA  intends  to  facilitate  state  discussion  of  these  regulations  during  our Health Insurance
Exchange Workshop on September 8-9th in Arlington, Virginia.  If you have not registered for
the conference, but would like to attend,  click here to register.  Also, this morning we sent an
Exchange survey to meeting participants that can be returned anonymously.  We  believe this
survey  will  help  identify  potential  common  ground  among  states  on Exchange functions and
allow  states  to  see  how  their  counterparts  are  approaching  some  of  the  many decisions
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related  to  the  establishment  of  Exchanges.    Click here  to  view  the  survey  sent  to  meeting
participants this morning.  We hope to receive one response per state by Tuesday, August 30,
2011.
 
We welcome any comments or questions you may have before the September meeting.
                                                                                                                                          
Thank you.
 
Krista Drobac
Director, Health Division
Center for Best Practices
National Governors Association, Suite 267
444 North Capitol Street, NW
Washington, DC 20001
Office: 202-624-7872
Cell: 
 

The information contained in this electronic transmission, including any attachments, is for the exclusive use of
the intended recipient(s) and may contain information that is privileged, proprietary, and/or confidential. If the
reader of this transmission is not an intended recipient, or a person responsible for delivering it to the intended
recipient, you are hereby notified that any review, dissemination, distribution, or copying of this communication
is strictly prohibited. If you have received this communication in error, please immediately notify the sender and
delete this message.

The information contained in this electronic transmission, including any attachments, is for the exclusive use of
the intended recipient(s) and may contain information that is privileged, proprietary, and/or confidential. If the
reader of this transmission is not an intended recipient, or a person responsible for delivering it to the intended
recipient, you are hereby notified that any review, dissemination, distribution, or copying of this communication
is strictly prohibited. If you have received this communication in error, please immediately notify the sender and
delete this message.

---
You are currently subscribed to [hhsreps] as katie.altshuler@gov.ok.gov..
To unsubscribe, send a blank email to leave-200513-
158951.5197054f2ff0f9a4fe9eed35b4d6bd43@talk.nga.org..

Visit the NGA web site at http://www.nga.org
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From: Jacobs, Chris (JEC)
To: Jacobs, Chris (JEC)
Subject: Survey Shows How Obamacare is Making Things Worse
Date: Wednesday, April 18, 2012 2:54:10 PM

Lost in all the publicity surrounding the two-year anniversary of Obamacare and the Supreme Court
arguments regarding same was an interesting study revealing once again how the 2700-page law
has fallen short.  The annual Towers Watson survey of health plans, released last month, again
showed how the law is harming millions of Americans this year, and causing more employers to
think about dropping coverage in the future:
 

Higher Costs:  Costs per employee will rise by $682 this year – imposing new costs on
struggling businesses and families alike.  Costs would have risen even higher, but for the fact
that employers also increased cost-sharing and made other plan changes.
 
Higher Premiums:  The employee share of premium costs will go up by 9.4%.  Recall that
candidate Obama promised repeatedly that premiums would go DOWN by $2,500 per family
under his plan.
 
Higher Cost-Sharing:  Out-of-pocket expenses for employees increased from 16% to 18%,
and the total employee cost share (premiums plus out-of-pocket costs) also rose, from
33.2% to 34.4%.
 
Higher Regulatory Burden:  More than one in seven (15%) employers listed the cost of
compliance and regulatory burdens under Obamacare as one of the biggest challenges to
maintaining affordable coverage.
 
Lower Hours for Workers:  “Nearly 40% of companies that traditionally use a high number
of part-time workers expect to limit them to less than 30 hours per week by 2014 to escape
having to pay benefits.”
 
Employers Dumping Coverage, Part I:  Fewer than one in four (23%) employers said they
are very confident they will continue to offer health benefits for the next ten years – that’s a
drop of a whopping fifty points from the 73% number who planned to keep offering
coverage five years ago.
 
Employers Dumping Coverage, Part II:  More than two in five (42%) employers are at least
somewhat likely to direct part-time and temporary workers into Exchanges.
 
Employers Dumping Coverage, Part III:  More than two in five (41%) employers are at least
somewhat likely to “structure [employer health insurance] contributions to facilitate
availability of federal subsidies in the Exchange for low-wage earners.”
 
Employers Dumping Coverage, Part IV:  A majority (53%) of employers plan to eliminate
retiree drug coverage by 2014 or 2015, sending their retirees into taxpayer-funded plans
instead.
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The results of the Towers Watson survey once again illustrate how Obamacare has failed to control
costs, produced new and costly mandates for businesses, and thereby encouraged firms to dump
their health coverage once Exchanges come online in 2014.  In short, the unpopular law has made
things worse for millions of struggling Americans.
 
(Also posted on the Freedom on Call blog here.)
 
Chris Jacobs
Senior Policy Analyst
Joint Economic Committee
(202) 224-5171
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From: Jacobs, Chris (RPC)
To: Jacobs, Chris (RPC)
Subject: Survey: More Than Half of All Small Businesses Could Drop Coverage
Date: Monday, July 25, 2011 9:33:12 AM

The small business group NFIB is out with a new survey of its members today, and the results only
confirm Obamacare’s ill effects on American job-creators.  The survey of 750 small businesses of
under 50 employees found that more than one in ten (11.7%) small businesses have already lost
their current coverage – their insurer has either terminated their health insurance plan, or indicated
that the firm’s current plan will not be available in the future.
 
Worse yet, the survey found that many small businesses may follow the guidance of a senior
Administration official and look to “dump” their employees on to government-funded Exchanges. 
(Remember, the NFIB study surveyed only firms with under 50 employees – i.e., small businesses
that would NOT pay the $2,000 per worker penalty for not offering coverage.)  When asked if they
would drop coverage “if a substantial share of employees now participating in your health plan
became eligible for a significant government subsidy to pay for health insurance,” more than one-
quarter of firms now offering coverage (25.9%) said they were very likely to drop, and another
31.5% said they were somewhat likely – for a total of more than 57% of firms who would
consider dropping coverage.
 
Also of note in the NFIB survey are firms’ opinions about Obamacare’s effects on them and their
businesses:
 

Higher Premiums:  Only 2.3% strongly agree that the law will slow the rate of health
insurance cost increases, compared to 43.9% who strongly disagree (Of particular note,
candidate Obama repeatedly promised that he would CUT premiums in absolute terms by
$2,500 per family – yet small business owners don’t even believe the law will slow the
growth in premiums.)
Bad for America’s Health:  Only 9.4% strongly agree that the law “will improve the overall
health of the American public,” compared to 44.6% who strongly disagree;
Constitutional Infringement:  Nearly two-thirds of firms (64.5%) agree that the law “will
infringe on the rights of Americans,” with more than 45% strongly agreeing;
More Paperwork:  A whopping 57.7% strongly disagree that the law “will reduce paperwork
and make the provision of health care less complex” – with only a measly 1.8% strongly
agreeing;
Higher Deficits:  A majority (52.5%) strongly agree that the law will add to federal budget
deficits, with only 2.4% strongly disagreeing;
Government Takeover:  A majority strongly (40.7%) or somewhat (17.0%) believe the law
“will lead to a government takeover of health care;”
Higher Taxes:  A majority (55.8%) strongly agree that the law will raise taxes; only 1.5%
strongly disagree.

 
The idea that Obamacare will encourage firms to dump their employees on to government-run
Exchanges, raising the cost of taxpayer-funded insurance subsidies, is bad enough. (A Wall Street
Journal editorial from this morning on this aspect of the NFIB study can be found here.)  But the fact
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that, by their own accounts, Obamacare will have so many other ill effects – more paperwork, higher
premiums, higher taxes, fewer liberties – on American job creators illustrates exactly why
Obamacare is the wrong medicine for a still-troubled American economy.
 
Chris Jacobs
Health Policy Analyst
Republican Policy Committee
(202) 224-2946
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From: Prieto Johns, Nicole S.
To: Katie Altshuler
Cc: Andrew Silvestri
Subject: TAHU Speaking Engagement Request
Date: Tuesday, March 01, 2011 1:12:06 PM

Katie -
 
Derek and I received an invitation speak at the Tulsa Association of Health Underwriters on

March 24th at the Tulsa Country Club.  We were advised that Commissioner Doak and
Governor Fallin would also be speaking.  Do you have any objection to us accepting the
invitation?  We have been asked to make the same presentation as we did at the
Stakeholder meeting in January. 
 
Thank you,
Nicole

 

S. Nicole Prieto Johns | Oklahoma Health Insurance Exchange Grant | Project Manager | 

1000 NE 10th Street, Suite 355, Oklahoma City, Oklahoma 73117-1299 | Bus.  405.271.9444 x 56479| Cell  | E-mail
NicolePJ@health.ok.gov
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From: Aaron Cooper
To: Denise Northrup; Glenn Coffee; Alex Weintz; Katie Altshuler
Subject: TaHU speech
Date: Thursday, March 24, 2011 1:45:10 PM

GMF speech was good. Standard stuff on economy and her agenda.

Health care - talked about personal responsibility, 5320, certified healthy biz, etc

Talked about opposition to Obamacare, supports lawsuit; said health car exchange a way to keep DC
from forcing a one-size fits all program on us in 2014.

After, did a media gaggle - explained what health car exchange was, said protesters were "uninformed"
if they thought she was ushering in Obamacare; said state doesn't have money to implement now, so
the grant henry applied for will be used; said she and her legal team, health dept, insurance dept,
examined grant for "strings" and are convinced there aren't any or at least none we can't live with.

Overall, don't think there was anything front-page worthy other than "fallin responds to
crticism/protestors"
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Campus Map 
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From: 
To: 

Sooner rea Party 
Katie AJt:tHJier 

SUbject: 
Date: 

Tea Party Forces Defeats Incumbent Congressman John SUllivan and Incumbent Representative Guy Liebman 
SUnday, July 01, 2012 9:37:53 PM 

Forward this email to a friend 

IN THIS ISSUE: 

Sponsors this 
week: 

The Carpenter 
Shop 

358 North Rockwell 
OKC, Ok 
405-942-2644 
thecarpentershop.net 

The Carpenter Shop is 
a full line cabinet and 
countertop shop that 
travels all over the 
state building dream 
kitchens for discerning 
customers 

Claude Hall's 
Gun Shows 

okcgunshow.com 
okcgs.com 

Claude Hall has 
always take care of 
the Tea Party and the 
Ron Paul activist 
community at his gun 
shows. 

Click Here For Previous Newsletter Archives 

Click Here to Sign Up for the Sooner Tea Partv Email list 

Forward this email to a friend 
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His next OKC dates 
are: 

May 19th- 20th, 
July 14 - 15th, 
Oct 6-7th 
Nov 17- 18th 
Dec 15-16 

Wolflaser .com 

This guy is a Noble 
Oklahoma based 
company that has 
great prices on 
electronics of all 
types and 
inexpensive toner 
and ink for your 
printer. 

Tea Party Forces Defeats Incumbent 
Congressman John Sullivan 

and Incumbent Representative Guy Liebman 

Oh, if only the McCarville Report were to believed, how we would be wringing out 
hands! Rarely do we comment on t hat old fart's State Chamber funded screeching, 
after all he wi ll be gone soon enough and t he re will be t ime fo r a keg party with a 
subsequent visit to pay our respects, albeit f iltered through kidneys. All joking 
aside, McCarville has lost all credibility but he offers a glimpse into the quandary 
the political establishment finds itself aher the e lection. 

Prior to the election the opposition labeled anyone we endorsed as a "Sooner Tea 
Party" candidate and aft erward our losses were magnified and our wins were 
margina lized. Few reported that we endorsed a nd supported Bridenstine in his 
fight against Congressman John Sullivan. We hit 30,000 voters with our newspaper 
in Tulsa, Jenks, and Broken Arrow. A nice touch was the back page with the arrest 
record and mug shot of Congressman John Sullivan from one of his earlier scrapes 
with the law. For the first t ime in several decades a sitt ing incumbent 
congressman was defeated and we were part of the reason it happened. 
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Comtec Security 

Com tee 
provides residential 
and commercial 
security systems in 
Oklahoma. 

There is only one 
thing you realty 
need to know 
about Comtec's 
quality and pricing, 
they do not require 
a contract for their 
services. 

Customers are free 
to walk away if 
their service isn't 
top quality. 

Rodent 
ResistantChicken 
Feeders! 

$50 + Shipping 

Advertise Your 

Our candidates for Tulsa County Clerk and Oklahoma County Clerk did well, both 
are in the August run off, our candidates in Senate District 17 and 33 are both in 
August runoff elections, as is our choice fo r House District 53 and Ken Walker in 
House District 70. Dan Fisher won his primary race in House District 60 and Mike 
Turner wh ipped Incumbent RINO Representative Guy Liebmann in House District 
82. 

That is ten races won out of 22 despite the fact that we were outspent ten to one 
in some races and three to one on the average. Six candidates in runoff races and 
three outright wins is pretty good for a new movement that is fighting big money, 
most of the media, and massive corruption. 

And it isn't over by a long shot; there are another 49 general elections for the 
House and Senate where we can cause political pain. If Bobby Cleveland or Clark 
Jolley think they are out of the woodshed they couldn't be more wrong. 

But if you read the newspaper e dito ria ls and the nattering old foo l's blog posts you 
can't help but come to one conclusion; they consider the Sooner Tea Party as the 
voice of the opposition and as the greatest threat to the status quo so they pull out 
the hatchet and go to work. Interesting to read the reader comments on that 
Oklahoman editorial, even the liberals are taken aback when they realized that t he 
Tea Party supported Democrats when they were conservative. Most telling in that 
editorial was the dismissal of our defeat of incumbent Congressman John Sullivan 
and the defeat of incumbent Representative Guy Liebmann, with the Oklahoman 
calling those wins f lukes caused by personal problems and new district lines. So 
when we lose it is our fau lt and whe n we win it is a fluke . 

What stands out the most is the switch in labels for the Sooner Tea Party from 
"rabid right wing conservatives" to "nonconservatives in Republican clothing", 
not ing t hat even at their darkest hours they refuse to use the term 
RINO. Dichotomy is the first sign that your opponent's arguments are fai ling and 
even the most ignorant of readers will pick up on the sudden switch in tact ics. 

Bottom line: The establishment was stunned at the opposition t his primary 
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Business, Event, Or 
Service Here! 

$25.00 per week, 
tens of thousands of 
Oklahoman 
impressions every 
newsletter 

election and they have woken up to the power of the combined grassroots activists 
coupled with worthy candidates. They spent millions to keep a handful of 
legislators and they know that they are going to have to spend millions again in the 
general election. But the Tea Party forces held the House by three votes in the 
October 2011 Speakers Designate race and we have taken two additional seats, 
Dan Fisher and Mike Turner, with another six or so House seats yet to be decided 
in the general election. Our margin of control is now at 5 votes and the remaining 
six House seats can fall to Democrat or liberal Republican and not change our 
margin of control. 

Do you want further proof of the change in their message? Watch the liberal 
Republicans froth at the mouth while denouncing Obama Care after pushing to 
enact it in 2011. 

And who voted for Obama Care in 2011 that was featured in that article? It didn't 
get a Senate vote but we have a comm ittee where Obama Care was approved and 
there was Senator Newberry and Crain who was the Chairman: 

Senate Health and Human Services Committee Members 

Agenda for 2 / 27/2012 
Sen Brian Crain 
Sen Sean Burrage 
Sen Rick Brinkley 

405-521-5620 crain@oksenate.gov 
405-521-5555 burrage@oksenate.gov 
405-521-5566 brinkley@oksenate.gov 

Sen Constance Johnson 
Sen Rob Johnson 

405-521-5531 johnsonc@oksenate.gov 
405-521-5592 johnsonr@oksenate.gov 

Sen Dan Newberry 405-521-5600 newberry@oksenate.gov 
Sen Steve Russell 
Sen Jim Wilson 

405-521-5618 russell@oksenate.gov 
405-521-5574 wilson@oksenate.gov 

Sen Brian Bingman 405-521-5528 bingman@oksenate.gov 

Next in the article was Rep Jason Nelson who voted for Obama Care in the 
guise of HB 2130. He was also the co chair of the dog and pony show in 
2011 that went around the state trying to get voters to accept Obama Care 
Health Insurance Exchanges. 

Next up was Representative George Faught who actually did vote against 
Obama Care. 

After that was Representatives Pat Ownbey, Mike Sanders, and Josh 
Cockcroft who all voted for Obama Care in HB 2130. 

Here is the 2011 Oklahoma RINO Index with their scores. Put this link in your smart 

phone so you can pull it up when you are at an event where one of these RINOs are 

speaking so you can ask them why they made the bad votes for Obama Care. 

And ending the abundance of crocodile tears in the article was GOP State 
Chairman Matt Pinnell who sat on his hands while watching Republican 
elected officials do their damndest to ram Obama Care down Oklahoman's 
throats. Except of course when he was helping damage any chances of 
conservatives retaking the state GOP. Pinnell found time to help out with 
that and he found time to try to milk donations and support out of 
Oklahomans after the Supreme Court refused to kill Obama Care. 

Last Tuesday was a watershed event for the Sooner Tea Party. We won 
some major races and the abuse hurled our way intensified as the politica l 
establishment realizes that Keith Gaddie is right in his comments about our 
performance. 

Several things to note about that Gaddie story. But first notice who they picked 
to represent the two sides of the fight? The Sooner Tea Party and the State 
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Chamber with Gaddie providing his opinion on who really won. 

First is the new t erm that I introduced into the Oklahoman vocabulary, 
constitutional conservative. McNutt was struggling with an apt description for us 
during his interview with me on that story until I suggested they drop social 
conservatives in favor of constructional conservatives. The subsequent Oklahoman 
editorial used the phrase as well for the first time. McNutt also correctly defined 
Dan Fisher as a social conservative, developing an awareness that there is a 
difference between t he two conservative types. 

Second is that McNutt did a great job getting across how we define victory; by 
fighting we gather experience and skills while we are pointing out the dichotomy 
between the e lected GOP officials and their own party platform . 

Third is that we understand that without fiscal parity our power has limits. 
Incumbent Guy Liebman had a 50% advantage over Mike Turner but we were the 
overriding factor when 5,000 voters got a newspaper delivered to their front 
lawn . Bridenstine was outspent three to one but again that is within our envelope 
to make a difference but being outspent ten to one is not. 

Lastly, the last few paragraphs of the Oklahoman article summed up what it is that 
we do: 

The biggest effect the Sooner Tea Party and other constitutional 
conservatives had on Tuesday's elections was forcing the targeted 
Republican legislators to reinforce their conservative values, Gaddie said . 

"With a movement like this, part of the success isn't necessarily in electing 
candidates," Gaddie said. "It's in forcing incumbents to speak to what you're 
concerned about. And they were able to do that. 

"If anything, what they did, they got some people out there to run and half 
of them will never be back again. But some of them may run again and 
might win. 

"It's why you do this," he said, "is to grow a crop of candidates and to learn 
how to create an organization. l earn how to win." 

We stunned them on the primary vote and served notice that buying politicians just 
became more expensive. The Obama Care decision on the next day added fuel to 
the fire, it is our number one issue and both the establishment and the State 
Chamber got caught on the wrong side of the issue and they know it. Now they 
are furiously back peddling and wrapping conservative values around them like it 
was body armor. 

Never forget that we don't write this newsletter for our supporters. we write it to 
educate the legislators and to drive them through an open door that leads where 
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we want them to go When we do back one into a corner we expect them to fight 
to t he death as we haven't provided an escape path, and in the process we win not 
by actually defeating them but by showing the other politicians that we can 
endanger their political future. Remember the old Billy Jack movie where be told 
the local political boss that be was going to take his right foot and lay it alongside 
the boss's left temple and there wasn't a dang thing the guy could do about it? 
That is what we do, let them know what is coming to make them sweat, to twist 
their guts into knots on Sunday night waiting to see if they have been outed, then 
we drive them onto the battle field of our own choosing and either bleed them dry 
defending their votes or force them to live up to the GOP Party Platform . 

We are setting a schedule for newspapers for those runoff races and general 

elections that will determine who ultimately wins or loses next session. If the GOP 

dares send us a crooked joke of a politician like Bobby Cleveland or Senator Clark 

Jolley we can support the independent or the Democrat in the election and make 

them fight for every inch. It isn't electing our people that will free our state, it is in 

forcing those already in control to do the right thing. 

Obama Care Upheld is a Good Thing 

If you didn't li ke the Wednesday Supreme Court decision then you are playing poker 

when you need to understand that politics is more like a battlefield. Key to 

understanding tactics is understanding that a machine gun's purpose isn't just to kill 

the enemy, it is to deny them the use of t he ground that it covers. 

John Roberts successfully took the Obama mantra of this election being about 

Supreme Court Justice appointments out of his political quiver by making a non 

partisan ruling. 
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Second he reminded us that t his is a political issue not a legal issue, that who we 

elect to office has major repercussions and we can't depend on the Supreme Court 

to always fight our fights. 

Thirdly he reminded us that the Democrats were massive tax and spend advocates 

and that Republicans were little better by calling t his a tax instead of a mandate. 

Doing so added precedent against the use of the Commerce Clause and showed 

the Court has a strong majority that sti ll recognize the concept of fede ralism and 

the restrains of Congress in fo rcing states to adhere to t he whims of the federal 

government. 

Fourth, , the Democrats are going to have a hard time running to November 

claiming the American people need to vote for t hem to preserve Obama Care. 

Instead the liberal Democrats must defend a massive tax increase. 

And the sound you hear is libertarians marching into Camp Romney, with noses 

held, knowing t hat the libertarian and conservative coalitions must defeat Obama 

and Obama Care. 

John Roberts successfully forced this into the political realm where Republicans 

must follow their own Party Platform and Democrats must defend their votes. We 

saw that in t he article above with the authors and supporters of the Obama Care 

Health Insurance Exchanges switching sides. They know that the majority of 

Oklahomans agree with us, that small portions of Obama Care might be popular t he 

battle ground best suited for us is an all or nothing repeal of Obama Care, not 

trying to slow it down or t o do it to ourselves regardless of what the State Chamber 

of Commerce might want. 

Supreme Court Justices can play the long game as they have life tenure. We can't 

throw them out so they can actually govern with an eye for what is best, not what 

gets them re elected or re appointed. John Roberts most likely just put Mitt 

Romney in the White House and less we forget, without Republican Olympia 

Snowe voting for Obama Care in the Senate Committee, we would have never had 

Obama Care in t he first place. 

Of course there are legal flaws in the decision. All bills imposing taxes have to 
come from the House of Representatives, not the Senate as Obama Care did, so 
that argument could have been raised. Remember how all of this came about, the 
Senate version was pulled from reconciliation and deemed passed rather than 
risking another vote in the House, ergo the bill was never actually passed by the 
House as it never received a proper House vote after reconciliation . But the same 
court that defied logic to say this was a tax would refuse to apply the constitutiona l 
requirements for a House origination . 

We don't need to rally at the Capitol, we don't need to send petitions and emails, 
we need to buckle down and force the Oklahoma legislators to prepare to nullify 
Obama Care by refusing to enact the law. John Roberts stripped the provision 
where the Feds could take all the Medicade funding from states that refused to 
enact the Health Insurance Exchanges. Let them take what they will but let's insist 
that Oklahoma legislators stand between federal tyrany and their constituents. 
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Smart Meters Draw Activists Attention 

Jason is one of my 40 Ron Paul County Coordinators from the 2012 Ron Paul 
campaign who is planning on rallying the Deer Creek residents during the week of 

July 4th to oppose the installation of smart meters. He has a form letter for those 
wishing to opt out of the smart meter program and there is a group in Tulsa that 
has a ll the information you will need to get up to speed on this issue. 

Jason can be reached at jasona ndbuddy@hotmail.com if you want to help him 
organize the Deer Creek area or start your own project. 

Oklahoma's Big Spender's Gluttony at the Home Front 

By D.B. 

The only thing that is bigger than all of the talk, or bigger than all of the promises 
of our state Governor and Legislators is the big lie that they continue to mislead 
the citizen's of Oklahoma. Their big selling pitch from the start was the claim of 
wanting to reduce the amount of government involvement. The only thingthey 
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have reduced is the people's voice in their practices. They have knowingly, without 
remorse and without any thought of the future, taken the state down by 
continuing to spend like there is no tomorrow. They have increased our debt, and 
the only one that has benefited is them. They make false claims of improvement, 
yet nothing has gotten better. 

During Governor Fallin's campaign she repeatedly targeted Washington and its 
unacceptable handling of our nation's debt yet she was, and still is operating on the 
same level as the people she criticized. The state's overall ratings have taken a 
nose dive in just about every area possible, except for the state's debt levels and 
government spending which is at a national high. 

Information obtained from http://www.ocpat hink.org/articles/188University OCPA 
states: 

"President Obama may be the biggest government spender in the history of the 
United States, but the current leaders of Oklahoma are the biggest government 
spenders in the state's history". 

Okla. government spending is up 74%. Here is the link to the detai led outline map 
of Okla government spending. 

Oklahoma historian J. Rufus Fears refers to politicians whose reckless borrowing
and -spending that puts all at risk by stating: 

"The politicians in Washington have failed us but the ones here at home are also 
part of the problem." 

In other words, The leaders of Oklahoma have failed it's citizens, and continue to 
do so without looking back. To fix the problem would mean that they must 
acknowledge it. Instead they ignore and deny declaring "It's all good". 

According to OCPA Oklahoma's spending is at a all time high and continues to rise. 
It is reported that much of it is federal money. Governor Fallin was calling 
Washington for federal funding when a storm hasn't even hit yet this becomes real 
obvious. How unbelievably two faced for a leader to waste and spend taxpayer 
dollars, and then run to the feds every chance she gets for a hand out . The state 
should be able to carry its own on a daily basis. That's what we pay taxes for. There 
is a specific area of funds that are for such emergencies at the state capital but the 
pot is empty. This is just another indication that things are not on the up and up, 
and that finances are not in order. 

Senator Coburn had several comments in his book "The Debt. Bomb" that stated : 

"State policymaker's have become "dangerously reliant on federal money." 

In a very real sense, Oklahoma policymakers receive federa l bailouts every year. 
They either don't know or don't care that, America is already bankrupt. 

Also from the book"The Debt Bomb: 

"The problem is we are dealing with careerist politicians, seduced by power and 
position, and that they refuse to set priorities because cutting spending isn't truly 
important to them." 

I guess when Governor Fallin speaks of Oklahoma growth we the people are 
misunderstanding the concept because just last week the Tax Foundation also 
stated: 

"Oklahoma leads the nation in government spending growth over the past 
decade." 

Not the kind of growth she claims to be working on. 
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Her corny, worn out, far-fetched one liner of "We could teach Washington a thing 
or two" is laughable. Not only has she raised the state's debt by overspending, her 
"save the world" tax plan was a flux just like all of the rest of her side of the mouth 
speeches. She apparently isn't too worried about it as she keeps popping up at 
various sporting events, or vacation spots. It is disheartening and insulting to 
continue to hear lines such as this barked out like no one notices. 

That's right Governor Fallin." You showed them a thing or two". 

I'm just not sure what. 

Blog Articles for Hire 

Big Discounts if Credibility isn't Required 
R. H. 

In the no longer influential McCarville Report published on the 27th of June 2012, 

Mr. McCarville had an article regarding the Sooner Tea Party. It was a rather 

braggadocios article claiming that "There'll be no large influx of Sooner Tea Party 

legislators next year." 

Did we run articles in a paper in several districts pointing out the voting records of 

several RINO Republicans? Yes we did. We felt the voting public had a right to know 

just how these self-described conservatives like Dan Newberry, Brian Crain, Marian 

Cooksey, Clark Jolley, Elsie Hall' Guy Liebmann and Gary Banz, are really liberals 

masquerading as conservatives. 

Did our efforts affect the outcome? Maybe, after all Guy Liebmann did lose his 

seat. If we had any effect at all, it was through honest reporting on the candidates. 

That's something Mike McCarville might try sometime. 

Mr. McCarville a lso fails to mention the effect of his benefactors PAC that 

continued to air ads that had proven to be nothing but lies against his opponent. 

Granted he has no direct control over the PAC, but he could have asked that those 

ads be stopped. His failure to do so is tantamount to an endorsement of those ads. 
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Mike just so you' ll know the Sooner Tea Party did not go "Up in Flames" as you 

titled your story. The only thing that has gone up in flames is your credibility. That 

went the day you sold out to the Oklahoma State Chamber of Commerce. 

As for the Oklahoma State Chamber of Commerce, we know who your flunkies in 

the House and Senate are. We know what your agenda is. We will be watching. We 

will do everything we can to stop your liberal, progressive agenda from corroding 

the liberties of freedom loving Oklahomans. Your days as a political power house 

are numbered. 

Audit the Fed 

It Just Might Happen! 

On June 27th, Audit the Fed unanimously passed the House Oversight and 
Government Reform Committee by voice vote! Only a few short years ago, just the 
thought of getting a committee hearing on such an issue was considered a long 
shot at best. But that was because the Washington establishment and the banking 
e lite underestimated the power of true grassroots activism. 

Campaign for Liberty was the group that made this possible with hundreds of 
thousands of petitions, phone calls, faxes, and emails generated by passionate C4L 
activists around the country. One congressman noted he had been contacted by 
"scores of constituents" supporting Audit the Fed . 

At one point, Rep. Elijah Cummings (MD -7) introduced an amendment that, like the 
Watt amendment to H.R. 1207 in the lllth Congress, would have gutted Audit the 
Fed but activist pressure stopped it butt cold. In fact, it was truly astonishing just 
how quickly Representative Cummings withdrew the amendment after it became 
clear there was no support for it in the Committee - even from members of his own 
party. 
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Over the last four years, C4L made tremendous strides in bringing the Federal 
Reserve to the forefront of political debate and pushing the central bank toward 
transparency. 

Of course, ultimately, America shouldn't even have a Federal Reserve System to 
create moral hazard, keep interest rates artificially low, bail out friends and favored 
firms, and manipulate our monetary supply. Today's committee hearing was just 
one small step toward passing Audit the Fed, but also, one giant leap toward 
ending it. Now, with a floor vote before the ent ire U.S. House in July fast 
approaching, I hope you' ll stand with us again as we look to jump another hurdle 
and carry this bill into the Senate. 

Visit the Campaign for Liberty website for more info on how to get involved. 

The State Chamber Thinks They Won 
By R. H. 

In a display of ignorance and voter apathy, ten of eleven Oklahoma County area 

legislators won their primaries on Tuesday night. Voter turnout was appallingly low, 

the special interest money was enormous, but were there other reasons? 

The simple truth of the matter is that voters don't educate themselves on the 

candidates. They don't listen to what people are saying about the incumbents. They 

just go to the polls and say "duh I recognize that name, I' ll vote for them." Six of 

the incumbents that ran had current ethics complaints filed against them. 

For those of you, who read this newsletter, WAKE UP. Talk to your friends and 

neighbors more. Offer them a copy of the newsletter. Show them the information. 

Show them how they can subscribe to the newsletter and the newspaper. Ask them 

to inform their friends and neighbors. An informed public is our best defense 

against a runaway government. We cannot begin to change things in Oklahoma 

until we change the thinking of the public at large. 
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The only RINO that was unseated was Guy Liebmann. As there was no Democratic 

challenger in District 82, the new Representative for the district is Representative 

elect Mike Turner. 

Senator Jolley, you are under the cloud of an ethics investigation for campaign 

violations. We have reviewed the records that accuse you of violating campaign 

laws of the State of Oklahoma. You and your surrogates ran untruthful, fraudulent 

campaign ads that were reminiscent of the days of Obama 2008. Every vote you 

make will be documented. Should you decide to run for another office, rest assured 

that your record of deceit will fol low you. 

For al l you other RINO Republicans out there who think you are safe, think again. 

We have only just begun. We are watching what you do. Your records will be 

exposed. We will win our state back. 

For those Conservative candidates that lost tonight, we ask one thing: stay in the 

fight. Don't resort to the tactics that defeated you and run the risk of an ethics 

charge. There are several current lawmakers facing ethics complaints for this one 

simple reason. They did not go down as soon as possible and open a campaign for 

the same office for the next campaign cycle. For the Senate that is 2016. For the 

House that is 2014. By doing so, you can legally collect donations, hold campaign 

events and campaign for office for the next term. 

The next election cycle starts now. Don't give the crooks a minute of rest or a 

second of inattention. Start gathering supporters, funds, and information. Make 

them fight without rest until they realize that a life of crime is easier than using 

politics to line your pockets. 

Assumption, What Does It Get You? 

By Ms PM 
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One of the first assumptions as many see it is that of government control over our 
every move. Seriously, how can the finger be pointed at government bureaucrats 
when citizens are the ones doing the electing and thus giving away rights by not 

holding those elected accountable? Is it not a fact that the citizens outnumber the 
state and federal public servants by astronomical numbers? If this fact is accepted 
then how can citizens shift the blame to anyone other than themselves, after all, 
the apathetic voting habits, those who demand a free ride, along with a lack of 

personal investigation for all candidates, could be the root of this evil. The odds are 
high that the information is out there. Could it be people are too lazy to look and 

continue to believe these liars once they step onto the "elect me pulpit?" There are 
over three million people in Oklahoma and divided up that would be 0.00001 phone 
calls per week, per person to let representatives know they are being watched. This 
is a small price to pay with any busy schedule. It does seem citizen reaction comes 
only after the election, which in turn will always consume more valuable time and 

energy fighting the battle. 

This next assumption seems to rear its ugly head frequently and many fo lks are 
under the belief, that a few will do the work of many. This thought process does 

not appear any different than the socialist plan being implemented throughout our 
country. When you have the few doing the work, and the many receiving the 

benefits, history has shown that when you don't have to work for what you have 
and in this instance, freedom, this incestuous breeding of entitlement springs up in 
everyday life, thus eroding the values and morals our country was founded upon. If 
there are any people appalled by the entitlement society being bred into American 

culture, then how is this lack of participation, by any means, justified? 

People assume that government has and always will be run the way it is because 
"that's just the way it is." What makes a citizen believe this great lie? This 

conditioning process from those elected has worked, look at who we have 
representing us as a nation, then within our state. A perfect example of this 

process just happened here in the Oklahoma primaries. The facts were there but 
the lights went out when it came time for people to verify the information before 
going to the polling booth. The end result in this election is proof, fi rst by those 

that did not vote, then by the ones that did when they put most of the same liars, 
cheats and thieves back into power. The end result ... another round of fighting 

comes next session when citizens complain about not being represented. It's hard 
to put out the fire when "we the people" seem to be the ones supplying the 

matches. 

The most recent assumption that many have is geared toward the Obama care vote 

as being unconstitutional. Most assume it is not constitutional, and it isn't, under 
the Commerce Clause. The Justices' ru ling under this section is a monumental 

achievement for America. This put the brakes on the federal government regulating 
everything we do by tying their power, including the health care to the Commerce 
Clause. Justice Roberts deemed it a "tax", which it is and always was, and because 
the citizens decided it was a grand idea to give the federa l government unlimited 

power of taxation, also allows the ruling as Constitutional through his eyes, maybe, 
but probably not, and it could have been his plan all along to force Americans to 

wake up. There are a few theories as to why Roberts did what he did. The outcome 

of his actions does seem to be working regardless of why. We can now undo the 
fundi ng for this beast, eventually repeal and bury it in the garbage dump. Even 

though all of those who crammed this legislation down our throats by spewing the 
lie about it not being a tax, what we now have is a clear view of the deceit used 
against the citizens by the Democratic Party. Justice Roberts brought us this very 
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clear picture. What it also did was give citizens a perfect example of who is 
supposed to hold the power needed to stop the federa l government from taxing us 
to death. Through citizen participation, we will be the ones to stop it, as it should 
be, first by electing those that will uphold the Constitution and second by paying 

attention and voting out those that do not. 

Justice John Roberts decision ended with a brilliant outcome, intentioned or not. In 
the Justices' decision it states this: "It is not our job to protect the people from the 
consequences of their political choices." Haven't the citizens been screaming about 

too much interference from government? This decision says to the American 
people, you now have to fix the mess that you have created and America has the 

opportunity to do just that. 

He has given the federal government the slap in the face they righteously deserve 
regarding their never ending power grab in using the Commerce Clause. Along with 
that he has given the American public the key to unlock the chains, but only if they 

are smart enough to grab on and ride it out. Could this decision be just what the 
doctor ordered? One never knows about the extent of unintended consequences, 
but this scenario could not have been planned out any better. Sure, he could have 
ruled the whole thing unconstitutional and saved a lot of work. Clearly people do 

not grasp the impact of how easy the freedom many take for granted could 
disappear. Most people take better care of something they have to earn and this is 

no different. This country was not founded on entitlements. 

All that is necessary is to not give up before the miracle happens. American Patriots 
don't give up, the mere thought of giving our destiny to a small bunch of 

bureaucrats must be crossed off of their "to do" list. 

The state government is no different than the federal government other than it is 
on a smaller scale. You have the same liars, cheats and thieves. When the citizens 

are not paying attention to local elections, the drama perpetuates and moves on to 
Washington D.C. There is little doubt, the way to fix Washington is by getting our 
own house in order. Thank you Justice Roberts, America has the opportunity of a 
lifetime, we get to prove to this great country that we deserve her. There is no 

greater achievement than a nation working together for such an important cause as 
freedom! 
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Senator Dan Newberry Claims Tea Party Candidate 

Status 
R. H. 

No nasty emails please, that is a dude on the left. Don't yah recoginze Dan? 

In a recent article published in CapitoiBeat OK on June 29, 2012, you can 
read the article here, Ruling by Roberts Court enrages - and re-energizes 
Oklahoma Republicans, that dealt with the Obama Care ruling, Senator Newberry 

had the audacity to claim that he was a Tea Party Conservative. After picking 

myself up off the ground from laughing so hard at this joke, I just had to write this 

article and set the record straight. 

Here are some of the things a true Tea Party Conservative would not have done 

what Senator Newberry did. All the information has been provided before, so it 

should come as no surprise to anyone. A Tea Party Conservative would not 

1. Accept a donation from Prominent Democratic Campaign Obama Fund Bundler 

and Solyndra Cheat George Kaiser. 

2. Want to manage the states money while their home is being foreclosed on. 

3. Vote Yea on HB 1953, The Governors Quick Action Fund or Slush Fund as we call 

it.-liberal 

4. Vote to delegate planning responsibilities to un-elected commission 

5. Vote Yea on HB 2131 Soft on Crime.-liberal 

6. Vote Yea on SB 154 21st Century Quality Jobs Act. liberal 

7. Vote every time to increase the size of government. - liberal 
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Those are not Tea Party Conservative votes. Those are Progressive Liberal votes. 

They fit in well with the agenda of the Oklahoma State Chamber of Commerce's 

goal of trying to remake this great state look more like New York. 

Senator Newberry sits on t he Appropriations Committee and the Appropriations 

Subcommittee on Health and Human Services in the Senate. How can we trust a 

man to manage state funds appropriately, when he can' t even manage his own 

funds or pay his own house payment? We'll be watching committee assignments 

next year and Senator Newberry better not have anything to do with 

appropriations. It's un-ethical. Imagine that, Senator Newberry could be our first 

homeless State Senator. 

If anything Senator Newberry stands for everything that is wrong with state and 

federa l government. A Tea Party Senator? If he doesn't have a home at least he 

has a vivid imagination. 

ICLEI or Just Plain Icky? 

Consider the caption below taken from ICLEI'S June 15th newsletter. They 
choose their words carefully and a "rapid and radical agenda" should scare 
the hell out of you,that is unless you continue along the path of "ignorance 
is bliss. 

ICLEI presents 8 agendas for rapid and radical action 

ICLEI's 8 agendas of act ion for sustainable cities was presented in parallel sessions 

at their congress today. The agendas are: Biodiverse Cities, Resource-efficient Cities, 

Low-carbon Cities, Sustainable Cities, Resilient Cities, Green Urban Economy, Smart 

Urban Infrastructure, and Healthy and Happy Communities. 

Number one of the 8 agendas in their newsletter is Biodiverse Cities. Here is the 

definition to descri be the term. Biodiversity is a scientific term used to describe the 
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'variety of life ', or the range of plants, animals and habitats that exist in a given 

area. 

In this article you will find information on the topic agenda of Biodiverse Cities. 

The article states that cities are eating up resources and habitat. According to 

ipsnews, climate change is one of the main fo rces responsible for the huge loss of 

biodiversity on the planet. This term use to be called "global warm ing" but it is no 

longer politically correct. There was research information withheld a while back and 

people experienced a bitter taste towards the findings once the informatio n was 

brought to the public's attent ion. Those that believe in globa l warming will not be 

deterred in creating these utopian cities regardless of t he findings from scientists 

not of their belief. The executive secretary of the UN Convention, Ahmed Djoghlaf, 

believes that "we are living beyond t he means and capacities of our planet." 

Brazil has taken the lead in setting new trends in planning the city of Curitiba. This 

biodiverse city demonstrates that urban planning is going to be environmentally 

friendly. The city has 16 parks, 14 forests and over 1,000 green public areas that 

are shared by residents. One thing this article does not cover is what happens to 

privately owned land in the middle of these "green cities", when the owner chooses 

to do something other than make a park out of it. 

In this article it states that Europe leads the way as a model example for 

biodiversity management. The art icle states t hat cities are at a demand for space 

and are the main cause of water, soil and air pollution. Climate change and the 

over-exploitation of natural resources is high on their priority list. 

On The United Nations website the one thing that screams "look out." was stated; 

"establish functioning governance structures that are able to enforce legislation." 

This article is on the number two topic agenda of Resource-Efficient Cities. The UN 

has a website that will make you feel warm and fuzzy and will best describe what 

all of this is about .. Hop on board this utopia train and learn how to live like good 

people should. You will be taught that the way to reduce the poverty gap is simply 

by understanding the wasteful use of resources. "Cleaner production practices and 

technologies also provide opportunities for small business development and 

creation of green jobs, which are critical to addressing poverty." 

In th is article it states this; 

Change of lifestyle stands out as an important measure in Malmo's 
Sustainable Energy Action Plan . What specific actions is the city 
taking to encourage behavior change and thus minimize the 
environmental impact of households? 

Reading this article one could think that all we need is a nudge to get us on the 

right path, regardless if we believe in what is being served from the pot o' crap. 

What happened to a free society? 
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Third on the topic agenda is Low-carbon Cities. This website will walk you through 

the entire process of infiltration within cities. The site states, "Overall we aimed for 

significant carbon savings through joined up city-wide low carbon strategies. The 

vision was that of a city-wide carbon reduction target lead by the public sector, 

supported by the private sector and owned by the entire community." Does anyone 

reflect on Cap and Trade? 

Fourth on the topic agenda is Sustainable Cities. This website goes through the 

entire process of setting up a mock city for sustainability. It talks about green 

house gas and the plethora of things we humans are doing to destroy the planet 

and how to fix us. 

Fifth on the topic agenda are Resil ient Cities. ICLEI's website This s ite states; "Only 

resilient cities will have a future. Only resilient cities will be able to withstand 

disasters and climate change, will function under conditions of resource constraints, 

will be able to secure livelihoods for their citizens. 

Does anyone think all of this means we better get with the program and make sure 

we're ready for a ll this disaster to hit? Does anyone understand why the federal 

government is bent on raiding small farmers and shutting them down? Could it be 

all the genetically modified seeds that don't need as much water to grow and the 

pesticides are built in? Some people don't trust the government to know what's 

good for them and some folks don't want to grow it? Does anyone remember the 

Amish fa rm that was shut down? 

Sixth on the topic agenda is Green Urban Economy. This website gets into the new regulations 

that will be enforced to make people follow the new rules .. 

"Incentives and regulations in the bu ilding and construction sector offer 

opportunities for cities and local governments to leverage their authority in the 

setting of standards and the issuing of building permits. These measures, including 

mandatory investments in energy efficiency or the installation of renewable energy 

technologies in buildings, can make a substantial impact." 

ICLEI believes this green urban economy will bring everyone to a level playing field . 

They state, "the postmodern sustainable city should also be a well-organized place 

with low unemployment, social equality, green open space, social interaction 

platforms and universal education with provisions for basic needs." 

Lawrence Bloom, chief of the Green Economy Initiatives sustainable cities' has this 

to say, "Our vision is no less than a society living in harmony with nature, 
thriving on a truly global green economy." 

Seventh on the topic agenda is Smart Urban Infrastructure. This ICLEI website 

explains how this will be implemented. 
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More regulation anyone? "This poses significant challenges for the retrofitting and 

upgrading of old infrastructure in cities, and ensuring that which is built meets strict 

sustainability criteria and contributes to creating sustainable city systems." 

In Bogota Columbia they have reclaimed streets from personal automobiles and 

designated them to public transit. They did this to create a city for people. They 

created bicycle bridges and paths. The implementation of a "Ciclo-via" on Sundays 

allowed people to experience the city on a bicycle which removed their conception 

of only low income people ride a bike. Bogota touts itself as a people friendly city. 

How many of you want to be told you have to ride a bicycle in Oklahoma weather? 

Last on the topic agenda is Healthy and Happy communities. This ICLEI website 

states this; "Ultimately cities strive to ensure that their local community enjoys 

health and happiness and good quality of life. Whether on a modest or more 

affluent economic footing, local governments must promote community vitality, 

health, peace, safety, education, culture, and good governance. Local governments 

can take advantage of 20 years of ICLEI leadership and experience in promoting 

participatory governance and sustainable development planning for healthy and 

happy communities." 

ICLEI offers its members several opportunities. You can develop a local "happiness 

index." You can seek guidance through their Safe & Healthy Communities program. 

They also give support to members in crisis-stricken regions or those communities 

suffering from violence, but the catch, those cities have to incorporate a just and 

peaceful community in their sustainable development plans. 

This article talks about the not so fuzzy side of ICLEI. 

ICLEI has changed some of the words they use, for example, sustainable 

development and biodiversity is an "easier sell" than climate change. Either way it 's 

the same radical agenda. The implementation gives the UN expanded power and 

money, the U.S. Environmental Protection Agency isn't left out either. They will be 

the ones telling you that you can pay for your land and pay the taxes but don't 

think about doing what you want with it. 

There will be more taxpayer money going to fa iled green energy companys so get 

use to it, the goal is for a better world. There is a long list of tactics that will be 

used for this agenda to delay, prevent and cont rol energy and economic 

development not to mention hydrocarbon use, logging, farming and family size. 

One of the worst of the many unintended consequences will be to give increased 

power to unelected and unaccountable bureaucrats and activists. It is said that no 
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substantiated proof is out there to believe species are at risk. 

Corn-based ethanol is expensive; it takes millions of acres to grow and billions of 

gallons of water before harvest. Add the fertilizer and insecticides and you've got 

yourself quite a cocktail. 

This website shows the cities within the U.S. that are members of ICLEI. 

So ... a ll of you utopia dreaming knot heads can pack it up and move to Rio. Ride 

your bikes and play kissy face in the park with each other. Take this green, 

sustainable moron running this country with you and ya'll can have a big fat healthy 

and happy community to live in. We don't want it, you do, so leave! 

Here are all the House members in two fifty member blocks 
of email addresses. Use Bee in your email address header and 
email fifty of them with one email yet they won•t know who 
else got the email. 

Here are the State Senate email addresses in one block: 

Who is my state representative and my state Senator? Click 
here to find out 

Here is the Senate Directory 

Here is the House Directory 

Rem 
ember to strip the unsubscribe link before forwarding this 
newsletter to prevent someone from taking you off our list! 
Use our forward this email link at the top of the newsletter to 
prevent being accidently unsubscribed. 

Money is always needed for printing costs, postage, sign 
materials, and robo call costs. We are tightfisted; we will 
spend your hard earned money wisely and frugally as we do 
our very best to clean up Oklahoma politicians so we can 
begin to clean up our country. 

You can donate by sending a check to Sooner Tea party, 358 
North Rockwell Ave, Oklahoma City, OK, 73127 or visit 
Soonerteaparty.org and use the Paypal donation button. 

Unsubscribe I Change Profile 
Powered by YMLP 
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From: 
To: 
Subject: 
Date: 

Attachments: 

National Governors Association 

Health Policy Advisors 

Techincal Assistance Opportunity Announcement 

Monday, October 17, 2011 3:06:4S PM 
Exchange TA Letter.pdf 
RFP Technical Assistance. pdf 

Dear Health Policy Advisors: 

NGA is pleased to announce a technical assistance opportunity related to the implementation of 

health insurance exchanges. Attached is a letter describing the program and a Request for 

Proposals. Teams from up to six states will be selected to work with two nationally-recognized 

experts in exchanges and Medicaid in a customized day-long retreat that wil l take place in your 

home state. Joel Ario, former insurance commissioner from Pennsylvania and Oregon, and former 

Director of Health Insurance Exchanges at the Office of the Center for Consumer Information and 

Insurance Oversight will serve as a resource on exchange planning. Deborah Bachrach, Medicaid 

expert from Manatt Health Solutions, will assist with the Medicaid aspects of the discussion. 

Applications are due to NGA on November 1, 2011. 

Should you have any questions please contact me at kdrobac@NGA.org or 202-624-7872, or Maria 

Schiff at mschiff@nga.org or 202-624-7872. 

Krista Drobac 

Director, Health Division 

Center for Best Practices 

National Governors Association, Suite 267 

444 North Capitol Street, NW 

Washington, DC 20001 

Office: 202-624-7872 

Cell: 

3699



 

---
You are currently subscribed to [healthadvisors] as 
katie.altshuler@gov.ok.gov..
To unsubscribe, send a blank email to leave-202663-
159552.9353be7555ca9043e095bc96949d480b@talk.nga.org..

Visit the NGA web site at http://www.nga.org
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From: Ray Carter
To: Ray Carter
Subject: Terrill: Federal Government Overreach Setting Record with Proposed Talking & Texting Ban
Date: Thursday, December 15, 2011 8:49:04 AM

 
Oklahoma House of Representatives

Media Division
December 15, 2011

 
FOR IMMEDIATE RELEASE:
Contact: State Rep. Randy Terrill
Capitol:  (405) 557-7346
 

Terrill: Federal Government Overreach
 Setting Record with Proposed Talking & Texting Ban

 
OKLAHOMA CITY – Federal efforts to force states to ban all forms of talking and texting
while driving, regardless of circumstances, disrespects the ability of citizens to govern
themselves, state Rep. Randy Terrill said today.

“The U.S. Constitution makes clear that the federal government has specifically
enumerated and limited powers with all other issues relegated to state governments,” said
Terrill, R-Moore. “If this talking and texting initiative stands, then is there anything out of
bounds for the federal government?”

Terrill’s comments came in response to reports that the National Transportation Safety
Board is attempting to coerce all states into imposing total bans on texting, emailing or
chatting while driving.

“States certainly have the power to take up this issue and enforce those laws within
their borders,” Terrill said. “However, the federal government’s recent efforts to bully, harass,
intimidate and threaten states into taking particular actions must stop.”

According to the Associated Press, 35 states and the District of Columbia already ban
texting while driving, and another nine states ban hand-held cell phone use. In addition, 30
states ban all cell phone use for beginning drivers.

“Clearly, this issue is not being ignored by state lawmakers, and it obviously is not a
proper function of the federal government, so I have to ask why the current federal
administration would prioritize texting bans over its actual duties, such as national security.”

It is believed the National Transportation Safety Board’s recommendations could
ultimately be imposed by withholding federal road funds from states that do not comply with
the federal edict.

Terrill noted the proposed talking-and-texting ban follows passage of the deeply
unpopular federal health care law, which independent studies have shown will increase
consumer costs and reduce access to quality health care.

“In my adult lifetime, I have never seen the federal government overreach to the
extent we are seeing today,” Terrill said. “From the passage of ObamaCare, to the federal
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government suing states that enforce federal immigration laws within their borders, to this
national talking and texting ban, it seems there’s no area of our lives that the federal
government is not trying to control – all at the expense of our personal freedom and liberty as
well as states’ rights.”
 

-30-
 

 

NOTICE: The information in this email is confidential, legally privileged, and exempt
from disclosure under law. It is intended solely for the addressee. Access to this
email by anyone else is unauthorized. If you are not the intended recipient, any
disclosure, copying, distribution or any action taken or omitted to be taken in
reliance on it, is prohibited and unlawful. The Oklahoma House of Reps does not
warrant any e-mail transmission received as being virus free, and disclaims any
liability for losses or damages arising from the use of this e-mail or its attachments.
Recipients of e-mail assume the risk of possible computer virus exposure by opening
or utilizing the e-mail and its attachments, and waive any right or recourse against
the House by doing so.
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From: Jacobs, Chris (RPC)
To: Jacobs, Chris (RPC)
Subject: The Bottom Line: Families USA "Report" a Misleading Sham
Date: Friday, October 21, 2011 12:00:13 PM

Earlier this week, the liberal advocacy group Families USA released a “report” claiming to provide “the
bottom line” costs and benefits of Obamacare to American families (including state-by-state analyses,
which are being released over the next two weeks).  I was tempted not to dignify the report with an
answer, but several press stories about it prompted me to reconsider, as these myths tend to linger if not
immediately rebutted.  The bottom line about the “bottom line” report is that it doesn’t attempt to spin
the facts surrounding rising premiums and costs so much as it attempts to hide them entirely (although it
includes plenty of spin too).  Here are four reasons why:
 

1.        Modeling for the report was completed by Jonathan Gruber, who was a paid – though undisclosed
– consultant on Obamacare itself.  When the controversy surrounding his previously undisclosed
Administration contracts arose last year, Gruber alleged that he informed reporters of his paid
consultancy “whenever they asked” – but that fact is not referenced anywhere in the report.  Yet
nowhere in the report do Families USA and Gruber disclose the fact that the math behind the
report was done by a paid consultant to the Obama Administration.

 
2.        The spin behind the report’s methodology can be found on page 11 of the national report:

 
The Commonwealth Fund reviewed relevant literature published by several teams of
economists that looked at the health care system reforms in the Affordable Care Act as it
was developed in Congress.  They reported that a 1.5 percentage point reduction in cost
increases annually is realistic.  While many of the cost and quality provisions in the
Affordable Care Act started last year or this year, some will not be in place until 2014. 
Therefore, for our analysis, Families USA based our modeling on the Commonwealth Fund
report’s most conservative cost reduction assumption of only 1.0 percentage point per year
starting in 2014.  We believe this assumption is reasonable and defensible.

 
I’ve highlighted the key words – the report assumes that the law will reduce costs.  That’s like me
saying I’m going to plan for retirement by assuming I will win the lottery – it results in all sorts of
rosy scenarios, but it’s far from certain whether it will happen.  It’s real easy to assume the law will
work to generate lots of “savings,” but as this week’s evaporation of $86 billion in savings due to
the CLASS Act debacle showed, they don’t always materialize.  And the Medicare actuary has noted
that the law will raise, not lower, overall health spending, and has been generally skeptical about
the ability of some of its provisions to slow spending growth over time, saying most of the law’s
experiments would have a “negligible financial impact” for the foreseeable future.
 

1.        The above excerpt from page 11 of the report also includes a key phrase, when it discusses
“reduction in cost increases annually.”  So the Families USA study only presumes Obamacare will
slow the increase of premiums, NOT reduce them outright.   A report published by the Business
Roundtable in November 2009 made similar assertions; Exhibit 1 of that study (depicted below)
indicated that under the BRT’s maximum achievable “savings” scenario, large employer premiums
in 2019 would still by $12,408 higher than they were in 2009.  But candidate Obama promised to
CUT premiums by an average of $2,500 per family, not just to slow their rate of growth; what’s a
liberal advocacy group to do?
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2.        Here’s where the report plays “hide the ball.”  The Families USA survey focuses solely on “savings”
– at NO point does the study disclose what families are paying in premiums in 2011, and what they
will be in 2019.  And the reason they don’t disclose the premium amounts is because the trend
line would look exactly like the below graph from the BRT study – still skyrocketing, just by slightly
less under the rosy scenarios assumed.  In other words, Families USA is attempting to pass off a
massive premium INCREASE over the next decade as a SAVINGS to American families – and has
to hide the facts to do it.

 
Even after doing all that, the Families USA report STILL only comes up with $717 in fictitious premium
“savings” for those with coverage currently, and $1,571 in overall “savings”* for the average American
family, and then only in 2019.  To recap:
 

·         Candidate Obama repeatedly promised to CUT premiums by an average of $2,500 per family by
the end of his first term (i.e., 2012).

·         Families USA is claiming that Obamacare will still result in massive premium increases – but that
premium increases between now and 2019 will be $717 less than they would have been without
the law.

 
The fact that Families USA felt the need to resort to such misleading metrics and outright obfuscation is in
many respects a tacit admission that Obamacare will not live up to its promise to lower costs – an
admission more powerful than the conclusions in the report itself.
 
Chris Jacobs
Health Policy Analyst
Republican Policy Committee
(202) 224-2946
 
* The Families USA report does take the cost of taxes, and the benefits of subsidy payments, into account,
which many other reports have not, in an attempt to come up with net costs versus savings.  But the
detailed methodological assumptions, and the impact of specific policy changes on spending and
premiums, are far from clear – not surprising, given all of the above.
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Exhibit 1: Comparison of Alternative Health Care Cost Rates: Status Quo, Legislative Changes, 
and Restructured Marketplace 
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From: Jacobs, Chris (RPC)
To: Jacobs, Chris (RPC)
Subject: The Buffett Rule Obama Doesn"t Want to Talk About
Date: Monday, September 19, 2011 4:19:12 PM

One of the headline elements – if not one of the largest elements – of the President’s deficit
reduction plan is the so-called “Buffett Rule,” which will have the effect of raising taxes on American
job creators.  The President has repeatedly invoked Mr. Buffett’s belief that taxes should rise for the
wealthiest Americans – many of whom are small business owners – as a matter of “fairness.”
 
But it’s worth recalling that in March 2010, Mr. Buffett conducted an interview for CNBC where –
asked about the health legislation that was then in the process of being rammed through Congress
– he said the bill “really doesn’t attack the cost situation that much” and that “I don’t believe in
insuring more people until you attack the cost aspect of this.”
 
If the President wishes to invoke Warren Buffett on tax policy, why doesn’t he first follow
Buffett’s advice on health care policy – and indicate that Obamacare’s coverage expansions will
NOT start until the law is proven to have lowered health care spending levels?  After all, if the
President is so confident the 2,700-page overhaul will be effective in lowering premiums by $2,500
per family as promised, why doesn’t he believe this condition will be easily met?  Conversely, if the
President does NOT believe the law will be effective in slowing the growth of health spending, and
will instead result in skyrocketing costs to federal taxpayers, what’s the point of even submitting a
“deficit reduction” plan, seeing as how new spending on Obamacare will quickly overwhelm any
savings from the President’s proposed tax increases?
 
In reporting on the “Buffett Rule” Sunday, the New York Times quoted Rep. Chris Van Hollen as
criticizing Republicans for “cherry-pick[ing] the [deficit reduction] pieces they like and leav[ing]
behind the ones they don’t.”  Given the events of the past week, some would argue that – in
outsourcing Democrats’ tax policy to Mr. Buffett, while ignoring Buffett’s advice on health care
policy – President Obama has engaged in much the same cherry-picking, in an attempt to preserve
his unpopular, and costly, health care law.
 
Chris Jacobs
Health Policy Analyst
Republican Policy Committee
(202) 224-2946
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From: Jacobs, Chris (JEC)
To: Jacobs, Chris (JEC)
Subject: The Chart Barack Obama Doesn"t Want You to See
Date: Tuesday, October 23, 2012 10:28:00 AM
Attachments: image001.png

The flyer released by the Obama campaign this morning includes some soothing rhetoric on health care.  It
starts out by noting that “Before President Obama took office, the average cost of health care premiums was
growing three to four times faster than inflation.”  But the flyer doesn’t mention the rest of the story – the
promise Barack Obama made repeatedly that his health plan would CUT premiums by an average of $2,500
per family.  The Obama campaign also promised that that those reductions would occur within Obama's first
term.  But as the below graph shows, while candidate Obama promised premiums would fall by $2,500 on
average, premiums have risen by $3,065 since Barack Obama was elected President.  Earlier this month, the
New York Times noted that “in the 2008 campaign, Mr. Obama often told voters that he would lower premiums
by $2,500 a year per family ‘by the end of my first term as president.’  It has not happened…” 
 
When even the New York Times admits that the President’s key promise on health care “has not happened,”
it’s a very clear sign that Obamacare has failed to deliver.  And not even the Obama campaign’s gauzy
brochures can hide that fact.
 
Chris Jacobs
Senior Policy Analyst
Joint Economic Committee
Senate Republican Staff
(202) 224-5171
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From: Jacobs, Chris (RPC)
To: Jacobs, Chris (RPC)
Subject: The CLASS Act"s Untold Story
Date: Thursday, September 15, 2011 7:00:10 AM

This e-mail is available as a blog post on the RPC’s website here…
 
 
The report of the CLASS Act Working Group was publicly released this morning, and can be found
online here.  The report analyzes internal HHS documents showing the problems with CLASS that the
Administration ignored in the rush to enact Obamacare:
 

Senior HHS officials publicly pronounced the CLASS program solvent in the fall of 2009, at the
same time career officials were calling CLASS “a recipe for disaster”;
In January 2010, HHS raised serious concerns that the CLASS program created in PPACA
would be unsustainable – yet Secretary Sebelius and HHS staff never expressed those
concerns publicly prior to the bill’s passage; and
Secretary Sebelius and other HHS officials have claimed through much of 2011 that the
Department has sufficient authority to modify the CLASS program to make it solvent – yet
internal HHS documents from January 2010 show that HHS drafted a legislative “fix” (which
was never adopted) precisely because they were worried that the Secretary did NOT have
sufficient authority to change the program.

 
Unfortunately, the damage associated with CLASS will extend not just to the federal government, as
the report reveals that states will be saddled with massive new mandates.  As a reminder, states
already face budget shortfalls of $175 billion, and mandates from Obamacare’s new Medicaid
requirements of at least $118 billion.  On top of all that, states are about to get hit with separate
new requirements under the CLASS program that, in the words of HHS officials, will “create
significant new burdens on the states” trying to comply with “fatally flawed” deadlines.
 
Businesses could also face massive new mandates as a result of CLASS; the report demonstrates a
strong desire by Administration officials to pass the costs of the program on to employers.  To raise
participation, HHS officials repeatedly proposed imposing mandates on businesses requiring them to
participate in CLASS.  At a time when the economy remains sluggish and employers are reluctant to
hire, these new requirements could saddle businesses with additional fiduciary responsibilities,
leading to potential lawsuits for large and small employers alike.
 
In March 2010, then-Speaker Nancy Pelosi famously claimed we had to pass the bill so the American
people could find out what was in it.  Today’s report finally allows the American people to find out
what is in the CLASS Act – and examine the damage created by Democrats’ headlong rush to enact
Obamacare.
 
Chris Jacobs
Health Policy Analyst
Republican Policy Committee
(202) 224-2946
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From: Jacobs, Chris (RPC)
To: Jacobs, Chris (RPC)
Subject: The CLASS Plot Thickens...
Date: Thursday, September 22, 2011 2:25:13 PM

In yet another development on the CLASS Act, Bob Yee – the soon-to-be-former actuary of the
program – told the Wall Street Journal this afternoon that “my understanding is they’re slowing
down the development” of CLASS; “they’re taking a pause and reducing the amount of work being
done.”
 
Why is the Administration “taking a pause” in implementing CLASS?  If the program CAN be made
solvent, then why is the Administration not going forward with a program they previously endorsed
enthusiastically?  If the program CAN’T be made solvent, then why isn’t the Administration shutting
the program down entirely, and/or calling for its repeal?  Or – as noted below – is the
Administration just trying to make CLASS go away until after the President’s re-election..?
 
 

From: Jacobs, Chris (RPC) 
Sent: Thursday, September 22, 2011 2:04 PM
To: Jacobs, Chris (RPC)
Subject: Dizzy Yet...?
 
Politico reports this afternoon that the Administration is attempting to “knock down” rumors –
reported here and elsewhere – that HHS will be closing the CLASS Act office.  According to the
Politico piece, the HHS statement said:
 

·         The Administration is not killing the CLASS program; but
·         The Administration has not decided to go forward with the CLASS program; and
·         The Administration has not closed the CLASS office; but
·         All the employees in the CLASS office are being re-assigned.

 
The actuary whose departure e-mail sparked this little controversy spoke to CongressDaily about his
claim the CLASS office is being closed: “I don’t think that’s the official line.”  Then again, given the
confusing and slightly bewildering nature of the HHS statements on the matter, it’s somewhat hard
to figure out what “the official line” really is.
 
The bigger question is why this change – whatever HHS wants to call it – is happening in the first
place.  HHS has had 18 months to figure out how to implement CLASS.  Today’s developments do
nothing to resolve the major questions regarding solvency – in fact, they only adds to them.  If the
Administration can’t figure out how to implement the program after a year and a half, why hasn’t
HHS decided to “fish or cut bait” about whether or not the program can be implemented in a fiscally
responsible manner?  Is the Administration attempting to hide a major policy problem related to
Obamacare in advance of the President’s re-election bid – because HHS and the White House do
not want to admit that they allowed a fundamentally insolvent program to be enacted by Congress?
 
Chris Jacobs
Health Policy Analyst
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Republican Policy Committee
(202) 224-2946
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November 15,2012 

rg 

The Dirty Little Secret of 2012 
By: Michael Medved 

To paraphrase the traditional Passover formulation honored in Jewish homes: why was this election different 
from all other elections? What makes 2012 stand out in recent political history, either as a temporary anomaly or 
a significant, long-tenn shift in the electorate? The most striking change in the results this year involved a 
precipitous and alanning decline in voter participation, a drop-off that stemmed from a del berate strategy by the 
Obama campaign and almost certainly provided the president with his margin of victory. 

Jihad in America: Grand Deception- Discussion 
Panel Webcast 
By: grandoeception.com 

The Investigative Project on Terrorism, the nation's largest archival intelligence 
center on radical Islam, held a discussion panel on October 25, 2012 to launch a 
new documentary exposing the covert infrastructure and growing influence of the 

Muslim Brotherhood in America. The documentary, now on sale at Amazon, is 
called Jihad in America: the Grand Deception. (See the trailer at 

www.granddeception.com) 

target= _blank 

B ill Bennett Mike Gallagher Dennis Prager Michael Medved Hugh Hewitt 
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Bill spoke with James 
Capretta about the 
future for ObamaCare 
and healthcare in 

America. 

M ke tries to make 

sense of the Gen. 
David Petreus sex 
scandal. 

Greg Clugston 

WMeHouse 
Correspondent 

California is now solid 

blue. Steeped in debt 
and overtaxed, the 
Democrats see a 
bright future for the 
state. 

Linda Kenyon 

Michael discusses the 
Obama Press 
Conference 

Capitol Hill 
Correspondent (Senate) 

Hugh lays out his plan 

to fight against Obama 
Care, talks with Yoni 

the Blogger about the 
lsraeli-Gaza conflict. 

Wally Hindes 

Capitol Hill Reporter 

SRN Correspondent Greg Clugston 

keeps you informed about all the news 
coming from the White House. 

Reporting from Capitol Hill, Linda 

Kenyon has updates on what's going 
on in the Senate. 

SRN Correspondent Wally Hindes 
reports the latest events from Capitol 
Hill. 

The Washington Times 

Obamacare taxes mean Obamacare layoffs 
By. Dr. Milton R. Wolf 

America's race toward the so-called "fiscal clitr of automatic, massive tax increases is only part of the problem. This Thelma 

has her Louise -the Obamacare taxes - and hand-in-hand, these two terrors are racing toward Jan. 1. The only thing worse 
than President Obama's broken Obamacare promises are the promises he intends to keep: the tax hikes. Remember when Mr. 
Obama promised he'd never raise taxes on families earning less than $250,000 a year? He'd prefer you didn't, but when Chief 
Justice John G. Roberts Jr. and the Supreme Court put its stamp of approval on Obamacare, Mr. Obama became a court
certified tax-raiser. 

The Washington Examiner 

Obama believes 'balanced' means more 
spending, higher taxes 

By- The Washington Examiner Ecltt011al 

President Obama has made clear that he will not accept a 
deal to avoid the "fiscal cliff" that does not include tax rate 

increases for families making more than $250,000 annually. 
But just how much will this tax increase accomplish in terms 
of reducing deficits and putting the nation on the right fiscal 

track? As it turns out, not much. 

60plus.org 

In Aftermath of Election, Seniors Remain 
Committed to the Values that Will Fix America 

ay· 60 Plus Association 

60 Plus Chairman Jim Martin, leader of the nation's largest 
conservative seniors advocacy group with over 7 million 
supporters, says that despite Tuesday's election results, 
seniors will remain just as engaged in the political process 
and continue fighting for such things as opposing President 

Obama's deep cuts to Medicare, replacing Obamacare, and 
will remain committed as ever to balancing the budget, fixing 
the economy and energy independence. 
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Miller opens up about Chick-t il· 
A: 'It tastes good' 

Charlie Daniels pens open 
letter to President Obama 

~World stocks fall as talks on US budget deal stall 

16]Conn. governor : Damage from storm at $360 million 

~Egypt asks US to stop Israel's Gaza offensive 

!j]Germany expanding compensation for Nazi victims 

~A single spiteful email unlocks a Pandora's box 

jg 

cartoon 11-15-12 

Sen. Graham: I blame the 
president above all others 
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From: Jacobs, Chris (RPC)
To: Jacobs, Chris (RPC)
Subject: The Economic Cost of Medicare"s Inefficiencies
Date: Friday, July 15, 2011 1:03:17 PM

Amidst the debate about raising the debt limit and entitlement reform, it’s worth highlighting an
article released earlier this week by two commissioners of the Medicare Payment Advisory
Commission (MedPAC), which forms the basis for the board of “experts” included in Obamacare. 
Both Kate Baicker and Michael Chernew conclude that Medicare is both fiscally and economically
unsustainable in its current form and needs a fundamental restructuring:
 

The public financing of Medicare has particular implications for the economy.  Specifically,
raising taxes to pay for public insurance exerts a structural drag on the economy even if
the revenue is spent on care; the same is not true of unsubsidized, privately purchased care
or insurance.  The net size and timing of the economic consequences depend on how the
taxes are raised and how the revenue is spent.  Deficit spending on health care also carries
an economic cost: taxes are required to pay back any borrowed money (with interest), and
rising debt-to-GDP ratios may have calamitous effects on the country’s future ability to
borrow….

 
An analysis performed by the Congressional Budget Office (CBO) before [Obamacare] was
passed suggested that income tax rates would have to increase by more than 70% to finance
health care spending that grew just 1 percentage point faster than the GDP — and by more
than 160% to finance growth at the historical rate of 2.5 percentage points faster than GDP
growth, increasing the income tax rate in the top bracket, for example, to 92% from 35%....
 
Medicare’s design generates inefficient utilization, which imposes broad indirect costs on all
patients.  For example, fee-for-service payment discourages coordinated care, and if
Medicare benefit or payment design encourages investment in inefficient resources or
inefficient care patterns, that can also drive higher and inefficient private spending….

 
Even if [Obamacare] achieves its ambitious goals, Medicare would still need extra
resources to solve this demographic problem [i.e., the retirement of the Baby Boom
generation].  Although some additional resources could come from reducing waste in the
system, no industrialized country has ever achieved sustained growth rates of health care
spending below that of the GDP, so it seems unlikely that Medicare’s growth could be
reduced below the projected [Obamacare] trajectory.

 
They conclude that Medicare’s current structure raises costs, kills jobs, and CANNOT be solved by
tax increases.  Or, in other words, we don’t have a taxing problem – we have a spending problem.
 
What have Democrats suggested to solve this looming crisis?  Not much.  President Obama made
vague paeans to additional entitlement means testing at his press conference this morning, but he
has yet to issue ANY specific proposals for reform, despite being required by law to do so.  When
will the President and Democrats finally bring forth a Medicare reform plan?
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Chris Jacobs
Health Policy Analyst
Republican Policy Committee
(202) 224-2946
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From: Jacobs, Chris (RPC)
To: Jacobs, Chris (RPC)
Subject: The Facts about IPAB"s Road to Rationing
Date: Friday, June 24, 2011 7:41:43 AM

Secretary Sebelius has an op-ed in Politico this morning regarding Obamacare’s Independent
Payment Advisory Board, a 15 member board that will recommend ways to reduce Medicare
spending.  Several specific assertions in the article merit comment and rebuttal:
 

·         The Secretary notes that the board will be “made up of 15 health experts,” including
“economists.”  This admission – coupled with the statutory requirement that a majority of
IPAB members NOT be practicing medical providers – effectively means that many of the
members of the board will be proverbial bean-counters, focusing on bottom-line ways to
contain costs rather than ways to improve care. 

·         The Secretary states that “contrary to critics’ contentions, the board’s work will be
transparent, independent, and accountable to Congress and the President.”  That’s an
interesting assertion, seeing as how Section 3403 of the statute (which established IPAB)
includes NO requirement for public comment prior to IPAB issuing its recommendations. 
Specifically, 42 USC 1395kkk(i)(1), as created by the law, indicates that IPAB “may hold such
hearings…take such testimony, and receive such evidence as the Board considers
advisable.”  The statutory language provides about as firm a commitment to transparency as
the President’s promise to televise all health care negotiations on C-SPAN.

·         The Secretary notes that IPAB’s “recommendations must improve care and help control
costs.”  In other words, if a treatment, method, or process would save or extend a million
lives, but cost Medicare a million dollars, the IPAB is prohibited from recommending that
particular therapy.  How will this constraint help patients?

·         The Secretary claims that “the claims that the board will ration care are simply false.”  But
the Medicare actuary – and others – have noted that the kind of payment reductions
contemplated by IPAB amount to de facto rationing by reducing access to care.  The actuary
has stated that the payment reductions in the law could “jeopardize[e] access to care for
beneficiaries,” and that the IPAB reductions in particular would be “difficult to achieve in
practice,” because of the access-related harm to seniors that would result.

·         The Secretary alleges that the health care law “extended the solvency of the Medicare Trust
Fund.”  That statement lies in direct contrast to President Obama himself, who in an
interview with Fox News last year admitted that “You can’t say that you are saving on
Medicare and then spending the money twice” – once to extend Medicare’s solvency, and a
second time to fund new entitlements for other Americans.

·         The Secretary alleges that “economists and the Congressional Budget Office believe this
approach [i.e., IPAB] will work.”  On the latter point, the Secretary is making a
demonstrably false statement.  Just this Wednesday, the CBO’s latest version of the long-
term budget outlook EXCLUDED savings from the IPAB in calculating its alternative fiscal
scenario, because it believes the IPAB payment reductions will be “difficult to sustain.”
 

Democrats and the Administration continue to assert that the IPAB approach will help, not harm,
patients.  If that’s the case:
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·         Why did the statute not require IPAB to take comments from the public before making its

recommendations?  Just last month the Administration proposed requiring state Medicaid
programs to obtain public comments before reducing provider reimbursement levels.  Why
is the Obama Administration imposing public comment requirements on state Medicaid
programs, but not imposing a similar requirement on its controversial IPAB?

·         Why is the IPAB exempt from administrative and judicial review?  If no patients will be
harmed by IPAB’s recommendations, then why are Medicare beneficiaries prohibited from
taking legal action against it?

·         Will Secretary Sebelius commit to following IPAB’s recommendations herself?  Or will
Democrats and others who claim they support “experts” making health care choices use
their own resources to buy themselves out of a rationing regime if IPAB restricts access to
services and treatments they need?

 
Chris Jacobs
Health Policy Analyst
Republican Policy Committee
(202) 224-2946
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From: 
To: 
Subject: 
Date: 

The Hill 

Katie Altshuler 
The Hill"s E-news from Charlotte - September 4, 2012 

Tuesday, September 04, 2012 5:55:18 AM 

Having trouble viewing this email? Click here 

The Hill at Charlotte 

The Hill Poll: Voters say second term undeserved. country is worse off 
By Sheldon Alberts 

September 4, 2012 

A majority of voters believe the country is worse off today than it was four ye.ars ago and that 
President Obama does not deserve reelection, according to a new poll for The Hill. 

The Hill: Asking voters to look ahead. not backward. is a tough sell for Obama 
By Arnie Parnes 
CHARLOTTE, N.C. - Democrats have a difficult argument to make as their convention begins here 
Tuesday: that the success of President Obama's first term shows he deserves a second. 

The Hill: Dems confident about holding Senate despite being outspent by Republicans 
By Alexander Bolton 
There is surging optimism among Democrats that the party will hold the Senate in the November 
election, despite Republicans outspending them 2 to 1. 

The Hill: Obama takes swipe at Bush during Gulf trip 
By Arnie Parnes 
President Obama took a quick break from the campaign trail on Monday to be the consoler-in-chief, 
telling victims of Hurricane Isaac, which ravaged the Gulf Coast last week, that "nobody's a Democrat 
or a Republican, we're all just Americans looking out for one another." 

The Hill: Unions dig in for Obama despite disappointment with his record 
By Kevin Bogardus 
CHARLOTTE, N.C. - Organized labor is working hard for President Obama, looking upon him as the 
lesser of two evils compared to GOP presidential nominee Mitt Romney. 

The Hill: Rep. Becerra: Hispanics won't buy Romney's economic policies 
By Bernie Becker 
CHARLOTTE, N.C. - Mitt Romney's economic policies won't be attractive to the Hispanic community, 
even as it faces double-digit unemployment, a key House Democrat said Monday. 
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The Hill: GOP Chairman Priebus: Mitt Romney has momentum, not Obama
By Bernie Becker 
CHARLOTTE, N.C. — Republican National Committee Chairman Reince Priebus on Monday insisted
momentum is with the GOP and downplayed the idea that Mitt Romney didn’t get much of a bounce
from his convention.

The Hill: Ryan compares Obama's record on economy to Jimmy Carter's
By Jonathan Easley 
CHARLOTTE, N.C., — Paul Ryan compared President Obama's economic record to Jimmy Carter's on
Monday, saying neither president improved people's lives.

The Hill: Pelosi begins convention with attack on Mitt Romney, Republicans
By Mike Lillis
CHARLOTTE, N.C. — House Minority Leader Nancy Pelosi (D-Calif.) on Monday began the Democratic
National Convention with a wide-ranging attack on Mitt Romney and the Republicans over everything
from Medicare and immigration to women's health and gay rights — themes that will echo loudly this
week in the run-up to President Obama's official nomination Thursday.

The Hill: No ‘Scarlet L’ for lobbyists in Charlotte
By Kevin Bogardus 
Lobbyists aren’t staying away from the Democratic National Convention this week despite President
Obama’s harsh rhetoric against K Street.

The Hill: Street fair starts convention with laid-back tone
By Kris Kitto 
CHARLOTTE, N.C. — Offering both bouncy kingdoms for the kids and “I Heart Obamacare” T-shirts
for the voters, the Democratic National Convention’s Carolina Fest street fair set a subdued, end-of-
summer tone Monday as delegates and VIPs awaited the more formal events scheduled for later in
the week.

The Hill: Opinion: Big labor could use some love
By Juan Williams
Big Labor is joining Occupy Wall Street protests to send a message to President Obama and the
Democrats: If you win the election in November, it will largely be because of our efforts — and you
will owe us.

Los Angeles Times: Teachers unions' alliance with Democratic Party frays
By Seema Mehta
Public efforts toward school reform have some Democrats questioning the party's support of
guarantees that school districts have made to teachers for decades.

The New York Times: Spirit of ’08 gone, Democrats reunite against GOP threat
By Adam Nagourney
The party is not as united as it was four years ago, but Democrats are finding common purpose in
denying Republicans control of the White House and Congress next year.

The Washington Post: Black church leaders try to inspire congregants to vote for Obama
By Peter Wallsten
Some pastors can’t reconcile Obama’s gay-marriage stance with his faith, but are more unsure about
Romney and his Mormonism.
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The Hill's E-news

Convention organizers: Obama speech will happen no matter the weather
By Russell Berman
CHARLOTTE, N.C. — President Obama’s speech in an open-air football stadium Thursday will go
forward “rain or shine,” the CEO of the Democratic National Convention told reporters Monday.

Obama: Romney tax plan ‘unnecessary roughness’
By Adele Hampton and Meghashyam Mali
President Obama used football to mock opponent Mitt Romney’s tax plan on Monday, calling it
“unnecessary roughness.”

Dems back global climate deal in platform
By Ben Geman 
CHARLOTTE, N.C. – The Democrats’ official platform expected to be approved at the party's national
convention on Tuesday calls for an international deal to limit greenhouse gas emissions.

Poll: Obama and Romney tied in North Carolina
By Jonathan Easley
President Obama enters the Democratic National Convention in Charlotte this week tied with Mitt
Romney in North Carolina.
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The Hill at Charlotte 

The Hill: President is 'kindred spirit' says first lady Michelle Obama 
By Arnie Parnes 

September 5, 2012 

CHARLOTTE, N.C. - First lady Michelle Obama depicted the president as her "kindred spirit" in a 
prime-time address Tuesday that made the political case her husband is also a kindred spirit for all 
Americans. 

The Hill: Castro defends Obama's economic record in keynote 
By Jonathan Easley 
CHARLOTTE, N.C.- Rising Democratic star Julian Castro defended President Obama's economic 
record in his keynote address to the Democratic National Convention on Tuesday night. 

The Hill: Democrats face tough decision on whether to move Obama speech 
By Arnie Parnes and Kris Kitto 
CHARLOTTE, N.C.- Democratic officials face a difficult decision on whether to move President 
Obama's acceptance speech indoors to a smaller venue. 

The Hill: Charlotte speech increases rumors Kerry is up for Hillary Clinton's job 
By Julian Pecquet 
CHARLOTTE, N.C.- Sen. John Kerry (D-Mass.) will be defending President Obama's record on 
national security when he speaks to convention delegates on Thursday evening, but political 
observers will be watching the high-profile speech for hints about the senator's future. 

The Hill: Facing wipeout, North Carolina Dems put on brave faces at Charlotte 
convention 
By Russell Berman 
CHARLOTTE, N.C.- North Carolina Democrats wil l take a share of the national spotlight this week, 
but across the Tar Heel State, their party is in peril. 

The Hill: Romney hunkers down for debate prep 
By Christian Heinze 
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Mitt Romney is spending the week of the Democratic National Convention ensconced in Brownsville,
Vt., prepping for the three upcoming presidential debates.

The Hill: Democrats use Ted Kennedy tribute video to criticize Romney
By Ramsey Cox 
Democrats used a tribute video to the late Sen. Edward Kennedy (D-Mass.) to show the deceased
senator criticizing Mitt Romney during their 1994 Senate race.

The Hill: Gov. Chafee: Gay marriage plank helps Dems in swing states
By Ben Geman 
CHARLOTTE, N.C. – Rhode Island Gov. Lincoln Chafee (I), a former Republican, believes the
Democratic party’s embrace of same-sex marriage will boost Democrats in swing states.

The Hill: Obama, Dems flex muscles on energy policy as platform embraces options
By Bernie Becker and Ben Geman 
CHARLOTTE, N.C. — Democrats have a simple message for Republicans planning to attack President
Obama on energy and gas prices from now until November: Bring it on.

The Hill: Opinion: Dems have reins after Republicans flub their convention in Tampa, Fla.
By Markos Moulitsas
The data coming out of the Republican National Convention have been brutal for GOP standard-
bearer Mitt Romney.

The Hill: Opinion: Women take lead in Charlotte
By Juan Williams
Twenty-four years ago, then-Texas Gov. Ann Richards delivered the keynote speech to the
Democratic National Convention in Atlanta. This week, at the 2012 Democratic convention, women
are taking the lead in the big dance. Every night in Charlotte is Ladies’ Night.

Los Angeles Times: Bill Clinton's convention appearance could influence two elections
By Paul West
The former president, now a key supporter who will place President Obama's name in nomination at
the Democratic National Convention, could also help his own wife into the White House in 2016.

The Washington Post: America’s wars, military have high visibility at Democratic
convention
By Scott Wilson
Bucking usual trend, Democratic convention speeches, including one by military mom Elaine Brye, put
focus on veterans and wars.

The Associated Press: Political conventions highlight Hispanic split
By Suzanne Gamboa and Russell Contreras
The Hispanics with the highest profiles in this year's political conventions, Sen. Marco Rubio of Florida
and Mayor Julian Castro of San Antonio, stand as opposites in a cultural and political split that has
divided millions of U.S. Latinos for decades.

The Hill's E-news
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Pentagon: Secrets divulged in SEAL's book on bin Laden raid
By Jeremy Herb 
The Pentagon said Tuesday that the book written by a Navy SEAL about the raid that killed Osama
bin Laden contains “sensitive and classified” information.

Dem platform touts auto bailout, mileage standards
By Keith Laing 
The platform expected to be approved by Democrats on Tuesday lauds President Obama for the auto
industry bailout and for implementing a new gas mileage standard.

Congresswomen rally female convention attendees
By Ramsey Cox 
Female members of Congress rallied the Democratic women attending the party’s convention in
Charlotte, N.C., Tuesday evening.

FBI: Hackers' claim 'totally false'
By Jennifer Martinez
The FBI on Tuesday shot down hacker group AntiSec's claims that it compromised an FBI agent's
laptop and found IDs for more than 12 million Apple devices, saying it had "no evidence" at this time
that such a breach occurred.

Opinion: Yes, we are better off than four years ago
By Bill Press
CHARLOTTE, N.C. — As the Democratic convention gets under way, here in Charlotte and across the
nation, there’s only one question that counts for voters: Are you better off today than you were four
years ago?

House Republican saves child's life
By Alicia M. Cohn 
A House Republican was in the right place at the right time to save a 2-year-old boy's life in
Maryland.

Ex-chief Emanuel calls Obama 'once-in-a-generation' president
By Russell Berman 
CHARLOTTE, N.C. – Chicago Mayor Rahm Emanuel offered a personal testimony to President
Obama’s leadership during times of crisis, telling the Democratic National Convention on Tuesday that
the man he served as White House chief of staff is a “once-in-a-generation president.”

Romney: Humans contribute to climate change, more regulations not the answer
By Zack Colman 
Mitt Romney said Tuesday in a questionnaire that “human activity contributes” to global warming,
but that “unilateral” U.S. actions such as emissions regulations would not solve the issue.
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Giffords launches Gabby PAC to back Democratic candidates
By Alexandra Jaffe
Former Rep. Gabrielle Giffords (D-Ariz.), currently recovering from wounds she received during a
shooting last year, is launching a political action committee to back Democratic candidates that
"share Gabby and Mark [Gifford]’s vision of a better future for America."

National debt reaches $16 trillion as Dems begin their convention
By Erik Wasson 
The gross debt of the United States has reached $16 trillion, the Treasury Department announced
Tuesday on the first day of the 2012 Democratic National Convention.

Sebelius: 'ObamaCare is a badge of honor'
By Sam Baker
Democrats put healthcare reform front and center on the opening night of their convention Tuesday.
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news.

Best regards,

 

Francine McMahon
Publisher
THE HILL

State gets first Medical Loss Ratio waiver: Maine health insurers found out Tuesday that they
are getting a temporary exemption from the healthcare reform law's requirement that they spend at
least 80 percent of premiums on care (85 percent in the large group market). Maine insurers will
continue to follow the existing 65 percent medical loss ratio threshold. The Hill's Julian Pecquet has
the story.

Panel looks at new defunding approach: Energy and Commerce Committee Republicans, taking
a new tack for defunding healthcare reform, on Wednesday will look at five provisions of the law
they want to subject to annual appropriations. The GOP lawmakers are targeting: grants for state-
based health insurance exchanges; the Prevention and Public Health Fund ($17.75 billion);
construction and capital cost fund for school-based health centers ($200 million); state grants for
sex ed and other "personal responsibility education" ($75 million); and grants to establish or expand
primary care residency programs in teaching health centers ($230 million).

Former rep. says defunding not easy: Former Rep. Ernest Istook (R-Texas) will tell the House
panel on Wednesday that defunding healthcare reform is not as easy as blocking funds in the long-
term continuing resolution. Istook, a fellow with the Heritage Foundation, wrote Tuesday that the
law includes $105 billion "in direct implementation spending that bypasses Congress’s normal
appropriations process."

"The challenge is not as simple as denying future funding for ObamaCare because you have all
these postdated checks that have already been written by the previous Congress," Istook told The
Hill. "The simplest analogy is you're promising not to write any more checks, but you haven't
canceled the checks already written."

Witness cites flaws: John C. Goodman, who heads the libertarian National Center for Policy
Analysis and testifies on Wednesday, told The Hill his testimony will focus on certain features of
healthcare reform "so defective" that lawmakers, regardless of party affiliation, will have to deal with
them. In his sights: the individual mandate and subsidies to purchase healthcare on new state-run
insurance exchanges opening in 2014. 
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"At a minimum, these subsidies will cause a huge, uneconomical restructuring of American industry,"
Goodman said in written testimony provided to The Hill.

Berwick says White House has his back: Embattled Medicare chief Don Berwick said Tuesday
that the White House has supported him throughout a partisan battle over his future at the Centers
for Medicare and Medicaid Services. Healthwatch's Jason Millman reports.

Berwick's future at the agency is in doubt now that the overwhelming majority of Republican
senators have called on the administration to withdraw his nomination. Berwick's deputy, Marilyn
Tavenner, could get bipartisan support on the Hill to replace him, The New York Times reports.

Blumenthal touts HIT record: David Blumenthal, the national coordinator for health information
technology, said Tuesday that the U.S. healthcare system is now well on its way to becoming
paperless — and is sparking a whole new innovative industry in the process.

Speaking at a Health Affairs briefing, Blumenthal said new federal regulations and investments have
led to the offering of more than 450 certified electronic health record products offered by 280
companies, 64 percent of which have fewer than 50 employees.

"It creates a powerful new market," said Blumenthal, who has been the national coordinator since
2009 but is headed back to academia. "Here is a little microcosm of robust innovation in a market
created by the new federal program." Read The Hill story.

Polling battles continue: Revere America, former Republican New York Gov. George Pataki's
organization dedicated to repealing healthcare reform, has a new poll showing continued public
dislike for the law: 52 percent vs. 41 percent who support it.

Race a factor? A review of healthcare reform polling by the nonprofit Greenlining Institute
suggests race is a powerful indicator of respondents' opinion of the healthcare reform law. A national
survey found that 38.4 percent of whites supported the healthcare law, compared to 78.6 percent of
blacks, 52.6 percent of Latinos and 43.6 percent of people from other racial groups.

"Race seems to be the big, unmentioned elephant in the room in the healthcare debate," said
research director Daniel Byrd.

States debate health compacts: Texas on Tuesday became the latest state to introduce
legislation that would allow states to take over healthcare and ignore the federal reform law. Such
legislation has been introduced in seven states and last week passed the House of Representatives
in Montana, according to the Health Care Compact Alliance.

Critics say the compacts will go nowhere because they need to be approved by Congress and be
signed by the president. But they could yet prove to be political headaches for vulnerable Democrats
in 2012.

New Medicaid bill in Florida: The Florida House of Representatives is considering a Medicaid
overhaul bill that's less ambitious than the privatization bill introduced in the state Senate last
month.

Medical bankruptcies in Massachusetts? An individual mandate has done little to stem the rate
of medical bankruptcies in Massachusetts, boding poorly for the federal healthcare reform law
enacted almost a year ago, according to a new study by single-payer advocates.

The number of medical bankruptcies in Massachusetts increased from 7,504 in 2007 to 10,093 in
2009, while the state’s rate of medical bankruptcies experienced a "non-significant" decrease from
59.3 percent to 52.9 percent, said researchers Dr. David Himmelstein and Dr. Steffie Woolhandler in
the American Journal of Medicine. Healthwatch's Jason Millman reports.

Planned Parenthood plays defense...: A new ad, launched Tuesday, features a cancer doctor
touting the organization's preventive health role as House Republicans continue their push to defund
the care provider for performing abortions.

... to Concerned Women of America's offense: The group has a new radio ad urging Congress
to defund what they call a "corrupt and potentially criminal enterprise." 

Sen. Rockefeller tackles drug abuse: A prescription drug prevention bill offered by the West
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Virginia Democrat would provide $25 million for state drug monitoring programs and create a
national database of drug-related deaths.

Amicus brief watch: America's Health Insurance Plans (AHIP) argued in Virginia federal court
that the healthcare reform law's "guarantee issue and adjusted community rating requirements and
the prohibition on pre-existing condition exclusions would not be economically and actuarially sound
if the individual mandate were struck down."

Channeling George Washington: The first president would have supported the law, the
Constitutional Accountability Center told the Fourth Circuit Court of Appeals. The argument is rather
unusual, since originalists usually demand less federal government.

Next step in waiver process coming: With HHS awarding more than 1,000 one-year waivers to
the reform law's annual limit requirements, the department is looking for the next step in waiver
offerings, said a top HHS official on Tuesday. The waivers have been given for so-called "mini-med"
plans who can't meet the annual limit coverage requirements. Mini-med plans are supposed to
eliminated by 2014, when new state-run exchanges open, but that's still a long way off.

Steve Larsen, who heads the HHS Center for Consumer Information and Insurance Oversight, told
an AHIP conference the department will review the next phase of waiver applications during the
spring and summer, and it will have additional guidance on how HHS will bridge the mini-med gap
to 2014.

MedPAC gets Hill date: The Medicare Payment Advisory Commission will make its annual report
to Congress on March 15 before the House Ways and Means health subpanel.

Wednesday's agenda:

AHIP conference, Day 2: On the agenda for Wednesday: Accountable Care Organizations, how
to build a sustainable healthcare system, antitrust policy and health reform, and cost containment.
Former Tennessee Gov. Phil Bredesen (D) speaks at 9:15 a.m. Joel Ario, who heads health
exchanges, will speak at 2 p.m. to a separate AHIP conference on the exchanges.

Attorneys general debate drug abuse: The National Association of Attorneys General will
debate Medicaid and Prescription Drug Abuse during their spring meeting dedicated to "State-
federal cooperation in a challenging economy." Washington Attorney General Rob McKenna (R)
addresses the issue at 10:35 a.m. Here's the agenda.

Reading list:

Senate Majority Leader Harry Reid (D-Nev.) said he "prefers" the House's 1099 repeal offset, but he
didn't indicate the Senate would vote on it, Bloomberg reports.

The Tennessee legislature approved a bill allowing the state to opt out of healthcare reform, the
Associated Press reports.

Politifact writes that Rep. Michele Bachmann's (R-Minn.) claim that the administration hid $105
billion in healthcare reform implementation funds is "barely true."

Comments / complaints / suggestions? Please let us know:

Julian Pecquet: jpecquet@thehill.com / 202-628-8527
Jason Millman: jmillman@thehill.com / 202-628-8351
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Subject: The IPAB Power Grab 
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IP AB stands for everything that is wrong with ObamaCare - taking power away from doctors and patients 

and putting it in the l1ands of elite eJ\.'Perts who have virtually no accountability to patients or voters. 

Here is an op-ed I wrote on the issue, published in the Kansas City Star, Arizona Daily Star, Duluth News

Tribune, Canada Free Press and elsewhere. I explain that this unelected board of 15 teclmocrats will have 

power over hundreds of billions of dollars in spending with little or no accountability to voters. And their 

approach to holding down Medicare spending will certainly default to making deeper and deeper reductions 

in payment rates to providers that will threaten access to care for seniors. 

HHS Sec. Sebelius says that tl1e IP AB is only a "backstop" that shouldn't be needed if Congress does its job 

in keeping Medicare spending under control. v\l'hy, then, would the president want to double-do\>\'11 on IP AB 

not only to cut Medicare spending but also to cut the deficit? Read on ... 

Congress must act quickly to halt this power grab by unelected 
technocrats 

Canada Free Press 
By Grace-Marie Turner 
August 4, 2011 

There is no question that Medicare must be improved to provide better health benefits to seniors at 

lower costs. But Congress is abdicating its constitutional responsibility by giving a panel of 15 

unelected technocrats the power to cut Medicare spending and make decisions which will only result 

in rationing of care. 

The Independent Payment Advisory Board was created as part of the new health law to guarantee 

that Medicare stays within a strict budget. The IP AB received little attention before the law passed, 

but opposition is growing inside and outside Congress. 

IP AB stands for everything that is vvrong with ObamaCare - taking power away from doctors and 

patients and putting it in tl1e hands of elite expe1ts who have virtually no accountability to patients 

or voters. 

Rep. Frank Pallone (D-NJ), the top Democrat on the Energy and Co111111erce Health Subcommittee 

which oversees Medicare, said he has no interest in defending the board. "I've never supported it, 

and I would certainly be in favor of abolishing it," he said. 

At least five Democrats have joined Rep. Allyson Schwartz (D-P A) in cosponsoring legislation 

introduced by Rep. Phil Roe (R-1N) to repeal the IP AB. "Congress is a representative body and 

must assume responsibility for legislating sound healtl1 care policy for Medicare beneficiaries, 

including those policies related to payment systems," Schwartz said. 

Even the Oban1a administration is offering a weak defense. Healte, Education and Welfare Secretary 
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Kathleen Sebelius was recently called before two House conunittees investigating the board. She 

insisted the IP AB is simply a ''backstop" that shouldu't be needed if Congress does its job in keeping 

Medicare spending under control. Then she went on the attack against Republicans, criticizing their 

plans for Medicare reform - which would start in 2022. 

This is an audacious position since Sebelius is presiding over ObamaCare, which takes $575 billion 

out of Medicare - starting now - to create two shockingly expensive new entitlement programs 

and creates the all-powerful IPAB whose rulings '"lill quickly dry up access to care for seniors. 

TI1e government approach to holding down Medicare spending traditionally defaults to making 

deeper and deeper reductions in payment rates to providers rather than implementing reforms 

which reward innovation. The IPAB is hue to form. Despite claims from its supporters that the 

board could encourage irmovation, it must meet short-term budget targets and its primary tool will 

be cutting payments to providers. 

The decisions of this unelected, stand -alone board '"lill be virtually untouchable by Congress or the 

courts. Unless Congress can muster super-majority votes to come up '"lith its o·wn cuts to reach the 

same targets, the board's dictates '"lill cany the force of law. No judicial review of the IP AB's 

decisions is allowed - a higl1ly controversial rule that is contrruy to the constitution's system of 

checks and balances in government. 

Even before the board's cuts begin, Medicare is on track to pay doctors and hospitals so little that it 

will lead to "severe problems '"lith beneficiary access to care," according to Medicare actuaries. 

And President Obama wants to double-down on IP AB's powers, giving the board authority to cut 

payments to doctors even more deeply and giving the board power to "sequester" congressional 

appropriations if Congress tries to overrule its cuts. 

TI1e IPAB '"lill be charged '"lith cutting payments even further than ObamaCare already does to 

reach ever-declining statutory spending targets. It '"lill be sitting at the controls in Washington 

making decisions which could impact hundreds of billions of dollars in spending and directly irupact 

whether patients '"lill have access to care. 

TI1e IP AB cleru·ly is not the right solution to holding down Medicare cost. Instead, Congress must 

accept responsibility and institute policies that '"lill allow irmovation, competition, and beneficiary 

choice to modernize Medicare and improve it for a new generation of seniors. 

Shru·e your thoughts: 

~ 
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Galen Institute I P.O. Box 320010 Alexandria, VA 22320 I 703-299-8900 I www.galen.org 

3729



From: 
To: 

Grace-Marie Turner 
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Subject: The Key Issue for SCOlUS 
Date: Wednesday, March 28, 2012 12:36:49 PM 

Galen Institute Commentary Alert 

The Key Issue In the Supreme Court's ObamaCare Verdict 

Grace-Marie Turner 
Forbes: Health Matters, March 28, 2012 

Opponents of ObamaCare were elated on Tuesday as early questions by U.S. Supreme Court 

justices revealed skepticism about the constitutionality of the controversial individual mandate. 

But as the arguments drew to a close, it also was clear that serious questions still remained in 
the mind of at least one key justice - Anthony Kennedy - who is expected to cast the deciding 

vote on the question. 

Justice Kennedy asked early during the argument: "And here the government is saying that the 

Federal Government has a duty to tell the individual citizen that it must act, and that is different 

from what we have in previous cases, and that changes the relationship of the Federal 

Government to the individual in a very fundamental way." 

Those key words - "changes the relationship of the Federal Government to the individual" -

indicates Kennedy has serious concerns about the impact of the sweeping health overhaul law. 

But it's important to listen to the whole two-hour session and, toward the end, Kennedy suggests 

that he could also be convinced that "the insurance market is unique." 

Kennedy asked about "the young person who is uninsured." He said that his being uninsured is 

"very close to affecting the rates of insurance and the costs of providing medical care in a way 

that is not true in other industries. That's my concern in the case." 

So he isn't so sure after all. Those who were cheering on Tuesday could find themselves shocked 

if Kennedy actually votes to uphold the mandate. And that is crucial because several justices 

indicated during Wednesday's argument that they believe a decision against the individual 

mandate would mean the whole statute should fall. 

So the question of the constitutionality of the individual mandate takes on huge 

importance. 
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And the key issue raised repeatedly during Tuesday's session was the question of 

"uncompensated care" - that is, the concern that people who don't have health insurance will 

shift their costs of inevitable care to those who do have health coverage. 

Justices repeatedly cited the $1,000 that eve11' privately insured family pays to compensate for 

the care received by uninsured people - in aggregate, $43 billion a year, according to Congress' 

"findings" justifying its passage of the law. The individual mandate is designed, as the health 

law's defenders argue, to eliminate the problem of these "free riders." 

The question that Justice Kennedy still seemed to be wrestling with is whether or not in health 

care, these costs are shifted to someone else "in a way that is not true in other industries." 

The Galen Institute and sever a l o f our s ister organizations submitted an amici curiae 

brief to the Supreme Court addressing precisely this issue and showing that the law actually 

exacerbates the problem of uncompensated care. 

In our brief, submitted to the court in Februal1', we pointed out that the Congressional Budget 

Office and independent scholars have found that only a small amount of uncompensated care is 

shifted to private insurance. So the mandate will have only a small effect on cost shifting and will 

actually exacerbate the problem! 

Ins tead of elhninating the $ 43 billion a year in "uncompensated care," the actual impact 

of the law will be to increase the cost shifting by $3 billion a year. 

In our brief, we explain that the government has estimated that the individual mandate will 

pressure 16 million people who are currently uninsured into obtaining private or employer

based coverage. 

Those 16 million account for only $9.6 billion in uncompensated care. That is far 

less than the $43 billion figure petitioners start v.rith. 

Rather than play any meaningful role in addressing the claimed $43 billion in 

uncompensated care consumed by so million uninsured, tl1e mandate only 

changes tl1e behavior of 16 million uninsured persons who consume at most only 

$9.5 billion in uncompensated care. 

But because a sizeable number of tl10se currently uninsured will be enrolled in Medicaid, their 

costs will be shifted to the privately insured because Medicaid pays doctors and hospitals only 

about half of as much as private payers do: 

Fmthermore, because 6.5 million of tl10se 16 million uninsured persons will enroll 

in Medicaid, rather than obtain private insurance, they will actually consume more 

uncompensated care than the entire 16 million persons did without insurance, for 

a net increase in uncompensated care of between $o.s and $3 billion. 

That perverse result occurs because their average consumption of healthcare "'rill 

double and because doctors and hospitals receive a significantly lower rate of 

compensation for Medicaid patients tl1an they do for tl1e uninsured. 

The numbers cited repeatedly by tl1e Justices during the argument significantly overstate tl1e 

problem. We conclude: 
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The net consequence of the mandate on the 16 million uninsured as a whole, 
therefore, has no substantial effect on the claimed commerce problem of cost

shifting other than to make it worse. 

Given the disconnect betv.reen the alleged problem affecting interstate commerce 

and the proposed solution, the mandate has no tangible link or rational 

relationship to the Commerce Clause and is not necessa11' and proper to deal with 

the alleged problem of cost shifting. 

Our brief is sitting in the justices' offices. Hopefully Justice Kennedy ·will take a look so he 

can see that the law does not solve the problem of uncompensated care being shifted to those 

with private insurance. Then he can vote to declare the individual mandate unconstitutional, 

strike the law, and restore our freedom so we can begin anew with sensible market-based 

reform. 

Our brief ·was jointly submitted by Docs4PatientCare, the Benjamin Rush Society, the Pacific 

Research Institute, the Galen Institute, and Angel Raich (party to an important and relevant 

Commerce Clause case). The attorneys preparing our brief were Erik Jaffe, Dean McGrath, Jr., 

and JohnS. Hoff. 

Tom Miller of the American Enterprise Institute also challenges the Families USA study which 

was used as the basis for Congress' finding of facts about the cost of uncompensated care. Miller 

writes that a more accurate study was done by a group of Urban Institute researchers who 

"estimated that the amount of uncompensated care potentially available for private cost-shifting 

is most likely even lower, at about $8 billion in 2008, which was less than 1 percent of private 
health insurance costs." 

Read online at Forbes. 

Galen Institute 
P.O. Box 320010 
Alexandria, VA 22320 
www.galen.org 

Share your thoughts with us 

forward to a friend 
update settings 
unsubscribe 
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From: Jacobs, Chris (RPC)
To: Jacobs, Chris (RPC)
Subject: The Latest in Obamacare"s Comedy of Errors
Date: Thursday, September 08, 2011 10:07:28 AM

Last night Investor’s Business Daily published a story regarding yet another potential “glitch” in the
drafting of Obamacare that could have BIG implications for states and the American people. 
Specifically, page 110 of the statute specifies that insurance subsidies should be paid only to
individuals enrolled “through an Exchange established by the state under [Section] 1311” of the
law.  If a state decides not to establish an Exchange, the federal government will establish one on
states’ behalf – under authority granted in Section 1321(c) of Obamacare, NOT Section 1311.  But
the statute states that ONLY those enrolled in Exchanges established under Section 1311 are
eligible for subsidies.  This creates three possible scenarios:
 

Force Individuals to Buy Insurance They Cannot Afford:  Individuals enrolled in federally-
run Exchanges will not be eligible for subsidies, meaning many fewer people may obtain
coverage than first projected – and individuals will be forced to buy coverage under the
individual mandate even though they may not be able to afford it absent premium subsidies.
 
Force States to Create Exchanges:  This latest “glitch” – and/or strong-arm tactics from the
Administration through the regulatory process – imposes additional pressure on states to
create Exchanges, despite the fact that they may not wish to incur the expense to do so,
particularly given the ongoing legal uncertainty surrounding the law.
 
Obama Administration Violates Obamacare Statute:  The Administration appears intent on
taking this tack.  Page 4 of the proposed premium subsidy regulation states that “a taxpayer
is eligible for the [subsidy]…if the taxpayer is…enrolled in one or more qualified health plans
through an Exchange established under Section 1311 or 1321” of Obamacare – despite the
fact that the statute itself limits subsidy payments to individuals enrolled in Section 1311
Exchanges.  Unfortunately, this wouldn’t be the first time the Administration took liberties
with the plain text of the statute.  The Administration previously released regulations
regarding coverage for children that even Democrats admit violate what Obamacare itself
says, and the Office of Personnel Management unilaterally decided to keep Members of
Congress in their current health coverage, even though multiple sources cast doubt on
OPM’s authority to do so.

 
Last year, then-Speaker Pelosi famously said we had to pass the bill to find out what’s in it.  Reading
the stories about the latest Obamacare “glitch,” the American people have found yet another way in
which Obamacare is becoming an implementation nightmare.
 
Chris Jacobs
Health Policy Analyst
Republican Policy Committee
(202) 224-2946
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From: Jacobs, Chris (JEC)
To: Jacobs, Chris (JEC)
Subject: The Left Defends an Inefficient Medicare System
Date: Tuesday, October 16, 2012 12:30:12 PM

One well-hidden fact in yesterday’s Kaiser Family Foundation report regarding premium support is
this – even the Kaiser Foundation admits that in half the country, private Medicare Advantage plans
are more efficient than government-run Medicare.  Take a look at the summary on page 4:
 

Among beneficiaries in the traditional Medicare program [under a premium support
proposal], about half (53%) – 18.5 million beneficiaries – would be expected to pay higher
Medicare premiums for coverage under the traditional Medicare program, because about
half of beneficiaries in the traditional Medicare program live in counties where traditional
Medicare costs were higher than the benchmark.

 
What that sentence means is that, in about half of the country, seniors private Medicare
Advantage plans are cheaper than government-run Medicare.  Under premium support, these
seniors would not have to pay more to afford coverage – they could switch to a cheaper private
plan, or pay more to maintain their more expensive coverage.
 
The Kaiser report is far from the only study finding that private plans are more efficient than
Medicare in many, if not most, areas of the country.  Whereas the Kaiser report said that Medicare
Advantage plans are less costly in about half the country, former Congressional Budget Office
Director Alice Rivlin found an even higher number.  Rivlin testified before the Ways and Means
Committee in April that “88 percent of Medicare beneficiaries live in areas in which a bidding
process [for premium support] would produce a second-lowest bid below the current cost of FFS
[traditional] Medicare.”  And a recent article in the Journal of the American Medical Association
found that private plans would be 9% cheaper than traditional Medicare under a premium support
proposal.  So there is much evidence to suggest that Medicare Advantage plans can provide health
care for seniors at lower costs – which would help make Medicare more sustainable over the long
term.
 
Of course, the Left wants nothing to do with such facts, preferring instead to cling to the shibboleth
of government-run Medicare as a first step towards socialized medicine for all.  As we noted
yesterday, the Kaiser report obscures the reasons for its findings – it trumpets the talking point of
higher costs for seniors under premium support, but fails to highlight the fact that in many cases,
those higher costs are because government-run Medicare is less efficient than private plans. 
Likewise, the Commonwealth Fund, in releasing a study on Medicare Advantage today, claimed that
“the Medicare Advantage program must work just as well as traditional Medicare” and that
Obamacare “will make that possible.”
 
The facts suggest that the Medicare Advantage program can actually work better than traditional
Medicare – and at lower costs.  The only problem is that the Commonwealth Fund, the Obama
Administration, and the “professional left” don’t want to make that possible.  And so the same
crowd that complained so loudly about “wasteful overpayments” to private Medicare Advantage
plans now wants to keep making wasteful overpayments to government-run Medicare – merely to
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satisfy their government-centric ideology.
 
Chris Jacobs
Senior Policy Analyst
Joint Economic Committee
Senate Republican Staff
(202) 224-5171
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From: Jacobs, Chris (RPC)
To: Jacobs, Chris (RPC)
Subject: The Mandate Democrats Won"t Touch With a Ten-Foot Pole -- Yet...
Date: Wednesday, November 02, 2011 4:39:29 PM

Writing in Politico this morning about the CLASS Act Ponzi scheme, Rep. Ted Deutch makes the point
that the Administration’s failure to find a way forward to make the voluntary program solvent “is
proof that individual insurance mandates…all work.”  He then goes on to spend the next 400 words
of the op-ed…not arguing for a mandate to participate in the CLASS Act.  To recap:  Deutch supports
expanding government-sponsored long-term care options, and he says that a mandate would
achieve such an objective – but he won’t publicly support it himself.
 
That might have something to do with the fact that Obamacare’s health insurance mandate has
been ruled unconstitutional by one appeals court, and is likely on its way to review by the full
Supreme Court.  The mandate is also VERY unpopular with voters, with a whopping 82 percent
saying the federal government should NOT have the power to mandate the purchase of insurance. 
Former Obama Budget Director Peter Orszag has endorsed a federally-imposed mandate to
participate in long-term care insurance, as have other liberal bloggers.  But Democrat Members of
Congress dare not speak the word “mandate” when it comes to CLASS.
 
It’s more than a little bit ironic that Deutch claimed that “critics of CLASS cannot have it both ways,”
because it seems Democrats are fine pointing out that CLASS won’t work without a mandate – but
won’t endorse such a mandate themselves.  Call that a not-so-subtle hint that if the Supreme Court
ever rules Obamacare’s health insurance mandate constitutional, more federal mandates – to
participate in CLASS, or engage in other activities – will likely follow in short order.
 
Chris Jacobs
Health Policy Analyst
Republican Policy Committee
(202) 224-2946
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From: Sooner Tea Party 

To: Katie Al:shuler 

Subject: The-· - J~ the Shari< 
Date: Sundoy, August 1.2, 2()12 11:00:52 PM 

Forward this email to a friend 

IN THIS ISSUE: 

Sponsors this 
week: 

The Carpenter 
Shop 

358 North Rockwell 
OKC, Ok 
405-942-2644 
thecaroentershoo. net 

The Carpenter Shop is 
a full line cabinet and 
countertop shop that 
travels all over the 
state building dream 
kitchens for discerning 
customers 

Claude Hall's 
Gun Shows 

okcgunshow.com 
okcgs.com 

Claude Hall has 
a l ways take care of 
the Tea Party and the 
Ron Paul activist 
community at his gun 
shows. 

His next OKC dates 
are: 

May 19th - 20th, 
July 14 - 15th, 
Oct 6-7th 
Nov 17 - 18th 
Dec 15-16 

Wolfl aser COill 

Click Here for Previous Newsletter Arc;hjyes 

Click Here to Sign Up for the Sooner Tea Partv Email List 

Forward thjs entail to a friend 

National Sheriff's Convention- September 16-18, 2012 

Constitutional Sheriff and Peace Officer Association 
CSPOA is an organization ran by Sheriff Richard Mack. Sheriff Mack was one of the 
two sheriffs that challenged the Brady Bill and won a Supreme Court decision that 
declared the gun law unconstitutional. The CSPOA believes there are two functions of 
the modem sheriff's office: 

To understand their oaths to uphold and defend the Constitution of the United 
States of America. 

To understand that the Office of Sheriff exists to protect citizens. 

Sheriff Mack advocates that a constitutional sheriff is the only law enforcement officer 
elected in your county, who can follow his/her oath of office by enforcing the Bill of 
Rights and defending the people's individual rights, including interposing him/herself 
between unlawful federal regulatory programs and the people. 

CSPOA is asking for individuals to contact their own county sheriff and raise money to 
pay his way to the September 16th conference. $299 will cover hotel (2 nights) and 
catered meals for the attendees. Airfare must be purchased separately. Any additional 
expenses will be out of pocket to each attendee. 

In February 2010 we brought Sheriff Mack to Oklahoma as the headliner for our Liberty 
Conference at Metro Tech's Spring Lake campus, a two day event that featured a 
sheriff's breakfast and dozens of speakers. Part of the OCA groups helped fund an 
effort that delivered a copy of Sheriff Mack's book to all the Oklahoma sheriffs. 

If you would like to start a fund for your county you can start by asking your county 
sheriff if he would attend then we can put you in touch with Sheriff Mack for the details 
on collecting donations. If the fundraising effort falls short the funds or your sheriff 
has to cancel the funds are pooled to help get other sheriffs to the event. We should 
look at this as a public effort, every sheriff that attends builds the movement and adds 
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This guy is a Noble 
Oklahoma based 
company that has 
great prices on 
electronics of all 
types and 
inexpensive toner 
and ink for your 
printer. 

Comtec Security 

Comtec 
provides residential 
and conunerdal 
security systems in 
Oklahoma. 

There is only one 
thing you really 
need to know 
about Comtec's 
<(uality and pricing, 
they do not require 
a contract for their 
services. 

Customers are free 
to walk away if 
their service isn't 
top quality. 

Rodent 
Resistantchicken 
Feeders! 

$50 + Shipping 

that much more credibility to the effort as well as that much more deterrence to those 
that would steal our freedom. 

For more information visit the CSPOA website. 

Concealed Carry Class a Success 

The August 11th Concealed Carry Class was attended by eight Tea Party members, just 
shy of the ten person limit per class. I was very surprised at the informal manner of 
teaching, solidly professional but questions were welcomed at every step of the way 
and Sheriff Bauman was both entertaining and patient. Glen McEntire of National 
American Shooting Academy had facilitated the class for us and was on hand to 
answer any questions about the new Open Carry law that is going into effect on 
November 1st. McEntire was the Chief Firearms Instructor for CLEET for over two 
decades and had actually trained Sheriff Bauman so were were trained by the best of 
the best. 

Basically nothing will change on November 1st except for the ability of concealed carry 
licensees to carry a weapon in plain sight instead of concealed. Both McEntire and 
Bauman indicated that they believed that surprise is an excellent tactic and therefore 
believe that one will still be better off concealing your weapon to keep the bad guy 
from knowing exactly who is armed and who is defenseless. Another point was to 
avoid becoming a target yourself, with a bad guy taking your gun away from you if he 
thinks he is capable of doing so. Remember that criminals aren't always the sharpest 
knife in the drawer so their advice is worth considering. But the new law will avoid 
problems when your concealment method fails, like in a jacket blowing open or a shirt 
riding up, preventing you from being charged with brandishing of a firearm and losing 
your license. Also printing, where someone can see the outline of a weapon even if it 
isn't completely visible, has been a problem in the past. I suppose the legislature 
thought that concealed carry is so scary that they had to make it invisible carry. 

The training was excellent, far in excess of what I had thought we would learn. They 
covered the law itself, provided examples of situations where the law would protect 
you and where your rights ended. The spent a lot of time on gun safety, how to 
handle, use, and store a weapon. That hit home once we went out to fire our weapons 
as part of the training. It is a bit unnerving to have that many people handling 
weapons in close proximity, especially as you don't really know them and how 
proficient they are or if they are absent minded! The two instructors watched every 
move we made and everyone passed the course. 

But the part that really surprised me was the emphasis on continual training. They not 
only want people to carry weapons, they want people to be proficient at using them. 
They covered basic shooting skills, how to diagnose any bad habits, how to learn to 
shoot tighter groups (making bullets hit closer together), and which types of weapons 
were best for concealed carry. 
The actual firing was done at very close range, ten to fifteen feet, with each attendee 
firing 50 rounds. Some of the attendees are former military so there were some good 
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shots and a few not so good shots but without a doubt everyone was a little better of a 
marksman at the end. 

Sheriff Bauman is going to establish a once per month class in a few weeks. We will 
publish his schedule as soon as he is up and running but he is also running for re 
election as the Logan County Sheriff. We will do a story on Sheriff Bauman in the near 
future as we believe that everyone is a little better off with this sort of man holding the 
highest law enforcement position in Logan County. It is obvious from talking to him 
that he is a capable administrator, completely passionate about serving the public, 
protecting our constitutional rights, and in educating citizens in how to protect 
themselves and their families. 

Glen McEntire also owns the North American Shooting Academy. It is two miles north 
of Highway 33 on Academy Road, to the West of Guthrie Oklahoma. They have a 
twenty point pistol range and a 100 yard rifle range and offer a wide range of training 
from beginning firearms classes to a 40 hour rifle school. Remember that this is the 
guy that trained cops for 22 years, thousands of cops; you simply cannot find anyone 
better qualified to teach. 

Here is an idea of the type of training they offer. You don't have to be a police officer 
to take the training and while the training is expensive, it is also extensive. 

Phase 1, Beginning firearms (16 hours- $400.00). 
Subjects taught: Firearms Safety, Basic fundamentals, Firearms Styles and Types, Ammunition Types and 
Nomenclature, Gun Cleaning, Presenting the Firearm from a Holster, and Marksmanship Skill Builders. The 
student needs to bring approximately 250 rounds of ammunition. There will be a special class offered for 
ladies only. 
Phase 2, Basic Handgun Course (40 hours - $1000.00). 
Subjects taught: Firearms Safety Basic Fundamentals, Presenting a Firearm from a Holster, Handgun 
Nomenclature and Cleaning, and Marksmanship Skill Builders. Introduction to Handgun Handling Skills 
Test. The student will need to bring 1,000 rounds of ammunition. There will be a special class for ladies 
only. 
Phase 3, Intermediate Handgun Course (40 hours- $1000.00). 
Subjects taught: Review Rrearms Safety, Review Basic Fundamentals, Review Presentations from a 
Holster, Presentations from Concealed Carry Positions, Review Marksmanship Skill builders, Intermediate 
Range Skill builders, Engagement of Multiple Targets, Dim Ught Skill Builders. The student will need to 
bring 1,000 rounds of ammunition. 
Phase 4, Advanced Handgun Course (40 Hours- $1000.00). 
Subjects taught: Review Firearms Safety, Review Presentations, Precision Speed Drills, Long Range Skill 
Builders, Engagement of Multiple targets at Various Ranges, Dim Light Skill Builders. The student will need 
to bring 1,250 rounds of ammunition. 
Phase 5, Defensive Shotgun Course (24 hours- $600.00). 
Subjects Taught: Firearms Safety, Basic Fundamentals of Shotgun Shooting, Mounting the Shotgun, 
Nomenclature and Cleaning, Shotgun Skill Builders, Precision Shooting, Engagement of Multiple Targets, 
Ammunition Management, Shotgun Handling Skills Test, and Dim Light Skill Builders. The student will need 
to bring 125 rounds of birdshot, 100 rounds of buckshot, and 75 slugs. 
Phase 6, Rifle Course (Carbine) or (scoped) (40 Hours- $1000.00). 
Subjects Taught: Firearms Safety, Basic Fundamentals of Rifle Shooting, Rifle Nomenclature and Cleaning, 
Rifle Skill Builders, Precision Shooting Course of Fire Sustained Shooting Course of Fire, Effects of 
Weather, Shooting Positions, and Rifle Handling Skills Test. The student will need to bring 750 rounds of 
ammunition. 

For more information visit Glen's website 
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Want to win your election? 
Take a Lesson from Nigerian Scam Artists 

We all get them constantly, those seemingly unbelievable spam emails that clog our 
email in boxes. A lawyer declaring that we are the last living heir of a vast fortune, or 
a diplomat in Africa wanting to spirit millions of dollars out of the country if only we 
could help, or even the American soldier that has came in possession of riches and is 
needing an honest partner to ship the funds to. There was even a recent Wall Street 
Journal article that told of law firms getting hooked, literally hundreds of big firms, 
over 700 last year alone. Cases where checks were forwarded for collection, with the 
Nigerian crooks verifying the validity of their own fraudulent check after the suspicious 
law firm calls the "bank". But what in the world does these email scams have in 
common with politics? 

Simple, have you ever read one of those emails and shook your head over how 
unbelievable they are? How only a fool would fall for it? How obvious it should be to 
almost anyone? How many of you just thought that the Nigerians just weren't very 
smart about their trade? What if I told you that there is a method to their seemed 
madness? 

Every business or enterprise has a choke point; some part of the process that limits 
how much can be done per person. I had an old timer teach me years ago when I had 
a furniture factory in Ar.kansas that you can't make money but you can save it. So 
making a profit was a matter of being more efficient than your competitors whose 
pricing generally helped set the going rate for a particular type of work. Figuring out 
how to do something faster, better, or cheaper is how you made your money by cutting 
waste, labor, or material costs. 

In spam emails the choke point is convincing the suckers to send you money. They 
can send out millions of emails per day but starting a correspondence with that many 
is impossible. Sometimes a scam artist will invest months of daily effort into 
cultivating a sucker before they begin sending money. If you are a scam artist you 
don't want suspicious suckers, you want the ones that are so greedy, so naive, or so 
stupid that they take things at face value. The ones that ask too many questions eat 
up your t ime, you want to somehow allow the dumbest of the lot to self select and 
contact you. 

And you do that by writing emails that only the dumbest or the greediest will fall for: 

"This gentlemen claimed to be your representative, and this power of attorney stated that you are dead, 
they brougl7t an account to replace your informations in other to claim your fund of $8.5 Million USD which 

it is tight now lying DORMANT and UNCLAIMED, below is the new account they have submitted: 

Be fwther informed that this power of attorney also stated that you suffered and died of a throat cancer. 
You are therefore given 24hrs to confirm the truth in this information, If you are still alive. You are to 
contact us back immediately. Because we work 24 hrs just to ensure that we monitor all the activities 
going on in regards to the transfer of beneficiaries inheritance and contract payment. Please you are 

hereby advice to reconfirm the below information to this honorable office for confirmation to help us serve 
you better. 

Your Full Name ................ . 
Your Country Mdress .......... . 
Your Home Address ............. . 

Occupation .................... . 
Tele Or Cell Phone .......... . 
Age ........................... .... . 

A Copy Of Your 10 .............. . 

You are to call this office immediately for clarifications on this matter as we shall be available 24 hrs to 
speak with you and give you the necessary guidelines on how to ensure that your payment is wired to you 

immediately. 
Just also be informed that any further delay from your side could be dangerous. as we would not be held 

responsible of wrona payment 

Here is another: 

Thank you. 

Apostle Mark 
International Monetary Funds Agent" 

"then between now until end of AUGUST 2012 per day you will 
receive the sum of $8,000 Dollars, However be infotmed that we have send 

the sum of $8{000 Dollars this morning to avoid cancellation of your 
payment thougn it was agreed that you will pay the sum of $78 before 
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payment department will release the payment to you. 

Note. you have only 6 hours to ca/1 this office upon the receipt of this 
email. 

You are required to pay $68 and the fee serve as re-confirmation of your file of your 
payment from the office in charge. the maximum amount you will be 

receiving per day starting from today is $8,000 in three 
different payments and the Money Transfer Control Number of today is below." 

Hmmm, hard not to trust someone named "Apostle" and I'll lose $8,000 a day if I don't 
act quickly •••. 
There are two lessons in this: 

First is that the bigger the lie the more likely it is to be believed. 
Second lesson is that you are not normal, how you perceive something might just 

be 180 degrees from reality. 

What you thought were fairly ignorant, illiterate scam artists just might be much 
smarter than you give them credit for because their message wasn't written for you, in 
fact is was written specifically to get you to delete it unanswered. These people are 
good at what they do and are marketing to their core customer group. If there was one 
thing that we could all do to stop the spam email scams in short order it would be for 
all of us to start answering the emails and stringing out the scam artists, making them 
chase false leads and wasting their time so that the vast amount of email would hide 
the greedy and the stupid responses. This is paying off for them or they wouldn't 
continue to do it. 

Politics is no different; the politicians are speaking to the most gullible in our society 
with specially tailored message to get voters to seH select themselves into being 
voters, donors, or supporters. The bigger the lie the more believable like when 
Republican Representative Glen Mulready told his constituents that he wasn't pushing 
Obama Care when in fact he was the House author of the bill. Or the nearly four dozen 
Republicans that initially started out supporting Obama Care in 2011, you don't think 
that they were any smarter than the guy that starts sending money to Nigeria or 
cashes a "cashiers" check for a stranger and forwards part of the proceeds? You 
don't think we peeled enough of them off that list to kill Obama Care/Fallin Care Health 
Insurance Exchanges by appealing to reason or explaining to them that their 
constituents didn't want Obama Care imposed? What we did was open their eyes and 
they saw they should be more afraid of their voters than of losing campaign donations 
from the State Chamber. 

In the coming fall we have the responsibility of plowing the ground for the conservative 
Republican and Democrat legislators for the 2013 legislative session. The Nigerian 
scammers in this case are the State Chamber, big business interests like Glen 
Mulready's Blue Cross/Blue Shield handlers, and the political elite that pull the strings 
behind the curtains. The suckers in this case are the legislators that have fallen for 
the State Chamber spiel. I heard once that when you attend a meeting at the Capitol 
that if you can't spot the mark in the room then it is you. We did a good job in the 
20121egislative session; we stopped the State Chamber butt cold on Obama Care and 
the hundreds of millions in bond issues. But they will be back because although things 
have changed recently, they have made billions in the past off their corruption. And 
we can learn from the spam scammers on just how they will go about it. 

First they understand human nature. The promise of gain is strong but the threat of 
loss is even stronger. The scammer telling you that you will lose $8,000.00 per day if 
you don't act triggers the fear of loss. The State Chamber has already rolled out their 
changes in campaign donations by telling the GOP legislators that they would begin 
supporting Democrats that are willing to take their bribes. The old "act now or lose it 
all" tactic. The other tactic is the big lie; oppose us and we will tell your 
constituents that you are "anti business". 

The public interest and Oklahoma values will be protected in the coming legislative 
session only if we are successful in keeping the legislators fear of exposure stronger 
than their greed or sense of loss. This last session was so suc.cessful for our side 
because of the two threats, that the Ron Paul activists would follow me back and get 
involved in state politics, and that the Oklahoma-Guardian bypassing the controlled 
media outlets would spread the truth faster than their lies could travel. To keep the 
politicians honest we have to keep the pressure on them, their donors, and make them 
all understand that we are going to punish them for bad behavior and that we will be 
back next year. If you help keep the Oklahoma-Guardian newspaper by volunteering, 
subscribing, donating, or buying advertising you will help the only activist project in 
the state that is both effective and efficient. 
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Ron Paul At Large Slate RNC Challenge Fails 

Last week saw the decision on the challenge laid against the At Large Delegates 
elected at the May State GOP Convention. The Ron Paul grassroots forces challenged 
the slate of delegates elected at the state convention by a voice vote followed by a 
standing vote. However the rules for the convention had called for a roll call vote, 
where ballots are passed out, marked, and counted. The Ron Paul grassroots leaders 
challenged the right of the elected slate of 25 to be credentialed at the Florida 
National GOP Convention by filing a complaint with the RNC, the Republican National 
Committee. 

The RNC ruled the same way that I had predicted they would rule not because State 
GOP Chairman Matt Pinnell didn't cheat the Ron Paul activists but because even 
though Pinnell did orchestrate a most Machiavellian double cross at the convention, 
the outcome wouldn't have been any different had they taken a voice vote. Ron Paul 
simply didn't have the numbers to prevail. 
The vote was close, around 60/40 based on a previous roll call vote but not enough 
votes is not enough votes. Had the roll call vote been taken all that would have been 
accomplished was wasting everyone's time. The national Ron Paul campaign had 
called me after the convention even though we had officially ended the campaign a 
week before and I walked them through the facts. They got it, but the grassroots 
leaders pushed on with a so called "rump" convention, elected their own delegates, 
and filed the RNC challenge. 

This is where the Ron Paul organization utterly failed by allowing an unofficial 
grassroots organization to run wild while being misled by untrained, undisciplined, and 
unaccountable self selected "'eaders". Rather than having chosen a slate of reliable, 
disciplined, level headed delegates that would follow Dr. Paul at the National 
Convention they wound up with three Congressional Districts worth of unknown, 
unaccountable delegates. Some of them I know and they will do fine, others ... who 
knows? Will any of them cast their vote for Dr. Paul in violation of state law before 
they are released after a few rounds of balloting? Will there even be several rounds of 
balloting? If I were Romney's handler I would advise cutting a deal with the Santorum 
and Gingrich camps in advance and taking it on the first ballot to avoid releasing a 
horde of Ron Paul supporters to vote their conscience. 
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I hope Romney doesn't though as it will be a convention to remember. Everyone that 
attended the State GOP Convention remembers Ron Paul grassroots leader Lukus 
Collin's wife Ellany screeching after the final vote, completely out of control and quite 
embarrassing to the movement. The Oklahoma Truth Council went so far to say that 
Ellany damaged her husband's political career: 

""While Collins has tried to deal with the moderate base with a somewhat even hand, his reputation was 
tarnished in Oklahoma County when his wife began screaming and chanting at the end of the convention. 
Perhaps the enthusiasm will win the day for Collins, but the resentment caused by his wife's hubris may 
hurt any fundraising efforts they try." 

In politics you can beat the stuffing out of someone and call them every name in the 
book as long as the facts are on your side and afterward most of the politicians and 
the party hacks will understand that it was just politics. They might even respect you 
more for putting up a hard fight and not being walked on. But after the vote is lost, 
screeching like a mad woman is pretty futile and counterproductive. Far better had 
she held her tongue and gone after their candidates in the primary if she wanted to do 
something to make them respect the movement. Even worse is the reflection on 
Lukus, people see behavior like that and they automatically assume that he puts up 
with it at home as well. 

This wasn't the first embarrassing moment caused by Ellany Collins's hubris in the 
presence of her husband. During the private meeting between Dr. Paul and his phone 
bank volunteers on February 25th she uncorked in a horrible display of entitlement 
mentality and bad manners. The private meeting had been for those volunteers that 
had called a specified number of voters and returned the data to the campaign. 
Dozens of Ron Paul activists worked their tail off meeting the deadline; some even 
took off work to finish up. But not Ellany and Lukus Collins both refused to call voters 
but managed to get into the private meeting somehow in the confusion despite their 
names not being on the list. I let it pass rather than cause a fuss with the candidate 
present but regretted the charity when it came time to clear the room. 

The national campaign staff was keeping Dr. Paul on a tight schedule so everyone 
understood beforehand that when it was time to clear the room for the media event for 
Dr. Paul that they had to leave. The staff announced it was time to clear the room 
several times to no avail, and then they asked me for my assistance. As the permit 
holder for the event and as the person who had arranged for the meeting rooms I had 
the final say. I started herding everyone out gently and everyone was responding till 
Ellany tried to walk around me to get to Mrs. Paul. I blocked her way and repeated 
that we had to clear the room for the media but Ellany wasn't having it, raising her 
voice and all wild eyed, trying to go around me as the troopers eyed her 
nervously. After about the third request, I told her to leave now or I'd have her taken 
out. Ellany screamed something rude, nasty, and unprintable then stormed off. The 
national staff saw it all of course but they said there was no avoiding it and that I had 
handled it as well as possible. Later both Ellany and her husband Lukus confronted 
me for being "rude". 

But here is why this ugly incident is relevant to this discussion. If the leaders of a 
grassroots group have this sort of entitlement mentality then how are they going to act 
at the National GOP Convention? Will they follow state law and vote as their district 
voted in the popular vote or will they break the law, risk prosecution, and vote for Ron 
Paul on the initial round of voting? Will they destroy any potential deal worked out by 
Dr. Paul and Romney to gain some concessions in return for the Ron Paul delegate's 
votes? 

The Ron Paul activists are a diverse lot and the vast majority of them are fine, level 
headed, reasonable people but it appeared that the ones that control the group are 
more of the more excitable individuals. Some of them are personal friends and as 
solid as a rock, some are outright anarchists, some are very, very, liberal, and others 
are so libertarian that any sort of organized effort is an affront to their values. The 
wonder is how an organization of hundreds and hundreds of individuals has never 
managed to elect leaders yet they seem to follow the ones that self selected. It is an 
amazing group, I' ll give them that, very passionate, very dedicated, but totally 
ineffective from either the lack of leadership or the lack of the ability to elect or 
accept leadership. 

So there might be some fireworks at the National Convention, we might even see the 
State Chairman Matt Pinnell move to oust some of the District delegates that are Ron 
Paul supporters prior to the event. No doubt he and the GOP party faithful have 
already investigated the alternates and are cutting deals with them to step into the 
shoes of the delegates they choose to eliminate. I am not sure that the Ron Paul 
grassroots group could hold it together once they find some of their own acting like the 
politicians they hate. My advice to the Ron Paul District delegates is to watch your 
back and always remember that if you want a friend in politics, get a dog. 

Next week we are going to take a look at another potential National Delegate that 
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might embarrass both Oklahoma and the Ron Paul movement. Even the hardened 
political hands are going to shake their head at whoever decided that this person 
deserved to represent Oklahoma at the National Convention. 

Oklahoma County Court Clerk Runoff Election August 28th 

Now four years ago I wouldn't have gotten too excited about a court clerk election, 
after all, what can they do besides file papers and create temporary internment camps 
complete with torture, AKA jury pools. It turns out that the court clerk has a vote on 
the county budget board and having a patriot in the slot gives us assurance that it is a 
little harder to hide the political dirt that washes up at the county level. 

Two "Republicans" are facing each other in the runoff face after neither received the 
necessary 51% to win outright in June. I wrote "Republicans" because one of the 
candidates is anything but a Republican despite his switching parties at the last 
possible date before filing for office. Former Representative Charles Key received the 
largest amount of votes in the primary election, just over one third. 

Everyone knows Representative Charles Key's position on all the major issues, he is as 
conservative and as freedom loving as they come and is not afraid to buck the 
establishment if needed. As one of the eight voting members of the budget board we 
would have a conservative voice in county government, someone willing to balance the 
budget with increased efficiencies and cost cutting, not increasing property taxes 
again and again. Few people actually understand the property tax rate setting 
procedure. The government entities, schools, sheriff, and various other county 
government departments send in their requested budgets each year, the county budget 
board tallies up everyone's wish list, then they jack the millage rates up to cover the 
requested funds. They take the valuation of your home or business, multiply it by the 
millage rate that they set, and you get to write them a check. 

In typical political sleight of hand all the politicians talk about not raising property 
taxes and file bills that never get heard that limit the increase in valuation for a 
property but no one ever talks about where the real increases come from, the setting 
of the millage rates. 

Tim Rhodes is the former Democrat challenging Key for the court clerk slot. Rhodes 
has been a politically appointed staff member of the incumbent for over 15 years, has 
only donated to Democrat candidates including Sheriff John Whetsel, and switched 
parties after telling one of our court house sources that he "didn't believe he could win 
as a Democrat." 
Rhodes has ran for office twice before as a Democrat, publically supports Barack 
Obama, going so far as keeping a picture of Obama on his desk before he filed for 
election. His position on the need for a new $400,000,000.00 jail is that "We need to 
conduct another study". The Greater Oklahoma Chamber of Commerce has endorsed 
Rhodes, leaving any doubt behind that he is a conservative or isn't in the State 
Chamber camp. 

The election is August 2sth. It isn't too late to get an absentee ballot mailed to you if 
you call the Oklahoma County Election Board • The cutoff date for requesting an 
absentee ballot is August 22"d at 5:00 pm. You can download your own ballot here 
_!ind follow the directions to return it. 

There will be early voting starting on Friday August 24th between 8 am and 6 pm, on 
Saturday August 25th between 8 am and 1 pm, and again on Monday August 27th 
between 8 am and 6 pm, or you can visit your regular polling station to cast your vote. 
The turnout is going to be very, very, low so this is an excellent chance where your 
vote will really count as a few hundred voters might well decide how much we tax 
Oklahoma County citizens, how the money is spent, and IF we raise taxes again or if 
we begin trimming the fat out of county government. 
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Mike McCarville, Bless His Heart, 
Jumps the Shark 

Okay, I apologize for this picture but there simply wasn't another that got the point 
across. The picture is nasty on several levels but capturing the essence of McCarville 
and Neva Hill in one picture is a tough job Get past the taste of using such a picture 
and you must admit it is hillarious. The woman probably posted this somewhere 
thinking she was going to get tons of admirers but just forgot to flush the toilet before 
the urge hit to take a self shot. 

Every time I swear to myself that I will stop responding to the old fool's rants someone 
calls or emails about something the old codger has spewed into the blog o sphere. 
When it is supposed to be about me, I rarely bother to read the rants as everyone that 
matters understands that McCarville has blown his credibility the last few years 
supporting the State Chamber agenda and they also know that State Chamber whore 
Neva Hill is writing a lot of the negative blog posts for Mike these days as his physical 
and mental condition deteriorate. Someone coined a nickname for the pair, McCarhill, 
so it is a fairly well known story. Besides in politics you only get attacked if you are 
effective and are hurting the bad boys. An attack from McCarhill is a mark of 
conservative pride and an acknowledgement that you are under his skin, Neva Hill's 
skin, and the State Chamber's skin. I just get this mental image of an old dog 
dragging his hindquarters in the grass, laugh, and go back to making money or being 
the voice of the conservative opposition in Oklahoma. 

But sometimes McCarhill manages to write something that is so ridiculous that the 
temptation to smack her is just too much. Such was the case this week when 
McCarhill went after House District 53 candidate Paula Sullivan after a controversy 
erupted over statements allegedly given to the Oklahoman. Know I know Michael 
McNutt and believe him to be an honest reporter but reporters have editors and you 
just never know how much a story was changed by an editor to reflect the political 
agenda of the newspaper so if Paula Sullivan claims that the quotes attributed to her 
were fabricated I would know who to blame and it wouldn't be Michael McNutt. 

What I can say about Paula Sullivan is that she is unusually taciturn and chooses her 
words carefully when she has answered emails from the Oklahoma·Guardian staff. 
From that experience I just can't see her making the statements that the Oklahoman 
editors are defending. 

McCarhill goes on to claim that their blog isn' t written by Neva Hill, denies that the 
McCarville Report isn' t on the State Chamber payroll despite the history of State 
Chamber advertising and the unfailing support for their agenda, then drags 
Representative Randy Terrill into the fight claiming that Terrill is part of the Sooner 
Tea Party newsletter staff! 

Is the McCarhill duo political idiots or are they political consultants I can't think of a 
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stupider act than to credit your most dangerous opponent with having a legislator like 
Representative Terrill on staff! Instant added credibility on our part, not a smart 
political move, more of an act of desperation on Neva Hill's part. But the fact is that 
Representative Terrill is not part of the Sooner Tea Party staff nor has he ever been a 
part of our staff, written stories, edited, attended any of our meetings or any other sort 
of participation. He does return phone calls but most of the legislators do with a 
handful of exceptions, after all, do they have a choice? Only a political idiot wouldn' t 
want to know what the Sooner Tea Party is looking into. 

Has Terrill ever given us leads or has he ever answered questions for us? Of course, 
and the list of politicians that has done so would twist some heads. I can tell you one 
thing that you can carve in stone; there is no honor among thieves or politicians. The 
politicians and politicos that whine about us the most are some of our best sources as 
they jockey for position within their clique, outing their rivals or doing the dirty deed 
for one of their allies. 

McCarhill goes on to recount a story about the Oklahoma Political News Service, 
claiming it was discredited after reporting a story involving Senator Harry Coates that 
didn' t pan out, leaving out the McCarhill stories this last year claiming that I hadn' t 
been selected as the Oklahoma Ron Paul Campaign State Director or the breathless 
stories of my own group allegedly investigating our finances. 

In the first instance McCarhill got suckered into reporting on a grassroots organization 
that was challenging Dr. Paul's national campaign only to fold around a month later 
after they sobered up ••• and McCarhill didn't miss a beat nor report their mistake. The 
second instance was fabricated out of whole cloth, there has never been a call from 
any of our members of anything remotely like what McCarhill made up. If anything our 
members are amazed that we stretch our donations as far as we do, they know we 
hold a sacred trust to spend those hard earned donations wisely and effectively and 
are more than satisfied with the results we have achieved. 
Then in late June McCarhill reported that the Sooner Tea Party went down in flames 
during the primary only to see the Tulsa World report that Tea Party forces would 
control up to one quarter of the House seats in 2013: 

"n1ey agree on one point - the tea party hasn't peaked in its influence in the Legislature. While 
incumbent Republicans turned back high-profile tea-paJty challenges, tea-party candidates did vety well in 
open seats in the recent GOP primary. After the November election, it's reasonable to expect the tea
party coalition in tiJe state House to have about a quaJter of the seats. " 

I didn' t see McCarhill folding their tent or closing up shop after that whopper of a lie 
was revealed. I suppose to be discredited one would have to have a reputation for 
integrity in the first place. And that Tulsa World article was a bombshell, one quarter 
of the seats is more than enough to gain control. Always remember the most crucial 
bit of information in politics, who are the factions that cooperate to control the 
political unit? We won the Speaker Designate race by three votes, it is that narrow of 
a margin to control the House. 
McCarhill then claims that there is "overwhelming evidence" that Terrill writes for the 
Sooner Tea Party yet he declines to provide a single whiff of any evidence. Let me 
tell you one thing that both Neva Hill and Mike McCarville would do if they had a single 
shred of evidence to back up their claims; they would use it. Representative Terrill 
and I haven't always gotten along and we don' t see eye to eye on some issues but 
without a doubt he has been an effective legislator and one of the leaders in the 
conservatives because the man is politically astute and intelligent. There could be 
far worse people credited with our stories so we will take McCarhill's baseless 
accusations as a compliment rather than an insult. 
McCarhill ends by completely going off the rails: 

"Then, the Oklahoma Conservative Political Action Committe (OCPAC) also endorsed McBride; that put 
OCPAC in opposition to Gerhart's Sooner Tea Party endorsement of Sullivan because McBride isn't 
conse.rvative enough in Gerhart's eyes. The OCPAC endorsement, sources say, sent Terrill and Gerha1t into 
obscenity-laced comments about Charlie Meadows, OCPAC leader and, unlike Gerhart, a respected 
conse.rvative activist" 

Wow, we hadn' t heard that Charlie Meadows had endorsed Mark McBride through 
OCPAC. So how could I have made "obscenity-laced comments about Charlie 
Meadows"? We aren' t surprised that Charlie endorsed a RINO though, wouldn' t be 
the first time. 

Here is the thing about Mark McBride's being conservative or not. We really couldn' t 
tell other than judging who is endorsing him and who is giving him money as he has 
yet to cast a single vote that we can find. He appears to be a political newcomer and 
we had little information on him and Paula Sullivan was giving out little information so 
we skipped doing a story on their race in our first issue that covered Cleveland County 
nor did we mention Sullivan's name or Mike McBride's name in our second or third 
issue of the Oklahoma-Guardian. I think we did highlight her name in our voter picks 
right before the primary but Sullivan received zero support from us other than that. 
We said not a word about her or her opponent, just highlighted her name as our choice 
based upon our inside information and who was supporting her opponents. 
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The first story we ever ran on the HD 53 race was July 15th where one of our 
writerfresearchers had exposed exactly who was supporting Mark McBride: 

"Her opponent is Mark McBride and his donor list is packed with State Chamber members like 
Chesapeake Oklahoma Pac, Devon Energy Corporation PAC and the Greater OKC Chamber PAC." 

That is State Chamber folks, you can't be against illegal immigration, pro life, against 
Sharia law, pro 2nd Amendment, against tax credits, against corporate weHare or 
support the Constitution if you accept money from these people. You cannot follow the 
ten major planks of the Oklahoma Republican Party if you accept their coin. End of 
debate. 

But like all liars McCarhill fabricated one too many stories, giving us definitive proof 
that they are fabricating their "facts" on a regular basis. McCarhill wrote this in the 
story labeled "'PEA Endorses McBride; Is Terrill Pulling Strings In Sullivan Campaign?" 

on August sth: 

"She used language virtually identical to that used by Terrill, and by Gerhart on his website." 

Hate to break it to you Mike and Neva, but our website hasn't been updated since May 
of 2011, long before Paula Sullivan and Mark McBride were on anyone's radar. Now 
both of you need to provide examples of "virtually identical" language on our website 
or be exposed once again as the liars that you are. 

Now, for Gods sake, is McCarhill so obtuse that they don't get that the Oklahoma 
Public Employees Association isn't likely to support a conservative that is interested in 
following the Republican Party Platform of cutting government waste and downsizing 
government? Aren't they far more likely to support a big government advocate? 

Interestingly enough I get blamed for the language that the Oklahoman used in the 
Sullivan interview. Mrs. Sullivan's son allegedly commented on The McCarhill Report 
stating that I gave the quotes which never happened. Oh well, take it as a compliment 
as the Sooner Tea Party is the boogy man to the State Chamber types. Being blamed 
for everything just shows that they think we are everywhere and the cause of all their 
troubles. We have no problem with allowing them to think that. 

But if you visit the McCarhill Report you will catch comments outing Mark McBride's 
criminal history and the multiple court cases and judgments against him as well as 
comments about his son and child support. It all appears to be true as far as we can 
tell at this point. The court records are there for anyone to find. The offenses range 
from the minor offenses of failure to carry proof of insurance, refusal to wear a seat 
belt, following too closely, and multiple speeding tickets one of which was severe 
enough to cause the suspension of McBride's drivers license. The public safety profile 
paints a picture of a rude and aggressive driver that has little regard for the safety of 
others. 

District Court records show a long history of lawsuits and garnished wages ranging 
from medical providers prior to his wife's illness to the Oklahoma Tax Commission and 
evidence of multiple marriages. I've heard there were also tax liens on him and given 
the Oklahoma Tax Commission court case I wouldn't dismiss the claims. McBride's 
wife did become ill, very ill, and unpaid medical bills can be explained after she 
became ill although I would ask myself if I wouldn't pay all my personal bills regardless 
of who is owed before running for public office. 

McBride was also convicted of a misdemeanor for driving during the time when his 
driver's license was suspended. McBride was caught and convicted of driving with a 
suspended drivers license, a terrible testimony to his judgment and his respect for the 
rule of law. 

On a personal level Mark McBride is packing a lot of baggage as well. We have a nice 
email from his former daughter i n law coming out in the Oklahoma-Guardian where she 
outlined quite a story against Mark and his son for avoiding child support and 
abandoning his family for a new, younger woman. Mark McBride is even accused of 
yelling at and accusing his former daughter in law of cheating on his son during her 
pregnancy while the woman was confined to bed rest due to a delicate condition! 

Good Lord ••• Tax liens, can't follow the law well enough to keep a drivers license, 
getting sued for unpaid bills, how is this man remotely ready to represent 38,000 
Oklahomans at the Capitol? He can't follow the law and pay his bills but he wants to 
tell the rest of us how to live and to pass laws? He is supported by a public 
employees union and the State Chamber folks and Charlie Meadows thinks he is 
conservative? No wonder Mrs. Sullivan called Charlie Meadows a fraud! I wouldn't go 
that far. For all his faults Charlie means well, he is just clueless and out of touch. 
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But the McCarhill Report has jumped the shark, a term that refers to a signature 
moment when a organization or event has declined in quality so much as to become ill 
relevant, when the principles must become so desperate with gimmicks to hold an 
audience that they lose all credibility. Life has conspired to take Mike McCarville's 
career down in an inglorious end where he has little choice but to take the State 
Chamber's money in trade for incredibly unbelievable propaganda articles. If you take 
the time to read some of the comments on his articles you will notice that he seems to 
be getting a lot of his information from comment posters and recycling them into blog 
posts. Like the State Chamber he and Neva have prostituted themselves to the point 
that he is becoming radioactive to the sources of inside information as the quality of 
his work declines with his obviously declining health and mental capacity. How sad of 
an end to someone that once carried the conservative banner. 

Here are all the House members in two fiftv member blocks of email addresses. Use 
Bee in your email address header and email fifty of them with one email yet they won't 
know who else got the email. 

Here are the State Senate email addresses in one block: 

Who is my state representative and my state Senator? Click here to find out 

Here is the Senate Directory 

Here is the House Directorv 

Remember to strip the unsubscribe link before forwarding this newsletter to prevent 
someone from taking you off our list! Use our forward this email link at the top of the 
newsletter to prevent being accidently unsubscribed. 

Money is always needed for printing costs, postage, sign materials, and robo call 
costs. We are tightfisted; we will spend your hard earned money wisely and frugally as 
we do our very best to clean up Oklahoma politicians so we can begin to clean up our 
country. 

You can donate by sending a check to Sooner Tea party, 358 North Rockwell Ave, 
Oklahoma City, OK, 73127 or visit Soonerteaparty.org and use the Paypal donation 
button. 

Unsubscribe I Change Profile 
Powered by YMI p 
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The Next Step in Defending Liberty 

By Grace-Marie Turner 

The challenge to the individual mandate that the law's 
supporters originally ridiculed is now headed to the Supreme 
Court as the Obama administration appealed yesterday the 
11th Circuit's August ruling that found the mandate 
unconstitutional. This increases the likelihood that the Court 
will take the case up in its term that starts Monday, potentially 
ruling by next June. 

There has been a lot of debate about why the administration 
didn't delay. 

Tom Miller of AEI opines that, with the president's poll numbers 
in the tank, the White House may not want to take the chance 
a Republican administration would be put in a position to 
defend the law in court in 2013: "If, in fact, [Obama is] not 
around in 2013, who do they want running the show in terms 
of putting the last bit of regulations together in 2012, or even 
making this argument before the Supreme Court?" asks 
Thomas Miller, health policy expert at the center-right 
American Enterprise Institute. He adds that a solicitor general 
is duty-bound to uphold existing law, "but there's a degree of 
energy and cleverness that may or may not be there to the 
maximum if it's another administration." 

The Obama administration indicated it wouldn't attempt to 
argue that a ruling on the mandate's constitutionality should be 
deferred until after its implementation in 2014, based on the 
provisions of the Anti -Injunction Act --the basis for the 4th 
Circuit's refusal to speak to the merits of the mandate. 

The administration is also going to argue that the mandate is a 
tax - a gutsy move since it has been rejected over and over by 
lower courts and the president himself argued that the 
mandate is absolutely, positively, not a tax. 
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This is the battle for liberty in our time and the outcome could 

not be more consequentiaL 

Health costs rising: The Kaiser survey of employer
sponsored coverage quantified what businesses across the 
country already know in saying that premiums rose this year 

by an average $1,303 per family- at the rate of 9%, with a 
family policy now averaging $15,073. This is a far cry from the 
$2,500 savings that President Obama repeatedly said families 
would see by the end of his first term. 

Did they really think all the early "benefits" of ObamaCare 
would be free? Preventive care is not free, even if patients are 
no longer required to pay anything. Raising the ceiling on what 
insurance pays for is not free. Adding "children" up to age 26 
to their parents' policies isn't free. And this is only the 
beginning of the costs of this break-the-bank law. 

The case for replace: The most important news of the week, 
though, was a speech given by House Budget Chairman Paul 
Ryan at the Hoover Institution at Stanford University. Rep. 
Ryan is looking toward the future with his speech entitled "The 
optimist's guide to repeal and replace: Patient-centered health
care reform for the 21st-century." 

He describes the vision of a health system that will empower 
Americans to become partners in getting the best value in their 
health spending and getting our health sector and economy on 
the right track. Paul says it best Here are some excerpts: 

... we cannot stop at repeaL We also have a 
responsibility to fix the broken network of 
government policies that have made such a 
mess of health care in America ... [but] the 
political hurdles that stand in the way of real, 
structural health-care reform are daunting. 

... The urgent need to repeal and replace the 
President's health-care law, coupled with the 
urgent need to deal with the drivers of our debt, 
will present us with an unavoidable time for 
choosing, allowing us to confront health-care 
inflation head-on. 

... badly designed government policies are to 
blame for much of what is wrong with health 
care today, and the solution is clear: We need 
to transition from the open-ended, defined
benefit approach of the past... to market
oriented, defined-contribution reforms that 
promote choice and competition. 

At its core, the health care problem is one of 
inflation, driven by the overutilization of 
services, dramatic underpayments, and 
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massive inefficiency ... The system that shields 

us from the cost of services, has actually left us 
paying much more. 

.. .the President's law ... expands broken 
government programs, enhances bureaucratic 
control, and imposes flawed mandates that will 
continue to drive up the cost of health care. 

... Our plan is to empower patients. Their plan is 

to empower bureaucrats . 

... The House-passed budget offers a better way 
to strengthen Medicare and save it from 
insolvency. Instead of using cram-downs that 
simply pay providers less while jeopardizing 

seniors' care, our budget proposes real reforms 
designed to slow the growth of health-care 
costs economy-wide by promoting true choice 

and competition. Empowering seniors, not 

bureaucrats, is the best way to save and 
strengthen Medicare. 

At a House Budget Committee hearing last 
July, [Medicare] Chief Actuary Rick Foster gave 
evidence in support of this point: "We've 
estimated for many years that competition 
among plans in a premium-support setting like 
this could have advantages and lead to 

somewhat lower costs for Medicare. It can get 
you to the lowest cost consistent with good 
quality of care." 

And not just in Medicare. Choice and 
competition are critical to controlling costs 
throughout the health-care system, while 
improving quality for patients . 

... The solution .. .is to move away from defined
benefit models and toward defined-contribution 
systems ... defined contributions should underpin 
a system driven by patient choice and centered 
on patient needs --one that offers real security 
instead of empty promises . 

... Instead of top-down price controls imposed 
by 15 bureaucrats at IPAB, let's try bottom-up 

competition driven by 300 million consumers . 

.. .the case for repeal must be matched with 
even greater intensity by a case for replace -
replacing the law with structural reforms and 
real solutions to the problems Americans are 
facing in health care ... premium support for 

Medicare, block grants for Medicaid, and tax 
reform to correct the inefficient tax treatment of 

health insurance . 

... Look, I understand how daunting the politics 
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of these issues are. But we can clear these 
hurdles if we combine political courage and 
clarity of purpose with faith in the American 
people . 

... [In two recent special elections] People 
listened. They learned that our plan did not 
affect those in or near retirement; that it 
guaranteed coverage options like the ones 
members of Congress enjoy; and that choice 
and competition would drive costs down and 
quality up. They also learned more about the 
Democrats' plans for Medicare, and they didn't 
like what they heard. 

And the scare tactics stopped working. 

But the point is that we should not fear false 
attacks again in 2012 . 

... In health care, we owe the American people a 
defining choice, and that choice is: Who is in 
charge: The government or the patient? 

What we need in health care is more efficiency 
and productivity, so that the pace of rising costs 
slows in coming years How will that come 
about? Certainly not with more bureaucratic 
controL HHS can't engineer a more efficient 
health care system from Washington, D.C. They 
have been trying for decades, and they have 
only made things worse. 

What will work is empowered consumers 
looking for value. Giving patients and 
consumers control over health care resources 
would make all Americans less dependent on 
big business and big government for our health 

security; give us more control over the care we 
get; and force health care providers to compete 
for our business. 

This is how ... we will unite the country to do 
what's right, both for this generation ... and for 
the next. 

Paul's leadership is absolutely vital. The whole speech is really 
worth reading as he outlines a vision for a 21st century, 
patient-centered health sector. But, it is of course, already 
coming under attack. Here is a link to a fact sheet his office 
prepared yesterday with the rebuttal. 

I'm on a speaking tour that has taken me from coast to coast 
over the last two weeks. More on my travels in my next 
report ... 

back to top 
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CLIP OF THE WEEK 

Grace-Marie Turner on FOX Business 

In this video, Grace-Marie Turner discusses health care reform and the rising cost of insurance on 
Varney & Co. 
Watch now >> 

GALEN IN THE NEWS 

CLASS Is Out 

Grace-Marie Turner 
National Review Online: Critical Condition, 09/26/11 

Obamacare is collapsing. The latest example is the brouhaha over the maybe-it's-closing, maybe-it's-not 
office that is tasked with implementing the CLASS Act Bob Yee, the actuary charged with the impossible 
task of making the program work, sent out a clearly unauthorized e-mail last week telling colleagues his 
office was closing. The White House denied it, but a Senate Appropriations Committee staffer earlier had 
told reporters that the administration had asked Senate Democrats not to provide any funding for the 
long-term care program offices for the next fiscal year. Connie Gamer, a former staffer to the late Sen. 
Ted Kennedy and architect of the CLASS Act, pointed out that the program was created by law, and that 
the administration can't just terminate it So where is the money going to come from to make up the 
difference? Good riddance to this program, but Congress still needs to ask the question. 
Read More» 

HEALTH REFORM 

The Census, ObamaCare and the Uninsured 
Sally C. Pipes, The Wall Street Journal, 09/26/11 

Beyond 'Repeal and Replace' 
The Wall Street Journal, 09/28/11 

D.C. Appeals Court Points the Way to the Defeat of Obamacare's Individual Mandate 

Avik Roy, Forbes: The Apothecary, 09/29/11 

The President's Latest Health Care Proposals Don't Constitute Entitlement Reform 
James C. Capretta, e21, 09/26/11 

The Failure of Health Care Reform: An Insider's View 
Merrill Matthews, Forbes: Right Directions, 09/29/11 

States Should Return Obamacare Grants, Pursue Own Health Care Reforms 
Edmund Haislmaier, The Heritage Foundation: The Foundry, 09/28/1 1 

Employer Health Benefits 2011 Annual Survey 
Kaiser Family Foundation and Health Research & Educational Trust, 09/27111 

2011 Health Confidence Survey: Most Americans Unfamiliar With Key Aspect of Health Reform 
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Paul Fronstin, Employee Benefit Research Institute, 09/11

Building a Better Military Health Care System

Baker Spring, The Heritage Foundation, 09/29/11

Health insurers buy majority stake in Bloom Health, will launch national private insurance exchange

Chris Anderson, Healthcare Payer News, 09/23/11

Making Workers Pay as the Cadillac Tax Looms

Margaret Collins, Bloomberg Businessweek, 09/22/11

STATE ISSUES

The Economic Effects of Massachusetts Health Care Reform

David G. Tuerck, Ph.D., Paul Bachman, MSIE, Michael Head, MSEP, The Beacon Hill Institute, 09/11

National Health Care Reform: The Impact on Tennessee

Steven L. Coulter, M.D. and William T. Cecil, MBA, BlueCross BlueShield of Tennessee Health Institute,

09/11

PRESCRIPTION DRUGS

Obama's Pharmaceuticals, Inc.

Scott Gottlieb, National Review Online, 09/22/11

AP Impact: Hospital drug shortages deadly, costly

Linda A. Johnson, Associated Press, 09/23/11

INTERNATIONAL HEALTH SYSTEMS

NHS told to abandon delayed IT project

Denis Campbell, The Guardian, 09/21/11

£7bn NHS electronic records 'achieving little' for patients

Nick Triggle, BBC News, 05/18/11

The Misguided War against Medicines 2011

Mark Rovere and Brett J. Skinner, Fraser Institute, 09/26/11

MEDICARE AND MEDICAID

Low-Income & Rural Beneficiaries with Medigap Coverage, 2009

America's Health Insurance Plans, 09/28/11

Low-Income & Minority Beneficiaries in Medicare Advantage Plans, 2009

America's Health Insurance Plans, 09/28/11
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From: Jacobs, Chris (JEC)
To: Jacobs, Chris (JEC)
Subject: The Obama Administration"s Protection Racket
Date: Friday, September 21, 2012 10:33:03 AM
Attachments: Senator DeMint to Secretary Sebelius 092012.pdf

Shortly, President Obama will be addressing the AARP convention via satellite.  He will undoubtedly
say nice things about AARP’s role as a “senior advocate.”  But what he won’t discuss are the ways in
which his own Administration has allowed AARP to continue making billions in profits on its
insurance business:
 

1.        AARP’s lucrative Medigap insurance was exempted in Obamacare from the ban on pre-
existing conditions; medical loss ratio requirements; caps on insurance industry executive
compensation; and the tax on all other health insurance plans.

2.        The Department of Health and Human Services didn’t think all these Obamacare exemptions
were enough; last year they also exempted Medigap insurance from premium rate review –
even though AARP, which carries the plan with the largest market share, earns greater
profits the more seniors pay in premiums.

3.        At a conference hosted by America’s Health Insurance Plans in March 2010, HHS Secretary
Sebelius encouraged the insurance industry to give up some of its profits, at a time when
health insurance profit margins were about 2 percent.  Yet neither Secretary Sebelius nor
anyone else in the Administration ever criticized AARP for making a profit margin of
nearly 5 percent on its Medigap insurance.

4.        In April 2010, the Administration engaged in very public efforts to “encourage” insurance
companies to ban rescissions and extend coverage to young adults earlier than is required
by the law.  But no one from the Administration has taken similar steps to encourage
AARP to stop discriminating against sick seniors applying for Medigap coverage.

5.        In a speech at an AARP conference in October 2010, Secretary Sebelius praised AARP as the
“gold standard in cutting through spin and complexity to give people the accurate
information they need.”  Yet the National Association of Insurance Commissioners (NAIC)
has previously expressed concern about the potential for conflicts-of-interest associated
with percentage-based compensation arrangements.  So Secretary Sebelius praised as the
“gold standard” for “accurate information” an organization that has the types of financial
conflicts her insurance commissioner colleagues have criticized as ripe for abuse.

 
Why might the Administration look the other way despite these abuses?  Documents released by
the Energy and Commerce Committee yesterday provide myriad reasons, showing all the political
favors senior Administration officials asked of AARP as they rammed Obamacare through Congress:
 

·         Jim Messina, White House Deputy Chief of Staff: “We need [AARP CEO] Barry Rand to go
meet with Ben Nelson personally and just lay it on the line.  ‘We will be with you, we will
protect you.  But if you kill this bill, seniors will not forget.’  We are at 59 [votes in the
Senate], we have to have him.” (page 7)

·         Jim Messina: “Can we get immediate robo calls into Nebraska urging [Ben] Nelson to vote
for cloture?” (page 9)

·         Nancy-Ann DeParle, Director, White House Office of Health Reform: “Can AARP support
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accountable care orgs [sic] and some other delivery system reforms?” (page 26)
·         Jim Messina: “Latest top 25 targets list from House leadership” (page 35)
·         Ann Widger, Office of Public Engagement: “We would really like AARP to participate in this

roundtable.” (page 37)
·         Ann Widger: “Did you guys put out any paper today on the McCain [Medicare] amendment?

” (page 39)
·         Jim Messina: “[Rep. Larry] Kissel a problem…Help.” (pages 42-43)
·         Nancy-Ann DeParle: “Can you get me a copy of the [AARP] bulletin we discussed yesterday?

” (page 64)
 
Secretary Sebelius has already admitted she has acted improperly in using her office to conduct
political activities; the Office of Special Counsel last week concluded she violated the law to do so. 
Given all of the above, it is not unreasonable to question whether the Secretary, and others within
the Administration, made a calculated political decision to grant special favors to AARP – and ignore
its questionable business practices – because AARP endorsed Obamacare. 
 
Yesterday President Obama claimed that he changed Washington “from the outside” by enacting
Obamacare.  The pattern of conduct described above suggests just the opposite: That the President
rammed Obamacare through only by establishing what amounts to an inside-the-Beltway
protection racket between the Administration and AARP – the former will allow the latter to
continue overcharging seniors for insurance, so long as AARP uses its advocacy megaphone to
endorse the President’s liberal causes.
 
Chris Jacobs
Senior Policy Analyst
Joint Economic Committee
Senate Republican Staff
(202) 224-5171
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Date: 

The Oldahana Truth Cooncil Exposed 
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Know 

A License Plate Got 
Me Off Drugs and 
Saved My Life ... 

HB 2525 Papiere, 
Bitte .. 

Holy Prison 
Escapes Batman, 
Someone Left the 
Gates Open 

Scottish Law 
Infiltrates 
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Forward this email to a friend 

Click Here For Previous Newsletter Archives 

Click Here to Sign Up for the Sooner Tea Party Email List 

Forward t his email to a friend 

The Truth Behind the 
Oklahoma Truth Council 

The Oklahoma Truth Council has been a frequent player in Oklahoma politics but one that had 
everyone guessing as to who was actually behind the blog site. Some clues arose from who 
they chose to attack, who they gently reproached, who they supported, and who they ignored. 
It turns out that there are three principles behind the website, one who still remains in the 
shadows and two that have outed themselves through their actions. 

The Oklahoma Truth Council had been a supporter of what the Sooner Tea Party was doing up 
until Mike McCarville started slipping into his dotage and started lashing out at the Sooner Tea 
Party. Even then their rebukes were fairly gentle, advising the leader of the Sooner Tea Party 
to take a deep breath and a vacation on one occasion. But the clues that exposed them were 
recent attacks on Mark Costello and Randy Terrell along with sideways slaps at a few 
candidates for state and local offices. 

It turns out that both have or have had connections with the notorious Neva Hill. Neva Hill is 
the former partner and current friend of Mike McCarville, and Hill is Speaker Kris Steele's 
political consultant. 

When a Face book page popped up for Marion Cooksey the builder of the page inadvertently 
left his name on the page as the creator of the page and as Marion Cooksey is one of Neva 
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Sponsors this 
week: 

The Carpenter 
Shop 

358 North Rockwell 
OKC,Ok 
405-942-2644 
thecarpentershop net 

The Carpenter Shop is 
a full line cabinet and 
countertop shop that 
travels all over the 
state building dream 
kitchens for discerning 
customers 

R A Graphix 
( 405) 703-3599 
214 Ne 12th St, #C, 
Moore, OK 73160 

R.A. Graphix is a full 
line printer and sign 
shop capable of screen 
printing, vinyl signs, 
banners, offset 
printing, and all of your 
printing needs. Randy 
and his family have 
supported the 
conservative movment 
for many years 

Wo lf! aser .com 

This guy is a Noble 
Oklahoma based 
company that has 
great prices on 
electronics of all 
types and 
inexpensive toner 
and ink for your 
printer. 

Hill's clients as well as one of the twisted Speaker Steele's lieutenants, it wasn't hard to put 
two and two together. 

More evidence arose as to the connection between the McCarville Report and the Oklahoma 
Truth Council when McCarville increased his posting of OTC articles, something that few 
"journalists" are willing to do as an anonymous source isn't a good source. The OTC also 
reposted a few older attacks on Randy Terrill in response to a special circumstance that arose 
in Cleveland County, involving a Neva Hill client. The OTC also defended Mike McCarville for 
shilling RINO Republican candidates and incumbents, all of which are known Neva Hill clients. 
After seeing Rep Paul Wesslehoft attacked last year and seeing the latest attacks on Labor 
Commissioner Mark Costello a common thread emerged. 

And who are the dynamic duo hiding behind the Oklahoma Truth Council curtain? None other 
than former State Senator Brogdon aides Cindy Sullivan and Seth Rott. 

Sullivan once worked for Neva Hill and continues to do side jobs for her including filling out 
ethics commission reports for many of Neva Hill's clients according to our sources. Seth Rott 
presently does work for Neva Hill including the very recent Face book page for Marion 
Cooksey. How do we know this? Because it showed up on Seth Rott's face book page under 
recent activity. See the screen shot below of Seth's facebook page. Sloppy work there Seth, 
very sloppy .... 

Both Seth Rott and Cindy Sullivan are said to have worked for Labor Commissioner Mark 
Costello and both were allegedly fired or "let go" which allegedly generated the motivation for 
the OTC attacks on Costello. Seth Rott had a personal relationship with Lance Cargil some 
years back which explained why the attack on the OTC gently brushed on Cargil instead of 
taking him on head on, indeed the OTC article focused mainly on candidates not Cargil himself. 

Looking deeper into the clues, the attacks on Wayne Pettigrew shined some light on the 
culprits. Pettigrew was one of the few Republicans that voted for Governor Brad Henry's 
lottery years ago when Forrest Claunch lead the fight against the lottery so the attack against 
Pettigrew, however much deserved, was simply some old payback coming around. 

Both Seth Rott and Cindy Sullivan also used to work with or for Tim Pope and former Senator 
Randy Brogdon so seeing them support state Chamber brown noses Mike McCarville and Neva 
Hill is spinning some heads. Even more confusing is a report that Terrill and Sullivan are or 
were friends through their association with Tim Pope leaving one to wonder why she would 
help attack a former ally and allegedly a current friend. 

Another tantalizing trail coming out of this story is a company named Bcreative that showed up 
in a McCarville Report story and on multiple ethics commission report. Stay tuned for a coming 
story on the Bcreative company. 
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Pseudoephedrine? 
I don't think you need that ... 

By Ms. P.M. 

There are a plethora of proposed bills surrounding the sinus decongestant pseudoephedrine. 
Yes, the druggies have invaded our nasal cavities scoring every bit of the lingering drug any 
way they can. This puts us regular folks in a snotty predicament. The rascals in the big house 
have decided we need their protection because all of these bills relate to public health and 
safety. 

HB 2205 authored by Representative Vaughn limits the amount to 9 grams within any 30 day 
period unless you have a prescription. Hang on, if you don't accurately provide the information 
required you will be prohibited from obtaining what you need for a period of not less than 72 
hours following the "failed validation". 

HB 2375 authored by Representative Tibbs This bill goes into detail for the following 
information for each dispensation: 

Recipient's name, address, date of birth, ID number, National Drug Code of the substance 
dispensed, date of the dispensation, the doctors U.S. DEA registration number, pharmacist's 
registration number, and other information as required by administrative rules. Within 24 hours 
of dispensation this information must be transmitted to the state under threat of one year in 
the county jail and/or $1,000.00 fine. 

Anyone want to bet that this information won't go straight to the Fusion Center before it heads 
to a national database or Obama Care type Health Insurance Exchange program? 

HB 2546 authored by Representative Nolan clarifies procedures when pseudoephedrine is used 
with other mixtures. This bill is a basic housekeeping bill, removing existing language to clear 
the way for newer, more strict language to be inserted into the law. 

HB 2551 is another housekeeping bill authored by Representative McCullough adds products 
containing pseudoephedrine to list and deletes pseudoephedrine products from Schedule. It 
also deletes procedures for the sale of products containing pseudoephedrine. 

HB 2819 is a shell bill, an empty bill to be filled out later on in the session. Authored by 
Representative Sean Roberts, it creates the Pseudoephedrine Act of 2012 which is likely to be a 
catch all bill to tie up the different bills on this issue, or it is a backup bill in case the drug Nazis 
loose a battle? 

In Representative Tibbs bill- HB 2375, she threatens to put you in jail for one year and fine 
you $1,000.00 if you don't report your purchase. Am I confused or is Tibbs smokin' the little 
smokeys? Aren't the powers that just tripping over themselves to let non-violent offenders 
out of jail? If I have it right they'll lock em' up for cooking meth and then let em' out. Well, 
that process should be worth a few taxpayer dollars. 

For most of us a t rip to the doctor and a pharmacy stop for decongestant doesn't fit well into 
our work schedule. If you are like a lot of small business people, you have a catastrophic 
policy so you pay your own doctor visits. I want to thank Oklahoma legislators for making 
health care more costly and difficult. 

For all of those in high places insisting these bills are an effort to combat the "War on Drugs", I 
have an idea. We can stand in line during our lunch hour after you all have ingested all the 
pseudoephedrine in the state of Oklahoma. You all can then take turns bending over and 
dispensing the meds to us as if you were Pez containers! As always the law abiding citizens 
are in the majority but we are the ones that jump through your hoops. Will these moronic 
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legislators ever tackle the real problems and leave us alone to live our lives? 

Nothing Better to do but 
License Plate Bills? 

by Ms P.M. and Ms. D.B 
HB 2672 and 2674 Authored by Representative Shumate, HB 2629 Authored by Representative 

McAffrey, House bill 2680 Rep. Banz 

The Oklahoma Tax Commission already designs and issues special license plates to persons 
wishing to demonstrate support, interest or membership to or for an organization, occupation, 
cause or other subject. These three bills add new organizations. 

HB 2672 adds the Historic Greenwood District to the list of special license plates which would 
become available: 

"The southern edge of the Greenwood District was platted as part of Tulsa's original town site 
in 1900 and soon became known as "Little Africa." It appears Greenwood functioned as a self
contained community of Black Americans and was mostly destroyed in the 1921 race riot. The 
District was bulldozed and is now the campuses of Oklahoma State and Langston universities." 

Link to storv 

Upon passage of the bill anyone wishing to demonstrate support for music festivals within the 
Historic Greenwood District would now have the option of doing so. As always there is money 
involved and fees collected and deposited in the Music Festival's Revolving Fund. 

HB 2674 would create a special license plate along with a revolving fund, source of funds, allow 
expenditures for certain purposes; provide legislative intent; codification and an effective date 
for the Booker T. Washington High School license plate. 

And where does the money go? 5% to Education Reform Revolving Fund, 5% to Higher 
Education Revolving Fund, 5% State Career Technology Fund, and 8 5 % Teachers' 
Retirement Benefit Fund. 

Upon passage of this bill anyone wishing .... . blaa ... blaa ... blaa ... you have the picture. 

HB 2629 adds a license plate to the list: "Oklahomans for the Arts". Any person wishing to 
demonstrate support for increasing public funding for the arts and art education across 
Oklahoma has hit the jackpot. 

House bill 2680 Rep. Banz would offer individuals to offer support of the Fighting Addiction 
through Education Program by offering specialized license plates. The price of the license 
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would be 35.00. The amount going towards the cause would be 25.00. The remainder would 
be for fees. 

For this to be considered a topic of such great importance right now the Governor sure isn't 
putting much into it. Does she really think selling a few car tags is going to fix this serious 
issue or even illuminate it? Of course not, but it sounds real good. 

If she intends to take on something as serious as the drug problem in Oklahoma then she 
needs to be serious. Associate it with something that holds a little more weight than a license 
plate. Show some action with a lot less talking out the side of the mouth. 

Don't get me wrong, special license plates are the rage. Look at all the hoopties sporting fancy 
rear end jewelry but in this twilight-zone era citizens are more concerned about the growth of 
government and the quantity of our money being spent maintaining these expanding and 
bloated departments. It all makes me think they think we have a never ending supply of 
funds. 

I have an idea, instead of license plate bills, how about a bill renaming these Representatives 
in chronological order of farm animals? It could be an interesting and entertaining agenda 
item that all of Oklahoma would enjoy. The bill number could be something like HB B.S. Could 
it be so humorous with mass participation that we would wet ourselves from laughter? 

Gutting Representative Government in Oklahoma And 
the People's 

Right to Know 

They held the third meeting of the House Ethics Committee last Thursday where they 
continued to hammer out the chains designed to prevent Representatives from speaking out 
against House leadership. Disguised as an "ethics committee" that would provide punishment 
for felonious legislators the new committee is really designed to plug leaks of information that 
is embarrassing to House leadership. One political blogger, Mike McCarville of the McCarville 
Report, went so far as to claim that the new ethics committee was aimed at one organization, 
the Sooner Tea Party, using their new right to subpoena records and witnesses to appear in 
their star chamber. Is McCarville right or is this a product of approaching senility? Time will 
tell. 

Looking at the committee members that were appointed by Speaker Kris Steele one finds that 
the committee is packed with Steele supporters along with a sprinkling of Democrats. Who are 
the Speaker Steele toadies: 

Gary Banz, Ann Coody, Danny Morgan, Dennis Casey, Todd Russ 

The Democrats are Jabar Shumate, R.C. Pruett, Wade Rousselot 

The alternates are Republican David Brumbaugh and Democrat Rebecca Hamilton 

So we have five confirmed RINOs and four Democrats sitting in judgment of any conservative 
Republican that dares to speak up against Speaker Steele. And if one of the nine regular 
committee members should have to recuse themselves, we have another Democrat and a 
wishy-washy Republican to take their place. Of course should a RINO have to recuse himself, 
Brumbaugh steps up and if a Democrat has to recuse, Hamilton steps up. The Democrats are 
likely to protect conservatives that find themselves being attacked by this star chamber but no 
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matter what Speaker Steele has a five to four majority with the only possible risk to his agenda 
being if Brumbaugh decided to flip flopp again on supporting House leadership. 

This is a committee designed for one purpose, to punish political enemies, set up by one of 
the worst tyrants the state of Oklahoma has ever seen. A man with a mind even more twisted 
than his body, vindictive, amoral, sociopathic to such a degree that he will disenfranchise 
hundreds of thousands of voters so that he can receive a well paid position at the medical 
research foundation upon his being term limited out in June of this year. 

This immoral monstrosity still has to pass a House floor vote so if enough people contact their 
Representatives and demand that this committee be killed off then Speaker Steele will have to 
find other ways to punish independent minded legislators. And Steele already has his ways 
and means of pressuring legislators. Look for the last story In this newsletter for an appalling 
example of outright lawlessness and corruption perpetrated on a legislator for speaking his 
mind. 

HB 2525 Papiere, Bitte .. 
Ah, the old movies that were shown on weekends back in the sixties and seventies ... Many 
were war movies covering the fight against fascism during WWII. Who hasn't seen the classic 
scene where the Nazi officials wearing jackboots and swastika approach the hero or heroine 
and says in German: "Papiere, Bitte .. " or in English, "Papers, please". 

Even as a child you knew what followed the chilling words, the person was whisked off into 
captivity, imprisonment, torture, followed by execution. Sometimes it was a hapless person 
caught up and the message was that anyone could be dragged off the train or street under 
arrest if their papers were not in order or thought to be suspicious. But you got the idea that if 
your papers were in order you were fairly safe as long as the Nazis weren't looking for you. 

If Representative Steve Martin were as lenient as Nazi Germany or if Oklahoma had the 
efficient and accurate record keeping skills that the Nazi regime exhibited then there would be 
little concern over Martin's HB 2525. The bill narrowly passed out of committee last week: 

YEAS: 8 
Cannaday Hoskin Ownbey Roan 
Cox Martin, St. Renegar Tibbs 

NAYS: 7 
Bennett Hardin Joyner Vaughan 
Cockroft Jordan Thomsen 

Cannaday, Hoskin, Roan, and Renegar are Democrats and we expected better from them on 
this issue. Ownbey, Cox, Martin, and Tibbs are hard core RINOs that follow House leadership 
regardless of their constituent's wishes so their votes are no surprise. Hardin, Joyner, 
Vaughan, Jordan, and Thomsen should be congratulated for joining the conservative 
Republicans on the committee and voting to protect our constitutional rights. We had emailed 
the entire committee the night before the vote stating our opposition against this draconian bill 
and are surprised that it passed out of committee. 

And ask Pam Peterson and AI McCaffrey where in the hell they were for this vote. Either one 
could have stopped this bill in its tracks so both are responsible for its passage as those that 
voted yes. If they won't show up, they shouldn't be a representative. 

This isn't Representative Steve Martin's first attempt at this addition to police state tactics. 
Martin passed HB 2331 last year and when he was asked if a woman and her children should 
be just left on the side of the road at night because of lack of insurance and he said 
"Absolutely yes!" 
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Confiscating American citizens' property is not something that the average American supports 
and most would be outraged by Rep. Martins answer in 2011 and no doubt he still believes 
that there should be no leeway for an officer during a traffic stop. I ndeed last year's bill was 
amended to allow officers some leeway, stating that they may not stop a car for lack of 
insurance as the primary reason for the traffic stop so now Martin comes back with a bill that 
now requires that all cops stop cars lacking insurance and impound the vehicles. But we all 
know that when police stop an illegal alien they still allow them to drive off even though they 
have no drivers license or insurance. Try that in Mexico and you wil l be sitting in a dungeon 
waiting for your ransom to be paid. 

Amend this bill so that it leaves American citizens alone and targets illegal aliens and no one 
will complain but of course the State Chamber wouldn't allow their cheap labor source to be 
inconvenienced by following our laws. 

HB 2525 -Letting Police to pull over for auto insurance 

The law seeks to re-invent a system already in use in the state to verify insurance during traffic 
stops and accident investigations. House leadership wants to gin up millions of dollars in ticket 
revenue by using automated license plate readers. Talk about Unlawful Search and Seizure. 
Since when did Representative Martin join the Communist Party? 

Apparently these idiots have never heard that computers are only as smart as the nut behind 
the keyboard. The system currently in place runs through the internet, yet it repeatedly makes 
mistakes. People are constantly cited for no insurance because of a lagging or inaccurate 
insurance data base and the charges are dismissed because they can verify they have 
insurance. Why would we want to burden taxpayers with having to prove that the online 
insurance data base is wrong if they have a valid insurance verification card in their car? 

House leadership's reasons become clear once we learn that the state has started a license 
plate scanner program trial. Robocop light has arrived. You can read about it here: 

Sept 26 2011 Oklahoma Begins the I icense Plate Intemperability Hub Pilot I AxXiom for 
Liberty. 

State law is clear on the subject of what is the reason for, punishment for and cause for 
stopping a vehicle for failure to maintain insurance. It can be found here: 

OSCN Found Document : Failure to Maintain Securitv- Failure to Provide Proof of Security
Penalties. 

We don't need any little Stalin wanna be's like Representative Martin trying to micro-manage 
things that are already well under control. Representative Steve Martin needs to be removed 
from the House of Representatives, his beliefs are not those of Oklahomans and not those of 
his constituents. 

Now that this bill has passed through the House Public Safety Committee and will make it to 
the floor for a vote we all need to raise a fuss. This is a bill that will allow the use of Highway 
Spy Cameras and allow the information to be ran and stored in the Oklahoma Fusion Center so 
that citizens can be retroactively tracked. Talk about Big Brother is watching... This is it. 

Fix the states problem and I believe you'll find that the percentage of uninsured motorist is far 
less than the alleged 25% claimed by Representative Martin. It's actually around 12%. Harsher 
punishment is the corrective action needed, not an invasion of the rights of law abiding citizens. 

At the bottom of this newsletter is a link to a list of all the Representatives and Senators. 
Please send a mass email using Bee along with a personalized email to your state senator and 
representative asking that this bill be stopped and never brought back. 

Here is an email list of the Public Safety Committee members that allowed this bill to survive. 
Email them and tell them in no uncertain terms that they dare not support such laws again 
and had better vote against HR 2525 when it arrives on the House floor. 

"Sue Tibbs" <suetibbs@okhouse.gov>, "Steve Martin" <stevemartin@okhouse.gov>, 
john.bennett@okhouse.gov, "Doug Cox" <dougcox@okhouse.gov>, "Fred Jordan" 
<fred.jordan@okhouse.gov>, "Pat Ownbey" <pat.ownbey@okhouse.gov>, "Paul Roan" 
<paulroan@okhouse.gov>, "Ed Cannaday" <ed.cannaday@okhouse.gov>, 
tommy.hardin@okhouse.gov, "Charlie Joyner" <charlie.joyner@okhouse.gov>, "Pam Peterson" 
<pampeterson@okhouse.gov>, "Todd Thomsen" <todd.thomsen@okhouse.gov>, 
josh.cockroft@okhouse.gov, "Chuck Hoskin" <chuck.hoskin@okhouse.gov>, "AI McAffrey" 
<al.mcaffrey@okhouse.gov>, "Brian Renegar" < brian.renegar@okhouse.gov>, 
steve.vaughan@okhouse.gov. 
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Holy Prison Escapes Batman, Someone Left the Gates 
Open 

Speaker Steele's Soft on Crime Agenda Moves Forward 
BY R.H. 

Our soft on crime Speaker and his fellow RINO Republican co-hort Representative Sue Tibbs 
are at it again. Rep. Tibbs has introduced HB 2377, another soft on crime bill. Now you may 
remember she co-authored, along with the Speaker, Kris steele, the soft on crime bill that has 
brought you the release of inmates from prison starting November of 2011. We don't have to 
say that this was a bad idea; a check of the Tulsa County District Attorney's web site shows a 
recidivism rate of these released criminals that is appalling. 

The bill covers repaying any pubic reward given for the capture and prosecution of the criminal, 
investigative cost borne by the OSBI, and alcohol/drug screening. These reimbursements can 
be waived if a criminal can prove that they will create a hardship. How many criminals do you 
know that can't prove that? 

And putting everyone through an alcohol or drug assessment program? Why? Shouldn't we 
reserve this for Drug and Alcohol related offenses? It would also save the tax payer, the 
Department of Correction, and the state of Oklahoma some money. The bill also expands the 
use of house arrest and electronic monitoring as an alternative to hard prison time. 

The bill contains a mandate to require one or more courses of treatment, education or 
rehabilitation for any conditions or behaviors or disorders which may contribute to criminal 
conduct. Isn't this nice? They want to coddle the criminal. Statistics prove time and again 
that you can't rehabilitate the sex offender or pedophile. These statistics also prove that drug 
and alcohol abusers will sober up when they're ready and not a second earlier. 

Even more ridiculous is the idea of obtaining positive behavior modeling by a trained mentor. 
This is patently absurd. Are we going to waste tax dollars on this? If their parents couldn't 
influence their behavior through their life, what makes these people think that a short course in 
positive behavior modeling is going to help? 

For those convicted after November 1, 1989, they must comply with the Sex Offender 
Registration Act and participate in a treatment program. Where's the jail time? Does 
Representative Tibbs believe that rape or pedophilia is a non violent act? I suppose if you are 
than darned ugly you need not worry about rape and if she was that ugly as a child I suppose 
the pedophiles left her alone as well. Perhaps that is the reason for her lack of empathy for 
crime victims. 

Against all common sense, this bill recommends that nonviolent felony offenses be punished by 
community service sentencing program. Why not sentence these people to jail? Violent or not, 
they committed a crime. Criminals deserve punishment, not just a slap on the wrist and 
placing them in a time out. 
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The bill wants to punish those convicted of a DUI or DWI by drug and alcohol assessment, by 
attending a victims impact program, attending drug/alcohol abuse programs, ignition interlock 
devices, and electronic monitored home detention. Drunken driving is a serious crime that 
deserves hard prison time after a couple of convictions and you really have to work hard to go 
to prison for drunk driving as it is. I 've known people that were killed by drunk drivers, 
treating drunks like a teenager is a slap in the face for their victims and those left behind. 

For domestic abuse cases, they want to send the convicted to counseling services along with 
their prison time. Here's a novel idea, how about tougher sentences? 

A habitual or aggravated sex offender shall be supervised by the D. 0 . C. and assigned to a 
global position monitoring device by the D. 0. C. for the duration of the time he is registration 
period on the Sex Offenders List. Why isn't the legislature seeking a law that would lock up 
habitual offenders for life? Not just sex offenders, but all repeat felony offenders? 

Under this proposed law a convicted individual waiting to go to prison is placed on home 
monitoring and after 2 years can be let off if they can't find a bed for him at a penitentiary. 
This is an excuse not to build more prisons. 

In conclusion this bill is designed to turn criminals out on the streets of Oklahoma. This bill will 
raise the crime rate in the state and lower the standard of living in the state. This bill will not 
protect Oklahomans from the criminal element of society and should be voted down. It has 
been referred to the Public Safety Committee, the same bunch that allowed Representative 
Martin's HB 2525 bill to pass. Contact the entire committee and demand that this bill be 
killed. Copy and paste this into your email browser using the Bee field and contact all of them 
using one email. While you are at it, tell them that if they voted for Martin's HB 2525 that they 
should be worried about their election and if they dare to vote for HB 2525 on the House floor 
they will have a well funded opponent in the primary election. 

"Sue Tibbs" <suetibbs@okhouse.gov>, "Steve Martin" <stevemartin@okhouse.gov>, 
john.bennett@okhouse.gov, "Doug Cox" <dougcox@okhouse.gov>, "Fred Jordan" 
<fred.jordan@okhouse.gov>, "Pat Ownbey" <pat.ownbey@okhouse.gov>, "Paul Roan" 
<paulroan@okhouse.gov>, "Ed Cannaday" <ed.cannaday@okhouse.gov>, 
tommy.hardin@okhouse.gov, "Charlie Joyner" <charlie.joyner@okhouse.gov>, "Pam Peterson" 
<pampeterson@okhouse.gov>, "Todd Thomsen" <todd. thomsen@okhouse.gov>, 
josh.cockroft@okhouse.gov, "Chuck Hoskin" <chuck.hoskin@okhouse.gov>, "AI McAffrey" 
<al.mcaffrey@okhouse.gov>, "Brian Renegar" <brian.renegar@okhouse.gov>, 
steve.vaughan@okhouse.gov. 

Taking Care of the Poor or Milking Old People of Their 
Life's Savings? 

Ms. D.B. 
And so it came to be that in the story from ancient Greek mythology that Perseus set out 

with intentions of destroying the evil monster in disguise. The monster's disguise and identity 
thus revealed to him with the help of the gods he set out equipped in armor and with the 
ability to see through all misrepresentations of meaningless nature or untruths. 

Perseus succeeded in the mission and afterward he fled after declaring his victory but soon 
realized that he had been followed by two demons of the same design. The two other 
monsters of the same makeup would require yet another battle, a victory battle that the gods 
would once again assist in the removal of obstacles and enable transparencies .. 

And so it is with HB 2844, HB 2270, and HB 2846, all three will have to be tracked down and 
killed one by one. With 3 people working towards the same cause you would think they could 
have come up with a more appropriate title. These three bills are all related in the fact that 
they involve the long term care facilities, nursing homes. 

Three representatives have introduced these bills: Cox , Ownbey, and Jackson. The titles are 
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not only misleading but are designed except to extract money from nursing home residents. 
These bills set up a state treasury fund, yet are actually a fee, AKA a state tax. It appears to 
be a big melting pot of funds that isn't focused on the area of law that the title refers to. 

It is just another state money pool and by all meaning of the word a tax. A mandatory 
monthly fee based on a percentage = tax. In the meat of the bills it lists all the many places 
that the fees could or could not end up. It would have shown more integrity to simply call it 
what it is: a state tax on long term care (nursing homes). To try to weave this in by hiding 
behind the seniors is ugly. 

Now public enemy number one for the elderly is Alzheimer's. This disease has brought an 
entirely new category to senior citizens in the U.S., another category with entirely different 
issues and needs. They don't belong in nursing homes. That's when the Assisted Living 
facilities popped up everywhere. Medicare won't touch them, and not having them involved 
means little regulations. They have been taken advantage for years by outrageous cost, etc. 
all because the system is obsolete. 

It is a sad thing to see these precious people who worked hard, paid their taxes, raised their 
families, fought previous wars to protect the freedoms we have today and trusted and believed 
in a system that they were promised., only to be used , abused, and ignored and let down. 
They are viewed as a cash cow to be milked till their retirement funds are gone or their 

pension checks run out. 

This may be the first of many worm/virus to be discovered within the Governor's much 
publicized budget plan. If this is all you can come up with trash it. 

Scottish Law Infiltrates Oklahoma 
By R.H. 

The social justice agenda has come up again in HB 2376. Representative Tibbs is doing her 
best to see to it that the prison population is given every break they can get. Of course the 
House leadership supports these moves; they fit right in with Speaker Steele's social justice 
agenda. Now I can understand the want and desire to save money, and they say that copper 
wiring was invented by two Scotsmen fighting over a found penny, but how is this going to 
save money? When criminals are let out and their needs are provided by public assistance, 
which is paid for with tax dollars, the only one that benefits are those that have broken the 
law. 

Like what happened with the Pam Am flight 103/Lockerbie terror bombing terrorist, this bill 
would give medical parole to inmates who are presumed to be dying, near death, or "No longer 
a threat to public safety." This is nuts. Who makes the call on whether or not they are no 
longer a danger to the public. Do we end up releasing someone like Abdel Basset Ali Megrahi, 
the Lockerbie, Scotland case? 

Compassion is one thing, Idiocy is another. Let these criminals rot in jail in discomfort like 
their victims have rotted in their graves. 
The law does states that this would not apply to person serving a sentence of life without 
parole, but that's not good enough. This bill is an insult to the law abiding Oklahomans and 
should be killed in committee. Knowing that it is supported by the Speaker, it will sail through 
committee to the House floor. 

Contact the committee that is to hear this bill, once again the Public Safety Committee (are 
you seeing a pattern here?) and tell them to vote no on this bill. Don't address all the bills in 
one email, send them three separate emails, bury them in emails so that they get the idea that 
Oklahomans don't want soft on crime legislation. 
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"Sue Tibbs" <suetibbs@okhouse.gov>, "Steve Martin" <stevemartin@okhouse.gov>, 
john.bennett@okhouse.gov, "Doug Cox" <dougcox@okhouse.gov>, "Fred Jordan" 
<fred.jordan@okhouse.gov>, "Pat Ownbey" <pat.ownbey@okhouse.gov>, "Paul Roan" 
<paulroan@okhouse.gov>, "Ed Cannaday" <ed.cannaday@okhouse.gov>, 
tommy.hardin@okhouse.gov, "Charlie Joyner" <charlie.joyner@okhouse.gov>, "Pam Peterson" 
<pampeterson@okhouse.gov>, "Todd Thomsen" <todd.thomsen@okhouse.gov>, 
josh.cockroft@okhouse.gov, "Chuck Hoskin" <chuck.hoskin@okhouse.gov>, "AI McAffrey" 
<al.mcaffrey@okhouse.gov>, "Brian Renegar" <brian.renegar@okhouse.gov>, 
steve. vaughan@okhouse.gov. 

Hi Ho, Hi Ho, it's off to Grove We Go 
by Ms P.M. 

HB 2470 authored by Representative Cox sure seems like a good ole' fashioned pork sandwich 
for Grove Oklahoma. 

As the proposed bill reads the Oklahoma Turnpike Authority must do a feasibility study for both 
of these items; a four lane spur and upgrading the interchange on the Will Rogers Turnpike at 
Adair. The scalawags' will waive these feasibility studies if the OTA will begin construction on 
or before October 1, 2012. If this isn't pushing some weight around I don't know what is. 

It's about 45 miles from Adair to Grove, but...that is going northeast up the turnpike and 
southeast to Grove. Are we going "Over the River and Through the Woods" before we get to 
grandmas house? If so, there is no mention of a very expensive bridge, which means we're in 
for more rate increases once this pork-a-sorus is built. 

I asked myself, "self, who gets the money for these here turnpikes?" Well it ain't Oklahoma. 
Bondholders are the ones that collect the interest on the bonds loaned to build them .. . and the 
long term cost will be triple the actual cost to build the turnpike plus all the nice, fat bond sales 
fees that State Chamber members get to charge. But there is a covenant and if the OTA ever 
were to default, the bondholders can take over. A real dumb way to operate considering these 
bondholders come from all over the world. Other states have it set up that bondholders can 
sue but not take over. Could it be that bondholders and OTA have too much power over state 
transportation issues? Why can't we get these bonds paid back and stop building turnpikes? 
Why is it these roads will forever be toll roads? 

Did you know that our pork butt Governor is the only person with power to reform the OTA? 
Yup, she appoints the director and the board who make the decisions. 

Rumor has it that Representative Cox was caught behind the smokehouse sharing "Little 
Smokies" recipes with Lee Denney. Mmmm, bacon wrapped pork sausages and turnpike bonds 
as a side dish. 

What started out as a one toll-road connecting OKC and Tulsa, has, after sixty three years 
turned into a cash cow Oklahoma drivers are still paying for. Not bad for something that is 
now supposed to be free. Oklahoma comes in second in the nation for miles of toll roads. 

Here is the hysterical tjmeljne to see where it all started and where we are today. Not a pretty 
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picture so hop in that bathtub and repeat after me, "Calgon, take me away". 

Representative Cox really is as dumb as a box of rocks, this bill states it is immediately 
necessary for the preservation of public peace, health and safety and is an emergency. I 'd hate 
to know what would happen if he had to go to the bathroom. 

Thugs in Suits Threaten 
Tulsa Area Representative 

Last month we saw the unprecedented letter sent out by Representative Gus Blackwell 
demanding an investigation into the Kris Steele/Comp Source scandal. The letter was signed by 
around 16 Republican and Democrat House members. Last week saw one of those legislators 
send out a quasi retraction and an apology to Speaker Kris Steele for signing the investigation 
demand letter. Representative David Derby, Owasso, issued the quasi retraction on February 
sth and it doesn't read like a letter from a man able to speak his own mind: 

From: David Derby 
Sent: Wednesday, February 08, 2012 8:43PM 
To: Representatives 
Subject: 

Dear Members, 

I would like to thank you for your time in reading this letter. I know that we are extremely busy this time of the 
year and I value your time very much. I am writing this letter to my fellow members with a burdened heart 

As you know earlier this year Rep. Blackwell published a letter calling into question Speaker steele's alleged actions 
relating to Rep Christian's worker compensation claim. Although I do not agree with Rep Christian that this vehicle 
accident should be covered under workman s comp, I, nevertheless, signed Rep. Blackwells letter because of my 
general concerns over releasing personal medical information under HIPPA. You all know that I am 
finishing Pharmacy school, and it has been drilled into us that HIPM information is very important to protect, and 
that colored my decision to sign the letter. Upon reflecting on this decision, I realized that I acted impulsively. I 
have thought, prayed, sought wise counsel, and re-examined this entire situation. 

I do not believe the Speaker has engaged in any impropriety relating to Mikes claim, nor do I think it warrants an 
investigation. I certainly think Mike has every right to assert his claim, even if I don't agree with it. I wish him no ill 
whatsoever. I just don't see anything malignant here. 
I think I was wrong in signing that letter. I have apologized to Speaker who gracefully accepted. I would like to 
extend that apology to the rest of my colleagues. 

Very Respectfully, 

David Derby 

Representative Derby would have us believe that a man smart enough to get elected and to 
complete pharmacy school would impulsively sign a letter attacking the integrity of one of the 
highest officials in the state without having some evidence that it was the correct thing to 
do. He then asks us to believe him when he retracts his support, claiming that "I do not 
believe that the Speaker has engaged in any impropriety ... " without offering any explanation of 
what evidence he received that changed his mind on the need for an investigation into the Kris 
Steele/workers comp scandal. 

What happened was that thugs in suits paid Representative David Derby a visit. He was 
threatened by Committee Chairmen at the direction of the Speaker that if he didn't retract his 
support for the Kris Steele/worker Comp scandal he would have all his bills killed in committee 
and would be declared persona non grata by House leadership. 
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Now we all know that Derby didn't file a bill that Speaker Designate TW Shannon didn't 
approve of, they were ran by Shannon before being filed, so there was nothing wrong with 
Derby's bills. Looks to me like some government modernization bills, a public safety bill, a 
workers comp bill, misdemeanor drug court bill, a minor property valuation notice bill, a 
pharmacy type bill, eliminating tax credits bill, nothing that is really conb·oversial. 

So the squeeze got put on Derby by Speaker Kris Steele's henchmen who know that with the 
TW Shannon Speaker position hanging by two to three votes they can have another bite at the 
apple if they can peel off a few Shannon allies using threats or promises. So Derby decides 
that he needs to throw a fellow legislator Mike Christian under the buss in order to save a few 
bills. 

Derby knows better than to question Representative Christian's right to collect on his car wreck 
injuries while on legislative duty. Derby himself collects mileage and per diem because he is 
past the 50 mile limit and the House recognizes that his actual duty station for his job is in 
Owasso Oklahoma, not Oklahoma City or they wouldn't pay him for his own travel. 

However, what about those employees that don't actually drive to an office or plant to work? 
People like salesmen, traveling craftsmen, or consultants? Even the IRS allows car expenses 
once you reach your duty station if you are a construction worker, you drive on your own dime 
to the first job site or to the first location where you pick up tools or materials and then get 
mileage for travel the rest of the day. 

Derby basically caved in on his fellow conservatives rather than have difficulties getting his bills 
heard. He hasn't been one to make a public stand and take heat for his values but he has 
been in the background quietly voting our way. He is going to have to learn that if you are in 
the foxhole you have to fight or get shot, if not by the enemy then by your own officers. You 
don't think that officers in the military carry pistols for personal protection do you? Nope, they 
carry them to shoot those that hide rather than doing their duty. 

However in David Derby's defense it must me mentioned that he was unaware of recent 
developments in the Kris Steele/workers comp scandal. At least one legislator has reported 
that Ashely Kemp, the House General Counsel, has admitted to legislators that she was 
directed to attend a meeting with Bob Burk, a workers comp mediator involved in the Mike 
Christian workers comp case. She allegedly admitted that there was a tentative offer on the 
table for Mike Christian but that she was ordered to request that Comp Source reject the offer. 

Another report fingers Speaker Kris Steele's press secretary John Estus as the man that 
provided personal and private information on Mike Christian to Nolan Clay of the Oklahoman. 
We have reported on the close association between Estus and Clay, and the fact that Estus 
himself was recently an Oklahoman reporter. 

Give Representative Derby a call or email and try to put some lead in his pencil. If you are a 
constituent tell him that he should be more afraid of you and the Tea Party than of a twisted 
little man that just happens to have a bad temper. Speaker Steele can certainly have bills 
killed but he can't vote for you in the coming primary election. Steele might have his Chamber 
of Commerce cronies throw money to Derby's opponent but he won't get out and walk the 
precincts exposing your voting record or you refusal to stand your ground. 

david.derby@okhouse.gov (405) 557-7377 
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CAIR and the Anti-Shariah Law Amendment 

Considering the surprising amount of uproar over CAIR and the recent "Understanding the 
Threat to America" seminar we recently wrote about, you will no doubt remember that CAIR 
was identified as an unindicted co-conspirator and Muslim Brotherhood front organization in the 
ll S ys The Holy I and Foundation trial in a Dallas federal court. In going through the 
voluminous amount of damning evidence provided to the attendees of the seminar, we ran 
across another shocking document that was particularly interesting in light of the recent 10th 
Circuit Court of Appeals ruling striking down the "Anti-Shariah" constitutional amendment 
passed by 70 % of Oklahoma voters. 

In case you haven't read the 10th Circuit's opinion, the court identified the complainant, Muneer 
Awad, as a member of CAIR. Further, despite the fact that the constitutional amendment 
addressed the threat of SHARIAH LAW, the court went on to say that if the law was enacted, 
Awad would likely suffer condemnation by the government of his RELIGION in violation of his 
constitutional rights. Take a look at another document the FBI found when they the raided the 
Elbarasse home and seized the "Archives of the Muslim Brotherhood in America" hidden in a 
secret sub-basement, which we wrote about two weeks ago, and see what you think about the 
Muslim Brotherhood's true opinion of the United States Constitution. 

Another document seized by the FBI is entitled "Phases of the World Underground Movement 
Plan." It specifies the five phases of the Muslim Brotherhood Movement in North America. They 
are described, together with comments about the MB's progress in realizing each goal as 
follows: 

Phase One: Phase of discreet and secret establishment of leadership. 

Phase Two: Phase of gradual appearance on the public scene and exercising and utilizing 
various 
public activities (It greatly succeeded in implementing this stage). It also succeeded in 
achieving 
a great deal of its important goals, such as infiltrating various sectors of the 
Government, gaining 
religious institutions and embracing senior scholars. Gaining public support and sympathy. 
Establishing a shadow government (secret) within the Government. 

Phase Three: Escalation phase, prior to conflict and confrontation with the rulers, through 
utilizing 
mass media. Currently in progress. 

Phase Four: Open public confrontation with the Government through exercising the political 
pressure approach. It is aggressively implementing the above-mentioned approach. 
Training on the use of weapons domestically and overseas in anticipation of zero
hour. It has noticeable activities in this regard. 

Phase Five: Seizing power to establish their Islamic Nation under which all parties and Islamic 
groups are united. 

Remember, friends, CAIR has been identified as a Muslim Brotherhood front organization. Tell 
me, based upon the above document, does it sound to you that the Muslim Brotherhood gives 
a rip about our Constitutional rights? Why do we allow an organization that advocates 

3771



"Seizing power to establish their Islamic Nation" by use of force to operate here in 
America? 

We'll take a closer look at this and other documents in the weeks to come but remember, CAIR 
has invited your state legislators to their Annual Conference on March 31st. If you don't think 
your elected officials should be doing business with CAIR, why don't you let them know how 
you feel? Stay tuned here to find out which legislators attend. Shariah Law, coming soon to a 
neighborhood near you, compliments of CAIR. 

By the way, what Phase do you think we are in? 

Here are all the House members in two fifty member blocks of email addresses. Use Bee in 
your email address header and email fifty of them with one email yet they won't know who else 
got the email. 

Here are the State Senate email addresses in one block: 

Who is my state representative and my state Senator? Click heree to find out 

Here is the Senate Directory 

Here is the House Directory 

Remember to strip the unsubscribe link before forwarding this newsletter to prevent someone 
from taking you off our list! Use our forward this email link at the top of the newsletter to prevent 
being accidently unsubscribed. 

Money is always needed for printing costs, postage, sign materials, and robo call costs. We are 
tightfisted; we will spend your hard earned money wisely and frugally as we do our very best to 
clean up Oklahoma politicians so we can begin to clean up our country. 

lJos!Jbst;rihe I Change profile 
powered by YMI P 
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From: 
To: 

Sooner Tea Party 
Katie Altshuler 

SUbject: 
Date: 

The Oldahoma-Guardian Newspaper Nears Deployment 
SUnday, May 06, 2012 9:13:08 PM 

I N THI S I SSUE: 

Oklahoma-Guardian 
Nears Deployment 

More Fear and Unrest 

Soft on Crime Bill 
Passes Legislature 

Gun Bills Cause 
Controversy 

Educators Make 
Liberal Politicians 

Republican On Paper 
Only 

Rattled Legislators 
Review the Revised 
Conservative Index 

Sponsors this 
week: 

The Carpenter 
Shop 

358 North Rockwell 
OKC, Ok 
405-942-2644 
thecarpentershop. net 

The Carpenter Shop is 
a full line cabinet and 
countertop shop that 
travels all over the 
state building dream 
kitchens for discerning 

Forward this email to a friend 

Click Here For Previous Newsletter Archives 

Click Here to Sign lip for the Sooner Tea Party Emai l I ist 

Forward this email to a friend 

The Oklahoma-Guardian Newspaper 
Nears Deployment 

I don't use the word "deployment" loosely. The newspaper is a weapon; make no 
mistake about it, a water cannon that will be rolled into the worst legislator's districts, 
into their own hometowns, with thousands of copies delivered to voters so that bad 
politicians can no longer hide behind the darkness that results when the media refuses 
to do its job. 

Even more frightening for the bad politicians, this newspaper will be self sustaining, 
supported by advertisers, and no longer will the conservative movement be limited by 
depending on voters to find the voting records of liberal/progressive politicians. 
Instead of battling apathy, the information will land on the doorsteps and front lawns of 
the voters, shining a spotlight that will have the RINO cockroaches scurrying for 
darkness. 

And worse for the State Chamber of Commerce, the same editions will go online, just 
waiting there forever for a curious opponent or voter to turn up in a Google search. 
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customers 

Claude Hall's 
Gun Shows 

okcgunshow.com 
okcgs.com 

Claude Hall has 
always take care of 
the Tea Party and the 
Ron Paul activist 
community at his gun 
shows. 

His next OKC dates 
are: 

May 19th - 20th, 
July 14 - 15th, 
Oct 6-7th 
Nov 17- 18th 
Dec 15- 16 

W o lf! aser .com 

This guy is a Noble 
Oklahoma based 
company that has 
great prices on 
electronics of all 
types and 
inexpensive toner 
and ink for your 
printer. 

Comtec Security 

Com tee 
provides residential 
and commercial 
security systems in 
Oklahoma. 

There is only one 

Political careers will be short and brutal for those wanting to rule rather than represent 
and as the information spreads, while good citizens in the districts are encouraged to 
stand up and run against the weakened politicians, the bad politicians find it harder 
and harder to raise local political donations. No longer will politicians be able to 
pander for votes in election years, setting up popular issues for a vote in order to 
polish their carefully crafted political reputations. We link the legislator's votes to the 
legislator's reputation; they will live and die politically by their votes and by their refusal 
to act. 

The initial printing will go out South of Oklahoma City, spreading the word about 
several good candidates and exposing the voting record of several bad incumbents. 

Advertising rates will be competitive; the newspaper will be a regular newspaper with 
around 40% of the content being political and the rest general interest, local stories, 
and columns. It will be delivered to frequent voters and their neighbors. Yes, 
mainline newspaper circulation is dropping but community newspaper circulation is 
increasing as the information is targeted to a particular community. 

If you want to be a part of this, either as a donor to help get the first print runs off the 
ground, as a volunteer staffer, as an advertiser, or if you want to subscribe to the 
newspaper, email us at editor@Oklahoma-Guardian.com . Our first issue should hit 
the front porches of homes in the next ten to fourteen days. 

More on Fear and Unrest 
By Ms PM 

In a previous story I asked a lot of questions about the state of our Great Nation and 
wondered if people had thought about any of them. I decided to randomly ask people 
their views to hear their thoughts on the subject. 

This one comes from Jo of Edmond: 

"The sale of guns has been reaching record proportions in the last 3 years. That's 
because of a strong feeling of fear in America. The fear we are losing our country, we 
are watching before our eyes the decline of our freedoms and values our Constitution 
guarantees. We are watching the take over of what feels like a parallel universe, the 
inmates taking over the insane asylum, nothing seems real and normal in this United 
States of America. I fear our children will become use to this abnormal existence we 
now have and not know or remember how this wonderful country of ours can be, full 
of expectations, equality, and the freedoms to become as much, or as little, as we 
want to be. 

The Tea party sprung from this fear and unrest, the need to finally in our comfortable 
lives, to do something, anything to save that that is slowly being sucked away from us, 
with an ever growing faster pace, that has finally got our attention. 
We fear because we see ourselves as average, common citizens of this great land of 
ours and we are watching radicals demean us, ignore us, and nobody but a few stand 
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up for us, and that makes the uncomfortable feelings of fear increase and we ask 
ourselves "what is going on" that we should feel like this in our supposedly free 
country. I think this is what the Germans, Russians, Jews, felt like on the brink of their 
lost countries. I hope our complacency of the past has not made it too late for us to 
save what we should have paid greater care to, this marvelously God inspired 
Constitution of ours." 

These thoughts come from Tim in Oklahoma City: 

"What is fear? False evidence appearing real. Unfortunately with this President fear is 
real. I'm Tim and I'm a legal immigrant from Canada with permanent resident status. I 
jumped through all the hoops and paid all fees involved in becoming a U.S, citizen. 
This was my lifetime dream to leave a socialist country and live in the greatest country 
on the planet. 

This is no longer true. The country I thought I was coming to has changed for the 
worst. I have until April, 2015 to become a U.S. citizen. I am keeping my options open 
and as I see it, there are only two available for me. Death at the thought of moving 
back to Canada and if things continue on the same course in America .. .! will die. 

This President, his crony's and his policies must be stopped. Most of his policies have 
been strong armed through, illegal or just plain idiotic unless you are a lunatic "lefty." 
He has enacted so much crap while still t rying to get re-elected for four more years of 
the same. If he gets re-elected with no fear of having to run again, it is very 
frightening. The abuse, illegal activit ies, trashing what is left of the Constitution and the 
country will be nothing more than the continued forcing of his ideology down upon us 
all. Yes, my fear is real and I really hope that neither of my two options materializes." 

I can't help but think there are a lot of folks out there laying in wait. They seem to be 
getting ready and it's almost like a Steven King novel. They don't know what is coming 
but the sick feeling they have, surely means it will be something they do not like or 
want. The pressure seems to be building like a volcano, not if, but when it decides to 
erupt. The number of Americans waking up from the fairy tail life they have had, one 
by one, family by family and neighborhood by neighborhood is on the rise. I can only 
ask again ... What will you do? Will you take action and get involved at the local level? 
Are you really ready to lose something you are not willing to live without? 

Tick-Tock!! 

Soft on Crime bill HB3052 Passes Legislature 
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On a 71 to 18 vote with 12 legislators missing or excused, the Speaker Steele Soft on 
Crime bill passed to the Governor's desk for signing into law. While the prison system 
and the criminal justice system are in need of reform, one has to wonder at the 
alliance between Speaker Steele and the ACLU. Were theyJ'ust giving Steele political 
cover with their conditional support or were they genuinely isappoinbed in the final 
version of the bill? 

It is noteworthy that Speaker Steele was earlier pushing for immediate release of many 
prisoners and this version seems to require they serve 85% of their original sentence 
before time off for good behavior credits kick in so perhaps Steele's social justice 
agenda was slightly blunted. The idea of post prison supervision is a good one though, 
I've known and worked convicts fresh out of prison through the halfway houses and 
few were equipped to handle life on their own. 

Whatever the fallout will be from the Soft on Crime bill, we can thank the Senate for 
stripping much of the more objectionable language from H8 3052. 

Gun Bills Cause Controversy 

We have found fault before with OK2A's Tim Gillespie's timid approach to advocating 
gun legislation and his willingness to fall under the spell of legislators. Tim is basically 
a good man, a pastor, so he looks for the best in everyone but that can be a hindrance 
when you are dealing with the snakes at the Capitol. Another of Tim's flaws is his 
willingness to stop way short of what would be an acceptable compromise on a bill's 
language, allowing legislators to get away with submitting poor bills or standing by 
while they publically push a decent bill while knowing that the good parts will get 
stripped out in the Senate or in a Conference Committee where House versions and 
Senate versions of the same bill are reconciled. 

So it was no surprise when Tim sent out an email crowing about recent success and it 
was no surprise that another gun group took exception to those asking activists to 
support the bills. The following text was taken from an OK2A newsletter with two 
paragraphs stripped our for brevity. Those two paragraphs didn't impact the 
controversial parts in any way. 

Quote: 

"Today (April 26) bas been a banner day for OK2A and all Oklahoma gun owners. 
Several major 2A bills passed the House today, among them open carry. 

With only 3 dissenting votes, S81733 (licensed open carry) passed the House. S81733 
is much more than just open carry, though. It contains the elements of H82522 that 
OK2A added to it, including private property open carry and relaxing the police 
notification requirement. This bill now faces one more vote by the Senate before being 
sent to the Governor. One interesting note, four representatives that voted against 
H82522 decided to vote for S81733: Cooksey (R), Nollan (R), Jeanie McDaniels (D), 
and Williams (D). The bill passed the House 85-3. 

Another important bill, possibly second only to S81760, is S81785. S81785 grants 
reciprocity to visitors from non-permitting states, such as Arizona. Constitutional carry 
states have not enjoyed reciprocity because they have no permit. This bill wi ll 
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recognize the driver's license from constitutional carry states as a permit. What makes 
this such an important bill is its implications for future legislation in Oklahoma. If our 
legislature recognizes the "constitutional rights" of people from out of state to carry 
why shouldn't they recognize our "constitutional right" to carry? SB1785 passed t he 
House 82-4. 

All in all, not a bad day. We appreciate everyone who called or emailed the 
legislators. Today's outcome is the result of much labor by many people and we should 
all be pleased." 

End quote: 

If the Oklahoma legislature has its way the Sooner State won't see real Open Carry 
reform any time soon. 

That's right. 

The State legislature has reversed course and destroyed a perfectly good 
"no permission slip needed" Open Carry bill by pulling a bait-n-switoh on 
the Senate floor. For over three weeks the strongest version of Open Carry waited 
for a promised Senate floor vote after passing committee. This straight forward bill 
was the version everyone expected to be brought up! 

It would have removed the terrible original House version that required those who wish 
to open carry to meet the same background checks, training requirements, and fees 
that are currently forced upon concealed weapons permit holders. After months of 
bragging about how Oklahoma was going to finally do away with the unconstitutional 
Open Carry ban -- the Senate snuck through an obscure amendment offered by anti
gun Senator Greg Treat . They were hoping that you and I wouldn't notice 
what they actually passed had little to do with open carry at all! 

But what's worse, while the Senate was putting on their show with "HB-2522", the 
House was working to send another completely separate hundred page monstrosity 
"SB-1733" back to the Senate. They did this after voting down an amendment 
by Representative Mike Reynolds that would also have stricken the permit 
requirement for open carry by a vote of 16-63. 

You and I know weak-kneed politicians are eager to use any parliamentary trickery 
they can to avoid doing what they promised us. The actions of these anti-gun 
lawmakers have only confused the people they serve. With over four dozen 
separate gun-related bills introduced this year, let's make the final vote on 
these so-called "Open Carry" bills simple for the Senate to understand. 

If SB-1733 becomes law in its current form, it means they think Oklahomans aren't 
good enough to exercise their Open Carry rights without a government permission 
slip. It means Oklahoma will rank with anti-gun hotbeds like New Jersey and Maryland 
in denying Open Carry rights. 

Worse yet, if HB-2522 becomes law in its current form, Oklahoma will continue to rank 
with the likes of New York and California as one of only eight states that bans Open 
Carry entirely. The message to lawmakers is clear: SB-1733 and HB-2522 
need to be killed now, and Open Carry needs to be made a part of a real 
Constitutional Carry bill without delay! 

But unless you take action, this back door gun-control effort will become law. That is 
why I need your help. Call your State Senator at ( 405) 524-0126 or click here 
to find out who your State Senator is. Tell them you expect them to ditch 
HB-2522 and SB-1733 and restore the "no permission slip necessary" 
version of Open Carry now. Tell them that the sell-out on Open Carry is 
unacceptable. 

Then when you are done, call anti-gun Representative Steve Martin -- the 
House sponsor who killed permitless open carry-- at (405) 557-7402 and 
ask him why he thinks so little of the Second Amendment rights of 
Oklahomans? Demand that he get off his high horse and pass your right to 
carry without any permission slip or other infringements on your Second 
Amendment rights -- today! 
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The games the Oklahoma Legislature is playing are unacceptable. For months now, 
they have been promising real Open Carry reform -- and now they are moments away 
from breaking this promise." 

End quote: 

The difference is that Mr. Brown, the Executive Vice President of NAGR, the National 
Association for Gun Rights. understands politics and politicians. While Tim with OK2A 
is all a-twitter, no doubt feeling a buzz running down his leg, with the politicians paying 
lip service to his issue, Mr. Brown understands that the legislature is up to the same 
old tricks. 

NAGR, Campaign for Liberty, and Right to Work all train together at an annual 
conference in Florida and the training is the best in the political industry as Right to 
Work has been doing this for many, many, decades. They know how destructive it is 
for group leaders to trade the power of their groups for access to politicians, how 
demoralizing it is to watch groups acting out Charlie Brown's part in kicking the football 
while Lucy yanks the ball away at the last moment. 

A look at the voting records for the Senate bill is instructive. The defining vote for the 
purpose of separating those that truly support the Constitutional right to bear arms is 
on 4/ 24 at 3:20pm where Representative Reynolds ask that the word "in" be taken 
out of the sentence below: 

6. For lawful self-defense and self-protection or any other legitimate purpose in or on 
pro~rty that is owned. leased . rented. or otherwise legally controlled by the person. 
At tat point, the House voted to table Reynolds's amendment, to kill it, as Reynolds's 
change would have allowed the open carry of a weapon on one's own property rather 
than inside the property (meaning inside a home). Sixteen legislators held the line that 
day, preferring to protect the Constitution's 2nd Amendment instead of going along 
quietly while people like Representative Steve Martin played political games. 

Below are the names of those that cast an honorable vote that day along with their 
2011 RINO scores. Remember, the lower the number the more the politician supports 
special interests and ignores the State GOP Party Platform: 

Bennett 75 
Blackwell65 
Casey 40 
Christian 90 

Faught 60 
Hamilton 80 
Hoskin 50 

Key 95 

Moore 70 
Renegar 65 

Reynolds 90 
Roberts, S.45 

Scott 60 
Stiles 60 

Walker 40 
Wesselhoft 90 

As for OK2A and Mr. Gillipsie, I've said almost from the beginning of my involvement in 
the Tea Party movement that leaders of grassroots groups must be held accountable 
for their actions as leaders of their groups. They owe it to their members to get the 
training needed to make good decisions and to develop the judgment needed to guide 
their group in the fight for liberty. And they should serve only one master, not several 
so that they can act in accordance with what is best for their group not for another 
group that they also represent. As an example are those leaders that fight for gun 
rights and for anti abortion issues, one has to take preference because you will have to 
thump someone that is on the wrong side of one issue and the right side of another. 

For now both bills are in the hands of the politicians to reconcile the latest changes. 
As this is an election year something might actually get passed but you can bet it won't 
be as good of a bill as what would be possible if we had a really good gun group 
operating in Oklahoma. 
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Educators Make Liberal Politicians 
ByR. H. 

Mr. Spears is a retired Educator and Principal who went into politics after his career in 
education was over. He ingratiated himsetf with membership in all the right boards and 
all the right clubs in his home town of Bartlesville. This undoubtedly convinced his 
constituents that he was the guy to represent them in the House of Representatives. 
Unfortunately his voting record has deceived and in fact abused the trust of his 
constituents. 

Representative Sears currently sits as Chair of the Appropriations and Budget 
Committee. As such it would be normal for him to have a hand in crafting the budget 
for the state. In 2011, he was a major player in the budget. He crafted 22 bills for 
consideration by the House. Most dealt with the budget. Of those 5 died in House 
committees, 1 died on the Senate floor and 16 became law. The 16 that became law 
are listed below. 

HB 1079 Electric Usage Data Protection Act-Conservative 
HB 1267 Teachers Retirement System Funding-Liberal 
HB 2169 Obamacare Funding-Liberal 
HB 2170 General Appropriations-Liberal 
HB 2171 Transportation Bonds-Liberal 
HB 2172 Establishing the Native American Liaison, Eliminates the Oklahoma Indian 
Affairs Commission-Liberal 
HB-2173 Attorney General Medicaid Fraud Recovery Authorization-Conservative 
HB 2174 Funding Supreme Court System- Neutral 
HB 2176 Department of Public Safety Revolving Fund-Liberal 
HB 2177 Voluntary Buy Out (Early Retirement)-Liberal 
HB 2178 Physician Manpower Training Comm. Residency Revolving Fund-Liberal 
HB 2180 Oklahoma School of Science and Mathematics Budget-Liberal 
HB 2182 Oklahoma Center for the Advancement of Science and Technology-Liberal 
HB 2183 Department of Human Services, Appropriations and Limitations, Liberal 
HB 2184 Poor Persons-Closing state administered resource centers-liberal 

Now I know that all of this was part of the budget process, but after reading the bills 
they were all slanting to the liberal side of things. I was truly surprised to find a bill 
funding Obama Care that slipped by us last year. It's been found now, and we know 
how people voted. Rest assured that if you've made my list, our readers will soon know 
too. 
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After being so involved in the budget process in 2011, I was shocked to see how little 
input the Chair has had on the budget process this year. In 2012 he has submitted 1 
bill for consideration to the House. It is still sitting in a House committee. 

So how did he vote on other bills that mattered to Oklahomans? We took a look at 
some key questions and here is what we found. 

HB 1397 Transvestite Birth Certificate Bill, voted Yea 3 times-Liberal 
HB 2130 Obamacare, voted Yea 3 times-Liberal 
HR 1004 Open Rules under certain circumstances, refuses to sign-Liberal stance 
HR 2171 Obama Highway Bill, voted Yea 6 times-Liberal 
HB 1953 Governor's Quick Action Fund, Slush Fund, voted Yea 12 times-Liberal 
HB 1593 Municipal Employees Collective Bargaining Act, voted Yea 3 times-Liberal 
HJR 1002 Ad Valorum tax increase, voted Yea 1 time-Liberal 
HB 1446 Illegal Immigration Bill, voted Nay 2 times, Yea 1 time-Liberal Stance 
HB 2131 Soft on Crime, voted Yea 1 time, excused 1 time-Liberal 
HB 1647 Concealed Carry for Military Personnel, voted Nay 2 times Yea 2 times-Liberal 
HB 2169 Obama Care Funding, voted Yea 3 times-Liberal 
SB 154 21st Century Quality Jobs Act, voted Yea 2 times-Liberal 

I don't think he ever met a Liberal bill he didn't like. His voting record proves a point. I 
guess when you run unopposed for election year after year you can vote however you 
want and to hell with what your constituents want. Even OCPAC ranks him as one of 
the most liberal politicians in the House of Representatives. Every single Democrat is 
considered more conservative than he is. That doesn't say much for the man. 

I visited www.votesmart.org/candidate/66441/earl-sears just to see if there was 
anything interesting. In typical Liberal fashion, he refused to answer any questions on 
where he stood on the issues that concern Oklahomans. I did find that he was part of 
the crowd that took money from the Native American tribes, who were trying to 
negotiate water issues with the state, and then turned around and wrote legislation 
diminishing the states commitment to the Native American tribes. A typical liberal 
move. 

I also went to www.followthemoney org and looked at his campaign finances. They 
proved to be interesting. You might want to take a look at them. 

I did go to the Oklahoma Ethics Commission web site and looked at his Schedule E 
Monetary Expenditures for the Calendar year of 2010. What I found there was really 
interesting. 

Date Expense Beneficiary Explanation 
Amount 
Aug. 10, 2010 Donation Bartlesville Comm. Foundation Donation 
$20.00 
Aug. 11, 2010 Donation Blue Stem Foundation Donation 
$100.00 
Aug. 14, 2010 Donation Jesse Creek Shoot Donation 
$300.00 
Aug. 17, 2010 Donation ARC Group Homes Donation 
$75.00 
Aug. 20, 2010 Donation Ok Mozart Donation 
$350.00 
Aug. 30, 2010 Donation Bartlesville Reg. United Way Donation 
$250.00 

I could go on, but I won't. It's like this for the entire year. There were thirty five (35) 
additional entries like that throughout the year. Now I'm all for being charitable, but 
with my money. I'm sure these groups are all grateful for the contributions, but I can't 
help but feel that they would appreciate it more if it came from his pocket and not 
those of his campaign contributors. I also wonder if his campaign contributors are 
aware of how he's spending their money. 

It doesn't appear that Mr. Sears has any competition again this year. It's not too late 
for his constituents to have him called upon the carpet in front of the State GOP 
Chairman for a dressing down about his voting record. I strongly urge that this be 
done. Failing to do so, Mr. Sears, resign your position. You are a disgrace to the 
Republican Party and the State of Oklahoma. RINO Republicans like you are a dime a 
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dozen. They're called Democrats. Get out. We don't want you. 

ROPO 
Republican On Paper Only 

ByR. H. 

Representative Todd Russ is not a hard man to figure out. He is a well -educated man 
having obtained a B.S. in International Finance from Southwestern Oklahoma State 
University. He also attended Graduate School of Banking at the University of Colorado. 
His biography doesn't indicate if he obtained an advanced degree. He also attended the 
School of the Bible at Berean University. It is my belief that his trust in the leadership 
and religious background of Speaker Steele has led him down the path of liberalism. It 
is that trust in the Speaker that has caused Mr. Russ not to sign HB 1004. 

Mr. Russ's conservatism shows in what few public statements he has made. One 
dealing with a bill lengthening happy hour at bars can be read here. I feel his views 
are impacted by his religious schooling. That doesn't mean they are wrong. 

Representative Russ is a freshman, who ran un-opposed for his seat in the House. To 
my knowledge he is also un-opposed in the next election. That is not very good news 
for the conservative movement in Oklahoma. A look at his legislative record will explain 
why. In 2011 he submitted 11 bills for consideration to the House. Of those 6 dies in 
House committees, 2 died on the House floor, 1 died in Senate committees and 2 
became law. The 2 that became law are listed below. 

HB 1688 Voiding contracts between Minors and Unions-Conservative 
HB 1692 Flood Plain Management-Liberal 

A fifty percent conservative bill ratio is not good. That alone makes him a RINO 
Republican. We have enough of them already. 

In 2012 he submitted 13 bills and 1 House Joint Resolution for consideration to the 
House. Of those 12 bills are still in House committees and 1 is in a Senate committee. 
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The House Joint Resolution is in a House committee. At least it doesn't look like he'll do 
any damage to the conservative movement this year. 

Where does he stand on issues that are important to all Oklahomans? How did he vote 
on the key issues for conservatives? Let's take a look. 

HB 2130 Obamacare, voted Yea 4 times-liberal 
HR 1004 Open Rules under certain circumstances, refuses to sign-liberal stance 
HR 2171 Obama Highway Bill, voted yea 5 times-liberal 
HB 1953 Governor's Quick Action Fund, slush fund, voted Yea 9 times, Nay 3 times, 
Excused 3 times- liberal 
HB 1593 Municipal Employees Collective Bargaining Act, voted Yea 3 t imes-liberal 
HJR 1002 Ad Valorem tax increase, voted Yea 1 t ime-liberal 
HB 1446 Illegal Immigration Bill, voted Nay 2 times, Yea 1 time-liberal stance 
HB 2131 Soft on Crime, voted Yea 2 times-liberal 
HB 1647 Concealed Carry for Military Personnel, voted Yea 3 times Nay 2 t imes-liberal 
stance 
SB 154 21st Century Quality Jobs Incentive Act, voted Yea 4 t imes-liberal 

As you can see Mr. Russ has never met a liberal bill he didn't like. There are actually an 
even two dozen Democrats with higher conservative scores than Mr. Russ. Now what 
does that tell you about the man's politics? 

I took the time to go to the Oklahoma State Ethics Commission web site to look at his 
campaign reports for the Calendar year of 2010. I didn't expect to find much since he 
ran unopposed but I did find something. 

Date Item Expenditure To Beneficiary Amount 
Apr. 19, 2010 Subscription Hobart Democrat-Chief Candidate $30.00 
Nov. 4, 2010 Annual Subscription Hobart Democrat-Chief Candidate $30.00 

Now the question is why is he paying the equivalent of two years' worth of 
subscriptions to his local paper in one year? The bigger question is why is he paying for 
his personal subscription to his local paper out of campaign funds? A look at his 
employment record would indicate that he has the financial means to pay for his own 
subscription himself. After all he does sit on the board of three different banks. 

I also paid a visit to Votesmart to see what they might have. He had all the markings 
of liberal politicians. He refused to answer any of the questions on where he stood on 
the issues facing Oklahomans today. He just doesn't want to let people know where he 
stands on the issues. 

In closing this is a man that needs to be replaced with a true conservative polit ician. 
Mr. Russ says all the right things to get elected, then turns around and votes as a 
liberal. That is the trademark of a true RINO Republican. Its politicians like him that 
gives the Republican Party a bad name. It's too late now to find a candidate to run 
against him this fall, but I remind the citizens of District 55 you have the right to have 
him called in front of the State GOP for a dressing down on his voting record. I would 
suggest you do so. 
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Rattled Legislators Review the 
Revised Conseavative Index 

Last week's release of the 2011 RINO Index, a revision of the Oklahoma 
Constitution/ OCPAC 2011 Conservative Index rattled a lot of legislators. Below is a 
chart of Representatives that we know looked up their individual score, defended their 
score to curious constituents who reported back to the Sooner Tea Party, or were 
reported by third parties to have spoken about their new score. Of all of them, none 
was more rattled that Speaker Kris Steele who took the new Index extremely seriously 
from the reports we have of him forwarding the email nearly two dozen t imes. 

Anyone can decide to write about the legislator in this day of self publishing but very 
few can state that they are required reading for journalists, legislators, loboyists, and 
state agency heads. Here at the Sooner Tea Party we have accomplished this with a 
mixture of inside information, accurate research, and the willingness to let the chips fall 
where they may. Yeah, we can be vidous at times when it is required but always for a 
good reason, defending liberty and stopping corruption. As a result our group has 
grown in influence and few if any groups could claim the power we have to educate, 
motivate, and modify the voting behaviors of the political class in Oklahoma. 

Take a look at this list and reflect that this is just the ones that we know took the time 
to read the 2011 RINO Index. And reflect upon the unorthodox time that we release 
our newsletter, after ten P.M. on a Sunday night, a time guaranteed to cause low 
readership yet we have dozens of State Senators, State Representatives, journalists, 
lobbyists, and state agency heads staying up into the wee hours of the morning to read 
what we publish. Some wait up with a smile on their face, knowing that we are 
plowing the road for them to enact good legislation, others sit up with stomachs 
twisted in knots in anxiety and antid pation, waiting to find out if we have published 
anything negative about them in that issue. 

And it is to those of the latter category that should worry. We know who you are. 
We are watching your every vote. And eventually, we will be coming for you. Now, 
have a good night... 

2011 2011 
Name DistrictPartyscoreLooked Name DistrictPartyscore Looked 
Don Armes 63R 30yes Skye McNiel 29R 10yes 
Gary Banz 101R 30 Jerry McPeak 13D 6Syes 
John Bennett 2R 7Syes Lewis Moore 96R 70yes 
Lisa Billy 42R 30yes Danny Morgan 32D so 

Richard 
Gus Blackwell 61R 6S Morrissette 92D 6S 
Mike Brown 4D 4Syes Glen Mulready 68R 40 
David 
Brumbaugh 76R 80yes Jason Murphey 31R 90 
Ed Cannaday 1SD so Jason Nelson 87R 40yes 
Dennis Casey 3SR 40yes Tom Newell 28R 6Syes 
Mike Christian 93R 90yes Jadine Nollan 66R 20 
Josh Cockroft 27R 70yes Chaires Ortega S2R 3S 
Donny Condit 18D 70yes Leslie Osborn 47R 40yes 
Ann Coody 64R 30 Pat Ownbey 48R 20 
Marian 
Cooksey 39R 30yes Ron Peters 70R 30yes 
Doug Cox SR 30 Pam Peterson 67R 30 

Anastasia 
David Dank 8SR 3Syes Pittman 99d 4S 
Lee Denney 33R 20yes Eric Proctor 77D 70yes 
David Derby 74R 90yes R. C. Pruett 19D SO yes 
Dale Dewitt 38R 2S Marty Quinn 9r 40yes 
Joe Dorman 6SD 6S Brian Renegar 17d 6S 
John Enns 41R 3S Mike Reynolds 91R 90yes 
Rusty Farley 40X Phil Richardson S6R 30yes 
George 
Faught 14R 60yes Mike Ritze 80R 90 
Will iam 
Fourkiller 86D 60 Paul Roan 20D 30 
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Lard\ Glen 7D 70yes Dustin Roberts 21R 30yes 
Ran y Grau 81R so Sean Roberts 36R 4Syes 

Wade 
Elsie Hall lOOR 30yes Rousselot 12D 70 
Rebecca 
Hamilton 89D 80 Todd Russ SSR 4S 
Tommy 
Hardin 49R lOyes Mike Sanders S9R 40yes 
Jeffrey 
Hickman S8R 30yes Colby Schwartz 43R SOyes 
Wes Hilliard 22D 7S Senca Scott 72D 60 
Corey Holland 
Chuck 

Sl R SO yes Earl Sears llR 20yes 

Hoskins 6D SO yes T W Shannon 62R 40yes 
Scott Inman 94D 70yes Mike Shelton 97D SSyes 
Mike Jackson 40R 30yes Ben Sherrer 8D 3Syes 
Dennis Jerry 
Johnson SOR 40yes Shoemake 16D so 
Fred Jordon 69R 40yes Jabar Shumate 73D 60yes 
Charley 
Joyner 9SR 20 Kris Steel 26R 20yes 
Sally Kern 84R 90yes Aaron Stiles 2SR 60 
Charles Key 90R 9Syes Dan Sullivan R 30X 
Dan Kirby 7SR SSyes Randy Terrill S3R 9S 
Steve 
Kouplen 24D 6S Todd Thomsen 25R 40yes 
Guy 
Liebmann 82R 20yes Sue Tibbs R 30X 
James John 
Lockhart 3D 6S Trebilcock 98R 6S 
Martin Scott 46R 40yes Steve Vaughn 37R 60 
Martin Steve l OR lOyes Emily Virgin 44D 40yes 
AI McAffrey D 3SX Purcy Walker 60D 40 
Mark Weldon 
McCullough 30R 4Syes Watson 79R 20yes 
Jeanie Paul 
McDaniel 78D 40 Wesselhoft 54R 90yes 
Randy 
McDaniel 83R so Cory Williams 34D 60 

10 Harold Wright S7R 30 

Here are all the House members in two fifty member blocks of email 
addresses. Use Bee in your email address header and email fifty of 
them with one email yet they won't know who else got the email. 

Here are the State Senate email addresses in one block: 

Who is my state representative and my state Senator? Click heree to 
find out 

Here is the Senate Directory 

Here is the House Directory 

Remember to strip the unsubscribe link before forwarding this 
newsletter to prevent someone from taking you off our list! Use our 
forward this email link at the top of the newsletter to prevent being 
accidently unsubscribed. 

Money is always needed for printing costs, postage, sign materials, 
and robo call costs. We are tightfisted; we will spend your hard earned 
money wisely and frugally as we do our very best to clean up 
Oklahoma politicians so we can begin to clean up our country. 
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You can donate by sending a check to Sooner Tea party, 358 North 
Rockwell Ave, Oklahoma City, OK, 73127 or visit Soonerteaparty.org 
and use the Paypal donation button. 

Unsubsaibe I Change Profile 
Powered by VMLP 
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The only W"J>/ to get rid of ObamaCare 
Thursday, June 28, 2012 7:01:28 PM 

Email not displaying correctly? View t in your browser. 

~ Special Report: 
The only way to get rid of ObamaCare 

From the Desk of Steve Elliott, Grassfire Nation 

This is a dark day in American history. In affirming the constitutionality of ObamaCare 

as a tax, the Supreme Court has greatly damaged our Republic and put even more 

power in the hands of the most radical president in American history. 

Without the illegal participation of Elena Kagan - who by all rights should have 

recused herself - ObamaCare would have fallen. Just as bad, our Chief Justice has 

turned his back on the Constitution once and for all -- siding with the four liberal 

justices in delivering a ruling that basically puts no limits on the federal government's 

power to tax and control the American people. 

But it clarifies one thing .... 

The Court's ruling does make one thing clear: There is now only ONE WAY out of the 

Marxist pit that Obama and the Left have thrown us in to. There is only ONE WAY to 

repeal ObamaCare and restore our Constitution, protect our families and our liberties. 

WE MUST DEFEAT OBAMA IN NOVEMBER! 

I actually feel a bit sick to my stomach right now. The Court's ruling affirming 

ObamaCare is like a punch in the gut. But I'm not ready to quit. In fact, I'm ready to 

fight! Because the lasting defeat will come on Election Day if the Marxist In Chief is re

elected and given four more years of power. 

+ + Is it worth $1/week to defeat Obama? 

This week marks 19 weeks to Election Day. And that means we have 19 weeks to 

fight... to battle .... to strategically challenge the Obama lies with grassroots efforts in 

key battleground states. 

We set up the Patriot Super PAC to give our team members and other patriotic 

citizens a direct way to challenge the Obama regime in November. Now with the 

Supreme Court's ruling, THIS IS OUR ONLY PAT H. WE MUST DEFEAT OBAMA! 

June 28, 2012 
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With that in mind, I have a simple question for you....

Would you consider making a contribution of just $19 today -- the equivalent of
$1 per week for the next 19 weeks -- to help defeat Obama?

If patriots like you would contribute the equivalent of just $1 per week for the next 19

weeks to Patriot Super PAC -- our official Super PAC -- we believe we can str ke a

major blow to Obama's campaign.

Just the equivalent of $1 per week... that's all it takes to get our efforts moving forward

NOW at full speed. But we simply cannot move forward without your help!

This is a simple request....

Please consider making a gift of just $19 -- the equivalent of $1 per week
for the 19 weeks remaining until Election Day -- to help Patriot Super PAC.
Go here:

Patriot Super PAC is already fighting the battle to defeat Obama through cutting edge

TV and radio campaigns as well as grassroots efforts in key battleground states.

Plans are under way for major "ground game" efforts in both Ohio and North Carolina

as we team with local Tea Party groups. 

But we urgently need your help right now to keep these plans moving forward!

Perhaps you can do more and can contribute $38 (the equivalent of just $2/week), or

$95 ($5/week), or $190 ($10/week). 

This is absolutely vital. Especially in light of the Supreme Court's decision today, there

is no "tomorrow." We must do everything in our power to defeat Obama. That's why

we set up this Super PAC -- for YOU... to give YOU a direct impact in the election.

Thanks in advance,

Steve Elliott, Board Member

Patriot Super PAC

(The official Super PAC of Grassfire Nation)

 

This is YOUR Super PAC!

Donate Today To Help Defeat Obama:
 

Paid for by Patriot Super PAC, patriotsuperpac.com. Not authorized by any candidate

or candidate's committee. Contributions are not deductible as charitable donations for

federal income tax purposes.

   

Click Here to Unsubscribe  

 

 

Cl ck here to be removed from this list or send a wr tten request to:
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Grassroots Act on

PO Box 277

Maxwell,IA 50161

You are signed up as:  

Cl ck here to change your email address.
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From: Jonathan Small
To: Jonathan Small
Subject: The penalty of leadership
Date: Tuesday, February 14, 2012 10:36:09 AM
Attachments: image003.png
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Good morning everyone,
 
I wanted to send to you a very important blog from OCPA. As you know the momentum is building
for major personal income tax reform in Oklahoma, and progressives and Barack Obama’s allies are
now desperate to hold on to their most prized possession, the progressive personal income tax,
which ensures the proliferation of envy, slavery of the mind, destructive dependence on
government and a host of other ills.
 
Below we clearly define those that oppose economic freedom, and I think this blog is especially
important. Please share and as always do not hesitate to send me your thoughts. I really appreciate
your time and indulgence of our perspective.
 
Make a great day,
 
Jonathan Small, CPA
Fiscal Policy Director
Oklahoma Council of Public Affairs

1401 N. Lincoln Blvd.
Oklahoma City, OK 73104
Work: (405) 602-1667
Cell: (405) 990-2689
Find us on:

      
 
http://www.ocpathink.org/articles/1691
 

‘The penalty of leadership’
Mon, Feb 13, 2012 04:39 PM CST 
Income Tax , Arthur Laffer , and WWRD
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What the Cadillac Motor Car Company understood nearly a century ago remains true today:
“Long, long after a great work or a good work has been done, those who are disappointed or
envious, continue to cry out that it cannot be done.”
Dr. Arthur Laffer [pictured here with President Ronald Reagan], a member of President
Reagan’s Economic Policy Advisory Board, is a world-historical figure who helped trigger a
worldwide tax-cutting movement in the 1980s and helped President Reagan make it
“morning in America” again. In a new report, he shows how Oklahoma policymakers can
usher in a new day of economic freedom and prosperity.
Unsurprisingly, some folks are just as hostile to freedom and to Dr. Laffer today as they were
during the Reagan years. Chief among the naysayers are the folks at the Institute on Taxation
and Economic Policy (ITEP), an ideological think tank which has been funded by President
Obama’s favorite liberal billionaire, George Soros. (When we last heard from ITEP, they
were referring to some of Oklahoma’s leading job creators as “corporate tax dodgers.”)
Disappointingly, a left-wing think tank in Oklahoma, the Oklahoma Policy Institute, has
chosen to highlight ITEP’s criticism, including some silly accusations concerning population
growth and income growth.
They don’t seem to realize that income growth is not the same thing as population growth
(there are inter-relationships, of course, but that’s the point). A key part of Dr. Laffer’s nine-
state analysis is that people and businesses move to states with pro-growth tax environments.
(High taxes even managed to drive Dr. Laffer himself from the sandy beaches of the sun-
splashed Golden State to no-income-tax Tennessee.) Yes, population flows help top-line
GDP grow faster, but they create an offset for GDP per capita. The same is true for the states
from which people are leaving—income growth on the top line falls, but because there are
fewer people, the per-capita GDP growth benefits.
Contrary to the Left’s accusations, there are many studies (here, here, here, here, and here, to
name just a few) which show that high taxes reduce economic growth.  

There is nothing new under the sun. President Reagan and Dr. Laffer fought these battles in
the 1980s, and visionary leaders like Gov. Mary Fallin and certain state lawmakers must be
prepared to pay “the penalty of leadership” as they fight them anew in the weeks and months
ahead.

On one side of the battle is what OCPA’s Brandon Dutcher has dubbed the Vast Left-Wing
Kleptocracy—state bureaucrats and taxpayer-funded private organizations which take your
money and use it to lobby for more of your money. Buoyed by left-wing think tanks that love
Obamacare and the “Stimulus” every bit as much as they dislike tax cuts, these tax users even

3790



have someone to organize their efforts, and they already have most journalists in the state-
capitol press room on their side.
On the other side are the people of Oklahoma—the voters who elected a conservative
governor and state legislature in large part out of disgust for everything Mr. Obama and his
allies on the Left have done to our country.
The simple truth is that conservatives are winning the battle of ideas. People like Arthur
Laffer, Gov. Mary Fallin, and bold state lawmakers are stepping up and casting a vision that
will make Oklahoma a “city on a hill.” The Left is late to the party, and has yet to offer its
own plan for growth. Apparently it has no plan other than its usual menu of more taxing,
spending, and regulation.
Phasing out Oklahoma’s income tax is a great work, and it can be done. If the Oklahoma
Policy Institute is going to challenge Gov. Fallin’s bold, transformational leadership, and
challenge those of us seeking to promote economic freedom and prosperity, they’re going to
have to come up with something far more convincing than ideological drivel offered by
Barack Obama’s allies.
 
Jonathan Small, CPA
Fiscal Policy Director
Oklahoma Council of Public Affairs

1401 N. Lincoln Blvd.
Oklahoma City, OK 73104
Work: (405) 602-1667
Cell
Find us on:
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From: Jonathan Small
To: Jonathan Small
Subject: The penalty of leadership
Date: Tuesday, February 14, 2012 10:36:11 AM
Attachments: image003.png
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Good morning everyone,
 
I wanted to send to you a very important blog from OCPA. As you know the momentum is building
for major personal income tax reform in Oklahoma, and progressives and Barack Obama’s allies are
now desperate to hold on to their most prized possession, the progressive personal income tax,
which ensures the proliferation of envy, slavery of the mind, destructive dependence on
government and a host of other ills.
 
Below we clearly define those that oppose economic freedom, and I think this blog is especially
important. Please share and as always do not hesitate to send me your thoughts. I really appreciate
your time and indulgence of our perspective.
 
Make a great day,
 
Jonathan Small, CPA
Fiscal Policy Director
Oklahoma Council of Public Affairs

1401 N. Lincoln Blvd.
Oklahoma City, OK 73104
Work: (405) 602-1667
Cell: 
Find us on:

      
 
http://www.ocpathink.org/articles/1691
 

‘The penalty of leadership’
Mon, Feb 13, 2012 04:39 PM CST 
Income Tax , Arthur Laffer , and WWRD
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What the Cadillac Motor Car Company understood nearly a century ago remains true today:
“Long, long after a great work or a good work has been done, those who are disappointed or
envious, continue to cry out that it cannot be done.”
Dr. Arthur Laffer [pictured here with President Ronald Reagan], a member of President
Reagan’s Economic Policy Advisory Board, is a world-historical figure who helped trigger a
worldwide tax-cutting movement in the 1980s and helped President Reagan make it
“morning in America” again. In a new report, he shows how Oklahoma policymakers can
usher in a new day of economic freedom and prosperity.
Unsurprisingly, some folks are just as hostile to freedom and to Dr. Laffer today as they were
during the Reagan years. Chief among the naysayers are the folks at the Institute on Taxation
and Economic Policy (ITEP), an ideological think tank which has been funded by President
Obama’s favorite liberal billionaire, George Soros. (When we last heard from ITEP, they
were referring to some of Oklahoma’s leading job creators as “corporate tax dodgers.”)
Disappointingly, a left-wing think tank in Oklahoma, the Oklahoma Policy Institute, has
chosen to highlight ITEP’s criticism, including some silly accusations concerning population
growth and income growth.
They don’t seem to realize that income growth is not the same thing as population growth
(there are inter-relationships, of course, but that’s the point). A key part of Dr. Laffer’s nine-
state analysis is that people and businesses move to states with pro-growth tax environments.
(High taxes even managed to drive Dr. Laffer himself from the sandy beaches of the sun-
splashed Golden State to no-income-tax Tennessee.) Yes, population flows help top-line
GDP grow faster, but they create an offset for GDP per capita. The same is true for the states
from which people are leaving—income growth on the top line falls, but because there are
fewer people, the per-capita GDP growth benefits.
Contrary to the Left’s accusations, there are many studies (here, here, here, here, and here, to
name just a few) which show that high taxes reduce economic growth.  

There is nothing new under the sun. President Reagan and Dr. Laffer fought these battles in
the 1980s, and visionary leaders like Gov. Mary Fallin and certain state lawmakers must be
prepared to pay “the penalty of leadership” as they fight them anew in the weeks and months
ahead.

On one side of the battle is what OCPA’s Brandon Dutcher has dubbed the Vast Left-Wing
Kleptocracy—state bureaucrats and taxpayer-funded private organizations which take your
money and use it to lobby for more of your money. Buoyed by left-wing think tanks that love
Obamacare and the “Stimulus” every bit as much as they dislike tax cuts, these tax users even
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have someone to organize their efforts, and they already have most journalists in the state-
capitol press room on their side.
On the other side are the people of Oklahoma—the voters who elected a conservative
governor and state legislature in large part out of disgust for everything Mr. Obama and his
allies on the Left have done to our country.
The simple truth is that conservatives are winning the battle of ideas. People like Arthur
Laffer, Gov. Mary Fallin, and bold state lawmakers are stepping up and casting a vision that
will make Oklahoma a “city on a hill.” The Left is late to the party, and has yet to offer its
own plan for growth. Apparently it has no plan other than its usual menu of more taxing,
spending, and regulation.
Phasing out Oklahoma’s income tax is a great work, and it can be done. If the Oklahoma
Policy Institute is going to challenge Gov. Fallin’s bold, transformational leadership, and
challenge those of us seeking to promote economic freedom and prosperity, they’re going to
have to come up with something far more convincing than ideological drivel offered by
Barack Obama’s allies.
 
Jonathan Small, CPA
Fiscal Policy Director
Oklahoma Council of Public Affairs

1401 N. Lincoln Blvd.
Oklahoma City, OK 73104
Work: (405) 602-1667
Cell: (
Find us on:
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From: Jacobs, Chris (JEC)
To: Jacobs, Chris (JEC)
Subject: The REAL Fright Night: Obamacare"s Scary Impact on Americans
Date: Wednesday, October 31, 2012 4:03:21 PM

In an interview with the Des Moines Register last week, the President claimed that “Obamacare
turns out not to be the scary monster that the other side has painted.”  Many may disagree,
because on this Halloween day, it’s clear that the legislation includes several “monstrous” provisions
likely to wreak havoc on the American people, their jobs, and their health care: 
 
“Count Tax-YOU-lots:”  This creature will suck the life out of the American economy, by imposing
$1 trillion in job-killing tax increases on all Americans—taxing people who can’t afford to purchase
government-forced insurance, taxing businesses who want to hire new workers, taxing small
businesses, even taxing health benefits. 
 
Weird Scientists:  Bureaucrats working for a new comparative effectiveness institute, funded by a
tax on health benefits, could publish the protocols needed to deny patients access to life-saving
treatments on cost grounds.  In addition, the law’s Independent Payment Advisory Board (IPAB) will
make binding rulings on how to reduce Medicare spending below an arbitrary cap.
 
Frankenstein:  Refers to the dozens of bureaucracies created by the legislation—to say nothing of
the difficulties for patients to receive actual treatment—all in the name of health care “reform.”
 
A Ghoulish Czar:  By one count, Obamacare includes nearly 2,000 commands using the words “The
Secretary shall”—allowing the federal government, in the form of the HHS Secretary, to intervene in
all manner of personal health care choices taken by millions of Americans.
 
However, while creating new and frightful government bureaucracies for the American people,
Democrats have managed to include sweet treats for themselves and their liberal allies:
 

Senate Democrats received goodies for parochial interests, including a mine in Libby,
Montana;
ACORN and Planned Parenthood could be eligible for enrollment and outreach grants as
“navigators;” and
AARP’s popular Medigap policies are not subject to the same pre-existing condition
restrictions or price controls placed on all other private insurance plans—thus allowing the
organization to continue to receive hundreds of millions of dollars in “kickbacks” by
overcharging seniors for coverage.

 
While Halloween may come and go, many may be concerned that the monsters created in
Obamacare will stay—causing permanent fright for all Americans forced to live under Democrats’
government takeover of health care.
 
Chris Jacobs
Senior Policy Analyst
Joint Economic Committee
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Senate Republican Staff
(202) 224-5171
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From: Jacobs, Chris (JEC)
To: Jacobs, Chris (JEC)
Subject: The REAL Story Behind Obamacare"s Failed Premium Promise
Date: Thursday, April 26, 2012 9:52:26 AM
Attachments: image001.png
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This morning the Kaiser Family Foundation released a report claiming individuals will receive $1.3 billion in
rebates under Obamacare’s new medical-loss ratio regulations later this summer.  A Bloomberg article this
morning, quoting analysts from Goldman Sachs, cites the number at $1.2 billion.  The Kaiser study – which stated
rebates would average $72-127 for the small percentage of individuals who actually receive them – admitted that
the overall rebate levels are “not particularly large in many instances.”
 
While these rebates represent a prime political opportunity for the President to claim Obamacare is “working”
during his re-election campaign this summer, the rebates ignore the bigger story about Obamacare – which is the
law’s significant failure to LOWER premiums for all Americans by $2,500, as candidate Obama repeatedly
promised.  For instance, in a speech on February 27, 2008, he said that “We’re going to work with you to lower
your premiums by $2500 per family per year.  And we will not wait 20 years from now to do it or 10 years from
now to do it.  We will do it by the end of my first term as President.”  Likewise, in July 2008, Jason Furman –
who remains a senior economic advisor within the Administration – told the New York Times that “we think we
could get to $2,500 in savings by the end of the first term, or be very close to it.”
 
Yet as the below chart demonstrates, while candidate Obama promised that premiums would go DOWN by
$2,500, they actually have gone UP by nearly as much – from $12,680 in 2008 to $15,073 in 2011, according to
Kaiser data.  Multiply that nearly $5,000 difference (i.e., between the $2,500 premium reduction promised and
the $2,400 premium increase received) by more than 100 million American households and you have a broken
promise amounting to TRILLIONS of dollars to middle-class families around the country.
 
When compared Obamacare’s many trillions of dollars in promised premium reductions that did not arrive, a
little over one billion dollars in medical-loss ratio rebates is a relative pittance to families struggling to pay their
rising premiums.  Or, put another way, a $127 rebate won’t even begin to make up for the $2,400 in premium
increases families in employer plans have faced just since Barack Obama was elected.  That’s the real story of
Obamacare’s failure to deliver.
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Chris Jacobs
Senior Policy Analyst
Joint Economic Committee
(202) 224-5171
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From: Jacobs, Chris (RPC)
To: Jacobs, Chris (RPC)
Subject: The Return of Mediscare
Date: Wednesday, November 30, 2011 10:47:37 AM

The Washington Post reports this morning that Democrats are playing political games again,
“begin[ning] a campaign…to attack Republican lawmakers for pushing cuts to Medicare benefits
during the latest round of failed federal deficit talks.”  The story once again reveals the vast chasm
between political rhetoric and policy reality for Democrats regarding our unsustainable
entitlements.  Obama’s own Chief of Staff, Bill Daley, said in July that Medicare “will run out of
money in five years if we don’t do something.”   And the President himself acknowledged that “if
you look at the numbers, then Medicare in particular will run out of money and we will not be able
to sustain that program no matter how much taxes go up.  I mean, it’s not an option for us to just
sit by and do nothing.”  Yet that’s exactly what most Democrats want to do – to do nothing on
Medicare, in the hopes that they will benefit politically:
 

·         The President’s deficit proposal scrupulously avoided ANY changes to the Medicare benefit
until AFTER the President leaves office in 2017, even though the President’s own Chief of
Staff said would run out of money by 2016.  Some of the proposals, including additional
means testing for wealthy beneficiaries, were actually positive steps forward.  But what’s the
point of delaying changes to the Medicare benefit until after the program could be broke –
other than political gamesmanship?  Given his eagerness to impose a trillion-dollar tax hike
within mere months, why is the President so afraid of raising Medicare premiums on
millionaires and billionaires until after he leaves office?
 

·         As one House Member put it, if the President had proposed a true restructuring of our
unsustainable entitlements, that would “cancel out any bludgeoning that Democrats
might give the Republicans over Medicare and Medicaid.”
 

·         Likewise, Senate Democrats have little interest in entitlement reform either; the Post’s the
liberal Plum Line reported in July that Senate Democrats don’t want to pass Medicare
reform because it would be “giving away the biggest [political] advantage” Democrats have
had “in some time.”
 

·         The most telling line of the Post’s story this morning?  Rep. Steve Israel, Chair of the
Democratic Congressional Campaign Committee, “declined to say whether a [deficit]
agreement to cut entitlements might have hindered his political strategy.”  In other words,
Democrats WANTED the supercommittee to fail – so that they could resume their
“Mediscare” political attack ads against Republicans. 

 
Remember, this is the same party that, as Speaker Pelosi recently admitted, “took a half a trillion
dollars out of Medicare in [Obamacare], the health care bill” to pay for more unsustainable new
entitlements – but when it comes to reforming Medicare to save the program, Democrats have
been AWOL, focusing instead on scoring political points.
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Liberals’ willingness once again to exploit Medicare for electoral gain raises obvious points:  With
sovereign debt crises roiling Europe, some may question how long the program can wait for
Democrats to stop their political posturing and work to fix our unsustainable entitlements – and
whether, by increasing the risk of another debt downgrade or other fiscal turmoil, seniors may
suffer in the long run for the Democrat deficit dithering.
 
Chris Jacobs
Health Policy Analyst
Republican Policy Committee
(202) 224-2946
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In This Issue: 

1. The t01th abo!lt Obama's radical pastl 

3. Thirty Million peqple wjl! remain wjtho!Jt health 

insurance under ObamaCare! 

[j] 

2. This is bnrtal Obama jobs ys other 

Presjdentsl 

1. The truth about Obama's radical past! 

From the desk of Steve Elliott, Grassfire Nation 

My staff has informed me that we have received the first shipment of our TEAM OBAMA expose from 

the printer. As a result, a LIMITED SUPPLY will be available for immediate shipping on a first-come, 

first-served basis . 

To ensure that your two copies of TEAM OBAMA are included with this first shipment, I need to 

hear from you right away. Go here to order your two copies in appreciation of a contribution of 
any amount to Grassfire: 

Please see excerpts from my original message below with more details. 

Steve 

(Original message) 
+ ++ + ++ + ++ + + 

One word immediately comes to mind when referencing our latest resource, Team Obama: All the 

President's Real Men and Women ... CHILLING. 

I must tell you, that I was barely into the first chapter - a rare and telling snapshot of Barack Obama Sr. 

and a son's almost "mystical reverence for his absentee father" - when my blood began to boil ... 

Over the next 19 chapters, I was completely captivated as the veil of mystery was lifted on the life of 

our 44th President revealing a dangerous and vast network of leftists, radicals and communists who 

groomed Obama as a child and who continue to actively mentor, and inspire him today. 

I'm convinced that if Team Obama was available during Obama's 2008 Presidential run, he 

would have been soundly defeated ... 

Now as Obama makes another run, there is no mystique, no transformational figure .. Just a community 

organizer -- an agitator who was trained and mentored by many of the nation's most notorious anti

American figures. 

August 13, 2012 
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With what is being called the most important election of our time fast approaching, Grassfire was

eager to lift the veil of intrigue on Obama's associations -- from his earliest beginnings including

Ann Dunham, a Unitarian socialist who Obama refers to as, "the dominant figure in my formative

years," to Frank Marshall Davis, Obama's communist mentor and a man who joined the

Communist Party USA in 1943.

We also look at those who played a vital role in shaping Obama's worldview and motivating him

to advance his radical agenda on America.

Inside Team Obama, we offer jaw-dropping insight into the likes of Saul Alinsky, Bill Ayers, Alice

Palmer, Jerry Kellman, Gregory Galluzzo, John McKnight and others -- many whose influence

has been rarely, if ever noted in any detail!

But we don't end there ...

Inside Team Obama we expose the one nugget of truth that the liberal media would never share, a

sliver of truth so damning that it would have immediately dashed Obama's election hopes.

ACTION: If you can help Grassfire with a contribution of ANY AMOUNT (even a few dollars to cover

printing and shipping), we'll send you TWO COPIES of "Team Obama" -- one to keep and one to share

with a friend.

To ensure that you are included in this first shipment, please let me hear from you as
soon as possible. Go here to request your two copies:

I'm not one given to hyperbole, but heading into the November election this is truly the most thorough

and most important resource Grassfire has ever created. And I want to put it in the hands of every

PATRIOT.

Please take a moment to order your two copies of Team Obama today, and thanks for the stand you

are taking.

    

2. This is Brutal... Obama Jobs vs Other Presidents!
By Eric Odom, Liberty News Network

This may very well be the most brutal graphic to date on Obama’s jobs record. You know, the Obama

who said jobs were his number one priority.

chart

Click here to read the entire "jobs" report from Liberty News Network.  

your community, state and

across the nation.
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3. Thirty Million People Will Remain Without Health Insurance
Under ObamaCare!

As reported by Duane Lester, Liberty News Network

One of the selling point of the White House Health Care Tax, aka Obamacare, is how comprehensive it

is. Oh, it will cover all Americans.

:

 class=

Not so much!

Currently, accoriding to CBO, there are 53 million uninsured persons in the United States, including

uninsured illegal aliens. The CBO estimates that in 2022–8 years after the Affordable Care Act has

been fully implemented–30 million people will remain uninsured.

Moreover, under Obamacare, 8 percent of legal U.S. residents will remain without health insurance in

2022, according to CBO.

Meanwhile, the cost of health care is still expected to rise, the cost of products and services rises

because of the law and it’s likely the doctor shortage in America will worsen because of ObamaCare.

Click here to read the entire report on the apparent failure of ObamaCare at Liberty News
Network.

Click Here to Unsubscribe  
footer

Click here to be removed from this list or send a written request to:

Grassroots Action

PO Box 277

Maxwell,IA 50161

You are signed up as: michwad . 

Click here to change your email address.
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From: Michael Cannon
To: Katie Altshuler
Subject: The Truth About State Exchanges
Date: Thursday, August 16, 2012 11:38:18 AM

Forgive the self-promotion, but I think this is kinda interesting.
 

Congressman Raúl Labrador : The Truth About State Exchanges
 

August 10, 2012
 

Dear friends,
 
Last week I participated in a House Oversight and Government Reform Committee hearing
addressing the creation of health insurance exchanges and their treatment by the IRS. The
creation of health insurance exchanges under the president’s health care law has been a
popular topic with a lot of complicated details. Last week’s testimony outlined clear
differences between an exchange willingly created by a state and one created under the
president’s health care mandate. I hope that including part of that testimony here will lift
some of the fog.
 
My concern has always been with what Obamacare erroneously calls a state exchange. Our
witness last week gave clear answers to my questions and truly validated my concerns with
the implementation of a state health exchange under the president’s mandate. In a true state
health care exchange, the state tailors insurance options to the needs of a state’s population
and is not subject to federal regulation on the type of insurance residents can access. Under
Obamacare, hundreds of billions of federal dollars will flow through so-called “state
exchanges.” When the feds control the money, they control the product.
 
Michael Cannon, Director of Health Policy Studies at the non-partisan Cato Institute, offered
testimony before the OGR Committee. I first asked if an exchange created under the
Obamacare mandate is a true state exchange.
 
“No, the statute requires that every state-created exchange…get approval from the [Health
and Human Services] secretary,” Cannon said. “The statue gives the secretary the authority to
heap whatever regulations the secretary wants onto the state created exchanges. So it really is
a myth…that states would retain some sovereignty, retain some control over their health
insurance markets if they create their own exchanges, because whatever the secretary could
impose on a state through an exchange the federal government created, the secretary could
also impose on an exchange created through [Obamacare].”
 
To follow up I asked why a state might choose to forego the state exchange and allow for a
federal exchange.
 
“Well if what you want is a federally run health insurance exchange in your state—a
government agency controlling the private health insurance market—if what you want is the
federal government to control your state, the best thing you can do is establish an exchange,”
Cannon answered. “If the state does not establish an exchange then there might not be an
exchange at all because we all know there is no funding to create these exchanges, and it’s
not likely that Congress is going to approve [any].”
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Cannon concluded: “But the choice is not between a state controlled exchange and a
federally controlled exchange, it’s between a federally controlled exchange and maybe none.”
 
I asked also about the $2,000 per employee penalty that will be levied on employers in states
that create their own exchanges under Obamacare. I was curious if those tax liabilities would
be imposed on employers for states that refuse to set up exchanges under the mandate.
 
Cannon answered that “The penalties against employers…would not apply in a state that does
not create its own exchanges.”
 
The ultimate decision to establish a state exchange under the president’s mandate is up to
Governor Otter and the Idaho Legislature. What I hope all Idahoans understand is that doing
so leaves the ultimate power with the federal government. This committee hearing confirmed
my initial concerns with a federally mandated and federally regulated ‘state’ exchange. This
is exactly why I am asking Governor Otter and the Legislature to be cautious when
considering the introduction of a state exchange in Idaho.
 
Click here for a video of the House Oversight and Government Reform Committee hearing.
 
http://labrador.congressnewsletter.net/common/mailings/index.cfm?id=65?
q=prettyphoto&iframe=true&width=758&height=500
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From: Jacobs, Chris (JEC)
To: Jacobs, Chris (JEC)
Subject: The Wrong Philosophy for Reducing Health Costs
Date: Wednesday, September 05, 2012 8:55:52 AM

In his weekly Bloomberg column today, former Obama Administration budget director Peter Orszag
once again attempts to defend Obamacare’s Independent Payment Advisory Board (IPAB), the group
of 15 unelected bureaucrats who will be empowered to make binding rulings on how to reduce
Medicare spending.  His arguments are based on two premises – each of which contains flaws.  The
first premise is that providers, not patients, should affect most health care spending:
 

Focusing on providers is key because health-care expenses are so concentrated: High-cost
cases account for the vast majority of the total.  In those cases, the care provided is, as it
should be, mainly the services and tests recommended by the provider.  So if you do not
influence provider recommendations in those cases, you cannot do all that much to improve
the system.

 
This premise is valid – to a point.  Obviously, heart attack patients rushed to the emergency room
will have little substantive opportunity to influence their health care spending decisions.  But the
statement lands on shakier ground in other cases; Orszag’s statement that care “should be”
directed by the provider also implies that, for instance, knee replacement patients will not, and
should not, be able to influence their course of treatment.  In some cases, our health system
currently lacks the proper tools to allow such patients to make fully informed choices – but
enhanced price and quality transparency data can remedy this defect.
 
Orszag makes an even less compelling case when he argues that only Medicare can influence
provider behavior:  “For better or worse, only Medicare is large enough to lead the health-care
system toward a new structure of payment for providers.”  The problem with this argument is that
Orszag and his fellow liberals only want to follow the logic one way.  Because if liberals want to
argue that only Medicare has the market clout to change the health care system, that also means
Medicare’s size was large enough to cause the system’s current problems.  And, nearly 50 years
after Medicare’s creation, liberals haven’t explained how “This Time Is Different” – how a Medicare
system can help solve a problem of exploding health costs that it helped to create.  In fact, the
Congressional Budget Office noted earlier this year that most Medicare demonstration programs
over the past several decades have NOT saved money – suggesting Obamacare’s efforts to control
costs by micro-managing Medicare in  different fashion won’t work either.
 
The bottom line is that the philosophy Orszag approvingly recommends in which “direct
modification of the behaviors of providers (versus consumers or payers)” by a board of government
bureaucrats isn’t likely to be successful, in two respects.  First, as noted above, CBO has taken a dim
view towards the notion that better bureaucratic tinkering will change the dire direction of health
spending, and the Medicare program.  Second, and more fundamentally, the American people
won’t take kindly to the idea of government bureaucrats engaging in “direct modification” of
providers – while ignoring patients entirely.  That smacks of everything Democrats said
Obamacare was not – namely, a government takeover of health care.  And it might explain why
President Obama, despite blowing full speed ahead on virtually every other aspect of Obamacare
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implementation, has yet to appoint a single individual to IPAB – because he doesn’t want to reveal
the board’s true design until after the November election.
 
Chris Jacobs
Senior Policy Analyst
Joint Economic Committee
Senate Republican Staff
(202) 224-5171
 

3807



From: Jacobs, Chris (JEC)
To: Jacobs, Chris (JEC)
Subject: There He Goes Again: Biden Creates Another "Bidenism"
Date: Monday, October 01, 2012 9:59:23 AM

Over the weekend, Joe Biden did what Joe Biden does best – tied his tongue in knots – this time, over
claims that Obamacare will actually lower costs for American families.  Politico quoted the Vice President as
telling one visitor at a deli that Obamacare “will help you dramatically,” because individuals will “be able to
get better health care than you had before at a lower cost.”  The only problem is that no one believes the
claim is true – not fact-checkers, and not the families that have seen premiums go up by over $3,000 since
Barack Obama was first elected.
 
President Obama also keeps trying to peddle the false claim that Obamacare will lower insurance
premiums.  Writing in the New England Journal of Medicine last week, the President claimed that
“economists believe family premiums will be about $2,000 less” in 2019 under the law.  (Assuming of
course that businesses are even offering health insurance at all by that point.)  The op-ed (conveniently)
doesn’t cite a source on this claim, but the Administration has previously invoked a report published by the
Business Roundtable in November 2009 (i.e., before Obamacare was even enacted) to make this assertion. 
However, the Roundtable’s study only presumes a reduction in the increase of premiums.  Don’t take my
word for it: Look at Exhibit 1 of the study (depicted below), which study illustrates that under the maximum
achievable “savings,” large employer premiums in 2019 will be $23,151 per family – or $12,408 higher than
they were in 2009. 
 
The President repeatedly promised during his campaign that he would “cut” premiums – meaning they
would go DOWN, not merely just “go up by less than projected.”  And the skyrocketing premiums
Americans are paying for health insurance are a constant reminder of how Obamacare falls short.
 Democrats have no answer to the obvious question: How is a $12,400 increase in premiums – as opposed
to the $2,500 reduction that candidate Obama repeatedly promised – a change that struggling middle-
class families can believe in?  Because, as Joe Biden himself might say, middle-class families paying
thousands more in premiums because Obamacare failed to deliver is a really big deal indeed.
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Chris Jacobs
Senior Policy Analyst
Joint Economic Committee
Senate Republican Staff
(202) 224-5171
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From: Governor Mary Fallin
To: michwad
Subject: This Election is Important -- Please Vote Tomorrow!
Date: Monday, November 05, 2012 12:58:04 PM

If you are having trouble viewing this email with images, click here.
Please add mail@maryfallin.org to your address book to ensure our emails reach your inbox.

Mary Fallin

Dear Friend:

This is a pivotal election, and I’m asking you to vote tomorrow to make sure we get this

nation back on track!

  

We cannot afford another four years of the failed leadership and programs of President Obama. His record

speaks for itself: 44 months of record unemployment, 23 million Americans out of work or underemployed, and

over $5 trillion in new debt despite his promise to cut the deficit in half during his first term.

 

Governor Mitt Romney, on the other hand, has shown Americans that he is the leader with a proven track

record and a plan to grow the economy and create jobs. Please cast your vote for Mitt Romney tomorrow
and do your part to get this country moving in the right direction again. 

Of course, as president, Mitt Romney will need solid conservative leaders in Congress to implement his plans

to jump-start private sector growth, repeal ObamaCare and roll back the federal bureaucracy that is stifling job

creation.  That’s why it’s important we do our part to elect the great Republican candidates running to be

Oklahoma’s federal representatives.

We have 2 races for Congress that are particularly important this year, as they involve open seats.  In

Congressional District 1, we need to be sure to elect Jim Bridenstine and keep this seat in Republican hands. 

And in the open seat in Congressional District 2, we have an excellent opportunity to elect Markwayne Mullin

and take this seat from the Democrats. If we win both races, the entire Oklahoma Congressional Delegation

will be held by Republicans and we can give Governor Romney the support he needs in Congress.

If you live in the First Congressional District, please vote for Jim Bridenstine; if you live in District
Two, please make sure to get out and vote for Markwayne Mullin.

Oklahoma is on a Roll: Keep Us Moving Forward by Electing
Conservative Republicans to the State House and Senate

While President Obama has been busy borrowing and spending money he doesn’t have to pay for failed

stimulus programs, Oklahoma has found success the old fashioned way: by supporting private business and

balancing our checkbook.  As a result, we have the second highest rate of job creation in the nation and the

fourth lowest unemployment rate. In 2012 alone we’ve created over 33,000 jobs. We’ve even increased our

savings account -- which was down to its last $2.00 in 2011 -- to over half a billion dollars … all while

lowering taxes AND balancing our budget!

That kind of success doesn’t happen by accident. It’s the result of your Republican House, Republican Senate

and Republican Governor working together to support fiscally responsible, pro-growth policies.

This year, we have a number of important races that give us a great opportunity to build on these successes

by electing more pro-growth, fiscally conservative Republican Representatives and Senators. We need these

men and women in office to help me cut government waste, improve our schools, and bring more jobs to the

state of Oklahoma. Please get to the polls tomorrow and support your Republican candidates for the
State Legislature. 
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As you can see, this election is important- both on a national and state level. That's why I emailing you to 
remind you to vote tomorrow-and take your family and friends with you. The future of our nation and our 
great state depend on your vote and participation. 

I hope you will join me in voting for our great Republican ticket and candidates on the ballot 

Thanks again for all you do! 

God Bless, 

Governor Mary Fallin 

P.S. If you are not sure where you are voting, visit the Oklahoma State Board of Elections website for 
polling locations. 

Paid for by 

If you do not wish to receive these emails, simply click here. 
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From: Trent, Josh (Coburn)
To: Katie Altshuler
Subject: thought you might be interested
Date: Friday, September 09, 2011 4:20:55 PM
Attachments: OK Delegation Letter to Secretary Sebelius Supporting OK Request for MLR Waiver under PPACA.pdf

Oklahoma delegation supports MLR waiver for State
Today the entire Oklahoma Congressional delegation sent HHS Secretary Sebelius a letter
supporting their State’s request for a waiver from the medical loss ratio (MLR) requirements
under Obamacare.

·         The two Senators and five Congressmen wrote that they shared “share the state's
concern that the implementation of [the MLR] provision under current law will lead
to market destabilization in the individual market.” 

·         The delegation also suggested that “the need for waivers from the law is clear proof
that the one-size-fits-all MLR approach mandated under PPACA is neither in the best
interest of consumer choice nor competition among health plans in many insurance
markets across the country.” 

·         The letter is attached.
 
Dr. Coburn's posts white paper on MLR problems
Today, Dr. Coburn’s office posted a white paper online that highlights four key problems
with federally-mandated MLRs in Obamacare.

·         The paper cited (1) market destabilization, (2) increased costs, (3) reduced choice
and competition, and (4) government takeover through MLR as “key reasons why
PPACA’s MLRs will likely negatively impact American consumers.”

·         The white paper can be accessed here, or through Dr. Coburn’s website at
www.coburn.senate.gov
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From: Alex Weintz
To: Denise Northrup; Katie Altshuler; Andrew Silvestri
Subject: thoughts
Date: Tuesday, November 15, 2011 9:11:26 AM

I had breakfast with Estus and Nate this morning and just wanted to share some thoughts:
 

-          Their offices – or at least their press secretaries -- don’t understand why we need to know
about the health insurance exchange soon or what the possible “decisions” facing the
governor are. It might be helpful, if we do want to share this info, to say: here are the
governor’s options, here are the dates she would have to make these decisions by, and
here’s why.

-          Estus says the gov’s transportation plan is going to be a big topic at the House retreat. If the
governor is not going, or even if she is, it might be a good idea to try to get Ridley in there to
present some info on it. We can also take the bullet points, press release, talkers etc

-          On pension reform, was it McDaniels’ plan that you all were not sold on? If so, you may
want to talk to House staff. It seems like that’s going to be an agenda item for Steele and
McDaniels is going to run point on it.  

 
Alex Weintz
Communications Director
Office of Governor Mary Fallin
phone: (405) 522-8819
cell: 
Alex.Weintz@gov.ok.gov
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From: Jacobs, Chris (JEC)
To: Jacobs, Chris (JEC)
Subject: Three More Reasons Medicaid Is (Already) Unsustainable
Date: Tuesday, August 07, 2012 1:40:40 PM
Attachments: image001.png

In the past week, three separate news stories have demonstrated how the Medicaid program – on
which much of the coverage expansion in Obamacare is based – is fundamentally unsustainable.  To
wit:
 
1.       Nearly One Third of Doctors Reject Medicaid Patients; Low Reimbursements an Issue:  An

article published in Health Affairs yesterday (subscription required) found that nearly one-third
(31%) of physicians are not accepting any new Medicaid patients; by comparison, under 20
percent of physicians are not accepting any new patients with Medicare or private insurance. 
The study also found that “acceptance rates of new Medicaid patients were higher in states with
higher Medicaid-to-Medicare fee-for-service fee ratios.”  In other words, many doctors choose
not to participate in the Medicaid program – and a problem exacerbated in states with low
Medicaid reimbursement levels.

 
2.       States Are Already Cutting Access to Drug Services for Existing Medicaid Beneficiaries:  Kaiser

Health News reported last week that “Illinois Medicaid recipients have been limited to four
prescription drugs as the state becomes the latest to cap how many medicines it will cover in
the state-federal health insurance program for the poor.”  A total of 16 states impose monthly
limits on prescription drugs for beneficiaries, “and seven states have either enacted such caps or
tightened them in the past two years,” due in part to the lingering impact of the economic
slowdown on state budgets.

 
3.       States Believe Obamacare Will Impose Additional Costs on their Medicaid Programs:  A

survey of states, conducted as part of a GAO report on Obamacare’s Medicaid expansion, found
that “the majority of state budget directors believe that three aspects of Medicaid expansion
will contribute to costs: 1) the administration for managing Medicaid enrollment, 2) the
acquisition or modification of information technology systems to support Medicaid, and 3)
enrolling previously eligible but not enrolled individuals in Medicaid.”  While more than 30
budget directors believe these three provisions of Obamacare will cost states, a much smaller
number believe provisions in Obamacare will save their states money, as the chart below
demonstrates:
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Medicaid is already unsustainable – states cannot afford their current programs, and have lowered
reimbursement rates and imposed new restrictions on things like pharmaceuticals, both of which
impede beneficiary access.  Yet Obamacare is placing even more fiscal burdens on this already
fiscally troubled program.  That’s not health “reform” – that’s the furthest thing from it.
 
Chris Jacobs
Senior Policy Analyst
Joint Economic Committee
Senate Republican Staff
(202) 224-5171
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Today's blog is especially important. We hear t here are no places to cut unnecessary state spending. 

Below, you will find t here is unnecessary spending in the Legislat ure's own budgets that can be 

eliminated. As always, please do not hesitate to let me know you r thoughts. 

Jonathan Small, CPA 

Fiscal Policy Director 

Oklahoma Council of Public Affairs 

1401 N. Lincoln Blvd. 

Oklahoma City, OK 73104 

Work: (405) 602-1667 

Cell: 

Find us on: 

rJ IJ (t] ~ 

If you're having trouble viewing this email, you may see jt onl jne. 

Share This: U 

UNTDOWN 
TO THE BUDGET DEAL 
THE OKLAHOMA COUNCIL OF PUBLIC AFFA IRS 

Following is an excerpt from OCPA's Proposed State Budget for the Fiscal Year 2013. 

Time to stop mandatory funds for NCSL 

by Jonathan Small, CPA 
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With Oklahoma government spending at an all-time high (see chart), the time has 
come to set priorities and to exercise spending discipline. 

Regardless of revenue levels, lawmakers continue to take your money and give it 
to the National Conference of State Legislatures (NCSL), an organization which 
is "nationally recognized as a formidable lobbying force in Washington. D.C." 

In the last eight years alone, Oklahoma lawmakers have given more than $1 
million (in the form of dues money) to make the Oklahoma Legislature a 
member of this big-government lobbying organization . 

Oklahomans already have representation before the federal government-they 
are known as United States Representatives and United States Senators. In 
addition, there is a multitude of state officials and lawmakers who represent the 
state. Oklahoma lawmakers know this because the website for the Oklahoma 
legislature provides a great tool by which Oklahomans can "find my legislator." 

Mandated state fund ing for NCSL membership is also alarming when one 
considers the policy positions of NCSL. One need only to read NCSL's numerous 
pol icy statements to see they have an addiction to more federal funds-and hold 
positions in direct confl ict with Oklahoma's federal lawmakers. Need we remind 
NCSL and everyone else that the federal government is broke ? As columnist 
Mark Steyn memorably put it, 

"The government of the United States is broker than any entity has ever been in 
the history of the planet. Officially, Washington has to return 15,000,000,000,000 
dollars just to get back to having nothing at all. And that 15,000,000,000,000 
dollars is a very lowball figure that conveniently ignores another $100 trillion in 
unfunded liabilities that the government, unlike private businesses, is able to 
keep off the books." 

Undeterred by th is reality, the NCSL supports more corporate welfare, supports 
welfare through the tax code, and stands in the way of congressional efforts to 
reduce federal spending. NCSL's policy positions also include: 

• Ensuring "Federally funded family life and health education and prevention 
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(HIV & AIDS) programs must include accurate information emphasizing 
responsible sex practices. These programs should include but not be 
limited to the promotion of safer sex ... " 

• Support for increased funding for the National Health Services Corp. 
• Strong support for "the development of an interoperable system of 

electronic health information for the United States." 
• Support for federal funding of early childhood education , including failed 

programs such as Head Start. 
• Support for the "Common Core Initiative." 
• A neutral position on cl imate change legislation and the statement that 

"Climate change is a far reaching topic that affects multiple issues of 
everyday life." 

• Concerning a balanced federal budget, the NCSL states "NCSL is 
concerned that excessive spending increases or tax cuts, given the need 
for continued fiscal discipl ine, may threaten fund ing for existing and future 
intergovernmental programs." 

Oklahoma lawmakers should know better than to take citizens' hard-earned 
money to give to an organization which often lobbies for more funds from a 
federal government which has already strapped citizens and future generations 
with trill ions of dollars in debt. Further, Oklahoma lawmakers should not send 
state tax dollars to an organization that has had a neutral or compliant position on 
Obamacare. Many of NCSL's positions concerning the law are fixated on 
ensuring the federal government provides sufficient federal funds for states' 
implementation of Obamacare, with meetings on the topic dominated by 
presentations on how states can ensure they implement the law and meet all of 
the law's timelines, particularly deadlines for Obamacare's insurance exchanges. 

If there is a continuing educational benefit for a lawmaker who wants to attend an 
NCSL event, that should be considered on a case-by-case basis and funded by 
the lawmaker or on a per-attendee basis. To better facil itate lawmakers' 
continuing education on policy development and their need to participate in 
lawmaker-led organizations, the House of Representatives, the Senate, and the 
Legislative Service Bureau should allocate all funds given to membership 
organizations on a scholarship basis to each lawmaker. This will allow lawmakers 
to seek innovative pol icy solutions from organizations they deem most beneficial. 

It's time to end the taxpayer subsidization of the NCSL. 

The potential savings from implementing such reforms would be $141 ,551 
annually. 

3818



State Payments to NCSL 

Fiscal Year Amount 
2005 $ 117,559 
2006 $ 122,275 
2007 $ 127,166 
2008 $ 138,804 
2009 $ 150 361 

' 
2010 $ 157,279 
2011 $ 141,55 1 
2012 $ 141,551 

Total: $ 1!>096,546 

Source: Oklahoma State Senate 

Submitted each year by the Oklahoma Council of Public Affairs, Inc. to the 
taxpayers of the State of Oklahoma and their elected Officials, the OCPA 
"Budget Book" is carefully crafted by Fiscal Policy Director Jonathan Small to 
help lawmakers set priorities and exercise spending discipline while creating a 
state budget that respects your family budget. Offering unmatched fiscal policy 
analysis and recommendations, Small draws on his experiences as a former 
budget analyst for the Oklahoma Office of State Finance, former fiscal policy 
analyst and research analyst for the Oklahoma House of Representatives, and 
former director of government affairs for the Oklahoma Insurance Department to 
provide perspective on the state budget that you cannot find anywhere else. 

Become a fan 

Connect 

Follow @OCPAThink 

Yau(D 

Watch videos 

1401 N. Lincoln Blvd. Oklahoma City, OK 73104 

.. 
Donate 
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Today's blog is especially important. We hear t here are no places to cut unnecessary state spending. 

Below, you will find t here is unnecessary spending in the Legislat ure's own budgets that can be 

eliminated. As always, please do not hesitate to let me know you r thoughts. 

Jonathan Small, CPA 

Fiscal Policy Director 

Oklahoma Council of Public Affairs 

1401 N. Lincoln Blvd. 

Oklahoma City, OK 73104 

Work: (405) 602-1667 
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Find us on: 
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Share This: U 

UNTDOWN 
TO THE BUDGET DEAL 
THE OKLAHOMA COUNCIL OF PUBLIC AFFA IRS 

Following is an excerpt from OCPA's Proposed State Budget for the Fiscal Year 2013. 

Time to stop mandatory funds for NCSL 

by Jonathan Small, CPA 
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With Oklahoma government spending at an all-time high (see chart), the time has 
come to set priorities and to exercise spending discipline. 

Regardless of revenue levels, lawmakers continue to take your money and give it 
to the National Conference of State Legislatures (NCSL), an organization which 
is "nationally recognized as a formidable lobbying force in Washington. D.C." 

In the last eight years alone, Oklahoma lawmakers have given more than $1 
million (in the form of dues money) to make the Oklahoma Legislature a 
member of this big-government lobbying organization . 

Oklahomans already have representation before the federal government-they 
are known as United States Representatives and United States Senators. In 
addition, there is a multitude of state officials and lawmakers who represent the 
state. Oklahoma lawmakers know this because the website for the Oklahoma 
legislature provides a great tool by which Oklahomans can "find my legislator." 

Mandated state fund ing for NCSL membership is also alarming when one 
considers the policy positions of NCSL. One need only to read NCSL's numerous 
pol icy statements to see they have an addiction to more federal funds-and hold 
positions in direct confl ict with Oklahoma's federal lawmakers. Need we remind 
NCSL and everyone else that the federal government is broke ? As columnist 
Mark Steyn memorably put it, 

"The government of the United States is broker than any entity has ever been in 
the history of the planet. Officially, Washington has to return 15,000,000,000,000 
dollars just to get back to having nothing at all. And that 15,000,000,000,000 
dollars is a very lowball figure that conveniently ignores another $100 trillion in 
unfunded liabilities that the government, unlike private businesses, is able to 
keep off the books." 

Undeterred by th is reality, the NCSL supports more corporate welfare, supports 
welfare through the tax code, and stands in the way of congressional efforts to 
reduce federal spending. NCSL's policy positions also include: 

• Ensuring "Federally funded family life and health education and prevention 
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(HIV & AIDS) programs must include accurate information emphasizing 
responsible sex practices. These programs should include but not be 
limited to the promotion of safer sex ... " 

• Support for increased funding for the National Health Services Corp. 
• Strong support for "the development of an interoperable system of 

electronic health information for the United States." 
• Support for federal funding of early childhood education , including failed 

programs such as Head Start. 
• Support for the "Common Core Initiative." 
• A neutral position on cl imate change legislation and the statement that 

"Climate change is a far reaching topic that affects multiple issues of 
everyday life." 

• Concerning a balanced federal budget, the NCSL states "NCSL is 
concerned that excessive spending increases or tax cuts, given the need 
for continued fiscal discipl ine, may threaten fund ing for existing and future 
intergovernmental programs." 

Oklahoma lawmakers should know better than to take citizens' hard-earned 
money to give to an organization which often lobbies for more funds from a 
federal government which has already strapped citizens and future generations 
with trill ions of dollars in debt. Further, Oklahoma lawmakers should not send 
state tax dollars to an organization that has had a neutral or compliant position on 
Obamacare. Many of NCSL's positions concerning the law are fixated on 
ensuring the federal government provides sufficient federal funds for states' 
implementation of Obamacare, with meetings on the topic dominated by 
presentations on how states can ensure they implement the law and meet all of 
the law's timelines, particularly deadlines for Obamacare's insurance exchanges. 

If there is a continuing educational benefit for a lawmaker who wants to attend an 
NCSL event, that should be considered on a case-by-case basis and funded by 
the lawmaker or on a per-attendee basis. To better facil itate lawmakers' 
continuing education on policy development and their need to participate in 
lawmaker-led organizations, the House of Representatives, the Senate, and the 
Legislative Service Bureau should allocate all funds given to membership 
organizations on a scholarship basis to each lawmaker. This will allow lawmakers 
to seek innovative pol icy solutions from organizations they deem most beneficial. 

It's time to end the taxpayer subsidization of the NCSL. 

The potential savings from implementing such reforms would be $141 ,551 
annually. 
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State Payments to NCSL 

Fiscal Year Amount 
2005 $ 117,559 
2006 $ 122,275 
2007 $ 127,166 
2008 $ 138,804 
2009 $ 150 361 

' 
2010 $ 157,279 
2011 $ 141,55 1 
2012 $ 141,551 

Total: $ 1!>096,546 

Source: Oklahoma State Senate 

Submitted each year by the Oklahoma Council of Public Affairs, Inc. to the 
taxpayers of the State of Oklahoma and their elected Officials, the OCPA 
"Budget Book" is carefully crafted by Fiscal Policy Director Jonathan Small to 
help lawmakers set priorities and exercise spending discipline while creating a 
state budget that respects your family budget. Offering unmatched fiscal policy 
analysis and recommendations, Small draws on his experiences as a former 
budget analyst for the Oklahoma Office of State Finance, former fiscal policy 
analyst and research analyst for the Oklahoma House of Representatives, and 
former director of government affairs for the Oklahoma Insurance Department to 
provide perspective on the state budget that you cannot find anywhere else. 

Become a fan 

Connect 

Follow @OCPAThink 

Yau(D 

Watch videos 

1401 N. Lincoln Blvd. Oklahoma City, OK 73104 

.. 
Donate 
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From: Marie Sanderson
To: Marie Sanderson
Cc: Dustin Huffman
Subject: TN and OH on exchanges
Date: Friday, November 16, 2012 12:08:29 PM
Attachments: 11.16.12 Letter to HHS.pdf

Fact Sheet - FINAL 11.16.2012.pdf

All- two more statements from today:
 
TN: Haslam Statement:  https://news.tn.gov/node/9930
 
Ohio: attached and found below. 
 
-MTS

 
From: Nichols, Robert 
Sent: Friday, November 16, 2012 12:56 PM
To: Kanzeg, Ben 
Subject: Gov. Kasich letter to HHS 
 
This morning, Gov. Kasich informed the U.S. Department of Health and Human Services that
Ohio will not run an Obamacare health insurance exchange but will leave that to the federal
government.  Also, he informed HHS that Ohio will retain regulatory control over health
insurance plans offered through a federally-operated exchange as well as retain the
authority to determine who is eligible for Medicaid benefits. The Administration will submit
additional details to the federal government prior to HHS’s February 14 deadline. 
 
A copy of the governor’s letter and an explanatory fact sheet are attached.
 
The quote below is attributable to me, Rob Nichols, press secretary.  Please call me if there
are any questions.
 
“Ohio would have no flexibility to shape an exchange to our needs and its costs will be so
high that it just doesn’t make sense for the state to operate a health exchange under
Obamacare.  We’re going to leave that to the federal government.  Instead, Ohio will focus
on continuing to make our health insurance market as stable and competitive as possible
and make our Medicaid program as well-run as possible, which is why we’re opting to retain
maximum state control in those areas instead of beginning to turn over parts of them to the
federal government.”
 
Rob Nichols
Press Secretary
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Office of Governor John Kasich
330-760-7582
Rob.Nichols@Governor.Ohio.Gov
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From: Senator Dan Newbeny 
To: Kaleb Bennett 
Subject: Today is Primary day 

Date : Tuesday, June 26, 2012 10:46:10 AM 

Having trouble viewing this email? Click here 

Greetings! 

Hello, this is Senator Dan Newberry w/ Flag 
Newberry, your Senator for 
District 37. The Primary 
Vote is today, Tuesday, 
June 26th. It has been an 
honor serving you these rg 
last four years and I 
humbly ask to continue the 
work the next four years. 

As you vote today, there 
are some things you 
should keep in mind. 

My opponent has received support from the Patrick 
Henry PAC. The Patrick Henry PAC 
is HEAVILY supported by traditionally liberal trial 
lawyers. These lawyers are upset with my campaign 
for tort reform, workers' compensation reform and 
various other anti-frivolous lawsuit reforms. These 
reforms have been bad for trial lawyers but very good 
for the average Oklahoman. 
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My opponent has also spread some blatantly false 
statements about me, my voting record and my 
integrity. He has stated that I support Obamacare and 
that I support Sharia Law. NOTHING COULD BE 
FURTHER FROM THE TRUTH. I don't know why 
someone would say such things, except that some 
people will say anything to get elected and some 
liberal groups will do anything to help elect those 
people. Who knows what they will say next. 

Please keep these things in mind as you head to the 
polls: 

• I have reduced the negative influence of 
government by fighting to stop Obamacare by 
supporting SJR59 

• I have fought against making Sharia law 
enforceable in Oklahoma by passing SB671 

• I have pursued economic development by 
promoting business friendly legislation 

• I have strengthened our education system by 
promoting programs such as the Paul Revere 
Readers 

• I have been endorsed by key conservatives 
across the state as well as the NRA and OK For 
Life 

I would be honored to have your vote Today, June 
26th. Thanks for your time and God Bless You. 

Find Your Polling Place 

Every vote counts. Please vote June 26, 201 2; If you need to find 
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your polling place, click the link below 

Learn More ... 

Forward t his email 

rg 
This email was sent to kaleb.bennett@gov.ok.gov by dan@dannewberry .com 
Update Profile/Email Address Instant removal with SafeUnsubscribeTM Privacy Policy. 

Oklahoma State Senate 2300 N. Lincoln Blvd. I Oklahoma City OK 73105 
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From: Jacobs  Chris (RPC)
To: Jacobs  Chris (RPC)
Subject: Today"s Big Story: How Obamacare Sparked Higher Premiums
Date: Tuesday, September 27, 2011 10:14:31 AM

The most important story in health care today does NOT revolve around the Justice Department’s decision to forego a review by the full
Eleventh Circuit of Obamacare’s individual mandate, thus leading to a likely Supreme Court decision on the mandate next term. (For
more on this story, see articles here, here, and here.)  Rather, it involves the release of the Kaiser Family Foundation’s annual survey of
employer-sponsored health insurance premiums.  The survey notes that “compared to 2010, premiums for single coverage are 8%
higher and premiums for family coverage are 9% higher.  The 9% growth rate in family premiums for 2011 is significantly higher
than the 3% growth rate in 2010.”  In other words, Obamacare isn’t lowering premiums – in fact, premium increases have accelerated
since Obamacare passed last year.
 
As a reminder, candidate Obama said repeatedly his bill would CUT premiums by an average of $2,500 per family – meaning premiums
would go DOWN, not merely just “go up by less than projected.”  The campaign also promised that that those reductions would occur
within Obama's first term.  However, the annual Kaiser Foundation survey of employer-provided insurance found that average family
premiums totaled $12,860 in 2008, $13,375 in 2009, and $13,770 in 2010 and $15,073 this year.  In other words, while candidate
Obama promised premiums would fall by $2,500 on average, premiums have already risen by $2,213 during the Obama
Administration.  (A visual representation of this broken promise – updated to reflect this year’s survey data – is attached below my
signature.)
 
Other conclusions that can be drawn from the Kaiser study:
 
·         You CAN’T Keep Your Current Coverage:  The survey found that only about half (56%) of workers were in plans that pre-date

Obamacare’s enactment.  The loss of employees’ pre-Obamacare coverage is occurring even faster than the Administration’s own
estimates, which concluded half of all employers – and as many as 80% of small businesses – will be forced to give up their current
coverage by 2013.  Just as important, by giving up their pre-Obamacare plans, both employers and employees will be subjected to
costly new mandates that will increase premiums. 

·         Small Business Tax Credit Ineffective:  The percentage of small businesses offering coverage went DOWN by eleven percentage
points, suggesting Obamacare’s temporary small business tax credit has not succeeded in persuading firms to offer coverage (if
anything, the contrary may have occurred).  The survey also found that only 29% of firms with under 50 employees even attempted
to determine if they would be eligible for the credit, and of those, only 30% – or fewer than 9% of all small firms (i.e., 30% of 29%) –
said they definitely planned to claim the credit for 2010 and 2011.

·         New Requirements are Raising Premiums:  Significant percentages of workers were in plans that had to change their services
covered (31%) or cost-sharing requirements (23%) to meet Obamacare’s new preventive service mandates.  These mandates by
definition will raise premiums for plans, as this year’s 9% increase demonstrates.

 
Last year, former Speaker Pelosi famously said we had to pass the bill to find out what’s in it.  Today we have once again found out just
how much Obamacare is failing to live up to the President’s promises.
 
Chris Jacobs
Health Policy Analyst
Republican Policy Committee
(202) 224-2946
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Rhetoric vs. Reality on Premiums 

+$2,500 

. --. -
- . ._ . -- . ._ Rhetor· 

·- IC ._ . ._ ·-. -$2,500 
2008 2009 

-. 
2010 2011 2012 

"We'll bring down premiums by 
$2,500 for the typical family ... " 

-Barack Obama 
June 9, 2008 
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From: Lindsay Russell
To: margaret.whatley@finance alabama.gov; john katz@alaska gov; russ.kelly@alaska.gov; cindy sims@alaska.gov; honor ingels@governor.alabama gov;

rserote@az gov; Christopher Finkbeiner@ ; JohnPatrick ; rob ;
renee.fargason@laspbs.state.fl us; macarter32 ; bfulenwider@georgia.gov; ehames@georgia.gov; ts ; rick.perez@guam.gov;
sirena.ramirez@guam gov; david hensley@gov idaho gov; jkreizenbeck@gov.idaho.gov; tammy.perkins@gov idaho gov; emily.anderson@gov.idaho gov;
debbie ; griffin c ; ahorst@sba.IN.gov; bburdick@gov.IN.gov; cruhl@omb.in.gov; Christine Bartel@iowa.gov; doug.hoelscher@iowa.gov;
adam nordstrom@cch-llc.com; hedgcockm@gov.state la us; wags@la.gov; palmieris@gov.state.la.us; mary mayhew@maine gov; john.mcgough@maine.gov;
kathleen.newman@maine.gov; mcbrideb@michigan gov; muchmored@michigan.gov; tomichz@michigan gov; GigliottiL@michigan gov;
blackwellr2@michigan.gov; msanderson@governor state.ms.us; lauren kintner@nebraska gov; brian@ ; ryan ;
bob.schwaneberg@gov.state.nj.us; dona deleon@gov.state.nj.us; wayne hasenbalg@gov.state.nj.us; marissa.watkins@gov.state.nj us;
valerie.j.harr@dhs.state nj.us; janelcausey  kristacarman@  wstruble@  Craig.w.butler@governor.ohio.gov; Andrew Silvestri;
Katie Altshuler; aparis@state.pa us; jbranstett@state.pa us; jmcallahan@state pa.us; rebmyers@state.pa.us; lgromis ;
bnutt@  nguillemard ; sarah.echols ; twatkins ; lanier swann@mcconnell.senate.gov;
jamieshuster@gov.sc.gov; jim.soyer@state.sd.us; Will.kinzel@mail house.gov; mark.cate@tn.gov; will.cromer@tn.gov; travisrichmond ;

; katyoder 99 ; brandymarty03 ; rspendlove@utah.gov; aisom@utah.gov; bsomers@utah.gov; lizoldroyd@utah.gov;
nthurston@utah gov; jeannemarie.davis@governor.virginia.gov; kristi craig@governor.virginia.gov; Michael.DiSabato@governor.virginia.gov;
keith.gilkes@wisconsin.gov; wendy riemann@wisconsin gov; eric.schutt@wisconsin.gov; ryan.murray@wisconsin gov; Bill.Kloiber@wisconsin gov;
carol.statkus@wyo.gov

Cc: Marie Sanderson
Subject: Today"s Big Story: How Obamacare Sparked Higher Premiums
Date: Tuesday, September 27, 2011 12:28:21 PM

Good afternoon,
Please see below for information from the Republican Policy Committee on the release of the Kaiser Family Foundation annual survey of
employer-sponsored health insurance premiums.  Please let me know if you have any questions.
 
 
Lindsay Russell
Public Policy Advisor 
Republican Governors Public Policy Committee | RGA
1747 Pennsylvania Avenue, NW, Suite 250 | Washington, DC 20006
P: (202) 662-4149 | C: 
 
The most important story in health care today does NOT revolve around the Justice Department’s decision to forego a review by the full
Eleventh Circuit of Obamacare’s individual mandate, thus leading to a likely Supreme Court decision on the mandate next term. (For
more on this story, see articles here, here, and here.)  Rather, it involves the release of the Kaiser Family Foundation’s annual survey of
employer-sponsored health insurance premiums.  The survey notes that “compared to 2010, premiums for single coverage are 8%
higher and premiums for family coverage are 9% higher.  The 9% growth rate in family premiums for 2011 is significantly higher
than the 3% growth rate in 2010.”  In other words, Obamacare isn’t lowering premiums – in fact, premium increases have accelerated
since Obamacare passed last year.
 
As a reminder, candidate Obama said repeatedly his bill would CUT premiums by an average of $2,500 per family – meaning premiums
would go DOWN, not merely just “go up by less than projected.”  The campaign also promised that that those reductions would occur
within Obama's first term.  However, the annual Kaiser Foundation survey of employer-provided insurance found that average family
premiums totaled $12,860 in 2008, $13,375 in 2009, and $13,770 in 2010 and $15,073 this year.  In other words, while candidate
Obama promised premiums would fall by $2,500 on average, premiums have already risen by $2,213 during the Obama
Administration.  (A visual representation of this broken promise – updated to reflect this year’s survey data – is attached below my
signature.)
 
Other conclusions that can be drawn from the Kaiser study:
 
·         You CAN’T Keep Your Current Coverage:  The survey found that only about half (56%) of workers were in plans that pre-date

Obamacare’s enactment.  The loss of employees’ pre-Obamacare coverage is occurring even faster than the Administration’s own
estimates, which concluded half of all employers – and as many as 80% of small businesses – will be forced to give up their current
coverage by 2013.  Just as important, by giving up their pre-Obamacare plans, both employers and employees will be subjected to
costly new mandates that will increase premiums. 

·         Small Business Tax Credit Ineffective:  The percentage of small businesses offering coverage went DOWN by eleven percentage
points, suggesting Obamacare’s temporary small business tax credit has not succeeded in persuading firms to offer coverage (if
anything, the contrary may have occurred).  The survey also found that only 29% of firms with under 50 employees even attempted
to determine if they would be eligible for the credit, and of those, only 30% – or fewer than 9% of all small firms (i.e., 30% of 29%) –
said they definitely planned to claim the credit for 2010 and 2011.

·         New Requirements are Raising Premiums:  Significant percentages of workers were in plans that had to change their services
covered (31%) or cost-sharing requirements (23%) to meet Obamacare’s new preventive service mandates.  These mandates by
definition will raise premiums for plans, as this year’s 9% increase demonstrates.

 
Last year, former Speaker Pelosi famously said we had to pass the bill to find out what’s in it.  Today we have once again found out just
how much Obamacare is failing to live up to the President’s promises.
 
Chris Jacobs
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Health Policy Analyst
Republican Policy Committee
(202) 224-2946
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From: Jacobs, Chris (RPC)
To: Jacobs, Chris (RPC)
Subject: Today"s CBO Unemployment Projections Nearly 50% Higher than Pre-Obamacare Estimates
Date: Wednesday, August 24, 2011 2:42:07 PM

It’s time for another installment examining Obamacare’s rhetoric versus reality, specifically when it
comes to job creation:
 
CLAIM:  “So this bill is not only about the health security of America.  It's about jobs.  In its life it will
create 4 million jobs -- 400,000 jobs almost immediately.”

-- Speaker Pelosi at the White House health summit
 
FACT:  In its release of its August budget update, the Congressional Budget Office significantly
downgraded its employment projections for the economy over the next five years – see the below
spreadsheet providing a quarter-by-quarter comparison of the August 2011 and January 2011
projections.  While quarterly data are not available, in January 2010 – before Obamacare passed –
CBO estimated that unemployment would average 6.3 percent in 2013, and 5.3 percent in 2014. 
That compares with today’s CBO estimates, which project unemployment will average 8.7
percent in 2013, and remain at a stubbornly high 7.9 percent in 2014 – nearly 50 percent higher
than pre-Obamacare estimates.  And once again, today’s CBO report reiterated its prior prediction
that Obamacare will further reduce the labor supply by about 800,000 jobs.
 
Chris Jacobs
Health Policy Analyst
Republican Policy Committee
(202) 224-2946
 

 

January 2011
CBO

Unemployment
Projections

August 2011
CBO

Unemployment
Projections

2012Q1 8.9 8.9
2012Q2 8.5 8.8
2012Q3 8.2 8.6
2012Q4 8.2 8.5
2013Q1 7.9 8.6
2013Q2 7.7 8.7
2013Q3 7.5 8.7
2013Q4 7.4 8.7
2014Q1 7.2 8.5
2014Q2 7.0 8.2
2014Q3 6.7 7.7
2014Q4 6.5 7.2
2015Q1 6.2 6.7
2015Q2 6.0 6.3
2015Q3 5.8 5.9
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2015Q4 5.5 5.6
2016Q1 5.4 5.5
2016Q2 5.3 5.4
2016Q3 5.3 5.3
2016Q4 5.3 5.3
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From: Communications Center
To: Communications Center
Subject: Tough Sales Job
Date: Wednesday, May 23, 2012 12:20:26 PM

Contact:
John Ashbrook 202.228.NEWS
 

Tough Sales Job
Despite President Obama’s Taxpayer Financed PR Campaigns,

Americans Think He ‘Made Things Worse’
 

SEN. MITCH McCONNELL: “The President needs to face facts. Americans don’t want him spending
their hard-earned money trying to spin policies they don’t like.” (Sen. Mitch McConnell, Floor Remarks, 5/23/12)
 

NBC/WSJ Survey: President Has ‘Made Things Worse’
 

Q: “For each of the following, please tell me if you think this is an area that Barack Obama’s approach
has made things better, made things worse or has Barack Obama’s approach not made much of a
difference either way in this area?”
 

Better               Worse              Not Much Difference
Gas prices                                            11                     37                     5
The gap between the rich and poor          17                     31                     50
The budget deficit problem                      17                     47                     33
The division and partisanship in politics   18                     39                     36        
The housing market                               24                     32                     40        
The economic downturn                         31                     37                     29        
The health care issue                             32                     43                     21        
America’s standing in the world               33                     37                     29         (NBC/WSJ Poll, Pg.
14, 5/16-20/12)

 

ObamaCare’s Taxpayer Financed Publicity Campaigns: $40 Million +
 

$20 Million For An ObamaCare ‘National Multimedia Education Campaign’
 

“The Centers for Medicare and Medicaid Services has selected Porter Novelli to launch a national
multimedia education campaign mandated by the Affordable Care Act. The contract is worth $20
million.” (“Porter Picked By HHS To Conduct $20m Campaign,” PR Week, 5/18/12)
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$18 Million For An ObamaCare ‘Glossy Brochure’ That ‘Overstates’ Benefits
 

HHS “spent millions of dollars printing a glossy brochure and mailing it this week to 40 million
Medicare beneficiaries… at a cost of 45 cents each. That adds up to $18,000,000.” (Republicans Criticize
Obama Administration Brochure On Health-Care Overhaul,” The Washington Post, 5/28/10)
 

·         GAO: “…the brochure overstates some of PPACA's benefits.” (Lynn Gibson, GAO, Letter To Reps. Dave
Camp (R-MI) & Wally Herger (R-CA), P.9, 9/9/10)

 

$3.66 Million Spent On Misleading Medicare Ads
 

“The Andy Griffith ad promoting ObamaCare last year cost taxpayers $3.66 million – including
$404,000 in production – according to records obtained from HHS in a FOIA request earlier this year.”
(“Crossroads GPS Launches Collaborative FOIA Site,” Politico, 3/23/11)
 

·         FACT CHECK: “…just as fictional as the town of Mayberry was when Griffith played the local
sheriff.” (“Mayberry Misleads On Medicare,” FactCheck.org, 7/31/10)

 

$1.9 Million Online ‘Campaign,’ Including A ‘Big Guerilla Campaign Splash’
 

“…an estimated $1,908,960 has been spent under the healthcare.gov contract. As such, an estimated
$2,089,968 currently remains.” (Ogilvy’s Margo Gillman, Email To HHS’s Julia Eisman, 2/10/11)
 

·         HHS OFFICIAL: “My gut is that the ones we'd really want to push for would be the evergreen
radio PSAs and the videos, potentially one big guerilla campaign splash in a targeted area.” (HHS’s
Jaime Mulligan, Email To HHS Employees, 12/1/10)

 

More Spent On Millions Of IRS Postcards
                                                                                             

“The IRS … began mailing postcards to more than 4 million small businesses and tax-exempt groups
with information about a provision in the law that provides tax credits for small businesses.” (“IRS Lacks
Clout To Enforce Mandatory Health Insurance,” USA Today, 4/30/10)
 

·         GAO: “Fewer small employers claimed the Small Employer Health Insurance Tax Credit in tax
year 2010 than were estimated to be eligible. While 170,300 small employers claimed it, estimates
of the eligible pool by government agencies and small business advocacy groups ranged from 1.4
million to 4 million.” (“Factors Contributing To Low Use And Complexity,” GAO, P.2, 5/12)

 

The Stimulus’ Taxpayer Financed Publicity Campaign: $26 Million +
 

Over $26 Million In Grants To Ogilvy Public Relations Included In The Stimulus, $18 Million Of Which
Was To Establish A “Publicity Center”
 

·         Project Title: ARRA: Regional Offices; Recipient: Ogilvy Public Relations Worldwide; Award Date:
9/30/2010; Total amount obligated as of 4/25/2011: $8,613,876.00 (“HHS Research Awards,” GAO, Table
1, Pg. 5, 6/14/11)

 

·         Project Title: ARRA Publicity Center; Recipient: Ogilvy Public Relations Worldwide; Award Date:
9/30/2010; Total amount obligated as of 4/25/2011: $17,999,988.00 (“HHS Research Awards,” GAO,
Table 1, Pg. 6, 6/14/11)
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From: Frank Stone
To: Katie Altshuler
Subject: Transition Teams
Date: Tuesday, January 11, 2011 4:27:18 PM

Good afternoon Katie!

 

I will not be on the Health call tomorrow at 10:30am and probably will not make the Human Services

call at 11:30am because I need to see the dentist tomorrow because I broke a tooth today!

 

In the Human Services area I believe an item of top priority should be the adequate funding of the

SoonerStart Early Intervention Program which provides early intervention services to children with

disabilities ages 0-3. I do have background information that I can furnish to you. Additionally, it is my

understanding that Rep. Jeannie McDaniel may be resigning and if Governor Fallin does not want to

reappoint her, Rep. Lee Denney would be a good choice to replace her.

 

In the Health area I believe top priority needs to be given the Health Insurance Exchanges and health

Information Technology.

 

There are three members of the OPERS board whose terms run concurrently with the Governor –

DeWayne McAnally, Steve Paris and Jonathan Barry Forman. As the Insurance Commissioner’s

designee on that board for the past several years I recommend the reappointment of DeWayne

McAnally and Steve Paris.

 

There are also two appointments that will need to be made by the Governor to OSEEGIB and I would

prefer to visit with you by phone or in person about those appointments.

 

 

 

 

Frank P. Stone, ASA, MAAA
Chief Actuary
Oklahoma Insurance Department
(405) 521-2668
frank.stone@oid.ok.gov
 
The contents of this electronic message, including attachments, are transmitted by the Oklahoma Insurance Department, an Oklahoma government
agency according to the Uniform Electronic Transactions Act, 12A O.S. 15-101 et seq. This message is intended for use by the named addressee
only and may contain information that is confidential or private according to state or federal laws. If you have received this electronic message in
error, please notify the sender by a “reply to sender only” message, delete it completely from your computer and maintain confidentiality of the
message. Any unauthorized disclosure,  distribution, or use of the contents of this message is prohibited and subjects the user to penalty of law.
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From: Aaron Cooper
To: Alex Weintz; Denise Northrup; Glenn Coffee; Katie Altshuler
Subject: Tulsa NPR radio - Governor"s Visit Met with Protests
Date: Thursday, March 24, 2011 2:40:43 PM

Governor's Visit Met with Protests

KWGS News (2011-03-24)

TULSA, OK (kwgs) - Protesters greet Governor Fallin as she is scheduled to speak at the Tulsa Country Club. She was addressing
the Oklahoma insurance underwriters.
.
The protesters were upset over her support of House Bill 2130. The measure sets up plans for the health-care exchanges in
Oklahoma. Fallin, when in Congress, voted against the measure and campaigned against it when running for Governor. T

he protesters fear accepting the federal government's $ 54-million will require Oklahoma accept what they call "Obamacare"

One of the protesters at the Tulsa Country Club.

KWGS News photo

http://www.publicbroadcasting.net/kwgs/news.newsmain/article/0/0/1779882/Local..and..Regional/Governor's.Visit.Met.with.Protests
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From: Drobac, Krista
To: Katie Altshuler
Subject: Tulsa on November 3rd
Date: Monday, October 24, 2011 10:14:29 AM

Hi Katie.
 
As we discussed, I’m scheduled to speak to the “Joint Committee on Federal Health Care Law” on

November 3rd in Tulsa.  I’ve been looking at www.okhealthcare.info to get to know the Committee
members and what the committee has been considering.  Seems like the committee will be
supportive of a state-based Exchange.
 
They have asked me to talk about the federal-state partnership and the federal exchange.  Would
you like to have a call before I go there?
 
Krista Drobac
Director, Health Division
Center for Best Practices
National Governors Association, Suite 267
444 North Capitol Street, NW
Washington, DC 20001
Office: 202-624-7872
Cell: 
 

The information contained in this electronic transmission, including any attachments, is for the exclusive
use of the intended recipient(s) and may contain information that is privileged, proprietary, and/or
confidential. If the reader of this transmission is not an intended recipient, or a person responsible for
delivering it to the intended recipient, you are hereby notified that any review, dissemination,
distribution, or copying of this communication is strictly prohibited. If you have received this
communication in error, please immediately notify the sender and delete this message.
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From: Aaron Cooper
To: Alex Weintz; Denise Northrup; Glenn Coffee; Katie Altshuler
Subject: Tulsa world - Fallin, insurance commissioner defend decision to accept money
Date: Thursday, March 24, 2011 2:34:02 PM

Can view pic of protesters at link below

Fallin, insurance commissioner defend decision to accept money  

By RANDY KREHBIEL World Staff Writer - 3/24/2011
Published: 3/24/2011
Last Modified: 3/24/2011  1:50 PM

 

Gov. Mary Fallin and Insurance Commissioner John Doak on Thursday defended Fallin's decision to
accept a $54 million federal grant to implement a state health insurance exchange.

Speaking separately to the Tulsa Health Underwriters Association at Tulsa Country Club, Fallin and Doak
said refusing to act could lead to the federal government imposing such a program.

Asked if the state could afford to implement an exchange without the federal money, Fallin said, "No,
We have a $500 million hole in our budget."

Doak, who campaigned almost exclusively on his opposition to last year's federal health care legislation,
said he was "very proud of the position (Fallin) she took."

Fallin said she remains opposed to the federal reform and hopes it will be reversed.

About a dozen protesters opposed to the grant picketed outside the club's main gate.

http://mobile.tulsaworld.com/adtracker.aspx?s=/article.aspx
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From: Prieto Johns, Nicole S.
To: Katie Altshuler; Cox-Kain, Julie
Cc: Andrew Silvestri
Subject: Tulsa World Article: Health Care Committee
Date: Monday, November 28, 2011 12:48:46 PM

Committee still undecided on health care exchange
11/22/2011 by Wayne Greene -- The Tulsa World ---- 

Oklahoma needs to build a health insurance exchange - a key element in complying with

the federal health care law - a majority of the members of the legislative panel studying

the issue say.

The Joint Committee on Federal Health Care Law adjourned its final hearing last week

without taking a position on the key issue. Committee leaders said they were going to

survey members and come up with recommendations to legislative leaders and the

governor by mid-December.

The Tulsa World polled the members by telephone last week and found that at least 10 of

the 12 favor a state exchange of some sort.

The majority favor an exchange that will comply with federal requirements.

Two other members said they were undecided on the issue.

"I do know that we're going to do some sort of an exchange," said Sen. Bill Brown, R-

Broken Arrow. "We would be irresponsible if we didn't do something."

The Oklahoma Legislature tried three times to pass exchange legislation last year, but

internal division within the Republican Party killed the process each time.

Under the federal health care law - currently being challenged before the U.S. Supreme

Court - every state has to build an exchange or have one imposed on it by the federal

government.

Sen. Gary Stanislawski, R-Tulsa, one of the co-chairmen of the committee, said he is

ready for the state to build an exchange for small businesses, but he doesn't want the

state to build an exchange to deal with individual health insurance purchasers or Medicaid

patients.

Without an individual exchange, there would be no state-operated place for Oklahomans

to take advantage of federal tax credits to underwrite health insurance costs.

Stanislawski said federal officials have said they are willing to be flexible on the issue and

he would like to test that position.

His preference is for the state to set up the legal framework for an exchange and wait in

hopes that the U.S. Supreme Court or the national elections of 2012 solve the issue by

overturning the federal health care law.

If the federal government imposes an exchange on the state, Stanislawski said the state's

laws would restrict key issues of how it would operate.

Rep. Glen Mulready, R-Tulsa, the committee's other chairman, said he largely agrees with
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Stanislawski, especially in hoping that the Supreme Court or the election of 2012 will

make the issue moot.

However, he said he is "still wavering" on whether the state can afford not to set up an

exchange for individuals and Medicaid patients for fear of a federal takeover of the

process.

The Supreme Court case centers around one part of the federal law - the so-called

individual mandate, which requires people to have health insurance.

Even if the individual mandate is declared unconstitutional, chances are the rest of the

law, including the exchange requirement, will survive, said Rep. Doug Cox, R-Grove, one

of two physicians in the Oklahoma Legislature.

"We have to be prepared to move forward," Cox said.

"I'd rather see Oklahoma form an exchange, rather than allowing the federal government

to come in and do it," he said.

"At least we'll have some input into it and have some ownership of it."

Cox said it will be difficult to get an exchange passed through the Legislature because

many people, especially conservative Republicans, equate building an exchange with

agreeing to "Obama-care," the derisive term used by opponents to refer to the health

care law.

The state faces a realistic deadline of having legislation in place by April to avoid a federal

exchange, meaning that a bill not only would have to pass the Legislature but also do so

by a supermajority needed to pass an emergency clause - a daunting challenge for a

proposition that divides the majority party.

Cox said his emails are running 10-to-1 against an exchange.

Sen. Brian Crain, R-Tulsa, said a transitional period in legislative leadership will also make

passing an exchange bill more difficult this year, but it is still necessary.

"If we do not as Oklahomans put together a policy that fits for Oklahoma then we're

going to be left with something that the federal government forces upon us and will make

us less competitive than our sister states that try to be proactive about it," Crain said.

Brown, rated as the third-most-conservative member of the Senate by one group, said

legislators need to do what is needed, despite opposition from tea party groups.

"You have to do what's right for the people of Oklahoma, and you can't look at a certain

group that's fighting you tooth and toenail and saying if you do this we're going to

campaign against you, and we're going to put somebody else in your job," he said.

"My response is: I wasn't looking for a job when I found this one."

U.S. Sen. Tom Coburn's apparent support for an Oklahoma exchange will be helpful in the

fight, Brown said.

The committee's chairmen, Mulready and Stanislawski, met with Coburn for an hour last

week on the issue, and Mulready said Coburn encouraged the state to build a small

business exchange.

"Dr. Coburn may be the most conservative senator in the Congress," Brown said. "If he's
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coming out and saying that, we'll be able to handle any pushback that we get."

Rep. Jeannie McDaniel, D-Tulsa, said members of the committee have been bombarded

with emails from business leaders in recent days urging them to build an Oklahoma-style

exchange.

McDaniel, who has always favored a state exchange, said the business leaders might give

lawmakers enough political cover to get an exchange passed this year.

Rep. Jason Nelson, R-Oklahoma City, also says the Legislature will have to pass some

sort of free market-based health insurance exchange.

Nelson said he despises the federal health care law, thinks it is unconstitutional and

unworkable and hopes that it is killed by the Supreme Court or Congress; but until it is,

Oklahoma must comply, he acknowledged.

"Nullifying it doesn't work. You can ask the Southern states about that. You can't just go

your own way," he said.

Sen. Cliff Aldridge, R-Midwest City, sounded a similar note.

"I think we have no choice but to do it," he said. "It's not an option: Either establish (an

exchange) or the feds will."

Sen. Sean Burrage, D-Claremore, the incoming Senate minority leader, said the state

needs to build its own exchange, but he is frustrated by the time the Legislature lost last

year and that Gov. Mary Fallin rejected a $54 million federal grant to build an exchange

after initially accepting the money.

"I hate the time that was lost," Burrage said. "It is $54 million that we don't have now.

So the way I see it, we are $54 million in the hole as we start out."

Rep. Danny Morgan, D-Prague, said he favors a state exchange.

"I am very much in favor of developing our own exchange versus allowing the federal

government come figure out what's best for Oklahoma," Morgan said.

A staff member for Sen. John Sparks, D-Norman, said he had missed several of the

committee's meetings and he would defer comment to Burrage.

Rep. Randy Grau, R-Edmond, said he also is undecided on the issue.

Grau said he can see the logic of the state's wanting to control its own destiny in

designing an exchange, if there must be one, but Oklahoma voters have made it clear

that they don't want anything to do with "Obamacare."

"My preference at this point is that every single part of the federal health care law go

away," Grau said.

"I want to know what all of the options are," he said. "We have by no means identified or

explored all of the options.

 
 

S. Nicole Prieto Johns, MPA | Planning / Project Manager | Health Planning & Grants Office  | Oklahoma State
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Tulsa World says Sooner Tea Party 
Forces Expected to Hold 

One Quarter of the House Seats in 2013 

This will be a short newsletter this week. Not a lot going on and 
everyone is exhausted after cranking out three newspapers and 
delivering to 90,000 voters last month. The next newspaper should 
be hitting Tulsa and Oklahoma City the third week in July to educate 
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voters for the runoff races and candidates facing an opponent in the 
General election. 

The Oklahoma Tenth Amendment Center's rally was held on Saturday 
but the turnout was less than expected. We didn't support the rally 
for several reasons, first that this is not the time to hold a rally after 
seeing participation dwindle over the last three years. Low numbers 
embolden the politicians that are trying to ram this down our 
throats. 

The second reason, and the most important, is that after three years 
we have learned that rallies dent do anything except allow people to 
blow off steam without doing anything productive. Had the same 
three hundred to six hundred (according to attendees, not the media) 
people gotten involved in the primary races to put the fear into those 
politicians that would have made a difference. 

The good news though is that what we are doing is working. The 
hard, grinding work of focusing on exposing the voting records of the 
bad politicians and helping educate voters on those new candidates 
that challenged the incumbents caused the legislators to vote much 
better in this last session. Not perfect by any means, but far better. 
We killed the 300 million dollar bond debt bills and killed the Obama 
Care bills shortly after the presidential primary. We won a 
Congressional primary and several House and Senate primaries and 
helped others make it to a runoff vote. 

Re read those comments from Professor Keith Gaddie in last week's 
newsletter: we won that primary vote by forcing the incumbents to 
talk about our issues and forcing them to the right during the 
legislative session. 

The Tulsa world did an excellent article on the incoming Speaker of 
the House, TW Shannon. The reporter opened with these comments: 

"They agree on one point- the tea party hasn't peaked in its 
influence in the Legislature. While incumbent Republicans turned 
back high-profile tea-party challenges, tea-party candidates did very 
well in open seats in the recent GOP primary. After the November 
election, it's reasonable to expect the tea-party coalition in the state 
House to have about a quarter of the seats. " 

Remember back to when we started the Sooner Tea Party; we had 
only ten to fifteen legislators on our side, now we are expected to 
have one quarter of the House in our camp for the 2013 legislative 
session. Couple that with the conservative Democrats and we will 
have a good chance of forcing the RINOs to vote according to how 
they ran for office. 

The story does miss the point on the failure of the income tax 
reduction, the Senate plan was deeply flawed, favored only the 
richest Oklahomans and actually raised taxes on over 400,000 
Oklahomans. The defeat of the income tax "reduction" was a victory 
for the Tea Party forces not gridlock where nothing was 
accomplished. It was the third defeat of the State Chamber forces in 
2012 after Obama Care and the 300 million in new bond debt. 

The article points out the fine line that Speaker Shannon will have to 
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walk but it forgets that the only path forward for Shannon is to allow 
legislation that has the support of the Sooner Tea Party forces, the 
conservative Democrats, and that lines up to what the State Chamber 
forces ran for office on. Any special interest legislation is dead on 
arrival next year if we maintain our program of exposing voting 
records. The game has changed, last week the Oklahoman 
acknowledged our influence, this weekend the Tulsa World admitted 
it, and even the RINOs know it, perhaps they more than anyone. 

Our challenge for now is to remember that we still have five months 
to influence the RINOs by making them pay for their bad votes in 
2010 and 2011. If we don't have a good Republican candidate then 
we expose the voting record of the incumbent, whether they lose or 
win they will remember that voting against the public good has 
repercussions. 

We are doing well here in Oklahoma. Our group has attracted a lot 
of jealousy because of our ability to make an impact but also because 
we are the group the media looks to for their stories. We don't 
thrash around blindly, wasting resources and time with useless 
meetings and rallies; we focus strictly on forcing Republicans to 
keeping their campaign promises. No other group comes close to 
raising money like we do for our projects; no other group has the 
entire House and Senate reading their newsletter on Sunday night. 
No other group has put together the political training and 
infrastructure needed to help candidates take on the incumbents. 
And no other group understands the reality of politics which is why 
we have become a force to be reckoned with. 

Interesting Times Ahead 

Back in March President Obama issued an Executive Order that gives 
an unprecedented level of authority to the President and the federal 
government to take over all the fundamental parts of our economy in 

3848



the name of national security. This means all of our water resources, 
construction services and materials (steel, concrete, etc.), our civil 
transportation system, food and health resources, our energy 
supplies including oil and natural gas - even farm equipment - can 
be taken over by the President and his cabinet secretaries. The 
Government can also draft U.S. citizens into the military and force 
U.S. citizens to fulfill "labor requirements" for the purposes of 
"national defense." No Congressional oversight, only briefings are 
required. 

As President and Commander in Chief of the Armed Forces, he has 
the Constitutional authority to issue executive orders. And while 
similar orders have been made before by recent presidents they 
were usually boiler plate updates to plans set on the shelf incase of 
all out war. 

The first Executive Order was issued by Washington and set aside a 
day of Thanksgiving, not our traditional Thanksgiving Day which 
didn't come into law until 1986 during the Lincoln administration. A 
benign enough use of presidential power to enact law I suppose but 
soon after came another Executive Order, called a Directive at the 
time, which forbade U.S. citizens from trading with belligerents in a 
war between England, Prussia, Austria, and Sardinia. The U.S. 
Constitution gives the president the power to enact rules and issue 
orders to enforce legislation passed by Congress but the power to 
make law is reserved to Congress alone. As there was no law 
passed by Congress refraining citizens from trading with belligerents, 
allowing Washington to do so was patently unconstitutional. 

Presidential orders are supposed to be valid only within the Executive 
branch, or as pardons, or when needed to carry out a statue passed 
by Congress. Thankfully for our country other presidents realized 
that the issuance of Executive Orders past those boundaries was 
unconstitutional so the precedent set by Washington and the first 
Congress remained unused until the Lincoln administration. 

Upon the succession of South Carolina Lincoln began using Executive 
Orders to run the country in preparation for war as Congress was not 
in session at the time. Rather than convening Congress, Lincoln ran 
the country and the war effort single handily for two and a half 
months. When Congress did convene, they rubber stamped all that 
Lincoln had done, and the Supreme Court ruled later that presidential 
war powers were constitutional to put down a rebellion or to thwart 
an invasion. Lincoln went much further, suspending Habeas Corpus 
on the East Coast, ignoring a Supreme Court decision a month later 
that called the act unconstitutional. 

Lincoln went even further, arresting a dozen Maryland state 
legislators to prevent them from voting for succession, denying the 
use of the postal system to newspapers that didn't support Lincoln, 
he even seized the salary of a Federal Judge and placed military 
guards at the judge's home after the judge sent a letter saying that 
rebel forces might capture Washington D.C.. Secretary of State 
Seward had over 800 citizens arrested during the war and Secretary 
of War Stanton arrested over 13,000 citizens during the war. Starting 
in 1862 U.S. Marshals were ordered to arrest and imprison anyone 
that was against the war or was disloyal to the war effort and try 
them in military courts. 
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In April 1863 Ohio gubernatorial candidate Vallandigham was arrested 
for giving two speeches critical of President Lincoln, then tried and 
convicted by a military tribunal and sent to prison. After losing an 
appeal in District Court, the Supreme Court refused to hear an appeal 
and Vallandigham was banished to Confederate territory. Several 
years after the war the Supreme Court ruled that Lincoln had acted 
unconstitutionally by prosecuting civilians in military courts when civil 
courts were operating, proving that the Supreme Court would restrain 
presidential war powers after the war was over. 
Lincoln admitted that his acts were unconstitutional in a letter to a 
Kentucky newspaper: 

"I felt that measures otherwise unconstitutional might become lawful 
by becoming indispensable to the preservation of the Constitution 
through the preservation of the nation. II 

Again in 1917 Woodrow Wilson charged over 2,000 citizens for 
opposing the war and convicted more than half of them with the 
Supreme Court ruling the arrests constitutional. 

In a unanimous Court decision rejecting an appeal, Oliver Wendell 
Holmes wrote: 

"When a nation is at war many things which might be said in time of 
peace are such a hindrance to its efforts that their utterance will not 
be endured so long as men fight. .. No court could regard them as 
protected by constitutional right. II 

After the war was over Wilson's Attorney General continued a series 
of raids, arrests, interrogations, and deportations of suspected 
anarchists and communists after some bombings or for distributing 
pamphlets opposing the U.S intervention in the Russian civil war. 

Before the start of WWII Roosevelt had taken his lessons from 
Lincoln and Wilson, ordering U.S. forces to attack German 
submarines or surface craft and secretly authorizing warrantless 
wiretapping inside the United States even after his Attorney General 
advised that the wiretaps were illegal. 

_"I am convinced, II Roosevelt told Attorney General Robert Jackson, 
"that the Supreme Court never intended any dictum ... to apply to 
grave matters involving the defense of the nation. It would be too 
late to do anything about it after sabotage, assassinations and fifth 
column activities are completed. II 

Roosevelt went on to imprison over 100,000 American citizens of 
Japanese heritage causing his Attorney General, Francis Biddle to 
comment: 

"I do not think he was much concerned with the gravity or 
implications of this step .... What must be done to defend the country 
must be done. Nor do I think that the Constitutional difficulty 
plagued him. The Constitution has not greatly bothered any wartime 
President. That was a question of law, which ultimately the Supreme 
Court must decide. And meanwhile - probably a long meanwhile -
we must get on with the war. II 
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Entire industries and industrial plants were seized when labor 
disputes arose if there was any concern of impeding the war effort 
both in WWII and the Korean War. 

The bottom line is that the Supreme Court has given wide latitude to 
presidents in t ime of actual wars and there is no reason to believe 
that the Obama administration would worry any more about the 
Constitution than did Wilson, Roosevelt, Truman, Eisenhower, 
Kennedy, or Nixon. This type of Martial Law imposes a government 
takeover on U.S. citizens that is typically reserved for national 
emergencies, not in a time of relative peace but the unknown piece 
of the puzzle is how far the presidential war powers can be stretched 
during an Iraq or Afghanistan type war. 

Oklahoma legislators should stand ready to fulfill their constitutional 
duty to force the federal government to restrict itself to following the 
Constitution. We saw the REAL ID act fail and be rescinded after 26 
states banded together. They need not foster armed rebellion, state 
laws nullifying unconstitutional federal laws, even resolutions passed 
at the state level are powerful weapons to force the feds to back 
down as are lawsuits against the federal government. Past that, 
applying pressure on state Congressional delegations to get Congress 
to defend their process in the checks and balance system is crucial. 

Many believe that the end of 2012 is going to be an anxious time for 
our country. Will Obama step down if defeated? Is ACORN already 
at work preparing to influence the outcome of the election? Will 
these executive orders be used after a manufactured emergency or 
an instigated terror attack to prevent the normal transfer of power? 
As we can see from the history of our nation and from the Obama 
Care decision, we can't count on the Supreme Court to solve our 
political problems that is ultimately based in the refusal of the vast 
majority of our citizen's refusal to participate in the process. 

Must We Really Get Busy Creating the 
Health Insurance Exchange? 

By Ms PM 
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So says this article from newsok.com that you can read here. 

No, not so fast. Coming from a leftie newspaper you can't expect 
them to run an article like this without telling everyone what to do. 
They are such good little minions of the Obama/ Chambercrat Party. 

According to the article, the reason these conservatives they speak of 
did not go along with this law before was because they were miffed 
at Obama. 

First lie ... the un-spun reason was loud and clear to all of those not 
so conservative conservatives when the people of Oklahoma began 
reaming their butts. This happened on more than one occasion, and 
why, because they wouldn't accept no for an answer from citizens. 

The second lie in three parts ... 

"Governor Mary Fallin and Republican leaders in the House and 
Senate--a// of them staunch conservatives by any yardstick had 
agreed on a proposal. Then some Senators protested, citing concerns 
about federal red tape but mostly making the point that accepting 
the grant was the same as endorsement of Obama Care." 

The first part of this lie is that the folks at this newspaper typically 
call staunch conservatives "right wing radicals." The elite they speak 
of are RI NOS or Chambercrats. The second part of this lie was that 
Missy Fallin got her butt reamed by the people as well, and her only 
choice was to give the money back or crash and burn. They got part 
of the third part of the lie correct by saying those in favor of the 
exchange drew challengers at the ballot box. The rest of the truth is 
that it wasn't only because of their stance on the exchange; it had a 
lot to do with their record of lefty votes on other bills. 

The article also states that Oklahoma can't bank on Romney winning 
or Republicans gaining a majority in both houses. We can't bank on 
not getting run over by a honey dipper truck either, but it's the 
chance you take. Does it really matter where the crap comes from 
when you will be covered in it? 

In this article from CapitoiBeatOK states that Twelve U.S. 
Senators and 61 members of the U.S. House have written every 
governor here in the good ole' USA and this includes our governor. 
Oklahoma representatives include Tom Coburn and James Lankford. 
You can also read a copy of the letter sent to all governors in this 
article. 

This article http:/ /newsok.com/ insure-oklahoma -eyed-for-exchange
by-some-lawmakers/ article/3690399 
states "Insure Oklahoma" as a likely or logical place for the state to 
implement the Oklahoma exchange. 

This article goes over all t he tax hikes that are in Obama Care. 
Particular interest was the exemptions of those taxes for people not 
buying health insurance to be determined by HHS. 

Senator Patrick Anderson of Enid has asked Governor Fallin not to 
implement Obama Care. Are there any other Oklahoma Senators 
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that would like to take a stand? Governors Bobby Jindal in 
Louisiana, Chris Christie in New Jersey, Rick Perry in Texas, Scott 
Walker in Wisconsin, Rick Scott in Florida and Nikki Haley in South 
Carolina have also said they will not implement this anti-American 
beast. 

Governor Fallin is the "staunch Republican" the first article speaks of, 
merely because their definition doesn't come close to what a 
Republican truly is. One can only wonder what flavor her dance will 
smell like when she pinches her cheeks together to squeeze under 
this conservative yardstick to hide out. 

You can contact her office at 405 521-2342 
or Fax at 405 521-3353 

Please light up her lines like the Fourth of July. 

Tulsa Metro Chamber Demands 
One Third of a Billion Dollars in Tax 

Increases 
The Tulsa Metro Chamber is a private organization that gets millions 
of dollars from Tulsa taxpayers but now it wants voters to approve a 
$329.4 million tax increase. After being stymied at the Capitol this 
year they turned their sights on enacting corporate welfare at the 
county level. 

The Chamber quotes a Cole, Hargrave, Snodgrass & Associates 
survey that "job creation" is the most important issue in the minds of 
Tulsa citizens and claims that 15,000 people in the Tulsa metro area 
work in aerospace and that many of these jobs are "high paying". 
Specifically the Tulsa Chamber wants hundreds of millions of tax 
dollars spent on the industrial complex on the east side of the Tulsa 
International Airport. 
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The City of Tulsa and the Tulsa Airport Authority owns the 639 acres 
and leases buildings and land to private companies. Over six million 
square feet of building space holds 11,000 workers. They are asking 
for tax money for heating and air conditioning, roof 
repair/replacement, electrical work, parking lot repair, hangar 
modifications, utility lines, environmental upgrades, and building 
demolition. The report claims that future aircraft fleets will bring in 
enough work to justify the upgrades. 

Part two of the Tulsa Chamber one third of a billion dollars in new 
taxes is for a slush fund for "job creation" another term for corporate 
welfare funneled to Chamber of Commerce members. 
The Tulsa Chamber claims that the third of a billion in tax money 
would make Tulsa competitive for global business and increase sales 
tax growth. 

Uh, building leases don't pay sales tax. 

Second, what kind of business can pay high wages yet can't afford 
lease payments that cover maintance of the buildings? 

The deadline to put a tax increase on the Nov. 6 ballot is in August 
so contact your Tulsa County public officials and demand that this 
third of a billion in new taxes gets defeated before it is put on a 
ballot. 

Important dates to remember 

Aug. 28: Runoff election 
Aug. 3: Last day to register to vote in runoff 

Aug. 22: Last day to request absentee ballot for runoff 

Aug. 24-25, 27: Early voting for runoff 
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Nov. 6: General election 
Oct. 12: Last day to register to vote in general election 

Oct. 31: Last day to request absentee ballot for general election 

Nov. 2-3, 5: Early voting in general election 

Here are all the House members in two fifty member 
blocks of email addresses. Use Bee in your email 
address header and email fifty of them with one email 
yet they won't know who else got the email. 

Here are the State Senate email addresses in one block: 

Who is my state representative and my state Senator? 
Click here to find out 

Here is the Senate Directory 

Here is the House Directory 

Rem 
ember to strip the unsubscribe link before forwarding 
this newsletter to prevent someone from taking you off 
our list! Use our forward this email link at the top of the 
newsletter to prevent being accidently unsubscribed. 

Money is always needed for printing costs, postage, sign 
materials, and robo call costs. We are tightfisted; we 
will spend your hard earned money wisely and frugally 
as we do our very best to clean up Oklahoma politicians 
so we can begin to clean up our country. 

You can donate by sending a check to Sooner Tea party, 
358 North Rockwell Ave, Oklahoma City, OK, 73127 or 
visit Soonerteaparty.org and use the Paypal donation 
button. 

Unsubscribe I Change Profile 
Powered by YMLP 
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From: Jacobs, Chris (RPC)
To: Jacobs, Chris (RPC)
Subject: Two GAO Reports Demonstrate Obamacare"s Shortcomings
Date: Thursday, June 30, 2011 3:52:18 PM

Over the past 24 hours, the Government Accountability Office released two separate reports
illustrating the problems and shortcomings inherent in Obamacare.  The first report highlighted the
Internal Revenue Service’s role in implementing the law; a chart on pages 57-62 highlights 47
separate Obamacare provisions the IRS is charged with implementing.  (Remember, under
Obamacare, you can’t spell insurance without I-R-S…)  The report also noted that a reliable cost-
estimate for all of IRS’ work implementing Obamacare does not exist.  This fact raises several
questions:
 

·         How can the IRS implement the law properly if they don’t know how much it will cost to do
so?

·         Why should IRS and other agencies within the Administration have access to a $1 billion
implementation “slush fund” without first providing reliable independent estimates of the
full cost of implementation?

·         Why did the Treasury Department spend taxpayer funds to send out millions of postcards
highlighting the law’s “benefits” ahead of the November 2010 elections without first
establishing an implementation budget?

·         Has anyone seen HHS release its own cost of Obamacare implementation?  At least the IRS
included a detailed budget justification delineating all the employees (over 1,000) needed to
implement the law.  HHS couldn’t even provide that much transparency.

 
Even as one GAO report raised questions about how IRS is spending taxpayers’ money on
implementing Obamacare’s coverage expansions, another report illustrated how “having coverage
does not ensure that a beneficiary can access physicians and needed services.”  Specifically, GAO’s
survey of physicians (no, not a secret survey) found that children in Medicaid have LESS access to
physicians than children covered with private insurance:
 

·         While nearly four in five (79%) of physicians are accepting ALL new children with private
insurance, fewer than half (47%) of physicians are accepting all new children enrolled in
Medicaid.

·         In at least one metric, the uninsured had BETTER access than Medicaid patients:  Doctors
were MORE likely to be accepting all new uninsured children (55%) than to be accepting
all new children enrolled in Medicaid (47%). 

·         More than three times as many children with Medicaid (84%) had difficulty receiving access
to specialist care when compared to children with private insurance (only 26%).

 
Taken together, the two GAO studies paint a grim picture – federal bureaucrats are spending
significant amounts of money to implement massive coverage expansions, but those coverage
expansions do not ensure patients will have access to care.  It’s another example of how the 2,700-
page health care law fails to deliver.
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Health Policy Analyst
Republican Policy Committee
(202) 224-2946
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From: Jacobs, Chris (RPC)
To: Jacobs, Chris (RPC)
Subject: Two Questions on Contraceptive Mandates
Date: Friday, December 02, 2011 8:47:45 AM

Liberal groups continued last week to push back against any attempt to expand conscience
protections for faith-based organizations.  At issue is a new Obamacare-related mandate that all
insurance plans provide contraceptive coverage, and proposals being discussed that would allow
groups such as Catholic hospitals and other faith-based organizations an exemption from the
coverage mandate, which violates their religious beliefs.  The Washington Post reported that the
White House held a follow-up call with eight senators last week regarding the issue.
 
There are two very practical questions related to the conscience exemption that pro-choice
advocates need to address.  The first relates to coverage:  Would pro-choice groups prefer more
Americans lose health insurance altogether rather than see some individuals not have their
health insurance cover contraception?  The question is not an academic one.  Without a broader
exemption, many faith-based organizations would have to choose between offering their own
health insurance plans and violating their religious beliefs – and as a result, some may choose to
stop offering their employees health insurance coverage to preserve the tenets of their faith.  Such a
decision means that many Americans could lose their health coverage until Obamacare’s coverage
expansions take effect in 2014 – all because some pro-choice groups would rather see individuals
lose coverage altogether rather than maintain an insurance policy that does not meet their
preferred policy outcome.
 
Second, the Post piece quoted Planned Parenthood as stating the out-of-pocket charges for
contraception total $20-30 per month.  This raises another, purely financial, question:  If liberal
groups believe low-income individuals cannot afford to pay $20-30 per month for contraceptive
treatments, then why does Obamacare FORCE these same low-income groups to spend hundreds
of dollars a month on health insurance?  For instance, according to the Kaiser Family Foundation’s
subsidy calculator, a 30-year old single female making about $30,000 annually would spend about
$193 per month to buy “government-approved” health coverage in 2014.  So if pro-choice groups
believe a $20-30 monthly cost for contraceptive coverage is unaffordable, then why do they support
Obamacare imposing a cost of ten times that amount (or more) on the same populations, because
the federal government is forcing all individuals to purchase a product for the first time ever?
 
Chris Jacobs
Health Policy Analyst
Republican Policy Committee
(202) 224-2946
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From: Jacobs, Chris (RPC)
To: Jacobs, Chris (RPC)
Subject: Two Thoughts on Yesterday"s Court Ruling
Date: Friday, September 09, 2011 2:02:08 PM

As has been reported elsewhere, the Fourth Circuit struck down two lawsuits against Obamacare
yesterday, on procedural and standing grounds.  Most of the rulings’ discussion involved procedural
and standing issues, as might be expected, and therefore did not examine the merits of the
mandate.  But there are two points worth noting from the opinions.
 
First, one judge in the Liberty University case filed a concurring opinion, arguing that the court
should dismiss the case on procedural and standing grounds, but adding that, on the merits, he
would uphold the mandate as a constitutional tax.  The justification of the mandate as a tax relied in
part on this footnote on page 59 of the ruling:
 

The fact that Congress considered it necessary to exempt the individual mandate exaction
from some traditional tax collection procedures like criminal liability and liens evidences that
the exaction is a tax.  26 U.S.C. § 5000A(g)(2).  Otherwise, there would be no need to except
the exaction from some of the standard tax collection procedures, which otherwise apply.

 
In other words, because Congress made the mandate look LESS like a tax – by calling it a
“penalty,” and by prohibiting criminal enforcement and the filing of tax liens – the mandate is
therefore a tax.  Given this tortured logic, it perhaps isn’t surprising that this concurrence is an
anomaly, thus far the only opinion among more than one dozen judges – at both the district and
circuit court levels, and among judges appointed by Republican and Democrat Presidents – to
conclude the mandate is in fact a tax and not a penalty.
 
Second, another judge in the Liberty case filed a dissent, arguing that the court should hear the case
on the merits and affirm the mandate on commerce clause grounds.  The interesting element here is
one argument he made to hear the case NOW, rather than waiting until after 2014 – as the majority
argued – to determine whether the mandate lawsuits are justified:  “Leaving the constitutionality
of the Act unsettled would seem likely to create uncertainty in the health insurance and health
care industries, which might depress these major sectors of the economy.”  That sentiment
equally applies to the uncertainty facing all businesses about what their expenses might be as
Obamacare’s new regulations raise costs for business.  Regardless of where one stands on the
merits of the mandate, stopping the uncertainty for business over Obamacare is an appropriate
sentiment at this time of economic turmoil – one the Justice Department will bear in mind as it
decides, hopefully sooner rather than later, whether and how to appeal last month’s ruling
overturning the mandate.
 
Chris Jacobs
Health Policy Analyst
Republican Policy Committee
(202) 224-2946
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From: Marie Sanderson
To: Marie Sanderson; Marie Sanderson; vmariethomas
Cc: Cindy.Sims@alaska.gov; john.katz@alaska.gov; russ.kelly@alaska.gov; lgromis ; macarter32

RSerote@az.gov; Adam.nordstrom ; brian.mcmanus2 ;
JohnPatrick.Walsh ; Rob.Jakubik  bfulenwider@georgia.gov;
ehames@georgia.gov; brandymarty03 ; chiproytexas ; dhiowa ;
jabot10 ; janelcausey ; jboeyink34 ; travisrichmond ;
wkloibe ; David.Hensley@gov.idaho.gov; jkreizenbeck@gov.idaho.gov;
Tammy.Perkins@gov.idaho.gov; Andrew Silvestri; Katie Altshuler; JamieShuster@gov.sc.gov;
tedpitts@gov.sc.gov; hedgcockm@gov.state.la.us; bob.schwaneberg@gov.state.nj.us;
Dona.DeLeon@gov.state.nj.us; marissa.watkins@gov.state.nj.us; Wayne.Hasenbalg@gov.state.nj.us;
Honor.Ingels@governor.alabama.gov; Candice Whitfield; eric.finkbeiner@governor.virginia.gov;
Jeannemarie.Davis@governor.virginia.gov; kristi.craig@governor.virginia.gov;
Michael.DiSabato@governor.virginia.gov; sirena.ramirez@guam.gov; debbie ; griffin ;
wstruble  wags@la.gov; Renee.Fargason@laspbs.state.fl.us; kristacarman ;
Will.Kinzel@mail.house.gov; mary.mayhew@maine.gov; brandi white@mcconnell.senate.gov;
Lanier Swann@mcconnell.senate.gov; blackwellr2@michigan.gov; chadderdona@michigan.gov;
mcbrideb@michigan.gov; muchmored@michigan.gov; tomichz@michigan.gov; brian@ ;
ryan ; nguillemard ; sarah.echols ; Mike Schrimpf; Lindsay Russell; Seth
Levey; ts ; Bkanzeg ; aparis@state.pa.us; jbranstett@state.pa.us;
jmcallahan@state.pa.us; ktartaglia@state.pa.us; rebmyers@state.pa.us; Jim.Soyer@state.sd.us;
MKennicott@  Mark.Cate@tn.gov; Will.Cromer@tn.gov; Bnutt ;
RSPENDLOVE@utah.gov; bill.kloiber@wisconsin.gov; Carol.Statkus@wyo.gov; michelle.dynes@wyo.gov;
katyoder 99  pjpgator  ,; Moore, Brian, GOV; lauren.kintner@nebraska.gov

Subject: TX info on SS income disregard
Date: Sunday, June 26, 2011 11:20:24 PM

All- Below is information provided by Texas per our request for them to share with us guidance
regarding their efforts to calculate the impact of the SSI income disregard reported last week. Thanks
to Billy, Katherine, Chip, Erica and Rick in Texas for their work.

The method TX HHSC used to estimate the impact of the Social Security income disregard is based on
the reports in the press that this disregard could result in about 3 million individuals could gain Medicaid
eligibility in 2014.

HHSC staff examined the March 2010 Current Population Survey data and determined that about 9% of
these 3 million individuals would reside in Texas.  This was roughly Texas’ share of the population
based on age and income.  This analysis yielded about 270,000 individuals in 2014.

In keeping with previous estimates of the impact of PPACA on Texas, the affected population was
grown 2% each year.

Staff determined the monthly per member cost from several sources, including monthly costs for our
Medicaid program looking at our Aged, Disabled and Blind population and state employee actuarial
tables.  HHSC determined that $950 per member per month was a reasonable monthly cost for this
member of this age group (early retirees age 57-62).  In Texas this figures was derived from averaging
the month cost from two Medicaid risk groups (the Aged & Medicare Related risk group and the
Disabled & Blind risk group).

As with our previous model of the impact of PPACA to Texas, the monthly cost was grown 6% each
year.
HHSC staff assumed that this population would be considered an expansion population under PPACA, so
the enhanced FMAP figures were applied.  State fiscal impact was based on 100% FFP 2014, 2015 and
2016; 95% in 2017; and 94% in 2018.

Marie Thomas Sanderson
Republican Governors Public Policy Committee (RGPPC)
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From: Jacobs, Chris (RPC)
To: Jacobs, Chris (RPC)
Subject: Update: 8,700 Pages of Obamacare Regulations
Date: Monday, July 18, 2011 11:47:25 AM

Over the past few weeks, several folks have asked for an updated count of the number of pages of
regulations the Administration has released.  Through today, that count totals 8,700 pages of rules
and Federal Register notices related to Obamacare.  That’s an increase of more than 2,100 pages
since the one-year anniversary in March.  And it doesn’t even include regulations not yet formally
published in the Federal Register, like the massive Medicare physician fee schedule and the co-op
regulations released in draft form this morning.
 
And of course, it’s not just paper that’s the problem – it’s the bureaucracy and confusion as well.  As
we’ve previously documented, the law creates 159 new bureaucracies, boards, and programs –
which will produce more mandates for businesses to follow, and intrude on Americans’ personal
relationships with their physicians.  Just diagramming how the measure “works” has proved a
nightmare, whether it comes to the whole law, or even a portion of it (like the bureaucratic hoops
small businesses must go through to obtain tax credits). 
 
At a time when our nation faces continued sluggish growth and record unemployment, it’s
unfortunate that the damaging regulations and mandates released by the Administration to
implement Obamacare will harm the American economy and job-creating businesses.
 
Chris Jacobs
Health Policy Analyst
Republican Policy Committee
(202) 224-2946
 

3861



From: Marie Sanderson
To: Marie Sanderson; Marie Sanderson; vmariethomas
Cc: Cindy.Sims@alaska.gov; john.katz@alaska.gov; russ.kelly@alaska.gov; lgromis  RSerote@az.gov;

Adam.nordstrom ; brian.mcmanus2 ; JohnPatrick.Walsh ;
Rob.Jakubik  bfulenwider@georgia.gov; ehames@georgia.gov; brandymarty03 ;
chiproytexas  dhiowa ; jabot10 ; janelcausey
jboeyink34  travisrichmond  wkloibe ; David.Hensley@gov.idaho.gov;
jkreizenbeck@gov.idaho.gov; Tammy.Perkins@gov.idaho.gov; Andrew Silvestri; Katie Altshuler;
JamieShuster@gov.sc.gov; bob.schwaneberg@gov.state.nj.us; Dona.DeLeon@gov.state.nj.us;
marissa.watkins@gov.state.nj.us; Wayne.Hasenbalg@gov.state.nj.us; Honor.Ingels@governor.alabama.gov;
Jeannemarie.Davis@governor.virginia.gov; kristi.craig@governor.virginia.gov;
Michael.DiSabato@governor.virginia.gov; sirena.ramirez@guam.gov; debbie ; griffin ;
wstruble ; wags@la.gov; Renee.Fargason@laspbs.state.fl.us; kristacarman ;
Will.Kinzel@mail.house.gov; Lanier Swann@mcconnell.senate.gov; blackwellr2@michigan.gov;
chadderdona@michigan.gov; mcbrideb@michigan.gov; muchmored@michigan.gov; tomichz@michigan.gov;
brian ; ryan ; nguillemard  sarah.echols ; Mike Schrimpf;
Lindsay Russell; Seth Levey; ts ; Bkanzeg t; aparis@state.pa.us;
jbranstett@state.pa.us; jmcallahan@state.pa.us; ktartaglia@state.pa.us; rebmyers@state.pa.us;
Jim.Soyer@state.sd.us; MKennicott  Mark.Cate@tn.gov; Will.Cromer@tn.gov;
Bnutt ; RSPENDLOVE@utah.gov; bill.kloiber@wisconsin.gov;
Carol.Statkus@wyo.gov; michelle.dynes@wyo.gov; katyoder 99 ; pjpgator@yahoo.com; ,; Moore,
Brian, GOV; lauren.kintner@nebraska.gov; ,; Rojas, Elizabeth; Jonathan Ringo; Stafford Olivia Palmieri;
jhurst6  rick.perez@guam.gov; twatkins ; Landon.fulmer@ks.gov;
shawnpreese

Subject: Update: REMINDER: Healthcare Task Force call Thursday, 5 PM EDT
Date: Thursday, October 06, 2011 3:50:31 PM
Attachments: Excchanges Technical Manifesto, v09[1].docx

ExchangesrgaDRAFTvc10 5.doc

Attachments for today's call.  Edited agenda.

REMINDER:

We will have a healthcare task force phone call on Thursday of this week at 5 pm EDT. Subject will
include, but might not be limited to, healthcare exchanges.

Conference Line:

Access code:  

AGENDA:

I. Roll Call: Marie Sanderson (RGPPC)

II. Overview of document prepared by several states; goals (attached* ExchangesrgaDRAFTvc10 5): 
Seema Verma (IN)

III.  Establishment objectives moving forward on exchanges; next steps Darin Gordon (TN) (attached*
Exchanges Techincal Manifesto to CCIO)

IV. Overview of NGA healthcare efforts: Doug Hoelscher (IO)

V. Super committee efforts: Debbie Hohlt (IN)

Note: Healthcare Summit in Washington, DC is Oct 24-25. States may send up to three people. To
register, please contact Monica Block at mblock@rga.org.

Best,
Marie

Marie Thomas Sanderson
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From: Glenn Coffee
To: Alex Weintz; Katie Altshuler; "denisenorthrup
Subject: RE: Tulsa County OPPOSITION TO HB 2130
Date: Tuesday, March 22, 2011 10:43:09 AM

Again,  we need to get aggressive with our media strategy as well.
 
 
 

From: Alex Weintz 
Sent: Tuesday, March 22, 2011 10:14 AM
To: Katie Altshuler; Glenn Coffee; 'denisenorthrup '
Subject: RE: Tulsa County OPPOSITION TO HB 2130
 
Who is going to do that and do you want me to call Shawn Ashley, their press guy
 

From: Katie Altshuler 
Sent: Tuesday, March 22, 2011 9:49 AM
To: Glenn Coffee; 'denisenorthrup '; Alex Weintz
Subject: Fw: Tulsa County OPPOSITION TO HB 2130
 
We need to call OID in asap
 
From: Mark McCullough [mailto:Mark.McCullough@okhouse.gov] 
Sent: Tuesday, March 22, 2011 09:43 AM
To: Katie Altshuler 
Cc: Brian Downs <Brian.Downs@okhouse.gov> 
Subject: FW: Tulsa County OPPOSITION TO HB 2130 
 
Katie and Brian,

I’ve gotten quite a bit of concerned feedback from supporters in my district on HB 2130. Now Brogdon

and the Tulsa County Platform Committee are officially against it – see  below.  I’m not trying to cause

trouble by saying anything, but we may need to get out in front of this before it blows up. I’ve already

scheduled a public meeting in coordination with my local Republican Women, and I’m putting an

editorial in the local paper (I’ve sent you a copy). Again, I’m not second guessing the Governor, and I

am a full fledged defender of the Exchange and HB 2130, but that grant is really becoming a problem

when trying to defend this to the public. I recommend an aggressive defense: i.e. “We will use the grant

to beat them on their own turf.” “We must be aggressive in our response.” Etc. Either that or….I don’t

know – something. It’s never good to lose a major county party apparatus on something as big as this.

As always, I’m here to help.

Mark

 

From: larry williamson  
Sent: Tuesday, March 22, 2011 9:23 AM
To: aureliab24s@
Subject: Tulsa County OPPOSITION TO HB 2130
 
Dear Representative,

At its meeting on Saturday, March 19, 2011, the Platform Committee of the Tulsa County

Republican Party passed the following resolution by a UNANIMOUS VOTE:

 
The Platform Committee of the Tulsa County Republican Party opposes Oklahoma HB 2130

as passed by the House. We urge the House to reconsider and reverse its vote. We
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oppose the passage of HB 2130 or its equivalent in the Oklahoma Senate. We further call

for the State of Oklahoma to return the $54,000,000.00 in federal funds previously

accepted to implement Obamacare. 

 
Tulsa County Republican Platform Committee

Randy Brogdon, Chairman

J. B. Alexander, Vice-Chairman

Melinda Voss, Secretary

NOTICE: The information in this email is confidential, legally privileged, and exempt from
disclosure under law. It is intended solely for the addressee. Access to this email by anyone
else is unauthorized. If you are not the intended recipient, any disclosure, copying,
distribution or any action taken or omitted to be taken in reliance on it, is prohibited and
unlawful. The Oklahoma House of Reps does not warrant any e-mail transmission received
as being virus free, and disclaims any liability for losses or damages arising from the use of
this e-mail or its attachments. Recipients of e-mail assume the risk of possible computer
virus exposure by opening or utilizing the e-mail and its attachments, and waive any right or
recourse against the House by doing so.
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From: Alex Weintz
To: Katie Altshuler; Glenn Coffee; "denisenorthrup "
Subject: RE: Tulsa County OPPOSITION TO HB 2130
Date: Tuesday, March 22, 2011 10:12:47 AM

Who is going to do that and do you want me to call Shawn Ashley, their press guy
 

From: Katie Altshuler 
Sent: Tuesday, March 22, 2011 9:49 AM
To: Glenn Coffee; 'denisenorthrup '; Alex Weintz
Subject: Fw: Tulsa County OPPOSITION TO HB 2130
 
We need to call OID in asap
 
From: Mark McCullough [mailto:Mark.McCullough@okhouse.gov] 
Sent: Tuesday, March 22, 2011 09:43 AM
To: Katie Altshuler 
Cc: Brian Downs <Brian.Downs@okhouse.gov> 
Subject: FW: Tulsa County OPPOSITION TO HB 2130 
 
Katie and Brian,

I’ve gotten quite a bit of concerned feedback from supporters in my district on HB 2130. Now Brogdon

and the Tulsa County Platform Committee are officially against it – see  below.  I’m not trying to cause

trouble by saying anything, but we may need to get out in front of this before it blows up. I’ve already

scheduled a public meeting in coordination with my local Republican Women, and I’m putting an

editorial in the local paper (I’ve sent you a copy). Again, I’m not second guessing the Governor, and I

am a full fledged defender of the Exchange and HB 2130, but that grant is really becoming a problem

when trying to defend this to the public. I recommend an aggressive defense: i.e. “We will use the grant

to beat them on their own turf.” “We must be aggressive in our response.” Etc. Either that or….I don’t

know – something. It’s never good to lose a major county party apparatus on something as big as this.

As always, I’m here to help.

Mark

 

From: larry williamson  
Sent: Tuesday, March 22, 2011 9:23 AM
To: aureliab24s
Subject: Tulsa County OPPOSITION TO HB 2130
 
Dear Representative,

At its meeting on Saturday, March 19, 2011, the Platform Committee of the Tulsa County

Republican Party passed the following resolution by a UNANIMOUS VOTE:

 
The Platform Committee of the Tulsa County Republican Party opposes Oklahoma HB 2130

as passed by the House. We urge the House to reconsider and reverse its vote. We

oppose the passage of HB 2130 or its equivalent in the Oklahoma Senate. We further call

for the State of Oklahoma to return the $54,000,000.00 in federal funds previously

accepted to implement Obamacare. 

 
Tulsa County Republican Platform Committee

Randy Brogdon, Chairman

J. B. Alexander, Vice-Chairman

Melinda Voss, Secretary

NOTICE: The information in this email is confidential, legally privileged, and exempt from
disclosure under law. It is intended solely for the addressee. Access to this email by anyone
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else is unauthorized. If you are not the intended recipient, any disclosure, copying,
distribution or any action taken or omitted to be taken in reliance on it, is prohibited and
unlawful. The Oklahoma House of Reps does not warrant any e-mail transmission received
as being virus free, and disclaims any liability for losses or damages arising from the use of
this e-mail or its attachments. Recipients of e-mail assume the risk of possible computer
virus exposure by opening or utilizing the e-mail and its attachments, and waive any right or
recourse against the House by doing so.
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From: Alex Weintz
To: Alex Weintz; Glenn Coffee; Katie Altshuler; "denisenorthrup
Subject: RE: Tulsa County OPPOSITION TO HB 2130
Date: Tuesday, March 22, 2011 11:58:06 AM

I do need some feedback on that stuff if we are going to move forward though
 

From: Alex Weintz 
Sent: Tuesday, March 22, 2011 10:52 AM
To: Glenn Coffee; Katie Altshuler; 'denisenorthrup '
Subject: RE: Tulsa County OPPOSITION TO HB 2130
 
We’re sending a letter to legislators today and sending it around to our distribution list. Terry Cline is
going on KFAQ tomorrow to talk about it with Eddie Huff. The OK GOP will put something out. We
have a call today with the publisher of the Oklahoman. Additional ideas:
 

-          We could call McNutt, Hoberock et al into the large conference room and tell them the
governor would like to talk to them about this issue and get them all to write stories. If we
could cancel a meeting (appointments today or speech prep tomorrow) we could have that
availability almost immediately.

-          We currently have media time blocked off for Monday – we could hold a press conference
with House/Sen leadership explaining the intentions of this in the Blue Room

 
Let me know if you want to do either or both
 
 
 
 

From: Glenn Coffee 
Sent: Tuesday, March 22, 2011 10:48 AM
To: Alex Weintz; Katie Altshuler; 'denisenorthrup t'
Subject: RE: Tulsa County OPPOSITION TO HB 2130
 
Again,  we need to get aggressive with our media strategy as well.
 
 
 

From: Alex Weintz 
Sent: Tuesday, March 22, 2011 10:14 AM
To: Katie Altshuler; Glenn Coffee; 'denisenorthrup t'
Subject: RE: Tulsa County OPPOSITION TO HB 2130
 
Who is going to do that and do you want me to call Shawn Ashley, their press guy
 

From: Katie Altshuler 
Sent: Tuesday, March 22, 2011 9:49 AM
To: Glenn Coffee; 'denisenorthrup ; Alex Weintz
Subject: Fw: Tulsa County OPPOSITION TO HB 2130
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We need to call OID in asap
 
From: Mark McCullough [mailto:Mark.McCullough@okhouse.gov] 
Sent: Tuesday, March 22, 2011 09:43 AM
To: Katie Altshuler 
Cc: Brian Downs <Brian.Downs@okhouse.gov> 
Subject: FW: Tulsa County OPPOSITION TO HB 2130 
 
Katie and Brian,

I’ve gotten quite a bit of concerned feedback from supporters in my district on HB 2130. Now Brogdon

and the Tulsa County Platform Committee are officially against it – see  below.  I’m not trying to cause

trouble by saying anything, but we may need to get out in front of this before it blows up. I’ve already

scheduled a public meeting in coordination with my local Republican Women, and I’m putting an

editorial in the local paper (I’ve sent you a copy). Again, I’m not second guessing the Governor, and I

am a full fledged defender of the Exchange and HB 2130, but that grant is really becoming a problem

when trying to defend this to the public. I recommend an aggressive defense: i.e. “We will use the grant

to beat them on their own turf.” “We must be aggressive in our response.” Etc. Either that or….I don’t

know – something. It’s never good to lose a major county party apparatus on something as big as this.

As always, I’m here to help.

Mark

 

From: larry williamson  
Sent: Tuesday, March 22, 2011 9:23 AM
To: aureliab24s
Subject: Tulsa County OPPOSITION TO HB 2130
 
Dear Representative,

At its meeting on Saturday, March 19, 2011, the Platform Committee of the Tulsa County

Republican Party passed the following resolution by a UNANIMOUS VOTE:

 
The Platform Committee of the Tulsa County Republican Party opposes Oklahoma HB 2130

as passed by the House. We urge the House to reconsider and reverse its vote. We

oppose the passage of HB 2130 or its equivalent in the Oklahoma Senate. We further call

for the State of Oklahoma to return the $54,000,000.00 in federal funds previously

accepted to implement Obamacare. 

 
Tulsa County Republican Platform Committee

Randy Brogdon, Chairman

J. B. Alexander, Vice-Chairman

Melinda Voss, Secretary

NOTICE: The information in this email is confidential, legally privileged, and exempt from
disclosure under law. It is intended solely for the addressee. Access to this email by anyone
else is unauthorized. If you are not the intended recipient, any disclosure, copying,
distribution or any action taken or omitted to be taken in reliance on it, is prohibited and
unlawful. The Oklahoma House of Reps does not warrant any e-mail transmission received
as being virus free, and disclaims any liability for losses or damages arising from the use of
this e-mail or its attachments. Recipients of e-mail assume the risk of possible computer
virus exposure by opening or utilizing the e-mail and its attachments, and waive any right or
recourse against the House by doing so.
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From: Aaron Cooper
To: Katie Altshuler
Subject: Re: Tulsa health insurance exchange mtg
Date: Wednesday, April 27, 2011 12:26:41 PM

Thanks

----- Original Message -----
From: Katie Altshuler
Sent: Wednesday, April 27, 2011 12:24 PM
To: Aaron Cooper
Subject: RE: Tulsa health insurance exchange mtg

It has been cancelled/postponed.

Katie Altshuler, Policy Director
Office of Governor Mary Fallin
2300 North Lincoln Boulevard, Suite 212
Oklahoma City, Oklahoma 73105
405.521.2342
katie.altshuler@gov.ok.gov

-----Original Message-----
From: Aaron Cooper
Sent: Wednesday, April 27, 2011 11:15 AM
To: Katie Altshuler
Subject: Tulsa health insurance exchange mtg

Do you know of that mtg is still on for Friday? GMF thinks you told her it had been cancelled.
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From: Laura Brookins
To: Katie Altshuler
Subject: Re: Tulsa world - Fallin, insurance commissioner defend decision to accept money
Date: Thursday, March 24, 2011 3:05:39 PM

Nice.

Laura Brookins, Esq.
Fried.Kilpatrick.Guinn

(405) 285-2326 Direct
(405) 330-4499 Office

The information contained in this electronic mail transmission (including
any accompanying attachments) is intended solely for its authorized
recipient(s), and may be confidential and/or legally privileged.  If you
are not an intended recipient, or responsible for delivering some or all
of this transmission to an intended recipient, you have received this
transmission in error and are hereby notified that you are strictly
prohibited from reading, copying, distributing, or disclosing any of the
information contained in it.  In that event, please contact me immediately
at (405) 285-2326 or by electronic mail to the address of this message and
delete the original and all copies of this transmission (including any
attachments) without reading or saving in any manner.

On 3/24/11 2:36 PM, "Katie Altshuler" <Katie.Altshuler@gov.ok.gov> wrote:

>FYI
>
>----- Original Message -----
>From: Aaron Cooper
>Sent: Thursday, March 24, 2011 02:34 PM
>To: Alex Weintz; Denise Northrup; Glenn Coffee; Katie Altshuler
>Subject: Tulsa world - Fallin, insurance commissioner defend decision to
>accept money
>
>Can view pic of protesters at link below
>
>
>Fallin, insurance commissioner defend decision to accept money
>
>By RANDY KREHBIEL World Staff Writer - 3/24/2011
>Published: 3/24/2011
>Last Modified: 3/24/2011  1:50 PM
>
>
>
>Gov. Mary Fallin and Insurance Commissioner John Doak on Thursday
>defended Fallin's decision to accept a $54 million federal grant to
>implement a state health insurance exchange.
>
>Speaking separately to the Tulsa Health Underwriters Association at Tulsa
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>Country Club, Fallin and Doak said refusing to act could lead to the
>federal government imposing such a program.
>
>Asked if the state could afford to implement an exchange without the
>federal money, Fallin said, "No, We have a $500 million hole in our
>budget."
>
>Doak, who campaigned almost exclusively on his opposition to last year's
>federal health care legislation, said he was "very proud of the position
>(Fallin) she took."
>
>Fallin said she remains opposed to the federal reform and hopes it will
>be reversed.
>
>About a dozen protesters opposed to the grant picketed outside the club's
>main gate.
>
>
>http://mobile.tulsaworld.com/adtracker.aspx?s=/article.aspx
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From: Craig Perry
To: Katie Altshuler
Subject: Re: Undeliverable: PPACA/Supreme Court Ruling Information ATTACHED
Date: Thursday, July 19, 2012 5:53:17 PM

Yep

Craig Perry 
Office of Governor Mary Fallin 
(405) 568-1307
 
From: Katie Altshuler 
Sent: Thursday, July 19, 2012 05:38 PM
To: Craig Perry 
Subject: Fw: Undeliverable: PPACA/Supreme Court Ruling Information ATTACHED 
 
This email to Speaker Designate Shannon was returned to me...can you please resend tomorrow?
Thanks, Katie
 
From: Microsoft Exchange 
Sent: Thursday, July 19, 2012 05:31 PM
To: TW Shannon (tw.shannon@okhouse.gov ) <tw.shannon@okhouse.gov> 
Subject: Undeliverable: PPACA/Supreme Court Ruling Information ATTACHED 
 

Delivery has failed to these recipients or distribution lists:

TW Shannon (tw.shannon@okhouse.gov )
The format of the recipient's e-mail address isn't valid. A valid address looks like this:
username@contoso.com. Microsoft Exchange will not try to redeliver this message for you. Please check
the e-mail address and try sending the message again, or provide the following diagnostic text to your
system administrator.

Sent by Microsoft Exchange Server 2007 

Diagnostic information for administrators:

Generating server: EML-EXH01.agency.OK.local

tw.shannon@okhouse.gov 
#550 5.1.3 STOREDRV.Submit; invalid recipient address #SMTP#

Original message headers:

Received: from Exch01.agency.OK.local ([199.190.129.148]) by
 EML-EXH01.agency.OK.local ([172.16.10.58]) with mapi; Thu, 19 Jul 2012
 17:31:40 -0500
MIME-Version: 1.0
Content-Type: text/plain
Date: Thu, 19 Jul 2012 17:31:40 -0500
Message-ID:
 <1756328F8267774EB0D7E691D0B1FF1240534F2007@EXCH01.agency.OK.local>
Subject: PPACA/Supreme Court Ruling Information ATTACHED
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From: Marie Sanderson
To: Marie Sanderson; Marie Sanderson; vmariethomas
Cc: Cindy.Sims@alaska.gov; john.katz@alaska.gov; russ.kelly@alaska.gov; lgromis ; macarter32 ;

RSerote@az.gov; Adam.nordstrom ; brian.mcmanus2 ;
JohnPatrick.Walsh ; Rob.Jakubik ; bfulenwider@georgia.gov;
ehames@georgia.gov; brandymarty03 ; chiproytexas ; dhiowa
jabot10  janelcausey ; jboeyink34 ; travisrichmond ;
wkloibe ; David.Hensley@gov.idaho.gov; jkreizenbeck@gov.idaho.gov;
Tammy.Perkins@gov.idaho.gov; Andrew Silvestri; Katie Altshuler; JamieShuster@gov.sc.gov;
tedpitts@gov.sc.gov; bob.schwaneberg@gov.state.nj.us; Dona.DeLeon@gov.state.nj.us;
marissa.watkins@gov.state.nj.us; Wayne.Hasenbalg@gov.state.nj.us; Honor.Ingels@governor.alabama.gov;
Candice Whitfield; Jeannemarie.Davis@governor.virginia.gov; kristi.craig@governor.virginia.gov;
Michael.DiSabato@governor.virginia.gov; sirena.ramirez@guam.gov; debbie ; griffin ;
wstruble  wags@la.gov; Renee.Fargason@laspbs.state.fl.us; kristacarman
Will.Kinzel@mail.house.gov; mary.mayhew@maine.gov; brandi white@mcconnell.senate.gov;
Lanier Swann@mcconnell.senate.gov; blackwellr2@michigan.gov; chadderdona@michigan.gov;
mcbrideb@michigan.gov; muchmored@michigan.gov; tomichz@michigan.gov; brian ;
ryan ; nguillemard ; sarah.echols@prfaa.com; Mike Schrimpf; Lindsay Russell; Seth
Levey; ts ; Bkanzeg ; aparis@state.pa.us; jbranstett@state.pa.us;
jmcallahan@state.pa.us; ktartaglia@state.pa.us; rebmyers@state.pa.us; Jim.Soyer@state.sd.us;
MKennicott  Mark.Cate@tn.gov; Will.Cromer@tn.gov; Bnutt
RSPENDLOVE@utah.gov; bill.kloiber@wisconsin.gov; Carol.Statkus@wyo.gov; michelle.dynes@wyo.gov;
katyoder 99 ; pjpgator ; ,; Moore, Brian, GOV; lauren.kintner@nebraska.gov; ,; Rojas,
Elizabeth; Lowell Arye; Jonathan Ringo; Stafford Olivia Palmieri; shawn.reese@wyo.gov; jhurst6 ;
rick.perez@guam.gov; twatkins ; Landon.fulmer@ks.gov

Subject: UPDATED AGENDA: RGPPC Conference call: Monday, 10:30 AM EDT
Date: Monday, September 19, 2011 7:53:21 AM
Attachments: 2011-08-24-Utility MACT Letter.docx

2011-09-09-EPA Letter Edits.docx
H2B Governors Draft Letter - Edited 9-19-11.doc

Updated and agenda and attachments in this email:

We will have our RGPPC policy call Monday morning at 10:30 AM EST.

Agenda and notes below:

Access code:  

Agenda:

1. Roll Call: Marie (MS)

2.  RGPPC Update: Marie (MS)

-- RGPPC Healthcare Summit- Save the date:  October 24/25.  Questions regarding your flights and
hotels should be directed to   Updated agenda and online registration will be out this
week.

-- Healthcare task force:  Next call is THURSDAY, September 22nd, 5 PM EDT. We will discuss next
steps with the super committee, healthcare exchanges commenting period, healthcare reform in general,
and the CLASS Act's impact on states. Please note we have moved this call from its originally scheduled
day of Tues. Sept 20.

--  Governor Mead Energy Letter and MACT letter sponsored by Governor Herbert. Please let Seth know
where you stand on this letter.  Letters are attached and Seth's update, forwarded
Friday, is pasted below this agenda.

-- RGPPC Energy Policy Summit:  Save the Date:  December 12-13, Jackson Hole Wymoing.  More
information TBD regarding staffing and agenda.

-- H2B Letter on Workforce authored by Governor McDonnell.  This rule will go into effect on Sept. 30th,
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unless the White House decides to delay its implementation. This letter will close Friday, Sept 23, COB. 
Please check with your  hospitality, tourism, forestry, seafood and landscaping businesses, along with
any other small business that uses seasonal, migrant workers.  If your governor will sign, please email
Jeannemarie Davis and Lindsay Russell at Jeannemarie.Davis@governor.virginia.gov and

-- Pension Reform Conference call:  If your state missed the pension reform conference call on Friday
and would like to be connected with the Laura and John Arnold Foundation, please let Marie know.

3. NGA Update: Lauren (NE)

4. House Update: Will (Speaker Boehner)

5. Senate Update:  Lanier (Leader McConnell)

6.   Other business?

Thanks to all-  mts

*****

TO:                  RGPPC ACTION OFFICERS
FROM:            SETH LEVEY
RE:                  ENERGY AND ENVIRONMENT LETTERS UPDATE
DATE:             SEPTEMBER 16, 2011

Action Officers -

Below is the latest update on energy letters.  Please let me know if you have any questions or if I’ve
missed your state for our list of sign-ons.  If you have any questions I can be reached at 202 662 4157
or 

Letters:

Letter from Governors Regarding EPA Rules (addressed to President Obama)
Timeline: Signatures by COB Friday, September 23
This is a sign-on letter spearheaded by Governor Mead.  This letter requests consideration of the
cumulative impacts of EPA’s recently promulgated and proposed regulations as well as a meeting
request for Governors with EPA Administrator Jackson.  We have extended the deadline to allow more
Governors to consider this letter.  Please note, the addressee of the letter has been changed to
President Obama.

Current Cosigners:       Alaska, Iowa, Mississippi, Oklahoma, South Carolina, Utah, Pennsylvania,
Wisconsin, Wyoming

Letter on EPA’s Utility MACT Rule
Timeline: Signatures by COB Friday, September 23

We've received a request to circulate a letter to the President regarding the Utility MACT rule.  This
letter has been circulated since July.

Current Cosigners:          Alaska, Mississippi, Utah
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Marie Thomas Sanderson
Republican Governors Public Policy Committee (RGPPC)
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From: Alex Weintz
To: Katie Altshuler; denisenorthrup ; Glenn Coffee ; Glenn Coffee; Denise Northrup
Cc: Aaron Cooper; Alex Weintz; aweintz
Subject: updated draft re: health insurance exchanges and medicaid
Date: Saturday, November 17, 2012 6:01:33 PM

PRESS RELEASE
 
Governor Fallin today released the following statement announcing that Oklahoma will not
pursue the creation of a state-based exchange or participate in the Medicaid expansion in the
Patient Protection and Affordable Care Ac (PPACA):
 
For the past few months, my staff and I have worked with other lawmakers, Oklahoma
stakeholders and health care experts across the country to determine the best course of action
for Oklahoma in regards to both the possible creation of a health insurance exchange and the
expansion of Medicaid under the Affordable Care Act. Our priority has been to ascertain
what can be done to increase quality and access to health care, contain costs, and do so
without placing an undue burden on taxpayers or the state. As I have stated many times
before, it is my firm belief that PPACA fails to further these goals, and will in fact decrease
the quality of health care across the U.S. while contributing to the nation’s growing deficit
crisis.
 
Despite my ongoing opposition to the federal health care law, the state of Oklahoma is
legally obligated to either build an exchange that is PPACA compliant and approved by the
Obama Administration, or to open the door to an exchange run by the federal government.
This choice has been forced on the people of Oklahoma despite the fact that voters have
overwhelmingly expressed their opposition to the federal health care law through their
support of State Question 756, the passage of which has made it unconstitutional to
implement key components of PPACA. 
 
 
After careful consideration, I have today informed Secretary of Health Katherine Sebellius
that Oklahoma will not pursue the creation of its own health insurance exchange. Any
exchange that is PPACA compliant will necessarily be ‘state-run’ in name only and would
require Oklahoma resources, staff and tax dollars to implement. It does not benefit
Oklahomans to actively support, fund and attach their names to a policy that we do not want,
and that we believe will have catastrophic consequences for health care throughout the
United States.
 
I have also today informed the federal government that Oklahoma will not be participating in
the Obama Administration’s proposed expansion of Medicaid. Such an expansion would
increase the burden on our state budget and would further our reliance on federal money that
may or may not be available in the future. Massive new costs associated with the Medicaid
expansion would also require cuts to other important government priorities, such as education
and public safety. Furthermore, the proposed Medicaid expansion offers no meaningful
reform to a system that people of all ideological stripes have criticized as inflexible and
inefficient.
 
Moving forward, the state of Oklahoma will pursue two actions simultaneously. The first will
be to continue our support for Oklahoma Attorney General Scott Pruitt ongoing legal
challenge of the ACA. General Pruitt’s lawsuit raises different Constitutional questions than
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previous legal challenges, and both he and I remain optimistic that Oklahoma’s challenge can
succeed.  

Our second and equally important task will be to pursue state-based solutions that improve
health outcomes and reduce costs for Oklahoma families. Serious reform, for instance, should
be pursued in the area of Medicaid and public health, where effective chronic disease
prevention and management programs could address the trend of skyrocketing medical bills
linked to avoidable hospital and emergency room visits. I look forward to working with
legislative leaders and lawmakers in both parties to pursue Oklahoma health care solutions
for Oklahoma families.

LETTER

 

November 16, 2012

Kathleen Sebelius, Secretary
Centers for Medicare & Medicaid Services (CMS)
Center for Consumer Information & Insurance Oversight (CCIIO)
200 Independence Avenue SW, Suite 739H
Washington DC, 20201

RE: Oklahoma Health Insurance Exchange
Dear Secretary Sebelius,

I am writing in response to the Department of Health and Human Services’ (HHS) request
that each state provide a declaration letter indicating their option for building a health
insurance exchange as outlined in PPACA.  While I remain deeply committed to the health
of Oklahomans it would be irresponsible of me to commit our state to the development of an
insurance exchange based on the information provided by HHS to date.  Our state will not
establish a transitional reinsurance program as outlined in PPACA.  However, Oklahoma will
elect to make all final eligibility determinations for our citizens referred to Medicaid from a
federal insurance exchange.
 
I continue to believe there are viable market-based solutions that can be found to facilitate
greater access to health insurance coverage in Oklahoma.  My hope is that we can engage in
future conversations that allow states the flexibility necessary to engage in true healthcare
reform, create efficiencies in entitlement programs and empower individuals to take
responsibility for their own health.     
 
The primary contact for the State of Oklahoma with regard to PPACA is as follows:

Terry Cline, PhD     
Secretary of Health and Human Services  
Oklahoma State Department of Health  
1000 N.E. 10th Street       
Oklahoma City, OK, 73117
Phone: (405) 271-4200    

3878



Sincerely,
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From: Andrew Silvestri
To: Lindsay Russell
Cc: Marie Sanderson; Katie Altshuler
Subject: Updated Oklahoma Medicaid Costs
Date: Tuesday, July 31, 2012 9:20:10 AM
Attachments: Updated Oklahoma PPACA Costs.xlsx

Hey Lindsay,
 
Attached is Oklahoma’s updated Medicaid costs associated with PPACA.  Sorry it took so long to get
to you. Let us know if you have any questions.
 
Thanks!
Andrew
 
Andrew Silvestri
Deputy Policy Director

Office of Governor Mary Fallin

Phone:  405.521.2342

andrew.silvestri@gov.ok.gov
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From: Malia Bennett
To: bennett@oksenate.gov
Subject: Updated Senate E-Clips, Mar. 12-14, 2011
Date: Monday, March 14, 2011 9:35:30 AM

 
The Oklahoman
www.newsok.com

Leon Russell answers call to the Rock and Roll Hall of Fame

http://newsok.com/leon-russell-answers-call-to-the-rock-and-roll-hall-of-

fame/article/3547885#ixzz1GZflbRQ2

Oklahoma City School Board's newest member has history with district

http://newsok.com/oklahoma-city-school-boards-newest-member-has-history-with-

district/article/3548658#ixzz1GZfyPYuA

Budget cuts to Oklahoma's mental health services affect communities

http://newsok.com/budget-cuts-to-oklahomas-mental-health-services-affect-

communities/article/3548660#ixzz1GZg7abNI

Lake Hefner remains an oasis in a bustling city landscape

http://newsok.com/lake-hefner-remains-an-oasis-in-a-bustling-city-

landscape/article/3548657#ixzz1GZgJk83l

Fire danger to rise midweek in Oklahoma

http://www.newsok.com/fire-danger-to-rise-midweek-in-oklahoma/article/3548549

Oklahoma's open government laws are rarely enforced, expert says

http://newsok.com/oklahomas-open-government-laws-are-rarely-enforced-expert-

says/article/3548667#ixzz1GZgZYTPW 

Distracted drivers don't think they're being unsafe, poll finds

http://newsok.com/distracted-drivers-dont-think-theyre-being-unsafe-poll-

finds/article/3548666#ixzz1GZgn0Onv

Japan races to prevent nuke reactor meltdowns

http://www.newsok.com/japan-races-to-prevent-nuke-reactor-

meltdowns/article/3548551

Oklahoma wildfires: At least 30 families lose homes

http://newsok.com/oklahoma-wildfires-at-least-30-families-lose-

homes/article/3548531#ixzz1GZh9oioH

Freedom of information discusses public’s right to know

http://newsok.com/freedom-of-information-discusses-publics-right-to-

know/article/3548530#ixzz1GZhJrRS3
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Enid couple pledges $20 million for diabetes center in Oklahoma 

http://newsok.com/enid-couple-pledges-20-million-for-diabetes-center-in-

oklahoma/article/3548534#ixzz1GZhTShFw

Immigration leads to GOP rift in Oklahoma Legislature

http://newsok.com/immigration-leads-to-gop-rift-in-oklahoma-

legislature/article/3548529#ixzz1GZhq18Ka

Transparency mixed at underfunded Oklahoma Ethics Commission 

http://www.newsok.com/transparency-mixed-at-underfunded-oklahoma-ethics-

commission/article/3548527

Woman hoped for aid for addiction, received 35-year term

http://newsok.com/woman-hoped-for-aid-for-addiction-received-35-year-

term/article/3548402#ixzz1GZiHaJBG

Explosion at Japan nuclear plant, disaster toll rises

http://newsok.com/explosion-at-japan-nuclear-plant-disaster-toll-

rises/article/3548403#ixzz1GZiV0D3w

In Oklahoma as elsewhere, some jobs continue around the clock

http://newsok.com/in-oklahoma-as-elsewhere-some-jobs-continue-around-the-

clock/article/3548003#ixzz1GZijejdb

Firefighters urge smoke alarm tests with time change 

http://newsok.com/firefighters-urge-smoke-alarm-tests-with-time-

change/article/3548002#ixzz1GZiucQh7

Oklahoma state Rep. Randy Terrill wants evidence suppressed in bribery case

http://newsok.com/oklahoma-state-rep.-randy-terrill-wants-evidence-suppressed-in-

bribery-case/article/3548108#ixzz1GZj5kRxn

Governor clears up confusion over state revenue reports

http://newsok.com/governor-clears-up-confusion-over-state-revenue-

reports/article/3548436#ixzz1GZjQyj42

Retired Oklahoma ACLU executive honored for First Amendment efforts

http://newsok.com/retired-oklahoma-aclu-executive-honored-for-first-amendment-

efforts/article/3548423#ixzz1GZjzc9n2

Bond issues get Oklahoma legislators' cold shoulder 

http://www.newsok.com/bond-issues-get-oklahoma-legislators-cold-

shoulder/article/3548353

Oklahoma Gov. Mary Fallin declares state of emergency 

http://newsok.com/oklahoma-gov.-mary-fallin-declares-state-of-

emergency/article/3548010#ixzz1GZkIF9oE
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Oklahoma Gov. Mary Fallin won't push for Tulsa mayor investigation

http://newsok.com/oklahoma-gov.-mary-fallin-wont-push-for-tulsa-mayor-

investigation/article/3548009#ixzz1GZkSWkMO

Two major Oklahoma City law firms to merge 

http://newsok.com/two-major-oklahoma-city-law-firms-to-

merge/article/3548326#ixzz1GZki0QPv

OKC businesswoman Terry Neese inducts Afghan woman into hall of fame for

enterprising women

http://newsok.com/okc-businesswoman-terry-neese-inducts-afghan-woman-into-hall-

of-fame-for-enterprising-women/article/3548208#ixzz1GZkrycrA

Airfares are going up, and not just because of oil 

http://newsok.com/airfares-are-going-up-and-not-just-because-of-

oil/article/3548336#ixzz1GZl0FTsQ

W.Va. Legislature OKs state-run insurance exchange 

http://www.newsok.com/w.va.-legislature-oks-state-run-insurance-

exchange/article/feed/246882

Goldsby firefighters fighting tire dump fire 

http://www.newsok.com/goldsby-firefighters-fighting-tire-dump-

fire/article/feed/246892

US clears more deepwater oil drilling in Gulf

http://newsok.com/us-clears-more-deepwater-oil-drilling-in-

gulf/article/feed/246868#ixzz1GZlcbFEy

Observers applaud new environmental coalition

http://www.newsok.com/observers-applaud-new-environmental-

coalition/article/3548325

Outrage not enough to redirect school spending 

http://www.newsok.com/outrage-not-enough-to-redirect-school-

spending/article/3547971?custom_click=lead_story_title

Lawmaker labeling a badge of honor? 

http://www.newsok.com/lawmaker-labeling-a-badge-of-honor/article/3547970?

custom_click=headlines_widget

Speaker right to focus on Oklahoma economy, education

http://newsok.com/speaker-right-to-focus-on-oklahoma-economy-

education/article/3547969#ixzz1GZmdTQnT

Tax policy rarely devoid of wedge-driving arguments 

http://www.newsok.com/tax-policy-rarely-devoid-of-wedge-driving-

arguments/article/3547959?custom_click=headlines_widget
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Legislature should raise dropout age in Oklahoma

http://www.newsok.com/legislature-should-raise-dropout-age-in-

oklahoma/article/3547958?custom_click=headlines_widget

ScissorTales: On ethanol, it's time to let the market decide worth

http://newsok.com/scissortales-on-ethanol-its-time-to-let-the-market-decide-

worth/article/3547948#ixzz1GZnDxH6X

Guts needed to make corrections changes

http://www.newsok.com/guts-needed-to-make-corrections-changes/article/3547961?

custom_click=headlines_widget

George Will: Obamacare and the mandate muddle 

http://www.newsok.com/george-will-obamacare-and-the-mandate-

muddle/article/3547960?custom_click=headlines_widget

The time is now for natural gas 

http://www.newsok.com/the-time-is-now-for-natural-gas/article/3547950?

custom_click=headlines_widget

Leading the way to a healthier future

http://www.newsok.com/leading-the-way-to-a-healthier-future/article/3547949?

custom_click=headlines_widget
 

Bill is an effort to save lives by cracking down on drunken drivers

http://newsok.com/bill-is-an-effort-to-save-lives-by-cracking-down-on-drunken-

drivers/article/3547962#ixzz1GaEM474x

 
 

Tulsa World
www.tulsaworld.com

Report: Tax cuts won't benefit most state households

http://www.tulsaworld.com/news/article.aspx?

subjectid=11&articleid=20110314_16_A1_Eighty571069

Navy veteran campaigns to fund flights

http://www.tulsaworld.com/news/article.aspx?

subjectid=12&articleid=20110314_12_A9_CUTLIN502784

House trimming state bond issues

http://www.tulsaworld.com/news/article.aspx?

subjectid=12&articleid=20110314_16_A12_OKLAHO616389

Legislator backs transparency bid
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http://www.tulsaworld.com/news/article.aspx?

subjectid=12&articleid=20110314_16_A4_CUTLIN588536

Oklahoma lawyers and lobbyists were top campaign financiers in 2010

http://www.tulsaworld.com/news/article.aspx?

subjectid=12&articleid=20110313_11_A1_Thesta460118

Soon-to-be-released statewide water plan may interest Texas, too

http://www.tulsaworld.com/news/article.aspx?

subjectid=12&articleid=20110313_11_A1_Tenyea625782

9-year-old Texas girl killed in ATV crash near Lake Texoma

http://www.tulsaworld.com/news/article.aspx?

subjectid=12&articleid=20110313_12_0_AnATVw344313

Trooper involved in 'OHP's darkest day' dies Sunday

http://www.tulsaworld.com/news/article.aspx?

subjectid=12&articleid=20110313_12_0_ArtrdO590043

House decision to suspend Art in Public Places law disappoints some Oklahomans

http://www.tulsaworld.com/news/article.aspx?

subjectid=12&articleid=20110313_16_A12_CUTLIN730390

Wildfires begin to slow in state; 49 homes burn

http://www.tulsaworld.com/news/article.aspx?

subjectid=12&articleid=20110313_12_A14_HARRAH105997

Two bills on choosing judges pass Senate

http://www.tulsaworld.com/news/article.aspx?

subjectid=12&articleid=20110313_16_A22_CUTLIN353294

Open government in Oklahoma a work in progress

http://www.tulsaworld.com/news/article.aspx?

subjectid=12&articleid=20110313_16_A15_Transp982281

Political Notebook

http://www.tulsaworld.com/news/article.aspx?

subjectid=12&articleid=20110313_16_A12_TheTul491538

Oklahoma roll call

http://www.tulsaworld.com/news/article.aspx?

subjectid=12&articleid=20110313_16_A18_WASHIN938543

Allergy season starting earlier, lasting longer

http://www.tulsaworld.com/news/article.aspx?

subjectid=11&articleid=20110314_17_A9_Aparti357199

Adoptive parents decry DHS' long, intrusive process
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http://www.tulsaworld.com/news/article.aspx?

subjectid=11&articleid=20110313_11_A19_CUTLIN674714

Bartlett's response to allegations rebuked

http://www.tulsaworld.com/news/article.aspx?

subjectid=11&articleid=20110313_11_A19_ULNSbB240517

Students seeking state aid face FAFSA deadline soon

http://www.tulsaworld.com/news/article.aspx?

subjectid=11&articleid=20110313_11_A14_Highsc291795

Fund from Sinclair ruling still helping River Parks Authority

http://www.tulsaworld.com/news/article.aspx?

subjectid=11&articleid=20110313_11_A10_TheRiv350313

Death toll in Japan tops 10,000 amid nuclear reactor threats

http://www.tulsaworld.com/news/article.aspx?

subjectid=13&articleid=20110314_13_A1_CUTLIN804942

Death toll in Japan tops 10,000 amid nuclear reactor threats

http://www.tulsaworld.com/news/article.aspx?

subjectid=13&articleid=20110314_13_A1_CUTLIN804942

Obama calls for stricter enforcement of gun laws

http://www.tulsaworld.com/news/article.aspx?

subjectid=13&articleid=20110314_13_A4_WASHIN143169

Daily U.S. 

http://www.tulsaworld.com/news/article.aspx?

subjectid=13&articleid=20110314_11_A13_USDAIL666505

Extended day a good thing for some schools

http://www.tulsaworld.com/news/article.aspx?

subjectid=19&articleid=20110312_19_A15_CUTLIN574512

High gasoline prices making corporate CEOs cautious

http://www.tulsaworld.com/business/article.aspx?

subjectid=49&articleid=20110313_49_E2_CUTLIN749802

Gas hits highest price in two years

http://www.tulsaworld.com/business/article.aspx?

subjectid=49&articleid=20110311_49_E1_Gasoli377024

Oil: Price settles lower for fourth day after Japan quake

http://www.tulsaworld.com/business/article.aspx?

subjectid=49&articleid=20110311_49_0_NEWYOR111115

First of 550 new Boeing jobs posted; 150 positions set to be filled by year's end

3886



http://www.tulsaworld.com/business/article.aspx?

subjectid=45&articleid=20110310_45_0_Boeing874231

Mortgage rate remains below 5 percent

http://www.tulsaworld.com/business/article.aspx?

subjectid=32&articleid=20110311_32_E1_Thenat215233

Foreclosures drop sharply

http://www.tulsaworld.com/business/article.aspx?

subjectid=32&articleid=20110310_32_E1_tablet37823

Immigration laws are costly for state

http://www.tulsaworld.com/opinion/article.aspx?

subjectid=61&articleid=20110314_61_A7_Getout99308

County legal ads best continued in newspapers

http://www.tulsaworld.com/opinion/article.aspx?

subjectid=61&articleid=20110314_61_A7_Thesta473980

Oklahoma poverty a chronic, unaddressed problem

http://www.tulsaworld.com/opinion/article.aspx?

subjectid=61&articleid=20110313_211_G1_CUTLIN746470

Judicial nominating process doesn't need changing

http://www.tulsaworld.com/opinion/article.aspx?

subjectid=61&articleid=20110313_214_G1_Lastwe282690

State Treasurer Ken Miller off to a good start

http://www.tulsaworld.com/opinion/article.aspx?

subjectid=61&articleid=20110313_215_G6_CUTLIN537730

Nonpartisan elections best for county sheriffs

http://www.tulsaworld.com/opinion/article.aspx?

subjectid=61&articleid=20110312_61_A20_CUTLIN981870

Pseudoephedrine prescription requirement goes too far

http://www.tulsaworld.com/opinion/article.aspx?

subjectid=61&articleid=20110312_61_A20_Weunde447567

The Journal Record 
www.journalrecord.com

 Wind farm bill drawing concerns

http://journalrecord.com/2011/03/11/wind-farm-bill-drawing-concerns-energy/

 

Federal cuts could hit U.S. housing agencies

3887



http://journalrecord.com/2011/03/11/federal-cuts-could-hit-u-s-housing-agencies-

real-estate/

 

Oil settles lower after Japan quake, for fourth day 

http://journalrecord.com/2011/03/11/oil-settles-lower-after-japan-quake-for-fourth-

day-energy/

 

Pa.’s attempts to track gas drilling waste flawed

http://journalrecord.com/2011/03/11/pa-%e2%80%99s-attempts-to-track-gas-drilling-

waste-flawed-energy/

 

U.S. rig count up by 8

http://journalrecord.com/2011/03/11/u-s-rig-count-up-by-8-energy-2/

 

Budget hawks eye energy subsidy cuts 

http://journalrecord.com/2011/03/11/budget-hawks-eye-energy/

 

Obama prepared to tap petroleum reserve

http://journalrecord.com/2011/03/11/obama-prepared-to-tap-petroleum-reserve-

energy/

 

Heating oil use falls as prices, irritation rise 

http://journalrecord.com/2011/03/11/heating-oil-use-falls-as-prices-irritation-rise-

energy/

 

Senators scrutinize light bulb standards

http://journalrecord.com/2011/03/11/senators-scrutinize-light-bulb-standards-energy/

 

Red Eagle: Osage will fight for sovereignty

http://journalrecord.com/2011/03/11/red-eagle-osage-will-fight-for-sovereignty-law/

 

Community bankers prepare for costs of regulation

http://journalrecord.com/2011/03/11/community-bankers-prepare-for-costs-of-

regulation-finance/

 

Tax cuts move people to shop in February

http://journalrecord.com/2011/03/11/tax-cuts-move-people-to-shop-in-february-

finance/

 

Airfares going up, not just because of oil

http://journalrecord.com/2011/03/11/airfares-going-up-not-just-because-of-oil-

aerospace/
 

Statewide AP stories
http://normantranscript.com/statenews
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No AP stories

 

 

Links for Senate publications:
 

Daily Senate Agenda:  Senate Agenda

 
 

Daily Senate Calendar:  Senate Calendar

Daily Senate Journals:  Senate Journals

 

Senate Committee Meeting Notices:  Senate Committee Notices
 

   

Dallas Morning News
<http://www.dallasnews.com/>
 
DMN Political Link:
<http://www.dallasnews.com/politics/>
 
New York Times Link:
<http://www.nytimes.com/>
 
Washington Post Link:
www.washingtonpost.com <http://www.washingtonpost.com/>
 
USA TODAY
<http://www.usatoday.com/>
 
USA Today States link:
<http://www.usatoday.com/news/states/ns1.htm>
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From: Marie Sanderson
To: Marie Sanderson; Marie Sanderson; vmariethomas
Cc: Cindy.Sims@alaska.gov; john.katz@alaska.gov; russ.kelly@alaska.gov; lgromis@aol.com; macarter32 ;

RSerote@az.gov; Adam.nordstrom  brian.mcmanus2 ;
JohnPatrick.Walsh  Rob.Jakubik ; bfulenwider@georgia.gov;
ehames@georgia.gov; brandymarty03 ; chiproytexas ; dhiowa
jabot10 ; janelcausey  jboeyink34 ; travisrichmond ;
wkloiber@ ; David.Hensley@gov.idaho.gov; jkreizenbeck@gov.idaho.gov;
Tammy.Perkins@gov.idaho.gov; Andrew Silvestri; Katie Altshuler; JamieShuster@gov.sc.gov;
tedpitts@gov.sc.gov; bob.schwaneberg@gov.state.nj.us; Dona.DeLeon@gov.state.nj.us;
marissa.watkins@gov.state.nj.us; Wayne.Hasenbalg@gov.state.nj.us; Honor.Ingels@governor.alabama.gov;
Candice Whitfield; Jeannemarie.Davis@governor.virginia.gov; kristi.craig@governor.virginia.gov;
Michael.DiSabato@governor.virginia.gov; sirena.ramirez@guam.gov; debbie ; griffin ;
wstruble ; wags@la.gov; Renee.Fargason@laspbs.state.fl.us; kristacarman ;
Will.Kinzel@mail.house.gov; mary.mayhew@maine.gov; brandi white@mcconnell.senate.gov;
Lanier Swann@mcconnell.senate.gov; blackwellr2@michigan.gov; chadderdona@michigan.gov;
mcbrideb@michigan.gov; muchmored@michigan.gov; tomichz@michigan.gov; brian
ryan  nguillemard ; sarah.echols ; Mike Schrimpf; Lindsay Russell; Seth
Levey; ts ; Bkanzeg  aparis@state.pa.us; jbranstett@state.pa.us;
jmcallahan@state.pa.us; ktartaglia@state.pa.us; rebmyers@state.pa.us; Jim.Soyer@state.sd.us;
MKennicott  Mark.Cate@tn.gov; Will.Cromer@tn.gov; Bnutt@
RSPENDLOVE@utah.gov; bill.kloiber@wisconsin.gov; Carol.Statkus@wyo.gov; michelle.dynes@wyo.gov;
katyoder 99  pjpgator ; ,; Moore, Brian, GOV; lauren.kintner@nebraska.gov; ,; Rojas,
Elizabeth; Lowell Arye; Jonathan Ringo; Stafford Olivia Palmieri; shawn.reese@wyo.gov; jhurst6 ;
rick.perez@guam.gov; twatkins

Subject: Updated: RGPPC Conference call: Tomorrow/ Friday 10 AM EDT
Date: Friday, September 16, 2011 7:47:22 AM
Attachments: H2B Letter to DOL[1].pdf

H2B Memo to Gov 090811[1].docx
H2B Rules[1].pdf
Seafood Council to Gov 091211[1].pdf
IN House EPA Regulatory Relief Act of 2011.pdf

Updated attachments and agenda for this AM.

Best,
Marie

*****

We will have our RGPPC policy call Monday morning at 10:30 AM EST.

Agenda and notes below:

Access code:

Agenda:
1. Roll Call: Marie (MS)

2.  RGPPC Update: Marie (MS)

-- RGPPC Healthcare Summit- Save the date:  October 24/25.  Questions regarding your flights and
hotels should be directed to   Updated Agenda coming soon.

-- Healthcare task force:  Next call is Tuesday, September 20th, 5 PM EDT. We will discuss next steps
with the super committee, healthcare reform in general, and the CLASS Act's impact on states.

--  Governor Mead Energy Letter:  We are working to close out this letter. Please let Seth know where
you stand on this letter. 

-- RGPPC Energy Policy Summit:  Save the Date:  December 12-13, Jackson Hole Wymoing.  More
information TBD regarding staffing and agenda.
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--  Pension Reform: Conference call this afternoon/Friday 5 PM EDT

--  H2B Visa Employment issue (Matt Conrad- VA) *** See attachments

3. House Update: Will (Speaker Boehner)

4. Senate Update:  Lanier (Leader McConnell)

5. NGA  Update: Lauren (NE)----Healthcare Exchange Conference Update

6.  Letter from the Indiana Department of Environmental Management (IDEM) making clear that
Indiana does not support the National Association of Clean Air Agencies position on the House
Republicans bill to eliminate EPA regulations. (see attchment- last document..."IN House EPA Regulatory
Relief....")

7.  Other business?

Thanks to all-  mts

*****

Marie Thomas Sanderson
Republican Governors Public Policy Committee (RGPPC)
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From: Speaker Media
To: Speaker Media
Subject: UPDATED: House Republican Caucus Highlights Agenda Accomplishments
Date: Friday, March 18, 2011 1:47:38 PM

 
EDITOR’S NOTE:

Addition of HB 1571

under Traditional Values

Oklahoma House of Representatives
Media Division

                                                                                                                                                           
                          March 18, 2011
 
FOR IMMEDIATE RELEASE:
Contact: Lisa Liebl                 
Capitol: (405) 962-7674
 

 

House Republicans Highlight Agenda Accomplishments
 
OKLAHOMA CITY – The House Republican Caucus today highlighted their agenda
accomplishments after completing work on House legislation.  The agenda platform includes
reforms to enhance our economic environment, improve public safety, access affordable
health care, reform educational practices, streamline and modernize state government,
protect traditional values, and defend constitutional rights.

 
“I am extremely proud of the Republican Caucus for adhering to the agenda

priorities,” said House Speaker Kris Steele, R-Shawnee. “It is an enormous responsibility
knowing each vote cast could change the lives of Oklahomans. Our focus is on doing what’s
best for our citizens and the future of our state.”

 
The House of Representatives entered the 2011 Legislative session faced with a $600 million
budget deficit. They were tasked with balancing the budget and many facets of tax reform.

 
“Because we face a $500 million shortfall, this is clearly a challenging budget

environment,” said state Rep. Earl Sears, a Bartlesville Republican who chairs the House
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Appropriations and Budget Committee. “However, House Republicans are advancing reforms
that will help close that hole by streamlining and modernizing state government. The money
saved through these reforms will help us protect vital areas such as education, transportation
and public safety.”

 
“I am proud that House Republicans are focused on fixing the flawed tax credit

system,” said state Rep. David Dank, an Oklahoma City Republican who chairs the House
Revenue and Taxation subcommittee. “If we are going to compete in the crucial next few
years, we had to stop talking and start acting to dramatically reform our state tax system.
The GOP is doing just that."

 
House Republicans are committed to creating an environment that is conducive to job
retention and job growth including worker’s compensation reform, lawsuit reform, improving
transportation infrastructure and not raising taxes.

 
“House Republicans believe economic growth should be measured by the number of

private-sector businesses that can grow and employ Oklahomans,” said House Floor Leader
Dan Sullivan, R-Tulsa. “The reforms we have advanced will reduce frivolous litigation and
allow the private sector to thrive.”

 
“For nearly 20 years, Oklahoma road funding was badly neglected,” said House

President Pro Tempore Jeff Hickman, R-Fairview. “House Republicans have reversed that
trend, and we remain committed to protecting road funding. Our state cannot grow without
a viable transportation system.”

Several measures have advanced to improve public safety through responsible corrections
reform and further addressing illegal immigration to create safer communities and protect
limited taxpayer dollars.

                “While House Republican believe there must be consequences for those who
commit crimes, we do not believe the state must always utilize the most expensive
punishment available,” said state Rep. Lisa J. Billy, a Purcell Republican who chairs the
appropriations subcommittee on public safety. “The reforms we have enacted have been
shown to cost less while also reducing recidivism. We are working to preserve public safety
while being smart with public dollars.”

“To deal with the pressing issues of illegal immigration the House Republicans are
taking a very deliberate course of action looking for solutions,” said state Rep. George
Faught, a Muskogee Republican who is co-chair of the joint committee on immigration. “This
focus on this measure will be centered on public safety which affects all citizens of this state.
We are taking input from the law enforcement officers who deal daily with the issues of
public safety and encourage their solutions to crime and illegal immigration. Our goal is to
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give law enforcement officers the tools and information that will help them become effective
in enforcing our laws and protecting our citizens. There should be consequences for criminal
behavior.”

 
House Republicans have continued their commitment to provide better access to affordable
quality health care and promote a competitive free market system.

 
“We have made significant strides in developing initiatives for those needing health

coverage,” stated state Rep. Doug Cox, R-Grove. “House Republicans are centered on
reducing Oklahoma’s uninsured population by building a premiere healthcare exchange
constructed on rock solid conservative values.”

 
“Having health insurance that is accessible and affordable is an issue that has our

focus and commitment this session,” said state Rep. Glen Mulready, R-Tulsa. “House
Republicans want Oklahoma to lead the way in building a better health insurance
marketplace, one that truly empowers individuals and small-business owners to purchase
plans that best meet their needs.”

As a top priority to many elected officials, the House is devoted to ensuring all Oklahoma
students have access to a quality education by advancing measures to eliminate trial de
novo, eliminate social promotion, increase accountability and transparency, and provide
greater instructional opportunities to include protecting parents’ rights to educate their
children by other means.

“For Oklahoma students to become productive adults, they must have access to a
quality education,” said state Rep. Ann Coody, a Lawton Republican who chairs the House
Common Education Committee. “The reforms we are advancing will increase academic rigor
and accountability, providing Oklahoma children a better future.”
 

“The education reforms promoted by House Republicans will provide greater
transparency to parents, allowing them to determine how their local schools are performing
through a true apples-to-apples comparison,” said state Rep. Lee Denney, a Cushing
Republican who chairs the House appropriations subcommittee on education. “That
information will highlight successful schools and allow the dissemination of successful
teaching strategies, benefiting all children and districts in the state.”

The House GOP agenda is aimed at streamlining state government, reforming state pension
systems, and eliminating or reforming tax policies that fail to generate widespread economic
benefit.

“For years, our unfunded pension liability has been the enormous financial problem
of state government that no one would acknowledge,” said state Rep. Randy McDaniel, R-
Oklahoma City. “This year, we have finally started making the tough decisions necessary to
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ensure the continued viability of those retirement systems without increasing taxes on
working families.”

 
“By eliminating needless duplication in state government, we can save millions of

taxpayer dollars while maintaining services,” said state Rep. Jason Murphy, R-Guthrie. “By
enacting the common-sense reforms that private industry has used for years, we are

bringing state government into the 21st Century.”

The Republican caucus will continue its commitment to protect traditional Judeo-Christian
values, including the sanctity of human life and the traditional family.

“House Republicans have enacted pro-life reforms with bipartisan support to provide
greater protections to the most-vulnerable Oklahomans – those in the womb,” said state
Rep. Pam Peterson, R-Tulsa. “We are modernizing state law to reflect the medical and
scientific realities of 2011, which show us unmistakably that a child in the womb is a
precious, living member of our human family deserving of our protection.”

 
“One of the greatest challenges facing Oklahoma is the fragmentation of families,”

said state Rep. Mark McCullough, R-Sapulpa. “Divorce leads to increased demand for many
state services. By working to enact policies that can help preserve families, we can ultimately
save hundreds of millions in the long run.”

 
Finally, the House Republicans are dedicated to restoring and defending the Constitution,
including promoting second and tenth Amendment rights.
               

“The right to self-defense is one of the most fundamental constitutional rights
granted Americans, and House Republicans have advanced legislation that prevents the
erosion of that right,” said state Rep. John Enns, R-Enid. “Law-abiding citizens should not be
left defenseless against criminals who will not hesitate to commit murder or rape, let alone
break a gun control law.”
 
The House passed numerous bills which aligned with the Republican Caucus agenda. They
are committed to the task of fulfilling their job responsibilities and well representing the
voice of their constituents.
 
The Legislature is set to begin hearing Senate bills next week.

 
 

 HOUSE REPUBLICAN CAUCUS  

 2011 Agenda Legislation  

   

 ECONOMY  
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 Lawsuit Reform  

HB 2023 Admissibility of actual amounts paid for  medical

bills

Sullivan

HB 2024 Periodic Payments Sullivan

HB 2128 Caps on noneconomic damages Steele

   

 Workers Comp Reform  

HB 2038 Requires reporting from Workers Comp Court Sullivan

   

 Pension Reform  

HB 2132 No unfunded COLA's Steele

HB 1648 OTRS loophole fix Newell

HB1002 Improves efficiencies in OTRS McDaniel

HB 1007 Pension Funding Accountability Act McDaniel

HB1010 Judges and Justices Pension Reform McDaniel

HB 1005 Pension and Benefit Funding and Security Task

Force

McDaniel

   

 Revenue/Taxation  

HB 1285 Task Force to Study Tax Credits Dank

HB 1953 Oklahoma Quick Action Closing Fund McNeil

HB 1008 Engineering Tax Credit McNiel

HJR 1001 Resolution seeks to freeze the value of seniors

homes for taxation purposes at the value

determined the year the head of household turns

sixty-five.

Dank

HJR 1002 Resolution seeks to cap the possible annual

increase of taxable value of property at 2%.

Current cap is 5%.

Dank

   

 TRADITIONAL VALUES  

HB 1888 Pain-Capable Unborn Child Protection--No

abortions after 20 weeks because child is pain-

capable

Peterson

HB 1642 Requires that doctors performing abortions in OK

have clinical privileges at a hospital within 30

miles of clinic where abortions are done

Ritze

HB 1970 Prohibiting certain drugs to induce abortions Grau

HB 1571 All persons, from fertilization or conception, are

created free with inalienable rights

Vaughn

   

   

 GOVERNMENT REFORM &
MODERNIZATION
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HB 2140 Shared Services consolidation of DCS, OPM,

OMPC, ODL, OSEEGIB, and EBC into OSF

Steele

HB 1034 Purchasing System cleanup Murphey

HB 1035 Modifying Trip Optimizer system Murphey

HB 1086 OK Government 2.0 Act Murphey

HB 1207 Innovation, Efficiency and Accountability Act Murphey

HB 1225 Initiative Petitions; requiring statement of funding

sources

Ownbey

HB 1541 Executive entity consolidations Murphey

HB 1044 Administrative Rules Reform Faught

   

   

 CONSTITUTIONAL RIGHTS  

HB 1652 Authorizes concealed weapons in cars at

CareerTech

Enns

   

 PUBLIC SAFETY  

HB 1446 Immigration Reform Bill Faught

HB 2131 Switches sentencing statute default from

consecutive to concurrent, authorizes more use of

community sentencing and GPS tracking, and

removes governor from non-violent parole

approvals.

Steele

   

 HEALTH  

HB 2130 HUB board and implementation Steele

HB 2017 Medical Student Loan Program Cox

HB 1554 Long-term care options counseling Kern

HB 1220 Prevention Services Consolidation Act McCullough

   

 EDUCATION  

HB 1456 Establishing grades for schools Denney

HB 1550 Providing retention for certain third-grade students Kern

HB 2139 State Board of Education reform Steele

HB 1372 Adds Elementary and Assistant Superintendents

to list of those included in administrative

expenditure cap.

Holland

HB 1380 Eliminates Trial De Novo Holland
 
 

###
 
NOTICE: The information in this email is confidential, legally privileged, and exempt
from disclosure under law. It is intended solely for the addressee. Access to this
email by anyone else is unauthorized. If you are not the intended recipient, any
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disclosure, copying, distribution or any action taken or omitted to be taken in
reliance on it, is prohibited and unlawful. The Oklahoma House of Reps does not
warrant any e-mail transmission received as being virus free, and disclaims any
liability for losses or damages arising from the use of this e-mail or its attachments.
Recipients of e-mail assume the risk of possible computer virus exposure by opening
or utilizing the e-mail and its attachments, and waive any right or recourse against
the House by doing so.
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From: Andrew Silvestri
To: Katie Altshuler
Subject: Updated: RGPPC Healthcare Task Force Conference Call

Conference line:

Access code:

Agenda:

1. Roll Call

2.  CLASS ACT

3.  Exchange Commenting

4. Supercommittee- policies in which we should engage

5.  Other business

ICYMI below. Nice work, Ohio, on PPACA costs to your state.  If other states have done such activities, please share with the group. 
We'll keep on file and amplify at RGPPC.

Ohio Examiner:
http://www.examiner.com/trumbull-county-conservative-in-youngstown/lt-governor-mary-taylor-announces-report-outlining-impacts-
of-obamacare-ohio

Lt. Gov. Taylor is also the director of the Ohio's insurance department.  Her press release is linked here and included in full below:

http://www.insurance.ohio.gov/Newsroom/Pages/09202011MillimanReport.aspx

Full report:
http://www.ohioexchange.ohio.gov/Documents/MillimanReport.pdf
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From: Prieto Johns, Nicole S.
To: Rich Edwards; Mike Rhoads; Laura Brookins; Frank Stone; Ed Long; Buffy Heater; Chuck Rygiel@hcsc.net;

John Calabro; Alex Pettit; Katie Altshuler; Cox-Kain, Julie
Subject: Utah Exchange: Risk Adjustment Plan and white paper
Date: Wednesday, May 11, 2011 9:10:46 AM
Attachments: Rearview Mirror on the Utah Health Exchange 4 .pdf

Plan of Operation - Final 11-22-10 1.pdf

Chairs & Co-Chairs: 
 
Attach is the “Utah Defined Contribution Risk Adjustment Plan of Operation” document and a
lessons learned white paper, “Rearview Mirror”, we have recently received from the Utah Exchange. 
Given the high level of interest state leaders have in the Utah Exchange, it is a good idea for us to
learn more of how they designed their present exchange and the actions they intend to take to
make their exchange ACA compliant.  Julie, Derek and I are traveling to Utah today to take a look.  
We expect to have more information to share once we return. 
 
Respectfully,
Derek Lieser
Nicole Prieto Johns
 
 

S. Nicole Prieto Johns, MPA | Oklahoma Health Insurance Exchange Planning Project | Project Manager | 

1000 NE 10th Street, Suite 355, Oklahoma City, Oklahoma 73117-1299 | Bus.  405.271.2944 | Cell   | E-mail
NicolePJ@health.ok.gov | Website: www.Ok.gov/InsuranceExchange
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From: Lindsay Russell
To: john.katz@alaska.gov; russ.kelly@alaska.gov; cindy.sims@alaska.gov; honor.ingels@governor.alabama.gov;

rserote@az.gov; Pam.Pfeifer@LASPBS.STATE.FL.US; JohnPatrick.Walsh ;
rob.jakubik  renee.fargason@laspbs.state.fl.us; macarter32 ;
bfulenwider@georgia.gov; ehames@georgia.gov; ts ; sirena.ramirez@guam.gov;
david.hensley@gov.idaho.gov; jkreizenbeck@gov.idaho.gov; tammy.perkins@gov.idaho.gov;
debbie ; griffin ; ahorst@sba.IN.gov; bburdick@gov.IN.gov; cruhl@omb.in.gov;
Christine.Bartel@iowa.gov; doug.hoelscher@iowa.gov; adam.nordstrom
hedgcockm@gov.state.la.us; wags@la.gov; Jonathan.Ringo@la.gov; mary.mayhew@maine.gov;
mcbrideb@michigan.gov; muchmored@michigan.gov; tomichz@michigan.gov; GigliottiL@michigan.gov;
msanderson@governor.state.ms.us; lauren.kintner@nebraska.gov; brian@ ; ryan ;
bob.schwaneberg@gov.state.nj.us; dona.deleon@gov.state.nj.us; wayne.hasenbalg@gov.state.nj.us;
marissa.watkins@gov.state.nj.us; valerie.j.harr@dhs.state.nj.us; janelcausey ;
kristacarman ; wstruble  Craig.w.butler@governor.ohio.gov; Andrew Silvestri; Katie
Altshuler; aparis@state.pa.us; jbranstett@state.pa.us; jmcallahan@state.pa.us; rebmyers@state.pa.us;
lgromis ; bnutt ; nguillemard  sarah.echols ;
tiffany.watkins ; Intern Sam Dulik; lanier swann@mcconnell.senate.gov; jamieshuster@gov.sc.gov;
jim.soyer@state.sd.us; Will.kinzel@mail.house.gov; mark.cate@tn.gov; will.cromer@tn.gov;
travisrichmond ; katyoder 99  brandymarty03 ; rspendlove@utah.gov;
jeannemarie.davis@governor.virginia.gov; kristi.craig@governor.virginia.gov;
Michael.DiSabato@governor.virginia.gov; keith.gilkes@wisconsin.gov; wendy.riemann@wisconsin.gov;
eric.schutt@wisconsin.gov; ryan.murray@wisconsin.gov; Bill.Kloiber@wisconsin.gov; carol.statkus@wyo.gov

Subject: Utah unveils overhaul of Medicaid
Date: Thursday, June 02, 2011 1:49:49 PM

 
FYI
 
 
Utah unveils ambitious overhaul of Medicaid
 
By kirsten Stewart
 
The Salt Lake Tribune
 
Published: June 1, 2011 07:30PM
Updated: June 1, 2011 11:07PM
 
Utah health officials on Wednesday unveiled a 91-page blueprint for overhauling the state’s
Medicaid program, billing it as way to preserve the low-income health safety net.
The plan envisions steering Medicaid patients into managed care networks, or Accountable
Care Organizations (ACOs), which would be paid lump monthly sums per patient. If an ACO
spends more than allotted for care and prescription drugs, it absorbs the loss. If it spends less,
it gets a share of the leftovers — similar to old HMOs of the ’90s.
HMOs were accused of cutting costs by denying care, often pitting insurers against doctors.
But in ACOs, doctors will work with their patients, ordering treatments under strong
incentives to improve care and cut costs, said the plan’s architect, Sen. Dan Liljenquist, R-
Bountiful.
The current fee-for-service model of paying doctors and hospitals directly is a “free pass,”
said Liljenquist, and encourages providers to do more tests and conduct more procedures than
necessary. “That expense is overwhelming us,” he said.
Costing $1.8 billion, Medicaid consumes 9 percent of the state’s budget and is expected to eat
up 13 percent by 2020, even without the program’s expansion required by federal health
reform in 2014.
If endorsed by the federal government, Utah’s overhaul will go live on July 1, 2012.
Advocates and industry leaders have 20 days to suggest changes before health officials
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submit it for approval.
Mental health patients, pregnant women and seniors in long-term care are excluded from the
reforms, which would initially apply to only to the four most populous counties: Salt Lake,
Davis, Utah and Weber.
Medicaid clients there would choose their ACO, which would have to adhere to certain
quality standards. Then, the ACO would assign them a “medical home” or primary care
provider who would coordinate their care.
Advocates for the poor are generally supportive, with a few significant caveats.
“The proposal makes a promising start ... but we knew going into this where the trouble spots
would be for beneficiaries,” said Judi Hilman, executive director of the Utah Health Policy
Project.
The plan would free ACOs to charge Medicaid patients more than is currently allowed under
federal law.
Families’ out-of-pocket expenses would be capped at 5 percent of their annual gross income.
But they would be on the hook for a $40 deductible and co-payments ranging from $5 for
doctor visits to $220 for inpatient hospital visits.
Providers would be encouraged to waive co-payments or hand out gift certificates to
compliant patients, said Utah Medicaid director Michael Hales, using the example of
diabetics who successfully manage their blood sugar levels.
But Lincoln Nehring, senior health policy analyst at Voices for Utah Children, said, “I
guarantee most families on Medicaid don’t have $15 floating around.”
Of even bigger concern, he said, is the state’s request for permission to adopt a scheme for
cutting high-cost, unproven treatments, similar to a strategy adopted more than a decade ago
in Oregon.
Such a “prioritization list” would be used to guide budget cuts in years when Medicaid costs
exceed set annual limits in state spending.
If the list is anything like Oregon’s, it would mean denying patients expensive treatments with
poor prognoses, such as organ transplants and certain cancer treatments, Nehring said. But
Oregon’s list applies only to nontraditional Medicaid recipients, such as the working poor.
Utah’s list would apply primarily to children and disabled adults, most of whom have
incomes below 100 percent of federal poverty, or a family of four with annual earnings of
$22,350 or less.
Nerhing doubts this idea will pass muster with the feds, saying, “It’s hard to imagine the state
stepping in to tell a family, ‘Yes, you qualify for Medicaid and your kid is sick, but we’re not
going to pay for his cancer treatment.’ ”
Liljenquist admits the new model “will probably be a little less convenient,” but said it’s
designed to drive patients to appropriate care, not bar them from care altogether.
A surprise late addition proposes allowing eligible Utahns to forgo Medicaid in favor of
subsidies to purchase private health policies on Utah’s Health Insurance Exchange. Whether
families would jump at the offer is unknown.
“There is no reason to suppose Utah’s Health Insurance Exchange, with its bewildering
choice of 142 plans, will serve the Medicaid population at all adequately,” Hilman said.
But assuming it could, research has shown Medicaid to be a more cost-effective alternative to
subsidized insurance, at least for the poorest of the poor, she said.
kstewart@sltrib.com
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BY JONATHAN SMALL, CPA · MON, JUN 13, 2011 01:13 PM CDT 

SPENDING

Command performance

Last week the Oklahoma Health Care Authority (OHCA)

Board votedunanimously to raise the salary of director Mike Fogarty more than

$18,000 a year to $152,000 and also gave him a “performance” bonus of

$20,000 (with another potential $20,000 bonus available in 2012). With a new

salary of $5,000 a year more than the governor earns, and performance

bonuses potentially up to $40,000, the outrage from taxpayers is completely

justified. Let’s review some of the performance “achievements” during Fogarty’s

12 years at OHCA under the board’s direction.

According to the Oklahoma Health Care Authority’s FY-2010 annual report:

•    In FY-2005 there were nearly 630,000 Medicaid enrollees and total (state

and federal) expenditures of $2.81 billion. By FY-2010, the number of Medicaid

From: Dave Bond
To: Dave Bond
Subject: Very much worth reading
Date: Wednesday, June 15, 2011 12:30:12 PM

Fantastic analysis from Jonathan Small at OCPA on the director of the state Health
Care Authority getting a substantial pay raise, despite the massive expansion of
taxpayer-funded welfare occurring on his watch...

Here's the link to the original post: http://www.ocpathink.org/articles/1226

Command performance
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enrollees had ballooned to 881,220 (about 24 percent of the state’s population)

and expenditures had skyrocketed to $4.33 billion—an increase of 54 percent

in just five years

•    In Federal Fiscal Year 2000, total (state and federal) Medicaid spending in

Oklahoma was $1.64 billion. But by Federal Fiscal Year 2010, total Medicaid

spending in Oklahoma was $4.35 billion—a 165 percent increase in just 10

years

•    For Federal Fiscal Year 2000, total state share/appropriations for Medicaid

were $435.9 million, and for Federal Fiscal Year 2010, total state

share/appropriations for Medicaid were $1.1 billion—a 169 percent increase in

just 10 years

•    In 2010, approximately 562,000 children under the age of 21 were covered

by Medicaid

•    Approximately 67 percent of all Oklahoma children under the age of five

have been covered by Medicaid at some point in their lives.

•    Of Oklahoma’s 77 counties, 38 counties have 25 percent or more of the

population enrolled in Medicaid and 18 counties have 30 percent or more of the

population enrolled in Medicaid, and one county has 43 percent of its

population on Medicaid.

With these welfare-expanding outcomes, what “performance” warranted a total

income increase of up to a $58,000 over the next two years? Apparently, the

goal of OHCA is to have as many Oklahomans enrolled in Medicaid as

possible, but that’s the sort of “performance” one would expect with command-

and-control liberals running the agency. But now that Oklahoma’s center-right

majority has successfully elected a conservative governor and state legislature,

is this the sort of “success” we should celebrate and reward? What Oklahoma

family, whose hard-earned income will be taxed to pay for these increases, will

receive a $58,000 total income increase over the next two years?

OCPA has recommended several reforms that Fogarty and the board should

consider (reforms that are all the more important considering what Obamacare

is about to do to the Oklahoma state budget):

•    Decrease dependence and utilization of this welfare program that is growing

more than 165 percent every decade

•    Lead an unrelenting effort to obtain waivers from the federal government that

would allow Oklahoma to implement significant reforms to the Medicaid

program

•    Continue to apply for federal approval to convert Medicaid into a block grant

program, which would give the state more control over how program dollars are

spent

•    Push for an extremely low member cost-sharing plan of $10 a month

•    Allow the more than 13,000 current individual Insure Oklahoma members to

obtain coverage through the private market rather than being forced onto
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Medicaid

Why aren’t Director Fogarty and the OHCA board advocating for and

implementing these sorts of reforms? Their refusal to do so illustrates a

common, longstanding accountability problem. In many states the governor

appoints the Medicaid director. Not so in Oklahoma, with its dysfunctional

executive branch. As OCPA fellow Andrew Spiropoulos wrote nine years ago,

“we must amend the constitution to establish a cabinet system of government in

which the governor appoints the heads of the major departments and these

officials report directly to and are responsible to the governor. And to the extent

to which executive power remains in boards and commissions, the governor

must have the power to appoint the majority, and eventually all, of the members

of these bodies.” Because Gov. Fallin has not yet had the opportunity to appoint

anyone to the board, she could do nothing to stop this decision.

With an annual budget of more than $4.3 billion, reform of the Health Care

Authority board and the Medicaid program should be a top priority for

lawmakers at the beginning of the 2012 legislative session. All members of the

board should be appointed by the governor (who is accountable to voters) with

the consent of the Senate, and appointments should serve at the pleasure of

the governor. The governor should have the authority to appoint the director of

the Health Care Authority, just as is the case with the director of the Office of

State Finance, the Secretary of State, and other crucial state positions.

Rest assured that the board’s action last week will not be forgotten.
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From: Communications Center
To: Communications Center
Subject: VIDEO: McConnell On ObamaCare Deception
Date: Thursday, June 28, 2012 2:47:59 PM
Attachments: image002.png

Contact:
John Ashbrook 202.228.NEWS
 

VIDEO: McConnell On ObamaCare
Deception

The Republican Leader Makes It Clear – ‘The Bill Was Sold To The
American People On A Deception’

 

Video: Here
 

VIDEO TRANSCRIPT
 

SEN. MITCH MCCONNELL: “The Supreme Court has spoken. This law is a tax. The bill was sold to
the American people on a deception.” (Sen. Mitch McConnell, Floor Remarks, 6/28/12)

 
###
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From: 
To: 

Cc: 
Subject: 

Date: 

a • • a at:\ • a • 

. . . ~ 
Ryan Serote Crserote@az.govl · Seth Levey: sirena.ramirez@guam.gov: o2!"'1'!:"""-!:!S! 
tammy.oerkins@aov.idaho.aov: Tim Pearson Ctimpearson@gov.sc.govl: ...... ,.,._"""'" ......... 
travisrichmond•• r Wayne Struble Cwayne.struble@aovernor.ohio.govl : Y!:l!!Y!1!~~:nQ,m@ggy,~~Oi.!~ 
will.cromer@tn.gov : Zak Tomich Ctomichz@michigan.govl 
Swann. Lanier (McConnell) 
Waiver Anyone? White House Granting Obamacare Waivers Because It Knows the Law Increases Costs, Destroys 
Jobs 

Wednesday, May 18, 2011 8:56:18 AM 

Speaker of the House John Boehner 

Waiver Anyone? White House Granting ObamaCare 
Waivers Because It Knows the Law Increases Costs, 
Destroys Jobs 

May 18, 2011 1 Posted by Don Seymour 1 Permalink 

The Obama Administration has worked tirelessly to exempt everyone from "fancy eateries hip 
nightclubs and decadent hotels" to its union allies from the health care law passed by a Democrat-run 
House and Senate because it knows the law will increase health care costs and destroy jobs. So far, 
the Administration has issued 1 372 waivers granting more than 3 million Americans some measure of 
reprieve from ObamaCare, which 200 economists and experts have called "a barrier to job orowth ." 

A spokesman for Democratic Leader Nancy Pelosi (D-CA) - one of the architects of the law - told The 
Hill that without the waivers these Americans would "lose their minimum health coverage or see 
their premiums increase." This is more than just "a tacit admission that the healthcare law is 
fundamentally flawed" - as Energy and Commerce Chairman Fred Upton IR-MI) recently said - and 
that it does not lower costs like Democrats famously promised. 

In the effort to help lower health care costs and protect jobs, House Republicans took a cue from the 
Obama Administration and approved legislation to exempt everv American from the health care law 
passed last year- more than 300 million men, women, and children in total - by repealing the whole 
bill. 
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The Republican measure - H.R. 2 - was approved in January, and would give every American the 
opportunity to keep health care coverage they like, prevent ObamaCare's estimated $2 100 premium 
increase on family insurance policies, and stop job-crushing tax hikes and mandates from destroying 
scores of jobs. 

"Democrats may still run Washington, but we thought we'd do our part to help them shield the 
American people from the devastating impact of their unpopular, unconstitutional government takeover 
of health care," said Kevin Smith, Communications Director for House Speaker John Boehner (R-OH). 
The GOP effort was key part of the Pledge to America . 

Of course, the 1 ,372 waivers issued by the Obama Administration are only temporary. The 
Republican legislation would permanently protect families and small businesses from 
ObamaCare's maze of budget-busting job-destroying mandates. tax hikes. and penalties. But 
that's not the only action taken by the new House majority. 

The House has also voted to defund ObamaCare and to eliminate slush funds buried within the law. 
Republicans succeeded in repealing the job-destroying 1099 small business mandate and started the 
process of replacing the health care law with common-sense solutions that would protect jobs and 
bring down costs for families and small businesses. And Speaker Boehner has filed a brief in federal 
court backing the effort by states and small businesses challenging the constitutionality of the health 
care law. 

A law that works doesn't require waivers and sweetheart deals. It's time to repeal ObamaCare and 
start over. 

SPEAKER PRESS OFFICE 
REP. JOHN BOEHNER (R-OH) 

H-232, THE CAPITOL 
(202) 225-0600 I SPEAKER.GOV 

WEBSITE I CONTACT I PRIVACY POLICY 
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From: Jacobs, Chris (RPC)
To: Jacobs, Chris (RPC)
Subject: Waiver Wire: Over 500,000 More Union Members Get Obamacare Exemption
Date: Friday, January 06, 2012 2:21:39 PM

In yet another Friday afternoon news dump, the Administration released an updated list of waiver
requests granted.  The number of waivers of this one provision in Obamacare now stands at 1,722. 
(One report this afternoon claims the number of waiver recipients is “only” about 1,200, but this
metric excludes the 491 Health Reimbursement Arrangements that have also received waivers.)  In
all, more than 4 million Americans have now received exemptions from some – but certainly not
all – of Obamacare’s onerous mandates, an increase of nearly 700,000 from the last HHS update. 
 
The four million individuals receiving waivers include more than 2.2 million participants in union
plans exempted from Obamacare’s mandates – more than half of all waiver recipients.  Of the
nearly 700,000 individuals who received waivers in the latest update, more than 560,000 of them
are members of union plans.  Put another way, nearly five in six (82.9%) of the individuals
receiving waivers in the latest tranche belong to union plans.  That suggests a strong push by
unions during the fall to “get in under the wire” and obtain an Obamacare waiver before the
Administration’s September 2011 deadline for submitting waiver applications.
 
The Administration claims that this is the “final” list of waivers, but in reality, all the 4 million
individuals receiving waivers will continue to be exempted from the law through 2014. 
Unfortunately however, new businesses, or those who (unlike union plans) did not know how to
apply for a waiver, will NOT receive relief from Obamacare’s onerous regulations.
 
As The Hill notes, the waiver process has sparked a “political firestorm,” by proving how damaging
and disruptive Obamacare’s onerous mandates have been to individuals’ health insurance coverage,
even before most of the law’s major provisions take effect.  What has been less clear is why
Democrats’ Big Labor allies have been so eager to exempt themselves from a law they worked so
hard to pass.
 
Chris Jacobs
Health Policy Analyst
Republican Policy Committee
(202) 224-2946
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From: Jacobs, Chris (RPC)
To: Jacobs, Chris (RPC)
Subject: Waiver Wire: Union Members Obtain Nearly 90% of New Obamacare Exemptions
Date: Monday, July 18, 2011 7:00:16 AM

Late Friday afternoon, the Administration again released an updated list of waiver requests granted. 
The number of waivers of this one provision in Obamacare is rapidly approaching 1,500, and
currently stands at 1,471.  In all, more than 3.25 million Americans have received exemptions from
some – but certainly not all – of the law’s onerous mandates.
 
But that’s not all.  Of the nearly 40,000 individuals who received waivers in the latest update, almost
35,000 of them are members of union plans.  Put another way, nearly nine in ten (88.3%) of the
individuals receiving waivers in the last month belong to union plans.
 
The waiver process has proven how damaging and disruptive Obamacare’s onerous mandates have
been to individuals’ health insurance coverage, even before most of the law’s major provisions take
effect.  What has been less clear is why Democrats’ Big Labor allies have been so eager to exempt
themselves from a law they worked so hard to pass.
 
Chris Jacobs
Health Policy Analyst
Republican Policy Committee
(202) 224-2946
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From: Jacobs, Chris (RPC)
To: Jacobs, Chris (RPC)
Subject: Warren Buffett and Obamacare
Date: Thursday, September 08, 2011 6:26:17 PM

President Obama just mentioned Warren Buffett in his call for tax increases on small businesses. 
But it’s worth noting Buffett’s comments on Obamacare from last March, in which he said the bill
“really doesn’t attack the cost situation that much” and that “I don’t believe in insuring more people
until you attack the cost aspect of this.”
 
If the President wishes to invoke Warren Buffett on tax policy, why doesn’t he first follow Buffett’s
advice on health care policy – and scrap his costly Obamacare legislation to replace it with
something that will actually lower costs for struggling families?
 
 

From: Jacobs, Chris (RPC) 
Sent: Monday, March 01, 2010 12:29 PM
To: Jacobs, Chris (RPC)
Subject: Warren Buffett to Fellow Democrats: Start Over on Health Care
 
In an interview on CNBC earlier today, longtime Obama supporter Warren Buffett expressed several
messages that Democrats may want to take to heart before attempting to cram a massive health
care bill down the throats of the American people:
 

Legislation should focus on costs before coverage:  “If I were President Obama, I would just
show this chart of what’s been happening and say this is the tape worm that’s eating at
American competitiveness, and I would say that one way or another, we’re going to attack
cost, cost, cost, just like they talk about jobs, jobs, jobs in the economy. It’s cost, cost, cost
on this side….Universality -- yeah, I believe in insuring more people, but I don’t believe in
insuring more people until you attack the cost aspect of this.”
The Democrat bills fail to control costs:  “Unfortunately, we came up with a bill that really
doesn’t attack the cost situation that much and we have to have a fundamental change. We
have to have something that will end the constant increase in medical cost as a percentage
of GDP.”
The Democrat bills include “nonsense” backroom deals for special interests:  “[Democrats
should] cut off all the kinds of things like the 800,000 special people in Florida or the
Cornhusker Kickback, as they called it, or the Louisiana Purchase and we’re going to get rid
of the nonsense. We’re just going to focus on cost and we’re not going to dream up 2,000
pages of other things.”
Democrats should not try to jam through a massive bill on a party-line vote:  “I would try
to get a unified effort saying this is a national emergency to do something about this. We
need the Republicans, we need the Democrats.”

 
If President Obama won’t listen to the American people calling for this legislation to be scrapped
and to start over with a bipartisan effort focused on containing costs rather than a government
takeover of health care, will he at least listen to one of his biggest supporters saying the same thing?
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Chris Jacobs
Health Policy Analyst
Republican Policy Committee
(202) 224-2946
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From: Aaron Cooper
To: Katie Altshuler; Andrew Silvestri
Subject: Wash Times question re: health xchange
Date: Wednesday, August 17, 2011 4:08:31 PM

Please see the notes below.  Thanks.

-----Original Message-----
From: Alex Weintz
Sent: Wednesday, August 17, 2011 4:05 PM
To: Aaron Cooper
Subject: Fw: contact information

Can you work with katie on this? He wants to know what specific regulations we would have avoided by
returning the health xchange money. I think its not abt avoiding specific regs as it is a broader
opposition to an xchange market that we assume will be heavily regulated and tied to obamacare.
Possible such a system will be handed to us anyway but didn't want to aquiesce while still being
challenged in court.

Deadline cob tomorrow. Thx

----- Original Message -----
From: Stephen Dinan [mailto:sdinan@washingtontimes.com]
Sent: Wednesday, August 17, 2011 03:59 PM
To: Alex Weintz
Subject: Re: contact information

No, story is likely to run Friday, so no rush for tonight.

Thanks again, and have a safe flight,

Stephen

On Aug 17, 2011, at 4:59 PM, Alex Weintz wrote:

> Got it. We are abt to get on a plane (I hope). Can we talk later in 
> the week or do you need this for tomorrow.
>
> ----- Original Message -----
> From: Stephen Dinan [mailto:sdinan@washingtontimes.com]
> Sent: Wednesday, August 17, 2011 03:55 PM
> To: Alex Weintz
> Subject: Re: contact information
>
>
> Well, just whatever specific regulations you guys might have ducked
> out of by declining the money earlier this year.
>
> On Aug 17, 2011, at 4:54 PM, Alex Weintz wrote:
>
>> Got it, thank you. Are you waiting on any other info from us?
>>
>> ----- Original Message -----
>> From: Stephen Dinan [mailto:sdinan@washingtontimes.com]
>> Sent: Wednesday, August 17, 2011 03:37 PM
>> To: Alex Weintz
>> Subject: contact information
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>>
>> Hi Alex,
>>
>> This is Stephen Dinan from the Washington Times. Here's all my
>> contact information. Thanks again for setting all this up.
>>
>> Stephen
>>
>> Stephen Dinan
>> Washington Times
>> 202 488 0643
>> sdinan@washingtontimes.com
>>
>>
>> The information contained in this electronic transmission is
>> intended for the exclusive use of the
>> individuals to whom it is addressed and may contain information
>> that is privileged and
>> confidential, the disclosure of which is prohibited by law. If the
>> reader of this transmission
>> is not the intended recipient, you are hereby notified that any
>> dissemination, distribution or copying
>> of this communication is strictly prohibited. In addition, any
>> unauthorized copying, disclosure or
>> distribution of the material in this e-mail and any attachments is
>> strictly forbidden.
>>
>>
>
>
>
> The information contained in this electronic transmission is 
> intended for the exclusive use of the
> individuals to whom it is addressed and may contain information 
> that is privileged and
> confidential, the disclosure of which is prohibited by law. If the 
> reader of this transmission
> is not the intended recipient, you are hereby notified that any 
> dissemination, distribution or copying
> of this communication is strictly prohibited. In addition, any 
> unauthorized copying, disclosure or
> distribution of the material in this e-mail and any attachments is 
> strictly forbidden.
>
>

The information contained in this electronic transmission is intended for the exclusive use of the
individuals to whom it is addressed and may contain information that is privileged and
confidential, the disclosure of which is prohibited by law. If the reader of this transmission
is not the intended recipient, you are hereby notified that any dissemination, distribution or copying
of this communication is strictly prohibited. In addition, any unauthorized copying, disclosure or
distribution of the material in this e-mail and any attachments is strictly forbidden.
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From: 
To: 

Grace-Marie Turner 
Katie Altshuler 

Subject: Washington Times oped: A platform for Medicaid reform 

Friday, April 13, 2012 11:34:51 AM Date: 

Galen Institute Commentary Alert 

What's next? Step One after Obamacare 
Grace-Marie Turner 
The Washington Times, April13, 2012 

Obamacare is on the rocks, and the heart of the law- the individual mandate -or the whole 

thing could be struck down by the Supreme Court. Whatever the court does, the voters could 

finish the job in November. 

In anticipation, a great deal of work is being done behind the scenes on Capitol Hill, in the states 
and in the think-tank community to talk about what's neJ.'t. 

Medicaid reform is at the top of the list. Medicaid is the worst health care program in the 

counh')' - a dismal program that finances care for low-income Americans but condemns them to 

long waits in emergency rooms to get even routine care. The program pays doctors so little and 

requires so much paperwork that few can afford to see more than a few Medicaid patients. 

Instead of reforming this program, which will cost the federal and state governments a total of 

$457 billion this year for its nearly 6o million enrollees. Obamacare doubled down and will 

dump as many as 25 million more people into this expensive, fraud -ridden program. 

Several members of Congress, including House Republican Study Committee Chairman Rep. 

Jim Jordan of Ohio, have introduced the State Health Flexibility Act (H.R. 4160) to streamline 
federal funding for Medicaid and the Children's Health Insurance Program into one block grant 

to the states. Todd Rokita (R-IN) is the lead sponsor of the bill. 

The legislation would give the states maximUlll flexibility to tailor the program to meet the 

unique health care needs of their citizens without having to plead \>\rith Washington for evei'Y 

minor improvement they want to make. 

Importantly, the legislation meets the seven principles for Medicaid reform proposed by 29 

governors in June 2011, and it also requires accountability to taxpayers. Annual audits are 

required in each state to report to the U.S. Treasm')', state legislatures and the public to ensure 
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the federal funding is spent properly. 

That would be a significant step in bringing accountability and efficiency to Medicaid, which 

wastes at least 10 percent of state Medicaid dollars, according to an audit of New York's 

Medicaid program. 

There are outcries from those who want Washington to retain power and control over virtually 

every aspect of the health sector, but my personal experience as a member of the presidentially 

appointed Medicaid Commission in 2005 demonstrated that states can do a much better job of 

taking care of their most vulnerable citizens as well as making sure that mothers and babies get 

the care they need in the most appropriate settings. 

Now we have new evidence of that in the Ocean State. Gary D. Alexander, who served as Rhode 

Island's secretary of health and human services until 2009, wrested from the Bush 
administration a global waiver for the state's Medicaid program. Rhode Island 's Global 

Consumer Choice Waiver exempted the state from many of Medicaid's federal rules and 

mandates. It moved, for example, to managed care from traditional fee-for-service financing for 

medical services as it accepted a five-year spending cap of $12.1 billion, including federal 

matching payments. 

A December 2011 study by the Lewin Group, a consulting firm, found that Rhode Island's block

grant experiment allowed it to lower spending and improve the quality of care while maintaining 

the same enrollment levels. Patients had better access to doctors, reducing the need for 

expensive emergency room use. Costly long-term care patients who don't need to be in nursing 

homes were S'\vitched to home and community-based care, for example. The savings total more 

than$55 m.illion. 

TheWallStreetJ ournal wrote recently that Mr. Alexander calculates that taxpayers across the 

country could save $200 billion over the next decade if every state followed Rhode Island's lead. 

Rhode Island's Medicaid spending, which had been projected to reach $3.8 billion, came in at 

$2.7 billion for the 18 montl1s following the inb·oduction of the waiver. 

Lewin found that the Ocean State's reform has been "highly effective in controlling Medicaid 

costs" and improving "access to more appropriate services." 

Those who are reluctant to turn over power and control to the states have criticized Rhode 

Island's program in particular and the block-grant plan in general. The Center on Budget and 

Policy Pr;orities, for example, called tl1e waiver a "radical" and "perilous" plan that would hurt 

the poor. 

But that's not what happened. Lewin found that the waiver ensures that "Medicaid members in 

Rhode Island receive the right services, at the right time, in the right setting," maintaining and 

often enhancing the quality of care. 

Rhode Island, Pennsylvania and the Republican Study Committee are on the right track with 

block-granting Medicaid to the states. The model works, and it provides a st rong platform for 

the Medicaid part of the "replace" strategy post-Obamacare. 

Republicans Rep. Tim Huelskamp of Kansas and Rep. Paul C. Broun of Georgia are co

sponsoring the Medicaid reform bill. 
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From: Jacobs, Chris (JEC)
To: Jacobs, Chris (JEC)
Subject: Washington"s Government Takeover of Health Care
Date: Friday, October 05, 2012 7:35:12 AM

The Washington Post reported yesterday of a major development in Obamacare implementation
here in Washington:

The District’s small businesses may have to buy their employee health insurance through a
city-run exchange come 2014, following a controversial vote by a city board.  The D.C.
Health Benefit Exchange Authority, charged with implementing the federal health-care
overhaul law, voted Wednesday to accept a recommendation that all health-insurance
plans sold in the city for 50 members or fewer must be purchased through the exchange.

In other words, you can buy any plan you like – so long as it’s the government plan.
 
District officials attempted to defend this onerous mandate by saying they needed to ensure a viable
marketplace: “For the exchange to be sustainable, it has to have approximately 100,000 people…If
the exchange isn’t sustainable in the long haul, if it does not have enough people, then we are
wasting our time and our effort.”  This is the same kind of logic that led Democrats to create the
unprecedented mandate that nearly all Americans purchase a product for the first time ever –
because Obamacare would be unsustainable without a large market.  Now we get word that even
with an individual insurance mandate, one key element of Obamacare – the Exchange – could be
“unsustainable” and a “waste of time” without even more government intrusion – telling people
not just to buy something, nor just what to buy, but even where to buy it.
 
As one letter of opposition from the D.C. business community noted, Barack Obama repeatedly
promised that “you will not have to change plans” under Obamacare.  This week’s development in
the District of Columbia is yet another illustration of that broken promise.  Moreover, the fact that
Washington wants to shut down the private health insurance market and replace it with a
government-run Exchange further proves that Obamacare is indeed a government takeover of
health care.
 
Chris Jacobs
Senior Policy Analyst
Joint Economic Committee
Senate Republican Staff
(202) 224-5171
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From: 

To: 

Grace-Marie Turner 

Katie Altshuler 

Subject: We Have a Lauch! -- Health Policy Matters 
Friday, January 13, 2012 10:10:39 AM Date: 

We Have a Launch! 

By Grace-Marie Turner 

Announcing our new website and our annual request for 
support 

This is the year that counts! 

The coming months will determine the future of health care in 
America. In the Congress, in the courts, and at the ballot 
boxes, what happens this year will determine the future of 
freedom in our health sector-- and our country. 

Former Attorney General Ed Meese said recently that the 
coming Supreme Court decision on ObamaCare is "the most 
important in 100 years." How right he is! 

Either we will tum our health sector into a centralized system 
controlled by elite policymakers. Or we will get to work fixing 
the very real problems in our health sector with policies that 
put doctors back in charge of medical decisions and empower 
patients to be active partners in managing their health care 
and health spending. 

The court's decision could range from letting the whole law 
stand to throwing it all out The more likely, but still optimistic, 
scenario is that the Supreme Court will declare part of the law 
unconstitutional, leaving parts of it still standing. If that 
happens, the November elections will be crucial so that the 
voters will have the final say. 

Whatever the outcome, Congress will be faced with major 
policy decisions. Legislators across the country must be ready 
for the next phase in the battle. We will be working with all of 
them with a goal of helping to develop and implement 
workable, market-based solutions that empower patients! 

Our side, for once, has an advantage. The American people 

View Online 1 Forward 1 Subscribe 1 Unsubscribe 
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are on our side, as public opinion polls showed before, during, 

and after ObamaCare was enacted. The information in our 
book, Why ObamaCare /s Wrong for America, provides a one
stop guide to the health overhaul law. It explains the law, its 
massive flaws, and its destructive impact And it points the way 

toward reforms that will expand access, control costs, and 
preserve patient choice and innovation in health care. You 

need this book! 

The Galen Institute has not stopped fighting this law for one 

minute since it was enacted. And we will not stop now. We are 
focusing our educational efforts on highlighting the damage of 
ObamaCare and on sensible alternatives, bringing our analysis 

to millions of readers and viewers. 

This is the battle for liberty of our time. And we need your 
help. Please consider a tax-deductible contribution to support 
our work. This is the year that counts! Thank you! 

Galen's new website! We are always working to make sure 
our communication tools are state-of-the-art, and our web 

presence is crucial. 

Our terrific team at the Galen Institute -- led by Tara and Jena 
Persico - managed the development of a new website that we 
just launched yesterday which provides powerful new 

capabilities, including videos, blogs, RSS feeds, social media 
links, and all of the quality research you expect from us. It's 
robust, easy to navigate, and jam-packed with the information 
and resources you need to join us in these vitally important 

battles. 

Please visit us at www.galen.org and see what we mean. 

CLIP OF THE WEEK 

'RomneyCare' vs. 'ObamaCare' 

In this CNN video, Mitt Romney says he'd repeal President 

Obama's health care plan, but critics say it's modeled after his 

own plan. 
Watch now >> 

GALEN IN THE NEWS 

The Sebelius Deceit 

Grace-Marie Turner 
National Review Online: Critical Condition, 01/09/12 

Health and Human Services Secretary Kathleen Sebelius 
hopes you will believe her and not your own eyes, as she pens 
an op-ed in The Washington Post deceptively entitled, "The 

Affordable Care Act, helping Americans curb health-care 
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costs." Costs already are rising faster than they did before the 
law was enacted in 2010. A Kaiser Family Foundation survey 
found that premiums for a family policy topped $15,000 a year 
in 2011, increasing an average of $1,300 in the last year -
three times faster than the year before. A number of factors 

contribute to rising health-care costs, but the mandates, taxes, 
and regulations in the health-care law are accelerating the 
trend. Health insurance is consuming a bigger share of 
employer budgets, preempting pay raises and pushing higher 

costs onto employees. The American people know their health 
costs are rising, despite Secretary Sebelius's claims to the 
contrary, and Obamacare is making it worse. 
Read More» 

Mitt Romney's Achilles' Heel 

Grace-Marie Turner 
The American Spectator, 01/06/12 

Former Massachusetts Gov. Mitt Romney's attempt to distance 

himself from the despised health care law isn't working. There 

is a way out, however: Romney needs to take a bolder step 
and say that the law he passed in Massachusetts never would 

work for our diverse and complex country, that he shouldn't 
have tried to do so much all at once, and that he should have 

put health costs, not universal coverage, at the top of his 
priority list. He needs to emphasize as strongly as he can that 
a federal mandate to purchase health insurance is 
unconstitutional and that he wants to sign a bill fully repealing 
Obamacare. And he needs to explain what really happened in 

the passage of Romneycare. Unless he takes steps to remedy 
his position, he will have trouble convincing Republican voters 

he is serious about repeal and will have an even harder time 
mapping a clear plan on health reform should he be elected 

president. 
Read More» 
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From: 
To: 
Subject: 

Date: 

SRN Insider SootliQht 

Michelle Waddell 

We Need Your Help in this Election 

Friday, October 19, 2012 8:00:55 PM 

I .<~vllll tr•nr~ 1~-- ~·--'~'.!t"'lJ liP'-' ~'--'rl' J:) V1ewthe web vers1on 

m 

Dear Friend, 

Whether you've been following the presidential election for months or a few weeks, you've 

probably seen that the polls are tight - a few thousand votes may decide our future. 

We simply cannot afford to sit this election out. Those on the left are well Ill 
organized and have the ability to mobilize turnout on Election Day. 

Example of the Left's mobilization: 

- Move On.org: One of the largest PAC's in the countly supporting Left Issues and 
Candidates has OVER 8 MILLION Individual Donors 

- Barack Obama Facebook Page: 32 MILLION LIKES 

Conservatives have been outmaneuvered in this arena and it's time it stops. We must out 

organize them. 

Through a pa1tnership with American Future Fund we are dedicated to bringing voters 

together who seek the kind of change that would repeal Obamacare, Stintulate Job 

Creation by easing the corporate tax burden AND create an America that is energy self

reliant. 

We must show up to vote. That is why we have launched the "Power of 10" Campaign. We 

are asking that you pledge to vote at www.Make20t2COlmt.cmn. Once you have 

pledged, please get at least 10 others to make this pledge by sending them this link: 

www.Make2012Cotn1t.com. Then, ask those people to send it to at least 10 others. 

THAT's the POWER OF 10! 

This is a close race. By pledging you are making a REAL difference. Help us bring together 

conservative voters so we can OUTMOBILIZE the Left. 

Please go to www.Make2012Com1t.cmn and pledge to vote. Then get 10 others to make 

the same pledge! 
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From: Jacobs, Chris (RPC)
To: Jacobs, Chris (RPC)
Subject: We Passed the Bill, But We STILL Don"t Know What"s In It...
Date: Monday, January 09, 2012 8:40:07 AM

The Mercatus Center is out today with several papers examining the quality of Obamacare
regulations.  The papers take a specific look at eight Obamacare-related interim final rules – those
rules that took effect WITHOUT prior public comment – published last year, and effectively
undermine Speaker Pelosi’s famous quote that we had to pass the bill to find out what’s in it. 
According to the studies, the regulatory analysis performed by the HHS bureaucrats to justify these
Obamacare regulations is so poor, we passed the bill and we STILL don’t know what’s in it:
 

·         “The health care [regulatory impact analyses] presented no monetary estimates of
benefits, often overestimated the number of people who would benefit, and usually
underestimated costs – often by hundreds of millions or billions of dollars.”

·         “The regulation establishing subsidies for early retiree health insurance failed to consider
the possibility of “crowd out,” meaning a substantial portion of the subsidies would be given
to employers who were going to continue health insurance for early retirees anyway.  This
omission means the analysis substantially overstates the number of people who would
retain coverage as a result of the regulation.”

·         “None of the regulations consider “moral hazard” – the risk that individuals will engage in
wasteful health care spending or unhealthy activities because the insurance company is
paying most of the cost.”

·         “For at least three and possibly five of the eight rules, more accurate estimates of
benefits and costs would likely have reversed the conclusion that benefits outweighed
costs.”

·         “In numerous cases, the agencies neglected to analyze alternatives that would have been
obvious to researchers familiar with the health policy literature.  For the regulation
extending health insurance coverage to adult dependent children up to age 26, the analysis
did not even consider using the established Internal Revenue Service (IRS) definition of
“dependent,” even though that arguably would have made compliance much simpler.
Instead, the regulation involved a whole new definition.”

·         “The analysis of the regulation mandating coverage of preventive services did not consider
alternative criteria for covered services, such as services that produce net cost savings or
that produce results at some specified cost per outcome.  In addition, this analysis selectively
cited literature that conveyed the impression that most preventive services pay for
themselves by reducing the need for future health care expenditures, when in reality only a
minority of such services do.”

 
Another Mercatus analysis found that Obamacare regulations scored significantly lower than
other federal regulations with respect to their quality.  When judged on 12 criteria such as data
documentation (How verifiable are the data used in the analysis?) and goal metrics (Does the rule
establish measures to track its future performance?), the eight Obamacare regulations scored lower
than other federal regulations issued in 2008 and 2009, including those issued by HHS.
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As a reminder, through the end of 2011 the Administration had ALREADY issued more than 10,000
pages of Obamacare-related regulations and notices in the Federal Register.  By noting the weak
analyses that regulators have used to justify these Obamacare regulations, the Mercatus studies
have made the case not only that Obamacare’s impact on business could be more costly than
advertised, but also that the supposed benefits of these regulations may end up being illusory –
meaning at a time of economic weakness, businesses have been saddled with additional costs for no
great purpose.
 
Chris Jacobs
Health Policy Analyst
Republican Policy Committee
(202) 224-2946
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From: Sharon Caldwell
To: Katie Altshuler
Cc: Sharon Caldwell
Subject: Wednesday Oklahoman op-ed
Date: Wednesday, May 25, 2011 7:44:01 PM

Katie -- I believe I mentioned to you that we were working on an op-ed for

the Oklahoman.  I just wanted to be sure you saw this in Wednesday's paper. 
 
We are continuing to visit with people about expanding the coalition to support an

exchange network.  Once you have a chance to catch your breath, I would like to visit

with you about our progress.  I will look forward to talking to you soon.  Sharon
 
 
 
Health care exchange network is needed
  BY TINA MAJORS
     One of the great things about Oklahoma and Oklahomans is our fierce

independence from the federal government. When we see a problem, we fix it

ourselves. We don’t wait for the big brother of the federal government to come in and

over-regulate a problem.

   Just a few years ago, we realized that our vibrant small-business community was

having difficulty providing health insurance to its employees. Instead of waiting for the

federal government to help, we banded together and created our Insure Oklahoma

program. Now a model for other states, Insure Oklahoma is affording the opportunity

for 5,291 small businesses   to provide health insurance to 19,207 Oklahoma

employees.

   Insure Oklahoma is just a start. We still have far too many uninsured and

underinsured Oklahomans. Far too many of these are relying upon a stressed and

tenuous Medicaid   system whose future is obviously in doubt. It is time for Oklahoma

to continue down the path it started in 2009 and fully implement an Oklahoma-centric

health care exchange network.

   An Oklahoma-based network is not an implementation of Obamacare, but rather

the exact opposite. For starters, this original effort was launched before any of

Obama’s discussion about nationalizing health care. Second, with Oklahomans

creating this network, it will be based upon the free market and will promote private

enterprise. If we wait for the federal government (which has established a date of

2014 for having a network in place), these basic tenets will likely be omitted.

   I support efforts to repeal Obamacare, but given the makeup of our federal judiciary

and their penchant for liberal rulings   , I have doubts about the lawsuit to stop it being

entirely successful, regardless of its merits. I want Oklahoma to create every possible

barrier to a federal takeover of our health care. And building our own network is

another way to do this.

   While we should continue our fight against Obamacare, we cannot afford to let this

fight stifle our resolve to address rising health care costs. We must press forward with

reforms benefiting Oklahomans and Oklahoma’s small-business community. The fact

is small-business owners and employees need more concise and better information

when shopping for health insurance. We need to be able to compare one plan to

another so we can encourage competition among insurance companies. An
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Oklahoma-based health care network will do just that. Such a remedy is important to

our economy and it is important to our families. With or without Obamacare, we need

a health care network created in Oklahoma, by   Oklahomans and for Oklahomans.

   Oklahoma isn’t in the habit of letting the federal government keep us from doing

what is right. Today, we can’t let our anger at their attempted takeover of health care

stop us from reforming our own system. The right solution is in creating and

controlling our own Oklahomacentric health care network.

   Majors is a small-business owner from Oklahoma City.
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From: Marie T. Sanderson
To: Marie Sanderson; Marie Sanderson; Marie Sanderson
Cc: john.katz@alaska.gov; russ.kelly@alaska.gov; lgromis ; macarter32 ; RSerote@az.gov;

Adam.nordstrom ; Rob.Jakubik ; bfulenwider@georgia.gov;
ehames@georgia.gov; brandymarty03  dhiowa ; jabot10 ;
jboeyink34 ; travisrichmond ; wkloibe ; David.Hensley@gov.idaho.gov;
jkreizenbeck@gov.idaho.gov; Tammy.Perkins@gov.idaho.gov; Andrew Silvestri; Katie Altshuler;
JamieShuster@gov.sc.gov; tedpitts@gov.sc.gov; hedgcockm@gov.state.la.us;
bob.schwaneberg@gov.state.nj.us; Dona.DeLeon@gov.state.nj.us; Wayne.Hasenbalg@gov.state.nj.us;
Honor.Ingels@governor.alabama.gov; michael.ciamarra@governor.alabama.gov; Candice Whitfield;
eric.finkbeiner@governor.virginia.gov; Jeannemarie.Davis@governor.virginia.gov;
kristi.craig@governor.virginia.gov; Michael.DiSabato@governor.virginia.gov; sirena.ramirez@guam.gov;
debbie  griffin ; wstruble ; wags@la.gov;
Renee.Fargason@laspbs.state.fl.us; kristacarman ; Will.Kinzel@mail.house.gov;
mary.mayhew@maine.gov; brandi white@mcconnell.senate.gov; Lanier Swann@mcconnell.senate.gov;
blackwellr2@michigan.gov; chadderdona@michigan.gov; mcbrideb@michigan.gov; muchmored@michigan.gov;
tomichz@michigan.gov; Lauren.Hill@nebraska.gov; brian ; ryan ;
nguillemard ; sarah.echols ; mschrimpf@rga.org; lrussel  slevey ;
ts@  Bkanzeg t; aparis@state.pa.us; jbranstett@state.pa.us;
jmcallahan@state.pa.us; ktartaglia@state.pa.us; rebmyers@state.pa.us; Jim.Soyer@state.sd.us;
MKennicott ; Mark.Cate@tn.gov; Will.Cromer@tn.gov; Bnutt ;
RSPENDLOVE@utah.gov; EMainig ; bill.kloiber@wisconsin.gov; Carol.Statkus@wyo.gov;
katyoder 99  pjpgator

Subject: Week wrap-up; Bed time reading
Date: Friday, March 18, 2011 7:38:39 PM
Attachments: 2.WHIP Obamacare Update.pdf

3.Conference One Page--ObamaCare Economic Destruction.pdf
4.Conference PolicyNews--Creating Paperwork Raising Costs Destroying Jobs.pdf

We had a busy week.  I wanted to summarize some things for you for your Friday
night bed time reading.

1.  Next week is Obamacare anniversary- Wed to be exact.  We are asking all states
to do something: whether it is a press release, an op-ed, a press conference or
simply a letter to your codel.  Please provide a quote to Mike Schrimpf
 mschrimpf@rga.org by Tuesday COB, lifted from anything your boss has done
regarding obamacare to use in a coordinated press release on Wed.  If you are
reading this-- hit forward to your press team right now. We'll follow up on Monday
and Tuesday to your press teams. The goal is to use what you have-- hopefully this
won't create a lot of work for you. Attached are some materials to help you from the
House. 

2. We'll have our RGPPC call on Monday. Reminder will go out Sunday. We'll spend
some time talking about process moving forward of RGPPC- and future policy efforts.
Thanks for your work on the energy letter over the past couple weeks. We'll iron out
some process issues moving forward. 

3. Press: These are worth the read:   

Obama budget worse than expected 
http://thehill.com/blogs/on-the-money/budget/150737-cbo-obama-budget-worse-
than-claimed-on-deficit

Gov Walker and Healthcare
http://www.washingtonpost.com/national/wisconsins-health-care-fight-illustrates-challenges-as-
states-change-leadership/2011/03/09/ABHdjhq_story.html?hpid=z3
 
Kathleen Sebelius's health care pledge: More 'flexibility'
http://www.politico.com/news/stories/0311/51269.html
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Obama orders review of nuclear plants in US, but calls them 'safe'
http://thehill.com/blogs/e2-wire/677-e2-wire/150499-obama-visits-embassy-as-us-officials-
defend-assessment-of-japan

A few more RPC emails will follow. Sorry for the Friday overload.

Best,
Marie 

3931



From: Jacobs, Chris (JEC)
To: Jacobs, Chris (JEC)
Subject: What Americans Don"t Know about Obamacare Is ALREADY Hurting Them
Date: Tuesday, April 24, 2012 2:30:00 PM

The Kaiser Family Foundation released their monthly health care tracking poll today.  This month’s
poll includes one interesting, but inaccurate, survey question: “When the requirement that nearly
all Americans have health insurance goes into effect in 2014, do you think you will have to change
your current health insurance arrangements, or not?”  Phrased that way, 28% of Americans said
they believe they will have to change insurance plans.
 
But here’s the catch:  Under regulations implementing Obamacare, tens of millions of Americans
are already losing their current health coverage, even before 2014.  According to the
Administration’s own estimates, its onerous regulations on grandfathered health plans will force half
of all employers – and as many as 80 percent of small businesses – to give up their current coverage
by next year.  When plans lose grandfathered status, they will become subject to more of
Obamacare’s costly mandates and regulations, thus raising premiums for many Americans.
 
Other surveys suggest the Administration’s estimates could be a significant under-estimate.  The
National Business Group on Health released a study of its large-employer members last August, in
which nearly half (49%) of firms already lost their pre-Obamacare coverage in 2011, with a further
19%having at least one plan that loses its pre-Obamacare coverage this year.  And the state of Ohio
also released a report from independent actuaries at Milliman last year that came to much the same
conclusions: “The estimated prevalence of grandfathered plans is expected to diminish quickly and
be almost non-existent by 2014” – meaning virtually everyone will lose their current plan within
three short years of Obamacare’s passage.
 
So while the Kaiser survey – influenced by flawed and inaccurate questioning – indicates that many
Americans do not believe they will lose their current coverage under Obamacare, the facts speak
otherwise, and show how millions of Americans are losing their pre-Obamacare coverage, incurring
higher costs as a result.  It’s one more reason why the Kaiser survey, like others, shows that the
American people remain resolute in their opposition to the 2700-page health care law.
 
Posted on the Freedom on Call blog here.
 
Chris Jacobs
Senior Policy Analyst
Joint Economic Committee
(202) 224-5171
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From: Jacobs, Chris (RPC)
To: Jacobs, Chris (RPC)
Subject: What Is the Administration STILL Hiding on the CLASS Act...?
Date: Wednesday, January 11, 2012 9:55:41 AM

If you’re like me, you may have spent part of your holiday break catching up on reading material.  It
was in this vein that I came across an article in last month’s Health Affairs, titled “Requiem for the
CLASS Act,” which analyzed the reasoning behind the Administration’s decision not to implement
the CLASS Ponzi scheme.  The article (subscription required) described what happened when
Administration officials finally concluded it “would be difficult, if not impossible, to achieve” the
program’s solvency “with CLASS policies as described in the law:”
 

The Obama administration quietly negotiated a series of legislative fixes to the law….aimed
at maintaining the long-run stability of CLASS.  The administration intended to present those
changes to a House-Senate conference committee, which was supposed to iron out
differences in [Obamacare].  Of course, that conference never happened, because
Democrats lost their sixty-vote Senate supermajority in early 2010….
 
After enactment of [Obamacare], the administration weighed the option of pursuing
amendments to the CLASS program but concluded that the changes would never pass a
polarized Congress.  It chose not to offer revisions to CLASS or any other portion of
[Obamacare], despite concerns and reservations about other provisions.

 
The article reveals first that the Administration engaged in a series of secret negotiations with
advocacy groups that led to a package of “fixes” to the CLASS Act, and second that even after
Obamacare was rammed into law, the Administration debated whether to turn these supposed
CLASS “fixes” into a formal proposal it would advocate.  Both these developments may come as
news to the Members and staff who have been working to investigate the CLASS Act for months. 
HHS has NOT revealed who were in these secret backroom negotiations conducted in early 2010,
let alone what was discussed, and has NOT disclosed ANY documents about the Administration’s
apparent discussions after the law passed on submitting changes to CLASS.
 
Last March – more than nine months ago – Republicans first wrote to HHS asking for information
about whether the Administration had “proposed any legislative changes to address solvency
concerns.”  And Republicans have followed up with multiple letters since then asking for similar
information.  But when it comes to revealing the documents about these secret Administration
discussions, answer there came none.
 
All this raises obvious questions about transparency and accountability – or, more specifically, the
lack thereof – from this Administration:
 

1.        Why do Members of Congress who written to HHS about the CLASS program for nearly a
year have to find out what happened surrounding the program from journal articles
published by Obamacare advocates, rather than from the Department itself?
 

2.        Given candidate Obama’s repeated promises to televise all health care negotiations on C-
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SPAN, what does it say about this Administration’s lack of transparency that it has yet even
to reveal which organizations and individuals participated in the backroom deals surrounding
CLASS?
 

3.        What facts is the Administration trying to hide through its non-disclosure?  When it became
obvious that CLASS could not be changed before Obamacare’s enactment, was there a
“conspiracy of silence” upon the part of HHS and advocacy groups not to disclose the
program’s flaws, for fear enactment of the entire bill could be jeopardized as a result?

 
4.        Does the lack of timely disclosure of these pertinent CLASS documents have anything to do

with the Administration’s “We Can’t Wait” campaign?  In other words, are staff who
otherwise would be responding to legitimate oversight requests from Congress being
diverted to work on a messaging campaign ahead of the President’s re-election?

 
5.        Seeing as how HHS has not disclosed these documents for nearly a year, would the

Department prefer that Republicans take a “We Can’t Wait” approach to congressional
oversight – i.e., “We Can’t Wait” to conduct legitimate oversight on failed and insolvent
programs until after the President finishes his re-election campaign – and start sending out
subpoenae instead?

 
Chris Jacobs
Health Policy Analyst
Republican Policy Committee
(202) 224-2946
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From: Jacobs, Chris (RPC)
To: Jacobs, Chris (RPC)
Subject: What We Learned about the CLASS Act Today
Date: Wednesday, October 26, 2011 11:56:29 AM

This morning the Energy and Commerce Committee held a hearing regarding the demise of the
CLASS Act Ponzi scheme.  Here’s just some of what we learned about the program, and the
regulatory and actuarial debacle the Administration announced earlier this month:
 

Robust Debate on Scoring:  Assistant Secretary Glied attempted to defend the
Administration’s decision to disregard the warnings of the many independent experts
regarding CLASS’ solvency by saying that there is always a “robust debate” about modeling
and scoring issues related to any piece of legislation.  If that’s the case, and there’s always
a significant margin of error when it comes to fiscal scorekeeping, then why are
Democrats so absolutely certain that the rest of the law will reduce the deficit…?

 
Administration Misinformation:  Assistant Secretary Greenlee announced that HHS has in
fact closed the CLASS Act office, and ceased all CLASS-related implementation activities. 
This admission comes one month after a White House official called a report that the CLASS
office was closing “flat-out false” and a “false rumor.”

 
Wasteful Government Spending:  Assistant Secretary Greenlee testified that HHS spent $5
million in taxpayer dollars in 2010 and 2011 attempting to implement what even Democrats
called a “Ponzi scheme of the first order.”  This is a more than 100% increase in spending
over the last three months; in August, HHS said in a letter to Senators Thune and Shelby
that HHS had spent only $2.2 million on CLASS.

               
Timing is Everything:  Assistant Secretary Greenlee admitted that CLASS actuary Bob Yee’s
report was received on September 20 – and two days later, Yee announced in a now-
famous e-mail that he would be leaving the Department.  The timing raises obvious
questions about whether Yee was forced out due to his report, along with why the CLASS
actuary left the Department at a time when all other CLASS employees were merely re-
assigned.

 
Sebelius Asleep at the Switch?  Assistant Secretary Glied declined repeated requests to
admit that Secretary Sebelius was ever informed about the inadequacies of her own
Department’s modeling of CLASS.  If that’s the case, why did HHS officials publicly claim in
October 2009 that HHS was “entirely persuaded that…financial solvency over the 75-year
period can be maintained?”  Just as important, how can Secretary Sebelius implement a
2,700 page law if she was so detached from fundamental questions about whether or not an
$86 billion program was actually solvent?
 
Hiding Internal Dissent:  Assistant Secretary Glied declined repeated requests to admit that
the concerns of HHS staff about CLASS’ solvency were relayed to the public or to Congress
prior to PPACA’s enactment.  In other words, no one told Congress prior to the bill’s passage
that the career employees trying to implement CLASS thought the program was a “recipe
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for disaster.”
 
More Mandates Ahead?  In one exchange, Assistant Secretary Glied and former Chairman
Waxman agreed that the reason several proposals to “fix” CLASS would have imposed pre-
existing condition exclusions was because all Americans would not be covered – in other
words, individuals could opt-out of CLASS.  The implicit “solution” to that problem would be
another unprecedented – and constitutionally dubious – mandate requiring all Americans to
participate in the program, a step which former Obama Administration Cabinet official Peter
Orszag has endorsed.  Of course, Glied herself has written that a mandate would be largely
“symbolic,” meaning that any impact of a mandate to participate in CLASS – or to buy health
insurance – would be largely ineffective.

 
The hearing as a whole did not answer the fundamental questions about what the Administration
knew, and when, regarding this massive debacle – particularly given that experts have been
predicting the program’s failure for years.  Moreover, the frequent bureaucratic bungling regarding
the CLASS Act outlined this morning raises broader questions about how HHS can effectively and
efficiently implement the sprawling $2.6 trillion health care law.
 
Chris Jacobs
Health Policy Analyst
Republican Policy Committee
(202) 224-2946

3936



From: Jacobs, Chris (JEC)
To: Jacobs, Chris (JEC)
Subject: What You Missed Over the Recess
Date: Monday, May 07, 2012 11:31:13 AM

Congress is back today after another week-long constituent work period.  However, news on health
care continued; if you were out over the break, here’s what you need to know to get caught up to
speed:
 
Why You WILL Lose Your Current Coverage:  The House Ways and Means Committee released a
report analyzing how 71 of the nation’s largest companies would save over $422 billion within a
decade by dropping health coverage and dumping their workers on to Obamacare’s Exchanges. 
Some observers cited examples from Massachusetts to allege that employers will not drop
coverage.  But under the Massachusetts law, individuals whose employers drop health coverage
remain ineligible for taxpayer subsidized insurance for six full months, thus giving firms a stronger
incentive to maintain coverage.  No such provision exists in Obamacare – firms can drop coverage on
June 30, and their workers can apply for taxpayer-funded benefits the very same day.  The Ways and
Means study once again illustrates how employers will take advantage of these incentives present in
Obamacare to drop coverage for their workers.
 
Dems Fight for Purity on “Mediscare:”  Former Sen. Russ Feingold blasted Nancy Pelosi on
entitlements, claiming Pelosi was willing to reduce Medicare benefits for seniors – a charge Pelosi
denied.  Obscured amidst the back and forth were two fundamental facts.  First, Medicare’s trust
fund could be exhausted as soon as 2017 – five short years from now – meaning seniors are already
facing benefit cuts if we adopt the Left’s position and do nothing to change the program.  Second,
Pelosi herself admitted last year that Democrats “took a half a trillion dollars out of Medicare in
[Obamacare], the health care bill,” thus worsening the program’s already precarious financial
position.
 
Mandating Health Coverage Essential to Liberty…?  Liberals Jonathan Cohn and David Strauss,
author of “The Living Constitution,” published a Bloomberg op-ed claiming that Obamacare’s
unprecedented individual mandate “is about liberty,” and that a Supreme Court decision upholding
the mandate “would be a powerful defense of liberty in the modern age.” (No, I’m not making this
up.)  The authors claim that such a ruling “would be consistent with the spirit of the Constitution,
whose architects wished to construct an economically viable union of states.”  Many would question
how the Framers’ wish for “an economically viable union of states” can be met by having centrally
located bureaucrats in Washington dictate to states, and to individuals, what products they must
buy, and when and how they must buy them.
 
Administration Tries to Defend Unpopular Law:  Buzzfeed obtained a Powerpoint document
outlining the supposed “benefits” of Obamacare, part of a continuing strategy by the Administration
to attempt to defend their unpopular 2700-page health care law.  The presentation repeats many
familiar claims, alleging that new Medicare preventive benefits are free – they’re not: taxpayers will
pay, even if seniors don’t – and repeating the dubious and debunked notion that 129 million
Americans have pre-existing conditions.  The presentation also lists as a “success story” a 2010
incident where a Massachusetts insurer was limited to a rate increase of ONLY about 12% – a far cry
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from the $2500 premium reduction candidate Obama repeatedly promised.  With failed pledges like
these, it’s no wonder the American public still does not like the law.
 
Voters to Supremes: Strike Down Obamacare:  Despite – or perhaps because of – the
Administration’s supposed salesmanship efforts, a Quinnipiac University poll released on Thursday
found that a majority of voters in Florida (51-38%) and Ohio (51-37%), along with a plurality of
voters in Pennsylvania (46-43%), want the Supreme Court to strike down Obamacare.  Analysts
noted that the phrasing of this particular poll question implies that voters in these key states want
the Court to strike the entire law, not just its unpopular and unprecedented individual mandate.
 
Posted to the Freedom on Call blog here.
 
Chris Jacobs
Senior Policy Analyst
Joint Economic Committee
Senate Republican Staff
(202) 224-5171
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From: Marie Sanderson
To: Marie Sanderson
Cc: Dustin Huffman
Subject: FW: Gov. Perry: Texas Will Not Implement State Insurance Exchange Under Obamacare
Date: Thursday, November 15, 2012 6:13:24 PM

FYI—TX
 
From: Governor Rick Perry Press Office 
Sent: Thursday, November 15, 2012 4:07 PM
Subject: Gov. Perry: Texas Will Not Implement State Insurance Exchange Under Obamacare
 

 

OFFICE OF  THE GOVERNOR

RICK PERRY

 

 

For Immediate Distribution                                                          Governor’s Press Office:
512-463-1826

Nov. 15, 2012                                                                  Catherine Frazier:
catherine.frazier@gov.texas.gov

Press Release                                                                                 Lucy Nashed:
lucy.nashed@gov.texas.gov

                                                                                                        Josh Havens:
josh.havens@gov.texas.gov

 
Gov. Perry: Texas Will Not Implement State Insurance Exchange Under Obamacare

 
AUSTIN – Gov. Rick Perry today, in a follow-up letter to U.S. Health and Human Services
Secretary Kathleen Sebelius, reiterated Texas’ decision not to implement a state insurance
exchange as part of Obamacare. The deadline to inform the federal government of a state’s
intention regarding a state exchange is November 16.
 
“As long as the federal government has the ability to force unknown mandates and costs upon
our citizens, while retaining the sole power in approving what an exchange looks like, the
notion of a state exchange is merely an illusion,” Gov. Perry’s letter said. “It would not be
fiscally responsible to put hard-working Texans on the financial hook for an unknown
amount of money to operate a system under rules that have not even been written.”
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Any state exchange must be approved by the Obama Administration and operate under
specific federally mandated rules, many of which have yet to be disclosed. Gov. Perry
previously made clear Texas’ intention not to implement a state exchange or expand
Medicaid under Obamacare in a letter to Secretary Sebelius in July.
 
To view the governor's letter to Secretary Sebelius, please visit
http://governor.state.tx.us/files/press-office/O-SebeliusKathleen201211150621.pdf.
 
To view the governor’s July letter to Secretary Sebelius, please visit
http://governor.state.tx.us/files/press-office/O-SebeliusKathleen201207090024.pdf. 

 
# # #

 

Connect with us: Follow us on Twitter at @TexGov • Find us on Facebook at TexasGovernor

 
Please DO NOT REPLY to this message. It comes from an un-monitored mailbox. If you
have any questions regarding this announcement, please contact the Governor’s Press Office
at (512) 463-1826.
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From: Marie Sanderson
To: Marie Sanderson
Cc: Dustin Huffman; debbie
Subject: FW: Governor Christie Continues Prudent Approach to Federal Health Care Implementation with Veto of State-

Run Exchange Legislation
Date: Thursday, December 06, 2012 12:09:57 PM
Attachments: image001.png

S-2135 AV.PDF

ICYMI
 
From: Gov News 
Sent: Thursday, December 06, 2012 12:35 PM
To: Gov News 
Subject: Governor Christie Continues Prudent Approach to Federal Health Care Implementation with
Veto of State-Run Exchange Legislation 
 

 
Governor Christie Continues Prudent Approach to Federal Health Care

Implementation with Veto of State-Run Exchange Legislation
Veto Avoids Saddling State Taxpayers with Huge, Open-Ended Exchange Costs Without

Comparative Details of Alternatives from the Federal Government
 

For Immediate Release                                                                        Contact: Michael Drewniak

Thursday, December 6, 2012                                                                                 Kevin Roberts

                                                                                                                             609-777-2600

 

Trenton, NJ – Continuing a careful and thoughtful approach that appropriately considers the best

interests of the state’s residents and taxpayers, Governor Chris Christie today vetoed legislation that

would have begun to establish a State-based health care exchange in New Jersey in line with the

federal Affordable Care Act. Though December 14, 2012 is the deadline for states to decide whether to

establish a State-based Exchange, the federal government has failed to provide critical information and

to answer basic questions about the operation and implementation of each of the options provided,

making any decision made now hasty, incomplete, and perhaps fiscally detrimental to the taxpayers of

New Jersey. 

 
Governor Christie has consistently stated that once legal issues surrounding the Affordable Care Act

were settled, New Jersey would comply with the federal mandate, but only in the most responsible way

among the available alternatives. The creation of health care exchanges is provided for in the

Affordable Care Act as the vehicle for eligible individuals and businesses to access care, with three

exchange options being given to states: Federally Facilitated, Partnership, or State-based. Though the

federal government’s deadline for states to select the type of exchange they will participate in is nearly

here, New Jersey and all other states still await substantial federal guidance on all three options.

 

“We will comply with the Affordable Care Act, but only in the most efficient and cost effective way for

New Jersey taxpayers. Such an important decision as how to best move forward for New Jerseyans

can only be understood and reasonably made when fairly and fully compared to the overall value of the

other options. Until the federal government gives us all the necessary information, any other action

than this would be fiscally irresponsible,” said Governor Christie. “Thus far, we lack such critical
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information from the federal government. I will not ask New Jerseyans to commit today to a State-

based Exchange when the federal government cannot tell us what it will cost, how that cost compares

to other options, and how much control they will give the states over this option that comes at the cost

of our state’s taxpayers.”

 
Governor Christie has previously and continually cited the importance – both from a fiscal and health

care policy perspective – of having additional clarity and guidance from the federal government on a

host of critical issues related to implementation of the Affordable Care Act at the state level. Absent this

critical information about cost, cost-sharing, scope of control, and the federal rulemaking landscape,

New Jersey cannot fairly evaluate the best or most fiscally prudent path to follow for its residents.

 

“Financing the building and implementation of a State-based Exchange would be an extraordinarily

costly endeavor,” continued Governor Christie. “While the federal governmental has enabled states to

apply for grant funding to cover some of the initial costs of such an endeavor, the total price for such a

program has never been quantified, and is likely to be onerous. Without knowing the full scope of which

Exchange option would be most beneficial and cost efficient for New Jerseyans, it would be

irresponsible to force such a bill on our citizens.”

 

In addition to the unknown cost and operation of a State-based Exchange, Governor Christie also cited

the following areas or issues of other Exchange implementation options that lack complete information:

 

·         Costs in Federally Facilitated or Partnership Exchanges: While “user fees” paid by insurers

have been identified as a financing mechanism for Federally Facilitated or Partnership

Exchanges, only late last week did the federal government offer a preliminary glimpse as to

what those costs might include. Questions linger on the sharing of user-fees in Partnership

Exchanges.

 

·         Federal Exchange Operations: The federal government has yet to present a structured

blueprint for the design and operation of a Federally Facilitated Exchange and the technical

details for its linkage to each state.

 

·         Federal Rulemaking: The last several weeks have trigged a restart of proposed federal

regulations relating to the Affordable Care Act, guidance has come from Washington at an

erratic pace, and there exists no predictable plan for future rulemaking.

 
In vetoing the legislation, the Governor also made clear that New Jersey’s right to further consideration

on the matter is reserved for later in the implementation process, as the federal government has

provided states with the flexibility to amend Exchange selection in subsequent years. If and when

additional information becomes available to make a more complete and fully informed determination for

the people of New Jersey, it will be welcomed and considered.   

 

Primary sponsors of S-2135 include Senators Nia Gill and Joseph Vitale and Assemblymembers

Upendra Chivukula, Herb Conaway, Ruben Ramos, and Troy Singleton.

 

A copy of the Governor’s veto message can be found attached to the release.

 
# # #

www.nj.gov/governor/
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From: Dustin Huffman
To: Dustin Huffman
Cc: Marie Sanderson; Deborah Hohlt  Todd Smith
Subject: FW: Governor Deal on State-Based Exchanges and Medicaid Expansion
Date: Friday, December 07, 2012 9:59:28 AM

All:
 
Please see below for a detailed explanation of Georgia Governor Deal’s positions on both state-based exchanges and Medicaid
expansion.
 
Best,
Dustin
 
Dustin Huffman
Policy Advisor 
Republican Governors Public Policy Committee | RGA
1747 Pennsylvania Avenue, NW, Suite 250 | Washington, DC 20006
Office: (202) 662-4927
Cell: 

 
 

Why Gov. Deal refused to establish a state-based exchange
 
Georgia, alongside 16 other states to date, is defaulting to Federal Exchange. Gov. Deal will not commit state taxpayers to a
plan with no flexibility and many unknowns.
 
Deal sought guidance from the federal government on establishing exchanges and received only vague responses.
 

In a letter dated November 9th, Secretary Sebelius stated, “We intend to issue further guidance to assist you in the very
near future.”
Deal wants to know… Will enough people sign up so the costs could be reasonably allocated via assessment or user fees? 
If not, would general state revenue be required to subsidize the exchange? Some states are estimating annual exchange
operational costs to be in the $30M-$60M range.

 
Georgia has no interest in spending our tax dollars on an exchange that is state-based in name only. States are not granted a
full spectrum of choices, but rather a limited set of decisions within federal guardrails.
 
Qualified Health Plans embody lack of flexibility:

Plans must meet federal guidelines of what meets “qualified” coverage, limiting what plans can be offered in a state-
based exchange.
Deal believes that restrictions on what the exchanges can and can’t offer render meaningless the suggestion that Georgia
could tailor an exchange that best fits the unique needs of its population.
The fed’s blanket requirements have the potential to cause significant disruption in a state’s insurance market.
Obamacare does not allow insurance exchanges to be truly private, despite the fact that evidence shows exchanges must
be run like a business to be successful long term.

 
Feds to control SHOP Exchanges:

The feds will limit the types of products that can be sold on the SHOP Exchange; only qualified health plans may be
offered.
The federal government will oversee and approve the financing and operating plans for the SHOP Exchanges.
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Deal believes a market-based approach could serve as a useful tool for Georgia’s small businesses, but federal guidelines
forbid that.

 
Feds to control Medicaid/CHIP Eligibility:

States have always administered eligibility determination for state Medicaid and CHIP programs. 
Deal says Georgia will maintain that responsibility and has no intention whatsoever of letting the federal government
enroll individuals into our program without state approval, even though the feds have offered to do that for us.

 
Since many of the details surrounding a State Partnership Exchange are still unavailable, it too is not a viable option.

 
Deal outlines challenges posed by Medicaid expansion
 
Georgia will opt out of the Obamacare Medicaid expansion unless Congress moves to give states more flexibility. Gov. Deal
would be more in favor of a block-grant type approach giving states the ability to expand coverage without stressing state
treasuries. 
 
The following outlines what Georgia would face if it expanded Medicaid as called for in Obamacare:
 
Ballooning costs

·         By 2014 (6 months cost – effective January 1, 2014)
o    State Funds Cost: $76.3 million
o    Total Funds (State + Federal) Cost: $1.9 billion

·         By 2015
o    State Funds Cost: $219.8 million
o    Total Funds (State + Federal) Cost: $3.7 billion

·         10-year total (2014-2023)
o    State Funds Cost:  $4.5 billion
o    Total Funds (State + Federal) Cost: $40.8 billion

·         Constitutionally bound to balance the budget — a common-sense constraint — Georgia cannot afford Obamacare.
·         Deal thinks that the proposed Medicaid expansion forces states to choose between job-killing tax increases and

immense cuts that could dramatically impact public education and public safety.
 

Increasing rolls
·         An additional 620,000 people would be enrolled in Medicaid in 2014, growing to almost 695,000 by 2023.
·         The addition of 620,000 new people in 2014 represents a 34 percent increase in Medicaid rolls. 
·         Obamacare will increase the percent of Georgia’s on Medicaid from 17.6 percent today to 24.2 percent in 2014,

meaning nearly 1 in 4 Georgians will be on Medicaid.
·         These numbers include both children and adults currently eligible, but not enrolled, newly eligible populations and

enrollment due to employers dropping coverage.
·         Deal says that regardless of if we expand, the state will see an increased cost of approximately $40 million in 2014 due

to this “woodwork effect” and other Obamacare provisions.
 

Feds’ questionable promises
·         The federal government promises to pay the full cost of the new enrollees for Medicaid for three years, but given the

federal budget situation, it’s questionable it can fulfill this obligation.
·         The breakdown: 100 percent from 2014 to 2016, 95 percent in 2017, 94 percent in 2018, 93 percent  in 2019, and, 90

percent in the out years.
·         Regardless of if our federal government does live up to its end of the bargain, there is NO money in state treasuries to

cover our part.
·         Even before the expansion, Georgia struggled to pay the ever-increasing price tag for Medicaid, particularly as the

recession has pummeled state revenues for years.
·         Deal notes that for the 2013 and 2014 budget years, we face a $700 million shortfall in our Medicaid program — and

that’s long before we have to start paying a 10 percent share on more than 620,000 new enrollees. 
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OFFICE OF GOVERNOR MARY FALLIN
 

MEDIA CONTACTS:
Alex Weintz, Communications Director

Alex.Weintz@gov.ok.gov
(405) 522-8819

 
Aaron Cooper, Press Secretary

Aaron.Cooper@gov.ok.gov
(405) 522-8878

 

From: Cody Inman
To: Marcia Crawford; Kandi Batts
Subject: FW: Governor Mary Fallin Announcment re/ PPACA (Health Insurance Exchange & Medicaid Expansion)
Date: Monday, November 19, 2012 1:20:01 PM

Please take a look at the talking points to help if questions arise!
 

From: Katie Altshuler 
Sent: Monday, November 19, 2012 12:06 PM
To: Cody Inman
Subject: Re: Governor Mary Fallin Announcment re/ PPACA (Health Insurance Exchange & Medicaid Expansion)
 
Yes, I sent to everyone!
 
From: Cody Inman 
Sent: Monday, November 19, 2012 12:02 PM
To: Katie Altshuler 
Subject: RE: Governor Mary Fallin Announcment re/ PPACA (Health Insurance Exchange & Medicaid Expansion) 
 
Thank you. These point are helpful. Is it ok to let my folks read the talking points ?
 

From: Katie Altshuler 
Sent: Monday, November 19, 2012 11:43 AM
To: Katie Altshuler
Subject: Governor Mary Fallin Announcment re/ PPACA (Health Insurance Exchange & Medicaid Expansion)
 
 

 
Web:  www.governor.ok.gov
Facebook:  www.facebook.com/GovernorMaryFallin
Twitter:  www.twitter.com/GovMaryFallin
 

FOR IMMEDIATE RELEASE
November 19, 2012
 

Governor Fallin: Oklahoma Will Not Pursue State-Based Exchange
or Medicaid Expansion

 
OKLAHOMA CITY – Governor Mary Fallin today released the following statement announcing that Oklahoma will not
pursue the creation of a state-based exchange or participate in the Medicaid expansion in the Patient Protection and
Affordable Care Act (PPACA):
 
“For the past few months, my staff and I have worked with other lawmakers, Oklahoma stakeholders and health care
experts across the country to determine the best course of action for Oklahoma in regards to both the creation of a health
insurance exchange and the expansion of Medicaid under the Affordable Care Act. Our priority has been to ascertain
what can be done to increase quality and access to health care, contain costs, and do so without placing an undue burden
on taxpayers or the state. As I have stated many times before, it is my firm belief that PPACA fails to further these goals,
and will in fact decrease the quality of health care across the United States while contributing to the nation’s growing
deficit crisis.
 
“Despite my ongoing opposition to the federal health care law, the state of Oklahoma is legally obligated to either build
an exchange that is PPACA compliant and approved by the Obama Administration, or to default to an exchange run by
the federal government. This choice has been forced on the people of Oklahoma by the Obama Administration in spite of
the fact that voters have overwhelmingly expressed their opposition to the federal health care law through their support of
State Question 756, a constitutional amendment prohibiting the implementation of key components of PPACA.
 
“After careful consideration, I have today informed U.S. Secretary of Health Kathleen Sebelius that Oklahoma will not
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pursue the creation of its own health insurance exchange. Any exchange that is PPACA compliant will necessarily be
‘state-run’ in name only and would require Oklahoma resources, staff and tax dollars to implement. It does not benefit
Oklahoma taxpayers to actively support and fund a new government program that will ultimately be under the control of
the federal government, that is opposed by a clear majority of Oklahomans, and that will further the implementation of a
law that threatens to erode both the quality of American health care and the fiscal stability of the nation.
 
“Furthermore, I have also decided that Oklahoma will not be participating in the Obama Administration’s proposed
expansion of Medicaid. Such an expansion would be unaffordable, costing the state of Oklahoma up to $475 million
between now and 2020, with escalating annual expenses in subsequent years. It would also further Oklahoma’s reliance
on federal money that may or may not be available in the future given the dire fiscal problems facing the federal
government. On a state level, massive new costs associated with Medicaid expansion would require cuts to important
government priorities such as education and public safety. Furthermore, the proposed Medicaid expansion offers no
meaningful reform to a massive entitlement program already contributing to the out-of-control spending of the federal
government.
 
“Moving forward, the state of Oklahoma will pursue two actions simultaneously. The first will be to continue our support
for Oklahoma Attorney General Scott Pruitt’s ongoing legal challenge of PPACA. General Pruitt’s lawsuit raises different
Constitutional questions than previous legal challenges, and both he and I remain optimistic that Oklahoma’s challenge
can succeed. 
 
“Our second and equally important task will be to pursue state-based solutions that improve health outcomes and contain
costs for Oklahoma families. Serious reform, for instance, should be pursued in the area of Medicaid and public health,
where effective chronic disease prevention and management programs could address the trend of skyrocketing medical
bills linked to avoidable hospital and emergency room visits. I look forward to working with legislative leaders and
lawmakers in both parties to pursue Oklahoma health care solutions for Oklahoma families.”
 
 
 

Governor Mary Fallin Announcement re/ PPACA
Talking Points

 
·         While Governor Mary Fallin has opted not to build a state-based insurance exchange or expand the Medicaid program as

proposed in PPACA, she and the Oklahoma legislature remain deeply committed to the health of all Oklahoman’s. One
demonstration of this commitment is that they protected the Health and Human Services agencies during the recent
economic downturn from significant reductions that would jeopardize the health and safety of our citizens. The end result
is that the Health and Human Services area took the smallest reduction of any of the cabinet areas.

 
·         The Governor and her staff have been exploring the impact of PPACA and working with healthcare experts and lawmakers

across the country in order to make sound decisions on implementing a state based exchange or expand Medicaid in
Oklahoma. The final determination is that this law will not improve the quality of healthcare or address the escalating
healthcare costs that are bankrupting our nation, nor does it provide the flexibility needed to improve health outcomes in
a financially sound or sustainable manner.

 
·         Oklahoma has a history of innovations in healthcare and the Governor is committed to building upon those innovations to

create Oklahoma solutions to our healthcare problems. She welcomes the opportunity to work with the Oklahoma
legislature and other stakeholders to develop an Oklahoma plan to reduce the number of uninsured families, provide
quality healthcare and address rising healthcare costs.

 
Insurance Exchange

·         There is an absence of critical guidance and regulations that would allow states to understand the full ramifications of
building and implementing a state based insurance exchange. Without HHS regulation and guidance it is unclear how much
flexibility and freedom of control will be provided to states operating an exchange. State based exchanges will be so in
name only and it does not benefit us to fund a new government program that will ultimately be under the control of the
federal government.

 
·         The cost of building a PPACA compliant exchange in Oklahoma is estimated at $30 million to $50 million dollars. The cost

of implementing PPACA in Oklahoma, and nationwide, is staggering and unsustainable. Governor Mary Fallin will continue
to work with the Oklahoma legislature to develop financially sound healthcare solutions.

 
·         While the pricing structure has not yet been released, HHS will likely pass the cost of the federal exchange to the insurers

selling products on the exchange. This fee, in turn, will likely be passed on to the purchaser of the healthcare plan.
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Medicaid Expansion

·         Medicaid is an outdated program that was expanded without true reform in PPACA. The Medicaid expansion does not
adequately address needed improvements in the availability or quality of healthcare services and it does not begin to
address the ever increasing costs of healthcare. Further, the federal law does not provide flexibility for states to meet the
unique needs of their citizens.

 
·         Expanding Medicaid as written in PPACA would cost the State of Oklahoma as much as $475 million between fiscal years

2014 and 2020. Paying for these increases would necessitate significant cuts to other critical parts of the state’s budget
like education and public safety. The cost of Medicaid expansion is unsustainable and creates an additional burden on
taxpayers and the federal deficit.

 
·         Oklahoma has a history of innovative programs and fiscally responsible enhancements to the Medicaid program. In fact,

Oklahoma has reduced the rate of uninsured among children to just 7%. Oklahoma has also created an outstanding on-line
enrollment system that allows families in need of healthcare real time access to Medicaid coverage. These are the very
successes that Oklahoma wants to build upon to create a viable healthcare system that actually begins to reduce the costs
of healthcare in our state while improving health outcomes.

 
·         Oklahoma has a history of creating innovative solutions to reducing the number of uninsured, for example the Insure

Oklahoma program (created in 2006) offers premium assistance to small businesses to support the purchase of private
insurance for their employees. Under PPACA the Insure Oklahoma program would be discontinued and qualifying workers
(those under 138%) would be required to enroll in traditional Medicaid. Oklahoma small businesses and their employees
should have the same option to purchase private insurance coverage as other large employers and their employees.

 
·         Oklahoma does not anticipate that opting not to expand Medicaid as written in PPACA will jeopardize Oklahoma hospitals

when CMS implements the mandated reduction in Disproportionate Share Hospital (DSH) funds. Oklahoma’s current DSH
payments do not meet the threshold for significant reduction.

 
Oklahoma Plan

·         Governor Fallin recognizes the importance of having healthy citizens. Healthy people create a more productive workforce
and children that are able to learn. The governmental system of providing healthcare (Medicaid) is important, but it should
not be the primary source of healthcare for so many of our citizens. We need to transform the healthcare system into one
that supports individuals and families who need a hand-up while also supporting a robust private insurance market that is
focused on making people healthier.

·         Oklahoma will be developing an Oklahoma Plan to reduce the number of uninsured and the costs of healthcare. The
Oklahoma plan will include some of the following elements:

o Establish goals that include improved health for our citizens
o Empower individuals to be engaged in making good healthcare (and health) choices
o Ensure payment incentives focus on preventive care and improving health
o Support the purchase of private insurance products
o Focus on reducing the cost of managing chronic disease, a major cost driver in Oklahoma, including;

§ High-risk case management
§ Chronic disease self management
§ Improving care coordination within communities of care

o Specifically target the reduction of unnecessary hospitalizations and emergency department visits
o Realign the public health system to support these goals

 
·         The Oklahoma Plan will address the concerns of healthcare providers about the strain of uncompensated care by reducing

the number of uninsured.
 

·         The Oklahoma Plan will be developed with consultation from tribal nations and other stakeholders to ensure the unique
needs of our citizens are met.

 
 
Katie Altshuler, Policy Director
Office of Governor Mary Fallin
2300 North Lincoln Boulevard, Suite 212
Oklahoma City, Oklahoma 73105
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405.521.2342
katie.altshuler@gov.ok.gov
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From: Marie Sanderson
To: Marie Sanderson
Cc: Dustin Huffman
Subject: FW: Governor Walker Announces Decision on Health Insurance Exchanges
Date: Friday, November 16, 2012 9:39:16 AM

FYI—WI.
 
-mts
 
 

From: GOV Press 
Sent: Friday, November 16, 2012 9:31 AM
To: GOV Press
Subject: Governor Walker Announces Decision on Health Insurance Exchanges
 
November 16, 2012
For Immediate Release
Contact: Cullen Werwie, 608-267-7303

 

Governor Walker Announces Decision on Health Insurance Exchanges
 
Madison—Today, Governor Scott Walker sent a letter to the U.S. Department of Health and
Human Services Secretary Kathleen Sebelius notifying the federal government of Wisconsin’s
decision on the implementation of health insurance exchanges.
 
Governor Walker’s letter to Secretary Sebelius can be viewed at:
http://www.walker.wi.gov/Documents/11.16.12%20Letter%20to%20Secretary%20Sebelius.pdf
 

###

3949



From: Carlton, Stephanie (Finance)
To: "Debbie Hohlt"; "Aneet Makin"@a-ess-sen3s.senate.gov; "Bob Schwaneberg"; "Brian Mitchell"@a-ess-

sen3s.senate.gov; "Candace Whitfield"; Cheryl.Jaeger@mail.house.gov; Clapton, Chuck (HELP Committee); "Dan
Elling"; Dennis Smith; Dona DeLeon; Emily Porter; Howard Cohen; Jeannemarie Davis; Jen Ungru; John
Callahan; Katie Altshuler; Katherin Yoder; Kathi Mueller; Spangler, Katy (HELP Committee); Ken Serafin; Khosla,
Jay (Hatch); Kristi Craig; Marie Sanderson; Mimi Hedgcock; Raab, Scott (McConnell); Robert Spendlove; Seema
Verma; Swann, Lanier (McConnell); Texas; Will Kinzel

Subject: FW: HATCH OUTLINES NEED TO TAKE A STATE-BASED APPROACH TO HEALTH CARE
Date: Friday, March 11, 2011 5:05:19 PM

Wanted to make sure y’all saw this as we look forward to working with y’all... 
 
Hope everyone has a great weekend!
 
Steph 
 
From: Rep-Press, Finance (Finance) 
Sent: Friday, March 11, 2011 11:40 AM
To: Lawless, Julia (Finance) 
Subject: HATCH OUTLINES NEED TO TAKE A STATE-BASED APPROACH TO HEALTH CARE 
 

 
FOR IMMEDIATE RELEASE                                            CONTACT:  Julia Lawless, Antonia

Ferrier
March 11, 2011                                                                                          (202) 224-4515

 
HATCH OUTLINES NEED TO TAKE A STATE-BASED APPROACH TO

HEALTH CARE
In Speech Today, Utah Senator Discusses Fundamental Flaws of $2.6 Trillion Health Law that Is

Threatening States With Lack of Flexibility, Massive Increases in Costs

WASHINGTON – On the eve of the one-year anniversary of the enactment of the $2.6 trillion
health law, U.S. Senator Orrin Hatch (R-Utah), Ranking Member of the Senate Finance
Committee, outlined how severely the law is burdening states with additional costs and
mandates they can’t afford, and made the case for putting states back in the driver seat to
being the laboratory of innovation.  Hatch spoke at an event on health care at the Hudson
Institute today. 

Below are Hatch’s remarks as prepared for delivery: 

Ken, thank you for having me here today.  I appreciate your kind introduction, and for
generously providing this venue.
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The Hudson Institute is well regarded as one of the most fair — and dare I say balanced —
think tanks in Washington.  I will try my best to live up to Hudson’s reputation.

Now, as you may have heard, we are coming up on an anniversary.  On March 23, 2010,
President Obama signed into law the Patient Protection and Affordable Care Act.   To the
uninitiated, that would be Obamacare.

To celebrate, Families USA, the advocacy group that promoted the health care law, is
delivering Obamacare birthday cakes to Members of Congress.

I would not be surprised if the cake comes cash-on-delivery, much like the law it is
celebrating.

The health care law was sold as necessary to reduce health care spending.  But the real bill
came due upon delivery.

You might recall that one of the essential turning points in the life of this legislation — one of
the key moments that brought supposedly reluctant Democrats on board — was the securing
of a carefully massaged score from the Congressional Budget Office showing that if all the
Democrats’ assumptions held true — no matter how unrealistic — Obamacare would save
money.

These scores were trotted out to provide cover for Democrats who felt they had to look
fiscally responsible.  The funny thing is, that the more Democrats in Washington said that
spending $2.6 trillion on a new entitlement will reduce the deficit, the less the American
people believed it.

After the bill was passed, we have continued to see the facts come out on its true cost.  I
suppose then-Speaker Pelosi was right after all.  We would have to pass the bill to find out
what was in it.

So as we approach the one-year anniversary of Obamacare, it is worth revisiting this law. 
What exactly was in it?  And where should we go from here?

In the end, the fight between progressivism and conservatism is a fight about the ability of
government to manage the economy.

Conservatives understand that markets might be messy, but with some exceptions, if left
alone, they create optimal outcomes.

Obamacare is another in a long line of progressive efforts to interfere with free markets and
restructure the economy in ways that professional bureaucrats deem rational.

The problem is that these bureaucrats have little understanding of how businesses and
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markets work, and in their desire to bring greater rationality they create inefficiencies and
higher costs.

The ink was barely dry when the significant and unexpected costs of the health care law —
costs not anticipated by the progressive legislators and staffers who sought to control one-
seventh of the American economy —became clear.

First out of the gate was the impact of eliminating the tax break for the Part D premium
assistance for businesses. 

As required by law, following President Obama’s signing of the health law, a number of large
corporations announced significant write-downs in response to the elimination of the Part D
subsidy deduction.  Over a billion dollars in losses for businesses.

This was not the type of message Democratic legislators were anticipating just weeks after
Obamacare became law. 

So what was the response of the health law’s supporters?  Naturally, it was not the
government’s fault.  For progressives it is never the government’s fault.  Rather, It was the
fault of these businesses for telling the truth. 

The Secretary of Commerce, Gary Locke, went on television and said that these write-downs
— which again were required by law — were “irresponsible.”  The Democratic controlled
House Energy & Commerce Committee announced a hearing that would look into these
write-downs.  It was only when the committee realized that a hearing would embarrass those
who supported this proposal to begin with that they pulled the plug on it. 

But this skirmish was only the beginning.  With its rolling effective dates, Obamacare was
loaded with a series of time bombs set to go off.

Next came the debate over the provision — one enacted in the mad scramble for dollars to
pay for the health law’s coverage expansions —requiring businesses to report all payments in
excess of $600 for services or merchandise to the IRS on a 1099 form.

It soon became clear that this would be an enormous, and unnecessary, burden on American
businesses.

Though bipartisan majorities in Congress agree that this provision should be repealed, it
remains law today.  The difficulty of repealing even this one onerous provision is worrisome
given the much bigger issues that remain to be addressed in the health law.  And there are
many of them.

This week, the Wall Street Journal reported on the new restrictions on the purchase of over
the counter drugs.
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Again, in a haphazard effort to raise funds for coverage expansions, Obamacare required that
individuals receive a prescription from their doctors prior to purchasing over the counter
allergy medication with their Flex Spending or Health Savings Accounts.  You now have the
spectacle of mothers calling pediatricians, so they can get prescriptions for infant Motrin and
diaper-rash cream.

And let’s not forget that this provision was included in a bill designed to improve access to
primary care, reduce costs, and increase efficiencies.  Given those goals, it is hard to conceive
of a more counterproductive proposal.

And of course, we can’t forget the benefit requirements and so-called consumer protections.

Some of you probably recall that as this legislation was being developed, it occurred to its
advocates that there were no goodies offered up front.  So they inserted as Title I in the law a
host of new requirements that they could then sell to interest groups and constituents.  The
process of enacting these new requirements has been chaotic.

The departments involved have had to issue subregulatory guidance in the form of Releases,
Notices, Frequently Asked Questions, and Model Notice Language Samples to clarify and
revise previously issued rules.  And after issuing all of these new regulations, the
Administration still had to provide exceptions to these mandates.

Just recently, the Administration hit a real milestone.  They have now approved 1,000 waivers
of the benefit requirements in the health law.  Apparently these requirements do not come
without disruption and cost given that plans covering more than 2.6 million people have been
exempted from these consumer protection requirements. 

And these are just the issues that have emerged so far.

The real fun has not even started.  The premium subsidies for the new health insurance
exchanges have not even gotten rolling yet.

The IRS is already hiring agents to administer the billions in premium assistance that will be
pushed out the door under Obamacare.  I will be monitoring this closely because if history is
any guide, these premiums subsidies will be rife with abuses and mistakes that will ultimately
cost taxpayers billions of dollars.

Let me ask you a question.  We have an educated group of people here — a group that has a
sophisticated understanding of how government works.  What about the operation of federal
programs to date should give us confidence that the original estimates of the cost of these
coverage expansions are not massive understatements?

Don’t take my word for it.

Just yesterday, the Congressional Budget Office concluded that “growth in health care costs
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will almost certainly push up federal spending significantly relative to GDP under current law.”

The CBO continued.  “[S]pending for Social Security, Medicare, Medicaid, and other health
care programs will grow from 9.9 percent of GDP in 2010 to 12.0 percent by 2021, driven
largely by rapid growth in health care costs.”

Even the Obama Administration’s own Chief Actuary concluded that national health
expenditures will increase due to Obamacare.  Maybe this is why Doug Elemendorf, the
Director of the CBO, testified last month that Obamacare would reduce the number of jobs in
the labor market by 800,000.

In the end, the health law might be over 2,000 pages long, but it is not that complicated.  A
Democratic Congress, urged on by the President, passed a $2.6 trillion health care law, with
massive new subsidies for coverage, without addressing the long-term costs of care.

And how did they “pay for” these new and expanded entitlements?

Obamacare increased taxes by at least $800 billion, and many of those taxes will just be
passed on to patients in the form of higher health care costs.

They also cut nearly $530 billion from a nearly bankrupt Medicare program — not to make
Medicare solvent, but to create and expand other unsustainable entitlements. 

Obamacare is a sinking ship, and when it starts to go below the waves, the very groups and
organizations that sought refuge in deals with the White House will be the first groups
Democrats turn to for more money to fill the holes.

So first things first.  We need to repeal the health law in its entirety.  The House already voted
to do so.  And then, along with my Republican colleagues in the Senate, I voted to repeal
Obamacare in its entirety.

Short of repealing Obamacare wholesale, we will do so retail through death by a thousand
cuts.  We will fight this until we win.

1099 repeal is a good start.  But we are not going to stop there.

I have introduced a bill to repeal the $20 billion tax on medical device manufacturers that was
included in Obamacare.  This tax is a perfect example of the perverse consequences of the
health law.

Recall that Obamacare was sold to the public as decreasing costs and improving economic
growth.

Under this health law, medical devices ranging from surgical tools to bed pans will now get
hit with a 2.3 percent excise tax.  My bill would immediately repeal this tax, which is slated to
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take effect in 2013. 

Medical device companies employ nearly half a million people and pay a salary that is nearly
40 percent higher than the national average.  The industry is also one of the leading net-
exporters in the U.S. 

A $20 billion tax hike on medical device manufacturers to fund Obamacare will cripple an
important engine of opportunity, job growth and innovation, while hurting the advancement
of technologies essential to improving patient care. 

Furthermore, these tax hikes will only result in higher insurance premiums and increase the
cost of medical devices.  Rick Foster, the President’s own actuary, agrees.  He stated in his
analysis of the health overhaul law that the tax on medical devices will “generally be passed
through to health consumers in the form of higher … device prices… with an associated
increase in overall national health expenditures….”

The medical device tax might be an affront to our economy and to common sense, but the
individual mandate is an affront to our Constitution. 

I have introduced legislation to repeal the unconstitutional individual mandate.  This one
provision is the keystone to Obamacare and removing it will severely undermine the
administration’s ability to exert full control over citizens’ healthcare. 

I have also introduced legislation to repeal the employer mandate.  In a time of record
unemployment and extreme uncertainty about the burden of thousands of pages of new
regulations coming out of the White House, the last thing employers need is another costly
mandate. 

What the Administration seems to have missed is that the employer mandate will not only
harm the economy by forcing employers to lower wages and freeze hiring.  It will also result
in higher health care costs for employees.  The health overhaul law provides large incentives
for employers to drop coverage, leaving employees with the option of purchasing insurance
through the exchanges. 

When this happens, employees will see a dramatic increase in their premiums as they lose the
tax advantages of employer sponsored health care. 

If you think premiums are high now, just wait until 2014.

But once Obamacare is dismantled — and I am confident that it will be — what will emerge
in its place?

We need to have a clear replace after repeal that lowers health care costs and fixes our
unsustainable entitlement programs.
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The bottom-line is that any solution needs to be state based.

Step one will be relieving states of the massive fiscal burdens imposed by a relentlessly
expanding Medicaid entitlement.

Along with the 2009 stimulus package, the health law imposed new Medicaid eligibility
restrictions on the states called maintenance of effort requirements. 

The lack of flexibility that maintenance of effort imposes makes it especially challenging for
states to solve their unprecedented budget crises.  This is a typical case of an out-of-touch
Washington making life unduly difficult for states and localities. 

States are facing a collective $175 billion budget shortfall through 2013.  California has a $25
billion budget gap to close on its own.

To put this in perspective, Democrats in the Senate balked this week at cutting any more than
$4 billion from an omnibus appropriations bill of over $1 trillion.

Yet while facing this crisis, Washington has tied the hands of the states.

Medicaid consumes on average 22 percent of state budgets.  States are simply asking for
relief from federal mandates to better manage their Medicaid populations.

Under current law, the options of states are limited.  Due to federal eligibility restrictions,
states are limited to cutting benefits that are not federally required, reducing payments to
providers, and raising taxes.

Due to Washington’s intransigence on maintenance of effort requirements, some states are
now being forced to consider cuts of up to 20 percent to higher education.

The Administration’s response on this issue has been completely inadequate, and I will be
introducing legislation easing federal Medicaid restrictions on state governments.  The fiscal
reality of the situation we are in demands that we do so.

And if you think what’s happening across the nation in places like Wisconsin and California is
bad now, just wait until the Medicaid expansions in Obamacare kick in.

With at least 20 million individuals becoming Medicaid eligible in coming years due to the
health law’s Medicaid expansion, the budget pressures on states due to Medicaid are only
going to get worse.

By the estimates of the Senate Finance Committee Republicans and the House Energy &
Commerce Committee, Obamacare’s Medicaid expansions will cost state taxpayers at least
$118.04 billion through 2023.
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Candidly, forcing states to do this is not just unrealistic and irresponsible.  It is immoral.

And that is without even getting into the tremendous problems with access and the quality of
care in the government program that is Medicaid. 

That is not even getting into the unacceptable fraud, waste, and abuse problems with
Medicaid.

Clearly, this government program is broken and it must be reformed.

In a compelling article in yesterday’s Wall Street Journal, Dr. Scott Gottlieb, a clinical assistant
professor at the New York University School of Medicine, argued that government Medicaid
coverage is worse than having no insurance at all.

More broadly, it is also critical that any replacement for Obamacare be state-based.

For all of the talk about flexibility, the health law provides a one-size-fits-all solution to
coverage in the states.

The bottom-line is that Utah’s health insurance exchange will not exist under Obamacare. 
The coverage available in the existing Utah exchange will not meet the coverage requirements
designed in Washington.

Secretary Sebelius has incorrectly described Utah as one of the models for the state
exchanges that will exist under Obamacare.  In fact, Utah would be denied approval today if
it were to ask Washington to certify its exchange.

Its request would be denied because it does not meet Washington’s standards.  This is
amazing.

The Utah exchange provides flexibility, and it’s an honest to goodness free market system
that provides a portal for Utahns to shop for insurance.  All carriers are welcome and benefit
requirements are extremely limited. 

This is the future of health care — freedom and choice, not government dictated standards
for who can compete in the exchange and what products they can offer.

When Congress repeals the health law and replaces it with something more workable, it
needs to make certain that the states are enabled to act as 50 laboratories of democracy.

Unfortunately, Obamacare sidelined the states.

Don’t let them fool you.  The President’s recent embrace of a plan that would merely change
the date on Obamacare’s state innovation provision from 2017 to 2014 does not put states
back in the driver’s seat.  It does not loosen the new federally dictated benefits requirements
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in the exchanges.  States will still have to offer coverage at least as comprehensive as the
federally mandated essential-benefits package.

A truly workable health care reform would be modeled on the bipartisan and highly
successful welfare reform of the 1990s, which took ideas from the states — not just
Washington — and gave them considerable flexibility to operate their own programs.

Frankly, this is what our Constitution of separated powers and sovereign states demands.

There is an enormous reservoir of expertise and experience in the states.  And any federal
reform of the nation’s health care system should take advantage of this state-based wisdom.

The states will be at the center of Republicans’ health care reform effort.

Let me also say a word about Medicare.  The fact is, we do need to have a discussion about
entitlements. If we want to preserve Medicare for future generations of Americans, we must
get serious about ensuring its fiscal solvency.

Unfortunately, Democrats have shown time and again that they are not serious about
reforming Medicare.

Rather than use health care reform as an opportunity to shore up an already vulnerable
Medicare program, Democrats instead took $529 billion out of Medicare to fund new
entitlement spending.

Our Medicare program is broken.  It will cost $370 billion just for a 10-year doc fix. 

But instead of taking this head on, to fund Obamacare’s new coverage expansion, Democrats
brazenly stripped Medicare of billions of dollars, while claiming that they were putting the
Medicare program on more solid footing.

Both the CMS Actuary and CBO agree that this double counting would not pass muster in a
second grade math class. Yet this gimmick was central to the financing of Obamacare.

And now that seniors are realizing what the new health law truly means for the program,
Secretary Sebelius is trying to divert their attention with false claims that the modest
reductions in discretionary spending being proposed by Republicans would undermine
seniors’ access to Medicare.

Let me be clear about this scare tactic.  It is baseless.

This week, Secretary Sebelius argued in effect that H.R. 1 — the House-passed FY 2011
appropriations bill — would prevent HHS from carrying out the provisions of the Medicare
Advantage program. 
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If that were the case, then the CBO score of H.R. 1 would have reflected the fact that
Medicare would cease making payments to MA plans and paying other claims. 

The fact that CBO made no such finding indicates that the Department's view of H.R. 1 is
fallacious.

Despite Secretary Sebelius’s claims, H.R. 1 is intended to halt Obamacare’s harmful cuts to
seniors in the MA program and stop implementation of an unaffordable new entitlement
program.   H.R. 1 is an appropriations bill that does not change the fact that Medicare is a
mandatory spending program which means seniors are still entitled to their full benefits
under the law. 

Ultimately, any debate over entitlements requires presidential leadership.  I believe that if
President Obama had led — if he had done a Nixon goes to China on entitlements — he
would have found Republican and Democratic support.

But he chose not to.  This is unfortunate.

The Bowles/Simpson fiscal commission pointed the way toward meaningful reforms.

As an example, they would have paid for the Medicare doc-fix and CLASS Act repeal through
proposals such as the establishing of a unified Medicare deductible.  That proposal alone
would save $110 billion through 2020.

But the Administration offered up nothing in its budget.

Believe me, Republicans are concerned about Medicare.  And if the President is serious about
addressing Medicare — the single biggest threat to our nation’s long-term fiscal health — he
will find Republicans on the Hill who are willing to talk.

But we are still waiting for that call.

We face many challenges on health care, but ultimately I am hopeful. 

The fact is, our nation can’t continue on its current course.  Eventually something will have to
give on both health care costs generally and Medicare more specifically. 

My only hope is that we start down the road of real reform sooner rather than later.

Thank you.

 

 
 

###
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From: Carlton, Stephanie (Finance)
To: "Aneet Makin"@a-ess-sen3s.senate.gov; "Brian Mitchell"@a-ess-sen3s.senate.gov; "Bob Schwaneberg";

"Candace Whitfield"; Cheryl.Jaeger@mail.house.gov; Clapton, Chuck (HELP Committee); "Dan Elling"; "Debbie
Hohlt"; Dennis Smith; Dona DeLeon; Emily Porter; Howard Cohen; Jeannemarie Davis; Jen Ungru; John
Callahan; Katie Altshuler; Katherin Yoder; Kathi Mueller; Ken Serafin; Khosla, Jay (Hatch); Kristi Craig; Marie
Sanderson; Mimi Hedgcock; Raab, Scott (McConnell); Robert Spendlove; Seema Verma; Spangler, Katy (HELP
Committee); Swann, Lanier (McConnell); Texas; Will Kinzel

Subject: FW: HATCH: INDEPENDENT CRS REPORT CONFIRMS HHS HAS AUTHORITY TO WAIVE BURDENSOME MEDICAID
REQUIREMENTS IN NEW HEALTH LAW

Date: Thursday, March 17, 2011 8:24:30 AM

Wanted to send around a legal analysis (link below) on the Secretary’s ability to waive the MOE
requirements.  Hope this is helpful.
 
Steph
 

From: Rep-Press, Finance (Finance) 
Sent: Wednesday, March 16, 2011 4:02 PM
To: Lawless, Julia (Finance)
Subject: HATCH: INDEPENDENT CRS REPORT CONFIRMS HHS HAS AUTHORITY TO WAIVE
BURDENSOME MEDICAID REQUIREMENTS IN NEW HEALTH LAW
 

 
FOR IMMEDIATE RELEASE                             CONTACT:  Julia Lawless, Antonia Ferrier
March 16, 2011                                                                   (202) 224-4515

 

HATCH: INDEPENDENT CRS REPORT CONFIRMS HHS HAS AUTHORITY TO
WAIVE  BURDENSOME MEDICAID REQUIREMENTS IN NEW HEALTH LAW
Calls on Secretary Kathleen Sebelius During Committee Hearing to Heed to the Calls of Governors and

Do Away With Unreasonable Regulations

WASHINGTON –U.S. Senator Orrin Hatch (R-Utah), Ranking Member of the Senate Finance
Committee, today called on Health and Human Services Secretary Kathleen Sebelius to heed
to the calls of Governors representing cash-strapped states and waive the onerous
maintenance-of-effort (MOE) restrictions that were included in the stimulus and in the new
health law. 

 “The Medicaid mandates included in ObamaCare are crippling state budgets, encroaching on
their flexibility to lower Medicaid spending, and tying states hands in targeting scarce
resources to the most vulnerable beneficiaries,” said Hatch, who has led the charge against
the unreasonable MOE restrictions and the expansion of Medicaid in the new health law. 
“Despite repeated calls from our Governors to waive such burdensome regulations, Secretary
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Sebelius has turned a blind eye to the fiscal fiasco the maintenance of effort requirements
have generated. An independent CRS Report now confirms that the Secretary does, indeed,
have the authority to do away with the requirements and it is incumbent upon the
Department of Health and Human Services to act now and heed to the Governors call for
help.”

The $2.6 trillion health law included maintenance-of-effort restrictions on states that forces
them to maintain expanded eligibility requirements. Given the states’ $175 billion collective
budget crisis, a majority of Governors have requested relief from the maintenance-of-effort
restrictions. These regulations have hampered state efforts to balance their budgets and
forced them to make cuts to education, law enforcement, and other state priorities.
 Secretary Sebelius has repeatedly said she does not have the authority to authorize the
waivers. 

Despite such claims, during a hearing with Secretary Sebelius examining ObamaCare today,
Senator Hatch cited an independent Congressional Research Services (CRS) report that
confirmed the Secretary has the authority, if she chooses to use it, to waive such
burdensome regulations. 

Specifically, the report found:

·         “States may apply for waivers under various provisions of the Social Security Act,
including… the demonstration project waiver under Section 1115 of the Social Security
Act (‘section 1115’).

o   Section 1115, the subject of this analysis, allows the Secretary to waive the
requirements of specific sections of the Social Security Act, including section
1902, for any ‘experimental, pilot or demonstration project which, in the
judgment of the Secretary, is likely to assist in promoting the objectives of
title… XIX of this chapter… in a state or states.’

o   The Secretary may waive the specified provisions ‘to the extent and for the
period he finds necessary to enable such State or States to carry out such
project.’  

o   The Secretary’s discretion to approve demonstration projects under Section
1115 is broad, and the courts have been reluctant to circumscribe the
Secretary’s authority under this provision.

·         Congress placed the PPACA MOE requirements, described above, in section 1902(a) of
the Social Security Act. The Secretary has the authority, when she chooses to grant a
section 1115 demonstration project waiver to a state, to waive compliance with the
provisions of section 1902...  In either case, it is likely that the courts would accord
considerable deference to the Secretary’s interpretation of the provisions in question,
and uphold the Secretary’s determination as ‘a reasonable interpretation made by the
administrator of an agency.’”
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From: 
To: 

Cc: 
Subject: 

Date: 

Swann. Lanier (McConnel l) : brandi white@mcconnell.senate.oov 

FW: HATOi: INDEPENDENT CRS REPORT CONFIRMS HHS HAS AUTHORITY TO WAIVE BURDENSOME MEDICAID 
REQUIREMENTS IN NEW HEALTH LAW 
Thursday, March 17, 2011 8:35:40 AM 

FYI - from Sen. Hatch's office. 

From: Carlton, Stephanie (Finance) [ mailto:Stephanie_ Carlton@finance.senate.gov] 
Sent: Thursday, March 17, 2011 9:27AM 
Subject: FW: HATCH: INDEPENDENT CRS REPORT CONFIRMS HHS HAS AUTHORITY TO WAIVE 
BURDENSOME MEDICAID REQUIREMENTS IN NEW HEALTH LAW 

Wanted to send around a legal analysis (link below) on the Secretary's ability to waive the MOE 

requirements. Hope this is helpfu l. 

Steph 

From: Rep-Press, Finance (Finance) 
Sent: Wednesday, March 16, 2011 4:02 PM 
To: Lawless, Julia (Finance) 
Subject: HATCH: INDEPENDENT CRS REPORT CONFIRMS HHS HAS AUTHORITY TO WAIVE 
BURDENSOME MEDICAID REQUIREMENTS IN NEW HEALTH LAW 

Se11ate Conllllittee on Fil1ancc 
'cnator Onm Hatch (R-trn, Ranking ~Icn1bcr 

Imp:/ / finann· .. t•natl·.gm· 

FOR IMMEDIATE RELEASE CONTACT: Julia lawless. Antonia Ferrier 
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March 16, 2011                                                                   (202) 224-4515
 

HATCH: INDEPENDENT CRS REPORT CONFIRMS HHS HAS AUTHORITY TO
WAIVE  BURDENSOME MEDICAID REQUIREMENTS IN NEW HEALTH LAW
Calls on Secretary Kathleen Sebelius During Committee Hearing to Heed to the Calls of Governors and

Do Away With Unreasonable Regulations

WASHINGTON –U.S. Senator Orrin Hatch (R-Utah), Ranking Member of the Senate Finance
Committee, today called on Health and Human Services Secretary Kathleen Sebelius to heed
to the calls of Governors representing cash-strapped states and waive the onerous
maintenance-of-effort (MOE) restrictions that were included in the stimulus and in the new
health law. 

 “The Medicaid mandates included in ObamaCare are crippling state budgets, encroaching on
their flexibility to lower Medicaid spending, and tying states hands in targeting scarce
resources to the most vulnerable beneficiaries,” said Hatch, who has led the charge against
the unreasonable MOE restrictions and the expansion of Medicaid in the new health law. 
“Despite repeated calls from our Governors to waive such burdensome regulations, Secretary
Sebelius has turned a blind eye to the fiscal fiasco the maintenance of effort requirements
have generated. An independent CRS Report now confirms that the Secretary does, indeed,
have the authority to do away with the requirements and it is incumbent upon the
Department of Health and Human Services to act now and heed to the Governors call for
help.”

The $2.6 trillion health law included maintenance-of-effort restrictions on states that forces
them to maintain expanded eligibility requirements. Given the states’ $175 billion collective
budget crisis, a majority of Governors have requested relief from the maintenance-of-effort
restrictions. These regulations have hampered state efforts to balance their budgets and
forced them to make cuts to education, law enforcement, and other state priorities.
 Secretary Sebelius has repeatedly said she does not have the authority to authorize the
waivers. 

Despite such claims, during a hearing with Secretary Sebelius examining ObamaCare today,
Senator Hatch cited an independent Congressional Research Services (CRS) report that
confirmed the Secretary has the authority, if she chooses to use it, to waive such
burdensome regulations. 

Specifically, the report found:

·         “States may apply for waivers under various provisions of the Social Security Act,
including… the demonstration project waiver under Section 1115 of the Social Security
Act (‘section 1115’).
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o   Section 1115, the subject of this analysis, allows the Secretary to waive the
requirements of specific sections of the Social Security Act, including section
1902, for any ‘experimental, pilot or demonstration project which, in the
judgment of the Secretary, is likely to assist in promoting the objectives of
title… XIX of this chapter… in a state or states.’

o   The Secretary may waive the specified provisions ‘to the extent and for the
period he finds necessary to enable such State or States to carry out such
project.’  

o   The Secretary’s discretion to approve demonstration projects under Section
1115 is broad, and the courts have been reluctant to circumscribe the
Secretary’s authority under this provision.

·         Congress placed the PPACA MOE requirements, described above, in section 1902(a) of
the Social Security Act. The Secretary has the authority, when she chooses to grant a
section 1115 demonstration project waiver to a state, to waive compliance with the
provisions of section 1902...  In either case, it is likely that the courts would accord
considerable deference to the Secretary’s interpretation of the provisions in question,
and uphold the Secretary’s determination as ‘a reasonable interpretation made by the
administrator of an agency.’”

###
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From: Seneca Scott
To: Katie Altshuler; Wendy Gregory
Subject: Fw: HB1647
Date: Sunday, March 20, 2011 4:47:47 PM

We're getting a lot of emails about the insurance vote Thursday.

From: sorensen33   
To: Don Armes; Gary Banz; John Bennett; Lisa Billy; Gus Blackwell; Mike Brown; David Brumbaugh; Ed
Cannaday; Dennis Casey; Mike Christian; Josh Cockroft; Donnie Condit; Ann Coody; Marian Cooksey;
Doug Cox; David Dank; Lee Denney; David Derby; Dale DeWitt; John Enns; Rusty Farley; George
Faught; Will Fourkiller; Larry Glenn; Randy Grau; Elise Hall; Rebecca Hamilton; Tommy Hardin; Jeff
Hickman; Wes Hilliard; Corey Holland; Chuck Hoskin; Scott Inman; Mike Jackson; Dennis Johnson; Fred
Jordan; Charlie Joyner; Sally Kern; Charles Key; Dan Kirby; Steve Kouplen; Guy Liebmann; James
Lockhart; Scott Martin; Steve Martin; Al McAffrey; Mark McCullough; Jeannie McDaniel; Randy McDaniel;
Skye McNiel; Jerry McPeak; Lewis H. Moore; Danny Morgan; Richard Morrissette; Glen Mulready; Jason
Murphey; Jason Nelson; Tom Newell; Jadine Nollan; Charles Ortega; Leslie Osborn; Pat Ownbey; Ron
Peters; Pam Peterson; Anastasia Pittman; Eric Proctor; R.C. Pruett; Marty Quinn; Brian Renegar; Mike
Reynolds; Phil Richardson; Mike Ritze; Paul Roan; Dustin Roberts; Sean Roberts; Wade Rousselot; Todd
Russ; Mike Sanders; Colby Schwartz; Seneca Scott; Earl Sears; TW Shannon; Mike Shelton; Ben Sherrer;
Jerry Shoemake; Jabar Shumate; Kris Steele; Aaron Stiles; Daniel Sullivan; Randy Terrill; Todd
Thomsen; Sue Tibbs; John Trebilcock; Steve Vaughan; Emily Virgin; Purcy Walker; Weldon Watson; Paul
Wesselhoft; Cory T. Williams; Harold Wright 
Sent: Sun Mar 20 15:14:34 2011
Subject: RE: HB1647 

Dear Mr. Steele:
 
Thank you for replying to my phone call.  However, it is not affordable health
insurance that people need, it is affordable health care.  Whenever Government
gets involved in anything you can be certain that the cost will sky rocket.  It
happened with car insurance, and it has, and will continue with health insurance
until there is a one payer system.
 
When Government is involved in anything related to the public it is never market-
based.  The market is ignored and people don't have choices.  If it isn't mandatory
now, it will be.
 
Also, most, if not all, of the current crop of OK Republicans campaigned in 2010
against what the public often calls "ObamaCare" (the Patient Protection and
Affordable Care Act, or PPACA).  Oklahomans opposed this bill in its entirety, not just
the individual mandate. That opposition included the development of state-run
exchanges.  
 
So Mister Speaker, the OK House passed, albeit narrowly, a controversial piece of
enabling legislation authored by you; HB 2130, that paves the way for the further
implementation of "Obama Care" in Oklahoma via health care exchanges.
 
The Republican arguments in support of this idea included citing the Heritage
Foundation,  OCPA, and Sen. Tom Coburn as supportive of the creation of these
health care exchanges.*  I, personally, have heard each of these sources say they
are not for your state-run exchanges.  You are being dishonest in repeating this.
 
Rep. Glen Mulready, presenting the bill for you, claimed at one point that the idea of
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health insurance exchanges was "high jacked" by ObamaCare.  (The flaw in this
logic is that if the exchanges are so "conservative" how did they end up being the
cornerstone of the entire PPACA socialized medicine Act, being mentioned 278 times
and funded through federal grant money?) Something doesn't compute.
 
When this initiative is completed, Oklahoma will lead the way in implementing
Obama Care on its citizens. 
 
What you should be doing is making sure Obama Care (Socialized Medicine) never
takes root in this Country, and insurance is available to purchase across State lines. 
Competition in the Insurance Industry is the only way to deal with run away
premiums.  Insurance should only cover catastrophic illnesses.  All other costs should
be paid by the consumer. 
 
Health care is a privilege not a right.  I find it hard to believe that you are concerned
for the citizens of Oklahoma when they are said loud and clear they want nothing to
do with any part of Obama Care...that includes the money you accepted to start
implimenting it.
 
The people of Oklahoma have spoken and you refuse to listen.  I guess we aren't
done cleaning house yet.
 
Marilyn Sorensen 
 
NOTICE: The information in this email is confidential, legally privileged, and exempt
from disclosure under law. It is intended solely for the addressee. Access to this
email by anyone else is unauthorized. If you are not the intended recipient, any
disclosure, copying, distribution or any action taken or omitted to be taken in
reliance on it, is prohibited and unlawful. The Oklahoma House of Reps does not
warrant any e-mail transmission received as being virus free, and disclaims any
liability for losses or damages arising from the use of this e-mail or its attachments.
Recipients of e-mail assume the risk of possible computer virus exposure by opening
or utilizing the e-mail and its attachments, and waive any right or recourse against
the House by doing so.
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From: Frank Stone
To: Katie Altshuler; Nicole Prieto Johns (NIcolePJ@health.ok.gov); "DerekL@health.ok.gov"
Subject: FW: Heaelth Reform Update - September 27, 2011
Date: Tuesday, September 27, 2011 10:49:30 AM
Attachments: MS - HHS NPRM Comment Letter 9-22-11.pdf

WI - Risk Adjustment Final Comment letter 9-26-11.pdf

FYI - Comment deadline extended to 10/31 and Mississippi and Wisconsin comment letters.

-----Original Message-----
From: Webb, Brian R. 
Sent: Tuesday, September 27, 2011 10:16 AM
To: Health Reform Implementation IR
Subject: Heaelth Reform Update - September 27, 2011

I. Supreme Court Likely to Rule on Constitutionality of PPACA by Next Summer

Decision on health-care law means Supreme Court will likely determine constitutionality next summer

By Robert Barnes<http://www.washingtonpost.com/robert-barnes/2011/05/20/AFZRhx7G_page.html>,
Published: September 26

The constitutionality of the 2010 health-care law will likely be determined by the Supreme Court this
term, meaning the decision could come next summer in the thick of the 2012 presidential campaign.
The Justice Department said Monday evening that it had decided not to ask the full U.S. Court of
Appeals for the 11th Circuit in Atlanta to take up the case. A three-member panel of the court last
month decided 2-1 that Congress overstepped its authority in passing the Affordable Care Act, which
requires virtually all Americans to obtain health insurance.
Although the department declined further comment, the logical next step for the Obama administration
is to ask the justices to make what would be the final determination on the law's fate.
Appeals courts that have considered the question are split.
In June, a divided panel of the Court of Appeals for the 6th Circuit in Cincinnati upheld the health-care
law in a separate case. But the U.S. Court of Appeals for the 4th Circuit in Richmond, Va., turned down
a challenge to the law.
(c) The Washington Post Company

II.  Comment Deadline on Proposed Exchange Regs Extended to October 31st
To give states and other stakeholders more time to comment on the partnership options unveiled last
week by HHS, the deadline for commenting on the proposed Exchange regulations has been extended
to October 31, 2011.

III.  Comments from State Regulators on Proposed Regulations
Attached are comments from the Mississippi DOI on the proposed Exchange regulation and from the
Wisconsin DOI on the proposed Risk Adjustment regulation.

IV.  IOM's Essential Benefits Recommendations Scheduled for October 7th
Institutes of Medicine (IOM) officials has stated their intent to send their Essential Benefits
recommendations to HHS on October 7, 2011.

---
You are currently subscribed to the "Health Care Reform Implementation Activities" electronic service as
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frank.stone@oid.ok.gov. For information regarding this service, please contact the NAIC Central Office,
Member Services, 2301 McGee Street, Kansas City, MO 64108, 816-783-8008.

To unsubscribe from the "Health Care Reform Implementation Activities" service, send a blank email to
mailto:unsubscribe-healthcarereform@intlist.naic.org

To unsubscribe from all NAIC Electronic Services, send a blank email to mailto:optoutservices@naic.org

CONFIDENTIALITY NOTICE

This message and any attachments are from the NAIC and are intended
only for the addressee. Information contained herein is
confidential, and may be privileged or exempt from disclosure
pursuant to applicable federal or state law. This message is not
intended as a waiver of the confidential, privileged or exempted
status of the information transmitted. Unauthorized forwarding,
printing, copying, distribution or use of such information is
strictly prohibited and may be unlawful. If you are not the
addressee, please promptly delete this message and notify the
sender of the delivery error by e-mail or by calling the NAIC Help
Desk at (816)783-8500.
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From: Alex Weintz
To: Katie Altshuler
Cc: Denise Northrup
Subject: FW: health care exchagne
Date: Thursday, March 01, 2012 10:29:04 AM

Woohoo! What do you want to do?

-----Original Message-----
From: Wayne Greene [mailto:Wayne.Greene@tulsaworld.com]
Sent: Thursday, March 01, 2012 10:24 AM
To: Alex Weintz
Subject: health care exchagne

A:

Could I get some time on the phone this week with Katie Altshuler or you and Katie Altshuler to talk
about health insurance exchange issues?

wg

Wayne Greene
Senior Writer
Tulsa World
office: (918)581-8308
cell: (918)804-3025
email: wayne.greene@tulsaworld.com
PO Box 1770
Tulsa OK 74102

______________________________________________________________________
This email has been scanned by the Symantec Email Security.cloud service.
For more information please visit http://www.symanteccloud.com
______________________________________________________________________
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From: denisenorthrup1 

To: Katie Altshuler 

Subject: 

Date: 

Fw: Health Care Exchange Public Meeting Cancelled 

Wednesday, April 27, 2011 2:12:11 PM 

Sent via BlackBerry by AT&T 

From: Tulsa County Republican Party <chairman@tulsagop.org> 
Date: Wed, 27 Apr 201114:43:17 -0400 (EDT) 
To: <denisenorthru~ 
ReplyTo: chairman@tulsagop.org 
Subject: Health Care Exchange Public Meeting Cancelled 

For a listing of 
Republican Clubs 
and other GOP 
events go to 
www.tulsagop.org 

[g 

Tulsa Meeting Cancelled 

This is in reference to our earlier email concerning the 
public meeting about the Health Insurance Exchange. 

The Health Insurance Exchange stakeholders meeting 
scheduled for Friday, April 29th in Tulsa has been 
cancelled. 

No future date has been announced. If one is announced 
we will pass along that information. 

This email was sent to by chairman@tulsagop.oro 
Update Profile/Email Address Instant removal with SafeUnsubscribeTM 1 Privacy Policy. 

Tulsa County Republican Party 2816 East 51st Street, Suite 100 Tulsa OK 74105 
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From: Cox-Kain, Julie
To: Katie Altshuler
Subject: FW: Health Insurance Exchange - policy question
Date: Monday, April 02, 2012 12:14:46 PM

Funny – look what I got today
 

From: Larwig, Richard 
Sent: Monday, April 02, 2012 7:45 AM
To: Cox-Kain, Julie
Cc: Hankins, Ray C.; Davis, Mark L.; Grissom, VaLauna K.; 'Scott Schlotthauer'
Subject: FW: Health Insurance Exchange - policy question
 
Julie – Ray asked that I forward this to you for response.
 
Richard Larwig, M.Ed.
Interim Chief, Procurement Service
Oklahoma State Department of Health
Phone - (405) 271-9444 X-56824
BlackBerry - 
 
From: Scott Schlotthauer [mailto:Scott_Schlotthauer@dcs.state.ok.us] 
Sent: Friday, March 30, 2012 2:43 PM
To: Larwig, Richard; Rebecca Thompson
Subject: FW: Health Insurance Exchange - policy question
 
Mr. Larwig and or Ms Thompson,

 

There is a nationwide survey request sent to the State Procurement offices through the National

Association of Procurement Officials asking for information, related to the 2010 Patient Protection and

Affordable Care Act.  I have been asked to participate.  I do not have answers and would like your

perspective if Oklahoma would like to participate.  Please share your perspective, I don’t know if it is an

issue that would be dealt with at the health department or the insurance department?  

 
1. What is the status of your state’s preparation for setting up a health insurance exchange, in

accordance with the provisions of the 2010 Patient Protection and Affordable Care Act?

 

2. What role does/will procurement play in your state’s approach to setting up a health insurance

exchange?

 

3. Would your state be interested in joining a collaborative effort with other states to address the health

insurance exchange requirement?

 

4. If “yes” to Question 3, how quickly would your state be looking to collaborate?

 
 
Scott Schlotthauer

State Purchasing Director

405-521-2115
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From: Cox-Kain, Julie
To: Scott Schlotthauer@dcs.state.ok.us
Cc: Katie Altshuler; andrew.silverstri@gov.ok.gov
Subject: FW: Health Insurance Exchange - policy question
Date: Sunday, April 08, 2012 1:26:55 PM

Mr. Schlotthauer,
 
I appreciate you reaching out to the health department for interest in completing this survey.  I’m
not sure what your deadline was for submission and am sorry I am so delayed in getting back with
you.  Given that this is an association and not a federal agency I believe we should opt not to
participate at this time.  We are waiting for the results of the Supreme Court ruling to determine
how we should move forward with insurance exchange in Oklahoma.  Most of the answers to the
questions below are unknown at this time.  If you have any other questions please let me know.        
 

From: Larwig, Richard 
Sent: Monday, April 02, 2012 7:45 AM
To: Cox-Kain, Julie
Cc: Hankins, Ray C.; Davis, Mark L.; Grissom, VaLauna K.; 'Scott Schlotthauer'
Subject: FW: Health Insurance Exchange - policy question
 
Julie – Ray asked that I forward this to you for response.
 
Richard Larwig, M.Ed.
Interim Chief, Procurement Service
Oklahoma State Department of Health
Phone - (405) 271-9444 X-56824
BlackBerry - 
 
From: Scott Schlotthauer [mailto:Scott_Schlotthauer@dcs.state.ok.us] 
Sent: Friday, March 30, 2012 2:43 PM
To: Larwig, Richard; Rebecca Thompson
Subject: FW: Health Insurance Exchange - policy question
 
Mr. Larwig and or Ms Thompson,

 

There is a nationwide survey request sent to the State Procurement offices through the National

Association of Procurement Officials asking for information, related to the 2010 Patient Protection and

Affordable Care Act.  I have been asked to participate.  I do not have answers and would like your

perspective if Oklahoma would like to participate.  Please share your perspective, I don’t know if it is an

issue that would be dealt with at the health department or the insurance department?  

 
1. What is the status of your state’s preparation for setting up a health insurance exchange, in

accordance with the provisions of the 2010 Patient Protection and Affordable Care Act?

 

2. What role does/will procurement play in your state’s approach to setting up a health insurance

exchange?

 

3. Would your state be interested in joining a collaborative effort with other states to address the health

insurance exchange requirement?
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4. If “yes” to Question 3, how quickly would your state be looking to collaborate?

 
 
Scott Schlotthauer

State Purchasing Director

405-521-2115
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From: Andrew Silvestri
To: Katie Altshuler
Subject: FW: Health Insurance Exchange Plan Management Forum Overview
Date: Friday, December 16, 2011 8:50:46 AM
Attachments: Daily Summaries.pdf

 
 

From: SERFF Marketing  
Sent: Friday, December 16, 2011 8:29 AM
To: Andrew Silvestri
Subject: Health Insurance Exchange Plan Management Forum Overview
 

The NAIC hosted its second Health Insurance Exchange Plan Management Forum Dec 12-

14 in Washington, DC. A summary of the daily activities during the forum is attached. This

meeting brought together state insurance regulators from some 30 states, representatives

of national and regional insurance companies and the Department of Health and Human

Services to discuss plan management, one of the five core functions of exchanges as

described by HHS. 

The components of Plan Management were identified and discussed. From there,

participants discussed the pieces of exchange insurance plans, the process insurers might

use to submit policy forms and rates, how the states would complete their review and

how the data and information contained in filing submissions could be shared with each of

the states’ health exchanges. There was general agreement among those attending on a

number of issues including the existing role of state regulators in plan management type

functions, the desire to have a single data format and that SERFF is a logical primary

workflow tool for plan management supporting an exchange. The need for regulatory

simplicity and efficiency was stressed by states and companies, emphasizing the need to

leverage existing systems in exchange development.

 

There was a collective sense of urgency expressed given the requirements of the law. 

Under the provisions of PPACA, exchanges must be ready to start enrolling consumers

into insurance plans on October 1, 2013, which implies the exchanges must be functional

by early to mid-2013 to allow issuers to get their plans submitted, reviewed, approved

and published on an exchange. 

 

NAIC staff will continue to offer coordination and collaboration opportunities related to

plan management for state and federal regulators as well as interested parties from the

industry.

  
If you would like to be included in the interested parties distribution list for the
NAIC HIX Plan Management Project please contact Terri Hiebert at
thiebert@naic.org.
 

If you would like to be excluded from further correspondence to this distribution
list, please reply to this e-mail with the phrase “opt out of HIX distribution list” in
the subject line.
 

Thank you!

---

To unsubscribe from the "SERFF Marketing" service, send an email to serffnews@naic.org

3975



with subject: Unsubscribe

To unsubscribe from all NAIC Electronic Services, send a blank email to
optoutservices@naic.org

CONFIDENTIALITY NOTICE

This message and any attachments are from the NAIC and are intended
only for the addressee. Information contained herein is
confidential, and may be privileged or exempt from disclosure
pursuant to applicable federal or state law. This message is not
intended as a waiver of the confidential, privileged or exempted
status of the information transmitted. Unauthorized forwarding,
printing, copying, distribution or use of such information is
strictly prohibited and may be unlawful. If you are not the
addressee, please promptly delete this message and notify the
sender of the delivery error by e-mail or by calling the NAIC Help
Desk at (816)783-8500.
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From: Cohan, Erin
To: Katie Altshuler
Subject: FW: Health Insurance Exchange Workshop Invitation
Date: Tuesday, August 16, 2011 5:20:55 PM
Attachments: NGAExchanges Workshop Agenda.docx

Did you get this?  I think this is the last thing that went out.

________________________________
From: Thomasian, John [JThomasian@NGA.ORG]
Sent: Thursday, July 28, 2011 4:51 PM
To: Reps
Subject: Health Insurance Exchange Workshop Invitation

To all Washington reps and state-NGA contacts:

The National Governors Association Center for Best Practices is pleased to invite each governor to send a
state team to a workshop entitled: “Health Insurance Exchange Implementation: Timelines, State
Options and Federal Regulations.”  This workshop is designed to offer state teams the opportunity to
discuss issues related to the various paths forward envisioned by the statute and recently-issued HHS
proposed regulations regarding Exchanges.

The workshop will cover the timelines and state obligations under the different Exchange models.  A
substantial portion of the workshop will be reserved for state-only discussions.  Topics will include
Medicaid integration, Exchange operations, risk mitigation and financial issues.  Each topic will be
introduced by a subject matter expert, followed by small group discussions among similarly situated
states.   Additional details can be found in the attached agenda.   At the end of the meeting, states will
have the opportunity to speak to and hear from representatives from the U.S. Department of Health
and Human Services.

This meeting will be held in Arlington, Virginia.  On-site registration begins at 8:00 AM on Thursday,
September 8, 2011.  The meeting will conclude at 3:00 PM on Friday, September 9, 2011.  The NGA
Center will reimburse up to two people from each state for travel and lodging expenses.  The state may
send up to two additional people at state expense (there is no meeting registration fee).  HHS has
indicated that Exchange Planning Grant funding can be used toward travel for state-funded participants.

The NGA Center will reimburse you for your airfare, hotel, and some other travel related costs.  Please
note, NGA has strict travel guidelines requiring pre-approved waivers for any exceptions.  Please review
the guidelines when you register, and if you are traveling under circumstances outside of the norm (to
and from different location, different travel dates, etc), please contact Leslie Donaldson,
ldonaldson@nga.org<mailto:ldonaldson@nga.org>, for prior approval.

Click here<http://www.cvent.com/d/9cq7z3> to register or link to http://www.cvent.com/d/9cq7z3. 
Please register prior to the registration cut-off date of August 15, 2011.

If you have any questions, please feel free to contact me.

Krista Drobac
Director, Health Division
Center for Best Practices
National Governors Association, Suite 267
444 North Capitol Street, NW
Washington, DC 20001
Office: 202-624-7872
Cell: 
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________________________________

The information contained in this electronic transmission, including any attachments, is for the exclusive
use of the intended recipient(s) and may contain information that is privileged, proprietary, and/or
confidential. If the reader of this transmission is not an intended recipient, or a person responsible for
delivering it to the intended recipient, you are hereby notified that any review, dissemination,
distribution, or copying of this communication is strictly prohibited. If you have received this
communication in error, please immediately notify the sender and delete this message.

________________________________

The information contained in this electronic transmission, including any attachments, is for the exclusive
use of the intended recipient(s) and may contain information that is privileged, proprietary, and/or
confidential. If the reader of this transmission is not an intended recipient, or a person responsible for
delivering it to the intended recipient, you are hereby notified that any review, dissemination,
distribution, or copying of this communication is strictly prohibited. If you have received this
communication in error, please immediately notify the sender and delete this message.

---
You are currently subscribed to [reps] as ecohan@nga.org..
To unsubscribe, send a blank email to leave-199278-
147044.40dfb1405dedc97cb9cd0b47fe292bd6@talk.nga.org..

The information contained in this electronic transmission, including any attachments, is for the exclusive
use of the intended recipient(s) and may contain information that is privileged, proprietary, and/or
confidential. If the reader of this transmission is not an intended recipient, or a person responsible for
delivering it to the intended recipient, you are hereby notified that any review, dissemination,
distribution, or copying of this communication is strictly prohibited. If you have received this
communication in error, please immediately notify the sender and delete this message.
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From: Alex Weintz
To: "rcodyinman "
Cc: Katie Altshuler
Subject: Fw: health policy
Date: Tuesday, November 13, 2012 12:54:35 PM

Statements below. Will be out of date in a maximum of 4 days 
 
From: Alex Weintz 
Sent: Friday, November 09, 2012 05:38 PM
To: Zeke Campfield <ZCampfield@opubco.com>; Michael McNutt <MMcNutt@opubco.com> 
Subject: FW: health policy 
 
Whoops! I typed this several hours ago and forgot to hit send. have a great weekend.
 
Zeke, expanding on our conversation the other day. Including Michael as well.
All statements attributable to me.
 
Exchanges:
 
“Governor Fallin is continuing to explore the state’s options as they relate to health insurance
exchanges. Her priority is to ensure the people of Oklahoma are best served by a system that
increases access to health care, controls health care costs and does so in a way that is fiscally
responsible. Oklahoma is not in a unique position; many other states are continuing to weigh
what options best serve their citizens, as is responsible.
 
“However, like other states, Oklahoma’s decision making process has been significantly
hampered by the failure of the federal government to provide further guidance regarding its
own rules and regulations. In a letter dated July 10 of this year (available here),  Governor
Bob McDonnell, acting on behalf of Republican governors, asked the White House dozens of
questions concerning the implementation of insurance exchanges as well as the
administration’s proposed Medicaid expansion. To date, these questions have not been
answered. Governor Fallin is extremely frustrated that states have been asked to make
important decisions regarding the health outcomes of their citizens with little or no
information provided by the administration. Basic questions such as ‘how much will an
insurance exchange cost the state of Oklahoma?’ have still been left unanswered. It is
disappointing and frustrating that so little information has been provided to states. “
 
Regarding the impending Nov 16 deadline to submit a plan for a health insurance exchange:
 
“The November 16 ‘deadline’ to submit a plan for an insurance exchange is an internal
agency deadline, not in statute, with no obvious penalties for states that do not meet it. After
reviewing ACA guidelines and conferring with other states, our policy staff does not believe
it is true that Oklahoma will necessarily be subject to a federal exchange if it misses the
November 16 deadline. Obama administration officials have confirmed that, calling the
deadline a ‘rolling deadline.’ Again, much of the confusion surrounding the ACA and health
insurance exchanges is the result of the federal government refusing to answer simple
questions about its own law.”  
 
Medicaid expansion:
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“The governor did say she would make a decision sometime after the election, when it was
clearer what the future of the ACA would be. The election ended a very short time ago, as
you know. Her priority is not to make this decision as quickly as possible; it is to make the
right decision. Governor Fallin is still conferring with other lawmakers, her cabinet, and
health care experts in Oklahoma and around the country as to what course of action best
serves the people of Oklahoma.”
 
 
Alex Weintz
Communications Director
Office of Governor Mary Fallin
phone: (405) 522-8819
cell: (405) 535-7317
Alex.Weintz@gov.ok.gov
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From: Alex Weintz
To: Katie Altshuler; Denise Northrup; Andrew Silvestri
Subject: FW: health reform report
Date: Tuesday, February 21, 2012 10:17:18 AM
Attachments: Fed Health Reform Comm Report edits2.doc

Rough draft, in case you don’t have it yet.

-----Original Message-----
From: John Estus [mailto:John.Estus@okhouse.gov]
Sent: Tuesday, February 21, 2012 9:57 AM
To: Alex Weintz
Subject: RE:

This isn't final.

---
John Estus
Press Secretary
Office of the Speaker
Oklahoma House of Representatives
(405) 962-7674 desk
(405) 706-0084 cell
john.estus@okhouse.gov

-----Original Message-----
From: Alex Weintz [mailto:Alex.Weintz@gov.ok.gov]
Sent: Tuesday, February 21, 2012 8:51 AM
To: John Estus
Subject:

Can I get a copy of the health insurance exchange draft?

NOTICE: The information in this email is confidential, legally privileged, and exempt from disclosure
under law. It is intended solely for the addressee. Access to this email by anyone else is unauthorized. If
you are not the intended recipient, any disclosure, copying, distribution or any action taken or omitted
to be taken in reliance on it, is prohibited and unlawful.

The Oklahoma House of Reps does not warrant any e-mail transmission received as being virus free,
and disclaims any liability for losses or damages arising from the use of this e-mail or its attachments.
Recipients of e-mail assume the risk of possible computer virus exposure by opening or utilizing the e-
mail and its attachments, and waive any right or recourse against the House by doing so.
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From: Dana Wolpert
To: Katie Altshuler; Denise Northrup
Cc: Dana Wolpert
Subject: FW: Healthcare Exchange Briefing with the Governor
Date: Tuesday, August 28, 2012 9:37:30 AM

Katie would you all be ready for this meeting next Thursday? September 6?
 
Dana Wolpert
Director of Scheduling
Governor Mary Fallin
2300 N. Lincoln Boulevard, Suite 212
Oklahoma City, OK 73105
 

From: Cline, Dr.Terry L. [mailto:TerryC@health.ok.gov] 
Sent: Tuesday, August 28, 2012 6:25 AM
To: Dana Wolpert; Cox-Kain, Julie
Subject: RE: Healthcare Exchange Briefing with the Governor
 
Dana, any way to find a different week (I can’t imagine what a challenge your job is going to be over
the next couple of years, at least, with the NGA---yikes!)?  I am in Austin that entire week for our
national commissioner’s meeting, and I’m giving 2 presentations about Oklahoma’s outstanding
work, and hopefully being voted in as president of the Association of State and Territorial Health
Officials that very day.  If there is any flexibility, would you mind if I asked Janice Hiner to contact you
to work out the logistics.  This is an incredibly important opportunity and conversation with the
Governor.  Thanks Dana.  terry
 

From: Dana Wolpert [mailto:Dana.Wolpert@gov.ok.gov] 
Sent: Monday, August 27, 2012 1:59 PM
To: Cline, Dr.Terry L.; Cox-Kain, Julie
Subject: Healthcare Exchange Briefing with the Governor
 
Katie Altshuler asked me to check with both of you on your availability for a staff level briefing with
the Governor regarding the Healthcare Exchange over lunch on Thursday, September 13. They will
start around 12:30PM. Please let me know if you are available.
 
Thank you!
 
Dana
 
Dana Wolpert
Director of Scheduling
Governor Mary Fallin
2300 N. Lincoln Boulevard, Suite 212
Oklahoma City, OK 73105
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From: Dana Wolpert
To: Denise Northrup
Cc: Katie Altshuler; Dana Wolpert
Subject: FW: Healthcare Exchange Briefing with the Governor
Date: Tuesday, August 28, 2012 9:58:23 AM

Denise,
 
You have a lunch meeting with Terri Watkins this day (Sept 6)…is there any way that can be changed
to accommodate the healthcare meeting? Dr. Cline is out of town the entire next week, and the

Governor won’t be back in the office until September 6. It looks like everyone else can do the 6th.
 
Thanks!
 
Dana Wolpert
Director of Scheduling
Governor Mary Fallin
2300 N. Lincoln Boulevard, Suite 212
Oklahoma City, OK 73105
 

From: Cline, Dr.Terry L. [mailto:TerryC@health.ok.gov] 
Sent: Tuesday, August 28, 2012 9:46 AM
To: Dana Wolpert; Cox-Kain, Julie
Subject: RE: Healthcare Exchange Briefing with the Governor
 
Dana, that date works for both of us and once we have that confirmed from you, we’ll get that on
our schedules.  Many thanks for the flexibility.  terry
 

From: Dana Wolpert [mailto:Dana.Wolpert@gov.ok.gov] 
Sent: Tuesday, August 28, 2012 9:38 AM
To: Cline, Dr.Terry L.; Cox-Kain, Julie
Subject: RE: Healthcare Exchange Briefing with the Governor
 
I am checking with our staff to see if September 6 at lunch works…if so does that work for both of
you? You may have Janice email me your availability.
 
Thank you!
 
Dana
 
Dana Wolpert
Director of Scheduling
Governor Mary Fallin
2300 N. Lincoln Boulevard, Suite 212
Oklahoma City, OK 73105
 

From: Cline, Dr.Terry L. [mailto:TerryC@health.ok.gov] 
Sent: Tuesday, August 28, 2012 6:25 AM
To: Dana Wolpert; Cox-Kain, Julie
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Subject: RE: Healthcare Exchange Briefing with the Governor
 
Dana, any way to find a different week (I can’t imagine what a challenge your job is going to be over
the next couple of years, at least, with the NGA---yikes!)?  I am in Austin that entire week for our
national commissioner’s meeting, and I’m giving 2 presentations about Oklahoma’s outstanding
work, and hopefully being voted in as president of the Association of State and Territorial Health
Officials that very day.  If there is any flexibility, would you mind if I asked Janice Hiner to contact you
to work out the logistics.  This is an incredibly important opportunity and conversation with the
Governor.  Thanks Dana.  terry
 

From: Dana Wolpert [mailto:Dana.Wolpert@gov.ok.gov] 
Sent: Monday, August 27, 2012 1:59 PM
To: Cline, Dr.Terry L.; Cox-Kain, Julie
Subject: Healthcare Exchange Briefing with the Governor
 
Katie Altshuler asked me to check with both of you on your availability for a staff level briefing with
the Governor regarding the Healthcare Exchange over lunch on Thursday, September 13. They will
start around 12:30PM. Please let me know if you are available.
 
Thank you!
 
Dana
 
Dana Wolpert
Director of Scheduling
Governor Mary Fallin
2300 N. Lincoln Boulevard, Suite 212
Oklahoma City, OK 73105
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From: Denise Northrup
To: Katie Altshuler
Subject: Fw: Healthcare exchange
Date: Thursday, September 27, 2012 2:51:39 PM

 
From: Lisa Day  
Sent: Thursday, September 27, 2012 02:23 PM
To: Denise Northrup 
Subject: Healthcare exchange 
 
Do you all  have or do you plan to have any committees set up to look at the healthcare exchange? 
The reason I ask is we have a scientist who is retiring soon, but would be very interested in getting
involved in this process in some way.
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From: Denise Northrup
To: Katie Altshuler
Subject: FW: healthcare
Date: Monday, July 09, 2012 7:49:43 AM

Ugh…
 

From: Chris Benge  
Sent: Friday, July 06, 2012 2:15 PM
To: Denise Northrup
Subject: Re: healthcare
 
Thanks Denise. I think it is wise to go through a thoughtful review. As you can imagine there
is support for Medicaid expansion. Giving interested parties a chance to voice their positions
would be appreciated. We would like to request a meeting when you get to that point. 
 
May I touch base again Monday?
 
Chris

Sent from my iPhone

On Jul 6, 2012, at 11:59 AM, "Denise Northrup" <Denise.Northrup@gov.ok.gov> wrote:

This is our statement for now. we appreciate your patience. Let me know if you
need more info. Katie and I can talk Monday, we have some meetings with other
interested parties then.
 

Governor Fallin  was disappointed and frustrated with the Supreme
Court’s decision to uphold the bulk of the Affordable Care Act (ACA).
She believes the law is unaffordable and unworkable, and that many
aspects of the bill — including the individual mandate – grant Congress
power that was not intended by the authors of the Constitution. She voted
against the bill as a congresswoman and supported the lawsuit filed by
Oklahoma’s attorney general as governor. She continues her adamant
opposition to the law, and will actively campaign for conservative
candidates, including the Republican presidential nominee, who pledge to
overturn and replace the ACA.
 
However, in light of the Supreme Court’s decision to uphold most of the
ACA, Governor Fallin believes it is her responsibility to thoroughly and
thoughtfully review the state of Oklahoma’s options regarding the future
of both Medicaid and the creation of a health insurance exchange.  Her
priority is not to make a decision soon; it is to make the right decision.
The governor will continue to review how the state of Oklahoma can best
meet the health care needs of its citizens. Our office will proactively relay
these decisions to Governor Fallin’s constituents and to the media as they
are made.
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Denise Northrup
Chief Of Staff
Office of Governor Mary Fallin
405-522-8832 phone
405  mobile
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From: 
To: 
Subject: 
Date: 

Rebecca Frazier 
Glenn Coffee: Katie Altshuler : Andrew Silvestri ; Denise Northrup 

FW: Here Are The New Taxes You're Going To Pay For Obamacare I Daily Ticker- Yahoo! Rnance 
Tuesday, July 03, 2012 11:27:05 AM 

Helpful information. 

From: mailbot@finance.yahoo.com [mailto:mailbot@finance.yahoo.com] 
Sent: Monday, July 02, 2012 4:51PM 
To: Steve Mullins 
Subject: Here Are The New Taxes You're Going To Pay For Obamacare I Daily Ticker- Yahoo! Finance 

Your friend~ has shared a link with you. 

Here Are The New Taxes You're Going To Pay For 
Obamacare 1 Daily Ticker -Yahoo! Finance 

hUp·tronance yahoo cornlbl<xlsfdajly-tirkerJ!axes?JojM -pay-pay-Pbamarare-145413745 htrn 

~ad the full sto'!J 
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From: Mike Thompson
To: Katie Altshuler
Subject: FW: Heritage blog cites Oklahoma specifically
Date: Monday, March 28, 2011 10:45:54 AM

 
 
Mike Thompson
Oklahoma Insurance Department
Deputy Commissioner of Government
Relations and Public Affairs
3625 NW 56th St, Suite 100
Oklahoma City, OK 73112
Office: 405-522-8398
Fax 405-521-6635
 

From: Shawn Ashley 
Sent: Monday, March 28, 2011 10:25 AM
To: Mike Thompson
Subject: Heritage blog cites Oklahoma specifically
 
This is no good: http://blog.heritage.org/2011/03/25/accepting-federal-exchange-funding-for-
obamacare-a-dangerous-proposition-for-the-states/print/
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From: Alex Weintz
To: Aaron Cooper; Denise Northrup; Glenn Coffee; Katie Altshuler; Andrew Silvestri
Subject: FW: HHS NEWS: States receive more flexibility, resources to implement Affordable Insurance Exchanges
Date: Tuesday, November 29, 2011 4:22:27 PM

FYI Jim Myers sent this to me as just a “heads up”
 

From: Joy-Bush, Keya A. (CMS/OEA) [mailto:keya.joy-bush@cms.hhs.gov] 
Sent: Tuesday, November 29, 2011 11:04 AM
Subject: HHS NEWS: States receive more flexibility, resources to implement Affordable Insurance
Exchanges
 
 

HHS NEWS
FOR IMMEDIATE RELEASE                                                                               Contact:  HHS Press Office
Tuesday, November 29, 2011                                                                                                            (202) 690-6343
 
 
States receive more flexibility, resources to implement Affordable Insurance Exchanges

 
More than half of states now creating marketplaces to help millions of families and small

businesses buy insurance
 
The Department of Health and Human Services (HHS) today awarded nearly $220 million in
Affordable Insurance Exchange grants to 13 states to help them create Exchanges, giving
these states more flexibility and resources to implement the Affordable Care Act.  The health
care reform law gives states the freedom to design Affordable Insurance Exchanges – one-
stop marketplaces where consumers can choose a private health insurance plan that fits their
health needs and have the same kinds of insurance choices as members of Congress.
 
The Department also released several Frequently Asked Questions providing answers to key
questions states need to know as they work to set up these new marketplaces. Critical among
these are that states that run Exchanges have more options than originally proposed when it
comes to determining eligibility for tax credits and Medicaid.  And states have more time to
apply for “Level One” Exchange grants.
 
Today’s awards bring to 29 the number of states that are making significant progress in
creating Affordable Insurance Exchanges.  States receiving funding today include: Alabama,
Arizona, Delaware, Hawaii, Idaho, Iowa, Maine, Michigan, Nebraska, New Mexico, Rhode
Island, Tennessee, and Vermont.
 
“We are committed to giving states the flexibility to implement the Affordable Care Act in
the way that works for them,” HHS Secretary Kathleen Sebelius said.  “Exchanges will give
consumers more choices and make it easy to compare and shop for insurance plans.”

 
In the new Exchanges, insurers will provide new information such as an easy-to-understand
summary of benefits and costs to consumers. The level of detail will sharpen competition
between carriers which will drive costs down.
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HHS also released today a set of Frequently Asked Questions (FAQs) in anticipation of state
legislative sessions beginning in January. Answers will help advance state policy
development for Exchanges.  For example, they clarify that Exchange grants can be used to
build a state Exchange that is operational after 2014; that state-based Exchanges will not be
charged for accessing Federal data needed to run Exchanges in 2014; and that state insurance
rules and operations will continue even if the Federal government is facilitating an Exchange
in the state.  HHS will also allow greater flexibility in eligibility determinations, allowing, for
example, a state-based Exchange to permit the Federal government to determine eligibility
for premium tax credits. 
 
Of the 13 states awarded grants today, 12 are receiving Level One grants, which provide one
year of funding to states that have already made progress using their Exchange planning
grant.  The 13th state, Rhode Island, is receiving the first Level Two grant, which provides
multi-year funding to states further along in the planning process.
 
Forty-nine states and the District of Columbia have already received planning grants, and 45
states have consulted with consumer advocates and insurance companies.  Thirteen states
have passed legislation to create an Exchange. 
 
States have many opportunities to apply for funding. To accommodate state legislative
sessions and to give states more time to apply, HHS also announced a six-month extension
for Level One establishment grant applications.  Applications now will be accepted until June
29, 2012 (the original deadline was December 30, 2011).
 
For the FAQs, visit http://cciio.cms.gov/resources/regulations/index.html#hie.
 
For more information on Affordable Insurance Exchanges, visit
http://www.HealthCare.gov/law/features/choices/exchanges/index.html
 
For more information on the states receiving grants, visit
http://www.healthcare.gov/news/factsheets/2011/05/exchanges05232011a.html
 
 
Note: All HHS press releases, fact sheets and other press materials are available at
http://www.hhs.gov/news
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From: Seth Levey
To: Marie Sanderson; Lindsay Russell; Seth Levey
Subject: FW: Hold On To Your Wallets: Today"s Mandates Will Raise Premiums
Date: Friday, December 16, 2011 9:08:00 AM

All:
 
Please see below from the Senate Republican Policy Committee:
 

From: "Jacobs, Chris (RPC)" <Chris_Jacobs@rpc.senate.gov>
Date: Fri, 16 Dec 2011 09:27:35 -0500
To: Jacobs, Chris (RPC)<Chris_Jacobs@rpc.senate.gov>
Subject: Hold On To Your Wallets: Today's Mandates Will Raise Premiums
 
Various press reports this morning regarding an 11:00 conference call being held by the
Administration suggest that HHS may be about to release preliminary guidance regarding the
“essential health benefits.”  Those are the federal mandates that all plans in Obamacare’s Exchanges
must carry in order for them to be deemed “acceptable” by Washington bureaucrats.
 
It’s worth noting the timing of this announcement – right before Christmas, on a Friday (aka “Take
Out the Trash Day”), as most folks in Washington are distracted by the omnibus appropriations bill
and other end-of-session activities.  Also of note:  The fact that Secretary Sebelius will NOT be
participating in the 11:00 conference call.  Some would argue that the Secretary’s absence confirms
how unpopular these new Washington-imposed mandates have become, and the political
controversy they have created.
 
But the real story here is WHY the Obamacare mandates are controversial – because they will raise
insurance premiums.  Candidate Obama repeatedly promised his health care plan would LOWER
premiums by $2,500 per family, and do so within his first term.  But the Congressional Budget Office
has said that Obamacare would RAISE individual insurance premiums by $2,100 per family.  So the
real question for HHS is:  How will their regulations close the whopping $4,600 gap between the
$2,500 per family premium reduction candidate Obama promised and the $2,100 premium
increase Obamacare is scheduled to deliver?
 
Unfortunately, it’s highly unlikely that the gap can be closed – because new mandates imposed by
government bureaucrats will only raise premiums, not lower them.  As a result, struggling middle
class families are paying every month for the President’s failure to deliver – and will continue to do
so for years to come.
 
We will of course have more on these developments as the day progresses.

Chris Jacobs
Health Policy Analyst
Republican Policy Committee
(202) 224-2946
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From: tom ray
To: tom ray
Subject: FW: HOME SALES TAX...HOMEOWNER"S BEWARE
Date: Wednesday, July 11, 2012 11:04:45 AM

 
 
Subject: HOME SALES TAX...HOMEOWNER'S BEWARE
 
I checked snoops on this one, and it could very well  apply to you!!!  I for one am not willing to drink Obama’s kool
aid, we sure need to get our federal Government under control.  All of the clowns in DC need to be on SS and health
care like the rest of us.
Tom
 

HOME SALES TAX
 
This is not surprising with our lovely president.
 
 
When does your home become part of your health care?
After 2012!
 

Your vote counts big time in 2012, make sure
you and all your friends and family know about this !
 

HOME SALES TAX
 

I thought you might find this interesting, -- maybe even
SICKENING!
 

The National Association of Realtors is all over this and working
to get it repealed, --before it takes effect. 
But, I am very pleased we aren't the only ones who know about
this
ploy to steal billions from unsuspecting homeowners. 
How many realtors do you think will vote Democrat in 2012????
 

Did you know that if you sell your house after 2012 you will pay
a 3.8% sales tax on it?
That's $3,800 on a $100,000 home, etc.
When did this happen? It's in the health care bill
 
WHICH THE SUPREME COURT JUST APPROVED,
 
 -- and it goes into effect in 2013. Why 2013?
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Could it be so that it doesnt come to light until after
the 2012 elections? So, this is change you can believe in?
 

Under the new health care bill all real estate transactions
will be subject to a 3.8% sales tax.
 

If you sell a $400,000 home, there will be a $15,200 tax.
This bill is set to screw the retiring generation, --
 who often downsize their homes. 
Does this make your November, 2012 vote more important?
 

Oh, you weren't aware that this was in the ObamaCare bill?
Guess what; you aren't alone!
There are more than a few members of Congress that
weren't aware of it either.
 

You can check this out for yourself at:
 

http://www.gop.gov/blog/10/04/08/obamacare-flatlines-obamacare-
taxes-home
 

We need to forward this to everyone in our address books.
 

US VOTERS NEED TO KNOW BEFORE IT'S TOO LATE.
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From: Cody Inman
To: Keili McEwen
Subject: FW: I can"t believe you accepted a $54 million "Early Innovator Grant" from the federal government
Date: Tuesday, March 15, 2011 9:05:53 AM

General Thank you for your opinion response?
 

From: Steve Jackson  
Sent: Monday, March 14, 2011 9:00 PM
To: Governor Info
Subject: I can't believe you accepted a $54 million "Early Innovator Grant" from the federal
government
 
Governor Fallin:
 
I can't believe you accepted a $54 million "Early Innovator Grant" from the
federal government to establish an Oklahoma-based Health Insurance
Exchange.  In a time when states need to declare 10th Amendment Sovereignty
and be weaned away from the federal "breast", I can't believe that the
Governor of Oklahoma decides to take "free" monies from the federal
government, which is BROKE, to enslave us to a president who seems to want to
destroy this country in every way he can.
 
I did not vote for you.  I'm trying to back you, but when I see you do things
like this, I wonder how you got enough votes to be governor.  I'm willing to give
you a chance, but this is a big mistake.  You need to send that money back to
D.C.  Yes, Oklahoma would like the money but not at the expense of our future. 
ObamaCare is no good.  It can't be revised.  There is absolutely nothing good in
it.  It needs to be totally destroyed, but in the mean time, Oklahoma does not
need to have a chain around our neck.
 
Sincerely,
Steve Jackson

3995



From: Marcia Crawford
To: Scott Crawford
Subject: FW: ICYMI: Gov. Fallin Discusses Health Care Exchanges with Greta Van Susteren
Date: Wednesday, November 21, 2012 12:24:00 PM
Attachments: image001.png

 
 

From: Governor Fallin Press 
Sent: Wednesday, November 21, 2012 11:49 AM
To: Governor Fallin Press
Subject: ICYMI: Gov. Fallin Discusses Health Care Exchanges with Greta Van Susteren
 
IN CASE YOU MISSED IT
 
Governor Fallin explains why Oklahoma is saying “thanks, but no thanks” to implementing
ObamaCare.
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From: Marie Sanderson
To: Marie Sanderson
Cc: Lindsay Russell
Subject: FW: ICYMI: Gov. Bobby Jindal"s Op-Ed: Declaration of Independence, Not Dependence
Date: Wednesday, July 04, 2012 5:02:34 PM

FYI
 

From: Jon Thompson 
Sent: Tuesday, July 03, 2012 8:34 PM
To: Jon Thompson
Subject: ICYMI: Gov. Bobby Jindal's Op-Ed: Declaration of Independence, Not Dependence
 

Wanted to make sure you saw Louisiana Governor Bobby Jindal’s op-ed in Red State that

posted this evening. Thanks. – Jon

 

http://www.redstate.com/bobbyjindal/2012/07/03/declaration-of-independence-not-

dependence/

Declaration of Independence, Not Dependence
Gov. Bobby Jindal

July 3, 2012

As we celebrate our nation’s birthday this week, it is important to remember and teach our

children the Founding Fathers were declaring our independence, not creating a culture of

dependence. (They also protested unfair taxation, but that is another story for another

day.) This is an especially important lesson, given the Supreme Court’s ruling last week on

Obamacare.

The ruling was both a disappointment and a blow to our freedoms. As we get further away

from the ruling, reality will dawn on people, and we will be right back to where we were.

The American people did not want or approve of Obamacare then, and they do not now.

Americans oppose it because it will decrease the quality of our health care, raise taxes by

over $500 billion, cut Medicare by over $500 billion, and, with a $1.76 trillion price tag,

break the bank.

The President promised us our premiums would go down $2,500 per family per year if we

passed his reform; family premiums increased 9 percent last year. President Obama

promised us we could keep our plans and our doctors; as many as 20 million Americans

will lose their employer-provided health plans. President Obama promised us he would

“protect Medicare;” Medicare’s Chief Actuary says the Obamacare cuts to providers are

“unrealistic” and not sustainable, and millions of seniors will lose access to Medicare

Advantage plans and benefits. The President promised us he wouldn’t raise taxes on

middle class families making less than $250,000 a year; Obamacare raises taxes on

health plans, medical devices, prescription drugs, and employers, and 75% of the

individual mandate tax will fall on the middle class. Over 20 million individuals will remain
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uninsured, and health care spending will be higher than it would have been if the law had

not passed. President Obama campaigned against Hillary Clinton’s individual mandate and

John McCain’s tax increase on generous health care insurance, and included both in

Obamacare.

Amazingly, facing the greatest economic recession since the Great Depression, President

Obama chose to create a new entitlement program when we cannot afford the ones we

already have. Republicans like to go on television and say we are borrowing from our

children’s and grandchildren’s future. We can throw those talking points out; we are hurting

ourselves now. You know we are in trouble when the German Finance Minister rebuffs

President Obama and basically tells him to clean up his own mess before offering advice

to others. Even the Europeans feel they have the moral high ground to tell us to tackle our

own debt problems; that’s like the town drunk telling you that you have a drinking problem.

Opposition to Obamacare will escalate for one simple reason; Obamacare is the most

unpopular when people are thinking about it. Then-Speaker Pelosi said they had to pass

the 2,000 plus page bill so we could find out what is in it. The President promised it would

become more popular the more people learned about it. Yet, there has never been one

day a majority of the American people wanted this massive government overreach that

was forced on us by a party-line vote.

The Supreme Court should have protected our constitutional freedoms, but remember, it

was the President who forced this law on us. I congratulate the Supreme Court on one

thing; they were far more honest about Obamacare than President Obama was. They

rightly have called it what it is – a tax.

The Supreme Court has done something new; they have declared that President Obama

can use the taxation power of the federal government to compel behavior. The federal

government can even tax the lack of behavior. What’s next? Taxes on people who refuse

to drive Chevy Volts or eat tofu? This is ridiculous.

In fact, the Court actually rewrote Obamacare to make it fit under the taxation clause. I

don’t know how one defines legislating from the bench, but this seems pretty close. The

Readers Digest version of the Supreme Court’s decisions last week is this – The

Government can require proof of insurance, but not proof of citizenship.

Here is the big picture situation in America today. Success used to be measured by how

many people we could get off the government dole, but now, under President Obama, we

measure success by how many people we can get on government programs. Indeed, food

stamp rolls have increased by 70 percent since 2007, and yet the government is spending

millions of taxpayer dollars on advertising and encouraging parties to enroll even more.

There used to be a stigma to relying on the government, but now it’s celebrated. We have

it 100 percent backwards in America today. We should celebrate people getting off food

stamps, off Medicaid, and off government health care. The bottom line is that Obamacare

eats into the spirit of independence that has made America great in the first place, and if

we don’t repeal it soon, we will have more people riding in the cart than pulling the cart.

We are at an inflection point in our nation’s history. We have to decide whether we want to

revive our economy by growing the private sector or expanding the public sector, to

continue our culture of self-reliance versus a culture of dependency, to provide our

children with opportunity or a sense of entitlement, and to pursue the American model or

give in to the European model.
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Here is the crazy part – the federal government cannot pay for our existing entitlement

programs. We have to reform those or they will crumble, and yet President Obama has

created another one we cannot afford. Democrats are already attacking Republicans for

turning down free health care. Here is a news flash. All of this government spending is not

free. It is our money they are spending; it is our future they are destroying; and it is really

not that far into the future. The credit card is maxed out, and the bank of China is closed. I

have vowed not to implement Obamacare in Louisiana, especially creating the exchange

and expanding Medicaid, because this November we’re going to elect a new President

and a new Congress who will repeal and replace the terrible law. In Louisiana, our health

department estimates the Medicaid expansion alone will cost our taxpayers $3.7 billion

over the first ten years of implementation and will take 187,000 new enrollees off private

insurance.

The Court’s decision is a reminder that elections do in fact matter. The left wing won the

elections in 2006 and 2008, giving liberals full control of the House, Senate, and the White

House. They used this power to force through a government takeover of health care that

the public didn’t even want.

Now, the American people have an opportunity to reverse this course in November by

electing Governor Romney and a Republican Senate. We have to stop complaining about

the Supreme Court and deal with the real problem – which is President Obama.

Obamacare has now been unmasked for what it really is, a massive tax increase to pay for

a massive new federal entitlement program that we do not want and cannot afford. If you

are a small business owner, a middle-class taxpayer, or if you are worried about what

Obamacare will do to the quality of your health care, or if you are worried about the fact

that our government is headed towards insolvency – you have only one recourse – make

President Obama a one-termer. Elections do matter; this one matters a lot.

###
 
 

Jon Thompson
Press Secretary

Republican Governors Association (RGA)

jthompson@rga.org

DESK: 202-464-8564

CELL: 

Twitter: @JonThompsonDC
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From: Dustin Huffman
To: Dustin Huffman
Cc: Marie Sanderson; Deborah Hohlt 
Subject: FW: Important ACA Implementation Information
Date: Friday, November 30, 2012 12:49:28 PM

All:
 
ICYMI – HHS sent out the below announcement this afternoon regarding new proposed rulemaking
displayed in today’s Federal Register.
 
Dustin Huffman
Policy Advisor 
Republican Governors Public Policy Committee | RGA
1747 Pennsylvania Avenue, NW, Suite 250 | Washington, DC 20006
Office: (202) 662-4927
Cell: 

 

From: "HHS IEA (OS/IEA)" <HHSIEA@hhs.gov>
Date: Fri, 30 Nov 2012 11:50:57 -0500
To: "HHS IEA (OS/IEA)" <HHSIEA@hhs.gov>
Subject: Important ACA Implementation Information
 

HHS Intergovernmental and External Affairs Notification
 
November 30, 2012
 
From:  Paul Dioguardi

Director, Office of Intergovernmental and External Affairs
U.S. Department of Health and Human Services
 

RE:     Important ACA Implementation Information
 
Today, the Obama administration issued the following announcements regarding
implementation of the Affordable Care Act:
 

·         The U.S. Department of Health and Human Services published a proposed rule for
Notice of Benefit and Payment Parameters for 2014.  This proposed rule provides
further information related to policies such as the risk adjustment, reinsurance and
risk corridors programs, advance payments of the premium tax credit, and cost-
sharing reductions.  The fact sheet on this proposed rule will be available here. The
proposed rule is on display in the Federal Register today, Friday, November 30, 2012
and can be viewed here.  The Final Rule will publish in the Federal Register on
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December 7, 2012 at which it can be viewed here.
·         The Center for Consumer Information and Insurance Oversight announced an

additional application deadline to the existing cooperative agreement to Support
Establishment of the Affordable Care Act’s Health Insurance Exchanges. This
additional application deadline would be December 28, 2012 and would apply to
both Level I and Level II grants.  The information will be available here. 

·         The U.S. Office of Personnel Management (OPM) published a Notice of Proposed
Rulemaking to implement the Multi-State Plan Program (MSPP) pursuant to section
1334 of the Affordable Care Act.  Additional information may be found here.  The
proposed rule is on display in the Federal Register today, Friday, November 30, 2012
and can be viewed here.  The Final Rule will publish in the Federal Register on
December 5, 2012 at which it can be viewed here.

 
Please direct questions to HHSIEA@hhs.gov.
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From: Mark McCullough
To: Katie Altshuler
Subject: FW: In Case You Missed It: Shopping for health insurance to find a bargain
Date: Thursday, March 24, 2011 9:27:45 AM

This is what I’m talking about. Get Terry Clien’s Handsome, Articulate Mug on TV and Sell Sell Sell!! I

had talks with Sen’s Newberry and Brown yesterday and they are not convinced. My guess this is the

rule and not the exception.

Mark

 

From: Governor Fallin Press [mailto:press@gov.ok.gov] 
Sent: Thursday, March 24, 2011 9:15 AM
To: Governor Fallin Press
Subject: In Case You Missed It: Shopping for health insurance to find a bargain
 

In Case You Missed It

KJRH: Shopping for health insurance
to find a bargain
SHARETHIS.addEntry(); ShareThis

Business is good for Scott Trizza. He's one of the owners of Old School Bagel Cafe,

but as a small business there are challenges, like providing health insurance. It's a

perk, they can't afford to do. In fact, Trizza doesn't even have health insurance.

"I'm healthy, and I just pay the doctor when I'm there, and it saves me money that

way," said Trizza.

He says he's been to the doctor twice in 20 years.

Trizza's story isn't uncommon. Many Americans opt not to have health insurance, but

a new initiative is working to change that. 

"You can have access to affordable, high-quality health insurance for you and your

family," said Oklahoma's Commissioner of Health Terry Cline, Ph.D.

In about a year and a half, you'll be able to go online and see a list of all the possible

policies you can get. You can think of it as an online market place. Where insurance is

for sale.

"You can go online. You would be able to see what is available. You would be
able to see what those options are. You'd be able to see what the coverage
was. You'd be able to see what the cost was, and you'd be able to compare that
with other plans," said Cline.
It's something the state's been working on since President George W Bush's
administration. In fact, Oklahoma is so ahead of the game it was one of seven
states that received a federal grant to create the insurance market place.
"We're not being forced to do this. We're not following a pack. We're actually leaders

in this field," said Cline.

While Oklahoma was already working on the project, the health care reform that
passed last year requires states to come up with their own market place of
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sorts, or the feds will come in and do it for them.
"If we don't do that, then there will be some controls that are, kind of,
implemented for us," said Cline.
As a business man, Trizza says competition is a good thing.

"I like where I can pick the items that I think would benefit me the most, and I would

be willing to pay that for, like you know, insurance against something catastrophic,"

said Trizza.

Plus, he says, it gives his employees choices too.

"They can shop, and it's theirs. They own it. They maintain it," said Trizza. 

After 20 years of not having insurance, this new market place has a new customer.

"I'll shop around. I most definitely will," said Trizza.

The state of Oklahoma is suing the federal government over parts of its mandated

health care reform. 

Officials say the health insurance exchange that the state is working on, shouldn't

factor into it.
 
 
Alex Weintz
Communications Director
Office of Governor Mary Fallin
phone: (405) 522-8819
cell: (405) 535-7317
Alex.Weintz@gov.ok.gov
 
 
NOTICE: The information in this email is confidential, legally privileged, and exempt
from disclosure under law. It is intended solely for the addressee. Access to this
email by anyone else is unauthorized. If you are not the intended recipient, any
disclosure, copying, distribution or any action taken or omitted to be taken in
reliance on it, is prohibited and unlawful. The Oklahoma House of Reps does not
warrant any e-mail transmission received as being virus free, and disclaims any
liability for losses or damages arising from the use of this e-mail or its attachments.
Recipients of e-mail assume the risk of possible computer virus exposure by opening
or utilizing the e-mail and its attachments, and waive any right or recourse against
the House by doing so.
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From: Denise Northrup
To: Katie Altshuler
Subject: Fw: Invitation for Governors" Offices to Meet with HHS/CMS Officials in Salt Lake City on Saturday, July 16
Date: Friday, July 15, 2011 12:25:33 PM

Thoughts?
 
From: AJ Mallory 
Sent: Friday, July 15, 2011 12:22 PM
To: Denise Northrup 
Subject: FW: Invitation for Governors' Offices to Meet with HHS/CMS Officials in Salt Lake City on
Saturday, July 16 
 
Rec’d call from Marjorie Petty – reg. Director DHHS – Dallas as a reminder of the

below invitation/notification to the Governor regarding the one on one resource

availability (read below) at NGA.  Your contact to schedule appt. is James Mason,

202-401-5639 or james.mason@hhs.gov

LMK if you need further explanation on this.  AJ

 

A.J. Mallory

Exec. Asst. to Denise Northrup, Chief of Staff

Office of Gov. Mary Fallin

2300 Lincoln Blvd., Suite 212

Oklahoma City, OK  73105

405-522-8832

aj.mallory@gov.ok.gov

 

From: Mason, James (HHS/IGA) [mailto:james.mason@hhs.gov] 
Sent: Wednesday, July 06, 2011 3:15 PM
To: US HHS Intergovernmental Affairs (HHS/IGA)
Cc: Dioguardi, Paul (HHS/OS); Kidwell, Lauren (HHS/IGA)
Subject: Invitation for Governors' Offices to Meet with HHS/CMS Officials in Salt Lake City on Saturday,
July 16
 
Dear Colleague:
 
As Governors head to Salt Lake City later this month for the National Governor’s
Association Annual Meeting, the U.S. Department of Health and Human Services (HHS)
would like to continue our dialogue with Governors’ offices regarding the implementation of
the Affordable Care Act.  Specifically, we invite you to schedule a meeting with senior
representatives from the Centers for Medicare & Medicaid Services (CMS) to discuss issues
of specific interest to your state, such as the establishment of health insurance exchanges and
changes to the Medicaid program.
 
Steve Larsen, Deputy Administrator and Director, Center for Consumer Information and
Insurance Oversight, and Cindy Mann, Deputy Administrator and Director, Center for
Medicaid, CHIP and Survey & Certification Oversight, will be available to meet with
Governors and/or their staffs in Salt Lake City on Saturday, July  16. 
 
If your state is interested in scheduling a meeting, please contact Jim Mason of my staff at
james.mason@hhs.gov or (202) 401-5639 to indicate if there is a specific time on Saturday,
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July 16, 2011 that works especially well for your Governor or staff.    
 
Paul Dioguardi
Director of Intergovernmental Affairs
U.S. Department of Health and Human Services
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From: Denise Northrup
To: Katie Altshuler
Subject: Fw: INVITATION to ATTEND: Exchange Listening Session, Wed., Aug. 24 in Denver, Colorado
Date: Thursday, August 11, 2011 11:55:56 AM
Importance: High

To discuss at sr staff monday pls
 
From: Lothrop, Julia (HHS/DHHS) [mailto:Julia.Lothrop@hhs.gov] 
Sent: Wednesday, August 10, 2011 04:42 PM
To: Denise Northrup 
Cc: Petty, Marjorie (HHS/IGA) <Marjorie.Petty@hhs.gov> 
Subject: INVITATION to ATTEND: Exchange Listening Session, Wed., Aug. 24 in Denver, Colorado 
 
Good afternoon.

 

On behalf of HHS Regional Director Marjorie Petty, I am providing additional information about an
upcoming meeting, which we hope you or your designee can attend.  Feel free to contact Marge
with any questions.  Her contact information is as follows:
 
Marjorie McColl Petty, J.D., M.S., Regional Director
U.S. Department of Health and Human Services
1301 Young Street, Suite 1124, Dallas, Texas 75202
Office Phone:  (214) 767-3301; BlackBerry: (214) 701-1681
Email: Marjorie.petty@hhs.gov
 

 

The Affordable Care Act calls for the establishment of new Affordable Insurance Exchanges. The

Exchanges will provide competitive marketplaces for individuals and small employers to directly

compare available private health insurance options on the basis of price, quality, and other factors.

 

You are invited to learn more about these important provisions at the:

 

Affordable Insurance Exchanges Listening Session
 

Hosted by: U.S. Department of Health and Human Services Regions 6, 7, 8
 

Wednesday, August 24, 2011
8:00 a.m. – 12:00 pm

 
DoubleTree by Hilton Denver

3203 Quebec Street
Denver, CO 80207

 

This event is invitation only - please do not forward this invitation.
 
Please note:  HHS will cover travel expenses for four state leaders selected at the Governor’s

discretion to attend this session.  Please respond to Julia Lothrop at Julia.lothrop@hhs.gov or 214-767-

3190 by Monday, August 15 with the names, titles, email address, and phone number for each person

you would like to attend.

 

To make hotel reservations call 800-222-TREE (8733) and ask for Regional Listing Session for
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Health Exchanges.

 
Administration Speakers Present:

HHS Regional Directors Marjorie Petty, Judy Baker and Marguerite Salazar; Joel Ario, Director of the

Office of Health Insurance Exchanges; Penny Thompson, Deputy Center Director, CMS Center for

Medicaid, CHIP and Survey & Certification; and Chiquita Brooks LaSure, Director of Coverage Policy,

HHS Office of Health Reform.

 
For more information, read about Affordable Insurance Exchanges at www.healthcare.gov/exchanges. 

 

Instructions for submitting comments on proposed rules:

Formal comments for this proposed rule will not be received at this session. Comments may be 

provided electronically, by regular mail, by express or overnight mail, and by hand or courier.  To be 

assured consideration, comments must be received by one of those methods no later than 5 p.m. 

Eastern Standard Time (EST) on September 28, 2011. Comments mailed to the addresses indicated as 

appropriate for hand or courier delivery may be delayed and received after the comment period.  

Detailed instructions and identification of the comment period are provided in each notice of proposed 

rulemaking, available at www.regulations.gov. The title and docket number for these proposed rules 

are: Patient Protection and Affordable Care Act; Establishment of Exchanges and Qualified Health 

Plans, CMS-9989-P (published 76 F.R. 41866 (July 15, 2011)); Patient Protection and Affordable Care 

Act; Standards Related to Reinsurance, Risk Corridors and Risk Adjustment, CMS-9975-P (published 

76 F.R. 41930(July 15, 2011)).

 

·         All comments received before the close of the comment period are available for viewing by the

public, including any personally identifiable or confidential business information that is included

in a comment. We post all comments received before the close of the comment period on the

following Web site as soon as possible after they have been received:

http://www.regulations.gov.  Follow the search instructions on that Web site to view public

comments.  Comments received timely will also be available for public inspection as they are

received, generally beginning approximately 3 weeks after publication of a document, at the

headquarters of the Centers for Medicare & Medicaid Services, 7500 Security Boulevard,

Baltimore, Maryland 21244, Monday through Friday of each week from 8:30 a.m. to 4 p.m.  To

schedule an appointment to view public comments, phone 1-800-743-3951.

 

·         The proposed rules and joint CMS/OIG notice are posted at: www.ofr.gov/inspection.aspx.

 

 
Sincerely,
 
 
 
 
 
Julia Lothrop, M.S.
Executive Officer
U.S. Department of Health and Human Services
1301 Young Street
Suite 1124
Dallas, Texas 75202
Phone:  (214) 767-3190
Fax:  (214) 767-3617
Email:  julia.lothrop@hhs.gov

4007



 
Visit Healthcare.gov to learn more about the Affordable Care Act and health care reform.
 

4008



From: Denise Northrup
To: Andrew Silvestri; Katie Altshuler; Alex Weintz
Subject: FW: Invitation to receive Award from elected women
Date: Friday, August 17, 2012 3:18:50 PM

Need to think about this before we accept…
 

From: Jennifer Rosen  
Sent: Friday, August 17, 2012 3:00 PM
To: Denise Northrup; Andrew Silvestri
Cc: Dana Wolpert
Subject: RE: Invitation to receive Award from elected women
 
Denise, I’m so sorry, I thought Robin Read/our President, was calling you yesterday to discuss, my

apologies.

 

Basically, with the state of the current healthcare debate and the fact that no one knows for sure which

way the tides will turn this election and later outcomes, our leadership decided that there are too many

unmet needs in women’s healthcare to allow politics to deter the treatment and unique needs of

women.  As far as topic area, brief speaking program will touch on women’s health care and unmet

needs in women’s health care,   NFWL’s current Chair, State Representative Gayle Harrell (R-FL), will

touch upon how whether Obamacare is upheld after the election or its repealed and we are post-

obamacare, regardless, we must have an increased focus on areas of concern in women’s health etc.

(sorry, not nearly as eloquently put as it should be, I’m rushing out the door to an appointment I

apologize).  There will be some discussion on some specific areas in women’s health (i.e. urology etc.)

at the event – but this event is just a pre-cursor to our upcoming Annual Conference (November, after

election) where discussion and dialogue will be in-depth with new solutions introduced, etc.

 

Governor Fallin is the most visible and well-respected Republican woman to serve in the highest

statewide office, and given her leadership and involvement with NFWL from her days in state

legislature to lt. gov. to Congress, to gov. – she understands how the different levels of government

work to address healthcare and has always been an advocate of sensible solutions so her presence

would be instrumental in elevating NFWL’s efforts to bring the discussion of unmet needs in women’s

health to the forfront.

 

Additionally, Robin Read’s cell is , and she says not to hesitate to call on her any time as

well.  I hope this info is helpful and again, my apologies for the delay.

 

 

 

From: Denise Northrup [mailto:Denise.Northrup@gov.ok.gov] 
Sent: Friday, August 17, 2012 10:57 AM
To: Jennifer Rosen; Andrew Silvestri
Cc: Dana Wolpert
Subject: RE: Invitation to receive Award from elected women
 
Jennifer – any more info you can give me on the womens health initiative you are unveiling at that
event would be helpful!
 

From: Jennifer Rosen  
Sent: Wednesday, August 15, 2012 4:02 PM
To: Denise Northrup; Andrew Silvestri
Cc: Dana Wolpert
Subject: RE: Invitation to receive Award from elected women
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Thanks Denise!  I know you have many logistics to coordinate, especially with the Governor being a

featured speaker at the Convention, so we double appreciate that you are considering this request!!

 

 

From: Denise Northrup [mailto:Denise.Northrup@gov.ok.gov] 
Sent: Monday, August 13, 2012 4:20 PM
To: '; Andrew Silvestri
Cc: Dana Wolpert
Subject: Re: Invitation to receive Award from elected women
 
Working on it this week, thanks!
 
From: Jennifer Rosen [  
Sent: Monday, August 13, 2012 03:05 PM
To: Andrew Silvestri 
Cc: Dana Wolpert; Denise Northrup 
Subject: RE: Invitation to receive Award from elected women 
 
Good afternoon Dana and Denise,

 

I just wanted to loop back around with you to see if you’ve had a chance yet to determine the

Governor’s schedule at the GOP Convention, and whether or not she will be able to join our elected

women to receive this award.  Thank you for considering this request, we are grateful!

 

Regards,

Jennifer

 

From: Andrew Silvestri [mailto:Andrew.Silvestri@gov.ok.gov] 
Sent: Friday, August 03, 2012 2:00 PM
To: Jennifer Rosen
Cc: Dana Wolpert; Denise Northrup
Subject: Re: Invitation to receive Award from elected women
 
Jennifer - many thanks for the email and for wanting to recognize governor Fallin's leadership.  I've
CCed Dana in scheduling and our Chief who are managing the convention schedule/details.  
 
Many thanks!
Andrew

On Aug 2, 2012, at 13:44, "Jennifer Rosen"  wrote:

Andrew, our elected women would like to present the Governor with a Leadership Award

at the end of the month, if she plans to be in Tampa for the Convention!

 

 
August 2, 2012
 
The Honorable Mary Fallin
2300 North Lincoln Boulevard, Suite 212
Oklahoma City, OK 73105
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Dear Governor Fallin,
 
I am so pleased to report that the National Foundation for Women Legislators
(NFWL) will roll out a new Women’s Health Initiative at a special Lunch
Reception hosted by NFWL during the GOP Convention! 
 
In honor of this occasion, our elected women would like to recognize your
efforts to promote sound healthcare policy by presenting you with NFWL’s
Leadership Award for Women’s Health Advocacy. If you plan to travel to
Tampa during the Convention, we very much hope you will join us for this
special event to receive this Award and provide brief remarks to the audience
of elected women from across the nation who will be gathered in support of this
timely initiative.  The details for the gathering are as follows:
 

Event: National Foundation for Women Legislators’ Lunch Reception &
Women’s Health Initiative Launch (By Invitation Only)

Date:   Tuesday, August 28, 2012
 
Time: 1:00pm – 3:00pm
 
Location:  Center For Advanced Medical Learning And Simulation
124 South Franklin Street, Tampa, FL 33602 
*Just a few blocks from the Convention Center and Tampa Bay Times

Forum!
 
Elected women from all levels of government will be present at this Lunch
Reception, where NFWL will announce the launch of the Foundation’s Women’s
Health Initiative.  Key partners will be present at this hub for medical
advancement to help usher in an initiative that will highlight areas of unmet need
in women’s health and the need to bring innovative solutions to the forefront and
change the face of healthcare for all women.
 
As healthcare has been at the forefront of policy debate over the last few years,
NFWL has recognized a growing need to empower elected women in every
state, not with just the facts, but also with the solutions.   Our leaders want to
effectively meet the needs of women and implement innovative and cost-
effective treatments that will drastically improve the current and future physical
health of women.  The timing for the launch of this initiative is not a coincidence
– regardless of the results at the polls in November, NFWL is committed to
ensuring that the dialogue centered on healthcare for women is inclusive and
productive and that your constituents know how important it is to you that we
adopt the right healthcare solutions.  This launch will be followed-up with a
comprehensive program at NFWL’s Annual Conference, which will be hosted
after the election, November 15-19, in Atlanta, Georgia.
 
Your presence at this event is critical.  If you plan to be in Tampa on August
28th, I very much hope you will join us to say a few words to your colleagues
from across the nation.  If a member of your staff could kindly confirm your
participation to Jennifer Rosen, NFWL’s Director of Policy & Communications,
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as soon as possible, I would be grateful.  Jennifer may be reached by email at
  I look forward to seeing you in

Tampa!
 
Sincerely,
 
Robin Read
President & CEO, NFWL
 

 

 

Jennifer Rosen

Director, Policy & Communications

National Foundation for Women Legislators (NFWL)

910 16th Street NW, Suite 100

Washington, DC  20006

Tel: (202) 293-3040 ext.1008 or ext.0

Fax: (202) 293-5430

Cell: 

 

www.womenlegislators.org

 

NFWL has gone SOCIAL - Follow us on Linkedin, Facebook, and Twitter!
 
SAVE THE DATE - NFWL's ANNUAL CONFERENCE - NOVEMBER 15th-19th in
ATLANTA, GA!
 

<Fallin, Mary AWARD Recipient invite NFWL GOP Event 8.28.12.pdf>
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From: Andrew Silvestri
To: Katie Altshuler; Cox-Kain, Julie
Subject: FW: Invitation to the Health Insurance Exchange Plan Management Forum
Date: Tuesday, November 22, 2011 3:36:53 PM
Attachments: HIX Plan Management Forum Agenda 20111212.pdf

 
 

From: NAIC Meetings Dept [ ] 
Sent: Tuesday, November 22, 2011 3:29 PM
To: Andrew Silvestri
Subject: Invitation to the Health Insurance Exchange Plan Management Forum
 

You are invited to attend the Health Insurance Exchange Plan Management Forum,

Monday, December 12 through Wednesday, December 14, 2011.

Please review the conference agenda, which is attached to this e-mail.

REGISTRATION:
 
Regulator Fee:         $0.00

Non-Regulator Fee:  $450.00

Registration will close by end of day, Tuesday, December 6.  There will be no onsite
registration.
 
SPACE IS LIMITED SO PLEASE REGISTER AS QUICKLY AS POSSIBLE.
   
CANCELLATION POLICY: 

All meeting cancellations MUST be in writing to the NAIC Meetings Department.  You may

fax to 816-460-7666 or send via email to .   For those that pay a

fee, cancellation refunds will be issued accordingly:

Cancellation requests received by December 6               $225

Cancellation requests received after December 6            No refund 

HOTEL INFORMATION:
  
Hyatt Regency Crystal City ·· 2799 Jefferson Davis Hwy ·· Arlington, VA 22202

Room Rate:                           $150.00 single/double, plus applicable state and local

taxes

Cancel Policy:                        24 hours (local time) prior to scheduled arrival
 
 
A link to register at the hotel will be included in your email conference
confirmation. Be sure to request the "NAIC" block of rooms.  Room rate is the
same, regardless of registration type.

REGISTER FOR CONFERENCE: 

Please click here to register for the NAIC Health Insurance Exchange Plan Management
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Forum, December 12-14, 2011. 

* * * * * * * * * * * * * * * * * * * * * * * * * * *

If you do not wish to receive future emails from NAIC Meetings Dept for the NAIC Health

Insurance Exchange Plan Management Forum, please click the link below.  
HEALTH INSURANCE EXCHANGE PLAN MANAGEMENT FORUM MEETING OPT-
OUT: Unsubscribe 
 

---

To unsubscribe from the "SERFF Marketing" service, send an email to serffnews@naic.org
with subject: Unsubscribe

To unsubscribe from all NAIC Electronic Services, send a blank email to
optoutservices@naic.org

CONFIDENTIALITY NOTICE

This message and any attachments are from the NAIC and are intended
only for the addressee. Information contained herein is
confidential, and may be privileged or exempt from disclosure
pursuant to applicable federal or state law. This message is not
intended as a waiver of the confidential, privileged or exempted
status of the information transmitted. Unauthorized forwarding,
printing, copying, distribution or use of such information is
strictly prohibited and may be unlawful. If you are not the
addressee, please promptly delete this message and notify the
sender of the delivery error by e-mail or by calling the NAIC Help
Desk at (816)783-8500.
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From: Denise Northrup
To: Katie Altshuler
Subject: FW: Invitation: Conference call on forthcoming paper: "The Illegal IRS Rule to Expand Tax Credits under the

PPACA"
Date: Thursday, July 12, 2012 10:19:28 AM

Do you want someone on this call?
 

From: Laura Odato  
Sent: Thursday, July 12, 2012 10:15 AM
To: Laura Odato; Heather Curry
Subject: Invitation: Conference call on forthcoming paper: "The Illegal IRS Rule to Expand Tax Credits
under the PPACA"
 
At 10am ET on Monday, July 16, the Cato Institute will release this working paper by
Jonathan Adler and Michael Cannon. This paper explains that while PPACA, as written,
allows states to block the law’s employer mandate by not creating a health insurance
“exchange,” the IRS is nevertheless trying to impose that tax on those states illegally:

 
Taxation without Representation: The Illegal IRS Rule to Expand Tax Credits under
the PPACA

 
By Jonathan H. Adler and Michael F. Cannon

 
The Patient Protection and Affordable Care Act (PPACA) provides tax credits and subsidies
for the purchase of qualifying health insurance plans on state-run insurance exchanges. 
Contrary to expectations, many states are refusing or otherwise failing to create such
exchanges.  An Internal Revenue Service (IRS) rule purports to extend these tax credits and
subsidies to the purchase of health insurance in federal exchanges created in states without
exchanges of their own.  This rule lacks statutory authority. The text, structure, and history of
the Act show that tax credits and subsidies are not available in federally run exchanges.  The
IRS rule is contrary to congressional intent and cannot be justified on other legal grounds. 
Because the granting of tax credits can trigger the imposition of fines on employers, the IRS
rule is likely to be challenged in court. 

 
The tax credits and employer mandate are essential components of the law. The law’s explicit
restriction of tax credits to state-run Exchanges, combined with states’ reluctance to create
Exchanges, threatens the law’s survival. The IRS rule is an attempt to rescue the law, but it is
hard to imagine employers not suing to block it. Vanderbilt University law professor Jim
Blumstein comments, “The language of the statute is explicit. Subsidies accrue to people who
obtain coverage through state-run exchanges. The I.R.S. tries to get around that by providing
subsidies for all insurance exchanges. That interpretation will almost certainly be challenged
by someone”—i.e., employers who become subject to an illegal tax, including state
governments. Boston University law professor Kevin Outterson says employers would have a
“fairly decent textual case.” Adler and Cannon reveal that’s an understatement. Finally,
congressional Republicans have introduced a resolution to block the IRS rule under the
Congressional Review Act. This forthcoming paper strengthens the case against the rule.
Adler and Cannon’s findings have already received coverage in The New Republic and The
New York Times.
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At  3PM ET on Monday, July 16, the authors will host a conference call on the IRS rule. If
you would like to participate in the conference call, dial in to  at  3PM ET on
Monday, July 16. Conference code: .  
 
This invitation is non-transferable.  
 
Laura Odato
Director of Government Affairs

Cato Institute

1000 Massachusetts Ave N.W.

Washington, D.C. 20001

(202) 789-5225
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From: Adam Nordstrom
To: Kloiber, Bill - DOA; Katie Altshuler
Subject: FW: Kansas To Opt Out Of Early Innovator Grant
Date: Tuesday, August 09, 2011 4:22:23 PM
Attachments: image002.png

image003.png
image004.png
image005.png

This happened fast.

Adam

 

From: Arif, Samir [GO] [mailto:Samir.Arif@ks.gov] 
Sent: Tuesday, August 09, 2011 5:00 PM
To: Adam Nordstrom
Subject: FW: Kansas To Opt Out Of Early Innovator Grant
 

 

From: Arif, Samir [GO] 
Sent: Tuesday, August 09, 2011 12:48 PM
To: 'gov-wire@list.da.state.ks.us'
Subject: Kansas To Opt Out Of Early Innovator Grant
 

 

IMMEDIATE RELEASE
August 9, 2011

For more information, contact:

Samir Arif

785.368.6628 (office)

Media@ks.gov  

 

Kansas To Opt Out Of Early Innovator Grant
 

Topeka — Kansas Governor Sam Brownback and Lt. Governor Dr. Jeff Colyer announced today that the State of

Kansas is returning its “early innovator” grant distributed by the U.S. Department of Health and Human Services

in February for early implementation of portions of the Patient Protection and Affordable Care Act (PPACA).

 
"There is much uncertainty surrounding the ability of the federal government to meet it's already budgeted future

spending obligations. Every state should be preparing for fewer federal resources, not more. To deal with that

reality Kansas needs to maintain maximum flexibility. That requires freeing Kansas from the strings attached to

the Early Innovator Grant," said Governor Brownback

 

“Federal Medicaid mandates have cost Kansans over 400 million in the past 2 years alone. Full implementation of

the mandates in the President’s health care law would cost billions more,” said Dr. Colyer. “We will work to find

innovative Kansas based solutions to Kansas challenges and be very selective in the federal funds the state

applies for and receives.  We look forward to working with legislative leaders and Insurance Commissioner

Praeger as we develop Kansas solutions."
 
Following Oklahoma’s decision in April to opt out, Kansas is now the second state to opt out of Early Innovator

Grant funding

 
“The early innovator grant does not address the most important issue in health reform, which is slowing the rate of
cost growth in health care. Through the statewide Medicaid reform meetings, Kansas is taking the opportunity to
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decide for ourselves how best to provide health care access, improve outcomes and reduce costs for our state,”
said Dr. Robert Moser, Secretary for the Kansas Department of Health and Environment.

 
 

###

 

Click below to connect on the Governor’s Social Networks:
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From: Andrew Silvestri
To: Katie Altshuler
Subject: FW: Legislative Rriorities
Date: Monday, March 21, 2011 1:53:23 PM

 
 

From: Andrew Silvestri 
Sent: Friday, March 18, 2011 2:49 PM
To: Alex Weintz
Subject: Legislative Rriorities
 
Don’t send this to McNutt…  Also, this does not include every bill! But it shows a lot of what has been

accomplished.

 

Tort Reform: Passed in House and Senate
 

·         SB 863, Sen. Anthony Sykes (R-Duncan), jury instructions shall include an instruction notifying

the jury that no part of an award for damages for personal injury or wrongful death is subject to

federal or state income tax. (passed march 1)

·         SB 866, Sen. Anthony Sykes, provides for periodic payment of future damages. (passed march

1)

·         HB 1995, by Rep. Dan Sullivan (R-Tulsa), requires certain hospitals operated by a public trust

to maintain a certain amount of health care malpractice liability coverage. The total liability of

such hospitals for damages for malpractice is extended to the amount of the hospital's

malpractice liability coverage.   The bill passed by a vote of: 95-2. (passed march 7)

·         HB 2024, by Rep. Dan Sullivan (R-Tulsa), authorizes a court to order that future damages

incurred after the date of judgment that exceed One Hundred Thousand Dollars ($100,000.00)

be paid in whole or in part in periodic payments rather than by a lump-sum payment. The vote

was: 62 to 36. (passed march 14)

·         HB 2128, by Rep. Dan Sullivan (R-Tulsa), lowers the recovery limitation for noneconomic

damages in a civil action for bodily injury to Three Hundred Fifty Thousand Dollars

($350,000.00). The current limitation is Four Hundred Thousand Dollars ($400,000.00). 

Amendment vote was: 58 to 36.  Vote: 57 to 40. (passed march 14)

Workers’ Comp Reform: Passed in House and Senate
 

·         SB 878, Sen. Patrick Anderson (R-Enid) and Sen. Anthony Sykes (R-Moore), the workers’

comp bill.  Interestingly it was not debated.  Sen. Anderson told me afterward he stayed up late

last night preparing and was a bit disappointed he didn’t get to debate the bill.  Title is off.  It

passed 44 to 0. (March 10)

·         SB 761, Sen. Jolley (R-Edmond), establishes a physician board which will set guidelines for

best practices for workers' comp cases. Passed 45 to 0. (passed march 8)

·         HB 2038, by Rep. Dan Sullivan (R-Tulsa), authorizes the Workers’ Compensation Court

Administrator to compile annual reports relating to characteristics of cases including amount of

surgeries, length of temporary total disability, permanent partial disability, and other medical

treatments and therapies.  The vote was: 62 to 21. (march 17)
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Closing Fund: Passed in House
 

·         HB 1953, by Rep. Skye McNiel (R-Bristow), is the closing fund bill.  The vote was 79 to 17. 

The emergency failed: 52 to 39. (passed march 14)

Reexamination of tax credits: Passed in House and Senate
 

·         HB 1008, by Rep. Skye McNiel (R-Bristow), is the aerospace tax credit.  The bill shortens the

moratorium on the income tax credit for the reimbursement of tuition and compensation of

aerospace engineers. (passed march 9)

·         SB 3, by Sen. Mazzei (R-Tulsa), aerospace tax credit was passed 45 to 2.  Bill was amended

by Sen. Tom Adelson (D-Tulsa), the amendment abolishes the state income tax, both corporate

and personal.  In a classic case of sticking ones foot in ones mouth, Adelson voted against his

own amendment before voting for the entire bill.  (passed march 2)

·         HB 1285, by Rep. David Dank (R- Oklahoma City), Creates the Task Force for the Study of

Tax Credits and Economic Incentives.  The act defines the membership, scope of the study,

and provides for a final report of findings and recommendations.  The task force is to begin

meeting no later than September 30, 2011 and is to produce a final written report of findings

and recommendations no later than December 31, 2011.

Lower Income Tax: Automatically went into affect
 

IT Consolidation: Passed in House
 

·         HB 1304, by Rep. David Derby (R-Owasso), transfers the information technology assets of all

appropriated state agencies and all employees of appropriated state agencies with job titles

and duties that fall within the information technology occupational group to the Information

Services Division of the Office of State Finance (OSF) effective July 1, 2011.  The amendment

also requires all state agencies, beginning July 1, 2011, to use certain information technolgy

services and the Integrated Central Financial System operated by OSF.  The vote was: 52 to

45.  The emergency failed: 50 to 39. (passed march 14)

·         HB 1601, by Rep. Aaron Stiles (R-Norman), creates the Oklahoma State Government

Business Licensing One-Stop Program and directs the state’s Chief Information Officer (CIO) to

adopt procedures for state agencies to enter into a shared services arrangement with the

Office of State Finance for the provision of real-time, web-based licensing and permitting

services.  The measure requires the CIO to demonstrate a cost savings of at least 15% to

state agencies as a result of the program and requires agencies to lower licensure fees

correspondingly.  The vote was: 90 to 7. (passed march 17)

 

One Stop Shop: Passed House and Senate
 

·         SB 772, Sen. Jolley, one-stop shop for businesses at the Dept of Commerce.  Consolidates

most if not all of the state's business licenses to the Dept of Commerce. Passed 42 to 9.

(passed march 14)

Paperless Billing: Passed House and Senate
 

·         HB 1086, by Rep. Jason Murphey (R-Guthrie), Provides that all payments disbursed from the

State Treasury be made only through an electronic payment mechanism and requires that the

name of any vendor that receives an exemption from the State Treasurer be published in a

report on the Treasurer’s website. The vote was: 93 to 4. (passed march 9)

·         SB 541, Sen. Anthony Sykes (R-Moore), allows for electronic signatures for some state
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business and mandates the OSF publish an annual fianancial services cost performance

assessment which will document each appropriated state agency's cost for providing

finananical services; including, procurement, payroll, accounts receiveable and payable.

Passed 42 to 0. (passed march 14)

Pension Reform:
 

·         HB 2132, by Speaker Steele, No unfunded COLA's

·         HB1002, by McDaniel, Improves efficiencies in OTRS

Government Modernization / Agency Consolidation: Passed in House and Senate
 

·         HB 2140, by Speaker Steele, is the state agency shared services bill.  The bill consolidates

several agencies into the Office of State.  The bill directs the Director of OSF to consolidate all

of the agencies’ administrative functions by December 31, 2011, and to demonstrate a 15%

overall cost reduction as a result and further requires the Director to make recommendations

on the streamlining, reduction or elimination of the governance structures and statutorily-

established positions of each agency.  The bill passed by a vote of: 65 to 28.  The vote on the

emergency failed by a vote of 53 to 28.  There was a motion to reconsider in the future. 

(passed march 3)

·         HB 1541, by Rep. Jason Murphey (R-Guthrie), creates a Human Rights Division within the

Attorney General’s office and transfers responsibilities of the Human Rights Commission to that

division; Creates a Mining Department within the Department of Environmental Quality (DEQ)

and transfers responsibilities of the Oklahoma Mining Commission to DEQ; Merges the

Oklahoma Center for Advancement of Sciences and Technology into the Department of

Commerce; and Merges the Scenic Rivers Commission into the Oklahoma Conservation

Commission.  The vote was: 74 to 18.  The emergency failed: 64 to 32. (passed march 14)

·         SB 763, Sen. Jolley, consolidates the Office of Civil Rights Enforcement into the AG's office.

Passed 37 to 9. (passed march 14)

Health Insurance Exchange: Passed in House
 

·         HB 2130, by Speaker Steele, is the health insurance exchange bill.  The vote was: 51 to 34. 

Title on. (passed march 17)

 

Raise awareness for health problems – implemented by 5320 campaign in health department
 

Reform Board of Education: Passed in House and Senate
 

·         HB 2139, by Speaker Kris Steele, allows the State Superintendent of Public Instruction to

establish positions within the department and have control and direct the State Department of

Education. The substitute strikes language that makes the State Board of Education the

governing board of the State Department of Education and specifies that the board will have

supervision of the public school system of Oklahoma.  The emergency clause on the bill failed

to receive 68 votes so the House will vote again either tomorrow or Monday.  Vote for the bill:

64 to 25.  Vote on the emergency: 60 to 28.  (passed march 2)

·         SB 435 by Sen. Bingman—Education reform, modifies the membership of the State Board of

Education to have only four members.  Vote 32-15. (passed week of of 2/25/2011)

Elimination of Social Promotion: Passed in House and Senate
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·         HB 1550, by Rep. Sally Kern (R-Oklahoma City), requires that if a third-grade student is not

reading at grade level, the student will be asked to participate in a summer reading academy

or other program designed to assist the student in attaining grade-level reading skills. If the

student does not participate, the student will be retained in third grade and a new program of

reading instruction will be developed for the student. If the student does participate in the

summer program but doesn’t successfully complete competencies, the student will be retained

in third grade and provided alternative reading instruction. In addition, students who score

unsatisfactory on the reading portion of the third grade criterion-referenced test, will be

retained in the third grade and provided alternative reading instruction.  The vote was: 67 to

26.  The emergency failed by a vote of: 61 to 27.  (passed march 15)

·         SB 346, Sen. Jolley, eliminates social promotion for 3rd grade students who can’t read at

grade level.  Passed 36 to 8. (passed march 14)

Get More Money in Classroom: Passed in House and Senate
 

·         SB 536, by Sen. Gary Stanislawski (R-Tulsa), creates a task force to examine areas where

efficiencies can be found in school administration, i.e. a task force on school district

administration consolidation.  It passed 39 to 3.   I talked to Stanislawski about this measure a

few weeks ago and he said he didn't know what the final version would look like as this has

been studied before, but he does think the language will change significantly perhaps even

away from a task force to something more substantive; like a plan to actually consolidate some

administrative districts. (passed march 9)

·         HB 1746, by Rep. Jason Nelson (R-Oklahoma City), requires that starting with the 2014-2015

school year school districts spend at least 65 percent of the total yearly expenditures on direct

instructional activities. The vote was: 51 to 45. (Passed march 15)

Eliminate Trial de Novo: Passed in House and Senate
 

·         HB 1380, by Rep. Corey Holland (R-Marlow), removes different hearing processes for

probationary teachers and career teachers recommended for dismissal and provides that all

teachers have the right to a hearing before a local board of education. Removes the process of

a pretermination hearing for career teachers.  Repeals the right to trial de novo. (passed march

1)

·         HB 1380, by Rep. Corey Holland (R-Marlow), eliminates trial de novo.  The bill passed 69 to

31. The emergency failed 67 to 33. (passed March 8)

·         SB 1, by Sen. Ford (R-Bartlesville), eliminates trial de novo.  Passed 30 to 17. (passed march

9)

·         SB 534, by Sen. Ford, broadens the circumstances under which a tenured teachers can be

terminated.  Passed 30 to 15. (passed march 9)

4022



From: Hoelscher, Doug [IGOV]
To: Garner, William; Hogsett, Heather; Drobac, Krista
Cc: Ryan McGinness; Katie Altshuler; Bousselot, Michael [IGOV]; Bartel, Christine [IGOV]
Subject: FW: Letter from Governor Branstad to Secretary Sebelius Regarding Health Insurance Exchange
Date: Friday, November 16, 2012 10:01:15 AM
Attachments: Iowa Letter of Intent to Secretary Kathleen Sebelius.FINAL.pdf

FYI on Iowa’s communication to HHS leadership.  The NGA’s help in pushing for answers to
outstanding questions and a practical, information-based timeline for the states would be much
appreciated.
 
Doug Hoelscher
State of Iowa,
Office of State-Federal Relations
Phone:  202-624-5479
Hall of States, Suite 359
444 North Capitol Street
Washington, DC  20001
 

From: Hoelscher, Doug [IGOV] 
Sent: Friday, November 16, 2012 10:34 AM
To: 'Dioguardi, Paul (HHS/OS)'; 'james.mason@hhs.gov'
Cc: Bousselot, Michael [IGOV]; Bartel, Christine [IGOV]; Palmer, Charles [DHS]; 'Vermeer, Jennifer';
Voss, Susan [IID]; Miller-Meeks, Mariannette [IDPH]
Subject: Letter from Governor Branstad to Secretary Sebelius Regarding Health Insurance Exchange
 
Hi Paul and Jim,
 
Attached please find the State of Iowa’s letter of intent regarding the health insurance exchange,
meeting the deadline as previously required by Secretary Sebelius.  Pasted below, please also find a
listing of requested information so State leaders can make an informed decision.  We recognize that
there was a one-month extension on the deadline that was communicated last night, however, we
feel it is important to express the Governor’s expectations on the path forward and to communicate
significant information gaps. 
 
A hard copy will also be sent via regular mail.
 
Sincerely,
 
Doug Hoelscher
State of Iowa, Office of the Governor
Director, State-Federal Relations
Phone:  202-624-5479
Hall of States, Suite 359
444 North Capitol Street
Washington, DC  20001
 
----------------
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From: Katie Altshuler
Subject: FW: Letter of Support for HB 2130 from Governor Mary Fallin and Insurance Commissioner John Doak
Date: Thursday, March 17, 2011 12:04:03 PM
Attachments: HB 2130 Letter of Support.pdf
Importance: High

To: Oklahoma State Representatives

From: Governor Mary Fallin and Insurance Commissioner John Doak

 Dear Representative,  

We would like to make you aware of the extraordinary opportunity Oklahoma has to
be a national leader in designing and implementing a conservative, free-market based health
insurance exchange.

            As you know, the idea of an Oklahoma Health Insurance Exchange is not a new one.
In 2009, the legislature passed a bill that authorized the creation of a health insurance
exchange portal where consumers could compare and research various private health
insurance plans in one online location.

As mentioned in the State of the State address, our goal is to create an insurance
exchange where small businesses and individuals can pool their money to expand their
purchasing power, increase competition and ultimately reduce costs.  Our vision is to protect
consumers and guarantee the role of licensed agents and brokers.   Therefore, we are asking
for your support for HB 2130, which establishes a governance structure for an Oklahoma
Exchange.

We believe the creation of this Oklahoma Health Insurance Exchange represents a
great opportunity for our state to develop a national model for providing citizens with quality
private health insurance. I also believe it represents an important opportunity for conservative
policymakers to offer a positive agenda for Oklahoma families. 

The Commissioner and I strongly oppose ObamaCare and will continue to work to
have it overturned. We are proud to stand with General Scott Pruitt and his efforts to have
this law ruled unconstitutional.  This is now our opportunity to stand up for our 10th

amendment rights and create an Oklahoma based free-market exchange. 

An Oklahoma Health Insurance Exchange would be an online marketplace where
costs are reduced, where insurance products could be bought and sold to meet individual
needs and where all insurers could compete to promote real choices for consumers.  This is
the exchange that my administration, the Insurance Commissioner, the Speaker, the Pro Tem,
and others are dedicated to creating. We look forward to working with all stakeholders on the
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legislation to ensure everyone is represented appropriately.   We hope you are as excited by
this opportunity as we are.
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From: Governor Info
To: Keili McEwen
Subject: FW: Liquor License/Food Handler"s Permit
Date: Monday, May 09, 2011 9:38:19 AM

 
 

From: Ramey Chisum [mailto: ] 
Sent: Saturday, May 07, 2011 1:29 PM
To: Contact@CitizensToRepealObamacare.com
Cc: amber.whittington@mail.house.gov; media@mo.gov; ltgovinfo@ltgov.mo.gov;
SOSmain@sos.mo.gov; laura.egerdal@sos.mo.gov; elections@sos.mo.gov; publications@sos.mo.gov;
archref@sos.mo.gov; securities@sos.mo.gov; libref@sos.mo.gov; wolfner@sos.mo.gov; Governor Info;
claire@ ; will ; maria.chappellenada ;
Brian.Munzlinger@house.mo.gov; Jay.Wasson@house.mo.gov; campaign
briannieves ; mike ; Mike.Parson@house.mo.gov;
info ; ronrichard300  Martin.Tucker@senate.mo.gov;
info ; kathieconway4rep ; Vicki.Schneider@house.mo.gov;
kurt.bahr ; Cauthorn  Info@CitizensForAsbury.com; Pat.Conway@house.mo.gov;
delus ; winwithgai ; sylvester ;
kenthampton
Subject: Liquor License/Food Handler's Permit
 
Dear State and Government Representives,
 
My name is Ramey Chisum and I am homeless because of a bad mother who destroyed my
life.  Now I am broke and in desperate need of a job.  I have now cleared my name of any
legal trouble acrued because of my horrible mother and am free to look for work.  My field
of expertise is restaurant service/bartending/managing.  I will have no problem finding a job
as I am very employable.  However I do have an issue with getting my liquor license and
food handler permit.  The cost of such license's is a total of sixty one dollars and if I do not
somehow receive these fees I cannot get a job anywhere.  I am desperately pleading with you
to provide me with some assistance with this matter.  I have been through ordeals in the last
two years you wouldn't even begin to imagine and I've let it go and am not attempting to
make trouble for all those who have made trouble for me as I have a forgiving heart and
that's what forced me to allow these monsters to debilitate me so.  However, I've done
nothing wrong except for being born to a bad mother, and I deserve a fresh start away from
these ridiculous offenders.  Please, please, please help me with my endeavor to not allow
ruthless corrupt people to completely destroy my life and allow me to live without suffering
any further.  Thank you.
 
Sincerely,
Ramey Chisum
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From: Dana Wolpert
To: Katie Altshuler; Andrew Silvestri; Michelle Waddell
Subject: FW: LISTEN TO THIS PHONE CALL
Date: Wednesday, September 05, 2012 10:15:27 AM
Attachments: Phone call from a Neurosurgeon.mp3

ATT00001.htm

FYI, from Dr. Hook.
 
Dana Wolpert
Director of Scheduling
Governor Mary Fallin
2300 N. Lincoln Boulevard, Suite 212
Oklahoma City, OK 73105
 

From: Dr. Carl Hook, MD  
Sent: Thursday, August 30, 2012 5:09 PM
To: Dana Wolpert
Cc: Ken King; John Robinson
Subject: FW: LISTEN TO THIS PHONE CALL
 
Dana,
This is a very interesting telephone call from a neurosurgeon in Chicago discussing the
‘ethics/treatment’ panels to be formed to dictate care that will be resulting from PPACA (Obama
Care). Please listen to the call.  I thought Governor Fallin would be interested in hearing this and I am
sending to you hoping you will be able to forward it to her.  Thank you very much; I certainly
appreciated your assistance in the scheduling process for the Governor to speak at our recent
EXPLORE: OK Healthcare Summit presented by PLICO August 9, 10.  She helped make it an
overwhelming success for 375 registrants and 60+ exhibitors attending this first time Summit.
 
Sincerely,
 
Carl Hook, M.D.
President and CEO
PLICO
 
 
 

Subject: LISTEN TO THIS PHONE CALL

As Sarah Palin and others asserted, it appears under Obamacare there will
indeed be "Death Panels".

While our shared abhorrence of such a practice is almost unanimous, the
idea of making certain cost/benefit decisions regarding healthcare should
not necessarily be completely ruled out.  Of course even if we agree there
are times when "withholding" care would save both money and pain and
misery, we'd still have to think hard about who sits on these panels. 
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I've personally known dozens of people who were 100% certain to die of
cancer in the near term, but they were still given very expensive chemo-
therapies and other interventions that, not only would not save them, but
would make them horribly ill and debilitated for the short time they had left
to live.  Some argue that even when it's certain that a person is going to die
from his illness, we should not remove all hope from him.  But of course this
only postpones the day when the patient must end his denial and come to
acceptance of his demise.  So I've always had bad feelings about cases where
patients were placed on debilitating chemotherapy and given other
treatments that only made them too ill to enjoy what few weeks or months
they had left.  This change in thinking/ethics (I think it's unethical to do this
to people)...but this change with cancer patients alone would save billions of
dollars.  And of course the same is true with other terminal illnesses as well. 
Too frequently continuing painful, debilitating medical care just prolongs
suffering while doctors, hospitals and especially pharmaceutical and high
tech medical equipment companies make profits.

Also there's the data showing that frequently 80% of the cumulative costs
for an individual's healthcare occur during the last 90 days of life.  Does that
make sense?

Here's a call from a neurosurgeon who had just attended a symposium on
how Obamacare will work, a preview of what's coming.  It's really scary to
think that a panel, probably consisting of doctors with administrative
mindsets and corporate bean counters, will be deciding whether a patient
receives the surgery that would normally be provided or just given palliative
care so he'll be comfortable while he's waiting to die.  

But I suppose this will drive the costs of Medicare down, since all that can
afford to go the private insurance route will leave Medicare. 

 
 
*******************************************************************************
 
The information contained in this email message, and any files transmitted 
with
it, is confidential and may be legally privileged. It is intended only for 
the
use of the individuals or entities named above. If the reader of this 
message is
not the intended recipient, or the employee or agent responsible to deliver 
it
to the intended recipient, you are hereby notified that any dissemination,
distribution or forwarding of this email message is strictly prohibited. If 
you
have received this email message in error, please notify the sender and 
delete
the material from any computer.
 
Thank you.
 
*******************************************************************************
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From: 
To: 

Wendy Greoo!v 
Katie Altshuler 

SUbject: 
Date: 

FW: Maine PUis out of National Govemocs Association 
Tuesday, October 02, 2012 9:59:04 AM 

Interesting story about Maine. 

From: GOVERNING Daily [mailto:newsletters@goveming.com] 
Sent: Tuesday, October 02, 2012 7:16AM 
To : Wendy Gregory 
Subject: Maine Pulls Out of National Governors Association 

GOVERNING Daily 

Sponsor: DBIA 

~STAY CONNECTED 

Friend us on Facebook 

FollOw us on Twitter 

FollOw us on Pinterest 

~GOVERNING MAGAZINE 

Read about how federal 
issues play into state 
elections, the push to give 
tenninally ill patients more 
control over their final 
days, Milwaukee's 
controversial 911 overhaul, 
governing in 2037 and 
more. 

SuoscJibe 1 Current Issue 

fflJPOPUL.AR on GOVERNING.com 

Subscribe to GOVERNING I V- in Browser 

Tuesday, October 02, 2012 

Maine 
Gov. LePage Pulls Out of National Governors Association 
He says Maine isn't getting enough benefits for its $60,000-a-year membership fee 
and is also urging other state offidals to review whether they're getting value from the 

various national groups and associations for which they're using taxpayer funds to pay 
for membership. 
Bangor Daily News 1 Read More 

IRJMORE HEAOL.INES 

LOCAL NEWS[g 

Detroit Water Workers Ignore Judge's Order to End StJike 

STATE NEWSIRJ 
Texas Parents Owe Nearly $11 B in Child Support 
Penys Proposal to Freeze College Tuition Gets Lukewann Response 
Brown Signs Bills Regulating Buy Here Pay Here Used-Car Lots 
Without Reform, Illinois Will Pay $1.5B a Year to F1x Pensions 

DNA Evidence Exonerates 30oth Prisoner Nationwide 

POLITICS NEWS[g 
California Governor Vetoes Some Labor-Backed Bills 
Union Battle Moves to California This November 

TECHNOLOGY NEWSIRJ 
Seattle Police Use Twitter to Report Crime 

FEDERAL NEWS[g 
Federal Push to LegaliZe Online Poker Annoys states 

ADVERTISEMENT 

A Sustainability Guide for Public Officials 
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1. Parents OWing Child Support 
Avoid Jail (Not For Free) 

In v.-gna, where parents owe fTlO(e than S2 
btlllon, a program llelpS SOlve the undel1ylllg 
Issues hat keep them fi'Om pay1ng up 

2. As America Ages, States Prepare 
for Alzheimer's Crisis 

One in eight Older Amellcans live wrth 
Al2f1etmer's disease, costing tl1e health-are 
sector up to S200 billon annually so Wllat are 
Slates <loing about I? 

3. Milwaukee Police Give 911 a 
Face lift 

The City's i1itialive haS won kudos at tl1e nabonal 
level but create<! controversy locally 

WHO SAID THAT? 

[BJ Ji.'hen peo?}e are using 
language like 'death panels,' 
there's more emotion and fear 
than if you say you want to 
honor the wishes of this 
individual. " 

More Quotes 

lsJDAIL Y DIGIT 

29 
The runber of metro areas where commuters 
lllcrease<l !heir use of publiC transportatoo last 

year, acror<ling to a Governing analysis of new 
census <lata. Fm<l out lfyoors was one of them. 

MoreOig1ts 

Sponsored Papers 

Time and Attendance Strategies for 
the Modem Workforce 

In t11e white paper nne and Attendance 
Strategies tor he Mooem Workforce, yoo111eam 
hOW high performing organiZations leverage 
workforce management strategies and soluUons 
to drive business success. 

Sponsored by Kronos 

OYer the smvner. state an<! lOCal govemment leaders 

coovenec1 at the "Smart, l..ivaiJie, Sustainable' conference 
In santa Monica, CA. to team abOut 1mova11ve 1c1eas that 

help align policy, governance and program management 
to aChieve a sustainable future. This gul<le highlights 
snapshots of the conference presentations an<l provides 
resources for public officials working toward a more 
sustainable fUture. Click here to team more. 

lfj]FROM THE SLOGS 

Obamacare v. Romneycare: Which States Would Be Most 
Affected ? 

Two analyses released 111 the last week estimate<! the number of uninsure<l WOUk1 
increase If the ACA were repealed and replaced by t11e Republ1can plan. 

PoilU 1 Rea<! more 

Bicyc les, Beer and the Factory Jobs that Aren't Coming 
Back 

ManufaCturing Is going the way of agriculture. Wlllch tedVlology haS reshape<l to 
~ever ·fewer workers. But tra<lilional manutaaumg lsn, the or1y game in town. 

Reac:l fT10(e 

Data Shows Where Wor1(ers Relying More on Public 
Transportat ion 

See Wllleh metro areas have the highest Share of public transportation commuters, 
according to new census estimates. 

By tht Numl> ·r 1 Read more 

When the Music Stops 

A tot of our symphony ordlestras are in trouble. an<l the changing nature of cities is 
part of the problem But Buck OWens may have some lessons for Beethoven. 

Reac:l fT10(e 

The Farm Bill Expires This Week. Does It Matter? 

Not muCh - lor OON But lawmakers. especially thOse 1tom agr1cult.ure-pro<lutilg 
states. have warned Congress about the troubles that COUI<I ensue. 

Fl'\lW, r Rea<! more 

Medicaid Consumes More of Federal Aid to States and 
Localities 

Medicaid has tripled as a share of fe<leral ouUays to state an<l lOCal governments since 
1980. 

" Reac:l fT10(e 

The 2012 Presidential Electoral Vote Breakdown Updated 

Cot-*! the recent upsw;ng 111 Obama's poi runbers get 1*11 the 270 votes he needs to 
win re-etectJon? 

Pol Reild more 

Delivering Services with Agility and Flexibility 

Oregon has a unique approaCh to designing Its health-care programs: a management 
system that alms to eliminate sitos. 

Reac:l fT10(e 

Tlis email was SIWID -.!y ytijjUIJOguv o1t rp1 

~ ('"" Rnoclk s:ral !'!:mY~ 
C ~ Mll!fiiS ll!SE!I\'E!d. 100 Ba.e RaVh! Rood Fdsom, CA 95630 PIXlne 91~ 1300 
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From: Aaron Cooper
To: Alex Weintz; Andrew Silvestri; Katie Altshuler; Kaleb Bennett; Craig Perry
Subject: Fw: March 24th TAHU event
Date: Wednesday, March 23, 2011 6:54:32 PM

FYI. Questions GMF will get tomorrow after her speech at health underwriters.

 
From: Jennifer Helms  
Sent: Wednesday, March 23, 2011 06:41 PM
To: Aaron Cooper 
Cc: Dana Wolpert; Michael Stephens  
Subject: March 24th TAHU event 
 

Aaron,

I apologize for getting this to you late, but here are 3 questions we have that we
would like the Governor to address at the end of her speech.  These topics have
come up in different several meetings with agents and brokers.

1.      In light of concerns regarding ramifications of accepting federal grant money,
was it feasible to find state revenue to develop a state-based exchange? 

2.      What is status of the filing for the MLR waiver for Oklahoma?

3.      In Governor Fallin’s prospective, as a former Congresswoman, which of the
following scenarios do you perceive most likely?  Repeal and Replace, Pieces of the
law replaced, or defunding to delay enforcement of the law?

We were also told today that Channel 2 (NBC), KOED and PBS will all be in
attendance tomorrow for the meeting.  Please feel free to call me on my cell (918)
630-5652 if you have any questions.  Thank you.

Jennifer Helms, RHU®

Account Representative

Fennell & Associates, Inc.

phone: 918/632-0136

fax: 918/632-0846

toll free: 877/632-0136

CONFIDENTIALITY NOTICE: This email message is intended only for the person or entity to whom it is addressed and may
contain confidential and/or privileged material.  Any unauthorized review, use, disclosure or distribution is prohibited. If you are
not the intended recipient, please contact the sender by reply email, then delete the original message and destroy all copies. If
you are the intended recipient, but do not wish to receive communications through this medium, please advise the sender
immediately.
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OFFICE OF GOVERNOR MARY FALLIN
 

MEDIA CONTACTS:
Alex Weintz, Communications Director

Alex.Weintz@gov.ok.gov
(405) 522-8819

 
Aaron Cooper, Press Secretary

Aaron.Cooper@gov.ok.gov
(405) 522-8878

 

From: Aaron Cooper
To: Denise Northrup; Glenn Coffee; Katie Altshuler
Subject: FW: MEDIA ADVISORY: Governor Fallin to discuss Health Insurance Exchange, Education Reform in TV Interviews
Date: Tuesday, March 29, 2011 5:29:29 PM

FYI. 

 

From: Governor Fallin Press 
Sent: Tuesday, March 29, 2011 5:30 PM
To: Governor Fallin Press
Subject: MEDIA ADVISORY: Governor Fallin to discuss Health Insurance Exchange, Education Reform in
TV Interviews
 

 

FOR IMMEDIATE RELEASE

March 29, 2011

*** Media Advisory ***
Governor Fallin to discuss Health Insurance Exchange, Education

Reform in TV Interviews
Governor Mary Fallin tomorrow will discuss the Oklahoma Health Insurance Exchange and
education reforms during two live television interviews.

6:12 a.m. Wednesday, March 30 – Gov. Fallin will appear live on KFOR Channel 4 in OKC

6:40 a.m. Wednesday, March 30 – Gov. Fallin will appear live on KWTV Channel 9 in OKC

7 to 7:10 a.m. Wednesday, March 30 – Gov. Fallin will appear live on KOTV Channel 6 in
Tulsa

 

###
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From: Andrew Silvestri
To: Katie Altshuler
Subject: FW: Meeting on health insurance exchanges
Date: Wednesday, August 17, 2011 2:29:33 PM
Attachments: NGAExchanges Workshop Agenda Aug 10.docx

 
 

From: NGA HHS Committee [mailto:hhsreps@talk.nga.org] 
Sent: Wednesday, August 17, 2011 2:27 PM
To: HHS Committee
Cc: Drobac, Krista; Schiff, Maria
Subject: Meeting on health insurance exchanges
 
Reminder: The NGA Center for Best Practices is hosting a meeting on exchanges September 8-9 in
Arlington, Virginia.  Below please find the original invitation that was sent to all offices as well as a
draft agenda.  If you are interested in attending, please register as soon as possible via the link
highlighted below.  If you have any questions regarding meeting registration or the agenda, please
contact Maria Schiff at mschiff@nga.org or (202)624-5395.
 
Please also mark your calendars for an HHS Committee meeting next Wednesday, August 24 at 3:00
pm EST in the governors room to discuss the latest proposed rules on health insurance exchanges.
 Call-in information: 877-261-8991; passcode 6010576
 
********
The National Governors Association Center for Best Practices is pleased to invite each
governor to send a state team to a workshop entitled: “Health Insurance Exchange
Implementation: Timelines, State Options and Federal Regulations.”  This workshop is
designed to offer state teams the opportunity to discuss issues related to the various
paths forward envisioned by the statute and recently-issued HHS proposed regulations
regarding Exchanges.
 
The workshop will cover the timelines and state obligations under the different
Exchange models.  A substantial portion of the workshop will be reserved for state-
only discussions.  Topics will include Medicaid integration, Exchange operations, risk
mitigation and financial issues.  Each topic will be introduced by a subject matter
expert, followed by small group discussions among similarly situated states.
  Additional details can be found in the attached agenda.   At the end of the meeting,
states will have the opportunity to speak to and hear from representatives from the
U.S. Department of Health and Human Services.  

This meeting will be held in Arlington, Virginia.  On-site registration begins at 8:00 AM
on Thursday, September 8, 2011.  The meeting will conclude at 3:00 PM on Friday,
September 9, 2011.  The NGA Center will reimburse up to two people from each state
for travel and lodging expenses.  The state may send up to two additional people at
state expense (there is no meeting registration fee).  HHS has indicated that Exchange
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Planning Grant funding can be used toward travel for state-funded participants.

The NGA Center will reimburse you for your airfare, hotel, and some other travel
related costs.  Please note, NGA has strict travel guidelines requiring pre-approved
waivers for any exceptions.  Please review the guidelines when you register, and if you
are traveling under circumstances outside of the norm (to and from different location,
different travel dates, etc), please contact Leslie Donaldson, ldonaldson@nga.org, for
prior approval. 
 
Click here to register or like to http://www.cvent.com/d/9cq7z3.  Please register prior
to the registration cut-off date of August 15, 2011.
 
If you have any questions, please feel free to contact me.
 
Krista Drobac
Director, Health Division
Center for Best Practices
National Governors Association, Suite 267
444 North Capitol Street, NW
Washington, DC 20001
Office: 202-624-7872
Cell: 
 
 
Heather E. Hogsett
Director
Committees on Health & Human Services and
Homeland Security & Public Safety
National Governors Association
(202)624-5360
 

The information contained in this electronic transmission, including any attachments, is for the exclusive use of
the intended recipient(s) and may contain information that is privileged, proprietary, and/or confidential. If the
reader of this transmission is not an intended recipient, or a person responsible for delivering it to the intended
recipient, you are hereby notified that any review, dissemination, distribution, or copying of this communication
is strictly prohibited. If you have received this communication in error, please immediately notify the sender and
delete this message.

 
---
You are currently subscribed to [hhsreps] as Andrew.Silvestri@gov.ok.gov..
To unsubscribe, send a blank email to leave-200193-
158950.082c7c8c58e3aebbaf0a4c4dfd1615ea@talk.nga.org..
 
Visit the NGA web site at http://www.nga.org
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From: Craig Perry
To: Denise Northrup; Glenn Coffee; Katie Altshuler
Subject: Fw: Meeting with the Governor
Date: Thursday, April 14, 2011 10:58:33 AM
Importance: High

 
From: Randy Grau [mailto:Randy.Grau@okhouse.gov] 
Sent: Thursday, April 14, 2011 10:55 AM
To: Craig Perry 
Cc: Elise Hall <Elise.Hall@okhouse.gov>; Josh Cockroft <Josh.Cockroft@okhouse.gov>; Jadine Nollan
<Jadine.Nollan@okhouse.gov>; Rusty Farley <Rusty.Farley@okhouse.gov>; Marty Quinn
<Marty.Quinn@okhouse.gov>; Steve Vaughan <Steve.Vaughan@okhouse.gov>; Dustin Roberts
<Dustin.Roberts@okhouse.gov>; Sean Roberts <Sean.Roberts@okhouse.gov>; Aaron Stiles
<Aaron.Stiles@okhouse.gov>; Dennis Casey <Dennis.Casey@okhouse.gov>; Tom Newell
<Tom.Newell@okhouse.gov> 
Subject: Meeting with the Governor 
 
Hi Craig-
I, along with some other freshman representatives, would like to have an opportunity to meet
with the Governor briefly to discuss the “Early Innovator” grant.  As you know, several GOP
freshman, most of who support the Oklahoma health insurance exchange, issued a statement
encouraging the rejection of the federal funds.  Our intent was simply to make record of our
opinion.  Unfortunately, some have interpreted this statement as singling out our Governor or
standing in opposition to her.  This was not the intent and we would like the opportunity to
confirm our support of the Governor and commitment to her leadership.  Please “reply all” to
let us know when she may be available, and thank you in advance for your help with this
issue.
 
Most sincerely,
Randy  
 
Representative Randy Grau
Oklahoma House of Representatives District 81
2300 N. Lincoln Blvd. Room 324
Oklahoma City, OK 73105
(405) 557-7360
Randy.Grau@okhouse.gov
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From: Hederman, Caryn
To: Katie Altshuler
Subject: FW: MLA Advisory: Health Insurance Exchange Scorecard - 6.3.11
Date: Monday, June 06, 2011 4:01:33 PM
Attachments: Exchange Scorecard June 3 2011.pdf

Great to talk with you, Katie.   Here is the exchange effort summary "scorecard" and email I mentioned
earlier today.   Will send the Medicaid papers in my next email.

--------------------------------------------------------------------------
Caryn Hederman
Consultant
The Heritage Foundation
214 Massachusetts Avenue, NE
Washington, DC 20002
703-585-6932
heritage.org

-----Original Message-----

From: Frank Micciche 
Sent: Fri 6/3/2011 11:12 AM
To: Hederman, Caryn
Subject: MLA Advisory: Health Insurance Exchange Scorecard - 6.3.11

Health Insurance Exchange
Legislation in the States
An MLA National Government Affairs Advisory
May 27, 2011

Attached please find an updated edition of the McKenna Long & Aldridge Health Insurance Exchange
Legislative Scorecard. Also below is a quick summary of the status of exchange legislation in the 50
states for those operating on a handheld device. Please feel free to contact myself or MLA's Health
Insurance Exchange Team co-chairs Cindy Gillespie or Summer Martin if you have any questions.

Summary of Exchange Legislation in the 50 States:

State-run exchange operating (pre-PPACA): MA, UT
Exchange established by law (post-PPACA): CA, MD, VT WA, WV
Exchange law passed -- awaiting Governor's signature: CO, HI
Passed both houses -- vetoed by Governor (adjourned): NM
Exchange analysis/ planning law passed: ND, VA, WY
Passed in house of origin pending in other house: IA, IL, NC, OR, RI
In committee in house of origin: AL, CT, ME, NE, NH, NJ, NV, PA, SC, TX
Dead for 2011 (legislature adjourned): AK, AR, AZ, FL, GA, ID, IN, KS, KY, MN, MO, MS, MT, OK, SD,
TN
No exchange legislation introduced thus far (in session): DE, LA, MI, NY, OH, WI

Frank Micciche | Senior Advisor
McKenna Long & Aldridge LLP
1900 K Street NW | Washington, DC  20006
Tel: 202.496.7816 | Fax: 202.496.7756 | Cell: 
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About McKenna Long & Aldridge LLP l McKenna Long & Aldridge LLP is an international law firm with
475 attorneys and public policy advisors. The firm provides business solutions in the area of complex
litigation, corporate, environmental, energy and climate change, finance, government contracts, health
care, intellectual property and technology, international law, public policy and regulatory affairs, and
real estate. To learn more about the firm and its services, log on to www.mckennalong.com.

If you would like to be added to, or removed from this mailing list, please email
information@mckennalong.com.
Requests to unsubscribe from a list are honored within 10 business days.

© 2011 MCKENNA LONG & ALDRIDGE LLP, 1900 K STREET, NW, WASHINGTON DC, 20006. All Rights
Reserved.

*This Advisory is for informational purposes only and does not constitute specific legal advice or
opinions. Such advice and opinions are provided by the firm only upon engagement with respect to
specific factual situations. This communication is considered Attorney Advertising.

Need to understand Washington's budget battles?
Seeing the budget in pictures reveals what the numbers mean.
Check out Budget Chart Book 2011: Preview Edition  today!
http://www.heritage.org/budgetchartbook/

The Heritage Foundation is committed to building an America where freedom, opportunity, prosperity,
and civil society flourish.
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From: 
To: 
Subject: 
Date: 

Debbie Hohlt 
lauren.kintner@nebraska.gov; Marie Sanderson ; Katie Altshuler ; Dona Deleon 

FW: NAMD Update: G1S Guidance on Duals, Exdlanges 
Friday, July 08, 2011 11:35:50 AM 

Fyi. .. note dual eligible announcement. 

Deborah Hohlt 

202-624-1474 (office) 

(cell) 

From: Andrea Maresca 
Sent: Friday, July 08, 
Cc: Matt Salo; Kathleen Nolan; Andrea Maresca 
Subject: NAMD Update: CMS Guidance on Duals, Exchanges 

To All Medicaid Directors: 

NAMD has learned that CMS will be issuing two important guidance and regulatory documents, with 

one coming later today and the other early next week. The following is an update on the topics and 

CMS' planned outreach to states. NAMD staff will be reviewing these guidance documents and will 

circulate our analysis to Medicaid directors as soon as possible. 

We have learned that later today the Center for Medicaid. CHIP and Survey & Certification (CMCSl. 

in partnership with the Medicare-Medicaid Coordination Office. will release a letter to State 

Medicaid Directors on dual eligibles. The letter will provide guidance on new "shared savings" 

opportunities for states seeking to improve care coordination for this population. CMCS and the 

Coordination Office have indicated they will continue to work closely w ith the Office of Management 

and Budget (OMB) so that states can move forward with the types of initiatives discussed in the 

letter. CMCS and the Coordination Office will schedule an all-state call to review the guidance and 

answer states' questions at a time still to be determined. 

In addition. early next week CMS' Center for Consumer Information and Insurance Oversight (CCIIOl 

will publish proposed regulations regarding health insurance exchanges. We have been informed 

that the regulations will address health insurance exchange functions, including qualified health 

plans (QHPs}, governance, and other function-related issues. CCIIO plans to convene all-state calls 

on the regulation and will invite Medicaid directors to participate. The regulations will not cover 

Medicaid and exchange tax credit eligibility issues. Those issues w ill be addressed in a separate 

regulation to be released at a later date. 

We hope you find this update helpful. Please do not hesitate to contact me with any questions. 

Thank you, 

Andrea 

Andrea Maresca 
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Director of Federal Policy and Strategy
National Association of Medicaid Directors
444 North Capitol St, #309
Washington, DC 20001
202.403.8623
www.namd-us.org
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From: Cody Inman
To: Katie Altshuler; Andrew Silvestri
Subject: FW: National Business Group on Health"s Model for State Health Insurance Exchanges (OK)
Date: Thursday, April 21, 2011 9:42:24 AM
Attachments: 042111 - National Business Group on Health"s Letter to Oklahoma Governor on State Health Insurance

Exchange.pdf

FYI. -- I will respond with a general thank you letter.
 

From: H Darling [mailto:hdarling@businessgrouphealth.org] 
Sent: Thursday, April 21, 2011 7:38 AM
To: Governor Info
Cc: John Doak; S Wojcik
Subject: National Business Group on Health's Model for State Health Insurance Exchanges (OK)
 
Dear Governor Fallin:

 

Attached, please find the National Business Group on Health’s model recommendations for the state

health insurance exchanges.  The model, drafted with input from our large employer members over the

last couple months, reflects their experiences and expertise running exchange-like processes with

multiple coverage options for employees across many states.  The model incorporates suggestions to

streamline and minimize the administrative complexity of the transactions and information sharing

between employers and the states.  The model also underscores our recommendations that the

exchanges aggressively focus on value, promote improvements in the effectiveness and efficiency of

care, reduce the total cost of the care for all people and all payers, and make exchange interactions as

easy and user-friendly as possible for enrollees.

 

The National Business Group on Health (Business Group) is a non-profit 501(c)(3) membership

organization of approximately 325, primarily large, employers (including 66 of the Fortune 100) who

voluntarily provide health care benefits and other health programs to over 55 million American

employees, retirees, and their families.

 

If you or your staff would like more information or if you would like to discuss our recommendations and

model exchange in more detail, please contact me or Steve Wojcik, the Business Group’s Vice

President of Public Policy (at 202-558-3012 or Wojcik@businessgrouphealth.org).

 

Thank you,

Helen

 

 

Helen Darling

President & CEO

National Business Group on Health

20 F Street, NW, Suite 200

Washington, DC 20001

Phone: 202.558.3005
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From: 
To: 
Subject: 
Date: 
Attachments: 

Mads Mc9,!k>ugb 
Jonathan Buxton· Katie Altshuler; Douo Cox: Glen Huke<~cly 

FW' HCSL Health Reform Newslette< No. 19, October 7, 2011 
Friday, Octobe< 07, 2011 5'31,56 PM 

~ 
Newsletter 1Q-7.pdf 

Here are the much anticipated '"Essential Heatth Benefits"' required of a state plan under the PPACA. This is a big deal~ we've been waiting a long time for them. 

From: Alise Garcia 

Date: Fri, 7 Oct 201116:47:46-0500 
To: " Healtb Refo rm News-djst@ncsl o r:g" <Hea!t hRefo rmNews-d jst @ncs! or:g>~ " Healt hReformNewsNon-djst @ocsl o rg" <Healt bReformNewsNon-d jst@ncsl neg> 

Subject: NCSL Health Reform Newsletter No. 19, October 7, 2011 

To view/print Newsletter please open attached PDF. 

October 7, 2011 

Breaking News - 10M Releases Guidance on Essential Health Benefits 
lnstde Th1s Issue 

<!--[if !supportlists]-->• <!-[endif)--
On October 6~ the Institute of Medicine issued guidance to l:tte U.S. Department of He...lth and Human Services on the "essential benef~ to be offered by > BI"@a1cing News - TOM Re~ases 
qua5fied heMttt plans that participate in the health ins~Sanc:e exchanges. The report makes recommendations about the criteria and methods for 

determining the essential health beneflts. These benefits <:tffect states because. Section 1311(B)(ii} of the ACA requires states to assume the cost of any 
Guidan~ on Es.s4mtia( Health 

additional benefits not contained in the Federal mandate. Be,nE!fit:s 

Among the SO states, more than 1,800 laws mi.tndc.te health insurance coverage fw specific services and select popuiat:ions. More than half the states <~--[if !supportlists]-->• <!-[endif]--
also have laws th<n require reYiew and evaluation of such mandates with an emphasis on the cost of adding new benelits to coverage. d id here for > Vermont lmnlements State 
more information on state .-.surance mandates. 

The IOM ako recommended that the HHS secretary grant to states that administer the1r own exchange the ability to request changes to the essential 

health-benefits pacbge ~ ~ can produce a pacbge illat;. • .octuarially equivalent" to the national pacbge. The IOM report urges HHS to announce <!--[if !supportlists]--> • <!-[endif)--
the formal list of essential benefits by May 1, 2012. > Home y-esjting firants Aw;udfrl 

~The:,:r:eport=~· ~eW'f):::ti:a'~H:•:altb:::"'"'=•:':"~· :"":la:nc:i:ng~c~w=ffi!(l=•~ao=d~Cn:st:::;s~;w:•:a:al>:le:on::n:;,. ___________________ .,;;<!--(if !supportlists]-->• <~-[endif]--
>Challen~ to ACA Mov~ Cl~r to 

U.S. Supl"'eme Court 
Vermont Implements State Reform 

Building oo a univ-ersal and unified health system proposed by the gO'It'emor and passed eatfier this year by the legislilbJre, Vermont is taking steps to 

become the first state in the nation to implement a sing:le-payer health insurance system. "'This is groundbreaiOOg/ Governor Peter Shumlin wrote in a 

&, •but our success in guaranteeing coverage depends on our ability to control health care costs, so our plan is focused squarely on that goal,• 

<!--[if !supportlists]--> • <!-(endif)--

Gov. Sllumlin took the first step to address tfte detaik of the new program, induding financing, by appointing the five·member Green Mountain Care 

Soard. The boa1-d is responsible for redesigning the state's heatth care delivery and payment systems, providing ovet"Sight: of cost--control initiatives, and 

determining reimbursement rates. Pilot programs will be used to test various health care d~ivery models, including bundled payments and an advanced 

medical home system. 

Critics of the sing~-payer system are concerned about the costs f1:w the state, the potentia) for additional taxes, and that bu.messes may lose control 

O"'ftr employee insurance. others believe the fears are unfounded. For example, a ~by the Commonwealth Fund estimates that aft£1- expanding 

health care services and providing coverage to the uninsured, the single-payer system coukt save Vermonters dose to $200 miJiion in the first year. 

These anticipated reductioos would be achieved th•·ough lower adminisb'ative costs. malpractice reform, reduced rates of fraud and abuse, and a more 

integrated delivery system. By 2015, the report concludes that: the system coukl create nearly 3,800 new jobs and increase Vermont's ecooomic output by 

around $100 million. 54milar results were foond in a recent .sturh conducted by Harvard economist William Hsiao. 

As Vermont begins coosidering possible options for financing, various implementation chalenges remain. For example~ the st:ate's single-payer system is 

cootingent on receiving necessary federal waivers and &egislative approvaJ. 

> ACA Funds Support Childhood 

Obesjtv Oemnnstratkm Pm jec;t 

Home Visiting Grants Awarded Challenges to ACA Move Closer to U.S. Supreme Court 

Forty-nine states and six jurisdictions were~ ~224 million in grants to support voluntary On Sept. 28, both the plaintiff states and the U.S. Justice Department in the Fbida-based mufti-

home visiting programs that aim to improve child development. m.c.t:emal-chikl health, economic stc.t:e chcrllenge to the Affordable Care Ad (ACA) formalty pet:rooned the U.S. Supreme Court to take 

sufficiency, schod readiness andchiM abuse prevention. The funds were announced in late up the case during the current term (October 2011 to June 2012). On Aug. 12, in State of Florida v , 

September by the U.S. Department. ol Health and Human SeNices as part ol the federal Maternal, U.S. Deo\. of Health & Human Servic~s 

Infant and Early Chikllood Home Visiting {MIEOIV) Program. which was established thr~ the The Supreme Court fi1ings requesting a review provide insight to the tc.test legal arguments: Floricb 

Affordable Care Ad:. et a l petition / !ln;ted Sbtes JusDre Department submitted 9/28/2011. The Co...t has not 

Grants totaling $124 million were awarded to aft states, except North Dakota, to support evidence- amoonced any response or action. Other pending lawsuits aiso may request a SupRme Coort 

based home visiting programs for- at-..isk famties. In addition, nine states-Arizona, Arkansas, hearing. So f.:.r these interim steps do not affect: the legal status of the Act itself. 
Caliomia, llinois, Indiana, louisiana~ Maine, Massadnasett:s and Oklahom~ere awa«<ed $66 

million in foor-year competitive expansion grants to increase the scale or scope of each state's 

exisi::Wig high-quality home visiting programs and seMces. An addtional $34 million in two-year 

development grants was awarded to 13 states-Alabama, Delaware, Georgia. Hawaii. Michigall. 

Montana~ New Hampshire, New Mexko, Oregon.. Rhode Istand, Texas~ West Virginia a.nd Wisconsin 

~strengthen each state's existing, modest home visiting efforts. Click here for more informaOon 

on home visiting. 

ACA Funds Support Childhood Obesity Demonstration Project 
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On Sept. 29, the Centers for Disease Control and Prevention (CDC) launched a four year, $25 million Childhood Obesity Demonstration Project authorized by Section 4306 of the Affordable Care Act. 
Building on existing community efforts, the project will identify effective health care and community efforts to support children’s healthy eating and active living.
“Over the last three decades, obesity rates among children and adolescents have nearly tripled,” said CDC Director Thomas R. Frieden, MD, MPH. “This project will help figure out ways our children 
can grow up to lead long, healthy and productive lives.” Since childhood obesity rates are especially high in minority and low-income communities, the project will target 2- to 12-year-olds covered by 
the Children’s Health Insurance Program (CHIP), which provides low-cost insurance to more than 7 million children from working families.
Innovative efforts to reach these families are aimed at facilitating complementary changes in preventive care at doctor visits and supportive changes in schools, child care centers, and community 
retail food stores and parks. Community health workers will be recruited to educate hard-to-reach populations, limited English speakers, and minority communities on ways to prevent diseases 
(including obesity), obtain health insurance, and manage chronic diseases. Three research facilities—the University of Texas Health Science Center at Houston, San Diego State University and the 
Massachusetts Department of Public Health—will receive approximately $6.2 million each over four years. Project findings will be disseminated nationwide in September 2015.

Announcements

<!--[if !supportLists]-->§  <!--[endif]-->State Actions Newsletter is now online: Archive newsletters are available on NCSL’s website

<!--[if !supportLists]-->§  <!--[endif]-->Visit NCSL’s State Actions to Implement Health Benefit Exchanges Website

<!--[if !supportLists]-->§  <!--[endif]-->Now Available: Online Legislative Tracking Database 

<!--[if !supportLists]-->§  <!--[endif]-->A table with the Number of  Affordable Care Act Grants and Amount Awarded by State is available.

NOTICE: The information in this email is confidential, legally privileged, and exempt from disclosure under law. It is intended solely for the addressee. Access to this email 
by anyone else is unauthorized. If you are not the intended recipient, any disclosure, copying, distribution or any action taken or omitted to be taken in reliance on it, is 
prohibited and unlawful. The Oklahoma House of Reps does not warrant any e-mail transmission received as being virus free, and disclaims any liability for losses or 
damages arising from the use of this e-mail or its attachments. Recipients of e-mail assume the risk of possible computer virus exposure by opening or utilizing the e-mail 
and its attachments, and waive any right or recourse against the House by doing so.
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From: Mark McCullough
To: Katie Altshuler; Jonathan Buxton
Subject: FW: NCSL Home Visiting Advisory Group Check-in and Save-the-Date - Representative McCullough (OK)
Date: Thursday, September 22, 2011 6:02:14 PM

Good news is we got a grant about equal to our current Nurse – Family Partnership Home Visitation 
Program annual expenditure . Bad news is I think its from the PPACA. Yep…
Mark

From: Phuonglan Nguyen 
Date: Thu, 22 Sep 2011 16:22:24 -0500
To: Mark McCullough 
Subject: RE: NCSL Home Visiting Advisory Group Check-in and Save-the-Date - Representative 
McCullough (OK)

Rep. McCullough,
 
Congratulations on Oklahoma’s $9.4 million competitive expansion grant award for FY 2011!  You 
can click here for the HRSA announcement: 
http://www.hrsa.gov/about/news/2011tables/110922homevisiting.html#formula
 
That said, is there any way that we can do to make it possible for you to come here in October??? 
Unfortunately the majority of group has said ‘yes’ more to Oct than the other dates.
 
We would be thrilled if you could make it work in Oct, but we do understand if you absolutely can’t.  
 
Best,
Phuonglan
 
 
 
Phuonglan Nguyen, MSW
Policy Specialist/Children & Families Program
National Conference of State Legislatures
7700 East First Place
Denver, CO 80230
303-364-7700 (ext. 1582)
www.ncsl.org
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From: Mark McCullough [mailto:Mark.McCullough@okhouse.gov] 
Sent: Monday, September 19, 2011 9:18 AM
To: Phuonglan Nguyen
Subject: Re: NCSL Home Visiting Advisory Group Check-in and Save-the-Date - Representative 
McCullough (OK)
 
Dear Phuonglan
 
My apologies for taking several days to reply.  
 
Mark ranks the dates:
1.            Dec.
2.            Jan.
3.            Oct.
 

From: Phuonglan Nguyen 
Date: Wed, 14 Sep 2011 15:01:38 -0500
To: Mark McCullough <mark.mccullough@okhouse.gov>
Subject: NCSL Home Visiting Advisory Group Check-in and Save-the-Date - Representative 
McCullough (OK)
 
covered by NCSL. 
 
Similar to past meetings, we are planning for you to arrive on a Thursday afternoon for a dinner and 
reception.  We will spend all day Friday 
NOTICE: The information in this email is confidential, legally privileged, and exempt from 
disclosure under law. It is intended solely for the addressee. Access to this email by anyone 
else is unauthorized. If you are not the intended recipient, any disclosure, copying, 
distribution or any action taken or omitted to be taken in reliance on it, is prohibited and 
unlawful. The Oklahoma House of Reps does not warrant any e-mail transmission received 
as being virus free, and disclaims any liability for losses or damages arising from the use of 
this e-mail or its attachments. Recipients of e-mail assume the risk of possible computer 
virus exposure by opening or utilizing the e-mail and its attachments, and waive any right or 
recourse against the House by doing so.
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From: Katie Altshuler
To: Prieto Johns, Nicole S.; Cox-Kain, Julie
Subject: FW: NCSL Meeting Notes PLEASE READ, REALLY, PLEASE, READ, THANK YOU. 
Date: Monday, November 07, 2011 3:02:00 PM
Attachments: NCSL Atlanta Health Conf, 11-3-11.docx

FYI
 
Katie Altshuler, Policy Director
Office of Governor Mary Fallin
2300 North Lincoln Boulevard, Suite 212
Oklahoma City, Oklahoma 73105
405.521.2342
katie.altshuler@gov.ok.gov

 
 

From: Mark McCullough [mailto:Mark.McCullough@okhouse.gov] 
Sent: Monday, November 07, 2011 2:57 PM
To: Jonathan Buxton; Glen Mulready; Katie Altshuler; Kris Steele; Doug Cox; Rick Farmer
Subject: NCSL Meeting Notes PLEASE READ, REALLY, PLEASE, READ, THANK YOU.
 
Gentlemen and Katie,
 
Ok. Here are my meeting notes from the big NCSL Health Care Conference Dr. Cox and I just attended in 
Atlanta. Also, I just got off an NCSL Health Care Committee teleconference and found out the following 
juicy tidbits about the PPACA (per Joy Wilson, NCSL's Health Care Guru).
 
Joy just came from a meeting on the 31st. The Fed's STILL don't have an "essential benefits package".  
She also thinks there may be a BIG rule dump before the first of the year. 
 
Joy noted that the PPACA is starting to drive the "individual market" companies and plans out of the states.
 
She said that implementing the PPACA is starting to, de-facto, take the shape of ERISA but with the 
Office of Personnel Management  implementing it.  The reason this is true is b/c the PPACA anticipated 
the State Insurance Commissioners being the enforcement bodies, but since they have no power (or 
perhaps, no inclination) to do so. She said this was not a well though out part of the PPACA. You think? 
 
She said that the "National Plans"  might end up being the default plans when things fail to fall in place and 
local insurers don't write basic plans.
 
She said the Fed has finally figured out that the "model states" idea of setting up the exchange and basic 
plan is NOT going to work and be ready in time for other states to replicate. Ie. Oklahoma giving back $54 
million and resisting implementation of the exchange. Evidently, the Feds were really counting on this.
 
The Feds may also have to take over determining Medicaid eligibility because "its a mess."  Feds are 
spending an "inordinate" amount of time time trying t figure out how to put together a "one page" or 
"uniform" Medicaid application that allows people to simultaneously apply for all manner of Federal 
assistance.
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This is really interesting: Evidently, the PPACA watchers have know this for a while but did not think much 
of it because they thought it would "work out." IF HHS HAS TO COME AND SET UP YOUR EXCHANGE, THE 
PLAIN READING OF THE STATUTE DISALLOWS CITIZENS FROM GETTING THE STIPENDS. NO JOKE. THE 
IRS HAS ALREADY ISSUED A RULE THAT SAYS SO. Congress is denying that this was the intent, but it, 
evidently, is what the PPACA actually says. 
 
Also, it appears that the PPACA also allows for Medicaid coverage for PRISONERS. There is coverage for 
inpatient care for institutionalized persons who otherwise qualify for Medicaid. 
 
 
Respectfully Submitted,
 
Mark McCullough
 
 
 
 
 
 
NOTICE: The information in this email is confidential, legally privileged, and exempt from 
disclosure under law. It is intended solely for the addressee. Access to this email by anyone 
else is unauthorized. If you are not the intended recipient, any disclosure, copying, 
distribution or any action taken or omitted to be taken in reliance on it, is prohibited and 
unlawful. The Oklahoma House of Reps does not warrant any e-mail transmission received 
as being virus free, and disclaims any liability for losses or damages arising from the use of 
this e-mail or its attachments. Recipients of e-mail assume the risk of possible computer 
virus exposure by opening or utilizing the e-mail and its attachments, and waive any right or 
recourse against the House by doing so.
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From: Andrew Silvestri
To: Katie Altshuler
Subject: FW: New Cato Institute video: States Should Flatly Reject ObamaCare Exchanges
Date: Tuesday, June 05, 2012 2:00:03 PM
Attachments: image001.png

ugh
 

From: Michael Cannon  
Sent: Tuesday, June 05, 2012 1:59 PM
To: Andrew Silvestri
Subject: New Cato Institute video: States Should Flatly Reject ObamaCare Exchanges
 
I want to make sure you watch this terrific new video the Cato Institute released last week.
(Our multimedia guys are something else.)
 
It explains why states should refuse to create Exchanges—no matter how the Supreme Court
rules on ObamaCare later this month. Blocking Exchanges is THE most important thing
states can do to stop ObamaCare.
 

 
Every conservative group, including the Heritage Foundation and the American Legislative
Exchange Council, agrees that states should (1) refuse to create an ObamaCare Exchange and
(2) send all related grants back to Washington—as states like Florida, Louisiana, Oklahoma,
Kansas, and Wisconsin have already done.
 
Please share this video with your favorite state officials, on your blogs, and Facebooks, and
Twitters…etc.
 
Michael F. Cannon
Director of Health Policy Studies
Cato Institute
1000 Massachusetts Avenue, NW
Washington, DC 20001-5403
Direct: (202) 218-4632
Fax: (202) 842-3490

http://www.cato.org/people/cannon.html
 
Check out these health policy books from the Cato Institute: Healthy Competition: What's
Holding Back Health Care and How to Free It (2007), Crisis of Abundance (2006), Medicare
Meets Mephistopheles (2006).
 
Access my papers on the Social Science Research Network (SSRN):
http://ssrn.com/author=374900
 
Subscribe to the Cato Institute’s health policy newsletter, Healthy Competition:
http://www.cato.org/healthcare/hc-index.html.
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From: 
To: 

Cc: 

Subject: 
Date: 

Swann. Lanier (McConnell) : White. Brandi (McConnell) 

FW: New Survey: Small Businesses Confirm POTUS' Policies are Hurting Job Growth; GOP Fighting for Solutions 
Monday, April 16, 2012 3:38:57 PM 

All - - Majority Leader Cantor's team has compiled state-by-state benefits of the Small Business Tax Cut 

legislation here: http://www.majorityleader.gov/SmaiiBiz/ 

From: Speaker Alert 
Sent: Monday, April 16, 2012 3:41 PM 
To: Kinzel, Will 
Subject: New Survey: Small Businesses Confirm POTUS' Polides are Hurting Job Growth; GOP Fight ing for 
Solutions 

Speaker of the House John Boehner 

New Survey: Small Businesses Confirm POTUS' Policies 
are Hurting Job Growth; GOP Fighting for Solutions 

April 16, 2012 1 Posted by Kat ie Boyd (@KEBoydl 1 Permalink 

The Obama administration claims its policies have been "remarkably effective," but according to the 
U.S. Chamber of Commerce's most recent Small Business Outlook Survey released today, America's 
job creators disagree. The vast majority of small business owners surveyed say that the Obama 
administration's onslaught of excessive regulations and the president's fai lure to address high gas 
prices are weighing heavily on their ability to plan ahead and hire new workers. Here are a few key 
points from the survey, and a look at what House Republicans are doing to help small businesses put 
Americans back to work: 
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PROBLEM: High Gas Prices " Pose an Immediate Threat" to Small Businesses. "Eight out of ten 
small business owners reoort that higher energy prices pose an immediate threat to the success of 
their business ," according to the survey. While President Obama claims to support an "all -of-the
above" energy strategy, his rhetoric is belied by the fact that gas prices have doubled on his watch, 
while he continues calling for tax hikes that will increases energy costs and blocking access to 
America's resources. 

• GOP SOLUTION: Increase American Energy Production to Help Address High Gas 
Prices & Create Jobs. With the American Enerav Initiative House Republicans have passed 
numerous bills that would remove barriers to American energy production and help create jobs 
(most of which have been blocked by Senate Democrats ). That effort will continue moving 
forward in the coming weeks with action on the Gasoline Regulations Act aimed at stopping the 
government red tape that drives up energy prices, and the Strategic Energy Production Act, 
legislation ensuring the Obama administration does not tap the Strategic Petroleum Reserve 
without taking steps to increase American energy production. The House will also continue 
fighting for approval of the widely-popular Keystone pipeline that President Obama has 
rejected and personally lobbied against, at the expense of 20,000 new American jobs. 

PROBLEM: Excessive Regulations One of the Greatest Threats to Small Business Success. 
More than half (52 percent> of the small business owners surveyed say that excessive government red 
tape is the "greatest threat to the success of their business, increasing 9 percent since last June." The 
Obama administration has more than 3 000 new regulations in the pipeline, and has already 
implemented more than 100 major regulations that have added $46 billion in new costs to the 
economy per year, according to a recent Heritage Foundation report. 

• GOP SOLUTION: A Jobs Plan that Stops the Onslaught of Burdensome Regulations. The 
Republican Plan for America's Job Creators includes several measures aimed at reducing the 
excessive regulatory burden on small businesses, including the Regulatorv Accountabilitv Act 
(H.R. 3010) that "requires agencies to assess the costs and benefits" of new regulations on 
small businesses, and the Regulations From the Executive in Need of Scrutiny (REINS! Act 
that would require an up-or-down vote on new rules that wi ll have a major impact on jobs and 
the economy. These bills - along with several others that remove regulatory obstacles to small 
business growth - also remain stalled in the Democratic-led Senate. 

PROBLEM: ObamaCare "An Obstacle to Hiring More Employees." "Nearly three out of four (73%)" 
of the small business owners surveyed say ObamaCare "is an obstacle to hiring more employees." 
Small businesses owners have repeatedly warned that Democrats' government takeover of health 
care is holding back hiring, and more than two hundred economists agree that that the maze of 
mandates, penalties and regulations in ObamaCare constitutes a major "barrier to stronger job 
growth ." 

• GOP SOLUTION: Keeping the Pledge to America to Repeal ObamaCare & Protect Small 
Businesses. House Republicans have voted more than 25 times to repeal defund and 
dismantle ObamaCare, including a bill that saved small businesses from the job-crushing 
paperwork mandate. The effort to fu lly repeal the law and replace it with better solutions will 
continue in the weeks and months ahead. 

This week, the House will continue working to create a better environment for small business job 
growth by passing the Small Business Tax Cut Act - Pledge to America legislation that will allow job 
creators to invest more of their resources in their businesses and hire new workers. Learn more on 
the Republican Plan for America's Job Creators website at: jobs.gop.gov. 

SPEAKER PRESS OFFICE 
REP. JOHN BOEHNER (R-OH) 

H-232, THE CAPITOL 
(202) 225-0600 I SPEAKERGOV 
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From: Marie Sanderson
To: Marie Sanderson
Cc: Dustin Huffman
Subject: FW: NEWS RELEASE: Michigan moves toward state-federal partnership health exchange, leaves door open for MI Health Marketplace
Date: Friday, November 16, 2012 2:27:55 PM
Attachments: image001.png

PR 121116 Healthexchangestatement.docx

FYI- Michigan.
 
 
Marie Thomas Sanderson
Policy Director
Republican Governors Association (RGA)
MSanderson@rga.org
Republican Governors Public Policy Committee (RGPPC)

Office (202) 464- 8556

 
 
 

Sent: Friday, November 16, 2012 2:26 PM
To: Marie Sanderson
Subject: FW: NEWS RELEASE: Michigan moves toward state-federal partnership health exchange, leaves door open for MI Health Marketplace
 
 
 
 

 
Contact: Sara Wurfel
wurfels@michigan.gov or 517-335-6397

FOR IMMEDIATE RELEASE
Friday, Nov. 16, 2012

 

Michigan moves toward state-federal partnership health exchange,
leaves door open for

MI Health Marketplace
 
LANSING, Mich. ‒ Gov. Rick Snyder has filed a grant application to the U.S. Department of Health and Human Service (HHS) to
collaborate with the federal government on a state partnership exchange (SPE). The governor said, however, that if additional federal
deadlines are extended or the Michigan Legislature takes action authorizing a state-based exchange, then Michigan may exercise its
option for the proposed MI Health Marketplace. Snyder has not yet filed a declaration letter formally choosing Michigan’s path.
 
“Ensuring that Michigan residents have the best available quality health care and customer service has been a priority from Day One. I
have felt strongly that a Michigan-run MI Health Marketplace could further accomplish this goal. That said, we must be realistic about
how feasible implementing this could be under the current federal timeframes. At this point we’re moving toward a state partnership
exchange. However, we will continue to work with our legislative partners and seek more details and clarity from the federal government
to make a final determination on Michigan’s path forward – whether that’s a state partnership exchange or state-based exchange.”
 
Thursday, Nov. 15, was a key funding deadline. There are also multiple operational deadlines, some of which have changed twice in the
past week. The next major milestone is now Dec. 14, 2012, when states must declare if they wish to operate their own exchanges. Under
current federal rules, all exchanges must be operational on Oct.1, 2013.
 

#####
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From: Dona DeLeon
To: Kintner, Lauren; Katie Altshuler; Debbie Holt (State of Indiana)
Subject: FW: NEWS: Obama administration and states move forward to implement health care law
Date: Friday, June 29, 2012 11:30:14 AM

Ladies,
Gee with press releases like this – what will be talk abt at the upcoming 2 days nga meeting on aca since the law is not changed ? Medicaid expansion ? what is there to say over that much
time  And who wants to sit and listen to cms ?? perhaps there is no need to have one?  
 
 

 

News Release
U.S. Department of Health & Human Services 

News Division
Contact: HHS Press Office 

202-690-6343 

media@hhs.gov 

FOR IMMEDIATE RELEASE

Friday, June 29, 2012

 

Obama administration and states move forward to implement health care law

Administration makes resources available to help states implement Affordable Insurance Exchanges

 

Health and Human Services Secretary Kathleen Sebelius announced today a new funding opportunity to help states continue their work to implement the health care law -- the Affordable Care Act.

 When the law is fully implemented in 2014, the affordable insurance exchanges will provide people and small businesses with one-stop shops to find, compare and purchase affordable, high-quality

health insurance.  Today’s announcement makes more funding available to build all models of affordable insurance exchanges available to states. HHS also issued further guidance today to help

states understand the full scope of activities that can be funded under the available grant funding as they work to build exchanges.

 

“The federal government and our state partners are moving forward to implement the health care law,” Secretary Sebelius said.  “This new funding opportunity will give states the resources they need

to establish affordable insurance exchanges and ensure Americans are no longer on their own when shopping for insurance.”

 

The funding opportunity announced today will provide states with 10 additional opportunities to apply for funding to establish a state-based exchange, state partnership exchange, or to prepare state

systems for a federally facilitated exchange.  To date, 34 states and the District of Columbia have received approximately $850 million in Exchange Establishment Level One and Level Two

cooperative agreements to fund their progress toward building exchanges.   

 

Under the new announcement, states can apply for exchange establishment cooperative agreements through the end of 2014. These funds are available for states to use beyond 2014 as they

continue to work on their exchanges. This ensures that states have the support and time necessary to build the best exchange for their residents.

 

The guidance HHS issued today provides information on the exchange-building activities that states can fund with establishment cooperative agreements.  The guidance can be found at: 

http://cciio.cms.gov/resources/factsheets/hie-est-grant-faq-06292012.html.

 

 

HHS will conduct regional implementation forums in coming months to assist states and stakeholders on the work to be done in building exchanges, and to address their questions.  HHS will also

engage with tribes, tribal governments, and tribal organizations on how exchanges can serve their populations.

 

For more information on exchanges, including fact sheets, visit http://www.healthcare.gov/news/factsheets/2011/05/exchanges05232011a.html

###

Follow HHS on Twitter @HHSgov and sign up for HHS Email Updates

HHS

HHS Press Room

Visit this link to unsubscribe
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From: Aaron Cooper
To: Monica Houston; Tammie Wright
Cc: Governor Fallin Press; Denise Northrup
Subject: FW: Newsmax TV Interview with Gov. Fallin
Date: Monday, December 03, 2012 2:04:16 PM

Scheduling,

 

Can you shoot me some potential times later this week or early next week when we could

squeeze this interview in?  It would be conducted via phone and will last approximately 30

minutes (15 min prep/15 min call time).

 

Thanks.

 

 

From: Kathleen Walter [mailto:kathleenw@newsmax.com] 
Sent: Monday, December 03, 2012 10:47 AM
To: Aaron Cooper
Subject: Newsmax TV Interview with Gov. Fallin
 
Hi Aaron:

Thanks so much for your time on the phone.
 
As per our discussion, I am interested in an interview with Gov. Fallin on the topics of the fiscal cliff
and Obamacare exchange non-implementation and any other topics/issues she’d like to discuss.

We could do via phone or on camera—whatever is most convenient on your end. The interview
would be recorded and featured on the Newsmax website. (I can send you some background on our
readership/viewership if interested.. but I think you have.)
 
Thanks for all!!
 
Kind regards,
Kathleen
 
Kathleen Walter
Anchor/Correspondent
Newsmax Media
560 Village Blvd.
West Palm Beach, FL
561.686.1165, x. 1249
kathleenw@newsmax.com
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From: Bailey, Kathryn
To: Katie Altshuler
Subject: FW: NGA Center Maternal and Child Health Survey
Date: Thursday, August 18, 2011 12:46:04 PM
Attachments: 2011 MCH Survey.doc

Hi Katie,
 
First, thank you so much for your voicemail regarding the health insurance exchanges meeting in
September – your input was very helpful and really reinforced some ideas we had regarding the
agenda. It’s shaping up to be a good meeting!
 
Second, I am writing to follow up on the NGA Center’s Maternal and Child Health survey for 2011
(information below). We are hoping you might be able to pass the survey along to the right person
who could respond.
 
For the 2010 survey, we received a response from Shelly Patterson in the Oklahoma Health Care
Authority at shelly.patterson@okhca.org, but since we try to have the governors’ health policy
advisors remain our primary contact, I’m hoping it can go through you if Shelly is still the right
person, or if there’s someone different.
 
The survey can be accessed here:  http://www.surveymonkey.com/s/YYNJVLC. I’ve also attached a
word doc attachment of the survey if that helps in any way. Any assistance is greatly appreciated, as
we certainly want Oklahoma to be represented in the results. Thank you!
 
Sincerely,
 
Kathryn Bailey
Policy Analyst, Health Division
Center for Best Practices
National Governors Association
444 N. Capitol St., Suite 267
Washington, DC  20001
Phone: 202-624-5349
Fax: 202-624-7825
kbailey@nga.org
 

From: Bailey, Kathryn 
Sent: Monday, July 18, 2011 1:22 PM
To: Bailey, Kathryn
Subject: NGA Center Maternal and Child Health Survey
 
The following is a new and updated version of the NGA Center’s annual Maternal and Child Health
Survey. This year’s survey reflects the changing environment for Medicaid and CHIP coverage for
children, as well as an increased emphasis on collecting data and measuring value of programs.
 
The survey can be accessed here:  http://www.surveymonkey.com/s/YYNJVLC
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The topics covered in the survey include:
 
Medical Homes
Managed Care
Home Visitation
Quality, Reporting and Payment Initiatives/Reforms
Prescription Drugs
Benefits and Eligibility
 
We recognize that completion of the survey may require answers from multiple offices and have
designed the survey so that multiple submissions from a state can be accepted.   We ask that you
please send the survey link to the appropriate individuals within your state.  We are happy to
provide you with the name and information of the person(s) who completed the 2010 survey from
your state upon request.
 
Please answer the questions in real time (as of July 2011).  The deadline for completion is Friday,
August 5, 2011.
 
Given all of the demands on your time during this period, we thank you very much in advance for
your help in compiling this timely and accurate information.  Once the results have been compiled,
we will release the data and a short summary of results in late 2011.  
 
If you have any questions, please feel free to contact me at kbailey@nga.org or 202.624.5349.
 
Sincerely,
 
Kathryn Bailey
Policy Analyst, Health Division
Center for Best Practices
National Governors Association
444 N. Capitol St., Suite 267
Washington, DC  20001
Phone: 202-624-5349
Fax: 202-624-7825
kbailey@nga.org
 

The information contained in this electronic transmission, including any attachments, is for the exclusive
use of the intended recipient(s) and may contain information that is privileged, proprietary, and/or
confidential. If the reader of this transmission is not an intended recipient, or a person responsible for
delivering it to the intended recipient, you are hereby notified that any review, dissemination,
distribution, or copying of this communication is strictly prohibited. If you have received this
communication in error, please immediately notify the sender and delete this message.
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From: Mark McCullough
To: Jonathan Buxton; Brian Downs; Katie Altshuler
Subject: FW: NYT Obamacare Article
Date: Monday, February 27, 2012 11:49:48 AM

Just thought ya'll might want to take a look at this. Informative. Prophetic? 
Mark

From: Mark McCullough <mark.mccullough@okhouse.gov>
Date: Mon, 27 Feb 2012 10:31:33 -0600
To: Republican Legislators <RepublicanLegislators@hs1.lsb.state.ok.us>
Subject: NYT Obamacare Article

Colleagues,
Here is a fairly balanced article out in the NYT's today that talks 
about the difficulties that many states are facing in how to respond 
to Obamacare. I had a long talk with the reporter. (It was my 
impression that he really did not know what we were dealing out here 
in the heartland, and was willing to listen). They mention Oklahoma, 
among other states. It is very interesting to see what other states 
are, and are not doing. It mainly centers on the contentious topic 
of whether or not to enact an exchange - compliant or not. Nice to 
see we are not the only ones struggling with this issue. 
Very Respectfully,
Mark McCullough

NYT - February 27, 2012
 
 
Many States Take a Wait-and-See Approach on New Insurance Exchanges
 
 
By ROBERT PEAR
 
 
     WASHINGTON -- States are lagging in the creation of health
insurance exchanges, the supermarkets where millions of consumers 
are
supposed to buy subsidized private coverage under President Obama's
health care overhaul.
 
 
Many states are waiting for a Supreme Court decision or even the
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November election results, to see whether central elements of the 
new
law might be overturned or repealed. But that will be too late to
start work. By Jan. 1, 2013, the Obama administration will decide
whether each state is ready to run its own exchange or whether the
federal government should do the job instead.
 
 
Republican governors and state legislators across the country are
split. Some want to set up rudimentary exchanges with limited 
features
-- as a defensive tactical maneuver -- rather than cede control to
Washington. More-conservative Republicans do not want to do anything
at all.
 
 
After a great deal of bickering and bargaining, the insurance
exchanges emerged as a centerpiece of the 2010 health care law,
crucial to achieving Mr. Obama's promise of affordable coverage for
all Americans.
 
 
The issue was a major topic of discussion over the weekend at the
winter meeting of the National Governors Association here, and it is
expected to come up Monday when governors meet with Mr. Obama at the
White House.
 
 
Gov. Dave Heineman of Nebraska, a Republican who is chairman of the
governors association, said his state would not ''default to the
federal government.'' But he said ''it would be a costly mistake to
spend millions of taxpayer dollars'' building an exchange before the
Supreme Court issues its decision in a challenge to the health care
law, which is expected in late June.
 
 
''Let's just wait,'' Mr. Heineman said.
 
 
A handful of states, including California, Connecticut, Maryland,
Oregon, Rhode Island, Vermont and Washington, are moving at a brisk
pace to establish exchanges.
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In Washington, State Senator Karen L. Keiser, a Democrat who is
chairwoman of the Senate health care committee and a leader of the
National Conference of State Legislatures' health committee, said:
''Since 2010, many states that were making solid progress, like Iowa
and Maine, have gotten stymied. The Tea Party set back health care
reform in states where its members were most active.''
 
 
State Representative Gregory D. Wren of Alabama, a Republican who is
co-chairman of the health reform task force of the conference of 
state
legislatures, said he was distressed to see states postpone action.
''The sands in the hourglass are slipping away across the country,''
he said.
 
 
Mr. Wren has introduced a bill to create an Alabama exchange, but he
said that Gov. Robert Bentley, a Republican and a dermatologist, was
''taking a wait-and-see approach, to see what the Supreme Court
says.''
 
 
Research by the nonpartisan Urban Institute found that 14 states had
made significant progress in creating exchanges, 16 had made little 
or
no progress and 20 were somewhere in between.
 
 
Paradoxically, said one of the researchers, Matthew Buettgens,
''states making the least progress could benefit the most,'' because
they have large numbers of uninsured residents.
 
 
In another curious twist, insurance companies, which battled Mr. 
Obama
over health care in 2009 and 2010, are now urging state officials to
set up exchanges. They generally prefer state regulation, and they
stand to gain because the United States Treasury will send subsidy
payments directly to insurers on behalf of low- and moderate-income
people who enroll in health plans offered through an exchange.
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''Insurance companies are making planning and investment decisions
around the Affordable Care Act,'' said Representative Joe Courtney,
Democrat of Connecticut. ''They want to make sure the exchanges
work.''
 
 
The federal government has given out more than $600 million to help
states establish exchanges, but states must figure out how to pay 
the
operating costs.
 
 
Kathleen Sebelius, the secretary of health and human services, said:
''States continue to go at their own pace as they set up their
exchanges. This is a natural result of a process that gives states
maximum flexibility.''
 
 
Proponents, including Gov. Andrew M. Cuomo of New York, a Democrat,
say the exchanges will simplify the purchase of insurance and cut
costs by increasing competition. Each exchange will have a Web site
where consumers and small businesses can compare insurance prices 
and
benefits.
 
 
Information technology will be the backbone of every exchange. The
complexity of the computer systems needed to verify eligibility,
enroll consumers, calculate subsidies and connect the exchange to
state Medicaid agencies has slowed work in some states.
 
 
 
State officials, who are cutting budgets to cope with fiscal 
problems,
are often reluctant to spend state revenues.
 
 
In Pennsylvania, Gov. Tom Corbett, a Republican, has received $34
million in federal money to develop contingency plans for an 
exchange
even as he denounces the federal law as unconstitutional. A state-
run
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exchange would allow Pennsylvania to ''control its own 
destiny,''said
the state insurance commissioner, Michael F. Consedine.
 
 
In New Hampshire, Gov. John Lynch, a Democrat, was eager to set up 
an
exchange. But state legislators blocked the idea and forced the
insurance commissioner to return $666,000 provided by the federal
government for a state-run exchange. ''If the federal government 
sets
up an exchange here in New Hampshire, we will not be 
complicit,''said
State Representative Neal M. Kurk, a Republican.
 
 
In Oklahoma, State Representative Mark E. McCullough, a Republican,
wanted to set up an exchange ''as a defensive maneuver, so we could
maintain as much control as possible.'' But the proposal touched off 
a
furious debate. ''We are arguing whether to set up a noncompliant
exchange or just sit tight and do nothing.'' Mr. McCullough said
 
 
In Iowa, State Senator Jack Hatch, a Democrat, is leading efforts to
create an exchange. But his bill has only ''a one-in-four shot of
being passed,'' he said.
 
 
''Consumer groups, insurance brokers, Democratic legislators and
moderate Republicans would like to set up an exchange,'' Mr. Hatch
said. ''But they are being held up by radical conservatives, a Tea
Party group, who don't want to do anything.''
 
 
Mr. Hatch said that Gov. Terry E. Branstad, a Republican, was
''hiding, remaining silent because he's afraid to go up against the
conservative wing of his party.''
 
 
Tim J. Albrecht, a spokesman for Mr. Branstad, said: ''That's simply
untrue. If Obamacare is forced on the states, we will be ready. But 
no
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state legislation is needed this year.''
 
 
Wisconsin began planning an exchange last year under an executive
order issued by Gov. Scott Walker, a Republican. But he repealed his
own order last month and told state officials to stop work on the
exchange.
 
 
Florida, which is leading the court challenge to the new law by 26
states, has not made any commitment to set up an exchange and is
''taking a wait-and-see approach,'' said Jack McDermott, a spokesman
for the Florida Office of Insurance Regulation.
 
 
Texas is also taking a hard line. ''Gov. Rick Perry believes that 
the
federal health care law is unconstitutional, misguided and
overreaching,'' said his spokeswoman, Lucy Nashed. ''Because of 
that,
there are no plans to implement an exchange in Texas.''
 
 
In Michigan, Gov. Rick Snyder, a Republican, has urged the 
Legislature
to create an exchange. But his request has stalled in the
Republican-led House, where Speaker Jase Bolger says he wants to 
wait
for the Supreme Court ruling.
 
 
In Ohio, Democrats have introduced legislation to create an 
exchange.
But State Senator Michael J. Skindell, the sponsor of the Senate 
bill,
said that Gov. John R. Kasich, a Republican, and Republicans who
control both houses of the Legislature ''are not doing anything with
regard to development of an exchange.''
 
 
Lt. Gov. Mary Taylor, a Republican who is director of the Ohio
Insurance Department, said, ''The Obama administration has not 
issued
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clear guidance on how either a federal or state exchange will 
work.''
 
 
Bills to create exchanges are gaining momentum in New York and New
Jersey. Connecticut established an exchange last year.
 
NOTICE: The information in this email is confidential, legally privileged, and exempt from disclosure under 
law. It is intended solely for the addressee. Access to this email by anyone else is unauthorized. If you are 
not the intended recipient, any disclosure, copying, distribution or any action taken or omitted to be taken 
in reliance on it, is prohibited and unlawful. The Oklahoma House of Reps does not warrant any e-mail 
transmission received as being virus free, and disclaims any liability for losses or damages arising from the 
use of this e-mail or its attachments. Recipients of e-mail assume the risk of possible computer virus 
exposure by opening or utilizing the e-mail and its attachments, and waive any right or recourse against 
the House by doing so.
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From: francoise l wilson
To: Karen Schwartz
Subject: Fw: Obama May Be in Trouble
Date: Wednesday, May 16, 2012 5:12:13 PM

 
----- Original Message -----

From: Edward/shirley

To: Undisclosed-Recipient:;

Sent: Friday, May 11, 2012 8:33 PM

Subject: Fw: Obama May Be in Trouble

 
----- Original Message -----

 

Sent: Thursday, May 10, 2012 6:28 AM

Subject: Obama May Be in Trouble

Obama May be in Trouble

This is probably the most refreshing news since Obama took office. I hope 
and pray that it comes to pass.

Obama May Be In Deep Trouble...with Chief Justice John Roberts, U.S. 
Supreme Court.

According to sources who watch the inner workings of the
federal government, a smack-down of Barack Obama by the U.S. Supreme
Court may be inevitable.

Ever since Obama assumed the office of President, critics
have hammered him on a number of Constitutional issues. Critics have
complained that much, if not all of Obama's major initiatives run
headlong into Constitutional roadblocks on the power of the federal
government. Obama certainly did not help himself in the eyes of the
Court when he used the venue of the State of the Union address early
in the year to publicly flog the Court over its ruling that the First
Amendment grants the right to various organizations to run political
ads during the time of an election. The tongue-lashing clearly did not
sit well with the Court, as demonstrated by Justice Sam Alito, who
publicly shook his head and stated under his breath, 'That's not
true,' when Obama told a flat-out lie concerning the Court's ruling.
As it has turned out, this was a watershed moment in the relationship
between the executive and the judicial branches of the federal
government. Obama publicly declared war on the court, even as he
blatantly continued to propose legislation that flies in the face of
every known Constitutional principle upon which this nation has stood
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for over 200 years.

Obama has even identified Chief Justice John Roberts as
his number one enemy, that is, apart from Fox News and Rush Limbaugh,
Beck, Hannity, and so on. And it is no accident that the one
swing-vote on the court, Justice Anthony Kennedy, stated recently
that he has no intention of retiring until 'Obama is gone.'
Apparently, the Court has had enough. The Roberts Court has signaled,
in a very subtle manner, of course, that it intends to address the
issues about which Obama critics have been screaming to high heaven. A
ruling against Obama on any one of these important issues could
potentially cripple the Administration. Such a thing would be long
overdue.

First, there is ObamaCare, which violates the
Constitutional principle barring the federal government from forcing
citizens to purchase something. And no, this is not the same thing as
states requiring drivers to purchase car insurance, as some of the
intellectually-impaired claim. The Constitution limits the FEDERAL
government, not state governments, from such things, and further, not
everyone has to drive, and thus, a citizen could opt not to purchase
car insurance by simply deciding not to drive a vehicle. In the
ObamaCare world, however, no citizen can 'opt out.'

Second, sources state that the Roberts court has quietly
accepted information concerning discrepancies in Obama's history that
raise serious questions about his eligibility for the office of
President. The charge goes far beyond the birth certificate issue.
This information involves possible fraudulent use of a Social Security
number in Connecticut , while Obama was a high school student in
Hawaii.

And that is only the tip of the iceberg.

Third, several cases involving possible criminal activity,
conflicts of interest, and pay-for-play cronyism could potentially
land many Administration officials, if not Obama himself, in hot water
with the Court. Frankly, in the years this writer has observed
politics, nothing comes close to comparing with the rampant corruption
of this Administration, not even during the Nixon years. Nixon and
the Watergate conspirators look like choirboys compared to the jokers
that populate this Administration.
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In addition, the Court will eventually be forced to rule
on the dreadful decision of the Obama DOJ suing the state of Arizona .
That, too, could send the Obama doctrine of open borders to an early
grave, given that the Administration refuses to enforce federal law on
illegal aliens.

And finally, the biggie that could potentially send the
entire house of cards tumbling in a free-fall is the latest revelation
concerning the Obama-Holder Department of Justice and its refusal to
pursue the New Black Panther Party. The group was caught on tape
committing felonies by attempting to intimidate Caucasian voters into
staying away from the polls. A whistle-blower who resigned from the
DOJ is now charging Holder with the deliberate refusal to pursue cases
against Blacks, particularly those who are involved in radical
hate-groups, such as the New Black Panthers, who have been caught on
tape calling for the murder of white people and their babies. This one
is a biggie that could send the entire Administration crumbling--that
is, if the Justices have the guts to draw a line in the sand at the
Constitution and the Bill of Rights.

It is no wonder Americans of every race
and political persuasion are disgusted with our Federal Government, it
is not hard to understand the mistrust and the disgust. Obama and his
administration should be impeached and the quicker the better. Obama
only knows the blame game, now it is the Tea Party that caused him to
spend our country into debt so deep it may never recover. He is a
President that had a super majority in both houses until last
November. And because of that he jammed pork barrel projects and
spending of every kind of an entitlement bill one can't imagine along
with Obama Care down our throats with spending that is unattainable.
He is borrowing 42 cents on every dollar we owe and spend, wake up
America we have become a third world communist country.

 God is still on the throne, and prayer changes things!
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From: Andrew Silvestri
To: Alex Weintz; Aaron Cooper
Cc: Katie Altshuler
Subject: FW: Obamacare Anniversary Action Items
Date: Thursday, March 17, 2011 12:44:14 PM

FYI
 

From: Lindsay Russell  
Sent: Thursday, March 17, 2011 10:58 AM
To: Seth Levey; john.katz@alaska.gov; russ.kelly@alaska.gov; lgromis ; macarter32
RSerote@az.gov; Adam.nordstrom  Rob.Jakubik ;
bfulenwider@georgia.gov; ehames@georgia.gov; brandymarty03 ; dhiowa ;
jabot10 ; jboeyink34  travisrichmond ; wkloiber ;
David.Hensley@gov.idaho.gov; jkreizenbeck@gov.idaho.gov; Tammy.Perkins@gov.idaho.gov; Andrew
Silvestri; Katie Altshuler; JamieShuster@gov.sc.gov; tedpitts@gov.sc.gov; hedgcockm@gov.state.la.us;
bob.schwaneberg@gov.state.nj.us; Dona.DeLeon@gov.state.nj.us; Wayne.Hasenbalg@gov.state.nj.us;
michael.ciamarra@governor.alabama.gov; Candice Whitfield; eric.finkbeiner@governor.virginia.gov;
Jeannemarie.Davis@governor.virginia.gov; kristi.craig@governor.virginia.gov;
Michael.DiSabato@governor.virginia.gov; sirena.ramirez@guam.gov; debbie
griffin ; wstruble ; wags@la.gov; Renee.Fargason@laspbs.state.fl.us;
kristacarman ; Will.Kinzel@mail.house.gov; mary.mayhew@maine.gov;
brandi_white@mcconnell.senate.gov; Lanier_Swann@mcconnell.senate.gov; blackwellr2@michigan.gov;
chadderdona@michigan.gov; mcbrideb@michigan.gov; muchmored@michigan.gov;
tomichz@michigan.gov; Lauren.Hill@nebraska.gov; brian ; ryan ;
nguillemard ; sarah.echols ; Mike Schrimpf; ts@rubicondc.com;
Bkanzeg t; aparis@state.pa.us; jbranstett@state.pa.us; jmcallahan@state.pa.us;
ktartaglia@state.pa.us; rebmyers@state.pa.us; Jim.Soyer@state.sd.us; MKennicott
Mark.Cate@tn.gov; Will.Cromer@tn.gov; Bnutt ; RSPENDLOVE@utah.gov;
EMainigi ; bill.kloiber@wisconsin.gov; Carol.Statkus@wyo.gov; katyoder_99 ;
pjpgator
Cc: Marie T. Sanderson
Subject: Obamacare Anniversary Action Items
 
As you may know Wednesday March 23, 2011 marks the one year anniversary of the passage of
Obamacare. States, more than any other entity stand to lose the most from this costly and
constitutionally overreaching legislation.   
This morning representatives from several Governors’ offices joined in on a conference call to
provide the RGPPC with ideas and commentary on potential action items for Wednesday. The
following is a summary of the conversation. 
All in attendance wholeheartedly agreed that it is of utmost importance that each Governor does
something. Republican Governors currently hold center stage and there is no better time than the
anniversary of Obamacare to effectively communicate the overwhelming negative impact it has and
will continue to have on our states.  The following are some specific action items that some
Governors are planning for Wednesday:
 
1) States to message individually:   
Press Conferences

·         With congressional delegation

·         With respected health care officials 
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·         With impacted businesses  

·         With Lt. Governors and other elected officials

Opinion Editorial

·         Getting published locally and nationally- RGA can help if needed

·         Editorials written in conjunction with congressional delegation

·         Encouraging health care professionals to submit op-eds

Please feel free to email me or Marie with any other suggestions or comments regarding action
items for Wednesday. 
2) Coordinated RGPPC Effort 
 
The RGPPC in conjunction with the RGA would like to put out a press release of our own on
Wednesday. We envision the document to have a quote from every Republican Governor about the
effects that Obamacare has had on each individual state.  You can lift or prepare such quotes from
the actions you are already considering for next week. Please email to Mike Schrimpf (3/22) by
Tuesday of next week.   Mike’s email is mschrimpf@rga.org.    
 
Lindsay Russell
Public Policy Advisor 
Republican Governors Association | RGPPC
1747 Pennsylvania Avenue, NW, Suite 250 | Washington, DC 20006
C: (  | www.rga.org
 

--
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From: Scott Mason 

To: 
Subject: 

Alex Weintz: Katie Altshuler: Denise Northrup 

Fw: Obamacare Still Vulnerable 

Date: Friday, November 16, 2012 11:34:20 AM 

Thought this was interesting. Saw it online this morning- wanted to pass it on. 
Scott Mason 
Office of the Governor 
State of Oklahoma 

via AT&T BlackBerry 

----- Original Message -----
From: W. Scott 
Sent: Friday, November 
To: Scott Mason 
Subject: Fw: Obamacare Still Vulnerable 

Sent via BlackBerry by AT&T 

-----Original Message----
From: "W. Scott Mason" 
Date: Fri, 16 Nov 2012 
To: Mary Fall 
Reply-To: 
Subject: 

Obamacare Is Still Vulnerable 

by Michael F. Cannon 

> 

This article appeared in National Review {Online) on November 9, 2012. 

PRINT PAGE 

President Obama has won reelection, and his administration has asked state officials to decide by 
Friday, November 16, whether their state will create one of Obamacare's health-insurance "exchanges." 
States also have to decide whether to implement the law's massive expansion of Medicaid. The correct 
answer to both questions remains a resounding no. 

State-created exchanges mean higher taxes, fewer jobs, and less protection of religious freedom. States 
are better off defaulting to a federal exchange. The Medicaid expansion is likewise too costly and risky a 
proposition. Republican Governors Association chairman Bob McDonnell (R.,Va.) agrees, and has 
announced that Virginia will implement neither provision. 

There are many arguments against creating exchanges. 

Rrst, states are under no obligation to create one. 

Second, operating an Obamacare exchange would be illegal in 14 states. Alabama, Arizona, Georgia, 
Idaho, Indiana, Kansas, Louisiana, Missouri, Montana, Ohio, Oklahoma, Tennessee, Utah, and Virginia 
have enacted either statutes or constitutional amendments (or both) forbidding state employees to 
participate in an essential exchange function: implementing Obamacare's individual and employer 
mandates. 
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Third, each exchange would cost its state an estimated $10 million to $100 million per year,
necessitating tax increases.

Fourth, the November 16 deadline is no more real than the "deadlines" for implementing REAL ID,
which have been pushed back repeatedly since 2008.

Fifth, states can always create an exchange later if they choose.

Sixth, a state-created exchange is not a state-controlled exchange. All exchanges will be controlled by
Washington.

Seventh, Congress authorized no funds for federal "fallback" exchanges. So Washington may not be
able to impose Exchanges on states at all.

Eighth, the Obama administration has yet to provide crucial information that states need before they can
make an informed decision.

Ninth, creating an exchange sets state officials up to take the blame when Obamacare increases
insurance premiums and denies care to the sick. State officials won't want their names on this
disastrous mess.

Tenth, creating an exchange would be assisting in the creation of a "public option" that would drive
domestic health-insurance carriers out of business through unfair competition.

Eleventh, Obamacare remains unpopular. The latest Kaiser Family Foundation poll found that only 38
percent of the public supports it.

Twelfth, defaulting to a federal exchange exempts a state's employers from the employer mandate — a
tax of $2,000 per worker per year (the tax applies to companies with more than 59 employees, but for
such companies that tax applies after the 30th employee, not the 59th). If all states did so, that would
exempt 18 million Americans from the individual mandate's tax of $2,085 per family of four. Avoiding
those taxes improves a state's prospects for job creation, and protects the conscience rights of
employers and individuals whom the Obama administration is forcing to purchase contraceptives
coverage.

Finally, rejecting an exchange reduces the federal deficit. Obamacare offers its deficit-financed subsidies
to private health insurers only through state-created exchanges. If all states declined, federal deficits
would fall by roughly $700 billion over ten years.

For similar reasons, states should decline to implement Obamacare's Medicaid expansion. The Supreme
Court gave states that option. All states should exercise it.

Medicaid is rife with waste and fraud. It increases the cost of private health care and insurance, crowds
out private health insurance and long-term-care insurance, and discourages enrollees from climbing the
economic ladder. There is scant reliable evidence that Medicaid improves health outcomes, and no
evidence that it is a cost-effective way of doing so.

My colleague Jagadeesh Gokhale estimates that expanding Medicaid will cost individual states up to $53
billion over the first ten years. That's before an emboldened President Obama follows through on his
threats to shift more Medicaid costs to states.

Neither the states nor the federal government have the money to expand Medicaid. If all states politely
decline, federal deficits will shrink by another $900 billion.

Now is not the time to go wobbly. Obamacare is still harmful and still unpopular. The presidential
election was hardly a referendum, as it pitted the first person to enact Obamacare against the second
person to enact it. Since the election, many state officials are reaffirming their opposition to both
implementing exchanges and expanding Medicaid.
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If enough states do so, Congress will have no choice but to reopen Obamacare. With a GOP-controlled
House, opponents will be in a much stronger position than they were when this harmful law was
enacted.
Sent via BlackBerry by AT&T
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From: Denise Northrup
To: Katie Altshuler; Alex Weintz
Subject: FW: ObamaCare
Date: Monday, March 14, 2011 9:53:18 AM

Not sure where this exact text is from but it gives you an idea of where the misinformation is
coming from .
 

From: Joe Peters Sr. (Office)  
Sent: Saturday, March 12, 2011 11:34 AM
To: Denise Northrup
Subject: ObamaCare
 
Hi, Denise – What is the Governor’s side on this?  It is an excerpt from a blurb by the OK Tea Party

and presents quite a different picture than the (partisianship aside) sugar coating Speaker Steele puts

on it.  I have my own arguments with the excesses of certain pronouncements of the OK Tea Party,

but they do raise points to think about.  OBamaCare should be snuffed out in its entirety as an

example to all of what we will do to obscene excesses of the government.  Then we can start over with

some functional ideas.

 

Joe Peters

 

 

 

 

However, what the RINO's have done to us (including our 'anti-ObamaCare Governor Fallin) is to

ignore what we the voters wanted and are instead implementing ObamaCare through the back door. 

When Mary Fallin accepted the $54 Million bribe, she basically locked us into this terminal path.  The

Snakes like Kris Steele in the house and Sen. Bill Brown in the Senate are writing legislation RIGHT

NOW to Trap YOU into ObamaCAre. 
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From: Cody Inman
To: Marcia Crawford; Kandi Batts
Subject: FW: ObamaCare/Insurance Exchange/Medicaid Constituent Update
Date: Thursday, November 15, 2012 10:38:08 AM

 
 

From: Cody Inman 
Sent: Wednesday, November 14, 2012 5:46 PM
To: Denise Northrup
Subject: Re: ObamaCare/Insurance Exchange/Medicaid Constituent Update
 
I agree. I thought it would be more leveraged to one side.
 

From: Denise Northrup 
Sent: Wednesday, November 14, 2012 05:44 PM
To: Cody Inman 
Cc: Katie Altshuler; Alex Weintz 
Subject: Re: ObamaCare/Insurance Exchange/Medicaid Constituent Update 
 
Interesting, thanks Cody!

On Nov 14, 2012, at 3:39 PM, "Cody Inman" <Cody.Inman@gov.ok.gov> wrote:

All: these numbers are from Thursday (8th) thru today at 5pm.(14th)
If you need additional numbers, let me know.
 
 

Constituent Letters and or Calls- Affordable Care Act
11/8 -- 11/14

In Favor Opposed

Letters/ Emails: Specifically citing Affordable Care Act/ObamaCare 9 25
Letters/ Emails: Specifically citing Health Insurance Exchange/Medicaid Expansion 25 42
Calls:  Referenced ObamaCare & Insurance Exchange 84
Calls: Specifically asks the governor to expand Medicaid 9
Total 43 91

 
 
 
 
 

Cody Inman
Senior Public Affairs Officer
Office of the Governor | State of Oklahoma
Honorable Mary Fallin
cody.inman@gov.ok.gov
t - (405) 521-2342
 
Gov. Fallin on Facebook:  www.facebook.com/GovernorMaryFallin
Gov. Fallin on Twitter:  www.twitter.com/GovMaryFallin
Gov. Fallin on the Web:  www.governor.ok.gov
 
Oklahoma business owners and executives:  share your input on how we can further strengthen Oklahoma's business climate by
completing the survey at www.FallinforBusiness.com.
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From: Lindsay Russell
To: margaret.whatley@finance.alabama.gov; john.katz@alaska.gov; russ.kelly@alaska.gov; cindy.sims@alaska.gov;

honor.ingels@governor.alabama.gov; rserote@az.gov; Pam.Pfeifer@LASPBS.STATE.FL.US;
JohnPatrick.Walsh ; rob.jakubik ; renee.fargason@laspbs.state.fl.us;
macarter32 ; bfulenwider@georgia.gov; ehames@georgia.gov; ts ;
sirena.ramirez@guam.gov; david.hensley@gov.idaho.gov; jkreizenbeck@gov.idaho.gov;
tammy.perkins@gov.idaho.gov; debbie ; griffin ; ahorst@sba.IN.gov;
bburdick@gov.IN.gov; cruhl@omb.in.gov; Christine.Bartel@iowa.gov; doug.hoelscher@iowa.gov;
adam.nordstrom  hedgcockm@gov.state.la.us; wags@la.gov; Jonathan.Ringo@la.gov;
mary.mayhew@maine.gov; mcbrideb@michigan.gov; muchmored@michigan.gov; tomichz@michigan.gov;
GigliottiL@michigan.gov; msanderson@governor.state.ms.us; lauren.kintner@nebraska.gov;
brian ; ryan ; bob.schwaneberg@gov.state.nj.us; dona.deleon@gov.state.nj.us;
wayne.hasenbalg@gov.state.nj.us; marissa.watkins@gov.state.nj.us; valerie.j.harr@dhs.state.nj.us;
lowell.arye@gov.state.nj.us; janelcausey ; kristacarman ; wstruble
Craig.w.butler@governor.ohio.gov; Andrew Silvestri; Katie Altshuler; aparis@state.pa.us;
jbranstett@state.pa.us; jmcallahan@state.pa.us; rebmyers@state.pa.us; lgromis ;
bnutt ; nguillemard ; sarah.echols ; twatkins ;
Intern Sam Dulik; lanier swann@mcconnell.senate.gov; jamieshuster@gov.sc.gov; jim.soyer@state.sd.us;
Will.kinzel@mail.house.gov; mark.cate@tn.gov; will.cromer@tn.gov; travisrichmond ;
katyoder 99 ; chiproytexas ; brandymarty03 ; rspendlove@utah.gov;
jeannemarie.davis@governor.virginia.gov; kristi.craig@governor.virginia.gov;
Michael.DiSabato@governor.virginia.gov; keith.gilkes@wisconsin.gov; wendy.riemann@wisconsin.gov;
eric.schutt@wisconsin.gov; ryan.murray@wisconsin.gov; Bill.Kloiber@wisconsin.gov; carol.statkus@wyo.gov

Cc: Marie Sanderson
Subject: FW: Obamacare"s Latest Waiver Program
Date: Tuesday, July 05, 2011 3:02:19 PM

FYI-
 
Lindsay Russell
Public Policy Advisor 
Republican Governors Public Policy Committee | RGA
1747 Pennsylvania Avenue, NW, Suite 250 | Washington, DC 20006
P: (202) 662-4149
 
 

From: Jacobs, Chris (RPC) [mailto:Chris_Jacobs@rpc.senate.gov] 
Sent: Tuesday, July 05, 2011 10:23 AM
To: Jacobs, Chris (RPC)
Subject: Obamacare's Latest Waiver Program
 
Late Friday afternoon, CMS released several draft payment rules for calendar year 2012.  Included
among the 2012 payment regulations was the outpatient hospital proposed rule.  That regulation
includes what The Hill described as a waiver program for certain physician-owned hospitals.  While
Obamacare prevents most physician-owned hospitals from expanding (and prohibits the
construction of new facilities), the regulation provides a process for facilities to seek exemptions to
that expansion ban.
 
CMS’ establishment of this latest waiver program makes it a good time to highlight all the other
entities who have already asked for or received waivers from portions of Obamacare:
 

Unions:  As we’ve previously reported, nearly half of the 3.2 million individuals in plans
receiving waivers from the onerous new mandates on annual and lifetime limits are
members of union plans.  There has been no official explanation from the Administration
why so many recipients of this exemption belong to union plans.  However, Vice President
Biden shed some light on this issue over the weekend, when he told a Teamsters rally that
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“Any of you guys vote Republican…don’t come to me if you do.  You’re on your own,
Jack!”
AARP:  Recent press coverage has highlighted the fact that AARP’s lucrative insurance
business was exempted from many of the law’s mandates – even though AARP claims it
never wanted to receive the exemption in the first place.
Nursing Homes:  The New York Times recently reported that the nursing home industry –
which supported Obamacare when it passed – is “working with the Administration to figure
out if there is some accommodation that can be made” when it comes to exempting nursing
homes from the costly employer mandate.
States:  A total of 12 states have already applied for waivers from the medical loss ratio
provision – three have been granted, with another nine state applications pending – on the
grounds that the regulations will cause insurance carriers to leave the marketplace.
Insurance Brokers:  On Thursday the National Association of Insurance Commissioners task
force recommended that insurance agent and broker commissions be removed from the
calculation of medical loss ratio.  Due to Obamacare’s new medical loss ratio requirements,
broker commissions have been cut so drastically that some agents have lost their jobs –
undermining Speaker Pelosi’s claim that the law would create 4 million new jobs.

 
All these developments raise one obvious question:  If Obamacare is so good, why are so many
individuals requesting waivers from it – and why is the Administration granting them?
 
Chris Jacobs
Health Policy Analyst
Republican Policy Committee
(202) 224-2946
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From: Trait Thompson
To: Katie Altshuler
Subject: FW: OHX General Stakeholder Meeting: Tulsa, 4/29/11
Date: Tuesday, April 26, 2011 11:09:33 AM
Attachments: OHX Stakeholder Agenda - April 2011.doc

TCC NE Campus Map.pdf

Katie,

 

Can you give me some information on this work group and their scope of practice given our new health

exchange plan?  On the surface, it appears as if planning is proceeding as normal for the old

exchange.  Just want to clarify because some constituents are concerned. 

 

Thanks,

Trait

 

From: Rushing, Crystal [mailto:CrystalS@health.ok.gov] On Behalf Of Oklahoma Health Insurance
Exchange
Sent: Tuesday, April 26, 2011 8:53 AM
Subject: OHX General Stakeholder Meeting: Tulsa, 4/29/11
 
 
Email Attachments:  Stakeholder Meeting Agenda & TCC Campus Map
 
Greetings Stakeholders & Interested Parties:
 
Please  join  us  Friday  for  our  monthly  General  Stakeholder  meeting  at  Tulsa Community College
(TCC)  North  East  Campus.  State  leadership  will  be  present  to  discuss  next  steps as the Advisory
Workgroups continue the planning and Exchange recommendations process.  Attached to this email
is  the  meeting  agenda  along  with  a  map  of  the  TCC campus.  Your  continued  participation  is
needed. 
 
Date/Time:         Friday, April 29, 2011 - 10:30 a.m. – 12:30 p.m.
 
Location:             Tulsa Community College NE Campus Auditorium

Main Academic Building (see attached map)
3727 E. Apache, Tulsa OK 74135

 
Alternate Site:  ODMHSAS Training Center - Rose Rock Conference Room

2401 NW 23rd Street, Suite 1F (Shepherd Mall, 2nd Floor)
Oklahoma City, OK  73107

 
Thank you!
Exchange Project Managers,
Nicole Prieto Johns & Derek Lieser
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From: Katie Altshuler
To: Katie Altshuler
Subject: Fw: OIG Exchange/PPACA Survey
Date: Tuesday, March 13, 2012 10:31:50 AM

----- Original Message -----
From: Marie Sanderson 
Sent: Tuesday, March 13, 2012 08:31 AM
To: Katie Altshuler
Cc: Andrew Silvestri; Lindsay Russell <
Subject: RE: OIG Exchange/PPACA Survey

I have not heard about this but will ping some states for you. This one hasn't come across my desk.
Lindsay?

-----Original Message-----
From: Katie Altshuler [mailto:Katie.Altshuler@gov.ok.gov]
Sent: Tuesday, March 13, 2012 8:31 AM
To: Marie Sanderson
Cc: Andrew Silvestri
Subject: OIG Exchange/PPACA Survey

Marie,

I meant to bring this up on the call yesterday and I got sidetracked. But I wanted to see how other
states are planning to respond to this survey. It is titled "States Readiness to Implement Streamlined
Eligibility and Enrollment Requirements for State Health Subsidy Programs, OEI-07-10-00530". Have
you heard anything from anyone? Can we check?
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From: Melissa Smith
To: Kaleb Bennett
Subject: FW: OK Gov is NOT ok - pushing for ObamaCare by another name
Date: Wednesday, April 20, 2011 12:08:22 PM

Melissa Smith,
Executive Assistant to
Senator Josh Brecheen
405.521.5586 phone
405.521.5629 fax
2300 Lincoln Blvd.
Oklahoma City, OK 73105

-----Original Message-----
From: Bettye McClarty 
Sent: Tuesday, April 19, 2011 9:42 PM
To: Bettye McClarty
Subject: OK Gov is NOT ok - pushing for ObamaCare by another name

Thank you, Mishela.

-----Original Message-----
From: Mishela
Sent: Tuesday, April 19, 2011 11:07 AM

Subject: OK Gov pushing for ObamaCare by another name

The Oklahoma-based health insurance network that Fallin wants developed is
nothing more than Fallin calling it another name. With this network she will
be able to plug Oklahoma right into Obamacare! Call the Heritage Foundation
or see the links I have sent you in past to understand this better. Our
state is in grave danger under the leadership of Mary Fallin. Just look at
who she just appointed to the Transportation Dept.liberal Democrat Pete
Regan. Regan is
not just any liberal Democrat, but a young rising star in the Democrat
party. Regan has been the chief of staff for Congressman Dan Boren and
according to McCarville, his other mentors include Daddy Boren, President at
OU, George Nigh, Mike Morgan, Brad Henry and yes, Mike Turpin. As McCarville
writes: "There are those who say Regan is a
Democrat-candidate-for-governor-or-Congress-in-waiting. That could mean he'
ll face a Republican nominee in the future, using his background (and
appointment by Fallin) to boost his candidacy." Pray that the Lord will
deliver our state from Mary Fallin.

Thanks,
M.

-----Original Message-----
From: Senator Dan Newberry [mailto:newberry@oksenate.gov]
Sent: Friday, April 15, 2011 4:31 PM
To: bmcclarty@cox.net
Subject: News from Oklahoma State Senate

April 15, 2011

Vol 3, Issue 10
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~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~

~~~~
~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~

~~~~

Teamwork

Oklahoma's 53rd Legislative Session Update
~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~

~~~~

Greetings!

I was pleased Governor Mary Fallin and Republican leadership in the
legislature
stood on principal this week in turning down the $54 million Early Innovator
Grant
from the federal government, choosing instead to establish an Oklahoma-based
health
insurance network. The Oklahoma Health Insurance Private Enterprise Network
will
 broaden access to affordable healthcare and prevent the establishment of a
federal
health insurance exchange in Oklahoma.  As the author of the ballot measure
that
 enabled Oklahomans to opt-out of Obamacare, I'm pleased we've found a
system that
meets our needs and protects us from this federal mandate. This plan will
give more
Oklahomans the information they need to find the best possible health plan.
It was announced this week that theLloydE.RaderCenter will be closing later
this
 year. The state of Oklahoma has been facing severe budget issues for the
past few
years. The closing of theRaderCenter is an unfortunate casualty of the
budget shortfalls.
However, this unfortunate circumstance is an opportunity for Sand Springs to
capitalize
on a national movement of companies coming to Oklahoma. We will begin to
work with
the Office of Juvenile Affairs to ensure the buildings are razed in a timely
fashion
and begin to look for economic development opportunities for the property
that will
bring much needed jobs to our community. I was pleased to hear Rader
employees would
be given the option of a transfer or voluntary buyout.
The state House of Representatives this week cast an important vote,
ensuring Oklahomans
are not forced to fund abortions when they purchase insurance. Senate Bill
547 will
ensure that standard health insurance policies sold in Oklahoma do not
include elective
abortion coverage.
The Legislature met in joint session this week to honor a very special
group. We
 convened in honor of Oklahoma's 45th Infantry Division of the Oklahoma
National
 Guard. Governor Mary Fallin along with the Legislature officially
recognized April
12th as Oklahoma's 45th Infantry Division Day. For generations, the men and
women
of the 45th have served their state and country in times of peril and in
times of
peace. Many have made the ultimate sacrifice to uphold our principals on the
field
of battle. We are forever in their debt. I was humbled to take part in this
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ceremony
to honor their legacy.
~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~

~~~~

As always, I'll be keeping you up to date on the progress of Legislation
throughout
the session, and I welcome your thoughts and input on state government.
Please feel free to contact our office at anytime - 405.521.5600or you can
email
 me at Newberry@OkSenate.gov

Sincerely,
Dan Newberry
Oklahoma State Senate

Representing District 37
Newberry@Oksenate.gov

In This Issue

Senate Highlights

~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~

~~~~

Quick Capitol Links

Official Senate Page
[http://r20.rs6.net/tn.jsp?llr=4bivvgdab&et=1105191170818&s=354&e=0011GZZxBE
ZlgST0GdazW0EfiwWICo-XbWl-uoIcZXxT4sHMmx1XHLbJYIjVnOrNTcG6A8RqNbsIOw4Aq_YE1Q
oXu7g9JgvkRYvN6t3ao4q8sqa85WBflfA7B46GRcYgyc1PBJsO1aaTqqrLPIjGJJah3psF5kId2x
haradY4m5Hys=]
Bill Tracking
[http://r20.rs6.net/tn.jsp?llr=4bivvgdab&et=1105191170818&s=354&e=0011GZZxBE
ZlgSwEph1TVRfrzQv1Zy956yKBGpWED5Cx3JbcMkMRm_pLxxe3j2gpLJBYR45jYsmxDzM4kI343T
9FnFXrrdFEop10buMKw1LFh73R2pJgp5sWo6dJ9_Kg1CM72gGGAzRBQg=]
Find Your Senator
[http://r20.rs6.net/tn.jsp?llr=4bivvgdab&et=1105191170818&s=354&e=0011GZZxBE
ZlgR0JH2GJTwdxQYyieNZkE0qQe_qV7wgfbce7VS15eWd3t49p12sYX2eqtUDvFcT3KYkvNQTr5e
HNbVAeLKumSKT8NbUVTM_H25mEb9hn5jzHx6LoU7-khoQ0l33QJy1f3M=]
~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~

~~~~

Quick Media Links

Press Releases
[http://r20.rs6.net/tn.jsp?llr=4bivvgdab&et=1105191170818&s=354&e=0011GZZxBE
ZlgRy0odJ9xVchBnNrH7hESjd8g2jO8XdS1qJfhFz5ZA2As_zQnej5RxP7m7wqtBVXa8XhG87nVI
4ksYT31Piar9gQ6EKOvqyK7qT8COHqVz3tWnUaMTjJfy2D0PhK3FtC-RGeFvkW30cEsdtR9InqsL
73ThmDqX4fLBEG_NXAYItwYpT8MT_2S1O]
Audio Clips
[http://r20.rs6.net/tn.jsp?llr=4bivvgdab&et=1105191170818&s=354&e=0011GZZxBE
ZlgRyj4SlBLNChYtywczQX99R4SZsHpifU87hDuVwjtDTNaQaGLYnVgO7gLZLVnwWSVlqhuT3674
_jvD0JGnS6T_dII-iwoZuGcC-FmQsrKLsAeycH-xoTxHMyh185JxuGA-LXNst1DWkuuR4XrTFz7Z
DdGDYHn5pO5bIa6gNh8PyqPEFsjTzgDv0UL_qDszaXVc=]
Newberry on Facebook!
[http://r20.rs6.net/tn.jsp?llr=4bivvgdab&et=1105191170818&s=354&e=0011GZZxBE
ZlgShcpZgspYJLiHBUEuFefPkSWzTzNxx_BLHwPaWYp9cuu-c9lbky9uPsHphzBaKnqDIXbUJmo2
raJZb7UkZzkgQ6Eiwq5OHx44d4P6ZvShDhexCQp28-PaMH2jEaablJKn7iByRUb6QOnQOf4XIWDh
8n0UbA2zLYTn5v68CLjaOE6UOx2BkaidySTgzBp4lSbs=]
~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~

~~~~

Eggs Over Issues
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You are invited to join me once each month during the 2011 Legislative
Session to
get the inside scoop on the hot issues at the State Capitol. These meetings
are
held from 7:30-8:30 a.m. and are open to the public. Breakfast will not be
provided,
but we encourage you to have an egg or two. Please see the following
schedule for
the day and location of your area Eggs Over Issues. Hope to see you there!
Glenpool - 1st Friday of the month
IHOP, 12101 Waco Avenue
Jenks - 2nd Friday of the month
Reasor's Cafe, 220 S Elm Street
Sand Springs - 3rd Friday of mo.
Crescent Cafe, 3417 S Hwy 97
Bixby - 4th Friday of the month
Hampton Inn, 104th and Memorial
~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~

~~~~

Join our Mailing List!
[http://visitor.constantcontact.com/email.jsp?m=1102956896319]

~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~

~~~~
Forward email
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mcclarty@cox.net&a=1105191170818
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&se=001UiGhl8BfKMI%3D&t=001iYclOti528CorDbr3IzOig%3D%3D&llr=4bivvgdab
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From: Denise Northrup
To: Katie Altshuler
Subject: FW: OK Representation
Date: Monday, July 16, 2012 3:38:25 PM
Attachments: Perfect Storm .docx

Haven’t read yet...

-----Original Message-----
From: denisenorthrup@
Sent: Monday, July 16, 2012 3:19 PM
To: Denise Northrup
Subject: Fw: OK Representation

Sent via BlackBerry by AT&T

-----Original Message-----
From: Ed Goeas 
Date: Mon, 16 Jul 2012 15:07:37
To: denisenorthrup
Subject: FW: OK Representation

Crap, I thought I had sent this out last week, but found it in my drafts.  Was going to add some
commentary, but figured I had better get it to you!.  On the road to NH tomorrow.  Can we talk about
this Wednesday?  Thanks, Ed

Ed Goeas
President/CEO
The Tarrance Group
201 North Union Street
Suite 410
Alexandria, VA 22314
703 684-6688

-----Original Message-----
From: Deborah Hohlt ]
Sent: Wednesday, July 11, 2012 1:43 PM
To: Ed Goeas
Subject: OK Representation

Thanks again Ed. 

It has certainly been an honor to represent Indiana Governor Mitch Daniels but also a learning
experience well beyond my expectations.  The "Hall of States" group is a lobbying powerhouse all to
themselves and I've gained an important understanding of the issues specific to state governments, the
individuals who represent them here in Washington and policymakers on the Hill and in the
Administration.  Building coalitions within state governments in addition to representing issues with a
narrow focus on one state are the cornerstones of my eight years of service.  I believe I am a leader
within the NGA network and have mentored many new state directors who have come on board during
the Daniels Administration.

My role for the state of Indiana has included work for all Indiana Cabinet agencies, representing the
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State's position with Congress, the Administration and federal agencies as well as with the National
Governors Association and Midwest Governors Association.  As an independent contractor, I am also
able to represent Governor Daniels with the Republican Governors Association.  Major issues we have
worked on include advocacy against ObamaCare while researching the issues surrounding
implementation based on cost of the Medicaid expansion and state-run exchanges; submission and
approval of an 1115 Medicaid waiver establishing the Healthy Indiana Plan; executive branch approval
and Congressional oversight of the state's modernized welfare eligibility system; secured legislative
language to streamline the statewide workforce organization and an additional carve out for Indiana's
Unemployment Insurance program; passage of the latest highway bill with a fair and balanced funding
formula and no language penalizing Indiana's unique public-private partnership, Major moves.  We have
fought the EPA and other federal agencies on unnecessary regulations and strongly supported the
Keystone Pipeline.  We staff every visit of the Governor and Cabinet officials from planning to on-the-
ground execution of the schedule.  Working with the Indiana business community, we support issues of
importance to their job-creation efforts.

Based on decades of Washington experience, I am able to efficiently and effectively communicate and
advocate the state's priorities across the full spectrum of national constituencies including policymakers,
opinion leaders and media.  We build key internal relationships with state government officials in the
Governors office and within agencies to ensure focus on issues of importance with measurable results. 
My contacts are extensive in terms of partnering, where necessary, with bi-partisan subject and policy
experts as well as coordinating their efforts.

The State of Indiana has always maintained a DC presence through contracting with an outside
lobbyist.  Many other states follow this model (such as PA, NV, MN, ND, KS) as it is cost effective and
far more flexible.  My contract with the State of Indiana is for $22,000/month plus out of pocket
expenses (primarily cabs and pre-approved trips to Indianapolis).  My retainer has been consistent
throughout the Daniels'
tenure with no fee increases.   The cost is spread across all Cabinet
agencies.  Unlike a state-based office, with long-term real estate leases, creation of new FTEs and the
accrued benefits, Indiana and a growing number of states find contracting an effective way to stay
engaged in Washington, DC on policy and politics.  In addition to myself, a young attorney on my team,
assists with the state account and we are both registered lobbyists for the State of Indiana.
I have attached a document, The Perfect Storm, which outlines the many issues facing the 2012 Lame
Duck session and new Congress in 2013.  With sequestration having a direct impact on states, especially
those with significant defense investments, engagement in federal relations is even more important than
ever.  Containing health care costs will continue to dominate state budges and federal policymakers for
years ahead, regardless of decisions related to ObamaCare.  Tax reform and its impact on state financial
instruments will likely be on the table in 2013.  Budget pressure will continue to be pushed to state
governments and the work of Governors to pursue program flexibility in exchange for decreased funding
is critical.

Although in her first term, Governor Fallin has the reputation as a national party leader and I would
welcome the opportunity to assist the state of Oklahoma and the Governor.  As a member of the NGA
Executive Committee, having an active DC representative is crucial.  Republican Governors staff look to
Executive Committee staff for issue coordination, message points and early warnings.  I would be
pleased to put together a formal proposal that would meet the specific needs of the State of Oklahoma.

Again, many thanks for your interest.

Debbie

Deborah Hohlt

202-624-1474 (office)

On 7/9/12 7:05 AM, "Ed Goeas" <egoeas@tarrance.com> wrote:
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>Debbie, they most definitely want to do this and had great things to
>say about you!  What they asked me to do is get a ballpark figure to
>make this happen, without having you go to the trouble to write a full
>proposal. They do not have this in the budget but had several ideas on
>funding, so wanted to know how much they may be needing to go after.
>Does that make sense to you?
>I'm currently on a plane to NV, but have email.   Thanks, Ed
>__________________ ______
>From: Deborah Hohlt 
>Sent: Monday, July 09, 2012 6:27 AM
>To: Rick Hohlt; Ed Goeas
>Subject: Re: Debbie following up on representing OK--Ed's call to me
>
>Thanks Ed.  I spent some time with Denise and Katie in AZ a few weeks
>ago at the RGA event.  They are great.  Would love to work with them.
>Let me know any specifics they are looking for and happy to get
>something to you asapŠ.
>Deborah Hohlt

(cell)
>202-624-1474 (office)
>
>
>
>
>On 7/9/12 6:15 AM, "Rick Hohlt"  wrote:
>
>>Ed I told Debbie yesterday of our conversation,,k,,that you have
>>gotten the State Of Ok interested in hiring Debbie, that she needs to
>>do a proposal!!!! Debbie said GREAT NEWS!!
>>
>>it is best for both of you to email each other reference the specifics
>>f what you wanted Ed and of what you Debbie all rady know fo the OK
>>interest.
>>
>>Thank you Ed very much
>>
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From: Mark McCullough
To: Jonathan Buxton; Brian Downs; Katie Altshuler
Subject: FW: NYT Obamacare Article
Date: Monday, February 27, 2012 11:49:48 AM

Just thought ya'll might want to take a look at this. Informative. Prophetic? 
Mark

From: Mark McCullough <mark.mccullough@okhouse.gov>
Date: Mon, 27 Feb 2012 10:31:33 -0600
To: Republican Legislators <RepublicanLegislators@hs1.lsb.state.ok.us>
Subject: NYT Obamacare Article

Colleagues,
Here is a fairly balanced article out in the NYT's today that talks 
about the difficulties that many states are facing in how to respond 
to Obamacare. I had a long talk with the reporter. (It was my 
impression that he really did not know what we were dealing out here 
in the heartland, and was willing to listen). They mention Oklahoma, 
among other states. It is very interesting to see what other states 
are, and are not doing. It mainly centers on the contentious topic 
of whether or not to enact an exchange - compliant or not. Nice to 
see we are not the only ones struggling with this issue. 
Very Respectfully,
Mark McCullough

NYT - February 27, 2012
 
 
Many States Take a Wait-and-See Approach on New Insurance Exchanges
 
 
By ROBERT PEAR
 
 
     WASHINGTON -- States are lagging in the creation of health
insurance exchanges, the supermarkets where millions of consumers 
are
supposed to buy subsidized private coverage under President Obama's
health care overhaul.
 
 
Many states are waiting for a Supreme Court decision or even the
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November election results, to see whether central elements of the 
new
law might be overturned or repealed. But that will be too late to
start work. By Jan. 1, 2013, the Obama administration will decide
whether each state is ready to run its own exchange or whether the
federal government should do the job instead.
 
 
Republican governors and state legislators across the country are
split. Some want to set up rudimentary exchanges with limited 
features
-- as a defensive tactical maneuver -- rather than cede control to
Washington. More-conservative Republicans do not want to do anything
at all.
 
 
After a great deal of bickering and bargaining, the insurance
exchanges emerged as a centerpiece of the 2010 health care law,
crucial to achieving Mr. Obama's promise of affordable coverage for
all Americans.
 
 
The issue was a major topic of discussion over the weekend at the
winter meeting of the National Governors Association here, and it is
expected to come up Monday when governors meet with Mr. Obama at the
White House.
 
 
Gov. Dave Heineman of Nebraska, a Republican who is chairman of the
governors association, said his state would not ''default to the
federal government.'' But he said ''it would be a costly mistake to
spend millions of taxpayer dollars'' building an exchange before the
Supreme Court issues its decision in a challenge to the health care
law, which is expected in late June.
 
 
''Let's just wait,'' Mr. Heineman said.
 
 
A handful of states, including California, Connecticut, Maryland,
Oregon, Rhode Island, Vermont and Washington, are moving at a brisk
pace to establish exchanges.
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In Washington, State Senator Karen L. Keiser, a Democrat who is
chairwoman of the Senate health care committee and a leader of the
National Conference of State Legislatures' health committee, said:
''Since 2010, many states that were making solid progress, like Iowa
and Maine, have gotten stymied. The Tea Party set back health care
reform in states where its members were most active.''
 
 
State Representative Gregory D. Wren of Alabama, a Republican who is
co-chairman of the health reform task force of the conference of 
state
legislatures, said he was distressed to see states postpone action.
''The sands in the hourglass are slipping away across the country,''
he said.
 
 
Mr. Wren has introduced a bill to create an Alabama exchange, but he
said that Gov. Robert Bentley, a Republican and a dermatologist, was
''taking a wait-and-see approach, to see what the Supreme Court
says.''
 
 
Research by the nonpartisan Urban Institute found that 14 states had
made significant progress in creating exchanges, 16 had made little 
or
no progress and 20 were somewhere in between.
 
 
Paradoxically, said one of the researchers, Matthew Buettgens,
''states making the least progress could benefit the most,'' because
they have large numbers of uninsured residents.
 
 
In another curious twist, insurance companies, which battled Mr. 
Obama
over health care in 2009 and 2010, are now urging state officials to
set up exchanges. They generally prefer state regulation, and they
stand to gain because the United States Treasury will send subsidy
payments directly to insurers on behalf of low- and moderate-income
people who enroll in health plans offered through an exchange.
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''Insurance companies are making planning and investment decisions
around the Affordable Care Act,'' said Representative Joe Courtney,
Democrat of Connecticut. ''They want to make sure the exchanges
work.''
 
 
The federal government has given out more than $600 million to help
states establish exchanges, but states must figure out how to pay 
the
operating costs.
 
 
Kathleen Sebelius, the secretary of health and human services, said:
''States continue to go at their own pace as they set up their
exchanges. This is a natural result of a process that gives states
maximum flexibility.''
 
 
Proponents, including Gov. Andrew M. Cuomo of New York, a Democrat,
say the exchanges will simplify the purchase of insurance and cut
costs by increasing competition. Each exchange will have a Web site
where consumers and small businesses can compare insurance prices 
and
benefits.
 
 
Information technology will be the backbone of every exchange. The
complexity of the computer systems needed to verify eligibility,
enroll consumers, calculate subsidies and connect the exchange to
state Medicaid agencies has slowed work in some states.
 
 
 
State officials, who are cutting budgets to cope with fiscal 
problems,
are often reluctant to spend state revenues.
 
 
In Pennsylvania, Gov. Tom Corbett, a Republican, has received $34
million in federal money to develop contingency plans for an 
exchange
even as he denounces the federal law as unconstitutional. A state-
run
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exchange would allow Pennsylvania to ''control its own 
destiny,''said
the state insurance commissioner, Michael F. Consedine.
 
 
In New Hampshire, Gov. John Lynch, a Democrat, was eager to set up 
an
exchange. But state legislators blocked the idea and forced the
insurance commissioner to return $666,000 provided by the federal
government for a state-run exchange. ''If the federal government 
sets
up an exchange here in New Hampshire, we will not be 
complicit,''said
State Representative Neal M. Kurk, a Republican.
 
 
In Oklahoma, State Representative Mark E. McCullough, a Republican,
wanted to set up an exchange ''as a defensive maneuver, so we could
maintain as much control as possible.'' But the proposal touched off 
a
furious debate. ''We are arguing whether to set up a noncompliant
exchange or just sit tight and do nothing.'' Mr. McCullough said
 
 
In Iowa, State Senator Jack Hatch, a Democrat, is leading efforts to
create an exchange. But his bill has only ''a one-in-four shot of
being passed,'' he said.
 
 
''Consumer groups, insurance brokers, Democratic legislators and
moderate Republicans would like to set up an exchange,'' Mr. Hatch
said. ''But they are being held up by radical conservatives, a Tea
Party group, who don't want to do anything.''
 
 
Mr. Hatch said that Gov. Terry E. Branstad, a Republican, was
''hiding, remaining silent because he's afraid to go up against the
conservative wing of his party.''
 
 
Tim J. Albrecht, a spokesman for Mr. Branstad, said: ''That's simply
untrue. If Obamacare is forced on the states, we will be ready. But 
no
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state legislation is needed this year.''
 
 
Wisconsin began planning an exchange last year under an executive
order issued by Gov. Scott Walker, a Republican. But he repealed his
own order last month and told state officials to stop work on the
exchange.
 
 
Florida, which is leading the court challenge to the new law by 26
states, has not made any commitment to set up an exchange and is
''taking a wait-and-see approach,'' said Jack McDermott, a spokesman
for the Florida Office of Insurance Regulation.
 
 
Texas is also taking a hard line. ''Gov. Rick Perry believes that 
the
federal health care law is unconstitutional, misguided and
overreaching,'' said his spokeswoman, Lucy Nashed. ''Because of 
that,
there are no plans to implement an exchange in Texas.''
 
 
In Michigan, Gov. Rick Snyder, a Republican, has urged the 
Legislature
to create an exchange. But his request has stalled in the
Republican-led House, where Speaker Jase Bolger says he wants to 
wait
for the Supreme Court ruling.
 
 
In Ohio, Democrats have introduced legislation to create an 
exchange.
But State Senator Michael J. Skindell, the sponsor of the Senate 
bill,
said that Gov. John R. Kasich, a Republican, and Republicans who
control both houses of the Legislature ''are not doing anything with
regard to development of an exchange.''
 
 
Lt. Gov. Mary Taylor, a Republican who is director of the Ohio
Insurance Department, said, ''The Obama administration has not 
issued
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clear guidance on how either a federal or state exchange will 
work.''
 
 
Bills to create exchanges are gaining momentum in New York and New
Jersey. Connecticut established an exchange last year.
 
NOTICE: The information in this email is confidential, legally privileged, and exempt from disclosure under 
law. It is intended solely for the addressee. Access to this email by anyone else is unauthorized. If you are 
not the intended recipient, any disclosure, copying, distribution or any action taken or omitted to be taken 
in reliance on it, is prohibited and unlawful. The Oklahoma House of Reps does not warrant any e-mail 
transmission received as being virus free, and disclaims any liability for losses or damages arising from the 
use of this e-mail or its attachments. Recipients of e-mail assume the risk of possible computer virus 
exposure by opening or utilizing the e-mail and its attachments, and waive any right or recourse against 
the House by doing so.
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From: francoise l wilson
To: Karen Schwartz
Subject: Fw: Obama May Be in Trouble
Date: Wednesday, May 16, 2012 5:12:13 PM

 
----- Original Message -----

From: Edward/shirley

To: Undisclosed-Recipient:;

Sent: Friday, May 11, 2012 8:33 PM

Subject: Fw: Obama May Be in Trouble

 
----- Original Message -----

 

Sent: Thursday, May 10, 2012 6:28 AM

Subject: Obama May Be in Trouble

Obama May be in Trouble

This is probably the most refreshing news since Obama took office. I hope 
and pray that it comes to pass.

Obama May Be In Deep Trouble...with Chief Justice John Roberts, U.S. 
Supreme Court.

According to sources who watch the inner workings of the
federal government, a smack-down of Barack Obama by the U.S. Supreme
Court may be inevitable.

Ever since Obama assumed the office of President, critics
have hammered him on a number of Constitutional issues. Critics have
complained that much, if not all of Obama's major initiatives run
headlong into Constitutional roadblocks on the power of the federal
government. Obama certainly did not help himself in the eyes of the
Court when he used the venue of the State of the Union address early
in the year to publicly flog the Court over its ruling that the First
Amendment grants the right to various organizations to run political
ads during the time of an election. The tongue-lashing clearly did not
sit well with the Court, as demonstrated by Justice Sam Alito, who
publicly shook his head and stated under his breath, 'That's not
true,' when Obama told a flat-out lie concerning the Court's ruling.
As it has turned out, this was a watershed moment in the relationship
between the executive and the judicial branches of the federal
government. Obama publicly declared war on the court, even as he
blatantly continued to propose legislation that flies in the face of
every known Constitutional principle upon which this nation has stood
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for over 200 years.

Obama has even identified Chief Justice John Roberts as
his number one enemy, that is, apart from Fox News and Rush Limbaugh,
Beck, Hannity, and so on. And it is no accident that the one
swing-vote on the court, Justice Anthony Kennedy, stated recently
that he has no intention of retiring until 'Obama is gone.'
Apparently, the Court has had enough. The Roberts Court has signaled,
in a very subtle manner, of course, that it intends to address the
issues about which Obama critics have been screaming to high heaven. A
ruling against Obama on any one of these important issues could
potentially cripple the Administration. Such a thing would be long
overdue.

First, there is ObamaCare, which violates the
Constitutional principle barring the federal government from forcing
citizens to purchase something. And no, this is not the same thing as
states requiring drivers to purchase car insurance, as some of the
intellectually-impaired claim. The Constitution limits the FEDERAL
government, not state governments, from such things, and further, not
everyone has to drive, and thus, a citizen could opt not to purchase
car insurance by simply deciding not to drive a vehicle. In the
ObamaCare world, however, no citizen can 'opt out.'

Second, sources state that the Roberts court has quietly
accepted information concerning discrepancies in Obama's history that
raise serious questions about his eligibility for the office of
President. The charge goes far beyond the birth certificate issue.
This information involves possible fraudulent use of a Social Security
number in Connecticut , while Obama was a high school student in
Hawaii.

And that is only the tip of the iceberg.

Third, several cases involving possible criminal activity,
conflicts of interest, and pay-for-play cronyism could potentially
land many Administration officials, if not Obama himself, in hot water
with the Court. Frankly, in the years this writer has observed
politics, nothing comes close to comparing with the rampant corruption
of this Administration, not even during the Nixon years. Nixon and
the Watergate conspirators look like choirboys compared to the jokers
that populate this Administration.
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In addition, the Court will eventually be forced to rule
on the dreadful decision of the Obama DOJ suing the state of Arizona .
That, too, could send the Obama doctrine of open borders to an early
grave, given that the Administration refuses to enforce federal law on
illegal aliens.

And finally, the biggie that could potentially send the
entire house of cards tumbling in a free-fall is the latest revelation
concerning the Obama-Holder Department of Justice and its refusal to
pursue the New Black Panther Party. The group was caught on tape
committing felonies by attempting to intimidate Caucasian voters into
staying away from the polls. A whistle-blower who resigned from the
DOJ is now charging Holder with the deliberate refusal to pursue cases
against Blacks, particularly those who are involved in radical
hate-groups, such as the New Black Panthers, who have been caught on
tape calling for the murder of white people and their babies. This one
is a biggie that could send the entire Administration crumbling--that
is, if the Justices have the guts to draw a line in the sand at the
Constitution and the Bill of Rights.

It is no wonder Americans of every race
and political persuasion are disgusted with our Federal Government, it
is not hard to understand the mistrust and the disgust. Obama and his
administration should be impeached and the quicker the better. Obama
only knows the blame game, now it is the Tea Party that caused him to
spend our country into debt so deep it may never recover. He is a
President that had a super majority in both houses until last
November. And because of that he jammed pork barrel projects and
spending of every kind of an entitlement bill one can't imagine along
with Obama Care down our throats with spending that is unattainable.
He is borrowing 42 cents on every dollar we owe and spend, wake up
America we have become a third world communist country.

 God is still on the throne, and prayer changes things!
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From: Andrew Silvestri
To: Alex Weintz; Aaron Cooper
Cc: Katie Altshuler
Subject: FW: Obamacare Anniversary Action Items
Date: Thursday, March 17, 2011 12:44:14 PM

FYI
 

From: Lindsay Russell  
Sent: Thursday, March 17, 2011 10:58 AM
To: Seth Levey; john.katz@alaska.gov; russ.kelly@alaska.gov; lgromis ; macarter32
RSerote@az.gov; Adam.nordstrom ; Rob.Jakubik
bfulenwider@georgia.gov; ehames@georgia.gov; brandymarty03  dhiowa
jabot10 ; jboeyink34@ ; travisrichmond ; wkloiber ;
David.Hensley@gov.idaho.gov; jkreizenbeck@gov.idaho.gov; Tammy.Perkins@gov.idaho.gov; Andrew
Silvestri; Katie Altshuler; JamieShuster@gov.sc.gov; tedpitts@gov.sc.gov; hedgcockm@gov.state.la.us;
bob.schwaneberg@gov.state.nj.us; Dona.DeLeon@gov.state.nj.us; Wayne.Hasenbalg@gov.state.nj.us;
michael.ciamarra@governor.alabama.gov; Candice Whitfield; eric.finkbeiner@governor.virginia.gov;
Jeannemarie.Davis@governor.virginia.gov; kristi.craig@governor.virginia.gov;
Michael.DiSabato@governor.virginia.gov; sirena.ramirez@guam.gov; debbie ;
griffin@  wstruble ; wags@la.gov; Renee.Fargason@laspbs.state.fl.us;
kristacarman  Will.Kinzel@mail.house.gov; mary.mayhew@maine.gov;
brandi_white@mcconnell.senate.gov; Lanier_Swann@mcconnell.senate.gov; blackwellr2@michigan.gov;
chadderdona@michigan.gov; mcbrideb@michigan.gov; muchmored@michigan.gov;
tomichz@michigan.gov; Lauren.Hill@nebraska.gov; brian  ryan ;
nguillemard ; sarah.echols ; Mike Schrimpf; ts@ ;
Bkanzeg ; aparis@state.pa.us; jbranstett@state.pa.us; jmcallahan@state.pa.us;
ktartaglia@state.pa.us; rebmyers@state.pa.us; Jim.Soyer@state.sd.us; MKennicott ;
Mark.Cate@tn.gov; Will.Cromer@tn.gov; Bnutt ; RSPENDLOVE@utah.gov;
EMainigi ; bill.kloiber@wisconsin.gov; Carol.Statkus@wyo.gov; katyoder_99
pjpgator
Cc: Marie T. Sanderson
Subject: Obamacare Anniversary Action Items
 
As you may know Wednesday March 23, 2011 marks the one year anniversary of the passage of
Obamacare. States, more than any other entity stand to lose the most from this costly and
constitutionally overreaching legislation.   
This morning representatives from several Governors’ offices joined in on a conference call to
provide the RGPPC with ideas and commentary on potential action items for Wednesday. The
following is a summary of the conversation. 
All in attendance wholeheartedly agreed that it is of utmost importance that each Governor does
something. Republican Governors currently hold center stage and there is no better time than the
anniversary of Obamacare to effectively communicate the overwhelming negative impact it has and
will continue to have on our states.  The following are some specific action items that some
Governors are planning for Wednesday:
 
1) States to message individually:   
Press Conferences

·         With congressional delegation

·         With respected health care officials 
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·         With impacted businesses  

·         With Lt. Governors and other elected officials

Opinion Editorial

·         Getting published locally and nationally- RGA can help if needed

·         Editorials written in conjunction with congressional delegation

·         Encouraging health care professionals to submit op-eds

Please feel free to email me or Marie with any other suggestions or comments regarding action
items for Wednesday. 
2) Coordinated RGPPC Effort 
 
The RGPPC in conjunction with the RGA would like to put out a press release of our own on
Wednesday. We envision the document to have a quote from every Republican Governor about the
effects that Obamacare has had on each individual state.  You can lift or prepare such quotes from
the actions you are already considering for next week. Please email to Mike Schrimpf (3/22) by
Tuesday of next week.   Mike’s email is mschrimpf@rga.org.    
 
Lindsay Russell
Public Policy Advisor 
Republican Governors Association | RGPPC
1747 Pennsylvania Avenue, NW, Suite 250 | Washington, DC 20006

 | www.rga.org
 

--
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From: 

To: 
Subject: 
Date: 

Scott Mason 

Alex Weintz: Katie Altshuler: Denise Northrup 

Fw: Obamacare Still Vulnerable 

Friday, November 16, 2012 11:34:20 AM 

Thought this was interesting. Saw it online this morning- wanted to pass it on. 
Scott Mason 
Office of the Governor 
State of Oklahoma 

via AT&T BlackBerry 

----- Original Message -----
From: W. Scott Mason 
Sent: Friday, November 
To: Scott Mason 
Subject: Fw: Obamacare Still Vulnerable 

Sent via BlackBerry by AT&T 

-----Original Message----
From: "W. Scott Mason" 
Date: Fri, 16 Nov 2012 
To: Mary Fall 
Reply-T 
Subject: 

Obamacare Is Still Vulnerable 

by Michael F. Cannon 

This article appeared in National Review {Online) on November 9, 2012. 

PRINT PAGE 

President Obama has won reelection, and his administration has asked state officials to decide by 
Friday, November 16, whether their state will create one of Obamacare's health-insurance "exchanges." 
States also have to decide whether to implement the law's massive expansion of Medicaid. The correct 
answer to both questions remains a resounding no. 

State-created exchanges mean higher taxes, fewer jobs, and less protection of religious freedom. States 
are better off defaulting to a federal exchange. The Medicaid expansion is likewise too costly and risky a 
proposition. Republican Governors Association chairman Bob McDonnell (R.,Va.) agrees, and has 
announced that Virginia will implement neither provision. 

There are many arguments against creating exchanges. 

Rrst, states are under no obligation to create one. 

Second, operating an Obamacare exchange would be illegal in 14 states. Alabama, Arizona, Georgia, 
Idaho, Indiana, Kansas, Louisiana, Missouri, Montana, Ohio, Oklahoma, Tennessee, Utah, and Virginia 
have enacted either statutes or constitutional amendments (or both) forbidding state employees to 
participate in an essential exchange function: implementing Obamacare's individual and employer 
mandates. 
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Third, each exchange would cost its state an estimated $10 million to $100 million per year,
necessitating tax increases.

Fourth, the November 16 deadline is no more real than the "deadlines" for implementing REAL ID,
which have been pushed back repeatedly since 2008.

Fifth, states can always create an exchange later if they choose.

Sixth, a state-created exchange is not a state-controlled exchange. All exchanges will be controlled by
Washington.

Seventh, Congress authorized no funds for federal "fallback" exchanges. So Washington may not be
able to impose Exchanges on states at all.

Eighth, the Obama administration has yet to provide crucial information that states need before they can
make an informed decision.

Ninth, creating an exchange sets state officials up to take the blame when Obamacare increases
insurance premiums and denies care to the sick. State officials won't want their names on this
disastrous mess.

Tenth, creating an exchange would be assisting in the creation of a "public option" that would drive
domestic health-insurance carriers out of business through unfair competition.

Eleventh, Obamacare remains unpopular. The latest Kaiser Family Foundation poll found that only 38
percent of the public supports it.

Twelfth, defaulting to a federal exchange exempts a state's employers from the employer mandate — a
tax of $2,000 per worker per year (the tax applies to companies with more than 59 employees, but for
such companies that tax applies after the 30th employee, not the 59th). If all states did so, that would
exempt 18 million Americans from the individual mandate's tax of $2,085 per family of four. Avoiding
those taxes improves a state's prospects for job creation, and protects the conscience rights of
employers and individuals whom the Obama administration is forcing to purchase contraceptives
coverage.

Finally, rejecting an exchange reduces the federal deficit. Obamacare offers its deficit-financed subsidies
to private health insurers only through state-created exchanges. If all states declined, federal deficits
would fall by roughly $700 billion over ten years.

For similar reasons, states should decline to implement Obamacare's Medicaid expansion. The Supreme
Court gave states that option. All states should exercise it.

Medicaid is rife with waste and fraud. It increases the cost of private health care and insurance, crowds
out private health insurance and long-term-care insurance, and discourages enrollees from climbing the
economic ladder. There is scant reliable evidence that Medicaid improves health outcomes, and no
evidence that it is a cost-effective way of doing so.

My colleague Jagadeesh Gokhale estimates that expanding Medicaid will cost individual states up to $53
billion over the first ten years. That's before an emboldened President Obama follows through on his
threats to shift more Medicaid costs to states.

Neither the states nor the federal government have the money to expand Medicaid. If all states politely
decline, federal deficits will shrink by another $900 billion.

Now is not the time to go wobbly. Obamacare is still harmful and still unpopular. The presidential
election was hardly a referendum, as it pitted the first person to enact Obamacare against the second
person to enact it. Since the election, many state officials are reaffirming their opposition to both
implementing exchanges and expanding Medicaid.
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If enough states do so, Congress will have no choice but to reopen Obamacare. With a GOP-controlled
House, opponents will be in a much stronger position than they were when this harmful law was
enacted.
Sent via BlackBerry by AT&T
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From: Denise Northrup
To: Katie Altshuler; Alex Weintz
Subject: FW: ObamaCare
Date: Monday, March 14, 2011 9:53:18 AM

Not sure where this exact text is from but it gives you an idea of where the misinformation is
coming from .
 

From: Joe Peters Sr. (Office)  
Sent: Saturday, March 12, 2011 11:34 AM
To: Denise Northrup
Subject: ObamaCare
 
Hi, Denise – What is the Governor’s side on this?  It is an excerpt from a blurb by the OK Tea Party

and presents quite a different picture than the (partisianship aside) sugar coating Speaker Steele puts

on it.  I have my own arguments with the excesses of certain pronouncements of the OK Tea Party,

but they do raise points to think about.  OBamaCare should be snuffed out in its entirety as an

example to all of what we will do to obscene excesses of the government.  Then we can start over with

some functional ideas.

 

Joe Peters

 

 

 

 

However, what the RINO's have done to us (including our 'anti-ObamaCare Governor Fallin) is to

ignore what we the voters wanted and are instead implementing ObamaCare through the back door. 

When Mary Fallin accepted the $54 Million bribe, she basically locked us into this terminal path.  The

Snakes like Kris Steele in the house and Sen. Bill Brown in the Senate are writing legislation RIGHT

NOW to Trap YOU into ObamaCAre. 
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From: Cody Inman
To: Marcia Crawford; Kandi Batts
Subject: FW: ObamaCare/Insurance Exchange/Medicaid Constituent Update
Date: Thursday, November 15, 2012 10:38:08 AM

 
 

From: Cody Inman 
Sent: Wednesday, November 14, 2012 5:46 PM
To: Denise Northrup
Subject: Re: ObamaCare/Insurance Exchange/Medicaid Constituent Update
 
I agree. I thought it would be more leveraged to one side.
 

From: Denise Northrup 
Sent: Wednesday, November 14, 2012 05:44 PM
To: Cody Inman 
Cc: Katie Altshuler; Alex Weintz 
Subject: Re: ObamaCare/Insurance Exchange/Medicaid Constituent Update 
 
Interesting, thanks Cody!

On Nov 14, 2012, at 3:39 PM, "Cody Inman" <Cody.Inman@gov.ok.gov> wrote:

All: these numbers are from Thursday (8th) thru today at 5pm.(14th)
If you need additional numbers, let me know.
 
 

Constituent Letters and or Calls- Affordable Care Act
11/8 -- 11/14

In Favor Opposed

Letters/ Emails: Specifically citing Affordable Care Act/ObamaCare 9 25
Letters/ Emails: Specifically citing Health Insurance Exchange/Medicaid Expansion 25 42
Calls:  Referenced ObamaCare & Insurance Exchange 84
Calls: Specifically asks the governor to expand Medicaid 9
Total 43 91

 
 
 
 
 

Cody Inman
Senior Public Affairs Officer
Office of the Governor | State of Oklahoma
Honorable Mary Fallin
cody.inman@gov.ok.gov
t - (405) 521-2342
 
Gov. Fallin on Facebook:  www.facebook.com/GovernorMaryFallin
Gov. Fallin on Twitter:  www.twitter.com/GovMaryFallin
Gov. Fallin on the Web:  www.governor.ok.gov
 
Oklahoma business owners and executives:  share your input on how we can further strengthen Oklahoma's business climate by
completing the survey at www.FallinforBusiness.com.
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From: 

To: 

Cc: 
Subject: 
Date: 

FYI-

Michaei.DiSabato@qovernor.virginia.gov; keith.gilkes@wisconsin.gov; wendy.riernann@wisconsin.gov; 
eric.schutt@wisconsin.gov; rvan.murray@wisconsin.gov ; Biii.Kioiber@wisconsin.gov; carol.statkus@wyo.oov 

Marie Sanderson 

FW: Obamacare"s Latest Waiver Program 

Tuesday, July 05, 2011 3:02:19 PM 

Lindsay Russell 
Public Policy Advisor 

Republican Governors Public Policy Committee I RGA 

1747 Pennsylvania Avenue, NW, Suite 250 I Washington, DC 20006 

P: (202) 662-4149 I 

From: Jacobs, Chris (RPC) [mailto:Chris_Jacobs@rpc.senate.gov] 
Sent: Tuesday, July OS, 2011 10:23 AM 
To: Jacobs, Chris (RPC) 
Subject: Obamacare's Latest Waiver Program 

Late Friday afternoon, CMS released several draft payment rules for calendar year 2012. Included 

among the 2012 payment regulations was the outpatient hospital proposed rule. That regulation 

includes what The Hill described as a waiver program for certain physician-owned hospitals. While 

Obamacare prevents most physician-owned hospitals from expanding (and prohibits the 

construction of new faci lities}, the regulation provides a process for facilities to seek exemptions to 

that expansion ban. 

CMS' establishment of this latest waiver program makes it a good time to highlight all the other 

entities who have already asked for or received waivers from portions of Obamacare: 

Unions: As we've previously reported, nearly half of the 3.2 million individuals in plans 

receiving waivers from the onerous new mandates on annual and lifetime limits are 

members of union plans. There has been no official explanation from the Administration 

why so many recipients of this exemption belong to union plans. However, Vice President 

Biden shed some light on this issue over the weekend, when he told a Teamsters rally that 
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“Any of you guys vote Republican…don’t come to me if you do.  You’re on your own,
Jack!”
AARP:  Recent press coverage has highlighted the fact that AARP’s lucrative insurance
business was exempted from many of the law’s mandates – even though AARP claims it
never wanted to receive the exemption in the first place.
Nursing Homes:  The New York Times recently reported that the nursing home industry –
which supported Obamacare when it passed – is “working with the Administration to figure
out if there is some accommodation that can be made” when it comes to exempting nursing
homes from the costly employer mandate.
States:  A total of 12 states have already applied for waivers from the medical loss ratio
provision – three have been granted, with another nine state applications pending – on the
grounds that the regulations will cause insurance carriers to leave the marketplace.
Insurance Brokers:  On Thursday the National Association of Insurance Commissioners task
force recommended that insurance agent and broker commissions be removed from the
calculation of medical loss ratio.  Due to Obamacare’s new medical loss ratio requirements,
broker commissions have been cut so drastically that some agents have lost their jobs –
undermining Speaker Pelosi’s claim that the law would create 4 million new jobs.

 
All these developments raise one obvious question:  If Obamacare is so good, why are so many
individuals requesting waivers from it – and why is the Administration granting them?
 
Chris Jacobs
Health Policy Analyst
Republican Policy Committee
(202) 224-2946
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From: Trait Thompson
To: Katie Altshuler
Subject: FW: OHX General Stakeholder Meeting: Tulsa, 4/29/11
Date: Tuesday, April 26, 2011 11:09:33 AM
Attachments: OHX Stakeholder Agenda - April 2011.doc

TCC NE Campus Map.pdf

Katie,

 

Can you give me some information on this work group and their scope of practice given our new health

exchange plan?  On the surface, it appears as if planning is proceeding as normal for the old

exchange.  Just want to clarify because some constituents are concerned. 

 

Thanks,

Trait

 

From: Rushing, Crystal [mailto:CrystalS@health.ok.gov] On Behalf Of Oklahoma Health Insurance
Exchange
Sent: Tuesday, April 26, 2011 8:53 AM
Subject: OHX General Stakeholder Meeting: Tulsa, 4/29/11
 
 
Email Attachments:  Stakeholder Meeting Agenda & TCC Campus Map
 
Greetings Stakeholders & Interested Parties:
 
Please  join  us  Friday  for  our  monthly  General  Stakeholder  meeting  at  Tulsa Community College
(TCC)  North  East  Campus.  State  leadership  will  be  present  to  discuss  next  steps as the Advisory
Workgroups continue the planning and Exchange recommendations process.  Attached to this email
is  the  meeting  agenda  along  with  a  map  of  the  TCC campus.  Your  continued  participation  is
needed. 
 
Date/Time:         Friday, April 29, 2011 - 10:30 a.m. – 12:30 p.m.
 
Location:             Tulsa Community College NE Campus Auditorium

Main Academic Building (see attached map)
3727 E. Apache, Tulsa OK 74135

 
Alternate Site:  ODMHSAS Training Center - Rose Rock Conference Room

2401 NW 23rd Street, Suite 1F (Shepherd Mall, 2nd Floor)
Oklahoma City, OK  73107

 
Thank you!
Exchange Project Managers,
Nicole Prieto Johns & Derek Lieser
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From: Katie Altshuler
To: Katie Altshuler
Subject: Fw: OIG Exchange/PPACA Survey
Date: Tuesday, March 13, 2012 10:31:50 AM

----- Original Message -----
From: Marie Sanderson 
Sent: Tuesday, March 13, 2012 08:31 AM
To: Katie Altshuler
Cc: Andrew Silvestri; Lindsay Russell 
Subject: RE: OIG Exchange/PPACA Survey

I have not heard about this but will ping some states for you. This one hasn't come across my desk.
Lindsay?

-----Original Message-----
From: Katie Altshuler [mailto:Katie.Altshuler@gov.ok.gov]
Sent: Tuesday, March 13, 2012 8:31 AM
To: Marie Sanderson
Cc: Andrew Silvestri
Subject: OIG Exchange/PPACA Survey

Marie,

I meant to bring this up on the call yesterday and I got sidetracked. But I wanted to see how other
states are planning to respond to this survey. It is titled "States Readiness to Implement Streamlined
Eligibility and Enrollment Requirements for State Health Subsidy Programs, OEI-07-10-00530". Have
you heard anything from anyone? Can we check?
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From: Melissa Smith
To: Kaleb Bennett
Subject: FW: OK Gov is NOT ok - pushing for ObamaCare by another name
Date: Wednesday, April 20, 2011 12:08:22 PM

Melissa Smith,
Executive Assistant to
Senator Josh Brecheen
405.521.5586 phone
405.521.5629 fax
2300 Lincoln Blvd.
Oklahoma City, OK 73105

-----Original Message-----
From: Bettye McClarty 
Sent: Tuesday, April 19, 2011 9:42 PM
To: Bettye McClarty
Subject: OK Gov is NOT ok - pushing for ObamaCare by another name

Thank you, Mishela.

-----Original Message-----
From: Mishela
Sent: Tuesday, April 19, 2011 11:07 AM

Subject: OK Gov pushing for ObamaCare by another name

The Oklahoma-based health insurance network that Fallin wants developed is
nothing more than Fallin calling it another name. With this network she will
be able to plug Oklahoma right into Obamacare! Call the Heritage Foundation
or see the links I have sent you in past to understand this better. Our
state is in grave danger under the leadership of Mary Fallin. Just look at
who she just appointed to the Transportation Dept.liberal Democrat Pete
Regan. Regan is
not just any liberal Democrat, but a young rising star in the Democrat
party. Regan has been the chief of staff for Congressman Dan Boren and
according to McCarville, his other mentors include Daddy Boren, President at
OU, George Nigh, Mike Morgan, Brad Henry and yes, Mike Turpin. As McCarville
writes: "There are those who say Regan is a
Democrat-candidate-for-governor-or-Congress-in-waiting. That could mean he'
ll face a Republican nominee in the future, using his background (and
appointment by Fallin) to boost his candidacy." Pray that the Lord will
deliver our state from Mary Fallin.

Thanks,
M.

-----Original Message-----
From: Senator Dan Newberry [mailto:newberry@oksenate.gov]
Sent: Friday, April 15, 2011 4:31 PM
To: bmcclarty@cox.net
Subject: News from Oklahoma State Senate

April 15, 2011

Vol 3, Issue 10

4105



~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~

~~~~
~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~

~~~~

Teamwork

Oklahoma's 53rd Legislative Session Update
~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~

~~~~

Greetings!

I was pleased Governor Mary Fallin and Republican leadership in the
legislature
stood on principal this week in turning down the $54 million Early Innovator
Grant
from the federal government, choosing instead to establish an Oklahoma-based
health
insurance network. The Oklahoma Health Insurance Private Enterprise Network
will
 broaden access to affordable healthcare and prevent the establishment of a
federal
health insurance exchange in Oklahoma.  As the author of the ballot measure
that
 enabled Oklahomans to opt-out of Obamacare, I'm pleased we've found a
system that
meets our needs and protects us from this federal mandate. This plan will
give more
Oklahomans the information they need to find the best possible health plan.
It was announced this week that theLloydE.RaderCenter will be closing later
this
 year. The state of Oklahoma has been facing severe budget issues for the
past few
years. The closing of theRaderCenter is an unfortunate casualty of the
budget shortfalls.
However, this unfortunate circumstance is an opportunity for Sand Springs to
capitalize
on a national movement of companies coming to Oklahoma. We will begin to
work with
the Office of Juvenile Affairs to ensure the buildings are razed in a timely
fashion
and begin to look for economic development opportunities for the property
that will
bring much needed jobs to our community. I was pleased to hear Rader
employees would
be given the option of a transfer or voluntary buyout.
The state House of Representatives this week cast an important vote,
ensuring Oklahomans
are not forced to fund abortions when they purchase insurance. Senate Bill
547 will
ensure that standard health insurance policies sold in Oklahoma do not
include elective
abortion coverage.
The Legislature met in joint session this week to honor a very special
group. We
 convened in honor of Oklahoma's 45th Infantry Division of the Oklahoma
National
 Guard. Governor Mary Fallin along with the Legislature officially
recognized April
12th as Oklahoma's 45th Infantry Division Day. For generations, the men and
women
of the 45th have served their state and country in times of peril and in
times of
peace. Many have made the ultimate sacrifice to uphold our principals on the
field
of battle. We are forever in their debt. I was humbled to take part in this
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ceremony
to honor their legacy.
~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~

~~~~

As always, I'll be keeping you up to date on the progress of Legislation
throughout
the session, and I welcome your thoughts and input on state government.
Please feel free to contact our office at anytime - 405.521.5600or you can
email
 me at Newberry@OkSenate.gov

Sincerely,
Dan Newberry
Oklahoma State Senate

Representing District 37
Newberry@Oksenate.gov

In This Issue

Senate Highlights

~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~

~~~~

Quick Capitol Links

Official Senate Page
[http://r20.rs6.net/tn.jsp?llr=4bivvgdab&et=1105191170818&s=354&e=0011GZZxBE
ZlgST0GdazW0EfiwWICo-XbWl-uoIcZXxT4sHMmx1XHLbJYIjVnOrNTcG6A8RqNbsIOw4Aq_YE1Q
oXu7g9JgvkRYvN6t3ao4q8sqa85WBflfA7B46GRcYgyc1PBJsO1aaTqqrLPIjGJJah3psF5kId2x
haradY4m5Hys=]
Bill Tracking
[http://r20.rs6.net/tn.jsp?llr=4bivvgdab&et=1105191170818&s=354&e=0011GZZxBE
ZlgSwEph1TVRfrzQv1Zy956yKBGpWED5Cx3JbcMkMRm_pLxxe3j2gpLJBYR45jYsmxDzM4kI343T
9FnFXrrdFEop10buMKw1LFh73R2pJgp5sWo6dJ9_Kg1CM72gGGAzRBQg=]
Find Your Senator
[http://r20.rs6.net/tn.jsp?llr=4bivvgdab&et=1105191170818&s=354&e=0011GZZxBE
ZlgR0JH2GJTwdxQYyieNZkE0qQe_qV7wgfbce7VS15eWd3t49p12sYX2eqtUDvFcT3KYkvNQTr5e
HNbVAeLKumSKT8NbUVTM_H25mEb9hn5jzHx6LoU7-khoQ0l33QJy1f3M=]
~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~

~~~~

Quick Media Links

Press Releases
[http://r20.rs6.net/tn.jsp?llr=4bivvgdab&et=1105191170818&s=354&e=0011GZZxBE
ZlgRy0odJ9xVchBnNrH7hESjd8g2jO8XdS1qJfhFz5ZA2As_zQnej5RxP7m7wqtBVXa8XhG87nVI
4ksYT31Piar9gQ6EKOvqyK7qT8COHqVz3tWnUaMTjJfy2D0PhK3FtC-RGeFvkW30cEsdtR9InqsL
73ThmDqX4fLBEG_NXAYItwYpT8MT_2S1O]
Audio Clips
[http://r20.rs6.net/tn.jsp?llr=4bivvgdab&et=1105191170818&s=354&e=0011GZZxBE
ZlgRyj4SlBLNChYtywczQX99R4SZsHpifU87hDuVwjtDTNaQaGLYnVgO7gLZLVnwWSVlqhuT3674
_jvD0JGnS6T_dII-iwoZuGcC-FmQsrKLsAeycH-xoTxHMyh185JxuGA-LXNst1DWkuuR4XrTFz7Z
DdGDYHn5pO5bIa6gNh8PyqPEFsjTzgDv0UL_qDszaXVc=]
Newberry on Facebook!
[http://r20.rs6.net/tn.jsp?llr=4bivvgdab&et=1105191170818&s=354&e=0011GZZxBE
ZlgShcpZgspYJLiHBUEuFefPkSWzTzNxx_BLHwPaWYp9cuu-c9lbky9uPsHphzBaKnqDIXbUJmo2
raJZb7UkZzkgQ6Eiwq5OHx44d4P6ZvShDhexCQp28-PaMH2jEaablJKn7iByRUb6QOnQOf4XIWDh
8n0UbA2zLYTn5v68CLjaOE6UOx2BkaidySTgzBp4lSbs=]
~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~

~~~~

Eggs Over Issues
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You are invited to join me once each month during the 2011 Legislative
Session to
get the inside scoop on the hot issues at the State Capitol. These meetings
are
held from 7:30-8:30 a.m. and are open to the public. Breakfast will not be
provided,
but we encourage you to have an egg or two. Please see the following
schedule for
the day and location of your area Eggs Over Issues. Hope to see you there!
Glenpool - 1st Friday of the month
IHOP, 12101 Waco Avenue
Jenks - 2nd Friday of the month
Reasor's Cafe, 220 S Elm Street
Sand Springs - 3rd Friday of mo.
Crescent Cafe, 3417 S Hwy 97
Bixby - 4th Friday of the month
Hampton Inn, 104th and Memorial
~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~

~~~~

Join our Mailing List!
[http://visitor.constantcontact.com/email.jsp?m=1102956896319]

~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~

~~~~
Forward email
http://ui.constantcontact.com/sa/fwtf.jsp?llr=4bivvgdab&m=1102956896319&ea=b
mcclarty@cox.net&a=1105191170818
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http://visitor.constantcontact.com/do?p=oo&m=001IPZ6yu0fsvD4TmWYHQkL2Q%3D%3D
&se=001UiGhl8BfKMI%3D&t=001iYclOti528CorDbr3IzOig%3D%3D&llr=4bivvgdab

Instant removal with SafeUnsubscribe(TM)
http://visitor.constantcontact.com/do?p=un&m=001IPZ6yu0fsvD4TmWYHQkL2Q%3D%3D
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From: Denise Northrup
To: Katie Altshuler
Subject: FW: OK Representation
Date: Monday, July 16, 2012 3:38:25 PM
Attachments: Perfect Storm .docx

Haven’t read yet...

-----Original Message-----
From: denisenorthrup@
Sent: Monday, July 16, 2012 3:19 PM
To: Denise Northrup
Subject: Fw: OK Representation

Sent via BlackBerry by AT&T

-----Original Message-----
From: Ed Goeas <
Date: Mon, 16 Jul 2012 15:07:37
To: denisenorthrup@
Subject: FW: OK Representation

Crap, I thought I had sent this out last week, but found it in my drafts.  Was going to add some
commentary, but figured I had better get it to you!.  On the road to NH tomorrow.  Can we talk about
this Wednesday?  Thanks, Ed

Ed Goeas
President/CEO
The Tarrance Group
201 North Union Street
Suite 410
Alexandria, VA 22314
703 684-6688
egoeas@tarrance.com

-----Original Message-----
From: Deborah Hohlt 
Sent: Wednesday, July 11, 2012 1:43 PM
To: Ed Goeas
Subject: OK Representation

Thanks again Ed. 

It has certainly been an honor to represent Indiana Governor Mitch Daniels but also a learning
experience well beyond my expectations.  The "Hall of States" group is a lobbying powerhouse all to
themselves and I've gained an important understanding of the issues specific to state governments, the
individuals who represent them here in Washington and policymakers on the Hill and in the
Administration.  Building coalitions within state governments in addition to representing issues with a
narrow focus on one state are the cornerstones of my eight years of service.  I believe I am a leader
within the NGA network and have mentored many new state directors who have come on board during
the Daniels Administration.

My role for the state of Indiana has included work for all Indiana Cabinet agencies, representing the
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State's position with Congress, the Administration and federal agencies as well as with the National
Governors Association and Midwest Governors Association.  As an independent contractor, I am also
able to represent Governor Daniels with the Republican Governors Association.  Major issues we have
worked on include advocacy against ObamaCare while researching the issues surrounding
implementation based on cost of the Medicaid expansion and state-run exchanges; submission and
approval of an 1115 Medicaid waiver establishing the Healthy Indiana Plan; executive branch approval
and Congressional oversight of the state's modernized welfare eligibility system; secured legislative
language to streamline the statewide workforce organization and an additional carve out for Indiana's
Unemployment Insurance program; passage of the latest highway bill with a fair and balanced funding
formula and no language penalizing Indiana's unique public-private partnership, Major moves.  We have
fought the EPA and other federal agencies on unnecessary regulations and strongly supported the
Keystone Pipeline.  We staff every visit of the Governor and Cabinet officials from planning to on-the-
ground execution of the schedule.  Working with the Indiana business community, we support issues of
importance to their job-creation efforts.

Based on decades of Washington experience, I am able to efficiently and effectively communicate and
advocate the state's priorities across the full spectrum of national constituencies including policymakers,
opinion leaders and media.  We build key internal relationships with state government officials in the
Governors office and within agencies to ensure focus on issues of importance with measurable results. 
My contacts are extensive in terms of partnering, where necessary, with bi-partisan subject and policy
experts as well as coordinating their efforts.

The State of Indiana has always maintained a DC presence through contracting with an outside
lobbyist.  Many other states follow this model (such as PA, NV, MN, ND, KS) as it is cost effective and
far more flexible.  My contract with the State of Indiana is for $22,000/month plus out of pocket
expenses (primarily cabs and pre-approved trips to Indianapolis).  My retainer has been consistent
throughout the Daniels'
tenure with no fee increases.   The cost is spread across all Cabinet
agencies.  Unlike a state-based office, with long-term real estate leases, creation of new FTEs and the
accrued benefits, Indiana and a growing number of states find contracting an effective way to stay
engaged in Washington, DC on policy and politics.  In addition to myself, a young attorney on my team,
assists with the state account and we are both registered lobbyists for the State of Indiana.
I have attached a document, The Perfect Storm, which outlines the many issues facing the 2012 Lame
Duck session and new Congress in 2013.  With sequestration having a direct impact on states, especially
those with significant defense investments, engagement in federal relations is even more important than
ever.  Containing health care costs will continue to dominate state budges and federal policymakers for
years ahead, regardless of decisions related to ObamaCare.  Tax reform and its impact on state financial
instruments will likely be on the table in 2013.  Budget pressure will continue to be pushed to state
governments and the work of Governors to pursue program flexibility in exchange for decreased funding
is critical.

Although in her first term, Governor Fallin has the reputation as a national party leader and I would
welcome the opportunity to assist the state of Oklahoma and the Governor.  As a member of the NGA
Executive Committee, having an active DC representative is crucial.  Republican Governors staff look to
Executive Committee staff for issue coordination, message points and early warnings.  I would be
pleased to put together a formal proposal that would meet the specific needs of the State of Oklahoma.

Again, many thanks for your interest.

Debbie

Deborah Hohlt

202-624-1474 (office)

On 7/9/12 7:05 AM, "Ed Goeas" < > wrote:
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>Debbie, they most definitely want to do this and had great things to
>say about you!  What they asked me to do is get a ballpark figure to
>make this happen, without having you go to the trouble to write a full
>proposal. They do not have this in the budget but had several ideas on
>funding, so wanted to know how much they may be needing to go after.
>Does that make sense to you?
>I'm currently on a plane to NV, but have email.   Thanks, Ed
>__________________ ______
>From: Deborah Hohlt 
>Sent: Monday, July 09, 2012 6:27 AM
>To: Rick Hohlt; Ed Goeas
>Subject: Re: Debbie following up on representing OK--Ed's call to me
>
>Thanks Ed.  I spent some time with Denise and Katie in AZ a few weeks
>ago at the RGA event.  They are great.  Would love to work with them.
>Let me know any specifics they are looking for and happy to get
>something to you asapŠ.
>Deborah Hohlt
> (cell)
>202-624-1474 (office)
>
>
>
>
>On 7/9/12 6:15 AM, "Rick Hohlt" <r > wrote:
>
>>Ed I told Debbie yesterday of our conversation,,k,,that you have
>>gotten the State Of Ok interested in hiring Debbie, that she needs to
>>do a proposal!!!! Debbie said GREAT NEWS!!
>>
>>it is best for both of you to email each other reference the specifics
>>f what you wanted Ed and of what you Debbie all rady know fo the OK
>>interest.
>>
>>Thank you Ed very much
>>
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From: 
To: 
Subject: 
Date: 
Attachments: 

Denise Northrup 
Katie Altshuler 
FW: OK Representation 

Monday, July 16, 2012 3:50:44 PM 
Perfect Storm .docx 

So I know ODOT probably has a federal lobbyist, do you know of any others? Would make sense if we 
could work it that way/ but not sure that really helps ... 

From: rl .. r•i=nnrthr• 

Sent: Monday, July 16, 
To: Denise Northrup 
Subject: Fw: OK Representation 

Sent via BlackBerry by AT&T 

-----Original Mes~e----
From: Ed Goeas 
Date: Monr 16 Ju 2012 15:07:37 
To: denisenorthru 
Subject: FW: OK R .. r•r .. c:.:>nt·;:otit'n 

Crap, I thought I had sent this out last weekr but found it in my drafts. Was going to add some 
commentary, but figured I had better get it to you!. On the road to NH tomorrow. Can we talk about 
this Wednesday? Thanks, Ed 

Ed Goeas 
President/CEO 
The Tarrance Group 
201 North Union Street 
Suite 410 
Alexandria, VA 22314 
703 684-6688 

-----Original Message----
From: Deborah Hohlt 
Sent: Wednesday, July 
To: Ed Goeas 
Subject: OK Representation 

Thanks again Ed. 

It has certainly been an honor to represent Indiana Governor Mitch Daniels but also a learning 
experience well beyond my expectations. The "Hall of States" group is a lobbying powerhouse all to 
themselves and I've gained an important understanding of the issues specific to state governments, the 
individuals who represent them here in Washington and policymakers on the Hill and in the 
Administration. Building coalitions within state governments in addition to representing issues with a 
narrow focus on one state are the cornerstones of my eight years of service. I believe I am a leader 
within the NGA network and have mentored many new state directors who have come on board during 
the Daniels Administration. 
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My role for the state of Indiana has included work for all Indiana Cabinet agencies, representing the
State's position with Congress, the Administration and federal agencies as well as with the National
Governors Association and Midwest Governors Association.  As an independent contractor, I am also
able to represent Governor Daniels with the Republican Governors Association.  Major issues we have
worked on include advocacy against ObamaCare while researching the issues surrounding
implementation based on cost of the Medicaid expansion and state-run exchanges; submission and
approval of an 1115 Medicaid waiver establishing the Healthy Indiana Plan; executive branch approval
and Congressional oversight of the state's modernized welfare eligibility system; secured legislative
language to streamline the statewide workforce organization and an additional carve out for Indiana's
Unemployment Insurance program; passage of the latest highway bill with a fair and balanced funding
formula and no language penalizing Indiana's unique public-private partnership, Major moves.  We have
fought the EPA and other federal agencies on unnecessary regulations and strongly supported the
Keystone Pipeline.  We staff every visit of the Governor and Cabinet officials from planning to on-the-
ground execution of the schedule.  Working with the Indiana business community, we support issues of
importance to their job-creation efforts.

Based on decades of Washington experience, I am able to efficiently and effectively communicate and
advocate the state's priorities across the full spectrum of national constituencies including policymakers,
opinion leaders and media.  We build key internal relationships with state government officials in the
Governors office and within agencies to ensure focus on issues of importance with measurable results. 
My contacts are extensive in terms of partnering, where necessary, with bi-partisan subject and policy
experts as well as coordinating their efforts.

The State of Indiana has always maintained a DC presence through contracting with an outside
lobbyist.  Many other states follow this model (such as PA, NV, MN, ND, KS) as it is cost effective and
far more flexible.  My contract with the State of Indiana is for $22,000/month plus out of pocket
expenses (primarily cabs and pre-approved trips to Indianapolis).  My retainer has been consistent
throughout the Daniels'
tenure with no fee increases.   The cost is spread across all Cabinet
agencies.  Unlike a state-based office, with long-term real estate leases, creation of new FTEs and the
accrued benefits, Indiana and a growing number of states find contracting an effective way to stay
engaged in Washington, DC on policy and politics.  In addition to myself, a young attorney on my team,
assists with the state account and we are both registered lobbyists for the State of Indiana.
I have attached a document, The Perfect Storm, which outlines the many issues facing the 2012 Lame
Duck session and new Congress in 2013.  With sequestration having a direct impact on states, especially
those with significant defense investments, engagement in federal relations is even more important than
ever.  Containing health care costs will continue to dominate state budges and federal policymakers for
years ahead, regardless of decisions related to ObamaCare.  Tax reform and its impact on state financial
instruments will likely be on the table in 2013.  Budget pressure will continue to be pushed to state
governments and the work of Governors to pursue program flexibility in exchange for decreased funding
is critical.

Although in her first term, Governor Fallin has the reputation as a national party leader and I would
welcome the opportunity to assist the state of Oklahoma and the Governor.  As a member of the NGA
Executive Committee, having an active DC representative is crucial.  Republican Governors staff look to
Executive Committee staff for issue coordination, message points and early warnings.  I would be
pleased to put together a formal proposal that would meet the specific needs of the State of Oklahoma.

Again, many thanks for your interest.

Debbie

Deborah Hohlt
 (cell)

202-624-1474 (office)
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On 7/9/12 7:05 AM, "Ed Goeas"  wrote:

>Debbie, they most definitely want to do this and had great things to
>say about you!  What they asked me to do is get a ballpark figure to
>make this happen, without having you go to the trouble to write a full
>proposal. They do not have this in the budget but had several ideas on
>funding, so wanted to know how much they may be needing to go after.
>Does that make sense to you?
>I'm currently on a plane to NV, but have email.   Thanks, Ed
>________________________________________
>From: Deborah Hohlt [
>Sent: Monday, July 09, 2012 6:27 AM
>To: Rick Hohlt; Ed Goeas
>Subject: Re: Debbie following up on representing OK--Ed's call to me
>
>Thanks Ed.  I spent some time with Denise and Katie in AZ a few weeks
>ago at the RGA event.  They are great.  Would love to work with them.
>Let me know any specifics they are looking for and happy to get
>something to you asapŠ.
>Deborah Hohlt

(cell)
>202-624-1474 (office)
>
>
>
>
>On 7/9/12 6:15 AM, "Rick Hohlt" < > wrote:
>
>>Ed I told Debbie yesterday of our conversation,,k,,that you have
>>gotten the State Of Ok interested in hiring Debbie, that she needs to
>>do a proposal!!!! Debbie said GREAT NEWS!!
>>
>>it is best for both of you to email each other reference the specifics
>>f what you wanted Ed and of what you Debbie all rady know fo the OK
>>interest.
>>
>>Thank you Ed very much
>>
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From: Michael Cannon
To: Katie Altshuler
Subject: FW: OK, pulls exchange bill
Date: Friday, March 09, 2012 8:10:19 AM

I thought it was already dead?
 
From: Meinan Goto 
Sent: Friday, March 09, 2012 9:03 AM
To: Michael Cannon
Subject: OK, pulls exchange bill
 
I thought they already pulled their bill. Feels like whack-a-mole.

 

Oklahoma legislative leaders pull bill
that would set up health insurance
exchange
Oklahoma legislative leaders agreed Thursday to wait until after the
U.S. Supreme Court rules on the constitutionality of the national
health care law to pursue developing a state-based marketplace
where residents would shop for private health insurance products.

Read more: http://newsok.com/oklahoma-legislative-leaders-pull-bill-that-would-set-up-health-

insurance-exchange/article/3655990#ixzz1od0YvAMw
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From: 
To: 

Atldrew Sillrestri 
~ Katie Altshuler 

SUbjed: 
Date: 

FW: Oklahoma County Oistict Attorney lnvestigat:ioo Update 
Morday, Januar( 09, 2012 9:08:27 AM 

From: Sooner Tea Party [mailto:soonerteaparty@gmail.com] 
Sent: Monday, January 09, 2012 12:09 AM 
To: Andrew Silvestri 
SUbject: Oklahoma County District Attorney Investigation Update 

IN THIS ISSUE: 

Allah Akbar From 
Representative 
Mulready 

Santorum's Gun 
Control Votes 

Update on Fusion 
Center/Gun Groups 
Controversy 

Alliance for Vigilance 

Seminar for Jan 12th 
& 13th 

McCarville Report 
Blunders Again 

Pressure Building on 
Ousting Speaker 
Steele 

Representative 
Bennett Fundraiser 
Set for Jan 12th 

NAGR 

David Prater 
Investigation, What Is 
Going On? 

Oh My God! The Tea 
Party is Building a 
Newspaper! 

Forward this email to a friend 

Click Here For PJ-e\ious Newsletter Anhin s 

Click Here to Sjgn llp for the Sooner Tea Party Emajl I Jst 

f orward this emajl to a friend 
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Sponsors this week : 

The Carp en ter Shop 

358 North Rockwell 
OKC, Ok 
405-942-2644 
thecarpentershop net 

The Carpenter Shop is 
a full line cabinet and 
countertop shop that 
travels all over the 
state building dream 
kitchens for 
discerning customers 

R A Graphix 
{405) 703-3599 
214 Ne 12th St, #C, 
Moore, OK 73160 

R.A. Graphix is a full 
line printer and sign 
shop capable of 
screen printing, vinyl 
signs, banners, offset 
printing, and all of 
your printing needs. 
Randy and his family 
have supported the 
conservative 
movment for many 
years 

Wolflaser.com 

Last May we reported on the appearance of Representative Glen Mulready at the Frontier Country 
Republican Women' s club in South Oklahoma City. Mulready was speaking about Obama Care shortly 
after the GOP convention and he ran into a buzz saw of opposition. 

The Sooner Tea Party taped the meeting in case Mulready got cocky and sure enough he inserted his foot 
in his mouth when he admitted that he would vote against the wishes of his constituents if he believed that 
it was best for them. A Tulsa activist made a very short video of the exchange and posted it on YouTube 
last week, drawing an immediate reaction from Representative Mulready's supporters. 

At only one minute and 14 seconds the video is brief and powerful and focuses on yours truly asking Glen 
Mulready if he was going to honor the vote on State Question 756 and the Oklahoma State GOP 
Convention vote rejecting Obama Care/F allin Care Health Insurance Exchanges. Mulre.ady replies that he 
is going to vote for what he thinks is best for the people, prompting Sooner Tea Party member Karen Pray 
to comment "And not what the people want?" 

Almost immediately after the release of the video, Representative Mulready's supporters started attacking 
the veracity of the audio, claiming that it was "edited" and "out of context" . Here is the entire audio file 
taken at that meeting. In attendance were Jake Dake, four or five state representatives, and around twenty 
or so Republicans. 

Here is another well done video on Representative Glen Mulready' s voting record. This video focuses on 
HB 2130, the infamous Obanta Care!Fallin Care Health Insurance Exchange bill. Almost five minutes long 
but the video is from House of Representative Video System so it is absolutely beyond doubt to its 
veracity. 

In the video, Representative Mulready flat out lies about the health insurance exchange by stating that the 
system doesn't limit what insurance companies can participate. The truth is that all the state insurance 
exchanges must conform to Obanl3 Care. Here is what we reported a few weeks ago complete with the 
link to the entire Obanta Care statutes and the relevant section quoted: 
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This guy is a Noble 
Oklahoma based 
company that has 
great pr ices on 
electronics of all 
types and 
inexpensive toner 
and ink for your 
printer. 

C omtec Security 

Com tec 
provide~ residential 
and commercial 
security systems in 
Oklahoma. 

Ther e is only one 
thing you really need 
to know about 
Com te.c's quality and 
pricing, they do not 
requir e a contuct 
for their services. 

C ustomers u e free 
to walk away if their 
senice isn't top 
quality. 

Rodent 
ResjstantC bjckep 
Feeders ' 

$50 + Shipping 

"We learned that there is absolutely no difference between state exchanges and Obama Care federal 
exchanges. Here is the relevant section of Obanl3 Care that allows for the state run exchanges, emphasis is 
nune: 

Each State electing to establish an Exchange must adopt the Federal standard$ contained in this law and 
in this proposed rule, or have in effect a State law or regulation that implements these Federal standards. 
Section 1311 (k) further specifies that Exchanges may not establi$h mle$ that mojlict with or prevent the 
application ofregulationspromulgated by the Secretory." 

Representative Dr. Mike Ritze sets the record straight by waving a copy of the HB 2130 and stating that the 
bill limits competition for health insurance companies, which is exactly what Representative Mulready is 
attempting to pass into law. His former employer is Blue Cross/Blue Shield. Mulready was a lobbyist for 
them and focused on national issues for them, no doubt being part of the original push to pass Obama Care 
at the Federal level. 

Representative Mulready then proclaims that "No one opposes Obama Care more than r ', repeating the 
same bald faced lie that he used during his election campaign. Next the video exposes the fact that 
Mulready is actually from Massachusetts, the home state of Mitt Ronmey' s implemented forced health 
insurance plan, the precursor to Obama Care! Which makes one wonder ifMulready is a carpet bagger 
that was moved in for one purpose, to force Obama Care on Oklahonl3DS? 

Next up is Representative Charles Key speaking to the Orwellian cantpaign promises to oppose Obama 
Care morphing into singing the praises of the program being implemented. Mulready responds using the 
analogy of a nnmer stiff aruting a tackler during a football game, attempting to claim that the HB 2130 
actually saves OklahoD13 from Obama Care! The ability to stand there and continue to lie in front of 
hundreds of his peers, staff, lobbyists, and visitors is simply breathtaking! 

Democrat Representative Ben Sherrer is the next speaker and calls Mulre.ady' s statements "hypocritical 
double talk" and asks how accepting 53 million dollars from the Federal government to implement the key 
component of Obama Care could be construed as keeping the Federal government at bay? 

Representative Mike Reynolds is up next and minces no words when he says that HB 2130 is "a clever 
message to deceive the voters and to disguise what you stand for'' . 

I'll leave it to the readers to decide the truth on HB 2130 but my hnmble opinion is that this is the most 
flagrant exantple of Orwellian double talk; the absolutely most amazing example of outright, bald faced 
lying in a political debate that I have ever witnessed. 

So why do a picture of Mulready dressed as a supcide bomber? Because Representative Mulready makes it 
painfully obvious tl13t he was sent to the legislature do a job and he will accomplish the job at whatever 
price to his reputation that the task requires. This is an excellent example of why the progressives and 
liberals succeed in trampling our liberties and stealing our tax dollars, they will simply do what it takes to 
accomplish their goals. Remember this fact when we use ridicule and go after their weak spots, these 
aren't your neighbors that are quietly going about their life and deserve to be left in peace, these are 
sociopaths willing to enslave you and future generations by passing laws that strip away your constitutional 
rights. 

So what can you do to help defeat the Glen Mulready' s of this world? Contact Darren Gantz and help him 
send Mulready back to his lobbyist job at Blue Cross/Blue Shield. 

Santorum's Gun Control Votes 

Rick Santonun pulled off a surprise victory last week in Iowa causing many political observers to begin 
paying attention. Along with the first place ranking also brings increased scrutiny on his voting record. 
The National Association for G1w Rights, NAGR, put out some pretty ugly infom1ation on Santorum. 
First was his refusal to answer gun rights surveys or answer questions on the Second Amendment. 
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According to NAGR, he voted for the Lautenberg Gun Ban that stripped gun owners of their gunl rights for 
life if they had faced charges for spanking their children or grabbed their spouse 's wrists. I'm not saying 
that a man that abuses women should be protected, indeed a man that abuses a woman isn' t a real man and 
there is sin1ply no excuse for hitting a woman but everyone has known couples where the wife is as violent 
as or more violent than the husband but the law almost always will take the side of the woman. That 

might be the proper way to err if there is any question, but is losing your 2nd Amendment rights a 
reasonable punishment for a mild domestic violence case? If so, where do we draw the line? 

NAGR also reports that Santorun1 voted for a 1999 bill that increased penalties on drug traffickers with 
guns which in itself is a good thing but the bill also required federal background checks at gun shows. In 

$25.00 per week, tens 2005 he joined Dianne Feinstein and Frank Lautenberg to mandate handgun locks. 
of thousands of 
Oklahoman 
impressions every 
newsletter 

Even worse was Santorum coming to the aid of anti Second Amendment Arlen Specter in 2004 when 
Specter was facing pro gun Republican Pat Toomey, allowing Specter to continue in office and to continue 
to push for gun controL Anti gun Governor Christine Todd Whitman of New Jersey received campaign 
support from Santorum. 

It was good to see an outsider win the Iowa caucus but we shouldn't blindly follow them without looking at 
their voting record. 

Update on Fusion Center/Gun Groups Controversy 

Last week we caused quite a stir when we reported rumors of two local gun rights groups being mentioned 
at the Oklahoma Fusion Center where law enforcement officers were told of two "new" organizations that 
had been placed on the Oklahoma Fusion Center Terror Watch List. The story came from a firsthand report 
from one of the attendees of an OK2A meeting (Oklahoma Second Amendment Association), where an 
Oklahoma law enforcement officer told a small group of attendees about the report that was given directly 
to him from a subordinate. 

We spoke directly to the OK2A member and were offered contact inforu1ation for the law enforcement 
officer that knew the facts. We declined, there are some stories where in order to protect our sources, we 
don' t want to know who they are, just are they trustworthy and tl13t the the inforu13tion credible. Just 
about every story we publish includes the blue links tl13t take you to source documents or government 
websites with corroborating docun1ents but sometimes we prefer not to know too much. 

After the story come out, a flurry of activity occurred, listed in no particular order. First, legislators 
expressed concern about the Fusion Center bringing up either group to other police officers without proof 
and since many of the legislators attend the High Noon Club and know of the OK2A group, they 
understood tl13t the possibility of concern was slinl. Second, reports say that Miles Hall, the owner of H & 
H Gun Range inlmediately contacted the Oklahoma Fusion Center. Thirdly, the original law enforcement 
source came forward and gave us more details including correcting part of what our source had given us. 
Lastly, the OSBI was contacted by conservative legislators and questioned at length on the allegations. 
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The Fusion Center admitted that there was a meeting at Oklahoma City Police Department facilities where 
a variety of groups were present and gave presentations. OSBI, the Fusion Center, the FBI, the Joint 
Terrorism Task Force, and state and local police departments attended. Under questioning by legislators, 
OSBI adamantly denied that they had placed either gun group on a watch list. By this time, late in the 
week, we had received further information that claimed that the comments came from an FBI source, so the 
legislators asked the OSBI to ask the FBL 

The OSBI checked with the OSBI and reported back that neither they nor the FBI had anything to do with 
the information and claimed the OSBI didn' t know of the existence of either group and the FBI admitted 
knowing of only one of the groups. The legislators said that the OSBI spokesperson was obviously ill at 
ease and nervous over the allegations bringing legislators to their door with questions but that they were 
"forthright" in their answers. One of the parts of the joint OSBIIFBI response rang true, that while they 
didn't make the conunents, there were numerous other agencies presenting information and participating so 
they couldn't vouch for the other groups. They also suggested that it was possible that something might 
have been mentioned during a break or after the meeting between individuals that were chatting. 

Here what we were told was the OSBI statement: 

"Neither the FBI nor the OSBI are making representations on anything said in other presentations, during 
breaks, or during individual conversations after the event officially ended. " 

Fair enough, we will take their word on the matter. 

Shortly after we received the report from legislators the original source had an email sent to us where he 
explained the difference between what he said and our source repeated. Basically there was a meeting at 
the Oklahoma Fusion Center at OSBI headquarters in a classroom setting where they were told that there 
were "militia types meeting monthly at H&H". The presenter was said to have said it in an oflhand 
manner as if he didn' t quite know that to think of the information. No organization names were mentioned, 
nor was the word terrorist used. The statement was further categorized as from an individual but not an 
official part of the presentation. Another statement left the door open for the presenter making the 
statement but that it was not part of the official presentation. 

The original law enforcement officer then spoke to the supervisor who in turn spoke to our original source 
at an OK2A meeting and elaborated a bit but in a perfectly understandable manner. This person mentioned 
that both the OK2A group and the High Noon Club met regularly at the H & H Gun Club and it didn't 
seem that groups meeting with legislators qualified as "militias". Our source apparently added the word 
terror list and identified the groups as being specifically named. Here is the exact wording that we 
received: 

"Information came through their fusion center identifying OK2a and high noon as "militia groups" and has 
them pegged as "terrorist" ." 

We also received a report that little written material was being handed out after MIAC report so that there 
wouldn't likely be any documented list, that in their experience everything was given verbally. We cannot 
speak as to the veracity of this staten1ent but it makes sense. 

Obviously the Oklahoma Fusion Center was caught in the middle of a controversy but what do we make of 
all of this? The original source asked us to retract the story but there are several things about this story that 
made an update a necessity but not an outright retraction. 

First, the information did come from a Fusion Center meeting of law enforcement officers. 

Second, the report either offended or concerned three separate law enforcement officers, enough so that tlle 
information was reported to where someone could get members of tlle legislature to look into the issue. 

Third, the information turned out to be mostly true, gun rights groups meeting at H & H Gun Range were 
thought to be of concern according to some report in the Fusion Center system regardless of the origination 
of the information. 

Fourth, this didn't happen in a vacuum, tlle Fusion Center system had previously been involved in placing 
the Oklahoma Bombing Commission in an extremist category. If it quacks, it is a duck most of tlle tin1e. 

Fifth, the Oklahoma Information Fusion Center specifically states that they gatller and retain information 
based upon mere suspicion. If that is a good enough standard for a professional law enforcement 
organization then it is good enough for a grassroots group. 

"The OIFC may retain information that is based on mere suspicion, such as tips and leads. " 
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After thinking about the controversy for several days here are the conclusions that we believe fit the facts. 
None of the three law enforcement officers did anything wrong other than perhaps the repeating of the 
"militia meeting at H & H Gun Range" statement at the Oklahoma Fusion Center meeting. The two 
officers were concerned and did the right thing in blowing the whistle. If the Oklahoma Information 
Fusion Center got caught up in a scandal, it was because they are basically spying on people and their 
entire system is so corrupt that they accept mere suspicion as good enough to place in a person' s dossier. 
I'm told that the guys down there are decent and have Oklahoma values so I would ask them two questions 
ifl had the chance 

1. How does it feel to have mere suspicions develop into an informal investigation? How do you 
think a taxpayer would feel it the same standard of information was used to pry into their life? 
2. Have you tracked down the person who made the "militias meeting at H & H Gun Range" and 
verified exactly where the inforntation came from? Your own rules require the investigation of erroneous 
information back to the source it came from. Have you done this yet? 

Here is a good interview with an expert on the subject of domestic spying on citizens and the pitfalls. 

I believe that the most obvious result of the Oklahoma Inforntation Fusion Center will be the chilling 
effect on activists. 

I att.ended the High Noon Club on Friday and on my way out of the meeting I was approached by an off 
duty OKC police officer. He was concerned about the story, mentioning that he had invited a supervisor to 
the High Noon Club a few weeks ago and had to go back to the guy and inform him of this "militia" report 
that was circulating among law enforcement officers. His concern was his security clearance and his 
career. A report that he was a member of a militia group would cost him his job. I updated hin1 on the 
info we had at that time, which was that both the FBI and the OSBI were denying their part in the 
controversy. The officer also believed that things like this must be outed inlmediately and corrected. He 
agreed with our assessment that the two officers did the right thing in coming forward. 

But, I have a favorite quote from Marcus Aurelius the stoic Roman Emperor who lived in the second 
century A.D. where he speaks of seeing the true nature of things and using them in the best mamler, 
basically make lemonade out of lemons. With that in mind we need to use this controversy to effect 
change. 

We should start by calling on Governor Mary Fallin to rescind her executive order that funded the 
Oklahoma Information Fusion Center furough the OSBI and properly allow the legislature to appropriate 
the funds to continue participating in the Fusion Center system if the law enforcement profession believes it 
to be of any value, if the legislators agree, and if we can properly prioritize our spending to allow for the 
Fusion Center. I wonder how it is even possible for the Governor to bypass the legislature on spending 
money on this boondoggle. The Brad Henry/Wayne Pettigrew spy camera system died because the 
legislature wouldn't let it furough, how is this different? 

E-mail: info@qov.ok.gov Local: (405) 521-2342 Or (918) 581-2801 

Second, if the legislature wanted to defund the Fusion Center project, it could be completed in less than a 
month. Or at least the process could be well on the way in a month. Therefore on March the 6th at 1:30 
pm, the Sooner Tea Party will begin using the same criteria for information sources for our articles as the 
Oklahoma Information Fusion Centers use for deciding to gather and retain information on Oklahomans. 
If we receive a report or rumor on any legislator, governor, or staff member then it will be treated as 
suitable subject for public airing of the issue, regardless of the lack of documentation or the need for 
multiple sources. Like the Fusion Center rules state, we will identify the issue' s source as rumor if we 
don' t have multiple sources or documentation but we will publish the story. And lastly, on March 6th at 
1:30 pm will start our own SAR program, Suspicious Activity Report, where any sort of suspicious activity 
or behavior by a legislator, the governor, or staff member \vill be sufficient reason for airing a potential 
tssue or concern. 

Of course this enables us to use past reports were we couldn't develop multiple source confirmation. There 
are some doozies out there on Mary Fallin that are just going to be a blast to expose! I can see why 
Governor Fallin decided to fund the fusion centers, this spying on people and the potential mayhem you 
can create is antazing! 

Controversies like this come in handy for smoking out the group leaders that are tinlid or not completely on 
board. The leader of OK2A became quite upset over the Sooner Tea Party airing the report of the militia 
comments. Multiple sources reported back, as did some of OK2A ' s members, all of which wondered why 
in the heck the leader was complaining! Most said this is a gift to show that the groups are under attack 
and that only happens if you are doing something productive. But the most telling thing was the physical 
reaction of the leaders of the two groups, tile owner of the H & H Gun Range took this very seriously and 
obviously rattled the folks at OSBI with his questioning. That is what we need, men that are courageous 
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enough to fight back and stand their ground! The other group, OK2A actually sent me a text message on 
Friday, two actually, asking "So do you realize how wrong that email was. (from the original OK2A 
source) Are you going to issue a correcTion? (sic) 

Alliance for Vigilance Seminar 
Set for Jan 12th & 13th 

Michael Hoehn, the Washington D.C. leader that is coming to Edmond next Thursday and Friday offered a 
preview of his two day seminar on "Understanding the Threat to America" that deals with the Muslim 
Brotherhood threat to our country. Here is a good video of one of the speakers, General Jerry Boykin. 
Here is a preview of the kind of information that will be covered. 

In 2004, Ishmael El Barasse and his wife were arrested and the FBI raided their home located in Falls 
Church, Virginia. In the basement, FBI Counter Terrorism Agents found a secret sub-basement that 
contained the archives of the Muslin1 Brotherhood in America. The seized documents were classified until 
federal prosecutors introduced them into evidence in the case of United States v. The Holy Land 
Foundation. the largest terrorist-financing trial in the history of the U .S. When the documents were offered 
into evidence, the defense attorney stipulated as to their admission, whicll is to say that the defendants 
admitted that the documents were true and accurate and what they purported to be. In November of 2008, a 
jury returned unaninlous guilty verdicts on 108 separate counts. 

The stated goal of the Muslinl Brotherhood is to overthrow the goverument and replace the Constitution 
with Shariah Law. One of the documents admitted into evidence contained the following quote: "The 
(Muslinl Brotherhood) must understand that their work in America is a kind of grand Jihad in elinlinating 
and destroying the Western cjvihzatjon from IDthin and "sabotaging" its miserable house~ 
(our)hands ... " CAIR, along with numerous other individuals and MB front organizations, was included in 
the case as an unindicted co-conspirator. 

Now, CAIR has invited Oklahoma legislators to their conference in Marcil to indoctrinate them and get 
them to do CAIR's dirty work "by their hands." It will be interesting to see how many RINOs attend. Stay 
tuned here for a list of attendees. Shariah Law, coming soon to a neighborhood near you, courtesy of 
CAIR. 
Here is the flyer for the "Understanding the Threat to America" seminar on January 12- 13. 
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McCarville Report Blunders Again 

Blunder : to m ake a mistake through stupidity, ignoranc.e, or carelessness 

Ah, our boy Mike McCarville bas been busy again. Not that he is a young man by any means but some 
are beginning to believe that Mike is entering doddery, or as more commonly known, the senile state. Poor 
Mike, like my grandfather told me once, getting old isn't for sissies. 

We've tried to just ignore Mike after we exposed his connections to the State Chamber of Commerce 
advertising budget and his connection to Neva Hill, Speaker Kris Steele's campaign consultant. 

In a previous issue we responded to the McCarville Report's erroneous statements and laid out the facts for 
all to see. A follow up article named " The Motivations of Mike McCarville" laid out the proof of State 
Chamber of Commerce advertising dollars spent at the McCarville Report website, his close connection to 
CMA Strategies, and his decades long connection to former partner Neva Hill who is the personal 
campaign consultant for Speaker Kris Steele 

After the two newsletters outed McCarville, there was complete silence from Mike for a few weeks. 
Thinking that his care taker had increased his meds or took away his internet access, we laid off Mike after 
that hoping that he had learned his lesson. Nope . .. it wasn't long till Mike popped this doozy out of his . .. 
hat ... and posted it on his blog. 

The organizer of the event, Lukus Collins, set the record straight on McCarville 's face book wall by posting 
this comment: 
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Campaign for Liberty is a 501C3 organization and due to its close association with Ron Paul at the 
beginning of the organization, C4L leaders are prohibited from working closely with the Ron Paul 
campaign. We did loan the Ron Paul group our podium and other supplies from the Tea Party but the 
501 C3 requirement and a pre existing commitment to speak in McCloud that afternoon kept me from 
attending. 

Now we initially ignored the slur that McCarville manufactured out of whole cloth but after he attacked 
again after Jan 1st we decided it was time to respond and set the record straight. But it does offer an 
opportunity for some fun with Mike, and being that we like to use ridicule to get our point across, here are 
some tongue in cheek suggestions for Mike' s next blog posting: 

(Warning! Do not open the link below if you are at an offtce computer! It goes to a gay site where we 
found Representative Jason Nelson signed up as a member!) 

l\fik~ :\l cCanille Tul'Ded Down for M~mb~nbip in NA..'\ffiL A 

Sourc~s inside the North American Man/Boy Love Association report that allege Oklahoma blogger Mike 
McCarville has been rejected for membership in the NAMBLA organization. A NAMBLA spokes person 
refused comment but inside sources provided a transcript of the board meeting where McCarville was 
allegedly rejected The board member's names were redacted to protect their privacy. 

~ Board Member 1: "Okay, next up on the agenda is the application of one Mike McCarville for 
membership as a premium NAMBLA member." 

XXXX, Board Member 2: "Oh, Mike is one of us? Well, he writes an excellent political blog and is 
influential in Oklahoma, but we do require a boy sponsor along with the man applicant Does he have a 
boy sponsor?" 

Staff member: "Yes, we have listed Kris Steele as the boy spOC1Sor." 

X:X:X, Board Member 3: "Objection! Kris Steele is no longer a boy! And even if he was once a boy, 
how many men is the little tart going to be allowed to sponsor?" 

Board Member 2: "Now wait a minute Guy, not only does Kris have the perfect last name for a boy 
sponsor, he is influential in Oklahoma and might help us get Oklahoma's antiquated consent laws that are 
criminalizing adult sexual involvement with minors. He helped the transvestites and the Muslims so who is 
to say he won' t help out? His soft on crime bill last year will let our peope out of jail after only 90 days so 
we should consider being nice to Kris." 

Board Member 1: "Now Earl, Guy, calm down! Let's see if we can find a compromise on this! Guy, you 
know that our real purpose is to corrupt innocents and the most \'UI.nerable, right? You'd agree with that?" 

Board Member3: "Well Glen. I 'm not sure anyone would call that little hussy "innocent"!" 

Board Member 2: "Guy, you have to admit that Kris has those innocent eyes, right? And he does meet 
the vulnerable part with that whole leg thing, right? Don' t you think that this 1s really about that billion 
dollar bond issue that Kris convinced you to lead on?" 

Board Member3: "That is the problem, Glen; the little twinkled me on!" 
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Board Member 1: "Now, Guy! Compose yourself and dry those eyes. It isn' t manly to cry. Do we need 
to bust you back to boy status again this month? Daddy spank, Guy! Daddy spank!" 

The transcript ends there according to our source, clainllng that " the boyish Jason Nelson" arrived for his 
"meeting" with the board. Allegedly Representative Nelson had been rejected in his bid for membership 
due to his membership at a gay website (see comment #9 at .th.is..l.ink). The revelation outraged several 
board members, one of which stated: "We are not gay! We are pedophiles! This is as bad as the State 
Chamber leaders trying to join!" Allegedly Representative Nelson caused quite a stir with his Michael 
Jackson costume, worn in a bid to increase his chances on his re applicatioa 

If that one wasn't funny, try out this one for your next blog posting Mike: 

l\11ke 1\'lcCanille Loses Pulitzer P1ize Race 

Oklahoma blogger Mike McCarville of the McCarville Repon was allegedly kicked out of the running for 
the 2012 Pulitzer Prize after committee staff reported on McCarville' s new web site design. Staff 
researchers called the new website design "amateurish" and one made the comment " it looks like a 
pederasty designed cat house". Another asked "What happened to the Gold Standard of Political Blogs 
saying in the header?" 

Okay, I'll be serious for a while... Sorry guys, all in good fun. For us anyway .. . 

Mike McCarville' s next attack came in the form of a story on the top headlines of 2010. Anlazingly, 
within five seconds of the start of the story according to one activist that commented on the article, was an 
attack on the Sooner Tea Party involvement in the 2010 Oklahoma City Cotmcil race: 

Pollster Pat McFerron: "Might not be the biggest - but one that is overlooked .. . I would cast a vote for the 
repudiation of the Al Gerhart Tea Party extremists in the OKC City Council race.s. The unholy alliance of 
firefighters and Tea Party extremists not only were soundly defeated by Meg Salyer, but their one anti
MAPs III voice was tmseated by a first time candidate, David Greenwell." 

Ouch! Or maybe not if you are aware of the facts in that race and McFerron's place of employment! 

Pat McFerron is the "M" in CMA Strategies. CMA, the RINO consulting firm responsible for the 
Oklahoma MAPS III campaign, the same firm that grew out of the old CHS consulting firm which RINO 
Congressman Tom Cole founded. After Cole was elected to Congress, CHS turned into CMA. And who 
presented the latest "polling" results at the Shawnee Republican caucus meeting? CMA Strategies of 
course, because they are the State Chamber of Conunerce' s political consulting fum. 

McFerron is the CMA partner that actually holds the State Chamber of Commerce contract for public 
relations and lobbying. Am I alone in thinking that a journalist should disclose the associations of a quoted 
source? Poor Reid Mullins was given just two sentences in McCarville's rush to start earning his State 
Chamber pay! 

But at the bottom of the article was the longest quote of all, from an "Anonymous Capitol Insider". The 
quote was three to four times longer than the next two longest posts so it was an important quote for Mike 
McCarville 's article. And who was this "Anonymous Capitol Insider"? None other than the current 
political consultant for Speaker Kris Steele and the decades long friend and former partner of Mike 
McCarville, Neva HilL How do we know this? Because Neva Hill gave the same word for word info at a 
yearend wrap up for political insiders at a restaurant on North Lincoln Blvd. Among those attending were 
Fount Holland, Pat McFerron, and Ben Odom. Don't bother guys, you'll never guess who our source was 
that attended your meeting. 

Okay, Mike McCarville outright hid the connection between Neva Hill, McFerron, and himself but what 
about the facts of what McFerron was paid to say? 

First off he left off the police union in his description of the "unholy alliance" between firefighters and the 
Tea Party. Second he neglected to mention that a sleepy, $10,000 campaign budget city council race was 
turned into a multimillion dollar battle after the Sooner Tea Party endorsed three candidates. Also 
unmentioned was the Oklahoman attack on Windsor Hills Baptist Church, the church of two of the 
candidates. The Oklahoman pulled out all the stops and actually claimed in a sub headline that Windsor 
Hills Church was training children to use automatic weapons! If you bothered to read the story, you found 
out on page five or six that a Department of Wildlife Game Warden conducted a firearms safety class for 
kids that included the Game Warden demonstrating a M-16. Also unmentioned was the first time use in 
Oklahoma City history of TV ads for the city council race, a massive turnout many times the norm, and a 
robo call by former Governor Brad Henry in support of the RINO candidates! 
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And does this sound incredible, that a statewide newspaper would print an outright lie on their front page? 
Here is the first few sentences of the article from their own website: 

Activities of council candidates' chun·h draw criticism 

By Michael Baker and John Estus 
Published: February 27, 2011 

Two Oklahoma City Council candidates attend a church observers have criticized for flying the 
Confederate flag, making political commentary from the pulpit and training children to use automatic 
weapons at a church camp. 
Windsor Hills Baptist Church's activities have been described as radical by critics who fear it could 
influence city council decisions if its members are elected Tuesday. 

Uh, did you read that fme print on who was one of the authors? John Estus, as in the current PR flack for 
Speaker Kris Steele? Get used to the idea that a good portion of the people that join politics, journalism, 
and even grass roots organizations will sell out at some point. They call this the "exit strategy". 

But wait a minute. Stupid me, I had assumed that John Estus went from working for the Oklahoman to 
working for the House of Representatives as Speaker Steele's Press Secretary. That was announced on our 

favorite doddering blogger, Mike McCarville on April 29th of2011tl! of2011. But if you look at some of 
the stories that Estus was writing, they supported Speaker Steele 's agenda even when Estus was still 
employed by the Oklahoman. 

Let' s look at more connections. John Estus has a close personal friend, Paul Monies, also a former reporter 
for the Oklahoman Monies left in September 2011 and went to work in Washington D.C. His wife, 
Jennifer Monies, also a former Oklahoman reporter, is a senior vice president of Communications at the 
State Chamber of Commerce basically their P.R flack. John Estus and Paul Monies were assigned by 
Oklahoman editors to do a few of the hit pieces on conservative Republicans. 

Oklahoma Senate scraps part of corrections policy bill 

BY JOHN ESTUS jestus@opubco.com 
Published: April21, 2011 
The Senate on Wednesday sent House Speaker Kris Steele's corrections policy measure back to the House 
after scrapping one of its key components. House Bill 2131 passed 44-3 after senators removed its 
proposal to change the state's default criminal sentencing structure from consecutive to concurrent terms. 
Sen. Patrick Anderson, R-Enid , the bill's Senate author, said he reluctantly removed the concurrents ... 

There are many more examples of where Estus wrote stories on Steele 's prison reform plan and other 
House leadership issues. As a reporter that worked the Capitol beat this is unavoidable but how do we 
know when Estus' s loyalties switched from the reader of his employer's newspaper to Speaker Steele? 
Did he slant stories to land a well paying state job? Is it ethical for a professional to switch sides without 
calling into question where his loyalties lie? 

Repudiation of the Sooner Tea Party? 

How about the RINOs buying the election outright and perhaps some members of the media along with it? 
The police and firefighter unions are allies in some of our goals, valuable allies. They know that having 

the resources to pay their members requires the city to prioritize spending on true governmental 
responsibilities and we agree with them on that. Political experts did notice that while two sides spent 
millions in the battle, the Sooner Tea Party spent around $100 along with a few hundred volunteer hours. 

Now, we all know that the citizens didn't win in that election, but if there was a winner it was the Sooner 
Tea Party by forcing a confrontation that cost them very little and drained the war chests of the RINOs. 
One of our heroes and role models is George Washington who won very few battles but eventually drained 
the resources of the British Army and won the fmal battle. So I would have just one thing to say to Pat 
McFerron, a phrase that I must borrow from one of my favorite Sooner Tea Party supporters: 

"Idiot! " 

Mike McCarville struck yet again today with his post on the Sunday Oklahoman edition on Speaker 
Steele' s last legislative session. Mike got his licks in, but it was a different kind of lick that he gives the 
posteriors of the State Chan1ber paymasters, writing that 
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" .. . the self -appointed leader of the Sooner Tea Party claims there will be an effort to remove Steele as 
speaker. To do so would require Democrats joining with dissident Republicans, and few observers see that 
happening." 

First off Mike, "self appointed"? The story "The Motivations of Mike McCarville"explains jnst how I 
came to lead the Sooner Tea Party. And if! was going to infer that someone was a not a legitimate leader, 
I would hesitate to do so given that the state' s largest newspaper basically credited the Sooner Tea Party as 
being behind the effort to oust Speaker Steele. We will cover the Oklahoman article in a bit. 

So enough of Mike' s ethical and journalistic failings, let' s see how Mike is reacting to our responses. We 
would agree that what someone says versus what they actually do speaks volumes to their true opinion, 
right? 

First off is the sudden change in McCarville's website after we made the comment about his blog being the 
gold standard of blogs cause that is what it takes to buy his services. McCarville has shifted off the gold 
standard of journalistic ethics for the purpose of inflating certain stories and devaluing others. How long 
before it takes a wheelbarrow full of McCarville blogs postings to buy a loaf of bread? 

Ahnost immediately after our comment on the gold standard, as fast as Representative Ron Peters slurping 
up a spilled drink, McCarville' s blog heading changed: 

Suddenly the "The Gold Standard of Political Blogs" heading was gone and replaced with "Named 
Oklahomas Top Political Blog by Stateside Associates" 

Stateside Associates? A large national lobbyist firm with a large..lis1 of bnsiness clients. 

Is anyone thinking that this lobbyist finn is going to be objective or will they throw scraps to the dogs that 
lick their hand? 

Finally, the top news story article where McCarville hid the identity of Neva Hill despite her comments 
being the largest contribution to the article shows that McCarville understands that he has been busted. I 
feel some sympathy for the old fart, he is sick and maybe dying according to articles from his online 
blathering and there is no doubt that some extra money is needed. That said, selling out is a piss poor way 
to end a respectable career in journalism; were I he I would prefer to go out clean without trashing my 
legacy and ruining my good name. But we advocate freedom so I suppose Mike will chose his own path. 

NAGR 

I always start off talking about NAGR, the National Association for Gun Rights, as one of those groups 
that constantly asks for money with their email system and gets some heat for their fund raising requests 
but they are the hard core political fighters that are willing to take the gloves off and fight like we do in the 
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Sooner Tea Party. Not only does that but their fundraising system works on a national scale and they do 
some good work, it just rubs some people the wrong way. I do support them 100%. 

We do not have a state chapter ofNAGR because of the lack of a suitable leader willing to spend the 
time needed to organize the state but there are thousands ofNAGR members in Oklahoma. If you know 
anyone that is pro Second Amendment and has leadership skills and the time, please get them in touch with 
us. No need to be the perfect candidate, even an interim leader would help. If you can talk to people about 
the 2nd Amendment they will do fine. If someone more suited shows up, the interim leader can help out. 

We need a decent gun rights group in Oklahoma. One that will actually fight instead of trying to make 
friends at the Capitol in some vain hope that they can educate our constitutional rights back. We need to 
start vetting candidates and get them endorsed by NAGR for the 2012 elections. 

Pressure Building on Ousting 
Speaker Steele 

Last week Oklahoman reporter Michael McNutt called and we talked a bit. Some of the info wound up in 
an article on Speaker Kris Steele's last legislative session. Here is the relevant part for our purposes: 

AI Gerhart, chairman of the Sooner Tea Party, has sent emails to legislators indicating that some House 
Republicans would team with Democrats to oust Steele as speaker. 

"The (designated) speaker's race really was the breaking point," Gerhart said. "Rank-and-file Republicans 
are looking at this." 

Asked if he thought his tenure as speaker would end prematurely, Steele said, "I don't anticipate that it 
will." 

The 31 House Den1ocrats likely would have to join Republicans to oust Steele. House Minority Leader 
Scott Inman, D-Del City said he was unaware of any effort among his members to remove Steele. 

"I would hope that we could avoid that kind of acrimony," Inman said. "We care about good government 
and we want leadership that will move the state forward, not lead us down a path we don't believe will be 
best for the state. So as long as Speaker Steele chooses the path that we believe is best for the state of 
Oklahoma, we'll be there to support him." 
"As an individual and as a leader, we believe in him and hope that he'll do what's right for the state." 

Now pay attention to exactly what Scott Inman said. He says he "hopes" the acrimony can be avoided, 
but they won't be led down a path they don't like. Then "as long as" Steele chooses the right path they 
will support hin1. Inman ends by "hoping" Steele will do the right thing. Inman is positioning his party, 
basically telling Speaker Steele that he is bent over a barrel by his own caucus and if he wants to save his 
position, it is squeal like a pig in deliverance time! 

Now understand what Speaker Steele's abysmal leadership skills have caused, he has split the Republican 
Party in the House and basically has to give control to the Democrats to keep his position. Why has this 
come about? Not because of conservative Republicans or the Sooner Tea party, but because Speaker Kris 
Steele and the rest of House leadership will not follow the Oklahoma Republican Party Platform. 

Michael McNutt did a good job on getting my quotes right in the story but he might have attributed the "/ 
don't anticipate that it will. " Conm1ent to Kris Steele rather than to me because I had made a sinlilar 
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comment that stated that Steele was more likely to be emasculated by changing the House mles, a position 
I've made clear in several newsletter articles. Of course the story painted Speaker Steele as a saint, this 
is the Oklahoman editors in charge no doubt. 

Representative Bennett Fundraiser 
Set for Jan 12th 

I'll be there, might be late because I am also attending the Edmond event but it is important to support 
Repesentative John Bennett. This guy stood up like a lion and fought all year. An outstanding freshman 
legislator that refused to back down or betray his constituents and he fought for all of Oklahoma. No 
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matter where you live in the state you should contribute to his campaign for 2012. 

I'll be leaving for Sallisaw Thursday afternoon around 3:00pm, call me if you want to send a donation to 
him. Remember the rules, over $50 requires John to furnish your name, address, occupation, and who you 
work for. Checks are best, no corporate checks please, they aren' t allowed. Or contact John's office and 
get his mailing address and mail hint your donation. 

David Prater Investigation, 
What Is Going On? 

Christmas came late for Oklalloma County citizens on January 3rd when we received our first bit of new 
intelligence on the David Prater investigation. The investigation started in mid October with a set of 
documents provided to the Sooner Tea Party that included an affidavit clainling that Oklalloma County 
District Attorney David Prater had violated Oklalloma campaign finance and reporting laws during his 
2006 election. 

Accompanying the affidavit were documents suggesting that nunterous David Prater campaign donors, a 
forn1er director of the CLEET organization, and a former Governor' s grandson had all escaped justice due 
to Prater's refusal to file charges or his attempts to drag the legal process out past the statute of limitations. 

We first reported on the story on October 23rd, published a follow up story on October 27th and sent out 
dozens of information packets to the media around the state containing redacted copies of the affidavit, the 
supporting documentation, and a short description of our investigation. We began receiving calls from 
reporters asking about the OSBI investigation that was initiated by Attorney General Scott Pruitt three days 
after we broke the story. The media had been aware of the story for about a year but they claim they didn't 
have sufficient proof to publish the story. The business owner that was a witness wasn't talking to the 
media and the Attorney General' s office didn' t have enough facts to move forward, so the story was a 
risky one being that the media depended on the good graces of the D A for infoml3tion. 

Read the October 27th Special Edition newsletter for more details on the massive trail of corruption and 
influence peddling. 

We figured something serious was afoot because had the state wanted to whitewash the issue, they would 
have cleared Prater quickly and reported it in a matter of days if not weeks. It has been over two months 
since the investigation began, more than enough time to present the matter to a multi county Grand Jury, 
and let the Grand Jury do its work. . 

The silence was broken though when we received information from a public defender on January 3rd then 
on January 4th a separate coruiilllation from a highly placed Oklalloma County Courthouse officiaL It 
seems that during the investigation into Prater' s campaign donations that the Sooner Tea Party sparked also 
brought up that there were possible irregularities with tens of thousands of dollars in campaign donations 
that might have been converted for personal use. Given the lack of information, no one knows what is 
really going on but the OSBI, Prater, and Pruitt. 

A total of five separate sources provided the Sooner Tea Party infoml3tion on the OSBI investigation, 

ranging from a story about a sealed indictment and a court date set for January 30th to a report that the 
OSBI wasn't done with their investigation. Four of the reports stated that a multi county grand jury had 
been given the infoml3tion but we are not alleging that at this time. We aren' t alleging anything about the 
investigation other than the rumor mill is working overtinte. 
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Bad govenunent and conuption can only flourish in secrecy. It takes a disengaged citizenry and a conupt 
or intimidated media for the conuption to be self sustaining. The Sooner Tea Party is certain that if we 
ever expect to hold Washington D.C. accountable then we must first cleanup our state and local 
governments. Oklahoma County District Attorney David Prater appears to have possibly put himself 
above the law, prosecuted conservative legislators using questionable charges, and pandered to the NAACP 
by charging a man who was protecting his place of employment. Jerome Ersland certainly was not 
blameless in his actions but he was held to an extremely high standard for a man placed in a situation 
where many of us might not have had the presence of mind to act correctly. Including Ersland, there were a 
total of four murder convictions from that pharmacy shooting. I ask you how it is possible for four people 
to be responsible for murder especially if one of then1 was being robbed. 

If there is justice and David Prater is indicted and convicted for crimes, his cell ought to be right next door 
to Jerome Ersland, or better yet, Prater should share a cell with Emanuel MitchelL Mitchell was one of 
the men convicted of sending the two teenage robbers into Jerome Ersland' s work place. 

Now over two months ago Attorney General Scott Pruitt promised to act if there was a hint of wrongdoing 
and promised to investigate quickly and release the report. District Attorney David Prater also made 
promises to release any investigative report and conunent on it himself. It is time for one of the three 
parties to come forward and let the public know that justice is being served. There are serious allegations 
of campaign finance fraud as well as serious signs of a pay to play scheme or justice for sale in Oklahoma 
County. Justice demands that the citizens be kept up to date and informed if the OSBI has finished their 
investigation or if the matter has indeed been turned over to a Multi County Grand Jury. 

The bigger story here though is the growing power of the Sooner Tea Party. Our organization has become 
known for being inconuptible, fearless, and persistent in our efforts to clean up politics. We have a 
dedicated team of researchers and allies, have developed outstanding sources deep within state and local 
government offices, and have attracted a growing number of financial supporters and grassroots activists. 
A tipping point is near that when reached will unleash renewed cooperation between the Oklahoma 
grassroots organizations and when that day arrives, it will be the beginning of the end of special interest 
dominated politics in Oklahoma. 

And a flnal note on the County situation. Reports have been circulating since late spring on a possible 
Oklahoma County elected official being involved with a pay for play scheme with County contractors. 
There is also a separate charge involving embezzlement from a nonprofit foundation created for the benefit 
of an injured officer. We are watc.hing things closely and investigating where possible and will update you 
if the information gets solidly conflrmed. 

Oh My God, the Tea Party is 
Building a Newspaper! 

Not intending to be blasphemous but that is going to be the reaction from the politicians when they 
hear that the Tea Party is organizing a series of local newspapers around the state. As we hold 
our elected officials accountable, as we hold our grassroots organizations accountable, so should 
we hold the media accountable for their refusal or inability to publish the stories of corruption and 
outright special interest control of our state and local governments. If there is not a responsible 
newspaper in the area, we will start one. 

The newspaper will have humble beginnings and will be rolled out in the five largest counties 
starting with Tulsa County at the end of January. This will not be the usual local newspaper; it will 
be more of a water cannon that can be used to hose down the worst of the RINOs, exposing their 
voting record, allowing the public to finish the job in the primaries and general election. The 
newspapers will be organized by county, saturating the majority of homes in the House districts 
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that have RINO legislators. 

The content will be directed toward the vast majority of citizens that are not aware of the massive 
corruption in state and local government, with information suited to those important baby steps 
toward becoming a constitutional conservative voter. The job of further educating those new 
conservatives will be up to the local grassroots organizations in the area and we intend to partner 
with those organizations that are willing to fight for our state and the future of our children. 

The newspaper will be self sustaining through local advertising specific to that district and regional 
advertisers. Advertising costs will range from $300 for a full page ad down to $40 for a business 
card size ad and will reach a minimum of 20,000 citizens per House district whether they are 
voters are not First and foremost the advertising will be a good value for the businesses that 
support the newspaper. 

We are looking for local activists in Oklahoma, Tulsa, Payne, Cleveland, and Comanche County 
that are willing to help with local interest stories and research. There wi ll be no pay for volunteer 
reporters and writers as every dime wi ll be used to increase the reach of the newspaper, but the 
volunteers will have the satisfaction of having the local elected officials held accountable. 

Delivery volunteers will be paid though. If the newspaper succeeds perhaps someday we can 
convert to a paid staff. 

Contact us at Soonerteaparty@gmail com if you are interested in volunteering, delivering, or 
advertising. 

Here are all the House members in two fifty member blocks of email addresses Use Bee in your 
email address header and email fifty of them with one email yet they won't know who else got the 
email. 

Here are the State Senate email addresses in one block: 

Who is my state representative and my state Senator? Click heree to find out 

Here is the Senate Directory 

Here is the House Directorv 

Don't forget the Wednesday night work parties starting at 4 pm. Get involved; help us hammer the 
bad politicians until they become good politicians. This Wednesday we are going back to work 
Representative Jason Nelson's House district. 

Call 405-412-6233 for more info. 

Remember to strip the unsubscribe link before forwarding this newsletter to prevent someone from 
taking you off our list! Use our forward this email link at the top of the newsletter to prevent being 
accidently unsubscribed. 

Money is always needed for printing costs, postage, sign materials, and robo call costs. We are 
tightfisted; we will spend your hard earned money wisely and frugally as we do our very best to 
clean up Oklahoma politicians so we can begin to clean up our country. 

lJostJbsctibe I Change profile 
eowered by YMI p 
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From: Dan Ramsey
To: Katie Altshuler
Subject: FW: Oklahoma Health Insurance Exchange
Date: Wednesday, January 12, 2011 10:42:22 AM

Here are the comments I sent previously – very general I realize, but a starting point.
 
Dan Ramsey, CIC
IIAO President/CEO
(405) 840-4426/(405) 840-4450 (fax)

 
P. S. "Everywhere that, at the head of a new undertaking, you see the government in France and
a great lord in England, count on it that you will percieve an association in the United States."
Alexis de Tocqueville
 
Click here to chat online with an IIAO staff member.
 

From: Dan Ramsey 
Sent: Monday, January 03, 2011 9:27 AM
To: 'katieatshuler@Govelect.ok.gov'
Subject: FW: Oklahoma Health Insurance Exchange
 
Katie – I thought I would forward you a copy of a note concerning my ideas for the developing a
health insurance exchange.  It is such a big item with so many stakeholders that I believe a task force
made up of those stakeholders would be the most effective way of addressing this issue.  The one
thing missing in this note is that I believe the Speaker, Pro Tempore, and Governor should make the
appointments of members of the task force.  That could be done any number of ways – the simplest
being the Speaker select the insurance representatives, the Pro Tempore, select the health care
representatives, and the Governor select the commerce representatives. 
 
To me this is the most pressing issue regarding health care – and the legislation to initiate the
process needs to begin this session.  The fact that the two that have been attempted have not met
their objectives is a sign that in all likelihood there is likely to be a trial and error period that needs
to be tested prior to implementation.   
 
Dan Ramsey, CIC
IIAO President/CEO
(405) 840-4426/(405) 840-4450 (fax)

 
P. S. "Everywhere that, at the head of a new undertaking, you see the government in France and
a great lord in England, count on it that you will percieve an association in the United States."
Alexis de Tocqueville
 
Click here to chat online with an IIAO staff member.
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From: Dan Ramsey 
Sent: Sunday, January 02, 2011 9:44 AM
To: 
Subject: Oklahoma Health Insurance Exchange
 
Jami - The federal law requires every state to have a health insurance exchange established by
1/1/2014 or the federal government will give us one.  It is imperative that we do something this session
to get started.  I don't know if anyone else is working on it or not, but here is what I would suggest.
 
The Speaker and Pro Tempore each designate a member to serve as co-Chairs of a task force with a
charge to study the federal law and identify the requirements for the exchange.  In addition the task
force should have legislation prepared for the 2012 session to create a health insurance exchange in
Oklahoma.  The legislation should identify the steps needed to create, organize, administer, and fund
such a system. In addition to the two legislators, the task force should have representatives from the
various interest groups that will be impacted.  From insurance there should be a representative of a
health insurance company, insurance agent, and the Oklahoma Insurance Department.  From medical
there should be a representative from the physicians, hospitals, and Oklahoma Health Care Authority. 
From consumers there should be a representative from small employers (under 50), large employers
(over 50), and the Oklahma Department of Commerce. 
 
Such a structure should allow us the opportunity to develop a plan with input from the interested
parties, considering the successes and failures of other plans that have been tried so far, and seeking
input from a wide range of sources.  Utah and Massachusetts are the only two states that I know of that
have tried - both have struggled.  Utah just hired its 3rd administrator in less than a year and
Massachusetts has seen its rates soar.  It is going to take a lot of work and lots of time.  I'm not
volunteering to serve, but think it is important we have representation on the task force.  I can certainly
round up resources to come in to provide information.
 
Talk to you soon.
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From: Roberts, Anne M
To: Katie Altshuler; "akridgex2
Subject: FW: Oklahoma Healthcare Exchange: Stakeholder Meeting 01/26/2011
Date: Wednesday, January 12, 2011 10:47:53 AM
Attachments: OHX Stakeholder Agenda - Jan 2010.pdf

Katie - here is the meeting notice for the Exchange. Anne

 

Anne Roberts 
Director of Legislative Affairs 
INTEGRIS Health 
3366 Northwest Expressway, Suite 800 
Oklahoma City, OK 73112 
Phone: (405) 949-3348 
Cell:   
E-Mail: 

 

From: Derek Lieser  
Sent: Tuesday, January 04, 2011 2:40 PM
To: Derek Lieser
Subject: Oklahoma Healthcare Exchange: Stakeholder Meeting 01/26/2011

On behalf of Commissioner White and Mike Fogarty:
 
 
RE: Oklahoma Healthcare Exchange Stakeholder Meeting
Location: ODMHSAS Training Center Sheppard Mall/1F, Oklahoma City
Date and Time: January 26, 2011, 10:30 a.m. – 12:00 p.m.
 
 

 
Please follow this link to RSVP your participation: http://www.okhca.org/ohx.aspx
 

 
           
Greetings,
 
Thank you to all who participated in the initial Oklahoma Healthcare Exchange project
stakeholder’s meeting held on September 8, 2010.  We had wonderful attendance and received
a number of follow-up emails from individuals offering to join us in carrying out this very
important task.  Your active participation will be a deciding factor in determining Oklahoma’s
success in the development of an Exchange that efficiently and cost-effectively connects
Oklahomans with much needed healthcare insurance.  Oklahoma has a solid history of
successful collaborations of this magnitude and we look forward to the challenges ahead!
 
In follow-up to our September meeting, we would like to invite you to the next Stakeholder
Meeting  to be held on January  26,  2011,  10:30  a.m.  to  12:00 p.m., at the ODMHSAS
Training Center in Sheppard Mall, Suite 1F located at 2401 NW 23rd Street, in Oklahoma
City, Oklahoma. 
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During our up coming meeting on January 26, we will discuss the workgroup process and
identify task forces/work groups (please see attached) needed to assist in addressing key
components of the planning and implementation of the OHX.  We will be looking for
volunteers to populate these groups.  Each group will work to develop timelines and will report
progress made to a leadership team yet to be defined. 
 
Please save (add to favorites) the following link for access to the Oklahoma Healthcare
Exchange website:  http://www.okhca.org/ohx
 
For those of you who may not have been able to attend the first meeting, the purpose of these
meetings is to provide for the development of the Oklahoma Healthcare Exchange (OHX). The
OHX will facilitate the purchase and sale of qualified health plans in the Individual and Small
Employer markets in this State.  The intent of the Exchange is to reduce the number of
uninsured, provide a transparent consumer driven marketplace and assist individuals and
small business owners with access to programs, applicable premium assistance tax credits
and cost-sharing reductions.
 
Since our last meeting in September, Oklahoma applied for and received a $1,000,000 federal
planning grant which was awarded on September 30, 2010.  Two Exchange Project Managers
were provided for by the grant.  OHX Planning Project Managers, Derek Lieser and Nicole
Prieto Johns were chosen for the job and began working on December 6, 2010. 
 
 Additionally, a Request for Proposal (RFP) to engage a Consulting Contractor charged with the
development of a strategic/operational plan for implementation of the OHX has been sent to
the Oklahoma Department of Central Services (DCS) for approval.  The strategic/operational
plan will provide the basis for securing Establishment Grant dollars for developing the OHX.
 
We very much look forward to seeing you at the meeting as well as to working with you to the
successful conclusion of this project.
 
Sincerely, Exchange Project Managers,
Derek Lieser & Nicole Prieto Johns
 
 
Derek Lieser | Oklahoma Department of Mental Health and Substance Abuse Services |
Healthcare Exchange | 2401 N.W. 23rd St., Suite A-1, Oklahoma City, Oklahoma 73107 |
Office: 405.522.7270 | Fax: 405.530.7102 | E-mail: Derek.Lieser@okhca.org
 
 
S. Nicole Prieto Johns | Oklahoma Department of Mental Health and Substance Abuse
Services | Healthcare Exchange | 2401 N.W. 23rd St., Suite A-1, Oklahoma City, Oklahoma
73107 | Office: 405.522.7270 | Fax: 405.522.7685 | E-mail: Nicole.PrietoJohns@okhca.org
 

=================
DISCLAIMER - This e-mail message, including any attachments, 
is for the sole use of the intended recipient(s) and may contain
confidential and privileged information.

If you are not the named addressee you should not disseminate,
distribute or copy this e-mail. Please notify the sender
immediately by e-mail if you have received this e-mail by
mistake and delete this e-mail from your system.

The sender does not accept liability for any errors or omissions in
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the contents of this message, which arise as a result of e-mail
transmission. If verification is required please request a
hard-copy version.

This e-mail may contain identifiable health information that is subject to protection
under state and federal law. This information is intended to be for the use of the
individual named above. If you are not the intended recipient, be aware that any
disclosure, copying, distribution or use of the contents of this information is
prohibited and may be punishable by law. If you have received this electronic
transmission in error, please notify us immediately by electronic mail (reply).
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From: Jason Nelson
To: Katie Altshuler
Subject: FW: Oklahoma Senate won"t hear health insurance exchange bill
Date: Thursday, March 31, 2011 1:46:55 PM

What’s the plan now?

Jason

Oklahoma Senate won't hear health
insurance exchange bill
Gov. Mary Fallin has supported the bill.
 

BY JOHN ESTUS Capitol Bureau jestus@opubco.com Oklahoman    3
Published: March 31, 2011

The Senate won't hear a bill championed by Gov. Mary Fallin that would help create an online state

health insurance exchange, Senate Pro Tem Brian Bingman said today.

House Bill 2130 would set up a board to oversee development of a website for Oklahomans to shop for

health insurance policies. The website is commonly referred to as a health care exchange.

The new federal health care law passed last year calls for health insurance exchanges.

Oklahoma Republicans have been divided on whether the state should create the exchange. Many

oppose it because the state has sued the federal government to challenge the constitutionality of the

health care law.

“I want to make it plain that the Senate Republicans are not for the Obamacare,” Bingman said.

Bingman, R-Sapulpa, said he has not spoken with Fallin yet about the decision not to hear HB 2130 in

the Senate.

Fallin has been criticized by fellow Republicans for accepting $54 million in federal money to create the

exchange despite voting against the health care bill while she was in Congress and supporting

Oklahoma's lawsuit challenging the health care law.

While defending her support for the exchange earlier this week, Fallin said the health care law is, for

now, “the law of the land” and that the state is required to follow it.

Read more: http://newsok.com/oklahoma-senate-wont-hear-health-insurance-exchange-

bill/article/3554149#ixzz1IChClhnw

 

 

Jason Nelson
State Representative, Dist. 87
Oklahoma House of Representatives
Oklahoma State Capitol, Room 301
Oklahoma City, OK 73105
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 Office
 Mobile

Email: jason.nelson@okhouse.gov
Website: www.okhouse.gov/district87
Blog: www.jasonnelsonok.blogspot.com
Facebook: www.facebook.com/jasonnelsonok
Twitter: www.twitter.com/jasonnelsonok
 
 
NOTICE: The information in this email is confidential, legally privileged, and exempt
from disclosure under law. It is intended solely for the addressee. Access to this
email by anyone else is unauthorized. If you are not the intended recipient, any
disclosure, copying, distribution or any action taken or omitted to be taken in
reliance on it, is prohibited and unlawful. The Oklahoma House of Reps does not
warrant any e-mail transmission received as being virus free, and disclaims any
liability for losses or damages arising from the use of this e-mail or its attachments.
Recipients of e-mail assume the risk of possible computer virus exposure by opening
or utilizing the e-mail and its attachments, and waive any right or recourse against
the House by doing so.
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From: Andrew Silvestri
To: Katie Altshuler
Subject: FW: Oklahoma Talking Points
Date: Wednesday, March 28, 2012 10:53:33 AM
Attachments: RGPPC Oklahoma Talking Points 03-21 2012.docx

 
 

From: Lindsay Russell  
Sent: Wednesday, March 21, 2012 4:46 PM
To: Andrew Silvestri; Katie Altshuler
Subject: Oklahoma Talking Points
 
Attached is some additional information regarding the cost that Obamacare has had on your state.
Please let me know if you have any questions or comments.
 
 
Lindsay Russell
Public Policy Advisor 
Republican Governors Public Policy Committee | RGA
1747 Pennsylvania Avenue, NW, Suite 250 | Washington, DC 20006
P: (202) 662-4149 | 
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From: Governor Info
To: Keili McEwen
Subject: FW: Oklahoma Tax Refund Debit Card
Date: Tuesday, April 10, 2012 11:40:03 AM

 
 

From: Wayne Springer  
Sent: Tuesday, April 10, 2012 1:47 AM
To: Governor Info
Subject: Oklahoma Tax Refund Debit Card
 
To Whom It May Concern:

So let me try and understand this correctly.  I pay Oklahoma state income taxes throughout
the year.  When I file my return and discover I have overpaid, the state is now "limiting" my
ability to receive "my personal property"  by ONLY allowing a debit card rather than a
check.  Rather than taking and cashing the check at the local bank, the state is requiring me
to comply with their conditions in order to receive my personal property back.  Those
conditions are:

1.  Go to a store and buy something whether you intended on making any purchases or not.
(Also note this MUST be done every 60 days to avoid a $1.50 per month service fee)
2.  Go to an ATM and withdraw "my personal property" but also must pay a fee (The closest
fee free ATM according to moneypass.com is 48.25 miles away, Therefore requires $15.00 in
gasoline each way to avoid the fee)
3.  Transfer "my personal property" electronically yet also pay a fee.

Lastly, The State of Oklahoma requiring me to give my Personal Information to a private
business that will store, resale, or get hacked with that information, in order to comply to
receive my overpayment is a clear violation of the Fourth Amendment to the United States
Constitution.  Not to mention Article 1, Section 8 regarding regulating commerce, this
"requirement" is forcing commerce and NO different than the current controversial
"Obamacare" law.  The State of Oklahoma has this backwards, that overpayment is Mine not
the State's, therefore the State has no Constitutional right to force my participation into a
private business in order to comply with receiving my personal property.

Sending a check requires a taxpayer's participation in nothing rather than just cashing it,
period.  It's no wonder with stipulations like this why so many people avoid paying taxes
whenever possible.

Wayne Springer
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From: Alex Weintz
To: Denise Northrup; Aaron Cooper; Katie Altshuler
Subject: Fw: Oklahoman
Date: Friday, November 16, 2012 4:48:11 PM

Check this one out 
 
From: Alex Weintz 
Sent: Friday, November 16, 2012 04:47 PM
To: 'ZCampfield@opubco.com' <ZCampfield@opubco.com> 
Subject: Re: Oklahoman 
 
No 
 
From: Zeke Campfield [mailto:ZCampfield@opubco.com] 
Sent: Friday, November 16, 2012 04:45 PM
To: Alex Weintz 
Subject: RE: Oklahoman 
 
Alex:

Has the governor or her policy people been developing the exchange secretly behind the scenes, as

some have alleged?

Zeke

From: Alex Weintz [mailto:Alex.Weintz@gov.ok.gov] 
Sent: Friday, November 16, 2012 4:44 PM
To: Zeke Campfield
Subject: Re: Oklahoman

zeke - I'm in an NGA exec committee session and i wont be able to leave for another hour. If ur
looking for stuff on exchanges than you can use the statement below ... I dont have anything to add
to it. If thats not the topic then shoot me an email - i really cant call for a while 

"Governor Fallin has decided to postpone an announcement on the future of health insurance
exchanges in Oklahoma. She will take advantage of the extension by continuing to study the issue
and evaluate the state's options." - AW

We do not have a timeline for when the announcement will take place but we do expect one sooner
rather than later. 
 
From: Zeke Campfield [mailto:ZCampfield@opubco.com] 
Sent: Friday, November 16, 2012 03:58 PM
To: Alex Weintz 
Subject: Oklahoman 
 
Alex-

I'm trying to reach you at the governor's office, but it says the office is closed. Can you please call me

back, or send me a better number to reach you?

Thanks, Zeke - 475-3694
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From: Rebecca Frazier
To: Alex Weintz; Aaron Cooper; Katie Altshuler; Andrew Silvestri; Denise Northrup; Steve Mullins; Maria Maule;

Craig Perry; Travis Brauer
Cc: Audrey Rockwell
Subject: FW: Open Records Request
Date: Monday, November 26, 2012 2:05:33 PM

Hello All,
 
We have received a new open records request regarding the healthcare exchange.  Please
send documents/emails to Audrey.  Also, please do not forget the open records request below
from Friday, November 16th.  If you could send any documents/emails related to this request
to Audrey, we would appreciate it!
 
 
Hi Alex. This is Clifton Adcock at the Oklahoma Gazette. You will find three Open Records requests
attached.
 
1) any and all records related to Gov. Mary Fallin’s decision - both to reject the state setting up a
federally mandated health care exchange and for the state to not expand its Medicaid program - be
provided to me. These records should include, but not be limited to, e-mails, memoranda, or other
written forms of communication.
 
2) any and all records related to Gov. Mary Fallin’s decision to reject “early innovator” federal
money that would allow the state to set up a federally mandated health care exchange be provided
to me. These records should include, but not be limited to, e-mails, memoranda, or other written
forms of communication to or from the Governor regarding the above specified issue.
 
3) any and all records related to the decision of the Governor’s office to reject Open Records
requests seeking information about Gov. Mary Fallin’s decisions in regard to the federal health care
mandates be provided to me. These records should include, but not be limited to, e-mails,
memoranda, or other written forms of communication.
 
 

From: Rebecca Frazier 
Sent: Friday, November 16, 2012 5:03 PM
To: Alex Weintz; Aaron Cooper; Katie Altshuler; Andrew Silvestri; Denise Northrup; Steve Mullins; Craig
Perry; Travis Brauer
Cc: Audrey Rockwell
Subject: Open Records Request
 
Hello All,
 
Can you please gather and send to Audrey any emails or documents that you may have for
the following Open Records Request.  Audrey will also need an estimate of the amount of
time you spent gathering the requested information. Thank you in advance.
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I would like copies of all correspondence since June, 2012, regarding the national "Affordable

Healthcare Act," "Obamacare" and the "health exchange" between Gov. Fallin and her staff, her

cabinent, all state employees, and elected officials. Obviously we realize that correspondence between

the governor and her legal counsel are exempt from public scrutiny, however, we feel the remainder of

those emails fall well within the purview of the Oklahoma Open Records Act.

 
 
 
 
Rebecca R. Frazier
Deputy General Counsel
Office of Governor Mary Fallin
2300 North Lincoln Boulevard, Suite 212
Oklahoma City, Oklahoma 73105
(405) 522-8836
Rebecca.Frazier@gov.ok.gov
 

 

 

 

 
Rebecca R. Frazier
Deputy General Counsel
Office of Governor Mary Fallin
2300 North Lincoln Boulevard, Suite 212
Oklahoma City, Oklahoma 73105
(405) 522-8836
Rebecca.Frazier@gov.ok.gov
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From: Steve Mullins
To: Alex Weintz; Rebecca Frazier; Audrey Rockwell
Cc: Katie Altshuler
Subject: FW: Open Records request
Date: Friday, November 16, 2012 4:24:45 PM

He has limited the request for information.  This requests should be substituted for the one sent
earlier.
 

From: Zeke Campfield [mailto:ZCampfield@opubco.com] 
Sent: Friday, November 16, 2012 4:21 PM
To: Steve Mullins
Subject: Open Records request
 
Dear Mr. Mullins,

While I respectfully disagree with a number of your interpretations of the state Open Records law, I

have revised my public records request to expedite the process by limiting its scope. Please respond to

this request in a timely fashion and indicate any records you have not included and the specific reason

you feel they are exempt.  

 
I would like copies of all correspondence since June, 2012, regarding the national "Affordable

Healthcare Act," "Obamacare" and the "health exchange" between Gov. Fallin and her staff, her

cabinent, all state employees, and elected officials. Obviously we realize that correspondence between

the governor and her legal counsel are exempt from public scrutiny, however, we feel the remainder of

those emails fall well within the purview of the Oklahoma Open Records Act.

 
Thanks!

Zeke

 

From: Steve Mullins [mailto:Steve.Mullins@gov.ok.gov] 
Sent: Friday, November 16, 2012 11:08 AM
To: Zeke Campfield
Cc: Rebecca Frazier; Alex Weintz
Subject: RE: Open Records discussion

I really appreciate you taking time to come in to discuss this issue.  In my view,  the Open Records
Act recognizes the three traditional sources of privilege.  Privileges may originate through
Constitutional provisions, statutory grant, or judicial common law principles.  In the Open Records
Act, for example, 51 Okl.St.Ann. § 24A.2, refers to both specific statutory sections in the Oklahoma
Open Records Act and specific state or federal statutes.    Similarly, 51 Okl.St.Ann. § 24A.5 (1)
provides that the Open Records Act does not apply to records specifically required by law to be kept
confidential including records protected by a broadly defined category called "state evidentiary
privilege" which included immunity privileges such as the attorney-client and work product.  These
evidentiary privileges are both Constitutional and Judicial in origin.  Again, in 51 Okl.St.Ann. § 24A.9
the Act codifies a portion of a broad Constitutional privilege called the deliberative process privilege
when it states:  "Prior to taking action, including making a recommendation or issuing a report, a
public official may keep confidential his or her personal notes and personally created materials
other than departmental budget requests of a public body prepared as an aid to memory or
research leading to the adoption of a public policy or the implementation of a public project."  The
Act includes many other specific privileges with Constitutional and judicial origin when it recognizes
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certain investigatory, prosecutorial, proprietary, privacy and similar privileges. 
 
Here is a non-legal summary of the most common privileges we may assert that we believe are
consistent with the Open Records Act:
 
Executive Privilege
What is executive privilege?  A claim by a high official of the executive branch that he/she need not
answer a request for information (including a subpoena issued by a court or request by the
legislature) on the ground that such revelations would hamper effective governmental operations,
procedures and/or decision-making.  In order to do their job, high officials of the executive branch
need candid advice and discussion.  The United States Supreme Court has recognized the privilege
due to  "the valid need for protection of communications between high government officials and
those who advise and assist them in the performance of their manifold duties."
What is the legal basis for the privilege?  The privilege exists within all areas of the executive
branch.  If information is shared within the executive branch, the information retains its privileged
character.  Only if the information is disclosed to public or disinterested private party is the
privileged waived.  For example, when US Vice President Cheney released information to a Special
Counsel, a “third part[y] outside the White House,” no waiver was held to have occurred.  There is
no requirement that the relevant communication or document be designated as "confidential" to
receive executive privilege protection.  Such an agreement-or lack thereof-is not dispositive.  The
privilege is applied to any communication that has the character of information who's disclosure
would hamper effective governmental operations, procedures and/or decision-making. 
 Communications that directly or indirectly have the effect of impacting recommendations or advice
to Senior Executive officials who are empowered to act on behalf of the executive branch are not
considered ordinary governmental communications and are potentially protected by the privilege. 
The privilege is properly invoked where release of the information or communication threatens
substantial intrusions on the process by which those closest to Senior Executive give advice.   The US
Supreme Court held that Senior Executive communications and activities encompass a vastly wider
range of sensitive material than would be true of any ordinary individual.  While Senior Officials are
not above the law, the judiciary and legislature must afford senior executives the greatest possible
deference in areas of confidential decision making.  
Deliberative Process Privilege
The deliberative process privilege protects from disclosure “‘documents reflecting advisory
opinions, recommendations and deliberations comprising part of a process by which governmental
decisions and policies are formulated.’” Three policy purposes consistently have been held to
constitute the bases for this privilege: (1) to encourage open, frank discussions on matters of policy
between subordinates and superiors; (2) to protect against premature disclosure of proposed
policies before they are finally adopted; and (3) to protect against public confusion that might result
from disclosure of reasons and rationales that were not in fact ultimately the grounds for an
agency's action.  In order to qualify for the privilege, a document must be “predecisional” and
“deliberative.”  A document is predecisional if it was “‘prepared in order to assist an agency decision
maker in arriving at his decision.’” The agency claiming privilege “must be able to demonstrate that .
. . the document for which . . . privilege is claimed related to a specific decision, facing the agency.”
But, the privilege does not extend to “‘purely factual’ material” or subjective discussions insofar as
they were later adopted or incorporated in a final agency opinion.   The mere status of an agency
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decision within an agency decisionmaking process may be protectible if the release of that
information would have the effect of prematurely disclosing "the recommended outcome of the
consultative process . . . as well as the source of any decision." This is particularly important to
agencies involved in a regulatory process that specifically mandates public involvement in the
decision process once the agency's deliberations are complete.  Moreover, the predecisional
character of a document is not altered by the fact that an agency has subsequently made a final
decision or even has decided to not make a final decision. Nor is it altered by the passage of time in
general.  A document is deliberative if it is “‘actually . . . related to the process by which policies are
formulated.’” Factors used to determine whether a document is deliberative include “whether the
document ‘(i) formed an essential link in a specified consultative process, (ii) reflects the personal
opinions of the writer rather than the policy of the agency, and (iii) if released, would inaccurately
reflect or prematurely disclose the views of the agency.”    
Law Enforcement Investigatory Privilege
The law enforcement investigatory privilege is a judge-fashioned evidentiary privilege the purpose
of which is to protect law enforcement efforts from possible harm arising from public disclosure of
investigatory files.  The scope of the privilege extends to ongoing criminal and civil law enforcement
investigations. Information of concern may include logs, preliminary reports, or even notes that
could potentially compromise ongoing operations, lead to discovery of particular investigative
techniques, or jeopardize the safety or effectiveness of confidential informants.  This privilege
prohibits the release of governmental information – whether through documentary evidence or oral
testimony – that would harm an agency’s investigative or enforcement efforts.
 
ATTORNEY-CLIENT PRIVILEGE
The attorney-client privilege protects confidential communications between an attorney and his or
her client made for the purpose of furnishing or obtaining professional legal advice and assistance. 
The privilege applies in both directions: to communications from the client to the attorney, and to
communications from the attorney to the client. It applies with equal force to conversations and
correspondence among a client's attorneys, whether or not the client is present during the
conversation or receives a copy of the correspondence. It broadly applies including conversations
between in-house and outside counsel and confidential communications between two lawyers
representing the same client. 
 
WORK PRODUCT DOCTRINE
The work product doctrine is broader than the attorney-client privilege; it protects materials
prepared by the attorney, whether or not disclosed to the client, and it protects material prepared
by agents for the attorney. However, unlike the attorney-client privilege, work product requires
contemplation of litigation.   Work product privilege protects from disclosure: 1) material prepared
or mental impressions developed in anticipation of litigation or trial by or for a party or a party's
representatives; and 2) communications made in anticipation of litigation or for trial between a
party and a party's representatives. The "anticipation of litigation" test is satisfied “whenever the
circumstances surrounding the investigation would have indicated to a reasonable person that there
was a substantial chance of litigation” and “if the party invoking the privilege believes in good faith
that there is a substantial chance that litigation will ensue.” Litigation need only be contemplated at
the time the work is performed for the doctrine to apply, and the term "litigation" is defined broadly
to encompass the defense of administrative and other federal investigations.
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COMMON INTEREST PRIVILEGE 

The "common interest" privilege enables counsel for clients with a common interest to exchange 

attorney-client privileged communications and attorney work product in order to adequately 

receive legal advice and prepare for litigation without waiving either privilege. The scope of the 

privilege also applies to communications by a client to his own lawyer that are subsequently shared 

them with co- defendants for purposes of a common defense. The privilege encompasses notes and 

memoranda of statements made at meetings among counsel and their clients with a common 

interest, as well as the statements themselves. Whether simple legal advice is sought, an action is 

ongoing or contemplated, whether the jointly interested persons are defendants or plaintiffs, and 

whether the litigation or potential litigation is civil or criminal, the rationale for the joint defense rule 

remains unchanged: persons who share a common interest in legal advice or litigation should be 

able to communicate with their respective attorneys and with each other to more effectively 

prosecute or defend their claims. It is necessary for clients to pool information in order to obtain 

effective representation. So, to encourage information-pooling, the common interest rule treats all 

involved attorneys and clients as a single attorney-client unit, at least insofar as a common interest 

is pursued. 

I hope this helps with your decision making on your Open Record requests. 

Steven K. Mullins 
General Counsel 
Office of Governor Mruy Fallin 
2300 North Lincoh1 Boulevru·d, Suite 212 
Oklal10ma City, Oklahoma 73105 
(405) 522-8853 

From: Zeke Campfield [mailto:ZCampfield@opubco.com] 
Sent: Thursday, November 15, 2012 3:13 PM 
To: Steve Mullins 
Subject: Open Records discussion 

Mr. Mullins-
In our meeting Nov. 14, you denied a substantive portion of a Nov. 8 open records request 

submitted to the Oklahoma governor's office by The Oklahoman. State law requires the government to 
favor public access to records over exemption. Please cite which part of the law exempts you from 
allowing public access to those records. 

Zeke Campfield . * Reporter :.;p :: ..}...._ . PU·BC09ooo N Broadway 

tel: 405 475-3694 
COMMUNICATIONS GROUP cell: 405 543-9740 

fax: 405 475-3183 
zcamnfielrli1Dnnllhc:o com 

The Oklahoman NewsOK com The Oklahoman D~rect 
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From: Lindsay Russell
To: Lindsay Russell
Cc: mike.lesmann@alaska.gov; william.steur@alaska.gov; dcook@dch.ga.gov; valerie.j.harr@dhs.state.nj.us;

Brian.McManus2 ; Margaret.Whatley@finance.alabama.gov; Pat.Casanova@fssa.in.gov;
bfulenwider@georgia.gov; brobinson@georgia.gov; ehames@georgia.gov; smayfield@georgia.gov;
janelcausey ; tonykeck ; JamieShuster@gov.sc.gov; Rteague@gov.state.ga.us;
hedgcockm@GOV.STATE.LA.US; Dona.DeLeon@gov.state.nj.us; marissa.watkins@gov.state.nj.us; Candice
Whitfield; Bill.Hazel@governor.virginia.gov; Kristi.Craig@governor.virginia.gov; Billy.Millwee@hhsc.state.tx.us;
debbie  michael@iowa.gov; Bruce@la.gov; Calder.Lynch@la.gov; jtlane@la.gov;
Henry.Davis@medicaid.alabama.gov; R.Bob.Mullins@medicaid.alabama.gov;
Robin.Rawls@medicaid.alabama.gov; blackwellr2@michigan.gov; TrussC@michigan.gov; brian@nevadadc.org;
david.tanner@opd.state.ga.us; twatkins ; sverma ;
deb.bowman@state.sd.us; larry.iversen@state.sd.us; Darin.J.Gordon@tn.gov; mhales@utah.gov;
nthurston@utah.gov; Dennisg.smith@wi.gov; Becky.Kikkert@wisconsin.gov; Kimberly.Liedl@wisconsin.gov;
carrie.haughawout@insurance.ohio.gov; Executive Faxes; john.katz@alaska.gov; russ.kelly@alaska.gov;
cindy.sims@alaska.gov; honor.ingels@governor.alabama.gov; rserote@az.gov;
Pam.Pfeifer@LASPBS.STATE.FL.US; JohnPatrick.Walsh m; rob.jakubik
renee.fargason@laspbs.state.fl.us; macarter32 ; bfulenwider@georgia.gov; ehames@georgia.gov;
ts@ ; sirena.ramirez@guam.gov; david.hensley@gov.idaho.gov; jkreizenbeck@gov.idaho.gov;
tammy.perkins@gov.idaho.gov; debbie ; griffin ; ahorst@sba.IN.gov;
bburdick@gov.IN.gov; cruhl@omb.in.gov; Christine.Bartel@iowa.gov; doug.hoelscher@iowa.gov;
adam.nordstrom ; hedgcockm@gov.state.la.us; wags@la.gov; Jonathan.Ringo@la.gov;
mary.mayhew@maine.gov; mcbrideb@michigan.gov; muchmored@michigan.gov; tomichz@michigan.gov;
GigliottiL@michigan.gov; msanderson@governor.state.ms.us; lauren.kintner@nebraska.gov;
brian ; ryan ; bob.schwaneberg@gov.state.nj.us; dona.deleon@gov.state.nj.us;
wayne.hasenbalg@gov.state.nj.us; marissa.watkins@gov.state.nj.us; valerie.j.harr@dhs.state.nj.us;
janelcausey ; kristacarman  wstruble ; Craig.w.butler@governor.ohio.gov;
Andrew Silvestri; Katie Altshuler; aparis@state.pa.us; jbranstett@state.pa.us; jmcallahan@state.pa.us;
rebmyers@state.pa.us; lgromis ; bnutt  nguillemard
sarah.echols ; twatkins ; Intern Sam Dulik; lanier swann@mcconnell.senate.gov;
jamieshuster@gov.sc.gov; jim.soyer@state.sd.us; Will.kinzel@mail.house.gov; mark.cate@tn.gov;
will.cromer@tn.gov; travisrichmond ; katyoder 99  chiproytexas ;
brandymarty03  rspendlove@utah.gov; jeannemarie.davis@governor.virginia.gov;
kristi.craig@governor.virginia.gov; Michael.DiSabato@governor.virginia.gov; keith.gilkes@wisconsin.gov;
wendy.riemann@wisconsin.gov; eric.schutt@wisconsin.gov; ryan.murray@wisconsin.gov;
Bill.Kloiber@wisconsin.gov; carol.statkus@wyo.gov; margaret.whatley@finance.alabama.gov

Subject: FW: OPINION: REAL MEDICAID REFORM WILL REQUIRE LISTENING AND LEARNING FROM THE STATES
Date: Tuesday, June 28, 2011 3:50:07 PM
Attachments: image002.png

oledata.mso

 
FYI- Opinion Editorial from Governor Otter of Idaho!
 
 
Lindsay Russell
Public Policy Advisor 
Republican Governors Public Policy Committee | RGA
1747 Pennsylvania Avenue, NW, Suite 250 | Washington, DC 20006
P: (202) 662-4149 | 
 
 

From: Mark Warbis [mailto:Mark.Warbis@gov.idaho.gov] 
Sent: Tuesday, June 28, 2011 3:22 PM
Subject: OPINION: REAL MEDICAID REFORM WILL REQUIRE LISTENING AND LEARNING FROM THE
STATES
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C.L.  “BUTCH” OTTER

GOVERNOR

 
 

OPINION
 

FOR IMMEDIATE RELEASE                                                                                CONTACT:
Jon Hanian
June 28, 2011                                                                                                                          (208)
334-2100
11:040
 

REAL MEDICAID REFORM WILL REQUIRE
LISTENING AND LEARNING FROM THE

STATES
 

By Governor C.L. “Butch” Otter
 

For millions of people, Medicaid has become a lifeline – more important in many
ways than family or community. For some, it is a profit center. For others, it is a nightmare
of bureaucracy, entitlement, and too often disappointment.

 
Nationally, healthcare costs continue grabbing headlines, and the issue will be a major

part of the 2012 political debate. 
 
Meanwhile, Idaho and other states are working hard to create public-private

healthcare partnerships and foster local solutions – and along the way to nudge the national
Medicaid reform discussion toward common sense and reality. 
 

Many aspects of our healthcare system are linked to Medicaid, the taxpayer-funded
health benefits program for those meeting eligibility criteria including poverty and disability.
Idaho and other states have been grappling with the complexities and challenges of this
massive government program and its federal mandates since the 1960s. Medicaid cost the
State of Idaho nearly $359 million in the fiscal year ending July 1, and it will take up a
projected 18 percent of Idaho’s General Fund budget in the new fiscal year.

 
That’s to say nothing of how much it costs Idahoans in federal tax dollars every year.

 
In May, U.S. Senator Orrin Hatch of Utah and Congressman Fred Upton of Michigan

sent a letter to all governors asking for feedback on the challenges they face and for ideas on
how to make Medicaid work better.
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They cited the fact that both Democrat and Republican governors have expressed the need for
Medicaid reform, seeking to replicate the successful model used in overhauling the welfare
system in the 1990s.
 

“Solutions for sustainable welfare reform came from the states – not just Washington
– and the same model will work to fix Medicaid,” they wrote. And I couldn’t agree more. 
 

I recently joined 27 other Republican governors in signing a letter responding to the
request for input. We agreed first and foremost that Obamacare should be repealed to allow
states the opportunity – and the flexibility – to keep addressing our unique healthcare
challenges. 
 

We agreed that Medicaid should be reformed in a comprehensive and sustainable
manner, not only to improve care for our nation’s most vulnerable citizens, but also to
address the inequities, inefficiencies, excess costs, fraud, waste and abuse that unfortunately
are far too prevalent in Medicaid programs across the country.
 

An expanded report detailing recommendations built upon each state’s input is being
developed for Senator Hatch and Congressman Upton.

 
Idaho’s input will be extremely valuable in helping Congress understand how states

with smaller populations are impacted by the Medicaid system – through our budgets and the
wellbeing of our citizens – and what we already have found will work to improve it.

 
Understandably, the news media’s focus has been on our legal challenge to

Obamacare, confronting an unconstitutional abuse of power and asserting our rights as
citizens of a sovereign state. But that’s only part of the story. Little attention has been paid to
our efforts to more effectively coordinate Idaho initiatives in healthcare through the work of
the Idaho Health Care Council.

 
I established the council in 2010 to support and implement Idaho’s best solutions in

making healthcare more accessible and affordable. Together – patients and physicians,
hospitals and insurers, employers and employees – are helping us develop innovative,
sustainable and market-based solutions to improve healthcare right here at home without
waiting for federal permission, directives or mandates.

 
But we’re not alone in working to move our healthcare system in the right direction. I

am collaborating with 27 other governors and their states, as well as our congressional
delegations, in a unified effort to reform Medicaid in a way that implements proven best
practices and leverages both public and private resources.

 
Our shared goal is to establish and maintain a responsible safety net for our children’s

and grandchildren’s generations without breaking our economy or putting those same
generations and beyond even deeper in debt.  And we are committed to doing it without
giving up our self-determination or freedom.

 
###
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From: Mark McCullough
To: Jonathan Buxton; Glen Mulready; Katie Altshuler
Subject: FW: Otter to veto anti-health reforms bill, will replace with stronger executive order
Date: Wednesday, April 20, 2011 12:28:00 PM

 

Looks like we’re not the only ones struggling with exactly how we should respond to the PPACA.

From: Cheryl Smith  
Sent: Wednesday, April 20, 2011 11:41 AM
To: Mark McCullough
Subject: Otter to veto anti-health reforms bill, will replace with stronger executive order
 
Hey Mark,
 
I saw this article this morning and I thought you would find it interesting.  (I also think the general
underlying message here may be helpful for you politically as you move forward.) Particularly
intriguing is 1) the fact that Otter is vetoing the anti-Obamacare bills because they may prevent the
state DOI from implementing an exchange, and 2) that the House wouldn’t approve the DOI’s
budget when it included the use of federal funds—instead, they ponied up a half million in state
funds for exchange development.  This is significant!  In other words, the gov is saying “We believe
exchanges are an inherently good idea—they offer consumers choice and promote competition.  But
we WILL NOT be puppets of the federal government!”  Powerful!
 
I think Oklahoma’s message is similar, right?  Politically, it helps if y’all aren’t the only state taking
this approach.
 
Let me know what I can do to help y’all out.
 
Best,
Cheryl
 
 
http://www.idahoreporter.com/2011/otter-to-veto-anti-health-reforms-bill-will-replace-with-
stronger-executive-order/
 
 
 
 

Two legislators in the Idaho House have confirmed that Gov. Butch Otter will pull out his
veto stamp and use it on a bill that would prevent Idaho from enacting optional provisions of
the 2010 federal Patient Protection and Affordable Care Act (PPACA), commonly referred to
as Obamacare.

This will be the first measure axed by Otter in 2011.

The death of the measure will be short-lived, however. Republican House Reps. Vito Barbieri
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of Dalton Gardens and Judy Boyle of Midvale confirmed toIdahoReporter.com Tuesday that
the governor will replace the anti-health reform bill with an executive order that contains
what could be considered stronger language.

Barbieri, the main backer of three different bills to essentially cancel out Obamacare in Idaho,
said that the legislation will be vetoed by Otter because there is concern within the governor’s
team that the measure could prevent the Idaho Department of Insurance (DOI) from
researching and eventually creating a state-based health insurance exchange.

The three bills considered by the Idaho Legislature earlier this year centered around $2.5
million in federal money accessed by the DOI for research and development of a health
insurance exchange.  The first two versions of the bill didn’t fly with lawmakers because
some felt that the state doesn’t have the authority to challenge the legitimacy of federal laws,
but the third version was toned down and passed by both chambers.

Barbieri indicated that the executive order to be signed by Otter will contain language from
the second version of the legislation, which he considers stronger than wording of the
measure that passed the House and Senate.

The Dalton Gardens Republican said though he isn’t perfectly happy with the development,
he is happy that the gist of his bill will be implemented in Otter’s order.  ”I can’t say I am
completely satisfied, but there is a certain sense of gratification that his order will contain
language from the second bill,” Barbieri said.

 

It is still the intention of the DOI to develop a health insurance exchange and it was provided
$500,000 by the Legislature to do so in the next year. The $2.5 million in federal health
money was originally appropriated for exchange development, but the House wouldn’t
approve the agency’s budget with the funds, so it was removed and replaced with the state
money.

Stakeholders found out about Otter’s plan on a conference call Tuesday.   Barbieri said that
DOI could still implement some facets of the federal health care plan, but that the agency
would need to document all needed man hours and expenses for the government.  The
justification for implementation of Obamacare from the DOI would become a matter of
public record, explained Barbieri.

 
 
 
 
 
NOTICE: The information in this email is confidential, legally privileged, and exempt
from disclosure under law. It is intended solely for the addressee. Access to this
email by anyone else is unauthorized. If you are not the intended recipient, any
disclosure, copying, distribution or any action taken or omitted to be taken in
reliance on it, is prohibited and unlawful. The Oklahoma House of Reps does not
warrant any e-mail transmission received as being virus free, and disclaims any
liability for losses or damages arising from the use of this e-mail or its attachments.
Recipients of e-mail assume the risk of possible computer virus exposure by opening
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or utilizing the e-mail and its attachments, and waive any right or recourse against
the House by doing so.
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From: Denise Northrup
To: Michelle Waddell
Subject: Fw: Patients over Bureaucrats
Date: Tuesday, May 15, 2012 8:32:12 AM

Can u print for gov?
 
From: Marie Sanderson  
Sent: Tuesday, May 15, 2012 08:30 AM
To: Marie Sanderson < > 
Cc: Monica Block  
Subject: FW: Patients over Bureaucrats 
 
Dear Chiefs:
 
The following email was sent to your bosses from Governor Bobby Jindal this morning.  Please let me
know if you have any questions.
 
Best,
Marie
 
 
Marie Thomas Sanderson
Policy Director
Republican Governors Association (RGA)
MSanderson@rga.org
Republican Governors Public Policy Committee (RGPPC)

Office (202) 464- 8556
Cell 
 
 
 

From: Governor Bobby Jindal 
Sent: Tuesday, May 15, 2012 9:17 AM
To: Governor Bobby Jindal
Subject: Patients over Bureaucrats
 
Dear Governors: 
 
Once the United States Supreme Court reminds our constitutional lawyer professor-turned-
President of the existence of the Tenth Amendment and the limits of the Commerce Clause,
thereby repealing Obamacare, the natural question becomes, what’s next?  All of the
problems that existed before President Obama, then-Speaker Pelosi, and Senate Majority
Leader Reid forced through a bill to raise hundreds of billions of dollars in taxes, cut
Medicare spending, and create yet another entitlement program we cannot afford will still
exist.  
 
The American health care system has many well documented flaws, but reminds me of
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Churchill’s description of democracy as the “worst form of government, except for all those
other forms that have been tried.”  Surely, our health care system is too expensive, leaves too
many families without coverage, and is plagued by redundant paperwork and procedures. 
Yet, at its best, there is no better.  When your child or parent is sick, you don’t wish they
could be treated elsewhere.  But, you might be worried about how you are going to pay for
the medical bills after they get better.
 
The President often promised that he would bend the health care cost curve down, and I just
wish he had succeeded, or even really tried, and had done so in a way that maximizes our
freedom.  Health care reform is filled with confusing acronyms and large numbers, but really
comes down to one simple question: Who do we want making our health care decisions?  Do
we want doctors and their patients in charge or do we want government bureaucrats in
charge?  Since health care is such a personal matter – impacting us when we are the most
vulnerable - and also expensive – consuming an increasingly larger share of our economy,
how we answer this question may be one of the most important domestic policy decisions we
make.        
 
President Obama has made it clear his answer involves a top down government run approach
that, as President Reagan famously said, “would have the efficiency of the Postal Service and
the compassion of the I.R.S.”  I was no great fan of the late Senator Ted Kennedy’s policies
or politics, but did admire his philosophical consistency and dogged determination to get to a
single payer system.  I only wish more of our Republican members of Congress displayed
those same traits in defense of a consumer based system.  Senator Kennedy would pursue
incremental steps or huge leaps towards government run health care, depending on the
political circumstances, but he always worked to move the system in his direction.  We need
Republicans in Washington to stop viewing health care as simply a Democratic issue and to
stop thinking they have achieved victory when they merely adopt a cheaper version of the
Democratic plan.  Over the years, Republican members of Congress have slowed down the
other side, but have not prevented government from taking over more and more of our health
care system.  Indeed, the government is soon expected to pay for half of all health care
spending, with that portion continuing to increase.
 
So, what next?  How do we strengthen and improve a consumer based health care system? 
Let’s consider three main purchasers of health care – Medicare, Medicaid, and private
insurance.
 
Medicare
 
The recent trustees report confirms what everyone already knows, but most in Washington
want to ignore.  Medicare is going broke, based on solvency of the hospital trust fund,
percentage of GDP spent, growth in spending versus revenues, etc.  The program today
wastes billions of taxpayer dollars each year in fraud and waste, while trapping seniors in a
system drowning in what the Mayo Clinic once counted as 130,000 pages of rules and
regulations.  Len Nichols described the program as the federal government trying to set
10,000 prices in 3,000 counties, making the Pentagon’s $400 hammers and $600 toilet seats
look quaint by comparison.  The Left wants to raise payroll taxes, while Congress and the
bureaucrats continue to make political decisions on how much services should cost, which
treatments are covered, and how often patients can visit their providers.  The consumer based
alternative is to adopt a premium support model, similar to the one used for federal
employees, Members of Congress, and many in the private sector, to subsidize the majority
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of the premiums paid by seniors free to choose their own health care plan which best meets
their needs.
 
Medicaid
 
The Medicaid program, jointly financed and overseen by the states and the federal
government, continues to overwhelm state budgets, consuming more scarce tax dollars and
threatening funding for schools and roads, while failing to deliver health care efficiently. 
While welfare reform continues to stand as one of the most impressive recent domestic
policy accomplishments to come from Washington, not exactly a high bar, liberal advocacy
groups pressured Congress to inexplicably exclude Medicaid.  States need to be freed from
the D.C. bureaucracy.  The same local flexibility, accountability based on outcomes not
process, and an emphasis on helping the poor to thrive in the mainstream that succeeded in
transforming welfare will work with Medicaid.  There is no excuse for a continued “separate
but equal” health care system in this day and age.  Democrats have blocked various
Republican attempts to block grant the Medicaid program for years, while ignoring the pleas
of governors from both parties for regulatory relief and an end to the unfunded mandates. 
 
At the very least, Congress should allow states to opt-in to a more flexible long-term funding
arrangement; the Obama Administration could accomplish this through waivers, but won’t. 
States would receive guaranteed federal funding, adjusted on a per capita basis to account for
economic cycles, and would agree to predictable federal funding caps set lower than current
predicted growth rates in exchange for relief from federal regulations.  States would have the
freedom to design programs that best meet their people’s needs, combined with an incentive
to lower costs rather than game the system.  Instead of the federal government designing one
size fits all eligibility requirements and micromanaging benefit designs and copayment rules,
states would be required to focus on improving health outcomes for their vulnerable
populations.  At the very least, Washington should allow states to start such a program for the
able bodied populations, i.e., those who qualify for Medicaid primarily due to income and not
health status, which comprise the majority of Medicaid beneficiaries, while considering
special protections for the elderly and disabled.
 
Here is a radical thought – why not free the states to focus their efforts and spending on
helping beneficiaries get better paying jobs so they can afford their own health care and
break the cycle of dependence?  Why not use more Medicaid spending to subsidize private
coverage, rather than building public bureaucracies, as a transition to the independence
envisioned in welfare reform?
 
Private Coverage
 
The American health insurance marketplace simply does not work as it should today.  It
actually does not resemble any reasonably functioning insurance system.  The idea of
insurance should be to pool risk over large populations and time to protect individuals against
unpredictable and potentially overwhelming risk.  Obviously, different people with different
income, assets, and medical conditions will have different levels of overwhelming risk.  Yet,
health insurance, especially individual coverage, today often effectively screens out the sick,
offering coverage when we least need it, and too often simply offers prepaid health care
coverage. 
 
A good way to understand the failings of the marketplace is to compare health care insurance
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with other insurance.  For example, most of us don’t file claims with our auto insurers for
every ding our car doors get in the parking lot, knowing the resulting increase in premiums
and hassle in paperwork aren’t worth the payout.  We either pay to fix the car door ourselves
or live with the scratches.  Yet, we have been trained to expect first dollar coverage for minor
procedures, while more and more employers and plans are capping coverage with episodic,
annual, or lifetime limits.  Also, most of us aren’t frustrated at the end of the year that our
homes haven’t flooded or burned down, expecting refunds for our property insurance
premiums.  We don’t set fire to a bedroom at the end of the year to ensure we get our
money’s worth!  Yet, many patients flood their doctors’ offices or refill prescriptions early
towards the end of the year once they have exceeded their deductibles, determined to get
their money’s worth.    
 
Part of the problem is that our health insurance system has evolved over time almost by
accident in response to wage controls, tax policies, and other pressures so that most
Americans get their coverage through their employers.  The resulting subsidy and economies
of scale are important benefits, but it is time to modernize our health care system since
neither the status quo nor the President’s prescribed fix is acceptable.
 
Just as technology is transforming our society and empowering the individual, our health care
system must also evolve from a top down approach, run by either insurance or government
bureaucrats, to a bottom up system where patients make decisions.  We need more
transparency, where individuals have access to pricing and easily understandable and
comparable outcomes and quality data via the internet and also have portable electronic
health care records, so that patients can easily navigate what could otherwise be a confusing,
potentially scary, and highly technical array of options.  Consumers should share in the
savings of best practices and have more, not less, access to health savings accounts and other
tax advantaged financing mechanisms that reward them for seeking care in cost-effective
settings, reducing the likelihood of chronic disease, complying with medical regimens, and
applying savings towards future health care costs.  Insurance must be made portable across
state lines and jobs, and accompanied by policies that reduce the dangers of adverse risk
selection with the least amount of intrusion into the markets and our lives (e.g., reinsurance,
high-risk pools, fixed open enrollment periods).  Consumers, including those working for or
owning a small business, must have the opportunity to purchase coverage through voluntary
pools, whether through trade associations or churches or unions or whatever, to enjoy the
same benefits of scale currently offered to those receiving care through large employers or the
government.  Payment should be for performance, not activity, rewarding integrated networks
offering coordinated care, disease management, and preventative care.  Frivolous lawsuit
reform is a critical component of a reformed health marketplace that will save billions of
dollars while also reducing overutilization.  Finally, those needing help to afford their care
should get that help via refundable tax credits to subsidize the cost of private coverage rather
than building another government-run health plan.
 
Churchill also said about the American people, “We can always count on the Americans to
do the right thing, after they have exhausted all the other possibilities.”  With Obamacare, we
have certainly exhausted all the other possibilities; now is the time to do the right thing and
reform our health care system to empower the patient instead of the bureaucrats.
 
Thanks,
 
Bobby
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P.S. In the days ahead, our RGA Public Policy Committee will be circulating a detailed
policy proposal for reforming our nation's healthcare system for your review and input.  I
hope you will take the time to share your thoughts and ideas with us.
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From: Aaron Cooper
To: Monica Houston
Subject: RE: update - Greta interview tonight
Date: Tuesday, November 20, 2012 3:43:59 PM
Attachments: image002.png

Alex W is staffing.

 

List this producer at Fox as a contact:  Samantha Delpriore; Her cell is 917.499.0471, desk is
212.301.5360.
 

 

From: Monica Houston 
Sent: Tuesday, November 20, 2012 3:41 PM
To: Aaron Cooper
Subject: RE: update - Greta interview tonight
 
Aaron,
Do you have a contact name and telephone number?
 
Thanks!
Monica Houston
 

From: Aaron Cooper 
Sent: Tuesday, November 20, 2012 3:28 PM
To: Tammie Wright; Dana Wolpert; Monica Houston
Subject: update - Greta interview tonight
 
UPDATED time of interview (9:30 pm CST)
 
Location:  Cox Communication Studios, 400 Hudiburg Circle in OKC
 
All times Central:
 
9:15 p.m. – Arrive at Cox Studios
9:30 p.m. – LIVE interview with Greta
9:40 p.m. – Interview concludes
 
Topic:  decision to not pursue a state-based health insurance exchange or expand
Medicaid in Oklahoma
 

Aaron Cooper
Press Secretary
Governor Mary Fallin
aaron.cooper@gov.ok.gov
t - (405) 522-8878
c - (405) 759-0468
 
Find Gov. Fallin on:
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On the Web:  www.governor.ok.gov
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From: Hiner, Janice D.
To: Katie Altshuler
Subject: FW: PPACA Meeting Request - Please Respond w/ Availability
Date: Monday, July 02, 2012 10:06:19 AM
Importance: High

Katie, we will make any of these work for Secretary Cline and Julie.  Thanks! Janice
 
Janice Hiner
Sr. Advisor to Commissioner
Oklahoma State Department of Health
1000 NE 10th St.
405.271.1714
janiceh@health.ok.gov
 

                                              
 

From: Katie Altshuler [mailto:Katie.Altshuler@gov.ok.gov] 
Sent: Monday, July 02, 2012 10:03 AM
To: Katie Altshuler; Cline, Dr.Terry L.; Cox-Kain, Julie; Nico Gomez; Steve Mullins; Glenn Coffee; Gina
Ramsey; AJ Mallory; Alex Pettit; Connie Holt; Mike.Fogarty ; Denise Northrup
Subject: RE: PPACA Meeting Request - Please Respond w/ Availability
Importance: High
 
Looks like we have narrowed it down to the times below, please let me know if these work! Thanks,
Katie
 
Monday, July 9: 9-10 am or 3-5 pm
Tuesday, July 10: 4-5 pm
 
 
Katie Altshuler, Policy Director
Office of Governor Mary Fallin
2300 North Lincoln Boulevard, Suite 212
Oklahoma City, Oklahoma 73105
405.521.2342
katie.altshuler@gov.ok.gov

 
 

From: Katie Altshuler 
Sent: Monday, July 02, 2012 9:54 AM
To: 'Cline, Dr.Terry L.'; Cox-Kain, Julie; 'Nico Gomez'; Steve Mullins; Glenn Coffee; Gina Ramsey; AJ
Mallory; 'Alex Pettit'; 'Connie Holt'; 'Mike.Fogarty '; Denise Northrup
Subject: PPACA Meeting Request - Please Respond w/ Availability
Importance: High
 
Per my e-mail on Friday we would like to set up a meeting for next week to discuss PPACA and the
Supreme Court Ruling.  Please the proposed dates and times below and let me know what works
best. I would think the meeting will take at least one hour. The meeting will take place in the
Governor’s Office. Thanks, Katie
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Monday, July 9: 9 – 11 am, 3-5 pm
Tuesday, July 10: 3-5 pm
Wednesday, July 11: 9:30 – 11:30 am, 1:30-4:30 pm
 
Katie Altshuler, Policy Director
Office of Governor Mary Fallin
2300 North Lincoln Boulevard, Suite 212
Oklahoma City, Oklahoma 73105
405.521.2342
katie.altshuler@gov.ok.gov
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From: 
To: 
SUbject: 
Date: 

~ 
Aaroo fmv:r• Oerlise Nortbn1p; Glenn Cdfee; Katie Aftsbtr!er 
FW: Prq>o6Eld Cidahoma health insurance exchange fails consumers 
We<ilesday, May 04, 201110:52:43 AM 

From: Oklahoma Policy Institute [mailto:krichey=okpolicy.org@mcsvl59.net] On Behalf Of Oklahoma Policy Institute 
Sent: Wednesday, May 04, 2011 10:50 AM 
To: Alex Weint2 
Subject: Proposed Oklahoma health insurance exchange fails consumers 

Is this email not displayilg careclly? 
View if in vour browser. 

(g Become a fan on Facebook 

[g Follow us on Twitter 

[g Forward to a Friend 

rsJ 
Do you count on OK Policy 

for information, analysis and 

ideas on state policy issues? 

We count on you, too. 

Recent 
Releases 

• Protecting Core 

Se<Vices: Revenue 

ootions for a balanced 

budget (04/ 11) 

• Issue Brief: 2011 

lmmigratjon 

.Bills. (05111) 

• Budg_et Trends and 

Hiahliahts (04/11) 

• Taking it to the BaoJs · 

Promoting Savinos in 

Okla. (03/11) 

• Fact Sheet Property 

Taxes in Okla (03/11) 

• Cutting the Too 

Income Tax Rate· 

Who Bmefits ?(02J11) 

• Issue Brief Fixing the 
Safes Tax (02111) 

• A New Fiscal Reality· 

State Budget Outlook 
2011 -14 (12110) 

Proposed Oklahoma 
health insurance 
exchange falls short 
A new post on the OK Policy blog provides a careful look 

at the health insurance exchanges that are a central part 

of the national Affordable Care Act We argue that the 

state's decision to reject a $54 million federal grant to 

build a high-quality, consumer-oriented health insurance 

exchange puts unnecessary strains on the state budget 

and sends Oklahoma on a collision course with federal 

law. More importantly, it is likely to deprive Oklahomans 

of access to a strong, well-regulated, consumer-friendly 

marketplace to purchase private insurance coverage and 

will do nothing to actually make health insurance more 

affordable for Oklahomans. 

Instead of the federal grant, Oklahoma intends to create 

the "Oklahoma Health Insurance Private Enterprise 

Network" in newly-introduced legislation, SB 971. The 

blog post lays out the ways the network seems to fall 

well short of complying with the standards set out in the 

Affordable Care Act. This raises the specter of the 

federal government stepping in to create a real health 

insurance exchange in Oklahoma - precisely the threat 

that spurred Gov. Fallin to initially accept the $54 million 

Early Innovator grant in the first place. We conclude: 

It is still possible that the network could eventually 

meet federal standards. But for now, it looks as if 

Oklahoma is more intent on proving its defiance of 

Washington and responding to interests and fears of 

the insurance industry than it is in creating an 

insurance marketplace that would actually benefit 

everyday Oklahomans. 

Click here to read the full post Feel free to share this 

with others who may find it of interest and contribute to 

the discussion with a comment on our blog. 

Visit our webpage for more information and resources on 
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health care in Oklahoma, including the text of SB 971: 

http)/www okpoljcy Oqjlissues/healthcare 

Copydght © 2011 Oklahoma Policy Institute, All dghts reserved. 
You are receiving this e-mail because you signed up at one of 
our events or at http://www okpolicy org. 
Our mailing address is 
Oklahoma Policy Institute 
P.O. Box 14347 
Tulsa, Oklahoma 74159-1347 

Add us to your address boo4< 

unsubscribe from this ljst I update subscription preferences I view email jo browser 
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From: Alex Weintz
To: Katie Altshuler
Cc: Andrew Silvestri
Subject: FW: Query
Date: Friday, April 01, 2011 11:15:41 AM

Any idea?
 
I think the answer to the second question should be, the governor feels additional legislation is
required.
 

From: Michael McNutt [mailto:MMcNutt@opubco.com] 
Sent: Friday, April 01, 2011 11:15 AM
To: Alex Weintz
Subject: Query
 

Alex, 
On the health insurance exchange, has the governor's staff been able to find out what the
deadline is to have some action started? And when is the first allotment scheduled?

Also, it was asked if the money could be given directly to the task force that was put in place
with the 2009 legislation and the task force could do what the board did to establish the
exchange? Would that work?

Thanks. Know you're busy, but if you can check on these today I'd appreciate it. 
Michael
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From: Mike Thompson
To: Katie Altshuler
Cc: Denise Northrup
Subject: FW: Quote
Date: Wednesday, March 23, 2011 4:55:27 PM
Attachments: 110321-DraftExchangesLetterNAICAustin-LATEST.DOCX

Katie:
 
Please review.  This is the statement JD is making at the NAIC meeting and we are going to
incorporate the quote below.  Thanks,
 
Mike Thompson
Oklahoma Insurance Department
Deputy Commissioner of Government
Relations and Public Affairs
3625 NW 56th St, Suite 100
Oklahoma City, OK 73112
Office: 405-522-8398
Fax 405-521-6635
 

From: Shawn Ashley 
Sent: Wednesday, March 23, 2011 4:47 PM
To: Mike Thompson
Subject: Quote
 
IIAO strongly believes it is in the best interest of Oklahoma policyholders to have people with
insurance knowledge, experience, and expertise leading the discussions on the creation of the
Oklahoma Health Insurance Exchanges.  We further believe that Commissioner Doak and his staff are
fully qualified to lead in the development of the exchanges. 
 
 
From Dan Ramsey’s letter…..
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From: Andrew Silvestri
To: Katie Altshuler
Subject: FW: RECAP: 3/19 RGPPC Conference Call
Date: Tuesday, March 20, 2012 11:13:06 AM

Want to be added to the “rapid release” email list or the once a week email list?
 

From: Marie Sanderson  
Sent: Monday, March 19, 2012 3:42 PM
To: Marie Sanderson
Cc: Lindsay Russell; Seth Levey; Dustin Huffman
Subject: RECAP: 3/19 RGPPC Conference Call
 
RECAP from Today’s RGPPC weekly meeting:
 

1.        To sign up for our staff RAPID RELEASE list serv, please email Dustin at
.  Rapid Release subscribers will receive real time info including

original RGPPC content and info from the Hill, think tanks, and other organization on press,
facts and legislation.  Our website (staff portal, password protected) will be updated with
this material in real time as well.  Others will receive information as needed, or at the end of
the week in one email.  We’ll continue to email important subject specific information to
your energy, healthcare, education and infrastructure advisors.  As a reminder, please
provide us contact information for those staffers.  If you’d like to be the contact for all of
those issue sets, you will receive an email every time that material is sent. 
 

2.       This morning, Oklahoma asked states how they were responding to the following survey
from OIG:   States' Readiness to Implement Streamlined Eligibility and Enrollment
Requirements for State Health Subsidy Programs, OEI-07-10-00530. Please email
Lindsay at  if you have feedback. We’d like to provide healthcare
advisors feedback by Wed, 3/22, COB
 

3.       As mentioned this AM:  AAF’s event is on 3/21 with Governor Gary Hebert. All of you are
invited and encourage to attend..
 

4.       Final talking points for your governor re Obamacare week to be sent to you tonight. 
 

 
 
 
 

4169



  
 Event: The Affordable Care Act Turns 2...Will it Turn 3?  
 Evaluating the Supreme Court Challenge and the Potential Fall Out  
   

On Monday, March 26, the Supreme Court is set to embark on a series of hearings that will analyze the
legalities of the Affordable Care Act (ACA). What will be the major legal questions argued before the
court? What are the economic implications of the court’s ruling? How will the rulings impact Congress
and the upcoming Presidential election? What will the court ultimately decide? These are just a few of
the critical questions that will be answered by top scholars and legal experts next Wednesday, March
21, at an event hosted by the American Action Forum, a forward-looking policy institute examining the
most pressing public policy issues of the day.

The Forum event will feature a discussion moderated by Politico reporter Alexander Burns that includes
former Supreme Court clerks Steven Engel and John Bash. It will also feature American Action
Forum President and former Director of the Congressional Budget Office, Douglas Holtz-Eakin,
who filed three amici briefs focused on the economic implications of the legal challenge. The 11th
Circuit Court of Appeals cited this economic analysis in its decision to overturn the individual mandate.
Additionally, you will hear from Utah Governor Gary Herbert, a leading proponent of state-
controlled healthcare and Karen Harned, Executive Director of the NFIB Small Business Legal
Center. 

These experts will be made available to the press.

Date: Wednesday, March 21
Time: 10am – 12pm, Breakfast served at 9:30am
Location: The Hamilton Live 
600 14th Street, NW (Near Metro Center)
Washington DC 20005

Please RSVP Here or Call 202-370-3446
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From: Marie Sanderson 
Sent: Sunday, March 18, 2012 8:24 PM
To: Marie Sanderson
Subject: 3/19 RGPPC Conference Call
 
We will have our RGPPC policy call Mon. 3/19, morning at 10:30 AM EST.
 
Agenda and notes below:
 

 
Agenda:
 
1. Roll Call: Marie - RGPPC
 
2.  RGPPC Update: Marie- RGPPC
 

a)       RGPPC Best Practices Efforts.  Please complete Governor Daniels survey, attached, if you
have not yet done so. 

 
b)       Obamacare Anniversary Press Strategy.  3.21 and 3.28 key dates. Needed: Updated state

cost data (see attached file with received edits), approval of health care principles, and a
list of governors wanting to message in support of block grants. Let us know if you are one
of those states. 

 
c)      Website: Please visit the rgppc.com website to make sure the staff contact info from your

state is up to date. You will have to log into the ‘staff’ page located at the top right corner
of the screen. If you do not remember their username or password, you can contact

 to request a new password. (Note: you can also just click on the
“forgot password” link but it will automatically assign you a random password.) We are
updating our website and will put versions of our reports on this for staff to review. 

 
We will have a new Members Corner site with good info and ideas from our
private sector partner. We’ll provide a list each week of reports in that file for your
to review.
 

This week:  NEI letter to   Republican Governors.  On the anniversary of the
nuclear accident in Japan, the President of RGA Governor’s Cabinet
member organization Nuclear Energy Institute would like to update you on
important safety upgrades at U.S. nuclear plants and other key industry
developments.  Please find the letter on RGPPC’s staff only website from
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NEI’s Marv Fertel.
 

 
d)     Subcommittee updates: 

 
1.       Energy and Environment: Principles have been circulated.  Edits due this Friday,

3/23
2.       Healthcare: Principles finalized by steering committee. To be circulated this week

for approval
3.       Education/Workforce: Steering committee to meet on April 9 or April 16. Please let

us know if your state would like to be on the education steering committee, who
that contact should be in your state, and which date is better for your state.

4.       Jobs/Econ Dev/Infrastructure: Longer term efforts are being prepared by the
committee.

5.       Federalism: reaching out to think tanks, to provide additional info in coming weeks
6.       Budget/Finance/Regulatory:  Preparing data on pension and tax reform. Info to be

available soon for download at rgppc.com
                  

e)       OIG Exchange: PPACA Surveys.  States have received a survey from OIG titled "States
Readiness to Implement Streamlined Eligibility and Enrollment Requirements for State
Health Subsidy Programs, OEI-07-10-00530". How are states responding to this survey? 
 

f)        Campaign Finance Appointments:  Governors receive appointments to boards and
commissions that regulate elections and campaign finance laws in states.  RGPPC/RGA
would like to host a conference call with states to discuss some important issues related
to these appointments. Such appointments are official governors’ roles and thus are run
out of governors offices, typically by your appointments or legal staff.   Please identify the
appropriate person on your staff and a conference call will be set next week.  A separate
email will go out notifying you and requesting you to identify your state’s participant.
 

g)      Please Complete Surveys
 

1.        PPACA and healthcare; working with US Senate Finance and House Energy
and Commerce to push back on a White House report indicating that some
R states, which are moving forward with some form of a healthcare
exchange, are endorsing Obamacare. Survey is meant for data collection.   
https://www.surveymonkey.com/s/RGPPC_PPACA

2.       Energy and Environment Regs;  working with the Speaker’s Office on the
most burdensome regs and House Natural Resources on DoI and ESA.
Survey is meant for data collection.  
https://www.surveymonkey.com/s/EE_Regs_Survey

3.        Staff contacts;  RGPPC is enhancing our distribution of information. We are
seeking the appropriate policy advisor for the various issue sets in each
office.  Survey requests contact information for staff or agency head.

4172



 https://www.surveymonkey.com/s/DR8ZQ7F
 
 

e) Attachments: 
 

1.        CBO Analysis of President’s budget (attached)
 

2.        White House Materials for this week with state by state data:
State by State Data:
http://www.whitehouse.gov/sites/default/files/featured-content/aca_state-

by-state_data_final.xlsx
State by State Fact Sheets:
http://www.healthcare.gov/law/resources/index.html
3. HHS Reuglations released on Friday: Administration releases Advance
Notice of Proposed Rulemaking on preventive services policy
http://www.hhs.gov/news/press/2012pres/03/20120316g.html

               
 

3. House Update: Will (Speaker Boehner)
 
4. Senate Update:  Lanier (Leader McConnell)
 
5. NGA Update: Lauren (NE)
 
6.   Other business?
 
Thank you, Have a nice week. - RGPPC
 
 
 
 
Marie Thomas Sanderson
Policy Director
Republican Governors Public Policy Committee (RGPPC)

Mobile 
www.RGPPC.com
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From: Lindsay Russell
To: Marie Sanderson
Subject: FW: Registration reminder: Conference call on state exchanges tomorrow
Date: Monday, November 21, 2011 2:33:54 PM

Good afternoon,
In case you haven’t seen this already,  Grace-Marie Turner has invited us to listen to a meeting on
health care Exchanges. If you remember Grace- Marie sat on a panel at the RGPPC Health Care
Summit and is a great resource. Please see the bottom of this email for registration and RSVP
information.
 
Let me know if you have any questions.
 
Thank you,
 
 
Lindsay Russell
Public Policy Advisor 
Republican Governors Public Policy Committee | RGA
1747 Pennsylvania Avenue, NW, Suite 250 | Washington, DC 20006
P: (202) 662-4149 | 
 
 

From: Grace-Marie Turner  On Behalf Of Grace-Marie
Turner
Sent: Monday, November 21, 2011 2:48 PM
To: Marie
Subject: Registration reminder: Conference call on state exchanges tomorrow
 

Last chance to register for tomorrow's state leaders call  on state exchanges Is this email not displaying correctly?
View it in your browser.

 

State Leaders Call

Please join us for a conference call for state leaders
about issues, options, and protections against ObamaCare exchanges
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Tomorrow, November 22, Noon EST 

Please join us for a conference call at noon tomorrow, November 22, to discuss the 

highly controversial issue of state exchanges. Our guest speakers will be leading state 

officials from Wisconsin, Utah, Louisiana, and Florida. 

States are highly focused on the controversial issue of exchanges as they try to decide 

what to do to protect themselves from the expensive and coercive mandates in the 

Affordable Care Act. There has been very little leadership coming from Washington on 

this issue, leaving states perplexed about what they should be doing. 

To help us understand some of the issues and options, we will be joined by Dennis 

Smith, secretary of Wisconsin's Department of Health Services , and Robert 

Spendlove, director of policy for Utah Governor Garv Herbert and the governor's liaison 

to organizations such as the National Governors Association. 

In addition , we will hear remarks from Bruce Greenstein, secretary of the Louisiana 

Department of Health and Hospitals, and Jenn Ungru, deputy chief of staff for Florida 

Goy. Rick Scott. We will then open the lines up for questions from the participants. 

As background for the call , here's an example of one state wrestling with the idea of 

developing its own exchange: 

• Soyth Carol ina's Wait ing Game On Health Insurance Exchange (Kaiser Health 

News) 

The call will be jointly sponsored by the Galen Institute, the Institute for Policy 

Innovation, and the State Policy Network. We hope you will join us for this important call. 

Thank you to those who have already sent their RSVPs for this call. To register for 

this call, please contact Jena Persico at jena@qalen.org or 703-299-9204. Your 

registration w ill ensure that you receive any follow-up materials from the call . 

Galen Institute 
P.O. Box 320010 
Alexandria, VA 22320 

www galen org 1 www spn org 1 www jpj org 

INW'vV.galen.org 
twitter com/Galenlnstjtyte 
facebook.com/Galenlnstitute 

ynsybscrjbe from thjs list J ypdate sybscrtptjon preferences 
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From: 

To: 
Subject: 
Date: 
Attachments : 
Importance: 

Andrew Silvestri 

Katie Altshuler 

FW: Reimbursement Form for the Sept. 8-9, 2011 HIX Meeting (Crystal City, VA) 

Wednesday, October 12, 2011 9:01:32 AM 
Health Exchange Sept 8 -9.doc 

High 

From: Donaldson, Leslie [mailto:LDonaldson@NGA.ORG] 
Sent: Monday, September 12, 2011 10:21 AM 
To: Katie Altshuler; Carrie.Banahan@ky.gov; michael.bousselot@iowa.gov; jeannette.dejesus@ct.gov; 
edgertons1@michigan.gov; allen.f~c.gov; richard.fiore@myalabama.gov; 
Steve.Ford@dmas.virginia.gov; jfritz--bfulenwider@georgia.gov; bgiesting······ 
laruen.gilchrist@state.mn.us; becki.goggins@myalabama.gov; darin.j .gordon@tn.gov; bruce@la.gov; 
Kate.Gross@illinois.gov; brian.ha~ julian.harris@state.ma.us; DWAYNE.HENRY@LGO-VI.GOV; 
elizabeth.hoy@wyo.gov; ahyma~ carrie.johnson@state.sd.us; joni.jones@arkansas.gov; 
thomas.jordan@dhs.state.nj.us; lauren.kintner@nebraska.gov; Michaei.Koetting@illinois.gov; 
janie.miller@ky.gov; taetia.dorsett@go.vi.gov; dan.pollock@state.mn.us; ben.popkin@ncdoi.gov; 
priestc@michigan.gov; cquattrocki@gov.state.md.us; Bettina.Riveros@state.de.us; 
tonda.taylor@hca.wa.gov; jrombardo@doi.state.nv.us; Bob.Schwaneberg@gov.state.nj.us; 
jonathan.seib@gov.wa.gov; mshaffer@georgia.gov; Andrew Silvestri; cheryLsmith1······· 
Caroi.Steckel@la.gov; william.streur@alaska.gov; neil.sullivan@dobi.state.nj.us; Katrin.Teel@maine.gov; 
nthurston@utah.gov; jvermee@dhs.state.ia.us; kea.warne@state.sd.us 
Cc: Schiff, Maria; Bailey, Kathryn 
Subject: Reimbursement Form for the Sept. 8-9, 2011 HIX Meeting {Crystal City, VA) 
Importance: High 

Thank you for making the September 8 -9, 2011 Health Insurance Exchange Meeting a success. Attached 
you will find the reimbursement form. Please complete the fonn with original applicable receipts and 
submit to me by October 10. 2 011 . Submitting all required documents will avoid delay in the processing of 
your expenses. So please carefully read the fonn instructions. 

In addition, NGA's policy requires reimbursement expenses to be submitted within 30 days after the 
meeting/conference. Request received after the meeting date will not be reimbursed. Please bear in mind 
that NGA generally processes documented reimbursement requests within five weeks. Should you 11ave any 
questions please feel free to contact me via phone or email. 

Kind regards, 

Leslie Donaldson 
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Administrative Coordinator
NGA Center for Best Practices
Health Division
444 North Capitol St., Ste. 267
Washington, DC  20001
Tel:  202) 624-5343
Fax:  202) 624-7825
Web:  www.nga.org
 
 
 

The information contained in this electronic transmission, including
any attachments, is for the exclusive use of the intended recipient(s)
and may contain information that is privileged, proprietary, and/or
confidential. If the reader of this transmission is not an intended
recipient, or a person responsible for delivering it to the intended
recipient, you are hereby notified that any review, dissemination,
distribution, or copying of this communication is strictly prohibited. If
you have received this communication in error, please immediately
notify the sender and delete this message.
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From: Marie Sanderson
To: Marie Sanderson
Cc: Dustin Huffman
Subject: FW: RELEASE: Branstad submits letter of intent on PPACA on time; Outlines significant, unanswered questions

looming over implementation
Date: Friday, November 16, 2012 8:53:49 AM

FYI from this AM re Iowa.
 
-mts
 

From: Albrecht, Tim [IGOV] 
Sent: Friday, November 16, 2012 9:19 AM
To: igov press releases@lists.ia.gov
Subject: RELEASE: Branstad submits letter of intent on PPACA on time; Outlines significant,
unanswered questions looming over implementation
 

OFFICE OF THE GOVERNOR
Governor Terry E. Branstad « Lt. Governor Kim Reynolds

 
FOR IMMEDIATE RELEASE: Friday, November 16, 2012
CONTACT: Governor’s Office (515) 725-3518
                             
 

Branstad submits letter of intent on PPACA
on time;

Outlines significant, unanswered questions
looming over implementation

 
(DES MOINES) – Gov. Terry Branstad this morning submitted the below letter of intent on the
Patient Protection and Affordable Care Act (PPACA) to Sec. Sebelius, meeting the deadline
previously set forth by the Health and Human Services director.
 
However, late yesterday, Sec. Sebelius pushed back the deadline to December 14. In response to the
new, arbitrary deadline set forth by the federal government, despite all the work states like Iowa
have already accomplished, Communications Director Tim Albrecht said the following:
 
“Make no mistake, this deadline was extended because the federal government does not have the
answers or capability to administer the Obamacare program,” said Albrecht. “This deadline was not
pushed back to give the governors more time, rather it was a lifeline to help save themselves.”
 
The text of Gov. Branstad’s letter is as follows, with 50 remaining questions the federal government
has yet to answer that underscore the information the state needs to make an informed decision:
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November 16, 2012
 
The Honorable Kathleen Sebelius
US Department of Health & Human Services
200 Independence Avenue Southwest
Washington, DC 20201
 
Dear Secretary Sebelius:
 
My top priorities as governor are to protect the health, safety and welfare of Iowans, promote our
State’s fiscal well-being and ensure our State remains a leader in job creation and income growth. I
write you today to inform you that Iowa will continue on its path to creating an Iowa-based
exchange that is intended to protect the health of Iowans, ensure the integrity of our health
insurance markets and safe-guard our State budget from unnecessary turbulence. I continue to have
concerns that an intrusive Federal exchange would raise costs on individuals and businesses,
making it harder for them to create jobs and raise family incomes in Iowa. In fact, I have even
greater concern that the health benefit exchanges proposed in the Patient Protection and Affordable
Care Act (PPACA) do nothing to address the quality of care or make our population healthier.
 
However, I cannot provide you with a set of timelines or complete details about the exchange until
our State receives clear, binding rules from your Department. Forcing an exchange decision on
states based on an arbitrary timetable, would be like forcing a consumer to buy a car without
knowing the vehicle’s price tag or fuel economy. If forced to make a decision with incomplete
information, then I have no choice but to default on some level to a Federal exchange. That is not
my preferred path forward. Recently, I recommitted to my long-time pledge to work in a bipartisan
fashion with Iowa legislative leaders and that pledge applies to our Federal partners as well. We
have not abandoned our legal responsibility to create an exchange; however, the path towards
consensus rests with you and Health and Human Services leadership. Our intention is not to default
to a Federal exchange, but the road blocks and impediments in front of us may leave us no choice.
 
As a former governor, I trust you know the challenges states face when trying to navigate the
murky waters of implementing a Federal mandate without clear guidance. In Iowa, formal
rulemaking not only binds both the State and stakeholder to a clear set of expectations, it also
allows for predictable and formal opportunities for stakeholder input that citizens deserve.
 
Iowa, like many states, has worked diligently, and met all deadlines for health benefit exchanges.
We are updating vital systems and technology within our State, officials have met with critical
stakeholders for input on exchanges and we have a solid framework for how an exchange could
operate in Iowa. However, we continue to struggle with too many unanswered questions on topics
critically important to the final development of an exchange that meets the needs of Iowans,
including the cost of building and operating an exchange. Practical considerations will be guiding
all states with the looming deadlines set by PPACA.
 
It is my hope that you will work with my State, and others, to address our questions and give us
the flexibility and information we need to address the real challenges we face when trying to make
decisions with incomplete guidance. Enclosed please find a list of issues and questions on which
we seek specific guidance. Building a state-based exchange at all costs is not an option for any
state. If Iowa must have an exchange, the exchange must provide solutions to the unique health
care problems Iowa faces at an affordable and sustainable cost.
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Sincerely,
 
 
 
Terry E. Branstad
Governor
 

Exchange-Related Questions for US HHS
 

1)      Please provide a complete list of regulations that will have to be reviewed, revised and re-
opened for public comment prior to implementation as a result of the Supreme Court ruling
(e.g., the Medicaid eligibility regulations, exchange regulations related to interface with
Medicaid). What is the schedule for re-issuing these regulations?

 
2)      When will final rules be issued on essential health benefits, actuarial value and rating

areas?
 

3)      The federal government has already extended deadlines for applying for Level 1 and Level
2 Exchange Establishment funding into 2014. Can we expect extensions of the deadlines
for other areas of implementation given the uncertainty caused by the Supreme Court
ruling and the linkage between Medicaid expansion and exchange eligibility and enrollment
functions? In addition, will the deadlines change for states implementing a partnership
exchange? Will the deadlines be extended for states implementing a federal exchange? Can
you confirm that states will be able to switch from a federal model to a partnership or state
model until 2019 and that funding will be available to enable that transition?

 
4)      When will the details of the federal partnership options be available? These cannot be

considered as an option without details including cost estimates and how state and federal
systems are expected to link. How will the long term funding of the federally-facilitated
healthcare exchanges be sustained?

 
5)      States considering a state-based exchange need to know whether there will be a charge to

use the federal data hub, advance premium tax credit/cost-sharing reduction service, risk
adjustment and transitional reinsurance programs. Will there be a charge? And, if so, how
much will it be?

 
6)      When will states learn the details of the operational systems for a federal exchange? The

procedural, technical, and architectural requirements for linking to the federal exchange
have not been released. It is not feasible to know if a state-based exchange is better for our
citizens until we know what the contents of a federal exchange will be.

 
7)      When will information from the establishment of a federal exchange be available for states

to use if a state opts to build its own exchange? It is costly for each state to have to start
from scratch and still not know how interfaces will work.

 
8)      If states choose to build a state-based exchange, what dollars will the federal government

contribute now and in the future? For the federal exchange states, when will the regulations
regarding the imposition of taxes on a state’s insurers be released?

 
9)      It has been widely reported that Congressional leaders who have to appropriate money will

seek to defund exchanges. Can you explain how the enactment provisions of the law allow
the Executive Branch to continue to fund exchanges without Congressional action to
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appropriate money?
 

10)  What happens to a state that has taken exchange planning and implementation grants if
their exchange is not financially viable after 2015? Can a state refuse to increase taxes on
either its residents or insurers, thus putting the financial underpinning of an exchange at
risk? What penalties does the federal government envision in this case?

 
11)  What happens if a state accepts grant money now to begin to build a state exchange, and

subsequently determines that a federal exchange may be better? Will the federal
government claw back these grant dollars from the states?

 
12)  The Congressional Budget Office (CBO) has pointed out a provision in the law that

reduces exchange subsidies after 2018, which means fewer and fewer people will qualify
for subsidies, and the people who do qualify will get a smaller and smaller subsidy. Does
the Administration support that change, and if so, how would you pay for it? If you do not,
why do you think people should be forced to buy insurance if federal subsidies are
shrinking?

 
13)  Alongside the considerable challenge of greatly expanding the Medicaid program, states

are charged by the PPACA with creating a single, seamless point of entry for all of the
insurance affordability programs affected by the Act--Medicaid, the Children’s Health
Insurance Program (CHIP), the Basic Health Plan (where offered), advance tax credits for
individual and Small Business Health Options Program (SHOP) exchange enrollees. This
leaves another major question on the table. What about all of the other social service
programs?

 
14)  In order to minimize disruptions to a state’s insurance market, The Office of Personnel

Management (OPM) is required to certify multi-state plans that must be included in every
exchange. When will the rules be released detailing the requirements and timeline for
multi-state plans? How OPM structures these rules can be very disruptive to a state’s
insurance market.

 
15)  Does the federal government intend to maintain high risk pools and how will they be

financed? What actions will they take in a state that has opted not to operate a high risk
pool or an exchange?

 
16)  How do states with a federal exchange ensure that Web Based Entities (WBE) are an

option in their state?
 

17)  Will HHS and the United States Department of the Treasury offset the advance payments
of premium assistance tax credits to issuers for an applicant’s outstanding tax, alimony,
and/or child support debts?

 
18)  Will state-based exchanges have the flexibility to retroactively adjust past due premium

amounts for interim changes in income?
 

19)  How will the Center for Consumer Information and Insurance Oversight (CCIO) handle
Qualifed Health Plans (QHP) to Medicare transitions to prevent enrollee confusion and the
potential for unpaid QHP premiums due to the enrollee not terminating the QHP timely?

 
20)  How will CCIIO minimize the adverse impact of its overly-broad employer notice

requirement?
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21)  What is the process/timeline for the approval of a state-specific single streamlined
application (SSA)?

 
22)  Must Iowa have a Medicaid Portal or can it use the federal portal? If the answer is that it

has to use a federal portal, how does it incorporate state-specific programs (SNAP, TANF,
etc.?)

 
23)  What is the role/scope of a verification plan in a state partnership exchange? Does it

require federal approval? How and when should a verification plan be submitted for
federal review?

 
24)  What will the federal government require of all the states in terms of specifications for

account information/record layout/package of data elements?
 

25)  When and how should the implementation review be submitted?
 

26)  What are the HBE reporting requirements (HHS format? ACA 1313A?)
 

27)  Has the Plan Management Forum been rescheduled?
 

28)  Iowa would like to verify that the ACA will only allow “Indian status” for members of
federally recognized tribes.

 
29)  Does this flow account for the possibility that some individuals may not be eligible for the

exchange (because the individual has employer sponsored insurance), but person’s income
could still qualify them to be eligible for Medicaid?

 
30)  With individuals coming into the system through the FFE, what implications are there for

Iowa’s existing online application for SNAP and TANF?
 

31)  As an individual begins the application through the federal portal, what data elements will
the FFE use to identify that the applicant lives in Iowa (attestation, zip code of mailing
address, zip phone of residence, etc.)?

 
32)  At the "Transmit Account to State" point in the diagram, what are the gaps between the

information that the federal hub gives Iowa and the information that Iowa needs to
determine Medicaid MAGI eligibility?

 
33)  What data will be included in the account at the "Transmit Account to State" point? If this

data set has not yet been determined, when will it be determined?
 

34)  Will the single streamlined application ask about health status (pregnancy, etc.)?
 

35)  In the Medicaid Agency swim lane, should CHIP Eligibility be moved before "Assess for
Other IAP Eligibility" step? If so, this may be useful information for CCIIO to share with
other states. 

 
36)  What exactly happens at the "Assess for Other IAP Eligibility" point in the diagram?

 
37)  What is the communication back to consumers if it appears they are not eligible for

anything (insurance affordability in addition to Medicaid and CHIP)?
38)  Can Iowa receive the application electronically (and thus meet the regulation that requires

states to do so) through the FFE (instead of having a separate state-supported Medicaid
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portal)? Would using the FFE that meets the intent of the law which says that the states’
Medicaid must have the capability to accept Medicaid applications electronically?

 
39)  Will the paper application have to reflect the data elements in the single streamlined

application and then have a number of supplemental data elements that are required by
Iowa, or can the state continue using the current Iowa paper joint application?

 
40)  Iowa would like to verify that the entry point for the select group of people who are

categorically eligible for Medicaid (babies born to Medicaid mothers, SSI, etc.) will remain
subject to current business rules.

 
41)  How will the business rules for Medicaid presumptive eligibility change?

 
42)  From an education and outreach perspective, how will hospital staff get trained on the

presumptive eligibility process?
 

43)  The Blueprint roadmap lists “Navigator” under 2.6, but does not indicate it is something
that could be in a state partnership model (the partnership columns are not checked). In the
same roadmap, 13.3 mentions Consumer assistance and indicates it can be part of a
partnership model.  The draft “Design Review Modules – State Partnership Exchanges”
under consumer assistance partnership shows Navigator as part of the module.  It seems
like there is a conflict that may need to be clarified.

 
44)  Provide an overview of the federal Navigator program – are these actual people who will

be stationed in the SPE/FFE states?  Will Iowa have Navigators physically in our state?
 

45)  Describe the role/responsibility for the federal Navigators (who are the Navigators and
what will their responsibilities be).

 
46)  How will the federal Navigators integrate with state specific in-person consumer assistors?

 
47)  What is CMS’s/CCIIO’s vision/description of what the state must do to fulfill their

obligations regarding in-person assistance?
 

48)  In the blueprint section 4.0 (Plan Management), there are sub-sections identified as 4.5 and
4.6. However, in the guidance on what states need to prepare for in the design review for
SPE, these two sub-sections are not listed. Can you clarify what the state’s responsibilities
are for these two sub-sections?

 
49)  Is there a CMS’s/CCIIO’s plan for integration between the HBE implementation and

the BIP implementation?
 

50)  Describe the role federal call centers play with regard to helping a caller obtain Medicaid
(will the caller be switched to the Iowa Medicaid call center based on the area code of their
call?) Describe the federal plan for education and outreach? Will marketing materials be
tailored to the state? Will the state have input to the marketing materials?

 
 
 

# # #
 
 
 

4183



From: 
To: 
Cc: 

Dustin Huffman 
Dustin Huffman 

Marie Sanderson :~ 
Subject: 
Date : 

FW: RELEASE: HATOI: GAO REPORT CONARMS NEED FOR STRUCTURAL REFORMS TO MEDICAID 

Thursday, November 29, 2012 10:22:37 AM 
Attachments: GAO Medicaid Report.txlf 

All : 

Please see the below press re lease f rom Senator Hatch regarding the att ached GAO Medicaid Report, which found 

bi ll ions in unaccountable Medicaid dollars for FY 2009. 

Best, 

Dustin 

Dustin Huffman 

Policy Advisor 
Republican Governors Public Policy Committee I RGA 

1747 Pennsylvania Avenue, NW, Suite 250 I Washington, DC 20006 

Office: {202) 662-4927 

From: Rep-Press, Finance (Finance) 
Sent: Thursday, November 29, 2012 10:59 AM 
To: Lawless, Julia (Finance) 
Subject: RELEASE: HATOi: GAO REPORT CONFIRMS NEED FOR STRUCTURAL REFORMS TO MEDICAID 

Senate Committee on Finance 
'enator Orrin Hatch (R-U'r)~ Ranking Nfcn1bcr 

Imp:/ / finance.srnatt.go\' 
FOR IMMEDIATE RELEASE 

November 29, 2012 

CONTACT: Julia Lawless, Antonia Ferrier 

(202) 224-4515 

HATCH: GAO REPORT CONFIRMS NEED FOR STRUCTURAL REFORMS TO MEDICAID 

Utah Senator Says, 'This report exposes problems with massive expansions of a program that already yields 
billions of dollars in waste, let's act now and implement robust, structural reforms that will preserve the 

long-term viability of this safety net program for the most vulnerable Americans." 

WASHINGTON- U.S. Senator Orrin Hatch (R-Utah), Ranking Member of the Senate Finance Committee, 

today said a new Government Accountability Office (GAO) report that found billions of wasteful dollars in 

the Medicaid program demonstrat es the clear need for concrete, structural reforms that will help 

guarantee the system's long-term solvency. The report, which was requested by Hatch, found billions in 

~naccountable Medicaid dollars for f iscal year (FY) 2009. 

('The President's $2.6 trillion health law - the cornerstone of his domest ic agenda - "covered" half its newly 

nsured through Medicaid, already an unsustainable, budget-busting entitlement program," said Hatch, 

whose Committee has jurisdiction over the Medicaid program. "But as demonstrated by the nonpartisan 
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'(3AO, the Obama Administration once again bit off more than t hey can chew and remains woefully 

\mprepared for t he largest expansion of Medicaid in history. This report exposes problems with massive 

expansions of a program that already yields billions of dollars in waste, let's act now and implement robust, 

r tructural reforms that will preserve the long-term viability of t his safety net program for t he most 

wulnerable Americans." 

:States report two sets of data to the federal government for purposes of the Medicaid program: CMS-64 

data, which is usually reported on time, aggregates state expenditures for purposes of getting payments 

~
from the federal government, and MSIS data, which is routinely 3 years late in coming, represents how the 

oney was spent on individual beneficiaries. The CMS-64 and the MSIS dat abases are off by about 10 

ercent every year, and while some of the differences can be accounted for, there are billions of Medicaid 

dollars unexplained every year. 

Key findings from the GAO Report follow and a full copy of the report can be found HERE: 

• In 2009. $43 billion could not be traced directly back to Medicaid beneficiaries: " In fiscal year 

2009, the difference between MSIS and CMS-64 was $43 billion. Much of the difference was 

primarily the result of the different designs of each data set. CMS uses MSIS data for beneficiary

specific expendit ures, while CMS-64 data are used to compute the federal financial participation for 

each state's Medicaid program costs. However, even after adjusting for DSH payments, Medicare 

premiums, prescription drug rebates, and Medicaid health insurance payments, differences remain. 

In fiscal year 2009, total MSIS expenditure data, after adjustments, showed MSIS at 94 percent of 

CMS-64 expenditures, which left bil lions of dollars unexplained." 

• States are generally 3 years late in telling the federal government how they spent Medicaid 

money: "The 3-year lag in states' reporting of MSIS data prevents its use for timely oversight of 

beneficiary-relat ed utilizat ion and other spending t rends. For example, identifying a difference in 

hospital expenditures between MSIS and CMS-64 is of limited use when detected 3 years later. If 

states were meeting the cu rrent requirement of providing MSIS data 45 days after each quarter, 

then such comparisons could provide more useful and t imely information." 

• Medicaid continues to be an easy target for waste. fraud. and abuse -a program in dire need of 

reform not a massive expansion: "Medicaid is on GAO's high-risk list because of vulnerabilities to 

waste, fraud, abuse, and mismanagement." ''This is critical given that Medicaid, a program that 

GAO identified on our high-risk list, has among the highest estimated improper payments of any 

federal program reporting such data." 

### 
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From: Tammie Kilpatrick
To: Katie Altshuler
Cc: Andrew Silvestri
Subject: FW: REMINDER!!! Heartland event speaking about ObamaCare & The Affordable Care Act
Date: Thursday, February 02, 2012 8:24:37 AM
Attachments: CKHeartlandInvite02252012.doc

Just making sure you knew about this……we’ll make sure someone attends one of the

meetings.

 

 
From: Sharon Brown [mailto:Sharon.Brown@okhouse.gov] 
Sent: Wednesday, February 01, 2012 3:37 PM
Subject: REMINDER!!! Heartland event speaking about ObamaCare & The Affordable Care Act
 
Whether you supported  The Affordable Care Act  (the act) or not, it has become evident
that it will affect each one of us in some way.  ObamaCare  dictates Health Care
Exchanges and will affect patients, providers, and payers, etc.
 
The Heatland Event is a must to help the state make an informed decision about the exchanges!
 

Tuesday, February 7th @ approximately 9:30am (following session), House Chamber
Wednesday, February 8th @ 9:00am in the State Capitol, room 512A
Wednesday, February 8th @ noon @ OCPAC @ Italiano’s, 4801 N. Lincoln Boulevard
 
The general public is invited to any of these events!
 
 

 

 
Sharon Brown,
Legislative Assistant for
Representative Charles Key,
District 90
405 557-7354
sharon.brown@okhouse.gov
.

.

 
 
 
NOTICE: The information in this email is confidential, legally privileged, and exempt from
disclosure under law. It is intended solely for the addressee. Access to this email by anyone
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else is unauthorized. If you are not the intended recipient, any disclosure, copying,
distribution or any action taken or omitted to be taken in reliance on it, is prohibited and
unlawful. The Oklahoma House of Reps does not warrant any e-mail transmission received
as being virus free, and disclaims any liability for losses or damages arising from the use of
this e-mail or its attachments. Recipients of e-mail assume the risk of possible computer
virus exposure by opening or utilizing the e-mail and its attachments, and waive any right or
recourse against the House by doing so.
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From: Marie Sanderson
To: Marie Sanderson
Cc: Lindsay Russell; Mike Schrimpf
Subject: FW: RGA Chairman Bob McDonnell: How Much Longer Will the President Ignore Governors?
Date: Thursday, September 27, 2012 1:03:13 PM

FYI.
 
Thanks,
 
Marie Thomas Sanderson
Policy Director
Republican Governors Association (RGA)
MSanderson@rga.org
Republican Governors Public Policy Committee (RGPPC)

Office (202) 464- 8556
Cell 
 
 
 

From: Mike Schrimpf 
Sent: Thursday, September 27, 2012 12:58 PM
To: Mike Schrimpf
Subject: RGA Chairman Bob McDonnell: How Much Longer Will the President Ignore Governors?
 

 
FOR IMMEDIATE RELEASE
 
CONTACT
Mike Schrimpf, 202-367-8389
mschrimpf@rga.org

 
RGA Chairman Bob McDonnell: How Much
Longer Will the President Ignore Governors?

 
The Republican Governors Association released a new letter today reiterating the need for
additional guidance on the Medicaid and Health Insurance Exchanges provisions in the
Patient Protection and Affordable Care Act.
 
In the 80 days since 29 Republican governors first submitted their questions, the Obama
Administration has only addressed a few of the questions in any meaningful way.
 
Click HERE to read the letter.
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“Thirty months have passed since the President signed Obamacare into law, and it ought to
be alarming that the Democrats who wrote the legislation are still trying to figure out what’s
in it,” said RGA Chairman Bob McDonnell.  “Unfortunately, this ill-conceived law has
serious consequences for patients and doctors as well as taxpayers and state governments.”
 
“We are now nearly two-thirds of the way to the law’s alleged implementation date. How
much longer will the Obama Administration make governors wait to have our questions
answered?” McDonnell asked.
 
“As governors continue to wait for answers, it becomes more and more clear that Obamacare
needs to be repealed and replaced, and the only way to do that is by electing Mitt Romney in
November,” McDonnell concluded.
 
 
 

-30-
 

Paid for and authorized by the Republican Governors Association
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From: Marie Sanderson
To: Marie Sanderson
Cc: Lindsay Russell
Subject: FW: RGA Letter on Medicaid and Exchanges to President Obama
Date: Tuesday, July 10, 2012 2:36:08 PM

 
 

From: Mike Schrimpf 
Sent: Tuesday, July 10, 2012 2:35 PM
To: Mike Schrimpf
Subject: RGA Letter on Medicaid and Exchanges to President Obama
 

 
FOR IMMEDIATE RELEASE
 
CONTACT
Mike Schrimpf, 202-367-8389
mschrimpf@rga.org

 
RGA Letter on Medicaid and Exchanges to

President Obama
 
Virginia Governor Bob McDonnell, chairman of the Republican Governors Association, sent
a letter on behalf of Republican governors to President Obama today seeking clarification on
critical outstanding questions related to the federal health care law in the wake of the
Supreme Court’s decision.
 
To read a copy of the letter in its entirety, click HERE. An excerpt of Governor McDonnell’s
letter, including the questions, is below:
 

While we continue to believe the best option is to fully repeal and replace the PPACA, states
now confront numerous deadlines and face major policy decisions in the wake of the Supreme
Court decision.   Before making any final policy decisions, governors must carefully consider the
short and long-term implications of an expanded entitlement program and the consequences of
significantly increasing the size of government to manage these programs.
 
The states’ burden of the expansion population as well as administrative costs remains
significant.  Increased spending on Medicaid crowds out resources available to states to spend on
other meaningful priorities like education, the environment, public safety and infrastructure.
 
Moreover, even before increasing the Medicaid-eligible population as prescribed by PPACA,
Medicaid has been on an unsustainable path, comprising a growing share of state budgets every
year.  It is difficult to see how expanding Medicaid without reform would do anything other than
put more strain on state budgets and the taxpayers, especially when considering that many
pernicious provisions that curtail state flexibility remain.
 
While the Supreme Court decision focused on the states’ role in determining whether a Medicaid
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expansion is in the best interest of its citizens, states also face other PPACA-related decisions,
like whether to establish a state based health-insurance exchange or accept the default of a
federal exchange.  As the exchange issue is currently interpreted, states are essentially being
tasked with shouldering all the responsibility without any authority.
 
If states determine that a Medicaid expansion is not in the best interests of its citizens, it is likely
that there will be a significant gap in coverage for low-income individuals who do not qualify for
tax credits.  We believe it is incumbent upon the authors of PPACA and your Administration to
detail precisely how you intend to address this situation. 
 
We also believe that it is unlikely that the federal government will have fully functional
exchanges in place by the Fall of 2013 in order for millions of Americans to be able to purchase
coverage beginning January 2014.  We respectfully request the Administration provide the
detailed work plan that demonstrates these deadlines will be met.  If they cannot be met, the
responsible course would be for HHS to level with us and the American people.  We also do not
understand how the federal government can begin to afford to implement PPACA, with deficits
already over $1 trillion in every year of your presidency, and the debt growing $5 trillion in the
past 3 years to an outrageous record of nearly $16 trillion.
 
The consequences of governors’ decisions will impact our states – and the nation – for decades
to come, so we must have all the information needed to choose wisely. We have taken the liberty
of compiling below just some of the critical questions that must have answers before states can
determine best how to proceed in light of the Court’s decision. We undertake this task with a
sense of great responsibility, and resolve to only move forward when we have full and complete
knowledge of all the implications of our decision.

 
Healthcare Exchanges:
 

1.)     Please provide a complete list of regulations that will have to be reviewed, revised and re-
opened for public comment prior to implementation as a result of the Supreme Court ruling
(e.g., the Medicaid eligibility regulations, exchange regulations related to interface with
Medicaid)? What is the schedule for re-issuing these regulations?
 

2.)     When will either additional guidance or actual rules be issued on essential health benefits,
actuarial value and rating areas be issued?

 
3.)     The federal government has already extended deadlines for applying for Level 1 and Level

2 Exchange Establishment funding into 2014.  Can we expect extensions of the deadlines for
implementation given the uncertainty caused by the Supreme Court ruling and the linkage
between Medicaid expansion and exchange eligibility and enrollment functions?  In addition,
will the deadlines change for states implementing a partnership exchange?  Will the
deadlines be extended for states implementing a federal exchange? 

 
4.)     When will the details of the federal partnership options be available? These cannot be

considered as an option without details including cost estimates. How will the long term
funding of the federally-facilitated healthcare exchanges be sustained?

 
5.)     States considering a state-based exchange need to know whether there will be a charge and

by how much to use the federal data hub, advance premium tax credit/cost-sharing reduction
service, risk adjustment and transitional reinsurance programs.

 
6.)     When will states learn the details of the operational systems for a federal exchange? The

procedural, technical, and architectural requirements for linking to the federal exchange have
not been released.  It is not feasible to know if a state-based exchange is better for our
citizens until we know what the contents of a federal exchange will be.  Taking grant money
at this time for state exchange creation may be wasted if a federal exchange makes more
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sense for a particular state.
 

7.)     When will information from the establishment of a federal exchange be available for states
to use if a state opts to build its own exchange? It is costly for each state to have to start
from scratch and still not know how interfaces will work.

 
8.)     If states choose to build a state-based exchange, what dollars will the federal government

contribute now and in the future?  For the federal exchange states, when will the regulations
regarding the imposition of taxes on a state’s insurers be released?

 
9.)     It has been widely reported that Congressional leaders who have to appropriate money will

seek to defund exchanges. Please explain how the enactment provisions of the law allow the
Executive Branch to continue to fund exchanges without Congressional action to appropriate
money. 

 
10.)  What happens to a state that has taken exchange planning and implementation grants if their

exchange is not financially viable after 2015?  Can a state refuse to increase taxes on either
its residents or insurers, thus putting the financial underpinning of an exchange at risk? What
penalties does the federal government envision in this case?

 
11.)  What happens if a state accepts grant money now to begin to build a state exchange, and

subsequently determines that a federal exchange may be better?  Will the federal
government claw back these grant dollars from the states?

 
12.)  What impact will changes to the Medicaid expansion have on exchange implementation?

The federal exchange is currently structured to provide Medicaid eligibility determination.
How will this work if some states participate and others do not?

 
13.)  Last month the Congressional Budget Office (CBO) pointed out a provision in the law that

reduces exchange subsidies after 2018, which means fewer and fewer people will qualify for
subsidies, and the people who do qualify will get a smaller and smaller subsidy. Does the
Administration support that change, and if so, how would you pay for it? If you do not, why
do you think people should be forced to buy insurance if federal subsidies are shrinking?

 
14.)  CMS has released 90/10 funding under ARRA and HITECH in order for states to improve

their eligibility systems for Medicaid and other social service programs. Will that funding
continue?   

 
15.)  Alongside the considerable challenge of greatly expanding the Medicaid program, states are

charged by the PPACA with creating a single, seamless point of entry for all of the insurance
affordability programs affected by the Act--Medicaid, the Children’s Health Insurance
Program (CHIP), the Basic Health Plan (where offered), advance tax credits for individual
and Small Business Health Options Program (SHOP) exchange enrollees.  This leaves
another major question on the table.  What about all of the other social service programs?
Will states still be able to create an eligibility system for all social service programs under
the 90/10 funding mechanism?

 
16.)  In order to minimize disruptions to a state’s insurance market, The Office of Personnel

Management (OPM) is required to certified multi-state plans that must be included in every
exchange, when will the rules be released detailing the requirements and timeline for multi-
state plans. How OPM structures these rules can be very disruptive to a state’s insurance
market.

 
17.)  Does the federal government intend to maintain high risk pools and how will they be

financed? What actions will they take in a state that has opted not to operate a high risk pool
or an exchange?
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Medicaid
 

1.)     When can we expect to receive updated guidance on Medicaid expansion and related topics?
 

2.)     Is there a deadline for letting the federal government know if a state will be participating in
the Medicaid expansion? How does that relate to the exchange declaration deadline? The
two programs are currently scheduled to be implemented simultaneously in January 2014.

 
3.)     Will states that expand Medicaid coverage up to a level below 138% of the federal poverty

level (FPL), for example up to 100% of FPL, still receive the enhanced federal medical
assistance percentage (FMAP) available for “newly covered” populations?

 
4.)     Will states be allowed to phase in Medicaid coverage up to 138% of FPL (or 100% FPL)

years after 2013 and still receive the enhanced FMAP?
 

5.)     Does the MOE requirement apply to the expansion population or does it apply only to the
current Medicaid population? If a state accepts the expansion, but the federal match goes
away, can we drop out of the expansion program?  Will you waive the MOE under your
1115 waiver authority? What will be the penalties for failure to comply with MOE
requirements? Since the MOE was a direct result of the expansion funding, if a state chooses
not to expand is the MOE no longer effective?

 
6.)     Regarding the two year increase in Medicaid reimbursement for primary care codes, are you

going to extend it? If so, how are you going to pay for it? Congressional Republicans have
expressed opposition to any funded for PPACA. 

 
7.)     Will states still be required to convert their income counting methodology to MAGI for

purposes of determining eligibility regardless of whether they expand to the optional adult
group?  If so, how do states link the categorical eligibility criteria to the MAGI? How will
the federal exchanges utilize the state’s criteria?

 
8.)     If a state expanded Medicaid through a waiver prior to enactment of the PPACA, but then

chooses not to expand coverage further, are they still eligible for the 75% to 90% enhanced
FMAP for the previously expanded population?

 
9.)     Will the federal government support options for the Medicaid expansion population that

encourage personal responsibility – cost sharing or accountability provisions, the use of high
deductible plans such as Health Savings Accounts, and other options at the state’s choice?

 
10.)  What specific plans and timeline do you have for enacting the reforms and flexibility

options for Medicaid that you spoke of in 2009?  When can states give further input on the
needed reforms?

 
11.)  You have stated that you will not deport undocumented aliens who have not committed a

crime. You have also said that these undocumented aliens will be exempt from the individual
mandate. How will the state be reimbursed for medical services given to these individuals?

 
12.)  Will CMS approve global waivers with an aggregate allotment, state flexibility, and

accountability if states are willing to initiate a portion of the expansion?
 

13.)   The Disproportionate Share allotments will be reduced every year with a methodology
based in the reduction in the number of uninsured.  One, when will HHS issue the
regulations and methodology for this reduction? Two, for a state that does not see a decrease
in its uninsured population will the remaining state absorb the full reduction?  In addition,
can a state implement a new DSH Diversion program as part of the optional expansion?  Can
a state implement new DSH Diversion programs for services to the
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uninsured/uncompensated care services?
 
 

-30-
 

Paid for and authorized by the Republican Governors Association
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From: Marie Sanderson
To: Marie Sanderson
Cc: Dustin Huffman
Subject: FW: RGA Letter to the President: Time to Engage on Healthcare
Date: Wednesday, November 14, 2012 1:40:11 PM
Attachments: 2012-11-14-POTUS Letter.pdf

FYI.
 
Thank you,
Marie
 
 
Marie Thomas Sanderson
Policy Director
Republican Governors Association (RGA)
MSanderson@rga.org
Republican Governors Public Policy Committee (RGPPC)

Office (202) 464- 8556
Cel
 
 
 

From: Mike Schrimpf 
Sent: Wednesday, November 14, 2012 1:37 PM
To: Mike Schrimpf
Subject: RGA Letter to the President: Time to Engage on Healthcare
 

 
FOR IMMEDIATE RELEASE
 
CONTACT
Mike Schrimpf, 202-367-839
mschrimpf@rga.org

 
RGA Letter to the President: Time to Engage on

Healthcare
RGA Chairman Governor Bob McDonnell and Governor Bobby Jindal sent a letter today to
President Obama asking him to extend the deadline for choosing a health insurance exchange
and requesting a meeting with him to discuss the many state responsibilities required under
the Patient Protection Affordable Care Act (PPACA) and the lack of guidance provide by his
Administration thus far.
 
In order to be compliant with federal guidance states must decide whether or not they will
choose to move forward with a state based healthcare exchange by November 16.  The
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guidance Friday from Secretary Sebelius extends the date only for the election of a
partnership exchange, and subsequently for the federal exchange.
 
As it stands, current guidance contains numerous instances where it mentions that further
rulemaking or guidance will be issued, making it difficult for states to make the best decision
for their unique populations.  In addition, last Thursday, HHS submitted two proposed
regulations to OMB, hinting that the Administration had the information necessary for states
to make their decisions but was waiting until after the election to release. 
 
 “The lack of a complete and open rulemaking process and the deficit of information being
shared with states have created a virtual roadblock for governors, who must decipher what
type of exchange is appropriate for their state,” said RGA Chairman Bob McDonnell. “We
are asking for the President to intervene with HHS, push the deadline and engage directly
with governors of both parties in a serious dialogue about healthcare exchanges and overall
healthcare reform in our states.” 
 
In their letter, the governors’ wrote: “As has been stated many times, before making any final
policy decisions, governors must carefully consider the short and long-term implications of
an expanded entitlement program and the consequences of significantly increasing the size of
government to manage these programs. In the near term, we need to better understand how
the federal government will implement a federal exchange as it is clear most states will not
be ready on their own.  We also have concerns about future cost shifting to states, and need
certainty as we prepare our budgets, many of which are biennial budgets.  We also remain
very concerned about the unsustainable deficits and national debt, and the reality that
imprudent implementation of PPACA will contribute dramatically to an increase in both.” 
 In August of 2011, the Republican governors submitted 31 specific solutions for Medicaid
reform to improve the delivery of service and reduce costs for the federal government and
states. When healthcare reform was discussed in 2010 and PPACA ultimately passed, no
governor was invited to provide input into the nation’s healthcare overhaul.
“The American people want Republicans and Democrats to work together to move our
country forward, and we ask the President and his Cabinet to work with governors to
honestly address the real concerns we have about the health care law and our nation’s
healthcare system as a whole,” said Governor Bobby Jindal.
 

-30-
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From: Andrew Silvestri
To: Katie Altshuler
Subject: FW: RGPPC Conference call: Monday, 10:30 AM EST
Date: Monday, June 06, 2011 9:22:12 AM

Subject: RGPPC Conference call: Monday, 10:30 AM EST

We will host our RGPPC conference call/meeting on Monday at 10:30 AM EST.  Staff in DC may meet in
the NJ office space, Hall of States room 201.  Those of us on the phone should dial into:

Please continue to work with your offices regarding the healthcare task force letter. We'll talk about this
effort on our call. 

Agenda:

1. Roll Call: Marie (MS)

2.  RGPPC Update: Marie (MS) and Brandy/Travis/Chip (TX)

-   Healthcare task force letter
-   Senior Staff Retreat
-   Best practices
-  FL EPA call= Seth/ Brian arranging date

3. House Update: Will (Speaker Boehner)

4. Senate Update: Brandi White or Lanier Swann (Leader McConnell)

5. NGA Update: Lauren Kintner (NE)

6. Other business?

and ICYMI:

6/4/11  Nansen Malin: Liberal Washington State Tries to Kiss Medicaid Goodbye - WSJ.com

Liberal Washington State Tries to Kiss Medicaid Goodbye  
The governor and the legislature unanimously back a block-grant model similar to welfare reform.
By NANSEN MALIN

Medicaid has plunged Washington state into fiscal crisis. This fact was recognized by legislators from
both sides of the aisle during a contentious special session that concluded last week. The result was
Senate Bill 5596, a Medicaid block-grant bill.
The block-grant concept was remarkably nonpartisan: The bill, requiring the state to apply to the
federal Department of Health and Human Services (HHS) for a waiver that would replace its current
Medicaid program with a block grant, passed with unanimous support. On Tuesday, Gov. Christine
Gregoire, previously an opponent of block grants, signed the bill. Now the waiver request will go to HHS
Secretary Kathleen Sebelius.
A block grant would free state and local officials from being de facto appendages of the faraway federal
government. Just the latest in the long line of unnecessary federal strings are the costly "maintenance
of effort" requirements imposed by the federal stimulus bill and ObamaCare. This requirement will add
an estimated 176,000 people to our state's Medicaid rolls by 2013 and prohibit the state from modifying
eligibility rules without risking a loss of all Medicaid funding.
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In contrast, SB 5596's authors explain that the block grant would "allow the state to operate as a
laboratory of innovation for bending the cost curve, preserving the safety net, and improving the
management of care for low-income populations." Rhode Island has had success under a similar waiver
granted in 2009, saving $100 million within the first 18 months. With a block grant, state legislators will
have the ability to alter eligibility and benefits to best serve the unique needs of their constituents
without having to opt out of Medicaid entirely.

Receiving federal dollars in a lump sum instead of matching funds would also make it easier to find
cost-savings in Medicaid. Currently, 1.2 million residents of Washington state are on Medicaid. This
costs the state $3.1 billion annually, with the federal government contributing another $3.1 billion. If
the state legislature wants to reduce Medicaid spending, it has to find $2 in cuts to realize $1 in savings,
creating a perverse incentive to keep spending beyond what the state can afford.
In addition to setting eligibility restrictions, the federal government handicaps states in their ability to set
benefits. The only real option available to state legislators to control costs is to further decrease
reimbursement payments to already underpaid physicians and hospitals. Block grants give states the
freedom to decide—with minimum federal interference—whom to cover, what services to provide, what
to pay service-providers, and whether to experiment with other innovative reforms.
In 1996, a Republican Congress and President Bill Clinton transformed the Aid to Families with
Dependent Children (i.e., welfare) program into block grants to the states. With finite funding, states
were given an incentive to reform programs and reduce costs. Critics argued that the federal
government was shifting costs to the states, which would engage in a harmful race to the bottom.
Instead, the new program, Temporary Assistance for Needy Families (TANF), has been a remarkable
success. Welfare rolls decreased by two-thirds, and by 2006 total real federal and state spending on
TANF had decreased by 31% from 1995 levels. Washington state saw its case load decrease 37%, to
61,200 in March 2003 from 96,000 in September 1996, saving taxpayers $290 million in annual
expenditures. Given the right incentives, and freedom to propose changes, states saved taxpayers
money while better serving the poor.
Lawmakers in Washington state unanimously acknowledged the advantages and successes of block-
granting when they passed SB 5596. Secretary Sebelius should grant the waiver. It's time for
Washington, D.C. to let Washington state run its own Medicaid program.

Ms. Malin is Washington state director for Americans for Prosperity.

Inserted from <http://online.wsj.com/article/SB10001424052702303657404576363812467438234.html>

Marie Thomas Sanderson
Republican Governors Public Policy Committee (RGPPC)
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From: Andrew Silvestri
To: Katie Altshuler
Subject: FW: RGPPC Health Care Information, March 12th
Date: Monday, March 19, 2012 10:11:24 AM
Attachments: 2012 Amicus Brief State Mandates and Burdens Resulting from Federal Health Reform.docx

1 7 11 Governors Letter.pdf
RGPPC Revised Reform Principles 3-12-2012 LR.docx

Importance: High

See below.
 

From: Lindsay Russell  
Sent: Monday, March 19, 2012 10:12 AM
To: Andrew Silvestri
Subject: FW: RGPPC Health Care Information, March 12th 
Importance: High
 
You and Katie were on this email.
 
Lindsay Russell
Public Policy Advisor 
Republican Governors Public Policy Committee | RGA
1747 Pennsylvania Avenue, NW, Suite 250 | Washington, DC 20006
P: (202) 662-4149 | 
 
 

From: Lindsay Russell 
Sent: Monday, March 12, 2012 6:29 PM
To: Marie Sanderson; Lindsay Russell
Subject: RGPPC Health Care Information, March 12th 
Importance: High
 
All:
 
Per our call this evening, the following email contains all the information in one place for your
convenience:
 
As the end of March quickly approaches, so does the second anniversary of Obamacare.  Thank you
for joining our conference call today to discuss our potential united efforts.  RGPPC is working with
the American Action Forum to provide talking points and communications assistance with op-
eds/other materials. Note: RGAs communications’ team will be contacting your press teams
separately.  

Key Dates and Info Needed below--- What we’ll request from you is in red. Given the quick
turnaround on much of this material, we will make ourselves available over the weekend should
anyone wish to discuss.
 
KEY DATES

March 19-23 (23rd actual anniversary) Obamacare Anniversary and Release of RGPPC Healthcare
report principles
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March 28- Medicaid Expansion SCOTUS Oral Arguments

o    26th Anti-injunction arguments

o    27th individual mandate arguments
o    28thth Medicaid expansion arguments

 
INFO NEEDED
 

·         OBAMACARE STATE COSTS NEEDED: DUE Fri, MARCH 16  The RGPPC, in partnership with
Congressional leadership would like to use this opportunity to reiterate just how costly
Obamacare has and will continue to be on states. To aid in this effort attached is a
document we used last year to describe those cost (see pages 6-13).  Please take just a few
moments to read over last year’s comments and make edits and updates. We need these
edits completed by Friday March 16-COB.  Please send your data in “talking point form”
approved by your press team and boss, as demonstrated in the 1/7/11 letter, attached.   We
also will accept other data from your  states (in addition to your amended quotes)- as each
of you have highlighted the costs to obamacare in your own unique ways. A list of mandates
from PPACA also is attached and other examples are below such as:  

 
1.        Cost of Medicaid Expansion
2.        Cost of Conducting Eligibility for Medicaid expansion and Insurance Entitlement up to

400% FPL
3.        Estimated # of employees who will lose employee coverage and cost estimates
4.        Unworkable nature of timelines/no final rules/complexity of building IT systems to ensure

program integrity, limit fraud and abuse
 
 

·         BLOCK GRANT SUPPORT QUOTES: Due Fri, MARCH 16 We anticipate that his budget will
support  block grant funding again this year.  If your governor supports block grant funding
and would like to support this concept in writing, we’d like to coordinate quotes from
supportive states.  Last year we wrote a leadership (TX, VA, MS, NJ) letter supporting block
grants; this year we ask for individual statements. 

 
·         APPROVAL OF HEALTHCARE STEERING COMMITTEE PRINCIPLES: Edits Due Wed, MARCH

14.  Approval Due Fri, MARCH 16 We will need your states approval of the healthcare
steering committee’s principles, which will guide our report writing process. We will release
a letter from leadership highlighting these principles.  We need general consensus that
states are comfortable with these principles.

 
Please let me or Marie know if you have any questions, comments/concerns or suggestions. We’ll
talk in more detail Monday afternoon about our comprehensive effort.   
 
Lindsay Russell
Public Policy Advisor 
Republican Governors Public Policy Committee | RGA
1747 Pennsylvania Avenue, NW, Suite 250 | Washington, DC 20006
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P: (202) 662-4149 | C: 
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From: Andrew Silvestri
To: Katie Altshuler
Subject: FW: RGPPC Health Care Information, March 12th
Date: Monday, March 19, 2012 10:35:17 AM
Attachments: 2012 Amicus Brief State Mandates and Burdens Resulting from Federal Health Reform.docx

1 7 11 Governors Letter.pdf
RGPPC Revised Reform Principles 3-12-2012 LR.docx

Importance: High

 
 

From: Lindsay Russell  
Sent: Monday, March 12, 2012 5:29 PM
To: Marie Sanderson; Lindsay Russell
Subject: RGPPC Health Care Information, March 12th 
Importance: High
 
All:
 
Per our call this evening, the following email contains all the information in one place for your
convenience:
 
As the end of March quickly approaches, so does the second anniversary of Obamacare.  Thank you
for joining our conference call today to discuss our potential united efforts.  RGPPC is working with
the American Action Forum to provide talking points and communications assistance with op-
eds/other materials. Note: RGAs communications’ team will be contacting your press teams
separately.  

Key Dates and Info Needed below--- What we’ll request from you is in red. Given the quick
turnaround on much of this material, we will make ourselves available over the weekend should
anyone wish to discuss.
 
KEY DATES

March 19-23 (23rd actual anniversary) Obamacare Anniversary and Release of RGPPC Healthcare
report principles
March 28- Medicaid Expansion SCOTUS Oral Arguments

o    26th Anti-injunction arguments

o    27th individual mandate arguments
o    28thth Medicaid expansion arguments

 
INFO NEEDED
 

·         OBAMACARE STATE COSTS NEEDED: DUE Fri, MARCH 16  The RGPPC, in partnership with
Congressional leadership would like to use this opportunity to reiterate just how costly
Obamacare has and will continue to be on states. To aid in this effort attached is a
document we used last year to describe those cost (see pages 6-13).  Please take just a few
moments to read over last year’s comments and make edits and updates. We need these
edits completed by Friday March 16-COB.  Please send your data in “talking point form”
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approved by your press team and boss, as demonstrated in the 1/7/11 letter, attached.   We
also will accept other data from your  states (in addition to your amended quotes)- as each
of you have highlighted the costs to obamacare in your own unique ways. A list of mandates
from PPACA also is attached and other examples are below such as:  

 
1.       Cost of Medicaid Expansion
2.        Cost of Conducting Eligibility for Medicaid expansion and Insurance Entitlement up to

400% FPL
3.        Estimated # of employees who will lose employee coverage and cost estimates
4.        Unworkable nature of timelines/no final rules/complexity of building IT systems to ensure

program integrity, limit fraud and abuse
 
 

·         BLOCK GRANT SUPPORT QUOTES: Due Fri, MARCH 16 We anticipate that his budget will
support  block grant funding again this year.  If your governor supports block grant funding
and would like to support this concept in writing, we’d like to coordinate quotes from
supportive states.  Last year we wrote a leadership (TX, VA, MS, NJ) letter supporting block
grants; this year we ask for individual statements. 

 
·         APPROVAL OF HEALTHCARE STEERING COMMITTEE PRINCIPLES: Edits Due Wed, MARCH

14.  Approval Due Fri, MARCH 16 We will need your states approval of the healthcare
steering committee’s principles, which will guide our report writing process. We will release
a letter from leadership highlighting these principles.  We need general consensus that
states are comfortable with these principles.

 
Please let me or Marie know if you have any questions, comments/concerns or suggestions. We’ll
talk in more detail Monday afternoon about our comprehensive effort.   
 
Lindsay Russell
Public Policy Advisor 
Republican Governors Public Policy Committee | RGA
1747 Pennsylvania Avenue, NW, Suite 250 | Washington, DC 20006
P: (202) 662-4149 |
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From: Brian Downs
To: Katie Altshuler
Subject: Fw: Ritze Urges State to Turn Down ObamaCare Money
Date: Tuesday, March 01, 2011 10:35:09 AM

FYI

From: Ray Carter 
To: Ray Carter 
Sent: Tue Mar 01 10:21:02 2011
Subject: Ritze Urges State to Turn Down ObamaCare Money 

 
Oklahoma House of Representatives

Media Division
March 1, 2011

 
FOR IMMEDIATE RELEASE:
Contact: State Rep. Mike Ritze
Capitol: (405) 557-7338
 

Ritze Urges State to Turn Down ObamaCare Money
 
OKLAHOMA CITY – State Rep. Mike Ritze, one of two doctors serving in the Oklahoma
Legislature, today called on state officials to turn down $54 million that would be used to
implement the new federal health care law.
            “The people of Oklahoma voted to opt out of ObamaCare last November, our new state
attorney general has filed a lawsuit arguing that the federal law it unconstitutional, and a
nullification bill is now moving through the Oklahoma Legislature,” said Ritze, R-Broken
Arrow. “To accept this federal money and the associated red tape completely undermines
Oklahomans’ clearly expressed opposition to ObamaCare and actually marries our state to
ObamaCare.  The voters have told us not to accept ObamaCare in Oklahoma, and we should
respect their wishes.”
            It was recently announced that Oklahoma would receive a $54 million “Early Innovators”
Health Insurance Exchange Grant as part of the new federal health care law, commonly referred
to as “ObamaCare.”
            The exchanges created by the federal law would provide a government-regulated
marketplace of insurance plans for individuals without health care or small companies. Plans
listed on the exchange would have to meet coverage requirements and standards prescribed by
ObamaCare.

The grant application, officially called the Cooperative Agreements to Support
Innovative Exchange Information Technology Systems, is a 41-page document outlining the
purpose, authority, and background of the funding “opportunity” as well as eligibility
requirements states must meet in order to qualify. 

“By accepting the exchange money, Oklahoma will be in lock-step with ObamaCare,”
Ritze said. “Furthermore, several independent insurance brokers in Oklahoma are concerned
about the impact the exchanges will have on their private businesses. The exchanges operate
contrary to the free enterprise system and most likely will put the independent insurance broker
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out of business.”
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From: denisenorthrup
To: Glenn Coffee; Katie Altshuler
Subject: Fw: Ritze Urges State to Turn Down ObamaCare Money
Date: Tuesday, March 01, 2011 10:39:18 AM

Would have been nice if he talked to her first...gotta love it

Sent via BlackBerry by AT&T

From: Ray Carter <carterra@okhouse.gov>
Date: Tue, 1 Mar 2011 10:21:02 -0600
To: Ray Carter<carterra@okhouse.gov>
Subject: Ritze Urges State to Turn Down ObamaCare Money

 
Oklahoma House of Representatives

Media Division
March 1, 2011

 
FOR IMMEDIATE RELEASE:
Contact: State Rep. Mike Ritze
Capitol: (405) 557-7338
 

Ritze Urges State to Turn Down ObamaCare Money
 
OKLAHOMA CITY – State Rep. Mike Ritze, one of two doctors serving in the Oklahoma
Legislature, today called on state officials to turn down $54 million that would be used to
implement the new federal health care law.
            “The people of Oklahoma voted to opt out of ObamaCare last November, our new state
attorney general has filed a lawsuit arguing that the federal law it unconstitutional, and a
nullification bill is now moving through the Oklahoma Legislature,” said Ritze, R-Broken
Arrow. “To accept this federal money and the associated red tape completely undermines
Oklahomans’ clearly expressed opposition to ObamaCare and actually marries our state to
ObamaCare.  The voters have told us not to accept ObamaCare in Oklahoma, and we should
respect their wishes.”
            It was recently announced that Oklahoma would receive a $54 million “Early Innovators”
Health Insurance Exchange Grant as part of the new federal health care law, commonly referred
to as “ObamaCare.”
            The exchanges created by the federal law would provide a government-regulated
marketplace of insurance plans for individuals without health care or small companies. Plans
listed on the exchange would have to meet coverage requirements and standards prescribed by
ObamaCare.

The grant application, officially called the Cooperative Agreements to Support
Innovative Exchange Information Technology Systems, is a 41-page document outlining the
purpose, authority, and background of the funding “opportunity” as well as eligibility
requirements states must meet in order to qualify. 

“By accepting the exchange money, Oklahoma will be in lock-step with ObamaCare,”
Ritze said. “Furthermore, several independent insurance brokers in Oklahoma are concerned
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about the impact the exchanges will have on their private businesses. The exchanges operate
contrary to the free enterprise system and most likely will put the independent insurance broker
out of business.”
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From: Aaron Cooper
To: Denise Northrup; Glenn Coffee; Katie Altshuler; Andrew Silvestri; Alex Weintz
Subject: Fw: Ritze: Health Care Exchange is Path to Socialized Medicine
Date: Friday, April 15, 2011 10:31:43 AM
Attachments: Ritze, Mike.jpg

FYI
 
From: Ray Carter [mailto:carterra@okhouse.gov] 
Sent: Friday, April 15, 2011 10:15 AM
To: Ray Carter <carterra@okhouse.gov> 
Subject: Ritze: Health Care Exchange is Path to Socialized Medicine 
 

 
Oklahoma House of Representatives

Media Division
April 15, 2011

 
FOR IMMEDIATE RELEASE:
Contact: State Rep. Mike Ritze
Capitol: (405) 557-7338
 

Ritze: Health Care Exchange is Path to Socialized Medicine
 
OKLAHOMA CITY – State Rep. Mike Ritze said today that he opposes any and all attempts
to create a health care exchange in Oklahoma, regardless of whether or not state officials
accept a $54 million federal grant.
            “As the House author of the state question that Oklahomans passed last November to
opt-out of ObamaCare, I feel this new exchange proposal is the same old path to socialized
medicine,” said Ritze, R-Broken Arrow. “The free market can adopt this approach and we do
not need any government involvement with an exchange, especially at the cost of one million
state dollars that we do not have.”
            He noted that Utah’s exchange model has already failed, along with those established
in Massachusetts, Oregon and Tennessee, costing millions of tax dollars.
            Ritze, a physician and surgeon, said state lawmakers should focus on opening up the
health care system to free market forces.
            “Senator Brown and I introduced Senate Bill 57 to open up the free market of health
care to make buying health care insurance the same as purchasing homeowner’s or car
insurance. Under that measure, Oklahoma would enter compacts to allow citizens to shop for
insurance across state lines. There are more than 100 health care companies available, but we
are federally mandated and restricted to only purchase from four to six in Oklahoma. Japan,
in contrast, has more than 5,000 health care insurance companies to choose from. Increased
competition will lead to lower prices and better products.”
            Ritze noted that he also introduced House Bill 1276 this session. The legislation
would nullify ObamaCare in Oklahoma.
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            “Oklahoma and 12 other states have had legislation introduced to nullify
ObamaCare,” Ritze said. “I think it is the appropriate action to take considering how many
Americans oppose the federal health care law.”
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From: Andrew Silvestri
To: Katie Altshuler
Subject: FW: RNC Chairman Priebus Announces Additional Republican Convention Headliners
Date: Tuesday, August 07, 2012 1:27:01 PM

 
 

From: 2012 Republican National Convention [mailto:press@gopconvention2012.com] 
Sent: Tuesday, August 07, 2012 6:03 AM
To: Andrew Silvestri
Subject: RNC Chairman Priebus Announces Additional Republican Convention Headliners
 

To view this email as a web page, go here.

 

FOR IMMEDIATE RELEASE Contact: James Davis or Kyle Downey

August 7, 2012 (813) 381-5588

 

RNC Chairman Priebus Announces Additional
Republican Convention Headliners

 

Tampa, Fla. - Republican National Committee Chairman Reince Priebus today announced the second list of

headliners addressing the Republican National Convention August 27-30. Additional convention speakers,

including the keynote, will be announced in the coming days and weeks. The speakers are: 

Former Florida Governor Jeb Bush, 43rd governor of Florida and current chairman of the Foundation

for Florida's Future;

Oklahoma Governor Mary Fallin, the first woman to serve as both Oklahoma lieutenant governor and

governor, and the first woman elected to Congress from Oklahoma since the 1920s;

U.S. Senator Rand Paul, junior senator from Kentucky and founder of the U.S. Senate Tea Party

Caucus; and

Former U.S. Senator Rick Santorum, 2012 presidential primary candidate, and U.S. Senator (1995-

2007) and U.S. Representative (1991-1995) from Pennsylvania. 

"I am thrilled to announce Governor Bush, Governor Fallin, Senator Paul and Senator Santorum will address

our convention," said Priebus. "As our party unites around Governor Romney, these four great leaders will

lend their voices in support of his vision to get America back on track."

 

"Governors Bush and Fallin, and Senators Paul and Santorum are among our party's most respected leaders,

and their participation at the Republican Convention will help generate enthusiasm for Governor Romney's

plans to strengthen our economy," said convention Chief Executive Officer William Harris.

 

Former Governor Jeb Bush
 

"This election comes down to a fundamental choice - between Mitt Romney's commitment to business

innovation and job growth and the president's record of government taxation and takeovers. This choice

comes at a critical time for our country. We are facing tremendous challenges and our response to them will

determine the course of our nation for generations to come. There is a lot at stake for us in November and

that is why I am proud to support Governor Mitt Romney as the next president of the United States and I look

forward to being a part of his nomination at the Republican National Convention in my home state of Florida,"

said Jeb Bush.

 

Oklahoma Governor Mary Fallin
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"The election this November is about much more than politics. It is a decision we have to make about the

direction of America - are we going to continue to tax and spend and grow government far past the point of

sustainability, or are we going to restore fiscal sanity to Washington, D.C. and force government to live within

its means? In Oklahoma, we work to make government serve the people and not the other way around. Our

next president has to share this same commitment and that is why I am so proud to be a part of the

Republican National Convention to officially nominate Mitt Romney," said Oklahoma Governor Mary Fallin.

 

U.S. Senator Rand Paul
 

"In the past four years, we have seen the national debt soar at the hands of failed Democrat policies. We are

nearing a fiscal cliff and are in desperate need of a change of direction.  Whether it is Obamacare, Dodd-

Frank or the EPA's war on coal, American jobs and growth are being stifled by the current policies. I believe

Governor Romney would help our country start a new path, where job creators are encouraged not punished,

and where the size and scope of government are brought under control. I am honored to speak about our

Republican vision for the future at the national convention in Tampa," said Senator Rand Paul. 

 

Former Senator Rick Santorum
 

"I am so passionate about this election because the core principles of our country are at stake. The

Republican National Convention is an important time for us to rally behind Mitt Romney and his vision to put

our country back on track. We need a leader in the White House who is committed to reforming government.

Republicans believe that removing the incentive to work will destroy welfare reform as we know it, costing

taxpayers millions and leading the poor to a life of dependency. The contrast between President Obama and

Mitt Romney could not be greater. Conservatives from across the country are rallying together and we will

make our voices heard in a few weeks in Tampa," said Senator Rick Santorum.

About the 2012 Republican National Convention
 

The 2012 Republican National Convention will be held at the Tampa Bay Times Forum August 27-30, 2012.

 Nearly 50,000 visitors are expected to come to the Tampa Bay area for the event, including delegates,

alternate delegates, media and other guests.  For more information about the 2012 Republican National

Convention, become part of the virtual convention at www.ConventionWithoutWalls.com, visit our

website www.GOPConvention2012.com and check out our official blog, Conventional Wisdom,

at www.gopconvention2012.com/blog/. 

 

###

This email was sent to: andrew.silvestri@gov.ok.gov

This email was sent by: Committee on Arrangements (COA)

101 E. Kennedy Blvd., Suite 700 Tampa, Florida 33602

We respect your right to privacy - view our policy

Manage Subscriptions | Update Profile | One-Click Unsubscribe
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From: Kinzel, Will
To: Adam Nordstrom ; Andrew Silvestri; aparis@state.pa.us; Arthur Clark

(arthur.clark@guam.gov); Beth Kohler Lazare (bklazare@az.gov); Bill Kloiber (Bill.Kloiber@wisconsin.gov); Bill
McBride (mcbrideb@michigan.gov); bkanzeg  bob.schwaneberg@gov.state.nj.us; Brandon
Steinmann (bsteinmann@osfr.state.tx.us); brandymarty03 ; Brian McManus

); Brian Nutt ( ; carol.statkus@wyo.gov;
clipparell  CWhitfield@governor.state.ms.us; dan.wilmot@governor.state.tx.us;
david.hensley@gov.idaho.gov; Debbie Hohlt ( ); Dennis Muchmore
(muchmored@michigan.gov); Dona DeLeon (Dona.DeLeon@gov.state.nj.us); Doug Hoelscher
(doug.hoelscher@iowa.gov); Ed Perez (eperez@osfr.state.tx.us); emainig  Eric Finkbeiner
(eric.finkbeiner@governor.virginia.gov); griffin  hedgcockm@gov.state.la.us; jabot10 ;
jamieshuster@gov.sc.gov; jasen.eige@governor.virginia.gov; Jason Kreizenbeck (jkreizenbeck@gov.idaho.gov);
jboeyink ; Jeannemarie Davis (jeannemarie.davis@governor.virginia.gov); Jeff
Barnes (barnesj7@michigan.gov); Jen Rae Hein (jen.hein@nebraska.gov); Jennifer Branstetter
(jbranstett@state.pa.us); Jim Soyer (jim.soyer@state.sd.us); jmcallahan@state.pa.us; John Katz
(John.Katz@alaska.gov); joseph.fadness@wisconsin.gov; Katie Altshuler; Katy Oder; Keith Gardner
(keith.gardner@state.nm.us); Krista Carman (kristacarman ); Kristi Craig
(kristi.craig@governor.virginia.gov); ktartaglia@state.pa.us; Lauren Kintner (lauren.kintner@nebraska.gov);
Lgromis ; macarter32 ; Marie Sanderson (msanderson@governor.state.ms.us);
mark.cate@tn.gov; mary.mayhew@maine.gov; Michael Ciamarra (michael.ciamarra@governor.alabama.gov);
Michael DiSabato (Michael.DiSabato@governor.virginia.gov); mkennicott ;
mschrimpf@rga.org; Nicole Guillemard ); rebmyers@state.pa.us;
renee.fargason@laspbs.state.fl.us; rob.jakubik ; Robert Spendlove (rspendlove@utah.gov);
Ryan McGinness ( ; Ryan Serote (rserote@az.gov); sirena.ramirez@guam.gov; Spence
Geissinger ( ; Stephen Waguespack (wags@la.gov);
tammy.perkins@gov.idaho.gov; Tim Pearson (timpearson@gov.sc.gov); Todd Smith ;
travisrichmond ; Wayne Struble (wayne.struble@governor.ohio.gov);
wayne.hasenbalg@gov.state.nj.us; will.cromer@tn.gov; Zak Tomich (tomichz@michigan.gov)

Cc: Swann, Lanier (McConnell)
Subject: FW: RSC Policy Brief & Action Item--Obamacare Florida Lawsuit Update
Date: Friday, March 11, 2011 8:58:55 AM
Attachments: Obamacare Florida Lawsuit Update.pdf

Obamacare Florida Lawsuit Update.doc

Some of you may already receive info from the RSC, so FYI.
 
Please note the highlighted paragraph below regarding Berwick’s comments - - my understanding is
that Governors are having a difficult time communicating with him?
 
 

From: Murray, Joe 
Sent: Thursday, March 10, 2011 6:01 PM
To: RSC-LEAD-OH04@ls2.house.gov
Subject: RSC Policy Brief & Action Item--Obamacare Florida Lawsuit Update
 
Late Tuesday afternoon, the federal government, through the Department of Justice, filed their official

appeal and a request for an expedited appeal with the 11th Circuit Court of Appeals in the Florida

Obamacare lawsuit. The attached RSC Policy Brief highlights some key findings within Judge Roger

Vinson’s order granting the federal government a stay of his declaratory judgment ruling Obamacare

unconstitutional pending appeal.

 

Also, yesterday’s CQ Today article yesterday (page 11) quoted Centers for Medicare and
Medicaid Services (CMS) Administration Donald M. Berwick as stating, “I am talking with anyone
in Congress who wants to talk with me. I enjoy it, and we’re trying to find our way to a better
health care system. That’s the job I’m doing, and we have plenty of formats for interaction
around that.”  This is not the first time that Administrator Berwick has offered to meet with any
Member of Congress. At a November 17, 2010 Senate Finance Committee hearing, Administrator
Berwick mentioned, “I want to have dialogue with you and all the Members of Congress…any
request at an individual level to meet with any Member of Congress that’s come my way I have
said yes to and done it and I look forward to ongoing dialogue and exchange with this
committee and all Members of Congress, it’s my job to do that.”  
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Some RSC Members have already sat down and personally met with Administrator Berwick to discuss

his role as Administrator to an agency whose budget is larger than the Pentagon’s, his background,

and any other health care related issue. We recommend that your boss consider making a similar

request.

 

 

Joseph R. Murray
Professional Policy Staff

U.S. House Republican Study Committee

Office of Rep. Jim Jordan (OH-04), Chairman

202 225-6168

202 226-0577 (fax)

http://rsc.jordan.house.gov
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From: Denise Northrup
To: Katie Altshuler; Alex Weintz
Subject: FW: RSC: The State Health Flexibility Act
Date: Wednesday, March 07, 2012 11:08:40 AM

Fyi – might keep in mind for talking points somewhere down the line…
 

From: Daugherty, Jill [mailto:Jill.Daugherty@mail.house.gov] 
Sent: Wednesday, March 07, 2012 9:41 AM
To: Denise Northrup; Glenn Coffee
Subject: FW: RSC: The State Health Flexibility Act
 
FYI

 

________________________________________________
Jill Daugherty

District Director

 
U.S. Rep. Tom Cole

4th District, Oklahoma

2424 Springer Drive, Suite 201

Norman, OK  73069

 

405-329-6500 (w) |  (m) | 405-321-7369 (f)

jill.daugherty@mail.house.gov

 

Sign up for Congressman Cole's e-newsletter: http://coleforms.house.gov/Forms/Form/?ID=1224

 

Follow Congressman Cole On:

 

From: Murray, Joe 
Sent: Wednesday, March 07, 2012 9:00 AM
To: RSC-ALL-OH04@ls2.house.gov
Subject: RSC: The State Health Flexibility Act
 

RSC: The State Health Flexibility Act
Providing States the Tools to Help Their Most Vulnerable Citizens

 
Later this afternoon, Representatives Todd Rokita, Tim Huelskamp, Paul Broun, M.D., and
Jim Jordan will introduce The State Health Flexibility Act—a bill that streamlines
federal Medicaid and Children’s Health Insurance Program (CHIP) funding into one block
grant to the states, giving them maximum flexibility to better address the unique health
care needs of their most vulnerable citizens.
 
The bill text, bill summary, FAQs, and spending comparison chart (all available here)
describe how the bill provides maximum flexibility for states, better care for vulnerable
Americans, affordability for everyone, and accountability for taxpayers.
 
In short, the bill: 
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Ø  Funds federal assistance to the states to provide health-care-related items and
services for their indigent populations at current fiscal year 2012 levels;

Ø  Eliminates burdensome red tape and regulations promulgated from Kathleen
Sebelius’ Department of Health and Human Services (HHS);

Ø  Gives maximum flexibility for states to determine eligibility, benefits, and provider
reimbursement rates, as well as to improve the quality of care and access to vital
health services;

Ø  Meets the seven principles for Medicaid reform proposed by 29 Governors in June
2011;

Ø  Prevents the federal government from borrowing and spending $1.8 trillion we do
not have, without cutting a penny from current Medicaid and CHIP federal
funding;

Ø  Requires annual state audits and reports to the U.S. Treasury, state legislatures,
and the public to ensure federal funding is spent properly. Misused funds detected
by an audit will result in forfeiture of the funds with a 10% penalty to encourage
proactive efforts to root out waste, fraud, and abuse;

Ø  Maintains current law prohibitions against abortion funding, health care services for
illegal aliens, and discrimination; and

Ø  Repeals ObamaCare and its costly mandates to help keep state health care
programs affordable and focused on the truly needy.

 
The State Health Flexibility Act is the legislative embodiment of the Medicaid
assumptions of last year’s RSC Budget —it begins the conversation of devolving federal
programs to the states by reforming the largest federal mean-tested welfare program.
 
RSC Chairman Jordan urges all RSC Members to cosponsor this important bill.  For
more information or to cosponsor the bill, please contact myself or Tom Borck with
Rep. Rokita at Tom.Borck@mail.house.gov /5-5037.
Joe Murray 
Professional Policy Staff 
U.S. House Republican Study Committee 
Office of Rep. Jim Jordan (OH-04), Chairman 
202 226-0678
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From: tom ray
To: tom ray
Subject: FW: San Antonio doctors" ad - $716 Billion Cut to Medicare...
Date: Monday, August 27, 2012 12:40:13 PM

 
 
Some of you may not like this video, if you don’t just delete it, if you agree with it please
send it on.  I have talked to several friends of mine who are Doctors and they seem to all
agree.
Tom
 
Subject: San Antonio doctors' ad - $716 Billion Cut to Medicare...

 

The Democratic Party has produced a television ad purporting to show Rep Paul
Ryan throwing grandma off the cliff, by opposing ObamaCare. 

A couple of San Antonio doctors have responded with an effective ad to counter
this injustice. See the ad produced by Drs. Jane Hughes and Kris Held. 

http://www.youtube.com/embed/PJ-p29xEM0s

If you like their ad, please forward widely
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From: Aaron Cooper
To: Katie Altshuler; Denise Northrup; Alex Weintz
Subject: FW: SB 1629 is on hold pending Supreme Court action
Date: Thursday, March 08, 2012 5:09:17 PM
Attachments: image001 png

Assume our release is still good to go?

 

 

 

From: Malia Bennett [mailto:bennett@lsb.state.ok.us] 
Sent: Thursday, March 08, 2012 5:06 PM
To: bennett@oksenate.gov
Subject: SB 1629 is on hold pending Supreme Court action
 

 

 

 

 
 
 
 
 

OKLAHOMA STATE LEGISLATURE
 

March 8, 2012
 
FOR IMMEDIATE RELEASE
Nathan Atkins                                                                      John Estus                                                                            
405 521 5605                                                                       405 962 7674 desk, 405 706 0084 cell          
atkins@oksenate gov                                                         john estus@okhouse gov
 
                                               

SB 1629 is on hold pending Supreme Court action
 
OKLAHOMA CITY – The Legislature will wait until after the U.S. Supreme Court rules on the constitutionality of the federal
health care law before proceeding with Senate Bill 1629, legislators announced Thursday.
 
The U.S. Supreme Court is expected to rule this summer, perhaps as early as June, on a legal challenge brought by several
states alleging the federal Patient Protection and Affordable Care Act is unconstitutional.
 
Should the high court overturn the law, the possibility exists that health insurance exchanges would not be necessary. And
should the high court uphold the federal law, nuances within the majority opinion could help legislators craft the most
effective Oklahoma-based marketplace possible to defend against the imposition of a federal exchange.
 
Given these dynamics, legislative leaders and the chairmen of the Joint Committee of Federal Health Care Law have opted to
wait until the outcome of the Supreme Court proceedings before moving further forward with SB 1629. If the court upholds
the law, the Legislature is already prepared to continue defending against federal intervention into the Oklahoma health care
market.
 
“There are many common-sense solutions conservatives can agree on to lower the cost of healthcare, expand access and
choices to more individuals, and increase the quality of our care – all through tried-and-true principles of the free market,”
said Sen. Gary Stanislawski, R-Tulsa, co-chairman of the Joint Committee on Federal Health Care Law.
 
“These are ideas worth pursuing, and we eagerly await the Supreme Court’s repeal of ObamaCare so we can begin the very
serious business of addressing our healthcare challenges with solutions that expand freedom instead of government,”
Stanislawski said.
 
The Joint Committee on Federal Health Care Law met five times throughout the interim to determine the effect the law will
have on Oklahoma. Among its recommendations was to craft a state-based marketplace in order to prevent the federal
government from imposing a federal exchange in Oklahoma.
 
“If the court doesn’t reject this law as we hope, developing a state-based exchange remains our best defense against unwanted
federal intervention,” said Rep. Glen Mulready, R-Tulsa, the committee’s other co-chairman. “We think we have fashioned a
good plan. We are willing to wait to ensure we have the best possible solution to protect Oklahoma from federal intervention.”
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Legislative leaders supported the committee co-chairmen’s decision.
 
“Republicans in the state Senate will do everything in our power to block ObamaCare in Oklahoma. When President Obama
rammed through a trillion dollar unconstitutional assault on the healthcare freedom of Oklahomans, he proved his values are
fundamentally at odds with ours,” said Senate President Pro Tempore Brian Bingman, R-Sapulpa. “The fight to preserve
healthcare freedom is far from over.”
 
“Developing a state-based solution has always been and remains the best, most realistic way to defend against a federal
exchange. The reality is we’re not yet at the point where we absolutely have to deploy that defense,” said House Speaker Kris
Steele, R-Shawnee. “Should the time come, we’ll be prepared to act thanks to the groundwork the committee has laid for us.”
 

- 30 -
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From: 
To: 
Subject: 

Andrew Silvestri 
Katie Altshuler 

Date: 
FW: SCOTUS Medicaid decision: call today at 4:30 EST 
Thursday, June 28, 2012 12:56:27 PM 

Importance: High 

From: Marie Sanderson 
Sent: Thursday, June 
To: Marie Sanderson 
Cc: Lindsay Russell; Mike Schrimpf; Jon Thompson 
Subject: SCOTUS Medicaid decision: call today at 4:30 EST 
Importance: High 

All: Quick update on the Medicaid opinion. 

1. CALL SCHEDULED FOR TODAY: We will host a call at 
4:30 EST 
experts. 

2. PRESS: We realize many of you are torn with what to say 
regarding the Medicaid expansion piece in your public 
states. We request that you continue indicate that your 
state is studying the opinion. We will discuss this today on 
the call. We will discuss Medicaid expansion, MOEs, 
healthcare exchanges and a number of other questions you 
might have. While the expansion piece is voluntary, 
Medicaid is still a regulatory mess and other pieces of 
PP ACA for states appear to be intact. 

Thanks, 
Marie 

More: 

http://www .scotusblog.com/2012/06/court -holds-that -st ates-have-choice-whether-t o

join-medicaid-expansion/ 

ourt holds that states have choice whether to · oi 
~edicaid exyansio 

e Court's decision on the constitutionali of the Medicaid e ansion is divided an 
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complicated.  The bottom line is that: (1) Congress acted constitutionally in offering states
funds to expand coverage to millions of new individuals; (2) So states can agree to expand
coverage in exchange for those new funds; (3) If the state accepts the expansion funds, it
must obey by the new rules and expand coverage; (4) but a state can refuse to participate in
the expansion without losingall of its Medicaid funds; instead the state will have the option
of continue the its current, unexpanded plan as is.
 
 The votes for this outcome are divided among several opinions.  Three Justices – the Chief,
Justice Kagan, and Justice Breyer – took the position that depriving a state of all of its
Medicaid funding for refusing to agree to the new expansion would exceed Congress’s power
under the Spending Clause.  Although Congress may attach conditions to federal funds, they
concluded, it may not coerce states into accepting those conditions.  And in this case, taking
away all the states’ funds for the entirety of its Medicaid program just because it disagreed
with a piece of the program would be coercive.  But the remedy for that constitutional
violation is not to declare the expansion unconstitutional – such that even states that want
to participate would not have the option.  Instead, the plurality held that the provision of the
statute that authorized the Government to cut off all funds for non-compliance with the
expansion was unconstitutional.  The result is that states can choose to participate in the
expansion, must comply with the conditions attached to the new expansion funds if they
take that new money, but states can also choose to continue to participate only in the
unexpanded version of the program if they want.
 

Justices Ginsburg and Sotomayor would have held the entire expansion program
constitutional, even the provision threatening to cut off all funding unless states agreed to
the expansion.  Their votes created a majority for the proposition that the overall expansion
was constitutional, and that states could choose to participate in the expansion and would
have to comply with the expansion conditions if they did.

 

But there was still no majority about what to do about the states that do not want to
participate in the expansion – the Chief Justice’s 3-Justice plurality voted to strike down the
provision allowing the Government to withhold all funds from states that reject the
expansion; Justices Ginsburg and Sotomayor voted to uphold it.

 

The deadlock was broken by the dissenters.  Justice Scalia – writing on behalf of himself, and
Justices Kennedy, Thomas, and Alito – agreed with the Chief’s plurality that the threat to
withhold all funds was unconstitutionally coercive.  But they would have held that the
consequence is that the entire expansion program should be stricken.  The result would have
been that even states that wanted to participate in the program could not.  The plurality’s
approach of simply striking down the provision that allowed withholding all funds if the
state refused the expansion was, in the dissenters’ view, tantamount to rewriting the statute.
 

At this point, that meant that there were 2 votes to uphold the expansion in its entirety, 4
votes to strike the entire expansion down, and 3 votes to strike down only the provision
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withholding all funds for non-compliance with the expansion mandate.  So where does that
leave things?

 

Fortunately (for the sake of clarity at least), Justices Ginsburg and Sotomayor resolved the
ambiguity by voting with the plurality on the remedy question.  That is, these Justices voted
that if the statute was unconstitutionally coercive, then the remedy would be only to strike
down the all-or-nothing sanction.
 

The consequence was a bottom line of 7 Justices – the Chief, Breyer, Kagan and the four
dissenters – finding the expansion unconstitutional.  But a different majority – the Chief,
Ginsburg, Breyer, Sotomayor and Kagan – held that the remedy for the violation was to
strike down only the provision allowing the federal government to withhold all Medicaid
funds unless a state agrees to the expansion.
 

 
 
Marie Thomas Sanderson
Policy Director
Republican Governors Association (RGA)
MSanderson@rga.org
Republican Governors Public Policy Committee (RGPPC)

Office (202) 464- 8556
Cell 
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From: Aaron Cooper
To: Katie Altshuler; Andrew Silvestri
Subject: FW: SCOTUS Obamacare Messaging Call
Date: Tuesday, June 12, 2012 3:50:07 PM
Importance: High

I’m going to be on this call Thursday.  Feel free to join me if you’d like.  I will send you call-

in details when I get them.  Thanks.

 

From: Mike Schrimpf [mailto:mschrimpf@RGA.ORG] 
Sent: Tuesday, June 12, 2012 9:26 AM
To: Mike Schrimpf
Cc: Jon Thompson; Marie Sanderson; Lindsay Russell; Intern Dave Martinez
Subject: SCOTUS Obamacare Messaging Call
Importance: High
 
Good Morning,
 
I’d like to invite you to join an RGA conference call to discuss GOP messaging on healthcare
after the Supreme Court issues its ruling on Obamacare later this month. 
 
Given the high stakes impact of the decision and its political repercussions, it is essential that
all of our governors be on the same page message-wise, especially in the critical 24-72 hours
following the decision.  The RGA has been working in conjunction with the RNC, House and
Senate leadership, and the NRSC and NRCC to ensure the entire Party will be speaking with
the same voice.
 
Call Details:
Thursday, June 14
2:00 PM EST
 
To confirm your participation, please respond directly to this email or email Dave Martinez at
DMartinez@rga.org. Call-in information will be provided upon your RSVP.
 
Last, a number of national outlets are trying to write stories about the GOP’s preparations for
the ruling. These are stories that would only do our side harm, so please keep this call and
any related documents confidential.
 
Best,
 
Mike
 
Mike Schrimpf
Communications Director
Republican Governors Association
1747 Pennsylvania Avenue, NW
Washington, DC 20006
(
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From: 

To: 
Subject: 
Date: 

Attachments: 

Cox-Kain. Julie 

Katie Altshuler 

FW: Signed Exchange Project Charter 

Wednesday, June 15, 201111:43:57 PM 
Exchange Project Charter SIGNED.odf 

Scanned t he most recent signed copy. 

From: Prieto Johns, Nicole S. 
Sent: Wednesday, June 15, 2011 3:52 PM 
To: Cox-Kain, Julie; Grissom, Valauna K. 
Cc: Lieser, Derek G. 
Subject: Signed Exchange Project Charter 

Julie - Attached is the signed Exchange Project Charter. My understanding is that you would like to 

send it to Katie. Please let me know if you need anything in addition to the signed charter. 

Thank you, 

Nicole 

S. Nicole Prieto Johns, MPA I Oklahoma Health Insurance Exchange Planning Project I Project Manager I 
1000 NE lOth Street, Suite 355, Oklahoma City, Oklahoma 73117-1299 I Bus. 405.271.2944 I Cel I E-mail 

NicolePJ@health.ok.gov I Website: www Ok govfl osuraocefxcbaoge 
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From: 
To: 
Subject: 

Date: 

Prieto Johns. Nicole S. 
Katie Altshuler 
FW: SIX STATES SELECTED TO PARTIOPATE IN TECHNICAL ASSISTANCE FOR HEALTH INSURANCE 
EXCHANGE 
Wednesday, November 16, 2011 4:06:02 PM 

It would be terrific to have the opportunity to participate in this type of event ! 

S. Nicole Prieto Johns, MPA I Planning I Project Manager 1 Health Planning & Grants Office 1 Ok.lahoma State 
Department of Health 
1000 NE 10th Street, Suite 355, Oklahoma City, Oklahoma 73117-1299 1 Bus. 405.271 .29441 Cell --I E-mail 
NicolePJ@health.ok.gov 1 Website: http://www.ok.gov/health 

From: Katie Altshuler [mailto:Katie.Aitshuler@gov.ok.gov] 
Sent: Wednesday, November 16, 2011 3:11PM 
To: Cox-Kain, Julie; Prieto Johns, Nicole S.; 'Glen Mulready'; Gary Stanislawski; 'Jonathan Buxton'; 
(thompsont@oksenate.gov) 
Subject: FVI/: SIX STATES SELECTED TO PARTICIPATE IN TECHNICAL ASSISTANCE FOR HEALTH 
INSURANCE EXCHANGE 

FYI 

Katie Altshuler, Policy Director 
Office of Governor Mary Fallin 
2300 N01th Lincoln Boulevard, Strite 212 
Oklahoma City, Oklahoma 73105 
405.521.2342 
katie.altshuler@gov.ok.gov 

From: Zaharias, Krista [mailto:KZaharias@NGA.ORG] 
Sent: Wednesday, November 16, 2011 3:06 PM 
To: Reps 
Subject: SIX STATES SELECTED TO PARTIOPATE IN TECHNICAL ASSISTANCE FOR HEALTH 
INSURANCE EXCHANGE 

NGA News Release 
FOR IMMEDIATE RELEASE 
November 16, 2011 
Contact Krista Zahatias, 202-624-5367 

SIX STATES SELECTED TO PARTICIPATE IN 
TECHNICAL ASSISTANCE FOR HEALTH 

INSURANCE EXCHANGE 
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WASHINGTON—The National Governors Association (NGA) today announced six states
—Alabama, Illinois, Kentucky, Nevada, Utah and Washington—have been selected to
participate in individual state-based retreats customized to address each state’s unique
circumstances.
 
States have a short period of time to make many decisions about establishing the health insurance
exchanges mandated by the Affordable Care Act (ACA). Regardless of whether a state is
considering a state-based exchange, a federal exchange or a partnership, a wide range of cross-
agency planning and discussion must take place to meet the 2013 deadline established by the ACA.
 
Each state’s retreat will provide a full day for health officials to work together to determine
strategy, work through tasks related to planning and implementing an exchange and identify key
issues to be decided by the governor. Teams will work with nationally recognized experts in health
policy and exchange development during an individualized day-long retreat in the team’s home
state. Follow-up consultations with NGA staff will also be scheduled.
 
“NGA is happy to provide this technical assistance opportunity to states,” said NGA Executive
Director Dan Crippen. “It is important for states to have the tools they need as they begin
working toward implementation of the Affordable Care Act.”
 
For more information, please visit www.nga.org/cms/center/health.
 

###
 
Founded in 1908, the National Governors Association (NGA) is the collective voice of the nation’s governors and
one of Washington, D.C.’s most respected public policy organizations. Its members are the governors of the 50
states, three territories and two commonwealths. NGA provides governors and their senior staff members with
services that range from representing states on Capitol Hill and before the Administration on key federal issues to
developing and implementing innovative solutions to public policy challenges through the NGA Center for Best
Practices. For more information, visit www.nga.org.
 

The information contained in this electronic transmission, including any attachments, is for the exclusive use of
the intended recipient(s) and may contain information that is privileged, proprietary, and/or confidential. If the
reader of this transmission is not an intended recipient, or a person responsible for delivering it to the intended
recipient, you are hereby notified that any review, dissemination, distribution, or copying of this communication
is strictly prohibited. If you have received this communication in error, please immediately notify the sender and
delete this message.

 
---
You are currently subscribed to [reps] as Katie.Altshuler@gov.ok.gov..
To unsubscribe, send a blank email to leave-203846-
154787.9e5f0e1f1ff1017fec52ea85f3048f1e@talk.nga.org..
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From: 
To: 

Cc: 
Subject: 
Date: 

"Lanier Swann@mcconnell.senate.gov" 
Fw: SOTU FACT: Obamacare is Driving Up Costs & Jeopardizing Coverage for American Families 
Tuesday, January 24, 2012 9:04:48 PM 

Will Kinzel 

Assist ant to the Speaker for Policy 

Office of t he Speaker 

{202) 225-0882 

CELL 

From: Speaker Boehner Press Office 
Sent: Tuesday, January 24, 2012 10:03 PM 
To: Kinzel, Will 
Subject: SOTU FACT: ObamaCare is Driving Up Costs & Jeopardizing Coverage for American Families 

Speaker of the House John Boehner 

SOTU FACT: ObamaCare is Driving Up Costs & 
Jeopardizing Coverage for American Families 

January 24, 2012 1 Posted by Speaker Boettner's Press Office 1 Permalink. 

CLAIM: President Obama claims that ObamaCare is protecting access to health 
coverage for Americans. 

• "I will not go back to the days when health insurance companies had unchecked 
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power to cancel your policy, deny you coverage, or charge women differently

from men.” (President Obama, State of the Union Address, January 24, 2012

FACT: ObamaCare is driving up premiums and jeopardizing coverage for millions
of Americans.  President Obama promised he would make our economy
stronger, but policies like ObamaCare have made it worse.

“Contrary to the President, the [Centers for Medicare and Medicaid Services]

actuaries find that Obamacare will dramatically increase the near-term growth

rate of health care costs. In 2014, the actuaries find that growth in the net cost of

health insurance will increase by nearly 14 percent, compared to 3.5% if PPACA

had never passed.” (Forbes, 8/9/11)

According to the Kaiser Family Foundation, “employers’ spending on health

coverage for workers spiked abruptly” in 2011, with the average cost of a family

plan increasing by nine percent, and the average cost for an individual plan

increasing by eight percent.

A June 2011 report by McKinsey & Co. found that 30-50 percent of employers

said they would stop offering health coverage once the bulk of ObamaCare took

effect.

A May 2011 PriceWaterhouseCoopers survey found that 84 percent of

employers would make changes to their plan as a result of ObamaCare. 

Instead of adding to the challenges small businesses face, Republicans have

voted to repeal ObamaCare and have put forth a Plan for America’s Job
Creators that focuses on removing government barriers to job growth.

QUOTE: “If there’s a constant in the story of ObamaCare, it’s broken promises. …

Instead of lower costs, families and small businesses are being squeezed even further.

Instead of keeping what they like, millions are being forced off their coverage. …

Together, we can repeal ObamaCare and replace it with common-sense reforms that

lower costs and protect American jobs.” (Speaker John Boehner, Press Release,

3/23/11)

* * * * * Stay tuned for Republican Address to the Nation – LIVE on GOP.gov/SOTU – immediately following the
State of the Union message. * * * * *

    

SPEAKER.GOV | CONTACT | PRIVACY POLICY

Click Here to view this email in your browser 

Click Here to be removed from this list
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From: Mark McCullough
To: Glen Mulready; Kris Steele; Jonathan Buxton; Katie Altshuler; Doug Cox; Rick Farmer; Jason Murphey
Subject: FW: Speaker materials from NCSL"s Task Force on Federal Health Reform Implementation
Date: Wednesday, December 07, 2011 3:38:30 PM

Everyone,
At the risk of overloading you all, here are all the power point presentations from the NCSL PPACA Task 
Force meeting held last week in Tampa. They make my notes look like a breezy executive summary by 
comparison. Lots of very good information. 
Mark McCullough

From: Dick Cauchi <
Date: Wed, 7 Dec 2011 12:54:06 -0600
To: NCSL Health Reform Task Force <
Subject: Speaker materials from NCSL's Task Force on Federal Health Reform Implementation

To: Task Force members
 
NCSL has compiled and posted the slide presentations and biographies from the 6-hour Task Force 
Meeting held
Wednesday, November 30, 2011.  For your convenience, the individual documents (in PDF format) are 
linked directly below, with session titles and presenter names.  The complete agenda with descriptions, 
titles and links also is online at http://www.ncsl.org/default.aspx?TabId=19950. 
 
Task Force and other NCSL members are welcome to distribute these materials to colleagues  and 
other interested parties.  An audio recording of all major presentations and discussion is being 
processed and will be available soon.

NCSL TASK FORCE ON FEDERAL HEALTH REFORM IMPLEMENTATION, 
meeting jointly with NCSL STANDING COMMITTEE ON HEALTH

10:00 a.m. to 4:00 p.m. Wednesday, November 30, 2011
 
Welcome and Introductory Remarks
Presiding Co-Chairs:  [Co-Chair Biographies]
<!--[if !supportLists]-->   <!--[endif]-->Assemblyman Herb Conaway, New Jersey

<!--[if !supportLists]-->   <!--[endif]-->Representative Greg Wren, Alabama

Update:  NCSL State Actions on Health Reform Database
<!--[if !supportLists]-->   <!--[endif]-->Martha Salazar, Policy Associate, NCSL  [Slide Presentation]

Patient Protection and Affordable Care Act - Health Provider Panel  [Speaker Biographies]
<!--[if !supportLists]-->   <!--[endif]-->Dianne Bricker, America’s Health Insurance Plans (AHIP), 

[Slide Presentation]

<!--[if !supportLists]-->   <!--[endif]-->Debi Tucker, J.D., American Hospital Association (AHA),   
[Slide Presentation] 

<!--[if !supportLists]-->   <!--[endif]-->Roger Schwartz, J.D., National Association of Community 
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Health Centers, [Slide Presentation ]

Exchanges and Qualified Health Plans:  Hitting the Ground Running in 2014  [Speaker 
Biographies]
<!--[if !supportLists]-->   <!--[endif]-->Christine Leyden, Utilization Review Accreditation 

Committee (URAC), [Slide Presentation]

<!--[if !supportLists]-->   <!--[endif]-->Paul Cotton, National Committee for Quality Assurance 
[Slide Presentation]

“Implementing the Patient Protection and Affordable Care Act: 2012 Preview”
HHS Panel:
<!--[if !supportLists]-->   <!--[endif]-->Paul Dioguardi, Director, Office of Intergovernmental 

Affairs, HHS

<!--[if !supportLists]-->   <!--[endif]-->Steve Larsen, Center for Consumer Information and 
Insurance Oversight, CMS

<!--[if !supportLists]-->   <!--[endif]-->Cindy Mann, Center for Medicaid and CHIP Services, 
CMS, HHS 

HHS Handout: State Exchange Implementation Questions and Answers [Q & A Online]

The Affordable Care Act and the U.S. Supreme Court: Issues and Implications
<!--[if !supportLists]-->   <!--[endif]-->Mark B. Seidenfeld, J.D., Florida State University College 

of Law,  [Slide Presentation]

American Health Benefit Exchanges in the States: Roundtable Discussion

Budget Update  - discussing the recently published GAO report on countercyclical assistance and the 
Medicaid program.
<!--[if !supportLists]-->   <!--[endif]-->Carolyn Yocom,  U.S. Government Accountability Office 

(GAO), [Slide Presentation]

Health Reform Options: Private Health Exchanges
Speaker:
<!--[if !supportLists]-->   <!--[endif]-->Christopher Condeluci, JD,  Venable LLP, [Slide 

Presentation]

 
 
 
 
We hope this is helpful for your work.
 
if you have any questions or need additional assistance, please contact the NCSL Task Force on 
Federal Health Reform Staff (Joy Johnson Wilson, joy.wilson@ncsl.org, Dick Cauchi, 
dick.cauchi@ncsl.org)
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sent by:
Richard Cauchi
Program Director, Health
National Conference of State Legislatures
7700 E. 1st Pl.
Denver, Colorado 80230
(303) 856-1367 direct
(303) 856-2615 Fax direct

NOTICE: The information in this email is confidential, legally privileged, and exempt from disclosure under 
law. It is intended solely for the addressee. Access to this email by anyone else is unauthorized. If you are 
not the intended recipient, any disclosure, copying, distribution or any action taken or omitted to be taken 
in reliance on it, is prohibited and unlawful. The Oklahoma House of Reps does not warrant any e-mail 
transmission received as being virus free, and disclaims any liability for losses or damages arising from the 
use of this e-mail or its attachments. Recipients of e-mail assume the risk of possible computer virus 
exposure by opening or utilizing the e-mail and its attachments, and waive any right or recourse against 
the House by doing so.
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From: Governor Info
To: Keili McEwen
Subject: FW: State Nullification to Stop Unconstitutional Federal Laws
Date: Wednesday, February 08, 2012 4:40:50 PM

 
 

From: Karen Railey  
Sent: Wednesday, February 08, 2012 12:47 PM
To: Governor Info
Subject: State Nullification to Stop Unconstitutional Federal Laws
 

Dear Governor Fallin,

I wanted you to see this article. This means you can tell the federal gov to pound salt
concerning their demands that are unConstitutional and not in the best interest of our state.

Brian & Karen Railey

posted on February 8, 2012 by Giacomo

States Nullification Can Stop
Unconstitutional Federal Laws
 

 

How many of you are familiar with the term ‘state nullification’?

Basically, state nullification is the power of the states to refuse to enact any federal law that
is unconstitutional.

It is based upon the facts that the states existed prior to the Union, the people and not the
government is sovereign.  Since the people are the ones that are sovereign, they hold the
power to restrain the federal government when it is determined that the federal government’s
actions are dubious or unconstitutional.

The last paragraph of the Declaration of Independence states,

“We, therefore, the Representatives of the united States of America, in General
Congress, Assembled, appealing to the Supreme Judge of the world for the
rectitude of our intentions, do, in the Name, and by Authority of the good People
of these Colonies, solemnly publish and declare, That these United Colonies are,
and of Right ought to be Free and Independent States; that they are Absolved
from all Allegiance to the British Crown, and that all political connection
between them and the State of Great Britain, is and ought to be totally dissolved;
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and that as Free and Independent States, they have full Power to levy War,
conclude Peace, contract Alliances, establish Commerce, and to do all other
Acts and Things which Independent States may of right do. And for the
support of this Declaration, with a firm reliance on the protection of divine
Providence, we mutually pledge to each other our Lives, our Fortunes and our
sacred Honor.”

Please take note of the bolded line and the power it gives the states.

In 1791, Congress ratified the adopted the Bill of Rights which contained the first ten
amendments to the US Constitution.  The Tenth Amendment reads,

“The powers not delegated to the United States by the Constitution, nor
prohibited by it to the States, are reserved to the States respectively, or to the
people.”

Thomas Jefferson first wrote about state nullification when he drafted the Kentucky
Resolutions of 1798 and 1799.  He wrote that nullification is the rightful remedy to be used
when the federal government exceeds its constitutional powers.  James Madison also wrote
about state nullification when he drafted the Virginia Resolutions of 1798.  Madison went a
step further when he stated that states are duty bound to nullify or resist the federal
government when they act in violation of the US Constitution.

Jefferson warned the American people about letting the federal government assume more
power than they are entitled to.  He said that if the federal government is kept in check that it
will continue to create new powers and grow out of control.

Therefore there are two things that we the people can do to try to keep the federal
government from exercising unjust and unconstitutional policies and laws.  First we need to
exercise our duty and obligation to vote for people who support states’ rights over the federal
government.  Secondly, we need to be actively involved in pushing our state leaders to
exercise the state’s right of nullification on matters such as the Affordable Care Act
(Obamacare) and all other illegal and unconstitutional laws they have shoved down the
throats of we the sovereign people.

If the governor and political leaders of your state refuse to use state nullification, like the
governor in our state, Steve Beshear (D) of Kentucky, then get involved in recalling them or
helping to elect one that does believe in using this power.  State nullification can be and is a
powerful tool that the federal government does not want you to know about.  Please pass the
word to others and ask them to pass it on and on and on until every American is pushing for
their state to use its power of nullification.

 

http://godfatherpolitics.com/3564/states-nullification-can-stop-unconstitutional-federal-laws/
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From: Governor I nfo 

To: Keili McEwen : Brett Thomas 
Subject: FW: State Taxes and Probaton/Sentencing 

Friday, June 15, 2012 10:18:46 AM Date: 

I am looking into the probation issue. 

From: brenda n;:u·'r"'tT 

Sent: Friday, June 
To: Governor Info 
Subject: State Taxes and Probaton/Sentencing 

The Honorable Mary Fallin, 

I thought I was writing to you, but obviously it was your campaign 
headquarters. 

Thank you for the accomplishments you have made since you have been 
our Governor. I was pleased when I heard you reviewed the probations 
that Governor Henry hastily approved before leaving office. I appreciate 
you standing up for Oklahomans by not cowering to President Obama's 
"Obamacare". It never made since to me to force uninsured to purchase 
US Government healthcare. I know and have discussed socialism 
healthcare with Canadians and the English and the saying, "You get what 
you pay for" is worse than people understand. 

I have written emails to Pres. Obama and questioned what happened to, 
"Ask not what your country can do for you, ask what you can do for your 
country." I have never had a response. 

I have two questions: 

1. Why are we lowering our OK state taxes to 
attract businesses to OK when our taxes are 
already low & we are considered one of the best 
states to live in for COL.? However, we are one of 
the worst 48/49 it varies for education? It was not 
your problem initially & I know you don't control 
budget, but my understanding is you do want to 
decrease our taxes. Sure I would love to have 
lower taxes, but not at the cost of our kids. I don't 
have any children in school, nor do our kids or 
grandchildren live in this state. My opinion is we 
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(voters - not our family, but we as a state} counted 
our chickens before they hatched when the lottery 
was approved; our budget should not have changed 
to include a possible influx of funds from the 
lottery; for like other states the lottery has not met 
the goals it promised. Once again our schools are 
asked to cut what is vital & a promise is broken 
again about educators receiving their bonus after 
this year for their national accreditation (no we 
have no teachers or instructors in our family in this 
state either.} 

2. My brother, David Wayne Teal, No. CF-2009-
5105 was given probation (probably by Gov Henry 
@the end of his term} while waiting to be tried for 
manufacturing meth in our Mother's home. How 
can he receive probation when he broke it? I don't 
understand. I also don't understand why his 
sentence is concurrent instead of consecutive. I 
was told it was not necessary to attend the 
sentencing, but I would have protested (if it's 
allowed} such short sentence when this is his 21st 
drug related conviction. 

Thank you for all you do and God bless you in all your endeavors. 

Brenda Garrett CPS 

.. ~ 
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From: Keili McEwen
To: Marcia Crawford; Kandi Batts; Brett Thomas
Subject: FW: statement on healthcare decision
Date: Monday, July 02, 2012 11:52:20 AM

FYI…
 

From: Alex Weintz 
Sent: Monday, July 02, 2012 11:51 AM
To: Keili McEwen
Subject: RE: statement on healthcare decision
 
Here’s what we are saying now although that will change in the next 48 hrs
 
The governor is reviewing the implications of the Supreme Court decision as it relates to the
creation of health insurance exchanges and Medicaid enrollment at the state level. Our office is not
able to comment further until that review is completed.
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From: Nico Gomez
To: Katie Altshuler
Subject: FW: States Announced for CMS Medicaid and CHIP Learning Collaborative
Date: Thursday, January 26, 2012 4:20:33 PM

Katie,
 
Just want you to know in case it is brought to your attention, we (Oklahoma – OHCA) are not
participating in the collaborative that was announced below. We had initial interest because it
was advertised as benefit flexibility collaborative but it was not what was delivered. We will
get it corrected as soon as possible.
 
Thanks,
Nico
 
 
From: Center for Health Care Strategies, Inc.  On Behalf Of Center for
Health Care Strategies, Inc.
Sent: Thursday, January 26, 2012 4:44 PM
To: Collins, Molly
Subject: States Announced for CMS Medicaid and CHIP Learning Collaborative
 

Having trouble viewing this email? Click here to view an online version.

 
 

 
States Announced for CMS Medicaid and CHIP Learning
Collaborative
 

Leading states were chosen to participate in the first two of five Medicaid & CHIP Learning Collaboratives, a

new initiative established by the Centers for Medicare & Medicaid Services (CMS). This unique federal/state

partnership will bring CMS and states together to pursue innovations in Medicaid program design and

operations.

 

The following states will participate on the first two collaboratives:

Expanding Coverage under the Affordable Care Act Learning Collaborative -- California,

Minnesota, New Mexico, New York, Oklahoma, Oregon, Tennessee, Washington, and West
Virginia. These states will work closely with CMS to design and implement new Medicaid eligibility

and enrollment policies to ensure that eligible individuals have access to high-quality coverage. In

particular, the states will focus on strategies for streamlined implementation of the Medicaid expansion

under the Affordable Care Act.

Early Innovators in Information Technology Infrastructure Collaborative -- Maryland, New York,
Oregon, and a consortium of New England states, Connecticut, Maine, Massachusetts, New
Hampshire, Rhode Island, and Vermont. These states have received grants from the U.S.

Department of Health and Human Services to design and implement the information technology

infrastructure needed to operate health insurance exchanges. These Early Innovator states will partner

with CMS to rapidly establish insurance exchanges on an accelerated timeframe while sharing what

they have learned with other states.

These collaboratives represent two of five Medicaid and CHIP Learning Collaboratives designed to bring

together state and federal partners to address key issues that are critical to establishing a solid state health

insurance infrastructure. The other three will address: (1) Data Analytics; (2) Promoting Efficient and Effective
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IT Practices; and (3) Value-Based Purchasing. States participating in these initiatives will be announced in the

next month. Each collaborative will meet regularly in 2012 and best practices will be shared nationally to

inform all states. The collaboratives are coordinated by Mathematica Policy Research, the Center for Health

Care Strategies, and Manatt Health Solutions.

 

For more information about the learning collaboratives, visit www.Medicaid.gov.

 
Home | About Us | Initiatives | Resources | Newsroom | Contact Us | eMail Updates

The Center for Health Care Strategies (CHCS) is a nonprofit organization dedicated to improving the quality and

cost effectiveness of publicly financed care. CHCS works with state and federal agencies, health plans, providers,

and consumer groups to design programs that better serve high-need and high-cost populations. Its program

priorities are: enhancing access to coverage and services; improving quality and reducing racial and ethnic

disparities; integrating care for people with complex and special needs; and building Medicaid leadership and

capacity.

 

This email was sent to mcollins@aha.org by mail@chcs.org |  
Update Profile/Email Address | Instant removal with SafeUnsubscribe™ | Privacy Policy.
Center for Health Care Strategies, Inc. | 200 American Metro Blvd. | Ste 119 | Hamilton | NJ | 08619
 

To unsubscribe from the ALLIEDFIN list, click the following link:
http://ahals.aha.org/SCRIPTS/WA-AHALS.EXE?SUBED1=ALLIEDFIN&A=1

=================
DISCLAIMER - This e-mail message, including any attachments, 
is for the sole use of the intended recipient(s) and may contain
confidential and privileged information.

If you are not the named addressee you should not disseminate,
distribute or copy this e-mail. Please notify the sender
immediately by e-mail if you have received this e-mail by
mistake and delete this e-mail from your system.

The sender does not accept liability for any errors or omissions in
the contents of this message, which arise as a result of e-mail
transmission. If verification is required please request a
hard-copy version.
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From: Kinzel, Will
To: Adam Nordstrom  Andrew Silvestri; aparis@state.pa.us; Arthur Clark

(arthur.clark@guam.gov); Beth Tipps (Beth.Tipps@tn.gov); Bill McBride (mcbrideb@michigan.gov);
bkanzeg ; bob.schwaneberg@gov.state.nj.us; Brandon Steinmann 
brandymarty03  Brian McManus (Brian.McManus2 ); Brian Nutt
(brian ; carol.statkus@wyo.gov; Christine Bartel; Claude Ramsey (Claude.Ramsey@tn.gov);
CWhitfield@governor.state.ms.us; dan.wilmot@governor.state.tx.us; David Perry
(david.perry@governor.alabama.gov); david.hensley@gov.idaho.gov; Debbie Hohlt (debbie ;
Deborah.Gramiccioni@gov.state.nj.us; Denise Northrup; Dennis Muchmore (muchmored@michigan.gov); Dona
DeLeon (Dona.DeLeon@gov.state.nj.us); Doug Hoelscher (doug.hoelscher@iowa.gov); emainig
griffin  jabot10  jamieshuster@gov.sc.gov; jasen.eige@governor.virginia.gov;
Jeannemarie Davis (jeannemarie.davis@governor.virginia.gov); Jeff Barnes (barnesj7@michigan.gov); Jeff
Boeyink (jeff.boeyink@iowa.gov); Jen Rae Hein (jen.hein@nebraska.gov); Jennifer Branstetter
(jbranstett@state.pa.us); Jim Soyer (jim.soyer@state.sd.us); jmcallahan@state.pa.us; Johnny Blackmon
(johnny.blackmon@governor.alabama.gov); Katie Altshuler; Katy Oder; Keith Gardner
(keith.gardner@state.nm.us); Krista Carman (kristacarman ); Kristi Craig
(kristi.craig@governor.virginia.gov); ktartaglia@state.pa.us; Lauren Kintner (lauren.kintner@nebraska.gov);
Lgromis  Lindsay Russell; macarter32 ; Marie Sanderson (msanderson ; Marissa
Watkins; Mark Cate (Mark.Cate@tn.gov); mary.mayhew@maine.gov; Michael DiSabato
(Michael.DiSabato@governor.virginia.gov); mschrimpf@rga.org; Nicole Guillemard 
Rebekah Mason (rebekah.mason@governor.alabama.gov); rebmyers@state.pa.us;
renee.fargason@laspbs.state.fl.us; Richard Bark (rbark@az.gov); rob.jakubik ; Robert
Spendlove (rspendlove@utah.gov); Russ Kelly (russ.kelly@alaska.gov); Ryan McGinness ( ;
Ryan Serote (rserote@az.gov); Seth Levey; Stephen Waguespack (wags@la.gov);
tammy.perkins@gov.idaho.gov; Tim Pearson (timpearson@gov.sc.gov); Todd Smith ( ;
travisrichmond  Tyler Yingling; Wayne Struble (wayne.struble@governor.ohio.gov); Wendy Riemann
(Wendy.riemann@wisconsin.gov); will.cromer@tn.gov; Zak Tomich (tomichz@michigan.gov)

Cc: Swann, Lanier (McConnell)
Subject: FW: Summer Legislative Agenda (Blackberry)
Date: Tuesday, May 29, 2012 9:50:44 AM

FYI on the memo below from Leader Cantor…

 

From: Cantor, EI 
Sent: Friday, May 25, 2012 10:13 AM
Subject: Summer Legislative Agenda (Blackberry)
 

MEMORANDUM
TO: House Republicans
FR: Eric Cantor
DT: Friday, May 25, 2012
RE: Summer Legislative Agenda
 
In line with our underlying principles for legislation, the House will move forward this
summer with a number of proposals aimed at addressing job creation and the
economy, reducing spending, and shrinking the size of the federal government while
protecting and expanding liberty.  Above all, we must continue to focus on economic
growth and small business—producing results that get Americans back to work.  The
summer legislative schedule is detailed below for your review.
 
MEMORIAL DAY TO FATHER’S DAY
 
Nearly 7,000 American servicemen and women have lost their lives in Operation
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Enduring Freedom and OperationIraqi Freedom.  There’s no question that these tragic
losses have made our country safer.  Every day that goes by quietly on American soil is
yet another silent reminder of the courageous blanket of freedom that our men and
women in uniform have selflessly provided for us.
 
As we observe Memorial Day, it is critical that we ensure for the care and support of
our returning heroes.  To that end, the House will take up the Military Construction and
Veterans’ Affairs Appropriations bill on Thursday May 31, and Friday, June 1.  This
year’s bill maintains funding at the FY12 appropriated level, taking into account our
commitment to our Armed Forces and veterans and the reality of today’s fiscal
challenge.  Chairman Hal Rogers and Subcommittee Chairman John Culberson should
be commended for their work.
 
We will also pass our third authorization of the nation’s intelligence community and its
activities since taking the majority.  I expect Chairman Mike Rogers’ bill (H.R. 5743) to
be brought forth and passed on Thursday, May 31, in a bipartisan manner.  The
Intelligence Committee’s work this Congress has been truly impressive in restoring
both the role of congressional oversight and bipartisanship, as well as needed policy
solutions in rising threat areas like cyber security.
 
Members should be prepared tovote on Chairman Fred Upton’s FDA user fee reform
bill (H.R. 5651) on Wednesday, May 30.  Chairman Upton’s bipartisan bill brings
needed reform to the federal drug and medical device approval process, enhancing the
environment for American innovation and job growth.  Though these programs expire
at the end of September, the Energy and Commerce Committee hopes to complete
negotiationswith the Senate on a final bill by July 4th.
 
Related to the medical device industry is the draconian tax that is scheduled to go into
effect underObamaCare.  This tax, to fund a flawed law, will have a negative impact on
jobs in the medical device industry.  Chairman Dave Camp and the Ways and Means
Committee have done an excellent job highlighting this issue, as well as ObamaCare’s
ban on the use of Health Savings Accounts (HSAs), Flexible Spending Accounts (FSAs),
and other accounts to purchase over-the-counter (OTC) drugs.  Regardless of the
outcome of the Supreme Court’s decision on the constitutionality of ObamaCare, we
should all be able to agree on Erik Paulsen’s bill to repeal the medical device tax (H.R.
436) and Lynn Jenkins’ bill to repeal the OTC ban (H.R. 5842).  I expect a vote on the
Paulsen and Jenkins bills as early as the week of June 4.
 
The remainder of our pre-Father’s Day legislative agenda will be spent considering
additional appropriations bills.  Though we continue to work with the Committee on an
exact schedule, possible bills include Energy and Water Appropriations, Homeland
Security Appropriations, and Legislative Branch Appropriations.  Each bill conforms to
the overall level of discretionary spending authorized under the House’s FY13 budget
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resolution and deserves our support.  
 
As the Speaker has committed,these bills will be considered under an open and
deliberative process, allowing all Members to offer amendments.  In order to consider
as many bills and amendments as possible, Members should be judicious in the issues
they choose to raise, and expeditious in their remarks during consideration.
 
FATHER’S DAY TO INDEPENDENCE DAY
 
When we return from Father’s Day, the House will turn its attention on the floor to
American jobs and out-of-pocket expenses affected by domestic energy production. 
According to AAA, the average national price of a gallon of gasoline was $1.84 when
President Obama took office.  The average today is roughly double that level.  That
additional cost acts as a drag on the already-sluggish economy and a tax on struggling
American consumers, especially small businesses and the middle class.
 
Some Democrats argue that increasing domestic oil and natural gas leases and
regulatory reform won’t affect the price at the pump today.  This is the same argument
they made 10 years ago that has prevented production today and contributed to
domestic refinery closures.  
 
The real tragedy is that thousands of jobs go unrealized as a result of the President’s
energy policies—jobs that could bolster our slow economic recovery.  It is critically
important that we promote and invest in America’s energy resources, encouraging—
not discouraging—states like North Dakota, Ohio, and Pennsylvania to lead a domestic
energy boom.  

Therefore, Chairman Doc Hastings and Chairman Upton will be bringing forward a
series of bills from their respective committees during the week of June 18 to
encourage production on federal lands and lessen the burden of job-inhibiting red
tape.  Mike Coffman, Cory Gardner, Bill Johnson, Doug Lamborn, Scott Tipton, and Ed
Whitfield, as well as the entire House EnergyAction Team (HEAT), will be instrumental
in this debate.
 
Job creation often starts at the local level with small businesses but all too often
federal policies stand in the way of economic growth.  By employing sound, scientific
management, government can play a role in fostering growth at no cost to the
taxpayer.  Where appropriate, through reducing bureaucratic delays, transferring or
selling land, and modifying restrictive land use designations, we can give a green light
to needed infrastructure.  Members on both sides of the aisle have locally-tailored bills
such as these and Chairman Hastings and the Natural Resources Committee have done
an excellent job in bringing them forward.  I expect a number of these bills to come to
the floor the week of June 18.
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Finally, we will close out the month of June with the consideration of additional
appropriations bills and stop-gap measures.
 
INDEPENDENCE DAY TO AUGUST
 
Americans will rightly be focused on the effects of the Supreme Court’s ObamaCare
decision when we return from July Fourth.  Although we do not know how the Court
will rule, we are prepared to move forward to ensure that the whole unworkable law is
fully repealed.  
 
Of course, we will also be focused on economic growth during the month of July.  It’s
too hard to be a small business owner in America right now and we’ve got to turn that
around.  First among our efforts will be passing Tim Griffin’s bill (H.R. 4078) aimed at
cutting government red tape to make it easier for small businesses to create jobs. 
Under the Griffin bill, there will be a moratorium imposed on any new regulation, save
for health and emergency, until unemployment drops below six percent nationally.  
 
Additional Members, like Reid Ribble and Ben Quayle, have legislation to get
government regulations off the back of our job creators.  The Ribble bill (H.R. 4607)
curtails so-called “midnight regulations,” while the Quayle bill (H.R. 3862) shines a
light on the preponderance of “sue-and-settle” agreements.  We will be working with
Chairman Lamar Smith and the Judiciary Committee to schedule as many of these
proposals as possible throughout July.
 
The music industry and small business owners across the country watched nervously
as the federal government recently raided Gibson Guitar.  Whether intended or not, a
2008 law amending the over 100-year old Lacey Act resulted in the raid.  Just as fast
as Congress can create unintended consequences, we can also fix them.  Jim Cooper and
Marsha Blackburn have introduced a bill (H.R. 3210) that helps protect small business
jobs from government criminalization.  The Natural Resources Committee is currently
working to advance the bipartisan Cooper bill so that it can be considered on the floor
in July.
 
Our constituents have been—or will soon be—impacted by the closure and hours of
operation changes to U.S. Postal Service (USPS) facilities across the country.  This is the
result of yet another government backed entity that cannot meet its financial
obligations and is in need of vast reforms to its business plan and operations. 
Chairman Darrell Issa, Subcommittee Chairman Dennis Ross, and the Oversight and
Government Reform Committee have passed a responsible proposal (H.R. 2309) to
reform the USPS, and we will be working to bring their bill to the floor.
 
In July, we will also be voting on Ron Paul’s bill authorizing an audit of the Federal
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Reserve and report to Congress (H.R. 459).
 
Very little of what we do this summer will be able to offset the harm to small
businesses if the largest tax increase in American history is allowed to go into effect on
January 1, 2013.  In fact, the Congressional Budget Office (CBO) warned us earlier this
week that this massive tax increase will likely contribute to what would “probably be
judged to be a recession.”  
 
Working families and small business should not be saddled with the uncertainty of a
looming tax increase as they attempt to invest and grow for the remainder of this year. 
That’s why Chairman Camp and the Ways and Means Committee have been working on
pro-growth reform to simplify the tax code.
 
Knowing that comprehensive reform will take time, we must ensure that while
Congress is working to bring about competitive change, government does not increase
the cost of business.  Therefore, before we leave for August, I expect to schedule a vote
on legislation preventing the largest tax increase in history.  The Senate should join us
in providing this very basic level of certainty prior to November.
 
CONCLUSION
 
We have a busy legislative agenda planned this summer and our schedule will
undoubtedly require further additions.  I hope this memo provides you and your
constituents with an outline of our pro-growth plan for the months ahead.  Have a safe
and blessed Memorial Day.
 
Sincerely,
Eric
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From: Denise Northrup
To: Katie Altshuler; Alex Weintz
Subject: FW: Tea Party Patriots - action item
Date: Tuesday, February 28, 2012 3:25:21 PM
Attachments: Oklahoma Conservative Political Action Committee - ACTION ITEM.eml

 
 

From: Daugherty, Jill [mailto:Jill.Daugherty@mail.house.gov] 
Sent: Tuesday, February 28, 2012 3:22 PM
To: Denise Northrup; Glenn Coffee
Subject: FW: Tea Party Patriots - action item
 
Denise & Glenn,

 

I wanted to be sure you all had a heads up.  This email went out today from the tea party group in

Norman.  I am sending a copy to Sen. Bingman as well.

 

Jill

 

________________________________________________
Jill Daugherty

District Director

 
U.S. Rep. Tom Cole

4th District, Oklahoma

2424 Springer Drive, Suite 201

Norman, OK  73069

 

405-329-6500 (w)  (m) | 405-321-7369 (f)

jill.daugherty@mail.house.gov

 

Sign up for Congressman Cole's e-newsletter: http://coleforms.house.gov/Forms/Form/?ID=1224

 

Follow Congressman Cole On:

 

 

From: Mallory [mailto:teaparty@weblawman.com] 
Sent: Tuesday, February 28, 2012 11:30 AM
To: Grogis, Joshua
Subject: Tea Party Patriots - action item
 

Tea Party Patriots,

Read the attachment and contact Senators Bingman (521-5528) and Nichols (521-5535).
With Nichols ask to speak to Pauline, if possible.  Mention that you oppose SB 1629 because
it sets up the framework for Obamacare in Oklahoma. This bill passed out of committee
yesterday and will come to the floor this session.   Now is our chance to make a
difference!!!!  We MUST OPPOSE this and continue to oppose it.  Tell your friends to call
their senators, as well.  With a grassroots effort we can shut this down in Oklahoma!
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Also, this would be a good time to go  http://www.ok-safe.com and join.  Amanda Teegarden
will be a great source of information for you.

Mallory
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From: 
To: 
Subject: 
Date: 

Andrew Silvestri 
Katie Altshuler 

FW: The NAIC HIX Bulletin 
Thursday, January 26, 2012 2:16:31 PM 

From: SERFF Marketing [mailto:serffnews@naic.org] 
Sent: Thursday, January 26, 2012 2:03 PM 
To: Andrew Silvestri 
Subject: The NAIC HIX Bulletin 

The bulletin below is new and will be distributed periodically. The bu lletin is designed as a 
method of informing/updating interested individuals about Health Insurance Exchange Plan 

Management activity related to SERFF. If you have any questions, please contact Joy Morrison 
(jmorrjson@najc.org ) or Thea Cook ( tcook@najc.org ). 

Issue 1 

HIX Plan Management Bulletin 

Welcome to the flrst issue of the HIX Plan 
Management Bulletin. If unfamiliar with the 
acronym, HIX stands for H ealth Insmance 
Exchange. During the initial meetings and 
planning sessions for the Plan Management 
component of HIX, it became clear that 
communication was going to be critical to 
the success of this project. There are many 
different agencies, at the state and federal 
level, that need to share i.nf01mation and 
collaborate on ideas. There are also insurers, 
trades and vendors anxious for requirements 
needed to plan for business in the health care 
industiy in 2014. So, this bulletin has been 
created as one way for the NAIC to share, 
with all of these groups, progress toward 
helping state insmance regulators manage 
their responsibilities related to HIX plan 
management via SERFF. There are so many 
decisions to be made and lots of work to be 
done. Our hope is that, by sharing insights 
and obstacles, the initiative will be more 
successfhl. 

Through this bulletin, readers will be 
info1med on a monthly basis, or more 
frequently if the flow of plans and ideas 
necessitates. Please fo1ward any of these 

January 26, 2012 

NAIC HIX Plan Management Forum 2 -
December 2011 

You may have been among the 140 state and 
federal regulators, insmers, n·ades and 
vendors that attended the second NAIC Plan 
Management Fonun in December 2011. The 
group spent three days discussing ideas, 
asking questions and establishing plans. The 
SERFF staff left the fomm with many 
takeaways and to-dos, the flrst of which was 
to document the meeting and prepare a 
preliminary scope of the project based on 
facilitated discussions with the group. Those 
documents were distt·ibuted in late December 
and initial feedback has been valuable. Forum 
docmnents are available at 
http://www.serff.com/hix.htin. Please direct 
any questions or comments regarding the 
scope or meeting summary to Bridget Kieras, 
NAIC SERFF product suppo1t manager, at 
bkieras@naic.org. 

Many attendees expressed appreciation for 
the opportunity to learn how the exchange 
plarming is progressing in other states and 
discuss with their colleagues the specifics of 
the plan management process, including how 
it Inight differ from state to state and where 
the NAIC can leverage existing systems to 
assist in meeting the federal requirements. 
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bulletins to others in yom state or company 
who might need the infonnation, or have 
something to add to the process. Challenges 
related to connecting with relevant patties 
outside of the insurance depa1tments 
continue to exist. Therefore, NAIC members 
are requested to assist with identifying HIX 
leaders in their states and engaging them in 
the plan management process leveraging 
SERFF. 

The road to refo1m is full of tmknowns, but 
one ce1tainty is that time is shott. Janumy 1, 
2014 is not fm· away, and establishing an 
exchange in the time frame provided will 
require the cooperation and collaboration of 
eve1yone involved. 

NAIC IDX Plan Management Forum 3 

General consensus was that SERFF staff 
should focus their effotts on understanding 
and defining the data that will be required to 
effectively administer plan management tasks. 

Attendees expressed appreciation for the 
pmticipation of the staff from the U.S. Center 
for Consmner Infotmation and Insmance 
Oversight (CCIIO), pmticulm·ly the 
impromptu discussion about the federal 
Health Insurm1ce Oversight System (HIOS) 
application and the acknowledgment that 
minimizing duplicate data ently should be a 
goal of the project. SERFF staff is organizing 
some smaller study groups to look at pliority 
issues, such as the data needs and the user 
interface changes to SERFF. 

The next fomm is scheduled for March 1, 2012, just ahead of the NAIC Spring National 
Meeting in New Orleans. This will be a one-day meeting and SERFF staff will provide an 
update on our progress. We'll also look for updates from the states related to their effo1ts. 
Meeting details and matelials will be sent as they become available. 

See SERFF.com for Information 

Plan Management documentation will be periodically updated and available via the SERFF 
website. Visit www.serff.com and click on the ''Health Insurance Exchange Plan Management 
(HIX)" button to access documents and infotmation related to this project. 

706 Days Until January 1, 2014 

What's Next 

Milestones: 

January 19: 
Revised Project Scope Disn·ibuted 

January 31: 
SERFF Demo (for state agencies not familim· 
with SERFF) 

March 1: 
HIX Plan Management Fomm 3 

Ongoing Efforts: 

Establishing a Data Standard 
Understanding Key Business Requirements 
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The Natiooal Association oflnsmmce Commissiooers (NAIC) is the US standard-setting and regula10ty S1lppOrt orgllllization a:ealed and gav<med by the chief 
iasuraoce regulators from the 50 states, tbe District of Columbia and live U S le!ritories Through tbe NAIC, state. insurance regulators establish standards and best 

I 
practices, cODduct peer review, and coordinate tbeir regulatory oversight NAIC stafl' supports lbese efforts and represents the coUective views of state regulators 

damesticaJJy and iDtemationaJJy NAIC members, together with tbe ceotraJ resowces of tbe NAIC, fonn tbe Datiooal system of state-based insurance regulation in tbe 
us 

To tmsubsciibe :ft·om the "SERFF Marketing generic list" setvice, send an email to 
serffnews@naic.org with subject: Unsubscribe 

To tmsubsctibe :ft·om all NAIC Electronic Services, send a blank email to optoutsetvices@naic.org 

CONFIDENTIALITY NOTICE 

This message and any attachments are :ft·om the NAIC and are intended 
only for the addressee. Infonnation contained herein is 
confidential, and may be privileged or exempt :ft·om disclosure 
pursuant to applicable federal or state law. This message is not 
intended as a waiver of the confidential, plivileged or exempted 
status of the infmmation transtnitted. Unauthorized fmwarding, 
printing, copying, distribution or use of such infonnation is 
snictly prohibited and may be tmlawfhl. If you are not the 
addressee, please promptly delete this message and notify the 
sender of the delivety enor by e-mail or by calling the NAIC Help 
Desk at (816)783-8500. 
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From: 
To: 

Cc: 
S ubject: 
Date: 

FW: The President"s "balanced" misdirection 
Tuesday, September 20, 201110:52:04 AM 

This may be of interest. 

Also, I think there was a question about TANF extensions at the end of Monday's meeting -- the 

House will take up an extension as a suspension tomorrow (Wednesday) as it is not included in the 

CR. 

From: 
Hennessey - economic 
Sent: Monday, Septem 
To: Kinzel, Will 
Subject: The President's "balanced" misdirection 

Twitter: @KeithHennessey 
Subscribe to this free mailing list or the RSS teed 
Visit the blog! KeithHennessey.com 

The President's "balanced" misdirection 

On Behalf Of Keith 

The White House is marketing the President's new deficit reduction proposals as "A Balanced Approach." 

THE PRESIDENT: Now, I'm proposing real, se1ious cuts in spending. When you include 
the $1 tlillion in cuts I've ah·eady signed into law, these would be among the biggest cuts in 
spending in our history. But they've got to be prut of a larger plan that's balanced -- a plan 
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that asks the most fortunate among us to pay their fair share, just like everybody else.

The President argues that "balance" between spending cuts and tax increases is good. He further argues
that he achieves this desired balance by both cutting spending and raising taxes. I think balance between
spending cuts and tax increases is a negotiating concept rather than an objective measure of equity.  It
defines fair as "each of the negotiating parties has to accept things they don't like." That's a relativist
concept based on how one defines what one likes or will accept. Further, the President's definition of
"shared sacrifice" exempts the largest entitlement spending program (Social Security), his biggest
legislative achievement (the new health entitlement created two years ago), and tax increases for more
than 99% of the population.  That is an odd definition of "shared."

Many others, however, accept the concept of balance between spending cuts and tax increases, and are
willing to overlook the above problems. For the moment let's set aside my problems with spending/tax
balance and examine whether the President's new proposals are balanced between spending cuts and tax
increases.

Thanks to the help of a budget expert friend, I'm going to strip out the optical gimmicks from the
President's proposal and show you the new fiscal policy changes he is actually proposing. All numbers
below are 10-year totals (in billions of $) from OMB's new document released today. I put spending
"cuts" in quotes because they're really reductions in the rate of spending growth.

 ($B 10 yrs)

Mandatory spending "cuts"  

Medicare & Medicaid savings -320

Other mandatory -257

Subtotal, mandatory spending "cuts" -577

  

Spending increases  

Jobs bill spending increases +193

Medicare "doc fix" (hidden) +298

Subtotal, spending increases +491

  

Net change in spending -86

  

Taxes  

Jobs bill tax cuts -254
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Tax increases +1534

Net tax increases +1280

  

Summary  

Net deficit effect, spending -86

Net deficit effect, taxes -1280

Net deficit effect, all policies -1366

This table differs from the Administration's presentation in the following ways:

It does not count (again) deficit reduction resulting from discretionary spending cuts enacted six
weeks ago in the Budget Control Act.
It does not count (again) deficit reduction resulting from the drawdown in Iraq and the
anticipated drawdown in Afghanistan, policies which were announced many months ago and do
not represent new policy changes.
It includes $298 B of proposed Medicare spending increases for doctors (the so-called "doc fix")
that the Administration conveniently buries in the baseline.  They did the same thing with
ObamaCare, enacting that spending increase separately so they could claim the base bills reduced
the deficit.  This spending will occur, we just don't know in what legislative context it will be
enacted.
It focuses on policy changes, and therefore excludes the interest savings the Administration is
using to bump up their totals.  This interest savings would occur, but budget presentations
traditionally leave that out and focus only on the direct savings from proposed policy changes.

Based on this presentation, I draw the following conclusions about the President's new proposal:

The President is not, as he claims "proposing real, serious cuts in spending."  His proposals would
result in a tiny net reduction in spending:  -$86 B over 10 years.  Almost all of the spending cuts
for which he wants to claim credit have already been enacted or accounted for.  Almost all the new
spending cuts he proposes would be used to offset higher spending in his Jobs bill proposal and
for more Medicare spending on doctors.
The President is proposing about $1.5 T in higher taxes over ten years, offset by about $250 B of
tax relief, for a net tax increase of almost $1.3 T.
Almost all of the President's new proposed deficit reduction comes from tax increases.

Simplifying even further, there is a perverse hidden logic to the President's proposal.  It goes like this:
 "We cut spending in the spring and summer, so we're going to propose almost all tax increases this time.
That's balanced." If you reread the Presidential quote up top, you can see the rhetorical trick revealed:

THE PRESIDENT: ... When you include the $1 trillion in cuts I've already signed
into law, these would be among the biggest cuts in spending in our history. But they've
got to be part of a larger plan that's balanced ...

You could be forgiven for thinking that the President is claiming that his new proposals are balanced,
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and that "the larger plan that's balanced" is what he has proposed this month, consisting of equal-sized
spending cuts and tax increases.  That is the incorrect conclusion to which you are led, but technically the
President is not claiming that.  The "larger plan that's balanced" is one that includes spending cuts
enacted over the past six months. The "among the biggest cuts in spending in our history" are not those
newly proposed, but those previously enacted. They are playing a word game to fool you, and if you listen
carefully you'll hear it repeated over the next few weeks.  Team Obama knows they'd never win the
public debate if they admitted that the President is now proposing massive tax increases to "balance"
previously enacted spending cuts, so they're engaging in a little misdirection.
 

-kbh 

P.O. Box 18936, Stanford, CA 94309-8936

To unsubscribe or change subscriber options visit:
http://www.aweber.com/z/r/?HKwMrAwstCxsnAwMnBxstEa0jIycrOyMrAw=
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From: 

To: 
Cc: 
Subject: 
Date: 

Marie Sanderson 
Marie Sanderson 
Kinzel. Will 
FW: The Value of a Majority 
Wednesday, November 14, 2012 4:46:03 PM 

Chiefs and Action Officers: Please see the below from Speaker Boehner, including the highlighted, 

referencing a continued partnership between the House Majority and Republican Governors moving 

forward. This type of thinking reiterates the conversations we have been having other past week and 

t oday about the importance of our partnership. 

Thanks, 

Marie 

Marie Thomas Sanderson 

Policy Director 

Republican Governors Association (RGA) 

MSanderson@rga.org 

ublican Governors Public Policy Committee (RGPPC) 

From: John Boehner < john.boehner@teamboehner.com> 

Reply-To: John Boehner < john.boehner@teamboehner.com> 

Date: Tue, 13 Nov 2012 18:56:34 +0000 

Subject: [Test ] The Value of a Majority 

Team Boehner 

November 13, 2012 

Is tnis email not displaying correctly? 
View it in your browser. 
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Dear [House GOP Colleague], 

Two years ago, as we prepared for the opening sessions of the 112th Congress, I vowed 

our Republican majority in the House of Representatives would be an outpost in 

Democratic-controlled Washington for the priorities of the American people. The idea 

was that we'd be the vanguard for the like-minded GOP White House and Senate that 

would arrive after 2012. 

We find ourselves today with a different mission. For the foreseeable future, we will be 

the last line of defense in Washington for the American people against a government that 

spends too much, taxes too much, and borrows too much when left to its own devices. 

Americans re-elected President Obama and a Democratic majority in the Senate. But 

they also re-affirmed our majority in the House. Indeed, tempered by a few painful 

losses, the historic freshman class of 2010 returns nearly intact, joined by some new 

Members-elect who are certain to further invigorate our conference. 

Together with the 30 R.£.Publicans who will serve in 2013 as governors of their states, we 

have the responsibility - and opportunity - of carrying our party's banner of freedom, 

economic opportunity and limited government into the future. 

Some would have us roll that banner up and tuck it away. 

That isn't going to happen. 

A better approach is to hoist the banner high, true to our principles, with a determination 

to govern and serve responsibly. We serve the American people, millions of whom 

entrusted us with the majority - and that's what they're counting on us to do. 

Our core principles are strong, and enduring. They are the principles upon which a great 

nation was built. And they are the principles upon which, in time, a stronger, prosperous 

America will be built as well. 

Our party doesn't need new principles. What it needs is a new plan - a strategy that 

speaks to Americans from all walks of life, and properly conveys our passion for reforms 

that preserve and renew the American Dream. 

Problems in our party's infrastructure for campaigns and elections must be diagnosed 

and remedied to ensure our resources are fully deployed in support of our principles. 

And most importantly, we need to redouble our commitment to the pillars of the reform 

agenda for which our majority has fought and sacrificed, and endured. 

Here's what I have in mind. It boils down to four parts, which I'm eager to discuss further 

with you this week. 
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THE PILLARS 

Our economic vision of pro-growth tax reform with fewer loopholes and lower rates for all 

- and entitlement reforms critical to reducing the primary drivers of our debt - represent 

not just a path to avert the "fiscal cliff," but also the basis for solutions to the biggest 

problem our country faces. The debt is the greatest challenge our country faces - a 

direct threat to our children's future. It can only be solved with economic growth. Raising 

tax rates, as President Obama proposed on the campaign trail, will hurt our economy, 

making the problem worse. 

As I said last week, 2013 must be the year we enact significant tax reform and 

entitlement reform to begin the process of solving our debt problem. Our fi rst challenge 

of the new Congress is to deal successfully with the final challenge of the current 

Congress. That means averting the fiscal cliff in a manner that steers clear of increased 

tax rates and encourages economic growth instead. 

As I also said last week, the president's health care law - which adds a massive, 

expensive, unworkable government program at a time when our debt already exceeds 

the size of our whole economy - must remain on the table. The president's re-election 

means it's the law of the land at the moment- but we can't afford ObamaCare, and we 

can't afford to leave it intact. 

I've long maintained that there are three possible routes to repeal of ObamaCare: the 

courts, the presidential election, and our constitutional responsibility for oversight. With 

two of them having come up short, the third and final of these becomes more important 

than ever. 

THE POLICIES 

Private-sector job growth eluded us during President Obama's first term, in part because 

of the regulatory juggernaut that looms over small businesses. The president's second

term almost certainly will bring a renewed zeal on the part of the White House to 

implement through regulation what the president has been unable to impose on job 

creators through legislation. Our constitutional responsibility for oversight of the 

Executive Branch - and our readiness to move legislation that prevents excessive 

regulatory meddling in our economy - will be critical in the coming year as our economy 

struggles to grow. 

Our oversight activity need not be limited to oversight of the Executive Branch. With the 

president's re-election, a continued stream of Obama-appointed judges at the district and 

appellate level is guaranteed. We should not be hesitant to exercise our constitutional 

oversight responsibility in circumstances in which judicial overreach has occurred or 

threatens to occur, particularly when it poses harm to our economy. 

4254



Just as we'll be ready to say where we disagree with President Obama and his 

Democratic-controlled Senate, we must also be prepared to identify areas in which we 

agree or see opportunity for common ground. In 2011, trade was one such area, 

resulting in the enactment of important Free Trade Agreements with Colombia, Korea, 

and Panama. The year or two ahead may bring the opportunity for even more significant 

trade agreements involving the Pacific region. A Democratic-controlled House stalled 

such achievements for years at the expense of U.S. jobs; our Republican majority must 

ensure they advance. 

THE PROBLEM 

Warning signs are flashing on the dashboard for our party. Some of the problems are 

tactical in nature; others are strategic. We can't ignore them and expect to assemble a 

winning electoral coalition in the future. 

We need a state-of-the-art political infrastructure fueled by rock-solid data that can be 

relied upon to turn out voters when we need them in the places they're needed most. 

We need accurate survey data, and technology in place that will ensure such data is put 

to use. And as I noted earlier, our strategy at all levels must be aimed at reaching 

potential voters from all walks of life. That doesn't mean changing our principles; it 

means changing our approach. 

THE POTENTIAL 

While challenges lie ahead for our party, opportunities clearly exist as well. From the 

House to the Senate to the 30 states who will have a Republican governor in 2013, we 

have a very deep bench of leaders eager for the chance to take our country in a different 

direction. My leadership style is to recognize the unique talent and potential of every 

member of our team, and put members in a place where they can grow and succeed. 

Some of the policy frontiers that lie ahead offer possibilities as well. On immigration, for 

example, we have an opportunity to offer innovative solutions rooted in our enduring 

principles. 

IN SUMMARY: A MAJORITY THAT MATTERS 

Commitment to principle provides clarity of purpose that is essential to successful 

leadership. With it comes the confidence to articulate not just what we're against, but 

what we are for. 

When in 2007 I became House Republican Leader, one of my first and toughest duties 

was handing Rep. Pelosi the Speaker's gavel on Opening Day. I did so with a gentle 

note of caution for the incoming Democratic majority. 

'The value of a majority lies not in the opportunity to wield great power," I said, "but in 
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the chance to use limited power to do great things." 

Having served as Speaker now for two years, I believe more strongly than ever that this 

must be our test. The American people need us to act courageously, think selflessly, 

and lead boldly. Having humbled us with their confidence, the American people deserve 

nothing less. 

I ask that you give me the honor of serving as your Speaker as we stand to meet that 

test. 

Sincerely, 

John Boehner 

Copyright© 2012 Team Boehner, All rig/1ts reserved. 
You've expressed interest in receiving updates from Speaker 
Boehner's political office. 
Our mailing address is: 
Team Boehner 
320 1st St SE 
Washington, DC 20003 

Add us to your address book 

unsubscribe from this list 1 update subscription preferences 

Paid for by TFP-FOJB Committee, a joint tundra ising committee authorized by and composed of 
Friends of John Boehner and The Freedom Project. 

320 First Street SE, Washington, DC 20003. 
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From: Aaron Cooper
To: Katie Altshuler
Subject: Fw: Thursday press conference
Date: Wednesday, April 13, 2011 5:40:50 PM

What do we want Doak's press release quote to be about?

 
From: Shawn Ashley 
Sent: Wednesday, April 13, 2011 05:33 PM
To: Aaron Cooper 
Cc: Mike Thompson 
Subject: RE: Thursday press conference 
 
Thanks……Ours will be a return since the previous administration accepted the money, but we have
not done anything with it…….We will use the precise name and purpose of the grant we have in
anything we say…..
 
For clarification, for the press release you only want comments regarding the new legislative
language (the Network) and nothing concerning the grant(s)
 

From: Aaron Cooper 
Sent: Wednesday, April 13, 2011 5:23 PM
To: Shawn Ashley
Subject: RE: Thursday press conference
 
Shawn,
 
We are going to say we’re “not accepting” the $54 million early innovator grant.
 
The commissioner can make his announcement too, we just ask that he be specific on the name of
the grant to avoid any confusion.  Thanks.
 

From: Shawn Ashley 
Sent: Wednesday, April 13, 2011 4:26 PM
To: Aaron Cooper
Subject: RE: Thursday press conference
 
The Commissioner would like to announce at this event that we are returning a $1 million grant that
the previous administration accepted………..
 

From: Aaron Cooper 
Sent: Wednesday, April 13, 2011 4:01 PM
To: Shawn Ashley
Subject: RE: Thursday press conference
 
Doing a joint release (same format as the early innovator grant).  Need a quote from you:  I guess
focusing on how this is good for consumers, will keep Obamacare exchange from being
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implemented in Oklahoma.
 
Also, we’d like the commissioner to be at the press conference tomorrow.  1 pm, Blue Room at the
Capitol.  We usually gather about 10-15 minutes before in our office to go over things one last time.
 
 
 

From: Shawn Ashley 
Sent: Wednesday, April 13, 2011 3:58 PM
To: Aaron Cooper
Subject: Thursday press conference
 
Any suggestions, idea on what you will need from me?
 
 
Shawn

4258



From: Andrew Silvestri
To: Katie Altshuler
Subject: Fw: Treat
Date: Friday, March 25, 2011 2:58:27 PM

 
From: Andrew Silvestri 
Sent: Friday, March 25, 2011 02:58 PM
To: Alex Weintz; Glenn Coffee 
Subject: Re: Treat 
 
Want me to come with?
 
From: Alex Weintz 
Sent: Friday, March 25, 2011 02:57 PM
To: Glenn Coffee 
Cc: Andrew Silvestri 
Subject: Treat 
 
Sen Treat has summoned me to his office with a note indicating he doesn’t like my comment in the
TW about every vote against our bill being a vote to sit on your hands and wait for ObamaCare to be
implemented. I am going up to talk to him and wanted you guys to know
 
Alex Weintz
Communications Director
Office of Governor Mary Fallin
phone: (405) 522-8819
cell: (405) 535-7317
Alex.Weintz@gov.ok.gov
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From: Jacque Hensley
To: Denise Northrup; Katie Altshuler
Cc: Steve Mullins; Jeffrey Cartmell
Subject: FW: Tribal Concerns Re: ACA
Date: Wednesday, November 21, 2012 2:06:28 PM

Hello all, I wanted to talk with Sally first before I forwarded this e-mail to you. I just got off of the
phone with her and she was fine with me forwarding the info to you. Look it over and we can discuss it
next week. Happy Thanksgiving to all!

Jacque Secondine Hensley
Native American Liaison
Office of Governor Fallin
440 South Houston, Suite, 304
Tulsa, Oklahoma  74127
Jacque.Hensley@gov.ok.gov

-----Original Message-----
From: Carter, Sally [mailto:SallyC@health.ok.gov]
Sent: Wednesday, November 21, 2012 10:09 AM
To: Jacque Hensley
Subject: Tribal Concerns Re: ACA

Hello Jacque:

As requested by phone yesterday, Oklahoma tribal nations want to provide meaningful input into any
decisions that are made in Oklahoma regarding the ACA, especially because they are directly impacted
by the outcome of decisions made.

They are wanting a Medicaid waiver to be more inclusive of their people.

Tribes and Tribal Organizations have expressed that they should be engaged to resolve issues related to
the following topics:

Any decisions made regarding health insurance exchanges.

Network Adequacy – requiring all QHPs to offer contracts to all I/T/U providers with an Indian
Addendum.

Essential Health Benefits –reviewing the scope and duration of services and providers covered, and
offering pediatric oral and vision services in the QHP versus a separate plan.

Eligibility – identification of individuals who are eligible for special protections and provisions as AI/AN in
the eligibility process and at the provider level to assure that deductibles and co-pays are waived.
Utilization of existing databases or development of new databases to expedite eligibility determinations.
Identifying how additional documentation will be requested and reviewed and eligibility determinations
will be made when individuals are not included in approved data systems.

Enrollment – enrollment processes must accommodate not only special provision for AI/AN in Exchanges
(monthly enrollment, waiver of cost sharing, exclusion of certain sources of income), but also in
Medicaid, Medicaid Expansion, Child Health Insurance Programs, and Basic Health Plans, if there are any
in the State.

Enrollment Assistance - carve outs for navigator contracts for the I/T/Us and other enrollment assistance
funding, such as Medicaid Administrative Match (MAM).

Tribal Sponsorship – allow aggregate payment of premiums and other policies to encourage Tribal
sponsorship of individuals to enroll in Exchange plans.
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Outreach and Education – provide outreach and education that is culturally appropriate and assures that
AI/AN know which QHPs have I/T/U providers in their networks and informs them of the special
protections and provisions for AI/AN.

Call Centers – decide whether it is most appropriate to have an Indian desk to handle questions and
resolve problems regarding AI/AN and I/T/Us, or whether everyone who works at a call center should
receive training about Tribes in the State, the Indian health care delivery system and special provisions
in the law, regulations and systems for AI/AN.

Website – ensure that the design of the website includes information specific to AI/AN and the I/T/U
and is easy to access by consumers, as well as those assisting with enrollment.

Waiver of Penalties for AI/AN without Insurance -- develop the system to assure that individuals are not
penalized and to communicate who is covered by this provision in the law.

Enforcement of Section 206 of the Indian Health Care Improvement Act (IHCIA) -- assure that the
I/T/U is paid in a sufficient and timely way for services delivered to individuals who are enrolled in QHPs
if the I/T/U is not a network provider.

Reimbursements for Waived Cost Sharing --process to assure that the I/T/U receives payment for the
co-pays and deductibles that are waived for AI/AN.

Referrals through Contract Health Services (CHS) --rules and processes to assure that AI/AN who are
enrolled in a QHP and referred through an I/T/U CHS program are not charged a co-pay or deductible
for services they receive outside the I/T/U.

Let me know if you have any questions or need more information.

Best Regards, Sally

OSDH Tribal Liaison
Sally Carter, MSW, LCSW
Tribal Liaison
Oklahoma State Department of Health
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From: Dana Locker 
To: 
Subject: 

Michelle Waddell ; mmmrolli!llin~s6~9~6···· 
FW: Trump On Obamacare 

Date: Thursday, July 05, 2012 10:49:19 AM 

Subject: Fwd: Trump On Obamacare 
From: jameslocker_8_ 
Date: Thu, 5 Jul 2012 09:42:21 -0400 
To: dlock201 

Sent from my iPad 

Begin forwarded message: 

From: Rlocker ~.> 
Date~: July 5 2012 9:31:25 AM EDT 
To: rlocke 
Subject: Fw : Trump On Obamacare 
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From: Mark McCullough
To: Katie Altshuler
Cc: Brian Downs
Subject: FW: Tulsa County OPPOSITION TO HB 2130
Date: Tuesday, March 22, 2011 9:40:41 AM

Katie and Brian,

I’ve gotten quite a bit of concerned feedback from supporters in my district on HB 2130. Now Brogdon

and the Tulsa County Platform Committee are officially against it – see  below.  I’m not trying to cause

trouble by saying anything, but we may need to get out in front of this before it blows up. I’ve already

scheduled a public meeting in coordination with my local Republican Women, and I’m putting an

editorial in the local paper (I’ve sent you a copy). Again, I’m not second guessing the Governor, and I

am a full fledged defender of the Exchange and HB 2130, but that grant is really becoming a problem

when trying to defend this to the public. I recommend an aggressive defense: i.e. “We will use the grant

to beat them on their own turf.” “We must be aggressive in our response.” Etc. Either that or….I don’t

know – something. It’s never good to lose a major county party apparatus on something as big as this.

As always, I’m here to help.

Mark

 

From: larry williamson [ ] 
Sent: Tuesday, March 22, 2011 9:23 AM
To: aureliab24s
Subject: Tulsa County OPPOSITION TO HB 2130
 
Dear Representative,

At its meeting on Saturday, March 19, 2011, the Platform Committee of the Tulsa County

Republican Party passed the following resolution by a UNANIMOUS VOTE:

 
The Platform Committee of the Tulsa County Republican Party opposes Oklahoma HB 2130

as passed by the House. We urge the House to reconsider and reverse its vote. We

oppose the passage of HB 2130 or its equivalent in the Oklahoma Senate. We further call

for the State of Oklahoma to return the $54,000,000.00 in federal funds previously

accepted to implement Obamacare. 

 
Tulsa County Republican Platform Committee

Randy Brogdon, Chairman

J. B. Alexander, Vice-Chairman

Melinda Voss, Secretary

NOTICE: The information in this email is confidential, legally privileged, and exempt
from disclosure under law. It is intended solely for the addressee. Access to this
email by anyone else is unauthorized. If you are not the intended recipient, any
disclosure, copying, distribution or any action taken or omitted to be taken in
reliance on it, is prohibited and unlawful. The Oklahoma House of Reps does not
warrant any e-mail transmission received as being virus free, and disclaims any
liability for losses or damages arising from the use of this e-mail or its attachments.
Recipients of e-mail assume the risk of possible computer virus exposure by opening
or utilizing the e-mail and its attachments, and waive any right or recourse against
the House by doing so.
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From: Craig Perry
To: Denise Northrup; Glenn Coffee; Katie Altshuler; Alex Weintz; Andrew Silvestri
Subject: FW: Tulsa County OPPOSITION TO HB 2130
Date: Tuesday, March 22, 2011 10:09:15 AM

Please see email forwarded from Rep. Watson on health exchange….
 

From: larry williamson  
Sent: Tuesday, March 22, 2011 9:28 AM
To: aureliab24s
Subject: Tulsa County OPPOSITION TO HB 2130
 
Dear Representative,

At its meeting on Saturday, March 19, 2011, the Platform Committee of the Tulsa County

Republican Party passed the following resolution by a UNANIMOUS VOTE:

 
The Platform Committee of the Tulsa County Republican Party opposes Oklahoma HB 2130

as passed by the House. We urge the House to reconsider and reverse its vote. We

oppose the passage of HB 2130 or its equivalent in the Oklahoma Senate. We further call

for the State of Oklahoma to return the $54,000,000.00 in federal funds previously

accepted to implement Obamacare. 

 
Tulsa County Republican Platform Committee

Randy Brogdon, Chairman

J. B. Alexander, Vice-Chairman

Melinda Voss, Secretary

NOTICE: The information in this email is confidential, legally privileged, and exempt from
disclosure under law. It is intended solely for the addressee. Access to this email by anyone
else is unauthorized. If you are not the intended recipient, any disclosure, copying,
distribution or any action taken or omitted to be taken in reliance on it, is prohibited and
unlawful. The Oklahoma House of Reps does not warrant any e-mail transmission received
as being virus free, and disclaims any liability for losses or damages arising from the use of
this e-mail or its attachments. Recipients of e-mail assume the risk of possible computer
virus exposure by opening or utilizing the e-mail and its attachments, and waive any right or
recourse against the House by doing so.
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From: Jarred Brejcha
To: Katie Altshuler
Subject: FW: Tulsa World story
Date: Friday, May 06, 2011 11:08:13 AM

 

 

From: John Estus [mailto:John.Estus@okhouse.gov] 
Sent: Friday, May 06, 2011 8:33 AM
To: Alex Weintz; Aaron Cooper; 'Jarred Brejcha'
Subject: Tulsa World story
 

 Print this page

Powered by the largest news staff in Northeastern Oklahoma

Visit tulsaworld.com for coverage of news, business, sports and entertainment. 

 Return to Story 

Oklahoma health insurance exchange draws fire 

by: WAYNE GREENE World Senior Writer
Friday, May 06, 2011
5/6/2011 5:21:59 AM

Read Oklahoma Policy Institute Director David Blatt’s memo.

Read conservative activist Kaye Beach’s blog post.

The latest legislative attempt to create a state health insurance exchange is drawing
criticism from the left and the right. 

Senate Bill 971 would create a state exchange along the lines of an agreement worked
out by Gov. Mary Fallin, Senate President Pro Tem Brian Bingman and House Speaker
Kris Steele - the three most powerful Republicans in state government - after two
previous legislative attempts at exchanges fell apart politically. 

Rep. Mike Ritze, R-Broken Arrow, a member of the conservative bloc that successfully
fought the previous plans, said any legislation that sets up a state exchange would be the
means of imposing "Obamacare" on the state. 

He said SB 971 could be in danger of the same fate as the two previous legislative
attempts at a health exchange. 

"I think it will not pass," Ritze said. "I think it is probably on pretty shaky grounds,
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because they have not convinced me that an exchange is any different in any form, no
matter what they put it in." 

Meanwhile, Senate Democrats criticize the bill for not being close enough to the federal
health-care law. 

Sen. Tom Adelson, D-Tulsa, called the bill disappointing and predictable and said
whether it would satisfy mandates of the federal health-care law is questionable. 

The bill, which he expects to pass despite its shortcomings, doesn't ensure that the
insurance plans it promotes will meet minimum federal standards, doesn't set up a fair
means of comparison shopping and specifically prohibits the exchange's governing
board from minimal regulatory oversight, he said. 

Ironically, said Sen. Andrew Rice, D-Oklahoma City, the bill's failure to meet those
standards puts the state at risk of the kind of federal intervention Ritze fears. 

"The Affordable Care Act is a federal law like the Patriot Act or the Americans with
Disabilities Act, " Rice said. "That is the law of the land. ... Until that changes by act of
Congress or the Supreme Court, that's a reality. 

"Just saying that Oklahoma is going to opt out or not comply is not constitutional." 

The Democrats point to a memo published online Wednesday by David Blatt, director
of the Oklahoma Policy Institute, to back up their positions. 

Blatt's memo criticizes the plan's organization and its governing board and says it falls
short of basic standards of federal health-care law in several ways. 

"These deficiencies raise the specter of the federal government stepping in to create a
real health insurance exchange in Oklahoma - precisely the threat that spurred Gov.
Fallin to accept the $54 million federal grant in the first place," Blatt writes. 

"It is still possible that the network could eventually meet federal standards. But for
now, it looks as if Oklahoma is more intent on proving its defiance of Washington and
responding to interests and fears of the insurance industry than it is in creating an
insurance marketplace that would actually benefit everyday Oklahomans." 

Conservative bloggers who helped bring down earlier exchange plans and a $54 million
federal grant to pay for it are also speaking out against SB 971. 

"Oklahomans don't want an exchange, with or without federal grant money,"
conservative activist Kaye Beach said in a Tuesday blog posting. 

Beach said the bill looks similar to the previous legislation, and she questions plans to
have the exchange funded with state and private sources. 

"We've been told the state is facing a budget shortfall - where will the funding come
from? What/who are the private sources?" she wrote. 

The legislation doesn't specify how the exchange would be designed, leaving open the
possibility that the troubled organization of the previous plan would be used, she said.

The story so far

March 23, 2010: After months of Congressional debate, the federal affordable care act
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is signed into law by President Obama. The law requires states to build health
insurance exchanges that allow consumers to compare prices and coverage for health
insurance plans that meet minimum standards. 

Feb. 25, 2011: Gov. Mary Fallin and top legislative leaders announce that the state will
accept a $54 million federal grant to build a health insurance exchange. Although she
says the federal law is unconstitutional, Fallin says the state needs to build an exchange
to comply in case court challenges are unsuccessful. 

March 31: Senate President Pro Tem Brian Bingman announces that House Bill 2131,
House Speaker Kris Steele's legislation to give legal backing to the planned exchange,
would not be considered by the Senate because it is too closely associated with President
Obama's health-care initiative. 

April 7: House Bill 1996, legislation intended to be the vehicle for a sanitized exchange,
is initially passed and then killed in the Senate Retirement and Insurance Committee. 

April 15: Fallin, Steele and Bingman announce details of a new state plan that rejects
the $54 million grant and plans a much smaller exchange, funded mostly or completely
with private money. 

April 27: Senate Bill 971 is introduced as the vehicle for Oklahoma's health insurance
exchange. Subsequently, the bill is assigned to the Joint Committee on Appropriations
and Budget.

What is a health insurance exchange?

A health insurance exchange is a computer-based system for consumers to find and
purchase health insurance. Under the federal health-care law, only insurance purchased
from a state exchange is eligible for the tax credits that are the federal law's means of
subsidizing health insurance. The federal law sets up minimum standards for what
kinds of insurance are eligible. 

Original Print Headline: Insurance exchange bill hit from both sides

Wayne Greene 918-581-8308 
wayne.greene@tulsaworld.com

 
Associated Images:

Unconvinced
Mike Ritze: The Broken Arrow state representative says he thinks SB 971 "is probably on
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pretty shaky grounds" and will not pass.

State Sen. Andrew Rice, D-Oklahoma City, listens to a proposal in the Legislature in 2009. Rice
said the bill to create a state health insurance exchange does not meet federal standards and
leaves the state open to federal intervention. The Oklahoman file

Copyright © 2011, World Publishing Co. All rights reserved 

 Return to Story
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From: Governor Info
To: Keili McEwen
Subject: FW: UN Gun Treaty
Date: Monday, July 16, 2012 9:27:58 AM

-----Original Message-----
From: majorp44@
Sent: Friday, July 13, 2012 2:23 PM
To: Governor Info
Subject: UN Gun Treaty

James Pogue
205 East Main Street
Idabel, OK 74745-4631

July 13, 2012

The Honorable Mary Fallin
Governor of Oklahoma
2300 North Lincoln Boulevard, Room 212
Oklahoma City, OK 73105

 Governor Fallin:

Dear Governor Fallin

Please tell Rep. Boren thanys for voting to repeal Obamacare.  Also, do whatever you can to stop the
UN Gun Treaty.

Sincerely,

James Pogue
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From: Kinzel, Will
To: "Adam Nordstrom ; Andrew Silvestri; "aparis@state.pa.us"; "Arthur Clark 

(arthur.clark@guam.gov)"; "Beth Kohler Lazare (bklazare@az.gov)"; "Bill Kloiber (Bill.Kloiber@wisconsin.gov)"; 
"Bill McBride (mcbrideb@michigan.gov)"; "bkanzeg ; "bob.schwaneberg@gov.state.nj.us"; 
"Brandon Steinmann "; "brandymarty03 ; "Brian McManus 

"; "Brian Nutt "; "carol.statkus@wyo.gov"; 
"Christine Bartel"; "Claude Ramsey (Claude.Ramsey@tn.gov)"; "clipparell "; 
"CWhitfield@governor.state.ms.us"; "dan.wilmot@governor.state.tx.us"; "david.hensley@gov.idaho.gov"; 
"Debbie Hohlt ( "; Denise Northrup; "Dennis Muchmore (muchmored@michigan.gov)"; "Dona 
DeLeon (Dona.DeLeon@gov.state.nj.us)"; "Doug Hoelscher (doug.hoelscher@iowa.gov)"; "emainig ; 
"griffin "; "hedgcockm@gov.state.la.us"; "jabot10 "; "jamieshuster@gov.sc.gov"; 
"jasen.eige@governor.virginia.gov"; "Jason Kreizenbeck (jkreizenbeck@gov.idaho.gov)"; "Jeannemarie Davis 
(jeannemarie.davis@governor.virginia.gov)"; "Jeff Barnes (barnesj7@michigan.gov)"; "Jeff Boeyink 
(jeff.boeyink@iowa.gov)"; "Jen Rae Hein (jen.hein@nebraska.gov)"; "Jennifer Branstetter 
(jbranstett@state.pa.us)"; "Jim Soyer (jim.soyer@state.sd.us)"; "jmcallahan@state.pa.us"; "John Katz 
(John.Katz@alaska.gov)"; "joseph.fadness@wisconsin.gov"; Katie Altshuler; "Katy Oder"; "Keith Gardner 
(keith.gardner@state.nm.us)"; "Krista Carman )"; "Kristi Craig 
(kristi.craig@governor.virginia.gov)"; "ktartaglia@state.pa.us"; "Lauren Kintner (lauren.kintner@nebraska.gov)"; 
"Lgromis "; "Lindsay Russell"; "macarter32 ; "Marie Sanderson 
(msanderson@governor.state.ms.us)"; "Marissa Watkins"; "Mark Cate (Mark.Cate@tn.gov)"; 
"mary.mayhew@maine.gov"; "Michael DiSabato (Michael.DiSabato@governor.virginia.gov)"; 
"mschrimpf@rga.org"; "Nicole Guillemard ( )"; "rebmyers@state.pa.us"; 
"renee.fargason@laspbs.state.fl.us"; "rob.jakubik "; "Robert Spendlove 
(rspendlove@utah.gov)"; "Ryan McGinness "; "Ryan Serote (rserote@az.gov)"; "Seth 
Levey"; "sirena.ramirez@guam.gov"; "Stephen Waguespack (wags@la.gov)"; "tammy.perkins@gov.idaho.gov"; 
"Tim Pearson (timpearson@gov.sc.gov)"; "Todd Smith ( )"; "travisrichmond "; 
"Wayne Struble (wayne.struble@governor.ohio.gov)"; "wayne.hasenbalg@gov.state.nj.us"; "Wendy Riemann 
(Wendy.riemann@wisconsin.gov)"; "will.cromer@tn.gov"; "Zak Tomich (tomichz@michigan.gov)"

Cc: "Lanier Swann"
Subject: FW: Upcoming Jobs Agenda
Date: Monday, August 29, 2011 10:40:56 AM

Per our call this morning, below please find the memo sent out from Leader Cantor to House Republicans 
regarding the fall Jobs Agenda.

1. If any Governors would like to be more engaged in any specific regs/agenda items below, please let me 
know.

2. If there are additional regs that impact industries/jobs in your state, please let me know as well. 

Regards, 

Will

Will Kinzel
Assistant to the Speaker for Policy
Office of the Speaker
(202) 225-0882 DIRECT

 CELL

-----Original Message-----
From: Cantor, EI
Sent: Monday, August 29, 2011 09:48 AM Eastern Standard Time
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To: 
Subject: Upcoming Jobs Agenda (blackberry)

MEMORANDUM
TO: House Republicans
FR: Eric Cantor
DT: Monday, August 29, 2011
RE: Upcoming Jobs Agenda
 
As you know, we released The House Republican Plan for America’s Job Creators 
earlier this year.  While the debt crisis has demanded much of our attention, our new 
majority has passed over a dozen pro-growth measures to address the equally 
troubling jobs crisis, such as the Energy Tax Prevention Act and the Putting the Gulf of 
Mexico Back to Work Act.  Aside from repeal of the 1099 reporting requirement in 
ObamaCare, however, each House Republican jobs bill now sits dormant in the 
Democrat-controlled Senate.  You can view the progress of our jobs bills at 
MajorityLeader.gov/JobsTracker.
 
When we return next week, the Joint Select Committee on Deficit Reduction will begin 
meeting to take an additional incremental step towards addressing our debt crisis.  
During this time, it is essential that the House continue our focus on the jobs crisis.  
Below are two areas of our jobs agenda that I want to bring to your attention for our 
upcoming fall and winter legislative schedule.
 

REPEAL OF JOB-DESTROYING REGULATIONS
TO CREATE MIDDLE CLASS JOBS
 
Since passage of H.Res. 72 on February 11, our committee chairmen have been 
investigating and inventorying regulatory burdens to job creators.  They’ve found many 
that have tied the hands of small business people and prevented job growth.  By 
pursuing a steady repeal of job-destroying regulations, we can help lift the cloud of 
uncertainty hanging over small and large employers alike, empowering them to hire 
more workers.
 
Our regulatory relief agenda will include repeal of specific regulations, as well as 
fundamental and structural reform of the rule-making system through legislation like 
the REINS Act, the Regulatory Flexibility Improvements Act, and reform of the 
Administrative Procedures Act (all three bills are expected on the floor in late 
November and early December). 
 
The following is a list of the 10 most harmful job-destroying regulations that our 
committee chairmen have identified, as well as a selective calendar for their repeal.  
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These regulations are reflective of the types of costly bureaucratic handcuffs that 
Washington has imposed upon business people who want to create jobs.
 
Top 10 Job-Destroying Regulations:

·         NLRB’s Boeing Ruling (Week of September 12): On April 20, the National 
Labor Relations Board (NLRB) issued a complaint against The Boeing Company 
for the alleged transfer of an assembly line from Washington to South Carolina.  
Yet, not one union employee at Boeing’s Puget Sound facility has lost his or her 
job as a result of the proposed South Carolina plant.  Still, the NLRB is pursuing 
a “restoration order” against Boeing that would cost South Carolina thousands of 
jobs and deter future investment in the United States.  H.R. 2587, the Protecting 
Jobs From Government Interference Act, sponsored by Rep. Tim Scott (SC), 
would take the common sense step of preventing the NLRB from restricting 
where an employer can create jobs in the United States.
 

·         Utility MACT and CSAPR (Week of September 19): The Administration’s new 
maximum achievable control technology (MACT) standards and cross-state air 
pollution rule (CSAPR) for utility plants will affect electricity prices for nearly all 
American consumers.  In total, 1,000 power plants are expected to be affected.  
The result for middle class Americans?  Annual electricity bill increases in many 
parts of the country of anywhere from 12 to 24 percent.  H.R. 2401, the 
Transparency in Regulatory Analysis of Impacts on the Nation (TRAIN) Act, 
sponsored by Rep. John Sullivan (OK), would require a cumulative economic 
analysis for specific EPA rules, and specifically delay the final date for both the 
utility MACT and CSAPR rules until the full impact of the Obama 
Administration’s regulatory agenda has been studied.

 
·         Boiler MACT (Week of October 3): From hospitals to factories to colleges, 

thousands of major American employers use boilers that will be impacted by the 
EPA’s new “boiler MACT” rules.  These new stringent rules will impose billions 
of dollars in capital and compliance costs, increase the cost of many goods and 
services, and put over 200,000 jobs at risk.  The American forest and paper 
industry, for example, will see an additional burden of at least $5-7 billion.  H.R. 
2250, the EPA Regulatory Relief Act, sponsored by Rep. Morgan Griffith (VA), 
would provide a legislative stay of four interrelated rules issued by the EPA in 
March of this year.  The legislation would also provide the EPA with at least 15 
months to re-propose and finalize new, achievable rules that do not destroy 
jobs, and provide employers with an extended compliance period.

 
·         Cement MACT (Week of October 3): The “cement MACT” and two related rules 

are expected to affect approximately 100 cement plants in America, setting 
exceedingly stringent requirements that will be cost-prohibitive or technically 
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infeasible to achieve.  Increased costs and regulatory uncertainty for the 
American cement industry—the foundation of nearly all infrastructure projects
—are likely to offshore thousands of American jobs.  Ragland, Alabama, for 
example, recently saw the suspension of a $350 million cement production 
facility, putting 1,500 construction jobs on hold and additional permanent and 
high-paying plant operation jobs in limbo.  H.R. 2681, the Cement Sector 
Regulatory Relief Act, sponsored by Rep. John Sullivan (OK), would provide a 
legislative stay of these three rules and provide EPA with at least 15 months to 
re-propose and finalize new, achievable rules that do not destroy jobs, and 
provide employers with an extended compliance period.

 
·         Coal Ash (October/November): These anti-infrastructure regulations, commonly 

referred to as the “coal ash” rules, will cost hundreds of billions of dollars, 
affecting everything from concrete production to building products like wall 
board.  The result is an estimated loss of well over 100,000 jobs.  H.R. 2273, the 
Coals Residuals Reuse and Management Act, sponsored by Rep. David McKinley 
(WV), would create an enforceable minimum standard for the regulation of coal 
ash by the states, allowing their use in a safe manner that protects jobs.

 
·         Grandfathered Health Plans (November/December): We all remember when 

President Obama promised Americans that if they liked their health care plan 
they could keep it.  Now, the Obama Administration has been issuing further 
restrictions against those previously protected plans.  The result, by the 
Administration’s own estimates, will be a loss of 49 to 80 percent of small 
employer plans, 34 to 64 percent of large employer plans, and 40 to 67 percent 
of individual insurance plans.  Meanwhile, employers losing their grandfathered 
status will face steep penalties, increasing their costs and negatively affecting 
wages and job growth.  The Energy and Commerce, Ways and Means, and 
Education and Workforce committees will soon be working on legislation to 
repeal these ObamaCare restrictions.

 
·         Ozone Rule (Winter): This effective ban or restriction on construction and 

industrial growth for much of America is possibly the most harmful of all the 
currently anticipated Obama Administration regulations.  Consequences would 
reach far across the U.S. economy, resulting in an estimated cost of $1 trillion or 
more over a decade and millions of jobs.  Unlike her predecessors, EPA 
Administrator Lisa Jackson is pushing for a premature readjustment of the 
current ozone standards, dramatically increasing the number of “nonattainment” 
areas.  The new readjustment rule is expected early this fall and I expect the 
Energy and Commerce Committee to act swiftly to prevent its implementation, 
in order to protect American jobs.

 
·         Farm Dust (Winter): The EPA is expected to issue revised standards for 
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particulate matter (PM) in the near future.  Any downward revision to PM 
standards will significantly impact economic growth and jobs for businesses and 
people throughout rural America that create dust, like the farmer in Atkinson, 
Illinois, who raised his concerns with the President at a town hall earlier this 
month.  While the President may have sent him on a bureaucratic wild goose 
chase, the House will act promptly on H.R. 1633, the Farm Dust Regulation 
Prevention Act, sponsored by Rep. Kristi Noem (SD).  H.R. 1633 would protect 
American farmers and jobs by establishing a one year prohibition against 
revising any national ambient air quality standard applicable to coarse PM and 
limiting federal regulation of dust where it is already regulated under state and 
local laws.

 
·         Greenhouse Gas (Winter): The EPA’s upcoming greenhouse gas new source 

performance standards (NSPS) will affect new and existing oil, natural gas, and 
coal-fired power plants, as well as oil refineries, nationwide.  While the impact 
on the economy and jobs are likely to be severe, the rules are quickly moving 
forward, once again revealing the Administration’s disregard for the 
consequences of their policies on our jobs crisis.  Again, I expect Chairman 
Upton and the Energy and Commerce Committee to move swiftly in the coming 
months to protect American jobs and consumers.

 
·         NLRB’s Ambush Elections (Winter): This summer, the NLRB issued a notice of 

proposed rulemaking that could significantly alter current union representation 
election procedures, giving both employers and employees little time to react to 
union formations in the future.  The result will increase labor costs and 
uncertainty for nearly all private employers in the U.S.  The House will soon 
consider legislation that will bring common sense to union organizing 
procedures to protect the interests of both employers and their workers.

 

IMMEDIATE TAX RELIEF
TO CREATE MIDDLE CLASS JOBS
 
The second focus of our jobs agenda this fall and winter will pursue tax relief designed 
to help American employers create middle class jobs.  Small businesses, in particular, 
are overburdened with taxes that destroy jobs and in a fragile economy, the worst 
thing government can do is impose tax increases that prevent small businesses from 
hiring.  Instead, government should be focused on ways to enable businesses small and 
large to unlock more capital and create new jobs. 
 
Therefore, under Chairman Dave Camp’s leadership, the Ways and Means Committee 
will be exploring a number of ways to remove tax burdens for job creators and 
incentivize small businesses.  These targeted efforts will not interfere with House 
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Republicans’ continued pursuit of fundamental tax reform, just as we proposed in our 
budget resolution this spring.  Rather, the following proposals represent bipartisan and 
pro-growth steps that can be taken immediately to help businesses hire those 
struggling to find a job today.
 
3% Withholding Rule Repeal:
 
Beginning in 2013, federal, state, and local governments will be required to withhold 
three percent of all government payments made to contractors in excess of $100 
million.  While the law has been delayed multiple times, its effect once implemented 
will be massive—causing accounting burdens on governments and potentially harmful 
cash flow disruptions for contractors and subcontractors across all sectors.  Therefore, 
we will move quickly this fall to repeal this burdensome requirement and relieve 
construction contractors, medical providers, manufacturers, farmers, and many others 
providing goods and services under government contracts of the uncertainty the 
impending law is creating.

20% Small Business Tax Deduction:
 
Small businesses employ about half of all Americans, yet President Obama is proposing 
federal tax rates that could take away more than 40 percent of their income.  While the 
previous Democrat majority was pushing through their nearly $1 trillion stimulus, we 
began work on a proposal to allow small business people to take a tax deduction equal 
to 20% of their income.  The goal was simple—immediately free up funds for small 
business people to retain and hire new employees, and reinvest in and grow their 
businesses.  In light of the stimulus’s failure, and our current position in the majority, I 
expect the House to move quickly in the coming months on this common sense and 
pro-growth small business proposal to create middle-class jobs.

FINAL THOUGHTS
 
In the weeks and months ahead, we will move aggressively on the items outlined 
above.  But, our increased focus on the repeal of job-destroying regulations and pursuit 
of pro-growth tax relief will not distract from other equally important areas of our jobs 
agenda. 
 
As he has promised in the past, we expect the President to transmit three vitally 
important trade agreements this fall.  When he finally sends them our way, I will not 
hesitate to schedule them.  In addition, the Senate has set up a vote on the House-
passed patent reform bill next week.  Increased movement in both of these areas on 
the part of the President and the Senate is welcomed.  I hope the Senate and the 
President will join the House in acting on the other many pro-growth items we have 
already passed and will be passing in the coming months.
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See you next week.
 
Sincerely,
Eric
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From: 
To: 
Subject: 
Date: 

Denise Northrup 

Michelle Waddell 

Fw: Upcoming Jobs Agenda 

Monday, August 29, 201110:42:38 AM 

Please print for gov 

From: Kinzel, Will [mailto:Wiii.Kinzel@mail.house.gov] 
Sent: Monday, August 201110:40 AM 
To: 'Adam Nordstrom 
Silvestri; 'aparis@state.pa. 
<arthur.clark@guam.gov>; 'Beth 
(Biii.Kioiber@wisconsin.gov)' <Bill. 

us>; 

>; Andrew 
gov)' 

gov>; 'Bill Kloiber 
( m.~hrii rl.,.lh(n)mit•higan.gov )' 

· 'Keith 

; 'Kristi Craig (kristi.craig@governor.virginia.gov)' 
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'wayne.hasenbalg@gov.state.nj.us' <wayne.hasenbalg@gov.state.nj.us>; 'Wendy Riemann 
(Wendy.riemann@wisconsin.gov)' <Wendy.riemann@wisconsin.gov>; 'will.cromer@tn.gov' 
<will.cromer@tn.gov>; 'Zak Tomich (tomichz@michigan.gov)' <tomichz@michigan.gov> 
Cc: 'Lanier Swann' <Lanier_Swann@mcconnell.senate.gov> 
Subject: FW: Upcoming Jobs Agenda 
 
Per our call this morning, below please find the memo sent out from Leader Cantor to House Republicans 
regarding the fall Jobs Agenda.

1. If any Governors would like to be more engaged in any specific regs/agenda items below, please let me 
know.

2. If there are additional regs that impact industries/jobs in your state, please let me know as well. 

Regards, 

Will

Will Kinzel
Assistant to the Speaker for Policy
Office of the Speaker
(202) 225-0882 DIRECT

 CELL

-----Original Message-----
From: Cantor, EI
Sent: Monday, August 29, 2011 09:48 AM Eastern Standard Time
To: 
Subject: Upcoming Jobs Agenda (blackberry)

MEMORANDUM
TO: House Republicans
FR: Eric Cantor
DT: Monday, August 29, 2011
RE: Upcoming Jobs Agenda
 
As you know, we released The House Republican Plan for America’s Job Creators 
earlier this year.  While the debt crisis has demanded much of our attention, our new 
majority has passed over a dozen pro-growth measures to address the equally 
troubling jobs crisis, such as the Energy Tax Prevention Act and the Putting the Gulf of 
Mexico Back to Work Act.  Aside from repeal of the 1099 reporting requirement in 
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ObamaCare, however, each House Republican jobs bill now sits dormant in the 
Democrat-controlled Senate.  You can view the progress of our jobs bills at 
MajorityLeader.gov/JobsTracker.
 
When we return next week, the Joint Select Committee on Deficit Reduction will begin 
meeting to take an additional incremental step towards addressing our debt crisis.  
During this time, it is essential that the House continue our focus on the jobs crisis.  
Below are two areas of our jobs agenda that I want to bring to your attention for our 
upcoming fall and winter legislative schedule.
 

REPEAL OF JOB-DESTROYING REGULATIONS
TO CREATE MIDDLE CLASS JOBS
 
Since passage of H.Res. 72 on February 11, our committee chairmen have been 
investigating and inventorying regulatory burdens to job creators.  They’ve found many 
that have tied the hands of small business people and prevented job growth.  By 
pursuing a steady repeal of job-destroying regulations, we can help lift the cloud of 
uncertainty hanging over small and large employers alike, empowering them to hire 
more workers.
 
Our regulatory relief agenda will include repeal of specific regulations, as well as 
fundamental and structural reform of the rule-making system through legislation like 
the REINS Act, the Regulatory Flexibility Improvements Act, and reform of the 
Administrative Procedures Act (all three bills are expected on the floor in late 
November and early December). 
 
The following is a list of the 10 most harmful job-destroying regulations that our 
committee chairmen have identified, as well as a selective calendar for their repeal.  
These regulations are reflective of the types of costly bureaucratic handcuffs that 
Washington has imposed upon business people who want to create jobs.
 
Top 10 Job-Destroying Regulations:

·         NLRB’s Boeing Ruling (Week of September 12): On April 20, the National 
Labor Relations Board (NLRB) issued a complaint against The Boeing Company 
for the alleged transfer of an assembly line from Washington to South Carolina.  
Yet, not one union employee at Boeing’s Puget Sound facility has lost his or her 
job as a result of the proposed South Carolina plant.  Still, the NLRB is pursuing 
a “restoration order” against Boeing that would cost South Carolina thousands of 
jobs and deter future investment in the United States.  H.R. 2587, the Protecting 
Jobs From Government Interference Act, sponsored by Rep. Tim Scott (SC), 
would take the common sense step of preventing the NLRB from restricting 
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where an employer can create jobs in the United States.
 

·         Utility MACT and CSAPR (Week of September 19): The Administration’s new 
maximum achievable control technology (MACT) standards and cross-state air 
pollution rule (CSAPR) for utility plants will affect electricity prices for nearly all 
American consumers.  In total, 1,000 power plants are expected to be affected.  
The result for middle class Americans?  Annual electricity bill increases in many 
parts of the country of anywhere from 12 to 24 percent.  H.R. 2401, the 
Transparency in Regulatory Analysis of Impacts on the Nation (TRAIN) Act, 
sponsored by Rep. John Sullivan (OK), would require a cumulative economic 
analysis for specific EPA rules, and specifically delay the final date for both the 
utility MACT and CSAPR rules until the full impact of the Obama 
Administration’s regulatory agenda has been studied.

 
·         Boiler MACT (Week of October 3): From hospitals to factories to colleges, 

thousands of major American employers use boilers that will be impacted by the 
EPA’s new “boiler MACT” rules.  These new stringent rules will impose billions 
of dollars in capital and compliance costs, increase the cost of many goods and 
services, and put over 200,000 jobs at risk.  The American forest and paper 
industry, for example, will see an additional burden of at least $5-7 billion.  H.R. 
2250, the EPA Regulatory Relief Act, sponsored by Rep. Morgan Griffith (VA), 
would provide a legislative stay of four interrelated rules issued by the EPA in 
March of this year.  The legislation would also provide the EPA with at least 15 
months to re-propose and finalize new, achievable rules that do not destroy 
jobs, and provide employers with an extended compliance period.

 
·         Cement MACT (Week of October 3): The “cement MACT” and two related rules 

are expected to affect approximately 100 cement plants in America, setting 
exceedingly stringent requirements that will be cost-prohibitive or technically 
infeasible to achieve.  Increased costs and regulatory uncertainty for the 
American cement industry—the foundation of nearly all infrastructure projects
—are likely to offshore thousands of American jobs.  Ragland, Alabama, for 
example, recently saw the suspension of a $350 million cement production 
facility, putting 1,500 construction jobs on hold and additional permanent and 
high-paying plant operation jobs in limbo.  H.R. 2681, the Cement Sector 
Regulatory Relief Act, sponsored by Rep. John Sullivan (OK), would provide a 
legislative stay of these three rules and provide EPA with at least 15 months to 
re-propose and finalize new, achievable rules that do not destroy jobs, and 
provide employers with an extended compliance period.

 
·         Coal Ash (October/November): These anti-infrastructure regulations, commonly 

referred to as the “coal ash” rules, will cost hundreds of billions of dollars, 
affecting everything from concrete production to building products like wall 
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board.  The result is an estimated loss of well over 100,000 jobs.  H.R. 2273, the 
Coals Residuals Reuse and Management Act, sponsored by Rep. David McKinley 
(WV), would create an enforceable minimum standard for the regulation of coal 
ash by the states, allowing their use in a safe manner that protects jobs.

 
·         Grandfathered Health Plans (November/December): We all remember when 

President Obama promised Americans that if they liked their health care plan 
they could keep it.  Now, the Obama Administration has been issuing further 
restrictions against those previously protected plans.  The result, by the 
Administration’s own estimates, will be a loss of 49 to 80 percent of small 
employer plans, 34 to 64 percent of large employer plans, and 40 to 67 percent 
of individual insurance plans.  Meanwhile, employers losing their grandfathered 
status will face steep penalties, increasing their costs and negatively affecting 
wages and job growth.  The Energy and Commerce, Ways and Means, and 
Education and Workforce committees will soon be working on legislation to 
repeal these ObamaCare restrictions.

 
·         Ozone Rule (Winter): This effective ban or restriction on construction and 

industrial growth for much of America is possibly the most harmful of all the 
currently anticipated Obama Administration regulations.  Consequences would 
reach far across the U.S. economy, resulting in an estimated cost of $1 trillion or 
more over a decade and millions of jobs.  Unlike her predecessors, EPA 
Administrator Lisa Jackson is pushing for a premature readjustment of the 
current ozone standards, dramatically increasing the number of “nonattainment” 
areas.  The new readjustment rule is expected early this fall and I expect the 
Energy and Commerce Committee to act swiftly to prevent its implementation, 
in order to protect American jobs.

 
·         Farm Dust (Winter): The EPA is expected to issue revised standards for 

particulate matter (PM) in the near future.  Any downward revision to PM 
standards will significantly impact economic growth and jobs for businesses and 
people throughout rural America that create dust, like the farmer in Atkinson, 
Illinois, who raised his concerns with the President at a town hall earlier this 
month.  While the President may have sent him on a bureaucratic wild goose 
chase, the House will act promptly on H.R. 1633, the Farm Dust Regulation 
Prevention Act, sponsored by Rep. Kristi Noem (SD).  H.R. 1633 would protect 
American farmers and jobs by establishing a one year prohibition against 
revising any national ambient air quality standard applicable to coarse PM and 
limiting federal regulation of dust where it is already regulated under state and 
local laws.

 
·         Greenhouse Gas (Winter): The EPA’s upcoming greenhouse gas new source 

performance standards (NSPS) will affect new and existing oil, natural gas, and 
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coal-fired power plants, as well as oil refineries, nationwide.  While the impact 
on the economy and jobs are likely to be severe, the rules are quickly moving 
forward, once again revealing the Administration’s disregard for the 
consequences of their policies on our jobs crisis.  Again, I expect Chairman 
Upton and the Energy and Commerce Committee to move swiftly in the coming 
months to protect American jobs and consumers.

 
·         NLRB’s Ambush Elections (Winter): This summer, the NLRB issued a notice of 

proposed rulemaking that could significantly alter current union representation 
election procedures, giving both employers and employees little time to react to 
union formations in the future.  The result will increase labor costs and 
uncertainty for nearly all private employers in the U.S.  The House will soon 
consider legislation that will bring common sense to union organizing 
procedures to protect the interests of both employers and their workers.

 

IMMEDIATE TAX RELIEF
TO CREATE MIDDLE CLASS JOBS
 
The second focus of our jobs agenda this fall and winter will pursue tax relief designed 
to help American employers create middle class jobs.  Small businesses, in particular, 
are overburdened with taxes that destroy jobs and in a fragile economy, the worst 
thing government can do is impose tax increases that prevent small businesses from 
hiring.  Instead, government should be focused on ways to enable businesses small and 
large to unlock more capital and create new jobs. 
 
Therefore, under Chairman Dave Camp’s leadership, the Ways and Means Committee 
will be exploring a number of ways to remove tax burdens for job creators and 
incentivize small businesses.  These targeted efforts will not interfere with House 
Republicans’ continued pursuit of fundamental tax reform, just as we proposed in our 
budget resolution this spring.  Rather, the following proposals represent bipartisan and 
pro-growth steps that can be taken immediately to help businesses hire those 
struggling to find a job today.
 
3% Withholding Rule Repeal:
 
Beginning in 2013, federal, state, and local governments will be required to withhold 
three percent of all government payments made to contractors in excess of $100 
million.  While the law has been delayed multiple times, its effect once implemented 
will be massive—causing accounting burdens on governments and potentially harmful 
cash flow disruptions for contractors and subcontractors across all sectors.  Therefore, 
we will move quickly this fall to repeal this burdensome requirement and relieve 
construction contractors, medical providers, manufacturers, farmers, and many others 
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providing goods and services under government contracts of the uncertainty the 
impending law is creating.

20% Small Business Tax Deduction:
 
Small businesses employ about half of all Americans, yet President Obama is proposing 
federal tax rates that could take away more than 40 percent of their income.  While the 
previous Democrat majority was pushing through their nearly $1 trillion stimulus, we 
began work on a proposal to allow small business people to take a tax deduction equal 
to 20% of their income.  The goal was simple—immediately free up funds for small 
business people to retain and hire new employees, and reinvest in and grow their 
businesses.  In light of the stimulus’s failure, and our current position in the majority, I 
expect the House to move quickly in the coming months on this common sense and 
pro-growth small business proposal to create middle-class jobs.

FINAL THOUGHTS
 
In the weeks and months ahead, we will move aggressively on the items outlined 
above.  But, our increased focus on the repeal of job-destroying regulations and pursuit 
of pro-growth tax relief will not distract from other equally important areas of our jobs 
agenda. 
 
As he has promised in the past, we expect the President to transmit three vitally 
important trade agreements this fall.  When he finally sends them our way, I will not 
hesitate to schedule them.  In addition, the Senate has set up a vote on the House-
passed patent reform bill next week.  Increased movement in both of these areas on 
the part of the President and the Senate is welcomed.  I hope the Senate and the 
President will join the House in acting on the other many pro-growth items we have 
already passed and will be passing in the coming months.
 
See you next week.
 
Sincerely,
Eric
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From: Andrew Silvestri
To: Katie Altshuler
Subject: FW: Updated Oklahoma Medicaid Costs
Date: Tuesday, July 31, 2012 9:26:52 AM

See below
 

From: Lindsay Russell  
Sent: Tuesday, July 31, 2012 9:30 AM
To: Andrew Silvestri
Subject: RE: Updated Oklahoma Medicaid Costs
 
AS,
This is great information. Go Team OK! However, what would be most beneficial is this information
in a narrative that can be easily read and inserted into TPs or PR. Please see below for an example.
 
UTAH
 
The growth in Medicaid is estimated to impact the State of Utah in two ways.  The first impact is
due to the woodwork effect, or effect of forcing low income individuals onto Medicaid because of
the individual mandate to purchase health insurance.  The woodwork effect is forecast to cost the
State of Utah $940 million in the first decade of implementation.  This figure doubles to $1.88 billion
in the next decade, after federal government cost offsets cease.  
 
The second potential fiscal impact to the State of Utah is from the expansion of Medicaid to persons
with income up to 133 percent of the federal poverty level.  This will cost the State approximately
$240 million in the first decade and $480 million in the next decade.  
 
If the two impacts are summed, the potential total impact to Utah's general fund is approximately
$1.18 billion in the first decade and $2.46 billion in the next decade.  The long term annual impact to
Utah's general fund could approach $240 million per year, or roughly the same size as Utah's entire
corporate income tax revenues per year.
 
 
Lindsay Russell
Public Policy Advisor 
Republican Governors Public Policy Committee | RGA
1747 Pennsylvania Avenue, NW, Suite 250 | Washington, DC 20006
P: (202) 662-4149 
 
 

From: Andrew Silvestri [mailto:Andrew.Silvestri@gov.ok.gov] 
Sent: Tuesday, July 31, 2012 10:20 AM
To: Lindsay Russell
Cc: Marie Sanderson; Katie Altshuler
Subject: Updated Oklahoma Medicaid Costs
 
Hey Lindsay,
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Attached is Oklahoma’s updated Medicaid costs associated with PPACA.  Sorry it took so long to get
to you. Let us know if you have any questions.
 
Thanks!
Andrew
 
Andrew Silvestri
Deputy Policy Director

Office of Governor Mary Fallin

Phone:  405.521.2342

andrew.silvestri@gov.ok.gov
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From: Cline, Dr.Terry L.
To: Katie Altshuler
Cc: Alex Weintz; Cox-Kain, Julie
Subject: FW: Updated talking points - I will take any suggestions for improvement or develop more if vie missed

something
Date: Monday, November 19, 2012 8:25:30 AM
Attachments: PPACA Talking Points.docx

Katie, one minor, but embarrassing typo (my doing) which has been corrected in this version, so
please use this if forwarding to anyone else.  Changed “our bankrupting…” to “are bankrupting…” 
Thanks, tc

 

From: Cox-Kain, Julie 
Sent: Monday, November 19, 2012 7:19 AM
To: 'Katie Altshuler'; Alex Weintz; Cline, Dr.Terry L.
Subject: RE: Updated talking points - I will take any suggestions for improvement or develop more if
vie missed something
 

Sorry for repeated emails this morning – the attached incorporates changes by Dr. Cline

 

From: Katie Altshuler [mailto:Katie.Altshuler@gov.ok.gov] 
Sent: Monday, November 19, 2012 7:00 AM
To: Cox-Kain, Julie; Alex Weintz; Cline, Dr.Terry L.
Subject: Re: Updated talking points - I will take any suggestions for improvement or develop more if
vie missed something
 

Thank you, I cannot tell you how much we appreciate it.
 
From: Cox-Kain, Julie [mailto:Juliek@health.ok.gov] 
Sent: Monday, November 19, 2012 06:35 AM
To: Katie Altshuler; Alex Weintz; Cline, Dr.Terry L. <TerryC@health.ok.gov> 
Subject: Updated talking points - I will take any suggestions for improvement or develop more if vie
missed something 
 
Potential Talking Points

·         While Governor Mary Fallin has opted not build a state-based insurance exchange or
expand the Medicaid program as proposed in PPACA, she and the Oklahoma legislature
remain deeply committed to the health of all Oklahoman’s.  One demonstration of this
commitment is that they protected the Health and Human Services agencies during the
recent economic downturn from significant reductions that would jeopardize the health and
safety of our citizens.  The end result is that the Health and Human Services area took the
smallest reduction of any of the cabinet areas.  

·         The Governor and her staff have been exploring the impact of PPACA and working with
healthcare experts and lawmakers across the country in order to make sound decisions on
implementing a state based exchange or expand Medicaid in Oklahoma.  The final
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determination is that this law will not improve the quality and availability of healthcare
services in Oklahoma and cannot be administered in a financially sound or sustainable
manner. 

·         Oklahoma has a history of innovations in healthcare and the Governor is committed to
building upon those innovations to create Oklahoma solutions to our healthcare problems. 
She welcomes the opportunity to work with the Oklahoma legislature to develop an
Oklahoma plan to reduce the number of uninsured families, provide quality healthcare and
address rising healthcare costs.   

 Medicaid Expansion

·         Medicaid is an outdated program that was expanded without reform in PPACA.  The
Medicaid expansion does not adequately address needed improvements in the availability or
quality of healthcare services and it does not begin to address the ever increasing costs of
healthcare.  Further, the federal law does not provide flexibility for states to meet the unique
needs of their citizens.      

·         Expanding Medicaid as written in PPACA would cost the State of Oklahoma as much as
$475,000,000 between fiscal years 2014 and 2020.  Paying for these increases would
necessitate significant cuts to other critical parts of the state’s budget like education and
public safety.  The cost of Medicaid expansion is unsustainable and creates an additional
burden on taxpayers and the federal deficit.

·         Oklahoma has a history of innovative programs and fiscally responsible enhancements to
the Medicaid program.  In fact, Oklahoma has reduced the rate of uninsured among children
to just 7%.  Oklahoma has also created an outstanding on-line enrollment system that allows
families in need of healthcare real time access to Medicaid coverage.  These are the very
successes that Oklahoma wants to build upon to create a viable healthcare system that
actually begins to reduce the costs of healthcare in our state.    

·         Oklahoma has a history of creating innovative solutions to reducing the number of
uninsured, for example the Insure Oklahoma program (created in 2006) offers premium
assistance to small businesses to support the purchase of private insurance for their
employees.  Under PPACA the Insure Oklahoma program would be discontinued and
qualifying workers (those under 138%) would be required to enroll in traditional Medicaid. 
Oklahoma small businesses and their employees should have the same option to purchase
private insurance coverage as other large employers and their employees.

·         Oklahoma does not anticipate that the failure to expand Medicaid as written in PPACA will
jeopardize Oklahoma hospitals when CMS implements the mandated reduction in
Disproportionate Share Hospital (DSH) funds. Oklahoma’s DSH payments do not meet the
threshold for significant reduction.     

Insurance Exchange

·         HHS continues to delay the release of critical guidance and regulations that would allow
states to understand the full ramifications of building and implementing a state based
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insurance exchange.   Without HHS regulation and guidance it is unclear how much flexibility
and freedom of control will be provided to states operating an exchange.  

·         The cost of building a PPACA compliant exchange in Oklahoma is estimated at $30 million to
$50 million dollars. The cost of implementing PPACA in Oklahoma, and nationwide, is
staggering and unsustainable.  Governor Mary Fallin will continue to work with the
Oklahoma legislature to develop financially sound healthcare solutions.    

·         While the pricing structure has not yet been released, HHS will likely pass the cost of the
federal exchange to the insurers selling products on the exchange.   This fee, in turn, will
likely be passed on to the purchaser of the healthcare plan.           

What about the special provisions for Native Americans?

·         An Oklahoma Plan will be developed to provide care to all citizens of Oklahoma.  As always,
we will continue to seek input and guidance from tribal nations and other partners so that
we may develop solutions that meet the needs of all Oklahoman’s.

Oklahoma Plan

·         Governor Fallin recognizes the importance of having healthy citizens.  Healthy people create
a more productive workforce and children that are able to learn.  The governmental system
of providing healthcare (Medicaid) is important, but it should not be the primary source of
healthcare for so many of our citizens.  We need to transform the healthcare system into
one that supports individuals and families who need a hand-up while also supporting a
robust private insurance market that is focused on making people healthier.

·         Oklahoma will be developing an Oklahoma Plan to reduce the number of uninsured and the
costs of healthcare.  The Oklahoma plan will include some of the following elements:

o    Establish goals that include improved health for our citizens

o    Empower individuals to be engaged in making good healthcare (and health) choices

o    Ensure payment incentives focus on preventive care and improving health

o    Support the purchase of private insurance products where possible

o    Focus on reducing the cost of managing chronic disease, a major cost driver in
Oklahoma, including;

§  High-risk case management

§  Chronic disease self management

§  Improving care coordination within communities of care

o    Specifically target the reduction of unnecessary hospitalizations and emergency
department visits

o    Realign the public health system to support these goals
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·         The Oklahoma Plan will address the concerns of healthcare providers about the strain of
uncompensated care by reducing the number of uninsured

·         The Oklahoma Plan will be developed with consultation from tribal nations and other
stakeholders to ensure the unique needs of our citizens are met
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From: Seneca Scott
To: Wendy Gregory; Katie Altshuler
Subject: Fw: Vote no on HB2130
Date: Sunday, March 20, 2011 5:00:25 PM

Gunnebo Johnson is a pretty large employer/business in my district. Surely they could benefit on the

costs for offering their workers health insurance. This was a hard vote for me to make.

From: Ken Sellers > 
To: Ken Sellers > 
Sent: Mon Mar 14 20:31:02 2011
Subject: Vote no on HB2130 

Dear Representative:

 

I am writing to urge a NO vote on HB2130.

HB2130 is the enabling legislation for the Affordable Care Act “ObamaCare” in Oklahoma.

Oklahoman’s voted overwhelmingly against a government takeover of their medical care.

 

The creation of Health Insurance Exchanges is a cornerstone of PPACA (ObamaCare),

without which there would be no socialized health care plan. The plan requires an IT

infrastructure to be in place in order to function. No Exchanges, no ObamaCare.

 

Governor Fallin accepted $54M based on Cooperative Agreements to Support
Innovative Exchange Information Technology Systems which clearly invokes;

 

Section 1311 of the Affordable Care Act provides funding assistance to the States for
the planning and establishment of Health Insurance Exchanges (“Exchanges”). The
Affordable Care Act provides that each State may elect to establish an Exchange
that would: 1) facilitate the purchase of qualified health plans (QHPs); 2) provide
for the establishment of a Small Business Health Options Program (“SHOP
Exchange”) designed to assist qualified employers in facilitating the enrollment of
their employees in QHPs offered in the SHOP Exchange; and 3) meet other
requirements specified in the Act."
 

A NO vote would represent the clearly expressed Will of the People.

I strongly urge a NO vote on HB2130.

 

Regards;

 

Ken Sellers, PE

VP of Engineering

Gunnebo Johnson

NOTICE: The information in this email is confidential, legally privileged, and exempt
from disclosure under law. It is intended solely for the addressee. Access to this
email by anyone else is unauthorized. If you are not the intended recipient, any
disclosure, copying, distribution or any action taken or omitted to be taken in
reliance on it, is prohibited and unlawful. The Oklahoma House of Reps does not
warrant any e-mail transmission received as being virus free, and disclaims any
liability for losses or damages arising from the use of this e-mail or its attachments.
Recipients of e-mail assume the risk of possible computer virus exposure by opening
or utilizing the e-mail and its attachments, and waive any right or recourse against
the House by doing so.
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From: Marie Sanderson
To: Marie Sanderson
Cc: Lindsay Russell
Subject: FW: Washington Control of "State" Exchanges
Date: Thursday, July 05, 2012 11:51:52 AM
Attachments: image001.png

image002.png
image003.png
image004.png
Washington Control of Exchanges.doc

Healthcare Advisors and Action Officers:
 
FYI….
 
I thought this document would be useful to folks in the wake of the Supreme Court ruling.  The
document is a representative list of 20 specific authorities given to HHS over “state” exchanges
under ObamaCare.  A few points worth considering:

·         The document is by no means exhaustive, but it clearly demonstrates how the law severely
limits and eliminates in many instances state flexibility over the design and operation of
an exchange. 

·         These requirement apply REGARDLESS of whether a state chooses to run an exchange or
allows HHS to run a federal exchange in the state (or some hybrid in between). 

·         The authority provided to HHS under Sections 1311(c) and 1311(k) of ObamaCare is
extremely broad.  Consequently, our staff has concluded that there is no real substantive
limitation on the Secretary’s statutory authority to micro-manage a “state” exchange. 

·         It is also important to note that HHS’ authority extends to any point in the exchange process
– meaning the Department can change the rules of the road for a state exchange at nearly
any point.  Indications of regulatory flexibility from HHS today by no means indicates
flexibility tomorrow if a state moves forward with an exchange.

 
Paul Edattel
Professional Staff
House Energy and Commerce Committee
2322B Rayburn HOB
202-225-2927
paul.edattel@mail.house.gov
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From: Marie Sanderson
To: Marie Sanderson
Cc: Lindsay Russell
Subject: FW: Where each state stands on ACA"s Medicaid expansion - The Advisory Board Daily Briefing
Date: Friday, July 06, 2012 10:48:13 AM

Action Officers and Healthcare Advisors:
 
 
Note the below “update” is being circulating among various groups. You may wish to review
and see how they represent your state.  -mts
 
http://www.advisory.com/Daily-Briefing/2012/07/05/Where-each-state-stands-of-the-
Medicaid-expansion

WHERE EACH STATE STANDS ON
ACA'S MEDICAID EXPANSION
A roundup of what each state's leadership has said about their
Medicaid plans

Save in Library

July 05, 2012

Last updated on July 6 at 9:30 a.m.

The Supreme Court's ruling on the Affordable Care Act (ACA) allows
states to opt out of the law's Medicaid expansion, leaving each state's
decision to participate in the hands of the nation's governors and state
leaders.

Based on lawmakers' statements, press releases, and media coverage,
the Daily Briefing and American Health Line editorial teams have
rounded up where each state currently stands on the expansion.

Learn more about the Court's ruling, discuss takeaways
with our experts, and model the impact on your
organization.

The following information was last updated on July 5 at 10:30 a.m. ET.
We will continue to update this map and list as more information
becomes available. Send us news, tips, and feedback by commenting
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below or emailing dailybriefing@advisory.com.

 *Italics indicate a state's participation in the multistate lawsuit
against ACA

Will not participate (5 states)

Florida: Gov. Rick Scott (R) said, “Florida will opt out of
spending approximately $1.9 billion more taxpayer dollars
required to implement a massive entitlement expansion of the
Medicaid program.” In addition, the governor said the state will
not establish an insurance exchange (Pear, New York Times, 7/2).
Louisiana: In an interview on NBC’s “Meet the Press,” Gov.
Bobby Jindal (R) said, “Every governor’s got two critical decisions
to make. One is do we set up these exchanges. And, secondly, do
we expand Medicaid. And, no, in Louisiana, we’re not doing either
one of those things” (Barrow, New Orleans Times-Picayune, 7/2).
Mississippi: Gov. Phil Bryant (R) does not plan to participate in
the Medicaid expansion, according to Bryant spokesperson Mick
Bullock, Bloomberg reports (Niquette/Wayne, Bloomberg, 7/5).
South Carolina: Gov. Nikki Haley (R) on Sunday announced via
Facebook that South Carolina “will NOT expand Medicaid, or
participate in any health exchanges” (Hawkins,
TheDigitalCharleston, 7/2; Dudley, Charleston Post and Courier,
6/29).
Wisconsin: Gov. Scott Walker (R) issued a statement following
Thursday’s ruling saying that “Wisconsin will not take any action
to implement ObamaCare” (Office of Gov. Walker release, 6/28;
Radnofsky et al., Wall Street Journal, 7/2).

Leaning toward not participating (6 states)

Iowa: Gov. Terry Branstad (R) announced at a Des Moines news
conference that while his staff is still assessing the Supreme Court
ruling on theACA, he expects to forgo the federal funding that
would allow an estimated 150,000 low-income Iowans to enroll in
the state Medicaid program. Branstad said, “Here’s the problem:
The federal government has done this again and again: ‘Buy into
our program, and we’re going to do all these things for you,’ and
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then it doesn’t happen, and then the taxpayers of the state get
stuck with it,” Branstad said on Monday (Totland, Washington
Times, 7/2; Wiser, Waterloo Cedar Falls Courier, 7/3).
Missouri: Moments after the ruling, Republican leaders in
Missouri “closed the door... on expanding Medicaid eligibility,” the
Associated Press reports. Republican Lt. Gov. Peter Kinder said
the Medicaid expansion would be “a break-the-bank provision for
the state of Missouri.” House Budget Committee Chair Ryan Silvey
(R), said, “I just don’t see any way we will be expanding Medicaid
at the expense of things like education and public safety.” By
rejecting Medicaid expansion the state would be “turning down an
estimated $8.4 billion windfall from the federal government” but
could save up to “$431 million of its own” (Blank, AP/San
Francisco Chronicle, 6/28; Crisp, St. Louis Post-Dispatch, 7/1).
Nebraska: Gov. Dave Heineman (R) on June 28 pledged to block
any effort to expanded Nebraska’s Medicaid program, telling
reporters that an expansion would remove money from other
priorities or require a tax increase, AP/BloombergBusinessweek
reports. In a statement on his website, Heineman said, “As I have
said repeatedly, if this unfunded Medicaid expansion is
implemented, state aid to education and funding for the University
of Nebraska will be cut or taxes will be increased. If some state
senators want to increase taxes or cut education funding, I will
oppose them.” However, the governor noted that the Supreme
Court’s decision on Medicaid was unexpected, adding, “Again, I
want to emphasize that reviewing this decision in a detailed,
thoughtful and responsible manner will take time before a
complete determination can be made on what this ruling means
for Nebraska” (Schulte, AP/BloombergBusinessWeek, 6/29;
Heineman statement, 6/28).
Nevada:  After the Supreme Court ruling, Gov. Brian Sandoval
(R) said the impact of the decision on was not immediately clear
but indicated that he is leaning toward not expanding the state’s
Medicaid program. Sandoval’s press secretary, Mary-Sarah
Kinner, said in a statement, “The governor does not intend to
automatically accept the Medicaid expansion” (Haynes et al., Las
Vegas Review-Journal, 6/28).
New Jersey: on Fox News’ “Fox and Friends” on July 3, Gov.
Chris Christie (R) said he is leaning toward not accepting federal
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funding to expand the state’s Medicaid program. He noted,
“Medicaid is pretty well expanded in our state already because of
the legacy of previous Democratic governors. So I don’t know if
there’s a lot more to do in New Jersey in that regard” (“Fox News
Insider,” Fox News, 7/3; San Francisco Chronicle, 7/3; Friedman,
Newark Star-Ledger, 7/3).
Texas: In an email responding to a query by American Health
Line, Lucy Nashed—deputy press secretary for Gov. Rick Perry (R)
—said Perry will be working with Attorney General Greg Abbott
(R) "and appropriate state agencies to determine the impact of the
Supreme Court decision on the state of Texas," adding that "the
governor has previously made clear, he has no interest in fast
tracking any portion of this bankrupting and overreaching
legislation. We will continue to call for the full repeal of the bill"
(Nashed email, 7/5). [updated on July 6 at 9:30 a.m.]

Leaning toward participating (3 states)

Arkansas: Gov. Mike Beebe (D) said he is inclined to proceed
with Medicaid expansion for his state given the “opportunity to
pay for it with taxes that are coming from … the federal
government,” he said at a news conference in Washington, D.C. “I
don’t want to send [tax money] to Massachusetts or California and
ignore our own people,” he added (Lyon, Arkansas News, 7/2).
Oregon: Gov. John Kitzhaber (D) said he is confident that the
Oregon legislature will approve a state Medicaid expansion, and
State Sen. Alan Bates (D) has expressed similar confidence, the
Associated Press reports. In an interview last week, Kitzhaber said,
“We’ll make a decision on whether or not to expand the Medicaid
program really based on, I think, the resources we have available
in the general fund for that purpose going forward” (Budnick, The
Oregonian, 7/3; Wong, Statesman Journal, 6/28; Cooper,
AP/Real Clear Politics, 6/28).
Rhode Island: In statement on his website, Gov. Lincoln Chaffee
(I) said, “I have fully committed to ensuring Rhode Island is a
national leader in implementing health reform whatever the
Supreme Court decision, and this just reinforces that
commitment.” According to Steven Costantino, the state’s
secretary of health and human services, “The expansion is easy to
do and makes sense” (Chaffee statement, 6/28; Radnofsky et al.,
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Wall Street Journal, 7/2).

Participating (10 states and District of Columbia)

California: California got a head start on expanding its Medicaid
program in November 2010, shortly after Obama signed the
Affordable Care Act into law. After the high court’s ruling, Gov.
Jerry Brown (D) issued a statement, “Today’s dramatic Supreme
Court ruling removes the last roadblock to fulfilling President
Obama’s historic plan to bring health care to millions of uninsured
citizens.” Duane Dauner, president of the California Hospital
Association, said in separate statement that he expects “California
will comply with the Medicaid expansion in the law, even though
it will increase the state’s costs in future years” (Office of Gov.
Brown release, 6/28; California Hospital Association release, 7/3).
Connecticut: Gov. Dannel Malloy (D) was among the first to sign
his state up for Medicaid expansion when Obama signed the law in
2010. Following the Supreme Court’s ruling preserving the
legislation, he responded, “it’s great … [and a] very important
decision for the people of Connecticut. 500,000 people would
have lost coverage if Republicans had their way” (Davis, WTNH,
7/28).
Delaware: Gov. Jack Markell—chair of the Democratic
Governors Association—said in a statement, “The Supreme Court’s
ruling enables Delaware to continue to implement provisions of
the Patient Protection and Affordable Care Act to provide access to
health care benefits for Delawareans,” adding, “On the Medicaid
front, Delaware already voluntarily expanded the state’s Medicaid
coverage program in 1996 to cover many Delawareans not
previously covered” (Office of Gov. Markell release, 6/28).
District of Columbia: “The District is not at risk of losing any
Medicaid funding as a result of this ruling, because District
officials have already begun implementation of the ACA’s
Medicaid-expansion provisions and will continue to implement the
expansion,” according to a statement from the office of D.C. Mayor
Vincent Gray (D) (Executive Office of the Mayor release, 6/28).
Hawaii: Gov. Neil Abercrombie (D) said in a statement after the
ruling, “The Affordable Care Act is our ally” in the effort to
“support a healthcare system that ensures high quality, safety and
sustainable costs.” Pat McManaman, the state’s director of the
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Department of Human Services, said starting next month Hawaii’s
Medicaid eligibility requirements will be in line with federal
guidelines under the overhaul, meaning an additional 24,000
people will be eligible for the program by 2014 (Office of Gov.
Abercrombie release, 6/28; Garcia, AP/CBS News, 6/29).
Illinois: Gov. Pat Quinn (D) on Thursday praised the court’s
decision and said he “will continue to work with President Obama
to help working families get the healthcare coverage they need,”
including expanding Medicaid (Office of the Governor release,
6/28; Thomason, Rock River Times, 7/3).
Maryland: Gov. Martin O’Malley (D) in a statement said the
Supreme Court’s decision “gives considerable momentum to our
health care reform efforts here in Maryland,” adding that the state
will move forward to implement the overhaul (Office of the
Governor release, 6/28).
Massachusetts: Gov. Deval Patrick (D) said Massachusetts is “an
early expansion state as you know and we’re expecting further
resources from federal government to sustain the experiment here
in Massachusetts.” Patrick said the ruling is “good news for us”
Patrick said (Walker, YNN, 6/28).
Minnesota: “Today’s ruling will be met with relief by the
Minnesotans whose lives have already been improved by this law,”
Gov. Mark Dayton (D) said in a statement on Thursday. Dayton in
2011 used federal money to expand Medicaid early to 84,000
adults with annual incomes below $8,400 (Lohn, AP/San
Francisco Chronicle, 6/28).
Vermont: Gov. Peter Shumlin (D) said Vermont’s Medicaid
program already meets the requirements under the health reform
law’s Medicaid expansion, WCAX reports (Steimle, WCAX, 7/1).
Washington: Gov. Chris Gregoire (D) "supports the Medicaid
expansion—and Washington will move forward," Karina Shagren—
a deputy communications director in Gregoire’s  administration—
said in an email to American Health Line (Shagren email, 7/5).
[updated on July 5 at 1:35 p.m.]

Undecided/no comment (26 states)

Alabama: As of June 29, Gov. Robert Bentley (R) had not
decided whether Alabama will opt out of the Medicaid expansion,
according to Jennifer Ardis, Bentley’s press secretary, AP/CBS

4297



News reports. In a statement on his website, Bentley said, “I am
deeply disappointed by today’s Supreme Court decision,” but he
did not address the court’s ruling on the Medicaid expansion
(AP/CBS News, 6/29; Bentley statement, 6/28).
Alaska: As of Tuesday, Gov. Sean Parnell (R) has not made a
statement regarding Alaska’s intent to participate in the Medicaid
expansion, only saying in a release that “now with no penalty we
need to rethink what we’re going to do with Medicaid” and the
“expansion costs that are mandated” (Office of Gov. Parnell
release, 6/28; Coyne, Alaska Dispatch, 7/1).
Arizona: Gov. Jan Brewer (R) in a statement following the
Supreme Court ruling repeated her call for the entire law to be
repealed but did not directly address the expansion. House
Speaker Andy Tobin (R), however, said budgetary issues in the
state and a conservative political climate will make expanding
Medicaid difficult. “We’re going to have to sit down and weigh
carefully what is reasonable to expect of our political leaders,” he
said. “I don’t see us going along with the expansion if it’s not
mandated,” Tobin added. “It’s an ever-expanding cost, so it
continues to put pressure on the state budget when we’re barely
recovering as it is” (Brewer statement, 6/28; Reinhart, Arizona
Central, 6/28; Young, Huffington Post, 7/2).
Colorado: Gov. John Hickenlooper (D) at a press conference on
June 28 gave only a lukewarm nod to the Medicaid expansion. He
said, “Well, we’ll see. We’re certainly looking at that. We’re
probably a little bit premature, but we’re certainly looking at it
and trying to figure out a way we can do that and still live within
our means” (McCrimmon, Health Policy Solutions, 7/2; AP/CBS’
“Moneywatch,” 6/29).
Georgia: As of July 2, Gov. Nathan Deal (R) had not yet decided
whether Georgia would opt out of the Medicaid expansion, the
Chattanooga Times Free Press reports. Over 10 years, the
expansion is projected to cost Georgia about $4.5 billion, “money
we don’t have,” Deal spokesperson Brian Robinson said (Sher,
Chattanooga Times Free Press, 7/2).
Idaho: Gov. C.L. “Butch” Otter (R) this week did not indicate his
preference on whether Idaho would widen Medicaid coverage
(AP/KTVB, 7/1; Messick, StateImpact Idaho, 6/29).
Indiana:  In a press release Gov. Mitch Daniels (R) said, “Any
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decision to expand Medicaid in 2014 is entirely the province of the
next General Assembly and governor.” On Thursday Daniels told
reporters “If it’s optional as I’m advised that it is, that’ll be a
decision for future legislators to make” (Office of Gov. Daniels
release, 6/29; AP/Lafayette Journal and Courier, 7/2;
“Moneywatch,” AP/CBS News, 6/29; Wilson, AP/San Francisco
Chronicle, 6/28).
Kansas: In an email responding to a query by American Health
Line, Sherriene Jones-Sontag—communications director and press
secretary for Gov. Sam Brownback (R)—said Brownback believes
"this is now a political issue that will be resolved by the American
people in the November elections" and "he will wait until after the
November elections before making any decisions related to
ObamaCare." [updated on July 6 at 9:30 a.m.]
Kentucky: Gov. Steve Beshear (D) on June 28 said, “We continue
to review the Supreme Court’s opinion, particularly on the
Medicaid portion of the Affordable Care Act to determine what our
options may be.” He also noted that he soon would issue an
executive order to create a health insurance exchange (Office of
Gov. Beshear release, 6/28; AP/Evansville Courier & Press, 6/28).
Maine: Gov. Paul LePage (R) said in a statement on June 28, “It
is a sad day, and it is now up to the American people to demand
full repeal of Obamacare.” The governor did not directly address
the Medicaid expansion in his statement. The state Legislature and
LePage approved reductions in Medicaid spending earlier this
year, and Maine Department of Health and Human Services
Commissioner Mary Mayhew said the state “will follow federal
procedures and submit state plan amendments within the coming
weeks that will outline the Medicaid reductions that were enacted
by the Maine Legislature” (Office of Gov. LePage release, 6/28;
Farwel, Bangor Daily News/Lewiston Sun Journal, 6/29).
Michigan: As of July 1, Gov. Rick Snyder (R) had not decided to
whether Michigan will opt out of the Medicaid expansion, the
Lansing State Journal reports. Snyder spokesperson Sara Wurfel
said the administration wants to examine the cost of the expansion
to assess the “best course of action” for the state. Meanwhile,
Republican lawmakers, who control both chambers of the state
legislature, have not committed to the expansion (Davis, Lansing
State Journal, 7/1).
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Montana: Montana Gov. Brian Schweitzer (D), through a
spokeswoman, declined to comment on the court’s decision.
Schweitzer expressed deep reservations about the Medicaid
expansion and effect on Montana’s budget. “Here’s what I
know,” Schweitzer in February 2011 said, “that unless we
challenge the underlying costs of health care … it will bankrupt the
states because there’s no way of decreasing the cost of health care
under the current system” (Dennison, Gazette State Bureau, 6/28;
Drake, Montana Watchdog, 7/2).
New Hampshire: As of July 1, Gov. John Lynch (D)—who in the
past has voiced concern over how the government would pay for
the Medicaid expansion—had made no statement on whether New
Hampshire would opt out of the Medicaid expansion, the Nashua
Telegraph reports. In a June 28 statement on his website, Lynch
noted that the state has “been preparing to implement the
Affordable Care Act and will continue doing so in a way that best
fits New Hampshire” (Landrigan, Nashua Telegraph, 7/1; Lynch
statement, 6/28).
New Mexico: Gov. Susana Martinez (R) has not decided whether
the state will expand Medicaid, according to spokesperson Scott
Darnell. He said, “The governor is reviewing today’s Supreme
Court decision and will proceed in a manner that best protects the
safety net for the most vulnerable New Mexicans in a responsible
and sustainable manner” (Massey, AP/San Francisco Chronicle,
6/28).
New York: As of July 2, Gov. Andrew Cuomo (D) had not made a
statement on whether New York would participate in the Medicaid
expansion. In a release last week, the governor said, “I am pleased
the Supreme Court upheld this law,” adding that he looked
forward to working with the “Obama administration to ensure
accessible, quality care for all New Yorkers (Office of Gov. Cuomo
release, 6/28; The Journal News, 6/29; Caruso, San Francisco
Chronicle, 6/28).
North Carolina: As of July 3, Gov. Beverly Perdue (D) had not
made any public statement about her state’s participation in the
Medicaid expansion. However, in a statement responding to the
Supreme Court’s decision, Perdue said she is “committed to
continuing to move forward … to ensure that all North Carolinians
have affordable, reliable health coverage.” Meanwhile, a
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spokesperson for Perdue said the governor has been in contact
with HHS Secretary Kathleen Sebelius about the Medicaid
expansion and will review the Supreme Court’s ruling to
determine how it might affect North Carolina (Office of Gov.
Perdue release, 6/28; Dalesio, CBS News, 6/28; Jarvis/Bonner,
Winston-Salem Journal, 6/29).
North Dakota: As of Tuesday, Gov. Jack Dalrymple (R) had not
made a statement about his state’s intent to participate in the
Medicaid expansion. However, in a statement responding to the
Supreme Court’s ruling, Dalrymple said the health reform law “is
wrong for North Dakota,” adding that its “citizens want the
freedom to make their own decisions about their health-care
coverage.” Dalrymple has said that his staff is analyzing the court’s
ruling, but it is unclear whether the state will participate in the
Medicaid (Office of Gov. Dalrymple release, 6/28; MacPherson,
AP/San Francisco Chronicle, 6/28).
Ohio: Gov. John Kasich (R) on Monday said he has not decided
whether his state will participate in the Medicaid expansion and he
does not plan to set a “deadline” to make his decision. The head of
the state’s Office of Health Transformation also said the state must
first determine how to cover the additional Medicaid costs the
state would incur even if the state does not participate in the
expansion. In a statement on the Supreme Court’s ruling, Kasich
said, “We are very concerned that a sudden, dramatic increase in
Medicaid spending could threaten Ohio’s ability to pursue needed
reforms in other areas” (Office of Gov. Kasich release, 6/28;
Tribble, Cleveland Plain Dealer, 7/2; Columbus Business First,
7/3; Candisky, Columbus Dispatch, 7/3).
Oklahoma: Gov. Mary Fallin (R) has not yet decided whether
Oklahoma will opt of the Medicaid expansion, Tulsa World
reports. Fallin said, “Certainly I am hoping that we’ll elect a new
president and we’ll be able to change faces … in the (Democratic-
controlled) U.S. Senate that we can once and for all overturn the
federal health care bill” (McNutt, The Oklahoman, 6/29; Greene,
Tulsa World, 7/3; McGuigan, Tulsa Today, 7/2).
Pennsylvania: Gov. Tom Corbett (R) has not yet announced
whether Pennsylvania will opt out of the Medicaid expansion. He
said in a statement, “I think we can all agree there are
Pennsylvanians who need our help. However, expanding
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government bureaucracy, government programs and government
spending is not the answer” (Office of the Gov. Corbett release,
6/28, LoBasso, “PhillyNow,” Philadelphia Weekly, 7/3).
South Dakota: South Dakota: In an email responding to a query
by American Health Line, Joe Kafka—press secretary in Gov.
Dennis Daugaard’s (R) administration—said Daugaard “has made
no decision on [the] Medicaid expansion, which will be costly for
South Dakota, and he won’t make any decision on it until after the
election” (Kafka email, 7/5). [updated on July 6 at 9:30 a.m.]
Tennessee: As of July 2, Gov. Bill Haslam (R) had not yet
decided whether Tennessee would opt out of the Medicaid
expansion. After the Supreme Court ruling, Haslam told reporters,
“We don’t really know what we’re going to do … but the cost
impact to the state is very significant” (Sher, Chattanooga Times
Free Press, 7/2).
Utah: Gov. Gary Herbert (R) said is administration is conducting
a thorough legal and policy review of the Supreme Court ruling,
but he did not comment on whether the state would expand its
Medicaid program (Stewart, Salt Lake Tribune, 6/29; AP/San
Francisco Chronicle, 6/28).
Virginia: Gov. Bob McDonnell (R) has made statements
indicating that he is against the Medicaid expansion, but has
declined at this point to comment definitively on whether Virginia
will opt out of it. McDonnell said he will review the state’s options
in the upcoming weeks (Martz, Richmond Times-Dispatch, 7/1;
Millman, Politico, 6/29).
West Virginia: Gov. Earl Ray Tomblin (D) has not yet
announced whether West Virginia will proceed with the Medicaid
expansion. In a statement, Tomblin said, “We know what the law
is but as I’ve said before, I will continue to do what is best for
West Virginia… We’re going to review the Supreme Court’s ruling,
and work with our federal delegation on how we move forward”
(Smith, AP/San Francisco Chronicle, 6/28; Office of Gov. Tomblin
statement, 6/28).
Wyoming: Gov. Matt Mead (R) in a statement said he will study
the Supreme Court’s ruling and the health reform law more
carefully before making any implementation plans for Wyoming,
but he believes “the ACA is not a good fit” for the state (Office of
Gov. Mead release, 6/28; Wolfson, Billings Gazette, 6/28).

4302



You May Also Like

·         The Final Ruling: Assessing the Implications of the
Supreme Court's Decision on the Affordable Care Act

July 9, 2012 | Webconference | Health Care Advisory Board

Explore the strategic, financial, operational implications of the
Supreme Court's decision for hospitals and health systems, and
discuss the political debate on the future of health care as we
move into the election season.
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From: Lindsay Russell
To: Lindsay Russell
Subject: FW: Wisconsin Survey a Microcosm of Obamacare"s Flaws
Date: Monday, August 29, 2011 9:29:52 AM

Good morning,
Late last week, the governor’s office in Wisconsin released a report analyzing the impact of
Obamacare on the state and its insurance markets. 
 
Lindsay Russell
Public Policy Advisor 
Republican Governors Public Policy Committee | RGA
1747 Pennsylvania Avenue, NW, Suite 250 | Washington, DC 20006
P: (202) 662-4149 | 
 
 

From: Jacobs, Chris (RPC) [mailto:Chris_Jacobs@rpc.senate.gov] 
Sent: Monday, August 29, 2011 9:55 AM
To: Jacobs, Chris (RPC)
Subject: Wisconsin Survey a Microcosm of Obamacare's Flaws
 

Losing Coverage:  According to the report, “very few” Wisconsin residents will keep their
current individual market coverage thanks to Obamacare’s restrictions.  Instead, 150,000
individuals will give up their current coverage to move to the government-regulated
Exchanges.  An additional 100,000 individuals will lose access to employer-sponsored
coverage, because the firms they work for will decide to drop coverage instead.
 
Mandates Raising Price of Insurance:  Nearly two in five (38%) participants in Wisconsin’s
individual market will be forced to buy richer coverage than they have now, due to the new
mandates and insurance restrictions included in Obamacare.
 
Higher Premiums:  Government mandates will raise individual market premiums for more
than four in five participants – more than 41% of participants face premium increases of
more than 50% before federal insurance subsidies are applied. 
 
Winners and Losers:  Even AFTER federal insurance subsidies are applied, 59% of individual
market participants will pay more – an average of nearly 31% more – for their coverage, so
that a smaller minority can pay less.  To take one example, costs in the individual market for
Wisconsin residents aged 19-29 will go up by a whopping 34%, so that costs for residents
aged 55-64 can go down by $31, or a mere 1%.  And Wisconsin’s more than 5.5 million
residents will pay higher federal taxes – on their drugs, income, and insurance premiums, to
name but a few examples – so that only about 220,000 newly insured will receive taxpayer-
financed insurance under Obamacare.
 
Government-Forced Insurance:  340,000 individuals in Wisconsin will obtain coverage
under Obamacare, but that if the individual mandate were repealed (or struck down as
unconstitutional), coverage would only increase by 60,000.  In other words, nearly 300,000
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Wisconsin residents will obtain health coverage not because they want to purchase it, but
because the federal government is forcing them to do so.

 
What IS surprising however is the fact that the report was commissioned last year by the Democrat
then-Governor, and completed by Jonathan Gruber, who was a paid – though undisclosed –
consultant on Obamacare itself.  If even an Obamacare supporter reaches conclusions this ominous
about the impact of the statute on one state, how can Democrats continue to defend their flawed,
2700-page law?
 
Chris Jacobs
Health Policy Analyst
Republican Policy Committee
(202) 224-2946
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From: Debbie Hohlt
To: Marie Sanderson; Dona DeLeon; Lauren.kintner@nebraska.gov; Katie Altshuler
Subject: FW: WSJ Articles
Date: Wednesday, November 16, 2011 1:33:55 PM

What do we do with this????

Deborah Hohlt

202-624-1474 (office)

 (cell)

 

·       OPINION

·       NOVEMBER 16, 2011

Another ObamaCare Glitch
Congress made a legal mistake while rushing through the health law.
Now it's come back to haunt the administration.

By JONATHAN H. ADLER AND MICHAEL F. CANNON

Even if ObamaCare survives Supreme Court scrutiny next spring, its trials will be far
from over. That's because the law has a major glitch that threatens its basic
functioning. It's so problematic, in fact, that the Obama administration is now
brazenly trying to rewrite the law without involving Congress.

The Patient Protection and Affordable Care Act offers "premium assistance"—tax
credits and subsidies—to households purchasing coverage through new health-
insurance exchanges. This assistance was designed to hide a portion of the law's
cost to individuals by reducing the premium hikes that individuals will face after
ObamaCare goes into effect in 2014. (If consumers face the law's full cost, support
for repeal will grow.)

The law encourages states to create health-insurance exchanges, but it permits
Washington to create them if states decline. So far, only 17 states have passed
legislation to create an exchange.

This is where the glitch comes in: ObamaCare authorizes premium assistance in
state-run exchanges (Section 1311) but not federal ones (Section 1321). In other
words, states that refuse to create an exchange can block much of ObamaCare's
spending and practically force Congress to reopen the law for revisions.
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Getty Images

The Obama administration wants to avoid that legislative debacle, so this summer it
proposed an IRS rule to offer premium assistance in all exchanges "whether
established under section 1311 or 1321." On Nov. 17 the IRS will hold a public
hearing on that proposal. According to a Treasury Department spokeswoman, the
administration is "confident" that offering premium assistance where Congress has
not authorized it "is consistent with the intent of the law and our ability to interpret
and implement it."

Such confidence is misplaced. The text of the law is perfectly clear. And without
congressional authorization, the IRS lacks the power to dispense tax credits or spend
money.

What about congressional intent? Law professor Timothy Jost suggests that since
ObamaCare requires all exchanges to report information about premium assistance,
and it would be silly to impose that requirement on federal exchanges if their
enrollees were not eligible, that shows Congress could not have intended anything
but to provide assistance in federal exchanges. At least, he argues, there's enough
ambiguity here about Congress's intent that federal courts will permit the
administration to resolve it.

Not so fast. The Supreme Court has increasingly limited such deference to cases
where the text of the law—rather than Congress's intent—is ambiguous. In this case
the language of the law is clear, as even Mr. Jost admits.

The health law's authors in Congress deliberately chose to pass the bill with known
imperfections and to use the reconciliation process to make only limited
amendments. Writing a perfect bill would have required too many votes and risked
failure. If what they passed was an imperfect bill with no premium assistance in
federal exchanges, then that is what Congress intended.

And there are plausible reasons why Congress may have wanted to limit assistance
to state-run exchanges—including encouraging states to create exchanges so that
the federal government doesn't have the burden.

Supporters of ObamaCare, including George Washington University's Sarah
Rosenbaum, have argued that nobody will have standing to challenge the IRS rule in
court. That's not the case.

Under the law, employers must pay penalties when their employees receive premium
assistance—a measure designed to encourage employers to keep offering coverage.
Any employer whose employees receive premium assistance through a federal
exchange would therefore suffer harm from the IRS rule and would have standing to
challenge these illegal tax credits and outlays.

Public-interest lawyers could file suit as soon as the IRS rule becomes final and they
find an employer that will be harmed. Any firm that doesn't offer health benefits and
that employs lots of full-time, low-skilled, young workers in a state that fails to
create an exchange should suffice. A successful challenge would block the law's
employer mandate in that state.

In addition, under the Congressional Review Act, a simple (filibuster-proof) majority
vote in each chamber of Congress could send to President Obama's desk a
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resolution blocking this IRS rule. Even if Mr. Obama vetoed the resolution (taking
personal responsibility for this assault on the rule of law), a future president could
still rescind the rule. Quite a perilous situation in which to leave the president's
signature accomplishment.

Like the rest of the nation, the Obama administration wants a different health-care
law than the one we got. But that doesn't give it the authority to rewrite the law by
fiat.

Mr. Adler is professor of law and director of the Center for Business Law and
Regulation at Case Western Reserve University. Mr. Cannon is director of health
policy studies at the Cato Institute.
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From: Alex Pettit
To: Katie Altshuler; Denise Northrup
Subject: Fw: WSJ CIO NEWS ALERT: Supreme Court Reboots Health IT
Date: Thursday, June 28, 2012 11:01:13 AM

We're going to put together the deadlines for the IT deliverables and when we meet again I will go over
and outline options. 

Thanks.
Sent from my Blackberry

----- Original Message -----
From: WSJ.com Editors [mailto:access@interactive.wsj.com]
Sent: Thursday, June 28, 2012 09:19 AM
To: Alex Pettit
Subject: WSJ CIO NEWS ALERT: Supreme Court Reboots Health IT

__________________________________
CIO News Alert
from The Wall Street Journal

The U.S. Supreme Court’s decision to uphold most aspects of the Affordable Care Act means hospitals
will receive more federal funds to provide holistic health care, and that will have an impact on
technology deployments in the health care industry.

Many of the incentives that provide federal funds to hospitals and other care providers who digitize
patient heath records are provided by the HITECH Act, which was part of the American Recovery and
Reinvestment Act passed in 2009. Those are not affected by the Court’s decision. But the ACA does
provide incentives for health care givers and organizations to organize themselves to charge for healthy
outcomes rather than piecemeal for each service.

As Rachael King reported recently for CIO Journal, much of the ACA involves reforms in the health-care
delivery system, such as increasing physician efficiency and improving care and outcomes for patients.
According to Zeynep Sumer, vice president of regulatory and professional affairs at the Greater New
York Hospital Association, the initiatives funded in the ACA, such as the bundled payments initiative, do
contain a significant technology component. Under that initiative, Medicare will pay for services delivered
across an episode of care such as heart bypass or hip replacement. The idea is to give doctors and
hospitals new incentives to coordinate care, eliminate duplication of services, lower preventable medical
errors and lower costs. “It can’t be achieved without the implementation of technology,” said Sumer.

As technology plays a greater role in coordinating and managing patient care, CIOs need to be able to
connect the dots between technology and how technology can facilitate that care, said Sumer.

Read More: http://blogs.wsj.com/cio/2012/06/21/health-care-technology-will-survive-if-obamacare-is-
overturned/?mod=djemalertCIOnews

__________________________________
SUBSCRIPTION INFORMATION

TO UNSUBSCRIBE DIRECTLY from this list, go to:
http://setup.wsj.com/EmailSubMgr/do/delete?addr=alex.pettit@osf.ok.gov&id=333
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Your request will take effect within 48 hours.

TO VIEW OR CHANGE any of your e-mail settings, go to the E-Mail Setup Center:
http://online.wsj.com/email
You are currently subscribed as alex.pettit@osf.ok.gov

FOR FURTHER ASSISTANCE, please contact Customer Service at 1-800-JOURNAL (1-800-568-7625)
between the hours of 7 am - 10 pm Monday - Friday ET and 8 am - 3 pm Saturday ET or e-mail
onlinejournal@wsj.com.
__________________________________
Copyright 2012 Dow Jones & Company, Inc. All Rights Reserved.
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From: 
To: 
Subject: 
Date: 

[g 

Reed Downey 

;. 
Fw: WSJ.com - Opinion: ObamaCare"s Bogus Cost Savings 

Wednesday, March 14, 2012 11:51:23 AM 

* Please note, the sender's email address has not been verified. 

"We have to pass the bill to see what is in it" Nancy Pelois 
Now we are learning "Our worst nightmare" 
reed 

Click the following to access the sent link: 

[g WSJ.com - Opinion: ObamaCare's Bogus Cost Savings* This 
article will be available to non-subscribers of the Online Journal for up to 
seven days after it is e-mailed. 

Get your EMAIL THIS Browser Button and use it to email content from 
any Web site. Click here for more information. 

"This article can also be accessed if you copy and paste tile entire address below into your web browser. 
http:l/online.wsj.com/article_emaii/SB10001424052970203370604577261340363566590-
IMyQjAxMT AyMDEwNDExNDQyWj.html?rrooG=wsj_ share_ email_bot 
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From: 
To: 
Subject: 
Date: 

Reed Downey 

Fw: WSJ.com - Opinion: ObamaCare"s Costs Are Soaring 

Thursday, March 22, 2012 10:44:12 AM 

Speaker Pelosi was right now that the Affordable Healthcare Act is Law. We learn more and more 
about what's in the law 
with even greater revelations to come when it is fully implemented. 

reed 

[g H 
* Please note, the sender's email address has not been verified. 

You have received the following link from ti:i:dJ@s;gx,os:J;: 

Click the following to access the sent link: 

[g WSJ.com - Oa;!inion: ObamaCare's Costs Are Soaring* This article 
will be available to non-subscribers of the Online Journal for up to seven 
days after it is e-mailed. 

[g H 

Get your EMAIL THIS Browser Button and use it to email content from 
any Web site. Cl ick here for more information. 

"This artide can also be accessed if you copy and paste the entire address below into your web browser. 
http11online.wsj.coffilartiele _ emaii/SB 10001424052702304724404577289363234579868-
IMyQjAxMT AyMDiwMDEyNDAyWj htm?mod=wsj_share _email_ bot 
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From: Marie Sanderson
To: Katie Altshuler
Subject: Fw:
Date: Wednesday, March 28, 2012 10:51:28 AM

From: Mike Schrimpf 
To: Lindsay Russell; Marie Sanderson 
Sent: Wed Mar 28 11:43:00 2012
Subject: 

This should be the final version. We know that OK, MI and NJ aren’t participating and this has 26
 

 
FOR IMMEDIATE RELEASE
 
CONTACT
Mike Schrimpf, 202-662-4147
mschrimpf@rga.org

 
GOP Governors Detail the Cost of Obamacare on the States

 
As the Supreme Court today hears arguments about the impact upon the states of expanding
Medicaid, the Republican Governors Association released information from states highlighting the
costs of expanding Medicaid and implementing the health care law.
 
“President Obama’s federal health care takeover was enacted by Democrats in Congress over the
objection of governors and with little regard for the costs to the states,” said RGA Chairman Bob
McDonnell. “The federal health care law shifts billions of dollars in unfunded, long-term costs to
state governments while restricting the ability of governors to craft Medicaid solutions for the
citizens of their states. This one-size-fits-all approach is yet another reason why the health care law
needs to be replaced, and Republican governors have offered a blueprint for true reform. The
current law is simply unaffordable, unsustainable and unworkable.”
 
Costs to the States:
 

Alabama
 
The implementation of Obamacare will increase the costs of state government immediately and
in the near future.
 
The overall Medicaid budget alone is expected to increase from $6.3 Billion in 2012 to $13.2
Billion at the beginning of the 2020 fiscal year.
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Medicaid Expansion Details

·         By 2014, Alabama expects to add up to 534,000 new enrollees to Medicaid. This
is due to mandated eligibility to anyone under age 65 who has an income of less
than 133% of the federal poverty level.

 

·         Alabama is also required to provide subsidies to adults earning between 134% and
400% and children with incomes between 301% and 400%. This expansion would
increase Medicaid eligibility from the current 21% of the state’s population to
about 40% of the population.

 

·         Nearly 1,000 new primary care physicians will be needed to care for this new
population.

 

·         This cost of services for the new eligibles would initially be borne by the federal
government, but that support would fade to 90% of the cost by 2020.

 

·         HCR legislation does not provide any additional funds to the state to certify enroll
and manage the new recipients.

 

·         Administrative costs alone will require an estimated $389 million in state funds.
Eligibility system changes will be required to add new enrollees, to differentiate
between those eligible under new vs. previous rules (each with different matching
rates) and to allow information to flow back and forth between subsidy plans and
Medicaid.

 
Alaska

 
Alaska continues to be hampered in its efforts to manage the costs of its Medicaid program and
continues to see Medicaid population increases.  For the first time in recent history the Budget
of the Department of Health and Social Services (Medicaid Authority) has surpassed that of the
Department of Education and is projected to continue to grow ahead of inflation.
 
For FY2013 it is projected that Alaska will need an additional $45 million in state general funds
to cope with program growth and another $129 million in state general funds to offset the loss
of enhanced federal Medicaid funding.  Alaska continues to be faced with substantial growth in
Medicaid caseloads and utilization and forecasts an over 20 percent increase in Medicaid state
general fund expenditures.
 
The State of Alaska continues to narrow projections on estimating the total cost of the ACA over
the long term. However, a June 2010 preliminary analysis of the Medicaid impacts reflects that
cumulative state general fund spending will increase by $100M million, through 2020. While
direct care spending in the early years is offset by increased federal match rates, spending in
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later years paints an even more concerning picture for Alaska's future and the ever increasing
impact of Medicaid expansion on the State budget while oil throughput continues to decline.
 

Arizona
 

The mandatory Medicaid expansions in PPACA, and the woodwork created by these expansions,
are expected to cost Arizona over $550 million in the next three fiscal years. Once fully
implemented in the latter half of this decade, PPACA is anticipated to increase Arizona’s annual
Medicaid obligations by almost $500 million per year. Furthermore, because Arizona expanded to
100% of the Federal Poverty Level before the passage of the PPACA, it receives a lower matching
rate for those populations than other states that did not expand (who will initially receive full
federal financing).

 
Over the four year period of the recession, while overall state spending decreased, Medicaid
spending soared by 63 percent, to the point where it accounted for nearly 30 percent of the state
general fund in the recently-completed FY 2011. During the recession, Arizona’s projected
deficits spiked, which necessitated a series of aggressive, unprecedented steps in order to return
the State to fiscal stability. An important element of this effort was the paring back of Arizona’s
Medicaid program in FY 2012, which will be undermined by the mandated increases in
population due to the PPACA.
 

Florida
 
According to Florida’s Agency for Health Care Administration, ObamaCare’s Medicaid expansion
will force Florida to spend an additional $1.5 billion and force an additional 1.8 million Floridians
to enroll in Medicaid in four years.

 
Georgia

 
The projected impact of the Medicaid expansion in Georgia is significant.  In January 2014, an
estimated 650,000 additional members will be added to our state Medicaid and CHIP programs. 
This federally mandated expansion will increase state spending by at least $2.4 billion between
FY2010-FY2020 alone. That said, the cost could soar substantially higher because there are more
federal regulations to come and initial spending could spike because of the pent-up demand of
new members. The Georgia Department of Community Health is continually reassessing the
impact of the Medicaid expansion mandate.
 

Idaho
 

Idaho estimates between 150,000 and 200,000 new eligibles could be added to the Medicaid
caseload when new expansion rules are implemented which could mean an 40-percent increase
in participation compared to Idaho’s current caseloads.  The overall Medicaid benefit cost
attributed to PPACA Medicaid provisions in the State of Idaho is conservatively estimated to be
$228 million in State funds by 2020.  In preparation for the PPACA 2014 changes, Medicaid
system readiness is estimated to cost $34.8 million, of which Idaho’s share will be $3.48 million.
 
Idaho is purposely holding off on changes related to the Medicaid expansion requirement
because of the uncertainty surrounding the Supreme Court’s decision, 2012 elections and State
legislative decisions which could drastically impact how Medicaid expansion is implemented and
designed.  The State anticipates the cost to meet the new Medicaid expansion requirement will
be approximately $9 million.  That does not include the cost of operational and personnel needs
related to the expansion. 
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In addition, the limited nature of the federal timelines and lack of final rules has forced Idaho to
design a phased approach to accommodate the uncertainty surrounding Medicaid.  Idaho is
working on modernization, expansion and connection phases – all of which depend on the
Supreme Court decision and 2012 elections. 
 

Indiana
 
The additional enrollees will cost between $2.5 and $3.1 billion to Indiana’s Medicaid
expenditures for the period 2014 to 2020.
 
A fully state-operated Exchange is expected to cost the State between $57.7-$83.4M annually. This is in
addition to the cost of the Medicaid expansion. Even if the State decides not to operate an Exchange, there
will still be costs associated with eligibility for premium tax credits.  Therefore, a fully federal Exchange
is expected to cost the State between $10.4-$18.3M annually.

 
Iowa

 
As recently as eight years ago, Iowa spent less than $2.5 billion in total Medicaid expenditures.
Total Medicaid spending in Iowa now approaches $4 billion and accounts for more than 15% of
Iowa General Fund expenditures.
 
When we entered office in January 2011, we were faced with replacing $540 million in one-time
money that was used to fund the on-going Medicaid entitlement. Medicaid remains a complex
funding source for health care that we manage very carefully. 
 
It is anticipated that the federal takeover of health care under the Affordable Care Act will
increase Medicaid enrollment by at least 150,000 people in Iowa. In 2014, the first year of
implementation, our Medicaid population will grow from 400,000 to more than 550,000 covered
lives in a state where our population is just over 3 million people. The total cost of this
expansion is estimated to be between $180 to $818 million (with mid-point estimate of $255
million) in the first year, with the state picking up an increasing share of this cost over time. The
uncertainty surrounding the wide range of potential costs is alone cause for concern.
 
Despite the federally mandated expansion of the Medicaid program, Iowa and other states will
have less flexibility than ever before to effectively and efficiently manage this entitlement that is
vital for so many of our vulnerable citizens. Federal maintenance of effort (MOE) requirements
continue to tie the hands of state policymakers, forcing a continual squeeze on health care
providers and diverting benefits from those who need them most. 

 
Kansas

 
Without flexibility to reform Medicaid to improve outcomes and reduce costs, Kansas will
continue to see increases in Medicaid spending. Kansas’ Medicaid budget has ballooned from
$2.4 billion in 2008, at the onset of federally mandated maintenance of effort (MOE)
requirements, to what will reach nearly $3 billion in 2013 without reforms. In the same period,
enrollment will have increased from 293,000 to almost 400,000 -- all before the mandated
PPACA expansion. 
 
An example of the rigidity of the MOE requirements in the ARRA, and extended by PPACA, is the
federal response to the Kansas Legislature's move in 2010 to adjust family premiums in the CHIP
program by $40 a month. CMS did not approve it, citing MOE. Instead, HHS offered an option to
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raise premiums that would have amounted to about 50 cents per month on a typical premium. 
 
Kansas has proposed to acquire the flexibility it needs to remake Medicaid in a two-track
Section 1115 demonstration project. The first track will address authorities needed to
implement KanCare, an integrated, person-centered care coordination model that will
incorporate nearly all Medicaid and CHIP populations and services, including long term services
and supports. The second track proposes a global waiver, more specifically an outcomes-based
Medicaid and CHIP program under a per capita block grant, fundamentally redefining the
federal-state relationship in Medicaid and providing a model for reform that honors the
program's statutory goal of improving the health of Americans in the greatest need.

 
Louisiana

Obamacare is expected to cost Louisiana a total of $7 billion in additional state general funds
over the next 10 years.

Obamacare will increase Medicaid rolls by 645,843 over the next 10 years at a cost of $3.69
billion in state general funds.

High costs of the IT systems needed to implement the expansions and the link to the Exchange
(whether state-run or federal) are estimated to cost $162 million in state general funds.

Increase payments to primary care providers, increased utilization for physicians and hospitals
are estimated to cost $2.6 billion in state general funds.

Maine
 

Maine’s Medicaid program has experienced an increase in enrollment from 314,000 in June 2009
to 336,000 in June, 2010, and total spending in Maine’s Medicaid program has increased by over
one billion dollars since 2002. Over the last several years, Medicaid rates for healthcare providers
have also been repeatedly cut to address the ongoing financial shortfalls in Medicaid as a result of
increasing enrollment and utilization. As a result of these reductions, some Maine physicians
have closed their practices to Medicaid patients significantly reducing access to primary care
services for Medicaid beneficiaries. All of the above challenges will be exacerbated by ACA. As
Maine struggles to confront a shortfall of more than $800 million in the next biennial budget and
the requirement to adopt a balanced budget, it is imperative that the Governor and the Legislature
have the necessary flexibility to comprehensively manage the Medicaid program and to make
necessary changes to effectively reduce total spending in the program.

 
Mississippi

 
The overall cost to implement PPACA in Mississippi is estimated to be $1.7 billion over the next
ten years, including an additional $443 million in year ten.
 

Nebraska
 
In addition, based upon preliminary professional consultant projections, the State of Nebraska
estimates that it will cost anywhere from $61.4 million to $86.9 million to build a Health
Insurance Exchange in Nebraska. Due to the changing nature of the health insurance exchange
project and the instability of the federal government’s promulgation of final rules and
regulations, the State projects that a state exchange annual operating budget would be $17.5
million per year starting in 2016.
 

Nevada
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In April of 2010, the Nevada Department of Health and Human Services estimated the General
Fund impact of implementing the Affordable Care Act was $574 million from 2014 through
2019.

 
New Mexico

 
With the implementation of Obamacare, New Mexico is poised to add an additional 130,000 –
175,000 individuals to the Medicaid program with an additional cost of $300 million - $600
million between 2014 and 2019.
 

North Dakota
 
With the implementation of Obamacare, North Dakota’s current estimate for additional
Medicaid spending is $106 million over 10 years.

 
Ohio

 
The estimated cost to Ohio from the first year to 2019 is over $2.7 billion for Medicaid services.
These estimates do not include the cost of increases in administration of the program. The long-
term sustainability of the program is called into question, unless Ohio is given new options on
how to manage the program.

 
Pennsylvania

 
Pennsylvania's Medicaid spending has doubled over the past ten years and it now comprises
31% of the state’s budget. It has grown four times faster than K-12 spending, and nine times
faster than transportation spending.  Even before the healthcare bill passed, Medicaid has been
on an unsustainable path.  Under this law, these statistics will only get worse.  Pennsylvania will
see an additional 800,000 individuals on the Medicaid rolls adding a significant burden to the
budget and taxpayers. As the Medicaid population continues to increase and state revenues
continue to not keep pace, the mandates of the maintenance of effort requirement and the lack of
any meaningful flexibility within the program will  severely hamper virtually all other aspects of
the state budget.  States simply cannot afford Obamacare.  Their budgets will be crushed by the
Medicaid expansion that the federal establishment is forcing on them.  Americans deserve a
vibrant, robust, competitive and transparent health care system that puts patients and quality
first, focuses on personal responsibility, not a large government takeover that shifts the costs
from the federal government to state tax payers.  

 
South Carolina

 
Medicaid enrollment will increase by 54% or 510,000 individuals in 2015 as a result of the
Affordable Care Act.  176,000 of these persons will drop private insurance to go on Medicaid.
The additional costs to state taxpayers between State Fiscal Year 2014 and State Fiscal Year 2020
ranges from $1.15 billion to $2.5 billion dollars depending on assumptions of participation rate
and increases in physician fees resulting from physician shortages created by the new law.
 

South Dakota
 

South Dakota estimates it will cost at least $99.7 million in state funds through 2019 to comply
with the Medicaid requirements of the PPACA.
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This burden coupled with the inability to change other parts of the Medicaid program due to the
MOE requirements will result in rate cuts to providers.

 

Providers that cannot absorb these cuts may stop taking people eligible for Medicaid, or may stop
providing services altogether.

 

This would have a hugely detrimental effect on a very rural state, including citizens that rely on
Medicaid for their health care and communities that may see their health care providers leave or
quit. These unintended consequences of the MOE provisions in the PPACA are
counter-productive of its larger goal to help Americans get access to the health care they need.
 

Tennessee
 

Tennessee's Medicaid program is continuing to experience budgetary challenges in the coming
fiscal year, as state revenues continue their slow climb back to pre-recession levels.
Unfortunately, the MOE requirements limit the flexibility needed to make important changes to
the program as we deal with such issues. For instance, TennCare could save $16 million alone
just by modifying nursing facility level of care requirements that would bring Tennessee in line
with the criteria of other states and rebalance its long-term care system in order to serve more
people with lesser levels of need in more cost-effective home and community-based settings
while targeting the more expensive long-term care services to persons with higher acuity of
need. However, we have yet to receive approval to make such a change.
 
At a time when Tennessee is already facing budget difficulties and the ACA is expected to cost
the state in excess of $1.5 billion over five years, we must have the flexibility necessary to make
common sense adjustments to the program.
 

Texas
 

Medicaid is consistently one of the biggest expenses all states face. It accounts for a quarter of
the state budget in Texas. The Affordable Care Act expands Medicaid without reforming the
program.
 
ACA will increase Medicaid enrollment in Texas by nearly 2 million people and cost the state $27
billion over 10 years.

States have received little federal guidance on key ACA provisions, including the primary care
rate increases which is required starting in 2013.  Additionally, guidance is needed on Medicaid
Benchmark Benefits, eligibility changes, FMAP methodology and numerous other provisions.

Lack of timely guidance makes it impossible for states to effectively plan for the mushrooming
Medicaid caseloads that the law will create. HHSC needs final, detailed guidance from the
federal government to determine the full impact of certain ACA provisions on the Texas
Medicaid and CHIP programs, and to make federally-required
changes.
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ACA does not recognize states’ unique needs and prevents each state from tailoring its Medicaid
and CHIP programs in accordance with the intent of its elected and appointed representatives.
 

Utah
 
The Insurance Department has been tracking hours of work to account for the additional
burdens imposed by the ACA.  During FY11, we are able to account for over 5,700 hours,
equating to approximately $182,000 is personnel costs.  Included in the estimate is time spent
on rate review which has been supported by a grant from HHS, reimbursing the department
$112,757 in personnel costs.  In additional to the above, numerous hours have been incurred
by the Commissioner or our actuary
 

Virginia
 

The Commonwealth of Virginia has estimated the Medicaid cost of federal health reform to the
State to be between $1.5 and $2.2 billion through 2022.  These estimates have not been
updated since August 2010, but because of the length of the recession and the current pace of
economic growth, along with other developments in our understanding of the full impact of
PPACA, the higher end of the cost range seems more realistic.  For example, in a study
completed for Medicaid Health Plans of America, Milliman, Inc. has estimated that the PPACA-
mandated tax on health insurance companies, which did not exclude Medicaid health plans, will
cost Virginia, a heavily managed Medicaid state, approximately $430 - $500 million through
2023; this was not included in Virginia’s 2010 estimates of the PPACA cost, meaning this $430 -
$500 million would be in addition to the $1.5 to $2.2 billion already estimated. Virginia is in the
process of re-estimating impacts in preparation for the 2012 Medicaid forecast due in the fall of
2012.  At that time, the estimates should better reflect the current economic environment in
Virginia, and reflect a better understanding of the PPACA impact based on subsequent analysis
and federal guidance that was not available for the 2010 estimates.”

 
Wisconsin

 
If implemented, the PPACA will force a heavy financial burden upon the people of Wisconsin
through increased health insurance premiums, the expansion of Medicaid, and a new
entitlement that will create new inequities among working families.  Moreover, much of the
new spending will not be used to increase coverage in Wisconsin, which has already achieved
the levels of insurance that is aspired to under PPACA.  Public dollars will simply displace private
dollars at a higher cost. 
 
New estimates from the Obama Administration and the nonpartisan Congressional Budget Office
(CBO) demonstrate that Medicaid enrollment will be higher than previously estimated.  The
Wisconsin Department of Health Services (DHS) believes that increased enrollment among
currently eligible individuals and retention of higher income children due to Maintenance of
Effort (MOE) requirements will drive up the cost to the state.  However, the direct burden on
the state budget remains uncertain.  New eligibility rules will result in some individuals migrating
into and out of Medicaid.  Rules on federal matching rates that are critical to our fiscal analysis
have not been finalized.
 
More than 750,000 childless adults, parents, caretakers, and children are already enrolled in
Wisconsin Medicaid programs.  There will be no additional federal assistance for the vast
majority of these individuals and future enrollees.  Some additional federal assistance will apply
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only to a relatively small number of individuals.  Whether the federal government will “buy out”
the state share of some eligibility groups is unknown at this time.  It will matter little to
taxpayers whether the costs will count as federal or state expenditures.  Increased federal
control over the management of the Medicaid program is stifling innovation and threatens to
unnecessarily drive up costs.

 
Wyoming

 
The costs of maintaining our Medicaid program are fast becoming a serious threat to our state
general funds. The 2013-2014 biennial budget for Medicaid in Wyoming includes $560 million in
state general fund dollars. This is just the cost to provide care to the current population of
approximately 76,000 enrollees. A study of Wyoming impacts from PPACA conducted by The
Lewin Group in 2010 estimates an additional 31,000 enrollees due to the Medicaid expansion in
2014 – an increase of over 40%. It is difficult to estimate what the fiscal impact of this huge
bolus of new enrollees will be. The State legislature commissioned a Medicaid Cost Study in
2011 and we expect findings in mid-2012.  We do know, however, that the cost of implementing
a new eligibility and enrollment system for Medicaid will cost over $3.5 million in state general
funds after the 90/10 federal match.
 
The larger and more detrimental impact of the implementation of PPACA is likely to be to our
private health insurance markets.  An actuarial study of our small group and individual markets
conducted by Gorman Actuarial, LLC in 2011 indicates that we can expect premiums to go up an
average of 30% to 40% in the individual market due solely to new insurance regulations
effective in 2014. When you add the projected impact of higher morbidity of new entrants into
the market and essential benefit mandates, we can expect overall 40% to 60% increases in
premiums in the individual market.
 
Given that Wyoming already has a higher percentage of small employers that self-insure than
other states, it’s not unreasonable to expect a number of small employers to stop providing
insured coverage and either move their employees to the individual market or to self-insure to
avoid regulation. During recent town hall meetings, a number of small employers indicated that
it would be cheaper for them to pay the PPACA penalties for not providing coverage than it will
be to continue to provide coverage. The Lewin Group estimates a net loss of over 8,000 covered
lives in the employer sponsored insurance market.
 
With all the changes in PPACA, Gorman Actuarial estimates over 41,000 people in Wyoming will
remain uninsured by 2016. This represents about half of the 83,000 people currently uninsured
in our state.

 

-30-
 

Paid for and authorized by the Republican Governors Association
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From: John Tidwell
To: Kaleb Bennett; Denise Northrup
Subject: Fwd: [ronpaul-32] Fwd: 3/31/11 Sen. Bingman Press Release re: exchanges - language being added to another bill
Date: Thursday, March 31, 2011 3:17:27 PM

fyi .

---------- Forwarded message ----------
From: Ryan Underwood <r >
Date: Thu, Mar 31, 2011 at 3:14 PM
Subject: [ronpaul-32] Fwd: 3/31/11 Sen. Bingman Press Release re: exchanges - language
being added to another bill
To: ronpaul-32

I spoke too soon.  Is anyone surprised?

----- Forwarded message from Amanda Teegarden < > -----

All,

The press release by Sen. Brian Bingman mentioned today on 1170 KFAQ is
noted below.  Without mentioning any bill numbers, the release implies that
the state is not moving forward in developing the health insurance
exchange. This is incorrect - the legislature is just changing tactics.

1. HB2130, creating the HUB board governance over the implementation of
  the health insurance exchange, is reportedly 'dead'.  HOWEVER,
  according to Sen. Bill Brown's office the "language they like" in HB
  2130 is going to be put into another bill.  This language is going to
  be added to HB 1996, by Rep. Dan Sullivan.
2. Link to HB1996 current status:
  http://www.oklegislature.gov/BillInfo.aspx?Bill=HB1996
3. HB 1996 is assigned to the Retirement and Insurance committee, chaired
  by Sen. Bill Brown. (See committee members below.)
4. SB 411, by Sen. Bill Brown/Moore of the House - creates a comprehensive
  health care information system and website.  This is a key component of
  the exchange and so needs to be stopped. This bill is currently in the
  House waiting to be put on the House calendar.
5. SB960, by Sen. Bill Brown, a redundant bill creating an insurance
  exchange is dead.  This bill never had a third reading in the senate
  and has missed the deadline to be heard.
6. Attached please find the Oklahoma Health Benefits Overview Logical
  Model (the IT support structure necessary to make the health benefit
  exchanges work, to be develop with the federal grant money).  This
  diagram was in a packet of information handed out by the OK Health
  Insurance Exchange Steering Committee on March 3, 2011.
7. This IT model is the template for the exchange.  Note the
  creation/linking of a National Health Identification Card to one's
  bank. (Bottom middle of diagram.)

Never, ever trust a politician.

Amanda Teegarden

                       RETIREMENT AND INSURANCE
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---------------------------------------------------------------------------

Senator Bill Brown - Chair
Senator Cliff Aldridge - Vice Chair
Senator Patrick Anderson
Senator Randy Bass
Senator Josh Brecheen
Senator Brian Crain
Senator Mike Mazzei
Senator Andrew Rice
Senator John Sparks
Senator Gary Stanislawski
Senator Greg Treat
Senator Jim Wilson

___________________________________________________________________________

Press Release:

Senate Won't Consider Insurance Exchange                                  |

Mar 31, 2011 - 1:04:06 PM

OKLAHOMA CITY (AP) Republican Senate President Pro Tem Brian Bingman says
the Oklahoma Senate will not consider a bill to help create a state health
insurance exchange, warning the lure of federal money could lead the state
into a 'trap' of complying with the new federal health care law.

Bingman's comments Thursday come just days after Republican Gov. Mary
Fallin urged legislators to pass the bill. It creates an advisory board to
help implement the health insurance exchange in Oklahoma.

Bingman also urged the governor not to accept any more of the $54 million
in federal grant money offered to Oklahoma to establish the exchange.

Fallin warned earlier this week that if the state doesn't act, the Obama
administration would impose its own exchange on Oklahoma.

(Copyright 2011 by The Associated Press. All Rights Reserved.)

----- End forwarded message -----

--
Ryan C. Underwood

--
Please Note: If you hit "REPLY", your message will be sent to everyone on this mailing list
(ronpaul-32 )
http://www.meetup.com/ronpaul-32/
This message was sent by Ryan Underwood (runderwo@mail.win.org) from Tulsa Area
Republicans Restoring the Republic.
To learn more about Ryan Underwood, visit his/her member profile:
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http://www.meetup.com/ronpaul-32/members/4619622/
To unsubscribe or to update your mailing list settings, click here:
http://www.meetup.com/ronpaul-32/settings/
Meetup, PO Box 4668 #37895 New York, New York 10163-4668 | support@meetup.com
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From: Glenn Coffee
To: Katie Altshuler
Subject: Fwd: ****** URGENT OBAMACARE ALERT ******
Date: Thursday, February 09, 2012 10:09:22 AM

Glenn Coffee

Glenn.coffee@sos.ok.gov
Gcoffee

Begin forwarded message:

From: Oklahomans for Liberty <david@libertyok.com>
Date: February 9, 2012 8:29:58 AM CST
To: <gcoffee >
Subject: ****** URGENT OBAMACARE ALERT ******
Reply-To: Oklahomans for Liberty <david@libertyok.com>

Is this email not displaying correctly?
View it in your browser.

Sen. Bill Brown is having his bills, SB 999 and SB 1059, heard in committee today at

10am.

SB 999 is just like his other bill from last year, SB411, would set up a "comprehensive

health information system." SB 1059 would set up an insurance compact with other

states... which would be governed by Obamacare health exchanges...  Click here to read

more about these bills.

I'm sorry, but with Obamacare health exchanges hanging over our head, we can't let

ANYTHING get passed that could easily be co-opted into this travesty of a program.

Please call Sen. Bill Brown and the members of
the committee RIGHT NOW before 10am today
and ask them to vote NO on SB 999 and SB
1059.
Senator Bill Brown                (405) 521-5602

Senator Cliff Aldridge            (405) 521-5584

Senator Tom Adelson            (405) 521-5551

Senator Patrick Anderson     (405) 521-5630

Senator Randy Bass             (405) 521-5567
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Senator Josh Brecheen         (405) 521-5586

Senator Brian Crain               (405) 521-5620

Senator Mike Mazzei             (405) 521-5675

Senator John Sparks              (405) 521-5553

Senator Gary Stanislawski      (405) 521-5624

Senator Greg Treat                 (405) 521-5632

Senator Jim Wilson                 (405) 521-5574

David Tackett
Oklahomans for Liberty

| follow on Twitter          |       forward to a friend

Copyright © 2012 Oklahomans for Liberty, All rights reserved. 
Please hit unsubscribe if you not wish to receive further emails. 

Our mailing address is: 
Oklahomans for Liberty

PO Box 140725

Broken Arrow, OK 74014

Add us to your address book

 unsubscribe from this list | update subscription preferences 
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From: Denise Northrup
To: Katie Altshuler
Subject: Fwd: Anti-health care exchanges- media
Date: Monday, November 12, 2012 7:22:28 PM

Idiots

Begin forwarded message:

From: Wendy Gregory <Wendy.Gregory@gov.ok.gov>
Date: November 12, 2012 6:17:28 PM CST
To: Denise Northrup <Denise.Northrup@gov.ok.gov>, Alex Weintz
<Alex.Weintz@gov.ok.gov>
Subject: Anti-health care exchanges- media

https://www.facebook.com/#!/NullifyObamacareOK
 
Also Eddie Huff on KFAQ this morning told listeners that if they want to stop the federal exchange in OK, to call the
Governor's office.
 
I have 2 events tomorrow morning/noon, so I'll check messages tonight at the office and let you know what/how
many I have esp re: health care exchanges.
 
FYI.
 
 
Wendy Gregory
Director, Tulsa  Office
Governor Mary Fallin
440 S  Houston, Suite  304
Tulsa, Oklahoma 74127
(918) 581-2801
http://www.ok.gov/governor/ 
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From: Denise Northrup
To: Katie Altshuler
Subject: Fwd: Attorney General"s Healthcare Lawsuit
Date: Friday, November 16, 2012 4:01:04 PM

Begin forwarded message:

From: "Melissa.Houston@oag.ok.gov" <Melissa.Houston@oag.ok.gov>
Date: November 16, 2012 1:44:56 PM PST
To: Denise Northrup <Denise.Northrup@gov.ok.gov>
Subject: Re: Fwd: Attorney General's Healthcare Lawsuit

We did not release to press. 

  From: Denise Northrup [Denise.Northrup@gov.ok.gov]
  Sent: 11/16/2012 03:11 PM CST
  To: Melissa McLawhorn Houston
  Subject: Fwd: Attorney General's Healthcare Lawsuit

Hey there, was this internal only or did you release to press? Thx

Begin forwarded message:

From: "Rebecca Frazier" <Rebecca.Frazier@gov.ok.gov>
To: "Mary Fallin" <Mary.Christensen@gov.ok.gov>,
"maryfallin " 
Cc: "Steve Mullins" <Steve.Mullins@gov.ok.gov>, "Katie
Altshuler" <Katie.Altshuler@gov.ok.gov>, "Denise Northrup"
<Denise.Northrup@gov.ok.gov>, "Glenn Coffee"
<Glenn.Coffee@gov.ok.gov>
Subject: Attorney General's Healthcare Lawsuit 

Governor,

Our office just received this letter sent to you from Attorney
General Pruitt regarding implementation of a state health
insurance exchange and its impact on the Attorney General’s
lawsuit.

Thank you.
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Rebecca R. Frazier
Deputy General Counsel
Office of Governor Mary Fallin
2300 North Lincoln Boulevard, Suite 212
Oklahoma City, Oklahoma 73105
(405) 522-8836
Rebecca.Frazier@gov.ok.gov
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From: Katie Richey
To: stanislawski@oksenate.gov; glen.mulready@okhouse.gov; Katie Altshuler; bingman@oksenate.gov;

brownb@oksenate.gov; dougcox@okhouse.gov; jlord@bfins.com; adelson@oksenate.gov;
Mike.Fogarty@okhca.org

Subject: Fwd: Building an Exchange: A Conversation with State Health Exchange Directors (AL, CO, CA)
Date: Wednesday, March 28, 2012 4:19:24 PM

Looks like a good one.

Building an Exchange from the Ground Up:
A Conversation with State Health Exchange Directors

Get to know three exchange directors from three very different states, and hear their

unique exchange-related accomplishments, challenges, and policy priorities. Find out

how exchanges are taking shape in the states, straight from the source.

Kate Richey
Policy Analyst, Oklahoma Policy Institute
(918) 794-3944 | (918) 978-1058

-----------------------
okpolicy.org/blog

Follow @OKPolicy on Twitter
Like OKPolicy on Facebook

---------- Forwarded message ----------
From: State Refor(u)m <statereforum@nashp.org>
Date: Wed, Mar 28, 2012 at 12:28 PM
Subject: New Exchange Webinar, April 12th
To: krichey@okpolicy.org

          
State Reforum

          
New State of Implementation webinar-

Building an Exchange from the Ground Up:
A Conversation with State Health Exchange Directors

Thursday, April 12, 2012
2:30 - 4:00 PM EST

Register here: https://cc.readytalk.com/cc/s/showReg?
udc=pe78uh2m2g73

Get to know three exchange directors from three very different states, and hear their

unique exchange-related accomplishments, challenges, and policy priorities. Find

out how exchanges are taking shape in the states, straight from the source.
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Susan Dentzer, editor-in-chief of Health Affairs, will moderate this discussion with

three exchange directors: Richard Fiore of Alabama, Patty Fontneau of Colorado,

and Peter Lee of California.

Moderator:
Susan Dentzer
Editor-in-Chief
Health Affairs

Panelists:  

Peter Lee
Peter Lee
Executive Director
California Health Benefit Exchange

Patty Fontneau
Executive Director and Chief Operating Officer
Colorado Health Benefit Exchange

Richard Fiore
Executive Director
Alabama Health Insurance Exchange

  

          

      
Stay connected. Follow us on Twitter.

  

  

National AcademyRWJF
For more information, 
visit statereforum.org.   

          

  

This email was sent by: National Academy for State Health Policy
10 Free Street., Second Floor Portland, Maine, 04101, USA

Update Profile
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From: Marie T. Sanderson
To: Marie Sanderson; Marie Sanderson; Marie Sanderson
Cc: john.katz@alaska.gov; russ.kelly@alaska.gov; lgromis  macarter32 ; RSerote@az.gov;

Adam.nordstrom ; Rob.Jakubik  bfulenwider@georgia.gov;
ehames@georgia.gov; brandymarty03 ; dhiowa ; jabot10 ;
jboeyink34 ; travisrichmond ; wkloibe  David.Hensley@gov.idaho.gov;
jkreizenbeck@gov.idaho.gov; Tammy.Perkins@gov.idaho.gov; Andrew Silvestri; Katie Altshuler;
JamieShuster@gov.sc.gov; tedpitts@gov.sc.gov; hedgcockm@gov.state.la.us;
bob.schwaneberg@gov.state.nj.us; Dona.DeLeon@gov.state.nj.us; Wayne.Hasenbalg@gov.state.nj.us;
Honor.Ingels@governor.alabama.gov; michael.ciamarra@governor.alabama.gov; Candice Whitfield;
eric.finkbeiner@governor.virginia.gov; Jeannemarie.Davis@governor.virginia.gov;
kristi.craig@governor.virginia.gov; Michael.DiSabato@governor.virginia.gov; sirena.ramirez@guam.gov;
debbie ; griffin ; wstruble ; wags@la.gov;
Renee.Fargason@laspbs.state.fl.us; kristacarman ; Will.Kinzel@mail.house.gov;
mary.mayhew@maine.gov; brandi white@mcconnell.senate.gov; Lanier Swann@mcconnell.senate.gov;
blackwellr2@michigan.gov; chadderdona@michigan.gov; mcbrideb@michigan.gov; muchmored@michigan.gov;
tomichz@michigan.gov; Lauren.Hill@nebraska.gov; brian  ryan ;
nguillemard ; sarah.echols ; mschrimpf@rga.org; lrussel ; slevey ;
ts@  Bkanzeg ; aparis@state.pa.us; jbranstett@state.pa.us;
jmcallahan@state.pa.us; ktartaglia@state.pa.us; rebmyers@state.pa.us; Jim.Soyer@state.sd.us;
MKennicott ; Mark.Cate@tn.gov; Will.Cromer@tn.gov; Bnutt
RSPENDLOVE@utah.gov; EMainig  bill.kloiber@wisconsin.gov; Carol.Statkus@wyo.gov;
katyoder 99  pjpgator

Subject: Fwd: CBO Projects Medicare Trust Fund Insolvent by 2020
Date: Friday, March 18, 2011 7:42:42 PM

CBO released its re-estimate of the President’s budget this afternoon, along with its updated
budgetary baselines for fiscal year 2012 (all available here).  Of particular interest in the health care
arena: CBO’s new Medicare baseline assumes that the Medicare Part A Hospital Insurance trust
fund will be exhausted in 2020 – nine short years from now.  And the budgetary baseline assumes
“double counting” as a result of the health care law, even though in practice both the CBO and
the Medicare actuary agree that the Medicare reductions in the law “cannot be simultaneously
used to finance other federal outlays and to extend the [Medicare] trust fund” solvency date.
 
There’s a major caveat here: The Medicare trustees are the ones who issue the “official” projections
regarding the insolvency date; their report is expected in the next month or two.  But the CBO
projections, even if unofficial, illustrate how health care “reform” was NOT entitlement reform.
 
On a related note: CBO’s estimate of total spending on coverage expansions in PPACA grew from
$938 billion last March (for fiscal years 2010-2019) to $1.445 trillion (for fiscal years 2012-2021) – a
54% increase in federal spending.  As a reminder, candidate Obama promised his health care plan
would cost “$50-65 billion a year when fully phased in;” CBO projects that the REAL cost of the
coverage expansions will be $229 billion in 2020 and $245 billion in 2021 – four times the levels of
spending candidate Obama promised.
 
Chris Jacobs
Health Policy Analyst
Republican Policy Committee
(202) 224-2946
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From: Glenn Coffee 

To: Denise Northrup; Katie Altshuler 

Subject: Fwd: Early Innovator Grants Dear Colleague 

Monday, September 12, 2011 9:11:49 AM Date: 

Do either of you see a concern with this? I don't. 

Begin forwarded message: 

From: "Swanson, Ra 
Date: September 
To: "Glenn Coffee , Denise 
Northrup <~!.!.!.=:~~~~~~~~
Cc: "Altman, Michelle" 
Subject: FW: Early Innovator Grants Dear Colleague 

This is a DRAFT of a Dear Colleague we want to distribute, regarding the 
Exchange legislation we're working on that I discussed with you last 
week, GC. 

Please review it and let me know you're OK with it, as we invoke the 
Governor's name in the text. ASAP, please ... 

Thanks. See you soon, Glenn. 

R 

Stand with States and Stand Up to Obamacare 

Support the Pompeo-Lankford Early Innovator Grant Legislation 

With its numerous tax hikes, mandates and regulations, Obamacare has 
already proven to be a debacle that will do nothing but increase costs 

4333



and decrease quality of care.   There is no clearer example of
Obamacare’s inflexible regulatory burdens than the state health insurance
exchange requirements.  Not only do these exchanges create the illusion
of choice for patients, they are funded through an unaccountable,
unlimited slush fund controlled by the Secretary of Health and Human
Services (HHS).

 

While the exchanges are not mandatory until 2014, HHS has already
started to award states funding to begin their implementation.  The Early
Innovator Grant program rewards states that begin the process of
developing information technology (IT) infrastructure for Obamacare. 
While seven states have been awarded these funds, two of these states
have decided to take a brave stand by returning the grant dollars back to
the federal government.  

 

Within the past 5 months, Governors Sam Brownback of Kansas
and Mary Fallin of Oklahoma rejected $31.5 million and $54
million respectively in Early Innovator Grant funds.  Accepting the
funds would have required these states to implement technologies in line
with federal government standards.  States would have to submit periodic
review updates to HHS detailing how they specifically intend to
implement Obamacare policies, with little to no flexibility.  They would be
at the mercy of this Administration’s attempt to micromanage states’
health care policies.  

 

With states like Kansas and Oklahoma saying “no thank you” to the
Obama Administration, it is important that Congress stands with them. 
That is why we are introducing legislation requiring the
Secretary of HHS to transfer all returned Early Innovator Grant
funds to the Treasury for the purpose of deficit reduction. 

 

States have sent a clear signal to this Administration that they reject its
strings-attached funding.   Let’s stand with Governors Brownback and
Fallin and use those funds to pay down our deficit, not to implement
Obamacare.

 

For more information, please contact Chris Parinello in Congressman
Pompeo’s office at 6-4539 or chris.parinello@mail.house.gov, or Michelle
Altman in Congressman Lankford’s office at
michelle.altman@mail.house.gov.

 

Sincerely,
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Mike Pompeo

Member of Congress

 

James Lankford

Member of Congress

 

 

Michelle Altman

Deputy Chief of Staff/Legislative Director

Congressman James Lankford

Fifth District of Oklahoma

509 Cannon House Office Building

Washington, D.C. 20515

P: 202-225-2132

F: 202-226-1463

 

4335



From: Andrew Silvestri
To: Katie Altshuler
Subject: Fwd: Even if Obama wins, states should not create Exchanges
Date: Tuesday, October 23, 2012 12:18:02 PM

Begin forwarded message:

From: Michael Cannon 
Date: October 23, 2012, 12:15:08 CDT
To: Andrew Silvestri <Andrew.Silvestri@gov.ok.gov>
Subject: Even if Obama wins, states should not create
Exchanges

Shameless self-promotion aside, two takeaways:
 

<!--[if !supportLists]-->1.      <!--[endif]-->Even if Obama wins, states will
want to hold off on creating Exchanges until the courts resolve
Oklahoma’s lawsuit and any similar lawsuits.

 
<!--[if !supportLists]-->2.      <!--[endif]-->Like Chris Christie, any state-level

GOP official with national ambitions has an added reason not to create
an Exchange.

 
Michael
 
------------------
 

Will Chris Christie wing it on
health-care reform?
 
Updated: Tuesday, October 23, 2012, 6:07 AM
 
By Paul Mulshine/The Star Ledger 
 
Looks like our governor’s got a dead parrot on his hands.

At least that’s how Michael Cannon sees it. And Cannon should know. He’s the
one who’s killing the bird in question.

Cannon is a health care analyst at the free-market Cato Institute in Washington,
D.C. After the health care reform bill known as “Obamacare” was adopted,
Cannon began looking through its 2,700 pages for flaws. He claims to have
found a fatal one.
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It seems that in their haste to get the bill signed into law, the Democrats had no
choice but to accept the Senate version. And that version is structured in such a
way that individual states can decide to opt out of those state health insurance
exchanges that are central to Obamacare.

Just how all this works would require this entire page to explain. So I’ll let
Cannon explain it:

“I feel like I’m in the Dead Parrot Sketch,” Cannon said.

You’ll get the reference immediately if you’re a Monty Python fan. The sketch
involves a pet shop customer, played by John Cleese, who is sold a “Norwegian
blue parrot” by a pet shop owner played by Michael Palin. When Cleese realizes
the parrot is dead, he returns it to the shop for a refund. Palin insists the
obviously dead bird is simply sleeping and “pining for the fjords.”

Advocates of Obamacare may soon be pining for the fjords as well, Cannon said.
Oklahoma’s attorney general recently sued in federal court to block Internal
Revenue Service regulations essential to Obamacare. Those regs impose tax
penalties on employers that fail to provide insurance for their workers.

The AG argues that the Affordable Care Act permits the feds to collect such
taxes only in states with exchanges. No exchange, no tax.

Whether the court will agree remains to be seen. But for the moment, Cannon’s
argument is accepted among conservatives. Republican governors are being
urged to thwart Obamacare by refusing to sign on to those exchanges.

The political implications are obvious for the governor whom many Republicans
see as the front-runner for the 2016 presidential nomination in the event Barack
Obama is re-elected. That’s Chris Christie, and last week, the Democrats acted to
force his hand on Obamacare. They passed a new version of a bill they passed
last spring that would have created an insurance exchange in New Jersey.

Christie vetoed that bill in May on the grounds that the court had not yet decided
on the constitutionality of the individual mandate. That has since been decided in
Obama’s favor. But Christie’s stalling for time again.

“I won’t make a decision until I have to,” Christie said last week. He has to by
Nov. 16, if he wants to meet a federal deadline for creating that exchange.

But the real question is what will happen on Nov. 6. Mitt Romney has promised
that if he’s elected, feathers will fly. He has pledged to reverse Obamacare.

That’s pretty funny. It was Romney who hatched that egg in the first place.
When he was governor of Massachusetts, Romney set up a state exchange that
became the model for the Obamacare exchanges — right down to those tax
penalties. If Romney wins, he’ll be forced to kill his own bird, thus sparing
Christie the trouble.

But if Obama wins, the real fun begins. Republicans all around the country will
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proclaim Christie the front-runner for the 2016 GOP presidential nomination.
They’ll expect him to lead the fight to dismantle Obamacare. Vetoing that bill
would be a solid first step, according to Cannon.

“If Christie signs that bill and then Oklahoma wins its lawsuit, well, it sure
doesn’t look like Pennsylvania is going to create an exchange,” Cannon said.

And that would mean we’d see Washington’s crossing in reverse: “All the
employers in New Jersey are going to hop in their boats and head across the river
to Pennsylvania, where they can avoid that tax penalty,” he said.

So that Nov. 16 deadline won’t get the governor off the hook if Obama remains
in the White House. He’d still have to make a tough decision.

Of course, conservatives could always hope that Christie would veto the bill
simply because of his deep-seated belief that forcing people to buy health
insurance is wrong.

That was a joke, of course.

I’ve been watching too many Monty Python clips on YouTube.

ALSO: Here's a good piece by Keith Hennessey that ran in the Wall Street
Journal on the prospects for repeal of Obamacare assuming Romney wins.

http://blog.nj.com/njv_paul_mulshine/2012/10/health-
care_exchange_bill_is_a.html

4338



From: Denise Northrup 

To: 
Subject: 

Alex Weintz: Michelle Waddell 

Fwd: Exchange information 
Date: 
Attachments: 

Friday, November 09, 2012 9:41:42 AM 
AEI Making Effective Connections.docx 
ATTOOOOl.htm 

Alex - FYI only 

Michelle - would you print these for gov? 

Begin forwarded message: 

From: Marie Sanderson 
Date: November 9, 
To: Marie Sanderson 
Cc: Dustin Huffman 
Subject: Exchange 

Chiefs, Act ion Officers and Healthcare Advisors: 

To aid in the exchange conversation, attached is a white paper by Tom Miller of AEI 

and various news clips today on t he subject matter. Note CQ article hinting at Nov 16 

extension at t he end of t he email. Please let me know if you have any questions. We 

will continue to provide you with informat ion as we access it. 

Thanks, 

Marie 

Analysis: 20 states will run their health-law exchanges (The Hill) 

In their choices, Republican governors face a balancing act - not going too far to 
embrace the law which remains divisive with the public and anathema to 
conservatives, but also not skipping a chance to wrest authority from the federal 
government. 

Feds will run Virginia's health exchange at outset (Daily Press) 

McDonnell conceded that Virginia would not meet the Nov. 16 deadline for a blueprint 
for the state-run exchange and would default instead to a federally run insurance 
exchange. "The only logical decision is to choose the federal option" he said. "I don 't 
have the answers for Virginia. They're telling us we have two years to build an 
exchange. It's expensive .... / don't want to buy a pig-in-a-poke for Virginia taxpayers." 

Ohio iffy on health-insurance exchange (Columbus Dispatch) 

"Our concern is (that) the flexibility to design the exchange in an Ohio-specific way 
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really is limited,” Moody said. “If it’s a federal program, it would be most appropriate
for the federal government to administer.”
 
Federal gov't to create health exchange in Kansas (KWCH)
Kansans feel Obamacare is an overreach by Washington and have rejected the state’s
participation in this federal program. My administration will not partner with the
federal government to create a state-federal partnership insurance exchange because
we will not benefit from it and implementing it could costs Kansas taxpayers millions of
dollars.
 
Gov suggests Ga. unlikely to run health exchange (CBS News)
Deal told The Associated Press on Wednesday that he wouldn't disclose his decision
until notifying federal authorities. But he noted that the state stopped planning an
exchange once federal agencies wrote regulations that he says restrict Georgia's ability
to design its own program.
 
Haslam still studying health exchange in wake of election (Memphis Business
Journal)
Haslam, who has previously said he favors a state-run exchange, said Wednesday
that's still his thinking, but that he's awaiting additional information from the federal
government. The deadline for the state to declare its intentions is Nov. 16.
 
Nixon: Missouri won’t run health insurance exchange by 2014 (AP)
Gov. Jay Nixon said Thursday his administration will inform the federal government that
it won't be running a state-based health insurance exchange when they're due to begin
under the federal health care law. That means that the federal government will step in
to create an insurance exchange in Missouri.
 
What Does the Election Mean for Obamacare? (Heritage Morning Bell)
Two of the largest elements of the health care law—the massive Medicaid expansion
and the costly subsidies scheme funneled through government exchanges—are heavily
dependent on state compliance. But the June Supreme Court decision reaffirmed that
states are not at the mercy of the federal government. Many state officials realize that
there is little upside to joining forces with Washington in implementing this disastrous
endeavor, thus further eroding the long-term viability of Obamacare.
 
Obamacare: America’s Last Entitlement (Forbes)
America’s unsustainable fiscal situation means that Obamacare is destined to be the
last major entitlement enacted by the United States. Indeed, Obamacare’s victory sets
off a stiff competition for taxpayer dollars between Obamacare, Medicaid, and
Medicare. It’s a battle that the elderly, in particular, are likely to lose.
 
Republican governors scramble over next Obamacare steps (Washington Post)
States are working on a tight timeline: After the Nov. 16 deadline, they face another
checkpoint on Jan. 1, when they have to demonstrate that their marketplace is on track
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to begin enrolling people in one year. “If were a governor, I’d be less concerned about
the November deadline,” Leavitt’s Smith said. “I would be focused on the actual
deadline, in January, to show you can make this work.” With benchmarks looming, and
the election barely hitting rearview mirror, many Republican governors seem to be in
the middle of weighing the best next steps.
 
With Obama Re-Elected, States Scramble Over Health Law (NYT)
Much depends on the states as they decide in the coming weeks and months whether
to build online marketplaces known as insurance exchanges, where individuals and
small businesses can shop for health plans, and whether to expand their Medicaid
programs to reach many more low-income people.
 
Obamacare Is Here To Stay, But In What Form? (NPR)
So far, according to Weil, only 13 states and Washington, D.C., have said they plan to
set up their own exchanges. If states decide not to set up their own exchanges, the
federal government will step in and do it instead. But federal officials still haven't
spelled out exactly how that will work.
 
 

HHS Expected to Give States More Time on
Exchange Decisions
By Rebecca Adams, CQ HealthBeat Associate Editor

 

The federal government is likely to extend the Nov. 16 deadline for states to

decide whether they will run their own health insurance exchanges, according to

several state officials.

State officials were supposed to notify the Department of Health and Human

Services by that date about whether they plan to run the insurance exchanges that

will launch in 2014, create a state-federal partnership or let the federal government

operate the exchange in their area. Instead, HHS officials are expected to set a new

deadline for states that want to operate the marketplaces alone but have a rolling

deadline with ongoing discussions for states that are interested in a partnership.

A Centers for Medicare and Medicaid Services spokesman declined to comment.

The additional time will be a relief for many state officials who are trying to

determine whether there is enough political will, technical knowledge and time for

them to set up their own new health benefit marketplaces.

Although many governors, especially critics of the 2010 health care law (PL 111-

148, PL 111-152), were not ready to commit to a state-run or state-federal hybrid

exchange before the election because they did not want it to be interpreted as a

show of support for the statute, many may be interested in exerting some control

over an exchange in their jurisdictions since the alternative would be one run by
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Washington.

Before the election, nine states were expected to let the federal government

operate an exchange. On Tuesday, Missouri voters in a ballot initiative also banned

the state government from creating a state exchange, bringing the total of states

refusing to run a state-administered exchange to 10. (See related story, CQ

HealthBeat, Nov. 7, 2012)

Sixteen states have indicated that they would like to proceed with their own

state-run exchange and 14 of them have sent official letters to CMS officials that

are posted on the agency’s website.

The decision about how to run an exchange is complicated and in many cases,

governors who would like to go ahead will have to win the support of state

legislators. On Wednesday, Tennessee Republican Gov. Bill Haslam said he would

prefer to have the state run its own insurance exchange program than leave it to

federal officials. But state legislators in his party chimed in with criticism, saying that

the legislature would not go along with the creation of a state-based exchange.

Governors in many states will have to navigate similar political climates.
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From: Marie T. Sanderson
To: Marie Sanderson; Marie Sanderson
Cc: john.katz@alaska.gov; russ.kelly@alaska.gov; lgromis  macarter32 ; RSerote@az.gov;

Adam.nordstrom  Rob.Jakubik ; bfulenwider@georgia.gov;
ehames@georgia.gov; brandymarty03  dhiowa ; jabot10@ ;
jboeyink34 ; travisrichmond ; wkloiber ; David.Hensley@gov.idaho.gov;
jkreizenbeck@gov.idaho.gov; Tammy.Perkins@gov.idaho.gov; Andrew Silvestri; Katie Altshuler;
JamieShuster@gov.sc.gov; teddpitts@gov.sc.gov; hedgcockm@gov.state.la.us;
bob.schwaneberg@gov.state.nj.us; Dona.DeLeon@gov.state.nj.us; Wayne.Hasenbalg@gov.state.nj.us;
michael.ciamarra@governor.alabama.gov; Candice Whitfield; eric.finkbeiner@governor.virginia.gov;
Jeannemarie.Davis@governor.virginia.gov; kristi.craig@governor.virginia.gov;
Michael.DiSabato@governor.virginia.gov; jboeyink ; sirena.ramirez@guam.gov;
debbie ; griffin ; wstruble ; wags@la.gov; Renee.Fargason@laspbs.state.fl.us;
kristacarman ; Will.Kinzel@mail.house.gov; mary.mayhew@maine.gov;
Lanier Swann@mcconnell.senate.gov; blackwellr2@michigan.gov; mcbrideb@michigan.gov;
muchmored@michigan.gov; tomichz@michigan.gov; Lauren.Hill@nebraska.gov; brian ;
ryan  nguillemard ; sarah.echols ; mschrimpf@rga.org; lrussel
Msanderson ; slevey ; ts ; Bkanzeg ; aparis@state.pa.us;
jbranstett@state.pa.us; jmcallahan@state.pa.us; ktartaglia@state.pa.us; rebmyers@state.pa.us;
Jim.Soyer@state.sd.us; MKennicott ; Mark.Cate@tn.gov; Will.Cromer@tn.gov;
Bnutt  RSPENDLOVE@utah.gov; EMainigi ; bill.kloiber@wisconsin.gov;
Carol.Statkus@wyo.gov; katyoder 99 ; pjpgator

Subject: Fwd: Fact-Check on Medicare Advantage Allegations
Date: Wednesday, March 09, 2011 5:11:27 PM

FYI From RPC: 

Just wanted to pass on this fact-check from Sen. Hatch’s staff regarding Secretary Sebelius’ claims in
her letter to Chairman Baucus about Medicare Advantage.  Senator Hatch and Ways and Means
Committee Chairman Camp also sent Secretary Sebelius a letter today expressing their
disappointment in the letter’s “baseless allegations,” and expressing their hope that “the urgency
with which this letter was sent to Chairman Baucus is also being applied in answering a growing
backlog of serious questions from Members of Congress and state officials across the nation.”  As a
reminder, on February 3 Secretary Sebelius wrote to governors she was “continu[ing] to review what
authority, if any, I have to waive the maintenance of effort” requirements under the health care law –
however, nearly five weeks later, the Secretary has yet to respond substantively to this issue,
notwithstanding the serious budget crises affecting many states.
 
 

From: Rep-Press, Finance (Finance) 
Sent: Wednesday, March 09, 2011 5:06 PM
To: Lawless, Julia (Finance)
Subject: SETTING THE RECORD STRAIGHT: SECRETARY SEBELIUS' BASELESS ASSERTIONS ABOUT
IMPACT OF FUNDING BILL ON MEDICARE ADVANTAGE PROGRAM
 

 
FOR IMMEDIATE RELEASE                             CONTACT:  Julia Lawless, Antonia Ferrier
March 9, 2011                                                                   (202) 224-4515
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SETTING THE RECORD STRAIGHT: SECRETARY SEBELIUS’ BASELESS
ASSERTIONS ABOUT IMPACT OF FUNDING BILL ON MEDICARE ADVANTAGE

PROGRAM
 

Late last night, HHS Secretary Sebelius sent a letter to Senate Finance Committee
Chairman Max Baucus (D-Mont.) regarding the impact of H.R. 1 - a bill to make
responsible and necessary spending reductions – on government health care programs. 
Secretary Sebelius’ allegations about the impact of this legislation on the Medicare program
are especially concerning and, as Senator Orrin Hatch (R-Utah), Ranking Member of the
Senate Finance Committee, and Congressman Dave Camp (R-Mich.), Chairman of the House
Ways and Means Committee noted today in a letter, are “baseless.”

   
Despite Secretary Sebelius’s claims, H.R. 1 is intended to halt the harmful cuts to

seniors in the MA program and stop implementation of an unaffordable new entitlement
program.   H.R. 1 is an appropriations bill that does not change the fact that Medicare is a
mandatory spending program which means seniors are still entitled to their full benefits
under the law. 
 
HERE ARE THE REAL FACTS:

 
ü  CBO Saw H.R. 1 Differently than Secretary Sebelius Did: Secretary Sebelius is trying to

argue that it, in effect, H.R. 1 prevents HHS from carrying out the provisions of the
Medicare Advantage program. If that were the case, then the Congressional Budget
Office (CBO) score of HR 1 would have to reflect the fact that Medicare would cease
making payments to MA plans and paying other claims.  In addition to reducing
discretionary spending by $61 billion, CBO would have to conclude that it would save
hundreds of billions dollars in mandatory outlays (Page 54 of HHS Budget in Brief)
because the Department would have to effectively shut down the MA program and
other parts of Medicare.  The fact that CBO made no such finding indicates that the
Department's view of H.R. 1 is fallacious.

 
ü  The Secretary Can Use PPACA’s Implementation Fund to Prevent Disruptions in

Services:  We trust the Secretary would use the $1 billion mandatory implementation
fund included in PPACA to prevent shutting down the MA program and cutting access
to care for nearly 12 million seniors.  According to estimates from senior HHS officials
to SFC Committee staff, HHS still has $840 million left of this fund—more than
enough to pay the salaries of the Medicare bureaucrats writing the checks to ensure
seniors access their MA benefits. 

 
ü  The Secretary Has Broad Demonstration Authority to Prevent her Threatened

Shutdown of the MA Program:  The Secretary has proposed using her legal authority
to unilaterally redesign the unsustainable CLASS program; and she has already used
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her demonstration authority to spend an unprecedented $7.2 billion on a Medicare
Advantage quality “demonstration” program.  The Secretary’s counsels must be aware
that the Secretary can also use her demonstration authority to prevent shutting down
the Medicare Advantage program, as she has threatened to do.  Section 402(a)(1)(A)
of the Social Security Act Amendments of 1967 gives the Secretary broad authority to

prevent the disruptions in benefits that her March 8th letter threatens seniors with.
 
ü  Case Law Suggests that Seniors would Prevail Again Secretary Sebelius, if She

Chooses to Shut Down the MA Program:  If the Secretary chooses to shut down the
Medicare program, it is likely that Medicare beneficiaries seeking to keep their
benefits would prevail in the courts.  According to the GAO General Counsel,
“In United States v. Langston, 118 U.S. 389 (1886), for example, the Court refused to
find a repeal by implication in “subsequent enactments which merely appropriated a
less amount … and which contained no words that expressly, or by clear implication,
modified or repealed the previous law.” Id. at 394. A similar holding is United States v.
Vulte, 233 U.S. 509 (1914). A failure to appropriate in this type of situation will
prevent administrative agencies from making payment, but, as in Langston and Vulte,
is unlikely to prevent recovery by way of a lawsuit. See also Wetsel- Oviatt Lumber
Co., Inc. v. United States, 38 Fed. Cl. 563, 570–571 (1997); New York Airways, Inc. v.
United States, 369 F.2d 743 (Ct. Cl. 1966); Gibney v. United States, 114 Ct. Cl. 38
(1949).”
 
At a time when our nation is facing a spending crisis of historical proportions—a $14

trillion national debt and a $1.6 trillion annual budget deficit—the responsible spending
reductions of H.R. 1 are an important step in the right direction.  It is important that Congress
have a serious dialogue on this critical issue, and Secretary Sebelius’ letter to Chairman
Baucus does not advance that shared goal. 
 

###
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From: Marie Sanderson
To: Marie Sanderson; Marie Sanderson; vmariethomas
Cc: Cindy.Sims@alaska.gov; john.katz@alaska.gov; russ.kelly@alaska.gov; lgromis ; macarter32 ;

RSerote@az.gov; Adam.nordstrom  brian.mcmanus2 ;
JohnPatrick.Walsh ; Rob.Jakubik ; bfulenwider@georgia.gov;
ehames@georgia.gov; brandymarty03 ; chiproytexas ; dhiowa ;
jabot10 ; janelcausey  jboeyink34 ; travisrichmond
wkloibe  David.Hensley@gov.idaho.gov; jkreizenbeck@gov.idaho.gov;
Tammy.Perkins@gov.idaho.gov; Andrew Silvestri; Katie Altshuler; JamieShuster@gov.sc.gov;
tedpitts@gov.sc.gov; hedgcockm@gov.state.la.us; bob.schwaneberg@gov.state.nj.us;
Dona.DeLeon@gov.state.nj.us; marissa.watkins@gov.state.nj.us; Wayne.Hasenbalg@gov.state.nj.us;
Honor.Ingels@governor.alabama.gov; Candice Whitfield; eric.finkbeiner@governor.virginia.gov;
Jeannemarie.Davis@governor.virginia.gov; kristi.craig@governor.virginia.gov;
Michael.DiSabato@governor.virginia.gov; sirena.ramirez@guam.gov; debbie ; griffin
wstruble ; wags@la.gov; Renee.Fargason@laspbs.state.fl.us; kristacarman
Will.Kinzel@mail.house.gov; mary.mayhew@maine.gov; brandi white@mcconnell.senate.gov;
Lanier Swann@mcconnell.senate.gov; blackwellr2@michigan.gov; chadderdona@michigan.gov;
mcbrideb@michigan.gov; muchmored@michigan.gov; tomichz@michigan.gov; brian
ryan ; nguillemard ; sarah.echols ; Mike Schrimpf; Lindsay Russell; Seth
Levey; ts ; Bkanzeg ; aparis@state.pa.us; jbranstett@state.pa.us;
jmcallahan@state.pa.us; ktartaglia@state.pa.us; rebmyers@state.pa.us; Jim.Soyer@state.sd.us;
MKennicott ; Mark.Cate@tn.gov; Will.Cromer@tn.gov; Bnutt ;
RSPENDLOVE@utah.gov; bill.kloiber@wisconsin.gov; Carol.Statkus@wyo.gov; michelle.dynes@wyo.gov;
katyoder 99 ; pjpgator  ,; Moore, Brian, GOV; lauren.kintner@nebraska.gov

Subject: Fwd: ICYMI: Adding Fuel to the Health Care Fire
Date: Tuesday, June 21, 2011 5:04:41 PM

FOR IMMEDIATE RELEASE

CONTACT
Mike Schrimpf, 202-662-4147
mschrimpf@rga.org

ICYMI: Adding Fuel to the Health Care Fire

The Associated Press reports today that a newly discovered provision in President Obama’s health care
law would make millions of people newly eligible to receive Medicaid. The article notes that the
discovery will boost Republican governors’ argument that Obamacare’s rules concerning Medicaid don’t
make sense.
In fact, Republican governors have long been advocating that the Medicaid provisions in Obamacare are
in desperate need of reform, making the flippant response from the Senate Finance Committee to
today’s finding all the more disconcerting. The time when federal Democrats can shrug their shoulders
and ask everyone to trust them is over.

The full article is below:

A twist in Obama’s health care law

WASHINGTON — President Barack Obama's health care law would let several million middle-class
people get nearly free insurance meant for the poor, a twist government number crunchers say they
discovered only after the complex bill was signed.

The change would affect early retirees: A married couple could have an annual income of about
$64,000 and still get Medicaid, said officials who make long-range cost estimates for the Health and
Human Services department.

Up to 3 million people could qualify for Medicaid in 2014 as a result of the anomaly. That's because, in a
major change from today, most of their Social Security benefits would no longer be counted as income
for determining eligibility.

Medicare chief actuary Richard Foster says the situation keeps him up at night.
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"I don't generally comment on the pros or cons of policy, but that just doesn't make sense," Foster said
during a question-and-answer session at a recent professional society meeting. It's almost like allowing
middle-class people to qualify for food stamps, he suggested.

"This is a situation that got no attention at all," added Foster. "And even now, as I raise the issue with
various policymakers, people are not rushing to say ... we need to do something about this."

Indeed, administration officials and senior Democratic lawmakers say it's not a loophole but the result of
a well-meaning effort to simplify rules for deciding who will get help with insurance costs under the new
health care law. Instead of a hodgepodge of rules, there will be one national policy.

"This simplification will stop people from falling into coverage gaps and may cause some to be newly
eligible for Medicaid and others to no longer qualify," said Brian Cook, spokesman for the Centers for
Medicare and Medicaid Services.

But states have been clamoring for relief from Medicaid costs, complaining that just these sorts of
federal rules drive up spending and limit state options. The program is now one of the top issues in
budget negotiations between the White House and Congress. Republicans are pushing for a rollback of
federal requirements that block states from limiting eligibility.

Medicaid is a safety net program that serves more than 50 million vulnerable Americans, from low-
income children and pregnant women to Alzheimer's patients in nursing homes. It's designed as a
federal-state partnership, with Washington paying close to 60 percent of the total cost.

Early retirees would be a new group for Medicaid. While retirees can now start collecting Social Security
at age 62, they must wait another three years to get Medicare, unless they're disabled.

Some early retirees who worked all their lives may not want to be associated with a health care
program for the poor, but others might see it as a relatively painless way to satisfy the new law's
requirement that all Americans carry medical insurance starting in 2014. It would help tide them over
until they turn 65 and qualify for Medicare.

The actuary's office said the 3 million early retirees who would become eligible for Medicaid are on top
of an estimated 16 million to 20 million people that Obama's law would already bring into the program,
by opening it to childless adults with incomes near the poverty level. Federal taxpayers will cover all of
the initial cost of the expansion.

A spokeswoman for the Senate Finance Committee, which wrote much of the health care law, said if the
situation does become a problem there's plenty of time to fix it later.

"These changes don't take effect until 2014, so we have time to review all possible cases to ensure
Medicaid meets its mission of serving only the neediest Americans," said Erin Shields.

But Republicans already see a problem.

Former Utah governor Mike Leavitt said adding early retirees will "just add fuel to the fire," bolstering
the argument from Republican governors that some of Washington's rules don't make sense.

"The fact that this is being discovered now tells you, what else is baked into this law?" said Leavitt, who
served as Health and Human Services secretary under President George H.W. Bush.

###

Paid for and authorized by the Republican Governors Association

Marie Thomas Sanderson
Republican Governors Public Policy Committee (RGPPC)
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From: Ma1y Fallin 

To: de;njseoortbm Katie Altshuler· Glenn Coffee 
SUbject: Fwd: Make One call To stop Obamacare! 
Date: Friday, Nolrember 16, 2012 11:31:33 AM 

FYI 
Cover. .. 

Mary Fallin 

Begin forwarded message: 

From: "Reclaim-Action" < Reclaim Action@mail.vresp.com> 
Date: November 16, 2012. 8:33:20 AM PST 
To: marvfallin 
Subject: Make One Call To Stop Obamacare! 
Reply-To: "Reclaim-Action" <reply-744e57a2a2-eec74658ba-af0b@u.cts.vresp.com> 

reclaim action logo 

Summary: 

Please act and then forward to your friends in 
Oklahoma and around the country!! 

We can still stop Obamacare! Just make one phone call today!! 

The Affordable Care Act (Obamacare) can be largely nullified by strong states taking a stand. If 
Oklahoma refuses to establish a "state health care exchange", then even if the Federal 
government forcibly establishes their own within our state, they do not have the power to 
impose fines for non-participation. Without the ability to impose fines for non
participation, a substantial part of this terrible bill will be neutered. Our Oklahoma 
Attorney General has filed suit against the Federal Government already on this very issue. 

If many states stand strong and refuse to establish their own state health care 
exchanges and the U.S. House of Representatives refuses to fund other parts of 
Obamacare, then we can still defeat this federal encroachment that will destroy 
American healthcare and further bankrupt our nation. 

Call Governor Fallin and let her know that you oppose the establishment of ANY Health Care 
Exchange; 405-521-2342 Office, 405-521-3353 Fax, or e-mail at www ok goy/governor. 

The Details on Obamacare: 
The ultimate goal is socialized medicine (a single payer system controlled by the federal 

government). Imagine one giant VA Hospital to care for all of America. 
The government controls the fees paid to doctors and hospitals, therefore doctors will be 

leaving the profession in drove as their practices cannot afford to survive on these drastically 
reduced fees. 

The increased number of citizens on the "Medicare/Obamacare" roles will overwhelm the 
health care system as simultaneously doctors leave the practice of medicine because of price 
controls and added bureaucratic costs causing long lines and the rationing of medical services. 

Competition will be crushed as initially the Federal government will provide subsidies to 
individuals who participate in the "exchange". This will cause prices of certain insurance products 
to be artificially lower than others because of the temporary government subsidy. Once the 
competition (non-subsidized health care plans) goes out of business for a lack of business, then 
the single payer government system will be all that is left. 

The government will attempt to penalize (tax) businesses if their employees choose to 
participate in the heavily government subsidized exchanges (Won't this help create jobs). 
However, the Affordable Care Act doesn't provide the means of collecting this penalty UNLESS A 
STATE ESTABUSHES AN EXCHANGE! 

Oklahoma Attorney General Scott Pruitt is suing the government over this issue. 
Socialized medicine NEVER works!! 
Your body is your most personal "private property". Once the central government assumes 

the care of your body, then they also assume control over your body and you become an asset of 
the "state" rather than the state serving you as a citizen. "Hello, Comrade!" 

This is a BIG attack on liberty. It's time to act. 
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other Sites You May Wish To Visit: 
reclaim oklahoma for letter reclaiming action for letter reclaim america for letter 

fjJ fjJ fjJ 

info@reclaim-action.oro 

Click to view this email in a browser 

If you no k>nger wish to receive these emails, please reply to this message with "Unsubscribe" in the subject line or si~ click on the following link: 
Unsubsaibe 

I click here to forward this email to a friend I 
Redaim-Actioo 
PO Box 31464 
Edmond, OK 73003 
us 

Read the VerocaiResponse mar1<eting policy. 
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From: Denise Northrup
To: Katie Altshuler
Subject: Fwd: McGuigan commentary
Date: Friday, November 16, 2012 4:45:04 PM

Begin forwarded message:

From: Preston Doerflinger <Preston.Doerflinger@omes.ok.gov>
Date: November 16, 2012 2:42:37 PM PST
To: Denise Northrup <Denise.Northrup@gov.ok.gov>, Glenn Coffee
<Glenn.Coffee@gov.ok.gov>
Subject: Fw: McGuigan commentary

I know its Pat but interesting none the less.
 
From: John Estus 
Sent: Friday, November 16, 2012 03:39 PM
To: Preston Doerflinger; Ron Jenkins 
Subject: McGuigan commentary 
 
Interesting thoughts from Pat McGuigan…

McGUIGAN: Is OK State Treasurer
Ken Miller ‘growing’ in office?
By Patrick B. McGuigan | Oklahoma Watchdog

OKLAHOMA CITY — A question that inquiring minds — at least this one
— seek to answer is this: Is Oklahoma State Treasurer Ken
Miller “growing” (moving to the Left) in office?
The question takes me back to my time in the District of Columbia, when
observant conservatives often fretted over the tendency of friends to shift
slowly (in some cases rapidly) to the political Left, earning words of praise
from The Washington Post and other keepers of the liberal flame.

Returning to the present tense, some background data.

In the forthcoming Capitol Report for News9, I will discuss impressive
growth in state government revenues in the two recurring measures of tax
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income, Miller’s regular summary of gross receipts, and Finance
Secretary Preston Doerflinger’s monthly report on all state tax streams.
Tina Korbe Dzurisin, policy impact director at the Oklahoma Council of
Public Affairs (OCPA) observed in a Thursday (Nov. 15) essay, “The
numbers this month — while impressive — are actually nothing new; they
simply continue a trend that essentially began when a small reduction in the
income tax rate took effect in early 2011.”
On a related front, federal spending, and various scenarios for drops or even
a collapse in such funding, have been the focus of an interim study guided
by Speaker-elect T.W. Shannon, a Lawton Republican.

His timing was and is perfect, considering that Gov. Mary Fallin has not yet
announced whether she’s going along with Medicaid expansion in the
Affordable Care Act (which the president has, in the end, embraced proudly
as “Obamacare”).

Dzurisin and all the folks at OCPA have long said that federal spending
matters. Chasing federal dollars demonstrably spurs higher state
spending. Brandon Dutcher, the policy vice president at OCPA, was
dismayed that Republican leaders bragged about the new fiscal year 2013
budget: “There’s no cuts!”
That explains why state spending is at an all-time high – at least in the
analysis of OCPA’s Jonathan Small, who generally reaches the same
conclusions I do.
Indeed, the Tax Foundation, a respected 75-year-old think tank,
actuallyconcluded Oklahoma leads the nation in state-government spending
growth over the past decade. Yikes! That spending growth information is
often obscured by the state’s comparative economic boom, especially since
the start of the Great Recession.
Some political leaders are not pleased when this spending reality is reported,
but it’s curious that state Treasurer Ken Miller is among them, as he
commented recently: “Those who paint current officeholders as the biggest
spenders in state history are being disingenuous.”

He continued: “Thanks to the inclusion of federal dollars, the (Tax
Foundation) study shows Oklahoma with the highest spending increase in
the past decade. … Federal spending is the responsibility of Congress and
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the president, not state lawmakers …”

Wait a second. Tax Foundation vice president Joseph Henchman replied
this way: “Treasurer Miller concedes that Oklahoma’s spending growth is
the fastest. His response is that the spending growth is not so high if you
exclude Oklahoma’s state spending that’s funded by federal dollars. We
don’t think it’s appropriate to exclude that spending, as it’s still state
spending.”

Tina and her colleagues at OCPA, including fiscal analyst Small and vice
president Dutcher, agree. As a matter of economic analysis, so do I. I know,
I know, I am a mere historian and journalist, rather than a practitioner of the
dismal science. And, perhaps I’m in need of remedial education.

Gently nudging Treasurer Miller, note that state policymakers do indeed
have some control over federal spending in Oklahoma. In fact, this is what
the debate over the Obamacare Medicaid expansion is all about.

In any case, it’s interesting to take note of a professed conservative — a guy
I can’t help but like even when he is gigging my friends — as he “grows in
office.” Attacking not only the venerable Tax Foundation, but jabbing
conservatives in general, is getting to be a pattern for Miller.

Early in his career Miller stood with OCPA as the group released
its Taxpayer Bill of Rights study. He was against “revenue enhancements”
before he was for them.
But lately he has lined up on the opposite side of ALEC, Arthur
Laffer, OCPA, the Tax Foundation, and the Wall Street Journal editorial
page — while lining up on the same side as liberal think tanks like
the Oklahoma Policy Institute and the Institute on Taxation and
Economic Policy (ITEP), as well as liberal professors at the University of
Oklahoma, where he earned his doctorate in economics.
It’s no wonder that my friends at OK Policy, including David Blatt, would
be eager to call attention to Ken Miller’s articles — because many of his
arguments are the same ones used by OK Policy and other critics of Dr.
Laffer and OCPA.

“Tax reform should not be confused with simply eliminating the state’s
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largest revenue source on a wing and a prayer,” Miller wrote, equating the
detailed, thorough, sophisticated study done by a world-historical figure with
“a wing and a prayer.” That one made me grit my teeth.

On Oct. 30 he even took a shot at the historic tax cut enacted by Kansas
Gov. Sam Brownback.

In a Nov. 1 commentary called “Stop the Madness,” Treasurer Miller’s more
conservative side was on display, as he challenged the use of one-time
revenues to plug recurring budget gaps.

I happen to think he’s right that is a tactic to be avoided, but his shots at the
state budgeteers of 2012 is curious, given lamentably long-standing
Republican precedents, including those established during his tenure as
House Appropriations Chairman, to … use “one-time revenues to plug
recurring budget gaps.”

To confess bias, I am drawn to the formulation expressed days ago by
Secretary Doerflinger, who said that as we await the likely impact of
national policy decision-makers on the Sooner State in the months ahead:
“Our best defense is to keep playing good offense.”

In moments of subjectivity I can’t help hoping those comments from
Doerflinger are code words for “This time, the governor really is going to
cut taxes.”

Am I missing something? Or, do I need to ponder all of this over a brew or
two? Is it Miller Time?

You may contact Patrick B. McGuigan
at Patrick@capitolbeatok.com and follow us on Twitter:
@capitolbeatok.
 
 
---
John Estus
Director of Public Affairs
Office of Management and Enterprise Services
(405) 521-3097 desk
(405) 706-0084 mobile
john.estus@omes.ok.gov
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From: Katie Altshuler 

To: Katie Altshuler; Katie Altshuler 
Subject: Fwd: Medicaid and the States: the costs of refusing PPACA"s Medicaid expansion 

Saturday, January 14, 2012 1:16:51 PM Date: 

Sent from my iPhone 

Begin forwarded message: 

From: "Hederman, Ca 
Date: January 13, 20 
To: "Hederman, Caryn" 
Subject: Medicaid an 
Medicaid expansion 

Good morning, colleagues and friends, 

ng PPACA's 

In a thoughtful, short, paper released last night by The Heritage 
Foundation, Ed Haislmaier has estimated the cost to states of opting out 
of the PPACA Medicaid expansion. 

A state would need to replace the lost federal funding with state funds if 
it wanted to maintain its program at the pre-PPACA level, and Ed 
estimates a state would have to increase its general-fund revenues an 
average of 39.7 percent in 2013. 

Ed provides state-specific projected Medicaid spending and state 
revenues needed in a useful table on page 3 of his report, which is linked 
here: 

http:{lwww.heritage.org/research/reports/2012/01/quantifying-costs-to
states-of-noncompliance-with-the-ppacas-medjca jd-expansjon 

As always, please let Ed or me know if you have any questions. 

Regards, 
Caryn 

Caryn Hederman 
Consultant 
The Heritage Foundation 
214 Massachusetts Avenue, NE 
Washington, DC 20002 
703-585-6932 
heritage.org 
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Economic Freedom: Where Do We Stand?
How have events like the European debt crisis, the "Arab Spring," and
the United States' continued recession affected economic freedom around
the world? 
Find out in the 2012 Index of Economic Freedom:
http://www.heritage.org/index/ 

The Heritage Foundation is committed to building an America where
freedom, opportunity, prosperity, and civil society flourish.
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From: Lisette Barnes
To: Katie Altshuler
Subject: Fwd: Meeting to discuss aftermath of the Supreme Court Ruling on PPACA
Date: Tuesday, July 10, 2012 4:16:25 PM

Katie

Aetna would like me to attend this meeting on their behalf.  I am confused about
the time and date below.  Thanks. 

Lisette Barnes
Sent from my iPhone

Begin forwarded message:

From: Katie Altshuler [mailto:Katie.Altshuler@gov.ok.gov] 
Sent: Tuesday, July 10, 2012 03:05 PM
To: Denise Northrup <Denise.Northrup@gov.ok.gov>; Glenn Coffee
<Glenn.Coffee@gov.ok.gov>; 'Tammie Kilpatrick' < >; Laura
Brookins ; 

; Meroney, Shannon P; Andrew Silvestri
<Andrew.Silvestri@gov.ok.gov>; <Bev_Binkowsk >;
Gina Ramsey <Gina.Ramsey@sos.ok.gov>; AJ Mallory <AJ.Mallory@gov.ok.gov>; Jana
Staples <Jana.Staples@gov.ok.gov>; 'rpconsultinc '
< >; Lesa Smaligo )

 
Subject: Meeting to discuss aftermath of the Supreme Court Ruling on PPACA 
 

When: Wednesday, July 11, 2012 3:00 PM to Thursday, July 12, 2012 4:00 PM (UTC-06:00) Central
Time (US & Canada). 
Where: Governor's Large Conference Room 
  
Note: The GMT offset above does not reflect daylight saving time adjustments. 
  
*~*~*~*~*~*~*~*~*~* 
  
We are in the process of reaching out to set up meetings with various stakeholders regarding
Medicaid expansion and exchanges.  We apologize for the short notice but it looks like a lot of folks
will be out of town next week and we would like to meet sooner rather than later.

Please let me know if you think there is anyone else we should include. 
  
Thank you, Katie  cell 
 

This e-mail may contain confidential or privileged information. If you
think you have received this e-mail in error, please advise the sender by
reply e-mail and then delete this e-mail immediately. Thank you. Aetna
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From: Andrew Silvestri
To: Alex Weintz; Glenn Coffee; Denise Northrup
Cc: Katie Altshuler
Subject: Fwd: More GOP Govs statements on Supreme Court Ruling
Date: Thursday, June 28, 2012 10:46:11 AM

Subject: More GOP Govs statements on Supreme Court Ruling

 

RGA Chair Bob McDonnell:

“Today’s ruling crystallizes all that’s at stake in November’s election.  The only

way to stop Barack Obama’s budget-busting health care takeover is by

electing a new president. Barack Obama’s health care takeover encapsulates

his Presidency: Obamacare increases taxes, grows the size of government

and puts bureaucrats over patients while doing nothing to improve the

economy. It’s never been more important that we elect a President who

understands the marketplace and will make job creation his top priority.  By

replacing Barack Obama with Mitt Romney, we will not only stop the federal

government’s healthcare takeover, but will also take a giant step towards a full

economic recovery.”

 

Christie (NJ):

“I’ve been clear from the very beginning that I do not believe a one-size-fits-all

health care program works for the entire country and that each governor

should have the ability to make decisions about what works best for their state.

Today’s Supreme Court decision is disappointing and I still believe this is the

wrong approach for the people of New Jersey who should be able to make

their own judgments about health care. Most importantly, the Supreme Court is

confirming what we knew all along about this law – it is a tax on middle class

Americans.”

 

Jindal (LA):

“Ironically, the Supreme Court has decided to be far more honest about

Obamacare than Obama was. They rightly have called it a tax. Today’s

decision is a blow to our freedoms. The Court should have protected our

constitutional freedoms, but remember it was the President that forced this law

on us. The American people did not want or approve of Obamacare then, and

they do not now. Americans oppose it because it will decrease the quality of

health care in America, raise taxes, cut Medicare, and break the bank. All of

this is still true. Republicans must drive hard toward repeal, this is no time to

go weak in the knees.”

 

Scott (FL):

“The Justices have declared that the central provision of ObamaCare is a

judicially mandated tax. A new tax pure and simple. This is just another burden

the federal government has put on American families and small businesses,

while the economy struggles to recover.”
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Haley (SC):

“What a shame for South Carolina and our country on the Court's ruling of the

healthcare mandate.”

 

Fallin (OK):

“Oklahomans have voiced their opposition to the federal health care bill from

the very beginning, having approved a constitutional amendment to block the

implementation of this bill in our state. We believe that, rather than Big

Government bureaucracy and one-size-fits-all solutions, the free-market

principles of choice and competition are the best tools at our disposal to

increase access to health care and reduce costs. “I’m extremely disappointed

and frustrated by the Supreme Court’s decision to uphold the federal health

care law.  President Obama’s  health care policies will limit patients’ health

care choices, reduce the quality of health care in the United States, and will

cost the state of Oklahoma more than a half billion dollars in the process. 

“Today’s decision highlights the importance of electing leaders who will work to

repeal the federal health care law and replace it with meaningful reform

focused on commonsense, market based changes.”

 

Bentley (AL):

“I am deeply disappointed by today’s Supreme Court decision.  The health

care law is an overreach by the federal government that creates more

regulation, bureaucracy, and a dramatic increase in costs to taxpayers.  The

ACA is the single worst piece of legislation to come out of Congress.  This law

must be repealed. People need more choices, not fewer choices.  Bigger

government is not the answer.  Market-based solutions are the best solutions

to giving the public the most affordable options.”

 

Branstad (IA):

“Today, the Supreme Court handed down a disastrous decision to uphold

President Obama’s destructive health care law, which means a future of higher

costs, higher taxes, and increasing debt for Iowans.  The current health care

system is nothing but a federal takeover and continues to exceed its budgeted

amount every day.  But, as Governor Romney has said many times, no matter

what may happen in Court, the American people must remain vigilant in their

fight to repeal the law. Our goal is for Iowa to become the healthiest state in

the country and to do so Iowans will need to take ownership of their own

health to reduce health care costs and lead healthier lives.”

 

Brownback (KS):

“Stopping ObamaCare is now in the hands of the American people.  It begins

with electing a new president this fall.”
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From: Jason Nelson
To: Katie Altshuler
Subject: Fwd: NO to HB 2130; Heritage Foundation is opposed to Health Insurance Exchange Programs (see link)
Date: Thursday, March 31, 2011 9:22:39 PM

This is the email I mentioned receiving when we talked earlier. Is there a handy
response to this?

Jason Nelson
State Representative

Capitol: (405) 557-7335
Oklahoma State Capitol, Room 301
Oklahoma City, OK 73105

Home: (405) 946-8838
4117 NW 58th St. 
Oklahoma City, OK 73105

State: jason.nelson@okhouse.gov
Personal: jason@jasonnelson.us
State Website: www.okhouse.gov/district87
Blog: jasonnelson.org
Twitter.jasonnelson.org
Facebook.jasonnelson.org
YouTube.jasonnelson.org

Begin forwarded message:

From: Norman DeBoer <
Date: March 31, 2011 3:32:32 PM CDT
To: 
Subject: NO to HB 2130; Heritage Foundation is opposed to
Health Insurance Exchange Programs (see link)

NO to HB 2130; Heritage Foundation is opposed to Health Insurance
Exchange
Programs (see link)

http://www.heritage.org/Research/Reports/2011/01/Obamacare-and-
Federal-Healt
h-Exchanges-Undermining-State-Flexibility

No Exchanges, no ObamaCare! No to HB 2130! Demand Fallin to return
the $54
Million!

http://www.ok-
safe.com/files/documents/1/OK_GOP_Implementing_ObamaCare_Flye
r.pdf
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OK State Senate Republicans campaigned in 2010 against Obamacare,
including
the individual mandate, and state-run exchanges and they won
overwhelmingly,
so why are they even considering voting on state-run exchanges (this is
Obamacare) and why has Governor Fallin already accepted $54 Million of
Obamacare money if the state does not plan to implement Obamacare in
OK?
Illogical!

Healthcare exchanges are the very cornerstone of Obamacare or the
Patient
Protection and Affordable Care Act (PPACA). Oklahoma calls this
exchange
Health Insurance Exchange, but once the data is all accumulated in
computer
databases it is easy to transfer all of it to Obamacare’s Health
Information
Exchange (HIE).  The HIE enables the transfer of electronic medical
records - called EMRs - between health care providers. The hard part is
the
accumulation of the information initially into one data base, this is why
the Federal government has awarded $54 Million to Oklahoma because
we have
the most motivated Governor in the nation to begin Obamacare.

No Exchanges, no ObamaCare! No to HB 2130! Demand Fallin to return
the $54M!

HB 2130 Bad for Business in Oklahoma
Health Insurance Exchange Impact on Independent Brokers

Several independent insurance brokers in Oklahoma are concerned about
the
impact the exchanges will have on their businesses.  The exchanges
operate
contrary to the free enterprise system and most likely will put the
independent insurance broker out of business.  Click here to hear the
2/27/11 interview with Mark Croucher of WHY-Insurance.

DO NOT BELIEVE THE LIES OF GOVERNOR FALLIN
THE HERITAGE FOUNDATION DOES NOT SUPPORT IMPLEMENTING A
HEALTHCARE SYSTEM OF
THIS SORT
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These insurance Exchanges are mentioned 278 times in the Patient
Protection
and Affordable Care Act (PPACA) or Obamacare.

Page 5 of the grant application cites Section 1311 of the PPACA.

"C. Background
On March 23, 2010, the President signed into law the Patient Protection
and
Affordable Care Act. On March 30, 2010, the Health Care and Education
Reconciliation Act of 2010 was signed into law. The two laws are
collectively referred to as the Affordable Care Act. The Affordable Care
Act
includes a wide variety of provisions designed to expand coverage,
provide
more health care choices, enhance the quality of health care for all
Americans, hold insurance companies more accountable, and lower
health care
costs. Among its provisions, the law provides grant funding to assist
States
in implementing parts of the Affordable Care Act.

Section 1311 of the Affordable Care Act provides funding assistance to
the
States for the planning and establishment of Health Insurance Exchanges
(“Exchanges”). The Affordable Care Act provides that each State may
elect to
establish an Exchange that would: 1) facilitate the purchase of qualified
health plans (QHPs); 2) provide for the establishment of a Small Business
Health Options Program (“SHOP Exchange”) designed to assist qualified
employers in facilitating the enrollment of their employees in QHPs
offered
in the SHOP Exchange; and 3) meet other requirements specified in the
Act."

NOTICE: The information in this email is confidential, legally privileged, and exempt
from disclosure under law. It is intended solely for the addressee. Access to this
email by anyone else is unauthorized. If you are not the intended recipient, any
disclosure, copying, distribution or any action taken or omitted to be taken in
reliance on it, is prohibited and unlawful. The Oklahoma House of Reps does not
warrant any e-mail transmission received as being virus free, and disclaims any
liability for losses or damages arising from the use of this e-mail or its attachments.
Recipients of e-mail assume the risk of possible computer virus exposure by opening
or utilizing the e-mail and its attachments, and waive any right or recourse against
the House by doing so.
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From: Jason Nelson
To: Katie Altshuler
Subject: Fwd: ObamaCare Implementation Meets Resistance in More States
Date: Thursday, March 31, 2011 9:16:25 PM

Jason Nelson
State Representative

Capitol: (405) 557-7335
Oklahoma State Capitol, Room 301
Oklahoma City, OK 73105

Home: 
 

Oklahoma City, OK 73105

State: jason.nelson@okhouse.gov
Personal: jason@jasonnelson.us
State Website: www.okhouse.gov/district87
Blog: jasonnelson.org
Twitter.jasonnelson.org
Facebook.jasonnelson.org
YouTube.jasonnelson.org

Begin forwarded message:

State Resistance to Obamacare

By Ramesh Ponnuru

Posted on March 31, 2011 4:50 PM

is mounting. (See also here.)

http://www.cato-at-liberty.org/obamacare-implementation-meets-
resistance-in-more-states/

ObamaCare Implementation Meets
Resistance in More States
Posted by Michael F. Cannon

Republican governors Rick Scott (FL), Sean Parnell (AK), and Bobby Jindal
(LA) have flatly refused to implement ObamaCare.  Efforts to create an
ObamaCare health insurance "Exchange" are meeting resistance in other states
too.  According to Politico:
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In South Carolina, tea party activists have been picking off Republican co-
sponsors of a health exchange bill, getting even the committee chairman who
would oversee the bill to turn against it.

A Montana legislator who ran on a tea party platform has successfully blocked
multiple health exchange bills, persuading his colleagues to instead move
forward with legislation that would specifically bar the state from setting up a
marketplace.

And in Georgia, tea party protests forced Gov. Nathan Deal to shelve exchange
legislation that the Legislature had worked on for months.

According to NewHampshireWatchdog.org:

New Hampshire’s Executive Council voted unanimously [to table] a request
from the state Insurance Commissioner to accept $666,000 to study how to set up
a health insurance exchange called for under the Patient Protection and
Affordable Care Act.

Councilor David Wheeler (R-Milford) argued that the study would take New
Hampshire down the path of ObamaCare...Councilor Chris Sununu (R-
Newfields) worried that it would provide ammunition to those seeking to increase
state control over health care, and might put state taxpayers on the hook for the
cost on an exchange.

Reason 's Peter Suderman writes:

At first glance, the law seems like a trap for those who both oppose the law and
favor federalism: ObamaCare calls on states to set up exchanges; in any state that
does not sufficiently comply by 2013, the federal government will simply swoop
in and set up an exchange on its own. That leaves governors who oppose the law
in something of a bind: Either take control and set up a state-run exchange, or let
the federal government step in and run things itself...But there are a number of
reasons why governors in that position might want to sit out the implementation
process. For one thing, states won’t have much flexibility to design the
exchanges as they see fit, despite the administration’s protestations to the
contrary.... For governors who oppose the law, refusing to set up the exchanges
is also a smart move politically....

If these state governments are skeptical enough of the law’s constitutionality to
sign onto a lawsuit challenging it, they probably shouldn’t be devoting time and
resources to implementing it either.

Michael F. Cannon • March 31, 2011 @ 8:50 am

 

http://www.nationalreview.com/critical-condition/263468/rick-perry-no-
obamacare-exchange-texas-john-r-graham

Rick Perry: No Obamacare Exchange for Texas

4363



March 31, 2011 9:17 A.M.

By John R. Graham  

 

Governor Rick Perry has reportedly prevented State Representative John
Zerwas and other legislators from making a potentially fatal blunder in
the fight against Obamacare. According to local media, the governor’s
office has discouraged Rep. Zerwas from championing
legislation establishing a state-based Obamacare Health Benefits
Exchange in Texas.

This is very good news. States that establish Obamacare exchanges are
making a one-way, lose-lose bet on Obamacare, as I’ve written before.
Governor Jindal in Louisiana and Governor Deal in Georgia have also
recently learned this.

Our friends at the Heritage Foundation, who are most closely associated
with exchanges, have also sounded the warning against abusing their
original idea (which had the objective of pooling dollars from small
employers) in order to seek federal Obamacare grants and grow
Obamacare’s roots deeper into the soil. Here are a paper by Edmund
Haislmaier and a blog entry by Nina Owcharenko.

 

NOTICE: The information in this email is confidential, legally privileged, and exempt
from disclosure under law. It is intended solely for the addressee. Access to this
email by anyone else is unauthorized. If you are not the intended recipient, any
disclosure, copying, distribution or any action taken or omitted to be taken in
reliance on it, is prohibited and unlawful. The Oklahoma House of Reps does not
warrant any e-mail transmission received as being virus free, and disclaims any
liability for losses or damages arising from the use of this e-mail or its attachments.
Recipients of e-mail assume the risk of possible computer virus exposure by opening
or utilizing the e-mail and its attachments, and waive any right or recourse against
the House by doing so.
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From: Glenn Coffee 

To: 
Subject: 

Denise Northrup; Katie Altshuler 

Fwd: OCPAC e- mail 

Date: Monday, February 27, 2012 9:41:39 AM 

See comments on exchange ... 

Begin forwarded message: 

From: Charlie Meadows 
Date: February 27, 2012 
To: Oklahoma Conservative Political Action Committee 
< ocpacupdate@googlegroups.com > 
Subject: OCPAC e-mail 
Reply-To: ocpacupdate@googlegroups.com 

Members and friends of the Oklahoma Conservative Political Action 
Committee (OCPAC) 

++ AGENDA FOR THIS WEEK'S MEETING 
++ ACTION ITEM 

++ AGENDA FOR THIS WEEK'S MEETING 

Our 12 noon luncheon for Wednesday, February 29th will be held at 
Italiano's restaurant, 4801 North Lincoln in OKC. We are very 
fortunate to have as a speaker this week, Mr. Ward Connerly, founder 
and President of the American Civil Rights Institute. The organization 
is a national, not-for-profit organization aimed at educating the 
public about the need to move beyond race, and specifically, racial 
and gender preferences. Mr. Connerly has gained national attention as 
an outspoken advocate of equal opportunity for all Americans, 
regardless of race, sex, or ethnic background. 

As a member of the University of California Board of Regents, Mr. 
Connerly focused the attention of the nation on the University's race
based system of preferences in its admissions policy. He eventually 
led a petition effort to stop racial preferences in student 
admissions. As such, Mr. Connerly has been profiled on 60 Minutes, 
Parade magazine, the New York Times, the Wall Street Journal, 
Newsweek, and virtually every major news magazine in America. He has 
also appeared on The News Hour with Jim Lehrer, Crossfire, Hannity $ 
Colmes, Meet the Press, Dateline, NBC Nightly News, CNN, C-Span, and 
by this Wednesday afternoon he will have made the big time with an 
appearance at OCPAC (sorry folks, just couldn't resist). 

4365



From: Marv Fallin 
To: Wade Christensen: Alex Weintz: Katie Altshuler 
Subject: Fwd: POV: Gov. Fallin Should be Praised for Standing up to Obamacare 

Tuesday, Aprill9, 2011 9:29:46 PM Date: 

Mary Fallin 

Begin forwarded message: 

If you're having trouble viewing this email, you may see it online. 

OCPA I Point of View 

Gov. Fallin should be praised for standing up to 
Obamacare 

By Jason Sutton, J.D. 

"Never look a gift horse in the mouth," the old adage goes. Some 

Share This: [g 

have claimed Gov. Mary Fallin did just that last week when she rejected a $54 
million dollar federal grant to build a health insurance exchange as required by 
Obamacare. 

But, looking a gift horse in the mouth is actually sound policy, particularly if that 
horse is old or sick and will cost you time, energy and money to maintain. 
Apparently, some think Gov. Fallin should consider the state fortunate for every law 
the federal government forces on our state regardless of how unworkable it is
after all , it's a "gift" and we should be grateful. 

But Oklahomans don't much trust the federal government and they certainly don't 
like The Patient Protection and Affordable Care Act, the federal health care reform 
law signed by President Obama in March 2010 and widely known as "Obamacare." 

In fact, last November Oklahomans overwhelmingly amended the state Constitution 
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to prohibit the implementation of Obamacare here, and in January, Gov. Fallin and 
Oklahoma Attorney General Scott Pruitt filed a lawsuit in federal court seeking to 
overturn the law. 

One look at Obamacare and it's no wonder why it is so unpopular, even in the most 
Democratically skewed polls. The law requires every citizen to purchase expensive, 
mandate-loaded plans, forces nearly 20 million uninsured Americans into Medicaid 
- a health provider so awful that some studies have shown those with no insurance 
at all have better health outcomes than Medicaid enrollees - and places onerous 
burdens on insurers and plans that will harm consumers, businesses and doctors. 
The Medicaid expansion requirement alone could bankrupt nearly half the states. 

Gov. Fallin did the right thing by rejecting the grant and committing to the pursuit of 
a "free market" exchange using state or private dollars instead. After all, if 
Americans are so overwhelmingly opposed to the law, now is the time to dismantle 
it. Not only are Congressional Republicans working to repeal the law, but 28 states 
have filed federal lawsuits to overturn the law in court. 

Accepting federal dollars to implement Obamacare while simultaneously suing the 
federal government sends mixed messages and undermines efforts to "repeal and 
replace" the law. Perhaps surprisingly to many, federal court decisions are 
oftentimes based on the pulse of the nation. Having more than half of the states 
suing the federal government to overturn Obamacare sends a powerful message to 
the Supreme Court about how the populace perceives the law; but when many of 
those same states are moving forward to implement Obamacare, a real question is 
raised about how unworkable the states really believe the law is. 

Rather than deriding Gov. Fallin's decision for rejecting "free" money as some have, 
she should instead be praised by all Oklahomans for standing up to Obamacare 
and its onerous provisions. 

Those provisions are exactly why conservatives such as Sen. Tom Coburn, The 
Heritage Foundation and The Oklahoma Council of Public Affairs cautioned against 
accepting the federal grant in the first place. Gov. Fallin wants to build a "free 
market" insurance exchange that is lightly regulated and leverages competition to 
lower premium costs and create meaningful choice for consumers, but as research 
by The Oklahoma Council of Public Affairs has shown, the federal grant implicitly 
prohibits this by requiring the funds to be used to build an Obamacare exchange. 

Obamacare exchanges are heavily regulated, restrict competition by prohibiting 
some insurers from participating and limit choice by allowing only a handful of plans 
to be made available for purchase. Such an exchange can't seriously be 
considered "free market" by any stretch of the imagination. Rather than accept the 
rigid requirements attached to the grant, Gov. Fallin wisely committed to building an 
exchange on Oklahoma's terms. 

While many of the most burdensome provisions of Obamacare- including the 
exchanges- don't even take effect until 2014, the provisions of the law that have 
already taken effect have been disastrous. 
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As the Cato Institute recently noted, "The relatively minor provisions of the law that 
have taken effect to date are already killing jobs, increasing premiums and taxes, 
reducing take-home pay, causing private insurance markets to collapse, and 
throwing Americans out of their health plans." 

In other words, Obamacare is a very sick horse and Gov. Fallin did the entire state 
a favor by looking in its mouth and saying, "Thanks, but no thanks. We'll buy our 
own horse." 

### 

Jason Sutton, J.D. is a health policy analyst tor the Oklahoma Council of Public 
Affairs. 

This email was sent to maryfalli1 To ensure that you continue receiving our emails, please add 
us to your address book or safe list. 

manage your preferences I oot out using TrueRem ove®. 

Got this as a forward? S ign uo to receive our future emails. 
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From: Denise Northrup
To: Alex Weintz; Katie Altshuler
Subject: Fwd: PPACA Health Insurance Tax
Date: Thursday, November 15, 2012 3:58:56 PM
Attachments: Health Insurance Tax Will Increase Health Care Costs, Eliminate Jobs, and Reduce Health Care Choices.pdf

ATT00001.htm

Good info

Begin forwarded message:

From: "Cronn, Christopher" >
Date: November 15, 2012 1:26:17 PM PST
To: Denise Northrup <Denise.Northrup@gov.ok.gov>
Cc: "McMullen, Jennifer" 
Subject: PPACA Health Insurance Tax

Denise,
 
Attached is the document referenced in your meeting with UnitedHealth Group
earlier.  Let us know if you have any questions.
 
Thanks again!
Chris
 
Chris Cronn
Vice President, State Government Affairs
UnitedHealth Group
1001 Congress, Ste. 300
Austin, TX  78701
512-689-0497
 

This e-mail, including attachments, may include confidential and/or
proprietary information, and may be used only by the person or entity
to which it is addressed. If the reader of this e-mail is not the intended
recipient or his or her authorized agent, the reader is hereby notified
that any dissemination, distribution or copying of this e-mail is
prohibited. If you have received this e-mail in error, please notify the
sender by replying to this message and delete this e-mail immediately.
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From: Denise Northrup
To: Michelle Altman; Randy Swanson
Cc: Todd E. Pauley Esq.; Katie Altshuler
Subject: Fwd: PPACA Health Insurance Tax
Date: Thursday, November 15, 2012 4:02:21 PM
Attachments: Health Insurance Tax Will Increase Health Care Costs, Eliminate Jobs, and Reduce Health Care Choices.pdf

ATT00001.htm

The first of many emails we will be exchanging...we are in healthcare hell right now,
but thought this was a great summary of part of obamacare that people aren't really
talking about right now with the exchange deadline looming.

Not that we're going to have a fix, but we met with them yesterday and they
wanted us to talk to our congressional delegation about it, so here you go!

When you guys get a chance and settled in to your new position, let's think about
what makes sense in terms of regular meetings and coordination. 

Thanks!

Begin forwarded message:

From: "Cronn, Christopher" <
Date: November 15, 2012 1:26:17 PM PST
To: Denise Northrup <Denise.Northrup@gov.ok.gov>
Cc: "McMullen, Jennifer" <
Subject: PPACA Health Insurance Tax

Denise,
 
Attached is the document referenced in your meeting with UnitedHealth Group
earlier.  Let us know if you have any questions.
 
Thanks again!
Chris
 
Chris Cronn
Vice President, State Government Affairs
UnitedHealth Group
1001 Congress, Ste. 300
Austin, TX  78701
512-689-0497
 

This e-mail, including attachments, may include confidential and/or
proprietary information, and may be used only by the person or entity
to which it is addressed. If the reader of this e-mail is not the intended
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recipient or his or her authorized agent, the reader is hereby notified
that any dissemination, distribution or copying of this e-mail is
prohibited. If you have received this e-mail in error, please notify the
sender by replying to this message and delete this e-mail immediately.
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From: 
To: 

Glen Mulready 
Katie Altshuler 

Subject: Fwd: Protest Action Alert! Help us stop HB2130 & encourage return of $54M 
Wednesday, March 23, 2011 9:23:15 PM Date: 

Katie, 
FYI...Iooks like the Governor will have extra company at lunch tomorrow. Wanted to make 
sure you guys knew. 
GM 

Sent from my iPhone, please pardon any typos. 

Begin forwarded message: 

From: Tulsa 912 Project < tulsa912er@gmail.com> 
Dat':_;~~:17 PM COT 
To:~ 
Subject: Protest Act1on Alert! Help us stop HB2130 & encourage 
return of $54M 
Reply-To: tulsa912er@gmail.com 

Having trouble viewing this email? Click here 

rg 

Tulsa 912 Action Alert! 
at Tulsa Country Club 

hursday, March 24 9:30am to 12:00am 

Will today has not generated the support. fi·om our State Senators as we 
have wanted to commit to Voting No on HB 2130. 

Tomon·ow Governor Mary Fallin and lt1sm·ance Commissoner John Doak 
will be speaking at d1e Tulsa Countty Club. So we have decided to have 
a Protest to help change ilieir minds to Not take d1e $54 Million dollars 
Grant from d1e Federal Goverrunent. 

are asking for eve1yone to meet at The Shopping Center parking lot at 2300 W. Edison at 9:30. 
bring sings encouraging them to not take the money (Please be polite), Flags (Oklahoma, 

and United States). We will then carpool at 9:45 to ilie fi·ont entrance of The Tulsa Country 
and will leave around !2:00pm. 

Shopping Center parking lot at 2300 W Edison, Tulsa 
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need instructions or have questions please call me Ronda at 918-853-7986 or Matthew at 918-

Following are a couple of reminders of events to attend this week. .. 

Join Tulsa 912ers for breakfast at 7:30 am. on Friday, Mat·ch 25, 2011, at the IHOP at 31st & 
Memorial. Amanda Teegarden will bring us up to date on the stealth implementation of 
OBAMACARE by our Oklahoma REPUBLICAN officials. This is our first breakfast meeting, I 
encourage you to attend, invite your senator and representative to join us and bring a fiiend! Hope to 
see you there. 

GOP COlmty Convention, Saturday, Mat·ch 26, 2011. Change begins here! If you signed up as a 
delegate during our Precinct Elections/Meetings, please attend the Tulsa Cotmty GOP Convention. We 
will be voting on changes to our Rules and Platfom1 as well as leadership, your vote makes a 
difference. more info 

Please note: I am very proud to annow1ce tl1at two of ow· own are running for positions within the 
Republican patty ... Don Wyatt is rwming for 1st DistrictConmlitt.eeman and Don Little is running for 
State Comnlitteeman. They would appreciate your support and your vote at the COlmty Convention. 

Tulsa 912 will have a booth at the County Convention. If you are interested in helping with set up and 
manning the booth, please let me know. 

Ronda Vuillemont-Smith 
Tulsa 912 Proiect 

~ ~ 
by tulsa912er@gmail.com 

Instant removal with SafeUnsubscribe'M Privacy Policy. 

Tulsa 912 Project 3909 W Roanoke St Broken Arrow OK 74011 
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From: Denise Northrup 

To: Alex Weintz: Katie Altshuler 
Subject: Fwd: RELEASE: Branstad submits letter of intent on PPACA on time; Outlines significant, unanswered questions 

looming over implementation 
Date: Friday, November 16, 2012 9:39:55 AM 

Interesting perspective ... 

Begin forwarded message: 

From: Marie Sanderson 
Date: November 16, 
To: Marie Sanna.-c-nn 
Cc: Dustin Huffman 
Subject: FW: su letter of intent on 
PPACA on time; Outlines significant, unanswered questions 
looming over implementation 

m from this AM re Iowa. 

-mt5 

From: Albrecht, Tim [IGOV] 
Sent: Friday, November 16, 2012 9:19AM 
To: jgoy press releases@lists.ia.gov 
Subject: RELEASE: Branstad submits letter of intent on PPACA on time; Outlines 
significant, unanswered questions looming over implementation 

OFFICE OF THE GOVERNOR 
Governor Terry E. Branstad * Lt. Governor Kim Reynolds 

FOR IMMEDIATE RELEASE: Friday, November 16, 2012 
CONTACT: Governor's Office (515) 725-3518 

Branstad submits letter of intent on 
PPACA on time; 

Outlines significant, unanswered 
questions looming over 

implementation 
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(DES MOINES) – Gov. Terry Branstad this morning submitted the below letter of intent
on the Patient Protection and Affordable Care Act (PPACA) to Sec. Sebelius, meeting
the deadline previously set forth by the Health and Human Services director.
 
However, late yesterday, Sec. Sebelius pushed back the deadline to December 14. In
response to the new, arbitrary deadline set forth by the federal government, despite
all the work states like Iowa have already accomplished, Communications Director Tim
Albrecht said the following:
 
“Make no mistake, this deadline was extended because the federal government does
not have the answers or capability to administer the Obamacare program,” said
Albrecht. “This deadline was not pushed back to give the governors more time, rather
it was a lifeline to help save themselves.”
 
The text of Gov. Branstad’s letter is as follows, with 50 remaining questions the federal
government has yet to answer that underscore the information the state needs to
make an informed decision:
 
 
November 16, 2012
 
The Honorable Kathleen Sebelius
US Department of Health & Human Services
200 Independence Avenue Southwest
Washington, DC 20201
 
Dear Secretary Sebelius:
 
My top priorities as governor are to protect the health, safety and welfare of Iowans,
promote our State’s fiscal well-being and ensure our State remains a leader in job
creation and income growth. I write you today to inform you that Iowa will continue
on its path to creating an Iowa-based exchange that is intended to protect the health of
Iowans, ensure the integrity of our health insurance markets and safe-guard our State
budget from unnecessary turbulence. I continue to have concerns that an intrusive
Federal exchange would raise costs on individuals and businesses, making it harder
for them to create jobs and raise family incomes in Iowa. In fact, I have even greater
concern that the health benefit exchanges proposed in the Patient Protection and
Affordable Care Act (PPACA) do nothing to address the quality of care or make our
population healthier.
 
However, I cannot provide you with a set of timelines or complete details about the
exchange until our State receives clear, binding rules from your Department. Forcing
an exchange decision on states based on an arbitrary timetable, would be like forcing
a consumer to buy a car without knowing the vehicle’s price tag or fuel economy. If
forced to make a decision with incomplete information, then I have no choice but to
default on some level to a Federal exchange. That is not my preferred path forward.
Recently, I recommitted to my long-time pledge to work in a bipartisan fashion with
Iowa legislative leaders and that pledge applies to our Federal partners as well. We
have not abandoned our legal responsibility to create an exchange; however, the path
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towards consensus rests with you and Health and Human Services leadership. Our
intention is not to default to a Federal exchange, but the road blocks and impediments
in front of us may leave us no choice.
 
As a former governor, I trust you know the challenges states face when trying to
navigate the murky waters of implementing a Federal mandate without clear guidance.
In Iowa, formal rulemaking not only binds both the State and stakeholder to a clear
set of expectations, it also allows for predictable and formal opportunities for
stakeholder input that citizens deserve.
 
Iowa, like many states, has worked diligently, and met all deadlines for health benefit
exchanges. We are updating vital systems and technology within our State, officials
have met with critical stakeholders for input on exchanges and we have a solid
framework for how an exchange could operate in Iowa. However, we continue to
struggle with too many unanswered questions on topics critically important to the
final development of an exchange that meets the needs of Iowans, including the cost
of building and operating an exchange. Practical considerations will be guiding all
states with the looming deadlines set by PPACA.
 
It is my hope that you will work with my State, and others, to address our questions
and give us the flexibility and information we need to address the real challenges we
face when trying to make decisions with incomplete guidance. Enclosed please find a
list of issues and questions on which we seek specific guidance. Building a state-
based exchange at all costs is not an option for any state. If Iowa must have an
exchange, the exchange must provide solutions to the unique health care problems
Iowa faces at an affordable and sustainable cost.
 
 
Sincerely,
 
 
 
Terry E. Branstad
Governor
 

Exchange-Related Questions for US HHS
 

<!--[if !supportLists]-->1)      <!--[endif]-->Please provide a complete list of
regulations that will have to be reviewed, revised and re-opened for public
comment prior to implementation as a result of the Supreme Court ruling
(e.g., the Medicaid eligibility regulations, exchange regulations related to
interface with Medicaid). What is the schedule for re-issuing these
regulations?

 
<!--[if !supportLists]-->2)      <!--[endif]-->When will final rules be issued on

essential health benefits, actuarial value and rating areas?
 

<!--[if !supportLists]-->3)      <!--[endif]-->The federal government has already
extended deadlines for applying for Level 1 and Level 2 Exchange
Establishment funding into 2014. Can we expect extensions of the deadlines
for other areas of implementation given the uncertainty caused by the
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Supreme Court ruling and the linkage between Medicaid expansion and
exchange eligibility and enrollment functions? In addition, will the deadlines
change for states implementing a partnership exchange? Will the deadlines be
extended for states implementing a federal exchange? Can you confirm that
states will be able to switch from a federal model to a partnership or state
model until 2019 and that funding will be available to enable that transition?

 
<!--[if !supportLists]-->4)      <!--[endif]-->When will the details of the federal

partnership options be available? These cannot be considered as an option
without details including cost estimates and how state and federal systems are
expected to link. How will the long term funding of the federally-facilitated
healthcare exchanges be sustained?

 
<!--[if !supportLists]-->5)      <!--[endif]-->States considering a state-based

exchange need to know whether there will be a charge to use the federal data
hub, advance premium tax credit/cost-sharing reduction service, risk
adjustment and transitional reinsurance programs. Will there be a charge?
And, if so, how much will it be?

 
<!--[if !supportLists]-->6)      <!--[endif]-->When will states learn the details of the

operational systems for a federal exchange? The procedural, technical, and
architectural requirements for linking to the federal exchange have not been
released. It is not feasible to know if a state-based exchange is better for our
citizens until we know what the contents of a federal exchange will be.

 
<!--[if !supportLists]-->7)      <!--[endif]-->When will information from the

establishment of a federal exchange be available for states to use if a state
opts to build its own exchange? It is costly for each state to have to start from
scratch and still not know how interfaces will work.

 
<!--[if !supportLists]-->8)      <!--[endif]-->If states choose to build a state-based

exchange, what dollars will the federal government contribute now and in the
future? For the federal exchange states, when will the regulations regarding
the imposition of taxes on a state’s insurers be released?

 
<!--[if !supportLists]-->9)      <!--[endif]-->It has been widely reported that

Congressional leaders who have to appropriate money will seek to defund
exchanges. Can you explain how the enactment provisions of the law allow
the Executive Branch to continue to fund exchanges without Congressional
action to appropriate money?

 
<!--[if !supportLists]-->10)  <!--[endif]-->What happens to a state that has taken

exchange planning and implementation grants if their exchange is not
financially viable after 2015? Can a state refuse to increase taxes on either its
residents or insurers, thus putting the financial underpinning of an exchange at
risk? What penalties does the federal government envision in this case?

 
<!--[if !supportLists]-->11)  <!--[endif]-->What happens if a state accepts grant

money now to begin to build a state exchange, and subsequently determines
that a federal exchange may be better? Will the federal government claw back
these grant dollars from the states?
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<!--[if !supportLists]-->12)  <!--[endif]-->The Congressional Budget Office

(CBO) has pointed out a provision in the law that reduces exchange subsidies
after 2018, which means fewer and fewer people will qualify for subsidies,
and the people who do qualify will get a smaller and smaller subsidy. Does
the Administration support that change, and if so, how would you pay for it?
If you do not, why do you think people should be forced to buy insurance if
federal subsidies are shrinking?

 
<!--[if !supportLists]-->13)  <!--[endif]-->Alongside the considerable challenge of

greatly expanding the Medicaid program, states are charged by the PPACA
with creating a single, seamless point of entry for all of the insurance
affordability programs affected by the Act--Medicaid, the Children’s Health
Insurance Program (CHIP), the Basic Health Plan (where offered), advance
tax credits for individual and Small Business Health Options Program (SHOP)
exchange enrollees. This leaves another major question on the table. What
about all of the other social service programs?

 
<!--[if !supportLists]-->14)  <!--[endif]-->In order to minimize disruptions to a

state’s insurance market, The Office of Personnel Management (OPM) is
required to certify multi-state plans that must be included in every exchange.
When will the rules be released detailing the requirements and timeline for
multi-state plans? How OPM structures these rules can be very disruptive to a
state’s insurance market.

 
<!--[if !supportLists]-->15)  <!--[endif]-->Does the federal government intend to

maintain high risk pools and how will they be financed? What actions will
they take in a state that has opted not to operate a high risk pool or an
exchange?

 
<!--[if !supportLists]-->16)  <!--[endif]-->How do states with a federal exchange

ensure that Web Based Entities (WBE) are an option in their state?
 

<!--[if !supportLists]-->17)  <!--[endif]-->Will HHS and the United States
Department of the Treasury offset the advance payments of premium
assistance tax credits to issuers for an applicant’s outstanding tax, alimony,
and/or child support debts?

 
<!--[if !supportLists]-->18)  <!--[endif]-->Will state-based exchanges have the

flexibility to retroactively adjust past due premium amounts for interim
changes in income?

 
<!--[if !supportLists]-->19)  <!--[endif]-->How will the Center for Consumer

Information and Insurance Oversight (CCIO) handle Qualifed Health Plans
(QHP) to Medicare transitions to prevent enrollee confusion and the potential
for unpaid QHP premiums due to the enrollee not terminating the QHP
timely?

 
<!--[if !supportLists]-->20)  <!--[endif]-->How will CCIIO minimize the adverse

impact of its overly-broad employer notice requirement?
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<!--[if !supportLists]-->21)  <!--[endif]-->What is the process/timeline for the
approval of a state-specific single streamlined application (SSA)?

 
<!--[if !supportLists]-->22)  <!--[endif]-->Must Iowa have a Medicaid Portal or

can it use the federal portal? If the answer is that it has to use a federal portal,
how does it incorporate state-specific programs (SNAP, TANF, etc.?)

 
<!--[if !supportLists]-->23)  <!--[endif]-->What is the role/scope of a verification

plan in a state partnership exchange? Does it require federal approval? How
and when should a verification plan be submitted for federal review?

 
<!--[if !supportLists]-->24)  <!--[endif]-->What will the federal government

require of all the states in terms of specifications for account
information/record layout/package of data elements?

 
<!--[if !supportLists]-->25)  <!--[endif]-->When and how should the

implementation review be submitted?
 

<!--[if !supportLists]-->26)  <!--[endif]-->What are the HBE reporting
requirements (HHS format? ACA 1313A?)

 
<!--[if !supportLists]-->27)  <!--[endif]-->Has the Plan Management Forum been

rescheduled?
 

<!--[if !supportLists]-->28)  <!--[endif]-->Iowa would like to verify that the ACA
will only allow “Indian status” for members of federally recognized tribes.

 
<!--[if !supportLists]-->29)  <!--[endif]-->Does this flow account for the

possibility that some individuals may not be eligible for the exchange
(because the individual has employer sponsored insurance), but person’s
income could still qualify them to be eligible for Medicaid?

 
<!--[if !supportLists]-->30)  <!--[endif]-->With individuals coming into the

system through the FFE, what implications are there for Iowa’s existing
online application for SNAP and TANF?

 
<!--[if !supportLists]-->31)  <!--[endif]-->As an individual begins the application

through the federal portal, what data elements will the FFE use to identify that
the applicant lives in Iowa (attestation, zip code of mailing address, zip phone
of residence, etc.)?

 
<!--[if !supportLists]-->32)  <!--[endif]-->At the "Transmit Account to State" point

in the diagram, what are the gaps between the information that the federal hub
gives Iowa and the information that Iowa needs to determine Medicaid MAGI
eligibility?

 
<!--[if !supportLists]-->33)  <!--[endif]-->What data will be included in the account

at the "Transmit Account to State" point? If this data set has not yet been
determined, when will it be determined?
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<!--[if !supportLists]-->34)  <!--[endif]-->Will the single streamlined application ask
about health status (pregnancy, etc.)?

 
<!--[if !supportLists]-->35)  <!--[endif]-->In the Medicaid Agency swim lane,

should CHIP Eligibility be moved before "Assess for Other IAP Eligibility"
step? If so, this may be useful information for CCIIO to share with other
states. 

 
<!--[if !supportLists]-->36)  <!--[endif]-->What exactly happens at the "Assess for

Other IAP Eligibility" point in the diagram?
 

<!--[if !supportLists]-->37)  <!--[endif]-->What is the communication back to
consumers if it appears they are not eligible for anything (insurance
affordability in addition to Medicaid and CHIP)?

<!--[if !supportLists]-->38)  <!--[endif]-->Can Iowa receive the application
electronically (and thus meet the regulation that requires states to do so)
through the FFE (instead of having a separate state-supported Medicaid
portal)? Would using the FFE that meets the intent of the law which says that
the states’ Medicaid must have the capability to accept Medicaid applications
electronically?

 
<!--[if !supportLists]-->39)  <!--[endif]-->Will the paper application have to reflect

the data elements in the single streamlined application and then have a number
of supplemental data elements that are required by Iowa, or can the state
continue using the current Iowa paper joint application?

 
<!--[if !supportLists]-->40)  <!--[endif]-->Iowa would like to verify that the entry

point for the select group of people who are categorically eligible for
Medicaid (babies born to Medicaid mothers, SSI, etc.) will remain subject to
current business rules.

 
<!--[if !supportLists]-->41)  <!--[endif]-->How will the business rules for Medicaid

presumptive eligibility change?
 

<!--[if !supportLists]-->42)  <!--[endif]-->From an education and outreach
perspective, how will hospital staff get trained on the presumptive eligibility
process?

 
<!--[if !supportLists]-->43)  <!--[endif]-->The Blueprint roadmap lists “Navigator”

under 2.6, but does not indicate it is something that could be in a state
partnership model (the partnership columns are not checked). In the same
roadmap, 13.3 mentions Consumer assistance and indicates it can be part of a
partnership model.  The draft “Design Review Modules – State Partnership
Exchanges” under consumer assistance partnership shows Navigator as part of
the module.  It seems like there is a conflict that may need to be clarified.

 
<!--[if !supportLists]-->44)  <!--[endif]-->Provide an overview of the federal

Navigator program – are these actual people who will be stationed in the
SPE/FFE states?  Will Iowa have Navigators physically in our state?

 
<!--[if !supportLists]-->45)  <!--[endif]-->Describe the role/responsibility for the
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federal Navigators (who are the Navigators and what will their responsibilities
be).

 
<!--[if !supportLists]-->46)  <!--[endif]-->How will the federal Navigators integrate

with state specific in-person consumer assistors?
 

<!--[if !supportLists]-->47)  <!--[endif]-->What is CMS’s/CCIIO’s
vision/description of what the state must do to fulfill their obligations
regarding in-person assistance?

 
<!--[if !supportLists]-->48)  <!--[endif]-->In the blueprint section 4.0 (Plan

Management), there are sub-sections identified as 4.5 and 4.6. However, in
the guidance on what states need to prepare for in the design review for SPE,
these two sub-sections are not listed. Can you clarify what the state’s
responsibilities are for these two sub-sections?

 
<!--[if !supportLists]-->49)  <!--[endif]-->Is there a CMS’s/CCIIO’s plan for

integration between the HBE implementation and the BIP implementation?
 

<!--[if !supportLists]-->50)  <!--[endif]-->Describe the role federal call centers play
with regard to helping a caller obtain Medicaid (will the caller be switched to
the Iowa Medicaid call center based on the area code of their call?) Describe
the federal plan for education and outreach? Will marketing materials be
tailored to the state? Will the state have input to the marketing materials?

 
 
 

# # #
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From: 

To: 
Cc: 

Andrew Silvestri 

AlexWeintz 

Katie Altshuler; Denise Northrup 

Subject: Fwd: RGA Letter on Medicaid and Exchanges to President Obama 

Wednesday, November 07, 2012 10:52:10 AM Date: 

This is the letter w questions RGA sent. Ask Katie though first if we want to share. 

Begin forwarded message: 

From: Marie Sanderson 
Date: July 10, 2012, 
To: Marie Sannarc-nn 
Cc: Lindsay Russell 
Subject: FW: 
President Obama 

From: Mike Schrimpf 
Sent: Tuesday, July 10, 2012 2:35 PM 
To: Mike Schrimpf 

and Exchanges to 

Subject: RGA Letter on Medicaid and Exchanges to President Obama 

RcrA~-~ -~ ~ 
I ,. ~ • ;. J 

FOR IMMEDIATE RELEASE 

CONTACT 
Mike Schrimpf, 202-367-8389 
mschrimpf@rga org 

RGA Letter on Medicaid and Exchanges to 
President Obama 

Virginia Govemor Bob McDmmell, chauman of the Republican Govemors 
Association, sent a letter on behalf of Republican govemors to President Obama 
today seeking clarification on critical outstanding questions related to the federal 
health care law in the wake of the Supreme Court's decision. 

To read a copy of the letter in its entu·ety, click HERE. An excetpt of Govemor 
McDonnell's letter, including the questions, is below: 

While we continue to believe the best option is to fully repeal and replace the 
PPACA, states now confront munerous deadlines and face major policy decisions 
in the wake of the Supreme Court decision. Before making any final policy 
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decisions, governors must carefully consider the short and long-term implications
of an expanded entitlement program and the consequences of significantly
increasing the size of government to manage these programs.
 
The states’ burden of the expansion population as well as administrative costs
remains significant.  Increased spending on Medicaid crowds out resources
available to states to spend on other meaningful priorities like education, the
environment, public safety and infrastructure.
 
Moreover, even before increasing the Medicaid-eligible population as prescribed
by PPACA, Medicaid has been on an unsustainable path, comprising a growing
share of state budgets every year.  It is difficult to see how expanding Medicaid
without reform would do anything other than put more strain on state budgets and
the taxpayers, especially when considering that many pernicious provisions that
curtail state flexibility remain.
 
While the Supreme Court decision focused on the states’ role in determining
whether a Medicaid expansion is in the best interest of its citizens, states also face
other PPACA-related decisions, like whether to establish a state based health-
insurance exchange or accept the default of a federal exchange.  As the exchange
issue is currently interpreted, states are essentially being tasked with shouldering
all the responsibility without any authority.
 
If states determine that a Medicaid expansion is not in the best interests of its
citizens, it is likely that there will be a significant gap in coverage for low-income
individuals who do not qualify for tax credits.  We believe it is incumbent upon
the authors of PPACA and your Administration to detail precisely how you intend
to address this situation. 
 
We also believe that it is unlikely that the federal government will have fully
functional exchanges in place by the Fall of 2013 in order for millions of
Americans to be able to purchase coverage beginning January 2014.  We
respectfully request the Administration provide the detailed work plan that
demonstrates these deadlines will be met.  If they cannot be met, the responsible
course would be for HHS to level with us and the American people.  We also do
not understand how the federal government can begin to afford to implement
PPACA, with deficits already over $1 trillion in every year of your presidency,
and the debt growing $5 trillion in the past 3 years to an outrageous record of
nearly $16 trillion.
 
The consequences of governors’ decisions will impact our states – and the nation
– for decades to come, so we must have all the information needed to choose
wisely. We have taken the liberty of compiling below just some of the critical
questions that must have answers before states can determine best how to proceed
in light of the Court’s decision. We undertake this task with a sense of great
responsibility, and resolve to only move forward when we have full and complete
knowledge of all the implications of our decision.

 
Healthcare Exchanges:
 

<!--[if !supportLists]-->1.)     <!--[endif]-->Please provide a complete list of
regulations that will have to be reviewed, revised and re-opened for public
comment prior to implementation as a result of the Supreme Court ruling
(e.g., the Medicaid eligibility regulations, exchange regulations related to
interface with Medicaid)? What is the schedule for re-issuing these
regulations?
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<!--[if !supportLists]-->2.)     <!--[endif]-->When will either additional

guidance or actual rules be issued on essential health benefits, actuarial value
and rating areas be issued?

 
<!--[if !supportLists]-->3.)     <!--[endif]-->The federal government has

already extended deadlines for applying for Level 1 and Level 2 Exchange
Establishment funding into 2014.  Can we expect extensions of the deadlines
for implementation given the uncertainty caused by the Supreme Court ruling
and the linkage between Medicaid expansion and exchange eligibility and
enrollment functions?  In addition, will the deadlines change for states
implementing a partnership exchange?  Will the deadlines be extended for
states implementing a federal exchange? 

 
<!--[if !supportLists]-->4.)     <!--[endif]-->When will the details of the federal

partnership options be available? These cannot be considered as an option
without details including cost estimates. How will the long term funding of
the federally-facilitated healthcare exchanges be sustained?

 
<!--[if !supportLists]-->5.)     <!--[endif]-->States considering a state-based

exchange need to know whether there will be a charge and by how much to
use the federal data hub, advance premium tax credit/cost-sharing reduction
service, risk adjustment and transitional reinsurance programs.

 
<!--[if !supportLists]-->6.)     <!--[endif]-->When will states learn the details

of the operational systems for a federal exchange? The procedural, technical,
and architectural requirements for linking to the federal exchange have not
been released.  It is not feasible to know if a state-based exchange is better
for our citizens until we know what the contents of a federal exchange will
be.  Taking grant money at this time for state exchange creation may be
wasted if a federal exchange makes more sense for a particular state.

 
<!--[if !supportLists]-->7.)     <!--[endif]-->When will information from the

establishment of a federal exchange be available for states to use if a state
opts to build its own exchange? It is costly for each state to have to start
from scratch and still not know how interfaces will work.

 
<!--[if !supportLists]-->8.)     <!--[endif]-->If states choose to build a state-

based exchange, what dollars will the federal government contribute now and
in the future?  For the federal exchange states, when will the regulations
regarding the imposition of taxes on a state’s insurers be released?

 
<!--[if !supportLists]-->9.)     <!--[endif]-->It has been widely reported that

Congressional leaders who have to appropriate money will seek to defund
exchanges. Please explain how the enactment provisions of the law allow the
Executive Branch to continue to fund exchanges without Congressional
action to appropriate money. 

 
<!--[if !supportLists]-->10.)  <!--[endif]-->What happens to a state that has

taken exchange planning and implementation grants if their exchange is not
financially viable after 2015?  Can a state refuse to increase taxes on either its
residents or insurers, thus putting the financial underpinning of an exchange
at risk? What penalties does the federal government envision in this case?
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<!--[if !supportLists]-->11.)  <!--[endif]-->What happens if a state accepts
grant money now to begin to build a state exchange, and subsequently
determines that a federal exchange may be better?  Will the federal
government claw back these grant dollars from the states?

 
<!--[if !supportLists]-->12.)  <!--[endif]-->What impact will changes to the

Medicaid expansion have on exchange implementation? The federal
exchange is currently structured to provide Medicaid eligibility
determination. How will this work if some states participate and others do
not?

 
<!--[if !supportLists]-->13.)  <!--[endif]-->Last month the Congressional

Budget Office (CBO) pointed out a provision in the law that reduces
exchange subsidies after 2018, which means fewer and fewer people will
qualify for subsidies, and the people who do qualify will get a smaller and
smaller subsidy. Does the Administration support that change, and if so, how
would you pay for it? If you do not, why do you think people should be
forced to buy insurance if federal subsidies are shrinking?

 
<!--[if !supportLists]-->14.)  <!--[endif]-->CMS has released 90/10 funding

under ARRA and HITECH in order for states to improve their eligibility
systems for Medicaid and other social service programs. Will that funding
continue?   

 
<!--[if !supportLists]-->15.)  <!--[endif]-->Alongside the considerable

challenge of greatly expanding the Medicaid program, states are charged by
the PPACA with creating a single, seamless point of entry for all of the
insurance affordability programs affected by the Act--Medicaid, the
Children’s Health Insurance Program (CHIP), the Basic Health Plan (where
offered), advance tax credits for individual and Small Business Health
Options Program (SHOP) exchange enrollees.  This leaves another major
question on the table.  What about all of the other social service programs?
Will states still be able to create an eligibility system for all social service
programs under the 90/10 funding mechanism?

 
<!--[if !supportLists]-->16.)  <!--[endif]-->In order to minimize disruptions to

a state’s insurance market, The Office of Personnel Management (OPM) is
required to certified multi-state plans that must be included in every
exchange, when will the rules be released detailing the requirements and
timeline for multi-state plans. How OPM structures these rules can be very
disruptive to a state’s insurance market.

 
<!--[if !supportLists]-->17.)  <!--[endif]-->Does the federal government

intend to maintain high risk pools and how will they be financed? What
actions will they take in a state that has opted not to operate a high risk pool
or an exchange?

 
 
Medicaid
 

<!--[if !supportLists]-->1.)     <!--[endif]-->When can we expect to receive
updated guidance on Medicaid expansion and related topics?
 

<!--[if !supportLists]-->2.)     <!--[endif]-->Is there a deadline for letting the
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federal government know if a state will be participating in the Medicaid
expansion? How does that relate to the exchange declaration deadline? The
two programs are currently scheduled to be implemented simultaneously in
January 2014.

 
<!--[if !supportLists]-->3.)     <!--[endif]-->Will states that expand Medicaid

coverage up to a level below 138% of the federal poverty level (FPL), for
example up to 100% of FPL, still receive the enhanced federal medical
assistance percentage (FMAP) available for “newly covered” populations?

 
<!--[if !supportLists]-->4.)     <!--[endif]-->Will states be allowed to phase in

Medicaid coverage up to 138% of FPL (or 100% FPL) years after 2013 and
still receive the enhanced FMAP?

 
<!--[if !supportLists]-->5.)     <!--[endif]-->Does the MOE requirement apply

to the expansion population or does it apply only to the current Medicaid
population? If a state accepts the expansion, but the federal match goes away,
can we drop out of the expansion program?  Will you waive the MOE under
your 1115 waiver authority? What will be the penalties for failure to comply
with MOE requirements? Since the MOE was a direct result of the expansion
funding, if a state chooses not to expand is the MOE no longer effective?

 
<!--[if !supportLists]-->6.)     <!--[endif]-->Regarding the two year increase in

Medicaid reimbursement for primary care codes, are you going to extend it?
If so, how are you going to pay for it? Congressional Republicans have
expressed opposition to any funded for PPACA. 

 
<!--[if !supportLists]-->7.)     <!--[endif]-->Will states still be required to

convert their income counting methodology to MAGI for purposes of
determining eligibility regardless of whether they expand to the optional adult
group?  If so, how do states link the categorical eligibility criteria to the
MAGI? How will the federal exchanges utilize the state’s criteria?

 
<!--[if !supportLists]-->8.)     <!--[endif]-->If a state expanded Medicaid

through a waiver prior to enactment of the PPACA, but then chooses not to
expand coverage further, are they still eligible for the 75% to 90% enhanced
FMAP for the previously expanded population?

 
<!--[if !supportLists]-->9.)     <!--[endif]-->Will the federal government

support options for the Medicaid expansion population that encourage
personal responsibility – cost sharing or accountability provisions, the use of
high deductible plans such as Health Savings Accounts, and other options at
the state’s choice?

 
<!--[if !supportLists]-->10.)  <!--[endif]-->What specific plans and timeline

do you have for enacting the reforms and flexibility options for Medicaid that
you spoke of in 2009?  When can states give further input on the needed
reforms?

 
<!--[if !supportLists]-->11.)  <!--[endif]-->You have stated that you will not

deport undocumented aliens who have not committed a crime. You have also
said that these undocumented aliens will be exempt from the individual
mandate. How will the state be reimbursed for medical services given to
these individuals?
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<!--[if !supportLists]-->12.)  <!--[endif]-->Will CMS approve global waivers

with an aggregate allotment, state flexibility, and accountability if states are
willing to initiate a portion of the expansion?

 
<!--[if !supportLists]-->13.)  <!--[endif]--> The Disproportionate Share

allotments will be reduced every year with a methodology based in the
reduction in the number of uninsured.  One, when will HHS issue the
regulations and methodology for this reduction? Two, for a state that does not
see a decrease in its uninsured population will the remaining state absorb the
full reduction?  In addition, can a state implement a new DSH Diversion
program as part of the optional expansion?  Can a state implement new DSH
Diversion programs for services to the uninsured/uncompensated care
services?

 
 

-30-
 

Paid for and authorized by the Republican Governors Association
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From: Andrew Silvestri
To: Katie Altshuler
Subject: Fwd: RGPPC, COST TO STATES APPROVAL
Date: Thursday, July 12, 2012 1:34:31 PM

What do u want me to say(

Begin forwarded message:

From: Lindsay Russell 
Date: July 12, 2012 13:22:17 CDT
To: Andrew Silvestri <Andrew.Silvestri@gov.ok.gov>
Subject: FW: RGPPC, COST TO STATES APPROVAL

We are hoping to put this in front of all the govs on Saturday. Could you help me get
this approved or edited?
 
Lindsay Russell
Public Policy Advisor 
Republican Governors Public Policy Committee | RGA
1747 Pennsylvania Avenue, NW, Suite 250 | Washington, DC 20006
P: (202) 662-4149 | 
 
 

From: Lindsay Russell 
Sent: Tuesday, July 10, 2012 1:45 PM
To: 'Andrew Silvestri'; 'Katie Altshuler'; 'JulieK@health.ok.gov'
Cc: Marie Sanderson
Subject: RGPPC, COST TO STATES APPROVAL
 
Dear Oklahoma,
 
In response to requests from Senate and House leadership, RGA Chairman Bob
McDonnell and several other stakeholders the RGPPC is putting together an up-to-date
document of the costs that ACA will have on your state. As you may recall the RGPPC
completed this task several months ago. However, in response to the recent SCOTUS
decision we would like to give you the opportunity to approve, edit or change  the
information for your state.
 
Below is your state specific information as it currently reads in the document. Please
look over and respond by tomorrow 2:00pm est.
 
 
 
Oklahoma
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The Oklahoma Health Care Authority estimates that the Obamacare Medicaid
expansion will cost an additional $4.6 billion in state and federal funding and will add
250,000 new Oklahoman’s to the Medicaid rolls from 2014-2020
 
Lindsay Russell
Public Policy Advisor 
Republican Governors Public Policy Committee | RGA
1747 Pennsylvania Avenue, NW, Suite 250 | Washington, DC 20006
P: (202) 662-4149 | 
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From: Katie Altshuler
To: Katie Altshuler
Subject: Fwd: RPC links to recent surveys re: employers dropping coverage-
Date: Tuesday, June 21, 2011 4:21:43 PM

Sent from my iPhone

Begin forwarded message:

From: "Hederman, Caryn" <
Date: June 21, 2011 1:13:30 PM CDT
To: <kaltshuler >
Subject: RPC links to recent surveys re: employers dropping
coverage-

Katie, in case you don't get Chris's emails, please see below.  

He must have overheard our conversation, as he graciously did my
homework for me and just sent this around.  

Great talking with you!

Regards,
Caryn

--------------------------------------------------------------------------
Caryn Hederman
Consultant
The Heritage Foundation
214 Massachusetts Avenue, NE
Washington, DC 20002
703-585-6932
heritage.org 

-----Original Message-----

From: Jacobs, Chris (RPC) [mailto:Chris_Jacobs@rpc.senate.gov]
Sent: Tue 6/21/2011 12:47 PM
To: Jacobs, Chris (RPC)
Subject: Democrats' Assault on McKinsey's Inconvenient Truths

The White House and other Democrats continue to take aim at the
McKinsey consulting study released two weeks ago and its conclusions
that as many as half of all employers are considering dropping coverage
as a result of Obamacare.  The criticisms of the survey fall into three
general characteristics, each of which can be easily rebutted:
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The Study Was Flawed

McKinsey's release of the survey questions <http://bit.ly/lgj1Cv>,
methodology<http://bit.ly/kyLx6w>, and data <http://bit.ly/mhsufY> has
put to rest many questions about the objectivity and subject matter in
the study.  Other folks have analyzed these points
<http://onforb.es/k4cZ98> at greater length, but to summarize: The
study was paid for by McKinsey and not any of its clients; the survey was
administered by an internationally-recognized survey firm; the survey's
descriptions were largely fact-based and generic in nature (i.e., no "push
polling" occurred); and the study surveyed a large, representative sample
of the nation's employers.

In releasing their full survey questionnaire, McKinsey has now been FAR
more transparent than the Congressional Budget Office, which has yet to
release the underlying economic assumptions behind their health
insurance model.  Democrats wrote multiple <http://bit.ly/lRNXhK>
letters <http://1.usa.gov/jF0L6q> to McKinsey asking for details about
their study; will they now write CBO asking Congress' budgetary
scorekeeper to make its assumptions public?  Put another way, are
Democrats interested in full transparency of ALL health insurance studies
- or will they only demand details regarding studies with which they
disagree?

The Study Studied the Wrong Topic
After McKinsey released the survey data yesterday, the White House last
night said <http://1.usa.gov/m0hLsD> that the study was "not a
prediction;" other liberal bloggers have assailed
<http://wapo.st/mKt1dF> "its lack of predictive value."  Implicit in these
statements is a belief by those on the Left that computer-driven models
created by academic economists are a better predictor of employers'
future behavior than surveys of the actual employers themselves.

The "dismal science" has long been criticized for the limitations of its
predictive value - hence the old saying that economists have predicted 12
of the last 10 economic recessions (or, more appropriately under this
President, economists have predicted 12 of the last 0 economic recoveries
<http://on.wsj.com/kHVimf>).  If Democrats want to make the assertion
that economists' models are more predictive of employers' behavior than
surveying employers themselves, then why did the Administration's
economic models <http://1.usa.gov/mN5dQO> showing that the trillion-
dollar stimulus would keep unemployment below 8 percent fail?  Or, for
that matter, why has the health care law has failed to deliver the $2,500
per family reduction in premiums candidate Obama promised
<http://bit.ly/hE0nmM> based on economic assumptions
<http://nyti.ms/muxPsz> by his campaign advisors?

The Study Is An "Outlier"
Democrats have relied on this mantra, in an attempt to marginalize the
import of the McKinsey findings.  But the reality is far from accurate, as
multiple studies - and Administration officials themselves - have
acknowledged that Obamacare's perverse incentives will encourage
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employers to drop coverage:

*         A PWC survey <http://bit.ly/iWKLuO> of employers found that
nearly half of all employers "indicated they were likely to change
subsidies for employee medical coverage" thanks to the law.

*         Former Congressional Budget Office Director Doug Holtz-Eakin's
analysis <http://bit.ly/kWsAtU> confirmed that many more firms than
originally projected will have a rational economic basis for dropping their
plans come 2014 - resulting in up to $1 trillion more in new federal
spending on insurance subsidies than official estimates.

*         An Associated Press story <http://fxn.ws/iFwzFZ> from last fall,
titled "Employers Looking at Health Insurance Options," included quotes
from a Deloitte consultant saying that "I don't know if the intent was to
find an exit strategy for providing benefits, but the bill as written
provides the mechanism" and from the head of the American Benefits
Council claiming that the law "could begin to dismantle the employer-
based system."

*         Former Tennessee Governor Phil Bredesen - a Democrat - wrote
an op-ed <http://on.wsj.com/jQdclG> explaining very succinctly why
employers will drop their existing coverage options.  Gov. Bredesen noted
that Tennessee could drop coverage for its state employees, pay the
$2,000 per employee penalty to the federal government, give their
workers cash raises to compensate for the loss in health benefits, and
STILL come out at least $146 million per year ahead.

*         An April paper <http://bit.ly/jwMWtJ> previously released by HR
benefits consultants at Lockton discussed the costs for businesses, and
confirmed the financial incentives for employers to drop coverage.  The
report noted that "some employers WILL eliminate group health
insurance and full-time jobs in 2014 because of the law."  The analysis
found employers could save an average 44% of their health insurance
costs by dropping coverage and placing their employees in government-
run Exchanges; some industries could save more than 80% of premium
costs by "dumping" their employees.

*         Joel Ario, head of the health insurance Exchange office within
HHS, admitted <http://bit.ly/fwjPY8> in March that if "the Exchanges
work pretty well, then the employer can say 'This is a great thing.  I can
now dump my people into the Exchange and it would be good for them,
good for me.'"

To summarize: The McKinsey survey followed usual rigorous
methodological standards; the survey of what employers say they are
thinking about doing in 2014 should actually be of GREATER use to
policy-makers than what computer-driven models say they will do; and
the McKinsey study is far from the first to point out Obamacare's
incentives for employers to drop coverage.  Given all this, Democrats'
continued obsession with undermining the survey seems far more like an
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attempt to intimidate anyone who dares speak politically inconvenient
truths rather than a serious attempt at scientific scrutiny.

Chris Jacobs
Health Policy Analyst
Republican Policy Committee
(202) 224-2946

Are You Getting What You Pay For?
WATCH OUR NEW VIDEO.
http://www.heritage.org/Multimedia/Video/2011/06/How-to-Improve-
Education-Impact-of-Education-Spending

The Heritage Foundation is committed to building an America where
freedom, opportunity, prosperity, and civil society flourish.
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From: Katie Altshuler
To: Mary Fallin; Denise Northrup; Glenn Coffee
Cc: Alex Weintz; Andrew Silvestri; Steve Mullins
Subject: FYI - Daily Oklahoman Editorial: Oklahoma Officials Must Get Busy Creating Insurance Exchange
Date: Monday, July 02, 2012 8:54:32 AM

Oklahoma officials must get busy
creating insurance exchange
 

The Oklahoman Editorial | Modified: June 29, 2012 at 4:44 pm | Published: July 2, 2012    16

CONSERVATIVES in the Oklahoma Legislature, irritated with President Barack Obama and his far-reaching 2010 health

care law, made it a point not to comply with a provision of the law requiring states to create exchanges to

Digesting the ramifications of the U.S. Supreme Court's upholding of the Affordable Care Act will take some time. But what

can't be debated is that Obamacare remains the law of the land, and formation of health insurance exchanges is one part

of that law.

Oklahoma was on its way to creating an exchange early last year and it accepted a federal grant to do so. Gov. Mary

Fallin and Republican leaders in the House and Senate — all  of them staunch conservatives by any yardstick — had

agreed on a proposal. Then some senators protested, citing concerns about federal red tape but mostly making the point

that accepting the grant was the same as endorsement of Obamacare.

That's all  it took to get Fallin and the others to jump ship. The money was returned and the exchange idea shelved.

The toxicity of this law in Oklahoma was such that lawmakers who last summer headed a committee that explored the

state's response to Obamacare were labeled as supporters of the law and drew challengers at the ballot box by far-right

Republicans.

A coalition of health care entities and business leaders, including The State Chamber and the Tulsa and Oklahoma City

chambers of commerce, pushed early this year for formation of a state exchange. The reason was simple: “This issue is

too important to risk the imposition of a federally designed exchange.”

But exchanges remained a nonissue at the Legislature in large part because lawmakers banked on the Supreme Court

spiking the law. They figured, why spend time on something so unpopular and politically thorny when the law is soon going

to be off the books anyway?

Only it's still on the books, and it will remain there unless Congress repeals it. Republicans plan to work toward that, but

succeeding will be a tall  order. They will need Mitt Romney to win the White House in November, and for the GOP to win a

majority in both houses. Oklahoma can't bank on those things happening, although Fallin and others seem content to do

exactly that.

Instead, policymakers need to do what they should have done after rejecting the federal grant — get moving on creating a

state-based, state-run exchange. The law stipulates that these exchanges need to be up and running by Jan. 1, 2014.

State plans for their exchanges are supposed to be filed with the federal government by year's end. States that don't form

their own exchanges will see the government create one for them. We absolutely don't want that as the solution.

The Oklahoma Council of Public Affairs, a conservative think tank strongly opposed to Obamacare, noted after Thursday's

high court ruling that state policymakers must act. Among the suggestions offered by OCPA fiscal policy director Jonathan

Small: “Lawmakers and the private sector must build state-based firewalls — such as a state-based, almost exclusively

private-sector-operated insurance marketplace — to minimize the intrusion of the federal government into the insurance

market in Oklahoma.”

It's time to get to work on that, finally.
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Read more: http://newsok.com/oklahoma-officials-must-get-busy-creating-insurance-

exchange/article/3688629#ixzz1zTOyLf00

 

Read more: http://newsok.com/oklahoma-officials-must-get-busy-creating-insurance-

exchange/article/3688629#ixzz1zTOmx2jc

 
 
Katie Altshuler, Policy Director
Office of Governor Mary Fallin
2300 North Lincoln Boulevard, Suite 212
Oklahoma City, Oklahoma 73105
405.521.2342
katie.altshuler@gov.ok.gov
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From: Katie Altshuler
To: Denise Northrup; "Glenn Coffee (glenn.coffee@sos.ok.gov)"; Mary Christensen
Subject: FYI - DRAFT Exchange Letter Proposed by Gov. Daniels (as mentioned on the NGA Republican Exec. Committee

conference call today)
Date: Friday, January 28, 2011 4:32:27 PM
Importance: High

 

The Honorable Secretary Kathleen Sebelius

Secretary

U.S. Department of Health and Human Services

200 Independence Avenue, S.W.

Washington, DC  20201

 

Dear Secretary Sebelius;

 

Many of us believe the Patient Protection and Affordable Care Act (PPACA) is

fundamentally flawed and should be repealed by Congress if the courts do not strike it

down first.  But, with no assurance of either outcome, we face the decision of whether

to participate in the bill by operating state exchanges, or to let the federal government

take on that task, if the bill remains in effect in 2013. 

 

In addition to its constitutional infringements, we believe the system proposed by the

PPACA is seriously flawed, favors dependency over personal responsibility, and will

ultimately destroy the private insurance market.  Because of this, we do not wish to

be the federal government’s agent in this scheme in its present form.

 

In the event it is still law in 2013, we propose a different approach. 

 

Instead of forcing our health care system down a path sure to lead to higher costs

and the disruption or discontinuation of millions of Americans’ insurance plans, we

request the following:

 

·          Provide states with complete flexibility on operating the exchange, most

importantly the freedom to decide which licensed insurers are permitted to

offer their products

 

·         Waive the bill’s costly mandates and grant states the authority to choose

benefit rules that meet the specific needs of their citizens.

 

·         Waive the provisions that discriminate against consumer-driven health plans,

such as health savings accounts (HSA’s)

 

·         Provide blanket discretion to the states to move non-disabled

Medicaid beneficiaries into the exchanges for their insurance coverage

without the need of further HHS approval.

 

·         Deliver a comprehensive plan for verifying incomes and subsidy amounts for
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exchange participants that is fully funded by the federal government and is

certified as workable by an independent auditor.

 

·         Commission a new and objective assessment of how many people will end up

in the exchanges and on Medicaid in every state as a result of the legislation

(including those "offloaded" by employers), and at what potential cost to state

governments.  The study must be conducted by a neutral third-party research

organization agreed to by the states represented in this letter.

 

With these accommodations of our states' individual circumstances and needs, we

believe we might cover our citizens without destroying our budgets or perpetuating

and magnifying the most costly aspects of our health care system.  While we hope for

your endorsement, if you do not agree, we will move forward with our own efforts

regardless or HHS should begin making plans to run exchanges under its own

auspices.

 

Sincerely,

 

29 Republican Governors

 
 
 
Katie Altshuler, Policy Director
Office of Governor Mary Fallin
2300 North Lincoln Boulevard, Suite 212
Oklahoma City, Oklahoma 73105
405.521.2342
katie.altshuler@gov.ok.gov
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From: Aaron Cooper
To: Governor"s Staff
Subject: FYI - Gov. Fallin will be on Greta Van Susteren"s show tonight on Fox News
Date: Tuesday, November 20, 2012 3:56:33 PM
Attachments: image002.png

All,
 
The governor will be on the Greta Van Susteren show on Fox News Channel tonight at
approximately 9:30 p.m. CST to talk about the decision not to pursue a state-based health
insurance exchange and the decision to not expand the Medicaid system in Oklahoma.
 
 

Aaron Cooper
Press Secretary
Governor Mary Fallin
aaron.cooper@gov.ok.gov
t - (405) 522-8878
c - (405) 759-0468
 
Find Gov. Fallin on:
 

   
 
On the Web:  www.governor.ok.gov
 

4398



From: Aaron Cooper
To: Marcia Crawford; Kandi Batts; Cody Inman; Sean Rose
Subject: FYI - health care exchange deadline extended
Date: Friday, November 16, 2012 8:56:37 AM
Attachments: image002.png

FYI – the deadline on the health insurance change has been extended by the federal
government; we will not have an announcement on it today.  If you have questions, let me
know.  Thanks.
 

States get another stay on health insurance exchange deadline

November 16, 2012 | Mary Mosquera

In a second delay in one week, Health and Human Services Secretary Kathleen Sebelius has
extended the deadline for one month for states to not only submit their blueprints for a state-
based health insurance exchange but to even decide if they plan to establish their own
exchange.

The original deadline for states to submit their blueprint and a declaration letter to establish a
state-based exchange was Nov. 16.

Last week, Sebelius explained in a letter that states could delay assembling and sending in
their documentation until Dec. 14, but they still had to at least notify HHS of their decision
on a state-based exchange by Nov. 16.

[See also: How the campaigns cast a shadow on HIX, Medicaid —any why they're now
poised for the forefront]

On the eve of that deadline, Nov. 15, Sebelius sent a letter to the Republican Governors
Association, in which she offered more decision-making time. 

The extension delays accommodate primarily Republican governors, who were waiting until
the election outcome to decide whether to move ahead on the exchanges and other features of
the health reform law.

Originally, if states did not meet the Nov. 16 deadline, the federal government would proceed
to set up an exchange for them. HHS wants to be sure that the exchanges can be ready to
start accepting open enrollment in October 2013 and start operations Jan. 1, 2014.

The latest letter responds to a request from Republican Governors Association leaders
Virginia Gov. Bob McDonnell and Louisiana Gov. Bobby Jindal for more time to declare
whether states will decide to run a state-based exchange.

“While receiving a letter of intent now will help us assist states in finalizing their application,
a state may submit both a letter of intent and an application to operate its own exchange by
December 14,” Sebelius said.  

HHS also will accept plans from states that have decided to establish a state-federal
partnership exchange by Feb. 15, 2013. States will also be able to apply to run exchanges in
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future.

[Related: Why the initial HIX delay means more to some states than others]

“We are confident governors will have enough time to decide whether they want to establish
an exchange, work in partnership with the federal government or have a federally-facilitate
exchange in their state,” she said.

Sebelius said HHS is “committed to providing states with the flexibility, resources, and time
they need to deliver the benefits of the healthcare law to the American people.”

To date, 17 states and the District of Columbia have decided to build their own exchanges.
Five states — Nebraska, South Carolina, Kansas, Alabama and Florida — have said the
federal government can build their exchanges.

 
 
______________________________________
Aaron Cooper
Press Secretary
Governor Mary Fallin
aaron.cooper@gov.ok.gov
t - (405) 522-8878
c - (405) 759-0468
 
Find Gov. Fallin on:
 

   
 
On the Web:  www.governor.ok.gov
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From: Quam, David
To: Reps
Subject: FYI -- Letters from HHS to Governors
Date: Friday, August 12, 2011 4:23:45 PM
Attachments: HHS ltr to govs re Medicaid.pdf

To:  Washington Reps and State-Federal Contacts
Re:  Letters from HHS to governors

For those who may not have received copies, Secretary Sebelius sent two letters today to governors:

1) a letter co-signed by Secretary Duncan regarding a new initiative to find and enroll eligible children
into the Medicaid and Children’s Health Insurance Programs (attached); and

2) a letter identifying resources and opportunities to assist states in setting up exchanges under the ACA
(see text below).

--Enjoy the weekend.  DCQ

Letter from Secretary of Health and Human Services Kathleen Sebelius to State Officials

August 12, 2011

Dear Governor:

I am writing to update you on important opportunities that are available to your state in connection with
the establishment of Affordable Insurance Exchanges.  These Exchanges – state-based competitive
health insurance marketplaces – will help deliver coverage to individuals and small businesses in your
state in a way that is simple, seamless, and affordable.

First, we are awarding a new round of “Establishment Grants” – federal funding for states to develop,
implement, and establish Exchanges.  States can use these grant funds to ensure that key Exchange
functions are designed and implemented at the state level and take into account local factors and
circumstances.  States can apply for these grants on a rolling basis; applications are processed quarterly
by HHS.  The next deadline for applications is September 30, 2011.  Three states have previously
received these grants, and today I am pleased to award more than $185 million to 13 additional states
and the District of Columbia.

Second, HHS and the Treasury Department today are releasing proposed rules regarding Exchanges that
further the goals of making access to affordable health insurance options simple and seamless.  These
proposed rules provide additional guidance on a simplified process for determining whether individuals
are eligible for coverage through Exchanges, for premium tax credits to assist in the purchase of private
insurance, or for other programs such as Medicaid or the Children’s Health Insurance Program (CHIP). 
The rules follow guidance published July 15, 2011, which details many of the key areas in which states
may choose to tailor their Exchange to meet the particular needs of their small businesses and
residents.  We expect to modify these proposals based on the feedback we receive from the American
people.  I encourage you to share your comments regarding these proposals with the Departments,
particularly by formally commenting on the proposed rules over the next 75 days.

Furthermore, over the coming weeks, we will actively seek state feedback on these proposed rules
through a series of regional meetings.  You will be hearing from our HHS Regional Director inviting your
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state to participate in one of these regional meetings in the near future.

I strongly encourage your state to participate.  Your feedback – particularly your formal comments on
the proposed rules – will significantly help us in the development of the final rules.

The availability of Establishment Grants, along with the flexibility we have provided to states in the
development of their Exchanges, creates important opportunities to advance the development of state-
based Exchanges.  States have several options in implementing Exchanges that can accommodate
varying levels of state activity:

State-operated Exchange.  Under this option, the state operates all of the functions of the Exchange.
HHS will certify state Exchanges by January 1, 2013.  However, states can seek conditional approval if
they expect to be ready in 2013.  States may also choose to establish a state-operated Exchange in
future years.

State Partnership Model.  The Exchange could be run in partnership between the state and HHS, with
some activities performed by the state and others by HHS.  States and HHS can explore using a
Partnership model to tailor the Exchange to local needs and market conditions.  States can also use this
model to transition to running their Exchange independently. We look forward to working with the
states to further define this option.

Federally-facilitated Exchange.  Under this option, HHS will ensure that there is a functioning Exchange
in the state.  HHS will work with the state to ensure coordination with the state’s ongoing role in
managing the private insurance market, Medicaid, and CHIP.

Based on your feedback, HHS is already developing information technology (IT) initiatives to make
eligibility determinations easier for states, including a federal “hub” through which HHS will provide
certain data verification services to all Exchanges as well as Medicaid and CHIP, rather than requiring
Exchanges and these other programs to separately interact with multiple federal agencies.

Substantial federal funding is available now to help states establish an Exchange, with Establishment
Grant applications accepted through June of 2012 and funding available through 2014.  The “initial open
enrollment” for Exchanges – the first period in which new coverage options will be available – is
scheduled to begin in the fall of 2013.  This means that much of the work in preparation for open
enrollment needs to be completed earlier in 2013.  As such, I encourage states to have a fully
developed grant strategy by early 2012.  State Exchange grants can be used to help states determine
whether they will operate an Exchange on their own, partner with the federal government, or rely on a
federally-facilitated Exchange.  I encourage all states to take advantage of this opportunity and use
these resources to determine which model will work best for their residents.  My staff looks forward to
meeting on Exchange implementation with state Exchange grantees on September 19 and 20, 2011 in
Arlington, VA.

Since the Affordable Care Act was signed into law, the development of Affordable Insurance Exchanges
and implementation of this landmark law more generally have been aided by state leaders who have
shared their input and advice with our Department.  I hope we will continue to hear from you as we
work to develop strong partnerships, establish Affordable Insurance Exchanges and implement other
aspects of health reform that will improve our health care system.  I look forward to continuing to work
with you as we pursue our shared goal of better, more affordable health insurance for all Americans.

Sincerely,

/S/
Kathleen Sebelius
Secretary of Health and
Human Services
The information contained in this electronic transmission, including any attachments, is for the exclusive
use of the intended recipient(s) and may contain information that is privileged, proprietary, and/or
confidential. If the reader of this transmission is not an intended recipient, or a person responsible for
delivering it to the intended recipient, you are hereby notified that any review, dissemination,
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distribution, or copying of this communication is strictly prohibited. If you have received this
communication in error, please immediately notify the sender and delete this message.

---
You are currently subscribed to [reps] as Katie.Altshuler@gov.ok.gov..
To unsubscribe, send a blank email to leave-200074-
154787.9e5f0e1f1ff1017fec52ea85f3048f1e@talk.nga.org..
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From: Aaron Cooper
To: Mary Fallin; Mary Fallin
Cc: Alex Weintz; Alex Gerszewski
Subject: FYI - SCOTUS/Obamacare ruling press statements
Date: Friday, June 22, 2012 1:10:36 PM
Attachments: image002.png

Governor,
 
Have you had time yet to review the potential press statements for when the Obamacare
court ruling is issued?  We haven’t seen your notes or OK yet.  Below are the statements
for your approval.  Thanks, Aaron.
 
FYI – the ruling could come as early as 10 am CST Monday.
 
 

SCOTUS/OBAMACARE DECISION
 

STATEMENTS FOR APPROVAL
 
 
Law is upheld
 
“I’m extremely disappointed and frustrated by the Supreme Court’s decision to
uphold the federal health care law.  The law is unconstitutional, unconstructive
and unaffordable for taxpayers and states.  It will limit patients’ health care
choices, reduce the quality of health care in the United States, and will cost
the state of Oklahoma more than a half billion dollars in the process.
 
“Oklahomans have voiced their opposition to the federal health care bill from
the very beginning, having approved a constitutional amendment to block the
implementation of this bill. We believe that, rather than Big Government
bureaucracy and one-size-fits-all solutions, the free market principles of
choice and competition are the best tools at our disposal to increase access to
health care and reduce costs.
 
 
“Moving forward, it is my hope the American people will elect leaders who
will work to repeal the federal health care law and replace it with meaningful
reform focused on commonsense, market based changes.”
 
 
If entire law is struck down:
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“Today’s decision by the Supreme Court to strike down the federal health care
law is a victory for the American people, for Constitutional Liberty, and for
those who care about choice and competition in the health care market.
President Obama’s health care legislation was nothing short of disastrous,
threatening to weaken our economy, reduce the quality of health care across
the U.S. and  potentially cost the state of Oklahoma more than a half billion
dollars in the process.  The bill failed to make health care more affordable;
meanwhile, it represented an unconstitutional power grab by President Obama
and the forces of Big Government in Washington.
 
“The people of Oklahoma already have spoken out against the federal health
care law by passing a constitutional amendment blocking its implementation. 
I am thrilled the U.S. Supreme Court has agreed with our line of thinking and
struck down a law that is unpopular and destructive as well as
unconstitutional.    
 
“Moving forward, we must focus on the free-market principles of choice and
competition to help lower the costs of medical treatment and increase access
to health care.”
 
 
If only individual mandate is struck down:
 
“Today’s decision by the Supreme Court to strike down the individual
mandate within President Obama’s health care law is an important step in the
right direction.  With the central part of the president’s law stricken from the
books, we can now set about repealing and reforming a plan that is
unconstitutional and unaffordable to its core.
 
“Oklahomans have voiced their opposition to the federal health care bill from
the very beginning, having approved a constitutional amendment to block the
implementation of this bill. We believe that, rather than Big Government
bureaucracy and one-size-fits-all solutions, the free market principles of
choice and competition are the best tools at our disposal to increase access to
health care and reduce costs.
 
“With the individual mandate now gone, it is up to policymakers to repeal
what is left of President Obama’s disastrous health care law and deliver
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meaningful, effective health care reform focusing on commonsense, market
based changes.”
 
 
 
______________________________________
Aaron Cooper
Press Secretary
Governor Mary Fallin
aaron.cooper@gov.ok.gov
t - (405) 522-8878
c - (405) 759-0468
 
Find Gov. Fallin on:
 

   
 
On the Web:  www.governor.ok.gov
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From: Katie Richey
To: Katie Richey
Subject: FYI: Federally-facilitated insurance exchange guidance
Date: Wednesday, May 16, 2012 4:48:08 PM

HHS released new guidance today on federally-facilitated exchanges and approval
for state-based exchanges.

General Guidance on Federally-facilitated Exchanges
http://cciio.cms.gov/resources/files/FFE_Guidance_FINAL_VERSION_051612.pdf

Draft Blueprint for Approval of State-based and State Partnership Insurance
Exchanges 
http://cciio.cms.gov/resources/files/Exchangeblueprint05162012.pdf

Kate Richey
Policy Analyst, Oklahoma Policy Institute
(918) 794-3944 | (918) 978-1058

-----------------------
okpolicy.org/blog

Follow @OKPolicy on Twitter
Like OKPolicy on Facebook
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From: Alex Weintz
To: Katie Altshuler; Denise Northrup
Subject: FYI: GOP governors vow to ignore Obamacare
Date: Thursday, June 28, 2012 3:10:54 PM

http://washingtonexaminer.com/gop-governors-vow-to-ignore-obamacare/article/2500862
 
 
Alex Weintz
Communications Director
Office of Governor Mary Fallin
phone: (405) 522-8819
cell: (405) 535-7317
Alex.Weintz@gov.ok.gov
 
 
 
 

4408



Friday, July 6, 2012

From: Katie Altshuler
To: Mary Fallin
Cc: Glenn Coffee; Denise Northrup; Alex Weintz; Andrew Silvestri
Subject: FYI: Governor Rick Scott, Health Care Op-Ed
Date: Tuesday, July 10, 2012 4:01:32 PM

 
http://www.washingtontimes.com/news/2012/jul/6/florida-will-not-implement-obamacare-
833758209/?page=all#pagebreak
 

SCOTT: Florida will not implement Obamacare
Health law treats symptoms, not the disease
By Gov. Rick Scott

 

Obamacare, in its effort to force everyone into a health insurance plan, is attempting to treat a

symptom - the uninsured - rather than the cause of the problem.

I think everyone agrees there are far too many who want health insurance and can’t get it. But

the truth is, the real problem isn’t with health insurance. The underlying cause is the rapidly

increasing cost of health care.

Instead of forcing people into another big-government program that eliminates natural incentives

to keep costs down, we should be focused on free-market reforms that make health care more

affordable. With costs lowered, more people would have access to medical doctors and services,

and we wouldn’t have to place another heavy burden on taxpayers to make it work.

After the U.S. Supreme Court’s stunning pronouncement on Obamacare, all 50 governors face

two big decisions:

1. Do we let the federal government impose a massive Medicaid expansion on us?

2. Do we establish a state insurance exchange or let the federal government come in and run it?

My answer is simple. No. We just can’t afford it.

Medicaid is the fastest-growing part of our state budget. And unlike thefederal government,

which isn’t required to balance its budget, we could only pay for expanding Medicaid by

increasing taxes or cutting from other parts of the budget. Expanding Medicaid puts other vital

government functions, such as education, public safety and infrastructure, at risk. That is not

something I am willing to do.

History repeatedly has shown that the costs of many government health care programs far

exceed early projections. This daunting reality is not unique to Florida. Washington acts as if it’s

doing states a favor by covering the first few years of expanded Medicaid payments, but where
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does it think those tax dollars are coming from? Floridians, as well as taxpayers from every other

state, are the ones footing the bill. Furthermore, once the responsibility begins to shift away from

the federal government, states will be left to start picking up the tab, putting too much pressure

on state budgets.

We already have safety-net programs that cover the needs of the most vulnerable in our state.

But if we don’t implement a real solution to our health care and economic problems, there will

never be enough programs to meet the demand. Since 2009, I’ve advocated a solution that

implements four pillars of free-market reforms: choice, competition, accountability and personal

responsibility.

Choice: Patients should be able to choose their own doctors. Providers should not force families

to buy a plan with services they don’t intend to use. By giving every American a choice,

providers are naturally forced to compete if they want to stay in business.

Competition: People should be allowed to buy a health insurance product across state lines, and

they also should know the prices upfront. You wouldn’t buy a car or groceries without knowing

the price, and you shouldn’t have to choose your health care services and providers without

knowing how much it’s going to cost you. Patients should be able to easily find out the cost for

services before they receive them.

Accountability: Government should be giving the same health insurance tax breaks to individuals

that they give to employers. People should be able to own their own health plans.

Personal responsibility: Let’s reward people for taking care of themselves. Good drivers are

rewarded with lower auto insurance policy rates. Life insurers give preferred rates for healthy

lifestyles. The same should apply for health insurance.

As governor of the great state of Florida, I am committed to breaking the cycle of dependence on

public assistance. As a person who lived in public housing as a child, I know that cycle can be

broken. And I want all of us to have the chance to live our version of the American dream.

For this to happen, we need to focus on the real problem with our health care system, the costs.

We need to reduce the high price of health care and help the unemployed get jobs so more

people can afford the care they need and more employers can afford to offer health insurance.

That’s what I’m focused on in Florida. The more opportunity we provide for people to get a

quality education and a job, without raising their cost of living, the more we can improve the

quality of life for everyone.

Rick Scott is the Republican governor of Florida.
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From: Katie Altshuler
To: Mary Fallin
Cc: Glenn Coffee; Denise Northrup; Andrew Silvestri
Subject: FYI: RGA Letter on Medicaid and Exchanges to President Obama
Date: Tuesday, July 10, 2012 3:17:16 PM
Importance: High

 

 
FOR IMMEDIATE RELEASE
 
CONTACT
Mike Schrimpf, 202-367-8389
mschrimpf@rga.org

 
RGA Letter on Medicaid and Exchanges to

President Obama
 
Virginia Governor Bob McDonnell, chairman of the Republican Governors Association, sent
a letter on behalf of Republican governors to President Obama today seeking clarification on
critical outstanding questions related to the federal health care law in the wake of the
Supreme Court’s decision.
 
To read a copy of the letter in its entirety, click HERE. An excerpt of Governor McDonnell’s
letter, including the questions, is below:
 

While we continue to believe the best option is to fully repeal and replace the PPACA, states
now confront numerous deadlines and face major policy decisions in the wake of the Supreme
Court decision.   Before making any final policy decisions, governors must carefully consider the
short and long-term implications of an expanded entitlement program and the consequences of
significantly increasing the size of government to manage these programs.
 
The states’ burden of the expansion population as well as administrative costs remains
significant.  Increased spending on Medicaid crowds out resources available to states to spend on
other meaningful priorities like education, the environment, public safety and infrastructure.
 
Moreover, even before increasing the Medicaid-eligible population as prescribed by PPACA,
Medicaid has been on an unsustainable path, comprising a growing share of state budgets every
year.  It is difficult to see how expanding Medicaid without reform would do anything other than
put more strain on state budgets and the taxpayers, especially when considering that many
pernicious provisions that curtail state flexibility remain.
 
While the Supreme Court decision focused on the states’ role in determining whether a Medicaid
expansion is in the best interest of its citizens, states also face other PPACA-related decisions,
like whether to establish a state based health-insurance exchange or accept the default of a
federal exchange.  As the exchange issue is currently interpreted, states are essentially being
tasked with shouldering all the responsibility without any authority.
 
If states determine that a Medicaid expansion is not in the best interests of its citizens, it is likely
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that there will be a significant gap in coverage for low-income individuals who do not qualify for
tax credits.  We believe it is incumbent upon the authors of PPACA and your Administration to
detail precisely how you intend to address this situation. 
 
We also believe that it is unlikely that the federal government will have fully functional
exchanges in place by the Fall of 2013 in order for millions of Americans to be able to purchase
coverage beginning January 2014.  We respectfully request the Administration provide the
detailed work plan that demonstrates these deadlines will be met.  If they cannot be met, the
responsible course would be for HHS to level with us and the American people.  We also do not
understand how the federal government can begin to afford to implement PPACA, with deficits
already over $1 trillion in every year of your presidency, and the debt growing $5 trillion in the
past 3 years to an outrageous record of nearly $16 trillion.
 
The consequences of governors’ decisions will impact our states – and the nation – for decades
to come, so we must have all the information needed to choose wisely. We have taken the liberty
of compiling below just some of the critical questions that must have answers before states can
determine best how to proceed in light of the Court’s decision. We undertake this task with a
sense of great responsibility, and resolve to only move forward when we have full and complete
knowledge of all the implications of our decision.

 
Healthcare Exchanges:
 

1.)     Please provide a complete list of regulations that will have to be reviewed, revised and re-
opened for public comment prior to implementation as a result of the Supreme Court ruling
(e.g., the Medicaid eligibility regulations, exchange regulations related to interface with
Medicaid)? What is the schedule for re-issuing these regulations?
 

2.)     When will either additional guidance or actual rules be issued on essential health benefits,
actuarial value and rating areas be issued?

 
3.)     The federal government has already extended deadlines for applying for Level 1 and Level

2 Exchange Establishment funding into 2014.  Can we expect extensions of the deadlines for
implementation given the uncertainty caused by the Supreme Court ruling and the linkage
between Medicaid expansion and exchange eligibility and enrollment functions?  In addition,
will the deadlines change for states implementing a partnership exchange?  Will the
deadlines be extended for states implementing a federal exchange? 

 
4.)     When will the details of the federal partnership options be available? These cannot be

considered as an option without details including cost estimates. How will the long term
funding of the federally-facilitated healthcare exchanges be sustained?

 
5.)     States considering a state-based exchange need to know whether there will be a charge and

by how much to use the federal data hub, advance premium tax credit/cost-sharing reduction
service, risk adjustment and transitional reinsurance programs.

 
6.)     When will states learn the details of the operational systems for a federal exchange? The

procedural, technical, and architectural requirements for linking to the federal exchange have
not been released.  It is not feasible to know if a state-based exchange is better for our
citizens until we know what the contents of a federal exchange will be.  Taking grant money
at this time for state exchange creation may be wasted if a federal exchange makes more
sense for a particular state.

 
7.)     When will information from the establishment of a federal exchange be available for states

to use if a state opts to build its own exchange? It is costly for each state to have to start
from scratch and still not know how interfaces will work.
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8.) If states choose to build a state-based exchange, what dollars will the federal government
contribute now and in the future?  For the federal exchange states, when will the regulations
regarding the imposition of taxes on a state’s insurers be released?

 
9.)     It has been widely reported that Congressional leaders who have to appropriate money will

seek to defund exchanges. Please explain how the enactment provisions of the law allow the
Executive Branch to continue to fund exchanges without Congressional action to appropriate
money. 

 
10.)  What happens to a state that has taken exchange planning and implementation grants if their

exchange is not financially viable after 2015?  Can a state refuse to increase taxes on either
its residents or insurers, thus putting the financial underpinning of an exchange at risk? What
penalties does the federal government envision in this case?

 
11.)  What happens if a state accepts grant money now to begin to build a state exchange, and

subsequently determines that a federal exchange may be better?  Will the federal
government claw back these grant dollars from the states?

 
12.)  What impact will changes to the Medicaid expansion have on exchange implementation?

The federal exchange is currently structured to provide Medicaid eligibility determination.
How will this work if some states participate and others do not?

 
13.)  Last month the Congressional Budget Office (CBO) pointed out a provision in the law that

reduces exchange subsidies after 2018, which means fewer and fewer people will qualify for
subsidies, and the people who do qualify will get a smaller and smaller subsidy. Does the
Administration support that change, and if so, how would you pay for it? If you do not, why
do you think people should be forced to buy insurance if federal subsidies are shrinking?

 
14.)  CMS has released 90/10 funding under ARRA and HITECH in order for states to improve

their eligibility systems for Medicaid and other social service programs. Will that funding
continue?   

 
15.)  Alongside the considerable challenge of greatly expanding the Medicaid program, states are

charged by the PPACA with creating a single, seamless point of entry for all of the insurance
affordability programs affected by the Act--Medicaid, the Children’s Health Insurance
Program (CHIP), the Basic Health Plan (where offered), advance tax credits for individual
and Small Business Health Options Program (SHOP) exchange enrollees.  This leaves
another major question on the table.  What about all of the other social service programs?
Will states still be able to create an eligibility system for all social service programs under
the 90/10 funding mechanism?

 
16.)  In order to minimize disruptions to a state’s insurance market, The Office of Personnel

Management (OPM) is required to certified multi-state plans that must be included in every
exchange, when will the rules be released detailing the requirements and timeline for multi-
state plans. How OPM structures these rules can be very disruptive to a state’s insurance
market.

 
17.)  Does the federal government intend to maintain high risk pools and how will they be

financed? What actions will they take in a state that has opted not to operate a high risk pool
or an exchange?

 
 
Medicaid
 

1.)     When can we expect to receive updated guidance on Medicaid expansion and related topics?
 

2.)     Is there a deadline for letting the federal government know if a state will be participating in
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the Medicaid expansion? How does that relate to the exchange declaration deadline? The
two programs are currently scheduled to be implemented simultaneously in January 2014.

 
3.)     Will states that expand Medicaid coverage up to a level below 138% of the federal poverty

level (FPL), for example up to 100% of FPL, still receive the enhanced federal medical
assistance percentage (FMAP) available for “newly covered” populations?

 
4.)     Will states be allowed to phase in Medicaid coverage up to 138% of FPL (or 100% FPL)

years after 2013 and still receive the enhanced FMAP?
 

5.)     Does the MOE requirement apply to the expansion population or does it apply only to the
current Medicaid population? If a state accepts the expansion, but the federal match goes
away, can we drop out of the expansion program?  Will you waive the MOE under your
1115 waiver authority? What will be the penalties for failure to comply with MOE
requirements? Since the MOE was a direct result of the expansion funding, if a state chooses
not to expand is the MOE no longer effective?

 
6.)     Regarding the two year increase in Medicaid reimbursement for primary care codes, are you

going to extend it? If so, how are you going to pay for it? Congressional Republicans have
expressed opposition to any funded for PPACA. 

 
7.)     Will states still be required to convert their income counting methodology to MAGI for

purposes of determining eligibility regardless of whether they expand to the optional adult
group?  If so, how do states link the categorical eligibility criteria to the MAGI? How will
the federal exchanges utilize the state’s criteria?

 
8.)     If a state expanded Medicaid through a waiver prior to enactment of the PPACA, but then

chooses not to expand coverage further, are they still eligible for the 75% to 90% enhanced
FMAP for the previously expanded population?

 
9.)     Will the federal government support options for the Medicaid expansion population that

encourage personal responsibility – cost sharing or accountability provisions, the use of high
deductible plans such as Health Savings Accounts, and other options at the state’s choice?

 
10.)  What specific plans and timeline do you have for enacting the reforms and flexibility

options for Medicaid that you spoke of in 2009?  When can states give further input on the
needed reforms?

 
11.)  You have stated that you will not deport undocumented aliens who have not committed a

crime. You have also said that these undocumented aliens will be exempt from the individual
mandate. How will the state be reimbursed for medical services given to these individuals?

 
12.)  Will CMS approve global waivers with an aggregate allotment, state flexibility, and

accountability if states are willing to initiate a portion of the expansion?
 

13.)   The Disproportionate Share allotments will be reduced every year with a methodology
based in the reduction in the number of uninsured.  One, when will HHS issue the
regulations and methodology for this reduction? Two, for a state that does not see a decrease
in its uninsured population will the remaining state absorb the full reduction?  In addition,
can a state implement a new DSH Diversion program as part of the optional expansion?  Can
a state implement new DSH Diversion programs for services to the
uninsured/uncompensated care services?

 
 

-30-
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From: Lindsay Russell
To: Lindsay Russell; Seth Levey; john.katz@alaska.gov; russ.kelly@alaska.gov; lgromis

macarter32 ; RSerote@az.gov; Adam.nordstrom ; Rob.Jakubik@ ;
bfulenwider@georgia.gov; ehames@georgia.gov; brandymarty03 ; dhiowa
jabot10 ; jboeyink34 ; travisrichmond  wkloibe ;
David.Hensley@gov.idaho.gov; jkreizenbeck@gov.idaho.gov; Tammy.Perkins@gov.idaho.gov; Andrew Silvestri;
Katie Altshuler; JamieShuster@gov.sc.gov; tedpitts@gov.sc.gov; hedgcockm@gov.state.la.us;
bob.schwaneberg@gov.state.nj.us; Dona.DeLeon@gov.state.nj.us; Wayne.Hasenbalg@gov.state.nj.us;
Honor.Ingels@governor.alabama.gov; michael.ciamarra@governor.alabama.gov; Candice Whitfield;
eric.finkbeiner@governor.virginia.gov; Jeannemarie.Davis@governor.virginia.gov;
kristi.craig@governor.virginia.gov; Michael.DiSabato@governor.virginia.gov; sirena.ramirez@guam.gov;
debbie ; griffin ; wstruble ; wags@la.gov;
Renee.Fargason@laspbs.state.fl.us; kristacarman  Will.Kinzel@mail.house.gov;
mary.mayhew@maine.gov; brandi white@mcconnell.senate.gov; Lanier Swann@mcconnell.senate.gov;
blackwellr2@michigan.gov; chadderdona@michigan.gov; mcbrideb@michigan.gov; muchmored@michigan.gov;
tomichz@michigan.gov; Lauren.Hill@nebraska.gov; brian ; ryan ;
nguillemard  sarah.echols ; Mike Schrimpf; ts  Bkanzeg t;
aparis@state.pa.us; jbranstett@state.pa.us; jmcallahan@state.pa.us; ktartaglia@state.pa.us;
rebmyers@state.pa.us; Jim.Soyer@state.sd.us; MKennicott ; Mark.Cate@tn.gov;
Will.Cromer@tn.gov; Bnutt ; RSPENDLOVE@utah.gov; EMainigi ;
bill.kloiber@wisconsin.gov; Carol.Statkus@wyo.gov; katyoder 99 ; pjpgato ;
Keith.Gilkes@wisconsin.gov; Eric.Schutt@wisconsin.gov; Ryan.Murray@wisconsin.gov

Cc: Marie Sanderson
Subject: FYI-Great article on access to care from the New York Times!
Date: Monday, April 04, 2011 1:01:41 PM

 
Lindsay Russell
Public Policy Advisor 
Republican Governors Public Policy Committee | RGA
1747 Pennsylvania Avenue, NW, Suite 250 | Washington, DC 20006
P: (202) 662-4149 | C: 
 
 
 
 
 
 
The New York Times ran a front-page story on Saturday highlighting how for many low-income
patients, a Medicaid card does not lead to access to care.  The full story is pasted below my
signature; among the highlights and quotes:
 

·         One emergency physician noted, “Having a Medicaid card in no way assures access to care.”
·         A nurse (and Medicaid beneficiary) with three herniated disks in her back complained, “My

Medicaid card is useless for me right now…It’s a useless piece of plastic.  I can’t find an
orthopedic surgeon or a pain management doctor who will accept Medicaid.”

·         A family physician asked, “How can an already overtaxed Medicaid system handle such a
large influx of people?”

·         One pediatrician said he devotes one afternoon a week just trying to find specialists for his
patients who will actually take Medicaid.

·         A mother showed her exasperation: “I have tried for more than a year to find a child
psychiatrist or psychologist to get [my son] evaluated, but the mental health professionals in
this area have told me they absolutely do not take Medicaid.”

·         The Secretary of Louisiana’s Department of Health and Hospitals admitted, “We have a hard
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time finding specialists for Medicaid enrollees.”

·         An OB-GYN worried that thanks to the health care law, “more of his patients will be on
Medicaid, and fewer will have private insurance, which helps offset the financial losses
doctors sustain on their Medicaid business.  Already…many of his patients have jobs with
private insurance but switch to Medicaid when they become pregnant, avoiding premiums,
deductibles and co-payments.”

The Times article perfectly illustrates the shortcomings of the health care law.  As the family
physician quoted in the piece noted, an “already overtaxed Medicaid system” should not be asked
to handle up to 25 million new beneficiaries placed in the program under the law.  And while
supporting steps to ensure Medicaid’s reimbursement levels will allow patients access to care, some
may view slapping states with yet another unfunded mandate for minimum reimbursement levels –
which the Administration plans to do later this year – at a time when states are facing record budget
shortfalls as precisely the wrong approach.  Instead of following the health care law’s example and
pouring yet more taxpayer funds into a leaky Medicaid boat, state governors need additional
flexibility to manage their programs – and Medicaid needs true reform.
 
Chris Jacobs
Health Policy Analyst
Republican Policy Committee
(202) 224-2946

Cuts Leave Patients With Medicaid Cards,
but No Specialist to See
By ROBERT PEAR

LAFAYETTE, La. — Eight-year-old Draven Smith was expelled from school last year for
disruptive behavior, and he is being expelled again this year. But his mother and his
pediatrician cannot find a mental health specialist to treat him because he is on Medicaid, and
the program, which provides health coverage for the poor, pays doctors so little that many
refuse to take its patients.

The problem is common here and across the country, especially as states, scrambling to
balance their budgets, look for cuts in Medicaid, which is one of their biggest expenditures.
And it presents the Obama administration with a major challenge, since the new federal
health care law relies heavily on Medicaid to cover many people who now lack health
insurance.

“Having a Medicaid card in no way assures access to care,” said Dr. James B. Aiken, an
emergency physician in New Orleans.

Nicole R. Dardeau, 46, a nurse in Opelousas, La., in the heart of Cajun country, can attest to
that. She said she could not work because of unbearable pain in her right arm. Doctors have
found three herniated discs in her neck and recommended surgery, but cannot find a surgeon
to take her as a Medicaid patient.
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From her pocketbook, she pulls an insurance card issued by the Louisiana Department of
Health and Hospitals.

“My Medicaid card is useless for me right now,” Ms. Dardeau said over lunch. “It’s a useless
piece of plastic. I can’t find an orthopedic surgeon or a pain management doctor who will
accept Medicaid.”

Medicaid, which is paid for jointly by the federal and state governments, is the subject of an
intense debate in Washington over how to make it more efficient as Congress addresses the
budget deficit and the growing federal debt.

But for now the administration is counting on Medicaid to play a vital role in expanding
access to care under the law President Obama signed last year. The program is already a
major presence here, paying for 70 percent of births in Louisiana. State health officials
estimate that the Medicaid program will grow by more than 40 percent as a result of the
federal health law, with the addition of 467,000 new recipients to 1.1 million now on the
rolls.

“How can an already overtaxed Medicaid system handle such a huge influx of people?”
asked Dr. Michael A. Felton, a family doctor in Church Point, La., near Lafayette.

It is a question being asked in many states. With the expansion of Medicaid to cover nearly
all people under 65 with incomes up to 133 percent of the official poverty level (up to
$29,330 a year for a family of four), Medicaid will soon be the nation’s largest insurer. It
accounts for almost half of the increase in coverage expected under Mr. Obama’s health law,
but has received less attention than other parts of the law regulating private insurance.

The Congressional Budget Office predicts that average monthly Medicaid enrollment, now 56
million, will rise to 71 million by 2016, with another five million people added to the rolls in
the five years after that.

Like many states, Louisiana has been struggling with a fiscal crisis. To hold down costs, it
has cut Medicaid payments to doctors, dentists, hospitals and other health care providers
several times in the last two years. Many providers report that the cuts, taken together, total
15 percent to 20 percent.

Louisiana officials said the cuts were necessary for two reasons: to avoid a budget deficit in
the Medicaid program and to comply with a state law that limits Medicaid spending to
amounts appropriated by the State Legislature.

For patients like Draven Smith, whose mother said his behavior problems stemmed from
attention-deficit hyperactivity disorder, the result is lack of access to doctors, especially
specialists. For Draven’s pediatrician, Dr. Rachel Z. Chatters in Lake Charles, La., caring for
poor children is a mission. About 80 percent of her patients are on Medicaid. It is, she said,
frustrating to beg and plead with other doctors to see Medicaid recipients.

“I devote one afternoon a week, every Wednesday afternoon, to trying to find specialists for
my patients — a pulmonologist for children with chronic persistent asthma, a neurologist for
children with seizures or developmental delays, a psychiatrist for children with serious
mental health problems, a hematologist for patients with sickle cell disease,” Dr. Chatters
said.
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Draven’s mother, Ana M. Smith, said: “I have tried for more than a year to find a child
psychiatrist or psychologist to get Draven evaluated, but the mental health professionals in
this area have told me they absolutely do not take Medicaid. If Draven could get the help he
needs, I believe it would be unbelievably beneficial to him.”

Some uninsured people will surely receive better care when they gain Medicaid coverage,
doctors say. The new health law calls for a temporary two-year increase in Medicaid
payments for some primary care services, but this does not affect specialists.

With the expansion of Medicaid in 2014, Louisiana officials expect to enroll three groups:
260,000 newly eligible parents and childless adults, 20,000 parents now eligible but not
enrolled and 187,000 adults and children who drop private coverage and sign up for
Medicaid.

Bruce D. Greenstein, secretary of the Louisiana Department of Health and Hospitals, said,
“We have a hard time finding specialists for Medicaid enrollees.”

Mr. Greenstein said the state expected to improve care and save money by enrolling most
Medicaid recipients in managed care, an approach adopted by many states in recent years. In
return for fixed monthly fees paid by the state, private health plans would coordinate the care
of Medicaid patients, using networks of providers.

In passing the new health law, Congress wanted to make sure current Medicaid recipients
would not lose coverage. Under the law, states generally cannot roll back Medicaid
eligibility, but they can cut Medicaid in other ways — by reducing provider payment rates or
by eliminating optional benefits.

About 20 states cut Medicaid payment rates for doctors last year, according to a survey by
the Kaiser Family Foundation. At least 16 governors have proposed rate reductions this year
for health care providers.

Gov. John Kitzhaber of Oregon, a Democrat, proposed cutting Medicaid payment rates for
doctors, dentists, hospitals and nursing homes by 19 percent. Christine Miles, a spokeswoman
for Mr. Kitzhaber, said his priority was to preserve eligibility.

In Illinois, Gov. Pat Quinn, a Democrat, has proposed reducing Medicaid reimbursement
rates by 6 percent for hospitals and nursing homes.

Gov. Brian Sandoval of Nevada, a Republican, has proposed cutting Medicaid rates by 5
percent for hospitals, 15 percent for nonprimary care doctors and 25 percent for dentists.

In South Dakota, Gov. Dennis Daugaard, a Republican, just signed a budget bill cutting
Medicaid rates for doctors, dentists, hospitals and nursing homes — even primary care
physicians and pediatricians.

States have broad discretion in setting Medicaid payment rates. Federal law sets standards,
but they are rather vague. Rates are supposed to be “consistent with efficiency, economy and
quality of care,” and sufficient to ensure that services are available to Medicaid recipients at
least to the same extent as to the general population in the area.

In a few states, Medicaid recipients and providers have blocked cuts or secured higher
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reimbursement through litigation. But in many states, the promise of equal access remains
unfulfilled.

Dr. Kim A. Hardey, an obstetrician-gynecologist in Lafayette, said he received about $1,000
from the Louisiana Medicaid program for providing prenatal care and delivery for a full-term
pregnancy, compared with $2,400 from private insurance.

With the expansion of Medicaid eligibility, he said, more of his patients will be on Medicaid,
and fewer will have private insurance, which helps offset the financial losses doctors sustain
on their Medicaid business.

Already, Dr. Hardey said, many of his patients have jobs with private insurance but switch to
Medicaid when they become pregnant, avoiding premiums, deductibles and co-payments.

 
 

4420



From: Grace-Marie Turner
To: Katie Altshuler
Subject: Galen Institute joins amicus brief against ObamaCare
Date: Monday, February 13, 2012 3:56:51 PM

For more information, please contact:
Tara Persico, Research Director

703-299-9205 or tara@galen.org

Galen Institute, Angel Raich, Docs 4 Patient Care,
the Benjamin Rush Society, and the Pacific Research Institute

File Amicus Brief Against ObamaCare
February 13, 2012 — The Galen Institute, Angel Raich, Docs 4 Patient Care, the Benjamin Rush
Society, and the Pacific Research Institute today issued the following statements after filing an
amicus brief with the U.S. Supreme Court supporting the 11th Circuit’s decision that the
individual mandate contained in the health overhaul law is unconstitutional.

Grace-Marie Turner, President and Founder of the Galen Institute said: “Our brief
exposes the fallacy behind a key issue that the Congress and Obama administration used to
justify passage of their health overhaul law — namely, the attempt to avoid cost shifting from
‘free-riders.’ Our brief explains in detail how the individual mandate will not solve the problem
but will actually make it worse. That demolishes the government’s case that the individual
mandate is justified as a means of regulating commerce under the Constitution.”

John Hoff, Counsel for amici curiae and Trustee of the Galen Institute said: “The
brief demonstrates the fallacy of the Government’s claim that the individual mandate cures any
problem of shifting costs of uncompensated care to private insurance and explains why Congress
lacked authority under the Constitution to impose the mandate. Congress has taken a step too
far in invoking its authority to regulate interstate commerce.”

Sally C. Pipes, President and CEO of the Pacific Research Institute and John R.
Graham, Executive Director of the Benjamin Rush Society, in a joint statement said:
“The Obama administration’s claim that the individual mandate is needed to avoid the supposed
effects of cost-shifting by the uninsured misreads the government’s own facts and analysis. The
individual mandate at best only causes 16 million persons to obtain coverage they otherwise
would forego. As a result, the mandate does not have substantial effect on interstate commerce
and is neither necessary nor proper for addressing the supposed problem of cost shifting.”

Hal Scherz, MD, FACS, FAAP, President and Founder of Docs 4 Patient Care said:
“On March 26, the United States Supreme Court will hear arguments regarding the
constitutionality of the Affordable Care Act. Docs 4 Patient Care is honored to be an amicus in
support of the 26 states suing the federal government, along with the Benjamin Rush Society,
the Pacific Research Institute, and the Galen Institute. As one of the few physician organizations
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who have filed a brief with the court, we hope to bring credibility to the multi-state case and
raise points regarding the new law in a way that none of the other amici can.

“It is our hope that our involvement in this case will play a small role in influencing the Supreme
Court justices to conclude as we have, that this law is wrong for America and has been forced
upon us as a result of arguments and logic which are specious. This decision will determine not
just the fate of a ruinous healthcare policy, but the behavior of the federal government from this
point forward. If they can force individuals to purchase a product, there is no limit to what the
government can force its citizens to do.”

To interview Erik S. Jaffe, the Counsel of Record, please contact Rowena Itchon at the
Pacific Research Institute. To interview Grace-Marie Turner or John Hoff of the Galen
Institute, please contact Tara Persico.

Amici

Angel McClary Raich
Ms. Raich was the lead respondent in one of the U.S. Supreme Court’s important recent
Commerce Clause cases, Gonzales v. Raich. Battling cancer, she brings to this case the
perspective of both a patient and a litigant with a personal understanding of the implications of
an expansive construction of the Commerce Clause on individual freedom.

Galen Institute
The Galen Institute is a non-profit, 501(c)(3) public policy research organization devoted to
advancing ideas and policies that would create a vibrant, patient-centered health sector. It
promotes public debate and education about proposals that support individual freedom,
consumer choice, competition, and innovation in the health sector.

Docs 4 Patient Care
Docs 4 Patient Care is an organization of concerned physicians committed to the establishment
of a health care system that preserves the sanctity of the doctor-patient relationship, promotes
quality of care, supports affordable access to all Americans, and protects patients’ freedom of
choice.

Benjamin Rush Society
The Benjamin Rush Society aims to unite those across the political spectrum who believe that
the profession of medicine calls its practitioners to serve their patients, rather than the
government.

Pacific Research Institute
For 33 years, the Pacific Research Institute (PRI) has championed freedom, opportunity, and
individual responsibility through free-market policy solutions. Founded in 1979 and based in
San Francisco, PRI is a non-profit, non-partisan 501(c)(3) education institution.

Galen Institute | P.O. Box 320010 Alexandria, VA | 703-299-8900 | www.galen.org
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From: Jacobs, Chris (JEC)
To: Jacobs, Chris (JEC)
Subject: GAO Study Exposes Bogus Obamacare Savings
Date: Monday, April 23, 2012 10:56:16 AM

Ahead of this afternoon’s release of the official Medicare trustees report, the Administration is out
with its own “study” attempting to put a positive spin on Obamacare’s impact on Medicare.  The
report claims that Obamacare will “save” $200 billion between now and 2016.  However, those
claims are based on spending reductions that the non-partisan Medicare actuary believes “would
become unsustainable and that Congress would likely override or modify them.”  If the spending
reductions are not overridden, the actuary has stated that 15 percent of hospitals and other
providers could become unprofitable by 2019, and up to 40 percent of providers could become
unprofitable in the long term.
 
A Government Accountability Office (GAO) report released today makes this exact point – illustrating
how the Obama Administration created an $8 billion Medicare Advantage demonstration program
that overrides many of Obamacare’s cuts.   GAO found that this massive demonstration project “is at
least seven times larger than that of any other Medicare demonstration conducted since 1995 and
is greater than the combined budgetary impact of all of those demonstrations.”  According to GAO,
the demonstration “precludes a credible evaluation of its effectiveness,” and is instead focused on
shelling out money to temporarily undo much of Obamacare’s cuts – a whopping 71% of
Obamacare’s Medicare Advantage cuts will be undone in 2012, compared to just 32% in 2013 and
16% in 2014. (Can anyone think of a reason why the Obama Administration might want to undo the
Medicare Advantage cuts this year…?)  For all these reasons, as a New York Post op-ed this morning
noted, the demonstration program looks suspiciously like a political attempt by the President to
avoid angering seniors by cutting Medicare Advantage while running for re-election.
 
The GAO report proves how the Administration’s study is fundamentally flawed.  The
Administration report assumes all the Medicare spending reductions will go into effect, but the
GAO report illustrates how the Obama White House has already reversed one of the major
spending reductions – the Medicare Advantage cuts – in order to fend off political dissent during
the President’s re-election campaign.  The Associated Press previously reported on the Medicare
Advantage demonstration last year, noting that the program “could head off service cuts that would
have been a [political] headache for Obama and Democrats in next year’s elections.”  Even a former
Democrat staffer who worked in the Clinton Administration admitted that the effort amounted to a
political stunt: “It’s fair to say that [Medicare] could not tolerate dislocation, given the political
climate.”
 
While Obamacare’s spending reductions are subject to alteration for political purposes, the new
spending on the law’s massive new entitlements are sacrosanct, and virtually guaranteed to take
effect if President Obama remains in office.  Of course, undermining the spending reductions while
keeping the new spending would make the entire law, and Medicare itself, even more fiscally
unsustainable than the status quo.  That’s why, when it comes to today’s dueling reports, don’t
believe what the Administration says in its spin-laden study – look at what it already did to
undermine politically unpalatable spending reductions.
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Chris Jacobs
Senior Policy Analyst
Joint Economic Committee
(202) 224-5171
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From: Jacobs, Chris (RPC)
To: Jacobs, Chris (RPC)
Subject: George Will on Obamacare and Federalism
Date: Saturday, January 21, 2012 11:16:09 AM

If you have some time this snowy Saturday, I would highly recommend George Will’s Sunday column
(pasted in full below) as a good read.  The piece summarizes the lesser-known element of the
Obamacare challenges to be heard by the Supreme Court in two months’ time – the argument that
the law’s Medicaid expansion represents a commandeering of the states, in violation of the Tenth
Amendment.  The article notes that any state refusing to expand its Medicaid program under
Obamacare will forfeit ALL Medicaid funding; studies have demonstrated such a scenario would be
so economically (therefore politically) remote as to be all but impossible.  And as the states’ brief to
the Court noted a few weeks ago, the Court has already adopted the principle that federal strings
attached to spending programs can become so great as to be coercive; if the Court will not reject as
coercive the largest ever mandated expansion of the program that represents the largest portion
of state budgets, what will it reject?  Will notes that it is this argument – limiting principles (or lack
thereof) on Congressional power – that unites the challenges to the individual mandate and the
Medicaid expansion:
 

The Obamacare issues of Medicaid coercion and the individual mandate are twins.  They
confront the court with the same challenge, that of enunciating judicially enforceable
limiting principles.  If there is no outer limit on Congress’s power to regulate behavior in the
name of regulating interstate commerce, then the Framers’ design of a limited federal
government is nullified.  And if there is no outer limit on the capacity of this government to
coerce the states, then federalism, which is integral to the Framers’ design, becomes
evanescent.

 
Therein lie the stakes for the American people that the Court will consider later this spring.
 
Chris Jacobs
Health Policy Analyst
Republican Policy Committee
(202) 224-2946
 

A Supreme Obamacare test
By George F. Will,

The Supreme Court can pack large portents in small details. When in late March it considers
the constitutionality of Obamacare, there will be 51 / 2 hours of oral argument — the most in
almost half a century. This is because the individual mandate (Does Congress’s power to
regulate interstate commerce extend to punishing the inactivity of not buying insurance?) is
just one of the law’s constitutionally dubious features.

An hour of argument will be devoted to whether Obamacare’s enormous expansion of
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Medicaid is so coercive of states that it is incompatible with federalism — the Constitution’s
architecture of dual sovereignty. The court’s previous rulings about compulsion point toward
disallowing this expansion.

Spending on Medicaid, a theoretically cooperative federal-state program, is approximately 40
percent of all federal funds given to states and 7 percent of all federal spending. Enacted in
1965 as a program for the poor, it has exploded. The increase in its costs by the end of this
decade is expected to be $434 billion. Its cost is projected to rise 7.9 percent a year — faster
even than Medicare’s (6.9 percent).

Under Obamacare, however, the cooperative nature of Medicaid has been radically revised in
a way no state could have anticipated before becoming inextricably entangled with it.
Obamacare requires states to cover all persons with incomes up to, effectively, 138 percent of
the poverty level. The federal government will pay all increased costs (other than
administrative costs) until 2016; by 2020 states will pay 10 percent of the expansion. But
even with the federal government paying most of the costs, in many states their portion of
Medicaid costs is the largest item in their budgets, even exceeding education. And
Obamacare, which forbids states to restrict the eligibility criteria it adopted before this new
burden, would deny all Medicaid funds to noncompliant states.

This would cost most states billions of dollars. For example, 26 percent of Florida’s budget
goes for Medicaid; if it lost federal funds, it would require 60 percent of all tax revenue to
maintain today’s pre-Obamacare benefits.

In theory, state participation in Medicaid is voluntary; practically, no state can leave
Medicaid because its residents’ federal taxes would continue to help fund the program in all
other states. Moreover, opting out of Obamacare’s expanded Medicaid would leave millions
of poor people without affordable care. So Obamacare leaves states this agonizing choice:
Allow expanded Medicaid to devastate your budgets, or abandon the poor.

The Constitution created a federal government of limited and enumerated powers and
promptly strengthened this with the 10th Amendment. The Supreme Court has held that the
states therefore retain “a residuary and inviolable sovereignty” incompatible with federal
“commandeering” of states’ legislatures and executives. Under Obamacare’s Medicaid
expansion, states are dragooned for the furtherance of federal objectives.

In 1987, the court upheld a federal law denying a portion of federal highway funds to states
that refused to implement a drinking age of 21. The court held that the threatened loss of
funds — only 5 percent — was a “relatively small” inducement and hence “not so coercive
as to pass the point at which pressure turns into compulsion.” The court thereby said the
federal government cannot behave like Don Corleone, making offers states cannot refuse. At
some point, government crosses the threshold of unconstitutional compulsion.

The crucial consideration is the degree of threatened impoverishment. Because of Obamacare,
the nation needs clarity from the court. If it now thinks Congress has unfettered power to
place conditions on states receiving money from it, the court should explicitly disavow its
coercion doctrine. But if the coercion doctrine is to survive, Obamacare should not.

The Obamacare issues of Medicaid coercion and the individual mandate are twins. They
confront the court with the same challenge, that of enunciating judicially enforceable limiting
principles. If there is no outer limit on Congress’s power to regulate behavior in the name of
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regulating interstate commerce, then the Framers’ design of a limited federal government is
nullified. And if there is no outer limit on the capacity of this government to coerce the states,
then federalism, which is integral to the Framers’ design, becomes evanescent.

So, the time the court has allotted for oral argument about Obamacare is proportional to the
stakes. This case is the most important in the more than half a century since the Brown v.
Board of Education cases because, like those, it concerns the nature of the American regime.
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From: Leavitt Partners 
Katie Altshuler To: 

Subject: Get in line, No Technology Vendor Available 

Friday, January 13, 2012 10:55:00 AM Date: 

Get in Line, No Technology Vendor Available 
Leavitt Partners 

By Dan Schuyler 

When the health care industry has access to accurate, real-time health data there is a corresponding 
improvement in quality and outcomes for patients. It's no surprise then that there are currently strong 
emerging incentives for innovation in the health IT space. These incentives will make IT issues among the 
top priorities for state lawmakers in 2012 and beyond. 

Some of these incentives include the HI-Tech Act and ARRA funding that is driving EMR innovation as 
well as the planning and development of Health Information Exchanges and All-Payer Claims databases. 
There is the 90/10 funding from CMS to enable and incentivize states to improve or overhaul their legacy 
MMIS and public program eligibility systems. This 90110 funding is an offer states shouldn't refuse 
considering the cost of these MMIS projects can be in the hundreds of millions of dollars per state. There 
is also grant funding in the Patient Protection and Affordable Care Act (PPACA) for the planning and 
establishment of a state health insurance exchange. Last but not least, there is interest from both states 
and the private sector in the development of private health insurance exchanges . 

... Read On Here ... 

States May Save in the Future by Investing in Behavioral 
Health Management Today 
As a result of the Patient Protection and Affordable Care Act 
(PPACA) passed in 2010, Medicaid will begin to cover all 
adults ... Read more 

Flexibility and Collaboration, Essential Keys to Health Care 
Reform 
The Patient Protection and Affordable Care Act (PPACA) was 
planned, architected and established with little-to-no input from 
states. Not surprisingly, this did not sit well with ... Read more 

HEALTH FOOD RSS RSS 
CARE BLOG NEWS 

4429



Investment in Medical Innovation Matters 
Governor Leavitt held a round table discussion this week with a 
group of Utah's health care leaders to assess the impact of the 
proportional cuts in the federal budget on medical innovation .... 
Read more 

Growth and Dispersion of Accountable Care Organ izations 
Following the Patient Protection and Affordable Care Act's 
emphasis on Accountable Care Organizations (ACOs) and the 
announcement of the Medicare Shared Savings Program, an 
increased interest... Read more 
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From: Grace-Marie Turner 

Katie Altshuler To: 
Subject: GMT in NY Post: The Mistake of Mandates 

Monday, March 05, 2012 9:27:29 AM Date: 

ObamaCare's Supreme Mistake 

New York Post 
By Grace-Marie Turner 
March 5, 2012 

The US Supreme Court this month hears arguments on the constitutional challenges to the 
ObamaCare law - with the top challenge centering on the mandate that every American buy health 

insurance. Increasingly, and not just for constitutional reasons, that mandate looks to be the law's 

downfall. 

Princeton University's Paul Starr, whose advice helped shape ObamaCare, recently admitted that the 

mandate was a big mistake. 

"Democrats managed to get themselves the worst possible result: a law that enflames the opposition 

on the basis of overreaching federal power but may not work in practice because there is no real 

power behind it," he wrote in a post for The New Republic. "v\Thether or not the court strikes it 

down, the individual mandate has been one of the most serious political and policy mistakes of 

recent decades." 

The American people are clear in their opinions. A poll from the AP-National Constitution Center 

found that a stunning 82 percent don't think the federal government should be able to require them 

to buy health insurance or pay a fine if they don't . 

If the federal government, which constitutionally has "limited" and "enumerated" powers, can force 

private citizens to use their personal money to buy a private product, there is no end to what it 

could force citizens to do. 

But even if the mandate survives the Supreme Court, it's destined to fail, because (as Starr notes) it 

just can't work as intended. 

One mandate goal is to bring young and healthy people into the health-insurance market - people 

who, v..jthout the threat of a fine, are much less likely to buy costly health policies. 

But this threat won't do that . The law's penalties are "toothless," as the uth Circuit Court of Appeals 

put it in August, in finding the mandate unconstitutional. 

Under the law, the federal government is to fine individuals a maximum of $695 a year or 2.5 
percent of their income - whichever is higher - for being uninsured. That's too little to induce 

people to sign up for insurance that (according to the Congressional Budget Office) soon will cost 

more than $2o,ooo a year for a family. Millions will decide to pay the fine instead of bu)ljng 

coverage. 

Of course, a big reason insurance will be so expensive is the rest of the ObamaCare law. Notably, it 
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slaps insurers with strict rules on how they can price and sell their products - rules that have 

already sent premiums through the roof in such states as New York. These include "guaranteed 

issue," which mandates the sale of policies to all comers, and "community rating," which limits 

insurers' ability to vary rates. 

That means insurance companies will be forced to sell policies even to people who wait until they 

fall ill to sign up. And they'll have to charge the same premiums as if the person had been insured all 

along. 

Oh, and young people will be forced to pay more than their share for health insurance so that older 

people can pay less - ObamaCare's version of fairness. Will the federal government even have the 

political will to fine people? It's difficult to imagine a policy more politically damaging than seeking 

out and financially punishing people who don't buy insurance. 

So, in all likelihood, millions of uninsured Americans will choose to wait, pay a fine - and buy 

insurance only when they need it. 

This is precisely what's been happening in Massachusetts under its 2006 health-reform law, which 

included an individual mandate. Ever more people are buying insurance just before incurring huge 

medical bills, then dropping it as soon as they're treated. 

ObamaCare backers are well aware their legislation fails without an effective individual mandate. 

Last year, Justice Department lavvyers told federal Judge Roger Vinson more than a dozen times 

that the mandate is "essential" to the overall legislation. 

Yet this mandate can't work. 

The Supreme Court would do the nation a great service by declaring the entire law unconstitutional 

and forcing Congress to go back and get reform right. 

Read online: http: 1/vrww.galen.org/topics/obamacares-supreme-mistake/ . 

Share your thoughts: 
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To: Denise Northrup; Katie Altshuler; Glenn Coffee
Cc: Alex Weintz
Subject: going out in 5 minutes
Date: Thursday, April 14, 2011 12:52:11 PM

 
 

State Leaders: Agreement Reached on Oklahoma
Health Insurance Private Enterprise Network

 
OKLAHOMA CITY – Governor Mary Fallin today joined other state leaders in announcing
that Oklahoma will establish a Health Insurance Private Enterprise Network to prevent the
establishment of a federal health care exchange in Oklahoma. 
 
Working together, leaders were able to address concerns expressed by some by adding
specific safeguards into the legislation that will prevent the implementation of a federal health
care exchange while creating an Oklahoma-based health insurance network.  The Health
Insurance Private Enterprise Network, based on a model by the conservative Heritage
Foundation and legislation passed by the Oklahoma Legislature in 2009, will increase access
to affordable, private, portable health insurance plans through a free market-based network
that offers choice and competition to consumers.  The network will be governed by a board
consisting of a majority of members from the private sector and chaired by the Insurance
Commissioner.  The network will be funded through state or private resources. The state will
not accept the $54 million Early Innovator Grant.
 
Governor Mary Fallin:  “I’m pleased to announce this agreement that accomplishes my
goal from the very beginning:  stopping the implementation of the president’s federal health
care exchange in Oklahoma. We have addressed concerns expressed by implementing strict
safeguards to prevent the implementation of the federal health care exchange while
definitively laying out the framework for a free market-based network that will empower
consumers by providing a place for individuals, families and small businesses to shop for
affordable, quality health insurance plans.”
 
House Speaker Kris Steele:  “Healthcare coverage is not a one-size-fits-all issue. We need
to make all options available to the people. The goal is to equip Oklahomans with the
information necessary to make wise decisions. The network will provide a user-friendly tool
intended to help people identify a health plan that best fits their individual needs.”
 
Senate President Pro Tempore Brian Bingman:  “This private enterprise network not only
offers the people of Oklahoma more options when buying insurance, it will serve as a
defensive strategy that protects Oklahoma from the federal healthcare law.  This is
Oklahoma’s solution and federalism at work.  Our plan is based on the principals of the free
market; it will not limit participation, it will increase competition among private plans and
offer consumers the ability to shop for their best option.” 
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Katie Altshuler 

Su bject: Going to prison to get health care? -- Healt h Policy Matters 
Friday, June 24, 2011 10:53:23 AM Dat e : 

Going to Prison to Get Health Care? 

By Grace-Marie Turner 

The story about bank robber Richard James Verone caught 
our attention this week. The North Carolinian thought he had 
the perfect solution to his medical woes when he decided to 
rob a bank, get caught, and go to prison where he could get 
the health care he needs. 

The story was all over the news as liberals decried how awful 
the U.S. system is because it forced this otherwise law-abiding 
citizen to turn to crime to get medical treatment 

But Verone is a perfect example of the citizens conservatives 
are trying to help. He is 59 years old, has health problems, no 
job, and virtually no income. We have been arguing for more 
than a decade that we should target financial help to Verone 
and others like him so they can get private coverage that is 
portable and that they can maintain over time. And we would 
support states with funding for high-risk pools to give those 
with health problems a place to get insurance. 

Instead, ObamaCare will reengineer our entire health care 
system and likely sweep Verone into Medicaid -- unarguably 
the worst health care program in the country. 

Verone's options are unlikely to be no better under Medicaid 
than before he robbed the bank. That's because Medicaid 
pays doctors so little that few physicians can afford to see 
private patients, forcing many of them to get their care in the 

ER. 

Which is exactly what Verone could have done before robbing 
the bank. Federal law requires any hospital that accepts 
federal payment through Medicare or Medicaid to treat any 
patient who presents needing medical care, whether they can 
pay or not And federal funds flow to hospitals to at least 
partially reimburse them for th is "uncompensated care." 
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Verone says he has an undiagnosed growth in his chest, 
two ruptured back discs, and a problem with his foot. He lost 
his job driving a delivery truck for Coca -Cola several years 
ago because of his medical problems and has been unable to 
get work or health insurance since then. 

Had ObamaCare done a better job of designing its high-risk 
pools, Verone would be a candidate for them because he 
clearly has pre-existing conditions. But the costs of health 
insurance in the pools are so high that only 12,000 people 
across the country -- out of millions we were told needed them 
- have enrolled in the coverage. 

Verone said he hopes he will get a sentence of at least three 
years so he can stay in jail until he qualifies for Social Security 
at age 62. Then he plans to move into a condominium on the 
beach - which he already has picked out-- and enjoy life with 
his health problems taken care of. 

But beware. California is a step ahead of this problem. Its 
prison system is in federal receivership because of 
overcrowding that the U.S. Supreme Court has declared 
inhumane. The state is looking to release prisoners, and the 
sick ones may be thrown out. 

Last week, it released a man who had served less than four 
years of a 68-year sentence for violent robbery. The inmate, 
Craig Lemke, 48, received a "medical parole" because the 
board determined that he was "permanently medically 
incapacitated" and not a threat to society. The state hopes to 
save millions of dollars by releasing similar prisoners. (Lemke's 
exact medical condition was not disclosed for privacy 
reasons.) 

Prison is not the answer. ObamaCare is not the answer. The 
answer is targeted assistance to people who really need help, 
with states providing a functional safety net. 

McKinsey under fire: We wrote about McKinsey & 

Company's latest employer survey for The Wall Street Journal , 
which found that a third to half of employers expect to drop or 
significantly change their employee health insurance programs 
as a result of ObamaCare. 

The White House has gone into apoplexy, as I wrote for 
National Review on Wednesday, knowing that this blows to 
smithereens the solemn promise to the American people that 
"If you like your health insurance ... " 

The Journal weighed in with an editorial entitled "Shutting up 
McKinsey: The White House vilifies a company for reporting 
health-care reality." A few excerpts: 

The White House routinely tries to intimidate its 
health-care critics, but the campaign against 
McKinsey & Co. is something else. The 
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management consultants attempted to find out 

how U.S. business will respond to the 
government restructuring of 17.3% of the 

economy, Democrats don't like the results, and 
so McKinsey must pay with its reputation .. 

McKinsey's study merely echoes what 
economist Doug Holz -Eakin has also been 
shouting from the rafters about ObamaCare's 
impact on private coverage. Ditto for Eugene 

Steuerle of the Urban Institute. Is that left
leaning outfit now a GOP mouthpiece too? 
McKinsey isn't known for its partisan 
sympathies, and most top-drawer consulting 
firms deliberately avoid the political fray. Clients 
want intelligence, not controversy. 

The White House method is nonetheless to 
assail even disinterested analysts as dishonest 
or motivated by bad fa ith, and the habit is 

especially pronounced against businesses that 
have something to lose. Think of the public 
trashing of the insurers WeiiPoint and Humana 
for accurately describing how costs will soar 
under the new entitlement, or the companies 
like AT&T and Verizon that ObamaCare forced 
to take huge writedowns last year. 

The fact that the White House feels it must vilify 

businesses for telling the truth about 
ObamaCare shows just how destructive the law 
really is. 

McKinsey met the criticism with the facts. It released the 
survey questions, methodology, and data , putting to rest 
questions about the objectivity. I've read the entire 206-page 
survey results that McKinsey released in response to White 
House demands. The survey was very responsibly conducted 

and not biased in the least, and the data are incredibly detailed 
and mined the options employers are considering. 

The health overhaul law can't work, and there is no way that 
the White House is going to be able to fight back against the 
avalanche of facts that will continue to flow in its destructive 
wake. 

IPAB: And part of the ammunition to fight back is in this new 
paper we just released on IPAB - the rationing board that the 
president is counting on to rescue Medicare from fiscal 
calamity. You need to know what's coming. 

The Independent Payment Advisory Board epitomizes 
ObamaCare: unelected bureaucrats making sweeping 
decisions that impact hundreds of billions of dollars in federal 
spending and millions of lives. IPAB must go, and ObamaCare 
must go. 
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Willlncrease Quality, Decrease Costs in 
Health Care 

In an exchange with House Budget Committee Chairman Paul 
Ryan, CBO Director Douglas Elmendorf admits the 
shortcomings of the CBO's models on health care, resulting in 
analyses that do not account for choice and competition. 
Watch now>> 
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The White House is in apoplexy over a survey released two weeks ago by McKinsey & Company and 
has done everything it can to discredit the detailed survey of 1 ,300 employers, which showed a 
significant percentage of companies will drop health insurance after ObamaCare kicks in in 2014. 
ObamaCare supporters are desperately trying to convince us that employers will be more, not less, likely 
to offer health insurance under the new health-overhaul law. Democrats didn't face the facts about the 
damage that ObamaCare would do before the legislation was passed, and they are refusing to accept 
the reality of its consequences now. 
Read More» 
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FOR IMMEDIATE RELEASE
 
CONTACT
Mike Schrimpf, 202-662-4147
mschrimpf@rga.org 
 
GOP Governors Mark Anniversary of Obamacare 
 
Republican governors marked the one-year anniversary of Obamacare today by detailing ways in which
the federal healthcare law will damage state budgets and fail to adequately reform the nation’s healthcare
system.
 
Republican governors are also taking to the airwaves this week to discuss the one-year anniversary on
national news programs.
 
RGA Chairman Rick Perry (TX): "Perhaps the most telling development of the year since Obamacare was
signed has been the immediate and widespread mobilization of individuals seeking to spare states and
citizens from the most painful results of this misguided legislation. In Texas alone, Obamacare stands to
cost our state's taxpayers $27 billion over 10 years starting in 2014, a price tag that will result in painful
realities for families and employers of all sizes. I'm hopeful Obamacare will be fully repealed, and we can
begin a real dialogue on health care reform in America."
RGA Vice Chairman Bob McDonnell (VA): "Implementation of Obamacare would cost Virginia two billion
dollars over the next decade in unfunded mandates.  We need to improve healthcare in our nation with
commonsense, free market solutions, not with federal mandates on the states that take away our
flexibility and violate the Constitution."  
RGA Policy Chairman Haley Barbour (MS): "Americans are no closer to affordable healthcare than they
were one year ago.  Instead, at this one year anniversary, we continue to learn the ramifications of the
law's many budget gimmicks, bureaucratic hurdles, and expensive mandates for both states and
businesses.  In my state, the cost to implement PPACA for Medicaid is $1.7 billion over 10 years,
including $443 million in the 10th year alone. This law is expanding broken state Medicaid programs and
undoing state-based reforms, pulling tax dollars from other necessary areas like education and law
enforcement."
Gov. Sean Parnell (AK): “At the one-year anniversary of the federal healthcare law, 26 states are
currently challenging its constitutionality, the House of Representatives passed its repeal, and half the
country is opposed to it. In Alaska, we remain hopeful that it will be ruled unconstitutional, but in the
meantime are working at the state level to improve affordability and increase access to healthcare with
state resources and without federal entanglement.” 
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Gov. Jan Brewer (AZ): “In the last 12 months, state leaders have learned the true costs of President
Obama’s health care ‘reform.’ Those costs have been meted out to states in the form of unfunded
mandates and rigid federal regulations. At a time when states like Arizona are facing historic budget
pressures, we need a federal partner willing to provide us the flexibility we need to operate our Medicaid
programs in a fashion that best serves our citizens while being fiscally responsible.”
 
Gov. Rick Scott (FL): “One year later, I remain convinced that Obamacare is bad for patients, businesses
and taxpayers.  This ill-conceived policy will force Florida to spend an additional $12.8 billion on Medicaid
and add an additional 2.1 million Floridians to Medicaid. Eliminating patient choice, rationing care and
implementing the largest tax hikes in American history are just the beginning of the federal mandate’s
consequences. I commend Florida’s Attorney General Pam Bondi and the other elected officials
throughout the country who are standing up to Obamacare.  This law has already been ruled
unconstitutional in Florida.  Now, we need an expedited appellate process to finish the case against
Obamacare, and we need the federal government to immediately repeal the taxes enacted to pay for its
implementation.” 
 
Gov. Nathan Deal (GA): “With one year of Obamacare under our belts, we can already see mandates
crunching our state budget – and the bottom lines of our state’s job creators in the private sector. The
worst is yet to come. An anniversary is always a good time to renew our vows, even if we’re vowing to
keep up the fight.”
 
Gov. Butch Otter (ID): “The unprecedented and unconstitutional burden that Obamacare seeks to impose
on the American people already is damaging state efforts to implement responsible, cost-effective
measures to make health care more affordable and accessible. It’s diverting attention, effort and
resources from our own data- and market-driven policy initiatives. That’s why we here in Idaho have
taken a stand and will continue to lead the way in pushing back against this unconscionable overreaching
of federal authority.” 
 
Gov. Mitch Daniels (IN): “For state governments, the bill presents huge new costs, as we are required to
enroll 15 million to 20 million more people in our Medicaid systems. In Indiana, our independent
actuaries have pegged the price to state taxpayers at $2.6 billion to $3 billion over the next 10 years.
This is a huge burden for our state, and yet another incremental expenditure the law's authors declined
to account for truthfully.” 
 
Gov. Terry Branstad (IA): “President Obama’s health care plan adds to the nation’s deficit, and forces
burdensome mandates on states that we cannot afford. In Iowa, this means an additional 100,000
Iowans on the Medicaid rolls at a time when we are facing a $540 million shortfall. Rather than add more
burdensome costs, it’s governors who are identifying significant cost savings. I am committed to exploring
every possible cost-saving option to help us maximize health coverage for more Iowans and efficiently
use taxpayer dollars. One option being explored is the expanded use of generic drugs. Economist Alex
Brill recently studied the potential impact of improving the generic substitution rate in Iowa that could
save millions of dollars in the Medicaid program.”
 
Gov. Sam Brownback (KS): "If fully enacted, the Obama Health Care plan would devastate the Kansas
budget with unaffordable mandates, threatening every other priority in state government.  As Governor, I
have pledged to make protecting the Kansas economy and Kansas jobs a priority.  We continue our call
on Congress to repeal and replace the overreaching regulations of Obamacare with legislation that allows
Kansas to determine our state’s needs and health care priorities.  Kansas - not Washington - should
determine the state's needs and priorities and then enact our own reforms that increase health insurance
choice, competition and coverage while reducing costs.” 
 
Gov. Bobby Jindal (LA): "Obamacare must be repealed and replaced. It is an awful policy that creates
enormous financial burdens on states and unfunded liabilities in the Medicaid program."
 
Gov. Jack Dalrymple (ND): “There are many aspects of the health care reform bill that are not well suited
to the realities of health care delivery in a state like North Dakota.”
 
Gov. Mary Fallin (OK): “I was proud to be one of the 65% of Oklahomans who voted for and helped to
pass an amendment to the Oklahoma constitution designed to block the ‘individual mandate’ contained
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within the federal health care law. As governor, I continue to offer my full support to our attorney
general, who is leading our legal challenge against Obamacare, as well as the national effort to repeal
and replace the law.”    
 
Gov. Tom Corbett (PA): "The Federal health care law does not adequately address the costs of health
care.  Not addressing medical liability reform to stop frivolous lawsuits and to prevent defensive medicine
was a major shortcoming of the law."
 
Gov. Nikki Haley (SC): “Whether it’s supporting our attorney general’s constitutional challenge, Senator
DeMint’s repeal effort, Senator Graham’s opt-out plan or leading 28 other governors in asking the
president to expedite an Obamacare hearing, we have been very clear in South Carolina: we are an
equal opportunity opponent of Obamacare – a spending disaster that our state does not want and cannot
afford.”
 
Gov. Gary Herbert (UT): “One year ago, the federal government usurped state autonomy and ignored
that several states--the incubators of solutions-- had already initiated state-based health system reform.
Now the federal government has decreed a ‘one-size-fits-all’ solution and has left states to shoehorn the
ACA's dictates into local agencies and budgets.  It's completely unacceptable that the governors who are
responsible for much of the implementation were never invited to the table during development.
However, states will continue to exert their authority under the Constitution and will continue to innovate
and find solutions to pressing issues like healthcare reform.”
Gov. Scott Walker (WI): “Health reform started with the promise of reducing the cost of health care. 
Unfortunately, other than paying higher premiums for health insurance, PPACA holds little gain for the
people of Wisconsin.  Hundreds of thousands of people in Wisconsin will lose their current coverage. We
estimate that 46 percent of those who will become subsidized under either Medicaid or the new tax
credits already have health insurance.  This means that billions of dollars nationally will be spent without
increasing coverage.  
PPACA is also a threat to our vibrant and competitive private health insurance market in Wisconsin.  Many
Wisconsin families will face increased cost in premiums.  Our young people, struggling with the costs of
raising their families will see the greatest premium costs in the individual and small group markets.
Wisconsin has long been an innovative leader in health care.  We are already far ahead of what PPACA is
supposed to accomplish.  We will continue to press all three branches of government at the federal level
to reopen PPACA and deliver authentic health care reform that can gain the support of the states and the
American people.”
Gov. Matt Mead (WY): “Wyoming has fully accepted President Obama’s challenge to the states to come
up with better alternatives to the Patient Protection and Affordable Care Act. I firmly believe that the best
solutions come from the states, and Wyoming has already begun to work on options that not only keep
our residents healthier, but also tackle the cost issues ignored in the federal law.”
 
###
 
Paid for and authorized by the Republican Governors Association
 
 
 
 
Marie Thomas Sanderson
Director of Federal Policy
Office of Governor Haley Barbour
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From: Seth Levey
To: Lindsay Russell; Marie Sanderson
Subject: GOP Govs Unveil Medicaid Reform Principles
Date: Monday, June 13, 2011 10:59:20 AM
Attachments: Medicaid Reform Principles.pdf

 
 

From: Mike Schrimpf 
Sent: Monday, June 13, 2011 11:51 AM
To: Mike Schrimpf
Subject: GOP Govs Unveil Medicaid Reform Principles
 

 
FOR IMMEDIATE RELEASE
 
CONTACT
Mike Schrimpf, 202-662-4147
mschrimpf@rga.org
 

GOP Govs Unveil Medicaid Reform Principles
 
29 Republican governors unveiled today seven guiding principles for reforming Medicaid in a
letter written to Senator Orrin Hatch, Ranking Member of the Senate Committee on Finance
and Representative Fred Upton, Chairman of the House Committee on Energy and
Commerce.
 
The principles will serve as the framework for future specific recommendations from the
governors as they begin what will be an ongoing dialogue with Congress as it weighs how to
reform Medicaid.
 
“Aside from the full repeal of Obamacare, no issue is more important to fixing our nation’s
healthcare system than improving Medicaid,” said RGA Chairman Rick Perry. “Governors
must be given the flexibility to craft solutions based on their states’ specific needs without
constantly needing to ask the federal government for permission.”
 
“Medicaid is on an unsustainable trajectory that threatens the fiscal health of our states and
the nation,” said RGA Policy Chairman Haley Barbour. “Just as governors answered the call
to help reform the welfare system in the 1990’s, today’s Republican governors are committed
to working with Congress to reform Medicaid.”
 
The seven principles are:
 

1.      States and territories are best able to make decisions about the design of their healthcare
systems based on the respective needs, culture and values of each state.

 
2.      States and territories should also have the opportunity to innovate by using flexible,
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accountable financing mechanisms that are transparent and that hold states accountable for
efficiency and quality healthcare.  Such mechanisms may include a block grant, a capped
allotment outside of a waiver, or other accountable and transparent financing approaches.

 
3.      Medicaid should be focused on quality, value-based and patient-centered programs that

work in concert to improve the health of our states’ citizens and drive value over volume,
quality over quantity, at the same time containing costs. 

 
4.      States and territories must be able to streamline and simplify the eligibility process to

ensure coverage for those most in need, and states must be able to enforce reasonable cost
sharing for those able to pay.

 
5.      States and territories can provide Medicaid recipients a choice in their healthcare coverage

plans, just as many have in the private market, if they are able to leverage the existing
insurance marketplace through innovative support mechanisms.   

 
6.      Territories must be ensured full integration into the federal healthcare system so they can

provide healthcare coverage to those in need with the flexibility afforded to the states.
 

7.      States must have greater flexibility in eligibility, financing and service delivery in order to
provide long-term services and support that keep pace with the people Medicaid serves.
New federal requirements threaten to stifle state innovation and investment.  In addition,
since dual eligibles now constitute 39 percent of Medicaid spending, Medicare policies that
shift costs to the states must be reversed and the innovative power of states should be
rewarded by a shared-savings program that allows full flexibility to target and deliver
services, which are cost-effective for both state and federal taxpayers.

 
A copy of the letter is attached. Gov. Rick Snyder has sent a separate letter to Chairman 
Upton.
 

-30-
 

Paid for and authorized by the Republican Governors Association
 

4445



From: Marie Sanderson
To: Marie Sanderson
Cc: Lindsay Russell
Subject: GOP lawmakers urge states on Medicaid
Date: Friday, June 29, 2012 4:49:42 PM

FYI. A Number of your Congressional Members are mentioned.
 
http://www.politico.com/news/stories/0612/78041.html
 

GOP lawmakers urge states on Medicaid
By: Manu Raju
June 29, 2012 05 08 PM EDT

Republican lawmakers are urging their home-state governors to drop out of the Medicaid

expansion that was part of Barack Obama’s health care law now that the Supreme Court

has given them a way out.

In interviews on Friday, GOP House and Senate lawmakers said their states should

seriously consider rejecting the law’s provision for wider Medicaid coverage, which would

gut the law’s expanded insurance coverage if many states decide to opt out.

“No, I don’t,” said Rep. Phil Gingrey (R-Ga.) when asked whether Republican Gov.

Nathan Deal should keep his state under the new Medicaid program.

“It’s a big increase in cost that the state government will have to incur and Medicaid is

already unaffordable in Pennsylvania, as it is for most states,” said Sen. Pat Toomey (R-

Pa.). “I think they’ll have to weigh the option very seriously of not going for that expansion.

“

“I think they should” drop out, said GOP Rep. Tom Rooney, referring to his home-state of

Florida. “The more [states], the better. … Anything that a state can do to try to water it

down, the better.”

“I can’t imagine they’re going to do that,” Senate Minority Leader Mitch McConnell (R-Ky.)

told POLITICO when asked if he believed Kentucky should go along with the Medicaid

program. “The governor, our Democratic governor, has already said he has no idea how

they’d be able to pay for it.”

Like most governors, Kentucky Gov. Steven Beshear (D) has issued a cautious response

to the Supreme Court decision, saying he was weighing all his options, despite earlier

raising cost concerns with the program.

Under the 2010 health law, the Medicaid expansion would cover 16 million people, mostly

paid for by the federal government. The law says that the federal government will initially

cover the costs of the expansion between 2014 and 2016, but it eventually will phase

down to picking up about 90 percent of the costs by 2020, shifting some of the burden

onto the states.

If states refused to go along, the law allowed the government to cut off federal dollars for

their current Medicaid programs, a prospect that prompted litigation from states’ attorneys

general.

Under Chief Justice John Roberts’s ruling that upheld the individual mandate and much of

the health care law, the court said that the federal government could not penalize the

states by withholding those Medicaid funds for those that refused to comply. Now, the

states have the choice to decide whether to participate in the program, which would cover

those under 133 percent of the federal poverty line starting in 2014.

If states choose to forgo the option, it could leave millions of poorer citizens in a lurch

since the health care law was structured to ensure Medicaid covered their health care
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costs.

“I cannot believe any reasonable public official wouldn’t want to provide health insurance,”

said Sen. Sherrod Brown (D-Ohio) when asked about his Republican Gov. John Kasich.

Recognizing that states are in a politically thorny situation, some prospective Mitt Romney

running mates took a more cautious stance on Friday.

“We need to look at it, we’re doing some research on it … and it needs to be a decision

based on the facts: coverage and expense,” said Sen. Rob Portman (R-Ohio). “I know

they want much more flexibility.”

Sen. Marco Rubio (R-Fla.) said: “I respect whatever decision they make. I think they are

not supportive of Obamacare, and certainly the implications of what it means to the state

budget. Many states would be bankrupted by that measure.”

Sen. John Thune (R-S.D.) said his guess is that South Dakota “may opt not to go along

with that” but he didn’t “want to tell [Gov. Dennis Daugaard] what to do.”

“That’s a conversation obviously I’ll have to have with my governor on that,” Thune said

Friday.

Many Republicans struggled Friday to lay out how to handle underprivileged voters who

could be affected if states choose not go along. Gingrey said those at 133 percent of

poverty level have “got a little bit more money in their pocket than those who are at 100

percent of the federal poverty level.”

Added Rep. Cathy McMorris Rodgers (R-Wash.): “Medicaid is an important safety net for

our most vulnerable, for the disabled, and I’m concerned about promises that were made

in the bill that I want to make sure that we’re continuing to protect the intended population

that Medicaid is targeting.”

Still, other Republicans seemed ready to see their states exercise their option to drop out

of the Obama program.

“It really would be difficult to justify going forward when you’re really struggling to pay for

[other] programs,” said Sen. John Boozman (R-Ark.).

Sen. Mike Johanns (R-Neb.) added that GOP Gov. Dave Heineman’s “choices here are to

cut other programs, that’s mostly education, K-12 and higher education, or raise taxes.

And we don’t want to raise taxses in our state, so there you go. Expand Medicaid, and

then you’ve got to cut other programs.”

© 2012 POLITICO LLC

 
Marie Thomas Sanderson
Policy Director
Republican Governors Association (RGA)
MSanderson@rga.org
Republican Governors Public Policy Committee (RGPPC)

Office (202) 464- 8556
Cell 
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From: 
To: 

Cc: 
Subject: 
Date: 

Eric.Schutt@wisconsin.go~v~; ~~~===~~ 
"Marie T. Sanderson"; "Mike Schrimpf" 

Gov Daniels Statement 

Tuesday, April 05, 2011 2:48:56 PM 

MEDIA ADVISORY 
April 5, 2011 

Here's a statement from Governor Daniels about the FY 2012 Budget Resolution 
released today by the House Budget Committee: 

"The House budget resolution is the first serious proposal produced by either party to deal 
with the oveniding issue of our time. The national debt we are amassing threatens the 
livelihood and the liberty of eve1y single American, and in pruiicular the life prospects of our 
young people. 

"Anyone criticizing this plan without offering a specific and equally bold program of his own 
has failed in the public duty to be honest and cleru· with Americans about the gravest danger 
we ru·e facing together." 

Deborah Hohlt 

202-624-1474 (office) 
(cell) 
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Dona.DeLeon@gov.state.nj.us; Wayne.Hasenbalg@gov.state.nj.us;
Honor.Ingels@governor.alabama.gov; michael.ciamarra@governor.alabama.gov; Candice Whitfield;
eric.finkbeiner@governor.virginia.gov; Jeannemarie.Davis@governor.virginia.gov;
kristi.craig@governor.virginia.gov; Michael.DiSabato@governor.virginia.gov; sirena.ramirez@guam.gov;
debbie ; griffin ; wstruble ; wags@la.gov;
Renee.Fargason@laspbs.state.fl.us; kristacarman ; Will.Kinzel@mail.house.gov;
mary.mayhew@maine.gov; brandi_white@mcconnell.senate.gov; Lanier_Swann@mcconnell.senate.gov;
blackwellr2@michigan.gov; chadderdona@michigan.gov; mcbrideb@michigan.gov;
muchmored@michigan.gov; tomichz@michigan.gov; Lauren.Hill@nebraska.gov; brian ;
ryan  nguillemard ; sarah.echols ; Mike Schrimpf;
ts ; Bkanzeg ; aparis@state.pa.us; jbranstett@state.pa.us;
jmcallahan@state.pa.us; ktartaglia@state.pa.us; rebmyers@state.pa.us; Jim.Soyer@state.sd.us;
MKennicott ; Mark.Cate@tn.gov; Will.Cromer@tn.gov;
Bnutt ; RSPENDLOVE@utah.gov; EMainig ;
bill.kloiber@wisconsin.gov; Carol.Statkus@wyo.gov; katyoder_99 ; pjpgator
Keith.Gilkes@wisconsin.gov; Eric.Schutt@wisconsin.gov; Ryan.Murray@wisconsin.gov
Cc: Marie T. Sanderson; Mike Schrimpf
Subject: RGA Leadership Supports House GOP Budget; Calls for Medicaid Block Grants
 
 
 
 

 
FOR IMMEDIATE RELEASE
 
CONTACT
Mike Schrimpf, 202-662-4147
mschrimpf@rga.org

 
RGA Leadership Supports House GOP Budget; Calls for Medicaid

Block Grants
 

Leaders of the Republican Governors Association sent a letter today to Representative Paul
Ryan, Chairman of the House Budget Committee, supporting his budget proposal and calling
for Medicaid block grants.
 
The letter was signed by RGA Chairman Rick Perry, Vice Chairman Bob McDonnell, Policy
Chairman Haley Barbour and Policy Vice Chairman Chris Christie.
 
A copy of the letter is attached and below:
 
Dear Chairman Ryan:
 
On behalf of Republican Governors, we applaud the bold FY 2012 budget proposal you announced
today. The House Republican budget halts the out of control spending spree of recent years, and
imposes a back to basics, fiscal discipline that voters clearly asked for in last November’s mid-
term elections. It also gives businesses the certainty they need to create jobs and accelerate the
engines of economic growth.
 
We appreciate the many innovative reforms this budget will demand; the current path forward is
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unsustainable. As House Republican leadership redesigns programs to implement this budget,
federal restrictions on Governors’ ability to freely govern must be eliminated. Republican
Governors are ready to assist you. 
 
Medicaid reform is welcome and the Republican Governors overwhelmingly support the creation
of a Medicaid block grant program. This well established approach will give states the freedom to
innovate, share best practices, and create cost-effective ways to deliver quality health care to our
most vulnerable populations.  We appreciate this effort because The Patient Protection and
Affordable Care Act (PPACA) does not provide the flexibility states need for the challenges of
today or tomorrow. Medicaid remains an antiquated, federal maze of regulations and mandates
focused on process instead of quality health care. It requires months and sometimes years of
negotiations for even modest changes, “perhaps” resulting in a positive outcome at the end of the
process. This practice must stop if Governors are to contain costs and provide a safety net for our
citizens; we know their needs far better than the federal government. We cannot do the jobs we
were elected to do while continuing to be hampered by a federal program that stifles innovation
and handcuffs state flexibility.
 
Chairman Ryan, your Medicaid proposals are far superior to those envisioned in the PPACA. As
you know, Republican Governors have urged the President to support an expedited review of the
court cases associated with the new law; its federal command and control approach does not
address the health care needs of the 21st century.
 
We commend your leadership during these challenging economic times. We are thankful for the
opportunity to work with you and the entire House leadership to ensure that Governors are leading
the necessary government reforms you seek.
 
Sincerely,
 
 
 
Governor Rick Perry
 
Texas
 
Governor Robert F. McDonnell
 
Virginia
 
 
Governor Haley Barbour
 
Mississippi
 
 
Governor Chris Christie
 
New Jersey
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Paid for and authorized by the Republican Governors Association
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From: Todd Smith
To: Marie Sanderson; vmariethomas ; msanderson
Cc: Cindy.Sims@alaska.gov; john.katz@alaska.gov; russ.kelly@alaska.gov; lgromis ; macarter32 m; RSerote@az.gov;

Adam nordstrom  brian.mcmanus2 ; JohnPatrick.Walsh ; Rob.Jakubik ;
bfulenwider@georgia.gov; ehames@georgia.gov; brandymarty03 ; chiproytexas ; dhiowa ;
jabot10@  janelcausey ; jboeyink34 ; travisrichmond@  wkloibe ;
David.Hensley@gov idaho.gov; jkreizenbeck@gov.idaho.gov; Tammy.Perkins@gov idaho.gov; Andrew Silvestri; Katie Altshuler;
JamieShuster@gov.sc.gov; tedpitts@gov.sc.gov; hedgcockm@gov.state.la.us; bob schwaneberg@gov.state.nj.us;
Dona.DeLeon@gov.state.nj.us; marissa.watkins@gov.state.nj.us; Wayne.Hasenbalg@gov.state.nj.us; Honor.Ingels@governor.alabama gov;
Candice Whitfield; eric.finkbeiner@governor.virginia.gov; Jeannemarie.Davis@governor.virginia.gov; kristi.craig@governor.virginia gov;
Michael.DiSabato@governor.virginia.gov; sirena.ramirez@guam gov; debbie ; griffin ; wstruble ;
wags@la.gov; Renee.Fargason@laspbs.state.fl.us; kristacarman ; Will.Kinzel@mail.house.gov; mary.mayhew@maine.gov;
brandi white@mcconnell.senate.gov; Lanier Swann@mcconnell.senate.gov; blackwellr2@michigan.gov; chadderdona@michigan.gov;
mcbrideb@michigan.gov; muchmored@michigan.gov; tomichz@michigan.gov; Lauren.Hill@nebraska.gov; brian ;
ryan ; nguillemard@  sarah.echols ; mschrimpf@RGA.ORG; lrussel ; slevey@ ;
Bkanzeg ; aparis@state.pa.us; jbranstett@state.pa us; jmcallahan@state.pa.us; ktartaglia@state.pa.us; rebmyers@state.pa.us;
Jim.Soyer@state.sd.us; MKennicott@susana2010.com; Mark.Cate@tn.gov; Will.Cromer@tn gov; Bnutt ;
RSPENDLOVE@utah.gov; bill.kloiber@wisconsin.gov; Carol.Statkus@wyo.gov; michelle.dynes@wyo.gov; katyoder 99 ;
pjpgator@

Subject: Gov Deal Creates Georgia Health Insurance Exchange Advisory Committee
Date: Friday, June 03, 2011 7:45:44 AM

All,
 
I wanted let y’all know what Governor Deal announced yesterday in the area of health care.
 
Best,
 
-Todd
 
 

For immediate release                                                                                                                                                  Office of Communications
June 2, 2011                                                                                                                                                                    (404) 651-7774
 

Deal creates Georgia Health Insurance Exchange Advisory
Committee
Committee will study the establishment of a state-based health care exchange
 
Gov. Nathan Deal today signed an executive order creating the Georgia Health Insurance Exchange Advisory Committee.
The committee will determine if Georgia should establish a state-based health care exchange under the Patient Protection
and Affordable Care Act (PPACA). Georgia has joined 25 other states in a lawsuit declaring the individual mandate, a key
component of PPACA, unconstitutional.
 
“I want Georgia to have time to thoroughly study this issue as we wait for the judicial process to play out,” said Deal. “I want
to engage Georgians about how we can expand access to health care insurance while lowering the burdensome costs on our
state’s families. Georgians don’t want more federal ‘solutions’ and the best way to fight back right now is to manufacture a
Georgia solution.
 
“It is my hope that this committee will construct the appropriate avenues for our state to implement our own exchange,
based on delivering free market solutions for increasing the access and affordability of health insurance. This exchange
should also focus heavily on improving the economic viability of creating and expanding small business in Georgia. I look
forward to hearing the committee’s recommendations.”
 
Under PPACA, the states have until Jan. 1, 2014 to establish their own health care exchange. If Georgia does not create a
state-run exchange by this time the federal government will establish and manage the exchange. The governor’s executive
order states that the advisory committee must report its final recommendations by Dec. 15, 2011.
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As U.S. Congressman, Deal was the first member of the House to declare the PPACA unconstitutional.
 
The members who will serve on the advisory committee are as follows:
 
Sen. Greg Goggans (R-Douglas)
 
Rep. Richard H. Smith (R-Columbus)
 
Rep. John Meadows (R-Calhoun)
 
Rep. Pat Gardner (D-Atlanta)
 
Rep. Josh Clark (R-Buford)
 
Morgan  Kendrick, CEO, Blue Cross/Blue Shield of Georgia
 
Albert C. Ertel, Chief Operating Officer, Alliant Health Plans
 
Russell B. Childers, Jr., insurance broker, Georgia Assoc. of Health Underwriters
 
Rick Bailey, insurance broker, Rick Bailey & Company, Inc.
 
Cindy Zeldin, Executive Director, Georgians for a Healthy Future
 
Julianne Thompson, TEA Party
 
Ed Painter, grassroots representative          
                          
Phil Brown, Vice President Human Resources, Mohawk Industries, Inc.
 
Jimmy Childre, Georgia Chamber of Commerce       
                           
Kyle Jackson, National Federation of Independent Businesses      
                           
R. Timothy Stack, President and CEO, Piedmont Healthcare
 
Alan Levine, HMA Hospital Corporation
 
Ricardo Azziz, CEO, MCG
 
Ron Bachman, President and CEO, Healthcare Vision, Inc         
             
W.  David Bradford, Ph.D., Busbee Chair in Public Policy at the University of Georgia
 
Lynn Zonakis, Managing Director for Health Strategy and Resources, Delta Airlines
 
Gerry Purcell, health insurance consultant
 
State officials:
 
Pat Wilson, Chief Operating Officer, Department of Economic Development
 
Ralph Hudgins, Insurance Commissioner 
 
David Cook, Commissioner, Department of Community Health
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Stephanie Mayfield
smayfield@georgia.gov
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From: Governor Fallin Press
To: Governor Fallin Press
Subject: Gov Fallin asks lawmakers to support Oklahoma Health Insurance Exchange
Date: Tuesday, March 22, 2011 4:05:01 PM
Attachments: 3-22-11 Governor Fallin letter to lawmakers.pdf

All –
 
In a letter sent today to all Oklahoma state senators and representatives, Governor Mary Fallin
asked lawmakers to pass legislation (HB 2130) furthering the creation of an Oklahoma Health
Insurance Exchange. The letter (attached) explains that an Oklahoma based health insurance
exchange:

-          Will help to avoid the forced implementation of a federal exchange run by the Obama
administration and  Washington, D.C.

-          Will be run using conservative, free market principles
-          Will empower consumers by providing them with more information and ultimately lower

health insurance costs in Oklahoma
 
The full text of the letter is below:
 
Dear Lawmaker,

As you may know, this Wednesday, March 23, will represent the one year
anniversary of the enactment of President Obama’s Patient Protection and Affordable Care
Act (PPACA). I believe, as I know many of our legislators and the majority of our citizens
do, that the PPACA is unconstitutional, fatally flawed and ultimately harmful to our economy
and the health of our citizens. That is exactly what I told both the Obama administration and
our federal lawmakers, in no uncertain terms, when I voted against the law as a United States
Congresswoman.

As governor of Oklahoma and as a citizen, it is my great hope that the PPACA is
either repealed by federal legislators or else is struck down by the United States Supreme
Court. Our Oklahoma Congressional delegation has my full support as they work towards the
former option, and Attorney General Scott Pruitt has my support and encouragement as he
leads Oklahoma’s legal challenge.  As governor, I have sent multiple letters to the White
House explaining the unreasonable economic burdens the PPACA places on Oklahoma and
have requested that the White House fast track the lawsuits against President Obama’s health
care law to the Supreme Court. In short, I have been proud to be part of a united conservative
front in Oklahoma opposing what I believe to be one of the most dangerous and
counterproductive pieces of legislation to come out of Washington in decades.

I remain deeply concerned, however, that the PPACA will remain the law of the
land for some time to come. As long as that is the case, the president’s law will continue to
actively assault both the rights of our citizens and the tenth amendment rights of our states.
For that reason, I believe Oklahoma’s lawmakers must continue to find new ways to prevent
a federal takeover of our health care system in Oklahoma.

One of the most important ways we can fight that federal takeover is to
implement an Oklahoma-based, free-market health insurance exchange so that
Washington does not force its own model on the state. While we have already begun to
create that exchange, the next step in the process is the passage of HB 2130, which
creates a governing board for the program. I am writing now to ask you to support that
legislation.
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Under current law as outlined by the PPACA, the federal government will begin
establishing a federally designed and run health insurance exchange in 2013 in all 50 states
except those that have begun implementing their own state-based exchanges. If we do not
develop our own exchange, if we instead do nothing, then we will be powerless to oppose the
creation of a federally run program in Oklahoma.

As you may know, health insurance exchanges, when done right, have long been
a conservative idea. In 2009, our Legislature authorized the creation of such an exchange
based on model legislation introduced by the conservative Heritage Foundation.

Using that model, the Oklahoma Health Insurance Exchange we are seeking to
create will be an online health insurance market that empowers consumers by providing
vastly improved access to information on private insurance products and expanding the
purchasing power of individuals and small businesses. Private insurance products will be sold
to meet individual needs, insurers will compete to promote real choices for consumers and
the free-market will work to lower costs. Unlike the federal exchange Washington may try to
force on us, the exchange we are trying to build offers a positive, free-market alternative to
the big government, tax-and-spend plan that is the PPACA.

If we do not pass HB 2130 and implement an Oklahoma-based exchange, the
results will be devastating for those of us who oppose ObamaCare and the federal intrusion it
represents. Without an Oklahoma exchange, the state is virtually guaranteed to be subject to
a federally run, Washington D.C. substitute. And unlike the one we develop here in
Oklahoma, that federal exchange will rely on public health care plans and be funded by
public debt for many years to come.

For that reason, a vote against an Oklahoma Health Insurance Exchange and HB
2130 is a vote to leave Oklahoma defenseless against a federal takeover, as mandated by
ObamaCare, beginning in the year 2013.

As a conservative, I hope the PPACA is long gone by then. I join the majority of
our lawmakers, as well as the majority of our citizens, in being passionately opposed to the
federal health care law. It is my great hope to see it overturned or repealed. But I believe we
have an obligation to plan for a future where that may not happen. And in the event the
federal health care law is not overturned by 2013, I am not willing to allow the federal
government to seize what has been a conservative idea and turn it into something
unrecognizable and harmful to the state of Oklahoma and its citizens.

For all these reasons, I hope you will join me in supporting a free-market,
conservative exchange and defend Oklahoma against the federalization of our health
insurance by voting for HB 2130.
 
Sincerely,
 
Governor Mary Fallin
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From: Stan Alexander
To: Katie Altshuler
Subject: Governance & Administrative Structure Committee
Date: Tuesday, April 05, 2011 4:30:21 PM

Katie,

Has the next meeting of the Governance & Administrative Structure Committee scheduled yet?  With

the Senate holding up the “Exchange” Bill-----what do you think the future may be for the Health

Insurance Exchange?

Stan Alexander, CLU
Ph: 405-751-8356
Toll Free: 800-375-8356
Fax: 405-755-5859
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From: Prieto Johns, Nicole S.
To: Katie Altshuler; Cox-Kain, Julie
Cc: Lieser, Derek G.
Subject: Governance Workgroup Sign up list
Date: Monday, March 14, 2011 8:04:43 PM
Attachments: Governance Sign up as of 31011.xlsx

Katie & Julie:
 
Attached is a spreadsheet listing the available contact information for those signed up to participate
in the Governance workgroup.  More than ½ of those listed have also signed up to participate in
other workgroups.  The number of those who will participate in each workgroup on Wednesday may
be dictated by room size, dependant on which group meeting they choose to join that day. 
 
For most workgroups this initial meeting will primarily be informational in nature.  It is anticipated
that workgroups will meet 1-2 times each month, in addition to the General Stakeholder monthly
meetings.  It is also anticipated that each workgroup is responsible to provide for summary notes to
be taken at each workgroup meeting and that as Chairs and Co-Chairs you will present a report each
month at the General Stakeholder meetings regarding the current recommendations and issues
being discussed by your workgroup.  Each workgroup Chair/Co-Chair team is also responsible to
provide copies of their monthly reports, summary meeting notes, agendas and any changes to their
previously reported meeting schedule to the Exchange Project Managers one week prior to the
General Stakeholder meeting each month.
 
Please let us know if you have any questions about the attached.
 
Thank you,
Nicole
 
 

S. Nicole Prieto Johns, MPA | Oklahoma Health Insurance Exchange Grant | Project Manager | 

1000 NE 10th Street, Suite 355, Oklahoma City, Oklahoma 73117-1299 | Bus.  405.271.9444 x 56479| Cell   | E-mail
NicolePJ@health.ok.gov
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From: Communications Center
To: Communications Center
Subject: Governor Bob McDonnell Delivers Weekly Republican Address
Date: Friday, February 10, 2012 2:04:32 PM

EMBARGOED UNTIL 6:00 AM ET, SATURDAY, February 11, 2012
 

Contact:
John Ashbrook 202.228.NEWS

 

Governor Bob McDonnell Delivers Weekly Republican
Address

‘Republican governors are balancing their budgets on time, without tax
increases, and without deficit spending.’

 
RICHMOND, VA – Governor Bob McDonnell (R-Virginia) released the following Weekly Republican
Address. The address is available in both audio and video format and is embargoed until 6:00 a.m. ET,
Saturday, February 11, 2012.
 
Audio of the address is available here
Video of the address will be available here
You can download the address here
 
Full transcript of Governor McDonnell’s Address:
 
“Hi, I’m Bob McDonnell, Governor of Virginia, and I hope you’re enjoying a great weekend with family
and friends.
 
“The second weekend in February is noteworthy for two reasons.
 
“For one, sadly, it’s the first weekend without any football since August and depending on who your
team is that could be either a good or bad thing!
 
“Second, this weekend marks the second straight year that we find ourselves waiting, again, for the
annual release of the President’s budget.
 
“While federal law mandates that the President release his budget on the first Monday of every
February, the Administration has extended that period another seven days. Of course that one week
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delay from the White House pales in comparison to the nearly three-year holdup in the Democratic
Senate. In that body, Senator Harry Reid’s majority hasn’t passed a budget in over 1000 days. Now, the
Senator is refusing to even consider a budget on the floor. This is an astounding failure of leadership
and management of the nation’s finances.
 
“Harry Reid may not want to act, but we will still get a budget from the President in less than 48 hours.
While we don’t know the specifics of that budget, we can reasonably predict a lot from the President’s
previews and his past policy decisions.
 
“We can expect the President’s budget to make private sector job creation tougher because it will raise
taxes and continue policies like Obamacare that are making it harder for small businesses to hire—at a
time when millions of Americans remain out of work.
 
“We can expect the President’s budget to ignore the growing entitlement crisis in this country. It won’t
protect the security of Medicare and Social Security and, absent major reforms, it’ll continue down the
road to bankrupting these programs in the years ahead. 
 
“Now we can expect the President’s budget to again fail to address the $15 trillion, and growing, national
debt—in fact, it will probably make it worse. With no boldness or leadership or setting priorities, the
Obama approach is simply more debt, more taxes, and more blaming others.
 
“In short, we can expect that this will not be a proactive budget built to promote fiscal responsibility and
future prosperity. Rather it appears we’ll see a bloated budget that doubles down on the failed policies
of the past.
 
“Republicans know that we can do better.
 
“We know that every day, hardworking taxpayers, families, and business owners balance their budgets
on time, without excuses. They live within their means by setting priorities and making tough choices.
 
“They want, and they deserve, a smaller and smarter government that does the same.
 
“But they aren’t seeing that in Washington D.C.
 
“But they are increasingly witnessing this common sense, responsible, conservative approach to
governing in the growing number of state capitals with Republican leadership.
 
“While Washington D.C. borrows at a staggering $3.5 billion a day just to keep the lights on, Republican
governors have closed $65 billion in deficits the past two fiscal years alone.
 
“Here in Virginia, we closed $6 billion in budget shortfalls without raising taxes and produced nearly $1
billion in surpluses the past two years, by putting new money into transportation and colleges and
universities.
 
“In Nebraska, Governor Dave Heineman proposed $326 million in tax cuts.
 
“In New Jersey, Governor Chris Christie is pushing to cut the state income tax by 10 percent.
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“And Republican governors in Florida, Georgia, Iowa, New Mexico and South Carolina are all working to
reform their tax systems to make their states more competitive.
 
“Republican governors are balancing their budgets on time, without tax increases, and without deficit
spending.
 
“And their hard work to make government more efficient and effective is helping to create the
environment in which Americans can use their God-given talents to compete, grow, innovate and pursue
the American Dream.
 
“In fact, in the most recent CNBC rankings of the most business friendly states in the country, 11 of the
top 15 states have Republican governors.
 
“And Republican led states are outpacing Democratic counterparts when it comes to job creation.
 
“Seven of the 10 states with the lowest unemployment rates have Republican governors, and in 2011,
states with Republican governors added 912,000 new jobs.
 
“A true and lasting economic recovery will not come from government. It will come from the hard work,
talents, and vision of the American people.
 
“Republicans believe that it is our duty to help create an environment in which private sector jobs can be
best created and sustained. And we know that when we limit government to free up capital, and reduce
onerous regulations and litigation, we spur private sector job creation.
 
“In short, we believe the role of government in an economic recovery is simple:
 
“At every level, governments should pass budgets on time that fund core functions like education,
transportation, and public safety well, and don’t waste precious taxpayer dollars.
 
“And, at every level, governments should enact policies that ensure our private sector job creators, small
business owners, and entrepreneurs can compete against the world, create jobs, and innovate.
 
“The American people can out-compete and out-work anyone, anywhere. All they need is the
opportunity.
 
“Republican leaders in our state capitals are creating those opportunities for success and they are
getting results.
 
“Now, we need that kind of leadership in the U.S. Senate and the White House.
 
“Thanks for your time, and have a great weekend.”
 
 

###
SENATE REPUBLICAN COMMUNICATIONS CENTER

202.228.NEWS
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From: State of Indiana
To: Katie Altshuler
Subject: Governor Daniels Media Advisory on HHS Denial of Indiana Waiver Request
Date: Monday, November 28, 2011 4:40:33 PM

 MEDIA ADVISORY

November 28, 2011

 

Governor Mitch Daniels issued this statement about the Department of Health and
Human Services’ denial of the state’s request for relief from a key provision of the
Patient Protection and Affordable Care Act (PPACA):

 

“Once again, the Obama administration took a position in favor of higher health care
costs and against personal freedom.  Today’s letter is further proof that the PPACA is
a catastrophe for America and must be repealed.”

 

A copy of the letter may be found at this link:

http://www.in.gov/gov/files/Press/112811HHSLetter.pdf

 

 

Please contact Logan Harrison at the Department of Insurance for additional
background. He may be reached at 317-234-7734.

Update your subscriptions, modify your password or e-mail address, or stop
subscriptions at any time on your Subscriber Preferences Page. You will need to use
your e-mail address to log in. If you have questions or problems with the
subscription service, please contact support@subscriptions.in.gov.

This service is provided to you at no charge by the State of Indiana.

Click here to receive Silver Alerts.

This email was sent to katie.altshuler@gov.ok.gov using GovDelivery, on behalf of: State of Indiana · 402
Washington Street  · Indianapolis, IN ·46204 · 800.457.8283
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From: Katie Altshuler
Subject: Governor Fallin Letter to Lawmakers in Support of HB 2130, Oklahoma Health Insurance Exchange
Date: Tuesday, March 22, 2011 3:53:30 PM
Attachments: insurance exchange ltr.pdf
Importance: High

The letter (attached and in text below) explains that an Oklahoma based health insurance exchange:
-          Will help to avoid the forced implementation of a federal exchange run by the Obama

administration and  Washington, D.C.
-          Will be run using conservative, free market principles
-          Will empower consumers by providing them with more information and ultimately lower

health insurance costs in Oklahoma
 
 
Dear Lawmaker,

As you may know, this Wednesday, March 23, will represent the one year
anniversary of the enactment of President Obama’s Patient Protection and Affordable Care
Act (PPACA). I believe, as I know many of our legislators and the majority of our citizens
do, that the PPACA is unconstitutional, fatally flawed and ultimately harmful to our economy
and the health of our citizens. That is exactly what I told both the Obama administration and
our federal lawmakers, in no uncertain terms, when I voted against the law as a United States
Congresswoman.

As governor of Oklahoma and as a citizen, it is my great hope that the PPACA is
either repealed by federal legislators or else is struck down by the United States Supreme
Court. Our Oklahoma Congressional delegation has my full support as they work towards the
former option, and Attorney General Scott Pruitt has my support and encouragement as he
leads Oklahoma’s legal challenge.  As governor, I have sent multiple letters to the White
House explaining the unreasonable economic burdens the PPACA places on Oklahoma and
have requested that the White House fast track the lawsuits against President Obama’s health
care law to the Supreme Court. In short, I have been proud to be part of a united conservative
front in Oklahoma opposing what I believe to be one of the most dangerous and
counterproductive pieces of legislation to come out of Washington in decades.

I remain deeply concerned, however, that the PPACA will remain the law of the
land for some time to come. As long as that is the case, the president’s law will continue to
actively assault both the rights of our citizens and the tenth amendment rights of our states.
For that reason, I believe Oklahoma’s lawmakers must continue to find new ways to prevent
a federal takeover of our health care system in Oklahoma.

One of the most important ways we can fight that federal takeover is to
implement an Oklahoma-based, free-market health insurance exchange so that
Washington does not force its own model on the state. While we have already begun to
create that exchange, the next step in the process is the passage of HB 2130, which
creates a governing board for the program. I am writing now to ask you to support that
legislation.

Under current law as outlined by the PPACA, the federal government will begin
establishing a federally designed and run health insurance exchange in 2013 in all 50 states
except those that have begun implementing their own state-based exchanges. If we do not
develop our own exchange, if we instead do nothing, then we will be powerless to oppose the
creation of a federally run program in Oklahoma.

As you may know, health insurance exchanges, when done right, have long been
a conservative idea. In 2009, our Legislature authorized the creation of such an exchange
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based on a proposal introduced by the conservative Heritage Foundation.
Using that model, the Oklahoma Health Insurance Exchange we are seeking to

create will be an online health insurance market that empowers consumers by providing
vastly improved access to information on private insurance products and expanding the
purchasing power of individuals and small businesses. Private insurance products will be sold
to meet individual needs, insurers will compete to promote real choices for consumers and
the free-market will work to lower costs. Unlike the federal exchange Washington may try to
force on us, the exchange we are trying to build offers a positive, free-market alternative to
the big government, tax-and-spend plan that is the PPACA.

If we do not pass HB 2130 and implement an Oklahoma-based exchange, the
results will be devastating for those of us who oppose ObamaCare and the federal intrusion it
represents. Without an Oklahoma exchange, the state is virtually guaranteed to be subject to
a federally run, Washington D.C. substitute. And unlike the one we develop here in
Oklahoma, that federal exchange will rely on public health care plans and be funded by
public debt for many years to come.

For that reason, a vote against an Oklahoma Health Insurance Exchange and HB
2130 is a vote to leave Oklahoma defenseless against a federal takeover, as mandated by
ObamaCare, beginning in the year 2013.

As a conservative, I hope the PPACA is long gone by then. I join the majority of
our lawmakers, as well as the majority of our citizens, in being passionately opposed to the
federal health care law. It is my great hope to see it overturned or repealed. But I believe we
have an obligation to plan for a future where that may not happen. And in the event the
federal health care law is not overturned by 2013, I am not willing to allow the federal
government to seize what has been a conservative idea and turn it into something
unrecognizable and harmful to the state of Oklahoma and its citizens.

For all these reasons, I hope you will join me in supporting a free-market,
conservative exchange and defend Oklahoma against the federalization of our health
insurance by voting for HB 2130.
 
Sincerely,
 
Governor Mary Fallin
 

4464



From: Matt Robison
To: Matt Robison
Subject: Governor Fallin Will Not Pursue Health Insuarnce Exchange
Date: Monday, November 19, 2012 12:20:08 PM
Attachments: image003.emz

image004.png
Oklahoma Letter to Secretary Sebelius.pdf.pdf

 
To:               Oklahomans for Free Market Health Solutions Coalition
From:           Matt Robison
Date:            November 19, 2012
Re:               Governor Fallin’s Decision Regarding Health Insurance Exchange
 
Governor Fallin has issued the following press release indicating her decision to not pursue a state
based Health Insurance Exchange.  Attached is a copy of the letter Governor Fallin provided to HHS
Secretary Kathleen Sebelius.
 
 

 
Web:  www.governor.ok.gov
Facebook:  www.facebook.com/GovernorMaryFallin
Twitter:  www.twitter.com/GovMaryFallin
 

FOR IMMEDIATE RELEASE
November 19, 2012
 

Governor Fallin: Oklahoma Will Not Pursue a State-Based
Exchange or Medicaid Expansion

 
OKLAHOMA CITY – Governor Mary Fallin today released the following statement announcing that Oklahoma will not
pursue the creation of a state-based exchange or participate in the Medicaid expansion in the Patient Protection and
Affordable Care Act (PPACA):
 
“For the past few months, my staff and I have worked with other lawmakers, Oklahoma stakeholders and health care
experts across the country to determine the best course of action for Oklahoma in regards to both the creation of a health
insurance exchange and the expansion of Medicaid under the Affordable Care Act. Our priority has been to ascertain
what can be done to increase quality and access to health care, contain costs, and do so without placing an undue burden
on taxpayers or the state. As I have stated many times before, it is my firm belief that PPACA fails to further these goals,
and will in fact decrease the quality of health care across the United States while contributing to the nation’s growing
deficit crisis.
 
“Despite my ongoing opposition to the federal health care law, the state of Oklahoma is legally obligated to either build
an exchange that is PPACA compliant and approved by the Obama Administration, or to default to an exchange run by
the federal government. This choice has been forced on the people of Oklahoma by the Obama Administration in spite of
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the fact that voters have overwhelmingly expressed their opposition to the federal health care law through their support of
State Question 756, a constitutional amendment prohibiting the implementation of key components of PPACA.
 
“After careful consideration, I have today informed U.S. Secretary of Health Kathleen Sebelius that Oklahoma will not
pursue the creation of its own health insurance exchange. Any exchange that is PPACA compliant will necessarily be
‘state-run’ in name only and would require Oklahoma resources, staff and tax dollars to implement. It does not benefit
Oklahoma taxpayers to actively support and fund a new government program that will ultimately be under the control of
the federal government, that is opposed by a clear majority of Oklahomans, and that will further the implementation of a
law that threatens to erode both the quality of American health care and the fiscal stability of the nation.
 
“Furthermore, I have also decided that Oklahoma will not be participating in the Obama Administration’s proposed
expansion of Medicaid. Such an expansion would be unaffordable, costing the state of Oklahoma up to $475 million
between now and 2020, with escalating annual expenses in subsequent years. It would also further Oklahoma’s reliance
on federal money that may or may not be available in the future given the dire fiscal problems facing the federal
government. On a state level, massive new costs associated with Medicaid expansion would require cuts to important
government priorities such as education and public safety. Furthermore, the proposed Medicaid expansion offers no
meaningful reform to a massive entitlement program already contributing to the out-of-control spending of the federal
government.
 
“Moving forward, the state of Oklahoma will pursue two actions simultaneously. The first will be to continue our support
for Oklahoma Attorney General Scott Pruitt’s ongoing legal challenge of PPACA. General Pruitt’s lawsuit raises different
Constitutional questions than previous legal challenges, and both he and I remain optimistic that Oklahoma’s challenge
can succeed. 
 
“Our second and equally important task will be to pursue state-based solutions that improve health outcomes and contain
costs for Oklahoma families. Serious reform, for instance, should be pursued in the area of Medicaid and public health,
where effective chronic disease prevention and management programs could address the trend of skyrocketing medical
bills linked to avoidable hospital and emergency room visits. I look forward to working with legislative leaders and
lawmakers in both parties to pursue Oklahoma health care solutions for Oklahoma families.”
 
 

###
 
 
Matt Robison
Vice President, Government Affairs
State Chamber of Oklahoma
330 NE 10th Street
Oklahoma City, OK  73104
Phone: 405-272-4423 / Cell: 405-664-0265
www.okstatechamber.com
Add Me To Your Outlook Contacts
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OFFICE OF GOVERNOR MARY FALLIN
 

MEDIA CONTACTS:
Alex Weintz, Communications Director

Alex.Weintz@gov.ok.gov
(405) 522-8819

 
Aaron Cooper, Press Secretary

Aaron.Cooper@gov.ok.gov
(405) 522-8878

 

From: Katie Altshuler
To: Katie Altshuler
Subject: Governor Mary Fallin Announcment re/ PPACA (Health Insurance Exchange & Medicaid Expansion)
Date: Monday, November 19, 2012 11:43:35 AM
Attachments: PPACA Talking Points 1119.pdf

Sebelius Letter.pdf

 

 
Web:  www.governor.ok.gov
Facebook:  www.facebook.com/GovernorMaryFallin
Twitter:  www.twitter.com/GovMaryFallin
 

FOR IMMEDIATE RELEASE
November 19, 2012
 

Governor Fallin: Oklahoma Will Not Pursue State-Based Exchange
or Medicaid Expansion

 
OKLAHOMA CITY – Governor Mary Fallin today released the following statement announcing that Oklahoma will not
pursue the creation of a state-based exchange or participate in the Medicaid expansion in the Patient Protection and
Affordable Care Act (PPACA):
 
“For the past few months, my staff and I have worked with other lawmakers, Oklahoma stakeholders and health care
experts across the country to determine the best course of action for Oklahoma in regards to both the creation of a health
insurance exchange and the expansion of Medicaid under the Affordable Care Act. Our priority has been to ascertain
what can be done to increase quality and access to health care, contain costs, and do so without placing an undue burden
on taxpayers or the state. As I have stated many times before, it is my firm belief that PPACA fails to further these goals,
and will in fact decrease the quality of health care across the United States while contributing to the nation’s growing
deficit crisis.
 
“Despite my ongoing opposition to the federal health care law, the state of Oklahoma is legally obligated to either build
an exchange that is PPACA compliant and approved by the Obama Administration, or to default to an exchange run by
the federal government. This choice has been forced on the people of Oklahoma by the Obama Administration in spite of
the fact that voters have overwhelmingly expressed their opposition to the federal health care law through their support of
State Question 756, a constitutional amendment prohibiting the implementation of key components of PPACA.
 
“After careful consideration, I have today informed U.S. Secretary of Health Kathleen Sebelius that Oklahoma will not
pursue the creation of its own health insurance exchange. Any exchange that is PPACA compliant will necessarily be
‘state-run’ in name only and would require Oklahoma resources, staff and tax dollars to implement. It does not benefit
Oklahoma taxpayers to actively support and fund a new government program that will ultimately be under the control of
the federal government, that is opposed by a clear majority of Oklahomans, and that will further the implementation of a
law that threatens to erode both the quality of American health care and the fiscal stability of the nation.
 
“Furthermore, I have also decided that Oklahoma will not be participating in the Obama Administration’s proposed
expansion of Medicaid. Such an expansion would be unaffordable, costing the state of Oklahoma up to $475 million
between now and 2020, with escalating annual expenses in subsequent years. It would also further Oklahoma’s reliance
on federal money that may or may not be available in the future given the dire fiscal problems facing the federal
government. On a state level, massive new costs associated with Medicaid expansion would require cuts to important
government priorities such as education and public safety. Furthermore, the proposed Medicaid expansion offers no
meaningful reform to a massive entitlement program already contributing to the out-of-control spending of the federal
government.
 
“Moving forward, the state of Oklahoma will pursue two actions simultaneously. The first will be to continue our support
for Oklahoma Attorney General Scott Pruitt’s ongoing legal challenge of PPACA. General Pruitt’s lawsuit raises different
Constitutional questions than previous legal challenges, and both he and I remain optimistic that Oklahoma’s challenge
can succeed. 
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“Our second and equally important task will be to pursue state-based solutions that improve health outcomes and contain
costs for Oklahoma families. Serious reform, for instance, should be pursued in the area of Medicaid and public health,
where effective chronic disease prevention and management programs could address the trend of skyrocketing medical
bills linked to avoidable hospital and emergency room visits. I look forward to working with legislative leaders and
lawmakers in both parties to pursue Oklahoma health care solutions for Oklahoma families.”
 
 
 

Governor Mary Fallin Announcement re/ PPACA
Talking Points

 
·         While Governor Mary Fallin has opted not to build a state-based insurance exchange or expand the Medicaid program as

proposed in PPACA, she and the Oklahoma legislature remain deeply committed to the health of all Oklahoman’s. One
demonstration of this commitment is that they protected the Health and Human Services agencies during the recent
economic downturn from significant reductions that would jeopardize the health and safety of our citizens. The end result
is that the Health and Human Services area took the smallest reduction of any of the cabinet areas.

 
·         The Governor and her staff have been exploring the impact of PPACA and working with healthcare experts and lawmakers

across the country in order to make sound decisions on implementing a state based exchange or expand Medicaid in
Oklahoma. The final determination is that this law will not improve the quality of healthcare or address the escalating
healthcare costs that are bankrupting our nation, nor does it provide the flexibility needed to improve health outcomes in
a financially sound or sustainable manner.

 
·         Oklahoma has a history of innovations in healthcare and the Governor is committed to building upon those innovations to

create Oklahoma solutions to our healthcare problems. She welcomes the opportunity to work with the Oklahoma
legislature and other stakeholders to develop an Oklahoma plan to reduce the number of uninsured families, provide
quality healthcare and address rising healthcare costs.

 
Insurance Exchange

·         There is an absence of critical guidance and regulations that would allow states to understand the full ramifications of
building and implementing a state based insurance exchange. Without HHS regulation and guidance it is unclear how much
flexibility and freedom of control will be provided to states operating an exchange. State based exchanges will be so in
name only and it does not benefit us to fund a new government program that will ultimately be under the control of the
federal government.

 
·         The cost of building a PPACA compliant exchange in Oklahoma is estimated at $30 million to $50 million dollars. The cost

of implementing PPACA in Oklahoma, and nationwide, is staggering and unsustainable. Governor Mary Fallin will continue
to work with the Oklahoma legislature to develop financially sound healthcare solutions.

 
·         While the pricing structure has not yet been released, HHS will likely pass the cost of the federal exchange to the insurers

selling products on the exchange. This fee, in turn, will likely be passed on to the purchaser of the healthcare plan.
 
Medicaid Expansion

·         Medicaid is an outdated program that was expanded without true reform in PPACA. The Medicaid expansion does not
adequately address needed improvements in the availability or quality of healthcare services and it does not begin to
address the ever increasing costs of healthcare. Further, the federal law does not provide flexibility for states to meet the
unique needs of their citizens.

 
·         Expanding Medicaid as written in PPACA would cost the State of Oklahoma as much as $475 million between fiscal years

2014 and 2020. Paying for these increases would necessitate significant cuts to other critical parts of the state’s budget
like education and public safety. The cost of Medicaid expansion is unsustainable and creates an additional burden on
taxpayers and the federal deficit.

 
·         Oklahoma has a history of innovative programs and fiscally responsible enhancements to the Medicaid program. In fact,

Oklahoma has reduced the rate of uninsured among children to just 7%. Oklahoma has also created an outstanding on-line
enrollment system that allows families in need of healthcare real time access to Medicaid coverage. These are the very
successes that Oklahoma wants to build upon to create a viable healthcare system that actually begins to reduce the costs
of healthcare in our state while improving health outcomes.
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·         Oklahoma has a history of creating innovative solutions to reducing the number of uninsured, for example the Insure

Oklahoma program (created in 2006) offers premium assistance to small businesses to support the purchase of private
insurance for their employees. Under PPACA the Insure Oklahoma program would be discontinued and qualifying workers
(those under 138%) would be required to enroll in traditional Medicaid. Oklahoma small businesses and their employees
should have the same option to purchase private insurance coverage as other large employers and their employees.

 
·         Oklahoma does not anticipate that opting not to expand Medicaid as written in PPACA will jeopardize Oklahoma hospitals

when CMS implements the mandated reduction in Disproportionate Share Hospital (DSH) funds. Oklahoma’s current DSH
payments do not meet the threshold for significant reduction.

 
Oklahoma Plan

·         Governor Fallin recognizes the importance of having healthy citizens. Healthy people create a more productive workforce
and children that are able to learn. The governmental system of providing healthcare (Medicaid) is important, but it should
not be the primary source of healthcare for so many of our citizens. We need to transform the healthcare system into one
that supports individuals and families who need a hand-up while also supporting a robust private insurance market that is
focused on making people healthier.

·         Oklahoma will be developing an Oklahoma Plan to reduce the number of uninsured and the costs of healthcare. The
Oklahoma plan will include some of the following elements:

o Establish goals that include improved health for our citizens
o Empower individuals to be engaged in making good healthcare (and health) choices
o Ensure payment incentives focus on preventive care and improving health
o Support the purchase of private insurance products
o Focus on reducing the cost of managing chronic disease, a major cost driver in Oklahoma, including;

§ High-risk case management
§ Chronic disease self management
§ Improving care coordination within communities of care

o Specifically target the reduction of unnecessary hospitalizations and emergency department visits
o Realign the public health system to support these goals

 
·         The Oklahoma Plan will address the concerns of healthcare providers about the strain of uncompensated care by reducing

the number of uninsured.
 

·         The Oklahoma Plan will be developed with consultation from tribal nations and other stakeholders to ensure the unique
needs of our citizens are met.

 
 
Katie Altshuler, Policy Director
Office of Governor Mary Fallin
2300 North Lincoln Boulevard, Suite 212
Oklahoma City, Oklahoma 73105
405.521.2342
katie.altshuler@gov.ok.gov
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From: Todd Smith
To: Marie Sanderson; Marie Sanderson; vmariethomas
Cc: Cindy.Sims@alaska.gov; russ.kelly@alaska.gov; lgromis ; RSerote@az.gov; Adam.nordstrom ;

brian.mcmanus2  JohnPatrick.Walsh@eog myflorida.com; Rob.Jakubik@eog myflorida.com; bfulenwider@georgia.gov;
ehames@georgia.gov; brandymarty03 ; chiproytexas ; dhiowa ; jabot10 ;
janelcausey@  jboeyink34  travisrichmond  wkloibe ; David.Hensley@gov.idaho.gov;
jkreizenbeck@gov.idaho.gov; Tammy.Perkins@gov.idaho.gov; Andrew Silvestri; Katie Altshuler; JamieShuster@gov.sc.gov;
bob.schwaneberg@gov.state.nj.us; Dona.DeLeon@gov state nj us; marissa.watkins@gov.state.nj.us; Wayne.Hasenbalg@gov.state.nj.us;
Honor.Ingels@governor.alabama.gov; Jeannemarie.Davis@governor.virginia.gov; kristi.craig@governor.virginia.gov;
Michael.DiSabato@governor.virginia.gov; debbie@ ; griffin@  wstruble ; wags@la.gov;
Renee.Fargason@laspbs.state.fl.us; kristacarman@  Will.Kinzel@mail.house.gov; Lanier Swann@mcconnell.senate.gov;
blackwellr2@michigan.gov; chadderdona@michigan.gov; mcbrideb@michigan.gov; muchmored@michigan.gov; tomichz@michigan.gov;
brian ; ryan nguillemard ; sarah.echols@  Mike Schrimpf; Lindsay Russell; Seth Levey;
Bkanzeg ; aparis@state.pa.us; jbranstett@state.pa us; jmcallahan@state.pa.us; ktartaglia@state.pa.us; rebmyers@state.pa.us;
Jim.Soyer@state.sd.us; Mark.Cate@tn gov; Will.Cromer@tn.gov; Bnut ; RSPENDLOVE@utah.gov;
bill.kloiber@wisconsin.gov; Carol.Statkus@wyo.gov; michelle.dynes@wyo.gov; katyoder 99@  pjpgator@  ; Moore  Brian
GOV; lauren.kintner@nebraska.gov; ; Rojas  Elizabeth; Jonathan Ringo; Stafford Olivia Palmieri; jhurst6@  rick.perez@guam.gov;
twatkins ; Landon.fulmer@ks.gov; shawnpreese@  lauren.lepage@maine.gov

Subject: Governor Nathan Deal: Obamacare case critical to state"s future
Date: Monday, November 14, 2011 2:26:01 PM

FYI
 
-Todd
 
 

For immediate release                                                                                                                                                  Office of Communications
Nov. 14, 2011                                                                                                                                                                      (404) 651-7774
 

Deal: Obamacare case critical to state’s future
 
Gov. Nathan Deal welcomed the U.S. Supreme Court’s decision to hear Georgia’s case challenging the constitutionality of
Obamacare. More than half of the nation’s states have signed on to the case.
 
“The state of Georgia has been a leader in the fight against the crippling mandates of Obamacare. As a member of
Congress, I was the first to question the constitutionality of the individual mandate on the floor of the House. It’s
appropriate and expected that the court would rule on an issue so central to Americans’ individual liberties. As governor,
I’m especially happy to see the court look into whether the federal government can force state governments to take on
huge new spending programs. Obamacare would vastly expand our state’s Medicaid enrollment, creating a huge new tax
burden on Georgia taxpayers. Frankly, our state can’t afford these new unfunded mandates, and what we’re seeing is that
the majority of states feel the same way. The outcome of this case is hugely important to the future of Georgia, and we have
high hopes for a favorable decision from the Supreme Court next year.”
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Friday, July 6, 2012

From: Lindsay Russell
To: Lindsay Russell
Subject: Governor Rick Scott, Health Care Op-Ed
Date: Tuesday, July 10, 2012 3:53:40 PM

http://www.washingtontimes.com/news/2012/jul/6/florida-will-not-implement-obamacare-
833758209/?page=all#pagebreak
 

SCOTT: Florida will not implement Obamacare
Health law treats symptoms, not the disease
By Gov. Rick Scott

 

Obamacare, in its effort to force everyone into a health insurance plan, is attempting to treat a

symptom - the uninsured - rather than the cause of the problem.

I think everyone agrees there are far too many who want health insurance and can’t get it. But

the truth is, the real problem isn’t with health insurance. The underlying cause is the rapidly

increasing cost of health care.

Instead of forcing people into another big-government program that eliminates natural incentives

to keep costs down, we should be focused on free-market reforms that make health care more

affordable. With costs lowered, more people would have access to medical doctors and services,

and we wouldn’t have to place another heavy burden on taxpayers to make it work.

After the U.S. Supreme Court’s stunning pronouncement on Obamacare, all 50 governors face

two big decisions:

1. Do we let the federal government impose a massive Medicaid expansion on us?

2. Do we establish a state insurance exchange or let the federal government come in and run it?

My answer is simple. No. We just can’t afford it.

Medicaid is the fastest-growing part of our state budget. And unlike thefederal government,

which isn’t required to balance its budget, we could only pay for expanding Medicaid by

increasing taxes or cutting from other parts of the budget. Expanding Medicaid puts other vital

government functions, such as education, public safety and infrastructure, at risk. That is not

something I am willing to do.

History repeatedly has shown that the costs of many government health care programs far

exceed early projections. This daunting reality is not unique to Florida. Washington acts as if it’s

doing states a favor by covering the first few years of expanded Medicaid payments, but where

does it think those tax dollars are coming from? Floridians, as well as taxpayers from every other

state, are the ones footing the bill. Furthermore, once the responsibility begins to shift away from
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the federal government, states will be left to start picking up the tab, putting too much pressure

on state budgets.

We already have safety-net programs that cover the needs of the most vulnerable in our state.

But if we don’t implement a real solution to our health care and economic problems, there will

never be enough programs to meet the demand. Since 2009, I’ve advocated a solution that

implements four pillars of free-market reforms: choice, competition, accountability and personal

responsibility.

Choice: Patients should be able to choose their own doctors. Providers should not force families

to buy a plan with services they don’t intend to use. By giving every American a choice,

providers are naturally forced to compete if they want to stay in business.

Competition: People should be allowed to buy a health insurance product across state lines, and

they also should know the prices upfront. You wouldn’t buy a car or groceries without knowing

the price, and you shouldn’t have to choose your health care services and providers without

knowing how much it’s going to cost you. Patients should be able to easily find out the cost for

services before they receive them.

Accountability: Government should be giving the same health insurance tax breaks to individuals

that they give to employers. People should be able to own their own health plans.

Personal responsibility: Let’s reward people for taking care of themselves. Good drivers are

rewarded with lower auto insurance policy rates. Life insurers give preferred rates for healthy

lifestyles. The same should apply for health insurance.

As governor of the great state of Florida, I am committed to breaking the cycle of dependence on

public assistance. As a person who lived in public housing as a child, I know that cycle can be

broken. And I want all of us to have the chance to live our version of the American dream.

For this to happen, we need to focus on the real problem with our health care system, the costs.

We need to reduce the high price of health care and help the unemployed get jobs so more

people can afford the care they need and more employers can afford to offer health insurance.

That’s what I’m focused on in Florida. The more opportunity we provide for people to get a

quality education and a job, without raising their cost of living, the more we can improve the

quality of life for everyone.

Rick Scott is the Republican governor of Florida.
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OFFICE OF GOVERNOR MARY FALLIN
 

MEDIA CONTACTS:
Alex Weintz, Communications Director

Alex.Weintz@gov.ok.gov
(405) 522-8819

 
Aaron Cooper, Press Secretary

Aaron.Cooper@gov.ok.gov
(405) 522-8878

 

From: Marie Sanderson
To: Marie Sanderson
Cc: Dustin Huffman; Deborah Hohlt
Subject: Govs Fallin and Herbert on Exchanges
Date: Monday, November 19, 2012 11:48:57 AM
Attachments: PPACA Talking Points 1119.pdf

Sebelius Letter.pdf
UTAH ACA letter to Secretary Sebelius pdf

All- please find OK’s and UT’s letters on healthcare exchanges.
 
OK- Info attached and below.
 
UT- letter below.
 
Thanks,
Marie
 
 
Marie Thomas Sanderson
Policy Director
Republican Governors Association (RGA)
MSanderson@rga.org
Republican Governors Public Policy Committee (RGPPC)

g
Office (202) 464- 8556
Cell 
 
 
 
 
 

 
Web:  www.governor.ok.gov
Facebook:  www.facebook.com/GovernorMaryFallin
Twitter:  www.twitter.com/GovMaryFallin
 

FOR IMMEDIATE RELEASE
November 19, 2012
 

Governor Fallin: Oklahoma Will Not Pursue State-Based Exchange
or Medicaid Expansion

 
OKLAHOMA CITY – Governor Mary Fallin today released the following statement announcing that Oklahoma will not
pursue the creation of a state-based exchange or participate in the Medicaid expansion in the Patient Protection and
Affordable Care Act (PPACA):
 
“For the past few months, my staff and I have worked with other lawmakers, Oklahoma stakeholders and health care
experts across the country to determine the best course of action for Oklahoma in regards to both the creation of a health
insurance exchange and the expansion of Medicaid under the Affordable Care Act. Our priority has been to ascertain
what can be done to increase quality and access to health care, contain costs, and do so without placing an undue burden
on taxpayers or the state. As I have stated many times before, it is my firm belief that PPACA fails to further these goals,
and will in fact decrease the quality of health care across the United States while contributing to the nation’s growing
deficit crisis.
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“Despite my ongoing opposition to the federal health care law, the state of Oklahoma is legally obligated to either build
an exchange that is PPACA compliant and approved by the Obama Administration, or to default to an exchange run by
the federal government. This choice has been forced on the people of Oklahoma by the Obama Administration in spite of
the fact that voters have overwhelmingly expressed their opposition to the federal health care law through their support of
State Question 756, a constitutional amendment prohibiting the implementation of key components of PPACA.
 
“After careful consideration, I have today informed U.S. Secretary of Health Kathleen Sebelius that Oklahoma will not
pursue the creation of its own health insurance exchange. Any exchange that is PPACA compliant will necessarily be
‘state-run’ in name only and would require Oklahoma resources, staff and tax dollars to implement. It does not benefit
Oklahoma taxpayers to actively support and fund a new government program that will ultimately be under the control of
the federal government, that is opposed by a clear majority of Oklahomans, and that will further the implementation of a
law that threatens to erode both the quality of American health care and the fiscal stability of the nation.
 
“Furthermore, I have also decided that Oklahoma will not be participating in the Obama Administration’s proposed
expansion of Medicaid. Such an expansion would be unaffordable, costing the state of Oklahoma up to $475 million
between now and 2020, with escalating annual expenses in subsequent years. It would also further Oklahoma’s reliance
on federal money that may or may not be available in the future given the dire fiscal problems facing the federal
government. On a state level, massive new costs associated with Medicaid expansion would require cuts to important
government priorities such as education and public safety. Furthermore, the proposed Medicaid expansion offers no
meaningful reform to a massive entitlement program already contributing to the out-of-control spending of the federal
government.
 
“Moving forward, the state of Oklahoma will pursue two actions simultaneously. The first will be to continue our support
for Oklahoma Attorney General Scott Pruitt’s ongoing legal challenge of PPACA. General Pruitt’s lawsuit raises different
Constitutional questions than previous legal challenges, and both he and I remain optimistic that Oklahoma’s challenge
can succeed. 
 
“Our second and equally important task will be to pursue state-based solutions that improve health outcomes and contain
costs for Oklahoma families. Serious reform, for instance, should be pursued in the area of Medicaid and public health,
where effective chronic disease prevention and management programs could address the trend of skyrocketing medical
bills linked to avoidable hospital and emergency room visits. I look forward to working with legislative leaders and
lawmakers in both parties to pursue Oklahoma health care solutions for Oklahoma families.”
 
 
 

Governor Mary Fallin Announcement re/ PPACA
Talking Points

 
·         While Governor Mary Fallin has opted not to build a state-based insurance exchange or expand the Medicaid program as

proposed in PPACA, she and the Oklahoma legislature remain deeply committed to the health of all Oklahoman’s. One
demonstration of this commitment is that they protected the Health and Human Services agencies during the recent
economic downturn from significant reductions that would jeopardize the health and safety of our citizens. The end result
is that the Health and Human Services area took the smallest reduction of any of the cabinet areas.

 
·         The Governor and her staff have been exploring the impact of PPACA and working with healthcare experts and lawmakers

across the country in order to make sound decisions on implementing a state based exchange or expand Medicaid in
Oklahoma. The final determination is that this law will not improve the quality of healthcare or address the escalating
healthcare costs that are bankrupting our nation, nor does it provide the flexibility needed to improve health outcomes in
a financially sound or sustainable manner.

 
·         Oklahoma has a history of innovations in healthcare and the Governor is committed to building upon those innovations to

create Oklahoma solutions to our healthcare problems. She welcomes the opportunity to work with the Oklahoma
legislature and other stakeholders to develop an Oklahoma plan to reduce the number of uninsured families, provide
quality healthcare and address rising healthcare costs.

 
Insurance Exchange

·         There is an absence of critical guidance and regulations that would allow states to understand the full ramifications of
building and implementing a state based insurance exchange. Without HHS regulation and guidance it is unclear how much
flexibility and freedom of control will be provided to states operating an exchange. State based exchanges will be so in
name only and it does not benefit us to fund a new government program that will ultimately be under the control of the
federal government.
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·         The cost of building a PPACA compliant exchange in Oklahoma is estimated at $30 million to $50 million dollars. The cost
of implementing PPACA in Oklahoma, and nationwide, is staggering and unsustainable. Governor Mary Fallin will continue
to work with the Oklahoma legislature to develop financially sound healthcare solutions.

 
·         While the pricing structure has not yet been released, HHS will likely pass the cost of the federal exchange to the insurers

selling products on the exchange. This fee, in turn, will likely be passed on to the purchaser of the healthcare plan.
 
Medicaid Expansion

·         Medicaid is an outdated program that was expanded without true reform in PPACA. The Medicaid expansion does not
adequately address needed improvements in the availability or quality of healthcare services and it does not begin to
address the ever increasing costs of healthcare. Further, the federal law does not provide flexibility for states to meet the
unique needs of their citizens.

 
·         Expanding Medicaid as written in PPACA would cost the State of Oklahoma as much as $475 million between fiscal years

2014 and 2020. Paying for these increases would necessitate significant cuts to other critical parts of the state’s budget
like education and public safety. The cost of Medicaid expansion is unsustainable and creates an additional burden on
taxpayers and the federal deficit.

 
·         Oklahoma has a history of innovative programs and fiscally responsible enhancements to the Medicaid program. In fact,

Oklahoma has reduced the rate of uninsured among children to just 7%. Oklahoma has also created an outstanding on-line
enrollment system that allows families in need of healthcare real time access to Medicaid coverage. These are the very
successes that Oklahoma wants to build upon to create a viable healthcare system that actually begins to reduce the costs
of healthcare in our state while improving health outcomes.

 
·         Oklahoma has a history of creating innovative solutions to reducing the number of uninsured, for example the Insure

Oklahoma program (created in 2006) offers premium assistance to small businesses to support the purchase of private
insurance for their employees. Under PPACA the Insure Oklahoma program would be discontinued and qualifying workers
(those under 138%) would be required to enroll in traditional Medicaid. Oklahoma small businesses and their employees
should have the same option to purchase private insurance coverage as other large employers and their employees.

 
·         Oklahoma does not anticipate that opting not to expand Medicaid as written in PPACA will jeopardize Oklahoma hospitals

when CMS implements the mandated reduction in Disproportionate Share Hospital (DSH) funds. Oklahoma’s current DSH
payments do not meet the threshold for significant reduction.

 
Oklahoma Plan

·         Governor Fallin recognizes the importance of having healthy citizens. Healthy people create a more productive workforce
and children that are able to learn. The governmental system of providing healthcare (Medicaid) is important, but it should
not be the primary source of healthcare for so many of our citizens. We need to transform the healthcare system into one
that supports individuals and families who need a hand-up while also supporting a robust private insurance market that is
focused on making people healthier.

·         Oklahoma will be developing an Oklahoma Plan to reduce the number of uninsured and the costs of healthcare. The
Oklahoma plan will include some of the following elements:

o Establish goals that include improved health for our citizens
o Empower individuals to be engaged in making good healthcare (and health) choices
o Ensure payment incentives focus on preventive care and improving health
o Support the purchase of private insurance products
o Focus on reducing the cost of managing chronic disease, a major cost driver in Oklahoma, including;

§ High-risk case management
§ Chronic disease self management
§ Improving care coordination within communities of care

o Specifically target the reduction of unnecessary hospitalizations and emergency department visits
o Realign the public health system to support these goals

 
·         The Oklahoma Plan will address the concerns of healthcare providers about the strain of uncompensated care by reducing

the number of uninsured.
 

·         The Oklahoma Plan will be developed with consultation from tribal nations and other stakeholders to ensure the unique
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needs of our citizens are met.
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From: Grace-Marie Turner
To: Katie Altshuler
Subject: Grace-Marie speaking tomorrow about "Why ObamaCare Must Be Repealed"
Date: Wednesday, January 25, 2012 9:29:00 AM

Beyond the Individual Mandate:
Why ObamaCare Must Get Repealed

A Heritage Foundation Event
Thursday, January 26, 2012
Attend in person or online

With the Supreme Court set to hear challenges to the federal health care law, much attention is
rightly focused on the constitutionality of the individual mandate. But there is much more to be
concerned about in the massive health care overhaul law. The law creates a maze of bureaucratic
regulation, will burden taxpayers and businesses with unknown costs, and impacts every aspect
of the health care economy.

Please join us tomorrow for an event at The Heritage Foundation hosted by Nina Owcharenko,
director of health policy studies, focusing on "Why ObamaCare Must Get Repealed." Galen
president Grace-Marie Turner, co-author of Why ObamaCare Is Wrong for America, will
join fellow health policy experts Sally Pipes of the Pacific Research Institute and Michael Tanner
of the Cato Institute for a panel discussion examining the continuing debate on ObamaCare, the
impact and consequences of these policies, and an alternative path to improve health care for
America.

Thursday, January 26, 2012
12:00 PM - 1:30 PM

The Heritage Foundation's Lehrman Auditorium
Washington, DC

This event will also be webcast.

Please register with The Heritage Foundation

Galen Institute | P.O. Box 320010 Alexandria, VA | 703-299-8900 | www.galen.org

Unsubscribe katie.altshuler@gov.ok.gov from this list | Forward to a friend
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From: Alex Weintz
To: Denise Northrup
Cc: Monica Houston; Tammie Wright; Dana Wolpert; Governor Fallin Press
Subject: Greta
Date: Monday, November 19, 2012 4:52:16 PM

Do we want to get GMF on “On the Record” with Greta at 9 PM tomorrow. Would be filmed LIVE,
remotely from a studio like the one on Hudiburg … topic would be the health insurance exchange
decision.
Would realistically be an 8:30 PM to 10:00 PM commitment because we wont know what part of the
show we’ll be on until tomorrow afternoon
 
Alex Weintz
Communications Director
Office of Governor Mary Fallin
phone: (405) 522-8819
cell: (405) 535-7317
Alex.Weintz@gov.ok.gov
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To: Cody Inman
Subject: RE: Acceptance of $51+ million Obamacare Grant
Date: Monday, March 21, 2011 11:06:47 AM

Thank you for your letter to Governor Fallin regarding the Oklahoma Health Exchange Grant.   Governor
Fallin is appreciative of your input and has asked me to respond. 

As you may know, the idea of an Oklahoma Health Insurance Exchange is not a new one.  In 2009, the
Oklahoma Legislature passed a bill that authorized the creation of a health insurance exchange portal
where consumers could compare and research various private health insurance plans in one online
location.  Governor Fallin, along with Insurance Commissioner, John Doak, are strongly opposed to the
federally mandated ObamaCare, and will continue to work to have it overturned.  However, if they are
unsuccessful in their effort to do so, the state will be subject to compliance to the mandates outlined in
the Patient Protection and Affordable Care Act, including the implementation of a health insurance
exchange.  Therefore, it makes sense for the state to accept the funds and design the exchange utilizing
free-market principles.

Furterhmore, Governor Fallin believes the creation of an Oklahoma Health Insurance Exchange
represents a great opportunity for the state to develop a national model for providing citizens with
quality private health insurance, as well as an oppur
-----Original Message-----
From: esookis@
Sent: Friday, March 18, 2011 11:14 AM
To: Governor Info
Subject: Acceptance of $51+ million Obamacare Grant

I want to express my disappointment and resentment that you did not refuse to accept the $51+ million
grant your predecessor Gov. Henry applied for under the Patient Protection and Affordable Care Act
(commonly called Obamacare).

You campaigned against Obamacare and now I feel betrayed by the typical political "bait and switch" of
say one thing and do another.

Grants always have strings attached and in this case the strings are explicitly attached to Obamacare
provisions, and can be the "gun to the head" of the citizens of Oklahoma forcing them to live under
Obamacare.  The state is in a lawsuit over the law, but if I were the administration's lawyers the first
thing I would point out to the judge is that you can't sue to not live under a law and yet accept funds
directly provided for in that law.  The case is thus tossed out of court by your actions.

Also, your office's support of HB 2130 which would take a role from the duly elected people's
representative, the Insurance Commissioner, and give control to a political appointee position in your
administration is disappointing.  This would allow you to take actions and approve regulations as you
see fit rather than allowing the constitutionally provided checks and balances of an elected officials
oversight to work.

I am sure you are not unaware of the overwhelming vote of the people last fall disapproving of
Obamacare, yet you ignore the mandate of the people, and are doing the very thing you and others
accused Pres. Obama and Congress of doing during the Obamacare debate of ignoring the will of the
people.

Lastly let me state that I hope you can sleep well at night, as a mother which you prominently pointed
out during your campaign, knowing you have been a part of creating an Oklahoma and America for
your children and grandchildren which will more closely resemble a socialist country than a democratic
one.
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From: Denise Northrup
To: Cody Inman
Cc: Katie Altshuler; Andrew Silvestri; Alex Weintz; Sean Rose; Kandi Batts; Marcia Crawford
Subject: Re: Affordable Care Act -- Constituent Update
Date: Thursday, November 15, 2012 5:45:13 PM

Holy crap, kudos to a great team!

On Nov 15, 2012, at 3:43 PM, "Cody Inman" <Cody.Inman@gov.ok.gov> wrote:

 

Constituent Letters and or Calls on Affordable Care Act
11/8 -- 11/15

In Favor Opposed

Letters/ Emails: Specifically citing Affordable Care Act/ObamaCare 9 25
Letters/ Emails: Specifically citing Health Insurance Exchange/Medicaid Expansion 25 42
Calls:  Referenced Obamacare & Insurance Exchange 84
Calls: Specifically asks the governor to expand Medicaid 9
11/8-11/14 Totals 43 91

Letters/ Emails: Specifically citing Affordable Care Act/ ObamaCare 5 145
Letters/ Emails: Specifically citing Health Insurance Exchange/ Medicaid Expansion 105 109
Calls: Referenced Obamacare/Insurance Exchange/Medicaid Expansion 650 1168
Thursday Totals 760 1422

Overall Total 803 1513

 
 
 
Let me add, today is the most calls we have ever received in one day. Every line was lit up starting at 8:30. New record.
 
I’m a numbers guy, so here is the breakdown: 1818 total calls. 227 per hour. 4 calls per minute. Round of applause for
Marcia and Kandi, they never lost their smile J!
 
 
 

Cody Inman
Senior Public Affairs Officer
Office of the Governor | State of Oklahoma
Honorable Mary Fallin
cody.inman@gov.ok.gov
t - (405) 521-2342
 
Gov. Fallin on Facebook:  www.facebook.com/GovernorMaryFallin
Gov. Fallin on Twitter:  www.twitter.com/GovMaryFallin
Gov. Fallin on the Web:  www.governor.ok.gov
 
Oklahoma business owners and executives:  share your input on how we can further strengthen Oklahoma's business climate by
completing the survey at www.FallinforBusiness.com.
 
 
 
 
 
 

4480



From: Andrew Silvestri
To: Denise Northrup
Cc: Cody Inman; Katie Altshuler; Alex Weintz; Sean Rose; Kandi Batts; Marcia Crawford
Subject: Re: Affordable Care Act -- Constituent Update
Date: Thursday, November 15, 2012 7:48:34 PM

What a nightmare! Thanks for your help!!

On Nov 15, 2012, at 17:45, "Denise Northrup" <Denise.Northrup@gov.ok.gov> wrote:

Holy crap, kudos to a great team!

On Nov 15, 2012, at 3:43 PM, "Cody Inman" <Cody.Inman@gov.ok.gov> wrote:

 

Constituent Letters and or Calls on Affordable Care Act
11/8 -- 11/15

In Favor Opposed

Letters/ Emails: Specifically citing Affordable Care Act/ObamaCare 9 25
Letters/ Emails: Specifically citing Health Insurance Exchange/Medicaid Expansion 25 42
Calls:  Referenced Obamacare & Insurance Exchange 84
Calls: Specifically asks the governor to expand Medicaid 9
11/8-11/14 Totals 43 91

Letters/ Emails: Specifically citing Affordable Care Act/ ObamaCare 5 145
Letters/ Emails: Specifically citing Health Insurance Exchange/ Medicaid Expansion 105 109
Calls: Referenced Obamacare/Insurance Exchange/Medicaid Expansion 650 1168
Thursday Totals 760 1422

Overall Total 803 1513

 
 
 
Let me add, today is the most calls we have ever received in one day. Every line was lit up starting at 8:30. New
record.
 
I’m a numbers guy, so here is the breakdown: 1818 total calls. 227 per hour. 4 calls per minute. Round of applause
for Marcia and Kandi, they never lost their smile J!
 
 
 
______________________________________
Cody Inman
Senior Public Affairs Officer
Office of the Governor | State of Oklahoma
Honorable Mary Fallin
cody.inman@gov.ok.gov
t - (405) 521-2342
 
Gov. Fallin on Facebook:  www.facebook.com/GovernorMaryFallin
Gov. Fallin on Twitter:  www.twitter.com/GovMaryFallin
Gov. Fallin on the Web:  www.governor.ok.gov
 
Oklahoma business owners and executives:  share your input on how we can further strengthen Oklahoma's business
climate by completing the survey at www.FallinforBusiness.com.
 
 
 
 
 

4481



From: Craig Perry
To: Katie Altshuler
Subject: Re: Agenda bills
Date: Wednesday, March 30, 2011 2:39:00 PM

I'm kind of surprised on a few of these being priority bills...
HB 1571            Vaughan           (From fertilization or conception, all individuals free w/ inalienable
rights)

 
From: Katie Altshuler 
Sent: Wednesday, March 30, 2011 02:35 PM
To: Kaleb Bennett; Craig Perry; Denise Northrup; Glenn Coffee; Andrew Silvestri 
Subject: Fw: Agenda bills 
 
FYI
 
From: Brian Downs [mailto:Brian.Downs@okhouse.gov] 
Sent: Wednesday, March 30, 2011 02:36 PM
To: 'Trait Thompson' <thompsont@lsb.state.ok.us> 
Cc: 'Jarred Brejcha' <brejcha@lsb.state.ok.us>; Katie Altshuler; 'williamson@oksenate.gov'
<williamson@oksenate.gov> 
Subject: Agenda bills 
 
Trait,

 

I would like to visit when you’re available.  I have included bills that haven’t been scheduled yet and

wanted to get an update.

 

HB 2023            Sullivan             (Admissibility of actual amounts paid for medical bills)

HB 1953            McNiel              (Quick Action Closing Fund)

HJR 1001          Dank                 (Senior freeze for property taxes)

HJR 1002          Dank                 (Cap annual increase of property taxes at 2%)

HB 1642            Ritze                 (Doctors performing abortions – clinical privileges at nearby hospital)

HB 1970            Grau                 (Prohibiting certain drugs to induce abortions)

HB 1571            Vaughan           (From fertilization or conception, all individuals free w/ inalienable

rights)

HB 2140            Steele               (Shared services consolidation)

HB 1207            Murphey            (Financial shared services consolidation)

HB 1541            Murphey            (Executive entity consolidations)

HB 1652            Enns                 (Career Tech gun legislation)

HB 2130            Steele               (Healthcare Exchange)

HB 1220            McCullough       (Mental Health services consolidation)

HB 1456            Denney             (Establishing grades for schools)

HB 1550            Kern                 (Social promotion)

HB 1372            Holland             (Adds Elementary principals and Assistant Superintendants to

administrative expenditure cap)

 

--
Brian Downs
Policy Director
Office of the Speaker
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Oklahoma House of Representatives
2300 N. Lincoln Boulevard, Room 109
Oklahoma City, OK 73105
(405) 557-7387 office
(405) 962-7658 fax
brian.downs@okhouse.gov
www.okhouse.gov
 
NOTICE: The information in this email is confidential, legally privileged, and exempt
from disclosure under law. It is intended solely for the addressee. Access to this
email by anyone else is unauthorized. If you are not the intended recipient, any
disclosure, copying, distribution or any action taken or omitted to be taken in
reliance on it, is prohibited and unlawful. The Oklahoma House of Reps does not
warrant any e-mail transmission received as being virus free, and disclaims any
liability for losses or damages arising from the use of this e-mail or its attachments.
Recipients of e-mail assume the risk of possible computer virus exposure by opening
or utilizing the e-mail and its attachments, and waive any right or recourse against
the House by doing so.
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From: Denise Northrup
To: Tammie Wright; Dana Wolpert
Cc: Craig Perry; Katie Altshuler
Subject: RE: Appointment with the Governor
Date: Thursday, February 02, 2012 10:12:18 AM

Yes, but we’ll try to have someone from the office at the ocpac meeting Wednesday
 
 

From: Tammie Wright 
Sent: Thursday, February 02, 2012 10:07 AM
To: Denise Northrup; Dana Wolpert
Subject: RE: Appointment with the Governor
 
This is the first I’ve seen of this request and yeah, those times won’t work. Let Rep. Key know
she’s not available?
 

Tammie Wright
Deputy  Director of Scheduling
Office of Governor Mary Fallin
2300 North Lincoln Boulevard, Suite 212
Oklahoma City, Oklahoma 73105
www.FallinforBusiness.com
 
From: Denise Northrup 
Sent: Thursday, February 02, 2012 9:09 AM
To: Dana Wolpert; Tammie Wright
Subject: FW: Appointment with the Governor
 
Have we replied yet? I don’t think she can do any of those times…
 

From: Sharon Brown [mailto:Sharon.Brown@okhouse.gov] 
Sent: Tuesday, January 31, 2012 10:59 AM
To: Denise Northrup; AJ Mallory
Subject: Appointment with the Governor
 
Rep. Key is requesting an appointment with Governor Fallin on either February 7th or 8th  to
introduce Mr. Benjamin Domenech and Kendal Antekier of The Heartland Institute, and discuss
HealthCare Exchanges.  Mr. Domenech and Ms. Antekier will be in the state to share expertise on
this subject.   The dates and times they are sharing the information is listed below:

Tuesday, February 7th @ approximately 9:30am (following session), House Chamber
Wednesday, February 8th @ 9:00am in the State Capitol, room 512A
Wednesday, February 8th @ noon @ OCPAC @ Italiano’s, 4801 N. Lincoln Boulevard
 
Please advise if Governor Fallin has time in her schedule. 
 
Information about The Heartland Institute and Mr. Domench is listed below:
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Benjamin Domenech, managing editor of Health Care News and a research fellow at The Heartland
Institute, has agreed to come to the State Capitol and share his expertise on this subject.   Kendal
Antekier of the Heartland Institute will also be in attendance.   The Heartland Institute is a 27-year-
old national nonprofit research organization dedicated to finding and promoting ideas that empower
people. Founded in Chicago in 1984, its mission is to discover, develop, and promote free-market
solutions to social and economic problems. The Heartland Institute distributes six monthly public
policy newspapers addressing the major domestic public policy issues to every national and state
elected official in the U.S. plus 8,400 county and local officials and thousands of civic and business
leaders. It also produces books, policy studies, and booklets. Approximately 130 academics and
professional economists participate in its peer review process, and more than 200 elected officials
currently serve on its Legislative Forum. A telephone survey of randomly selected state and local
elected officials conducted in 2011 found 79% of state legislators and 63% of local elected officials
read at least one of Heartland’s publications, and 45% of state legislators say a Heartland publication
changed their mind or led to a change in public policy. Approximately 1,800 support an annual
budget of $6 million. Heartland does not accept government funding.
Mr. Domenech joined The Heartland Institute in 2009 after several years working and writing on
national health care policy, beginning with a political appointment as speechwriter to U.S. Health
and Human Services Secretary Tommy Thompson, and continuing as chief speechwriter for U.S.
Senator John Cornyn during the Medicare Part D debate on Capitol Hill.  In addition to his work with
Heartland, Benjamin is currently editor of The City, an academic journal of faith, politics, and culture,
published by Houston Baptist University. He previously worked as a book editor for Eagle Publishing,
where he edited multiple New York Times bestsellers in the arenas of politics, history, and sports.
He was a founding board member of Redstate, a prominent conservative activist community site,
and co-hosts Coffee & Markets, an award-winning daily podcast focused on politics, policy, and the
marketplace.  Educated at the College of William & Mary and University of Nebraska-Lincoln,
Benjamin regularly writes opinion columns for the Washington Examiner and RealClearWorld, and in
2009 he was chosen as a Journalism Fellow by the Peter Jennings Project for Journalists and the
Constitution.
 

 
Sharon Brown,
Legislative Assistant for
Representative Charles Key,
District 90
Chair, Insurance Committee
405 557-7354
sharon.brown@okhouse.gov
.
 
 
 
NOTICE: The information in this email is confidential, legally privileged, and exempt from
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disclosure under law. It is intended solely for the addressee. Access to this email by anyone
else is unauthorized. If you are not the intended recipient, any disclosure, copying,
distribution or any action taken or omitted to be taken in reliance on it, is prohibited and
unlawful. The Oklahoma House of Reps does not warrant any e-mail transmission received
as being virus free, and disclaims any liability for losses or damages arising from the use of
this e-mail or its attachments. Recipients of e-mail assume the risk of possible computer
virus exposure by opening or utilizing the e-mail and its attachments, and waive any right or
recourse against the House by doing so.
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From: Denise Northrup
To: Rebecca Frazier
Cc: Mary Fallin; maryfallin ; Steve Mullins; Katie Altshuler; Glenn Coffee
Subject: Re: Attorney General"s Healthcare Lawsuit
Date: Friday, November 16, 2012 3:08:48 PM

Thx

On Nov 16, 2012, at 12:54 PM, "Rebecca Frazier" <Rebecca.Frazier@gov.ok.gov> wrote:

>
> Governor,
>
> Our office just received this letter sent to you from Attorney General Pruitt regarding implementation
of a state health insurance exchange and its impact on the Attorney General’s lawsuit.
>
> Thank you.
>
> Rebecca R. Frazier
> Deputy General Counsel
> Office of Governor Mary Fallin
> 2300 North Lincoln Boulevard, Suite 212
> Oklahoma City, Oklahoma 73105
> (405) 522-8836
> Rebecca.Frazier@gov.ok.gov
>
>
> <Letter from AG Pruitt re Health Care lawsuit.pdf>
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From: Cline, Dr.Terry L.
To: Katie Altshuler
Subject: RE: availability after 2:30 today?
Date: Monday, April 18, 2011 2:37:58 PM
Attachments: image001.png

HB 1228?  Sheltered Workshops?  If you mean the latest Health Insurance Private Enterprise
Network, would you please send the latest version?  Thanks, TC
 

From: Katie Altshuler [mailto:Katie.Altshuler@gov.ok.gov] 
Sent: Monday, April 18, 2011 2:14 PM
To: Cline, Dr.Terry L.
Cc: Cox-Kain, Julie
Subject: Re: availability after 2:30 today?
 
Any chance you guys could quickly look at HB 1228 and let us know what you think?
 
From: Cline, Dr.Terry L. [mailto:TerryC@health.ok.gov] 
Sent: Monday, April 18, 2011 02:00 PM
To: Katie Altshuler 
Subject: RE: availability after 2:30 today? 
 
Perfect.  We will give you a call at 4:00.  Thanks, Terry
 

From: Katie Altshuler [mailto:Katie.Altshuler@gov.ok.gov] 
Sent: Monday, April 18, 2011 1:50 PM
To: Cline, Dr.Terry L.
Subject: Re: availability after 2:30 today?
 
I am available at 4pm, will that work?
 
From: Cline, Dr.Terry L. [mailto:TerryC@health.ok.gov] 
Sent: Monday, April 18, 2011 01:45 PM
To: Katie Altshuler 
Subject: availability after 2:30 today? 
 
Katie, Julie and I would like to touch base with you to address a couple of immediate health
insurance exchange issues.  Do you have any availability after 2:30 today?  We can either call or
come to you, whichever works best for you.  If I don’t hear back, I’ll try calling around 2:30 when
Julie and I meet.  Thanks, Terry
 
Terry Cline, Ph.D.
Commissioner of Health
Secretary of Health & Human Services
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Did you know the lives of 5320 Oklahomans could be saved each year if our
state simply met the national average health outcomes?
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From: Cline, Dr.Terry L.
To: Katie Altshuler
Subject: RE: availability after 2:30 today?
Date: Monday, April 18, 2011 2:28:53 PM
Attachments: image001.png

Will do.  Thanks, Terry
 

From: Katie Altshuler [mailto:Katie.Altshuler@gov.ok.gov] 
Sent: Monday, April 18, 2011 2:14 PM
To: Cline, Dr.Terry L.
Cc: Cox-Kain, Julie
Subject: Re: availability after 2:30 today?
 
Any chance you guys could quickly look at HB 1228 and let us know what you think?
 
From: Cline, Dr.Terry L. [mailto:TerryC@health.ok.gov] 
Sent: Monday, April 18, 2011 02:00 PM
To: Katie Altshuler 
Subject: RE: availability after 2:30 today? 
 
Perfect.  We will give you a call at 4:00.  Thanks, Terry
 

From: Katie Altshuler [mailto:Katie.Altshuler@gov.ok.gov] 
Sent: Monday, April 18, 2011 1:50 PM
To: Cline, Dr.Terry L.
Subject: Re: availability after 2:30 today?
 
I am available at 4pm, will that work?
 
From: Cline, Dr.Terry L. [mailto:TerryC@health.ok.gov] 
Sent: Monday, April 18, 2011 01:45 PM
To: Katie Altshuler 
Subject: availability after 2:30 today? 
 
Katie, Julie and I would like to touch base with you to address a couple of immediate health
insurance exchange issues.  Do you have any availability after 2:30 today?  We can either call or
come to you, whichever works best for you.  If I don’t hear back, I’ll try calling around 2:30 when
Julie and I meet.  Thanks, Terry
 
Terry Cline, Ph.D.
Commissioner of Health
Secretary of Health & Human Services
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Did you know the lives of 5320 Oklahomans could be saved each year if our
state simply met the national average health outcomes?
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From: Cline, Dr.Terry L.
To: Katie Altshuler
Subject: RE: availability after 2:30 today?
Date: Monday, April 18, 2011 2:03:47 PM
Attachments: image001.png

Perfect.  We will give you a call at 4:00.  Thanks, Terry
 

From: Katie Altshuler [mailto:Katie.Altshuler@gov.ok.gov] 
Sent: Monday, April 18, 2011 1:50 PM
To: Cline, Dr.Terry L.
Subject: Re: availability after 2:30 today?
 
I am available at 4pm, will that work?
 
From: Cline, Dr.Terry L. [mailto:TerryC@health.ok.gov] 
Sent: Monday, April 18, 2011 01:45 PM
To: Katie Altshuler 
Subject: availability after 2:30 today? 
 
Katie, Julie and I would like to touch base with you to address a couple of immediate health
insurance exchange issues.  Do you have any availability after 2:30 today?  We can either call or
come to you, whichever works best for you.  If I don’t hear back, I’ll try calling around 2:30 when
Julie and I meet.  Thanks, Terry
 
Terry Cline, Ph.D.
Commissioner of Health
Secretary of Health & Human Services
 

 

Did you know the lives of 5320 Oklahomans could be saved each year if our
state simply met the national average health outcomes?
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From: Cline, Dr.Terry L.
To: Katie Altshuler
Subject: Re: availability after 2:30 today?
Date: Monday, April 18, 2011 4:07:30 PM
Attachments: image001.png

Just give us a call at your convenience. We are here discussing our usual agenda. Tc 
-------------------------- 
Sent from my BlackBerry Wireless Handheld
 
From: Katie Altshuler [mailto:Katie.Altshuler@gov.ok.gov] 
Sent: Monday, April 18, 2011 03:57 PM
To: Cline, Dr.Terry L. 
Subject: Re: availability after 2:30 today? 
 
I am running a few minutes late
 
From: Katie Altshuler 
Sent: Monday, April 18, 2011 02:52 PM
To: 'TerryC@health.ok.gov' <TerryC@health.ok.gov> 
Subject: Re: availability after 2:30 today? 
 
Nevermind on that bill
 
From: Cline, Dr.Terry L. [mailto:TerryC@health.ok.gov] 
Sent: Monday, April 18, 2011 02:44 PM
To: Katie Altshuler 
Subject: RE: availability after 2:30 today? 
 
Will do.  TC
 

From: Katie Altshuler [mailto:Katie.Altshuler@gov.ok.gov] 
Sent: Monday, April 18, 2011 2:40 PM
To: Cline, Dr.Terry L.
Subject: Re: availability after 2:30 today?
 
Yes, sheltered workshops
 
From: Cline, Dr.Terry L. [mailto:TerryC@health.ok.gov] 
Sent: Monday, April 18, 2011 02:35 PM
To: Katie Altshuler 
Subject: RE: availability after 2:30 today? 
 
HB 1228?  Sheltered Workshops?  If you mean the latest Health Insurance Private Enterprise
Network, would you please send the latest version?  Thanks, TC
 

From: Katie Altshuler [mailto:Katie.Altshuler@gov.ok.gov] 
Sent: Monday, April 18, 2011 2:14 PM
To: Cline, Dr.Terry L.
Cc: Cox-Kain, Julie
Subject: Re: availability after 2:30 today?
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Any chance you guys could quickly look at HB 1228 and let us know what you think?
 
From: Cline, Dr.Terry L. [mailto:TerryC@health.ok.gov] 
Sent: Monday, April 18, 2011 02:00 PM
To: Katie Altshuler 
Subject: RE: availability after 2:30 today? 
 
Perfect.  We will give you a call at 4:00.  Thanks, Terry
 

From: Katie Altshuler [mailto:Katie.Altshuler@gov.ok.gov] 
Sent: Monday, April 18, 2011 1:50 PM
To: Cline, Dr.Terry L.
Subject: Re: availability after 2:30 today?
 
I am available at 4pm, will that work?
 
From: Cline, Dr.Terry L. [mailto:TerryC@health.ok.gov] 
Sent: Monday, April 18, 2011 01:45 PM
To: Katie Altshuler 
Subject: availability after 2:30 today? 
 
Katie, Julie and I would like to touch base with you to address a couple of immediate health
insurance exchange issues.  Do you have any availability after 2:30 today?  We can either call or
come to you, whichever works best for you.  If I don’t hear back, I’ll try calling around 2:30 when
Julie and I meet.  Thanks, Terry
 
Terry Cline, Ph.D.
Commissioner of Health
Secretary of Health & Human Services
 

 

Did you know the lives of 5320 Oklahomans could be saved each year if our
state simply met the national average health outcomes?
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From: Alex Weintz
To: Denise Northrup; Katie Altshuler
Subject: Re: Budget cuts/Health exchange money
Date: Thursday, March 31, 2011 12:38:35 PM

Be back in 10 mins. Went to get food before stuff hit fan 
 
From: Denise Northrup 
Sent: Thursday, March 31, 2011 12:33 PM
To: Alex Weintz; Katie Altshuler 
Subject: RE: Budget cuts/Health exchange money 
 
Where are you alex?
 

From: Alex Weintz 
Sent: Thursday, March 31, 2011 12:33 PM
To: Denise Northrup; Katie Altshuler
Subject: Fw: Budget cuts/Health exchange money
 
Looks like he said we shouldn't take the money either 
 
From: Murphy, Sean [mailto:smurphy@ap.org] 
Sent: Thursday, March 31, 2011 12:29 PM
To: Alex Weintz 
Subject: Budget cuts/Health exchange money 
 
Alex:
Sen. Bingman made mention of two things that I think it’s important to seek a comment
from the governor on:

1.       He indicated the Senate will not hear HB 2130 which sets up the health insurance
exchanges because he’s concerned about the state “falling into a trap of adopting
Obamacare.” He also indicated he thinks the state should not accept any more of the
$54 million offered by the feds to help set up the exchange.

2.       Bingman also indicated that he expects cuts to public education will be deeper than
the 3 percent Fallin proposed in her executive budget. He said today he anticipates
those cuts will be deeper, reaching as high as 5 to 7 percent.

 
Also, the Senate today approved bills to eliminate trial de novo and to expand the power of
the state superintendent, both of which are headed to the governor’s desk, as I understand
it.
 
I am interested in Fallin’s response to these developments, as well as any statement she
may have with regard to former Senate President Pro Tem Mike Morgan being indicted in
federal court.
Thanks,
SM
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Sean Murphy, Capitol Correspondent
The Associated Press
525 Central Park Dr., Suite 202
Oklahoma City, OK 73105
smurphy@ap.org
(405) 525-2121 (Bureau)
(405) 525-8195 (Capitol)
(405) 550-4541 (Cell)
(405) 524-7465 (Fax)
 

The information contained in this communication is intended
for the use
of the designated recipients named above. If the reader of
this 
communication is not the intended recipient, you are hereby
notified
that you have received this communication in error, and that
any review,
dissemination, distribution or copying of this communication
is strictly
prohibited. If you have received this communication in error,
please 
notify The Associated Press immediately by telephone at +1-
212-621-1898 
and delete this e-mail. Thank you.
[IP_US_DISC]msk dccc60c6d2c3a6438f0cf467d9a4938
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From: Denise Northrup
To: Katie Altshuler
Subject: Re: call with gov falleni
Date: Wednesday, November 14, 2012 9:12:59 AM

Holy crap!

On Nov 14, 2012, at 7:12 AM, "Katie Altshuler" <Katie.Altshuler@gov.ok.gov> wrote:

> I met w/ trait this am re/ PPACA and I am a little concerned about what he was saying, sounds like
they plan to blame it all on TW, let me know if you have some time to talk...
>
> Katie Altshuler, Policy Director
> Office of Governor Mary Fallin
> 2300 North Lincoln Boulevard, Suite 212
> Oklahoma City, Oklahoma 73105
> 405.521.2342
> katie.altshuler@gov.ok.gov
>
>
>
> -----Original Message-----
> From: Denise Northrup
> Sent: Wednesday, November 14, 2012 9:09 AM
> To: Katie Altshuler
> Subject: Re: call with gov falleni
>
> Yep, this is the one he screwed me on...part of the problem is the relationship with bud wyatt...hard
to say no to an Oklahoma guy I think, and think the gov will understand that. That and the fact that
our budget wasn't that bad, I'll try to find that email...
>
>
>
> On Nov 14, 2012, at 4:22 AM, "Katie Altshuler" <Katie.Altshuler@gov.ok.gov> wrote:
>
>>
>>
>> ----- Original Message -----
>> From: Crippen, Dan [mailto:dcrippen@NGA.ORG]
>> Sent: Tuesday, November 13, 2012 08:59 PM
>> To: Katie Altshuler
>> Subject: RE: call with gov falleni
>>
>> short version of a long story...  air force has been playing games with their commitment to work on
air guard budget.  they called a meeting of TAGs 10-days ago, gave them a proposal for FY 13 (whihc
now frozen and we assumed was finished) and directed them to "vote"...all without consulting any govs
and only belatedly telling govs after telling congress. COG govs met today at pentagon and rejected
both the process and the "offer".  we were told that that your TAG may have "voted" for the proposal,
presumably after consulting your gov....just want to fill your gov in the COG next steps, the message
we are delivering to the congress and a letter COG will be sending to sec of the air force.  does this
short version make sense?
>> ________________________________________
>> From: Katie Altshuler [Katie.Altshuler@gov.ok.gov]
>> Sent: Tuesday, November 13, 2012 9:47 PM
>> To: Crippen, Dan
>> Cc: Denise Northrup; Scott Mason
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>> Subject: Re: call with gov falleni
>>
>> Dan,
>>
>> Do you have any additional background info we can provide her with re/ the Air Guard Issue ahead
of time? It is not something I have spoken to her about recently and I don't want it to take her by
surprise.
>>
>> Thank you, Katie
>>
>> ----- Original Message -----
>> From: Crippen, Dan [mailto:dcrippen@NGA.ORG]
>> Sent: Tuesday, November 13, 2012 08:24 PM
>> To: Katie Altshuler
>> Cc: Denise Northrup; Scott Mason
>> Subject: RE: call with gov fallen
>>
>> thanks katie.  i understand the scheduling problems.  i promise to take only a couple of minutes.
>> ________________________________
>> From: Katie Altshuler [Katie.Altshuler@gov.ok.gov]
>> Sent: Tuesday, November 13, 2012 5:50 PM
>> To: Crippen, Dan
>> Cc: Denise Northrup; Scott Mason
>> Subject: RE: call with gov fallen
>>
>> Dan,
>>
>> I have included Denise Northrup and Scott Mason on this email. They
>> will be with the Governor in Las Vegas. We will do everything we can
>> to make this happen but her scheduled is pretty cramped. Thanks, Katie
>>
>> Katie Altshuler, Policy Director
>> Office of Governor Mary Fallin
>> 2300 North Lincoln Boulevard, Suite 212 Oklahoma City, Oklahoma 73105
>> 405.521.2342
>> katie.altshuler@gov.ok.gov
>>
>>
>> From: Crippen, Dan [mailto:dcrippen@NGA.ORG]
>> Sent: Tuesday, November 13, 2012 4:04 PM
>> To: Katie Altshuler
>> Subject: call with gov fallen
>>
>> I’d like to arrange 3-5 minutes with your governor in the next day or 2…two topics
>>               Air Guard and the COG position on the pentagon’s last “offer”
>>               The exchange issue and meeting with the President
>>
>> thanks
>>
>>
>> The information contained in this electronic transmission, including any attachments, is for the
exclusive use of the intended recipient(s) and may contain information that is privileged, proprietary,
and/or confidential. If the reader of this transmission is not an intended recipient, or a person
responsible for delivering it to the intended recipient, you are hereby notified that any review,
dissemination, distribution, or copying of this communication is strictly prohibited. If you have received
this communication in error, please immediately notify the sender and delete this message.
>> The information contained in this electronic transmission, including any attachments, is for the
exclusive use of the intended recipient(s) and may contain information that is privileged, proprietary,
and/or confidential. If the reader of this transmission is not an intended recipient, or a person
responsible for delivering it to the intended recipient, you are hereby notified that any review,
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dissemination, distribution, or copying of this communication is strictly prohibited. If you have received
this communication in error, please immediately notify the sender and delete this message.
>> The information contained in this electronic transmission, including any attachments, is for the
exclusive use of the intended recipient(s) and may contain information that is privileged, proprietary,
and/or confidential. If the reader of this transmission is not an intended recipient, or a person
responsible for delivering it to the intended recipient, you are hereby notified that any review,
dissemination, distribution, or copying of this communication is strictly prohibited. If you have received
this communication in error, please immediately notify the sender and delete this message.
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From: Cody Inman
To: Kandi Batts
Subject: RE: Calls
Date: Wednesday, November 14, 2012 3:34:11 PM

On which issue?
 

From: Kandi Batts 
Sent: Wednesday, November 14, 2012 3:32 PM
To: Cody Inman
Subject: RE: Calls
 
Just for today!
 

From: Cody Inman 
Sent: Wednesday, November 14, 2012 3:32 PM
To: Kandi Batts
Subject: RE: Calls
 
Is that just for today?
 

From: Kandi Batts 
Sent: Wednesday, November 14, 2012 3:31 PM
To: Cody Inman
Subject: RE: Calls
 
I have 58 calls against the Healthcare and 1 for it.
 
Thanks,
 
Kandi
 

From: Cody Inman 
Sent: Wednesday, November 14, 2012 3:29 PM
To: Marcia Crawford; Kandi Batts
Subject: Calls
 
Hey Ladies!
 
Denise just emailed and would like an estimate of the calls we have received on Obamacare  /
Medicade expansion and Insurance Exchange.
 
Can you send me a rough estimate of what calls we have received on these subjects? If you can,
break it down to show either support or not support. I know this is last minute, but we need it
before the close of business today. The numbers do not have to reflect an actually count, just and
rough estimate. Thanks!! Sorry again for the late notice.
 
 
 

4500



 
 

Cody Inman
Senior Public Affairs Officer
Office of the Governor | State of Oklahoma
Honorable Mary Fallin
cody.inman@gov.ok.gov
t - (405) 521-2342
 
Gov. Fallin on Facebook:  www.facebook.com/GovernorMaryFallin
Gov. Fallin on Twitter:  www.twitter.com/GovMaryFallin
Gov. Fallin on the Web:  www.governor.ok.gov
 
Oklahoma business owners and executives:  share your input on how we can further strengthen Oklahoma's
business climate by completing the survey at www.FallinforBusiness.com.
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From: Cody Inman
To: Kandi Batts
Subject: RE: Calls
Date: Wednesday, November 14, 2012 3:31:32 PM

Is that just for today?
 

From: Kandi Batts 
Sent: Wednesday, November 14, 2012 3:31 PM
To: Cody Inman
Subject: RE: Calls
 
I have 58 calls against the Healthcare and 1 for it.
 
Thanks,
 
Kandi
 

From: Cody Inman 
Sent: Wednesday, November 14, 2012 3:29 PM
To: Marcia Crawford; Kandi Batts
Subject: Calls
 
Hey Ladies!
 
Denise just emailed and would like an estimate of the calls we have received on Obamacare  /
Medicade expansion and Insurance Exchange.
 
Can you send me a rough estimate of what calls we have received on these subjects? If you can,
break it down to show either support or not support. I know this is last minute, but we need it
before the close of business today. The numbers do not have to reflect an actually count, just and
rough estimate. Thanks!! Sorry again for the late notice.
 
 
 
 
 

Cody Inman
Senior Public Affairs Officer
Office of the Governor | State of Oklahoma
Honorable Mary Fallin
cody.inman@gov.ok.gov
t - (405) 521-2342
 
Gov. Fallin on Facebook:  www.facebook.com/GovernorMaryFallin
Gov. Fallin on Twitter:  www.twitter.com/GovMaryFallin
Gov. Fallin on the Web:  www.governor.ok.gov
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Oklahoma business owners and executives:  share your input on how we can further strengthen Oklahoma's
business climate by completing the survey at www.FallinforBusiness.com.
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From: Cody Inman
To: Kandi Batts
Subject: RE: Calls
Date: Wednesday, November 14, 2012 3:42:20 PM

Perfect, Thank you!
 

From: Kandi Batts 
Sent: Wednesday, November 14, 2012 3:40 PM
To: Cody Inman
Subject: RE: Calls
 
58 against Obamacare, Medicaid expansion and Insurance exchange
1 for Obamacare
 

From: Cody Inman 
Sent: Wednesday, November 14, 2012 3:34 PM
To: Kandi Batts
Subject: RE: Calls
 
On which issue?
 

From: Kandi Batts 
Sent: Wednesday, November 14, 2012 3:32 PM
To: Cody Inman
Subject: RE: Calls
 
Just for today!
 

From: Cody Inman 
Sent: Wednesday, November 14, 2012 3:32 PM
To: Kandi Batts
Subject: RE: Calls
 
Is that just for today?
 

From: Kandi Batts 
Sent: Wednesday, November 14, 2012 3:31 PM
To: Cody Inman
Subject: RE: Calls
 
I have 58 calls against the Healthcare and 1 for it.
 
Thanks,
 
Kandi
 

From: Cody Inman 
Sent: Wednesday, November 14, 2012 3:29 PM
To: Marcia Crawford; Kandi Batts
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Subject: Calls
 
Hey Ladies!
 
Denise just emailed and would like an estimate of the calls we have received on Obamacare  /
Medicade expansion and Insurance Exchange.
 
Can you send me a rough estimate of what calls we have received on these subjects? If you can,
break it down to show either support or not support. I know this is last minute, but we need it
before the close of business today. The numbers do not have to reflect an actually count, just and
rough estimate. Thanks!! Sorry again for the late notice.
 
 
 
 
 
______________________________________
Cody Inman
Senior Public Affairs Officer
Office of the Governor | State of Oklahoma
Honorable Mary Fallin
cody.inman@gov.ok.gov
t - (405) 521-2342
 
Gov. Fallin on Facebook:  www.facebook.com/GovernorMaryFallin
Gov. Fallin on Twitter:  www.twitter.com/GovMaryFallin
Gov. Fallin on the Web:  www.governor.ok.gov
 
Oklahoma business owners and executives:  share your input on how we can further strengthen Oklahoma's
business climate by completing the survey at www.FallinforBusiness.com.
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From: 

To: 
Cc: 
Subject: 
Date: 

Attachments: 

Prieto Johns. Nicole S. 

Katie Altshuler; Cox-Kain. Julie; Derek.Lieser@OKHCA.ora 

Lieser. Derek G. 

RE: Can you send me most updated or last draft of charter? Thanks! 

Wednesday, June 15, 2011 12:47 :24 PM 
Exchange Project Charter FINAL FINAL 031711.pdf 

Katie - Attached is a copy of the finalized Advisory Committee Charter. Please let us know if we can 
furt her assist you in any way. 

Thank you, 

Nicole 

S. Nicole Prieto Johns, MPA I Oklahoma Health Insurance Exchange Planning Project I Project Manager I 
1000 NE 10th Street, Suite 35S, Oklahoma City, Oklahoma 73117· 1299 I Bus. 40S.271.2944 I Cel I E· mail 

NicolePJ@health.ok.gov I Website: www Ok goy/lnsucancefxchange 

From: Katie Altshuler [mailto:Katie.Altshuler@gov .ok.gov] 
Sent: Wednesday, June 15, 2011 10:40 AM 
To: Cox-Kain, Julie; Derek.Lieser@OKHCA.org; Prieto Johns, Nicole S. 
Subject: Can you send me most updated or last draft of charter? Thanks! 

Katie Altshuler, Policy Director 
Office ofGovemor Ma1y Fallin 
2300 No1t h Lincoln Boulevard, Suite 212 
Oklahoma City, Oklahoma 73105 
405.521.2342 
katie.altshuler@gov.ok.gov 
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From: Rich Edwards
To: Katie Altshuler
Subject: RE: Can you send me the Survey you got re/ PPACA? Thanks, Katie
Date: Wednesday, March 14, 2012 1:28:17 PM

Brandy received the survey around the 1st of March.
 

From: Katie Altshuler 
Sent: Wednesday, March 14, 2012 1:20 PM
To: Rich Edwards
Subject: RE: Can you send me the Survey you got re/ PPACA? Thanks, Katie
 
When did you receive it?
 
Katie Altshuler, Policy Director
Office of Governor Mary Fallin
2300 North Lincoln Boulevard, Suite 212
Oklahoma City, Oklahoma 73105
405.521.2342
katie.altshuler@gov.ok.gov

 
Oklahoma business owners and executives:  share your input on how we can further strengthen
Oklahoma's business climate by completing the survey at www.FallinforBusiness.com
 

From: Rich Edwards 
Sent: Wednesday, March 14, 2012 1:08 PM
To: Katie Altshuler
Subject: RE: Can you send me the Survey you got re/ PPACA? Thanks, Katie
 
It was due earlier this week, but Brandy told them it would be a couple of weeks.
 

From: Katie Altshuler 
Sent: Wednesday, March 14, 2012 1:07 PM
To: Rich Edwards
Cc: Brandy Manek
Subject: RE: Can you send me the Survey you got re/ PPACA? Thanks, Katie
 
What is the deadline? Thanks,Katie
 
Katie Altshuler, Policy Director
Office of Governor Mary Fallin
2300 North Lincoln Boulevard, Suite 212
Oklahoma City, Oklahoma 73105
405.521.2342
katie.altshuler@gov.ok.gov

 
Oklahoma business owners and executives:  share your input on how we can further strengthen
Oklahoma's business climate by completing the survey at www.FallinforBusiness.com
 

From: Rich Edwards 
Sent: Wednesday, March 14, 2012 1:05 PM
To: Katie Altshuler
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Cc: Brandy Manek
Subject: RE: Can you send me the Survey you got re/ PPACA? Thanks, Katie
 
No problem, the GAO sent this to Brandy and is asking for our feedback.  We were going to gather
some input from OHCA and the Health Department and then send their response to you.  We only
have one log-on to the survey so we had to print it out then scan it, but all the questions are there. 
Let us know if you need anything else.  Thanks.
 

From: Katie Altshuler 
Sent: Wednesday, March 14, 2012 1:02 PM
To: Rich Edwards
Subject: Can you send me the Survey you got re/ PPACA? Thanks, Katie
 
 
 
Katie Altshuler, Policy Director
Office of Governor Mary Fallin
2300 North Lincoln Boulevard, Suite 212
Oklahoma City, Oklahoma 73105
405.521.2342
katie.altshuler@gov.ok.gov

 
Oklahoma business owners and executives:  share your input on how we can further strengthen
Oklahoma's business climate by completing the survey at www.FallinforBusiness.com
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From: Rich Edwards
To: Katie Altshuler
Subject: RE: Can you send me the Survey you got re/ PPACA? Thanks, Katie
Date: Wednesday, March 14, 2012 1:07:25 PM

It was due earlier this week, but Brandy told them it would be a couple of weeks.
 

From: Katie Altshuler 
Sent: Wednesday, March 14, 2012 1:07 PM
To: Rich Edwards
Cc: Brandy Manek
Subject: RE: Can you send me the Survey you got re/ PPACA? Thanks, Katie
 
What is the deadline? Thanks,Katie
 
Katie Altshuler, Policy Director
Office of Governor Mary Fallin
2300 North Lincoln Boulevard, Suite 212
Oklahoma City, Oklahoma 73105
405.521.2342
katie.altshuler@gov.ok.gov

 
Oklahoma business owners and executives:  share your input on how we can further strengthen
Oklahoma's business climate by completing the survey at www.FallinforBusiness.com
 

From: Rich Edwards 
Sent: Wednesday, March 14, 2012 1:05 PM
To: Katie Altshuler
Cc: Brandy Manek
Subject: RE: Can you send me the Survey you got re/ PPACA? Thanks, Katie
 
No problem, the GAO sent this to Brandy and is asking for our feedback.  We were going to gather
some input from OHCA and the Health Department and then send their response to you.  We only
have one log-on to the survey so we had to print it out then scan it, but all the questions are there. 
Let us know if you need anything else.  Thanks.
 

From: Katie Altshuler 
Sent: Wednesday, March 14, 2012 1:02 PM
To: Rich Edwards
Subject: Can you send me the Survey you got re/ PPACA? Thanks, Katie
 
 
 
Katie Altshuler, Policy Director
Office of Governor Mary Fallin
2300 North Lincoln Boulevard, Suite 212
Oklahoma City, Oklahoma 73105
405.521.2342
katie.altshuler@gov.ok.gov

 
Oklahoma business owners and executives:  share your input on how we can further strengthen
Oklahoma's business climate by completing the survey at www.FallinforBusiness.com
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From: Rich Edwards
To: Katie Altshuler
Cc: Brandy Manek
Subject: RE: Can you send me the Survey you got re/ PPACA? Thanks, Katie
Date: Wednesday, March 14, 2012 1:04:46 PM
Attachments: GAO Insurance Exchange Survey.pdf

No problem, the GAO sent this to Brandy and is asking for our feedback.  We were going to gather
some input from OHCA and the Health Department and then send their response to you.  We only
have one log-on to the survey so we had to print it out then scan it, but all the questions are there. 
Let us know if you need anything else.  Thanks.
 

From: Katie Altshuler 
Sent: Wednesday, March 14, 2012 1:02 PM
To: Rich Edwards
Subject: Can you send me the Survey you got re/ PPACA? Thanks, Katie
 
 
 
Katie Altshuler, Policy Director
Office of Governor Mary Fallin
2300 North Lincoln Boulevard, Suite 212
Oklahoma City, Oklahoma 73105
405.521.2342
katie.altshuler@gov.ok.gov

 
Oklahoma business owners and executives:  share your input on how we can further strengthen
Oklahoma's business climate by completing the survey at www.FallinforBusiness.com
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From: Brandy Manek
To: Katie Altshuler; Rich Edwards
Subject: RE: Can you send me the Survey you got re/ PPACA? Thanks, Katie
Date: Wednesday, March 14, 2012 2:04:31 PM

Here is the verbiage from the survey request, just to give some framework . . .
 

The U.S. Government Accountability Office (GAO) has begun its survey of state budget
offices on planning for implementation of Medicaid Expansion and Health Benefit
Exchanges under the Patient Protection and Affordable Care Act (PPACA).

A link to the Web questionnaire and your unique login information are below.

We realize that some of our questions ask about the possible implications of PPACA
provisions in future budget years under uncertain conditions. Regardless of your state's
current position on PPACA implementation, your answers, using your best judgement
based on current information, would be of great value to our study. In our report to
Congress, we will generally use the aggregated results of this survey.

Please complete this questionnaire by Friday, March 9th.

 
 

From: Katie Altshuler 
Sent: Wednesday, March 14, 2012 1:07 PM
To: Rich Edwards
Cc: Brandy Manek
Subject: RE: Can you send me the Survey you got re/ PPACA? Thanks, Katie
 
What is the deadline? Thanks,Katie
 
Katie Altshuler, Policy Director
Office of Governor Mary Fallin
2300 North Lincoln Boulevard, Suite 212
Oklahoma City, Oklahoma 73105
405.521.2342
katie.altshuler@gov.ok.gov

 
Oklahoma business owners and executives:  share your input on how we can further strengthen
Oklahoma's business climate by completing the survey at www.FallinforBusiness.com
 

From: Rich Edwards 
Sent: Wednesday, March 14, 2012 1:05 PM
To: Katie Altshuler
Cc: Brandy Manek
Subject: RE: Can you send me the Survey you got re/ PPACA? Thanks, Katie
 
No problem, the GAO sent this to Brandy and is asking for our feedback.  We were going to gather
some input from OHCA and the Health Department and then send their response to you.  We only
have one log-on to the survey so we had to print it out then scan it, but all the questions are there. 
Let us know if you need anything else.  Thanks.
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From: Katie Altshuler 
Sent: Wednesday, March 14, 2012 1:02 PM
To: Rich Edwards
Subject: Can you send me the Survey you got re/ PPACA? Thanks, Katie
 
 
 
Katie Altshuler, Policy Director
Office of Governor Mary Fallin
2300 North Lincoln Boulevard, Suite 212
Oklahoma City, Oklahoma 73105
405.521.2342
katie.altshuler@gov.ok.gov

 
Oklahoma business owners and executives:  share your input on how we can further strengthen
Oklahoma's business climate by completing the survey at www.FallinforBusiness.com
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From: Denise Northrup
To: Glenn Coffee; Katie Altshuler
Cc: Steve Mullins
Subject: RE: Cato@Liberty: The ObamaCare Rebellion Turns Exchange ‘Deadline’ into a ‘Rolling Deadline’
Date: Friday, November 09, 2012 12:45:15 PM

k
 

From: Glenn Coffee 
Sent: Friday, November 09, 2012 12:40 PM
To: Katie Altshuler
Cc: Denise Northrup; Glenn Coffee; Steve Mullins
Subject: Re: Cato@Liberty: The ObamaCare Rebellion Turns Exchange ‘Deadline’ into a ‘Rolling
Deadline’
 
Don't wait on me. I will get to meeting as quick as I can but this is dragging on longer than I
thought. 

Sent from my iPad

On Nov 9, 2012, at 12:26 PM, "Katie Altshuler" <Katie.Altshuler@gov.ok.gov> wrote:

FYI
 
From: Michael Cannon  
Sent: Friday, November 09, 2012 12:22 PM
To: Katie Altshuler 
Subject: Cato@Liberty: The ObamaCare Rebellion Turns Exchange ‘Deadline’ into a
‘Rolling Deadline’ 
 
The ObamaCare Rebellion Turns Exchange

‘Deadline’ into a ‘Rolling Deadline’

Posted by Michael F. Cannon

The Obama administration had set a deadline of November 16 for states to signal
whether they would create their own health insurance “exchanges,” or let the federal
government do it.

But the federal government is so desperate to have states do the heavy lifting, and so
few states are interested, that for some time (most recently in a National Review
Online column that posted yesterday) I have been predicting the Obama
administration would push back that deadline. It seems I was right. Well, today’s CQ
Healthbeat reports:

The federal government is likely to extend the Nov. 16 deadline for states to
decide whether they will run their own health insurance exchanges, according
to several state officials. … Instead, HHS officials are expected to set a new
deadline for states that want to operate the marketplaces alone but have a
rolling deadline with ongoing discussions for states that are interested in a
partnership.

What is the difference between a “rolling deadline” and no deadline?

It’s “the REAL ID rebellion“ all over again.
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Michael F. Cannon • November 9, 2012 @ 1:19 pm 

http://www.cato-at-liberty.org/the-obamacare-rebellion-turns-exchange-
deadline-into-a-rolling-deadline/
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From: Craig Perry
To: Andrew Silvestri; Kaleb Bennett; Alex Weintz
Cc: Craig Perry; Katie Altshuler
Subject: RE: Caucus
Date: Friday, March 25, 2011 4:27:41 PM

 
Agenda Bills passed in the House and now in the Senate:
 
Aerospace Tax Credit:
 
HB 1008, by Rep. Skye McNiel (R-Bristow), Aerospace tax credit. The vote was: 69 to 28. 
The vote on the emergency failed: 52 to 42.  The bill has passed in Senate Committee.
 
Closing Fund:
 
HB 1953, by Skye McNiel, creates the Oklahoma Quick Action Closing Fund. The vote was:
79 to 17.  The emergency failed: 52 to 39.
 
Tort:
 
HB 2128, by Speaker Steele, lowers the recovery limitation for noneconomic damages in a
civil action for bodily injury to Three Hundred Fifty Thousand Dollars ($350,000.00). Vote:
57 to 40.  The bill has passed in Senate Committee.
 
HB 2021, by Dan Sullivan, is a tort bill.  It requires that a patient’s (or previous patient’s)
surviving next of kin are allowed access to certain medical records of such patient and that
the relevant physician or medical institution may provide digital copies of the records at a
cost not to exceed a certain amount.
 
HB 2023, by Dan Sullivan, is a tort bill.  It requires that the actual amount paid for certain
medical bills will be admissible at trial, instead of the amounts billed for expenses incurred.
If no payment has been made, Medicare reimbursement rates will be admissible.
 
HB 2024, by Dan Sullivan, is a tort bill.  It authorizes a court to order that future damages
incurred after the date of judgment that exceed One Hundred Thousand Dollars
($100,000.00) be paid in whole or in part in periodic payments rather than by a lump-sum
payment. Such periodic payments cannot exceed seven years from the date of entry of
judgment.
 
HB 1995, by Rep. Dan Sullivan (R-Tulsa), requires certain hospitals operated by a public
trust to maintain a certain amount of health care malpractice liability coverage. The bill
passed by a vote of: 95-2.
 
Workers’ Comp:
 
HB 2038, by Rep. Dan Sullivan (R-Tulsa), authorizes the Workers’ Compensation Court
Administrator to compile annual reports relating to characteristics of cases including amount
of surgeries, length of temporary total disability, permanent partial disability, and other
medical treatments and therapies.  The vote was: 62 to 21.
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Education:
 
HB 1380, by Rep. Corey Holland (R-Marlow), Eliminates trial de novo. Status: The bill
passed the full House 69 to 31.  Title is on.  The bill is currently in the Senate Education
Committee and to date has not been scheduled for a hearing.
 
HB 1550, by Rep. Sally Kern (R-Oklahoma City), is the social promotion bill.  The bill
requires that if a third-grade student is not reading at grade level, the student will be asked to
participate in a summer reading academy or other program designed to assist the student in
attaining grade-level reading skills. Status: The bill passed the full House 67 to 26.  Title is
on.  The emergency failed 61 to 27.  The bill is currently in the Senate Education Committee
and to date has not been scheduled for a hearing.
 
HB 1456, by Rep. Lee Denney (R-Cushing), establishes an A-F grading structure for
schools. Status: The bill passed the full House 65 to 32.  Title is on.  The emergency failed
49 to 41.  The bill is currently in the Senate Education Committee and to date has not been
scheduled for a hearing.

HB 2139, by Speaker Kris Steele, is the Board of Education restructuring bill.  The bill
allows the Superintendent to establish positions within the department and have control and
direct the Department of Education. Status: The bill passed the full House 64 to 25.  The
emergency failed 63 to 33.  Title is on.  The bill is currently in the Senate Education
Committee and to date has not been scheduled for a hearing.
 
Health Exchange:
 
HB 2130, by Speaker Steele, is the health insurance exchange bill.  The vote was: 51 to 34. 
Title on.
 
Government Modernization:
 
HB 1304, by Rep. David Derby (R-Owasso), transfers the information technology assets of
all appropriated state agencies and all employees of appropriated state agencies with job titles
and duties that fall within the information technology occupational group to the Information
Services Division of the Office of State Finance. The vote was: 52 to 45.  The emergency
failed: 50 to 39.
 
HB 2140, by Speaker Steele, is the state agency shared services bill.  The bill consolidates
several agencies into the Office of State.  The bill passed by a vote of: 65 to 28.  The vote on
the emergency failed by a vote of 53 to 28.  There was a motion to reconsider in the future. 
 
HB 1601, by Rep. Aaron Stiles (R-Norman), creates the Oklahoma State Government
Business Licensing One-Stop Program and directs the state’s Chief Information Officer
(CIO) to adopt procedures for state agencies to enter into a shared services arrangement with
the Office of State Finance for the provision of real-time, web-based licensing and permitting
services. The vote was: 90 to 7.
 
HB 1208, by Rep. Scott Martin (R-Noble), gives the Governor the power, subject to Senate
confirmation, to appoint and replace any gubernatorial appointments on any board or
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commission.  The vote was: 60 to 35.  Title on.
 
HB 1207, by Rep. Jason Murphey (R-Guthire), authorizes state agencies to accept an
electronic signature in the application process for any license or permit and requires the
Office of State Finance to maintain a website providing public access to documentation of all
federal stimulus funds expended by state agencies received pursuant to the American
Recovery and Reinvestment Act of 2009.  The vote was: 91 to 3.
 
HB 1086, by Rep. Jason Murphey (R-Guthrie), Provides that all payments disbursed from the
State Treasury be made only through an electronic payment mechanism and requires that the
name of any vendor that receives an exemption from the State Treasurer be published in a
report on the Treasurer’s website. The vote was: 93 to 4.
 
HB 1034, by Rep. Jason Murphey (R-Guthrie), authorizes the State Purchasing Director to
use a state purchase card for acquisitions with no limit on the amount of the transaction for
interagency payments and certain professional services. Vote: 93-4.
 
Corrections Reform:
HB 2131, Speaker Steele, The measure changes the “default” sentence consideration by the
Department of Corrections from “consecutively” to “concurrently” when the Department 
receives multiple judgment and sentences on an offender and the sentencing court has not
specified that the sentences run consecutively.  Allows the Governor to order parole
revocations to be served consecutively with other jurisdictions.  Provides that the Governor
shall have 30 calendar days to review parole recommendations for non-violent crimes and
upon if no action is taken within the 30 days, the parole shall be deemed granted.  Parole
recommendations for crimes of violence are exempted from the 30 day requirement and the
Governor must grant or deny parole for persons convicted of a violent crime.  Lowers from
180 days to 90 days the time which an offender must be incarcerated before the offender can
be considered for electronic monitoring.  The vote was: 87 to 4. 

ProLife:
 
HB 1888, by Rep. Pam Peterson (R-Tulsa) requires a physician to determine the probable age
of an unborn child before performing an abortion. It prohibits an abortion if the age is
determined to be 20 weeks or more, unless it is necessary to prevent the mother’s death or
major injury.  This bill is the number one priority for Oklahoman’s for Life. The vote was: 94
to 2. 
 
Pensions:
 
HB 1005, by Rep. Randy McDaniel (R-Moore), creates the Task Force on Pension Benefit
Funding and Security. The vote was: 91 to 2.
 
HB 1007, by Rep. Randy McDaniel (R-Oklahoma City), modifies the method by which
dedicated state revenues are transferred to OTRS.  Contributions into the teachers’ retirement
system would be counted in the per pupil spending average.  Vote: 69-27.
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From: Katie Altshuler
To: Keili McEwen
Subject: Re: child-only insurance letter
Date: Tuesday, January 10, 2012 1:06:01 PM

Sorry it took so long!
 
From: Keili McEwen 
Sent: Tuesday, January 10, 2012 12:09 PM
To: Katie Altshuler 
Subject: RE: child-only insurance letter 
 
Thank you Katie, I appreciate your help.
 
Keili
 

From: Katie Altshuler 
Sent: Tuesday, January 10, 2012 11:40 AM
To: Keili McEwen
Subject: RE: child-only insurance letter
 
 
 
Katie Altshuler, Policy Director
Office of Governor Mary Fallin
2300 North Lincoln Boulevard, Suite 212
Oklahoma City, Oklahoma 73105
405.521.2342
katie.altshuler@gov.ok.gov

 
Oklahoma business owners and executives:  share your input on how we can further strengthen
Oklahoma's business climate by completing the survey at www.FallinforBusiness.com
 

From: Keili McEwen 
Sent: Friday, January 06, 2012 3:49 PM
To: Katie Altshuler
Subject: child-only insurance letter
 
Katie, I think these changes reflect what you were saying, but let me know your thoughts or if I
missed the mark here.  I appreciate it. – Keili
 
 
---
December 20, 2011
 
James Cooper

Depew, OK 74028
 
Dear Mr. Cooper:
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Thank you for contacting the office of Governor Mary Fallin regarding the emergency rule that was
recently approved concerning child-only insurance coverage.   We have shared your views with the Governor and
she has asked me to respond. 
 

In response to the passage of the Patient Protection and Affordable Care Act (PPACA) and new federal
regulations, insurance companies in Oklahoma have not offered any new child-only policies for the past 18
months.  Therefore, in recent months, Insurance Commissioner John Doak sought to expand insurance options for
uninsured children in Oklahoma. 

 
In an attempt to close the gap created by the PPACA, two rule changes were proposed to advance

participation in the market. The initial rule change occurred in July 2011 and allowed for an open enrollment
period to encourage insurance companies to rejoin the 0 to 19 age group market – no companies participated.  In
a second attempt, an emergency rule was drafted to immediately revive insurance participation in the child-only
market, and included the removal of birth as a qualifying event, which was approved.

 
Governor Fallin understands the serious implications of the remaining gap in coverage for children less

than one year of age, and we are monitoring the development of possible solutions
to ensure that child-only coverage remains a viable option for uninsured children. 
 

The Oklahoma Insurance Department is working aggressively to find a way to further bridge the gap for
uninsured children in Oklahoma.  Additionally, the Governor is committed to finding solutions to our healthcare
challenges such as access, affordability and quality of care all while fostering a strong and competitive insurance
market.
 

Thank you again for taking the time to share your views with Governor Fallin.  As we work to address the
many challenges facing our state, we hope you will continue to do so.
 
Sincerely,
 
 
 
Cody Inman
Public Affairs Liaison
 
 
Keili McEwen   
Director of Constituent Services
Office of Governor Mary Fallin
(405) 521-2342
keili.mcewen@gov.ok.gov
 
www.ok.gov/governor
www.FallinforBusiness.com
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From: Brian Downs
To: Aaron Cooper; Jarred Brejcha
Cc: Alex Weintz; Katie Altshuler
Subject: RE: draft - joint press release
Date: Thursday, April 14, 2011 12:44:09 PM

SPEAKER QUOTE:

 

“Healthcare coverage is not a one-size-fits-all issue,” said Steele. “We need to make all options
available to the people. The goal is to equip Oklahomans with the information necessary to make
wise decisions. The network will provide a user-friendly tool intended to help people identify a
health plan that best fits their individual needs.”
 

 

From: Aaron Cooper [mailto:Aaron.Cooper@gov.ok.gov] 
Sent: Thursday, April 14, 2011 12:01 PM
To: Jarred Brejcha; Brian Downs
Cc: Alex Weintz; Katie Altshuler
Subject: draft - joint press release
 
Sorry this wasn’t done beforehand.  Please review – also need a quote from Mr. Speaker.
 
Thanks.
 
 

State Leaders: Agreement Reached on Oklahoma
Health Insurance Private Enterprise Network

 
OKLAHOMA CITY – Governor Mary Fallin today joined other state leaders in announcing
that Oklahoma will establish a Health Insurance Private Enterprise Network to prevent the
establishment of a federal health care exchange in Oklahoma. 
 
Working together, leaders were able to address concerns expressed by some by adding
specific safeguards into the legislation that will prevent the implementation of a federal health
care exchange while creating an Oklahoma-based health insurance network.  The Health
Insurance Private Enterprise Network, based on a model by the conservative Heritage
Foundation and legislation passed by the Oklahoma Legislature in 2009, will increase access
to affordable, private, portable health insurance plans through a free market-based network
that offers choice and competition to consumers.  The network will be governed by a board
consisting of a majority of members from the private sector and chaired by the Insurance
Commissioner.  The network will be funded through state or private resources. The state will
not accept the $54 million Early Innovator Grant.
 
Governor Mary Fallin:  “I’m pleased to announce this agreement that accomplishes my
goal from the very beginning:  stopping the implementation the president’s federal health
care exchange in Oklahoma. We have addressed concerns expressed by implementing strict
safeguards to prevent the implementation of the federal health care exchange while
definitively laying out the framework for a free market-based network that will empower
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consumers by providing a place for individuals, families and small businesses to shop for
affordable, quality health insurance plans.”
 
House Speaker Kris Steele:
 
Senate President Pro Tempore Brian Bingman:  “This private enterprise network not only
offers the people of Oklahoma more options when buying insurance, it will serve as a
defensive strategy that protects Oklahoma from the federal healthcare law.  This is
Oklahoma’s solution and federalism at work.  Our plan is based on the principals of the free
market; it will not limit participation, it will increase competition among private plans and
offer consumers the ability to shop for their best option.” 
 
 
 
 

Aaron Cooper
Press Secretary
Governor Mary Fallin
aaron.cooper@gov.ok.gov
t - (405) 522-8878
c - (405) 759-0468
 
NOTICE: The information in this email is confidential, legally privileged, and exempt
from disclosure under law. It is intended solely for the addressee. Access to this
email by anyone else is unauthorized. If you are not the intended recipient, any
disclosure, copying, distribution or any action taken or omitted to be taken in
reliance on it, is prohibited and unlawful. The Oklahoma House of Reps does not
warrant any e-mail transmission received as being virus free, and disclaims any
liability for losses or damages arising from the use of this e-mail or its attachments.
Recipients of e-mail assume the risk of possible computer virus exposure by opening
or utilizing the e-mail and its attachments, and waive any right or recourse against
the House by doing so.
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From: Alex Weintz
To: Aaron Cooper; Denise Northrup; Glenn Coffee; Katie Altshuler
Subject: Re: draft 2 - exchange joint release
Date: Thursday, April 14, 2011 9:05:36 AM

If possible it would be good if we could indicate either in intro text or in quotes from ppt and
speaker that their caucuses have signed off on the agreement (since we've said the same thing with
the same people in another release). 
Also need to be stronger about "this bill will NOT" implement obamacare, establish new regulations
etc. Again, get language from legislation 
 
From: Aaron Cooper 
Sent: Thursday, April 14, 2011 08:26 AM
To: Denise Northrup; Glenn Coffee; Katie Altshuler; Alex Weintz 
Subject: draft 2 - exchange joint release 
 
Please review.
 
 

State Leaders: Agreement Reached on Oklahoma-
based Health Insurance Exchange

 
OKLAHOMA CITY – Governor Mary Fallin today joined other state leaders in announcing
an agreement has been reached regarding the framework for an Oklahoma-based Health
Insurance Exchange. 
 
The leaders announced new legislation that specifically states Oklahoma’s health insurance
exchange will be based on free-market principles in order to increase access and enhance
competition for families and small business in the health insurance markets.  The bill also
states the Oklahoma-based exchange is being created to prevent the establishment of a
federal health insurance exchange in Oklahoma and that funding for the design and
implementation of the exchange will come from state resources.
 
Governor Mary Fallin:  “This agreement addresses concerns raised by the Senate while
definitively laying out the framework for what has been our goal all along:  preventing
Washington from forcing a federally designed exchange on Oklahoma. This agreement
strengthens our efforts to design a free market-based exchange that will empower consumers
by providing a place for families and small businesses to shop for affordable, quality health
insurance plans.”
 
(Speaker, PPT, Doak quotes)
 
______________________________________
Aaron Cooper
Press Secretary
Governor Mary Fallin
aaron.cooper@gov.ok.gov

4522



t - (405) 522-8878
c - (405) 759-0468
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From: Cline, Dr.Terry L.
To: Katie Altshuler; Glenn Coffee; Denise Northrup; Alex Weintz; Cox-Kain, Julie
Subject: RE: DRAFT PPACA Talking Points ATTACHED
Date: Monday, November 19, 2012 10:10:54 AM

Thanks.  Will be ready to start calls when given the signal!  tc
 

From: Katie Altshuler [mailto:Katie.Altshuler@gov.ok.gov] 
Sent: Monday, November 19, 2012 9:22 AM
To: Katie Altshuler; Glenn Coffee; Denise Northrup; Alex Weintz; Cline, Dr.Terry L.; Cox-Kain, Julie
Subject: RE: DRAFT PPACA Talking Points ATTACHED
 
ATTACHED
 
Katie Altshuler, Policy Director
Office of Governor Mary Fallin
2300 North Lincoln Boulevard, Suite 212
Oklahoma City, Oklahoma 73105
405.521.2342
katie.altshuler@gov.ok.gov

 
 

From: Katie Altshuler 
Sent: Monday, November 19, 2012 8:55 AM
To: Glenn Coffee; Denise Northrup; Alex Weintz; Cline, Dr.Terry L.; 'Cox-Kain, Julie'
Subject: DRAFT PPACA Talking Points ATTACHED
Importance: High
 
I made a few minor revisions. Alex, please review and let us know if you have any changes. Thanks,
Katie
 
Katie Altshuler, Policy Director
Office of Governor Mary Fallin
2300 North Lincoln Boulevard, Suite 212
Oklahoma City, Oklahoma 73105
405.521.2342
katie.altshuler@gov.ok.gov
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From: Katie Altshuler
To: Katie Altshuler; Glenn Coffee; Denise Northrup; Alex Weintz; Cline, Dr.Terry L.; Cox-Kain, Julie
Subject: RE: DRAFT PPACA Talking Points ATTACHED
Date: Monday, November 19, 2012 9:22:12 AM
Attachments: PPACA Talking Points 1119.docx

ATTACHED
 
Katie Altshuler, Policy Director
Office of Governor Mary Fallin
2300 North Lincoln Boulevard, Suite 212
Oklahoma City, Oklahoma 73105
405.521.2342
katie.altshuler@gov.ok.gov

 
 

From: Katie Altshuler 
Sent: Monday, November 19, 2012 8:55 AM
To: Glenn Coffee; Denise Northrup; Alex Weintz; Cline, Dr.Terry L.; 'Cox-Kain, Julie'
Subject: DRAFT PPACA Talking Points ATTACHED
Importance: High
 
I made a few minor revisions. Alex, please review and let us know if you have any changes. Thanks,
Katie
 
Katie Altshuler, Policy Director
Office of Governor Mary Fallin
2300 North Lincoln Boulevard, Suite 212
Oklahoma City, Oklahoma 73105
405.521.2342
katie.altshuler@gov.ok.gov
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From: Alex Weintz
To: Katie Altshuler
Subject: RE: DRAFT PPACA Talking Points ATTACHED
Date: Monday, November 19, 2012 9:14:16 AM

No attachment
 

From: Katie Altshuler 
Sent: Monday, November 19, 2012 8:55 AM
To: Glenn Coffee; Denise Northrup; Alex Weintz; Cline, Dr.Terry L.; Cox-Kain, Julie
Subject: DRAFT PPACA Talking Points ATTACHED
Importance: High
 
I made a few minor revisions. Alex, please review and let us know if you have any changes. Thanks,
Katie
 
Katie Altshuler, Policy Director
Office of Governor Mary Fallin
2300 North Lincoln Boulevard, Suite 212
Oklahoma City, Oklahoma 73105
405.521.2342
katie.altshuler@gov.ok.gov
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From: Cline, Dr.Terry L.
To: Katie Altshuler
Subject: RE: DRAFT PPACA Talking Points ATTACHED
Date: Monday, November 19, 2012 10:30:55 AM

Thanks.  tc
 

From: Katie Altshuler [mailto:Katie.Altshuler@gov.ok.gov] 
Sent: Monday, November 19, 2012 10:27 AM
To: Cline, Dr.Terry L.
Subject: Re: DRAFT PPACA Talking Points ATTACHED
 
It is go time, please start making calls!
 
From: Cline, Dr.Terry L. [mailto:TerryC@health.ok.gov] 
Sent: Monday, November 19, 2012 10:10 AM
To: Katie Altshuler; Glenn Coffee; Denise Northrup; Alex Weintz; Cox-Kain, Julie
<Juliek@health.ok.gov> 
Subject: RE: DRAFT PPACA Talking Points ATTACHED 
 
Thanks.  Will be ready to start calls when given the signal!  tc
 

From: Katie Altshuler [mailto:Katie.Altshuler@gov.ok.gov] 
Sent: Monday, November 19, 2012 9:22 AM
To: Katie Altshuler; Glenn Coffee; Denise Northrup; Alex Weintz; Cline, Dr.Terry L.; Cox-Kain, Julie
Subject: RE: DRAFT PPACA Talking Points ATTACHED
 
ATTACHED
 
Katie Altshuler, Policy Director
Office of Governor Mary Fallin
2300 North Lincoln Boulevard, Suite 212
Oklahoma City, Oklahoma 73105
405.521.2342
katie.altshuler@gov.ok.gov

 
 

From: Katie Altshuler 
Sent: Monday, November 19, 2012 8:55 AM
To: Glenn Coffee; Denise Northrup; Alex Weintz; Cline, Dr.Terry L.; 'Cox-Kain, Julie'
Subject: DRAFT PPACA Talking Points ATTACHED
Importance: High
 
I made a few minor revisions. Alex, please review and let us know if you have any changes. Thanks,
Katie
 
Katie Altshuler, Policy Director
Office of Governor Mary Fallin
2300 North Lincoln Boulevard, Suite 212
Oklahoma City, Oklahoma 73105
405.521.2342
katie.altshuler@gov.ok.gov
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From: Cox-Kain, Julie
To: Katie Altshuler
Subject: RE: draft: exchange/Medicaid press release
Date: Friday, November 16, 2012 5:04:42 PM

Is this detailed enough?

 

Moving forward, the state of Oklahoma will pursue two actions simultaneously. The first will
be to continue our support for Oklahoma Attorney General Scott Pruitt ongoing legal
challenge of the ACA. Our second, and equally important task, will be to pursue state-based
solutions that promote the health of Oklahoman’s, empower individuals to take personal
responsibility for their health, offer more families better access to affordable, high quality
health care in the private sector and create efficiencies in our Medicaid program.  I look
forward to working with legislative leaders and lawmakers in both parties to pursue
Oklahoma health care solutions for Oklahoma families.

 
 

From: Katie Altshuler [mailto:Katie.Altshuler@gov.ok.gov] 
Sent: Friday, November 16, 2012 2:28 PM
To: Cox-Kain, Julie
Subject: Fw: draft: exchange/medicaid press release
 
Latest...
 
From: Alex Weintz 
Sent: Friday, November 16, 2012 01:09 PM
To: Katie Altshuler; Denise Northrup; Glenn Coffee (  <  Glenn Coffee

Cc: Aaron Cooper; Andrew Silvestri 
Subject: draft: exchange/medicaid press release 
 
Draft of exchange/medicaid expansion press release. We have not reached a decision on timing. Still
waiting on some policy content in last paragraph.
 
Governor Fallin today released the following statement, announcing that Oklahoma would
not pursue the creation of a state-based exchange or participate in the proposed Medicaid
expansion under the Affordable Care Act:
 
For the past few months, my staff and I have worked with other lawmakers and health care
experts across the country to determine the best course of action for Oklahoma in regards to
both the possible creation of a health insurance exchange and the expansion of Medicaid
under the Affordable Care Act (ACA). Our priority has been to ascertain what can be done to
increase quality and access to health care, contain costs, and do so without placing an undue
burden on taxpayers or to the state. As I have stated many times before, it is my firm belief
that the ACA fails to further these goals, and will in fact decrease the quality of health care
across the U.S. while contributing to the nation’s growing deficit crisis.
 
Nevertheless, the ACA remains the law of the land, and Oklahoma has now been placed in a
highly undesirable position by the Obama Administration. We are being asked either to join
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the federal government in helping to implement the ACA by creating a state based exchange
approved by the Obama Administration, or else to accept one created and run by the federal
government. This choice has been forced on the people of Oklahoma despite the fact that
voters have overwhelmingly expressed their opposition to the ACA through their support of
State Question 756 in 2010. 
 
As I do not believe an ACA-compliant state based exchange will further the health care goals
of the state of Oklahoma, and because our citizens have spoken loudly and clearly on this
issue, I have today informed the federal government that Oklahoma will not be pursuing the
creation of a state-based exchange.
 
After careful consideration, I have also informed the federal government that Oklahoma will
not be participating in the Obama Administration’s proposed expansion of Medicaid. Such an
expansion would increase the burden on our state budget and would further our reliance on
federal money that may or may not be available in the future. Massive new costs associated
with the Medicaid expansion would also require cuts to other important government
priorities, such as education and public safety. Furthermore, the proposed Medicaid
expansion offers no meaningful reform to a system that people of all ideological stripes have
criticized as inflexible and inefficient.
 
Moving forward, the state of Oklahoma will pursue two actions simultaneously. The first will
be to continue our support for Oklahoma Attorney General Scott Pruitt ongoing legal
challenge of the ACA. Our second, and equally important task, will be to pursue state-based
solutions that offer families better access to more affordable and high quality health care in
the private sector.  Building upon  [looking for more concrete language from Health
Dept/policy shop].  I look forward to working with legislative leaders and lawmakers in both
parties to pursue Oklahoma health care solutions for Oklahoma families.
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From: Alex Weintz
To: Aaron Cooper; Katie Altshuler
Subject: RE: draft: exchanges/medicaid
Date: Thursday, November 15, 2012 2:43:12 PM

I think we are going to send as soon as possible (probably tomorrow morning).
Yes you will have a draft copy of the letter going to feds

-----Original Message-----
From: Aaron Cooper
Sent: Thursday, November 15, 2012 2:39 PM
To: Alex Weintz
Subject: RE: draft: exchanges/medicaid

Will we have a copy of the letter sent to feds? For planning, when do you think best time to send will
be? Thanks ________________________________________
From: Alex Weintz
Sent: Thursday, November 15, 2012 2:16 PM
To: Katie Altshuler; Denise Northrup
Cc: Aaron Cooper
Subject: draft: exchanges/medicaid

This is really long … but it is two big issues that we are trying to look thoughtful about so maybe that’s
ok.

Governor Fallin today released the following statement, announcing that Oklahoma would not pursue
the creation of a state-based exchange or participate in the proposed Medicaid expansion under the
Affordable Care Act:

For the past few months, my staff and I have worked with other lawmakers and health care experts
across the country to determine the best course of action for Oklahoma in regards to both the possible
creation of a health insurance exchange and the expansion of Medicaid under the Affordable Care Act
(ACA). Our priority has been to ascertain what can be done to increase access to health care, lower the
cost of medical treatment, and do so without placing an undue burden on taxpayers or the state of
Oklahoma.

Because the health care industry has become a complicated maze of legal and regulatory restrictions
and guidelines, a situation which has only been made worse by the 1,000 plus page Affordable Care
Act, any decision regarding the future of Oklahoma’s health care policy is a complex one.  The decision,
for instance, to either create a state-based exchange that is compliant with the ACA, or to let the
federal government run one of its own designs, requires a large amount of background and contextual
information that the Obama Administration has been unwilling to provide. Basic questions such as ‘how
much will an insurance exchange cost the state of Oklahoma?’ have still been left unanswered. It
continues to be disappointing and frustrating that so little information has been provided to states.

At this time, the state of Oklahoma has been placed in a highly undesirable position. As I have said
many times before, it is my belief the ACA is both unworkable and unaffordable. The people of
Oklahoma have also overwhelmingly expressed their opposition to the ACA through their support of
State Question XX, which in 2010 made it unconstitutional to mandate the purchase of health insurance
in this state.  Yet despite the clear rejection of the ACA by voters and elected officials in Oklahoma, it
remains the law of the land.

Where health insurance exchanges are concerned, Oklahoma is faced with a choice. We are being asked
to either join the federal government in helping to implement the ACA by creating an exchange
approved by the Obama Administration, or else to accept one created and run by the federal
government. While neither choice is a good one, I have determined the state of Oklahoma does not
stand to benefit from committing its own dollars, resources and staff to designing an exchange that our
citizens do not want. Furthermore, without more detailed information from the Obama Administration
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regarding the rules and regulations within the ACA, the state is unable to adequately plan and design
an exchange of its own making.  With those facts in mind, I have informed the federal government
today that Oklahoma will not be pursuing the creation of a state-based exchange.

After careful consideration, I have also informed the federal government that Oklahoma will not be
participating in the Obama Administration’s proposed expansion of Medicaid. Such an expansion would
be unaffordable and threaten other vital state services by permanently committing the state of
Oklahoma to annual expenses of $50 million to $100 million each year. Expenses of that magnitude
would require drastic cuts to other important government priorities, such as education and public safety.
Furthermore, the proposed Medicaid expansion offers no meaningful reform to a system that people of
all ideological stripes have criticized as inflexible and inefficient.

Moving forward, the state of Oklahoma will pursue two actions simultaneously. The first will be to
continue our opposition to the Affordable Care Act through the appropriate legal channels. Oklahoma
Attorney General Scott Pruitt has filed a lawsuit challenging the legality of the ACA, an effort which is
fully supported by my office. Our second, and equally important goal, will be to pursue state-based
solutions that offer families better access to more affordable and high quality health care in the private
sector.  I look forward to working with legislative leaders and lawmakers in both parties to pursue
Oklahoma health care solutions for Oklahoma families.

Alex Weintz
Communications Director
Office of Governor Mary Fallin
phone: (405) 522-8819
cell: (405) 535-7317
Alex.Weintz@gov.ok.gov<Alex.Weintz@govelect.ok.gov>
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From: Prieto Johns, Nicole S.
To: Cox-Kain, Julie; Katie Altshuler; Andrew Silvestri
Cc: Myers, Yvonne
Subject: RE: STATE EXCHANGE GRANT AWARD ANNOUNCEMENT
Date: Monday, December 05, 2011 12:12:32 PM

FYI:  CMS has hired CGI to help build federal exchanges (following the

announcement, shares of CGI Group stock rose 32 cents to $18.75 in morning trading):

CGI selected to build U.S.-wide competitive
health insurance exchange
US$93.7 million contract will serve as marketplace for individuals and businesses to shop for
private health plans

Fairfax, Virginia, December 1, 2011 -  

The Centers for Medicare & Medicaid Services (CMS) Center for Consumer Information and
Insurance Oversight (CCIIO) has awarded CGI Federal Inc. (CGI), a wholly-owned U.S.
operating subsidiary of CGI Group Inc. (NYSE: GIB) (TSX: GIB.A), a contract to build the
U.S. government’s federally-facilitated health insurance exchange, Federal Exchange (FX).
The contract has an estimated total contract value of US$93.7 million over a two-year base
with three, one-year option periods. The US$55.7 million base contract has been awarded.

Under the contract, CGI will work with CCIIO to develop and implement the Federal
Exchange in line with the provision in the Affordable Care Act that requires the creation of a
competitive health insurance marketplace for States and territories to help bring insurance
coverage to 34 million additional Americans.   

“We are proud to partner with CCIIO to help more Americans shop for and obtain quality
health care coverage through this critical component of the Administration’s national
healthcare agenda,” said Cheryl Campbell, Senior Vice-President, CGI.

“We have a unique, cross-sector perspective on health IT that makes us well suited to partner
with CMS for success on one of the most visible efforts in CMS history,” added Rich Martin,
Vice-President, CGI.

About CGI Federal Inc.
CGI Federal Inc. is a wholly-owned U.S. operating subsidiary of CGI Group Inc., dedicated
to partnering with federal agencies to provide solutions for defense, civilian, and intelligence
missions. Founded in 1976, CGI Group Inc. is one of the largest independent information
technology and business process services firms in the world. CGI and its affiliated companies
employ approximately 31,000 professionals. CGI provides end-to-end IT and business
process services to clients worldwide from offices and centers of excellence in Canada, the
United States, Europe and Asia Pacific. As at September 30, 2011, CGI's revenue was $4.3
billion and its order backlog was $13.5 billion. CGI shares are listed on the TSX (GIB.A) and
the NYSE (GIB) and are included in both the Dow Jones Sustainability Index and the
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FTSEXGood Index. Website: www.cgi.com/usfederal.

 
 

S. Nicole Prieto Johns, MPA | Planning / Project Manager | Health Planning & Grants Office  | Oklahoma State

Department of Health

1000 NE 10th Street, Suite 353, Oklahoma City, Oklahoma 73117-1299 | Bus.  405.271.2944 | Cell  | E-mail

NicolePJ@health.ok.gov | Website: http://www.ok.gov/health
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From: Becky Woodie
To: Katie Altshuler
Cc: AJ Mallory
Subject: RE:
Date: Monday, March 28, 2011 3:43:38 PM

I'm gonna schedule 3pm as the Tulsa spine hospital meeting may not happen as everyone meeting
tomorrow.

Becky Woodie
Executive Assistant
Secretary of State Glenn Coffee
State Capitol Bldg., Suite 101
Oklahoma City, OK 73105
405-521-6434 office
405-521-3771 fax
becky.woodie@sos.ok.gov

-----Original Message-----
From: Katie Altshuler
Sent: Monday, March 28, 2011 2:48 PM
To: Becky Woodie
Subject:

Need to find a time to meet (Coffee, Denise and me) re/ exchange w/ Julie Cox-Cain re/ Early Innovator
grant next steps tomorrow or wednesday at the latest.
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From: Alex Weintz
To: Denise Northrup; Katie Altshuler
Subject: RE: Early Innovator Grants Dear Colleague
Date: Monday, September 12, 2011 10:20:04 AM

They certainly arent saying anything new, although Katie may take issue with this:
Accepting the funds would have required these states to implement technologies in line with federal
government standards.  States would have to submit periodic review updates to HHS detailing how
they specifically intend to implement Obamacare policies, with little to no flexibility.
 
 

From: Denise Northrup 
Sent: Monday, September 12, 2011 8:41 AM
To: Katie Altshuler; Alex Weintz
Subject: FW: Early Innovator Grants Dear Colleague
 
Glenn is on the way to DC right now, so if you have thoughts on this, you might want to send to
randy.
 
I think I’m ok with it.
 

From: Swanson, Randy [mailto:Randy.Swanson@mail.house.gov] 
Sent: Monday, September 12, 2011 8:38 AM
To: Glenn Coffee (gcoffee ; Denise Northrup
Cc: Altman, Michelle
Subject: FW: Early Innovator Grants Dear Colleague
 
This is a DRAFT of a Dear Colleague we want to distribute, regarding the Exchange legislation we’re
working on that I discussed with you last week, GC. 
 
Please review it and let me know you’re OK with it, as we invoke the Governor’s name in the text. 
ASAP, please…
 
Thanks.  See you soon, Glenn.
R

 
 

Stand with States and Stand Up to Obamacare
 

Support the Pompeo-Lankford Early Innovator Grant Legislation
 
With its numerous tax hikes, mandates and regulations, Obamacare has already proven to be a
debacle that will do nothing but increase costs and decrease quality of care.   There is no clearer
example of Obamacare’s inflexible regulatory burdens than the state health insurance exchange
requirements.  Not only do these exchanges create the illusion of choice for patients, they are
funded through an unaccountable, unlimited slush fund controlled by the Secretary of Health and
Human Services (HHS).
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While the exchanges are not mandatory until 2014, HHS has already started to award states funding
to begin their implementation.  The Early Innovator Grant program rewards states that begin the
process of developing information technology (IT) infrastructure for Obamacare.  While seven states
have been awarded these funds, two of these states have decided to take a brave stand by
returning the grant dollars back to the federal government.  
 
Within the past 5 months, Governors Sam Brownback of Kansas and Mary Fallin of Oklahoma
rejected $31.5 million and $54 million respectively in Early Innovator Grant funds.  Accepting the
funds would have required these states to implement technologies in line with federal government
standards.  States would have to submit periodic review updates to HHS detailing how they
specifically intend to implement Obamacare policies, with little to no flexibility.  They would be at
the mercy of this Administration’s attempt to micromanage states’ health care policies.  
 
With states like Kansas and Oklahoma saying “no thank you” to the Obama Administration, it is
important that Congress stands with them.  That is why we are introducing legislation requiring
the Secretary of HHS to transfer all returned Early Innovator Grant funds to the Treasury for the
purpose of deficit reduction. 
 
States have sent a clear signal to this Administration that they reject its strings-attached funding.  
Let’s stand with Governors Brownback and Fallin and use those funds to pay down our deficit, not to
implement Obamacare.
 
For more information, please contact Chris Parinello in Congressman Pompeo’s office at 6-4539 or
chris.parinello@mail.house.gov, or Michelle Altman in Congressman Lankford’s office at
michelle.altman@mail.house.gov.
 
Sincerely,
 
Mike Pompeo
Member of Congress
 
James Lankford
Member of Congress
 
 
Michelle Altman
Deputy Chief of Staff/Legislative Director
Congressman James Lankford
Fifth District of Oklahoma
509 Cannon House Office Building
Washington, D.C. 20515
P: 202-225-2132
F: 202-226-1463
 

4536



From: Alex Weintz
To: Katie Altshuler
Subject: RE: Early Innovator question
Date: Friday, January 13, 2012 10:45:34 AM

Katie – the answer is we never received the money right? We didn’t send it back, we just declined it
 

From: Jason Millman [mailto:jmillman@politico.com] 
Sent: Friday, January 13, 2012 10:41 AM
To: Alex Weintz
Subject: Early Innovator question
 
Hi Alex,
 
I’m a health policy reporter with Politico, and I just had a quick couple of questions about the Early
Innovator grant Oklahoma sent back. I also sent my questions to the insurance department, but
thought you might be able to help as well.
 
I know that Oklahoma said in April of last year it wouldn’t participate in the program. I was just
wondering if the state had spent any of the grant before deciding not to participate. If so, how
much, and did the state pay back the funds?
 
Thanks in advance. You can reach me at 703-341-4669 with questions.
 
--
Jason Millman
Reporter
POLITICO
O: (703)-341-4669; C: (
jmillman@politico.com
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From: Andrew Silvestri
To: Katie Altshuler
Subject: RE: Early Innovator Questions
Date: Friday, April 08, 2011 11:17:59 AM

K, thanks!
 

From: Katie Altshuler 
Sent: Friday, April 08, 2011 11:17 AM
To: Andrew Silvestri
Subject: Re: Early Innovator Questions
 
I am reviewing it now!
 
From: Andrew Silvestri 
Sent: Friday, April 08, 2011 11:14 AM
To: Katie Altshuler 
Subject: Early Innovator Questions 
 

Denise asked me to make sure you saw this and responded… 

----- Original Message -----
From: Nico Gomez [mailto:Nico.Gomez@okhca.org]
Sent: Friday, April 08, 2011 10:37 AM
To: Katie Altshuler; Denise Northrup; Glenn Coffee; 'Terry Cline
(TerryC@health.ok.gov)' <TerryC@health.ok.gov>; Alex Weintz;
'juliek@health.ok.gov' <juliek@health.ok.gov>
Cc: Cindy Roberts <Cindy.Roberts@okhca.org>; Mike Fogarty
<Mike.Fogarty@okhca.org>; Buffy Heater <Buffy.Heater@okhca.org>
Subject: RE: Early Innovator Questions

I think we are close to having our response completed. Will you please review
this latest draft as soon as possible and let me know if you have any questions or
concerns. I am hoping to send our final response to the reporter by noon today. 

Thanks,
Nico

-----Original Message-----
From: Nico Gomez 
Sent: Thursday, April 07, 2011 1:54 PM
To: 'Katie Altshuler'; 'denise.northrup@gov.ok.gov'; 'glenn.coffee@gov.ok.gov';
Terry Cline (TerryC@health.ok.gov); 'Alex Weintz'; 'juliek@health.ok.gov'
Cc: Cindy Roberts; Mike Fogarty; Buffy Heater
Subject: Early Innovator Questions

All~ 

Here is a list of questions (attached and below) we just received from the Tulsa
World related to the Early Innovator grant. We will draft a response for your
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review but please understand that your review time might be short. Please let me
know if you have any thoughts or suggestions related to any of the questions as
soon as possible. 

Thanks,
Nico

-----Original Message-----
From: Ziva Branstetter [mailto:Ziva.Branstetter@tulsaworld.com] 
Sent: Thursday, April 07, 2011 1:17 PM
To: Nico Gomez
Subject: Re: Instructions for Grantees: Restriction of Funds for IT Innovator
Grantees

OK thanks. It looks like the first gate review period has passed. What percentage
of the grand funds have been drawn down? My questions are attached. I asked
OSDH many of the same questions but since OHCA wrote the grant, they are
probably more appropriate to address to you guys. Thanks again. 

Ziva Branstetter
Enterprise Editor
Tulsa World
ziva.branstetter@tulsaworld.com
918.581.8306 (office)
918.520.0406 (cell)
918.581.8353 (fax)

Nico Gomez <Nico.Gomez@okhca.org> 4/7/2011 1:01
PM >>>

Ziva,

Here are the specific federal drawdown instructions for this grant.

Thanks,
Nico
________________________________

Dear IT Innovator Grantees,

Drawing Down Funds:  Instructions to Grantees:

Background:

4539



The Center for Consumer Information and Insurance Oversight (CCIIO) will
perform four (4) Gate Reviews during the course of each year of early innovator
grant funding consistent the Systems Development Life Cycle practices to
monitor, assess, and guide grantees to ensure the highest quality results are
attained.

Gate Review 1:          Architecture Review (AR):                                   March 30 -
April 1, 2011
Gate Review 2:          Project Baseline Review (PBR)                          May/June
2011
Gate Review 3:          Pre-Operational Readiness Review (PORR)
                September 2011
Gate Review 4:          Operational Readiness Review (ORR)
           September/October 2012

Summary of Requirements:
CCIIO will review requests for a draw-down of funds to support the SDLC
activities at the time of the Gate Reviews.  The request is prospective for the
obligations needed to get the grantee through to the next gate review. Grantees
may in the interim request a draw-down of funds to support the activities of the
Early Innovator IT Cooperative Agreement award.  Grantees will be required to
submit to their requests to their project officer via email:

1.       A brief description of how the draw-down request supports the goals of
the approved application's scope of work and the specific SDLC cycle
2.      Standard Form (SF) 424, a SF 424A, and a Budget Justification specific to
the draw down request.   Use the link and attach the form to your request for
draw down.  http://intranet.hhs.gov/forms/PHS/SF-424__Forms__SF-
LLL__Forms_.pdf;  and
3.      A description of fiscal accountability of funds. Specifically, address:
a.       Name of Contractor or proposed contractor.
b.      Method of Selection: How was the contractor selected? State whether the
contract is sole source or competitive bid. If an organization is the sole source for
the contract, include an explanation as to why this institution is the only one able
to perform contract services.
c.       Period of Performance: How long is the contract period? Specify the
beginning and ending dates of the contract.
d.      Scope of Work: What will the contractor do? Describe the specific
services/tasks to be performed by the contractor as related to the accomplishment
of program objectives. Deliverables should be clearly defined.
e.       Method of Accountability: How will the contractor be monitored?
Describe how the progress and performance of the contractor will be monitored
during and on close of the contract period. Identify who will be responsible for
supervising the contract.

Timeline for Review and Release of Grant Funds:
CCIIO will perform an internal review of draw down requests.  That review is
expected to take up to two weeks, assuming documentation is sufficient to
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support the request for draw down of funds. The Division of Grants Management
Operations will notify grantees by email of CCIIO's decision regarding the draw
down request.

Susan Lumsden
Office of Consumer Information and Insurance Oversight
Department of Health and Human Services
(301) 492-4347

==================================================DISCLAIMER
- This e-mail message, including any attachments,
is for the sole use of the intended recipient(s) and may contain
confidential and privileged information.

If you are not the named addressee you should not disseminate,
distribute or copy this e-mail. Please notify the sender
immediately by e-mail if you have received this e-mail by
mistake and delete this e-mail from your system.

The sender does not accept liability for any errors or omissions in
the contents of this message, which arise as a result of e-mail
transmission. If verification is required please request a
hard-copy version.

-------------------------------------------------------------------------------------
Each week 70% of Tulsa area adults read the Tulsa World (Scarborough
Research 2010 R2).
To subscribe, call (918) 582-0921. 

______________________________________________________________________

This email has been scanned by the MessageLabs Email Security System.
For more information please visit http://www.messagelabs.com/email 
______________________________________________________________________

=================
DISCLAIMER - This e-mail message, including any attachments, 
is for the sole use of the intended recipient(s) and may contain
confidential and privileged information.

If you are not the named addressee you should not disseminate,
distribute or copy this e-mail. Please notify the sender
immediately by e-mail if you have received this e-mail by
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mistake and delete this e-mail from your system.

The sender does not accept liability for any errors or omissions in
the contents of this message, which arise as a result of e-mail
transmission. If verification is required please request a
hard-copy version.
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From: Cox-Kain, Julie
To: Nico Gomez; Katie Altshuler; Denise Northrup; Glenn Coffee; Cline, Dr.Terry L.; Alex Weintz
Cc: Cindy Roberts; Mike Fogarty ; Buffy Heater
Subject: RE: Early Innovator Questions
Date: Friday, April 08, 2011 12:03:59 PM

I have read an think it is fine.  I want everyone to know I did
interview with this reporter, although I was not asked all of these
questions.  These answers are consistent with mine other than I
highlighted a few points:

Exchange has been accepted as desirable for giving people access to
affordable insurance options and explored been explored by OK for a few
years, prior to ACA
We will be levering existing infrastructure to the extent possible
We need an exchange to keep the federal government from coming in and
running one for us under the ACA
This is development/star up funding for Exchange

-----Original Message-----
From: Nico Gomez [mailto:Nico.Gomez@okhca.org]
Sent: Friday, April 08, 2011 10:37 AM
To: 'Katie Altshuler'; 'denise.northrup@gov.ok.gov';
'glenn.coffee@gov.ok.gov'; Cline, Dr.Terry L.; 'Alex Weintz' ; Cox-Kain,
Julie
Cc: Cindy Roberts; Mike Fogarty ; Buffy Heater
Subject: RE: Early Innovator Questions

I think we are close to having our response completed. Will you please
review this latest draft as soon as possible and let me know if you have
any questions or concerns. I am hoping to send our final response to the
reporter by noon today.

Thanks,
Nico

-----Original Message-----
From: Nico Gomez
Sent: Thursday, April 07, 2011 1:54 PM
To: 'Katie Altshuler'; 'denise.northrup@gov.ok.gov';
'glenn.coffee@gov.ok.gov'; Terry Cline (TerryC@health.ok.gov); 'Alex
Weintz'; 'juliek@health.ok.gov'
Cc: Cindy Roberts; Mike Fogarty; Buffy Heater
Subject: Early Innovator Questions

All~

Here is a list of questions (attached and below) we just received from
the Tulsa World related to the Early Innovator grant. We will draft a
response for your review but please understand that your review time
might be short. Please let me know if you have any thoughts or
suggestions related to any of the questions as soon as possible.

Thanks,
Nico

-----Original Message-----
From: Ziva Branstetter [mailto:Ziva.Branstetter@tulsaworld.com]
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Sent: Thursday, April 07, 2011 1:17 PM
To: Nico Gomez
Subject: Re: Instructions for Grantees: Restriction of Funds for IT
Innovator Grantees

OK thanks. It looks like the first gate review period has passed. What
percentage of the grand funds have been drawn down? My questions are
attached. I asked OSDH many of the same questions but since OHCA wrote
the grant, they are probably more appropriate to address to you guys.
Thanks again.

Ziva Branstetter
Enterprise Editor
Tulsa World
ziva.branstetter@tulsaworld.com
918.581.8306 (office)
918.520.0406 (cell)
918.581.8353 (fax)

>>> Nico Gomez <Nico.Gomez@okhca.org> 4/7/2011 1:01 PM >>>
Ziva,

Here are the specific federal drawdown instructions for this grant.

Thanks,
Nico
________________________________

Dear IT Innovator Grantees,

Drawing Down Funds:  Instructions to Grantees:

Background:
The Center for Consumer Information and Insurance Oversight (CCIIO) will
perform four (4) Gate Reviews during the course of each year of early
innovator grant funding consistent the Systems Development Life Cycle
practices to monitor, assess, and guide grantees to ensure the highest
quality results are attained.

Gate Review 1:          Architecture Review (AR):
March 30 -April 1, 2011
Gate Review 2:          Project Baseline Review (PBR)
May/June 2011
Gate Review 3:          Pre-Operational Readiness Review (PORR)
September 2011
Gate Review 4:          Operational Readiness Review (ORR)
September/October 2012

Summary of Requirements:
CCIIO will review requests for a draw-down of funds to support the SDLC
activities at the time of the Gate Reviews.  The request is prospective
for the obligations needed to get the grantee through to the next gate
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review. Grantees may in the interim request a draw-down of funds to
support the activities of the Early Innovator IT Cooperative Agreement
award.  Grantees will be required to submit to their requests to their
project officer via email:

1.       A brief description of how the draw-down request supports the
goals of the approved application's scope of work and the specific SDLC
cycle
2.      Standard Form (SF) 424, a SF 424A, and a Budget Justification
specific to the draw down request.   Use the link and attach the form to
your request for draw down.
http://intranet.hhs.gov/forms/PHS/SF-424__Forms__SF-LLL__Forms_.pdf;
and
3.      A description of fiscal accountability of funds. Specifically,
address:
a.       Name of Contractor or proposed contractor.
b.      Method of Selection: How was the contractor selected? State
whether the contract is sole source or competitive bid. If an
organization is the sole source for the contract, include an explanation
as to why this institution is the only one able to perform contract
services.
c.       Period of Performance: How long is the contract period? Specify
the beginning and ending dates of the contract.
d.      Scope of Work: What will the contractor do? Describe the
specific services/tasks to be performed by the contractor as related to
the accomplishment of program objectives. Deliverables should be clearly
defined.
e.       Method of Accountability: How will the contractor be monitored?
Describe how the progress and performance of the contractor will be
monitored during and on close of the contract period. Identify who will
be responsible for supervising the contract.

Timeline for Review and Release of Grant Funds:
CCIIO will perform an internal review of draw down requests.  That
review is expected to take up to two weeks, assuming documentation is
sufficient to support the request for draw down of funds. The Division
of Grants Management Operations will notify grantees by email of CCIIO's
decision regarding the draw down request.

Susan Lumsden
Office of Consumer Information and Insurance Oversight Department of
Health and Human Services
(301) 492-4347

==================================================DISCLAIMER - This
e-mail message, including any attachments, is for the sole use of the
intended recipient(s) and may contain confidential and privileged
information.

If you are not the named addressee you should not disseminate,
distribute or copy this e-mail. Please notify the sender immediately by
e-mail if you have received this e-mail by mistake and delete this
e-mail from your system.

The sender does not accept liability for any errors or omissions in the
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contents of this message, which arise as a result of e-mail
transmission. If verification is required please request a hard-copy
version.

------------------------------------------------------------------------
-------------
Each week 70% of Tulsa area adults read the Tulsa World (Scarborough
Research 2010 R2).
To subscribe, call (918) 582-0921.

______________________________________________________________________
This email has been scanned by the MessageLabs Email Security System.
For more information please visit http://www.messagelabs.com/email
______________________________________________________________________
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From: Alex Weintz
To: "Nico.Gomez@okhca.org"; Glenn Coffee
Cc: Katie Altshuler; Denise Northrup; "TerryC@health.ok.gov"; "Juliek@health.ok.gov"
Subject: Re: Early Innovator Story
Date: Saturday, April 09, 2011 3:39:50 PM

Looks good to me

----- Original Message -----
From: Nico Gomez [mailto:Nico.Gomez@okhca.org]
Sent: Saturday, April 09, 2011 03:34 PM
To: Glenn Coffee; Alex Weintz
Cc: Katie Altshuler; Denise Northrup; TerryC@health.ok.gov <TerryC@health.ok.gov>;
Juliek@health.ok.gov <Juliek@health.ok.gov>
Subject: RE: Early Innovator Story

Thoughts before I hit send???

__________________________________

Ziva,

In your story on the early innovator grant published in the early bird edition of the Sunday Oklahoman
(early bird headline: Does insurance website plan violate bidding laws?) - I thought I made it clear that
the existing relationship with HP was competitively bid and the exchange piece is being bid out
separately but the vendor must be able to connect to the system that HP built. I am extremely
disappointed because the allegations in this story are extremely inaccurate and misleading. I understand
that you are not responsible for the headline that questioned the legality of our process. However, I
stand firm that the agency has in no way committed any unethical or illegal activities related to the early
innovator grant and its relationship to HP. There is and has been no pre-selection of any of our
vendors.

Unfortunately, it was reported with this paragraph. "It also states that a contractor for the system,
Hewlett-Packard Enterprise Systems, already has been chosen, apparently without competitive bidding."
That statement is a complete contradiction to what I said in our response, "HP Enterprise System is
listed as one of the existing contractors because they are currently the agency’s fiscal agent having
been recently awarded a competitive bid for the agency’s Medicaid Management Information Systems
(MMIS). The grant proposal builds upon the OHCA’s current SoonerCare online enrollment system,
which was built and is maintained by the existing contract with HP Enterprise Services."

Again, HP, as an extension of our competitively bid Medicaid Management Information System, helped
us build our online enrollment program as a part of the previous MMIS contract. It was a project that
began more than three years ago. This project underwent rigorous federal review. We were very open
and transparent in our grant application that this was a key part of our existing infrastructure and that
is why we listed in the grant because it was an existing project with a vendor. In fact, we firmly believe
it is our existing progress in our online enrollment program that made us an attractive and successful
grant applicant.

I respectfully request a retraction or correction of this point.

Cordially,
Nico Gomez
Deputy CEO

Here are the questions and responses to the Tulsa World questions regarding HP and the early
innovator grant.
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7.     The application states that ``one of the contractors for the OHIEP will be Hewlett Packard
Enterprise Systems.’’ Shouldn’t that be something that is put out to competitive bid? How were they
chosen? What other contractors were considered?

The grant proposal differentiates between technologies already in place versus new technology sought
via competitive bid. HP Enterprise System is listed as one of the existing contractors because they are
currently the agency’s fiscal agent having been recently awarded a competitive bid for the agency’s
Medicaid Management Information Systems (MMIS). The grant proposal builds upon the OHCA’s current
SoonerCare online enrollment system, which was built and is maintained by the existing contract with
HP Enterprise Services. The new functionality will be competitively bid, and must interface with that
existing system. Oklahoma will issue three competitive bids under this grant. The first request for
proposal will seek a consultant to provide expertise, development and options for Oklahoma’s exchange.
The second request for proposal will seek technical expertise and development of systems solutions for
the interfaces with public programs as well as creation of standardized formats. The third request for
proposal will seek identification of requirements for systems, financial and operational aspects of
Oklahoma’s Exchange.  Approximately 97 percent of the grant funds will be competitively bid.

8.     HP and its lobbyists gave $8,100 to lawmakers and also spent $1,000 on meals for lawmakers and
other state officials last year. Was that lobbying an attempt to win the contract for this exchange?

The agency is not in position to speak for HP or their motives. The OHCA has enjoyed a long
relationship with this company and their predecessor, EDS, as they have successfully won a competitive
bid twice now to become the state Medicaid program fiscal agent and have helped create our agency’s
online enrollment program.

________________________________________
From: Glenn Coffee [Glenn.Coffee@gov.ok.gov]
Sent: Saturday, April 09, 2011 3:23 PM
To: Alex Weintz
Cc: Katie Altshuler; Nico Gomez; Denise Northrup; TerryC@health.ok.gov; Juliek@health.ok.gov
Subject: Re: Early Innovator Story

Agree.

Sent from my iPad

On Apr 9, 2011, at 2:42 PM, "Alex Weintz" <Alex.Weintz@gov.ok.gov> wrote:

> I don't think it can hurt at this point
>
> ----- Original Message -----
> From: Katie Altshuler
> Sent: Saturday, April 09, 2011 12:45 PM
> To: 'nico.gomez@okhca.org' <nico.gomez@okhca.org>; Alex Weintz; Denise Northrup; Glenn Coffee;
'TerryC@health.ok.gov' <TerryC@health.ok.gov>; 'Juliek@health.ok.gov' <Juliek@health.ok.gov>
> Subject: Re: Early Innovator Story
>
> I think you should respond, but that is just me! Katie
>
> ----- Original Message -----
> From: Nico Gomez [mailto:Nico.Gomez@okhca.org]
> Sent: Saturday, April 09, 2011 11:41 AM
> To: Alex Weintz; Denise Northrup; Katie Altshuler; Glenn Coffee; 'TerryC@health.ok.gov'
<TerryC@health.ok.gov>; 'Juliek@health.ok.gov' <Juliek@health.ok.gov>
> Subject: Early Innovator Story
>
> In Ziva Branstetter's story on the early innovator grant published in the early bird edition of the
Sunday Oklahoman (early bird headline: Does insurance website plan violate bidding laws?) - I thought
we made it clear that the existing relationship with HP was competitively bid and the exchange piece is
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being bid out separately but the vendor must be able to connect to the system that HP built. I would
like to respond but I wanted to counsel with Alex or anyone else first. I am extremely frustrated
because I think this is extremely inaccurate and misleading.
>
> Unfortunately, it was reported with this paragraph. "It also states that a contractor for the system,
Hewlett-Packard Enterprise Systems, already has been chosen, apparently without competitive bidding."
It was modified a bit with Julie's and my responses at the end of the story.
>
> Here are the questions and responses to the Tulsa World questions regarding HP and the early
innovator grant.
>
> 7.     The application states that ``one of the contractors for the OHIEP will be Hewlett Packard
Enterprise Systems.’’ Shouldn’t that be something that is put out to competitive bid? How were they
chosen? What other contractors were considered?
>
> The grant proposal differentiates between technologies already in place versus new technology sought
via competitive bid. HP Enterprise System is listed as one of the existing contractors because they are
currently the agency’s fiscal agent having been recently awarded a competitive bid for the agency’s
Medicaid Management Information Systems (MMIS). The grant proposal builds upon the OHCA’s current
SoonerCare online enrollment system, which was built and is maintained by the existing contract with
HP Enterprise Services. The new functionality will be competitively bid, and must interface with that
existing system. Oklahoma will issue three competitive bids under this grant. The first request for
proposal will seek a consultant to provide expertise, development and options for Oklahoma’s exchange.
The second request for proposal will seek technical expertise and development of systems solutions for
the interfaces with public programs as well as creation of standardized formats. The third request for
proposal will seek identification of requirements for systems, financial and operational aspects of
Oklahoma’s Exchange.  Approximately 97 percent of the grant funds will be competitively bid.
>
> 8.     HP and its lobbyists gave $8,100 to lawmakers and also spent $1,000 on meals for lawmakers
and other state officials last year. Was that lobbying an attempt to win the contract for this exchange?
>
> The agency is not in position to speak for HP or their motives. The OHCA has enjoyed a long
relationship with this company and their predecessor, EDS, as they have successfully won a competitive
bid twice now to become the state Medicaid program fiscal agent and have helped create our agency’s
online enrollment program.
>
> Thanks,
> Nico
>
>
> ________________________________________
> From: Alex Weintz [Alex.Weintz@gov.ok.gov]
> Sent: Friday, April 08, 2011 12:54 PM
> To: Nico Gomez; Denise Northrup; Katie Altshuler; Glenn Coffee; 'TerryC@health.ok.gov';
'Juliek@health.ok.gov'
> Subject: Re: Early Innovator Questions
>
> I have looked it over and it seems ok to me
>
> ----- Original Message -----
> From: Nico Gomez [mailto:Nico.Gomez@okhca.org]
> Sent: Friday, April 08, 2011 12:04 PM
> To: Denise Northrup; Katie Altshuler; Glenn Coffee; 'TerryC@health.ok.gov' <TerryC@health.ok.gov>;
Alex Weintz; 'Juliek@health.ok.gov' <Juliek@health.ok.gov>
> Cc: Cindy Roberts <Cindy.Roberts@okhca.org>; Mike Fogarty <Mike.Fogarty@okhca.org>; Buffy
Heater <Buffy.Heater@okhca.org>
> Subject: RE: Early Innovator Questions
>
> Thank you. I have also received a call from capitol AP asking similar questions and I responded
verbally to Sean Murphy.
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>
> I plan to send the response to Ziva at the Tulsa World at 1 p.m.
>
> I appreciate the review and quick feedback.
>
> Thanks,
> Nico
>
> -----Original Message-----
> From: Denise Northrup [mailto:Denise.Northrup@gov.ok.gov]
> Sent: Friday, April 08, 2011 11:54 AM
> To: Katie Altshuler; Nico Gomez; Glenn Coffee; 'TerryC@health.ok.gov'; Alex Weintz;
'Juliek@health.ok.gov'
> Cc: Cindy Roberts; Mike Fogarty; Buffy Heater
> Subject: Re: Early Innovator Questions
>
> I've reviewed most of it, and it looks fine.
>
> ----- Original Message -----
> From: Katie Altshuler
> Sent: Friday, April 08, 2011 11:50 AM
> To: 'nico.gomez@okhca.org' <nico.gomez@okhca.org>; Denise Northrup; Glenn Coffee;
'TerryC@health.ok.gov' <TerryC@health.ok.gov>; Alex Weintz; 'Juliek@health.ok.gov'
<Juliek@health.ok.gov>
> Cc: 'Cindy.Roberts@okhca.org' <Cindy.Roberts@okhca.org>; 'Mike.Fogarty@okhca.org'
<Mike.Fogarty@okhca.org>; 'Buffy.Heater@okhca.org' <Buffy.Heater@okhca.org>
> Subject: Re: Early Innovator Questions
>
> I have reviewed and aside from one change that I just discussed via telephone w/ Nico I think it is
good to go. Alex, have you had a chance to review? Is there anything that looks problematic to you?
Also, Secretary Cline/Julie please let us know if you have any concerns. Nico would like to finalize it
asap. Thank you, Katie
>
> ----- Original Message -----
> From: Nico Gomez [mailto:Nico.Gomez@okhca.org]
> Sent: Friday, April 08, 2011 10:37 AM
> To: Katie Altshuler; Denise Northrup; Glenn Coffee; 'Terry Cline (TerryC@health.ok.gov)'
<TerryC@health.ok.gov>; Alex Weintz; 'juliek@health.ok.gov' <juliek@health.ok.gov>
> Cc: Cindy Roberts <Cindy.Roberts@okhca.org>; Mike Fogarty <Mike.Fogarty@okhca.org>; Buffy
Heater <Buffy.Heater@okhca.org>
> Subject: RE: Early Innovator Questions
>
> I think we are close to having our response completed. Will you please review this latest draft as
soon as possible and let me know if you have any questions or concerns. I am hoping to send our final
response to the reporter by noon today.
>
> Thanks,
> Nico
>
> -----Original Message-----
> From: Nico Gomez
> Sent: Thursday, April 07, 2011 1:54 PM
> To: 'Katie Altshuler'; 'denise.northrup@gov.ok.gov'; 'glenn.coffee@gov.ok.gov'; Terry Cline
(TerryC@health.ok.gov); 'Alex Weintz'; 'juliek@health.ok.gov'
> Cc: Cindy Roberts; Mike Fogarty; Buffy Heater
> Subject: Early Innovator Questions
>
> All~
>
> Here is a list of questions (attached and below) we just received from the Tulsa World related to the
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Early Innovator grant. We will draft a response for your review but please understand that your review
time might be short. Please let me know if you have any thoughts or suggestions related to any of the
questions as soon as possible.
>
> Thanks,
> Nico
>
> -----Original Message-----
> From: Ziva Branstetter [mailto:Ziva.Branstetter@tulsaworld.com]
> Sent: Thursday, April 07, 2011 1:17 PM
> To: Nico Gomez
> Subject: Re: Instructions for Grantees: Restriction of Funds for IT Innovator Grantees
>
> OK thanks. It looks like the first gate review period has passed. What percentage of the grand funds
have been drawn down? My questions are attached. I asked OSDH many of the same questions but
since OHCA wrote the grant, they are probably more appropriate to address to you guys. Thanks again.
>
> Ziva Branstetter
> Enterprise Editor
> Tulsa World
> ziva.branstetter@tulsaworld.com
> 918.581.8306 (office)
> 918.520.0406 (cell)
> 918.581.8353 (fax)
>
>
>
>
>
>
>
>>>> Nico Gomez <Nico.Gomez@okhca.org> 4/7/2011 1:01 PM >>>
> Ziva,
>
> Here are the specific federal drawdown instructions for this grant.
>
> Thanks,
> Nico
> ________________________________
>
>
> Dear IT Innovator Grantees,
>
> Drawing Down Funds:  Instructions to Grantees:
>
> Background:
> The Center for Consumer Information and Insurance Oversight (CCIIO) will perform four (4) Gate
Reviews during the course of each year of early innovator grant funding consistent the Systems
Development Life Cycle practices to monitor, assess, and guide grantees to ensure the highest quality
results are attained.
>
>
> Gate Review 1:          Architecture Review (AR):                                   March 30 -April 1, 2011
> Gate Review 2:          Project Baseline Review (PBR)                          May/June 2011
> Gate Review 3:          Pre-Operational Readiness Review (PORR)                 September 2011
> Gate Review 4:          Operational Readiness Review (ORR)            September/October 2012
>
> Summary of Requirements:
> CCIIO will review requests for a draw-down of funds to support the SDLC activities at the time of the
Gate Reviews.  The request is prospective for the obligations needed to get the grantee through to the
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next gate review. Grantees may in the interim request a draw-down of funds to support the activities of
the Early Innovator IT Cooperative Agreement award.  Grantees will be required to submit to their
requests to their project officer via email:
>
>
> 1.       A brief description of how the draw-down request supports the goals of the approved
application's scope of work and the specific SDLC cycle
> 2.      Standard Form (SF) 424, a SF 424A, and a Budget Justification specific to the draw down
request.   Use the link and attach the form to your request for draw down. 
http://intranet.hhs.gov/forms/PHS/SF-424__Forms__SF-LLL__Forms_.pdf;  and
> 3.      A description of fiscal accountability of funds. Specifically, address:
> a.       Name of Contractor or proposed contractor.
> b.      Method of Selection: How was the contractor selected? State whether the contract is sole
source or competitive bid. If an organization is the sole source for the contract, include an explanation
as to why this institution is the only one able to perform contract services.
> c.       Period of Performance: How long is the contract period? Specify the beginning and ending
dates of the contract.
> d.      Scope of Work: What will the contractor do? Describe the specific services/tasks to be
performed by the contractor as related to the accomplishment of program objectives. Deliverables
should be clearly defined.
> e.       Method of Accountability: How will the contractor be monitored? Describe how the progress
and performance of the contractor will be monitored during and on close of the contract period. Identify
who will be responsible for supervising the contract.
>
> Timeline for Review and Release of Grant Funds:
> CCIIO will perform an internal review of draw down requests.  That review is expected to take up to
two weeks, assuming documentation is sufficient to support the request for draw down of funds. The
Division of Grants Management Operations will notify grantees by email of CCIIO's decision regarding
the draw down request.
>
>
> Susan Lumsden
> Office of Consumer Information and Insurance Oversight
> Department of Health and Human Services
> (301) 492-4347
>
>
>
>
> ==================================================DISCLAIMER - This
e-mail message, including any attachments,
> is for the sole use of the intended recipient(s) and may contain
> confidential and privileged information.
>
> If you are not the named addressee you should not disseminate,
> distribute or copy this e-mail. Please notify the sender
> immediately by e-mail if you have received this e-mail by
> mistake and delete this e-mail from your system.
>
> The sender does not accept liability for any errors or omissions in
> the contents of this message, which arise as a result of e-mail
> transmission. If verification is required please request a
> hard-copy version.
>
> -------------------------------------------------------------------------------------
> Each week 70% of Tulsa area adults read the Tulsa World (Scarborough Research 2010 R2).
> To subscribe, call (918) 582-0921.
>
>
> ______________________________________________________________________
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> This email has been scanned by the MessageLabs Email Security System.
> For more information please visit http://www.messagelabs.com/email
> ______________________________________________________________________
>
>
> =================
> DISCLAIMER - This e-mail message, including any attachments,
> is for the sole use of the intended recipient(s) and may contain
> confidential and privileged information.
>
> If you are not the named addressee you should not disseminate,
> distribute or copy this e-mail. Please notify the sender
> immediately by e-mail if you have received this e-mail by
> mistake and delete this e-mail from your system.
>
> The sender does not accept liability for any errors or omissions in
> the contents of this message, which arise as a result of e-mail
> transmission. If verification is required please request a
> hard-copy version.
>
> =================
> DISCLAIMER - This e-mail message, including any attachments,
> is for the sole use of the intended recipient(s) and may contain
> confidential and privileged information.
>
> If you are not the named addressee you should not disseminate,
> distribute or copy this e-mail. Please notify the sender
> immediately by e-mail if you have received this e-mail by
> mistake and delete this e-mail from your system.
>
> The sender does not accept liability for any errors or omissions in
> the contents of this message, which arise as a result of e-mail
> transmission. If verification is required please request a
> hard-copy version.
>
> =================
> DISCLAIMER - This e-mail message, including any attachments,
> is for the sole use of the intended recipient(s) and may contain
> confidential and privileged information.
>
> If you are not the named addressee you should not disseminate,
> distribute or copy this e-mail. Please notify the sender
> immediately by e-mail if you have received this e-mail by
> mistake and delete this e-mail from your system.
>
> The sender does not accept liability for any errors or omissions in
> the contents of this message, which arise as a result of e-mail
> transmission. If verification is required please request a
> hard-copy version.

=================
DISCLAIMER - This e-mail message, including any attachments,
is for the sole use of the intended recipient(s) and may contain
confidential and privileged information.

If you are not the named addressee you should not disseminate,
distribute or copy this e-mail. Please notify the sender
immediately by e-mail if you have received this e-mail by
mistake and delete this e-mail from your system.
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The sender does not accept liability for any errors or omissions in
the contents of this message, which arise as a result of e-mail
transmission. If verification is required please request a
hard-copy version.
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From: Glenn Coffee
To: Alex Weintz
Cc: Katie Altshuler; Nico.Gomez@okhca.org; Denise Northrup; TerryC@health.ok.gov; Juliek@health.ok.gov
Subject: Re: Early Innovator Story
Date: Saturday, April 09, 2011 3:23:26 PM

Agree.

Sent from my iPad

On Apr 9, 2011, at 2:42 PM, "Alex Weintz" <Alex.Weintz@gov.ok.gov> wrote:

> I don't think it can hurt at this point
>
> ----- Original Message -----
> From: Katie Altshuler
> Sent: Saturday, April 09, 2011 12:45 PM
> To: 'nico.gomez@okhca.org' <nico.gomez@okhca.org>; Alex Weintz; Denise Northrup; Glenn Coffee;
'TerryC@health.ok.gov' <TerryC@health.ok.gov>; 'Juliek@health.ok.gov' <Juliek@health.ok.gov>
> Subject: Re: Early Innovator Story
>
> I think you should respond, but that is just me! Katie
>
> ----- Original Message -----
> From: Nico Gomez [mailto:Nico.Gomez@okhca.org]
> Sent: Saturday, April 09, 2011 11:41 AM
> To: Alex Weintz; Denise Northrup; Katie Altshuler; Glenn Coffee; 'TerryC@health.ok.gov'
<TerryC@health.ok.gov>; 'Juliek@health.ok.gov' <Juliek@health.ok.gov>
> Subject: Early Innovator Story
>
> In Ziva Branstetter's story on the early innovator grant published in the early bird edition of the
Sunday Oklahoman (early bird headline: Does insurance website plan violate bidding laws?) - I thought
we made it clear that the existing relationship with HP was competitively bid and the exchange piece is
being bid out separately but the vendor must be able to connect to the system that HP built. I would
like to respond but I wanted to counsel with Alex or anyone else first. I am extremely frustrated
because I think this is extremely inaccurate and misleading.
>
> Unfortunately, it was reported with this paragraph. "It also states that a contractor for the system,
Hewlett-Packard Enterprise Systems, already has been chosen, apparently without competitive bidding."
It was modified a bit with Julie's and my responses at the end of the story.
>
> Here are the questions and responses to the Tulsa World questions regarding HP and the early
innovator grant.
>
> 7.     The application states that ``one of the contractors for the OHIEP will be Hewlett Packard
Enterprise Systems.’’ Shouldn’t that be something that is put out to competitive bid? How were they
chosen? What other contractors were considered?
>
> The grant proposal differentiates between technologies already in place versus new technology sought
via competitive bid. HP Enterprise System is listed as one of the existing contractors because they are
currently the agency’s fiscal agent having been recently awarded a competitive bid for the agency’s
Medicaid Management Information Systems (MMIS). The grant proposal builds upon the OHCA’s current
SoonerCare online enrollment system, which was built and is maintained by the existing contract with
HP Enterprise Services. The new functionality will be competitively bid, and must interface with that
existing system. Oklahoma will issue three competitive bids under this grant. The first request for
proposal will seek a consultant to provide expertise, development and options for Oklahoma’s exchange.
The second request for proposal will seek technical expertise and development of systems solutions for
the interfaces with public programs as well as creation of standardized formats. The third request for
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proposal will seek identification of requirements for systems, financial and operational aspects of
Oklahoma’s Exchange.  Approximately 97 percent of the grant funds will be competitively bid.
>
> 8.     HP and its lobbyists gave $8,100 to lawmakers and also spent $1,000 on meals for lawmakers
and other state officials last year. Was that lobbying an attempt to win the contract for this exchange?
>
> The agency is not in position to speak for HP or their motives. The OHCA has enjoyed a long
relationship with this company and their predecessor, EDS, as they have successfully won a competitive
bid twice now to become the state Medicaid program fiscal agent and have helped create our agency’s
online enrollment program.
>
> Thanks,
> Nico
> 405-388-7485
>
> ________________________________________
> From: Alex Weintz [Alex.Weintz@gov.ok.gov]
> Sent: Friday, April 08, 2011 12:54 PM
> To: Nico Gomez; Denise Northrup; Katie Altshuler; Glenn Coffee; 'TerryC@health.ok.gov';
'Juliek@health.ok.gov'
> Subject: Re: Early Innovator Questions
>
> I have looked it over and it seems ok to me
>
> ----- Original Message -----
> From: Nico Gomez [mailto:Nico.Gomez@okhca.org]
> Sent: Friday, April 08, 2011 12:04 PM
> To: Denise Northrup; Katie Altshuler; Glenn Coffee; 'TerryC@health.ok.gov' <TerryC@health.ok.gov>;
Alex Weintz; 'Juliek@health.ok.gov' <Juliek@health.ok.gov>
> Cc: Cindy Roberts <Cindy.Roberts@okhca.org>; Mike Fogarty <Mike.Fogarty@okhca.org>; Buffy
Heater <Buffy.Heater@okhca.org>
> Subject: RE: Early Innovator Questions
>
> Thank you. I have also received a call from capitol AP asking similar questions and I responded
verbally to Sean Murphy.
>
> I plan to send the response to Ziva at the Tulsa World at 1 p.m.
>
> I appreciate the review and quick feedback.
>
> Thanks,
> Nico
>
> -----Original Message-----
> From: Denise Northrup [mailto:Denise.Northrup@gov.ok.gov]
> Sent: Friday, April 08, 2011 11:54 AM
> To: Katie Altshuler; Nico Gomez; Glenn Coffee; 'TerryC@health.ok.gov'; Alex Weintz;
'Juliek@health.ok.gov'
> Cc: Cindy Roberts; Mike Fogarty; Buffy Heater
> Subject: Re: Early Innovator Questions
>
> I've reviewed most of it, and it looks fine.
>
> ----- Original Message -----
> From: Katie Altshuler
> Sent: Friday, April 08, 2011 11:50 AM
> To: 'nico.gomez@okhca.org' <nico.gomez@okhca.org>; Denise Northrup; Glenn Coffee;
'TerryC@health.ok.gov' <TerryC@health.ok.gov>; Alex Weintz; 'Juliek@health.ok.gov'
<Juliek@health.ok.gov>
> Cc: 'Cindy.Roberts@okhca.org' <Cindy.Roberts@okhca.org>; 'Mike.Fogarty@okhca.org'
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<Mike.Fogarty@okhca.org>; 'Buffy.Heater@okhca.org' <Buffy.Heater@okhca.org>
> Subject: Re: Early Innovator Questions
>
> I have reviewed and aside from one change that I just discussed via telephone w/ Nico I think it is
good to go. Alex, have you had a chance to review? Is there anything that looks problematic to you?
Also, Secretary Cline/Julie please let us know if you have any concerns. Nico would like to finalize it
asap. Thank you, Katie
>
> ----- Original Message -----
> From: Nico Gomez [mailto:Nico.Gomez@okhca.org]
> Sent: Friday, April 08, 2011 10:37 AM
> To: Katie Altshuler; Denise Northrup; Glenn Coffee; 'Terry Cline (TerryC@health.ok.gov)'
<TerryC@health.ok.gov>; Alex Weintz; 'juliek@health.ok.gov' <juliek@health.ok.gov>
> Cc: Cindy Roberts <Cindy.Roberts@okhca.org>; Mike Fogarty <Mike.Fogarty@okhca.org>; Buffy
Heater <Buffy.Heater@okhca.org>
> Subject: RE: Early Innovator Questions
>
> I think we are close to having our response completed. Will you please review this latest draft as
soon as possible and let me know if you have any questions or concerns. I am hoping to send our final
response to the reporter by noon today.
>
> Thanks,
> Nico
>
> -----Original Message-----
> From: Nico Gomez
> Sent: Thursday, April 07, 2011 1:54 PM
> To: 'Katie Altshuler'; 'denise.northrup@gov.ok.gov'; 'glenn.coffee@gov.ok.gov'; Terry Cline
(TerryC@health.ok.gov); 'Alex Weintz'; 'juliek@health.ok.gov'
> Cc: Cindy Roberts; Mike Fogarty; Buffy Heater
> Subject: Early Innovator Questions
>
> All~
>
> Here is a list of questions (attached and below) we just received from the Tulsa World related to the
Early Innovator grant. We will draft a response for your review but please understand that your review
time might be short. Please let me know if you have any thoughts or suggestions related to any of the
questions as soon as possible.
>
> Thanks,
> Nico
>
> -----Original Message-----
> From: Ziva Branstetter [mailto:Ziva.Branstetter@tulsaworld.com]
> Sent: Thursday, April 07, 2011 1:17 PM
> To: Nico Gomez
> Subject: Re: Instructions for Grantees: Restriction of Funds for IT Innovator Grantees
>
> OK thanks. It looks like the first gate review period has passed. What percentage of the grand funds
have been drawn down? My questions are attached. I asked OSDH many of the same questions but
since OHCA wrote the grant, they are probably more appropriate to address to you guys. Thanks again.
>
> Ziva Branstetter
> Enterprise Editor
> Tulsa World
> ziva.branstetter@tulsaworld.com
> 918.581.8306 (office)
> 918.520.0406 (cell)
> 918.581.8353 (fax)
>
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>
>
>
>
>
>
>>>> Nico Gomez <Nico.Gomez@okhca.org> 4/7/2011 1:01 PM >>>
> Ziva,
>
> Here are the specific federal drawdown instructions for this grant.
>
> Thanks,
> Nico
> ________________________________
>
>
> Dear IT Innovator Grantees,
>
> Drawing Down Funds:  Instructions to Grantees:
>
> Background:
> The Center for Consumer Information and Insurance Oversight (CCIIO) will perform four (4) Gate
Reviews during the course of each year of early innovator grant funding consistent the Systems
Development Life Cycle practices to monitor, assess, and guide grantees to ensure the highest quality
results are attained.
>
>
> Gate Review 1:          Architecture Review (AR):                                   March 30 -April 1, 2011
> Gate Review 2:          Project Baseline Review (PBR)                          May/June 2011
> Gate Review 3:          Pre-Operational Readiness Review (PORR)                 September 2011
> Gate Review 4:          Operational Readiness Review (ORR)            September/October 2012
>
> Summary of Requirements:
> CCIIO will review requests for a draw-down of funds to support the SDLC activities at the time of the
Gate Reviews.  The request is prospective for the obligations needed to get the grantee through to the
next gate review. Grantees may in the interim request a draw-down of funds to support the activities of
the Early Innovator IT Cooperative Agreement award.  Grantees will be required to submit to their
requests to their project officer via email:
>
>
> 1.       A brief description of how the draw-down request supports the goals of the approved
application's scope of work and the specific SDLC cycle
> 2.      Standard Form (SF) 424, a SF 424A, and a Budget Justification specific to the draw down
request.   Use the link and attach the form to your request for draw down. 
http://intranet.hhs.gov/forms/PHS/SF-424__Forms__SF-LLL__Forms_.pdf;  and
> 3.      A description of fiscal accountability of funds. Specifically, address:
> a.       Name of Contractor or proposed contractor.
> b.      Method of Selection: How was the contractor selected? State whether the contract is sole
source or competitive bid. If an organization is the sole source for the contract, include an explanation
as to why this institution is the only one able to perform contract services.
> c.       Period of Performance: How long is the contract period? Specify the beginning and ending
dates of the contract.
> d.      Scope of Work: What will the contractor do? Describe the specific services/tasks to be
performed by the contractor as related to the accomplishment of program objectives. Deliverables
should be clearly defined.
> e.       Method of Accountability: How will the contractor be monitored? Describe how the progress
and performance of the contractor will be monitored during and on close of the contract period. Identify
who will be responsible for supervising the contract.
>
> Timeline for Review and Release of Grant Funds:

4558



> CCIIO will perform an internal review of draw down requests.  That review is expected to take up to
two weeks, assuming documentation is sufficient to support the request for draw down of funds. The
Division of Grants Management Operations will notify grantees by email of CCIIO's decision regarding
the draw down request.
>
>
> Susan Lumsden
> Office of Consumer Information and Insurance Oversight
> Department of Health and Human Services
> (301) 492-4347
>
>
>
>
> ==================================================DISCLAIMER - This
e-mail message, including any attachments,
> is for the sole use of the intended recipient(s) and may contain
> confidential and privileged information.
>
> If you are not the named addressee you should not disseminate,
> distribute or copy this e-mail. Please notify the sender
> immediately by e-mail if you have received this e-mail by
> mistake and delete this e-mail from your system.
>
> The sender does not accept liability for any errors or omissions in
> the contents of this message, which arise as a result of e-mail
> transmission. If verification is required please request a
> hard-copy version.
>
> -------------------------------------------------------------------------------------
> Each week 70% of Tulsa area adults read the Tulsa World (Scarborough Research 2010 R2).
> To subscribe, call (918) 582-0921.
>
>
> ______________________________________________________________________
> This email has been scanned by the MessageLabs Email Security System.
> For more information please visit http://www.messagelabs.com/email
> ______________________________________________________________________
>
>
> =================
> DISCLAIMER - This e-mail message, including any attachments,
> is for the sole use of the intended recipient(s) and may contain
> confidential and privileged information.
>
> If you are not the named addressee you should not disseminate,
> distribute or copy this e-mail. Please notify the sender
> immediately by e-mail if you have received this e-mail by
> mistake and delete this e-mail from your system.
>
> The sender does not accept liability for any errors or omissions in
> the contents of this message, which arise as a result of e-mail
> transmission. If verification is required please request a
> hard-copy version.
>
> =================
> DISCLAIMER - This e-mail message, including any attachments,
> is for the sole use of the intended recipient(s) and may contain
> confidential and privileged information.
>
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> If you are not the named addressee you should not disseminate,
> distribute or copy this e-mail. Please notify the sender
> immediately by e-mail if you have received this e-mail by
> mistake and delete this e-mail from your system.
>
> The sender does not accept liability for any errors or omissions in
> the contents of this message, which arise as a result of e-mail
> transmission. If verification is required please request a
> hard-copy version.
>
> =================
> DISCLAIMER - This e-mail message, including any attachments,
> is for the sole use of the intended recipient(s) and may contain
> confidential and privileged information.
>
> If you are not the named addressee you should not disseminate,
> distribute or copy this e-mail. Please notify the sender
> immediately by e-mail if you have received this e-mail by
> mistake and delete this e-mail from your system.
>
> The sender does not accept liability for any errors or omissions in
> the contents of this message, which arise as a result of e-mail
> transmission. If verification is required please request a
> hard-copy version.
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From: Alex Weintz
To: Katie Altshuler; "Nico.Gomez@okhca.org"; Denise Northrup; Glenn Coffee; "TerryC@health.ok.gov";

"Juliek@health.ok.gov"
Subject: Re: Early Innovator Story
Date: Saturday, April 09, 2011 2:42:35 PM

I don't think it can hurt at this point

----- Original Message -----
From: Katie Altshuler
Sent: Saturday, April 09, 2011 12:45 PM
To: 'nico.gomez@okhca.org' <nico.gomez@okhca.org>; Alex Weintz; Denise Northrup; Glenn Coffee;
'TerryC@health.ok.gov' <TerryC@health.ok.gov>; 'Juliek@health.ok.gov' <Juliek@health.ok.gov>
Subject: Re: Early Innovator Story

I think you should respond, but that is just me! Katie

----- Original Message -----
From: Nico Gomez [mailto:Nico.Gomez@okhca.org]
Sent: Saturday, April 09, 2011 11:41 AM
To: Alex Weintz; Denise Northrup; Katie Altshuler; Glenn Coffee; 'TerryC@health.ok.gov'
<TerryC@health.ok.gov>; 'Juliek@health.ok.gov' <Juliek@health.ok.gov>
Subject: Early Innovator Story

In Ziva Branstetter's story on the early innovator grant published in the early bird edition of the Sunday
Oklahoman (early bird headline: Does insurance website plan violate bidding laws?) - I thought we
made it clear that the existing relationship with HP was competitively bid and the exchange piece is
being bid out separately but the vendor must be able to connect to the system that HP built. I would
like to respond but I wanted to counsel with Alex or anyone else first. I am extremely frustrated
because I think this is extremely inaccurate and misleading.

Unfortunately, it was reported with this paragraph. "It also states that a contractor for the system,
Hewlett-Packard Enterprise Systems, already has been chosen, apparently without competitive bidding."
It was modified a bit with Julie's and my responses at the end of the story.

Here are the questions and responses to the Tulsa World questions regarding HP and the early
innovator grant.

7.     The application states that ``one of the contractors for the OHIEP will be Hewlett Packard
Enterprise Systems.’’ Shouldn’t that be something that is put out to competitive bid? How were they
chosen? What other contractors were considered?

The grant proposal differentiates between technologies already in place versus new technology sought
via competitive bid. HP Enterprise System is listed as one of the existing contractors because they are
currently the agency’s fiscal agent having been recently awarded a competitive bid for the agency’s
Medicaid Management Information Systems (MMIS). The grant proposal builds upon the OHCA’s current
SoonerCare online enrollment system, which was built and is maintained by the existing contract with
HP Enterprise Services. The new functionality will be competitively bid, and must interface with that
existing system. Oklahoma will issue three competitive bids under this grant. The first request for
proposal will seek a consultant to provide expertise, development and options for Oklahoma’s exchange.
The second request for proposal will seek technical expertise and development of systems solutions for
the interfaces with public programs as well as creation of standardized formats. The third request for
proposal will seek identification of requirements for systems, financial and operational aspects of
Oklahoma’s Exchange.  Approximately 97 percent of the grant funds will be competitively bid.

8.     HP and its lobbyists gave $8,100 to lawmakers and also spent $1,000 on meals for lawmakers and
other state officials last year. Was that lobbying an attempt to win the contract for this exchange?
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The agency is not in position to speak for HP or their motives. The OHCA has enjoyed a long
relationship with this company and their predecessor, EDS, as they have successfully won a competitive
bid twice now to become the state Medicaid program fiscal agent and have helped create our agency’s
online enrollment program.

Thanks,
Nico
405-388-7485

________________________________________
From: Alex Weintz [Alex.Weintz@gov.ok.gov]
Sent: Friday, April 08, 2011 12:54 PM
To: Nico Gomez; Denise Northrup; Katie Altshuler; Glenn Coffee; 'TerryC@health.ok.gov';
'Juliek@health.ok.gov'
Subject: Re: Early Innovator Questions

I have looked it over and it seems ok to me

----- Original Message -----
From: Nico Gomez [mailto:Nico.Gomez@okhca.org]
Sent: Friday, April 08, 2011 12:04 PM
To: Denise Northrup; Katie Altshuler; Glenn Coffee; 'TerryC@health.ok.gov' <TerryC@health.ok.gov>;
Alex Weintz; 'Juliek@health.ok.gov' <Juliek@health.ok.gov>
Cc: Cindy Roberts <Cindy.Roberts@okhca.org>; Mike Fogarty <Mike.Fogarty@okhca.org>; Buffy Heater
<Buffy.Heater@okhca.org>
Subject: RE: Early Innovator Questions

Thank you. I have also received a call from capitol AP asking similar questions and I responded verbally
to Sean Murphy.

I plan to send the response to Ziva at the Tulsa World at 1 p.m.

I appreciate the review and quick feedback.

Thanks,
Nico

-----Original Message-----
From: Denise Northrup [mailto:Denise.Northrup@gov.ok.gov]
Sent: Friday, April 08, 2011 11:54 AM
To: Katie Altshuler; Nico Gomez; Glenn Coffee; 'TerryC@health.ok.gov'; Alex Weintz;
'Juliek@health.ok.gov'
Cc: Cindy Roberts; Mike Fogarty; Buffy Heater
Subject: Re: Early Innovator Questions

I've reviewed most of it, and it looks fine.

----- Original Message -----
From: Katie Altshuler
Sent: Friday, April 08, 2011 11:50 AM
To: 'nico.gomez@okhca.org' <nico.gomez@okhca.org>; Denise Northrup; Glenn Coffee;
'TerryC@health.ok.gov' <TerryC@health.ok.gov>; Alex Weintz; 'Juliek@health.ok.gov'
<Juliek@health.ok.gov>
Cc: 'Cindy.Roberts@okhca.org' <Cindy.Roberts@okhca.org>; 'Mike.Fogarty@okhca.org'
<Mike.Fogarty@okhca.org>; 'Buffy.Heater@okhca.org' <Buffy.Heater@okhca.org>
Subject: Re: Early Innovator Questions

I have reviewed and aside from one change that I just discussed via telephone w/ Nico I think it is good
to go. Alex, have you had a chance to review? Is there anything that looks problematic to you? Also,
Secretary Cline/Julie please let us know if you have any concerns. Nico would like to finalize it asap.
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Thank you, Katie

----- Original Message -----
From: Nico Gomez [mailto:Nico.Gomez@okhca.org]
Sent: Friday, April 08, 2011 10:37 AM
To: Katie Altshuler; Denise Northrup; Glenn Coffee; 'Terry Cline (TerryC@health.ok.gov)'
<TerryC@health.ok.gov>; Alex Weintz; 'juliek@health.ok.gov' <juliek@health.ok.gov>
Cc: Cindy Roberts <Cindy.Roberts@okhca.org>; Mike Fogarty <Mike.Fogarty@okhca.org>; Buffy Heater
<Buffy.Heater@okhca.org>
Subject: RE: Early Innovator Questions

I think we are close to having our response completed. Will you please review this latest draft as soon
as possible and let me know if you have any questions or concerns. I am hoping to send our final
response to the reporter by noon today.

Thanks,
Nico

-----Original Message-----
From: Nico Gomez
Sent: Thursday, April 07, 2011 1:54 PM
To: 'Katie Altshuler'; 'denise.northrup@gov.ok.gov'; 'glenn.coffee@gov.ok.gov'; Terry Cline
(TerryC@health.ok.gov); 'Alex Weintz'; 'juliek@health.ok.gov'
Cc: Cindy Roberts; Mike Fogarty; Buffy Heater
Subject: Early Innovator Questions

All~

Here is a list of questions (attached and below) we just received from the Tulsa World related to the
Early Innovator grant. We will draft a response for your review but please understand that your review
time might be short. Please let me know if you have any thoughts or suggestions related to any of the
questions as soon as possible.

Thanks,
Nico

-----Original Message-----
From: Ziva Branstetter [mailto:Ziva.Branstetter@tulsaworld.com]
Sent: Thursday, April 07, 2011 1:17 PM
To: Nico Gomez
Subject: Re: Instructions for Grantees: Restriction of Funds for IT Innovator Grantees

OK thanks. It looks like the first gate review period has passed. What percentage of the grand funds
have been drawn down? My questions are attached. I asked OSDH many of the same questions but
since OHCA wrote the grant, they are probably more appropriate to address to you guys. Thanks again.

Ziva Branstetter
Enterprise Editor
Tulsa World
ziva.branstetter@tulsaworld.com
918.581.8306 (office)
918.520.0406 (cell)
918.581.8353 (fax)
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>>> Nico Gomez <Nico.Gomez@okhca.org> 4/7/2011 1:01 PM >>>
Ziva,

Here are the specific federal drawdown instructions for this grant.

Thanks,
Nico
________________________________

Dear IT Innovator Grantees,

Drawing Down Funds:  Instructions to Grantees:

Background:
The Center for Consumer Information and Insurance Oversight (CCIIO) will perform four (4) Gate
Reviews during the course of each year of early innovator grant funding consistent the Systems
Development Life Cycle practices to monitor, assess, and guide grantees to ensure the highest quality
results are attained.

Gate Review 1:          Architecture Review (AR):                                   March 30 -April 1, 2011
Gate Review 2:          Project Baseline Review (PBR)                          May/June 2011
Gate Review 3:          Pre-Operational Readiness Review (PORR)                 September 2011
Gate Review 4:          Operational Readiness Review (ORR)            September/October 2012

Summary of Requirements:
CCIIO will review requests for a draw-down of funds to support the SDLC activities at the time of the
Gate Reviews.  The request is prospective for the obligations needed to get the grantee through to the
next gate review. Grantees may in the interim request a draw-down of funds to support the activities of
the Early Innovator IT Cooperative Agreement award.  Grantees will be required to submit to their
requests to their project officer via email:

1.       A brief description of how the draw-down request supports the goals of the approved
application's scope of work and the specific SDLC cycle
2.      Standard Form (SF) 424, a SF 424A, and a Budget Justification specific to the draw down
request.   Use the link and attach the form to your request for draw down. 
http://intranet.hhs.gov/forms/PHS/SF-424 Forms SF-LLL Forms .pdf;  and
3.      A description of fiscal accountability of funds. Specifically, address:
a.       Name of Contractor or proposed contractor.
b.      Method of Selection: How was the contractor selected? State whether the contract is sole source
or competitive bid. If an organization is the sole source for the contract, include an explanation as to
why this institution is the only one able to perform contract services.
c.       Period of Performance: How long is the contract period? Specify the beginning and ending dates
of the contract.
d.      Scope of Work: What will the contractor do? Describe the specific services/tasks to be performed
by the contractor as related to the accomplishment of program objectives. Deliverables should be clearly
defined.
e.       Method of Accountability: How will the contractor be monitored? Describe how the progress and
performance of the contractor will be monitored during and on close of the contract period. Identify
who will be responsible for supervising the contract.

Timeline for Review and Release of Grant Funds:
CCIIO will perform an internal review of draw down requests.  That review is expected to take up to
two weeks, assuming documentation is sufficient to support the request for draw down of funds. The
Division of Grants Management Operations will notify grantees by email of CCIIO's decision regarding
the draw down request.
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Susan Lumsden
Office of Consumer Information and Insurance Oversight
Department of Health and Human Services
(301) 492-4347

==================================================DISCLAIMER - This e-
mail message, including any attachments,
is for the sole use of the intended recipient(s) and may contain
confidential and privileged information.

If you are not the named addressee you should not disseminate,
distribute or copy this e-mail. Please notify the sender
immediately by e-mail if you have received this e-mail by
mistake and delete this e-mail from your system.

The sender does not accept liability for any errors or omissions in
the contents of this message, which arise as a result of e-mail
transmission. If verification is required please request a
hard-copy version.

-------------------------------------------------------------------------------------
Each week 70% of Tulsa area adults read the Tulsa World (Scarborough Research 2010 R2).
To subscribe, call (918) 582-0921.

______________________________________________________________________
This email has been scanned by the MessageLabs Email Security System.
For more information please visit http://www.messagelabs.com/email
______________________________________________________________________

=================
DISCLAIMER - This e-mail message, including any attachments,
is for the sole use of the intended recipient(s) and may contain
confidential and privileged information.

If you are not the named addressee you should not disseminate,
distribute or copy this e-mail. Please notify the sender
immediately by e-mail if you have received this e-mail by
mistake and delete this e-mail from your system.

The sender does not accept liability for any errors or omissions in
the contents of this message, which arise as a result of e-mail
transmission. If verification is required please request a
hard-copy version.

=================
DISCLAIMER - This e-mail message, including any attachments,
is for the sole use of the intended recipient(s) and may contain
confidential and privileged information.

If you are not the named addressee you should not disseminate,
distribute or copy this e-mail. Please notify the sender
immediately by e-mail if you have received this e-mail by
mistake and delete this e-mail from your system.

The sender does not accept liability for any errors or omissions in
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the contents of this message, which arise as a result of e-mail
transmission. If verification is required please request a
hard-copy version.

=================
DISCLAIMER - This e-mail message, including any attachments,
is for the sole use of the intended recipient(s) and may contain
confidential and privileged information.

If you are not the named addressee you should not disseminate,
distribute or copy this e-mail. Please notify the sender
immediately by e-mail if you have received this e-mail by
mistake and delete this e-mail from your system.

The sender does not accept liability for any errors or omissions in
the contents of this message, which arise as a result of e-mail
transmission. If verification is required please request a
hard-copy version.
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From: Glenn Coffee
To: Alex Weintz
Cc: Nico.Gomez@okhca.org; Katie Altshuler; Denise Northrup; TerryC@health.ok.gov; Juliek@health.ok.gov
Subject: Re: Early Innovator Story
Date: Saturday, April 09, 2011 3:41:56 PM

Yep

Sent from my iPad

On Apr 9, 2011, at 3:39 PM, "Alex Weintz" <Alex.Weintz@gov.ok.gov> wrote:

> Looks good to me
>
> ----- Original Message -----
> From: Nico Gomez [mailto:Nico.Gomez@okhca.org]
> Sent: Saturday, April 09, 2011 03:34 PM
> To: Glenn Coffee; Alex Weintz
> Cc: Katie Altshuler; Denise Northrup; TerryC@health.ok.gov <TerryC@health.ok.gov>;
Juliek@health.ok.gov <Juliek@health.ok.gov>
> Subject: RE: Early Innovator Story
>
> Thoughts before I hit send???
>
> __________________________________
>
> Ziva,
>
> In your story on the early innovator grant published in the early bird edition of the Sunday
Oklahoman (early bird headline: Does insurance website plan violate bidding laws?) - I thought I made
it clear that the existing relationship with HP was competitively bid and the exchange piece is being bid
out separately but the vendor must be able to connect to the system that HP built. I am extremely
disappointed because the allegations in this story are extremely inaccurate and misleading. I understand
that you are not responsible for the headline that questioned the legality of our process. However, I
stand firm that the agency has in no way committed any unethical or illegal activities related to the early
innovator grant and its relationship to HP. There is and has been no pre-selection of any of our
vendors.
>
> Unfortunately, it was reported with this paragraph. "It also states that a contractor for the system,
Hewlett-Packard Enterprise Systems, already has been chosen, apparently without competitive bidding."
That statement is a complete contradiction to what I said in our response, "HP Enterprise System is
listed as one of the existing contractors because they are currently the agency’s fiscal agent having
been recently awarded a competitive bid for the agency’s Medicaid Management Information Systems
(MMIS). The grant proposal builds upon the OHCA’s current SoonerCare online enrollment system,
which was built and is maintained by the existing contract with HP Enterprise Services."
>
> Again, HP, as an extension of our competitively bid Medicaid Management Information System, helped
us build our online enrollment program as a part of the previous MMIS contract. It was a project that
began more than three years ago. This project underwent rigorous federal review. We were very open
and transparent in our grant application that this was a key part of our existing infrastructure and that
is why we listed in the grant because it was an existing project with a vendor. In fact, we firmly believe
it is our existing progress in our online enrollment program that made us an attractive and successful
grant applicant.
>
> I respectfully request a retraction or correction of this point.
>
> Cordially,
> Nico Gomez
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> Deputy CEO
>
>
>
> Here are the questions and responses to the Tulsa World questions regarding HP and the early
innovator grant.
>
> 7.     The application states that ``one of the contractors for the OHIEP will be Hewlett Packard
Enterprise Systems.’’ Shouldn’t that be something that is put out to competitive bid? How were they
chosen? What other contractors were considered?
>
> The grant proposal differentiates between technologies already in place versus new technology sought
via competitive bid. HP Enterprise System is listed as one of the existing contractors because they are
currently the agency’s fiscal agent having been recently awarded a competitive bid for the agency’s
Medicaid Management Information Systems (MMIS). The grant proposal builds upon the OHCA’s current
SoonerCare online enrollment system, which was built and is maintained by the existing contract with
HP Enterprise Services. The new functionality will be competitively bid, and must interface with that
existing system. Oklahoma will issue three competitive bids under this grant. The first request for
proposal will seek a consultant to provide expertise, development and options for Oklahoma’s exchange.
The second request for proposal will seek technical expertise and development of systems solutions for
the interfaces with public programs as well as creation of standardized formats. The third request for
proposal will seek identification of requirements for systems, financial and operational aspects of
Oklahoma’s Exchange.  Approximately 97 percent of the grant funds will be competitively bid.
>
> 8.     HP and its lobbyists gave $8,100 to lawmakers and also spent $1,000 on meals for lawmakers
and other state officials last year. Was that lobbying an attempt to win the contract for this exchange?
>
> The agency is not in position to speak for HP or their motives. The OHCA has enjoyed a long
relationship with this company and their predecessor, EDS, as they have successfully won a competitive
bid twice now to become the state Medicaid program fiscal agent and have helped create our agency’s
online enrollment program.
>
> ________________________________________
> From: Glenn Coffee [Glenn.Coffee@gov.ok.gov]
> Sent: Saturday, April 09, 2011 3:23 PM
> To: Alex Weintz
> Cc: Katie Altshuler; Nico Gomez; Denise Northrup; TerryC@health.ok.gov; Juliek@health.ok.gov
> Subject: Re: Early Innovator Story
>
> Agree.
>
> Sent from my iPad
>
> On Apr 9, 2011, at 2:42 PM, "Alex Weintz" <Alex.Weintz@gov.ok.gov> wrote:
>
>> I don't think it can hurt at this point
>>
>> ----- Original Message -----
>> From: Katie Altshuler
>> Sent: Saturday, April 09, 2011 12:45 PM
>> To: 'nico.gomez@okhca.org' <nico.gomez@okhca.org>; Alex Weintz; Denise Northrup; Glenn
Coffee; 'TerryC@health.ok.gov' <TerryC@health.ok.gov>; 'Juliek@health.ok.gov'
<Juliek@health.ok.gov>
>> Subject: Re: Early Innovator Story
>>
>> I think you should respond, but that is just me! Katie
>>
>> ----- Original Message -----
>> From: Nico Gomez [mailto:Nico.Gomez@okhca.org]
>> Sent: Saturday, April 09, 2011 11:41 AM
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>> To: Alex Weintz; Denise Northrup; Katie Altshuler; Glenn Coffee; 'TerryC@health.ok.gov'
<TerryC@health.ok.gov>; 'Juliek@health.ok.gov' <Juliek@health.ok.gov>
>> Subject: Early Innovator Story
>>
>> In Ziva Branstetter's story on the early innovator grant published in the early bird edition of the
Sunday Oklahoman (early bird headline: Does insurance website plan violate bidding laws?) - I thought
we made it clear that the existing relationship with HP was competitively bid and the exchange piece is
being bid out separately but the vendor must be able to connect to the system that HP built. I would
like to respond but I wanted to counsel with Alex or anyone else first. I am extremely frustrated
because I think this is extremely inaccurate and misleading.
>>
>> Unfortunately, it was reported with this paragraph. "It also states that a contractor for the system,
Hewlett-Packard Enterprise Systems, already has been chosen, apparently without competitive bidding."
It was modified a bit with Julie's and my responses at the end of the story.
>>
>> Here are the questions and responses to the Tulsa World questions regarding HP and the early
innovator grant.
>>
>> 7.     The application states that ``one of the contractors for the OHIEP will be Hewlett Packard
Enterprise Systems.’’ Shouldn’t that be something that is put out to competitive bid? How were they
chosen? What other contractors were considered?
>>
>> The grant proposal differentiates between technologies already in place versus new technology
sought via competitive bid. HP Enterprise System is listed as one of the existing contractors because
they are currently the agency’s fiscal agent having been recently awarded a competitive bid for the
agency’s Medicaid Management Information Systems (MMIS). The grant proposal builds upon the
OHCA’s current SoonerCare online enrollment system, which was built and is maintained by the existing
contract with HP Enterprise Services. The new functionality will be competitively bid, and must interface
with that existing system. Oklahoma will issue three competitive bids under this grant. The first request
for proposal will seek a consultant to provide expertise, development and options for Oklahoma’s
exchange. The second request for proposal will seek technical expertise and development of systems
solutions for the interfaces with public programs as well as creation of standardized formats. The third
request for proposal will seek identification of requirements for systems, financial and operational
aspects of Oklahoma’s Exchange.  Approximately 97 percent of the grant funds will be competitively
bid.
>>
>> 8.     HP and its lobbyists gave $8,100 to lawmakers and also spent $1,000 on meals for lawmakers
and other state officials last year. Was that lobbying an attempt to win the contract for this exchange?
>>
>> The agency is not in position to speak for HP or their motives. The OHCA has enjoyed a long
relationship with this company and their predecessor, EDS, as they have successfully won a competitive
bid twice now to become the state Medicaid program fiscal agent and have helped create our agency’s
online enrollment program.
>>
>> Thanks,
>> Nico
>> 
>>
>> ________________________________________
>> From: Alex Weintz [Alex.Weintz@gov.ok.gov]
>> Sent: Friday, April 08, 2011 12:54 PM
>> To: Nico Gomez; Denise Northrup; Katie Altshuler; Glenn Coffee; 'TerryC@health.ok.gov';
'Juliek@health.ok.gov'
>> Subject: Re: Early Innovator Questions
>>
>> I have looked it over and it seems ok to me
>>
>> ----- Original Message -----
>> From: Nico Gomez [mailto:Nico.Gomez@okhca.org]
>> Sent: Friday, April 08, 2011 12:04 PM
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>> To: Denise Northrup; Katie Altshuler; Glenn Coffee; 'TerryC@health.ok.gov'
<TerryC@health.ok.gov>; Alex Weintz; 'Juliek@health.ok.gov' <Juliek@health.ok.gov>
>> Cc: Cindy Roberts <Cindy.Roberts@okhca.org>; Mike Fogarty <Mike.Fogarty@okhca.org>; Buffy
Heater <Buffy.Heater@okhca.org>
>> Subject: RE: Early Innovator Questions
>>
>> Thank you. I have also received a call from capitol AP asking similar questions and I responded
verbally to Sean Murphy.
>>
>> I plan to send the response to Ziva at the Tulsa World at 1 p.m.
>>
>> I appreciate the review and quick feedback.
>>
>> Thanks,
>> Nico
>>
>> -----Original Message-----
>> From: Denise Northrup [mailto:Denise.Northrup@gov.ok.gov]
>> Sent: Friday, April 08, 2011 11:54 AM
>> To: Katie Altshuler; Nico Gomez; Glenn Coffee; 'TerryC@health.ok.gov'; Alex Weintz;
'Juliek@health.ok.gov'
>> Cc: Cindy Roberts; Mike Fogarty; Buffy Heater
>> Subject: Re: Early Innovator Questions
>>
>> I've reviewed most of it, and it looks fine.
>>
>> ----- Original Message -----
>> From: Katie Altshuler
>> Sent: Friday, April 08, 2011 11:50 AM
>> To: 'nico.gomez@okhca.org' <nico.gomez@okhca.org>; Denise Northrup; Glenn Coffee;
'TerryC@health.ok.gov' <TerryC@health.ok.gov>; Alex Weintz; 'Juliek@health.ok.gov'
<Juliek@health.ok.gov>
>> Cc: 'Cindy.Roberts@okhca.org' <Cindy.Roberts@okhca.org>; 'Mike.Fogarty@okhca.org'
<Mike.Fogarty@okhca.org>; 'Buffy.Heater@okhca.org' <Buffy.Heater@okhca.org>
>> Subject: Re: Early Innovator Questions
>>
>> I have reviewed and aside from one change that I just discussed via telephone w/ Nico I think it is
good to go. Alex, have you had a chance to review? Is there anything that looks problematic to you?
Also, Secretary Cline/Julie please let us know if you have any concerns. Nico would like to finalize it
asap. Thank you, Katie
>>
>> ----- Original Message -----
>> From: Nico Gomez [mailto:Nico.Gomez@okhca.org]
>> Sent: Friday, April 08, 2011 10:37 AM
>> To: Katie Altshuler; Denise Northrup; Glenn Coffee; 'Terry Cline (TerryC@health.ok.gov)'
<TerryC@health.ok.gov>; Alex Weintz; 'juliek@health.ok.gov' <juliek@health.ok.gov>
>> Cc: Cindy Roberts <Cindy.Roberts@okhca.org>; Mike Fogarty <Mike.Fogarty@okhca.org>; Buffy
Heater <Buffy.Heater@okhca.org>
>> Subject: RE: Early Innovator Questions
>>
>> I think we are close to having our response completed. Will you please review this latest draft as
soon as possible and let me know if you have any questions or concerns. I am hoping to send our final
response to the reporter by noon today.
>>
>> Thanks,
>> Nico
>>
>> -----Original Message-----
>> From: Nico Gomez
>> Sent: Thursday, April 07, 2011 1:54 PM
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>> To: 'Katie Altshuler'; 'denise.northrup@gov.ok.gov'; 'glenn.coffee@gov.ok.gov'; Terry Cline
(TerryC@health.ok.gov); 'Alex Weintz'; 'juliek@health.ok.gov'
>> Cc: Cindy Roberts; Mike Fogarty; Buffy Heater
>> Subject: Early Innovator Questions
>>
>> All~
>>
>> Here is a list of questions (attached and below) we just received from the Tulsa World related to the
Early Innovator grant. We will draft a response for your review but please understand that your review
time might be short. Please let me know if you have any thoughts or suggestions related to any of the
questions as soon as possible.
>>
>> Thanks,
>> Nico
>>
>> -----Original Message-----
>> From: Ziva Branstetter [mailto:Ziva.Branstetter@tulsaworld.com]
>> Sent: Thursday, April 07, 2011 1:17 PM
>> To: Nico Gomez
>> Subject: Re: Instructions for Grantees: Restriction of Funds for IT Innovator Grantees
>>
>> OK thanks. It looks like the first gate review period has passed. What percentage of the grand funds
have been drawn down? My questions are attached. I asked OSDH many of the same questions but
since OHCA wrote the grant, they are probably more appropriate to address to you guys. Thanks again.
>>
>> Ziva Branstetter
>> Enterprise Editor
>> Tulsa World
>> ziva.branstetter@tulsaworld.com
>> 918.581.8306 (office)
>> 918.520.0406 (cell)
>> 918.581.8353 (fax)
>>
>>
>>
>>
>>
>>
>>
>>>>> Nico Gomez <Nico.Gomez@okhca.org> 4/7/2011 1:01 PM >>>
>> Ziva,
>>
>> Here are the specific federal drawdown instructions for this grant.
>>
>> Thanks,
>> Nico
>> ________________________________
>>
>>
>> Dear IT Innovator Grantees,
>>
>> Drawing Down Funds:  Instructions to Grantees:
>>
>> Background:
>> The Center for Consumer Information and Insurance Oversight (CCIIO) will perform four (4) Gate
Reviews during the course of each year of early innovator grant funding consistent the Systems
Development Life Cycle practices to monitor, assess, and guide grantees to ensure the highest quality
results are attained.
>>
>>
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>> Gate Review 1:          Architecture Review (AR):                                   March 30 -April 1, 2011
>> Gate Review 2:          Project Baseline Review (PBR)                          May/June 2011
>> Gate Review 3:          Pre-Operational Readiness Review (PORR)                 September 2011
>> Gate Review 4:          Operational Readiness Review (ORR)            September/October 2012
>>
>> Summary of Requirements:
>> CCIIO will review requests for a draw-down of funds to support the SDLC activities at the time of
the Gate Reviews.  The request is prospective for the obligations needed to get the grantee through to
the next gate review. Grantees may in the interim request a draw-down of funds to support the
activities of the Early Innovator IT Cooperative Agreement award.  Grantees will be required to submit
to their requests to their project officer via email:
>>
>>
>> 1.       A brief description of how the draw-down request supports the goals of the approved
application's scope of work and the specific SDLC cycle
>> 2.      Standard Form (SF) 424, a SF 424A, and a Budget Justification specific to the draw down
request.   Use the link and attach the form to your request for draw down. 
http://intranet.hhs.gov/forms/PHS/SF-424__Forms__SF-LLL__Forms_.pdf;  and
>> 3.      A description of fiscal accountability of funds. Specifically, address:
>> a.       Name of Contractor or proposed contractor.
>> b.      Method of Selection: How was the contractor selected? State whether the contract is sole
source or competitive bid. If an organization is the sole source for the contract, include an explanation
as to why this institution is the only one able to perform contract services.
>> c.       Period of Performance: How long is the contract period? Specify the beginning and ending
dates of the contract.
>> d.      Scope of Work: What will the contractor do? Describe the specific services/tasks to be
performed by the contractor as related to the accomplishment of program objectives. Deliverables
should be clearly defined.
>> e.       Method of Accountability: How will the contractor be monitored? Describe how the progress
and performance of the contractor will be monitored during and on close of the contract period. Identify
who will be responsible for supervising the contract.
>>
>> Timeline for Review and Release of Grant Funds:
>> CCIIO will perform an internal review of draw down requests.  That review is expected to take up to
two weeks, assuming documentation is sufficient to support the request for draw down of funds. The
Division of Grants Management Operations will notify grantees by email of CCIIO's decision regarding
the draw down request.
>>
>>
>> Susan Lumsden
>> Office of Consumer Information and Insurance Oversight
>> Department of Health and Human Services
>> (301) 492-4347
>>
>>
>>
>>
>> ==================================================DISCLAIMER - This
e-mail message, including any attachments,
>> is for the sole use of the intended recipient(s) and may contain
>> confidential and privileged information.
>>
>> If you are not the named addressee you should not disseminate,
>> distribute or copy this e-mail. Please notify the sender
>> immediately by e-mail if you have received this e-mail by
>> mistake and delete this e-mail from your system.
>>
>> The sender does not accept liability for any errors or omissions in
>> the contents of this message, which arise as a result of e-mail
>> transmission. If verification is required please request a
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>> hard-copy version.
>>
>> -------------------------------------------------------------------------------------
>> Each week 70% of Tulsa area adults read the Tulsa World (Scarborough Research 2010 R2).
>> To subscribe, call (918) 582-0921.
>>
>>
>> ______________________________________________________________________
>> This email has been scanned by the MessageLabs Email Security System.
>> For more information please visit http://www.messagelabs.com/email
>> ______________________________________________________________________
>>
>>
>> =================
>> DISCLAIMER - This e-mail message, including any attachments,
>> is for the sole use of the intended recipient(s) and may contain
>> confidential and privileged information.
>>
>> If you are not the named addressee you should not disseminate,
>> distribute or copy this e-mail. Please notify the sender
>> immediately by e-mail if you have received this e-mail by
>> mistake and delete this e-mail from your system.
>>
>> The sender does not accept liability for any errors or omissions in
>> the contents of this message, which arise as a result of e-mail
>> transmission. If verification is required please request a
>> hard-copy version.
>>
>> =================
>> DISCLAIMER - This e-mail message, including any attachments,
>> is for the sole use of the intended recipient(s) and may contain
>> confidential and privileged information.
>>
>> If you are not the named addressee you should not disseminate,
>> distribute or copy this e-mail. Please notify the sender
>> immediately by e-mail if you have received this e-mail by
>> mistake and delete this e-mail from your system.
>>
>> The sender does not accept liability for any errors or omissions in
>> the contents of this message, which arise as a result of e-mail
>> transmission. If verification is required please request a
>> hard-copy version.
>>
>> =================
>> DISCLAIMER - This e-mail message, including any attachments,
>> is for the sole use of the intended recipient(s) and may contain
>> confidential and privileged information.
>>
>> If you are not the named addressee you should not disseminate,
>> distribute or copy this e-mail. Please notify the sender
>> immediately by e-mail if you have received this e-mail by
>> mistake and delete this e-mail from your system.
>>
>> The sender does not accept liability for any errors or omissions in
>> the contents of this message, which arise as a result of e-mail
>> transmission. If verification is required please request a
>> hard-copy version.
>
> =================
> DISCLAIMER - This e-mail message, including any attachments,
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> is for the sole use of the intended recipient(s) and may contain
> confidential and privileged information.
>
> If you are not the named addressee you should not disseminate,
> distribute or copy this e-mail. Please notify the sender
> immediately by e-mail if you have received this e-mail by
> mistake and delete this e-mail from your system.
>
> The sender does not accept liability for any errors or omissions in
> the contents of this message, which arise as a result of e-mail
> transmission. If verification is required please request a
> hard-copy version.
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From: Denise Northrup
To: Katie Altshuler; Alex Weintz; Andrew Silvestri
Subject: RE: [Caution: Message contains Suspicious URL content] FW: States must make exchange decisions by mid-

November
Date: Tuesday, May 29, 2012 8:22:58 AM

ugh
 

From: Katie Altshuler 
Sent: Tuesday, May 29, 2012 8:18 AM
To: Denise Northrup; Alex Weintz; Andrew Silvestri
Subject: Fw: [Caution: Message contains Suspicious URL content] FW: States must make exchange
decisions by mid-November
 

 
From: Nico Gomez [mailto:Nico.Gomez@okhca.org] 
Sent: Tuesday, May 29, 2012 07:45 AM
To: Katie Altshuler; juliek@health.ok.gov <juliek@health.ok.gov> 
Subject: [Caution: Message contains Suspicious URL content] FW: States must make exchange
decisions by mid-November 
 
Katie and Julie,
 
I am sure you both are aware but I just wanted to make sure. Thanks, Nico

States must make exchange decisions by mid-November

By Jason Millman

5/16/12 2:41 PM EDT

The moment of truth for health insurance exchanges finally has a date: Nov. 16.

That’s when states will have to indicate to HHS whether they plan to run their own exchange
or share some exchange portions with the feds, the Obama administration announced today.
And states will have to do much more than say yes or no — they’ll have to turn in an
exchange blueprint and demonstrate readiness to the feds.

That means states sitting on the sidelines until the Supreme Court decides the fate of the
Affordable Care Act will have a little more than four months to put up or shut up.

And while many states continue to plan for exchanges even though they would like nothing
more than to see the court invalidate the health law, it gives them a short window to get
widespread buy-in to move ahead on the ACA’s biggest piece.

CCIIO Director Steve Larsen said he believes states will be able to quickly turn their
attention to implementation after a ruling, assuming the court upholds the ACA.

“We absolutely think there is time for them to apply,” Larsen said in a conference call
Wednesday afternoon. “The time to apply runs into the middle of November. We do think
that gives them plenty of time to come in — both to apply for approval and to continue to get
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funding.”

Still, there are many who think the Supreme Court won’t be the final answer on the fate of
the ACA. A number of Republican state lawmakers and governors have urged putting off
exchange implementation until 2013 — after seeing how the November elections shake out.

Of course, if states don’t move ahead on a state-based exchange or federal partnership, HHS
said it will be ready to set up a federal-run exchange for those states — and the department
today gave its first major guidance on how that would operate.

Most significantly, HHS said it will let all qualified health plans sell on the federally
facilitated exchange, at least for the first year. After that, it will analyze whether to move to
an active purchaser model, in which it will be more selective about which plans it will accept.

“At least in the first year, we anticipate having an open-market model,” Larsen said. “We
think this will help ensure at least initial availability of health plans for consumers.”

States that enter into a partnership model with HHS can handle plan management and in-
person consumer assistance functions. The department will handle enrollment functions and
the call center.

Meanwhile, HHS also announced that six states received about $180 million in the newest
round of exchange establishment grants. That includes the second-ever Level Two award
funding exchange operations for three years to Washington state, which received $127
million.

The other states are Illinois, Nevada, Oregon, South Dakota, and Tennessee.

The ACA doesn’t provide direct funding for the federal exchange, so HHS announced it will
be at least partially funded by user fees from plans selling on the exchange. HHS is planning
to release more details on the fee program in the fall.

To read and comment online:
https://www.politicopro.com/go/?id=11499

This email alert has been sent for the exclusive use of POLITICO Pro subscriber Carter
Kimble. Forwarding or reproducing the alert without the express, written permission of
POLITICO Pro is a violation of federal law and the POLITICO Pro subscription
agreement. Copyright © 2012 by POLITICO LLC. To subscribe to POLITICO Pro,
please go to www.politicopro.com. To change your alert settings, please go to
https://www.politicopro.com/member/?webaction=viewAlerts.

=================================================== DISCLAIMER - This
e-mail message, including any attachments, is for the sole use of the intended recipient(s)
and may contain confidential and privileged information. If you are not the named addressee
you should not disseminate, distribute or copy this e-mail. Please notify the sender
immediately by e-mail if you have received this e-mail by mistake and delete this e-mail
from your system. The sender does not accept liability for any errors or omissions in the
contents of this message, which arise as a result of e-mail transmission. If verification is
required please request a hard-copy version.
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From: Wendy Gregory
To: Keili McEwen
Subject: RE: "Not participating in Obamacare"
Date: Tuesday, August 02, 2011 3:59:02 PM

Thanks!
 
Wendy Gregory
Director, Tulsa Office
Governor Mary Fallin
440 S. Houston, Suite 304
Tulsa, Oklahoma 74127
(918) 581-2801
http://www.ok.gov/governor/ 
 
 

From: Keili McEwen
Sent: Tuesday, August 02, 2011 1:35 PM
To: Wendy Gregory
Subject: RE: "Not participating in Obamacare"

Yes, we are, there is a pretty generic response in the I: drive that should be helpful.
 
Keili
 

From: Wendy Gregory 
Sent: Tuesday, August 02, 2011 12:09 PM
To: Keili McEwen
Subject: "Not participating in Obamacare"
 
How are you answering questions re: “Oklahoma isnt’ participating in Obamacare”, either pro or
con? I had one young guy call and say he wanted us to because he doesn’t want to pay for his own
healthcare. Anyway, let me know what you’ve been telling people over the phone, he didn’t want
anything else except to know, and probably to know why not. Thanks.
 
Wendy Gregory
Director, Tulsa Office
Governor Mary Fallin
440 S. Houston, Suite 304
Tulsa, Oklahoma 74127
918.581.2801
Gov.  Fallin on Facebook:  www.facebook.com/GovernorMaryFallin
Gov. Fallin on Twitter:  www.twitter.com/GovMaryFallin
Gov. Fallin on the Web:  www.ok.gov/governor
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From: Matt Robison
To: Katie Altshuler
Subject: RE: More Washington Mandates Released
Date: Friday, August 12, 2011 11:35:20 AM
Attachments: image001.png

image003.png
image005.png
image011.png
image012.png
image013.png

Thanks Katie…
 
MATT ROBISON
Vice President, Government Affairs
The State Chamber of Oklahoma
330 NE 10th Street | Oklahoma City, OK 73104
Phone: (405) 272-4430 | Cell: (405) 664-0265 
Fax: (405) 235-3670
mrobison@okstatechamber.com
Legislative Advocates for Business
Follow us online:
     

 
From: Katie Altshuler [mailto:Katie.Altshuler@gov.ok.gov] 
Sent: Friday, August 12, 2011 11:25 AM
To: Chad Warmington; 'glen.mulready@okhouse.gov'; 'stanislawski@oksenate.gov';
'thompsont@oksenate.gov'; 'Jonathan.buxton@okhouse.gov'; Matt Robison
Subject: Fw: More Washington Mandates Released
 
FYI
 
From: Jacobs, Chris (RPC) [mailto:Chris_Jacobs@rpc.senate.gov] 
Sent: Friday, August 12, 2011 09:11 AM
To: Jacobs, Chris (RPC) <Chris_Jacobs@rpc.senate.gov> 
Subject: More Washington Mandates Released 
 
This morning the Administration released three new proposed rules that would implement
significant portions of Obamacare: rules regarding Medicaid eligibility determinations, Exchange
eligibility determinations, and premium subsidies.  These three rules comprise 409 new pages of
Washington mandates on individuals, employers, and states.  The word “require” appears in the
three rules a total of 435 times (208 in the Medicaid rule, 146 in the Exchange rule, and 81 in the
premium subsidy rule).
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Several major questions surrounded these rules prior to their release, and a preliminary review of
the rules provides answers to a couple of key questions.  First, page 37 of the Medicaid eligibility
rule confirms that – as previously reported by the Associated Press – the Administration is using a
statutory definition of income that will result in millions of middle-class retirees obtaining “free”
taxpayer-funded Medicaid benefits, because the new definition of income being used under
Obamacare disregards Social Security benefits as income.  The rule also notes that this provision will
raise state Medicaid costs, and the unfunded mandates that Obamacare places on states:
 

Under this regulation as proposed, we also are applying the section 36B rules and definitions
of Social Security benefits under title II of the Act.  Such benefits count as income for the
purpose of determining eligibility for Medicaid under pre-Affordable Care Act treatment of
income, but certain amounts of Social Security benefits are not counted as income under
the 36B definition of MAGI.  The section 36B treatment of Social Security benefits may
increase State Medicaid costs, as some individuals who receive Social Security benefits
would gain Medicaid eligibility using the 36B definitions.  The Administration is concerned
about this unintended consequence and is exploring options to address it, including a
modification of the section 36B treatment of Social Security benefits through regulation.
 We seek comment on this issue, including how any modification of the proposed regulation
may affect eligibility for premium tax credits for enrollment in a qualified health plan
through the Exchange and how any potential gaps in coverage that may be created by such
modification could be minimized.

 
Second, pages 16-17 of the premium subsidy regulations confirm that the “affordability” test under
the employer “firewall” applies only to individual and not to family coverage.  In other words, if an
employee is offered coverage by his employer, and the coverage for that worker alone costs less
than 9.5% of his income, he (and his family) will be ineligible for Exchange subsidies, regardless of
whether family coverage costs more than 9.5% of his household income.  (See more information
here.)  The rules do indicate however that the Administration’s forthcoming regulations
implementing the individual mandate would exempt a family from the mandate’s penalties under
such a scenario – families wouldn’t have affordable coverage, and they wouldn’t qualify for
insurance subsidies, but they wouldn’t be penalized for not obtaining coverage either. (How is that
any different from the status quo now?)  The relevant section of the regulations is below:
 

The statutory language specifies that for both employees and others (such as spouses or
dependents) who are eligible to enroll in employer-sponsored coverage by reason of their
relationship to an employee (related individuals), the coverage is unaffordable if the
required contribution for “self-only” coverage (as opposed to family coverage or other
coverage applicable to multiple individuals) exceeds 9.5 percent of household income.  See
Joint Committee on Taxation, General Explanation of Tax Legislation Enacted in the 111th
Congress, JCS-2-11 (March 2011) at 265 (stating that, for purposes of the premium tax
credit provisions of the Act, “[u]naffordable is defined as coverage with a premium required
to be paid by the employee that is more than 9.5 percent of the employee’s household
income, based on the self-only coverage”).
 
Consistent with these statutory provisions, the proposed regulations provide that an
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employer-sponsored plan also is affordable for a related individual for purposes of section
36B if the employee’s required contribution for self-only coverage under the plan does not
exceed 9.5 percent of the applicable taxpayer’s household income for the taxable year, even
if the employee’s required contribution for the family coverage does exceed 9.5 percent of
the applicable taxpayer’s household income for the year.
 
Although the affordability test for related individuals for purposes of the premium tax credit
is based on the cost of self-only coverage, future proposed regulations under section 5000A
are expected to provide that the affordability test for purposes of applying the individual
responsibility requirement to related individuals is based on the employee’s required
contribution for employer-sponsored family coverage.  Section 5000A addresses
affordability for employees in section 5000A(e)(1)(B) and, separately, for related individuals
in section 5000A(e)(1)(C).

 
We will have more on the regulations as it becomes available.
 
Chris Jacobs
Health Policy Analyst
Republican Policy Committee
(202) 224-2946
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From: Lieser, Derek G.
To: Katie Altshuler; Cox-Kain, Julie; Nicole.PrietoJohns@okhca.org
Subject: RE: More Washington Mandates Released
Date: Friday, August 12, 2011 12:12:06 PM

For regulations released July 15, 2011 comments are due 5 p.m. EST September 28, 2011 for the
following regulations

·         ACA: Establishment of Exchanges and Qualified Health Plans
·         ACA: Standards Related to Reinsurance, Risk Corridors and Risk Adjustment

 
For the regulations released today we can expect 75 days for today’s date – the NPRM is not
officially released so no date yet (probably November 10, 2011):

·         ACA: Medicaid Program; Eligibility
·         ACA: Exchange Functions in the Individual Market
·         ACA: Health Insurance Premium Tax Credit

 
 
 

From: Katie Altshuler [mailto:Katie.Altshuler@gov.ok.gov] 
Sent: Friday, August 12, 2011 11:15 AM
To: Cox-Kain, Julie; Lieser, Derek G.; 'Nicole.PrietoJohns@okhca.org'
Subject: Re: More Washington Mandates Released
 
Do you guys know what the end date/deadline for the 75 day comment period for initial
announcement of regulations?
 
From: Katie Altshuler 
Sent: Friday, August 12, 2011 11:07 AM
To: 'Juliek@health.ok.gov' <Juliek@health.ok.gov>; 'DerekL@health.ok.gov' <DerekL@health.ok.gov>;
'Nicole.PrietoJohns@okhca.org' <Nicole.PrietoJohns@okhca.org> 
Subject: Fw: More Washington Mandates Released 
 
FYI
 
From: Jacobs, Chris (RPC) [mailto:Chris_Jacobs@rpc.senate.gov] 
Sent: Friday, August 12, 2011 09:11 AM
To: Jacobs, Chris (RPC) <Chris_Jacobs@rpc.senate.gov> 
Subject: More Washington Mandates Released 
 
This morning the Administration released three new proposed rules that would implement
significant portions of Obamacare: rules regarding Medicaid eligibility determinations, Exchange
eligibility determinations, and premium subsidies.  These three rules comprise 409 new pages of
Washington mandates on individuals, employers, and states.  The word “require” appears in the
three rules a total of 435 times (208 in the Medicaid rule, 146 in the Exchange rule, and 81 in the
premium subsidy rule).
 
Several major questions surrounded these rules prior to their release, and a preliminary review of
the rules provides answers to a couple of key questions.  First, page 37 of the Medicaid eligibility
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rule confirms that – as previously reported by the Associated Press – the Administration is using a
statutory definition of income that will result in millions of middle-class retirees obtaining “free”
taxpayer-funded Medicaid benefits, because the new definition of income being used under
Obamacare disregards Social Security benefits as income.  The rule also notes that this provision will
raise state Medicaid costs, and the unfunded mandates that Obamacare places on states:
 

Under this regulation as proposed, we also are applying the section 36B rules and definitions
of Social Security benefits under title II of the Act.  Such benefits count as income for the
purpose of determining eligibility for Medicaid under pre-Affordable Care Act treatment of
income, but certain amounts of Social Security benefits are not counted as income under
the 36B definition of MAGI.  The section 36B treatment of Social Security benefits may
increase State Medicaid costs, as some individuals who receive Social Security benefits
would gain Medicaid eligibility using the 36B definitions.  The Administration is concerned
about this unintended consequence and is exploring options to address it, including a
modification of the section 36B treatment of Social Security benefits through regulation.
 We seek comment on this issue, including how any modification of the proposed regulation
may affect eligibility for premium tax credits for enrollment in a qualified health plan
through the Exchange and how any potential gaps in coverage that may be created by such
modification could be minimized.

 
Second, pages 16-17 of the premium subsidy regulations confirm that the “affordability” test under
the employer “firewall” applies only to individual and not to family coverage.  In other words, if an
employee is offered coverage by his employer, and the coverage for that worker alone costs less
than 9.5% of his income, he (and his family) will be ineligible for Exchange subsidies, regardless of
whether family coverage costs more than 9.5% of his household income.  (See more information
here.)  The rules do indicate however that the Administration’s forthcoming regulations
implementing the individual mandate would exempt a family from the mandate’s penalties under
such a scenario – families wouldn’t have affordable coverage, and they wouldn’t qualify for
insurance subsidies, but they wouldn’t be penalized for not obtaining coverage either. (How is that
any different from the status quo now?)  The relevant section of the regulations is below:
 

The statutory language specifies that for both employees and others (such as spouses or
dependents) who are eligible to enroll in employer-sponsored coverage by reason of their
relationship to an employee (related individuals), the coverage is unaffordable if the
required contribution for “self-only” coverage (as opposed to family coverage or other
coverage applicable to multiple individuals) exceeds 9.5 percent of household income.  See
Joint Committee on Taxation, General Explanation of Tax Legislation Enacted in the 111th
Congress, JCS-2-11 (March 2011) at 265 (stating that, for purposes of the premium tax
credit provisions of the Act, “[u]naffordable is defined as coverage with a premium required
to be paid by the employee that is more than 9.5 percent of the employee’s household
income, based on the self-only coverage”).
 
Consistent with these statutory provisions, the proposed regulations provide that an
employer-sponsored plan also is affordable for a related individual for purposes of section
36B if the employee’s required contribution for self-only coverage under the plan does not

4582



exceed 9.5 percent of the applicable taxpayer’s household income for the taxable year, even
if the employee’s required contribution for the family coverage does exceed 9.5 percent of
the applicable taxpayer’s household income for the year.
 
Although the affordability test for related individuals for purposes of the premium tax credit
is based on the cost of self-only coverage, future proposed regulations under section 5000A
are expected to provide that the affordability test for purposes of applying the individual
responsibility requirement to related individuals is based on the employee’s required
contribution for employer-sponsored family coverage.  Section 5000A addresses
affordability for employees in section 5000A(e)(1)(B) and, separately, for related individuals
in section 5000A(e)(1)(C).

 
We will have more on the regulations as it becomes available.
 
Chris Jacobs
Health Policy Analyst
Republican Policy Committee
(202) 224-2946
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From: Dana Wolpert
To: Katie Altshuler
Cc: Tammie Wright; Pat Mays DPS contact
Subject: RE: Musgrove Meeting/Lunch on Monday
Date: Friday, April 29, 2011 4:05:24 PM

We’ll have to give security a heads up if they need to drive over, but that can probably be done day
of.
 
I’ve copied Pat.
 
Thanks!
 
Dana Wolpert
Director of Scheduling
Governor Mary Fallin
2300 N. Lincoln Boulevard, Suite 212
Oklahoma City, OK 73105
 
 

From: Katie Altshuler 
Sent: Friday, April 29, 2011 3:52 PM
To: Mary Fallin
Cc: Glenn Coffee; Denise Northrup; Dana Wolpert
Subject: Musgrove Meeting/Lunch on Monday
Importance: High
 
Secretary Cline will join me for the 11 am meeting. I have also invited Val
Schott from the OSU Center for Rural Health.  This is for the meeting with me
that will take place prior to the lunch. Please let me know if you would like
either of them to attend the lunch.
 
Governor Musgrove is chair of the National Advisory Committee on Rural Health
and Services.  He wants to speak with Governor Fallin regarding
rural health and any possible help the committee can provide with health
insurance exchanges. 
 

National Advisory Committee on Rural
Health & Human Services
The National Advisory Committee on Rural Health and Human Services (NACRHHS) is a

21-member citizens' panel of nationally recognized rural health experts that provides

recommendations on rural issues to the Secretary of the Department of Health and Human

Services. The Committee was chartered in 1987 to advise the Secretary of Health and

Human Services on ways to address health care problems in rural America. It was

expanded to 21 members in 2002 and charged with focusing on both health and human

service issues in rural areas.
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The Committee is chaired by former Mississippi Governor Ronnie Musgrove. The

Committee's private and public-sector members reflect wide-ranging, first-hand experience

with rural issues -- in medicine, nursing, administration, finance, law, research, business,

public health, aging, welfare and human service issues.

The Committee is currently composed of 21 members, including the chairman, who serve

overlapping four-year terms. The members represent expertise in the delivery, financing,

research, development, and administration of health and human services in rural areas.

Several members are involved in training rural health professionals. Others are

representatives of state government, provider associations and other rural interest groups.

Each year, the Committee selects one or more topics upon which to focus during the year.

Background documents are then prepared for the Committee by both staff and contractors

to help inform members on the issue. The Committee then produces a report with

recommendations on that issue for the Secretary by the end of the year. In addition to the

report, the Committee may also produce white papers on select policy issues. The

Committee also sends letters to the Secretary after each meeting. The letters serve as a

vehicle for the Committee to raise other issues with the Secretary separate and apart from

the report process.

The Committee meets three times a year. The first meeting is held during the winter

months in Washington. The Committee then meets twice in the field (in June and

September). The Washington meeting often coincides with the opening of a Congressional

session and serves as a starting point for setting the Committee's agenda for the coming

year. The field visits include ongoing work on the yearly topics with some time devoted to

site visits and presentations by the host community.

 
 
 
 
Katie Altshuler, Policy Director
Office of Governor Mary Fallin
2300 North Lincoln Boulevard, Suite 212
Oklahoma City, Oklahoma 73105
405.521.2342
katie.altshuler@gov.ok.gov
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From: Dana Wolpert
To: Katie Altshuler; Tammie Wright
Cc: Denise Northrup
Subject: RE: Musgrove Meeting/Lunch on Monday
Date: Friday, April 29, 2011 3:55:21 PM

Katie, if either of them attend the lunch we will need to let Liz and security know, so be sure to let
Tammie know so she can pass it along.
 
Thanks!
 
Dana Wolpert
Director of Scheduling
Governor Mary Fallin
2300 N. Lincoln Boulevard, Suite 212
Oklahoma City, OK 73105
 
 

From: Katie Altshuler 
Sent: Friday, April 29, 2011 3:52 PM
To: Mary Fallin
Cc: Glenn Coffee; Denise Northrup; Dana Wolpert
Subject: Musgrove Meeting/Lunch on Monday
Importance: High
 
Secretary Cline will join me for the 11 am meeting. I have also invited Val
Schott from the OSU Center for Rural Health.  This is for the meeting with me
that will take place prior to the lunch. Please let me know if you would like
either of them to attend the lunch.
 
Governor Musgrove is chair of the National Advisory Committee on Rural Health
and Services.  He wants to speak with Governor Fallin regarding
rural health and any possible help the committee can provide with health
insurance exchanges. 
 

National Advisory Committee on Rural
Health & Human Services
The National Advisory Committee on Rural Health and Human Services (NACRHHS) is a

21-member citizens' panel of nationally recognized rural health experts that provides

recommendations on rural issues to the Secretary of the Department of Health and Human

Services. The Committee was chartered in 1987 to advise the Secretary of Health and

Human Services on ways to address health care problems in rural America. It was

expanded to 21 members in 2002 and charged with focusing on both health and human

service issues in rural areas.

The Committee is chaired by former Mississippi Governor Ronnie Musgrove. The

Committee's private and public-sector members reflect wide-ranging, first-hand experience
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with rural issues -- in medicine, nursing, administration, finance, law, research, business,

public health, aging, welfare and human service issues.

The Committee is currently composed of 21 members, including the chairman, who serve

overlapping four-year terms. The members represent expertise in the delivery, financing,

research, development, and administration of health and human services in rural areas.

Several members are involved in training rural health professionals. Others are

representatives of state government, provider associations and other rural interest groups.

Each year, the Committee selects one or more topics upon which to focus during the year.

Background documents are then prepared for the Committee by both staff and contractors

to help inform members on the issue. The Committee then produces a report with

recommendations on that issue for the Secretary by the end of the year. In addition to the

report, the Committee may also produce white papers on select policy issues. The

Committee also sends letters to the Secretary after each meeting. The letters serve as a

vehicle for the Committee to raise other issues with the Secretary separate and apart from

the report process.

The Committee meets three times a year. The first meeting is held during the winter

months in Washington. The Committee then meets twice in the field (in June and

September). The Washington meeting often coincides with the opening of a Congressional

session and serves as a starting point for setting the Committee's agenda for the coming

year. The field visits include ongoing work on the yearly topics with some time devoted to

site visits and presentations by the host community.

 
 
 
 
Katie Altshuler, Policy Director
Office of Governor Mary Fallin
2300 North Lincoln Boulevard, Suite 212
Oklahoma City, Oklahoma 73105
405.521.2342
katie.altshuler@gov.ok.gov
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From: Mary Fallin
To: Katie Altshuler
Subject: Re: Musgrove Meeting/Lunch on Monday
Date: Friday, April 29, 2011 4:56:13 PM

Thanks

Mary Fallin

On Apr 29, 2011, at 3:52 PM, Katie Altshuler <Katie.Altshuler@gov.ok.gov> wrote:

Secretary Cline will join me for the 11 am meeting. I have also invited Val
Schott from the OSU Center for Rural Health.  This is for the meeting
with me that will take place prior to the lunch. Please let me know if you
would like either of them to attend the lunch.

 

Governor Musgrove is chair of the National Advisory Committee on Rural
Health and Services.  He wants to speak with Governor Fallin regarding

rural health and any possible help the committee can provide with health
insurance exchanges. 

 

National Advisory Committee on
Rural Health & Human Services
The National Advisory Committee on Rural Health and Human Services

(NACRHHS) is a 21-member citizens' panel of nationally recognized rural

health experts that provides recommendations on rural issues to the

Secretary of the Department of Health and Human Services. The

Committee was chartered in 1987 to advise the Secretary of Health and

Human Services on ways to address health care problems in rural

America. It was expanded to 21 members in 2002 and charged with

focusing on both health and human service issues in rural areas.

The Committee is chaired by former Mississippi Governor Ronnie

Musgrove. The Committee's private and public-sector members reflect

wide-ranging, first-hand experience with rural issues -- in medicine,

nursing, administration, finance, law, research, business, public health,

aging, welfare and human service issues.

The Committee is currently composed of 21 members, including the
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chairman, who serve overlapping four-year terms. The members

represent expertise in the delivery, financing, research, development, and

administration of health and human services in rural areas. Several

members are involved in training rural health professionals. Others are

representatives of state government, provider associations and other rural

interest groups.

Each year, the Committee selects one or more topics upon which to focus

during the year. Background documents are then prepared for the

Committee by both staff and contractors to help inform members on the

issue. The Committee then produces a report with recommendations on

that issue for the Secretary by the end of the year. In addition to the

report, the Committee may also produce white papers on select policy

issues. The Committee also sends letters to the Secretary after each

meeting. The letters serve as a vehicle for the Committee to raise other

issues with the Secretary separate and apart from the report process.

The Committee meets three times a year. The first meeting is held during

the winter months in Washington. The Committee then meets twice in the

field (in June and September). The Washington meeting often coincides

with the opening of a Congressional session and serves as a starting point

for setting the Committee's agenda for the coming year. The field visits

include ongoing work on the yearly topics with some time devoted to site

visits and presentations by the host community.

 

 

 

 

Katie Altshuler, Policy Director

Office of Governor Mary Fallin

2300 North Lincoln Boulevard, Suite 212

Oklahoma City, Oklahoma 73105

405.521.2342

katie.altshuler@gov.ok.gov
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From: Denise Northrup 

To: 
Subject: 

Andrew Silvestri ; Katie Altshuler 

RE: NAIC Rules 
Date: Tuesday, November 20, 2012 S:24:4S PM 

I think this can wait till next week. 

From: Andrew Silvestri 
Sent: Tuesday, November 20, 2012 4:30 PM 
To: Denise Northrup; Katie Altshuler 
Subject: FW: NAIC Rules 

Do you want me to send t his to Doak or someone in his office or do one of you want to? 

From: Mary Fallin [ ........................... 11..lU' ......... 

Sent: Tuesday, November 20, 2012 1:43 PM 
To: Andrew Silvestri 
Subject: Fwd: NAIC Rules 

Send to John Doak and respond too .. 

Maiy Fallin 

Begin fo1warded message: 

From: "David Powell" - .> 
Date: November 20 2012 1:17:20 PM CST 
To: "Maiy Fallin" 
Subject: NAIC Rules 

Deai· maiy, 

To whoever screens Maiy's email, I am an old friend of hers from OSU. She 
will confom and she and the Insurance Commissioner need to read this. 

I want to let Maiy know that the National Association of Insurance 
Collllllissioners needs to abandon their idea to push aggregate stoploss limits 
higher. This is only an attempt to strengthen Obamacare by unfairly putting 
more risk on "smaller" self funded employers. (50-500 employees) These 
employers ai·e cmTently doing the right thing, providing comprehensive health 
benefits to their employees and their families, mostly at the employer's expense. 

Only three states have endorsed the change to the Stoploss Model Act; 
Minnesota, Hew hampshire and Ve1m ont. The proposed change will make it 
hai·der for Oklahoma employers to provide affordable coverage by pushing them 
toward a national exchange. Please tell the Oklahoma Insurance Collllllissioner 
to vote NO and not change the Stoploss Model Act. 

I have been in the health insurance business since graduating from OSU in 1978 
and I have worked with paii ially self-funded employers plans nearly that entire 
time. If there ai·e any questions, please call my cell any time. 417-438-7655. 
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David A. Powell
President
Benefit Management, Inc.
2660 E 32nd Street, Joplin, MO 64804
(888) 294-1515
 
 
 

Privacy Policy: The information contained in this transmission may contain
Protected Health Information (PHI) under the Health Insurance Portability and
Accountability Act (HIPAA). It is intended solely for the use of the individual or
entity named above. If the reader of this message is not the intended recipient,
you are hereby notified that any dissemination, distribution, or copy of this
communication is strictly prohibited. If you have received this communication in
error, please notify me immediately by electronic mail (reply).
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From: Denise Northrup
To: Andrew Silvestri
Cc: Katie Altshuler
Subject: Re: NAIC Rules
Date: Thursday, November 29, 2012 9:59:24 PM

I think so, not sure we want to deal with it...

On Nov 27, 2012, at 9:44 AM, "Andrew Silvestri" <Andrew.Silvestri@gov.ok.gov>
wrote:

Need to follow up on this – do you want me to fwd to someone in Doak’s office?
 

From: Mary Fallin [mailto:maryfallin t] 
Sent: Tuesday, November 20, 2012 1:43 PM
To: Andrew Silvestri
Subject: Fwd: NAIC Rules
 
Send to John Doak and respond too..

Mary Fallin

Begin forwarded message:

From: "David Powell" < >
Date: November 20, 2012, 1:17:20 PM CST
To: "Mary Fallin" <maryfallin >
Subject: NAIC Rules

Dear mary,
 
To whoever screens Mary's email, I am an old friend of hers from
OSU.  She will confirm and she and the Insurance Commissioner
need to read this. 
 
I want to let Mary know that the National Association of Insurance
Commissioners needs to abandon their idea to push aggregate
stoploss limits higher.  This is only an attempt to strengthen
Obamacare by unfairly putting more risk on "smaller" self funded
employers.  (50-500 employees)  These employers are currently
doing the right thing, providing comprehensive health benefits to
their employees and their families, mostly at the employer's expense.
 
Only three states have endorsed the change to the Stoploss Model
Act; Minnesota, Hew hampshire and Vermont.  The proposed
change will make it harder for Oklahoma employers to provide
affordable coverage by pushing them toward a national exchange. 
Please tell the Oklahoma Insurance Commissioner to vote NO and
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not change the Stoploss Model Act.
 
I have been in the health insurance business since graduating from
OSU in 1978 and I have worked with partially self-funded
employers plans nearly that entire time.  If there are any questions,
please call my cell any time.  417-438-7655.
 
David A. Powell
President
Benefit Management, Inc.
2660 E 32nd Street, Joplin, MO 64804
(888) 294-1515
 
 
 

Privacy Policy: The information contained in this transmission may
contain Protected Health Information (PHI) under the Health
Insurance Portability and Accountability Act (HIPAA). It is intended
solely for the use of the individual or entity named above. If the
reader of this message is not the intended recipient, you are hereby
notified that any dissemination, distribution, or copy of this
communication is strictly prohibited. If you have received this
communication in error, please notify me immediately by electronic
mail (reply).
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From: Brian Downs
To: Katie Altshuler; Mike Thompson
Cc: Alex Weintz; Denise Northrup; Andrew Silvestri; Craig Perry
Subject: RE: NEW DRAFT LETTER - REVIEW ASAP
Date: Thursday, March 17, 2011 11:27:40 AM

The Speaker is good with this letter

 

From: Katie Altshuler [mailto:Katie.Altshuler@gov.ok.gov] 
Sent: Thursday, March 17, 2011 11:20 AM
To: Brian Downs; Mike Thompson
Cc: Alex Weintz; Denise Northrup; Andrew Silvestri; Craig Perry
Subject: NEW DRAFT LETTER - REVIEW ASAP
Importance: High
 
PLEASE REVIEW AND PROVIDE CHANGES ASAP -
 
Dear Representative,  

We would like to make you aware of the extraordinary opportunity Oklahoma has to
be a national leader in designing and implementing a conservative, free-market based health
insurance exchange.
            As you know, the idea of an Oklahoma Health Insurance Exchange is not a new one.
In 2009, the legislature passed a bill that authorized the creation of a health insurance
exchange portal where consumers could compare and research various private health
insurance plans in one online location. That online hub was designed to affect the health
insurance industry in Oklahoma the same way travel websites like Travelocity and Expedia
have empowered consumers across the globe.

As mentioned in the State of the State address, our goal is to expand its role further,
by creating an insurance exchange where small businesses and individuals can pool their
money to expand their purchasing power, increase competition and ultimately reduce costs.  
Therefore, we are asking for your support for HB 2130, which establishes a governance
structure for an Oklahoma Exchange.

We believe the creation of this Oklahoma Health Insurance Exchange represents a
great opportunity for our state to develop a national model for providing citizens with quality
private health insurance. I also believe it represents an important opportunity for conservative
policymakers to offer a positive agenda for Oklahoma families. 

The Commissioner and I strongly oppose ObamaCare and will continue to work for
its demise.  We are proud to stand with General Scott Pruitt and his efforts to have this law
found unconstitutional.  This is now our opportunity to stand up for our 10th amendment
rights and create an Oklahoma based free-market exchange. 

An Oklahoma Health Insurance Exchange would be an online marketplace where
costs are reduced, where insurance products could be bought and sold to meet individual
needs and where all insurers could compete to promote real choices for consumers.  This is
the exchange that my administration, the Insurance Commissioner, the Speaker, the Pro Tem,
and others are dedicated to creating. We hope you are as excited by this opportunity as we
are.
 
 
Katie Altshuler, Policy Director
Office of Governor Mary Fallin
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2300 North Lincoln Boulevard, Suite 212
Oklahoma City, Oklahoma 73105
405.521.2342
katie.altshuler@gov.ok.gov

 
 

From: Brian Downs [mailto:Brian.Downs@okhouse.gov] 
Sent: Thursday, March 17, 2011 11:12 AM
To: Mike Thompson; Katie Altshuler
Cc: Alex Weintz; Denise Northrup; Andrew Silvestri; Craig Perry
Subject: RE: DRAFT exchange endorsement letter...
 
 

See changes below

From: Brian Downs 
Sent: Thursday, March 17, 2011 10:45 AM
To: 'Mike Thompson'; Katie Altshuler
Cc: Alex Weintz; Denise Northrup; Andrew Silvestri; Craig Perry
Subject: RE: DRAFT exchange endorsement letter...
 
I made another change which is highlighted in blue…

 

From: Mike Thompson [mailto:Mike.Thompson@oid.ok.gov] 
Sent: Thursday, March 17, 2011 10:18 AM
To: Katie Altshuler; Brian Downs
Cc: Alex Weintz; Denise Northrup; Andrew Silvestri; Craig Perry
Subject: RE: DRAFT exchange endorsement letter...
 
Some changes.  More to come.  Please give feedback.
 
Mike Thompson
Oklahoma Insurance Department
Deputy Commissioner of Government
Relations and Public Affairs
3625 NW 56th St, Suite 100
Oklahoma City, OK 73112
Office: 405-522-8398
Fax 405-521-6635
 

From: Katie Altshuler 
Sent: Thursday, March 17, 2011 10:08 AM
To: Brian Downs; Mike Thompson
Cc: Alex Weintz; Denise Northrup; Andrew Silvestri; Craig Perry
Subject: RE: DRAFT exchange endorsement letter...
 
Will include the bill, OID is going to get us some language saying we are opposed to Obamacare and
support lawsuit
 
Katie Altshuler, Policy Director
Office of Governor Mary Fallin
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2300 North Lincoln Boulevard, Suite 212
Oklahoma City, Oklahoma 73105
405.521.2342
katie.altshuler@gov.ok.gov

 
 

From: Brian Downs [mailto:Brian.Downs@okhouse.gov] 
Sent: Thursday, March 17, 2011 10:07 AM
To: Katie Altshuler; Mike Thompson
Cc: Alex Weintz; Denise Northrup; Andrew Silvestri; Craig Perry
Subject: RE: DRAFT exchange endorsement letter...
 
I have a couple of thoughts:

 

We should probably take out the paragraph about the $54 million because that is really a separate

issue by itself for members.  And, we should reference the OCPA article and eliminate the language

about being attached to this letter.

 

Lastly, with some changes Katie and I discussed, can we make reference to HB 2130 in this letter?

 

Thanks so much,

 

BD

 

From: Katie Altshuler [mailto:Katie.Altshuler@gov.ok.gov] 
Sent: Thursday, March 17, 2011 9:59 AM
To: Brian Downs; Mike Thompson
Cc: Alex Weintz; Denise Northrup; Andrew Silvestri; Craig Perry
Subject: DRAFT exchange endorsement letter...
Importance: High
 
We will be making a few changes, please provide us with any feedback you may have.
Thanks, Katie
 
Dear Colleague,         

I would like to take this opportunity to visit with you about the extraordinary
opportunity Oklahoma has to be a national leader in designing and implementing a
conservative, free-market based health insurance exchange.
            As you know, the idea of an Oklahoma Health Insurance Exchange is not a new one.
In 2009, the legislature passed a bill that authorized the creation of a health insurance
exchange portal where consumers could compare and research various private health
insurance plans in one online location. That online hub was designed to affect the health
insurance industry in Oklahoma the same way travel websites like Travelocity and Expedia
have empowered consumers across the globe.

As I told lawmakers in my State of the State address, our goal is now to fund the
creation of that website and expand its role further, by creating an insurance exchange where
small businesses and individuals can pool their money to expand their purchasing power,
increase competition and ultimately reduce costs.  

To build the IT infrastructure necessary for that exchange, the Oklahoma Health Care
Authority applied for and received an Early Innovator Grant in the sum of $54 million. The
state needs this money to develop the kind of high quality, free market, patient-centered
exchange program that our citizens expect and deserve. Using this money will make
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Oklahoma one of 48 states that have already accepted such federal aid in order to begin the
creation of a state exchange.

I believe the creation of this Oklahoma Health Insurance Exchange governing outline
in HB 2130 represents a great opportunity for our state to develop a national model for
providing citizens with quality private health insurance. I also believe it represents an
important opportunity for conservative policymakers to offer a positive agenda for Oklahoma
families. 
 
                The Commissioner and I strongly oppose ObamaCare and will continue to work for its
demise.  We are proud to stand with General Scott Pruitt and his efforts to have this law found

unconstitutional.  This is now our opportunity to stand up for our 10th amendment rights and create
an Oklahoma based free-market exchange. 

An Oklahoma Health Insurance Exchange would be an online marketplace where
costs are reduced, where insurance products could be bought and sold to meet individual
needs and where all insurers could compete to promote real choices for consumers.

This is the exchange that my administration, the Speaker, the Pro Tem, The Insurance
Commissioner and others are dedicated to creating. We hope you are as excited by this
opportunity as we are.

Please do not hesitate to call my office if you have questions about this issue, at 405-
522-xxxx.

 
Sincerely,
 
Governor Mary Fallin

 
 
Katie Altshuler, Policy Director
Office of Governor Mary Fallin
2300 North Lincoln Boulevard, Suite 212
Oklahoma City, Oklahoma 73105
405.521.2342
katie.altshuler@gov.ok.gov

 
 
NOTICE: The information in this email is confidential, legally privileged, and exempt from
disclosure under law. It is intended solely for the addressee. Access to this email by anyone
else is unauthorized. If you are not the intended recipient, any disclosure, copying,
distribution or any action taken or omitted to be taken in reliance on it, is prohibited and
unlawful. The Oklahoma House of Reps does not warrant any e-mail transmission received
as being virus free, and disclaims any liability for losses or damages arising from the use of
this e-mail or its attachments. Recipients of e-mail assume the risk of possible computer
virus exposure by opening or utilizing the e-mail and its attachments, and waive any right or
recourse against the House by doing so.
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From: Brian Downs
To: Katie Altshuler; Mike Thompson
Cc: Alex Weintz; Denise Northrup; Andrew Silvestri; Craig Perry
Subject: RE: NEW DRAFT LETTER - REVIEW ASAP
Date: Thursday, March 17, 2011 11:35:10 AM

What are the changes?? Can you highlight them for me?

 

From: Katie Altshuler [mailto:Katie.Altshuler@gov.ok.gov] 
Sent: Thursday, March 17, 2011 11:36 AM
To: Brian Downs; Mike Thompson
Cc: Alex Weintz; Denise Northrup; Andrew Silvestri; Craig Perry
Subject: RE: NEW DRAFT LETTER - REVIEW ASAP
Importance: High
 
A few edits and minor changes…
 
To: Oklahoma State Representatives
From: Governor Mary Fallin and Insurance Commissioner John Doak
Dear Representative,  

We would like to make you aware of the extraordinary opportunity Oklahoma has to
be a national leader in designing and implementing a conservative, free-market based health
insurance exchange.
            As you know, the idea of an Oklahoma Health Insurance Exchange is not a new one.
In 2009, the legislature passed a bill that authorized the creation of a health insurance
exchange portal where consumers could compare and research various private health
insurance plans in one online location.

As mentioned in the State of the State address, our goal is to expand its role further,
by creating an insurance exchange where small businesses and individuals can pool their
money to expand their purchasing power, increase competition and ultimately reduce costs.  
Therefore, we are asking for your support for HB 2130, which establishes a governance
structure for an Oklahoma Health Insurance Exchange.

We believe the creation of this Oklahoma Health Insurance Exchange represents a
great opportunity for our state to develop a national model for providing citizens with quality
private health insurance. We also believe it represents an important opportunity for
conservative policymakers to offer a positive agenda for Oklahoma families. 

The Commissioner and I strongly oppose ObamaCare and will continue to work for
its demise.  We are proud to stand with General Scott Pruitt and his efforts to have this law
found unconstitutional.  This is now our opportunity to stand up for our 10th amendment
rights and create an Oklahoma based free-market exchange; rather than allowing a federally
run exchange to be implemented in 2014 as current law states.

Unlike a federally run exchange, an Oklahoma Health Insurance Exchange would be
an online marketplace where costs are reduced, where insurance products could be bought
and sold to meet individual needs and where all insurers could compete to promote real
choices for consumers.  This is the exchange that my administration, the Insurance
Commissioner, the Speaker, the Pro Tem, and others are dedicated to creating. We hope you
are as excited by this opportunity as we are.
 
 
Katie Altshuler, Policy Director
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Office of Governor Mary Fallin
2300 North Lincoln Boulevard, Suite 212
Oklahoma City, Oklahoma 73105
405.521.2342
katie.altshuler@gov.ok.gov

 
 

From: Brian Downs [mailto:Brian.Downs@okhouse.gov] 
Sent: Thursday, March 17, 2011 11:30 AM
To: Katie Altshuler; Mike Thompson
Cc: Alex Weintz; Denise Northrup; Andrew Silvestri; Craig Perry
Subject: RE: NEW DRAFT LETTER - REVIEW ASAP
 
The Speaker is good with this letter

 

From: Katie Altshuler [mailto:Katie.Altshuler@gov.ok.gov] 
Sent: Thursday, March 17, 2011 11:20 AM
To: Brian Downs; Mike Thompson
Cc: Alex Weintz; Denise Northrup; Andrew Silvestri; Craig Perry
Subject: NEW DRAFT LETTER - REVIEW ASAP
Importance: High
 
PLEASE REVIEW AND PROVIDE CHANGES ASAP -
 
Dear Representative,  

We would like to make you aware of the extraordinary opportunity Oklahoma has to
be a national leader in designing and implementing a conservative, free-market based health
insurance exchange.
            As you know, the idea of an Oklahoma Health Insurance Exchange is not a new one.
In 2009, the legislature passed a bill that authorized the creation of a health insurance
exchange portal where consumers could compare and research various private health
insurance plans in one online location. That online hub was designed to affect the health
insurance industry in Oklahoma the same way travel websites like Travelocity and Expedia
have empowered consumers across the globe.

As mentioned in the State of the State address, our goal is to expand its role further,
by creating an insurance exchange where small businesses and individuals can pool their
money to expand their purchasing power, increase competition and ultimately reduce costs.  
Therefore, we are asking for your support for HB 2130, which establishes a governance
structure for an Oklahoma Exchange.

We believe the creation of this Oklahoma Health Insurance Exchange represents a
great opportunity for our state to develop a national model for providing citizens with quality
private health insurance. I also believe it represents an important opportunity for conservative
policymakers to offer a positive agenda for Oklahoma families. 

The Commissioner and I strongly oppose ObamaCare and will continue to work for
its demise.  We are proud to stand with General Scott Pruitt and his efforts to have this law
found unconstitutional.  This is now our opportunity to stand up for our 10th amendment
rights and create an Oklahoma based free-market exchange. 

An Oklahoma Health Insurance Exchange would be an online marketplace where
costs are reduced, where insurance products could be bought and sold to meet individual
needs and where all insurers could compete to promote real choices for consumers.  This is
the exchange that my administration, the Insurance Commissioner, the Speaker, the Pro Tem,
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and others are dedicated to creating. We hope you are as excited by this opportunity as we
are.
 
 
Katie Altshuler, Policy Director
Office of Governor Mary Fallin
2300 North Lincoln Boulevard, Suite 212
Oklahoma City, Oklahoma 73105
405.521.2342
katie.altshuler@gov.ok.gov

 
 

From: Brian Downs [mailto:Brian.Downs@okhouse.gov] 
Sent: Thursday, March 17, 2011 11:12 AM
To: Mike Thompson; Katie Altshuler
Cc: Alex Weintz; Denise Northrup; Andrew Silvestri; Craig Perry
Subject: RE: DRAFT exchange endorsement letter...
 
 

See changes below

From: Brian Downs 
Sent: Thursday, March 17, 2011 10:45 AM
To: 'Mike Thompson'; Katie Altshuler
Cc: Alex Weintz; Denise Northrup; Andrew Silvestri; Craig Perry
Subject: RE: DRAFT exchange endorsement letter...
 
I made another change which is highlighted in blue…

 

From: Mike Thompson [mailto:Mike.Thompson@oid.ok.gov] 
Sent: Thursday, March 17, 2011 10:18 AM
To: Katie Altshuler; Brian Downs
Cc: Alex Weintz; Denise Northrup; Andrew Silvestri; Craig Perry
Subject: RE: DRAFT exchange endorsement letter...
 
Some changes.  More to come.  Please give feedback.
 
Mike Thompson
Oklahoma Insurance Department
Deputy Commissioner of Government
Relations and Public Affairs
3625 NW 56th St, Suite 100
Oklahoma City, OK 73112
Office: 405-522-8398
Fax 405-521-6635
 

From: Katie Altshuler 
Sent: Thursday, March 17, 2011 10:08 AM
To: Brian Downs; Mike Thompson
Cc: Alex Weintz; Denise Northrup; Andrew Silvestri; Craig Perry
Subject: RE: DRAFT exchange endorsement letter...
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Will include the bill, OID is going to get us some language saying we are opposed to Obamacare and
support lawsuit
 
Katie Altshuler, Policy Director
Office of Governor Mary Fallin
2300 North Lincoln Boulevard, Suite 212
Oklahoma City, Oklahoma 73105
405.521.2342
katie.altshuler@gov.ok.gov

 
 

From: Brian Downs [mailto:Brian.Downs@okhouse.gov] 
Sent: Thursday, March 17, 2011 10:07 AM
To: Katie Altshuler; Mike Thompson
Cc: Alex Weintz; Denise Northrup; Andrew Silvestri; Craig Perry
Subject: RE: DRAFT exchange endorsement letter...
 
I have a couple of thoughts:

 

We should probably take out the paragraph about the $54 million because that is really a separate

issue by itself for members.  And, we should reference the OCPA article and eliminate the language

about being attached to this letter.

 

Lastly, with some changes Katie and I discussed, can we make reference to HB 2130 in this letter?

 

Thanks so much,

 

BD

 

From: Katie Altshuler [mailto:Katie.Altshuler@gov.ok.gov] 
Sent: Thursday, March 17, 2011 9:59 AM
To: Brian Downs; Mike Thompson
Cc: Alex Weintz; Denise Northrup; Andrew Silvestri; Craig Perry
Subject: DRAFT exchange endorsement letter...
Importance: High
 
We will be making a few changes, please provide us with any feedback you may have.
Thanks, Katie
 
Dear Colleague,         

I would like to take this opportunity to visit with you about the extraordinary
opportunity Oklahoma has to be a national leader in designing and implementing a
conservative, free-market based health insurance exchange.
            As you know, the idea of an Oklahoma Health Insurance Exchange is not a new one.
In 2009, the legislature passed a bill that authorized the creation of a health insurance
exchange portal where consumers could compare and research various private health
insurance plans in one online location. That online hub was designed to affect the health
insurance industry in Oklahoma the same way travel websites like Travelocity and Expedia
have empowered consumers across the globe.

As I told lawmakers in my State of the State address, our goal is now to fund the
creation of that website and expand its role further, by creating an insurance exchange where
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small businesses and individuals can pool their money to expand their purchasing power,
increase competition and ultimately reduce costs.  

To build the IT infrastructure necessary for that exchange, the Oklahoma Health Care
Authority applied for and received an Early Innovator Grant in the sum of $54 million. The
state needs this money to develop the kind of high quality, free market, patient-centered
exchange program that our citizens expect and deserve. Using this money will make
Oklahoma one of 48 states that have already accepted such federal aid in order to begin the
creation of a state exchange.

I believe the creation of this Oklahoma Health Insurance Exchange governing outline
in HB 2130 represents a great opportunity for our state to develop a national model for
providing citizens with quality private health insurance. I also believe it represents an
important opportunity for conservative policymakers to offer a positive agenda for Oklahoma
families. 
 
                The Commissioner and I strongly oppose ObamaCare and will continue to work for its
demise.  We are proud to stand with General Scott Pruitt and his efforts to have this law found

unconstitutional.  This is now our opportunity to stand up for our 10th amendment rights and create
an Oklahoma based free-market exchange. 

An Oklahoma Health Insurance Exchange would be an online marketplace where
costs are reduced, where insurance products could be bought and sold to meet individual
needs and where all insurers could compete to promote real choices for consumers.

This is the exchange that my administration, the Speaker, the Pro Tem, The Insurance
Commissioner and others are dedicated to creating. We hope you are as excited by this
opportunity as we are.

Please do not hesitate to call my office if you have questions about this issue, at 405-
522-xxxx.

 
Sincerely,
 
Governor Mary Fallin

 
 
Katie Altshuler, Policy Director
Office of Governor Mary Fallin
2300 North Lincoln Boulevard, Suite 212
Oklahoma City, Oklahoma 73105
405.521.2342
katie.altshuler@gov.ok.gov

 
 
NOTICE: The information in this email is confidential, legally privileged, and exempt from
disclosure under law. It is intended solely for the addressee. Access to this email by anyone
else is unauthorized. If you are not the intended recipient, any disclosure, copying,
distribution or any action taken or omitted to be taken in reliance on it, is prohibited and
unlawful. The Oklahoma House of Reps does not warrant any e-mail transmission received
as being virus free, and disclaims any liability for losses or damages arising from the use of
this e-mail or its attachments. Recipients of e-mail assume the risk of possible computer
virus exposure by opening or utilizing the e-mail and its attachments, and waive any right or
recourse against the House by doing so.
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From: Denise Northrup
To: Aaron Cooper
Cc: Monica Houston; Tammie Wright; Governor Fallin Press; Alex Weintz
Subject: Re: Newsmax TV Interview with Gov. Fallin
Date: Monday, December 03, 2012 2:07:14 PM

We might be able to use the media roundtable time on Wednesday....

Denise Northrup 

On Dec 3, 2012, at 2:04 PM, "Aaron Cooper" <Aaron.Cooper@gov.ok.gov> wrote:

Scheduling,

 

Can you shoot me some potential times later this week or early next week

when we could squeeze this interview in?  It would be conducted via phone

and will last approximately 30 minutes (15 min prep/15 min call time).

 

Thanks.

 

 

From: Kathleen Walter [mailto:kathleenw@newsmax.com] 
Sent: Monday, December 03, 2012 10:47 AM
To: Aaron Cooper
Subject: Newsmax TV Interview with Gov. Fallin
 
Hi Aaron:

Thanks so much for your time on the phone.
 
As per our discussion, I am interested in an interview with Gov. Fallin on the topics of
the fiscal cliff and Obamacare exchange non-implementation and any other
topics/issues she’d like to discuss.

We could do via phone or on camera—whatever is most convenient on your end. The
interview would be recorded and featured on the Newsmax website. (I can send you
some background on our readership/viewership if interested.. but I think you have.)
 
Thanks for all!!
 
Kind regards,
Kathleen
 
Kathleen Walter
Anchor/Correspondent
Newsmax Media
560 Village Blvd.
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West Palm Beach, FL
561.686.1165, x. 1249
kathleenw@newsmax.com
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From: Denise Northrup
To: Katie Altshuler; Aaron Cooper; Glenn Coffee; Alex Weintz
Subject: RE: NFIB - health insurance exchanges
Date: Monday, March 28, 2011 9:42:37 AM

And ask to get copies once they are done
 

From: Katie Altshuler 
Sent: Monday, March 28, 2011 9:07 AM
To: Aaron Cooper; Denise Northrup; Glenn Coffee; Alex Weintz
Subject: Re: NFIB - health insurance exchanges
 
Good, we need them! We need press releases, op-eds and phone calls!
 
From: Aaron Cooper 
Sent: Monday, March 28, 2011 09:07 AM
To: Denise Northrup; Glenn Coffee; Alex Weintz; Katie Altshuler 
Subject: NFIB - health insurance exchanges 
 
Jerrod Shouse called me and said NFIB wants to help us on the exchange issue.
 
NFIB supports state-based exchanges as good for small businesses; they also are one of the private
groups suing the fed government over Obamacare.
 
Jerrod said they can write an editorial to be placed in Oklahoma papers and/or send the editorial to
House and Senate members. 
 
 

Aaron Cooper
Press Secretary
Governor Mary Fallin
aaron.cooper@gov.ok.gov
t - (405) 522-8878
c - (405) 759-0468
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From: Denise Northrup
To: "jrshouse "; Katie Altshuler
Subject: Re: NFIB help
Date: Thursday, July 12, 2012 4:29:01 PM

Thanks jerrod!
 
From: Jerrod Shouse  
Sent: Thursday, July 12, 2012 04:28 PM
To: Denise Northrup; Katie Altshuler 
Subject: NFIB help 
 
Hi Denise & Katie,

As the Governor studies what Oklahoma should do next with regard to exchanges
required by the PPACA/Obamacare, I want to offer the support of NFIB. When Karen
Harned, the head of our NFIB Legal Center, was in Oklahoma and met with the
Governor last year, they talked about exchanges. We discussed how NFIB has led
the charge to repeal Obamacare, but at the same time has been supportive of a
state-created and -run marketplace that benefits small business owners. I even had
an op-ed prepared to support the exchange idea, but we didn't run it when the
legislature pulled the plug (both times).

Ultimately, we will be supportive of the Governor and her decision. So please let me
know if there is a way we can be helpful.

-- 
JERROD SHOUSE
Shouse & Associates | JerrodShouse.com

Government Relations Consulting 

P: 405.310.9779 | C: 
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From: Cody Inman
To: Katie Altshuler; Alex Weintz
Subject: Re: Obama Care
Date: Tuesday, November 13, 2012 11:39:38 AM

Thank you, that is helpful!
 
From: Katie Altshuler 
Sent: Tuesday, November 13, 2012 11:38 AM
To: Alex Weintz; Cody Inman 
Subject: Obama Care 
 
Alex,
 
Please send Cody latest statement from Governor re/ Obamacare. Cody, Gov has made no decisions
yet regarding implementation of an exchange or Medicaid expansion. We are still researching  nd
considering our options. I don’t think we should respond to mail for now, but you can use her
statement for callers if needed. Thank, Katie
 
Katie Altshuler, Policy Director
Office of Governor Mary Fallin
2300 North Lincoln Boulevard, Suite 212
Oklahoma City, Oklahoma 73105
405.521.2342
katie.altshuler@gov.ok.gov
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From: Andrew Silvestri
To: Keili McEwen
Subject: RE: Obama Health Care funds
Date: Tuesday, March 29, 2011 1:12:27 PM

That’s a good idea, send her the FAQ and just tell her its additional info you think will be helpful.
 

From: Keili McEwen 
Sent: Tuesday, March 29, 2011 9:33 AM
To: Andrew Silvestri
Subject: FW: Obama Health Care funds
 
So, this lady responded back to me (that rarely happens).  I am not sure what to say that I haven’t
already said.  Maybe I should send the FAQ press release?  Or just leave it alone?  I welcome your
input on this one!
 

From: Melody Passmore [mailto: ] 
Sent: Monday, March 28, 2011 5:14 PM
To: Keili McEwen
Subject: Re: Obama Health Care funds
 
Thank you Keili for responding for the governor.  What it sounds like you are saying is that you are

taking the money to implement obamacare now, in case it doesn't go away, and using it to create an

"Oklahoma Health Insurance Exchange".   Is that correct?

 
I may have misunderstood what you wrote but that sure is what it sounds like.  If so, there are so many

ways that is wrong that I am even more deeply troubled.  First of all if the exchange is a good idea,

then Oklahoma should come up with the money to implement it.  Not sure why the insurance

companies that want to access it can't pay a fee to support the personnel to run it but then I must be

simplifying the idea.   Second, DO NOT TAKE the MONEY from the federal government.  By taking the

money now you are only making it harder to get rid of the program. Please show some moxy and stand

up to the feds!   Obama and his crew are counting on the state's fear that they can't provide for their

own and have to run to big brother!   Oklahoma needs to be different and set the pace.  NO MORE

business as usual which is what it sounds like you are doing.  Come on, think out of the box!

 
PLEASE correct me if I am wrong!

 
Sincerely,

Melody Passmore

----- Original Message -----

From: Keili McEwen

To: melody

Sent: Monday, March 28, 2011 2:34 PM

Subject: RE: Obama Health Care funds

 
Dear Melody:

 
Thank you for your email to Governor Fallin regarding the Oklahoma Health

Exchange Grant.   Governor Fallin understands your concerns and has asked me to
respond. 
 

An Oklahoma Health Insurance Exchange would be an online marketplace where
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costs are reduced,  insurance products could be bought and sold to meet individual needs,
and where all insurers could compete to promote real choices for consumers.  This is an
exchange that Governor Fallin, along with the Oklahoma Insurance Commissioner, John
Doak, and our state’s legislative leadership are committed to creating.  As you may know,
the idea of an Oklahoma Health Insurance Exchange is not a new one.  In 2009, the
Oklahoma Legislature passed a bill that authorized the creation of a health insurance
exchange portal where consumers could compare and research various private health
insurance plans in one online location.  We now plan to build on the already authorized
exchange in an effort to expand access to quality, private health insurance for our citizens.

 
Governor Fallin is strongly opposed to the federally mandated Patient Protection

and Affordable Care Act, or ObamaCare, and will continue to work to have it overturned. 
However, if this effort proves to be unsuccessful, the state must be prepared to implement
the provisions outlined in ObamaCare.  Therefore, accepting the grant funding in advance
of the 2013 deadline for implementation will allow Oklahomans to develop a national
model for providing citizens with quality health insurance utilizing free-market principles
without interference from the federal government.
 

Thank you again for taking the time to share your ideas and concerns. As we all
work together to address the many challenges facing our state, we hope you will continue to
share your thoughts and views with us.
 
Sincerely,
 
Keili McEwen
Director of Public Affairs
Office of Governor Mary Fallin
 
 

From: Melody Passmore [ ] 
Sent: Wednesday, March 23, 2011 12:12 PM
To: Governor Info
Subject: Obama Health Care funds
 
Governor Fallin,

 
I respectfully ask you to keep your word and decline any money for the state of Oklahoma coming

from federally funded "obamacare".    I had concerns that you were "in the middle" and not really

fiscally responsible.  Please don't prove me correct.  You got my vote this last election but I

guarantee you that I will make phone calls, knock on doors, and spend money to make sure you are

NOT re-elected.   People are watching, politics is not as usual and if you and the likes of Jim Inhofe

think so, you will think again come election day!  You are supposed to be the voice of the people. 

NO OBAMACARE for OKLAHOMA!!!!!

 
I am a 55 yr old that has not actively participated in elections other than school bds until this past

year.  I won't stop till I drop now and my adult children are now doing the same!   Times are

changing!

 
Respectfully,

Melody Passmore

Claremore, OK  74019
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From: Lindsay Russell
To: Lindsay Russell; Seth Levey; john.katz@alaska.gov; russ.kelly@alaska.gov; lgromis ;

macarter32 ; RSerote@az.gov; Adam.nordstrom ; Rob.Jakubik ;
bfulenwider@georgia.gov; ehames@georgia.gov; brandymarty03 ; dhiowa
jabot10@gmail.com; jboeyink34 ; travisrichmond  wkloibe ;
David.Hensley@gov.idaho.gov; jkreizenbeck@gov.idaho.gov; Tammy.Perkins@gov.idaho.gov; Andrew Silvestri;
Katie Altshuler; JamieShuster@gov.sc.gov; tedpitts@gov.sc.gov; hedgcockm@gov.state.la.us;
bob.schwaneberg@gov.state.nj.us; Dona.DeLeon@gov.state.nj.us; Wayne.Hasenbalg@gov.state.nj.us;
michael.ciamarra@governor.alabama.gov; Candice Whitfield; eric.finkbeiner@governor.virginia.gov;
Jeannemarie.Davis@governor.virginia.gov; kristi.craig@governor.virginia.gov;
Michael.DiSabato@governor.virginia.gov; sirena.ramirez@guam.gov; debbie ; griffin ;
wstruble ; wags@la.gov; Renee.Fargason@laspbs.state.fl.us; kristacarman ;
Will.Kinzel@mail.house.gov; mary.mayhew@maine.gov; brandi white@mcconnell.senate.gov;
Lanier Swann@mcconnell.senate.gov; blackwellr2@michigan.gov; chadderdona@michigan.gov;
mcbrideb@michigan.gov; muchmored@michigan.gov; tomichz@michigan.gov; Lauren.Hill@nebraska.gov;
brian ; ryan  nguillemard ; sarah.echols ; Mike Schrimpf;
ts ; Bkanzeg ; aparis@state.pa.us; jbranstett@state.pa.us;
jmcallahan@state.pa.us; ktartaglia@state.pa.us; rebmyers@state.pa.us; Jim.Soyer@state.sd.us;
MKennicott ; Mark.Cate@tn.gov; Will.Cromer@tn.gov; Bnutt ;
RSPENDLOVE@utah.gov; EMainig ; bill.kloiber@wisconsin.gov; Carol.Statkus@wyo.gov;
katyoder 99 ; pjpgator

Cc: Marie T. Sanderson
Subject: RE: Obamacare Anniversary Action Items
Date: Monday, March 21, 2011 1:42:01 PM

 
JUST A REMINDER~
 
Coordinated RGPPC Effort 
 
The RGPPC in conjunction with the RGA would like to put out a press release of our own on
Wednesday. We envision the document to have a quote from every Republican Governor about the
effects that Obamacare has had on each individual state.  You can lift or prepare such quotes from
the actions you are already considering for next week. Please email to Mike Schrimpf by tomorrow
close of business.   Mike’s email is mschrimpf@rga.org.    Please feel free to call or email me
with any questions you have regarding this request.
Thank you for your time!
 
Lindsay Russell
Public Policy Advisor 
Republican Governors Association | RGPPC
1747 Pennsylvania Avenue, NW, Suite 250 | Washington, DC 20006
C:  |
 

--
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From: Alex Weintz
To: Katie Altshuler
Subject: RE: Obamacare Anniversary Action Items
Date: Monday, March 21, 2011 1:44:58 PM

Got it
 

From: Katie Altshuler 
Sent: Monday, March 21, 2011 1:46 PM
To: Alex Weintz; Aaron Cooper
Cc: Andrew Silvestri; Denise Northrup; Glenn Coffee
Subject: FW: Obamacare Anniversary Action Items
 
 
 
Katie Altshuler, Policy Director
Office of Governor Mary Fallin
2300 North Lincoln Boulevard, Suite 212
Oklahoma City, Oklahoma 73105
405.521.2342
katie.altshuler@gov.ok.gov

 
 

From: Lindsay Russell [mailto:  
Sent: Monday, March 21, 2011 1:45 PM
To: Lindsay Russell; Seth Levey; john.katz@alaska.gov; russ.kelly@alaska.gov; lgromis
macarter32 ; RSerote@az.gov; Adam.nordstrom ; Rob.Jakubik ;
bfulenwider@georgia.gov; ehames@georgia.gov; brandymarty03 ; dhiowa
jabot10 ; jboeyink34 ; travisrichmond ; wkloiber ;
David.Hensley@gov.idaho.gov; jkreizenbeck@gov.idaho.gov; Tammy.Perkins@gov.idaho.gov; Andrew
Silvestri; Katie Altshuler; JamieShuster@gov.sc.gov; tedpitts@gov.sc.gov; hedgcockm@gov.state.la.us;
bob.schwaneberg@gov.state.nj.us; Dona.DeLeon@gov.state.nj.us; Wayne.Hasenbalg@gov.state.nj.us;
michael.ciamarra@governor.alabama.gov; Candice Whitfield; eric.finkbeiner@governor.virginia.gov;
Jeannemarie.Davis@governor.virginia.gov; kristi.craig@governor.virginia.gov;
Michael.DiSabato@governor.virginia.gov; sirena.ramirez@guam.gov; debbie ;
griffin ; wstruble  wags@la.gov; Renee.Fargason@laspbs.state.fl.us;
kristacarman ; Will.Kinzel@mail.house.gov; mary.mayhew@maine.gov;
brandi_white@mcconnell.senate.gov; Lanier_Swann@mcconnell.senate.gov; blackwellr2@michigan.gov;
chadderdona@michigan.gov; mcbrideb@michigan.gov; muchmored@michigan.gov;
tomichz@michigan.gov; Lauren.Hill@nebraska.gov; brian ; ryan ;
nguillemard ; sarah.echols ; Mike Schrimpf; ts ;
Bkanzeg ; aparis@state.pa.us; jbranstett@state.pa.us; jmcallahan@state.pa.us;
ktartaglia@state.pa.us; rebmyers@state.pa.us; Jim.Soyer@state.sd.us; MKennicott ;
Mark.Cate@tn.gov; Will.Cromer@tn.gov; Bnutt ; RSPENDLOVE@utah.gov;
EMainigi ; bill.kloiber@wisconsin.gov; Carol.Statkus@wyo.gov; katyoder_99
pjpgator
Cc: Marie T. Sanderson
Subject: RE: Obamacare Anniversary Action Items
 
 
JUST A REMINDER~
 
Coordinated RGPPC Effort 
 
The RGPPC in conjunction with the RGA would like to put out a press release of our own on
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Wednesday. We envision the document to have a quote from every Republican Governor about the
effects that Obamacare has had on each individual state.  You can lift or prepare such quotes from
the actions you are already considering for next week. Please email to Mike Schrimpf by tomorrow
close of business.   Mike’s email is mschrimpf@rga.org.    Please feel free to call or email me
with any questions you have regarding this request.
Thank you for your time!
 
Lindsay Russell
Public Policy Advisor 
Republican Governors Association | RGPPC
1747 Pennsylvania Avenue, NW, Suite 250 | Washington, DC 20006
C:  | www.rga.org
 

--
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From: Denise Northrup
To: Katie Altshuler
Cc: Alex Weintz
Subject: Re: Obamacare in Oklahoma
Date: Thursday, November 15, 2012 5:38:36 PM

I'm glad you did, I want to take his head off!

On Nov 15, 2012, at 3:35 PM, "Katie Altshuler" <Katie.Altshuler@gov.ok.gov> wrote:

I just called and left him a voice mail – told him he needed to check his facts before he
sends emails around and that he should know that they always get back to us! I am
sorry, hope you do not mind, I could not help it!
 
Katie Altshuler, Policy Director
Office of Governor Mary Fallin
2300 North Lincoln Boulevard, Suite 212
Oklahoma City, Oklahoma 73105
405.521.2342
katie.altshuler@gov.ok.gov

 
 

From: Denise Northrup 
Sent: Thursday, November 15, 2012 5:28 PM
To: Katie Altshuler; Alex Weintz
Subject: Fwd: Obamacare in Oklahoma
 

Afp and jolly are on my list...

Begin forwarded message:

From: Nate Webb >
Date: November 15, 2012 3:22:53 PM PST
To: Denise Northrup <Denise.Northrup@gov.ok.gov>
Subject: Fwd: Obamacare in Oklahoma

FYI
 
Nate Webb

Partner 

Capitol Gains, LLC

(405) 763-5255 - Office

 - Mobile

4613



 
Begin forwarded message:

From: Robert Semands

<robert.semands@chaparralenergy.com>

Subject: Obamacare in Oklahoma
Date: November 15, 2012 4:07:25 PM CST

To: Stuart Jolly < >, Robert Hefner

>, "AJ Ferate"

>, "Alberts Joel

( )"

>, "Berglan Zach

l)" 

Bob Cram >, Bradley McWilliams

< >, Brandon Dutcher

>, Bruce Karr

>, Cameron Thompson

>, Carol Hefner

, Chad Khoury

>, Charles Suiter

>, Charlie Meadows

< >, Dan Flick

, "Daniel Karim"

>, Debbie McCown

>, "Dennis Hedke"

>, Dick Howell

>, "Doke Douglas"

 Ella McDonald

>, Fred Minter

, Garrett Reasnor

>, Gary Pierce

, Hough David

, "J. L. Patton, Jr.

]" < >, James

Coury < >, Jay Gully

>, Jeff Flick

, Jim Bucci

, Jim Hickman

, "John R. Dewey"
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>, Kerry Cox

, Kyle Harper

, Larry Stafford

>, Larry Thomas

 "Lisa Munz"

, "Lynda Townsend

)" 

Nate Webb >, "Patrick B. McGuigan"

>, Pete Wilson

>, "Powell, Bob"

>, Randy Koudele

>, Randy Robinson

>, "Representative Randy Grau

(randy.grau@okhouse.gov)"

<randy.grau@okhouse.gov>, Representative Randy

McDaniel <randy.mcdaniel@okhouse.gov>, Rick

Briscoe >, Robert Potts

>, Senator Greg Treat

<treatg@oksenate.gov>, Todd Dutton

<

Amen brother! So why is that not happening? Or better yet, why are all
Republican legislators and the governor not supporting Rep. Mike Ritze’s
legislation to “nullify” Obamacare because it is totally un-Constitutional
on its face?
 
Robert Semands
 

From: Stuart Jolly [mailto:SJolly@afphq.org] 
Sent: Thursday, November 15, 2012 3:09 PM
To: Robert Hefner; AJ Ferate; Alberts Joel ;
Berglan Zach ; Bob Cram; Bradley McWilliams;
Brandon Dutcher; Bruce Karr; Cameron Thompson; Carol Hefner; Chad
Khoury; Charles Suiter; Charlie Meadows; Dan Flick; Daniel Karim; Debbie
McCown; Dennis Hedke; Dick Howell; Doke Douglas; Ella McDonald; Fred
Minter; Garrett Reasnor; Gary Pierce; Hough David; J. L. Patton, Jr.

; James Coury; Jay Gully; Jeff Flick; Jim Bucci; Jim
Hickman; John R. Dewey; Kerry Cox; Kyle Harper; Larry Stafford; Larry
Thomas; Lisa Munz; Lynda Townsend ); Nate Webb;
Patrick B. McGuigan; Pete Wilson; Powell, Bob; Randy Koudele; Randy
Robinson; Representative Randy Grau (randy.grau@okhouse.gov);
Representative Randy McDaniel; Rick Briscoe; Robert Potts; Robert
Semands; Senator Greg Treat; Todd Dutton
Subject: RE: Obamacare in Oklahoma
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On a fundamental policy as bad as this, why are we taking a poll? 
Should we also set up another committee or Blue Ribbon Panel to 

discuss the pros and cons on what this will mean to the future of our 
healthcare? No. 

We just need to ask our beloved Governor to do the right thing for 
the people of Oklahoma. 

Stuaii 

Stuart A. Jolly 
AFP Oklahoma State Director 
L TC, US Army (Ret) -· -www .Americans ForProspe rity.o rg 

From: Robert Hefner 
Sent: Thursday, Novem r 15 2012 1:31 PM 
To: AJ Ferate; Alberts Joel~; Berglan Zach 
----;~ms; Brandon Dutcher; 
~mpson; Carol Hefner; Chad Khoury; Charles Suiter; 
Charlie Meadows; Dan Flick; Daniel Karim; Debbie McCown; Dennis Hedke; 
Dick Howell; Doke Dou las; Ella McDonald; Fred Minter; Garrett Reasnor 

.); Gary Pierce; Hough David; J. L. 
Patton, Jr. ; James Coury; Jay Gully; Jeff Flick; Jim 
Bucci; Jim Hie man; Jo n R. Dewey; Kerry Co~· K le Har er· Lar Stafford; 
Larry Thomas; Lisa Munz; Lynda Townsend ; Nate 
Webb; Patrick B. McGuigan; Pete Wilson; Pow~Bo · Ran Kou e e· 
Randy Robinson; Representative Randy Grau 
Representative Randy McDaniel; Rick Briscoe; Ro rt Potts; Ro rt W. 
Semands; Senator Greg Treat; Stuart Jolly; Todd Dutton 
Subject: FW: Obamacare in Oklahoma 

f<imageOOl.jpg>) 

NOTICE: This message contains confi dent ial informat ion and is intended fo r the 

individual named . If you are not the named addressee, you should not disseminate, 

distribut e or copy this e-mail. Please notify the sender immediately by reply e -mail if 

you have received this e -mail by mistake and delete this e-mail from your system. E

mail transmission cannot be guaranteed to be secure or error-free as information 

could be intercept ed, corrupted, lost, destroyed, arrive late or incomplete, or 

contain viruses. The sender therefore does not accept liability for any errors or 

omissions in the contents of this message which arise as a result of e-mail 

transmission. 

From: Robert Semands [mailto:robert.semands@chaparralenergy.com] 
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Sent: Thursday, November 15, 2012 10:10 AM
Subject: Obamacare in Oklahoma
 
Gov. Mary Fallin’s office is taking comments regarding the setting up of
Obamacare health care exchanges in Oklahoma. When you call they will
ask you if you are for or against setting up this next step of Obamacare. It
just takes a couple of minutes. A majority of Oklahomans including myself
are extremely opposed to setting up these Obamacare exchanges in
Oklahoma.
 
Gov. Mary Fallin
405-521-2342 0ffice
405-521-3353 Fax
www.ok.gov/governor
 
 
Robert Semands
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From: 
To: 
Cc: 

Subject: 
Date: 

Ok folks - we all know you can't tell tone in emails. This was not an adversarial 
discussion on the healthcare exchange. 

I'm only suggesting that Gov Fallin do what she's done before by rejecting the 
exchange. She did a brave thing last year returning federal funds and now we need 
for her to be consistent in protecting consumers and businesses in our state. 

Stuart 

On Nov 15, 2012, at 16: 13, "Stuart Jolly" <SJolly@afphg.org> wrote: 

On a fundamental policy as bad as this, why are we taking a poll? Should we 
also set up another committee or Blue Ribbon Panel to discuss the pros and cons 
on what this will mean to the future of our healthcare? No. 

We just need to ask our beloved Governor to do the right thing for the people of 
Oklahoma. 

Stuaii 

Stuart A. Jolly 

AFP Oklahoma State Director 

L TC, US Army (Ret) 

www.AmericansForProsperity.org 
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From: Robert Hefner [mailto:Robert.Hefner@clr.com] 
Sent: Thursday, November 15, 2012 1:31 PM
To: AJ Ferate; Alberts Joel ; Berglan Zach

 Bob Cram; Bradley McWilliams; Brandon Dutcher; Bruce Karr;
Cameron Thompson; Carol Hefner; Chad Khoury; Charles Suiter; Charlie Meadows; Dan
Flick; Daniel Karim; Debbie McCown; Dennis Hedke; Dick Howell; Doke Douglas; Ella
McDonald; Fred Minter; Garrett Reasnor ); Gary
Pierce; Hough David; J. L. Patton, Jr. ; James Coury; Jay Gully; Jeff
Flick; Jim Bucci; Jim Hickman; John R. Dewey; Kerry Cox; Kyle Harper; Larry Stafford;
Larry Thomas; Lisa Munz; Lynda Townsend ; Nate Webb; Patrick
B. McGuigan; Pete Wilson; Powell, Bob; Randy Koudele; Randy Robinson; Representative
Randy Grau ); Representative Randy McDaniel; Rick Briscoe;
Robert Potts; Robert W. Semands; Senator Greg Treat; Stuart Jolly; Todd Dutton
Subject: FW: Obamacare in Oklahoma

 

 

NOTICE:  This message contains confidential information and is intended for the individual named.
If you are not the named addressee, you should not disseminate, distribute or copy this e-mail.
Please notify the sender immediately by reply e-mail if you have received this e-mail by mistake
and delete this e-mail from your system. E-mail transmission cannot be guaranteed to be secure or
error-free as information could be intercepted, corrupted, lost, destroyed, arrive late or
incomplete, or contain viruses. The sender therefore does not accept liability for any errors or
omissions in the contents of this message which arise as a result of e-mail transmission.

 

From: Robert Semands [mailto:robert.semands@chaparralenergy.com] 
Sent: Thursday, November 15, 2012 10:10 AM
Subject: Obamacare in Oklahoma

 

Gov. Mary Fallin’s office is taking comments regarding the setting up of
Obamacare health care exchanges in Oklahoma. When you call they will
ask you if you are for or against setting up this next step of Obamacare.
It just takes a couple of minutes. A majority of Oklahomans including
myself are extremely opposed to setting up these Obamacare exchanges
in Oklahoma.
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Gov. Mary Fallin

405-521-2342 0ffice

405-521-3353 Fax

www.ok.gov/governor

 

 

Robert Semands
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From: Derek Sparks
To: Katie Altshuler
Subject: RE: Obamacare Supreme Court Aftermath...
Date: Tuesday, July 10, 2012 8:57:55 AM

Katie,
Thank you for the invite.  FYI – Mark responded for both of us so we’ll determine if he
alone, or both of us, will attend. 
Thanks,
Derek
 
From: Katie Altshuler [mailto:Katie.Altshuler@gov.ok.gov] 
Sent: Monday, July 09, 2012 3:15 PM
To: Chris Benge; Mark VanLandingham; Chad Warmington; Gwendolyn Caldwell; Derek Sparks
Cc: AJ Mallory; Gina Ramsey
Subject: Obamacare Supreme Court Aftermath...
Importance: High
 
We wanted to see if we could set up a time to meet with whoever is interested in meeting with us
regarding the Exchange and Medicaid Expansion. Are you available to meet with Denise, Glenn and
me on Thursday, July 19 either from 9 am – 10 am or 3 pm – 4pm?
 
Thank you, Katie
 
Katie Altshuler, Policy Director
Office of Governor Mary Fallin
2300 North Lincoln Boulevard, Suite 212
Oklahoma City, Oklahoma 73105
405.521.2342
katie.altshuler@gov.ok.gov
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From: Chris Benge
To: Mark VanLandingham; Gina Ramsey; Katie Altshuler; "Chad Warmington"; "Gwendolyn Caldwell"; Derek Sparks
Cc: AJ Mallory
Subject: RE: Obamacare Supreme Court Aftermath...
Date: Monday, July 09, 2012 4:53:31 PM

I can do either, but 3 to 4 works best.
 

From: Mark VanLandingham  
Sent: Monday, July 09, 2012 3:33 PM
To: 'Gina Ramsey'; 'Katie Altshuler'; Chris Benge; 'Chad Warmington'; 'Gwendolyn Caldwell'; Derek
Sparks
Cc: 'AJ Mallory'
Subject: RE: Obamacare Supreme Court Aftermath...
 
Either of those times will work.
 
 
Mark D. VanLandingham
Vice-President, Government Relations & Policy
Greater Oklahoma City Chamber
123 Park Ave.
Oklahoma City, OK 73102
P:  405.297.8925

 
 
 
From: Gina Ramsey [mailto:Gina.Ramsey@sos.ok.gov] 
Sent: Monday, July 09, 2012 3:21 PM
To: Katie Altshuler; Chris Benge; Mark VanLandingham; Chad Warmington; Gwendolyn Caldwell; Derek
Sparks
Cc: AJ Mallory
Subject: RE: Obamacare Supreme Court Aftermath...
 
3 pm – 4 pm works best for Glenn.
 

From: Katie Altshuler 
Sent: Monday, July 09, 2012 3:15 PM
To: Chris Benge; Mark VanLandingham; Chad Warmington; Gwendolyn Caldwell; Derek Sparks
Cc: AJ Mallory; Gina Ramsey
Subject: Obamacare Supreme Court Aftermath...
Importance: High
 
We wanted to see if we could set up a time to meet with whoever is interested in meeting with us
regarding the Exchange and Medicaid Expansion. Are you available to meet with Denise, Glenn and
me on Thursday, July 19 either from 9 am – 10 am or 3 pm – 4pm?
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Thank you, Katie
 
Katie Altshuler, Policy Director
Office of Governor Mary Fallin
2300 North Lincoln Boulevard, Suite 212
Oklahoma City, Oklahoma 73105
405.521.2342
katie.altshuler@gov.ok.gov
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From: Chad Warmington
To: Katie Altshuler
Cc: Gwendolyn Caldwell
Subject: RE: Obamacare Supreme Court Aftermath...
Date: Monday, July 09, 2012 4:10:29 PM

The 3-4 pm slot doesn’t work for me or Fred.  But Gwendolyn will be able to attend.  
 

From: Katie Altshuler [mailto:Katie.Altshuler@gov.ok.gov] 
Sent: Monday, July 09, 2012 3:15 PM
To: Chris Benge; Mark VanLandingham; Chad Warmington; Gwendolyn Caldwell; Derek Sparks
Cc: AJ Mallory; Gina Ramsey
Subject: Obamacare Supreme Court Aftermath...
Importance: High
 
We wanted to see if we could set up a time to meet with whoever is interested in meeting with us
regarding the Exchange and Medicaid Expansion. Are you available to meet with Denise, Glenn and
me on Thursday, July 19 either from 9 am – 10 am or 3 pm – 4pm?
 
Thank you, Katie
 
Katie Altshuler, Policy Director
Office of Governor Mary Fallin
2300 North Lincoln Boulevard, Suite 212
Oklahoma City, Oklahoma 73105
405.521.2342
katie.altshuler@gov.ok.gov
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From: Gwendolyn Caldwell
To: Katie Altshuler
Subject: RE: Obamacare Supreme Court Aftermath...
Date: Monday, July 09, 2012 4:10:16 PM

I can attend the 3-4 slot.  Not the earlier one.
 

GWENDOLYN CALDWELL
Sr. VP., Government Affairs, The State Chamber of Oklahoma
Phone: 405-235-3669 | Cell: 918-557-6949
www.okstatechamber.com
 
 

From: Katie Altshuler [mailto:Katie.Altshuler@gov.ok.gov] 
Sent: Monday, July 09, 2012 3:15 PM
To: Chris Benge; Mark VanLandingham; Chad Warmington; Gwendolyn Caldwell; Derek Sparks
Cc: AJ Mallory; Gina Ramsey
Subject: Obamacare Supreme Court Aftermath...
Importance: High
 
We wanted to see if we could set up a time to meet with whoever is interested in meeting with us
regarding the Exchange and Medicaid Expansion. Are you available to meet with Denise, Glenn and
me on Thursday, July 19 either from 9 am – 10 am or 3 pm – 4pm?
 
Thank you, Katie
 
Katie Altshuler, Policy Director
Office of Governor Mary Fallin
2300 North Lincoln Boulevard, Suite 212
Oklahoma City, Oklahoma 73105
405.521.2342
katie.altshuler@gov.ok.gov
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From: Mark VanLandingham
To: Gina Ramsey; Katie Altshuler; "Chris Benge"; "Chad Warmington"; "Gwendolyn Caldwell"; Derek Sparks
Cc: AJ Mallory
Subject: RE: Obamacare Supreme Court Aftermath...
Date: Monday, July 09, 2012 3:32:53 PM

Either of those times will work.
 
 
Mark D. VanLandingham
Vice-President, Government Relations & Policy
Greater Oklahoma City Chamber
123 Park Ave.
Oklahoma City, OK 73102
P:  405.297.8925

 
 
 
From: Gina Ramsey [mailto:Gina.Ramsey@sos.ok.gov] 
Sent: Monday, July 09, 2012 3:21 PM
To: Katie Altshuler; Chris Benge; Mark VanLandingham; Chad Warmington; Gwendolyn Caldwell; Derek
Sparks
Cc: AJ Mallory
Subject: RE: Obamacare Supreme Court Aftermath...
 
3 pm – 4 pm works best for Glenn.
 

From: Katie Altshuler 
Sent: Monday, July 09, 2012 3:15 PM
To: Chris Benge; Mark VanLandingham; Chad Warmington; Gwendolyn Caldwell; Derek Sparks
Cc: AJ Mallory; Gina Ramsey
Subject: Obamacare Supreme Court Aftermath...
Importance: High
 
We wanted to see if we could set up a time to meet with whoever is interested in meeting with us
regarding the Exchange and Medicaid Expansion. Are you available to meet with Denise, Glenn and
me on Thursday, July 19 either from 9 am – 10 am or 3 pm – 4pm?
 
Thank you, Katie
 
Katie Altshuler, Policy Director
Office of Governor Mary Fallin
2300 North Lincoln Boulevard, Suite 212
Oklahoma City, Oklahoma 73105
405.521.2342
katie.altshuler@gov.ok.gov
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From: Gina Ramsey
To: Katie Altshuler; Chris Benge; Mark VanLandingham; Chad Warmington; Gwendolyn Caldwell; Derek Sparks
Cc: AJ Mallory
Subject: RE: Obamacare Supreme Court Aftermath...
Date: Monday, July 09, 2012 3:20:50 PM

3 pm – 4 pm works best for Glenn.
 

From: Katie Altshuler 
Sent: Monday, July 09, 2012 3:15 PM
To: Chris Benge; Mark VanLandingham; Chad Warmington; Gwendolyn Caldwell; Derek Sparks
Cc: AJ Mallory; Gina Ramsey
Subject: Obamacare Supreme Court Aftermath...
Importance: High
 
We wanted to see if we could set up a time to meet with whoever is interested in meeting with us
regarding the Exchange and Medicaid Expansion. Are you available to meet with Denise, Glenn and
me on Thursday, July 19 either from 9 am – 10 am or 3 pm – 4pm?
 
Thank you, Katie
 
Katie Altshuler, Policy Director
Office of Governor Mary Fallin
2300 North Lincoln Boulevard, Suite 212
Oklahoma City, Oklahoma 73105
405.521.2342
katie.altshuler@gov.ok.gov
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From: Gwendolyn Caldwell
To: Katie Altshuler
Subject: RE: Obamacare Supreme Court Aftermath...
Date: Wednesday, July 11, 2012 9:26:33 AM

So the meeting got scheduled for 10?  I won’t be able to make it but I will have Matt there. 
 

GWENDOLYN CALDWELL
Sr. VP., Government Affairs, The State Chamber of Oklahoma
Phone: 405-235-3669 | Cell: 
www.okstatechamber.com
 
 

From: Katie Altshuler [mailto:Katie.Altshuler@gov.ok.gov] 
Sent: Monday, July 09, 2012 3:15 PM
To: Chris Benge; Mark VanLandingham; Chad Warmington; Gwendolyn Caldwell; Derek Sparks
Cc: AJ Mallory; Gina Ramsey
Subject: Obamacare Supreme Court Aftermath...
Importance: High
 
We wanted to see if we could set up a time to meet with whoever is interested in meeting with us
regarding the Exchange and Medicaid Expansion. Are you available to meet with Denise, Glenn and
me on Thursday, July 19 either from 9 am – 10 am or 3 pm – 4pm?
 
Thank you, Katie
 
Katie Altshuler, Policy Director
Office of Governor Mary Fallin
2300 North Lincoln Boulevard, Suite 212
Oklahoma City, Oklahoma 73105
405.521.2342
katie.altshuler@gov.ok.gov
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From: Denise Northrup
To: Cody Inman
Cc: Katie Altshuler; Alex Weintz
Subject: Re: ObamaCare/Insurance Exchange/Medicaid Constituent Update
Date: Wednesday, November 14, 2012 5:43:58 PM

Interesting, thanks Cody!

On Nov 14, 2012, at 3:39 PM, "Cody Inman" <Cody.Inman@gov.ok.gov> wrote:

All: these numbers are from Thursday (8th) thru today at 5pm.(14th)
If you need additional numbers, let me know.
 
 

Constituent Letters and or Calls- Affordable Care Act
11/8 -- 11/14

In Favor Opposed

Letters/ Emails: Specifically citing Affordable Care Act/ObamaCare 9 25
Letters/ Emails: Specifically citing Health Insurance Exchange/Medicaid Expansion 25 42
Calls:  Referenced ObamaCare & Insurance Exchange 84
Calls: Specifically asks the governor to expand Medicaid 9
Total 43 91

 
 
 
 
 
______________________________________
Cody Inman
Senior Public Affairs Officer
Office of the Governor | State of Oklahoma
Honorable Mary Fallin
cody.inman@gov.ok.gov
t - (405) 521-2342
 
Gov. Fallin on Facebook:  www.facebook.com/GovernorMaryFallin
Gov. Fallin on Twitter:  www.twitter.com/GovMaryFallin
Gov. Fallin on the Web:  www.governor.ok.gov
 
Oklahoma business owners and executives:  share your input on how we can further strengthen Oklahoma's business climate by
completing the survey at www.FallinforBusiness.com.
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From: Alex Weintz
To: Aaron Cooper; Katie Altshuler; Andrew Silvestri
Subject: Re: OHCA questions
Date: Friday, March 04, 2011 2:40:36 PM

441 according to this, right?

----- Original Message -----
From: Aaron Cooper
Sent: Friday, March 04, 2011 02:38 PM
To: Katie Altshuler; Alex Weintz; Andrew Silvestri
Subject: RE: OHCA questions

Is the Medicaid costs of Obamacare $500 million or $400 million?

-----Original Message-----
From: Katie Altshuler
Sent: Friday, March 04, 2011 2:38 PM
To: Alex Weintz; Andrew Silvestri; Aaron Cooper
Subject: Re: OHCA questions

OHCA says it is fine to distribute! Please let me know if you need anything else at all - I don't feel like I
have been very helpful, sorry. Katie

----- Original Message -----
From: Katie Altshuler
Sent: Friday, March 04, 2011 02:27 PM
To: Alex Weintz; Andrew Silvestri; Aaron Cooper
Subject: Re: OHCA questions

Let me check with OHCA to see if it is okay to share. It does confirm the 500 million figure.

----- Original Message -----
From: Alex Weintz
Sent: Friday, March 04, 2011 02:25 PM
To: Katie Altshuler; Andrew Silvestri; Aaron Cooper
Subject: Re: OHCA questions

Is there any reason we should not give myers this entire spreadsheet. I can't really look at it that
effectively on my bberry

----- Original Message -----
From: Katie Altshuler
Sent: Friday, March 04, 2011 02:18 PM
To: Andrew Silvestri; Alex Weintz; Aaron Cooper
Subject: Fw: OHCA questions

Cost projections ATTACHED

----- Original Message -----
From: Nico Gomez [mailto:Nico.Gomez@okhca.org]
Sent: Friday, March 04, 2011 02:09 PM
To: 'kaltshuler@
Cc: Katie Altshuler
Subject: FW: OHCA questions
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-----Original Message-----
From: Nico Gomez
Sent: Friday, March 04, 2011 1:47 PM
To: 'Katie Altshuler'
Subject: FW: OHCA questions

-----Original Message-----
From: Nico Gomez
Sent: Thursday, December 16, 2010 5:55 PM
To: katie.altshuler@govelect.ok.gov
Cc: andrew.silvestri@govelect.ok.gov
Subject: OHCA questions

Katie,

As part of your request please find attached the OHCA analysis of the Medicaid costs related to the
passage of the PPACA. We estimate serving an additional 241,000 at an average annual cost of ~$63
million.

Please let me know if you have any questions.

Thanks,
Nico

=================
DISCLAIMER - This e-mail message, including any attachments,
is for the sole use of the intended recipient(s) and may contain
confidential and privileged information.

If you are not the named addressee you should not disseminate,
distribute or copy this e-mail. Please notify the sender
immediately by e-mail if you have received this e-mail by
mistake and delete this e-mail from your system.

The sender does not accept liability for any errors or omissions in
the contents of this message, which arise as a result of e-mail
transmission. If verification is required please request a
hard-copy version.
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From: Glenn Craven
To: Katie Altshuler
Subject: RE: OID PPACA waiver press release
Date: Tuesday, September 06, 2011 5:21:55 PM

This hasn’t gone out yet, by the way. I’m trying to be sure whether the commissioner still wants it
going out today or in the a.m. since it’s now so late in the day.
 
His mother has fallen quite ill and he’s been a little hard to reach.
 
Thanks,
Glenn Craven
 
 

From: Katie Altshuler 
Sent: Tuesday, September 06, 2011 5:21 PM
To: Glenn Craven
Subject: RE: OID PPACA waiver press release
 
Thank you very much! Katie
 
Katie Altshuler, Policy Director
Office of Governor Mary Fallin
2300 North Lincoln Boulevard, Suite 212
Oklahoma City, Oklahoma 73105
405.521.2342
katie.altshuler@gov.ok.gov

 
 

From: Glenn Craven 
Sent: Tuesday, September 06, 2011 4:30 PM
To: Katie Altshuler
Subject: OID PPACA waiver press release
 
Katie,
 
Regarding my phone message to you a few moments ago, this is the approved draft of our press
release on OID’s seeking a waiver to the medical loss ratio (MLR) provisions in PPACA.
 
Commissioner Doak wanted Gov. Fallin to have this release at her disposal, as well as access to
Deputy Commissioner Mike Rhoads, who is our resident health care expert. Deputy Rhoads can be
reached at (918) 295-3702 or (405) 924-0239, the latter being his cell phone.
 
Thank you,
Glenn Craven, Communications Officer
Oklahoma Department of Insurance
(405) 522-1769

P Consider the environment and only print this email if  absolutely necessary.
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The contents of this electronic message, including attachments, are transmitted by the Oklahoma

Insurance Department, an Oklahoma government agency according to the Uniform Electronic

Transactions Act, 12A O.S. 15-101 et seq. This message is intended for use by the named addressee

only and may contain information that is confidential or private according to state or federal laws. If you

have received this electronic message in error, please notify the sender by a “reply to sender only”

message, delete it completely from your computer and maintain confidentiality of the message. Any

unauthorized disclosure, distribution, or use of the contents of this message is prohibited and subjects

the user to penalty of law.
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From: Denise Northrup
To: Katie Altshuler; Alex Gerszewski; Alex Weintz; Aaron Cooper; Andrew Silvestri
Cc: Glenn Coffee
Subject: Re: OID PPACA waiver press release
Date: Wednesday, September 07, 2011 8:55:01 AM

Fine with me, we have an awful lot going on today so I don't want them to wait on us if they want to
get it out
 
From: Katie Altshuler 
Sent: Wednesday, September 07, 2011 08:54 AM
To: Alex Gerszewski; Alex Weintz; Aaron Cooper; Andrew Silvestri 
Cc: Denise Northrup; Glenn Coffee 
Subject: Fw: OID PPACA waiver press release 
 

 
From: Glenn Craven 
Sent: Wednesday, September 07, 2011 08:42 AM
To: Katie Altshuler 
Subject: RE: OID PPACA waiver press release 
 
Good morning,
 
We decided to hold this release until today. Good thing, as I found where a requested revision
resulted in problem that went unnoticed in the prior version. Attached is the most current version.
 
Would Gov. Fallin care to have a quote in this release? We’d certainly be glad to add her comments
before distribution.
 
Thank you,
Glenn Craven, Communications Officer
Oklahoma Department of Insurance
(405) 522-1769

P Consider the environment and only print this email if  absolutely necessary.

The contents of this electronic message, including attachments, are transmitted by the Oklahoma

Insurance Department, an Oklahoma government agency according to the Uniform Electronic

Transactions Act, 12A O.S. 15-101 et seq. This message is intended for use by the named addressee

only and may contain information that is confidential or private according to state or federal laws. If you

have received this electronic message in error, please notify the sender by a “reply to sender only”

message, delete it completely from your computer and maintain confidentiality of the message. Any

unauthorized disclosure, distribution, or use of the contents of this message is prohibited and subjects

the user to penalty of law.
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From: Katie Altshuler 
Sent: Tuesday, September 06, 2011 5:21 PM
To: Glenn Craven
Subject: RE: OID PPACA waiver press release
 
Thank you very much! Katie
 
Katie Altshuler, Policy Director
Office of Governor Mary Fallin
2300 North Lincoln Boulevard, Suite 212
Oklahoma City, Oklahoma 73105
405.521.2342
katie.altshuler@gov.ok.gov

 
 

From: Glenn Craven 
Sent: Tuesday, September 06, 2011 4:30 PM
To: Katie Altshuler
Subject: OID PPACA waiver press release
 
Katie,
 
Regarding my phone message to you a few moments ago, this is the approved draft of our press
release on OID’s seeking a waiver to the medical loss ratio (MLR) provisions in PPACA.
 
Commissioner Doak wanted Gov. Fallin to have this release at her disposal, as well as access to
Deputy Commissioner Mike Rhoads, who is our resident health care expert. Deputy Rhoads can be
reached at (918) 295-3702 or (405) 924-0239, the latter being his cell phone.
 
Thank you,
Glenn Craven, Communications Officer
Oklahoma Department of Insurance
(405) 522-1769

P Consider the environment and only print this email if  absolutely necessary.

The contents of this electronic message, including attachments, are transmitted by the Oklahoma

Insurance Department, an Oklahoma government agency according to the Uniform Electronic

Transactions Act, 12A O.S. 15-101 et seq. This message is intended for use by the named addressee

only and may contain information that is confidential or private according to state or federal laws. If you

have received this electronic message in error, please notify the sender by a “reply to sender only”

message, delete it completely from your computer and maintain confidentiality of the message. Any

unauthorized disclosure, distribution, or use of the contents of this message is prohibited and subjects

the user to penalty of law.
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From: Marie Sanderson
To: Katie Altshuler; Andrew Silvestri
Cc: Dustin Huffman
Subject: RE: OK healthcare moving parts
Date: Wednesday, November 07, 2012 12:22:25 PM

Ok thanks good point
 

From: Katie Altshuler [mailto:Katie.Altshuler@gov.ok.gov] 
Sent: Wednesday, November 07, 2012 12:06 PM
To: Marie Sanderson; Andrew Silvestri
Cc: Dustin Huffman
Subject: RE: OK healthcare moving parts
 
This is still accurate and you are welcome to share. Also, the pending OK AG lawsuit may factor in
(referred to in the Cato blog). Thanks, Katie
 
Katie Altshuler, Policy Director
Office of Governor Mary Fallin
2300 North Lincoln Boulevard, Suite 212
Oklahoma City, Oklahoma 73105
405.521.2342
katie.altshuler@gov.ok.gov

 
 

From: Marie Sanderson ] 
Sent: Wednesday, November 07, 2012 11:14 AM
To: Katie Altshuler; Andrew Silvestri
Cc: Dustin Huffman
Subject: OK healthcare moving parts
 
Hi Katie/Andrew:
 
RGPPC has been tracking internally where various states land on the PPACA moving parts. In order
to best advise our governors and staff for Thursday’s staff call and Friday’s governors’ call, we would
like to understand A) If what we have on file is accurate for your state, 2) May we share this
information with other states.
 
Thanks again for your fast attention. If you have any questions, please feel free to call me or Dustin.
 
Best,
Marie

 
 

Oklahoma
 

 
Medicaid Expansion:

4636



Decision: Undecided, waiting until after the election
Announced: July 23, 2012
 
Insurance Exchange:
Decision: Undecided
 
Important Websites:
Health care ruling: Oklahoma Gov. Mary Fallin says state needs to study implications
of the high court decision
http://newsok.com/health-care-ruling-oklahoma-gov.-mary-fallin-says-state-needs-
to-study-implications-of-the-high-court-decision/article/3688400
 
Fallin won't decide on expanding Medicaid until after election
http://www.tulsaworld.com/news/article.aspx?
subjectid=336&articleid=20120724_336_0_GovMar820522

 
 
Marie Thomas Sanderson
Policy Director
Republican Governors Association (RGA)
MSanderson@rga.org
Republican Governors Public Policy Committee (RGPPC)

Office (202) 464- 8556
Cell 
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From: Denise Northrup
To: Alex Weintz
Cc: Katie Altshuler; Andrew Silvestri; Governor Fallin Press
Subject: Re: Oklahoma Gazette story re: ACA
Date: Wednesday, September 12, 2012 1:57:29 PM

Works for me

On Sep 12, 2012, at 1:56 PM, "Alex Weintz" <Alex.Weintz@gov.ok.gov> wrote:

Gazette is asking if we agree with the Chamber that Insure Oklahoma should
become a state based exchange. I am going to offer the statement below unless
someone tells me not to. Gazette’s questions are highlighted below.
 
Fallin admin statement:
Because of the uncertainty surrounding the future of the Affordable Care Act,
Governor Fallin will not make any announcements or endorse any course of
action regarding a health insurance exchange until after the November election.
In the meantime, she and her staff will thoroughly and thoughtfully review the
state of Oklahoma’s options regarding a potential exchange. 
 

From: Aaron Cooper 
Sent: Wednesday, September 12, 2012 1:50 PM
To: Alex Weintz
Subject: FW: Oklahoma Gazette story
 
FYI.

 

From: Shelly Hickman [mailto: ] 
Sent: Wednesday, September 12, 2012 1:44 PM
To: Aaron Cooper
Subject: Fwd: Oklahoma Gazette story
 
Aaron:

Below is my email to Alex last Weds. And to recap our conversation from just a
few minutes ago, all I need are answers to these two questions:

1.) is the governor like-minded with the State Chamber in that Insure Oklahoma
is the best vehicle at this point and if the president were to be reelected for
attempting to comply with the timeline requirements of a state exchange in the
Affordable Care Act so as to avoid Oklahoma's exchange being run by the
federal government?

2.) Does the governor believe she has the legal authority under the Affordable
Care Act to submit Insure Oklahoma to the federal government for formal
consideration as the foundation for which a state exchange for Oklahoma could
be developed?

4638



Again, thank you for facilitating getting answers for me. I am under a tight
deadline to the Gazette, so I would appreciate you getting back to me by the end
of the day on those two direct questions. My contact number is 397-4030.

---------- Forwarded message ----------
From: Shelly Hickman < >
Date: Wed, Sep 5, 2012 at 3:38 PM
Subject: Oklahoma Gazette story
To: "alex.weintz@gov.ok.gov" <alex.weintz@gov.ok.gov>

Alex:

I'm doing a story for the Gazette on the state exchange required in the Affordable
Care Act. I have interviewed a few people, including Matt Robison with the
State Chamber, and I wanted to just ask you if the governor had anything to add
to what she has previously said about waiting until after the election and whether
if she is likeminded with the State Chamber, eg that the state request the Feds
consider Insure Oklahoma as a huge step toward creating a state-operated
exchange if President Obama were to win.

My cell is .

Thank you,
Shelly Hickman

Sent from my iPhone
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From: Prieto Johns, Nicole S.
To: Katie Altshuler
Subject: RE: OKLAHOMA NPRM Comments on EXCHANGES 102811 FINAL.docx
Date: Saturday, October 29, 2011 11:55:16 PM

You are most welcome. 

Nicole

________________________________

S. Nicole Prieto Johns, MPA | Oklahoma Health Insurance Exchange Planning Project | Project Manager |
1000 NE 10th Street, Suite 355, Oklahoma City, Oklahoma 73117-1299 | Bus.  405.271.2944 | Cell 

 | E-mail NicolePJ@health.ok.gov <mailto:NicolePJ@health.ok.gov>  | Website:
www.OK.gov/InsuranceExchange

________________________________

From: Katie Altshuler [mailto:Katie.Altshuler@gov.ok.gov]
Sent: Fri 10/28/2011 7:11 PM
To: Prieto Johns, Nicole S.
Subject: Re: OKLAHOMA NPRM Comments on EXCHANGES 102811 FINAL.docx

Thank you so much! Katie

From: Prieto Johns, Nicole S. [mailto:NIcolePJ@health.ok.gov]
Sent: Friday, October 28, 2011 06:45 PM
To: Katie Altshuler
Cc: Cox-Kain, Julie <Juliek@health.ok.gov>
Subject: RE: OKLAHOMA NPRM Comments on EXCHANGES 102811 FINAL.docx

Katie - The attached document has been successfully submitted electronically via the
www.regulations.gov <http://www.regulations.gov/>  website as Oklahoma's response to each of the
four NRPM as listed on the document.

Nicole

________________________________

S. Nicole Prieto Johns, MPA | Planning / Project Manager | Health Planning & Grants Office  | Oklahoma
State Department of Health
1000 NE 10th Street, Suite 355, Oklahoma City, Oklahoma 73117-1299 | Bus.  405.271.2944 | Cell 

 | E-mail NicolePJ@health.ok.gov | Website: http://www.ok.gov/health
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From: Katie Altshuler [mailto:Katie.Altshuler@gov.ok.gov]
Sent: Friday, October 28, 2011 6:22 PM
To: Prieto Johns, Nicole S.
Subject: Re: OKLAHOMA NPRM Comments on EXCHANGES 102811 FINAL.docx

No, I think that is fine!

From: Prieto Johns, Nicole S. [mailto:NIcolePJ@health.ok.gov]
Sent: Friday, October 28, 2011 05:56 PM
To: Katie Altshuler
Subject: RE: OKLAHOMA NPRM Comments on EXCHANGES 102811 FINAL.docx

Yeah!....I will send you a final draft in .pdf form and will upload it to the www.regulations.gov
<http://www.regulations.gov/>   website for each of the 4 NPRMs.   I won't plan on sending hard
copies unless you want me to.

Nicole 

________________________________

S. Nicole Prieto Johns, MPA | Planning / Project Manager | Health Planning & Grants Office  | Oklahoma
State Department of Health
1000 NE 10th Street, Suite 355, Oklahoma City, Oklahoma 73117-1299 | Bus.  405.271.2944 | Cell 

0 | E-mail NicolePJ@health.ok.gov | Website: http://www.ok.gov/health

From: Katie Altshuler [mailto:Katie.Altshuler@gov.ok.gov]
Sent: Friday, October 28, 2011 5:53 PM
To: Prieto Johns, Nicole S.; Cox-Kain, Julie
Subject: Re: OKLAHOMA NPRM Comments on EXCHANGES 102811 FINAL.docx

Works for me!

From: Prieto Johns, Nicole S. [mailto:NIcolePJ@health.ok.gov]
Sent: Friday, October 28, 2011 05:50 PM
To: Cox-Kain, Julie <Juliek@health.ok.gov>; Katie Altshuler
Subject: RE: OKLAHOMA NPRM Comments on EXCHANGES 102811 FINAL.docx

Okay...here is a revised option: 
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§ 155.110 Entities eligible to carry out Exchange functions

In Section 155.110 of the NPRM, HHS relates that the State may elect to authorize an Exchange
established by the State to enter into an agreement with an eligible entity, including web-based entities,
to carry out one or more responsibilities of the Exchange.  HHS further comments, "We understand that
such entities may provide an additional avenue for the public to become aware of and access QHPs, but
we also note that advance payments of the premium tax credit and cost-sharing reductions may only be
accessed through an Exchange".

Oklahoma Comment:

So that States may be allowed greater flexibility in providing access to health care for residents,
Oklahoma urges HHS to clarify in the final regulation that individuals, who qualify for premium tax
credits and cost-sharing reductions, may also access these same benefits if they enroll in qualified
health plans through a web-based entity.  This allowance would ensure a more equitable and fair
implementation of the Exchanges.

________________________________

S. Nicole Prieto Johns, MPA | Planning / Project Manager | Health Planning & Grants Office  | Oklahoma
State Department of Health
1000 NE 10th Street, Suite 355, Oklahoma City, Oklahoma 73117-1299 | Bus.  405.271.2944 | Cell 

 | E-mail NicolePJ@health.ok.gov | Website: http://www.ok.gov/health

From: Cox-Kain, Julie
Sent: Friday, October 28, 2011 5:02 PM
To: Prieto Johns, Nicole S.; 'katie.altshuler@gov.ok.gov'
Subject: Re: OKLAHOMA NPRM Comments on EXCHANGES 102811 FINAL.docx

Minor typo last sentence of 1st paragraph
--------------------------
Sent from my BlackBerry Wireless Handheld

From: Prieto Johns, Nicole S.
Sent: Friday, October 28, 2011 04:59 PM
To: 'Katie Altshuler' <Katie.Altshuler@gov.ok.gov>
Cc: Cox-Kain, Julie
Subject: OKLAHOMA NPRM Comments on EXCHANGES 102811 FINAL.docx
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Katie - Here is what I came up with regarding the WBEs as shown on page 9 of the document.  I have
already accepted all of the changes in the document: 

§ 155.110 Entities eligible to carry out Exchange functions

In Section 155.110 of the NPRM, HHS proposes that an Exchange established by the State may enter
into an agreement with eligible entities, such as a web-based entities to perform contracted functions,
however, though such entities may provide additional avenues for the public to access QHPs, advance
payments of the premium tax credit and cost-sharing reductions can only be only be accessed through
an Exchange.

Oklahoma Comment:

Individuals or employers obtaining a health plan through a web-based entity (WBE) that is licensed
under state law to sell health insurance as an agent or broker should not be discriminated against by
HHS for tax purposes.  Oklahoma therefore urges HHS to clarify in the final regulation that businesses
and individuals who qualify for premium tax credits and cost reductions may access these same benefits
if they elect to enroll in a QHP through a state regulated WBE that is contracted with the Exchange to
perform such functions, and that they will not in any way be disadvantaged by doing so.  Additionally,
states should be allowed ample latitude to assure that these WBEs meet all state licensing and
consumer protection standards. 

Please let me know if you would like me to submit the letter.  I think we could still do it electronically
this afternoon by submitting a copy of the document under each of the NPRMs - just send me a
scanned copy of the signed letter and I can submit them electronically.    Additionally, you can still send
a hard copy overnight if you wish to (I would suggest sending four copies as they will be reviewed by
different units):

3. By express or overnight mail. You may send written comments to the following

address ONLY:

Centers for Medicare & Medicaid Services,

Department of Health and Human Services,

Attention: CMS-9989-P, CMS-9975-P, CMS-9974-P, and CMS2349-P

Mail Stop C4-26-05,

7500 Security Boulevard,

Baltimore, MD 21244-1850.

Nicole
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________________________________

S. Nicole Prieto Johns, MPA | Planning / Project Manager | Health Planning & Grants Office  | Oklahoma
State Department of Health
1000 NE 10th Street, Suite 355, Oklahoma City, Oklahoma 73117-1299 | Bus.  405.271.2944 | Cell 

 | E-mail NicolePJ@health.ok.gov | Website: http://www.ok.gov/health
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From: Spangler, Katy (HELP Committee)
To: Katie Altshuler
Subject: RE: Oklahoma wins an Early Innovator Grant: Application and Materials ATTACHED
Date: Monday, March 21, 2011 4:40:44 PM

Hi Katie,

Thank you very much for sending this.  We had a hearing on exchanges last week

and it was pretty uneventful.  I’m sad to miss you this Friday – I’m traveling to

Cheyenne for work.  Hope you are well.  Thank you for sending this.  Katy

 

From: Katie Altshuler [mailto:Katie.Altshuler@gov.ok.gov] 
Sent: Thursday, February 17, 2011 5:35 PM
To: Spangler, Katy (HELP Committee)
Subject: Oklahoma wins an Early Innovator Grant: Application and Materials ATTACHED
 
This message has been archived. View the original item

Here you go! Good to talk with you earlier! Katie  Cell

 

Katie Altshuler, Policy Director

Office of Governor Mary Fallin

2300 North Lincoln Boulevard, Suite 212

Oklahoma City, Oklahoma 73105

405.521.2342

katie.altshuler@gov.ok.gov

 

 

Attachments:
attachment.pdf (336 KB)

Early Adopter Grant (one file).pdf (1.6 MB)
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From: Spangler, Katy (HELP Committee)
To: Katie Altshuler
Subject: RE: Oklahoma wins an Early Innovator Grant: Application and Materials ATTACHED
Date: Thursday, July 14, 2011 9:13:55 AM

Hi Katie,

I hope you are doing well!  I just tried calling you as well.  Question for you, I

remember reading Gov. Fallin decided not to accept the exchange early innovator

grant.  HHS was recently on the hill briefing folks on the exchange regulation and I

asked how many of the 7 states that were originally given early innovator grants still

had them, and they said all 7.  I thought it would be best to check in with you about

this to learn more. 

Thanks so much,

Katy

202-224-2313 direct

 

From: Katie Altshuler [mailto:Katie.Altshuler@gov.ok.gov] 
Sent: Thursday, February 17, 2011 5:35 PM
To: Spangler, Katy (HELP Committee)
Subject: Oklahoma wins an Early Innovator Grant: Application and Materials ATTACHED
 
This message has been archived. View the original item

Here you go! Good to talk with you earlier! Katie  Cell

 

Katie Altshuler, Policy Director

Office of Governor Mary Fallin

2300 North Lincoln Boulevard, Suite 212

Oklahoma City, Oklahoma 73105

405.521.2342

katie.altshuler@gov.ok.gov

 

 

Attachments:
attachment.pdf (336 KB)

Early Adopter Grant (one file).pdf (1.6 MB)

 

4646



From: Denise Northrup
To: Aaron Cooper; Katie Altshuler; Glenn Coffee; Alex Weintz
Cc: Alex Gerszewski
Subject: RE: Oklahoman request - HC law
Date: Friday, July 06, 2012 11:57:10 AM
Attachments: image002.png

Yep, for now…
 

From: Aaron Cooper 
Sent: Friday, July 06, 2012 11:46 AM
To: Denise Northrup; Katie Altshuler; Glenn Coffee; Alex Weintz
Cc: Alex Gerszewski
Subject: Oklahoman request - HC law
 
A reporter left a message … said she talked with members of the legislative task force
(didn’t indicate what comments they made) re:  SCOTUS ruling/where Oklahoma goes
from here … wants a statement on where the governor is right now on the issue.
 
Do you think the statement given to AP will suffice?  Thanks.
 

Governor Fallin  was disappointed and frustrated with the Supreme Court’s decision to
uphold the bulk of the Affordable Care Act (ACA). She believes the law is unaffordable and
unworkable, and that many aspects of the bill — including the individual mandate – grant
Congress power that was not intended by the authors of the Constitution. She voted against
the bill as a congresswoman and supported the lawsuit filed by Oklahoma’s attorney general
as governor. She continues her adamant opposition to the law, and will actively campaign
for conservative candidates, including the Republican presidential nominee, who pledge to
overturn and replace the ACA.
 
However, in light of the Supreme Court’s decision to uphold most of the ACA, Governor
Fallin believes it is her responsibility to thoroughly and thoughtfully review the state of
Oklahoma’s options regarding the future of both Medicaid and the creation of a health
insurance exchange.  Her priority is not to make a decision soon; it is to make the right
decision. The governor will continue to review how the state of Oklahoma can best meet
the health care needs of its citizens. Our office will proactively relay these decisions to
Governor Fallin’s constituents and to the media as they are made.

 
 
______________________________________
Aaron Cooper
Press Secretary
Governor Mary Fallin
aaron.cooper@gov.ok.gov
t - (405) 522-8878
c - (405) 759-0468
 
Find Gov. Fallin on:
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On the Web:  www.governor.ok.gov
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From: Aaron Cooper
To: Denise Northrup; Katie Altshuler; Glenn Coffee; Alex Weintz
Cc: Alex Gerszewski
Subject: RE: Oklahoman request - HC law
Date: Friday, July 06, 2012 12:25:40 PM
Attachments: image002.png

Thanks.

 

From: Denise Northrup 
Sent: Friday, July 06, 2012 11:57 AM
To: Aaron Cooper; Katie Altshuler; Glenn Coffee; Alex Weintz
Cc: Alex Gerszewski
Subject: RE: Oklahoman request - HC law
 
Yep, for now…
 

From: Aaron Cooper 
Sent: Friday, July 06, 2012 11:46 AM
To: Denise Northrup; Katie Altshuler; Glenn Coffee; Alex Weintz
Cc: Alex Gerszewski
Subject: Oklahoman request - HC law
 
A reporter left a message … said she talked with members of the legislative task force
(didn’t indicate what comments they made) re:  SCOTUS ruling/where Oklahoma goes
from here … wants a statement on where the governor is right now on the issue.
 
Do you think the statement given to AP will suffice?  Thanks.
 

Governor Fallin  was disappointed and frustrated with the Supreme Court’s decision to
uphold the bulk of the Affordable Care Act (ACA). She believes the law is unaffordable and
unworkable, and that many aspects of the bill — including the individual mandate – grant
Congress power that was not intended by the authors of the Constitution. She voted against
the bill as a congresswoman and supported the lawsuit filed by Oklahoma’s attorney general
as governor. She continues her adamant opposition to the law, and will actively campaign
for conservative candidates, including the Republican presidential nominee, who pledge to
overturn and replace the ACA.
 
However, in light of the Supreme Court’s decision to uphold most of the ACA, Governor
Fallin believes it is her responsibility to thoroughly and thoughtfully review the state of
Oklahoma’s options regarding the future of both Medicaid and the creation of a health
insurance exchange.  Her priority is not to make a decision soon; it is to make the right
decision. The governor will continue to review how the state of Oklahoma can best meet
the health care needs of its citizens. Our office will proactively relay these decisions to
Governor Fallin’s constituents and to the media as they are made.

 
 
______________________________________
Aaron Cooper
Press Secretary
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Governor Mary Fallin
aaron.cooper@gov.ok.gov
t - (405) 522-8878
c - (405) 759-0468
 
Find Gov. Fallin on:
 

   
 
On the Web:  www.governor.ok.gov
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From: Denise Northrup
To: Alex Weintz
Cc: Aaron Cooper; Katie Altshuler
Subject: Re: Oklahoman
Date: Friday, November 16, 2012 4:51:18 PM

Make it stop....we must stop the madness!!!!!!!!!!

On Nov 16, 2012, at 2:48 PM, "Alex Weintz" <Alex.Weintz@gov.ok.gov> wrote:

Check this one out 
 
From: Alex Weintz 
Sent: Friday, November 16, 2012 04:47 PM
To: 'ZCampfield@opubco.com' <ZCampfield@opubco.com> 
Subject: Re: Oklahoman 
 
No 
 
From: Zeke Campfield [mailto:ZCampfield@opubco.com] 
Sent: Friday, November 16, 2012 04:45 PM
To: Alex Weintz 
Subject: RE: Oklahoman 
 
Alex:

Has the governor or her policy people been developing the exchange secretly behind the

scenes, as some have alleged?

Zeke

From: Alex Weintz [mailto:Alex.Weintz@gov.ok.gov] 
Sent: Friday, November 16, 2012 4:44 PM
To: Zeke Campfield
Subject: Re: Oklahoman

zeke - I'm in an NGA exec committee session and i wont be able to leave for another
hour. If ur looking for stuff on exchanges than you can use the statement below ... I
dont have anything to add to it. If thats not the topic then shoot me an email - i really
cant call for a while 

"Governor Fallin has decided to postpone an announcement on the future of health
insurance exchanges in Oklahoma. She will take advantage of the extension by
continuing to study the issue and evaluate the state's options." - AW

We do not have a timeline for when the announcement will take place but we do
expect one sooner rather than later. 
 
From: Zeke Campfield [mailto:ZCampfield@opubco.com] 
Sent: Friday, November 16, 2012 03:58 PM
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To: Alex Weintz 
Subject: Oklahoman 

Alex-
I'm trying to reach you at the governor's office, but it says the office is closed. Can you 
please call me back, or send me a better number to reach you? 
Thanks, Zeke - 475-3694 

OPUBCO Logo 

Ii] 

Zeke Campfield 
Reporter 

9000 N Broadway 
Oklahoma City, OK 73114 
tel: 405 475-3694 
cell : 405 543-9740 
fax: 405 475-3183 
zcampfield@opubco.com 

The Oklahoman The Oklahoman D"ect 

4652



From: Andrew Silvestri
To: Rebecca Frazier
Cc: Alex Weintz; Aaron Cooper; Katie Altshuler; Denise Northrup; Steve Mullins; Craig Perry; Travis Brauer; Audrey

Rockwell
Subject: Re: Open Records Request
Date: Friday, November 16, 2012 5:06:22 PM

Oh geez. This will take a while. 

On Nov 16, 2012, at 17:03, "Rebecca Frazier" <Rebecca.Frazier@gov.ok.gov>
wrote:

Hello All,
 
Can you please gather and send to Audrey any emails or documents that you may
have for the following Open Records Request.  Audrey will also need an
estimate of the amount of time you spent gathering the requested information.
Thank you in advance.
 
 
 
I would like copies of all correspondence since June, 2012, regarding the

national "Affordable Healthcare Act," "Obamacare" and the "health exchange" between

Gov. Fallin and her staff, her cabinent, all state employees, and elected officials.

Obviously we realize that correspondence between the governor and her legal counsel

are exempt from public scrutiny, however, we feel the remainder of those emails fall well

within the purview of the Oklahoma Open Records Act.

 
 
 
 
Rebecca R. Frazier
Deputy General Counsel
Office of Governor Mary Fallin
2300 North Lincoln Boulevard, Suite 212
Oklahoma City, Oklahoma 73105
(405) 522-8836
Rebecca.Frazier@gov.ok.gov
 

 

 

 

 
Rebecca R. Frazier
Deputy General Counsel
Office of Governor Mary Fallin
2300 North Lincoln Boulevard, Suite 212
Oklahoma City, Oklahoma 73105
(405) 522-8836
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Rebecca.Frazier@gov.ok.gov
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From: Marcia Crawford
To: Keili McEwen
Subject: RE: Pat Briley 405 478-3150 On Obamacare (called this morning approx 9:00am)
Date: Monday, July 02, 2012 12:10:05 PM

I’m sorry!  I didn’t mean for you to call him back, but I didn’t make that clear.
 

From: Keili McEwen 
Sent: Monday, July 02, 2012 11:48 AM
To: Marcia Crawford
Subject: RE: Pat Briley  On Obamacare (called this morning approx 9:00am)
 
Sounds like he should call the Attorney GeneralJ.  I am not going to call him back, we are still
evaluating all of this at this time.
 

From: Marcia Crawford 
Sent: Monday, July 02, 2012 9:28 AM
To: Keili McEwen
Subject: Pat Briley  On Obamacare (called this morning approx 9:00am)
 

1.       The 25 taxes mandated under Obamacare cannot be taxes under the constitution because
the constitution only permits 3 taxes: 1)direct2)excise3)income.  The OK attorney general
could file a law suit on this.

2.       Also, tax bills should be started in the House.  This was started in the Senate.  The OK
attorney general could file a law suit on this.

3.       States are not forced to pay increased Medicaid which violates the severability clause.  The
OK attorney general could file a law suit on this.

 
 
 
 
 
 
 
Marcia Crawford
Assistant Public Affairs Liaison
Office of Governor Mary Fallin
 
Main:  405 521-2342
Direct:  405-522-8812
Fax:  405-521-3353
Marcia.crawford@gov.ok.gov
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Subject: RE: Pat Briley 405 478-3150 On Obamacare (called this morning approx 9:00am)
Date: Monday, July 02, 2012 2:40:53 PM

From: Keili McEwen 
Sent: Monday, July 02, 2012 11:48 AM
To: Marcia Crawford
Subject: RE: Pat Briley  On Obamacare (called this morning approx 9:00am)
 
Sounds like he should call the Attorney GeneralJ.  I am not going to call him back, we are still
evaluating all of this at this time.
 

From: Marcia Crawford 
Sent: Monday, July 02, 2012 9:28 AM
To: Keili McEwen
Subject: Pat Briley  On Obamacare (called this morning approx 9:00am)
 

1.       The 25 taxes mandated under Obamacare cannot be taxes under the constitution because
the constitution only permits 3 taxes: 1)direct2)excise3)income.  The OK attorney general
could file a law suit on this.

2.       Also, tax bills should be started in the House.  This was started in the Senate.  The OK
attorney general could file a law suit on this.

3.       States are not forced to pay increased Medicaid which violates the severability clause.  The
OK attorney general could file a law suit on this.

 
 
 
 
 
 
 
Marcia Crawford
Assistant Public Affairs Liaison
Office of Governor Mary Fallin
 
Main:  405 521-2342
Direct:  405-522-8812
Fax:  405-521-3353
Marcia.crawford@gov.ok.gov
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From: Glenn Coffee
To: Katie Altshuler; Alex Weintz
Cc: Denise Northrup; Andrew Silvestri
Subject: Re: Paul Ryan is about to release budget plan repaling obamacare fudning and turning it in to block grants to

state - I think we will want to send a letter/ do press in support of this!
Date: Thursday, March 31, 2011 10:28:18 AM

Absolutely!!
 
From: Katie Altshuler 
Sent: Thursday, March 31, 2011 10:16 AM
To: Katie Altshuler; Alex Weintz 
Cc: Denise Northrup; Glenn Coffee; Andrew Silvestri 
Subject: RE: Paul Ryan is about to release budget plan repaling obamacare fudning and turning it in to
block grants to state - I think we will want to send a letter/ do press in support of this! 
 
It will be released on TUESDAY morning at approx. 10 am EST, Paul Ryan will have an op0ed in WSJ
that day as well. NGA will organize a group letter, so that will cover that front, but I think we should
do press to if we can!
 
Katie Altshuler, Policy Director
Office of Governor Mary Fallin
2300 North Lincoln Boulevard, Suite 212
Oklahoma City, Oklahoma 73105
405.521.2342
katie.altshuler@gov.ok.gov

 
 

From: Katie Altshuler 
Sent: Thursday, March 31, 2011 10:14 AM
To: Alex Weintz
Cc: Denise Northrup; 'Glenn Coffee (glenn.coffee@sos.ok.gov)'; Andrew Silvestri
Subject: Paul Ryan is about to release budget plan repaling obamacare fudning and turning it in to
block grants to state - I think we will want to send a letter/ do press in support of this!
Importance: High
 
Will get details on timing.
 
Katie Altshuler, Policy Director
Office of Governor Mary Fallin
2300 North Lincoln Boulevard, Suite 212
Oklahoma City, Oklahoma 73105
405.521.2342
katie.altshuler@gov.ok.gov
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From: Glenn Coffee
To: Katie Altshuler; Alex Weintz
Cc: Denise Northrup; Andrew Silvestri
Subject: Re: Paul Ryan is about to release budget plan repaling obamacare fudning and turning it in to block grants to

state - I think we will want to send a letter/ do press in support of this!
Date: Thursday, March 31, 2011 10:29:25 AM

She proposed this to Ryan and Boehner when she met w/ them and other governor. 
 
From: Katie Altshuler 
Sent: Thursday, March 31, 2011 10:16 AM
To: Katie Altshuler; Alex Weintz 
Cc: Denise Northrup; Glenn Coffee; Andrew Silvestri 
Subject: RE: Paul Ryan is about to release budget plan repaling obamacare fudning and turning it in to
block grants to state - I think we will want to send a letter/ do press in support of this! 
 
It will be released on TUESDAY morning at approx. 10 am EST, Paul Ryan will have an op0ed in WSJ
that day as well. NGA will organize a group letter, so that will cover that front, but I think we should
do press to if we can!
 
Katie Altshuler, Policy Director
Office of Governor Mary Fallin
2300 North Lincoln Boulevard, Suite 212
Oklahoma City, Oklahoma 73105
405.521.2342
katie.altshuler@gov.ok.gov

 
 

From: Katie Altshuler 
Sent: Thursday, March 31, 2011 10:14 AM
To: Alex Weintz
Cc: Denise Northrup; 'Glenn Coffee (glenn.coffee@sos.ok.gov)'; Andrew Silvestri
Subject: Paul Ryan is about to release budget plan repaling obamacare fudning and turning it in to
block grants to state - I think we will want to send a letter/ do press in support of this!
Importance: High
 
Will get details on timing.
 
Katie Altshuler, Policy Director
Office of Governor Mary Fallin
2300 North Lincoln Boulevard, Suite 212
Oklahoma City, Oklahoma 73105
405.521.2342
katie.altshuler@gov.ok.gov
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From: Cody Inman
To: Katie Altshuler
Cc: Denise Northrup
Subject: RE: Phone Line
Date: Friday, November 16, 2012 6:02:06 PM

OMES was able to find a solution to all the we discussed. We will have options to help answer calls in
the intern suite after Monday. An auto answer with the options  we discussed below with the
approved language will be in place start Monday. This is temporary and can be removed at our
request. A test was done at 5 today on the system to see how it will work and all worked well. Today
was interesting with all the calls, thank you both for approving these options—it will greatly help
with the high call volume.
 
Something very interesting that we found today thru the calls is that most people were opposed to
Obamacare, but when asked if they would like the state to be in control of the health care exchange
they quickly answered yes. Also, most of the public thinks the governor has the ability to completely
opt out of Obamacare and does not understand the health care exchange option.  Just a reminder
of the confusing information that is circulating…
 

From: Katie Altshuler 
Sent: Friday, November 16, 2012 2:01 PM
To: Cody Inman
Cc: Denise Northrup
Subject: Re: Phone Line
 
I don't think we can do that, if mail box is full, they need to go back to a person. Can we have an
extra line added, so an intern can answer main line from mail desk? And then you guys or interns
can work to empty to comment line a couple times a day?
 
From: Cody Inman 
Sent: Friday, November 16, 2012 01:59 PM
To: Katie Altshuler 
Cc: Denise Northrup 
Subject: RE: Phone Line 
 
See changes below --I spoke to OMES and they are going to attempt to expand the mailbox size to
the largest capacity. There is a chance that the mail box will fill up quickly with the call volume. Can
we add something in the message that if the mailbox is full, please try back at another time? Either
way, thank you both for helping us out with this option!!
 
"Thank you for contacting the office of Governor Fallin. If you are calling to express your opinion
about President Obama’s Affordable Care Act, please press 1. If you are calling regarding another
issue please press 2 and you will be connected to our office."

Secondary menu:

Your call is very important to us and Governor Fallin values your opinion. Please leave your
comments regarding the President Obama’s Affordable Care Act. (If this message line is full, please
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try back at another time, as we are experiencing high call volumes)

 
 

From: Katie Altshuler 
Sent: Friday, November 16, 2012 1:52 PM
To: Cody Inman
Cc: Denise Northrup
Subject: Re: Phone Line
 
Please add it to the secondary menu item also and then we are good to go!
 
From: Cody Inman 
Sent: Friday, November 16, 2012 01:49 PM
To: Katie Altshuler 
Cc: Denise Northrup 
Subject: RE: Phone Line 
 
Katie: Here are the changes the we spoke about.
 
"Thank you for contacting the office of Governor Fallin. If you are calling to express your opinion
about President Obama’s Affordable Care Act, please press 1. If you are calling regarding another
issue please press 2 and you will be connected to our office."

Secondary menu:

Your call is very important to us and Governor Fallin values your opinion. Please leave your
comments regarding the President Obama’s Affordable Care Act. (If this message line is full, please
try back at another time, as we are experiencing high call volumes)

 

From: Katie Altshuler 
Sent: Friday, November 16, 2012 1:10 PM
To: Cody Inman
Cc: Denise Northrup
Subject: Re: Phone Line
 
"Thank you for contacting the office of Governor Fallin. If you are calling to express your opinion
about the Affordable Care Act, please press 1. If you are calling regarding another issue please press
2 and you will be connected to our office."

Secondary menu:

Your call is very important to us and Governor Fallin values your opinion. Please leave your
comments regarding the Affordable Care Act.
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From: Cody Inman 
Sent: Friday, November 16, 2012 12:02 PM
To: Katie Altshuler 
Subject: FW: Phone Line 
 
Katie: I just received this from Denise. Did you see the attached draft of what the voice recording
would look like? I have attached a rough draft. This language would only be temporary and could be
adapted to anything appropriate. Let me you know what you think.
 

From: Denise Northrup 
Sent: Friday, November 16, 2012 11:43 AM
To: Cody Inman
Subject: Re: Phone Line
 
Katie said it was fine if you can look into it. We need to help with the draft...

On Nov 16, 2012, at 9:29 AM, "Cody Inman" <Cody.Inman@gov.ok.gov> wrote:

 
 
I understand. The word poll is not being used at all. If people ask about the ‘poll’ we
tell them we can mark down their comment but there is not a poll being conducted.
 
What I was trying to convey with the auto phone system was that the system would
calculate the number of callers so it could produce a number for us internally , not that
we would be conducting a poll.  None of this the public would be hearing or seeing.
Attached is just some example language of what it would say. Sorry if this was
confusing!! I will not move forward with it.
 

From: Denise Northrup 
Sent: Friday, November 16, 2012 11:17 AM
To: Cody Inman
Subject: Re: Phone Line
 
No, don't think so. People will have to be paying, and perhaps we change the message
on voicemail to tell people due to the high volume of calls, may have to try back later.
Or even leave a MSG after hours to register your opinion. I don't want anyone to use e
word poll...that's not what we're doing

On Nov 16, 2012, at 9:07 AM, "Cody Inman" <Cody.Inman@gov.ok.gov> wrote:

Denise:
 
I just spoke to OMES about options to help with the massive amounts of
calls. They said there is an auto system we can put in place temporarily
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that would help route the calls to log them as a poll and then business
callers to the switch board to be routed to staff. Wanted to see if I can go
ahead and proceed to see if we can get something like that in place
today?
 
 
 
 
 
______________________________________
Cody Inman
Senior Public Affairs Officer
Office of the Governor | State of Oklahoma
Honorable Mary Fallin
cody.inman@gov.ok.gov
t - (405) 521-2342
 
Gov. Fallin on Facebook:  www.facebook.com/GovernorMaryFallin
Gov. Fallin on Twitter:  www.twitter.com/GovMaryFallin
Gov. Fallin on the Web:  www.governor.ok.gov
 
Oklahoma business owners and executives:  share your input on how we can
further strengthen Oklahoma's business climate by completing the survey at
www.FallinforBusiness.com.
 
 
 
 
 
 

<Language for auto phone line.docx.docx>
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From: Craig Perry
To: Katie Altshuler; Denise Northrup; Rebecca Frazier; Andrew Silvestri; Alex Weintz; Glenn Coffee
Subject: RE: please advise
Date: Friday, December 16, 2011 2:15:13 PM
Attachments: adelson.pdf

I don’t know if he made the same request to Doak’s office.  Adelson’s request is attached.
 
 
 

From: Katie Altshuler 
Sent: Friday, December 16, 2011 1:58 PM
To: Craig Perry; Denise Northrup; Rebecca Frazier; Andrew Silvestri; Alex Weintz; Glenn Coffee
Subject: Re: please advise
 
Do we know if he has asked Doak for it? I can search and see if I have it, but not until Monday. Doak
applied for a waiver from the Feds from part of the PPACA regulations re/ medical loss ratio. None
of it has been a secret, so this seems like an odd request.
 
From: Craig Perry 
Sent: Friday, December 16, 2011 01:20 PM
To: Denise Northrup; Katie Altshuler; Rebecca Frazier; Andrew Silvestri; Alex Weintz; Glenn Coffee 
Subject: please advise 
 
We just received a letter from Sen. Adelson  requesting a copy of a letter sent to GMF from John
Doak.  If I understand correctly the letter, dated October 15, 2011, was addressed to Kathleen
Sebelius regarding a request for “Adjustment to the Medical Loss Ration for Oklahoma.”  Adelson
wants copies of all the original attachments mailed to us with the letter. 
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From: Denise Northrup
To: Craig Perry; Katie Altshuler; Rebecca Frazier; Andrew Silvestri; Alex Weintz; Glenn Coffee
Subject: RE: please advise
Date: Monday, December 19, 2011 9:23:02 AM

Have we uncovered this yet?
 

From: Craig Perry 
Sent: Friday, December 16, 2011 2:15 PM
To: Katie Altshuler; Denise Northrup; Rebecca Frazier; Andrew Silvestri; Alex Weintz; Glenn Coffee
Subject: RE: please advise
 
I don’t know if he made the same request to Doak’s office.  Adelson’s request is attached.
 
 
 

From: Katie Altshuler 
Sent: Friday, December 16, 2011 1:58 PM
To: Craig Perry; Denise Northrup; Rebecca Frazier; Andrew Silvestri; Alex Weintz; Glenn Coffee
Subject: Re: please advise
 
Do we know if he has asked Doak for it? I can search and see if I have it, but not until Monday. Doak
applied for a waiver from the Feds from part of the PPACA regulations re/ medical loss ratio. None
of it has been a secret, so this seems like an odd request.
 
From: Craig Perry 
Sent: Friday, December 16, 2011 01:20 PM
To: Denise Northrup; Katie Altshuler; Rebecca Frazier; Andrew Silvestri; Alex Weintz; Glenn Coffee 
Subject: please advise 
 
We just received a letter from Sen. Adelson  requesting a copy of a letter sent to GMF from John
Doak.  If I understand correctly the letter, dated October 15, 2011, was addressed to Kathleen
Sebelius regarding a request for “Adjustment to the Medical Loss Ration for Oklahoma.”  Adelson
wants copies of all the original attachments mailed to us with the letter. 
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From: gcoffee
To: Aaron Cooper; Mary Fallin; Mary Christensen; Glenn Coffee; Denise Northrup
Cc: Alex Weintz; Katie Altshuler; Wendy Gregory
Subject: Re: Please review ASAP - letter for Rep. Sullivan committee hearing re:obamacare/state health care reform
Date: Monday, February 28, 2011 5:30:14 PM

I think this looks good.

Glenn Coffee *  * 

From: Aaron Cooper <Aaron.Cooper@gov.ok.gov>
Date: Mon, 28 Feb 2011 16:06:34 -0600
To: maryfallin < >; Mary
Christensen<Mary.Christensen@gov.ok.gov>; Glenn
Coffee<Glenn.Coffee@gov.ok.gov>; Glenn Coffee

; Denise
Northrup<Denise.Northrup@gov.ok.gov>
Cc: Alex Weintz<Alex.Weintz@gov.ok.gov>; Katie
Altshuler<Katie.Altshuler@gov.ok.gov>; Wendy
Gregory<Wendy.Gregory@gov.ok.gov>
Subject: Please review ASAP - letter for Rep. Sullivan committee hearing re:
obamacare/state health care reform

Governor,
 
Congressman Sullivan has asked us to submit a letter to the House Energy & Commerce committee
for tomorrow’s hearing titled, “The Consequences of Obamacare:  Impact on Medicaid and State
Health Care Reform.”
 
Please review the letter below ASAP.  Thank you.
 
FYI – This draft has been vetted by the press and policy shops.
 
 
 
Dear Congressman Sullivan,
 
I was pleased to learn the U.S. House of Representatives’ Committee on Energy and Commerce
plans to hold a hearing titled, “The Consequences of Obamacare:  Impact on Medicaid and State
Health Care Reform.”   
 
There is no question that our nation’s health care costs are spiraling out of control and the number
of uninsured is certainly a major contributing factor. However, the cumbersome Patient Protection
and Affordable Care Act (PPACA) is not an effective solution for curbing rising health care costs and
is unworkable and unaffordable for many states.
 
The maintenance of effort (MOE) requirements under the new health care law in addition to the
new mandates make it impossible to implement without massive increased costs to the state.  States
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need flexibility to determine what will best serve our populations and allow us to balance our
budgets, which, as you know, is a constitutional requirement in the state of Oklahoma.  We already
are facing a $500 million budget shortfall for FY 2012.  The timelines in the health care reform
legislation are very aggressive and do not give states the freedom they need to implement
meaningful changes.  
 
Prior to the passage of PPACA, the state of Oklahoma was leading the way in lowering costs and
increasing health insurance coverage with a very successful public-private program called “Insure
Oklahoma,” which offers health insurance and premium assistance to small businesses and
individuals.  We also created the “Health Care for the Uninsured Board” (HUB) in order to assist and
educate consumers about their health insurance options. These are the types of innovative solutions
the states should be given the freedom to develop and offer on their own.
 
Exchanges will no doubt be a valuable tool in expanding coverage by making health insurance
information and coverage more accessible and in Oklahoma we are taking the steps necessary to
establish an exchange; however, that process will be severely hindered if our ability to include
market-driven, competitive solutions is taken away through federal mandates.
 
I was encouraged to hear the White House announce it will allow states to apply for “Innovation
Waivers,” however the waivers fail to address the increased spending under PPACA and are not
providing states any flexibility from Washington’s rigid Medicaid rules.
 
There is no “one size fits all” solution as each state’s health care needs are different based on
population and health risk factors.  Therefore, the states are best suited to determine what program
works for them.
 
Thank you for giving me the opportunity to share with the Committee on Energy and Commerce the
impact the federal health care bill will have on state health care reform efforts. 
 
Sincerely,
 
Governor Mary Fallin
 
 
 

Aaron Cooper
Press Secretary
Governor Mary Fallin
aaron.cooper@gov.ok.gov
t - (405) 522-8878
c - (405) 759-0468
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From: Cody Inman
To: Keili McEwen
Subject: RE: Post office call log.xlsx
Date: Monday, August 06, 2012 9:18:50 AM

I put a few sticky notes with specific so we would know exactly what is what. If you have any
questions, Brett went over most of the files with me – hopefully it logged in my long term memory.
 

From: Brett Thomas 
Sent: Friday, August 03, 2012 5:29 PM
To: Keili McEwen
Cc: Cody Inman
Subject: Post office call log.xlsx
 
Attached is my call log from last week.  Not much mail came in and I was able to send
out a bunch of stuff that was going out. 
 
I went through all of this information with Cody.
 
The file sorter at the back corner of my desk is all that is undone.  The red files need
to be responded to.  The Pending Approval file all have responses submitted to Keili. 
The folder behind that contains all of Obama care letters following the supreme court
ruling.  We do not have a response for it.  Everything in the front of the folder, not in a
yellow folder, needs to be added to the Mail Merge Obamacare file that Chase was
working on.  Everything in Yellow  folders has been entered or has no return address
(check the folder assignments).  Call if you need anything or email me.
 
Brett
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From: Prieto Johns, Nicole S.
To: Katie Altshuler
Subject: RE: PPACA Comments [CMS 9989-P] ESTABLISHMENT REVISED.docx
Date: Thursday, September 22, 2011 3:26:28 PM

You are very welcome.
 

S. Nicole Prieto Johns, MPA | Planning / Project Manager | Health Planning & Grants Office  | Oklahoma State

Department of Health

1000 NE 10th Street, Suite 355, Oklahoma City, Oklahoma 73117-1299 | Bus.  405.271.2944 | Cell   | E-mail

NicolePJ@health.ok.gov | Website: http://www.ok.gov/health

 

 

 

 

From: Katie Altshuler [mailto:Katie.Altshuler@gov.ok.gov] 
Sent: Thursday, September 22, 2011 12:39 PM
To: Prieto Johns, Nicole S.
Subject: RE: PPACA Comments [CMS 9989-P] ESTABLISHMENT REVISED.docx
 
Thank you very much! Katie
 
Katie Altshuler, Policy Director
Office of Governor Mary Fallin
2300 North Lincoln Boulevard, Suite 212
Oklahoma City, Oklahoma 73105
405.521.2342
katie.altshuler@gov.ok.gov

 
 

From: Prieto Johns, Nicole S. [mailto:NIcolePJ@health.ok.gov] 
Sent: Thursday, September 22, 2011 12:28 PM
To: Cox-Kain, Julie; Katie Altshuler
Cc: Lieser, Derek G.
Subject: PPACA Comments [CMS 9989-P] ESTABLISHMENT REVISED.docx
 
Katie – Attached is our comment document as discussed last Thursday.  No changes have been
made.  It is a DRAFT copy.
 
Nicole
 
 

S. Nicole Prieto Johns, MPA | Planning / Project Manager | Health Planning & Grants Office  | Oklahoma State

Department of Health

1000 NE 10th Street, Suite 355, Oklahoma City, Oklahoma 73117-1299 | Bus.  405.271.2944 | Cell   | E-mail

NicolePJ@health.ok.gov |
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From: Frank Stone
To: Andrew Silvestri; Katie Altshuler; "NicolePJ@health.ok.gov"; Mike Rhoads; "Buffy.Heater@okhca.org";

"Cindy.Roberts@okhca.org"
Cc: "Juliek@health.ok.gov"; "DerekL@health.ok.gov"
Subject: RE: PPACA Comments [CMS 9989-P] ESTABLISHMENT
Date: Tuesday, September 13, 2011 1:19:15 PM

I’m gone again!

 

From: Andrew Silvestri 
Sent: Tuesday, September 13, 2011 1:14 PM
To: Katie Altshuler; Frank Stone; 'NicolePJ@health.ok.gov'; Mike Rhoads; 'Buffy.Heater@okhca.org';
'Cindy.Roberts@okhca.org'
Cc: 'Juliek@health.ok.gov'; 'DerekL@health.ok.gov'
Subject: RE: PPACA Comments [CMS 9989-P] ESTABLISHMENT
 
Please Call Dial-in Number: 

The Participant Access Code is: 

 
 

From: Katie Altshuler 
Sent: Tuesday, September 13, 2011 1:11 PM
To: Frank Stone; 'NicolePJ@health.ok.gov'; Andrew Silvestri; Mike Rhoads; 'Buffy.Heater@okhca.org';
'Cindy.Roberts@okhca.org'
Cc: 'Juliek@health.ok.gov'; 'DerekL@health.ok.gov'
Subject: Re: PPACA Comments [CMS 9989-P] ESTABLISHMENT
 
We are securing a new number and will send it out momentarily. I am so sorry.
 
From: Frank Stone 
Sent: Tuesday, September 13, 2011 01:10 PM
To: Katie Altshuler; Prieto Johns, Nicole S. <NIcolePJ@health.ok.gov>; Andrew Silvestri; Mike Rhoads;
Buffy Heater <Buffy.Heater@okhca.org>; Cindy Roberts <Cindy.Roberts@okhca.org> 
Cc: Cox-Kain, Julie <Juliek@health.ok.gov>; Lieser, Derek G. <DerekL@health.ok.gov> 
Subject: RE: PPACA Comments [CMS 9989-P] ESTABLISHMENT 
 
Dropped for 4th time!

 

From: Katie Altshuler 
Sent: Tuesday, September 13, 2011 12:52 PM
To: Prieto Johns, Nicole S.; Andrew Silvestri; Mike Rhoads; Frank Stone; Buffy Heater; Cindy Roberts
Cc: Cox-Kain, Julie; Lieser, Derek G.
Subject: RE: PPACA Comments [CMS 9989-P] ESTABLISHMENT
 
Thank you!
 
Katie Altshuler, Policy Director
Office of Governor Mary Fallin
2300 North Lincoln Boulevard, Suite 212
Oklahoma City, Oklahoma 73105
405.521.2342

4669



katie.altshuler@gov.ok.gov
 

 

From: Prieto Johns, Nicole S. [mailto:NIcolePJ@health.ok.gov] 
Sent: Tuesday, September 13, 2011 12:32 PM
To: Katie Altshuler; Andrew Silvestri; Mike Rhoads; Frank Stone; Buffy Heater; Cindy Roberts
Cc: Cox-Kain, Julie; Lieser, Derek G.
Subject: PPACA Comments [CMS 9989-P] ESTABLISHMENT
 
Please see the attached draft of possible items for comment from Oklahoma on the Exchange
Establishment NPRM from HHS.
 
Respectfully,
Derek Lieser
Nicole Prieto Johns
 
 

S. Nicole Prieto Johns, MPA | Project Manager | Oklahoma State Department of Health 

1000 NE 10th Street, Suite 355, Oklahoma City, Oklahoma 73117-1299 | Bus.  405.271.2944 | Cell   | E-mail

NicolePJ@health.ok.gov
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From: Andrew Silvestri
To: Katie Altshuler; Frank Stone; "NicolePJ@health.ok.gov"; Mike Rhoads; "Buffy.Heater@okhca.org";

"Cindy.Roberts@okhca.org"
Cc: "Juliek@health.ok.gov"; "DerekL@health.ok.gov"
Subject: RE: PPACA Comments [CMS 9989-P] ESTABLISHMENT
Date: Tuesday, September 13, 2011 1:13:50 PM

Please Call Dial-in Number: 

The Participant Access Code is: 

 
 

From: Katie Altshuler 
Sent: Tuesday, September 13, 2011 1:11 PM
To: Frank Stone; 'NicolePJ@health.ok.gov'; Andrew Silvestri; Mike Rhoads; 'Buffy.Heater@okhca.org';
'Cindy.Roberts@okhca.org'
Cc: 'Juliek@health.ok.gov'; 'DerekL@health.ok.gov'
Subject: Re: PPACA Comments [CMS 9989-P] ESTABLISHMENT
 
We are securing a new number and will send it out momentarily. I am so sorry.
 
From: Frank Stone 
Sent: Tuesday, September 13, 2011 01:10 PM
To: Katie Altshuler; Prieto Johns, Nicole S. <NIcolePJ@health.ok.gov>; Andrew Silvestri; Mike Rhoads;
Buffy Heater <Buffy.Heater@okhca.org>; Cindy Roberts <Cindy.Roberts@okhca.org> 
Cc: Cox-Kain, Julie <Juliek@health.ok.gov>; Lieser, Derek G. <DerekL@health.ok.gov> 
Subject: RE: PPACA Comments [CMS 9989-P] ESTABLISHMENT 
 
Dropped for 4th time!

 

From: Katie Altshuler 
Sent: Tuesday, September 13, 2011 12:52 PM
To: Prieto Johns, Nicole S.; Andrew Silvestri; Mike Rhoads; Frank Stone; Buffy Heater; Cindy Roberts
Cc: Cox-Kain, Julie; Lieser, Derek G.
Subject: RE: PPACA Comments [CMS 9989-P] ESTABLISHMENT
 
Thank you!
 
Katie Altshuler, Policy Director
Office of Governor Mary Fallin
2300 North Lincoln Boulevard, Suite 212
Oklahoma City, Oklahoma 73105
405.521.2342
katie.altshuler@gov.ok.gov

 
 

From: Prieto Johns, Nicole S. [mailto:NIcolePJ@health.ok.gov] 
Sent: Tuesday, September 13, 2011 12:32 PM
To: Katie Altshuler; Andrew Silvestri; Mike Rhoads; Frank Stone; Buffy Heater; Cindy Roberts
Cc: Cox-Kain, Julie; Lieser, Derek G.
Subject: PPACA Comments [CMS 9989-P] ESTABLISHMENT
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Please see the attached draft of possible items for comment from Oklahoma on the Exchange
Establishment NPRM from HHS.
 
Respectfully,
Derek Lieser
Nicole Prieto Johns
 
 

S. Nicole Prieto Johns, MPA | Project Manager | Oklahoma State Department of Health 

1000 NE 10th Street, Suite 355, Oklahoma City, Oklahoma 73117-1299 | Bus.  405.271.2944 | Cell   | E-mail

NicolePJ@health.ok.gov
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From: 

To: 

Cc: 
Subject: 

Date: 

Frank Stone 

Katie Altshuler; Prieto Johns, Nicole S. ; Andrew Silvestri ; Mike Rhoads; Buffy Heater ; Cindy Roberts 

Cox-Kain, Julie; Lieser. Derek G. 

RE: PPACA Comments [CMS 9989-P] ESTABLISHMENT 

Tuesday, September 13, 20111:10:09 PM 

Dropped for 4 th time! 

From: Katie Altshuler 
Sent: Tuesday, September 13, 2011 12:52 PM 
To: Prieto Johns, Nicole S.; Andrew Silvestri; Mike Rhoads; Frank Stone; Buffy Heater; Cindy Roberts 
Cc: Cox-Kain, Julie; Lieser, Derek G. 
Subject: RE: PPACA Comments [CMS 9989-P] ESTABLISHMENT 

Thank you! 

Katie Altshuler, Policy Director 
Office ofGovemor Ma1y Fallin 
2300 No1th Lincoln Boulevard, Suite 212 
Oklahoma City, Oklahoma 73105 
405.521.2342 
katie.altshuler@gov.ok.gov 

From: Prieto Johns, Nicole S. [mailto:NlcolePJ@health.ok.gov] 
Sent: Tuesday, September 13, 2011 12:32 PM 
To: Katie Altshuler; Andrew Silvestri; Mike Rhoads; Frank Stone; Buffy Heater; Cindy Roberts 
Cc: Cox-Kain, Julie; Lieser, Derek G. 
Subject: PPACA Comments [CMS 9989-P] ESTABLISHMENT 

Please see the attached draft of possible items for comment from Oklahoma on the Exchange 
Establishment NPRM from HHS. 

Respectfu I ly, 

Derek Lieser 
Nicole Prieto Johns 

S. Nicole Prieto Johns, MPA I Project Manager I Oklahoma State Department of Health 
1000 NE 10th Street, Suite 355, Oklahoma City, Oklahoma 73117-12991 Bus. 405.271 .29441 Cell --1 E-mail 
NicolePJ@health.ok.gov 
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From: Andrew Silvestri
To: Frank Stone; Katie Altshuler; "NicolePJ@health.ok.gov"; Mike Rhoads; "Buffy.Heater@okhca.org";

"Cindy.Roberts@okhca.org"
Cc: "Juliek@health.ok.gov"; "DerekL@health.ok.gov"
Subject: RE: PPACA Comments [CMS 9989-P] ESTABLISHMENT
Date: Tuesday, September 13, 2011 1:21:50 PM

Please see below – this will not be active until 1:30pm.  Sorry for the inconvenience!

 

Please Call Dial-in Number: 

The Participant Access Code is: 

 
 

From: Frank Stone 
Sent: Tuesday, September 13, 2011 1:19 PM
To: Andrew Silvestri; Katie Altshuler; 'NicolePJ@health.ok.gov'; Mike Rhoads; 'Buffy.Heater@okhca.org';
'Cindy.Roberts@okhca.org'
Cc: 'Juliek@health.ok.gov'; 'DerekL@health.ok.gov'
Subject: RE: PPACA Comments [CMS 9989-P] ESTABLISHMENT
 
I’m gone again!

 

From: Andrew Silvestri 
Sent: Tuesday, September 13, 2011 1:14 PM
To: Katie Altshuler; Frank Stone; 'NicolePJ@health.ok.gov'; Mike Rhoads; 'Buffy.Heater@okhca.org';
'Cindy.Roberts@okhca.org'
Cc: 'Juliek@health.ok.gov'; 'DerekL@health.ok.gov'
Subject: RE: PPACA Comments [CMS 9989-P] ESTABLISHMENT
 
Please Call Dial-in Number

The Participant Access Code is: 

 
 

From: Katie Altshuler 
Sent: Tuesday, September 13, 2011 1:11 PM
To: Frank Stone; 'NicolePJ@health.ok.gov'; Andrew Silvestri; Mike Rhoads; 'Buffy.Heater@okhca.org';
'Cindy.Roberts@okhca.org'
Cc: 'Juliek@health.ok.gov'; 'DerekL@health.ok.gov'
Subject: Re: PPACA Comments [CMS 9989-P] ESTABLISHMENT
 
We are securing a new number and will send it out momentarily. I am so sorry.
 
From: Frank Stone 
Sent: Tuesday, September 13, 2011 01:10 PM
To: Katie Altshuler; Prieto Johns, Nicole S. <NIcolePJ@health.ok.gov>; Andrew Silvestri; Mike Rhoads;
Buffy Heater <Buffy.Heater@okhca.org>; Cindy Roberts <Cindy.Roberts@okhca.org> 
Cc: Cox-Kain, Julie <Juliek@health.ok.gov>; Lieser, Derek G. <DerekL@health.ok.gov> 
Subject: RE: PPACA Comments [CMS 9989-P] ESTABLISHMENT 
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Dropped for 4th time!

 

From: Katie Altshuler 
Sent: Tuesday, September 13, 2011 12:52 PM
To: Prieto Johns, Nicole S.; Andrew Silvestri; Mike Rhoads; Frank Stone; Buffy Heater; Cindy Roberts
Cc: Cox-Kain, Julie; Lieser, Derek G.
Subject: RE: PPACA Comments [CMS 9989-P] ESTABLISHMENT
 
Thank you!
 
Katie Altshuler, Policy Director
Office of Governor Mary Fallin
2300 North Lincoln Boulevard, Suite 212
Oklahoma City, Oklahoma 73105
405.521.2342
katie.altshuler@gov.ok.gov

 
 

From: Prieto Johns, Nicole S. [mailto:NIcolePJ@health.ok.gov] 
Sent: Tuesday, September 13, 2011 12:32 PM
To: Katie Altshuler; Andrew Silvestri; Mike Rhoads; Frank Stone; Buffy Heater; Cindy Roberts
Cc: Cox-Kain, Julie; Lieser, Derek G.
Subject: PPACA Comments [CMS 9989-P] ESTABLISHMENT
 
Please see the attached draft of possible items for comment from Oklahoma on the Exchange
Establishment NPRM from HHS.
 
Respectfully,
Derek Lieser
Nicole Prieto Johns
 
 

S. Nicole Prieto Johns, MPA | Project Manager | Oklahoma State Department of Health 

1000 NE 10th Street, Suite 355, Oklahoma City, Oklahoma 73117-1299 | Bus.  405.271.2944 | Cell   | E-mail

NicolePJ@health.ok.gov
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From: Mike Fogarty
To: Katie Altshuler
Cc: Nico Gomez
Subject: RE: PPACA Meeting Request - Please Respond w/ Availability
Date: Monday, July 02, 2012 2:23:25 PM

Either time on Monday good for me.
Mike
 

From: Katie Altshuler [mailto:Katie.Altshuler@gov.ok.gov] 
Sent: Monday, July 02, 2012 10:03 AM
To: Katie Altshuler; Cline, Dr.Terry L.; Cox-Kain, Julie; Nico Gomez; Steve Mullins; Glenn Coffee; Gina
Ramsey; AJ Mallory; Alex Pettit; Connie Holt; Mike Fogarty; Denise Northrup
Subject: RE: PPACA Meeting Request - Please Respond w/ Availability
Importance: High
 
Looks like we have narrowed it down to the times below, please let me know if these work! Thanks,
Katie
 
Monday, July 9: 9-10 am or 3-5 pm
Tuesday, July 10: 4-5 pm
 
 
Katie Altshuler, Policy Director
Office of Governor Mary Fallin
2300 North Lincoln Boulevard, Suite 212
Oklahoma City, Oklahoma 73105
405.521.2342
katie.altshuler@gov.ok.gov

 
 

From: Katie Altshuler 
Sent: Monday, July 02, 2012 9:54 AM
To: 'Cline, Dr.Terry L.'; Cox-Kain, Julie; 'Nico Gomez'; Steve Mullins; Glenn Coffee; Gina Ramsey; AJ
Mallory; 'Alex Pettit'; 'Connie Holt'; 'Mike.Fogarty@okhca.org'; Denise Northrup
Subject: PPACA Meeting Request - Please Respond w/ Availability
Importance: High
 
Per my e-mail on Friday we would like to set up a meeting for next week to discuss PPACA and the
Supreme Court Ruling.  Please the proposed dates and times below and let me know what works
best. I would think the meeting will take at least one hour. The meeting will take place in the
Governor’s Office. Thanks, Katie
 
 
Monday, July 9: 9 – 11 am, 3-5 pm
Tuesday, July 10: 3-5 pm
Wednesday, July 11: 9:30 – 11:30 am, 1:30-4:30 pm
 
Katie Altshuler, Policy Director
Office of Governor Mary Fallin
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2300 North Lincoln Boulevard, Suite 212
Oklahoma City, Oklahoma 73105
405.521.2342
katie.altshuler@gov.ok.gov

 
 

=================
DISCLAIMER - This e-mail message, including any attachments, 
is for the sole use of the intended recipient(s) and may contain
confidential and privileged information.

If you are not the named addressee you should not disseminate,
distribute or copy this e-mail. Please notify the sender
immediately by e-mail if you have received this e-mail by
mistake and delete this e-mail from your system.

The sender does not accept liability for any errors or omissions in
the contents of this message, which arise as a result of e-mail
transmission. If verification is required please request a
hard-copy version.
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From: Katie Altshuler
To: Katie Altshuler; Cline, Dr.Terry L.; Cox-Kain, Julie; Nico Gomez; Steve Mullins; Glenn Coffee; Gina Ramsey; AJ

Mallory; Alex Pettit; Connie Holt; Mike.Fogarty@okhca.org; Denise Northrup
Subject: RE: PPACA Meeting Request - Please Respond w/ Availability
Date: Monday, July 02, 2012 10:02:44 AM
Importance: High

Looks like we have narrowed it down to the times below, please let me know if these work! Thanks,
Katie
 
Monday, July 9: 9-10 am or 3-5 pm
Tuesday, July 10: 4-5 pm
 
 
Katie Altshuler, Policy Director
Office of Governor Mary Fallin
2300 North Lincoln Boulevard, Suite 212
Oklahoma City, Oklahoma 73105
405.521.2342
katie.altshuler@gov.ok.gov

 
 

From: Katie Altshuler 
Sent: Monday, July 02, 2012 9:54 AM
To: 'Cline, Dr.Terry L.'; Cox-Kain, Julie; 'Nico Gomez'; Steve Mullins; Glenn Coffee; Gina Ramsey; AJ
Mallory; 'Alex Pettit'; 'Connie Holt'; 'Mike.Fogarty@okhca.org'; Denise Northrup
Subject: PPACA Meeting Request - Please Respond w/ Availability
Importance: High
 
Per my e-mail on Friday we would like to set up a meeting for next week to discuss PPACA and the
Supreme Court Ruling.  Please the proposed dates and times below and let me know what works
best. I would think the meeting will take at least one hour. The meeting will take place in the
Governor’s Office. Thanks, Katie
 
 
Monday, July 9: 9 – 11 am, 3-5 pm
Tuesday, July 10: 3-5 pm
Wednesday, July 11: 9:30 – 11:30 am, 1:30-4:30 pm
 
Katie Altshuler, Policy Director
Office of Governor Mary Fallin
2300 North Lincoln Boulevard, Suite 212
Oklahoma City, Oklahoma 73105
405.521.2342
katie.altshuler@gov.ok.gov
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From: Connie Holt
To: Katie Altshuler
Cc: AJ Mallory; Gina Ramsey
Subject: RE: PPACA Meeting Request - Please Respond w/ Availability
Date: Monday, July 02, 2012 10:01:20 AM

Katie, the only time Alex cannot make is the afternoon of July 11th due to the Governmental

Technology Applications Review Board (GTARB).  I have his days blocked on the 9th and 10th for this
meeting until confirmed.  With that said, he said he would do what needs to be done, so we could

have someone attend the GTARB meeting for him should the afternoon of the 11th be the only
option, but definitely would not be his preference.  Thanks!  C
 

Connie Holt
Executive Assistant to Alex Pettit
Secretary of IT and Telecommunications
Chief Information Officer
Office - 405.522.4667
Fax - 405-522-3042
connie.holt@osf.ok.gov
 

From: Katie Altshuler 
Sent: Monday, July 02, 2012 9:54 AM
To: Cline, Dr.Terry L.; Cox-Kain, Julie; Nico Gomez; Steve Mullins; Glenn Coffee; Gina Ramsey; AJ
Mallory; Alex Pettit; Connie Holt; Mike.Fogarty@okhca.org; Denise Northrup
Subject: PPACA Meeting Request - Please Respond w/ Availability
Importance: High
 
Per my e-mail on Friday we would like to set up a meeting for next week to discuss PPACA and the
Supreme Court Ruling.  Please the proposed dates and times below and let me know what works
best. I would think the meeting will take at least one hour. The meeting will take place in the
Governor’s Office. Thanks, Katie
 
 
Monday, July 9: 9 – 11 am, 3-5 pm
Tuesday, July 10: 3-5 pm
Wednesday, July 11: 9:30 – 11:30 am, 1:30-4:30 pm
 
Katie Altshuler, Policy Director
Office of Governor Mary Fallin
2300 North Lincoln Boulevard, Suite 212
Oklahoma City, Oklahoma 73105
405.521.2342
katie.altshuler@gov.ok.gov
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From: Gina Ramsey
To: Katie Altshuler
Subject: RE: PPACA Meeting Request - Please Respond w/ Availability
Date: Monday, July 02, 2012 10:00:14 AM

Katie,
Below are the time that work best for Glenn.
Thanks,
Gina
 

From: Katie Altshuler 
Sent: Monday, July 02, 2012 9:54 AM
To: Cline, Dr.Terry L.; Cox-Kain, Julie; Nico Gomez; Steve Mullins; Glenn Coffee; Gina Ramsey; AJ
Mallory; Alex Pettit; Connie Holt; Mike.Fogarty@okhca.org; Denise Northrup
Subject: PPACA Meeting Request - Please Respond w/ Availability
Importance: High
 
Per my e-mail on Friday we would like to set up a meeting for next week to discuss PPACA and the
Supreme Court Ruling.  Please the proposed dates and times below and let me know what works
best. I would think the meeting will take at least one hour. The meeting will take place in the
Governor’s Office. Thanks, Katie
 
 
Monday, July 9: 9 – 11 am, 3-5 pm 9-10 am or 3-5 pm
Tuesday, July 10: 3-5 pm 4-5 pm
Wednesday, July 11: 9:30 – 11:30 am, 1:30-4:30 pm not available, flying out for conference
 
Katie Altshuler, Policy Director
Office of Governor Mary Fallin
2300 North Lincoln Boulevard, Suite 212
Oklahoma City, Oklahoma 73105
405.521.2342
katie.altshuler@gov.ok.gov
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From: Nico Gomez
To: Mike Fogarty; Katie Altshuler
Subject: RE: PPACA Meeting Request - Please Respond w/ Availability
Date: Monday, July 02, 2012 2:23:47 PM

Same here.
 

From: Mike Fogarty 
Sent: Monday, July 02, 2012 2:23 PM
To: 'Katie Altshuler'
Cc: Nico Gomez
Subject: RE: PPACA Meeting Request - Please Respond w/ Availability
 
Either time on Monday good for me.
Mike
 

From: Katie Altshuler [mailto:Katie.Altshuler@gov.ok.gov] 
Sent: Monday, July 02, 2012 10:03 AM
To: Katie Altshuler; Cline, Dr.Terry L.; Cox-Kain, Julie; Nico Gomez; Steve Mullins; Glenn Coffee; Gina
Ramsey; AJ Mallory; Alex Pettit; Connie Holt; Mike Fogarty; Denise Northrup
Subject: RE: PPACA Meeting Request - Please Respond w/ Availability
Importance: High
 
Looks like we have narrowed it down to the times below, please let me know if these work! Thanks,
Katie
 
Monday, July 9: 9-10 am or 3-5 pm
Tuesday, July 10: 4-5 pm
 
 
Katie Altshuler, Policy Director
Office of Governor Mary Fallin
2300 North Lincoln Boulevard, Suite 212
Oklahoma City, Oklahoma 73105
405.521.2342
katie.altshuler@gov.ok.gov

 
 

From: Katie Altshuler 
Sent: Monday, July 02, 2012 9:54 AM
To: 'Cline, Dr.Terry L.'; Cox-Kain, Julie; 'Nico Gomez'; Steve Mullins; Glenn Coffee; Gina Ramsey; AJ
Mallory; 'Alex Pettit'; 'Connie Holt'; 'Mike.Fogarty@okhca.org'; Denise Northrup
Subject: PPACA Meeting Request - Please Respond w/ Availability
Importance: High
 
Per my e-mail on Friday we would like to set up a meeting for next week to discuss PPACA and the
Supreme Court Ruling.  Please the proposed dates and times below and let me know what works
best. I would think the meeting will take at least one hour. The meeting will take place in the
Governor’s Office. Thanks, Katie
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Monday, July 9: 9 – 11 am, 3-5 pm
Tuesday, July 10: 3-5 pm
Wednesday, July 11: 9:30 – 11:30 am, 1:30-4:30 pm
 
Katie Altshuler, Policy Director
Office of Governor Mary Fallin
2300 North Lincoln Boulevard, Suite 212
Oklahoma City, Oklahoma 73105
405.521.2342
katie.altshuler@gov.ok.gov

 
 

=================
DISCLAIMER - This e-mail message, including any attachments, 
is for the sole use of the intended recipient(s) and may contain
confidential and privileged information.

If you are not the named addressee you should not disseminate,
distribute or copy this e-mail. Please notify the sender
immediately by e-mail if you have received this e-mail by
mistake and delete this e-mail from your system.

The sender does not accept liability for any errors or omissions in
the contents of this message, which arise as a result of e-mail
transmission. If verification is required please request a
hard-copy version.
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From: Denise Northrup
To: Cody Inman
Cc: Alex Weintz; Katie Altshuler; maryfallin
Subject: Re: PPACA post decison numbers
Date: Monday, December 03, 2012 6:24:41 PM

Thanks Cody

Denise Northrup 

On Dec 3, 2012, at 5:26 PM, "Cody Inman" <Cody.Inman@gov.ok.gov> wrote:

Denise: open records request asked for additional PPACA numbers that included the correspondence and
calls post governors decision. The (in support) column references people that are in support of
“Obamacare”. The (opposed) column is numbers that reflect opposition to “Obamacare” and thank you’s
to  the governors decisions.
 
 

Office of the Governor, Public Affairs Office
November 20 -

December 3 Calls/Correspondence In Support
(approx.)

Opposed
(approx.)

 
PPACA (including Medicaid Expansion, Health Insurance
Exchange, PPACA)

192 153

 Phone Calls 85 126
  
 Total 277  279

 
 
 
 
 
 
 
______________________________________
Cody Inman
Senior Public Affairs Officer
Office of the Governor | State of Oklahoma
Honorable Mary Fallin
cody.inman@gov.ok.gov
t - (405) 521-2342
 
Gov. Fallin on Facebook:  www.facebook.com/GovernorMaryFallin
Gov. Fallin on Twitter:  www.twitter.com/GovMaryFallin
Gov. Fallin on the Web:  www.governor.ok.gov
 
Oklahoma business owners and executives:  share your input on how we can further strengthen Oklahoma's
business climate by completing the survey at www.FallinforBusiness.com.
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From: Marie Sanderson
To: Katie Altshuler; Lindsay Russell
Subject: RE: PPACA Survey Title
Date: Monday, March 19, 2012 1:43:18 PM

Thank you, Katie!

-----Original Message-----
From: Katie Altshuler [mailto:Katie.Altshuler@gov.ok.gov]
Sent: Monday, March 19, 2012 1:40 PM
To: Lindsay Russell
Cc: Marie Sanderson
Subject: PPACA Survey Title

I think I may have already sent this to you, but here is the survey title in case it you need it...

States' Readiness to Implement Stremalined Eligibility and Enrollment Requirements for State Health
Subsidy Programs, OEI-07-10-00530
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From: Prieto Johns, Nicole S.
To: Katie Altshuler; Cox-Kain, Julie
Subject: RE: Follow up links on state exchanges
Date: Tuesday, November 22, 2011 4:05:36 PM

Thank you Katie. 
 

S. Nicole Prieto Johns, MPA | Planning / Project Manager | Health Planning & Grants Office  | Oklahoma State

Department of Health

1000 NE 10th Street, Suite 355, Oklahoma City, Oklahoma 73117-1299 | Bus.  405.271.2944 | Cell   | E-mail

NicolePJ@health.ok.gov | Website: http://www.ok.gov/health

 

 

 

 

From: Katie Altshuler [mailto:Katie.Altshuler@gov.ok.gov] 
Sent: Tuesday, November 22, 2011 3:57 PM
To: Cox-Kain, Julie; Prieto Johns, Nicole S.
Subject: FW: Follow up links on state exchanges
 
 
 
Katie Altshuler, Policy Director
Office of Governor Mary Fallin
2300 North Lincoln Boulevard, Suite 212
Oklahoma City, Oklahoma 73105
405.521.2342
katie.altshuler@gov.ok.gov

 
 

From: Grace-Marie Turner [mailto:galen=galen.org@mail50.us1.rsgsv.net] On Behalf Of Grace-Marie
Turner
Sent: Tuesday, November 22, 2011 3:36 PM
To: Katie Altshuler
Subject: Follow up links on state exchanges
 

Follow up materials from the state leaders call  on state exchanges Is this email not displaying correctly?
View it in your browser.
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State Leaders Call

Follow up on conference call for state leaders
about issues, options, and protections against ObamaCare exchanges

November 22, 2011

Thank you for joining us for a very informative discussion with leading state officials from

Wisconsin, Utah, Louisiana, and Florida about their strategies involving health

exchanges. The one common theme is that each state is doing what it believes is best

for its citizens, regardless of ObamaCare mandates.

Our guest speakers were

Dennis Smith

Secretary of Wisconsin’s Department of Health Services
Robert Spendlove

Director of policy for Utah Governor Gary Herbert
Bruce Greenstein

Secretary of the Louisiana Department of Health and Hospitals
Jenn Ungru

Deputy chief of staff for Florida Gov. Rick Scott

Here are some resources mentioned on the call:

“Another ObamaCare Glitch”

Michael Cannon and Jonathan Adler, The Wall Street Journal
“JCT: ObamaCare's Subsidies Remove 8 Million More Americans from the
Tax Rolls”

Avik Roy, Forbes
“Georgia panel looks into health insurance exchange”

Guy Gugliotta, The Washington Post
“Louisiana to opt out of health insurance exchanges in federal law”

Jan Moller, The Times-Picayune
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• W jsconsjn Health Insurance Exchange 

This website is a prototype for the Wisconsin Health Insurance Exchange and 

demonstrates how health insurance may be purchased starting on January 1, 

2014 . 

• Utah Health Exchange 

Thanks again for joining us. We will notify you soon about the timing and topic for our 

next call. Happy Thanksgiving! 

Grace-Marie Turner 

Galen Institute 

www.galen.org 

Merrill Matthews 

Institute for Policy Innovation 

www jpi.org 

Tracie Sharp 

State Policy Network 

www.spn.org 

www galen org I www spa org I www jpj org 

Galen Institute 
P.O. Box 320010 
Alexandria, VA 22320 

www.galen.org 
twjtter com/Galenlnstitute 
facebook.com/Galenlnstitute 

unsubscrjbe from thjs list I ypdate sybscdptjon preferences 
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From: Alex Weintz
To: Katie Altshuler
Subject: RE: follow up with wayne greene
Date: Friday, March 02, 2012 4:00:08 PM

You want to replace 'satisfied' with 'okay'?

-----Original Message-----
From: Katie Altshuler
Sent: Friday, March 02, 2012 3:59 PM
To: Alex Weintz; Denise Northrup
Cc: Andrew Silvestri; Aaron Cooper
Subject: RE: follow up with wayne greene

Can we say "the governor is okay with the direction?"

Katie Altshuler, Policy Director
Office of Governor Mary Fallin
2300 North Lincoln Boulevard, Suite 212
Oklahoma City, Oklahoma 73105
405.521.2342
katie.altshuler@gov.ok.gov

Oklahoma business owners and executives:  share your input on how we can further strengthen
Oklahoma's business climate by completing the survey at www.FallinforBusiness.com

-----Original Message-----
From: Alex Weintz
Sent: Friday, March 02, 2012 3:58 PM
To: Denise Northrup; Katie Altshuler
Cc: Andrew Silvestri; Aaron Cooper
Subject: follow up with wayne greene

Wayne compliments my well crafted response and asks a follow up: " Should the state exchange include
a means for Oklahomans to take advantage of federal subsidies for purchasing health insurance?"

I would like to say: "The governor is satisfied with the direction the legislature has decided to move in."

-----Original Message-----
From: Wayne Greene [mailto:Wayne.Greene@tulsaworld.com]
Sent: Friday, March 02, 2012 3:55 PM
To: Alex Weintz
Subject: RE: health care exchagne

That's well crafted. One follow-up: Should the state exchange include a means for Oklahomans to take
advantage of federal subsidies for purchasing health insurance?

>>> Alex Weintz <Alex.Weintz@gov.ok.gov> 3/2/2012 3:18 PM >>>
Wayne, Katie is not available but I have statements below attributable to me. Hope this helps.

Does the governor support a state exchange that is explicitly ACA noncompliant?

            As Governor Fallin has previously said, she supports the construction of an online Oklahoma
private insurance network for two reasons. First, it will help to provide easier access to affordable health
insurance for a greater number of our citizens. That's why the legislature acted several years ago to lay
the groundwork for an online insurance network, and why conservative groups like the Heritage
Foundation have long been proposing the development of free market health insurance exchanges.
            Second, the governor wants to avoid, at all costs, a federal Obamacare exchange being forced
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on the state of Oklahoma. Under current law, the federal government will impose an ObamaCare
exchange on Oklahoma by January 2013 if the state does not act. While Governor Fallin envisions a
marketplace governed by free market principles and consumer choice, President Obama does not. For
that reason alone, it is far preferable for the state of Oklahoma to design and create its own
marketplace than to have one imposed on it by Washington.
            The governor is glad the legislature has taken steps to create an Oklahoma-based online
marketplace. As the federal government is still changing and adopting its guidelines for state-based
exchanges, it is not entirely clear what a 'compliant' marketplace looks like. However, it is clear that
designing the kind of conservative, free-market online marketplace that we want in Oklahoma is a step
in the right direction.     

Do you anticipate a federal exchange being established in the state?

        There are several factors that go into whether or not the federal government is able to impose a
federal exchange on Oklahoma, including the outcome of the 2012 presidential elections and future
Supreme Court rulings. These things are largely outside the control of the governor and our state
legislators, although Governor Fallin sincerely hopes that we elect new leadership in Washington, just as
she hopes Oklahoma and other states are successful in their lawsuits against ObamaCare.

        What we can control is whether or not Oklahoma takes proactive steps to defend itself from
having a federal exchange forced upon it. Building an Oklahoma-based online marketplace consistent
with our values and the principles of consumer-choice is the best way to do that. 

-----Original Message-----
From: Wayne Greene [mailto:Wayne.Greene@tulsaworld.com]
Sent: Thursday, March 01, 2012 10:36 AM
To: Alex Weintz
Subject: RE: health care exchagne

The two big ones:
Does the governor support a state exchange that is explicitly ACA noncompliant?
Do you anticipate a federal exchange being established in the state?
tnx. wg

Wayne Greene
Senior Writer
Tulsa World
office: (918)581-8308
cell: (918)804-3025
email: wayne.greene@tulsaworld.com
PO Box 1770
Tulsa OK 74102

>>> Alex Weintz <Alex.Weintz@gov.ok.gov> 3/1/2012 10:29 AM >>>
I'll see what I can do. Anything specific other than what the gov's general position is?

-----Original Message-----
From: Wayne Greene [mailto:Wayne.Greene@tulsaworld.com]
Sent: Thursday, March 01, 2012 10:24 AM
To: Alex Weintz
Subject: health care exchagne

A:

Could I get some time on the phone this week with Katie Altshuler or you and Katie Altshuler to talk
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about health insurance exchange issues?

wg

Wayne Greene
Senior Writer
Tulsa World
office: (918)581-8308
cell: (918)804-3025
email: wayne.greene@tulsaworld.com
PO Box 1770
Tulsa OK 74102
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From: Denise Northrup
To: Alex Weintz; Katie Altshuler
Cc: Andrew Silvestri; Aaron Cooper
Subject: RE: follow up with wayne greene
Date: Friday, March 02, 2012 4:02:35 PM

Kudos - not too many compliments from reporters...

-----Original Message-----
From: Alex Weintz
Sent: Friday, March 02, 2012 3:58 PM
To: Denise Northrup; Katie Altshuler
Cc: Andrew Silvestri; Aaron Cooper
Subject: follow up with wayne greene

Wayne compliments my well crafted response and asks a follow up: " Should the state exchange include
a means for Oklahomans to take advantage of federal subsidies for purchasing health insurance?"

I would like to say: "The governor is satisfied with the direction the legislature has decided to move in."

-----Original Message-----
From: Wayne Greene [mailto:Wayne.Greene@tulsaworld.com]
Sent: Friday, March 02, 2012 3:55 PM
To: Alex Weintz
Subject: RE: health care exchagne

That's well crafted. One follow-up: Should the state exchange include a means for Oklahomans to take
advantage of federal subsidies for purchasing health insurance?

>>> Alex Weintz <Alex.Weintz@gov.ok.gov> 3/2/2012 3:18 PM >>>
Wayne, Katie is not available but I have statements below attributable to me. Hope this helps.

Does the governor support a state exchange that is explicitly ACA noncompliant?

            As Governor Fallin has previously said, she supports the construction of an online Oklahoma
private insurance network for two reasons. First, it will help to provide easier access to affordable health
insurance for a greater number of our citizens. That's why the legislature acted several years ago to lay
the groundwork for an online insurance network, and why conservative groups like the Heritage
Foundation have long been proposing the development of free market health insurance exchanges.
            Second, the governor wants to avoid, at all costs, a federal Obamacare exchange being forced
on the state of Oklahoma. Under current law, the federal government will impose an ObamaCare
exchange on Oklahoma by January 2013 if the state does not act. While Governor Fallin envisions a
marketplace governed by free market principles and consumer choice, President Obama does not. For
that reason alone, it is far preferable for the state of Oklahoma to design and create its own
marketplace than to have one imposed on it by Washington.
            The governor is glad the legislature has taken steps to create an Oklahoma-based online
marketplace. As the federal government is still changing and adopting its guidelines for state-based
exchanges, it is not entirely clear what a 'compliant' marketplace looks like. However, it is clear that
designing the kind of conservative, free-market online marketplace that we want in Oklahoma is a step
in the right direction.     

Do you anticipate a federal exchange being established in the state?

        There are several factors that go into whether or not the federal government is able to impose a
federal exchange on Oklahoma, including the outcome of the 2012 presidential elections and future
Supreme Court rulings. These things are largely outside the control of the governor and our state
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legislators, although Governor Fallin sincerely hopes that we elect new leadership in Washington, just as
she hopes Oklahoma and other states are successful in their lawsuits against ObamaCare.

        What we can control is whether or not Oklahoma takes proactive steps to defend itself from
having a federal exchange forced upon it. Building an Oklahoma-based online marketplace consistent
with our values and the principles of consumer-choice is the best way to do that. 

-----Original Message-----
From: Wayne Greene [mailto:Wayne.Greene@tulsaworld.com]
Sent: Thursday, March 01, 2012 10:36 AM
To: Alex Weintz
Subject: RE: health care exchagne

The two big ones:
Does the governor support a state exchange that is explicitly ACA noncompliant?
Do you anticipate a federal exchange being established in the state?
tnx. wg

Wayne Greene
Senior Writer
Tulsa World
office: (918)581-8308
cell: (918)804-3025
email: wayne.greene@tulsaworld.com
PO Box 1770
Tulsa OK 74102

>>> Alex Weintz <Alex.Weintz@gov.ok.gov> 3/1/2012 10:29 AM >>>
I'll see what I can do. Anything specific other than what the gov's general position is?

-----Original Message-----
From: Wayne Greene [mailto:Wayne.Greene@tulsaworld.com]
Sent: Thursday, March 01, 2012 10:24 AM
To: Alex Weintz
Subject: health care exchagne

A:

Could I get some time on the phone this week with Katie Altshuler or you and Katie Altshuler to talk
about health insurance exchange issues?

wg

Wayne Greene
Senior Writer
Tulsa World
office: (918)581-8308
cell: (918)804-3025
email: wayne.greene@tulsaworld.com
PO Box 1770
Tulsa OK 74102
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From: Denise Northrup
To: Katie Altshuler
Subject: RE: PPACA
Date: Monday, July 16, 2012 9:00:06 AM

Yep - just keep me in the loop and I'll attend if I can. Thanks Katie!

-----Original Message-----
From: Katie Altshuler
Sent: Thursday, July 12, 2012 12:48 PM
To: Denise Northrup
Subject: FYI: PPACA

Sharon Caldwell thinks we should reach out to agents/producers for a meeting as well. I have sent
emails to Dan Ramsey and Mike Brown.

Do you want to participate in meetings? I am tentatively looking at 9 am and 2 pm on Thursday of next
week. They probably need to be two separate meetings.
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From: Travis Brauer
To: Katie Altshuler
Subject: RE: Press announcement
Date: Friday, November 16, 2012 4:04:46 PM
Attachments: Insurance Exchange Letter from HHS Nov 9.pdf

Okay-no problem!
 
Also, I have attached a letter that we received today from Sebelius extending the deadline to Dec.
14 for State-based Exchange Blueprint applications.
 
 

From: Katie Altshuler 
Sent: Friday, November 16, 2012 3:59 PM
To: Travis Brauer
Subject: Re: Press announcement
 
Not right now, but thank you for thinking ahead
 
From: Travis Brauer 
Sent: Friday, November 16, 2012 03:54 PM
To: Katie Altshuler 
Subject: Press announcement 
 
Katie,
 
Aaron just informed me that he will be sending out a press notices within the afternoon stating that
GMF hasn’t made a decision.  Do we want to forward that to all the members?
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From: Alex Gerszewski
To: Miranda Shaunessy
Subject: RE: Press clips
Date: Tuesday, March 20, 2012 9:26:20 AM

From yesterday
 
GOVERNOR MARY FALLIN NEWS
 
Norman Transcript – County budget board tightens purse strings
http://normantranscript.com/headlines/x1796676096/County-budget-board-tightens-purse-
strings
 
Tulsa World – Oklahoma earns C+ for openness of government spending data online
http://www.tulsaworld.com/news/article.aspx?
subjectid=11&articleid=20120317_11_A17_Thesta353998
 
The Oklahoman… opinion – Encouraging lauding steps to reduce cancer risks
http://newsok.com/encouraging-lauding-steps-to-reduce-cancer-risks/article/3658278
 
The Oklahoman – Oklahoma treasurer urges caution in cutting state’s personal income tax
rate
http://newsok.com/oklahoma-treasurer-urges-caution-in-cutting-states-personal-income-tax-
rate/article/3658712
 
The Oklahoman – University of Oklahoma Health Sciences Center has new education center
http://newsok.com/university-of-oklahoma-health-sciences-center-has-new-education-
center/article/3658198
 
Tulsa World… opinion – Un-parallel universes
http://www.tulsaworld.com/opinion/article.aspx?
subjectid=214&articleid=20120318_214_G1_Lastfa371371
 
Tulsa World – Capitol reporting progress report: A look at bills moving through the
Legislature
http://www.tulsaworld.com/news/article.aspx?
subjectid=336&articleid=20120318_16_A24_hHouse343580
 
The Norman Transcript – Better student retention will help graduation rate
http://normantranscript.com/opinion/x1796676327/Better-student-retention-will-help-
graduation-rate
 
Associated Press – Okla. lawmakers pass key legislative deadline
http://www.postcrescent.com/usatoday/article/38831965?
odyssey=mod%7Cnewswell%7Ctext%7CFRONTPAGE%7Cs
 
Edmond Sun – Gov. Fallin announces appointments
http://www.edmondsun.com/local/x1511618092/Gov-Fallin-announces-appointments
 
Enid News & Eagle – Local man helps build a chapel
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http://enidnews.com/localnews/x1284941465/Local-man-helps-build-a-chapel
 
Enid News & Eagle – No tax agreement yet
http://enidnews.com/localnews/x1284941448/No-tax-agreement-yet
 
 
 
 
 
Other Oklahoma news
 
The Oklahoman – Agreements allow DHS children’s shelter in Oklahoma City to remain
open
http://newsok.com/feed/agreements-allow-dhs-childrens-shelter-in-oklahoma-city-to-remain-
open/article/3658920?custom_click=pod_headline_news
 
The Oklahoman – Devon Energy Center ushers in new prominence for Oklahoma City as an
energy hub
http://newsok.com/devon-energy-center-ushers-in-new-prominence-for-oklahoma-city-as-
an-energy-hub/article/3658623?custom_click=pod_lead_business
 
The Oklahoman – The Oklahoman launches Oklahoma.com website
http://newsok.com/the-oklahoman-launches-oklahoman.com-website/article/3658885?
custom_click=pod_headline_business
 
The Oklahoman – GOP needs Romeny at the wheelhouse if it wants to win in November
http://newsok.com/gop-needs-romney-at-the-wheelhouse-if-it-wants-to-win-in-
november/article/3658264?custom_click=pod_headline_opinion-oklahoman-editorials
 
The Oklahoman – Mixing politics, pulpit hardly unusual in Oklahoma or elsewhere
http://newsok.com/mixing-politics-pulpit-hardly-unusual-in-oklahoma-or-
elsewhere/article/3658262?custom_click=pod_headline_opinion-oklahoman-editorials
 
The Oklahoman… Editorial – Strategies are needed to fight Oklahoma’s addiction nightmare
http://newsok.com/strategies-are-needed-to-fight-oklahomas-addiction-
nightmare/article/3658261?custom_click=pod_headline_opinion-oklahoman-editorials
 
The Oklahoman – ScissorTales: Oklahoma lawmakers disconnect young driver phone
measure
http://newsok.com/scissortales-oklahoma-lawmakers-disconnect-young-driver-phone-
measure/article/3658256?custom_click=pod_headline_opinion-oklahoman-editorials
 
The Oklahoman – Morning Examiner: Gas wars
http://newsok.com/morning-examiner-gas-wars/article/feed/361304
 
The Oklahoman – Romney’s Puerto Rico landslide
http://newsok.com/romneys-puerto-rico-landslide/article/feed/361209
 
The Oklahoman – Video: Romney highlights Drudge Report with iPad
http://newsok.com/video-romney-highlights-drudge-report-with-ipad/article/feed/361292
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The Oklahoman – Obamas attend church that supports HHS mandate
http://newsok.com/obamas-attend-church-that-supports-hhs-mandate/article/feed/361193
 
The Oklahoman – SCOTUS approval hits low before Obamacare hearing
http://newsok.com/scotus-approval-hits-low-before-obamacare-hearing/article/feed/361176
 
The Oklahoman – Oklahoma Sen. Tom Coburn hopes Supreme Court will limit Congress’
reach under the Constitution
http://newsok.com/oklahoma-sen.-tom-coburn-hopes-supreme-court-will-limit-congress-
reach-under-the-constitution/article/3658642
 
Tulsa World – In practice, Oklahoma is not as open as advertised, despite passing Open
Records Act in 1985
http://www.tulsaworld.com/news/article.aspx?
subjectid=11&articleid=20120319_11_A1_Thesta535452
 
Tulsa World – More states join Oklahoma in delaying action on health insurance exchange
http://www.tulsaworld.com/news/article.aspx?
subjectid=336&articleid=20120319_16_A1_CUTLIN221
 
Tulsa World – Confident Romney calls for unity, looks to Illinois
http://www.tulsaworld.com/news/article.aspx?
subjectid=688&articleid=20120319_688_0_VERNON189592
 
Tulsa World – Cushing terminal sees building boom as drilling hits record levels
http://www.tulsaworld.com/business/article.aspx?
subjectid=49&articleid=20120318_49_E1_CUTLIN592919
 
Tulsa World – History of Cushing’s oil hub includes 100 years of growth
http://www.tulsaworld.com/business/article.aspx?
subjectid=49&articleid=20120318_49_E5_CUTLIN358616
 
Tulsa World – Ambassador defends Karzai’s remarks against U.S.
http://www.tulsaworld.com/news/article.aspx?
subjectid=13&articleid=20120319_13_A13_CUTLIN759526
 
Tulsa World – Oklahoma casinos keep slot machine payout data private
http://www.tulsaworld.com/news/article.aspx?
subjectid=336&articleid=20120318_16_A1_CUTLIN333155
 
Tulsa World – Secrecy pervades history of Oklahoma government
http://www.tulsaworld.com/news/article.aspx?
subjectid=11&articleid=20120318_11_0_Tesaes946722
 
Tulsa World – Public meetings set for Tulsa’s small area plans
http://www.tulsaworld.com/news/article.aspx?
subjectid=11&articleid=20120318_16_A23_Thecit746160
 
Tulsa World – Romney, Santorum head to Ill., next battleground
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http://www.tulsaworld.com/news/article.aspx?
subjectid=13&articleid=20120318_13_A14_CUTLIN208481
 
Tulsa World – Santorum has long-shot strategy
http://www.tulsaworld.com/news/article.aspx?
subjectid=13&articleid=20120318_13_A14_CUTLIN317862
 
The Journal Record – Exec: Consolidation makes sense for banks
http://journalrecord.com/2012/03/16/exec-consolidation-makes-sense-for-banks-finance/
 
The Journal Record – Complexes to be sold at sheriff’s sale
http://journalrecord.com/2012/03/16/complexes-to-be-sold-at-sheriff%e2%80%99s-sale-real-
estate/
 
The Journal Record – 100 – year-old Wheeler No. 1 still producing Oklahoma crude
http://journalrecord.com/2012/03/16/100-year-old-wheeler-no-1-still-producing-oklahoma-
crude-energy/
 
The Journal Record – Experts: Market to determine extent of meat controversy
http://journalrecord.com/2012/03/16/experts-market-to-determine-extent-of-meat-
controversy-effect-health-care/
 
The Journal Record – Exec: Pig ranchers worried about Sardis fight
http://journalrecord.com/2012/03/16/exec-pig-ranchers-worried-about-sardis-fight-law/
 
The Journal Record – Sears: Tax reform work in progress
http://journalrecord.com/2012/03/15/sears-tax-reform-work-in-progress-capitol/
 
The Journal Record – Sunshine measure not heard
http://journalrecord.com/2012/03/16/sunshine-measure-not-heard-capitol/
 
The Journal Record – Nixon vetoes discriminations, workers’ comp bills
http://journalrecord.com/2012/03/16/nixon-vetoes-discrimination-workers%e2%80%99-
comp-bills-capitol/
 
The Journal Record – popular small business bill hits Senate obstacles
http://journalrecord.com/2012/03/15/popular-small-business-bill-hits-senate-obstacles-
capitol/
 
The Journal Record – First big piece of ‘Electric Highway gets juice
http://journalrecord.com/2012/03/16/first-big-piece-of-%e2%80%98electric-
highway%e2%80%99-gets-juice-general-news/
 
The Oklahoman
www.newsok.com

Claremore manufacturer receives Oklahoma state agency's inaugural entrepreneurial

award 

http://newsok.com/claremore-manufacturer-receives-oklahoma-state-agencys-inaugural-

entrepreneurial-award/article/3658444#ixzz1pZQ5zvGI
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The Oklahoman expands energy company coverage; adds two writers 

http://newsok.com/the-oklahoman-expands-energy-company-coverage-adds-two-

writers/article/3658359#ixzz1pZRDtiPF

 

Oklahoma City to consider shared bicycle program

http://newsok.com/oklahoma-city-to-consider-shared-bicycle-program/article/3658323

 

Suicides prompt summit in Edmond

http://newsok.com/suicides-prompt-summit-in-edmond/article/3658296

 

Feelings toward Israel affecting Nov election?

http://newsok.com/feelings-toward-israel-affecting-nov-election/article/feed/360860

 

Two Democratic presidential candidates won't get Oklahoma delegates to national

convention 

http://newsok.com/two-democratic-presidential-candidates-wont-get-oklahoma-delegates-

to-national-convention/article/3658461#ixzz1pZS5uBRb

 

President Barack Obama to visit Oklahoma next week 

http://newsok.com/president-barack-obama-to-visit-oklahoma-next-

week/article/3658200#ixzz1pZSNHjNs

 

Edmond statistics on suicides, attempts so far in 2012 
http://newsok.com/edmond-statistics-on-suicides-attempts-so-far-in-

2012/article/3658297#ixzz1pZTlI6Yo

US gov't sells $225B in mortgage-backed securities

http://newsok.com/us-govt-sells-225b-in-mortgage-backed-securities/article/feed/361334

How health care law affects lives of 7 Americans 

http://newsok.com/how-health-care-law-affects-lives-of-7-

americans/article/feed/361267#ixzz1pZULUnJn

Obama to Congress: Kill oil industry's tax breaks 

http://newsok.com/obama-to-congress-kill-oil-industrys-tax-

breaks/article/feed/360786#ixzz1pZVDZ8lK

Higher gasoline prices threaten economy if they persist 

http://newsok.com/higher-gasoline-prices-threaten-economy-if-they-

persist/article/3658365#ixzz1pZVgJhzj

Tulsa World 
www.tulsaworld.com

Capitol Notebook: Workers comp bills advance

http://www.tulsaworld.com/news/article.aspx?

subjectid=336&articleid=20120318_16_A25_bWorke567707

 

Coburn urges high court to limit Congress' powers
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http://www.tulsaworld.com/news/article.aspx?

subjectid=13&articleid=20120318_13_A26_CUTLIN150653

 

Public meetings set for Tulsa's Small Area Plans

http://www.tulsaworld.com/news/article.aspx?

subjectid=11&articleid=20120318_16_A23_Thecit746160

 

Guardsmen return home a day early

http://www.tulsaworld.com/news/article.aspx?

subjectid=11&articleid=20120318_12_A1_CUTLIN806183

 

ABLE officers patrol St. Patrick's Day revelry in Tulsa

http://www.tulsaworld.com/news/article.aspx?

subjectid=11&articleid=20120318_11_A22_CUTLIN750981

Capitol Report Q&A: Rep. Don Armes

http://www.tulsaworld.com/news/article.aspx?

subjectid=336&articleid=20120318_16_A25_gsabbb320914

 

State's mental health and substance abuse problems remain unaddressed

http://www.tulsaworld.com/opinion/article.aspx?

subjectid=61&articleid=20120319_61_A7_CUTLIN729154

 
 
 
Alex Gerszewski
Deputy Press Secretary
Office of Governor Mary Fallin
Phone - (405)522-8858
Cell - (405)568-1319
Alex.Gerszewski@gov.ok.gov
 
 
From: Miranda Shaunessy 
Sent: Tuesday, March 20, 2012 9:27 AM
To: Alex Gerszewski
Subject: Press clips
 
You can send them over whenever you’re ready!
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From: Alex Gerszewski
To: Miranda Shaunessy
Subject: RE: Press clips
Date: Tuesday, March 20, 2012 10:22:46 AM

If you have time
 
Alex Gerszewski
Deputy Press Secretary
Office of Governor Mary Fallin
Phone - (405)522-8858
Cell - (405)568-1319
Alex.Gerszewski@gov.ok.gov
 
 
From: Miranda Shaunessy 
Sent: Tuesday, March 20, 2012 9:54 AM
To: Alex Gerszewski
Subject: RE: Press clips
 
Do you need me to do both of them?
 

From: Alex Gerszewski 
Sent: Tuesday, March 20, 2012 9:26 AM
To: Miranda Shaunessy
Subject: RE: Press clips
 
From yesterday
 
GOVERNOR MARY FALLIN NEWS
 
Norman Transcript – County budget board tightens purse strings
http://normantranscript.com/headlines/x1796676096/County-budget-board-tightens-purse-
strings
 
Tulsa World – Oklahoma earns C+ for openness of government spending data online
http://www.tulsaworld.com/news/article.aspx?
subjectid=11&articleid=20120317_11_A17_Thesta353998
 
The Oklahoman… opinion – Encouraging lauding steps to reduce cancer risks
http://newsok.com/encouraging-lauding-steps-to-reduce-cancer-risks/article/3658278
 
The Oklahoman – Oklahoma treasurer urges caution in cutting state’s personal income tax
rate
http://newsok.com/oklahoma-treasurer-urges-caution-in-cutting-states-personal-income-tax-
rate/article/3658712
 
The Oklahoman – University of Oklahoma Health Sciences Center has new education center
http://newsok.com/university-of-oklahoma-health-sciences-center-has-new-education-
center/article/3658198
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Tulsa World… opinion – Un-parallel universes
http://www.tulsaworld.com/opinion/article.aspx?
subjectid=214&articleid=20120318_214_G1_Lastfa371371
 
Tulsa World – Capitol reporting progress report: A look at bills moving through the
Legislature
http://www.tulsaworld.com/news/article.aspx?
subjectid=336&articleid=20120318_16_A24_hHouse343580
 
The Norman Transcript – Better student retention will help graduation rate
http://normantranscript.com/opinion/x1796676327/Better-student-retention-will-help-
graduation-rate
 
Associated Press – Okla. lawmakers pass key legislative deadline
http://www.postcrescent.com/usatoday/article/38831965?
odyssey=mod%7Cnewswell%7Ctext%7CFRONTPAGE%7Cs
 
Edmond Sun – Gov. Fallin announces appointments
http://www.edmondsun.com/local/x1511618092/Gov-Fallin-announces-appointments
 
Enid News & Eagle – Local man helps build a chapel
http://enidnews.com/localnews/x1284941465/Local-man-helps-build-a-chapel
 
Enid News & Eagle – No tax agreement yet
http://enidnews.com/localnews/x1284941448/No-tax-agreement-yet
 
 
 
 
 
Other Oklahoma news
 
The Oklahoman – Agreements allow DHS children’s shelter in Oklahoma City to remain
open
http://newsok.com/feed/agreements-allow-dhs-childrens-shelter-in-oklahoma-city-to-remain-
open/article/3658920?custom_click=pod_headline_news
 
The Oklahoman – Devon Energy Center ushers in new prominence for Oklahoma City as an
energy hub
http://newsok.com/devon-energy-center-ushers-in-new-prominence-for-oklahoma-city-as-
an-energy-hub/article/3658623?custom_click=pod_lead_business
 
The Oklahoman – The Oklahoman launches Oklahoma.com website
http://newsok.com/the-oklahoman-launches-oklahoman.com-website/article/3658885?
custom_click=pod_headline_business
 
The Oklahoman – GOP needs Romeny at the wheelhouse if it wants to win in November
http://newsok.com/gop-needs-romney-at-the-wheelhouse-if-it-wants-to-win-in-
november/article/3658264?custom_click=pod_headline_opinion-oklahoman-editorials
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The Oklahoman – Mixing politics, pulpit hardly unusual in Oklahoma or elsewhere
http://newsok.com/mixing-politics-pulpit-hardly-unusual-in-oklahoma-or-
elsewhere/article/3658262?custom_click=pod_headline_opinion-oklahoman-editorials
 
The Oklahoman… Editorial – Strategies are needed to fight Oklahoma’s addiction nightmare
http://newsok.com/strategies-are-needed-to-fight-oklahomas-addiction-
nightmare/article/3658261?custom_click=pod_headline_opinion-oklahoman-editorials
 
The Oklahoman – ScissorTales: Oklahoma lawmakers disconnect young driver phone
measure
http://newsok.com/scissortales-oklahoma-lawmakers-disconnect-young-driver-phone-
measure/article/3658256?custom_click=pod_headline_opinion-oklahoman-editorials
 
The Oklahoman – Morning Examiner: Gas wars
http://newsok.com/morning-examiner-gas-wars/article/feed/361304
 
The Oklahoman – Romney’s Puerto Rico landslide
http://newsok.com/romneys-puerto-rico-landslide/article/feed/361209
 
The Oklahoman – Video: Romney highlights Drudge Report with iPad
http://newsok.com/video-romney-highlights-drudge-report-with-ipad/article/feed/361292
 
The Oklahoman – Obamas attend church that supports HHS mandate
http://newsok.com/obamas-attend-church-that-supports-hhs-mandate/article/feed/361193
 
The Oklahoman – SCOTUS approval hits low before Obamacare hearing
http://newsok.com/scotus-approval-hits-low-before-obamacare-hearing/article/feed/361176
 
The Oklahoman – Oklahoma Sen. Tom Coburn hopes Supreme Court will limit Congress’
reach under the Constitution
http://newsok.com/oklahoma-sen.-tom-coburn-hopes-supreme-court-will-limit-congress-
reach-under-the-constitution/article/3658642
 
Tulsa World – In practice, Oklahoma is not as open as advertised, despite passing Open
Records Act in 1985
http://www.tulsaworld.com/news/article.aspx?
subjectid=11&articleid=20120319_11_A1_Thesta535452
 
Tulsa World – More states join Oklahoma in delaying action on health insurance exchange
http://www.tulsaworld.com/news/article.aspx?
subjectid=336&articleid=20120319_16_A1_CUTLIN221
 
Tulsa World – Confident Romney calls for unity, looks to Illinois
http://www.tulsaworld.com/news/article.aspx?
subjectid=688&articleid=20120319_688_0_VERNON189592
 
Tulsa World – Cushing terminal sees building boom as drilling hits record levels
http://www.tulsaworld.com/business/article.aspx?
subjectid=49&articleid=20120318_49_E1_CUTLIN592919
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Tulsa World – History of Cushing’s oil hub includes 100 years of growth
http://www.tulsaworld.com/business/article.aspx?
subjectid=49&articleid=20120318_49_E5_CUTLIN358616
 
Tulsa World – Ambassador defends Karzai’s remarks against U.S.
http://www.tulsaworld.com/news/article.aspx?
subjectid=13&articleid=20120319_13_A13_CUTLIN759526
 
Tulsa World – Oklahoma casinos keep slot machine payout data private
http://www.tulsaworld.com/news/article.aspx?
subjectid=336&articleid=20120318_16_A1_CUTLIN333155
 
Tulsa World – Secrecy pervades history of Oklahoma government
http://www.tulsaworld.com/news/article.aspx?
subjectid=11&articleid=20120318_11_0_Tesaes946722
 
Tulsa World – Public meetings set for Tulsa’s small area plans
http://www.tulsaworld.com/news/article.aspx?
subjectid=11&articleid=20120318_16_A23_Thecit746160
 
Tulsa World – Romney, Santorum head to Ill., next battleground
http://www.tulsaworld.com/news/article.aspx?
subjectid=13&articleid=20120318_13_A14_CUTLIN208481
 
Tulsa World – Santorum has long-shot strategy
http://www.tulsaworld.com/news/article.aspx?
subjectid=13&articleid=20120318_13_A14_CUTLIN317862
 
The Journal Record – Exec: Consolidation makes sense for banks
http://journalrecord.com/2012/03/16/exec-consolidation-makes-sense-for-banks-finance/
 
The Journal Record – Complexes to be sold at sheriff’s sale
http://journalrecord.com/2012/03/16/complexes-to-be-sold-at-sheriff%e2%80%99s-sale-real-
estate/
 
The Journal Record – 100 – year-old Wheeler No. 1 still producing Oklahoma crude
http://journalrecord.com/2012/03/16/100-year-old-wheeler-no-1-still-producing-oklahoma-
crude-energy/
 
The Journal Record – Experts: Market to determine extent of meat controversy
http://journalrecord.com/2012/03/16/experts-market-to-determine-extent-of-meat-
controversy-effect-health-care/
 
The Journal Record – Exec: Pig ranchers worried about Sardis fight
http://journalrecord.com/2012/03/16/exec-pig-ranchers-worried-about-sardis-fight-law/
 
The Journal Record – Sears: Tax reform work in progress
http://journalrecord.com/2012/03/15/sears-tax-reform-work-in-progress-capitol/
 
The Journal Record – Sunshine measure not heard
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http://journalrecord.com/2012/03/16/sunshine-measure-not-heard-capitol/
 
The Journal Record – Nixon vetoes discriminations, workers’ comp bills
http://journalrecord.com/2012/03/16/nixon-vetoes-discrimination-workers%e2%80%99-
comp-bills-capitol/
 
The Journal Record – popular small business bill hits Senate obstacles
http://journalrecord.com/2012/03/15/popular-small-business-bill-hits-senate-obstacles-
capitol/
 
The Journal Record – First big piece of ‘Electric Highway gets juice
http://journalrecord.com/2012/03/16/first-big-piece-of-%e2%80%98electric-
highway%e2%80%99-gets-juice-general-news/
 
The Oklahoman
www.newsok.com

Claremore manufacturer receives Oklahoma state agency's inaugural entrepreneurial

award 

http://newsok.com/claremore-manufacturer-receives-oklahoma-state-agencys-inaugural-

entrepreneurial-award/article/3658444#ixzz1pZQ5zvGI

The Oklahoman expands energy company coverage; adds two writers 

http://newsok.com/the-oklahoman-expands-energy-company-coverage-adds-two-

writers/article/3658359#ixzz1pZRDtiPF

 

Oklahoma City to consider shared bicycle program

http://newsok.com/oklahoma-city-to-consider-shared-bicycle-program/article/3658323

 

Suicides prompt summit in Edmond

http://newsok.com/suicides-prompt-summit-in-edmond/article/3658296

 

Feelings toward Israel affecting Nov election?

http://newsok.com/feelings-toward-israel-affecting-nov-election/article/feed/360860

 

Two Democratic presidential candidates won't get Oklahoma delegates to national

convention 

http://newsok.com/two-democratic-presidential-candidates-wont-get-oklahoma-delegates-

to-national-convention/article/3658461#ixzz1pZS5uBRb

 

President Barack Obama to visit Oklahoma next week 

http://newsok.com/president-barack-obama-to-visit-oklahoma-next-

week/article/3658200#ixzz1pZSNHjNs

 

Edmond statistics on suicides, attempts so far in 2012 
http://newsok.com/edmond-statistics-on-suicides-attempts-so-far-in-

2012/article/3658297#ixzz1pZTlI6Yo

US gov't sells $225B in mortgage-backed securities

http://newsok.com/us-govt-sells-225b-in-mortgage-backed-securities/article/feed/361334
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How health care law affects lives of 7 Americans 

http://newsok.com/how-health-care-law-affects-lives-of-7-

americans/article/feed/361267#ixzz1pZULUnJn

Obama to Congress: Kill oil industry's tax breaks 

http://newsok.com/obama-to-congress-kill-oil-industrys-tax-

breaks/article/feed/360786#ixzz1pZVDZ8lK

Higher gasoline prices threaten economy if they persist 

http://newsok.com/higher-gasoline-prices-threaten-economy-if-they-

persist/article/3658365#ixzz1pZVgJhzj

Tulsa World 
www.tulsaworld.com

Capitol Notebook: Workers comp bills advance

http://www.tulsaworld.com/news/article.aspx?

subjectid=336&articleid=20120318_16_A25_bWorke567707

 

Coburn urges high court to limit Congress' powers

http://www.tulsaworld.com/news/article.aspx?

subjectid=13&articleid=20120318_13_A26_CUTLIN150653

 

Public meetings set for Tulsa's Small Area Plans

http://www.tulsaworld.com/news/article.aspx?

subjectid=11&articleid=20120318_16_A23_Thecit746160

 

Guardsmen return home a day early

http://www.tulsaworld.com/news/article.aspx?

subjectid=11&articleid=20120318_12_A1_CUTLIN806183

 

ABLE officers patrol St. Patrick's Day revelry in Tulsa

http://www.tulsaworld.com/news/article.aspx?

subjectid=11&articleid=20120318_11_A22_CUTLIN750981

Capitol Report Q&A: Rep. Don Armes

http://www.tulsaworld.com/news/article.aspx?

subjectid=336&articleid=20120318 16 A25 gsabbb320914

 

State's mental health and substance abuse problems remain unaddressed

http://www.tulsaworld.com/opinion/article.aspx?

subjectid=61&articleid=20120319 61 A7 CUTLIN729154

 
 
 
Alex Gerszewski
Deputy Press Secretary
Office of Governor Mary Fallin
Phone - (405)522-8858
Cell - (405)568-1319
Alex.Gerszewski@gov.ok.gov
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From: Miranda Shaunessy 
Sent: Tuesday, March 20, 2012 9:27 AM
To: Alex Gerszewski
Subject: Press clips
 
You can send them over whenever you’re ready!
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From: Alex Gerszewski
To: Katie Shelton
Subject: RE: Press clips?
Date: Monday, February 20, 2012 1:07:03 PM

Thanks!
 
GOVERNOR MARY FALLIN NEWS
 
The Norman Transcript – Governor addresses Oklahoma Guardsmen at homecoming event
http://normantranscript.com/headlines/x2145426240/Governor-addresses-Oklahoma-
Guardsmen-at-homecoming-event
 
The Oklahoman – Low natural gas prices concern Oklahoma’s governor, state treasurer
http://newsok.com/low-natural-gas-prices-concern-oklahomas-governor-state-
treasurer/article/3650077
 
The Oklahoman – Oklahoma Farm Bureau head: In tax talk, don’t forget
http://newsok.com/oklahoma-farm-bureau-head-in-tax-talk-dont-forget-
agriculture/article/3649855
 
The Oklahoman – Oklahoma’s regional universities working to meet governor’s challenge
http://newsok.com/oklahomas-regional-universities-working-to-meet-governors-
challenge/article/3649854
 
The Journal Record – Morgan: State faces challenges
http://journalrecord.com/2012/02/17/morgan-state-faces-challenges-opinion/
 
Tulsa World – 30 more soldiers from 45th return from Afghanistan
http://www.tulsaworld.com/news/article.aspx?
subjectid=511&articleid=20120218_16_A12_CUTLIN217961
 
Associated Press – Okla. tax plan cuts $888 million in deductions, exemptions
http://www.thetowntalk.com/article/20120218/NEWS/120218006/Okla-tax-plan-cuts-888-
million-deductions-exemptions?odyssey=nav%7Chead
 
Associated Press – Okla. deductions and exemptions to be eliminated
http://www.newson6.com/story/16964173/okla-deductions-and-exemptions-to-be-eliminated
 
The Journal Record – Fallin talks workers’ comp, taxes
http://journalrecord.com/2012/02/17/fallin-talks-workers%E2%80%99-comp-taxes-capitol/
 
Enid News & Eagle – Woodward welcomes Siemens Energy
http://enidnews.com/state/x471170395/Woodward-welcomes-Siemens-Energy
 
The Oklahoman… Editorial – Tax – cut train on fast track in Oklahoma legislature
http://newsok.com/tax-cut-train-on-fast-track-in-oklahoma-legislature/article/3649857
 
Tulsa World – Returning troops get job help through a Guard program
http://www.tulsaworld.com/news/article.aspx?
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subjectid=11&articleid=20120220_11_A11_Sriemm564283
 
Tulsa World – State running low on execution drug
http://www.tulsaworld.com/news/article.aspx?
subjectid=11&articleid=20120220_16_A11_CUTLIN346052
 
Tulsa World – Sunday morning quarterback
http://www.tulsaworld.com/news/article.aspx?
subjectid=336&articleid=20120219_16_A14_hGovMa451315
 
 
Other Oklahoma news
 
The Oklahoman – GOP presidential candidate to stop in Oklahoma
http://newsok.com/gop-presidential-candidate-to-stop-in-oklahoma/article/3650662
 
The Oklahoman – Oklahoma Rep. Randy Terrell plans run for Cleveland County
commissioner
http://newsok.com/rep.-randy-terrill-plans-run-for-cleveland-county-
commissioner/article/3650552
 
The Oklahoman – Business briefs
http://newsok.com/business-briefs/article/3650223?custom_click=pod_headline_business
 
The Oklahoman – Proposed budget cuts for Oklahoma could gut state’s film industry
http://newsok.com/proposed-budget-cuts-for-oklahoma-could-gut-states-film-
industry/article/3649998?custom_click=pod_lead_business
 
The Oklahoman… Editorial – Mandating renewable energy policy is wrong approach for
Oklahoma
http://newsok.com/mandating-renewable-energy-policy-is-wrong-approach-for-
oklahoma/article/3649860?custom_click=pod_lead_opinion-oklahoman-editorials
 
The Oklahoman… Editorial – Tax – cut train on fast track in Oklahoma Legislature
http://newsok.com/tax-cut-train-on-fast-track-in-oklahoma-legislature/article/3649857?
custom_click=pod_headline_opinion-oklahoman-editorials
 
The Oklahoman… Editorial – Oklahoma water rights lawsuit may be costly in more ways
than one
http://newsok.com/oklahoma-water-rights-lawsuit-may-be-costly-in-more-ways-than-
one/article/3649856?custom_click=pod_headline_opinion-oklahoman-editorials
 
The Oklahoman… Editorial – Flunking grade in science won’t work for Oklahoma
http://newsok.com/flunking-grade-in-science-wont-work-for-oklahoma/article/3649565?
custom_click=pod_headline_opinion-oklahoman-editorials
 
The Oklahoman – Can U.S. grow without even more debt?
http://newsok.com/can-u.s.-grow-without-even-more-debt/article/feed/350135
 
The Oklahoman – Ron Paul wins Washington County, but not Maine
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http://newsok.com/ron-paul-wins-washington-county-but-not-maine/article/feed/349974
 
The Oklahoman – Bottle-deposit bill tapped out for this session
http://newsok.com/bottle-deposit-bill-tapped-out-for-this-session/article/3650098
 
The Oklahoman – Two Oklahoma landslide legislative victories give Democrats hope
http://newsok.com/two-oklahoma-landslide-legislative-victories-give-democrats-
hope/article/3650095
 
The Oklahoman – Amid new controversy, how Dems will hit Santorum
http://newsok.com/amid-new-controversy-how-dems-will-hit-santorum/article/feed/350160
 
The Oklahoman – DNC unveils ‘Urban Unity’ poster for convention
http://newsok.com/dnc-unveils-urban-unity-poster-for-convention/article/feed/349708
 
The Oklahoman – Distorting Romney’s words
http://newsok.com/distorting-romneys-words/article/feed/349617
 
The Oklahoman – Fake letters not connected to The Oklahoman reporter
http://newsok.com/fake-letters-not-connected-to-the-oklahoman-reporter/article/3649989
 
Tulsa World – Oklahoma’s use of shelters for displaced children disputed
http://www.tulsaworld.com/news/article.aspx?
subjectid=11&articleid=20120220_11_A1_CUTLIN273001
 
Tulsa World – Dropout rate expected to rise
http://www.tulsaworld.com/news/article.aspx?
subjectid=19&articleid=20120220_19_A1_Oklaho265858
 
Tulsa World – Manufacturing driving economy forward with hiring, production
http://www.tulsaworld.com/business/article.aspx?
subjectid=461&articleid=20120219_461_E2_CUTLIN275717
 
Tulsa World – New-home permits in Tulsa show four – year decline
http://www.tulsaworld.com/news/article.aspx?
subjectid=16&articleid=20120220_16_A1_ULNSap860653
 
Tulsa World – GOP contenders face 13 – state test after brief lull
http://www.tulsaworld.com/news/article.aspx?
subjectid=688&articleid=20120219_688_0_hrimgs280725
 
Tulsa World – Doctors groups may shift debate
http://www.tulsaworld.com/news/article.aspx?
subjectid=336&articleid=20120219_16_A14_CUTLIN463667
 
Tulsa World – Gingrich: Attack ads turning off voters
http://www.tulsaworld.com/news/article.aspx?
subjectid=13&articleid=20120219_13_A16_CMIGae758658
 
Tulsa World – Capitol bomb plot arrest capped year long probe
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http://www.tulsaworld.com/news/article.aspx?
subjectid=13&articleid=20120219_13_A9_WASHIN350047
 
Tulsa World – House update
http://www.tulsaworld.com/news/article.aspx?
subjectid=336&articleid=20120219_11_A14_Alooka447387
 
Tulsa World – Political Notebook: Costello: GOP should reject donations from OEA, OPEA
http://www.tulsaworld.com/news/article.aspx?
subjectid=336&articleid=20120219_16_A24_hCoste185468
 
Tulsa World – Senate update
http://www.tulsaworld.com/news/article.aspx?
subjectid=336&articleid=20120219_336_A14_hrimgs776390
 
Tulsa World – Capitol Notebook: Fitness center funding
http://www.tulsaworld.com/news/article.aspx?
subjectid=336&articleid=20120219_16_A15_CUTLIN552526
 
Tulsa World – Obama campaign targets Santorum
http://www.tulsaworld.com/news/article.aspx?
subjectid=688&articleid=20120219_13_A17_WSIGOo665965
 
Tulsa World – Rick Santorum questions Obama’s Christian values
http://www.tulsaworld.com/news/article.aspx?
subjectid=13&articleid=20120219_13_A16_CUTLIN52837
 
Tulsa World – Tulsa Chamber launches state PAC
http://www.tulsaworld.com/news/article.aspx?
subjectid=336&articleid=20120219_16_A24_TulsaM152556
 
Tulsa World – State Senate Passes ‘Personhood Bill’
http://www.tulsaworld.com/news/article.aspx?
subjectid=336&articleid=20120219_16_A15_CUTLIN630542
 
Tulsa World – Polls shows state Republicans favor Santorum
http://www.tulsaworld.com/news/article.aspx?
subjectid=688&articleid=20120219_16_A1_Former398647
 
The Journal Record – Tulsa chamber members, mayor to attend Houston oil and gas expo
http://journalrecord.com/2012/02/17/tulsa-chamber-members-mayor-to-attend-houston-oil-
and-gas-expo-energy/
 
The Journal Record – Bill could limit access to pseudoephedrine
http://journalrecord.com/2012/02/16/bill-could-limit-access-to-pseudoephedrine/
 
The Journal Record – States attack ‘Obamacare’ with birth control bills
http://journalrecord.com/2012/02/17/states-attack-%e2%80%98obamacare%e2%80%99-
with-birth-control-bills-health-care/
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The Journal Record – Deals trims maximum jobless benefits to 73 weeks
http://journalrecord.com/2012/02/17/deal-trims-maximum-jobless-benefits-to-73-weeks-
general-news/
 
The Journal Record – Consumer prices up as gas, clothing costs rise
http://journalrecord.com/2012/02/17/consumer-prices-up-as-gas-clothing-costs-rise-general-
news/
 
 
 
Alex Gerszewski
Deputy Press Secretary
Office of Governor Mary Fallin
Phone - (405)522-8858
Cell - (405)568-1319
Alex.Gerszewski@gov.ok.gov
 
 
From: Katie Shelton 
Sent: Monday, February 20, 2012 1:05 PM
To: Alex Gerszewski
Subject: Press clips?
 
Do you have press clips for me to print today? Not to rush you, just don’t have anything to do at the
moment. -Katie

4713



From: Kloiber, Bill - DOA
To: Katie Altshuler
Subject: RE: PRESS RELEASE: State Leaders: Agreement Reached on Oklahoma Health Insurance Private Enterprise Network
Date: Thursday, April 14, 2011 1:17:18 PM

No need to be sorry

 

Bill Kloiber

Deputy Director

State of Wisconsin

Office of State - Federal Relations

(202) 624 - 5870

Hall of States

444 N. Capitol St., NW

Suite 613

Washington, DC 20001-1581
 

From: Katie Altshuler [mailto:Katie.Altshuler@gov.ok.gov] 
Sent: Thursday, April 14, 2011 2:16 PM
To: Kloiber, Bill - DOA
Subject: RE: PRESS RELEASE: State Leaders: Agreement Reached on Oklahoma Health Insurance Private
Enterprise Network
 

Oops, sorry about that!

 

Katie Altshuler, Policy Director
Office of Governor Mary Fallin
2300 North Lincoln Boulevard, Suite 212
Oklahoma City, Oklahoma 73105
405.521.2342
katie.altshuler@gov.ok.gov

 
 

From: Kloiber, Bill - DOA [mailto:Bill.Kloiber@wisconsin.gov] 
Sent: Thursday, April 14, 2011 1:16 PM
To: Katie Altshuler
Subject: RE: PRESS RELEASE: State Leaders: Agreement Reached on Oklahoma Health Insurance Private
Enterprise Network
 

Thanks my dear, this is now the second one I received
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OFFICE OF GOVERNOR MARY FALLIN
 

MEDIA CONTACTS:
Alex Weintz, Communications Director

Alex.Weintz@gov.ok.gov
(405) 522-8819

You just covering your bases

 

Bill Kloiber

Deputy Director

State of Wisconsin

Office of State - Federal Relations

(202) 624 - 5870

Hall of States

444 N. Capitol St., NW

Suite 613

Washington, DC 20001-1581
 

From: Katie Altshuler [mailto:Katie.Altshuler@gov.ok.gov] 
Sent: Thursday, April 14, 2011 2:14 PM
To: Media@ks.gov; Sherriene.Jones-Sontag@ks.gov; 'Bill.Kloiber@wisconsin.gov'; Adam Nordstrom
Subject: FW: PRESS RELEASE: State Leaders: Agreement Reached on Oklahoma Health Insurance Private
Enterprise Network
 

 

 

Katie Altshuler, Policy Director
Office of Governor Mary Fallin
2300 North Lincoln Boulevard, Suite 212
Oklahoma City, Oklahoma 73105
405.521.2342
katie.altshuler@gov.ok.gov

 
 

From: Governor Fallin Press 
Sent: Thursday, April 14, 2011 1:05 PM
To: Governor Fallin Press
Subject: PRESS RELEASE: State Leaders: Agreement Reached on Oklahoma Health Insurance Private
Enterprise Network
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Aaron Cooper, Press Secretary

Aaron.Cooper@gov.ok.gov
(405) 522-8878

 
 

FOR IMMEDIATE RELEASE

April 14, 2011

State Leaders: Agreement Reached on Oklahoma
Health Insurance Private Enterprise Network

OKLAHOMA CITY – Governor Mary Fallin today joined other state leaders in announcing that
Oklahoma will establish a Health Insurance Private Enterprise Network to prevent the
establishment of a federal health care exchange in Oklahoma. 

Working together, leaders were able to address concerns expressed by some by adding specific
safeguards into the legislation that will prevent the implementation of a federal health care
exchange while creating an Oklahoma-based health insurance network.  The Health Insurance
Private Enterprise Network, based on a concept by the conservative Heritage Foundation and
legislation passed by the Oklahoma Legislature in 2009, will increase access to affordable,
private, portable health insurance plans through a free market-based network that offers choice
and competition to consumers.  The network will be governed by a board consisting of a
majority of members from the private sector and chaired by the Insurance Commissioner.  The
network will be funded through state or private resources. The state will not accept the $54
million Early Innovator Grant.

Governor Mary Fallin:  “I’m pleased to announce this agreement that accomplishes my goal
from the very beginning:  stopping the implementation of the president’s federal health care
exchange in Oklahoma. We have addressed concerns expressed by implementing strict
safeguards to prevent the implementation of the federal health care exchange while definitively
laying out the framework for a free market-based network that will empower consumers by
providing a place for individuals, families and small businesses to shop for affordable, quality
health insurance plans.”

House Speaker Kris Steele:  “Health care coverage is not a one-size-fits-all issue. We need to
make all options available to the people. The goal is to equip Oklahomans with the information
necessary to make wise decisions. The network will provide a user-friendly tool intended to help
people identify a health plan that best fits their individual needs.”

Senate President Pro Tempore Brian Bingman:  “This private enterprise network not only
offers the people of Oklahoma more options when buying insurance, it will serve as a defensive
strategy that protects Oklahoma from the federal health care law.  This is Oklahoma’s solution
and federalism at work.  Our plan is based on the principals of the free market; it will not limit
participation, it will increase competition among private plans and offer consumers the ability to
shop for their best option.” 
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From: Kloiber, Bill - DOA
To: Katie Altshuler
Subject: RE: PRESS RELEASE: State Leaders: Agreement Reached on Oklahoma Health Insurance Private Enterprise Network
Date: Thursday, April 14, 2011 1:15:36 PM

Thanks my dear, this is now the second one I received

You just covering your bases

 

Bill Kloiber

Deputy Director

State of Wisconsin

Office of State - Federal Relations

(202) 624 - 5870

Hall of States

444 N. Capitol St., NW

Suite 613

Washington, DC 20001-1581
 

From: Katie Altshuler [mailto:Katie.Altshuler@gov.ok.gov] 
Sent: Thursday, April 14, 2011 2:14 PM
To: Media@ks.gov; Sherriene.Jones-Sontag@ks.gov; 'Bill.Kloiber@wisconsin.gov'; Adam Nordstrom
Subject: FW: PRESS RELEASE: State Leaders: Agreement Reached on Oklahoma Health Insurance Private
Enterprise Network
 

 

 

Katie Altshuler, Policy Director
Office of Governor Mary Fallin
2300 North Lincoln Boulevard, Suite 212
Oklahoma City, Oklahoma 73105
405.521.2342
katie.altshuler@gov.ok.gov

 
 

From: Governor Fallin Press 
Sent: Thursday, April 14, 2011 1:05 PM
To: Governor Fallin Press
Subject: PRESS RELEASE: State Leaders: Agreement Reached on Oklahoma Health Insurance Private
Enterprise Network
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OFFICE OF GOVERNOR MARY FALLIN
 

MEDIA CONTACTS:
Alex Weintz, Communications Director

Alex.Weintz@gov.ok.gov
(405) 522-8819

 
Aaron Cooper, Press Secretary

Aaron.Cooper@gov.ok.gov
(405) 522-8878

 
 

FOR IMMEDIATE RELEASE

April 14, 2011

State Leaders: Agreement Reached on Oklahoma
Health Insurance Private Enterprise Network

OKLAHOMA CITY – Governor Mary Fallin today joined other state leaders in announcing that
Oklahoma will establish a Health Insurance Private Enterprise Network to prevent the
establishment of a federal health care exchange in Oklahoma. 

Working together, leaders were able to address concerns expressed by some by adding specific
safeguards into the legislation that will prevent the implementation of a federal health care
exchange while creating an Oklahoma-based health insurance network.  The Health Insurance
Private Enterprise Network, based on a concept by the conservative Heritage Foundation and
legislation passed by the Oklahoma Legislature in 2009, will increase access to affordable,
private, portable health insurance plans through a free market-based network that offers choice
and competition to consumers.  The network will be governed by a board consisting of a
majority of members from the private sector and chaired by the Insurance Commissioner.  The
network will be funded through state or private resources. The state will not accept the $54
million Early Innovator Grant.

Governor Mary Fallin:  “I’m pleased to announce this agreement that accomplishes my goal
from the very beginning:  stopping the implementation of the president’s federal health care
exchange in Oklahoma. We have addressed concerns expressed by implementing strict
safeguards to prevent the implementation of the federal health care exchange while definitively
laying out the framework for a free market-based network that will empower consumers by
providing a place for individuals, families and small businesses to shop for affordable, quality
health insurance plans.”

House Speaker Kris Steele:  “Health care coverage is not a one-size-fits-all issue. We need to
make all options available to the people. The goal is to equip Oklahomans with the information
necessary to make wise decisions. The network will provide a user-friendly tool intended to help
people identify a health plan that best fits their individual needs.”

Senate President Pro Tempore Brian Bingman:  “This private enterprise network not only
offers the people of Oklahoma more options when buying insurance, it will serve as a defensive
strategy that protects Oklahoma from the federal health care law.  This is Oklahoma’s solution
and federalism at work.  Our plan is based on the principals of the free market; it will not limit
participation, it will increase competition among private plans and offer consumers the ability to
shop for their best option.” 
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OFFICE OF GOVERNOR MARY FALLIN
 

MEDIA CONTACTS:
Alex Weintz, Communications Director

Alex.Weintz@gov.ok.gov
(405) 522-8819

 
Aaron Cooper, Press Secretary

Aaron.Cooper@gov.ok.gov
(405) 522-8878

 

From: Prieto Johns, Nicole S.
To: Katie Altshuler; Cox-Kain, Julie; Lieser, Derek G.
Subject: RE: PRESS RELEASE: State Leaders: Agreement Reached on Oklahoma Health Insurance Private Enterprise Network
Date: Thursday, April 14, 2011 1:18:43 PM

Thanks Katie….please continue let us know how we can assist you as needed. 

S. Nicole Prieto Johns, MPA | Oklahoma Health Insurance Exchange Grant | Project Manager | 

1000 NE 10th Street, Suite 355, Oklahoma City, Oklahoma 73117-1299 | Bus.  405.271.2944 | Cell   | E-mail
NicolePJ@health.ok.gov | Website: www.ohca.org/OHX
 

 

From: Katie Altshuler [mailto:Katie.Altshuler@gov.ok.gov] 
Sent: Thursday, April 14, 2011 1:14 PM
To: Cox-Kain, Julie; Lieser, Derek G.; Prieto Johns, Nicole S.
Subject: FW: PRESS RELEASE: State Leaders: Agreement Reached on Oklahoma Health Insurance Private
Enterprise Network
 

 

 

Katie Altshuler, Policy Director
Office of Governor Mary Fallin
2300 North Lincoln Boulevard, Suite 212
Oklahoma City, Oklahoma 73105
405.521.2342
katie.altshuler@gov.ok.gov

 
 

From: Governor Fallin Press 
Sent: Thursday, April 14, 2011 1:05 PM
To: Governor Fallin Press
Subject: PRESS RELEASE: State Leaders: Agreement Reached on Oklahoma Health Insurance Private
Enterprise Network
 

 

FOR IMMEDIATE RELEASE

April 14, 2011
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State Leaders: Agreement Reached on Oklahoma
Health Insurance Private Enterprise Network

OKLAHOMA CITY – Governor Mary Fallin today joined other state leaders in announcing that
Oklahoma will establish a Health Insurance Private Enterprise Network to prevent the
establishment of a federal health care exchange in Oklahoma. 

Working together, leaders were able to address concerns expressed by some by adding specific
safeguards into the legislation that will prevent the implementation of a federal health care
exchange while creating an Oklahoma-based health insurance network.  The Health Insurance
Private Enterprise Network, based on a concept by the conservative Heritage Foundation and
legislation passed by the Oklahoma Legislature in 2009, will increase access to affordable,
private, portable health insurance plans through a free market-based network that offers choice
and competition to consumers.  The network will be governed by a board consisting of a
majority of members from the private sector and chaired by the Insurance Commissioner.  The
network will be funded through state or private resources. The state will not accept the $54
million Early Innovator Grant.

Governor Mary Fallin:  “I’m pleased to announce this agreement that accomplishes my goal
from the very beginning:  stopping the implementation of the president’s federal health care
exchange in Oklahoma. We have addressed concerns expressed by implementing strict
safeguards to prevent the implementation of the federal health care exchange while definitively
laying out the framework for a free market-based network that will empower consumers by
providing a place for individuals, families and small businesses to shop for affordable, quality
health insurance plans.”

House Speaker Kris Steele:  “Health care coverage is not a one-size-fits-all issue. We need to
make all options available to the people. The goal is to equip Oklahomans with the information
necessary to make wise decisions. The network will provide a user-friendly tool intended to help
people identify a health plan that best fits their individual needs.”

Senate President Pro Tempore Brian Bingman:  “This private enterprise network not only
offers the people of Oklahoma more options when buying insurance, it will serve as a defensive
strategy that protects Oklahoma from the federal health care law.  This is Oklahoma’s solution
and federalism at work.  Our plan is based on the principals of the free market; it will not limit
participation, it will increase competition among private plans and offer consumers the ability to
shop for their best option.” 

 

###
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From: Jones-Sontag, Sherriene [GO]
To: Katie Altshuler; Media [GO]; "Bill.Kloiber@wisconsin.gov"; Adam Nordstrom
Subject: RE: PRESS RELEASE: State Leaders: Agreement Reached on Oklahoma Health Insurance Private Enterprise Network
Date: Thursday, April 14, 2011 5:52:10 PM

Thanks Katie

sljs

 

From: Katie Altshuler [mailto:Katie.Altshuler@gov.ok.gov] 
Sent: Thursday, April 14, 2011 1:14 PM
To: Media [GO]; Jones-Sontag, Sherriene [GO]; 'Bill.Kloiber@wisconsin.gov'; Adam Nordstrom
Subject: FW: PRESS RELEASE: State Leaders: Agreement Reached on Oklahoma Health Insurance Private
Enterprise Network
 

 

 

Katie Altshuler, Policy Director
Office of Governor Mary Fallin
2300 North Lincoln Boulevard, Suite 212
Oklahoma City, Oklahoma 73105
405.521.2342
katie.altshuler@gov.ok.gov

 
 

From: Governor Fallin Press 
Sent: Thursday, April 14, 2011 1:05 PM
To: Governor Fallin Press
Subject: PRESS RELEASE: State Leaders: Agreement Reached on Oklahoma Health Insurance Private
Enterprise Network
 

 

FOR IMMEDIATE RELEASE

April 14, 2011

State Leaders: Agreement Reached on Oklahoma
Health Insurance Private Enterprise Network

OFFICE OF GOVERNOR MARY FALLIN
 

MEDIA CONTACTS:
Alex Weintz, Communications Director

Alex.Weintz@gov.ok.gov
(405) 522-8819

 
Aaron Cooper, Press Secretary

Aaron.Cooper@gov.ok.gov
(405) 522-8878
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OKLAHOMA CITY – Governor Mary Fallin today joined other state leaders in announcing that
Oklahoma will establish a Health Insurance Private Enterprise Network to prevent the
establishment of a federal health care exchange in Oklahoma. 

Working together, leaders were able to address concerns expressed by some by adding specific
safeguards into the legislation that will prevent the implementation of a federal health care
exchange while creating an Oklahoma-based health insurance network.  The Health Insurance
Private Enterprise Network, based on a concept by the conservative Heritage Foundation and
legislation passed by the Oklahoma Legislature in 2009, will increase access to affordable,
private, portable health insurance plans through a free market-based network that offers choice
and competition to consumers.  The network will be governed by a board consisting of a
majority of members from the private sector and chaired by the Insurance Commissioner.  The
network will be funded through state or private resources. The state will not accept the $54
million Early Innovator Grant.

Governor Mary Fallin:  “I’m pleased to announce this agreement that accomplishes my goal
from the very beginning:  stopping the implementation of the president’s federal health care
exchange in Oklahoma. We have addressed concerns expressed by implementing strict
safeguards to prevent the implementation of the federal health care exchange while definitively
laying out the framework for a free market-based network that will empower consumers by
providing a place for individuals, families and small businesses to shop for affordable, quality
health insurance plans.”

House Speaker Kris Steele:  “Health care coverage is not a one-size-fits-all issue. We need to
make all options available to the people. The goal is to equip Oklahomans with the information
necessary to make wise decisions. The network will provide a user-friendly tool intended to help
people identify a health plan that best fits their individual needs.”

Senate President Pro Tempore Brian Bingman:  “This private enterprise network not only
offers the people of Oklahoma more options when buying insurance, it will serve as a defensive
strategy that protects Oklahoma from the federal health care law.  This is Oklahoma’s solution
and federalism at work.  Our plan is based on the principals of the free market; it will not limit
participation, it will increase competition among private plans and offer consumers the ability to
shop for their best option.” 

 

###
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From: Alex Weintz
To: Denise Northrup; Katie Altshuler
Cc: Governor Fallin Press; Andrew Silvestri
Subject: RE: Q and A with wayne greene
Date: Friday, March 02, 2012 11:11:11 AM

Will send this afternoon
 

From: Denise Northrup 
Sent: Friday, March 02, 2012 11:05 AM
To: Katie Altshuler; Alex Weintz
Cc: Governor Fallin Press; Andrew Silvestri
Subject: RE: Q and A with wayne greene
 
Yep, sounds good
 

From: Katie Altshuler 
Sent: Friday, March 02, 2012 11:04 AM
To: Alex Weintz; Denise Northrup
Cc: Governor Fallin Press; Andrew Silvestri
Subject: RE: Q and A with wayne greene
 
That works for me!
 
Katie Altshuler, Policy Director
Office of Governor Mary Fallin
2300 North Lincoln Boulevard, Suite 212
Oklahoma City, Oklahoma 73105
405.521.2342
katie.altshuler@gov.ok.gov

 
Oklahoma business owners and executives:  share your input on how we can further strengthen
Oklahoma's business climate by completing the survey at www.FallinforBusiness.com
 

From: Alex Weintz 
Sent: Friday, March 02, 2012 10:58 AM
To: Denise Northrup; Katie Altshuler
Cc: Governor Fallin Press; Andrew Silvestri
Subject: Q and A with wayne greene
 
Proposed Q and A with Wayne Greene, attributable to me. What do you guys think. We’re already
on record pretty much saying all of this last year. I think if we don’t want to make a full throated
defense of this stuff, as I have done below, we can basically say “we’re glad the legislature is
working on this, go talk to them.” Frankly I think it’s better to just state our position rather than have
Wayne do it for us.
 
Does the governor support a state exchange that is explicitly ACA noncompliant?
 
            As Governor Fallin has previously said, she supports the construction of an Oklahoma
based exchange for two reasons. First, it will help to provide easier access to affordable
health insurance for a greater number of our citizens. That’s why the legislature acted several
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years ago to lay the groundwork for an online exchange, and why conservative groups like
the Heritage Foundation have long been proposing the development of free market health
insurance exchanges.
            Second, the governor wants to avoid, at all costs, a federal Obamacare exchange being
forced on the state of Oklahoma. Under current law, the federal government will impose an
ObamaCare exchange on Oklahoma by January 2013 if the state does not act. While
Governor Fallin envisions an exchange governed by free market principles and consumer
choice, President Obama does not. For that reason alone, it is far preferable for the state of
Oklahoma to design and create its own exchange than to have one imposed on it by
Washington.
            The governor is glad the legislature has taken steps to create an Oklahoma-based
exchange. As the federal government is still changing and adopting its guidelines for state-
based exchanges, it is not entirely clear what a ‘compliant’ exchange looks like. However, it
is clear that designing the kind of conservative, free-market exchange that we want in
Oklahoma is a step in the right direction.      
 
 
 
Do you anticipate a federal exchange being established in the state?
 
There are several factors that go into whether or not the federal government is able to impose
a federal exchange on Oklahoma, including the outcome of the 2012 presidential elections
and future Supreme Court rulings. These things are largely outside the control of the
governor and our state legislators, although Governor Fallin sincerely hopes that we elect
new leadership in Washington and Oklahoma and other states are successful in their lawsuits
against ObamaCare.
 
What we can control, however, is whether or not Oklahoma takes proactive steps to defend
itself from having a federal exchange forced upon it. Building a state-based exchange
consistent with our values and the principles of consumer-choice is the best way to do that. 
 
 
 
Alex Weintz
Communications Director
Office of Governor Mary Fallin
phone: (405) 522-8819
cell: (405) 535-7317
Alex.Weintz@gov.ok.gov
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From: Denise Northrup
To: Katie Altshuler; Alex Weintz
Cc: Governor Fallin Press; Andrew Silvestri
Subject: RE: Q and A with wayne greene
Date: Friday, March 02, 2012 11:04:57 AM

Yep, sounds good
 

From: Katie Altshuler 
Sent: Friday, March 02, 2012 11:04 AM
To: Alex Weintz; Denise Northrup
Cc: Governor Fallin Press; Andrew Silvestri
Subject: RE: Q and A with wayne greene
 
That works for me!
 
Katie Altshuler, Policy Director
Office of Governor Mary Fallin
2300 North Lincoln Boulevard, Suite 212
Oklahoma City, Oklahoma 73105
405.521.2342
katie.altshuler@gov.ok.gov

 
Oklahoma business owners and executives:  share your input on how we can further strengthen
Oklahoma's business climate by completing the survey at www.FallinforBusiness.com
 

From: Alex Weintz 
Sent: Friday, March 02, 2012 10:58 AM
To: Denise Northrup; Katie Altshuler
Cc: Governor Fallin Press; Andrew Silvestri
Subject: Q and A with wayne greene
 
Proposed Q and A with Wayne Greene, attributable to me. What do you guys think. We’re already
on record pretty much saying all of this last year. I think if we don’t want to make a full throated
defense of this stuff, as I have done below, we can basically say “we’re glad the legislature is
working on this, go talk to them.” Frankly I think it’s better to just state our position rather than have
Wayne do it for us.
 
Does the governor support a state exchange that is explicitly ACA noncompliant?
 
            As Governor Fallin has previously said, she supports the construction of an Oklahoma
based exchange for two reasons. First, it will help to provide easier access to affordable
health insurance for a greater number of our citizens. That’s why the legislature acted several
years ago to lay the groundwork for an online exchange, and why conservative groups like
the Heritage Foundation have long been proposing the development of free market health
insurance exchanges.
            Second, the governor wants to avoid, at all costs, a federal Obamacare exchange being
forced on the state of Oklahoma. Under current law, the federal government will impose an
ObamaCare exchange on Oklahoma by January 2013 if the state does not act. While
Governor Fallin envisions an exchange governed by free market principles and consumer
choice, President Obama does not. For that reason alone, it is far preferable for the state of
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Oklahoma to design and create its own exchange than to have one imposed on it by
Washington.
            The governor is glad the legislature has taken steps to create an Oklahoma-based
exchange. As the federal government is still changing and adopting its guidelines for state-
based exchanges, it is not entirely clear what a ‘compliant’ exchange looks like. However, it
is clear that designing the kind of conservative, free-market exchange that we want in
Oklahoma is a step in the right direction.      
 
 
 
Do you anticipate a federal exchange being established in the state?
 
There are several factors that go into whether or not the federal government is able to impose
a federal exchange on Oklahoma, including the outcome of the 2012 presidential elections
and future Supreme Court rulings. These things are largely outside the control of the
governor and our state legislators, although Governor Fallin sincerely hopes that we elect
new leadership in Washington and Oklahoma and other states are successful in their lawsuits
against ObamaCare.
 
What we can control, however, is whether or not Oklahoma takes proactive steps to defend
itself from having a federal exchange forced upon it. Building a state-based exchange
consistent with our values and the principles of consumer-choice is the best way to do that. 
 
 
 
Alex Weintz
Communications Director
Office of Governor Mary Fallin
phone: (405) 522-8819
cell: (405) 535-7317
Alex.Weintz@gov.ok.gov
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From: Cox-Kain, Julie
To: Katie Altshuler
Cc: Alex Weintz
Subject: RE: Query
Date: Friday, April 01, 2011 12:20:38 PM

Yeah, we will get right on it and get back to you. 
 

From: Katie Altshuler [mailto:Katie.Altshuler@gov.ok.gov] 
Sent: Friday, April 01, 2011 11:27 AM
To: Cox-Kain, Julie
Cc: Alex Weintz
Subject: Fw: Query
 
Julie, please see questions below from press and feel free to call me or Alex anytime to discuss.
Thanks, Katie
 
From: Alex Weintz 
Sent: Friday, April 01, 2011 11:15 AM
To: Katie Altshuler 
Cc: Andrew Silvestri 
Subject: FW: Query 
 
Any idea?
 
I think the answer to the second question should be, the governor feels additional legislation is
required.
 

From: Michael McNutt [mailto:MMcNutt@opubco.com] 
Sent: Friday, April 01, 2011 11:15 AM
To: Alex Weintz
Subject: Query
 

Alex, 
On the health insurance exchange, has the governor's staff been able to find out what the
deadline is to have some action started? And when is the first allotment scheduled?

Also, it was asked if the money could be given directly to the task force that was put in place
with the 2009 legislation and the task force could do what the board did to establish the
exchange? Would that work?

Thanks. Know you're busy, but if you can check on these today I'd appreciate it. 
Michael
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From: Cox-Kain, Julie
To: Katie Altshuler
Cc: Alex Weintz
Subject: RE: Query
Date: Friday, April 01, 2011 2:01:23 PM

I’ll follow up with a telephone call –
 
Planning has begun on Insurance Exchange development (through the work of the Advisory
Committee and Stakeholder sessions) but the process of building of an Exchange has not occurred. 
The main program requirements in the Early Innovator Grant revolve around Systems Development
Life Cycle (SDLC) reviews.  The OHCA is currently responding to the first review which in an
architectural review of an Exchange.  The next two are again associated with plan review and
detailed designs.  These were initially scheduled on April 18, 2011 and September 14, 2011,
however, these reviews are behind schedule as is the actual development of the Exchange.    
 
When is the first allotment scheduled?  The OHCA does not receive allotments for this grant nor
have they drawn federal funds for the Innovator Grant.  They have, however, incurred
approximately $12,000 - $15,000 in costs for posting positions and travel related to the previously
mentioned SDLC review. 
 
We are not sure which task force he is referring to exactly?   However, in implementing the
Innovator Grant the OHCA is the awarded agency, the have an approved work plan and could not
simply give the money to a task force.  Further, a task force is not a legally organized body for
implementing a federal grant or a contract. 
 

From: Katie Altshuler [mailto:Katie.Altshuler@gov.ok.gov] 
Sent: Friday, April 01, 2011 11:27 AM
To: Cox-Kain, Julie
Cc: Alex Weintz
Subject: Fw: Query
 
Julie, please see questions below from press and feel free to call me or Alex anytime to discuss.
Thanks, Katie
 
From: Alex Weintz 
Sent: Friday, April 01, 2011 11:15 AM
To: Katie Altshuler 
Cc: Andrew Silvestri 
Subject: FW: Query 
 
Any idea?
 
I think the answer to the second question should be, the governor feels additional legislation is
required.
 

From: Michael McNutt [mailto:MMcNutt@opubco.com] 
Sent: Friday, April 01, 2011 11:15 AM
To: Alex Weintz
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Subject: Query
 

Alex, 
On the health insurance exchange, has the governor's staff been able to find out what the
deadline is to have some action started? And when is the first allotment scheduled?

Also, it was asked if the money could be given directly to the task force that was put in place
with the 2009 legislation and the task force could do what the board did to establish the
exchange? Would that work?

Thanks. Know you're busy, but if you can check on these today I'd appreciate it. 
Michael
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From: Alex Weintz
To: Glenn Coffee
Cc: Denise Northrup; Katie Altshuler
Subject: RE: question from tulsa world re: health insurance grant
Date: Thursday, April 07, 2011 4:34:28 PM

How about:
“The Oklahoma Health Care Authority made members of Governor Fallin’s transition staff
aware OHCA was applying for the early innovator grant and asked if the governor had an
objection. At that time, transition members indicated Governor Fallin did not have an
immediate objection to OHCA proceeding with their application. The governor did not,
however, commit to utilizing federal grant money or endorse the grant proposal in its
entirety.”  
 
 

From: Glenn Coffee 
Sent: Thursday, April 07, 2011 4:31 PM
To: Alex Weintz
Cc: Denise Northrup; Katie Altshuler
Subject: Re: question from tulsa world re: health insurance grant
 
Yes, but we reserved the right to object later. 

Sent from my iPad

On Apr 7, 2011, at 4:28 PM, "Alex Weintz" <Alex.Weintz@gov.ok.gov> wrote:

Ziva B writing a Sunday article (same one Nico has contacted us on) and wants
to know if the transition team was made aware of the grant, if we signed off on
it, how involved we are etc.
Apparently there was some statement from the health care authority or working
groups that we approved it that the Tulsa World has on record.
 
Can I say “the Oklahoma Health Care Authority made members of Governor
Fallin’s transition staff aware OHCA was applying for the early innovator grant
and asked if the governor had an objection. At that time, transition members
indicated Governor Fallin did not have an objection to OHCA proceeding with
their application”?   
 
Alex Weintz
Communications Director
Office of Governor Mary Fallin
phone: (405) 522-8819
cell: (405) 535-7317
Alex.Weintz@gov.ok.gov
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From: Denise Northrup
To: Alex Weintz; Glenn Coffee
Cc: Katie Altshuler
Subject: RE: question from tulsa world re: health insurance grant
Date: Thursday, April 07, 2011 5:12:05 PM

correct
 

From: Alex Weintz 
Sent: Thursday, April 07, 2011 4:34 PM
To: Glenn Coffee
Cc: Denise Northrup; Katie Altshuler
Subject: RE: question from tulsa world re: health insurance grant
 
How about:
“The Oklahoma Health Care Authority made members of Governor Fallin’s transition staff
aware OHCA was applying for the early innovator grant and asked if the governor had an
objection. At that time, transition members indicated Governor Fallin did not have an
immediate objection to OHCA proceeding with their application. The governor did not,
however, commit to utilizing federal grant money or endorse the grant proposal in its
entirety.”  
 
 

From: Glenn Coffee 
Sent: Thursday, April 07, 2011 4:31 PM
To: Alex Weintz
Cc: Denise Northrup; Katie Altshuler
Subject: Re: question from tulsa world re: health insurance grant
 
Yes, but we reserved the right to object later. 

Sent from my iPad

On Apr 7, 2011, at 4:28 PM, "Alex Weintz" <Alex.Weintz@gov.ok.gov> wrote:

Ziva B writing a Sunday article (same one Nico has contacted us on) and wants
to know if the transition team was made aware of the grant, if we signed off on
it, how involved we are etc.
Apparently there was some statement from the health care authority or working
groups that we approved it that the Tulsa World has on record.
 
Can I say “the Oklahoma Health Care Authority made members of Governor
Fallin’s transition staff aware OHCA was applying for the early innovator grant
and asked if the governor had an objection. At that time, transition members
indicated Governor Fallin did not have an objection to OHCA proceeding with
their application”?   
 
Alex Weintz
Communications Director
Office of Governor Mary Fallin
phone: (405) 522-8819
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cell: (405) 535-7317
Alex.Weintz@gov.ok.gov
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From: Tammie Wright
To: Keili McEwen
Cc: Denise Northrup
Subject: RE: For the Gov of God
Date: Thursday, June 09, 2011 10:18:58 AM

Yes, I received some of them yesterday. I forwarded them to you because as constituents they would like
Governor Fallin to attend. We’ve already sent regrets on the official invitation from Gov. Perry.
 
Denise, fyi – I think I received about four like this yesterday. How may did you get Keili?
 
Tammie Wright
Deputy  Director of Scheduling
Office of Governor Mary Fallin
2300 North Lincoln Boulevard, Suite 212
Oklahoma City, Oklahoma 73105
 

From: Keili McEwen 
Sent: Thursday, June 09, 2011 9:39 AM
To: Tammie Wright
Subject: FW: For the Gov of God
 
Tammie, have you been getting emails like this?  We got a whole bunch of them yesterday.  Should I just send
them to you?  We can’t really respond to a scheduling request.
 
Keili
 

From: Cris Kurtz [mailto: ] 
Sent: Wednesday, June 08, 2011 9:49 PM
To: Keili McEwen
Subject: Fwd: For the Gov of God
 
 
 
In God We Trust,

Cris Kurtz

Tulsa, OK 74170
918-492-2344

 (c)
www.KurtzDesignStudio.com
www.TheUSAPatriots.com

Ms Keili, 
Would you please see that The Honorable Governor Mary Fallin considers joining Governor Perry in declaring a day of
prayer and fasting for our nation on August 6, 2011? Thank you. 

A Very Concerned Oklahoma Citizen,
Cris Kurtz

Tulsa, OK 74170
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Share with Friends | | June 08, 2011 | Permalink

For the Gov of God

It won't be football season, but people will still be flocking to the home of the
Houston Texans this summer. On August 6, Gov. Rick Perry (R-Texas) will be
celebrating prayer on his turf with an all-day event at Reliant Stadium. "The
Response," which Perry is co-hosting with our friends at the American Family
Association (AFA), couldn't come at a better time. Since early spring, the ACLU has
been on the graduation circuit, trying to spook students out of their First Amendment
rights. Just last weekend, a judge promised to jail seniors at Medina Valley High
School for even mentioning the word "amen." Come August 6, there won't be a prison
big enough to hold the 71,500 people who will be calling on God in public. "Given
the trials that beset our nation and world," Perry said, "I believe it's time to convene
the leaders from each of our United States in a day of prayer and fasting... I urge all
Americans of faith to pray on that day for the healing of our country, the rebuilding
of our communities and the restoration of enduring values as our guiding force."
As part of the event, Perry extended a special invitation to the other 49 governors to
join him in Houston. Already, Gov. Sam Brownback (R-Kans.) is on board, and three
others--Govs. Rick Scott (R-Fla.), Nikki Haley (R-S.C.) and Christine Gregoire (D-
Wash.)--are following up with days of prayer in their own states. FRC will help get
the prayers rolling during our third annual Call 2 Fall on July 3. You can help give
Texas a head-start on their summer event by logging on to our website and joining
the 759,000 people already signed up to ask God's blessing on our land during the
July 4th weekend.
As Texans know, this isn't the first time Gov. Perry has set aside a day of prayer in
the state, but the Secular Coalition for America is hoping it will be his last.
Predictably, SCA and other groups are trotting out the same old tired arguments about
the "separation of church and state" to blast the rally. Barry Lynn's faith police even
went so far as to claim that it's "never OK for government officials to use their
positions to meddle in religion." That's interesting, given that almost every president--
including our current one--has called the nation to its knees in a time of solemn
assembly. In fact, Thomas Jefferson, whose words these organizations twist to make
their phony case, declared that the " power to prescribe any religious exercise... [rests]
with the States." And last month, all 50 of them took advantage of it by issuing
proclamations celebrating the National Day of Prayer. One thing "that must never
change" in America, Ronald Reagan said, is that men and women "seek Divine
guidance in the policies of their government and the promulgation of their laws."
And Rep. Dan Burton (R-Ind.) is working to keep it that way. This week, the Indiana
Congressman introduced a bill to beat back some of faith's biggest legal challengers.
With the Public Expression of Religion Act (PERA), Rep Burton wants to clamp
down on all of the frivolous lawsuits that are trying to paralyze and silence Christians.
Right now, the ACLU and other groups can sue state and local governments over
things like religious speech and demand attorneys' fees if they prevail. If the
defendants lose, they're not only responsible for their own legal fees but the fees of
the plaintiff as well. Essentially, it gives liberals like the ACLU a financial incentive
to attack expressions of faith. Since it's so costly, state and local authorities are more
likely to cave to the demands of the ACLU rather than risk a lengthy lawsuit. PERA
would ensure that both sides shoulder their own costs, which should give leaders more
motivation to fight back. And you can help. Contact your congressmen and ask them
to cosponsor H.R. 2023!

A Berwick under the Senate's Saddle
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The President can take away Indiana's Medicaid money, but he can't take their
resolve. The Hoosiers are sticking by their new law to exclude Planned Parenthood
from the state's "family planning" funds--even after the Department of Health and
Human Services threatened to hit them where it hurts. Last week, President Obama's
controversial recess appointment, Don Berwick, head of the Centers for Medicare and
Medicaid Services, ordered Indiana to abandon its law or risk losing $4 billion in
federal Medicaid funds. Marcus Barlow, a spokesman for the Hoosiers' Family and
Social Services Administration, told reporters that his office has no plans to back
down. "The way the law was written, it went into effect the moment the governor
signed it," Barlow says. "We were just advised by our lawyers that we should
continue to enforce Indiana law." Unlike the Obama administration, which won't
enforce any law it doesn't like, Hoosier leaders refuse to bend. And members of the
U.S. Senate don't blame them. As a matter of principle and states' rights, Sen. Orrin
Hatch (R-Utah) drafted a letter to Berwick defending Indiana's H.B. 1210 and
encouraged his fellow Senators to sign on. If this administration thinks Planned
Parenthood is above the law, it's up to Congress to remind them that they're not.
** It's the "Last Stop for ObamaCare before the Supreme Court!" Click over to
the Washington Examiner to see what FRC's Ken Klukowski has to say about
the 11th Circuit Court case, which kicks off today in Atlanta.
*** In case you missed it, both of FRC's Kens--Blackwell and Klukowski--were
on the Fox Business show with Lou Dobbs talking about their blockbuster new
book, Resurgent. Check out the video from that interview below.

Family Research Council: 801 G Street N.W. Washington, D.C. 20001
P: 202/393-2100 or 800/225-4008 W: frc.org 
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From: Alex Weintz
To: Katie Altshuler; Denise Northrup
Cc: Aaron Cooper
Subject: RE: question re: ACA money
Date: Tuesday, September 25, 2012 11:24:16 AM

ok - denise, im assuming you are ok with it since we went over it on Friday.
________________________________________
From: Katie Altshuler
Sent: Tuesday, September 25, 2012 10:56 AM
To: Alex Weintz; Denise Northrup
Cc: Aaron Cooper
Subject: Re: question re: ACA money

Works for me

----- Original Message -----
From: Alex Weintz
Sent: Tuesday, September 25, 2012 10:53 AM
To: Denise Northrup
Cc: Aaron Cooper; Katie Altshuler
Subject: question re: ACA money

Just wanted everyone to see this one more time before we sent it to Zeke. Health Dept's info is going
out today.
Note: i originally had a sentence about sequestration and a reliance on federal dollars which i took out.
no matter how i phrased it it brought up  a lot of questions i dont think we want to answer right now
about how to cope with a huge loss in federal dollars, what we were doing to prepare for sequestration
etc etc

Alex Weintz:
At its core, the Affordable Care Act, or ‘ObamaCare,’ is an attempt to redesign the way health care in
the United States works. Governor Fallin has been a staunch opponent of the law, citing new taxes on
millions of Americans and many small businesses, unfunded and unaffordable mandates for states, and
an increase in federal bureaucracy  coupled with a decrease in patient choice. She continues to actively
oppose the ACA, and it is her hope that it will be repealed and replaced following the November
election.

Besides fundamentally redesigning American health care for the worse, however, the 900+ page bill
also includes language that reauthorizes or expands currently existing programs. The ACA affects
Medicaid and Medicare for instance, as well as a number of health and wellness programs run by the
Oklahoma Department of Health and other state agencies. In many cases, Governor Fallin does not
have the authority or the desire to prohibit state agencies from applying for grants that continue to fund
existing Oklahoma-run programs, expand or improve those programs, or otherwise assist in the mission
of those agencies.

It is entirely consistent for Governor Fallin to support, for instance, tobacco cessation efforts run by the
Oklahoma Department of Health and funded in part by the federal government, while still supporting
the repeal of ObamaCare.
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From: Alex Weintz
To: Katie Altshuler; Denise Northrup
Cc: Aaron Cooper
Subject: RE: question re: ACA money
Date: Tuesday, September 25, 2012 11:43:31 AM

also, the reporter is Zeke Campfield with a "MP" ... we were wondering if he was related to Owen
Canfield. Nope
________________________________________
From: Katie Altshuler
Sent: Tuesday, September 25, 2012 10:56 AM
To: Alex Weintz; Denise Northrup
Cc: Aaron Cooper
Subject: Re: question re: ACA money

Works for me

----- Original Message -----
From: Alex Weintz
Sent: Tuesday, September 25, 2012 10:53 AM
To: Denise Northrup
Cc: Aaron Cooper; Katie Altshuler
Subject: question re: ACA money

Just wanted everyone to see this one more time before we sent it to Zeke. Health Dept's info is going
out today.
Note: i originally had a sentence about sequestration and a reliance on federal dollars which i took out.
no matter how i phrased it it brought up  a lot of questions i dont think we want to answer right now
about how to cope with a huge loss in federal dollars, what we were doing to prepare for sequestration
etc etc

Alex Weintz:
At its core, the Affordable Care Act, or ‘ObamaCare,’ is an attempt to redesign the way health care in
the United States works. Governor Fallin has been a staunch opponent of the law, citing new taxes on
millions of Americans and many small businesses, unfunded and unaffordable mandates for states, and
an increase in federal bureaucracy  coupled with a decrease in patient choice. She continues to actively
oppose the ACA, and it is her hope that it will be repealed and replaced following the November
election.

Besides fundamentally redesigning American health care for the worse, however, the 900+ page bill
also includes language that reauthorizes or expands currently existing programs. The ACA affects
Medicaid and Medicare for instance, as well as a number of health and wellness programs run by the
Oklahoma Department of Health and other state agencies. In many cases, Governor Fallin does not
have the authority or the desire to prohibit state agencies from applying for grants that continue to fund
existing Oklahoma-run programs, expand or improve those programs, or otherwise assist in the mission
of those agencies.

It is entirely consistent for Governor Fallin to support, for instance, tobacco cessation efforts run by the
Oklahoma Department of Health and funded in part by the federal government, while still supporting
the repeal of ObamaCare.
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From: Andrew Silvestri
To: Katie Altshuler
Subject: RE: questions from Steve Moore
Date: Friday, April 15, 2011 11:29:11 AM

How exchanges can help reduce uninsured in ok.  Will find additional info but wanted to send you the

excerpts below. 

 

 

Heritage – rationale behind exchange (2006)

The overwhelming majority of the uninsured are in and out of coverage, usually due to changes in their

job situation. They had access to insurance but lost it. Without personal ownership of health insurance

policies, there is not any real portability in coverage. The problem is not simply access to health

insurance coverage; it is also keeping that coverage. The right policy, then, would have health

insurance stick to the person, not the job.

The best way to enable individuals and families to buy, own, and keep health insurance from job to

job-without losing the tax advantages of the employment-based coverage-is to transform the

balkanized and dysfunctional state health insurance market into a single health insurance market. This

new market would function well for all sorts of individuals and small businesses, not just workers

employed by large companies.

Heritage – Lessons from Utah (2010)

In Utah, state officials found that the majority of the uninsured were families with at least one working

adult. They also realized that the growth rate in the number of uninsured was heavily correlated with

employment in small businesses. In addition to the burden of health benefits management on business

owners, rising premium costs priced many small businesses out of the small group health insurance

market. Also, Utah’s uninsured often lost coverage because of changes in employment status. Another

large group of uninsured included healthy young adults; many were working part-time while in school or

raising children.

Once the state clearly identified the needs among its residents, the state’s legislative and executive

bodies outlined a vision for health system reform. Utah focused on the area of greatest need, the

small-business community, and set out to help that group based on a traditional small government,

patient-centered philosophy. In other words, its specific health care reform measures reflected the

general political culture. Ideally every state should be able to do likewise; no two states are the same.

 
 

From: Katie Altshuler 
Sent: Friday, April 15, 2011 8:58 AM
To: Aaron Cooper; Andrew Silvestri; Denise Northrup; Glenn Coffee
Subject: Re: questions from Steve Moore
 
DRAFT RESPONSE

1) Kansas, Wisconsin, Oklahoma, Andrew fill in the rest...

2) That has not been determined

3) The idea behind an exchange or a network as we are calling it is that it will increase information
about and access to health insurance. It will make it easier for consumers to find shop for the plan
that best fits their needs. They can go to one web portal and get information about all of the plans
available in the state. I will add some more "heritage" language to beef this up

4738



 
From: Aaron Cooper 
Sent: Friday, April 15, 2011 08:44 AM
To: Katie Altshuler; Andrew Silvestri 
Subject: RE: questions from Steve Moore 
 
Probably try to get this stuff to him by noon
 

From: Katie Altshuler 
Sent: Thursday, April 14, 2011 6:47 PM
To: Aaron Cooper; Andrew Silvestri
Subject: Re: questions from Steve Moore
 
Should be easy enough, what is deadline for tomorrow?
 
From: Aaron Cooper 
Sent: Thursday, April 14, 2011 06:36 PM
To: Katie Altshuler; Andrew Silvestri 
Subject: questions from Steve Moore 
 
To answer and get back to Steve Moore tomorrow.
 
The states who received a Early Innovator Grant (GMF thinks 5, I thought it was 7)
 
Whether the “pre-tax” dollars mentioned in the program are state or federal tax dollars
 
And he wants to know how this new plan helps us deal with uninsured Oklahomans
 
 
______________________________________
Aaron Cooper
Press Secretary
Governor Mary Fallin
aaron.cooper@gov.ok.gov
t - (405) 522-8878
c - (405) 759-0468
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From: Aaron Cooper
To: Andrew Silvestri; Katie Altshuler
Subject: RE: questions from Steve Moore
Date: Friday, April 15, 2011 8:59:09 AM

That is policy’s purview.  J
 
Now go get me a Diet Dr. Pepper.
 
 

From: Andrew Silvestri 
Sent: Friday, April 15, 2011 8:54 AM
To: Aaron Cooper; Katie Altshuler
Subject: RE: questions from Steve Moore
 
I have the list and amounts of other states who have received the grant. Do we want to send that to
him?  Whatever happened to the press doing basic research?
 

From: Aaron Cooper 
Sent: Friday, April 15, 2011 8:44 AM
To: Katie Altshuler; Andrew Silvestri
Subject: RE: questions from Steve Moore
 
Probably try to get this stuff to him by noon
 

From: Katie Altshuler 
Sent: Thursday, April 14, 2011 6:47 PM
To: Aaron Cooper; Andrew Silvestri
Subject: Re: questions from Steve Moore
 
Should be easy enough, what is deadline for tomorrow?
 
From: Aaron Cooper 
Sent: Thursday, April 14, 2011 06:36 PM
To: Katie Altshuler; Andrew Silvestri 
Subject: questions from Steve Moore 
 
To answer and get back to Steve Moore tomorrow.
 
The states who received a Early Innovator Grant (GMF thinks 5, I thought it was 7)
 
Whether the “pre-tax” dollars mentioned in the program are state or federal tax dollars
 
And he wants to know how this new plan helps us deal with uninsured Oklahomans
 
 
______________________________________
Aaron Cooper
Press Secretary
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Governor Mary Fallin
aaron.cooper@gov.ok.gov
t - (405) 522-8878
c - (405) 759-0468
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From: Andrew Silvestri
To: Katie Altshuler; Aaron Cooper; Denise Northrup; Glenn Coffee
Subject: RE: questions from Steve Moore
Date: Friday, April 15, 2011 8:58:39 AM

·         Kansas: Kansas Insurance Department, $31,537,465

·         Maryland: Maryland Dept of Health and Mental Hygiene, $6,227,454

·         Multi-State Consortia: University of Massachusetts Medical School, $35,591,333

·         New York: New York Department of Health, $27,431,432

·         Oklahoma: Oklahoma Health Care Authority, $54,582,269

·         Oregon: Oregon Health Authority, $48,096,307

·         Wisconsin: Wisconsin Department of Health Services, $37,757,266

 
 

From: Katie Altshuler 
Sent: Friday, April 15, 2011 8:58 AM
To: Aaron Cooper; Andrew Silvestri; Denise Northrup; Glenn Coffee
Subject: Re: questions from Steve Moore
 
DRAFT RESPONSE

1) Kansas, Wisconsin, Oklahoma, Andrew fill in the rest...

2) That has not been determined

3) The idea behind an exchange or a network as we are calling it is that it will increase information
about and access to health insurance. It will make it easier for consumers to find shop for the plan
that best fits their needs. They can go to one web portal and get information about all of the plans
available in the state. I will add some more "heritage" language to beef this up
 
From: Aaron Cooper 
Sent: Friday, April 15, 2011 08:44 AM
To: Katie Altshuler; Andrew Silvestri 
Subject: RE: questions from Steve Moore 
 
Probably try to get this stuff to him by noon
 

From: Katie Altshuler 
Sent: Thursday, April 14, 2011 6:47 PM
To: Aaron Cooper; Andrew Silvestri
Subject: Re: questions from Steve Moore
 
Should be easy enough, what is deadline for tomorrow?
 
From: Aaron Cooper 
Sent: Thursday, April 14, 2011 06:36 PM
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To: Katie Altshuler; Andrew Silvestri 
Subject: questions from Steve Moore 
 
To answer and get back to Steve Moore tomorrow.
 
The states who received a Early Innovator Grant (GMF thinks 5, I thought it was 7)
 
Whether the “pre-tax” dollars mentioned in the program are state or federal tax dollars
 
And he wants to know how this new plan helps us deal with uninsured Oklahomans
 
 

Aaron Cooper
Press Secretary
Governor Mary Fallin
aaron.cooper@gov.ok.gov
t - (405) 522-8878
c - (405) 759-0468
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From: Andrew Silvestri
To: Aaron Cooper; Katie Altshuler
Subject: RE: questions from Steve Moore
Date: Friday, April 15, 2011 8:54:32 AM

I have the list and amounts of other states who have received the grant. Do we want to send that to
him?  Whatever happened to the press doing basic research?
 

From: Aaron Cooper 
Sent: Friday, April 15, 2011 8:44 AM
To: Katie Altshuler; Andrew Silvestri
Subject: RE: questions from Steve Moore
 
Probably try to get this stuff to him by noon
 

From: Katie Altshuler 
Sent: Thursday, April 14, 2011 6:47 PM
To: Aaron Cooper; Andrew Silvestri
Subject: Re: questions from Steve Moore
 
Should be easy enough, what is deadline for tomorrow?
 
From: Aaron Cooper 
Sent: Thursday, April 14, 2011 06:36 PM
To: Katie Altshuler; Andrew Silvestri 
Subject: questions from Steve Moore 
 
To answer and get back to Steve Moore tomorrow.
 
The states who received a Early Innovator Grant (GMF thinks 5, I thought it was 7)
 
Whether the “pre-tax” dollars mentioned in the program are state or federal tax dollars
 
And he wants to know how this new plan helps us deal with uninsured Oklahomans
 
 
______________________________________
Aaron Cooper
Press Secretary
Governor Mary Fallin
aaron.cooper@gov.ok.gov
t - (405) 522-8878
c - (405) 759-0468
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From: Aaron Cooper
To: Katie Altshuler; Andrew Silvestri
Subject: RE: questions from Steve Moore
Date: Friday, April 15, 2011 8:44:25 AM

Probably try to get this stuff to him by noon
 

From: Katie Altshuler 
Sent: Thursday, April 14, 2011 6:47 PM
To: Aaron Cooper; Andrew Silvestri
Subject: Re: questions from Steve Moore
 
Should be easy enough, what is deadline for tomorrow?
 
From: Aaron Cooper 
Sent: Thursday, April 14, 2011 06:36 PM
To: Katie Altshuler; Andrew Silvestri 
Subject: questions from Steve Moore 
 
To answer and get back to Steve Moore tomorrow.
 
The states who received a Early Innovator Grant (GMF thinks 5, I thought it was 7)
 
Whether the “pre-tax” dollars mentioned in the program are state or federal tax dollars
 
And he wants to know how this new plan helps us deal with uninsured Oklahomans
 
 

Aaron Cooper
Press Secretary
Governor Mary Fallin
aaron.cooper@gov.ok.gov
t - (405) 522-8878
c - (405) 759-0468
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From: Aaron Cooper
To: Katie Altshuler
Subject: RE: questions from Steve Moore
Date: Friday, April 15, 2011 11:38:01 AM

Works for me.  I think I will send ASAP unless some says differently.  Thanks!
 

From: Katie Altshuler 
Sent: Friday, April 15, 2011 11:37 AM
To: Aaron Cooper; Andrew Silvestri; Denise Northrup; Glenn Coffee
Subject: Re: questions from Steve Moore
 
Anyone is welcome to play with it!
 
From: Katie Altshuler 
Sent: Friday, April 15, 2011 11:36 AM
To: Aaron Cooper; Andrew Silvestri; Denise Northrup; Glenn Coffee 
Subject: Re: questions from Steve Moore 
 
Updated Response:

The idea behind an exchange or a network as we are calling it is that it will increase information
about and access to health insurance. It will make it easier for consumers to shop for the plan that
best fits their needs. They can go to one web portal and get information about all of the plans
available in the state. With a defined contribution component, it also increases portability which is
very important. Insurance will be tied to the individual and not the job.
 
From: Katie Altshuler 
Sent: Friday, April 15, 2011 08:57 AM
To: Aaron Cooper; Andrew Silvestri; Denise Northrup; Glenn Coffee 
Subject: Re: questions from Steve Moore 
 
DRAFT RESPONSE

1) Kansas, Wisconsin, Oklahoma, Andrew fill in the rest...

2) That has not been determined

3) The idea behind an exchange or a network as we are calling it is that it will increase information
about and access to health insurance. It will make it easier for consumers to find shop for the plan
that best fits their needs. They can go to one web portal and get information about all of the plans
available in the state. I will add some more "heritage" language to beef this up
 
From: Aaron Cooper 
Sent: Friday, April 15, 2011 08:44 AM
To: Katie Altshuler; Andrew Silvestri 
Subject: RE: questions from Steve Moore 
 
Probably try to get this stuff to him by noon
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From: Katie Altshuler 
Sent: Thursday, April 14, 2011 6:47 PM
To: Aaron Cooper; Andrew Silvestri
Subject: Re: questions from Steve Moore
 
Should be easy enough, what is deadline for tomorrow?
 
From: Aaron Cooper 
Sent: Thursday, April 14, 2011 06:36 PM
To: Katie Altshuler; Andrew Silvestri 
Subject: questions from Steve Moore 
 
To answer and get back to Steve Moore tomorrow.
 
The states who received a Early Innovator Grant (GMF thinks 5, I thought it was 7)
 
Whether the “pre-tax” dollars mentioned in the program are state or federal tax dollars
 
And he wants to know how this new plan helps us deal with uninsured Oklahomans
 
 
______________________________________
Aaron Cooper
Press Secretary
Governor Mary Fallin
aaron.cooper@gov.ok.gov
t - (405) 522-8878
c - (405) 759-0468
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From: Denise Northrup
To: Katie Altshuler; Aaron Cooper; Alex Weintz; Andrew Silvestri; Glenn Coffee
Subject: Re: questions on health insurance network
Date: Wednesday, April 20, 2011 10:14:20 AM

I'm not sure we should be responding to anyone beyond local media on this issue since its very likely
stuck in the mud
 
From: Katie Altshuler 
Sent: Wednesday, April 20, 2011 10:11 AM
To: Aaron Cooper; Alex Weintz; Andrew Silvestri; Glenn Coffee; Denise Northrup 
Subject: Re: questions on health insurance network 
 
There may or may not be a bill, not sure how we want to handle that
 
From: Aaron Cooper 
Sent: Wednesday, April 20, 2011 10:07 AM
To: Alex Weintz; Katie Altshuler 
Subject: questions on health insurance network 
 
From a writer from “Health Insurance Report” industry magainze/newsletter.  Thoughts?
 
 
 
For Health Insurance Report, I am writing about the health insurance private enterprise network
that the state plans to adopt.
 

1.        Will this require additional legislation from this legislative session? If so, has a bill been
prepared? If not, do you know what legislators will introduce it?
 
Legislation has been prepared but not yet filed that would establish a governing board for
the Oklahoma Health Insurance Private Enterprise Network. 

 
 

2.        Will this network comply with the health insurance exchange provisions of the Patient
Protection and Affordable Care Act (the federal health reform law)?
 
The majority of Oklahomans, including Governor Fallin, believe the federal health care bill is
unconstitutional and the state has filed a separate legal challenge to the individual mandate
contained within the bill.  The Health Insurance Private Enterprise Network is an Oklahoma-
based solution that will help lower insurance costs be creating choice and competition for
consumers.

 
      3. Why is the governor returning the $54 million innovator grant? Can the grant not be use with
this health insurance network she is proposing?
 
                Simply put, Governor Fallin believes an Oklahoma-based solution to our state’s health
challenges is the best way to proceed.  The Health Insurance Private Enterprise Network establishes
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the framework for a free market-based network that will empower consumers by providing a place
for individuals, families and small businesses to shop for affordable, quality health insurance plans.
 
 
 

Aaron Cooper
Press Secretary
Governor Mary Fallin
aaron.cooper@gov.ok.gov
t - (405) 522-8878
c - (405) 759-0468
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From: Chad Vesper
To: Katie Altshuler
Subject: Re: Quick Morning Meeting
Date: Tuesday, April 19, 2011 10:05:39 AM

Katie,

We are here if you have a couple minutes.

Chad Vesper 
405-748-0001

On Apr 19, 2011 8:02 AM, "Katie Altshuler" <Katie.Altshuler@gov.ok.gov> wrote:
> I may be available at 10:15 am, let's touch base closer to, is that okay
> 
> From: Chad Vesper [mailto:chad@thevespergroup.com]
> Sent: Tuesday, April 19, 2011 07:59 AM
> To: Katie Altshuler
> Subject: Quick Morning Meeting
> 
> Katie,
> 
> I apologize for the short notice, but I have a client, Capgemini in town this
morning and they have been meeting with some of the Health Insurance Exchange
stake holders. They are doing work in several other states and have some
interesting insight on how they state may want to approach the exchange in lue of
Thursday's announcement from the Governor.
> 
> We could be at the capitol by 10 or 10:15. If you are booked I understand. I just
thought it may be a good 10 minute discussion for some good information
exchange.
> 
> Thanks,
> 
> Chad A. Vesper
> 405-748-0001 - office
> - mobile
> www.TheVesperGroup.com<mailto:chad@thevespergroup.com>
> 
> [cid:ii_12b30c302a734c27]
> 
> WARNING:
> This e-mail may contain confidential and privileged material for the sole use of the
intended recipient. Any review, use, distribution or disclosure by others is strictly
prohibited. If you are not the intended recipient (or authorized to receive for the
recipient), please contact the sender by reply e-mail and delete all copies of this
message.
> 
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From: Chad Vesper
To: Katie Altshuler
Subject: Re: Quick Morning Meeting
Date: Tuesday, April 19, 2011 8:04:07 AM

Katie,

That's great!  Thanks.

CV

On Tue, Apr 19, 2011 at 8:02 AM, Katie Altshuler <Katie.Altshuler@gov.ok.gov>
wrote:

I may be available at 10:15 am, let's touch base closer to, is that okay
 
From: Chad Vesper [mailto:chad@thevespergroup.com] 
Sent: Tuesday, April 19, 2011 07:59 AM
To: Katie Altshuler 
Subject: Quick Morning Meeting 
 
Katie,

I apologize for the short notice, but I have a client, Capgemini in town this
morning and they have been meeting with some of the Health Insurance Exchange
stake holders.  They are doing work in several other states and have some
interesting insight on how they state may want to approach the exchange in lue of
Thursday's announcement from the Governor.

We could be at the capitol by 10 or 10:15.  If you are booked I understand.  I just
thought it may be a good 10 minute discussion for some good information
exchange.

Thanks,

Chad A. Vesper
405-748-0001 - office

- mobile
www.TheVesperGroup.com

WARNING:

This e-mail may contain confidential and privileged material for the sole use of the intended recipient.

Any review, use, distribution or disclosure by others is strictly prohibited. If you are not the intended

recipient (or authorized to receive for the recipient), please contact the sender by reply e-mail and

delete all copies of this message.
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From: Chad Vesper
To: Katie Altshuler
Subject: Re: Quick Morning Meeting
Date: Tuesday, April 19, 2011 10:44:38 AM

Thanks again!

Chad Vesper 
405-748-0001

On Apr 19, 2011 10:16 AM, "Katie Altshuler" <Katie.Altshuler@gov.ok.gov> wrote:
> Where are you? I am in Room 212
> 
> From: Katie Altshuler
> Sent: Tuesday, April 19, 2011 10:12 AM
> To: Chad Vesper <chad@thevespergroup.com>
> Subject: RE: Quick Morning Meeting
> 
> Great, I will be right out
> 
> Katie Altshuler, Policy Director
> Office of Governor Mary Fallin
> 2300 North Lincoln Boulevard, Suite 212
> Oklahoma City, Oklahoma 73105
> 405.521.2342
> katie.altshuler@gov.ok.gov
> 
> 
> From: Chad Vesper [mailto:chad@thevespergroup.com]
> Sent: Tuesday, April 19, 2011 10:06 AM
> To: Katie Altshuler
> Subject: Re: Quick Morning Meeting
> 
> 
> Katie,
> 
> We are here if you have a couple minutes.
> 
> Chad Vesper
> 405-748-0001
> On Apr 19, 2011 8:02 AM, "Katie Altshuler" <Katie.Altshuler@gov.ok.gov<mailto:Katie.Altshuler@gov.ok.gov>> wrote:
>> I may be available at 10:15 am, let's touch base closer to, is that okay
>>
>> From: Chad Vesper [mailto:chad@thevespergroup.com<mailto:chad@thevespergroup.com>]
>> Sent: Tuesday, April 19, 2011 07:59 AM
>> To: Katie Altshuler
>> Subject: Quick Morning Meeting
>>
>> Katie,
>>
>> I apologize for the short notice, but I have a client, Capgemini in town this morning and they have been meeting with some of
the Health Insurance Exchange stake holders. They are doing work in several other states and have some interesting insight on how
they state may want to approach the exchange in lue of Thursday's announcement from the Governor.
>>
>> We could be at the capitol by 10 or 10:15. If you are booked I understand. I just thought it may be a good 10 minute discussion
for some good information exchange.
>>
>> Thanks,
>>
>> Chad A. Vesper
>> 405-748-0001 - office
>>  - mobile
>>
www.TheVesperGroup.com<http://www.TheVesperGroup.com><mailto:chad@thevespergroup.com<mailto:chad@thevespergroup.com
>>
>>
>> [cid:ii_12b30c302a734c27]
>>
>> WARNING:
>> This e-mail may contain confidential and privileged material for the sole use of the intended recipient. Any review, use,
distribution or disclosure by others is strictly prohibited. If you are not the intended recipient (or authorized to receive for the
recipient), please contact the sender by reply e-mail and delete all copies of this message.
>>
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From: Lieser, Derek G.
To: Katie Altshuler; Prieto Johns, Nicole S.
Subject: Re: quick question for health insurance exchange letter
Date: Tuesday, March 22, 2011 11:29:25 AM

Sorry Jan 1, 2013 to be exact
 
From: Lieser, Derek G. 
Sent: Tuesday, March 22, 2011 11:25 AM
To: 'katie.altshuler@gov.ok.gov' <katie.altshuler@gov.ok.gov> 
Cc: Prieto Johns, Nicole S. 
Subject: Re: quick question for health insurance exchange letter 
 
Oklahoma is required to make its decision on running an exchange by 2013. It is our assumption the
federal government would begin development after that date. No offical date has been giving at this
time.
 
From: Katie Altshuler [mailto:Katie.Altshuler@gov.ok.gov] 
Sent: Tuesday, March 22, 2011 11:16 AM
To: Cox-Kain, Julie; Lieser, Derek G.; Prieto Johns, Nicole S. 
Subject: FW: quick question for health insurance exchange letter 
 
Please see question below…I think it is 2014, but don’t know for sure…
 
Katie Altshuler, Policy Director
Office of Governor Mary Fallin
2300 North Lincoln Boulevard, Suite 212
Oklahoma City, Oklahoma 73105
405.521.2342
katie.altshuler@gov.ok.gov

 
 

From: Alex Weintz 
Sent: Tuesday, March 22, 2011 11:03 AM
To: Katie Altshuler
Cc: Andrew Silvestri
Subject: quick question for health insurance exchange letter
 
Does the federal government begin building federal exchanges in Jan 2012 or in 2014.
 
Alex Weintz
Communications Director
Office of Governor Mary Fallin
phone: (405) 522-8819
cell: (405) 535-7317
Alex.Weintz@gov.ok.gov
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From: Alex Weintz
To: Katie Altshuler
Subject: RE: quick question for health insurance exchange letter
Date: Tuesday, March 22, 2011 11:27:03 AM

thx
 

From: Katie Altshuler 
Sent: Tuesday, March 22, 2011 11:26 AM
To: Alex Weintz
Cc: Andrew Silvestri; 'denisenorthrup '; Glenn Coffee
Subject: Fw: quick question for health insurance exchange letter
 

 
From: Lieser, Derek G. [mailto:DerekL@health.ok.gov] 
Sent: Tuesday, March 22, 2011 11:25 AM
To: Katie Altshuler 
Cc: Prieto Johns, Nicole S. <NIcolePJ@health.ok.gov> 
Subject: Re: quick question for health insurance exchange letter 
 
Oklahoma is required to make its decision on running an exchange by 2013. It is our assumption the
federal government would begin development after that date. No offical date has been giving at this
time.
 
From: Katie Altshuler [mailto:Katie.Altshuler@gov.ok.gov] 
Sent: Tuesday, March 22, 2011 11:16 AM
To: Cox-Kain, Julie; Lieser, Derek G.; Prieto Johns, Nicole S. 
Subject: FW: quick question for health insurance exchange letter 
 
Please see question below…I think it is 2014, but don’t know for sure…
 
Katie Altshuler, Policy Director
Office of Governor Mary Fallin
2300 North Lincoln Boulevard, Suite 212
Oklahoma City, Oklahoma 73105
405.521.2342
katie.altshuler@gov.ok.gov

 
 

From: Alex Weintz 
Sent: Tuesday, March 22, 2011 11:03 AM
To: Katie Altshuler
Cc: Andrew Silvestri
Subject: quick question for health insurance exchange letter
 
Does the federal government begin building federal exchanges in Jan 2012 or in 2014.
 
Alex Weintz
Communications Director
Office of Governor Mary Fallin
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phone: (405) 522-8819
cell: (405) 535-7317
Alex.Weintz@gov.ok.gov
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From: Alex Weintz
To: Alex Weintz; Katie Altshuler
Cc: Andrew Silvestri
Subject: RE: quick question for health insurance exchange letter
Date: Tuesday, March 22, 2011 11:25:43 AM

This letter is basically done; it is on hold until I get an answer to this question however
 

From: Alex Weintz 
Sent: Tuesday, March 22, 2011 11:03 AM
To: Katie Altshuler
Cc: Andrew Silvestri
Subject: quick question for health insurance exchange letter
 
Does the federal government begin building federal exchanges in Jan 2012 or in 2014.
 
Alex Weintz
Communications Director
Office of Governor Mary Fallin
phone: (405) 522-8819
cell: (405) 535-7317
Alex.Weintz@gov.ok.gov
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From: Cox-Kain, Julie
To: Katie Altshuler; Lieser, Derek G.; Prieto Johns, Nicole S.
Subject: Re: quick question for health insurance exchange letter
Date: Tuesday, March 22, 2011 11:43:14 AM

2014 
-------------------------- 
Sent from my BlackBerry Wireless Handheld
 
From: Katie Altshuler [mailto:Katie.Altshuler@gov.ok.gov] 
Sent: Tuesday, March 22, 2011 11:16 AM
To: Cox-Kain, Julie; Lieser, Derek G.; Prieto Johns, Nicole S. 
Subject: FW: quick question for health insurance exchange letter 
 
Please see question below…I think it is 2014, but don’t know for sure…
 
Katie Altshuler, Policy Director
Office of Governor Mary Fallin
2300 North Lincoln Boulevard, Suite 212
Oklahoma City, Oklahoma 73105
405.521.2342
katie.altshuler@gov.ok.gov

 
 

From: Alex Weintz 
Sent: Tuesday, March 22, 2011 11:03 AM
To: Katie Altshuler
Cc: Andrew Silvestri
Subject: quick question for health insurance exchange letter
 
Does the federal government begin building federal exchanges in Jan 2012 or in 2014.
 
Alex Weintz
Communications Director
Office of Governor Mary Fallin
phone: (405) 522-8819
cell: (405) 535-7317
Alex.Weintz@gov.ok.gov
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From: Alex Weintz
To: Alex Weintz; Katie Altshuler
Subject: RE: race to the top
Date: Monday, August 15, 2011 4:27:14 PM

Fyi I asked if we could email it to her tomorrow and she said no she needs it tonight so she can read
it on the plane
 

From: Alex Weintz 
Sent: Monday, August 15, 2011 4:26 PM
To: Katie Altshuler
Subject: race to the top
 
The governor asked me to ask you to get any info we have on race to the top as it stands now …
she’s particularly concerned with deadlines for applying for the application. Can you help with this?
We are working on a “legal status of ObamaCare” memo in the press shop and we can combine the
two .
 
Alex Weintz
Communications Director
Office of Governor Mary Fallin
phone: (405) 522-8819
cell: (405) 535-7317
Alex.Weintz@gov.ok.gov
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From: Donaldson, Leslie
To: Katie Altshuler
Subject: RE: Reimbursement Form for the Sept. 8-9, 2011 HIX Meeting (Crystal City, VA)
Date: Wednesday, October 12, 2011 9:11:05 AM

Katie-
 
Please send it as soon as possible.  Thanks for the heads up.
 
Leslie Donaldson
 
From: Katie Altshuler [mailto:Katie.Altshuler@gov.ok.gov] 
Sent: Wednesday, October 12, 2011 10:10 AM
To: Donaldson, Leslie
Subject: FW: Reimbursement Form for the Sept. 8-9, 2011 HIX Meeting (Crystal City, VA)
Importance: High
 
 
Leslie,
 
I wanted to check and see if there is any way I can still send in my form. I am so sorry for the delay. I
have been trying to request a copy of my hotel receipt from the hotel on their website for over a
week and have had difficulty getting it. They assure me I will have it within two days. I apologize
profusely and would really appreciate it if there is any way I can still turn it in.
 
The request will be for one night’s stay (Sept. 8) at the hotel only and nothing else and the rate I got
was actually cheaper than the blocked room rate. It will be around $200.00.
 
Thank you very much for your consideration, Katie 
 
 
 
Katie Altshuler, Policy Director
Office of Governor Mary Fallin
2300 North Lincoln Boulevard, Suite 212
Oklahoma City, Oklahoma 73105
405.521.2342
katie.altshuler@gov.ok.gov

 
 
From: Andrew Silvestri 
Sent: Wednesday, October 12, 2011 9:02 AM
To: Katie Altshuler
Subject: FW: Reimbursement Form for the Sept. 8-9, 2011 HIX Meeting (Crystal City, VA)
Importance: High
 
 
 
From: Donaldson, Leslie [mailto:LDonaldson@NGA.ORG] 
Sent: Monday, September 12, 2011 10:21 AM
To: Katie Altshuler; Carrie.Banahan@ky.gov; michael.bousselot@iowa.gov; jeannette.dejesus@ct.gov;
edgertons1@michigan.gov; allen.feezor@dhhs.nc.gov; richard.fiore@myalabama.gov;
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Steye.ford@dmas.yjrgjnja.goy; jfritz@najc.org; bfulenwjder@georgja.gov; bgiesting@hawaiipca.net; 
laruen.gilchrist@state.mn.us: becki.goggins@myalabama.gov : darin.j.gordon@tn.gov; bruce@la.gov: 
Kate.Gross@illjnois.gov; brian.haile@tn.gov; julian.barrjs@state.ma.us; DWAYNE.HENRY@LGO-VI.GQV; 
elizabeth.hoy@wyo.gov; ahyman@rwjf.org ; carrie.jOhnson@state.sd.us; joni.jones@arkansas.gov; 
thomas.jordan@dhs.state.oj.us; lauren.kjntner@nebraska.goy; Mjchael.Koetting@jlljnojs.gov; 
janie.miller@ky.gov; taetia.dorsett@go.vi.gov; dan.pollock@state.mn.us; ben.popkin@ncdoi.gov; 
prjestc@michjgan.goy; CQl.Jattrockj@goy.state rod.us; Bettjna.Rjyeros@st9te.de.us; 
tonda.taylor@hca.wa.gov; jrombardo@doi.state.nv.us; Bob.Schwaneberg@gov.state.nj.us; 
jonathan.sejb@gov.wa.gov; msbaffer@georgja.gov; Andrew Silvestri; cberyl.smjth@leavittpartners.com; 
Carol.Steckel@la.gov; william.streur@alaska.gov; neil .sullivan@dobi.state.nj.us; Katrin.Teel@maine.gov; 
ntburston@utab.goy; jyerrnee@dbs.state.ia.us; kea.warne@state.sd.us 
Cc: Schiff, Maria; Bailey, Kathryn 
Subject: Reimbursement Form for the Sept. 8-9, 2011 HIX Meeting (Crystal City, VA) 
Importance: High 

Thank you for making the September 8 -9, 2011 Health Insurance Exchange Meeting a success. Attached 
you will find the reimbursement form. Please complete the form with original applicable receipts and 
submit to me by October 10. 2011. Submitting all required documents will avoid delay in the processing of 
your expenses. So please carefully read the form instructions. 

In addition, NGA's policy requires reimbursement expenses to be submitted within 30 days after the 
meeting/conference. Request received after the meeting date will not be reimbursed. Please bear in mind 
that NGA generally processes documented reimbursement requests within five weeks. Should you have any 
questions please feel free to contact me via phone or email. 

Kind regards, 

Leslie Donaldson 
Administrative Coordinator 
NGA Center for Best Practices 
Health Division 
444 North Capitol St., Ste. 267 
Washington, DC 20001 
Tel: 202) 624-5343 
Fax: 202) 624-7825 
Web: www nga org 
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The information contained in this electronic transmission, including
any attachments, is for the exclusive use of the intended recipient(s)
and may contain information that is privileged, proprietary, and/or
confidential. If the reader of this transmission is not an intended
recipient, or a person responsible for delivering it to the intended
recipient, you are hereby notified that any review, dissemination,
distribution, or copying of this communication is strictly prohibited. If
you have received this communication in error, please immediately
notify the sender and delete this message.

The information contained in this electronic transmission, including
any attachments, is for the exclusive use of the intended recipient(s)
and may contain information that is privileged, proprietary, and/or
confidential. If the reader of this transmission is not an intended
recipient, or a person responsible for delivering it to the intended
recipient, you are hereby notified that any review, dissemination,
distribution, or copying of this communication is strictly prohibited. If
you have received this communication in error, please immediately
notify the sender and delete this message.
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From: Cox-Kain, Julie
To: Katie Altshuler
Subject: Re: RELEASE: Health care law to be studied over interim
Date: Thursday, May 19, 2011 9:36:23 PM

Ok. Let me know. 
-------------------------- 
Sent from my BlackBerry Wireless Handheld
 
From: Katie Altshuler [mailto:Katie.Altshuler@gov.ok.gov] 
Sent: Thursday, May 19, 2011 08:38 PM
To: Cox-Kain, Julie 
Subject: Re: RELEASE: Health care law to be studied over interim 
 
I think Denise should probably join us as well, let me check on her schedule
 
From: Cox-Kain, Julie [mailto:Juliek@health.ok.gov] 
Sent: Thursday, May 19, 2011 10:25 AM
To: Katie Altshuler 
Subject: RE: RELEASE: Health care law to be studied over interim 
 
Katie, will you have time Monday afternoon to meet with Dr. Cline and I regarding the Insurance
Exchange?
 

From: Katie Altshuler [mailto:Katie.Altshuler@gov.ok.gov] 
Sent: Wednesday, May 18, 2011 3:44 PM
To: Cline, Dr.Terry L.; Cox-Kain, Julie
Subject: Fw: RELEASE: Health care law to be studied over interim
 

 
From: John Estus [mailto:John.Estus@okhouse.gov] 
Sent: Wednesday, May 18, 2011 03:33 PM
Subject: RELEASE: Health care law to be studied over interim 
 

 
Oklahoma Senate

Oklahoma House of Representatives
 

May 18, 2011
 
FOR IMMEDIATE RELEASE:
Jarred Brejcha                                      John Estus
(405) 521-5605 desk                           (405) 962-7674 desk
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brejcha@oksenate.gov                         john.estus@okhouse.gov
  
HEALTH CARE LAW TO BE STUDIED OVER INTERIM
 
OKLAHOMA CITY – Legislative leaders today announced the formation of a special joint
legislative committee that will study how the new federal health care law affects Oklahoma.
 
As a result, legislation that would create an Oklahoma health insurance exchange will not be
heard this year.
 
Senate Pro Tem Brian Bingman and House Speaker Kris Steele ordered the formation of the
joint committee.
 
“Studying this issue in more depth makes for healthy legislative process,” said Steele, R-
Shawnee. “The more ideas we have at the table, the better. The scope of this law is vast, so
we need to make sure we are prepared to address this law in a conservative way that is best
for Oklahoma.”
 
The joint committee will hold a series of public meetings over the legislative interim focusing
on how the federal Patient Protection and Affordable Care Act affects Oklahoma. The
committee will also explore how to best approach the law as the state awaits the outcome of
its lawsuit challenging the law’s constitutionality.
 
The committee will make recommendations on how the state should address the federal
health care law.
 
The committee will also study the costs local governments and businesses will face as a result
of the federal health care law.
 
“The best course of action for Oklahoma to take at this point is to step back and absorb the
weight of this federal law and study it in more depth so we can proceed on the right course,”
said Bingman, R-Sapulpa. “In light of our opposition to the federal healthcare law, we need
to have the public and private sector work together to come up with the best solutions for
Oklahoma.”
 
The committee’s co-chairs will be Sen. Gary Stanislawski, R-Tulsa, and Rep. Glen
Mulready, R-Tulsa. Additional members will be named at a later date. The committee will
have bipartisan membership.
 
“There is widespread support and excitement among all the stakeholders about the prospect
of studying this issue in more depth,” Stanislawski said. “Participation in this joint committee
will be enthusiastic. We look forward to receiving a wide variety of input and coming up
with recommendations that serve all of Oklahoma well.”
 
“Oklahomans clearly oppose the federal health care law, as evidenced by the passage last
year of a state question opting out of the law and our lawsuit against the federal government
challenging the law,” Mulready said. “We do not like this law, but we must responsibly
address it so Oklahomans can continue to have choices rather than mandates when it comes
to their health care.”
 

4763



###
 
NOTICE: The information in this email is confidential, legally privileged, and exempt from
disclosure under law. It is intended solely for the addressee. Access to this email by anyone
else is unauthorized. If you are not the intended recipient, any disclosure, copying,
distribution or any action taken or omitted to be taken in reliance on it, is prohibited and
unlawful. The Oklahoma House of Reps does not warrant any e-mail transmission received
as being virus free, and disclaims any liability for losses or damages arising from the use of
this e-mail or its attachments. Recipients of e-mail assume the risk of possible computer
virus exposure by opening or utilizing the e-mail and its attachments, and waive any right or
recourse against the House by doing so.
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From: Cox-Kain, Julie
To: Katie Altshuler
Subject: Re: RELEASE: Health care law to be studied over interim
Date: Friday, May 20, 2011 10:26:51 AM

We will make that work! 
-------------------------- 
Sent from my BlackBerry Wireless Handheld
 
From: Katie Altshuler [mailto:Katie.Altshuler@gov.ok.gov] 
Sent: Friday, May 20, 2011 10:20 AM
To: Cox-Kain, Julie 
Subject: RE: RELEASE: Health care law to be studied over interim 
 
Can we do it at noon over lunch? Denise will be out of the office after that.
 
Katie Altshuler, Policy Director
Office of Governor Mary Fallin
2300 North Lincoln Boulevard, Suite 212
Oklahoma City, Oklahoma 73105
405.521.2342
katie.altshuler@gov.ok.gov

 
 

From: Cox-Kain, Julie [mailto:Juliek@health.ok.gov] 
Sent: Thursday, May 19, 2011 9:36 PM
To: Katie Altshuler
Subject: Re: RELEASE: Health care law to be studied over interim
 
Ok. Let me know. 
-------------------------- 
Sent from my BlackBerry Wireless Handheld
 
From: Katie Altshuler [mailto:Katie.Altshuler@gov.ok.gov] 
Sent: Thursday, May 19, 2011 08:38 PM
To: Cox-Kain, Julie 
Subject: Re: RELEASE: Health care law to be studied over interim 
 
I think Denise should probably join us as well, let me check on her schedule
 
From: Cox-Kain, Julie [mailto:Juliek@health.ok.gov] 
Sent: Thursday, May 19, 2011 10:25 AM
To: Katie Altshuler 
Subject: RE: RELEASE: Health care law to be studied over interim 
 
Katie, will you have time Monday afternoon to meet with Dr. Cline and I regarding the Insurance
Exchange?
 

From: Katie Altshuler [mailto:Katie.Altshuler@gov.ok.gov] 
Sent: Wednesday, May 18, 2011 3:44 PM
To: Cline, Dr.Terry L.; Cox-Kain, Julie
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Subject: Fw: RELEASE: Health care law to be studied over interim
 

 
From: John Estus [mailto:John.Estus@okhouse.gov] 
Sent: Wednesday, May 18, 2011 03:33 PM
Subject: RELEASE: Health care law to be studied over interim 
 

 
Oklahoma Senate

Oklahoma House of Representatives
 

May 18, 2011
 
FOR IMMEDIATE RELEASE:
Jarred Brejcha                                      John Estus
(405) 521-5605 desk                           (405) 962-7674 desk
brejcha@oksenate.gov                         john.estus@okhouse.gov
  
HEALTH CARE LAW TO BE STUDIED OVER INTERIM
 
OKLAHOMA CITY – Legislative leaders today announced the formation of a special joint
legislative committee that will study how the new federal health care law affects Oklahoma.
 
As a result, legislation that would create an Oklahoma health insurance exchange will not be
heard this year.
 
Senate Pro Tem Brian Bingman and House Speaker Kris Steele ordered the formation of the
joint committee.
 
“Studying this issue in more depth makes for healthy legislative process,” said Steele, R-
Shawnee. “The more ideas we have at the table, the better. The scope of this law is vast, so
we need to make sure we are prepared to address this law in a conservative way that is best
for Oklahoma.”
 
The joint committee will hold a series of public meetings over the legislative interim focusing
on how the federal Patient Protection and Affordable Care Act affects Oklahoma. The
committee will also explore how to best approach the law as the state awaits the outcome of
its lawsuit challenging the law’s constitutionality.
 
The committee will make recommendations on how the state should address the federal
health care law.
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The committee will also study the costs local governments and businesses will face as a result
of the federal health care law.
 
“The best course of action for Oklahoma to take at this point is to step back and absorb the
weight of this federal law and study it in more depth so we can proceed on the right course,”
said Bingman, R-Sapulpa. “In light of our opposition to the federal healthcare law, we need
to have the public and private sector work together to come up with the best solutions for
Oklahoma.”
 
The committee’s co-chairs will be Sen. Gary Stanislawski, R-Tulsa, and Rep. Glen
Mulready, R-Tulsa. Additional members will be named at a later date. The committee will
have bipartisan membership.
 
“There is widespread support and excitement among all the stakeholders about the prospect
of studying this issue in more depth,” Stanislawski said. “Participation in this joint committee
will be enthusiastic. We look forward to receiving a wide variety of input and coming up
with recommendations that serve all of Oklahoma well.”
 
“Oklahomans clearly oppose the federal health care law, as evidenced by the passage last
year of a state question opting out of the law and our lawsuit against the federal government
challenging the law,” Mulready said. “We do not like this law, but we must responsibly
address it so Oklahomans can continue to have choices rather than mandates when it comes
to their health care.”
 

###
 
NOTICE: The information in this email is confidential, legally privileged, and exempt from
disclosure under law. It is intended solely for the addressee. Access to this email by anyone
else is unauthorized. If you are not the intended recipient, any disclosure, copying,
distribution or any action taken or omitted to be taken in reliance on it, is prohibited and
unlawful. The Oklahoma House of Reps does not warrant any e-mail transmission received
as being virus free, and disclaims any liability for losses or damages arising from the use of
this e-mail or its attachments. Recipients of e-mail assume the risk of possible computer
virus exposure by opening or utilizing the e-mail and its attachments, and waive any right or
recourse against the House by doing so.
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From: Alex Gerszewski
To: Michelle Waddell
Subject: RE: REPLY: 8/20/12 Daily News Clips
Date: Monday, August 20, 2012 2:09:59 PM

Shit. I always forget about those things…
 
Alex Gerszewski
Deputy Press Secretary
Office of Governor Mary Fallin
Phone - (405)522-8858
Cell - (405)568-1319
Alex.Gerszewski@gov.ok.gov
 
 
From: Michelle Waddell 
Sent: Monday, August 20, 2012 2:08 PM
To: Alex Gerszewski
Subject: REPLY: 8/20/12 Daily News Clips
 
Will gmf get Friday’s & today’s clips today?
I really would do them, but she’s got me working on too many other things right now…
 
 
 

From: Alex Gerszewski 
Sent: Monday, August 20, 2012 8:09 AM
Subject: 8/20/12 Daily News Clips
 
Usernames and Passwords
Journal record
User:  
Pass: 

Tulsa world
User: 
Pass: 

Wall Street Journal
User: 
Pass: 

 
 
GOVERNOR MARY FALLIN NEWS
 
Tulsa World – State liaison wants to improve tribal interactions
http://www.tulsaworld.com/news/article.aspx?
subjectid=336&articleid=20120819_16_A21_CUTLIN645962
 
The Oklahoman – Two are named to ODHS governing board
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http://newsok.com/fallin-names-2-women-to-dhs-governing-board/article/3701976
 
Sequoyah County Times – Many cities spray for mosquito control
http://www.sequoyahcountytimes.com/article_d4e5b74e-e891-11e1-8bf9-0019bb30f31a.html
 
The Norman Transcript – Fallin recommends changes
http://normantranscript.com/headlines/x1088166350/Fallin-recommends-changes
 
Enid News & Eagle – Retired Enid dentist’s term on commission overseeing DHS has
expired, ending 9 years
http://enidnews.com/localnews/x1685969400/Retired-Enid-dentist-s-term-on-commission-
overseeing-DHS-has-expired-ending-9-years
 
Edmond Sun – Gov. appoints 2 Edmond women to commission
http://www.edmondsun.com/local/x1144044687/Gov-appoints-2-Edmond-women-to-
commission
 
Tulsa World – BA foundation’s $10,000 pledge to help adult learners
http://www.tulsaworld.com/news/article.aspx?
subjectid=11&articleid=20120818_78_A16_BROKEN502832
 
Tulsa World – Fallin appoints 2 Edmond women to commission for human services
http://www.tulsaworld.com/news/article.aspx?
subjectid=11&articleid=20120818_16_A10_OKLAHO574862
 
The Norman Transcript – Opinion: Pardon, parole fuss could hurt SQ 762
http://normantranscript.com/opinion/x236908953/Pardon-parole-fuss-could-hurt-SQ-762
 
Tulsa World – Opinion: Oklahoma hates big government but loves the money
http://www.tulsaworld.com/opinion/article.aspx?
subjectid=211&articleid=20120819_211_G1_Whyist633926
 
Enid News & Eagle – Opinion: Thumbs up to CDSA for its move to a new location
http://enidnews.com/opinion/x946182166/Thumbs-up-to-CDSA-for-its-move-to-a-new-
location
 
Muskogee Phoenix – HD 14 Dems frown on tax cuts
http://muskogeephoenix.com/local/x946182782/HD14-Dems-frown-on-tax-cuts
The Journal Record – State IT office receives proposals for cost reductions
http://journalrecord.com/2012/08/17/state-it-office-receives-proposals-for-cost-reductions-
capitol/
 
 
 
 
 
Other Oklahoma News
 
The Oklahoman – Drought forces Oklahoma agriculture producers to ponder hard choices
http://newsok.com/drought-forces-oklahoma-agriculture-producers-to-ponder-hard-

4769



choices/article/3702048
 
The Oklahoman – More openness sought in Oklahoma’s budget process
http://newsok.com/oklahomas-budget-process-criticized-more-openness-
sought/article/3702160
 
The Oklahoman – Oklahoma U.S. Rep. Dan Borne calls for federal investigation of hospital
auditors
http://newsok.com/oklahomas-rep.-dan-boren-calls-for-investigation-of-hospital-
auditors/article/3702161
 
The Oklahoman – Edmond schools increase security through technology
http://newsok.com/edmond-schools-increase-security-through-technology/article/3702292
 
The Oklahoman – Oklahoma voters to decide intangible- property tax issue
http://newsok.com/oklahoma-voters-to-decide-intangible-property-tax-issue/article/3702304?
custom_click=pod_lead_news
 
The Oklahoman – Editorial: Continued engagement needed between OKC school
policymakers, patrons
http://newsok.com/continued-engagement-needed-between-okc-school-policymakers-
patrons/article/3701720?custom_click=pod_lead_opinion-oklahoman-editorials
 
The Oklahoman – Editorial: More gun-control laws won’t necessarily make a positive
difference
http://newsok.com/more-gun-control-laws-wont-necessarily-make-a-positive-
difference/article/3701699?custom_click=pod_headline_opinion-oklahoman-editorials
 
The Oklahoman – Editorial: Giving serious attention to Oklahoma judicial races is a good
thing
http://newsok.com/giving-serious-attention-to-oklahoma-judicial-races-is-a-good-
thing/article/3701698?custom_click=pod_headline_opinion-oklahoman-editorials
 
The Oklahoman – Editorial: Repeated Biden gaffes shouldn’t be overlooked
http://newsok.com/repeated-biden-gaffes-shouldnt-be-overlooked/article/3701697?
custom_click=pod_headline_opinion-oklahoman-editorials
 
The Oklahoman – Editorial: Two OKC events put spotlight on energy industry
http://newsok.com/scissortales-two-oklahoma-city-events-put-spotlight-on-energy-
industry/article/3701689?custom_click=pod_headline_opinion-oklahoman-editorials
 
The Washington Examiner – Obama’s abortion distraction
http://washingtonexaminer.com/morning-examiner-obamas-abortion-
distraction/article/2505362?custom_click=rss
 
The Washington Examiner – Gibbs confirms central part of Romney-Ryan attack on
Obamacare’s IPAB
http://washingtonexaminer.com/gibbs-confirms-central-part-of-romney-ryan-attack-on-
obamacares-ipab/article/2505316?custom_click=rss
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The Associated Press – Ecuador offers subsidized fuel for flights
http://newsok.com/ecuador-offers-subsidized-fuel-for-flights/article/3702247
 
The Oklahoman – Early runoff primary voting begins Friday in Okla.
http://newsok.com/early-runoff-primary-voting-begins-friday-in-oklahoma/article/3702009
 
Tulsa World – New OHP rule limits state troopers joining highway pursuits
http://www.tulsaworld.com/news/article.aspx?
subjectid=11&articleid=20120820_11_A1_OKLAHO634037
 
Tulsa World – Poll: Oklahoma voters favor Romney by wide margin
http://www.tulsaworld.com/news/article.aspx?
subjectid=688&articleid=20120820_16_A1_Tetpoh224453
 
Tulsa World – Tulsans lost $3.6 million due to arson this fiscal year
http://www.tulsaworld.com/specialprojects/news/crimewatch/article.aspx?
subjectid=450&articleid=20120820_11_A11_Tulsan708193
 
Tulsa World – Open records response varies
http://www.tulsaworld.com/news/article.aspx?
subjectid=720&articleid=20120820_11_A1_CUTLIN268235
 
Tulsa World – Romney, Ryan to discuss Medicare with New Hampshire voters
http://www.tulsaworld.com/news/article.aspx?
subjectid=688&articleid=20120820_688_0_hrimgs340380
 
Tulsa World – BOK back in acquisition mode
http://www.tulsaworld.com/business/article.aspx?
subjectid=51&articleid=20120819_51_E1_CUTLIN301333
 
Tulsa World – BOK Financial acquires Milestone Group wealth management firm
http://www.tulsaworld.com/business/article.aspx?
subjectid=51&articleid=20120819_51_E1_BOKFin394226
 
Tulsa World – Opinion: Our music
http://www.tulsaworld.com/opinion/article.aspx?
subjectid=61&articleid=20120820_61_A9_Iuioor536113
 
Tulsa World – Opinion: Capitol art
http://www.tulsaworld.com/opinion/article.aspx?
subjectid=61&articleid=20120820_11_A9_Therea80449
 
Tulsa World – Opinion: Need for help continues after the Creek County wildfires
http://www.tulsaworld.com/opinion/article.aspx?
subjectid=61&articleid=20120818_61_A18_CUTLIN864991
 
Tulsa World – Opinion: Tulsa schools praised nationally, snubbed by state leaders
http://www.tulsaworld.com/opinion/article.aspx?
subjectid=61&articleid=20120818_61_A18_Itsref97797
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Tulsa World – Okla. tribal cigarette sales at decade low
http://www.tulsaworld.com/news/article.aspx?
subjectid=16&articleid=20120820_11_A1_CUTLIN482028
 
Tulsa World – Outdated law blocks access to public records
http://www.tulsaworld.com/news/article.aspx?
subjectid=720&articleid=20120820_11_A5_Oneoft270229
 
Tulsa World – Oklahoma poll: School funding is important to state’s voters
http://www.tulsaworld.com/news/article.aspx?
subjectid=688&articleid=20120819_16_A1_Almost139894
 
Tulsa World – Obama, Romney compete for undecideds, stoke base
http://www.tulsaworld.com/news/article.aspx?
subjectid=688&articleid=20120819_13_A10_CUTLIN318343
 
Tulsa World – Oklahoma leaders push open budget process
http://www.tulsaworld.com/news/article.aspx?
subjectid=11&articleid=20120819_16_A23_OKLAHO628447
 
Tulsa World – Bill would expand fertility coverage for vets
http://www.tulsaworld.com/news/article.aspx?
subjectid=13&articleid=20120819_13_A12_CUTLIN554614
 
The Journal Record – OCC supervisor: Increased drilling activity can lead to more illegal
dumping incidents
http://journalrecord.com/2012/08/17/illegal-dumping-continues-no-proposed-rule-changes-
yet-energy/
 
The Journal Record – Expo speaker: Energy industry needs to change tactics
http://journalrecord.com/2012/08/17/expo-speaker-energy-industry-needs-to-change-tactics-
energy/
 
The Journal Record – Oklahoma unemployment rate rises slightly in July
http://journalrecord.com/2012/08/17/oklahoma-unemployment-rate-rises-slightly-in-july-
general-news/
 
The Journal Record – Measure of U.S. economy rises .4 pct in July
http://journalrecord.com/2012/08/17/measure-of-u-s-economy-rises-0-4-percent-in-july0-
general-news/
 
 
 
 
 
 
 
 
 
Alex Gerszewski
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Deputy Press Secretary
Office of Governor Mary Fallin
Phone - (405)522-8858
Cell - (405)568-1319
Alex.Gerszewski@gov.ok.gov
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From: Alex Gerszewski
To: Michelle Waddell
Subject: RE: REPLY: 8/20/12 Daily News Clips
Date: Monday, August 20, 2012 2:20:11 PM

Haha! I know. I need you to stay after me on it but I like that you don’t… If that makes any
sense…
 
Alex Gerszewski
Deputy Press Secretary
Office of Governor Mary Fallin
Phone - (405)522-8858
Cell - (405)568-1319
Alex.Gerszewski@gov.ok.gov
 
 
From: Michelle Waddell 
Sent: Monday, August 20, 2012 2:12 PM
To: Alex Gerszewski
Subject: RE: REPLY: 8/20/12 Daily News Clips
 
And I try not to hound you about the clips because you are a big boy now…
J
 
 

From: Alex Gerszewski 
Sent: Monday, August 20, 2012 2:10 PM
To: Michelle Waddell
Subject: RE: REPLY: 8/20/12 Daily News Clips
 
Shit. I always forget about those things…
 
Alex Gerszewski
Deputy Press Secretary
Office of Governor Mary Fallin
Phone - (405)522-8858
Cell - (405)568-1319
Alex.Gerszewski@gov.ok.gov
 
 
From: Michelle Waddell 
Sent: Monday, August 20, 2012 2:08 PM
To: Alex Gerszewski
Subject: REPLY: 8/20/12 Daily News Clips
 
Will gmf get Friday’s & today’s clips today?
I really would do them, but she’s got me working on too many other things right now…
 
 
 

From: Alex Gerszewski 
Sent: Monday, August 20, 2012 8:09 AM
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Subject: 8/20/12 Daily News Clips
 
Usernames and Passwords
Journal record
User:  
Pass: 

Tulsa world
User: 
Pass: 

Wall Street Journal
User: 
Pass: 

 
 
GOVERNOR MARY FALLIN NEWS
 
Tulsa World – State liaison wants to improve tribal interactions
http://www.tulsaworld.com/news/article.aspx?
subjectid=336&articleid=20120819_16_A21_CUTLIN645962
 
The Oklahoman – Two are named to ODHS governing board
http://newsok.com/fallin-names-2-women-to-dhs-governing-board/article/3701976
 
Sequoyah County Times – Many cities spray for mosquito control
http://www.sequoyahcountytimes.com/article_d4e5b74e-e891-11e1-8bf9-0019bb30f31a.html
 
The Norman Transcript – Fallin recommends changes
http://normantranscript.com/headlines/x1088166350/Fallin-recommends-changes
 
Enid News & Eagle – Retired Enid dentist’s term on commission overseeing DHS has
expired, ending 9 years
http://enidnews.com/localnews/x1685969400/Retired-Enid-dentist-s-term-on-commission-
overseeing-DHS-has-expired-ending-9-years
 
Edmond Sun – Gov. appoints 2 Edmond women to commission
http://www.edmondsun.com/local/x1144044687/Gov-appoints-2-Edmond-women-to-
commission
 
Tulsa World – BA foundation’s $10,000 pledge to help adult learners
http://www.tulsaworld.com/news/article.aspx?
subjectid=11&articleid=20120818_78_A16_BROKEN502832
 
Tulsa World – Fallin appoints 2 Edmond women to commission for human services
http://www.tulsaworld.com/news/article.aspx?
subjectid=11&articleid=20120818_16_A10_OKLAHO574862
 
The Norman Transcript – Opinion: Pardon, parole fuss could hurt SQ 762
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http://normantranscript.com/opinion/x236908953/Pardon-parole-fuss-could-hurt-SQ-762
 
Tulsa World – Opinion: Oklahoma hates big government but loves the money
http://www.tulsaworld.com/opinion/article.aspx?
subjectid=211&articleid=20120819_211_G1_Whyist633926
 
Enid News & Eagle – Opinion: Thumbs up to CDSA for its move to a new location
http://enidnews.com/opinion/x946182166/Thumbs-up-to-CDSA-for-its-move-to-a-new-
location
 
Muskogee Phoenix – HD 14 Dems frown on tax cuts
http://muskogeephoenix.com/local/x946182782/HD14-Dems-frown-on-tax-cuts
The Journal Record – State IT office receives proposals for cost reductions
http://journalrecord.com/2012/08/17/state-it-office-receives-proposals-for-cost-reductions-
capitol/
 
 
 
 
 
Other Oklahoma News
 
The Oklahoman – Drought forces Oklahoma agriculture producers to ponder hard choices
http://newsok.com/drought-forces-oklahoma-agriculture-producers-to-ponder-hard-
choices/article/3702048
 
The Oklahoman – More openness sought in Oklahoma’s budget process
http://newsok.com/oklahomas-budget-process-criticized-more-openness-
sought/article/3702160
 
The Oklahoman – Oklahoma U.S. Rep. Dan Borne calls for federal investigation of hospital
auditors
http://newsok.com/oklahomas-rep.-dan-boren-calls-for-investigation-of-hospital-
auditors/article/3702161
 
The Oklahoman – Edmond schools increase security through technology
http://newsok.com/edmond-schools-increase-security-through-technology/article/3702292
 
The Oklahoman – Oklahoma voters to decide intangible- property tax issue
http://newsok.com/oklahoma-voters-to-decide-intangible-property-tax-issue/article/3702304?
custom_click=pod_lead_news
 
The Oklahoman – Editorial: Continued engagement needed between OKC school
policymakers, patrons
http://newsok.com/continued-engagement-needed-between-okc-school-policymakers-
patrons/article/3701720?custom_click=pod_lead_opinion-oklahoman-editorials
 
The Oklahoman – Editorial: More gun-control laws won’t necessarily make a positive
difference
http://newsok.com/more-gun-control-laws-wont-necessarily-make-a-positive-
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difference/article/3701699?custom_click=pod_headline_opinion-oklahoman-editorials
 
The Oklahoman – Editorial: Giving serious attention to Oklahoma judicial races is a good
thing
http://newsok.com/giving-serious-attention-to-oklahoma-judicial-races-is-a-good-
thing/article/3701698?custom_click=pod_headline_opinion-oklahoman-editorials
 
The Oklahoman – Editorial: Repeated Biden gaffes shouldn’t be overlooked
http://newsok.com/repeated-biden-gaffes-shouldnt-be-overlooked/article/3701697?
custom_click=pod_headline_opinion-oklahoman-editorials
 
The Oklahoman – Editorial: Two OKC events put spotlight on energy industry
http://newsok.com/scissortales-two-oklahoma-city-events-put-spotlight-on-energy-
industry/article/3701689?custom_click=pod_headline_opinion-oklahoman-editorials
 
The Washington Examiner – Obama’s abortion distraction
http://washingtonexaminer.com/morning-examiner-obamas-abortion-
distraction/article/2505362?custom_click=rss
 
The Washington Examiner – Gibbs confirms central part of Romney-Ryan attack on
Obamacare’s IPAB
http://washingtonexaminer.com/gibbs-confirms-central-part-of-romney-ryan-attack-on-
obamacares-ipab/article/2505316?custom_click=rss
 
The Associated Press – Ecuador offers subsidized fuel for flights
http://newsok.com/ecuador-offers-subsidized-fuel-for-flights/article/3702247
 
The Oklahoman – Early runoff primary voting begins Friday in Okla.
http://newsok.com/early-runoff-primary-voting-begins-friday-in-oklahoma/article/3702009
 
Tulsa World – New OHP rule limits state troopers joining highway pursuits
http://www.tulsaworld.com/news/article.aspx?
subjectid=11&articleid=20120820_11_A1_OKLAHO634037
 
Tulsa World – Poll: Oklahoma voters favor Romney by wide margin
http://www.tulsaworld.com/news/article.aspx?
subjectid=688&articleid=20120820_16_A1_Tetpoh224453
 
Tulsa World – Tulsans lost $3.6 million due to arson this fiscal year
http://www.tulsaworld.com/specialprojects/news/crimewatch/article.aspx?
subjectid=450&articleid=20120820_11_A11_Tulsan708193
 
Tulsa World – Open records response varies
http://www.tulsaworld.com/news/article.aspx?
subjectid=720&articleid=20120820_11_A1_CUTLIN268235
 
Tulsa World – Romney, Ryan to discuss Medicare with New Hampshire voters
http://www.tulsaworld.com/news/article.aspx?
subjectid=688&articleid=20120820_688_0_hrimgs340380
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Tulsa World – BOK back in acquisition mode
http://www.tulsaworld.com/business/article.aspx?
subjectid=51&articleid=20120819_51_E1_CUTLIN301333
 
Tulsa World – BOK Financial acquires Milestone Group wealth management firm
http://www.tulsaworld.com/business/article.aspx?
subjectid=51&articleid=20120819_51_E1_BOKFin394226
 
Tulsa World – Opinion: Our music
http://www.tulsaworld.com/opinion/article.aspx?
subjectid=61&articleid=20120820_61_A9_Iuioor536113
 
Tulsa World – Opinion: Capitol art
http://www.tulsaworld.com/opinion/article.aspx?
subjectid=61&articleid=20120820_11_A9_Therea80449
 
Tulsa World – Opinion: Need for help continues after the Creek County wildfires
http://www.tulsaworld.com/opinion/article.aspx?
subjectid=61&articleid=20120818_61_A18_CUTLIN864991
 
Tulsa World – Opinion: Tulsa schools praised nationally, snubbed by state leaders
http://www.tulsaworld.com/opinion/article.aspx?
subjectid=61&articleid=20120818_61_A18_Itsref97797
 
Tulsa World – Okla. tribal cigarette sales at decade low
http://www.tulsaworld.com/news/article.aspx?
subjectid=16&articleid=20120820_11_A1_CUTLIN482028
 
Tulsa World – Outdated law blocks access to public records
http://www.tulsaworld.com/news/article.aspx?
subjectid=720&articleid=20120820_11_A5_Oneoft270229
 
Tulsa World – Oklahoma poll: School funding is important to state’s voters
http://www.tulsaworld.com/news/article.aspx?
subjectid=688&articleid=20120819_16_A1_Almost139894
 
Tulsa World – Obama, Romney compete for undecideds, stoke base
http://www.tulsaworld.com/news/article.aspx?
subjectid=688&articleid=20120819_13_A10_CUTLIN318343
 
Tulsa World – Oklahoma leaders push open budget process
http://www.tulsaworld.com/news/article.aspx?
subjectid=11&articleid=20120819_16_A23_OKLAHO628447
 
Tulsa World – Bill would expand fertility coverage for vets
http://www.tulsaworld.com/news/article.aspx?
subjectid=13&articleid=20120819_13_A12_CUTLIN554614
 
The Journal Record – OCC supervisor: Increased drilling activity can lead to more illegal
dumping incidents
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http://journalrecord.com/2012/08/17/illegal-dumping-continues-no-proposed-rule-changes-
yet-energy/
 
The Journal Record – Expo speaker: Energy industry needs to change tactics
http://journalrecord.com/2012/08/17/expo-speaker-energy-industry-needs-to-change-tactics-
energy/
 
The Journal Record – Oklahoma unemployment rate rises slightly in July
http://journalrecord.com/2012/08/17/oklahoma-unemployment-rate-rises-slightly-in-july-
general-news/
 
The Journal Record – Measure of U.S. economy rises .4 pct in July
http://journalrecord.com/2012/08/17/measure-of-u-s-economy-rises-0-4-percent-in-july0-
general-news/
 
 
 
 
 
 
 
 
 
Alex Gerszewski
Deputy Press Secretary
Office of Governor Mary Fallin
Phone - (405)522-8858
Cell - (405)568-1319
Alex.Gerszewski@gov.ok.gov
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From: Katie Altshuler
To: Michelle Waddell; Dana Wolpert; Andrew Silvestri
Subject: RE: REPLY: LISTEN TO THIS PHONE CALL
Date: Wednesday, September 05, 2012 10:58:00 AM

Dana and/or Michelle,
 
Please respond to this gentlemen telling him thank you for the information and that we will make
the Governor aware of it. Thanks, Katie
 
Katie Altshuler, Policy Director
Office of Governor Mary Fallin
2300 North Lincoln Boulevard, Suite 212
Oklahoma City, Oklahoma 73105
405.521.2342
katie.altshuler@gov.ok.gov

 
 

From: Michelle Waddell 
Sent: Wednesday, September 05, 2012 10:53 AM
To: Dana Wolpert; Katie Altshuler; Andrew Silvestri
Subject: REPLY: LISTEN TO THIS PHONE CALL
 
Is this legitimate? 
Katie – will you discuss w/GMF or do I need to ensure that she gets the info?  I will do nothing until
& unless I hear from you.
Thanks.
 

From: Dana Wolpert 
Sent: Wednesday, September 05, 2012 10:15 AM
To: Katie Altshuler; Andrew Silvestri; Michelle Waddell
Subject: FW: LISTEN TO THIS PHONE CALL
 
FYI, from Dr. Hook.
 
Dana Wolpert
Director of Scheduling
Governor Mary Fallin
2300 N. Lincoln Boulevard, Suite 212
Oklahoma City, OK 73105
 

From: Dr. Carl Hook, MD [mailto:chook@plico-ok.com] 
Sent: Thursday, August 30, 2012 5:09 PM
To: Dana Wolpert
Cc: Ken King; John Robinson
Subject: FW: LISTEN TO THIS PHONE CALL
 
Dana,
This is a very interesting telephone call from a neurosurgeon in Chicago discussing the
‘ethics/treatment’ panels to be formed to dictate care that will be resulting from PPACA (Obama
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Care). Please listen to the call.  I thought Governor Fallin would be interested in hearing this and I am
sending to you hoping you will be able to forward it to her.  Thank you very much; I certainly
appreciated your assistance in the scheduling process for the Governor to speak at our recent
EXPLORE: OK Healthcare Summit presented by PLICO August 9, 10.  She helped make it an
overwhelming success for 375 registrants and 60+ exhibitors attending this first time Summit.
 
Sincerely,
 
Carl Hook, M.D.
President and CEO
PLICO
 
 
 

Subject: LISTEN TO THIS PHONE CALL

As Sarah Palin and others asserted, it appears under Obamacare there will
indeed be "Death Panels".

While our shared abhorrence of such a practice is almost unanimous, the
idea of making certain cost/benefit decisions regarding healthcare should
not necessarily be completely ruled out.  Of course even if we agree there
are times when "withholding" care would save both money and pain and
misery, we'd still have to think hard about who sits on these panels. 

I've personally known dozens of people who were 100% certain to die of
cancer in the near term, but they were still given very expensive chemo-
therapies and other interventions that, not only would not save them, but
would make them horribly ill and debilitated for the short time they had left
to live.  Some argue that even when it's certain that a person is going to die
from his illness, we should not remove all hope from him.  But of course this
only postpones the day when the patient must end his denial and come to
acceptance of his demise.  So I've always had bad feelings about cases where
patients were placed on debilitating chemotherapy and given other
treatments that only made them too ill to enjoy what few weeks or months
they had left.  This change in thinking/ethics (I think it's unethical to do this
to people)...but this change with cancer patients alone would save billions of
dollars.  And of course the same is true with other terminal illnesses as well. 
Too frequently continuing painful, debilitating medical care just prolongs
suffering while doctors, hospitals and especially pharmaceutical and high
tech medical equipment companies make profits.

Also there's the data showing that frequently 80% of the cumulative costs
for an individual's healthcare occur during the last 90 days of life.  Does that
make sense?

Here's a call from a neurosurgeon who had just attended a symposium on
how Obamacare will work, a preview of what's coming.  It's really scary to
think that a panel, probably consisting of doctors with administrative
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mindsets and corporate bean counters, will be deciding whether a patient
receives the surgery that would normally be provided or just given palliative
care so he'll be comfortable while he's waiting to die.  

But I suppose this will drive the costs of Medicare down, since all that can
afford to go the private insurance route will leave Medicare. 

 
 
*******************************************************************************
 
The information contained in this email message, and any files transmitted 
with
it, is confidential and may be legally privileged. It is intended only for 
the
use of the individuals or entities named above. If the reader of this 
message is
not the intended recipient, or the employee or agent responsible to deliver 
it
to the intended recipient, you are hereby notified that any dissemination,
distribution or forwarding of this email message is strictly prohibited. If 
you
have received this email message in error, please notify the sender and 
delete
the material from any computer.
 
Thank you.
 
*******************************************************************************

4782



From: Dana Wolpert
To: Katie Altshuler; Michelle Waddell; Andrew Silvestri
Subject: RE: REPLY: LISTEN TO THIS PHONE CALL
Date: Wednesday, September 05, 2012 11:00:22 AM

I’ve done that. Thanks! He is a friend of hers, FYI.
 
Dana Wolpert
Director of Scheduling
Governor Mary Fallin
2300 N. Lincoln Boulevard, Suite 212
Oklahoma City, OK 73105
 

From: Katie Altshuler 
Sent: Wednesday, September 05, 2012 10:58 AM
To: Michelle Waddell; Dana Wolpert; Andrew Silvestri
Subject: RE: REPLY: LISTEN TO THIS PHONE CALL
 
Dana and/or Michelle,
 
Please respond to this gentlemen telling him thank you for the information and that we will make
the Governor aware of it. Thanks, Katie
 
Katie Altshuler, Policy Director
Office of Governor Mary Fallin
2300 North Lincoln Boulevard, Suite 212
Oklahoma City, Oklahoma 73105
405.521.2342
katie.altshuler@gov.ok.gov

 
 

From: Michelle Waddell 
Sent: Wednesday, September 05, 2012 10:53 AM
To: Dana Wolpert; Katie Altshuler; Andrew Silvestri
Subject: REPLY: LISTEN TO THIS PHONE CALL
 
Is this legitimate? 
Katie – will you discuss w/GMF or do I need to ensure that she gets the info?  I will do nothing until
& unless I hear from you.
Thanks.
 

From: Dana Wolpert 
Sent: Wednesday, September 05, 2012 10:15 AM
To: Katie Altshuler; Andrew Silvestri; Michelle Waddell
Subject: FW: LISTEN TO THIS PHONE CALL
 
FYI, from Dr. Hook.
 
Dana Wolpert
Director of Scheduling
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Governor Mary Fallin
2300 N. Lincoln Boulevard, Suite 212
Oklahoma City, OK 73105
 

From: Dr. Carl Hook, MD [mailto:chook@plico-ok.com] 
Sent: Thursday, August 30, 2012 5:09 PM
To: Dana Wolpert
Cc: Ken King; John Robinson
Subject: FW: LISTEN TO THIS PHONE CALL
 
Dana,
This is a very interesting telephone call from a neurosurgeon in Chicago discussing the
‘ethics/treatment’ panels to be formed to dictate care that will be resulting from PPACA (Obama
Care). Please listen to the call.  I thought Governor Fallin would be interested in hearing this and I am
sending to you hoping you will be able to forward it to her.  Thank you very much; I certainly
appreciated your assistance in the scheduling process for the Governor to speak at our recent
EXPLORE: OK Healthcare Summit presented by PLICO August 9, 10.  She helped make it an
overwhelming success for 375 registrants and 60+ exhibitors attending this first time Summit.
 
Sincerely,
 
Carl Hook, M.D.
President and CEO
PLICO
 
 
 

Subject: LISTEN TO THIS PHONE CALL

As Sarah Palin and others asserted, it appears under Obamacare there will
indeed be "Death Panels".

While our shared abhorrence of such a practice is almost unanimous, the
idea of making certain cost/benefit decisions regarding healthcare should
not necessarily be completely ruled out.  Of course even if we agree there
are times when "withholding" care would save both money and pain and
misery, we'd still have to think hard about who sits on these panels. 

I've personally known dozens of people who were 100% certain to die of
cancer in the near term, but they were still given very expensive chemo-
therapies and other interventions that, not only would not save them, but
would make them horribly ill and debilitated for the short time they had left
to live.  Some argue that even when it's certain that a person is going to die
from his illness, we should not remove all hope from him.  But of course this
only postpones the day when the patient must end his denial and come to
acceptance of his demise.  So I've always had bad feelings about cases where
patients were placed on debilitating chemotherapy and given other
treatments that only made them too ill to enjoy what few weeks or months
they had left.  This change in thinking/ethics (I think it's unethical to do this
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to people)...but this change with cancer patients alone would save billions of
dollars.  And of course the same is true with other terminal illnesses as well. 
Too frequently continuing painful, debilitating medical care just prolongs
suffering while doctors, hospitals and especially pharmaceutical and high
tech medical equipment companies make profits.

Also there's the data showing that frequently 80% of the cumulative costs
for an individual's healthcare occur during the last 90 days of life.  Does that
make sense?

Here's a call from a neurosurgeon who had just attended a symposium on
how Obamacare will work, a preview of what's coming.  It's really scary to
think that a panel, probably consisting of doctors with administrative
mindsets and corporate bean counters, will be deciding whether a patient
receives the surgery that would normally be provided or just given palliative
care so he'll be comfortable while he's waiting to die.  

But I suppose this will drive the costs of Medicare down, since all that can
afford to go the private insurance route will leave Medicare. 

 
 
*******************************************************************************
 
The information contained in this email message, and any files transmitted 
with
it, is confidential and may be legally privileged. It is intended only for 
the
use of the individuals or entities named above. If the reader of this 
message is
not the intended recipient, or the employee or agent responsible to deliver 
it
to the intended recipient, you are hereby notified that any dissemination,
distribution or forwarding of this email message is strictly prohibited. If 
you
have received this email message in error, please notify the sender and 
delete
the material from any computer.
 
Thank you.
 
*******************************************************************************
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From: Mary Fallin
To: "lew "
Subject: Re: REPLY: Response to OCPA"s Comments Regarding the National Governors Association
Date: Wednesday, October 31, 2012 6:25:33 PM

Ps,,,
now that I have been working so hard as Governor-- Oklahoma is
2 nd in the nation as a percentage of job growth, number one in manufacturing percentage of
growth, number 8 in nation in migration of new residents, started office with $2.02 in our rainy day
savings account and now have over a half a Billion in savings and $4000 growth in one year in per
capita income for a family of 4.. Plus I cut taxes and balanced a budget that had a $500 million dollar
short fall my first year.
That's my record!
And very proud to serve. 
Thanks for your support!
Mary
 
From: Lew Meibergen [mailto:lew@wbjohnstongrain.com] 
Sent: Wednesday, October 31, 2012 04:28 PM
To: Mary Fallin 
Subject: RE: REPLY: Response to OCPA's Comments Regarding the National Governors Association 
 
Dear Mary,
 
It was good to receive your email of October 30.  I respect your thoughts
and concerns regarding the National Governors’ Association and wish you
the best.  I just hate to see you spending time away from the Governor’s
Office when things are so tight.
 
I was also glad to learn Oklahoma is not number one in per capita
spending of the fifty states.
 
Thank you for your reply.  If I can help, please let me know.
 
Sincerely,
 
Lew
 
 

From: Mary Fallin [mailto:Mary.Christensen@gov.ok.gov] 
Sent: Tuesday, October 30, 2012 12:07 PM
To: Lew Meibergen
Subject: REPLY: Response to OCPA's Comments Regarding the National Governors Association
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Dear Lew,
 
Thanks for your email last week.  I appreciate your time and concerns but wanted to follow
up with you regarding the claim you made in your email, as it simply does not match up
with the facts of Oklahoma’s current economic posture.  According to data aggregated from
the Office of Management and Budget, the U.S. Department of Commerce and the U.S.

Census Bureau, Oklahoma ranked 42nd in per capita spending during FY 11, 40th in FY 12,

and is projected to be ranked 38th in FY 13.  While I agree there is room for improvement in
these rankings, Oklahoma is far from the number one state in per capita spending in the
United States.  If you have data to contradict this information, I would greatly appreciate you
sharing it, so that I may send it to my staff for further analysis and understanding.
 
I am proud that, since taking office, I have made government modernization and reduction
of wasteful spending a cornerstone of my administration.  This is clear by the numerous
successful initiatives we have passed and signed into law over the last two years.  My IT
Modernization and Consolidation efforts have already saved the state approximately $130
million and are expected to save millions more.  My energy efficiency initiative, which is in
the process of being implemented as we speak, is projected to save the state $500 million. 
These are just a couple of examples of what I am doing to reduce spending and waste in
state government and my appointment to leadership in the National Governors Association
will only help me elevate these issues to the national level so that other states may continue
to follow Oklahoma’s example and I may also learn from other states’ best practices.
 
Thank you again for your email and continued support.
 
Sincerely,
 
Mary
 
 
From: Lew Meibergen [mailto: ] 
Sent: Friday, October 26, 2012 10:58 AM
To: Mary Fallin 
Subject: RE: Response to OCPA's Comments Regarding the National Governors Association 
 
Dear Mary:
I am in receipt of your e-mail of October 23.  It was certainly good to hear
from you; I didn’t know if you knew my address as I hadn’t heard from
you on any items I had previously sent correspondence.
 
I really hate to see you serve as an officer of the NGA.  I would rather see
you stay at home and work with the state to cut this spending as you
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promised when elected.  I must take my hat off to you – Oklahoma is
number one in per capita spending in the USA.
 
I must pass up your request at this time.  Perhaps I can help on other
issues.  We must cut this spending!
 
I was very proud we had a Republican Governor and Republican House
and Senate but greatly disappointed after learning we led the nation in per
capita spending.
Sincerely,
 
Lew Meibergen
 
 

From: Mary Fallin [mailto:Mary.Christensen@gov.ok.gov] 
Sent: Tuesday, October 23, 2012 4:27 PM
To: Lew Meibergen
Subject: Response to OCPA's Comments Regarding the National Governors Association
 
Hi Lew,
 
As a board member and a long-time, trusted friend and supporter of mine, I wanted you to be
aware of OCPA’s latest hit piece (attached) on the National Governors Association (NGA) and
other state membership organizations.  As you may know, I serve as the current vice-chair and
chair-elect of the NGA.  Unfortunately, OCPA staff seems intent on continuing to demagogue the
NGA and my leadership within the organization as a “big-government lobbying organization”
without presenting the real facts that it serves as an effective advocacy group on behalf of our
nation’s governors and state primacy.  This is the first time in history a governor from Oklahoma
has been elected to lead this organization and I am proud to join such an impressive list of leaders
such as Mike Huckabee, Tim Pawlenty and John Ashcroft.  This is an opportunity to bring national
exposure to the best practices Oklahoma has to provide and it is embarrassing when an
organization like OCPA continues to denigrate such an opportunity for the state.
 
While I fully support OCPA’s notion that jealously safeguarding taxpayer dollars and ensuring that
government spending is done effectively and wisely should be one of our number one priorities, I
also recognize that organizations such as the NGA provide essential resources and services to
states and their top leaders that would not otherwise be available to them.  In Oklahoma alone, the
NGA has provided significant staff and research support and expertise on a number of initiatives
important to the state of Oklahoma and my Administration. 
 
For example and most recently, the NGA provided my office, and the offices of other governors,
essential support on my 22 multi-state natural gas vehicle development and procurement initiative
by facilitating seminars, multi-state coordination, and staff research that was essential in making
this unprecedented initiative the success it has been.  I am confident when I say that their support
was a key element of our success and that this initiative alone will save the state of Oklahoma
hundreds of thousands of taxpayer dollars that far exceed Oklahoma’s membership dues to the
NGA. 
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In addition, the NGA has been instrumental in Oklahoma’s fight against the Affordable Care Act
by providing me with comprehensive and detailed research as it pertains to the impacts of the
legislation.  This is particularly important given the fact that the state agencies with jurisdiction
over PPACA related issues operate independently from the governor’s office.
 
NGA has proven to be an extremely valuable resource with regard to education reform policy as
well. Just last month a representative from the NGA came to speak to the annual conference of the
Oklahoma State School Board Association, her comments focused on encouraging schools to be
more efficient with the tax dollars they receive, the importance of choice and she even addressed
the positive effects of consolidation.  Furthermore, the NGA has also made government
modernization and redesign a top priority of their education and advocacy agenda and will be
hosting a national summit in December which will allow state teams to learn about best practices
and share their efforts to reform and streamline state government – an effort my office fully
supports and will be taking advantage of.
 
The NGA has also provided my staff with extensive training sessions, from policy seminars to
appointment and constituent services workshops and networking opportunities that have allowed
my staff to my staff to learn from our nation’s leading experts, which has in turn helped me make
well and fully informed decisions as they relate to Oklahoma’s wellbeing.  The NGA employs
actual experts in the policy areas they cover and more organizations would benefit from further
interaction with them.
 
Finally, the NGA has and continues to provide an effective voice for Oklahoma at the federal level,
and has consistently advocated on our behalf on a wide variety of issues such as preserving my
authority and responsibilities as the Commander-in-Chief of Oklahoma’s National Guard, the
devastating impact of sequestration, improving quality of education and providing states with the
essential flexibility it needs to meet its people’s needs and goals.
 
This is just a brief note on some of the many services the NGA provides to Oklahoma and its 40
plus member states.  I would think that OCPA would be proud of and promote Oklahoma’s
leadership in such an important and influential organization and would expect the OCPA to
provide your readers with a more honest and robust perspective and dialog surrounding the NGAs
true value.
 
Sincerely,
 
Mary
 

This e-mail and any files transmitted with it may contain confidential information that is legally privileged. This information is intended
only for the use of the individuals or entities listed above. If you are not the intended recipient, you are hereby notified that any
disclosure, copying, distribution, or action taken in reliance on the contents of these documents is strictly prohibited. If you have
received this information in error, please notify the sender immediately and arrange for the return or destruction of these documents.

This e-mail and any files transmitted with it may contain confidential information that is legally privileged. This information is intended
only for the use of the individuals or entities listed above. If you are not the intended recipient, you are hereby notified that any
disclosure, copying, distribution, or action taken in reliance on the contents of these documents is strictly prohibited. If you have
received this information in error, please notify the sender immediately and arrange for the return or destruction of these documents.
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From: Wes Glinsmann
To: Katie Altshuler
Cc: jim  jjbeller  Ken King
Subject: RE: Request for Support for the Oklahoma Health Insurance Private Enterprise Network
Date: Sunday, May 08, 2011 10:39:13 PM
Attachments: image005.png

Katie,
 
Please add the Oklahoma State Medical Association to the list of supporters of the Exchange
legislation.
 
OSMA did not support the federal health care reform law, and we certainly hope that Attorney
General Pruitt’s lawsuit against enforcement of the law will be successful.  At the same time,
however, we understand the need to be prepared to implement the law’s provisions if it is not
struck down.  We certainly believe that it is in Oklahoma’s best interest to have our own state
exchange in place if needed, rather than allowing the federal government to come in and dictate
one to us.  As such, we support the efforts of Governor Fallin and the legislative leadership to create
a state-based health insurance exchange.
 
Please feel free to contact me if you have any questions.
 
Wes
 
Wes Glinsmann
Director of State Legislative and Political Affairs
Oklahoma State Medical Association
313 NE 50th St.
Oklahoma City, OK  73105
Phone: 405-601-9571
Fax: 405-601-9575
 

Follow the OSMA on  and .
 
 
 

From: jim@dunlapconsultants.com [mailto:jim@dunlapconsultants.com] 
Sent: Friday, May 06, 2011 2:54 PM
To: Wes Glinsmann
Subject: Fwd: Request for Support for the Oklahoma Health Insurance Private Enterprise Network
 

Sent from my HTC

----- Forwarded message -----
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From: "Katie Altshuler" <Katie.Altshuler@gov.ok.gov>
Date: Fri, May 6, 2011 2:36 pm
Subject: Request for Support for the Oklahoma Health Insurance Private Enterprise Network
To: "Jim Dunlap (jim )" <jim >, "Jim
Dunlap (jim )" <jim >

Jim,

We are working on putting together a list of organizations in support of the Health Insurance
Private Enterprise Network (Exchange).  It is not certain what the final bill number/vehicle
will be but the current language is attached for your information.  The groups listed below
have already signed on in support and we are working with some others as well.  We would
love to add the Medical Association to our list. Please let me know if you have any questions.
Thank you very much, Katie .

Support for the Oklahoma Health Insurance Private Enterprise Network:

Oklahoma Association of Health Plans
Blue Cross Blue Shield of Oklahoma
Oklahoma Hospital Association
Oklahoma Association of Health Underwriters
National Federation of Independent Business / Oklahoma
Tulsa Chamber
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From: Alex Weintz
To: Katie Altshuler; "TerryC@health.ok.gov"
Subject: RE: request from bloomberg news re: early innovator grant
Date: Friday, March 04, 2011 3:27:24 PM

I told them “we are just in the preliminary planning stages now and have not made any of those
determinations yet.”
 

From: Katie Altshuler 
Sent: Friday, March 04, 2011 3:24 PM
To: Alex Weintz; 'TerryC@health.ok.gov'
Subject: Re: request from bloomberg news re: early innovator grant
 
We will at some point, but we are just in the preliminary planning stages now and have not made
any of those determinations yet.
 
From: Alex Weintz 
Sent: Friday, March 04, 2011 03:20 PM
To: Katie Altshuler; Cline, Dr.Terry L. <TerryC@health.ok.gov> 
Subject: request from bloomberg news re: early innovator grant 
 
Bloomberg News wants to know if we are using any private contractors to implement the IT
infrastructure for the health insurance exchange … and if they will be getting any of the early
innovator grant money. Do we have a real answer for that at this time?
 
Alex Weintz
Communications Director
Office of Governor Mary Fallin
phone: (405) 522-8819
cell: (405) 535-7317
Alex.Weintz@gov.ok.gov
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From: Alex Weintz
To: Katie Altshuler; "TerryC@health.ok.gov"
Subject: RE: request from bloomberg news re: early innovator grant
Date: Friday, March 04, 2011 3:24:53 PM

thanks
 

From: Katie Altshuler 
Sent: Friday, March 04, 2011 3:24 PM
To: Alex Weintz; 'TerryC@health.ok.gov'
Subject: Re: request from bloomberg news re: early innovator grant
 
We will at some point, but we are just in the preliminary planning stages now and have not made
any of those determinations yet.
 
From: Alex Weintz 
Sent: Friday, March 04, 2011 03:20 PM
To: Katie Altshuler; Cline, Dr.Terry L. <TerryC@health.ok.gov> 
Subject: request from bloomberg news re: early innovator grant 
 
Bloomberg News wants to know if we are using any private contractors to implement the IT
infrastructure for the health insurance exchange … and if they will be getting any of the early
innovator grant money. Do we have a real answer for that at this time?
 
Alex Weintz
Communications Director
Office of Governor Mary Fallin
phone: (405) 522-8819
cell: (405) 535-7317
Alex.Weintz@gov.ok.gov
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From: Cline, Dr.Terry L.
To: Alex Weintz
Cc: Katie Altshuler
Subject: RE: request from bloomberg news re: early innovator grant
Date: Friday, March 04, 2011 3:33:26 PM

Sounds good.  Thanks, TC
 

From: Alex Weintz [mailto:Alex.Weintz@gov.ok.gov] 
Sent: Friday, March 04, 2011 3:26 PM
To: Katie Altshuler; Cline, Dr.Terry L.
Subject: RE: request from bloomberg news re: early innovator grant
 
I told them “we are just in the preliminary planning stages now and have not made any of those
determinations yet.”
 

From: Katie Altshuler 
Sent: Friday, March 04, 2011 3:24 PM
To: Alex Weintz; 'TerryC@health.ok.gov'
Subject: Re: request from bloomberg news re: early innovator grant
 
We will at some point, but we are just in the preliminary planning stages now and have not made
any of those determinations yet.
 
From: Alex Weintz 
Sent: Friday, March 04, 2011 03:20 PM
To: Katie Altshuler; Cline, Dr.Terry L. <TerryC@health.ok.gov> 
Subject: request from bloomberg news re: early innovator grant 
 
Bloomberg News wants to know if we are using any private contractors to implement the IT
infrastructure for the health insurance exchange … and if they will be getting any of the early
innovator grant money. Do we have a real answer for that at this time?
 
Alex Weintz
Communications Director
Office of Governor Mary Fallin
phone: (405) 522-8819
cell: (405) 535-7317
Alex.Weintz@gov.ok.gov
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From: Kinzel, Will
To: Marie Sanderson; Marie Sanderson; vmariethomas
Cc: Cindy.Sims@alaska.gov; russ.kelly@alaska.gov; lgromis@aol.com; RSerote@az.gov; Adam.nordstrom

 brian.mcmanus2 ; JohnPatrick.Walsh ;
Rob.Jakubik ; bfulenwider@georgia.gov; ehames@georgia.gov; brandymarty03 ;
chiproytexas  dhiowa  jabot10 ; janelcausey ;
jboeyink34 ; travisrichmond ; wkloiber ; David.Hensley@gov.idaho.gov;
jkreizenbeck@gov.idaho.gov; Tammy.Perkins@gov.idaho.gov; Andrew Silvestri; Katie Altshuler;
JamieShuster@gov.sc.gov; bob.schwaneberg@gov.state.nj.us; Dona.DeLeon@gov.state.nj.us;
marissa.watkins@gov.state.nj.us; Wayne.Hasenbalg@gov.state.nj.us; Honor.Ingels@governor.alabama.gov;
Jeannemarie.Davis@governor.virginia.gov; kristi.craig@governor.virginia.gov;
Michael.DiSabato@governor.virginia.gov; debbie ; griffin ; wstruble ;
wags@la.gov; Renee.Fargason@laspbs.state.fl.us; kristacarman ;
Lanier Swann@mcconnell.senate.gov; blackwellr2@michigan.gov; chadderdona@michigan.gov;
mcbrideb@michigan.gov; muchmored@michigan.gov; tomichz@michigan.gov; brian
ryan  nguillemard ; sarah.echols ; Mike Schrimpf; Lindsay Russell; Seth
Levey; ts ; Bkanzeg ; aparis@state.pa.us; jbranstett@state.pa.us;
jmcallahan@state.pa.us; ktartaglia@state.pa.us; rebmyers@state.pa.us; Jim.Soyer@state.sd.us;
Mark.Cate@tn.gov; Will.Cromer@tn.gov; Bnutt@ ; RSPENDLOVE@utah.gov;
bill.kloiber@wisconsin.gov; Carol.Statkus@wyo.gov; michelle.dynes@wyo.gov; katyoder 99
pjpgator ; ,; Moore, Brian, GOV; lauren.kintner@nebraska.gov; ,; Rojas, Elizabeth; Jonathan
Ringo; Stafford Olivia Palmieri; jhurst6 ; rick.perez@guam.gov; twatkins ;
Landon.fulmer@ks.gov; shawnpreese

Subject: RE: RESCHEDULED: TUES: RGPPC Conference call: Tues 10:30 AM EDT
Date: Tuesday, October 11, 2011 2:38:42 PM

All - -
 
Apologies I could not stay on today's call.
 
Here is what our week ahead looks like:
 
- Tonight we'll finish Boiler MACT legislation from last week and we will
debate the rule for consideration of the FTAs;
 
- Tomorrow we'll debate and vote on FTAs;
 
- Thursday we'll have a Joint Session of Congress for the President of Korea
and we will consider and vote on the Pitts/Lipinski legislation, which
applies the Hyde Amendment to Affordable Care Act (Obamacare); and,
 
- Finally, on Friday we'll consider HR 2273 on coal ash.
 
Action Item: Coal Ash
I would urge all Governors to send letters to your respective delegations or
issue press releases in favor of HR 2273, the Coal Residuals Reuse and
Management Act.
 
HR 2273 was approved by the Energy & Commerce committee on a bipartisan basis
(vote was 35-12).
 
The legislation is necessary to prevent EPA's plans to classify coal ash as a
hazardous material despite the findings of previous administrations and
scientific studies that such a classification would be inappropriate - - and
could result in more than 300,000 jobs lost.
 
Coal ash is widely used in construction products such as cement, concrete,
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wallboard, and roofing materials - - in short, it is necessary for the roads
we drive on and the buildings that we work and live in.
 
HR 2273 allows for the proper management of these materials in a way that
protects both jobs and the environment and without threatening jobs and the
affordability of electricity.
 
Please do not hesitate to contact me with any questions.
 
Regards,
 
Will
 
 
-----Original Message-----
From: Marie Sanderson [mailto:  
Sent: Tuesday, October 11, 2011 9:15 AM
Subject: RESCHEDULED: TUES: RGPPC Conference call: Tues 10:30 AM EDT
 
We will have our RGPPC policy call Tuesday morning at 10:30 AM EST.
 
Agenda and notes below:

Access code:  
 
Agenda:
 
1. Roll Call: Marie (RGPPC)
 
2.  RGPPC Update: Marie (RGPPC)
 
-- RGPPC Healthcare Summit- Save the date:  October 24/25.  Questions
regarding your flights and hotels should be directed to 
 
-- Healthcare task force:  Next call is Thursday  (10/13) of this week.  5 PM
EDT
 
--  Governor Mead Energy Letter will be finalized this week (letter
attached).  Last chance to sign.   The MACT letter was released on Friday.
 
-- RGPPC Energy Policy Summit:  Save the Date:  December 12-13, Jackson Hole,
WY.  More information TBD.
 
-- RGPPC 2012: New leadership and committees to be announced in the coming
week(s)
 
--  Executive Order conference call:  TBD ASAP.  A conference call will be
held in the next two weeks with your general counsels regarding best
practices for Executive Orders. Please put your GC's on notice so they can
begin thinking through their questions as well as executive orders in your

4796



state which might be of interest/help to other governors' offices.  We will
work to compile this information in one place through RGPPC.
 
3. NGA Update: Lauren (NE)
 
4. House Update: Will (Speaker Boehner)
 
5. Senate Update:  Lanier (Leader McConnell)
 
6.   Other business:
 
Have a good week.
-mts
 
 
Update on Chip Roy:
 
Greetings from Austin!  Hope everyone is well and I hope you remember prayer
requests are a two way street.  We need to be praying for y'all too.
So this has been a big several weeks since I last emailed.  I will give you
the summary... First of all, we've actually had some rain!  Thank the Lord -
but keep sending us some more!
1. After the hospital stay a few weeks ago because of the sodium issue, we
managed to get it all leveled off and it has been staying in balance.  That
is good.
2. So, we continued the last two times with full treatment.  I have completed
2 cycles of 6 - (that is 4 treatments of 12).  Woohoo!
3. Nausea and other side effects have been pretty brutal, but to be
expected.  I am bald as cucumber, and I have lost a few lbs... fortunately I
had a few to give :) 4. I go in Monday and Tuesday for Treatment #5, and
will also be re-scanned.  This is where the big prayer request comes in. 
Please pray that the cancer is gone or seriously in retreat and fading fast! 
I should know by Tuesday how things are looking.  The result will not be the
final story - only the first bit of information we get back on treatment...
but it sure would be nice if we learn it's running scared!!!
We will beat this with God's Grace, strong Faith, and the constant prayers by
so many good people I both know and do not know.  The love and graciousness
of so many hundreds, even thousands, of people out there in prayer chains is
humbling and reminds us how great, selfless and faithful we can be as a
people.
When praying remember the following:
Romans 8:32: He who did not spare his own Son, but gave him up for us all—
how will he not also, along with him, graciously give us all things?
I love you all and I thank you for your love and support.
Please remember to pray for the countless other people in need, especially
those people near Bastrop, Texas who recently lost as many as 1500 homes in
those devastating fires.
God Bless you all - we love you.
cr
p.s.  I don't do the whole the facebook thing - but Carrah has something up
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and keeps slightly more updated information on her page if you want to
"friend" her or whatever it is you do........
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From: Kinzel, Will
To: Kinzel, Will; Marie Sanderson; Marie Sanderson; vmariethomas
Cc: Cindy.Sims@alaska.gov; russ.kelly@alaska.gov; lgromis ; RSerote@az.gov; Adam.nordstrom

 brian.mcmanus2 ; JohnPatrick.Walsh ;
Rob.Jakubik ; bfulenwider@georgia.gov; ehames@georgia.gov; brandymarty03 ;
chiproytexas ; dhiowa ; jabot10 ; janelcausey ;
jboeyink34 ; travisrichmond ; wkloiber ; David.Hensley@gov.idaho.gov;
jkreizenbeck@gov.idaho.gov; Tammy.Perkins@gov.idaho.gov; Andrew Silvestri; Katie Altshuler;
JamieShuster@gov.sc.gov; bob.schwaneberg@gov.state.nj.us; Dona.DeLeon@gov.state.nj.us;
marissa.watkins@gov.state.nj.us; Wayne.Hasenbalg@gov.state.nj.us; Honor.Ingels@governor.alabama.gov;
Jeannemarie.Davis@governor.virginia.gov; kristi.craig@governor.virginia.gov;
Michael.DiSabato@governor.virginia.gov; debbie ; griffin ; wstruble
wags@la.gov; Renee.Fargason@laspbs.state.fl.us; kristacarman ;
Lanier Swann@mcconnell.senate.gov; blackwellr2@michigan.gov; chadderdona@michigan.gov;
mcbrideb@michigan.gov; muchmored@michigan.gov; tomichz@michigan.gov; brian ;
ryan ; nguillemard  sarah.echols ; Mike Schrimpf; Lindsay Russell; Seth
Levey; ts ; Bkanzeg ; aparis@state.pa.us; jbranstett@state.pa.us;
jmcallahan@state.pa.us; ktartaglia@state.pa.us; rebmyers@state.pa.us; Jim.Soyer@state.sd.us;
Mark.Cate@tn.gov; Will.Cromer@tn.gov; Bnutt ; RSPENDLOVE@utah.gov;
bill.kloiber@wisconsin.gov; Carol.Statkus@wyo.gov; michelle.dynes@wyo.gov; katyoder 99
pjpgator ; ,; Moore, Brian, GOV; lauren.kintner@nebraska.gov; ,; Rojas, Elizabeth; Jonathan
Ringo; Stafford Olivia Palmieri; jhurst6 ; rick.perez@guam.gov; twatkins
Landon.fulmer@ks.gov; shawnpreese

Subject: RE: RESCHEDULED: TUES: RGPPC Conference call: Tues 10:30 AM EDT
Date: Tuesday, October 11, 2011 5:47:51 PM

Here are some additional points on HR 2273, the legislation on coal ash:
 
• Electricity is an integral part of the U.S. economy, with nearly 50% of the nation’s electricity (and
in some states up to 80%) produced from coal. The EPA has proposed two regulatory options for the
management of coal combustion (coal-ash) residuals regulating them to hazardous waste and
setting new regulations for coal ash.
• Coal combustion is an eco-friendly recycling process that is used to strength everyday products
from concrete, bricks, bowling balls, roofing shingles, and mainly used to keep down electricity
prices; either proposal would significantly drive up consumer prices, construction prices, and cost
hundreds of thousands of American jobs in the process.
• The EPA has overstepped their regulatory boundaries and are not allowing states to have a say in
the regulatory process. H.R. 2273, “Coal Residual Reuse and Management Act of 2011”, gives power
back to the states by leaving the regulation and enforcement, if they choose to enact them, to the
states who know their industries and constituents best.
• The EPA regulations are estimated to cost American companies up to $110 billion, 316,000 jobs,
higher construction costs for homes, highways, and buildings; and higher electricity costs, all of
which companies will have no choice but to pass down to their customers to cover regulation costs.
• H.R. 2273 provides a regulatory solution that protects both jobs and the environment by
protecting the beneficial use of coal ash, which keeps electricity prices low, provides for low-cost
durable construction materials, and reduces the amount of waste going into the earth. In the
decade from 1999-2009, American industries successfully recycled 519 million tons of coal-ash and
cut greenhouse gas emissions by more than 138 million tons.
 
 
 

From: Kinzel, Will 
Sent: Tuesday, October 11, 2011 3:38 PM
Subject: RE: RESCHEDULED: TUES: RGPPC Conference call: Tues 10:30 AM EDT
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All - -
 
Apologies I could not stay on today's call.
 
Here is what our week ahead looks like:
 
- Tonight we'll finish Boiler MACT legislation from last week and we will
debate the rule for consideration of the FTAs;
 
- Tomorrow we'll debate and vote on FTAs;
 
- Thursday we'll have a Joint Session of Congress for the President of Korea
and we will consider and vote on the Pitts/Lipinski legislation, which
applies the Hyde Amendment to Affordable Care Act (Obamacare); and,
 
- Finally, on Friday we'll consider HR 2273 on coal ash.
 
Action Item: Coal Ash
I would urge all Governors to send letters to your respective delegations or
issue press releases in favor of HR 2273, the Coal Residuals Reuse and
Management Act.
 
HR 2273 was approved by the Energy & Commerce committee on a bipartisan basis
(vote was 35-12).
 
The legislation is necessary to prevent EPA's plans to classify coal ash as a
hazardous material despite the findings of previous administrations and
scientific studies that such a classification would be inappropriate - - and
could result in more than 300,000 jobs lost.
 
Coal ash is widely used in construction products such as cement, concrete,
wallboard, and roofing materials - - in short, it is necessary for the roads
we drive on and the buildings that we work and live in.
 
HR 2273 allows for the proper management of these materials in a way that
protects both jobs and the environment and without threatening jobs and the
affordability of electricity.
 
Please do not hesitate to contact me with any questions.
 
Regards,
 
Will
 
 
-----Original Message-----
From: Marie Sanderson [mailto:  
Sent: Tuesday, October 11, 2011 9:15 AM
Subject: RESCHEDULED: TUES: RGPPC Conference call: Tues 10:30 AM EDT

4800



 
We will have our RGPPC policy call Tuesday morning at 10:30 AM EST.
 
Agenda and notes below:

Access code:  
 
Agenda:
 
1. Roll Call: Marie (RGPPC)
 
2.  RGPPC Update: Marie (RGPPC)
 
-- RGPPC Healthcare Summit- Save the date:  October 24/25.  Questions
regarding your flights and hotels should be directed to 
 
-- Healthcare task force:  Next call is Thursday  (10/13) of this week.  5 PM
EDT
 
--  Governor Mead Energy Letter will be finalized this week (letter
attached).  Last chance to sign.   The MACT letter was released on Friday.
 
-- RGPPC Energy Policy Summit:  Save the Date:  December 12-13, Jackson Hole,
WY.  More information TBD.
 
-- RGPPC 2012: New leadership and committees to be announced in the coming
week(s)
 
--  Executive Order conference call:  TBD ASAP.  A conference call will be
held in the next two weeks with your general counsels regarding best
practices for Executive Orders. Please put your GC's on notice so they can
begin thinking through their questions as well as executive orders in your
state which might be of interest/help to other governors' offices.  We will
work to compile this information in one place through RGPPC.
 
3. NGA Update: Lauren (NE)
 
4. House Update: Will (Speaker Boehner)
 
5. Senate Update:  Lanier (Leader McConnell)
 
6.   Other business:
 
Have a good week.
-mts
 
 
Update on Chip Roy:
 
Greetings from Austin!  Hope everyone is well and I hope you remember prayer
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requests are a two way street.  We need to be praying for y'all too.
So this has been a big several weeks since I last emailed.  I will give you
the summary... First of all, we've actually had some rain!  Thank the Lord -
but keep sending us some more!
1. After the hospital stay a few weeks ago because of the sodium issue, we
managed to get it all leveled off and it has been staying in balance.  That
is good.
2. So, we continued the last two times with full treatment.  I have completed
2 cycles of 6 - (that is 4 treatments of 12).  Woohoo!
3. Nausea and other side effects have been pretty brutal, but to be
expected.  I am bald as cucumber, and I have lost a few lbs... fortunately I
had a few to give :) 4. I go in Monday and Tuesday for Treatment #5, and
will also be re-scanned.  This is where the big prayer request comes in. 
Please pray that the cancer is gone or seriously in retreat and fading fast! 
I should know by Tuesday how things are looking.  The result will not be the
final story - only the first bit of information we get back on treatment...
but it sure would be nice if we learn it's running scared!!!
We will beat this with God's Grace, strong Faith, and the constant prayers by
so many good people I both know and do not know.  The love and graciousness
of so many hundreds, even thousands, of people out there in prayer chains is
humbling and reminds us how great, selfless and faithful we can be as a
people.
When praying remember the following:
Romans 8:32: He who did not spare his own Son, but gave him up for us all—
how will he not also, along with him, graciously give us all things?
I love you all and I thank you for your love and support.
Please remember to pray for the countless other people in need, especially
those people near Bastrop, Texas who recently lost as many as 1500 homes in
those devastating fires.
God Bless you all - we love you.
cr
p.s.  I don't do the whole the facebook thing - but Carrah has something up
and keeps slightly more updated information on her page if you want to
"friend" her or whatever it is you do........
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From: Lew Meibergen
To: Mary Fallin
Subject: RE: Response to OCPA"s Comments Regarding the National Governors Association
Date: Friday, October 26, 2012 10:56:12 AM

Dear Mary:
I am in receipt of your e-mail of October 23.  It was certainly good to hear
from you; I didn’t know if you knew my address as I hadn’t heard from
you on any items I had previously sent correspondence.
 
I really hate to see you serve as an officer of the NGA.  I would rather see
you stay at home and work with the state to cut this spending as you
promised when elected.  I must take my hat off to you – Oklahoma is
number one in per capita spending in the USA.
 
I must pass up your request at this time.  Perhaps I can help on other
issues.  We must cut this spending!
 
I was very proud we had a Republican Governor and Republican House
and Senate but greatly disappointed after learning we led the nation in per
capita spending.
Sincerely,
 
Lew Meibergen
 
 

From: Mary Fallin [mailto:Mary.Christensen@gov.ok.gov] 
Sent: Tuesday, October 23, 2012 4:27 PM
To: Lew Meibergen
Subject: Response to OCPA's Comments Regarding the National Governors Association
 
Hi Lew,
 
As a board member and a long-time, trusted friend and supporter of mine, I wanted you to be
aware of OCPA’s latest hit piece (attached) on the National Governors Association (NGA) and
other state membership organizations.  As you may know, I serve as the current vice-chair and
chair-elect of the NGA.  Unfortunately, OCPA staff seems intent on continuing to demagogue the
NGA and my leadership within the organization as a “big-government lobbying organization”
without presenting the real facts that it serves as an effective advocacy group on behalf of our
nation’s governors and state primacy.  This is the first time in history a governor from Oklahoma
has been elected to lead this organization and I am proud to join such an impressive list of leaders
such as Mike Huckabee, Tim Pawlenty and John Ashcroft.  This is an opportunity to bring national
exposure to the best practices Oklahoma has to provide and it is embarrassing when an
organization like OCPA continues to denigrate such an opportunity for the state.

4803



 
While I fully support OCPA’s notion that jealously safeguarding taxpayer dollars and ensuring that
government spending is done effectively and wisely should be one of our number one priorities, I
also recognize that organizations such as the NGA provide essential resources and services to
states and their top leaders that would not otherwise be available to them.  In Oklahoma alone, the
NGA has provided significant staff and research support and expertise on a number of initiatives
important to the state of Oklahoma and my Administration. 
 
For example and most recently, the NGA provided my office, and the offices of other governors,
essential support on my 22 multi-state natural gas vehicle development and procurement initiative
by facilitating seminars, multi-state coordination, and staff research that was essential in making
this unprecedented initiative the success it has been.  I am confident when I say that their support
was a key element of our success and that this initiative alone will save the state of Oklahoma
hundreds of thousands of taxpayer dollars that far exceed Oklahoma’s membership dues to the
NGA. 
 
In addition, the NGA has been instrumental in Oklahoma’s fight against the Affordable Care Act
by providing me with comprehensive and detailed research as it pertains to the impacts of the
legislation.  This is particularly important given the fact that the state agencies with jurisdiction
over PPACA related issues operate independently from the governor’s office.
 
NGA has proven to be an extremely valuable resource with regard to education reform policy as
well. Just last month a representative from the NGA came to speak to the annual conference of the
Oklahoma State School Board Association, her comments focused on encouraging schools to be
more efficient with the tax dollars they receive, the importance of choice and she even addressed
the positive effects of consolidation.  Furthermore, the NGA has also made government
modernization and redesign a top priority of their education and advocacy agenda and will be
hosting a national summit in December which will allow state teams to learn about best practices
and share their efforts to reform and streamline state government – an effort my office fully
supports and will be taking advantage of.
 
The NGA has also provided my staff with extensive training sessions, from policy seminars to
appointment and constituent services workshops and networking opportunities that have allowed
my staff to my staff to learn from our nation’s leading experts, which has in turn helped me make
well and fully informed decisions as they relate to Oklahoma’s wellbeing.  The NGA employs
actual experts in the policy areas they cover and more organizations would benefit from further
interaction with them.
 
Finally, the NGA has and continues to provide an effective voice for Oklahoma at the federal level,
and has consistently advocated on our behalf on a wide variety of issues such as preserving my
authority and responsibilities as the Commander-in-Chief of Oklahoma’s National Guard, the
devastating impact of sequestration, improving quality of education and providing states with the
essential flexibility it needs to meet its people’s needs and goals.
 
This is just a brief note on some of the many services the NGA provides to Oklahoma and its 40
plus member states.  I would think that OCPA would be proud of and promote Oklahoma’s
leadership in such an important and influential organization and would expect the OCPA to
provide your readers with a more honest and robust perspective and dialog surrounding the NGAs
true value.
 
Sincerely,
 
Mary
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This e-mail and any files transmitted with it may contain confidential information that is legally privileged. This information is intended
only for the use of the individuals or entities listed above. If you are not the intended recipient, you are hereby notified that any
disclosure, copying, distribution, or action taken in reliance on the contents of these documents is strictly prohibited. If you have
received this information in error, please notify the sender immediately and arrange for the return or destruction of these documents.
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From: Andrew Silvestri
To: Michelle Waddell
Subject: Re: Response to OCPA"s Comments Regarding the National Governors Association
Date: Tuesday, October 23, 2012 4:55:09 PM

Thanks!

On Oct 23, 2012, at 16:46, "Mary Fallin" <Mary.Christensen@gov.ok.gov> wrote:

Sent to everyone on the list from GMF’s computer. (Don’t respond to this, I’m logging
off her pc)
 
Hi Andrew,
 
As a board member and a long-time, trusted friend and supporter of mine, I wanted
you to be aware of OCPA’s latest hit piece (attached) on the National Governors
Association (NGA) and other state membership organizations.  As you may know, I
serve as the current vice-chair and chair-elect of the NGA.  Unfortunately, OCPA
staff seems intent on continuing to demagogue the NGA and my leadership within the
organization as a “big-government lobbying organization” without presenting the real
facts that it serves as an effective advocacy group on behalf of our nation’s governors
and state primacy.  This is the first time in history a governor from Oklahoma has
been elected to lead this organization and I am proud to join such an impressive list of
leaders such as Mike Huckabee, Tim Pawlenty and John Ashcroft.  This is an
opportunity to bring national exposure to the best practices Oklahoma has to provide
and it is embarrassing when an organization like OCPA continues to denigrate such
an opportunity for the state.
 
While I fully support OCPA’s notion that jealously safeguarding taxpayer dollars and
ensuring that government spending is done effectively and wisely should be one of
our number one priorities, I also recognize that organizations such as the NGA
provide essential resources and services to states and their top leaders that would not
otherwise be available to them.  In Oklahoma alone, the NGA has provided
significant staff and research support and expertise on a number of initiatives
important to the state of Oklahoma and my Administration. 
 
For example and most recently, the NGA provided my office, and the offices of other
governors, essential support on my 22 multi-state natural gas vehicle development and
procurement initiative by facilitating seminars, multi-state coordination, and staff
research that was essential in making this unprecedented initiative the success it has
been.  I am confident when I say that their support was a key element of our success
and that this initiative alone will save the state of Oklahoma hundreds of thousands of
taxpayer dollars that far exceed Oklahoma’s membership dues to the NGA. 
 
In addition, the NGA has been instrumental in Oklahoma’s fight against the
Affordable Care Act by providing me with comprehensive and detailed research as it
pertains to the impacts of the legislation.  This is particularly important given the fact
that the state agencies with jurisdiction over PPACA related issues operate
independently from the governor’s office.
 
NGA has proven to be an extremely valuable resource with regard to education
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reform policy as well. Just last month a representative from the NGA came to speak
to the annual conference of the Oklahoma State School Board Association, her
comments focused on encouraging schools to be more efficient with the tax dollars
they receive, the importance of choice and she even addressed the positive effects of
consolidation.  Furthermore, the NGA has also made government modernization and
redesign a top priority of their education and advocacy agenda and will be hosting a
national summit in December which will allow state teams to learn about best
practices and share their efforts to reform and streamline state government – an effort
my office fully supports and will be taking advantage of.
 
The NGA has also provided my staff with extensive training sessions, from policy
seminars to appointment and constituent services workshops and networking
opportunities that have allowed my staff to my staff to learn from our nation’s leading
experts, which has in turn helped me make well and fully informed decisions as they
relate to Oklahoma’s wellbeing.  The NGA employs actual experts in the policy areas
they cover and more organizations would benefit from further interaction with them.
 
Finally, the NGA has and continues to provide an effective voice for Oklahoma at the
federal level, and has consistently advocated on our behalf on a wide variety of issues
such as preserving my authority and responsibilities as the Commander-in-Chief of
Oklahoma’s National Guard, the devastating impact of sequestration, improving
quality of education and providing states with the essential flexibility it needs to meet
its people’s needs and goals.
 
This is just a brief note on some of the many services the NGA provides to Oklahoma
and its 40 plus member states.  I would think that OCPA would be proud of and
promote Oklahoma’s leadership in such an important and influential organization and
would expect the OCPA to provide your readers with a more honest and robust
perspective and dialog surrounding the NGAs true value.
 
Sincerely,
 
Mary

<BrandonDutcherTweet.docx>

<OCPA_StatesHaveChoiceOnMembershipOrganizations.docx>
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From: Scott Mason
To: Katie Altshuler; Denise Northrup
Subject: Re: RGA annual meeting/Federalism update
Date: Sunday, November 11, 2012 7:40:49 PM

Thanks Katie. 
Scott Mason 
Office of the Governor 
State of Oklahoma 

via AT&T BlackBerry
 
From: Katie Altshuler 
Sent: Sunday, November 11, 2012 07:03 PM
To: Denise Northrup 
Cc: Scott Mason 
Subject: Fw: RGA annual meeting/Federalism update 
 

 
From: Marie Sanderson [mailto:  
Sent: Sunday, November 11, 2012 06:54 PM
To: Adam.nordstrom >; Andrew Silvestri; Katie Altshuler 
Subject: RGA annual meeting/Federalism update 
 
Guys—
 
In an effort to make you guys aware of moving parts for the Governors’ meeting in Las Vegas, below
is a summary of your subcommittee’s report. I expect most of the policy portion to be dedicated to
Obamacare and the conversations as of late, and I do not expect governors to be asked to make a
subcommittee report. Nevertheless, I wanted to share with you what we have prepared for your
committee. Let us know if you have any questions.
 
Best,
Marie
 
 
Federalism (Fallin and Brownback)

·         This subcommittee worked with the other committees to weave themes of Federalism
throughout the language used in reports, letters and press releases. 

·         This subcommittee also has investigated potential partnerships with other organizations,
such as the National Association of Counties to evaluate unfunded mandates.

 
Marie Thomas Sanderson
Policy Director
Republican Governors Association (RGA)
MSanderson@rga.org
Republican Governors Public Policy Committee (RGPPC)
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Office (202) 464- 8556
Cell 
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From: Chris Benge
To: Katie Altshuler; Matt Robison; Gwendolyn Caldwell; "jonathan.buxton@okhouse.gov"; Sharon Caldwell

Subject: RE: RGA Letter to the President: Time to Engage on Healthcare
Date: Wednesday, November 14, 2012 3:36:48 PM

Thank you for the information Katie. Please let us know if we can do anything to help.
 
Chris
 

From: Katie Altshuler [mailto:Katie.Altshuler@gov.ok.gov] 
Sent: Wednesday, November 14, 2012 1:45 PM
To: Matt Robison; Gwendolyn Caldwell; Chris Benge; 'jonathan.buxton@okhouse.gov'; Sharon Caldwell
( )
Subject: FYI: RGA Letter to the President: Time to Engage on Healthcare
 
 
This is just an FYI …

 
FOR IMMEDIATE RELEASE
 
CONTACT
Mike Schrimpf, 202-367-839
mschrimpf@rga.org

 
RGA Letter to the President: Time to Engage on

Healthcare
RGA Chairman Governor Bob McDonnell and Governor Bobby Jindal sent a letter today to
President Obama asking him to extend the deadline for choosing a health insurance exchange
and requesting a meeting with him to discuss the many state responsibilities required under
the Patient Protection Affordable Care Act (PPACA) and the lack of guidance provide by his
Administration thus far.
 
In order to be compliant with federal guidance states must decide whether or not they will
choose to move forward with a state based healthcare exchange by November 16.  The
guidance Friday from Secretary Sebelius extends the date only for the election of a
partnership exchange, and subsequently for the federal exchange.
 
As it stands, current guidance contains numerous instances where it mentions that further
rulemaking or guidance will be issued, making it difficult for states to make the best decision
for their unique populations.  In addition, last Thursday, HHS submitted two proposed
regulations to OMB, hinting that the Administration had the information necessary for states
to make their decisions but was waiting until after the election to release. 
 
 “The lack of a complete and open rulemaking process and the deficit of information being
shared with states have created a virtual roadblock for governors, who must decipher what
type of exchange is appropriate for their state,” said RGA Chairman Bob McDonnell. “We
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are asking for the President to intervene with HHS, push the deadline and engage directly
with governors of both parties in a serious dialogue about healthcare exchanges and overall
healthcare reform in our states.” 
 
In their letter, the governors’ wrote: “As has been stated many times, before making any final
policy decisions, governors must carefully consider the short and long-term implications of
an expanded entitlement program and the consequences of significantly increasing the size of
government to manage these programs. In the near term, we need to better understand how
the federal government will implement a federal exchange as it is clear most states will not
be ready on their own.  We also have concerns about future cost shifting to states, and need
certainty as we prepare our budgets, many of which are biennial budgets.  We also remain
very concerned about the unsustainable deficits and national debt, and the reality that
imprudent implementation of PPACA will contribute dramatically to an increase in both.” 
 In August of 2011, the Republican governors submitted 31 specific solutions for Medicaid
reform to improve the delivery of service and reduce costs for the federal government and
states. When healthcare reform was discussed in 2010 and PPACA ultimately passed, no
governor was invited to provide input into the nation’s healthcare overhaul.
“The American people want Republicans and Democrats to work together to move our
country forward, and we ask the President and his Cabinet to work with governors to
honestly address the real concerns we have about the health care law and our nation’s
healthcare system as a whole,” said Governor Bobby Jindal.
 

-30-
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From: Matt Robison
To: Katie Altshuler
Cc: Jonathan Buxton
Subject: RE: RGA Letter to the President: Time to Engage on Healthcare
Date: Wednesday, November 14, 2012 2:31:07 PM

Thank you!  Please update Jonathan Buxton’s email address to

 
Matt Robison
Vice President, Government Affairs
State Chamber of Oklahoma
330 NE 10th Street
Oklahoma City, OK  73104
Phone: 405-272-4423 / Cell: 
www.okstatechamber.com
Add Me To Your Outlook Contacts
 
From: Katie Altshuler [mailto:Katie.Altshuler@gov.ok.gov] 
Sent: Wednesday, November 14, 2012 1:45 PM
To: Matt Robison; Gwendolyn Caldwell; 'Chris Benge'; 'jonathan.buxton@okhouse.gov'; Sharon Caldwell
( )
Subject: FYI: RGA Letter to the President: Time to Engage on Healthcare
 
 
This is just an FYI …

 
FOR IMMEDIATE RELEASE
 
CONTACT
Mike Schrimpf, 202-367-839
mschrimpf@rga.org

 
RGA Letter to the President: Time to Engage on

Healthcare
RGA Chairman Governor Bob McDonnell and Governor Bobby Jindal sent a letter today to
President Obama asking him to extend the deadline for choosing a health insurance exchange
and requesting a meeting with him to discuss the many state responsibilities required under
the Patient Protection Affordable Care Act (PPACA) and the lack of guidance provide by his
Administration thus far.
 
In order to be compliant with federal guidance states must decide whether or not they will
choose to move forward with a state based healthcare exchange by November 16.  The
guidance Friday from Secretary Sebelius extends the date only for the election of a
partnership exchange, and subsequently for the federal exchange.
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As it stands, current guidance contains numerous instances where it mentions that further
rulemaking or guidance will be issued, making it difficult for states to make the best decision
for their unique populations.  In addition, last Thursday, HHS submitted two proposed
regulations to OMB, hinting that the Administration had the information necessary for states
to make their decisions but was waiting until after the election to release. 
 
 “The lack of a complete and open rulemaking process and the deficit of information being
shared with states have created a virtual roadblock for governors, who must decipher what
type of exchange is appropriate for their state,” said RGA Chairman Bob McDonnell. “We
are asking for the President to intervene with HHS, push the deadline and engage directly
with governors of both parties in a serious dialogue about healthcare exchanges and overall
healthcare reform in our states.” 
 
In their letter, the governors’ wrote: “As has been stated many times, before making any final
policy decisions, governors must carefully consider the short and long-term implications of
an expanded entitlement program and the consequences of significantly increasing the size of
government to manage these programs. In the near term, we need to better understand how
the federal government will implement a federal exchange as it is clear most states will not
be ready on their own.  We also have concerns about future cost shifting to states, and need
certainty as we prepare our budgets, many of which are biennial budgets.  We also remain
very concerned about the unsustainable deficits and national debt, and the reality that
imprudent implementation of PPACA will contribute dramatically to an increase in both.” 
 In August of 2011, the Republican governors submitted 31 specific solutions for Medicaid
reform to improve the delivery of service and reduce costs for the federal government and
states. When healthcare reform was discussed in 2010 and PPACA ultimately passed, no
governor was invited to provide input into the nation’s healthcare overhaul.
“The American people want Republicans and Democrats to work together to move our
country forward, and we ask the President and his Cabinet to work with governors to
honestly address the real concerns we have about the health care law and our nation’s
healthcare system as a whole,” said Governor Bobby Jindal.
 

-30-
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From: Sharon Caldwell
To: Katie Altshuler
Subject: RE: RGA Letter to the President: Time to Engage on Healthcare
Date: Wednesday, November 14, 2012 1:54:00 PM

Thanks!  Is it ok to share this?

 

From: Katie Altshuler [mailto:Katie.Altshuler@gov.ok.gov] 
Sent: Wednesday, November 14, 2012 1:45 PM
To: Matt Robison; Gwendolyn Caldwell; 'Chris Benge'; 'jonathan.buxton@okhouse.gov'; Sharon Caldwell
Subject: FYI: RGA Letter to the President: Time to Engage on Healthcare
 
 
This is just an FYI …

 
FOR IMMEDIATE RELEASE
 
CONTACT
Mike Schrimpf, 202-367-839
mschrimpf@rga.org

 
RGA Letter to the President: Time to Engage on

Healthcare
RGA Chairman Governor Bob McDonnell and Governor Bobby Jindal sent a letter today to
President Obama asking him to extend the deadline for choosing a health insurance exchange
and requesting a meeting with him to discuss the many state responsibilities required under
the Patient Protection Affordable Care Act (PPACA) and the lack of guidance provide by his
Administration thus far.
 
In order to be compliant with federal guidance states must decide whether or not they will
choose to move forward with a state based healthcare exchange by November 16.  The
guidance Friday from Secretary Sebelius extends the date only for the election of a
partnership exchange, and subsequently for the federal exchange.
 
As it stands, current guidance contains numerous instances where it mentions that further
rulemaking or guidance will be issued, making it difficult for states to make the best decision
for their unique populations.  In addition, last Thursday, HHS submitted two proposed
regulations to OMB, hinting that the Administration had the information necessary for states
to make their decisions but was waiting until after the election to release. 
 
 “The lack of a complete and open rulemaking process and the deficit of information being
shared with states have created a virtual roadblock for governors, who must decipher what
type of exchange is appropriate for their state,” said RGA Chairman Bob McDonnell. “We
are asking for the President to intervene with HHS, push the deadline and engage directly
with governors of both parties in a serious dialogue about healthcare exchanges and overall
healthcare reform in our states.” 
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In their letter, the governors’ wrote: “As has been stated many times, before making any final
policy decisions, governors must carefully consider the short and long-term implications of
an expanded entitlement program and the consequences of significantly increasing the size of
government to manage these programs. In the near term, we need to better understand how
the federal government will implement a federal exchange as it is clear most states will not
be ready on their own.  We also have concerns about future cost shifting to states, and need
certainty as we prepare our budgets, many of which are biennial budgets.  We also remain
very concerned about the unsustainable deficits and national debt, and the reality that
imprudent implementation of PPACA will contribute dramatically to an increase in both.” 
 In August of 2011, the Republican governors submitted 31 specific solutions for Medicaid
reform to improve the delivery of service and reduce costs for the federal government and
states. When healthcare reform was discussed in 2010 and PPACA ultimately passed, no
governor was invited to provide input into the nation’s healthcare overhaul.
“The American people want Republicans and Democrats to work together to move our
country forward, and we ask the President and his Cabinet to work with governors to
honestly address the real concerns we have about the health care law and our nation’s
healthcare system as a whole,” said Governor Bobby Jindal.
 

-30-
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From: Cox-Kain, Julie
To: Katie Altshuler
Subject: RE: RGA Letter to the President: Time to Engage on Healthcare
Date: Wednesday, November 14, 2012 3:52:03 PM

Yes, thanks
 

From: Katie Altshuler [mailto:Katie.Altshuler@gov.ok.gov] 
Sent: Wednesday, November 14, 2012 1:41 PM
To: Cox-Kain, Julie
Subject: FW: RGA Letter to the President: Time to Engage on Healthcare
 
I think you are already on this email list, yes?
 
Katie Altshuler, Policy Director
Office of Governor Mary Fallin
2300 North Lincoln Boulevard, Suite 212
Oklahoma City, Oklahoma 73105
405.521.2342
katie.altshuler@gov.ok.gov

 
 

From: Marie Sanderson [mailto:  
Sent: Wednesday, November 14, 2012 1:40 PM
To: Marie Sanderson
Cc: Dustin Huffman
Subject: FW: RGA Letter to the President: Time to Engage on Healthcare
 
FYI.
 
Thank you,
Marie
 
 
Marie Thomas Sanderson
Policy Director
Republican Governors Association (RGA)
MSanderson@rga.org
Republican Governors Public Policy Committee (RGPPC)

Office (202) 464- 8556
Cell (
 
 
 

From: Mike Schrimpf 
Sent: Wednesday, November 14, 2012 1:37 PM
To: Mike Schrimpf
Subject: RGA Letter to the President: Time to Engage on Healthcare
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FOR IMMEDIATE RELEASE
 
CONTACT
Mike Schrimpf, 202-367-839
mschrimpf@rga.org

 
RGA Letter to the President: Time to Engage on

Healthcare
RGA Chairman Governor Bob McDonnell and Governor Bobby Jindal sent a letter today to
President Obama asking him to extend the deadline for choosing a health insurance exchange
and requesting a meeting with him to discuss the many state responsibilities required under
the Patient Protection Affordable Care Act (PPACA) and the lack of guidance provide by his
Administration thus far.
 
In order to be compliant with federal guidance states must decide whether or not they will
choose to move forward with a state based healthcare exchange by November 16.  The
guidance Friday from Secretary Sebelius extends the date only for the election of a
partnership exchange, and subsequently for the federal exchange.
 
As it stands, current guidance contains numerous instances where it mentions that further
rulemaking or guidance will be issued, making it difficult for states to make the best decision
for their unique populations.  In addition, last Thursday, HHS submitted two proposed
regulations to OMB, hinting that the Administration had the information necessary for states
to make their decisions but was waiting until after the election to release. 
 
 “The lack of a complete and open rulemaking process and the deficit of information being
shared with states have created a virtual roadblock for governors, who must decipher what
type of exchange is appropriate for their state,” said RGA Chairman Bob McDonnell. “We
are asking for the President to intervene with HHS, push the deadline and engage directly
with governors of both parties in a serious dialogue about healthcare exchanges and overall
healthcare reform in our states.” 
 
In their letter, the governors’ wrote: “As has been stated many times, before making any final
policy decisions, governors must carefully consider the short and long-term implications of
an expanded entitlement program and the consequences of significantly increasing the size of
government to manage these programs. In the near term, we need to better understand how
the federal government will implement a federal exchange as it is clear most states will not
be ready on their own.  We also have concerns about future cost shifting to states, and need
certainty as we prepare our budgets, many of which are biennial budgets.  We also remain
very concerned about the unsustainable deficits and national debt, and the reality that
imprudent implementation of PPACA will contribute dramatically to an increase in both.” 
 In August of 2011, the Republican governors submitted 31 specific solutions for Medicaid
reform to improve the delivery of service and reduce costs for the federal government and
states. When healthcare reform was discussed in 2010 and PPACA ultimately passed, no
governor was invited to provide input into the nation’s healthcare overhaul.
“The American people want Republicans and Democrats to work together to move our

4817



country forward, and we ask the President and his Cabinet to work with governors to
honestly address the real concerns we have about the health care law and our nation’s
healthcare system as a whole,” said Governor Bobby Jindal.
 

-30-
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From: Seth Levey
To: Debbie Hohlt; Marie Sanderson; "Marie Sanderson"; vmariethomas
Cc: Cindy.Sims@alaska.gov; john.katz@alaska.gov; russ.kelly@alaska.gov; lgromis@aol.com; macarter32@aol.com;

RSerote@az.gov; Adam.nordstrom ; brian.mcmanus2 ;
JohnPatrick.Walsh ; Rob.Jakubik ; bfulenwider@georgia.gov;
ehames@georgia.gov; brandymarty03  chiproytexas ; dhiowa ;
jabot10 ; janelcausey ; jboeyink34 ; travisrichmond ;
wkloiber ; David.Hensley@gov.idaho.gov; jkreizenbeck@gov.idaho.gov;
Tammy.Perkins@gov.idaho.gov; Andrew Silvestri; Katie Altshuler; JamieShuster@gov.sc.gov;
tedpitts@gov.sc.gov; hedgcockm@gov.state.la.us; bob.schwaneberg@gov.state.nj.us;
Dona.DeLeon@gov.state.nj.us; marissa.watkins@gov.state.nj.us; Wayne.Hasenbalg@gov.state.nj.us;
Honor.Ingels@governor.alabama.gov; "Candice Whitfield"; Jeannemarie.Davis@governor.virginia.gov;
kristi.craig@governor.virginia.gov; Michael.DiSabato@governor.virginia.gov; sirena.ramirez@guam.gov;
griffin ; wstruble ; wags@la.gov; Renee.Fargason@laspbs.state.fl.us;
kristacarman ; Will.Kinzel@mail.house.gov; mary.mayhew@maine.gov;
brandi white@mcconnell.senate.gov; Lanier Swann@mcconnell.senate.gov; blackwellr2@michigan.gov;
chadderdona@michigan.gov; mcbrideb@michigan.gov; muchmored@michigan.gov; tomichz@michigan.gov;
brian  ryan ; nguillemard ; sarah.echols ; Mike Schrimpf;
Lindsay Russell; ts ; Bkanzeg ; aparis@state.pa.us; jbranstett@state.pa.us;
jmcallahan@state.pa.us; ktartaglia@state.pa.us; rebmyers@state.pa.us; Jim.Soyer@state.sd.us;
MKennicott ; Mark.Cate@tn.gov; Will.Cromer@tn.gov; Bnutt
RSPENDLOVE@utah.gov; bill.kloiber@wisconsin.gov; Carol.Statkus@wyo.gov; michelle.dynes@wyo.gov;
katyoder 99 ; pjpgator ; ","; "Moore, Brian, GOV"; lauren.kintner@nebraska.gov; ",";
"Rojas, Elizabeth"; "Lowell Arye"; "Jonathan Ringo"; "Stafford Olivia Palmieri"; shawn.reese@wyo.gov

Subject: RE: RGPPC Conference call Monday 10:30 AM EST
Date: Monday, August 22, 2011 10:59:45 AM

Mississippi, Arizona, Iowa, Wyoming, Utah, Alaska, and Pennsylvania

-----Original Message-----
From: Debbie Hohlt [mailto
Sent: Monday, August 22, 2011 10:56 AM
To: Marie Sanderson; 'Marie Sanderson'; vmariethomas
Cc: Cindy.Sims@alaska.gov; john.katz@alaska.gov; russ.kelly@alaska.gov; lgromis ;
macarter32 ; RSerote@az.gov; Adam.nordstrom ;
brian.mcmanus2 ; JohnPatrick.Walsh ;
Rob.Jakubik ; bfulenwider@georgia.gov; ehames@georgia.gov;
brandymarty03 ; chiproytexas ; dhiowa ; jabot10
janelcausey ; jboeyink34 ; travisrichmond ; wkloiber ;
David.Hensley@gov.idaho.gov; jkreizenbeck@gov.idaho.gov; Tammy.Perkins@gov.idaho.gov;
Andrew.Silvestri@gov.ok.gov; Katie.Altshuler@gov.ok.gov; JamieShuster@gov.sc.gov;
tedpitts@gov.sc.gov; hedgcockm@gov.state.la.us; bob.schwaneberg@gov.state.nj.us;
Dona.DeLeon@gov.state.nj.us; marissa.watkins@gov.state.nj.us; Wayne.Hasenbalg@gov.state.nj.us;
Honor.Ingels@governor.alabama.gov; 'Candice Whitfield'; Jeannemarie.Davis@governor.virginia.gov;
kristi.craig@governor.virginia.gov; Michael.DiSabato@governor.virginia.gov; sirena.ramirez@guam.gov;
griffin ; wstruble ; wags@la.gov; Renee.Fargason@laspbs.state.fl.us;
kristacarman ; Will.Kinzel@mail.house.gov; mary.mayhew@maine.gov;
brandi_white@mcconnell.senate.gov; Lanier_Swann@mcconnell.senate.gov; blackwellr2@michigan.gov;
chadderdona@michigan.gov; mcbrideb@michigan.gov; muchmored@michigan.gov;
tomichz@michigan.gov; brian ; ryan ; nguillemard
sarah.echols ; Mike Schrimpf; Lindsay Russell; Seth Levey; ts ;
Bkanzeg ; aparis@state.pa.us; jbranstett@state.pa.us; jmcallahan@state.pa.us;
ktartaglia@state.pa.us; rebmyers@state.pa.us; Jim.Soyer@state.sd.us; MKennicott ;
Mark.Cate@tn.gov; Will.Cromer@tn.gov; Bnutt ; RSPENDLOVE@utah.gov;
bill.kloiber@wisconsin.gov; Carol.Statkus@wyo.gov; michelle.dynes@wyo.gov; katyoder_99 ;
pjpgator ; ','; 'Moore, Brian, GOV'; lauren.kintner@nebraska.gov; ','; 'Rojas, Elizabeth';
'Lowell Arye'; 'Jonathan Ringo'; 'Stafford Olivia Palmieri'; shawn.reese@wyo.gov
Subject: RE: RGPPC Conference call Monday 10:30 AM EST

What states are on the EPA letter to date?

Deborah Hohlt
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202-624-1474 (office)
 (cell)

-----Original Message-----
From: Marie Sanderson [mailto:
Sent: Sunday, August 21, 2011 11:05 PM
To: Marie Sanderson; Marie Sanderson; vmariethomas
Cc: Cindy.Sims@alaska.gov; john.katz@alaska.gov; russ.kelly@alaska.gov;
lgromis  macarter32 ; RSerote@az.gov;
Adam.nordstrom ; brian.mcmanus2
JohnPatrick.Walsh ; Rob.Jakubik
bfulenwider@georgia.gov; ehames@georgia.gov; brandymarty03 ;
chiproytexas  dhiowa ; jabot10 ;
janelcausey ; jboeyink34 ; travisrichmond ;
wkloiber ; David.Hensley@gov.idaho.gov; jkreizenbeck@gov.idaho.gov;
Tammy.Perkins@gov.idaho.gov; Andrew.Silvestri@gov.ok.gov;
Katie.Altshuler@gov.ok.gov; JamieShuster@gov.sc.gov; tedpitts@gov.sc.gov;
hedgcockm@gov.state.la.us; bob.schwaneberg@gov.state.nj.us;
Dona.DeLeon@gov.state.nj.us; marissa.watkins@gov.state.nj.us;
Wayne.Hasenbalg@gov.state.nj.us; Honor.Ingels@governor.alabama.gov; Candice
Whitfield; Jeannemarie.Davis@governor.virginia.gov;
kristi.craig@governor.virginia.gov; Michael.DiSabato@governor.virginia.gov;
sirena.ramirez@guam.gov; debbie ; griffin ;
wstruble ; wags@la.gov; Renee.Fargason@laspbs.state.fl.us;
kristacarman ; Will.Kinzel@mail.house.gov; mary.mayhew@maine.gov;
brandi_white@mcconnell.senate.gov; Lanier_Swann@mcconnell.senate.gov;
blackwellr2@michigan.gov; chadderdona@michigan.gov; mcbrideb@michigan.gov;
muchmored@michigan.gov; tomichz@michigan.gov; brian ;
ryan ; nguillemard  sarah.echols ; Mike
Schrimpf; Lindsay Russell; Seth Levey; ts ;
Bkanzeg ; aparis@state.pa.us; jbranstett@state.pa.us;
jmcallahan@state.pa.us; ktartaglia@state.pa.us; rebmyers@state.pa.us;
Jim.Soyer@state.sd.us; MKennicott ; Mark.Cate@tn.gov;
Will.Cromer@tn.gov; Bnutt ; RSPENDLOVE@utah.gov;
bill.kloiber@wisconsin.gov; Carol.Statkus@wyo.gov; michelle.dynes@wyo.gov;
katyoder_99 ; pjpgator ; ,; Moore, Brian, GOV;
lauren.kintner@nebraska.gov; ,; Rojas, Elizabeth; Lowell Arye; Jonathan
Ringo; Stafford Olivia Palmieri; shawn.reese@wyo.gov
Subject: RGPPC Conference call Monday 10:30 AM EST

We will have our RGPPC policy call Monday morning at 10:30 AM EST.

Agenda and notes below:

Access code:  

Agenda:

1. Roll Call: Marie (MS)

2.  RGPPC Update: Marie (MS)

-- RGPPC Healthcare Summit- Save the date:  August 29 and 30th. Everyone
should be registered. We have over 70 governors staff registered...thank
you!   Should you have any questions about the event, please email

  Questions regarding your flights and hotels should be
directed to   Please advise your staff to bring plenty of
business cards for our networking session.
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--  Healthcare Survey-  Attached is a healthcare survey we'd like staff
attending to fill out and send back to us. We'd like to share these comments
with our panelists to ensure we are providing you the information you want
to hear.  If you'll allow us to attribute your comments to you or your
state, we will publish this document for our networking session to enhance
your ability to meet think tanks, other states, and private sector entities
that have similiar issues or can offer assistance to your needs.

-- Healthcare task force- next conference call on RGPPC broader
document/report will be on Tuesday, August 23 at 5:00 PM EST. We will begin
approval process.  Final approval due Friday, August 26 at NOON EDT.  *** A
new copy with all of your edits will be sent Tuesday.

-- Energy Effort:  Your Chief of Staffs received the attached letters from
Governor Mead's office on Sunday.  RGPPC will be working with Governor Mead
and other interested governors in facilitating regular conversations with
governors on energy policy.  We also are planning three RGPPC Energy
summits, similar to our upcoming healthcare summit in DC. Please email Seth
at  if your governor would like to sign the letter,
attached, to Adminstrator Jackson or if you have any questions. Deadline is
COB, Wed, August 24. Governor Mead's policy director Shawn Reese also is
reached at Shawn.Reese@wyo.gov

-- Best practices:  we are still writing best practices reports. Please take
the time to let us know what to feature in your state. Send us your
"accomplishments" press releases.  Direct us to any useful websites.  Again,
we will write your state's chapter/section and then send it to you to edit.
We will continue to feature 2 states a week on certain issues. Thanks in
advance for your cooperation in getting those proofed!   These reports will
be available on RGPPC.com.

-- Other Issues?:  Moving forward into other issues:  we'd like to move into
transportation, education and regulatory issues if there is enough interest
from the group to do so.  If your governor/you would like to lead on those
issues or another issue, please let us know.  We are striving to put
together leaderships teams on various issues.

3. House Update: Will (Speaker Boehner)

4. Senate Update:  Lanier (Leader McConnell)

5. NGA  Update: Lauren (NE)----Healthcare Exchange Conference Sept 8-9

6.  Other business?

Thanks to all-  mts

*****

Marie Thomas Sanderson
Republican Governors Public Policy Committee (RGPPC) 
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From: Debbie Hohlt
To: "Marie Sanderson"; "Marie Sanderson"; vmariethomas
Cc: Cindy.Sims@alaska.gov; john.katz@alaska.gov; russ.kelly@alaska.gov; lgromis  macarter32

RSerote@az.gov; Adam.nordstrom ; brian.mcmanus2 ;
JohnPatrick.Walsh ; Rob.Jakubik ; bfulenwider@georgia.gov;
ehames@georgia.gov; brandymarty03 ; chiproytexas ; dhiowa ;
jabot10  janelcausey ; jboeyink34 travisrichmond ;
wkloiber ; David.Hensley@gov.idaho.gov; jkreizenbeck@gov.idaho.gov;
Tammy.Perkins@gov.idaho.gov; Andrew Silvestri; Katie Altshuler; JamieShuster@gov.sc.gov;
tedpitts@gov.sc.gov; hedgcockm@gov.state.la.us; bob.schwaneberg@gov.state.nj.us;
Dona.DeLeon@gov.state.nj.us; marissa.watkins@gov.state.nj.us; Wayne.Hasenbalg@gov.state.nj.us;
Honor.Ingels@governor.alabama.gov; "Candice Whitfield"; Jeannemarie.Davis@governor.virginia.gov;
kristi.craig@governor.virginia.gov; Michael.DiSabato@governor.virginia.gov; sirena.ramirez@guam.gov;
griffin ; wstruble ; wags@la.gov; Renee.Fargason@laspbs.state.fl.us;
kristacarman ; Will.Kinzel@mail.house.gov; mary.mayhew@maine.gov;
brandi white@mcconnell.senate.gov; Lanier Swann@mcconnell.senate.gov; blackwellr2@michigan.gov;
chadderdona@michigan.gov; mcbrideb@michigan.gov; muchmored@michigan.gov; tomichz@michigan.gov;
brian ; ryan ; nguillemard ; sarah.echols ; "Mike Schrimpf";
"Lindsay Russell"; "Seth Levey"; ts ; Bkanzeg  aparis@state.pa.us;
jbranstett@state.pa.us; jmcallahan@state.pa.us; ktartaglia@state.pa.us; rebmyers@state.pa.us;
Jim.Soyer@state.sd.us; MKennicott ; Mark.Cate@tn.gov; Will.Cromer@tn.gov;
Bnutt ; RSPENDLOVE@utah.gov; bill.kloiber@wisconsin.gov;
Carol.Statkus@wyo.gov; michelle.dynes@wyo.gov; katyoder 99 ; pjpgator ; ",";
"Moore, Brian, GOV"; lauren.kintner@nebraska.gov; ","; "Rojas, Elizabeth"; "Lowell Arye"; "Jonathan Ringo";
"Stafford Olivia Palmieri"; shawn.reese@wyo.gov

Subject: RE: RGPPC Conference call Monday 10:30 AM EST
Date: Monday, August 22, 2011 9:56:34 AM

What states are on the EPA letter to date?

Deborah Hohlt
202-624-1474 (office)

 (cell)

-----Original Message-----
From: Marie Sanderson [mailto:
Sent: Sunday, August 21, 2011 11:05 PM
To: Marie Sanderson; Marie Sanderson; vmariethomas
Cc: Cindy.Sims@alaska.gov; john.katz@alaska.gov; russ.kelly@alaska.gov;
lgromis ; macarter32 ; RSerote@az.gov;
Adam.nordstrom ; brian.mcmanus2 ;
JohnPatrick.Walsh  Rob.Jakubik ;
bfulenwider@georgia.gov; ehames@georgia.gov; brandymarty03
chiproytexas ; dhiowa ; jabot10 ;
janelcausey ; jboeyink34 ; travisrichmond ;
wkloiber  David.Hensley@gov.idaho.gov; jkreizenbeck@gov.idaho.gov;
Tammy.Perkins@gov.idaho.gov; Andrew.Silvestri@gov.ok.gov;
Katie.Altshuler@gov.ok.gov; JamieShuster@gov.sc.gov; tedpitts@gov.sc.gov;
hedgcockm@gov.state.la.us; bob.schwaneberg@gov.state.nj.us;
Dona.DeLeon@gov.state.nj.us; marissa.watkins@gov.state.nj.us;
Wayne.Hasenbalg@gov.state.nj.us; Honor.Ingels@governor.alabama.gov; Candice
Whitfield; Jeannemarie.Davis@governor.virginia.gov;
kristi.craig@governor.virginia.gov; Michael.DiSabato@governor.virginia.gov;
sirena.ramirez@guam.gov; debbie ; griffin ;
wstruble ; wags@la.gov; Renee.Fargason@laspbs.state.fl.us;
kristacarman ; Will.Kinzel@mail.house.gov; mary.mayhew@maine.gov;
brandi_white@mcconnell.senate.gov; Lanier_Swann@mcconnell.senate.gov;
blackwellr2@michigan.gov; chadderdona@michigan.gov; mcbrideb@michigan.gov;
muchmored@michigan.gov; tomichz@michigan.gov; brian ;
ryan ; nguillemard ; sarah.echols ; Mike
Schrimpf; Lindsay Russell; Seth Levey; ts
Bkanzeg ; aparis@state.pa.us; jbranstett@state.pa.us;
jmcallahan@state.pa.us; ktartaglia@state.pa.us; rebmyers@state.pa.us;
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Jim.Soyer@state.sd.us; MKennicott@susana2010.com; Mark.Cate@tn.gov;
Will.Cromer@tn.gov; Bnutt ; RSPENDLOVE@utah.gov;
bill.kloiber@wisconsin.gov; Carol.Statkus@wyo.gov; michelle.dynes@wyo.gov;
katyoder_99  pjpgator ; ,; Moore, Brian, GOV;
lauren.kintner@nebraska.gov; ,; Rojas, Elizabeth; Lowell Arye; Jonathan
Ringo; Stafford Olivia Palmieri; shawn.reese@wyo.gov
Subject: RGPPC Conference call Monday 10:30 AM EST

We will have our RGPPC policy call Monday morning at 10:30 AM EST.

Agenda and notes below:

Access code:  

Agenda:

1. Roll Call: Marie (MS)

2.  RGPPC Update: Marie (MS)

-- RGPPC Healthcare Summit- Save the date:  August 29 and 30th. Everyone
should be registered. We have over 70 governors staff registered...thank
you!   Should you have any questions about the event, please email

  Questions regarding your flights and hotels should be
directed to   Please advise your staff to bring plenty of
business cards for our networking session.

--  Healthcare Survey-  Attached is a healthcare survey we'd like staff
attending to fill out and send back to us. We'd like to share these comments
with our panelists to ensure we are providing you the information you want
to hear.  If you'll allow us to attribute your comments to you or your
state, we will publish this document for our networking session to enhance
your ability to meet think tanks, other states, and private sector entities
that have similiar issues or can offer assistance to your needs.

-- Healthcare task force- next conference call on RGPPC broader
document/report will be on Tuesday, August 23 at 5:00 PM EST. We will begin
approval process.  Final approval due Friday, August 26 at NOON EDT.  *** A
new copy with all of your edits will be sent Tuesday.

-- Energy Effort:  Your Chief of Staffs received the attached letters from
Governor Mead's office on Sunday.  RGPPC will be working with Governor Mead
and other interested governors in facilitating regular conversations with
governors on energy policy.  We also are planning three RGPPC Energy
summits, similar to our upcoming healthcare summit in DC. Please email Seth
at  if your governor would like to sign the letter,
attached, to Adminstrator Jackson or if you have any questions. Deadline is
COB, Wed, August 24. Governor Mead's policy director Shawn Reese also is
reached at Shawn.Reese@wyo.gov

-- Best practices:  we are still writing best practices reports. Please take
the time to let us know what to feature in your state. Send us your
"accomplishments" press releases.  Direct us to any useful websites.  Again,
we will write your state's chapter/section and then send it to you to edit.
We will continue to feature 2 states a week on certain issues. Thanks in
advance for your cooperation in getting those proofed!   These reports will
be available on RGPPC.com.
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-- Other Issues?:  Moving forward into other issues:  we'd like to move into
transportation, education and regulatory issues if there is enough interest
from the group to do so.  If your governor/you would like to lead on those
issues or another issue, please let us know.  We are striving to put
together leaderships teams on various issues.

3. House Update: Will (Speaker Boehner)

4. Senate Update:  Lanier (Leader McConnell)

5. NGA  Update: Lauren (NE)----Healthcare Exchange Conference Sept 8-9

6.  Other business?

Thanks to all-  mts

*****

Marie Thomas Sanderson
Republican Governors Public Policy Committee (RGPPC) 
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From: Marie Sanderson
To: Katie Altshuler
Cc: Andrew Silvestri
Subject: RE: RGPPC Conference call Monday 10:30 AM EST
Date: Monday, August 22, 2011 8:53:17 AM

ok  thanks-- please see the survey attached to the email-- if you'll fill it out. Also, the edited healthcare
doc will be sent tuesday AM for final approval by Friday. If you can get your guys ready for that.

Thanks,
marie

Marie Thomas Sanderson
Republican Governors Public Policy Committee (RGPPC)

________________________________________
From: Katie Altshuler [Katie.Altshuler@gov.ok.gov]
Sent: Monday, August 22, 2011 6:17 AM
To: Marie Sanderson
Cc: Andrew Silvestri
Subject: Re: RGPPC Conference call Monday 10:30 AM EST

Andrew and I will be in a mtg and will miss the call. Thanks, Katie

----- Original Message -----
From: Marie Sanderson [mailto:
Sent: Sunday, August 21, 2011 10:04 PM
To: Marie Sanderson <  Marie Sanderson
<msanderson@governor.state.ms.us>; vmariethomas  <
Cc: Cindy.Sims@alaska.gov <Cindy.Sims@alaska.gov>; john.katz@alaska.gov <john.katz@alaska.gov>;
russ.kelly@alaska.gov <russ.kelly@alaska.gov>; lgromis@
macarter32@  RSerote@az.gov <RSerote@az.gov>;
Adam.nordstrom@  brian.mcmanus2
<brian.mcmanus2 >; JohnPatrick.Walsh
<JohnPatrick.Walsh >; Rob.Jakubik
<Rob.Jakubik >; bfulenwider@georgia.gov <bfulenwider@georgia.gov>;
ehames@georgia.gov <ehames@georgia.gov>; brandymarty03
<brandymarty03 ; chiproytexas@
dhiowa@ ; jabot10@
janelcausey@  jboeyink34@
travisrichmond@  wkloiber@
David.Hensley@gov.idaho.gov <David.Hensley@gov.idaho.gov>; jkreizenbeck@gov.idaho.gov
<jkreizenbeck@gov.idaho.gov>; Tammy.Perkins@gov.idaho.gov <Tammy.Perkins@gov.idaho.gov>;
Andrew Silvestri; Katie Altshuler; JamieShuster@gov.sc.gov <JamieShuster@gov.sc.gov>;
tedpitts@gov.sc.gov <tedpitts@gov.sc.gov>; hedgcockm@gov.state.la.us
<hedgcockm@gov.state.la.us>; bob.schwaneberg@gov.state.nj.us
<bob.schwaneberg@gov.state.nj.us>; Dona.DeLeon@gov.state.nj.us <Dona.DeLeon@gov.state.nj.us>;
marissa.watkins@gov.state.nj.us <marissa.watkins@gov.state.nj.us>; Wayne.Hasenbalg@gov.state.nj.us
<Wayne.Hasenbalg@gov.state.nj.us>; Honor.Ingels@governor.alabama.gov
<Honor.Ingels@governor.alabama.gov>; Candice Whitfield <CWhitfield@governor.state.ms.us>;
Jeannemarie.Davis@governor.virginia.gov <Jeannemarie.Davis@governor.virginia.gov>;
kristi.craig@governor.virginia.gov <kristi.craig@governor.virginia.gov>;
Michael.DiSabato@governor.virginia.gov <Michael.DiSabato@governor.virginia.gov>;
sirena.ramirez@guam.gov <sirena.ramirez@guam.gov>; debbie@
griffin@  wstruble@  wags@la.gov
<wags@la.gov>; Renee.Fargason@laspbs.state.fl.us <Renee.Fargason@laspbs.state.fl.us>;
kristacarman@  Will.Kinzel@mail.house.gov
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<Will.Kinzel@mail.house.gov>; mary.mayhew@maine.gov <mary.mayhew@maine.gov>;
brandi_white@mcconnell.senate.gov <brandi_white@mcconnell.senate.gov>;
Lanier_Swann@mcconnell.senate.gov <Lanier_Swann@mcconnell.senate.gov>;
blackwellr2@michigan.gov <blackwellr2@michigan.gov>; chadderdona@michigan.gov
<chadderdona@michigan.gov>; mcbrideb@michigan.gov <mcbrideb@michigan.gov>;
muchmored@michigan.gov <muchmored@michigan.gov>; tomichz@michigan.gov
<tomichz@michigan.gov>; brian@  ryan
<ryan >; nguillemard@  sarah.echols
<sarah.echols >; Mike Schrimpf <mschrimpf@RGA.ORG>; Lindsay Russell
<  Seth Levey <  ts@
Bkanzeg@  aparis@state.pa.us <aparis@state.pa.us>;
jbranstett@state.pa.us <jbranstett@state.pa.us>; jmcallahan@state.pa.us <jmcallahan@state.pa.us>;
ktartaglia@state.pa.us <ktartaglia@state.pa.us>; rebmyers@state.pa.us <rebmyers@state.pa.us>;
Jim.Soyer@state.sd.us <Jim.Soyer@state.sd.us>; MKennicott
<MKennicott >; Mark.Cate@tn.gov <Mark.Cate@tn.gov>; Will.Cromer@tn.gov
<Will.Cromer@tn.gov>; Bnutt@
RSPENDLOVE@utah.gov <RSPENDLOVE@utah.gov>; bill.kloiber@wisconsin.gov
<bill.kloiber@wisconsin.gov>; Carol.Statkus@wyo.gov <Carol.Statkus@wyo.gov>;
michelle.dynes@wyo.gov <michelle.dynes@wyo.gov>; katyoder_99
<katyoder_99 ; pjpgator@  ,
<wendy.riemann@wisconsin.gov>; Moore, Brian, GOV <Brian.Moore@state.nm.us>;
lauren.kintner@nebraska.gov <lauren.kintner@nebraska.gov>; , <heather.brakes@alaska.gov>; Rojas,
Elizabeth >; Lowell Arye <Lowell.Arye@gov.state.nj.us>; Jonathan
Ringo <ringo@GOV.STATE.LA.US>; Stafford Olivia Palmieri <palmieris@GOV.STATE.LA.US>;
shawn.reese@wyo.gov <shawn.reese@wyo.gov>
Subject: RGPPC Conference call Monday 10:30 AM EST

We will have our RGPPC policy call Monday morning at 10:30 AM EST.

Agenda and notes below:

Access code:  

Agenda:

1. Roll Call: Marie (MS)

2.  RGPPC Update: Marie (MS)

-- RGPPC Healthcare Summit- Save the date:  August 29 and 30th. Everyone should be registered. We
have over 70 governors staff registered...thank you!   Should you have any questions about the event,
please email   Questions regarding your flights and hotels should be directed to

  Please advise your staff to bring plenty of business cards for our networking
session.

--  Healthcare Survey-  Attached is a healthcare survey we'd like staff attending to fill out and send back
to us. We'd like to share these comments with our panelists to ensure we are providing you the
information you want to hear.  If you'll allow us to attribute your comments to you or your state, we will
publish this document for our networking session to enhance your ability to meet think tanks, other
states, and private sector entities that have similiar issues or can offer assistance to your needs.

-- Healthcare task force- next conference call on RGPPC broader document/report will be on Tuesday,
August 23 at 5:00 PM EST. We will begin approval process.  Final approval due Friday, August 26 at
NOON EDT.  *** A new copy with all of your edits will be sent Tuesday.

-- Energy Effort:  Your Chief of Staffs received the attached letters from Governor Mead's office on
Sunday.  RGPPC will be working with Governor Mead and other interested governors in facilitating
regular conversations with governors on energy policy.  We also are planning three RGPPC Energy
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summits, similar to our upcoming healthcare summit in DC. Please email Seth at  if
your governor would like to sign the letter, attached, to Adminstrator Jackson or if you have any
questions. Deadline is COB, Wed, August 24. Governor Mead's policy director Shawn Reese also is
reached at Shawn.Reese@wyo.gov

-- Best practices:  we are still writing best practices reports. Please take the time to let us know what to
feature in your state. Send us your "accomplishments" press releases.  Direct us to any useful
websites.  Again, we will write your state's chapter/section and then send it to you to edit. We will
continue to feature 2 states a week on certain issues. Thanks in advance for your cooperation in getting
those proofed!   These reports will be available on RGPPC.com.

-- Other Issues?:  Moving forward into other issues:  we'd like to move into transportation, education
and regulatory issues if there is enough interest from the group to do so.  If your governor/you would
like to lead on those issues or another issue, please let us know.  We are striving to put together
leaderships teams on various issues.

3. House Update: Will (Speaker Boehner)

4. Senate Update:  Lanier (Leader McConnell)

5. NGA  Update: Lauren (NE)----Healthcare Exchange Conference Sept 8-9

6.  Other business?

Thanks to all-  mts

*****

Marie Thomas Sanderson
Republican Governors Public Policy Committee (RGPPC)
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From: Andrew Silvestri
To: Seth Levey; Debbie Hohlt; Marie Sanderson; "Marie Sanderson"; vmariethomas
Cc: Cindy.Sims@alaska.gov; john.katz@alaska.gov; russ.kelly@alaska.gov; lgromis ; macarter32 ;

RSerote@az.gov; Adam.nordstrom ; brian.mcmanus2 ;
JohnPatrick.Walsh@eog.myflorida.com; Rob.Jakubik@eog.myflorida.com; bfulenwider@georgia.gov;
ehames@georgia.gov; brandymarty03 ; chiproytexas ; dhiowa@ ;
jabot10@ ; janelcausey ; jboeyink34 ; travisrichmond@ ;
wkloibe ; David.Hensley@gov.idaho.gov; jkreizenbeck@gov.idaho.gov;
Tammy.Perkins@gov.idaho.gov; Katie Altshuler; JamieShuster@gov.sc.gov; tedpitts@gov.sc.gov;
hedgcockm@gov.state.la.us; bob.schwaneberg@gov.state.nj.us; Dona.DeLeon@gov.state.nj.us;
marissa.watkins@gov.state.nj.us; Wayne.Hasenbalg@gov.state.nj.us; Honor.Ingels@governor.alabama.gov;
"Candice Whitfield"; Jeannemarie.Davis@governor.virginia.gov; kristi.craig@governor.virginia.gov;
Michael.DiSabato@governor.virginia.gov; sirena.ramirez@guam.gov; griffin  wstruble@
wags@la.gov; Renee.Fargason@laspbs.state.fl.us; kristacarman ; Will.Kinzel@mail.house.gov;
mary.mayhew@maine.gov; brandi white@mcconnell.senate.gov; Lanier Swann@mcconnell.senate.gov;
blackwellr2@michigan.gov; chadderdona@michigan.gov; mcbrideb@michigan.gov; muchmored@michigan.gov;
tomichz@michigan.gov; brian ; ryan ; nguillemard ;
sarah.echols ; Mike Schrimpf; Lindsay Russell; ts ; Bkanzeg
aparis@state.pa.us; jbranstett@state.pa.us; jmcallahan@state.pa.us; ktartaglia@state.pa.us;
rebmyers@state.pa.us; Jim.Soyer@state.sd.us; MKennicott@susana2010.com; Mark.Cate@tn.gov;
Will.Cromer@tn.gov; Bnutt@ ; RSPENDLOVE@utah.gov; bill.kloiber@wisconsin.gov;
Carol.Statkus@wyo.gov; michelle.dynes@wyo.gov; katyoder 99 ; pjpgato  ",";
"Moore, Brian, GOV"; lauren.kintner@nebraska.gov; ","; "Rojas, Elizabeth"; "Lowell Arye"; "Jonathan Ringo";
"Stafford Olivia Palmieri"; shawn.reese@wyo.gov

Subject: RE: RGPPC Conference call Monday 10:30 AM EST
Date: Monday, August 22, 2011 11:00:56 AM

And Oklahoma

-----Original Message-----
From: Seth Levey 
Sent: Monday, August 22, 2011 11:00 AM
To: Debbie Hohlt; Marie Sanderson; 'Marie Sanderson'; vmariethomas
Cc: Cindy.Sims@alaska.gov; john.katz@alaska.gov; russ.kelly@alaska.gov; lgromis ;
macarter32 ; RSerote@az.gov; Adam.nordstrom ;
brian.mcmanus2 ; JohnPatrick.Walsh ;
Rob.Jakubik ; bfulenwider@georgia.gov; ehames@georgia.gov;
brandymarty03 ; chiproytexas ; dhiowa@gmail.com; jabot10 ;
janelcausey ; jboeyink34 ; travisrichmond ; wkloiber ;
David.Hensley@gov.idaho.gov; jkreizenbeck@gov.idaho.gov; Tammy.Perkins@gov.idaho.gov; Andrew
Silvestri; Katie Altshuler; JamieShuster@gov.sc.gov; tedpitts@gov.sc.gov; hedgcockm@gov.state.la.us;
bob.schwaneberg@gov.state.nj.us; Dona.DeLeon@gov.state.nj.us; marissa.watkins@gov.state.nj.us;
Wayne.Hasenbalg@gov.state.nj.us; Honor.Ingels@governor.alabama.gov; 'Candice Whitfield';
Jeannemarie.Davis@governor.virginia.gov; kristi.craig@governor.virginia.gov;
Michael.DiSabato@governor.virginia.gov; sirena.ramirez@guam.gov; griffin ;
wstruble ; wags@la.gov; Renee.Fargason@laspbs.state.fl.us; kristacarman ;
Will.Kinzel@mail.house.gov; mary.mayhew@maine.gov; brandi_white@mcconnell.senate.gov;
Lanier_Swann@mcconnell.senate.gov; blackwellr2@michigan.gov; chadderdona@michigan.gov;
mcbrideb@michigan.gov; muchmored@michigan.gov; tomichz@michigan.gov; brian ;
ryan  nguillemard ; sarah.echols ; Mike Schrimpf; Lindsay Russell;
ts ; Bkanzeg ; aparis@state.pa.us; jbranstett@state.pa.us;
jmcallahan@state.pa.us; ktartaglia@state.pa.us; rebmyers@state.pa.us; Jim.Soyer@state.sd.us;
MKennicott ; Mark.Cate@tn.gov; Will.Cromer@tn.gov;
Bnutt  RSPENDLOVE@utah.gov; bill.kloiber@wisconsin.gov;
Carol.Statkus@wyo.gov; michelle.dynes@wyo.gov; katyoder_99 ; pjpgator ; ',';
'Moore, Brian, GOV'; lauren.kintner@nebraska.gov; ','; 'Rojas, Elizabeth'; 'Lowell Arye'; 'Jonathan Ringo';
'Stafford Olivia Palmieri'; shawn.reese@wyo.gov
Subject: RE: RGPPC Conference call Monday 10:30 AM EST

Mississippi, Arizona, Iowa, Wyoming, Utah, Alaska, and Pennsylvania

-----Original Message-----
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From: Debbie Hohlt [ ]
Sent: Monday, August 22, 2011 10:56 AM
To: Marie Sanderson; 'Marie Sanderson'; vmariethomas
Cc: Cindy.Sims@alaska.gov; john.katz@alaska.gov; russ.kelly@alaska.gov; lgromis
macarter32 ; RSerote@az.gov; Adam.nordstrom
brian.mcmanus2 ; JohnPatrick.Walsh ;
Rob.Jakubik ; bfulenwider@georgia.gov; ehames@georgia.gov;
brandymarty03  chiproytexas ; dhiowa ; jabot10
janelcausey ; jboeyink34 ; travisrichmond ; wkloiber ;
David.Hensley@gov.idaho.gov; jkreizenbeck@gov.idaho.gov; Tammy.Perkins@gov.idaho.gov;
Andrew.Silvestri@gov.ok.gov; Katie.Altshuler@gov.ok.gov; JamieShuster@gov.sc.gov;
tedpitts@gov.sc.gov; hedgcockm@gov.state.la.us; bob.schwaneberg@gov.state.nj.us;
Dona.DeLeon@gov.state.nj.us; marissa.watkins@gov.state.nj.us; Wayne.Hasenbalg@gov.state.nj.us;
Honor.Ingels@governor.alabama.gov; 'Candice Whitfield'; Jeannemarie.Davis@governor.virginia.gov;
kristi.craig@governor.virginia.gov; Michael.DiSabato@governor.virginia.gov; sirena.ramirez@guam.gov;
griffin ; wstruble ; wags@la.gov; Renee.Fargason@laspbs.state.fl.us;
kristacarman ; Will.Kinzel@mail.house.gov; mary.mayhew@maine.gov;
brandi_white@mcconnell.senate.gov; Lanier_Swann@mcconnell.senate.gov; blackwellr2@michigan.gov;
chadderdona@michigan.gov; mcbrideb@michigan.gov; muchmored@michigan.gov;
tomichz@michigan.gov; brian ; ryan ; nguillemard ;
sarah.echols ; Mike Schrimpf; Lindsay Russell; Seth Levey; ts ;
Bkanzeg  aparis@state.pa.us; jbranstett@state.pa.us; jmcallahan@state.pa.us;
ktartaglia@state.pa.us; rebmyers@state.pa.us; Jim.Soyer@state.sd.us; MKennicott ;
Mark.Cate@tn.gov; Will.Cromer@tn.gov; Bnutt  RSPENDLOVE@utah.gov;
bill.kloiber@wisconsin.gov; Carol.Statkus@wyo.gov; michelle.dynes@wyo.gov; katyoder_99
pjpgator ; ','; 'Moore, Brian, GOV'; lauren.kintner@nebraska.gov; ','; 'Rojas, Elizabeth';
'Lowell Arye'; 'Jonathan Ringo'; 'Stafford Olivia Palmieri'; shawn.reese@wyo.gov
Subject: RE: RGPPC Conference call Monday 10:30 AM EST

What states are on the EPA letter to date?

Deborah Hohlt
202-624-1474 (office)

 (cell)

-----Original Message-----
From: Marie Sanderson ]
Sent: Sunday, August 21, 2011 11:05 PM
To: Marie Sanderson; Marie Sanderson; vmariethomas
Cc: Cindy.Sims@alaska.gov; john.katz@alaska.gov; russ.kelly@alaska.gov;
lgromis  macarter32 ; RSerote@az.gov;
Adam.nordstrom ; brian.mcmanus2 ;
JohnPatrick.Walsh  Rob.Jakubik ;
bfulenwider@georgia.gov; ehames@georgia.gov; brandymarty03 ;
chiproytexas ; dhiowa ; jabot10 ;
janelcausey ; jboeyink34 ; travisrichmond ;
wkloiber ; David.Hensley@gov.idaho.gov; jkreizenbeck@gov.idaho.gov;
Tammy.Perkins@gov.idaho.gov; Andrew.Silvestri@gov.ok.gov;
Katie.Altshuler@gov.ok.gov; JamieShuster@gov.sc.gov; tedpitts@gov.sc.gov;
hedgcockm@gov.state.la.us; bob.schwaneberg@gov.state.nj.us;
Dona.DeLeon@gov.state.nj.us; marissa.watkins@gov.state.nj.us;
Wayne.Hasenbalg@gov.state.nj.us; Honor.Ingels@governor.alabama.gov; Candice
Whitfield; Jeannemarie.Davis@governor.virginia.gov;
kristi.craig@governor.virginia.gov; Michael.DiSabato@governor.virginia.gov;
sirena.ramirez@guam.gov; debbie ; griffin
wstruble ; wags@la.gov; Renee.Fargason@laspbs.state.fl.us;
kristacarman ; Will.Kinzel@mail.house.gov; mary.mayhew@maine.gov;
brandi_white@mcconnell.senate.gov; Lanier_Swann@mcconnell.senate.gov;
blackwellr2@michigan.gov; chadderdona@michigan.gov; mcbrideb@michigan.gov;
muchmored@michigan.gov; tomichz@michigan.gov; brian ;
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ryan ; nguillemard ; sarah.echols ; Mike
Schrimpf; Lindsay Russell; Seth Levey; ts ;
Bkanzeg ; aparis@state.pa.us; jbranstett@state.pa.us;
jmcallahan@state.pa.us; ktartaglia@state.pa.us; rebmyers@state.pa.us;
Jim.Soyer@state.sd.us; MKennicott ; Mark.Cate@tn.gov;
Will.Cromer@tn.gov; Bnutt ; RSPENDLOVE@utah.gov;
bill.kloiber@wisconsin.gov; Carol.Statkus@wyo.gov; michelle.dynes@wyo.gov;
katyoder_99  pjpgator ; ,; Moore, Brian, GOV;
lauren.kintner@nebraska.gov; ,; Rojas, Elizabeth; Lowell Arye; Jonathan
Ringo; Stafford Olivia Palmieri; shawn.reese@wyo.gov
Subject: RGPPC Conference call Monday 10:30 AM EST

We will have our RGPPC policy call Monday morning at 10:30 AM EST.

Agenda and notes below:

Access code:  

Agenda:

1. Roll Call: Marie (MS)

2.  RGPPC Update: Marie (MS)

-- RGPPC Healthcare Summit- Save the date:  August 29 and 30th. Everyone
should be registered. We have over 70 governors staff registered...thank
you!   Should you have any questions about the event, please email

.  Questions regarding your flights and hotels should be
directed to   Please advise your staff to bring plenty of
business cards for our networking session.

--  Healthcare Survey-  Attached is a healthcare survey we'd like staff
attending to fill out and send back to us. We'd like to share these comments
with our panelists to ensure we are providing you the information you want
to hear.  If you'll allow us to attribute your comments to you or your
state, we will publish this document for our networking session to enhance
your ability to meet think tanks, other states, and private sector entities
that have similiar issues or can offer assistance to your needs.

-- Healthcare task force- next conference call on RGPPC broader
document/report will be on Tuesday, August 23 at 5:00 PM EST. We will begin
approval process.  Final approval due Friday, August 26 at NOON EDT.  *** A
new copy with all of your edits will be sent Tuesday.

-- Energy Effort:  Your Chief of Staffs received the attached letters from
Governor Mead's office on Sunday.  RGPPC will be working with Governor Mead
and other interested governors in facilitating regular conversations with
governors on energy policy.  We also are planning three RGPPC Energy
summits, similar to our upcoming healthcare summit in DC. Please email Seth
at  if your governor would like to sign the letter,
attached, to Adminstrator Jackson or if you have any questions. Deadline is
COB, Wed, August 24. Governor Mead's policy director Shawn Reese also is
reached at Shawn.Reese@wyo.gov

-- Best practices:  we are still writing best practices reports. Please take
the time to let us know what to feature in your state. Send us your
"accomplishments" press releases.  Direct us to any useful websites.  Again,
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we will write your state's chapter/section and then send it to you to edit.
We will continue to feature 2 states a week on certain issues. Thanks in
advance for your cooperation in getting those proofed!   These reports will
be available on RGPPC.com.

-- Other Issues?:  Moving forward into other issues:  we'd like to move into
transportation, education and regulatory issues if there is enough interest
from the group to do so.  If your governor/you would like to lead on those
issues or another issue, please let us know.  We are striving to put
together leaderships teams on various issues.

3. House Update: Will (Speaker Boehner)

4. Senate Update:  Lanier (Leader McConnell)

5. NGA  Update: Lauren (NE)----Healthcare Exchange Conference Sept 8-9

6.  Other business?

Thanks to all-  mts

*****

Marie Thomas Sanderson
Republican Governors Public Policy Committee (RGPPC) 
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From: Marie Sanderson
To: Marie Sanderson; Marie Sanderson; vmariethomas
Cc: Cindy.Sims@alaska.gov; john.katz@alaska.gov; russ.kelly@alaska.gov; lgromis@ ; macarter32 ;

RSerote@az.gov; Adam.nordstrom ; brian.mcmanus2 ;
JohnPatrick.Walsh ; Rob.Jakubik ; bfulenwider@georgia.gov;
ehames@georgia.gov; brandymarty03 ; chiproytexas ; dhiowa ;
jabot10  janelcausey jboeyink34 ; travisrichmond
wkloibe  David.Hensley@gov.idaho.gov; jkreizenbeck@gov.idaho.gov;
Tammy.Perkins@gov.idaho.gov; Andrew Silvestri; Katie Altshuler; JamieShuster@gov.sc.gov;
tedpitts@gov.sc.gov; bob.schwaneberg@gov.state.nj.us; Dona.DeLeon@gov.state.nj.us;
marissa.watkins@gov.state.nj.us; Wayne.Hasenbalg@gov.state.nj.us; Honor.Ingels@governor.alabama.gov;
Candice Whitfield; Jeannemarie.Davis@governor.virginia.gov; kristi.craig@governor.virginia.gov;
Michael.DiSabato@governor.virginia.gov; sirena.ramirez@guam.gov; debbie ; griffin ;
wstruble wags@la.gov; Renee.Fargason@laspbs.state.fl.us; kristacarman@ ;
Will.Kinzel@mail.house.gov; mary.mayhew@maine.gov; brandi white@mcconnell.senate.gov;
Lanier Swann@mcconnell.senate.gov; blackwellr2@michigan.gov; chadderdona@michigan.gov;
mcbrideb@michigan.gov; muchmored@michigan.gov; tomichz@michigan.gov; brian ;
ryan ; nguillemard  sarah.echols ; Mike Schrimpf; Lindsay Russell; Seth
Levey; ts ; Bkanzeg ; aparis@state.pa.us; jbranstett@state.pa.us;
jmcallahan@state.pa.us; ktartaglia@state.pa.us; rebmyers@state.pa.us; Jim.Soyer@state.sd.us;
MKennicott ; Mark.Cate@tn.gov; Will.Cromer@tn.gov; Bnutt ;
RSPENDLOVE@utah.gov; bill.kloiber@wisconsin.gov; Carol.Statkus@wyo.gov; michelle.dynes@wyo.gov;
katyoder 99 ; pjpgator ; ,; Moore, Brian, GOV; lauren.kintner@nebraska.gov; ,; Rojas,
Elizabeth; Lowell Arye; Jonathan Ringo; Stafford Olivia Palmieri; shawn.reese@wyo.gov; jhurst6@ ;
rick.perez@guam.gov; twatkins

Subject: RE: RGPPC Conference call: Tomorrow/ Friday 10 AM EDT
Date: Thursday, September 15, 2011 6:40:46 PM

Please note typo in previous email. Friday's call is at 10:00 AM EDT, not 10:30 AM EDT

********

We will have our RGPPC policy call Monday morning at 10:00 AM EST.

Agenda and notes below:

Access code:  

Agenda:
1. Roll Call: Marie (MS)

2.  RGPPC Update: Marie (MS)

-- RGPPC Healthcare Summit- Save the date:  October 24/25.  Questions regarding your flights and
hotels should be directed to   Updated Agenda coming soon.

-- Healthcare task force:  Next call is Tuesday, September 20th, 5 PM EDT. We will discuss next steps
with the super committee, healthcare reform in general, and the CLASS Act's impact on states.

--  Governor Mead Energy Letter:  We are working to close out this letter. Please let Seth know where
you stand on this letter. 

-- RGPPC Energy Policy Summit:  Save the Date:  December 12-13, Jackson Hole Wymoing.  More
information TBD regarding staffing and agenda.

--  Pension Reform: Conference call this afternoon/Friday 5 PM EDT

--  H2B Visa Employment issue (Matt Conrad- VA) *** See attachments

3. House Update: Will (Speaker Boehner)

4. Senate Update:  Lanier (Leader McConnell)
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5. NGA  Update: Lauren (NE)----Healthcare Exchange Conference Update

6.  Other business?

Thanks to all-  mts

*****

Marie Thomas Sanderson
Republican Governors Public Policy Committee (RGPPC)
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From: Prieto Johns, Nicole S.
To: Katie Altshuler; Cox-Kain, Julie
Subject: RE: RGPPC Policy & Press
Date: Thursday, January 19, 2012 10:31:12 AM
Attachments: image001.png

Thanks Katie.
 

S. Nicole Prieto Johns, MPA | Planning / Project Manager | Health Planning & Grants Office  | Oklahoma State

Department of Health

1000 NE 10th Street, Suite 353, Oklahoma City, Oklahoma 73117-1299 | Bus.  405.271.2944 | Cell   | E-mail

NicolePJ@health.ok.gov | Website: http://www.ok.gov/health

 

 

 

 

From: Katie Altshuler [mailto:Katie.Altshuler@gov.ok.gov] 
Sent: Thursday, January 19, 2012 10:16 AM
To: Cox-Kain, Julie; Prieto Johns, Nicole S.
Subject: FW: RGPPC Policy & Press
 
See health care/exchange articles below…
 
Katie Altshuler, Policy Director
Office of Governor Mary Fallin
2300 North Lincoln Boulevard, Suite 212
Oklahoma City, Oklahoma 73105
405.521.2342
katie.altshuler@gov.ok.gov

 
Oklahoma business owners and executives:  share your input on how we can further strengthen
Oklahoma's business climate by completing the survey at www.FallinforBusiness.com
 

From: RGPPC [mailto:  
Sent: Thursday, January 19, 2012 9:45 AM
To: RGPPC
Subject: RGPPC Policy & Press
 

 
Policy & Press | January 19, 2012

 
 
National
Mitch Daniels to deliver State of Union response (The Hill)
 
 
Budget and Tax
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Gov. Haley calls for tax cuts, tort reform, spending caps in State of the State speech (AP)
 
O'Malley budget plan would raise taxes for about 20 percent of Marylanders (AP)
 
Gov. Perdue pushing tax increase (News Observer)
 
 
Energy and Environment
Obama decision denies Keystone XL permit (Stateline)
 
Editorial: Obama's pipeline decision delays energy security (USA Today)
 
Obama’s Rejection of Keystone Pipeline Sets Up Campaign Battle (Bloomberg)
 
Alaska governor seeks meaningful tax reform to boost oil production (Fairbanks Daily News-Miner)
 
Veering toward new energy crisis (NJ.com)
 
 
Transportation
Gov. Jerry Brown said high-speed rail makes more sense than expanding airports and highways at his
SOS address (LA Times)
 
Gov. Christie vetoes bill extending teen drivers' training sessions, among other legislation (NJ.com)
 
 
Healthcare
U.S. Reports Progress in States on Coverage for Uninsured (Bloomberg Businessweek)
 
Gov. Walker: Turns down ObamaCare funding (Wispolitics)
 
Column: Why doctors might be turning on 'ObamaCare' (USA Today)
 
Health Insurance Rate Review: Lowering Costs for American Consumers and Businesses (CCIIO)
 
A Republican rift on health exchanges (Washington Post)
 
Building a health insurance marketplace one step at a time (Stateline)
 
2012 Progress Report: States Are Implementing Health Reform (White House)
 
White House says health overhaul on track in many states, but prepares federal backstop anyway
(Washington Post)
 
States ready their health exchanges (Pittsburg Post-Gazzette)
 
Utah’s Medicaid overhaul partially rejected by feds (Salt Lake Tribune)
 
 
Labor and Pensions
Indiana House fines absent Democrats $1,000 a day (Stateline)
 
Deal seeks to promote traditional labor force development (RN-T.com)
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From: Marie Sanderson
To: Katie Altshuler; Marie Sanderson
Subject: Re: RGPPC Policy Meeting Tuesday 9/6
Date: Tuesday, September 06, 2011 10:17:52 AM

No prob
Sent from my Cellular South BlackBerry®  Smartphone

-----Original Message-----
From: Katie Altshuler <Katie.Altshuler@gov.ok.gov>
Date: Tue, 6 Sep 2011 10:36:35
To: Marie Sanderson< >
Subject: Re: RGPPC Policy Meeting Tuesday 9/6

Andrew and I have a mtg so we will not make the call today

----- Original Message -----
From: Marie Sanderson 
Sent: Monday, September 05, 2011 07:30 PM
To: Marie Sanderson <msanderson ; Marie Sanderson
<msanderson@governor.state.ms.us>; vmariethomas@
Cc: Cindy.Sims@alaska.gov <Cindy.Sims@alaska.gov>; john.katz@alaska.gov <john.katz@alaska.gov>;
russ.kelly@alaska.gov <russ.kelly@alaska.gov>; lgromis@
macarter32@  RSerote@az.gov <RSerote@az.gov>;
Adam.nordstrom@  brian.mcmanus2
<brian.mcmanus2 ; JohnPatrick.Walsh
<JohnPatrick.Walsh ; Rob.Jakubik
<Rob.Jakubik >; bfulenwider@georgia.gov <bfulenwider@georgia.gov>;
ehames@georgia.gov <ehames@georgia.gov>; brandymarty03
<brandymarty03 >; chiproytexas  <chiproytexas >;
dhiowa  <dhiowa >; jabot10  <jabot10 >;
janelcausey  <janelcausey >; jboeyink34  <jboeyink34 ;
travisrichmond  <travisrichmond >; wkloiber  <wkloiber >;
David.Hensley@gov.idaho.gov <David.Hensley@gov.idaho.gov>; jkreizenbeck@gov.idaho.gov
<jkreizenbeck@gov.idaho.gov>; Tammy.Perkins@gov.idaho.gov <Tammy.Perkins@gov.idaho.gov>;
Andrew Silvestri; Katie Altshuler; JamieShuster@gov.sc.gov <JamieShuster@gov.sc.gov>;
tedpitts@gov.sc.gov <tedpitts@gov.sc.gov>; hedgcockm@gov.state.la.us
<hedgcockm@gov.state.la.us>; bob.schwaneberg@gov.state.nj.us
<bob.schwaneberg@gov.state.nj.us>; Dona.DeLeon@gov.state.nj.us <Dona.DeLeon@gov.state.nj.us>;
marissa.watkins@gov.state.nj.us <marissa.watkins@gov.state.nj.us>; Wayne.Hasenbalg@gov.state.nj.us
<Wayne.Hasenbalg@gov.state.nj.us>; Honor.Ingels@governor.alabama.gov
<Honor.Ingels@governor.alabama.gov>; Candice Whitfield <CWhitfield@governor.state.ms.us>;
Jeannemarie.Davis@governor.virginia.gov <Jeannemarie.Davis@governor.virginia.gov>;
kristi.craig@governor.virginia.gov <kristi.craig@governor.virginia.gov>;
Michael.DiSabato@governor.virginia.gov <Michael.DiSabato@governor.virginia.gov>;
sirena.ramirez@guam.gov <sirena.ramirez@guam.gov>; debbie  <debbie >;
griffin  <griffin >; wstruble@ <wstruble >; wags@la.gov
<wags@la.gov>; Renee.Fargason@laspbs.state.fl.us <Renee.Fargason@laspbs.state.fl.us>;
kristacarman  <kristacarman >; Will.Kinzel@mail.house.gov
<Will.Kinzel@mail.house.gov>; mary.mayhew@maine.gov <mary.mayhew@maine.gov>;
brandi_white@mcconnell.senate.gov <brandi_white@mcconnell.senate.gov>;
Lanier_Swann@mcconnell.senate.gov <Lanier_Swann@mcconnell.senate.gov>;
blackwellr2@michigan.gov <blackwellr2@michigan.gov>; chadderdona@michigan.gov
<chadderdona@michigan.gov>; mcbrideb@michigan.gov <mcbrideb@michigan.gov>;
muchmored@michigan.gov <muchmored@michigan.gov>; tomichz@michigan.gov
<tomichz@michigan.gov>; brian@  < >; ryan
<ryan >; nguillemard <nguillemard >; sarah.echols
<sarah.echols >; Mike Schrimpf <mschrimpf@RGA.ORG>; Lindsay Russell

4836



>; Seth Levey < >; ts  <ts ;
Bkanzeg  <Bkanzeg >; aparis@state.pa.us <aparis@state.pa.us>;
jbranstett@state.pa.us <jbranstett@state.pa.us>; jmcallahan@state.pa.us <jmcallahan@state.pa.us>;
ktartaglia@state.pa.us <ktartaglia@state.pa.us>; rebmyers@state.pa.us <rebmyers@state.pa.us>;
Jim.Soyer@state.sd.us <Jim.Soyer@state.sd.us>; MKennicott
<MKennicott >; Mark.Cate@tn.gov <Mark.Cate@tn.gov>; Will.Cromer@tn.gov
<Will.Cromer@tn.gov>; Bnutt <Bnutt >;
RSPENDLOVE@utah.gov <RSPENDLOVE@utah.gov>; bill.kloiber@wisconsin.gov
<bill.kloiber@wisconsin.gov>; Carol.Statkus@wyo.gov <Carol.Statkus@wyo.gov>;
michelle.dynes@wyo.gov <michelle.dynes@wyo.gov>; katyoder_99
<katyoder_99 >; pjpgator  <pjpgator ; ,
<wendy.riemann@wisconsin.gov>; Moore, Brian, GOV <Brian.Moore@state.nm.us>;
lauren.kintner@nebraska.gov <lauren.kintner@nebraska.gov>; , <heather.brakes@alaska.gov>; Rojas,
Elizabeth <Elizabeth.Rojas >; Lowell Arye <Lowell.Arye@gov.state.nj.us>; Jonathan
Ringo <ringo@GOV.STATE.LA.US>; Stafford Olivia Palmieri <palmieris@GOV.STATE.LA.US>;
shawn.reese@wyo.gov <shawn.reese@wyo.gov>; jhurst6  <jhurst6 >
Subject: RGPPC Policy Meeting Tuesday 9/6

We will host our RGPPC conference call on Tuesday 9/6, tomorrow, at 10:30 AM EDT. Those of you in
DC may meet in the NJ conference room, room 201. 

Agenda and notes below:

Conference line:

Access code:  

Agenda:

1. Roll Call: Marie (MS)

2.  RGPPC Update: Marie (MS)

-- RGPPC Healthcare Summit- Save the date:  Oct 24/25.  Questions regarding your flights and hotels
should be directed to  

-- Healthcare task force- We are beginning work on next steps both in interaction with House and
Senate and upcoming issues to tackle.

-- Energy Efforts:  MACT lettter;  Governor Mead letter to Adminstrator Jackson; Energy Summits- TBD

-- Regulatory Implications:  Goal is to design a process to decipher the cost of  President Obama's regs
to state. More info coming soon. 

-  Loser Pays:  Please let us know if you are a state that anticipates addressing  "loser pays".  We have
some materials that would be of help to you. 

3. NGA Update: Lauren (NE)- Healthcare Exchange Conference Sept 8-9

4.  House Update: Will (Speaker Boehner)

5. Senate Update:  Lanier (Leader McConnell)

6.  Other business?

Thanks to all-  mts

*****

Marie Thomas Sanderson
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From: Alex Weintz
To: Katie Altshuler; Aaron Cooper; Denise Northrup; Glenn Coffee
Subject: RE: Ritze Urges State to Turn Down ObamaCare Money
Date: Tuesday, March 01, 2011 10:50:55 AM

I don’t think we need a press conference. We’ve already made our point to the media upstairs. I
think Steele, Bingman etc need to explain the issue to their caucuses and sell it to their members.
And maybe we need to have terry Cline on stand by to go on local TV if they are running stories on
this. But the cap bureau gets it.
 

From: Katie Altshuler 
Sent: Tuesday, March 01, 2011 10:40 AM
To: Alex Weintz; Aaron Cooper; Denise Northrup; Glenn Coffee
Subject: FW: Ritze Urges State to Turn Down ObamaCare Money
 
Just got a call from Brian Downs, he thinks we might need to get out in front of this and wondered if
we might be interested in doing a joint press conference so we can better shape the message before
legislators start making up their minds about this…
 
Katie Altshuler, Policy Director
Office of Governor Mary Fallin
2300 North Lincoln Boulevard, Suite 212
Oklahoma City, Oklahoma 73105
405.521.2342
katie.altshuler@gov.ok.gov

 
 

From: Ray Carter [mailto:carterra@okhouse.gov] 
Sent: Tuesday, March 01, 2011 10:21 AM
To: Ray Carter
Subject: Ritze Urges State to Turn Down ObamaCare Money
 

 
Oklahoma House of Representatives

Media Division
March 1, 2011

 
FOR IMMEDIATE RELEASE:
Contact: State Rep. Mike Ritze
Capitol: (405) 557-7338
 

Ritze Urges State to Turn Down ObamaCare Money
 
OKLAHOMA CITY – State Rep. Mike Ritze, one of two doctors serving in the Oklahoma
Legislature, today called on state officials to turn down $54 million that would be used to
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implement the new federal health care law.
            “The people of Oklahoma voted to opt out of ObamaCare last November, our new
state attorney general has filed a lawsuit arguing that the federal law it unconstitutional, and
a nullification bill is now moving through the Oklahoma Legislature,” said Ritze, R-Broken
Arrow. “To accept this federal money and the associated red tape completely undermines
Oklahomans’ clearly expressed opposition to ObamaCare and actually marries our state to
ObamaCare.  The voters have told us not to accept ObamaCare in Oklahoma, and we should
respect their wishes.”
            It was recently announced that Oklahoma would receive a $54 million “Early
Innovators” Health Insurance Exchange Grant as part of the new federal health care law,
commonly referred to as “ObamaCare.”
            The exchanges created by the federal law would provide a government-regulated
marketplace of insurance plans for individuals without health care or small companies. Plans
listed on the exchange would have to meet coverage requirements and standards prescribed
by ObamaCare.

The grant application, officially called the Cooperative Agreements to Support
Innovative Exchange Information Technology Systems, is a 41-page document outlining the
purpose, authority, and background of the funding “opportunity” as well as eligibility
requirements states must meet in order to qualify. 

“By accepting the exchange money, Oklahoma will be in lock-step with ObamaCare,”
Ritze said. “Furthermore, several independent insurance brokers in Oklahoma are concerned
about the impact the exchanges will have on their private businesses. The exchanges operate
contrary to the free enterprise system and most likely will put the independent insurance
broker out of business.”
 

-30-
NOTICE: The information in this email is confidential, legally privileged, and exempt from
disclosure under law. It is intended solely for the addressee. Access to this email by anyone
else is unauthorized. If you are not the intended recipient, any disclosure, copying,
distribution or any action taken or omitted to be taken in reliance on it, is prohibited and
unlawful. The Oklahoma House of Reps does not warrant any e-mail transmission received
as being virus free, and disclaims any liability for losses or damages arising from the use of
this e-mail or its attachments. Recipients of e-mail assume the risk of possible computer
virus exposure by opening or utilizing the e-mail and its attachments, and waive any right or
recourse against the House by doing so.
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From: Alex Weintz
To: Katie Altshuler; Aaron Cooper; Denise Northrup; Glenn Coffee
Subject: RE: Ritze Urges State to Turn Down ObamaCare Money
Date: Tuesday, March 01, 2011 11:02:42 AM

That sounds like it would be a lot more useful
 

From: Katie Altshuler 
Sent: Tuesday, March 01, 2011 10:52 AM
To: Alex Weintz; Aaron Cooper; Denise Northrup; Glenn Coffee
Subject: RE: Ritze Urges State to Turn Down ObamaCare Money
 
This is not about the press it is about convincing legislators who we need on board, maybe she
needs to go to a caucus?
 
Katie Altshuler, Policy Director
Office of Governor Mary Fallin
2300 North Lincoln Boulevard, Suite 212
Oklahoma City, Oklahoma 73105
405.521.2342
katie.altshuler@gov.ok.gov

 
 

From: Alex Weintz 
Sent: Tuesday, March 01, 2011 10:51 AM
To: Katie Altshuler; Aaron Cooper; Denise Northrup; Glenn Coffee
Subject: RE: Ritze Urges State to Turn Down ObamaCare Money
 
I don’t think we need a press conference. We’ve already made our point to the media upstairs. I
think Steele, Bingman etc need to explain the issue to their caucuses and sell it to their members.
And maybe we need to have terry Cline on stand by to go on local TV if they are running stories on
this. But the cap bureau gets it.
 

From: Katie Altshuler 
Sent: Tuesday, March 01, 2011 10:40 AM
To: Alex Weintz; Aaron Cooper; Denise Northrup; Glenn Coffee
Subject: FW: Ritze Urges State to Turn Down ObamaCare Money
 
Just got a call from Brian Downs, he thinks we might need to get out in front of this and wondered if
we might be interested in doing a joint press conference so we can better shape the message before
legislators start making up their minds about this…
 
Katie Altshuler, Policy Director
Office of Governor Mary Fallin
2300 North Lincoln Boulevard, Suite 212
Oklahoma City, Oklahoma 73105
405.521.2342
katie.altshuler@gov.ok.gov

 
 

From: Ray Carter [mailto:carterra@okhouse.gov] 
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Sent: Tuesday, March 01, 2011 10:21 AM
To: Ray Carter
Subject: Ritze Urges State to Turn Down ObamaCare Money
 

 
Oklahoma House of Representatives

Media Division
March 1, 2011

 
FOR IMMEDIATE RELEASE:
Contact: State Rep. Mike Ritze
Capitol: (405) 557-7338
 

Ritze Urges State to Turn Down ObamaCare Money
 
OKLAHOMA CITY – State Rep. Mike Ritze, one of two doctors serving in the Oklahoma
Legislature, today called on state officials to turn down $54 million that would be used to
implement the new federal health care law.
            “The people of Oklahoma voted to opt out of ObamaCare last November, our new
state attorney general has filed a lawsuit arguing that the federal law it unconstitutional, and
a nullification bill is now moving through the Oklahoma Legislature,” said Ritze, R-Broken
Arrow. “To accept this federal money and the associated red tape completely undermines
Oklahomans’ clearly expressed opposition to ObamaCare and actually marries our state to
ObamaCare.  The voters have told us not to accept ObamaCare in Oklahoma, and we should
respect their wishes.”
            It was recently announced that Oklahoma would receive a $54 million “Early
Innovators” Health Insurance Exchange Grant as part of the new federal health care law,
commonly referred to as “ObamaCare.”
            The exchanges created by the federal law would provide a government-regulated
marketplace of insurance plans for individuals without health care or small companies. Plans
listed on the exchange would have to meet coverage requirements and standards prescribed
by ObamaCare.

The grant application, officially called the Cooperative Agreements to Support
Innovative Exchange Information Technology Systems, is a 41-page document outlining the
purpose, authority, and background of the funding “opportunity” as well as eligibility
requirements states must meet in order to qualify. 

“By accepting the exchange money, Oklahoma will be in lock-step with ObamaCare,”
Ritze said. “Furthermore, several independent insurance brokers in Oklahoma are concerned
about the impact the exchanges will have on their private businesses. The exchanges operate
contrary to the free enterprise system and most likely will put the independent insurance
broker out of business.”
 

-30-
NOTICE: The information in this email is confidential, legally privileged, and exempt from
disclosure under law. It is intended solely for the addressee. Access to this email by anyone
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else is unauthorized. If you are not the intended recipient, any disclosure, copying,
distribution or any action taken or omitted to be taken in reliance on it, is prohibited and
unlawful. The Oklahoma House of Reps does not warrant any e-mail transmission received
as being virus free, and disclaims any liability for losses or damages arising from the use of
this e-mail or its attachments. Recipients of e-mail assume the risk of possible computer
virus exposure by opening or utilizing the e-mail and its attachments, and waive any right or
recourse against the House by doing so.
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From: Rebecca Frazier
To: Andrew Silvestri; Keili McEwen; Katie Altshuler
Subject: RE: Ronald Myers
Date: Monday, June 13, 2011 10:36:20 AM

Katie –
 
  Once we find out info. from the Health Care Authority I will give him a call back. 
 

From: Andrew Silvestri 
Sent: Monday, June 13, 2011 10:33 AM
To: Keili McEwen; Rebecca Frazier; Katie Altshuler
Subject: RE: Ronald Myers
 
He left me a couple voice mails of a similar nature so I didn’t call him back either. 
 

From: Keili McEwen 
Sent: Monday, June 13, 2011 10:31 AM
To: Rebecca Frazier; Andrew Silvestri; Katie Altshuler
Subject: RE: Ronald Myers
 
I did speak to Mr. Myers on Thursday, although we didn’t have much of a conversation.  He asked a
few questions about Medicaid and Obamacare.  I tried to explain to him what I knew off the top of
my head, as Brett has actually written a letter to this constituent.  He unfortunately was unwilling to
listen to me and mostly seemed like he wanted to pick a fight.  After he called me names and told
me how stupid I was for about 15 minutes, I gave up and told him I was going to hang up if he didn’t
calm down.  He continued to call me names, so I finally said good-bye and hung up.    I couldn’t even
really gather what he was concerned about.
 

From: Rebecca Frazier 
Sent: Monday, June 13, 2011 10:14 AM
To: Andrew Silvestri; Katie Altshuler
Cc: Keili McEwen
Subject: RE: Ronald Myers
 
I think it is. 
 

From: Andrew Silvestri 
Sent: Monday, June 13, 2011 10:07 AM
To: Katie Altshuler; Rebecca Frazier
Cc: Keili McEwen
Subject: RE: Ronald Myers
 
Is this the guy Jessica spoke with who had his license revoked?  If so – The guy seems shady based
on the research we’ve done.
 

From: Katie Altshuler 
Sent: Monday, June 13, 2011 10:06 AM
To: Rebecca Frazier; Andrew Silvestri
Cc: Keili McEwen

4844



Subject: Re: Ronald Myers
 
I am still going to check with Health Care Authority because if a waiver is possible it would go thru
them
 
From: Rebecca Frazier 
Sent: Monday, June 13, 2011 10:04 AM
To: Katie Altshuler; Andrew Silvestri 
Cc: Keili McEwen 
Subject: RE: Ronald Myers 
 
Nevermind.  Keili just said she spoke with him.
 

From: Katie Altshuler 
Sent: Monday, June 13, 2011 10:03 AM
To: Rebecca Frazier; Andrew Silvestri
Cc: Keili McEwen
Subject: Re: Ronald Myers
 
I did not speak with him. I will check with Health Care Authority
 
From: Rebecca Frazier 
Sent: Monday, June 13, 2011 10:01 AM
To: Andrew Silvestri 
Cc: Katie Altshuler; Keili McEwen 
Subject: Ronald Myers 
 
Ronald Myers
 
He said he spoke with a woman in our office that said nothing can be done.  Said he spoke with the
media (Tulsa World) and researched the law which says the Governor can file a waiver.  Did anyone
speak with him?
 

-          By July 1st if patients under Sooner Care have a prescription for Schedule II drugs, it must be
filled by Medicare physician.

 
-          State Representative Bennett
 
Rebecca R. Frazier
Deputy General Counsel
Office of Governor Mary Fallin
2300 North Lincoln Boulevard, Suite 212
Oklahoma City, Oklahoma 73105
(405) 522-8836
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From: Andrew Silvestri
To: Keili McEwen; Rebecca Frazier; Katie Altshuler
Subject: RE: Ronald Myers
Date: Monday, June 13, 2011 10:32:36 AM

He left me a couple voice mails of a similar nature so I didn’t call him back either. 
 

From: Keili McEwen 
Sent: Monday, June 13, 2011 10:31 AM
To: Rebecca Frazier; Andrew Silvestri; Katie Altshuler
Subject: RE: Ronald Myers
 
I did speak to Mr. Myers on Thursday, although we didn’t have much of a conversation.  He asked a
few questions about Medicaid and Obamacare.  I tried to explain to him what I knew off the top of
my head, as Brett has actually written a letter to this constituent.  He unfortunately was unwilling to
listen to me and mostly seemed like he wanted to pick a fight.  After he called me names and told
me how stupid I was for about 15 minutes, I gave up and told him I was going to hang up if he didn’t
calm down.  He continued to call me names, so I finally said good-bye and hung up.    I couldn’t even
really gather what he was concerned about.
 

From: Rebecca Frazier 
Sent: Monday, June 13, 2011 10:14 AM
To: Andrew Silvestri; Katie Altshuler
Cc: Keili McEwen
Subject: RE: Ronald Myers
 
I think it is. 
 

From: Andrew Silvestri 
Sent: Monday, June 13, 2011 10:07 AM
To: Katie Altshuler; Rebecca Frazier
Cc: Keili McEwen
Subject: RE: Ronald Myers
 
Is this the guy Jessica spoke with who had his license revoked?  If so – The guy seems shady based
on the research we’ve done.
 

From: Katie Altshuler 
Sent: Monday, June 13, 2011 10:06 AM
To: Rebecca Frazier; Andrew Silvestri
Cc: Keili McEwen
Subject: Re: Ronald Myers
 
I am still going to check with Health Care Authority because if a waiver is possible it would go thru
them
 
From: Rebecca Frazier 
Sent: Monday, June 13, 2011 10:04 AM
To: Katie Altshuler; Andrew Silvestri 
Cc: Keili McEwen 
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Subject: RE: Ronald Myers 
 
Nevermind.  Keili just said she spoke with him.
 

From: Katie Altshuler 
Sent: Monday, June 13, 2011 10:03 AM
To: Rebecca Frazier; Andrew Silvestri
Cc: Keili McEwen
Subject: Re: Ronald Myers
 
I did not speak with him. I will check with Health Care Authority
 
From: Rebecca Frazier 
Sent: Monday, June 13, 2011 10:01 AM
To: Andrew Silvestri 
Cc: Katie Altshuler; Keili McEwen 
Subject: Ronald Myers 
 
Ronald Myers
 
He said he spoke with a woman in our office that said nothing can be done.  Said he spoke with the
media (Tulsa World) and researched the law which says the Governor can file a waiver.  Did anyone
speak with him?
 

-          By July 1st if patients under Sooner Care have a prescription for Schedule II drugs, it must be
filled by Medicare physician.

 
-          State Representative Bennett
 
Rebecca R. Frazier
Deputy General Counsel
Office of Governor Mary Fallin
2300 North Lincoln Boulevard, Suite 212
Oklahoma City, Oklahoma 73105
(405) 522-8836
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From: Keili McEwen
To: Rebecca Frazier; Andrew Silvestri; Katie Altshuler
Subject: RE: Ronald Myers
Date: Monday, June 13, 2011 10:31:13 AM

I did speak to Mr. Myers on Thursday, although we didn’t have much of a conversation.  He asked a
few questions about Medicaid and Obamacare.  I tried to explain to him what I knew off the top of
my head, as Brett has actually written a letter to this constituent.  He unfortunately was unwilling to
listen to me and mostly seemed like he wanted to pick a fight.  After he called me names and told
me how stupid I was for about 15 minutes, I gave up and told him I was going to hang up if he didn’t
calm down.  He continued to call me names, so I finally said good-bye and hung up.    I couldn’t even
really gather what he was concerned about.
 

From: Rebecca Frazier 
Sent: Monday, June 13, 2011 10:14 AM
To: Andrew Silvestri; Katie Altshuler
Cc: Keili McEwen
Subject: RE: Ronald Myers
 
I think it is. 
 

From: Andrew Silvestri 
Sent: Monday, June 13, 2011 10:07 AM
To: Katie Altshuler; Rebecca Frazier
Cc: Keili McEwen
Subject: RE: Ronald Myers
 
Is this the guy Jessica spoke with who had his license revoked?  If so – The guy seems shady based
on the research we’ve done.
 

From: Katie Altshuler 
Sent: Monday, June 13, 2011 10:06 AM
To: Rebecca Frazier; Andrew Silvestri
Cc: Keili McEwen
Subject: Re: Ronald Myers
 
I am still going to check with Health Care Authority because if a waiver is possible it would go thru
them
 
From: Rebecca Frazier 
Sent: Monday, June 13, 2011 10:04 AM
To: Katie Altshuler; Andrew Silvestri 
Cc: Keili McEwen 
Subject: RE: Ronald Myers 
 
Nevermind.  Keili just said she spoke with him.
 

From: Katie Altshuler 
Sent: Monday, June 13, 2011 10:03 AM
To: Rebecca Frazier; Andrew Silvestri
Cc: Keili McEwen
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Subject: Re: Ronald Myers
 
I did not speak with him. I will check with Health Care Authority
 
From: Rebecca Frazier 
Sent: Monday, June 13, 2011 10:01 AM
To: Andrew Silvestri 
Cc: Katie Altshuler; Keili McEwen 
Subject: Ronald Myers 
 
Ronald Myers
 
He said he spoke with a woman in our office that said nothing can be done.  Said he spoke with the
media (Tulsa World) and researched the law which says the Governor can file a waiver.  Did anyone
speak with him?
 

-          By July 1st if patients under Sooner Care have a prescription for Schedule II drugs, it must be
filled by Medicare physician.

 
-          State Representative Bennett
 
Rebecca R. Frazier
Deputy General Counsel
Office of Governor Mary Fallin
2300 North Lincoln Boulevard, Suite 212
Oklahoma City, Oklahoma 73105
(405) 522-8836
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From: Keili McEwen
To: Andrew Silvestri; Rebecca Frazier; Katie Altshuler
Subject: RE: Ronald Myers
Date: Monday, June 13, 2011 10:36:39 AM

He has also spoken to AJ and Brett. 
 

From: Andrew Silvestri 
Sent: Monday, June 13, 2011 10:33 AM
To: Keili McEwen; Rebecca Frazier; Katie Altshuler
Subject: RE: Ronald Myers
 
He left me a couple voice mails of a similar nature so I didn’t call him back either. 
 

From: Keili McEwen 
Sent: Monday, June 13, 2011 10:31 AM
To: Rebecca Frazier; Andrew Silvestri; Katie Altshuler
Subject: RE: Ronald Myers
 
I did speak to Mr. Myers on Thursday, although we didn’t have much of a conversation.  He asked a
few questions about Medicaid and Obamacare.  I tried to explain to him what I knew off the top of
my head, as Brett has actually written a letter to this constituent.  He unfortunately was unwilling to
listen to me and mostly seemed like he wanted to pick a fight.  After he called me names and told
me how stupid I was for about 15 minutes, I gave up and told him I was going to hang up if he didn’t
calm down.  He continued to call me names, so I finally said good-bye and hung up.    I couldn’t even
really gather what he was concerned about.
 

From: Rebecca Frazier 
Sent: Monday, June 13, 2011 10:14 AM
To: Andrew Silvestri; Katie Altshuler
Cc: Keili McEwen
Subject: RE: Ronald Myers
 
I think it is. 
 

From: Andrew Silvestri 
Sent: Monday, June 13, 2011 10:07 AM
To: Katie Altshuler; Rebecca Frazier
Cc: Keili McEwen
Subject: RE: Ronald Myers
 
Is this the guy Jessica spoke with who had his license revoked?  If so – The guy seems shady based
on the research we’ve done.
 

From: Katie Altshuler 
Sent: Monday, June 13, 2011 10:06 AM
To: Rebecca Frazier; Andrew Silvestri
Cc: Keili McEwen
Subject: Re: Ronald Myers
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I am still going to check with Health Care Authority because if a waiver is possible it would go thru
them
 
From: Rebecca Frazier 
Sent: Monday, June 13, 2011 10:04 AM
To: Katie Altshuler; Andrew Silvestri 
Cc: Keili McEwen 
Subject: RE: Ronald Myers 
 
Nevermind.  Keili just said she spoke with him.
 

From: Katie Altshuler 
Sent: Monday, June 13, 2011 10:03 AM
To: Rebecca Frazier; Andrew Silvestri
Cc: Keili McEwen
Subject: Re: Ronald Myers
 
I did not speak with him. I will check with Health Care Authority
 
From: Rebecca Frazier 
Sent: Monday, June 13, 2011 10:01 AM
To: Andrew Silvestri 
Cc: Katie Altshuler; Keili McEwen 
Subject: Ronald Myers 
 
Ronald Myers
 
He said he spoke with a woman in our office that said nothing can be done.  Said he spoke with the
media (Tulsa World) and researched the law which says the Governor can file a waiver.  Did anyone
speak with him?
 

-          By July 1st if patients under Sooner Care have a prescription for Schedule II drugs, it must be
filled by Medicare physician.

 
-          State Representative Bennett
 
Rebecca R. Frazier
Deputy General Counsel
Office of Governor Mary Fallin
2300 North Lincoln Boulevard, Suite 212
Oklahoma City, Oklahoma 73105
(405) 522-8836
 
 

4851



From: Intern Dave Martinez
To: Katie Altshuler
Subject: RE: RSVP for RGA Conference Call in Preparation for Supreme Court Ruling on ObamaCare
Date: Wednesday, June 13, 2012 4:07:59 PM

Hi Katie
 
Thank you for your response
 
The call will be Thursday, June 14, at 2:00 p.m. EST. 
 
At that time, please dial in to our conference line at .  The password upon dialing in
is  
 
Due to the nature of this conversation, please keep this call and any related documents
confidential. 
 
Also if you could provide me with a personal email address for you and Julie as well so that I can
send you an agenda tomorrow it would be much appreciated. 
 
Thank you
 
Dave
 
 

From: Katie Altshuler [mailto:Katie.Altshuler@gov.ok.gov] 
Sent: Wednesday, June 13, 2012 5:02 PM
To: Intern Dave Martinez
Cc: Cox-Kain, Julie; Aaron Cooper; Alex Weintz
Subject: RSVP for RGA Conference Call in Preparation for Supreme Court Ruling on ObamaCare
 
Dave,
 
I will participate on the call as well as Aaron Cooper, Press Secretary, who I believe you have already
heard from. We also hope to have Julie Cox-Cain, COO, OK Health Department on the call as well.
 
Please send the call in details.
 
Thank you very much! Katie
 
Katie Altshuler, Policy Director
Office of Governor Mary Fallin
2300 North Lincoln Boulevard, Suite 212
Oklahoma City, Oklahoma 73105
405.521.2342
katie.altshuler@gov.ok.gov
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From: Glenn Coffee
To: Denise Northrup; Mary Christensen; Lopez, Dave; Katie Altshuler; Alex Weintz; Phyllis Hudecki
Subject: RE: RTT
Date: Monday, July 25, 2011 2:57:53 PM

Brandon Dutcher just sent out a tweet saying Rick Perry is going to reject Obama’s “Race to the
Cradle” money.
 
This thing is headed down the same track as the Health Insurance Exchange grant in a hurry.
 
Just my two cents.
 
Glenn
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From: Cox-Kain  Julie
To: Katie Altshuler
Subject: RE: SB 1629 is on hold pending Supreme Court action
Date: Thursday, March 08, 2012 6:29:04 PM
Attachments: image001 png

Thanks.  I also got the survey and may have some suggestions for you.
 

From: Katie Altshuler [mailto:Katie.Altshuler@gov.ok.gov] 
Sent: Thursday, March 08, 2012 5:08 PM
To: Cox-Kain, Julie
Subject: Fw: SB 1629 is on hold pending Supreme Court action
 

 
From: Malia Bennett [mailto:bennett@lsb.state.ok.us] 
Sent: Thursday, March 08, 2012 05:05 PM
To: bennett@oksenate.gov <bennett@oksenate.gov> 
Subject: SB 1629 is on hold pending Supreme Court action 
 

 

 

 

 
 
 
 
 

OKLAHOMA STATE LEGISLATURE
 

March 8, 2012
 
FOR IMMEDIATE RELEASE
Nathan Atkins                                                                      John Estus                                                                            
405 521 5605                                                                       405 962 7674 desk, 405 706 0084 cell          
atkins@oksenate gov                                                         john estus@okhouse gov
 
                                               

SB 1629 is on hold pending Supreme Court action
 
OKLAHOMA CITY – The Legislature will wait until after the U.S. Supreme Court rules on the constitutionality of the federal
health care law before proceeding with Senate Bill 1629, legislators announced Thursday.
 
The U.S. Supreme Court is expected to rule this summer, perhaps as early as June, on a legal challenge brought by several
states alleging the federal Patient Protection and Affordable Care Act is unconstitutional.
 
Should the high court overturn the law, the possibility exists that health insurance exchanges would not be necessary. And
should the high court uphold the federal law, nuances within the majority opinion could help legislators craft the most
effective Oklahoma-based marketplace possible to defend against the imposition of a federal exchange.
 
Given these dynamics, legislative leaders and the chairmen of the Joint Committee of Federal Health Care Law have opted to
wait until the outcome of the Supreme Court proceedings before moving further forward with SB 1629. If the court upholds
the law, the Legislature is already prepared to continue defending against federal intervention into the Oklahoma health care
market.
 
“There are many common-sense solutions conservatives can agree on to lower the cost of healthcare, expand access and
choices to more individuals, and increase the quality of our care – all through tried-and-true principles of the free market,”
said Sen. Gary Stanislawski, R-Tulsa, co-chairman of the Joint Committee on Federal Health Care Law.
 
“These are ideas worth pursuing, and we eagerly await the Supreme Court’s repeal of ObamaCare so we can begin the very
serious business of addressing our healthcare challenges with solutions that expand freedom instead of government,”
Stanislawski said.
 
The Joint Committee on Federal Health Care Law met five times throughout the interim to determine the effect the law will
have on Oklahoma. Among its recommendations was to craft a state-based marketplace in order to prevent the federal
government from imposing a federal exchange in Oklahoma.

4854



 
“If the court doesn’t reject this law as we hope, developing a state-based exchange remains our best defense against unwanted
federal intervention,” said Rep. Glen Mulready, R-Tulsa, the committee’s other co-chairman. “We think we have fashioned a
good plan. We are willing to wait to ensure we have the best possible solution to protect Oklahoma from federal intervention.”
 
Legislative leaders supported the committee co-chairmen’s decision.
 
“Republicans in the state Senate will do everything in our power to block ObamaCare in Oklahoma. When President Obama
rammed through a trillion dollar unconstitutional assault on the healthcare freedom of Oklahomans, he proved his values are
fundamentally at odds with ours,” said Senate President Pro Tempore Brian Bingman, R-Sapulpa. “The fight to preserve
healthcare freedom is far from over.”
 
“Developing a state-based solution has always been and remains the best, most realistic way to defend against a federal
exchange. The reality is we’re not yet at the point where we absolutely have to deploy that defense,” said House Speaker Kris
Steele, R-Shawnee. “Should the time come, we’ll be prepared to act thanks to the groundwork the committee has laid for us.”
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From: Katie Altshuler
To: Denise Northrup; Scott Mason
Cc: Dana Wolpert; Tammie Wright; Monica Houston
Subject: Re: Sceduling a Call
Date: Monday, November 12, 2012 2:56:06 PM

This time frame will not work for Markell tomorrow, they are going to send us a couple of other blocks
of time to see if they will work. I will keep you posted.

----- Original Message -----
From: Denise Northrup
Sent: Saturday, November 10, 2012 07:26 PM
To: Scott Mason
Cc: Katie Altshuler; Dana Wolpert; Tammie Wright; Monica Houston
Subject: Re: Sceduling a Call

Thanks scott

Katie - think we need to shoot for that layover on Dallas if at all possible...

On Nov 10, 2012, at 7:14 PM, "Scott Mason" <Scott.Mason@gov.ok.gov> wrote:

> Katie,
> Here is the flight schedule for Gov, Weintz and me for Tuesday to Arizona.
>
>
> American Airlines Flight 1511 departs at 10:45AM
>
> Layover in DFW from 11:45-1:35PM
>
> American Airlines Flight 1279 from DFW to Phoenix, AZ arrives 3:05PM (mountain time).
>
>
> Let me know if you need further info.
>
> Scott
>
>
>
> Scott Mason
> Office of the Governor
> State of Oklahoma
>
> via AT&T BlackBerry
>
> ----- Original Message -----
> From: Denise Northrup
> Sent: Saturday, November 10, 2012 04:01 PM
> To: Katie Altshuler
> Cc: Dana Wolpert; Tammie Wright; Monica Houston; Scott Mason
> Subject: Re: Sceduling a Call
>
> Scott, I don't have her flight info to see when she's arriving in Arizona...if one of you you can check
and get back to Katie, we need to try to make this happen Tuesday
>
>
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>
> On Nov 10, 2012, at 3:52 PM, "Katie Altshuler" <Katie.Altshuler@gov.ok.gov> wrote:
>
>> Any chance Governor could be available to talk to Gov Markell from 3-3:15 ET on Tuesday re/ next
steps for NGA on PPACA, fiscal cliff, etc.?
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From: Katie Altshuler
To: Denise Northrup; Scott Mason
Cc: Dana Wolpert; Tammie Wright; Monica Houston
Subject: Re: Sceduling a Call
Date: Saturday, November 10, 2012 7:43:11 PM

Okay, I am checking, will keep you posted.

----- Original Message -----
From: Denise Northrup
Sent: Saturday, November 10, 2012 07:26 PM
To: Scott Mason
Cc: Katie Altshuler; Dana Wolpert; Tammie Wright; Monica Houston
Subject: Re: Sceduling a Call

Thanks scott

Katie - think we need to shoot for that layover on Dallas if at all possible...

On Nov 10, 2012, at 7:14 PM, "Scott Mason" <Scott.Mason@gov.ok.gov> wrote:

> Katie,
> Here is the flight schedule for Gov, Weintz and me for Tuesday to Arizona.
>
>
> American Airlines Flight 1511 departs at 10:45AM
>
> Layover in DFW from 11:45-1:35PM
>
> American Airlines Flight 1279 from DFW to Phoenix, AZ arrives 3:05PM (mountain time).
>
>
> Let me know if you need further info.
>
> Scott
>
>
>
> Scott Mason
> Office of the Governor
> State of Oklahoma
>
> via AT&T BlackBerry
>
> ----- Original Message -----
> From: Denise Northrup
> Sent: Saturday, November 10, 2012 04:01 PM
> To: Katie Altshuler
> Cc: Dana Wolpert; Tammie Wright; Monica Houston; Scott Mason
> Subject: Re: Sceduling a Call
>
> Scott, I don't have her flight info to see when she's arriving in Arizona...if one of you you can check
and get back to Katie, we need to try to make this happen Tuesday
>
>
>
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> On Nov 10, 2012, at 3:52 PM, "Katie Altshuler" <Katie.Altshuler@gov.ok.gov> wrote:
>
>> Any chance Governor could be available to talk to Gov Markell from 3-3:15 ET on Tuesday re/ next
steps for NGA on PPACA, fiscal cliff, etc.?
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From: Denise Northrup
To: Scott Mason
Cc: Katie Altshuler; Dana Wolpert; Tammie Wright; Monica Houston
Subject: Re: Sceduling a Call
Date: Saturday, November 10, 2012 7:26:33 PM

Thanks scott

Katie - think we need to shoot for that layover on Dallas if at all possible...

On Nov 10, 2012, at 7:14 PM, "Scott Mason" <Scott.Mason@gov.ok.gov> wrote:

> Katie,
> Here is the flight schedule for Gov, Weintz and me for Tuesday to Arizona.
>
>
> American Airlines Flight 1511 departs at 10:45AM
>
> Layover in DFW from 11:45-1:35PM
>
> American Airlines Flight 1279 from DFW to Phoenix, AZ arrives 3:05PM (mountain time).
>
>
> Let me know if you need further info.
>
> Scott
>
>
>
> Scott Mason
> Office of the Governor
> State of Oklahoma
>
> via AT&T BlackBerry
>
> ----- Original Message -----
> From: Denise Northrup
> Sent: Saturday, November 10, 2012 04:01 PM
> To: Katie Altshuler
> Cc: Dana Wolpert; Tammie Wright; Monica Houston; Scott Mason
> Subject: Re: Sceduling a Call
>
> Scott, I don't have her flight info to see when she's arriving in Arizona...if one of you you can check
and get back to Katie, we need to try to make this happen Tuesday
>
>
>
> On Nov 10, 2012, at 3:52 PM, "Katie Altshuler" <Katie.Altshuler@gov.ok.gov> wrote:
>
>> Any chance Governor could be available to talk to Gov Markell from 3-3:15 ET on Tuesday re/ next
steps for NGA on PPACA, fiscal cliff, etc.?
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From: Scott Mason
To: Denise Northrup; Katie Altshuler
Cc: Dana Wolpert; Tammie Wright; Monica Houston
Subject: Re: Sceduling a Call
Date: Saturday, November 10, 2012 7:14:46 PM

Katie,
Here is the flight schedule for Gov, Weintz and me for Tuesday to Arizona.

American Airlines Flight 1511 departs at 10:45AM

Layover in DFW from 11:45-1:35PM

American Airlines Flight 1279 from DFW to Phoenix, AZ arrives 3:05PM (mountain time).

Let me know if you need further info.

Scott

Scott Mason
Office of the Governor
State of Oklahoma

via AT&T BlackBerry

----- Original Message -----
From: Denise Northrup
Sent: Saturday, November 10, 2012 04:01 PM
To: Katie Altshuler
Cc: Dana Wolpert; Tammie Wright; Monica Houston; Scott Mason
Subject: Re: Sceduling a Call

Scott, I don't have her flight info to see when she's arriving in Arizona...if one of you you can check and
get back to Katie, we need to try to make this happen Tuesday

On Nov 10, 2012, at 3:52 PM, "Katie Altshuler" <Katie.Altshuler@gov.ok.gov> wrote:

> Any chance Governor could be available to talk to Gov Markell from 3-3:15 ET on Tuesday re/ next
steps for NGA on PPACA, fiscal cliff, etc.?
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From: Denise Northrup
To: Katie Altshuler
Cc: Dana Wolpert; Tammie Wright; Monica Houston; Scott Mason
Subject: Re: Sceduling a Call
Date: Saturday, November 10, 2012 4:01:10 PM

Scott, I don't have her flight info to see when she's arriving in Arizona...if one of you you can check and
get back to Katie, we need to try to make this happen Tuesday

On Nov 10, 2012, at 3:52 PM, "Katie Altshuler" <Katie.Altshuler@gov.ok.gov> wrote:

> Any chance Governor could be available to talk to Gov Markell from 3-3:15 ET on Tuesday re/ next
steps for NGA on PPACA, fiscal cliff, etc.?
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From: Denise Northrup
To: Katie Altshuler
Subject: Re: Sceduling a Call
Date: Monday, November 12, 2012 2:57:56 PM

Thx

On Nov 12, 2012, at 2:56 PM, "Katie Altshuler" <Katie.Altshuler@gov.ok.gov> wrote:

> This time frame will not work for Markell tomorrow, they are going to send us a couple of other
blocks of time to see if they will work. I will keep you posted.
>
> ----- Original Message -----
> From: Denise Northrup
> Sent: Saturday, November 10, 2012 07:26 PM
> To: Scott Mason
> Cc: Katie Altshuler; Dana Wolpert; Tammie Wright; Monica Houston
> Subject: Re: Sceduling a Call
>
> Thanks scott
>
> Katie - think we need to shoot for that layover on Dallas if at all possible...
>
>
>
> On Nov 10, 2012, at 7:14 PM, "Scott Mason" <Scott.Mason@gov.ok.gov> wrote:
>
>> Katie,
>> Here is the flight schedule for Gov, Weintz and me for Tuesday to Arizona.
>>
>>
>> American Airlines Flight 1511 departs at 10:45AM
>>
>> Layover in DFW from 11:45-1:35PM
>>
>> American Airlines Flight 1279 from DFW to Phoenix, AZ arrives 3:05PM (mountain time).
>>
>>
>> Let me know if you need further info.
>>
>> Scott
>>
>>
>>
>> Scott Mason
>> Office of the Governor
>> State of Oklahoma
>>
>> via AT&T BlackBerry
>>
>> ----- Original Message -----
>> From: Denise Northrup
>> Sent: Saturday, November 10, 2012 04:01 PM
>> To: Katie Altshuler
>> Cc: Dana Wolpert; Tammie Wright; Monica Houston; Scott Mason
>> Subject: Re: Sceduling a Call
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>>
>> Scott, I don't have her flight info to see when she's arriving in Arizona...if one of you you can check
and get back to Katie, we need to try to make this happen Tuesday
>>
>>
>>
>> On Nov 10, 2012, at 3:52 PM, "Katie Altshuler" <Katie.Altshuler@gov.ok.gov> wrote:
>>
>>> Any chance Governor could be available to talk to Gov Markell from 3-3:15 ET on Tuesday re/ next
steps for NGA on PPACA, fiscal cliff, etc.?
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From: Prieto Johns, Nicole S.
To: Katie Altshuler; Cox-Kain, Julie; Lieser, Derek G.; Jonathan.buxton@okhouse.gov
Cc: Andrew Silvestri
Subject: RE: Sebelius Exchange Op ed in Huffington Post
Date: Monday, July 11, 2011 10:36:24 AM

Well, I wonder if she will be stopping by Oklahoma to hear our input for modifications:

"But we want to hear more, so we will be traveling across the country to gather input, and we fully
expect to modify our proposals based on what we hear from the American people."

S. Nicole Prieto Johns, MPA | Oklahoma Health Insurance Exchange Planning Project | Project Manager |
1000 NE 10th Street, Suite 355, Oklahoma City, Oklahoma 73117-1299 | Bus.  405.271.2944 | Cell 

 | E-mail NicolePJ@health.ok.gov | Website: www.OK.gov/InsuranceExchange

-----Original Message-----
From: Katie Altshuler [mailto:Katie.Altshuler@gov.ok.gov]
Sent: Monday, July 11, 2011 10:01 AM
To: (jason ); (pat ; (stanislawski@oksenate.gov);
(thompsont@oksenate.gov); Andrew Silvestri; Bev_Binkowski ; Chad Warmington

); Cox-Kain, Julie; Lieser, Derek G.; Fred Morgan
(morganf@oksenate.gov); Glen Mulready; Jonathan Buxton (Jonathan.buxton@okhouse.gov); Laura
Brookins ( ; Matt Robison ); Mike
Brown ; Mike Thompson; Prieto Johns, Nicole S.
Cc: Andrew Silvestri; Alex Weintz
Subject: FYI: Sebelius Exchange Op ed in Huffington Post

http://www.huffingtonpost.com/sec-kathleen-sebelius/health-insurance-exchange-_b_894252.html

Huffington Post (Op-ed by Kathleen Sebelius): Giving Americans Better Health Insurance Choices
Today, we will be releasing draft proposals that set minimum requirements for Exchanges while giving
states the flexibility they need to design an Exchange that works for them. These proposals build on
over a year's worth of work. In developing them, we looked at the models of Utah and Massachusetts,
held countless meetings with stakeholders, and consulted closely with state leaders, consumer
advocates, employers and insurers. But we want to hear more, so we will be traveling across the
country to gather input, and we fully expect to modify our proposals based on what we hear from the
American people.

Giving Americans Better Health Insurance Choices
Posted: 7/10/11 10:40 PM ET

For nearly 180 million Americans whose health insurance today is provided by their workplace, getting
coverage is pretty straightforward. They can choose from a range of plans offered by their employer
that fit their needs and family budget. And for the most part, these plans include strong patient
protections.
But for Americans who work for smaller companies, or buy insurance on their own, or are uninsured, the
insurance market is much more treacherous. Insurers usually charge a lot more -- small employers pay
an average of 18 percent more for coverage than their larger competitors -- and plans come with more
strings attached. Rates can jump by double digits without much warning. Finding and enrolling in
coverage is often complicated and confusing. And in the individual market in most States, coverage can
be denied based on a person's health.
Starting in 2014, the Affordable Care Act will provide a new alternative for those in this broken market.
Discrimination against people with pre-existing conditions will be illegal. And individuals and small
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business owners will be able to purchase private health insurance through state-based competitive
marketplaces called Affordable Insurance Exchanges.
Exchanges will give Americans competition, choice, and clout in the health insurance market. They'll be
transparent marketplaces where insurers will compete on the basis of cost and benefits. They'll allow
individuals and small business owners to pool their resources so they have the clout that big businesses
have today. And people will have a choice of health plans to fit their needs.
These Exchanges will share some key features.

First, they will serve as a one-stop shop where you can easily see your private insurance options,
compare prices and benefits, and pick the plan that's right for you and your family.
Second, Exchanges will set conditions to ensure that insurers compete only on price and quality. Today,
some insurance companies try to avoid enrolling sick people or skimp on care to keep their costs down.
Exchanges will help prevent that from happening and be able to set standards for health plans on
quality, coordination of care, and costs.
Third, they'll ensure a basic level of coverage. All plans sold in the marketplaces will offer a minimum
package of benefits similar to those offered by employers today, so you can be confident the plan you
buy will protect you if you get sick. And you will have the freedom to choose from a range of plans to
find the one that includes your doctor and meets your needs.
This is how Members of Congress get their health insurance today. And once these reforms are fully in
place, buying insurance will become much more like buying a home appliance or an airline ticket. The
insurance customer -- not the insurance company -- will be in the driver's seat.
We are well on the way to this new reality, with states led by both Democratic and Republican
Governors moving forward to establish Exchanges. Altogether, 49 states have accepted grants to help
plan and operate their Exchanges, and over half of states have taken additional action such as passing
legislation or taking administrative action to begin building Exchanges.
Bipartisan support for Exchanges isn't surprising. When they are up and running, state Exchanges will
save money for their residents by making the health insurance market more competitive and accessible,
a goal that leaders from both parties can get behind. In fact, our nation's first Exchanges were
established by Republican governors in Massachusetts and Utah.
Today, we will be releasing draft proposals that set minimum requirements for Exchanges while giving
states the flexibility they need to design an Exchange that works for them. These proposals build on
over a year's worth of work. In developing them, we looked at the models of Utah and Massachusetts,
held countless meetings with stakeholders, and consulted closely with state leaders, consumer
advocates, employers and insurers. But we want to hear more, so we will be traveling across the
country to gather input, and we fully expect to modify our proposals based on what we hear from the
American people.
For too long, insurance companies have had the upper hand. The new competitive market will flip that
history on its head and give consumers the clout they need to get a fair deal. We have a long way to go
until 2014, and it will take time to make sure the insurance market works properly for consumers and
small businesses. But for millions of Americans, those days are finally within sight.
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From: Katie Altshuler
To: Kaleb Bennett; Denise Northrup; Glenn Coffee; Alex Weintz; Aaron Cooper; Craig Perry; Andrew Silvestri
Subject: Re: Sen Brown
Date: Wednesday, March 30, 2011 11:15:03 AM

I already talked to him about all of those things. First of all authority is not with the Health Care
Authority now. I already told him we are working on the rest.

----- Original Message -----
From: Kaleb Bennett
Sent: Wednesday, March 30, 2011 11:12 AM
To: Denise Northrup; Glenn Coffee; Katie Altshuler; Alex Weintz; Aaron Cooper; Craig Perry; Andrew
Silvestri
Subject: Sen Brown

Just spoke to Sen Brown again regarding the Exchange issue. FYI, he believes the bill will not get out of
his cmte without some changes.

He listed 3 he'd like to see: 1. Put oversight of the Exchange with Doak instead of the Health Care
Authority; 2. Remove the language regarding the federal funding and 3. Place a sunset on the
provisions in the bill.

I told him we wanted Cline instead of Doak because Cline is appointed. He understood but said Doak
was elected. I also told him we're working on language that spells out what we will and will not do as it
relates to the exchange and Obamacare. 

He said he's only talking to members of his caucus and isn't talking to the press, though they've
approached him a few times. Anyway he's still concerned about this tying us to Obamacare and still
feels the grant guidance spells out exactly that...despite our assurances to the contrary.
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From: Denise Northrup
To: Alex Weintz; Katie Altshuler
Subject: Re: sept cab mtg in tulsa
Date: Wednesday, August 15, 2012 9:21:39 AM

Think about what "kind" of facility we want to have the meeting at...

Osu medical! because of the rural residencies? Osu-tulsa?

One of the career techs?

Somewhere south so more old people can be there "townhall" style or more midtown so that
business people can attend...
 
From: Alex Weintz 
Sent: Wednesday, August 15, 2012 09:02 AM
To: Denise Northrup; Katie Altshuler 
Subject: RE: sept cab mtg in tulsa 
 
We’ve had a busy few months for health initiatives with the smoking ban, west nile stuff, rural
residencies etc
That stuff is popular and easy to weave into any economic narrative. Popular in Tulsa and in rural
areas.
Also can provide some backup if we get tough Medicare/Medicaid questions related to ObamaCare
or elections
 

From: Denise Northrup 
Sent: Wednesday, August 15, 2012 8:59 AM
To: Alex Weintz; Katie Altshuler
Subject: RE: sept cab mtg in tulsa
 
Why cline?
 

From: Alex Weintz 
Sent: Wednesday, August 15, 2012 8:58 AM
To: Denise Northrup; Katie Altshuler
Subject: RE: sept cab mtg in tulsa
 
How about McKeever, Lopez, Hudecki, Cline.
 
 

From: Denise Northrup 
Sent: Wednesday, August 15, 2012 7:57 AM
To: Alex Weintz; Katie Altshuler
Subject: sept cab mtg in tulsa
 
Meant to talk to you about this before today. mckeever wants to roll out his science and technology
plan.
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We need to figure out which cab members we want speaking, and someone needs to get working
on finding a location, etc…
 
Denise Northrup
Chief Of Staff
Office of Governor Mary Fallin
405-522-8832 phone

 mobile
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From: Denise Northrup
To: Alex Weintz; Katie Altshuler
Subject: Re: sept cab mtg in tulsa
Date: Wednesday, August 15, 2012 9:17:48 AM

K
 
From: Alex Weintz 
Sent: Wednesday, August 15, 2012 09:02 AM
To: Denise Northrup; Katie Altshuler 
Subject: RE: sept cab mtg in tulsa 
 
We’ve had a busy few months for health initiatives with the smoking ban, west nile stuff, rural
residencies etc
That stuff is popular and easy to weave into any economic narrative. Popular in Tulsa and in rural
areas.
Also can provide some backup if we get tough Medicare/Medicaid questions related to ObamaCare
or elections
 

From: Denise Northrup 
Sent: Wednesday, August 15, 2012 8:59 AM
To: Alex Weintz; Katie Altshuler
Subject: RE: sept cab mtg in tulsa
 
Why cline?
 

From: Alex Weintz 
Sent: Wednesday, August 15, 2012 8:58 AM
To: Denise Northrup; Katie Altshuler
Subject: RE: sept cab mtg in tulsa
 
How about McKeever, Lopez, Hudecki, Cline.
 
 

From: Denise Northrup 
Sent: Wednesday, August 15, 2012 7:57 AM
To: Alex Weintz; Katie Altshuler
Subject: sept cab mtg in tulsa
 
Meant to talk to you about this before today. mckeever wants to roll out his science and technology
plan.
 
We need to figure out which cab members we want speaking, and someone needs to get working
on finding a location, etc…
 
Denise Northrup
Chief Of Staff
Office of Governor Mary Fallin
405-522-8832 phone
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From: Alex Weintz
To: Denise Northrup; Katie Altshuler
Subject: Re: sept cab mtg in tulsa
Date: Wednesday, August 15, 2012 9:26:20 AM

If we can do it at some kind of school that would be the best. It might be best to ask a local rotary if
they would partner with us to host it. Built in attendance and maybe they can help us find a location 
 
From: Denise Northrup 
Sent: Wednesday, August 15, 2012 09:21 AM
To: Alex Weintz; Katie Altshuler 
Subject: Re: sept cab mtg in tulsa 
 
Think about what "kind" of facility we want to have the meeting at...

Osu medical! because of the rural residencies? Osu-tulsa?

One of the career techs?

Somewhere south so more old people can be there "townhall" style or more midtown so that
business people can attend...
 
From: Alex Weintz 
Sent: Wednesday, August 15, 2012 09:02 AM
To: Denise Northrup; Katie Altshuler 
Subject: RE: sept cab mtg in tulsa 
 
We’ve had a busy few months for health initiatives with the smoking ban, west nile stuff, rural
residencies etc
That stuff is popular and easy to weave into any economic narrative. Popular in Tulsa and in rural
areas.
Also can provide some backup if we get tough Medicare/Medicaid questions related to ObamaCare
or elections
 

From: Denise Northrup 
Sent: Wednesday, August 15, 2012 8:59 AM
To: Alex Weintz; Katie Altshuler
Subject: RE: sept cab mtg in tulsa
 
Why cline?
 

From: Alex Weintz 
Sent: Wednesday, August 15, 2012 8:58 AM
To: Denise Northrup; Katie Altshuler
Subject: RE: sept cab mtg in tulsa
 
How about McKeever, Lopez, Hudecki, Cline.
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From: Denise Northrup 
Sent: Wednesday, August 15, 2012 7:57 AM
To: Alex Weintz; Katie Altshuler
Subject: sept cab mtg in tulsa
 
Meant to talk to you about this before today. mckeever wants to roll out his science and technology
plan.
 
We need to figure out which cab members we want speaking, and someone needs to get working
on finding a location, etc…
 
Denise Northrup
Chief Of Staff
Office of Governor Mary Fallin
405-522-8832 phone

 mobile
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From: Travis Brauer
To: Katie Altshuler
Subject: Re: Sept. 7 call with Utah Gov. Gary Herbert
Date: Wednesday, September 05, 2012 1:17:00 PM

Yes. I can be on the call. 

Travis Brauer 
Office of Governor Mary Fallin 

 
From: Katie Altshuler 
Sent: Wednesday, September 05, 2012 01:05 PM
To: Travis Brauer 
Subject: FW: Sept. 7 call with Utah Gov. Gary Herbert 
 
Travis, are you available to participate on this call? Thanks, Katie
 
Katie Altshuler, Policy Director
Office of Governor Mary Fallin
2300 North Lincoln Boulevard, Suite 212
Oklahoma City, Oklahoma 73105
405.521.2342
katie.altshuler@gov.ok.gov

 
 

From: Grace-Marie Turner [mailto:galen=galen.org@mail11.us1.rsgsv.net] On Behalf Of Grace-Marie
Turner
Sent: Tuesday, September 04, 2012 11:28 AM
To: Katie Altshuler
Subject: Sept. 7 call with Utah Gov. Gary Herbert
 

Register now for September 7 State Leaders Call Is this email not displaying correctly?
View it in your browser.

 

State Leaders Call

Please join us for a conference call for state leaders
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with Utah Governor Gary Herbert 

Friday, September 7, 11 :30am EDT 

Utah Gov. Gary Herbert is warning other governors of the high cost of Medicaid 

expansion through ObamaCare. Please join us for a conversation with Gov. Herbert this 

Friday where he will talk about the importance of repealing ObamaCare and putting 

states back on track so statehouses, not the White House, are in charge. "It is time to 

reset the health reform conversation, and repeal and replace PPACA with state-driven, 

people-centered and market-oriented innovations. States simply cannot afford the 

Affordable Care Act, and neither can the American people," he wrote in a recent 

Washington Vmes article . 

To register for this call, please contact Jena Persico at jena@qalen.org. You will 

receive the call numbers when you register, and your registration will ensure that 

you receive any follow-up materials from the call. 

Galen Institute 
P.O. Box 320010 
Alexandria, VA 22320 

www galen org I www spa org I www jpj org 

www.galen.org 
twjtter com/Galenlnstitute 
facebook.com/Galenlnstitute 

unsubscrjbe from thjs list I ypdate sybscdptjon preferences 

4875



From: 
To: 
Subject : 
Date: 

Donaldson. Leslie 

Katie Altshuler 

RE: Sept. 8-9, 2011 Health Insurance Exchange Meeting 

Thursday, August 25, 2011 7:36:58 AM 

Please proceed with making travel thru NGA's travel agency. They will contact us for approval based upon 
your request on the below email. Once confirmed we will submit a travel waiver for the additional days 
granting that the airfare cost does not exceed the original airfare cost for the meeting dates . Thank you. 

Leslie Donaldson 
Administrative Coordinator 
NGA Center for Best Practices 
Health Division 
444 North Capitol St., Ste. 267 
Washington, DC 20001 
Tel: 202) 624-5343 
Fax: 202) 624-7825 
Web: www nga org 

From: Katie Altshuler [mailto:Katie.Altshuler@gov.ok.gov] 
Sent: Wednesday, August 24, 2011 3:01 PM 
To: Donaldson, Leslie 
Subject: Re: Sept. 8-9, 2011 Health Insurance Exchange Meeting 

I need permission to book a flight return outside of conference w indow. I left a message for Maria 

earlier this week but have not heard back yet. I am out of office in meetings today, so she may have 

tried to contact me today. I also need guidance on getting the rest of our participants registered. 

The best place to reach me is my cell phone 

3pm CST today. 

From: Donaldson, Leslie (roailto:LDonaldson@NGA.ORGJ 
Sent: Wednesday, August 24, 2011 12:07 PM 

However I will not be available before 

Cc: Bailey, Kathryn < KBajley@NGA.ORG>; Schiff, Maria <M$cbiff@NGA.ORG> 
Subject: Sept. 8 -9, 2011 Health Insurance Exchange Meeting 

Thank you for registering for the above titled meeting. We are quickly approaching the meeting date and it 
has been brought to my attention that you have registered as a "NGA Sponsored Participant" or "Speaker" 
that has not booked their travel arrangements thru NGA's Innovative Travel agency. 
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As mentioned in the logistical information on the registration website meeting participants that are “NGA
Sponsored Participants” or “Speaker” should book airline reservation thru Innovative Travel by calling
 877) 309-4322 or via email at kim@innovativetvl.com.  Airline tickets that are not booked thru Innovative
will not be reimbursed by NGA. 
 
Please let me know if I can of further assistance.
 
Leslie Donaldson

The information contained in this electronic transmission, including
any attachments, is for the exclusive use of the intended recipient(s)
and may contain information that is privileged, proprietary, and/or
confidential. If the reader of this transmission is not an intended
recipient, or a person responsible for delivering it to the intended
recipient, you are hereby notified that any review, dissemination,
distribution, or copying of this communication is strictly prohibited. If
you have received this communication in error, please immediately
notify the sender and delete this message.

The information contained in this electronic transmission, including
any attachments, is for the exclusive use of the intended recipient(s)
and may contain information that is privileged, proprietary, and/or
confidential. If the reader of this transmission is not an intended
recipient, or a person responsible for delivering it to the intended
recipient, you are hereby notified that any review, dissemination,
distribution, or copying of this communication is strictly prohibited. If
you have received this communication in error, please immediately
notify the sender and delete this message.
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From: 
To: 
Cc: 
Subject: 
Date: 

Just approved. 

Leslie Donaldson 

Donaldson. Leslie 
Katie Altshuler 
Bailey, Kathryn; Schiff. Maria 
RE: Sept. 8-9, 2011 Health Insurance Exchange Meeting 

Thursday, August 25, 2011 12:58:07 PM 

From: Katie Altshuler [mailto:Katie.Altshuler@gov .Ok.gov] 
Sent: Thursday, August 25, 20111:57 PM 
To: Donaldson, Leslie 
Cc: Bailey, Kathryn; Schiff, Maria 
Subject: RE: Sept. 8-9, 2011 Health Insurance Exchange Meeting 

I just called and booked tickets but they agent does not have me on her approved list, she went 

ahead and reserved them and is going to contact you . Thanks, Katie 

Katie Altshuler, Policy Director 
Office ofGovemor Mary Fallin 
2300 North Lincoln Boulevard, Suite 212 
Oklahoma City, Oklahoma 73105 
405.521.2342 
katie a!tsb1iler@goy ok goy 

From: Donaldson, Leslie [mailto:LDonaldson@NGA.ORG] 
Sent: Wednesday, August 24, 2011 12:08 PM 
Cc: Bailey, Kathryn; Schiff, Maria 
Subject: Sept. 8-9, 2011 Health Insurance Exchange Meeting 
Importance: High 

Thank you for registering for the above titled meeting. We are quickly approaching the meeting date and it 
has been brought to my attention that you have registered as a "NGA Sponsored Participant" or "Speaker" 
that has not booked their travel arrangements thru NGA's Innovative Travel agency. 

As mentioned in the logistical information on the registration website meeting participants that are "NGA 
Sponsored Participants" or "Speaker" should book airline reservation thru Innovative Travel by calling 
877) 309-4322 or via email at kjm@jnnoyatiyewl com. Airline tickets that are not booked thm Innovative 
will not be reimbursed by NGA 
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Please let me know if I can of further assistance.
 
Leslie Donaldson

The information contained in this electronic transmission, including
any attachments, is for the exclusive use of the intended recipient(s)
and may contain information that is privileged, proprietary, and/or
confidential. If the reader of this transmission is not an intended
recipient, or a person responsible for delivering it to the intended
recipient, you are hereby notified that any review, dissemination,
distribution, or copying of this communication is strictly prohibited. If
you have received this communication in error, please immediately
notify the sender and delete this message.

The information contained in this electronic transmission, including
any attachments, is for the exclusive use of the intended recipient(s)
and may contain information that is privileged, proprietary, and/or
confidential. If the reader of this transmission is not an intended
recipient, or a person responsible for delivering it to the intended
recipient, you are hereby notified that any review, dissemination,
distribution, or copying of this communication is strictly prohibited. If
you have received this communication in error, please immediately
notify the sender and delete this message.

4879



From: 
To: 

Cc: 
Subject: 
Date: 

Medicare official doubts health care law savings 
Associated Press 
http://www.google.com/hostednews/ap/artjcle/Al.eQM5hCI4GhKaleCpy570YTLr9p7nQ54Q' 
docld= Zalabd4a6937454f90aa34acf72c9870 

WASHINGTON (AP) - Two of the central promises of President Barack Obama's health care overhaul 
law are unlikely to be fulfi lled, Medicare's independent economic expert told Congress on Wednesday. 

The landmark legislation probably won't hold costs down, and it won't let everybody keep their current 
health insurance if they like it, Chief Actuary Richard Foster told the House Budget Committee. His office 
is responsible for independent long-range cost estimates. 

Foster's assessment came a day after Obama in his State of the Union message told lawmakers that 
he's open to improvements in the law, but unwilling to rehash the health care debate of the past two 
years. Republicans want to repeal the landmark legislation that provides coverage to more than 30 
million people now uninsured, but lack the votes. 

Foster was asked by Rep. Tom McClintock, R-Calif., for a simple true or false response on two of the 
main assertions made by supporters of the law: that it will bring down unsustainable medical costs and 
will let people keep their current health insurance if they like it. 

On the costs issue, "I would say false, more so than true," Foster responded. 

As for people getting to keep their coverage, "not true in all cases." 

Foster was a thorn in the side to the administration throughout the health care debate, doubting that 
Medicare cuts would prove to be polit ically sustainable and raising other questions. An equal 
opportunity skeptic, he was also a bane to the George W. Bush administration during the debate that 
led to creation of the Medicare prescription drug benefit in 2003. Obama White House officials dispute 
his analysis and predict that he will be proven wrong about the health care law. Republicans hang on 
his every word. 

The comments Wednesday were unusually direct because Foster generally delivers his analysis in 
complicated technical memos. 

Foster says analysis by his office shows that the health care law will raise the nation's health care tab 
modestly because newly insured people will be getting medical services they would have otherwise gone 
without. 

Costs could also increase if Medicare cuts to hospitals, nursing homes and home health agencies turn 
out to be politically unsustainable over the years. The actuary's office has projected those cuts would 

4880



eventually force about 15 percent of providers into the red. The health care law funnels savings from
the Medicare cuts to provide coverage to uninsured workers and their families.

As for people getting to keep their health insurance plan, Foster's office is projecting that more than 7
million Medicare recipients in private Medicare Advantage plans will eventually have to find other
coverage, cutting enrollment in the plans by about half.

The health care law gradually cuts generous government payments to the plans, so insurers are
expected to raise premiums or even drop out. And the main reason seniors have flocked to the private
plans is that they offer lower out-of-pocket costs.

Medicare recipients who lose private coverage would still be guaranteed coverage in the traditional
program, but they would likely have to take out a supplementary insurance plan for gaps in their
coverage.

-----Original Message-----
From: Marie Sanderson [mailto:msanderson@governor.state.ms.us]
Sent: Wednesday, January 26, 2011 9:09 AM
To: brandymarty03 ; Candice Whitfield; Marie Sanderson;
Lanier_Swann@mcconnell.senate.gov; mschrimpf@RGA.ORG
Cc: john.katz@alaska.gov; russ.kelly@alaska.gov; lgromis ; macarter32
RSerote@az.gov; Adam.nordstrom ; Rob.Jakubik ;
ehames@georgia.gov; ted.pitts.jr ; travisrichmond ; wkloiber
David.Hensley@gov.idaho.gov; jkreizenbeck@gov.idaho.gov; Tammy.Perkins@gov.idaho.gov;
Katie.Altshuler@gov.ok.gov; JamieShuster@gov.sc.gov; hedgcockm@GOV.STATE.LA.US;
bob.schwaneberg@gov.state.nj.us; Dona.DeLeon@gov.state.nj.us; Wayne.Hasenbalg@gov.state.nj.us;
michael.ciamarra@governor.alabama.gov; brandon.steinmann@governor.state.tx.us;
dan.wilmot@governor.state.tx.us; Jeannemarie.Davis@governor.virginia.gov;
kristi.craig@governor.virginia.gov; jboeyink ; debbie ;
griffin ; wstruble ; rbmull ; wags@la.gov;
Renee.Fargason@LASPBS.STATE.FL.US; kristacarman ; Kinzel, Will;
mary.mayhew@maine.gov; muchmored@michigan.gov; Lauren.Hill@nebraska.gov; ryan
eperez@osfr.state.tx.us; Bkanzeg ; aparis@state.pa.us; jbranstett@state.pa.us;
Jim.Soyer@state.sd.us; MKennicott ; Mark.Cate@tn.gov; Will.Cromer@tn.gov;
Bnutt ; rspendlove@utah.gov; EMainigi ;
Joseph.Fadness@wisconsin.gov; Carol.Statkus@wyo.gov; katyoder_99
Subject: some press clips

1. The New York Times and NPR report that some of President Obama’s push
for new rail may face challenges from Republican governors.

http://www.nytimes.com/2011/01/25/us/politics/25build.html?_r=1&src=me

http://www.npr.org/blogs/itsallpolitics/2011/01/25/133225802/on-the-issues-analyzing-obamas-speech

2. Stateline:  Setting up health insurance exchanges, states face big
decisions
http://www.stateline.org/live/details/story?contentId=544913

3. Politco: Republicans rebut Obama's address as he speaks; Democrats
blast Paul Ryan's speech all day.
more: http://www.politico.com/news/stories/0111/48203.html

4. Politico: Ryan's rebuttal: Cut and shrink
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By: Richard E. Cohen
Budget chairman offers bleak outlook for economy, offers few specifics
on GOP budget cuts.
more: http://www.politico.com/news/stories/0111/48201.html

5. Politico: McConnell: We'll have a repeal vote
By: David Nather
The Senate minority leader is promising to put pressure on Democrats in
the upper chamber.
more: http://www.politico.com/news/stories/0111/48190.html

6. Politico: Key senators applaud 'clean energy' push
By: Darren Goode
Adding clean coal and nuclear power to renewable sources could be the
driver for Senate bill.
more: http://www.politico.com/news/stories/0111/48209.html

7. Washington Post
Obama challenges the nation -- and the GOP
http://www.washingtonpost.com/wp-dyn/content/article/2011/01/25/AR2011012507377.html?
hpid=topnews

8. Politico
Due diligence for offshore drilling
http://www.politico.com/news/stories/0111/48138.html
----------------------------------------------

Marie Thomas Sanderson
Director of Federal Policy
Office of Governor Haley Barbour
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From: Kinzel, Will
To: Marie T. Sanderson; Marie Sanderson
Cc: john.katz@alaska.gov; russ.kelly@alaska.gov; lgromis ; macarter32  RSerote@az.gov;

Adam.nordstrom ; Rob.Jakubik ; bfulenwider@georgia.gov;
ehames@georgia.gov; brandymarty03 ; dhiowa ; jabot10 ;
jboeyink34  travisrichmond ; wkloibe ; David.Hensley@gov.idaho.gov;
jkreizenbeck@gov.idaho.gov; Tammy.Perkins@gov.idaho.gov; Andrew Silvestri; Katie Altshuler;
JamieShuster@gov.sc.gov; teddpitts@gov.sc.gov; hedgcockm@gov.state.la.us;
bob.schwaneberg@gov.state.nj.us; Dona.DeLeon@gov.state.nj.us; Wayne.Hasenbalg@gov.state.nj.us;
michael.ciamarra@governor.alabama.gov; Candice Whitfield; eric.finkbeiner@governor.virginia.gov;
Jeannemarie.Davis@governor.virginia.gov; kristi.craig@governor.virginia.gov;
Michael.DiSabato@governor.virginia.gov; jboeyink  sirena.ramirez@guam.gov;
debbie  griffin  wstruble ; wags@la.gov;
Renee.Fargason@laspbs.state.fl.us; kristacarman ; mary.mayhew@maine.gov;
Lanier Swann@mcconnell.senate.gov; blackwellr2@michigan.gov; mcbrideb@michigan.gov;
muchmored@michigan.gov; tomichz@michigan.gov; Lauren.Hill@nebraska.gov; brian ;
ryan ; nguillemard  sarah.echols ; mschrimpf@rga.org;
lrussel ; Msanderson ; slevey  ts ; Bkanzeg ;
aparis@state.pa.us; jbranstett@state.pa.us; jmcallahan@state.pa.us; ktartaglia@state.pa.us;
rebmyers@state.pa.us; Jim.Soyer@state.sd.us; MKennicott ; Mark.Cate@tn.gov;
Will.Cromer@tn.gov; Bnutt  RSPENDLOVE@utah.gov; EMainigi@
bill.kloiber@wisconsin.gov; Carol.Statkus@wyo.gov; katyoder 99  pjpgato

Subject: RE: State "Flexibility???" Governors Still Waiting for An Answer...
Date: Friday, March 11, 2011 10:32:44 AM

More from the Hill:
 
Growing number of waivers a rallying cry for healthcare repeal
By Jason Millman
The Hill
03/11/11 @ 06:00 AM ET
http://thehill.com/homenews/administration/148891-waivers-become-rallying-cry-for-healthcare-
repeal-
The 1,000-plus waivers granted by the Obama administration to a portion of the healthcare reform
law have become a political liability for the White House.
Republicans are accusing the administration of rewarding Democratic allies in the labor movement
with the waivers, which exempt recipients from the reform law’s annual coverage limits.
They say the large number of waivers granted so far — 1,040 as of Thursday — is proof that the law
is unworkable and should be repealed.
“The fact that over 1,000 waivers have been granted is a tacit admission that the healthcare law is
fundamentally flawed,” said House Energy and Commerce Committee Chairman Fred Upton (R-
Mich.), one of two House chairmen using their oversight powers to probe the waivers.
The drumbeat of GOP criticism has grown louder as the waiver awards have increased. Approval of
waiver requests has jumped from 222 to almost 730 in December, and another 300 have been
approved since then.
The Department of Health and Human Services (HHS), which is in charge of implementing the
healthcare reform law, says waiver requests have slowed during the past two months, but that
hasn’t quelled the GOP outcry.
Rep. Mike Rogers (R-Mich.) says the waivers should be made available to anyone. On Thursday he
introduced legislation that would let individuals apply for exemptions to any part of the healthcare
law.
“If the SEIU gets a waiver and McDonald’s gets a waiver,” Rogers said, “shouldn’t the average
person who’s impacted by this get a waiver, too?”
The administration and Democratic lawmakers have rejected the Republican criticism, pointing out
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that the law provides HHS Secretary Kathleen Sebelius the ability to offer the waivers. Democrats 

also deny the charges of favorit ism in the process, not ing that that a large number of businesses -

and not just unions - have received the exempt ion. 

The one-year waivers are t ypica lly granted to organizat ions that offer limited health insurance, 

known as "mini-med plans," that somet imes provide as little as $2,000 in annual coverage. The 

waivers are meant as a stopgap measure unt il new state -run healt h insurance exchanges open up, 

when the mini-med insurance plans wil l be phased out, HHS says. 

"We don't want to take away people's healt h insurance before they have some realistic other 

choices," Sebelius said in an interview wit h The Hill ea rlier this year. 

The law requires a phase-out of annual dollar limits on benefits, w ith a minimum limit of $750,000 in 

2011. The limits gradually rise unt il they are completely eliminated in 2014. 

The administrat ion touts the waivers as evidence that they are showing flexibility in the 

implementat ion of the reform law. On Thursday, HHS detailed plans to let states opt out of the law 

to create their own reforms, and earlier t his week, the department gave Maine insurers an 

exemption from a reform provision that restricts administrat ive spending. 

The attempts to provide flexibility aren't winning over Republican critics. 

" Lawsuits, exempt ions and except ions are not healt hca re reform," House Ways and Means 

Republicans said Thursday. 

The GOP scrut iny has forced Democrats into the polit ically awkward posit ion of defending health 

plans that the law aims to eliminate. They say even the worst insurance is st ill better than no 

insurance at all. 

"We' re saying unt il we get to the full implementation of the Affordable Care Act, we're going to let 

these go, because the other option is nothing," said Rep. Jan Schakowsky (D-111.). 

The leader of Families USA, one of the White House's strongest healt hca re allies, isn't worried about 

the rising number of waivers. As long as the administration is cl ea r on waiver standards and 

decisions, said Families USA executive director Ron Pollack, it can cont inue to make the case for 

them. 

"What's ironic is if there were disruption [in the insurance market] ... the Republicans would 

complain that the legislat ion is too rigid," Pollack said. 

But House Republicans w ith significant oversight powers contend the process hasn't been 

transparent. The House Committee on Oversight and Government Reform t his week accused HHS of 

sta lling the committee's probe into why dozens of organizat ions have been denied waivers. 

"The current lack of transparency lends credence to the perception that bureaucrats are picking 

w inners and losers in a polit icized environment where the w inners are favored constituencies of the 

administrat ion," the Oversight panel wrote. 

For it s part, HHS says it already provided most of the documents to the Energy and Commerce 

Committee, which launched it s own waiver investigat ion in January. 

The waivers cover approximately 2.6 million people, or less than 2 percent of privately insured 

individuals, according to HHS. 

For a complete list of waivers click here. 

From: Marie T. Sanderson 
Sent: Thursday, March 10, 2011 7:24 PM 
Subject: Fwd: State "Flexibility???" Governors Still Waiting for An Answer ... 
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HHS has issued a notice for a press conference this afternoon on “state flexibility in implementing”
the health care law.  Politico reports that the news conference will discuss the release of Section
1332 waivers under the health care law. (We’ve previously outlined the non-flexibility in the health
law in blog postings here and elsewhere.)
 
But today’s announcement misses the point in several respects.  Under current law the “flexibility”
being discussed would only begin in 2017 – nearly six years from now.  But governors face
significant problems with the health care law TODAY – yet the Secretary has failed to respond to
the requests from Washington for relief.
 
The specific issue relates to maintenance of effort mandates in the health care law that prevent
states from modifying or restricting their Medicaid eligibility criteria.  Governors have
made multiple requests for flexibility from such mandates – the earliest of which came on January 7
this year.  On February 3 Secretary Sebelius wrote to them saying she was “continu[ing] to review
what authority, if any, I have to waive the maintenance of effort” requirements under the health
care law.  However, five weeks later – and nearly 10 weeks after governors sent their initial letter –
the Secretary has yet to respond substantively to this issue, notwithstanding the serious budget
crises affecting many states.
 
The Secretary’s silence raises obvious questions:

·         Why is the HHS so focused on implementing a waiver program that won’t start until 2017 –
rather than addressing governors’ request for flexibility to solve their budget crises NOW?

·         It’s been more than two months since governors first wrote HHS asking the Secretary to
waive the health care law’s Medicaid mandates – how much time does the Secretary need
to figure out what her authority is on this issue?  (By point of comparison, it only took
twelve days for theSecretary to respond to Chairman Baucus’ letter about the impact of H.R.
1 on Medicare Advantage – even though Democrats admitted that that bill had no chance of
passing.)

 
States are facing massive budget deficits, and new unfunded mandates totaling at least $118
billion thanks to the health care law.  Our nation’s governors need more action from Washington
than news conferences about provisions taking effect in six years – they need an end to the months-
long dithering within HHS about whether or not the Secretary has the authority to offer them the
assistance they seek, and they need it yesterday.
 
Chris Jacobs
Health Policy Analyst
Republican Policy Committee
(202) 224-2946
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From: Rich Edwards
To: Katie Altshuler
Subject: RE: Statewide Coalition Leader Comments on Passage of Health Insurance Marketplace Legislation
Date: Tuesday, February 28, 2012 11:36:27 AM

Thank you!
 

From: Katie Altshuler 
Sent: Tuesday, February 28, 2012 10:53 AM
To: Rich Edwards
Subject: FW: Statewide Coalition Leader Comments on Passage of Health Insurance Marketplace Legislation
 
In case you  missed it…
 

From: State Chamber Media [mailto:media@okstatechamber.com] 
Sent: Monday, February 27, 2012 3:45 PM
To: State Chamber Media
Subject: Statewide Coalition Leader Comments on Passage of Health Insurance Marketplace Legislation
 

FOR IMMEDIATE RELEASE
Feb. 27, 2012

Contact: Jennifer Monies
(405) 235-3669

jmonies@okstatechamber.com
 

Statewide Coalition Leader Comments on Passage of Health
Insurance Marketplace Legislation

OKLAHOMA CITY—Fred Morgan, President of The State Chamber and leader of the
Oklahomans for Free Market Health Solutions coalition, comments on the passage of Senate Bill
1629, which would create a state-based, "Utah Model" marketplace where Oklahomans would be
able to easily access and competitively shop for private insurance products. 

Supported by U.S. Senator Tom Coburn, this model will be designed to allow Oklahoma to have
more control over a web-based marketplace than would be the case if the federal government
imposed an exchange. Under current law, if Oklahoma does not create its own system, the
federal government will impose one beginning in January of 2014. 

“A vote for this bill is a vote to prevent a federally-imposed health insurance exchange from
being forced upon our state by Washington D.C. I would like to thank the members of the Senate
Health and Human Services Committee who saw through the misleading rhetoric and voted for a
pragmatic, Oklahoma-based solution to our state’s health care needs,” said Morgan.

“Oklahomans have long been a national leader in the health care delivery system arena,
especially when it comes to our public private partnership in InsureOklahoma, which has been
modeled across the country. We need a health care system created by Oklahomans designed
specifically to address the unique health needs of our state and this bill does that.”
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A list of the more than 40 member organizations of Oklahomans for Free Market Health
Solutions accompanies this release.

###
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From: Denise Northrup
To: Craig Perry; Glenn Coffee; Katie Altshuler; Andrew Silvestri; Alex Weintz; Aaron Cooper
Subject: Re: story on newsok.com
Date: Thursday, March 31, 2011 1:30:22 PM

Dammit
 
From: Craig Perry 
Sent: Thursday, March 31, 2011 01:20 PM
To: Denise Northrup; Glenn Coffee; Katie Altshuler; Andrew Silvestri; Alex Weintz; Aaron Cooper 
Subject: story on newsok.com 
 

Oklahoma Senate won't hear health insurance exchange bill

Gov. Mary Fallin has supported the bill.

 BY JOHN ESTUS Capitol Bureau jestus@opubco.com   
Published: March 31, 2011

The Senate won't hear a bill championed by Gov. Mary Fallin that would help
create an online state health insurance exchange, Senate Pro Tem Brian
Bingman said today.

House Bill 2130 would set up a board to oversee development of a website for
Oklahomans to shop for health insurance policies. The website is commonly
referred to as a health care exchange.

The new federal health care law passed last year calls for health insurance
exchanges.

Oklahoma Republicans have been divided on whether the state should create
the exchange. Many oppose it because the state has sued the federal
government to challenge the constitutionality of the health care law.

“I want to make it plain that the Senate Republicans are not for the
Obamacare,” Bingman said.

Bingman, R-Sapulpa, said he has not spoken with Fallin yet about the
decision not to hear HB 2130 in the Senate.

Fallin has been criticized by fellow Republicans for accepting $54 million in
federal money to create the exchange despite voting against the health care bill
while she was in Congress and supporting Oklahoma's lawsuit challenging the
health care law.
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While defending her support for the exchange earlier this week, Fallin said the
health care law is, for now, “the law of the land” and that the state is required
to follow it.
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From: Glenn Coffee
To: Denise Northrup; Craig Perry; Katie Altshuler; Andrew Silvestri; Alex Weintz; Aaron Cooper
Subject: Re: story on newsok.com
Date: Thursday, March 31, 2011 1:39:58 PM

I think we need to have the boss call the PPT today. 
 
From: Denise Northrup 
Sent: Thursday, March 31, 2011 01:30 PM
To: Craig Perry; Glenn Coffee; Katie Altshuler; Andrew Silvestri; Alex Weintz; Aaron Cooper 
Subject: Re: story on newsok.com 
 
Dammit
 
From: Craig Perry 
Sent: Thursday, March 31, 2011 01:20 PM
To: Denise Northrup; Glenn Coffee; Katie Altshuler; Andrew Silvestri; Alex Weintz; Aaron Cooper 
Subject: story on newsok.com 
 

Oklahoma Senate won't hear health insurance exchange bill

Gov. Mary Fallin has supported the bill.

 BY JOHN ESTUS Capitol Bureau jestus@opubco.com   
Published: March 31, 2011

The Senate won't hear a bill championed by Gov. Mary Fallin that would help
create an online state health insurance exchange, Senate Pro Tem Brian
Bingman said today.

House Bill 2130 would set up a board to oversee development of a website for
Oklahomans to shop for health insurance policies. The website is commonly
referred to as a health care exchange.

The new federal health care law passed last year calls for health insurance
exchanges.

Oklahoma Republicans have been divided on whether the state should create
the exchange. Many oppose it because the state has sued the federal
government to challenge the constitutionality of the health care law.

“I want to make it plain that the Senate Republicans are not for the
Obamacare,” Bingman said.

Bingman, R-Sapulpa, said he has not spoken with Fallin yet about the
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decision not to hear HB 2130 in the Senate.

Fallin has been criticized by fellow Republicans for accepting $54 million in
federal money to create the exchange despite voting against the health care bill
while she was in Congress and supporting Oklahoma's lawsuit challenging the
health care law.

While defending her support for the exchange earlier this week, Fallin said the
health care law is, for now, “the law of the land” and that the state is required
to follow it.
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From: Belo, Louis
To: Donaldson, Leslie; Katie Altshuler; "nancy.v.atkins@wv.gov" (nancy.v.atkins@wv.gov); chris.r.clark@wv.gov;

fdagostino@pa.gov; adanes ; Feezor, Allen; Michael.Gelder@illinois.gov;
james.golden@state.mn.us; julian.harris@state.ma.us; dwayne.henry@lgo-vi.gov; kkissinger@pa.gov; Popkin,
Ben; jrombardo@doi.state.nv.us; jennifer.thomas@wvinsurance.gov; Nancy.j.sullivan@wv.gov;
antoinette.taranto@state.co.us; tlternes@nd.gov; m.willden@dhhs.nv.gov

Subject: RE: Friendly Reminder: Health Insurance Exchange Workshop Invitation (HOTEL RESERVATION)
Date: Friday, September 02, 2011 2:03:55 PM
Attachments: Hyatt Regency Crystal City at Reagan National Airport - Reminder - LOUIS O. BELO - 972011 - 59149734.msg

Leslie, attached is my reservation.  I am not sure why I did not show up on your list.

Louis Belo
NC Dept. of Insurance

-----Original Message-----
From: Donaldson, Leslie [mailto:LDonaldson@NGA.ORG]
Sent: Friday, September 02, 2011 1:49 PM
To: katie.altshuler@gov.ok.gov; 'nancy.v.atkins@wv.gov' (nancy.v.atkins@wv.gov); Belo, Louis;
chris.r.clark@wv.gov; fdagostino@pa.gov; adanes ; Feezor, Allen;
Michael.Gelder@illinois.gov; james.golden@state.mn.us; julian.harris@state.ma.us; dwayne.henry@lgo-
vi.gov; kkissinger@pa.gov; Popkin, Ben; jrombardo@doi.state.nv.us; jennifer.thomas@wvinsurance.gov;
Nancy.j.sullivan@wv.gov; antoinette.taranto@state.co.us; tlternes@nd.gov; m.willden@dhhs.nv.gov
Subject: Friendly Reminder: Health Insurance Exchange Workshop Invitation (HOTEL RESERVATION)
Importance: High

Thank you registering for the above titled meeting.  Please note that this is just a "FRIENDLY
REMNDER" that is imperative to make your hotel reservations as quickly as possible to receive the
guaranteed group rate, as the cut-off date has expired.  If you have already made your hotel
reservations please disregard this email.  We look forwarding to see you in a few weeks.  Please let us
know if we can be of further assistance.

Kind regards,

Leslie Donaldson
Administrative Coordinator
NGA Center for Best Practices
Health Division
444 N. Capitol St., Ste. 267
Washington, DC  20001
Tel:  202) 624-5343
Fax:  202) 624-7825
Web:  www.nga.org

The information contained in this electronic transmission, including any attachments, is for the exclusive
use of the intended recipient(s) and may contain information that is privileged, proprietary, and/or
confidential. If the reader of this transmission is not an intended recipient, or a person responsible for
delivering it to the intended recipient, you are hereby notified that any review, dissemination,
distribution, or copying of this communication is strictly prohibited. If you have received this
communication in error, please immediately notify the sender and delete this message.
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From: Nathan Atkins
To: Katie Altshuler; Alex Weintz; Trait Thompson
Subject: Re: From Meeting
Date: Monday, March 05, 2012 11:14:36 AM

Thanks Katie

---
Nathan Atkins

 (mobile)
nathan.h.atkins

-----Original Message-----
From: Katie Altshuler <Katie.Altshuler@gov.ok.gov>
Date: Mon, 5 Mar 2012 11:13:45
To: Alex Weintz<Alex.Weintz@gov.ok.gov>; atkins@oksenate.gov<atkins@oksenate.gov>;
(thompsont@oksenate.gov)<thompsont@oksenate.gov>
Subject: FW: From Meeting

FYI...

Katie Altshuler, Policy Director
Office of Governor Mary Fallin
2300 North Lincoln Boulevard, Suite 212
Oklahoma City, Oklahoma 73105
405.521.2342
katie.altshuler@gov.ok.gov

Oklahoma business owners and executives:  share your input on how we can further strengthen
Oklahoma's business climate by completing the survey at www.FallinforBusiness.com

-----Original Message-----
From: Glen Mulready [mailto:Glen.Mulready@okhouse.gov]
Sent: Monday, March 05, 2012 7:44 AM
To: Gary Stanislawski; Katie Altshuler; Brian Downs; John Estus
Subject: From Meeting

From our meeting on Thursday, I thought I would send out what I read at that time.  Again, keep in
mind that this was scratched out from the hip on a yellow pad during session. (my disclaimer) 
However, there seemed to be some agreement in the meeting the IF we go down this path, this is a
good basic messaging.  As a reminder, this is a "what if" scenario.  We have NOT determined if we will
be going down this path.  We should know more tomorrow.

Basic message.....

"We received early unofficial indications that the plan/strategy that we were attempting to put in place
to hold back a federal health insurance exchange and preserve our state's private healthcare system and
private health insurance markets will not be viewed by HHS as any kind of compliance with the ACA and
therefore would not prevent nor delay them from moving forward to establish a federal health insurance
exchange.
The House, Senate, and Governor's office have no desire to move further into compliance with the ACA
prior to the Supreme Court decsion and November election. 
Therefore, at this point we have decided that we will not move forward.  If indeed our two avenues of
repeal (legal and ballot) do not materialize and a federal insurance exchange has been established in
Oklahoma, at the earliest opportunity, we plan to give HHS 12 month notice of our desire to takeover
any federal exchange that has been established."
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Hope this helps.  We'll be in close touch.
GM

PS  Sen Stanislawski, please forward to Trait and Nathan...I somehow did not have their emails in my
iPad.

Sent from my iPad
NOTICE: The information in this email is confidential, legally
privileged, and exempt from disclosure under law. It is intended
solely for the addressee. Access to this email by anyone else is
unauthorized. If you are not the intended recipient, any
disclosure,
copying, distribution or any action taken or omitted to be taken
in
reliance on it, is prohibited and unlawful.

The Oklahoma House of Reps does not warrant any e-mail
transmission received as being virus free, and disclaims any
liability
for losses or damages arising from the use of this e-mail or its
attachments. Recipients of e-mail assume the risk of possible
computer
virus exposure by opening or utilizing the e-mail and its
attachments,
and waive any right or recourse against the House by doing so.
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From: Karina A. Forrest-Perkins
To: Katie Altshuler
Subject: Re: FW: Letter of Support for HB 2130 from Governor Mary Fallin and Insurance Commissioner John Doak
Date: Thursday, March 17, 2011 2:04:33 PM

Katie Altshuler <Katie.Altshuler@gov.ok.gov> wrote:

>[cid:image001.jpg@01CBE49A.E1AFC340]
>To: Oklahoma State Representatives
>From: Governor Mary Fallin and Insurance Commissioner John Doak
> Dear Representative,
>We would like to make you aware of the extraordinary opportunity Oklahoma has to be a national
leader in designing and implementing a conservative, free-market based health insurance exchange.
>            As you know, the idea of an Oklahoma Health Insurance Exchange is not a new one. In 2009,
the legislature passed a bill that authorized the creation of a health insurance exchange portal where
consumers could compare and research various private health insurance plans in one online location.
>As mentioned in the State of the State address, our goal is to create an insurance exchange where
small businesses and individuals can pool their money to expand their purchasing power, increase
competition and ultimately reduce costs.  Our vision is to protect consumers and guarantee the role of
licensed agents and brokers.   Therefore, we are asking for your support for HB 2130, which establishes
a governance structure for an Oklahoma Exchange.
>We believe the creation of this Oklahoma Health Insurance Exchange represents a great opportunity
for our state to develop a national model for providing citizens with quality private health insurance. I
also believe it represents an important opportunity for conservative policymakers to offer a positive
agenda for Oklahoma families.
>The Commissioner and I strongly oppose ObamaCare and will continue to work to have it overturned.
We are proud to stand with General Scott Pruitt and his efforts to have this law ruled unconstitutional. 
This is now our opportunity to stand up for our 10th amendment rights and create an Oklahoma based
free-market exchange.
>An Oklahoma Health Insurance Exchange would be an online marketplace where costs are reduced,
where insurance products could be bought and sold to meet individual needs and where all insurers
could compete to promote real choices for consumers.  This is the exchange that my administration, the
Insurance Commissioner, the Speaker, the Pro Tem, and others are dedicated to creating. We look
forward to working with all stakeholders on the legislation to ensure everyone is represented
appropriately.   We hope you are as excited by this opportunity as we are.
>
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From: Alex Weintz
To: Katie Altshuler; Andrew Silvestri
Subject: RE: Fw:
Date: Wednesday, March 28, 2012 11:01:31 AM

This is the stat I have. Problem is when they have been called by reporters they say something like
“well yes that’s part of the cost but if the plan is successful it could save us on XYZ”
 
·         The Oklahoma Health Care authority estimates the new federal health care reform will

require Oklahomans to pay $441 million for new Medicaid requirements from 2014-2022.
 
 

From: Katie Altshuler 
Sent: Wednesday, March 28, 2012 10:52 AM
To: Andrew Silvestri; Alex Weintz
Subject: FW: Fw:
 
 
 
Katie Altshuler, Policy Director
Office of Governor Mary Fallin
2300 North Lincoln Boulevard, Suite 212
Oklahoma City, Oklahoma 73105
405.521.2342
katie.altshuler@gov.ok.gov

 
Oklahoma business owners and executives:  share your input on how we can further strengthen
Oklahoma's business climate by completing the survey at www.FallinforBusiness.com
 

From: Marie Sanderson [mailto:  
Sent: Wednesday, March 28, 2012 10:51 AM
To: Katie Altshuler
Subject: Fw:
 
 

From: Mike Schrimpf 
To: Lindsay Russell; Marie Sanderson 
Sent: Wed Mar 28 11:43:00 2012
Subject:

This should be the final version. We know that OK, MI and NJ aren’t participating and this has 26
 

 
FOR IMMEDIATE RELEASE
 
CONTACT
Mike Schrimpf, 202-662-4147
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mschrimpf@rga.org

 
GOP Governors Detail the Cost of Obamacare on the States

 
As the Supreme Court today hears arguments about the impact upon the states of expanding
Medicaid, the Republican Governors Association released information from states highlighting the
costs of expanding Medicaid and implementing the health care law.
 
“President Obama’s federal health care takeover was enacted by Democrats in Congress over the
objection of governors and with little regard for the costs to the states,” said RGA Chairman Bob
McDonnell. “The federal health care law shifts billions of dollars in unfunded, long-term costs to
state governments while restricting the ability of governors to craft Medicaid solutions for the
citizens of their states. This one-size-fits-all approach is yet another reason why the health care law
needs to be replaced, and Republican governors have offered a blueprint for true reform. The
current law is simply unaffordable, unsustainable and unworkable.”
 
Costs to the States:
 

Alabama
 
The implementation of Obamacare will increase the costs of state government immediately and
in the near future.
 
The overall Medicaid budget alone is expected to increase from $6.3 Billion in 2012 to $13.2
Billion at the beginning of the 2020 fiscal year.
 
Medicaid Expansion Details

·         By 2014, Alabama expects to add up to 534,000 new enrollees to Medicaid. This
is due to mandated eligibility to anyone under age 65 who has an income of less
than 133% of the federal poverty level.
 

·         Alabama is also required to provide subsidies to adults earning between 134% and
400% and children with incomes between 301% and 400%. This expansion would
increase Medicaid eligibility from the current 21% of the state’s population to
about 40% of the population.
 

·         Nearly 1,000 new primary care physicians will be needed to care for this new
population.
 

·         This cost of services for the new eligibles would initially be borne by the federal
government, but that support would fade to 90% of the cost by 2020.
 

·         HCR legislation does not provide any additional funds to the state to certify enroll
and manage the new recipients.
 

·         Administrative costs alone will require an estimated $389 million in state funds.
Eligibility system changes will be required to add new enrollees, to differentiate
between those eligible under new vs. previous rules (each with different matching
rates) and to allow information to flow back and forth between subsidy plans and
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Medicaid.
 

Alaska
 

Alaska continues to be hampered in its efforts to manage the costs of its Medicaid program and
continues to see Medicaid population increases.  For the first time in recent history the Budget
of the Department of Health and Social Services (Medicaid Authority) has surpassed that of the
Department of Education and is projected to continue to grow ahead of inflation.
 
For FY2013 it is projected that Alaska will need an additional $45 million in state general funds
to cope with program growth and another $129 million in state general funds to offset the loss
of enhanced federal Medicaid funding.  Alaska continues to be faced with substantial growth in
Medicaid caseloads and utilization and forecasts an over 20 percent increase in Medicaid state
general fund expenditures.
 
The State of Alaska continues to narrow projections on estimating the total cost of the ACA over
the long term. However, a June 2010 preliminary analysis of the Medicaid impacts reflects that
cumulative state general fund spending will increase by $100M million, through 2020. While
direct care spending in the early years is offset by increased federal match rates, spending in
later years paints an even more concerning picture for Alaska's future and the ever increasing
impact of Medicaid expansion on the State budget while oil throughput continues to decline.
 

Arizona
 

The mandatory Medicaid expansions in PPACA, and the woodwork created by these expansions,
are expected to cost Arizona over $550 million in the next three fiscal years. Once fully
implemented in the latter half of this decade, PPACA is anticipated to increase Arizona’s annual
Medicaid obligations by almost $500 million per year. Furthermore, because Arizona expanded to
100% of the Federal Poverty Level before the passage of the PPACA, it receives a lower matching
rate for those populations than other states that did not expand (who will initially receive full
federal financing).

 
Over the four year period of the recession, while overall state spending decreased, Medicaid
spending soared by 63 percent, to the point where it accounted for nearly 30 percent of the state
general fund in the recently-completed FY 2011. During the recession, Arizona’s projected
deficits spiked, which necessitated a series of aggressive, unprecedented steps in order to return
the State to fiscal stability. An important element of this effort was the paring back of Arizona’s
Medicaid program in FY 2012, which will be undermined by the mandated increases in
population due to the PPACA.
 

Florida
 
According to Florida’s Agency for Health Care Administration, ObamaCare’s Medicaid expansion
will force Florida to spend an additional $1.5 billion and force an additional 1.8 million Floridians
to enroll in Medicaid in four years.

 
Georgia

 
The projected impact of the Medicaid expansion in Georgia is significant.  In January 2014, an
estimated 650,000 additional members will be added to our state Medicaid and CHIP programs. 
This federally mandated expansion will increase state spending by at least $2.4 billion between
FY2010-FY2020 alone. That said, the cost could soar substantially higher because there are more
federal regulations to come and initial spending could spike because of the pent-up demand of
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new members. The Georgia Department of Community Health is continually reassessing the
impact of the Medicaid expansion mandate.
 

Idaho
 

Idaho estimates between 150,000 and 200,000 new eligibles could be added to the Medicaid
caseload when new expansion rules are implemented which could mean an 40-percent increase
in participation compared to Idaho’s current caseloads.  The overall Medicaid benefit cost
attributed to PPACA Medicaid provisions in the State of Idaho is conservatively estimated to be
$228 million in State funds by 2020.  In preparation for the PPACA 2014 changes, Medicaid
system readiness is estimated to cost $34.8 million, of which Idaho’s share will be $3.48 million.
 
Idaho is purposely holding off on changes related to the Medicaid expansion requirement
because of the uncertainty surrounding the Supreme Court’s decision, 2012 elections and State
legislative decisions which could drastically impact how Medicaid expansion is implemented and
designed.  The State anticipates the cost to meet the new Medicaid expansion requirement will
be approximately $9 million.  That does not include the cost of operational and personnel needs
related to the expansion. 
 
In addition, the limited nature of the federal timelines and lack of final rules has forced Idaho to
design a phased approach to accommodate the uncertainty surrounding Medicaid.  Idaho is
working on modernization, expansion and connection phases – all of which depend on the
Supreme Court decision and 2012 elections. 
 

Indiana
 
The additional enrollees will cost between $2.5 and $3.1 billion to Indiana’s Medicaid
expenditures for the period 2014 to 2020.
 
A fully state-operated Exchange is expected to cost the State between $57.7-$83.4M annually. This is in
addition to the cost of the Medicaid expansion. Even if the State decides not to operate an Exchange, there
will still be costs associated with eligibility for premium tax credits.  Therefore, a fully federal Exchange
is expected to cost the State between $10.4-$18.3M annually.

 
Iowa

 
As recently as eight years ago, Iowa spent less than $2.5 billion in total Medicaid expenditures.
Total Medicaid spending in Iowa now approaches $4 billion and accounts for more than 15% of
Iowa General Fund expenditures.
 
When we entered office in January 2011, we were faced with replacing $540 million in one-time
money that was used to fund the on-going Medicaid entitlement. Medicaid remains a complex
funding source for health care that we manage very carefully. 
 
It is anticipated that the federal takeover of health care under the Affordable Care Act will
increase Medicaid enrollment by at least 150,000 people in Iowa. In 2014, the first year of
implementation, our Medicaid population will grow from 400,000 to more than 550,000 covered
lives in a state where our population is just over 3 million people. The total cost of this
expansion is estimated to be between $180 to $818 million (with mid-point estimate of $255
million) in the first year, with the state picking up an increasing share of this cost over time. The
uncertainty surrounding the wide range of potential costs is alone cause for concern.
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Despite the federally mandated expansion of the Medicaid program, Iowa and other states will
have less flexibility than ever before to effectively and efficiently manage this entitlement that is
vital for so many of our vulnerable citizens. Federal maintenance of effort (MOE) requirements
continue to tie the hands of state policymakers, forcing a continual squeeze on health care
providers and diverting benefits from those who need them most. 

 
Kansas

 
Without flexibility to reform Medicaid to improve outcomes and reduce costs, Kansas will
continue to see increases in Medicaid spending. Kansas’ Medicaid budget has ballooned from
$2.4 billion in 2008, at the onset of federally mandated maintenance of effort (MOE)
requirements, to what will reach nearly $3 billion in 2013 without reforms. In the same period,
enrollment will have increased from 293,000 to almost 400,000 -- all before the mandated
PPACA expansion. 
 
An example of the rigidity of the MOE requirements in the ARRA, and extended by PPACA, is the
federal response to the Kansas Legislature's move in 2010 to adjust family premiums in the CHIP
program by $40 a month. CMS did not approve it, citing MOE. Instead, HHS offered an option to
raise premiums that would have amounted to about 50 cents per month on a typical premium. 
 
Kansas has proposed to acquire the flexibility it needs to remake Medicaid in a two-track
Section 1115 demonstration project. The first track will address authorities needed to
implement KanCare, an integrated, person-centered care coordination model that will
incorporate nearly all Medicaid and CHIP populations and services, including long term services
and supports. The second track proposes a global waiver, more specifically an outcomes-based
Medicaid and CHIP program under a per capita block grant, fundamentally redefining the
federal-state relationship in Medicaid and providing a model for reform that honors the
program's statutory goal of improving the health of Americans in the greatest need.

 
Louisiana

Obamacare is expected to cost Louisiana a total of $7 billion in additional state general funds
over the next 10 years.

Obamacare will increase Medicaid rolls by 645,843 over the next 10 years at a cost of $3.69
billion in state general funds.

High costs of the IT systems needed to implement the expansions and the link to the Exchange
(whether state-run or federal) are estimated to cost $162 million in state general funds.

Increase payments to primary care providers, increased utilization for physicians and hospitals
are estimated to cost $2.6 billion in state general funds.

Maine
 

Maine’s Medicaid program has experienced an increase in enrollment from 314,000 in June 2009
to 336,000 in June, 2010, and total spending in Maine’s Medicaid program has increased by over
one billion dollars since 2002. Over the last several years, Medicaid rates for healthcare providers
have also been repeatedly cut to address the ongoing financial shortfalls in Medicaid as a result of
increasing enrollment and utilization. As a result of these reductions, some Maine physicians
have closed their practices to Medicaid patients significantly reducing access to primary care
services for Medicaid beneficiaries. All of the above challenges will be exacerbated by ACA. As
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Maine struggles to confront a shortfall of more than $800 million in the next biennial budget and
the requirement to adopt a balanced budget, it is imperative that the Governor and the Legislature
have the necessary flexibility to comprehensively manage the Medicaid program and to make
necessary changes to effectively reduce total spending in the program.

 
Mississippi

 
The overall cost to implement PPACA in Mississippi is estimated to be $1.7 billion over the next
ten years, including an additional $443 million in year ten.
 

Nebraska
 
In addition, based upon preliminary professional consultant projections, the State of Nebraska
estimates that it will cost anywhere from $61.4 million to $86.9 million to build a Health
Insurance Exchange in Nebraska. Due to the changing nature of the health insurance exchange
project and the instability of the federal government’s promulgation of final rules and
regulations, the State projects that a state exchange annual operating budget would be $17.5
million per year starting in 2016.
 

Nevada
 
In April of 2010, the Nevada Department of Health and Human Services estimated the General
Fund impact of implementing the Affordable Care Act was $574 million from 2014 through
2019.

 
New Mexico

 
With the implementation of Obamacare, New Mexico is poised to add an additional 130,000 –
175,000 individuals to the Medicaid program with an additional cost of $300 million - $600
million between 2014 and 2019.
 

North Dakota
 
With the implementation of Obamacare, North Dakota’s current estimate for additional
Medicaid spending is $106 million over 10 years.

 
Ohio

 
The estimated cost to Ohio from the first year to 2019 is over $2.7 billion for Medicaid services.
These estimates do not include the cost of increases in administration of the program. The long-
term sustainability of the program is called into question, unless Ohio is given new options on
how to manage the program.

 
Pennsylvania

 
Pennsylvania's Medicaid spending has doubled over the past ten years and it now comprises
31% of the state’s budget. It has grown four times faster than K-12 spending, and nine times
faster than transportation spending.  Even before the healthcare bill passed, Medicaid has been
on an unsustainable path.  Under this law, these statistics will only get worse.  Pennsylvania will
see an additional 800,000 individuals on the Medicaid rolls adding a significant burden to the
budget and taxpayers. As the Medicaid population continues to increase and state revenues
continue to not keep pace, the mandates of the maintenance of effort requirement and the lack of
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any meaningful flexibility within the program will  severely hamper virtually all other aspects of
the state budget.  States simply cannot afford Obamacare.  Their budgets will be crushed by the
Medicaid expansion that the federal establishment is forcing on them.  Americans deserve a
vibrant, robust, competitive and transparent health care system that puts patients and quality
first, focuses on personal responsibility, not a large government takeover that shifts the costs
from the federal government to state tax payers.  

 
South Carolina

 
Medicaid enrollment will increase by 54% or 510,000 individuals in 2015 as a result of the
Affordable Care Act.  176,000 of these persons will drop private insurance to go on Medicaid.
The additional costs to state taxpayers between State Fiscal Year 2014 and State Fiscal Year 2020
ranges from $1.15 billion to $2.5 billion dollars depending on assumptions of participation rate
and increases in physician fees resulting from physician shortages created by the new law.
 

South Dakota
 

South Dakota estimates it will cost at least $99.7 million in state funds through 2019 to comply
with the Medicaid requirements of the PPACA.

 

This burden coupled with the inability to change other parts of the Medicaid program due to the
MOE requirements will result in rate cuts to providers.

 

Providers that cannot absorb these cuts may stop taking people eligible for Medicaid, or may stop
providing services altogether.

 

This would have a hugely detrimental effect on a very rural state, including citizens that rely on
Medicaid for their health care and communities that may see their health care providers leave or
quit. These unintended consequences of the MOE provisions in the PPACA are
counter-productive of its larger goal to help Americans get access to the health care they need.
 

Tennessee
 

Tennessee's Medicaid program is continuing to experience budgetary challenges in the coming
fiscal year, as state revenues continue their slow climb back to pre-recession levels.
Unfortunately, the MOE requirements limit the flexibility needed to make important changes to
the program as we deal with such issues. For instance, TennCare could save $16 million alone
just by modifying nursing facility level of care requirements that would bring Tennessee in line
with the criteria of other states and rebalance its long-term care system in order to serve more
people with lesser levels of need in more cost-effective home and community-based settings
while targeting the more expensive long-term care services to persons with higher acuity of
need. However, we have yet to receive approval to make such a change.
 
At a time when Tennessee is already facing budget difficulties and the ACA is expected to cost
the state in excess of $1.5 billion over five years, we must have the flexibility necessary to make
common sense adjustments to the program.
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Texas
 

Medicaid is consistently one of the biggest expenses all states face. It accounts for a quarter of
the state budget in Texas. The Affordable Care Act expands Medicaid without reforming the
program.
 
ACA will increase Medicaid enrollment in Texas by nearly 2 million people and cost the state $27
billion over 10 years.

States have received little federal guidance on key ACA provisions, including the primary care
rate increases which is required starting in 2013.  Additionally, guidance is needed on Medicaid
Benchmark Benefits, eligibility changes, FMAP methodology and numerous other provisions.

Lack of timely guidance makes it impossible for states to effectively plan for the mushrooming
Medicaid caseloads that the law will create. HHSC needs final, detailed guidance from the
federal government to determine the full impact of certain ACA provisions on the Texas
Medicaid and CHIP programs, and to make federally-required
changes.

ACA does not recognize states’ unique needs and prevents each state from tailoring its Medicaid
and CHIP programs in accordance with the intent of its elected and appointed representatives.
 

Utah
 
The Insurance Department has been tracking hours of work to account for the additional
burdens imposed by the ACA.  During FY11, we are able to account for over 5,700 hours,
equating to approximately $182,000 is personnel costs.  Included in the estimate is time spent
on rate review which has been supported by a grant from HHS, reimbursing the department
$112,757 in personnel costs.  In additional to the above, numerous hours have been incurred
by the Commissioner or our actuary
 

Virginia
 

The Commonwealth of Virginia has estimated the Medicaid cost of federal health reform to the
State to be between $1.5 and $2.2 billion through 2022.  These estimates have not been
updated since August 2010, but because of the length of the recession and the current pace of
economic growth, along with other developments in our understanding of the full impact of
PPACA, the higher end of the cost range seems more realistic.  For example, in a study
completed for Medicaid Health Plans of America, Milliman, Inc. has estimated that the PPACA-
mandated tax on health insurance companies, which did not exclude Medicaid health plans, will
cost Virginia, a heavily managed Medicaid state, approximately $430 - $500 million through
2023; this was not included in Virginia’s 2010 estimates of the PPACA cost, meaning this $430 -
$500 million would be in addition to the $1.5 to $2.2 billion already estimated. Virginia is in the
process of re-estimating impacts in preparation for the 2012 Medicaid forecast due in the fall of
2012.  At that time, the estimates should better reflect the current economic environment in
Virginia, and reflect a better understanding of the PPACA impact based on subsequent analysis
and federal guidance that was not available for the 2010 estimates.”

 
Wisconsin

 
If implemented, the PPACA will force a heavy financial burden upon the people of Wisconsin
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through increased health insurance premiums, the expansion of Medicaid, and a new
entitlement that will create new inequities among working families.  Moreover, much of the
new spending will not be used to increase coverage in Wisconsin, which has already achieved
the levels of insurance that is aspired to under PPACA.  Public dollars will simply displace private
dollars at a higher cost. 
 
New estimates from the Obama Administration and the nonpartisan Congressional Budget Office
(CBO) demonstrate that Medicaid enrollment will be higher than previously estimated.  The
Wisconsin Department of Health Services (DHS) believes that increased enrollment among
currently eligible individuals and retention of higher income children due to Maintenance of
Effort (MOE) requirements will drive up the cost to the state.  However, the direct burden on
the state budget remains uncertain.  New eligibility rules will result in some individuals migrating
into and out of Medicaid.  Rules on federal matching rates that are critical to our fiscal analysis
have not been finalized.
 
More than 750,000 childless adults, parents, caretakers, and children are already enrolled in
Wisconsin Medicaid programs.  There will be no additional federal assistance for the vast
majority of these individuals and future enrollees.  Some additional federal assistance will apply
only to a relatively small number of individuals.  Whether the federal government will “buy out”
the state share of some eligibility groups is unknown at this time.  It will matter little to
taxpayers whether the costs will count as federal or state expenditures.  Increased federal
control over the management of the Medicaid program is stifling innovation and threatens to
unnecessarily drive up costs.

 
Wyoming

 
The costs of maintaining our Medicaid program are fast becoming a serious threat to our state
general funds. The 2013-2014 biennial budget for Medicaid in Wyoming includes $560 million in
state general fund dollars. This is just the cost to provide care to the current population of
approximately 76,000 enrollees. A study of Wyoming impacts from PPACA conducted by The
Lewin Group in 2010 estimates an additional 31,000 enrollees due to the Medicaid expansion in
2014 – an increase of over 40%. It is difficult to estimate what the fiscal impact of this huge
bolus of new enrollees will be. The State legislature commissioned a Medicaid Cost Study in
2011 and we expect findings in mid-2012.  We do know, however, that the cost of implementing
a new eligibility and enrollment system for Medicaid will cost over $3.5 million in state general
funds after the 90/10 federal match.
 
The larger and more detrimental impact of the implementation of PPACA is likely to be to our
private health insurance markets.  An actuarial study of our small group and individual markets
conducted by Gorman Actuarial, LLC in 2011 indicates that we can expect premiums to go up an
average of 30% to 40% in the individual market due solely to new insurance regulations
effective in 2014. When you add the projected impact of higher morbidity of new entrants into
the market and essential benefit mandates, we can expect overall 40% to 60% increases in
premiums in the individual market.
 
Given that Wyoming already has a higher percentage of small employers that self-insure than
other states, it’s not unreasonable to expect a number of small employers to stop providing
insured coverage and either move their employees to the individual market or to self-insure to
avoid regulation. During recent town hall meetings, a number of small employers indicated that
it would be cheaper for them to pay the PPACA penalties for not providing coverage than it will
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be to continue to provide coverage. The Lewin Group estimates a net loss of over 8,000 covered
lives in the employer sponsored insurance market.
 
With all the changes in PPACA, Gorman Actuarial estimates over 41,000 people in Wyoming will
remain uninsured by 2016. This represents about half of the 83,000 people currently uninsured
in our state.

 
-30-

 
Paid for and authorized by the Republican Governors Association
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From: Alex Weintz
To: Katie Altshuler; Andrew Silvestri
Subject: RE: Fw:
Date: Wednesday, March 28, 2012 10:54:21 AM

I wonder why we are not on there
 

From: Katie Altshuler 
Sent: Wednesday, March 28, 2012 10:52 AM
To: Andrew Silvestri; Alex Weintz
Subject: FW: Fw:
 
 
 
Katie Altshuler, Policy Director
Office of Governor Mary Fallin
2300 North Lincoln Boulevard, Suite 212
Oklahoma City, Oklahoma 73105
405.521.2342
katie.altshuler@gov.ok.gov

 
Oklahoma business owners and executives:  share your input on how we can further strengthen
Oklahoma's business climate by completing the survey at www.FallinforBusiness.com
 

From: Marie Sanderson  
Sent: Wednesday, March 28, 2012 10:51 AM
To: Katie Altshuler
Subject: Fw:
 
 

From: Mike Schrimpf 
To: Lindsay Russell; Marie Sanderson 
Sent: Wed Mar 28 11:43:00 2012
Subject:

This should be the final version. We know that OK, MI and NJ aren’t participating and this has 26
 

 
FOR IMMEDIATE RELEASE
 
CONTACT
Mike Schrimpf, 202-662-4147
mschrimpf@rga.org

 
GOP Governors Detail the Cost of Obamacare on the States

 

4906



As the Supreme Court today hears arguments about the impact upon the states of expanding
Medicaid, the Republican Governors Association released information from states highlighting the
costs of expanding Medicaid and implementing the health care law.
 
“President Obama’s federal health care takeover was enacted by Democrats in Congress over the
objection of governors and with little regard for the costs to the states,” said RGA Chairman Bob
McDonnell. “The federal health care law shifts billions of dollars in unfunded, long-term costs to
state governments while restricting the ability of governors to craft Medicaid solutions for the
citizens of their states. This one-size-fits-all approach is yet another reason why the health care law
needs to be replaced, and Republican governors have offered a blueprint for true reform. The
current law is simply unaffordable, unsustainable and unworkable.”
 
Costs to the States:
 

Alabama
 
The implementation of Obamacare will increase the costs of state government immediately and
in the near future.
 
The overall Medicaid budget alone is expected to increase from $6.3 Billion in 2012 to $13.2
Billion at the beginning of the 2020 fiscal year.
 
Medicaid Expansion Details

·         By 2014, Alabama expects to add up to 534,000 new enrollees to Medicaid. This
is due to mandated eligibility to anyone under age 65 who has an income of less
than 133% of the federal poverty level.
 

·         Alabama is also required to provide subsidies to adults earning between 134% and
400% and children with incomes between 301% and 400%. This expansion would
increase Medicaid eligibility from the current 21% of the state’s population to
about 40% of the population.
 

·         Nearly 1,000 new primary care physicians will be needed to care for this new
population.
 

·         This cost of services for the new eligibles would initially be borne by the federal
government, but that support would fade to 90% of the cost by 2020.
 

·         HCR legislation does not provide any additional funds to the state to certify enroll
and manage the new recipients.
 

·         Administrative costs alone will require an estimated $389 million in state funds.
Eligibility system changes will be required to add new enrollees, to differentiate
between those eligible under new vs. previous rules (each with different matching
rates) and to allow information to flow back and forth between subsidy plans and
Medicaid.

 
Alaska

 
Alaska continues to be hampered in its efforts to manage the costs of its Medicaid program and
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continues to see Medicaid population increases.  For the first time in recent history the Budget
of the Department of Health and Social Services (Medicaid Authority) has surpassed that of the
Department of Education and is projected to continue to grow ahead of inflation.
 
For FY2013 it is projected that Alaska will need an additional $45 million in state general funds
to cope with program growth and another $129 million in state general funds to offset the loss
of enhanced federal Medicaid funding.  Alaska continues to be faced with substantial growth in
Medicaid caseloads and utilization and forecasts an over 20 percent increase in Medicaid state
general fund expenditures.
 
The State of Alaska continues to narrow projections on estimating the total cost of the ACA over
the long term. However, a June 2010 preliminary analysis of the Medicaid impacts reflects that
cumulative state general fund spending will increase by $100M million, through 2020. While
direct care spending in the early years is offset by increased federal match rates, spending in
later years paints an even more concerning picture for Alaska's future and the ever increasing
impact of Medicaid expansion on the State budget while oil throughput continues to decline.
 

Arizona
 

The mandatory Medicaid expansions in PPACA, and the woodwork created by these expansions,
are expected to cost Arizona over $550 million in the next three fiscal years. Once fully
implemented in the latter half of this decade, PPACA is anticipated to increase Arizona’s annual
Medicaid obligations by almost $500 million per year. Furthermore, because Arizona expanded to
100% of the Federal Poverty Level before the passage of the PPACA, it receives a lower matching
rate for those populations than other states that did not expand (who will initially receive full
federal financing).

 
Over the four year period of the recession, while overall state spending decreased, Medicaid
spending soared by 63 percent, to the point where it accounted for nearly 30 percent of the state
general fund in the recently-completed FY 2011. During the recession, Arizona’s projected
deficits spiked, which necessitated a series of aggressive, unprecedented steps in order to return
the State to fiscal stability. An important element of this effort was the paring back of Arizona’s
Medicaid program in FY 2012, which will be undermined by the mandated increases in
population due to the PPACA.
 

Florida
 
According to Florida’s Agency for Health Care Administration, ObamaCare’s Medicaid expansion
will force Florida to spend an additional $1.5 billion and force an additional 1.8 million Floridians
to enroll in Medicaid in four years.

 
Georgia

 
The projected impact of the Medicaid expansion in Georgia is significant.  In January 2014, an
estimated 650,000 additional members will be added to our state Medicaid and CHIP programs. 
This federally mandated expansion will increase state spending by at least $2.4 billion between
FY2010-FY2020 alone. That said, the cost could soar substantially higher because there are more
federal regulations to come and initial spending could spike because of the pent-up demand of
new members. The Georgia Department of Community Health is continually reassessing the
impact of the Medicaid expansion mandate.
 

Idaho
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Idaho estimates between 150,000 and 200,000 new eligibles could be added to the Medicaid
caseload when new expansion rules are implemented which could mean an 40-percent increase
in participation compared to Idaho’s current caseloads.  The overall Medicaid benefit cost
attributed to PPACA Medicaid provisions in the State of Idaho is conservatively estimated to be
$228 million in State funds by 2020.  In preparation for the PPACA 2014 changes, Medicaid
system readiness is estimated to cost $34.8 million, of which Idaho’s share will be $3.48 million.
 
Idaho is purposely holding off on changes related to the Medicaid expansion requirement
because of the uncertainty surrounding the Supreme Court’s decision, 2012 elections and State
legislative decisions which could drastically impact how Medicaid expansion is implemented and
designed.  The State anticipates the cost to meet the new Medicaid expansion requirement will
be approximately $9 million.  That does not include the cost of operational and personnel needs
related to the expansion. 
 
In addition, the limited nature of the federal timelines and lack of final rules has forced Idaho to
design a phased approach to accommodate the uncertainty surrounding Medicaid.  Idaho is
working on modernization, expansion and connection phases – all of which depend on the
Supreme Court decision and 2012 elections. 
 

Indiana
 
The additional enrollees will cost between $2.5 and $3.1 billion to Indiana’s Medicaid
expenditures for the period 2014 to 2020.
 
A fully state-operated Exchange is expected to cost the State between $57.7-$83.4M annually. This is in
addition to the cost of the Medicaid expansion. Even if the State decides not to operate an Exchange, there
will still be costs associated with eligibility for premium tax credits.  Therefore, a fully federal Exchange
is expected to cost the State between $10.4-$18.3M annually.

 
Iowa

 
As recently as eight years ago, Iowa spent less than $2.5 billion in total Medicaid expenditures.
Total Medicaid spending in Iowa now approaches $4 billion and accounts for more than 15% of
Iowa General Fund expenditures.
 
When we entered office in January 2011, we were faced with replacing $540 million in one-time
money that was used to fund the on-going Medicaid entitlement. Medicaid remains a complex
funding source for health care that we manage very carefully. 
 
It is anticipated that the federal takeover of health care under the Affordable Care Act will
increase Medicaid enrollment by at least 150,000 people in Iowa. In 2014, the first year of
implementation, our Medicaid population will grow from 400,000 to more than 550,000 covered
lives in a state where our population is just over 3 million people. The total cost of this
expansion is estimated to be between $180 to $818 million (with mid-point estimate of $255
million) in the first year, with the state picking up an increasing share of this cost over time. The
uncertainty surrounding the wide range of potential costs is alone cause for concern.
 
Despite the federally mandated expansion of the Medicaid program, Iowa and other states will
have less flexibility than ever before to effectively and efficiently manage this entitlement that is
vital for so many of our vulnerable citizens. Federal maintenance of effort (MOE) requirements
continue to tie the hands of state policymakers, forcing a continual squeeze on health care
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providers and diverting benefits from those who need them most. 
 

Kansas
 

Without flexibility to reform Medicaid to improve outcomes and reduce costs, Kansas will
continue to see increases in Medicaid spending. Kansas’ Medicaid budget has ballooned from
$2.4 billion in 2008, at the onset of federally mandated maintenance of effort (MOE)
requirements, to what will reach nearly $3 billion in 2013 without reforms. In the same period,
enrollment will have increased from 293,000 to almost 400,000 -- all before the mandated
PPACA expansion. 
 
An example of the rigidity of the MOE requirements in the ARRA, and extended by PPACA, is the
federal response to the Kansas Legislature's move in 2010 to adjust family premiums in the CHIP
program by $40 a month. CMS did not approve it, citing MOE. Instead, HHS offered an option to
raise premiums that would have amounted to about 50 cents per month on a typical premium. 
 
Kansas has proposed to acquire the flexibility it needs to remake Medicaid in a two-track
Section 1115 demonstration project. The first track will address authorities needed to
implement KanCare, an integrated, person-centered care coordination model that will
incorporate nearly all Medicaid and CHIP populations and services, including long term services
and supports. The second track proposes a global waiver, more specifically an outcomes-based
Medicaid and CHIP program under a per capita block grant, fundamentally redefining the
federal-state relationship in Medicaid and providing a model for reform that honors the
program's statutory goal of improving the health of Americans in the greatest need.

 
Louisiana

Obamacare is expected to cost Louisiana a total of $7 billion in additional state general funds
over the next 10 years.

Obamacare will increase Medicaid rolls by 645,843 over the next 10 years at a cost of $3.69
billion in state general funds.

High costs of the IT systems needed to implement the expansions and the link to the Exchange
(whether state-run or federal) are estimated to cost $162 million in state general funds.

Increase payments to primary care providers, increased utilization for physicians and hospitals
are estimated to cost $2.6 billion in state general funds.

Maine
 

Maine’s Medicaid program has experienced an increase in enrollment from 314,000 in June 2009
to 336,000 in June, 2010, and total spending in Maine’s Medicaid program has increased by over
one billion dollars since 2002. Over the last several years, Medicaid rates for healthcare providers
have also been repeatedly cut to address the ongoing financial shortfalls in Medicaid as a result of
increasing enrollment and utilization. As a result of these reductions, some Maine physicians
have closed their practices to Medicaid patients significantly reducing access to primary care
services for Medicaid beneficiaries. All of the above challenges will be exacerbated by ACA. As
Maine struggles to confront a shortfall of more than $800 million in the next biennial budget and
the requirement to adopt a balanced budget, it is imperative that the Governor and the Legislature
have the necessary flexibility to comprehensively manage the Medicaid program and to make
necessary changes to effectively reduce total spending in the program.
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Mississippi
 

The overall cost to implement PPACA in Mississippi is estimated to be $1.7 billion over the next
ten years, including an additional $443 million in year ten.
 

Nebraska
 
In addition, based upon preliminary professional consultant projections, the State of Nebraska
estimates that it will cost anywhere from $61.4 million to $86.9 million to build a Health
Insurance Exchange in Nebraska. Due to the changing nature of the health insurance exchange
project and the instability of the federal government’s promulgation of final rules and
regulations, the State projects that a state exchange annual operating budget would be $17.5
million per year starting in 2016.
 

Nevada
 
In April of 2010, the Nevada Department of Health and Human Services estimated the General
Fund impact of implementing the Affordable Care Act was $574 million from 2014 through
2019.

 
New Mexico

 
With the implementation of Obamacare, New Mexico is poised to add an additional 130,000 –
175,000 individuals to the Medicaid program with an additional cost of $300 million - $600
million between 2014 and 2019.
 

North Dakota
 
With the implementation of Obamacare, North Dakota’s current estimate for additional
Medicaid spending is $106 million over 10 years.

 
Ohio

 
The estimated cost to Ohio from the first year to 2019 is over $2.7 billion for Medicaid services.
These estimates do not include the cost of increases in administration of the program. The long-
term sustainability of the program is called into question, unless Ohio is given new options on
how to manage the program.

 
Pennsylvania

 
Pennsylvania's Medicaid spending has doubled over the past ten years and it now comprises
31% of the state’s budget. It has grown four times faster than K-12 spending, and nine times
faster than transportation spending.  Even before the healthcare bill passed, Medicaid has been
on an unsustainable path.  Under this law, these statistics will only get worse.  Pennsylvania will
see an additional 800,000 individuals on the Medicaid rolls adding a significant burden to the
budget and taxpayers. As the Medicaid population continues to increase and state revenues
continue to not keep pace, the mandates of the maintenance of effort requirement and the lack of
any meaningful flexibility within the program will  severely hamper virtually all other aspects of
the state budget.  States simply cannot afford Obamacare.  Their budgets will be crushed by the
Medicaid expansion that the federal establishment is forcing on them.  Americans deserve a
vibrant, robust, competitive and transparent health care system that puts patients and quality
first, focuses on personal responsibility, not a large government takeover that shifts the costs
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from the federal government to state tax payers.  
 

South Carolina
 

Medicaid enrollment will increase by 54% or 510,000 individuals in 2015 as a result of the
Affordable Care Act.  176,000 of these persons will drop private insurance to go on Medicaid.
The additional costs to state taxpayers between State Fiscal Year 2014 and State Fiscal Year 2020
ranges from $1.15 billion to $2.5 billion dollars depending on assumptions of participation rate
and increases in physician fees resulting from physician shortages created by the new law.
 

South Dakota
 

South Dakota estimates it will cost at least $99.7 million in state funds through 2019 to comply
with the Medicaid requirements of the PPACA.

 

This burden coupled with the inability to change other parts of the Medicaid program due to the
MOE requirements will result in rate cuts to providers.

 

Providers that cannot absorb these cuts may stop taking people eligible for Medicaid, or may stop
providing services altogether.

 

This would have a hugely detrimental effect on a very rural state, including citizens that rely on
Medicaid for their health care and communities that may see their health care providers leave or
quit. These unintended consequences of the MOE provisions in the PPACA are
counter-productive of its larger goal to help Americans get access to the health care they need.
 

Tennessee
 

Tennessee's Medicaid program is continuing to experience budgetary challenges in the coming
fiscal year, as state revenues continue their slow climb back to pre-recession levels.
Unfortunately, the MOE requirements limit the flexibility needed to make important changes to
the program as we deal with such issues. For instance, TennCare could save $16 million alone
just by modifying nursing facility level of care requirements that would bring Tennessee in line
with the criteria of other states and rebalance its long-term care system in order to serve more
people with lesser levels of need in more cost-effective home and community-based settings
while targeting the more expensive long-term care services to persons with higher acuity of
need. However, we have yet to receive approval to make such a change.
 
At a time when Tennessee is already facing budget difficulties and the ACA is expected to cost
the state in excess of $1.5 billion over five years, we must have the flexibility necessary to make
common sense adjustments to the program.
 

Texas
 

Medicaid is consistently one of the biggest expenses all states face. It accounts for a quarter of
the state budget in Texas. The Affordable Care Act expands Medicaid without reforming the
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program.
 
ACA will increase Medicaid enrollment in Texas by nearly 2 million people and cost the state $27
billion over 10 years.

States have received little federal guidance on key ACA provisions, including the primary care
rate increases which is required starting in 2013.  Additionally, guidance is needed on Medicaid
Benchmark Benefits, eligibility changes, FMAP methodology and numerous other provisions.

Lack of timely guidance makes it impossible for states to effectively plan for the mushrooming
Medicaid caseloads that the law will create. HHSC needs final, detailed guidance from the
federal government to determine the full impact of certain ACA provisions on the Texas
Medicaid and CHIP programs, and to make federally-required
changes.

ACA does not recognize states’ unique needs and prevents each state from tailoring its Medicaid
and CHIP programs in accordance with the intent of its elected and appointed representatives.
 

Utah
 
The Insurance Department has been tracking hours of work to account for the additional
burdens imposed by the ACA.  During FY11, we are able to account for over 5,700 hours,
equating to approximately $182,000 is personnel costs.  Included in the estimate is time spent
on rate review which has been supported by a grant from HHS, reimbursing the department
$112,757 in personnel costs.  In additional to the above, numerous hours have been incurred
by the Commissioner or our actuary
 

Virginia
 

The Commonwealth of Virginia has estimated the Medicaid cost of federal health reform to the
State to be between $1.5 and $2.2 billion through 2022.  These estimates have not been
updated since August 2010, but because of the length of the recession and the current pace of
economic growth, along with other developments in our understanding of the full impact of
PPACA, the higher end of the cost range seems more realistic.  For example, in a study
completed for Medicaid Health Plans of America, Milliman, Inc. has estimated that the PPACA-
mandated tax on health insurance companies, which did not exclude Medicaid health plans, will
cost Virginia, a heavily managed Medicaid state, approximately $430 - $500 million through
2023; this was not included in Virginia’s 2010 estimates of the PPACA cost, meaning this $430 -
$500 million would be in addition to the $1.5 to $2.2 billion already estimated. Virginia is in the
process of re-estimating impacts in preparation for the 2012 Medicaid forecast due in the fall of
2012.  At that time, the estimates should better reflect the current economic environment in
Virginia, and reflect a better understanding of the PPACA impact based on subsequent analysis
and federal guidance that was not available for the 2010 estimates.”

 
Wisconsin

 
If implemented, the PPACA will force a heavy financial burden upon the people of Wisconsin
through increased health insurance premiums, the expansion of Medicaid, and a new
entitlement that will create new inequities among working families.  Moreover, much of the
new spending will not be used to increase coverage in Wisconsin, which has already achieved
the levels of insurance that is aspired to under PPACA.  Public dollars will simply displace private

4913



dollars at a higher cost. 
 
New estimates from the Obama Administration and the nonpartisan Congressional Budget Office
(CBO) demonstrate that Medicaid enrollment will be higher than previously estimated.  The
Wisconsin Department of Health Services (DHS) believes that increased enrollment among
currently eligible individuals and retention of higher income children due to Maintenance of
Effort (MOE) requirements will drive up the cost to the state.  However, the direct burden on
the state budget remains uncertain.  New eligibility rules will result in some individuals migrating
into and out of Medicaid.  Rules on federal matching rates that are critical to our fiscal analysis
have not been finalized.
 
More than 750,000 childless adults, parents, caretakers, and children are already enrolled in
Wisconsin Medicaid programs.  There will be no additional federal assistance for the vast
majority of these individuals and future enrollees.  Some additional federal assistance will apply
only to a relatively small number of individuals.  Whether the federal government will “buy out”
the state share of some eligibility groups is unknown at this time.  It will matter little to
taxpayers whether the costs will count as federal or state expenditures.  Increased federal
control over the management of the Medicaid program is stifling innovation and threatens to
unnecessarily drive up costs.

 
Wyoming

 
The costs of maintaining our Medicaid program are fast becoming a serious threat to our state
general funds. The 2013-2014 biennial budget for Medicaid in Wyoming includes $560 million in
state general fund dollars. This is just the cost to provide care to the current population of
approximately 76,000 enrollees. A study of Wyoming impacts from PPACA conducted by The
Lewin Group in 2010 estimates an additional 31,000 enrollees due to the Medicaid expansion in
2014 – an increase of over 40%. It is difficult to estimate what the fiscal impact of this huge
bolus of new enrollees will be. The State legislature commissioned a Medicaid Cost Study in
2011 and we expect findings in mid-2012.  We do know, however, that the cost of implementing
a new eligibility and enrollment system for Medicaid will cost over $3.5 million in state general
funds after the 90/10 federal match.
 
The larger and more detrimental impact of the implementation of PPACA is likely to be to our
private health insurance markets.  An actuarial study of our small group and individual markets
conducted by Gorman Actuarial, LLC in 2011 indicates that we can expect premiums to go up an
average of 30% to 40% in the individual market due solely to new insurance regulations
effective in 2014. When you add the projected impact of higher morbidity of new entrants into
the market and essential benefit mandates, we can expect overall 40% to 60% increases in
premiums in the individual market.
 
Given that Wyoming already has a higher percentage of small employers that self-insure than
other states, it’s not unreasonable to expect a number of small employers to stop providing
insured coverage and either move their employees to the individual market or to self-insure to
avoid regulation. During recent town hall meetings, a number of small employers indicated that
it would be cheaper for them to pay the PPACA penalties for not providing coverage than it will
be to continue to provide coverage. The Lewin Group estimates a net loss of over 8,000 covered
lives in the employer sponsored insurance market.
 
With all the changes in PPACA, Gorman Actuarial estimates over 41,000 people in Wyoming will
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remain uninsured by 2016. This represents about half of the 83,000 people currently uninsured
in our state.
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To: Marie Sanderson
Subject: RE: Fw:
Date: Wednesday, March 28, 2012 11:05:51 AM

 
 

The Oklahoma Health Care authority estimates the new federal health care reform will
require Oklahomans to pay $441 million for new Medicaid requirements and will force an
additional 250,000 Oklahoman’s to enroll in Medicaid from 2014-2022.
 
Katie Altshuler, Policy Director
Office of Governor Mary Fallin
2300 North Lincoln Boulevard, Suite 212
Oklahoma City, Oklahoma 73105
405.521.2342
katie.altshuler@gov.ok.gov

 
Oklahoma business owners and executives:  share your input on how we can further strengthen
Oklahoma's business climate by completing the survey at www.FallinforBusiness.com
 

From: Marie Sanderson  
Sent: Wednesday, March 28, 2012 10:51 AM
To: Katie Altshuler
Subject: Fw:
 
 

From: Mike Schrimpf 
To: Lindsay Russell; Marie Sanderson 
Sent: Wed Mar 28 11:43:00 2012
Subject:

This should be the final version. We know that OK, MI and NJ aren’t participating and this has 26
 

 
FOR IMMEDIATE RELEASE
 
CONTACT
Mike Schrimpf, 202-662-4147
mschrimpf@rga.org

 
GOP Governors Detail the Cost of Obamacare on the States

 
As the Supreme Court today hears arguments about the impact upon the states of expanding
Medicaid, the Republican Governors Association released information from states highlighting the
costs of expanding Medicaid and implementing the health care law.
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“President Obama’s federal health care takeover was enacted by Democrats in Congress over the
objection of governors and with little regard for the costs to the states,” said RGA Chairman Bob
McDonnell. “The federal health care law shifts billions of dollars in unfunded, long-term costs to
state governments while restricting the ability of governors to craft Medicaid solutions for the
citizens of their states. This one-size-fits-all approach is yet another reason why the health care law
needs to be replaced, and Republican governors have offered a blueprint for true reform. The
current law is simply unaffordable, unsustainable and unworkable.”
 
Costs to the States:
 

Alabama
 
The implementation of Obamacare will increase the costs of state government immediately and
in the near future.
 
The overall Medicaid budget alone is expected to increase from $6.3 Billion in 2012 to $13.2
Billion at the beginning of the 2020 fiscal year.
 
Medicaid Expansion Details

·         By 2014, Alabama expects to add up to 534,000 new enrollees to Medicaid. This
is due to mandated eligibility to anyone under age 65 who has an income of less
than 133% of the federal poverty level.
 

·         Alabama is also required to provide subsidies to adults earning between 134% and
400% and children with incomes between 301% and 400%. This expansion would
increase Medicaid eligibility from the current 21% of the state’s population to
about 40% of the population.
 

·         Nearly 1,000 new primary care physicians will be needed to care for this new
population.
 

·         This cost of services for the new eligibles would initially be borne by the federal
government, but that support would fade to 90% of the cost by 2020.
 

·         HCR legislation does not provide any additional funds to the state to certify enroll
and manage the new recipients.
 

·         Administrative costs alone will require an estimated $389 million in state funds.
Eligibility system changes will be required to add new enrollees, to differentiate
between those eligible under new vs. previous rules (each with different matching
rates) and to allow information to flow back and forth between subsidy plans and
Medicaid.

 
Alaska

 
Alaska continues to be hampered in its efforts to manage the costs of its Medicaid program and
continues to see Medicaid population increases.  For the first time in recent history the Budget
of the Department of Health and Social Services (Medicaid Authority) has surpassed that of the
Department of Education and is projected to continue to grow ahead of inflation.
 
For FY2013 it is projected that Alaska will need an additional $45 million in state general funds
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to cope with program growth and another $129 million in state general funds to offset the loss
of enhanced federal Medicaid funding.  Alaska continues to be faced with substantial growth in
Medicaid caseloads and utilization and forecasts an over 20 percent increase in Medicaid state
general fund expenditures.
 
The State of Alaska continues to narrow projections on estimating the total cost of the ACA over
the long term. However, a June 2010 preliminary analysis of the Medicaid impacts reflects that
cumulative state general fund spending will increase by $100M million, through 2020. While
direct care spending in the early years is offset by increased federal match rates, spending in
later years paints an even more concerning picture for Alaska's future and the ever increasing
impact of Medicaid expansion on the State budget while oil throughput continues to decline.
 

Arizona
 

The mandatory Medicaid expansions in PPACA, and the woodwork created by these expansions,
are expected to cost Arizona over $550 million in the next three fiscal years. Once fully
implemented in the latter half of this decade, PPACA is anticipated to increase Arizona’s annual
Medicaid obligations by almost $500 million per year. Furthermore, because Arizona expanded to
100% of the Federal Poverty Level before the passage of the PPACA, it receives a lower matching
rate for those populations than other states that did not expand (who will initially receive full
federal financing).

 
Over the four year period of the recession, while overall state spending decreased, Medicaid
spending soared by 63 percent, to the point where it accounted for nearly 30 percent of the state
general fund in the recently-completed FY 2011. During the recession, Arizona’s projected
deficits spiked, which necessitated a series of aggressive, unprecedented steps in order to return
the State to fiscal stability. An important element of this effort was the paring back of Arizona’s
Medicaid program in FY 2012, which will be undermined by the mandated increases in
population due to the PPACA.
 

Florida
 
According to Florida’s Agency for Health Care Administration, ObamaCare’s Medicaid expansion
will force Florida to spend an additional $1.5 billion and force an additional 1.8 million Floridians
to enroll in Medicaid in four years.

 
Georgia

 
The projected impact of the Medicaid expansion in Georgia is significant.  In January 2014, an
estimated 650,000 additional members will be added to our state Medicaid and CHIP programs. 
This federally mandated expansion will increase state spending by at least $2.4 billion between
FY2010-FY2020 alone. That said, the cost could soar substantially higher because there are more
federal regulations to come and initial spending could spike because of the pent-up demand of
new members. The Georgia Department of Community Health is continually reassessing the
impact of the Medicaid expansion mandate.
 

Idaho
 

Idaho estimates between 150,000 and 200,000 new eligibles could be added to the Medicaid
caseload when new expansion rules are implemented which could mean an 40-percent increase
in participation compared to Idaho’s current caseloads.  The overall Medicaid benefit cost
attributed to PPACA Medicaid provisions in the State of Idaho is conservatively estimated to be
$228 million in State funds by 2020.  In preparation for the PPACA 2014 changes, Medicaid
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system readiness is estimated to cost $34.8 million, of which Idaho’s share will be $3.48 million.
 
Idaho is purposely holding off on changes related to the Medicaid expansion requirement
because of the uncertainty surrounding the Supreme Court’s decision, 2012 elections and State
legislative decisions which could drastically impact how Medicaid expansion is implemented and
designed.  The State anticipates the cost to meet the new Medicaid expansion requirement will
be approximately $9 million.  That does not include the cost of operational and personnel needs
related to the expansion. 
 
In addition, the limited nature of the federal timelines and lack of final rules has forced Idaho to
design a phased approach to accommodate the uncertainty surrounding Medicaid.  Idaho is
working on modernization, expansion and connection phases – all of which depend on the
Supreme Court decision and 2012 elections. 
 

Indiana
 
The additional enrollees will cost between $2.5 and $3.1 billion to Indiana’s Medicaid
expenditures for the period 2014 to 2020.
 
A fully state-operated Exchange is expected to cost the State between $57.7-$83.4M annually. This is in
addition to the cost of the Medicaid expansion. Even if the State decides not to operate an Exchange, there
will still be costs associated with eligibility for premium tax credits.  Therefore, a fully federal Exchange
is expected to cost the State between $10.4-$18.3M annually.

 
Iowa

 
As recently as eight years ago, Iowa spent less than $2.5 billion in total Medicaid expenditures.
Total Medicaid spending in Iowa now approaches $4 billion and accounts for more than 15% of
Iowa General Fund expenditures.
 
When we entered office in January 2011, we were faced with replacing $540 million in one-time
money that was used to fund the on-going Medicaid entitlement. Medicaid remains a complex
funding source for health care that we manage very carefully. 
 
It is anticipated that the federal takeover of health care under the Affordable Care Act will
increase Medicaid enrollment by at least 150,000 people in Iowa. In 2014, the first year of
implementation, our Medicaid population will grow from 400,000 to more than 550,000 covered
lives in a state where our population is just over 3 million people. The total cost of this
expansion is estimated to be between $180 to $818 million (with mid-point estimate of $255
million) in the first year, with the state picking up an increasing share of this cost over time. The
uncertainty surrounding the wide range of potential costs is alone cause for concern.
 
Despite the federally mandated expansion of the Medicaid program, Iowa and other states will
have less flexibility than ever before to effectively and efficiently manage this entitlement that is
vital for so many of our vulnerable citizens. Federal maintenance of effort (MOE) requirements
continue to tie the hands of state policymakers, forcing a continual squeeze on health care
providers and diverting benefits from those who need them most. 

 
Kansas

 
Without flexibility to reform Medicaid to improve outcomes and reduce costs, Kansas will
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continue to see increases in Medicaid spending. Kansas’ Medicaid budget has ballooned from
$2.4 billion in 2008, at the onset of federally mandated maintenance of effort (MOE)
requirements, to what will reach nearly $3 billion in 2013 without reforms. In the same period,
enrollment will have increased from 293,000 to almost 400,000 -- all before the mandated
PPACA expansion. 
 
An example of the rigidity of the MOE requirements in the ARRA, and extended by PPACA, is the
federal response to the Kansas Legislature's move in 2010 to adjust family premiums in the CHIP
program by $40 a month. CMS did not approve it, citing MOE. Instead, HHS offered an option to
raise premiums that would have amounted to about 50 cents per month on a typical premium. 
 
Kansas has proposed to acquire the flexibility it needs to remake Medicaid in a two-track
Section 1115 demonstration project. The first track will address authorities needed to
implement KanCare, an integrated, person-centered care coordination model that will
incorporate nearly all Medicaid and CHIP populations and services, including long term services
and supports. The second track proposes a global waiver, more specifically an outcomes-based
Medicaid and CHIP program under a per capita block grant, fundamentally redefining the
federal-state relationship in Medicaid and providing a model for reform that honors the
program's statutory goal of improving the health of Americans in the greatest need.

 
Louisiana

Obamacare is expected to cost Louisiana a total of $7 billion in additional state general funds
over the next 10 years.

Obamacare will increase Medicaid rolls by 645,843 over the next 10 years at a cost of $3.69
billion in state general funds.

High costs of the IT systems needed to implement the expansions and the link to the Exchange
(whether state-run or federal) are estimated to cost $162 million in state general funds.

Increase payments to primary care providers, increased utilization for physicians and hospitals
are estimated to cost $2.6 billion in state general funds.

Maine
 

Maine’s Medicaid program has experienced an increase in enrollment from 314,000 in June 2009
to 336,000 in June, 2010, and total spending in Maine’s Medicaid program has increased by over
one billion dollars since 2002. Over the last several years, Medicaid rates for healthcare providers
have also been repeatedly cut to address the ongoing financial shortfalls in Medicaid as a result of
increasing enrollment and utilization. As a result of these reductions, some Maine physicians
have closed their practices to Medicaid patients significantly reducing access to primary care
services for Medicaid beneficiaries. All of the above challenges will be exacerbated by ACA. As
Maine struggles to confront a shortfall of more than $800 million in the next biennial budget and
the requirement to adopt a balanced budget, it is imperative that the Governor and the Legislature
have the necessary flexibility to comprehensively manage the Medicaid program and to make
necessary changes to effectively reduce total spending in the program.

 
Mississippi

 
The overall cost to implement PPACA in Mississippi is estimated to be $1.7 billion over the next
ten years, including an additional $443 million in year ten.
 

Nebraska
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In addition, based upon preliminary professional consultant projections, the State of Nebraska
estimates that it will cost anywhere from $61.4 million to $86.9 million to build a Health
Insurance Exchange in Nebraska. Due to the changing nature of the health insurance exchange
project and the instability of the federal government’s promulgation of final rules and
regulations, the State projects that a state exchange annual operating budget would be $17.5
million per year starting in 2016.
 

Nevada
 
In April of 2010, the Nevada Department of Health and Human Services estimated the General
Fund impact of implementing the Affordable Care Act was $574 million from 2014 through
2019.

 
New Mexico

 
With the implementation of Obamacare, New Mexico is poised to add an additional 130,000 –
175,000 individuals to the Medicaid program with an additional cost of $300 million - $600
million between 2014 and 2019.
 

North Dakota
 
With the implementation of Obamacare, North Dakota’s current estimate for additional
Medicaid spending is $106 million over 10 years.

 
Ohio

 
The estimated cost to Ohio from the first year to 2019 is over $2.7 billion for Medicaid services.
These estimates do not include the cost of increases in administration of the program. The long-
term sustainability of the program is called into question, unless Ohio is given new options on
how to manage the program.

 
Pennsylvania

 
Pennsylvania's Medicaid spending has doubled over the past ten years and it now comprises
31% of the state’s budget. It has grown four times faster than K-12 spending, and nine times
faster than transportation spending.  Even before the healthcare bill passed, Medicaid has been
on an unsustainable path.  Under this law, these statistics will only get worse.  Pennsylvania will
see an additional 800,000 individuals on the Medicaid rolls adding a significant burden to the
budget and taxpayers. As the Medicaid population continues to increase and state revenues
continue to not keep pace, the mandates of the maintenance of effort requirement and the lack of
any meaningful flexibility within the program will  severely hamper virtually all other aspects of
the state budget.  States simply cannot afford Obamacare.  Their budgets will be crushed by the
Medicaid expansion that the federal establishment is forcing on them.  Americans deserve a
vibrant, robust, competitive and transparent health care system that puts patients and quality
first, focuses on personal responsibility, not a large government takeover that shifts the costs
from the federal government to state tax payers.  

 
South Carolina

 
Medicaid enrollment will increase by 54% or 510,000 individuals in 2015 as a result of the
Affordable Care Act.  176,000 of these persons will drop private insurance to go on Medicaid.
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The additional costs to state taxpayers between State Fiscal Year 2014 and State Fiscal Year 2020
ranges from $1.15 billion to $2.5 billion dollars depending on assumptions of participation rate
and increases in physician fees resulting from physician shortages created by the new law.
 

South Dakota
 

South Dakota estimates it will cost at least $99.7 million in state funds through 2019 to comply
with the Medicaid requirements of the PPACA.

 

This burden coupled with the inability to change other parts of the Medicaid program due to the
MOE requirements will result in rate cuts to providers.

 

Providers that cannot absorb these cuts may stop taking people eligible for Medicaid, or may stop
providing services altogether.

 

This would have a hugely detrimental effect on a very rural state, including citizens that rely on
Medicaid for their health care and communities that may see their health care providers leave or
quit. These unintended consequences of the MOE provisions in the PPACA are
counter-productive of its larger goal to help Americans get access to the health care they need.
 

Tennessee
 

Tennessee's Medicaid program is continuing to experience budgetary challenges in the coming
fiscal year, as state revenues continue their slow climb back to pre-recession levels.
Unfortunately, the MOE requirements limit the flexibility needed to make important changes to
the program as we deal with such issues. For instance, TennCare could save $16 million alone
just by modifying nursing facility level of care requirements that would bring Tennessee in line
with the criteria of other states and rebalance its long-term care system in order to serve more
people with lesser levels of need in more cost-effective home and community-based settings
while targeting the more expensive long-term care services to persons with higher acuity of
need. However, we have yet to receive approval to make such a change.
 
At a time when Tennessee is already facing budget difficulties and the ACA is expected to cost
the state in excess of $1.5 billion over five years, we must have the flexibility necessary to make
common sense adjustments to the program.
 

Texas
 

Medicaid is consistently one of the biggest expenses all states face. It accounts for a quarter of
the state budget in Texas. The Affordable Care Act expands Medicaid without reforming the
program.
 
ACA will increase Medicaid enrollment in Texas by nearly 2 million people and cost the state $27
billion over 10 years.

States have received little federal guidance on key ACA provisions, including the primary care
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rate increases which is required starting in 2013.  Additionally, guidance is needed on Medicaid
Benchmark Benefits, eligibility changes, FMAP methodology and numerous other provisions.

Lack of timely guidance makes it impossible for states to effectively plan for the mushrooming
Medicaid caseloads that the law will create. HHSC needs final, detailed guidance from the
federal government to determine the full impact of certain ACA provisions on the Texas
Medicaid and CHIP programs, and to make federally-required
changes.

ACA does not recognize states’ unique needs and prevents each state from tailoring its Medicaid
and CHIP programs in accordance with the intent of its elected and appointed representatives.
 

Utah
 
The Insurance Department has been tracking hours of work to account for the additional
burdens imposed by the ACA.  During FY11, we are able to account for over 5,700 hours,
equating to approximately $182,000 is personnel costs.  Included in the estimate is time spent
on rate review which has been supported by a grant from HHS, reimbursing the department
$112,757 in personnel costs.  In additional to the above, numerous hours have been incurred
by the Commissioner or our actuary
 

Virginia
 

The Commonwealth of Virginia has estimated the Medicaid cost of federal health reform to the
State to be between $1.5 and $2.2 billion through 2022.  These estimates have not been
updated since August 2010, but because of the length of the recession and the current pace of
economic growth, along with other developments in our understanding of the full impact of
PPACA, the higher end of the cost range seems more realistic.  For example, in a study
completed for Medicaid Health Plans of America, Milliman, Inc. has estimated that the PPACA-
mandated tax on health insurance companies, which did not exclude Medicaid health plans, will
cost Virginia, a heavily managed Medicaid state, approximately $430 - $500 million through
2023; this was not included in Virginia’s 2010 estimates of the PPACA cost, meaning this $430 -
$500 million would be in addition to the $1.5 to $2.2 billion already estimated. Virginia is in the
process of re-estimating impacts in preparation for the 2012 Medicaid forecast due in the fall of
2012.  At that time, the estimates should better reflect the current economic environment in
Virginia, and reflect a better understanding of the PPACA impact based on subsequent analysis
and federal guidance that was not available for the 2010 estimates.”

 
Wisconsin

 
If implemented, the PPACA will force a heavy financial burden upon the people of Wisconsin
through increased health insurance premiums, the expansion of Medicaid, and a new
entitlement that will create new inequities among working families.  Moreover, much of the
new spending will not be used to increase coverage in Wisconsin, which has already achieved
the levels of insurance that is aspired to under PPACA.  Public dollars will simply displace private
dollars at a higher cost. 
 
New estimates from the Obama Administration and the nonpartisan Congressional Budget Office
(CBO) demonstrate that Medicaid enrollment will be higher than previously estimated.  The
Wisconsin Department of Health Services (DHS) believes that increased enrollment among
currently eligible individuals and retention of higher income children due to Maintenance of

4923



Effort (MOE) requirements will drive up the cost to the state.  However, the direct burden on
the state budget remains uncertain.  New eligibility rules will result in some individuals migrating
into and out of Medicaid.  Rules on federal matching rates that are critical to our fiscal analysis
have not been finalized.
 
More than 750,000 childless adults, parents, caretakers, and children are already enrolled in
Wisconsin Medicaid programs.  There will be no additional federal assistance for the vast
majority of these individuals and future enrollees.  Some additional federal assistance will apply
only to a relatively small number of individuals.  Whether the federal government will “buy out”
the state share of some eligibility groups is unknown at this time.  It will matter little to
taxpayers whether the costs will count as federal or state expenditures.  Increased federal
control over the management of the Medicaid program is stifling innovation and threatens to
unnecessarily drive up costs.

 
Wyoming

 
The costs of maintaining our Medicaid program are fast becoming a serious threat to our state
general funds. The 2013-2014 biennial budget for Medicaid in Wyoming includes $560 million in
state general fund dollars. This is just the cost to provide care to the current population of
approximately 76,000 enrollees. A study of Wyoming impacts from PPACA conducted by The
Lewin Group in 2010 estimates an additional 31,000 enrollees due to the Medicaid expansion in
2014 – an increase of over 40%. It is difficult to estimate what the fiscal impact of this huge
bolus of new enrollees will be. The State legislature commissioned a Medicaid Cost Study in
2011 and we expect findings in mid-2012.  We do know, however, that the cost of implementing
a new eligibility and enrollment system for Medicaid will cost over $3.5 million in state general
funds after the 90/10 federal match.
 
The larger and more detrimental impact of the implementation of PPACA is likely to be to our
private health insurance markets.  An actuarial study of our small group and individual markets
conducted by Gorman Actuarial, LLC in 2011 indicates that we can expect premiums to go up an
average of 30% to 40% in the individual market due solely to new insurance regulations
effective in 2014. When you add the projected impact of higher morbidity of new entrants into
the market and essential benefit mandates, we can expect overall 40% to 60% increases in
premiums in the individual market.
 
Given that Wyoming already has a higher percentage of small employers that self-insure than
other states, it’s not unreasonable to expect a number of small employers to stop providing
insured coverage and either move their employees to the individual market or to self-insure to
avoid regulation. During recent town hall meetings, a number of small employers indicated that
it would be cheaper for them to pay the PPACA penalties for not providing coverage than it will
be to continue to provide coverage. The Lewin Group estimates a net loss of over 8,000 covered
lives in the employer sponsored insurance market.
 
With all the changes in PPACA, Gorman Actuarial estimates over 41,000 people in Wyoming will
remain uninsured by 2016. This represents about half of the 83,000 people currently uninsured
in our state.
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From: 
To: 
Cc: 

Alex Weintz 
Denise Northrup 
Katie Altshuler 

Subject: Re: Fwd: Exchange information 

Date: Friday, November 09, 2012 10:58:47 AM 

Got it 

From: Denise Northrup 
Sent: Friday, November 09, 2012 10:39 AM 
To: Alex Weintz 
Cc: Katie Altshuler 
Subject: Fwd: Exchange information 

There are good quotes and ta lking points in these articles that we can use in 
developing our statement. .. 

Begin forwarded message: 

From: Marie Sanderson 
Date: November 9, 2012 
To: Marie Sanderson 
Cc: Dustin Huffman < 
Subject: Exchange m ormat1on 

Chiefs, Action Officers and Healthcare Advisors: 

.> 

To aid in the exchange conversation, attached is a white paper by Tom M iller of AEI 

and various news clips today on t he subject matter. Note CQ article hinting at Nov 16 

extension at t he end of t he email. Please let me know if you have any questions. We 

w ill continue to provide you w ith information as we access it. 

Thanks, 

Marie 

Analysis: 20 states will run their health-law exchanges (The Hill) 

In their choices, Republican governors face a balancing act - not going too far to 
embrace the Jaw, which remains divisive with the public and anathema to 
conservatives, but also not skipping a chance to wrest authority from the federal 
government. 

Feds will run Virginia's health exchange at outset (Daily Press) 

McDonnell conceded that Virginia would not meet the Nov. 16 deadline for a blueprint 
for the state-run exchange and would default instead to a federally run insurance 
exchange. "The only logical decision is to choose the federal option," he said. "I don't 
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have the answers for Virginia. They're telling us we have two years to build an
exchange. It's expensive….I don't want to buy a pig-in-a-poke for Virginia taxpayers."
 
Ohio iffy on health-insurance exchange (Columbus Dispatch)
“Our concern is (that) the flexibility to design the exchange in an Ohio-specific way
really is limited,” Moody said. “If it’s a federal program, it would be most appropriate
for the federal government to administer.”
 
Federal gov't to create health exchange in Kansas (KWCH)
Kansans feel Obamacare is an overreach by Washington and have rejected the state’s
participation in this federal program. My administration will not partner with the
federal government to create a state-federal partnership insurance exchange because
we will not benefit from it and implementing it could costs Kansas taxpayers millions of
dollars.
 
Gov suggests Ga. unlikely to run health exchange (CBS News)
Deal told The Associated Press on Wednesday that he wouldn't disclose his decision
until notifying federal authorities. But he noted that the state stopped planning an
exchange once federal agencies wrote regulations that he says restrict Georgia's ability
to design its own program.
 
Haslam still studying health exchange in wake of election (Memphis Business
Journal)
Haslam, who has previously said he favors a state-run exchange, said Wednesday
that's still his thinking, but that he's awaiting additional information from the federal
government. The deadline for the state to declare its intentions is Nov. 16.
 
Nixon: Missouri won’t run health insurance exchange by 2014 (AP)
Gov. Jay Nixon said Thursday his administration will inform the federal government that
it won't be running a state-based health insurance exchange when they're due to begin
under the federal health care law. That means that the federal government will step in
to create an insurance exchange in Missouri.
 
What Does the Election Mean for Obamacare? (Heritage Morning Bell)
Two of the largest elements of the health care law—the massive Medicaid expansion
and the costly subsidies scheme funneled through government exchanges—are heavily
dependent on state compliance. But the June Supreme Court decision reaffirmed that
states are not at the mercy of the federal government. Many state officials realize that
there is little upside to joining forces with Washington in implementing this disastrous
endeavor, thus further eroding the long-term viability of Obamacare.
 
Obamacare: America’s Last Entitlement (Forbes)
America’s unsustainable fiscal situation means that Obamacare is destined to be the
last major entitlement enacted by the United States. Indeed, Obamacare’s victory sets
off a stiff competition for taxpayer dollars between Obamacare, Medicaid, and
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Medicare. It’s a battle that the elderly, in particular, are likely to lose.
 
Republican governors scramble over next Obamacare steps (Washington Post)
States are working on a tight timeline: After the Nov. 16 deadline, they face another
checkpoint on Jan. 1, when they have to demonstrate that their marketplace is on track
to begin enrolling people in one year. “If were a governor, I’d be less concerned about
the November deadline,” Leavitt’s Smith said. “I would be focused on the actual
deadline, in January, to show you can make this work.” With benchmarks looming, and
the election barely hitting rearview mirror, many Republican governors seem to be in
the middle of weighing the best next steps.
 
With Obama Re-Elected, States Scramble Over Health Law (NYT)
Much depends on the states as they decide in the coming weeks and months whether
to build online marketplaces known as insurance exchanges, where individuals and
small businesses can shop for health plans, and whether to expand their Medicaid
programs to reach many more low-income people.
 
Obamacare Is Here To Stay, But In What Form? (NPR)
So far, according to Weil, only 13 states and Washington, D.C., have said they plan to
set up their own exchanges. If states decide not to set up their own exchanges, the
federal government will step in and do it instead. But federal officials still haven't
spelled out exactly how that will work.
 
 

HHS Expected to Give States More Time on
Exchange Decisions
By Rebecca Adams, CQ HealthBeat Associate Editor

 

The federal government is likely to extend the Nov. 16 deadline for states to

decide whether they will run their own health insurance exchanges, according to

several state officials.

State officials were supposed to notify the Department of Health and Human

Services by that date about whether they plan to run the insurance exchanges that

will launch in 2014, create a state-federal partnership or let the federal government

operate the exchange in their area. Instead, HHS officials are expected to set a new

deadline for states that want to operate the marketplaces alone but have a rolling

deadline with ongoing discussions for states that are interested in a partnership.

A Centers for Medicare and Medicaid Services spokesman declined to comment.

The additional time will be a relief for many state officials who are trying to

determine whether there is enough political will, technical knowledge and time for

them to set up their own new health benefit marketplaces.
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Although many governors, especially critics of the 2010 health care law (PL 111-

148, PL 111-152), were not ready to commit to a state-run or state-federal hybrid

exchange before the election because they did not want it to be interpreted as a

show of support for the statute, many may be interested in exerting some control

over an exchange in their jurisdictions since the alternative would be one run by

Washington.

Before the election, nine states were expected to let the federal government

operate an exchange. On Tuesday, Missouri voters in a ballot initiative also banned

the state government from creating a state exchange, bringing the total of states

refusing to run a state-administered exchange to 10. (See related story, CQ

HealthBeat, Nov. 7, 2012)

Sixteen states have indicated that they would like to proceed with their own

state-run exchange and 14 of them have sent official letters to CMS officials that

are posted on the agency’s website.

The decision about how to run an exchange is complicated and in many cases,

governors who would like to go ahead will have to win the support of state

legislators. On Wednesday, Tennessee Republican Gov. Bill Haslam said he would

prefer to have the state run its own insurance exchange program than leave it to

federal officials. But state legislators in his party chimed in with criticism, saying that

the legislature would not go along with the creation of a state-based exchange.

Governors in many states will have to navigate similar political climates.
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From: Aaron Cooper
To: Marcia Crawford; Kandi Batts; Cody Inman; Sean Rose
Subject: RE: FYI - health care exchange deadline extended
Date: Friday, November 16, 2012 9:08:46 AM
Attachments: image002.png

FYI – I should have written we probably won’t have a decision to announce today.  As far

as the public is concerned, though, nothing has changed – the governor hasn’t made an

announcement but will do so when a decision has been made.

 

Thanks.

 

From: Aaron Cooper 
Sent: Friday, November 16, 2012 8:57 AM
To: Marcia Crawford; Kandi Batts; Cody Inman; Sean Rose
Subject: FYI - health care exchange deadline extended
 
FYI – the deadline on the health insurance change has been extended by the federal
government; we will not have an announcement on it today.  If you have questions, let me
know.  Thanks.
 

States get another stay on health insurance exchange deadline

November 16, 2012 | Mary Mosquera

In a second delay in one week, Health and Human Services Secretary Kathleen Sebelius has
extended the deadline for one month for states to not only submit their blueprints for a state-
based health insurance exchange but to even decide if they plan to establish their own
exchange.

The original deadline for states to submit their blueprint and a declaration letter to establish a
state-based exchange was Nov. 16.

Last week, Sebelius explained in a letter that states could delay assembling and sending in
their documentation until Dec. 14, but they still had to at least notify HHS of their decision
on a state-based exchange by Nov. 16.

[See also: How the campaigns cast a shadow on HIX, Medicaid —any why they're now
poised for the forefront]

On the eve of that deadline, Nov. 15, Sebelius sent a letter to the Republican Governors
Association, in which she offered more decision-making time. 

The extension delays accommodate primarily Republican governors, who were waiting until
the election outcome to decide whether to move ahead on the exchanges and other features of
the health reform law.

Originally, if states did not meet the Nov. 16 deadline, the federal government would proceed
to set up an exchange for them. HHS wants to be sure that the exchanges can be ready to
start accepting open enrollment in October 2013 and start operations Jan. 1, 2014.
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The latest letter responds to a request from Republican Governors Association leaders
Virginia Gov. Bob McDonnell and Louisiana Gov. Bobby Jindal for more time to declare
whether states will decide to run a state-based exchange.

“While receiving a letter of intent now will help us assist states in finalizing their application,
a state may submit both a letter of intent and an application to operate its own exchange by
December 14,” Sebelius said.  

HHS also will accept plans from states that have decided to establish a state-federal
partnership exchange by Feb. 15, 2013. States will also be able to apply to run exchanges in
future.

[Related: Why the initial HIX delay means more to some states than others]

“We are confident governors will have enough time to decide whether they want to establish
an exchange, work in partnership with the federal government or have a federally-facilitate
exchange in their state,” she said.

Sebelius said HHS is “committed to providing states with the flexibility, resources, and time
they need to deliver the benefits of the healthcare law to the American people.”

To date, 17 states and the District of Columbia have decided to build their own exchanges.
Five states — Nebraska, South Carolina, Kansas, Alabama and Florida — have said the
federal government can build their exchanges.

 
 
______________________________________
Aaron Cooper
Press Secretary
Governor Mary Fallin
aaron.cooper@gov.ok.gov
t - (405) 522-8878
c - (405) 759-0468
 
Find Gov. Fallin on:
 

   
 
On the Web:  www.governor.ok.gov
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From: Alex Weintz
To: Katie Altshuler
Cc: Denise Northrup
Subject: RE: exchange Query
Date: Thursday, June 28, 2012 1:17:54 PM

Ok, so, “At this point in time, it is not certain that the state of Oklahoma will elect to create a health
insurance exchange. The governor and state agencies are reviewing the law, as well as the affects of
the recent Supreme Court decision. No state agency is actively working on building a health care
exchange at this point.”
 

From: Katie Altshuler 
Sent: Thursday, June 28, 2012 1:16 PM
To: Alex Weintz
Subject: Re: exchange Query
 
No one has been charged with doing it at this point
 
From: Alex Weintz 
Sent: Thursday, June 28, 2012 01:14 PM
To: Katie Altshuler 
Subject: exchange Query 
 
I’m not sure of the answer here …
 

From: Michael McNutt [mailto:MMcNutt@opubco.com] 
Sent: Thursday, June 28, 2012 1:13 PM
To: Alex Weintz
Subject: Query
 

Alex, 
What state agency is in charge of setting up a health care exchange? The Oklahoma Health
Care Authority says it no longer is charged with that responsibility.

Is it the CIO or the office of state finance? 
Thanks.
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From: Alex Weintz
To: Denise Northrup; Katie Altshuler
Subject: RE: exchange Query
Date: Thursday, June 28, 2012 1:21:04 PM

ok
 

From: Denise Northrup 
Sent: Thursday, June 28, 2012 1:21 PM
To: Alex Weintz; Katie Altshuler
Subject: Re: exchange Query
 
Use the last sentence only
 
From: Alex Weintz 
Sent: Thursday, June 28, 2012 01:17 PM
To: Katie Altshuler 
Cc: Denise Northrup 
Subject: RE: exchange Query 
 
Ok, so, “At this point in time, it is not certain that the state of Oklahoma will elect to create a health
insurance exchange. The governor and state agencies are reviewing the law, as well as the affects of
the recent Supreme Court decision. No state agency is actively working on building a health care
exchange at this point.”
 

From: Katie Altshuler 
Sent: Thursday, June 28, 2012 1:16 PM
To: Alex Weintz
Subject: Re: exchange Query
 
No one has been charged with doing it at this point
 
From: Alex Weintz 
Sent: Thursday, June 28, 2012 01:14 PM
To: Katie Altshuler 
Subject: exchange Query 
 
I’m not sure of the answer here …
 

From: Michael McNutt [mailto:MMcNutt@opubco.com] 
Sent: Thursday, June 28, 2012 1:13 PM
To: Alex Weintz
Subject: Query
 

Alex, 
What state agency is in charge of setting up a health care exchange? The Oklahoma Health
Care Authority says it no longer is charged with that responsibility.

Is it the CIO or the office of state finance? 
Thanks.
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From: Sharon Caldwell
To: Katie Altshuler
Subject: Re: FYI: Exchange
Date: Friday, July 08, 2011 2:41:49 PM

Thanks for the info.  I will be sure to touch base late next week when I get back.

Sent from my iPad

On Jul 8, 2011, at 6:45 PM, "Katie Altshuler" <Katie.Altshuler@gov.ok.gov> wrote:

> Update...
>
> Early next week CMS’ Center for Consumer Information and Insurance Oversight (CCIIO) will publish
proposed regulations regarding health insurance exchanges. We have been informed that the
regulations will address health insurance exchange functions, including qualified health plans (QHPs),
governance, and other function-related issues. CCIIO plans to convene all-state calls on the regulation
and will invite Medicaid directors to participate.  The regulations will
>
> not cover Medicaid and exchange tax credit eligibility issues. Those issues will be addressed in a
separate regulation  to be released at a later date.
>
> 
>
>
>
> ----- Original Message -----
> From: Katie Altshuler
> Sent: Friday, July 08, 2011 10:40 AM
> To: 'glen.mulready@okhouse.gov' <glen.mulready@okhouse.gov>; 'stanislawski@oksenate.gov'
<stanislawski@oksenate.gov>; 'Sharon@ ;
'Pat@  'chadw
<chadw >; 'morganf@oksenate.gov' <morganf@oksenate.gov>;
'mrobison@  'thompsont@oksenate.gov'
<thompsont@oksenate.gov>; 'Jonathan.buxton@okhouse.gov' <Jonathan.buxton@okhouse.gov>;
'Bev_Binkowski  <Bev_Binkowsk >; 'laura
<laura >; 'jason <jason
> Cc: Andrew Silvestri
> Subject: FYI: Exchange
>
> 7/8/11 10:47 AM EDT
>
> HHS Secretary Kathleen Sebelius will make an "important Affordable Care Act announcement" on
Monday at 11 a.m., POLITICO has learned. The event, slated to take place at a hardware store in
Southeast Washington, heightens expectations that the department is about to release its long-awaited
health exchange regulations.
>
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From: Laura Brookins
To: Katie Altshuler
Subject: Re: FYI: Exchange
Date: Friday, July 08, 2011 1:33:13 PM

Katie ~ What is the contact information for Governor Fallin's scheduler?

Laura Brookins, Esq.
Fried.Kilpatrick.Guinn

(405) 285-2326 Direct
(405) 330-4499 Office

The information contained in this electronic mail transmission (including
any accompanying attachments) is intended solely for its authorized
recipient(s), and may be confidential and/or legally privileged.  If you
are not an intended recipient, or responsible for delivering some or all
of this transmission to an intended recipient, you have received this
transmission in error and are hereby notified that you are strictly
prohibited from reading, copying, distributing, or disclosing any of the
information contained in it.  In that event, please contact me immediately
at (405) 285-2326 or by electronic mail to the address of this message and
delete the original and all copies of this transmission (including any
attachments) without reading or saving in any manner.

On 7/8/11 11:45 AM, "Katie Altshuler" <Katie.Altshuler@gov.ok.gov> wrote:

>Update...
>
>Early next week CMS¹ Center for Consumer Information and Insurance
>Oversight (CCIIO) will publish proposed regulations regarding health
>insurance exchanges. We have been informed that the regulations will
>address health insurance exchange functions, including qualified health
>plans (QHPs), governance, and other function-related issues. CCIIO plans
>to convene all-state calls on the regulation and will invite Medicaid
>directors to participate.  The regulations will
>
>not cover Medicaid and exchange tax credit eligibility issues. Those
>issues will be addressed in a separate regulation  to be released at a
>later date.
>
>
>
>
>
>----- Original Message -----
>From: Katie Altshuler
>Sent: Friday, July 08, 2011 10:40 AM
>To: 'glen.mulready@okhouse.gov' <glen.mulready@okhouse.gov>;
>'stanislawski@oksenate.gov' <stanislawski@oksenate.gov>;
>'Sharon@
>'Pat@
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>'chadw@
>'morganf@oksenate.gov' <morganf@oksenate.gov>;
>'mrobison@
>'thompsont@oksenate.gov' <thompsont@oksenate.gov>;
>'Jonathan.buxton@okhouse.gov' <Jonathan.buxton@okhouse.gov>;
>'Bev_Binkowski@
>'laura@
>'jason@
>Cc: Andrew Silvestri
>Subject: FYI: Exchange
>
>7/8/11 10:47 AM EDT
>
>HHS Secretary Kathleen Sebelius will make an "important Affordable Care
>Act announcement" on Monday at 11 a.m., POLITICO has learned. The event,
>slated to take place at a hardware store in Southeast Washington,
>heightens expectations that the department is about to release its
>long-awaited health exchange regulations.
>
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From: Matt Robison
To: Katie Altshuler
Subject: Re: FYI: Exchange
Date: Friday, July 08, 2011 12:23:45 PM

Thanks Katie...

Matt Robison
The State Chamber of Oklahoma
www.okstatechamber.com

Sent from Blackberry

This message may contain confidential and/or proprietary information, and is intended for the
person/entity to whom it was originally addressed.  Any use by others is strictly prohibited.

----- Original Message -----
From: Katie Altshuler [mailto:Katie.Altshuler@gov.ok.gov]
Sent: Friday, July 08, 2011 11:45 AM
To: 'glen.mulready@okhouse.gov' <glen.mulready@okhouse.gov>; 'stanislawski@oksenate.gov'
<stanislawski@oksenate.gov>; 'Sharon@
'Pat@  Chad Warmington; 'morganf@oksenate.gov'
<morganf@oksenate.gov>; Matt Robison; 'thompsont@oksenate.gov' <thompsont@oksenate.gov>;
'Jonathan.buxton@okhouse.gov' <Jonathan.buxton@okhouse.gov>; 'Bev Binkowsk '
<Bev_Binkowski ; 'laura@
'jason@  Mike Thompson <Mike.Thompson@oid.ok.gov>
Cc: Andrew Silvestri <Andrew.Silvestri@gov.ok.gov>
Subject: Re: FYI: Exchange

Update...

Early next week CMS’ Center for Consumer Information and Insurance Oversight (CCIIO) will publish
proposed regulations regarding health insurance exchanges. We have been informed that the
regulations will address health insurance exchange functions, including qualified health plans (QHPs),
governance, and other function-related issues. CCIIO plans to convene all-state calls on the regulation
and will invite Medicaid directors to participate.  The regulations will

not cover Medicaid and exchange tax credit eligibility issues. Those issues will be addressed in a
separate regulation  to be released at a later date.

 

----- Original Message -----
From: Katie Altshuler
Sent: Friday, July 08, 2011 10:40 AM
To: 'glen.mulready@okhouse.gov' <glen.mulready@okhouse.gov>; 'stanislawski@oksenate.gov'
<stanislawski@oksenate.gov>; 'Sharon@
'Pat@  'chadw
<chadw ; 'morganf@oksenate.gov' <morganf@oksenate.gov>;
'mrobison@ >; 'thompsont@oksenate.gov'
<thompsont@oksenate.gov>; 'Jonathan.buxton@okhouse.gov' <Jonathan.buxton@okhouse.gov>;
'Bev_Binkowski <Bev_Binkowsk ; 'laura '
<laura >; 'jason ' <jason >
Cc: Andrew Silvestri
Subject: FYI: Exchange
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7/8/11 10:47 AM EDT

HHS Secretary Kathleen Sebelius will make an "important Affordable Care Act announcement" on
Monday at 11 a.m., POLITICO has learned. The event, slated to take place at a hardware store in
Southeast Washington, heightens expectations that the department is about to release its long-awaited
health exchange regulations.
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From: 
To: 
Subject: 
Date : 

Thanks! 

laura Brookins 
Katie Altshuler 

Re: FYI: Exchange 
Saturday, July 09, 2011 10:43:56 AM 

Laura Brookins, Esq. 
Fried.Kilpatrick.Guinn 

( 405) 285-2326 Direct 
( 405) 330-4499 Office 

The information contained in this electronic mail transmission (including 
any accompanying attachments) is intended solely for its authorized 
recipient(s), and may be confidential and/or legally privileged. If you 
are not an intended recipient, or responsible for delivering some or all 
of this transmission to an intended recipient, you have received this 
transmission in error and are hereby notified that you are strictly 
prohibited from reading, copying, distributing, or disclosing any of the 
information contained in it. In that event, please contact me immediately 
at ( 405) 285-2326 or by electronic mail to the address of this message and 
delete the original and all copies of this transmission (including any 
attachments) without reading or saving in any manner. 

On 7/ 8/11 8:05 PM, "Katie Altshuler" <Katie.Altshuler@gov.ok.gov> wrote: 

>Tammie Wright 
> Tammie.wright@gov.ok.gov 
> 
>-----Original Message ----
>From: Laura Brookin 
>Sent: Friday, July 08, 2011 01:33 PM 
>To: Katie Altshuler 
>Subject: Re: FYI: Exchange 
> 
>Katie "'What is the contact information for Governor Fallin's scheduler? 
> 
> 
>Laura Brookins, Esq. 
>Fried.Kilpatrick.Guinn 
> 
>( 405) 285-2326 Direct 
>( 405) 330-4499 Office 
> 
> 
>The information contained in this electronic mail transmission (including 
>any accompanying attachments) is intended solely for its authorized 
>recipient(s), and may be confidential and/or legally privileged. If you 
>are not an intended recipient, or responsible for delivering some or all 
>of this transmission to an intended recipient, you have received this 
>transmission in error and are hereby notified that you are strictly 
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>prohibited from reading, copying, distributing, or disclosing any of the
>information contained in it.  In that event, please contact me immediately
>at (405) 285-2326 or by electronic mail to the address of this message and
>delete the original and all copies of this transmission (including any
>attachments) without reading or saving in any manner.
>
>
>
>
>
>On 7/8/11 11:45 AM, "Katie Altshuler" <Katie.Altshuler@gov.ok.gov> wrote:
>
>>Update...
>>
>>Early next week CMS¹ Center for Consumer Information and Insurance
>>Oversight (CCIIO) will publish proposed regulations regarding health
>>insurance exchanges. We have been informed that the regulations will
>>address health insurance exchange functions, including qualified health
>>plans (QHPs), governance, and other function-related issues. CCIIO plans
>>to convene all-state calls on the regulation and will invite Medicaid
>>directors to participate.  The regulations will
>>
>>not cover Medicaid and exchange tax credit eligibility issues. Those
>>issues will be addressed in a separate regulation  to be released at a
>>later date.
>>
>>
>>
>>
>>
>>----- Original Message -----
>>From: Katie Altshuler
>>Sent: Friday, July 08, 2011 10:40 AM
>>To: 'glen.mulready@okhouse.gov' <glen.mulready@okhouse.gov>;
>>'stanislawski@oksenate.gov' <stanislawski@oksenate.gov>;
>>'Sharon@
>>'Pat@ com>;
>>'chadw@
>>'morganf@oksenate.gov' <morganf@oksenate.gov>;
>>'mrobison@
>>'thompsont@oksenate.gov' <thompsont@oksenate.gov>;
>>'Jonathan.buxton@okhouse.gov' <Jonathan.buxton@okhouse.gov>;
>>'Bev_Binkowski@
>>'laura
>>'jason@
>>Cc: Andrew Silvestri
>>Subject: FYI: Exchange
>>
>>7/8/11 10:47 AM EDT
>>
>>HHS Secretary Kathleen Sebelius will make an "important Affordable Care
>>Act announcement" on Monday at 11 a.m., POLITICO has learned. The event,
>>slated to take place at a hardware store in Southeast Washington,
>>heightens expectations that the department is about to release its
>>long-awaited health exchange regulations.
>>
>
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From: Tammie Kilpatrick
To: Katie Altshuler; Sharon Caldwell ( ); Otie Ann Fried; Matt Robison 

; Patti Davis; Lynne White
Subject: Re: FYI: GOP governors vow to ignore Obamacare
Date: Thursday, June 28, 2012 3:24:20 PM

Wow — no mincing of words on the RGA position! Thanks for sharing, Katie. 

_____________________________________________

Tammie Kilpatrick 
FRIED.KILPATRICK.GUINN 
405-919-9003
www.fkgconsulting.com  

The information contained in this electronic mail transmission (including any accompanying 
attachments) is intended solely for its authorized recipient(s), and may beconfidential and/or 
legally privileged.  If you are not an intended recipient, or responsible for delivering some or all 
of this transmission to an intended recipient, you have received this transmission in error and 
are hereby notified that you are strictly prohibited from reading, copying, distributing, or 
disclosing any of the information contained in it.  In that event, please contact Tammie 
Kilpatrick  immediately at (405) 919-9003 or by electronic mail to the address of this message 
and delete the original and all copies of this transmission (including any attachments) without 
reading or saving in any manner.

From: Katie Altshuler <katie.altshuler@gov.ok.gov>
Date: Thursday, June 28, 2012 3:17 PM
To: Sharon Caldwell  >, Tammie Kilpatrick 

>, Otie Ann Fried  , "Matt Robison 
 <IMCEAEX-

_O=Oklahoma+20House+20of+20Reps_ou=First+20Administrative+20Group_cn=Recipients_cn=mat
trobison@OK.local>, Patti Davis <davis@okoha.com>, Lynne White <lwhite@okoha.com>
Subject: FYI: GOP governors vow to ignore Obamacare

FYI
 
http://washingtonexaminer.com/gop-governors-vow-to-ignore-obamacare/article/2500862
 
 
Katie Altshuler, Policy Director
Office of Governor Mary Fallin
2300 North Lincoln Boulevard, Suite 212
Oklahoma City, Oklahoma 73105
405.521.2342
katie.altshuler@gov.ok.gov
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From: Mark McCullough
To: Katie Altshuler
Subject: Re: FYI: Materials from Congressional Hearing re/ ObamaCare Today
Date: Tuesday, March 01, 2011 3:44:00 PM

Thanks Katie!

Mark

From: Katie Altshuler <Katie.Altshuler@gov.ok.gov> 
To: Bill Brown <brownb@lsb.state.ok.us>; Glen Mulready ; Mark McCullough;
Charles Key 
Cc: Jonathan Buxton; (thompsont@oksenate.gov) <thompsont@oksenate.gov> 
Sent: Tue Mar 01 14:49:27 2011
Subject: FYI: Materials from Congressional Hearing re/ ObamaCare Today 

 

Follow-up items from today’s hearing at the Energy & Commerce Committee, where Govs Barbour and
Herbert testified.
 
The first is a report issued by Chairman Upton and Senator Hatch (release and link are below) provides
a comprehensive overview of state government estimates regarding the cost of the Patient Protection
and Affordable Care Act (PPACA) to state Medicaid programs.  The report estimates the health law will
cost state taxpayers at least $118.04 billion through 2023--more than double the Congressional Budget
Office’s (CBO) recent estimate of $60 billion through 2021.
 
Also, I would commend to your attention two op-eds that ran today, in connection with today’s
hearing:
 
(a) From Chairman Upton in National Review, talking about the new partnership the House Majority
intends to have with Governors: http://www.nationalreview.com/corner/260959/new-partnership-
governors-fred-upton; and,
 
(b) From Pennsylvania Governor Tom Corbett, asking that states be put in charge of guiding Medicaid
reform: http://www.usatoday.com/news/opinion/forum/2011-03-01-corbett01_st_N.htm.
 
 
 

From: Energy and Commerce News 
Sent: Tuesday, March 01, 2011 10:03 AM
Subject: Medicaid Expansion in Health Law to Cost States $118 Billion Through 2023
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FOR IMMEDIATE RELEASE
March 1, 2011

CONTACT: Press Office

(202) 226-4972

Julia Lawless/Antonia Ferrier (Hatch)

(202) 224-4515

 

Medicaid Expansion in Health Law to
Cost States $118 Billion Through 2023

Joint Congressional Committee Report Details New Health Law’s Fiscal
Burden on Fragile State Budgets, Sustainability of Medicaid Program

 

WASHINGTON, DC - In advance of today’s House Energy & Commerce Committee hearing

examining ObamaCare’s impact on Medicaid and state health care reform, U.S. Senator

Orrin Hatch (R-Utah), Ranking Member of the Senate Finance Committee, and Fred Upton

(R-Michigan), Chairman of the House Energy and Commerce Committee released a

comprehensive report outlining the $118 billion price tag to states of the massive expansion

of the Medicaid program in the health law. 

The joint Congressional Committee report, Medicaid Expansion in the New Health Law:

Costs to the States, put together by the Senate Finance Committee, Minority and the House

Energy and Commerce Committee, Majority is the first to provide a comprehensive

overview of state government estimates regarding the cost of the Patient Protection and

Affordable Care Act (PPACA) to state Medicaid programs. The report estimates the health

law will cost state taxpayers at least $118.04 billion through 2023--more than double the

Congressional Budget Office’s (CBO) recent estimate of $60 billion through 2021.

“Governors of both political parties were clear when Congress was debating the $2.6 trillion

health law that they could not afford a massive expansion in Medicaid.  Washington didn’t

listen and plowed forward instead by putting 16 million Americans onto the Medicaid rolls to

keep the federal price tag down,” said Hatch.  “With this report, we see the true cost to

states, who are already facing a collective $175 billion budget shortfall, of this

unsustainable expansion.  Any sustainable attempt by Governors to balance their budgets is

undermined by the $118 billion cost of the massive growth of this federal program.  It’s

time for Congress to peel this program back by putting states, not the federal government,

back in charge. ”

“Nearly one year after the president signed the health care package into law, we are still

finding more costly consequences,” said Upton.  “The health care law’s onerous and

unsustainable mandates altered the relationship the federal government has with the

states  by requiring that states dramatically expand their Medicaid populations.  Governors

are deeply concerned about the new unfunded mandates in the law and their impact on

current state budgets—which are already strained.  The laws enacted in Washington have a

profound impact on state budgets, and it is critical we provide Governors with the flexibility

they need to create innovative health programs in a way that helps the people they serve,

preserves quality, and reduces the financial burden.” 

Established in 1965, Medicaid was designed as a limited, shared state-federal safety-net

program for low-income Americans.  When it was first established, less than five million

Americans used Medicaid services, however, today nearly one in four are enrolled in the

government program. Furthermore, today, Medicaid spending absorbs nearly a quarter of

state government budgets, often forcing significant cuts to other state programs, such as

education and law enforcement.

The enactment of PPACA in March 2010 was the largest expansion of the entitlement

program since its inception more than 45 years ago. Half of those obtaining health care
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coverage under the new law will get it through Medicaid. This bicameral report, Medicaid

Expansion in the New Health Law: Costs to the States, provides an in-depth state-by-state

analysis of the financial impact ObamaCare will have on States and demonstrates the

unsustainable fiscal burden this new law will foist upon taxpayers.

California, for example, will spend at least another $19.4 billion on Medicaid. The Texas

Health and Human Services Commission has estimated that Texas will be forced to spend

another $27 billion, which is more than the program’s entire annual budget today. 

Kentucky will get hit with $675 million in news costs to Medicaid and the state of Idaho

found that the law would grow its Medicaid program by nearly 50 percent.  

A copy of the full report can be viewed HERE.

 

 

 

###

 

 

NOTICE: The information in this email is confidential, legally privileged, and exempt
from disclosure under law. It is intended solely for the addressee. Access to this email
by anyone else is unauthorized. If you are not the intended recipient, any disclosure,
copying, distribution or any action taken or omitted to be taken in reliance on it, is
prohibited and unlawful. The Oklahoma House of Reps does not warrant any e-mail
transmission received as being virus free, and disclaims any liability for losses or
damages arising from the use of this e-mail or its attachments. Recipients of e-mail
assume the risk of possible computer virus exposure by opening or utilizing the e-mail
and its attachments, and waive any right or recourse against the House by doing so.
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From: Aaron Cooper
To: Katie Altshuler
Subject: RE: going out in 5 minutes
Date: Thursday, April 14, 2011 12:56:45 PM

That is my understanding.  Sent Downs the release and asked for quote.  He responded with the
quote below.
 

From: Katie Altshuler 
Sent: Thursday, April 14, 2011 12:54 PM
To: Aaron Cooper
Subject: Re: going out in 5 minutes
 
Has speakers office signed off on the release?
 
From: Aaron Cooper 
Sent: Thursday, April 14, 2011 12:52 PM
To: Denise Northrup; Katie Altshuler; Glenn Coffee 
Cc: Alex Weintz 
Subject: going out in 5 minutes 
 
 
 

State Leaders: Agreement Reached on Oklahoma
Health Insurance Private Enterprise Network

 
OKLAHOMA CITY – Governor Mary Fallin today joined other state leaders in announcing
that Oklahoma will establish a Health Insurance Private Enterprise Network to prevent the
establishment of a federal health care exchange in Oklahoma. 
 
Working together, leaders were able to address concerns expressed by some by adding
specific safeguards into the legislation that will prevent the implementation of a federal health
care exchange while creating an Oklahoma-based health insurance network.  The Health
Insurance Private Enterprise Network, based on a model by the conservative Heritage
Foundation and legislation passed by the Oklahoma Legislature in 2009, will increase access
to affordable, private, portable health insurance plans through a free market-based network
that offers choice and competition to consumers.  The network will be governed by a board
consisting of a majority of members from the private sector and chaired by the Insurance
Commissioner.  The network will be funded through state or private resources. The state will
not accept the $54 million Early Innovator Grant.
 
Governor Mary Fallin:  “I’m pleased to announce this agreement that accomplishes my
goal from the very beginning:  stopping the implementation of the president’s federal health
care exchange in Oklahoma. We have addressed concerns expressed by implementing strict
safeguards to prevent the implementation of the federal health care exchange while
definitively laying out the framework for a free market-based network that will empower
consumers by providing a place for individuals, families and small businesses to shop for
affordable, quality health insurance plans.”
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House Speaker Kris Steele:  “Healthcare coverage is not a one-size-fits-all issue. We need
to make all options available to the people. The goal is to equip Oklahomans with the
information necessary to make wise decisions. The network will provide a user-friendly tool
intended to help people identify a health plan that best fits their individual needs.”
 
Senate President Pro Tempore Brian Bingman:  “This private enterprise network not only
offers the people of Oklahoma more options when buying insurance, it will serve as a
defensive strategy that protects Oklahoma from the federal healthcare law.  This is
Oklahoma’s solution and federalism at work.  Our plan is based on the principals of the free
market; it will not limit participation, it will increase competition among private plans and
offer consumers the ability to shop for their best option.” 
 
 
 
______________________________________
Aaron Cooper
Press Secretary
Governor Mary Fallin
aaron.cooper@gov.ok.gov
t - (405) 522-8878
c - (405) 759-0468
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From: Aaron Cooper
To: Katie Altshuler
Subject: RE: going out in 5 minutes
Date: Thursday, April 14, 2011 1:00:54 PM

Yes.
 

From: Katie Altshuler 
Sent: Thursday, April 14, 2011 12:58 PM
To: Aaron Cooper
Subject: Re: going out in 5 minutes
 
Did it include the heritage line?
 
From: Aaron Cooper 
Sent: Thursday, April 14, 2011 12:56 PM
To: Katie Altshuler 
Subject: RE: going out in 5 minutes 
 
That is my understanding.  Sent Downs the release and asked for quote.  He responded with the
quote below.
 

From: Katie Altshuler 
Sent: Thursday, April 14, 2011 12:54 PM
To: Aaron Cooper
Subject: Re: going out in 5 minutes
 
Has speakers office signed off on the release?
 
From: Aaron Cooper 
Sent: Thursday, April 14, 2011 12:52 PM
To: Denise Northrup; Katie Altshuler; Glenn Coffee 
Cc: Alex Weintz 
Subject: going out in 5 minutes 
 
 
 

State Leaders: Agreement Reached on Oklahoma
Health Insurance Private Enterprise Network

 
OKLAHOMA CITY – Governor Mary Fallin today joined other state leaders in announcing
that Oklahoma will establish a Health Insurance Private Enterprise Network to prevent the
establishment of a federal health care exchange in Oklahoma. 
 
Working together, leaders were able to address concerns expressed by some by adding
specific safeguards into the legislation that will prevent the implementation of a federal health
care exchange while creating an Oklahoma-based health insurance network.  The Health
Insurance Private Enterprise Network, based on a model by the conservative Heritage
Foundation and legislation passed by the Oklahoma Legislature in 2009, will increase access
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to affordable, private, portable health insurance plans through a free market-based network
that offers choice and competition to consumers.  The network will be governed by a board
consisting of a majority of members from the private sector and chaired by the Insurance
Commissioner.  The network will be funded through state or private resources. The state will
not accept the $54 million Early Innovator Grant.
 
Governor Mary Fallin:  “I’m pleased to announce this agreement that accomplishes my
goal from the very beginning:  stopping the implementation of the president’s federal health
care exchange in Oklahoma. We have addressed concerns expressed by implementing strict
safeguards to prevent the implementation of the federal health care exchange while
definitively laying out the framework for a free market-based network that will empower
consumers by providing a place for individuals, families and small businesses to shop for
affordable, quality health insurance plans.”
 
House Speaker Kris Steele:  “Healthcare coverage is not a one-size-fits-all issue. We need
to make all options available to the people. The goal is to equip Oklahomans with the
information necessary to make wise decisions. The network will provide a user-friendly tool
intended to help people identify a health plan that best fits their individual needs.”
 
Senate President Pro Tempore Brian Bingman:  “This private enterprise network not only
offers the people of Oklahoma more options when buying insurance, it will serve as a
defensive strategy that protects Oklahoma from the federal healthcare law.  This is
Oklahoma’s solution and federalism at work.  Our plan is based on the principals of the free
market; it will not limit participation, it will increase competition among private plans and
offer consumers the ability to shop for their best option.” 
 
 
 
______________________________________
Aaron Cooper
Press Secretary
Governor Mary Fallin
aaron.cooper@gov.ok.gov
t - (405) 522-8878
c - (405) 759-0468
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From: Lynne White
To: Katie Altshuler
Subject: RE: GOP governors vow to ignore Obamacare
Date: Thursday, June 28, 2012 3:37:27 PM

Thanks – very helpful
 

From: Katie Altshuler [mailto:Katie.Altshuler@gov.ok.gov] 
Sent: Thursday, June 28, 2012 3:18 PM
To: Sharon Caldwell ( ); 'Tammie Kilpatrick'; 'Otie Ann Fried'; Matt Robison
( ; Patti Davis; Lynne White
Subject: FYI: GOP governors vow to ignore Obamacare
 
FYI
 
http://washingtonexaminer.com/gop-governors-vow-to-ignore-obamacare/article/2500862
 
 
Katie Altshuler, Policy Director
Office of Governor Mary Fallin
2300 North Lincoln Boulevard, Suite 212
Oklahoma City, Oklahoma 73105
405.521.2342
katie.altshuler@gov.ok.gov

 
 
 
 
 
 

No virus found in this message.
Checked by AVG - www.avg.com
Version: 2012.0.2180 / Virus Database: 2437/5098 - Release Date: 06/28/12
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From: Aaron Cooper
To: Katie Altshuler
Subject: RE: Governor Fallin Letter to Lawmakers in Support of HB 2130, Oklahoma Health Insurance Exchange
Date: Tuesday, March 22, 2011 3:59:38 PM

Did you send to House/Senate members?  Want to make sure I don’t double up on your e-mail. 
Thanks.
 

From: Katie Altshuler 
Sent: Tuesday, March 22, 2011 3:55 PM
Subject: Governor Fallin Letter to Lawmakers in Support of HB 2130, Oklahoma Health Insurance
Exchange
Importance: High
 
The letter (attached and in text below) explains that an Oklahoma based health insurance exchange:

-          Will help to avoid the forced implementation of a federal exchange run by the Obama
administration and  Washington, D.C.

-          Will be run using conservative, free market principles
-          Will empower consumers by providing them with more information and ultimately lower

health insurance costs in Oklahoma
 
 
Dear Lawmaker,

As you may know, this Wednesday, March 23, will represent the one year
anniversary of the enactment of President Obama’s Patient Protection and Affordable Care
Act (PPACA). I believe, as I know many of our legislators and the majority of our citizens
do, that the PPACA is unconstitutional, fatally flawed and ultimately harmful to our economy
and the health of our citizens. That is exactly what I told both the Obama administration and
our federal lawmakers, in no uncertain terms, when I voted against the law as a United States
Congresswoman.

As governor of Oklahoma and as a citizen, it is my great hope that the PPACA is
either repealed by federal legislators or else is struck down by the United States Supreme
Court. Our Oklahoma Congressional delegation has my full support as they work towards the
former option, and Attorney General Scott Pruitt has my support and encouragement as he
leads Oklahoma’s legal challenge.  As governor, I have sent multiple letters to the White
House explaining the unreasonable economic burdens the PPACA places on Oklahoma and
have requested that the White House fast track the lawsuits against President Obama’s health
care law to the Supreme Court. In short, I have been proud to be part of a united conservative
front in Oklahoma opposing what I believe to be one of the most dangerous and
counterproductive pieces of legislation to come out of Washington in decades.

I remain deeply concerned, however, that the PPACA will remain the law of the
land for some time to come. As long as that is the case, the president’s law will continue to
actively assault both the rights of our citizens and the tenth amendment rights of our states.
For that reason, I believe Oklahoma’s lawmakers must continue to find new ways to prevent
a federal takeover of our health care system in Oklahoma.

One of the most important ways we can fight that federal takeover is to
implement an Oklahoma-based, free-market health insurance exchange so that
Washington does not force its own model on the state. While we have already begun to
create that exchange, the next step in the process is the passage of HB 2130, which
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creates a governing board for the program. I am writing now to ask you to support that
legislation.

Under current law as outlined by the PPACA, the federal government will begin
establishing a federally designed and run health insurance exchange in 2013 in all 50 states
except those that have begun implementing their own state-based exchanges. If we do not
develop our own exchange, if we instead do nothing, then we will be powerless to oppose the
creation of a federally run program in Oklahoma.

As you may know, health insurance exchanges, when done right, have long been
a conservative idea. In 2009, our Legislature authorized the creation of such an exchange
based on a proposal introduced by the conservative Heritage Foundation.

Using that model, the Oklahoma Health Insurance Exchange we are seeking to
create will be an online health insurance market that empowers consumers by providing
vastly improved access to information on private insurance products and expanding the
purchasing power of individuals and small businesses. Private insurance products will be sold
to meet individual needs, insurers will compete to promote real choices for consumers and
the free-market will work to lower costs. Unlike the federal exchange Washington may try to
force on us, the exchange we are trying to build offers a positive, free-market alternative to
the big government, tax-and-spend plan that is the PPACA.

If we do not pass HB 2130 and implement an Oklahoma-based exchange, the
results will be devastating for those of us who oppose ObamaCare and the federal intrusion it
represents. Without an Oklahoma exchange, the state is virtually guaranteed to be subject to
a federally run, Washington D.C. substitute. And unlike the one we develop here in
Oklahoma, that federal exchange will rely on public health care plans and be funded by
public debt for many years to come.

For that reason, a vote against an Oklahoma Health Insurance Exchange and HB
2130 is a vote to leave Oklahoma defenseless against a federal takeover, as mandated by
ObamaCare, beginning in the year 2013.

As a conservative, I hope the PPACA is long gone by then. I join the majority of
our lawmakers, as well as the majority of our citizens, in being passionately opposed to the
federal health care law. It is my great hope to see it overturned or repealed. But I believe we
have an obligation to plan for a future where that may not happen. And in the event the
federal health care law is not overturned by 2013, I am not willing to allow the federal
government to seize what has been a conservative idea and turn it into something
unrecognizable and harmful to the state of Oklahoma and its citizens.

For all these reasons, I hope you will join me in supporting a free-market,
conservative exchange and defend Oklahoma against the federalization of our health
insurance by voting for HB 2130.
 
Sincerely,
 
Governor Mary Fallin
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OFFICE OF GOVERNOR MARY FALLIN
 

MEDIA CONTACTS:
Alex Weintz, Communications Director

Alex.Weintz@gov.ok.gov
(405) 522-8819

 
Aaron Cooper, Press Secretary

Aaron.Cooper@gov.ok.gov
(405) 522-8878

 

From: Cody Inman
To: Katie Altshuler
Subject: RE: Governor Mary Fallin Announcment re/ PPACA (Health Insurance Exchange & Medicaid Expansion)
Date: Monday, November 19, 2012 12:02:56 PM

Thank you. These point are helpful. Is it ok to let my folks read the talking points ?
 

From: Katie Altshuler 
Sent: Monday, November 19, 2012 11:43 AM
To: Katie Altshuler
Subject: Governor Mary Fallin Announcment re/ PPACA (Health Insurance Exchange & Medicaid Expansion)
 
 

 
Web:  www.governor.ok.gov
Facebook:  www.facebook.com/GovernorMaryFallin
Twitter:  www.twitter.com/GovMaryFallin
 

FOR IMMEDIATE RELEASE
November 19, 2012
 

Governor Fallin: Oklahoma Will Not Pursue State-Based Exchange
or Medicaid Expansion

 
OKLAHOMA CITY – Governor Mary Fallin today released the following statement announcing that Oklahoma will not
pursue the creation of a state-based exchange or participate in the Medicaid expansion in the Patient Protection and
Affordable Care Act (PPACA):
 
“For the past few months, my staff and I have worked with other lawmakers, Oklahoma stakeholders and health care
experts across the country to determine the best course of action for Oklahoma in regards to both the creation of a health
insurance exchange and the expansion of Medicaid under the Affordable Care Act. Our priority has been to ascertain
what can be done to increase quality and access to health care, contain costs, and do so without placing an undue burden
on taxpayers or the state. As I have stated many times before, it is my firm belief that PPACA fails to further these goals,
and will in fact decrease the quality of health care across the United States while contributing to the nation’s growing
deficit crisis.
 
“Despite my ongoing opposition to the federal health care law, the state of Oklahoma is legally obligated to either build
an exchange that is PPACA compliant and approved by the Obama Administration, or to default to an exchange run by
the federal government. This choice has been forced on the people of Oklahoma by the Obama Administration in spite of
the fact that voters have overwhelmingly expressed their opposition to the federal health care law through their support of
State Question 756, a constitutional amendment prohibiting the implementation of key components of PPACA.
 
“After careful consideration, I have today informed U.S. Secretary of Health Kathleen Sebelius that Oklahoma will not
pursue the creation of its own health insurance exchange. Any exchange that is PPACA compliant will necessarily be
‘state-run’ in name only and would require Oklahoma resources, staff and tax dollars to implement. It does not benefit
Oklahoma taxpayers to actively support and fund a new government program that will ultimately be under the control of
the federal government, that is opposed by a clear majority of Oklahomans, and that will further the implementation of a
law that threatens to erode both the quality of American health care and the fiscal stability of the nation.
 
“Furthermore, I have also decided that Oklahoma will not be participating in the Obama Administration’s proposed
expansion of Medicaid. Such an expansion would be unaffordable, costing the state of Oklahoma up to $475 million
between now and 2020, with escalating annual expenses in subsequent years. It would also further Oklahoma’s reliance
on federal money that may or may not be available in the future given the dire fiscal problems facing the federal
government. On a state level, massive new costs associated with Medicaid expansion would require cuts to important
government priorities such as education and public safety. Furthermore, the proposed Medicaid expansion offers no
meaningful reform to a massive entitlement program already contributing to the out-of-control spending of the federal
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government.
 
“Moving forward, the state of Oklahoma will pursue two actions simultaneously. The first will be to continue our support
for Oklahoma Attorney General Scott Pruitt’s ongoing legal challenge of PPACA. General Pruitt’s lawsuit raises different
Constitutional questions than previous legal challenges, and both he and I remain optimistic that Oklahoma’s challenge
can succeed. 
 
“Our second and equally important task will be to pursue state-based solutions that improve health outcomes and contain
costs for Oklahoma families. Serious reform, for instance, should be pursued in the area of Medicaid and public health,
where effective chronic disease prevention and management programs could address the trend of skyrocketing medical
bills linked to avoidable hospital and emergency room visits. I look forward to working with legislative leaders and
lawmakers in both parties to pursue Oklahoma health care solutions for Oklahoma families.”
 
 
 

Governor Mary Fallin Announcement re/ PPACA
Talking Points

 
·         While Governor Mary Fallin has opted not to build a state-based insurance exchange or expand the Medicaid program as

proposed in PPACA, she and the Oklahoma legislature remain deeply committed to the health of all Oklahoman’s. One
demonstration of this commitment is that they protected the Health and Human Services agencies during the recent
economic downturn from significant reductions that would jeopardize the health and safety of our citizens. The end result
is that the Health and Human Services area took the smallest reduction of any of the cabinet areas.

 
·         The Governor and her staff have been exploring the impact of PPACA and working with healthcare experts and lawmakers

across the country in order to make sound decisions on implementing a state based exchange or expand Medicaid in
Oklahoma. The final determination is that this law will not improve the quality of healthcare or address the escalating
healthcare costs that are bankrupting our nation, nor does it provide the flexibility needed to improve health outcomes in
a financially sound or sustainable manner.

 
·         Oklahoma has a history of innovations in healthcare and the Governor is committed to building upon those innovations to

create Oklahoma solutions to our healthcare problems. She welcomes the opportunity to work with the Oklahoma
legislature and other stakeholders to develop an Oklahoma plan to reduce the number of uninsured families, provide
quality healthcare and address rising healthcare costs.

 
Insurance Exchange

·         There is an absence of critical guidance and regulations that would allow states to understand the full ramifications of
building and implementing a state based insurance exchange. Without HHS regulation and guidance it is unclear how much
flexibility and freedom of control will be provided to states operating an exchange. State based exchanges will be so in
name only and it does not benefit us to fund a new government program that will ultimately be under the control of the
federal government.

 
·         The cost of building a PPACA compliant exchange in Oklahoma is estimated at $30 million to $50 million dollars. The cost

of implementing PPACA in Oklahoma, and nationwide, is staggering and unsustainable. Governor Mary Fallin will continue
to work with the Oklahoma legislature to develop financially sound healthcare solutions.

 
·         While the pricing structure has not yet been released, HHS will likely pass the cost of the federal exchange to the insurers

selling products on the exchange. This fee, in turn, will likely be passed on to the purchaser of the healthcare plan.
 
Medicaid Expansion

·         Medicaid is an outdated program that was expanded without true reform in PPACA. The Medicaid expansion does not
adequately address needed improvements in the availability or quality of healthcare services and it does not begin to
address the ever increasing costs of healthcare. Further, the federal law does not provide flexibility for states to meet the
unique needs of their citizens.

 
·         Expanding Medicaid as written in PPACA would cost the State of Oklahoma as much as $475 million between fiscal years

2014 and 2020. Paying for these increases would necessitate significant cuts to other critical parts of the state’s budget
like education and public safety. The cost of Medicaid expansion is unsustainable and creates an additional burden on
taxpayers and the federal deficit.
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·         Oklahoma has a history of innovative programs and fiscally responsible enhancements to the Medicaid program. In fact,
Oklahoma has reduced the rate of uninsured among children to just 7%. Oklahoma has also created an outstanding on-line
enrollment system that allows families in need of healthcare real time access to Medicaid coverage. These are the very
successes that Oklahoma wants to build upon to create a viable healthcare system that actually begins to reduce the costs
of healthcare in our state while improving health outcomes.

 
·         Oklahoma has a history of creating innovative solutions to reducing the number of uninsured, for example the Insure

Oklahoma program (created in 2006) offers premium assistance to small businesses to support the purchase of private
insurance for their employees. Under PPACA the Insure Oklahoma program would be discontinued and qualifying workers
(those under 138%) would be required to enroll in traditional Medicaid. Oklahoma small businesses and their employees
should have the same option to purchase private insurance coverage as other large employers and their employees.

 
·         Oklahoma does not anticipate that opting not to expand Medicaid as written in PPACA will jeopardize Oklahoma hospitals

when CMS implements the mandated reduction in Disproportionate Share Hospital (DSH) funds. Oklahoma’s current DSH
payments do not meet the threshold for significant reduction.

 
Oklahoma Plan

·         Governor Fallin recognizes the importance of having healthy citizens. Healthy people create a more productive workforce
and children that are able to learn. The governmental system of providing healthcare (Medicaid) is important, but it should
not be the primary source of healthcare for so many of our citizens. We need to transform the healthcare system into one
that supports individuals and families who need a hand-up while also supporting a robust private insurance market that is
focused on making people healthier.

·         Oklahoma will be developing an Oklahoma Plan to reduce the number of uninsured and the costs of healthcare. The
Oklahoma plan will include some of the following elements:

o Establish goals that include improved health for our citizens
o Empower individuals to be engaged in making good healthcare (and health) choices
o Ensure payment incentives focus on preventive care and improving health
o Support the purchase of private insurance products
o Focus on reducing the cost of managing chronic disease, a major cost driver in Oklahoma, including;

§ High-risk case management
§ Chronic disease self management
§ Improving care coordination within communities of care

o Specifically target the reduction of unnecessary hospitalizations and emergency department visits
o Realign the public health system to support these goals

 
·         The Oklahoma Plan will address the concerns of healthcare providers about the strain of uncompensated care by reducing

the number of uninsured.
 

·         The Oklahoma Plan will be developed with consultation from tribal nations and other stakeholders to ensure the unique
needs of our citizens are met.

 
 
Katie Altshuler, Policy Director
Office of Governor Mary Fallin
2300 North Lincoln Boulevard, Suite 212
Oklahoma City, Oklahoma 73105
405.521.2342
katie.altshuler@gov.ok.gov
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From: Patti Davis
To: Katie Altshuler
Cc: Craig Jones; Rick Snyder
Subject: RE: Governor Mary Fallin Announcment re/ PPACA (Health Insurance Exchange & Medicaid Expansion)
Date: Monday, November 19, 2012 12:00:15 PM

Thanks for sending this.  A couple of points: 1.  Where did the $475 million come from? and 2.  While DSH cuts under Medicaid are
yet to be determined, DSH Medicare cuts to hospitals are projected to be $539M from 2015-2022.
 
Patti Davis
Executive Vice President
Oklahoma Hospital Association
4000 N. Lincoln Blvd.
Oklahoma City, OK  73105
405-427-9537
 
 

From: Katie Altshuler [mailto:Katie.Altshuler@gov.ok.gov] 
Sent: Monday, November 19, 2012 11:43 AM
To: Katie Altshuler
Subject: Governor Mary Fallin Announcment re/ PPACA (Health Insurance Exchange & Medicaid Expansion)
 
 

 
Web:  www.governor.ok.gov
Facebook:  www.facebook.com/GovernorMaryFallin
Twitter:  www.twitter.com/GovMaryFallin
 

FOR IMMEDIATE RELEASE
November 19, 2012
 

Governor Fallin: Oklahoma Will Not Pursue State-Based Exchange
or Medicaid Expansion

 
OKLAHOMA CITY – Governor Mary Fallin today released the following statement announcing that Oklahoma will not
pursue the creation of a state-based exchange or participate in the Medicaid expansion in the Patient Protection and
Affordable Care Act (PPACA):
 
“For the past few months, my staff and I have worked with other lawmakers, Oklahoma stakeholders and health care
experts across the country to determine the best course of action for Oklahoma in regards to both the creation of a health
insurance exchange and the expansion of Medicaid under the Affordable Care Act. Our priority has been to ascertain
what can be done to increase quality and access to health care, contain costs, and do so without placing an undue burden
on taxpayers or the state. As I have stated many times before, it is my firm belief that PPACA fails to further these goals,
and will in fact decrease the quality of health care across the United States while contributing to the nation’s growing
deficit crisis.
 
“Despite my ongoing opposition to the federal health care law, the state of Oklahoma is legally obligated to either build
an exchange that is PPACA compliant and approved by the Obama Administration, or to default to an exchange run by
the federal government. This choice has been forced on the people of Oklahoma by the Obama Administration in spite of
the fact that voters have overwhelmingly expressed their opposition to the federal health care law through their support of
State Question 756, a constitutional amendment prohibiting the implementation of key components of PPACA.
 
“After careful consideration, I have today informed U.S. Secretary of Health Kathleen Sebelius that Oklahoma will not
pursue the creation of its own health insurance exchange. Any exchange that is PPACA compliant will necessarily be
‘state-run’ in name only and would require Oklahoma resources, staff and tax dollars to implement. It does not benefit
Oklahoma taxpayers to actively support and fund a new government program that will ultimately be under the control of

OFFICE OF GOVERNOR MARY FALLIN
 

MEDIA CONTACTS:
Alex Weintz, Communications Director

Alex.Weintz@gov.ok.gov
(405) 522-8819

 
Aaron Cooper, Press Secretary

Aaron.Cooper@gov.ok.gov
(405) 522-8878
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the federal government, that is opposed by a clear majority of Oklahomans, and that will further the implementation of a
law that threatens to erode both the quality of American health care and the fiscal stability of the nation.
 
“Furthermore, I have also decided that Oklahoma will not be participating in the Obama Administration’s proposed
expansion of Medicaid. Such an expansion would be unaffordable, costing the state of Oklahoma up to $475 million
between now and 2020, with escalating annual expenses in subsequent years. It would also further Oklahoma’s reliance
on federal money that may or may not be available in the future given the dire fiscal problems facing the federal
government. On a state level, massive new costs associated with Medicaid expansion would require cuts to important
government priorities such as education and public safety. Furthermore, the proposed Medicaid expansion offers no
meaningful reform to a massive entitlement program already contributing to the out-of-control spending of the federal
government.
 
“Moving forward, the state of Oklahoma will pursue two actions simultaneously. The first will be to continue our support
for Oklahoma Attorney General Scott Pruitt’s ongoing legal challenge of PPACA. General Pruitt’s lawsuit raises different
Constitutional questions than previous legal challenges, and both he and I remain optimistic that Oklahoma’s challenge
can succeed. 
 
“Our second and equally important task will be to pursue state-based solutions that improve health outcomes and contain
costs for Oklahoma families. Serious reform, for instance, should be pursued in the area of Medicaid and public health,
where effective chronic disease prevention and management programs could address the trend of skyrocketing medical
bills linked to avoidable hospital and emergency room visits. I look forward to working with legislative leaders and
lawmakers in both parties to pursue Oklahoma health care solutions for Oklahoma families.”
 
 
 

Governor Mary Fallin Announcement re/ PPACA
Talking Points

 
·         While Governor Mary Fallin has opted not to build a state-based insurance exchange or expand the Medicaid program as

proposed in PPACA, she and the Oklahoma legislature remain deeply committed to the health of all Oklahoman’s. One
demonstration of this commitment is that they protected the Health and Human Services agencies during the recent
economic downturn from significant reductions that would jeopardize the health and safety of our citizens. The end result
is that the Health and Human Services area took the smallest reduction of any of the cabinet areas.

 
·         The Governor and her staff have been exploring the impact of PPACA and working with healthcare experts and lawmakers

across the country in order to make sound decisions on implementing a state based exchange or expand Medicaid in
Oklahoma. The final determination is that this law will not improve the quality of healthcare or address the escalating
healthcare costs that are bankrupting our nation, nor does it provide the flexibility needed to improve health outcomes in
a financially sound or sustainable manner.

 
·         Oklahoma has a history of innovations in healthcare and the Governor is committed to building upon those innovations to

create Oklahoma solutions to our healthcare problems. She welcomes the opportunity to work with the Oklahoma
legislature and other stakeholders to develop an Oklahoma plan to reduce the number of uninsured families, provide
quality healthcare and address rising healthcare costs.

 
Insurance Exchange

·         There is an absence of critical guidance and regulations that would allow states to understand the full ramifications of
building and implementing a state based insurance exchange. Without HHS regulation and guidance it is unclear how much
flexibility and freedom of control will be provided to states operating an exchange. State based exchanges will be so in
name only and it does not benefit us to fund a new government program that will ultimately be under the control of the
federal government.

 
·         The cost of building a PPACA compliant exchange in Oklahoma is estimated at $30 million to $50 million dollars. The cost

of implementing PPACA in Oklahoma, and nationwide, is staggering and unsustainable. Governor Mary Fallin will continue
to work with the Oklahoma legislature to develop financially sound healthcare solutions.

 
·         While the pricing structure has not yet been released, HHS will likely pass the cost of the federal exchange to the insurers

selling products on the exchange. This fee, in turn, will likely be passed on to the purchaser of the healthcare plan.
 
Medicaid Expansion

·         Medicaid is an outdated program that was expanded without true reform in PPACA. The Medicaid expansion does not
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adequately address needed improvements in the availability or quality of healthcare services and it does not begin to
address the ever increasing costs of healthcare. Further, the federal law does not provide flexibility for states to meet the
unique needs of their citizens.

 
·         Expanding Medicaid as written in PPACA would cost the State of Oklahoma as much as $475 million between fiscal years

2014 and 2020. Paying for these increases would necessitate significant cuts to other critical parts of the state’s budget
like education and public safety. The cost of Medicaid expansion is unsustainable and creates an additional burden on
taxpayers and the federal deficit.

 
·         Oklahoma has a history of innovative programs and fiscally responsible enhancements to the Medicaid program. In fact,

Oklahoma has reduced the rate of uninsured among children to just 7%. Oklahoma has also created an outstanding on-line
enrollment system that allows families in need of healthcare real time access to Medicaid coverage. These are the very
successes that Oklahoma wants to build upon to create a viable healthcare system that actually begins to reduce the costs
of healthcare in our state while improving health outcomes.

 
·         Oklahoma has a history of creating innovative solutions to reducing the number of uninsured, for example the Insure

Oklahoma program (created in 2006) offers premium assistance to small businesses to support the purchase of private
insurance for their employees. Under PPACA the Insure Oklahoma program would be discontinued and qualifying workers
(those under 138%) would be required to enroll in traditional Medicaid. Oklahoma small businesses and their employees
should have the same option to purchase private insurance coverage as other large employers and their employees.

 
·         Oklahoma does not anticipate that opting not to expand Medicaid as written in PPACA will jeopardize Oklahoma hospitals

when CMS implements the mandated reduction in Disproportionate Share Hospital (DSH) funds. Oklahoma’s current DSH
payments do not meet the threshold for significant reduction.

 
Oklahoma Plan

·         Governor Fallin recognizes the importance of having healthy citizens. Healthy people create a more productive workforce
and children that are able to learn. The governmental system of providing healthcare (Medicaid) is important, but it should
not be the primary source of healthcare for so many of our citizens. We need to transform the healthcare system into one
that supports individuals and families who need a hand-up while also supporting a robust private insurance market that is
focused on making people healthier.

·         Oklahoma will be developing an Oklahoma Plan to reduce the number of uninsured and the costs of healthcare. The
Oklahoma plan will include some of the following elements:

o Establish goals that include improved health for our citizens
o Empower individuals to be engaged in making good healthcare (and health) choices
o Ensure payment incentives focus on preventive care and improving health
o Support the purchase of private insurance products
o Focus on reducing the cost of managing chronic disease, a major cost driver in Oklahoma, including;

§ High-risk case management
§ Chronic disease self management
§ Improving care coordination within communities of care

o Specifically target the reduction of unnecessary hospitalizations and emergency department visits
o Realign the public health system to support these goals

 
·         The Oklahoma Plan will address the concerns of healthcare providers about the strain of uncompensated care by reducing

the number of uninsured.
 

·         The Oklahoma Plan will be developed with consultation from tribal nations and other stakeholders to ensure the unique
needs of our citizens are met.

 
 
Katie Altshuler, Policy Director
Office of Governor Mary Fallin
2300 North Lincoln Boulevard, Suite 212
Oklahoma City, Oklahoma 73105
405.521.2342
katie.altshuler@gov.ok.gov
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OFFICE OF GOVERNOR MARY FALLIN
 

MEDIA CONTACTS:
Alex Weintz, Communications Director

Alex.Weintz@gov.ok.gov
(405) 522-8819

 
Aaron Cooper, Press Secretary

Aaron.Cooper@gov.ok.gov
(405) 522-8878

 

From: Grogg  Stan
To: Katie Altshuler
Subject: RE: Governor Mary Fallin Announcment re/ PPACA (Health Insurance Exchange & Medicaid Expansion)
Date: Monday, November 19, 2012 11:46:21 AM

Katie,
Thank you with the update. I totally understand the Governor’s position and she has my full support. Stan
 
Stanley E, Grogg, DO, FACOP, FAAP
Associate Dean of Clinical Research
Medical Director of Service Learning
Professor of Pediatrics
Oklahoma State University-Center for Health Sciences
1111 W. 17th St.    CHS Office 342
Tulsa, OK 74107
Stanley.Grogg@okstate.edu
Office: 918-561-8275
Fax: 918-561-1451
"Nothing you do for children is ever wasted" by Garrison Keillon
 

From: Katie Altshuler [mailto:Katie.Altshuler@gov.ok.gov] 
Sent: Monday, November 19, 2012 11:43 AM
To: Katie Altshuler
Subject: Governor Mary Fallin Announcment re/ PPACA (Health Insurance Exchange & Medicaid Expansion)
 
 

 
Web:  www.governor.ok.gov
Facebook:  www.facebook.com/GovernorMaryFallin
Twitter:  www.twitter.com/GovMaryFallin
 

FOR IMMEDIATE RELEASE
November 19, 2012
 

Governor Fallin: Oklahoma Will Not Pursue State-Based Exchange
or Medicaid Expansion

 
OKLAHOMA CITY – Governor Mary Fallin today released the following statement announcing that Oklahoma will not
pursue the creation of a state-based exchange or participate in the Medicaid expansion in the Patient Protection and
Affordable Care Act (PPACA):
 
“For the past few months, my staff and I have worked with other lawmakers, Oklahoma stakeholders and health care
experts across the country to determine the best course of action for Oklahoma in regards to both the creation of a health
insurance exchange and the expansion of Medicaid under the Affordable Care Act. Our priority has been to ascertain
what can be done to increase quality and access to health care, contain costs, and do so without placing an undue burden
on taxpayers or the state. As I have stated many times before, it is my firm belief that PPACA fails to further these goals,
and will in fact decrease the quality of health care across the United States while contributing to the nation’s growing
deficit crisis.
 
“Despite my ongoing opposition to the federal health care law, the state of Oklahoma is legally obligated to either build
an exchange that is PPACA compliant and approved by the Obama Administration, or to default to an exchange run by
the federal government. This choice has been forced on the people of Oklahoma by the Obama Administration in spite of
the fact that voters have overwhelmingly expressed their opposition to the federal health care law through their support of
State Question 756, a constitutional amendment prohibiting the implementation of key components of PPACA.
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“After careful consideration, I have today informed U.S. Secretary of Health Kathleen Sebelius that Oklahoma will not
pursue the creation of its own health insurance exchange. Any exchange that is PPACA compliant will necessarily be
‘state-run’ in name only and would require Oklahoma resources, staff and tax dollars to implement. It does not benefit
Oklahoma taxpayers to actively support and fund a new government program that will ultimately be under the control of
the federal government, that is opposed by a clear majority of Oklahomans, and that will further the implementation of a
law that threatens to erode both the quality of American health care and the fiscal stability of the nation.
 
“Furthermore, I have also decided that Oklahoma will not be participating in the Obama Administration’s proposed
expansion of Medicaid. Such an expansion would be unaffordable, costing the state of Oklahoma up to $475 million
between now and 2020, with escalating annual expenses in subsequent years. It would also further Oklahoma’s reliance
on federal money that may or may not be available in the future given the dire fiscal problems facing the federal
government. On a state level, massive new costs associated with Medicaid expansion would require cuts to important
government priorities such as education and public safety. Furthermore, the proposed Medicaid expansion offers no
meaningful reform to a massive entitlement program already contributing to the out-of-control spending of the federal
government.
 
“Moving forward, the state of Oklahoma will pursue two actions simultaneously. The first will be to continue our support
for Oklahoma Attorney General Scott Pruitt’s ongoing legal challenge of PPACA. General Pruitt’s lawsuit raises different
Constitutional questions than previous legal challenges, and both he and I remain optimistic that Oklahoma’s challenge
can succeed. 
 
“Our second and equally important task will be to pursue state-based solutions that improve health outcomes and contain
costs for Oklahoma families. Serious reform, for instance, should be pursued in the area of Medicaid and public health,
where effective chronic disease prevention and management programs could address the trend of skyrocketing medical
bills linked to avoidable hospital and emergency room visits. I look forward to working with legislative leaders and
lawmakers in both parties to pursue Oklahoma health care solutions for Oklahoma families.”
 
 
 

Governor Mary Fallin Announcement re/ PPACA
Talking Points

 
·         While Governor Mary Fallin has opted not to build a state-based insurance exchange or expand the Medicaid program as

proposed in PPACA, she and the Oklahoma legislature remain deeply committed to the health of all Oklahoman’s. One
demonstration of this commitment is that they protected the Health and Human Services agencies during the recent
economic downturn from significant reductions that would jeopardize the health and safety of our citizens. The end result
is that the Health and Human Services area took the smallest reduction of any of the cabinet areas.

 
·         The Governor and her staff have been exploring the impact of PPACA and working with healthcare experts and lawmakers

across the country in order to make sound decisions on implementing a state based exchange or expand Medicaid in
Oklahoma. The final determination is that this law will not improve the quality of healthcare or address the escalating
healthcare costs that are bankrupting our nation, nor does it provide the flexibility needed to improve health outcomes in
a financially sound or sustainable manner.

 
·         Oklahoma has a history of innovations in healthcare and the Governor is committed to building upon those innovations to

create Oklahoma solutions to our healthcare problems. She welcomes the opportunity to work with the Oklahoma
legislature and other stakeholders to develop an Oklahoma plan to reduce the number of uninsured families, provide
quality healthcare and address rising healthcare costs.

 
Insurance Exchange

·         There is an absence of critical guidance and regulations that would allow states to understand the full ramifications of
building and implementing a state based insurance exchange. Without HHS regulation and guidance it is unclear how much
flexibility and freedom of control will be provided to states operating an exchange. State based exchanges will be so in
name only and it does not benefit us to fund a new government program that will ultimately be under the control of the
federal government.

 
·         The cost of building a PPACA compliant exchange in Oklahoma is estimated at $30 million to $50 million dollars. The cost

of implementing PPACA in Oklahoma, and nationwide, is staggering and unsustainable. Governor Mary Fallin will continue
to work with the Oklahoma legislature to develop financially sound healthcare solutions.

 
·         While the pricing structure has not yet been released, HHS will likely pass the cost of the federal exchange to the insurers

4958



selling products on the exchange. This fee, in turn, will likely be passed on to the purchaser of the healthcare plan.
 
Medicaid Expansion

·         Medicaid is an outdated program that was expanded without true reform in PPACA. The Medicaid expansion does not
adequately address needed improvements in the availability or quality of healthcare services and it does not begin to
address the ever increasing costs of healthcare. Further, the federal law does not provide flexibility for states to meet the
unique needs of their citizens.

 
·         Expanding Medicaid as written in PPACA would cost the State of Oklahoma as much as $475 million between fiscal years

2014 and 2020. Paying for these increases would necessitate significant cuts to other critical parts of the state’s budget
like education and public safety. The cost of Medicaid expansion is unsustainable and creates an additional burden on
taxpayers and the federal deficit.

 
·         Oklahoma has a history of innovative programs and fiscally responsible enhancements to the Medicaid program. In fact,

Oklahoma has reduced the rate of uninsured among children to just 7%. Oklahoma has also created an outstanding on-line
enrollment system that allows families in need of healthcare real time access to Medicaid coverage. These are the very
successes that Oklahoma wants to build upon to create a viable healthcare system that actually begins to reduce the costs
of healthcare in our state while improving health outcomes.

 
·         Oklahoma has a history of creating innovative solutions to reducing the number of uninsured, for example the Insure

Oklahoma program (created in 2006) offers premium assistance to small businesses to support the purchase of private
insurance for their employees. Under PPACA the Insure Oklahoma program would be discontinued and qualifying workers
(those under 138%) would be required to enroll in traditional Medicaid. Oklahoma small businesses and their employees
should have the same option to purchase private insurance coverage as other large employers and their employees.

 
·         Oklahoma does not anticipate that opting not to expand Medicaid as written in PPACA will jeopardize Oklahoma hospitals

when CMS implements the mandated reduction in Disproportionate Share Hospital (DSH) funds. Oklahoma’s current DSH
payments do not meet the threshold for significant reduction.

 
Oklahoma Plan

·         Governor Fallin recognizes the importance of having healthy citizens. Healthy people create a more productive workforce
and children that are able to learn. The governmental system of providing healthcare (Medicaid) is important, but it should
not be the primary source of healthcare for so many of our citizens. We need to transform the healthcare system into one
that supports individuals and families who need a hand-up while also supporting a robust private insurance market that is
focused on making people healthier.

·         Oklahoma will be developing an Oklahoma Plan to reduce the number of uninsured and the costs of healthcare. The
Oklahoma plan will include some of the following elements:

o Establish goals that include improved health for our citizens
o Empower individuals to be engaged in making good healthcare (and health) choices
o Ensure payment incentives focus on preventive care and improving health
o Support the purchase of private insurance products
o Focus on reducing the cost of managing chronic disease, a major cost driver in Oklahoma, including;

§ High-risk case management
§ Chronic disease self management
§ Improving care coordination within communities of care

o Specifically target the reduction of unnecessary hospitalizations and emergency department visits
o Realign the public health system to support these goals

 
·         The Oklahoma Plan will address the concerns of healthcare providers about the strain of uncompensated care by reducing

the number of uninsured.
 

·         The Oklahoma Plan will be developed with consultation from tribal nations and other stakeholders to ensure the unique
needs of our citizens are met.

 
 
Katie Altshuler, Policy Director
Office of Governor Mary Fallin
2300 North Lincoln Boulevard, Suite 212
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Oklahoma City, Oklahoma 73105
405.521.2342
katie.altshuler@gov.ok.gov
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OFFICE OF GOVERNOR MARY FALLIN
 

MEDIA CONTACTS:
Alex Weintz, Communications Director

Alex.Weintz@gov.ok.gov
(405) 522-8819

 
Aaron Cooper, Press Secretary

Aaron.Cooper@gov.ok.gov
(405) 522-8878

 

From: Marie Sanderson
To: Katie Altshuler
Subject: RE: Governor Mary Fallin Announcment re/ PPACA (Health Insurance Exchange & Medicaid Expansion)
Date: Monday, November 19, 2012 11:44:39 AM

Thanks, Katie. I’ll send this out.
 
 
 

From: Katie Altshuler [mailto:Katie.Altshuler@gov.ok.gov] 
Sent: Monday, November 19, 2012 11:43 AM
To: Katie Altshuler
Subject: Governor Mary Fallin Announcment re/ PPACA (Health Insurance Exchange & Medicaid Expansion)
 
 

 
Web:  www.governor.ok.gov
Facebook:  www.facebook.com/GovernorMaryFallin
Twitter:  www.twitter.com/GovMaryFallin
 

FOR IMMEDIATE RELEASE
November 19, 2012
 

Governor Fallin: Oklahoma Will Not Pursue State-Based Exchange
or Medicaid Expansion

 
OKLAHOMA CITY – Governor Mary Fallin today released the following statement announcing that Oklahoma will not
pursue the creation of a state-based exchange or participate in the Medicaid expansion in the Patient Protection and
Affordable Care Act (PPACA):
 
“For the past few months, my staff and I have worked with other lawmakers, Oklahoma stakeholders and health care
experts across the country to determine the best course of action for Oklahoma in regards to both the creation of a health
insurance exchange and the expansion of Medicaid under the Affordable Care Act. Our priority has been to ascertain
what can be done to increase quality and access to health care, contain costs, and do so without placing an undue burden
on taxpayers or the state. As I have stated many times before, it is my firm belief that PPACA fails to further these goals,
and will in fact decrease the quality of health care across the United States while contributing to the nation’s growing
deficit crisis.
 
“Despite my ongoing opposition to the federal health care law, the state of Oklahoma is legally obligated to either build
an exchange that is PPACA compliant and approved by the Obama Administration, or to default to an exchange run by
the federal government. This choice has been forced on the people of Oklahoma by the Obama Administration in spite of
the fact that voters have overwhelmingly expressed their opposition to the federal health care law through their support of
State Question 756, a constitutional amendment prohibiting the implementation of key components of PPACA.
 
“After careful consideration, I have today informed U.S. Secretary of Health Kathleen Sebelius that Oklahoma will not
pursue the creation of its own health insurance exchange. Any exchange that is PPACA compliant will necessarily be
‘state-run’ in name only and would require Oklahoma resources, staff and tax dollars to implement. It does not benefit
Oklahoma taxpayers to actively support and fund a new government program that will ultimately be under the control of
the federal government, that is opposed by a clear majority of Oklahomans, and that will further the implementation of a
law that threatens to erode both the quality of American health care and the fiscal stability of the nation.
 
“Furthermore, I have also decided that Oklahoma will not be participating in the Obama Administration’s proposed
expansion of Medicaid. Such an expansion would be unaffordable, costing the state of Oklahoma up to $475 million
between now and 2020, with escalating annual expenses in subsequent years. It would also further Oklahoma’s reliance
on federal money that may or may not be available in the future given the dire fiscal problems facing the federal
government. On a state level, massive new costs associated with Medicaid expansion would require cuts to important
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government priorities such as education and public safety. Furthermore, the proposed Medicaid expansion offers no
meaningful reform to a massive entitlement program already contributing to the out-of-control spending of the federal
government.
 
“Moving forward, the state of Oklahoma will pursue two actions simultaneously. The first will be to continue our support
for Oklahoma Attorney General Scott Pruitt’s ongoing legal challenge of PPACA. General Pruitt’s lawsuit raises different
Constitutional questions than previous legal challenges, and both he and I remain optimistic that Oklahoma’s challenge
can succeed. 
 
“Our second and equally important task will be to pursue state-based solutions that improve health outcomes and contain
costs for Oklahoma families. Serious reform, for instance, should be pursued in the area of Medicaid and public health,
where effective chronic disease prevention and management programs could address the trend of skyrocketing medical
bills linked to avoidable hospital and emergency room visits. I look forward to working with legislative leaders and
lawmakers in both parties to pursue Oklahoma health care solutions for Oklahoma families.”
 
 
 

Governor Mary Fallin Announcement re/ PPACA
Talking Points

 
·         While Governor Mary Fallin has opted not to build a state-based insurance exchange or expand the Medicaid program as

proposed in PPACA, she and the Oklahoma legislature remain deeply committed to the health of all Oklahoman’s. One
demonstration of this commitment is that they protected the Health and Human Services agencies during the recent
economic downturn from significant reductions that would jeopardize the health and safety of our citizens. The end result
is that the Health and Human Services area took the smallest reduction of any of the cabinet areas.

 
·         The Governor and her staff have been exploring the impact of PPACA and working with healthcare experts and lawmakers

across the country in order to make sound decisions on implementing a state based exchange or expand Medicaid in
Oklahoma. The final determination is that this law will not improve the quality of healthcare or address the escalating
healthcare costs that are bankrupting our nation, nor does it provide the flexibility needed to improve health outcomes in
a financially sound or sustainable manner.

 
·         Oklahoma has a history of innovations in healthcare and the Governor is committed to building upon those innovations to

create Oklahoma solutions to our healthcare problems. She welcomes the opportunity to work with the Oklahoma
legislature and other stakeholders to develop an Oklahoma plan to reduce the number of uninsured families, provide
quality healthcare and address rising healthcare costs.

 
Insurance Exchange

·         There is an absence of critical guidance and regulations that would allow states to understand the full ramifications of
building and implementing a state based insurance exchange. Without HHS regulation and guidance it is unclear how much
flexibility and freedom of control will be provided to states operating an exchange. State based exchanges will be so in
name only and it does not benefit us to fund a new government program that will ultimately be under the control of the
federal government.

 
·         The cost of building a PPACA compliant exchange in Oklahoma is estimated at $30 million to $50 million dollars. The cost

of implementing PPACA in Oklahoma, and nationwide, is staggering and unsustainable. Governor Mary Fallin will continue
to work with the Oklahoma legislature to develop financially sound healthcare solutions.

 
·         While the pricing structure has not yet been released, HHS will likely pass the cost of the federal exchange to the insurers

selling products on the exchange. This fee, in turn, will likely be passed on to the purchaser of the healthcare plan.
 
Medicaid Expansion

·         Medicaid is an outdated program that was expanded without true reform in PPACA. The Medicaid expansion does not
adequately address needed improvements in the availability or quality of healthcare services and it does not begin to
address the ever increasing costs of healthcare. Further, the federal law does not provide flexibility for states to meet the
unique needs of their citizens.

 
·         Expanding Medicaid as written in PPACA would cost the State of Oklahoma as much as $475 million between fiscal years

2014 and 2020. Paying for these increases would necessitate significant cuts to other critical parts of the state’s budget
like education and public safety. The cost of Medicaid expansion is unsustainable and creates an additional burden on
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taxpayers and the federal deficit.
 

·         Oklahoma has a history of innovative programs and fiscally responsible enhancements to the Medicaid program. In fact,
Oklahoma has reduced the rate of uninsured among children to just 7%. Oklahoma has also created an outstanding on-line
enrollment system that allows families in need of healthcare real time access to Medicaid coverage. These are the very
successes that Oklahoma wants to build upon to create a viable healthcare system that actually begins to reduce the costs
of healthcare in our state while improving health outcomes.

 
·         Oklahoma has a history of creating innovative solutions to reducing the number of uninsured, for example the Insure

Oklahoma program (created in 2006) offers premium assistance to small businesses to support the purchase of private
insurance for their employees. Under PPACA the Insure Oklahoma program would be discontinued and qualifying workers
(those under 138%) would be required to enroll in traditional Medicaid. Oklahoma small businesses and their employees
should have the same option to purchase private insurance coverage as other large employers and their employees.

 
·         Oklahoma does not anticipate that opting not to expand Medicaid as written in PPACA will jeopardize Oklahoma hospitals

when CMS implements the mandated reduction in Disproportionate Share Hospital (DSH) funds. Oklahoma’s current DSH
payments do not meet the threshold for significant reduction.

 
Oklahoma Plan

·         Governor Fallin recognizes the importance of having healthy citizens. Healthy people create a more productive workforce
and children that are able to learn. The governmental system of providing healthcare (Medicaid) is important, but it should
not be the primary source of healthcare for so many of our citizens. We need to transform the healthcare system into one
that supports individuals and families who need a hand-up while also supporting a robust private insurance market that is
focused on making people healthier.

·         Oklahoma will be developing an Oklahoma Plan to reduce the number of uninsured and the costs of healthcare. The
Oklahoma plan will include some of the following elements:

o Establish goals that include improved health for our citizens
o Empower individuals to be engaged in making good healthcare (and health) choices
o Ensure payment incentives focus on preventive care and improving health
o Support the purchase of private insurance products
o Focus on reducing the cost of managing chronic disease, a major cost driver in Oklahoma, including;

§ High-risk case management
§ Chronic disease self management
§ Improving care coordination within communities of care

o Specifically target the reduction of unnecessary hospitalizations and emergency department visits
o Realign the public health system to support these goals

 
·         The Oklahoma Plan will address the concerns of healthcare providers about the strain of uncompensated care by reducing

the number of uninsured.
 

·         The Oklahoma Plan will be developed with consultation from tribal nations and other stakeholders to ensure the unique
needs of our citizens are met.

 
 
Katie Altshuler, Policy Director
Office of Governor Mary Fallin
2300 North Lincoln Boulevard, Suite 212
Oklahoma City, Oklahoma 73105
405.521.2342
katie.altshuler@gov.ok.gov
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From: Frank Stone
To: Katie Altshuler
Subject: Re: Governor Mary Fallin Announcment re/ PPACA (Health Insurance Exchange & Medicaid Expansion)
Date: Tuesday, November 20, 2012 7:51:37 AM

Thanks Katie. Does this mean we will not seek a partnership?

Frank

Sent from my iPhone

On Nov 19, 2012, at 11:43 AM, "Katie Altshuler" <Katie.Altshuler@gov.ok.gov> wrote:

>
> [cid:image001.jpg@01CDC644.A8D29060]
>
> OFFICE OF GOVERNOR MARY FALLIN
>
>
>
> MEDIA CONTACTS:
>
> Alex Weintz, Communications Director
>
> Alex.Weintz@gov.ok.gov<mailto:Alex.Weintz@gov.ok.gov>
>
> (405) 522-8819
>
>
>
> Aaron Cooper, Press Secretary
>
> Aaron.Cooper@gov.ok.gov<mailto:Aaron.Cooper@gov.ok.gov>
>
> (405) 522-8878
>
>
>
> Web:  www.governor.ok.gov<http://www.governor.ok.gov>
> Facebook:  www.facebook.com/GovernorMaryFallin<http://www.facebook.com/GovernorMaryFallin>
> Twitter:  www.twitter.com/GovMaryFallin<http://www.twitter.com/GovMaryFallin>
>
> ________________________________
> FOR IMMEDIATE RELEASE
> November 19, 2012
>
> Governor Fallin: Oklahoma Will Not Pursue State-Based Exchange or Medicaid Expansion
>
> OKLAHOMA CITY – Governor Mary Fallin today released the following statement announcing that
Oklahoma will not pursue the creation of a state-based exchange or participate in the Medicaid
expansion in the Patient Protection and Affordable Care Act (PPACA):
>
> “For the past few months, my staff and I have worked with other lawmakers, Oklahoma stakeholders
and health care experts across the country to determine the best course of action for Oklahoma in
regards to both the creation of a health insurance exchange and the expansion of Medicaid under the
Affordable Care Act. Our priority has been to ascertain what can be done to increase quality and access
to health care, contain costs, and do so without placing an undue burden on taxpayers or the state. As I
have stated many times before, it is my firm belief that PPACA fails to further these goals, and will in
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fact decrease the quality of health care across the United States while contributing to the nation’s
growing deficit crisis.
>
> “Despite my ongoing opposition to the federal health care law, the state of Oklahoma is legally
obligated to either build an exchange that is PPACA compliant and approved by the Obama
Administration, or to default to an exchange run by the federal government. This choice has been
forced on the people of Oklahoma by the Obama Administration in spite of the fact that voters have
overwhelmingly expressed their opposition to the federal health care law through their support of State
Question 756, a constitutional amendment prohibiting the implementation of key components of PPACA.
>
> “After careful consideration, I have today informed U.S. Secretary of Health Kathleen Sebelius that
Oklahoma will not pursue the creation of its own health insurance exchange. Any exchange that is
PPACA compliant will necessarily be ‘state-run’ in name only and would require Oklahoma resources,
staff and tax dollars to implement. It does not benefit Oklahoma taxpayers to actively support and fund
a new government program that will ultimately be under the control of the federal government, that is
opposed by a clear majority of Oklahomans, and that will further the implementation of a law that
threatens to erode both the quality of American health care and the fiscal stability of the nation.
>
> “Furthermore, I have also decided that Oklahoma will not be participating in the Obama
Administration’s proposed expansion of Medicaid. Such an expansion would be unaffordable, costing the
state of Oklahoma up to $475 million between now and 2020, with escalating annual expenses in
subsequent years. It would also further Oklahoma’s reliance on federal money that may or may not be
available in the future given the dire fiscal problems facing the federal government. On a state level,
massive new costs associated with Medicaid expansion would require cuts to important government
priorities such as education and public safety. Furthermore, the proposed Medicaid expansion offers no
meaningful reform to a massive entitlement program already contributing to the out-of-control spending
of the federal government.
>
> “Moving forward, the state of Oklahoma will pursue two actions simultaneously. The first will be to
continue our support for Oklahoma Attorney General Scott Pruitt’s ongoing legal challenge of PPACA.
General Pruitt’s lawsuit raises different Constitutional questions than previous legal challenges, and both
he and I remain optimistic that Oklahoma’s challenge can succeed.
>
> “Our second and equally important task will be to pursue state-based solutions that improve health
outcomes and contain costs for Oklahoma families. Serious reform, for instance, should be pursued in
the area of Medicaid and public health, where effective chronic disease prevention and management
programs could address the trend of skyrocketing medical bills linked to avoidable hospital and
emergency room visits. I look forward to working with legislative leaders and lawmakers in both parties
to pursue Oklahoma health care solutions for Oklahoma families.”
>
>
>
>
>
> Governor Mary Fallin Announcement re/ PPACA
>
> Talking Points
>
>
>
> ·         While Governor Mary Fallin has opted not to build a state-based insurance exchange or expand
the Medicaid program as proposed in PPACA, she and the Oklahoma legislature remain deeply
committed to the health of all Oklahoman’s. One demonstration of this commitment is that they
protected the Health and Human Services agencies during the recent economic downturn from
significant reductions that would jeopardize the health and safety of our citizens. The end result is that
the Health and Human Services area took the smallest reduction of any of the cabinet areas.
>
>
>
> ·         The Governor and her staff have been exploring the impact of PPACA and working with
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healthcare experts and lawmakers across the country in order to make sound decisions on implementing
a state based exchange or expand Medicaid in Oklahoma. The final determination is that this law will not
improve the quality of healthcare or address the escalating healthcare costs that are bankrupting our
nation, nor does it provide the flexibility needed to improve health outcomes in a financially sound or
sustainable manner.
>
>
>
> ·         Oklahoma has a history of innovations in healthcare and the Governor is committed to building
upon those innovations to create Oklahoma solutions to our healthcare problems. She welcomes the
opportunity to work with the Oklahoma legislature and other stakeholders to develop an Oklahoma plan
to reduce the number of uninsured families, provide quality healthcare and address rising healthcare
costs.
>
>
>
> Insurance Exchange
>
> ·         There is an absence of critical guidance and regulations that would allow states to understand
the full ramifications of building and implementing a state based insurance exchange. Without HHS
regulation and guidance it is unclear how much flexibility and freedom of control will be provided to
states operating an exchange. State based exchanges will be so in name only and it does not benefit us
to fund a new government program that will ultimately be under the control of the federal government.
>
>
>
> ·         The cost of building a PPACA compliant exchange in Oklahoma is estimated at $30 million to
$50 million dollars. The cost of implementing PPACA in Oklahoma, and nationwide, is staggering and
unsustainable. Governor Mary Fallin will continue to work with the Oklahoma legislature to develop
financially sound healthcare solutions.
>
>
>
> ·         While the pricing structure has not yet been released, HHS will likely pass the cost of the
federal exchange to the insurers selling products on the exchange. This fee, in turn, will likely be passed
on to the purchaser of the healthcare plan.
>
>
>
> Medicaid Expansion
>
> ·         Medicaid is an outdated program that was expanded without true reform in PPACA. The
Medicaid expansion does not adequately address needed improvements in the availability or quality of
healthcare services and it does not begin to address the ever increasing costs of healthcare. Further, the
federal law does not provide flexibility for states to meet the unique needs of their citizens.
>
>
>
> ·         Expanding Medicaid as written in PPACA would cost the State of Oklahoma as much as $475
million between fiscal years 2014 and 2020. Paying for these increases would necessitate significant cuts
to other critical parts of the state’s budget like education and public safety. The cost of Medicaid
expansion is unsustainable and creates an additional burden on taxpayers and the federal deficit.
>
>
>
> ·         Oklahoma has a history of innovative programs and fiscally responsible enhancements to the
Medicaid program. In fact, Oklahoma has reduced the rate of uninsured among children to just 7%.
Oklahoma has also created an outstanding on-line enrollment system that allows families in need of
healthcare real time access to Medicaid coverage. These are the very successes that Oklahoma wants to
build upon to create a viable healthcare system that actually begins to reduce the costs of healthcare in
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our state while improving health outcomes.
>
>
>
> ·         Oklahoma has a history of creating innovative solutions to reducing the number of uninsured,
for example the Insure Oklahoma program (created in 2006) offers premium assistance to small
businesses to support the purchase of private insurance for their employees. Under PPACA the Insure
Oklahoma program would be discontinued and qualifying workers (those under 138%) would be
required to enroll in traditional Medicaid. Oklahoma small businesses and their employees should have
the same option to purchase private insurance coverage as other large employers and their employees.
>
>
>
> ·         Oklahoma does not anticipate that opting not to expand Medicaid as written in PPACA will
jeopardize Oklahoma hospitals when CMS implements the mandated reduction in Disproportionate Share
Hospital (DSH) funds. Oklahoma’s current DSH payments do not meet the threshold for significant
reduction.
>
>
>
> Oklahoma Plan
>
> ·         Governor Fallin recognizes the importance of having healthy citizens. Healthy people create a
more productive workforce and children that are able to learn. The governmental system of providing
healthcare (Medicaid) is important, but it should not be the primary source of healthcare for so many of
our citizens. We need to transform the healthcare system into one that supports individuals and families
who need a hand-up while also supporting a robust private insurance market that is focused on making
people healthier.
>
> ·         Oklahoma will be developing an Oklahoma Plan to reduce the number of uninsured and the
costs of healthcare. The Oklahoma plan will include some of the following elements:
>
> o Establish goals that include improved health for our citizens
>
> o Empower individuals to be engaged in making good healthcare (and health) choices
>
> o Ensure payment incentives focus on preventive care and improving health
>
> o Support the purchase of private insurance products
>
> o Focus on reducing the cost of managing chronic disease, a major cost driver in Oklahoma,
including;
>
> • High-risk case management
>
> • Chronic disease self management
>
> • Improving care coordination within communities of care
>
> o Specifically target the reduction of unnecessary hospitalizations and emergency department visits
>
> o Realign the public health system to support these goals
>
>
>
> ·         The Oklahoma Plan will address the concerns of healthcare providers about the strain of
uncompensated care by reducing the number of uninsured.
>
>
>
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> ·         The Oklahoma Plan will be developed with consultation from tribal nations and other
stakeholders to ensure the unique needs of our citizens are met.
>
>
> Katie Altshuler, Policy Director
> Office of Governor Mary Fallin
> 2300 North Lincoln Boulevard, Suite 212
> Oklahoma City, Oklahoma 73105
> 405.521.2342
> katie.altshuler@gov.ok.gov
>
>
> <PPACA Talking Points 1119.pdf>
> <Sebelius Letter.pdf>
> <image001.jpg>
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From: Monica Houston
To: Alex Weintz
Cc: Tammie Wright; Monica Houston
Subject: RE: Greta
Date: Tuesday, November 20, 2012 9:34:13 AM

Hi Alex,
Do you have more details on the live filming this evening with Greta? If not, will you have more
information before 2:30 pm today?
 

1.        What time does the Governor need to arrive?
2.        Segment begins at what time?
3.        Contact name and telephone?

 
Thanks!
Monica Houston
 

From: Alex Weintz 
Sent: Monday, November 19, 2012 4:52 PM
To: Denise Northrup
Cc: Monica Houston; Tammie Wright; Dana Wolpert; Governor Fallin Press
Subject: Greta
 
Do we want to get GMF on “On the Record” with Greta at 9 PM tomorrow. Would be filmed LIVE,
remotely from a studio like the one on Hudiburg … topic would be the health insurance exchange
decision.
Would realistically be an 8:30 PM to 10:00 PM commitment because we wont know what part of the
show we’ll be on until tomorrow afternoon
 
Alex Weintz
Communications Director
Office of Governor Mary Fallin
phone: (405) 522-8819
cell: (405) 535-7317
Alex.Weintz@gov.ok.gov
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From: Alex Weintz
To: Monica Houston
Cc: Tammie Wright
Subject: RE: Greta
Date: Tuesday, November 20, 2012 9:35:13 AM

I will get details and send
 

From: Monica Houston 
Sent: Tuesday, November 20, 2012 9:34 AM
To: Alex Weintz
Cc: Tammie Wright; Monica Houston
Subject: RE: Greta
 
Hi Alex,
Do you have more details on the live filming this evening with Greta? If not, will you have more
information before 2:30 pm today?
 

1.        What time does the Governor need to arrive?
2.        Segment begins at what time?
3.        Contact name and telephone?

 
Thanks!
Monica Houston
 

From: Alex Weintz 
Sent: Monday, November 19, 2012 4:52 PM
To: Denise Northrup
Cc: Monica Houston; Tammie Wright; Dana Wolpert; Governor Fallin Press
Subject: Greta
 
Do we want to get GMF on “On the Record” with Greta at 9 PM tomorrow. Would be filmed LIVE,
remotely from a studio like the one on Hudiburg … topic would be the health insurance exchange
decision.
Would realistically be an 8:30 PM to 10:00 PM commitment because we wont know what part of the
show we’ll be on until tomorrow afternoon
 
Alex Weintz
Communications Director
Office of Governor Mary Fallin
phone: (405) 522-8819
cell: (405) 535-7317
Alex.Weintz@gov.ok.gov
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From: Denise Northrup
To: Katie Altshuler; Alex Weintz
Cc: Aaron Cooper; "gcoffee "; Andrew Silvestri
Subject: Re: Health Care Law-Oklahoma
Date: Thursday, July 05, 2012 2:59:05 PM

Especially since the week involved a holiday where it was impossible to meet with people
 
From: Katie Altshuler 
Sent: Thursday, July 05, 2012 02:46 PM
To: Alex Weintz; Denise Northrup 
Cc: Aaron Cooper; 'gcoffee@  Andrew Silvestri 
Subject: Re: Health Care Law-Oklahoma 
 
I think it is too long...I think we should cut this..."In the coming weeks, the governor will continue to
study the issues with the Oklahoma Health Care Authority, which overseas Medicaid in Oklahoma. 
She and her staff are also continuing to meet with experts in the private and public sector regarding
the potential creation of an exchange. Next week, she will visit with dozens of governors at the
National Governor’s Association meetings, where health care will be discussed at length.
Additionally, her administration continues to communicate with doctors, health care providers and
Oklahoma families about these issues...Governor Fallin believes these conversations and meetings
are necessary to making an informed decision about health care policies that will affect hundreds of
thousands of Oklahomans."

I think saying she will review it thoughtfully and thoroughly covers it. If we advertise meetings we
are just inviting all kinds of people to line up at the door for mtgs, etc.

I think less is more!

 
From: Alex Weintz 
Sent: Thursday, July 05, 2012 02:30 PM
To: Denise Northrup 
Cc: Aaron Cooper; Katie Altshuler; Glenn Coffee < >; Andrew Silvestri 
Subject: RE: Health Care Law-Oklahoma 
 
See below for Sean Murphy’s questions. I think if we arent going to decide on Medicaid we can at
least beef up our non-statement statement. here is what I sent earlier:
 
Governor Fallin  was disappointed and frustrated with the Supreme Court’s decision to uphold the
bulk of the Affordable Care Act (ACA). She believes the law is unaffordable and unworkable, and that
many aspects of the bill—including the individual mandate – grant Congress power that was not
intended by the authors of the Constitution. She voted against the bill as a Congresswoman and
supported the lawsuit filed by Oklahoma’s attorney general as governor. She continues her adamant
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opposition to the law, and will actively campaign for conservative candidates, including the
Republican presidential nominee, who pledge to overturn and replace the ACA.
 
However, in light of the Supreme Court’s decision to uphold most of the ACA, Governor Fallin
believes it is her responsibility to thoroughly and thoughtfully review the state of Oklahoma’s
options regarding the future of both Medicaid and the creation of a health insurance exchange. In
the coming weeks, the governor will continue to study the issues with the Oklahoma Health Care
Authority, which overseas Medicaid in Oklahoma.  She and her staff are also continuing to meet with
experts in the private and public sector regarding the potential creation of an exchange. Next week,
she will visit with dozens of governors at the National Governor’s Association meetings, where
health care will be discussed at length. Additionally, her administration continues to communicate
with doctors, health care providers and Oklahoma families about these issues.
 
Governor Fallin believes these conversations and meetings are necessary to making an informed
decision about health care policies that will affect hundreds of thousands of Oklahomans. Her
priority is not to make a decision soon; it is to make the right decision. The governor will continue to
review how the state of Oklahoma can best meet the health care needs of its citizens. Our office will
proactively relay these decisions to Governor Fallin’s constituents and to the media as they are
made.
 
 

From: Murphy, Sean [mailto:smurphy@ap.org] 
Sent: Thursday, July 05, 2012 2:24 PM
To: Alex Weintz
Cc: Aaron Cooper
Subject: Health Care Law-Oklahoma
 
Alex/Aaron:
I’m interested in putting together a weekend story on how the state plans to respond now that the
new health care law has been upheld.
 
Now that the governor and her legal team have had a week to digest the new law, is she ready to
say how the state should proceed?
 
Does she plan to take a cue from other GOP governors and attempt to force the feds’ hand with
respect to the health insurance exchanges, or does she think the state should develop its own
exchange? Is there enough time to get a state exchange up and running? Does she think it would be
a good idea to partner with other states?
 
How about the expansion of Medicaid eligibility? Does she think that might be a good idea in any
way? What are her thoughts about the costs to the state versus the benefits of having more poor
people, especially working poor, covered with health insurance?
 
Some lawmakers are advocating what appears to be open resistance to complying in any way with a
law that has been approved by Congress, signed by the president and upheld as constitutional by
the Supreme Court. What does the governor think of that?
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I’d love to have a chance to talk tomorrow to the governor or someone in your office about the
state’s next step.
 
My plan was to put the story together for papers to use on Sunday or Monday, but since I don’t
believe the governor’s official position has been reported at this point, we could certainly move it
spot tomorrow.
 
Thanks,
Sean
 

 

   
Sean Murphy
Capitol correspondent
Oklahoma City
405-525-8195 (Capitol)
405-550-4541 (Cell)
smurphy@ap.org

 

 
 

The information contained in this communication is intended for the use
of the designated recipients named above. If the reader of this 
communication is not the intended recipient, you are hereby notified
that you have received this communication in error, and that any review,
dissemination, distribution or copying of this communication is strictly
prohibited. If you have received this communication in error, please 
notify The Associated Press immediately by telephone at +1-212-621-1898 
and delete this email. Thank you.
[IP_US_DISC]

 

msk dccc60c6d2c3a6438f0cf467d9a4938
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From: Aaron Cooper
To: Alex Weintz; Denise Northrup; Katie Altshuler
Cc: "gcoffee "; Andrew Silvestri
Subject: RE: Health Care Law-Oklahoma
Date: Friday, July 06, 2012 8:47:01 AM

Is this OK to send to AP?  Has Katie’s edits

 

 

Governor Fallin  was disappointed and frustrated with the Supreme Court’s decision to uphold the
bulk of the Affordable Care Act (ACA). She believes the law is unaffordable and unworkable, and that
many aspects of the bill—including the individual mandate – grant Congress power that was not
intended by the authors of the Constitution. She voted against the bill as a Congresswoman and
supported the lawsuit filed by Oklahoma’s attorney general as governor. She continues her adamant
opposition to the law, and will actively campaign for conservative candidates, including the
Republican presidential nominee, who pledge to overturn and replace the ACA.
 
However, in light of the Supreme Court’s decision to uphold most of the ACA, Governor Fallin
believes it is her responsibility to thoroughly and thoughtfully review the state of Oklahoma’s
options regarding the future of both Medicaid and the creation of a health insurance exchange.
 
Her priority is not to make a decision soon; it is to make the right decision. The governor will
continue to review how the state of Oklahoma can best meet the health care needs of its citizens.
Our office will proactively relay these decisions to Governor Fallin’s constituents and to the media as
they are made.
 

 

 

From: Alex Weintz 
Sent: Thursday, July 05, 2012 3:30 PM
To: Denise Northrup; Katie Altshuler
Cc: Aaron Cooper; 'gcoffee '; Andrew Silvestri
Subject: Re: Health Care Law-Oklahoma
 
So is that approved with katies edits? 
 
From: Denise Northrup 
Sent: Thursday, July 05, 2012 02:59 PM
To: Katie Altshuler; Alex Weintz 
Cc: Aaron Cooper; 'gcoffee ' <  Andrew Silvestri 
Subject: Re: Health Care Law-Oklahoma 
 
Especially since the week involved a holiday where it was impossible to meet with people
 
From: Katie Altshuler 
Sent: Thursday, July 05, 2012 02:46 PM
To: Alex Weintz; Denise Northrup 
Cc: Aaron Cooper; 'gcoffee ' <  Andrew Silvestri 
Subject: Re: Health Care Law-Oklahoma 
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I think it is too long...I think we should cut this..."In the coming weeks, the governor will continue to
study the issues with the Oklahoma Health Care Authority, which overseas Medicaid in Oklahoma. 
She and her staff are also continuing to meet with experts in the private and public sector regarding
the potential creation of an exchange. Next week, she will visit with dozens of governors at the
National Governor’s Association meetings, where health care will be discussed at length.
Additionally, her administration continues to communicate with doctors, health care providers and
Oklahoma families about these issues...Governor Fallin believes these conversations and meetings
are necessary to making an informed decision about health care policies that will affect hundreds of
thousands of Oklahomans."

I think saying she will review it thoughtfully and thoroughly covers it. If we advertise meetings we
are just inviting all kinds of people to line up at the door for mtgs, etc.

I think less is more!

 
From: Alex Weintz 
Sent: Thursday, July 05, 2012 02:30 PM
To: Denise Northrup 
Cc: Aaron Cooper; Katie Altshuler; Glenn Coffee < >; Andrew Silvestri 
Subject: RE: Health Care Law-Oklahoma 
 
See below for Sean Murphy’s questions. I think if we arent going to decide on Medicaid we can at
least beef up our non-statement statement. here is what I sent earlier:
 
Governor Fallin  was disappointed and frustrated with the Supreme Court’s decision to uphold the
bulk of the Affordable Care Act (ACA). She believes the law is unaffordable and unworkable, and that
many aspects of the bill—including the individual mandate – grant Congress power that was not
intended by the authors of the Constitution. She voted against the bill as a Congresswoman and
supported the lawsuit filed by Oklahoma’s attorney general as governor. She continues her adamant
opposition to the law, and will actively campaign for conservative candidates, including the
Republican presidential nominee, who pledge to overturn and replace the ACA.
 
However, in light of the Supreme Court’s decision to uphold most of the ACA, Governor Fallin
believes it is her responsibility to thoroughly and thoughtfully review the state of Oklahoma’s
options regarding the future of both Medicaid and the creation of a health insurance exchange. In
the coming weeks, the governor will continue to study the issues with the Oklahoma Health Care
Authority, which overseas Medicaid in Oklahoma.  She and her staff are also continuing to meet with
experts in the private and public sector regarding the potential creation of an exchange. Next week,
she will visit with dozens of governors at the National Governor’s Association meetings, where
health care will be discussed at length. Additionally, her administration continues to communicate
with doctors, health care providers and Oklahoma families about these issues.
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Governor Fallin believes these conversations and meetings are necessary to making an informed
decision about health care policies that will affect hundreds of thousands of Oklahomans. Her
priority is not to make a decision soon; it is to make the right decision. The governor will continue to
review how the state of Oklahoma can best meet the health care needs of its citizens. Our office will
proactively relay these decisions to Governor Fallin’s constituents and to the media as they are
made.
 
 

From: Murphy, Sean [mailto:smurphy@ap.org] 
Sent: Thursday, July 05, 2012 2:24 PM
To: Alex Weintz
Cc: Aaron Cooper
Subject: Health Care Law-Oklahoma
 
Alex/Aaron:
I’m interested in putting together a weekend story on how the state plans to respond now that the
new health care law has been upheld.
 
Now that the governor and her legal team have had a week to digest the new law, is she ready to
say how the state should proceed?
 
Does she plan to take a cue from other GOP governors and attempt to force the feds’ hand with
respect to the health insurance exchanges, or does she think the state should develop its own
exchange? Is there enough time to get a state exchange up and running? Does she think it would be
a good idea to partner with other states?
 
How about the expansion of Medicaid eligibility? Does she think that might be a good idea in any
way? What are her thoughts about the costs to the state versus the benefits of having more poor
people, especially working poor, covered with health insurance?
 
Some lawmakers are advocating what appears to be open resistance to complying in any way with a
law that has been approved by Congress, signed by the president and upheld as constitutional by
the Supreme Court. What does the governor think of that?
 
I’d love to have a chance to talk tomorrow to the governor or someone in your office about the
state’s next step.
 
My plan was to put the story together for papers to use on Sunday or Monday, but since I don’t
believe the governor’s official position has been reported at this point, we could certainly move it
spot tomorrow.
 
Thanks,
Sean
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Sean Murphy
Capitol correspondent
Oklahoma City
405-525-8195 (Capitol)
405-550-4541 (Cell)
smurphy@ap.org

 

 
 

The information contained in this communication is intended for the use
of the designated recipients named above. If the reader of this 
communication is not the intended recipient, you are hereby notified
that you have received this communication in error, and that any review,
dissemination, distribution or copying of this communication is strictly
prohibited. If you have received this communication in error, please 
notify The Associated Press immediately by telephone at +1-212-621-1898 
and delete this email. Thank you.
[IP_US_DISC]

 

msk dccc60c6d2c3a6438f0cf467d9a4938
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From: Chris Bruehl
To: Aaron Cooper
Cc: Katie Altshuler; Andrew Silvestri; Madeline Mitchell; Alex Weintz; Alex Gerszewski
Subject: RE: Health Insurance Exchange governing board
Date: Tuesday, August 09, 2011 6:10:04 PM

The Health Information Exchange Trust was created in the 2010 Legislative session.  The Governor
has three total appointments to make to the trust.  However, when the initial appointments were
made last year, the initial terms were staggered.  Therefore, Governor Fallin just made her first
appointment to the trust a week or two ago of Dr. Joe Nicholson.  He will serve a five year term on
the trust.  The Governor’s next appointments come due in 2014 and 2015.  In addition, the
legislation provided for appointments to be made by the Speaker and the President Pro Tempore. 
 

From: Aaron Cooper 
Sent: Tuesday, August 09, 2011 3:30 PM
To: Katie Altshuler; Andrew Silvestri; Chris Bruehl; Madeline Mitchell
Cc: Alex Weintz; Alex Gerszewski
Subject: Health Insurance Exchange governing board
 
Hey guys,
 
Have anything been done to establish the governing board of the health insurance exchange?  Is
that completely in the Legislature’s wheelhouse or will GMF have appointments to make?
 
Thanks.
 
 

Aaron Cooper
Press Secretary
Governor Mary Fallin
aaron.cooper@gov.ok.gov
t - (405) 522-8878
c - (405) 759-0468
 
Gov.  Fallin on Facebook:  www.facebook.com/GovernorMaryFallin
Gov. Fallin on Twitter:  www.twitter.com/GovMaryFallin
Gov. Fallin on the Web:  www.ok.gov/governor
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From: Aaron Cooper
To: Katie Altshuler
Subject: RE: Health Insurance Exchange governing board
Date: Tuesday, August 09, 2011 3:54:42 PM

Thanks.  Makes sense now, b/c the last time this reporter checked in on this subject was 3-4 months
ago.
 

From: Katie Altshuler 
Sent: Tuesday, August 09, 2011 3:53 PM
To: Aaron Cooper; Andrew Silvestri; Chris Bruehl; Madeline Mitchell
Cc: Alex Weintz; Alex Gerszewski
Subject: Re: Health Insurance Exchange governing board
 
It does not exist, legislation was not passed to establish it. A couple studies (by legislature and
private sector) are taking plave to look at potential options.
 
From: Aaron Cooper 
Sent: Tuesday, August 09, 2011 03:29 PM
To: Katie Altshuler; Andrew Silvestri; Chris Bruehl; Madeline Mitchell 
Cc: Alex Weintz; Alex Gerszewski 
Subject: Health Insurance Exchange governing board 
 
Hey guys,
 
Have anything been done to establish the governing board of the health insurance exchange?  Is
that completely in the Legislature’s wheelhouse or will GMF have appointments to make?
 
Thanks.
 
 
______________________________________
Aaron Cooper
Press Secretary
Governor Mary Fallin
aaron.cooper@gov.ok.gov
t - (405) 522-8878
c - (405) 759-0468
 
Gov.  Fallin on Facebook:  www.facebook.com/GovernorMaryFallin
Gov. Fallin on Twitter:  www.twitter.com/GovMaryFallin
Gov. Fallin on the Web:  www.ok.gov/governor
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From: Chris Bruehl
To: Katie Altshuler
Cc: Aaron Cooper; Andrew Silvestri; Madeline Mitchell; Alex Weintz; Alex Gerszewski
Subject: RE: Health Insurance Exchange governing board
Date: Tuesday, August 09, 2011 6:23:15 PM

My bad!
 

From: Katie Altshuler 
Sent: Tuesday, August 09, 2011 6:12 PM
To: Chris Bruehl; Aaron Cooper
Cc: Andrew Silvestri; Madeline Mitchell; Alex Weintz; Alex Gerszewski
Subject: Re: Health Insurance Exchange governing board
 
This is a different question they are asking about the insurance exchange board not health
"information" exchange.
 
From: Chris Bruehl 
Sent: Tuesday, August 09, 2011 06:10 PM
To: Aaron Cooper 
Cc: Katie Altshuler; Andrew Silvestri; Madeline Mitchell; Alex Weintz; Alex Gerszewski 
Subject: RE: Health Insurance Exchange governing board 
 
The Health Information Exchange Trust was created in the 2010 Legislative session.  The Governor
has three total appointments to make to the trust.  However, when the initial appointments were
made last year, the initial terms were staggered.  Therefore, Governor Fallin just made her first
appointment to the trust a week or two ago of Dr. Joe Nicholson.  He will serve a five year term on
the trust.  The Governor’s next appointments come due in 2014 and 2015.  In addition, the
legislation provided for appointments to be made by the Speaker and the President Pro Tempore. 
 

From: Aaron Cooper 
Sent: Tuesday, August 09, 2011 3:30 PM
To: Katie Altshuler; Andrew Silvestri; Chris Bruehl; Madeline Mitchell
Cc: Alex Weintz; Alex Gerszewski
Subject: Health Insurance Exchange governing board
 
Hey guys,
 
Have anything been done to establish the governing board of the health insurance exchange?  Is
that completely in the Legislature’s wheelhouse or will GMF have appointments to make?
 
Thanks.
 
 

Aaron Cooper
Press Secretary
Governor Mary Fallin
aaron.cooper@gov.ok.gov
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t - (405) 522-8878
c - (405) 759-0468
 
Gov.  Fallin on Facebook:  www.facebook.com/GovernorMaryFallin
Gov. Fallin on Twitter:  www.twitter.com/GovMaryFallin
Gov. Fallin on the Web:  www.ok.gov/governor
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From: Kaleb Bennett
To: Alex Weintz; Craig Perry
Cc: Katie Altshuler; Andrew Silvestri
Subject: Re: health insurance exchange handouts
Date: Monday, March 28, 2011 11:16:13 AM

Fyi I lft 78 in alex's ofc
 
From: Kaleb Bennett 
Sent: Monday, March 28, 2011 10:48 AM
To: Alex Weintz; Craig Perry 
Cc: Katie Altshuler; Andrew Silvestri 
Subject: Re: health insurance exchange handouts 
 
Yes that's probably the best thing. 
 
From: Alex Weintz 
Sent: Monday, March 28, 2011 10:47 AM
To: Craig Perry; Kaleb Bennett 
Cc: Katie Altshuler; Andrew Silvestri 
Subject: health insurance exchange handouts 
 
Per the governor’s request, I printed out 110 copies of the Heritage Foundation’s report on
insurance exchange’s which she would like handed out to legislators during the two caucus meetings
today. Kaleb and Craig, do you think the best way to do this, since you are going to these meetings
anyway, is for you guys to go early and put them out on chairs/desks in the caucus rooms?
 
Alex Weintz
Communications Director
Office of Governor Mary Fallin
phone: (405) 522-8819
cell: (405) 535-7317
Alex.Weintz@gov.ok.gov
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From: Kaleb Bennett
To: Alex Weintz; Craig Perry
Cc: Katie Altshuler; Andrew Silvestri
Subject: Re: health insurance exchange handouts
Date: Monday, March 28, 2011 10:48:32 AM

Yes that's probably the best thing. 
 
From: Alex Weintz 
Sent: Monday, March 28, 2011 10:47 AM
To: Craig Perry; Kaleb Bennett 
Cc: Katie Altshuler; Andrew Silvestri 
Subject: health insurance exchange handouts 
 
Per the governor’s request, I printed out 110 copies of the Heritage Foundation’s report on
insurance exchange’s which she would like handed out to legislators during the two caucus meetings
today. Kaleb and Craig, do you think the best way to do this, since you are going to these meetings
anyway, is for you guys to go early and put them out on chairs/desks in the caucus rooms?
 
Alex Weintz
Communications Director
Office of Governor Mary Fallin
phone: (405) 522-8819
cell: (405) 535-7317
Alex.Weintz@gov.ok.gov
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From: Kaleb Bennett
To: Alex Weintz; Craig Perry
Cc: Katie Altshuler; Andrew Silvestri
Subject: Re: health insurance exchange handouts
Date: Monday, March 28, 2011 11:18:22 AM

I'm running up stairs to hand these out. Is that still the plan?
 
From: Alex Weintz 
Sent: Monday, March 28, 2011 10:47 AM
To: Craig Perry; Kaleb Bennett 
Cc: Katie Altshuler; Andrew Silvestri 
Subject: health insurance exchange handouts 
 
Per the governor’s request, I printed out 110 copies of the Heritage Foundation’s report on
insurance exchange’s which she would like handed out to legislators during the two caucus meetings
today. Kaleb and Craig, do you think the best way to do this, since you are going to these meetings
anyway, is for you guys to go early and put them out on chairs/desks in the caucus rooms?
 
Alex Weintz
Communications Director
Office of Governor Mary Fallin
phone: (405) 522-8819
cell: (405) 535-7317
Alex.Weintz@gov.ok.gov
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From: 
To: 
Subject: 
Date: 

Thanks Katie. 

Garv Stanislawski 
Katie Altshuler 
RE: Health Insurance Exchange Info. 

Friday, June 24, 2011 9 :31:31 PM 

Senator Gary Stanislawski 
2300 N Lincoln Blvd 
Oklahoma City, Ok 73105 
Ofc (405) 521-5624 
Fax (405) 530-2333 
www.GaryStanislawski.net 
Proudly serving the people of District 35 

Attached please find two 
documents that were prepared for the committee by National Governor's 
Association Center for Best Practices: 

1) Comparison 
of the Utah and Massachusetts exchanges; and 

2) FAQ: Health Insurance Exchanges 
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From: Alex Weintz
To: Katie Altshuler
Subject: RE: health insurance exchange letter
Date: Tuesday, March 22, 2011 2:05:12 PM

I called her and will update u
 

From: Katie Altshuler 
Sent: Tuesday, March 22, 2011 1:29 PM
To: Alex Weintz; 'Juliek@health.ok.gov'
Subject: Re: health insurance exchange letter
 
I am sorry, I am stuck, will try to get out when I can
 
From: Alex Weintz 
Sent: Tuesday, March 22, 2011 01:24 PM
To: Katie Altshuler; 'Juliek@health.ok.gov' <Juliek@health.ok.gov> 
Subject: Re: health insurance exchange letter 
 
Julie - what's the best number to call you at 
 
From: Katie Altshuler 
Sent: Tuesday, March 22, 2011 01:21 PM
To: 'Juliek@health.ok.gov' <Juliek@health.ok.gov>; Alex Weintz 
Subject: Re: health insurance exchange letter 
 
I am in a mtg now, anyway you can talk to alex?
 
From: Cox-Kain, Julie [mailto:Juliek@health.ok.gov] 
Sent: Tuesday, March 22, 2011 01:18 PM
To: Katie Altshuler 
Subject: RE: health insurance exchange letter 
 
I have advice or recommendations for you.  We should discuss.
 

From: Katie Altshuler [mailto:Katie.Altshuler@gov.ok.gov] 
Sent: Tuesday, March 22, 2011 12:29 PM
To: Cox-Kain, Julie; 'Derek.Lieser@okhca.org'; 'Nicole.PrietoJohns@okhca.org'
Subject: Fw: health insurance exchange letter
 
Please review that attached letter ASAP and provide me any feed back you have. Thank you, Katie
 
From: Alex Weintz 
Sent: Tuesday, March 22, 2011 12:29 PM
To: Katie Altshuler 
Subject: health insurance exchange letter 
 
 
 
Alex Weintz
Communications Director
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Office of Governor Mary Fallin
phone: (405) 522-8819
cell: (405) 535-7317
Alex.Weintz@gov.ok.gov
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From: Cox-Kain, Julie
To: Katie Altshuler
Subject: RE: health insurance exchange letter
Date: Tuesday, March 22, 2011 1:17:34 PM

I have advice or recommendations for you.  We should discuss.
 

From: Katie Altshuler [mailto:Katie.Altshuler@gov.ok.gov] 
Sent: Tuesday, March 22, 2011 12:29 PM
To: Cox-Kain, Julie; 'Derek.Lieser@okhca.org'; 'Nicole.PrietoJohns@okhca.org'
Subject: Fw: health insurance exchange letter
 
Please review that attached letter ASAP and provide me any feed back you have. Thank you, Katie
 
From: Alex Weintz 
Sent: Tuesday, March 22, 2011 12:29 PM
To: Katie Altshuler 
Subject: health insurance exchange letter 
 
 
 
Alex Weintz
Communications Director
Office of Governor Mary Fallin
phone: (405) 522-8819
cell: (405) 535-7317
Alex.Weintz@gov.ok.gov
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From: Alex Weintz
To: Katie Altshuler
Subject: RE: health insurance exchange letter
Date: Tuesday, March 22, 2011 2:25:59 PM

Gov approved the letter so come talk to me when u get a chance and lets decide whether or not to
pull the trigger
 

From: Katie Altshuler 
Sent: Tuesday, March 22, 2011 2:08 PM
To: Alex Weintz
Subject: Re: health insurance exchange letter
 
I just talked to her
 
From: Alex Weintz 
Sent: Tuesday, March 22, 2011 02:06 PM
To: Katie Altshuler 
Subject: RE: health insurance exchange letter 
 
I called her and will update u
 

From: Katie Altshuler 
Sent: Tuesday, March 22, 2011 1:29 PM
To: Alex Weintz; 'Juliek@health.ok.gov'
Subject: Re: health insurance exchange letter
 
I am sorry, I am stuck, will try to get out when I can
 
From: Alex Weintz 
Sent: Tuesday, March 22, 2011 01:24 PM
To: Katie Altshuler; 'Juliek@health.ok.gov' <Juliek@health.ok.gov> 
Subject: Re: health insurance exchange letter 
 
Julie - what's the best number to call you at 
 
From: Katie Altshuler 
Sent: Tuesday, March 22, 2011 01:21 PM
To: 'Juliek@health.ok.gov' <Juliek@health.ok.gov>; Alex Weintz 
Subject: Re: health insurance exchange letter 
 
I am in a mtg now, anyway you can talk to alex?
 
From: Cox-Kain, Julie [mailto:Juliek@health.ok.gov] 
Sent: Tuesday, March 22, 2011 01:18 PM
To: Katie Altshuler 
Subject: RE: health insurance exchange letter 
 
I have advice or recommendations for you.  We should discuss.
 

From: Katie Altshuler [mailto:Katie.Altshuler@gov.ok.gov] 
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Sent: Tuesday, March 22, 2011 12:29 PM
To: Cox-Kain, Julie; 'Derek.Lieser@okhca.org'; 'Nicole.PrietoJohns@okhca.org'
Subject: Fw: health insurance exchange letter
 
Please review that attached letter ASAP and provide me any feed back you have. Thank you, Katie
 
From: Alex Weintz 
Sent: Tuesday, March 22, 2011 12:29 PM
To: Katie Altshuler 
Subject: health insurance exchange letter 
 
 
 
Alex Weintz
Communications Director
Office of Governor Mary Fallin
phone: (405) 522-8819
cell: (405) 535-7317
Alex.Weintz@gov.ok.gov
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From: Denise Northrup
To: Craig Perry; Glenn Coffee; Katie Altshuler; Andrew Silvestri; Alex Weintz; Aaron Cooper; Travis Brauer; Alex

Gerszewski
Subject: Re: healthcare exchange bill will be heard today in Sen committee around 1pm
Date: Monday, February 27, 2012 8:50:32 AM

Have fun with that ;)
 
From: Craig Perry 
Sent: Monday, February 27, 2012 08:48 AM
To: Denise Northrup; Glenn Coffee; Katie Altshuler; Andrew Silvestri; Alex Weintz; Aaron Cooper; Travis
Brauer; Alex Gerszewski 
Subject: healthcare exchange bill will be heard today in Sen committee around 1pm 
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From: AJ Mallory
To: Dana Wolpert; Denise Northrup
Cc: Katie Altshuler
Subject: RE: Healthcare Exchange Briefing with the Governor
Date: Tuesday, August 28, 2012 11:08:07 AM

I will move lunch w/Terri W.

 

A.J. Mallory

Exec. Asst. to Denise Northrup, Chief of Staff

Office of Gov. Mary Fallin

2300 Lincoln Blvd., Suite 212

Oklahoma City, OK  73105

405-522-8832

aj.mallory@gov.ok.gov

 

From: Dana Wolpert 
Sent: Tuesday, August 28, 2012 10:32 AM
To: Denise Northrup
Cc: Katie Altshuler; AJ Mallory
Subject: RE: Healthcare Exchange Briefing with the Governor
 
Ok, AJ I am going to go ahead and schedule this and you can move the other meeting when you get
back.
 
Thanks!
 
Dana Wolpert
Director of Scheduling
Governor Mary Fallin
2300 N. Lincoln Boulevard, Suite 212
Oklahoma City, OK 73105
 

From: Denise Northrup 
Sent: Tuesday, August 28, 2012 10:28 AM
To: Dana Wolpert
Cc: Katie Altshuler; AJ Mallory
Subject: Re: Healthcare Exchange Briefing with the Governor
 
Yep, aj can move it
 
From: Dana Wolpert 
Sent: Tuesday, August 28, 2012 09:58 AM
To: Denise Northrup 
Cc: Katie Altshuler; Dana Wolpert 
Subject: FW: Healthcare Exchange Briefing with the Governor 
 
Denise,
 
You have a lunch meeting with Terri Watkins this day (Sept 6)…is there any way that can be changed
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to accommodate the healthcare meeting? Dr. Cline is out of town the entire next week, and the

Governor won’t be back in the office until September 6. It looks like everyone else can do the 6th.
 
Thanks!
 
Dana Wolpert
Director of Scheduling
Governor Mary Fallin
2300 N. Lincoln Boulevard, Suite 212
Oklahoma City, OK 73105
 

From: Cline, Dr.Terry L. [mailto:TerryC@health.ok.gov] 
Sent: Tuesday, August 28, 2012 9:46 AM
To: Dana Wolpert; Cox-Kain, Julie
Subject: RE: Healthcare Exchange Briefing with the Governor
 
Dana, that date works for both of us and once we have that confirmed from you, we’ll get that on
our schedules.  Many thanks for the flexibility.  terry
 

From: Dana Wolpert [mailto:Dana.Wolpert@gov.ok.gov] 
Sent: Tuesday, August 28, 2012 9:38 AM
To: Cline, Dr.Terry L.; Cox-Kain, Julie
Subject: RE: Healthcare Exchange Briefing with the Governor
 
I am checking with our staff to see if September 6 at lunch works…if so does that work for both of
you? You may have Janice email me your availability.
 
Thank you!
 
Dana
 
Dana Wolpert
Director of Scheduling
Governor Mary Fallin
2300 N. Lincoln Boulevard, Suite 212
Oklahoma City, OK 73105
 

From: Cline, Dr.Terry L. [mailto:TerryC@health.ok.gov] 
Sent: Tuesday, August 28, 2012 6:25 AM
To: Dana Wolpert; Cox-Kain, Julie
Subject: RE: Healthcare Exchange Briefing with the Governor
 
Dana, any way to find a different week (I can’t imagine what a challenge your job is going to be over
the next couple of years, at least, with the NGA---yikes!)?  I am in Austin that entire week for our
national commissioner’s meeting, and I’m giving 2 presentations about Oklahoma’s outstanding
work, and hopefully being voted in as president of the Association of State and Territorial Health
Officials that very day.  If there is any flexibility, would you mind if I asked Janice Hiner to contact you
to work out the logistics.  This is an incredibly important opportunity and conversation with the
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Governor.  Thanks Dana.  terry
 

From: Dana Wolpert [mailto:Dana.Wolpert@gov.ok.gov] 
Sent: Monday, August 27, 2012 1:59 PM
To: Cline, Dr.Terry L.; Cox-Kain, Julie
Subject: Healthcare Exchange Briefing with the Governor
 
Katie Altshuler asked me to check with both of you on your availability for a staff level briefing with
the Governor regarding the Healthcare Exchange over lunch on Thursday, September 13. They will
start around 12:30PM. Please let me know if you are available.
 
Thank you!
 
Dana
 
Dana Wolpert
Director of Scheduling
Governor Mary Fallin
2300 N. Lincoln Boulevard, Suite 212
Oklahoma City, OK 73105
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From: Dana Wolpert
To: Cline, Dr.Terry L.; Cox-Kain, Julie
Cc: Katie Altshuler
Subject: RE: Healthcare Exchange Briefing with the Governor
Date: Tuesday, August 28, 2012 10:45:34 AM

We are on for Thursday, September 6 from noon to 1:30 in the small conference room.
 
Thank you!
 
Dana Wolpert
Director of Scheduling
Governor Mary Fallin
2300 N. Lincoln Boulevard, Suite 212
Oklahoma City, OK 73105
 

From: Cline, Dr.Terry L. [mailto:TerryC@health.ok.gov] 
Sent: Tuesday, August 28, 2012 9:46 AM
To: Dana Wolpert; Cox-Kain, Julie
Subject: RE: Healthcare Exchange Briefing with the Governor
 
Dana, that date works for both of us and once we have that confirmed from you, we’ll get that on
our schedules.  Many thanks for the flexibility.  terry
 

From: Dana Wolpert [mailto:Dana.Wolpert@gov.ok.gov] 
Sent: Tuesday, August 28, 2012 9:38 AM
To: Cline, Dr.Terry L.; Cox-Kain, Julie
Subject: RE: Healthcare Exchange Briefing with the Governor
 
I am checking with our staff to see if September 6 at lunch works…if so does that work for both of
you? You may have Janice email me your availability.
 
Thank you!
 
Dana
 
Dana Wolpert
Director of Scheduling
Governor Mary Fallin
2300 N. Lincoln Boulevard, Suite 212
Oklahoma City, OK 73105
 

From: Cline, Dr.Terry L. [mailto:TerryC@health.ok.gov] 
Sent: Tuesday, August 28, 2012 6:25 AM
To: Dana Wolpert; Cox-Kain, Julie
Subject: RE: Healthcare Exchange Briefing with the Governor
 
Dana, any way to find a different week (I can’t imagine what a challenge your job is going to be over
the next couple of years, at least, with the NGA---yikes!)?  I am in Austin that entire week for our
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national commissioner’s meeting, and I’m giving 2 presentations about Oklahoma’s outstanding
work, and hopefully being voted in as president of the Association of State and Territorial Health
Officials that very day.  If there is any flexibility, would you mind if I asked Janice Hiner to contact you
to work out the logistics.  This is an incredibly important opportunity and conversation with the
Governor.  Thanks Dana.  terry
 

From: Dana Wolpert [mailto:Dana.Wolpert@gov.ok.gov] 
Sent: Monday, August 27, 2012 1:59 PM
To: Cline, Dr.Terry L.; Cox-Kain, Julie
Subject: Healthcare Exchange Briefing with the Governor
 
Katie Altshuler asked me to check with both of you on your availability for a staff level briefing with
the Governor regarding the Healthcare Exchange over lunch on Thursday, September 13. They will
start around 12:30PM. Please let me know if you are available.
 
Thank you!
 
Dana
 
Dana Wolpert
Director of Scheduling
Governor Mary Fallin
2300 N. Lincoln Boulevard, Suite 212
Oklahoma City, OK 73105
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From: Cline, Dr.Terry L.
To: Dana Wolpert; Cox-Kain, Julie
Cc: Katie Altshuler; Hiner, Janice D.
Subject: RE: Healthcare Exchange Briefing with the Governor
Date: Tuesday, August 28, 2012 11:17:03 AM

Perfect.  Thanks, terry
 

From: Dana Wolpert [mailto:Dana.Wolpert@gov.ok.gov] 
Sent: Tuesday, August 28, 2012 10:46 AM
To: Cline, Dr.Terry L.; Cox-Kain, Julie
Cc: Katie Altshuler
Subject: RE: Healthcare Exchange Briefing with the Governor
 
We are on for Thursday, September 6 from noon to 1:30 in the small conference room.
 
Thank you!
 
Dana Wolpert
Director of Scheduling
Governor Mary Fallin
2300 N. Lincoln Boulevard, Suite 212
Oklahoma City, OK 73105
 

From: Cline, Dr.Terry L. [mailto:TerryC@health.ok.gov] 
Sent: Tuesday, August 28, 2012 9:46 AM
To: Dana Wolpert; Cox-Kain, Julie
Subject: RE: Healthcare Exchange Briefing with the Governor
 
Dana, that date works for both of us and once we have that confirmed from you, we’ll get that on
our schedules.  Many thanks for the flexibility.  terry
 

From: Dana Wolpert [mailto:Dana.Wolpert@gov.ok.gov] 
Sent: Tuesday, August 28, 2012 9:38 AM
To: Cline, Dr.Terry L.; Cox-Kain, Julie
Subject: RE: Healthcare Exchange Briefing with the Governor
 
I am checking with our staff to see if September 6 at lunch works…if so does that work for both of
you? You may have Janice email me your availability.
 
Thank you!
 
Dana
 
Dana Wolpert
Director of Scheduling
Governor Mary Fallin
2300 N. Lincoln Boulevard, Suite 212
Oklahoma City, OK 73105
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From: Cline, Dr.Terry L. [mailto:TerryC@health.ok.gov] 
Sent: Tuesday, August 28, 2012 6:25 AM
To: Dana Wolpert; Cox-Kain, Julie
Subject: RE: Healthcare Exchange Briefing with the Governor
 
Dana, any way to find a different week (I can’t imagine what a challenge your job is going to be over
the next couple of years, at least, with the NGA---yikes!)?  I am in Austin that entire week for our
national commissioner’s meeting, and I’m giving 2 presentations about Oklahoma’s outstanding
work, and hopefully being voted in as president of the Association of State and Territorial Health
Officials that very day.  If there is any flexibility, would you mind if I asked Janice Hiner to contact you
to work out the logistics.  This is an incredibly important opportunity and conversation with the
Governor.  Thanks Dana.  terry
 

From: Dana Wolpert [mailto:Dana.Wolpert@gov.ok.gov] 
Sent: Monday, August 27, 2012 1:59 PM
To: Cline, Dr.Terry L.; Cox-Kain, Julie
Subject: Healthcare Exchange Briefing with the Governor
 
Katie Altshuler asked me to check with both of you on your availability for a staff level briefing with
the Governor regarding the Healthcare Exchange over lunch on Thursday, September 13. They will
start around 12:30PM. Please let me know if you are available.
 
Thank you!
 
Dana
 
Dana Wolpert
Director of Scheduling
Governor Mary Fallin
2300 N. Lincoln Boulevard, Suite 212
Oklahoma City, OK 73105
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From: Denise Northrup
To: Lisa Day
Cc: Katie Altshuler
Subject: Re: Healthcare exchange
Date: Thursday, September 27, 2012 10:03:00 PM

Lisa, 

I copied Katie who is our lead on this...I'd also talk to the state chamber at has a
coalition on this subject as well.

We are sort of in liimbo till election day.

Thanks

On Sep 27, 2012, at 2:23 PM, "Lisa Day" <Lisa-Day@omrf.org> wrote:

Do you all  have or do you plan to have any committees set up to look at the healthcare
exchange?  The reason I ask is we have a scientist who is retiring soon, but would be
very interested in getting involved in this process in some way.
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From: Cindy Roberts
To: Katie Altshuler
Subject: RE: Hello!
Date: Wednesday, July 11, 2012 4:22:08 PM

Can I have abt 20 minutes?  Promise.
 
Cindy Roberts, CPA, CGFM 
Deputy, Chief Executive Officer
Oklahoma Health Care Authority / Policy, Planning & Integrity
(405) 522-7253 
cindy.roberts@okhca.org
 
 
From: Katie Altshuler [mailto:Katie.Altshuler@gov.ok.gov] 
Sent: Wednesday, July 11, 2012 4:22 PM
To: Cindy Roberts
Cc: Nico Gomez
Subject: Re: Hello!
 
Sorry to harass, just checking back in, I am hoping to print copies before I leave the office today of
whatever you send to take with me to the Governor, thanks!
 
From: Cindy Roberts [mailto:Cindy.Roberts@okhca.org] 
Sent: Wednesday, July 11, 2012 12:42 PM
To: Katie Altshuler 
Cc: Nico Gomez <Nico.Gomez@okhca.org> 
Subject: RE: Hello! 
 
Sure.  Let me put some finishing touches on it and I will get it to you.
 
Cindy Roberts, CPA, CGFM 
Deputy, Chief Executive Officer
Oklahoma Health Care Authority / Policy, Planning & Integrity
(405) 522-7253 
cindy.roberts@okhca.org
 
 
From: Katie Altshuler [mailto:Katie.Altshuler@gov.ok.gov] 
Sent: Tuesday, July 10, 2012 4:48 PM
To: Cindy Roberts
Cc: Nico Gomez
Subject: Hello!
Importance: High
 
I am leaving for the National Governors Association Annual meeting on Thursday morning and will
be briefing Governor Fallin when I arrive re/ PPACA. I wanted to see if there is anyway I can the
information we requested by tomorrow? Thank you! Katie
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Katie Altshuler, Policy Director
Office of Governor Mary Fallin
2300 North Lincoln Boulevard, Suite 212
Oklahoma City, Oklahoma 73105
405.521.2342
katie.altshuler@gov.ok.gov

 
 
===================================================
DISCLAIMER - This e-mail message, including any attachments, is for the sole use of
the intended recipient(s) and may contain confidential and privileged information. If
you are not the named addressee you should not disseminate, distribute or copy this
e-mail. Please notify the sender immediately by e-mail if you have received this e-
mail by mistake and delete this e-mail from your system. The sender does not
accept liability for any errors or omissions in the contents of this message, which
arise as a result of e-mail transmission. If verification is required please request a
hard-copy version.
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